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INTRODUCTION

A

Purposs and Overview

The Systematic Assessment of Licensee Performance (SALP) orogram 1s
an integqrated Nuclear Regulatory Commissfon (NRC) staff effort to
collect available observations and gata on & periodic basis and to
evaluate licensee performance based on this information. The SALP
program is supplemental to normal regulatory processes used to
determine coempliance with NRC rules and regulations. The SALP
program 15 intended to be sufficiently diagnostic to pruvide a
rationa) basis for allocating NRC reszources and to provide meaningful
guidance to licensee management {n order to promote quality and
safety of plant construction and operation.

An NRC SALP Board composed of the staff members listed below met on
August 17, 1928, to review performance observations ana data to
assess licensee performance in accordance with guidance in NRC Manua)
Chapter 0516, “Systematic Assessment of Licensee Performance.* A
summary of the quidance and evaluation criteria is provided in
Sectfon Il of this report.

This report is the SALP Board's assessment of the licensee's safety
and management performance at Hatch for the period January 1, 1987,
through June 30, 1988.

SALP Board for Match Units 1 and 2
Board Chairman

L. A. Reyes, Director, Division of Reactor Projects (DRP), Region [I
(RID)

Board Members

V. L. Brownlee, Chief, Reactor Projects Branch 3, ORP, RII

L. P. Crocker, Project Manager, Hatch, Project Directorate [I-3,
Office of Nuclear Reactor Regulation (NRR)

D. B, Matthews, Director, Project Directorate [I-3, KRR

J. E. Menning, Senior Resitent Inspector, Hatch, ORP, RII

E. W. Merschoff, Deputy Director, Division of Reactor Safety (DRS),
Ril

J. P. Stohr, Director, Division of Radiation Safety and Safeguards
(ORSS), RII
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S. §. Adamovitz, Senior Radiation Specialist, Radiological Effluents
and Chemistry Section, Emergency Preparedness and Radiologica’
Protection Branch (EPRPB), DRSS, RI!

G. A, Belisle, Chief, Quality Performance Szction, Operations

Branch (08), ORS, RII

. J. Blake, Chief, Materfals and Processes Section, Engineering

Branch (EB), DRS, RII

. Decker, Chiaf, Emergency Preparedness Section, EPRPR, DRSS, RII

! Bi Desad, Raactor Engineer, Techmical Support Staff (7SS), DRP,

RI

. M. Hosey, Chief, Radiclogical Effluents and Chemistry Section,

EPRPB, DRSS, RII

. Jape, Chief, Test Program Sectien, EB, DRS, RII

Lea, Reactor Imspector, Quality Performance Section, OB, DRS, RII

. C. MacArthur, Reaztor Inspector, TSS, DRP, RI!

. M. Madden, Sentor Reactor Engineer, TSS, ORP, R1I

. R. McGuire, Chief, Physical Security Section, Muclear Materials

Safety and Safeguards Branch, DRSS, RII

Musser, Resident Inspector, Hatch, DRP, RI!

. Q. Nirh, Reactor Engineer, 7SS, ORP, RII

V. Sinkule, Chinf, Reactor Projects Section 3B, DRP, RIl

, D. Starkey, Reactor Engineer, Operational Programs Section, 0B,

ORS, RII

L. Trocine, Project Engineer, Reactor Projects Section 3B, DRP, RII

D. C. Ward, Reactor lnsipactor, Plant Systems Section, EB, ORS, RII

CRITERIA
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Licensee performance 1s assessed in salected functional areas depending on
whether the facility has been in the construction, oreoperational, or
gperating phase during the SALP review period. Each functional ares
normally represents an area which 1s significant %o auclez: safety and the
environment and which is a nermal programmatic area, Some fonctional
areas may not be assessed because of l1ittle or no licensse activity or
bucause of a lacx of meaningful NRC observatfons., Specfal areas miy be
added to highliight significant observations,

One or mare of the following evaluation eriteria was used to assess each
functional area; howaver, tha SALP Board is not limited to these criteria
and others may have LDeen used where appropriate.

A. Management involvement in assuring gqualigy

e Approach to the resolution of technical f1ssues from a safety
standpoint

€. Responsiveness to NRC inisiatives

0 Enforcamant history




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

F. Staffing (including management)

G. Training and qualification effectiveness

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

Category 1: Reduced NRC attention may be appropriate. Licensee
management attention and fnvolvement are aggressive and oriented
toward nuclear safety; licensee resources are ample and effectively
used suth that a high leve! of performance with respect to
operaticnal safety or coastruction quality 1s being achieved.

Category 2: NRC attention should be maintained at normal levels.
Licensee management attentfon and involvement are evident and are
concerned with nuclear safety; licensee resources are adeguate and
are reasonably effective such that satisfactory performance with
respect to coperaticnal safety or construction quality is being
achieved,

Catecory 3: Both NRC and licensee attention should be increased.
Licensee management attention or f{avelvemant §s acceptable and
considers nuclear safety, but weaknesses are evident., Licensee
resources appear to be strained or not effectively used such that
minimally satisfactory performance with respect to operational safety
or construction quality is befng achieved.

The functional aréa being evaluated may have some attributes that would
place the evaluation in Category ! and others that would place it in

eftuar Category 2 or 3. The fina) rating for each functional ares is a
composite of the attributes tempered with the judgment of NRC managament
as to the significance of individual items,

Tha SALP Board miay also include an apprafsal of the performance trend of a
functional area. This performance trend wil) only be used when both a
dafinfte tre~d of performance within the evaluation period fs discernable
and ths Board balieves that continuation of the trend may vesult in a
change of performance level. The trend, {f used, 13 defined as:

Improving: Licenswe performance was determined to be improving near
the close of the sssessment peried,

Declining: Licensee performance was determined to be declining near
the close of the assessment period.




I1I. SUMMARY OF RESULTS

A

Overall Fazility Performance

Hatch Nuclear Plant is staffed and operated by knowledgeable and wel)
gualified personnel. The recraanization of site management which was
implemented during the latter stages of tne previous SALP period has
been very effective in establishing excellent availability and
capacity factors as evidenced by the operational performance of both
Hatch units during this SALP period. Howeyer, the reorganization of
site management has not beer fully effsctive in bringing sufficient
pressure to bear to achieve a comparable leve! of excelilence in the
implementation of management controls in other aspects of plant
operations and in the area: cf fire protection, emergency
preparadness, and training. The reorganization placed all support
activities under a Plant Support Manager and all operational
activities under a Plant Manager. During this assessment period,
operations and maintenance management staffing changes were made with
well=qualified incumbents and are evidence of the continued manage-
ment effort to furthar improve performance at Hatch.

During the latter days of this assessment period, corporate
management was completely reorganized in anticipation of formation of
the new operating company. The recrganization has placed new
managers 1n the senfor pusitions in charge of nuclear activities.
The transition appears to have been implemented smoothly, and it
appears Lo have had no adverse impact on plant operation,

On the morning of January 13, 1988, Georgifa Power (Company entered
fnto a scheduled 65-day refueling cutage for Hatch Unit 2. Before
being removed from service, the unit had operated for 143 consecutive
days and, combined with Hatch Unit 1 (which was in fits 161st
consacutive day of operation), achieved the best availability and
capacity factor of all multi=unit Bolling Water Reactors worldwide in
1987, Hatch Unit 2 had the second best availability worldwide,
Several other Georgia Power Company records were also set.

Fifteen reactor scrams were recefved during this assessmant pariod.
This s compared to fourteen during the previous pericd. A number of
these scrams were related to problems with balance ¢f plant systems,
Performance indicators for safety system actuations and eoguipmaent
forced cutages per 1000 critical hours showed Hatch to De average
when compared to other plants, and performance indicators for forced
outage rates showed Match to ne bettdr than averige when compared 0
other plants. The nunoer of safety system failures had increased
near the end of the porfod and was considerably higher than to the
industry averiage,

when compared %o the last SALR, an {mprovement in performance leve)
was observed in the aress of security and ligensing. The improvesent
soen K the security area was primarily due 1o an ingrease In




management and corporate involvement and to upgrades performed on the
computer system. The improvement ir licensing was due to, among
other things, active management interest In maintaining contral of
and assuring the quality of licensing issues.

A decline in performance leve! was seen in the functional areas of
fire protection, emergency preparedness, and training. The geciine
in performance observed in the fire protection area was primarily due
to deficiencies fdentified during fire brigade training and dril)
activities., We are concerned that management attention %o fire
protection activities may have declired as @ result of the removal of
Fire Protection Program detafls from the technical specifications.
This action should not be construed as a recduction in significance,
and management attention in this area should not be ce-emphasissd.
The decline in the area of emergency preparedness was primarily due
te & change in onsite personnel with an attendant Dreak in program
management continuity, The current program is improving but has yet
to achieve the desired leve! of excellence. Additicnally, tne
gecline in the area of training was due principally te a lack of
proper emphasis on training to handle abnermal conditions. This was
evidenced by some operators inadequately responding to selected
abrnormal events on the simulator. Weaknesses in the Emergency
Operating Procedures (EOP) were also noted because of their
complexity and the lack of justification for deviations from the
Emergency Procedure Guidelines, which we understand will be resolved
in the near future. Deficiencies in training were also noted in the
areas of fire protection and emergency preparedness.

Performance ratings in the functional areas of plant cperatiens,
radiological controls, maintenance, surveillance, refueling/outages,
and gquality programs and administrative controls affecting quality
have remained unchanged. However, the following concerns and/or
observations are presented below for your actions as appropriate:

* The number of the events caused by personnel and procedural
errors (1.e., fatlure to follow procedures, deficient proce=
dures, lack of attention to detall, cegnitive personnel errors,
and acminfstrative control problems) s hich, particularly in
the survelllance testing area. Additionally, management had not
placed emphasis on ensuring that corrol room drawings were
readily usable by operators for response %o abnormal events,
Management should alse place high priority on compieting the
Procedurs Upgrade Program which was inftfated late in ]985 to
review procedures for technical adequacy and verify procedure
usability,

while the licentee's efforts to improve sevara) aspects of the
Ragflasion Control! Frogram ave recognized, one area which remging
8 concern Yy persorne) contaminations., Although the numoer of
personng) contaminations received at Match in 1987 was sharply
reduced, the number ¢ st11] greater than the number received at

mosteother Region 1] factlitie:
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o Although improvement in the maintenance area was noted, the
number of reactor scrams has not been decreasing and the number
of safety system faflures has been increasing. Based on these
facts and the fact that there were recurring events and events
for which the root cause could not conclusively be determined,
the licernsee should continue to place management attention on w
the programs for root cause {dentification and expeditious
completion of corrective actions. Additionally, licensee
managemant had not performed design reviews in response to
industry experience related to check valve failures.

In March 1988, an Institute of Nuclear Power Operations (INPD)
evaluation identified a number of 1ssues including the state of !
training of operators on use of EOPs, plant drawings, clearances,

labeling, professfonalism of the operators, and control room
anounciators. As a result of these findings, the licensee

voluntarily shut down both units for approximately 30 days to

implement corrective actions. Licensee senicr management was

favolved in ensuring that corrective actions to address the INPO

findings were adequate.

Subsequent to the shutdown, a previously scheduled NRC Emergency
Operating Procedure Inspection Team and an Operational Performance
Assessment Team performed inspections and independently verified, as
part of their normal scope of inspection, that there were no safety
fssues that would call into aquestion the licensee's subsequent
dacision to restart the reactors, Licensee management briefed NRC
management on the INPQ findings and kept the NRC informed of the
corrgctive actions being taken,
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Shift Supervisors in the preplanning and supervision of inplant
activities, Shift Technical Advisors were organizationally
movad to the Operations Despartment, and their duties were
redefined to improve technical support of the unit Shift
Supervisors,

The Shift Supervisors were knowledgeadble of piant conditions and
displayed the same posftive qualities demonstrated by unit
operators and equipment operators. Additionally, they
maintained a positive control over access to the vicinity of the
control room panels, In genarval, control room operations was
noted as a strength.

NRC inspections made positive cbservations regarding control
room demeanor and operating staff professionalism. Control room
activities were carried out in & professional manner; and
EKeactor Operators were attentive to control room conditions,
responsive to annunciators, and followed procedures. When
leaving the vicinfty of the controls room panels, operators made
certain that a qualified relief was present,

A congcern was noted in that the Shift Supervisor had a large
admintstrative burden in addition to his prime function of being
gcognizant of afs unit's status. The licensee is evaluating the
need for a third Shift Supervisor to reduce the administrative
burden. Additicnally, as mentioned above, the position of 3Aift
Foreman has been credated in the Operations Departmesnt within the
last few months to provide direct supervision of Plant Equipment
Operators finvolved fn tagging operations and other in=plant
activities.

Additionally, a concern was fidentified finvolving the large
number (637) of temporary changes to plant procedures that had
been fssued in 1988, Many of these temporary changes were being
rei{ssued every 30 days ‘nstead of being permanently incorporatad
into plant procedures. Apparentiy, there was a tendency net to
make permanent procedure revisions because the changes wers to
be incorporated into plant procedures during the Procedure
Upgrade Program (PUP).

Shift turnovers were conducted 1n a professional manner.
Chackiists were utilized by the Saift Supervisor, the Reactor
Qperateor, and the Snifs Technical Adviser to ensure that
sufficient Information was transferred regarding plant
conditions, Turnovers included panel walkdowns, review of
logbooks, and discussion of plant conditions and other {téms of
{mportance. One concern was noted with the Shify Superyisor's
vurnover, The turnower was not & “guiet time™ ant was ofren
interrusted by phore calls and personne!l guearies, The Ticenses
has taken steps to limit potenttally distracting activities
withies the maln controal room dueing turnovers and at all other

.




times. Towards the end of the assessment pericd, the licensee
‘placed procedural Timits on the number of personnel allowed in
the vicinity of the contre) room panels. Additicnally, only one
person at a time is allowed at the Shift Suservisor's desk.
Concerns sttl]l exist cver the number of {information-seeking
phone calls made to control room personnel, particularly the
Control Room COperator eariy in the shift,

On the morning of January 13, 1988, Georgia Power Company
entered into = scheduled 65~day refueling outage for Match
Unit 2. Before being removed from gervice, the unit had
operated for 143 consecutive Gays and, combined with Hatcn
Unft 1 (which was in fts 1861st consecutive day of operation),
achieved the best availability and capacity facters of al)
multi=unit Boiling Water Reactors worldwide in 1987. Hatch
Unit 2 had the second best availability woridwide,

New Georgia Power Company records set for dual unit operation of
Flant Match in 1987 included:

Consecutive days on=iine: 143

Electrical generation: 10,832 megawatt~hours (net)

Cavacity factor: 82 percent

Availability factor: 83 percent

Forced outage rate: 2.7 pergent

Industrial safety: 10.88 million man-hours. The
industrial safety record was an all-time record for the
electrical uyttlity industry (hours worked without a
lost~time accident)

The new operating availability records !ndicated management
attention to plant cperations during 1987, Unit 1 maintained an
overall availability factor of approximately 89,1 percent
excluding the planned outages and experienced an average of
0.95 scrams/1000 hours the reactor was critical during the
assessment period. This 1§ compared to the national average of
0,54 scrams/1000 critical mours for Ganeral Electiric reacturs in
1987, Untt 2 maintatned an availability factor of 87,8 percent
excluding the planned outages and experienced an average of
sporoximately 1,13 scrams/1000 hours critical during the
assessment perfod. The nverag: forged osutage rate for both
units in 1587 was 2.7] percent] and the median industry forced
outage rate for the periad July 1, 1986, through June 30, 1987,
wias 6.6 parcent.

A description of the plant scrams encountered during this
assessment period 1s provided ta Sectiun V.K of this report.
Sever of the Fiftean J1uted scramt ocoCurred during tha first six
monthy o¢f 1988, Acgitionally, of the f1f%een 11sted scrams,
eleven were due to squipmert failure, one was dus to non-
licensed personne’ error, and threw ware due %W  Tnadequate




procedures. The three instances of inadequate procedures do not

apnear to be indicative of a programmatic problem, However, the

rogt cruse analyses and corrective actions taken in retponss %0

Qqu'en:nt failures may have been inadeguate 1n several cases
t

resuiting in repervitive type events., Two scrams were caused by
the fatlure of vita) AC inverters which had been the subjsct of
an ingustry precursor. In each case, failure of the vital AC
inverter was attributed to high room temperatures. Two scrams
occurred Aduring iddentical stages of turbine contre) valve
testing. In the first event, the scram was attributed to a
spur fous reastor protection system trip, The second scram wias
attributed t> an electrohydraylic system fluid pressure
transient. Additionally, the two scrams that resulted from
turbine trips were aztributed to spurious conditions. In order
to correct this, the licunsee has taken posftive actions to
improve the évent review process. Formal root . wse training is
being provided to root cause investigation te .5, Also, a
hierarchical appraach for event reviews based on significance is
being implemented,

Operating events at Hatch have been reported promptly,
accurately, and conservatively. The licensee's 10 CFR §0.72
reports indicate that events have been reported in 3 timely
manner and that corrective action was promptly taken, The total
number of Licensee Event Reports (LER) issued for both units
during this assessment perfod (59) was significantly lower than
the wumber reported for both units during the previous period
(94) and was also 'ower than the national average for dual unit
Boiling Water Reactors during this assessment period (86, 43 per
unit).

The |ERs adequately described all major aspects of the events,
including all component or system failures that contributed to
the event, root carse, and significant corrective actions taken,
The reports wery thorough, detailed, and generally well written
and easy to understand. Previous similar occurrences were
properly referenced in the LERs as applicable.

Qur evaluation of the LERS, which can assign multiple causes to
an event, ¥nd'cates that a large number of problems at the Hatch
units during the reporting period involved precedure or other
administrative control problems., Many of the procedure or other
administrative control problems were identified as a result of
the ligensea's PUF. A large number of problems at Matzh also
inyolved errors by persormel. At ough few of the errors by
personngl iavolved licensed operators, the numbay, of cognitive
persorne] errors i3 a conce-n., Additionally, some of the LERs
revicowed guring this veporiing perioad involyed repesition of
eariter opredlems Far example, the Matn Control Room
Environmenta]l Control System at Hatch Unit 1 actuated in the
prassurization macde of operation six times ta 1987. Four of the
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Y events were caused by a failure of the area radiation monftor's
L - Gefger-Meuller tube. In addition to repetitive events, a number
‘ of events tnvolved "spurtous" actuations or isclations where the
(904 cause was not determined. What appears to be nesded {3 an

e e dgyressive program to identify root causes of both hardware and
K procedure problems and 2 concerted effort to expedite Corrective
actions,

g - The plant personnel ware critical and thorough in documenting
- deficiencivs in housekeeping. Areas of the plant such as the
reactor bylldings, which were freguently toured, were neat and
vragerly, |dowever, continued omphasis on general material
preservation and housekeeping of the less-freguertly toured
areas such as the intake structure was nesged, For instange,
three safety-related service water pumps were observed in an
open area adjacent to the imtake structure. One pump was rusty,
and 1ts components were detached. The second pump was also
partially disassembled, and the intake bell of the third pump
was exposed to the elements. Bolting, impellers, and other
ftems associated with the pumps were found in various locations
around the pumps, The licensee subsequently established bins at
this location for both new and reusable items. In general, the
facilities were 1n good condition, plant housekesping was good,
and storage of equipment and matérial allowed for access to
plant areas necessary for maintenarce. frocedures for
housekeeping and equipment storage have recently been improved.
For instance, housekeeping inspestions are now required on a
weekly basis and clean-up responsibilities are now defined.
Efforts to minimize the extent of surface contamination
throughout the plant canttnue. The reduction of contamination
factiftated better housekeeping and plant operations,

Licensee management was generelly responsive to acdequate

resolution of techrnical 1ssuyes and to NRC initiatives; however
the 1icensee was not rosponsive to problems fdentified with the
EOPs prior %o en INFO evaluation conducted in March 1988,

During 1987, thy licensee had fngdizatiuns that the EOPs were 1
gaficient »nd did not take action to correct them, The i
following s a summary of thesa indizatfons:

- Quring the pertod April 2023, 1987, an NRC Operator
: Licensing Examiner cbserved that tne EOFs were complex and
o contained human Tactor deficiencies. The observation was

forwarded to the licencge in a letter from the NRC ir
June 1987.
* curing the perict November 30 to December 11, 1987, an NRC

r Al

QVF] mage the observatios that the EOP flowchart format fn

INE CONTral 190m wWaAY Not JoeQuaAtely 1egiDig.
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° The QVFl also pointed out that a licensee Quality Assurance
audit fdentified legibiiity problems with the EOQPs fin
Qctober 1987.

INPO conducted an evaluation of Match Units 1 and 2 on
March 14-25, 1988, Resulte of the evaluation wers presented
orally to Georgia Power (ompany at an exit briefing on April 15,
1983, On Apri)l 19, 1988, the NRC was advised by the licensee
that 1t was shutting down both Hatch units pending rompletien of
corrective actions fn response to the INPD findings.

A management meet . ng between the NRC and GPC was helid on
April 19, 1983, at the NRC's request. Ouring this meeting, GPC
previded to Regior Il 1%ts understanding of the areas of major
concern to INPQ., These areas were as follows:

. The ability of shift crows to respond toc plant transients
needed improvement as demonstrated on the simulator. This
item included improvements in the physical size and
complexity of the EOPs.

» During a plant startup and heatup, monitoring and control
of the reactor and behavior in the control room were not up
to industry professional standards.

. The capability of centrol room personnel to determine the
plant status and respond to plant conditions in an optimum
manner was fimpaired by administrative probleams and
equipment conditions such as the following:

- Updates of plant critical drawings in the reactor
¢oantrol room to fncorporate changes to the As-Bu'lt
configuration we'e noct performed in a timely or
usable manner to 1llow operators to guickly assess
plant status.

- Many instrument panel compenents and plant egquipment
components were not identified with permanent labels.

- Under routine conditions, there weére numerdys
annunciators that were continudusly lignted and alarms
that freguently recurred due o either the present
design or egquipment/system abnormalities.

- Numercous eguipment c¢learances had remained 1n effect
for several years.

The IRPO evaluation also datermined that the operators Jig not
respond well 20 abnormal sttuationsy and that licensee management
had not taker steps Lo enhance programs (E0Ps, Jrawings, lighted
annynciators, clearance contral, lTabelliing) such that they would

pas retult o & burdeérn on the Jrerators
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During the voluntary shutdown perfod, EOPs were upgraded to make
them more legible, operators were retrained on the use of the
EDPs, steps were taken to enhance professionaltsm of the Reactor
Operators, critical drawings were marked up to improve
usability, the equipment labelling program was enhanced, a
revised control room annunciater policy was developed and
implemented, and many long standing equipment clearances were
eliminated.

Subsequent to the INPO evaluation, two previously scheduled NRC
team inspactions were performed: an EOP and an OPA inspection.

The EOP team concluded that the EOPs ware usable by well trained
operators. However, the ECP team found that:

» deviations tween tne EOPs and the plant specific
technical guidalines have not been well documented and were
not totally comszistent with the industry generic Emergency
Procedure Guidelines strategy,

b the flowcharts were too complex and deficient from a human
factors standpoint, and

of the flowcharts were such that delays in operator action for
containment control and other time sensitive actions could
oCcur.

Subseguent o the EOP inspection, the lirensee developed a
long~term plan and schedule for upgrading and sinplifying the
EOPs, the majority of which is scheduled to be completed by
December 1988, A major rvevision of the EOPs 1s planned to
include a simplification of the flowcharts to consolidate or
remove directions that are not part of the accident strategy.
It will also minimize the numher of steps, improve the language
for operator use, and enlarge print size to make the charts more
readable,

The OPA team verified that the actions committed to by the
licensea to correct the INPC findings were implemented and that
the operationa) programs were adequate, Adiitfomally, the OPA
verified that the revised drawing program implemented subsaguent
to the INPO evaluation was less Durlensome 0 Lhe operators.
The licensee's new program consisted of the establishment of a
"hlue 1ine™ stick drawimg file in each control room with system
changes entered a&s "red lines" on the drawi g referencing the
appropriate “"As~Built Notrice "

The O°A inspection also verified that tha licensed nad initiated
2 prograzm for placing high priority o corregting probliams with
control room annuaciators. A new procedure was writien whicgh
provided the method by which QOparations personnel werg 0
control, track, and correct problems with all aenumgiators;
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track removal from and return to service of main control room
instruments for corrective maintenance; and provide tracking of
compansatary monitoring actions,

Subsequent to the INPO evaluation, the licensee took timely
corrective action in gaces where prafessicoralism prodlems were
fdentified. More specifically, a code of couduct for Control
Room Operiutors was developed and endorsed by the Operations
Department with input from the operators, and procedures were
changed to 1imit activities within the control room and to more
clearly define operatar rasponsibilities. The code of conduct
document was distributed to each Ticensed operator ana was
posted in the contrel room and in other plant lecations. This
gocumant jddresses clear communications, momitoring of panels,
response to alarms, control room access, and other fssues. It
also provides a high standard for control room conduct.

During this assessment period, a Severity Level III violation
with a $50,000 civi) penmalty was fissued on April 8, 1987, for
events surrounding isolation of the air supply to the fuel
transfer canal inflatable seals and the subsequent loss of fuel
pool water. Primarily, the licensee was cited for not following
plant procedures which resulted in a delay in identifying the
seal failure. Although the event occurred during the last SALP
assessment period, all aspects of the event could not be
evaluated during that period dus tc processing of the escalated
enforcement action. Violations wer. identified during this
assessment period in the areas of failure to follow procedures
(a and f), inadequate procedures (b, g, and h), discrepancies
petween field configuratioms and as~built drawings (c).
inappropriate bypassing of nuciear Instrumentation (d), fatlure
to maintain primary containment integrity (e), and fatlure to
perform caution tag reviews (f). A deviation (J) was also
fdentifted for failure to periodically perform diesel generator
building ventilation system testing, Violatiens a, ¢, d, e, f,
and 1 had the same root cause of {nadequate attention to detail,
Mowever, licensee efforts to achieve errpr free operation via
enhanced attention to detail are showirg some signs of success.
During the previcus assessment peric!, seven of efght vielations
in the cperations area were atiributed to lack of attertfon teo
detail,

Nine viclatinns and cone deviation were identified:
a. Severity Level Ill wviolatton and $50,000 civil pemalty

fnvolving four examples of faflure to follew plant
procedures which resulted in the loss of approximately
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Recommendations

Although the Yicensee's actfon; and improved performance fn the
latter part of the SALP period (especially in resolving the INPO
findings) are recognized, we are concerned that the number of
events caused by personnsl errors (V.e., faflure to follow
procedures, deficient procedures, lack of attention to detall,
cognitive personnel errors, and administrative control problems)
is high, particularly in the surveillance testing area, We are
also concerned that management nad not placed emphasis on
ensyring that EOPs and control rosm drawings were readily usable
by operators for response to sbnormal events since this could
represent an attitude that favors emphasis on routine
operations. Additionally, management should place high priority
on compleiing the Procedure Upgrade Program which was inftiated
late in 1985,

No change fn the level of NRC staff resources applied to the
routine inspection program is recomrmended.

8. Radiological Controls

1.

Analysis

During the assessment period, inspections were performed by the
resident and regional fipspection staffs. Four radiation
protection, one radiological effluent, one environmental, and
two chemistry fnspections werd performed., A confirmatory
measurements inspection was also pearformud using the Region II
mobile laboratory.

The licensee's health physics, radwaste, and chemistry staffing
Tevels were appropriate and compared well with other utilities
having a facility of similar size. Amn adequate number of
licensee and contract health physics technicians, who met the
gualification standards of the American National Standards
Institute, were available to support routine and outage
operations.

Management's commitment to provide support for and invelvement
tn matters related to radiation protection was noted during the
assessment periog, The licensee's program for appropriate
review, detailed tracking, and fima)l resolution of radiattfon
protection and radwaste issues identified by employee concerns
and/or internal audit findings was well documented, managed, and
utilized by the licensee. The audits of the radwaste program
were conducted by personnel with substantia)l training and field

exparience ip the areas baing audited. In ganeral, internal
Judits oFf radiaticn protoction areas &% the Cite were aleduate.
However, audit weaknesses were roted in the lack of emphasis,
tharoughness, and scope necessary to 1dentify tecknics) sroeblems
tn those aress whare NRC violaticns were igdentified (1.¢ the

k&

radioactive waste packaging and transportation areas).
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The performance of the health physics staff during routine
operations was satisfactory. The licensea's goa) of eliminating
the nead for comtract workars for w»outine health physics
activities was achieved during the assessment period, The use
of a total in-house health physics staff was expected to
standardize the basic training and improve the knrowledge and
skills of the ragiation protection staff. For outage
activities, the licensee continued to use contract health
physics workers,

Training in the areas of chemistry, radiochemistry, and post-
accident sampling (PAS) was considered to be a strength, PAS
trafning was quite comprehensive. Training materials were

well done, training aides were good, and documentation was

excellent, Chemistry and radwaste personnel were competent,

knew their jobs well, and performed their tasks in a exemplary
manner.

The licensee's general employee training (GET) was well defined
and applied tn all staff members. Ouring the assessment period,
the licensee committed to further improvements in GET, fnmcluding
increased emphasis on radiation contro) and use of protective
clothing.

Management's involvement in radiation protection activities
during the Unit 2 outage was adeuate, Health physics
management's involvement in outage preparation was sufficiently
early to allow proper input and adeguate planning of scheduled
work., The licensee's use of temporary shielding te reduce
external exposure and engineering controls to limit
concentrations of airborne radicactive materials were effective
in minimizing external and internal exposures of personnel to
radicactive materials. In additfon, management promptly
addressed and resolved unexpected radiological problems which
resulted early in the Unit 2 outage when afrborne radicactive
concentration in selected plant areas unexpectedly exceeded the
maximum permissible concentration (MPL) Yimits listed in 10 CFR
Part 20 by several! orders of magnitude as a result of leakage
through back seated valves im the reactor coolant system, The
Tfcenstee terminated all but essential outage activities, thereby
minimizing personse]l exposure to airborne radicactivity umtii
concentrations were reduced to below 23 percent MPC. As a
result of licensee actions, minimal personne) exposures resulted
from the high concentrations of airborne radicactivity.

Weaknesses were noted tn resolution of techaical radiation
protection fssues and in the health physics staff's attention to
getal), During am NRC neview of a3 persona) contaminagtion event,
g viplation (B) concerning inadeduats a'r sampling for parsonnel
working in the hot maching shop was identified. Pricor to %he
BRC review, the licerssz reviewed and docurented the f1ssue;

-
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however, tne licensee's evaluation failed to fidentify the air
sampling problem. The NRC also {dentified problems with persons
wearing selfereading opocket dosimeters wunder protective
clothing, thus effectively preventing their fntended use during
outage work, In additfon, the licensee failed to properly
evaluate the agdeasuaty of thormolumingscent dosimeter (TLD)
placement prior to changing from finger ring to wrist-mounted
TLDs for use 1n extremity monitoring of personnel. This failure
was also an INPQ evaluation finding.

A lack of timeliress for management responses to recurring
in=plart and industry radiation protection 1ssues was noted
during the assessment period. The licensee continued to
encountar numerous instances of noble gas decay product
contan’nation on clothing of personrel in selected areas of the
radiation control area (RCA) during the assessment perfod. Thisg
noble gas contamination {ssue was detafled in the previous
assessment period and resulted in NRC concerns regarding
adequate monitoring of personnel leaving the RCA. Not until the
end of the present assessment period did the licensee develop
detailed guidance to moritor for and, if necessary, assess noble
gas decay product contamination., In addition, although the
licensee recognized the need for establishing and documenting a
"hot particle" monitoring program throughout the assessment
period, the hot particle program had not been fully documented
pricr to the January 1988 outage.

The licensee's program for transportation of radicactive
material was generzlly adequate. However, poor commynication
between plant and corporate functional groups resulted in a
Severity Leyv 1 IIl wviclation (a) when Department of
Transportation (DOT) radiation limits onr & package were
exceeded. The corporate health physics group failed te ensure
that changes to DOT regulations were incorporated into facility
operations. In addition, a vielation (c) concerning special
nuclear material control and accountabllity resulted from
misunderstanding of responsibilities among onsite functional
groups.

At the end of the previous assessment period, approximately
25 perceat of the RTA was maintained as contaminated. The
Ticensee aggressively reduced the contaminated areas within the
RCA, and as of December 31, 1987, approximately 4.2 percent of
the RCA (excluding the drywel)) was maintaired as 3 contaminated
area. Further decontamination was not considered practica!
without the expenditure of unnecessary radiation dose. The area
contaminated is less than most other Region I] facilities.
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Between 1986 and 1987, the number of personnel contaminations
decreased from 1867 to 588, Of these events, skin contamination
was Mtsted for 492 iYpstances during 1986 relative to 189 events
detafled for 1987. Although the number of personna)
contaminations recefved at this facility in 1987 was sharply
reduced, the number ‘s stil) greater than the number received at
most ovher Region 11 facilities. ODuring the assessment period,
the NRC noted that the fai'ure of the plant to aggressively
correct lesaks from contamirated systems may be contributing to
the number of personnel contaminations.

In 1987, the licenses's collective radiatifon dose was
408 person-rem per unit as measured by TLD. This value was
below the national average of 521 person-rem per unit observed
at similar Boiling Water Reactor (BWR) facilitfes. A goal of
260 person=-rem per wuiit was established for 1988, with
approximately 100 person-vem oxpended during January 1988, Of
the 100 person=rem expended, approximately B0 person-ram were
expended in the fnitfal 16 days of the planned €5-day Unit 2
outage.

Radioactive effluents, both Tiquid and gaseous, were wel! below
national average for BWR plants of over 500MW capacity. Liouid
and gaseous radwaste management functions were operating
effectively and smoothly with staff from operators to managers
working wel! together and doing a competent job. While Hatch
Unit 2 experienced a number of defective fue)l elements in 1987,
releases were maintained at normal operating levels by good
managem.nt practices. Calculated doses in the environment were
less than techrical specification limits and less than the As
Low as Reasonably Achievable (ALARA) design objective of 10 {FR
Part 50, Appendix !. A summary of the liguid and gaseous
effluents released from plant Hatch and a summary for Katfonal
Operating BWRs greater than 500 megawatts electric can be found
in Section VY.L of this report.

During 1987, the volume of solid radicactive waste shipped by

the lizensee totaleld 27,500 cubic feet conmtaining 1,106 curies
of activity, This volume represents a decrease relative to 1986
when the licensee magce 117 solid radicactive waste shipments

totalling 48,184 cubic feet containing a total of 832 curies of
activity, The total volume of 50110 waste disposed of in 1387

was comparable to other BWRs in Region II.

Records and Jogs of radiochemical determinations were complote,
l#gible, and accurate with no blanks or mistakes observed.

Plant Hatch recently coumplated installation of state-of=the-art,
high purity, germanium detettors in the plant counting
Taboratory. Hatch maintaing an excellent cross=check program
with the Enyirpnmenta) Protection Agency and with &n outside
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vendor and is planning to fimplement cross-checks with Plant
Vogtle. Review of crossecheck records indicated an excellent
rate of agreement fn 21! radiochamical analysis areas.

NRC recently supplied Plant Hatch with a number of “b)iag"
nonsradiolegical chemistry sampies prepared by Brookhaven
National Laboratory. Tne Hatch anaiyses were in agreement with
known values in 20 out of 24 analyses. One sodium result barely
showed disagreement (eight percent low): however, a1l three
silice results were low by 13 to 23 percent which statistically
shows disagreement. Errors in the 1000 to ! dilutfon could have
been a probable cause for the disagreement since all siiica
resulss were low,

Although the licensee's Operaticnal Upgrade Program identified
upgrade items as a result of the INPD evaluation, the overal)
elements of the licensee's chemistry control progrem which were
inspected by the NRC had improved during :his SALP period.
Management changes resulted in a more clear definition of the
role of chemistry in relation to health physics, Increased
stability within the chemistry organization provided increased
opportunities for training. Additional rescurces (such as
laboratory space: on-line instrumentation; and state~of-the-art,
bench=top, analytical instrumentation) were acguired to increase
the chemistry staff’'s capability, Considerable resources were
als0 being devoted to the design and construction of systems
required to fmplement hydrogen water chemistry (HWC) control of
the reactor coolant to reduce intergranular stress correston
cracking in the reactor water recirculating piping However,
pre~implementation tests had shown that HWC control would be
sdversely impacted by the presence of copper species in the
reactor water. This copper problem has been addressed for
several years; however, the licensee has not been able to
prevent ccpper from being transported from the brass condenser
tubes into tha reactor.

A Quality Verification Function Inspection and an Operationa)
Performance Assessment conducted during this SALP perfod alse
réesulted in some radiation control observations regarding minor
perlth physics deficifencies. No violations were issued in this
ares as & result of thase two inspections.

Five violations were identified in the radistion control area:

. Severity Level IIl vielation for faflure to comply with
regulations applicable to the tramsportation of licensed
macerial (87-13).

b. Sevarity Leve) IV viclatien for failure to take syitabls
measurements to detect and evaluate airborne radicactivity
hazards (B7-27).
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activity, Personne)l goals and accountabilities have been
formally established through the foreman level. Both the
upgrade trafning and sualificatfon program and efforts ¢e¢
improve the quality of supervision are showing results,

The upgrade tratnimg and cualification program for mainter ance
personnel continued to ne implemented. A1l maintenance
personnel, inclucing qualified incumbents, are required to
complete this program. Training programs in the areas of
electrical and mechanical maimrtenance and instrumentation and
contro] were accreditad by INPD. The upgrade training and
qualificatiorn program is on schedule with an expected completion
date for the current staff of December 1989,

In the area of procedures upgrade, the rmaintenance department
has provided ten individuals to support the Procedure Upgrade
Program (PUP) effort., Despite this level of support, progress
oen the program continues to lag behind the licensee's original
projections. Technical reviews were completed on all technical
specification=related procedures by the end of August 1988, It
is anticipated that technical reviews will be completed on al}
maintenance procedures identified for wupgrading Dby
December 1989,

Failure rates for post-maintenance functional tests have
decredsed from four percent in 1986 to three percent in 1987,
The functiona) test failure rate 1s projected to be about two
percent in 1988, Effective training and improved supervision
have reduced the amount of time necessary to perform certain
maintenance tasks. Corrective maintenance work orders took an
average of 26 man-hours to complete at the beginning of this
assessment pericd. At the end of the assessment period,
corrective maintenance work orders took an average of 17 man=
hours to complete. The numbers of valves failing local leak
rate tests have als0 decreased. During previous outages,
typically 85 to 60 va'ves failed local Teak rate tests. During
the most recent oytage, 34 valves failed local lTeak rave tests.
The averige forced ocutage rate for both umits in 1987 was 2.71
percent; and the medfan industry forced outage rate for the
period July 1, 1986, thrcugh Jume 30, 1987, was 6.6 percent.

A Quality Verification Function Inspection (OQVFI) identified
prodlems with post-maintenance testing of Reactor Water Cleanup
(ReCU) System isolation valves., One wvalve “eiled to 2less upon
receipt of & signal. The corrective action was to backflush the
flow transmitter line, bBut the flow tramsmitter was mnot tested
prior to being put back irte service. Subseguently, the valve
fatled to operate 2% required. A yiplation (&) was issued #n
this area for failure to perform 2deguate post-mainterance

modification testing for RWCU system changes.
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The licenses's response to fndustry experience with check valve
failures had been fdentified as a weakness at Plant Hatch in an
Inspection Report dated Fabruyary 10, 1987, Soeci®ically. the
inspector noted that procedures were not in place to positively
test certain check valves that are normally closed but have
safety functions in both the open and closed directions. The
Inspection Report highlighted to the licensee that im spite of
current ambiguities in the ASME Section X! requiremsnts,
industry exparience his shown that exercising valves to the open
posftion cannot be relied upon alone to demonstrate the overall
operability of dua) function chesk valves,

Further, reviews and analyses had not been conducted at Hatch to
identify the cause ¢f some recurring chesk valve fallures or to
preclude the failure of check valves that industry experience
indicates are likely to occur, Althougn the plant response to
Recommendation 2 of INPQ Significant Operating Experience Report
(SOER) 86-~D2, "Check Valve Failure or Degradation," stated that
a design review of check valves with recurring degradation would
be performed on an as-required basis, these reviews had rnot been
accomplished, Design reviews had not been planned or performed
in other systems important to plant safety and reliability which
had not vet experienced failures at Hatch, even 1f {industry
experience indicates problems are likely.

The followlng observations were made during the Hatch
Operaticnal Performance Assessment conducted on May 9-20, 1988,

. Based on INPQO SOER B86-03, “"Check Valve Fatlure or
Degradation,” the licensee developed a program to address
the recommendations in the SOER. One of the recommenda<
tions included the performance of a design review for check
valves fdentifigd in particular systems as fdentified im
the SOER. This SOER was {ssued in October 1986, but
recommandaticns in the report werée not addressed unti)
after the INFO evaluations, This long delay does not
indicate agqressive management attenticn to an important
fssue within the ingustry, The licensee currently plans to
accomplish this design review by December 1989,

. Of the 59 Licensee Event Reports (LER) Yssued during 1987
and 1925, 1i hag inageauate maintenance either directly or
indirectiy fidantified as a conmtributing factor. OFf those
LERs which involved maintenance persomne!l, adequate root
cause determinastions had been made for the documentad
deficiencies, and appropriate corrective actions had been
specifiad. In some of the LERs, the root cunses ware
ingorrestly spesified, Kodt CQaus? teaining 1§ being

PNy
. : : L}
Provigces O Lhe MErspridtle mainlenance pevianngi,
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Review of the licensee's trend analysis program, as related
to maintenance activities, resulted in the conclusion that
the program a:x presently constisuted provides meaningful
data on eouipment faflurés and maintenance histories, Thisg
data is beginning te be used widely to specify service,
surveillance, and testing requirements to minimize
repetitive or continuing aefictencies.

The maintenance work planmning process at Match adequately
provigded for the preparation and prioritization o; work
grders and work packages; the proper interface among
planning, operations, and mafrtenance personnel; the
assurance that technical specification and post-maintenance
testing requirements were met; and the periodic review of
overdus work reguests. The work planning process in the
maintenance area contalned the necessary elements to be
well ynderstood by the supervisory perscanel involved and
to be a strong point of the licensee's maintenance program,

A significant predictive maintenance program is in place at
Hatch. The predictive maintenance program consisted of
vibratfon and oi) analysis on rotating equipment, infrared
inspection to determine overheating of electrical
equipment, and motor-operated valve actuator characteri=
zation (MAC) testing of motor-operated valves. The
1icensee estimated that in the last two years, 20 major
eguipment faflures have been prevented by their predictive
analysis program. In addition, the licensee estimated that
two days of gereration and 15,000 mas=hours of maintenance
had been saved and approximately 40 safety system outages
had been prevented. In addition to the above, a2 live load
valve packing program had been inftiated and approximately
17% critical valves had been repacked using this spring
load packing technigue. Efforts had also been undertaken
to improve site performance in the repatr of electrical
motors which resulted in only two major motor failures
during 1987.

The ratio of predictive/rreventive maintenance to
corrective maintenance has increased during this SALP
period which, coLpled with the reduction of outstanding
maintenance work orgers, ingicates that an aggressive
attitude toward predictive/preventive maintenance 1{s
improving equipment reliabi)ity and availadility.

The guality of maintenance work had improved due %o
management initfatives, Maintenange management had
gstabTishes speczific goals Yor each empioyes related %0

safety., ouality, and peviormance. Sslavy iatraases and
performance ratings were tied to meeting the specifie
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goals. The goals promoted clear understanding of
management's expectations and resulted in improved
performance.

Three maintenance supervisors were utilized by the licensee
to screen maintengnge work orders (MWO) for completeness
and special requirements prior %0 fssuance to the craft for
work, This practice eliminated administrative work on the
field superyisors and foremen, allowing more time for
direct fileld supervision. Managers, supervisors, and
foremén were actively involved in fiald supervision and
control of work activities, Work assigament and scheduling
controls were effective, Routine meetings, called “too)
box meatings," held Detween supervisors and crafismen were
vsed to provide cpersticna) experience feedback.

The experience level of waintenance management,
supervisors, and foemen and management's effective
communication of responsibilities and goals were noted as
strengths in the maintenance area.

The corrective MWD backlog in 1986 averaged approximately
3335 outstanding MWOs, In 1387, the average number of
outstanding MwOs was reduced to 2390, and for the first
part of 1988, the average was 1690, The number of MWOs
outstanding for over 12 months in 1986 averaged 260. In
1987, the number ingcreased to 285, However, the current
average of 183 ingicates a significant reduction,

The llcensee has in place a deficiency card (DC) system.
Tnis system provides the licensee's staff with a mechanism
for reporting deficient conditfons, Al] reported DCs are
reviewed by the Shift Supervisor for immediate action or
reportability. Further review is gerformed by members of
the Nuclear Safety and Complifance (NSC) department to
determine 1f the deficlency was significant,

The licensee !ssued approximately 37C0 DCs for Units 1 and
2 in 1987 and approximately 4000 DCs for Units | and 2 by
the end of April 1988, The marked ingrease in nunber
appeared to be due to a management deciston to write a DC
for each Mal. In light of the inCreased number of DCs
being generated, the NSC department i3 currently examining
the deficiency card program, to ensure that the proper
level of attention and escalation, where sppropriate, s
provided to conditions adverse to gquality. The thorough-
ness of the reviews of ihose DCs assocfateg with LERs
issued In 1985 wis good.
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The longer operating runs during this period are indicative of
an improved maintenance program which ayoids the necessity of
shutdown for renafrs., The Yicenses's effort ¢o modtfy valves o
spring load the packing 1s particularly noteworthy fin the
resultant decrease in valve stem leakage. Increased emphasis on
predictive and preventive mafnterance, with maintenanse coverage
on al) suifts, has resulted 1n an Improved maintenance program,

Management Involvemant in assuring quality 1s satisfactory,
This was based upon a maintenance philosophy that emhodies the
sam@ concepts and practices in 1t Dalance of Plant (BOP) program
85 1t does for safety-velated systems., A predictive maintenynce
program has been implemented to assist in reducing trips and a
system engingser concept his Deen developed in the enginesring
department. Time between equipment problem dfscovery and the
fix being made appears to be shortening, It was alzg noted that
maintenance has changed from 2 "reactive" mode to a "planned
activities™ mode. Management hasg allccated an appropriate share
of resources to the BOP systems since this area 1s responsible
for a large number of the plant trips.

One exception to this is in the area of Quality Assurance (QA)
for the BOP. In light of the number of EBOP-related scrams
experienced, the resources devotea to QA activities for BOP
problems appears low, There are different systems for the
trending of deficiency reports and Mals. Since all events or
problems are not in both systems, fnaccurate comclusions can be
peached. This contributes to a Jack of understanding of the
fssues. Staffing seems adequate, and the training program for
paintenance 1s good. A significant nurber of destgn changes or
modifications are also being scheduled wnich are not KRC
inttiated, displaying tnitiative and commitment for improvement
on the part of the )icensee.

During the evaluation peripd, one electrical and instrumentation
maintenance inspection was performed, The imspection consisted
of observation of surve’llance activities and review of
maintenance procedures and oquality records, Quring the
inspection, 1% was evident that the personnel performing the
raintenance were knowledgeable and displaysad an interest fin
performing their assigred tasks properly. Recent changes 1n
maintenance supervision were supported by the piant suvaff,
Management responded to imspector ingquirfes im a prompt and
efficient manner angd was cooperative in providing sdditioma)
information,

In response to the RRC in
Operated Valve Common Mode

sdative 1E Bulletim 8503, "Motore
511 anstents Due

. 5
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M LLTing Fiants
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1o I=aproper Seidgh Setiinsg ™ tHe gring N3 reayested time
1 o bt & 5E
gxtensions 1n order te coaplete the bulletin actior items. IS
Bulletin B5-0F was tesued on November 15, 18383, with 3§
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completion date of January 1988, As of this date, the licensee
has not submitted a final response to the bulletin and has
recently reéquastad an extension for Unte 1 to the f2)) af 1988,
The intermediate responses to the bulletin have been viable and
genarally sound and thorough.

One area of disagreement has been identified in the area
of differential pressure testing valves referenced in [E
Bulletin 83-03. The bulletin recommends valves to ba demonstrated
operable by testing at differential pressure or to provide
justification when this testing cannot practicably be performed.
f the 45 Unit 1 and 2 motor-opecrated valves applicable to the
bulletin, the licensee has proposed to differential pressure
test only four vaives. This does not meer the bulletin
guidelines for differential pressure testing. The bulletin will
remain open pending justification for not differential pressure
testing the remaining applicable valves,

Six violations were idertified during this assessment period.
These violations were not repetitive or indicative of a
pregrammatic breskdown, and the corrective actions were prompt
and effective.

a. Severity Level 1V viclation for failure to follow equipment
¢learance procedures (87+12) (Unit 1).

Severity Level IV violation for an inadequate maintenance
procedure (E£7+19) (Unit 1).

Severity Level 1V viclation for fatlure to perform adequate
postemafintenance /modification testing for RWCU system
changes (87-31).

Severity Lavel IV violation for an inadequate mairterance
work order for vacuum breaker maintenance (88-0%5) (Unit 1).

Severity Level 1V viclation for backfilling an instrument
reference leg without specific werk instructions or
procedures (85~14) {(Unit }).
Severity Level IV violation for failure t2 meet
gnyironmental gqualifications for orientatfon of ASCO
solenoid valves for the contral of the suctieon valves for
the Unit 1 standby gas treatment systems (88-1%5),
Performance Rating
Catagory: 2

Trend: None
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to be a strength of the surveillance program. However,
ifnstances of missed surveillance due to persomnel error 3tild)
oclur.

An inspector reviewed the results of surveillance testing in the
areas of main steam isolation valve leak rate testing, closyre
timing, and main steam safety valve set point testing.
Assurance of guality, including management involvement and
control, was evident in that policies are adequately stated and
understood, Procedures were clear and easy to follow., Some
giscrepancies involving procedure compifance were noted but did
not affect the procedure rasuits, The procedures were in
compliance with applicable code requirements. In the area of
safety relfef valve test g, the Vicemsee's approach to this
tssue from 2 safety standpoint demonstrates a clear under~
standing of the issues involved. The licensee has taken
positive action to prevent safety relief valve fatlures to 1ift
or reseat as previously experienced in the industry., Corrective
action taken by the licersee in this area includes refurbishing
the valves each refualing outage and experimenting with
different valve disk and seating materials.

The following observation was made during the Hatch Operational
Performance Assessment conducted on May 9-20, 1988. During
surveillance testing, the presence of the System Engineer led teo
early identification and resclution of problems. The practice
of using System Engineers to support plant operations was noted
as & strengih,

The following four violatieons were fdentified. These viglations
were not fndicative of 2 programmatic breakdown, and corrective
actions were timely and effective. HMowever, two examples were
provided with violation (b), and both examples indicated a lack
of attention Lo detal) by instrumentation and control personnel.

a, Severity Llevel IV vielation for inadequate average power
range monitor survetllance (88-07).

5. Severfty Level IV violation for failure to ftollow
surveillance procedures (82-07).

G. Severity Level V violation for failure (0 have written
procedures to cover inspection of mechanical snubbers after
3 severe dynamic event (87-14).

d. Severity Level V vielatier for failure to revise a maln
contrel room environmental control system survetillance

procedure (82=I3) {(Unit 2.
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Performance Ra.ing
Category: 2
Trand: None
Recommergations

No change 1n the level of NRC staff resources applied to the
routine inspection progran is recommended,

Protection
Analysis

Inspections were conducted by the resident and regfomal:

fnspector staffs of the licensece's fire protection and fire
prevention program which is required to be maintained and

fmplementad by the new fire protection license condition, The
inspection effort included followup on previously identified
enforcement matters,

During the assessment pericd, the Fire Protection Program at
Plant Hatch has been restructured, The restructuring was in
response to NRC Generic Letter 86-10, “Implementation of Fire
Protection Requirements,™ which requested that licensaes
incorporate their approved Five Protection Program into the
Fina! Safety Amalysts Report and then eliminate the fire
protection regquirements from technical specifications by
requesting the standard licerse condition outlined in the
Genoric Letter, Georgia Power Company completed this effort in
1986, and the changes were implemented by Amencment 133 to the
Unit | operating ligense and Amendment 70 to the Unft 2
operating license by Jetier dated November 28, 1986, Since the
Ticense conditions were granted, the plant fire protection
admintstrative procedures, surve!llance procedures, oand fire
brigade training program have been reyised as part of an upgrade
to meet the requirements of the Fire Protection Program outlined
fn the Hateh Fire Hazavds Analysis.

The licensee's precedurss for the saministrative centrol of the
Fire Protaction Program meat the NRC requirements and guidelines
except for procedure]l imadequactes which resylted in fajlures to
implement the documentation and records management provisiens of
the Fire Protection Program to maintain and control fire dril)
critigue reports and fire protection Haloa suppression egquipment
surveillance vecords. The firsy example was fdentified as a
violation (4), and the second esdmple was foemtified as 2
pertion of & separate viglatian (c). Ouring this assassment
period, this was noted as a similar problem within the
Engingering Fire Protaction Grovp. In &3ditien, @3 @

\
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direct result ¢f the Engineering Fire Protection Group's failure
to properly document fire bri?nco arills, four unsatisfactory
drills were not repsated within 30 dave as requived by plams
procedures. This was fdentified as a viclation (b).

The NRC insoections reviews? the licensee's imolamentation of
the fire protection and aaministrative controls., Genera)
housekeeping and control of combustible and flammable materials
were satisfactory,

The fire protection eutinguishing systems, detection systems,
fire barriers, and fire parrier penctrations were found o De iIn
service or the appropriate 11ntzlnq condition for operatioma)
requirements of Appendix € of the plant's Fire Mazargs Analysis
had been implemented. Surveillance inspections and tests and
maintenance of the fire protection systems and features: were
satisfactory, except the 62-day survefllance of the Remote
Shutdown Panel Halon Suppression System was nrot conducted in
September 1987, Tnis was fdenti®ied as a vielation (¢).

The organization and staffing of the fire brigade met the NRC
guidelings. However, the performance of the fire brigade in two
drills witnessed by the staff was not of the cquality expected.
In addition, comments on fire brigade critique forms for two
drills conducted in 1937 which were mot witnessed by the staff
V39 indicated the bLrigade performorce was unsatisfagtory, A
negative trend exfsts in the quality of fire brigade performance
which showed only minimal improvement &t the end of the SALP
period,

Major deficiencies were noted in brigade porformance in drills
witnessed by the staff. These deficiencies resulted from
fatlure of the Fire Brigace Leader to provide adequate fire
brigade guldance. The licensee Degan implementation of an
improved sraining progras for Fire Brigade Leaders towards the
end of the SALY peried. This tratrning pregram is adeguate to
provide minimym gqualifications for Fire Brigade Leaders;
however, the staff noted that tha training program presently
does not include specific equipment protection information
related to the plent wafe shutdown Appendin R exemptions. The
additton of such inforsetion could improve the quality of the
Fire Erigage Lesder training progrem, Uther portions of the
fire brigade training program met NRC guidelines, and the
training was conducted within the frequencias reguired by plant
procedures.

The Hatch Operational Perfortance Assessmant conducted on
hay 9-20, 1988, raved the following obgeryaitong
¢ The Unfgy 2 Shift Supervisor asts as Fire Brigade Leader
during ¢ Fire, provided he I8 @ cualifipgd firvg Grigaye
’

9 w
masiar, ¢ not quatifiec, ne will be replaced By Lhe




oen=shift Shift Supervisor that is qualified. Although
technical specifications permit the Shift Supervisor to
leave the contrel room to Tead the fire brigade, 1% does
= not appear to be prudent to remove the Shift Supervisor
- from the control room when he might be needed as 2

I consequence of the fire, The licensee plans in the rear

‘ future to qualify the Shift Foremen as Fire Brigacde Leagers
and rerove the Shift Supervisors from that duty. This
change would require changes to the fire hazards analysis,

1 An in=house Quality Assurance sudit (S7-FP-1) was conducted
T on September 2, 1987, This audit identified the problem
th that new Fire Brigade Leaders were appointed priur to

receiving their leadership z.rumn‘. Corrective action was
taken by the )icensee. Additionally, a list of gualified
Fire Brigade Leadars or fire Dbrigade members was not

available to all personnel,

The informal methods wused to control the roster of
| qualified Fire Brigade Leaders and members and the
'S imprecise administrative instruction comtrolling training

was consicered a weakness.

The annual fire protection/prevention audit, the 2¢-month
Quality Assurance Fire Protection Program audit by offsite
organizations, and the triennia) audit by an cutside fire
protection organization required by the technical specifications
were reviewed, These audits were conducted within the specified
frequency and covered all of the essential elements of the Fire
Protection Program. The )icensee had efther evaluated possible
corrective actions associated with the audit findings or a
scheduled date far completion of corrective av*ions had been
established.

Management support and involvement im matters related to fire
protection 13 perceived as declining over the assessment period
as evidenced by following:

o Management failed to properly contro]l fire protection
sctivities conducted by the site Fire Protection
Engineariﬂ? Group. Two similar yiolatfons resylted from
this group's failure to preperly complete and document fire
grotection activities. Early in the SALP pertod this group
failed to properly complete documentation assorfated with
the critique of Fire Brigade Drills, and late in the SALP
period this group also failed to perform and document @
reguired fire protection surveillance. In adaition,
aishough compiete, survelllance Cocumentation for one test
prepared By this group 250 was not transmitted to Document
Control for permanent reteation.
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¢ Management failed to recognize that the quality of fire
brigade performance war not satisfactory. This i3 evident
besed on mgnagement's faflure to perform 23 timely
evaluation of brigade performance during site fire Brigade
drills early in the SALP period and on the continued
deficiencies noted fn fire brigade drills witnessed Dy the
staff late in the SALF pericd.

The Yicernsee has completed al) modifications for compliance with
Appendix 1. Details of the Fire Pratection Peogram have been
removed from the tachnical specifications and are now included
in a speciy) program document whith was approved early in this
SALP period,

Three violations were identified during this assessment period,

It should be noted that all have been resclved except the final

violation (c) which remains open pending the !icensea's response
and NRC verification of the licensee's corrective actions,

a. Severity Level IV viglation for fatlure to ‘mplement Fire
Protection Program proceduras for documentation of fire
protection activities (87-30),

b, Severity Level IV violation for failure to repeat
unsatisfactory fire brigade drills (87+30).

€.  Severity Leve! 1V violation for failyre te conduct and
document required surveillance of the Remote Shutdown Pane!
Halon System (88-21).

Performance Rating
Category: 2
Trend: Nore
Recommendations

The declime in performance from the last SALP perfed was
primerily due %0 grficiencies idenmtified curing fire brigade
training and drill activities. We are concerned that management
Jitention to fire protectien activities may have daciined as a
result of the resoval of Five Protection Program getails from
the technica) specifications. This action shoauld not e
construed as @& reduction in significemse, and management
sttention in this area shoyld not Do de-emphasiled.

A veturn $0 thd porea! lovel of NRD staff resources applied to

ths routing 1AspRcLion Dragvas 13 recommented.
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F. Emargency Preparedness

1.

Aralysis

During the assessment period, inspections were performed by
resident and recional irspection staffs.  These dncluded an
Emergency Response Facility (ERF) appratsal and an annuai
emgrgency preparedness frspection, One revision to the Hateh
Radiolegical Emergency Plan (REP) was also reviewed,

The emergancy preparedness inspection and the ERF apprafsal
disclosed that the ligcensee maintained the basic elemants needed
to promptly {dentify, correctly classify, and implement the key
elements of the REP and respective procedures in response to
energency events, Limited cbservation of portions of the amnual
emergency exercise condutted in December 1987 showed that the
emergency plan could be effectively mplemented. The licensee
identified, through its observations, areas where improvements
could be macde and will track corrective actions for these items
to completion, The effectiveness of emergency response
facilities required to support the emergency response
organization were also evaluated during the exércise by a
specifalist team, The results of the ERF appratsal were
acceptable as noted below,

During the appratsa) and emergency exercise, inspectors observed
that the licensee mainteined an offsites duse assessment system
that included zomputerized dose evaluations for both elevated
and ground=level relesses, Although the dose assessment mode)
satisfied the basic regulatory requirements and was appropriate
for inftial assessments performed in the contral room, it hag
Timitations as a primary mode) for use in the protective
measures decision-making process, The licerses agresd to
evaluate the applicapility of advances in more “state-of-the~
art™ methods, Meteorological and source term data were manually
entered inte the dosé assessment progcedure, Durimg the
appratsal, It was noted that the mamva) estimation of
metearalogical cata from the control roem strip charts was
subfect to error and bias, The licensee agreed to evaluate
whether or not a more veldizhle and less subjective procedure was
necessary to ensyre meteorological cats was peing compiled and
comaputed in accorgance with Regulatory Guice (RG) 1.25.

The licentes uses the Emergency Response Data System (ERDS) for
data acquisition and management during am em¢i gency. The Safety
Pargmeter Display System (SPD3) and Emergency Response Facility
Display System (ERFOS) are components of ERDS. Umits | ana 2
snare & common ERDS comiole 16 the Tachnigal Support Cantye
(T5) The gats ava'llable sattsfied KRG 1.37 wvarfabie
reguivesents as indicated by the Safety Fvaluwation Report (3EK)
from Lhe NRT an July 30, 1985,

*
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Three violations were identified during the assessment pariod.

$. Severity Leve) 1Y wiclattorn for fatlyre o implument
emergency orocedure resuiring annual  regualificatien
tratning of emergency respunse organization persoanel
(87-18),

b. Severfty Level ¥ violation for failure to implement
emargency proceCure regquiring documentation of Letters of
hgreement to REP prior to deletion of same (87-]F).

¢. Severity Level ¥ viciation for failure 1o submit change to
Emevgancy Plan [molementing Protedure within 30 days
following appreva! of crange (67-1%).

Pecformance Rating

Categery: 2

Trend: None

Recommandaticns

During the previcws SALP period, the vating was inflyenced by a
recogrition of comtinuing iwprovemert in the ared. During this
period there was & change in onsite personnel with an attendant
bresk in program svnagement contingity. The curremt program 15
improving Dbut has yet o achfeve the desired leve' of
gacelience.,

A return to the normal level of KEC staff resoyrces applifed to
the roytine inspection program 15 recommended,

Q. Security and Safaguards

i

Analysis

During the assessment period, five phyilcal security inspections
were performed by the regloma) ‘nspection staff. A Regulatory
Effectiveness Review (RER) wat conducted at the end of the last
reporiing peried (December 138€) with the RER report Deiny
tssued during this reporiing period.

The Yicensee has completed 2 total reviston of its Phyiica)
Security Plan (P5F), Although the PSP revisions were
comprehensive and detatled, sudttiomal dfalogue and Slarifica-
tion By the ligensee were reguired befors acceotince of the plam
ChAAnge S
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The management at Plant Hatch is continuing to woik toward
upgrading the secur.ty program and has taken an active role to
identify through self-inspection and Quality Assurance audits
possible physical security equipment, personnel, and procedure
deficiencies before they become major concerns, There has also
been increased corporate ifnvolvement in the procurement of more
state-of=the-art security equipment as well as expenditure of
funds to upgrade security facilities, In a continuing effort to
enhance the overal’® security program, the licensee has improved
the reliabflity of their security computer throucY hardware and
software upgrades. Tha licensce has alsc assigned maintenance

technicf = on a near full-time basis to maintain equipment,
c rol to the protected area of the plant has been

£ 4 vy che addition of a new, larger, security access

po However, construction of the parking facilities at the

new access portal s not yet completed; and consequently, the
bulk of the empioyees still use the clder, smaller facility. As
a result, access control processing remains a concern.

Ouring the FER conducted in December 1986, three Sareguards
Program concerns were noted. The security concerns noted by .he
headquarte»s RER Team were reviewed by management and evaluated
for their safety and security significance. Corrective actions
were taken by the licensee.

The security training program is well established and 1s

oriented toward hands-on performance. Recent inspections have :
found that security training management continues to look for

ways to enhance the training progr*m and has recently added

a A40=hour training program for Jhe dedicated tactical

responders, Another training enhancement was the addition of a

firearms range with "pop~-up" targets, which has added more

realism to the weapons firing.

wuring the assessment pariod, one region-based inspection was
conducted in the area of Materifal vontrol and Accountability at
the Plant Hatch site. The licensee has established and
implemented an acceptabie program for controlling and accounting
for special nuclear material (HM). To further enhance the
program, the licensee was in the process of transferring
rasponsibility for SNM control from one group to another. This
necessitated the revision of certain procedures to transfer this
SHM conirel to the newly formed Reactor Engineering group.

Security officers were consistently observed to be alert and
at.entive to their duties.

Two violations were fdentifi . during this evaluation period.
These violations varied in the area of program acplicability and
degree of severfty, and they are not indicativ- of a
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similar to violations issued during the previous reporting
period (i.e., faflure to maintain surveillance of a degraded
Barvrier) and indicates & nezd for more awareness on managament'
part.

a. Severity Leve! IV for failure to maintain protected area
berrier and failure o° the compensato.; e¢fficer to maintain
surveillance of that barrier (88-09).

b. Severity Level IV for failure to maintain the capability to
properly dssess protected ares barrier alarms (88-09).

2. Performance Rating
Cateqory: 2
Trend: None
3. Recommerdations
A return *o the normal ‘evel of NRC staff resources applied to
the routine inspection program is recommended.
Refueling/Qutages
1. Analysis

During this assessment period, both units underwent refueling
outages. Resident and region-based f{nspectors observed
refueling operations and outage astivities.

Management commitment to {mprove the management of and
scheduling for outages contfnued during this assessment period,
An outages and planning department was formed. This department
essentially is divided into two functions, outage management and
planning and controls, Each functfon 1{s headed by a
superintendent., Several features of the licensee's outages and
planning program arve particularly noteworthy. Each outage is
managéed by an outage director. The outage director i
responsible for overall outage planning and management and
provides a single point of contact within the licensee's
organization., The ocutage director 1s assisted by area outage
supervisors who are responsible for the planning, coordination
of work, and résolution of problems within assigned aregs., The
licensee's program places particular emphasis on long range
planning. Monthly planning meetings are held and a two-year
forecast is maintained. A five-year forecast §s anticipated by
December 1985, The licensee has also developed a formal lessons
iearned program o refine the outale management and planning
process. Over one hundred lessons learned were identified from
the mest recent Unit 2 outage,




The two refueling outages during this assessment perfod were
both planned and managed by the newly formed outages and
planning department. The licensee's efforts have resulted in
improved schedule performance and more efficient outages. The
most recent Unft 1 outage lasted 65 days, approximately seven
days beyond the estimated duration. The pravious Unit 1 outage
lasted 167 days, about 85 days beyond the estimated duration,
The most recent Unit 2 outage lasted 68 days, approximately
three days over schedule. The previous Unit 2 outage lasted B4
days, about 30 days over schedule. Improvements have also been
observed In interdepartment coordination. Two Operations
Supervisors assigned to the outage management function provide
l{atson with the Operations Department. The licensee also
uttliizes frequent, well-organized, status meetings during
outages to anhance coordination.

Improvement in the management of oputages activities can also be
seen in Licensee Event Report (LER) submittals., Four LERs were
submitted during the most recent Unit 1 outage, whereas 28 LERs
were submitted during the previous Unft 1 outage. Five LERs
were submitted during the most recent Unit 2 outage, whereas 15
LERs were submitted during the previous Unit 2 outage. Within
the outage area, there {s consistent evidence of orior planning,
the assignment of priorities, decisfon making at a level that
ansures adeguate management review, and frequent corporate
managemant involvement.

There were six inspections of cutage activities by region-based
inspectors., The first involved the in-service test (IST) pump
and valve test program and procedures, and the second involved
the licensee's activities in response to Genparic Letter B4-11.
The third and fifth insnections involved activities associated
with Bulleting 7v-02 and 79<14 and Mark I containment modifica~
tions, and the fourth and sixth {inspectiors finvolved the
in=gservice finspection (IS1) program and procedures. QOuring
these inspections, one viclation was identified in the area
of inspection of pipe supports., It is discussed further in
Section IV.C of this report.

The inspectors noted an improving trend in the areas of
management dwarenass and involvement fn the ISI/IST and related
areas but did not consider performance in tnese aress to De
abcve cverage. The only area of inspection that was considered
above average was the response to Generic Letter 84<11 invelving
the Boillng Water Peactor pipecrack inspection effort, Geod
performance in this area was attributed to the involvement of a
very aggressive and technically corpetent contractor, Southern
Cepany Services (505).







M A ey, S
i

e e

44

quality. The rating in this area specifically denstes results
for various groups in achfeving quality as well as the QA staff
in verifying that quality.

A Quality Verification Function Inspection (QVFI) concluded
that: the Hatch gualfty verification organization's performance
has been generally effective in the operations and plant
modifications area; the staff members juvolvea in these areas
are experienced individuals who are capable of conducting
in-depth technical verifications; the audits, surveillances, and
observations conducted in those areas are perfurmance oriented
ard have resulted in the identification of significant issues
that impact plant reliabilfty and safety; and additionally,
maragemant appeared tu be effective 1in ensuring that
deficiencies are addressed promptly and completely.

Although the Hatch quality verification organizations were found
to be generally effective by the QVFI, the NRC fnspection team
identified one violation and seven observations of weak
performance., These are discussed in the appropriate sections of
this report,

The QVFl identified that the only QA auditor that had operations
experience was due to leave the QA organization. The lack of QA
parsonnel with operations experience had the potential to weaken
QA audits and surveillances in the operations area; however, the
licensee was already actively recruiting to fil) this position.

A Senior Reactor Operator-qualified individual was subsequently
transferred to QA, removing this concern.

The QVFI fdentified that safety=-related service water pumps and
component parts were stored exposed to the elements and in
disarray. Consequently, it could not be ascertained 1f this
material had been storad or handled in a way that was
appropriate to the requirements of {ts safety-related status,
Prior to the end of the finspection, concerns related to (his
area were resolved.

The QVFI {dentified that QA audits and surveillances were of
adequate tezhnirzal depth and generally performance oriented,
identifying real problems a< well as procedural discrepancies.
QA personnel were knowledgeable ang professional.

The Yicensee has taken steps to enhance the effectivensgss of the
Quality Contrel (QC) function. Three supervisor positions have
heen added under the QC superintendecnt to improve direct
supervision of the ingpectors, Inspectors are also being cross
trained. For indtance, inipas*ors have participated 1n the
INPO-accredited mechanical and elestrical maintenance training
programs. Inspectors are now scheduled on a 24~hour per day,
T~day per week basis 4o facilitate support of implant

activities
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Corrective action programs have genarally been effective. For
instance, plant personnel are knowledgeable of deficiency card
(DC) reguirevents and routfnely submit required reports. The
DCs are reviewed by well-gualified findividuals who {dentify
{tems requiring priority responses. The DC system has been
effective in capturing <eemingly minor events and conditions
which collectively are significant. Tnere have been instances,
however, in which corrective actions have not been fully
effactive and/or timely. Weaknesses were fddentified in the
specification and adminictrative control of post-maintenance
testing during the previous assessment period. The license2
developed corrective action plans to acdress tnese weaknesses.
Additional instances of inadequate post-maintenance testing were
identified during this assessment pericd. More specifically,
two containment penetrations were not local leak rate tested
following maintenance. The licensee's Procedure Upgrade Program
(PUP) was a long-term corrective action intended to corvect a
wide variety of procedure-related deficiencies, This program
was originally scheduled to be completed in December 1387.
Program progress has been much slower than anticipated. For
example, cperations procedures are now scheduled forr completion
in December 1989,

The following observations were made during the  Hatch
Operational Performance Assessment conducted on May 9-20, 1988,

0 On October 15, 1987, the Site QA Manager f{ssued report
87-P0-2A documenting the results of an audit of plant
operations., Included in this report were ftems rela%ing to
the fallure to document deviations between the Emergency
Procedure Guidelineas and Emergency Operating Procedures
(E0P), less than optimum professional conduct in the
contral room, problems with the EOP flowcharts due to the
plastic covering and congestion which make the charts
difficult to follow, possihle excessive administrative work
load on the Shift Supervisor, and problems with timely
incorporation of As-Built Notices (ABN) on corawings
avaflable in tke control reom, QA did not ‘dentify those
ftems as significant, and the corrective actions and
further revieys tc determing the scope of the prohlems were
grotracyed. The protracted nature of the corrective
actions refiected adverseély on management support of plant
cperations. ‘

The licensee had recently upgraded cuntrol room drawing
controls due to concerns identified by INPOD. The

licensee's old program was accomplished by maintaining
consral room drawings on aperture cards., The Jicenses's
new program censfsteq prinarily of the wstablishment of 3
“Hlue Tine™ stick drawing file in each control room with
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system changes entered as "red lines" on the drawings by |
site engineering, referencing the appropriate ABN or Work |
Completion Motfce. This naw program appeared to function %
smoothly.

e The Annunciator Response Procedures (ARP) and Abnorma)
Operating Procidures (AOP) are part of the PUP wnich L
started in January 1986. OQut of 20C0 ARPs and AOPs, :
approximately 850 had been upgraded. The rest are :
scheduled for completion in late 1988 or early 1989, Since :
the EOPs are coupled to the AOPs and ARPs, the AOPs and |
ARPs should have been completed when the EOPs werz i
completed, The licensse failed to give priority to the :
Egzpletion of the ARFs and AOPs .nich are coupied to the
s,

L The licensee was moving the annynciator response
instructions, now located in notebooks behind the operators
desk, to findividual notebooks placed in clear plastic
holders located at each applicable control room panel.
Tnis wil) make the instructions more readily available and
gasfer to locate. This is noted as a positive initiative. ,

- During the field observations of maintenance activities, it
was noted that QC inspectors reviewed all materia’s used in
maintenance activities. This practice was considered to be
& strength and provided independent verificatfon that
appropriate materfals were utilized for each Maintenanace
Work Order (MWQ). Prior to use, each MWO was reviewsd by
QC, and Q€ holdpoints were specified. QC involyement in
auditing Jdocumentation and fleld fImplementation of
maintenance activitier was eyident.

. An Independent Safety Engineering Group (ISEG) was
established for the plant in Apri) 1986, The ISEG repurts
te the Vice President, Plant Hatch. It appeared to have
been effective in {dentifying areas of plant activities
where {mprovement could be made. The [3EG provided an
additional level of safety cversfght, examining arsas of
interest to the ISEG as well as conducting special reviews
requested by the Plant Manager.

. Since the I15EG 15 not required by the HRC, 1ts establish-
ment and use at the plant was considered a pesitive
indicator of management 1{nterest in improving plant
performance,

The NRR Projects Manager reviewsd the licensee's 10 CFR 50.59
process and found that ft 1s thorough,. technically sound, and
well documented.




The licensee has provided timely, sound resporses to NRC generic
letters, bulletins, and information notices. In addition, the
11censee has responded ir 2 tima)y manner %o several informal
surveys for plant information. Ouring the report period, the
staff processed 43 amendment reguests. [he safety analyses
supporting the reguested changes were ~enerally complete and
provided the staff witn a clear understancing of the changes
desfred. The licensee's no sfanificant hazards determinations
were thorough and required only minor modification, Amendment
requests are submitted in a timely fashion, thus allowing
sufficient time Vor the staff to no*fice the requests with a
30-day comment period.

Based on results of an INPQ evaiuation, a program was initiated
for correcting problems with control room annunciators.
Corrective actior was taken to address annunciator controls,
tracking, and problems encountered. Additionally, operational
upgrade efforts have been effective in enhezacing operators'
ability to respond to transients and to conduct routine plant
operations,

A review was performed on all sections of the SALP reéport in an
attempt to further define and evaluate the licensee's ability to
tind their own problems and take adegquate action to prevent
recurrence, This review resulted in the following conclusions;

a, The Ticensee wes able to identify and adequately correct
probiems relating to safety as evidenced by the following
actions:

o

Management promptly addressed and resolved unexpected
putage radiological problems resulting in minimizing
personnel exposure from bhigh concentrations of
atrborne radicactivity. Additionally, there has been
a reduction of contaminated areas within the radfation
contral area,

The deficiency card s stem has been effective In

capturing seemingly miror events which collsctively
are significant resulting in prompt corrective action
efforts,

There has been & major effort regarding corraction of
piant sefsmic design goncerns, with tha licenses
taking the industry lead for Boiling Water Reactors in
the seismic margins program,

©

Effeciive wse af trend analyvsisz for servize,
survel ilance, and sesting requiramants Lo minimize
regetitive or continucus deficiencies coupled with the
rew predictive matatenance orogram, hit rejuited iIn
i1ity and avatladilfsy.

improyfag squipmeat reiiapd
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The licensee exhibfted an inability to efther identify or
correct (once identified) problems relating to safety in
the following ereas:

¢ The Emergency Operating Procedures contained
deyigtions from the Emergency Procedure Guidelines and
were deficient from a3 human factors standpoint.
Although these types of deficiencies were i1dentified
by the licensee's QA staff in Y987, they were not
corrected until identified by INPO and/or the NRC.

- Inadequate root cause analyses and corrective actions
taken in response to equipment faflures, Licensee
tvent Reports, and deficiencies resyulted in repetitive
types of events (1.e. failure of the vital AC
inverters, turbine trips, recurring engineering fire
protection group deficiencies, degraded security
barriers),

& There appeared to be a site-wide lack of attention to
detail and procedures as evidenced by the number of
violations 1in operations, surveillance, health
physics, and {n-service finspection with this as the
root cause.

Managemant has exhibited lack of timeliness fin their

reésponse to recurrent in-plant and industry radiation

protection issues, Thare were numerous instances of noble
gas decay product contamination, and management was slow in
developing sufficient guidance in correcting this and the
wt particlie" monitoring programs. Procedurs Upgrade

4

ogram delays have also exacerbated several timeliness

Two viclations were identifiad during this assessment period.

These

violations were not considered to be indicative of a

program breakdown,

a.

Sevarity Leve) IV violation for inadequete dasign of vacuum
breaker test solenoid valves (58-11).

Severity Level V viclation for failure to establi
procedures to verify the hydrogen recombiner trouble alarm
setpoints (86=43),

(JV\

Performance Rating




Recommendations

No change in the level of KRC scaff resources applied to the
routine inspection program {s recommended.

J. Licensing Activities

L.

Analysis

The licensee's management has demonstrated an active interest in
mafntaining control of ard assuring the quality of licensing
fssues. On a monthly basis, tne licensee has provided a listing
of the most critical )icensing fssues for which the licensee
gesires early resdoiution. The licenses aiso has promoted
quarterly mesetings to discuss plant status and the need for
ifcenstng actions, These meetings have been attended by
management personnel who are knowledageable of the issues and
supportive of actions necessary to attain early resolution of
the fssues.

A corporate officer was moved to the plant site shortly before
the beginning of this SALP period. His presence onsfte has had
a posit.ve impact on plant activities ircluding thuse associated
with licensing matters. Senfor corporate officers also have
evidenced an active interest in licensing mattars and have
attonde? meatings where thefr presence was deemed necessary or
desirable.

At the site leve!, managers ave knowledgeadle of licensing
{ssues affecting their sroas of responsidbility and take prompt
action to provide support to resolve licensing matters in an
adequate and timely manner.

The licensee has been notably open and forthright in deaiings
with the NRC staff. Problem areas are fdentified and discussed
with the NRC staff as necessary to ensure that the staff
ynderstands where the problems are and what actions the lfcensee
is taking to resoive them. This opan, frank communication by
the licensee has helped ensure & smooth working relaticnship
during the report period.

Throughout the period, the licemsee’s approach to resolution of
technical fssues has been technically sound and thorough. The
1fcensee has consistently proposed sound and timely resolutions
to )icensing matters, thus demonstrating a thorough under-
standing of the technical issues invelved. In particular, the
licensee has vigorously opursusd & progrsm to resolve
discrepancies betwsor the teahrigal specifications for Unft 1
and Unit 2, particularly where the gifferences are not Justiried
by differences in design of the units. In this regard, the
1icensee 45 the Tead Botling Water Reactor (BWR)=4 participating
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in the Technical Specification Improvement Program. The
licensee also 1s making a major effort to resolve outstanding
problems regarding plant seismic design by participation as the
Seadq BWR in the seismic margins program. The licensee has
compieted acticn on all NUREG-0737 items, although the staff has
not yet completed fts review of the Detailed Contro)l Room Desfign
Review. Similarly, only two items still remain open from the
Salem Anticipated Transient Without Scram issues (Generic Letter
83-28), and the licensee {s actively pursuing resolution of
these matters.

The Ticensee has shown strong engineering and technical suppert
in the area of licensing. The engineering staff on site has
immediate access to indepth engineering backup at Soutnern
Company Services ard Bechtel when necessary. The licensee is
implementing & program of assigning system engineers such that a
particular engineer will have primary responsibility for the
performance of each important plant system to include
maintenance and modifications. This system "ownership" should
result in improved system performance and, hence, improved plant
performancae.

The licensee has maintained oven communicatfons with the NRC
staff throughout the period, Licensing issues are generally
discussed prior to formal submittal, and technical approaches
are referred to the technice! staff for their opinfons in cases
where there 1s any question regarding the resolution of the
fssue. In no case has the licensee proposed a change that s
not technically sound and conservative, In most cases, the
Ti{censee has diligently pursued change requests, responding to
staff questions promptly and thoroughly and participating in
conference calis or meatings 1f requested. The single exception
had to do with alternate gaseous effluent release pofnts from
the plant buildings, The licenses did not respond to staff
questions regarding this request, and the request has bDsgen
cancelled.

The Project Manager audited the licensee's bhandling of

10 CFR 50,59 roviews and concluded that the reviews are wel)
documanted, thorough, and are based upon an adequate evaluation
of safety {ssues involved, In this connection, the licensee has
congucted training courses for those plant personnel who may
pecome fnvolved 1o such reviews to assure that these indfviduals
understand the importance of such reviews and the need for
thorough documentation,

The )icensee has consistently made thorough, timely, tachni-
cally=sound responses to NRC inttfatives, including the
responies to various informa’d surveys sengucted during the
report perfod, Responses to generic lTetters and bulletins have,
trn a)1 zases., met the established deadlines, although, In a
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number of instances, the licensee has deferred to the generic
resolution peing developed by the BwR Owners Group (BWROG) for
fira) plant specific resolution. In such cases, the Ticensee
has advised the staff that its ultimate response would follow
the BWROG guidelines. Responsiveness by the licensee was
instrymental {n assisting the staff to complete a large number
(1.e., 88) of licensing actions curing the report period,
thereby reducing the licensing backleg. During the report
period, the licensee also has responded to a number of NRC
solicitations for public comment on proposed rule changes or
additions. In each suth instance, the licensee's comments have
been timely and well taken.

In the area of licensing, staffing appears su be adequate,
Enough personnel are engaged in licensing at the plant and in
the corporate office to ensure adequate support for licensing
activities. Access to the technical support staff is available
as nacessary. Licensing fssues are handled primarily by the
corporate stafr, although the plant licensing group is involved
in tachnical specification amendment requests. Such requests
generally are inftfated at the plant level, reviewed at the
corporate level for adequacy, rechecked by the plant {f
significant changes are made, and then transmitted over the
signature of a corporace officer. In no case during the report
perfod has the staff returned an amendment request to the
licensee due to insufficient supporting information. In the few
cases whaere the staff determined that additional information was
required, the licensee has been able to respond promptiy and
thoroughly to telephone calls or in meetings, as requested by
the staff, or to formal written questisng.

Performance Rating
Category: 1
Trend: None
Recommendations

None

K Training and Qualification Effectiveness

1.

Analysis

In general, training has been effectively implamentad. All ten
training programs have been accredited by INPO, These programs
include Senior Reactor Overator (SRO) Training, Reactor Operator
{RO) Traintag, Shift Tecnnical Advitar (3TA) Training, Technical
Support and Manzgement, Non-licensed Operator Training,




Chemistry, Health Physics, Mechanical Maintenance,
Instrumentation and Control, and Electrical Maintenance.

Training in the areas of chemfstry, radiochemistry, and
post-accident sampling (PAS) were considered to be a stvength,
PAS training was quite comprehensive. Training materials were
well done, training ajdes were good, and documentation was
excellent. Chemistry and radwaste personnel were compatent,
knew their jobs well, and performed their tasks in an exemplary
manner,

The licensee's genera)l employee training (GET) was well defined
and applied to all staff members. During the assessment period,
the licensee committed to further improvements 1n GET, including
fncreased emphasis on radiation contrc]l and use of protective

clothing.

In the area of fire protection, the major deficiencies were
noted in fire brigade performance in drills witnessed by the
staff. These resulted from the failure of the Fire Brigade
Leader to provide adequate fire origade guidance. The licensee
began implementation of an improved training program for Fire
Brigade Leaders toward the end of the SALP perfod. This

training program 1s adequate to provide minimum qualifications

for Fire Brigade Leaders; however, the staff noted that the
training program presently does not include specific equipment
protection information related to the plant safe shutdown
Appendix R exemptions. The addition of such information could
improve the guality of the Fire Brigade Leader training program,
Other portions of the fire brigade training program met NRC
guidelines, and. the training was conducted within the
frequencies required by plant procedures.

An evaluation of the licensee's emergency preparedness program
disclosed a failure Yo implement the emergency procedure
requiring annual requalification training of emergency response
organization perscnnel, (Refer to violation (a) fin
Section IV.F.1 of this report,)

The security tratning program is well established and is
oriented toward hands=on performance. Recent inspections have
found that security training management continues to look for
ways to enhance the training program and have recently added
a A40=hour training program for the dedicated tactical
résponders. Another training enhancement was the addition of a
firearms range with pop~up targets, which has added mrre realism
to the weapens firing.
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T The Training Department is revising simulator guides to
include STA learning objectives, which was a recently
fdentified weakness. The licensee set Saptember 1, 1088,
as the goal for the completion of these revisions. The
licensee has also revised the Simulator Documentation
Requirements procedure to require that each licensed STA be
evaluated in both the SRO and the STA position at the
completion of segment regqualificatfon training and on
annual simulator examinations.

» At the control room shift turnover mestings, the §TA
conducts a brief trafning session on new procedures,
procedure revisions, or industry events. Training
involving procedure revisions involved highlighting enly
the changes. This training was a positive addition to the
shift turnover meeting.

" The Mechanical, Electrical, and Instrumentation and Control
training programs consisted of phases involving generic
skills triéining, specific skills training (specific to the
plant), and specialized skills training. Classroom,
laboratory, and on=the=job training were included i1n the
course content. Independent verification was included as
an item in the skills training. Overall control of the
training process was maintained Dy a Training Review Board
made up of senior plant managers, a Training Advisory
Committee, and a Certification Review Committee. The
licensee 1is currently putting all apprentices and
journeymen through the program. Waivers of specific parts
of the program hayve been allowed for experienced personnel.
The licensee's training program for maintenance personnel
is considered to be & strength.

&n EOP team inspection was performed at the site from May 2-19,
1988. The EOPs contatined numerous deviations from the plant=
specific technical guidance with inadequate Justification
available. Inadequacies were also fdentified with EOP satellfte
procegures and, from the human factors perspective, the extreme
complexity of the EOPs, However, despite the fnadequacies, well
trained operators were able to effectively use EOPs in the
simulator. As evidenced by finterviews with operators and
training personnel, the EOP team concluded that inadequacies in
the Hatch EOPs are being offset by the recent heavy training
effort. Additionally, the licensed operator trafning program
now places more emphasis on Intensive drill type scenarics and
on time=sensitive steps in the EQPs,
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2. Performance Rating
Category: 2
Trend: None

3. Recommendations

Although there are eélements of strength in the training area, we
are concerngd that there was 2 lack of proper emphasis on
training to handle non-standard situatfons. That includes the
areas of fire protection and emergency preparedness Dut most
sfgnificantly the effective f{mplementation of the EOPs. The
gifficulties experiencea with impismenting EOPs at Hatch during
this SALP period were addressed in the operations section of
this report. However, there is little that the trairing prouvam
does that has a more direct effect on the health and safety of
the public than training operators in the use of EOPs and in the
proper response to off-normal sftuations. We encourage you to
continue to improve this aspect of your training program.

A return to the normal) level of NRC staff resources applied to
the routine inspection program is recommended.

V. SUPPORTING DATA AND SUMMARIES

Av

Licensee Activities

Unit 1 started the period at power. On April 22, 1987, the unit was
shut down for a refueling ocutage. The outage was completed, and the
genarator tied to the grid on June 26, 1987. Two ATWS modifications
were made during this outage, Enriched boron was added to the
standby 'fquid control system, and an alternate rod insertion system
was fnstalled. On June 27, 1987, the unft was manually scrammed to
investigate drywell cooler problems, The gensrator was back on line
on June 29, 1687, The reactor was manually scrammed on April 5,
1988, to identify and repair sources of high drywell leakage. The
generator was back on line on April 12, 1983. On April 20, 1983, the
unit was placed in cold shutdown to facilitate implementation of the
licensee's operational upgrade program. The generator was beck an
1ine on May 26, 1988, The unit ended the period operating at power,

Unit 2 started the period at power. On May 16, 1987, the licensee
decided to limit power to BS5 percent due to high offgas activity
caused by fuel defects. This operating limit was raised to 90
percent power on Mgy 20, 1987. The unit was manually scrammed on
August 15, 1987, to repair ma‘n condencer tube leidks. During unit
startup activities on Auvoust 19, 1987, the reactor was manvally
serammed to repair a leak in an jeastrument line in the drywell. The




generator was back on line on August 22, 1987. On September 30,
1987, the operating power limit was lowered to 85 percent due to high
offgas activity, The operating power limit was further loweved to
75 percent on November 24, 1987, On January 13, 1988, the reactor
was manually scrammed in preparation for a refueling outage. Two
ATWS modificaticns were made during this outage. Enriched horon was
adoed to the standby 1iquid con rol system, and an alternate rod
fnsertion system was installeu. The generator was back on line on
March 21, 1988 The reactor was manually scrammed due to loss of a
reactor feed pump on March 21, 1988, The generator was back on line
on March 23, 12628, On April 19, 1982, ths reactor was placed 1n cold
shutdown for implementation of the Jicensee's operational program.
The generator was back on line on May 23, 1988. Tha unit ended the
period 8t power.

INPO conducted an evaluation of Hatch Units | and 2 on March 14-25,
1988. Results of the evaluation were presented orally to Georgia
Power Company at an exit briefing on April 15, 1988. On April 19,
1988, the NRC was advised by the licensee that it was shutting down
both Hatch units pending completion of cerrective actions in response
to the INPO findings.

Inspection Activities

During the assessment period, routine inspections were performed at
the Hatch fagility by the resident and regional inspection staffs.
During 1987, there were 34 inipections performed which fncluded two
special Inspections: a Balance of Plant team inspection in July
covering operational maintenance and surveillance practices and a
Quality Verification Function Inspection in QDecember, From
January 1, 1988, to June 30, 1985, there were 20 inspections
fncluding two special {inspections: an Operational Performance
Asséssment team finspection in May and an Emergency Operating
Procedures team fnspection ia May.

Investigation Raview

There have been no significant invastigations within this SALP
asiessmeont raricd.

Escalated Enforcemant Actions

1. Non=Civil Penalty Escalated Enforcement Actions

A Notice of Vielation conrtaining one Severity Level III
violation for failure to comply with reguiations applicable to
the transportation of licensed material was issued on Juns 29,
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On January 13, 1988, an Enforcement Conference was held with the
licensee to discuss environmental qualification fissues. A
Notice of Violation contafning two Severity leve! IV violations
(each with two examples) was then issued on February 25, 1988,
The licensee requested reduction of the Severity Level for both
vielations on March 16, 1988, and this request was denied by NRC
letter dated April 28, 1988 (Inspection Report No. 86-35).

2, Civi) Penalty Actions

A Notice of Violation and Proposed Imposition of Civil Penalty
containing a Severity Level IIIl violation and 850,000 civil
penalty was issued on April 8§, 1987 (Inspection Report
Nos. 86-41 and 36-43). The violation involved four examples of
fatlure to follow plant procedures An Enforcement Conferrnce to
discuss this event was aiso conducted on January 22, 1987. The
proposed civil penalty was pafd on May 8, 1987. This event
resulted in the loss of approximataly 141,000 gallons of water
from the spent fuel pools through the fuel transfer canal seals
on December 2-3, 1987,

NOTE: Although the actual event occurred during the previous
SALP assessment period. all aspects of the event couid
not be evaluated during that period due to processing
of the escalated enforcement action.
- Orders

None,

Lizensee Conferences Held [ ring Apprafsal Period

Date Purpose
January 7, 1987 Plant status and activities, Bethesda, MD
January 22, 1987 Enforcement Conference to discuss the

design and procedural pr'blems assocfated
with the loss of water from the spent
fuel pools (86-41, 86~43), Region II,
Atlanta, GA

Janvary 27, 1987 Licensee plans and status of licensing
activities, Hatch Plant, 3?.-'-’-&)'. GA

February 3, 1987 Plant Hatch programs and inftiatives,
Regfon 11, Atlanta, GA

Anril) &, 1987 SALY Prasentation, GPC

Atlanta, GA
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