March 19, 1999

Southern Nuclear Operating Company, Inc.
ATTN: Mr. H. L. Sumner, Jr.
Vice President - Hatch
P. O. Box 1295
Birmingham, AL 35201-1295

SUBJECT: PLANT PERFORMANCE REVIEW (PPR) - HATCH
Dear Mr. Sumner:

On February 2, 1999, the NRC staff completed a Plant Performance Review (PPR) of Hatch.
The staff conducts these reviews for all operating nuclear power plants to develop an integrated
understanding of safety performance. The results are used by NRC management to facilitate
planning ard allocation of inspection resources. PPRs provide NRC management with a current
summary of licensee performance and serve as inputs to the NRC's senior management
meeting (SMM) reviews. PPRs examine information since the last assessment of licensee
perforinance to evaluate long term trends, but emphasize the last six months to ensure that the
assessments reflect current performance. The PPR for Hatch involved the participation of all
technical divisions in evaluating inspection results and safety performance information for the
period February 1997 to January 1999. The NRC's most recent summary of licensee
performance was provided in a letter of April 4, 1997, and was discussed in a public meeting
with you on April 22, 1997.

As discussed in the NRC's Administrative Letter 98-07 of October 2, 1998, the PPRs provide an
assessment of licensee performance during an interim period that the NRC has suspended its
Systematic Assessment of Licensee Performance (SALP) program. The NRC suspended its
SALP program to complete a review of its processes for assessing performance at nuclear
power plants. At the end of the review, the NRC will decide whether to resume the SALP
program or terminate it in favor of an improved process.

During the last six months, Unit 1 operated near or at 100 percent power. Power was reduced

three times to implement corrective maintenance for equipment problems. Unit 2 entered the
assessment period at 10C percent power. Power was decreased six times to complete ,
corrective maintenance activities for equipment problems. Unit 2 completed a scheduled ‘ /

refueling outage which conimenced in September and tied to the grid on November 10. . 4 ,

Foilowing the outage, the unit operated well until January 28, when the unit was manually / /

shutdown to repair an electrical ground on safety related equipment. / /
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Performance at Hatch was acceptable. No plant scrams or unplanned transients occurred
during this period. Operator communications and peer checks have continued to improve. In
the Maintenance area, plant material condition has been maintained at an acceptable level.
Housekeeping has been recognized by the licensee as an area which needs improvement
although no equipment issues directly related to housekeeping have been identified.
Engineering continued to be effective. Root cause analyses for equipment problems have been
thorough. Although engineering support to operations was good, some engineering analyses
have relied heavily on “engineering judgement” without thorough supporting documentation.
Security, Emergency Preparedness, and Fire Protection have continued to be acceptable.
Late in the assessment period, more emphasis was observed being placed on the As Low As
Reasonably Achievable program and personnel contaminations. However, additional
improvement is warranted. First line supervisors do not always clearly communicate or enforce
management expectations.

In the operations area, performance was consistent. The operators continued to perform with a
high level of competency during both normal and abnormal operations. Operations
management w  “ctively involved in the daily operation of the plant, provided a strong safety
focus and exhibited conservative decision making. Improvement was observed in operations
communications. Although procedure usage errors were not observed to be problematic during
this period, deficiencies were identified in several existing procedures. The licensee has
implemented actions to identify and resolve procedure deficiencies. Early during this
assessment period Operations personnel exhibited a high threshold for documenting discrepant
conditions such that deficiencies of minor significance were not being corrected. An example of
this was an alarm on service water radiation monitor which was not pursued as a discrepant
condition. Toward the end of the assessment period this had improved, however, more
improvement is warranted. The licensed operator requalification program continued to be
sffectively implemented. Operations performance during this assessment period does not
warrant any additional inspection effort above the NRC core program, although some increased
emphasis will be placed on the areas identified above.

In the maintenance area, performance was consistent. Corrective maintenance activities were
generally performed well. Inservice inspection activities were generally well planned and
conducted in accordance with the required codes, standards, and documented commitments
exhibiting an improving trend. In addition to the normal NRC core inspections, a regional
initiative inspection is planned to review generic issues associated with jet pump cracking and
fiow-assisted corresion. Regional initiative inspections will be associated with the construction
and testing of the independent spent fue! storage facility installation.

in the engineering area, performance was consistent. Design control, implementation of major
modifications, and the modification readiness review program were identified as program
strengths. Field engineering support for implementation of design changes was effective.

Audits in the area of the 10 CFR 50.59 program were thorough and detailed. A regional initiative
inspection will be conducted to close open issues associated with circuit breaker maintenance.
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In the piant support area, performance was consistent. The Emergency Prepc edness program
was maintained in a state of operational readiness. Security equipment remained operable and
in good condition with management support dedicated to providing a quality physical security
program. Internal and exteriial personnel radiation exposures continued to be beiow regulatory
limits. The number of personnel contamination events declined and radiological housekeeping
impreved compared to the previous assessment period. Quality Assurance audits in the
radiological controls area appropriately identified deficiencies for corrective actions.
Performance in the Plant Support area during this assessment period does not warrant any
additional inspection effort above the NRC core inspection program.

Enclosure 1 contains a historical listing of plant issues, referred to as the Plant Issues Matrix
(PIM), that were considered during this PPR process to arrive at an integrated view of licensee
performance trends. The PIM includes items summarized from inspection reports or other
docketed corresponderce between the NRC and Southern Nuclear Company. The NRC does
not attempt to document all aspects of licensee programs and performance that may be
functioning appropriately. Rather, the NRC only documents issues that the NRC believes
warrant management attention or represent noteworthy aspects of performance.

This letter advises you of our planned inspection effort resulting from the Hatch PPR review. It
is provided to minimize the resource impact on your staff and to allow for scheduling conflicts
and personnel availability to be resolved in advance of inspector arrival onsite. Enclosure 2
details our inspection plan for the next 8 months. The rationale or basis for each inspection
outside the core inspection program is provided so that you are aware of the reason for
emphasis in these program areas. Resident inspections are not listed due to their ongoing and
continuous nature.

We will inform you of any changes to the inspection plan. If you have any questions, please
contact me at (404) 562-4520.

Sincerely,

(Original signed by
Pierce H. Skinner)

Pierce H. Skinner, Chief
Reactor Projects Branch 2
Division of Reactor Projects

Docket Nos. 50-321 and 50-366
License Nos. DPR-57, NPF-5

Enclosures: 1. Plant Issues Matrix
2. Inspection Plan

cc w/encis: (See Page 4)
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cc w/encls:

J. D. Woodard

Executive Vice President

Southern Nuclear Operating Company, Inc.
P. O. Box 1295

Birmingham, AL 35201-1295

P. H. Wells

General Manager, Plant Hatch

Southern Nuclear Operating Company, Inc.
U. S. Highway 1 North

P. O. Box 2010

Baxley, GA 31515

D. M. Crowe

Manager Licensing - Hatch

Southern Nuclear Operating Company, Inc.
P. O. Box 1295

Birmingham, AL 35201-1295

Ermest L. Blake, Esq.

Shaw, Pittman, Potts and
Trowbridge

2300 N Street, NW

Washington, D. C. 20037

Office of Planning and Budget
Room 610

270 Washington Street, SW
Atianta, GA 30334

Director

Department of Natural Resources
205 Butler Street, SE, Suite 1252
Atlanta, GA 30334

Manager, Radioactive Materials Program
Department of Natural Resources

4244 International Parkway

Suite 114

Atlanta, GA 30354

cc w/encis cont'd: (See Page 5)
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cc w/encls: Continued
Chairman

Appling County Commissioners
County Courthouse

Baxley, GA 31513

Program Manager

Fossil & Nuclear Operations
Oglethorpe Power Corporation
2100 E. Exchange Place
Tucker, GA 30085-1349

Charles A. Patrizia, Esq.

Paul, Hastings, Janofsky & Walker
10th Floor

1299 Pennsylvania Avenue
Washington, D. C. 20004-8500

Senior Engineer - Power Supply
Municipal Electric Authority

of Georgia
1470 Riveredge Parkway "V
Atlanta, GA 30328-4684

istributi /encls:
L. Plisco, RIl
P. H. Skinner, Rl
S. Collin';, NRR
J. Zwolinski, NRR
W. Dean, NRR
T. Boyce, NRR
H. Berkow, NRR
L. Olshan, NRR
G. Tracy, EDO
J. Lieberman, OE
PUBLIC

NRC Senior Resident Inspector

U.S. Nuclear Regulatory Commission
11030 Hatch Parkway North

Baxley, GA 31513

* SEE PREVIOUS CONCURRENCE
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cc w/encls: Continued
Chairman

Appling County Commissioners
County Courthouse

Baxley, GA 31513

Program Manager

Fossil & Nuclear Operations
Oglethorpe Power Corporation
2100 E. Exchange Place
Tucker, GA 30085-1349

Charles A. Patrizia, Esq.

Paul, Hastings, Janofsky & Walker
10th Floor

1299 Pennsylvania Avenue
Washington, D. C. 20004-9500

Senior Engineer - Power Supply
Municipal Electric Authority

of Georgia
1470 Riveredge Parkway NW
Atlanta, GA 30328-4684

Distribution w/encls:
L. Plisco, Ril

P. H. Skinner, RI|
L. Olshan, NRR

T. Boyce, i«..R

W. Dean, NRR

G. Tracy, EDO
PUBLIC

NRC Senior Resident inspector

U.S. Nuclear Regulatory Commission
11030 Hatch Parkway North

Baxley, GA 31513

* SEE PREVIOUS CONCURRENCE

OFFICIAL RECORD COPY DOCUMENT NAME: G\HATCH\PPRLTR WPD

H:DRP J’C|'L .' - L ';*,-\! . : ,‘«;_.-kﬁ' . .,‘,""_,‘;
ln‘n” :! 5 “‘
RUardig] 'Fan
Ty N NS 5% VTR
" - e
VES WO | VES) N0 []VES] WO YES WO VEY WO | VES WO | VES WO |




SNC 6
Distribution w/encls: Continued
PUBLIC
NRC Senior Resident Inspector
U.S. Nuclear Regulatory Commission
11030 Hatch Parkway North
Baxley, GA 31513
0 W
'E&ok:dﬁ GBelisle | KLandis HChristensen KBarr
e WES g reew Mgy M 2 198 2/
| ~VES WO | VES WO YES WO VES W T Ve W]

OF L RECORD

DOCUMENT NAME: G:\HATCH\PPRLTR.WP




Page: 1of12 s Date: 02/17/1999
United States Nuclear Regulatory Commission Time' 15:27:02
Region i PLANT ISSUE MATRIX
HATCH By Primary Functional Area
Functionai Tempilate
Date Souice Area D Type Codes  ltem Descripfion
12/29/1998 1998007 Pri: OPS NRC POS Pri. 1B Operations preplannina. the nrompt direction provide by operations supervision to decrease power. and
Soc: sec: 3A the immediate re<ponse cf the operating crew effectively mitigated ¢ decreasing condenser vacuum
T i transient that had the poter tial to cause a Unit 2 scram from a low condenser vacuum turbine trip. (01 .3)
Ter:
12/29/1998 1998007 Pri: OPS NRC POS Pri: 3A  Personnel! response to Residiual Heat Removal and Plant Service Water sysiem flow pertubrations due to
— sec: 58 suspected flow blockuge was appropriate. The root cause investigation was thorough and detailed and
- ENG § the results of the root cause investigation were logical. The problem was believed to be ieaves and othear
Ter: debris in the pump suction pit. Management provided a focused atterition to the issue for resolution (02.3).
12/29/1998 1998007 Pri: OPS NRC POS Pri: 1IC  Operators responded appropriately to piant transients and equipment failures as part of the emergency
Sec: PLISUP Sec: 3A preparedeness exercise. Event classification, nlant status. and follow-up activities were comectly
: : communicated and coordinated with the Technical Support Center. Initial notifications were prompt and
Ter: operators responded using appropriate procedures. All exercise objectives were met (P4.1).
10/31/7998 1998006 Pri: OPS NRC POS Pri: 2A  Operations management demonstrated conservative decision making to reduce reactor power and
Sec: MAINT Sec: 5A remove the turbine/generator from service to troubleshoot and implement corrective mainteno-e for a
i i plugged Stator Cooling Water system Y * strainer. Maintenance identified the specific component causing
Ter: 3A  the problem. The strainer was becLming clogged with copper oxide
Operations demonstrated conservative decision making to reduct Unit 2 power during maintenance
froubleshooting actvities for a turbine combined intermediate valve test circuit problem. Troubleshooting
dentified the cause of the problem as a blown fuse in the test ci-cuit. (IR 98-02, 5/2/98}
Operations management took immediate and appropriate corrective actions to troubleshoot, repair. und
recalibrate an erronecus ciesel generator fuel oil tank level indication. Management displayed conservative
and cautious approaches for veritying level by having each shift log tank level indications. (IR 98-05. 9/10/98)
Operai’ - management demonstrated conservative decision making by reducing unit power to
frouts- “und repair the 28 circulation water pump shaft bearing sleeve that worked loose.  The plant
operator’s guestioning attitude about the location and appearance of the sieeve resulied in prompt
entification of the problerii. The cause was a set screw that was not countersunk. (IR 98-04, 6/21/98)
09/19/1968 1998005 Pri: OPS NRC POS Pri: 3A  Control room operators demonstrated correct procedure usage. proper annunciator response, three-part
Sec: sec: 1B communications, the phonetic alphabet, and peer checks during power char.ges on Unit 2 Pre-job briefs
5 7 were detailed and aftended by appropriate personnel. (IRs 98-01, 02.4, 98-02, O4.1, 98-03, 03.1, 98-04,
Ter:58 012 9805 04.1)
Operators demonstrated systeri, awarene s and cerrect procedure usage when they immediately identified
and restored a loss of shutdown cooling on Unit 2. A valve unexpectedly went closed during a surveillance
due to a procedure lineup deficiency for a switch located on the remote shutdown panel. (IR 98-06, ©2.4)
09/19/1998 1998005 Pri: OPS NRC NEG Pri: 3A  Operator inattention to detail using the Unit 2 outage safety assessment procedure resulted in the tailure to
Sec: ENG Sec- promply identify a condition of increased risk. The operators failed to recognize that a Core Spray system
E 5 was not available for core cooling as identified in the outage assessment due to safety relief valves being
Ter:

remcved for maintenance. Operators fcied to complete a detailed re view of available systems, plant
conditions, and ongeing maintenance activities that affected system availiutity for core cooling.

ltern . ype (Compliance, Followup, Other), From 10/01/1997 Yo 01/31/1999

Enclosure 1



Page: 20of12 & & Date: 02/17/1999
United States Nuclear Regulatory Commission Time: 15:27:02
Region il PLANT ISSUE MATRIX
HATCH By Primary Functional Area
Functionai Template
Date Source Arec o] Type Codes Item Description
08/C1/1998 1998004 Pri: OPS NRC NEG Pri: 38  The overall performance grade for some licensed operators was a combination of observations of the Shift
Sec: Sec: Technical Advisor and the licensed operator position intc one grade.
Ter:
08/01/1998 1998004 Pri: OPS NRC STR Pri: 38 For the licensed operator requalification process, the sample plan and the reviewed icensed operator
sec Soc written examingations were satisfactory. The development of the Probabilistic Safety Assessment matrix was

noted as a program strengtti. The licensee had performed an analysis of the training/tesiable items versus

Ter: the Probabillistic Safety Assessment data and identified which important events, equipment operability and
operator actions were significant core damage frequency contributors. The licensee then ensured tha! ail

significant contributors were included in operator requalification training.

056/02/1998 1998002 Pri: OPS NRC NEG Pri: 5A  Operations personne! demonstrated a lack of sensitivity for changing unclear steps in the Reactor Core
tsolation Cooling surveillance procedure. The procedure required operators to make independent
verifications that could not be made and required operators tc take actions that were not specifically
Ter: identified in the procedure.

The Emergency Diesel Generator (EDG) procedure precuatuions contained ambiguity related to running the
EDG unlcaded or at low load. This contributed to a small fire on EDG irsulation. (IR 97-12, 2/7/98)

05/02/1998 1998002 Pri: OPS NRC POS Pri: The Plant Review Board (PRB) met the requirermnents specified in Section 1 of the Hatch Quality Assurance
Manual and Section 17 of the Updated Final Safety Analysis Report for the number of members,

Sec: ENG Sec: departments represented, timeliness, and scope of review. The PRB members conducted a detailed and
Ter: thorough review of the 10 CFR 30.59 evaluations comipleted for procedure revision. (Aiso see IR 97-12,
2/7/98)
05/02/1998 1998002 P:i: OPS NRC POS Pri: 24  Operations supervision was actively involved in the Unit 2 High Pressure Coolant Injection maintenc’ and
Sec: MAINT Sec: 28 testing activities and provided continuous oversight and direction. Operators corectly used proce  es.

displayed an attentiveness to detail. and effectiviey monitored system critical parameters. Technicus
Ter: IC  Specifications and surveiliance testing acceptance criteria were met. Maintenance and engineering
support o operations was evident for the planning and work activities.

03/10/1998 199701202 Pri: OPS NRC VIO IV Pri: 3A  The Nitrogen Suppiy system for the Containment Atmospheric Dilution System (CAD) was not well
maintained. Aithough the system remained operable. pressure centrol valves were leaking, insuiati »n was

Sec: MAINT $0E2 ot in place per drawings. ice had formed on piping and vaives. and some valves were not in he required
Ter: testing program. Procedures were not followed to change setpoints based upon operating history. (Also VIO
97-12-06)
021711998 1997012 Pri: OPS NRC POS Pri: 3A  Operators quickly detected and immediately extinguished a small fire on Emerg 3ncy Diesel Generator (EDG)
$ec: MANT e insulation. Maintenance provided support to operations to evaluate the cause of the fire and provided
. & ; recommendations to change the surveillance testing procedure. The probem was caused by running the
Ter: EDG unloaded or at low ioads for an extended time during surveillance and post maintenance testing which
allowed lube oil toc accumulate in the exhaust.
02/07/1998 1997012 Pri: OPS NRC POS Pri: 58 Site equipment reliability and comrective action meetings were effectively focused. Management
Sec: MAINT Sec: 5C demonstarated effective priortization and focus for risk and safety significant equipment
Ter:

Iltem Type (Compliance,Followup,Other), From 10/01/1997 To 01/31/1999
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Page: 3of 12 Date: 02/17/1999
United States Nuclear Regulatory Commission Time: 15:27:02
Region il PLANT ISSUE MATRIX
HATCH By Primary Functional Area
Functional Tempiate
Date Source Area o] Type Codes item Descripfion
01/23/1998 199701103 Pri: OPS NRC VIO IV Pri: 1A Opereators failed to make the required 4-hour report thot the Drywell pneumatic system had isolated
Sec: OTHER Sec: 3A Operators failed to identify that the closing of the vaives was G safety system actuation. The previous
*0 X comrective actions failed to prevent four late 10 CFR 4-hour reports that occurred within the past two years.
Ter: (Aiso VIO 97-11-02, LER 321/97-07)
12/27/1997 1997011 Pri: OPS NRC STR Pii: 18 Operator response to a transient and monual scram resulting from the Unit 2 condensate booster pump
Soc: Sec: 3A check v. 've problems was good in that power was reduced, a manual scram was initiated, and plant
; g procedures were correctly and promptly used. A condensate booster pump check vaive failed to seat and
Ter: resufted in @ overpressure and fail * 2 of a metal suction bellows. (LER 366/97-10)
1272711997 1997011 Pri: OPS NRC POS Pri: 24  Management was actively involv 1 and provided oversight and direction for system walkdowns an.J
Sec: MAINT sec: 28 damage assessment, shutting d~ a 1 the reactor for repairs, and ensuring personnel safety following a
4 3y damaged Unit 2 condensate check valve and ruptured suction bellows. The check vaive stuck open
Ter: 48 causing overpressure and damage of the suction bellows.
12/27/1997 1997011 Pri: OPS NRC STR Pri: 1B Operator actions to immediately identify and verify by instrumentation that the Unit 2 Recirculation pump
Sec: MAINT sec: 3A speed had increased were appropriate and in accordance with procedures and expectations Operator
2 I actions were timely with reactor power reduced to rated after about 2 minutes. Engineering and
Ter: maintenance provided support to investigate and repair the stuck controller pushbutton that caused the
problem.
1171571997 1997010 Pri: OPS NRC STR Pri: 3A  Operator performance ~revented a potential Scram on Unit 1 due to a loss of condenser vacuum
Soc: Sec: 38 Operators identified tf. . problem, reduced power, and restored a valve being manipulated during
i 1 equipment clearance activities to the original position. The proolem was 2 valve on the standby steam jet
Ter: 1A air ejector that had seat leakage
Operator performance during refuleing and fuel movernent was identified as a strength. This was the fourth
refueling outage completed without operator or fue! movement error.
11/15/1997 1997010 Pri: OPS NRC POS Pri: 2A Decay heat removat systems were in good operational condition prior to and during the refueling outage.
Sec: MAINT sec: 28 Management, supervisors, and operators demonstrated a good safety attitude about work activities that
E . could affect core cooling and the removal of systems from service that would decrease emergency system
Ter: availability. Operators prevented work activities in and around control rcom panels where emergency core
cooling system switches were located.
1171571997 1997010 Pri: OPS NRC PQOS Pri: 24 For the Unit 1 Drywell closeout following the refueling outage. the material conditions and general
Sec: MAINT sec: 3A housekeeping were good. The licensee comrectly installed the new reactor vessei insulation as part of the
. i new insulation upgrade program. No system or component leakage was observed. The Unit 2 Torus was
Ter: closed ocut in accordance with procedure requirements. The licensee demonstrated a safety focus toward
equipment and system operability prior to closeout activities. (Also IR 98-06)
11715671997 1997010 Pri: OPS NRC POS Pri: 28  Operations and maintenance interfaced effectively during an infrequent main transformer backfeed
Sec: MAINT Sec: 2A activity. Good overall planning was observed. Operations provided good oversight and direction for
§ il equipment clearances to remove the 1D startup transformer from service. Overall work activities were well
Ter: planned, detailed. and precise

item Type (Compliance,Followup, Other), From 10/01/1997 To 01/31/1999
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United States Nuciear Regulatory Commission Time: 15:27:02
Region il PLANT ISSUE MATRIX
HATCH By Primary Functiona! Area
Functionai Template
Date Source Arec Type Codes ltem Description
11/15/1997 1997010 Pri: OPS POS Pri: 5A  Allsignificant occurrence reports reviewed were correctly classified and were being actively tracked for
Sec: OTHER Sec: 5C resolution. The recommended schedule for determir ing root cause and subsequent cormrective actions were
i £ appropriate for the situation. The occurrence reports were receiving senior and department level
Ter: management aftention and review.
1171571997 199701002 Pri: OPS VIO IV Pri: Unit 1 was in cold shutdown when operators withdrew a control rod with accumulator pressure less than thai
Sec: MAINT o specified by Technical Specifications. Several accumuiators had been discharged in preparation for
i i maintenance activities and operators were attempting to time the control rods ot the same time the
Ter: accumulators were discharged. (LER 321/97-05)
11/03/1997 1997009-01 Pri: OPS VIO IV Pri: 3A  Operations demonstrated poor oversight and coordination of G battery charger transfer activity. A plant
Sec: MAINT sec: 3C equipment operator failed to follow (use) procedures goveming continuous activities that affected the
: : operability of Emergency Diesel Generators (EDG) and their battery chargers. The battery chargers for EDG
Ter: 2A and 2C were rendered incperable due to an incorrect breaker alignment. (LER 366/97-U9)
Operations supervision failed to follow procedures to correctly generate a Maintenance Work Order
package for a Reactor Manual Control system relay replacement. Operations supervision authorized work
and maintenance personnel performed working using a work package that did not contain work instructions
or post maintenance testing information
A required VT-1 inspection was not completed following work on the 2B feedwater check valve hinge pin.
(VIO 97-09-01)
10/04/1997 1997009 Pri: OPS WK Pri: 18 The operating crew’s performance on Unit 2 resulted in additional challenges during a nomal manual scram:.
Sec: Sec: 3A Operators slow response to control level and reset the Scram allowed reactor level to increase. This resulted
k i in manual closing of the Main Steam Isolation Valves to prevent flooding the iines and using Reactor Core
Ter: Isolation Cooling for pressure control
12/29/1998 199800704 Pri: MAINT NCV Pri: 1A Alack of administrative controls resutted in an inappropriate surveillance frequency and g missed Technical
sec: OPS sec: 28 Specification surveillance test on the Linit 2 Reactor Building Exhaust Radiation Monitoring system. The
: 3 i licensee’s immediate corrective actions were timely and comprehensive (M3 2)
er:
09/19/1998 1998005 Pri: MAINT POS Pri: Unit £ Inservice Inspection activities were conducted in accordance with procedures, licenseu
Sec: Sec: commitments, and regulatory requirements. Underwater welding related to emergency core cooling
: 5 equipment suction strainers was accomplished by quaiified ond certified welders using certified fill material.
Ter:
06/20/1998 1998003 Pri: MAINT POS Pri: 5B Actions to identify and comrect totol indeakage was satisfactory. Licensee management was kept informed
Sec: sec: 5C of the total amount of radwaste in-leakage which was indicative of component and system leaks. Leakage
i ¥ was routinely assessed and leakage reduction was often identified as a priority. Although management
Ter: goals for total site radwaste in-leakage were generally not met, the amount of indeckags for 1998 to date,

was improved from the vaiues recorded in 1997,

item Type (Compliance,Followup Other), From 10/01/1997 To 01/31/1999



Page: 50f12 . Date: 02/17/1999
United States Nuclecr Regulatory Commission Time: 152702
Region Il PLANT ISSUE MATRIX
HATCH By Primary Functiona! Areu
Functional Tempiate
Date Source Area D Type Codes ltem Description
06/20/1998 1998003 Pri: MAINT NRC NEG Pri: 55  Maintenance and engineering personnel falled to recognize and expeditiously corect mechanical system
sec: ENG Sec: 48 and component deficiencies. For two months, maintenance and engineering personnel failed to recognize
5 i the root cause of problems associated with the Unit 1 Core Spray jockey pump. The significance of the
Ter: 4C  tolerances for the impeller clearances and flatr-ss of the casing wear plate was not identiifed.
06/20/1998 1998003 Pri: MAINT NRC POS Pri: 5A  Maintenance and engineering personnel took prompt and prudent action in conducting an assessment and
Sec: ENG Sec: 2A inspection of the bearing condition for the 1A Emergency Diesel Generator after an analysis indicated a
; N wear particle concentration increase. The inspection revealed that the wear increase was due 1o normal
Ter: 48 wear-in for a new bearing and a replacement bearing was not necessary
06/20/1598 1998003 Pri: MAINT NRC POS Pri. 1A Operator performance for the Unit 1 Control Rod Drive system festing and corrective maintenance for
Sec: OPS sec: 3A Balance of Plant leaks was excellent as evidenced by correct procedure usage. clear and concise
3 § communications, peer checks, and carefu! switch manipulation. Supervisors were present fo provide
Ter: support and direction and to make on-the-spot decisions.
05/02/1998 19980C 208 Pri: MAINT NRC NCV Pri: 3A  The Technical Specifications (TS) requirements for @ Unit 1 Reactor Building Ventitation Radiation monitor
Sec: Sec: 28 setpoint was not met. A technician left the setpoint greater than the 1S allowable value. A supervisory
i E review of the completed procedure failed to identify the error
Ter:
0472171998 1998001-02 Pri: MAINT NRC VIOV Pri: 3A  Maintenance personnel failed to follow procedures and work was performed = “& Unit 2 Standby Liquid
Sec: Sec: Control system that was not specified on the maintenance work order and was outside the approved
S ¥ clearance boundary. This rendered both trains of the system inoperatiie when a pipe was cut to remove a
Ter: valve.
03/2171998 1998001 Pri: MAINT NRC POS Pri: 28 For maintenance rule (a) (2) systems, structures and components (SSCs). performance criteria had been
Soc- Sec: established, suitable frending had been performed, and conective actions were taken when S3Cs failed to
3} ) meet performance critena or experienced failures. Industry wide operating experience had been
Ter: considered
03/21/1998 1998001 Pri: MAINT NRC WK " «~veral weaknesses were identified in the periodic assessment procedure for the Maintenance Ruie. For
Soc: sec: 28 ~ple, the procedure did not adequately address review of goals, performance, effectiveness of
" i ~rective actions, and optimizing availability and reliability
Ter:
0372171998 1998001 Pri: MAINT NRC POS Pri: 3A  Personnei performance during routine surveillance activities between 10/97 and 3/98 was satisfactory.
Sec: OPS Sec: Procedures were consistently used, communications were generally three-part, clear, concise and met the
- g requrements of the communications procedure i observed some work activities and provided
Ter: direction and assistance when needed. (Also IR 97-09. 97-10, 97-11)
03/20/1998 1996008 Pri: MAINT NRC NEG Pri: 28 Some manufacturer recommended steps and good industry practices were not incorporated into circuit
Sec: Sec: breaker maintenance procedures. Examples included the following: reduced voltage functional test, check
i g of the anti-pump circuit. breaker operating time check. and clearance check between tipping trigger. trip
Ter: latch roller. and closing trigger

item Type (Compliance, Foliowup, Other), From 10/01/1997 To 01/31/1999
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Region 1 PLANT ISSUE MATRIX
HATCH By Primary Functional Area
Functional Template
Date Source Area 1] Type Codes Item Description
02/07/1998 199701203 Pri: MAINT NRC NCV Pri: 3A  Due to alack of attention to detail. surveiliance schedulers failed to submit a surveillance procedure
Sec: Sec: frequency change form and the required weekly test frequency was not met for the Reactor Protection
& 7 System channet switches
Ter:
02/07/1998 1997012 Pri: MAINT NRC POS Pri: 3A  Maintenance and engineering personnel provided support for the troubleshooting and repair of the 2C
sec: ENG Sec: 48 Emergency Diesel Generator (EDG) follow! 3 a failure to start. Procedures were comrrectly used and
i : supervisors were present to provide oversight and direction during troubleshooting. The activities identified
Ter: that the govermnor shutdown sclenoid was the problem.
02/07/1998 1997012 Pri: MAINT NRC POS Pri: 3A  Maintenance perscnnel and plant equipment ope  Jtors exhibited procedural famiiiarity for the isolation »f
Sec: OPS Sec: the instrument air supply outside the power block tt i was leaking due to corrosion and was being
% § reploced. Performance was demonstrated by actions to close proper valves to correctly isolate the air
Ter: headers, placing temporary air hoses to maintain component operation, and establishing a correct
clearance boundary. Appropriate fire actions were taken for a blocked open fire door.
12/27/1997 1997C11 Pri: MAINT Self NEG Pri: 3A  Poor maintenance work practices resulted in a leak from the nitrogen supply line to the Unit 1 *B" inboard
Soe: Soc: Main Steam Isolation Valve. "O" rings were not instailed properly and nitrogen leaks occurred that required a
: g unit shutdown for rework activities. (LER 321/97-07)
Ter:
1272771997 1997011 Pri: MAINT NP7 STR Pri: 3A  Routine mcintenance activities between 12/15/97 and 10/04/97 were generally completed in a thorough
Sec: Sec: 28 and correct manner. Workers consistently used procedures, and followed work instructions of work
g i packages. Documentation of work performed and as-found conditions of equipment was detailed and
Ter: accurate. Supervisors observed work activities and provided direction anc oversight durir~ the work. (IRs
97-09. 7-10. 97-11)
12/27/1997 1997011 Pri: MAINT NRC WK Pri: 38 Poor supervisory oversight of loaned personnel during the Unit 1 refueling outage was identified. Loaned
Sec: MAINT sec: 3C personnel trom another site removed insulation from safety reiated equipment to remove snubbers. The
- : removed insulation was nct documented, tracked or replaced
Tes:
11/15/1997 1997010-03 Pri: MAINT Self NCV Pri: 3A  Operators lack of aftention to detail during testing on Unit 1 resutted in an Engineered Safety Feature
sec: OPS Sec: actuation. During local leak rate testing, twe operators placed jumpers ir c A incomrect panel causing the
Bty ey 5 actuation. Operator peer chiecks and independent verifications failed to r.revent the error
Ter:
10/04/1997 1997009 Pri: MAINT NRC POS Pri: 2A  Maintenance and erigineering support to operations following the 1A Emergency Diesel Gen rator (EDG)
sec: ENG sec: 48 failure to start on September 4 was excellent as evidenced by troubleshooting and history reviews. The
3 . review identified that a fuel oil check valve failure caused the problem. The review of past performance
Ter: and repair history of the faiied fuel oil check valve repiacemet s for all EDGs demonstrated conservat ve
decision making. The licensee altered the preventative maintenance schedule for the valves.
10/04/1997 1997009 Pri: MAINT NRC POS Pri: 3A  Maintenance personnel’s attenfion to detail during a system walkdown led to the discovery f broken pieces
sec: ENG Sec: 48 of the Unit 2 High Pressure Coolant Injection pump flange bushing. The bushing was replaced and the
. g bearing was repaired. The pump vendor suspected that slight shaft movement occurred causing the
Ter: bushing to be damaged. (LER 366/97-08)
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10/31/1998 1998006 Pri: ENG NRC POS Pri 3A  Field engineering support for implementation of design changes on Unit 2 was effective and thorough. The
Sec: MAINT Sec: 48 implementation engineers coordinated activities directly with craft foremen and provided direct oversight in
g ) resolving installation problems
Ter:
06/20/1998 1998003 Pri: ENG NRC NEG Pri: 28  Aack of attention to detail by corporate engineering resulted in undersized wiring and incormrect breaker trip
Sec: Sec: 18 setpoints for a Motor Control Center (MCC) associated with the Turbine Building Chilled Water system. The
s : water system is not safety related but is important to safety. As a result the non-safety related MCC lost
Ter: power. Operations personnel were required to take compensatory actions to limit loads on the MCC to
minimize the impact of the design error
06/20/1998 1998003 Pri: ENG NRC NEG Pri: 3A  The request for engineering review (RER) process was not rigorously implemented as required by procedire
See: Sec: 43 RERs were not consistently tracked by department. The disposition of RERs was not thoroughly controsled by
7 - the engineering departments, nor was the status of RERs communicated to requesting departments. The
Ter: RERs did not affect safety related equipment.
05/02/1998 1998002 Pi: ENG NRC POS Pri: 5A  Audits in the area of the 10 CFR 50.59 Evaiuation Program were thorough and detailec. The quaits were
sec: OTHER Sec: 48 conducted by corporate and site personnel knowledgeable of the safety evaluation program. The
i i response and corrective actions to audit findings were timely and appropnats to ensure program
Ter: 38  implementation. Site and corporate personne’ had received specific training to conduct 10 CFR 50.59
evaiugticns. The .afety evaiuation procedure included appropriate and detailed guidance for the
preparation and review of 10 CFR 50.59 evaluations.
05/02/1998 199800203 Pri: ENG NRC NCV Pri: 3 The failure to comoare and document the closure 1. ne of the Unit 2 Reactor Core Isolation Cooling valve,
sec: OPS Sec: 2ES1-FO03, to the insetvice testing reference time, was identified. The valve cycle time was not revised and
§ s monitored following maintenance activities.
Ter:
04/21/1998 199800103 Pri: ENG NRC VIO IV Pri: 3A  Personnel tailed to review. approve, and obtain signature authority of the responsible engineer for g pressure
Sec: Sec: 48 test following scfety relaied work on the Unit 2 Standby Liquid Coritrol system. Cut piping was welded,
: y approved. and placed in service without a review from the responsible engineer.
Ter:
04/21/1998 1998001-08 Pri: ENG NRC EFL Pri: 3A A missing temperature switch on each train of the Main Control Room Environmental Control system
Soc: sec: 48 rendered each train incapable of performing a design safety function to protect personnel from radiction.
i 3 The licensee believed that the switches had been missirg since original installation of the systems. NCV
Ter: 5C  98-02-04 was later issued
03/20/1998 1998008 Pri: ENG NRC WK Pri: 4A  Weaknesses were identified in the original calculations of circuit breaker control voltage with respect to
Sec: OTHER Sec: design inputs and conclusions. The worst case calculated voltage at the closing coil for Emergency Diesel
;i % Generator 1B was below the published minimum operating voltage for the coil.
Ter:
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02/07/1998 1997012 Pri: ENG NRC POS Pri: 54  Engineering personnel demonstrated excelient observations for problem identifiecation on the Standby

Sec: MAINT sec: 5C Liquid Control (SBLC) and Plant Service Water (PSW) systems. Missing boits on the SBLC test tank (seismic
? i concem) was identified by the system engineer during a system walkdown. Maintenance replaced the
Ter: bolts. A small section of piping. 12-15 inches, that did not have missile shielding since initial construction was
identifed by a system engineer during a PSW system walkdown. A temporary concrete barrier was
immediately placed for corrective ~ctions. Maintannce and engineering support to identify and corect

the problems were iimely.

02/07/1998 1997012 Pri: ENG NRC POS Pri: 48 The problem solving { 2am convened by Nuclear Safety and Compliance conducted a detailed
Sec: PLTSUP Sec: 5A investigation for the root causes of the fission product monitor and commercial grade oxygen analyzer
i K procblems. The systems would not operate properly to meet the surveillance require™ nts. The team
Ter: determined that the problems with the systems included incorrect operation of the system, vacuum leaks,
and degraded components. Previous design changes also contributed to the problems for line routing that
allowed moaisture buildup to hinder operations.

1171571997 1997010-04 Pri: ENG Licensee DEV Pri: 3A A missed commitment for Unit 2 Technical Specifications amendment 132 was associated with the altemate
Sec: Sec: leakage path equipment. The licensee identified a missed commitment to treat (fest) altemate leakage
d g path equipment (repair/replacernent) as ASME code. A code test was not completed before unit startup as
Ter: required
1171571997 1997010-09 Pri: ENG NRC NCV Pri: 3A  Engineering perscnnel fGiled to identify that a procedure change required a Final Safety Analysis Report
Sec: Sec: (FSAR) change. The issue was for Residual Heat Removal system on-line testing. The FSAR specified that
i 3 certain testing be conducted with the unit shutdown and the system drained. On-iine testing was
Ter: completed for the system without revising the FSAR.
09/19/1998 1998005 Pri: PLTSUP NRC NEG Pri: 3A  The As Low As Reasonably Achievable (ALARA) pianning was limited in some respects as evidenced by
Sec: Sec: minimal participation by upper management in scheduled plant ALARA committee meetings and by
i i inspector observations of a pre-job briefing that contained inconclusive details.
Ter:
09/19/1998 1998005 v PLTSUP NRC POS Pri: 24  Emergency facilities and equipment were maintained in an operational status. The licensee maintained
Sec: sec: IC on-shift dose assessment capabilities that were user fiiendly and required minimal training. The licensee

maintained a satisfactory Emergency Preparedeness (EP) fraining prgram. The £P audits satisfied the
Ter: 3C  requirements of 10 CFR 50.543 (1). Both of the licensee s Notices of Unusual Events since August 1996 were
property classified and notifications were made in a timely manner

09/19/1998 1998005 Pri: PLTSUP NRC POS Pri: 3A  Actions for c Notice of Unusual Event were correct and timely when two workers fell from a sc affoid and
Sec: Sec: were tfransported to a hospital. The workers were potentially contaminated. Procedures were comrectly used
i . g and contamination control techniques were cormrect
er
08/01/1998 1998004 Pri: PLTSUP NRC POS Pri: 1IC  Both passive and active barriers of the vehicle barrier systemn were in place and operable as required by the
Sec: Sec: 28 site security plan and licensee procedures. Frequent adjustments to the airline cable were determined to be
i : 3 caused by environmental conditions and the placement of the cable
er

Item Type (Comptliance Followup,Other), From 10/01/1397 To 01/31/1999



Page: 9of | & Date: 62/17/1999
o United States Nuclear Regulatory Commission Time: 15:27:02
Region i PLANT ISSUE MATRIX
HATCH By Primary Functional Area
Functional Template
Date Source Area iD Type Codes lter Description
06/20/1998 1998003 Pri: PLTSUP NRC NEG Pri: 38 Although some recent improvernients were observed in the quaiity of personnel contamingation reports

Soc: Sec: 58 (PCRs).mmmlmwmmtmmmcmmmmm'mnﬁﬁedtoom
2 i involved departments, Some PCRs did not specifically identify the cause of the problems or moke
Ter: recommendations to prevent repeat problems. The personnai assigned to compiete PCR getermingtions
were not framed in root cause and corrective action anclysis.

06/20/1998 1998003 Pri: PLTSUP NRC POS Pri: 5SA The completion of a contamination control self-assessment demonstrated sife monagement’s increased
. J sensitivity for contamination control issues and a need for improvement. The self-assessment was thorough
e $0c:5C  and detailed
Ter:
05/02/1998 1998002 Pri: PLTSUP NRC NEG Pi: 1IC  The command and control responsibifities of the first responders for emergencies during a medical
Sec: sSec: 28 emergency drill were not clearly delineated or defined This contributed to a lack of command and control
3 ~ observed during the medical drilt conducted in April, 1998 information communicatzd to the control room
Ter: during the drill did not identify that the simulated injured individual was contamingted  Subsequent
information relayed to the hospital was incorrect.
05/02/1998 1998002 Pri: PLISUP NRC POS Pri: 34  Plant Health Physics had piaced increased emphasis upon area decontamination and the removal of debris
Sec: Soe: from contaminated areas. This was partially accompiished through better house keeping which has
i . 3 generally improved since the last report period.
er
05/02/1998 1998002 Pri: PLTSUP NRC POS Prii 3A  Chemistry’s persistence in determining the root cause for the loss of the primary Reactor Coolant system flow
Sec: Sec: 5A to the continuous in-line conductivity cell resutted in a detailed and timely solution to the problem. The
: . 1 problem was determined to be a combination of design and procedural lineup aeficiencies.
er
05/02/1998 1998002 Pri: PLTSUP NRC POS Pri: 1IC  The fire protection personnel provided an effective drill for the fire brigade. Response and coordination
sec: OPS Sec: objectives were met. Minor deficiencies associated with a failure to initially establish a hydrant operator and
2 ; sparse followup messages to the fire brigade leader were discussed with the fire drill coordinator These
Ter: deficiencies were also discussed in a post drili critique for corrective actions.
The fire brigade leader demonstrated good leadership abilities by setting up a command post. using
applicable procedures, and providing oversight and direction to fire brigade members during the
performance of an unannounced fire drill conducted on March 3, 1998. (IR 98-01, 3/21/1998)
0472171998 1998001-04 Pri: PLTSUP NRC VIO IV Pri: 3A A failure to conduct adequate surveys to evaluate the extent of radiation levels and potential hazards 10
sec: OPS sec: 3C workersconducﬁngcondensotepwmvbroﬂonondysismeosurementswﬁhmoHig'\Rodoﬁonoreohfhe
§ 5 Unit 1 Turbine Building, was identified. The surveys reviewed failed to identify maximum contact and ger-=ral
Ter: area dose rates where specific work activities occurred. (VIO 98-01-04)

A failure 1o follow procedure in accordance with Technical Specification 5.4.1 for entry into a High Radiation
Areq, was identified. Workers entered the area and failed to notify Heci*h Physics of pianned work activities
No overexposures occurred. (VIO 98-01-06)
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J3/21 71998 1998001 Pri: PLTSUP NRC NEG Pri: 34  Numerous exampies of poor facility housekeeping. cleaniiness and contamination contro! practices were
Soc: Soc: identified. Examples included, use of protective clothing. cloth ana paper coveralls, cloth liners, and rubber
P E gloves that were discarded outside of established coliection receptacies. Discarded paper frash was
Ter: observed. Abandoned tools and equipment that extended across established radiological control
boundaries were observed.
03/21/1998 1998001 Pri: PLTSUP NRC WK Pri: 48 Brand Industrial Services Company silicone foam penetration seal designs were not supported by available
Sec: ENG sec: 4C vendor qualification test records. The licensee did not perform engineering evaluations that satisfied the
g : guidance of NRC GL 86-10 for deviations from fire barrier configurations quailified by test results and
Ter: evaluations.
0372171998 1998001 Pri: PLTSUP NRC NEG Pri: 3A  Poor supervisory oversight of chemistry activities and poor chemistry interface with the operations
sec: OPS sec: 3C department confributed to a failure to follow procedure during drywell sampling activities. Technicians
g 4 completed an incerrect sampie analysis that was not questioned or reviewed by chemistry supervision.
Ter: Procedures were not followed and operations personnel failed to question the sample results.
03/10/1968 1997012-07 Pri: PLTSUP NRC VIO IV Pri: 3A A failure to follow procedure was identified for the failure to document release surveys. Also, a failure to
Sec: Sec: dispose of licensed material in accordance with 10 CFR 20,2001 (Q) requirements, was identified. (VIO
2 i 97-12-07 and 97-12-09)
Ter:
03/1071998 1997012-09 Pri: PLTSUP NRC VIO IV Pri: "8 Personnel who identified contaminated material in the onsite landfill failed to initiate a deficiency card for
sec: OPS Sec: 3A the problem. This was not in accordance with site procedures.
Ter: Operations failed to submit a timely deficiency carc for a frozen safety related nitrogen prescure control
valve. Discrepant conditions of minor significance were not consistently documented as deficiencies. (IR
98-04, 6/21/98)
03/10/1998 1997012-10 Pri: PLTSUP NRC VIO IV Pri: 3A  The licensee failed to maintain decommissioning records in accordance with 10 CFR 50.57 (g) requirements
2 E for contaminated material discovered in the onsite landfill.
Sec: OTHER Sec:
Ter:
02/07/1998 1997012 Pri: PLTSUP NRC POS Pri: 3A  licensee Heatth Physics technicians appropriately identified the disposal of licensed material in the onsite
Sec: sec: landfill as a deficient radiological condition. This concem was identified to supervisiors and licensee
g : management, however, the problem was not considered a deficiency and no deficiency card was
Ter: completed.
02/07/1998 1997012 Pric PLTSUP NRC WK Pii: 3A  Technicians and management interpretations of radiation control procedural requirements were inconsistent
Sec: sec: 2B with respect to the procedural methods and equipment available for use to tusk material prior to release
i R from a radiological controlled area. The limited use of automated gamma-sensitive equipment to conduct
Ter: surveys of aggregate Unit 1 Rodwaste Building concrete debris released to the onsite landfill was identifed as

a program waakness.
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02/07/1998 1997012-08 Pri: PLTSUP NCV Pri: 3A  Fission product monitoring troubleshooting activities ied by chemistry, with maintenance and operations
Sec: MAINT sec: 78 personnel support was not well planned or coordinated. As a result, personnel error ied to a breach of
e y primary containment integrity when o manua! valve that was required to be closed was cpened.
Ter
1272711997 199011 Pri. PLTSUP STR Pri: 1IC  The licensee's root cause analysis to identify causes of an increasing trend in worker contaminations and
Sec: ENG Sec: 58 corrective action recommendations was appropriate. The analysis identifed that the structure of the new
5 2 maintenance performance teams recently implemented biurred the responsibilities for the radiation and
Ter: contamination control programs, diluted worker accountability, and created a talse sense of security among
team workers. The licensee reorganized the teams.
12/27/1997 1997011 Pri: PLTSUP POS Pri: 3A  Proficiency of chemistry technicians and radwaste operators during the conduct of a Unit 2 liquid fioor drain
X iy sample tank effluent release was dernonstrated by correct procedural usage and attention to detail.
Sec: OPS Sec: I1C
Ter:
11/15/1997 1997010 Pri: PLTSUP SR Pri: IC Review of protected and vital arec requirements from 12/15/97 to 03/10/98 revealed that personnel, vehicle,
Sec: Sec: and package searches were correctly made. Procedures were correctly used for these activities. Vehicles
. ; were searched, escorted and secured as described in applicable procedures. Perimeter fences were intact
Ter: and not compromised by erosion or disrepair. (IRs 9709, 97-10, 97-11, §7-12)
11/15/1997 1967010-07 Pri: PLTSUP NCV Pri 1C  Faiiure to have adequate surveillance procedures to meet Containment High Range Monitors caiibration
o sec: 28 requirements specified in NUREG- 0737, was identified. Only four of the six range decades above 10
¢ : Roentgens per hour were calibrated properly
Ter:
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Type Codes: Tempiate Codes: Functional Areas:
'BU  Bulletin i : e 1A Normal Operations e TR T T IR
/CDR  Construction 1B Operations During Transients MAINT  Maintenance
DEV  Dev.ation |1C  Programs and Processes | ENG Engineering
(EEl Escalated Enforcement item ; |2A  Equipment Condition : (PLTSUP  Piant Support
"l Inspector follow-up ifem z |28 Programs and Processes 1 (OTHER _ Other v
LER  Licensee Event Report | [3A  Work Performanc - ‘
UC  Licensing Issue ; 38 KSA
MISC Miscellaneous ! 13C  Work Environment
MV Minor Vioiation |4A  Design
INCV  NonCited Violation : 4B Ergineering Support
'NEG  Negative } '4C  Programs and Processes
INOED Notice of Enforcement Discretion I5A  Identification
NON  Notice of Non-Conformance ! y 58  Analysis
P21 Part 21 : /5C  Resolution
;zpos Positive 1 R I
éSG| Sal‘eguovd Event Report 1 m’c‘ g "'NRC’ ¥t T &
SIR  Strength | ' Self Self-Revealed
; UR Unresolved item lLicensee  Licensse
VIO Violation | i |
WK Weakness |

EEls are apparent violations of NRC Requirements that are being

considered for escalated enforcement action in accordance with the "General Statement of Policy and

Procedure for NRC Enforcement Action” (Enforcement Policy). NUREG-1600. However, the NRC has not reached its final enforcement decision on the issues identified by the EEls
and the PIM entries may be modified when the final decisions are made.

URIs are urvesolved items about which more information is required to determine whether the issue in question is an acceptabie item, a deviation, a nonconiormance. or a
violation. A URI may aiso be a potential viciation that is not likely tc be considered for escolated enforcement action. However, the NRC has not reached its final conclusions on
the issues, and the PIM entries may be modified when the final conclusions are made
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INSPECTION TITLE/PROGRAM AREA NUMBER OF PLANNED INSPECTION TYPE OF INSPECTION - COMMENTS
PROCEDURE/ INSPECTORS DATES
TEMPORARY
INSTRUCTION " i
73753/92902 In service Inspection 1 April 1999
73743/92902 In service Inspection 1 April 1999 Regional initiative - Generic Concerns
- UT on Jet Pumps
- FAR Inspection
92903 Engineering Followup 1 April 1999 Regional initiative to close previously
opened electrical items
83750 Radiation Protection 1 April 1999 Core
81700 Security 1 May 1999 Core
I 84750/86750 HP & Chemistry 1 June 1999 Core
93809 Safety System Engineering 4 June 1999 Core
Inspection
83750 Radiation Protection 1 July 1999 Core
NUREG-1201 Initial Examinations 3 October 1999 Initial Exams for 12 candidates
l 84750/86750 HP & Chemistry 1 October 1999 Core
81700 Security 1 October 1992 Core
82301/82302 EP Exercise 3 October 1999 Core l
40500 Corrective Actions 3 October 1999 Core ]
r Cask Storage Facility Inspection
80853 Concrete Pour 1 April 1999 Regional Initiativ:
7 60853 Crane Modifications 1 June 1999 Regional Initiative
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INSPECTION

TITLE/PROGRAM AREA

Review Onsite Construction

NUMBER OF

INSPECTORS

" PLANNED INSPECTION

DATES

TYPE OF INSPECTION - COMMENTS

Regional initiative

Review Security Upgrades 1 October 1999 Regional init:ative
Observe Dry Run Activities Team October 1999 Regional initiative
Obsew_e_ln_‘g_gd;m Activities November 1999 M Initiative ___j
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