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DIKE POWER

March 16, 1992

Director, Office of Enforcement

U. 5. Nuclear Regulatory Commiss.on
ATTN: Document Control Desk
Washington, DC 2055%

Subject: Catawba Nuclear Station
Docket Nos. 50-413 and 50-414
NRC Inspection Report Nos. 50-413/91-27 and 50-414/91-27
Reply to a Notive of Vielation

Ati.ached is Duke Power’s response to the ILevel IV violation
concerning configuration control problems cited in “he Nocice of
vivlation and Proposed Imposition of Civil Fenalty dated February
i, 1992, Duke admits the violation oce¢urred and sobmitted the
payment of the civil penalty oa March 12, 199%92.

Also attached is [Duke’'s response to tywe aaditiona' examples of
corfiguration centrel problems that ere documented in NRC
Inspecticon Report Nos. 50-413/91-28 and 50~414/91-28 dated februar,
5, 1992.

Attacament 1 contains copies of two LERsS regarding breakers 1ERPC
#22 ani 2EKPH #22, Attachment 2 contains letters from Operations
managenent to Operations personnel on component mispositionings and
valve positioning basics, and Attachment 2 contains information
pertaining to the Component Positisning Team.

L¢ reguested in the Notice of Violation, Attachment 4 contains
Luke Power’s corporate directive on independenc verification, and
“atawba’s plans for implementaticn of the directiva.
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U. &. Nuclear Regulatory Commission
March 16, 1992
Page 2

Catawba is very concerned about tr. +vend that has developed with
respect to mispositioning events. We are dedicating considerabl:
management attention towards the goal of reversing this trend.
Duke Power is currently implementing a company-wide program which
is centered on achieving excellence in the way we do business. The
implementation of this program comes at an gpportune time to assist
ug in solving our component positioning problem. We will be using
the program of "managing for excellence" as our approach in dealing
with this problem. Attachment &5 describes this program and
provides the direction we are taking towards achieving excellence.

Very truly yours,

W L

" { }y. \‘C I"»’\,L/-., ‘“\\__.\
M. 8. Tuckman
RKS/V10191.27
Attachments

xXc: 8. D. Ebneter
Regional Administrator, Regicn 11

R. E. Martin, ONRR

W, T. Orders
Senior Rerident Inspector
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DUKE PCWER COMIANY
REPLY TO NOTICE OF VIOLATION
413, 414/91-27

Contairment Isclation Verification

On November 18, 19%1, operatiors personnel verified that the
"inside" containment isolation lineup was correct instead of
the "outside" containment i{solation lineup as required by the
operations support worksheet

The following two examples of confiyuracion control problems are
documented in Inspection Report %0-413/91-28 and 50-414/91-28.
However, they are being addressed In this response as requested in
the subject Inspection Reports (9'-:7 and 91-20).

F)

NS _Pump 2B

On December 10, 1991 with uUnit 2 in Mode 5, Cold Shutdown,
Ferformance Department technicians were in the process of
conducting inservice testing (IST) of the Train B Containment
Spray (N3) prmp. Due tu an improper valve alignment, the pump
wag started withmut a guction source, and ran for
approximately 4-% minutes before being secured.

Unit 2 Mpin Tuckine

On December 16, 1991, at approximately 7:3% a.m., Unit 2 was
in Mode 4 iIn the process of starting up from the 2EOCH
refueliny outage. Irstrumentation and Electrical (IAE)
personnel were peirforming post-modification testing of a new
mal1n turbine control system installed during the outage when
an inadvertent main turbine roll occurred.

This is a Severity level IV Violatiun (Supplement I).

3.

Adaission or Denia) of Violatien

Puke Power admits the violation.

Reason _¥or Violation

A) Breaker 1EXEG #22
This incident is attributed to a lack of attantion to
detail by the operator when tagout 01-2764 was prepared.
The operator failed to correctly impleweat the

2
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DUKE POWER COMPANY
REPLY TO NOTICE OF VIOLATION
413, 414/91-27

information given in Technical Memorandum 21-07 wheh he
listed the wrong breaker on this tagout. This in~tident
is described in LER 413/21-20. A copy of this LFR can be
found in Attachment 1.

2NI=118A & 2N1-150R

This incident i1s attriruted to a lack c¢f attentior to
detail in that the coperator ipappropriately signed-off
the two valves as being closed when in fact they were
open. Ia addition, there were two other factors that
contribvted to this incident. One factor was procedural
complexity and lack of clarity. The second factor
invelved miscommunicrtion between the test coordinator
and the operator. The operator was given two valve
checklists which were part of the test procedure. The
operater did not understand that the two checklists were
t¢ be implemented separately. As a result, the operator
discovered that the checklists contained conflicting
vilve positions. This misundzrstanding added confusion
and contributed to the operator’s mistake of signing off
the valve positions incorrectly.

28V=-€8

This incideni was caused by a poor wnrk practice and a
lack of attentinsn to detail by the operator involved.
The uperator failed to follow the required practice of
signing off valves individually as they are verified. 1In

this instance, the operator veri~‘ed the position of
several valves and then signed thoaw off.

28M=103

This incident occurrad because tne operator failed to
check the two tags hung on the valve. Both of these tags
indicated that the valve was open. This crror is also
attributed to a manzgement deficiency. Operations
management did not clearly define their expectations to
ths operators wath respect to valve verifications
involving red tagse, Operations managemenrt expected that
an operator would us~ both red tags and manual
manipulation to verify valve position, The operator
believed that the verification was to be carried out
without any dependence on the red tajs. The operator did
try to close the valve to verify its pusition. However,
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DUKE POWER COMPANY
REPLY TO NOTICE OF VIOLATION
413, 414/91-27

event, another mispesitioning event occurred which
involved breaker 2EKPH #22. This breaker is related to
1EKPG #22 in that it performs the same function but on
the opposite train., This incident was reported in LER
413/92~02. A copy of this LER can be found in Attachment
1 and it covers the corrective actions taken in response
to this avent.

The following items given in LERs 91-20 and 92-02 as a
planned action have been completed:

1) Planning han added a note to predeflined work orders
for 1(2)CR=AHU~1 and 1(2)CRA~PFT-1 identifying the
need for a tagout for 1EKPG #22 (2EKPH #22) when
working in these components, This provides further
assurance of proper configuration control.

2) Operations has revised Operations Management
Procedure (0OMP) 2-5 tc¢ strengthen the wanagement
controls over the process of using Technical
Memorandums.

SNI-118A & ¢NI-150B
The following actions were taken in response to the
incident invelvinyg 2NI-118A and 2NI~150B:

1) The 2A NI PFump was secured after 20 seconds of
operation.

2) 2NI~118A and 2NI-130B were closed following
verification of their proper position.

3) The individual involved received appropriate
corrective discipline per DPC Management Procedure
101,085,

4) Performance conducted an IWP test on 2A NI Pump on
December 14, 1991. Pump performance was verified
to be unaffected by this occurrence.

L=
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DUKE POWER COMPANY
REPLY 70 NOTICE OF VIOLATION
413, 414/91-27

28V-66

The following actions were taken in response to the
incident iuvolving 28V-66"

1)

2)

3)

4)

6)

7)

Coere altecrations weve immediately halted by the
Shift Superviror upon discovery of the discrepancy,

28V~66 was clused following verification of its
proper position.

All Containrent refueling activitics were suspended
for two days while a double verification of each
containment penetration was performed. This
verification identified no other alignment errors.

An individual was designated to coordinate and
monitor the status of contaimment integrity for the
remainder of the refueling outage. No other
instances occurred durinag the remainder of the
outage.

The individual involved received appropriate
corrective discipline per DPC Management Procedure
101.05.

The Shift Qperations Manager (SOM) provided verbal
and written guidance on component mispositioning
and position verification to each shift on the
following dates:

A shift - 11/20/91
B Shift - 11/22/91
C Shift -~ 11/20/91
D Shift -~ 11/27/91
E Shift - 11/71/91

A copy of this written guidance is given in
Attachment 2.

A letter from the Shift Operating Manager on
management’s expectations with respect to Valve
Positloning Basics was issued to each shift on
November 25, 19%1. A copy of this letter iz given
in Attachment 2.
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DURE POWER COMPANY
REPLY TO NOTICE OF VIOLATION
413, 414/91-27

The continuous TImprovement Action Team reviewed
this and other valve related component
mispositioning incidents. Basic methods and
expectationg concerning operator manipulation of
valves were developed. These basics were
reiterated to each shift in person by the Shift
Operations Manager. Thase basics have been
incorporeted into OMP 2~33, Valve and Breaker
Pcsition Verification and Valve Cperation.

28SM~103

The

following actions weres taken in regponse to the

incident involving 28M-103:

1)

2)

3)

4)

5)

Core alterations were immediately halted by the
Shift Supervisor upon discovery of the discrepancy.

Operations verified and documented that proper
containment integrity was already in place for this
penetration using an alternate isolation alignment.

All Containment refueling activities were suspended
for two days while a double verification of each
containuwent penetration was performed. This
verification identified no other alignment errors.

An individual was designated to coordinate and
monitor the status ot containment integrity for the
resainder of the refueling outage. No other
instances occurred during the remainde: of the
outage,

The individual involved received appiopriate
corrective digscipline per DPC Management Pricedure
iN1.05 concernirg his failure to use a.l the
information available (i.e., tags) to determii¢ the
position of the valve he was verifying,
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DUKE POWER COMPANY
REPLY TO NOTICE OF VIOLATION
413, 414/91-27

8) The Shift Operations Msnager (S50M) provided verbal
and written guidance on component mispositioning
and position verification to each shift on the
following date:s:

A Shift - 11/20/91
B Shift - 11/22/9)
C Shift - 11/20/91
D Shift - 11/27/91
E shifs = 11/21/91 |

A copy of this written guidance is giver in :
Attachment 2. :

7) A letrer from the BShift Operating Hanager on
management’s expectations with raespect to Valve
Positioning Basics was issued to each shitt on
November 2%, 1991. A copy of this letter is given
in Attachment 2.

8) The continuous Improvement Action Tean revicwed
this and other valve related componant l
mispositioning incidents. Basic methods and :
expectations concerning operator maaipulation of
valves were developed. These basics were
reiterated to each sashift in person by the shift
Operations Manager. These basice have Loen
incorporated into OMP 2-33, Valve and Breakcr
Position Verification and Valve Operat.on,

Containment Isclation Veritication

The following actions were taken in response to the
incident involving the verification of containment
isolation:

1) Core alterations were immediately halted by the
Shift Supervisor upon discovery of the discrepancy.

2) Proper contaimment integrity was verified to exist,
It was doterminsed that “outside"™ containment
isolation was maintained during the entire
incident.,
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DUKE POWER COMPANY
REPLY T0 NOTICE GF VIOLATION
413, 414/91-27

3) A review of Westinghouse as-built drawings for both
units’ steam generators was performed to determine
if any secondary side access holes were omitted
from the Containment Closure Verification PTs. No
discrepancies were found on Unit 1, We discovered
that two 2.5 inch access holes were omitted from
the procedures for each steam generatcer on Unit 2.
Procedure chanaes were initiated to add these holas
to the containment integrity checklists for the SM
(Main team) piping and the CA (Auxiliary
Feedwater) piping for whichh both holes are
isolation boundaries. In addition, the steanm
generator water level required to take credit for
these holes being ~losed was raised from 15% wide
range to 60% wide range. 1t should ke noted that
these items on Unit 2 never caused an integrity

problem. They were found as a rewult of our
investigation inte notential problems.
NS Pump 28

The following actions were taken in response to toe
incident involving Containment Spray (NS) Pump 2B:

1) NS Pump 2B was secured after about four to five
minutes of creration.

2) NS Pump 2B was properly aligned to its suction
sorrce and successfully tested for operability.

3) The involved personnel were counseled on their
actions and ‘judgements.

Unit 2 Main lurbine

The following actions were taken in response toc the
incident involving the inadvertent roll of the Unit 2
Turbine:

1) When the operators recognized the transient, they
immediately tripped the Unit 2 Turbine.

2) All Turbine testing was immediately suspended and a
proper isclation boundary was established,
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DUKE POWER COMPANY
RETLY TO NOTICE OF VICLATION
413, 414/91-27

4. Corrective Actions (o be Taken to Avoid Further Viclations
A)  Breaker 1EKPG #22

The following actions will be taken in response to the
incident involving 1EKPG #22:

1) Operations management will emphasize the need for
proper use of the tagout svstem for all components,
and the need for attention to detail while

preparing tagouts, This information will be
communicated to the appropriate personnel by June
1, 1992.

2) A Nuclear Stat.on Modification (NSM) to eliminate
the regquirement of opening 1EKPG #22 (2EKPH #22)
during work on 1(2)CR-AHU~-1 and 1(2)CRA-PFT~1 will
be implemented following approval »f a proposed
Technical Specification change submitted to the NRC
on August 12, 1991.

3) Station management, in conjunction with the
Continuous improvement Action Taam (CIA),
established the Component Positioning Team (CPT),
with representatives from Operations and other
station groups with responsibilities for component
operation, This team will study component
mispositioning events at Catawba and will make
recommendations c¢o prevent these types of
incidents, See Attachment 3 for additional details
on CPT activities. This attachment describes the
mission and wvork of the CPT, a copy of the

| corclusions and recommendations made by this toam,

and a summary of the minutes from past meetings.

4) The Component Positioning Team will review the need
for a method to identify the correct positions of
low veltage breakers within panelboards in the
plant so that, wnen working in a panel, it is
apparent which breakers are required to be open or

| cloged. This review will pe completed by June 1,

b 1992,

' As mentioned earlier, PIR 92-02 involved a similar

incident to that discussed above. The investigation intc
this incident resulted in further actions being proposed

10
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DUKE POWER COMPANY
REPLY TO NOTICE OF VIOLATION
413, 414/91-27

to pravent reoccurrence., 1The following actions will be
takn in response to this incident:

5)

6)

This incident will be discussed with Operations
shift personnel during requalification training.
This will be accomplished by June 1, 1992,

A programming change will be made to the Operations
red tag computer program so that Special
Instructions will appear on the screen, This will
be accomplished by October 1, 1992,

2N1=118A and 2NI=150B

The following actions will be taken in respcnse to the
incident involving 2NI-118A and 2NI-150B:

1) Operations management wiil make clear to the Unit
Supervisgors its expectations concerning the
information that should be obtained prior to
allowing work to begin on the unit, This
information will be communicated tc the appropriate
personnel by June 1, 19%2.

2) Enhancements to the NI and NV Check Valve procedure
will be made prior to its uce during the Unit 1
EOC6 outage.

28V-66

The following actions will be taken in response *o the
incident involving 28V-66:

1)

2)

The Continuous Improvement Action Team is reviewing
the method for contrelling Containment
Closure/Integrity status and its interface with
tagouts for maintenance. Based on the results of
this review, corrective actions will be taken.
Changes will be implemented for the Unit 1 REOCS
\  uweling outage.

The Component Positioning Team has publicized the
concern for component positioning, Employees have
been encouraged to report all component
mispositions through the lower tier problem
reporting and resolution process,. Component
Position Team members are on call, through a duty

11
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DUKE POWER COMPANY
REPLY TO NOTICE OF VIOLATION
413, 414/91-27

rotation, to investigate events as soon as thev
have been identified to the &hift Manager. Root
Cause de«terminations will be made, corrective
actions will be taken and tracking/trending
analysis will be used to determine appropriate
process/generic corrvective actions.

eSM-103

The following actions will be taken in response to the
incident involving 28M-103:

1)

2)

The Continuous Improvement Action Team is reviewing
the method for controlling Containment
Closure/Integrity status and its interface with
tagouts for maintenance. Based on the results of
this review, corrective actions will be taken.
Changes will be implemented for the Unit 1 EOCG
refuel ing outage.

The Component Positioning Team has publicized the
concarn for component positioning. Employees have
been encouraged to report all component
mispositions through the Jlower tier problem
reporting and resolution process. Component
Position Team members are on call, through a duty
rotation, to investicate events as soon as they
have been identified to the Shift Manager. Root
Cause determinations will be made, corrective
actions will be taken and tracking/trending
analysis will be used to determine appropriate
process/generic corrective actions.

Contajinment Iseolation Verification

The following actions will be taken in resnonse to the
incident involving the verification of containment
isclation:

1)

The Continuous Irprovenent Action Team is reviewing
the method for controlling Containment
Closure/Integrity status and its interface with
Lvigouts for maintenance. Based on the results of
this review, corrective actions will be taken.
Changes will be implemented for the Unit 1 EOCE
refueling outage.

12
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DUKE POWER COMPANY
REPLY TO NOTICE OF VIOLATION
413, 414/91-27

2) The Component Positioning Team has publiicized the
concern for component positioning. Employees have

been encouraged to report all component
mispositions through the lower tier problen
reporting and resolution process, Component

Position Team members are on call, through a duty
rotation, to investigate events as soon as they
have been identified to the Shift Manager., Root
Cause determinations will be made, corrective
actions will be taken and tracking/trending
analysis will be used to determine appropriate
procens/generic corrective actions.

NS _Pump 2B

The need for additional procedural guidance will be
evaluated, and if determined necessary, will be
implemented for the Unjt 1 EOC6 refueling outage.

Unit 2 Main Turbine

A procedure for each unit will be written to provide
guidance on testing and troubleshooting the Maln Turbine
Control System., This will take the place of the general
troubleshooting procedure used auring this incident. The
Unit 1 procedure will be validated during the Unit 1 EOC&
refueling outage and will be approved by October 1, 1992.
The Unit 2 procedure will be written from the Unit 1
procedure and wil! be approved by November 1, 1992,

Date of ¥ull Compliance

Duke Pewer is now in full compliance.

13
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Catawba Nuclear 81 ation

2o 2 CENG

A Pt SNEY 8T Rose

&N
Rie DUKEPOWER

XC1!

Dacember 12, 1291

Lacument Control LDesk

U, 8. Nuclear Regulatory Commission

washington, D. C. 20855

subject: Catawba Nuclear Station

Docket No. 50-413
LER 413/91-20

Gentlemen:

Attached is Licensee Event Report 413/91-720, concerning
TECHNICAL SPECIFICATION 3.0.3 ENTRY DUE TO TWO INUPERABLE
TRAINS OF THE CONTROL ROOM VENTILATION SYSTEM.

This event was considered to be of no significance with
r:spect to the health and satety of the public.

Very truly yours,

D it 4

W. R. McCollum
Station Manager

ken: LER-NRC . WRM

Mr. 8. D. Ebnetar

Regional Administrator, Region Il
U, 8. Nuclear Regulatory Commission
101 Marietta Street, NW, Suite 2900
Atlanta, GA 30323

R, E. Marcin

U. §. Nuclear Regulatory Commission
nEfice of Nuclear Reactor Regulation
washington, D. C. 209%%

Mr. W, T. Orders
NRC Resident I[naspector
Catawba Huclesr Station

mf'ztm'ff?“?“ Tl o 2

M & MN clear Insurers
1221 Avanues of the Arericas
New York, NY 10020

INPO Records Center
Saite 1500

1100 Circle 7% Parkway
Atlanta, GA 3033%
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Catawba Nuclear Station, Unit | Jo 1[1°1°191“J’J,3‘|°;I”1ﬁ
T Technical Specification 3.0.1 Entry Due Io Iwo Inoperable
Trains Of The Control Room Ventilation Svstem
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R. C. Futrell, Compliance Manager B O34 By 3¢l L ~126 1815
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On september 15. 1991, at 1300 hours, with Unit 1 In Mode 1, Powar Operaticn,
at 98 percent power and Unit 2 in Mode %, Cold Shutdown, Operations attempted
ta swap to Train A of the Control Room Area Ventilation and Chilled Water
iVE/YC) System. [During this activity, it was discoversd that breaker 1EKPG
#22, Train A VC/YC System Conirols, was open. The breaker was last
functionally demonstracved to he ciosed on Ssptember il at 2210 hours., A
teview of all activities betwee!n Septerbor 11 at 2210 hours and September 15
at 1300 hours did not clearly reveal how/when (EKPG #22 was opened. However,
it is consldered most probable that 1EXPC #22 was opened between 0930 and 1520
hours on September 13, Trair A VC/YC had been declared incperable on
Septenber 13 from 04%5 hours to 234C hours for work on various Train A
components. Prinr to this work, a t4aaout was placed to open 1EKPG #21 Llastead
af #22. 1t is considered probable that Technical Specification 3.0.J was
entered on Septenber 13 from 0810 to 2930 nours because neither train of VC/YC
would have been capable of adequately pressuricing the Control ‘oowm. This
incident is avtributed to [rappropriate Acticns. Cnrrective actions includa
formation of a task force to stiudy component miupositioning events and
discussion of Lhis incident with Operations pcrsonnei.

MBS Bars S84 48N
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least Mode 3, Hot Standby, within the next six hours and in Mode 5, Cold
Shutdown, within the following 30 hours, Su/veillance 4.7.6.e.) requires that
at least once per 18 montr; the system demonstrates the abllity to maintain
the C/R at a positive pressure of greater than or equal to 1/8 in we relative
to adiacent areas,

/6 2.0.3 is :oqui*od to be entered when the Unit is operating in a condition
prohibited by T/8s. is confition exists when & Limiting Condition for
Operation {(LCO) is not met except as provided (n the associated Action
Requirements. [t roqu"-u that within one hour action shall be initiated to
place the Unit in & Mc . n which the specification does not apply by placing
it, as applicable, in:

a) At least Hot Standby in the next & hours,
b) At least Hot Shutdown within the following & hours, and
g) At least Cold Shutdown within the subsequent 24 hours.

T/8 3.0.4 stetes that entry into an Operational Mode shall not be made when
the conditions for the LCO are ot met and tho associat ] acticon reguires a
shutdown if they are not et within a specified tive interval.

EVENT DESCRIFTION

On September 7, 1991, at 0105 hours, VC/YC Train B was placed in service per
OV/0/A/64%0/11, Control Room Area Ve:tiistion/Chilled Water System.

On . ptember 11, at 0855 hours, with both Units in Mode 1, Powe: ‘peration,
VC/YC Train A was declared inoperable for Maintenance to investi,.te and
repair a Freon leak on YC Chiller A. YC/YC Train P remained in secvice, Work
was completed on the YC chiller and at approximately 2210 hours VO/YC Train A
was placed in service tu verify operability of breaker 1ETA'7, which had been
spened during maintenance work. The Train A chiller started normally and the
breaker passed the operability test. At this time, due to the successful
srart of the chiller, breaker LEKPG #22 wis known to be closed. Following the
startup/skitdown of Train A, VC/YC Train B was placed back in service at
approximately 2235 hours. At this time, per OP/0/A/6450/11 Enc.osure 4.7,
hreaker 2EXPH #22 was verified closed, and step <.1.16 of the procedure was
NA'd. (Step 2.)1.16 indicates that if 1CR-AAU~1 or ICRA-PFT-1 is taxen out of
service, LEKPG #22 is required to be opened and tagged.)

On September 13, at 0022 hours, Unit 1 entered Mode 2 and at 0038 hours,
entered Mode 1.

On September 13, at 045% hours, V©/YZ Train A was declared invperable for
Prevent ive Maintenance (PM) on several Train A components. This included PMs
on the Control Poom (1CR-AHU-1} and Control Room Area (1CRA-AHU-1) air
handling units. The worklist from the Qperations Unit Manager group noted
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that Technical Memorandum 21+0. should »e reviewed and that it regu.res
breaker 1SKPG #22 to be open and tagged. At approximately 0500 hours tagout
number 01-2764 was lesued and placed breaker 1EKPG #2] (instead of 1EKPG #.0)
in the OPEN position. As noted in the Technical Specification Action [tem Log
(T8AIL) and on the tagout sheet, this vagout was placed to maintain VC'YC
Train B operability. Indopendent Verification (IV) of the tagout tor 1EKPG
#21 was performed by  Operations Unit Supervisc:. Also at approximately
0500 hours, tagouts were placed on the Control Room and Centrol Room Area Alr
Handling Unit breakers, as well as the Switchgear AHU breakers.

on September 13, /t 0810 hours, Maintenance performed the "correct component
verification" on 1CR-AHU«) prior to beginning the PM per Work Order Tasx
91072728+ Following this verification, the required PM was performned on
this unit  This Included removal of the 1CR-AHU-1 access doors. The PM
results indicated that the filter, drive belts, and other required irepections
were satisfactory; therefore, no corrective maintenance was performed. At
0930 hours, the red tag stubs were signed by Mainterance and returned to
Dperations, indicating all work was complete on I1CR-AHU-1,

On September 13, at 1520 hours, the correct component verification was
performed on ICRA-PFT-1 prior to cbtaining a carbon sample per Work Order Task
$1071711+01 (which did nct spocify the use of red tags). The Work Order vas
stamped "Consult Control Room 8RO Prior to Starting Work". The Bannson
personnel involved recalled contacting the C/R as required. "he access panel
was then removed snd the carbon sample wae taken. At 1600 houre, the Job
Supervisor signed the Work Order indicating the task was completed.

On Beptember 13, at approximately 2340 hours, the tagout placed on 1EKPG #21
was removed and the breaker was closed. Subsequently, VO/YC Train A was
declared oparable and removed from TSAIL.

On Septemier 15, at 1300 hours, Operations attempted to swap VC/YC from Train
D to Train A per OF/0/A/6450/11, At this time, breaker 1EKPG 822 was found
open, Operalions immediately began investigating why the breaker was open.
At approximately 1310 hours, tagout 01-2764 wau found to be in err » (1EKPG
821 tagged instead of IEKPG #22). At this time breaker 1EKPC #22 ~as clused.

CONCLUSION

When this incident was initially documented and reviewed as a proviem on
September 15 and 16, no reportable concerns were identified as a result of
finding 1EKPG #22 open, Subsequent investigation did conclude that a
reportable event had occurred.

On September 15, at 1300 hours, break.. 1EYPG #22 was found open when VO/YC |
Train A was thought to be operable. Wilh this breaker open, rain A ig
inoperab.e because the traifn will not run or start in response to & szafety
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signal. On September 11, at 2210 hours, LEKPG 822 was known to be closed due
to the successful startup of the Train A chiller whan verifying operability of
breaker 1ETA=17. ALl activitieg between these two tiner that could have
involved manipulation of 1EKPG #72 were reviewed. During the investigat =n,
the Unit Bupervisor that performed the (V on tagout 01-27€4 for LEKPG #21
indicated that he is confident that I1EKPG #22 was ¢lised at that time
(September 1) at C300 hours).

Extensive interviews with Operations parsonnel did not reveal any recollection
of a request to cpen 1EKPG #22 or any actioh taken to open the breaker.
Discussions with the day shift on September 1) alsc did not reveal any actions
taken to open LEKPG #22. Bahnson perscnnel that obtaired the carbon sample
from 1CRA-PFT~1 did not know of the need to cpen 1EKPG #22 when working in the
filter train.

No conclusive evidence was found that would indicate when LEKPG #12 was
opened. Therefore, the work activities during the time persod in question
were reviewed in an effort to determine the most probable point at which the
breaker was opened. The conclusion drawn is that (EKPG #22 was probably
opened on September 13 just prior to the carbon sample being taken from
1CRA-PFT=1 to prevent startup of the component during this activity. With
this conclusion, breaker 1EKPG 022 would have been closed un September 13 .rom
0810 hours to 0930 hours during the time the access doors were removed from
ICR-AHU~1, If an SI signal would have boen received during this time, vC/¥YC
would not have been able to pressurize the Control Room to 1/8 in we as
reguired by T/8 due to the resulting Train A damper realignment and air flow
escape path through the open access doors. Therefore, during this time both
trains of VC/YC would have been rendered inoperable requiring entry into 1/8
3.0,3, Normally, this concern ig ¢liminated by tagging out (opening) 1EKPG
#22 per Technical Memorandum 21-07. However, this tagout was improperly
prepared and was placed on 1EKPG #2]1 instead. Another concern assoclated with
LEKPG #22 being opened at this time is that VC/YC Train A would have been
inoperable during a period when it was thought to have been operable,
specifically from September 13 st approximately 2340 hours until the breaker
was closed un September 15 at 1310 hours., During this time Train B was
operable and the T/8 Action Statement for T/8 3.7.6 (one train inoperable for
less than seven days) was met.

The most conservative assumption (with respect to length of time) is that
LEXKPG #22 was opened just after September 11 at 2210 hours when it was
functionally demonstrated to be closed. With this aseumption, a concarn would
exist in that Unit 1 changed operating Modes on September 13 at 0022 hours
lentered Mode 2) and 0038 hours (entered Mode 1) with one VC/YC Train
inoperable. In this case, the requirements of 1/8 3.0.4 would not have been
met. Another cuncern would exist in that from September 11 at 2210 hours to
September 131 at 045%5 hours, and cgain from September 13 at approximately 2340
hours to September 15 at 1310 hours, Train A would nave been inoperable when
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it was thought 1o have been operable. During these periods Train B was
operable and the T/8 Action Statement was met, The concern Asscclated with
the ilnability te pressurize the Control Room to 1/8 in we with the access
doors for ICR-ANU-1 off would not exist since 1EKPG #22 would have been open
(as required) at this time

Thiz incident is actributed t<¢ lnappropriate Actiong. An lnappropriate
Action, fallure to adhere to policles, directives, or management procedures,
octurred when breaker 1EKPG #22 was apparently opened without the proper use
of an Operations tagout (R&R). The person(s) or work group responsible could
nct be determined. Another lnappropriate Action, action taken was incorrect
due to lack of attention to detall, occurred when tagout 01-2764 was prepared
listing breaker 1EKPC #21 insteoad of 1EI'PG #22 as required by Technical
Memorandum 21-07., 1If this tagout had been properly prepared, the concern
associated with the inabl.iity to pressurize the Control Room to 1/8 (1 we with
the ICR-AHU=1 acress doors off would not exist.

Component mispositic ng events are a recurring problem at Catawba, Station
Management has formed « task *orce, with representatives from Operations snd
other station groups with respensibilities for component operation, to study
this problem and make recommendations to reauce/esiminate these types of

incidents.
SUBSEQUENT

1) Breaker 1EKPG #22 was closed.

2) Station Management has estadlished a task force, with
representatives from Operations and other station groups with
responsibllitien for component cperation. This task force will
study component mispositioning events at Catawba. This group will
make recommendations to reduce/eliminate these types of incidents,

1) OP/C/A/64%0/11 Enclosure 4.7 has been revised to clarify that f
1EKPT #22 (2EKPH #22) is required to be tagged upen whon
1{2)CR+AHU-1 and 1(2)CRA=PFT+] ¢ renderud "inoperable" rather
than “taken 2ut of service".

| PLANNED
L) Operations managemment will emphasize the need for proper use of

the Operations tagout system for all corponents, and the need for
attention to detail while preparing Operations tagouts,
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2) The need for a Nuclear Station Modification (NSM) to eliminate Lthe
requirement of opening 1EKPG #22 (JEKPH #22) during work on
J{2ICR=aNU«1 and 1(2)CRA-FFT+1 will be evaluated,

1) The component mispositioning evente task group will reviaw the
need for a method to identify the currect positions of low valtage
breakers within panelboards in the plant so that, when working in
4 panel, it is apparent which breakers are required Lo be
open/closed.

4) Planning will add a note to Predefined Work Orders for 1(2)CR-AHU-
1 and 1(2)CRA-PFT-1 identifying the need for a tagout for EKPG
#22 (2EKPH #22) when working in thess components.

SAFETY WNALYS1S

Assuming that breaker 1EKPG #27 was opened at the most probable time, the
safety significance of this condition can be assessed as follows.

Both Trains A & B of VC/YC were operable during the Mode changes early in the
morning of September 13.

During the time period from 0810 to 0930, Train A had been declared incperable
out not fully romoved from service because Breaker #27 vas (most probably)
stil, closed. Dampers associated with frain A would have re-positioned in
response to a safety signa..

Far this period of time ICR-AMU-] ‘s assumed to be open for filter PMs. In
this alignment it Ls unl.kely the Cont+vel Room would be pressurized to greater
than 1/0 in we even with the Pressurizing Filter Train able to run due to the
amouat of flow escaping through the open AHU doors. Thercfore, VC/YC is
unknowingly in T/8 3.0.3 due to twe inoperable tralns of VC/YE.

However, the time period for this T/8 3.0.1 is less than the amount allowed in
the ACTION for T/8 3.9.3 which allows tor one hour to fix the protlem then six
to shutdown. Per Operations Technical Memorandum, VC/YC Train A would be
reset Jithin one hour, Note that this tise frame is a conservative bounding
of the time period that I1CR-AHU~1 was breavhed. [t includes any time spent
exiting the RCA, time the paperwork spent in getting written up by the craft

Due to the construstion of the Control Room at Catawba Lt {s not likely that
being pressurized to less than 1/8 in we would significantly atfect Operstor
Dose. The 1/B in we 18 required tou compensate for wind and therial effectas
along the Control Room pressure boundary which could locally affect inleakage
At Catawba only & small section of the Control Room west wall .§ exposed to
the wind and thic is solid concrete with no penetrations. Therefore, wind is

g = e g own
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LUKF POWER COMPANY /CATAWBA NUCLEAR STATION
PIR 0«CU1+0344/LER 413/91-020

Page 9
ENCLOSURE 8.1
Safety Review Gioup sSignaturgs
Prepared by: G, T. Ford Pate:
Reviewed By: Date:
Date:
Nate:
Date:
Date:
Date:
Approved By: ci:;;fﬁ Date:

Chairman, CSRG

ENCLOSURE &.2

Listing of Enclosures

=

Title o

R S ===

December 6, 1991

Safety Review Group Signatures
Listing of Enclosures

Cause Code Assignments
Corrective Action Schedule
heferences

Potential Problem/Activity Arcas

& <& "b W =

CcCooe®e®

Pergsonnel Neferensed

Safety Review Group Tonaideration of Part J1 Reportabillvy



DUKE POWER COMPANY /CATAWBA NUCLEAR STATION
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Page 10
FNCLUBURE 8.3
Cadsg Code Assignments
Rgot Cause
S Fa'lure to adhere to policies, directives, or management
procedures
Alib6 Action taken was incorrect dus to lack of attention to detail
Contributing Cauge
None
ENCLOSURE 6.4
Seurective Actinn Scheduls
1 Operat ions 4/1/92
? Syastem Engineering 4/1/92
3 fafety Review a/1/92
3 Planning/Oparations 4/1/92
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PIR 0-C91-0344/LER 413/91-020

vage 12

ENCLOSURE 8,7

Safety Review Group Consideration of Fart 21 Reportabllity

1. Hag a "Dafect" or "Deviation" been identified in a "Basic
Component™?

17, 1s the "Defect" or "Uaviation" present in a "Basic
Tomponen.”, that is a plant structure, system, ccmpnent
LY part thereof necessary to ensure.

. The integrity of the reactor coclant boundavy?

2. The capablility o shutdown reactor and maintain
it in a safe shutdown condition?

' B Tne capabliity to prevent or mitigate the
sonsequences of wccidents which could cesult
in potential of{+rl.e esposure comparsble to
those referred to in 10CFRI0C.117?

Including design, inspection, testing, or consuiting
nervices related thereto.

1’1 1s the "Basic Component” that has boen accepted for
ownership or instal’ed fo: use or operation?

1¥ a yes in I, 11 and 1(1 above, could defect create a
substantial safety hazaard or contribute to exceeding of
a safety limit au defined in Tech Speus?

Comments

Yes

-,

- F

o a——

Propared By: - *j_‘“’}‘rﬂg pate: 12 f€fo1

Salety Pev.ew Group

e )
Reviewed By: v ‘ Dace: (108,
‘ Compl iange

i —
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Febiuary 13, 1992

Document Control Desk
', 8. Nuclear Regulatory Coemission

Weshington, D.C,

20555

Subjsut Catawha Nuclear Station
Dooket No. 50413
LER 413/92-002

Gent lemen :

Attached is Licetsees Evert Report 4113/92-00% concerning TECHNICAL
SPECIFICATION 3.0.3 ENTRY DUE TO T™™WO INOPERABLY TRAINS OF THE CONTROL "OOM
VENTILATION SYSTEM

This event was congidered to be of no siguificance with regpect to ths health
and safsty of the publiuv.

Very truly yours,

oD ot
e TR
. e '

(L

R. McCollum

Station Manage:

/ ihe

Attachwent

X!

Nr. 8. 0. Ebneter

Regional Adwinistrator, Region [1
U, 8. Nuclear Regulatory Commission
101 Marietta Street, NW, Suite 2900
Atlanta, GA 30323

R, E. Martin

U, 8. Nuclear Regulatory Comsniesion
Otfice of Mclear Reactur Regulation
Washington, D.C, 20555

Mr. W, 7. Orders
NRC Resident Inspector
Catawba Nuclear Station

Y U S 20
~ TR0 >’ [ 2P

M & M Nuclear Insurers
1221 Avenues of the Americas
Hew York, NY 10020

INPC Records center
Juite 1500

1200 Circle 7% Parkway
At'anta, GA 3U329
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On January 16, 1932, st 2000 nours, with Unita 1 and 2 1 Hode 1, Power
Operation, Gperatlions pursonnel w.re reviewing activities agsociated with

startup of the Trainr B Control R um Ares Ventilation and Chilled Water (VC/YC)
System following maintenance.

astivities as required by Operations Technical Memoandums.
bean inoperable on January 16 from 0353 to 1725 hours,
Train B Control From Alr Handling Unit was removed from service and associatod
access doors were npened to allow for equipment ingpections.

reposilioned upon receipt of » safety slgnal, thus allowing air flow to escape

were open and Technlcal Specification 13.0.3 was unknowingly entered,

not recougnize the need Lo open ZJEKPH #2272,

It waas discovered that breaker JEKPH #22, Train
yetem Controls, had not been opened during preceding malntenance
VC/YC Train B had
Puring this time, the

With these
nels open and 2EEPH #27 closed, VO/YC Train B dampers would have

he openings in the syate., VO/'YC Train A, which was operapble and in
would not have been cajable of adequately pressurizing the Control
wrefore, both VO/YC Traing were inoperable while the access panels
This

s attolibuted to lnapprepriate Actions, Uontrol Room Gperators did
Carrective action® include red tag

program enharceménts and a Technical MoemGrandum program review,
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shall net confliot with or be weed as a permanent replacement [or ofpera\ing
proceagures. & T/ muat not prevent au existing procedure from being faiiowod,
and when being uscd an & aupplement to a8 procedure, it must ot be in the
non=gonservat ive direction. T/Ms are tempurary in nature a.d shall have an
expirat ivn date assigned. The Operations Unit Munager lg normally responsihle
for writing and issuing V/Me, and reviewing them to ensure Lhey are deletedn or
reinsued prior to the expiralion date.

OMP 2«22, dhift Turnover, requires Shif¢ Supervisors, Control Room Senior
Reactor Coerators (G, R 8ROY, Asslstant Bhift Supervisors, Operalor at the
Contro's (DATC), Balance of Plant (BOF) Operators, and Non-Licensed Operators
(NLD) to review the T/M JTagbook during sach shift change.

OP/O/A/6450/1), Control Room Area Veotllation/Chilled Water System, Fnolosure
0.7, 8hifting the “peratinn VC/YC Traln, is used whe . switching from one VO/YC
Train t¢ the other. Procedure steps 2.1,17/2.2.17 require 1EKPG N22/2cKPH #22
to be tagged OFF when tagoing out 1(2)CR-AHU-]1 and/or 1{2)CRA~FFT-1.

Technien' Speciiication (T/s) 3.7.6 specifies that wwo independent Lraina of
VC/YC shall bLs operable during all operational modes. If one train becumes
inope rable while elther Unat 18 10 Mode 4, Hot Shutdewn, or above, the

Inope rable (vain mist be restoured to nperablility within seven days or be in at
laas Mode 3, dot Sterndby, within the next six hovrs and in Mode 5, Cold
Shutdwn, within the following 30 hours. S8urveillance 4.7.6.e.3 reviires that
at 1sast once per 18 montha the system demcastrates the abllity to maintain
the C/R »t a positive pressure of greaier than or equal to 1/8 in wo relative
to adjavent areas.

T/8 3.0.3 18 reguired to be entered when the linit is operating in a condition
prohibited by 1/8s. This condition sxiu*s when « Limiting Condition for
Operation (LCO) s net met except as provided in the associated Action
Requirements. 1t regeitos that vithin one hour action ghall be initiated to
place the Ur't in a Mode in wiich the specification does not apply by placing
it, as appi:cable, m:

a) At least Mot Standby in the next & hours,
k) At least Hot Shutdown within the following ¢ hours, snd

H e} At leag! Cold Shutdown within the subscqguent 24 nours.
Jn January 3, 1992, at 0239 hours, VC/YC Tre A was placed in gervice per
OF /N 'A/6450/ 1)

On Jenuary 1%, 1992, the Operations Unit Manager group generated a workliiat
item for night shift to make and hang tags for seven Work Ordera (W/0s) on
YC/YC Train B. Included in these W/Os were 92001717-01, Preventive
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O Jannary 16, al 1640 hours, red tays for tagoute 02-115 and 22-61 were
removed from 2EMXH-FOTB und the breaker was closed., VC/YC was ¢ ibwequently
swapped from Train A to Train B per OP/C0/A/6450/11, Enclosure 4.7, At 1725
hours, YC/YC Traln B was declared operable, At 2000 hours, while reviewing
activities asscciated with startup of VCO/YC Train B, Assistant 34ift
Superviser A discovered that bDreaker 2LKPH #27 was not Laggea open as reguired
while 2CR-AHU~] war tagged out.

CONCLUSION

This incident is attributed to Inappropriate Actions, CROs did not recognize
the need ‘o open breaker 2EKPH #22 per T/Ms 11-C5% and 21-07 when 2CR-AHU-1 was
removed {rom service. During preparations to tag out 2Ck~AHU-1 (breaker
JEMXH-FO7B), Assistant Shift Bupervisor A, the C/R BRO, and NCOs A and B
reviewed tagouts 02-115 and 22-61 but did not identify the need to open JEKPH
#22. Each operator had veviewed the T/M logbocok during shift turnover, and
during subsequent interviews each operator indicated that he way awvare of the
requirements of the T/Me. This incident was discussed with all Operations
personnel involved, and was dlscussed during the newt Snift Supervisor's
meeling. 1n addition, this incident will be discussed with all shift
personnel during upcomiag shift meetings.

The G600V power supply breakers for 1(2)CR-AHU-1 and 1(2)CRA-PFT-1 have had
white Removal and Restoratlon (R&R) tage placed with the breakers ON. Before
these breakers can be opened, the white R&R tags must be cleared which
requires GRO approval, This will provide the SRO with another opvortanity to
ensure 1EKPG #22 (2EKPH #22) ls opened when required. This action was taken
oo that a physical barrier would be in place prior to opening the 600V
breaker,

The OPS red tag computer program is used by operatore to initiate and print
tagout sheets and red/white tags. An enhancement has been made to the program
50 that when the G600V breakers for 1(2)CR-AHU-1 or 1(2)CRA-PFI-1 are tagyed
out, a prompt automatically appears to allow the operator to also print a red
tag for JEKPG #22 (2EKPH #22). 1n addition, a ncte haa been added to the
"Special Instructions" section identifying the need to oper 1EKPG #22 {2EKPH
#22) when removing 1(2)CR-AHU=1 or 1(2)CRA-PFT=1 frorm service., Thig note will
automatically print cut on the tagout sheet at the iine item for each required
600V breaker. A further enhancement will be made in the program with respect
to Speclal I[ustructions. During interviews, operators expressed concerns that
Speclial Instructions d¢ no always appear on the computer screen level from
which tagout sheets are printed. Therefore, the operator preparing the tagout
may not see the Special Instructions on the screen, To provide rnother level
of defense to prevent further incilenis from occurring, the red tag computer
program will be enhanced so that Special Instructions appear at the screen
level from which tagouts are printed. In addition, a change has been made to
the Technical Specification Action Item lLoghook (TSAIL) compuler program so
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that when either VC/YC train ig declared inoperable, a special note is
automatically placed in TSAIL referencing 1EKPG €22 (2EKPH #22) and this
Problem Investigation Repoit (FPIR).

Preplanned W/Os feor 1(2)CR-AHU-1 and 1(2)CKA- PFT-1 have hed notes alded in the
Special Instructions section identifying the need to open 1EKFG W22 (Z2EKPA
#22) when working on these components., This action was taker on January 14,
1992 in response to LER 413/91-020, Technical Specificetion 31.0.3 Entry Due To
Two Inoperable Trains of the Control Room Ventilation System. However, the
W/08 used on January 16 were printed before this date and did not contain the
Special lnstructions. Future W/Os for these components will have the notes
autcmatically printed on them, providing another means to alert operators .f
the need to open 1EKPG W22 (2EKPH #22).

Incidentg involving missed T/M requirements are recurring at Catawba. LER
413/91-020 involved a T/8 3.C.3 entry because 1EKPG #22 was not properly
tagged out Zuring Train A VC/YC work. Corrective aclion was taken after this
incident to clarify in OP/O/A/6450/11, Enclosure 4.7 when 1EKPG 22 (2EKPH
#22) is required to be open. The corrective action did not address situations
in which the procedure was not needed. LER 413/92-00]1 involved a T/8
violation due to an improperly performed T/S surveillance becauss an action
was not taken per a T/M. OPS management will review OMP 2«5 and make
revisions to strengthen the management controls over the process of using
T/Me. Proposed chang:s lnclude plans to reduce the overall number of T/Ms,
gtrict requirements for setting expiration dates, and higher levels of
management approval for extension of expiration dates. This planned
porrective action is also documented in LER 413/92-001.

COR CTION
SUBSEQUENT

1) The 600V power supply breakers for 1{2)CR-AHU-1 and 1(2)CRA-PFT-1
have been white tagged “ON",

23 Enhancements have been made to the OPS red tay computer program s$o
that when a tagout is made for the 600V breakers for 1(2)CR-AHU-1
and 1(2)CRA-PFT~1, a prompt appears ailowing the operator to also
print a red tag for 1EKPG #22 (2EKPH #22).

3) A note was added to the “"Speclal Instructions" section of the CPS8
red tag computer proaram identifying the need to open 1EKPG #22
{2EXPH $#22) when tagging out the 600V vreakers for 1{2)CR-AHU-1
and 1{2)CRA-PFT~1.
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| ENCLOSUKE 8,1
Safety Review Group signatures
| Prepared By: G, T, Ford Date: February a.. %3¢

pate: _ 2ftof G2

Date: 2]"’[ 7¢ ,
Date: {//0Z7z
vate: 210/ 72
Date: é[“[f;

Date:

Roviewed By!:

Date: 3;//9/fl

ENCLOSURE 8.2

‘ & e

]itl’

Safety Review Group Bignatures

Listing of Enclosures

Cause Code Asgignments

Corrective Action Schedulie

keferences

Safety Review Group Consideration of Part 21 Reportability
Personnel Referenced
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DUKE POWER COMPANY/CATAWBA NUCLEAR STATION
PIR 0-C92-0013/LER 413,/92-002

Page 10
ENCLOSURE .3
Cause Code husignients
Root Causes
Alal Inappropriate Action, no action taken when rogquired becs:se
the need was not recognized
Contributing Cayses
None
ENCLOSURE 8.4
1 Oparations 4/30/92
2 Operat ions 1/31/92
3 Operations 4/1/92
(This C/A also appears on LER 413/92-001)
ENCLOSURE &.5
Referencag
CNSD 1211.00~06

OP/0/A/6450/11, Control Room Area Ventilation/Chilled Water System
ONP 2-5, Opetations Work List and Technical Memorandums

OMP 2-22, Shift Turnover

Catawba Technical Specificaticns

Operations Technical Memorandums 11-0%, 21-07
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FNCLOSURE 8.6

1. Mag a "Defect” or “Deviation" been identified in a "Basic

Component ' ?

11, 15 the "Defect" or "Deviation" present in & "Basic
Component™, that is a plant structure, system, compohent
or part thersof necessary Lo ensure:

1.  The intecrity of the reactor coolant boundary? R

2. The capability to shutdown reactor and maintain

it in a safe shutdown condition? T

3. The capability to prevent or mitigate the
consequences of accidents which could result
in potential off-site exposure comparable to

those referred to in 10CFR100,117 i

Including design, inspection, testing, or consulting
services related thereto.

111. 1s the "Basic Component" one that has been accepted for

ownership or installed for use or operation? v

1f 4 yes in 1, 11 and 111 above, could defect create a

substantial safety hazard or contribute to exceeding of 3=

a safety limit as defined in Tech Speca?
Comments

Ao

Prepared By: __&?_b—'& Date: 2/'*-’/98,
Sal#ty Review Group

Reviewed By: ’!LH ﬂsi‘ﬂd ¢ Date: 2 h&ﬁa
[+ 1ance
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A8
MPONENT MISPOSITIONINGS
We have recently had several events t ir i the plant invelving
mponent mispositionings 'wo incidents involved 258M~10) and 28V
66 which were signed rf as "CLOSKED"™ in the ntainpent integrity
PT but were actually "OPEN' ne was red tagged open n the
B backseat he other was white tagged open) We also had a problemn
With 2NV«291 beinyg sigiied off in the lineup as "LOCKEL LOSED" whet
{t was actually partially pen causing the run out yf the NV pun
juring testing. 2NV-291 had been backseated on an R&R and was very
hard to operate. 2NI-118 and NI-150 were signed ff in he
sntrol room as being "CLOSED" when they were Aactually PEN"
resulting in NI pump runout
‘ e containment integrity problems caused a significant lelay
the refueling activities as ve reche ked our PT's and the NI and NV
incidents could have resulted in pump damage 'he NRC has Dbeen
vary concerned about these incidents. ruesday nignt an snergency
meeting of the CIAT (Continuous Improvanent Action Team) was called
arnd they recommended a two-phase approach!
) Establish ¢ Component Mispositioning feanm to evaluate
{ {investigate, and trend componen® misPOsSitionings. 'his tean
L 4 would consist of personnel from OPS, IAE, Maint., Performance
hemistry, HPET (Human Porforrmance Excellence Team) and
thers as appropriate.
B hort-term suggestions:
Fstablish a Containment Integrity Coordinator
parallel position to Containment Closure RO)
r ~aution people on backseated and haird to operate vaives
a Define backseat and proper way to open valves
b. Ask for help on valve positioning (to break frne or
ioubie verify)
Keep a list of problem valves fOl NLO uge
I 2 Be careful with valva wrenches personnel
safety and valve damage
"
', r the rema.nder of the outage list the position of all
valves that are backseated as "BACKSEATED" on the Red !
Wnite) tag and R&R
"
4. As a part of verifying valve posit n especinally
rlosure/integrity), read and evaluate all tags on vaives.
: is sounds like a simple item but is definitely an aid
in determining final valve position)
In our Yobs we nmust take the tixe 1 "do 1t right the rfirst tTine
vhile vorking efficiently to return the unit to service [ou have
ione an excellent job this outage processing A tremendous amoul t
wor) orrectly lat's learn from iy mistates and ntinue t et
'




even butter.

If you have items you wvould like to be considered by the Component
ut:;:-tttontnv Team, please submit thew to your shift CIA tean
nember .

i %
uéfrmﬁ:f

Shift Operation Manager

/tr



caknnas SHIFT OPERATIONS MANAGER

November 25, 1991

T0: All Operations Shift Personnel
SUBJECT: Valve Positioning Basics

In the process of looking intyo our recant incidents it was
suggested that wve may need to write down a basic process for
properly verifying valve position. We do have a broad spectrum of
axperience levels across Operations and this may be more useful to
gome than others, but at least we can be assured that we are all
performing this taek consistently. This process ls intended to
apply to aligning valves per a valve checklist in a procedure or by

an RE&R.

1) Maintain the checklis', procedure, RER (or a copy) in
your possession at all times.

2) Locate the valve to ba aligned or vearified -~ use the
valve book, R&GR computer, tag stubs, or procedure
checklist to obtain the coordinates and slevation of the
valve.

3; Self-verify (or allow the IV'er if required) to verify
that¢ the valve number in the controlling document matches
ths label on the valve -~ Unit -~ System - Valve Nuamber -~
Train.

4) Read and evaluate any red or white tags hanging on a
valve -~ Don't assume a tag on a valve means it is open or
closed -~ read the tag -~ look out for backssated valves!
(referencing otlier R&R's in the affected procedures will
halp here %o00).

S) Place your "hands >»n" the valve and wove {t toward the
required position. Be sure to seif-verify here! If you
believe the valve is in the desired position =~ stiil
attempt to move it in the open or closed diiection to
ensure its position is correct. (Note this does not apply
to valves in the "throctled” position). If you opened a
valve and you hear flow, is this axpected? If not, closc
the valve and notify your superv’ “or.

6) If & valve is too hard for you o turn or you need a
second opinion, ask for help! =~ don't hesitate to ask for
help. Others are more than willing to help you out, and
chances are you'll be able to return the favor someday.

7) Once you have positicned a valve or verified its position
- sign its position off on the controlling document
(checklist, procudure or RER in your possession)
immediately. Self-verify that you are signing off the
valve you have just manipulated. Be sure to sign then
off gua 4t & tima, Do not rely on memory to sign several
valves off at once. This is a dangerous practice and has
caused many errors in the past,

8) If IV is required have the IV'er repeat thase staps t0



verify the valve position ané then sign off the
pCOitXDn for that va.ve (again slgning therm e
tine) ,
As vith any successful tTeam, the ones that redlly excel are !
Whe axecute ths basic e snents £ 2 JARLS L iob the
affectively. .eat's make thase Dasic Ateps a part af " Aver
routineg  when varifying Velve positions note ! the
principles cCan be applied to electrica. broakey positions)
practicing these asteaps ve will take Oparations
beconing the axcelillent team ve ail are striving

. &"( . ’.n... P —
§ob Ferguson
Shift Operations Manager

t:

E. M, Geddlie
Jpd Section Managers
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MIKE POWER COMPANY
REPLY TO NOTICE OF VIOLATION 413.414/91-027

ATTACHMENT 3

COMPONENT POSITIONING TEAM - ACTIVITITS AND FESULTS

Station manageinent, in conjunction with the 'ontinuous Improvement fiction Team
established the Component Positioning Team (CPT) with representatives from
Operations, Performance, Chemis'ry, Inst“ument and Electrical (IAE), Training,
Satwety Review, and Lhe Human Performance Excellence Team. The mission of the
CPFT is to help achieve a goal of maintaining all components in their zorrect
pesition at all times. 1In carrying out its mission, the CPT is accountable
far accomplishing the following objectives.

s To apply 4 broad perspective that encompasses all work groups involved
in achieving the goal.

b To work with all a.fected work groups, communicating and irvelving them
in the CPT's activities, to forge a conssnsus action plan.

k. To snzourage and suppoert employees in candid reporting of component
rispcsitioning eveats.

&4, Te ana'yée past and present component mispositioning events tu determine
root cauges and contributing factors,

5 . To evaluate alternative courses of action and recommend the best for
implementation,

&, To devalop a methnd for measuring progress towrrd the stated goal.

Significant progress has been made toward accompliching these objectives. A
Charter ftor the CPT has been establishod end is attached., The team meets
weekly as well as devoting :dditional time to the investigation and analysis
of mispositioning events., T.e CPT members are being assigned to investigate
all wisoositioning events at Catawba. ALl team members have received training
in Roe Cause Analysis technigques. A duty rotation and call-out process has
been established to support investigations outside normal work hours. A list
of mispositioning eve t attributes or categories has been established to help
focus analysis @ad promote thorough, consistent evaluations.

Since implement&tion of Catawba's Lower Tier Event Reporting Program on
October 7, 1991, 38 mispositioning events have been reported. This high
number of reported events is both expected and encouraged, for un'‘ess problems
are identified and :~ ported they cannot be corrected. Thirty (30) past and
current mispositioning events nave already been analyzed in detail.
Investigations are continuing into recent events.

Considerable effort is belng expended toc communicate with site siaff and
employeesz. It is clearly understood that unless every person working at
Catawba accepts accountability for correctly positioning every component they
werk with, achievement of our goal will not occur. The significance of this
problem and the need for improved performance has been discussed in the Site

\ .
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Vire-President's “Team Notes" on several occamione. The Station Manager
lgsued a letter to all employeas explaining the issue and thelir role in
resoiving It. This lecter wae covered by supervigsors witn all employees. An
article has appeared in the site Newsletter. The CPT is preparing monthly
summary reports and issuitg weekly bulletins to keep employees abreast of
migpogitioning events.

In the mispositioning events analyzed to date, six recurring problem
areas/issues have been identified.

* inadequate verifigation of methods

= inadequate or deficient procodures

= poor work practices

~ outage-activity planning/schedul ing

~  events involving egquipment removal and restoration
~ events .nvolving hardware/equipment problems

With respect to the first problem area, inadequate verification methods, six
out of s mispositioning events could have ! en prevented by thorough “eelf-
verification" by the individual(s) involved. This problem area, and the
apsociated events, was discussed py CPT members with the plant staff during a
broad (but unstructured) survey. Feedback from the staff confirmed the
{mportance of self-verification as the first line of defense against
mispositioning events, (The team alse received considerable feedhack on the
subject of Independent Verif.icalicn which the team provided to station
mansgement. See Attachment “.) The CPT has initiated an effort to emphas.ze
and promote good self-verifi .tion by all employees., The CPT will work with
stat ion management to continue this effort.

With respect to the second problem area, inadequate ar deficient procedures,
the team concluded that 8 out of 14 events were directly attributable to
deficient procedures being used, and that & of these events involved
procedures with missing or incomplete work guidance. Based on its broad
experience, the CPT concluded thal some procedure deficiencies have gone
uncorrected because the effort required was perceived to be too great or too
lengthy, The CPT has recommended that the procedure change process, within
all work groups, be examined and wherever poagible made simpler, more
responsive, and not burdensome on the person whe identifies the need for a
procedure change. The CPT has also recommended a close working partnership
between procedure users and procedure writers. Finally, the CPT has
recommended that an effective procedure valldation and verification process be
established within all work groups.

The Component Positloning Tee . is continuing to work diligentlv to help
achieve the goal of "zero mispositionings”. See Attached CPI Conclusions and
Recommendat ions dated March i1, 1992. A significant amount of etfort hag been
expended with tangible vesults thus far; however, much remains to be done.
More mispositioning events will ke investigated. Additional data will be
compiled and analyzed. Additional recurring problems/issues will likely be
found and further recommendations developed. A measuremaent tool will be
developed. And most importantly, ongoing discussion and «ommunication of the
CPT's activities and resulis will take place.



MISSION:

OBJESTIVES

COMPOSITION:

CATAWBA CORPONENT POSITIONING TEAM

CHARTER

We are committed to operating our plant safely and
eff icientiy with all components correctly ponitioned at all
Limes .

The Component Position Team (CPT) has been established to
help achieve th~ » ove goal by communicating the importance
pf this gual, by ..entifying barriers or obstacles te ite
achlevament . by recammending eff -stive imeans to overcome
obstacles and barriers, and by establishing a means to
measure progress toward this goal.

In carrying out ity mission, the CPP is acooutitable for
accompl ishiog the following abjectives,

1) To apply a brosd perspective that encampesses all work
groups invelved in achieving this goal.

2) To work with all affected groups, communicating and
involving them in the CPMs activities, to forge a
congensus action plan,

) To encourage and support employees in candid reporting
of component mispogitioning events.

4) To analyze past and present component
migpositioning events to determine root causes
and contributing factors.

5) To evaluate alternative courses of action and
recommend the best for implementation.

&) To develop a method for wmeasuring progress toward the
stated goal.

The team will pe composed of members of the site staff and
management representing the principls work groups who
position components, Members of the team will be appointed
by site management with their commitment to making
sufficient time available for teom members to actively

pistigipate.

The CPT will remain in existence until its mission and
pbjectives are achieved,

Management may continue the CPT in an ongoing role to
measure progress toward the goal. The CPT may be tasked to
assess the effectiveness of implemented solutions.

S N I R W LI W [Lo———
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It is expected that the CPT will, over Lime, evolve into an
element of the Managing for Excellence effort with the
responsibility of pursuing continvous improvement in
component positiun activities, :

The CPT, and varioun sub-commitlees as needed, will meet
regularly to carryout thelr work. Team members will
carryout assignments between meetings. Support from outside
the team will be used as needed,

Minutes of team meetircs will be distributed promptly. Site
management will be kept advised of the team's progress
throdgh menthly briefings.
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Marrh 11, 1992

intormation acd Insight gained from analyeing old mispositioning event Plku is

minimal due Lo misaing information; too many assumpt ions had to be made to

fil1 in the gaps. Thevefore, the CPT will concentre.e current and future
evants.

It is important to investigate mispositioning events quickly adter they occar,
tefore information 1g forgotten, or the pedsple lnvelved “ower-an 'vae" thelr
actions.

Based on detailled avalysis of 14 recent evenls and 16 older events, the
following recurring probhlem areas/issues have been identifled. Each area will
be wnulyzed further.

insdequate verification methods
insdeuate or doficlent procedures
 HOUr WOrk practiceds
= outage activity planning/scheduling
=  RiR discrepancies
hardware prablems

: e T

A. {neffective self-vearification wes a contributing facter in & -t of 14
’ events. Effective self-verification could have prevented all € events,

o B Kifective self-verification by all employees is the first-line of

defense against mispositioning events. Self-verification 1y a very
impartant element of verification, as /mportant to safe oporatiun as
doul:le or separste verification.

- ~!mbauis on self-veriiication relnforces employee ownerahlp; smpbasia on

1/V can dilute ownership,

D, Based on teedback from ewployees, solf-verificeiion is not widely
understood, nor widely practiced. Maay personnel have not heard of
"selt-checking". "PLEASE LISTEN" as a sell-~leck concept has failed; it
ls sesn as oo complex/cumbersume, Classroom tralning alone was
insufficient to inarain the conwept in umployens.

E. hehieving effective, wide spread self-verification will requive behsvior
modi f ication mich more (han skill developrent,
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_ A, Ton effort to bulld sei/-verificat iva should stay out of the ¢lassroom.
i 11 Eho.dd he taaght. coached, and promoted by managemant and

|

o supervision, 1

l

B, The “"HTAR" concept (stop, think, act, review) should be incorporated in '

place of “"VLEASE LISTEN". ;

i

B Employess shouid hear about the rup-eguences of not using ‘.

gell-verification, l.e., what can happen, The CPT will be communicating
wispesitioning eventa that invelve poor self-verificatjon.

o, deif-verification grould be covered in crow tallgate meetinys as another :

: eloment of the expected work eve'ution. i
4

A, The current Indepundent Verification (I/V) policy ls inconsistently i

! implamented betwesn atation work geoups. There s Little commo: :

understanding of eitler the philosophy of or method of werificatiorn,

8. Varying intecpretation of 1/V requirements and expectations by utatice :
groups hes led ' incongistent lwpleventation and confugion among :
personned .

£y Continuous o punication of the intent of and wxpectat long for 1/V has
not, taker glace.

A, A reviged Catawba Site T/V policy should be in place by &/1/92. i

B, Munspemeat shuuld estatlish an /¥ Implesentatior Team by 3/15/92 with
sopresentatives fra all wsatlon work groups involved in V'V, including
tperations, .struwmt and Fleotrical, Chemistry. System Mnginescring,
Training Services, and Mechanical 2awmntenance, The CPT should b
eepresanted on the team, The 1/V tear chouid be charged with developing
a implosentatiocn plan by 5/1/92 and gcarecying it out.

4% The Catawba 1/V policy sheuld v conglstent with the tec'wical yaidance :
gt forth in 1he Usparusent Dicective, ,

b Cotawba policy should yiways call for salf-variflic.tion but only inpose
BV ¢ BV when roguircy By vegulation or satety significance.

E.  The tean shoald detertine Faw most effective way ta “vain on Lhe :
tochniquer of "secarats" and "aouple' verification, inchuding classcoom, i
Lauk lists, Qwlification standards, eto,

r The ‘wplementation pla) should snzcre conslisbency in whon, where, &nd
how OV and PV spe performed at Catawba, woth within work groups and
between woark gr ups.

e e e L BRI
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G The 1/V Leam should determine how 3V and DV will be implémented in
frocedures and shculd lnclude representative procedure writers and

LHOTS .
CONCLUSIONS, - Problem hwareness
b During the survey, very few people were aware of wispasitioning eventy

oecurring; however, many sald thar Lthey wanted tr heat avoubl the events
in a conoise manner.

B. Many work groups believed chat they did not have a problem with
mispositioning events, they believed that othar wrk groups had a

provlom.

CPT will continue to emphasi“e b ad awareness within the plent staff of the
gignificance of this problem and the occvrrence of mi.positioniug events,
Management aund supervigion shoild veimot o this elfort st every cpportluily,

K Eight (8) out ¢! 14 events involved a procedure deiiciency. 8ix (6) f
the 8 had » .#siug guidance/irformetion,

8. Previoudly identified procedury deficierc es have gone uncorrected
because the clangs process is perceived L. be oo burdensome on tue
initiator, take toc Jong, and ofter not effective.

R Procedure validaticn and verification is oot widely fmplerented but
could help identify and elimir<ts the type ¥ procedure de’iciencles
that lead to mispositiorin; evonts, ..e., o (o migsing inf rmat.on.

re Unticivacies

A, The procedurs chungs socoea, within all worg eroups, should ko
effective - it shou.d encourage reparting of deficiencies and should
prompt 'y reapond to repurtcd problems.

B. A formal procedu’c ond procudure chang» validation and -erif ication
pro~ess should ko widely and ceasisr ntly implemer ed,

= Strong partnersh.ps should b establizshed between procedury wri.ers and
uRers,

- 1 Procedire probl as idontified in mis >witioning events should be
assigned prioricy fer resolution befare the j rocedure is used next,

B. The following zecommundations result from tne CPT's inves* iy~tions of
recent events and adirecs the immediate and broader implisations of
“hese preblems.

b I Revig: the Perfurmance NI and NV check valve test procedures to
improve clarity avd coauze complexity in the valve alignments.
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represented on the team. The I/V team should be charged
with developing a implementaticn plan by $/1/92 and carrying
it out.

The Catawba 1/V policy should be consistent witnh the
technical guidance set forth in the Department Directive.

Catawba policy should always call for self-verification but

only impose DV or SV when required by regulation or safety
significance.

The team should determine the most effective way to train on
the techniques of “separate" and "double" verification,
including classroom, task lists, gualification standards,
etc,

The implementstion plan should ensure consistency in when,
whare, and how 8V and DV are performed at Catawba, both
within work groups and between work groups,

The I/V team should determine how 8V and DV will be
implemented in procedures and shtould include representative
procedure writers and uservs.

Action Taken on Recommendations

Catawba Nuclear Station wanagemeat nhas accepted these
recommendations and has established an impleme¢ntation date of
8/1/92,
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Separate Verification

A verification process which requires some t.me
intervai between the acticne of the 'Doer’' and
the verification process of the 'Verifier'.The
time interval ensures individuals act separately
and independently. The 'Loer' performe specific
actions per station procedures and the
‘Verifier' checks the actions of the 'Doer'and
ver.fi90 the acticn® were correct.

Double Verificaticn

A verification process in which the 'Doer' and
‘Verifier' must independently decide that an
action is correct prior *o the 'Doer' performing
any action, Once an sg.eemant 18 reached that
the action is proper and that it ie to be done,
the 'Doer' performs the specific action per
station procedures. The decicicons reached
independently concur that:

im) The correct component is ildentified.
(b) The action to be taken is correct,
{e) The action parformed was correct,

Self Verification

An ingrained woOrk practice wheare a worker
independently and positively identifiee the correct
unit, train, and/or component, reviswas the intended
action and expected response before pearforming che
vask, and then, verifies the action pesforned wae
correct.

Operable

A system, subeystem, trair, couponent or device shall
be cunsidered OPERABLE when it is capable of
performing ite inten.ed funstions.

Supervisor

Individual directing the work activiuy. lay include
the following:

) Crew supervisor/reiief supervisor

) Responsible aystem/comporent engineer oOr enginear
with specific assignment

) Technician temporarily working in a supervisory
position,

{1
(2
(3

4.C Responuibilitise
4.1 Ltation Manager

4.1.1

Provides overall direction of the Indapendent
Verification Program.



Separate
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Page 6

Verification Process

6.}

6‘2

Self Verificetion

In performing Independent Verificaticne utilizing either
Separate or Double Verification, Self Checkiny Techniques
{L.@. PLEASE) shall be utilized ap necessary. The technigues
consist of:

(i) P repare Have all materials needed to locate
the egquiprent. Take time to pause
and consider the intended action. Be
gggrollxvoky EUSPLCIOUNE

{2) L ocate Identify the correct
component/train/unit using visual,
audible, and tact.ile senses.

(3) E xamine Touch, or in the case of energized

eloctrical wires or circuits, point
to the component.train/unit, but do
not operate. Reconfirm the
components identity.

Consider the expected responasen from
the actions about to be taxen (e.g.,
indications, alarme, noise, heat,
vibration, et¢,). Consider what
actions to take if the expected
responses are not received.

(4) A nticipate

(%) S tart Lift the electrical wire, place the
jumper, manipulate the component,

etc.

Eusure that the action taken hae
resuited in the expected response.
He ready to react to unexpected
results.

(6) B valuate

Separate Verification - Reguires some time :nterval between
the actiona of the 'Doer' and the verification process cf
the ‘'Verifier'. Refer to step 2.1.1 for complete definition.
The following are correct ways of performing Separate
Verification,

6.2.1 After identifying the correct ccmponent, the
‘Doer' checks the component position locally
and, as necessary, places the component in the
regquiced position. The 'Verifier' then checks
the ~omponent position locally and verifiesa the
action of the 'Doer' was correct.

6.2.2 After identifying the correct component, the
'Doer' <hecks the component position locally
and, af necessary, placee the compone~t in the
required position. The 'Verifier' then checks a
remote indication and verifies the action of the
"Doer’ was correct.
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Impiementation

The following guidelines should be taken into considerat.ion when
performing ladependent Verifications:

b

7.2

When Double Verification of a component/condition ie
required and the two individuals pertorming the task must
physically work together, the thought process of the 'Loer’
and ‘Verifier' must be completely separate and independent.
The individual performing the 'verification’ nust not rely
upon the cbserved actione of the other individual to
determine the correct comporent ident.ificat.on, position, or
condition. Verifier independence must be maintained to
enesure the integrity or the Independent Verification process
by not relying on the actions or etatements of each cther.

Whan a4 Separate Verificat'on i9 required, the time intervai
should be less than one shift to reduce the possibility of
component miapositioning errors and facilitate the smooth
transfer of plant status during shift turnover.

when ueing remote indicators to determ.ne component status,
statlon pereonnel must enaure through neans, euch ae
periodic teeting, that the device being used provides a
positive and definite indication of the component's status
and functional ability. (i.e., Performance and/or I&E
testing proves indications dre correct within tormal
Limat#, )

1f a system operating condition praribits closing a
throttled cowponent to verify its position and the act of
fully opening the component would not unduly upset the
system, the number of turne throttled closed from full open
may be used ia lieu of the normal method of counting th
curns open from fully closed

When the operation of a throttled component is necessary to
determine Lte position, having &4 verifier obeerve the
initial component operator's action is preferable to having
both persons individually operate the component. This eecond
componen” operation would effectively nullify the first and
would therefore serve no purpose.

1f a eystem operating condition prohibits moving a component
to verify its poeition, the operating system parameters may
be used to perform the verification. Care must be exercised
whnen using process parameters as a second check of a
component '8 preition due to possible alternate flow paths or
other conditions that could make iLhis method unrel.iable.

The Technical Specification requirements relating to the
required cpen or closed positicns of certain components must
be considered on all component manipulations. Tf the act of
verifying the pos.tion of a component violates the Technical
Specif..ation's designated position for the plant operating
condition, positive control of the cperability ot the
coamponent must be maintained at all times during the
component manipulation. Technical Specification requirements
should be reviewed for appiicability prior to componant
manipulation,

R N S ———
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7.18 Circuit breaker verifications will 'neclude a local

737

7

.18

<19

inepection of the breake:r, control power switches or fuses,
and other eguipment a3s outlined Helow.

(1) To verify a breaker ie removed from service, the
operator will:

ia) Ersure the control power is isolated, .if
recuired, by Lnepecting the appropriate switches
ard fusas or fuse blocks,

{b) Ensure the breaker is fully cacked cu., am
applicable.

(2) To verify A rreaker is restored tO service the
operator will:

(a) Ensure the cor’ powar is energized by
inspecting the aypropriate swilches, ind.cating
lignte, and fuses or fuse blocks.

(b) Ensure the bresker .8 fully racked in.

(¢) Ensure the cloeing springs charged and the
racharging muter on, as applicable.

(d) Ensure the cubicle door is in good condition
with all fastesners tight.

Locked circuit breakers will be verified indevendently by
snspection of the .ocking device for proper Listaliation.
The pos:.ion will be documented on the appropriate locked
breaker list in accordance with the Locked Breaker Program,

Removal and Restoraticn pyrocedures snall:

{1 Give considevration t3 the segusnce of required actions
sC as to preclude urndesirable effects during the
procuse.

(2) Clearly indicate .he affected valves that require

Independent Verificacion,

The following are additional general methods to heip in
identlfying componsnty while performing IV:

(1) Comparison of equipnent identification name/number on
A work order with that on the egquipment.

(2) Koy control, issuancs and rewurn, where the key .3
srecific o a unit and to & system.

(3) Use caution in the use of plant drawings and valve
location bioke. Al. plant drawings do NOT show the
phys.cal layout of the ayistem,

(%) Comparison of unit, train, or compcnent designaticne
to the designations in the applicable procedure.
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' 9.4 Perscnnel signing the documentation for Independent
Verificaticn must have!

(1) Either performed or veritied the action required by
the specific procedure step, valve check ste, O work
request .

(2) Been designatec by station management to eign the
documentation in the absence of the individual
: actually performing or observing the action.(e.g., A
- Controli Room Operator (CRO) may sign a procedure step
upon receiving the status of the affected component
verbally from & Non-Licensed Operator (NLO) who is
performing or observing the action at a remote
iccation).

| When this method ie used to document Independent
Verification, both of the indiviQuals are to be
indicated in the aignature. For the above example,
this would be accomplished in a manner such as NLO by
CRO, NLO/CRO, or other appropriate means. Station
specific directives are to clearly define the
acceptable alternatives to all personnel eigning the
Independent Verification document.

10.0 Exceptions

Independent Verification may be waived under any of the following
situaticne with apypropriate supervisory approval and
documentation:

1 (1) If it would result in a significant personnel radiation
’ exposure as dafined below:

(a) Individual radiation exposure of greater than 10 mrem
for a single Independent Verification.

{b) Access to an area with & dose rate equal to or greater
than 1 rem/hour.

(¢) Procedures containing several single Independent
Verification steps, each with high exposures but lees
than the above exposure limits should be considered
for being waived if exposure from Independent
verification would exceed 100 mrem per week.

(2) In situationg that presant a significant personnel safety
risk. Station managemeént 18 to evaluate and determine these
gituations.

{3) I1f valves perform a safety funation which rece.ve an
automatic signal to move to their proper safety position,
unless these valves are removed from operability in a manner
that would prevent automatic actuation.

(4) On general vent and drain valves which would NOT prevent a
safety related system from performing ite safety function.

(5) Under emergency conditions.







Managing For
Excellence




L 1 J Mana A w A N1ifle
M Quality Manageme avice ) adited
v uRe wer ! Managing # S AXCeenCce
pynght M 1989

L] Qnis reserved




