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UNITED STATES OF AMERICA
NUCLEAR REGULATORY COMMISSION

b Qgggsdictgon

This petition to the Nuclear Regulatory Commission (NRC) 4s filed pursuant to

10 CFR §2.206 by the Kansas Chapter of the Sierra Clud, which has more than

2,000 members within 200 miles of wolf Creek Generating Station in Burlington,
Kanses. 10 CFR §2.200 end 10 CFR §2.206 authorize "eny person" to file @ petition
to request that the Director of the Office of Inspection and enforcement of the
Nuclear Regulatory Commission {nstitute & proceeding pursuent to 10 CFR §2.202

to modify, suspend oI revoke 8 license or for such other action as may be proper.

11. Action Requested

This petition requests {mmediate NRC sction to prevent undue risks to public health
and safety posed by the operation of the wolf Creek Generating station in Burlington,
Kansas. This petition requests {hat the operating licenses for the wolf Creek
Gemerating Station be suspendec until corrective actions to gchieve assurance of
sceauste protection of public health and szfety have been taken. The grounds

for these requests are summarized in the body of this petition.

111. Agglicable Laws
A, Appenoix B to 10 CFR Part 50

This Appendix is entitled "Quality Assurance Criteris for Nuclear Power Plants

and Fuel Reprocessing Plants." The text of the Appencix outlines its applicability
to the Quality First Program carried out by the Kensas Cas & Electric Company

at wolf Creek Generating Station in Burlington, Kansas:

wNuclear power plants and fuel reprocessing plants {nclude structures,
systems, and components that prevent or mitigate the conseguences of
postulated sccidents that could cause undue Tisk to the heslth arc
safety of the public. This appendix establishes quality assurence
requirements for the gesign, construction and operation of those
gtructures, systems and components. The pertinent reauirements of

this appendix epply tO all activities affecting the safety-related
functions of those structures, systems and components; these activities
include handling, shipping, storing, cleening, erecting, instslling,
inepecting, testing, operating, maxntainin?, repairing, refueling end
mogifying. As used {n this eppendix, "quality gssurence" comprises all
those plenned and systematic actions necessary to provide adequate
configdence that @& structure, system or component will perform satisfactorily
in service."”

The Appendix sets forth procedural requirements as to who {s responsible for quality
gssurance:

wThe authority and outies of persons snd organizations performing
sctivities affecting the safety-related functions of structures,
systems, and components shall be clearly established and gelineated
in writing.”
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The Appendix mekes it clear that Quality Assurance {nvolves much more than merely
creating a program and a flowchart of authority:

"The quality assurance functions are those of (a) assuring that an
eppropriate quality assurance program {s established and effectively °
executed and (b) verifying, such as by checking, suditing, and inspection,
that sctivities affecting the safety-related functions shve been
correctly performed.”

in agcition, independent professional judgments and corrective actions are essential:

“The persons ancd organizations performing guelity assurance functions
shell have sufficient suthority and organizational freedom to igentify
quality problems, to {nitiate, recommend or provide solutions; and to
verify implementation of solutions. Such persons and organizations
performing guality assurance functions shall report to a management
level such that this required authority and organizational freedom,
including sufficient ingependence from cost and schedule when Opposed
to safety considerations, &re proviged.”

The Appendix reguires documentation:

"This program shall be documented by written policies, procedures, or instruce
tions ang shall be cerried out throughout plant 1ife in accordance with
those policies, procedures or instructions."

The Appendix also regquires periodic review of the overall Quality Assurance effort”

“The program shall provice for indoctrimation ad training of personnel
performing activities affecting guality as necessaly to sssure that suitable
proficiency is schieved anc meintained. The applicent shall regularly review
the status and adequacy of tnhe ouelity assurance program. management of
other organizations participating in the guality sssurance program shall
regularly review the status and adequacy of that part of the quality
gssurance program which they sre executing.”

gven if these regulations were not @ part of the Code of Federal Regulations in
1984, common sense would cause any competent manager of a nuclear power plent to
meet esch and every one of these requirements to assure the health and safety

of that manager's Own employees &s well as that of the general public.

Radioactive materials are inherently cangerous. The law has treditionelly required
& greater odegree of cere from those managing {nnerently dangerous activities.

B. 10 CFR Part 50.5%(e)

This regulstion requires & report to the NRC of each geficiency found in design

gnd comstruction “which were it to have remasined uncorrected, could heve affected
adversely the safety of operations of the nuclear power plant et any time throughout
the expected lifetime of the plant, and which represents (1) e significant breakdown
{n any portion of the guality assurance prugram required by the Nuclear Regulatory
Commission", or (2) & significant geficiency in the final dcsign so that it does

not conform to the safety analysis report of construction permit, or (2) a
sipnificant ceficlency in construction or significant camage to @ structure,

system or component that will recuire extensive evaluation, redesign or repair to
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conform to the safety analysis report or construction permit, or to otherwise
establish {ts adeguacy to perform its intenged safety function, or (4) @
significant ceviation from performance specifications that will require extensive
evaluation, redesign or repair to establish its adequacy to perform {ts intended
safety function or to conform to the safety analysis report or construction permit.

The construction permit holder is to inform the NRC of each reportable deficiency
within 24 hours of its dixcovery and submit & written report within 30 days.

The written report is to contain “sufficient information to permit analysis and
evaluation of the deficiency and of the corrective action.”

C. NRC's Longstanding Reguirement of Management Competence and Integrity

NRC has periodically found management of nuclear power plants to be culpably negligent
in feiling tc instill a sense of respect snd integrity in quality assursnce programs,

feiling to fix precisely within a company the responsibility for carrying out quality

assurance programs, and failing to apply quality essurance concepts. See for example

16 NRC 281 (1982).

A pervasive scheme of guality essurance management practices that have mace it
impossible for management to provice adequate configence that 8 structure, system

or component of & nuclear power plant will perform satisfactorily in service

would fall into the category of culpable negligence as that term has been used

by NRC in imposing penalties. Management activities and omissions which resulted
in closing huncdreds of quelity assurance investigative files with only superficial
{investigative efforts, transparently limited gocumentation, meaningless verification
of corrective sction and premature closures of issues which meritec further investi-
gation (in the words of NRC's investigator M. Brooks Griffin) would fall into the
category of culpable negligence as that term has been used Dy NRC in imposing
penalties and suspending operating licenses.

Management with superior knowledge, skill and intelligence in the nuclear power
ingustry is held to & higher stencard of behavior than the reasonably prugent person,
but even common knowledge and ordinary judgment would recognize unreasonable danger
in management sctions end omissions cescrited in this petition that occurrec and may
contimue to occur at Wolf Creek Generating Station. Every reascnable precaution
suggested by experience or prudence is required in the nandling of ultrahazarcous
materials such a&s nuclear fuel. Some management actions and omissions described in
this petition may rise to conscious incifference to consequences, emounting to

a willingness that they shall follow.

Dr. Robert Peter Gale snd Thomas Heuser, in their book Final warning, The Legac

of Chernotyl (warner Books, Inc. 1988) state that one {nhe.ied plutonium atom which
Cecays and emite an alphs particle inside the human body is eble to cause cancer.
The public cennot afford to risk the consequences of the cefective quality sssurance
program at wolf Creek Generating Station, which has been managed with & cellous
ingifference to humen life end to human health.

4
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1v. Crounds for Relief

A. From the inception of its Quality Assurance program to date, management at
the Wolf Creek Generating Station, Burlington, Kansas has ignored real.safety
concerns.

This petition relies on NRC's Office of Investigation Case No, 4-B6-004,

FOIA 87-811 (slso known as FOIA 87-800) for specific facts noted herein. Petitioner
hes sccese only to the expurgated version of this case report, That version includes
censored transcripts of interviews of Robert L. Scott, Charles Snyder and Glenn
Koester conducted by H. Brooks Criffin of the NRC Office of Investigations, Also
included are Mr. Griffin's censored summaries of the sllegations that triggersd

the NRC's investigation as well as censored summaries of interviews he congducted
with Charles Hill and John Johnson. Mr. Griffin's analysis of the results of his
investigation is also includec.

Petitioner wishes to note that the materials available to it spparently minimize

the deficiencies in the Quelity First Program &s it wes managed from August, 1984,
through March, 1985, due to the large portions of censored information in the
version of Cese No. 4-B86-004 sveilable to it. Examples of information not available
to the public are the names of persons in Griffin's ciscussion of wrongdoers,

names of many persons mentioned by those Griffin interviewed, names of Quality

First investigators who were fired or transferred out of Quality First, parsgrephs
of Griffin's sumaries of interviews, and paragraphs of Griffin's discussion of
gllegations bearing on his conclusions regarding wilfulness and intent (a thirg

of & page or more was censored on at least ten of tnese fifteen pages).

Petitioner submits this petition basec¢ on &n expurgated version of the case
{nvestigation which does not descrive the full extent of the problems in the
Quality First Program, 1f Petitioner had access to the unexpurgated version of
Case No. 4-86-004, as does the NRC, an even stronger case for relief could no
doubt be presentec. Petitiomer urges the NRC to consider the entire unexpurgated
report of this investigation in its evaluation of this petition.

H. Brooks Griffin of tne Office of Investigations concluded:

1. Little corrective action related to Quality Fi}st investigations hac
oceurred by the original fuel loac date of December, 1984.

2. verificstion of corrective action by Quality First "was not meaningful."

3, "In many instances" safety concerns were closed after "superficial
irvestigative effort and transparently limited documentation, all of
which was accepted by Ql supervision.”

4. Interviews of those reising sefety concerns were summarized in one or two
semtences resulting in too little informstion to launch & meaningful in-
vestigation in many cases.

s, Meaningless investigations occurred which resulted in “premature closures
of issues which merited further investigation.

6. Failure to evaluate the plipe cleanliness issue was inconsistent with the
4
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objective need to effectively investigate that issue.

7. Kensas GCas & Electric Company managers chon?cd investigative conclusions
of their staff members in st least two sign ficant cases. «

B. Quality First essentially dropped allegations of harassment, intimidation,
falsification, discrimination and drug use on the site end did not investigate
them for their potentisl ascverse effect on plent safety nor did it penalize
wrongooers.

9. Some investigators were removed from their jobs by Kensas GCas & Electric
Company managers es & result of their aggressive Quality First Program
investigations when they refused to 1imit the scope of their 1nvcsti$ot1ons
after relsted or ssditional safety concerns surfaced in the course of &n
investigation.

Despite these and other fingings which will be described in more detail below,

the NRC's Office of Investigations ultimately concluded that "[dlespite substantisal
shorteomings identified in the Q1 program, {t {s concluded that the evicence
gathered does not substantiate wrongdoing on the part of KGC & £ management in
their conduct of this voluntary program.* The word "wrongdoing" was not defined.
Accorging to Appendix B to 10 CFR Part 50, quality assurance {s not voluntary but
mancatory.

" Backgroung

Xansas Cas & Electric Company (KGE) created the Quality First Program (Ql) in
March, 1984, choosing Owen THERD, & contract employee of KGE, to be Team Leader
of the program. THERQD reported to KGE Quality Assurance (QAS Manager, william
RUDOLPH, In mig-Februsry the Atomic Safety and Licensing Board Panel had concluded
licensing nearings for Wolf Creek Generating Ststion. During those hearings, the
Nuclear Awzreness Network, @ registered intervenor, hag produced former site
employees with gllegations concerning construction deficiencies. THERO saic
RUDOLPH ssked him to investigate those witnesses' concerns in @ timely manner to
determine whether they would delay licensing., After further discussions with
THERD, RUDOLPH established 0l to conguct exit interviews of site employees
regarcless of which firm had employed them. A written Q) procegure was spproved
by Glenn KOESTER, KGE'S vice President, Nuclear, who retaeins that title but no
longer has Cay-to-Oay responsibility for wolf Creek. KOESTER is now also
Cna?:mln of the Board of Directors of wolf Creek Nuclear Operating Corporation.

A videotape explained Ql to exiting employees about tO be interviewed. An
gllegation hotline end walkin interviews were also svailable to employees.

The NAC investigetive record shows @ lack of agreement as to the purpose of Ql.
KOESTER told NRC that QL wes created to investigate safety allegations made by
employees and to icentify deficlencies that needed to be corrected before

wolf Creek was licensed. The 1icense was grantes July 2, 1984, put Q1 continued.
THERD seid Q1 was &lso to determine the root ceuse of problems and to determine
the full extent of the potential problems, not gust to deal with the symptoms.
He saw Q1 as sn independent investigative organizetion. THERD came to believe
KGE menagement wanted quick resslution of problems and did mot wish te broaden
investigations based on new information developed during &n investigation,

THERD sald Q) was not created tc COver up tssues but to encourage employees to
bring concerns sbout safety to the licensee first for possible corrective action

4]
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{nstead of to NRC or to intervenor groups, buts its mission changec.

1. Documents Shredded; Blackbslling

In early August, 1984, Richard GRANT, KGE Manager of Quality, was made interim
supervisor of Ql, replacing RUDOLPH, KOESTER said NRC had encouraged him to
remove RUDOLPH from Q1 becsuse of @ potential conflict of interest between RUDOLPH'S
supervision of both Q1 and QA. RUDOLPH remsined in charge of QA. THERO and
Charles WILL, the first Ql investigator hirecd, though: e document shredding incident
had lead to RUDOLPH's replacement at Ql, They told NRC that while an inspector
wes in the QL traller meking sllegations during his exit interview, RUDOLPH,
supervisor of Q1 at the time, ordered Security to search the inspector's truck

for documents. RUDOLPH called THERO into his office later that day and, laughing,
told THERD the inspector was @oing to have & hard time proving anything because
Security hed found some documents in his truck and destroyed them after RUDOLPH
nad read them. Another KGE employee wrote @ report on RUDOLPH's actions. RUDOLPH
wae later accused of blackballing the same inspector so that he was not hired

at Arizoms Public Service (APS), as verified by APS employees. A Q1 investigator
substantisted that the blackballing had occurred in tape recorced interviews

of two APS employees. HILL said within 24 hours of those interviews, KOESTER
ordered that all Q1 tape recorders be turned in to him, At the time NRC reviewed
the blackballing file, the conclusion had been changed to “unsubstantiateg”
without the knowledge of the Q1 investigator. THERD told NRC that KOESTER had
ordered removal of the tape recoroers after an employee slleged sexual harassment
by @ senicr KGE manager.

2. Q1 Management Recrganized

Q1 nad hired about ten more investigetors Dy August, 1984, including Rodert L.
SCOTT, who was brought in by GRANT. SCOTT hed been employed by Bechtel Power
Corporation since 1973 as was hired at wolf Creek as 8 Bechtel employee to be

8 Q1 investigator. SCOTT was assigned to one case, which he oid not complete,
pefore Q1 was reorganized later that month, HILL saig the Ql investigators
referred to SCOTT as "Bechtel Bob" because he always searched for means to
invaligate allegations instead of investigate them, In August, 1984, Q1 wes

split into two gQroups, an interview group supervised by THERD, and en investigator
groups supervised by SCOTT. Charles SNYDER was then named Manager of Ql,

nssuming control from RUDOLPH and reporting girectly to GRANT, SCOTT and SNYDER
controlled the course of the Ql {nvestigations, THERO was told KGE wanted @
permanent KGE employee to head Ql. THERO was @ contract employee and SO was SCOoTT.
SNYDER, on the othr hand, had been employed by KGE since 1580 as 8 project
construction engineer, He had represented KGE et its rate case hearings in

early 1984, KOESTER chose him to be Q1 Manager while SNYDER wes nimself the subject
of allegations under Ql investigation regarding pipe cleanliness. THERO believed
there was & conflict of interest to SNYDER's being named tc manage Ql while

that investigation was pending.

s, Case Closure Rate Leaped

At SNYDER's first meeting with Q1 staff, many investigators neard him say he had
a mandate to close all of the open Ql {nvestigations by December, 1984, s0 they
would not interfere with the fuel losd date. He was slso heard to say to the
group that if enyone present could not ¢o the work SNYDER's way, they should seek
other employment, SCOTT did not recall hearing this and SNYDER deried saying it.
KOESTER said no pressure was placed on Ql management or investigators to

close the cases by December. Nevertheless, Criffin of NRC discovered that prior
to August, the everage case closure rete per investigator was four cases & month
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and by November it was eleven cases per investigator with a steff of about 24
{nvestigetors. Some investigators {n November closed one or more Q1 files each
day. Oriffin ststed to SCOTT that @ single harassment case uswally took him

about three months to close. SCOTT'S response wes that the streamlined procedures
and better tools available to the Q1 investigators by November explained the
incressed closure rate. SNYDER sald some investigetors were particularly knowlegge-
able end did not have to expend &s much effort to resolve the issues. Criffin
noted thet many of the files contained very little documentation to support the
conclusions one wey or enother and told SCOTT that the {investigations were not
meaningful or thorough. When Criffin asked him what amount of gocumentation he
required as a supervisor, SCOTT sald he could not answer that without a specific case
example. Wnen he was asked if documents were ever purged from the files, SCOTT
sald he had at one point asked his investigators to throw nnythingNnot relevant

to the case away to eliminate the need for extra file cablnets. YDER sald it
was never his intent to require full documentation of investigations. Many Ql
investigators thought the program rad been streamlined to the point it was meaning-
less, superficial, anc hac no integrity. Griffin found that although there were
still some open cases left in Decemper, 1984, tne vast ma jority had been closed

by December, 1984. Criffin concluded that an winordinzte number" of cases were
closed in a very brief periocd of time and that was why the Ql program had undergone
three NRC reviews since 1984.

&4, Tape Recorders Confiscated

KOESTER confiscated the tape Irecoroers after Q1 was reorganized. He told NRC

that he had lesrned Q1 hac tape recorded interviews with people who had not known
they were being recorged unger THERQ's management of the program. KOESTER said
when he hesrd about this, he asked KGE Legal about it and they suggested Q1 stop
the practice of tape recording interviews. KOESTER geniecd that tney were confis-
cated as a result of &n allegation of sex giscrimimation or to decrease the
specificity eng cetgll of sllegations mace tO Ql interviewers., Criffin neted

that many of the files contained one Or two sentence descriptions of the sllegation
made by an employee, even though the interviews took up to 8n hour. NC interview
notes were present in most of the files created after the tape recorders were
confiscated, Detall that might have aided investigation was missing. As @ result,
gome of the investigators said there was not enough information about some
gllegations to be able to investigate and files were closed for that reason.

SCOTT responced that he wanied the {nterviews gistilled to make the gllegations

gs specific as possible, slthough sometimes that lead to vagueness in the files.
Criffin notec that some {nformation was spparently lost forever because it was

not documented and investigators no longer nad sccess to existing employees.

€, Investigators Hamstiung

SNYDER mage funcamental chenges to the Q1 program. He narrowed the scope of the
program to acdoress only issues he cr SCOTT desmed directly related to the original
allegation mace to the Q1 {nterviewer. He and SCOTT ordered Ql investigators to
refer their investigative fingings concerning any new problems to the subcontractor or
department involved for whatever sction it ceemed appropriste. The referral was
made by a newly createc form, which ellowed the Ql file to be closed. No mention
of the acditional fingings was to be inclucged in the Ql file. The other options
Ql investigators had concerning new problems they discovered in the course of

en investigation were toO refer them to QA, which was managed Dy RUDOLPH, oF to
call Ql anc make 8 new allegation to the program run by SNYDER. This narrowed
focus was carried to ridiculous extremes; for example, each weld was dealt with
separately rather than @ length of pipe inspected to determine tne extent of the

.ol
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welding problem. Corrective action was verifiec only if @ Q1 file recommended

it. Both SCOTT and SNYDER denied they limited the smount of time allowed for
investigations, 8n ellegation made by many Ql investigators. Under SNYDER, Ql
referrec a number of allegations to other gepartments or organizations which
resulted in the closing of the Q1 files because SNYDER gid not follow up or
allegations he transferred out of Ql to make sure they were investigated and either
substentiates or found to be without merit. SNYDER admitted to NRC that some
subcontractors were reluctant to respond to Ql forms raising new ellegations.

6. Falsification Mishandled

SNYDER dig not assign Q1 investigators to determine how extensively falsifications
sdversely affected plant safety. For example, color-coded drawings of welds had
been falsified. SNYDER said a reevalustion of encased bolted and welded connections
and of lot and heat numbers had occurred, but Ql gid not attempt to learn why

the inspection supervisors had falsified the grawings or whether they had falsified
gny other inspection orawings. Apparently, Q1 did not fellow through to ensure

that the supervisors were penalized for falsificetions. A second instance of
faleifications involved the Crawford Company sending the same acid etch test with
(ts orger of fittings for four years, although procecures required & new acid

eteh test with each order. KGE's engineering gepartment subseguently recommended
geletion of the acid etch test requirement, which SNYDER spparently accepted without
question. No punishment was meted out to Crewforg Company for violating the
procedures for the four years prior to geletion of the acid etch test reguirement.

7. Investigators Muzzled

SCOTT and SNYDER also prohibited Ql investigators from discussing their cases

with each other. To explain this, SNYDER told NRC each investigator was qualifieo
to perform the job alone and tne pronibition was to make them mroe productive.
SNYDER said investigators could still craw on the techmical expertise of fellow
employees. Investigators tolo Criffin they had understood the prohibition to

be tots., applying both on and off the job site. SCOTT saio the prohibition was
to cut down on wasteg time and that if they needed the techrnicel assistance of

& co-worker to resolve @ case they could go through SCOTT to get it. SCOTT covld
not provide an example of & eituation in wnich he had investigators work together.

8. Wwrongdoers Ignored

NRC's investigator Griffin noted that about 100 Ql investigations between August

and December, 1984, dealt with wwrongdoing", which included harassment, intimication,
falsification, aiscrimination and relate activities. Griffin concluded Ql usually
dropped these issues &s (Ul concerns, based on his review of many files that
documented only & denial of the sllegation by the eccused and no further investigation.
One allegation SNYDER was questioned sbout involved an electrical supervisor who
sllegecly set quotes for his inspectors. The flle showed cnly thet the supervisor
denied it, although enother substantisted eliegation in & separste file had

shown significant problems with welds related to work inspected by that group.
SNYDER said to NRC that the 1nvesti?ation should have been more extensive.

Apparently wrongdoers were not disciplined as e result of findings in Qi investi-
gations. Only harcware problems were perceived as safety threats uncer SNYDER'S
management.
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9. Investigstors' Conclusions Changed; Investigators Fired

SNYDER sdmitted changing the eonclusion regerding RUDOLPH's alleged blaciballing

of an individual inspector to "unsubstentisted" besed on his own review of the
facts. QI ang KGE's Legal Department hed alsc jointly investigated allegetions
that RUDOLPH was taking kickbacks, accorcing to SNYDER. SNYDER said they concluded
RUDOLPH had received money under & contrsct for services related to another nuclear

site.

»nother example of an investigator's conclusions being changed involved the only
cesc SCOTT had been assigred prior to recrganization of the Ql program in August,
1984, 1t comcerned one subcontractor's Corrective Action Report (CAR) program,
specifically a charge that forty-one (41) CARs had been revised at the request

of management to change the portions that were no longer effective. SCOTT narrowed
the scope of the investigation to those CARs that had been revised and cdid not

ook 8t the CAR program es & whole. He was more than halfway through his inves-
tigation when Q1 was reorgsnized, and he told NRC that up to that point he had

not seen any evicence of management pressure to revise CARs and said they were
logical revisions. CARs were a higher-tiered gocument than Q1 forms, and the Ql
progrem closed its file if & CAR existec on the same topic. The concern was
reassigned to @ new Q1 investigator who chose @ gifferent investigative approach.
when SCOTT periodically reviewed the status of the {nvestigation with the new
investigator, whose na"2 has been censored frcm the public report, SCOTT stated

he did mot see the rr.evance of the brosdened scope of the investigation, which
continued for over & month. SCOTT teold NRC this {nvestigetor at tone point said,
"man, just tell mz what you want, and 1'1) write anything you want." SCOTT

had enswered thec he wanted conclusions based on facte and 8 systematic approach,
he told NRC. SCOTT gid nmot perceive the investigator's statement as an expression of
frustration. Shortly thereafter, the investigator turned in his draft report,
which wes hangwritten. SCOTT reac it anc concluced this investigator was not
capscle of handling or did not understand his essignment gnd SCOTT fired the
investigator that same day with SNYDER's concurrence. SCOTT put the hangwritten
report into @ file with SCOTT's notes on the termination ang gave it to SNYDER.
The CAR case wes then reassigned to yet another investigater, who concluded that
the original allegetion wes substantlated hased on one CAR that had been repestedly

Tevised.

NRC found that KGE Legal had & copy of the hangwritten report of the terminated
investigator, which had also substantiated the allegation and found some other
procedural insdequacies which SCOTT thought were irrelevant. SCOTT chose not
to give credence to the findings of the terminated investigator because of the
maner in which he scoped the investigation and mot to give access to that
handwritten report to the next investigator assigned to the case., SCOTT genled
ary intent to bury the terminated investigstor's conclusions, noting that the
nexi investigator reached the same conclusion that the original allegation had
merit  SCOTT had instructed the terminated investigator to report his broader
concerns as new allegations end transfer them to the responsible firms for
followup, but he hed instead continued to investigate those concerns himself.
NRC concluded that significent fingdings of the terminated investigator were
never adoressed as a result of SCOTT's sctions. SCOTT dic not know if anyone
had ever followed up on the terminated {nvestigator's findings. SNYDER said since
Legal had a copy of the handwritten report, it could not be considered discarded.
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Another aggressive investigetor who determinec that records required by the
American welding Society related to trecesbility were incomplete, missing or
inaccurate for up to 70% of the steel used at Wolf Creex was removed from Ql

and placed back in QA. The issue was transferred to Bechtel to be resclved by
walkdown inspections and sampling, accorging to HILL. HILL and THERO thought
this demotion had intimidated most of the remaining Ql staff and innibited their
ingependence.

The structurel steel tracesbility allegation hac been made by two gifferent allegers,
one of whom told HILL later that he had subsequently been fired for tardiness.
HILL said that enother Ql investigatior had demonstrated that the targiness charge
was untrue, efter which KGE telephoned the terminated employee anc asked him to
g;op E%s haressment allegation. The result was thet both allegers were removed

om Ql.

10. Conflicts of Interest Allowed

A continuing theme in the NRC investigation was conflicts of interest. THERD
heo hired investigators with backgrounds in guality essurance. SNYDER told NRC
that he cid mot believe guality assurarce auditors were very ood investigators.
He had hired engineers. SNYDER told NRC he thought the best ?nvestigators for
construction activities were construction employees, the best for startup
activities were startup employees, and the best for operational activities were
operational employees. He said he believed these investigators could exercise
objectivity even when they {nvestigatec their own departments.

Before SNYDER took over management of Ql, he supervised the construction group.
Dissolvo tape had been used to construct argon cams incige the pipes. Dissolvo
tape has a high halide concentration, which is recognized as tenaing to cause
stress corrosion cracks in stainless steel uncer pressure ang heat. THERO sald

the sllegation was that an extensive amount of the tepe had been left insice the
pipes. HILL had written a Quality Program viclation Report on the issue, with
which SNYDER disagreed. As head of Ql, SNYDER was responsible for investigating
nis own previous work as comstruction supervisor, which was not conducive to
objectivity. HILL sald the construction recorcs were so poor SNYDER could not
gemonstrate that the pipes hac been cleaned, so he gave in to HILL and agreed to
correct the problem but took MO actual corrective action. SNYDER told NRC

the issue was eddressed on a higher-tiered document which would resolve all

related allegations. MHe &lso said THERO'S ability to comprenend the issues was
1imited. THERO said KGE had started hot functional testinngrior to the resclution
of this issue, which THERO thought {mproper. He believed SNYDER hac been tolo

to close the issue so it would not prevent 1icensing. NRC concluded Q1 should
rave further evaluated existing and related conceins gbout internal pipe cleanliness
regardless of the existence of the higher-tiered cocument.

11. DOrug Allegations Buried

The hendling of drug use sllegations was the final erea explored by NRC. SCOTT
said when he joined QI he was told one perticular investigator with & crimingl
investigation background would mandle ell drup allegetions., SCOTT said he could
not recall whether he had essigned sll drug @ legations to that indivicusl or
whether SNYDER did¢ the sssigning OF Jjust how they were handled or who else handled
them or whether they were transferred outside Q1 for handling. THERO sald drug
gllegations were referred to Security or to Gary FOUTS, KGE Construction Manager,
but that THERO had no indicatijons that these grug use allegations were actually
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1nvcst1?ated. Some of these allegations were mage against senior KGE management
end quality control employees of another firm. HILL salg FOUTS asked Security

to run criminal record checks on the alleged users andg if no record existed, FOUTS
dropped the informstion. SNYDER said Ql interviewers took crug allegations but
referred them to FOUTS, KGE Operations, or to Security for investigation., *SNYDER
believed Security eventually hendled all crug sllegation investigstions after they
had first passed through other cepartments. QI closed its file upon transfer.

John JOHNSON began es Chief of Security at wolf Creek Generating Station in 1980.
He recalled that in 1984 he had been asked to run criminal record checks on ten
subcontractor supervisors for Ql. None had criminal records. At the time,
Security had not been informed about the drug allegations so no investigation was
done by Security. The name of the person to whom the results of the record checks
wes referred is censored in the public report.

In late 1984 JOHNSON said he received no instructions from his superiors es to

what to do with other drug allegations he received from FOUTS, Ql or elsewhere.

No requirement wes in place that he refer the results of any orug investigation

back to Ql. He wes to informally let FOUTS know is Security verified a crug
allegation, JOWNSON saig Security had searched some vehicles and some work areas
and ebout & dozen employees had been terminated as @ result. About one month

after Q! began to refer crug sllegetions to Security, FOUTS ssked for formal
feedback from Security. Theresfter, JOHNSON's cepartment made handwritten responses
to FOUTS, which JOHNSON thought might have been placed in Q1 files to close them
out. NRC ¢id not fing those reports in clesed files on drug ellegations.

JOHNSON said when Security received & drug ellegation from orly one source,
Security cid not investigate the allegation., If & second independent source

of the sllegation surfaced, Security would wsually follow up with investigation.
Employees were only terminatec if crugs were actually found by Security. Employees
were tested for orugs on site beginning in 15986, well gfter the March, 1985

actual fuel load cate. Security also exchanged information with the local
sheriff's department. JOHNSON said the work of eny individual who had performed
guality-related work who was terminated for grug use was reviewed to see if
saomeone else had had to sign off on the employee's work 1f no seconocary reviews
hed occurred, JOMNSON thought the employee's wOrk was reinspected. Note that

the Q1 files showed no followup on drug ellegations files end no corrective action.
NRC concluced that Q1 ¢id not investigate drug sllegations prior to fuel load.

ALl Ol seemed to co was shuffle paper when orug ellegations were invelved. Ql
vieweo reports of crug use es information Security may have wished to sdd to its
f;les and use in its own limited response to drug wse problems in 1984 end early
1985.

B. From the inception of operations at wolf Creek Generating Ststion in Burlington,
Kensas, management has repeatecly falled to safeguard the integrity of its
quality assurance programs and has failed to demonstrate management competence
to address and resolve real safety concerns.

In & 1982 decision involving Metropclitan Edison Company at its Three Mile Island
Nuclear Statiom Unit 1, 16 NRC 281 (1982) the NRC found that licensee to be culpably
negligent in failing to {nstall in its operating steff & sense of respect for its
trainina eno testing program (page 296); thet "...there was @ failure to fix
precisely within the company the responsibility for preserving the integrity of

the treining and testing program, end in particular, there was a fallure to extend
quality sssurance and quality control concepts to the training program" (page 257);
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“...that the cognizent officials in the Nuclear Assurence Division failed to recognize
that training is an activity which must comport to the concepts of operstional

ssfety quality control as set out in Appendix g to Part 50" (page 300) end NRC

fined the operator $100,000 for its failure to safeguard the integrity of its

program. ’

The cumulative impacts of various management activities and omissions described

in NRC's Office of Investigation Case No. 4-86-004 and summarized in this petition
gemonstrate clearly lack of management competence and failure on the part of
management to preserve the integrity of the gquality assurence programs &t wolf Creek.

Net only Gid these management inadequacies oCCuUr in 1984 and 1985, but according
to various subsequent NRC reports and newspaper interviews they continue to be 2
probiem et wWolf Creek Generating Station,

On March 22, 1988, the Kansas City Times guoted from an NRC notice of violation to
Kaneas Gas and Electric and Kansas City Power and Light that sccompanied a demand
for & $100,000 fine: “In eocition...we ere corcerned that your management oversight
for the evaluation of the root cause of problems and teking prompt and effective
corrective sctions as demonstratec Dy seversl examples of repetitive Licensee

Event Reports in similar areas has been inadequate."

On April 8, 1988, the Kansas City Star reported that wolf Creek had been cited

for three violations in 1988: viclating procecures for controlling access to
restricted areas, inscdequately inspecting reactor seals that developed leaks which
caused the plant to shut down for three weeks, and failing to develcp proper
procecures for inspecting seals.

On June 26, 1988 the Kensas City Star reported that wolf Creek had received the
lowest mark possible for its quality control progrems in an annual NRC report.
The erticle in the Kansas City Star glso said: "The report also criticizes

the plant's Quality Assurance program for feiling to ioentify safety-relsted
probleme on & timely basis. For instance, managers failed to ensure the repsir
of defective equipment cesigned to make sure nigh levels of chlorine gion‘t seep
into the control room."

On July 21, 1988, Joe Callan, girector of the division of reactor projects for
NRC Region IV was quoted in the Kensas City Star/Times as saying that it appeared
that wolf Creek management had improperly 80ught vghort-term" solutions to

safety problems without getermining the underlying causes of problems. He told
the mewspaper that corrective sctions "were often superficial ang dion't get to
the root cause of the problem.”

On January 14, 1989, the Kansas Clty Times reported that Joe Gilliland of NRC
Region IV had said on January 13th that NRC had been concerned about the failure
of Wolf Creek operstoss to notify federa) officials about problems with giesel
generators.

The inescapable conclusion is the Wolf Creek Generoting Station is still not in
full complisnce with Appendix B to 10 CFR Part 50 or 10 CFR Part 50.55(e)
specificelly.

12
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€. NRC's actions to date provige no reason to conmclude that the acknowledged
safety problems at wolf Creex Gemerating Station have been resolved or will
‘ ) be resolved within a reasonable pericd of time.

Despite instructions from NRC Region IV and one $100,000 fine, management at
wolf Creex Generating Station as resently as Januery, 1989, has failed to

comply with NRC regulations regarcing quality sssurance and safety of operations,
including reporting regquirements. Nearly four years after the initial fuel load
Wolf Creek management still fails to identify root ceuses of problems that impsct
opersting safety end still falls to take prompt and effective corrective action
accorging to NRC Reglon IV spokespersons and NRC 's snnual Systematic Assessment
of Licensee Performance reports.

Acrording to the conclusions of H. Brooks Griffin in NRC's Office of Investigstion
Cese No. 4-86-004, nearly 66% of the conclusions used to close Q1 complaints
about alleged wrongodoing could not be supperted by facts or documentation. The
‘ NRC investigation showed that management at wWolf Creek Generating Station failed
and apparently continuesto fail to ensure that persons performing quality assurance
functions have sufficient independence from cost and schedule that they have
sufficient authority and organizaticnal freedom to jgentify quality problems;
to {nitiate, recommeng or provide solutions; ano to verify implementation of solutions.
There is no ingicetion that the management of Wolf Creek Generatin? Ststion has
reopened each of its guallty assurance files which do not comply with Appendix B
to 10 CFR Part 50 to bring them into complisnce and determine for once snd for
all which operating safety concerns still require corrective action in 1999,
Despite cetziled information ceveloped by its own investigators showing the clear
potential for jeopardy to operating safety caused Dy wrongdeing which incluoed,
among other activities, shregding of documents; transfer and gischarge of investigators;
‘ ) drastic incresses in case closure rates; falsification of recorgs; confiscation of
tape recorgers; prohivition of investigator interaction; removal of documents from
investigative files; limitation of scope of safety problem investigation at the
express oroers of mana ement; lack of factual or documentary support for investigative
fingings; feilure tc d scipline supervisors found to have harassed, intimicated,
‘ falsified, giscriminstes or tc have used drugs on the site; alteration of investigative
comnclusions without justification; conflicts of interest; and routine purying of
sllegations of crug use on the site, increcdibly NRC concluded in Cese No. 4-86-004
that this sctivity d¢id not eubstantiste “wrondoing" that threatens operating
gafety. NRC continues tO fing trot drregularities it notes in its reports oo not
rise to the level that they must De specifically sdaressed Or penalized by fines,
. o~ 8ccording to news reports described in the preceding section of this petition.

The NRC's obligation to ensure operating safety continues sfter the license is

{ssued. The United States Supreme Court held that *...public safety is first,

lest and 8 permanent consigerstion in any decision on the issuance of @ construction

permit or a license to operate & nuclear facility.” Power Reactor Devel nt

Corp. v. Int'l Union, 367 U.S. 396, 402, Bl S.Ct. 1825,1%32 (1561), WNAC r“e!t—a'fns
Urisdiction after & plant is 1icersed to operste "...to ensure that the highest

safety standards are maintained." 367 U.S. 402, Bl S.Ct. 1532, In 1977, the NRC
responded to & petition by the Union of Concerned Scientists that:

wuhere the information cemorstrates an undue risk to public heslth and
safety, the Commission will, or course, take prompt remedial ection,
including shutdown of operating facilities, as it has in the past."

(\.J) Petition for Emergency ang pemedial Action, CLI-78-6, 7 NRC 400 st 405 (1978).
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NRC may not simply essert that wolf Creek Ge~erating Station is safe enough to
operste; it must provide a sound technicel reason why it sdvances that assertion.
Petition for Emergercy end Remedisl Action, CLI-B0-21, 11 NRC 707, 715(1980).

R statement concluding that no wrongdoing 4s foung without any explanation of
why hundreds of pages of documents and the investigstor's own specific fingings

go not result in sny threats to operating safety, such as Mr. Griffin's conclusion
at the end of Cese No. &4-86-004, does not satisfy this reguirement.

D. For ell of these reasons, the following relief is requested:

1. suspension of the operating license for wolf Creek Genersting Stetion,
Burlington, Kansas;

2. prior to reinstating the operating license:

8. the NRC should reopen its Office of Investigations Case No. 4-86-004
to provide sounc technical reasons for its conclusion that this
nuclear power plent is safe enough to operate in spite of all of
its investigative conclusions regarding quality assurance problems;

b. the NRC should review all of its information on quality sssurence
at wolf Creex ceveloped subsequent to the issuance of Cese Ho. «~36-004
and covering operations st wolf Creex thriugh 1989 to provide sound
technical reasons for its conmclusion that this nuclear power plant
is safe enough to operate;

c. 8ll correct..e actions determined by NRC to be necessary to achieve
& level of operating safety that complies with feceral regulatiors
should be incorporates : - conditions of the operating license and
if they sre not met the operating license should be revikec;

d. thet the following persons wnose sctivities were detalled in Mr. Criffin's
report of Cese No. 4-86-004 so 8s to show toelr failure to sefeguard
the integrity of wolf Creek guslity assurance programs and their leck
nf competence to identify end resclve real safety concerns, be barred
from sny and 8ll involvement or participation in sctivities st
wolf Creek Genmerating Station whether as @ salaried employee, & contract
employee, & consultsnt, s volunteer, @ management Or any other position:

(1) willism Rudelph

(11)Glenn Koester

(1ii)Robert L. Scott

(iv) Charles Snyde:

(v) any other incividual whom the NRC getermines has prevented

Wolf Creek Geserating Station from complying with federal
quality sssurance regulstions in @ culpable munner.

Respecfully submitted,

KANSAS CHAPTER OF THE SIERRA CLUE
1e




