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December 13, 1990

MEMORANDUM FOR: James Y. Vorse, Director
office of Investigations

FROM: Larry L. Robinson, Investigator
Crpig L. Tate, Investigator
/1/
SUBJECT: RECOMMEXDATION OF TAPES FOR TRANSCRIPTION

On Thursday, December 6, 1990, Kenneth Brockman, R11, requested that 01
identify additional audio tapes (from those provided by Mosbaugh) to be
immediately transcribed and reviewed, As 2 result of independent 0] analysis
and in consultation with Mosbaugh, the following audio tapes are identified:

9, 41, 42, 73, 18, 75, 76, g1, 83, 98, 99, 100, 101,
166, 158, 159, 160, 165, 166, 167, 175, 182, 183, 184, 185, 186,
187, 199, 200, 201, 204, 205, 212, 213, 215, 217, 219, 220, 222,
223, 225, 226, 227, 230, 234, 245, 247, 249, 250, 251, 252, 253,
254, 256, 257, 258, 259, 260, 261, 266, 267,(268, 269

please relate these recommendations to Mr. Brockman at your earliest
convenience.

Also note that duplications of the above numbered tapes have already been
provided to Region I1. 0] does not have duplications of these tapes.

The following is 2 1ist of the first group of tapes that have already been

transcribed and reviewed:
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To: Steve Vias
From: Larry L. Robinson, 0Ol
Subject: Listing of Mosbaugh Tapes Retained

Per your request in our phone conversation of April 10, 1991, this list of
76 Mosbaugh tapes currently retained by O i3 hereby provided:

9, 10, 41, 42, S7, S8, 73, 74, 75, 76, 61, B3, 95, 98, 99,
100, 101, 155, 156, 158, 159, 160, 165, 166, 167, 168, 169, 175, 182, 183,
184, 185, 186, 187, 199, 200, 201, 204, 205, 212, 213, 214, 2195, 21é, 217,
219, 220, 222, 223, 224, 225, 226, 227, 230, D34, 245, 24&, 247, 248, 249,
250, 281, 252, 297, 254, 286, 257, 258, 259, 260, 261, 264, 266, 267, 248,

269



To: Steve Vias
From: Larry L. Robinson, 0Ol
Subject: Listing of Mosbaugh Tapes Retained

Per your request i1n our phone conversation of April 10, 1991, this list of
76 Mosbaugh tapes currently retained by Ol i1s hereby provided:
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July B, 1991
To: Steven J. Vias, RI1I
From: Larry L. Robinson, DI:RIl]
Subject: Mosbaugh Tape Transcripts

Attached, please find copies of 74 transcripts of tapes provided to NRC by
Allen Mosbaugh. These transcripts have been reviewed for voice i1dentification
and clarification by Mosbaugh, under 01 observation. HMosbaugh's handwritten
notations are on these transcripts. The annotated segeents pertain prisarily
to allegations under investigation by Ol at this tise, so there say be
segeents of interest to RII that are not annotated. Neither these transcripts,
nor the tapes froe wh,.5 ¢hey have been transcribed should be disseminated
outside NRC without express 0! permission., For purposes of accountability,
these transcripts are numbered as follows:

9, 10, 41, 42, 57, SB, 73, 74, 75, 74, B1, B3, 95, 98, 99, 100, 101, 153, 13,
158, 159, 160, 166, 167, 168, 169, 175, 182, 183, 184, 183, 186, 187, 199,
200, 201, 204, 208, 212, 213, 214, 215, 216, 217, 219, 220, 222, 223, 223,
226, 227, 230, 234, 245, 246, 247, 248, 249, 250, 251, 292, 253, 234, 233,
256, 257, 298, 259, 260, 261, 264, 266, 267, 269



January 10, 1991
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Docket Nos. 50-42¢
50-425

U. 5. Nuclear Regulatory Commission
ATTN: Document Control Desk
Washington, D. C. 20555

Gentlemen:

VOGTLE ELECTRIC GENERATING PLANT
ADDITIONAL INFORMATION ON DIESEL GENERATOR
£1_WATER TEMPERATURE

JACK

The purpose of this letter is to document the results of the NRC review
conducted at the Vogtle Electric Gcnorating Plant (VEGP) in December, 1990.
That review concerned the implementation of license amendments, issued July 10,
1990, which note that the High Jacket Water Temperature (HIWT) trip may be
bypassed for the VEGP diesel generators. As you know, both Georgia Power
Company (GPC) and the NRC concluded in their respective reviews of those
amendments that the modificatioh and associated Technical Specification change
are consistent with the intent of Regulatory Guide 1.9.

The revised Technical Specification notes that the HIWT trip function may be
bypassed. This bypass function is accomplished by closing isolation valves in
the instrument sensing lines such that the Jacket water temperature sensors will
not provide input to the engine trip logic. With the trip bypassed, operators
will receive an alarm if the jacket water reaches 1909F but will not receive an
additional alarm when the temperature reaches 2009F, which would have been the
trip setpoint. In response to GPC's commitments to the NRC during the

onsite review, the operators have been notified of this situation, through shift
briefings which were completed in December, 1990. As discussed during the
onsite review, associated revisions to Alarm Response Procedures are being made.
The revised procedures are expected to be fssued for use by the end of January,
1991 and will be placed in the operations reading book for shift operators.

Training on the procedures will be included in the next cycle rator
retraining which will be completed by March 8, 199). Qﬁp‘ - %
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U. S. Nuclear Regulatory Commission
ELV-02433
Page 2

Georgia Power Company is pursuing additional improvements to the DG
control/instrumentation system. One of the improvements is to change the manner
of bypassing the HIWT trip by implementing an automatic bypass on emergency DG
start instead of the current method which requires that instrument sensing )ine
isolation vaives be closed. This would result in a trip logic more anal-gous to
the other diesel generator trips.

This improvement would allow the currunt DG HIWT trip protection to be available
during normal DG testing without having to manually open the isolation valves on
the instrument sensing lines. Georgia Power Company is currently evaluating the
most effective way to implement an automatic bypass for HIWT trip during an
emergency DG start as part of the overall improvement of the DG
control/instrumentation system. The method for implementing the automatic
bypass of the HIWT trip and the schedule for its implementation will be
determined in conjunction with the overall control/instrumentation system
review. This review, including the schedule for implementation, is expected to
be developed by May 15, 1991 and will be available for your examination.

Sincerely,

W. G. Hairston, 11]
WGH, 111 /HWM/gm

xc:
Mr. C. K. McCoy
Mr. W. B. Shipman
Mr. P. D. Rushton
Mr. R. M. Odom
NORMS

Mr. S. D. Ebneter, ional Administrator
Mr. D. S. Hood, Licensing Project Manager, NRR
Mr. B. R. Bonser, Senior Resident Inspector, Vogtle
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Docket Nos. 50-424 and 50-425
License Nos. NPF-68 and NPF-81

Georgia Power Company
ATTN: Mr. W. g, Hairston, 111
Senior Vice President -
Niclear Operations
P.O. Box 1295
Birmingham, AL 35201

Gentlenen:

SUBJECT: VOGTLE SPECIAL TEAM INSPECTION AND NOTICE OF VIOLATION
(NRC INSPECTION REPORT NOS . 50-424/90-19 AND
50-425/90-19)

This refers to the inspection conducted by an NRC Special
Inspection Team on August ¢ through 17, 1990, The inspection
included a review of activities authorized for your Vogtle
tacility. At the conclusion of the inspection, the ¢ ndings were
discussed with those members of your staff i{dentified in the
enclosed inspection report.

Areas examined during the inspection are identified in the report.
Within these areas, the inspection consisted of selective
exaninations of Procedures and representative records, interviews

Based on the results of this inspection, certain of your activities
appeared to be in violation of NreC requirementg, as specified in
the enclosed Notice of Violation (Notice).

Although the inspection concluded that the facility was Operated in
& safe manner in accordance with the requiremsnts of the operating
license, we are concerned that there vere several Operational
policies and Programs where weaknesses were identified. aAg part of
Your response to the violations identifjed in the enclosed Notice,
YOu are also requested to address each of the veaknesses listed in
the inspection summary.

You are required to respond to this lette' an¢ Notice and should
follow the instructions specified in the enclosed Notice when
Preparing your response to the viclations. 1n your response, you
should document the specific actions taken and any additional
actions you Plan to prevent recurrence. After reviewing your
response to this Notice, includlnq your proposed corrective actions
and the results of future inspections, the NRC will determine
whether further NRC enforcement action i{s necessary to ensure
compliance with NRC regulatory requirements.

PAEG A OO (o 9
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Georgia Power Company

Additionally, you should respond to each of the operational
weaknesses identified within the report. (These weaknesses are
specifically annotated in the Inspection Summary.) The response
-nould address your analysis of the significance of the weaknesses
and your actions to ensure that these operational practices do not
evolve inty items of non-compliarce or reduce the margin of safety

for the nplant.

In accordance with Section 2.790 of the NRC's "Rules of Practice, "
a copy of this letter and its enclosures will be placed in the NRC

Public Document Room.

The responses directed by thie letter ani the enclosed Notice are
not subject to the clearance procedures of the Office of Management
and Budget as required by the Paperwork Reduction Act of 1980,

Pub. L. No. 96.511.

Should you have any questions concerni g this letter, please
contact us.

Sincerely,

s b L Mhms

egional Administrator
Region II

Enclosures:

1. Notice of Violation

2. Inspection Report 50-424/90-19;
50-425/90~19
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cc w/enclosures:

R. P. McDonald

Executive Vice Presid~nt-Nuclear
Operations

Georgia Power Corvoration

P. O. Box 1295

Birmingham, AL 35201

C. K. McCoy, Vice President - Nuclear Vice President-Nuclear
Georgia Power Corporation

P. 0. Box 1295%

Birmingham, AL 35201

W. B. Shipman

General Manager, Nuclear Operations
Georgia Power Corprration

P. D. 1600

Wavresboro, GA 30830

J. A. Bailey
Manager-Licensing
Georgia Power Corporation
P. 0. Box 1295
Birmingham, AL 235201

J. E. Joiner, Esquire

Troutman, Sanders, Lockerman, and
Ashmore

1400 Chandler Building

127 Peachtree Street, NE

Atlanta, GA 30303

D. Kirkland III, Counsel

Office of the Consumer's
Utility Council

Suite 225

32 Peachtree Street, NE

Atlanta, GA 30302

Office or Planning and Budget
Room 615B

270 Washington Street, SW
Atlanta, GA 30334
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¢c w/enclosures (continued):

Office of the County Commissioner
Rurke County Commission
Waynesboro, GA 308230

Lonice Barrett, Commissioner
Department of Natura. Resources
205 Butler Street, SE, Suite 1252
Atlanta, GA 30334

Thomas Hill, Manager

Radioactive Materials Program
Department of Natural Resources
878 Peachtree Street, NE, Room 600
Atlanta, GA 30309

Attorney General

Lav Department

132 Judicial Building
Atlanta, GA 30334

State of Georgia

JAN11 B9



ENCLOSURE 1

Georgia Power Company Docket Nos. 50-424 and 50-425
Vogtle Electric Generating Plant License Nos. NPF-68 and NPF-g1
Units 1 and 2

During an NRC snspection conducted on August 6 through 17, 19%¢,
viclations of NRC requirements were identified. In accordance with
the "General Statement of Policy and Procedure for NRC Enforcement
Actions,* 10 CFR Part 2, Appendix ¢ (1990), the violations are
listed below.

A. Technical Specification 3.6.3 requires that the containment
isoletion valves (CIVs) be operable in Modes 1, 2, 3, and 4.
With one or more of the CIlvs inoperable, at least one
isolation valve must be maintained operzble ir each affected
penetration that is open and the inoperable valves must be
restored tc the operable status within 4 hours or be in Hot
Standby within the next & hours and in Cold Shutdown within
the following 30 hours.

Contrary to the above, cn August 7, 1990, the NRrC identified
that CIvs 2HV=2792A, 2HV-27928, 2IIV-2791B, and 2HV-2793B vere
opened and, thus, inoperable during surveillance testing of
the hydrogen monitor System for a total of 18 hours and 47
minutes on Unit 1 wvhile in Mode 1 and 21 hours and 11 minutes
on Unit 2 while in Mode 1 without complying with the limiting
condition for operation (LCO) action statement, (50-424/90~
19-02; 50-425/90-19-02)

This is a Severity Level 1V violation (Supplement 1),

B. Technical Specification 4.2.5.3 requires that the reactor
coclant system (RCS) flow rate be deternined by Precision heat
balance before Operation above 7% percent of rated thermal
pPover. Furthermore, this specification requires that, within
7 days prior to performing the RCS flow Beasurement, the
instrumentation used for performing the Precision heat balance
shall be calibrated.

Contrary to the above, the licensee failed to calibrate,
within seven (7) days prior to use, the instrumentation used
during the performance of the precision heat bulances required
by TS 4.2.5.3 and performed on April 23, 1990,
(50-424/90-19-01: 50'425/90-19-01)

This is a Severity Level 1V violation (Supplement 1),

Pl oA G8R TP



Pursuant to the provisions of 10 CFR 2.201, Georgia Power Company
is hereby required to submit a written statement or explanation to
the U.S. Nuclear Regulatory Commission, ATTN: Document Control
Desk, Washington, DC 20555, with a copy to the Regional
Administrator, Region II, and, if applicable, a copy to the NRC
Resident Inspector within 30 days of the date of the lettar
transmitting this Notice of Violation (Nctice). This reply should
be clearly marked as a "Reply to a Notice of Vioclation® and should
include for each violation: (1) the reason for the violation, or,
if contested, the basis for disputing the violation, (2) the
corrective steps that have been taken and the results achieved, (3)
the corrective steps that will be taken to avoid further
violations, and (4) the date when full compliance will be achieved.
If an adequete reply is not received within the time specified in
this Notice, an order may be issued to show cause why the license
should not be modified, suspended, or revoked, or why such other
action as may be proper should not be taken. Where good cause is
shown, consideration will be given to extending the response time.

FOR THE NUCLEAR REGULATORY COMMISSION

L Tl lowrs o

ewart D. Ebneter
egional Administrator

Dated at Atlanta, Georgia
this 11 day of Jan. 31993
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INSPECTION SUMMARY

Recent activities which have occurred at the Vogtle Electric
Generating Plant (VEGP) have raised concerns within thu Nuclear
Regulatory Commission (NRC) as to the ability and the deceiwination
of the licensee to Operate the facility in a safe manner. To
address this concern, the NRC performed a special team inspection
to determine if the licensee operates the faciiity in accordance
vith approved pProcedures and within the recuiremerts of the
facility's operating license. 1In add.tion to the occurrence of
specific operational events at VEGP, NRC concerns regarding the
safe oper»tion of the facility wvere heightened with the receipt of
several allegations relating to operational activities at VEGP,
The combination of the facts and circumstances associated with the
operational events and the allegations warranted the immediate

initiation of special inspection activities.
Specifically, the inspection objectives were to:

1) Assess the operational philosophy, policy, procedures and
practices of the facility's operating staff and management

regarding operational safety.

2) Determine the technical validity and safety significance of
each of the allegations and their impact on the safe operation
of the facility.

These inspection objectives were accomplished by the use of two
inspection teams--an Operations followup team and an allegations
followup team. The efforts of these two inspection teams vere
closely coordinated; hovever, they independently pursued the
objectives outlined above.

The operations followup team monitored control room activities on
& 24~hour basis in order to: (1) evaluate the operaticnal
philosophy, policiers, procedures, and practices of the operating
staff and menagement and (2) determine if tne plant was being
Operated in a safe manner in accordance witn the facility's
operating license. The results of this effort are set out in this
inspection report.

The allegations followup team examined the technical validity and
safety significance of each of the allegations. In addition, with
the assistance of the OI staff, this team interviewed members of
trhe plant stafe in order to determine (1) their personal
involvement and knovledge of the specific allegations and (2) their
practice and understanding of the station operati .nal policies.
These interviews were transcribed. Although an 01 investigator was
assigned to the inspection team to assist during the transcribed
interviews, this inspection was not an OI investigation of the
alleged violations. The results of the allegations followup team
are still under consideration and will be documented in separate
correspondence.
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Although two vioclations were identified, the inspection concluded
that the facility was operated in & safe manner in accordance wit .
the requirements of the licensee's operating license. In addition,
there were several operational practices vhere veaknesses were
identified.

The specific observations and conclusicns of the operations
followup team are detailed in the inspection report; however, the
bases for these overall conclusions are summarized below.

Technical Specifications

The inspection identified two instances in which the licensee
vioclated the requirements of the Technical Specifications.

1) The licensee indicated that the limiting condition for
operation (LCO) for TS 3.6.3, "Containment Isolation Valves,™
did not require the containment isolation valves for the
hydrogen analyzer system to remain closed during Modes 1
through 4. The inspection identified Violations 50-424/90-19~
02 and 50-425/90-19-02 in this area. (Section 2.2.1.1)

2) The licensee indicated that the surveillance requirements of
TS 4.2.5.3, (reactor coolant system precision heat balance
flov measurement) did not require the calibration of all the
instrumentation used in the performance of the precision heat
balance within seven days of performing the heat balance. The
failure to perfors the calibration of all the instruments used
during previous performances of the precision heat balances
had resulted in the incorrect calculation of the RCS flow
during the period of April 23 through May 21, 1990. The
failure to accurately calculate the RCS flov was due to the
failure to correctly perform the surveillance requirements of
TS 4.2.5.3. The inspection identified Violations 50-424/90~
19-01; 50-425/90-19-01 in this area. (Section 2.1.1.2)

Operational Policies and Practices

The inspectjion identified several instances of operational policies
and practices where there wvere weaknesses. Specifically:

1) The licensee's method for T§ interpretations allowed the
operations manager to be solely responsible for the approval
and distribution of the interpretations. The inspection team
was concerned that the intent of the TS may be changed by the
interpretations without an jinterdepartmental review and
approval of the interpretations, such as would be provided by
a plant review board (PRB) review. (Section 2.1.1.1)

2) The licensee's method for interdepartmental review of
procedures appeared to rely on the procedure writer's judgment
or another department's reguest. As evidenced by the lack of



3)

4)

S)

6)

7)

3

an Operations Department review of Surveillance Procedure
24551-2, "Containment Hydrogen Monitor Analog Opcrability Test
and Channel Calibration,» this ®Bethodology had not ensured

performing intra- and 1ntordapartncnta1 reviews of Procedures
needed improvement . (Section 2.1.1.6)

The licensee indicated that the LCO action requirements of s
3.7.8, "Snubbers, * allowed voluntary entry into the LcO for
the performance of snubber modifications (1.e., replacement
vith fixed struts). The licensee's voluntary entry into the
Lco (during modes vhen the Snubbers were required to pe
Operational) was performed as an Operational Convenience and
not in conjunction with other Pre-planned testing or
maintenance. 1In addition, the Bethod used for the nuclear
service cooling water (NSCW) modifications resulted in an
unnecessary reduction in the availability of the engineered
safety features equipment. These voluntary entries into Lcos
were not Necessary and vere Performed in order to reduce the
8cope of the Subsequent refueling outage. (Section 2.1.1.4)

The licensee indicated that the 1CO for T8 3.0.3, *"Shutdown
Actions," allowed & total of seven hours to achieve hot
standby and that a reduction in reactor power was not required

The licensee's method of certifying tre qualifications for
plant equipment Operators (PEOs) was not Correctly performed.
The training evaluator delegated the responsibility for
evaluating Performance of trainee pro rounds to a qualifjied
PEO. The evaluator (without discussions vith the Qqualified
PEO) certified that the rounds were -uticractorlly completed
based on the Qualified PEO's initials, even though the
Qualified pro had not observed the performance of the
trainee's rounds. In addition, the licensee had not conducted
& Banagement review of the implementation of the on-the-job
training for PEOs. (Section 2.1.3.2)

The licensee's method of idont,ityinq the actual éxpectations
for plant equipment Operators involving the Rinimum acceptable
Performance of general inspections Was neither well defined in
Procedures nor, in some instances, by on-the-job training
(OIT) . (Section 2.2.6)

The licensee's method of authorizing e€xcess overtime in the
Operations Department was considered a weakness because of the
lack of recent work history 1n:ornt.lon, frequent "after the
fact" authorization of excess Overtime, and the potentia)




)

)

conflicting responsibilities of the duthorizing official. The
inspection team also concluded that excess overtipme may have
been performed by certain individualg. In addition, the non-
Supervisory staffing Policy had the pPotential to result jin
unbalanced experience leveig on the night shifts, (Section

y
fulfilling the administrative Procedure requirementg.
)

The licensee's Rethod for ilplcuntinq the Quality Concern
Program had a Potential weakness with respect to the method of
exit interviews and the assignment of the invc-tiqltiom.

e ———— =



the assistance of the o1 Staff, this team intervieved members of
the plant staff (n order to determine (1) their personal
involvement and krowledge of the specific allegations and (2) their
practice and undcrltanding of the station Operational policjies.
These interviews were transcribed. Although an o1 1nvoltiqat0t'vno
assigned to the inspection tean to assist during the transcribed
intervievs, this inspection was not an or investigation into the
alleged violations, The results of the allegation followup team
reviev are stil] under consideration and will be documented in
Separate correspondence.

In addition to 1dontity1nq the operaticns followup teanm's
conclusions and findings, this report identifjes two violations and
severa) weaknesses N the licensee's Operational Policies,
Prograis, and procedures. The specific details and basis for the
inspection team's concerns are detailed in the sections that follow
and in the Inspection Summary,

2.0 OPERATIONS FOLLOWUP

The operations followup team monitored the control room activities
On & 24-hour basis in order to (1) evaluate the operational
pPhilosophy, Practices, Procedures and Policies of the Operating
staff, and (2) determine if the Plant wags being operated in a safe
Ranner in accordance wvith the facility'g Operating license. The
inspection tean's ghift schedule Closely coincided with the
operating starf'g i2~hour shift rotation so that the NRC {r=pectors
could become familiar with the individua) operators . .i their
interaction vith other operators.

The operations followup team conducted a Performance-based
evaluation of the Operations Department ip order to evaluate the
Operational Philosophy, policies, Procedures, and Practices of the

allegations followup tean, but was intended to address whether
Operational Philosophy, pelicies, Procedures or Practices similar
to those addressed by the allegations team vere currently being
implemented at the station.

The tean Jdsed the guidance of Inspection Procedure 71707,
"Operationa} Safety Verification,* to evaluate if the Plant wasg
Operated in , safe manner. In addition, the team used the
inspection requirements and guidance of Inspection Procedure 71718,
"Sustained Control Room and Plant Obscrvation,' and observed
Operational activities conducted by the licensee to evaluate if:

1) Operatorsg were attentive and responsive to plant Parameters
and conditions.




interpretation and  discussed both verbal &, written
interpretations, The procedure dllowed ejither the sghirt
-upcrintondont, Operations Banager or unit Superintendent to make
the initial interpretation. However, the final, written
interoretation was signed by the Operations Ranager.

A reviev of 1% 6.4.1 regarding the function an¢ responsibility of
the Plant Review Board (PRB) indicated that the PRB was responsible
for reviewing those Procedures that established Plant-wide
administrative controls as well as any proposed changes to Ts. The
PRE review is the reviev and audit Bethod specified by TS to
provide an interdepartmenta) reviev of Proposed changes to ensure
that the intent of the 7§ is not changed. The T8 did not
Specifically require that interpretations be approved by the PRrB.
As such, 2 licensee action, absent PRp reviev, appears hecessary to
&nsure that the T8 interpretations have not and will not change the

intent of the 73.

The licensee indicated that, because the operations Eanager wasg
qualified to interpret the Ts based on hig @xperience, additiona)
reviews were not hecessary. 1In addition, during the exit interview
described in Section 4 of this inspection report, the licensee
indicated that it was undesirable to have any other department or
individual reviev or concur # Operations Department
interpretation of the Technical Specifications. This position was
based on the licensee's desire to minimize the involvement of
additional Personnel to ensure that the licensed Operators had the
ability to implement the Féquirements of the Technical
Specifications on & timely basis.

The inspection tean noted that the method used by the Operations
Department to issue T8 intcrprototton. (i.e., written ansvers to
written questions) allowed sufficient time to ensure that the
Ansver was correct. The reviev of these 1nt¢rprotatio:o would not
have delayed » response to an immediate Operational concern. In
addition, the inspection tean noted that gevera) of the
lntorprotatlon- were requested as clarifications by the Operators
and concerned &reas that were beyond the routine knowledge of moSt
licensed Operators, such as the definition of core quadrants, the
required axia) flux difference (AFD) target bana for flux
difference units, and the nppllcabllity of TS 3.6.3, "Containmwent
Isolation Valves,» surveillance requirements during ling,
venting, draining, or local leak rate testing (LLRT) activities.

The inspection tean's review of several sets of Ts 1ntorprotntlon
manuals indicated that the 75 interpretations were not distributed
in a controlled manner and that there was no Rethod to ensure that
& cComplete set was available. The inspection team found that the
Operations Banager's and the control room's Copies of the
interpretations were not identical. The T8 interpretation book
maintained in the control room contained an intorprotatlon that was
issued on August 14, 1988, concernirqg Ts 3.0.3. This specific
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the licensee indicated that calibration of equiprent other than
special test instrumentation was not required by TS 4.2.5.3 and
intended to pursue confirmation of the Operations Department's
original interpretaticn of the TS. The LER indicated that the
surveillance procedures would be revised to require the calibration
of the feedvater temperature computer points vithin the 7 days
before the performance of the precision heat balance. In addition,
the licensee reperformed the precision heat balance calculations
for both units using estimated values for the feedwater
temperatures. ‘These estimated values were based on the average
drift indicated by a subsequent calibration of the feedvater
temperature computer points. The new calculations of the RCS flow
showed the RCS flow rates to be slightly less than the previously
calculated flows, but still above the = nisum values specified in

the Technical Specifications.

The inspection found that the licensee had previously identified
that the RCS flow balance had not been performed correctly for
another reason. The RCS flow balance was incorrectly performed on
April 23, 1990, because the computer points (vhich the licensee
indicated were not required to be calibrated vithin 7 days of the
surveillance) had been incorrectly calibrated during a previous
paintenance activity. The inspection team discussed the chronology
of events for Unit 1 with the reactor engineer who indicated the

following:

. The precision heat balance and RCS flow calculation vere
performed on April 23, 1990, at approximately 74 percent
of reactor power.

. When the reactor power level wvas increased to
approximately 100 percent, the system performance
engineer questioned why electric output and turbine
first-stage pressure were lower than expected.

. on April 28, 1950, Deficiency Card (DC) 1-90-240 was
vritten when the licensee's investigation revealed that
feedwater temperature, as indicated on Proteus computer's
final feedvater temperature points (T0418, TO438, TO4SSE,
and T0478) were reading approximately 10 degrees
Fahrenheit lower than actual. This error was caused by
use of the wrong resistance temperature detector (RTD43)
curves during calibration of the points under Maintenance
Work Order (MWO) 19000042 on January 23, 19%0. It was
not apparent from the DC that the effects on the RCS flow
calculation wers considered.

. Oon April 2&, 1990, the feedwater temperature instruments
in guestion were recalibrated under MWO 19002215.
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. On May 21, 1990, the Reactor Engineering Group
recalculated the RCS flow based on applying a correction
to the original feedwater temperature measurements.

The inspection team found that on both occasions the licenses
recalculated the RCS flow rates after finding that the precision
heat balance flov mseasurement was incorrectly performed. However,
the licensee did not reperform the precision heat balance
surveillance procedure to develop the input data for the RCS flow
calculation. The inspection team discussed the licensee's basis
for not reperforming the RCS flow balances with the responsible
staff of NRR and concluded that this position was technically

acceptable.

On May 21, 1990, the licensee used a ) inear interpolation between
the wrong feedwater temperature .ndication and the correct
indication te correct the RCS flow calculations performed on April
23, 1990. This correction resulted in a 1.4 percent reduction in
the RCS flow calculation (412,822 gpm to 407,294 gpm). On August
14, 1990, the licensee used estimated values for the calibration
4-i¢¢ of the feedvater temperature instruments as corrective action
for the failure to recalibrate the instruments within seven days of
the RCS flow calculation. The estimated values were based on the
average drift indicated by a subsequent calibration of the
feedwater temperature computer points. This correction resulted in
s 1.5 percent reduction in the RCS flow calculation (407,950 gpm to
401,950 gpm). As a result of both corrections, the recalculated
RCS flow was 1.5 rcent above the minimum value (396,198 gpm)
specified in Technical Specification 3.2.5, "DNB Parameters’.

Although the surveillance procedure was not required to be
reperformed, the inspection team concluded that the failure to
perform the calibration of all the instruments used during previous
performances of the precision heat balances had resulted in the
incorrect calculation of the RCS flow during the period of April 23
through May 21, 19%0. The inspection team concluded that the
inaccurate calculation of the RCS flow rate was due to the fajilure
to correctly perform the surveillance requirements of TS 4.2.5.3.
This violation will be followed as:

VIO 50-424/90-19-01; 50-425/90-19~01, "Failure To Perform
Calibrations of Surveillance Requirement 4.2.5.3
Resulting in Incorrect RCS Flow Measurements.”

2.1.1.3 Mnticipated Actions for TS 3.0.3

The inspection team reviewed the Operations Department's actions
with respect to the reguirements of TS 3.0.3. TFf 3.0.3 requires
that, when a limiting condition for operation (LCO) was not met,
except as provided in the associated action requirements, action
shall be teken within 1 hour to place the unit in a mode in which
the specification did not apply by placing it in hot standby within
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the next ¢ hours, in kot shutdown within the following 6 hours, and
at least in cold shutdown within the Subsequent 24 hours.

The NRC's position regarding TS 3.0.3 is that a 1 hour intervaj ig
alloved to Prepare for an orderly shutdown before initiatlnq a
change in plant Operation. This time Permits the operator to
coordinate the reduction in electrical generation with the load
dispatcher to ensure the availability of the elcctrical grid. The
time limits epecified to reach lover _cnditions of operation permit
the shutdown to Proceed in a controlled and orderly manner that is
vell within the Specified maximum cooldown rate and within the
cooldown capabilities of the facility, assuring only the minimum
required equipment ig operable.

Discussions with the unit Superintendent indicated that the unit
shutdown actions will not be initiated until 3 hours into TS 3.0.3
and that only minimum Preparations will be made within the first
hour, The unit Superintendent indicated that the Operations
Department interpreted the action statement of Ts 3.0.3 to allow 7
hours to be in hot shutdown and to accomplish this, the shift can
vait for 3 hours after enteri the LCO before Commencing a
shutdown. The only activity reéquired by the operators during the
first hour is to retrieve the shutdown Procedure. There were no
notifications required within the first hour. In addition, the
general manager indicated that an orderly, controlled shutdown can
be accomplished within 1 hour.

The documentation for 10 previous entries into Ts 3.0.3 indicated
that the actions discussed in gL 87-09 (i.e., notification of the
load dispatcher within the first hour and a controlled shutdown
within the next 6-hours) were not fully implemented. Although not
required by the licensee's administrative Procedures, these
previous 78 3.0.3 entries did not indicate that the load dispatcher
was notified or that a change in plant operation was initiated.

Specifically, a review of the control room's LCO logs indicated
that on December 22, 1987, an entry into Ts 3.0.3 was made for a
pPeriod of 4 hours and 56 minutes. In addition, entry into this 75
action requirement did not occur until 42 minutes after discovery
©f the condition. A review of the reactor operator logs and the
chart recorders indicates that a steady-gtate powver level of

with the Operations Department Banagement's fyul) knowledge, without
initiating a change in plant Operation. The inspection team
concluded that the licensee's actions with respect to the
requirements of rg 3.0.3 were an Pperational practice that was
considered to be a weakness.
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2.1.1.4 Voluntary Entry Into TS LCO Action Requirements

puring the inspection, the inspection team identified a concern
with the licensee's voluntary entry into the limiting condition for
operation (1LCO) action requirements of TS 3.7.8, "“Snubbers,* to
serform modifications to the snubbers of safety-related syste s.
These modifications were performed as part of the licensee's
snubber reduction program.

Phase II of the Unit 1 snubber reduction program involved the
removal of snubbers during power operation. The installation of a
rigid, fixed support was required to allovw recaoval of the enubber;
however, the licensee removed the snubbers before the installation
of the fixed support. The licensee coordinated the snubber
modifications on & system basis in order to minimize the length and
number of safety system outages required to perform the work. The
total number of snubbers removed during this cycle on each of the
safety systems with Unit 1 at power was:

RHR Train A 11
RHR Train B 16
CCW Train A 7
CCW Train B €
NSCW Train A 14
AFW Train C 10
TOTAL 64

The operations manager stated that, after the second Unit 1
refueling outage (1R2), the modifications to the snubbers were done
in conjunction with system outages which were required for other
preventive or corrective ma.ntenance. Althongh another licensee
employee indicated that this may not have been entirely true for
the residual heat removal (RHR) system, the operations manager
stated that the majority of the modifications were performed in
conjunction with pre-planned system outages.

Although sowe of these modifications were made vhen the system was
removed from service for other maintenance and testing, the
inspection identified that few of the snubber modifications were
done jointly with pre-planned system outages. The majority of the
snubber modifications were made during a mode when the safety
system was required to be operable and there was no other
maintenance or testing performed. Specifically, some of the
residual heat removal (RHR) Train B snubbers were removed during
the time the train was in a system TS LCO for other work activi-
ties. However, seven of the nuclear services cooling water (NSCW)
Train A snubbers were removed during a system LCO that involved no
other work activities. The trains and supported equipment had been
secured by the use of the "pull-to-lock™ start switches or by
positioning the switches to the "stop" position. The equipment was
secured in response to the Enginecring Department's recommendation
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that these snubbers were useful in mitigating water hammer effects
during closing of a check valve. The remaining snubbers were
removed in accordance with the LCO action requirements of TS 3.7.8.
puring these modifications, no other work activities were in
progress which required the system LCO to be in effect at this

time.

TS 3.7.8 requires that all snubbers be operable in Modes 1 through
4 and excludes only those non-safety-related snubbers whose failure
vould have no adverse effect on ary safety-related system. The IL0
action statement regquires repair or replacement of all of the
inoperable snubbers within 72 hours and the performance of an
engineering evaluation in accordance with TS 4.7.8.g on the
attached safety-related system or the associated safety-related
system declared inoperable. TS 4.7.8.g defines the engineering
evaluation required for those snubbers that are found inoperable.
All of the work packages discussed above were completed within the
72 hour action statement of either the system LCO or the snubber

ICO of TS 3.7.8.

The licensee's decision to enter the snubber TS LCO action
statements for the majority of the work was based upon VEGP
interoffice correspondence from M. B. Lackey to W. F. Kitchens,
dated August 2, 1987. This correspondence indicated that (1) when
the first snubber is removed, TS 3.7.8 should be entered; (2) work
packages should be developed so that the work can be completed
vithin the 72 hours allowed by the LCO action statement of TS
3.7.8, and (3) if problems were encountered, the additional 72
hours of the safety-related system's LCO would allow time for
resolution.

The inspection team reviewed the safety evaluations for the design
change packages (DCPs) associated with snubber reduction on the RER
and NSCW systems (DCP 88-VINC114-0~1 and DCP 89-VINO047-0~-1,
respectively). The reason stated for the proposed modifications
was to optimize the design and reduce the quantity of snubbers.
The long-term effect anticipated was a significant savings in
inspection and maintenance costs, in addition to a reduction in
personnel radiation exposure over the life of the plant.

The licensee performed an as-low-as-reasonably-~achievable (ALARA)
reviev on each work package. In every case, except the RHR system
wvork package, the licensee determined that because of vhere the
pipina and supports were located, there was a minimal difference in
the expected exposure between performing the work with the Unit
operating at full power and the unit shut down. For the RHR system
modifications, the RHR piping provided a larger source term (i.e.,
more radiation exposure) if the work was performed while the RHR
train was operating in shutdown cooling because at power the RHR
system is secured. However, the inspection team noted that if the
modifications vere performed when the unit was shut down, only one
RHR train *would be required to be operating in the shutdown coocling
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mode. Therefore, the modifications on the secured RHR train could
be performed with essentially no difference in exposure than if
they were performed with the unit at power.

After discussions with knowledgeablie NRR personnel, the inspection
eam concluded that TS 3.7.8 was not intended to provide action
requirements for modifications to snubbers. The LCO for TS 3.7.8
should be entered only when a snubber is removed from service for
required testing or maintenance. If the snubber is not returned to
service within 72 hours, the associated safety-related system's LCO
must be entered. Furthermore, routine, voluntary entry into the
action requirements of the LCOs should adhere to the conservative
principle that the entry represents a net safety benefit and should
be warranted by operational necessity, not just for convenience.

The licensee's removal and replacement of snubbers with fixed
struts provided a more reliable piping support system and,
therefore, was a safety benefit to the facility. The licensee had
evaluated and implemented steps to preclude the potentiul damage to
the associated systems and equipment under modification; however,
¢nv NSCW medifications, these steps included removing the entire
ESF train from service. This included securing the NSCW train and
the following supporting equipment: component cooling vater, safety
injection, residual heat removal, the chemical and volume control
pump, containment coolers, and ESF room coolers. The inspection
team was concerned that the removal of this ESF train from service
for approximately 40 hours involved an unnecessary reduction in the

availability of ESF equipment.

Because the licensee removed the snubbers before installation of
the fixed struts, the operability of the associated system was
affected. Based upon the time available to plan the modification,
the licensee had the ability to verify the effect of the
modification on the operability of the associated systems and
should have entered the ICO for the system vice the snubber ILCO.
In addition, the inspection team concluded that the voluntary
entries into the action requirements of the LCO (during modes when
the system was required to be operational) were performed as
operational conveniences and not in conjunction with other required
testing or maintenance. These voluntary entries intoc the snubber
100 (vice the associated system LCO) were performed in order to
reduce the scope of the subsequent refueling outage.

Although the snubber reduct.ons resulted in 2 s..ety benefit to the
facility, the methods used for the snubber modifications (i.e., the
removal of snubbers before the installation of the fixed struts)
resulted in an unnecessary reduction in the availability of the ESF
equipment during the NSCW modifications. Hence, in this respect,
the snubber reduction program was an operational practice where a
weakness was identified.
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2.1.1.9 Implementation of TS Surveillance Requirements

The inspection team reviewed the TS surveillance requirements to
ensure that a surveiilance procedure had been developed for each
reguirement. As a result of this review, the inspection tear found
that a surveillance procedure did not exist for the surveillance
requirements of TS 4.7.3.a, "Component Cooling Water System." This
TS requires that at least two component cooling water trains shall
be demonstrated operable at least once every 31 days by verifying
that each valve that is not locked, sealed, or othervise secured in
position is in its correct position. The inspection team
determined that, on April 11, 1989, the operations manager had
initiated steps to delete Surveillance Procedures 14551-1 and
14551-2 which previously fulfilled the surveillance requirements of

“ ‘.7.3...

These surveillances were last performed on April 4, 1979, for Unit
1, and April 7, 1989, for Unit 2. The licensee ind ed that TS
4.7.3.a required verification once every 31 days of ¢ .., the valves
in the component cooling water (CCW) flow path that were not
locked, sealed, or othervise secured in position. The licensee
also stated that surveillances were not required for any CCW flow
path valves at Vogtle because all CCW flow path valves are included
in the Vogtle locked valve program.

The inspection team noted that T6§ 4.7.3.a did not specifically
exclude valves that were not flow path valves as did cther
surveillance requirements. For example, Surveillance Requirement
4.5.2.b.2 specifically requires position verification of only the
flowv path valves in the emergency core cocling subsystems (ECCS).
In addition, the inspection team noted that the surveillance
procedures for other TS surveillance requirements which were
written similar to TS 4.7.3.2a (i.e., where valves that were not
main flow path valves were not excluded) required the verification
of valve positions for valves that were not in the main flow path.
Specifically, Surveillance Procedures 14552-1 and 14552-2 which
incorporate the requirements of TS 4.7.4.a for the nuclear service
cooling water (NSCW) specificelly required valves that were not in
the main flow path to be verified.

Although the surveillance reguirement of TS 4.7.3.a does not
exclude the valves that are not flow path valves and the term "flow
path" is not mentioned in the TS, the team, after discussions with
NRR staff. concluded that the licensee correctly interpreted the
intent of the surveillance requirement to exclude the valves that
are not flov path valves. The inspectors had no further concerns

in this area.

2.1.1.6 Interdepartmental Review of Surveillance Procedures

The inspection team reviewed the manner in which the Operations
Department reviewed the procedures of other departments. The
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Procedures of interest were those that hadg & potential to affect
the operations of the plant., The inspection team found that the
Operations Department dig not review Surveillance Procedure 2455;-
2, "Containment H{droq-n Monitor Analog Operability Test and

required affected departments to reviev revisions toc, or the
deletions of department Procedures, the Operations Department
failed %o review Surveillance Procedure 245513, The inepection
tear could not verify whether the Operations Department had failed
to review other Maintenance Department pProcedures, because the
licensee's Process for 1ntcrdopartn¢nt¢l reviev wag conducted
.lntonally and was not alwvays documented.

On the basisg of +<his informa) Process of performing inter-
departmenta) reviews, the team requested that the licensee identjify
the method used in the past for intra- and intordopartacntal
reviews of such Maintenance Department Procedures as surveillance
Procedures. 1Tnig methodology was described and Presented to the
NRC in the form of interoffice correspondence dated August 2g,
een,  from p. E. Gustafson to H. M. Handfinger and titled,
*"Procedure Reviews. "

Engineering Department was based on the personal opinion of the
Procedure writer, Also, for lntcrdcpartnonul revievs, the
Procedures were gent to the individual who, in the opinion of the
pProcedure wvriter, kne. the most about the subject of the procedure.
In addition, with the exception of integrated leak rate testing
(ILRT) Procedures, the Operations Department did not review the
ln:tmontation and control surveillance Procedures unless
specifically asked to reviev them. The licenses could not indicate
how many ‘of the surveillance Procedures had receives an
intcrdopamontal review,

The inspection tean was Concerned that the method for
intcrdepartuntal reviev appeared to rely on the Procedure writer'sg
Jjudgment or on another department 'sg request. As evidenced by the
lack of an Operations Department review of Surveillance Procedure
24551-2, "Containment Hydrogen Monitor Analog Operability Test and
Channel Calibration,» this methodology has not eénsured that al}
Procedures that affect the Operations Department are reviewed and
concurred on by that department Although the licensee indicated
that Maintenance Procedure 20022-C, "Mechanical and Electrical
Maintenance Procedure Writer's Guide and Review Guidel ines,»

licensee's Rethod of Performing intra- and interdepartmenta)
reviews of Procedures jis a veakness and needs to be improved.
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processing changes to the Unit 2 fire alarm procedures to include
the detailed guidance of the Unit 1 procedures.

2.1.3 Personnel Practices in the Operations Department

The inspection team icdentified several concerns and observations
with respect to the Operations Department's personnel practices.
Although this area was not originally included in the scope of the
inspection, it was raised by operators during other inspection
activities.

2.1.3.1 Overtime and Shift staffing Policies

The inspection team reviewed the amount of overtime worked by
Operations Department non-supervisory personnel, that is, reactor
operators, radwaste operators, and plant equipment operators
(PEOS) . The review of the overtime practices indicated that
excessive overtime, greater than the guidelines provided in TS
6.2.2.e2, "Plant Staffing," was suthorized almost exclusively to
support refueling activities. The inspection team also noted that
the unit superintendent whose primary responsibility was scheduling
manpower for the unit outages was also responsible for authorizing
the excessive overtime. These concurrent responsibilities had the
potential to be in conflict. In addition, although the individual
excess overtime authorization forms are routed to the operations
manager and general manager (who initialed the forms), the forms
did not provide information concerning the recent work history of
the individual. Thus, the context in which the excessive overtime
was authorized was not readily available for the reviewers. 1In
addition, the authorization forms wvere signed frequently after the
excess overtime was worked.

The inspection team reviewed the use of overtime which did not
exceed the guidelines of TS 6.2.2.e¢, but was in excess of the
objective stated in TS 6.2.2.e¢ (i.e., greater than a nominal 40~
hour week while the plant was operating with a 12-hour shift
schedule.) During the period April 21 through July 27, 19%0,
o-ploy:oo vere alloved to vork up to 40 percent above their normal
schedule.

The inspection team also noted that the operating shifts were not
well balanced with regard to the experience levels of non-
superviscry personnel such as reactor operators and PEOs. People
working on night shifts (shifts D and E) typically had less
experience than people wvorking day shifts. In response to this
concern, the licensee indicated that the primary contributor to
this situation was the s~ niority system which allowed senior
individuals (typically more experienced personnel) the choice of
the more desirable day shift positions. *n addition, the
Operations Department policy of rotating supervisory personnel
(i.e., senior reactor operators) every 24 weeks partially
compensated for the unequal distribution of experience. This
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rotation involved senior reactor operators (SROs) who have been
assigned to shifts as well as those assigned to administrative
duties. The inspection team did not find evidence that the
grouping of less-experienced reactor operators and PEOs had
resulted in any disproportionate number of events or problens.
Hnvever, since most of the surveillance activities and calibrations
are performed during the night shift, this staffing pattern ha" the
potential to become a weakness.

The inspection team concluded that the potential conflict of
intereet, the lack of recent work history information, and frequent
"after the fact® authorization of excess overtime were weaknesses
in the Operations Department's policies for overtime approval. 1In
addition, the non-supervisory staffing policy had the potential to
result in unbalanced experience levels on the night shifts.

2.1.3.2 Training of Plant Equipment Operators

During the inspection team's discussions with six plant equipment
operators (PEOs), three PEOs indicated that they had been qualified
for the auxiliary building without the evaluator having observed
their performance of rounds. Two of the PEOs indicated that they
had never accompanied another qualified PEO on auxiliary building
rounds before being qualified. One of these two indicated that he
had already been assigned ths position without having been with
another qualified PEO during rounds in the auxiliary building.

The Training Department reviewed the circumstances surrounding this
qualifications process as described by the specific PEOs. The
training manager indicated that the training evaluator responsible
for certifying the PEOs had delegated his responsibility for
evaluating performance of PEO rounds to a qualified PEO, an
individual not designated to be an sevaluator. Instead of
accompany ing the trainees on the rounds, the PEO instructed some
of the trainees to make the rourds and return the completed rounds
shects to him. After reviewing these sheets, the PEO initialled
trhom, indicating that the rounds had been properly performed. The
evaluator, without speaking with the qualified PEO, observed the
PEO's initials and assumed that the PEO had observed the trainees
perform the rounds. The evaluator then certi”ied that this task
had been satisfactorily demonstrated.

The training manager and Operations Department's training
coordinator both indicated that to their knowledge neither Training
nor Operations Departments have revieved the implenmentation of on-
the-job training (OJT) for PEOs. The inspection team was shown
that a management observation report (MORE-TQ-3) had been recently
issued, but not yet implemented to evaluate OJT in all departments.
The lack of OJT evaluations had been identified by the Training
Department.
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The PEO training program was summarized by the licensee. The
training was divided into four sajor sections: basic, turbine
building, auxiliary building, and outside areas. Each part
involved 10 to 12 weeks of instruction. The basic training
consisted of classroom training in skills and knowledge for such
items as tagouts, lineups, and was supplemented vith in-plant
training by an instructor. The three duty station training
sections involved: 8 weeks of classroom instruction with half of
the time spent in the plant with the instructor or qualified PEO;
2 weeks of in-plant evaluation in which the trainee was assigned to
a shift and vas evaluated on specified tasks by either & qualified
PEO or an instructor; observation of at lesast one turnover and
performance of PEO duties on one full shift while beiny evaluated
by a qualified PEO; and OJT on performing rounds. Once these items
vere completed, the PEO was considered fully gualified on the area
and assigned a shift. At the discretion of the shift
superintendent (S§), a newly qualified PEO could be assigned to a
more senior PEO for additional OJT.

Tue operations manager indicated that he thought a "break-in
period®™ for PEOs would be a good idea and he said would discuss
that ssibility with the unit shift supervisor responsible for
training. The desirability of this was undarscored vhen all of
seven PEOs interviewed indicated that either additional time under
instruction was desirable or that they had already recommended to
management that they receive more instructior.

As discussed in Section 2.2.6 of thir inspection report, the
inspection team identified inconsistencies in how the PEOs
performed rounds. As a followup to this concern, the inspection
team asked to see the PEO training records associated with a recent
PEO class. As a result of this request, the licensee discovered
that when 10 PEOs had completed their gralifications on June 15,
1950, the training qualification checklist had not been signed by
the operations manager. The licensee obtained the proper
signatures on August 8, 1990,

A reviev of the qualification sign-off criteria sheets for 1 of 10
PEOs indicated numerous examples of the same omission in properly
completing the sheets. In each example, Section III, “"Practical
Requirements,” failed to indicate whether the requirement was
completed by either performance (p), simulation (s), observation
(o), or discussion (d). The following qualification sign-off
criteria sheets had the omission: ., 9, 10, 12, 13, 15, 16, 20,
22, 24, 27, 29, 44, 45, and 51. These deficiencies vere discussed
with the operations manager.

The inspection team concluded that the licensee's method of
certifying the gqualifications for plant equipment operators was not
correctly performed. The PEO evaluator, without discussions with
the qualified PLO, observed the PEO's initials and assumed that the
PEO had observed performance of the rounds. The evaluator then
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certified that this task had been satisfactorily demonstrated. In
addition, the licensee had not conducted a management review of the
implementation of the PEO's OJT training. This is an identified
weakness vithin the licensee's operational practices.

é.4.3.3 Quality Concern Program

The licensee's Quality Concern Program was designed to encourage
employees to identify items of concern that could potentially
affect quality, and to bring these items to the attention of plant
managenent. The program was implemented by the Quality Concerns
Coordinator in accordance with Administrative Procedure 00015-C,

"Quality Concern Program."

The inspection team reviewed the list of gquality concerns to
determine if the items werc being categorized approprictely (i.e.,
quality related or non-quality related). The team also reviewved
selected concerns to determine the status of the resolution. With
respect to this review, the team observed that the method used to
identify guality concerns during employment exit interviews did not
im~1ude a personal interview with each employee because the Quality
Concerns Coordinator was not always available. Because the Quality
Concerns Coordinator was the only person assigned to the Quality
Concerns Program, there were several examples of the exiting
employee not having the opportunity to personally identify quality
concerns. In addition, the method of assigning the quality concern
to the affected department could result in a lack of an independent

review.

Th. inspection team concluded that the Quality Concerns Program had
a potential weakness with respect to the method of conducting exit
interviews and the assignment of the investigations.

2.2 gontrol Room Observations

The inspection team observed control room activities on a 24-hour
basis for 8 days. During this period, an NRC inspector accompanied
the licensed and non-licensed operators or their rounds and
observed activities in the control room to v ‘ify that facility
operations were being safely conducted ithin regulatory
requirements. The team also interviewed licensee personnel,
independently performed verifications of safety systems status and
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