AUG 2 7 1985

Docket Nos. 50-277
50-278

Philadelphia Electric Company
ATTN: Mr. S. L. Daltroff
Vice President, Electric Production
2301 Market Street
Philadelphia, Pennsylvania 19101

Gentlemen:

Subject: Systematic Assessment of Licensee Performance (SALP)
Report Numbers 50-277/85-99 and 50-278/85-99

This refers to the SALP for the Peach Bottom Atomic Power Station, conducted
by this office on May 13, 1985 and discussed with you and your staff at a
meeting on June 12, 1985. The list of meeting attendees is attached as
Enclosure 1. The NRC Region I SALP Report is provided as Enclosure 2 and
covers the period January 1, 1984 to March 31, 1985. Your response dated July
9, 1985, submitted pursuant to our letter of June 7, 1985, provided comments
on the SALP Report. These letters are provided as Enclosures 3 and 4.

Our overall assessment of activities at Peach Bottom during this period, found
your performance to be acceptable. Improvement in two functional areas has
resulted in high levels of performance in maintenance, liceasing, and re-
fueling/outage activities.

Our reviews during the assessment period conclude that some performance short-
comings exist in the areas of radiological controls, and security and safeguards.
Additionally, management attention is warranted in the areas of control and
oversight of contractors, and the effectiveness of training programs. We
acknowledge your initiatives put forth in Enclosure 4, however, a review of the
SALP history (provided in Enclosure 5) for Peach Bottom Units 2 and 3 indicates
that a noticeable long-term positive impact on performance has not been

achieved in many areas. Management attention to tracking and assuring the
effectiveness of corrective action initiatives appears necessary to ensure
improvement.

In the meeting on June 12, 1985, we discussed our assessment of your
regulatory performance and received your comments on the SALP program and our
assessment. We have considered your letter of July 9, 1985, and found no major
differences of opinion regarding our assessment.

While our overall SALP conclusions have not changed since our lette~ of June
7, 1585 forwarded to you the SALP Report, we have amended section 5.5 and Table
5 regarding forced outages ard unplanned automatic scrams. We have also made
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minor editorial and typographical corrections that did not affect our assess-
ment or conclusions. We consider that our meeting and subsequent interchange
of information were beneficial and improved mutual understanding of your
activities and our regulatory program.

In accordance with 10 CFR 2.790(a), a copy of this letter and its enclosures
will be placed in the NRC Publiz Document Room. No reply to this letter is
required. Your actions in response to the NRC Systematic Assessment of
Licensee Performance will be reviewed during future inspections of your
licensed activities.

Your cooperation is appreciated.

Sincerely,

Original Signed By:

Thomas E. Murley
Regional Administrator

Enclosures:

1.  SALP Management Meeting Attendees

2. NRC Region I Systematic Assessment cf Licensee Performance, Peach Bottom
Atomic Power Station, May 13, 1985

3.  NRC Letter, T. Murley to S. L. Daltroff, June 7, 1985

4. PECo Letter, (SALP Report Comments) to Region I, July 1, 1985

5. Peach Bottom SALP History

cc w/encl:

V. S. Boyey, Senior Vice President, Nuclear Power
John S. Kemper, Vice President, Engineering and Research
R. S. Fleischmann, Station Superintendent

Troy B. Conner, Jr., Esquire

Eugene J. Bradiey, Esquire, Assistant General Counsel
Public Document Room (PDR)

Local Public Document Room (LPOR)

Nuclear Safety Information Center (NSIC)

NRC Resident Inspector

Commonwealth of Pennsylvania

Chairman Palladino

Commissioner Bernthal

Commissioner Asselstine

Commissioner Roberts

Commissioner Zech
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Region I Docket Room (with concurrences)
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Enclosure 1

PEACH BOTTOM MANAGEMENT MEETING ATTENDEES JUNE 12, 1985
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Title

.S. Muclear Regulatory Commission

. Johnson
Collins
Williams
Stolz
Gears
Starostecki
Murley
Florek

. Galloe
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Senior Resident Inspector, PBAPS
Chief, Reactor Projects Branch No. 2
Resident Inspector, PBAPS

Branch Chief, DL/NRR

Project Manager, DL/NRR

Director, Division of Reactor Projects
Regional Administrator

Lead Reactor Engineer

Chief, Projects Section 2A

Philadelphia Electric Company

Spitko
Tharpe
Weindorfer
Kankus

. McCormick, Jr.
Smith
Daltroff

. Cooney
Ullrich
Fleischmann
. Winzenried
. Alden
Pavlides
Moore
Birely
Hilsmeier
Knapp

. Mengers
Roberts
Abendroth
Bulmer
Boyer
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S
S.
R.
R.
M.
D.
5.
M.
W.
R.
J.
W.
P,
R.
W.
A.
W.
C.
8.
H.
R.
V.

Administrative Engineer, PBAPS

Security Coordinator, PBAPS

Assistant Director - Security

Director, Emergency Preparedness
Superintendent, Maintenance Division
Superintendent Operations, PBAPS

Vice President, Electrical Production Department
Manager, Nuclear Production

Superintendent, Nuclear Generation Division
Manager, PBAPS

Superintendent Plant Services, PBAPS
Engineer-In-Charge, Lizensing

Director of QA, Eng & Research Department
Superintendent, QA Division, EP Department
Senior Engineer, Licensing Section

Senior Health Physicist, PBAPS

Director, Radiation Protection Section
General Supervisor, Quality Assurance Division
Operations Engineer, PBAPS

Atlantic City Electric Co - Site Engineer
Superintendent Nuclear Training Section
Senfor Vice President, Nuclear Power
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INTRODUCTION

1.1 Purpose and Overview

The Systematic Assessment of Licensee Performance (SALP) 1s an inte-
grated NRC staff effort to collect the available observatior: 2nd
data on a periodic basfs and to evaluate licensee performance based
upon this information. SALP 1s supplemental to normal requlatory
processes used to ensure compliance to NRC rules and regulations.
SALP 1s intended to be sufficiently diagnostic to provide a rational
basis for allocating NRC resources and to provide meaningful
guidance to the licensee's management to promote quaiity and safety
of plant construction and operation.

An NRC SALP Board, composed of the staff members listed below, met
on May 13, 1985, to review the collection of performance
observations and data and to assess the licensee performance in
accordance with the guidance 1n NRC Manual Chapter 0516, "Systematic
Assessment of Licensee Performance.”" A summary of the guidance and
evaluation criteria is provided in Section II of this report.

This report 1. the SALP Board's assessment of the licensee's per-
formance at the Peach Bottom Atomic Power Station for the period
January 1, 1984 through March 31, 1985.

1.2 SALP Board:

1

3

R. W. Starostecki, Director, Division of Reactor Projects (DRP)

W. F. Kane, Deputy Oirector, Division of Reactor Projecte (DRP)
T.(g&sg;rtin, Ofirector, Division of Radifation Safety and Safeguards
S. 0. Ebneter, Director, Division of Reactor Safety (ORS)

S. J. Collins, Chief, Projects Branch No. Z, ORP

. R. M. Galle, Chief, Reactor Projects Section 2A, DRP

J. F. Stolz, Chief, Operating Reactors Branch 4, NRR

G. Gears, Licensing Project Manager, NRR 1

T. P. Johnson, Senior Resident Inspector, Peach Bottom Atomic Power
“tation, Units 2 and 3

Other NRC Attendees:
J. E. Beall, Project Engineer, RPS 2A, DRP

J. H. Williams, Resident Inspector, Peach Bottom Atomic Power
Station, Units 2 and 3

Background
Peach Bottom Units 2 and 3 were {ssued operating licenses on



October 25, 1973 (DPR-44) and July 2, 1974 (DPR-56), respectively.
Unit 2 began commercial operation during July, 1974, and Unit 3
began commercial cperation during December, 1574.

Presently, Unit 2 is recovering from its sixth refueling/outage and
Unit 3 1s 1n power coast down from its sixth cycle. Major 1tems of
{nterest which occurred during the assessment period are depicted
below.

(1) Licensee Activities
Unit 2

The unit operated at or near full power from January 1 through
January 28, 1984. On January 28, 1984, a controlled shutdown
was initfated to repair a leak on the RCIC testable check valve.

The unit returned to power on February 2, 1984, and on February
18, 1984, the unit was removed from service for Main Steam
Isolation Valve (MSIV) and Feedwater Check Valve leak testing.
Ouring this outage, an fnspection of the Torus Vent Header was
conducted in response to generic BWR concerns. An fsolated
defect in the workmanship, associated with previous torus modifi=-
cations, was ‘dentified and repaired. The unit returned to
service on February 25, 1984,

Power reductions occurred on February 27, 1984, and again on
March 2, 1984, for control rod pattern adjustments and
condenser water box inspection and repair. At 2:19 a.m., on
April 28, 1984, the unit was shutdown for refueling and

a recirculation and RHR pipe replacement outage.

Ouring May, 1984, the vessel head, steam dryer, and moisture
separator were removed and all fuel was transferred from the
reactor core to the spent fuml pool in preparation for pipe
replacaments. The new piping material is type 316 austenitic
stainless steel (controlled chemistry) and is less susceptible
%o intergranular stress corrosion cracking.

In June, 1984, the core spray sparger inspection, repair of
fuel pool date cracks, Source Range Monitor and Intermediate
Range Monitor instrument dry tube inspections, installation and
testing of the jet pump diffuer plugs and installation of
vessel annulus shielding in front of the suction nozzles of the
recirculation loops were completed.

Installation of recirculation discharge nozzle caps was com=-
pleted, measurements for head spray piping replacement were
taken, all recirculation suction nozzles were cut, and pre-
operational tests for chemica) decontamination of the pipe tec be
removed were completed during July, 1984,



Ouring August, 1984, after completion of the cutting and
capping of the recirculation and RHR piping, the reactor vessel
was flooded to the head flange and chemical decontamination of
the piping started. The jet pump plugs were removed and jet
beams were replaced. The recirculation and RHR piping was
drained following completion of chemical decontamination, and
the jet pump plugs were replaced and the vessel was flpoded.

In September, 1984, control blade relocation and replace~

ment, removal of the jet pump nozzle plugs, and radiography on
the recirculation N=2 (safe end) nozzles were completed. The
"A" and "B" recirculation suction and discharge valves were
disassembled and removed from the drywell, and temporary reactor
water cleanup pumps were installed in the reactor vessel.

Ouring October, 1984, replacement of the nuclear instrument dry
tubes in the reactor, head spray piping installation, and
removal of the recirculation and Residual Heat Removal piping
were completed. The "B" recirculation pump motor was removed
from the drywell.

Both recirculation pump motors were uncoupled and remcved from
the drywell during November, 1984. [Decontamination and fnspec~
tion of both recirculation pump shafts and impellers,fitting of
both the "A" ard "B" recirculation loop ring headers, decontamin-
ation of the "A" and "g" loop recirculation loop valve bodies

and pump bowls, removal of the recirculation pump flow splitters,
replacement of two recirculation inlet safe ends, removal of two
additional recirculation inlet safe ends, ard replacement of the
3A feedwater heater were completed.

In December, 1984, Jahuary and February 1985, the major activity
was pipe replacement and welding operations. Also, both "A" and
“B" recirculation pump motors were returned to the drywell.

Ouring March, 1985, all small bore pipe welds needed to support
vessel f111 were complete. The "A" and "g" recirculation pump
seals were installed; the main steam drain valves were
replaced; the four recirculation motor cperated valves were
reassembled; and the Residual Heat Removal valve which leaked
during the primary recirculation pipe flush was repaired.

Unit 2 remained shut down for the refueling/pipe replacement
outage at the end of the assessment perfod. Current plans
project startup during June, 1985. In addition to replacing all
the reactor recirculation piping, RHR (drywell portions), piping
head spray and reactor water cleanup (drywell portions) piping,
the ten recirculation inlet sdfe~ends and two jet pump penetra-
tion seals, a number of major modifications were performed.



Unit 3

The unit began the assessment period at full power. On
January 14, 1984, the unit was removed from service due to
flooding of the condensate pump pit which was caused by an
open vent valve on a mdin condenser water box. The flooding
of the condensate pump room resulted in damage to the
condensate pump thrust bearings. During the manual scram on
January 14, 1984, control rod (34-27) failed to insert within
the prescribed time due to sticking of a scram pflot solenoid
valve. The unit was returned to power on January 27, 1984.

On February 9, 1984, the unit shutdown on an automatic scram
high neutron flux signal. The scram occurred following a
trip of the "B" reactor feedwater pump due to high vibration.
Loss of the feedpump fnitiated runback of recirculation pumps
and main turbine. Turbine runback did not automatically
terminate as desicned, resulting in a reactor pressure
transient that caused the high flux spike. Following repairs,
the unit returned to service on February 10, 1984,

Ouring March and April, 1984, load was reduced several times
for inspection and tube plugging of the main condenser waterbox
along with control rod pattern adjustments,

The unit was removed from service for a feedwater heater repair
on June 2, 1984. The RCIC steam supply isolation valve was also
repaired and tested during this outage. Since cracking had been
found on the Unit 2 jet pump instrumentation nozzles, the Unit 3
nozzles were also checked during this outage and indications
were found on both the A and B fnstrumentation nozzles. Weld
overlay repairs were performed on both welds.

On July 11, 1984, the unit tripped when a 1ightning strike near
the substation initiated a sequence of electrical breaker
openings culminating fn an automatic reactor scram. wWhile the
unit was shut down, a reactor water cleanup system fsolation
valve failed to open during a functional test. The valve
operator was replaced to correct the problem. Also, an
external leak on the condensate system drain cooler was
repaired. The unit returned to service on July 15, 1984,

Unit 3 automatically scrammed due to a feedwater controller
failure which resulted in a low reactor water level on August

21, 1984, Reactor startup commanced following completion of the
‘work required co return an emergency diesel generator to service.
The diesel generator had been out-of-service for a scheduled
annual inspection. Unit startup was initiated August 24, 1984,



Load was reduced on September 29, 1984 for control rod
pattern adjustment, condenser circulation pump repair, and
condensate pump work.

On October 25, 1984, load was reduced to 80% power to reduce
the high off-gas radiation levels of approximately 45,000
uCi/second and mitigate future fuel failures. After the
power reduction, the off-gas radiation level was 24,000
uCi/second with the unit at 80% power.

The unit was shut down to repair the Traversing Incore Probe
(TI®) machine and correct a 4 gpm unidentified leak inside the
drywell on November 6, 1984. The unit returned to service on
November 12, 1984. On November 14, the "B" recirculation pump
tripped when water, leaking into a pressure switch, shorted its
contact thus energizing the trip circuit of the pump motor.
Ouring the restart of the pump, the reactor scrammed on an
Average Power Range Monitor (APRM) high flux signal caused by a
small scram margin. The unit was returned to service cn
November 16, 1984. On November 24, 1984, load was reduced to
repair condenser water box leaks.

The unit reduced power on December 1, 1384, to 65% power to
repair condenser waterbox leaks. On December 10, 1984, the
unit was removed from service for repair of offgas recombiner
condenser tubes. While in hot standby, the "B" recirculation
pump tripped on motor overcurrent. This was caused by the
motor-generator set hydraulic coupiing experiencing a scoop
tube linkage failure. Following repairs to the recombiner
condenser and the recirculation motor-generator set scoop

tube positioner, and checkout of the MG set, pump motor and
associated controls, the unit was returned to power. Load was
reduced on December 15, 1984, for a control rod pattern
adjustment. A special hydrogen water chemistry test was
performed on December 17-20, 1984. The purpose of the test was
to obtain data to evaluate the results of injecting hydrogen
inta the feedwater to raduce the oxygen concentration in the
primary coolant as a pipe crack mitigation measure. The unit
was operated at 90 to 100% power during the test. Load was
reduced on December 20, 1984 to 85% power due to offgas
radiation levels.

On January 5, 1985, load was reduced to 66% power to repair

4 broken test tap on the 3A condensate pump. The unit
returned to 80% power on January 6, 1984. On January 7, 1984,
the "A" loop torus cooling valve would not stroke and was
declared inoperable. An Unusual Event was declared and
shutdown was initiated on January 15, 1985, when the E-4



diesel generator and the "A" loop torus cocling valve were
declared inoperable. The valve was returned to service by
the time the unit reached 25%. The E-4 diesel generator was
returned to service on January 21, 1985.

The unit was shut down on January 23, 1985, to clean the

main generator exciter brushes. (An ofl leak was causing a
ground fault alarm.) On January 24, 1985, the unit returned to
service and reached 90% power the next day.

The unit was taken out of service to perform required surveil-
lance tests on February 1, 1985. Three of the eight Mafn Steam
Isolation Valves (MSIV's) tested failed local leak rate testing
and required repafr prior to restart. Startup was begun on
February 25, 1985. The unit was returned to service following
repair to the 71L relief valve bellows and replacement of a
solenoid valve which prevented closure of 4 reactor head vent
valve (A0-17). Following repair of a drywell airlock door seal,
the unit was returned to service on March 1, 1985,

Later on March 1, a scram was caused by condenser low vacuum
resulting from a missing plug in a relief valve on the 2A feed-
water heater. A metal plug was fnstalled, several minor vacuum
leaks were repaired and the unit was returned to service that
same day. On March 9, 1985, load was reduced to S5% power for
43 hours to accommodate control rod pattern adjustment and
helium leak testing of condenser waterboxes. Two small leaks
were located and repaired. Unit operation (during power coast
down prior to refueling) was limited to 90% power throughout the
remainder of the assessment period due to high offgas activity.

(2) Inspection Activities

Two NRC resident inspectors were assigned to the site during the
dssessment period. The total NRC {nspection hours for the assessment
period was 5422 hours (resident and regfon-based) for the 15 month
dssessment period. The total inspection hours when normalized to a
12 month (1 year) period are equivalent to 4338 hours. Distribution
of these hours for each functional area s depicted in Table 4.
Details of inspectio’ report activities is presented in Table 3.

Emergency plan team inspections were conducted on October 16-18,
1984 (annual emergency exercise) and on January 8-11, 1985.

An Operations Assessment Team Inspection to assess the Unit 2 pire
replacement outage was performed on July 16-20 and 23-27, 1984,

390:111 inspections were conducted as follows:

== To review individual rod scramming on January 5-20, 1984,



== To review security and safeguards on June 25-July 1, 1984,

== To review fnoperability of one diese! generator and one loop
of containment cooling on January 15-18, 1985.

== To review the contamination of several radfation workers on
February 13-15, 198S.

The NRC Region I NDE Mobile Van was onsite for an fnspection
assocfated with Unit 2 pipe replacement on January 14-25, 1985,

The NRC Region I Mobile Radiological Measurements Laboratory was
onsite for an fnspection on January 28 thru February 1, 1985.

Major enforcement issues occurring during the assessment period are

discussed in report Section 5.2. Table 2 Tists specific enforcement
data.



II.

CRITERIA

The following criteria were used where appropriate in evaluating each
functional area:

1. Management involvement 1n assuring quality.
Approach to resolution of technical fssues from a safety standpoint.
Responsiveness to NRC fnitiatives.

Enforcement history.

LA B *¥ T XY

Reporting and analysis of Licensee Event Reports, 50.55(e) reports
and Part 21 {tems.

6. Staffing (including management).
7. Training effectiveness and qualification.

To provide a consistent evaluation of licensee performance, attributes
associated with each criterion and describing the characteristics
applicable to Category 1, 2 and 3 performance were applied as
described fn NRC Manual Chapter 0516, Part II and Table 1.

The SALP Board conclusions were categorized as follows:

Category 1: Reduced NRC attention may be appropriate. Licensee
management attention and involvement are aggressive and oriented
toward nuclear safety; |icensee resources are ample and effectively
used such that a high level of performance with respect to operatiocnal
safety or construction s being achieved.

Category 2: NRC attention should be maintained at normal levels.

censee management attention and {nvolvement are evident and are
concerned with nuciear safety; licensee resources are adequate and are
reasonably effective such that satisfactory performance with respect to
operational safety or construction is being achieved.

Category 3: Both NRC and Ticensee attention should be incneased. Licen-
see management attention or involvement is acceptable and considers nuc=
Tear safety, but weaknesses are evident; licensee. resources appeared
strained or not effectively used such that minimally satisfactory per—

formance with respect to operational safety or construction is being
achieved.

The SALP Board has also categorized the performance trend over the last
quarter of tite SALP assessment period. The categorization describes

the general or prevailing tendency (the performance gradient) during the
last quarter (January 1, 1985 to March 31, 1985) of the SALP period. The
performance trends are defined as follows:



Improving: Licersee performance has generally improved over the
ast quarter of the SALP assessment period.

Consistent: Licensee performance has remained essentially constant over
ast quarter of the SALP assessment period. B

Declining: Licensee performance has genera'ly declined over the
Tast quarter of the SALP assessment period.
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SUMMARY OF RESULTS

A. Qverall Facility Evaluation

Ouring this_assessment period, Peach Bottom has demonstrated that they
have a staff and managers who are technically knowedgeable and are
involved in statfon activities affecting safety. The conduct of
plant operations, maintenance activities and surveillance testing 1s
sound and conservative. Licensee performance and response to NRC
licensing 1ssues and actions was generally timely and technically
sound. Major weaknesses were identified in' the functional areas of
radiological controls and security/safequards. The summary ratings
of overall facility performance for each functional area, both during
the current and previous assessment period, and trends, are depicted
in Section III.D of this report.

The plant is generally cperated conservatively and plant transients

are handled well. Plant operators are well trafned, technically
knowledgeable, have demonstrated ability and are experienced. Improve-
ment in adherence to procedures 1s evident and must continue.

The performance in the area of radfological controls has degraded
during the current assessment period. A major contributing factor
was the heavy radtfological work load during the Unit 2 outage. A
significant deficiency exists with regard to the abflity to take
effective corrective action to prevent recurrence of identified
radfation protection problems. Also, the performance of security and
safeguards has degraded markedly. Deficiencies exist in the perfor-
mance of ocuards in carrying out thefr duties as required by the
Security #lan, and in licensee oversight of the contractor guard
force. Management involvement and development of improvement pro-
grams are warranted for these two areas.

Fire protection and housekeeping controls have improved somewhat
during the current assessment period. Management continues to be
fnvolved fn this area, 1n particular during the Jengthy outage
period during the assessment. Site QC remains frvolved in
fdentification of housekeeping deficiencies. Continued management
fnvolvement in fire protection and housekeeping area s warranted.

Training Evaluation

The licensed operator training program (replacement and requalifi-
catfon) functions well. Training of QA personnel was observed in the
area of QC fnspectors and was evaluated as good. Mockup training for
specific maintenance activities {s good. Inadequate training in the
area of radfological controls was identified in two areas: specific
training of chemistry technicians who perform radwaste surveillances
and training of the Radioactive Material Coordinator.
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Training deficiencies were also fdentified for emergency plan person=
nel.

Quality Assurance Evaluation

Overall the QA organization is a licensee strength. The licensee has
staffed the on site Electric Production Department (EPD) QC organi-
Zation during the assessment period. Although, the QA organization

s somewhat fragmented, it functions well. Weaknesses were identified
in the Engineering and Research Department (E&R) QA system that tracks,
corrective action for audit findings. Also, deficiencies were identi-
fied in the radiological controls problem identification and correc-
tive actions. QA 1s evident in day-to-day plant operations as evi-
denced by QA perscnnel presence in the control room and 1n dafly

plant operations meetings. QC 1s also evident in the performance of
plant housekeeping inspections.
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D. Facility Performance

c 1 ey s
unctional Area Last Period
(March I, 1983
to December 21, 1983)

1. Plant Operations 2
2. Radiological

Controls 2
3. Maintenance 2
4. Surveillance 2
5. Fire Protection &

Housekeeping 2
6. Emergency

Preparedness 2
7. Security and

Safeguards 1
8. Refueling/Outage

- Activities 2

9. Licensing Activities 1

Category
This Period

(January 1, 1984 to

March 31, 1985)

Recent
Trend
Consistent

Consistent
Consistent

Consistent
[mproving
[mproving
Consistent

Consistent

Declining
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FUNCTIONAL AREA ASSESSMENTS

4.1 Plant Operations (34%)

Ouring this SALP period, resident fnspections routinely reviewed
plant operations; specialist fnspections reviewed QA and QC programs,
procurement, modifications, contractor controls, and response to
generic {ssues.

Corporate and station management presence and involvement in plant
operations provides appreciation for plant technical problems. Review
of control room and plant activities and control room logs by on site
management {s frequent. Corporate management is on site often as evi-
denced by attendance at meetings and discussions with on site manage-
ment personnel. Communications between groups in the plant appears
to De effective. No significant problems were noted with respect to
the Tevel of decision making. Electric Production Department has
Tssued 2 "Requirement and Guidelines" manual to provide policy gui-
dance and clarify policy issues. Plant management has begun to {ssue
newsletters to keep all plant workers informed of significant hap=
penings and provide additional information which may be of interest
to workers.

As noted 1n previous SALP assessments, control room operators
response to plant transients was a strength and continues to be so.
Operators use the symptom=based emergency operating procedures
effectively. Ouring a low probability event such as the earthquake
of April 22, 1984, the operator took the proper actions. Establish-
ment of the "Inside Supervisor” position, an SRO in the contre' room
at all times has provided additional depth to the control room
capability. The STAs function well with the other shift members.
The operators work well with and respect the function of the STA.

The Ticensed operators take pride in their control room and related
activities. They are knowledgeable of overall plant status as exhibited
By documentation in the shift turnover checklists and personal inter—
views. There 1s no evidence of control room distractions. Noise
level 1s generally controlled so as not to interfere with control
room activities; however, there have been a few observed occasions of
shouting in the control room (not related to duties). Access to the
.general control room area is restricted only by the vital area doors.
However, there are control room floor boundary tape markings where
access to the control room panels a ontrols is Timited to autho-
rized personnel only. The overall 1c;0] room appearance is good
with no evidence of fnapproprtate mate, 1al. General area cleanliness
is also good.

Adherence to procedures and attention '~ detail in safety-related
equipment |ineups have been generally adequate. However, there were
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several instances where lapses occurred i following procedures, such
as exceeding heatup rate limits (Units 2 and 3), pressurizing the
reactor vessel above limits (Unit 3), mode switch in improper posi-
tion (Unit 3), and exceeding the torus water level Timit (Unit 3). A
civil penalty was assessed for pressurizing the reactor vessel above
limits and exceeding the heatup rate. Another example of lack of
operator attention to procedural detalls occurred when the Unit 3
operators took a redundant safety system (HPCI) out of service before
permitted by technical specifications. The licensee took appropriate
corrective actions regarding safety system operability including
reinstruction of operators.

The licensee's return to power operations following outage periods is
generally smooth and vell controlled. However, following the Unit 3
shutdown in February, 1985, for maintenance and testing the return to
power operations was hindered due to oroblems associated with a main
steam safety relief valve, leakage from the drywell afr lock and a
scram on loss of vicuum. The operators handled these problems profes-
sfonally. At the time of the SALP board, Unit 2 continues to be shut
down in a refueling/outage period and related ftems for refueling/
outage activities are addressed in Section 4.8,

Ouring June, 1984, an NRC Order Modifying License (see Section 5.2)
was issued. This Order resulted from the establishment of a licensee
practice of individually scramming control rods during controlled
shutdowns without adequate safety reviews as required oy 10 CFR 50.59.
The individual rod scramming resulted in effectively bypassing the
functions of Rod Worth Minimizer (RWM) and the Rod Sequence Control
System (RSCS). The Order requires the licensee to perform an assass-
ment of the safety review process, to conduct a review of station
procedures and to ensure personnel invoived in the procedurs review
and approval process are aware of the Ticensing bases. The Operations
Analysis Corporation, the contractor who performed the safety review
process apprafsal, concluded that the licensee's process for safety
evaluations was adequate. However, the existing controls for safety
reviews of procedure changes were determined to be ineffective. The
Ticensee's review of station procedures 1s currently ongoing with a
scheduled completion date of September 1985. The licensee's reviaw
of personnel qualifications assocfated with the procedure change
process was completed on February 25, 1985S.

The on site review committee (PORC) appears to be functioning well
based upon observation by inspectors at PCRC meetings. The Station
Superintendent dppears to be utilizing the PORC in an effective
manner, as evidenced by the frequency of meetings and sccpe of
questioning of items brought before PORC. As an example, although
plant procedures did not require PORC to review and approve the modi=
fication test results, PORC chose to review the completed Modifica=
tion Acceptance Tests as well as the test procedures for Unit 2. The
PORC takés an active part in contributing to operational safety.
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Several strengths were noted in the licensee's overall QA programs.
These include the following: positive welder fdentification through
the use of photographs, more conservative requirements for the evalua-
tion of ASME NDE results, and fndependent audits of vendors previously
audited and accepted by a contractor. In response to the last SALP
assessment, the licensee has staffed the EPD site QC organization

with well qualified contractor personnel. Licensee personnel have
been selected for on-the-job training to fi11 the QC positions per-

- manently. These perscnnel are currently one-on-one training with the
contractor perscnnel in order to qualify the licensee personnel for
the QC positions.

EPD QA routinely monitors shift turnover and control room activities.
Management fnvolvement in QA is evident, staffing is adequate, and
audit activities by the licensee are generally effective. However,
the E&R QA system for tracking corrective actions was noted to be
weak in that audit findings remained open for a long time. The multi-
departmental crganization results in a somewhat fragmented QA program
whereby QA activities are divided among those departments. [Despite
the fragmentation, the QA program is effective, but some implemen=-
tation problems have been observed. For example, problems with the
storage of safety grade pipe, control over access to the storage
area, and mixing Q and non-Q items were identified. The licensee has
fnitiated corrective actions in this area, and this 1tem will be
reviewed during future NRC inspections.

A well organized system is in place for tracking IE Bulletins which
results in adequate documentation regarding each item. The system
results in technically justified closeout when the req:‘red actions
are completed. Implementation of the system indicates a large degree
of involvement and contro) by management. However, response to NRC
fnspection {ssues 1s not always timely and )imited management atten-
tion has been paid to this area. Additional management attention is
required to closeout open NRC inspection findings.

The LER process is ddequate as demonstrated by NRC review of Ticensee
submittals. LERs are further discussed in Section 5.4.

No di*ficulty has been observed in obtaining the necessary records to
complete NRC reviews. Minor administrative errors were found in

the control of piping and instrument drawings (P&IDs) and the main=-
tenance of cdntrolled copies of procedures. These problems identi-
fied were not of any major significance, however, 1t was determined
that Quality Assurance had fdentified similar problems in three pre=
vious audits (October 1982, November 1983, and February 1984), thus
indicating that initial 1icensee corrective actions were inadequate.
Subsequent corrective action in these deficient areas resulted in
overall improvements in document control, S
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The previous SALP assessment recommended that the licensee move for-
ward with the independent safety assessment activities. The licensee
has established a functional onsite Independent Safety Engineering
Group (ISEG). A concern with the simultaneous fnoperability of the
containment cooling subsystem and one diesel genarator resulted in
the licensee fnitfating a daily review by the ISEG of safety equip~-
ment out of service and the effect on plant operations. Further
licensee review of ISEG activities appears warranted to move clearly
define 1ts functions and responsibilities.

The licensee's training program has resulted in four operators and
three senior operators being licensed with only one operator
candidate fafiling an NRC written examination. In addition, three
candidates passed the senior operators examination as part of
fntructor qualifications. No significant areas of weakness were
noted during the examinations and no suggestions for improvement
in training programs were made as a result of the examinations.
Overall, the licensee's replacement operator training program
dppears to be satisfactory as evidenced by performance on NRC
administered examinations.

Conclusion:

Rating: Category 2
Trend: Consistent
Recommendations:

Licensee

Evalute the causes of the forced outages and unplanned scrams with
. respect to plant operations, maintenance and testing activities.

NRC
Review licensee's actions from the apprafsal plan recommendations

resulting from the NRC Order. Observe the offsite review committee
activities.
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4.2 Radiological Controls (9%)

Inspection efforts in this area fnc’uded 10 inspections by Radifation
Specialists in the program areas detailed below. Day-to-day review
of ongoing activities was provided by the resident inspectors. .

The overall area of radiological controls has degraded primarily due
to poor performance in radiation protection. Problems were noted in
several of the program areas reviewed. The Unit 2 pipe replacemant
outage placed a strain on the radiological controls area. Ouring the
previous assessment pe-iod, improvement from Category 3 to Category 2
performance was notec. Ouring this assessment period, programmatic
weaknesses were noted in radiation protection and transportation.

Radfation Protection

Eight inspections, fncluding six special inspections relating to the
piping replacement radiation protection program, identified problems
fn the areas of training and qualification of personnel, 1in
procedural adherence and in assessment and control of radiological
conditions.

Tha Ticensee's radiation protection supervisory personnel and quality
assurance activities were at times ineffective in problem identifica-
tion and correction. Responsibility for assessing the radiological
practices associated with on=going radiological operations appeared
fragmented.

The apparent fnability on the part of the Ticensee to take effective
corrective action to prevent recurrence of radiation protection prob-
lems 1s of concern. In June and August 1984, the licensee did not
provide specific radiological exposure controls in radfation work
permits nor did they thoroughly evaluate radiological conditions
during the Unit 2 drywell work. In February 1985, the Ticensee again
did not provide specific radiological exposure controls in radfation
work permits nor did they evaluate the radiological conditions asso~
clated with work on the "81A" valve of the RHR system. The corrective
action system did not recognize nor address a problem in radiological
controls invalving valve "81A" on February 3, 1985. As a result, a
similar problem occurred on February 10, 1985 at thé same valve with
a significant potential for serious radiation exposures to drywell
workers. At the March 4, 1985, Enforcement Conference, the licensee
presented additional management controls to address ‘this concern for
recurring radfation protection problems. A number of immediate cor—
rective actions were implementad By the licensee, and reviewed as
being satisfactory by the NRC. Further improvements in this area
remain to be completed.

Occasional poor understanding of and adherence to radiation protection
procedures were noted. Examples include: corréction factors were
not developed and applied to personnel monitoring devices; Health
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Physics technicians, assigned to the piping replacement, were not
trained in four radiation protection procedures defining their duties
and responsibilities; dosimetry personnel did not receive formal
training and determination of their competency in the tasks assigned
to them; a radfatfon worker failed to exit the drywell promptly when
his audible-alarming dosimeter indicated his administrative dose
limit had been reached; several radiation workers entered valve "81A"
without adaquate knowledge of the radiological status of their work
area; procedures for operation of the whole body counting system were
not provided; guidance for the fssuance and use of extremity and
other supplementary personnel monitoring devices was not provided;
and, source checks for operability of audible-alarming dosimeters
used to control exposures in high radiation areas were not required.
Licensee corrective actions were implemented for each deficient con-
dition. Corrective action for most of these items have been com=
pleted and the review of the remaining items is pending.

The licensee's exposure control program is good as evidenced by main-
taining personnel radiation exposure within the estimates for the
Unit 2 refueling/outage. No personnel overexposures occurred during
the period.

The Ticensee's facilities and equipment were reyviewed during the asses-
sment period and were found to be generally adequate to support normal
and outage operations.

Management attention was directed to providing a defined ALARA program
to support Unit 2 piping replacement. Ouring the planning and pre-
paration for the piping replacement, t-e piping replacement contractor
developed fnstructions for the pre=job planning to control radiation
exposures, mockup training for piping replacement personne! and radfa-
tion exposure tracking throughout the operation. The licensee kept
abreast of other ALARA programs for BWR pipe replacement outages and
considered thefr experiences in Peach Bottom ALARA planning. The
1icensee adopted the ALARA fnstructions and implemented them into
controlled station procedures. However, the licensee did not ade-
quately review the interface between the ALARA instructions and
existing station procedures. Two procedures, with differing require-
ments, were used to identify, report and correct radiological defi-
ciencies. When identified Dy the NRC, the licensee promptly took
action to make the procedures comparable.

Radicactive Waste Management and Effluent Monitoring

The review of the radwaste organizational structure indicated that it
was consistent with Section 6 of the licensee's Technical Specifica=
tions.
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Two inspections, including the Operations Assessment Team Inspection,
fdentified several problems and weaknesses in the licensee's radwaste
program primarily due to an occasional lack of management attention

to detail to assure quality. No effluent release 1imits were exceeded.

The review of the licensee's se’ection, training and qualification
of personnel indicated a weakness in the training program to
maintain proficiency of the radwaste staff. The licensee did not
have a periodic retraining program for chemistry technicians
performing surveillance tests on 11quid radwaste equipment.

Actions to ensure that safety evaluations were completed for con-
tractor-operated temporary radioactive waste disposal operations to
support Unit 2 pipe replacement were not taken by the Ticensee prior
to thefr arrival and setup for operation. When the lack of safaety
evaluations 'was identified Dy the NRC, the licensee took prompt
action to prevent waste disposal operations before the safety evalua-
tions were completed.

The review of the licensee's radwaste quality assurance program
indicated that audits of the radwaste program were performed in accor—
dance with Ticensee requirements. However, a problem with assuring
compliance with 10 CFR 61.56 was noted. In December, 1984, a cask
containing solidified resins from the Unit 2 pipe decontamination
released a flammable gas and a radfcactive aerosol which resulted in
measurable contamination and intake of radicactive materials by two
workers. The Ticensee did not properly evaluate the generation of

the gas and 1ts potential release during handling preparatory to ship=
ment. The licensee added precautionary measures for future radwaste
processes and has fnitiated a formal evaluation of the radwaste pro-
gram at Peach Bottom.

One Licensee Event Report (LER) was 1ssued by the licensee in this
area (LER 2-84-06). In March, 1984, a leak in the "28" RHR heat ex-
changer was discovered which resulted in a4 discharge of approximately
65 microcuries per day, and an estimated total, release of 1,170 ¢to
2,150 microcuries to the environment. The "28" RHR heat exchanger
was repaired and returned to seryice.

The Ticensee implemented a program to reduce the amount of solid rad=-
waste at the station. This program is referred to as "green is clean”.
(The ¢lean trash receptacies are painted green.) This program has
reduced the amount of solid radwaste generated on site.

: Traqsgortatfon

An inspection of the transportation program identified several
problems primarily due to an ineffective training program for the
licensee's staff. The training program in transportation did not
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properly train the Radioactive Material Coordinator and non-1icensed
operations personnel in NRC or DOT Regulations to assure that suit-
able proficiency was achieved and maintained. Non-licensed opera-
tions personnel were not trained in NRC and DOT Regulations and
appropriate procedures during 1981, 1982 and 1983 as committed to the
" NRC by the licensee in response to Bulletin No. 79-19. By December
1984, the Radiocactive Material Coordinator, Shift Supervisors and the
non=-1icensed operations personnel had received training.

The lack of an effective training and qualification program in
transportation requirements and procedures was a major contributing
factor to an fnadequate understanding of the transportation regula-
tions and Ted to problems in classification and certification of ship-
merts. Three waste shipments identified were improperly classified.
The Shift Supervisor certified that the shipments were properly
classified when they were not. The Ticensee revised the appropriate
procedures and counseled the individual fnvolved.

Although the licensee's quality assurance audit program fdentified
the Tack of training, the audit program for transport packages

did not address the applicable criteria of a quality assurance
program for transport packages as defined in Appendix B, 10 CFR 50.
This weakness suggests a lack of technical expertise in transport
package reviews conducted by the quality assurance organization.

Conclus1on:_

Licensee performance in radiclogical controls has degraded since the
last assessment period. Increased management attention is required
in werk planning, training, procedures and corrective action.
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