wmeay, UNITED STATES
'o, NUCLEAR REGULATORY COMMISSION
& REGION il

§ 801 WARRENVILLE ROAD

H LISLE, ILLINOIS 60532-4351

b March 26, 1999

Mr. John P. McElwain
Chief Nuclear Officer
Clinton Power Station
llinois Power Company
Mail Code V-275

P.O. Box 678

Clinton, IL 61727

SUBJECT: PLANT PERFORMANCE REVIEW - CLINTON
Dear Mr. McElwain:

On February 2, 1999, the NRC staff completed a Plant Performance Review (PPR) of Clinton
Power Station. The staff conducts these reviews for all operating nuclear power plants to
develop an integrated understanding of safety performance. The resultr are used by NRC
management to facilitate planning and allocation of inspection resources. Plant Performance
Reviews provide NRC management with a current summary of licensee performance and serve
as inputs to the NRC's senior management meeting reviews. Piant Performance Reviews
examine information since the last assessment of licensee performance to evaluate long-term
trends, but emphasize the last 6 months to ensure that the assessments reflect current
performance. The PPR tor Clinton involved the participation of all technical divisions in
evaluating inspection results and safety performance information for the period April 6, 1997, to
January 31, 1999, The NRC's (nost recent summary of licensee performance was provided in a
letter of June 23, 1997, and was discussed in a public meeting with Hlinois Power Company on
July 2, 1997.

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

Clinton Power Station remained shut down throughout this assessment period while work was
being performed to address the restart items in the NRC Manual Chapter 0350 Restart Panel
Case Specific Checklist and in your recovery plan, the Plan for Excellence. Steady progress

has been made to address these items; nowever, a recurring theme for many of the closure /‘ /
packages for the restart items presented to the NRC for review was that comprehensive plans |
to address the items were developed but not all aspects of the plans had been sufficiently / f
implemented to warrant closure of the items. Some items, most notably the development of a

program to reduce main control room deficiencies, have been reviewed several imes but were
not ready to be closed. The result of this has been the deferral of the remaining items to the
last three NRC team inspections scheduled prior to restart. 1tis likely that some foliow up
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inspection will be necessary after the three team inspections to ensure all restart items have
been resolved.

The three areas of most concern with the performance at Clinton are operator performance,
corrective action program implementation, and the resolution of engineering design issues.
Corrective actions to address weaknesses in operator performance were not successful in
preventing or reducing the number of operations departrnent challenges, the most probiematic
of which involved Technical Specification implementation, the operator requalification program,
and the implementation of emergency operating procedures. Multiple assessments of the
corrective action program have been performed by your organization and the NRC witr,
essentially the same conciusions: (1) management has not provided sufficient oversight; and
(2) management is not adequately engaged in the corrective action process. In general, more
effort has been focused on the more significant conditions adverse to quality and, as a result,
the effective resolution of these items occurs more often than the effective resolution of lower
level items. However, several significant conditions adverse to quality have recurred over the
past 6 months. The main engineering design issues include the resolution of the degiaded
voltage problem, and the adequacy of the calculation and setpoint control processes.

Performance in plant operations remained consistent. Whil : there has been some
improvement ir. -ertain areas of plant operations, overail ~.erformance has been characterized
by more repetitive issues than resolved issues. Operaters have improved in recognizing new
degraded conditions, shift turnovers have been significantly improved, and performance in the
tagout program has been characterized by a reduction in the amount of significant errors.
However, poor performarnce during the annual operating test indicated that crew members had
failed to retain mastery of needed operator skills. In addition, recurring issues such as the
failure to document compensatory actions for disabled annunciators, unfamiliarity with existing
control room deficiencies, Technical Specification compliance problems, emergency operating
procedures implementation preblems during drills, and poor selt-assessments indicate that
much improvement is necessary in the operations area. In addition to normal core inspections,
initiative inspections will be conducted to review operater readiness to startup and operate the
plant, to continuously observe plant startup activities, and to review the routine conduct of
operations following plant restart.

Performance in the maintenance area declined early in this assessment period from that
described in the previous SALP report, but improved as the period progressed. Early in this
period, both programmatic and human performance deficiencies existed in the maintenance
functional area. For example, the moldecl case circuit breaker testing program was inadequate,
troubleshnoting activities were often conaucted without properly adhering to procedures, and
the scheduling and completion of surveillances was ineffective. In addition, the maintenance
rule program was not adequately implemented. Improvement has been noted in all of these
areas during the past several months. The adeqguacy of and adherence to procedures and the
scheduling and completion of surveillance tasks has significantly improved. Also, the quality of
condition report reviews has improved, a maintenance rule program has been established,
4,160 V circuit breaker issues have essentially been resolved, and a new molded case circuit
breaker testing program has been implemented. However, the failure 1o update the status of
the main control room deficiency log and tags as the deficiencies were resolved i1s indicative of
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the need to improve support to the operations department. In addition to normal core
inspections, the resident inspectors will perform initiative inspections to review maintenance
planning and implementation as the work item backlog is reduced. In addition, an initiative
inspection will e conducted to review the collective significance from a risk perspective of your
maintenance item backlog.

Overall, engineering department performance has improved especially with re jard to issue
identification. Reviews and assessments of selected systems’ design bases have identified
multiple examples of engineering deficiencies. In particular, the system design and functional
validation review and the fire protection re-validation project were comprehensive and effective
in identifying programmatic issues. The content of current licensee event reports suggests a
lowered threshold for identification of engineering design issues and an increased engineering
staff understanding of the design basis. However, the NRC determined that a significant
amount of work associated with corrective actions developed to address the deficiencies
identified during the engineering assessments needed to be completed prior to plant restart.
Several examples of inadequate engineering support to the operations department were also
noted. In addition to normal core inspections, the resident inspectors will perform initiative
inspections to review modification packages and the effectiveness of the corrective actions
implemented to address programmatic deficiencies.

Radiation protection and chemistry department performance improved during the assessment
period. Improvements in radiological planning and communications were observed during the
replacement of emergency core cooling system strainers. In addition, the chemistry staff's
adherence to sampling and quality control procedures was improved. However, personnel
performance problems and program implementation issues continued to be observed,
particularly early in the assessment period.

Emergency preparedness (EP) performance declined as numerous problems were identified in
the program related to drills, exercises, and other program activities. Emergency facilities,
equipment, and supplies were maintained in an adequate state of readiness but the material
condition of these areas was in need of improvement. The EP performance during an actual
loss of shutdown cooling event in February 1998 was mixed. Provisions for staffing the on-shift
emergency organization and for augmenting it were flawed. Self-assessment of EP
performance was inconsistent. During the Novemoer 1998 exercise, overall performance was
adequate; however, significant performance concerns were identified regarding the operating
crew and responders in the Technical Support Center, Operations Support Center, and
Emergency Operations Facility. in addition to normal core inspections, initiative inspections will
be performed to review EP exercise performance and other aspects of plant support
performance.

The NRC Manual Chapter 0350 Oversight Panel for the Clinton station continues to hold
frequent public meetings with licensee management to assess progress on corrective actions
necessary for safe plant restart. During the extended shutdown, core resident inspections at
the Clinton station are conducted as delineated in NRC Manual Chapter 2515 and regional
initiative inspections are conducted under the direction of the Oversight Panel focusing on the
Case Specific Checklist items required for restart
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Enclosure 1 contains a historical listing of plant issues, referred to as the Plant Issues Matrix
(PIM), that were considered during this PPR process to arrive at an integrated view of licensee
performance trends. The PIM includes items summarized from inspection reports or other
docketed correspondence between the NRC and lllinois Power Company. The NRC does not
attempt to document all aspects of licensee programs and performance that may be functioning
appropriately. Rather, the NRC only documents issues that the NRC believes warrant
management attention or represent noteworthy aspects of performance. Ir. addition, the PPR
may also have considered some predecisional and draft material that does not appear in the
attached PIM, including observations from events and inspecticns that had occurred since the
last NRC inspection report was issued, but had not yet received full review and consideration.
This material will be placed in the Public Document Room as part of the normal issuance of
NRC inspection reports and other correspondence.

This letter advises you of our planned inspection effort resulting frem the Clinton PPR review. It
is provided to minimize the resource impact on your staff @and to afiow for scheduling conflicts
and personnel availability to be resolved in advance of inspector arrival onsite. Enclosure 2
details our inspection plan for the next 6 months. The rationale or basis for each inspection
outside the core inspection program is provided so that you are aware of the reason for
emphasis in these program areas. Resident inspections are not listed due to their ongoin 1 and
continuous nature.

We will inform you of any changes to the inspection plan. If you have any questions, please
contact Tom Kozak at 630-829-9866.

Sincerely,

/s/ G. E. Grant

Geoffrey E. Grant, Director
Division of Reactor Projects

Docket No. 50-461
License No. NPF-62

Enclosures: 1. Plant Issues Matrix
2. Inspection Plan

See Attached Distribution

DOCUMENT NAME: G:\CLINAINSPPLNS8.CLI
*See previous concurrences

Yo receive a copy of this document, indicate in the box: "C" = Copy w/o attach/encl "E" = Copy w/attach/encl "N" = No copy

{| OFFICE | *RII:DRP E | *RULDRP | E | RII:DRP | i 8
NAME DuPonvdp//kjc Kozak Grant (- i

H DATE | 03/25/99 03/25/99 03/%/99 -/ I

OFFICIAL RECORD COPY
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This material will be placed in the Public Document Room as part of the normal issuance of
NRC inspection reports and other corres yonderce.

This letter advises you of our planned inspection effort resulting from the Clinton PPR review. It
is provided to minimize the resource impact on your staff and to allow for scheduling conflicts
and personnel availability to be resolved in advance of inspector arrival onsite. Encicsure 2
details our inspection plan for the next 6 months. The rationale or basis for each inspection
outside the core inspection program is provided so that you are aware of the reason for
emphasis in these program areas. Resident inspections are not listed due to their ongoing and
continuous nature.

We will inform you of any changes to the inspection plan. If you have any questions, please
contact Tom Kozak at 630-829-9866.

Sincerely,

Marc L. Dapas, Deputy Director,
Division cf Reactor Projects

Docket No.: 50-461
License No.. NPF-62

Enclosures 1. Plant Issues Matrix
2. Inspection Plan

Docket No.: 50-461
License No.: NPF-62

See Attached Distribution
DOC'JMENT NAME: G:\Clin\Iinsppin8.cli

To receive a copy of this document, indicete in the box "C” = Copy without attachment/enclosure “E” = Copy with attachment/enclosure
“N" = No copy

OFFICE RIII & | R £ | R
NAME DuPonw »@*’ [V Dapas
DATE 0245/99 024599 | 02/ 199

OFFICIAL RECORD COPY



J. McElwain

cc wiencls:

G. Hunger, Station Manager

R. Phares, Manager, Nuclear Safety
and Performance Improvement

J. Sipek, Director - Licensing

M. Aguilar, Assistant Attorney General

G. Stramback, Regulatory Licensing
Services Project Manager
General Electric Company

Chairman, DeWitt County Board

State Liaison Officer

Chairman, llinois Commerce Commission

M. Reidy, Clinton Police Chief

The Honorable Tom Edmunds

The Honorable Ken Schaub

R. Schumaker, DeWitt County
Board Chairman

R. Massey, DeWitt County Sheriff

M. Strain, DeWitt County Emergency
Preparedness Coordinator

The Honorable Thomas Brame

G. C Riss, McLean County Board Chairman

S. Brienan, McLean County Sheriff

J. Wahls, Director, Mcl.ean County
Emergency Services and Disaster Agency

R. Scheffer, Piatt County Board Chairman

F. Sawlaw, Piatt County Sheriff

C. E. Morris, Emergency Services
Disaster Coordinator

R. Owen, Macon County Board Chairman

R. Walker, Macon County Sheriff

D. Sanner, Emergency Services Coordinator

INPO
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Distribution:

RPC (E-Mail)

G. Tracy, OEDO w/encls
Chief, NRR/DISP/PIPB w/encls
T. Boyce, NRR w/encls
Project Director, NRR w/encis
Project Mgr., NRR w/encls

J. Caldweill, RIll w/encls

B. Clayton, RIll w/encls

R. Lickus, RIll w/encls

SR! Clinton w/encls

DRP w/encis

DRS (2) w/encls

RIll PRR w/encls

PUBLIC IE-01 w/encls
Docket File w/encls
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United States Nuclear Reguiatory Commission S

Region 1l PLANT ISSUE MATRIX
CUNTON By Primary Functional Area
Functional Template
Date Source Area D Type Codes I!tem Description
Q2/16/199¢ Q0002 Pri: OPS NRC NEG Pric 1B The inspectors determined that operations personnel dicd not meet the guidance in NRC Emergency
See: sec: Preparedness and Radiation Protection Branch Position (EPPOS) No. 2, “Timeliness of Classification of
2 - Emergency Conditions,.” for declaration of the January 6, 1999, NOUE. Specifically, operations personnel
Ter: declared the NOUE 2¢ minutes after the initiation of the LOOF even though the guidance in NRC EFPOS No.
2 specified that event declaration should occur within 15 minutes. Additionaily, expectations for the
timeliness in declaring emergency action levels in response to events were not specified in procedures for
preparing and conducting emergency exercises
02/16/199%9 QU002 Pri: OPS NRC NEG Pri: 1C  The inspectors determined that in most cases, the annunciator response procedures did net reference the
k 4 Technical Specifications associated with the olarming condition
Sec: Sec:
Ter:
0271671009 199900 Pri: OPS NRC NEG Pri: SA  The inspectors detarmined that the licensee s critique of the LOOP event was not sufficiently critical to
e Sec: identify issues involving operator knowledge weagknesses. procedure discrepancies, timeliness of event
« 5 deciaration, and delays in the shift turnover process. Foliowing discussions with the inspectors, the licensee
Ter: initiated on event review team and conducted on etfective assessment of the issues and concerns to
identity issues involving operasor knowledge weacknesses, procedure discrepancies, timeliness of event
declaration, and delays in the shift turnover process
02/16/190Q 2002 Pri: OPS NRC NEG Pri: 58 The inspectors determined that the licensee’s review of procedures to support closure of Case Specific
doe: Sos Checklist (CSC) Restart item 11 3, "Review and Revise Abnormal Operations Sections of Operations
; 5 Procedures.* was ineffective in that the assessment did not determine that approximately 244 procedure
Ter: changes associated with 113 operations procedures involved technical issues which needed to be
addressed prior to restart or prior to the next time the procedure was used
02/16/1909 0002 Pri: OPS NRC POS Pri: 18 The inspectors determined that operations personnel responded appropriately to a ioss of offsite power
Soc: o (100P) involving a Notice of Unusual Event (NOUE) declaration in that procedures were used in-hand, peer
t [ checks were frequently conducted, three-way communication technigues were good, and off-shift
Ter: personnel were effectively utilized without becoming a distraction to the operating crew
U2/16/1908 SOS00; Pri: OPS NRC WK Pri: 38 The inspectors identified operator knowledge weaknesses regarding the interlocks associated with the 4160V
- g vital bus feeder breakers
Sec: Sec:
Ter:
02/16/1900 190000 Pri: OPS NRC NCV Pii: 1C  The inspectors identified one Non-Cited Violation for the tailure to transiate design requirements info
o S annunciator response procedures. Specifically, the design requirements for the operation of the 4160V 1A1
: ' main and reserve feeder breakers following a trip of the emergency diesei generator was incorrectly
jer transiated into Procedure 5060 01, *Alarm Panel 5060 Annunciators - Row 1*
021167169 900002 Pri: OPS licensee NCV Pri: 3A  The inspectors concluded that the licensee did not log EDG starts or formally track lightly-loaded run times for
Sec: Sec: each EDG. which could result in the licensee failing to take necessary actions to ensure EDG reliability. One
3 : Non-Ciied Viclation was identified conceming this issue
Ter:

ttem Type (Compliance Other), From 08/18/1998 To 03/26/1999
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United States Nuclear Regulatory Commission Time: 14:14:00
Region il PLANT ISSUE MATRIX
CLINTON By Primary Functional Area
Functionai Template
Date Source Areo D Type Codes ltem Description
01/06/1959 1908020 Pri: OPS NRC NEG Pri: 1C  The inspectors concluded that weaknesses in the impiementction of the operability determination program
Soc: o still existed in that operations personne! had not conducted eight safety evaluations for long standing
4 g use-as-is nonconforming conditions. In addition, three maintenance activities associated with operability
Ter: determinations had not been scheduled for compietion prior to restart of the facility
01/06/1999 1908020 Pri: OPS NRC NEG Pri. 1C  The inspectors concluded that interviewed operators were not aware of the overall status of deficient
f {
Sec: sec: 35 confrol room equipment and OWAs
Ter:
0170671999 19CR020-01 Pri: OPS NRC NCV Pri: 5C  The inspectors identified one viclation, for which enforcement discretion was exercised, concermning the
Sae: Sac: tailure of control room operators to enter nonconforming conditions into the licensee’s comective action
: : program. Specifically, operations personnel documented four nonconforming conditions in the MCR journal
Ter: but did net initiate a condition report. The issues involved an unanticipated loss of fill and vent on the
residual heat removal system, a human performance error during maintenance on a station air compressor,
a maintenance rule functional failure affecting the Division | switchgear hect removal unit, and three
unplanned entries into a limiting condition for operation
01/06/ 19 199802002 Pri: OPS NRC NC Pri: 1C  The inspectors identified one violation. for which enforce nent discretion was exercised, that involved the
o Bt follure of operations personnel to annotate g late entry in the MCR journal and the repeated failure to
g i document the completion of shiftly compensatory actions
Ter
11/20/199% 27 Pri: OPS NRC NEG Pri: 1C  Deficiencies in emergency operaiing procedure (EOP) implementation were identified. Specificaily,
S P operations persornel failed to start the hydrogen - oxygen monitors until 40 minutes after entering the EOP.
i In addition, operations personnel did not determine whether a valid entry condition into EOF-9,
Ter: "Radioactivity Reiease Control" existed. Similar concerns were also identified during an emergency
prepcaredness dril performed in October 1998.
11/17/1998 1908018 M NRC NEG Pri: 5C  The inspectors and the licensee identified multiple examples of ineffective corrective action program
dde sec: implementation for level 3 and 4 condition reports. Specific issues involved ineffective monagement
g oversight, poor apparent cause analysis. inadequate extent of condition determinations, and ineffective
Ter: comactive actions for identified apparent causes.
11/17/1998 1908018 Pri: OPS NRC POS Pri: I8 The licensee conducted effective post event assessments for a ioss of Division | electrical power, sequentiol
- Sec: 58 operation of the emergency reserve auxiliary transformer lcad tap changer, and movement of a radwaste
. G liner. The assessments were timely and identified the causes associated with the events.
Ter:
11/17/1998 1998018 Pri: OPS NRC PCS Pri: 1C  The new op2rations department shift turmover process, implemented in August 1998, was an improvement
- e from the previous me*thod used for tumovers in that personnel used clear communications, operators asked
3 : clarifying questions. and the full operations crew participoted in the briefing.
Ter

item Type {Compliance Other), From 08/18/1998 To 03/26/1999
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®egion i PLANT ISSUE MATRIX
CLINTON By Primary Functional Area
Functionol Template
Date Source Area 1D Type Coces  Item Description
1171771998 1993018-01 Pri: OPS NRC NCV Pri: 58 The inspectors identified one violation. for which enforcement discretion was exercised. for the failure to

sec: S conduct a hazards analysis as part of the safety evaluation for a temporary modification used to support
: : Division | emergency core cooling system (ECCS) testing. Specifically, the safety evaluation did not oddress
Ter: the possible effects of temporarily installed cables routed in the vicinity of safety-related equipment thot was
not being tested as part of the ECTS testing activities

111771908 1998018-02 Pri: OPS NRC NCV Pri: 1C  The inspectors identified one non-cited violation which involved the failure to adhere to procedures that

limit staff working hours. One chemistry technician worked in excess of 24 hours in o 48-hour period, one

instrumentation technician worked more than 72 hours in @ 7-day period, and operctions personnel falled to

Ter: conduct a monthly review of overtime use for June 1996 Recent efforts to improve mancgement oversight
of the program have been successtul in limiting staff working hours

00N 1998017 Pri: OPS NRC NEG Pri: 1C  The inspectors identified that the implementation and maintenance of the operator aid progrom did not
Soe: - meet managemerit expectations in that: differences existed between two controlling procedures for
’ operator aids, a lack of in-depth knowledge of the operator aid program by operations
Ter: contributed to inconsistent implementation of the pt > Im, and quarterly reviews of the operator aid lcg
performed by operations personnel were not effective in identifying operator aids which had been in
axistence for extended periods
13/01/1008 1928017 Pri: OPS NRC NEG Pri: 5A The licensee and the inspectors ideniified that fracking of compensatory actions for out-of-service or
Sec: Sec: disabled annunciators was inconsistent in that 12 compensatory actions were fisted in the out-of-service
: ‘ annunciator log but were not included in the operations tumover checidist and 4 compensatory actions
Ter: which had been cleared from the out-of service annunciator log remained on the tumover sheet.
1070171688 1998017 Pri: OPS NRC NEG Pri: 58 Between May | ond September 1, 1968, at least 15 examples of poor implementation ond use of the
St Sae: Technical Specifications were identified by the licensee and the inspectors. This is of concern becouse
; corrective actions implemenited prior 1o May 1. 1998, have not been fully successful in improving
Ter: implemeritation and use of the Technical Specifications
10/01/1998 1908017 Pri: OPS NRC NEG Pri: 58 The inspectors noted mixed performance with regard to the awareness of plant conditions by operatios
Soc: Sor: personnel. On one occasion. operations personnel did not understand the reasons for an abnormal
g ; shutdown service water indication. However, on two occasions, operations personnel appropriatety
Ter: dispositioned deficiencies involving. the rod control and information system and, the high pressure core
spray pump breaker.
10/01/19C8 199801 7 Pri: OPS NRC NEG Pri: 5C  The inspectors identified c failure to implement corrective actions to prevent a recurrence in the untimely
Soc po— performance of safety screenings and evaluations for disabled or out-of-service annunciators. As a result of
. the untimely performance, 13 of 27 out-of-service or disablec annunciators had not been evaluared to
Ter: determine if the degraded conditions constituted defacto changes to the facility as described in the
Updated Safety Analysis Report
10/01/1998 1998017 Pri: OPS NRC POS Pri: 5A  The inspectors noted that operations management appropriately recognize 1 the need for additional
Soe: sec: 5C awareness of and focus on equipment safety tagging problems by suspend. 1g operating crew activities in
i i order to conduct a safety briefing in response to recent safety tagging events invoiving temporary lifting of
Ter: tags

item Type (Compliance Other). From 08/18/1998 To 03/26/1999
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United States Nuclear Regulatory Commission o

Region i PLANT ISSUE MATRIX
CLINTON By Primary Functional Area
Functiono! Template
Date Source Area iD Type Codes  item Descrigtion
10/01/19°8 199801701 Pri: OPS NRC VIO IV Pri: 1C  The inspectors identified one violagtion which involved the failure of the areqg radiation monitor technicion to
Sec: ot announce annuncicator alarms to the contrel room supervisor. The inspectors determined that this was o
: X routine practice 1or certain alarms rather than g one-time occurrence. Corrective actions implemented by
Ter: the licensee were sufficient to resolve the issue .
00/21/19C8 1998301 Pri: OPS NRC NEG Pri: 1C  The origingi retake examination material failed to meet ail of the guidelines in NUREG-1021 for developing
Soe: S the job performance measures exomination. Additional attention was necessary to comrect erors
; 3 concerning prescripted question content and difficulty level.
Ter:
09/21/1968 '8 Pri: OPS NRC NEG Pri: 1C  The applicant appeared to be poorly prepared on Technical Specification knowledge items, and
Soe: S demonstrated unfamiliarity with plant equipment location and operation.
Ter:
00/21/1998 10983 Pri: OPS NRC POS Pri 1A Operators on shift executed their duties in a professional manner and in cccordance with station procedures
+
St Soc: and management expectations
Ter:
0072171098 83 Pri: OPS NRC POS5 Pii: 1C  Implementation of the licersed operaror continuing training program invoiving scheduling and deveioping
Soe: Son: operating examinations according to program guidelines was characterized by a safety significant focus.
: i implementation of the licensed operator continuing trairing pragrom involving the evaluation of operator
Ter: pe-tormance in accordance with program guidelines was adequate. However, the practice of evaluating
one or more training objectives in muttiple settings reduced the comprehensive effectiveness of the
operating test and plane J the examinees in g double jeopardy situation.
09/21/10¢8 8 Pri: OPS NRC WK Pri 1C  licensed operator performance during the annual operating test had declined such that it was apparent
Soc: Saa: that 'he crew members had failed to retain mastery of needed operator skils. The facility s evaluators
: 38 recognized unsatisfactory crew and individual performances ond implemented steps to document ine
Ter. performance and pravent the crew from assuming control room watch standing responsibilities untii properly
remediated
08/18/19¢8 301 4 Pri: OF: NRC NEG Pri: \C  The operations department self-assessment program, between January and July 1998, did not have o stabie
Soe: Sec: program owner tc oversee completion of self-gssessments, weaknesses identified in operator radiation work
; i practices were not addressed. and recomrendations and weaknesses described in the radiation worker
Ter: practice and quarterly assessment reports were not tracked or assighed G responsible owner.
08/18/1958 8014 Pri: OPS NRC NEG Pri: 38 Operations personnei implemented nonconservative compensatory measures for a potential foult condition
Soe: Son: affacting the Division | Nuclear System Protection System (NSPS) inverter. Specifically, operations personnel
; + 58 viewed declaring a faulte component administratively inoperable as an adequate compensatory measure
fer: even though ieaving the faulted NSPS inverter energized could potentially introduce complications with the

power supply .

item Type (Comptance

dther), From 08/18/1998 Te 03/26/1999
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United States Nuclear Regulatory Commission Time: 14:14:00
Region M PLANT ISSUE MATRIX
CUNTCN 8y Primary Functional Area
Functional Tempiate
Date Source Area i Type Codes Item Description
087187198 1908014 Pri: OPS NRC NEG Pri: 5A  Opergtions personnel did not recognize a potential reduction in ultimate heat sink inventory as a conc#*ion
sec: So: requiring an OD or mode restrair!
Ter:
0R/18/1998 1998014 Pri: OPS NRC NEG Pri: 5C  The inspectors determined that the licensee’s Generic Letter 91-18 program for operability determinations
St San: (ODs) was not effective in ensuring D0s were dispositioned in @ timely manner. Specifically, 28 of 41 octive
; i ODs describing noncenforming conditions were older than 6 months. Actions taken in May 1998 to
fer: disposition the active ODs were not successful in that only one of five shift managers had completed the
review of assigned ODs by August 1. 1998
0R/18/1608 2014 Pri: OPS NRC POS Pi: 58 The inspectors noted that operator performance improved with respect to questioning degraded or suspect
o6 Sac: 2A ingications. taking conservative immedicte actions, and inifiating the oppropriate corrective oction
' : document. The performance improvement was due, in port, to implem2ntation of the operations
Ter: department event free performance inftiative
08/18/1998 1908014 Pri: OPS NRC POS Pri: 5C  As aresult of the corrective oct:onS thut were implemented to improve pe-formance i the safety togout
Sec: Soe: program, including providing additional c affing, increasing management oversight, and improving training
3 : for operations and maintenance personrel, tagout events were reduced from 11 in 1997 to 3 as of August 1.
Ter: 1908
02/16/1999¢ 1999002 Pri: MAINT NRC NEG Pri: 28  The inspectors determined that training and oversight of new molded case circuit breaker test cersonnel did
Sec: Set: not ensure that expectations for using the smallest goge wire during testing were implemented
Ter:
0271671999 1099002 Pri: MAINT NRC NEG Pri: 58 The inspectors determined that the licensee’s assessment of comrective action effectiveness for CSC Restort
Soc: soc: tem V.1, *Develop Process to Review Defeirals of Preventive Maintenance items,” was not sufficiently critica!
E " to identify deficiencies associate d with impiementation of the deferral process for Iate preventive
Ter: maintenance items. Consenuently, CSC Restort item V.1 will remain open pending a review oi the licensee’s
root cause Gnalysis and corective actions associcted with implementation of the PM deferral process
0211671999 1990002 Pri: MAINT NRC POS Pri: 58 The inspectors determined that the licensee conducted a thorough evaluation and inspection of the Division
e So: IV nuclear system protection system battery after electrical maintenance personnel caused an accidental
i 2 short circuit during maintenance on this battery
Ter:
02/16/1999 1995002-03 Pri: MAINT NRC NCV Pri: 28  The inspectors identified one violation, for which enforcement discretion was exercised, conceming the
" . fcilure to perform iate preventive maintenance items tasks or process deferral requests prior to retumning
systems and components to an avaiiable status
Ter:
02/161999 1999002-06 Pri: MAINT NRC NCV Pri: 28 Failure to perform required channei calibrations on the drywell and containment hydrogen and oxygen
Soe: e analyzers
Ter:

T iCo -~ by oy
item Type (Compliance Othe

|. From 08/18/1998 To 03/26/1999
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Date: 03/26/1999

United States Nuclear Regulatory Commission Time: 14:14:00

Region 1l PLANT ISSUE MATRIX
CUNTON By Primary Functio.al Area
Functional Template
Date Source Area el Type Codes ltem Description
01/06/1999 1098020 Pri: MAINT NRC EOS Pri: 28 Maintenance personne! conducted activities with the procedures present and in active use. Technicions
Snt: Soc: were knowiedgeable of the tasks and closely followed the procedure or maintenance work request
Ter:
12/18/1998 19080050 Pri: MAINT NRC VIOV Pri: 28 This was ¢ violation for which enforcement discretion was exercised and involved not property including SSCs
i - in the scope of the MR In the October 1997 QA audit, the independent assessment, and the subsequent
; G re-scoping effort, the licensee identified SSCs and functions that required inclusion in the MR scope. In the
Ter: recent @A cudit, the audit team identified questionable scoping decisions for several SSC functions. From
the investigation for the resuiting . CR 1-98-10-170, the licensee determined that an existing scoping
document had been recently converted into a large database resulting in a number of errors. The licensee
was in the process of re-evaluating and strengthening the information contained in the database to clarify
the existing scoping. The inspectors evaluated the licensae's resolution of the scoping issues against the
requirements of the MR and concluded that scoping concems had been properly oddressed. Closed in
inspection report 050-461/1¢98028
?/18/10€8 GCs 5 Pri: MAINT NRC VIO IV Pri: OB This was a violation for which enforcement discretion was exercised and involved establishing inodequate
She: oo performance criteria. Based on the sensitivity study performed for the availability criteria, and the use of the
] 3 statistical approach as defined in the EPRI technical bulletins, the inspectors considered the licensee's
Ter: performance criteria for both availability and reliability to be consistent with the assumptions in the updated
PRA and therefore acceptable. Appropriate goals and cor-ective action plans were developed for SSCs
assigned to category (a)(1) of the MR CLOSED in inspection report 1998028
1871998 QCEONS-06 Priz MAINT NRC VIO IV Pri: 28 Based on the sensitivity study performed for the availability criteria, and the use of the statistical approoch as
Soe: So: Adefined in the EPRI technical bulleting, the inspecters considered the licensee's performance criteria for both
: ? availability and reliability to be consistent with the assumptions in the updated PRA and therefore
Ter. acceptable. Appropriate goals and corrective action plans were developed for SSCs assigned to cutegory
(a)(1) of the MR. CLOSED in inspection report 1998028
2/18/1998 19980 Pri: MAINT NRC NCV Pri: 28 This was a violation for which enfercement discretion was exercised and involved the fallure tc monitor goals
Soe: Sa: for (a)(1) SSCs. Specifically, the licensee was not identifying MPFFs, not identifying and tracking
: i unavailability, and not monitoring unavailability for SSCs which required monitoring and which were required
Ter: to be available during shutdown. During this inspection, the inspectors verified that the licensee was
tracking MPFFs and unavailability for SSCs needed for shutdown operations. The inspectors also evaiuated
the licensee's activities for tracking MPFFs and monitoring unavailability while shutdown for key safety
functions as well as for other SSCs required during the shutdown mode of cperations. Based on these
evaluutions, the inspectors determined that the licensee's monitoring octivities were acceptable. This
portion of the violation is closed. Due to recent issues identified in the QA audit conceming the inadequate
implementation of the MR program, the other two issues will remain open pending further review by QA
personnel and the NRC as to the effectiveness of the MR implementation and monitoring of availability and
reliability
1271871938 8028 Pri: MAINT NRC NEG Pri: 28 Training of personnel on the on-ine risk procedures, however, needed to be completed prior to restart as
i part of NRC Manual Chapter 0350, Case Specific Checklist tem 11.4.
Sec: Sec:
Ter
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12/18/1998 1998028 Pri: MAINT NRC POS Pri: 28 Although the risk ranking process continued to rely on g probabllistic risk analysis based predominantly on
Sec: Soe: generic dato, the risk ranking of structures, systems and components was acceptable.
Ter.
12/18/1008 1998028 Pri: MAINT NRC POS Pri: 28 In general, the guittance for performing periodic evaluations met the requirements of the maintsnance rule
Soc: Sec: and the intent of the industry implementing guidance. The Cycle 6 assessment report provided good
X g evaluations of system pertormance over the period by documenting changes to maintenance activities and
Ter: changes to various maintenance rule program aspects.
12718/1998 1908028 Pri: MAINT NRC POS Pri: 28 Based on the sensitivity study performed for the availability criteria, and the use of the statistical approach as
P— Sec: defined in the Electric Power Research Institute technical bulletins, the inspectors considered the licensee’'s
: ) performance criteria for both availability and relfiability to be consistent with the assumptions in the updated
Ter: probabilistic risk assessment and thetefore acceptable.
12/18/1998 1698028 Pri: MAINT NRC POS Pri: 28  Appropriate goals and corrective action plans were developed for systems classified as (o)1) per the
sec: Soc maintenance rule
Ter:
12/18/1998 1998028 Pri: MAINT NRC POS Pri: 28  In general. structures, systems and components were being properly classified under categories (a)(1) and
; (aX2) ot the erformance criteria. goals, corrective actions. in progress , for
Soc Sec X2 MR. Pert i and t t both i ond planned,
x ¥ structures, systems and components in (a)(1) status appeared adequate. The structure, system and
Ter: component functions for the systems reviewed were properly scoped under the MR. The inspectors
reviewed condition reporis. maintenance work requests, and the periodic assessment and did not identify
any maintenance preventabie functional failures not previously classified or unavailability time not property
tracked
12/18/19C8 1908028 Pri: MAINT NRC POS Pri: 5B The 1998 quality assurance audit was thorough and probing. Based on individual issues, the auditors were
Sec: sec: 5A able to identify significant underlying causes (Jack of ownership and inadequate communications) for the
5 4 inetfective implementation of the maintenance rule program. Although actions have been identified ond
Ter: were being implemented to correct the weaknesses. it was too soon to determine their effectiveness. The
use of outside personne! in the oudit provided independent insights into the maintenance rule progrom and
added to the cverall quality of the program assessments
1271871998 1008028 Pric MAINT NRC POS Pri: 28 The inspectors concluded the licensee had adeguate on-ine and outage risk assessment processes and
sec: ENG — had established acceptable thresholds for contingency planning
Ter:
12/18/1908 1028028 Pri: MAINT NRC POS Pri: 28 The inspectors concluded that the process for balancing the unavailability and reliability of siructures.
sec: ENG Sec: 54 systems and components was acceptable, however, based on the Cycle 6 periodic assessment, the

licensee concluded that implementation « * this process was ineffective. in response to this seif-identified
Ter: concem, the licensee took action to ensure a proper balance existed between the reliability and availability
for structures, systems and components
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1171771698 1908018 Pri: MAINT NRC NEG Pri: 28 Tne inspectors concluded that inadequate preparations for measuring the lifting torque on high pressure

S Sudiz core spray inlet check valve resulted in the loss of as-found data during the measurement. The failure of the
; < non-licensed operaior to attend the pre-job briefing may have contributed to this event. No instructions
Ter: were included in the wrrk package as to what type of adapter was needed for the measurement and the
workers did not note the problems with the adapter in the remarks section

10/01/71908 1998017 Pri: MAINT NRC POS Pri: 28  The inspectors concluded that the licensee odhered 1o the revised molded case circuit breaker testing
procedure. In addition, the newly instituted molded case circuit breaker enclosure testing and inspection

Sec: Sec: program revealed a significant number of deficient conditions including incorrect fuses and degraded
Ter: motor starter contactors
08/18/1998 10080 * Pric MAINT NRC NEG Pri: 28 The Division Il emergency core cooling system (ECCS) integrated surveiilance testing preplanning for the test
Sec: Soc could have been more thorough. Some personne! assignments were initially made and/or changed at the
; briefing. communication links were not established ahead of time. the placement of test cables created o
Ter: tripping hozard, mechanicai stops were not used on open cabinets, and test switches were installed inside
energized paneis Additionally, ‘he prajob brief did not include !essons leamed, iIndustry e«perience, or
contingencies
0871871908 1998014 Pri: TAAINT NRC NEG Pri: 28 The inspectors noted that management expectations were not met during the review of selected condition
See: Sae: reports (CRs) in that maintenance personnel did not determine and document the extent of the condition
: G associated with some level three CRs
Ter:
08/18/19¢3 1908014 Pri: MAINT NRC WK Pri: 28 The inspectors identified a weakness with the scheduiing of Technical Specification Surveilionce
. Sec: 5C Requirements (SRs). 44 % of all monthly and quarterly surveiliances were being performed in the 25 % grace
: : period after the due date: 11 overdue SRs were omitted from a weekly surveillance test report. personnel
Ter: were unaware of the safety-related preventive maintenance (PM) tasks that were required to meet o
specific SR; and. the impact on SRs was not evaluated for a late safety-related PM task
02/16/109¢ 1600002 Pri: ENG NRC POS Pri: 58 The inspectors determined that the licensee had resolved the concermns associcted with CSC Restari item
2 % V.7, "Resolve Emergency Diesel Generator Concerns®
Sec: Sec:
Ter:
02/16/1099 1990002-04 Pri: ENG NRC NCV/ Pri: 4a  The inspectors identified one Non-Citec Violation pertaining to the licensee's identification that design basis
Sae sac: requirements had not been adequately transiated into maintenance procedures and instructions invoiving
: the replacement of the Division 1 and Il shutdown service water pump oil coolers. The licensee’'s comective
Ter actions to review the generic implications of the Division | shutdown service water pump bearing failure on
other large safety-related motors was timely and conservative
0271671839 19060205 Pri: ENG NRC NCV Pri: 5A  The inspectors identified one Non-Cited Violation for the failure to maie a required 10 CFR 50.72(b)(2)ii)
o See: report to the NRC within 4 hours of discovery that the shutdown service water system would not have

performed its intended safety functions
Ter:

item Type (Comphance Other), From 08/18/1998 To 03/26/1999



Poge: %of 16 % _ Date: 03/26/1999
United States Nuclear Regulatory Commission Time: 14:14:00
Region 1ii PLANT ISSUE MATRIX
CLINTON By Primary Functional Area
Functional Tempiate
Date Source Areq D Tvpe Codes !tem Description
01/06/190Q 1998020 Pri: ENG NRC POS Pri: 58 Quality assurance personnel conductad a thorough evaluction of the contractor control program
Sec: Sec:
Ter:
0106/ 1000 19C8020-03 Pri: ENG NRC NCV Pri: 44 The inspectors identified one vioiahan. for which enforcement discretion was exercised, that involved the
Soc: o repeat failure to ensure design requirements for the MCR breathing air system were transiated into plont
: - procedures
Ter.
01 /06/1900 190R020-04 Pric NG NRC NCV Pri: AC  The failure to test the EDGs at 110 percent of rated load is o violation of TS SR 3.8.1.14.
Sec: Sec:
Ter:
12/18/1998 008024 Pii: ENG NRC POS Pri. 4C  The system engineers were experienced and knowledgeable about their systerris and understood their
A . responsibilities with respect ‘o the maintenance ruie
Sec: Sec:
Ter:
173071998 908026 Pri: ENG NRC NEG Pri: 44  The team concluded that the cable test documentation utilized by the licensee to support the qualification
Sae: See: of Whittaker fire-rated safe shutdown cables did not e dequately demonstrate that the fire-rated cables
i ; provided equivalent fira protection as that provided by a rated fire barrier.  This issue will remain open
Ter: pending NRC review prior to restart
30/1008 3 Pri: ENG NRC NEG Pri: 42  The team concluded that, due to obstructions, sprinkier systems installed in several risk significant fire areas
sec: Sec: may be incapabie of suppressing a fire. This issue will remain open pending NRC review prior to restart
Ter:
173071998 1008 Pri: ENG NRC VIO 1 Pric 5p A violation was identified regarding the licensee’s failure to ensure that 54 MOVs would remain free of fire
Soc: Sec: 5C damage due to fire induced hot shorts in the valves’ control circuitry . Enforcement discretion was exercised
i o The remaining corective actions relatad to this viclation will be reviewed by the NRC prior to restort
Ter.
30/ 1098 1008026-02 Pri: ENG NRC VIO i Pri: 44 A vicigtion with three (3) exampies was identified regarding the failure to provide adeqguate electrical circuit
She: Sot: isolation for several safe shutdown components. Enforcement discretion was exercised
Ter:
1771998 )18 Pri: ENG NRC POS Pri: 4C  The inspectors determined that the local leak rate testing program was well controlled, that engineering
o Soc: personnel were knowledgeable of local leak rate testing requirements, and that adequate actions had
4 a been taken to implement CUption B of Appendix J to 10 CFR Part 50.
Ter:

~
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171771998 1008018 Pri: ENG NRC POS Pri: 58 The inspectors determined that engineering personnei actively conducted criticai self-assessments in on
Sac: Soc: effort to identify deportmental strengths. weaknesses, and opportunities for improvement. In addition,
3 5 weaaknesses and recommendations were adequdtely tracked to ensure resolution.
Ter:
1171771098 19C8018-03 Pri: ENG NRC NCV Pric 2B One non-cited viclation was identified due to the licensee’s identification that engineering personnet had
Sec: See: failed tc fully understand the operational characteristics of the emergency reserve auxiliary transformer lood
: - tap changer prior to testing on October 22, 1998
Ter:
070571098 199801 Pri: ENG NRC PCS Prii 44  The inspectors concluded that the SX system design and configuration controls were odequate. The SDFV
Soe: roon assessment of the SY systemn wos very comprehensive and thorcugh. The team concluded that actions
: : taken as the result of the SDFV assessment would corect many operational problems and concerns with the
Ter: SX system
Y00/ 1008 QUR Pt ENG NRC POS Pri: 44  The team concluded that the licensee’s revised methodclogy for reviewing calculations in order to
Sec: Soe: determine the technical adeguocy of the CPS caiculation program was satisfactory. However, insufficient
i : activities were completed by the licensee at the conclusion of this inspection to support on adequate
Ter: review by the NRC. As aresuit. the inspection of this issue could not be completed during the E&TS
inspection.
0/09/19C8 1998019 Pri: ENG NRC POS Pri: 44  The team concluded that the licensee’s Setpoint Program Action Plan methodology was sound. However,
Sec: Sues insufficient activities were compieted by the licensee at the conclusion of this inspection to allow for an
b : adequate review by the NRC . As ¢ resutt, the inspection of this issue couid not be completed during the
Ter: E&TS inspection
0971098 S Pri: ENG NRC POS Pri: 48 The material condition of the walked down systems appeared to be good. The system engineers appeared
See: Sec: to be knowledgeabie of the systems
Ter:
)/0Q/ 1608 30 Pri: ENG NRC POS Pri: 4C  The team concluded that no maijor probiems existed with the hardware change process or with the
Sec: Soc: selected hardware changes reviewed that had not been previcusly identified by the licensee. The
: : technical quality of the selected engineering work products was generally sound and the lorcware
Ter: changes reviewed were udequately implemented
1070071568 1058 Pri: ENG MRC POS Pri: 54 The engineering staff was effective in the identification of technical problems. The team concluded that
o sec: the system design and functional verification program reviews conducted on the residuci heat removal ond
] : shutdown service warer systems identified significant issues and the quality of those reviews was considered
Ter: excellent. These issues resulted in g significant amounrt of corrective action work.
0/09/ 1098 8 Pri: ENG NRC POS Pri: 5A  Based on their systemn reviews, the team concluded that the System Heatth Report provided an accurate
See- Sec: accounting of system status with regard to the numbers of CRs, MWRs, etc. No major discrepancies were
’ f identified with the System Health Report for the systemns reviewed. The gutomatic depressurization system
Ter: status could not be reviewed since the system was not addressed in the System Health Report.
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10/09/1928 1998019 Pri: ENG NRC POS Pri: 58 The licensee had an acceptable 10 CFR 50.59 progrom and that qualified personnel prepared ond
o hae: reviewed the 10 CFR 50.59 screenings and safety evaluations. The 10 CFR 50.59 screenings and safety
3 : evaluations reviewed were adequate with the exception of some minor errors. Although no specific issues
Ter: were identified by the inspectors. the number of licensee identified condition reports (CRs) conceming safety
screenings and evaluations revealed that problems still exist.
0/09/1998 199831¢ Pri: ENG NRC POS Pri: 5C  In most instances, the corrective action process for the CRs selected for review was adequately
- Se: impiemented and resulted in acceptable comrrective actions.
Ter:
10/09/1998 109G Pri: ENG NRC WK Pri: 'C  The team concluded that the system engineers were generally qualified and experienced. However, the
P— Sos: ream identified a weakness in that detailed training was not provided to the system engineers for their
¥ . assigned systems. On October 10, 1998, tne team was notified that system engineers would receive senior
Ter: reoctor operator system training for their assigned system(s).
10/0971998 1998 Pri: ENG NRC WK Pri: 4A  The team concluded that the lack of a setpoint control program and a lack of trending of sofety-related
ot Sec: 48 and maintenance rule-related instrument drift was a weakness. The team also concluded that lack of
3 i supporting calcutations for imperiant instrument setpoints was o weakness.
Ter: aC
10/00971998 1G2801C Pri: ENG NRC WK Pri: 48 Present performance by the licensee on the SX system was excellent. However, the team noted that the
o Swe: licensee had nct generated maintenance work requests (MWRS) or preventive maintenance tasks to assure
; ; replacement of limited life non-environmentally qualifiea equipment in the plant. The team considered this
Ter: a weakness
10/09/i1C08 19QRD18-01 Pri: ENG NRC Ery Pri. 4C A violation for which enforcement discretion was exercised was identified invoiving the insta’ation of a minor
Soe: S rmodification which coused the loss of suppression pooi ceoling.
Ter:
10/09/1908 QeROIQ Pri: ENG NRC NCV Pri: 5C  An NCV was identified regarding the licenses s failure to take adequate and timely actions for excessive silt
. ! accumulations in the SX pump intake area
Sec: Sec:
Ter:
Q/09/19C8 199301903 Pri: ENG NRC NCV Pri: 47  Llicensee failed to inciude the battery charger’s minimum voltage requirement in the acceptance criteria for
Sec: Sec: the degraded voitage transient calculation. A design change was issued to adjust the tap settings on the
) % Division 1 and 2 battery charger transformers to assure that the minimum voltoge requirement was met. The
Ter: inspectors did not identify any discrepancies based on their review of appropriate calculations, design
changes ond corrective action work documents
10/01/1993 1098017 Pri: ENG NRC NEG Pri: 5C  The inspectors identified that ineffective comective actions had been taken for selected level 3 concition
- Sue: reports. Specifically, four of ten randomly selected closed engineering department condition reports either
3 ' iocked an oppropriate apparent couse. did not identify the extent of the cendition, or impiemented
Ter: corrective actions which did not address the anparent couse
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10/01/19¢8 199801702 Pri: ENG NRC NCV Pri: AC  One non-cited violation was identified for the licensee’s identification of the failure to submit changes in the
Soc: S quaiity assurance program which constituted reductions in commitments made to the NRC.
Ter:
08/18/1008 199801 Pri: ENG NRC NEG Pri: 48 [ngineering personnel did not provide adequate support to operations personnel in that a CR addressing an
Soc: Sec: already resocived issue was not closed in a timely manner
Ter:
08/18/1998 1993014 Pri: ENG NRC NCV Pri: 44  The inspectors identified that Technical Spacification requirements were not met because the Division Il EDG
Soc: sec: 52 cannot automaticatlly switch during surveillance testing from the test mode to the isochronous mode as
: *9% required in response to an actual or simulated emergency core cooling system initiation signal. This item is of
Ter: concern because the iicensee did not recognize that the design of the EDG resulted in the inability to meet
a Technical Specification requirement
02/16/199% QOG: Pri: PLTSUP NRC POS Pri: 1C  The inspectors determined that radiation protection personnel demonstrated conservative decision moking
Sec: P by using a video camera and robot to minimize exposure to only ¢ millirem during recevery of a radiogrophy
; g source
Ter
0271271090 1900008 Pri: PLTSUP NRC POS Pri: 1C  The inspector noted improvements in the ALARA program. Increasing the resources for the ALARA progrom
Soc: Soe: contributed to more timely and critical work planning reviews and to effective monitoring of department
n 3 and station dose performance. The 1999 annual dose goals more accurately reflected the licensee’s
Ter: planned scope of work and were effaectively monitored by the plant departments.
2112/199¢ 199900¢ Pri: PLTSUP NRC POS Pri: 1IC  During routine contamination surveys and work coveroge. RP technicions demonstrated acceptable
Soe: P techniques and clearly communicated radiologicat conditions to plant personnel. In addition. the licensee
: ! properly calibrated area radiation monitors at the frequency specified in plant procedures.
Ter:
211211009 1992008 Pri: PLTSUP NRC POS Pri: 1C  The licensee included aon acceptable level of ALARA instructions in general employee and RP technician
She: Saa: training. which included the use of mock-ups. The ALARA staff also participated in bench-marking to
: = increqase its awareness of successfui industry practices
Ter:
2112719 199 Pri: PLTSUP  Licensee  NCV Pri: 34 The licensee identified a.) inau. ~7ent entry of two individuals into a posted high radiation area (HRA). The
Soe: See: individuals were riot on a radiation work permit which authorized the entry into the HRA. contrary to
3 % procedural requiremants. This failure to follow procedure was considered a Non-Cited Violation. The
Ter: nspector conciuded that the licensee had performed an appropriate review of the incident cnd had

mplemented corrective actions, which were commensurate with the error.
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02/12/1999 196900502 Pric PLTSUP Licensee VIO IV Pii: 5C  The inspector concluded that the licensee had not adeguately corrected a repetitive problem concerming
Soe: S the adequacy and thoroughness of radiclogical surveys. 25 a result of this ongoing problem. the licensee
; : identified a failure of the RP staft to perform an adequate radiological survey incident to the changes in
Ter: operation of the residual he at removai system. This inadequate survey was determined to be a violation of
10 CFR Part 20.  Specifically, the RP staff failed to identify and post an HRA, which resulted from known
operational changes within the facifity
1172071998 1008027 Pri: PLTSUP NRC NEG Pri: iC  Overall performance of OSC management and staff was mixed, with exampies of both good and poor
Soc: See: individual performance. Overall command and control of the faciiity was insufficient. The OSC
. i management did not maintain good awareness of deployed teams’ progress or results. The OSC Director
Ter: seldom stayed in the command area of the OSC where reports were being received so that these reports
could promptly be assessed and an cverall perspective of deployed tecms’ cctivities could be maintained.
11/20/7008 1908027 Pri: PLISUP NRC NEG Pric 1C  The OSC team Lriefings followed the same guidelines for high priority tasks as for lower priority tasks. There
sec: Sec: were no apparent management expectations for briefing and dispatching higher priority teams from the
3 ; 0OSC more expeditiously than lower priority teams
Ter:
11/20/19C8 109802 Pri: PLISUP NRC NEG Pri: 1C  The EOF protective measures staff was unable to completely respond to the Emergency Manaoger's and
Soe: o simulated NRC responders’ requests for severai offsite dose projections in a timely manner
Ter:
11/20/1998 19958 Pri: PLTSUP NRC NEG Pri: 1C A backup power supply ceased powering the TSC Public Address (PA) system after 26 minutes of operation.
S Sec: 2A The loss of the PA system meant that T1SC managers” briefings were not audible in the OSC. An available
g X megaophone was not utilized
Ter:
1/20/19C8 B Pri: PLTSUP NRC NEG Pri: ZA A modem on the computer assigned 1o the EOF protective measures staff actually failed and the stoff was
Sec: Soc: unaware that an availabie backup computer aiso had an installea modem.
Ter:
20/1998 802 Pri: PLTSUP NRC POS Pri: 1C  Overall performance in the Simulator Main Control Room (SMCR) was adequate. During the rapidly moving
Sec: S exercise scenario, control room shift personnel properly diagnosed reacter event: at the Notification of
; : Unusual Event, Alert, and Site Area Emergency classification levels. Notifications were promptly made to
Ter: offsite officials.
1/20/1098 100802 Pri: PLISUP NRC POS Pri: 1C  The Technical Support Center (TSC) staff's performance was adequate. Plant event analysis, event
! . classification, notifications, briefings, und communications with other faciiines were competently performed
Sec: Sec:
by the stoff.
Ter:
1172071608 1098 Pri: PLTSUP NRC PCS Pri: 1C  Self-critiques following termination of the exercise were critical ond incluced inputs from controllers ond
Sot: St exercise participants. in particular, the SMCR evaluators critically assessed operator performcnce.
Jer:

ite

' Type (Compliance Other

From 08/18/1998 To 03/26/1999



i el United States Nuclear Regulatory Commission on 141008

- 'l.i

Region il PLANT ISSUE MATRIX
CLINTON By Primary Functlicnal Area
Functicnal Template
Date Source Area D Type Codes Item Description
172071908 10c Pri: PLISUP NRC WK Pri: 1C  Emergency Plan Implementing Procedure RA-02. *Protective Action Recommendations,” icentified the

Soe: Soe: default minimum Protective Action Recommendation (PAR) upon the declaration of @ General Emergency
d 3 to be as follows: “Evacuate (-2 mile radius and 2-5 miles downwind unless conditions make evaocuation
ler dangerous anid advise the remainder of plume Emergency Planning Zone (EPZ) to go indoors (shetter) to
monitor EAS Emergency Alert System) broadcasts.” However, lilinois Nuclear Accident Reporting System
(NARS) message number 4, did not contain a recommendotion to shelte” nersor s in the remainder of the

EPZ
12011908 1998027 Pri: PLTSUP NRC NEG Pri. 1C  An operator error in the SMCR resulted in the isolation of the Reactor Core Isolation Cooling system, the only
sec: OPS Sec: 38 source of coociing water for the reactor at the fime
Ter:
7/1998 1008018 F.& PLISUP NRC POS Pri: 1C  licensee controllers and evaluators in both the technicai support c2nier and the operations support center
o e provided an accurate assessment of activities during the October 14, 1998, emergency drill. The iicensee’s
g observations and post drill critiques for the technical support center and operations support center were
Ter: effective it. recognizing strengths, weaknesses, and areas for continued improvement .
171771998 1008018 Pri: PLISUP NRC POS Pri: 58 The licensee’s assessment of the stuck fire shield in a shipping cask was effe “tive in that the licensee, based
Sau: S on this assessment, determined that the event was caused by poor resolution of previously identified
d concems and non-conservative decision making which resuited in a radwaste liner and fire shieid becoming
Ter Indged in a shipping cask
0971988 Pri: PLISUP NRC NEG Pri: :1C  several emergency medical kits were present in an Operational Support Center (OSC) Emergency Response
Sec: Sec: 2A Crganization (ERO) locker. The EP stoft were ungware of their presence. and the condition of these kits was
¥ poor
Ter:
09/1008 190R0S Pri: PLISUP NRC NEG Pri: 24  The material condition of the Technical Support Center (TSC) was morginal, as identified in the two last
S S inspections, with a conduit modification adding a considerable tripping hazora.  The only change noted in
5 3 the facility was a "catalog dispiay stand” for the Emergency Plan and implementing Procedures. the Area
Ter: Rodiation/Proces: Radiation panel in the TSC was nonfunctional
)/0Q/19GR 10080: Pri: PLISUP NRC POS Pri: 1C  The EP fraining progra n appeared effective. ERC personne! were quaiified for their emergency response
o Sec positions. The after-hours augmentation drill was successful. The drill critique documentation was good.
: including a surnmary, time line. backup data for individuol resp ase times, a list of problems identified, and
Ter: recommenued solutions.
10/09/710¢ 16N A0: Pri: PLISUP NRC POS Pri: 5C  Corrective actions had been taken on a number of issues relative to the February 1998 Alert. Etfective.
S Sl acceptabie corrective actions on these issues indicated that the EP program was on an improving trend

However, several other comrrective actions, such as implementation of the new gutodialer caliout system,
Ter: were yet o be completed
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10/01/1998 1698017 Pri: PLTSUP NRC POS Pri: 1IC  The inspectors noted a crntinued improvernent in decontamination efforts in that radiation protection and
b Foon facilities personnel successfully decontaminated the residua! heat removal "A® heat exchanger room from 60
Y ' mrad smearabie to less than 1,000 dpm/100 cm2.
Ter:
1Q/01/1998 1607024 Pri: PLTSUP NRC NEG Pri: 2A  Inresponse to self-idenfified ond NRC-identified deficiencies. the licensee had improved oversight of the
- Soc: post accident sampling system. Recent management focus on the system resulted in the compietion of
5 i several maintenance activities. However. the system rernained inoperable pending the completion of
Ter: yaintenance or: the atmospheric sampiling system
1070171998 Pric PLISUP NRC POS Pri: 1C  The RP staff implemented effective planning for the vacuuming of the suppression pool and the removal
e Sec: and replacement of the ECCS strainers. For example. the planning documents contained recommendations
: 3 contained in NRC generic communications and the lessons learned from industry performance. In oddition,
Ter: the RP staff provided good dose racking and trending of the evolution.
10/01/1998 1998024 Pri: PLTSUP NRC POS Pri: 1C  During the ECCS suction strainer modification, the inspector observed good teamwork and communications
Soe: St between the work groups. The RP staff effectively communicated radioclogical conditions to the divers and
. > to the work groups and providad good control of the evolution.
Ter
0/01/1998 1008 Pri: PLTSUP NRC POS Pri: 1C  The inspector observed chemistry technicians propery implementing sampling and analysis procedures.
Sise: Sec: Chemistry technicians performed the activities with the procedures in-hand and demonstrated proper
2 2 contamination control practices. The inspector aiso noted improvements in the content of chemistry
Ter: procedures, which addressed previous inspection findings.
10/01/1998 Pri: PLISUP NRC WK Pii: 1C  The licensee’s proceaure for control of diving evolutions was generaily consistent with NRC generic
Soc: Sec: _ommunications and industry lessons leamed. However, the inspector observed weaknesses in the
; f proceaure concerming provisions for the use of remaote monitoring and visual contact with the divers.
Ter:
08/718/1008 1998012 Pri: PLTSUP NRC NEG Pri: 1C  The inspectors determined that emergency planning personnel had not verified the capability to staff
S sSec: 5C emergency respense organization positions following a failure of the cutodialer pager system even though
3 "V~ there had been four failures of the pager system since July 1997
Ter: 58
W/ 18/1908 Pri: PLTSUP NRC POS Pri: 1C The licensee's self contained breathing apparatus inspection program was tnorough in that inspections were
Sec: sec: performed at the proper frequency, all material condition and functionglity issues were addressed, ond
; ; appropriate actions were taken when test failures wera identified .
Ter:
08/18/1968 8 Pri: PLTSUP NRC POS Pri: 1C  In preparation for the instaliation of o fire separation wall, the licensee removed a 2-inch suppression pool
See: Sec: cleanup line which resulted in an estimated 28 person-rem dose savings for the modification. This
g ' demonstrated effective implementation of the As Low As Reasonably Achievable (ALARA) progream
Ter:

ltem Type (Complhiance Other

From 08/18/1998 To 03/26/1999
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The inspectors concluded that operations persorinei responded well to
the loss of three of four offsite power scurces during a storm. A Notice of
Unusual Event was conservatively deciared and safety system restoration
was appropriately prioritized and accomplished in a reasonable
timeframe.

Ope:ations personnel demonstrated imnroved command and control,
appropriate prioritization of restoration activities, and good procedure
adherence following a momentary loss of the emergency reserve auxiliary
transformer (ERAT). The development of just-in-time training regarding
electrical transients and plant response prior to an ERAT outage was
considered a positive effort towards improving operator performance.

One violation for which enforcement discretion was exercised was
identified concerning the failure of reactor operators toc appropriately
identify and resolve unusual trends in the shut down service water,
reactor recirculation, and standby gas treatment systems during the
performance of control room panel walkdowrns.

The inspectcrs concluded that while reactor operators perfermed
comprehensive control room panel walkdowns during shift turnover,
oncominy senior reactor operators and shift managers performed cursory
reviews of the control panels and did not examine all panels during shift
turnovers. This may have contributed to performance probiems involving
identification of degraded or nonconforiining conditions by control room
personnel

Eight days elapsed and inspector prompting was needed to iritiate a
condition report to document the repetitive failure of the outboard MSiVs
to open during a monthly preventive maintenance task. Additionally,
operations personnei did not recognize the failure of the MSIVs to open
as a Technical Specification mode restraint until prompted by the
inspectors.

Operations personnel conservatively directed an inspection of the
Divisions | and Il emergency diesel generators (EDGs) following the
discovery of tastener issues during the Division lil EDG outage.
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7/10/1988 ED IR 98011 Licensee Operations 5C One violation for which. enforcement discretion was exercised was
identified for the failure to implement corrective actions in response to a
long-standing, nonconforming condition involving excessive shut Jown
service water flow to the residual heat removal heat exchanger bypass.
Operations personnei did not challenge engineering personnel to seek a
remedy for the condition (NCV 50-461/98011-01).

8 5/28/1998 Positive IR 98008 NRC Operations 1C The inspectors concluded that operation’s logs included sufficient detail to
describe plant activities, compensatory measures for out-of-service
annunciators were appropriate, and coordination and contingency plans
referenced approved procedures.

5/28/1998 ED IR 98008 NRC Operations 5C The inspectors identified a violation for not implementing corrective
actions to preclude the failure to perform verifications on all primary
containment manual isolation devices as required by Technical
Specification’s following a similar discovery affecting secondary
containment manual isolation devices in June 1996.

0

10 5/15/1998  Negative IR 98008 NRC Operations 38 The inspectors identified one example of a poor questioning attitude
which involved the ability of operations personnel to recognize changing
plant risk conditions during periods of degraded grid voltage.

11 5/5/ 1998 Misc IR 98008 NRC Operations 1C The inspectors identified several items that had not been considered
during the licensee's material condition review to declare Electricai
Division Il operable. The items were resolved, and the inspectors
determined that Division !l was operabie for Mode 4.

12 4/14/1998 Positive IR 98006 NRC Operations 1C Contingency plans for the Division i Inverter outage and the reserve
auxiliary transformer excavation work were thorough in that they were
communicated to affected personnel and considered the potential for
several events.

13 4/14/1998 Positive IR 38006 Self- Operations  2A The Division Il Emiergency Diesel Cer .erator and Residual Heat Removal
Revealed Systems B and C were returned to an operable status. These systems
had been declared inoperable but available in August 1997 (Plant
Summary).

Page 2 of 18
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Control room operators intentionally deleted information from a control
room computer screen in an attempt to maintain mental awareness.
Aithough the line assistart shift supervisor (LASS) was aware of this
practice, he failed to take action to address the situation. The actions of
the LASS and the reactor operator (F.0) were indicative of continued poor
operator performance, a general disregard for main control room
indications, and poor supervisory oversight (Section 01.1).

The inspectors identified that the corrective actions imple™ented failed to
prevent another unmonitored increase in main control room (MCR)
deficiencies and operator workarounds, even though both issues were the
subject of a response to NRC Confirmatory Action Letter RIIl-97-001
(Section 02.1)

Operations and engineering personnel demonstrated poor knowledge of
the breathing air system in that they believed the system had been
abandoned in place and were unfamiliar with system operating
parameters. Not using alternate compensatory methods to recharge the
breathing air system bottles after identifying that the system was required
to be maintained cperable at all times demonstrated a nonconservative
establishment of priorities for system restoration (Section 02.2).

Actions were not implemented to operate the service water traveiing
screens during cold weather in order to prevent ice blockage and a
potential loss of the ultimate heat sink. A delay in operating the traveling
screens upon completion of a maintenance activity indicated poor
oversight of restoring required piant systems to service by operations
personnel. Implementation of procedural guidance to minimize ice
blockage of the intake structure following the identification of the e
was delayed due to the poor prioritization of procedure revisions (. :ction
02.3).

The shift supervisor limited access to the MCR by assigning an individual
the responsibility to prevent entry by non-essential personnel. This action
significantly reduced the number of distractions in the main control room.
Operations personnel demonstrated good use of emergency, off normal,
and system operating procedures in the MCR (Section P1.1).
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18 3/3/1998 Weakness IR 98003 NRC Operations 1B 1C Minimum emergency plan staffing for on shift, 30 minute, and 60 minute
response was not met. Seven radiation protection and maintenance
personnel were added to the on shift emergency planning minimum
staffing requirements due to concerns regarding the ability to meet the
manning requirements (Section P1.1).

n
o

3/3/1998 Positive iR 98003 NRC Operations 1B 3A During the Alert, the shift supervisor maintained an oversight role of
activities in the controi room and prempted actions when appropriate.
The LASS controiled the activities of ROs and non-licensed operators.
The shift supervisor used conservative decision making to activate the
emergency response organization (ERO) in order to obtain additional
resources to restore shutdown cooling (Section P1.1).

21 3/3/1998 Negative IR 98003 MRC Operations 1C Implementing procedures for cold weather preperations were
cumbersome in that they were not easily identified and provided vague
critenia for initiating actions. Numerous discrepancies with cold weather
requirements were identified amongst the various cold weather
procedures (Section 02.4).

22 3/3/1998 Neqative IR 98003 NRC Operations iC Even though the licensee was required to replace service air intake filters
ar.d secure ventilation systems due to icing on February 8, 1998, a
requirement to verify the intake filters were free of obstructions during
cold weather periods had not been added to system operating procedures
or the area operator logs as of March 3, 1998 (Section G2.4).

ro
G

3/3/1998  \Veakness iR 98003 NRC Operations 1C Several deficiencies were identified in the procedure change process
which included the implementation of multiple one time procedure
changes to address the same situation on 4 out of 51 procedures, the
lack of periodic reviews to determine if changes needed to be
ncorporated into the procedures, untimely procedure changes due to
poor prioritization of procedure revisions, and inadequate performance of
independent technical reviews and impact assessments. Collectively, the
deficiencies signified that the licensee's corrective actions to improve
provedure quality in response to Confirmatory Action Letter 111-96-013
have not been fully effective (Section 03.1).

Page 4 of 18
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Following an overioad of the Division Il Emergency Diesel Generator
(EDG), the licensee identified that non-licensed operators had not been
trained on the remote operation of the EDGs since late 1992 or early
1993. In Gddition, some nor-licensed operators were unaware of the
significance cf indications provided on the iocal EDG panels. After
discovery of the inadequate training, actions to ensure qualified personnel
were available to perform local manual oneration of the EDGs were not
immediately taken (Section O5.1).

Timely corrective actions were not implemented to prevent operations
personnel from rendering both EDGs inoperable due to taking the
maintenance switch for one EDG to the iockout positiun in preparation for
surveiliance testing while the other EDG was inoperable (Section 08.2).

Fire watch personnel failed to perform a tour of the Division il EDG room
in order to evaluate the presence of transient combustible materials
(Section F1.1).

The licensee performed a critical assessment of ERO performance
during the Alert. Deficiencies noted by the licensee included offsite
notifications, activation of the technical support center (TSC), operation of
the autodialer, controi of field teams, communications between the TSC
and the MCR, site wide announcements, use of ERO badges, and control
of field samples (Section P1.1).

Operator response to a less of shutdown cooling event on February 13,
1998, was generally good. One weakness identified was an emphasis on
restoration of the division 2 nuclear system protection system (NSPS) bus
as the sole success path for the restoration of shutdown cooling.

{Section O1.1)

Licensee personne! failed to adequately assess the risk involved with
tagging out the division 2 NSPS regulating transformer and, as a result,
failed to develop contingency plans for the potential loss of the division 2
NSPS bus. {Section O7.1)
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Some operators exhibited significant knowledge deficiencies regarding
the configuraticn, operation, and availability of the division 2 NSPS bus
and the associated supporting equipment following the loss of shutdown
cooling event. This was the result of inadequate communication of the
contingencies established should a loss of the NSPS bus recur. (Section
04.2)

Procedures used to address the ioss of shutdown cooling event failed to
provide adequate instructions which unnecessarily chailenged operators
to respond to the event. (Section 03.1)

Operations personnel failed to take prompt actions to address a potential
division 2 emergency diesel generator (EDG) overload event which
occurred on February 11, 1898. in particular, the shift resource manager
(SRM) and "B" control room operator (CRO) failed to conservatively
reduce EDG loading during a surveillance test when indications of an
overload condition were identified. (Section 01.2)

Some operators were not adequately knowledgeable regarding the
operation of the division 2 NSPS bus static switch as well as the
consequences of the loss of the NSPS bus on plant indications and logic
inputs. (Section 04.1)

The inabiiity to explain the status of the normally operating fuel building
ventilation system was an exampie of poor awareness of plant conditions
by operations personnel. (Section O1.1.b.8) Personnel Performance
Deficiency

A 13-day delay in restoring SRMs to an operable status was an example
of poor awareness of plant conditions and a lack of operations personne!
involvement in restoring Technical Specification equipment to a fully
operable status. The avoigable delay in restoration resulted in an
unnecessary entry into plant Technica! Specification 3.3.1.2, “Source
Range Monitor Instrumentation.” (Section 01.1.b.5) Other/NA

The failure to notice or provide a reason for the abnormal vent valve
position indication associated with RHR Heat Exchanger A was an
example of poor awareness of plant indications by operations personnel
in the main control room. (Section O1.1.b.7) Personnel Performance
Deficiency
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Several deficiencies were identified involving the operations mode
restraint tracking system, which included: condition reports and
engineering evaluations which were not identified as mode restraints,
condition reports and engineering evaluations which were classified as
mode restraints but not tracked on a mode restraint list; ineffective
implementation of corrective actions for previously identified mode
restraint issues; and multiple departmental tracking systems for mode
restraints. (Section O1.2) Inadequate Procedure/instruction

An auxiliary operator was knowledgeable of systems and provided good
responses to questions during a tour cf the containment, fuel, control, and
auxiliary buildings. (Section O1.4) Teamwork/Skill Level

Several discrepancies were noted during a walkdown of the aiternate
source of control room ventilation including: incorrect revisions of
procedures, an uncontrolled vendor manual, and a lack of implementation
of vendor recommended preventive maintenance items. (Section 02.1)
Inadequate Oversight

Implementation of Technical Specifications for SRM channel functional
testing was poor in that operations personnel were unable to initially
explain the basis which aliowed transfer of the reactor mode switch from
shutdown to run. Additionally, operations personnel did not document the
applicable Special Operation Technical Specification which allowed the
deviation from the requirements of Technical Specification 3.3.1.2 prior to
manipulating the reactor mode switch. (Section ©1.1.b.5) Personnel
Performance Deficiency

The failure 1o notice or provide a reason for the abriormally low cooling
water inlet and outlet temperature ing'cation associated with Residuai
Heat Removal (RHR) Heat Exchange: A following a transfer of shutdown
cooling was an exampie of poor awareness of plant indications by
operations personnei in the main contrc' room. (Section O1.1.b.6)
Personnel Performance Deficiency
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The decision to continue work even though three out of four source range
monitors {SRMs) were exhibiting unexpected responses indicated a poor
awareness of conditions with the potential to impact Technica!
Specifications, and was an exarmple of a poor guestioning attitude and
oversight of maintenance activities by operations personnel. (Section
01.1.b.4) Inadequate Oversight

One vioiation was identified due to the failure to implement required
Technical Specification actions to restore either the Division | or Il inverter
to service. Specifically, operations personnel failed to recognize that
declaring all 480VAC motors incperable required an entry into Technical
Specification 3.8.8, "Inverters-Shutdown.”

(Section 01.1.b.2) Personnel Performance Deficiency

Fourteen examples of the failure of operations personnel to implement
the Technical Specifications since January 1996 were identified by NRC
inspectors and/of the licensee. The multiple failures represent a
weakness in the ability to implement the requirements of the Technical
Specifications and a poor awareness of plant conditions which impact
Technical Specification requirements. (Section 01.1.b.3) Personnel
Performance Deficiency

During the transfer of shutdown cooling from RHR Train B to RHR Train
A, operations personnel appropriately referenced procedures,
acknowledged annunciators, anc performed the transfer without any
significant complications. (Section O1.3) Teamwork/Skill Level

One violation was identified due to the failure to implement recuired
Technical Specification actions to restore isolaticn capability 10 secondary
containment penetrations between October 18 and December 16.
Additionally, on-shift operations personnei were unfamiliar with how to
implement licensing department guidance on acceptable administrative
controls associated with Technical Specification 3.5.2.0.3.

(Section 01.1.b.1) Personnei Performance Deficiency

Control room operators were observed monitoring control room
instrumentation at acceptabie time intervals. Their demeanor was
business like and professional during observed periods. (Section O1.1) |
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Contrary to the requirements of 10 CFR 55.49, unauthorized people
gained access to a copy of NUREG 1021, "Operator Licensing
Examination Standards for Power Reactors," Interim Revision 8, January
1997, Form ES-301-2, Individual Walk-Through Test QOutline, listing the
proposed examination Job Performance Measures (JPMs) by title. This
resulted in a breach of examination security. Additional examples of
examination security problems were noted. (Section 05.1)

Individual communications practices of some of the applicants was poor
and needed improvement. Applicants failed to comply with Emergency
Operating Procedure (EOP) steps to initiate suppressior pool cooling =~
when required and used alternate injecticn systems when preferred
injection systems were available. One applicant unnecessarily delayed
execution of an EOP step resuiting in unnecessary core uncoverage.
(Section 05.5)

Examination developers failed to meet the guidelines of NUREG 1021
when developing the JPM examination outiine. Validation of the JPM
examination by facility personnel was weak. (Section 05.4.c)

Rigorous enforcement of motor operated valve test preparation switch
use appeared to be lacking and needed improvement. (Section 05.4

Training department personnel developed a written examination that
proved to be a good evaluation tool for determining applicant
competence. However, the examination showed a lack of attention to
detail. Applicants were well prepared (o take the written examination.
(Section 05.2)

Two SRO license applicants passed all portions of their respective
examinations and were issued SRO licenses. Two SRO license
applicants failed portions of the examination and were denied operator
licenses. Three SRO and two RO license applicants passed ali portions
of their respective examinations but were not issued operating iicenses.
Licenses will be issued upon completion of 10 CFR 55 required reactivity
manipulations and ali Clinton Power Station training program
require.nents.

CPS No. 3213.01, Fire Detection and Protection, Rev. 19, was
inadequate in that it allowed emergency operation of the diesel fire pump
with no jacket cooling water flow to cool the diesel. (Section 03.1)
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85 1/23/1998  Negative iP 98006 Self- Operations 1C A design deficiency, material condition issues, and the failure of an
Revealed operator to appropriately communicate piant conditions to the control
room resulted in a loss of sarvice air and a subsequent manual reactor
scram.
56 1/23/1398 Positive IR 98006 NRC Operations 5C The operations department'’s root cause investigation for the reactor

scram was thorough and identified severai actions to improve eguipment
and operator performance. Although one of these actions was initially
disapproved by the engineering work review board, operations personnel
took the initiative to overturn the decision and to ensure that a long-
standing operator work-around was appropriately resolved.

1/19/1998 LER LER 97036 Licensee Operations 2A The licensee's engineering staff determined that without the motor shaft
key which connects the motor to the fan hub of the Division 1| shutdown
service water pump room cooler, the Division Il shutdown service water
pump room cooler could not be considered operable. The inoperability of
the room cooler causes the associated Divis’on 1l shutdown service water
pump to be inoperable. It is likely thai the motor shaft key was not
installed during initial manufacturing. Cther/NA

1/16/1998

r—
m
pe)

LER 97033 Licensee Operations 1A The shift supervisor recognized that the Conizinment Building Fuel
Transfer Pool Ventilation Plenum Exhaust Radiation Monitors, which have
been inoperaple since October 18, 1997, impacted the status of some
isolation dampers. These monitors isolate secendary containment and
secondary containment bypass dampers on the detection of a high
radiation conditicn. Administrative control was not in place to ensure
isolaticn capability of these dampers. The cause of this event is due to a
misinterpretation of technical Specifications, therefore the requirad
actions for these monitors being inoperable were not taken. Inadequate
Oversight

Page 10 of 18
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The SET roted that several fire protection issues identified in 1995 had
not been effectively addressed, including structural ste.l components with
thermal! shorts, inaccessibie and inoperable fuel pool : = ~“etectors, some
fire barrier penetration seals not installed in the control . uum, and the
potential for a single fire to cause loss of offsite power and loss of all
diesel generators. The licensee had used an hourly fire watch in lieu of
addressing identified problems. This action is counter to NRC guidance
in GL 91-18, "Information to Licensees Regarding NRC Inspection
Manual Section on Resolution of Degraded and Nonconforming
Conditions," which discourages the use of compensatory measures
instead of restoring equipment to full operability.

Fire brigade knowledge and performance were a program strength.

The SET noted that the current number of fire protection staff was
consistent with the industry standard. However, in 1995, the fire
protection staff was assigned additional duties. One engineer responsible
for program implementation told the SET that oniy 20 per 2nt of his time
was available ior fire protection activities. The SET also noted that during
that period, there was a significant increase in the number of CRs related
to fire protection and in the number of fire protection impairments. The
SET concluded that the increased number of CRs and impairments
occurred, in pant, because the staff had insufficient time to devote to fire
protection activities.

The SET noted that the licensee had extended surveillance for some fire
protection systems beyond that previousiy approved by NRC or specified
in NFCs. Monthly hose house inspections had been extendec to an
annual inspection. The SET noted mud dauber nests blocking the inside
of fire hoses in each of two hose houses opened. Subsequently, the
licensee identified a total of 11 fire hoses blocked by mud dauber nests.
The last inspectior: had been performed in June 1997. The licensee
committed to revert to monthly hose house inspections.
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63 1/5/1998 Negative 97SET NRC Operatiors i€ AC The SET noted, in general, that fire detection systems appeared to
comply with the National Fire Code (NFC). Huwever, the service water
pump rooms were cbserved to have an elevated ceiling and the fire
detection system did not appear to comply with the current NFC for such
a ceiling. Also, the licensee's individual plant external event examination
(IPEEE) stated that credit was taken in three fire areas (two cable
spreading rooms and the Division Il switchgear room) for automatic fire
suppression allowing a reduction in core-damage frequency by a factor of
266. Although the licensee had evaluated and taken corrective actions
for the sprinkler obstructions in the cabie spreading rooms, the SET noted
significant obstructions to sprinkler flow patterns in the Division Il
switchgear room.

(o 2]
oY

1/5/1398  Weakness 97SET NRC Operations 1C 4C The licensee was unable to give the SET the requested test data to
demonstrate that three randomly selected fire barrier penetration seals
were installed in a configuration validated by a fire test. The licensee dic
not classify the fire barrier penetration seals as inoperable.

o]
o

1/5/1998 Positive 97SET NRC Operations 1C 4C The SET noted that the ilicensee, during plant licensing, had been granted
numerous deviaticns from NRC fire protection guidance. Many of the
deviations were, in part, based on having fire detection and suppression
in a fire area. The SET observed that the licensee's staff was closely
monitoring the performance of associated fire protection systems to
ensure that extending maintenance and surveillance frequencies beyond
the NFC did not affect system performance.

o2}
(o2]

1/5/1998 Weakness 97SET NRC Operations 5A 2A 1C Problem identification was inconsistent and evaluation and corrective
actions were generally ineffective. The SET concluded that the inability to
identify, evaluate, and correct problems was a major impediment to
improvement. Inconsistencies in problem identification resulted in failure
to ensure that probliems were effectively captured. Ineffective evaluation
of identified problems contributed to failure to deveiop effective co:rective
actions. Failure to monitor and ensure implementation of CA plans
contributed to recurring problems and an attitude of living with
problems.

Page 12 of 18
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One example of nonconservative decision making was identified for not
assessing the impact of shutdown risk due to reduced onsite electricai
power availability. Specifically the Division Il Emergency Diesel
Generator (EDG) was removed from service for maintenance while the
Division | EDG was inoperable due to silting of the service water system
(Section O1.1). Inadequate Oversight

One example of a violation of Technical Specification (TS) 3.0.2 was
identitied due to the failure to implement a TS Required Action.
Specifically, between July 28 and October 26, 1997, an alternate method
of decay heat removal was not verified within one hour and every 24
hours thereafter following the declaration of an inoperable train of residual
heat removal. Consequently, component cooling water remained aligned
to the "B" Reactor Water Cleanup Heat Exchanger even though the "A"
Reactor Water Cleanup Heat Exchanger was being credited as the heat
sink for the alternate decay heat removal source (Section 01.2).
inadequate Oversight

One example of a violation of TS 3.0.2 was identified due to the failure to
implement a

TS Required Action. Specifically, actions were not pursued to restcre the
Division | and Il electrical subsystems to an operable status immediately
on two separate occasions. Corrective actions for the first occasion were
narrow in focus in that they failed to prevent recurrence (Section 08.1).
Other/NA

improvements were made in sampling of the Diesel Fuei Oil System
following the inspectors’ identification that the fuel oil day tanks were
inspected for water after recirculating the day tank to the fuel oil storage
tank (Section 02.1). Inadequate Procedure/instruction

Training provided to operations personnel did not include all systems
which are available to reduce containment pressure. Additionally, the
emergency operating procedures did not include all systems which may
be beneficial in reducing containment pressure. These omissions
contributed to operations personnel in the simulator main control room not
taking emergency operating procedure actions to reduce containment
pressure using available plant systems (Section P1.1). Other/NA
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12/22/1997  Negative IR 97022 NRC Operations  3C Operations personnel did not ensure that information needed to perform
an operability determination for over-greasing of 480V motors was
provided in a timely manner. This demonstrated a lack of plant ownership
and leadership by the operations department and was indicative of a
weakness in the operability determination program (Saction M8.1).
Inadequate Oversight

12/22/1997  Negative IR 97022 NRC Operations 4B The inspectors identified that the iow level alarm setpoint for both the
Division | and IlI fuel oil day tanks were incorrectl stated in the
corresponding annunciator respense procedures Section 02.1).
Inadequate Procedure/instruction

12/22/1997 Licensing IR 97022 NRC Operations  5A NRC involvement was required for licensing personnel to recognize a 10
CFR Part 50.73 reportable condition involving the failure to verify an
alternate method of decay heat removal, an cperation or condition
prohibited by the plant’'s Technical Specifications (Section 01.2).
Other/NA

12/22/1997  Positive IR 97022 Licensee Operations 5A 2B Quality assurance identified several weaknesses in the adequacy and
implementation of the self assessment and maintenance rule programs.
The audits represented an improvement in the quality assurance
organization's ability to perform thorough and probing evaluations
(Sections 07.1 and M7.1). Self-Critical

12/22/1997 Weakness IR 97022 NRC Operations  5C Two weakness in the implementation of the corrective action program
were identified. The weaknesses involved downgrading the significance
of a condition report without supervisory review and operations, licensing,
and corrective action review board personnel not being familiar with
significance criteria associated with condition reports (Section 01.2).
Inadequate Oversight
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12/17/1997 LER “R 97030 Licensee Operations 1A On October 26, 1997, the operations department discovered that
component cooling water (CCW) was nct aligned to the "A" reactor water
cleanup (RWCU) non-regenerative heat exchanger (NRHX). Technical
Specification Limiting Condition for Operation (LCO) 3.4.10 re juired
verification of an available alternate method of decay heat removal for
each inoperable RHR shutdown cooling subsystem. The RWCU system
was being credited as one of the alternate methods of decay heat
removal, and because cf the unknown CCW system alignment to the "A"
RWCU NRHX, the TS LCO action statement for verifying an aiternate
method of decay heat removal had not been met. Inadeguate
Procedure/Instruction

12/15/1997 LER LER 97023 Licensee QOperations 3A A scaffold was found partially supported by the Low Pressure Core Spray
room area cocler, 1VY01S. The effect that this scaffold had on the room
cooler couid not be positively determined; therefore, the room cocler was
determined to be inoperable due to seismic qualification concemns.
Personnel Performance Deficiency

11131

]
€0
~J

LER LER 97026 Licensee QOperations 5A Plant engineers identified that the level of silt in the area of the shutdown
service water system (SX) pump intake area exceeded the leve! required
to ensure the operability of the Division | and Il SX pumps. Other/NA

11/7/1997 Positive IR 97023 NRC Operations 3B Licensee controls to revise the licensed operator requalification training
program were satisfactory (Section 0O5.4).

11/7/1997 Positive IR 97023 NRC Operations 3B Licensed operator requalification programs were implemented in
accordance with 10 CFR Part 55 requirements (Sections 05.3 and
05.6).

11/7/1997 Strength iR 97023 NRC Operations 3B All portions of the annual requalification examination were judged to be
effective tools for determining operator weaknesses (Section 05.2).

11/7/1997 Negative IR 37023 NRC Operations 3B The development of remadiation plans lacked a comprehensive root
cause analysis for individual performance (Section 05.5).
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On Labor Day weekend, August 30, 31, and September 1, 1997, Clinton
Power Station suspended work that was ongoing to restore
Westinghouse 4180 volt safety-related breakers to an operable status.
Suspension of this work was later determined to be in conflict with the
Technical Specification Action statements to immediately initiate action to
restore operability of the affected electrical busses, scurces, and/or
components. inadequate Oversight

The failure to activate a readily available alarm and eliminate
unnecessary licensed operator trainee systerr. reviews during a reactor
vessel level drain down evolution was considered a significant weakness
in operator performance. Personnel Performance Deficiency

One violation was identified due to a line assistant shift supervisor failing
to properly direct and monitor the activities of the reactor operators such
that a drain down of the reactor vessel was promptly identified and
corrected. Reactor operators did not properly monitor and control reactor
vessel level in a safe and competent manner. Personnel Performance
Deficiency

One violation was identified due to the failure to provide complete and
accurate information to the Commission. Specifically, the response to
Notice of Violation 97009-C1 stated that corrective actions in response to
an inadvertent isolation of the reactor water cleanup system had been
completed even though the actions were not scheduled for completion
until February 15, 1998. Inadequate Oversight

During a review of the tagout program, several weaknesses with the
implementation of the corrective action program were noted including:
root cause analyses which did nct determine why previous corrective
actions were ineffective, a lack of quality assurance involvement in
deficient areas, a lack of communication between departments prior to
extending corrective actions, and extending condition "eports beyond 1
year without the approval of the corrective action review board. (Section
01.3) Inadequate Oversight

One example of a corrective action violation was identified for the failure
to prevent the recurrence of eleven near miss tagging events.
Inadequate Oversight
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90 10/6/1997 Weakness iR 97019 NRC Operations 5C The inability to track corrective actions involving responses to NRC
violations was a weakness in the licensee’s commitment tracking
system. Inadequate Oversight

91 10/6/1997 VIO/SL-IV iR 97019/VIO NRC Operations 5C One example of a corrective action violation was identified due to the
failure to revise procedures associated with the restoration from a
Division | bus outage. The untimely corrective action resulted in a second
inadvertent isolation of the reactor water cleanup system or August 22,
1997. Inadequate Procedure/Instruction

92 10/6/1997 Weakness IR €7019 NRC Operations 5C One weakness was identified for the failure to implement corrective
actions 10 ensure proficiency watches were properly credited for senior
reactor operators. (Section 08.4) Inadequate Oversight

83 10/6/1997 VIO/SL-IV IR 97019/VIO NRC QOperations 5C 5A One example of a corrective action violation was identified for the failure
to preclude a third loss of service building security lighting. Two root
cause analyses were of poor quaiity in that they did not determine why
corrective actions were untimely, not implemented, or ineffective. The
delay in initiation of root cause analyses and implementation of corrective
actions until receipt of an NRC Notice of Violation was considered a poor
corrective action program practice. (Section 08.5) Inadequate
Procedure/instruction
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TYPE The categerization of the issue - see the TYPE ITEM CODE table.
SOURCE The document that contains the issue information: IR for NRC Inspection Report or LER for Licensee Event Report.
1D BY fentfication of who discovered the issue - see table
SALP SALP Functional Area Codes - Engineering, Maintenance, Operations, Plant Support and All/Multipie (i.e., more than one SALP area affected).
SMM CODES Semor Manager Meeting Codes - see table.
DESCRIPTION Detaills of the issue from the LER tuxt or from the IR Executive Summaries
TYPE ITEM CODE NOTES SENIOR MANAGEMENT MEETING CODES
DEV Dewviation from NRC Requirements * EEls are apparent violations of NRC 1 | Operational Performance:
ED Escalated Discretion - No Civil Penalty requirements that are being considered for A - Normal
EEI* Escalated Enforcement Issue - Waiting Final NRC Action escalated enforcement action in accordance B - During Transients
LER Liconse Evert Raooet 1 #he NRC with the “General Statement of Policy and C - Programs and Processes
: - = Ty P Procedure for NRC Enforcement Action” - -
Llcensmg Licensing !ssue from NRR (Enforcement PO“CY). NUREG-1600. 2 Matenal.Condmon: o
Misc Miscellaneous (Emergency Preparedness Findir.g, etc.) However, the NRC has not reached its final A - Equipment Condition
NCV Non-Cited Violation enforcement decision on the issues B - Programs and Processes
Negative indwidual Poor Lic “nsee Performance identified by the EEls and the PIM entries 3 | Human Performance:
Positive individual Goo -:nsee Performance may be dr:ogh;ad wf;‘enbtlgﬂcftnalkdecp's-ons A - Work Performance
g ea are made. Defore the makes its B - Knowledge, Skills, and Abilities
Stre.r:gth Sversh Sirong Lionage Leretence enforcement decision, the licensee will be C - Work E:\g:mnmm
UR! Unresolved Inspection ltem provided with an opportunity to either
VIO/SL-l Notice of Violation - Severity Level | (1) respond to the apparent violation or 4 | Engineering/Design:
VIO/SL-II Notice of Violation - Severity Level | (2) request a predecisional enforcement A - Design
VIO/SL-ll [ Notice of Violation - Severity Level Il conference _ B - Engineering Support
VIO/SL-IV Notice of Violation - Severity Level IV * URIs are unresolved items about which C - Programs and Processes
Y s v more information is required to determine P ——
| Weakness | Overa Weak Licensee Performance whether the issue in question is an 5 !;rot:ler:\‘.!?engﬂmtlon and Resolution:
acceptable item, a deviation, a 8 ;! :e' oalion
ID BY nonconformance, or a violation. However, p 3 Rnalg'sog
the NRC has not reached its final - Resoksion
Licensee The licensed utitity conclusions on the issues, and the PIM
NRC The Nuclear Regulatory Commission entries may be modified when the final
Self-Revealed|Identification by an event (e.g., equipment breakdown) conclusions are made.
Other Identification unknown
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One violation for which enforcement discretion was exercised was
identified concerning the failure to ensure an adequate procedure was
used during testing of the high pressure core spray discharge isolation
valve. The inspectors concluded that some procedural adequacy and
adherence problems continued to occur at the facility. (NCV 50-
461/38011-05).

One violation for which enforcement discretion was exercised was
identified for the failure of operations personnel to impiement procedura!
requirements while performing troubleshooting activities on the logic for
the outboard main steam isolation valves (MSiVs) and on main control
room panel P-680.(NCV 50-461/98011-03).

Two examples of a violation for which enforcement discretion was
exercised were identified due to the failure to implement procedures to
perform required testing on the meteorological monitoring tower and a
process radiaticn monitor prior to returning the equipment to an operable
condition. The failure to perform required surveillances prior to returning
equipment to service is a repeat of previous, similar issues at the station.
(NCV 50-461/98011-02).

The inspectors observed two poor electrical maintenance work practices
during testing of 480 Vac molded case circuit breakers MCCBs which
involved the use cf excessive torque on fasteners and improper use of
megger test equipment

One vic'ation for which enforcement discretion was exercised was
identified when the inspectors determined that corrective actions to
address 4160 Vac circuit breaker testing problems were not applied to
molded case circuit breakers (MCCBs). Specific MCCB test program
deficiencies included: improper test cable size, not performing a low
current instantaneous trip, excessive test current pulse length, excessive
instantaneous test current, improper instantaneous trip times,
preconditioning of breakers, not documenting valid test attempts, and not
evaluating breaker coordination issues for failed breakers. In additior,,
the inspectors determined that the licensee did not effectively utilize
industry information and experience even though it was involved in the
development of standard industry guidance for testing of 480 Vac MCCBs
. (NCV 50-461/98011-06).
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The inspectors identified a violation for the failure to verify each
secondary containment manual isolation device closed avery 31 days as
required by Technical Specifications between discovery on June 18,
1996, and initial performance of the implementing surveiliance procedure
on December 1, 1996.

The inspectors determined that quality assurance inappropriately
provided a positive review of maintenance department self-assessments
in that: only tive of eight scheduled audits were completed, condition
repcrts were not generated, action items were assigned without due
dates for completion, due dates for action items were allowed to be
extended without approval by the respective manager, Task Performance
Check Lists were not tracked or trended to provide performance
indicators, and resuits from Task Performance Check Lists were not
consistent with results from other performance monitoring systems.

One non-cited viclation was identified concerning the failure to perform
monthly meteorological tower operability verifications at the required
frequency. in addition, the inspector identified some continuing probiems
concerning the licensee’s attention to the backup meteorological tower.
Specificaliv, a 6-month preventive maintenance surveillance was
schedulea for January 22, 1998, but had not been performed.

The inspectors concluded that procedures were not adequately adhered
to when maintenance workers failed to return an Maintenance Work
Request to planning personnel for revision foliowing the change in scope
of the Division | Emergency Diesel Generator Var meter calibration on
two occasions. NCV-98008-03

The inspectors concluded that an adequate procedure was not
established and implemented for the installation of a clamp-on device on
a safety-related motor power feed wire to monitor various parameters.
NCV 50-461/98008-04

The inspectors identified a violation for failing to implement corrective
actions for licensee identified discrepancies in the air operated valve
program. Maintenance department self-assessments were weak in that
four of five completed assessments did not determine if program
elements were effectively implemented. (NCV 50-461/98008-05)
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inadequate planning and work control resulted in two occasions where an
available train of standby gas treatment was not maintained.

The visible condition of coatings inside the containment and drywell was
considered good. The amount of coatings which were loose or fiaking
was negligible and did not present an appreciable source of debris which
could clog the emergency core cooling system suction strainers.

Cne example of good questioning attitude was identified when operations
personnel stopped a surveiilance to address the impact of a leaking
equalizing valve on a flow instrument used during testing.

Past corrective actions to address degraded coatings were inadequate.
As a result, degradation developed such that emergency core cooling
system (ECCS) suction strainer clogging may have occurred under
certain circumstances and ECCS operability was not assured.

Provisions of the maintenance troubleshooting procedure were not
implemented during testing of the Division 1i EDG kilowatt indication.

< pecifically, maintenance personnel did not have a procedure or test plan
for performing specific tasks, the activities were not approved by
operations personnel, tasks being performed were not documented as
they occurred, the chronology of events did not specify all actions taken,
electrica! maintenance work practices were poor, and supervisory
oversight was minimal (Section M1.2).

The briefing given prior to performing a special test procedure on the
Division It EDG was improved from previous briefings and included
information on communications, self checking, safety, and lessons
learned from other utilities (Section M1.3).

The licensee failed to correct deficiencies associated with the division 2
NSPS inverter despite repeated failures. (Section M1.1)

Maintenance personnel did not effectively plan work activities for the initial
480VAC motor inspections in that work began on the Shutdown Service
Water (SSW) Pump Room A Supply Fan motor without having the
appropriate parts on site, without having all parts approved through an
accredited quality assurance program, and without having a method for
greasing the motor bearings prior to instaliation. (Section M1.4)
Inadequate Oversight
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Maintenance personnel demonstrated good procedure usage during
functional testing of the Division Il 4.16 KV Bus under voltage relay in that
they reviewed each step prior to performance, exhibited good
independent verification techniques, were aware of the purpose of the
surveiilance test, and understood problems which could be encountered if
the surveillance was not successfully completed. (Section M1.2)
Teamwork/Skill Level

One example of a non-cited violation was identified for the failure to follow
procedures involving the installation of an isoiation transformer during
testing of SRMs. Two examples of a poor questioning attitude were
identified which involved the continuance of a maintenance activity even
though there was an unexplained increase in test parameters and an
unexplained increase in main control room SRM indications. (Section
M1.5) Inadequate Oversight

An audit conducted by quality assurance involving receipt inspections and
shelf life determinatior:s identified several weaknesses in the material
management program and represented a continued improvement in the
quality assurance organization's ability to perform thorough evaluations.
(Section M7.1)  Self-Critical

The effect of heat exchanger fouling on equipment operability was difficult
to determine due to the inadequate implementation of Generic Letter 89-
13, "Service Water System Problems Affecting Safety Related
Equipment” (page 16 of the SET report).

Work control procedures for outages did not provide guidance on
evaluating risk associated with the daily implementation of the outage
schedule. This item will be reviewed as part of the NRC 0350 Panel
cversight of licensee improvement programs (Section O1.1).
Inadequate Procedure/Instruction

Cne violation was identified due to the failure to provide maintenance
work instructions for repairing safety related hydramotors as required by
procedures. Additionally, the use of a MWR with broad instructions
instead of a procedure with specific hydramotor repair and overhaul
guidance was considered a weakness (Section M1.4). Inadequate
Procedure/Instruction
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26 12/22/1997 VIO/SL-IV IR 97022 NRC Maintenance 2B One vioiation was identified due to the failure to provide controlied copies
of vendor manuals and instructions for measuring and test equipment.
Operations personnel were not trained in the use of portable tachometers
prior to using the tachometers in the field (Section M1.2). Inadequate
Procedure/Instruction

27 12/22/1997 Negative IR 97022 NRC  Maintenance 2B Inconsistent guidance was provided in Procedure CPS 8170.06,
"Maintenance Troubleshooting.” Section 2.1.2 stated that the procedure
may be used as guidance when troubleshooting under a job stepped
maintenance work request (MWR) while Section 1.0 stated that the
procedure should not replace or be used in addition to a job stepped
MWR (Section M1.3). Inadequate Procedure/Instruction

28 12/22/1997  Positive IR 97022 NRC  Maintenance 3A 2B While problems were noted with the procedure for hydramotor work, it
was considered a positive step that wo-k was stopped on two occasions
so that procedural instructions couid be modified. Other/NA

29 12/22/1997 Weakness IR 97022 NRC Maintenance 5A The licensee's corrective actions in response to a previously identified
motor over greasing issue were narrowly focused and untimely in that
multiple departments failed to recognize the potential generic implications
of the over greasing issue until seven weeks after the initial concern was
identified (Section M8.1). Other/NA

30 12/15/1997 Weakness LER 97031 Licensee Maintenance 2B Logic circuit overlap testing did nct adequately cover portions of the logic
circuitry as required by the Technical Specification (TS) Surveillance
Requirement (SR) 3.3.6.4.7 for the Suppression Pool Makeup System
Instrumentation, and TS SR 3.3.6.1.6 for the Primary Containment and
Drywell Isolation Instrumentation. Futher, overlap testing did not
adequately cover a portion of the logic circuitry for the thermai overload
bypass circuit of motor-operated vaives (MOV) 1SMO01A, 1SM0018B,
1SMO002A, and 1SM0028B, supression pool dump valves, to verify that TS
SR 36.2.4.4 was met. Other/NA

31 12/5/1997 LER LER 97023 Licensee Maintenance 2B It was determined that all safety related motors that contain bearings
requiring the periodic addition of grease may potentially fail. The possible
premature failure of the motors is due to the use of an incorrect method
for adding grease to safety-related motor bearings. Other/NA

32 1011/1997 EE) IR 97020/EA 97- NRC  Maintenance 1C One apparent violation was identified for not controlling the use of
467 consumable materials which resuited in the failure of multiple safety-
related components. Inadequate Procedure/Instruction

Page 5of 7
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10/11/1997 EEl IR 97020/EA 97- NRC  Maintenance 3C One apparent violation was identified due to the failure to pi. vide
467 procedural guidance commensurate with the knowledge, skilis, and

abilities of personnel performing neon indicating light replacement
activities. The assignment of inexperienced personnel to perform this
work demonstrated poor oversight by maintenance management.
Inadequate Procedure/Instruction

10/11/1897  Neqgative iR 97020 NRC  Maintenance 5A The root cause evaluation for neon indicating light failures was an
improvement over past root cause analyses. However, the root cause
analysis only addressed the specific equipment failure and did not
address ineffective management oversight, the poor quality of
engineering evaluations, and the lack of contro! of consumable
materials. Self-Critical

10/6/19387  VIC/SL-IV IR 37019/VIO Self- Maintenance 2B 3B One violation was identified for the failure to provide guidance which was
Revealed commensurate with the knowledge, skills, and abilities of electrical
maintenance individuals performing the lubrication of the Division Il
Shutdown Service Water Pump. This was the third example in 4 months
where technicians were unable to competently perform "tool box skills.”
(Section M1.3) Inadequate Procedure/instruction

Page 6 of 7
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El A counter number used for NRC internal editing.
DATE The date of the even’ or significant issue. For those items that have a clear date of occurrence use the actual date. If the actual date is not known, use the date
the 1ssue was identified. For issues that do not have an actual date or a date of identification, use the LER or inspection report date.

TYPE T% : categorization of the issue - see the TYPE ITEM CODE table.

SOURCE The document that contains the issue information: IR for NRC Inspection Report or LER for Licensee Event Report.

1D BY Identitication of who discovered the issue - see tablz.

SALP SALP Functional Area Codes - Engineering, Maintenance, Operations, Plant Support and All/Multipie (i.e., more than one SALP area affected).

SMM CODES Senior Manager Meeting Codes - see table.

DESCRIPTION Details of the issue from the LER text or from the !R Executive Summaries.

TYPE ITEM CODE NOTES SENIOR MANAGEMENT MEETING CODES
DEV Dewviation from NRC Requirements * EEls are apparent violations of NRC 1 | Operational Performance:
ED Escalated Jiscretion - No Civil Penalty requirements that are being considered for A - Normal
EEI- Escalated ' forcement Issue - Waiting Final NRC Action escalated enforcement action in accordance B - During Transients
LER g r——y Report 1o the NRC with the "General Statement of Policy ar_vd C - Programs and Processes
- . : Procedure for NRC Enforcement Action . —
Licensing |Licensing issue ..om NRR (Enforcement Policy), NUREG-1600. 2 [Material Condition:
Misc Misceilaneous (Emergency Preparedness Finding, etc.) However, the NRC has not reached its final A - Equipment Condition
NCV Non-Cited Violation enforcement decision on the issues B - Programs and Processes
Negative | indiidual Poor Licensee Performance ‘dentified by the EEls and the PIM entries 3 | Human Performance:
Positive Individual Good Licensee Performance oy bed’:"‘é"'fd w::\enr\:f;‘ecfmalkdec;s'ons A - Work Performance
ey are made. Before the makes its B - Knowledge, Skills, and Abilities

Stre.r'\ﬁ i R - Lisonges Laferae enforcement decision, the licensee will be C - Work Environment
UR! Unresolved |ispection item provided with an opportunity to either
VIO/SL-I Notice of Violation - Severity Level | (1) respond to the apparent viclation or 4 | Engineering/Design:
VIO/SL-Ii Notice of Vioiation - Severity Level Il (2) request a predecision~i enforcement A - Design
VIO/SL-ilt Notice of Violation - Severity Level lil conterence. A B - Engineering Support
VIO/SL-IV Notice of Violation - Severity Level IV ** URIs are unresolved items about which C - Programs and Processes
b;v & | L g Port . more information is required to determine corgeaga e

eakness | Overall Weak Licensee Performance whether the issue in question is an 5 | Problem Identification and Resolution:

acceptable item, a deviation, a A amscasn
ID BY nonconformance, or a violation. However, B - Anal;sis
the NRC has not reached its final C - Resolution

Licensee The hicensed utility conclusions on the issues, and the PIM e
NRC The Nuciear Regulatory Commission entries may be modified when the final
Self-Revealed|identification by an event (e.g., equipment breakdown) conclusions are made.
Other ldentification unknown
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48

4B

3B

S5A

The adequacy of information provided in engineering and operability
evaluations was mixed. Engineering personnel provided an adequate
basis for continued operation of the residual heat removal B and C water
leg pump. However, engineering personnel did not initially provide an
adequate basis for the automatic transfer of the Division lli electrical
safety bus or adequate assurance that a piec~ of copper tube was not
located in the lube oil system of the Division | Emergency Diese!
Generator.

One example of a degraded condition affecting the calibration of control
room indications was identified by engineering personnel but not brought
to the attention of operations personnel. Consequently, an evaluation of
the generic implications of uncalibrated instrumentation on continued
plant operations was not initiated until prompted by NRC inspectors.

The system engineer performed good trending of system operability for
the primary meteorological tower. The calibrations and surveiilances for
the primary meteorological tower were properly performed.

One violation was identified concerning an inadequate 10 CFR 50.59
analysis which had been performed to address discrepancies between
the plant configuration and the description of the plant in the Updated
Safety Analysis Report. Specifically, the inspector identified that the
safety analysis. which was performed by the licensee to address the
absence of radiation monitors in the residual heat removal rooms A and
B, did not address the leak detection function that was atiributed to the
monitors by the Updated Safety Analysis Report

Engineering personnel inappropriately determined that the dry film:
thicknesses (DFT) for containment coatings applied in November 1997
were acceptable without performing an adequate evaluation of coatings
with less than the minimum allowed DFT

The shift supervisor’s review of condition report 1-97-12-221 involving
inadequate testing of RTDs and the diesel ventilation system was poor
and lacked intrusiveness in that it was not properly classified, it did not
consider possible generic implications on other plant equipment, and it
did not ensure that an appropriate tracking mechanism was in place to
prevent an EDG from being returned to an operable status prior to
resolving the issue (Section £1.2).
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Design basis information involving ambient outside air temperature was
not translated into specifications which effected the service life of EDG
components, and resulted in the Division !l EDG being inoperable when
outside air temperatures exceeded 91 F (Section E1.1).

An adequate 10 CFR Part 50.59 safety evaluation was not performed to
ensure that changes in the testing methodology for the diesel ventilation
system did not constitute an unreviewed safety question. Specificaily,
changes were made to delete test requirements from procedures even
though the USAR clearly specified the testing to be performed (Section
E1.2).

Design basis information regarding the proper electrical isolation between
Class IE and non-Class |E components was not translated into a
modification package for replacing the Division | and Il EDG annunciator
power supplies. This resulted in improper electrical isolation between
non-Class IE and Class |IE EDG circuitry for approximately six years and
created an unreviewed safety question which may have prevented the
Division | and ' EDGs from operating when outside air temperatures
exceeded 91 F (Section E1.1).

Engineering personnel did not recognize the significance of extreme
outside air temperatures on EDG operability. After prompting by the NRC
inspectors, an appropriate engineering evaluation was performed
{Section £1.1).

No testing of resistance temperature devices (RTDs) within the diesel
ventilation system was performed to demonstrate that the RTDs would
perform satisfactorily in service even though the Updated Safety Analysis
Report (USAR) clearly delineated the requirement (Section E1.2).

Engineering, operations, and work control personnel failed to
appropriately implement the requirements of Technical Specification
5.5.7, "Ventilation Filter Testing Program.” As a result, testing of the
HEPA filter and the charcoal adsorber bed for the standby gas treatment
system was not periarmed foliowing painting in a ventilation zone which
directly communicated with the standby gas treatment system.
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During degraded voltage conditions, the Divisions 1 and 2 emergency
diesel generator (EDG) room vent fans could cause offsite power supply
breakers to trip on undervoltage during transient electrical bus loading
conditic'is associated with a Loss of Coolant Accident block start.
Improrer cable resistance vaiues and brake horsepower ratings were
used in the original design of the Divisions 1 and 2 EDG vent fans.
Engineering/Design Deficiency

The Divisions 1 and 2 safety-related battery chargers had not been
analyzed in the degraded voltage calculations. Further, the battery
chargers may not be capable of supplying full rated voltage and current
flow at the degraded voltage trip setpoint with the present battery charger
transformer tap setting at 480 volts. Engineering/Design Deficiency

Plant Operations determined that protions of the High Pressure Core
Spray (HPCS) pump suction piping, Reactor Core Isolation Cooling
(RCIC) pump suction piping, and RC!C tank leve! instrumentation
standpipe, located outside of a missile protected building, were not
designed to withstand missiles generated by a design basis tornado.
Engineering/Design Deficiency

The environmental qualification of the power shield trip units associated
with ail thirty-three inservice ABB 480-volt K-Line safety-related circuit
breakers were not sufficient 1o withstand the expected dose rates
following a worst case loss of cooling accident. Other/NA

Although trending of equipment deficiencies was not actively performed in
the past, the engineering department was taking action to identify adverse
trends in equipment performance (Section E1.1). Other/NA

On August 31, 1990, maintenance completed installation of the firs!
portion of a modification to add interiocks to the residual heat removal
(RHR) system. In October, 1997, further review determined that the
addition of a relay to two of the RHR loops increased the probability for an
equipment malfunction which would affect the ability of the plant to use
the suppression pool cooling mode of operation. Therefore, addition of
this relay resulted in an unreviewed safety question. The cause of this
event was a misinterpretation of 10 CFR 50.59. Engineering/Design
Deficiency
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19 10/28/1997 LER LER 97025 Licensee Engineering 4A A hot short could potentially cause motor operated vaives (MOVs)
required for safe shutdown of *he plant from the remote shutdown panel
to spuriously operate, bypassing the MOV control circuitry protective
features. When the MOV control circuit protective features are bypassed,
the potential exists for the vaive to be damaged to the extent that the
valve could not be operated. Engineering/Design Deficiency

20 10/6/1997 Weakness IR 37019 NRC Engineering 4A Three discreparicies with the Updated Safety Analysis Report were
identified involving alarm set points ‘ssion of sensitivity studies, and
the detection capability of radiction muuitors. (Section E8.1} Other/NA

21 *0/6/1397 NCV IR 97019 Self- Engineering 4B A non-cited violation was identified for the failure to maintain required

Revealed technical specification indications for leakage detection systemis.

Page 4 of 5

Engineering/Design Deficiency
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s A counter number used for NRC internal editing.
The date of the event or significant issue. For those items that have a ciear date of cccurrence use the actual date. If the actuai date is not known, use the date
DATE . : . :
the issue was identified. For issues that do not have an actual date or a date of identification, use the LER or inspection report date.

TYPE The categorization of the issue - see the TYPE ITEM CODGE table.

SOURCE The document that contains the issue information: IR for NRC Inspection Report or LER for Licensee Event Report.

1D BY Identification of who discovered the issue - see table.

—

SALP SALP Functivnal Area Codes - Engineering, Maintenance, Operations, Plant Support and Al'Muttiple (i.e., more than one SALP area affected).

SMM CODES Senior Manager Meeting Codes - see table.

DESCRIPTION Details of the issue frum the LER text or from the IR Executive Summaries.

TYPE ITEM CODE NOTES SENIOR MANAGEMENT MEETING CCDES

OEV Dewviation from NRC Reyuirements * EEls are apparent violations of NRC 1 | Operational Performance:
ED Escalated Discretion - No Civil Penalty requirements that are being considered for A - Normal
EEI" Escalated Enforcement Issue - Waiting Final NRC Action escalated enforcement action in accordance B - During Transients
LER Licanse Evert Renod 1o the NRC with the "General Statement of Policy and C - Programs and Processes

- e . P Procedure for NRC Enforcement Action” o —
Lccenslng Licensing Issue from NRR ‘ (Enforcement Policy), NUREG-1600. 2 Ma.enal.Condvtvon: :
Misc Miscellaneous (Emergency Preparedness Finding, etc ) However, the NRC has not reached its final A - Equipment Condition
NCV Non-Cited Viotation enforcement decision on the issues = B - Programs and Processes
Negative Individual Poor Licensee Performance identified by the EEls and the PIM entries 3 | Human Performance:
Positive | Indvidual Good Licensee Performance may bed:‘m;"?d W";’e“b“';‘qecf'"a'kdec's'O"S A - Work Performance
Strength QOverali Strong Licensee Performance AR, S - s B - Knowledge, Skills, and Abilities

— : - ’ enforcement decision, the licensee will be C - Work Environment
VRt Unresolved inspection ftem provided with an oppoitunity to either
VIO/SL- Notice of Violation - Severity Level | (1) respond to the apparent violation or 4 | Engineering/Design:
VIO/SL-I! Notice of Violation - Severity Leve! Il {2) request a predecisional enforcement A- Des?gn ;
VIO/SL-ill | Notice of Violation - Severity Level i conference. B - Engiieering Support
VIO/SL-IV Notice o Violation - Severity Level IV ** URIs are unresolved items about which C - Programs and Processes
. ‘ more information is required to determine - - -
Weakness | Overall Weak L ensee Performance whether the issue in question is an 5 l;roblem Identification and Resolution
accaptable item, a deviation, a 8 % ldenttm_:atvon
ID BY nonconformance, or a violation However, - Analysis

A the NRC has not reached its final C - Resolution
Licensee The licensed utility conclusions on the issues, .~ 1 the PIM
NRC The Nuclear Reguiatory Commission entries may be modified when the final
Self-Revealed |identification by an event (e g, equipment breakdown) conclusions are made.
| Other identification unknown
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8 DATE TYPE SOURCE ID BY SALP SMM CODES DESCRIPTION
1 6/25/1998  Negative IR 98013 NRC Plant 1C Numerous documentation errors were identified in whole body
Support contaminatiors monitor calibration records and the documentation of
instrument maintenance histories warranted improvement.
2 6/25/1998 Positive iR 98013 NRC Plant 1iC Air sampling activities for the containment and arywell containment
Support coatings work were properly performed and representative of work
activities. Observations of work confirmed that workers were using good
radiation work practices and that radiation protection technician coverage
was appropriate.
3 6/25/1998 Negative IR 98013 NRC Plant 1C The inspector noted that station procedures did not instruct personnel
Support when to perform air sampling and did not contain a formal process for
tracking the assignment of Iz ' air samplers and associated sample
analysis results. These areas were being addressed by the licensee
4 6/25/1998 Positive IR 98013 NRC Plant 1C Whole body contamination monitoring and counting instrumentation was
Support properly calibrated and maintained. Radiation protection oversight of this
equipment, including instrument technician performance, was considered
good.
5 5/10/1998 Dositive IR 98010 NRC Plant 1C The radiation protecticn staff properly implemented the external dosimetry
Support quality control program. The licensee maintained Nationa! Voluntary
Laboratory Accreditaticn Program accreditation in accordance with 10
CFR Part 20. In addition, periodic thermoluminescent dosimeter quality
control tests were performed as required, and the results were evaluated
for long term biases or trends.
6 5/10/1998 Negative IR 98010 NRC Plant 1C The nspector identified problems in the documentation of quality control
Support test resuits and corrective actions performed during routine
thermoluminesc~nt desimeter processing.
7 5/10/1998 Negative IR 98010 NRC Plant 1C The .adiation protection (RP) staff continued to initiate improvement
Support actions to address radiation worker practices and RP program

Page 1 of 10

weaknesses and to perform self assessments to monitor peformance.
Although son.z reduction in radiation worker problems was noted, the
inspector observed that radiation worker practices and RP technician
performance continued to be a challenge. The inspector also noted that
planned RP improvement actions were not aiways met with a high level o!
plant-wide commitment.
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8 5/10/1998 Positive IR 98010 NRC Plant 1IC 5A Quality assurance assessments of the licensee’s radiological
Support environmental monitoring program, including the performance of the
vendor laboratory, were thorough. In particular, the audit of the vendor
laberatory identified notable weaknesses in the vendor’'s impiementation
of its quality control program. The inspector observed that the radiation
protection organization was aware of the issues and was taking actions te
address audit findings and recommendations.

9 5/10/1998 Positive IR 98010 NRC Plant 1IC 5A Environmental sample results did not indicate any discernable effects
Support from plant operations and/or radioactive reieases. The 1996 and 1997

annual reports were well written, and the licensee had replaced some

sampling instrumentation to improve operability of the 2'~ samplers.

10 5/10/1998 VIO/SL-IV IR 98010 Licensee Piant 1C 5C A violation was identified concerning the failure to post a radiation area in
Support the control rod drive filter area within the turbine building. Although the

licensee identified this violation, the radiation protection (RF) staff missed
two prior opportunities to identify and correct this violation. On two
independent radiological surveys, RP technicians measured and
documented radiation levels in the area which would have required a
radiation area posting but did not recognize that the area was not properly
posted.

=
4

eqative IR 98010 NRC Plant iC 5sC The licensee continued to maintain administrative external dose levels to
Support ensure that personnel doses were maintained ALARA. With the

exceptior of one individual's total effect:ve doso equivalent (TEDE),
personnei doses for 1996 and 1997 were below the administrative dose
levels. Although the radiation protection staff investigated the incident
and implemented corrective actions, the inspector noted that the
licensee's actions were not timely. In addition, the inspector noted some
errors in the licensee's quarterly comparisons of doses measured via
thermoluminescent dosimeters and electronic dosimeters.

11 51071998

12 5/10/1998 NCV IR 98010 Licensee Plant 3A 5A 5C Two non-cited violations were identified concerning the deliberate
Support falsification of a ra-iiological survey record by’ a.. radiation protection
technician. The licensee performed a thorough investigation cf the
incident and implemented immediate corrective actions.

Page 2 of 10
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13 5/10/1998 Negative IR 898010 NRC Plant 3B The inspector identified some problems concerning technician knowledge
Support level and technigues. In addition, performance problems concerning well
water compositors were not fuily evaluated by the radiation protection
staff to ensure that a representative sample was obtained.
14  5/8/1998 Positive IR 98009 NRC Plant 1B A timely and comprehensive critique of the Emergency Response
Support Organization performance was held foliowing the loss of shutdown
cooling event.
15 5/8/1998 VIO/SL-IV IR 98009 NRC Plant 1B 'n one case, on-shift staffing was inadequate during the 2/13/98 event,
Support because only one of two mechanical maintenance workers on site was
appropriately trained. This was a violation.
16 5/8/1998 Positive IR 98009 NRC Plant 1B The Shift Supervisor's decision to classify an Alert in response to a loss of
Support shutdown cooling event on February 13, 1998 was conservative and
defensible.
17  5/8/1998 Neqative IR 98009 NRC Plant 1B initial otifications of the Alert on 2/13/98 were made in a timely manner
Support but contained some inaccurate meteorolcgical information.
18 5/8/1998 Negative IR 98009 NRC Piant 1B Control of in-plant operators was not well-coordinated between the main
Support control room (MCR) and the Technica! Support Center (TSC) during the
2/13/98 Alert.
19 5/8/1998  VIO/SL-iV IR 98009 Self- Plant 1B 1C The Emergency Response Data System was niot initiated within the
Revealed Support required timeframe of one hour after the Alert on 2/13/98 was declared.
This was a violation.
20 5/8/1998 Neqative IR 98009 NRC Plant 1B 5C Involvement of the Shift Technical Advisor in making initial notifications
Support during the 2/13/98 event detracted from his primary duties. This was a
repeat of events that occurred during the 9/5/96 recirculation pump seal
faiiure event.
21 5/8/1998 Positive IR 98009 NRC Plant 1C An excellent decision was made to continue the Emergency Operations
Support Facility (EOF) training drill during the actual power loss to the EOF.
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Participants coped well with the effects of the power outage. Some
emergency ceiling lighting allowed participants to gather and position
other lighting equipment. Dose projection could not be performed in the
EOF due to backup frilures. All emergency exit lighting failed aimeost
immediately. Emergency power supplies failed quickly, well before
expected failure times.
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22 5/8/1998 Positive IR 98009 NRC Plant 1C Overall, the Emergency Preparedness program has beer generally
Support maintained in an adequate state of operational readiness. Emergency
response facilities, equipment, and supplies have generally been
adequately maintained, with some exceptions.
23 5/8/1998 VIO/SL-IV R 98009 NRC Plant 1C The cali-in system and lark of Emergency Response Organization
Support badges delayed Technica! Support Center activation beyond goal
timeframes during the 2/13/38 Alert. This was a violation. A good
decision was made to control facility access, but securi'y had to call the
main cor'rol rcom for access approval for some personnel--a potential
distraction at a critical time.
24  5/8/1998 Negative IR 98009 NRC Plant iC 28 The material concition oft ““niral Sur~ ., Center (TSC, was
Support marginal, as was noted in the ia.. inspection. The failure of the TSC
backup dose assessmeni laptop computer to function indicated that its
test frequency was not 2 Zequate.
25 5/8/1998 Positive IR 98009 NRC Plant 5A The licensee's 1897 and 1998 Emergency Preparedness audits were
Support adequate and satisfied the requirements of 10 CFR 50.54(t). The audits
were of adequate scope and depth, but were weak in the area of
equipment maintenance, particularly considering identified equipment
operability problems.
26  4/14/1998 Positive iR 98006 NRC Plant 1C The fire brigade responded promptly during the performance of a fire
Support drill
27  4/7/1998 Negative IR 98006 Licensee Plant 3A Numerous ernergency response personnel failed to respcnd several
Support pager tests. Specifically, only 1 of 6 pager tests had 100 percent
response from emergency response personne.
28 3/27/1998 Negative IR 93007 NRC Plant 1C The inspector found radiological hazards in the radiologically controlied
Support area to be properly controlled and pested. Howaver, access to ceitain
safety related equipment, including the emergency core cooling system
pump rcoms, was encumbered by radioactive:, .ontaminated areas.
28 3/27/1998 NCV IR 98007 Licensee Plant 1C One Non-Cited Violation was identified for the failure to adequately
Support implement Radiological Protecticn procedures concerning the basis for
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waiving an employment termination whole body count
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The licensee performed a thorough assessment of a February 4, 1998,
incident involving a malfunction of a high range calibrator and the staft's
decision tc use the instrument after the malfunction was identified.
Although no unexpected personnei doses were received, the staff's
decision to permit a third measurement with the malfunctioning high ievel
source was a non-conservative decision, which was addressed by RP
management

The licensee performed calibrations of area and process rad.ation
monitoring system monitors in accordance with procedures, which were
consistent with regulatory guidance. However, the inspector identified
that about 20 percent of the calibrations and functional tests were
performed in the "grace period” (i.e., between 1.00 and 1.25 times the
stated performance frequency). The inspector also identified a problem
with certain calibration procedures which had not been properly identified
and resolved by the staff. :

The matenal condition of radiation monitors was generally acceptable,
with a few exceptions. Corrective actions were in progress to resolve
shaft seal problems with the liquid process radiation monitors and to
resolve cperability problems with the standby gas treatment system and
the heating, ventilation, and air conditioning system high range radiation
monitors. Aithough radiation monitor indications were generally
consistent, the inspector identified problems concerning the RP staff's
routine review of radiation monitor performance, which included the
identification and resolution of anomalous monitor responses

The licensee performed a comprehensive review of the design basis of
the area and process radiation monitoring system and the monitoring
console. The inspector noted that the current system configuration did
not conflict with the design basis. Although the RP area was not
equipped with monitor readout capability, plans were developed 1o
replace the radiation monitor console in the control room and to ins. 2!
monitor readout capabilities in the RP area and in the technicai support
center
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34 3/27/1998 NCV IR 98007 Licensee Plant 5C One Non-Cited violation was identified concerning the failure to
Support implement an adequate procedure to determine the proper trip setpoints
for the main steam line radiation monitors. Although the licensee
identified and corrected the deficiency in 1997, the RP staff had noted the
problem in 1930 but did not completely assess and resoive the issue.
35 2/13/1998 Positive IR 97025 NRC Plant 2A No deficiencies were noted during a lighting tour of the protected area.
Support {Section S2.1) Other/NA
36 2/13'1998 Negative IR 87025 NRC Plant 3A One example of an individual incorrectly processing through a PCM-1B
Support was identified. (Section R4.1) Personnel Performance Deficiency
37 2/2/19¢ Negative IR 98002 NRC Plant 2B The licensee properly packaged and classified radicactive material and
Support waste shipments in accordance with reguiatory requirements. However,
the inspectors identified that procedures lacked guidance in determining
the level of fixed contamination on material packaged and shipped under
the surface contaminated object classification. The shipping
documentation and low level waste manifests contained the information
required by 49 CFR Part 172 and Appendix F of 10 CFR Part 20 (Section
R1.4). Inadequate Procedure/Instruction
38 2/2/1998 NCV IR 98002 NRC Plant 2B The licensee maintained effective oversight of the respiratory protection
Support program and implemented numerous program improvements. Required
surveillances and maintenance were compieted as required, and the
equipment was in good working order. Perscanel using the equipment
were properly trained, medically qualified, clean-shaven, and properly fit-
tested. However, one non-cited violation was identified concerning the
failure of plant security force members and supervisors to maintain their
required respiratory protection qualifications (Section R1.1).  Involved
Management
39 2/2/1998 Negative IR 98002 NRC Plant 2B Radioactive material and waste shipping procedures were consistent with
Support regulatory requirements. However, the inspectors identified some
problems and inconsistencies within and between procedures indiczting
the need for additional review of procedures (Section R3.1). Inadequate
Procedure/Instruction
40 2/2/1998 Positive IR 98002 Licensee Plant 38 The RP staff properly determined the activity of radioactive waste
Support shipments via scaling factors. The inspectors noted goo-i evaluation of
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radionuclide data but identified cne error in the interpretation of the
vendor's radioanalytical results (Secticn R1.3). Teamwork/Skill Level
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Respiratory protection evaluations were sound and were consistent with
NRC guidance. The RP staff properly evaluated radiological conditions to
determine whether the use of respiratory protection would maintain the
total effective dose equivalent as-low-as-is-reasonably-achievab'e
(ALARA) (Section R1.2). Teamwork/Skill Level

The licensee had identified probiems concerning the control of work
hours and overtime for RP personnel, which will be reviewed as part of
the NRC 0350 Panel (Section R4.1). Other/NA

Audits of the radioactive waste management and shipping programs were
of good depth. The audit team maintained a balance of performance-
based and compliance-based observations and identified issues, which
were being resclved by the RP staff (Section R7.1). Seif-Critical

The licensee had difficuity maintaining oOperability of the area and process
radiation monitoring (AR/PR} equipment. Although the staff recognized

the problem in October of 1997, late and/or missed surveillances had
resulted in equipment operability problems with these monitors during
1997. With respect to the AR/PR remote monitoring consoie the
inspectors concluded that (1) there was a lack of clear, reliable indication
of AR/PR readings in the main control room; (2) frequent nuisance alarms
were distracting operators from their ass. ned duties and the monitoring
of plant conditions; and (3) previous modification plans were unsuccessfu!
because of various technical and licensing problems and uncertainties.
Although piant management had recently placed a high priority on the
AR/PR system, the licensee’s final plans to resolve these problems
remained uncertain (Section R2.1). Inadequate Oversight

The security organization was knowledgeable of security requirements
and implemented the physical security program in an effective manner.
Security management showed appropriate attention to detail and program
ownership, which contributed to effective implementation of security
requirements and reduction of security errors. Effective mainter:ance
support activities contributed to the reliable performance of security
equipment. (Section S6.1 and 2) Other/NA
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A licensee-identified violation occurred when an in-processing employee
improperly characterized a fitness for duty allegation as an anonymous
aliegation when it should have been characterized as a credible
allegation. The actions of the employee were attributed to poor
judgement when he was advised of the allegation. The significance of the
failure was reduced because a ‘itness for duty test was administe .d.
(Section S1.1) Personnel Performance Deficiency

The inspector identified a safety/security vulnerability regarding the
untimely closing of an active vehicle barrier gate. The barrier was
normally left in the open position after vehicle traffic passed through the
barrier. Barrier effectiveness was reduced when the barrier was left in the
open position. (Section S.2.1) Personnel Performance Deficiency

The shift supervisor's efforts to provide additional supervisory oversight
during the exercise were prudent in that he recognized degrading
command and control of activities in the simulator control room and
inserted himself in the decisior making processes (Section P1.1).
Other/NA

Performance in the technical support center during the off hours exercise
was poor in that persor.nel did not recognize when minimum manning
requirements were met, did not ensure priorities for restoration of plant
equipment were communicated, did not ensure field teams were
accounted for, did not update status boards with information regarding
field teams and degraded equipment, did not adequately reference
emergency operating procedures, and transmitted inaccurate information
concerning system availability due to the use of informal communications
{Section P1.1). Personnel Performance Deficiency

A number of problems were identified with operator performance during
the off hours em~rgency exercise. Simulator main control room
personnel failed to recognize a loss of all DC controi power, did not
attempt to restore the reactor core isolation cooling system, did not initiate
the standby gas treatment system as required by the emergency
operating procedures, did not effectively communicate priorities, and did
not perform periodic site wide announcements (Section P1.1).

Personnel Performance Deficiency
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51 12/22/1997 Negative IR §7022 NRC Plant 1C During the drill, the shift supervisor/cornmand authority cid not consuilt
Support with security personnel to determine if an alternate response location
should be established for personnel in the emergency response
organization. This was considered significant in that the effectiveness of
the emergency response organization could have been significantly
compromised during an actual security threat event (Section P1.1).
Personnel Performance Deficiency
52 12/22/1997 Weakness IR 97022 NRC Plant 5A Licensee drill observers did not critically assess performance during the
Support off hours exercise in that several problems were either not recegnized or
were inappropriately classiiied as positive attributes by evaluators
{Section P1.1). Personnel Performance Deficiency
53 19/6/1997 Weakness IR 97019 NRC Plant SC 5A Several weaknesses with the implementation of the corrective action
Support program were noted including: the completion of root cause analyses
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which did not determine why previous corrective actions were ineffective,
poor integration of quality assurance (QA) findings, a lack of QA
involvement during the closure of condition reports initiated by QA
inspectors, and poor trending of deficient conditions. (Section R8.1)
Inadequate Oversight
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¢ A counter number used for NRC internal editing
DATE The date of the event or significant issue. For those items that have a clear date of occurrence use the actual date. If the actual date is not known, use the date
the issue was identified. For issues that do not have an actual date or a date of identification, use the LER or inspection report date.

TYPE The categorization of the issue - see the TYPE ITEM COCE table.

SOURCE The document that contains the issue information: IR for NRC Inspection Report or LER for Licensee Event Report.
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DEV Dewviat:ion from NRC Requirements * EEls are apparent violations of NRC 1 | Operational Performance:
ED Escalate 4 Discretion - No Civil Penalty requirements that are being cunsider«d for A - Normal
EEI- Escale ed E nforcement Issue - Waiting Final NRC Action escalated enforcement action in accordance B - During Transients
LER Licen so Event Besod i the NG with the "General Statement of Policy and C - Programs and Processes

- - £ Procedure for NRC Enforcement Action” _ —
Licensing | Lice 1sing issue from NRR (Enforcement Policy), NUREG-1600. 2 | Material Condition:
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[Negative | individual Poor Licensee Performance identified by the EEIls and *1e PIM entries 3 | Human Performance:
Pos tive Indidual Good Licensee Performance may bed:mgf'?: 'e“'t';;"b:'l‘:c":‘aa'kdec_'f"ms A - Work Performence

S Theo are made. befor es 1S B - Kno Skills, and Abilities
O ~11on( g » i)
Stre.nig;th S - r g Licensss Feformee enforcement decision, the licensee will be L WO:'E:QQ vironment
UR! Unresoived Inspection ltem provided with an opporturity to either
VIO/SL-I Notice of Violation - Severity Level | (1) respond to the apparent violation or 4 | Engineering/Design:
VIO/SL-Il Notice of Violation - Severity Level Il (2) request a predecisional enforcement A- Desfgn :
VIO/SL-Ml | Notice of Violation - Severity Level i ___conference. : B - Engineering Support
VIO/SL-IV [ Notice of Violation - Severity Level IV tr;’\ilrse ?r:feo:‘:'lraet?oor:vizdre":&seS?g\ge:vehrﬁhne C - Programs and Processes
Weakness |Overall Weak Licensee Performance whether the issue in question is an 5 !;rot:;lem !?ent_:fmatson and Resolution:
acceptable item, a deviation, a " 1 :ent: scation
D BY nonconformance, or a violation. However, ¢ : ﬁnaly's1§
the NRC has not reached its final - Resolution

Licensee The licensed utility conclusions on the issues, and the PIM
NRC The Nuc'ear Regulatory Commission entries may be modified when the final

Self-Revealed !!dentification by an event (e.g., equipment breakdown)

Other

Identification unknown

conclusions are made
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1 1/5/1998 Weakness 97SET NRC All/Muitiple 1C 3B 4C Management did not ensure that the infrastructure was suitabie to suppor
major changes. The SET concluded that management did not recognize
that the infrastructure at CPS was insufficient to support major chasnges.
As a result, management made organizational, programmatic, and
resource decisions in the context of reengineering without appropriately
considering the longer term 2nd integrated effects of the decisions.
Management did not ensure that there were appropriately qualified staff,
integrated programs and processes, and appropriate resources to
support implementation of the reengineering and downsizing effort.

2 1/5/1998 Weakness 97SET NRC Al'Multiple 2B 1A 3C CPS programs, processes, and procedures did not consistently provide
defense in depth to assure plant activities were conducted in a safe
manner. The SET concluded that programs, processes, and procedures
failed to integrate activities across departments, incorporate industry
information, and clearly delineate ownership and accountability. Program
implementation was not effective in
.attaining the intended objectives. Processes and procedures were
overly cumbersome and by failing to provide appropriate guidance
unnecessarily challenged workers performing an activity. Programs and
processes did not provide effective monitoring and feedback.

W
o
i
e
Q0
e
(o7

Veakness 97SET NRC All/Multiple 5A 3A 3C Management generally did not establish and implement effective
performance standards. The SET concluded that the failure of IP and
CPS management to establish and implement effective performance
standards was a root cause of the significant decline in safely
performance. Management failed to establish and communicate
appropriate, clearly defined expectations and priorities, and faiied to
monitor their implementation for the desired performance. Management
decisions that were inconsistent with stated expectations contributed to
declining performance. In addition, management did not give the staft
sufficient feedback and failed to establish accountability.

3 10/111

o
©o
~

T
m

IR 97020/EA 97- NRC Ali/Multiple 1A One apparent violation was identified for the failure to implement
467 corrective actions for multiple failures of safety related components.
Maintenance, operations, and management did not recognize the
significance of multiple safety-related component failures. The faiiure to
take prompt and effective corrective actions demonstrated a lack of
ownership in the facility, a poor questioning attitude, and a willingness 1o
accept substandard workmanship. Conservative Decision

Page 1 of 3



3/26/1999

PLANT ISSUES MATRIX

-
Clinton
Search Sorted by Date (Descending) and SMM Codes {Ascending): Search Column = "SALP" ; SALP Area = ./Multiple® ; Beginning Date = "10/1/1997° ; Ending Date = "8/18/1998"
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S 10/11/1997 Weakness IR 87020 NRC AiiMultiple 5C Management demonstrated poor oversight of the corrective action
program in that the initiation of efforts to determine the causes for
inadequate control of consumable materials were delayed until August
1997, even though deficiencies were noted in February and June 1997.
Inadequate Oversight

8§ 10/6/1997 Positive IR 97019 Licensee Ail/Multiple  3C The plant manager declared a site wide stand down on September 11,

1937, due to an increase in personnel errors.  Involved Management
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# A counter number used for NRC internal editing.

DATE The date of the event or significant issue. For those items that have a clear date of occurrence use the actual date. I the actual date is not known, use the date
the issue was identified. For issues that do not have an actual date or & date of identification, use the LER or inspection report date.

TYPE The categorization of the issue - see the TYPE ITEM CODE table.

SOURCE The docurent that contains the issue information: IR for NRC Inspection Report or LER for Licensee Event Report.

D BY identitication of who discovered the issue - see table

SALP SALP Functional Area Codes - Engineering, Maintenance, Operations, Plant Support and All'Multiple (i.e., more than one SALP area affected).

SMM CODES Sentor Manager Meeting Codes - see table.

DESCRIPTION Details of the issue from the LER text or from the IR Executive Summaries.

TYPE ITEM CODE NOTES SENIOR MANAGEMENT MEETING CODES

DEV Dewviation from NRC Requirements * EEls are apparent violations of NRC 1 | Operitional Performance:
ED Escalated Discretion - No Civil Penalty requirements that are being considered for A - Normal
EEI" Escalated Enforcement Issue - Waiting Final NRC Action escalated enforcement action in accordance B - During Transients
LER License Event Report 1o the NRC with the "General Statement ot Policy aru\d C - Programs and Processes

- - - Procedure for NRC Enforcement Action - —
Licensing |licensing Issue from NRR (Enforcement Policy), NUREG-1600 2 | Material Condition:
Misc Miscellaneous (Emergency Preparedness Finding, etc ) However, the NRC has not reached its final A - Equipment Condition
NCV Non-Cited Violation enforcement decision on the issues B - Programs and Processes
Negative | individual Poor Licensee Performance identified by the EEls and the PIM entries 3 | Human Performance:
Positive | Individual Good Licensee Perdormance ey be;:“g";’d Wg‘e"r‘fr’fc""a'k"ec'f'O“S A - Work Performance

verall Stro T " Gane, Selore me IMaNes 16 B - Knowledge, Skills, and Abilities

Strength Oversh Strong Liconges Fadasmmns entorcement decision, the iicensee will be .

URI** Unresolved Inspection tem

provided with an opportunity to either

(1) respond to the apparent violation or

(2) request a predecisicnal enforcement

conference

VIO/SL-I Notice of Violation - Severity Level |

VIO/SL-1I Notice of Violation - Severity Level |I
VIO/SL-HI Notice of Violation - Severnty Level 1l
VIO/SL-IV Notice of Violation - Severity Level IV

** URIs are unresolved items about which

Weakness |Overall Weak Licensee Performance

more information is required to determine
whether the issue in question is an

ID BY

acceptable item, a deviation, a
nonconformance, or a vioiation. However,
the NRC has not reached its final

Licensee The licensed utility

conclusions on the issues, and the PIM

NRC The Nuclear Regulatory Commission

entries may be modified when the final

Self-Revealed|identification by an event (e.g., equipment breakdown)

conclusions are made.

Other Identification unknown

C - Work Ervironment

4 | Engineering/Design:

A - Design

B - Engineering Support

C - Programs and Processes

5 | Problem identification and Resolution:
A - Identification

B - Analysis

C - Resoiution
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IP - Inspection Procedure
T! - Temporary Instruction
Core - Minimum NRC Inspection Program (mandatory all plants)

(P a

Regional Inthative

- Discretionary Inspections

CLINTON

NUMBER OF T1YPE OF
INSPECTION NRC INSPECTION/
/ TITLE / PROGRAM AREA INSPECTORS/ PLANNED DATES ACTIVITY-
ACTIVITY INDIVIDUALS COMMENTS
IPS3802 Operational Readiness 5 March 29 - Apr 3, 1999 Regional initiative@
IP81700 Security (SEC2) 1 March 1 -5, 1999 Core
IP82301 Special Emergency Prparedness 4 March § - 12, 1999 Regional Initiative®
IP82302 Exercise
| 84750 Radiation Protection / Chemistry 1 June 28 - July 2, 1999 Core
IP73753 Inservice inspection 1 June/July 1999 Core
| 1P82701 Emergency Preparedness 1 July 19 - 23 1999 Regional Initiative™
| Program Maintenance
- S——— e —
IP81700 Security (SEC1) 1 July 19 - 23, 1999 Core
IP81110 Security OSRE 1 Nevember 15 - 19, 1999 Special
: IP71707 Control Room Oversight 7 During Restart Regional Initia‘ive
| __1P71001 _ Licensed QOperator Requal - 3 Qctober 4 - 8 1999 Core

i Followup on previous concerns and determination of operational readiness for unit restart
Followup on previously identified concerns



