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lssue Summary

“... ineffective corrective actions in the
emergency preparedness area, which
permitted the untimely declaration of a
September 8, 1999 event at Salem
Unit 1 to recur following an untimely
declaration of an [sic] December 8,
1998 event at Salem Unit 2.”

NRC Inspection Report 50-272/99-09, 50-311/99-09




Management Expectations

— Given the same set of conditions, each
Emergency Coordinator makes the correct
event classification within the reqwred
time.

— Deficiencies are ldentlfled in the Corrective
Action Program; immediate corrective
actions are taken when required; corrective
actions are performed in a timely manner
commensurate with safety significance of

the issue.




Actual Classifications

Timeline

9/29: Control room chiller freon leak.

Hope Creek UE declared. Expectations met.
Salem 9/8: Mixed bed demin draining evolution. After the fact —

notification made. UE not declared at time of event.

12/8: UE declared after RH3 opened. Exceeded || 8/12: Increased aux building rad levels.
ECG criteria by 22 minutes. After further Correct classification made (i.e., none).
analysis, one hour report made noting Alert
threshold had been met.

12/11: Fire protection CO,
instrument tube leak. UE
declared. Expectations met.

2/3: Loss of overhead annunciators. UE declared.
Expectations met.
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Corrective Actions

C *Entered in Corrective Action Program
*Personnel held accountable

*Conducted root cause evaluation

*Revised LOR training

*Reaffirmed expectations for timeliness of E-Plan
classifications

e*incorporated lessons learned into training
*Performed followup self assessment *Completed common cause assessment.
No common cause linking 12/8/98 and
9/8/99 events identified

sidentified areas for improvement

e[nitiated common
cause assessment

*QA followup assessment confirmed
corrective actions for 12/8 event
were effectively implemented

*Root cause eval for non-emergency
reports completed. No common
cause identified. *Entered in Corrective Action Program
*Conducted root cause evaluation

*Lessons learned from 9/8 event rolled out by
Ops Management during LOR

training drill. *Lessons learned rolled out to ERO teams

*Conducted tabletop training for during 4Q989 training
ERO teams *EP added to TARP teams

*Completed evaluation for mis-
classification during 6/16




Areas for Improvement




Conclusion

— Immediate corrective actions were taken after
12/8 and after 9/8 to address specific issues
with those events

— Continue to learn from drills & exercises and
from performance in actual events

— Found no common cause linking 12/8/98 and
9/8/99 events; corrective actions were
appropriately taken for the specific issues to
prevent recurrence

— Found areas for improvement




Management Expectations

— Given the same set of conditions, each
Emergency Coordinator makes the correct
event classification within the required
time.

— Deficiencies are identified in the Corrective
Action Program; immediate corrective
actions are taken when required; corrective
actions are performed in a timely manner
commensurate with safety significance of

the issue.




Observations on the SDP and
Inspection Process

— Pl and inspection should be Complementary

— Drill/lexercise performance indicator allows up
to 10% failure rate in licensee response band.

— There’s a disconnect among the PIDR

finding, violations and Pls
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— Discussed at Pilot Program workshop. May

be revised.




