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USNRC SEQUOYAE NUCLEAR SAFETY REVIEW BOARD
- MINUTES OF MEETING NO. 136
2003HAR - PH 2: 39 NOVEMBER 20-21, 1991

EXECUTIVE SUMMARY

OFFICE U7 inb oiikeiARY

RULEMAR TGS Ep P
ADJUDICATIDHS STAFF

Sequoyah Nuclear Safety Review Board (NSRB) meeting No. 136 was held November

20-21, 1991. All members and advisors were present for both days, except L. W.
Myers who was present oz Nevember 20. .

.

It was noted during the meeting that a2 number of site responses were incomplete,
inaccurate, or did not address the specific NSERE concerns. A technical
specification change submitted for NSRB concurrence was alsc tecknically
deficient. Site management comncurred with this assessment and agreed that future
submittals would be improved to provide thorough a.nd accurate information for NSRB

cousideration.
Discnssed beloy are key items from the meeting:

Site Chemistrv Program

Recent findings by Site Quzlity Assuranceand Corporzte Chemistry indicated that
significant preblems existed iz the Sequoyah Chemistry Pregram which, if not
prowptly corrected, cculd impact plant chemistry control. For ecample, reguired -
data frend analyses were act beiang perfcrmed, chemicals were purchased to

iacorzect speczf:.catu.cns, some training was delinquent, and sove"al procedure

preparation and use deficiencies were identified.

The Plant Manager end the Technical Erograms Mamager are working together to
develop a corrective acticn plan. Corporate Chemistry rersonnel have Deen

assigned to assist the site.

Racéiologiczl Contraois

A Tae NSRB found that tkhe zoor design of the Westingh ouse-supplied steam geznerztor
- sbct~peening equipment from e radiological standpoint bhas resulted in appreciable
/ unzecessary persounel radistion exposure. For example, the design did not
adequately cousider crud traps, scurce skielding, or quick changeout capability
for compenents requiriag maintenance. For instance, & dust cover, with the
potential for exposure of 100 R/hour, must be changed cut by hand. In additiom,
the Westinghouse fuel inspecticn equipment was more contzminated than expected,
resulting in excessive radiolcgical conceras during equipmeant setup, iaciuding

“hot particlz*-problems.

Tae following action items resulted from this review: (1) the Westinghouse steam
generater shcot-peeaning equipment desize shoculd be reevalueted aznd zchions taken to
‘.educe radiation exposuze and improve overall radiclcgical design pricr ..o the
iniz Z outage and (2) the Sequeoyah Nuclear Plant and

shct-peening for the U
If<r'c¢s'~-"xglxc:.xs»a radiological contzol/As Low As Reaso*abu Achievable- p*ograms sheuld
be assessed teo ideatify and correct the weaknesses that led to these problems.

ite Vi =< and the Exngineering Manager concus with this assessment
Le ass 252 T .
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The minutes of Nuclear Safety Review Board (NSRB) meeting No. 133 and snec.al
meetings 134 and 135 were approved. -

e -
concerns were inadequatz. Some respouses were incomplete, inaccurate, or did

not address the gpecific NSRE concerns. A technical specificaticn change
submitted for NSEB concurrence was also techmicaily deficiemt. Site
management concuxzed with this assessment and agreed that future submittals
would be improved to previde thorough and accurate information for NSEB

consideration.

It was noted duzing the meeting that a number of site responses to NSRB  —~

The following topics of interest were discussed:

Site Chemtistzy Prcgram

Recent findings by Site Quality Assurance (Q4) apd.Corporate Chemistry
indicated that significant problems existed in the Sequoyak Nuclear Elant
(5QW) Chemistry Progxam which, if not promptly corzected, couid impact plant
chemistry control. Among the deficiencies noted were: inadequate procedures,
failure to foilow procedures, umauthorized changes to QA records, lack cf
management oversight iz laboratory operatioms, fzilure to perform required
analyses, poor data trending, and some training was delinquent.

Tne Plant Manager and the Technical Programs Manager are wockicg together o
develop a corrective action plan. Ia addition, the Chemistry Improvement
Progzam being cousidered by the Chemistry staff shouid be promptly and
aggressively developed zand implemented (AL36-1}. ’

Radiclogical Coutrols

The NSRZ Chairmaa ncted that IVA and Westinghouse were 'Partners in
Performance.” Eowever, it appeared that Westinghouse may kave provided less
than expected services (in regaxd to As Low As Reasouably Achievabie (ALARA))
during the UICS outage. The NSRB found that the poor radiological engizneering
design of the Westinghcuse-supplied steam generator shot~peening esquipment had
resulted in app*ec‘able unnecessary personnel radiation expostre. For
exzmple, the design did not ndequage;y consider crud traps, scurce shielding,
or quick changeout capability for compenents requiriag maintenazce. .For ™
instance, a2 dust cover, with the potential for exposure of 100 R/hour, must be
chenged out by hand. In additicn, the Westinghcuse fuel Inspection equipment
was more countaminzted than expected, resviting in excessive radiclogical
conceras during. equipment sctup, including “het paxticle” problems.

The following action items resulted:from this zeview: (1) the Westinghouse
steam gemerator shot-peening equigment design should be reevaluated and
actions taken to reduce radiaticn exposure and improve overall radiclogical
desiga pricr to the shot-peeaing for the Tnit 2 cutage (4136~2) and (2) the
50N and Westinghcuse radiclogical control/ALARA programs shoulé be assessed &

ideatify and correct the weaknesses that led to these problems (Al36~3).

These corrective actiomns should include assessing the performance of

Radislogiczl Engineering, zs well as the extent of early mamagement
icvelvement in the ALARA pracess.

.
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Corzective cicn Backlog

The NSBB fourd that the site was taking acticn to reduca the previously
identified backicg of corrective actions. For instance, the site hag an
established Tier Z gogl to achieve specific backleg reductioas for actions
opened before February 15, 1991, and to preclude additional backlog
accumuiation during fiscal year 1992. In addizisn, the Site Vice President
had ereated a2 task force to improve the implementation of the Corrective
Action Program. Eowever, the NSRB noted thac the progress on ciosure of
outstanding envirommental qualification-related items is siow, and. immovative
approaches t¢ correct the problem are not being considered. Interviews
indicated this situation was being attributed to a lack of fumdizg or rescurce
allocation. The NSRB did not agree that-fueding is the issue, and the
Engineering Manager agreed to review this item and repor:t his results at the
next NSRB meeting (A136—4). In additiom, the Site Vice President will report
on the results of the task force actiocms at the next meeting (Al36-5}.

ULCS5 Frel Inspection

The NSRB discussed the results of the fuel inspection thzt was conducted
following cff-load of the SQN UICS core. Tke fuel inspection bad identified
three fuel rods ~vith open defects and sevearal assemblies with grid damagse.

NSR3 acted that fuel izspection results and reactsr coclant chemistry

conditions resulting from expected defects cculd have been better communicated .
to the affected orgazmizaticns. Q4 inspecters were unaware ¢f the loose parts,
znd Radiclogical Comtrol (RADCON) management indicated they were unaware of
the magnitude of the leaks and the potential for "fuel fleas.” There 'is a
need to improve overzll communications of fuel inspection/performance results
(specifically in cutage preparation) to zll affected organizaticons {(AL36-6).

Threstold for Radiologiczl Deficiemcy Reports (4133-1)

Taere was an NSRE corncerm that the threshold for identification of
radiclogical deficiencies and investigation cf incidents appear tc be too
L While the NSRB review found that Site RADCON management understands the

kizh.
importance ¢f high standards and thorsugh iaciden% Znvestigations, the formal
site response to the NSEB was unsatisfactory. The respense merely ncted the

existence of relevant site procedures. The Site Vice President agreed to

pursue this item further, .

Pest~Accident Samcling Trainine (A132-6)

The NSRE was comcerzed that traianing on the post-accident sampling system dig
act recognize the time or radistion expeosurs cecustrainis that exist when
collecting and aznalyziceg samples. The NSAZ reviewed the site wesponse on this
item and discussed it with the Site and Corporate Chemistry managers. It was
Zound that Corporste Chemistry did net agres with the site response, and it
remained gquestionzble whether the sampling time requiraments specified In tke
1 . gut that Corporate Chemistry

procedure could be met. The NSRE alsc pointed
shoulé have been invclved earlier with the site in addressing this comcersm.

tem remaZss cpea.
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Unmonitored Radiation Release Paths (A4133-9)

The respouse from the site incorrectly indicated that no uamonitored pathways
existed a2t SQN. However, four unmonitored pathways had been identified by
Corporate Chemistry, and actions were being taken to provide monitorizg and
zdditional procedural contrsl. (These pathways only exist if there is primary
tos seccundary leakage.) This issue remains open pending final site mazagement
review and approval.

Review of Past Engineerine Technical Specificabtion (TS) Submittals (Al33-4)

SQN Engineering had not yet taken sction to address this copecerm. iIn
addition, SQN Engineering, along with Site Licensing, agreed to assess the
reasons that cne of the technical specification changes submitted for NSR3
concurrence at this meeting contained technical deficiencies. This item will

remain open.

Subcommittee Activity Summary

Quality Assurance and Safety Oversight (QASQO) Subcommittee’

The site récently implemented 2 anumber of actions that are in line with the
IVA quality theme. A new Qverview Committee meets regulariy on commenication
strategy, and a mid-level management meeting is heid tc review recent .events
znd issues. These ipitiatives are expected to result in improved

communications.

A& review of usefulness of trend reports noted that a Ceorporate Ezgineering
Task Force developed a tew program on self-monitorizng for Site Enginesring
which had beer coordinated with Corpoxate QA. However, Site Engineering needs
to continue to work with QA to ensure QA reporis accurate trends. The
subcommittee will continue zo menitor progress on this item (A133-2).

The Site Quality Maczager reported that he expects to make a shift to zore
emphasis ca zudits versus mozitoring over the next several months a2nd is
expecting to achieve a new balance by summer 1592. - The subcommittee cautioned
that the pew balance nck lose the advantage of monitoring where moze prompt
results are desirable. This area will receive centinuing overviews by the

subcommittee as plans develop and are executed.

Overations and Maintenznce (0&M) Subcommittee

cmittee control room observation, several cperztors azzd one

During the subcg

shif: technieal advisor (STA) weze questioned on their expectaktion cf the

heat-up rate that would result due to a loss of residuzl heat remgval flow

with the coolaat level iz the mid-nozzle regicn (i.e., reduced iaventory).

None coulé give an engineering estimate ¢f the heat-up rate or the time tg

beiliog. However, the 574 indicated that these calculatiecns couvid be made,
Irmedizt

zand cne unit operator knew the hezt~up rate for normal inventory.
to zddress this concerm were being zggressively
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Ihe Fire Protection Improvemear Progzam is comprehensive, but the NSEB is
concerned regarding the timeliness of the plan (1994 scheduled completion
date). It was moted that the NRC had a similar concern. In additicn, the
long-term ownership and management cr the fire Pzotecticn Program had not been
identified. The site will zeport cu this open action item at the pexc NSRB

meeting (A128-2).

During the observation of 2 maistemance activity or a motar operated valve
(MOV), poor ALARA practices were observed. The work was being performed about
eight feet above grade in a C-zome. Also in the space, there was a pipe abcut
knee high used to discharge spent radioactive resin. The survey map indicated
the pipe had radiation levels of about five times background, but was not
posted as a hot spot or marked in any way. A step—off pad for the walve work
was located where the pipe makes a 90-degree trrn. The workers indicated "the
step~off pad was always” in 2 low radiation area and they were using the pad
as a waiting/sitting avea. However, the area experiencad a shine from two
directicns from the resin discharge pipe. The Corporate Radioclogical Comtrels
Manager is bringing this ccncera to the attenticn of Site RADCON for acticm.

This observation also noted that while the procediuzes were being used to
control the work, the discipline of mzkiag procedure entries and loggiag
pertinent information was nct always' being made. This limited obserwvation was.

brought to the attenticaz of the Plant Manager.

Radiation Ccantral and Chem.st-v {RAD/CEEM) Subcaommaitiee

Corgorate Chemistry and Corporatez RADCON will continue to evaluate elimination
of the Radiclogical Assessment Review Committee (RARC) at both SQN and Browns
Ferry Nuclear Pilant (Bm) Tois item will be addressed at the next smeeting

(A133—2) .

The NSRB found 2 BFN incident investigaticn that was not properly
dispcsitiocned as part of the generic review process. Nuclear Experience
Review (NER) had forwarded the incident investization tc Trainimg instead of
SQN, and Training’s disposition c¢f the incident investigation was incemplete.
After the currently underway internzl raview of the NER program iIs completed,
the Corperate NER Manager should examine the findings and dezermine if further
assessment &nd actions are required. NER will provide assessment and actions
to the NSRB for review (Al135-7).

Ezzineering, Cuns..ruc..:.on, and Medification Subccmmittee

req e Red

Testing performed on MOVs duriang the ongeing ULCS refueling outage had yielded

significant informztion regarding the feasibility of che cuzrently def:‘.nec‘.

testing schedule, behavicr of valves (predictability and sI.mila.r.'.tj)

adequacy of thrust calculaticns. Witk zegard to differential pressure (di"

teszing :esul:s, in 2all cases valves perfermed well znd the thrust requireé
)

for valve funczion under differsntizl pressurz (dP) flow conditiens was less
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; ATTACHMENT D (Countinued) Bage 2 of 4

Thege corrective actions should include zssessing the performance. of
Radiclogical Engineering, as well as the extent of ea..ly management

involvement in the ALARA process.

Chemistry Program Review

The subcommittee reviewed with Site Chemistry, Corporate Chemistzy, and
Quality Assurance (QA) receat weakuesses ideptified in chemistry by QA and
Corporate Chemistry. Among the deficiencies poted were: Inadequate .
proceduzes, failure to follow procedures, usauthorized chbanges to QA zecozds,
lack of management oversight in laboratory operatious, traiming deficiencies,
failure to perform required analyses, acd poor data trending. Corporate
Chemistry, the Site Chemistry Manager, and the subcommittee are iz agrzement
that there is an apparent lack of technical strength in key areas within the
Chemistry stafi. The subcommittee cencurs with Chemistry management that the
series of QA findings point to programmatic deficiencies that need prompt
attention

The Chemistry Improvement Program being considered by the Chemistr ¥ staf‘
should be promptly and eggressively developed and implemented. A joint effort

with Corporate Chemistry and QA should be utilized (a126-1).

To address the lack of adequate data analysis, trending, and review, the
Tecknical Programs Manager is considering providing an iadividual to assist
Site Chemistry iz this zares.

Reviev of Nuclear Experience Review (NER) Process oz Braowns Fezry Nuclear
Plant (BFN) Chemistrvy 2roblem

During the review of the Chemistry Program Finding Identification Reports
(FIR), 2n azswer to a FIR implied 2 lack of understandiang on the part of
Chemistry supervision on the meaning of their sigumature co 2 QA -eco-d.
tas similarities to an event thak cecurred at BIN whick resuited iz an |
incident investigatior and a actice of violation. When foilowing this rthrough
the NEX process withk the Corporate MNER manager, it was Sound that:

This

- The incident iavestigaticn was never sect to SON but, izstead, seat te
Iraining. .

- Irzining action was ingdequate. X

- Tae Notice of Vislation and respcunse, which did not discuss some of the
pertinent issues, was sent te the site for informztion only a2nd ne acticn
raguired.

After the curreatly underway intermal rewview of the NER program is completed,

the Corperate NER Manager should exsmine the findinps and determine if further

assesssent and z2cticns are reguirad. NER will provide zssessment znd acticns

to the NSR2 for review (Al36~7).

CCOUG@QS
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ATTACEMENT D {(Countinued) Bage 3 of &

. RADCON Precaraticn for Qutage

In a discussion with RADCON management relative to the high contamization

levels being experienced duzizg the cutage, it was determined that RADCON had
never been told to expect "fuel fleas.™ It is noted that these- "fuel fleas™

are substantially mere radicactive than the standazd "hot particle”

(10-1,000 times higher), and several have been reported as high as .
30-50 R/hour. Several organizations within TVA were aware of either a high
probability that these would be present or had actual evideance that they
existed, but this was nobt communicated ts the organization defining -
radioclogical coutrols for the outage. 7This is being addressed in Al36~6. It
is noted that, once discovered, RADCON tcok aggressive acticn to mitigate

worker exposure from these. .

Raw Cooling Water System Corrosion and Chemistry Upgrade

Toe Raw Cooling Water Task Force activities and the Chemistry Upgrade Program
ware reviewed. Witk ragard to the task force, pz'ellmi:za:‘/ action plans are

ae‘.ng developed, and the Chemistry Upgrade Program is only at the stage of
igg for study funding. The subcommittee will comtinmus to follcew these

act:’.v:’. ties.

Subcommittee Recommendations on Closure of Qoen NSRER Items

A133-1 Threshold for initiating radiclogical deficiency report
This item was discussed at length with the RALCON Managex

Ccrporate RADCON. The subegaomittee review found the pro- dures to
be adequate. Interviews indicated that RADCON managemezt
understands the need to maintzin high expectation and to be )
increasingly self-czritical in order to Zmprove. Additionally, the
subeommittee discussed the cbservatien that corrective zcticns
often did not address the root cause or were imsufficient to
prevent recurrence. 7This item will remain open cer'crng 2 revised
response. The response only noted the existence of site procedures
but did oot zddress the NSRB concern relatiang to Radiclegical

Iocident Report threshold,

al33-2 Elimination of Radiclogical Assessment Reviev Committese (RARC).
Elimination ¢f RARC wiil require a revisicu %o SGN’s techaical
specifications. Corporate Chemistry and Corporate RADCON continue
to evaluate elimination of R4RC at both SQN azd BFN, and this item
should be completed by the next meeting.

Al33-8 Environmental La2b Quality.
Corporate Chemistry, with Site Chemistry Suppcrt, has takesz actien
to izmerease the monitoring of vendor pe:for:r.:_::»ce which has stiowa a0
problems in 15%L. In additionm, 2 seccnd vender is being
considered. The sudbcommittes ronsiders this action sufficisnt znd

recoameads closure.

-l
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ATTACHMENT D (Contiaued’) Bage &4 of &

Uomonitored Pathways. -

The response from the site indicatad that no unmonitored pathways .
existed at SQN. However, pathways have been anaiyzed by Corporzate
Chemistry (four were found but deemed not to be significant at
present}, and actions are being taken to provide mornitoring and
additional procedural contzol. The subcommittee believes that the
issue iz complerfe but is awaitipg site management review arnd
approval. Action on this item will be deferred to the next meeting.

Excessive Radiation Exposucze System (REXS) downtime.

The REXS is now operating at 98.8 percent awvailability. This item

should be closed.
Post-Accident System Trzining.

The subcommittee reviewed the site response and discussed It with
the Site and Corpsrate Chemistry managers. Cozporate Chemistry had
not reviewed this item, aund the Site Chemistry Manager withdrew the
response until the question as to whether all individuals could
meet the NUREG 0737 sampling requirements had been addressed. TIZis
item will remain open.
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