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SALEM GENERATING STATION 
UNIT NOS. 1 AND 2 
DOCKET NOS. 50-272 AND 50-311 

Gentlemen: 

Inspection Report Nos. 50-272/96-08 and 50-311/96-08 for Salem 
Nuclear Generating Station Units Nos. 1 and 2 was transmitted to 
Public Service Electric & Gas Company (PSE&G) on August 26, 1996. 
Within the scope of this report, five violations of NRC 
requirements were cited. 

As part of the Salem restart effort, the technical adequacy of 
administrative and implementing procedures was reviewed and 
approximately 7000 procedural enhancements have been identified. 
Most of these enhancements are minor in nature and as a result, 
management has concluded that, in general, the technical adequacy 
of the procedures is adequate to support the restart of both 
units. However, the review also indicated that a number of 
procedures did require upgrading prior to restart. Specifically, 
the Emergency Operating Procedures, the Abnormal Operating 
Procedures, the Alarm Response Procedures, the Inservice Testing 
Procedures, and the Integrated Operating Procedures are being 
reviewed and revised, as necessary. In addition, a review of the 
Technical Specifications surveillance requirements and the 
associated surveillance procedures has been conducted for Unit 2 
to provide reasonable assurance that appropriate testing and 
acceptance criteria are delineated. Additional details 
concerning the Technical Specification Surveillance Improvement 
Program are contained in LER 311/95-008-00. Special procedures 
have been developed that are applicable for only this restart 
effort such as Startup Test Procedures. Altogether, 
approximately 3000 procedures will have been upgraded prior to 
restart . 
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Prior to restart, Salem will have upgraded Administrative 
Procedure NAP-1 (our governing procedure for developing and 
implementing all procedures at Salem and Hope Creek nuclear 
stations) and the Procedures Writers Guide will have been 
enhanced to provide for consistent quality and format throughout 
all procedures. A plan has been developed for a Procedure 
Upgrade Project; however, this will be a long term project. As 
previously stated, only the procedures that were determined to 
require immediate attention will have been revised prior to 
restart. 

As stated in PSE&G letter dated August 19, 1996, management 
recognizes the continuing problem of procedure use and adherence. 
The issue fundamentally remains as an accountability issue with 
the individual users and their supervision. Management has set 
the expectations and will continue to enforce these expectations. 
In the above-mentioned letter, several initiatives were discussed 
that were in place or planned to address the procedure usage 
issue. These initiatives remain valid. The maintenance 
intervention has commenced to focus additional attention in the 
development of skills and culture of the maintenance personnel. 

The initial plan to address the procedural usage issue was for 
management to set and communicate the expectations, to train all 
managers and supervisors in the positive discipline process, and 
to hold individuals accountable for not meeting these 
expectations. This plan serves as the cornerstone for resolving 
not only the procedural usage issue but also effecting the 
cultural change needed at the Salem station. This plan remains 
valid; however, effecting the cultural change is a slow and 
methodical process. Management remains committed to being 
relentless in the implementation of this strategy. 

In accordance with 10CFR2.201, PSE&G is submitting its response 
to these violations, in Attachment 1 to this letter. Should 
there be any questions regarding this submittal, please contact 
us . 
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C Mr. Hubert J. Miller, Administrator - Region I 
U. S. Nuclear Regulatory Commission 
475 Allendale Road 
King of Prussia, PA 19406 

Mr. L. N. Olshan, Licensing Project Manager - Salem 
U. S. Nuclear Regulatory Commission 
One White Flint North 
11555 Rockville Pike 
Mail Stop 14E21 
Rockville, MD 20852 

Mr. C. Marschall - Salem (S09) 
USNRC Senior Resident Inspector 

Mr. K. Tosch, Manager, IV 
NJ Department of Environmental Protection 
Division of Environmental Quality 
Bureau of Nuclear Engineering 
CN 415 
Trenton, NJ 08625 
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APPENDIX A 

NOTICE OF VIOLATION 

Public Service Electric and Gas Company 
Salem Nuclear Generating Station 
Units 1 and 2 

Docket Nos: 50-272 
50-311 

License Nos:DPR-70 
DPR-75 

During an NRC inspection conducted on June 30, 1996 - August 10, 
1996, violations of NRC requirements were identified. In 
accordance with the "General Statement of Policy and Procedure 
for NRC Enforcement Actions," NUREG-1600, the violations are 
listed below: 

A. Technical Specification 6.8.1 requires, in part, that 
licensees establish, implement and maintain written 
procedures covering the applicable procedures in Appendix A 
of Regulatory Guide 1.33, Revision 2, February 1978. 
Regulatory Guide 1.33 requires written procedures to control 
operation of safety related plant equipment. Salem Procedure 
SC.OP-DD.ZZ-ODOB(Q}, TRIS Tagging Operations, Rev. 6, step 
2.1.7.C requires that operators sign and date that the 
Tagging Request Inquiry System (TRIS) has been updated on the 
Tagging Request Worksheet. 

Contrary to the above, the following examples of failure to 
update TRIS occurred: 

1. On July 15, plant staff failed to update TRIS and sign 
and date that TRIS had been updated after an operator 
repositioned valve 21SW161. 

PSE&G concurs with the violation in that TRIS should have been 
updated. 
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(1) The reason for the violation. 

The cause of this occurrence was the failure of the NEO and 
the operating crew to ensure that· TRIS was updated, contrary 
to the requirement of the Operations Department Standards 
(SC.OP-DD.ZZ-0004(Z) ), prior to the end of the shift, to 
reflect the off-normal position of the 21SW161 valve. 

On July 15, 1996, a Nuclear Equipment Operator (NEO) 
unlocked and opened 21SW161 to complete an inservice test. 
The Operations Department Standard (SC.OP-DD.ZZ-0004(Z)) 
states that it is the responsibility of the operator 
performing the manipulation to ensure the changes are 
recorded in TRIS at the earliest opportunity, and at the 
latest by the end of shift. The NEO and the operating crew 
failed to adequately follow-up on the status of the valve or 
the inservice test, and failed to turn the status of the 
valve over to the oncoming crew. 

(2) The corrective steps that have been taken. 

a) Personnel involved with the occurrence were held 
accountable for their actions in accordance with PSE&G 
disciplinary policy. 

b) This event was communicated, via required reading, to 
Operations Department personnel, emphasizing the 
importance of maintaining proper configuration status 
and adherence to Operations Standards. 

(3) The corrective steps that will be taken to avoid further 
violations. 

Ensuring adherence to Operations Standards is an ongoing 
effort that is an integral part of the Salem Restart Plan. 

(4) The date when full compliance will be achieved. 

Full compliance was achieved when 21SW161 valve was promptly 
locked in the closed position on July 18, 1996. 
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A. Technical Specification 6.8.1 requires, in part, that 
licensees establish, implement and maintain written 
procedures covering the applicable procedures in Appendix A 
of Regulatory Guide 1.33, Revision 2, February 1978. 
Regulatory Guide 1.33 requires written procedures to control 
operation of safety related plant equipment. Salem 
Procedure SC.OP-DD.ZZ-OD08(Q), TRIS Tagging Operations, Rev. 
6, step 2.1.7.C requires that operators sign and date that 
the Tagging Request Inquiry System (TRIS) has been updated 
on the Tagging Request Worksheet. 

Contrary to the above, the following examples of failure to 
update TRIS occurred: 

2. On July 31, plant staff failed to update TRIS and sign 
and date that TRIS had been updated after an operator 
repositioned valves 2SW162 and 2SW181. 

PSE&G concurs with this violation in that TRIS was not properly 
updated. 

(1) The reason for the violation. 

The cause of _this occurrence was determined to be inadequate 
training. NEOs were recently assigned Work Control Center 
responsibilities which require them to update TRIS, and they 
were not given appropriate training for this task. In this 
particular case, subsequent to closing the subject valves, 
an NEO attempted to update TRIS, but the NEO's methodology 
was flawed. The NEO signed the TRIS tagging worksheet 
indicating that the update was complete, when it actually 
was not. 

(2) The corrective steps that have been taken. 

An Operations Department Temporary Standing Order was issued 
which states: "All NEOs who update TRIS must have completed 
a TRIS training course." 
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(3) The corrective steps that will be taken to avoid further 
violations. 

A tagging qualification program is being developed, and will 
include TRIS training. This program is expected to be in place 
by early 1997. Once the program is in place, and all NEO's who 
perform tagging operations have been qualified, the Temporary 
Standing Order mentioned above will be canceled. 

(4) The date when full compliance will be achieved. 

Full compliance was achieved when TRIS was updated to 
indicate the correct positions of 2SW162 and 2SW181 on 
August 8, 1996 . 
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B. Technical Specification 6.8.1 requires, in part, that 
licensees establish, implement and maintain written 
procedures covering the applicable procedures in Appendix A 
of Regulatory Guide 1.33, Revision 2, February 1978. 
Regulatory Guide 1.33 requires written procedures to control 
safety related maintenance. Salem Procedure NC.NA-AP.ZZ-
0009, Revision 10, Work Control Process, step 5.9.1.a 
requires that the job supervisor ensure the applicable post
maintenance test (PMT) has been performed, is correct in 
scope for the work performed, and the results are 
acceptable. 

Contrary to the above, the following examples of failure to 
perform PMT occurred: 

1. On May 15, 1996, a job supervisor failed to ensure 
technicians performed the applicable PMT following 
maintenance on a safety injection minimum flow valve 
(2SJ68). 

PSE&G concurs with this violation 

(1) The reason for the violation. 

• The cause of this violation is personnel error. 

Steps within the body of the PM called for electrically 
stroking the valve as a PMT but had been marked as Not 
Applicable (N/A) . 

(2) The corrective steps that have been taken. 

a) The failed auxiliary contact for 2SJ68 was repaired. 

b) A PMT of 2SJ68 was satisfactorily performed. 

c) Personnel involved with the occurrence were held 
accountable for their actions in accordance with PSE&G 
disciplinary policy. 
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(3) The corrective steps that will be taken to avoid further 
violations. 

A Maintenance Intervention Plan has been initiated. This 
Plan is assessing the workforce and provides for remediation 
to ensure that the necessary skills and culture exists to 
meet management's expectations. 

(4) The date when full compliance will be achieved. 

Full compliance was achieved when the failed auxiliary 
contact for 2SJ68 was repaired and the PMT of 2SJ68 was 
satisfactorily performed . 
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B. Technical Specification 6.8.1 requires, in part, that 
licensees establish, implement and maintain written 
procedures covering the applicable procedures in Appendix A 
of Regulatory Guide 1.33, Revision 2, February 1978. 
Regulatory Guide 1.33 requires written procedures to control 
safety related maintenance. Salem Procedure NC.NA-AP.ZZ-
0009, Revision 10, Work Control Process, step 5.9.1.a 
requires that the job supervisor ensure the applicable post
maintenance test (PMT) has been performed, is correct in 
scope for the work performed, and the results are 
acceptable. 

Contrary to the above, the following examples of failure to 
perform PMT occurred: 

2. On June 5, 1996, a maintenance supervisor failed to 
ensure technicians performed the applicable PMT 
following maintenance on a diesel generator service 
water header supply valve (21SW21). 

PSE&G concurs with this violation 

(1) The reason for the violation. 

The specific violation was use of "D" page instructions to 
control safety related PMT work. The response to a previous 
NRC Notice of Violation (IR 272/311/96-06) had clearly 
established that use of "D" page instructions in this manner 
wasn't acceptable. The current violation occurred prior to 
the implementation of the corrective action in the response 
to the violation in IR 96-06. 

(2) The corrective steps that have been taken. 

a) The failed contactor in the MCC pan feeding 21SW21 was 
repaired. 

b) A PMT of 21SW21 was satisfactorily performed. 
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(3) The corrective steps that will be taken to avoid further 
violations. 

a) The Maintenance Department Work Management Program Desk 
Guide, SC.MD-DG.Z-OOOl(Z), will be revised to better 
communicate PMT program requirements. This will be 
completed by November 15, 1996. 

b) A roll out of lessons learned will be presented to PSE&G 
and contractor maintenance personnel currently working 
on-site to heighten awareness of the proper control of 
PMT work. This will be completed by October 4, 1996. 

c) The lessons learned will also be incorporated in the 
current Maintenance Intervention Program which is 
scheduled to be completed by November 28, 1996. 

(4) The date when full compliance will be achieved. 

Full compliance was achieved when the failed contactor in 
the MCC pan feeding 21SW21 was repaired and the PMT of 
21SW21 was satisfactorily performed . 
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C. The NRC approved PSE&G Nuclear Department Quality Assurance 
and Safety Review Manual (QASR), procedure ND.QA-AP.ZZ-
0016(A), Surveillance of Material/equipment storage, Rev. 3 
states that surveillance of material and equipment storage 
is performed in accordance with procedure ND.PM-AP.ZZ-
0300 (Q), Storage and Handling of Material. Procedure ND.PM
AP.ZZ-0300(Q), Rev. O, step 4.1.1 requires that level B 
items shall be stored in a fire resistant, tear resistant, 
weather-tight, and well ventilated building or equivalent 
enclosure with uniform heating and temperature control. 
Level C items shall be stored in an equivalent environment 
with all provisions and requirements as set forth in level B 
items except heat and temperature control is not required. 

Contrary to the above, on August 1, inspectors found a 
safety-related shaft bearing, part J50207-000-220, labeled 
storage protection level B, and numerous items labeled 
storage protection level C, stored in an enclosure not fire 
resistant, tear resistant, weather tight, and well
ventilated. 

PSE&G concurs with this violation 

(1) The reason for the violation. 

The cause for the improper storage of safety-related 
material was a failure to follow procedures and inadequate 
implementation of management expectations. Procedures with 
adequate guidance were in place at the time of this event. 

(2) The corrective steps that have been taken. 

a) 

b) 

The managers promptly took measures to clean the plant, 
dispose of the poorly controlled material and emphasize 
their expectations for housekeeping and material 
controls. 

A letter has been distributed to supervisors responsible 
for plant maintenance to heighten the awareness 
requirements for proper storage of safety related 
material . 
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(3) The corrective steps that will be taken to avoid further 
violations. 

a) Procedure NC.NA-AP.ZZ-0018(Q) will be revised to add 
detail on proper storage of material. 

b) A Maintenance Department follow-up self-assessment will 
be performed in October 1996 to verify the proper 
storage of material has been implemented. 

c) To heighten the awareness requirements for proper 
storage of safety related material, the lessons learned 
will be incorporated in the current Maintenance 
Intervention Program which is scheduled to be completed 
by November 28, 1996. 

d) Material storage requirements will be evaluated for 
inclusion in the maintenance continuing training. This 
evaluation will be completed by October 15, 1996. 

(4) The date when full compliance will be achieved. 

Full compliance was achieved when the safety-related shaft 
bearing and other cited items were moved to an appropriate 
storage location. 

10 
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D. Appendix B, Criterion XVI of 10 CFR 50 requires that 
licensees implement measures to insure significant 
conditions adverse to quality are promptly identified, 
corrected, and actions taken to prevent recurrence. 
Procedure NC.NA-AP.ZZ-OOOO(Q), Action Request Process, Rev. 
O, step 5.2.6 requires that plant staff initiate a 
significance level 1, 2, or 3 Action Request (AR) for 
conditions adverse to quality. 

Contrary to the above from June 21, 1996 until questioned by 
an inspector on July 19, 1996, engineering staff failed to 
initiate a Condition Resolution for a significant condition 
adverse to quality consisting of four plant modifications 
with inadequate or missing evaluations required by code or 
regulations. 

PSE&G concurs with this violation 

(1) The reason for the violation. 

The plant modifications discussed in the inspection report 
were identified in the Salem Integrated Readiness Assessment 
(SIRA) . Based on a draft of the SIRA report, the 
engineering staff met and assigned actions to address the 
issues. However, a Action Request (AR) was not initiated 
when the draft SIRA report was issued in June 1996 due to a 
miscommunication with the SIRA coordinator. Engineering did 
not validate that ARs were initiated for the identified 
issues. 

(2) The corrective steps that have been taken. 

a) 

b) 

c) 

An AR was initiated to address the observations 
associated with plant modifications identified in the 
SIRA report. 

An AR was initiated and evaluated associated with 
failure to report potential conditions adverse to 
quality in a timely manner. 

Personnel involved with the occurrence were held 
accountable for their actions in accordance with PSE&G 
disciplinary policy . 
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d) Management has re-emphasized to personnel in Engineering 
the philosophy to generate condition reports in a timely 
manner. 

(3) The corrective steps that will be taken to avoid further 
violations. 

a) The issue of timely AR generation will be evaluated for 
incorporation into the normal engineering training to 
reinforce the importance of having a questioning 
attitude and the integrity of the Corrective Action 
Program. This evaluation will be completed by October 
4, 1996. 

b) The issue of timely AR generation will be evaluated for 
dissemination to other departments to reinforce the 
importance of having a questioning attitude and the 
integrity of the Corrective Action Program. This 
evaluation will be completed by October 30, 1996 . 

(4) The date when full compliance will be achieved. 

Full compliance was achieved when the ARs were initiated . 
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E. Technical Specification 6.8.1 requires, in part, that 
licensees establish, implement and maintain written 
procedures covering the applicable procedures in Appendix A 
of Regulatory Guide 1.33, Revision 2, February 1978. 
Regulatory Guide 1.33 requires written procedures to control 
operation of safety related plant equipment. 

Contrary to the above, during the period of June 30, 1996 to 
August 10, 1996, the following examples of inadequate 
procedures were identified: 

1. Procedure S2.0P-SO-CVC-0007, revision 4, Fill and Vent 
of eves, was inadequate in that it did not contain water 
level limitations to preclude vortexing of the residual 
heat removal pumps. 

PSE&G concurs with the violation 

(1) The reason for the violation. 

The cause of this event was personnel error by the procedure 
writer/reviewer. The procedure writer/reviewer made 
assumptions concerning controls in another procedure, without 
verifying the assumptions. 

Investigation indicates that the procedure writer and the 
reviewer both assumed that reactor coolant system (RCS) 
level would be maintained to prevent vortexing in accordance 
with procedure S2.0P-SO.RHR-000l(Q), Initiating RHR, which 
was referenced in S2.0P-SO.CVC-0007. This was a poor 
assumption because procedure S2.0P-SO.RHR-0001(Q) apparently 
assumed RCS level was high enough to permit unconstrained 
RHR operation (i.e., RHR operation without concern for 
vortexing). The procedure does not address level control. 

(2) The corrective steps that have been taken. 

a) Procedures S2.0P-SO.RHR-0001 and S2.0P-SO.CVC-0007 were 
revised to correct the referenced minimum RCS level. The 
corrected procedures were issued on July 12 and August 16, 
1996, respectively . 
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b) This issue has been reviewed with all Operations Department 
procedure writers, emphasizing the requirements to verify 
that referenced procedures contain adequate details. 

c) The procedure writer and reviewer involved with the 
occurrence were held accountable for their actions in 
accordance with PSE&G disciplinary policy. 

(3) The corrective steps that will be taken to avoid further 
violations. 

a) PSE&G's actions to deal with the general issue of 
procedural adequacy are outlined in the cover letter. 

b) The Unit 1 RHR procedure will be revised prior to RHR 
operation at Unit 1. 

c) This issue will be communicated to other departments, 
emphasizing the requirements to verify that referenced 
procedures contain adequate details. This will be 
completed by October 15, 1996 . 

(4) The date when full compliance will be achieved. 

PSE&G achieved full compliance when 82.0P-SO.CVC-0007 was 
revised and issued on August 16, 1996 . 

14 
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E. Technical Specification 6.8.1 requires, in part, that 
licensees establish, implement and maintain written 
procedures covering the applicable procedures in Appendix A 
of Regulatory Guide 1.33, Revision 2, February 1978. 
Regulatory Guide 1.33 requires written procedures to control 
operation of safety related plant equipment. 

Contrary to the above, during the period of June 30, 1996 to 
August 10, 1996, the following examples of inadequate 
procedures were identified: 

2. Procedure S2.0P-SO.CC-0002, revision 7, 21 and 22 
Component Cooling Heat Exchanger Operation, did not 
provide sufficient guidance to preclude a pressure 
perturbation in the service water system. 

PSE&G concurs with the violation in that additional operator 
training and/or procedural guidance is necessary. 

(1) The reason for the violation. 

The cause of this occurrence was a lack of correspondence 
between operator skills and knowledge and procedural guidance. 

An operator was removing the 21 Component Cooling Water Heat 
Exchanger from service in accordance with S2.0P-SO.CC-0002 Rev 
7, "21 & 22 Component Cooling Water Heat Exchanger Operation." 
The procedure does not provide guidance to control pressure in 
the Service Water System because operators are trained to 
control pressure in accordance with S2.0P-SO.SW-0001, Service 
Water Pump Operation. Using S2.0P-SO.SW-0001, the operator 
controlled pressure in a band between 70 and 135 psig while 
removing the Heat Exchanger from service. The desired pressure 
band is between 105 and 125 psig, favoring the low end of the 
band to mitigate wear on system components. 

With both units defueled, and minimum loads placed on the 
Service Water System, pressure transients in the Service 
Water System cannot be avoided, and a pressure band of 70 to 
135 psig, for short periods of time, in a defueled plant 
does not represent an adverse plant condition. However, the 
actions taken by the 
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operator were not optimal, and indicate some weakness in the 
understanding of plant design and operation. Had the operator 
allowed pressure to rise above 135 psig, the low pressure part 
of the transient could have been mitigated or prevented. 

(2) The corrective steps that have been taken. 

Information on this event has been provided to plant operators 
through the Required Reading Program. 

(3) The corrective steps that will be taken to avoid further 
violations. 

a) Sl/S2.0P-SO.CC-0002 will be enhanced to refer the operators 
to Sl/S2.0P-SO.SW-0001 for Service Water System pressure 
control. The revisions will be complete prior to restart 
of the respective units. 

b) Prior to entry into Mode 6 for the respective units, 
Sl/S2.0P-SO.SW-0001 will be revised to provide additional 
procedural guidance for Service Water System pressure 
control . 

c) This event and the lessons learned will be incorporated 
into the Licensed Operator Training Program. This will be 
complete prior to the end of segment two in 1997. 

d) PSE&G's actions to deal with the general issue of 
procedural adequacy are outlined in the cover letter. 

(4) The date when full compliance will be achieved. 

PSE&G is currently in compliance. 
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E. Technical Specification 6.8.1 requires, in part, that 
licensees establish, implement and maintain written 
procedures covering the applicable procedures in Appendix A 
of Regulatory Guide 1.33, Revision 2, February 1978. 
Regulatory Guide 1.33 requires written procedures to control 
operation of safety related plant equipment. 

Contrary to the above, during the period of June 30, 1996 to 
August 10, 1996, the following examples of inadequate 
procedures were identified: 

3. Procedure S2.0P-SO.CA.0001, revision 2, Control Air 
System Operation, did not ensure isolation of the 
service water (SW) supply valves during realignment of 
the SW spool pieces. 

PSE&G concurs with the violation 

(1) The reason for the violation. 

The cause of this violation was that an unproceduralized method 
of ensuring personnel safety was implemented . 

In the particular case, Maintenance personnel, working closely 
with Operations personnel, installed the Service Water spool 
pieces. Operations and Maintenance personnel agreed that tags 
were not required, since the work was being performed in 
accordance with an approved procedure. The operator who closed 
the valves was directed to stay at the work site and ensure 
that the valves were not further manipulated during the job. 

(2) The corrective steps that have been taken. 

a) Unit 1 Procedure Sl.OP-SO.CA-0001 was revised on August 
16, 1996, to require the installation of red blocking 
tags to the affected valves. 

b) Unit 2 Procedure S2.0P-SO.CA-0001 was revised on 
September 10, 1996, to require the installation of Red 
Blocking Tags to the affected valves. 
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c) An Operations Department Night Order was issued on 
August 12, 1996, to heighten the awareness of Operations 
personnel with regard to worker protection. 

d) Required reading on this event was issued to Operations 
Department personnel to emphasize personnel safety. 

3) The corrective steps that will be taken to avoid further 
violations. 

a) Procedures will be revised to permit ensuring personnel 
safety by using personnel to prevent unauthorized 
manipulation of equipment during maintenance activities, as 
an alternative to the tagging process. This will be 
completed by December 31, 1996. 

b) This issue will be communicated to other departments to 
emphasize personnel safety. This will be completed by 
October 15, 1996. 

(4) The date when full compliance will be achieved. 

PSE&G is currently in compliance . 
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E. Technical Specification 6.8.1 requires, in part, that 
licensees establish, implement and maintain written 
procedures covering the applicable procedures in Appendix A 
of Regulatory Guide 1.33, Revision 2, February 1978. 
Regulatory Guide 1.33 requires written procedures to control 
operation of safety related plant equipment. 

Contrary to the above, during the period of June 30, 1996 to 
August 10, 1996, the following examples of inadequate 
procedures were identified: 

4. Procedure SC.MD.FR.FH-0006, revision 6, Reactor Vessel 
Head Reassembly, did not provide adequate precautions to 
ensure brittle fracture prevention of the reactor 
vessel. 

PSE&G concurs with the violation. 

(1) The reason for the violation. 

The cause of this condition was inadequate procedural 
controls. 

The Operations Department Logs require verification, twice 
per shift, that a maximum of one Safety Injection or one 
Charging Pump is operable with the head on the Reactor 
Vessel and the plant in Modes 5, 6 or defueled. However, 
positive controls were not in place to verify this condition 
just prior to setting the head on the reactor vessel. 

(2) The corrective steps that have been taken. 

SC.MD-FR.FH-0006, "Reactor Vessel Head Reassembly" has been 
revised to incorporate a prerequisite for Maintenance to 
request Operations to verify ECCS Pump operability 
requirements. 
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(3) The corrective steps that will be taken to avoid further 
violations. 

PSE&G's actions to deal with the general issue of procedural 
adequacy are outlined in the cover letter. These measures had 
already identified that Technical Specification log 
requirements must be verified prior to each Mode transition. 
This action will add further assurance that requirements will 
be met prior to plant condition changes. 

(4) The date when full compliance will be achieved. 

Full compliance was achieved on August 15, 1996, when 
procedure SC.MD-FR.FH-0006 was revised . 

20 


