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@ = NUCLEAR REGU .ATORY COMMISSION
D ; WASHINGTON, D, C. 20555 i
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Fran®* w 2 3 ESO
Docket Nos. 50-288
and 50-320

Metropolitan Edison Company
Attn: Mr. R. C. Arnold
Senior Vice President .
260 Cherry Hill Reoad
Parsippany, New Jersey 07054

Gentﬁemen:

This is in response to your le‘ter of December 5, 1379, which was in response
to our letter of October 25, 1979, transmitting a Notice of Violation and a
Notice of Proposed Imposition of Civil Penalties in the amount of $155,000.

Your letter had as an enclosure a detailed response to each item of noncompli-
ance set forth in the Notice of Violation. Similarly, Appendix A to this
letter contains our evaluation of your response and states our conclusion
regarcing each iten. In this regard, you are requested to submit supplemental
responses as described in Appendiv A. These responses should be in accerdance
with the instructions contained in Appendix A of the October 25, 1979, Notice
of Vielation.

Cur letter of Octcoer 25, 1979, discussed the overall impact of inadequacies
discovered as a result of the investigation undertaken after the March 28,
1979 accident. These inadequacies were the basis for the statement that your
management controls for the operation of the Three Mile Island facilities were
inaceguate.

Your response to the yroposed items of noncompliance provides additional

details as to the aspects of these items and the accident. However, our

belief that management controls were inadequate has not changed. The
Metropolitan Edison Coapany apparently believes that there was generally good
performance, both prior to and subsequent to the accident, that there were few
real “tems of noncompliance and that these were relatively unimportant, and
that the other cited items either were not noncompliances or were mere
technicalities. As has been pointed out by many investigating organizations,
there were numerous contributing factors to the accident on March 28. Moreover,
for at least two hours following the reactor trip, actions could have been
taken which would have changed the accident from the "worst in the history of
the nuclear power industry” to a relatively minor operational problem. Clearly,
during the time interval reviewed by the IE Investigation Team, the Investiga-
tion Report [NUREG-06CJ] shows that overall performance was not good, either
preceding, during or following the accident.

With regard to the commitments you have made in your letter of December 5,
1979, and ihe additional commitments zsked for in Appendix A to this letter,
we wish to rezind you of the difficulties experienced in the recent past,
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particu’ rly with regard to your Radiation Safety Program. It was Metropolitan
Edison's failure to meet specific commitments made in July 1979 to upgrade the
Three Mile Island Radiation Szfety Program which led to the establishment on
Septeaber 26, 1979, of the Special Panel on Three Mile Island Unit 2 Radiation
Protection Prograa.

The response to two proposed items of noncompliance (Items 1 and 3) was based
in part upon your belief that an NRC inspector confirmed a Metropolitan Edison
judgesent concerning Technical Specification 3/4.7.1. The inspection report
may nct be explicit in describing the areas inspected; however, the areas
inspected and the inspection findings were discussed with Metropolitan Edison
at the cospletion of this inspection. During the inspection covered by
inspection report (50-289/78-23 and 50-320/78-36) the inspector verified that
the required surveillance procedures had been completed, and that the Technical
Specification requirenents concerning the frequency of surveillance and the
accepiance criteria as specified in the procedures were satisfied. There was
no atilempt during this inspection to evaluate the technical adequacy of the
surveillance procedure for Emergency Feedwater (SP 2303-M14A/8/C/D/E). Moreover,
despite the fact thzt previous inspections did not identify items of noncom-
pliance, this fact coes not absolve the licensee of the responsibility for
items of noncempliance identified in this inspection.

The Nil recognizes the necessity of allowing reasonable operational discretion

in these instances where plant conditions do not fall within existing procedures.
However, the significaace of isolating designed safety features, or removing
those systems inccrporated into the plant design specifically to protect the
plant during accicent concitions, cannot be overemphasized. The fact that

plant cenciticns zre cutside those normally encountered or expected requires
careful assessment before deliderately removing safety fe tures since the

unusuzl conditions theanselves may increase the probability that the disabled
safety fezture will be needed.

In several pleces in Adpendix A you are requested to submit additional
inforsation te completzs your response to the Notice of Violation and the
Notice o7 Propasec Impasition of Civil Penalties. We are aware that informa-
tion fas been and continues to be supplied by you to various NRC offices as a
part of the ongoing activities at Three Mile Island. When submitting the
additional informztion you may inciude by reference any information previously
proviced to any NRC organization component.

We have reviewed your response to the items of noncompliance cited. After
careful consideration, we conclude that the items of noncompliance did occur

as cited in the Notice of Violatien, with the exception of items 4.0, 4.E.2,

and 11 which were not found to exist as cited. (herefore, your enforcement
history will be corrected. The Civil Penalties for withdrawn items are remitted.

Since the proposed Civil Penalty of $155,000 was much less than the cumulative
Civil Penalty of $717,000 because the Atomic Energy Act limits the total Civi)
Penalty for any 30-day period to $25,000, the mitigation has no effect on the
dollar amount of the izposad Civil Penalty. Accoruingly, we hereby serve the
enclosed Order on Metrcpolitan Edison Company, imposing Civil Penalties in the
amount of one huncred {ifty-five thousand dollars ($155,000).

e



Metrupolitan Edison Company

JAN 23 1909

In accordance with Section 2.790 of the NRC's "Rules of Practice," Part 2, Title
10, Code of Federal Regulations, a copy of this letter and the enclosures will
be placed in the NRC's Public Document Roon.

Enclosure:

1. Appendix A

2. Order Impesing Civil
Monetary Penalties

Sincerely,

Victor Stello, Jri
Diractor

Office of Inspection
and Enforcement




AMIMIT AT AAMT RIS
r..".a,h;‘,.-" (,l,‘n il !

THiS
POOR QUALITY PAGES

Appendix A o

For each item of noncompliance and associated Civil Penalty identified in the
Notice of Violation (dated October 25, 1979) the original item of noncompliance
s restated and the Office of Inspection and Enforcement's evaluation and
conclusion regarding the licensee's response *o each item and proposed imposi-
tion of Civil Penalty is presented.

ITEM 1

Staterent of Nonccmpliance

Technical Specification 3/4.7.1, "Turbine Cycle," requires in Section 3.7 3.2
that thres independent steam generator emergency feedwater pumps and associated
flow paths shall be operable during power operations, except: if one emergency
feedwzter system is inoperable it sust be restored to operable status within

72 hours or the plant must be in Hot Shutdown within the next 12 hours.

Contrary to the above, for an undetermined period just prior to the reactor
trip at approximately 0400 hours oa March 28, 1979, the fiow paths to both
steam gensrators were made inoperable by feecwater header isolation valve
closure. (In addition, on January 3, February 26 and March 26, 1979, the flow
paths froa all three emergency feedwater pumps were simultanecusly made
inoperable by feecwater header isolation vazlve closure during the performance
of, axd in accordance with, an improper surveillance test procedure. )

This violation contributed to an aczcident. (Civil Penalty $5,000)

Evaluztion of Licensee Response

The licensee cenies this is an itea of noncompliance and bases that denial on
the assertion that there is only cne emergency feedwater system for Unit 2.
Metropolitan Edison further asserts that the Technical Specifications (TS)
permit the emergercy feecwater system to be incperable for 72 hours and thus
no noncompiiance existed immediately prior to the accident or during previous
urveillance tests. This assertion that inoperability of all emergency feed-
ater capability would or-should be acceptzble for a period of 72 hours is
wholly inconsistent with the minimum eguipzent assumptions used in the analysis
of accidents contazined in Chapter 15 of the FSAR.

Whil. the terminology used in the TMI Unit 2 FSAR describes one system, as

noted by the licensee, the term “systez" in the TS cannot be construed to
support the licensee's assertion. Metropolitan Edison's interpretation of

this term is not supported by the znalysis assumptions used in the FSAR or the
Safety Evaluation Report Analyses. To place this system in a condition contrary
to these assutptions violates the operability of this system; operability is
defined in TS 1.6. i

The licensee further asserts that support for their position is to be found in

an IE Inspection Report. This inspection report (50-289/78-23 and 50-320/78-36)
states that the inspector verified that the required surveillance procedures

had been completed, and that the Technical Specifications requirements concerning
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the frequency of surveillance and the acceptance criteria as specified in the
proceiures were satisfied. There was no attempt during this inspection to
evaluzte the techaical adequacy of the surveillance procedure for Emergency
Feedwzter (SP 2303-M14A/B/C/D/E).

The licensee's response indicates that its analyse. support the conclusions of
the Presicent's Commission on the Accident at Three Mile Island regarding the
effect of the closed EFW valves on the outcome of the accident. That conclusion
is that the closed valves had no significant effect on the outcome of the
accident. This cenclusion is consistent with the evaluation provided in

Secticn 1-4.2.3 of the Investigation Report. In that all of these conclusions
and evaluations concur that the closed EFW valves misled the operators into
drawirg erroneous early conclusions, the item of noencompiiance is appropriately
classified as one which contributed to an accident. '

Conclusion

The itam 2s statec is an item of ncncorpliance. The information provided by
the licensee cises nct provide a basis for modification of the enforcement
actior. In view c¢f Metropolitan Ecison's interpretation of TS 3/4.7.1 and of
our ceaclusions ccacerning this item, 2 supplemental response is requested
which spacifies: (1) each procedure reviewed for Units 1 and 2 which isolates
or defaats part or all of any system whose operation is required by the TS or
by the zccicdent aralysis contained in the FSAR; and (2) the method by which
the operability rejuirements will te satisfied during the conduct of each
procecure identifiad in (1).
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ITEM 2

Statesent of Noncamoliance

The severity and enigqueness of the accident which occurred at Three Mile

Island resulted in a sarked reduction in the normal gooa health physics prac-
tices which are mandated by the NRC Regulations. Under the circumstances of

an accident of this megnitude, the NRC recognizes that in the interest of
reactor saifety a ceparture from normal health physics practices and standards
may sometimes be sandited by the exigencies that exist during such conditions.
However, the KRC ziso believes that the Ticensee, with the resources available
and téking into account the time frame available for conduct of safety-related
functions, could have taken acditional measures to better control the overall
health physics actions anc decisions which were made during the course of the
accident. The following items of noncompliance exemplify unacceptable degrada-
tion from health physics practices pertaining to control of access to high
radiaticn aress, conduct of radiation surveys, and personnel radiation exposure
monitoring.

10 CFr 20.201, “Surveys,” requires in Section (b) that each licensee shal}
make or ciuse tc L2 mzle such survays is may be necessary to comply with the
regulations in 10 CFR 20.

10 CFr 20.2G2, "Persornel Monitoring,"” requires that the licensee supply
appropriate persornel menitoring esuipsent and requires its use for each
individual wihc entars 3 restricted are:z and is likely to receive a dose in
excess cf 25 percent cf th2 apalic:bie value specified in 10 CFR 20.101.

Technical Specificatica 6.12, "High Radiation Area,” requires that each area
in which the intersity of radiaztion is greater than 1000 mrem/hr be provided
with Jocksd doors tc prevest urautiorized entry into the area and that any
individuail entaring the area be equippsd with a continuously indicating dose
rate zonitoring device.

10 CF& 20.1C3, "Exoesure ¢f individuals to concentrations of radioactive
materials in &ir in restricted arezs,” requires in Section (a)(3) that the
licensee sake suitable measurezents of the concentrations of radioactive
materiais in 2ir for cateciing and evaluating airborne radioactivity in
restrictec areas for ihe purpcses ¢f detarmining compliance with the regula-
tion in 10 CFR 20.103(a)(3).

10 CFR 20.101, “Exposure of individuals to radiation in restricted areas,"“
requires that no Ticensee jossass, use or transfer licensed material in such a
manner as to cause any incividual in a restricted area to receive in any
period of one calencar quarter a dose in excess of three rem to the whole
body, or 18 3/4 ez to the hands and forearms, or 7% rem to the skin of the
whole bedy.
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Contrary to the above:
A.

o

©

mm

From 1100 hours cn March 28, 1979, until the afternoon of March 30, 1979,
the doors to the auxiliary building were not locked and access was not
otherwise controlled even though the building was known to be a high
radiation area with radiaticn levels much greater than 1000 mrem/hr
during this perioed;

From the evening of March 28, 1379, unti] the evening of March 29, 1979,

at Teast two entries into the auxiliary building were made by individuals
who were not equipped with a radiation monitoring device which continuously
indicated the dose rate;

" No measurements were made of the concentrations of airborne radioactive

terials in the Unit 2 auxiliary building for periods during which indi-
viduzls were expesed from 1100 hours on March 28, 1979, through midnight,
March 30, 1979, nor in the Unit 1 nuclear sample room and primary chemistry
laboratory for periods during which individuals were exposed from 0400
sours on March 28 through 0800 hours on March 30, 1979;

On Mzrch 28, 1S7%, an Auxiliary Operator was permitted to enter areas of
the zuxiliary building where exposure rates of up to 100 R/hr existed.
Radiztion survey infcrmation and appropriate personne! monitoring were
nol provided to the cperator for this entry. This contributed to the
cperator receiving a whole bedy dose of 3.170 rems. when this dose was
édgec to the operator's previous dose for the quarter, the operator's
quarteriy whele body dose was 3.870 rems as measured by personnel
dosicetry devices;

Cn March 25, 1S7¢, a Nuclear Engineer entered an area of the auxiliary
tuilcing where the radiation level was greater than that which couid be
ceasured Dy his portadle survey instrument (2R/hr). Failure to perform a
survey of the exposure rzte in this area contributed to the individual
receiving 2 whole bocy dose of 3.14 reas for this entry. When this dose
was :dcec to the engineer's previous dose for the quarter, the engineer's
cuarterly whele body dose was 4.175 rems as measured by personnel cdosimetry
cevices; '

Cn March 29, 1578, a Chemist-v Foreman was permitted to repeatedly enter
nigh radiation areas and hana - samples of highly radicactive reactor
coolant. This centributed to the Foreman receiving a whole body dose of
£.100 rezs. When this dose was added to the Foreman's previous dase for
the cuarter, the Foreman's quarterly whole body dose was 4.115 rems as
ceasured by perscnnel dosimetry devices;

On March 2S5, 1879, a Chemistry Foreman and a Radiation Protection Foreman
were peraitted to handle a highly radiocactive reactor coolant sample
without adequate personnel monitoring and without first performing a
survey of hond and foreara exposure rates. Handling of this sample
resulted in 2 calculated dose to the hands and forearms of the Chemistry
forezan of about 147 rems and a calculated dose to the hands and forearms
of the Radiaticn Protecticn Foreman in the range of 44 to 54 rems; and
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On March 28, and March 29, 1979, several individuals received skin
contamination of the hand and other parts of the body sufficient to cause
exposure rates in the range of 20-100 mR/hr when measured with a hand-held
survey instrument and no evaluation of the dose to the skin of these
individuzls was made.

Each day constitutes a separate vislation, [March 28 (A, B, C and H), March 29
(A, 8,C, D, E, F, G, and H), March 30 (A and C)]; a civil penalty of $5,000
is lmposed f0' each (Cumwlatxve Civil Penalty $15,000)

Evaluation of Licensee Resoonse

A.

_The response to example 2.A acmits noncompliance but argues that the

overzll access control progras was reasonable under the circumstances and
was in conformance with 10 CFR 20. 10 CFR 20.203(c)(2)(iii) requires
positive control over each individual entry. NUREG 0600 (pages II-3-34,
35, 54, 57, 70 and 71) establishes that such control was not exercised.

he h?u COPt1ﬁu€S to belisve that, with the resources available, addi-
tionzl measures could and should have been taken to better contro] access
to high radiztion areas. The ccmmitment for corrective action does not
state specific changes to be zade tu the health physics program to improve
dccess control nor cdoes it state the date when full compliance will be
échieved.

The respense Lo examplie 2.8 acnits noncomp11a c@ Dut requests remission

cr mitigation of the propssed penzlty since the number of instruments
available was insufficient to meet demand. The response also states that
each individual entering the Auxiliary 8u11d1ng had "some awareness of
information ¢ dose rates” based on previous surveys and the number of
individuals ¢ ‘erexposed wes lcw and exposures were not s1gn1f1cant1y

dove Timits. The fact that zn insufficient number of instruments was
available does not relieve the 1w~ensee of responsibility for providing
such instruments o individuals entering high radiation areas as requirad
by technical specifications. The fact that more than half of the licensee's
survey instruments were out of service for maintenance or calibration
uncoudtecly contributed to this problem. Informing individuzls of previsus
survey results does not provice protection eg.ivalent to equipping them
with 2 monitering device as required by Technical Specificaticns anc does
not provide adequate protecticn when radiation levels are as high and
variadle as they were during the period in question. The NRC does not
believe that any of the overexposures which occurred at TMI were justified;
and certaxn1y does not accept the statement that there were "few overexpo-
sures” as justification for nct providing monitoring oev1ces to individuals
entering high radiation arezs. The response stated that “"site monitoring
devices will be reevaluated and enhanced as necessary" but did not describe
specific steps to be taken nor the date when full compliance will be
achieved.

The response to exampie 2.C denies noncompliance. The denial is based on
the licensee's beijef that anzlysis of air sampies was impossible due to
the loss of counting room facilities, that urgent need for access in some
cases justified entries without air samples, that coliection of air
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samples would have caused unnecessary radiation exposure, and that the
evaluation performed met the survey requirements of 10 CFR 20.201(b).
Analysis of air samples was possible and should have been done since the
concentration of radioactive materials in the air was not known. Such
analysis could have been performed initially using the licensee's portable
instrumentation and later by NRC and licensee contractor mobile labs

which arrived onsite March 28 and 29 respectively. Air samples could

have been collected and analyzed without delay of vital entries into the
Auxiliary Building and without receipt of excessive radiation exposure.
Although 10 CFR 20.201(b) requires surveys to include physical measurements
of concentrations of radicactive material only when such measurements are

. éppropriate, such measurements were appropriate in this case and should

have been made. The commitment for corrective action states that additional
air monitoring equipment is in place, but provides no-information regarding
the amount of equipment, performance capability, or intended use. The
response also stites that retraining programs will place additional

emphasis on air sampling technigues but the techniques to be emphasized

ére not describec anc no information is provided regarding results

éichieved due to corrective steps taken. The date when full compliance

will be achieved is nat specified.

The response to exampie 2.0 admits noncompliance but requests remission
er mitigation of the oroposed penalty based on the licensee's intent to
7ollow sound health physics practices. The circumstances relited to the
tverexposure cited in example 2.0 exerplify lack of sound health physics
practices. For zxample, the overexposed individual was nct briefed on
raciclogical cenciticas prior to entering the building, he did not carry
¢ high-range dosineter, access controls were ineffective for preventing
tis reentry, ever though he wzs contaminated, and he made a reentry even
thecugh his lew-range seif-reading dosimeter was offscale. Other examples
ére cescribec in Section 3.2.4.7 of the Investigation Repert. Although
the licensee sugcasts ctherwise, azppropriate instrumentation was not
crovided since the individual did not have a high-range desimeter and
=ace a re-entry even though his low-range pocket dosimeter was offscale.
Although there was no doust of the intent on the part of the individual
anc management tc follow sound health physics principles, the individual
had not Geen provided an understanding of health physics principles and
ranagement controls were not sufficiently effective to protect him. The
response states that certain actions are being taken which could correct
this problem such as revisions to Emergency Plan implementing procedures
and changes in retraining programs, but the specific steps which have
been taken and results achieved, the steps to be taken, and the date when
full compliance will bDe azchieved are not stated.

The response to example 2.E acmits noncompliance but requests remission

or mitigation of the proposed penalty based on the Ticensee's belief that
the entry was vital to pudblic safety and that proper radiological practices
were followed to the degree possible. The NRC agrees that the entry was
Jjustified but does not agree that proper radiological practices were
followed to the csgree possible. The two engineers should have promptly
exited the auxiliary building when their only high-range survey instrument
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failed. Instead, they continued on even though their low-range instrument
vas Trequently “pegged" [radiation levels exceeded the instruments' capa-
2ilities]. Although identifying the source of leakage was important,

the probiez had been recegnized for at least 12 hours preceding the

entry and the additional delay which would have resulted from exit to
replece the failed instrument would not have affected public health or
sately. More effective training of radiation workers and radiation
chemistry technicians is essential to preventing recurrence of this
probiem, but the response does not describe specific steps to be taken in
this regerd nor does it specify the date when full compliance is to be
ichieved.

F-G." The respcnse to examples 2.F and 2.G zdmits noncompliance but requests
Giticaticn or resission based on the licensee's belief that measures
taken to nininize exposure were reasonable under the circumstances.
Althcugh scame plaaning was done and protective measures were taken which
racuced exposure, the plasning was not sufficient to anticipate the high
Cose rates enccurtered nor to identify the need for extremity monitoring.
:n acdition, the dose receivesd by the Chemistry Foreman during a previous
sampling operaticn was not taken into account when planning the sampling
in question. The NRC balieves that tha overexposures resulting from this
samdiing were unjustified and could have been prevented by more effective
rredlanning. The response stites that special handling, tools, shielding,
&g trairing of cremistry personnel will be provided; however, this
comaiiment lazks specificity iand fails to address the more general area
¢f preplaanirg f2r all radiolegical work. No date is specified for full
compiiance.

H. ine respease 6 items 2.H admits noncompliance and states that dose
é7aluations rive Seen comdleted and resorts made to the NRC as required.
Ry spacific correstive steps were specified for assuring more prompt
esaliaticy of personnal contarination in the future.

o

Coenclusion

The itams zs stated are jtams of nencompliance. The information provided in
the licensese's responss cdoes nct provice justification for withdrawing any of
the examples of noacompliance cited, nor does it provide justi’ication for
remission or mitigition of the prososed penalty. Commitments provided for
correciive action are incosplete as discussed. A supplemental response is
requested which specifies in grezter detail: (1) the corrective steps which
have bzen taken and results achieved; (2) corrective steps which will be taken
Lo aveid further ite=s of noncompliance; and, (3) the date when full compliance
will bz achieved. This supplementa]l information is requested for each example
Tisted.
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ITEM 3

Statezent of Noncompliance

Technical Specification 6.5.1, "Plant Operations Review Committee," requires
in Section 6.5.1.8.a, that the Plant Operations Review Committee (PORC) review
all procedures (and changes thereto) required by Technical Specification 6.8
and any other procedure (or change) determined to affect nuclear safety.

Contrary to the above, inadequate reviews were performed on both Procedure
Change Recuest No. 2-78-707, Revision & to Surveillance Procedure 2303-M27A/8,
and Procecure Change Raquest No. 2-78-895, Revision 8 to Surveillance Procedure
2303-K14A/8/C/0/E; both were reviewed and zpproved by the PORC (November 9,
1878 and August 15, 1678 respectively). Each approved change included a valve
lineus which resulted in emergency feedwater header isolation, contrary to
Technical Specificaticn 3/4.7.1 requirements.

se inadeguate reviews constitutes a separate violation which
¢ &n accident; a civil penalty of $5,000 is imposed for each.
Civil Penalty $10,000)
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this item of noncompliance on the basis that the PORC

re in guastion and that, as discussed in its response to

/&s nct contrary te the reguirements of TS 3/4.7.1.
eaih procelure, this review failed to identify the

izanc2 of changes to the surveillance procedures. Based on IE's
the ncntompliiance cited in Item 1 and on a review of the opera-
aents of the Emergency Feedwater System, the PORC review was

€. The PIRC aenbars should have recognized that implementation of

e Frocedure 2303-M27A/B or 2303-M14A/B/C/D/E would result in

eac~atler heiacer isolation, contrary to technical specifications.

“h ()

energsncy

The licensae e&sserts that changes to the surveillance procedures were made to
tzke inte acccunt unnecessary therza) shock to the emergency feedwater nozzles
and tc cbtain repeatable results for tess required by the ASME Code. While
Metropolitan Ediscn's aotives to reduce thermal shock to these nozzles and
obtain repaatasle test results may have merit, this does not absolve the
licensee of tre responsibility to conduct cperations in accordance with
regulztory recuirements.

Conclusion

The item, as stated, is an itea of noncompiiance. The information provided by
the licensee coes not provide a basis for modification of the enforcement

action.

The licensee should acdress in a supplemental response the actions to be taken
to assure PORC memdbers have *he necessary technical expertise to demonstrate a
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clear understanding of the implications of TS requirements and system
operability requirements as stated in the 7S and FSAR. The specific further
examples of similar test procedures contained in the response of the licensee
should be included in the review of procedures planned by the licensee.

The licensee should also address an appropriate target date for the completion
of these reviews.
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ITEM 4.A

Statement of Noncompliance

Technical Specification 5.8, "Procedures," reguires in Section 6.8.1 that
procedures be established, implemented and maintained covering identified
activities.

Emergency Procecure 2202-1.5, "Pressurizer System Failure," Revision 3,
requires in Secticn A.2.8.1 that electromatic relief isolation valve RC-R2 be
closed if, ameng other things, the valve discharge line temperature exceeds
the normal 130°F.

Contrary to the above, the electrosatic relief valve discharge line temperature
had been in the range of 180°-200°F since October of 1978 and isolatios valve
RC-R2 was not closed as of 0400 hours on March 28, 1979. Additionally, on
March 28, 1979, the discharge line temperature of 283°F was noted at 0521
hours, but the isclation valve RC-R2 was nct closed until 0619 hours, allowing
a significant loss of RC inventory.

Each cay the plant cperated in noncompiiance with this procedure constitutes a
separzte viclation, a civil penalty of $5,000 is imposed for each. (Cumulative
Civil Penalty $€3C,000)

Evaluztion of Licensee Respons2

id reac RC-V2 in ths Statement of Nencompliance. This typograpical
appeared in the October 25, 1979 letter.]

The licensee denies this item of nancompliance. The basis for this denial is
their asserticn that the existence of cne or more “symptoms" as listed in an
erergency procecure dees not call for implementation of the associated immediate
and foliowup ecticns. The licznsez also asserts that such implementation

would be contrary tc the understanding of Metropolitan Edison perscnnel at the
time c¢f the accident.

Interviews and discussions with plant personnel during the course of the
investigation did not demenstrate a generally accepted understanding by the
TMI starf that symtoms do not require implementation of ihe emergency proce-
dures or that all symptoms must exist before any actions are tzken. The
icentification of 2 single syratom is, as noted in the licensee's response, a
signal that conditions sheculd Se examined to determine whether a problem
exists. It is this examination which allows the operator to implement all of
the appropriate pmcedures to insure that plant safety is maintained, and that
license requirements are not violated. The fundamental method of determining
whether the PORV was leaking is the only immediate action stated in the Emer-
gency Procedure: shut RC-V2. The position stated by the licensee that no
action is required after the identification of a "symptom" or an abnormal
cendition is not consistent with operator training nor is it consistent with a
conservative appreoach to nuclear safet’. Licensees are required under emer-
gency procecures izplementing 7S to iniure that abnormal conditions will *»
identified, evaluated, and as zpprepriite, corrected.
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In any event, of the 4 symptoms listed in Emergency Procedure 2202-1.5, 3 were
identified by plant operators prior to the accident, NUREG 0500, Section 1.2.4.
These 4 symptoms were identified, and deliberate operator actions were taken
based upon existing pressurizer system conditions. However, Emergency Procedure
2202-1.5 was not follcowed.

1. Symptom 1 of a leaking PCRY is a high valve discharge line temperature.
The iicensee acmits that the relief valve discharge temperaturz exceeded
the 130°F nomal temperature during the October 1878 to March 1579 period.
The Ticensee asserts that the PORV was not leaking during the October-
Januzry pericd, and that the high temperature was caused by a leaking
code relier vaive (RVIA). However, even if this determination was correct,

. the licensee faiied to follow the Emergency Procedure in that the high

temperatures were not placed on the Analog Trend Recorder.

Metropclitan Icison further asserts that these high temperature readings
ware due to plant design {conductive heating and temperature sensor
location).® The licensee is responsible for insuring that all procedures
ire consistert with plant design in order to assure safe cperation. The
licensee's assertion leads to the untenable position that plant procedures
coulc not be fcliswed due to ;lant design.

2 Symptom 2 of a lezking 203V (2C-R2) is RC drain tank pressure above
rormal. This syrotom alss existed prior to the accident. The operators
ware operatiry the RCIT transfer pump continuously to maintain the RCOT
temperature (ind oressure) at ambient conditions with appirent valve
‘eakage into tha tank. Tiis continuous operation of the crain pump was
znother indiciticn that a proslem existed.

Svmatom 3 of 2 |
for the variasia |
This sympton <es

tetwean the RI07 2nd the Make-Up Tank. This third condition also existed
prior ts the :ccident.

(o

g 205V (RC-RZ) is RC System makeup flow zdove normal
swn flow and RC pump <22l in-leakage conditions.

Symptom 4 of 3 Tezking PQ3V (RC-R2) is boric acid concentration
continualiy iscreizsing in the pressurizer. While not identified in NURSG
0500, in orde~ <o egualize boron concentration, pressurizer water was
being recirculated through the spray valve. Even though all of these
symptoms exisied simultaneously and were identified prior to the accident,
the proper procedure (Emergency Procedure 2202-1.5) was not followed.

i

Prior to the azcicant ‘he PORV discharse temperature was approximately 180°F,
This condition excze<s the norzal (130°F) by approximately 50°F. The cperators
expected to see this temperalure above normal without taking action as specified

* Considering the >ressurizer temperature necessary to maintain the reactor
coclant pressure ccnditions the licensee uses to support its conductive
heating theory, we conclude that conductive heating is an unlikely
expianation of the PORV discharge line temperatures for the period from
Octooer 1978 to March 1978.
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in Emercency Procsdure 2202-1.5. As outlined in Appendix I-A of NUREG 0600,
at about +3 seconds into the accident sequence the reactor coclant drain tank
pressure began to increase. The PORV opened at approximately +6 seconds, and
at approximately +13 seconds should have shut. At +30 seconds the reactor
pressure decreased o the low-pressure-trip setpoint (1940 psig) and the PQRV
discharge temoerature reached 239°F. This temperature was not placed on the
trend recorder; an action which would have helped in identifving an open PORV.
At +14 minutes, the reactor coolant drain tank [RCOT] rupture disc blew out
and the reactor building pressure increased. Despite these conditions, all of
which indicatsd an open PORV, no action was taken to shut RC-V2 until 2 hours
and 1€ minutes into tne accident.

The licensee zlso asserts that there is no indication that this procedure or
the history of pilot-cperated (electromatic) relief valve [PORV] discharge line
temperature delayed recognition that the PORV had stuck open during the course
of the accident. Shutting the relief isolation valve early in the accident
coulid have prevenied the accident entirely, reducing it to an operational
transient. There is 2 clear indication that recognition of an open PORY was
delayzd in part by the past history of the discharge line temperature ia that
the Erergency Procedure had not been implemented. Much of the response of the
licensee zdcrsssec these many valid technical reasons which shculd have proroted
a review &nd revisicn to the applicable emergency procedure tec make it appro-

he 2

priate to the existing plant conditions. Those revisions were not aade, and
therefore, the prccedure was ignered rather than implemented.

As adcressed in tr2 irvestization report, it was recognized that there is a
certain ccamorality Delween a leaking PORV ind a leaking safety valve (zp

[-1 3,3); hewever, the appropriate diagnestic actions to differentiate Setwesn
symplons inciuding the use of the analog trend recorders were 2l1so not initiated.
The licensze, in its response, refers o the findings of the President's
Commission on the Accident at Three Mile Isiand, specifically, the Techrical
Staff Anmaiysis Rerart on Technical Assessmeat of Operating, Abrormal, ard
Erergency Procaduras (Octoder 1979). A review of the referenced document
(page 1Z) shows that the Presidential Commissien also concluded that the
symptens cascribec abeve require closure of the PORV isolation valve.

Conclusion

The item, as stated, is an item of noncompliance. The information presented
by the licenses dc2s not provide a tasis for modification of the enforcement
action. .

The corrective actions prozosed by the licensee to prevent recurrence of

similar conditicns lack the specificity to permit evaluation. It is uncerstood
that the specific revisions to the PORV as regards position indication and
leakage cdeterzination will be part of the review of the restart proposal Tor
Unit 1 and, at some later cate, Unit 2. Hewever, the licensee should address

in & supplemental respense those steps being taken to assure that changed

plant operating ccaditions will be factored promptly into emergency and
operating procadures to assure that such procedures remain appropriate ‘or
staff use. Acditicnally, the actions required upon identification of "symptoms®
should be included in this response.
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ITEM 4.8

Statesent of Noncomoliance

Techrical Specification 6.8, “Procedures," requires in Section 6.8.1 that
procecures be established, implemented and maintained covering identified
activities.

8.1.

(8 3]
ro

imergency Procedure 2202-1.3, “Loss of Reactor Coolant/Reactor Coolant
System Pressure,"” Revision 11, requires in Sections B.2.2.3, B.3.5.2 and
A.3.2.5: that high pressure injecticn is initiated on low RCS pressure
(1600 psig), and that the cperator verify high pressure injection is

.cperzting precperiy as evidenced by flow in all four legs (250 gpm); that

ilows be mzintained at this rate by throttiing as RCS pressure drops; and
that high pressure injection not be terminated until RCS pressure can be
saintained atove the reset point (1640 psig) or until low pressure injec-
tion flow is estzblished at 3000 gpm.

Contrary to the zdove:
i t C4C5 on March 28, 187¢%, high pressure injection flow was
to minimum concitions even though RCS pressure was less
psi and failing, and without lcw pressure injection flow
.-l
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varicus times throughcut the day of March 28, 1979, the high
2ssure i1“°c~1an svstea was mocdified such that the required flow
tes were rot maintained during continuing low pressure conditions
thin the RIS following the period when the reactor coolant pumps
re sticoped and the high pressure injection system was the only

ce zvzilable for the removal of core decay heat.

2 0 -

Energency Procedure 2202-1.3, "Loss of Reactor Coolant/Reacter Coolant
Svsten Prassure," Revisica 11, requires certain actions toc be taken
foilcwing the automatic initiatien of high pressure injection ncluding
in Sectien 3.3.1, that ai! ZSF egquipment is verified to be in .ts £SF
cosition (cafab:e of perferning its intended function).

Contrary to the zbove, during the period of approximately 0600 hours
th1: 1300 hours on March 28, 1979, during continuing low pressure condi-

ions within the RCS, the Core Flood System was removed from its ESF
"051.101 (rendered 1noperab1e) by clesing both tank isolation valves.
[This pertion of the ESF was inactivated during a period when reduction
ci Reacter Ccolant System pressure was not the immediate goal. This
resoved froca service this safety feature during a period when it cculd
have been called upon. In the course of the accident while at:enp;1ng to
capressurize to activate the cdecay heat removal system NRC recognized
that it was necessary to isclate the core flood system and encouragad
this action. This citation does not apply to isolation during this

attespt. ]

This violation contributed %o an accident. (Civil Penalty $5,000)
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Evaluztion of Licensee Response

The licensee cdenies this item of nonccmpliance, and responded to each example
separately.

The licensee's cenial of noncompliance Itez 4.8.1 is based upon twe premises.
The first is that procecdural compliance can only be ascertzined after deter-
mining which procedures were applicable and were in use. The second is that
anbiguities and iraccuracies in procedures due to the limits of accident
analysis predicticns sufficiently confused the interpretation of the situation
$0 as to reascnably justify operator actions.

The mitter of procedural compliance must be limited to those procecdures
appllcable to an event. However, the identification of symptoms applicable to
fferent procedures should be fo]lowed by evaluation of these symptoms. It
1s intumbent Lden the licensee to insure that these two steps zare properly
complieted. Trese steps (identification and evaluaticn) were not properly

omp isted.

The NiC reccgrizes that there may be ambiguities and inaccuracies in procedures
due tc lizits of accicant anaiysis predictions. It is precisely such concerns
cver the inadility to develop serfact procedures which have preduced industry

and regulztory recuiresents on the scope and detail of the training and
retra‘ning pregrans fer opera:ing sersonnel. The 1nvestig°’ion Report identified
a numser ¢

reg

f ;*oce~ar=s being luuie ‘ented aimost simultaneously by the operating
s
ce

statf, ang &s ncted in Section I-2 of that report, numercus instancas of
acprocriate cenplietion of procs c;r-n razquirements. The licansee response
indicites a3 number of such precedural compliance examples and these paraliel
the fincirgs surmerized in the Investigaticn Report.

The centrzl issue in tiis examsle of noncozoliance is that the facility
experienced a loss cf zecolant 2ccident, and the operator action to limit HPI
flow »3s rot in accorcince with TMI Unit 2 Imergency Procecdure 2202-1.3, “Loss
of Rezctor Coclant/Reaztor Cociant System Pressure." This procedure (11

Secti ts

icn 3} Tists eight symptoms indicative of a leak or rupture of sufficient
size such that the Engineered Safety Features System, including hich pressure
safety injection, are zutonatically initiated. Such an automatic initiation
did occur at the *=g\nn1ng of the TMI accident. Four o these symptoms existed
pricr to the time that the reactor fuel became uncovered. These were:

rapid, ceatinuing decreass of reactor coolant pressure;
figh reacter building ambient temperature;

High reactor buiiding sump level; and

Righ reactor buiiding pressure.

da o PO B4

The fzur iisted symptcas that did not exist were:
5 % rapidly decreasing make-us tank level;

2. rapid dacrease of pressurizer level;
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3. High radiaticn in the reactor building; and

4. Decreasing c:zre flood tank level and pressure which would not be expected
0 occur, as the ainiaum pressure experienced during the ear]y phases of
the accicent was 660 psi, and the core flood tanks begin to inject at 600

psig.

Thus the evidance available to the operators, in concert with their training
in PWR technology, was indicative of a reactor coolant loss.

The Escergancy Procacure repeatedly states the necessity of maintaining both
pressurizer level and ACS pressure above the 1640 psig safety injection initi-
ation point. Ites A.3.2.5, for example, specifically cautions that, if the
level cannot te mzintzined above 230 inches and pressure cannot be maintained
above 1840 psig, the rlant has suffered a major rupture and recuires operatio.
in accordance with the section ¢F the Procadure (Part 3) applicable to this
conditien {emchasis acded). This section requires establishing an HPI flow of
250 gzm to eazh of the four re:ictor coolan: legs (125 gpm if one HPI pump
faiis to star:). leoatrary to this requirezent, although the pressure resained
below 1€47 avier e first 3 minut:ss of the accident, the net addition rate to

in
the RCS was reduced tc an average :f acout 25 ¢om during most of the first 3%

hours.
The licensee's r2:ly s priposad izem of ncncompliance 4.8.2 states that the
Core Flcoc Tarc ieslation valves (CF-YI A and B) were not shut during the
perioc cited (J€13C hou=s uati) 1207 hours). This response further states that
the eiscirical breskers {narmaily locked ozen) must be mancaliy shut before
the velves can ba shut froz the z¢strol roca.  The Investigation Report estab-
lishac (Sectiea 4.3, pige [-4-28, ¢ Interviews 95 and 198) that the valves
were siut 3t aprocimately 0500 nours. This finding is based on testimeny of
N operalions speritor and a shift supervicor. The operations operator stated
that he Droke the "ocks off of the brezkers, and then shut the breakers. This
action aliowsc the Cors Flzod Systea isolation valves to be shut from the
contrel rcom. The shift supervisor stated that he shut these isolation valves
from tie Control F:oq.

Coiclusion

Item 4.8.1, as stated, is 2n ite= cf noncorsliance. The cerrective actions
proposad by th: lizensee arpear a2dequate to preclude recurrence. These proce-
dural reviews and improvemants will be subject to review during evaluation of
the restart propos:l fer Unit 1 and, at a later date, Unit 2.

Item 4.8.2, as stated, is an item of acncompliance. The licensee should
address in a supplazenial response those measures to be taken to insure that
ihe operadility recuirzzents of Engineered Safety Features are met during all
phases o7 operation.

0 pre

provida 2 basis fo- =0

The information provided by the licensee for Items 4.8.1 and 4.3.2 does not
Zificaticn of the enforcement action.
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ITEM 4.C

Statezent o7 VNonceomoliance

Technical Specification 6.8, "Procedures," requires in Section 6.8.1 that
procecures be established, implemented and maintained covering identified
activities.

Cperating Procedure 2104-6.2, "Emergency Diesels and Auxiliaries," Revision . B
estabiishes the procecures for the control of the emergency diesel generators:

1. . Section £.10, "Diesel Generater - Automatic Start Upen Engineered Safety
features Actuatien," statas in the closing step, 4.10.6, that the unit
can be shutdown after the Engineered Safeguards Feature actuation has
been clezred.

Section ¢.8, "Diesel Generator 1A(13) Shutdown to Emergency Standby,”
states in the clesing stes, 4.6.5, to place the diesel generator on
standby in accercance with Section 4.2; and

ey

fection 2.2, whern corpletad, establishes conditions for actomatically
ing the diasels upon actuation of an Engineered Safeguards Feature
luding raquirements tc place the “Emergency Stancby/Maintenance
" sWitch in tie Enmergancy Standby position and resetting the fue)

=
4

Contriry to tha atove, at 3
13 diesel generater fu2l ra
automatic start of the dies

i

from the cont ol roocm unti

A
re manually tripped, thereby preventing an
erators ugon ESF actuation and manual start
e

3

s viclation hac the potential to contritute to an accident. (Civil Penalty
003)

'«
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LiZens2e Resdonsa

O
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The licensee zdmits that the item as described above is an item of nancompliance.

Conclusion

The item &s statad is an zdmitted item of norn.ompliance. The licensee has not
requested mitigation c¢f the Civil Penalty for this item.
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ITEM 4.D

oy

tatesent of Noncomoliance

Technical Specification 6.8, "Procedures," requires in Section 5§.8.1 that
procedures be estzblished, implemented and maintained covering identified
activities.

Emergency Procecure 2202-2.2, “Loss of Feedwater," Revision 3, requires in
Section 2.8.2.d that the cperator adjust feed flow to control steam generator
Tevels at 30 inchss.

Contrary to the above, from approximately 0532 hours until 0543 hours, the
Tgve} in A steam c2nerator decreased to 10 inches (the minimum level indica-
tion) while the A stezn generator level was being controlled manually.

This is an infracticn. (Civil Penalty $3,600)

y
tvaluztion of Licensee Resoonse
The licensee cenies this is an ites of noncompliance and bases that denial on
the assertion that curing the time frame indicated in the item, the referenced
procecure did nct apply.
The circumstarzes asscziatad with the noncenpliance were reviewed and compared

~

the recuirenents of Emergency Procecure 2202-2.2, "lLoss of Feedwater. "

Tre asserticn in the licensee response that Section 2202-2.28, "Loss of Main
Feedwater Flow to Jna OTSG" would be the appropriate procecure is not supported
since it address2s a loss of u2in feedwater to a single gersrator while the
Unit s in operatisn. The conditicn at the time was the czse when no main
feedwaler was availadia (bsth oumps hac tripped at the start of the accident).
Therefore, Section 2202-2.2A, “"Loss of Main Feedwater Flow 20 Both 0TSG's,"
remains the apsropriata procedure.

The licenseze correctly points cut that the procedural requirement referenced
in the iten of norzompiiance is in that portion of the procedurs which is
applicable to tha case when the loss of main feedwater is due to the feedwater
vaives closing. However, there is clear indication in both Sections 2.8.1 and
2.8.2 of the goal of ma2intzining a 30-inch level in the generators when they
are being fed (manually or autcmatically) by the emergency feedwater system.
The investigation team considered the failure to mzintain the level as the
jtem of noncompliznce, not the rate at which level was recovered once it was
lost.

Since thess actions were involved just at the time of the shutdown of the

second pair of reastor coolant pumps, it includes the period of preparation to
use the natural circulation mode of cooling, which is controlled by Operating
Procecura 2102-3.3, "Decay Heat Removal Via OTSG." Since the operator actions
invelved in the noncompliance included dealing with a transient situation, and
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moving between two sets of procedural controls, the review of thig item
provides a basis for modification of the proposed enforcement action.

Conclusion

A review of the circumstances and actions involved with this item shows that
the licensee failed to maintain the steam generators at the desired level.
However, this review showed that this item was not a noncompliance. We are
concerned that the licensee failed to maintain a heat sink to provide a means
to cocl the core. The licensee is requested to address in a supplemental
response the actions to be taken, including procedural improvements, to estab-
lish the reguired stean generator water level in all modes of feedwater or
ezergancCy. feecwater acdition.

Ites £.D is withdrawn and the Civil Penalty of $3,000 is remitted.
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ITEM 4.E

tateaent of Noncomoliance

Technical Specification 6.8, "Procedures,” requires in Section 6.8.1 that
procedures be estzblished, impiemented and maintained covering identified
activities,

E. Three Mile Islanc Nuclear Station Administrative Procedure 1004, “Three
Mile Islind Zmergcency Plan 1004," Revision 2, dated February 15, 1978:

3 b Reguires in Secticn 2.1 that the "Station Superintendent/Senior Unit
. Superintendent, Unit Supt/Shift Supervisor/Unit Supt - Technical
Support in the Control Room will, after reviewing the emergency
conciticns, classify the emergency as one of the following:
"a. Perscnra2]l cr Lecal Emergency,
"B. Site Ersrgency, and

c. Gereral Emergency

"He will make this classification according to the condition of
Tad'e 1 of this 2lan, and initiate actions according to the
tmargeacy Plan Izplementing Procedures, and according to his own
best jusgemeat;" and

2 States in Tadle 1 of Section 2.1 that a Site Emergency exists when
there is a reactor buiiding high range gamma monitor alert alarm
(Cordition Na. e).

Contrary to the &hove:

i AcC2cuate written procedures were not established and impiemented in
that Section 2.1 of Procedure 1004 for implementing the Emergency
Plan lacked sufficient specificity and failed to result in a Site
Emergency being declared at approximately 0430 on March 28, 1979,
even thcugh primary system pressure had decreased to the point where
safely injection was automatically initiated and a reactor building
sumz high level alara existed; and

Z. A site emerganCy was not declared at 0635 hours on March 28, 1979,
at wnich tize Condition "e" of Three Mile Island Emergency Plan 1004
had occurred.

This is an infracticn. (Civil Penalty $4,000)

Evaluztion o7 Licensee Resnonse

The licensee's response to Iten 4.t denied noncompiiance. Regarding 4.£.1,
the Ticensee adaits that greater specificity is needed in emergency plan
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inpleaenting procesdures but implies the procedures were adequate to meet
regulatory requirements. The NRC continues to believe that the procedure did
not cleariy identify those factors required to declare a site emergency. As a
result, the licensee failed to declare an emergency in a timely manner.
Technical Speci.i cation 6.8 reguires that procedures be established covering
identified activities. The mere existence of an inudequate procedure does not
fulfill this requirement.

Regarding 4.£.2, the licensee argues that the dome monitor alert alarm occurred
at 0643 hours instead of 0635 as stated in the Investigation Report and that a
site emergency was ceclared at 0650 instead of 0655. Since it is understandable
that diTferent involved individuals recall the time as being a few minutes
different in cne cirection or the other, and since the time differences are so
small, the NRC has deciced to withdraw this portion of the item of noncompliance.
The cemmitment for corrective action is acceptzble except the date for implemen-
tation of the revised training drill program is not specified.

Concliusion

Item 3.E.1, 2s stited, is an item of ncncompliance. Item 4.£.2 is withdrawn.
Tre Civil Penzliy is ;3r°*a]l\ remittec in the amount of $2,000.00. The
cerrective acticn spacified is incomplete in that the date full compliance is
to be achievec is nct specified. A SJ:pWe:entaT response s requested to
provice this inTommatisn.
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ITEM 4. F

Statesent of Noncemoliance

Three Mile Island Nuclear Station Health Physics Procedure 1670.3, "Emergency
Training an¢ Emergency Drills," Revision 4, dated January 16, 1978:

1. Identifies in Section 3.1, the on-site emergency job categories and
requires that training praograns for these categories will be conducted on
&n annual (calendar year) basis; and

2.  lescribes in Section 3.1.1 through 3.1.9, the training pregram for a”]
en-site energency job categories.

Contrzry to ths above, during calendar year 1978, not all individuals having
emerganCy raesponsidilities ware trzined in that two Emergency Directors, one
Accident Assassment irdividual, eight Raciclogical Mcnitoring Team Members,
and 37 Repair Party Team Mambers hid net received the specified training. In
acdition cn Mzrch 28, 1978, during an emargency, at least four individuzls who
wére issicned as required members of a Radiological Monitoring Team and seven
individuais why were 2ssigned 2s riquirec pembers of a Repair Party Teanm

perTorted ararjency duties for which they were not t ained.

T

his is arm iafraction. (Civil Penzlty $4,000)

ts response to item 4.F admits noncompliance zand
nalty, the licensee seemingly minimizes the signif-
ency training Cy emphasizing the amount of training
ing that the incomplete portion did not have a
< acverce aflect on Jerfermance. The NRC believes that many of the
ssociated with tse licansee's hezlth physics performance following
7t could have besn prevented by zore effective training in this
area. The cormitisent for corrective action is acceptable.

Cenclusion

The item as stated is an item of ncncompliance. The licensee has not rzquested
mitigztion of the Civil Penalty for this item.
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ITEM 4.6

tatenent of Noncompliance

Technical Specificatien 6.8, “Procedures,” requires in Sect?on §.8.l_t§at
procecures be established, imciemented and maintained covering identified
activities. '

Station Administrative Procedure 1002, "Rules for the Protection of Employees
Working oa Clectrical and Mechanical Apparatus," Revision 14, requires in
Secticns 4.3, 4.4, and £.5 that on restoration of eguipment to service, removed
tags will have all recuired information entered therecn and then be suitadbly
store¢, and that the shift forezan shall approve equipment operation by signing
the original tagging zpplication. Additicnally, Station Coerrective Maintenance
Procecure 1407-1, Revision 0, specifies in Section 5.0, “Jecb Ticket (Work
Request) Flow," the step-by-stsp process fer initiating, processing, ocbtaining
epprovals, and ultimate filing cf the "Jecb Package" which will include, among
cther thirgs, dociumentation of corrective zction taken (resolution description
and certification of satisfactory rost maintenance testing) and Station

Prevertative Maintenarce Procesure £-2, "Cielectric Check of insulatioen,

Motors anz Catles," spacifies aow t0 mike the measurements and contains data
neets for recording the values mezsurad.

L)

Contrary to the abtove, when inspecied cn June 20, 1979, the tagging acplication
could nct be founc for mainter:ince performed in January 1879, cn Erergency
Feedwzier isolaticn valves (EF-VI2i, 123, 32A, 32B, 334, and 233). N suitable
documentaticn te ceteraine whethar the maintenance work had been completed,
tags ramoved, acceptance criteria zet, or valves approved for coeration could
be found. The TMI-2 raintenanze log 1ists this work request as obeing in an
open status as of June 22, 1873,

This is a deficiency. (Civid renaity £2,002)

m

]
'

0

gns2e Rasoons:

valuztion of

The licensee zdmits that this is a3 item of noncompliance, and the corrective
actions proposacd and in force appesr adeguate pending site followup.

Cenclusion
The item is an admitted item of ncacompliance. The information provided by

the licensee does not provide 2 basis, nor a request, for modification of this
enforcemant action.
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ITEM §

tatesent of Noncamoliance

Technical Specificaticn 6.8, "Procadures” —equires in Section 6.8.2 that
changss to procedures which implement the Zmergency Plan :hzl) be reviewed by
the Plant Operaticns Review Committee and zpproved by the Unit Superintendent
pricr to implementaticn.

Contriry to the a,ove a change tc Stalion Health Physics Procedure 18670.7,
"Emargencv Assembly, Accountability and Evaluation," was made without the
required revisw acd a,proval An 3zdditionzl assemoly area was designated and
the method ussd t2 perform account:zbility was modified by a memorandum dated
October 13, 1378, froz the Radiation Pretection Supervisor to all departments.
As a resuit, ¢n P’rch 28, 1978, in response to an emergency, some licensee
personnel fcliowed the approved procedure while others followed the guidance
in the Cclober 13. 1873 memorancum, creating scme confusicn and delaying
procpt atlainzent of full accountarility.

This is an infracticn. Civil Penalzy $4,000)

Evaiuztion of Liczases Ressonse

Tre rasgonse admits ncacompliance zut =egussts remission or mitigation based

on the Ticenssa's :al'ef that this iten ¢i: not cdelay prompt atta1nment of
perscinel acccuntailitly or cause confusion. The investigaters conc! uded,

b3sed on res inlarviews with sits securiiy personnel, that delay and :onfusion
gid resuit fria this fapreger procadura chinge. See page [I-1-21 of the
Investigaticn Repert. Regirdless of this, the Civil Penaltily was based primarily
on ths Tact thas frocedure ’hlv 7 ~&s changad without the required review and
approval ef tre Plant _Jperaticas Raview Cornittee and not on whether delay and
contvusien resultec. The commitmanis for corrective actinn are acceptable.

Conclusion

The item as writtey i an-admitted itenm of noncompiiance. The licensee's
response coes not centain infermation that would serve as a basis for modifica-
tion of the proposed eaforcement action.
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ITEM 6

Statesent of Noncompliance

Environcental Technical Specification 5.7 requires that detailed written
procecures for instrument calibration be prepared and followed.

Three Mile Island Nuclear Station Surveillance Procedure 1302-5.24, Revision
3, cated [acesber 19, 1974, specifies the method of calibration and requires
that it be perforsed annuaily.

Contrzry to the above, as of March 29, 1979, eight environmental samplers had
not besn calibrated since 1974.

This is an infracticn. (Civil Penalty $4,000)

Zvaluztion of Licensee Response

5@ 2dmits noncompliance but requests remission or mitigation of the
o F2nalty since the procedure followad applied only to Unit 1, since a

or hac advised the licensee that calibration was unnecessary, and since

5 reviously classified the matter as an unresolved item in a May 1978

r report. The fact that the procedure in question is a Unit 1

2 s irralsvant since it arplied to instrumentation common to Units 1

2. Regarcless of statements made by vendors, NRC considers that calibration
enmvirarsent2] air samplers is needed and is requirad at TMI by Envircnmental
haica’ 3pecification 5.7. Upgrading an unresolved item to an item of
noncerpliance is consistent with NRC enforcement policy and is not considered
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Sy NRC as svicance for mitigatien. The corrective action commitment is not
acceplatble becsuse it does not provide a coomitaent for instrument calibration
2nd Cois not specify the date by which full compliance will be achieved.

:m &3 stzted is an adaitted item of noncompliance. The information
rovicsd by ths lizensee does not provide a basis for modification of this
enforcament action. The licensee is requested to submit a supplemental
respense zidressing the areas described in the zbove evaluation.
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ITEM 7

Stategent of Nonccooliznce

Technical Specificatiea 6.2, “Organization,” states in Section 6.2.1 and 6.2.2
that the unit orgaaization and the organization of the corporate technical
support staff shail b~ as shown on Figure 6.2-1.

Contrary to the atove, on March 28, 1979, the organization of the unit and
corporate techniczi sioport staff was different from that specified in Figure
6.2-1 in that:

A.  k positicn titled, “Superintendent of Administration and Technical
Suppert” was adde? to the organization on September 18, 1978 and filled
¢n March 1, 1579, such that the “Supervisor, Radiation Protection and
Chexistry,” raporied o this position rather than directly to the
*Station Superintancest/Senior Unit Superintendent," and

(88}

‘nere were tvd “Sipervisur o Maintenance" positions, one for each unit,
rather than cre; :nd

titlec "Syzerintendent
usarvisors of Maintena
¥ €2 the “Station Sup
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"ne rositien of “"lhemical Supervisor' had been vacant since the issuance

¢¥ the Technizal Specifications.

hreugh Ya
v

2 rch 30, 1879, the zbove organizatica discrepancies
izness of the 2

Ticensee's raspense to the accident.

This is an infracticn. (Civil Penzlty $3,000)

i
-

on of Licers2e Reszonse

yaluss

The response admits noacomliance but requests remission or mitigation of the
proposed pernalty basad on the iicensee’s belief that the organizational changes
did nc: acversely 2fTect its response to the accident and on its beiief that
the cited ‘hanges we~e discussed with NRC on March 5, 1979. Although it
appearsd t5 the insestigators that differences betwsen the actuzl orgar zztion
and the organization a:isumad by emsrgency plan implementing procedures did
reduce efrectiveness of thes licensee's response to the accident, the NRC
recognizas that this canclusion is somewhat subjective and acknowledges that
these orgznizatiora]l differencaes may not have had a significant effect on
resporse. In view of the zbove, the $3000 penaity proposed in the sriginal
Netice of Violatica for this item of nencompliance was selected froz the
bottoa of the ncnetary scale ($3000-40C0) generzlly followed in the assessment
of Civil Penalties for infractions by power reactor licensees. The more
impor<ant concern fere is the licensee's failure to obtain approval of new
Technical Specivicaticas prior to caking its organizational changes. NRC
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Region I does nct reczl) discussing with the licensee the organizgtional
changes cited in this item of aonccapliance. In any event, the licensee's
organizational changes wers contrary to the licensee's existing Technical
Specificaticns anc should not have been mace prior to obtaining an amendment
to these Technic»] Spezifications. As the licensee is surely aware, the
Commitsion's recu.itions specifically provide that changes to Technical
Specifications shzil bs made through the fermal amendment process, not through
methods of the 1icanses's own choosing. See 10 CFR 50.53(c). The corrective
actions proposad and underway zppezr acdequzte pending NRC completion of its
review.

Conclusion
The item as stated is zn acnitted item of noncompliance. The information

arovicad by tiha lizensse d:ies rot rrovide z basis for modification of this
enforcament action.
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ITEM §

Staterent of Nonccanliance

\

Technical Specificaticn 6.4, "Training," reguires that a retraining and
replazecent training program for the unit staff be maintained that meets or
exceels the rejuirements and recomsendations of Sectien 5.5 of ANSI N18.1-1871.

Contriry %5 tr: above, as of March 28, 1978, a retraining program meeting or
exceecing ANSI N1E.1-1971 recommendations had not been maintained for members

of the raciation protecticn and chemistry staff in that only 2 of the 10
topics recommended were included in the program.

This is an infraction. (Civil Penalty $4,000)

tvaluztior of Liceisee Resoonse

The respsrse canies <his item of nencompligsce based on the licensee's belief
SNat iy two Uf the ten training zreas specified in Section 5.5 of ANSI

W12, 1-1S71 appiiec to sembers of the radiation protection and chemistry staff
&3 Zzied on its tzlie’ that applying 211 tan areas to all members of the
‘eperating orginizatica" is coatrary to the intent of the ANSI. The NRC

dgreas that acclicability of some cf the ten training areas is somewhat limited
Tor stte rambers ¢ the cperating crganization, but believes that the radiation
=roteclicn ancg chesistry staff should receive scme training in each of the ten
areas. ~cr example: Arsa #1 specifies training 1n "Plant startup and shutdown
srocziliras s.oh irocadures may require technicians to take radiation measure-
T&nls ng toolant samples curing startup, but no such training was provided to
the technizians

~rea #1 sracifies training in "Nersal plant operating conditions and precedures ;"
esvisusly radisticn/chemistry technicians ¢s not need the cegree of training

in thls arsa ttat ‘s required for cperztors; however, a general understanding
cf systiems funzticss is essential for raintaining effective radiological
contrel over crerations and maintenance activities. Similar statements could
ce mal: Tor the recaining efght areas.

The Ticensze ia its response notes that the IE combined Inspection Report
50-225/72-29 and 31-320/78-18 revie~ed the general employee, craft and tech-
nician training pregraz and identified no items of noncomliance. The fact
that ne itaas of nencompliance were found during an NRC inspection does not,
and fas never, been interpreted to mean that no items of noncompiiance existed.

The NAZ teiieves that inadequate training of the radiation protection and
chemisiry staff was a major contributor %o problems identified during the It
investigation and that substantia; uograding of retraining in this area is
essential. The cozmitrents for corrective zction in this area lacked sufficient
specificity. A sucplemental response is nesded which describes in detail the
scepe anc axtent of training “oc be provided.
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Conclusion

The item 2s stated is an item of noncospliance. The information provided by
the licensee coes not provide a basis for modification of this enforcement
action.

A supplemental ressonse is requested to provide more specific training
corzitments as discussad above.
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ITEM

W

Statecent of Nonmccaoliance

Technical Spezification 3/4.4.6, "Reactor Coolant System Leakage," reguires in
Secticn 3.4.5.2, that Reactor Coolant System (RCS) leakage be limited to .
gzlion per minute (GPN) of "Unidentified Leakage,” and that unless rates above
this 1icit are recuced to within the limit within four hours, the plant must
be placed in “Hot Standby" in the next six hours and in "Celd Shutdown" in the

next hirty hours.

entriry to the atove, from March 22, until March 28, 1979, BCS "Unidentified
Leakacs" remained above 1 gpm, and the plant was not placed in "Cold Shutdown."

Ezch c2y constitutss a separate infraction; a civil penalty of $3,000 is

irdeszd fer ezzh.

uztion of Licessee Resdonse

The lizensese zimi4s th: item of norc mpliance.

&8 urs Tely d2pee” acsquate.
Ceaclision

=)
00.
uy -«

Szittel item of noncompliance.
2 Jivil Penalty for this item.

(Ceaulative Civil Penalty $21,000)

The corrective acticns proposed

The licenses has not reguested
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ITEM 10

Statecent of Nonceapliance

10 CFR 20.401, “Records of surveys, radiation monitoring, and cispesal,”
requires in Secticn (a) that each licensee maintain records shcwing the radia-
tion sxposure for all individuals for whom personnel monitering is required on
a Forz NRC-5 cr ecuivalent and in Section (b) rejuires that each licensee
maintzin records ¢f the results of surveys requirad by 10 CFR 20.201(b).

Contrary to the atove:

A.  The resuits of approximately 300 ground level radiation surveys conducted
during March 28-30, 1979 in offsite ar2as bordering the Three Mile [sland
site were not documented in 2 manner which permitted 2 precise evaluation
¢f the type of radiation (Beta/Gamma) which existed in the envircns.
‘ertinent information such as the type of instrumentation used and
»Netrer the exd windew on the probe was open or closed was not recorded.

3. “he records cf the radiation exposure for at least 5 incividuals exposed
curirg the period March 1 to 31, 1979 had not been recorded or maintained
tn a forz NRC-5, or equivalent, as of July 5, 1979. Furtharmore, as of
«uly 5, 1879 the 2ssessment of their ¢sses had not been ccaplesed.

This is an irfraction. (Civil Penalty $4,000)

tvaluztion of Liceisee Resoonse

ine respense denies that example 10A s noncompliance based on the
‘icensee's Delief that the absence of adequate records c¢ic¢ not hamcer the
r2al time eveiuation of radioiogical conditions. The licensee admits
“hat the survays were required by 10 C7R 20.201(b). HNRC &lso believes
‘he surveys ware required and thus records of thase surveys were aiso
recuired. Further, the NRC believes that the inacequate survey records
nampered the real time as well as the nistorical evaluatica of radio-
iogical conditions. Although the licensee states that it was possible to
reconstruct the full survey informaticn frem the original radioed survey
rasuits, the NRC investigation determined that the survey reccrds were
inadaquata for the reasons stated in NJREG-0600, page II-3-S7. The
commitment for corrective action is acceptable except that the date when
full compliance will be achieved is not specified.

A

3. The response admits that examole 10B is noncompliance and requests
titigation or remission nf the proposed penalty based on the unusually
iarge numder of records generated and heavy demands on the individuals
processing these records NRC recognizes that maintaining accurate
records was difficult under the circumstances; but this difficulty is nat
Justification for the failure of the licensee to identify and assess the
coses of individuals who were known to have significant exposures. The
commitment for ~orrective z2ction is aczeptabie.
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Conclusion

The i:en! as stated, is an item of noncompliance. The information provided
Dy the license2 dias not provide a basis for modification of this enforcement
actien.
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ITEM 11

Statezant of Noncomoliance

10 CFR 20, Appendix B, Criterion X, “Inspection," requires that a program for
inspection of activities affecting quality shall be established and executed
to veriTy conformince with documented instructions, procedures and drawings
for accomplishing the activity.

Three Mile Island Nuclear Station - Unit 2, Final Safety Analysis Report,
Chapter 17.2.13, Section X, requires that the inspection program include
randoa osarvatior of operations asd functional testing by individuals
independent of the activity being serformed.

Procezure GP 4014, "0CA Surveillance Program," Revision 0, regquires independent
observation of activities affecting quality to verify conformance with estab-
1ishes racuirenents utilizing both inspection and suditing techniques...for
compliznce with writtea procedures and the Technica) Specifications.

Contriry to the 2tsve, as of March 28, 1S7%, the ncrma) operations su.~veillance
t2sTing activitias had not been maze subject to random and/cr routine inspec-
tions 5y independest rathods.

This is an infraction. (Civil Penzity $3,000)

Evaluztion of Licessee Reszonse

Tre information provicsd by the licensee is sufficient to Justify withdrawing
this i{ten as cited.

This iten of noncespliznce is with:irawn; the associated Civil Penalty 1is
remitiad. Metrenciitan Edison stated in its response that it is planning to
expant iis pregran for insgection of surveillance testing activities. [n view
of this, a supplemzntal response is requested which addresses the specific
requirezanis, and nethcds of implezenting these requirements, cencerning the
inspecticn of activities as they are performed.



