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SUBJECT: " "
Dear Commissioners:

On January 18, 1990, the NRC Staff, led by Messrs. Taylor,
Murley and Russell, presented their finding that the Seabrook
Applicants were ready for a full power operating license. (T,
at 57). Intervenors New England Coalition on Nuclear Pollution,
Seacoast Anti-Pollution League, and Massachusetts Attorney Gen-
eral, were given five minutes to speak at the meeting. They had
no notice that a week earlier, the Staff had issued numerous
in-p:ction and operational readiness reports relevant to its con-
clusion.

The reports relied on by the Staff were attached to cover
letters dated January 8 and 9, 1990. However, the Intervenors
did not receive copies of the documents until the afternoon of
January 18, after the Commission meeting had ended. Thus, while
Intervenors ostensibly were given an opporiunity to address the
Commission on operational readiness, they did not see important
documents relevant to the Staff’s review -- let alone have time
to evaluate them ~- before the Commission’s meeting. Given that
these documents were dated nine and ten days before they were
received, we can only conclude that the Staff deliberately with~
held them.

On behalf of Intervenors New England Coalition on Nuclear
Pellution, the Seacoast Anti-Pollution League, and the Attorney
General of Massachusetts, I therefore respectfully seek your con-
sideration of our written views regarding these documents.

The Staff’s reports reveal a pattern of equipment failures,
operator incompetence, and procedural deficiencies that should
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provoke serious concern among the Commissioners. Aside from
their substantive significance, the mere fact that these issues
exist more than three years after the Applicants first claimed
they were ready for a full power operating license is very trou-
bling. (The Applicants moved for a full power license in June of
1986.)

The reported incidents include the following:

1) During a "simulator" operator examination conducted in
November, the operators ignored a stuck-open pressure-operated
relief valve, because the emergency operating procecure being
implemented at the time "did not specifically addrcgs any actions
to be taken to correct this component malfunction." At some
undetermined later time, when the operators began using a dif-
ferent EOP which provided guidancs for the open PORV, the opera-
tors took the appropriate action. ER 89-11 at 3.

As the NRC noted in its Examination report, the incident
shows a weakness in Applicants’ policy on procedural adherence,
which "does not give clear guidance for the restoration of equip-
ment failures which may occur during the use of EOPs." The Staff
listed the test failure as an open item. JId.

It is clear that in addition, the operators’ failure to
respond promptly to a malfunction of safety equipment has other
more serious safety implications. First, had this error been
committed during full power operation, it could have led to a
serious accident. It should be recalled that the operators’
failure to respond promptly or correctly to a stuck-open PORV was
the cause of the accident at Three Mile Island.

Second, the test demonstrated that operators were slavishly
obedient to procedures, even when faced with a safety equipment
malfunction of potentially major significance. We guestion what
the operators would have done if they had not happened upon a
different procedure that contained instructions for coping with
the PORV. It is impossible for EOPs to anticipate every poten-

1 Egxamination report No. 50-443/89-11 ("ER 89~11"), dated Janu-
ary 8, 1990. A copy is attached.

2 The test also showed other problems not discussed at the Com=-
mission briefing. Three of the twelve applicants failed the
examination. The test results also revealed that even those
operators who passed the test did not have knowledge on a sig-
nificant array of subjects. JId. at 3-4.
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tial transient that may occur in a nuclear power plant. There-
fore, it is fundamental to any nuclear training program that
operators must be trained to respond intelligently to unexpected
events in the plant.

It is not apparent to us that the problems demonstrated in
the simulator test will be addressed in an adequate manner. The
NRC Staff states that it is treating this problem as an "open
item." IR 89~11 at 3. However, the focus of the Staff’s criti-
cism is correction of the Applicants’ written policy to inciude
procedures for a stuck-open PORV. Such a narrow approach is
clearly insufficient. The NRC should review the entire set of
EOPs to determine whether other significant omissions exist. For
instance, do the EOPs anticipate the dominant accident sequences
listed in Applicants’ probabilistic risk assessment?

While the EOPs should be comprehensively reviewed to verify
that reasonably anticipated accident sequences are accounted for,
it is also important to train operators to respond appropriately
to unanticipated events. The fact that the Seabrook operators
ignored the stuck-open PORV shows that the Seabrook training pro=-
gram is seriously -- and potentially tragically -- inadeguate in
this respect. Assurances that reactor operators are trained and
competent cannot wait until after the plant begins operating.

The training program should be reviewed and improved, and opera-
tors retrained before Seabrook is licensed.

2) Seabrook Operational Readiness Assessment Team Inspec-
tion 50-443/89-83 ("ORAT/IR 89-83") revealed that "maintenance
steff is working ligﬂif&cant overtime and the backlog of work
requests remains high." The NRC Staff concluded that these
problems constitute only "a potential detriment to effective
operations support" (Id, at 19). However, thers is no indication
that the Staff reviewed the nature of the mai: cenance tasks that
remain outstand‘ng to determine their safety significance.

Significant maintenance overtime and a large backlog of
maintenance work has historically been a serious concern to the
Commission. For 'nstance, the Pilgrim plant was shut down
between April of 1986 and December of 1989, in part because of a
large maintenanc? backlog. The problems experienced at Seabrook
would be negative performance indicators at an operating plant
and are especially significant for a plant which, at the time of

3 ORAT/IR 89-83, dated January 9, 1990, at 2. A copy is
attached.
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the inspection, had been shut down for five months. The passage
of over three years since Applicants first claimed to be ready
for full power operation makes it hard to understand how the
staff could conclude, in January of 1990, that "maintenance
staffing needs licensee consideration in relation to long term
adequacy," (ld., Section 2.3), but raises no "readiness" issues.

Before Seabrook can be allowed to operate, the nature of the
outstanding maintenance problems should be reviewed for their
safety significance. In addition, the Commission should investi-
gate the cause of a maintenance backlog during an extended period
of plant shutdown.

3) Inspection Report 50-443/89-13 ("IR 89-13") details a
number of mechanical breakdowns and procedural errors occuxrinq
over a two-month period between October and December 1989.

While train "B" of the residual heat removal ("RHR") system was
out of service for maintenance, a suction valve for RHR train "A"
stroked closed, resulting in a loss of all RHR cooling flow. IR
89-13 at 8. According to the NRC Staff, this transient resulted
from a procedural error. Jd. at 9. The nature of this error was
not explained in the inspection report. However, it is clear
that the failure of the procedures to account for an out-of-
service RHR train could be a potentially serious safety problem
if this incident had occurred under accident conditions.

The report does not indicate that operational steps have
been developed and verified, but merely that the issue remains
“"open." Id. Moreover, despite the potential seriousness of this
event, and despite the fact that this procedural defect was only
one of many discovered by the NRC in the course of its inspec-
tions, the sStaff’s report gives no indication that the procedures
will receive the comprehensive review that is warranted under the
circumstances.

4) 1In addition, the Staff reported that on November 21, a
nonsafety-related tank in the Waste Processing Building was found
in a partially collapsed and buckled condition. The Staff
attributed the tank’s collapse to misinterpretation of operating
procedures, and to a lack of clarity in the procedures. IR 89~
13 at 9. Again, however, despite the clear pattern of
inadequacies in the Seabrook operating procedures, there is no
indication that the Staff intends to conduct a comprehensive
review of those procedures before the plant goes into operation.

* a copy of the inspection report is attached.



HARMON, CURRAN & Tous

NRC Commissioners
February 1, 199%0
Page 5

5) The Staff also reported that on November 9, "a loss of
train ‘A’ power for a few seconds caused the control room emer=-
gency filter to start and align the control building air system
in the recirculation mode." The Staff attributed th's to an
electrical failure in the plant, but stated that the equipment
could have been controlled through "proper procedural control and
implementation." IR 89~13 at 10. As in the previous examples,
while the plant’s procedures were implicated in the inspection,
no comprehensive review is prescribed.

6) In addition to the operators’ failure to follow proce-
dures, the low power test revealed several equipment failures
which could have been prevented by competent installation and/or
adequate surveillance and maintenance. These include failure of
an RHR valve to open remotely due to thermal binding,
inoperability of eight frame vibratory indicators due to improper
wiring, and backwards installation of an RCP flow element. o Y
at 9. Thus, not only does NHY have a serious maintenance back-
log, but there is a strong indication of a general failure in
surveillance and correction of improperly installed equipment.

The incidents described above form a disturbing pattern of
operator failures, incomplete or unclear procedures, and equip~-
ment breakdowns. Yet, the Staff has treated them as isolated
events, bearing relative unimportance. Despite the potential
seriousness of the incidents, no violations were cited in the
inspection reports discussed above, and remedial steps have not
been completed.

The reports discussed above simply do not describe a plant
that is ready to operate at full power. Moreover, the Staff’s
superficial treatment of the events described in the reports, its
withholding of the reports from Intervenors, and its failure to
discuss the issues raised in them with the Commissioners,
demonstrate an inappropriately partisan and biased attitude
toward safety at Seabrook, which taints the reliability of the
Staff’s conclusions. We therefore ask the Commission to make an
independent review of the problems raised in the recent inspec~
tions and examination, including principally:

a) deficiencies in plant operating procedures;

b) lack of adequate training for plant operators; and

€¢) the nature and cause of the maintenance backlog.
Moreover, the Commission should investigate the reasons why a

utility that was ostensibly ready for full power operation three
years ago continues to have significant problems in these areas.
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In order to assure that the Seabrook plant will operate
safely, these issues should be resolved before operation of the

Seabrook reactor is approved.
ﬁiﬁ;oroly, E

Diane Curran

Encl.
cc w/0 encl.: Seabrook service list
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Public Service Company of New Hampshire
ATTN: Mr. Eoward A, Brown, President
and Chief Executive Officer
New Haspshire Yaniee Division
Post Office Box 300
Seabrook, New Mampshire 03874

SUBJECT: Examination Repors No. 50-443/8%-11 (OL)

Gentlemen:

During the week of November 13, 1989, the NRC agministerec written and
eserating examinations to twelve (12) employees of your company whe had
aselied for Ticenses to operate Seabrook Station in Seabrook, New Hampshire.
Based on the results of these examinations, nine (9) individuals were granted
licenses. Deta‘ls of these examinations are described in the NRC Region 1
Examingtion Report which s enclosed with this letter.

in accordance with 10 CFR 2.790 of the Commission's rcgu1atﬁons. a copy of
this Tetter and its enclosure will be placed in the NRC Public Document Room.

While no reply to this letter s required, we ask that you pay particular
Jttention to the open item in section & of the enclosed examination repors.

Should you have amy questions regarding the above statement or examination
results, please contact vus immediately,

Sincerely,

Operations Branch
Division of Reactor Safety

Enclosure: Examination Report No, 50-443/89-11 (OL)
w/Attachments 1, 2, and 3
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L Duffert, Frpsicent ang Chief Executive Officer, PSNH

- L. Fefgersau=, Senior Vice Presicent and Chief Operating Officer, NY
M. Pescre’, Operationa] Programs Manager, NWY

- E. Moody, Station Manager, NHY

. Karpster, Direcsor of Licensing Services

. W Agnes, Jr ., Assistant Secretary of Public Safety, Commonwealth of
Massachusess

Pulic Docusert Roor (PDR)

Lecal Public Dozusent Room (LPCR)

Nutlear Safety [rformation Certer (NSIC)

NRC Resident [nmspecice

State of New kampshire

Commonwea T1h ¢ Massachusetts

Seabrook Megrinz Service List (w/enclosure; w/o attachments)
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V.5, NUCLEAR REGULATORY COMMISSION REGION ]
OFERATOR LICENSING EXAMINATION REPORT

EXAMINATION REPORT NO .. $0-443/89-11 (OL)

FACILITY DOCXET ND.: £0-443
FACILITY LICENSE NO. . NOFeg?
LICENSEE: Public Service Co. of New Hampshire

P.0. Box 330

Manchester, New Hampshire 03108
FAZILITY: Seadrook Station
EXAYINATION DATES. November 13-1., 1889

~/ ' ' y
CWIEF EYAMInE:. \M"vCQ ac,@.«vw._ﬁ /8 90
.Edvarc Yechimiak, Opetations ngineer ate

/

ate

APPROVED BY:

ection

SUMMARY:  Eight (8) Senior Fesctor Operator (SRO) and Four (&) Reactor Operator
Ticense examinations were administered. A1) candidates suctess~

fully completed the written part of their respective examinations.

Three (3) SRO applicants, however, failed the opersting portion of
their respective examinations, Five (5) SRO 1icenses and Four (4) RO

license were granted.
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DETAILS

TYPE OF EXAMINATIONS Ro:?acalont
EIANINA7ICN RESULTS:

| Ro | SRO |

I Pass/Fai) | Pass/Fat) |

o |
| | | |
| Written | ¢é/0 | 8/0 |
l_________,~_~; | |
| | |
| Overating l 6/0 f $/3 |
| Y |
| |
| |
|
|

|
|
Overal [ 6/ 0 | §/3
' |
|

1. CHIEF EXAVINER AT SITE:

E. Yachimiak (NRC)

2. INERS .

D. Wallace (NRC)
J. D'Antonio (NRC)

P. Doyle (NRC)

T. Gutlifoi (Sonalysts)

3. P:::nggina§1on Review:

...............

Prior to the dministration of the Senfor Reactor Operator (SRO) and the
Reactor Operator (RO) written examinations, two (2) Seabrook Station stafs
Bemders, both under security dgreement, were Invited to review these
examinations at our offices 1n King of Prussia, Ponnsylvcnia on November 2,
1889. The resuits of this review resulted in & content valig,
operationally orfented examination,

In addition, a1y simulator scenarios vere reviewed and tested by the NRC
examisation team ywith the assistance of two (2) Seabrock Station staff
sfawlator instructors, alse under security dgreement, on site prior to
their use Curing the CPerating tests., The Tesults of this review resulted
fn scenarios which were both realistic ang Operationally oriented.

127 £1995982.0a



Summary vf Generic Syrengths and Weaknesses

The ‘o' 'owing ‘s @ summary of generic strengths or deficiercies noted from
the agmiristration and grading of the OPERATING ang WRITTEN tests. This
(nformation is being provided to aid the licensee in upgrading their
tnitial license an¢ reavalification training programs. No licensee
response {5 required.

STRENGTHS

Commyuricaticrs curing the gimylator examinations were clear and succines,
The flow of information between operators wis generally smooth and
accurate, thus allowing 2]l members of the crew to be eoually informed of
plant status. This consistency in performance appears to be the result of
of we'!l Cevelopec and maintained simulator training progrem.

VEAKNESSES
QPERATING (Simylater)

The examiners noted that, during the performance of the emergency opera”
ting procedures (EOPs), @ pressurizer PORV failed to reseat after 1t had
cpened to relieve pressure. The EOP being implemented when this event

! pceurred di¢ not specifically address any actions to be taken to correct
this component malfunction. The operators ¢id not immegiately take any
action in response to this valye . ailure, but continued to follow their
grocedure. After trarnsitioning %0 another EOP which provided guidance
fo: the open PORV, the operators took appropriate steps to isclate the
valve,

™he facility's policy on procedural adherence, 0P Section 2.1, does
net give clear guidance for the restoration of eguipment failures
which may occur during the use of EOPs. The facility shovld ensure
shat proper direction is provided 1n 1ts policy on procedural
adherence, consistent with the westinghouse EOP User's Guide, for the
{nstruction of operators on how to respond to equipment fatlures.

This {tes w111 be reviewed by the NRC during subsequent inspection
activities and will be fdentified as Open Jtem 50-443/89-11-01.

WRITTEN

Operators generally did not have knowledge of the following:

. the emergency load capacity of the station batteries (2.01/5.01)
¢ why the RCP seals are locally isolated during ECA-0.0 (2.02)
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. when E+0 fs not implemented Upen & reactor trip (2.04)
. the purpese for adjusting 6 ASDY controller to 1125 psig (2.16)

. tie RCP therma) barrier coo!1a! system ainimum temperature and the
reason for this Timit (2.20/5. ‘)

. how generator gas pressure s controlleg (3.03)

. the ¢ifference between a control rod system urgent and non=urgent
fartlure alarm (3.12)

. contrel rod system response veon faflure of PT-505 (3.13)
. the events which peeur curirg @ D/G startyup (3.19)

- concitions which allow & ren=licensed person to operate the controls
which ¢irectly affect reactivisy (3.38)

. operition of the containment Spray system during RwST switchover with
4%C without removal of the *s* signal (3.39)

* hygrogen gas explosive imit (3.47)

- maleup methods to the RCS when & loss of all RMR pumps occurs
guring shutdown cooling (5.30)

S, §1!!1!31gn Facility Fidelity Report

During the toncuct of the simulator examinations, no significant
salfunctions occurred and the overal) simulator performance was good.
However, the following 11st of deficiencies are ftems of concern which need
to be addressed 50 that the simulater's performance remaing at g leve)
Commensurate with the continuation of effective initial ang requalification

trafning:

. Unavaflabflity of component and instrument malfunctions without
extensive instructor over-ride input.

. Incorrect or fnaccurate modelling of steam generstor "Dry=0ut"
Phencmena, Low Temperature Over-Pressurization (LTOP) operation, ang
containment isolation valve D=point (computer) values.

. RVLIS vhavailability,

We are aware of your current activities in the area of simulator
performance vpgrades, and recognize that your schedule for completion of
the above items will be based vpon your estadlished priority rating system.

i
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cocket No. $0-443

*ublie fervice Company of New Mampshire
ATIN: Mr. Edward A, Brown
President and Chief Executive Qfficer
New Hampshire Yankee Divigion
Post Offize Box 300
Seabrook, New Hampshire 03874

Gentlamen:

cubjest: leabrook Operationa) Readiness Asses:ment Taam Inspeciion L0=ddi/88-812
(21/13-20/89)

The enclosec repors <ascrides the findings of an NRC Operatisne Roagiaess
Assessment Taam (ORAT) inspection. For the arecs reviewea, safe conirol of
ectivitios and complience with HRC reauirements were demonstrassa. Program
elements for safe cperation were prusent, Positive findings in each ‘nspesticn
aree incluced vanagenent Ind staff smphasis on operstiona) programs. The URA|
concludeo that upon resolution of the three 1tems noted in this letter, N -
Haupshire Yankee (NWY) 1s ready 2nd able to safely operate the Se rrook Nuclear
Power Plant.

At discussed with members of your staif at the inspection exit neeting on
November 20, 1689, you agreed ta the fallowing:

(1) Verify that local operiting and alarm response procedures are availabl.
and vseable at locil operating and alarm stations. Safety=re avet proce~
dures were to be verified prior to restart; non-safety~reiacesd procedure:
will be completed prior to entering Mode 4. Your staff has singe ingie
cated partial zompletion of this item, which is being inspected sepas
".te]'_r'.

(2) Verify that Technical Svecification Clarifications and Interpretations do
not contravene the Final Safety Analysis Repors or Technical Specifica~
tions prior to entering the applicable operating mode.

(3) Provide a summary of the effectiveness of corrective actions based on NRC
Confirmatory Action Lettar 39+11 (accomplished by NHY letter dated Decom=
ber 21, 1989) and cbtain Regional Administrator concurrence that the plant
may be restarted (addressed in separate corrsspondence).

In acgition to the items identified above, the ORAT assessed the following
items as having a significant potential for improving performance. These items
are forwarced for your consideration.

s Reducing maintenance backlogc and maintenance personnel overtime.
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Publiie Service Company of New Hampshire

ATTN: Mr, Edwarc A. 8rown, Presigen:
ang Chief Executive Officer

Post Office Box 300

Seabrook, Hew Fampshire 03874

Public Service Company of New Mampshire
ATTN: Mr. John C. Duffett
Presigent anc Chief Executive
Offiger
P. 0. Box 330
1000 E'm Street
Manchester, New Hampshire  0210%

Mr. Donald E. Moogy

Public Service Comsary of New Hampsiiire
Post Office Baox 300

Seabrook, New Hampshire (3574

M. Ted C. Feigenbaum

Public Service Company of New Mampshire

sentor Vice Presicent & Chief Cperating
Offiger

Pos. Uffice Box 200

seadrock, New Hampshire 03674

Massachusetts Transportation
Building
ATTN: Sarah Woodhouse
Legislative Assistant
Ten Parx Plaza - Syfte 2220
Boston, Massachusetts 02116

Thomas Cignan, fsq

John A, Ritscher, Esq.

Ropes and Gray

225 Franklin Street

Boston, Massachusetts 02110

Mr. Bruce Beckley, Project Manager
New vampshire Yankee

P.0. Box 330

Manchester, New Hampshire 031085

USNRC Resicent Inspector
Post Office Box 1149
Seabrook, New Hampshire 03874

Mr. T. Harpster
Public Service Company of
New Hampshire
°.0. Box 300
Seabrook, New Hampshire 03874

Mro James M. Pegche)

Fublic Service Company of New
Hllﬂplh‘i re

Post Office Bex 200

Seabrook, Mew Hampshire 03874

Mr. R, Hallisey, Director
Dept. of Public Health
Commonwealth of Masssachusetts
Radiation Control Program

150 Tremont Street, 4th Floor
Boston, MA 02111

£, Tupper Kinger, Esq.
Assistant Attorney General
Cffice of Attorney Genera)

208 State House Annex

Concord, New Mampshire 03301

Jerare A. Crouteau, Constable
82 Beach Road
P. 0. Box 5801
Salisbury, Massachusetts 01980

Or. Murray Tye, President

Sun Valley Association

209 Summer Street

Haverhill, Massachusetts 08139
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Robert A. Backus, £sq.

Backus, Meyer anc Solomon

116 Lowel) Street

P. 0. Box 516

Manchester, New Mampshire (03106

Phillip Ahren, £sq.

Assistant Attorney Genera)
Office of the Attorney Genera!
State House Station #6
Augusta, Maine 04323

Steven QOlesky, Esg.

Office of the Attorney Genera)
One Asburton Place

P. 0. Box 330

Boston, Massachusetts 02108

Mg, Diana P. Rangal)
70 Colling Street
Seabrook, New Hampshire 03874

Richard Hampe, £sg.

New Hampshire Civil Defense Agency
107 Pleasant Street

Concord, New Hampshire 03874

Mr. Calvin A, Cenney, City Manager
City Hall

126 Daniel Street

Portsmouth, New Hampshire 03801

Board of Selectmen
RFD Dalton Road
Brentwood, New Hampshire 03833

Chatrman, Board of Selectmen
Town Hal)
South Hampton, New Hampshire 03827

Mr. Angie Machiros, Chairman
Board of Selectmen
for the Town of Newbury
25 Migh Road
Newbury, Massachusetts 01950

George D. Bisbee, Esq.
Assistant Attorney General
Office of the Attorney Genera)
25 Capitol Street

Concord, New Hampshire 03301

ODfane Curran, Esg.
Harmon and Weiss

2001 §. Street, N.W.
Suite 430

Washington, D.C. 20009

D. Pierre G. Cameron, Jr., Esg
General Counsel
Public Service Company of
New Hampshire
Manchester, New Mampshire (03105

Mr. Alfred V. Sargent, Chairman
Board of Selectmen
Town of Salisbury, MA 01950

Ms. Suzanne Brefseth

Town of Kampton Falls

Drinkwater Road

Hampton Falls, New Hampshire (03844

Senator Gordon J. Humphrey
ATTN: Tom Burack

U.§5. Senate

$3]1 Hart Senate Office Building
washington, D.C. 20510

Mr. Owen B. Durgin, Chairman
Ourham Board of Selectmen
Town of Durham

Ourham, New Mampshire 03824

Rye Nuclear Intervention Committee
c/0 Rye Town Hall

10 Central Road

Rye, New Hampshire 03870

Jane Spector

Federal Energy Regulatory Comm.
825 North Capitol Street, N.E.
Room 810§

Washington, D.C. 20426



Seabrook Hearing Servize List

Ms. Rosemary Cashman, Chairman
Bcare of Selectmen

Towr of Amesbury

Town Hall

Amesbury, Massachusetts 021913

Honorable Peter J. Matthews
Mayor, City of Newburyport

City Wal

Newburypors, Massachusetss 01850

Administrative Judge

Alan §. Rosentha), Chairman

Atomic Safety and Licensing Apoea)
Soard

U.S. Nurlear Regulatory Commission

washington, D.C, 208%%

Administrative Judge

Emmeth A, Luebke

Atomic Safety and Licensing Board
U.§. Nuclear Regulatory Commission
washington, D.C. 20885

Edwin J, Reis, Esa.

Office of the General Counse)

J.S. Nuclear Regulatory Commission
washington, D.C. 20885

Edward A, Thomas

Federal Emergency Management Agency
442 J. W. McCormack (POCH)

Boston, Massachusetts 02109

Paul McEachern, Esq.

Shaines and McEachern

2% Maplewooa Avenue

Portsmouth, New Hampshire 03801

Board ¢f Selectmen
10 Central Street
Rye, New Hampshire (02870

Mr. R. Sweeney
New Hampshire Yankee Division
Public Service Company of

New Hampsnire
Suite €10, Three Metro Center
Bethesca, Maryland 20814

Administrative Judge

Howard A. Wilber

Atomic Safety and Licensing Appea)
Board

U.S5. Nuclear Regulatory Commission

washington, D.C, 20885

Administrative Judge

Thomas §$. Moore, £sq.

Atomic Safety and Licensing Appeal
Board

U.S. Nuclear Regulatory Commission

-

Washington, D.C. 20585

Administrative Judge

Jerry Harbdoyr

Atomic Safety and Licensing Boarc
U.S. Nuc'ear Regulatory Commission
Washington, D.C. 20888
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License. NPF-§7 Docket No.: 50-443 Report No.: S0-443/89-83
Licensee: Pudlic Service Company of New Hampshire
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Seabrook, New Hampshire 03874

Inspection At: Seabrook, New Hampshire
Dates: November 1320, 1989
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Kolonauski, Project Engineer, DRP
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Purpose: To assess readiness for safe power operation through reviews of
operations and operations support programs.

Fingings: This inspection found the Seabrook Nuclear Power Station capadble of
congucting and supporting safe power operation. Items identified for resolu=
tion were: assuring that local operating and alarm response procedures are
"sable and available at local stations; and confirming that Technical Specifi=,
cation (7S) clarifications and interpretations do not change any TS or alter
the intent or commitments in the Final Safety Analysis Report. A1l Confirma=
tory Action Letter CAL 89-1] items inspected by the ORAT were found acceptable;
the remaining CAL 89-11 items were assinged to other inspections.

Approved by: e C mc&‘lkdh l/‘ /'0
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1.0

DETAILS

FINCINGS SUMMARY

This Operational Readiness Assessment Taam (ORAT) irspection sample showed

that, upon resclution of the items below, New Hampshire Yankee (NHY) 1s pre=
pared to safely operate Seabrook above five percent power.

(1)

(2)

(3)

Verification that local operating and alarm response procecures are avail-
avle and useable at local cperating and alarm stations.

Verification that a'l Technical Specification clarifications and inter~
pretations do not centravene the intent of the Final Safety Analysis Re~
nort or the Technical Specifications.

Completion of licensee actions required by CAL 89-11.

The ORAT also identified the following for consideration as potential pere-

formance improvements.

2.0

Increasing the in=field presence of middle m.nagement.

Provicding formal refresher ang significant process change training on 10
CFR 50.59 safety evaluations for Station Operations Review Committes
(SORC).

Reducing the administrative burden on the SORC.

Reducing maintenance backlog and maintenance personnel overtime,
Providing continuing radiological controls training for temporary radio=-
loaical controls personnel who are employed for extended continuous

periods.

Establishing challenging ALARA goals and training job supervisors and
radiological controls technicians in ALARA techniques.

Providing specific training for radioclogical controls and operations pere
sonnel on the radiological hazards expected from rower creraticn.

Providing additional engineering review of Annunciator Response Procedures.
OVERVIEW

2.1 Background
On May 26, 1989, New Hampshire Yankee (NHY or the licensee) was granted

low power license NPF=67 for Seabrook Station Unit 1 (Seabrook, the plant or
the facility). MNPF=67 superseded zero power license NPF=56. Upon receipt of
the low power 11.ense, New Hampshire Yankee completed a transition from zero
power operating procedures to normal operating procedures. The NRC specified



that, before the feabrook Nuclear Power Station would be authorized to operate
above 5% power, an operational readiness assessment would be made. An initia)
cperational reaciness assessment was made during fnspection from May 27=June Ls
1989, and the results were acceptable.

On June 22, 1989, the operating crew failed to manually trip the reactor
during a naturai circulation test when required by the startup test procedure.
LOw power opera.ion was suspencded. The licensee and the NRC reviewed the event
in detail. NHY ceveloped specific corrective actions that were be to performed
prior to resuming low power operation.

2.2 lInspeciion Scope

This ORAT inspection was conducted to further assess the licensee's abile
ity to operate &t power. Team members inspected licensee readiness for plant
startup, power ascension, and operation, Radiclogica) controls, maintenance,
surveillence, engineering and technical support, and selected licensee commite
ments (based on the June 22 event) wer2 slso reviewed.

inspection hours and emphasized activie
ogram and procedurs changes re.2iving pare
mpliance with NRC requirements and )licen=
d lTicensee readiness fcr safe operation

The ORAT inszestion invelved ¢
ties subsequent 2 June 1239, with
ticular attenticon. In agdition to
see commitments, ORAT members asses

based on their jucsement.

€8
pr
co
se

Ouring the inspecticn and associated licensee meetings, the inspectors
contacted and interviewed workers, first line supervisors, section, department,
and division managers, and corporate personnel,

2.3 Reeylts Summary
®
Facility management sg*ffing, qualifications, and performance were found
to be acceptable. Xey staff members were found to have the proper safety per=
spective and cdemonsirated a good understanding and a conservative appreach to
Seabrook operation

The Operations Department was adequately staffec with capablz managers,
licensed operators, and administrative personnel. Operators were knowledgeable
of thair responsibilities and were provided with the equipment and procedures
needed for safe operation. Station configuration control and self-assessment
methods were rigorous. Interfaces between operations and operations support
groups were acceptadle.

The maintenance crganization staff and experience were adequate to support
power ascension. work control, material control, procurement, equipment cali-
bration, and management functions were {n place to support maintenance. How=
ever, the maintenance staff is working significant overtime and the backlog of
work requests remains high. Maintenance staffing needs licensee consideration
in relation to long-term adequacy.



The Technical Specification Surveillance Program has been successfully
implemented for Mode § operation. Staffing levels and procedures are in place
to support full power operation surveillance testing. The professionalism and
knowledge of personnel conducting technical specification surveillances were
strong.

NHY has established and implemented a generally wel) defined radiological
controls program cabable of supporting power ascension and full power opera=
tions. Some areas for improvement were identified, and the licensee initiated
immediate and appropriate corrective actions during the inspection. The licen=-
see was in the prucess of reassigning responsibilities for radwaste management
ang transportation. That reorganization was not assessed during this ORAT.
(Programmatic inspection of this area is scheduled for January 8-12, 1990 and
will be documerzed in Report 90-03.)

Engineering and Technical Support programs were in place to adequately
support full power operation. Inspector findings regarding the availability
and useability of the local emergency diese! generator procedures were resolved
by the licensee aduring the inspection. No other safety-related local procedure
deficiencies were found. The licensee fnitifated action to confirm the avail-
acility and useability of all local alarm response procedures.

Licensee implementation and management oversight of the Corrective Action
"Plan for CAL 89-1]1 has been good. The ORAT inspection concluded that the lic~
ensee, upon completion and closure of all CAL items, and within the scope of
this review, will be able to operate Seabrook Station safely and in accordance
with NRC regulations.

3.0 FACILITY MANAGEMENT

3.1 Review Scope

‘he inspectors reviewed facility management readiness by examining the
Seabrook organization and staffing (see Figures |} through 6), fnterviewing
licensee managers, and observing management involvement in activities. The
purpose of this assessment was to:

== assess whether the NHY managerial organization is able to assure safe
operation;

== confirm that the station was adequately staffed and that employees ex~
hibited an approgriate safety attitude; and

== evaluate the effects of the recent NHY upper management changes.

3.2 Findings

After the natural circulation test event, the licensee undertook NHY man=-
agement changes and realignment. (Figure 1 represents the revised NHY organi-
zation.) First, the licensee relieved the Vice President - Nuclear Production

-



(VP=NP) of his duties at the Seadbrzok Station. That individual subsequently
resigned. (CAL 2.A-1)" To improve management contro)l and accountability, the
VP=NP position was replaced with :he new position of Executive Director =
Nuclear Procuction. A new positicn, Senfor Vice President and Chief Operating
Officer, was also added. (CAL 2.A-2) This restructuring placed more emphasis
on plant operations. Functions not cirectly contributing to the support of
plant operations were moved into cirer areas of the company. With this change,
NHY more cleariy cefined tne responsidility and authority of key positicns,

The ORAT found the above=menticned senior managers to be appropriately
trained for their positions with reszect to formal education an¢ experience.
The team cig note that the Execusive Director = Nuclear Production was a Yankee
Atomic Electric Co. employee on lcen to NHY. The licensee indicated that this
was a temporary assignment. The CRAT noted no inadequacy because of this tem=
porary assignment.

A\ ? =

Through interviews, the OR/

[ =zeciuded that the NHY upper managerial team
cemonstrated a conservative approazs %o croblem resolution and an appropriate
safety perspective. Management was formally tracking performance and was

adequately cetermining the status 27 prublem areas.

.

.
~

"

The ORAT cbserved an absence of middle management oeversight in the plant.
No associated in=plant activity inazesuacy was noted. Several licensee man-
agers ingicated that they recognizsc this as a problem, and that actions would
be taken to increase management't ‘r-plant presence. The ORAT concluded that
this issue represents a potential area for parformance improvement.

Staticn Cperations Review Cormittee (SORC

The inspectors evaluated the SC30 process through document review and
atteMdance at SORC meetings. SORC ~:zmbers were found to be knowleogeable cf
theirgresponsibilities and of the natters discussed.

ORAT review found the licenses lesson plan (TS1002C) and instructor guide
on 10 CFR 50.5% safety evaluations to be accurate and thorough. In reviewing
SORC member training, the inspectcr roted that the SORC members last received
formal 10 CFR 50.59 training in 1987, The licensee had no plans to schedule
periodic SORC member refresher training on the safety evaluation process.

In agdition, the inspector noted that the licensee recently incorporated
NSAC 125, "Guidelines for 10 CFR £0.53 Evaluations," developed by the Nuclear
Safety Analysis Center for the Electric Power Research Institute (EPRI), into
its safety evaluation process and planned to provide ac itional SORC member
training through the required reading process. The inspector questioned th2
adequacy of such training in view of the complexity and importance of the pro=
cess. The lack of formal 10 CFR $0.53 refresher training and of formal train-
ing on significant changes to the process were considered program weaknesses
and were identified to the licenses for consigeration.

*Refers to licensee corrective action identification per CAL 89-11; see
Paragraph 9.0 and Attachment 1.



A1l SORC meetings have a formal agenda that is prepared and distributed by
tre SORC secretary well in advance of the meetings. Al)l documents for SORC
review, with the exception of "walk=thrus," are distributed to SORC subcommite
tee wembers in advance of the meeting. The agendas include review items with a
listiag of their respective subcommittees. SORC members not designated t»
serve on & particular subcommitiee can participate in the subcommittee review.
Subcommittee members provide written comments to the person responsible for the
item; these comments normally are resolved prior to the SORC meeting. If com=
ments are not received or remain unresolved, the item is dropped from the
agenda ang is rescheduled. The inspector noted that the Seabrook Statfon Mane
agement Manual (SSMM) provides explicit review instructions to SORC subcommite
tee memcers.

Walk=thrus were evaluated for adequacy of SORC review. SORC members
stated that walk-thrus are rare. SSMM 5.0 limits walk=thrus to those which the
SORC Chairman consicders impractical to conduct during @ normally scheduled
meeting or which require 'mmediate attention during normally scheduled mees~
ings. Frocedure changes are normally treated as walk=thrus. Procedure changes
differ from procedure revisions, which are major upgrades and require full pro=
cessing. Changes are lesser modifications which alter only a small part of a
procegure. Some changes are nonetheless intent changes (i.e., the, alter pro-
cedure method, scope or acceptance criteria). Intent changes require SORC re-
view pricr to implementation. The ORAT found that both the obterved SORC re-
"view of specific changes and the change review practices were adequate. How=
ever, inasmuych as some changes may neither require immediate attention nor De
impractical to conduct during regularly scheduled meetings, the licensee was
encouraged to modify SSMM 5.0 to specifically authorize the existing practice
or to mogify the existing practice to conform to the NHY policy on strict pro-
cedure ccmpliance.

Non=intent changes can be implemented prior to SORC review and receive the
review ard approval of the onshift Shift Superintendent (SS) or Unit Shift
Supervisor (USS) and a station staff supervisor knowledgeable in the area
affectec Dy the change. Additionally, non=intent changes receive responsitle
departmenrt manager approval prior to SORC review and approval, which is re-
quired within 14 gays of impiementation. Intent changes cannot be implementsad
prior to SORC review and approval,; they also receive responsible department
head review and approval prior to SORC review. The SSMM requires that 2RC
members evaluate all procedure changes for 10 CFR 50.59 considerations and the
potential effect on their respective areas of responsibility. Through inter-
views, the inspectors found individual SORC members to be aware of this re-
sponsibility, The inspectors concluded that procedure changes receive adequate
review prior to their implementation.

There was increased management emphasis on strict procedure compliance
aftar the June 22 event, and the licens2e noted a marked fncrease in the number
of procecure changes fnitfated by plant personnel. ORAT inspectors noted that,
for the SORC meetings observed, procedure changes consumed almost half of the
SORC meeting time. [n aiscussions with the SORC Vice Chairman (VC), the in=
spectors learned that plant personnel finc that what was previously acceptable




in terms of procedure accuracy is no longer acceptable. While the increased
sensitivity to procedural compliance fs aporopriate, the increase in procedure
changes has introduced an increased SORC burden and reduced the time available
to SORC members for their other responsibilities. The SORC VL stated that he
felt the burcen would not continue at this level incefinitely as the procedures
would eventually become "fine=tuned." He was alsc reluctant to decrease SORC
review efforts because he wanted the responsible managers to thoroughly assess
the potential effect of <ich change on their cepartments and provide additional
unreviewed safety question reviews. ORAT review found no safety inadequacies
in the present approach, and noted that licenses management continues to care=-
fully address this fssue to assure that both SORC and departmental functions

are adequately 'mplemented.

The inspector reviewed the licensee's Independent Review Team (IRT) assess-
ment of the SORC function and founa it to be well prepared and thorough. Recom-
mendations, especially those related to the reduction of SORC burden on SORC
members, fdentified important consicerations. (CAL 3-8)

3.3 Conclusions

Facflity management, as structur.d, 1s cacadle of directing and supporting
safe power cperation. Facility management staffing, qualifications, and per=
formance were acceptable. The reorganization strengtnened lines of respons.=
"bility, authority, and accountadility. By creating a Chief Operating Officer,
the licensee developed a single focal point for control and operation of Sea=
brook. The ORAT concludec tnat key individuals exnibited the proper safety
perspective and that the necessary mansgerial attributes exist.

4.0 PLANT OPERATIONS
4.1 Review Scope

The inspectors reviewed operations and operatizns support functions to
evaluate the licensee's capab‘lity to safely operate the facility. The purpose
of the evaluation was to:

== determine whether the (,rrations Department is sufficiently staffed with
capable operators and managers,;

== determire whether the licensee has provided the Operations Department with
the necessary procedures, equipment, administrative and technical support;

and,

== assess the effectiveness of the interface between the operations and
operaticns support departments,
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personnel outsice of the Operations Department) are prohibited from assuming
other duties while serving as an STA because of the potential fon interference
with the STA function. (CAL 2.B-2)

The onshift operations staff has experienced an approximate 0% annual
turncver rate. The inspectors did not view this as excessive; 7%% of the cur~
rent onshif: operators have held licenses at Seabrook for over four years, In
addition, many have previous commercial or naval nuclear power cperating ex=
perience. The licensee stated that several of tho.e leaving the cnshift opera=
tions staff had relocated tc other positions within NHY and their cperating
experience was not lost to the organization,

The inspectors noted that the licensee s planning to institute an Opera=
tions Support Group (0SG) to alleviate the operations administrassve workload
énd provige Operations with their own technica) review group. The OSG will
report to the Operations Administrative Supervisor (OAS) and will consist of
two subgroups: a technical support croup with a supervisor and three engineers,
énd a procedure group with a supervisor and two procedure writers/reviewers.
The inspectors concluded that the proposed 0SG could reduce the acministrative
'0ad on Operations and improve the consistency and quality of procecure pre-
paration and review., While the proposal for establishing an 0SG is a positive
initiative, it has no bearing on the existing readiness to conduct power opera=

tion.

Tne inspectors found the onshift cperators to be capable and professional.
High operatcr morale was indicated by their positive attitudes and pride in
wneir work. Operators maintained a professional control room atmosphere. The
35 ang USS asserted appropriate control and command. Control room access and
activities were appropriately controlled. Potentially distracting activities
were nct observed. OQOperator response to annunciators was found to be appro=
priate and timely.

The QRAT observed several shift turnovers and found them to te thorough
and compliete. The formal shift turnover checklist was effective in assuring
complete and consistent turnovers. Onshift operating logs (TS log, locked
valve log, temporary modifications log, temporary setpoint change log) were
detailed, concise, and useful to the onshift crew.

The inspectors observed effective operator communications and cooperation
with other departments. The interface between operations and the Quality
Assurance group was particularly noteworthy.

In addition to their contro)l room responsibilities, the OPMM requires that
$S3 make monthly tours with the AOs, such that each of the three major plant AQ
assignments is covered during each quarter. The SSs are directed to inspect
plant areas for equipment material condition, housekeeping, safety, radiolo=
gicai controls, and security. The inspectors viewed this as a positive licen=
see initiative.



4.2.2 Operations Procedures

The fnspectors found the operations procedures to be sufficiently detailed
and accessible by control room perscnnel. Operators were observed to adhere to
these procedures, including those for configuration control.

A weakness in document control was identified and corrected by the licen~
see during the inspection: the licensee's initial practice was to remove all
controlled copies of procedures that had exceeded their routine review period.
when document control personnel attempted to remove an overdue abnormal pro-
cedure from the control room, the operators prohibited the removal, Recurrencs
was prevented by revising procedures to omit this practice. This was an in=
stance of effective upgrading of facility practices.

The missed procedure review was initiated. This was an isolated instance
of failure to review a procedure listeg on the monthly 1isting of procedures
due for review during the next 12 monthe, The licensee ‘s assessing whether
adoitional controls are needet to assure ~eviews are timely. The ORAT had ro

further questions.

4.2.3 Eouipment Configuratian and Operability Controls

Operations establishes proper system configuration by using system lineup
sheets that are included as part of each specific system operating procecure.
Once a system is lined up for the relevant plant moce, the lineup sheets are
logged and maintained in the control rocnm. Any variations to the required
l1ineup are documented in lineup exception sheets which are also filed in the
contiol room for reference. To control system lineups for a mode change, the
Operations Department has developed moge change checklists that operators use
to ensure that systems are properly aligned for the new mode. Operations sup=
port departments are alerted to the approaching mode change through mode change
notices. These notices allow a controlled and integrated licensee effort to
ensure compliance with Technical Specifications and other operating require-
ments during mode changes.

Additional system configuration control is provided by the locked compon=
ent log, n which the operating crew tracks normally locked components which
have been placed out of position. For systems or components on whizh work is
being performed, configuration is controlled with a tag-out log. System tag=-
outs are prepared outside of the control room; this reduces control room dis=-
tractions and the administrative burden on the onshift operators.

Random ORAT comparisons of local component indications and associated con-
trol room documentation identified no discrepancies. The system configuration
control system was assessed as thorough and effective,



4.2.4 Housekeeping

L4
The plant was in an outage cduring the inspection, and the ORAT noted that
housekeeping anc material control improvements could be made. This was pare
ticularly true where work had been completed but the a=ea not subsequently
cleaned. However, the CRAT identified no housekeeping fssues that threatened
equipment operadility. Overall, housekeeping was assessed as adequate.

4.2.5 Response to Operational Events

To assess the NHY response to operational events, the ORAT reviewed NKY
programs for anc performance of event reporting, post-event review, and self-
assessment. The NHY Reporting Manual (NYRE) provides for the timely submittal
of periedic anc spezia) reports to NHY management and regulatory agencies.

NYRE Chapter 2, "Report and Commitment ldentification," contains require=
ments and procecures for the initiation and preparation of Station Information
Reports (SIRs). An SIR is used ¢ report and evaluate operational events wnich
may require further investigation or regulatory agency notification. NYRE
Chapter 2 lists congitions and events which raquire initiation of an SIR. The
procedure reguires tnat the Snift Superintendent be info.med of any question=
able conditions arc be proviced a copy of the SIR in crder to determine any
immediate reporting requirements. NYRE Chapter 3, "Regulatory Reports," cone -
tains the directions for reports required by the NRC and proviges instructions
for how and where to submit them,

Subsequent to an event, to documentation in an SIR, and to the submittal
of required immeciate NRC reports, NHY evaluation is provided for in Procedure
12830, "Event Evaluation and Reduction Program." The program is normally used
to evaluate reactor trips and Engineered Safety Feature actuations but may also
be used for other events as requested by NHY management. Initial evaluation
of SIRs and Post=Trip Reviews (Station Operating Procedure 051000.08) is fol-
lowed by review anc¢ assignment of eppropriate corrective actions by the Station
Operations Review Committee (SORC) with further review by a standing Nuclear
Safety Audit ang Review Committee (NSARC) subcommittee.

As part of the event evaluation process, a root cause evaluation is per=
formed in accordance with NHY Procedure 12810, "Root Cause Analysis." Analysis
results are included in the SIR package, which must be completec by the Event
Evaluation Team Leader within five business days of the event. SORC review
must be accomplished within ten days. The final NSARC report, including any
assigned action items, is required to be issued within 30 business days of the
event.

4.2.6 Self-Assessment Programs

In addition to the above event evaluation process, the licensee has
several programs to provide self-assessment of NHY operations. The NSARC,
sesides its NMY 12830 responsibilities, is committed through Technical



Specifications to provicde to the licensee President a means of independently
ascertaining whether activities related to nuclear safety are performed safely
and in accorcance with the policies of NHY and the regquirements of the NRC.

Another program committed to in Technical Specifications is the Indepen=
dent Safety Engineering Group (ISEG), which is responsible for maintaining sur-
veillance of station activities to improve station safety. The ISEG examines
station operating cnaracteristics, NRC issuances, indusiry adviscries, Licensee
Event Reports anc other station design and operating experience information
which may indicate areas for improving station safety.

NHY Procecure 12820, "Human Performance Evaluation System (HPES)," oute
lines an additional program to reduce human errors. The HPES provides a pro=
cess for reviewing and evaluating situations where human performance either did
cause, or could have caused, an inappropriate occurrence.

The licensee has also provided for & top level, incependent assessment
group in NHY Procedure 11260, "Independent Review Team (IRT)." The IRT per=
forms ingdepencent reviews, evaluations and assessments and provides reports and
recommendations as directed by senior licensee management. The IRT is pre=
sently composed of an IRT Ma.ager and i team of on=loan NHY personnel forming a
Self-Assessment Team (SAT). The current SAT was formes in October 1589 and is
charged with assessing and evaluating the licensee full power and power ascen=
" sion program. The previous SAT existed from August 1388 unti]l September 1589
and evaluated the low power testing program. Since its inception in 1984, the
IRT has performed over 250 evaluations for NHY management. In adoition to on=
loan personnel, the licensee plans to permanently assign two individuals with
operational backgrounds as core members of the IRT,

Through review of the NHY Manual, the NHY Reporting Manual, and the Sea-
brook Station Unit 1 Technical Specifications, the ORAT concluded that NHY has
established a well-defined program for event tracking and self-assessment. The
above-mentioned procedures and programs were all cross-referenced, and al) re-
quirements for further review of an event were noted t2 be clearly celineated
in the inspected documents.

To verify that the in-place programs have been properly implemented, the
inspectors interviewed several licensed operators, memders of the Operations
Department management staff, the IRT Manager (who is also a standing member of
the NSARC) and the Uirector of the Office of Quality Programs. The operators
interviewed were Supervisory Control Room Operators, Unit Shift Supervisors and
Shift Superintendents. All were aware of what types of events were reportable
per 10 CFR 50.72 and what events required initiation of an SIR.

The inspector reviewed the lesson plan for operator training on event
identification and reporting. No discrepancies were noted. All interviewed
members of NHY management were knowledgeable of their roles and responsibili=
ties in the event evaluation and self-assessmeant processes.
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A: a follow=up to the personnel interviews, the inspector audited the SIR
documentation for two of the more significant events which had recently
occurred at Seabrook: a failure to manually trip during the natural circulation
test (SIR 89-03%) and the loss of residual heat removal shutdown cooling cap=
ability (SIR £9-066). Both SIR packages contained the required documentation,
including the SIR initiation sheet, NRC Event Notification Worksheet, Event
Evaluation Team report, and root cause analysis worksheets. In addition, SIR
89-039 included the post-trip review documentation and an IRT analysis report.
Both SIRs were determined to be thorough and complete.

The inspectors noted that, subsequent to the natural circulation test
reactor trip event, the licensee improved their event reporting and evaluation
process. For example, the Event Evaluation Report for that event was required
to be completed before the reactor could be restarted. This was accomplished
Just prior to the ORAT arriving on site. (CAL 2.A=3) Also, procedure 051000.08
was revised to require discussion of any reactor trip with the NRC prior to
reactor restart, and Revision 21 of the NHY Reporting Manval was implemented to
require the 5SS and the USS to complate an NRC Event Notification Worksheet
pricr to making a 10 CFR 50.72 report to the NRC Operations Center. (CAL 2.A=4
& CAL 2.A-5)

Based on the discussions with NHY personnel, the review of the in-place
programs, and the inspection of completed SIR packages, the ORAT concluded that
the NHY staff is able to effectively assess and respond to operational events.

4.2.7 Technical Operaticns Support Programs

The licensee has established two operating experience feedback programs.
One reviews plant events and the other reviews industry events. The ORAT found
these programs to be acequately staffed with experienced engineers. Licensee
actions in response to events are tracked to completion using the licensee's
SIR process (for internal events) or the Integrated Commitment Tracking System
(ICTS, for industry events.) The inspectors concluded that the feedback pro-
grams are capable of performing their irtended function.

In addition to the oparating experience feedback programs, the licensee's
engineering group recently established a scram avoidance program. Because a
large percentage of pressurized water reactor trips are caused by feedwiter
system problems, the group is currently focusing on the feedwater and feedwater
control systems. The group is working with a computer mode! for these systems
and plans to incorporate their findings into the operator trai-ing program.
Operations personnel are also involved with the scram avoidance program through
speciaiized training and evaluations. The ORAT assessed this p-~ogram as a
positive licensee initiative.

4.3 Assessment
The Operations Department is adequately staffed with capable managers,

licensed operators, and administrative personnel. Operators are «nowledgeable
of their responsibilities and are provided with the necessary procedures,
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equipment, and administrative support to allow them to conguct safe cperations.
The ORAT observed that the operators interfaced effectively with each osher and
control room equipment.

station configuration control and self-assessment methods are rigorous.
Interfaces between operations and the operaticons support groups are acceptable.

4.4 Conclusions

The Seabrook Operations Department is capable of conducting safe power
operations.

§.0 MAINTENANCE
€.1 Review Scope

The inspectors raviewed the New Hampshire Yankee maintenance program to
ascertain wnether the program was implemented effectively and could supoort the
power ascension program and power operation, The review included the mainten=
ance organization manvais, procedures, work control programs, and the planning
and tracking programs. Interviews were conducted with management perscnnel,
supervisory personnel, and technicians. Observations were made of the assign=
ment ar¢d performance of work,

5 ¢ Findings

9.2:1 Management, Organization, and Staffing

The Station Management Manual describes the organization of the mainten=
ance function. (See Figure 4.) The Maintenance Manager reports directly to
the Station Manager; three Department Supervisors report to the Maintenance
Manager. The Maintenance Department Supervisor is responsible for corrective
and preventive maintenance on mechanical and electrical equipment. The Instru-
mentation and Cortrols (I&C) Department Supervisor is responsible for maintain-
ing the on=site station instrumentation and contre)l equipment and for cperation
of the calibration facility. The Utilities Department Supervisor is respons-
ible for operation of cry radicactive waste packing equipment and performance
of maintenance on fire doors and other general utility and upkeep work on
buildings.

The Maintenance Department Supervisor is supported by 87 personnel includ=
ing a Mechani.al Supervisor, an Electrical Supervisor, a Training Coordinator,
a Lead Planner, seven working mechanical foremen, four working electrical fore=-
men and four contractors., The I1&C Department Supervisor is supported by 64
personnel including four I&C Supervisors, a Training Coordinator, a Lea: Plan-
rer, nine I&4&C working foremen, and three contractors. The Utilities Decartment
-wpervisor 1s supported by 37 personnel including three supervisors, a planner
and five working foremen. !



The manpcwer resources match the station allotments as indicated on the
organizational chart provided in Figure 4. However, the technicians are work=
ing a 60=hour work week. This extensive overtime use was assessed as warrant=
ing specific licensee management atsention,

5.2.2 Work Control

The ORAT interviewed ana observed the working foremen and technicians in
the conduct of their duties.

The Maintenance Manager meets with the department supervisors and the
mechanical and electrical superviscrs each morning to review major jobs sched=
uled for the day and to resolve potertial conflicts. A plan of the day (POD)
meeting is held at 1:30 p.m. daily a: the supervisor, working foreman, and
planner level to review planned maintenance including proper documentation,
plant conditions, availability of sarts and support from other groups.

The working foremen report to supervisors anrd are responsiple for main=
taining the equipment 11 their assigred systems. As a result, the same system
engineers 40 technicians routinely work together. The cepartment planners
identify emerging work, and the worxing foremen i e responsible for accomplish=
ing the work. A working foreman cirects the work of five or six technicians
and coorcdinates and interfaces witn cther departments to resolve problems.

The licensee uses a cumputerized system to track Work Requests, Design
Coordination Reports, Document Revision Reports, Requests for Engineering Ser~
vices, Nonconformance Repcrts, and Facility Service Recuests. The tracking
system follows each document through 21 stages from initiation to final dozu=
ment control center closeout. Over ten different types of reports can be pro-
duced. A report listing the outstancing work requests by responsible working
foreman is issued daily.

A weekly report on the backlog of work requests recaives wide distribution
and is displayed throughout the station. The licensee's goal is tc have less
than 750 work requests outstanding, not co.unting work requests held for plant
conditions or paper work close out. The present back log is approximately 1200
work reguests and has been decreasing since mid=October 1989. The following
tables summarize licensee report information or naintenance work status.



TABLE 5.2.a

OVERALL MAINTENANCE BACKLOG

OLDER THAN OLCER THAN

TYPE NUMBER 2 MONTHKS 12 MONTHS
Emergency and Priority 1: Needed to 2 0 0

Restore System to Operable Status

Priority 2: Could Lead to System 83 13 0
Inoperantlity

Priority 2: Can 2e Ferformed As 708 243* 60*
Manpower and Schecdule Allow

Priority 4. To B2 Completed As 245
Fill=Iln work.

*Includes Soth Pricrity 3 and 4 Items,

TABLE 5.2 »
MODE DEPENDENT MAINTENANCE BACKLOG

TYPE NUMBER
Needed tc Enter Mode 4 142
ieeded to Enter Mode 3 12
Needed to Enter Mode 2 4
Needed teo EZnter Mode | 13

ORAT review concluded that maintenance wa being adequately tracked and
prioritized. Review and observation of selected portions of the maintenance
activities and procedures listed in Attachment . identified no deficiencies.

The CRAT concluded that the POD meetings were effective in establishing
the status of work requests and establishing priorities for planning and pro=
curement. Working foremen were effective in implementing and supervising the
conduct of the pricritized work. The ORAT concluced that the open requasts
were effectively tracked, that the status of each open work request was well
docurented, and that the open work requests were appropriately coordinated with
operational controls so that the impact on component operability was being pro-
perly addressed.
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5.2.3 Material Control and Procurement

The ORAT reviewed the Procyrement Manua), held discussions with the Mate~-
rial kequirements Department Supervisor, the Administrative Services Manager,
and receipt inspectors, and coserved a portion of the receipt inspection of
valves in the warenouse.

The licensee has developed & computerized program for common components
and is completing the cdata base. This program assigns a tag number to every
component in the plant. The tag number identifies the technical attributes of
the component, the parts needed to repair it, and the number of parts in inven=
tory. Since commen components have the same tag number, inventories for common
replacement parts are better managed by this system.

The licensee has undertaken a program for improving the dedication of com=
mercial grade parts for use in safety systems. That program is described in
Engineering Prececure 32510, "Engineering Review of Commercial Grade Dedica=
tion," and provices for impiementation of EPRI NP=3552, "Guidelines for the
Ut.1ization of “ommercial Grade Items in Nuclear Safety-Related Applications,"
whith was conditionally acceptad by the NRC in Ceneric Letter 89-02. Program
deve..pment i5 beginning, and 1S contractors have peen hired to conduct the
work, The CRAT concluged that installed esquipment and spares are presently
accept.dle based upon construction, precperational, and operational controls
and tes.s, and licensee reviews.

The : rocurement Department identifies the receipt of al) quality con=
troiled items with a company identification numner (CID) which is entered in a
computer tratking program. The computer pcoagram tracks the detailed informa=
tion on the component's shelf=1ife (if applic.hle), the work order under which
the component is issued, and the location of the item in the warehouse.

Receipt inspections are conducted by the Prozurement Department. The ORAT
reviewed the cocumentation for the receipt inspecti:n of Copes=Vulcan, Inc.
valves and discussed the recaipt and fssuing trackiag system with licensee re-
ceipt inspectors. Receipt inspection incluced review of documentation of iden=
tification numbers, shipping list certification of conformance, physical dam=
age, and special tests needed. For the receipt inspections reviewed, over ten
Purchase Information Requests had been 1ssued requesting clarifications, autho-
rization for acceptance, and identification of noted deficiencies. The inspec=
tor concluded that this limited sample of receipt inspection for the reworked
valves showed extensive, detailed and we)l-documented receipt inspection.

The inspector concluded that the procurement and receipt programs are ade-
quate to support power ascension and that program ennancements are deing de=
veloped.
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5.2.4 Calibration and Test Eguipment Control

The ORAT reviewed the Measuring and Test Equipment (MATE) chapter of the
Station Maintenance Manual, held discussions with the working foreman of the
MLTE Laboratory and the Maintenance Supervisor, and toured the calibration lab.

The calibration lab maintains standards for electronic meters, accelero~
meters and pressure, temperiture, time, leak rate, and radiation equipment,
Special test equipment is calibrated by vendors on an as-needed basis. Equip~
ment used in the field is staged in one cf four major tool cribs for sign=out
by users. Equipment calibration frecuency is determined by cate or frequency
of use. The calibration ‘2> provides a computer listing to each tool crib,
indicating instruments whicn are oue for calibration. For equipment calibrated
on a usage basis, the tool <rid supervisors maintain a sign=out list and re-
turn instruments for calibration when the usage limit is met. Equipment users
are aware of the usage 1imits and notify the tool crib supervisor when equip=
ment requires calibration. when a user fcentifies a problem with a piece of
equipment, the ecuipment is taken out of service, tagged, and returned to the
calibration Tab. If a piece of equipment is not used for six months, it is
removed from the crib ang ‘s storead by the calibration lab.

Five technicians work fn the calibration lab and are assigned responsi=
bility for :pecific types zf measuring cevices. Experience for technicians at
"the lab ranzes from three =anths to six years. The laboratory has operated for
seven years and the calibration program has been changed to meet the needs of

the station, Next day cal‘bration service is provided for urgent requests.

The backlog is presently 200 pieces of equipment and the technicians are work-
ing an overtime scnecdule. No associated work delays or inadequacies were iden=
tified.

While calibration equioment is stored in the Radiclogical Controlled Area,
the licensee has not estabiished a hot (radiocactively contaminated) calibration
lab. Plans have been discussed for a temporary hot calibration lab: a trailer
and most required calibration equipment are onsite. The licensee estimates
that a temporary facility could be placed in service within two months, but no
definitive plans have been developed. The absence of a hot calibration facil=
1ty was assessed as a potential problem with calibration efficiency. However,
NRC requirements were found to be met.

The calibration program was well established. It provides adequate track=
ing and control of equipment requiring calibrations. The technicians who use
calibrated equipment are conscious of calibration requirements. A larger staff
could reduce backlog and overtime, but the present staff was assessed as ade=
quate to maintain egquipment in calibration.

The ORAT concluded that the present calibration facilities are adequate to
support power ascension and that support of extended power operation would be
- enhanced by a facility for calibrating contaminated equipment.

-
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5.2.95 Personne Control

The ORAT observed maintenance personnel during assignment of work and dur=
fng the performance of maintenance ang calibration activities, held 2iscussions
with working supervisors, training ccordinators, department supervisors, and
the Maintenance Marager, and reviewed selected training records an¢ qualifica=
tions of technicians.

Maintenance support is provided on shift, requiring each technician to
work on a rotating shift for a six-week period twice a year. The maintenance
staff is working ten=hour days, six days a week to complete the required work
Zuring the current cutage.

Most maintenance technicians, working foremen, and supervisors have held
their positions for over four years and are qualified to the highast licensee
level. Spectalty and refresner training is ongoing to maintain ang increase
technicians' knowlaage and proficiency. Working supervisors maintain a listing
of the technicians who have completed specialty training courses ang ensure
that tecnnicians are assigned to jobs for which they are qualified. The main=
tenance training programs are being prepared for industry accreditation in the
surmer of 1980, Department training coordinators and technicians are assigned
L0 assist in job task analyses and lesson plans preparation.

Leac technicians ana supervisors are taught the responsibilities of the
next level of management by on=the-job training and through acting for their
immediate supervisor when the supervisor is absent.

The ORAT ceoncluded that the Maintenance Department 1s adequately staffed
with motivated and technically competent personnel and that the maintenance
cerariments can support power ascension., Maintenance personne! interface
effectively within their assigned crafts, with other crafts, with engineers,
and with operations personnel. The maintenance personne! observed displayed a
professional attitude toward the completion of their assigned tasks.

§.2.6 Management Support and Assurance of Quality

The ORAT discussed management support with managers and supervisors and
assessed the effectiveness of the qualfty assurance program by observing tech=
nicians and supervisors in the field.

Management provides direction and guidance for completing the maintenance
program. Datly staff meetings and plan of the day meetings are used to track
ana plan 1oentified maintenance work. The work request system provides direc=
tion to working supervisors and the technicians for the completion of identi=
fied tasks.

ORAT observations found quality to be an fntegral part of the conduct of
bs. The ORAT observed the following examples of technicians stopping work
verify that proper quality assurance was maintained. An I&C technician
opped work on the diesel generator and requested engineering support to

5 A
w v
to
5%



19

evaluate the acceptability of a split in the plastic covering on the cable of a
temperature detector. An electrician stopped work on an isolated residual heat
removal cross=connect valve when he sensed flow and requested operations veri=
fication of the isolation of the valve. A mechanic assisted an operator in
determining the status of the ciese! generator fuel racks. An I&C technician
stopped work on repair of an accumulator level meter to verify that the 1ssued
repair part was the proper replacement part.

Second person verifications, QA hold points, and working foreman reviews
cre included in procedures and work requests. Working foremen were observed at
most job sites, but supervisors and managers were not observed in the field.

The ORAT observed the pretest briefing prior to testing the diesel genera~
tor. The mechanical working foreman and control room persaonnel discussed the
test, the sequenting of required actions, and the cperating precautions. Based
on the inspectors' observations and the successfully conducted test, the ORAT
concluced that the pre-test briefing was effeztive.

The ORAT concluded that management support and assirance of quality is
adequate 0 support power ascension anc power cperation.

§.3 Assessment

Preventive and corrective maintenance is being adequately performed by a
technicaily competent and highly motivated szaff wnich exhibited high morale.
That staff is routinely working significant overtime. No associated inadequate
werk was fgentified, but excessive overtime and a high work backlog are a
potential detriment to effective cperations support.

The assignment, conduct, and documentation of maintenance work is well
defined and was implemented in accorcance with the licensee's program. Out-
stanaing work requests and overdue preventive maintenance items are closely
tracked.

Material procurement and control adequately supports maintenance. Receipt
inspections and the tracking of material is wel)l established. The procurement
process, incluaing the qualification of commercial grade parts is evolving and
improving.

The calibration lab is well established and adeauately supports the main=
tenance work. However, the lack of a hot calibration facility wil) complicate
calibration of contaminated components.

The maintenance staff is experienced and well qualified. Communications
within the maintenance organization are good and effective interfaces are
established with other on=site organizations.

Management provides adequate direction and support. Assurance of quality
function is effective at the technician level, with appropriate indepengent
evaluation and verification.
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.4 (Lonclusions

The mainterance organization 1s adequatcly staffed and experienced. Effece
tive work contro!, materia) control, procurement, equipment calibration, and
management funciions are in place. The staff is working significant overtime
and tne backlcg of work regquests remain high. Present staffing levels, ang
calibration facilities may not be fully effective in supporting extended power
operation.

6.0 SURVEILLANCE

6.1 Review S:zobe

The ORAT reviewed the Technical Specification Surveillance Program and
impiementing procedures for reaciness to assess the following.

== Whether agministrative prococures are available and adequate to contro!
Technical Specification surveillance testing.

== Whether station staffing fs adecuate to administer and conduct the Teche
nica) Specification Testing Program,

== Whether syrveillance testing is being successfully executed and adequately
) controlled.

== Whether the SPECAPPRAISAL computer Ga:a base assured that Technical Speci=
fication surveillances are properiy modeled in the cata base.

| 6.2 Findiﬂié

The Technica] Specification (TS) Test Program is controlled by administra=
tive procedure MT10.1, Rev 2, "Technical Specification Surveillance Scheduling
and Performance.” Surveillances are tracked and scheduled using a computer=
Dased system. Routine surveillances which are performed more often then once
every seven days are administratively controlled by department procedures and
are not tracked cn & computer~based system,

The Surveillance Test Program is controlled by the Technical Support De-
partment. The Lead Surveillance Engineer, who reports to the Program Support
Department Manager, has two Engineering Analysts and an Engineering Aide work=-
ing for him. Both Engineering Analysts are contract engineers; the licensee is
pursuing filling these positions with NHY personnel.

The ORAT reviewed License Event Reports (LERs) for the past two years to
fdentify missed Technical Specification (TS) Surveillances. Two 1988 LERs
(88-02 and 88-06) identified missed surveillances. Both missed surveillances
were attributed t2 nct properly identifying equipment required to be tested.
The ORAT concluded that these missed TS surveillances (in two years) did not
indicate a generic program weakness.



Station Information Reports (SIRs) were reviewed for the past two years by
the licensee to identify surveillance deficiencies. SIR 29-061 cescribes T$
surveillance tests 4.3.3.9 and 4.3.3.10 for the liquid and caseous efflyent
monitoring systems as being missed: monthly source checks of various effluent
gas and lfquic monitors were not conducted per the surveillance procedure. The
licensee later identified that the source checks had been performed automatice
ally by the monitoring systems, therefore, the monitors were operable. Because
the monitors were operadle, an LER was not required. The root cause of the
missed surveillance test was fdentified as 1nability of the SPECAPPRAISAL com=
puter program to track and reschedule partially completed surveillances.

MT10.1 was changed so that partially completed surveillance tests can be fnput
intd the SPECAPPRAISAL program, and equipment not tested is now maintained on
the limiting congition for operation (LCO) action statement status log sheets.

The ORAT incepencently verified the accuracy of the cgaily TS surveillance
4.1.1.2 for shutdown margin. The shutdown margin was recorded as item 31 on
the TS Mode 5 log sheet.

The ORAT cbserved selected portions of surveillance procedures 0x1413.01,
Rev. 5, "RHR Cuarteriy Flow and Valve Stroke Test and 18 Month Valve Stroke
cbservation," and OX1426.08, Rev. 3, "D/G 1B Monthly Operability Surveillance."
Juring performance of section 8.2 of procecure 0X1413.01, the licensee identi=
fied that the discharge pressure cage was not adequate for the Inservice Test~
"ing (IST) surveillance of the RHR pump. The gage was temporarily replaced by
cressure gage of acceptable accuracy. The licensee stated that the test pro=
cedure would be changed to specify installation of a more accurate pressure

cage.

Ouring performance of procedure 0X1426.05 the inspector observed strong
Quality Control involvement. Also, Maintenance provided assistance in test
performance. In addition, Operations used the assistance of the system engé
neer and system I&C foreman to resolve the discharge pressure gage issue de~ g
scribed above.

6.3 Assessment

Administrative procedures were available and adeguate to successfully exe-
cute the Technical Specification Surveillance Program. Staffing to schedule
and track surveillances was adecuate; all positions were filled. Test proce=
dures reviewed were detailed and technically sound. The professionalism and
know!edge of personnel conducting TS surveillances was evaluated as strong.

6.4 Conclusions
The Technical Specification Surveillance Program has successfully been

implemented for Mode 5 operations at Seabrook. Staffing levels and procedures
are in place to support power operation surveillances.



7.0 RADIATION PROTECTION

7.1 Review Scope

The readiness and capability of the licensee's radiological controls pro=
gram to support power ascension and full power operations was reviewed by the
ORAT. Readiness and capability were evaluated against criteria in applicable
regulatory requirements, Final Safety Analysis Report Commitments, and Tech=
nical Specification requirements. The ORAT evaluated the licensee's perform=
ance in this area by independent observations during plant tours, discussions
with personnel, reviews of documentation, and independent walkdown of systems.

7.2 F1ndings
‘g% b% Organization ang Staffing

The licensee has a well defined radiological controls organization (see
Figure $). The current, approves organization is fully staffed. ORAT review
noted that the licensee hired 12 zontractors to augment the organization and
that there may be a need to provice additional permanent personne! (e.g. in

dosimetry records) if the comtractor support is terminated. This was based on

inspector observation of work activities. The licensee', radiclogical controls

representatives indicated that additional permanent personnel have been re-
quested and that the qualified contractor personne! would be retained if
neeged,

The ORAT found the organization and staffing of the radiation protection

portion of the radioicgicul controls organization, with its contractor support,

to be fully capable of supporting power operation.

The CRAT noted, during discussions with the licensee's radiological con=

trols representatives, that the racwaste management and radwaste transportation

organizational responsibilit es were being changed. Those changes were not
evaluated during this ORAT inspection. (This aspect will be reviewed from
January 8-12, 1990 and documented in Report 90=03).

TR 8 Qualification and Training

The ORAT reviewed the qualifications, training and continuing training for

radiation protection personnel in the radiclogical controls erganization. The
review included technicians, supervisors, and managers.

The ORAT considerec the personnel to be highly qualified and trained.
Continuing training was being provided to permanent personnel as appropriate.
Both permanent and contractor personnel were provided with timely training in
new or revised procedures and industry events.

The ORAT noted that the contactor radiological controls technicians, hired

Lo augment the staff during initial plant startup, have not been included in

the formal continuing training program. Those contactors were provided initial
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training and qualification when they were hired., The licensee indicated that
the continuing training of contractors would be reviewed. Licensee attention
1s warranied to assure that this lack of continuing training does not develop
fnto a qualification inadequacy.

Quaiffications and training of radiation workers were reviewed guring the
May=June 1989 readiness inspection and were found acceptable. Current training
was foung ty the QSAT to be adequate to support full power operation,

The CRAT noted that there was no specific training for radiclogical cone
trols or cperations personnel on the expected radiclogical conditions assozi-
ated with clant systems which will present raciological hazards during power
operation (e.g., expected areas of continuing and transient high radiation cose
rates). These personne! may access such areas during startup and operatien.,
Such training 1s especially appropriate for operations personnel since they are
permittec to monitor their own entries into high radiation areas. The licensee
initiatec & review of this matter, which the ORAT ccnsiders a potential program
improvement.

7.2.3 Communications, Morale and Attitude

The CRAT evaluated radiological controls, communications, morale and atti=
tude. A positive attitude was evident during CRAT discussions with personnel.
" Ragiological controls personnel communications with operations department per=
sonnel was acceptable. Generally, communications were good and were enhanced
Dy attencance at frequent meetings with all levels of the organizatinn,

The CRAT noted that the licensee had identified two instances where radio-
logical contrels personnel had not performed assigned tasks as expected. The
licensee nad thoroughly evaluated these instances and concluded that the ingi=
viduals cisplayed poor attitudes and an apparent lack @ professionalism ang
pride in tneir work. The ORAT noted that the licensee' gymanagement was noti=
fied of the apparent problem by the workers' peers. The ORAT found that the
licensee mad performed a thorough review of the issue and instituted measures
to more ciosely monitor worker performance. These instances were consicered to
be isolatec and not indicative of a pervasive problem. The ORAT considereq
overall attitude and morale to be very good.

7.2.4 Facilities and Equipment

The CRAT reviewed the radiological controls facilities and equipment and
noted that there were ample supplies (both consumable and nonconsumable) to
support the radiological contrels program, includirg the external, internal and
respiratory protection programs. The inventory of consummables (e.g. protece
tive clothing) was computer tracked. Supplies were reordered when needed.

A state-of-the-art instrument calibraticn facility, which provides for
calibraticn of monitoring instruments directly traceable to the National In=
stitute of Standards Technology, was operational,
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7.2.% External Exposyre Controls

The ORAT reviewed the following elements of the external exposure control
program,

=«  Procedures.

== Dosimatry devices.

==  Radiation work permits.

==  Records and reports.

==  Number and types of survey meters,

== High radfation area access controls.

== Posting and barrizading of radiological areas.

== Lalibration facilities and radiation sources used.
== Area radiation monitors and calibrations.

==  Control and leak checking of radifoactive sources.

The ORAT found that the overall externa) exposure controls program was
well defined and capable of supporting power ascension and ful) power opera-
tion. Procedures were of good quality. Tours by ORAT members found radio-
logical controllec areas to be properly posted.

The licensee has assigned a radiological controls individual to the plan-
ning and scheduling department. That fndividual reviews work requests and aces
as an intermediary between the radiation protection group and work groups.

This coordination was assessed as a benefit to raciclogical controls work re=
view and planning.

The inspector identified the following weaknesses for which the licensee
implemented prompt and acceptable corrective actions,

««  Procedure guidance explaining the methods of continuous coverage of per-
sonnel working in high radiation areas were subjective and cpen to inter=
pretaticn.

== Procedures did not provide good controls for tracking of extremity expo=-
sures during work.

=~ Procedures ¢id not provide a clear indication of the minimum radiological
surveys needed to support radiation work permit work.

7.2.6 Internal Exposure Controls

Tne ORAT reviewed the following elements of the inter~a) exposure contro!
program.

==  {Procedures.

== Biocassay methods and equipment.
== Records and reports.

-- Respiratory protection gquipment.
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== Engineering contrcis,
== Posting.

The ORAT concluced that the overall internal exposure control program was
generally well de'incd and capable of supporting power ascension and full power
operation. Ample supplies of respiratory protection and airborne radioactivity
sampling equipment were available. The internal dosimetry program was fully
implemented. Bi.a.say meinots were established and ‘mplemented.

The ORAT observed candy wrappers in the radiological controlled area
(RCA). Ingestion of food is prohibited in the RCA. The licensee initiated
acceptable actiun to reinform personnel of the prohibition.

1i8:7 Safety-Related Ventilation System:

The ORAT reviewed the surveillance testing of the control room emergency
ventilation system and tre containment enclosure ventilation system, These
systems wer2 visually inscected by the CRAT to determine their condition and to
compare them to approvec crawings.

The tw. systems were Deing retested to determine their operability as de-
fined in the Technical Specifications (TSs). The retesting was consistent with
TS requirements, with the following being noted.

== A test to cetermine 'f the control room emergency ventilation system
appropriately realigns and goes into the filter racirculation mode when
ordered has not yet been done. That test is to ba completed prior to
going into Mode 4 arfter completion of the control room emergency ventila=
tion system design change. Licensee controls to assure conduct and ade-
quacy of this testing were agsessed as acceptable.

== The wattage test results for ®he installed heaters for the control room
emergency ventilation system exceeded the TS specified wattage. No in=
sbility to meet operational requiremerts was invelved.

The lTicensee had completed a technical clarificas.ion specifying that the
heater wattage was acceptable and no change in Technical Specification was re-
quired. The inspector informed the licensee that the TSs should be changed to
reflact the higher wattage. The licensee indicated tnat this and other tech-
nical clarifications were under review to evaluate the need to change the TSs.
This unresolved item is considered part of an overall issue of whether any TS
or FSAR provision has been altered by the licensee's interpretations and clari-
fications (443/89-83-01).
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7.2.8 ALARA Program

The licensee has established a procedurally described program to control
personnel ALARA (as low as reasonadly achfevabie) exposures to ragiation and
radioactive material. That program places the ALARA review responsibility on
Job supervisors. The ORAT noted that job supervisors have received )imited
ALARA training.

The ALARA program also allows radiological controls technicians to issue
raciation work permits for work involving accumulated personnel radiation expo=
sure of less than two person=rem. These individuals have also received )imited
ALARA training.

In agaition, the inspector noted that no formal program for establishing
challenging ALARA goals was in place.

The ORAT concluded that a basic ALARA program was in place, with room for
imporovements in the assurance of ALARA proficiency of job supervisors and
racioiogical controls tecnnicians, and in establishing challenging and specific
ALARA goals.

7.2.9 Industrial Safety and Housekeeping

The ORAT reviewed ingustrial safety and housekeeping during plant tours.
NHY has established procedures for industrial safety and housekeeping.

Tours of the station by ORAT members noted some examples of failure of
workers to use the safety equipment supplied by the licensee. For example,
personnel were not using safety glasses or safety belts when working in the
Refueling Cavity. The licensee immediately initiated review and acceptable
cerrective action,

Ouring tours, questionable safety and fire protection practices were ob=
served. Painters were noted to be cleaning brushes in an enclosed, non=
ventilated room, and the paint fume smell was strong. Safety personnel had not
been notified of this concern by the work supervisor, and no airborne sampling
of atmospheric contaminates was done. The psinters did not wear respirators,
and left flammable, thinner-soaked rags in plastic bags.

The conditions noted above were assessed as poor practices which, though
uncharacteristic, merit licensee attention. (Subsequent inspection confirmed
correction of the specific items noted.) Continued adequacy of industrial
safety and housekeeping will be regularly evaluated during routine NRC inspec~
tien.
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7.2.10 Process and Area Radiation Monitors

The ORAT reviewed the calibration and surveillance of process and area
ragiation monitcrs described in the TSs. Instruments reviewed included control
room isolation instrumentation, main steam line radiation monitors, and reactor
coolant leakage detection instrumentation. The ORAT also reviewed the calibra-
tion of general area radiation monitors.

The ORAT found that the licensee established wel) defined procedures for
surveillance testing and calibrating the instruments. A1l instruments were
tested in accorcance with TS requirements, and alarms were properly set.

The ORAT observed that the individuals performing calibration and testing
had a high degree of system and procedure knowledge. Also, the ORAT noted that
procedures required a second individual to verify that instrumentation was pro=
perly returned to service.

Fagill Racioactive Material and Contamination Contro)

The ORAT reviewea ragiocactive material and contamination control, includ=-
ing personnel contamination ang the surveys and egquipment used %o check mate~
rial being released from radiologically controlled areas (RCAs).

The ORAT found that the licensee had established weil=cefined procedures
for posting anc labeling of radiocactive and contaminated material, for provide
ing guidance for surveying material removed from RCAs, and for use of protec~
tive clothing. Material removed from the RCAs was surveyed by radiological
controls personnel.

There was limited radicactive material stored at the station. The radio=
active mateeial present was primarily residue from calibration of equipment.
No contaminagpd areas were identified. A routine survey program to check for
station contamination has been established. Although no significant contami=
nation currently exists, equipment and materials were thoroughly checked prior
to being removed from the RCAs. Properly calibrated state=of=-the=art personnel
contamination monitors were being used by personnel exiting RCAs.

The ORAT noted no formal identification of all areas in the station where
radioactive material was authorized to be stored. Identification of such areas
as authorized for storage is a gcod practice. This was identified to the lic=
ensee for consideration.

The ORAT concluded that the radiocactive materia) and contamination contro)
program is capable of supporting power ascension and full power operation.
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7.3 Conclusicns

The licensee has established and implemented a generally well=defined
radiological controls program capable of supporting power ascension and full
power operation. NHY fnitiated immediate corrective actions on the concerns
identified.

8.0 ENGINEERING AND TECHNICAL SUPPORT

8.1 Review Scope

The ORAT evaluated operational readiness of the engineering and technical
support organizations through review of organization and staffing, modification
and configuration controls, and interdepartmental interfaces. Some ongoing and
recently completed modifications were reviewed for the quality of design plan-
ning, independent verification, installation, and testing., Also, the inspec=
tors reviewed the licensee's preccess for determining whether a modification
required completion prior to power operation, Planning for accomplishment of
outstanaing modifications was reviewed as well. Engineering sta‘fing levels
and qualifications were evaluated for adequacy of engineering suppor. to the
operating staff. DOuring interviews with engincers and engineering supervisors,
svaff gttitude ang morale were assessed.

woriing relationships between the organizational elements involved in
engineering support activities were evaluated through interviews and by observa-
tions during licensee meetings. In addition, the ORAT reviewed the licensee's
recent self-assessment and QA avdits and actions on the findings to assess the
effectiveness of the licensee's management oversight and commitment to program
improvements.

8.2 Findings

g8.2.1 Engineering and T zhnical Support Staffing

The on-site Seabrook Station engineering structure consists of the Plant
Technical Support Department and the New Hampshire Yankee (NHY) Engineering
Group. (See Figures 3A and 3B.) These staffs are supplemented by engineers
from the Yankee Atomic Electiic Company (YAEC) headgquarters office. The Engi=
neering and Technical Support staffing was assessed as adequate and had a very
low turnover rate. The inspectors noted good working conditions, including
sufficient facilities and equipment.

Persons contacted in the Engineering, Technical Support, and Quality
Assurance (QA) areas were enthusiastic about their work and participation in
preparation for plant operation. The overal)l favorable staff attitude and
morale was further evidenced by the low turnover.
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8.2.2 Station Mogifications

The Technical Support Department evaluates requests for engineering ser-
«ices (RESs) that have Deen initiated by plent departments incluging Operations
ang Maintenance. RESs requiring plant changes are converted o Design Coordi=
nation Reports (OCRs) or minor mogifications (M=Mogs) by N®Y Ergineering
through evaluation, review ang approval prior to Work Reguest (WR) preparation,

Technical Support implement: Station Operation Review Committee ( SORC)
approved DCRs ang MeMod packages. This is accomplished by preparation of a WR
that cefines the work to be accemplished and provides the spplicable grawings,
procecures, instructions ang documentation requirements. Technical support to
accomplish a DCR or MeMog work 15 performed by tystems engineers from the Teche
nhical Support staff.

The ORAT reviewed the RES, DCR, and M=Mod processes and sampled DCRs and
M=Mods to establish their tecnnical quality. Associated wRs and the field cone
gition of affected components were examined. The inspectors found that the
Engineering Group and Technical Suppors Department were effectively controlling
pilant modifications to ensure that plant system and components were in the cone
gition requirec by plant cesign and regulatory requirements. Where WOrk was
not completed, review of scheauling ang tracking of work progress, including
operational hold points, showed that the licensee's program was effective 1n
‘preventing component or system startup urti) work was completed. Proper equip~
ment and system operability are confirmed by post-installation and startup
testing.

The NHY Engineering Group staff's time is divided among OCR development,
processing operational experience concerns, commitments and regulatory require-
ments, ana congucting angineering reviews and developing improvements.

8.2.3 Plsnt Safety and Reliability

The ORAT tound that both Engineering and Technical Support personne] were
involved in tasks related %0 optimizing plant safety and reliability. These
tasks include fiems such as emergency diesel generator (EDG) failure modes and
effects analyses, non=nuclear balance of plant {BOP) systems review, and de-
ve.opment of a motor-operated valve operational test method using valve stem
strain gage measurements to quantify valve loading.

The control room and local annunciator response procedures (ARPs) for the
emergenc, diesel generators (EDGs) were sampled by the ORAT inspectors. Opera-
tions had prepared these procedures and they had 'een reviewed by SORC. Other
than through the SORC process, Engineering and T.cnnical Support were not in-
volved with the review and evaluation of the ARPs to establish that the defined
operator actions are optimum. Such review and evaluatisn was assessed as a
potential performance improvement item.
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The ORAT evaluated the avatlability ang useadility of the €06 ARPs and
noted the following.

== The reviewed EDG ARPs were acecuate in that they cefined a4 suitable set of
operator actions for each annunciator.

== EDG local panel ARPs were not available for operator use in efther of the
two EDG buildings.

= The incex or identification cf the ARPs was not consistent with the panel
annunciator fdentifications; trat s, the procedures used an alpha=
numeric fdentification while the panel annunciators were identified by
numpers only. This could delay operator response while the appropriate
procedure was located.

The above prublems were acknowlecoed v the licensee and corrected prior
to the close of tnis inspection. Further, the licensee committed to review the
availability of all safety-relatec 4%Ps for operator use at the 1oca) panels
and con' rm procedure useablility, 1ncluding verification that & girect corre~
lation Setween the panei designator énd the procedure gesignator existed. This
was fdentified as an unresolves ftem (443/89-83-02) ane 1s scheduled fur resolu=
tion prior to plart restart.

In summary, the CRAT found that Engineering and Technical Support had
gererally provided the Tnput necessary to assure that plant systems are in the
as-cesigned cond tion ang will function as intended.

8.2.4 Inteorated Reagiress Document (IRD)

The URAT reviewed the licensee's Integrated Readiness Document (IRD) pro=
gram with the Licensing Manzger, who is responsible for the IRD. The objecs
tives of the IRD are: (1) to track all activities required to be zompleted be-
fore fssuance of the full power operating license (FPOL); and (2) to track ace
tivities for which the NRC has reguested status at the time of licensing. The
IRD consfsted of 120 items and was being updated weekly. It included data on
NRL Bulletins, Safety ¢ -luation Reports (SERs), Confirmatory Action Letter
(CAL) 89-1]1 actions, Generic Letters, Inspection Reports, 10 CFR 21, NUREG-0737,
Emergency Preparecness issues, Licensee Event Reports, and Self-Assessments.

The inspectors selected regulatory=driven Design Coordination Reports
(OCRs) 87-311, 89~045, and 89-085. These DCRs were found in the IRD and their
status was current and complete.

8.2.5 QA/QC Interface in Engineering Modifications

Design Coordination Reports (DCRs) for engineering modifications are rea=
viewed ana approved by Nuclear Quality Assurance (NQA) in accordance with Sec~
tion 6 of the NHY QA Management Manual and Engineering Procedure 31312. The QA



3

engineer's scope of review incluces the 10 CFR 50.%59 safety evaluation, the
analyses ang calcvlations, the FSAR changes, procurement QA, and procecural and
document changes.

when a DCR 1s SORC approved, the Technical Support Implementing Engineer ‘
develops the associated work Regquest (WR) package. QA and Quality gontral (Q€)

review the WR package, estadifsh QC hold points, determine QA surveillances to

be concucted during the implementation phases (e.g., walkdowns, testing, and

turnover to Operat.ons). QA engineers also support QC by participation in hold

points. The QA engineers interface with the Technical Support Engineers in

cefining the QA requirement in areas such as nondestructive evaluation, welde

ing, test procegures, corrective and preventive action.,

The ORAT reviewed QA/QC involvement during the walkdown of DCRs 87-211,
87=¢.., ang discussions regarding DCRs BB-182, 89-085, and R6-709. The first
four DCRs cealt mainly with valve work; DCR £6-709 dealt with the contro! Room
Habitadbility System. It was concluded that these engineering modificaticns
were reviewed Dy an edeavately staffec and tratned NQA Engineering Group.

The CRAT reviewed Safety Audit and Review Committee Meeting BS-06 minutes
of October 25, 1989. Those minutes included trending and analyses of Marage=
ment Action Requests (MAR:) ang QA reports of Inspection, Survei)lance, Augit,
and Corrective Action. The ORAT also reviewed 15 Quality Assurance Surveile -
“lance Reports (QASRs), four QA Augit Reports (QAARs), one MAR, and Indepencent
Review Team (IRT) QA Review Upcate Report No. 4. That update report monitors
the IRT recommendations based on SALP Report $0-443/87-99. The ORAT found that
NOA was keeping management apprised of the quality of work at the Seabrook
Station,

To meet their Operational QA Program responsibilities, NQA identified
plans to acd selected tecnnical expertise on the QA Audit Teams, use a more
selective, in-gepth technical and integrated approach to DCR review, increase
QA Engineering involvement in DCR implementation, complete Level II (plant
specifics: e.g9., component design) and Level 1ll (system) training for NQA per=
sonnel, arc agd permanent personne)l with licensed operator experience on their
staff. (NQA currently has two contractors with SRO experience.) ORAT review
concluded that these are positive initiatives but #o not affect present readi~
ness for power operation,

8.2.6 Confirmatory Action Letter 89=1' ltems

With respect to Confirmatory Actfon Letter 89+11, Engineering actions were
noted to be complete or in progress. (Attachment ! to this report contains CAL

ftem status.)

During the inspection of the Cngineering and Technical Support area and
the review of related Quality Assurance activities, certain OCRs, M=Mods, LERs,
and Maintenance and Operations Manual procecural changes were examined to cons
firm timely completion of CAL items. The team verified that significant
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engineering involvement and effort had contridbuted to the corrective action imple~
mentation of the 18 CAL area. As a result of this inspection, CAL ltems 1.B=1
through 1.B+8 were found to have been acecuately addressed by licensee correce
tive measures ang NHY management attention to their completion.

8.3 Conclysions

The ORAT concluced that Engineering and Technica) Support have appropriate
programs in place anc have proviced the engineering 1nput to assure that plant syse
Lems ang components are in the as-cesigned congdition and will function s ce~
signed.

The integrated Readiness Document (IRD) adequately tracks items required
for completion. Engineering and Technical Support activities have been audited
anc are uncer periodic surveillance by Nuclear Quality Assurance (NQA) .

Overall. the ORAT concluced that Engineering ang Technica) Support 1s
resdy for power operation,

9.0 CONFIRMATORY ACTION LETTER CAL £9-11 CORREZTIVE ACTION PLAN (CAP)

8.1 ggskgrcuna

Based upon the licensee's failure to manually trip the reactor s required
guring the natural circulation test on June 22, 1989 and the failure to imple=
ment & comprehensive post-event analysis, CAL 8911 was issued by NRC Region
I on June 23, 1589. That CAL documents the licensee's agreement to review core
rective actions and post=trip review results with the NRC. The licensee sube
mitced, as an enclosure to its response (NYN-B9086) to the CAL, a Corrective
Action Plan which detailed specific areas for evaluation and action. On
October 23, 1989, the licensee provided an updated submitta) (NYN-89128) of 1ts
Corrective Action Plan, This document included a total of 5% corrective action
ftems divided into seven general areas as follows:

== 1A = Procedural Compliance

=+ 1B = Ecuipment Readiness

== 1 = Pretest Preparation

== 1D « Power Ascension Test Progr{ .
== 2A - Post Event Management

== 2B - Operstions Management

== 3 = Management Oversight

The ORAT reviewed several of these corrective actions (discussed in this
report as CAL ftems 1A~] thru 3-8). Attachment 1 to this report decuments the
ORAT review status for CAL items and references the ORAT report section where
the CAL item is discussed. A1) CAL items reviewed were found acceptable.
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9.2 Management Oversich

The ORAT examined licensee management attention to, involvement in, and
oversight of CAL B9-1l for (AL items 3] through 3-8, Documented evidence of
the progress, tracking anc review of specific corrective actions to completion
was examined. Also, the CRAT reviewed the New Hampshire Yankee Core Values and
work Ethic Policy and the associated Cevelopment of a "Values for Excellence”
cultyre.

NHY has conducted incecencent assessments of the effectiveness of the CAL
corrective measures. The resylts of several evaluations of the overall content
ang direction of the Corrective Action Plan have been provides to NHY executive
management. The ORAT interviewed severa! onsite managers and discussed the
impact of the newly implemerted policies and program revisions on employee
morale, unoerstanding, conguct of work, and organizational goals.

The NRC had previousiy w=itnessed formal lisensee training on the NHY proe=
cedural acherence and core values policies. In succeeding weeks, there were
examples of management's cissemination of policy information in weekly news
flyers, in the “week in Review," anc 1n the "Station Manager's Messenger."
These contatned articles on values for excellence, work performance, station
goals and problem areas, anc ciscussed both NKY policy and examples of where
the work ethic can be avprocriately appifed. Random interviews with plant pere
“sonnel by the ORAT confirme: that station personnel were receiving and acknowle=
e0ging the intent of management's messages. One indicator was the increase in
procecure changes initiatec by employees, as discussed earlfer in this report,

The ORAT also reviewec & Nuclear Quality Group review of the effectiveness
of the NHY procedure compliance policy upgrade, a June 22 event case study
which has been or 15 to be presented to personnel involved wi.h the power
ascension test program, and plans for the review of cperating experience gained
from startup test problems fcentified at other plants. Additionally, in
assessing the effectiveness of the Station Operation Review Committee (SORC),
the ORAT reviewed a SORC Effectiveness Evaluation conducted by an independent
team of experienced n.clear personnel under the auspices of the NHY Independent
Keview Team.

Management overcignt of the licensee's overall program of corrective meas=
ure implementation of CAL B%-1] was discussed with the NHY Senior Vice Presi-
dent and Chief Operating Officer (CO0). He was thoroughly cognizant of both
the status of corrective and ongoing review efforts and the need to assess the
implementation of adaitional recommendations resulting from internal reviews.
The Senfor VP ang CCO was asked to provide the NRC with a letter discussing the
NHY upper management perspective on the effectiveness of the corrective action
program and upon the insights gained from the several independent reviews that
have been conducted. The Senior VP and COO agreed to provide such an assess=
ment as part of any further reguest to the NRC to 1ift the CAL constraints from
Seabrook operation, after completion of the NMY Corrective Action Plan program
implementation,
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9.3 Prgggg!r! ggmgiiinc!

Items 1.A=] through 1. A=1] of the licensee's Corrective Action Plan cone
stitute the Ticensee's response to ‘mproving operator understanging of the NHY
Procecural Compliance Policy. This response consisted 1argo|y of ceveloping,
1ssuing, and conducting training on an improved policy on Procedur:! Compli=
ance. The response also contained an instruction for the establishment of L]
Human Performance Evaluation System (MPES) and a revision of the Natural Cir~
culation Test Frocecure.

ORAT inspection consisted of a review of the )icensee's proposed correce
tive ection for each fssue, and a comparison of the completed corrective action
to the intent of the provosed corrective action. In addition, the QRAT ree
viewed training and Quality Assurance programs as they related to procedural
compliance.

Ts> sodress procecure compliance, the licensee took three basic steps.
First, the policy on procedural cempliance was clarified to more accurately
reflect management's intent that all procedures are to be followed unless an
overriging safety concern pronibits such action. The second step was 10 1ssue
the revised policy statement once 1t was approved. The third sted was to ene
sure that all site workers were aware of and understood the Procedure Complie
ance Policy, To meet this goal, a program designed to ensure that a)) workers
receive training on the policy was established.

Station Procedure 10000 discusses the NHY policy on procedura) compliance
and states in part that, "procedure compliance is the foundation for the con=
guct of business..." It goes on to state that noncompliance with precedural
requirements 1s only permissible when there are immediate overriding safety
cencerns involving:

== protection of the health or safety of the public,
== prevention of injury or 1ife threatening situation, or
== prevention of damage to major plant eauipment,

The policy also provides guidance on what to do if an approved procedure
is found to be unclear or in error. The Procecure Compliance Policy, as stated
in Station Procedure 10000, s quoted in the Seabrook Station Management Manua)
(S5MM), in the Production Management Manual (NPMM), and in the Operations Man=
agement Manual (OPMM). As an additional indication of the emprasis management
places on procedural compliance, NHY meetings were held with all shifts to
discyss the issue.

Ensuring that all workers are aware and have a proper understanding of
procedural compliance was addressed in ftems 1.A=9 and 1.A-1] of the Corrective
Action Plan. Item 1 A-2 specifically deals with the problem of ensuring that
all site workers receive training on the basic Procedural Compliance Policy.

In resolving this ftem, a training lesson on procedural compliance was prepared
for approval by the Training Group Marager. In addition, a memoranzum from the
Executive Director=Nuclear Production was distributed to managers, cepartment



3%

supervisors, and training liaison personnel. That memorandum emphasized the
importance of ensuring that 21" people for whom the individua)l manager was re-
sponsible received training. A memorandum from the Training Group Manager to
the Executive Director-Nuclear Proguction accressed the actions being taken to
resolve the problems encountered in achieving 100% compliance.

In a memorandum dated October 12, 1989, the Training Group Manager stated
that current simulator training scenaring satisfactorily challenge operator
Juggement on procecural compliance. 4 memorandum dated November 10, 1589,
the Training Group Manager went on tt . _ate that Procedu:al Compliance Policy
training for al) operators and instructors s complete, that extensive EOP
tratning on procedural compliance was condusted and witnessed by QA personnel,
and that further intensive training for operating crews 1s scheduled.

Some items cid not specifically deal with procedural compliance, yet were
des ' gnea to improve procedures, their Cevelopment and revision and overal)l cone
tents (1.A=7, 1. A-8 and 1.A=10). Item 1 A~ cealt with the reorganization of
the Operations Department to provide people 1o perform the required cevelopment
and review of Operations procecures. The resolution of this issue involved
increasing Operations Department staffing from 94 to 103 people. In addition,
each shift would be reorganized in an attampt to better support both ongoing
maintenance ang procedural review.

Ttem ] A-10 fnvolved the implementation of a Human Performance Evaluation
System (WPES). The resolution of this item involved the appointment and qualie
fication of a HPES Coordinator, and the acoption of industry accepted methodo=
logies into a NHY program,

Items 1.A=7 involved the rewriting of the Natural Circulation Test proce-
dure to allow for testing on decay heat rather than during low power critical
operations. This change will involve a change to the FSAR and to previous
commitments, The licensee has submitted a recuest to perform the test under
éctual cdecay heat conditions., This fssue is under review by the NRC staff.

9.4 Power Ascension Test Program Review

CAL 89-1]1 fgentified 1tems that required significant Startup Test Program
involvement. Listed below are the stated corrective actions and the documents
reviewed by the ORAT team to verify completion of the actions. No inadauacies
were identified.

(1.0-2) Revise the Startup Test Program to remove the reactivity computer
from the horseshoe area when it is not required for testing. Station Management
Manual, SM 8.1, Power Ascension Test Program, Section 4.2.3, test performance,
now regquires this,
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(1.0+3) Revise the Startup Test Procedures to provide adgitiona) guidance
for t!rm1n|t1ng 4 test anc exiting the test procedure when equipment malfunce
tions cccur. ORAT review confirmed that this had been provided in the Station
Managkmc;t Manual, ¥ 8.1, Power Ascension Test Program, Section 4.2.3, 4.2.6
ang 4.2.7.

(1.0-6) Revise the Power Ascension Test Program to incluce NHY Executive
Management “review points” at the key plateaus of 5%, 30%, 50% and 75%. This
15 now required by the Station Manajement Manyal, SM B.1, Power Ascension Test
Program, Section 4.3.2, Review and Approval of Results.

(1.0%7) Revite the Fower Ascension Test Program to regquire that each proe
cedure has a background document that cdescribes the reason the test is being
conducted, the basis for any set point ang criteria, or other such information
relatec to the test. The backgrounc document will be included in the procedure
throughout the review, approval and implementation cycles. Doing so is now
recuired by the Station Management Manua)l, SM B.1, Power Ascension Test Proe
gram, Section 4.6.12, Attachments and Figure 5.4, Power Ascens:on Test Backe
ground Document Guideline,

9.5 Agsessmen,

The development and fssuance of the Procedural Compliance Falicy as dise
cussed in items 1. A-], 1. A=2, 1 A-3, 1.A-4, and ].A-€ was assessed a5 consere
vative. Management's fntent that all procedures are to be followed unless an
overriding safety concern prevents such action 1s abundantly clear. Guidance
&s 1o what constitytes an cverriding safety concern and what to do if a pro-
cedure is ambiguous or 1n error 15 also provided in the policy. The policy was
formally issued as a part of Station Procecure 10000. In addition, 1t has been
quoted in the SSMM, the NPMM and the OPMM, The policy and its issuance have
received ample management attention at al) levels.

The effect that the enhanced policy on procedura) compliance has had on
station activities s discussed in other parts of this inspection report, as
applicable (e.g., the increase in the number of procedures requiring revision
because of increased sensitivity to procecdural wording on the part of licensee
personnel). Attention to operations has been high, and ORAT and other reviews
have found very rigid acherence to procedures. The licensee's policy is con=
servative, clear, and has received adequate emphasis and managemant attention.
Therefore, items 1.A=1, 1.A-2, 1.A=3, 1.A=4, 1.A+5 and 1.A-6 of the Corrective
Action Plan have been adequately implemented.

The training conducted on procedura) compliance, as discussed in ftem
1.A=9, 15 adequate to provide reasonable assurance that all site workers are or
will be made aware of NHY policy. The various memoranda from the Training
Group Manager indicate that management is taking a serious and active role in
ensuring 100% training. Further, the lesson plan for Procedural Compliance
Policy training has received adequate management review. The training program
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is ongoing, and there 15 reasonable assurance that 1t will continve to be man=
aged properly. Therefore, item ] A~9 has been properly implemented by the
licensee.

As part of the response to ftem 1.A-1]l, Licensed Operator Training Pro=
gram, the Trainiry Group Manager reviewed current simulator scenarios with re-
garc to their ability to challenge operator judgement on procedural compliance.
The scenarios were founc to be acdeauate. As anotner part of the response to
this 1tem, a memoranoum from the Training Group Manager stated that extensive
EOP trafning with the focus on procedural compliance hac been conducted and
witnessed by OA personne!  NHY QA observers made no written comment on the
training, Licensee training and QA managers were advised of the benefits of
written QA assessments of training,

As the final part of the response to this item, a sertes of meetings be-
tween management and the operating crews was held, A summary of the guestions
that arose during these reetings, along with the answers to those guestions,
was distributed to all cperators.

Although formal test results and comments by the QA cepartment would have
improved the licensee's respons. to this issue, 1t was apparent that management
"as given uOequate attention to the review of the Licensed Operator Training
Program as it regarcs procedural compliance. Licensed operator trafining will
"be the subject of future NRC 1nspections and Item 1.A~]] wil) receive addie
tional NRC attention during these inspections., No evidence of inadeguate
training or lack of attention on the part of the training department to this
issue were icentified during this ORAT inspection.

The response to item 1. A=B, reorganization of Operations, was found to be
appropriate to the needs of the NMY organization, An increase in the size of
the Operations Department is ongoing. The form of the reorganization has not
been finalized, but 1' .as apparent that there was & dedicated management
effort to complete the y=oiect. No further inspection of Item 1. A8 {s re-
quired becavse of the NMY management attention and direction to this area.

The response to item 1 A=10 consisted of the inception of a Human Perform=
ance Evaluation System (MPES). NKY procedure 12820 establishes the HPES and
defines responsibilities. The HPES coordinutor and the training manager were
trained on the principles of HPES management., The WPES instruction references
the proper documents. Therefore, the licensee's response adequately meets the
commitment to establish a KPES. The ORAT had no further questions on Item

1.A=10,

NHY's response to ftem 1.A-7 was revision 3 to the Natural Circulation
Test procedure. That procedure is currently under review by the NRC staff.
This 1ssue wil) be addressed in the context of the NRC review of the licensee's
submittal (NYN=B9140) of FSAR Chapter 14 revisions to their Power Ascension Test
Program. Additionally, NRC inspection of the conduct of Natural Circulation
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Testing 1s planned. While Item 1.A=7 cannot be consicered finally ¢losed
until the FSAR changs 15 approved, the planned resolution mechanism is cone
sicered acceptadble, and no further cirect inspection of CAL 1.A=7 s required.

With regarg to ftems 3=1 througn 3+8, review of licensee tratining mate~
rial, interanal evaluation reports, procedura] revisions and policy messages,
4nG ‘nterviews with NHY employees from the senior management leve! down have
confirmec a strong management involvement with the NMY CAL corrective action
program. While continued upper management oversight of the overal) program s
essential to the effectiveness of the implemented corrective measures, no addie
tional NRC fnspection, other than the routine planned cperations and test proe-
gram efforts of items 3-1 through 3-8, 15 required. Future NRC inspections of
a routine nature will check station coerator and support personne) attitudes,
knowledge, ang compliance with the revisec NMY programs and procedures and how
such programs effectively ensure an overal) policy of safe plant operation.
The ORAT had ne further questions on the adecuacy of licensee actions on these
1tems,

9.6 Conclusions

The licensee's implementation of a Cor.ective Action Plan in response to
CAL B9-11 is ongoing and well cirectec. Corrective measures are substantially
complete for the corrective action items.

Management oversight of the NMY ‘ntegrated program of corrective action
implementation has been a strong ang continuous effort. Senfor licensee man=
agement personnel are aware that such monitoring and oversight must continue.
The ingependent assessments of corrective action effectiveness of individual
items were a positive initiative.

Overall, licensee implementation and management oversight of the Correc~
tive Action Plan to CAL 89-11 has been good. ORAT inspection of licensee core
rective measyre response has provicec evidence that the licensee, upon comple=
tion and closure of all CAL ftems, will be able to competently and safely
operate Seabrook Station in accordance with NRC regulations and a conservative
station philosophy.

10.0 EXIT MEETING

An exit meeting was held on November 20, 1989. Attendees are listed in
Attachment 3 to this report,



ATTACHMENT 1 TO REPORT 50-443/89-83
NRC CONFIRMATORY ACTION LETTER 85-11 1TEMS REVIEWED

On June 23, 1989, the NAC issuec Confirmatory Action Letter (CAL) 89-11 in
response o the June 22, 1989 natural circulation test event. On July 12, 1989,
the Ticensee acoressec CAL B9-1) by submitting a detailed corrective action
plan. The licensee submitted plan updates on August 25 and October 23, 188%.
The plar incluces specific action items which adcress the root cavses of the

event.

The CRAT reviewed the completion of selected CAL action items &nd foung
each item reviewed to be acceptable. Those CAL ftem:s inspected are listed bee
low, witn reference to applicadle sections of this inspection report.

1A Prozedure Compliance

Measures o assure procedure compliance were assessed as acceptable (see
Repsrs Details 9.2 through 9.5). (ltems 1.A.1 through 1.A.10 were closed.)

18 Eguipment Reacdiness

Eovioment readiness was found by the ORAT inspection to be properly
asiJred throygh taff qualifications, appropriate operations procecdures,
anc system configuration and cperability controls (see Detai) 8.2.6).
(Items 1.B.1 through 1.B.8 were closed.)

I Pretest Preparation

Adeauacy of pretest preparations was not assessed dy the ORAT. This ase
pect is adoressed in Inspection Report 50-443/885-21.

10 Power Ascension Test Program

ORAT review founc acceptable Startup Test Program Corrective Actior. (see
Detail 9.4). (Items 1.0.2, 1.0.3, 1.0.6, and 1.D.7 were closed.) Accept-
ability of the Startup Test Program is further documented fin Inspection
Report 50-443/88-21.

2A  Post Event Management

Compiete review of post-event reviews requirements for comprehensive con=
sideration of human pe~formance and other evaluative criteria was not

accomplisheg by the ORAT, but the conclusion was drawn that NHY upper man=
agement showed a conservative approach to problem resolution and an appro=
priate safety perspective (Detail 3.2). Also, the ORAT found plant opera-
tors and managers to be appropriately trained (Detail 4.2). Further, the
ORAT found NHY's program for response to operational events to be accept~
able (Detail 4.2.5) and noted that the NHY event reporting and evaluation
process had been improved (De. 1)1 4.2.6). The ORAT did confirm NHY plans



Attachment ) 2

28

for corrective measures to ensure that post-event review requirements
specifically reguire resolution of both human factors and equipment fail-
ure aspect:. (ltems 2.A.] through 2.A.5 were closed.) Final inspection
of these Event Evaluation ang Post=Trip Review issyes s addressed in In=
spection Reporss 50+4437/89~13 ang 50-443/84-21.

Operations Management

Operations staffing and management was found to be acceptable for power
operation (see Details 3.2, 3.3, 4.2). (ltem 2.B.2 was ¢closed.)

Management Oversight

Management oversight of facility activities was found to be acceptable
(see Detatls 2.0, 9.2 through 9.8). (Items 3.1 through 3.8 were closed.)
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ATTACHMENT 2 TO REPORT $0-443/89-83
M INTENANCE PROCEDURES REVIEWED OR OBSERVED

Emergency Diese] Generator Exhaust System; Repair Leaks

Disassemble Valve RH=21; Examine Seat and Disk
Movats Testing of Raising Stem Motor Operated Valves
Master Integrity Test Procedure

OCperability Testing of IST Valves

SW/PCCwW WX Eudy Current Testing

PCCW “A" anc "8" Heat Exchanger Channel HWead Cover Removal/lne
stallation

Installation of Piping, Pipe Supports and STOW Supports
Installation of Structural Steel

Installation and Repair

Lifting Device for 1-CC~E17A8B Covers

Piping Suppert Spring Can Setting and System Balancing



ATTACHMENT 3 10 REPORT §0-4A3/g9-§§

EXIT MEETING ATTENDEES

New Hampshire Yankee

EDOC AWM ZOWw 4200 Cr ™ .z L MmO L O oy

. Temple, NRC Coordinator
. Conally, Lead QC Inspector
. warnock, Nuclear Quality Manager

Sovill, NQG Surveillance Supervisor
Cagy, Incependent Safety Engineering Group Supervisor
rercing, Licensing Engineer

- McLain, Production Sarvices Manager

Sweeney, Eethesca Licensing Manager
Sowetsky, Tecnnical Projects Supervisor
Peterson, Assistant Operatinns Manager

. Malone, Overations Administrative Supervisor

Cash, Health Physics Departrent Supervitor
Linviile, Chemistry Department Supervisor
Murpny, 1&C Department Supervisor
Richarason, Training Manager

. Vincent, QC Department Supervisor

Peschel, Regulatory Compliance Manager -
Delocach, Executive Director = Engineering/Licensing
Harpster, Cirector, Licensing Services

. Buchwalg, CA Supervisor

Moogy, Station Manager

Pi11sbury, Director of Quality Programs

Oraworicge, Executive Director of Nuclear Production
Feigenbaum, Senior Vice President and Chief Executive Officer
Grille, Operations Manager

Cyr, Maintenance Manager

JiProfio, Assistant Station Manager

V.S, Nuclear Regulatory Commission

MP2cor

Johnson, Chief, Projects Branch No. 3, Division of Reactor Projects (DRP)
ko wiauski, Project Engineer, Technical Support Section, DRP

funrmeister, Resicent Inspector, Seabrook

vessman, Director, Project Directorate I-3, NRR

Nerses, Project Manmager, PD I-3, NRR

Judiey, Project Engireer, Projects Branch No. 4, DRP

Cerne, fenior Resident Inspector, Seabrook

. Young, Senior Resigent Inspector, Three Mile Island
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S7E ALLENDALE ROAD
T KING OF PRUSSIA, PENNSYLVANIA 19408

['* - i
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. Docket No. 50-443 AN 0§ 1990

Public Service Company of New Hampshire
ATTN: Mr, Edware A, EBrown
President «nd Chief Executive Offfcer
New Hampshire Yankee Division
Post Office Box 200
Seabrook, New Hampshire (03874

Gentlemen:
Subject: NRC Region -l Inspection £0-4413/89-12 (10711789 - 12/11/789)

This refers to the above subject tafety fnspection at the Seabrook Station,
Unit No. 1, Seabrook, New Hampshire, Aspects inspected 1nciuded operations!
safety, ESF system walkdowns, reportible events, open ftems ang event follow=
b, the Containment Inteorated Leak Rate Test, quality assurance activities,
Security controls and plan implementation, and cesign modification activities,
The results of the inspection were discussed with Mr, D, Moody and other mems
bers of your staff.

Two violations of NRC requirements, fdentified by your staff, were reviewed.
One tnvolvec fatlures to follow maintenance procedures; the other involved non=
compliance with technical specification action stitements. These violations
dre not being cited because the criteria specified 1n V.G of the NRC Enforce-
ment Polfcy (10 CFR 2, Appendix C) have been satisfied. However, management
attention to potential root cause relationships between these vielations and
other procedura) or parsonnel errors {g warranted.

No reply to this letter 's required. Thank you for your cooperation.

Sincerely,

Jon R. Jo¥nson, Chief

Projects Branch No. 3

Divistion of Reactor Projects
Enclosure: NRC Region I Inspection Report No. 50-443/89-13*

*Contains Safeguards Information
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Public Service Company of 2
New Hampshire
c¢ w/0 Page 21 of enc):*
J. Duffett, President and Chief Executive Officer, PSNM
T. Fetgendaum, Senior Vice President ang Chief Operating Officer, NHY
J. Prschel, Operational Programs Manager, NHY
D. Moocy, Station Manager, NHY
T. Harpster, Director of Licensing Services
R. Hallisey, Director, Department of Public Health, Commonwealth of Massachusetts
Public Document Room (PDR)

Local Public Document Room (LPDR)
Nuclear Safety Informati

NRC Resident In

State of New HMampshire
Commonwealth of Massachusetts
Sesbrook Msaring Service List

on Center (NSIC)

spector (w/cy of encl)*

*Contains Safeguards Information



SEABROOK WEARING SERVICE L1SY

Public Service Company of New Mampshire

ATTN: Mr. Edware A Brown, President
and Chief Executive Officer

Post Office Box 300

Seabrock, New Hampshire 03874

Public Service Company of New Mampshire

ATTN: Mr. John C. Duffett
President and Chief Executive
Officer
P. 0. Box 330

1000 €1m Street
Manchester, New Hampshire 03108

Mr. Domald E. Moody

Public Service Company of New Mampshire
Post Office Box 300
Seabrook, New Mampshire 03874

Mr. Ted C. Feigenbaum

Public Service Company of New Hampshire

Senior Vice President & Chief Operating
Ofticer

Post Office Box 200

Seabrook, New Mampshire 03874

Massachusetts Transportation
Building

ATTN: Sarah Woodhouse

Legislative Assistant
Ten Park Plaza = Suite 3220
Boston, Massachusetts 02116

Thomas Dignan, Esq
John A, Ritscher, Esq.
Ropes and Gray

225 Franklin Street
Boston, Massachusetts 02110

Mr. Eruce Beckley, Project Manager
New Hampshire Yankee

P.O. Box 320

Manchester, New Mampshire 03105

USNRC Resicent Inspector
Post Office Box 1149
Seabrook, New Mampshire 03874

Mr. T. Harpster
Public Service Company of
New Mampshire
P.0. Box 300
feabrock, New Hampshire 03874

Mr. James M. Peschel

Public Service Company of New
Hampshire

Post Office Box 300

Seabrook, New Hampshire 03874

Mr. R. Ma)lisey, Director

Dept of Public Health
Commonwealth of Masssachusetts
Radfation Control Program

150 Tremont Street, 4th Floor
Boston, MA 02111

€. Tupper Kinger, Esq.
Assistant Attorney Genera)
Office of Attorney Genera!
208 State Mouse Annex
Concord, New Hampshire 03301

Jerard A, Crouteau, Constable
82 Beach Road
P. 0. Box 5501
Salisbury, Massachusetts 01950

Or. Murray Tye, President
Sun Valley Association
209 Summer Street

Haverhi1], Massachusetts 08139



Seabrook Hearing Service List

Robert A. Backus, Esq.

Backus, Meyer and Solomon

116 Lowel) Street

P. 0. Box £16

Manchester, New Wampshire 03106

Phillip Ahren, Esq.

Assistant Attorney Genera)
Office of the Atturney General
State House Station #6
Augusta, Maine 04333

Steven Olesky, Esq.

Office of the Attorney Genera)
One Asburton Place

P. 0. Box 330

Boston, Massachusetts 02108

Ms. Diana P. Randal)
70 Colling Streat
Seabrosk, New Hampshire 03874

Richard Hampe, Esaq.

New Hampshire Ci'vi] Defense Agency
107 Pleasant Street

Concord, New Mampshire 03874

Mr. Calvin A, Canney, City Manager
City Hall

126 Daniel Street

Portsmouth, New Hampshire 03801

Board of Selectmen
RFD Dalton Roag
Brentwood, New Hampshire 03833

Chairman, Board of Selectmen
Town Mall
South Hampton, New Hampshire (3827

Mr. Angie Machiros, Chairman
Board of Selectmen
for the Town of Newbury
25 Migh Road
Newbury, Massachusetts 01950

George D. Bisbee, Esq.
Assistant Attorney Genera)
Office of the Attorney Genera]
28 Capite) Street

Concord, New HKampshire 03301

Diane Curran, £sq.
Hermon and wWeiss

c001 S. Street, N.W.
Suite 430

Washington, D.C. 20009

0. Plerre G, Cameron, Jr., Esq
Genera)l Counse)
Public Service Company of
New Hampshire
Manchester, New Hampshire 0310%

Mr. Alfred v. Sargent, Chairman
Board of Selectimen
Town of Salisbury, MA 01950

Ms. Suzanne Breiseth

Town of Hampton Falls

Orinkwater Roag

Hampton Falls, New Hampshire 03844

Senator Gordon J. Humphrey
ATTN: Tom Burack

U.S. Senate

531 Hart Senate Office Building
washington, D.C. 20510

Mr. Owen B. Durgin, Chairman
Durham Board of Selectmen
Town of Durham

Durham, New Hampshire 03824

Rye Nuclear Intervention Committee
¢/0 Rye Town Hal)

10 Central Road

Rye, New Hampshire 03870

Jane Spector

Federal Energy Regulatory Comm.
825 North Capitol Street, N.E.
Room 8105

Washingtin, D.C. 20426
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Ms. Rosemary Cashman, hairman
Boarg of Selectmen

Town of Amesbury

Town Mal)

Amesbury, Massachusetts 01813

Honorable Peter J. Matthews
Mayor, City of Newburyport

City Hall

Newburyport, Massachusetts 01950

Administrative Judge

Alan §. Rosenthal, Chairman

Atomic Safety and Licensing Appea)
Boarg

U.S. Nuclear Regulatory Commission

washington, D.C., 20888

Administrative Judge

Emmeth A, Luebke

Atomic Safety and Licensing Board
V.S, Nuclear Regulatory Commission
washington, D.C. 20888

Edwin J. Refs, Esq.

Office of the Genera) Counsel

U.S. Nuclear Regulatery Commission
washington, D.C. 20888

Edward A. Thomas

Federa) Emergency Management Agency
442 J. W. McCormack (POCH)

Boston, Massachusetts 02109

Paul McEachern, Esq.

Shaines and McEachern

25 Maplewood Avenve

Fortsmouth, New Hampshire 03801

Board of Selectmen
10 Centra) Street
Rye, New Hampshire 03870

Mr. R. Sweeney

New Hampshire Yankee Division

Public Service Company of
New Hampshire

Suite 610, Three Metro Center

Bethesda, Maryland 20814

Adminisvrative Judge

Howard A. Wilber

Atomic Safety and Licensing Appea!
Board

U.S. Nuclear Regulatory Commission

Washington, D.C. 20858

Administrative Judge

Thomas $. Moore, Esq.

Atomic Safety ang Licensing Appea)
Bearg

U.5. Nuclear Regulatory Commission

washington, D.C. 20588

Administrative Judge

Jerry Harbour

Atomic Safety and Licersing 3oarg
U.S. Nuclear Requlatery Commission
Washington, D.C. 20858

H. Joseph Flynn, Esq.

Assistant General Counsel

Federal Emergency Management Agency
500 C. Street, S.w.

washington, D.C. 20472

Carol S. Sneider, Esq. A
Assistant Attorney Genera)
Office of the Attorney General
One Ashburton Place, 18th Floor
Boston, Massachusetts (02108

Richard A, Haaps, Esq

Haaps and McNicholas

35 Pleasant Street

Concord, New Hampshire 03301

Allen Lampert

Civil Defense Director

Town of Brentwood

20 Franklin Street

Exeter, New Hampshire 03833
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wWilliam Armstrong

Civi) Defense Director

Town of Exeter

10 Front Street

Exeter, New Hampshire 03833

Anne Gooaman, Chairman

Board of Selectmen

13=15 Newmarket Road

Durham, New Kampshire (03824

Norman C. Kantner
Superintendent of Schools

Schovl Administrative Unit No. 21
Aluany Drive

Hampton, New Mampshire 03842

Jane Doughty

Seacoast Anti=Pollyution League

5 Market Street

Portsmouth, New Hampshire 03801

Mr. Robert Carrigg, Chatrman

Board of Selectmen

Town Office

Atlant Avenve

North Hampton, New Hampshire 03870

Sandra Gavutis, Chatrman

Board of Selectmen

RFD #1, Box 1184

Kensington, New Hampshire 03827

Stanley W. Knowles, Chatrman

Board of Selectmen

P. 0. Box 710

North Hampton, New Hampshire (2862

Judith H. Mitzner

Stlverglate, Gertner, Baker, Fine,
Good, ana Mitzner

£8 Broag Street

Bosten, Massachusetts 02110

Gary W. Holmes, Esq.

Holmes and E1114s

47 Winnacunnet Road

Hampton, New Hampshire 03842

Adjudicatory File

Atomic Safety and Licensing Boarg
Panel Docket

V.S, Nuclear Regulatory Commission

washington, DC 20558



U.S. NUCLEAR REGULATORY COMMISSION, REGION 1
Docket/Repert No: £0-443/89-12 License No.: NPF-§?
Licensee: Public Service Company of New Hempshire

1000 E'm Street
Manchester, N.M. 03108

Faci)ity: Seabrook Station, Unit No. 1, Seabrook, New Hampshire
Dates: October 11 = December 11, 1988
Inspectors: . Cerne, Senior Resident inspector

A
R. Fuhrmeister, Resident Inspector

5. Barr, Reactor Engineer

N. Dudley. Project Engineer

W. Lancaster, Physica) Security Inspector
€. Sylvester, Senior Reactor Engineer

J. Yerokun, Reactor Engineer

Reviewer: N. Ervin, NRC Office of Nuclear Reactor Regulation
Approved By: (379 L quA \b. /6%
tbe C. McCaba, Chief, Resctor Projects Section 3B ate

Areas Inspected: Operatisng) safety, ESF system walkdowns, reportable events,
open items, the Containment Integrated Leak Rate Test, qualfty assurance acti-
vities, security, and design modification activities,

Results: Licensee planning. corrective measure implementation and overall re-
sponse to potential prodlems with plant equipment (e.9., Westinghouse Technical
Bulletin = section 2 $.4; Rosemount Part 2) Report = section 8.2) has been com=
prehensive andg technically sound,

Two non=cited violations (sections 3.4 and €.1) were identified by the licen~
see. Both procegura) acherence and personnel errors were involved. Other ex~
amples where licensee action was required to correct procedure/personnel inters
action problems are also discussed 1n this report (sections 3.5.2 and 8.3).
Centinued management emphasis upon assoctated interdepartmenta) coordination
and monitoring of work 1s appropriate.

Successful performance of the Containment Integrated Leak Rate Test was wit=
hessed. A recurrent problem with one leaking valve was fdentified, indicating
that a repeat valve repair Mmay not prevent recurrence (section 5). Routine
involvement of Quality Assurance personnel in work and corrective action im=
plementation, as wel) s 1n surveillances and audits, was evident,

A revision to the Seabrook Station Physical Security Plan 1s needed to resolve
safeguards fssues rafsed by an NRC security evaluation (section 9),
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DETAILS

1.  Persons Contactes - New Hampshire Yankee (NHY)

E. Brown, President and Chief Executive Officer

J. Del.nach, Executive Oirector of Engineering and Licensing
B. Draworidge, Executive Director of Nuclear Production

T. Feigenbaum, Senior Vice President and Chief Operating Officer
*J. Grillo, Operations Manager

R. Hanley, Operations Tr01n1ng Manager

T. Harpster, Director of Licensing Services

J. Hare, Licensing Manager

G. Kann, Program Support Manager

S. Kulback, Operations Security

*0. Moody, Statien Manager

J. Peschel, Operationa! Programs Manager

*N. Pil1sbury, Director of Quality Programs

C. Roberts, Manager, Security and Compensatory Systems

J. Vargas, Manager of Engineering

*J. Warnock, Nuclear Quality Manager

"Attended exit heeting conducted on December 12, 1989.
Cther licensee ang contractor personnel were also contacted.

. Summary of Activities

2.1 Resigent [nspector Activities

One senior resident inspector (SRI) was assigned to the site during the
éntire inspecticn period. On November 20, 1989, a new resident inspector was
assigned to the Seabrook resident office.

Region-based inspectors r: . iewed technical issues and made routine site
inspections, witnessed the Containment Integrated Leak /ate Test, and reviewed
plant security. Regiona) inspector fnput to this report is 2ocumented 1n the
report section appropriate to the inspection effort.

A total of 243 inspection hours, fncluding 49 backshift hours and 18 deep
backshift hours, were txpended,

The SRI also participated 1n a meeting on October 11, 1989 at Seabrook
Station between Region | management and the licensee to discuss Systematic
Assessment of Li-ensee Perf.rmance (SALP) Report No. 50-443/87-99, covering the
reriod from August 1, 1987 - June 30, 1985. Another meeting to discuss the
~wensee's schedule and action plan for ope- fnspection {ssues was also held on
site on October 11, 1989. This meeting was a prelude to a Region I/1icensee
meeting in King of Prussia, Pennsylvania on Cctober 18, 1989 to discuss the NHY
Corrective Action Plaa Status and the self-assessment program for the Unft 1



power ascension program. The SRI attended these meetings, as well as ones con-
ducted by Regfon I and NRR personnel onsite on November 8, 1989 to review ims
plementation of certain sections of the feabrook Station Physica) Security Plan
and on November 20, 1989 to further discuss the licensee schedule for Correce
tive Actfon Plan ang open item closure ang readiness for testing. Ouring
November 13-20, 1989, the SRI participated in the Operationa) Readiness Assess-
ment Team (ORAT) inspection of Seabrook Unig 1.

From October 23-27, 1989 while the SRI fnspected another nuclear power
station, a regional reacior engineer was dssigned to Seabrook Station for rou-
tine coverage and safety system and equipment modification reviews,. Ouring the
week of December 4, 1989, the SRI also attended training and a resident coun-
terpart meeting in King of Prussia, Pennsylvania.

2.2 Visiting lnspector Activities

On Octoder 12, 1989 an NRR Radiation Protection Branch reviewer visited
the site to examine system modificatisrs and documentation related to fodine
effluent sampling, as discussed in the safety Evaluation Report (SER) for Sea-
brook Station, confirmatory item no. 60.

On Octodber 16-20, 1989, a regional inspector reviewed licensee response
and corrective action to four open inspection {tems relating to the environ-
mental qualification of Raychem splices. The results of this inspection will
be documented in NRC Region I Inspection Report 50-443/89-14.

On November €-10, 1989, two regional inspectors, supported by NRC con=
tractor personnel, inspected the licensee's environmenta) qualification (EQ)
program to address compliance with 10 CFR 50.49 and examine the EQ files. The
results of this fnspection will be documented in NRC Region I Inspection Report
50-443/89-17.

On November 13-20, 1989, an Operational Readiness Assessment Team (ORAT)
{nspected Seabrook Statfon to assess readiness for safe operation through re-
views of operatiors and operational support programs to include health physics,
maintenance, surveillance, engineering support, modification controls and Cor=
rective Action Plan implementation. The results of this inspection are docu-
mented fn NRC Region [ Inspection Report 50-443/89-83.

On November 13-17, 1989, NRC regional and headquarters operator licensing
(OL) exam . = assisted by an NRC contractor, administered wiitten, oral and
simulator examinations to twelve NHY operator license candidates. The results
of these OL examinations are documented in NRC Region I Inspection Report
50-443/89~11.

On November 27 - December 1, 1989 regional inspectors and examiners,
assisted by an NRC contractor, evaluated licensed operator proficiency at Sea-
brook Statfon by using NRC-developed scenarios to witness the performance of
all shift operating crews on the Seabrock simulator. The results of this
evaluation are documented in NRC Region I Inspection Report 50-443/89-15,



Or November 27 = December 1, 1989, a regional inspector inspected the
licensee program for environmenta) monitoring and liquid and Qaseous waste
hanZling and reviewed licensee actions on open inspection {tems. The results
of this inspection are documented 1n NRC Region | Inspection Report S0-443/88-18,

On November 27 - December 7, 1989, regional inspectors, with the support
of NRC contractor personnel, inspected the post=accident sampling system (PASS)
and other fnplant and effluent sampling systems and programs to check compli-
ance with commitments made dy the licensee in response to NUREG 0737. As part
of this inspection, applicable TMI Action Plan ftems were reviewed and open
ftems were closed, as appropriate. The results of this inspection will be
documented in NRC Region I Inspection Report 50-443/89-19.

2.3 Plant Activities

The plant remained in operational mode 5, cold shutdown, with primary
coolant temperature between )20F and 140F and the reactor coo.int system vented
at the top of the pressurizer. Maintenance and modificatfon activities shifteg
from train '8' to train 'A’ equipment as the train 'B' reyidual heat removal
System was returned to service. Major work was conducted on the electrica)
buses, the diese' generator support systems and the control building air, cone
tainment tutlding sbray, service water and primary component cooling water
(PCCW) systams. Inspection, eddy current testing and repafr activities relatec
to tubing in the PCCW heat exchangers represented the major train-related out~
age work in progress on the primary side of the plant. The Containment Inte-
grated leak Rate Test (CILRT) was conducted over a four-day period commencing
on November 19, 1289,

3. Operational Safety

3.1 Plant Operations

The fnspector observed plant cperations during reqular and backshift in-
spections of the control room and during routine tours of the plant. In the
control room, plant logs, night crders, technical specification action state=~
ment status, and alarm conditions were reviewed, and operators were interviewed
regarding control board indications and system lineups. Tagging controls and
plant valve positions, used to support field wOrk, were spot-checked and the
Monthly Temporary Modification (TMOD) Report was reviewed to verify proper TMOD
controls and tagging.

The fnspectoar also verified that centrol room personnel were properly
utilizing temporary pump requests for field situations requiring the installa-
tion of portable pumping equipment in plant sumps. Discussion with the rad-
waste and utilities (R&U) supervisor confirmed adequate control of the proce-
durally required temporary pump request forms. Addftfonal discussions were
held with the R&U supervisor concerniny the control of Administrative Site Pro-
cedures (ASPs), fire barrier fntegrity, and containing the Teakage of rain



witer into the plant, Outdated ASPs held over from site sonstruction activie
ties have been cancelled and a request for ¢n¥1noor1ng services (RES 89-1054)
has been issued to address the water Teaks, nterim corrective actions for
removing water as leakage occurs were assessed as acceptadble.

The inspector compared control room 109 entries wich technical specifica-
tion action statement status sheets for two specific 1imiting conditions for
operation (LCO 3.3.3.1, Containment Radfation Monitoring, and 3.7.6.8, Contro)
Room Ventilation) for a one=month period. These LCOs are interrelated by com=
mon intake radiation monitoring which affects each (CO compliance and action
statement differently, Thus, at any given time, either or both of the tech-
nical specification action statements may be entered cepending upon the par=
ticular component failyre. Exiting an action Statement must therefore account
for the other action statement's applicability. The inspector's review of
eight action statement entries and seven exits during the sampled month re-
vealed precice accountadbility and documentation by the control room operators,
A1l questions rafsed by the log book review were fatisfactorily answered by the
dction statement status sheeys.

The inspector witnessed licensed operator personnel in the performance of
watch=standing duties for the purpose of upgrading their inactive licenses to
active status. Requalification training for licensed operators was discussed
with training and operations management personnel and the station policy of
removing from snife duties any operator who has faileg requalification training
was confirmed. In such situations, the inspector noted that the licensee pro=

The inspector's witness of cold shutdown operations and review of work
control activities within the control room identified no concerns. Operators
were cognizant of overall plant and equipment status and performed board mani=-
pulations and system realignments in a controlled manner in accordance with
procedural requirements. Operations management personne! were frequently ob-
served in the control room, particulariy during shift changes,

3.2 Plant Tours

The inspectors observed activities and plant statuys during general {nspec~
tions of the plant. Work was examined for defects or noncomplfances, and sta-
tion staff and contractor personnel were interviewed in their work areas.

The inspector verified proper pesitioning, in accordance with operotional
procedures or work controls, of various valves, switches and breakers during
system walk-downs and checked the valve and switch status in the contrcl room.
Similarly, temporary modifications and component tagging, maintenance work, and
design change implementation activities, as obseryed during plant inspection
tours, were evaluated for evidence of proper field controls and coordination of
the work with the cortrol room and operations personnel on shift., In certain



cases, the operability of specific components and the applicability of the ob-
Served work to the technical specification requirements were discussed with the
operators,

Ouring several plant tours, the finspector checked general plant housekeep~
ing, the control of temporary equipment and Staging, the handling of tools and
miscellaneous equipment within the radiologically controlled area (RCA), RCA
access controls, and the compensatory measures in place for degraded security
Systems and fire barriers. Generally, good work practices were in evidence.
For areas where work is in progress over several days, 1t 1s difficult to con-
firm small work item and tool controls untfl the Job 1s finished. wWhile a
"roll back" out of certain plant areas 1s planned prior to plant heatup, in=
creased attentfon to work controls gduring jobs 1n progress should be emphasized
By station management.

Ouring a tour of the Unit iotank farm, the fnspector noted the existence
of several floor drains within the diked area surrounding the refueling water
storage tank. From a review of the piping and {sometric drawings, 1t appeared
that these drains were connected to the floor drains fnside the diked area sur-
rounding the reactor water makeup tank. That would bypass the RWST dike. {Dfse
cussion with representatives from Engineering revealed that the two diked areas
have separate drain systems with isolation valves which prevent uncontrolled -
draining. Cross-connecting of the floor drains is also precluded. The inspec~
tor had no further guestions.

Ouring a tour of the primary auxiliary building, the inspector noted on-
going activities involving eddy=current inspection of the tubes in the "A"
primary component cooling water (PCCW) heat exchanger. The inspector noted the
presence of broken off rolled ends of tube sleeves in the lower head of the
heat exchanger. The inspector also examined several tube ends and sleeve ends,
roting the advanced erosion evident on several. Notable by 1ts absence was the
corrosion, biofouling, and debris often associated with Sea water cooifng sys-
tems,

A tour of other plant areas and buildings resulted in specific observa~
tions as follows:

*~ Cooling tower tour - verified access contro) ( a guard was posted due to
door problems) and posting, and material condition of equipment. No loose
material which could become missles due to sefsmic activity was evident. The
basin was filled,

== Containment tour - housekeeping was good (no loose material lying about in
spite of ongoing work), Contatnment sump screens were fn-place and ‘ntact.
Mesh barriers were being erected at accesses to areas which could become nigh
radiation areas once the plant has operated at power,




== Diesel generator building = portable catwalks secured, cranes/hofsts
secured, no equipment/debris lying, about loose, An afr-operated pump was used
to circulats fuel oil through a filter. 011 soaked rags and filters were in
plastic bag. on the catwalk in the bay for the tank being cleaned ('B' tank),

With respect to all of the above area inspections, building tours and ob-
servations, no violations or unresolved safety concerns were identified.

3.3 Operating Procedures Review

On September 11, 1989, the licensee completed a review of all operating
procecures for consistency. The review was conducted as part of a commitment
documented in NRC Region I Inspection Report 50-443/87-10. As a result of the
review, the licensee issued Operating Procedures OP 11.2, "Operating Procedures
writer's Guide," and OP 11.1, "Surveillance Test Procedure Writer's Guide," to
establish a consistent format, style, and content for writing procedures. The
inspector reviewed OP 11.1 and OP 11.2 and concluded that the procedures pro-
vided acecuate cetailed quidance for procedure writers. The fnspector had no
questions,

The inspector reviewed the new Operations Oepartment Instruction 0DI.21,
“Directicn for Inoperable Snubbers," which provides directions for dealing wizh
fnoperadble snubbers as described in NRC Region ! Inspection Repurt S0-«d3/
89-08. The instruction requires an evaluation Dy the technical support group
prior to removal of a sngbber from service and the tracking of snubber removal
under the action statement tracking system for snubbers covered under technical
specification action statement 3/4.7.7, "Snubbers." A 1isting of snubbers by
number ard system location is available in the control room. The inspecter
concluded that ODI.21 provides an appropriate method for determining the opar=
ability of snubbers and provides adequate guidance to the Unit Shift Super=
visor. The inspector had no questions.

3.4 Follow=up of Operating/Eauipment Questions from Plant Heatup

Ouring plant heatup for low power testing, several equipment faflures
occurred and were discussed fn NRC Region I Inspection Report 50-443/89-30.
Subsequent inspector follow=up was conducted to determine the cause of and cor-
rective actions taken for each of the failures.

Ouring heatup prior to initial criticality, residual heat removal cold leg
fnjection valve RH-14 failed to open remotely. The valve was manually stroked
without problem. Investiouticn determined that the motor pinion key had
sheared. The motor pinion =y was replaced on May 31, 1989, and the valve
operability test was satisfactory. The pinfon key was scheduled to be replaced
after low power testing as a result of recommendations made in NRC Information
Notice 88-84. The pinfon key had not been replaced prior to low power testing
because of the planned operability tests and the planned replacement of all
keys during system outages after low power testing, and also because of the



consideration of low decay heat levels during low power testing. Al other
similar pinfon keys in safety-related motor-operated valves have since been
replaced.

Residual heat removal (RHR) crossover valve RH=V21 would not open re-
motely. After being manually opened, the valve was successfully stroked from
the main control room. Investigation determined the valve had stuck on {ts
seat due to thermal binding. Operational steps to prevent future binding were
being developed and the inspector has no further questions in this regargd.

During initial operation of the reactor coolant pumps (RCPs) for heatup
prior to inftial eriticality, a vidbration alarm was received on RCP- . Inves~
tigation of the vibration meters on all four RCPs determined that seven of the
eight frame vibrator indicators were fnoperable. Local vibration readings were
taken on the pump shafts ang motor frames anu were within Timits. Further
troubleshooting identified that all eight probes had been wired incorrectly,
seven in one configuration and the eighth fn another. The licensee determined
that the vibration monitors were most likely improperly wired during replace-
ment and testing conducted after initial fnstallation 1n October 1985. Poste
maintenance testing invoived only continuity tests and did not include funce
tional or calibration tests. New calibration procedures have been written
based on information obtained from the vendor, Bentley Nevada, and are to be
incorporated fnto the l8-month functional checks for the indicator probes. The
inspector had no further questions.

Ouring heatup prior to initial criticality, an alarm received in the con-
trol room indicated low flow in loop 1 with the RCP running. Licensee inves-
tigation determined that the flow element vas installed backward. Further in-
vestigation determined that the loop 2 flow element was also installed back-
ward. All four flow elements had been removea and reinstalled in December 1988
to repair gasket leaks. The work requests for the flow elements in loops 34 2y
and 3 did not require verification of proper orientation of the flow element
while the work request for the flow element in loop 4 required QA verification.
Loop 1 and 2 flow elements were removec and properly reinstalled on June
1989. The licensee performed a 100% quality assurance check of ail flow
elements, flow orifices and restricting orifices for 1nstrumeatation located in
safety-related systems. The inspector reviewed the results of the quality
checks and verified that al) flow orifices were cetermined o be installed cor=
rectly. The licensee later added a check fer proper orifice {fnstallation on
the final inspection checklist for piping as part of maintenance procedure MS
0517.03, "Installation of Piping, Pipe Supports and STOW Supports.” The 1a=
spector had no further questions.

The final equipment question raised during the readiness inspection for
low power testing involved demineralizer three-way divert valve CS-TCv=129,
which would not stay in the 'demin’ position with the control switch in the
'auto' position, Investigation found that one lead in the control circuit was



not terminated and that cynamic testing >f the valve was not conducted. Con-
tinuity checks ang relay operation of elay Rl contacts were conducted rather
than the speeific dynamic valve position verification due to the fnability to
establish reguired plant conditions for dynamic testing,

The licensee identified that this ceviation from the required retest was
not in accordance with maintenance fnstruction MT 3.1, section 4.1.23, and that
the incomplete documentation of 11fting the lead was a failure to follow the
requirements of maintenance proceaure MA 4.5, Thise two licensee~1dentified
examples of faflure to follow maintenance proce es violated regulatory re-
Quirements which require that procedures be prc.. ly implemented. The viola~
tion 1s not being cited decause the criteria spec:fied in 10 CFR 2, Appendix C
Section V.G.1 of the Enforcement Policy were satistied. The licensee identi-
fied the problem. Corrective actions for procedural compliance are being
effected as part of the license response to Confirmatory Action Letter 89-11, A
non=cited violation (NCV £9-13-01) documents identification of this issue,
which concurrently is heredy closed.

On September 25, 1982, the Nuclear Qualfty Group fssued Corrective Action
Request 89-005 to express concern regarding seven station information reports
which identified problems with post=maintenance testing. In response to the
CAR, a commitiee was tasked with review of the reasons for the inadequate
post=maintensance testing and with developing recommendations to improve the
post-maintenance test program. The committee has not completed fts review.

The prerent post-maintenance testing program as reviewed by the Operationa)
Readiness Team in NRC Region 1 Inspection Report 50-443/89-83 and found accept-
able.

3.5 Operating Event Fo1lowup

3.5.1 Loss of RHR Shutdown Cooling Capability

On October 11, 1989, one of the two suction valves for the operable train
'A' residual heat remova) (RHR) pump stroked close. Since the train '8' RHR
System was out of service for maintenance, the loss of train 'A RHR suction
flow resulted in the loss of all RHR cooling. This condition was correctec
less than an hour later when the valve that was closed, RC-V=22, was manually
reopened, the 'A' RMR pump was restarted ang full RHR flow was reestablished.
With negligible decay heat in the reactor core, reactor coolant system tempera=-
tures did not rise during this event. The licensee notified the NRC Headquar=
ters Duty Officer via the Emergency Notification System (ENS) 1n accordance
with 10 CFR 50.72. Licensee Event Report (LER) No. 89-012 was fssued to evalu-
ate the root cause, safety consequences and corrective actions.

Since valve RC-V=22 s energized from a train 'B' electrical bus, valve
closure was traced to the reenergization of the train 'B' motor control center
supplying power to RC-V=22. when the supply breaker for RC=V=22 was closed,
the valve stroked closad because control power had not yet been reestablished
for the valve. The valve performed as designed for the electrical power con=
figuration at the time.



The root cause of this event was procedural. While ongoing maintenance
activities and plant conditions required only partial restoration of train 'B'
electrical power, the procedure used to restore power was written to provide
for complete restoration of the AC bus. No consideration was given to the re-
storation of OC control power to RG=y=22 prior to motive power restoration. In
this casc, the actual electrical configuration for the work was not properly
considered in restoration planning,

Complete licensee corrective action in response to this event will be re~
viewed as follow=up to LER 89-012, which remains open.

3.5.2 Primary Drain Tank (PDT) Collapse

On November 21, 1989, the 'A’ Primary Drain Tank (BRS,TK-66A) was found in
a partially collapsed and buckled condition. Station Information Report (SIR)
89079 documented this ciscovery and an event evaluation team was established
to cetermine the cause. The PDT is a non-safety-related tank located in the
Waste Processing Building, Two tanks are located side by side and designed to
service two nuclear units., With the 'A' tank collapsed, the 'B' tank remains
dvailadble to support Unit ] operation. Licensee evaluation of this event for
repertazility under 10 CFR 50 requirements mace a determination .f nonreport+
ability.

The inspector reviewed the Event Evaluation for SIR 89-079, noting that
the failure to provide vacuum protection, due to isolation of the nitrogen
purge supply valves to the tank during tank pump down, was the cause of the
tank collapse. Quring tank pump down, an auxiliary operator (AQ) misinter=
pretec a gauge reading normal atmospheric pressure (i.e., approximately 1§
psia) to represent 15 psig overpressure on the tank. Thus, the AQ believed
that the orocedural precaution regarding positive tank pressure to be main=
tained was met. This mistake was compounded by the misaligned nitrogen purge
valves and a procedure which should have stressed the importance of monitoring
tank pressure during pump down (the tank is nct constantly vented).

The inspector reviewed the licensee recommendations resulting from the
event evaluation team review. An NRC Region [ effluents specialist inspector
also examined the tank, reviewed this event and discussed his follow=up 1n NRC
Region I Inspection Repert 50-443/89-18. The licensee's Event Reduction Com=
mittee also will be reviewing this event and {s required to report fts findings
to the Nuclear Safety Audit and Review Committee (NSARC) .

The inspector has no further questions on tne collapse of the 'A' POT.
The licensee's evaluation of this event was thorough and the resulting recom
mencations were found technically correct and comprehensive.

3.5.3 Engineered Safety Features (ESF) Actuation

On November 29, 1989, a loss of train 'A’ power for a few seconds caused
the control room emergency filter fan to start and align the control building
air system in the recirculation mode. This is con<idered an ESF actuation and
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was reported to the NRC Headquarters duty officer via the ENS in accordance
with 10 CFR 80.72. Licensee evaluation of this event under 10 CFR 50.73 has
scheduled LER 89+14 to be fssued no later than December 29, 1989.

The inspector reviewed SIR 89-080 associated with this event, While al)
Systems operated as required, the failure of battery charger EDE-BC~1A while
restoring the train 'A' vital batteries from a cross-connected condition
appears to require aoccditiona) fnvestigation and causal analysis. The ESF acty-
ation was not caused by a valid signal and thus, while reportable, represents
an electrical failure srg interaction problem, Alignment of the station train
‘A' vital battery buses in a cross=connected confiquraticn {s allowed by the
station OC electrical design, with two 100% 125 volt batteries 1n each train.
However, proper procedural control and implementation should allow restoration
of each OC bus to its own dattery supply without loss of vital equipment like a
Dattery charger “urther NRC reyview will follow LER 89-14 issuance.

3.5.4 westinghouse Technical Bulletin NSO-TB=89-06 Follow=up

On November 1, 1989, the westinghouse Electric Corporation (W) 1ssued a
Technica) Bulletin dgdressing the possibility of {ncorrect termi=point clip
connections being installed in the solid ttate protection system (SSPS). A
1005 visual inspection of the dpproximate 5200 termi=-point clips in the SSPS,
along with a sample of pyl) tests were recommended The licensee implemented
these recommencations and ‘identified a pull test failure in the train 'B' SSPS,
resulting in the requirement to fmplement a 100% pull test inspection,

The inspector witne;.ed a portic: uf the pull test inspections in SSPS
control panel ]=MM=(P=13. Correct use of the applicadble procedure, IS 89-1-1,
and the use of calibrated tools were confirmed, as was the presence of knowi-
edgeable quality contro)l inspection personnei. The inspector interviewed the
technicians responsible for the test and determined that the quality checks
were being performed in accordance with the pudblished acceptance criterfa (re-
ference: Operator's Quality Check Procedure for AMP TERMI-POINT Clip Applica~-
tion).

The inspector also discussed the results of the train 'B' fnspection and
the plans for the train 'A' $SPS inspection with the responsible system support
manager. No inadequacies wcre found with the licensee response to W Technical
Bulletin NSD=TB~89-06 and implementation of the recommended inspection program.
There was appropriate QC fnvolvement in she inspection process. Completion of
the recommended inspection requirements for all safety-related termi=point clip
fnstallations s scheduled prior to plant heatup. Since the non-safety-related
connections are not schedulad for inspection at this time, the inspector re-
quested confirmation that visual nspection, fn accordance with the ¥ recon-
mencation, would be performed. The licensee committed to conducting such in=
spection and tracxing 1ts accomplishment on the licensee's integrated commit~
ment tracking system (ICTS), reference No. RED3104. Additionally, the licensee
requested that W evaluate any delay of the non-safety connection {nspections
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until after completion of the power ascension test program. By letter dated
November 16, 1989, W responcad that there was no need to conduct an immediate
fnspection of the non~safety-related termi=point ¢iip fnstallations.

The inspector had no further questions on the termi=point ¢lip inspection
and replacement work.

4, Ennineered Safety Features (ESF) System Walkdown

The inspector walked down accessible portions of the Residual Heat Remova)
(RHR) system. At the time, RHR train 'A' was in operation in the hot leg re-
circulation mode and RHR train '8' was in a system outage. The purpose of the
walkdown of train 'A' was to check on conformance with the most recent valve
1ineup and to ensure the system was operating properly, while the walkdown of
train 'B' was performed to check the progress of outage work, ma‘s .enance and
moaifications.

The inspector checked the ESF 1ineup of the RHR train 'A' systam from the
primary loop connections inside containment to the penetration area and RMR
equipment vault outside the containment. To verify proper valve lineup, the
inspector utilized the licensee's operations form 0S 1013.03A, "RHR System
Lineuwp," and crawing 9763-F-805808, "RHR System Piping and Instrumentation
Orawing." The inspector found two valves out of pesition per 051013.03A: how=
ever, both discrepancies hag been previously identif{ed by the licensee and
were being acceptably contro)lec ang tracked with form 0P10.3B, “System Lineun
Review and Exception Sheet." In addition to the system lineup, the fnspector
reviewed the overall material condition of the system. The “1spector noted
that system component and area housekeeping was adequate, components were pro-
perly labeled, instrument calibration was up=to-date, and mechanica) snubbars
were properly aligned ang attached. The one major discrepancy in system mate-
rial condition was valve RH=V=8, the RH=-P-8A Pump discharge sample valve. The
valve was found to be leaking, but the licensee had positive control of the
situation. Radiological control barriers had been established anc al leakage
was being collected in a funnel and directed to a flour drain. Subsequent %o
the walkdown, the fnspector reviewed a Request for Engineering Services (RES)
that had been submitted by the licensee RHR System Engineer concerr. = V-8
ana other similar valves fn the RHR system. The RES requested *naw - CiLae
type vent and drain valves be replaced with globe valves due 0 wie - psive
main‘snance required for the gate valves. Based on the fnspection ¢f ..k *rain
AT id 1n light of the proper documentation for all noted discrepancies, the
175 0ector determined that the system was being effectively maintained and wes
capable of performing all required ESF functions,

Following the inspection of RHR train 'A', the fnspector walked down the
RHR '8' train accompanied Oy the licensee RHR System Engineer. The purpose of
this walkdown was to inspect the modifications made to train 'g' during the
System outage. The same modifications had been made to train 'A' during fts
previous outage. One design change inspected was the addftion of a check valve
In series with each of two existing check valves that provide {isolation of RAR
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train 'B' from the Containment Building Spray system, This change represents &
confirmatory ftem 1n the Seabrook Safety Evaluaticn ‘eport, Supplement No. 8,

documenting the licensee commitment to add the additional check valves,

Other modifications inspected were the substitution of a globe valve in
place of a gate valve for the RHR pump flow control valve and the correction of
4 problem relating to pump vibration for the RHR pump impeller. Modification
work was found to have been performed effectively and fn a controlled manner.
%o discrepancies were identified. Also {nspected during the train 'B' walkdown
was the system materia) condition. With the exception of some piping 1nsula~
tion awaiting Instalietion, the material condition of train 'B' was acceptable
and the system dppeared reagdy to be returned to service.

5, Containment Intecrated Leakage Rate Test

From November 19 1o November 22, 1989, the licensee conducted the contain-
ment Integrated Leakage Rate Test (CILRT) for the Unft 1 Containment as re-
quired by 10 CFR S0, ~ppendix J. The test was performed in accordance with
station procedure numper EX 1803.001, Revision 01, "Reactor Containment Inte-
grated Leak Rate Test - Type A", The test was observed Oy & regfon-based in=
SPect ” and a resident inspector. The {nspectors reviewed the test procedure,
witnessed preparations for test, and observed various portions of the test.
Other documents reviewed include the CILART test log, instrument calibration
records, piping and instrument drawings and test results

Pre=Test Setup

The inspector verified, on a sampling basis, the positioning of valves
identified in station orocedure EX 1803.001, Rev. 01. A arain valve, 1=FpP-y~
0922, at containment peietration X-35 was found not to be closed, which 1s the
required test position. This valve also had 2 test tags on 1t fnstead of 1.
when informed of this situation, the licensee investigated the cause of the
discrepancy and then properly aligned and tagged the valve for the test. Other
penetrations walked down were found to be in the required configuration.

The inspec’or reviewed and found acceptable the results of station proce~
dure EX 1803.004, Rev. 00, "Containment and Containment Enclosure Surface In-
spection,” which was used to perform the fnspection of the zontainment internal
anc external surfaces in accordance with 10 CFR 50 Appenaix J (V.A.).

Instrumentation

The inspector reviewed the calibration records for the resistance tempera~
ture detectors (RTDs), dew cells, pressure detectors and mass flowmeters used
for the test. The instruments' calibrations met the accuracy and time require~
ments of ANSI/ANS 56.8-1987 and wore traceable to the National Bureau of Stand-
ards. A total of 26 RTDs, 6 dew cells (with 6 back=ups), 2 pressure detectors
and 1 mass flowmeter (with 1 backup) were used for the test,
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The test data collection ang analysis were as followe:
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- The two pressure cetectors indicated the containment pressure on the Data
Logger at the test center.

== The 26 RTDs provided input into the data logger and the temperature read-
ing of each RTD couig be selected.

== The dew cells (and backups {f selectad) provided fnput into the data log=
ger through 2 "phys=chem" monitors.

== The data logger transmitted all data to the CILRT test computer at the
test center.

== The computer continually monitored instrument readings, and analyzed and
printed test data and calculations every 20 minutes.

No unacceptabie conditions were identified.

CILRT Chronology

11/19/89 18032 ILRT measurement system fully operadble and reaiy.
11/20/89 0130 Began containment pressurization.
1830 Test pressure reached, test boundary isolated from
compressors (51 psig).
1843 Began stabilization period.
2343 Temperature stabilization criteria met.
2343 Began ILRT (50.39 psig).
11721/89 0625 Test terminated because of valve leakage.
0643 Test restarted.
11/22/89 0643 ILRT endea (24 hour duration).
0823 Stand.verification flow test. Imposed flowrate of 12.22
scfm (0.15%/cay).
1223 Verification flow completed.
1223 Test completed.
1829 ftart depressurization,
11/22/89 0845 Exit interview held.
11723789 1514 Containment cdepressurized.

Test Performance and Contro)

Tours were made by the inspector before and during the CILRT to ensure
that test activities were being conducted in accordance with the test procedure
and within regulatory reguirements. Test boundaries were surveyed for evidence
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of leakage and proper valve positions. The inspector observed that the licen=
see's quality control group was monitoring the test and keeping abreast of
situations.

Ourfng a walkdown of test boundari:s with test ,ersonnel. a major leak was
fdentifiec at penetration X-36 through vent valve RMW=V~94. This leak was de~
termined to be coming through containment fsolation valve FMW=V=30. The licen=
see evaluated the leak and elected to te=minate the test, isolate the leak, and
re-start the test. The inspector verified that this was accemplished within
the scope of the station's procedure. The inspector independently examined the
penetration area and then reviewed the last Local Leak Rate Test results of the
leaking containment isclation valve (RMW=v=30), (Sea Findings paragraph be-
low.)

CILRT Results

The containment successfully passed the "As=lefy™ Integratec Leak Rate
Test, demonstrating zontainment acceptabilfty rfor power ocperztion. The calcu=-
lated leak rate using the "Mass Point Analysis" method was 0.0545 wt %/day
(0.75 La is 0.1125 wt %/day). The "As Found" l¢ak rate was indeterminate as
described below.

Findinas

The containment leak rate met the accep.ance criteria for power operation
in the "As=~left" condition. The "As~founr' condition 1s sti}) indeterminate
because of a need to add in subsequent LLRT data for RMW=V=30. The implica=
tions of these results were discussed with the licensee and the inspector con-
firmed that they were understood by the licensee. The test was nerformed with=
fn the guidelines of the procedure. All test personne’ interviewed were knowl=
edgeable and competent to nerform the. duties. The licensee's cuality control
organization monitored on-going testing A review of the previou: Type C test
results of containment isolation valve RW=V=30 showed "As=-:ound" leakage as
"ui letermined" and "As-left" leakage of 5.54 scfh (after repairs). Since the
problems with leakage of valve RMW=V=30 appear to be recurrent and have not
been corrected by prior repairs, a root cause evaluation and determination of
proper corrective action, beyond another val(e repair, are warranted to ensure
effective resolution. "As-found" leakage implications will be further assess.d
during routine review of the CILRT report.

6. Installation and Testing of Design Modifications

The inspector reviewed the documentation for and observed portionc of the
fnstallation and testing of design coordination request (DCR) 86-481, This
design change provides a« high speed, automatic, static transfer swi*ch between
fnverters UPS=<I~1E and 1F and their respective maintenance supplie.. The
switch allows for uninterruptible transfer of power tc vital {ns.rument buses
1E and 1F, from inverter to maintenance supply and vice versa.
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The uninterruptible power supplies (UPS) for buses 1E and 1F are the nor-
mal sources of power to the distribution panels that make up each bus. Each
UPS unit consists of two major components: an AC-to=0C rectifier type power
supply that converts 480 VAC power to 125 VOC and a OC-to=AC inverter that
changes the 125 VOC to 120 VAC. On a loss of the 480 VAC supply vr a failure
of the rectifier, backup 125 VOC power 1s supplied to the inverter by the vital
OC distribution system. If the UPS is not operational or malfunctions, the
static transfer switch was to be installed to provice an alternate source of
120 VAC power. This power is supplied by a motor control center powered from
the same emergency bus as the UPS, through a stepdown transformer and the
static transfer switch to the power panel. The switch automatically selects
between the inverter output or the alternate power source, whichever is most
reliable. Once shifted to the alternate power source, the switch will auto-
matically shift back to the inverter output when the UPS is funccioning pro=
perly. The transfer switch can also be controlled manually using control push=
buttons located on the switch.

Prior to inspecting the installation, the inspector reviewed the docu <=
tation in the DCR package. This included the technical requirements and speci-
fications for the UPS from the vendor, the Elgar Corporation, the licensee's
engineering evaluation, the DCR implementa.ion plan, and tha OCR functional
test requirements. Also reviewed as part of the OCR package was the 10 CFR
5C.'9 safety evaluation. OCR documentation was extentive and complete. The
ireiallation and test procedures were clear and thoraugh in their precautions
and directions.

The installation of the static transfer switeh involved mounting the
switch, running additional conduit and cable from the vital instrument power
panel to the transfer switch, and from the switch to the inverter, and UPS in-
ternal wiring modifications. The modifications were al) cantained within the
essential switchgear room. Over a four day period, the inspector observed the
completion of the UPS~I-1F static transfer switch installation and portions of
the functional testing of the switch. The inspector noted that, during the
installation and testing, the licensee maintained an adequate staff in the
switchoear room to accompiish all work in a safe manner. As a minimum, an
electrician, a work group supervisor, the system engineer and a quality control
supervisor were present. The inspector inspected the modifications made to the
IF vital instrument power panel and to the 1F UPS cabinet and was satisfied
that 11] work had been performed in an acceptable manner.

The testing portion of the DCR was intended to demonstrate operability of
both the UPS and the newly instailed transfer switch by a performance test.
The test fncluded loaded transfers of the static switch and UPS, as well as the
placement of intentional grounds on the 480 VAC bus and the 125 VDC bus feeding
the UPS. The plac-nent of the grounds verified that the static switch/UPS out~
put was not interrupted as a result of grounding. Through direct observation
of the testing, the inspector determined that the tests were conducted in a
controlled and -afe manner. Proper barriers were placed around the work area
and access to .ha switch gear room was controlled. Communications were estab-
lished with the control room, and the OCR test procedures were rigorously fol-
lowed. At one point during the testing, the system engineer had a question



16

concerning a procedure step. After discussing the matter with the shift super-
intendent, the conservative cecision was made to convene a Station Operation
Review Committee (SORC) to resclve the question rather than take the chance of
changing or violating the procedure.

The inspector {dentified no fnadequacies in the licensee fmplementation of
this 0% “or UPS-I=1F. DCR implemertation for UPS=I=1F f{s scheduled to be per-
formes . conjunction with the required 'A' train elecirizal system outage.

7. Quality Assurance/Corrsctive Action Activities

7.1 Lew Power Test Program Audit

As discussed in NRC Region I Inspection Report 50-443/88-12, inspectors
noted that the licensee QA department had not formulated any plans for provid:
ing a level II oversight review of the facility's proposed startup test pro-
gram. As a result of this NRC concern, the licensee committed to performing a
test surveillance program curing low power tests. NHY QA Audit Report No.
89-A-05-0S, "Low Power Test Program," dated August 15, 1989, summarizes the
results of an audit designed to e¢valuate the licensee’ compliance and imple=
mentation of the Low "ower Testing Program.

The inspector reviewed the QA audit report. The report fulfills the com=
mitment made Dy the licensee cocumented in Inspection Report 50-443/88-12. The
audit provided broad coverage including review of control room activities and
agministrative controls associated with mode changes, housekeeping, chemistry,
heaith physics and security. The multidisciplined team conducted the audits
over a two month period and identified no deficiencies. However, the audit
report did provide recommencations to enhance program performance. The inspec~
tor concluded that an adequate audit of the Low Power Test Program was con=
ducted.

7.2 Corrective Action Plan Review

[tem 1.C~1: revise policy on control room access to establish the maximum
number of personnel allowed in the control room and the horseshoe area of the
control rcom.

Operations Management Manual (C°MM) Revision 18 included changes to Chap~
ter 3, Shift Operations, regarding control room manning and access. Subsection
1.F, Watch Staticn Conduct, has been revised to indicate that additional opera-
tors may be assigned to perform specific functions during complex evolutions.
It further specifies that each operator be informed of the presence of addi-
tional personnel and be mace aware of their function and limits. The revision
also requires that access be limited to persons with official business or man=
agement authorized activities.

The authority and responsibility for controlling access 1s assigned to the
control room commander (defined »)sewhere in the OPMM). Examples of persons
with official business in the control room are given. Additionally, require~
ments on Special Testing Activities and termination of those activities, along
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with provisions for handling observers and visitors, are specified. Specific
numerical limits for observers and visitors have been establ ;shed. These num=
bers may only be erceeded with written authorization of the Operations Manager,
who will specify by name personnel permitted access as observers and visitors
for a specific activity. Authority and responsibility for ontrolling access
to the horseshoe or "sacred" area is assigned to the senior on=shift operator,
The inspector reviewed Revision 23 to the OPMM, dated November 10, 1989 and
confirmed that the requirements have been carried over in subsequent revisions.

2.A-6: review the event evaluation procedure to determine {f enhancements
are required concerning the post=trip review, assignment of personnel, post=
trip critiques and written chronologies.

The inspecter reviewed Revision 2 to New Hampshire Yankee Procedure 12830,
Event Evaluation and Reduction Program. The procedure has been strengthened.
It now clearly states, as a requirement, that personnel are to recefve training
in the evaluation program prior to being called upon to perform an evaluation,
The most significant improvement is the requirement to perform a critigue for
any event on site. This critique is to be conducted with all personne! who
participated in or witnessed the event. This critique fs to be conducted prior
to releasing personnel from the site. The critique fncludes written descrip=
tions of the event by all involved personnel and the generation of & synopsis
and chronology by the Event Team Leader. This will ensure that the information
s gathered and collated while it is stil) fresh 1n the minds of the partici~
pants.

Based upon the licensee's implementation of actions to address the control
room access/work control and event cvaluation concerns raised in Correction
Action Plan items 1.C~]1 and 2.A-6, no additional NRC inspection effort of this
issue 1s required. Routine inspection of control room activities and the event
analysis and evaluation process in the future will monitor the effectiveness of
these corrective neasures.

8. Follow=up of Licensee Reports and Open Items

8.1 Licensee Event Reports (LERs)

(Closed) LER No. 89-009, Technical Specification Surveillance Not Properly
Performed and LER No. 89-013, Noncompiiance with Technical Specification Action
Requirements. Both of these LERs involved a violation of technical specifica~
tion action statements caused by separate personnel errors. In the first case,
a chemistry technician incorrectly performed the analysis of an effluent sample
taken from the primary component cooling water (PCCW) head .ank. Since ihe
PCCW head tank rate of change alarm was out of service, sampling was required
every twelve hours by a technical specification 3.3.3.9 action statement. Cor=
rectly analyzed samples taken before and after the subject sample indicated n»
actual activity problems, but the time duration between these valid samples
exceeded the allowable technical specification duration. Hence, the violation
wias reported as a lirnnsee event under 10 CFR 50.73.
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In the second case, a portable monitor, fnstalled to meet the action
statement of technical specification 3.3.3.1 with the containment post~LOCA
monftor out of service, was mistakenly unplugged for approximately five hours.
The HP technician who unplugged the monitor to use the electrical receptacle
for another purpose was not familiar with the technical specification require=
ments or aware of the consequences of unplugging the portable monitor.

In both cases, the technicians involved were counseled, additiona) train=
ing was conducted within the departments, and procedures were reviewed to en~
sure accuracy and clarity of directions provided to the technicians performing
the work. A caution as to the consequences of unplugging energized equipment
within the plant was also aiscussed in a station newsletter disseminated
throughout the site and caution tag usage for electrical power cords was in=
corporated into health physics procedures for portable equipment.

The inspeztor reviewed the LERs and the licensee corrective action and
determined that the discretionary criteria of 10 CFR 2, Appendix C, section
V.3.1 have been satisfiec. Based upon licensee identification, reporting and
initiation of comorenensive correcti/e measures with respect to beth of these
examples of noncompliance with technical specification requirements and also in
consideration of the minimal safety significance of the actual events, these
violations are not being cited. Non-cited violation number 895-13-02 documents
identification of ti"is issue, whlcp fs heredy closed.

8.2 10 CFR 2] Report

(Closed) 10 CFR Part 21 Report No. 89-00-01: Potential Failure of Rose~=
mount Transmitters, As discussed in NRC Region I Inspection Report 50-443/
89-01, a potential defect involving the loss of ol in the transmitter sensing
module was identified by Rosemount, Inc., for certain transmitters manufactured
prier to July, 1989. The licensee's review has found 61 of the subject Rose-
mount Model 1153 and 1154 transmitters installed at Seabrook.

Since the problem with potentfa) ofl loss occurs slowly over time, the
licensee's corrective action plan includes a special calibration program,
transmitter performance trending, and replacement of the pressurizer pressure
transmittars and any spare Rosemount transmitters in stock on a schedule which
is consistent with the support of station activities. The inspector verified
that all the subject transmitters had been or were being calibrated in a manner
which would check for any degradation due to ofl loss. The inspector also re-
viewed the Rosemount 10 CFR 21 notification, dated February 7, 1989, and evalu-
ated the licensee's plan for addressing the stated concerns, based upon Rose-
mount's discussion of how the transmitters would exhibit reduced performance.
[t was also noted that testing by Rosemount, Inc. was conducted to determine
limits in the performance degradation and methods in the detection of affected
transmitters. The inspector confirmed that the licensee has reviewed and
evaluated all of the latest relevant Technical Bulletin and report information
from Rosemount, Inc., on this potential problem.
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The fnspector determined that licensee response and corrective action
planning for this Rosemount Part 21 report to be beth timely and comprehensive.
Given the slowly developing nature of the potential problem, *he licensee's
monitoring program was assessed as adequate. Quarterly channe! checks, over=
range tests and normal calibraticns of the subject transmitters should indicate
performance degracation prior to component failure. Special calibrations, re-
cently accomplished, provide acequate indication of transmitter acceptabiifty
and a baseline for future performance. The fnspector considers licensee meas~-
ures to address this vendor 'dentified problem to be extensive and conducive to
the identification of any actual hardware problems in the future.

10 CFR 21 Report No. 89-00-01 is closed.

8.3 Licensee Action on Previously Identified Items

(Closed) Unresolved item £9-08-01: Unmonitored Release from the Turbine
Butlding Sump. The inspector reviewed the licensee analysis of technica)l
specification action statement roguirements relative to Station Information
Report SIR 89-042. The specific incident fnvolving bypass of the turbine
building sump radiation monitor was evaluated from both design basis and con~
trol adequacy standpoints. While it was cetermined that the turbine huilding
Sump was not intended to be dedicated solely to processing radicactive efflyu=
ents, the program used to control temporary sump pump usage and coordinate ac~
tion statement status requirements with control room cperators reguirad im=
provement. A procedure for the installation of temporary pumps was issued on
October 5, 1989 to delineate the necessary administrative controls and coordi:
nation requirements. The use of Temporary Pump Request forms was formalized.

The inspector reviewed station operating procedure UN0599.047 governing
temporary pump controls and checked other operating procedures affected by fts
issuance. Temporary Pump Requests were spot-checked, both fn=process in the
control room and in their final documented closeout format. Technical specifi-
cation action statement coordination and clearance were noted to be properly
controlled for the times the temporary turbine building sump pump was
installed. The inspector also determined that the program of controls estab-
Tished by the licensee to address the original problem was broad enough 1n
scope to adequately cover all temporary pump usage within the protected area.

Licerz2oe controls 1n this area have been strengthened and procedural com=
pllaice with the new program of controls was checked by the inspector. The
inspector fdentified no concerns with the licensee's current program for in-
stalling temporary pumps within the station and no specific problems were found
with the use of the temporary turbine building sump pump. This unresolved {tem
is closed.

(Closed) Unresolved ftem 89-09-03: Failure to Perform Technical Specifi=
cation Surveillances. The inspector reviewed the licensee's reportability de-
termination for SIR 89-061, in which 1t was documented that certain radicactive
liquid effluent and gaseous effluent monitoring instrumentation surveillances
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had not been performed in the time intervals required by the technical speci-
fications. Although repetitive task sheets (RTS) had been 1ssued to conduct
monthly source checks of the subject radfation monitors, these surveillance
activities are redundant to the automatic source check accomplished by the
monitors on a dafly basfs. This datly source check 1is logged into the plant
computer and an alarm would be generated 1f the check were not completed.

The inspector discussed the automatic source check feature of the radi-
ation monitors with licensee personnel, verifying that failure of the check
would alarm similar to a moniter failure. In fact, the monthly RTS work re=-
quirements actually use the dafly source check feature in the performance of
the technical specification surveillance activities. The inspector also spot~
checked the computer logging history for certain radiation monitors to confirm
evidence and documentation of daily fnstrument source checks.

Based upon the fact that the interna) source check design feature of the
radiation monitors provides compliance with surveillance requirements, the lic-
ensee's failure to complete the RTS activities represents neither a technizal
specification noncompliance nor a reportable event. This fssue is therefore
resolved and closed.

However, as discussed in section 8.1 of this inspection report, a non-
cited violatfon resulted from personne! errors leading to noncompliances with
technical specification action requirements. While no noncompliance resulted
from the failure to perform the radiation monitor RTS surveillance discussed 1in
this section, the cause of the failure to perform a scheduled RTS activity
should be analyzed by the licensee in the same vein as the personnel errors
resulting in the non-cited violation.

9. Physical Security Plan Implementation and Controls

Protected Area Barrier

On November 7, 1989, NRC on-site review of the protected area barrier
(PAB) identified a need to upgrade the PAB between Unit 1 and Unit 2 to meet
the criteria for a permanent PAB for Unit 1. Existing compensatory measures
were found adequate. On November 8, 1989, the following exceptions relative to
NRC criteria for a PAB were identified to the licensee.
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Following 2 discussion of the above concerns, the licensee committed to
submit, within 10 working days, & schedule for completing an engineering study
to resolve the concerns, and a revision to the Plan to update the Plan and in-
corporate additional compensatory measures. The licensee also committed to
provide a schedule for implementation of the separation barrier upgrades upon
completion of the engineering study. The engineering study would also inves=
tigate the possible existence of additional separation barrier weaknesses,
other than those discussed above, and address their resolution.

10. Management Meetings

At periodic intervals during the course of this inspection, meetings were
held with licensee personne)l to discuss the scope and findings of this inspec-
tion. An exit meeting wa: conducted on December 12, 1989, to uiscuss the in-
spection findings during the period. During this inspection, the NRC inspector
received no comments from the licensee that any of their inspection items or
fssues contained proprietary information. No written material was provided to
the licensee during this inspection.
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ATTN: Mr. Edward A. Brown, President
and Chief Executive Officer
New Hampshire Yankee Divisgion
Post Office Box 300
Seabrook, New Hampshire 03874

Gentlemen:
Subject: Inspection Report No. 50+443/89-1%

This refers to the special licensec aparator profiziency evaluatt
corducted by Mr. L. Briggs ¢f this office on Movemder 27 through
1969 Also discussed fn this report are the results of the Dece
1959 fnspection of your corrective actiions taken %0 address certa
Action Plan tTtems which resulted from the June 23, 1889 Confirmat
Letter, B9-11, Both portions of the inspection ware conducted at
traintng facility, Seabrook, New Hampshire., Mr. Briggs discussed
this special fnspection with Messrs. D, Moody anc B. Sraubr169| 2
your staff on Qecember 1 anc 15, respectively,

n inspection
ecember 1,

er 14 and 15,
n Corrective
ry Action

the simulator
the results of
d others of

Areas examined during this inspection are described in the NRC Re
tion Report which {s enclosed with this letter, Within these are
spection consisted of selective axamingtions of procedures and re
records, interviews with personnel, and observation of al) six o
performing simulator scenario exercises develooed by the NRC durt
proficiency evaluation,

fon I Inspec
$, the in=
resentative
rating crows
§ the operator

We Pave concluded that all six crewsz demonstiated & sat’sfactory fJeve) of

performance during the operator preficlency svaluatien.

wWithin the scope of this {nspection, no violations were observed.

No reply to this letter {s required. Your cocparation with us infthis matter

fs appreciated.
Sincarely,
Robert M, Gallg, Chief

Operations Branch
Division of Reactor Safe

Enclosure: NRC Regton I Inspection Raport No. 50-443/89-1%5
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U.S. NUCLEAR RESULATORY COMMISSION

RESION !
Report No.: $0-443/89-15
License No.:  NPF=§7
Licensee: Public Service Company of New Mampshire

1000 Elm Street
Manchester, New Hampshirs 03105

Facility: Seabrook Station, Unit }
Location: Seabrook, New Hampshire
Dates: November 27 = December 1 and December 14 and 15, 1589

. Briggs, Sr. Operations Engineer
. $11k, Sr. Operaticns Enginees

. Temps, Resicent Inspegtor

. Sherfey, PNL Examing,

Inspectors:

.
0
R
8

Subritted by:

Approved By:

. tseligroth, e, ;kcction.
Operations Branch, Divisfon of Reactor
Safery

INSPECTION SUMMARY

The November 27 through Decemder 1 fntpection was & special anncunged nspec~
tion which assessed the Seabrook Unit 1 operator proficiancy and ufle of faci~
1ty procedures, primarily the Emergancy Operating Procecures (EOPY, during
emergency situations and transfents. THis {nspection evaluated th perforpance
of the on-shift operating crews using NRC developes scenurios on t Seadrook
plant specific simylator.

Ne violations or deviations were 1dentified. A1l six opurating cr@ws demon=
strated satisfactory performance on the simulator scenaries.

The December 14 and 15 {nspection reviewed and closed five 1tems fiom the
Corrective Action Plan. Details of the review are contained 1n Seqtion 4.0 of
this report.
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3.1 CONCLUSIONS

The NRC Operating Crew Performance Evaluation Tean dete
the performance of all six (6) Operating Crews satisfac
rating factors and acceptance criterfa of Attachment 1.

The team cid note some specific operetional pragram are
be strengthened to further enhance the operatisg crews
Each area 13 discussed below.

COMMUNICATIONS

The 1nspection team noted that the level of detai!
nications varied from crew 2 Crew and aven within
the different crew members., In particular the fee
some Crew members in response to directicns given

during EOP performance was not formal ang standarnd
team determined that overall communicasicas were s
but could be ‘mprovec by additional training empha
argization and formalfzation.

The licensee stated that a Standard Work Practices
addressing communicatione was 1n draft and would b
fully impiemented by June 1, 1990. In the interim
communications will be emphasized during the curre
cation cycle which will pddress all crews within t
(6) weeks,

STANDARDIZATION OF CREW DPERATING PRACTICES

Ouring the team evaluatipn the NRC observed minor
operations communications and shifs turnover pract
the various operating crews. Although the facilit
turnover procedure, the yarfous crows implemented
cdegrees prior to the start of the scenarias. Sone
differences observed durfng crew turnover and simu
were.

. The formality and dptafl of crew briefings du
turnover for the simulator scenarios was not
between operating srews.

- Annunciator testing, although not required by
was performed by mopt crews whem assuming the
shift; however, somp crews did not.

- The leve) of detail of communizations varied
operating crews (adiressec above).
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rily net the

that ¢ould
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The team noted that, althcugh the above differences were
ang did not significantly impact crew performarce during
scenarfos, a stronger emphasis on stancarcization of ope
serve to furthar enhance crew performance.

The Ticensee stated that the fdentifiec differencas will addressed
during the current cycle of requalification training.

In response to the events of June 22, 1989, Region ! fssued C
Action Letter B9<1] on June 23, 1989. Subsequently New Hamps
(NHY) ceveloped a Corrective Action Plan (CAP) sddressin spe
ftems. The CAP was submitted to the NRC on July 12, 1689 wit
CAP {nformatfon on August 25, 198%. The following CAP ftems,
NHY's alpha=numeric designators, were reviewed to ensure that
acifons Lahen Ly NHY Lu eddress fcent!fied weaknessas were ad
correct the problem. Following each item (s & discussion of
for that item.

firmatory
fre Yankee
1f1c action
additiom)
sing the

orrective

Item 1.A-11, Enhance the Licensed Operator Tratning Prog
clude simulater training which challenges the cperators
to follewing procedures.

The Ticensee developed a 1ist of procedure compliance re
tions that was used as discussion and tradning topics in
operator requalification training phase that began on Q¢
1989, Also, al) operators and instructors have attencad
compliance training classes. Before the end of January

operating crews will have uncergene & week of training w
include classroom and simulator tratning on 13 of the mo
Power Ascension Test: and the Corrective Action Letter (
addressing the June 22 Natural Circulation Test. Classr
fs conducted 1n the morning, followed by simulator train
afternoon (as of December 15, 1989 two of $1x crews had

this training). Simulator scenarios incorporating powar
tests were used by the licenses to train and evaluate th
regarding procedural complisnce. The licenses wsed crit
to that of the examiner standards, NUREG=1021, to svalua
formance. The NRC observed the two crews in four scenar
challenged procedural compliance, The NRC deatermined th
performed satisfactorily during the simulator scenarics

ted ques-
he current
ber 10,
rocedura)
90, all

ch will
complex
L) 1tems
training
¢ in the
mpletad
scension
operators
1a similar
crew pere
s that

the crows
served.

Item 1.C-2, Revise the Startup Test Program to require t
prehensive pretest briefing be provided prior te the ¢
the shift to ensure that the crew understands the test ¢
expected parameters and required actions,

t a com~
assuming
teria,

The Startup Test Program Description was canverted to thd Power
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Ascension Test Program (PATF) and was approvad as Statio
Manua! (SSMM) Procecdure SM E.1. Section 4.2.2 of SM 8.1
a pretest driefing will be conducted to ensure that the

of test engineers and operatians perscnnel understands t
criteria, expected parameters, and required actions prieo
personnel assyming the shift,

tions to be encountered during the test are %0 de discus
§.3 of SM B.1, PRETEST BRIEFING COCUMENT GUIDELINES, pro
tions on how to conduct the briefing.

1989 were extensive and cetafled with good interface baty
engineers ang operations personnel.

Item 1.0-3, Revise the Startup Test Program to require t
preparation, fncluding simulator rehearsals when feasid)
test crews assigned to perform complex tests.

Section ¢ .4 of SM 8.1 states that specific licensed cper
test personnel will racefve simulator training and/or ¢)
training on tests listed in section 4. 4. Trafning is %o
within three months of the actual performance of the tes
audited classroom training for $T=23, Dynamic Automatic

Control, ang ST=35, Loss of Offsite Power Test. The tra
conducted by the Shift Test Director »esponsible for tha
training was thorough, with fnteraction Detween the inst

the participarts to cdiscuss detafls and questions relased
Simulator training was also satisfactorily condug

tests.
operations and test personnel and observed by the NRC, a
in Item 1.A=11 above.

Item 1.0-3 Revise the Operaticns Managemant Manya) and ¢
Ascension Test Program to clearly state the regponsibild
Operations and Power Ascensicn Test personne! t9 raise a
fs not understood, or to stop an evolution {f they do no
their responsibilities 1n the conduct ¢of the test.

Operations Management Manual (DPMM) section 1.1.1 and SM
3.0 states the responsibilities of the operations and te

respectively, to rafse any 1ssue that 1s not understood d

evolution 1f their responsibilities 1n the conduct of th
not understood.
interaction between the test engineers and operations pe
area that was not understood was fully discussed until a
understood the planned evolution., Responsibilities of

personnel were also discussed, with a clear understanding

assuming the shift that Ticensed operations personnel we
of plant activities and responsible for safe plant opera
each of the scenarios observed by the NRC the cperations

Indivicdual duties and resg
are to be reviewed and abnormal plant conditions o syst@

The four protess &
observed by the NRC during the simulator scenarios on Ded

During the pretest briefings, the NRC ot
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personnel were challenged with procedure]l compliance or
va'lidity prodlems {nduced by simulated equipment failure
enomalies. During each scenario the test and cperations
discussed the 1ssue and efther interrypted or tarminated
appropriate for the plant conditions,

Item 2.B-3, Revise the Operazions Management Munual to:

the fntegration of Starsup Test personne] with the shife
crew; 2) Clarify responsttility and authority when supp)
operators are assigned %0 & shifs; 3) Encourage nen=sh(f
Operations personnel to provide a point of clarification
tion when an assigned operazor's actions appear ¢ be |

or are not understood by the ebserver; 4) Require the Op
Management licensec personna) to define <hair responsib!
they enter the horseshoe ar2a of the Contryl Room during

OPMM section 1.1.3, Tess Group Responsibilities, cefires
tions of test engineers personnel with cperatians person
coordination of anc recommerdiations regarding plant cond
Section 1.7.1, numter 5., clarifies the responsibilities
operators assignes to perfo-m various contrel room activ
reactor startyup, or feedwat2r control. Section 1.6.2 enc
from operations personne’ cosarving the test 1 an appa
condition arises. In a Novamter 10, 1989 memorancum, ¢t
Director of Nuclear Production stated company policy reg
ment personnel responsibilities in the control roem "he
such as being knowledgeable of the safety and uperaticn
special evolution eor, when 11 15 not pessible ¢ be fam!
evolution, to dnform the US3 or the S5 that they are cb
ff inside the control room, byt outside the "horseshoe
managers are te be considerad as observers. Strict fo
practiced when entry was made into the "horses'we ares"
lator contrel room with esch person stating the purpose
prior to being allewed initial access. During each scen
was properly implemented.

CONCLUSION

NRC review of the changas to the OPMM discussed atove, ¢
changes were appropriate and yddress the corcerns of the
adcition, the NRC noted that test engineers and the ope
functioned well as a team during simulator scemaric per
freely exchanged information during both the soenarios
pretest briefings.
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§.0 EXIT MEETINGS

An exit meeting was conducted on Decamber 1, 1989, at the tra ing complex
with the Ticensee representatives noted in Paragraph 1.0 of tfis report.
The inspection scope and fincings as detatled 1A this report gere sumparie
led at the meeting.

A second exit meeting was conducted on Decemder 15, 1989, 1n ghich the
NRC informed the 1fcenses that *ive of the Corrective Astion Hlan 1ters
were considered ¢closed.

At no time during the 1nspection was written material concern § inspec-
tion results or determinations provided to the 11censee by thq nspectors.
This report does not contain any {nformation subject to 10 CFN§ 2.790
restrictions.



UNITED STATES
NUCLEAR REGULATORY COMMISSION
REGION |
476 ALLENDALE ROAD
KING OF PRUSSIA, PENNSYLVANIA 19408

Docket No. 50-443 JAN 0 9 1680

Public Service Company of New Hampshire
ATTN: Mr, Eoward A. Erown
President and Chief Executive Officer
New Hampshire Yankee Division
Post Office Box 300
Seabrook, New Hampshire (03874

Gentlemen:
Subject: NRC Region I Inspection Report No. 50-443/89-21

This refers to the above subject safety ins;ection at the Seabrook Station, Unit
No. 1, Seabrook, New Hampshire. The results of the inspection are described in
the enclosed report, and were discussed with Mr, D. Moody and other members of
your staff at an exit meeting on January 5, 19%0.

This report gocuments acceptability of certain issues relating to Confirmatory
Action Letter CAL 83-11. Review and evaluation of the remaining issues related
to the CAL are being performed separately.

No reply to this letter is required. Thank you for your cooperation.

Sincerely,

em . \24f1v-41f--

on R. Johnson, Chief
Projects Branch No. 3
Division of Reactor Projects

Enclosure: NRC Region I Inspection Report No. 50-443/89-21

c )
J. C. Duffett, President and Chief Executive Officer, PSNH

T. C. Feigenbaum, Senior Vice President and Chief Operating Officer, NHY

J. M. Peschel, Operational Programs Manager, NHY

. E. Moody, Station Manager, NHY

. Harpster, Director of Licensing Services

. Hallisey, Director, Dept. of Public Health, Commonwealth of Massachusetts
. Woodhouse, Legislative Assistant

Public Document Room (PDR)

Local Public Document Room (LPDR)

Nuclear Safety Information Center (NSIC)

NRC Resident Inspector

State of New Hampshire, SLO

Commonwealth of Massachusetts, SLO Designee

Seabrook Hearing Service List

w0



SEABROOK HEARING SERVICE LIST

Public Service Company of New Hampshire

ATTN: Mr. Edward A. Brown, President
and Chief Executive Officer

Post Office Box 300

Seabrook, New Hampshire 03874

Public Service Company of New Hampshire

ATTIN: Mr John C. Duffett
President and Chief Executive
Officer
P. 0. Box 330

1000 Elm Street
Manchester, New Hampshire 03105

Mr. Donald E. Moody

Public Service Company of New Hampshire
Post Office Box 300

Seabrook, New Hampshire 023874

Mr. Ted C. Feigenbaum

Public Service Company of New Hampshire

Senior Vice Presicent & Chief Operating
Officer

Post Office Bcx 300

Seabrook, New Hampshire 03874

Massachusetts Transportation
Building
ATTN: Sarah Woodhouse
Legislative Assistant
Ten Park Plaza = Suite 3220
Boston, Massachusetts 02116

Thomas Dignan, Esg
John A, Ritscher, Esq.
Ropes and Gray

225 Franklin Street
Boston, Massachusetts 02110

Mr. Bruce Beckley, Project Manager
New Hampshire Yankee

P.0. Box 330

Manchester, New Hampshire 03105

USNRC Resident Inspector
Post Office Box 1149

Seabrook, New Hampshire (3874

Mr. T. Harpster
Public Service Company of
New Hampshire
P.0. Box 300
Seabrook, New Hampshire 03874

Mr. James M. Pesche!

Public Service Company of New
Hampshire

Post Office Box 300

Seabrook, New Hampshire (023874

Mr. R. Hallisey, Director

Dept. of Public Health

Commonwealth of Masssachusetts

Radiation Control Program

150 Tremont Street, 4th Floor

Boston, MA 02111

€. Tupper Kinger, Esq.
Assistant Attorney General
Qffice of Attorney General
208 State House Annex
Concord, New Hampshire 03301

Jerard A, Crouteau, Constable
82 Beach Road

P. 0. Box 5301

Salisbury, Massachusetts 01950

Or. Murray Tye, President
Sun Valley Association
209 Summer Street

Haverhill, Massachusetts (08139
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Robert A, Backus, Esq.

Backus, Meyer and Solomon

116 Lowe)) Street

P. 0. Box 516

Manchester, New Hampshire 03106

Phillip Ahren, Esq.

Assistant Attorney General
Office of the Atiorney Genera)
State House Staticn #6
Augusta, Maine (04333

Steven Olesky, Esq.

Office of the Attorney General
One Asburton Place

P. 0. Box 330

Boston, Miassachusetts 02108

Ms. Diana P, Randall
70 Collins Street
Scabrook, New Hampshire 0223874

Richard Hampe, Esq.

New Hamgshire Civil Defense Agency
107 Pleasant Street

Concord, New Hampshire 03874

Mr. Calvin A. Canney, City Manager
City Hall

126 Daniel Street

Purtsmouth, New Hampshire 0380)

Board of Selectmen
RFD Dalton Road
Erentwood, New Hampshire (3833

Chairman, Board of Selectmen

Town Hall
South Hampton, New Hampshire 03827

M. Angie Machiros, Chairman
Board of Selectmen
for the Town of Newbury
25 High Road
Newbury, Massachusetts 01950

George D. Bisbee, Esq.
Assistant Attorney General
Office of the Attorney General
25 Capito) Street

Concord, New Hampshire 03301

Diane Curran, Esa.
Harmon and Weiss

2001 S. Street, N.W.
Suite 430

washington, D.C. 20009

0. Pierre G. Cameron, Jr., Esq
General Counsel
Public Service Company of
New Hampshire
Manchester, New Hampshire 03105

Mr. Alfred V. Sargent, Chairman
Board of Selectmen
Town of Salisbury, MA 01950

Ms. Suranne Breiseth

Town of Hampton Falls

Orinkwater Road

Hampton Falls, New Hampshire (03844
Senator Gordon ), Humphrey

ATTN: Tom Burack

U.S. Senate

$31 Hart Senate Office Building
washington, D.C. 20510

Mr. Owen B. Ourgin, Chairman
Ourham Board of Selectmen
Town of Ourham

Ourham, New Hampshire 03824

Rye Nuclear Intervention Committee
¢/¢c Rye Town Hall

10 Central Road

Rye, New Hampshire 03870

Jane Specter

Federal Energy Regulatory Comm.
825 North Capitol Street, N.E.
Room 8108

Washingten, D.C. 20426
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Ms. Rosemary Cashman, Chairman
Board of Selectmen

Town of Amesbury

Town Hal)

Amesbury, Massachusetts 01913

Honoradle Peter J. Matthews
Mayor, City of Newburyport

City Mal)

Newburyport, Massachusetts 01950

Administrative Judge

Alan §. Rosenthal, Chairman

Atomic Safety and Licensing Appea)
Board

U.S. Nuclear Regulatory Commission

Washington, D.C. 2058%

Administrative Judge

Emmeth A, Luebke

Atomic Safety and Licensing foard
U.§. Nuclear Regulatory Commission
Washington, D.C. 20885

Edwin J. Reis, Esa.

Office of the Genera) Counse)

U.S. Nuclear Regulatory Commission
Washington, 9.C. 20555

Edward A. Thomas

Feceral Emergency Management Agency
442 J. W. McCormack (POCH)

Boston, Massachusetts 02109

Paul McEachern, Esq.

Shaines and McEachern

25 Maplewood Avenue

Portsmouth, New Hampshire 03801

Board of Selectmen
10 Central Street
Rye, New Hampshire 03870

Mr. R. Sweeney

New Hampshire Yankee Division

Public Service Company of
New Hampshire

Suite 610, Three Metro Center

Bethesda, Maryland 20814

Administrative Judge

Howard A. Wilber

Atomic Safety and Licensing Appea!
Board

U.S. Nuclear Regulatory Commission

Washington, D.C. 20888

Administrative Judge

Thomas S. Moore, Esqg.

Atomic Safety and Licensing Appeal
Board

U.S. Nuclear Regulatory Commission

Washington, D.C. 20888

Administrative Judge

Jerry Harbour

Atomic Safety and Licensing Board
U.S. Nuclear Regulatory Commission
wWashington, D.C. 20585

H. Joseph Flynn, Esq.

Assistant General Counse!l

Federal Emergency Management Agency
500 C. Street, S.W.

Washington, D.C. 20472

Carol S. Sneider, Esq.
Assistant Attorney General
Office of the Attorney General
One Ashburton Place, 19th Floor
Boston, Massachusetts 02108

Richard A. Haaps, Esq

Haaps and McNicholas

35 Pleasant Street

Concord, New Hampshire 03301

Allen Lampert

Civil Defense Director

Town of Brentwood

20 Franklin Street

Exeter, New Hampshire 03833
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William Armstrong

Civil Defense Director

Town of Exeter

10 Front Street

Exeter, New Mampshire 03833

Anne Goodman, Chairman

Board of Selectmen

13=15 Newmarket Road

Ourham, New Hampshire 03824

Norman C. Kantner

Superintendent of Schools

School Administrative Unit No. 21
Alyani Drive

Hampton, New Hampshire (3842

Jane Doughty

Seacoast Anti-Pollution League

S Market Street

Portsmouth, New Hampshire 03801

Mr. Robert Carrigg, Chairman

Boara of Selectimen

Town Office

Atlant Avenue

North Hampton, New Hampshire 03870

Sandra Gavutis, Chairman

Board of Selectmen

RFD #1, Box 1154

Kensington, New Hampshire 03827

Stanley W. Knowles, Chairman
Board of Selectmen
P. 0. Box 710

North Hampton, New Hampshire 03862

Judith H., Mitzner

Silverglate, Gertner, Baker, Fine,
Good, and Mitzner

88 Broad Street

Boston, Massachusetts 02110

Cary W. Holmes, Esq.

Holmes and Ellis

47 Winnacunnet Road

Hampton, New Hampshire 03842

Adjudicatory File

Atomic Safety and Licensing Board
Pane! Docket

U.S. Nuclear Regulatory Commission

washington, DC  2058%




U.S. NUCLEAR REGULATORY COMMISSION
REGION 1

Docket/Report No.: 50-443/8%-2] Licerse No.: NPF-§7

Licensee: Pudlic Service Company of New Hampshire
1000 Elm Street
Manchester, N.H. 03108

Facility: Seabrook Station, Un%t No. 1, Seabrook, New Hampshire
Dates: December 1., 1989 = January S5, 1990

Cerne, Senior Resident Inspector
Qudley, Project Engineer

Trapp, Senior Reactor Engineer
Funrmeister, Resicent Inspector
Barr, Reactor Engineer

Yerokun, Reactor Engineer

Approved By: &8 C. n\-‘M,BV. 1lalge
Ebe C. McCabe, Chief, Reactor Proje=ts Section 3B " Date

Areas Inspected: Corrective Action Plan Items, a TMI Action Plan Item, an
a1legation, NRC Open ltems, and security issues.

Results: Corrective Action Plan implementation was found to be iapropriate.
NUREG 0737, Item 11.8.2 was found to be adequately addressed. The allegation

was found to be without substance. Two viclations were closed. Security com=
pensatory measures were found to be properly implemented.

Inspectors:

Cwvozx
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1.0

2.0

DETAILS

Summary

This inspection addressed issues raised in Confirmatory Action Letter
89+11. It also reviewed other issues related to readiness for safe full
power operation. The inspection included review of documentation, obser=
vation of work in=progress, observation of training, and interviews. Cor-
rective Action Plan status (Section 2), TMI Action Plan status (Section
3), allegations (Section 4), previcusly issued NRC violations (Section §),
and Site Security (Section 6) were inspected.

Confirmatory Action Letter lssues (92701)

In response to the problems associated with the June 22, 1989 Natural Cire
culation Test, NRC Region I issued Confirmatory Action Letter £9-11. Sub-
sequently, New Hampshire Yankee (NMY) developed a Correcti.e Action Plan
(CAP) addressing 55 specific points. The following paragraphs discuss NRC
inspection of items from the CAP, using thei: corresponding alpha=numeric
designations (e.g., 1.A~11).

a. CAP Item 1.B~9: Expand the MODE change checklist process to allow it
to be used to perform the pre-test checklist for major system testing
and integrated system testing.

Station Management Manual, SM 8.1, "Power Ascension Test Program,"
Form SM 8.1G, "Verification of Plant Material Condition," and Form SM
8.1d4, "Outstanding Activity List," have been adder to test prozedures
requiring "Specific Crew" training. A prerequisite for these proce=
dures will be to complete these forms, which are esxentially the same
as those for mode changes. Each manager of major supyort o:ganiza=-
tions must review outstanding items and identify those whicn may
affect test performance. Activities identified are trackod on Form
SM B.1G and must be closed prior to test,performance.

A second prerequisite for test procedures requiring "Specific Crew"

training requires the Test Director and the Shift Superintendent to

verify that no open work reguests on the systems/components identi=

fied on the System Readiness List will affect the performance or re-
sults of the test. The administrative control for the System Readi-
ness List is presently in draft form.

The inspector reviewed Startup Test procedures and verified that the
prerequisites required system readiness reviews. Test procedures,
which did not require “Specific Crew" training, were also found to
contain operability prerequisites for specific equipment required for
test performance. The inspector found the action taken by the lic~
ensee to determine readiness of plant equipment, prior to power
ascension testing, to be adequate.

This item is closed.



CAP Item 1.C-2: Revise the Startup Test Program to require a nore
comprehensive pre-test briefing prior to a test crew going on shift
to ensure that the crew understands the test criteria, expected para-
meters, and required actiong.

Station Management Manual SM 8.1, "Power Ascension Test Program,"
section 4.2.2 requires a pre-test driefing for al) oncoming test and
operations persanne! prior to the oncoming crew assuming the shift,
The briefing 1s to be conducted by the Test Director using the Pre=
test Briefing Document. The Pretest Briefing Document is required to
te written and submitted for SORC zpproval with the test procecure.
:rotest Eriefing Document Guidelines are provided in SM €.1, Figure
$.3.

The licensee has improved the training on conducting pre-tes* brief-
fngs by including pre-test briefings by the Test Directors as part of
the simulator training., The briefings are then evaluated as is the
rest of the training on the simulator.

The inspector reviewed M 8.1 with regard to pretest briefing re=
cuirements anrd observed driefings being conducted as part of simula~
tor training. The inspector concludes that the licensee has taken
auprepriate steps tc assure quality pre-test brief!ngs curing the
Power Ascension Program,

This item is ¢'osed.

CAP Item 1.C+3: Revise the Startup Test Program to require that a di=
tional preparation, fncluding simulator rehearsals when feasible, be
given to test crews assigned to perform complex tests.

See Detail 2.d w-ite=up on CAP Item 1.(C=4 below.
This item is closed.

CAP Item 1.C-4: Revise the Power Ascension Test Program to require
that test specific training be conducted witnin three months of the
conduct of the test.

Station Management Manual SM 8.1, "Power Ascension Test Program,"
section 4.4, "Training for Power Ascension Tests," describes training
require~ents for each power ascension test procedure. Licensed
Operators and Test Personnel receive one week of trdining on power
ascension test procedures. SM 8.1 specifies that this training sha’l
be conducted no mere than three months prior to test performance.
Control of personnel training qualifications and records for power
ascension tests are to be controlled fn ST-1, "Startup Program Ad-
ministration." Supylementary additional test specific training is to
be provided, prior to test conduct, to individuals performing the
more complex power ascension tests.



The inspector reviewed the administrative changes made to the Power
Ascension Test Program anc¢ found the changes enhance the training
proviced to the power ascension test personnel and to the licensed
operators. Proviging additional simulater training within three
menths of test conduct is satisfactorily controlled by the procedures
and is presently being accomplished.

This item 1s closed.

CAP ITtem 1.D-1: Review the Startup Test Program and remaining start-
vp Test Procedures and revise as appropriate to incorporate the guid=
ance in the Station Management Manual and other applicable NMY
manuals, and to ensure that the test procedure format and guidance
are consistent with current Station Operating Procedure guidance.

The licensee has updated the Startup Test Program and Startup Test
Procedures to incorporate guidance in Station Management Manual. NRC
sampling checks found the test procedure format and guidance con=
sistent with Station Operating Procedure guidance.

The format of the tast procedures reviewed was in accordance with
Station Operating Frocecdure SM 6.2, Revision 9, which provides the
stancards for preparing, reviewing and approving station operating
and special procedures.

Power Ascension Test Program (PATP) procedure SM 8.1, Revision 0,
contains guidance to ensure that test procedures are consistent with
station operat ing procecures. SM8.] requires that test procedures
for power ascension be reviewed and revised in accordance with pro=
cedure SM 6.2,

The inspector (1) concluded that the licensee guidance provided in
Procedures SM 8.1 and SM 6.2 was acceptable and (2) reviewed several
power ascension test procedures and found that they were in accord-
ance with SM 6,2,

This item is closed.

CAP Item 1.0-4: Revise the Startup Test Procedures which will be used
for power ascension and similar testing to make them part of the
Station QOperating Procedure System.

See Detai! 2.e wrive=-up on CAP Item 1.0-1 above.

This item is closed.

CAP Item 1.0-5: Establish a new Power Ascension Test organization
which that will work closely with Operations and which has clearly

defined responsibilities specifying who is responsible for all as=
pects of the Power Ascension Test Program.



The licensee has established a new Power Ascension Test Organization.
Station Procedure SM 8.1, revision 0, was issued to outline the ad-
ministration of the power Ascension Test Program. The inspector re=-
viewed SM 8.1 and found that it adequately outlines the responsibili=
ties of the personnel involved with the PATP. The procedure provides
directions on the Program's interface with operations and other de-
partments within the station. SM 8.1 explains the organizational
setup of the PATP and the responsibilities of the various groups and
members of the organization. It also outlines the proper methods of
conducting tests, reviewing test results, training personnel for test
performance, and writing test procedures. The inspector witnessed
implementation of the PATP procedure regarding personnel training.
Ongoing simulator training of test personnel was observed. This
training fnvoived the Program's management, Operations and Quality
Control departments, and PATP test directors.

This item is closed.

CAP ITtem 1.D-8: Review the Power Ascension Test Program to ensure
that the Power Ascension Test Program Manager provides frequent
briefings to the Executive Director = Nuclear Production, Station
Manager and Operations Manager on program status and upcoming evolu=
tions to ensure management involvement.

The Power Ascension lest Pr-c am ensures that the PATP Manager pro-
vides freauent briefings to trn2 Executive Director = Nuclear produce
tion, Station Manager and Operations Manager on program status and
upcoming evolutions to ensure management involvement in the power
ascension program. Related instructions are provided in PATP Proce=
dure SM 8.1, Revision 0. Section 4.1.]1 of the procedure describes
the responsibilities of the program Manager and also specifies that
the Manager will provide frequent briefings to associated personnel.
The inspector reviewed program Procedure SM 8.1 and found that it
adequately provides for keeping the licensee's upper management
abreast of program situations.

This item is closed.

CAP Item 1.0-10: Perform a safety evaluation of the Power Ascension
Test Program procedures to verify that the conduct of the tests with=
in the test parameters will not involve an unreviewed safety ques~
tion.

To further assure that testing within the test parameters during the
power Ascension Test Program will not involve an unreviewed safety
question, the licensee is having Yankee Nuclear Services Division
(YNSD) perform independent engineering reviews of al)l Power Ascension
test procedures. After performing these reviews, YNSD transmits
engineering evaluations to the Station. The purpose of the reviews
is to ensure that the procedures' test objectives wil) be achieved



and that Regulatory Guide 1.68 and the commitments of the FSAR wil)
be met. This review also evaluates the potential for unplanned trips
or ESFAS actuation. The 10 CFR 50.59 applicability determination
ceveloped by the station 1s also reviewed for concurrence or improve=
ment. YNSD then makes recommencations for improvements in the proce=
cures, if any are ceemed necessary. These YNSD comments are reviewed
and discussed at the station and incorporated into the procedures
prior to Station Operations Review Committee (SORC) approval. If a
pr:cedure has already been SORC approved, the procedure is revised
(per Procedure SM 6.2) to incorporate YNPD's comments and taken
through the SORC process again.

The inspector reviewed the engineering evaluations of ST=22 (Natura!
Circulation Test) and S$T-24 (Automatic Reactor Control). These
evaluations showed an in=gepth technical review by YNSD. This addi-
tional ang indenendent review and evaluation increases the assurance
that testing within test parameters will not involve an unreviewed
safety question.

This item is closed.

CAP Item 2.A-7: Revise the Post=Trip Review Procedure and the Event
Evaluation Procedure to reguire that the Human Performance Evaluation
System be utilized in the ultimate evaluation and resolution of un=
plannec reactor trips.

The licensee has made changes to the Post=Trip Review Procedure and
to the Event Evaluation Procedure to include Human Performance Evalu~
atien into the procedures.

The Human Performance and Evaluation System Coordinator is notified
any time there is a Reactor Trip or ESF actuation. Post=Trip Review
Procedure Step 7.4.1a requires human performance issues to be
addressod prior to authorizing restart. The Event Evaluation and
Reduction Program has been expanded to require an event evaluation
and preliminary recommendations to be made prior to restart after
trips which occur during the Power Ascension Program.

The inspector reviewed the changes made to assure human factors
fssues are addressed following reactor trips and found the action
taken to be adequate.

This item is closed.
CAP Item 2.B-1: Issue letters of reprimand to the Operations chain

of command management personnel who were present in the Control Room
during the Natural Circulation Test, the personnel who were spoken to



Dy the NRC inspectors regarding the 17% pressurizer level trip crie
terion during the test, and the onshift operators and startup engi-
neers who had the authority and responsibility to prevent the proce~
dure violation.

The inspector reviewed eight letters of reprimand which were issued.
A1l were cated July 11 or July 12, 1989. Each letter was signed by
the appropriate manager and discussed the appropriateness of the re-
primand action and the specific bases for the conclusion that the
reprimand was necessary. Also diszussed in the letters were expecta~
tions for improvement in each individual's future performance. The
inspecior interviewed licensee personnel and received confirmation
that the letters were officially placed in the individua) personnel
files.

This item is closed.

CAP Item 2.B~4: Establish management personne) policy and briefing
that focuses on the obligation to be cognizant of safety and opera=
tional limits associated with operations and test activities observed
in the Control Room.

A memorandum was issued November 10, 1989 by the Executive Director =
Nuclear Production promuigating the policy regarding performance of
New Hampshire Yankee Line Management when they visit the Control
Room. Managers in the Operations chain of command are encouraged to
spend time in the plant and the Control Room. When in the "horseshoe
area" of the Control Room, it is their responsibility to be knowl=
edgeable of safety and operational limits of evolutions in progress
in order to provide appropriate guidance and direction to the operas~
ing crew 1f required. In those ~i1ses where it 1s not possible for
them to become familiar with a s..cial evolution prior to entering
the "horseshce area," they are required to inform the Unit shift
Supervisor (L.5) or Shift Superintendent (SS) that they are there as
an observer. When outside the "horseshoe area' they are understood
to be acting as observers only, unless they inform the USS or SS
otherwise. All line managers were briefed regarding this policy when
it was implemented. This policy, which was found acceptable during
this inspection, is to be included in the next revision of the Pro-
duction Management Manual,

This item is closed.

CAP Item 2.B-5: Conduct operating philosophy and event analysis semi~
nars for production management and licensed personnel.

The inspector observed an event analysis seminar on December 15,
1989. The seminar was led by the Executive Director = Nuclear Pro=-
duction. Participants were an operating crew consisting of licensed
operators, startup personnel, and system engineers., The seminar re-
viewed two case studies of events at licensed reactors: the 1985 loss



of feeowater at Davis-Besse and the Natura) Circulation Test at Sea-
brook. The crew review of the sequence of events in both cases
pointed out problems and their probable causes. It was refterated
several times that the purpose of these case studies was to identify
problems and possible solutions, not to lay blame. The session con=
cludec with a discussion of the procedural compliance policy and
effectiveness of the training being performed, whether or not it
addressed identified problems from the June 22 event. NRC review
cunaluced that such seminars provide valid training which met NHY CAP
commitments and was acceptable,

This item 1s closed.

n. CAP Item 2.B~6: Rotate additional station operations managers through
the INPO Senior Plant Management Course.
New Hampsnire Yankee (NHY) plans to send one additional person to the
National Academy for Nuclear Training course titled Senior Nuclear
Plant Management Course to be conducted in 1990. By the same letter,
NHY requested slots de allocated for 2 more Seabrook management per=
sonnel in future courses. NRC review concluded that this planning
acceptadly fulfilled the NHY CAP commitment and was acceptatle.

This item is closed.

3.0 TMI Action Plan Requirements (2515/€5)

NUREG 0737, "Clarification of TMI Action Plan Requirements," forwarded the
post=TMI requirements which had been approved for implementation by the
Commission to operating power reactor licensees and applicants for operat-
ing licenses. During the inspection period the inspector reviewed the New
Hampshire Yankee (NHY) response to the requirements of Clarification ltem
I1.B.2, "Design Review of Plant Shielding and Environmental Qualification
of Equipment for Spaces/Systems Which May Be Used in Post Accident Opera-
tions." This item required licensees to perform a radiation and shielding
design review of the spaces around systems that may, as a result of an
accident, contain highly radioactive materials, and to provide for ade-
quate access to vital areas and protection of safety equipment during post
accident operation of these systems.

The inspector inftially discussed the matter with the NHY Health Physics
Department supervisor and was informed that the required radiation and
shielding review had been performed and was documented in the "Seabrook
Station Post-Accident Dose Engineering Manual." A copy of the manual was
provided to the inspector, and upon review, it was determined that the
manual addressed the majority of the requirements stated in Item 11.B.2.
The manual describes the post-accident radiation environment for Seabrook
Station, including accident dose rate zone maps and post-accident dose
rates and time-integrated doses for various pipe/equipment configurat ns,
Also contained in the manual are several chapters describing the methogo-
logy and bases useJ to generate these zone maps and dose tables. Through
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discussions with the Health Physics supervisor and inspection of the
“Post-Accident Dose Engineering Manual," the inspector determined that the
guidelines provided in NUREG 0737, Item 11.B.2, had been used by NHY in
their post-accicent radiation and shielding reviews. All required source
terms, vital areas, systems, and dose rate criteria were fourd to be pro-
perly addressed by the licensee. The one area required by Item II.B.2 to
be reviewed but not acdressed by the "Post-Azcident Dose Engineering
Manual" 1s radiation gualification of safety-related equipment. To ensure
that this area had been addressed, the inspector interviewed the NHY
Equipment Qualification (EQ) Program supervisor and was provided access to
the licensee EQ files and reports. Through inspection of Qualification
Evaluation Worksheets and qualification reports of equipment important to
safety, the inspector determined that the proper source terms had been
consicdered and that all required safety-related equipment had been quali=
fied per Item 11.5.2,

Through discussions with NHY personnel ana through inspection of licensee
documentation, the inspector concluded that all requirements of NUREG
9737, ltem 11.B.2, had been met by the licensee. This item is closed.

Allegation RI1-859-A-0146 on Procedure Inadequacies (71707)

The NRC Region 1 office received an allegation in the beginning of the
fnspection period concerning procedure inaccuracies at Seabrook Station.
Specifically, the alleger stated that a breakdown in the accuracy of pro-
cegures had occurred curing the transition from the use of symbols in pro=
cedures to the strict use of text. The alleger alsc stated that proce-
dures lacked complete information such as leaving procedure cross-refer=
ences blank, and specified two procedures that did so.

Inspector follow=up found that the procedure numbers provided by the alle-
ger did not exist at Seabrook. Procedure numbering at the site is dif-
ferent than that referred to by the alleger. The inspector reviewed cer=
tain procedures whose numerical designations resembled those specified by
tne alleger, but no deficiencies of the type alleged were identified.

Beginning in early 1986, operating procedures at Seabrook have been in=
spected in accordance with the NRC manual chapter governing inspection of
cperating reactors. Initial review had questioned some procedure aspects
(e.g., reference usage), but overal) procedure adequacy has not been a
concern. To address NRC concerns, NHY established a continuing Procedure
Consistency Review Program in 1986. NRC inspection of procedures, includ-
ing procedural consistency and overall quality, have since identified
acceptable corrective actions, no unresolved safety concerns, and overal)
acceptability of station procedures.

To further assess whether problems exist in this area, the inspector re=-
viewed a sampling of operating, maintenance, chemistry and radiological
control, and emergency operating procedures. The inspector identified no
problems described by the alleger. Two typographical errors with no
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safety significance were found. The procedures reviewed were adequately
written. As additfonal follow=up, the inspector discussed the matter with
the NHY Production Services Manager (who supervises the Records Management
Department), the reactor engineer who had supervised the Procedure Con=
sistency Review Program over the past three years, severa) operating crew
Shift Superintendents, and the Assistant Cperations Department Manager,
The inspector cetermined that the Operations Department was the only de=
partment on site that had a dedicated effort to convert symbols to text in
their procedures, and that neither the Procedure Consistency Review Pro=
gram, the operating crews, nor operations management had identified any
problems with the conversion process. The personne)l interviewed by the
inspector cited one typographical error that had been identified and cor-
rected by the normal, in-place procedure review process and, in additien,
explained that the "greater than" and "“less than" symbology had been re-
movecd from Emergency Operating Procedure £.0, Attachment 1, in order to
aveid any misunderstanding by the operators who use that procedure. Both
of these corrections/changes to procedures were licensee~identified and
accomplished months prior to the submission of the allegation. The in-
spector found the interviewed personne) aware of and familiar with the
guidelines and rules for procecure writing and correction as celineated in
station agministrative procecures OP=11.2, "Operat:ng Procedures Writer's
Guide," and SM=6.2, "Station Operating Procedures."

The inspector reviewed various station procedures and discussed the issues
of symboi=to=text conversion and incomplete information in station proce=
dures with licensee personnel in light of the received 2llegation. That
effort identified no deficiency described by the alleger. This allegation
was unsubstantiated.

Licensee Action on Previous NRC Open Items (92702)

a. (Closed) Violation (89-82-01), Failure to Follow Startup Test Proce-
dures. New Hampshire Yankee (NMY) undertook a number of actions to
address this violation. These actions are described in, and were
implemented as part of, the Corrective Action Plan. Actions taken in
response to this violation included shift meetings to review the pro-
cedure compliance policy, issuance of a memorandum by the NHY Presi-
dent to all Seabrook site staff re-emphasizing the requirement to
follow procedures, revising the Startup Test Program Description to
include it in the Power Ascension Test Program, and strengthening its
requirements for equipment status verification and pre-test brief=-
ings, replacement of the Startup Test Department with a Power Ascen=
sion Test Program organization that has more clearly defined and
documented interfaces with the Operations department, revising the
remaining Startup Test Procedures to include the changes implemented
in the programs and to provide additional guidance on terminating
tests and exiting test procedures, and providing crew training on
PATP test procedures in the simulator. CAL 89-11 is being separately
processed for closure and, upon completion of that action, this viola-
tion is also closed.
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(Closed) Violation (89-82-02), Inadequate Correct® Natural
Circulation Test. Actions taken by NHY to addres tion
included including the Startup Test Progras in * nsion
Test Program with strengthened requirement; fo < pre-
test brie’ings; additional guidance on terminat.. exiting
test procedures; simulator training of operating ¢ v it pro-

cedures; more clearly defined authority, responsibility, ond inters
faces for operaiions and testing personnel; r|11¢v1~2 the Vice Presi=
dent = Nuclear Production and replacing him with a.. Executive Direce
tor = Nuclear Production; requiring Event Evaluation Reports to de
complete prior to recommending restart if a reactor :=ip occurs cure
ing testing; and making the human performance evaluation svstem &
part of the post=trip review. CAL 89-11 is being :eparataly pre=
cessed for closure and, upon completion of that action, this viole=
tion is also closed.

(Open) Unresolved Item (89-07-01), Emergency Feedwater Pump Turbine
(EFWPT) Control Valve Leakage. NHY has taken the following actions
‘n orcer to resolve the problem of steam leaking through the EFwPY
control valves and causing cycling of the downstream check viives:

Engineering evaluation 89-02] has been performed to determine tée
effects of leakage past the steam supply control valves.

The steam supply contro! valves were replaced under Design Change
Request (DCR) 89=041. The replacement valves were designed and manu=
factured to the codes and standards applicable to the original
valves. The differences in style are to provide improved reliability
and reduce maintenance. The replacement valves are considered by NHY
to be better suited to operate under the anticipated system condi=-
tions.

A drain trap has been installed on each steam supply header between
the isolation valve (MS-V=393/394) and the downstream check valve
(M5-94/96) to help prevent check valve cycling (the MS=V-393/394 re-
placement valves were ordered to the lowest achievable seat leakage
criteria, but an absolutely steam tight condition 1s not expected).
Each steam trap arrangement includes a normally open maintenance
isolation valve, a flow restricting orifice, and a 'Bestobell' steam
trap.

Check valves 94 and 96 were disassembled and inspected for damage.
Valve 94 was found to be damaged and was refurbished. Valve 96 was
found to be excessively degraded and was cut out and replaced. Post-
maintenance testing is to be performed under Special Test STP-121,
"Turbine Driven Emergency Feedwater Pump Start Verification Test."

The inspector reviewed the response to the unresolved ftem, the Engi~
neering Evaluation, the DCR, and the work requests used to refurbdbish/
replace the check valves. Discussions were also held with personnel
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in the NHY Engineering organization. The inspector conducted an in-
depencent walkdown of the installed drain/trap arrangement and the
new steam supply control valves. This item remains open pending com=
pletion of the testing under STP-121,

d. (Open) Unresolved Item (85-07-02), RMR Check Valves RH-15, 29, 30,
and 3] leakage. The following corrective actions have been taken
regarcing the resolution of the RHR Check Valve lea‘age problem:

A "Request for Engineering Services" (RES) was issued and NHY con=
sulted the check valve supplier.

A1l four check valves were disassembled and refurbished. The vilve
seats were lapped and proper seating was verified using the "Blue Dye
Testing" method.

NHY reviewed pressure isolation valves in other systems connected to
the Reactor Coolant System to determine if similar seat leakage con-
ditions could be encountered.

NHY has committed to performing post-maintenance testing on these
valves by subjecting them to the same conditions under which the
leakage had originally occurred (low differential pressure). -

The inspector reviewed the Engineering Evaluation (89-025) and dis-
cussed its contents with members of the station engineering group.
The work documents used for refurbishing the leaking valves were re-
viewed to determine what work was performed, and what post=work test=
ing is appropriate. In addition to the reguired seat leakage and
In=Service tests, NHY plans to perform a leak rate test under condi-
tions duplicating those which originally resulted in the leakage
problem (low differential pressure). This item remains open pending
successful completion of post-maintenance testing.

6.0 Security (81052)

Short term compensatory measures and long=term upgrades of the plant
security barriers have been reviewed by regional security specialists in
NRC Region I Inspection Report 50-443/8%-13.

The inspector verified that the short term compensatory actions to which
NHY committed were in place and that additional compensatory actions were
planned if a full power license is issued, and had no further questions.



