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1.0 INTRODUCTION
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1.3

Purpose and Overview

The Systematic Assessment of Licensee Performance (SALP) is an inte-
grated NRC staff effort to collect the available observations on an
annual basis and evaluate licensee performance based on those observa-
tions with the objectives of improving the NRC Regulatory Program and

Licensee performance.

The assessment period is February 1, 1983 to April 30, 1984.
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R. Bellamy, Chief, Radiological Protection Branch,
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. Joyrer, Chief, Nuclear Materials and

Safeguards Branch, DETP

. Miraglia, Assistant Director for Safety

Assessment, Division of Licensing, NRR

. Lombardo, Licensing Project Manager, Operating

Reactor Branch No. 5, Division
of Licensing, Office of NRR

. Conner, Section Chief, Section 3B, Division of

Project and Resident Programs

. Cowgill, Senior Resident Inspector, Oyster

Creek Nuclear Generating Station.

Wechselberger, Resident Inspector, Oyster
Creek Nuclear Generating Station.

(1) Licensee Activities

At the beginning of the assessment period, the facility was oper-
ating at 239 MwWe with load limited by core reactivity. The reac-
tor was shutdown February 12, 1983 for the planned 1983 refueling
and maintenance outage and has remained shutdown for this outage

during the entire

During the outage,

complishment. As

individual maintenance activities have been completed.

assessment period.

75 major modifications were scheduled for ac-
of the end of the evaluation period, over 5000
Some of the

gnificant modifications and repair activities completed were:



Repair of cracks in recirculation valve discs;
Recirculation pump seal replacement;

Feedwater system valve repairs;

Reactor Protection System HFA relay replacement;

Scram discharge volume modifications;

Installation of plant computer and emergency response facility
data system;

Construction of site building for Technical Support Center;
Torus modifications and painting;

. Installation of post accident sampling system and chemistry
laboratory expansion;

Intermediate range monitor range expansion (10 ranges);
Addition of new cable spreading room; and

Turbine inspection.

The licensee inspection of the core spray sparger and vessel annu-
Tus was completed in March 1983. The reactor recirculation piping
was completed during the month of July 1983. No cracking identified
in either system.

The licensee satisfactorily completed an annual emergency plan
exercise on May 24, 1983. The exercise was observed by a Region
I inspection team.

On June 6, 1983, an unusual event was declared when a chlorine leak
occurred in the plant's chlorination system. The leak was isolated
in eleven minutes. The unusual event was terminated following the
satisfactory accountability of station personnel.

A fire occurred in the step down transformer for substation bus "A"
on November 14, 1983. This resulted in a complete loss of offsite
power. The fire brigade and local fire companies responded. The
potential transformer was replaced and the electric plant was placed
in a normal shutdown lineup.

An Intermediate Range Monitor (IRM) dry tube was discovered to be
cracked in February. Additional inspection found a total of 8 dry
tubes (7 IRM and 1 SRM) to be cracked. The facility has formulated
replacement plans to be conducted prior to restart.

Twenty=-seven crack indications have been found in the condensate
and steam lines outside the dyrwell for the two isolation conden-
sers. An inspection of the piping was conducted by the licensee
as a result of discovering a leak in a condensate line during a
system hydrostatic test. The licensee repair plans include pipe
replacement and well overlaying. These repairs will be completed
prior to plant restart.



(2) Inspection Activities

A Senior Resident Inspector was assigned to the site for the entire
assessment period. A second Resident Inspector was on site from
February 1 to September 1, 1983 and since January 1, 1984,

Two team inspections were performed during the evaluation period.
One team reviewed licensee actions in response to two consuitant
reports (BETA and RHR) and the 1982 INPO evaluation. A second team
evaluateu readiness for operations following the long refueling and
maintenance outage. This team reviewed the modification process
used to control outage work.

The total NRC Region I inspection hours (resident and region-based)
for this assessment period is 3,643 hours.



2.0 SUMMARY OF RESULTS

OYSTER CREEK NUCLEAR GENERATING STATION

FUNCTIONAL AREAS CATEGORY CATEGORY CATEGORY
1 2 3

1. Plant Operations and Outage Control X

2. Radiological Controls _ X

. Radiation Protection
Radicactive Waste Management
Transportation

Effluent Control and Monitoring

Maintenance X
Surveillance (Including Inservice
and Preoperational Testing) X
Fire Protection and Housekeeping
Emergency Preparedness
Security and Safeguards
Outage Technical Support
Licensing Activities

ATelie o B e LS o) »ow
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Overall Assessment

This assessment is based on licensee performance during an extended refueling and
modification outage. Major efforts were expanded by the licensee to upgrade plant
equipment as well as perform modifications to plant systems. During the outage,
about 75 modifications and over 5000 corrective maintenance items were performed
in addition to required testing and inspection. Many nonroutine evolutions were
performed and evaluation of these evolutions showed involvement by all site or-
ganizations including QA and QC. Overall activities were conducted in a techni-
cally competent manner.

In the area of Design Control a number of interface problems between the licensee
and contract architect engineers were identified that had the potential for final
designs to be inadequate. Additionally, constructability reviews during design
needs improvement.

Overall, the licensee is devoting considerable resources to improve performance
in all areas evaluated. Continued management attention to identifying and cor-
recting weaknesses is apparent. Management commitment to safety is evident from
commitment to training and high regard for stringent procedural adherence.



3.0 CRITERIA
Tre following performance aspects were reviewed in each area:

Management involvement in assuring quality.
Resolving technical issues from a safety viewpoint
Responsiveness tc NRC initiatives.

Enforcement history.

Reporting and analysis of reportable events.
Staffing (including management).

Training effectiveness and qualification.

To provide a consistent evaluation of licensee pe.formance, attributes relat-
ing each aspect to the characteristics of Category 1, 2, and 3 performance
were applied as discussed in NRC Manual Chapter 0516, Part II and Table 1.

The SALP Board conclusions were categorized as follows:

Category 1: Reduced NRC attention may be appropriate. Licensee management
attention and involvement are aggressive and oriented toward nuclear safety;
licensee resources are ample and effectively used such that a high level of
performance with respect to operational safety is being achieved.

Category 2: NRC attention should be maintained at normal levels. Licensee
management attention and involvement in nuclear safety ere evident; licensee
resources are adequate and reasonably effective such that satisfactory per-
formance with respect to operational safety is being achieved.

Category 3: Both NRC and licensee attention should be increased. Licensee
management attention or involvement is acceptable and considers nuclear
safety, but weaknesses are evident; licensee resources appear strained or
not effectively used such that minimally satisfactory performance with re-
spect to operational safety is being achieved.



4.0 PERFORMANCE ANALYSIS

4.1 Plant Operations and Outage Control (21%)

This assessment is based on inspection of plant operation activities by
the resident inspectors and region based inspectors. The inspectors re-
viewed compliance with technical specification requirements, training
requirements, quality assurance audits, corrective action systems,
safety review committee actions, and reporting system controls.

Management control of the outage throughout this assessment has been very
good. There was continued evidence c¢f management involvement in daily
plant activities including daily control room tours by operations and
support group managers, daily meetings involving operations, maintenance,
and engineering department representatives, and publication of planned
activities (three day periods). Observation of shift turnovers indicated
that even during periods of relatively low operational activity shift
turnovers were thorough, comprehensive and professional. Additionally,
site quality assurance reviewed all ongoing activities in the operations
areas,

The Ticensee has well established policies governing plant operations.
These policies were widely distributed and generally well understood by
plant operators and supervisors. Managements approach to activities was
generally conservative and strongly safety oriented.

Control of outage activities was enhanced by the issuance of a daily
plan of activities and close coordination of the various departments
activities by a daily outage meeting. Senior management involvement was
evident in this process through the approval of all daily activity plans.
Although overall control of activities was acceptable there were signi-
ficant interface problems early in the outage including, in some cases,
inadequate job planning. Coordination improved as the outage progressed
but interfacing between departments continued to be one of the most
significant outage problems. However, no resultant safety problems were
identified.

Many operational activities conducted during the assessment period were
in support of major outage activities. In most cases, these activities
were nonroutine and were governed by special procedures written speci-
fically for that activity. Examples include reactor vessel draining and
refilling, and refueling the reactor vessel with the suppressicn pool
empty. The procedures were conservative, had received thorough manage-
ment review and required the performance of periodic management checks
at critical stages. The licensee performed a formal refueling certifi-
cation prior to start of reactor vessel refueling. The inspector's re-
view of this certification showed it to be comprehensive and properly
reviewed by the licensee.



Control of refueling activities has been good. Core off load was ob-
served by the NRC and procedures were judged to be comprehensive and
conservative. The inspector observed good supervisory control. Obser-
vations of new fuel inspections showed that persons performing the in-
spections were thorough, knowledgeable and conservative. One problem
associated with fuel movement occurred when a fuel bundle was dropped

a few feet to the bottom of the fuel storage pool rack. Licensee cor-
rective actions included placing a camera on the fueling grapple to in-
sure proper latching of the bundles. The inspection of fuel loading
activities showed that personnel were well trained and properly super-
vised.

The licensee's response tc abnormal conditions has been excellent. Early
in the assessment period a chlorine leak resulted in declaration of an
unusual event. Operator and station managcment response was prompt and
thorough. In November, during a loss of offsite power, the licensee's
response demonstrated their safety orientation and senior management
involvement in site problems.

The Plant Operations Review Committee has been effective in reviewing
safety issues. ODuring the previous assessment period, a large backlog
of items needing review was identified. The licensee augmented the re-
view committee and conducted daily reviews until the backlog was reduced.
Recent changes to the technizal specifications have changed the review
process and should help reduce future problems in this area. An addi-
tional technical specification change, involving the requirement to re-
view temporary procedure changes within 14 days will require continued
licensee attention since significantly more time than this has been re-
quired in some cases.

Licensee procedural cortrol is acceptable. Inspector reviews showed that
procedures are generally technically adequate and are capable of being
performed as written. Some inadequacies have been identified by both
licensee and NRC inspections involving missing valves in system valve
checkoff lists. The missing valves were principally vent and drain
valves. The licensee had, prior to NRC identificaticn of the above
problem, initiated a complete review of plant systems to verify accu-
racy of system components and drawings. This program includes verifying
as built conditions for both mechanical and electrical systems and then
correcting system checkoff lists. The program is scheduled to be com-
pleted by February 1985. One problem remains with regard to central
control and accountability of temporary changes to procedures. Current
procedures require that a log of temporary changes that are also to be
made a permanent change be maintained in the control room. The inspec-
tor found no method of assuring that such temporary changes are main-
tained in a central location. Management attention to solve this prob-
lem was requested at the exit meeting.

Site Engineering support was well organized and adequately staffed.
Engineering requests, from other groups were prioritized and tracked.



The inspector found that engineering evaluations were thorough and in
most cases timely. Corporate plant engineering interfaces appear ade-
quate but still reauire more coordination. The technical content of
Licensee Event Reports (LER) continues to be excellent with good narra-
tive descriptions, documentation of cause descriptions, and root cause
determinitions. Corrective actions are considered appropriate and well
described. Timeliness of LER's continues to be a problem. A number of
LERs have been submitted late and in some cases, extended periods of time
pass before the decision is made that an event is reportable. Manage-
ment attention to improve timeliness is necessary.

Site training programs for general employee access, operator training
and engineering personnel were well established programs. The licensee
expended considerable effort to upgrade all of the above programs. In
particular site engineering personnel received significant system train-
ing. Also, operator requalification training has been upgraded as a
result of the poor results achieved on the most recent licensee annual
requalification examination.

Operator training for initial NRC licensee examinations has improved
with 13 of 15 candidates for RO or SRC licenses passing during the re-
porting period. NRC examiners have been especially impressed with some
SRO candidate performances on oral examinations. These examples demon-
strate strong management support and attention to training and qualifi=
cation.

Summary

Ouring this assessment period, continued improvement has been observed
in management control and review of operations function and site train-
ing activities. Substantial improvement has been noted in the chemistry
area. Control of temporary changes and timeliness of event reporting
continues to be a problem.

Conclusion
Category 1

Board Recommendations

Oue to the length of the current outage, the Board recommends augment
inspection coverage during plant startup. Maintain 16 hour coverage for
about 4 weeks after startup. Return to normal coverage after that time.



4.2 Radiological Controls (9%)

There were seven routine inspections by radiation protection specialists
during the assessment period. The Resident Inspectors on a continuing
basis reviewed selected program areas. Two severity V violations were
identified; one in effluent monitoring and one involving transportation.
A continuing trend of improvement in the overall radiation safety pro-
gram was noted this period. Significant improvements have been noted

in plant chemistry.

4.2.1 Radiation Protection

The licensees performance during the refueling outage has been
commendable. For instances, the use of a specially designed
containments to enclose contaminated components on the refuel~-
ing floor greatly improved contamination control allowing ac-
cess into this area in street clothes. A training program has
been developed for workers who install these containments as
well as for personnel who work inside the enclosures. Similar
uses of containments during routine operation has allowed a
gradual reduction of the square footage of contaminated area
in the plant.

A1l managers within the Radiological Controls (RC) Department
are permanent GPUN employees. Contractor perscanel are used
for a limited number of technician and technician supervisor
positions. Job descriptions and delineation of responsibili-
ties is clear. The organization has been stable with minimal
turnover and no reorganization. Within the RC Department the
responsiveness to NRC initiatives has been prompt and thorough.

The Operational Health Physics technicians play a key role in
the control of work during the outage. Their excellent per-
formance is the result of extensive training and qualification
provided on the site. Each technician must complete a pro-
gram that is similar to a licensed position, i.e., classroom
instruction, practical factors, written exams, oral exams and
experience prerequisites.

Radiological engineering reviews all "unusual incidents" (In-
ternal report of events involving radiological controls). Each
incident report resolution receives senior level management
concurrence. Enforcement of radiological controls is strict
and violations usually result in strong disciplinary action.

The inspectors found that the training of Support Technicians,
those who perform whole body counts, issue dosimetry, and test
respirator users, was not formalized. The licensee has subse-
quently developed a program and standardized it throughout the
GPUN system.



4.2.2

4.2.3

4.2.4
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Several minor problems were noted with radiation protection
procedures. These findings were considered to be isolated and
not indicative of a programmatic problems.

Radioactive Waste Management

Examination of the licensee's plans for implementation of land
disposal of radicactive waste regulations indicated that the
licensee has a clear understanding of the requirements of the
new regulatory requirements (10 CFR 61). The licensees im-
plementation was timely and technically sound.

Transportation

The licensee has implemented a strong radiocactive transport
management organization. Procedures clearly define responsi-
bilities and authorities of the Manager-Radwaste Operations
and the Radwaste Shipping Supervisor. In addition, the re-
sponsibilities of other support groups are specified.

One transportation violation was identified involving failure
to verify that the drain line and access plugs of a shipping
cask were appropriately plugged and sealed prior to transport.
The licensee immediately obtained confirmation that the pack=
age drain line and access plugs had been in compliance and
implemented corrective actions to assure that future shipments
would be in compliance. This violation was not considered
indicative of programmatic defects.

A defined program of comprehensive training to key personnel
involved in the transfer, packaging and transport of radioac-
tive material is implemented as required. The review of the
program indicates that the licensee is implementing a gener-
ally adequate and effective Radicactive Transportation Program.

Effluent Monitoring and Controls

Compared to the last assessment, the radio chemistry program
has significantly improved. A new chemistry manager has been
onsite for the entire evaluation period. Several additional
persons have been added to the chemistry staff that have sig-
nificant experience in radio chemistry. During this period,
the licensee has revised all procedures and added internal
laboratory QC controis. Significant improvements have been
made in chemistry ctraining and qualification. The licensee
is constructing a new chemistry laboratory that should be in
operation by October 1, 1984. On a quarterly basis, chemis-
try management now internally audits its own program in addi-
tion to the normal Quality Assurance division audits.
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On two occasions, required sampling was not performed due to
the controlling procedure failing to identify all Technical
Specification required analyses. This was judged to be an
isolated instance in an otherwise excellent program. There were
five Licensee Event Reports (LER) concerning failure of the
Standby Gas Treatment System (SGTS). Two failures were the
result of design deficiency, one involved broken equipment,
one involved improper post-maintenance testing and one failure
involved a trip of one train of the SGTS sample pump while the
other train was inoperable. Increased attention should be
given to the overall integrity of the SGTS.

An LER was issued to report a January 1983 malfunction of a
Chemical Waste Storage Tank level instrumentation which caused
an unmonitored release of radioactive water outside the New
Radwaste Building. The corrective actions, including periodic
testing, seem adequate to prevent recurrence.

An overall improvement in the management of the radwaste area
including chemistry was observed. New personnel have been
hired to fill vacancies. There is adequate staff with clearly
delineated responsibilities. Necessary data was available for
evaluation of the program. Corrective actions, where necessary,
were timely and acceptable. This was also observed in the
transportation area during the November inspection. The lic-
ensee is attempting to improve the program and correct defi-
ciencies.

Conclusion
Category 1

Board Recommendations

Following restart from the current refueling outage, return
to routine inspection.
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4.3 Maintenance (9%)

Inspection of maintenance activities during the outage consists of re-
views by the residents primarily of inspection, overhaul and general
improvement of the plant. Two specialist inspections reviewed mainten-
ance activities when the refueling outage was just beginning. In addi-
tion, this area was reviewed during a team inspection late in the evalu-
ation period.

Maintenance at Oyster Creek is performed by the Maintenance and Con-
struction (M&C) Division which reports to a vice president at the cor-
porate office. A1l maintenance personnel report to that division. Main-
tenance is requested by the Plant Division and reviewed for necessity
and consistency by the Plant Materiel department. This provides plant
operations oriented review, approval, and control of maintenance acti-
vities and schedules. The organizational structure with its many inter-
faces requires close coordination between plant operations, plant engi-
neering and maintenance and construction. While some improvements have
been made to improve communications at the organizational interfaces,
continual improvement in this area is necessary.

Administrative controls over maintenance were well established and con-
tain provisions for prioritization depending on the activities complex-
ity and urgency. Priorities were initially assigned by the initiator but
were reviewed by both Plant Operations and Plant Materiel management.
This assures proper prioritization and planning. In addition, the lic-
ensee established a procedure for performance and control of urgent work
identified during off-normal hours. Daily meetings were conducted during
the current refueling outage with both maintenance and representatives
from all site organizations to coordinate activities. These meetings
appear to be beneficial .in keeping management appraised of on-going
work. Procurement of safety related equipment was well controlled and
documented. One minor violation regarding chemistry resins was identi-
fied but is not considered indicative of a program breakdown. Although
procurement is acceptable, no current component level quality classifi-
cation list exists. A licensee group has been formed to resolve this
problem. Continued management attention in this area was evident by the
numerous levels of review by both plant engineering and quality assur=
ance.

Preventive maintenance (PM) is controlled by a separate group within
Plant Materiel Department. Administrative controls are well defined
and provide acceptable controls for the conduct of the program. The
program is scheduled on both a yearly and weekly basis. NRC review
identified that the schedules are comprehensive, reviewed frequently,
and accurately reflect the status of the PM program. Checklists were
technically accurate and periodically updated to reflect new informa-
tion. PM tasks were performed by a dedicated group of technicians ro-
tated periodically detailed from the M&C Department. One area associ-
ated with preventive maintenance requires some increased attention.
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When performing preventive maintenance work when engineering evaluation
was required, plant engineering work requests were initiated to obtain
that information. NRC observations indicate that once the information
was requested, there was little followup by plant materiel to ensure
timely response. This needs continued management attention.

There was evidence of routine involvement by QA in maintenance activities
through post maintenance quality reviews, quality control hold and wit-
ness peints of work in progress, quality assurance department observa-
tions of various maintenance activities.

The Plant Materiel Department reviews all completed maintenance work
packages and has begun a trend analysis program. An initial review was
performed by electrical maintenance. Their review was thorough and had
substantive recommendations for improvements. NRC review indicates that
recommendations had been appropriately acted upon. This was positive
evidence of licensees aggressive approach to solving problems. Further
improvements will be made when the review process is expanded to mechan-
ical systems. Increasing seniur management involvement in the recom-
mended corrective actions is expected.

Five LER's, associated with electrical breaker maintenance problems,
appear to be a relatively high number for this function. .This data in-
dicates the need for additional licensee attention in this area. An-
other LER involved identification of problems with torque switch sett-
ings on limitorque valves. This problem, identified by licensee per-
sonnel, was based on information received at a maintenance conference.
Identification of this problem demonstrates sound technical analysis

and aggressive corrective actio.. Additionally, the licensee has in-
formed other utilities of this potentially generic nature of the problem
prior to issuance of NRC documents.

Conclusion
Category 2

Board Recommendations

None.
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4.4 Surveillance (15%)

This assessment is based on inspections of the surveillance program by
the resident inspectors and by region based inspectors (four inspections
of ISI activities).

The licensee controls the routine surveillance test program through is-
suance of annual master surveillance test schedules. They have admini-
strative controls in place to medify surveillance tests as required by
plant conditions and changes to Technical Specifications. Management
involvement in review of both test schedules and test results is evident.
During this evaluation period, one problem was identified regarding ac-
ceptance criteria for a fire pump. Licensee management used this oppor-
tunity to review all surveillance tests to ensure technical adequacy and
compliance with Technical Specifications. The inspector found surveil-
lance procedures technically adequate, tests conducted on time and re-
sults receive proper reviews. The plant engineering staff, resporsible
for maintaining status of complete surveillances, fell behind in record
keeping. This was corrected by reassigning reviews and increasing
senior management review. Additionally, the licensee foresees signifi-
cant improvements when the plan to computerize the surveillance test
program is completed.

Successful accomplishment of the leak rate testing program had been a
problem in the previous assessment. Inspector review during this period
indicates significant improvement. Observations indicate that test
procedures have been reviewed and upgraded and the personnel performing
tests were knowledgeable of test requirements. Review of the completed
test results was performed timely and thoroughly.

Management oversight of the Inservice Inspection and Inservice Test pro-
grams appears strong. Aaministrative controls were found to be well
developed including scheduling of activities and assigning proper au-
thority and responsibility for program accomplishments. Appropriate
feedback mechanisms were in in place to monitor program performance.
Appropriate QA interfaces were evident and technician training was good.

During this outage, significant inservice testing and inspection has
been conducted as discussed further in Section 4.8.

Conclusion
Category 1

Board Recommendation

None.
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4.5 Fire Protection and Housekeeping (2.5%)

The assessment of performance in the fire protection and housekeeping
areas are based on inspections by the resident inspectors.

Site fire protection activities are supervised by a full-time assigned
individual with responsibility for overall program accomplishment. A
dedicated staff is assigned to conduct preventive maintenance and sur-
veillance testing of fire fighting equipment to ensure centralized con-
trol of these activities.

The licensee has established a comprehensive fire protection training
program. A review of this program identified implementation problems re-
garding lecture attendance and timely makeup of missed lectures by the
fire brigade members. Licensee corrective action for this problem in-
cluded requiring all brigade personnel to attend scheduled or makeup
lectures and to take examinations to ensure that training was adequate.

There has been considerable effort by both NRC and the licensee to at-
tempt to resolve issues involved with fire protection regulations (10
CFR 50, Appendix R). Currently, the licensee has requested 19 technical
exemptions and 13 schedular exemptions to these requirements. These
requests are presently under review by NRR.

The licensee has continued to exert significant management attention to
housekeeping during this assessment period with the plant in a major
refueling and modification outage. Routine tours are made by senior
station management to identify and correct housekeeping problems. When
conditions became degraded, management has taken aggressive action to
improve housekeeping including one occasion when all outage related work
was stopped for three days to perform plant cleanup. Although continued
emphasis is placed on housekeeping, general worker attitude in this area
remains somewhat low.

Radiological housekeeping was viewed to be adequate considering the ac-
tivity in the plant. Continued attention to contamination control is
evidenced by the efforts to decontaminate areas as soon as practicable
after completion of activities causing the area contamination. There
remains certain contaminated and high radiation areas that require cor-
tinued attention.

Conclusion
Category 2

Board Recommendations

None.
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6 Emergency Preparedness (18%)

Analysis in this area is based on observation of the Annual Exercise by
e NRC team, three followup inspections by region based inspectors, and
odgervations of plant training exercises by the resident inspectors.

During the annual exercise on May 10, 1963, the lic2nsee .emonstrated
adequade capability to perform a complicated simulated plant emergency.
Although\NRC observation of this exercise identified that a substantial
improveme™ was made over the 1982 exercise, a number of deficiencies
(most of which were also identified by the licensee) were noted in oper=-
ational assesyment, training, scenario preparation, information flow,
dose assessmen®, and radiation protection evaluation. Continued senior
level management\attention to emergency planning is evident in that a
full time manager\js assigned at the site with sufficient staff support.
Licensee maintains % three section emergency response rotation and con-
ducts periodic shift\ynd site drilis to maintain personnel proficiency
between annual exercishs. During this evaluation period, specific
training was conducted ™Qr senior level managers in accident assessment.

The emergency plan and procgdures continue to be adeguate. Licensee
has put forth a large effortMo revised emergency procedures to stream-
line them. One example is a pXoposed shift of classification of emer-
gency to symptom based approach{o conform with emergency operating
procedures used by Operations DepWrtment personnel.

A number of items remain open (princN\pally associated with Post Accident
Sampling Systems) from the emergency agpraisal conducted in January,
1982. Licensee progress towards correcdjon of the remaining items is
satisfactory. During this assessment, thw licensee committed to com=-
plete the post-accident sampling system pr™Nr to October of 1984. Ad-
ditionally, a new Technical Support Center % being constructed and )
be available abuut September 1, 1984,

The improved performance noted in 1983 over the IQ82 drill was not con-
tinued in the licensee's performance of the May 10\ 1984 exercise. Al-
though outside this assessment period, deficiencies \n communication,
EOF environmental data coordination and presentation, \and licensee/ex-
ternal agency interfaces were noted.
Conclusion

Category 2

Board Recommendation

None.
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4.6 Emergency Preparedness (18%)

Analysis in this area is based on observation of the Annual Exercise
by the NRC team, three follow-up inspections by region-based inspec-
tors, and observations of plant training exercised by the resident
inspectors.

During the annual exercise on May 24, 1983, the licensee demonstrated
adequate capability to perform a complicated simulated plant emergency.
Although NRC observation of this exercise identified that a substantial
improvement was made over the 1982 exercise, a number of deficiencies
(most of which were also identified by the licensee) were noted in
opgrational assessment, training, scenario preparation, information
flow, dose assessment, and radiation protection evaluation. Continued
senior level management attention to emergency planning is evident in
that a fulltime manager is assigned at the site with sufficient staff
support. Licensee maintains a three section emergency response rota-
tion and conducts periodic shift and site drills to maintain personnel
proficiency between annual exercises. During this evaluation period,
specific training was conducted for senior level managers in accident
assessment.

The emergency plan and procedures continue to be adequate. Licensee
has put forth a large effort to revise emergency procedures to stream-
line them. One example is a proposed shift of classification of emer-
gency-to-sympton based approach to conform with emergency operating
procedures used by Operations Department personnel.

A number of items remain open (principally associated with Post-Acci-
dent Sampling Systems) from the emergency appraisal conducted in
January 1982. Licensee prooress towards correction of the remaining
items is satisfactory. During this assessment, the licensee committed
to complete the post-accident sampling system prior to October of 1984.
Additionally, a new Technical Support Center is being constructed and
will be available about September 1, 1984.

The licensee's emergency preparedness staff has expended considerable
effort in improving emergency response capabilities. The licensee
utilizes team rotation during conduct of drills and exercises to
properly train team members. The 1984 exercise, although outside the
assessment period, did not reflect the expected improvement over
previous exercises as a result of the efforts expended. Some deficien-
cies in communication, EOF environmental data co-ordination and
presentation, and licensee/external agency interfaces were noted.

conclusion
Category 2
Board Recommendation

None.




8 Qutage Technical Support (24%)

Assessment in this area is based on region based and resident inspector
view of outage work and a team inspection of the licensee's modifica-
tiQn process, performed at the end of the assessment period.

Durilg this outage, significant inservice testing and inspection has been
conduchded. Licensee management attention in this program was evident

as demongtrated by corporate requalification of all contract personnel
used to peyform testing and use of licensee personnel to supervise and
perform fingl reviews of test data. The overall performance of inservice
testing was Sgtisfactory.

The licensee per{ormed NDE testing on recirculation system piping for
intergranular strdsc corrosion cracking. During Region I review of this
testing, a number O€ problems with licensee's plotting and evaluation

of test data was fou Additionally, the testing was not adequate to
determine whether any Yracaing was present. After conversations and
meetings between NRC and\ Senior Management, the licensee performed ad-
ditional data evaluation Wpd testing. No crack indications were iden=
tified during these activites. Late in the period, similar NUE testing
on isolation condenser pipiny was performed. NRC review of test results
identified substantial improvewent in data reduction and evaluation.

Major modifications were made durNng the outage to upgrade plant design
and meet new regulatory requiremen Several modifications such as
complete replacement of all control oom alarm panels were installed to
aid operator performance. NRC reviewgf licensee control of the modi~-
fication process has shown a conservati approach to the resolution of
technical issues. Administrative controMg associated with modification,

construction, testing, and plant staff acchptance are good.

The licensee's system for implementation of p\anned modifications is
adequate. Modifications installation is performed under the control of
Maintenance and Construction Division (M&C). Sidoificant nortions of
the work is then performed by contract organizations. Appropriate QC
hold and witness points are inserted in installatiom procedures and
quality assurance observation of activities in progress are routinely
observed. Inspector observations did, however, identi problems asso-
ciated with construction in the areas of procedure changh control, weld-
ing, and hanger installation associated with Appendix ) amg Scram Dis-
charge Volume Modifications. Licensee resolution of these Boncerns is
not complete at the end of this ascessment period.

Although general control of the modification process has heen ackeptable,
a number of problems associated with design control of modificati
been observed. The licensee's Technical Functions Division has not
ways advi.ed contractor architect engineers of changes to propose mo
fications being designed by the contractor. This led to some inadequa
review of design changes. In some cases changes were made to contracto
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4.7 Security and Safeguards (1.5%)

One regional physical protection inspection and routine resident inspec~
tions during the first half of the assessment period identified a total
of six physical security violations (including one Severity Level III
violation for which a civil penalty was assessed). The violations and
other deviations reflected a lack of adequate manazgement attention to
implementationm of security program requirements and first line supervi-
sory performance. The need for increased management attention to pre-
paration for th2 major modification and refueling outage work coupled
with a marginal audit/surveillance program in the physical security area
may have contributed to the program's degradation. An enforcement con-
ference was held in April 1983 to discuss the problem. The licensee's
corrective action, which included a reorganizatior of onsite and cor-
porate security management to effect more direct management involvement
in the program and an improved quality assurance auditing program in the
security area, was prompt and appears to have been effective. Subseguent
routine resident inspactions and 1 regional physical security inspection
identified no viclations during the second half of the assessment period.
However, a deviation from the licensee's commitment to correct one of
the previous violations by July 1983 wa~ cited in August 1983. The cor-
rective action was completed later that month.

The training and qualification program resulted in a satisfactory leve)
of job knowledge and adherence to procedures in most cases. It is well
defined and carried out by dedicated personnei. The security force
staffing level was adequate thrcughout the period, especially consider=
ing the increase in the normal work force as a result of the outage.

The position of Site Security Supervisor, which had been filled in about
January 1983, was left vacant in July 1983 by the death of the incum-
bent. The position was again filled in September, 1983 by a very qual-
ified and experienced individual. This is indicative of the licensee's
resolve to improve their performance in this area.

Analyses and reporting of events are complete and prompt as are correc=
tive actions. Seven event reports were submitted during the assessment
period.

Conclusioun

Category 2

Board Recommendations

None.



8 Qutage Technical Support (24%)

Assessment in this area is based on region based and resident inspector
view of outage work and a team insnection of the licensee's modifica-
tIQn process, performed at the end of the assessment period.

this outage, significant inservice testing and inspection has been
conducded. Licensee management attention in this program was evident

as demorngtrated by corporate requalification of all contract personnel
used to p&rform testing and use of licensee personnel to supervise and
perform fink]l reviews of test data. The overall performance of inservice
testing was dgtisfactory.

The Ticensee perormed NDE testing on recirculation system piping for
intergranular strdss corrosion cracking. During Region I review of this
testing, a number problems with licensee's plotting and evaluation

of test data was fou Additionally, the testing was not adequate to
determine whether any Xracking was present. After conversations and
meetings between NRC and\ Senior Management, the licensee performed ad-
ditional data evaluation Wpd testing. No crack indications were iden-
tified during these activi®Nes. Late in the period, similar NDE testing
on isolation condenser pipiny was performed. NRC review of test results
identified substantial improveéwent in data reduction and evaluation.

Major modifications were made durNng the outage to upgrade plant design
and meet new regulatory requiremen Several modifications such as
complete replacement of all control Xoom alarm panels were installed to
aid operator parformance. NRC reviewNof licensee control of the modi-
fication process has shown a conservatike approach to the resolution of
technical issues. Administrative controMs associated with modification,

construction, testing, and plant staff acchptance are good.

The licensee's system for implementation of ph\anned modifications is
adequate. Modifications instal ation is performed under the control of
Maintenance and Construction Division (M&C). Sidoificant portions of
the work is then performed by contract organizations. Appropriate QC
hold and witness points are inserted in installatiom procedures and
quality assurance observation of activities in progre\s are routinely
observed. Inspector observations did, however, identi problems asso-
ciated with construction in the areas of procedure chang¥ control, weld-
ing, and hanger installation associated with Appendix J amg Scram Dis=
charge Volume Modifications. Licensee resolution of these Noncerns is
not complete at the end of this assessment period.

Although general control of the modification process has been ackeptable,
a number of problems associated with design control of modificatidgs has
been observed. The licensee's Technical Functions Division has not
ways advised contractor architect engineers of changes tc propose mo
fications being designed by the contractor. This led to some inadequa
review of design changes. In some cases changes were made to contracto
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4.8 Outage Technical Support (24%)

Assessment in this area is based on region-based and resident inspector
review of outage work and a team inspection of the licensee's modifica-
tion process, performed at the end of the assessment period.

During this outage, significant in-service testing and inspection has
been conducted. Licensee management attention in this program was
evident, as demonstrated by corporate requalification of all contract
personnel used to perform testing and use of licensee personnel to
supervise and perform final reviews of test data. The overall perform-
ance of in-service testing was satisfactory.

The licensee performed NDE testing on recirculation system piping for
intergranular stress corrosion cracking. During Region I review of

this testing, a number of problems with licensee's plotting and evaluation
of test data was found. Additionally, the testing did not conclusively
show that no cracking was present. After conversations and meetings
between NRC and senior management, the licensee performed additional

data evaluation and testing. No crack indications were identified

during these activities. Late in the period, similar NDE testing on
isolation condenser piping was performed. NRC review of test results
identified substantial improvemert in data reduction and evaluation.

Major modifications were made during the outage to upgrade plant
design and meet new regulatory requirements. Several modifications,
such as complete replacement of all control room alarm panels, were
installed to aid operator performance. NRC review of licensee control
of the modification process has shown a conservative approach to the
resolution of technical issues. Administrative controls associated
with modification, construction, testing, and plant staff acceptance
are good.

The licensee's system for implementation of planned modifications is
adequate. Modifications installation is performed under the control
of Maintenance and Construction Division (M&C). Significant portions
of the work is then performed by contract organizations. Appropriate
QC hold and witness points are inserted in installation procedures and
quality assurance observation of activities in prougress are routinely
observed. Inspector observations did, however, identify problems
associated with construction in the areas of procedure change control,
welding, and hanger installation associated with Appendix J and Scram
Discharge Volume Modifications. Licensee resolution of these concerns
is not complete at the end of this assessment period.

Although general control of the modification process has been accept-
able, a number of problems associated with design control of modifica-
tions has been observed. The licensee's Technical Functions Division
has not always advised contractor architect engineers of changes to
proposed modifications being designed by the " ~tractor. This led to
some inadequate review of design changes. In some cases, changes
were made to contractor design packages without review by the original



sign packages without review by the original designer. The licensee
jated a review by corporate QA, at NRC request, to determine if out-
ifications meet design criteria. The results of this review will
ted by NRC Region I in the near future. Additionally, during
several modifications required a significant number of
Examples included Appendix J modifications and the scram
modifications. In one cases, a task force was formed
associated problems with installation. These prob-
re the result of poor constructability reviews by
ditionally, the licensee did not have a limit
anges that could be made prior to revising the
Tthough no installation errors have been
tential for installation errors exists.

3

installat
design chan
discharge vol
to review and so
lems, 1n many cases
Technical Functions.
on the number of design
original design document.
identified as a result, the

Conclusion
Category 2

Board Recommendations

The licensee should be requested to address the~jnterface problems that
exist between the licensee and contract engineers performing design work.
“nspecticn of followup corrective actions should be
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designer. The licensee initiated a review by corporate QA, at NRC
request, to determine if outage modifications meet design criteria.
The results of this review will be evaluated by NRC NRegion I in the
near future. Additionally, during installation, several modifications
required a significant number of design changes. Examples included
Appendix J modifications and the scram discharge volume modifications.
In one case, a task force was formed to review and solve associated
problems with installation. These problems, in many cases, were the
result of poor constructability reviews by Technical Functions. Addi-
tionally, the licensee did not have a 1imit on the number of design
changes that could be made prior to revising the original design docu-
ment. Although no installation errors have been identified as 2
result, the potential for installation errors exists.

Conclusion

Category 2

Board Recommedations

The licensee should be requested to address the interface problems
that exist between the licensee and contract engineers performing
design work. Inspection of follow-up corrective actions should be
planned.



Licensing

Evaluation in this area is based on review of the licensee's activities
in the area of methodology and Cycle 10 reload, Radiological Effluent
Technical Specifications (RETS), Core Spray Effect.veness, NUREG-0737
responses, Systematic Evaluation Program (SEP), fire protection review,
valve operability, and equipment qualification.

The licensee's performance and management capabilities were generally
adequate. The licensee and his contractors have demonstrated good work-
ing knowledge of reguiatory requirements and excellent levels of tech-
nical competence. Management attention and involvement with specific
matters of safety is evident, licensee resources are adequate although
staffing in various areas should be improved, and satisfactory perfor-
mance with respect to operational safety is being achieved.

While the licensee provides generally sound and acceptable resolution

to the licensing issues, frequent extensions of time are required. Con-
siderable NRC effort and repeated submittals are needed to adeguately
cover the material to be reviewed. The timeliness of responses was poor
with two or three month time delay in responses being the norm. These
problems were especially noted in submittals for SEP, RETS, NUREG-0737,
TS, and fire protection topics.

Conclusion
Category 2

Board Recommendations

The licensee should be requested to address the adequacy of the corporate
engineering support provided to the plant in regards to the content and
timeliness of licensing submittals. An adverse trend has been noted,
particularly in the areas of SEP and fire protection topics.
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5.0 SUPPORTING DATA AND SUMMARIES

5.1 Licensee Event Reports

Tabular Listing Licensee Event Reports
Type of Events:

Personnel Error
Design/Man./Const./I tall.
External Cause

Defective Procedure
Component Failure

Other

XMOOm>
'wmwowm

TOTAL 27

Licensee Event Reports Reviewed: 83-01 through 83-26 and 84-01, 02 and
05 excluding Security Event Reports.

Causal Analysis:
Four sets of common mode events were identified:

a. LER's 83-7, 83-15, 83-25, and 83-26 identified events in which
incorrect or inadequate procedures contributed to the event.

b. LER's £3-10, 83-12, and 83-14 involved design deficiencies. Two
LER's identified deficiencies with the standby gas treatment sys-
tem.

¢. LER's 83-4, 83-8, 83-15, 83-20 and 84-2 {~volved electrical breaker
maintenance problems.

d. LER's 83-6, 83-7, 83-10, 83-11, and 83-14 pertained to the standby
gas treatment system. These can be further classified as follows;
2 LER's involved design deficiencies and 2 LER's involved sensing
line failures. The relatively large number of probiems identified
in standby gas treatment may indicate the need for a complete sys-
tem review.

5.2 Investigation Activities:

None.

5.3 Escalated Enforcement Actions:

a. Civil Penalties - (83-07) $40,000: for violations of the physical
security plan.

b. Orders: None.
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¢. Confirmatory Action Letters: None

5.4 Management Conferences:

Enforcement meeting - 4/18/83: regarding physical security plan
violations.

SALP meeting (5/12/83): meeting to discuss Cyclc 2 SALP performance.
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TA3LE 1
TABULAR LISTING OF LERs BY FUNCTIONAL AREA

OYSTER CREEK NUCLEAR GENERATING STATION

%§§St Operation ard Outage Control ZXUMBEﬁéCAUSE COQ%E
Radiological Controls 10
Maintenance 2A 1B 13X
Surveillance 3B 10 2E 4X

Fire Protection

Emergency Preparedness

Security and Safeguards

Outage Technical Support 1A 1B

Licensing Activities

Other 18 1€
Total

Cause Codes: A - Personnel Error

TOTAL

10

I\

27

B - Design, Manufacturing, Construction or Installation Error

D - Defective Procedures
E - Component Failure

i
{ C - External Cause
i X = Other



LER_NUMBER
83-03/03L

83-04/03L
83-05/03L

83-06/03L
83-07/03L
83-07/03x~-1
83-08/03L
83-09/017

83-10/01T

83-11/03L
83-12/01T

83-13/017
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TABLE 2
LER SUMMARY
OYSTER CREEK
FEBRUARY 1, 1983 to APRIL 30, 1984
SUMMARY DESCRIPTION

Ouring the performance of maintenance on two "A" control rod
drive pump, a vent line was broken. This resulted in the wet~-
down of a core spray pump and the inadvertent tripping of the
"B" control rod drive pump. The "B" pump was immediately
restarted.

Control rod drive pump circuit breaker failure to operate.

Three high drywell pressure switches tripped at a value
greater than specified.

Low flow switch for standby gas treatment system fan failed
preventing system valves from closing.

Standby gas system declared inoperable due to plugging of
HEPA filter. Identified during surveillance testing.

Subsequent evaluation of LER 83-07/03L revealed an improperly
installed pitot tube on flow sensing line.

Core spray booster pump was found to be inoperable due to
installation of an incorrect undervoltage trip cofl.

Main steam isolation valves A and B failed to meet loca!l
leak rate test acceptance criteria.

Discovery of a design deficiency in the standby gas treatment
system which prevented inlet and outlet valves from closing .
when the fan breaker is racked out.

Standby gas treatment system flow switch failed due to a
damaged sensing line.

Violation of secondary containment due to trunnion room door
being open identified during refueling surveillance check-off.

Violation of secondary containment due to both doors of a
reactor building personnel access airlock being open for ap-
proximately 30 seconds.



LER NUMBER
83-14/017

83-15/03L

83-16
83-17/01pP
83-18/03L

83-19/03L
83-20/03L
83-21/03L

83-22/03L
83-23
83-24/017

83-25/03L
83-26/017
84-001

84-002
84-005

25

SUMMARY DESCRIPTION

Discovery of a design deficiency in the standby gas treatment
system. Heating coils for both trains supplied power from
same emergency bus.

Failure of a reactor building closed cooling water circuit
breaker due t> improper performance of maintenance which in-
capacitated an undervoltage trip device.

Not issued.

Design deficiency in both diesel generator timing relays.

Reactor building isoclation valve failed to close due to air
operator dirt blockage.

Reactor building isolation valve failed to close due to air
operator piston break.

Failure of service water pump circuit breaker due to a burr
on the trip latch.

Failure of power feed from emergency diesel generator due to
ground fault on power feed.

Two mechanical snubbers found to be inoperable during testing.
Not issued.

Limitorque motor operator torque switch settings below orig=-
inal settings.

Six maintenance and two surveillance procedures aid not
specify verifying excess flow check valves open.

Fuel pool cooling heat exchangers no longer meet seismic re-
quirements due to addition of lead for shielding.

Diesel fuel oil level less than technical specification re-
quired level.

Failure of circuit breaker undervoltage trip devices.

A through-wall crack was discovered on the isolation conden-
ser piping during a system hydrostatic test.
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TABLE 3

VIOLATIONS (2/1/83-4/30/84)

OYSTER CREEK NUCLEAR GENERATING STATION

A. Number and Severity lLevel of Violations

1. Severity Level

Severity Level I 0
Severity Level II 0
Severity Level III 1
Severity Level IV 13
Severity Level V 5

TOTAL 19

B. Violations vs. Functional Area

FUNCTIONAL AREAS

Plant Operations
Radiological Controls
Maintenance
Surveillance

Fire Protection
Emergency Preparedness
Security and Safeguards
Refueling Outage
Licensing Activities

TOTALS

Severity Levels
11 II‘ IV Vv

— — —

1
1
1 6
4
1 13

TOTAL VIOLATIONS:

19
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TABLE 4
INSPECTION HOURS SUMMARY (2/1/83-4/30/84)

QYSTER CREEK NUCLEAR GENERATING STATION

Plant Operations
Radiological Controls
Maintenance

Surveillance

Fire Protection/Housekeeping
Emergency Preparedness
Security and Safeguards
Refueling

Licensing
TOTAL

HOURS % OF TIME

757 21
325 9
307 9
535 15
90 2.5
640 18
59 1.5
933 24

No data available

3646




REPORT NO. AND
INSPECTION DATES

83-03
2/7/83-2/18/83

83-04
2/1/83-3/7/83

83-05
2/14-18,3/1-4,
3/24,3/28,1983

83-06
2/22/83-2/25/83
83-07
3/14/83-3/17/83

83-08
1/8/83-4/4/83

83-09
3/16/83-3/18/83

83-10
4/6/83-4/8/83

83-11
4/5/83-5/2/83

83-12

4/18/83

83-13
5/11/83-5/12/83

83-14
5/3/83-6/8/83

TABLE 5

INSPECTION REPORT ACTIVITIES

QYSTER CREEK NUCLEAR GENERATING STATION

INSPECTOR

Specialist

Residents

Specialist

Specalist

Specialist

Residents

Specifalist

Specialist

Resident

Specialist

Specialist

Residents

AREA INSPECTED

Emergency Preparedness Items

Routine Resident Inspection

ISI Activities

Maintenance, surveillance calibration activi-
ties.

Security Plan and Implementing Procedures
Routine Resident Inspection

Public Prompt Notification System
Implementation of radiation protection program
Routine Resident Inspection

Enforcement Conference Physical Security Pro-
gram

Design review of plant shielding

Routine Resident Inspection




REPORT NO. AND
INSPECTION DATES

INSPECTOR

83-15
5/23/83-5/25/83

83-16
8/23/83-8/26/83

83-17
6/9/83-7/13/83

83-18
7/11/83-7/15/83

83-19
7/12/83-7/15/83
83-20
7/14/83-8/17/83

83-21
7/19,25,26/83

83-22
8/18/83-9/21/83

83-23
9/22/83-11/7/83

83-24
10/12,17-21,27/83

83-25
10/17/83-10/21/83

83-26
11/7/83-12/31/81
83-27
11/29/83-12/2/83

83-28
12/12-15/83

NRC Team and

Residents

Specialist

Residents

Specialist

Specialist

Residents

Specialist

Residents

Resident

Specialist

Specialist

Resident

Specialist

Specialist

AREAS INSPECTED

Emergency Preparedness Inspection

Security System Power Supply/Training/Security

Routine Residen. Inspection

Effluent control and Radioactive Waste program

Stress corrosion cracking and welding activi-
ties

Routine Resident Inspection

Ultrasonic data during weld examinations

Routine Resident Inspection

Routine Resident Inspection

Review of QA Program, QC Surv, drawings, pro-
cedures, instructions and work obsery.

Licensee's radiation protection and effluent
control program

Routine Resident Inspection

Trans. activities = radioactive waste mgmt
programs

Radfoactive waste program




REPORT NO. AND

INSPECTION DATES INSPECTOR

84-01

1/1-1/13/84 Resident

84-02

1/16-20/84 Specialist

84-03

2/1-3/15/84 Resident

84-04

2/7-10/84 Specialist

84-05

2/21-24/83 Specialist

84-06

3/12-16/84 Resident/
Specialist
(RHR/BETA
Team Inspec)

84-07

3/9-10/84 Specialist/
Resident

84-08

3/7/84 Specialist

84-09

3/26~-30/84, 4/2-3/84 Residents/
Specialist

84-10

3/16-4/30/84 Resident/

Specialist

AREAS INSPECTED

Routine

Licensee's radiation protection program.

Routine

Licensee's inservice inspection program.

Emergency preparedness items

Licensee's organization and program implemen-
tation in maintenance, training and procedu-
ral controls.

Inspection of activities associated with torus
shell thickness

Radiological control incident review.

Readiness Assessment Team Inspection of modi-
fications, evaluating the design, construc-
tion/installation, inspection, testing and
acceptance for operation modifications.

Routine resident inspection and specialist
review of isolation condenser cracks.
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TABLE 6
ENFORCEMENT DATA
OYSTER CREEK NUCLEAR GENERATING STATION

INSPECTION i
NUMBER SUBJECT REQ. SEV. AREA
83-04 Failure to X-ray or physically search Provisional IV 7
hand carrier package brought through operating
a protected area portal. license DPR-16
83-04 Failure to ensure continuous surveil= Tech Spec IV 7
of an escorted person. 6.8.1
83-04 Failure to ensure material important 10CFRS0 Iv 3
to safety and traceable quality assur=-
ance documentation.
83-07 Failure to notify the commission of a Accepted III 7
change to the security >lan; failure Security
to maintain an effective protected area Plan
barrier; failure to record intrusion
alarms.
83-07 Failure to observe an isolationzone Accepted Iv 7
with CCTV Security
Plan
83-07 Failure to guard and control access to Accepted IV 7
vital areas. Security
Plan
83-07 Failure to maintain a protected area Accepted v 7
barrier height. Security
Plan.
83-08 Violation of physical security plan. Provisional IV 7
Jperating
license
DPR-16.
83-20 Failure of an individual to properly Tech. Spec ' 2

use protective clothing. 6.8.1



INSPECTION
—MUMBER

83-20

83-23

83-24

83-25

83-26

83-27

84-09

84-09

84-09

84-09

83-16

SUBJECT REQ.

Violation of physical security plan Provisional

operating
license
DPR=-16

Failure to provide hourly fire watch Tech Spec
while the fire door between the diesel
generator bays were fouled.

Failure to translate design basis items 10CFRS0
into specifications, drawings, proce-
dures and instructions.

Failure to analyze a monthly ligquid Tech Spec
effluent discharge batch for tritium. 4.6.B.2.C

Failure of a surveillance procedure to Tech Spec
to identify the development of an in- 6.8.1
adequate pump head pressure.

Failure to verify drain line and access 10CFR71.12
plugs were properly sealed prior to
transport.

Failure to review design change commen- 10CFRS0
surate with original design; failure to APP B
incorporate design changes and regula-

tory requirements into specification,

drawings, procedures and instructions.

Failure to prescribe and accomplish 10CFRS0
quality installations. APP B
Failure to adequately control design 10CFRSO
information. APP B
Failure of QC inspections to verify 10CFRS0

conformance of construction activities. APP B

DEVIATION

Fatlure to meet a commitment to the
commission concerning physical security.

SEV.

Iv

Iv

Iv

Iv

v

Iv

v
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GPU Nuclear Corporation

ATTN: Mr. P. B. Filelder
Vice President and Director

Oyster Creek Nuclear Generating Station

P. 0. Box 388

Forked River, New Jersey 08731

Gentlemen:

Subject: Systematic Assessment of Licensee Performance (SALP); Report No. 50-
219/84-19

The NRC Region I SALP Board has reviewed and evaluated the performance activities
of the Oyster Creek Nuclear Generating Station for the period February 1, 1983 to
April 31, 1984. The results are contained in the enclosed report dated June 21,
1984. A meeting to discuss this assessment has been tentatively scheduled for July
16, 1984. The meeting will be held in Forked River, New Jersey near the plant.

The SALP Board concluded that satisfactory or higher levels of performance occurred

in all functional areas. It was noted that steady or improved perforsance had oc- X
curred in functional areas with the exception of Security, Outage Technical Support
(special assessment area), and Licensing. In the Security area performance had
substantially degraded during the first half of the assessment period. However,
fmprovement was noted in the second half after staffing changes were implemented.

With regard to the Outage Technical Support and Licensing assessments, although
satisfactory performance was assessed, we are concerned with corporate engineering
support provided to the plant in that a number of problems associated with design
control, engineering support, and timeliness of responses were noted. Similar
problems were noted in the earlier assessment for Three Island Unit No. 1. If
uncorrected, these problems could potentially lead to a further degradation in
your overal)l performance. You should be prepared to discuss your efforts to im-
prove the corporate engineering support functions at the meeting.

We had noted improved performance in your 1983 emergency drill over the previous
year's drill, However, we do not believe this improving trend was continued into
the May 10, 1984 dril1. Although this latest dril]l {s outside the assessment

period, we would 11ke you to be prepared to discuss any improvements you plan for
future drills.

The meeting is intended to be a dialogue wherein any comments you may have regard-
ing our report may be discussed. Written responses addressing the above areas
are requested within 30 days of the meeting.
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Your cooperation is appreciated.

Sincerely,

Cad S S AL

Richard W. Siarostecki. SALP

Board Chairman

Division of Project and

Resident Programs
Enclosure: As Stated

cc w/encls:

BWR Licensing Manager

Licensing Manager, Oyster Creek

Public Document Room (POR)

Local Public Document Room (LPDR)
Nuclear Safety Information Center (NSIC)
NRC Resident Inspector

State of New Jersey

bee w/encl:

Region I Docket Room (with concurrences)
Senior Operations Officer (w/o encls)
OPRP Section Chief

SALP Board Members

NRC Resident Inspector, TMI-1




