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Yed C. Feigenboum
Prasden ang
Chief Executive Officer

NYN- 92060
May 8, 1992

United States Nuclear Regulatory Commission
Washington, D.C. 20555

Attention: Document Control Desk
References: (a) Facility Operating License No. NPF-86, Docket No, 50-443

(b) NHY Letter NYN-92044 dated April 8, 1992, "Licensee Event Report
{LER) 92-03-00: Missed Technical Specification  Surveillance
Requirements,” T. €, Feigenbaum to USNRC

{¢) NHY Letter NYN-©2036 dated March 27, 1992, "“uxiliary Operator
Performance Concerns,” T. C. Feigenbaum to T, T. Martin

(d) NHY Letter NYN-92045 dated April 10, 1992, "Auxiliary Operator
Performance Concerns,” 7. C. Feigentaum to T. T. Martin

Subject: Licensee Event Report (LER) 92-03-01: Missed Technical Specification
Sarveillance Requiteanents

Gentlemen

Enclosed please find Licensve Event Report (LER) No. 92-03-01 for Seabrook Station.
This submittal transmics a revision to LER No, 92-03-00, which was previously transmitted
‘o the NRC in a letter dated April 8, 1992 [Reference (b)). The revised LER describes the
rool causes for the Auxiliary Operator (AQ) performance concerns as determined by the New
Hawmpshire Yankee (NHY) Independent Review Team., The revised LER also describes
corrective actions to be taken by NHY in response to the AO performance concerns as
previously documented in an NHY letter dated April 10, 1992 [Reference (d)].

Should vou require additional information regarding this matter please contact Mr
James M. Peschel, Regulatory Complisnce Managoer, at (603) 474-9521, extension 3772

Very truly yours,

Ho? C S gon Aot e,

’

Ted C. Feigenbaum
Enclosure: NRC Form 366 & 366A
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United States Nuclear Regulatory Commission
Altention: Document Control Desk

ce: Mr. Thomas T. Martin
Regional Administrator
U.S. Nuclear Regulatory Commission
Region 1

o 475 Allendale Road

7y King of Prussia, PA 19406

e

Project Directorate 1.3

Division of Reactor Prejects

U.S. Nuclear Regulatory Commission
i Washington, DC 20555

i Mr. Barry Letts, Field Cffice Director

U.S. Nuclear Regulatory Commission Office of Investigations

2 Region 1
oy, o8 475 Allendale Road
King of Prussia, PA 19406

Mr. Noel Dudley

2 NRC Senior Resident Inspector
wdl P.O. Box 1149

Seabrook, NH 03874
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During a periodic performance monitoring surveillance of on-shift personncl on March 1, 19602 1l
was determined that an Auxiliary Operator (AO) did not completely perform the AO watch rounds
to which he was assigned. Auxiliary Operators do not require a reactor operator license. Auxiliary
Operators perform routine inspection and surveillance activities in the plant under the direction of
control room personsszl. Subsequent extensive investigation by the NHY Independent Roview lMeam
revealed other occasions an which AQ's did not completely perform their assigned AO duties. On
March 9, 1992 and during subscquent investigation it was determined that AO performance concerns
caused six Technical Specification Surveillance Requirements to be missed

Seabrook Station Technical Specification 3.7.1.3 requires the Condensate Storage Tank (CST) [TK]
and the concrete CST enclosure to be OPERABLE in MODES 1, 2, and 3. OPERABLE is defined
as the CST containing a minimum volume of 212,000 gallons of water and the CST enclosure being
capable of retaining the 212,000 gallons of water in (he event of a tank failure

On the following dates the requirement to verify that the CST enclosure was capable of containing
212,000 galions of wa'er was not performed: August 25, 1990 (2 instances), December 22, 1990, May
12, 1991, and November 9, 1991, This requirement 1s defined in Surveillance Reguirement 4.7.1.3

Scabrook Station Technical Specification 3.7.10 specifies maximum temperatures for certain areas
in the plant.  Techuical Specification SURVEILLANCE REQUIREMENT 4.7.10 requires that the
temperature of the arva be determined to be within its hmit at least once per 12 hours. Oa
February 21, 1992 this surveillance requirement was not performed for the Fuel Storage Building
Spent Fuel Pool Cociing Pump Arca.

The CST enclosure integrity and FSB temperature are obtained every 4 hours as part of routine
log taking associated with various Auxiliary Operator (AQ) watch stations. The logs for the AQ
watches indicated that the arcas had been checked. However, a comparison of these logs with the
security keycard transaciion log indicated that the AO's wvolved had not made cutry into the
buildings. Therefore, verification of CST integrity and FSB temperature could not have oocurred

Background

The CST is the source of demineralized water for the Emergency Feedwater System (EFW) [BAL
The OST enclosere is a two foot thick concrete siructure which surrounds the COST rwo iaches
from the tank. The enclosure provides lornado missile protection and ensures that the minimum
amount of water required by Technical Specifications would be available n the unlikely event of
a tank failure

The Fuel Storage Building (FSB) [ND] is the building which encloses the following arcas new fuel
storage, spent fuei pool cooling equipment [DA], HVAC equipment [VG| and spent fucl handling

[DF| and storage facilities

Root and Secondary Causes

The following are the root and secondary causes, and the contnibuting factors for the AQ
performance concerns as determined by the Independent Review Team (IRT), and as stated in the
IRT Report that was transmitted to the NRC in NHY Letter NYN-9Z045, dated April 10, 1992 The
root cause for the AQO performance concerns has been determined to be Fatlure to Follow
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Procedures, in that the Auxibay Operators (AOs) in question did not wse the Operations
Management Manual (OPMM), which was (he governing procedure for thewr rounds.  Although
several AQOs had stated that they did not coastder logs to be in the same category as "pgrocedures,
the IRT concluded (hat sufficient guidance exists in the OPMM concerning the requirements for log
keeping.

A sccondary cause has been identified as Monagement Systems, in that the procedure compliance
policy was not uniformly applicd with regard to documentation of routine rounds. The IRT
concluded that this is due largely to an unnccessarily large burden of procedures, pelicies, and
programs on ¢ompanv personnel.

‘ontribun ‘aclors

Several contributing factors have been judged to have had a bearing on the AO performance
concerns. Contributing factors are not ranbed or listed by any priority

A contributing factor has been identified in the arca of Training. Since several AOs believed thal
logs were not considered procedures, the On-the-Job Training (OJT) specifically associated with AO
round taking was judged te Le mmeffective tn clearly establishing management expectations for this
Lask

A contributing factor has been identified m the arca of Managemen: Systems There s an
inadequate policy concerning exphicit descriptions of manyggement expectations lor routine lasks

The final contributing factor has also been identified in the area of Manggement Systems
Specifically, there was inadequate supervision of AQ rounds keeping practices

Corrective Actions

Immediate corrective actions included the removal of the involved AO’s from watchstanding duties,
briefing other Operations Department personnel on the importance of correctly completing rounds
and the initiation of disciplinary action including suspension or termination of the involved AO's
In addition the NHY Independent Review Team was assigned to fully evaluate the AO perlormance
concer~s and to determine the root cause

The IRT identified twenty-one recommeadations to respond to the AO performaance concerns
Upon review of the IRT Report, NHY Management added four additional recommendations.  All
of the recommendations are described in the altached "Summary Report by the Exccutive Director
Nuclear Production Regarding AO Performance Concerns * This summary report has previously beco
transmitted to the NRC as Enclosure 1 to NHY Letter NYN-92045, dated Apnil 10, 1992
Additionally, as stated in NHY Letter NYN 92045, NHY will implement the above stated
recommendations and will keep the NRC informed of their completion status

Safety Stenilicance

There was no significant safety impact as a result of the missed CST integrity and FSB area
temperature surveillance
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The integrity of the C8T enclosure was verified prior to, and subsequent to the missed surveillance
therefore it existed during the time the survéillances were missed

The temperature of the FSB SFP Cooling Pump Arca was verified to be within its himit prior to
p & | '

and subscquent to the missed surveillance. It 15 highly unbikely that the area temperature rose

above the specified limit for the short period of time that the surveillance was missed and then

treturned (o normal, The temperature for (his arca bas historwcelly been steady and was verilied by

surveillance to be in us normal band prior to and following the missed surveillance
Al the time of the discovery the plant was 1in MODE |

This is the first event of this type at Seabrook Station
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SUMMARY REPORT BY THE
EXECUTIVE DIRECTOR NUCLEAR PRODUCTI(: '
REGARDING AO PERFORMANCE CONCERNS

' P nid
. Drawbridge
Executive Difie:gs\zg?l Production

Date: April 10, 1992

Enclosure 1



SUMMARY REPORT BY THE
EXE IVE DIRECTOR NUCLEAR PRODUCTION
RruaRDING AC PERPORMANCE CONCERN.

Two reports have been provided to me and are enclosed. One
report has been provided by tha Independent Review Tean (IRT) and
i an assessment of the Auxiliary Operator performance concerns;
ths second report has been provided by the Station Manager and it
sumr‘.rizes Station Management activities with regard to the
Auxiliary Operator performance concerns. The purpose of this
report is to provide an Executive Summary of the two reports and to
provide a perspectiv2 on the Auxiliary Operator watchstander (AOQ)
performance concerns.

There were certain AQO watchstanders who did not perform
their ijobs correctly. Management cannot always prevent an
individual from performing poorly if he is predisposed to
performing in an unacceptable manner. However, Management must
take responsibility for the overall impact on the organization of
the AQ performance concerns. These concerns have prompted
Management to carefully reflect on how the organization performs
activities, how Management interacts with all levels of the
organization and how Management communicates expectations to the
organization. In the final analysis, Management is responsible for
all activities at Seabrook Station. As Executive Director Nuclear
Production, I take ultimate responsibility for thesa performance
concerns.

The Independent Review Team provided a comnprehensive report

with regard to the Auxiiiary Operator performance concerns. 1 fee!



however, that there are certain additional actions that go beyond
the recommendatiors provided by the II'™ that we, as s Company,
should pursue. Those additional actions are detailed later in this
report.

During the course of their investigacion, the IRT perfecrmed
numerous tasks. The IRT performed data reduction of AD
roundkeeping documentation and Security Department keycard
transaction logs. They also interviewed nuaerous Auxiliary
vperators, some of whom had just received disciplinary action. The
IRT was not a participant in any of the disciplinary process datc
gathering interviews or disciplinary action naetings. In order to
preserve independence, Station Management and Executive Management
were not participants in the confidential interviews that were hLeld
between members Of the IRT and members of the Auxiliary Operator
Staff, Operations Staff, other nmembers of the plant, and
Management. Therefore, the primary purpose of this report is to
provide a total perspective of company actions in response tc the
AQO performance concerns.

As a result of these concerns, thirteen individuals have
received disciplinary action. Of the thirteen individuals four
individuals have separated from the Company, and the remainder have
been suspended for a period o¢f time without pay. In the case of
three individuals who held NRC licenses, these licenses have been
withdrawn.

The suspended individuals have been disqualified as AOQ

watchstanders and will not be requalified until they have completed



& remedial training program, the scope of which is now defined.
They have been placed on probation for a minimum of six ronths,
during which time their performance will be closely monitored. If
any individuals cannot be remediated within the probationary
period, further disciplinary action will be initiated by
Management. None of the suspended individuals will be rainstated
to AC watchstanding duties without prior approval of the President.

Management adopted the philosophy from the outset that it is
¢ssential to deal with the AO performance concerns aggressively in
order to ensure that its seriousness is well understooi by all
Company emmloyees. It 1s essential that all NHY enmplcyees
understand Management's expectations and their perscnal
responsibilities and accountability. In addition to the removal
from duty of those individuals involved and the immediate
initiation of an IRT assessment, the following additional short-
tera corrective actions have been or are being taken.

+ The Shift Superintendent that made the initial identification
of the discrepancy, discussed the incident with the oncoming
Shift Superintendent at shift turnover that same night. Each
Saift Superinterdent has counseled his crew on watchstanding
practice and Management expectations regarding AO rounas.

+ A comparison of the computerized card key entry logs with the
AO’s required Rover rounds anu log entries are being performed
on a daily basis until further notice.

+ Operations Management issued a night order on March 3 to the

operating crews regarding complacency.



On March 6, Operations Management issued a second night order
that addressed shift records requirements, log sheets,
attention to detail, and work ethics.

Operations Kanagement briefed all of the opersving crews on
the disciplinary action taken to date. Additional briefings
will 'y provided as required.

Operations Management has required each Shift Superintendent
to perform a set of rounds with each A0 and to review the
watchstation and all other duties expacted of the AO.

On March 9, the Executive Director Nuclea Production began a
series of briefings for all Operations Department personnel.
He discussed the investigation, requirements for rounds, and
Management expectations.

The Station Manager has begun a series of briefings to Station
departments on this occurrence and on Management's
expectations on work performance in order to increase the
sensitivity of Station employees in other areas.

The suspended individuals are Leing reguired to complete a
comprehensive remedial training program. The training program
will addrers, as a minimum, Management expectations of their
performance, their specif.c job responsibilities, Technical
Specification and Technical Requirements and on-the-job
refresher training with special emphasis on the proper
performance of rounds and filling out logsheets. Each A0 will
be required to stand each watchstation with 3

trainer/evaluator. In addition, 8tation and Production



Management will complete interviews with each individual in
order to ascertain their understanding of their duties and
responsibilities and Management'’s expectations of thenm.

+ The NHY President issued a letter to all employees summarizing
the A0 performance concerns and stressing employee
responeibility regarding accuracy and accountability. The NHY
President has met with the Management and supervisory staff
and has issued a memorandum reminding all employees of the

NRC’s regulations related to deliberate misconduct.

The IRT, in my opinion, stated correctly that there were three
groups of AO performance activities. Group I consists of those
individuals who knowingly omitted portions of their rounds without
any reasonable justification. Group II individuals understood the
importance of and requirements of AO rounds, but had rationalized
why certain areas or pieces of equipment did not have to be
inspected on every round. Those individuals appeared tc believe
that they were doing the right thing or potentially doing a better
job by devo%ing more of their time to what they felt were more
inmportant itenms. Group III individuals consist of those who
clearly understood the importance of and the requirements of the A"
rounds and rigorously completed those rounds. There were also
instances of Group II AQ3 who clearly understood the reguirements
of their rounds, but missed certain areas o. rare occasions. These
areas were missed due 0 honest mistakes or due to distraction by

other work ac:ivities. Their mnissed portions of rounds were



extremely rare and did not represent a pattern of behavior.

I believe that it is the rationale of the IRT, that an
individual who willingly does not perform his activities cannot be
prevented from doing so strictly by Management action. I agree
that if an individual is predisposed to not performing his ijob
correctly, there are no reasonable preventative measures that
Management can put in plac: to preclude that situation. However,
Management has the responsibility to review the process for hiring
that individual in order to ensure that there were no potentiail
indications which could have been identified in the pireemployment
screening process. In addition, Management has the responsibility
to review the Company’s processes for development of the affected
individuals in order to identify further opportunities to reinforce
Management expectations and work ethic.

The IRT, in their transuittal letter for their assessment,
noted that the task force found considerable evidence that supports
an effective technical task management style and safety culture
within the organization. The organization is composed of extremely
capable, technically oriented individuals who are very much tasked-
oriented in nature. As a result, the organization as a whole,
puts less emphasis on people-oriented skills. Therefore NHY should
review how we train our managers and supervisors to assure that we
improve the manner in which we treat and interact with all
individuals within NHY. Special emphasis should be place on
assuring that Management’s expectations, basic work ethics, and

professional interactions at all levels of the orjanization are



understood and properly implemented. In the case of the A0s in
particular, we nesed to assure that NHY expectations are
communicated to our First-Line Operations Management. This
includes the expactation that the AO0s must be fully integrated into
the shift team, and then reinforce this philosophy on all shifts.
These mwast be 1 "buy-in"™ by First-Line Supervisors that they are
members of Management, and that they have ownership for the
oversight and development of the AOs. The AOs must recognize that
although they work in remote areas of the Station, they are an
integrated portion of the NHY team. The AOs must realize that
their job is important, even in the performance of routine and
repetitive activities.

I recommend the following initiatives in addition to the

recommendations of the Independent Review Team.

Recommerdation #1

New Hampshire Yankee should acquire the services of an expert
consultant to work with Management in order to enhance
communications and team building. The consultant should be

"~ lected by May 15, 1992.

Management Responsibility: President & Chief Executive

Officer / Executive Director

Nuclear Production

Action Due Date: May 15, 1992

Recommendation #2



Management should review its hiring and orientation practices
at in order to assure that they consider all appropriate
attributes for hiring and developing employees., This review
will be initiated by the Executive Director Nuclear
Production, the Station Manager, and the Employee Relations
Manager.

Management Responsibility: Employee Relations Manager
Action Due Date: June 15, 1992

Becommendation #3

Management should rcedouble its efforts in its support and
communication with the on-shift crews. The Station Manager,
Operations Manager, and the Shift Superintundents wi'l develop

a pian to foster better communications.

Managemeut Responsibility: Station Manager
Action Due Date: June 1, 1992

Recommendation #£4

Management should review industry experience with regard to

these types of concerns and implement the lessons learned.

Management Responsibility: Regulatory Compliance Manager
Action Due Date: December 1, 1992

The following are recommendations recently received from the



IRT} I have performed a preliminary review of tha IRT Report and
I am in general agreement with its recommendations. Based on the
initial review, I have made initial assignments to develop action
plans in order to implement the recommendations. It should be
noted that the assigned Responsible Management will have to
carefully review the IRT recommendations and discuss the
reconmendations with the IRT Manager and Executive Management to
gain a full perspective of the issues involved. This will assure
that the resultant corrective action plans will be both meaningful
and comprehensive. I have reguested that the Regulatory Conpliaince
Manager provide periodic status reports of their implementation,
which I intend to make available to the NRC Senior Resident
Inspector. I have also requested that the IRT assess the
corrective actions taken prior to closure of the associated
recompendations.,

ART Recommendation #1:

Executive Management should review and evaluate the procedure

compliance policy scope with regard to the ap; icability of

verbatim compliance.

Responsible Management: President & Chief Executive Officer
Action Plan Due Date: May 15,1992

iBT Recommendation £2:
Conduct refresher training on a periodic basis in the
following:

+ Procedure Compliance Policy.



+ Need for integrity/accuracy/completeness when documenting
work activities. Emphasizing that all documentation may
be needed to reconstruct work act ‘ities.

+ NRC regulation on willful misconduct by licensed and/or
unlicensed employees.

Responsible Management: Training Manager
Action Plan Due Dete: May 15, 1992

IRT _Recommendation #3;

Streamline Company operations by consolidating and e iminating
(as possible) programs, policies, manuals and procedures.
Emphasis should be placed on eliminatine redundancy and
excessive administrative requirements and documentation (e.g.,
canceling Nuclear Production Manual, guarterly surveillance

for Shift Superintendents to review Work Request priorities,

procedure for bulletin boards). Consider using outside

expertise.

Responsible Management: Executive Director Nuclear
Production

Action Plan Dge Date: June 15,1992

IRT _Recommendation #£4:

Determine where operations administrative burdens for
compliance with Technical Specifications and NRC commitments
can be reduced by design enhancements. Examples:

+ EFW back leakage temperature monitoring

10



+ Spent Fuel Pool cooling pumps area temperature

Responsible Management: Station 'lanager
Action Plan Due Dzte: July 15, 1992

4RI _Recommendation #5:
Review and revise the A0 logs to eiiminate checks determined

to be excessive (e.g., Cooling Tower and CST every four

hours) .

Respo.usible Mauagement.: Operations Manager
Action Plan Due Date: July 1, 1992

JBI _Recommendation #6:

Consider providing Auxiliary Operators with updated tools for
recording rounds data to provide consistent documentation and
enhanced capability for equipment monitoring. Consider

systems such as used by Virginia Power (Nuclear Plant Journal,

Jan-Feb, 1992).

Responsible Management: Operations Manager
Action Plan Due Date: June 1, 1992

iRI Eecommendation #7:

Revise the A0 Initial Training Program so that at the start
and the end of the program, the Executive Director Nuclear
Production, Station Manager, Operations Manager, and Training
Manager address the Company’s expectations and standards that

the AC must mret, and convey the consequen~es of failing %o

&
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ARL Recommendation #10:
Add signature blocks on the OJT qual guide to include:

. AQO mentor, stating that the A0 “rainee is ready for

gqualification approval.

AD trainee, stating he accepts all responsibility of
information found in qual guide.

Shift Superintendent, stating his expectations have been

mext.

. Operations Manager, stating that the department

expectations have heen nmet,

Reaponsible Management: Training Manager
Action Plan Due Date: May 15, 1992

IRT _Recommendation #11:

Review applicable OJT lesson plans and Job Performance
Measures (i.e., rounds, logs keeping, CST integrity checks) to
ensure that AO administrative requirements have been included

in these lesson plans.

Responsikle Management: Training Manager
Action Plan Due Date: May 15, 1992

ART _Eecommendation f£12:
Operations -nd Training should re-evaluate the priority placed

on the A0 Continuing Training Frogram. Training should ensure
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adequate instructor resources are available tu conduct the
program. Training should ccnsider placing an instructor on-

shift in the plant to conduct training.

Responsible Managenment: Operations Manager /Training Manager
Action Plan Due Date: May 15, 1992

LRI _Recommendation #£13:
Re-evaluate the A0 training commitments to see if any

requirements can be rcduced or eliminate. Recommend that some

of the requirements deemed necessary be fulfilled on shift.

Besponsible Maragement: Operations Manager,/Training Manager
Action Plan Due Date: May 15, 1992

ART _Recommendation £14:

Provide cons.stent administration of exams, written or
walkthrough, to document students have comprehension of the

material.

Responsible Management: Traini'g Manager /Operations Manager
Action Plan Due Date: May 15, 1992

ART _Recommendation #195:
Examine the training feedback disposition process to ensure

that actions are properly addressed and implemented.
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Responsible Management: Operations Manager
Action Plan Due Date. July 15, 1992

iR Recommendation #16:

Develop a »*andard orientation program for new enployees to
convey cle ! _ad concise Management expectations and develop
a means to reinforce these expectations on a requalification
basis. (See Recommendation #7 and /8 for example.)

Besponsible Management: Training Manager/Employee Relations

Manager

Action Plan Due Date: May 15, 1992

LRI Recommendation #17:
Develop team building opportunities with all on-shift
Operations personnel. Consider neriodic gatherings, other

than shift turnover, which would encourage team interplay.

Responsible Management: Operations Manager
Action Plan Dua Date: May 1, 1992

ARI Recommendation f18:

Develop Operations Department good practices to incorporate
Operations standards, management expectations and good

practices pertaining to A0 logs and watchstanding.
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Responsible Management: Operations Manager
Actlion Plan Due Date: May 15, 1992

IRT _Recc. iendation £19:
Develop Operations Department Qualification Program and

include this program in the NYQM.

Responsible Management: Operations Manager
Action Plan Due Date; May 15, 1992

IRI_Recommendation #20:

Review and evaluate the processes utilized to manage technical
and administrative tasks to streamline and consolidate the
Managenment function. Encourage the decisionmaking processs to
be made at the appropriate levels in the organization. Allow
managers more time to manage people and to develop strategies
in order to facilitate improved interpersunal communications.
Consider using consultants to complete this review and provide

specific recommendations.

Responsible Management: Executive Director Nuclear Production
Action Plan Due Date: July 15, 1992

iEI Recommendation f£21:

Operations Management should ensure that the intent of OAl.l4
#6, "Plant Performance Monitoring" is met.

Responsible Management: Operations Manager
Action Plan Due Date: May 15, 1992
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On some occasions the AOs did not truly understand why they
had to perform their rounds; especially in regards to standlLy
equipment that remained idle. This shows a lack of understanding
in the organization regarding Management’s expectations and the
basis for those expectations. We, as an organization, tend to
focus on high priority tasks. In that regard, we have the
potential “0 unintentionally minimize the importance of routine
activities. Management expectations should be reinforced in
training; howaver, training cannot be used as the exclusi’e method
for communicating expectations to the organization. Training is an
extension of Management, however, training cannot be used in lieu
of proper Management communications. I recommend that NHY
concentrate on assuring that the management in each department
clearly communicates and reinforces by exanple, basic expectacions
related to day-to-day job activities,.

In concluding this report, I am heartened by two facts which
I believe are important to note. First, we identified these AO
performance concerns by means of our internal review programs.
Second, in all of the interviews conducted with the AOs, i% became
clear that the AOs reccgnized that if their supervision had been
aware of the AOs missing portions of their rounds, such action
would have been considered unacceptable and the AOs believe that
they would have been directeu by their supervision to complete the
missing portions of their rounds. Notwithstanding these facis, we
must now aggressively implement the recommended actions to prevent

these unacceptable practices from recurring. I have and will

17



: co.attnuo to monitor the effectiveness of our short term corre cive
actions. I am confident, based on all of our actions to-d.te, that
Seabrook Station continues o be vperated safely and .n accordance
with all sur cerating license requirements. ‘‘elieve that with
the completion of the IRT and Management ar.essments, we have a
good understanding of the root causer of the AO performance
concerns. I ulso pelieve that wi*.,, the short term corrective
actions we have put in place a». with the implementation of the
recommendations contained h- ein, we can be contident that our

activities are being con’ucted properly.

S

_e‘!

Bruce L. Qrawbrid

Executive Director Nuclear Production

Encloture
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