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Inspection Summary:

Areas 1n¥!!gtgg: Routine safety inspection by site inspectors of defueling and
econtamination activities, including the proper implementation of radicloegical
controls, housekeeping, fire protection measures, review of selected events, recent
management changes, and licensee actions on past circulars.

1ts: Licensee personnel conducted clean-up operations in a safe manner. The
nspector identified no adverse conditions with respect to the licensee's radio-
logical controls and fire protection programs. Housekeeping in the reactor byild-
ing improved significantly. Minor procedura)l implementation problems were identi~
fied in the maintenance area as noted in the specific event, concerning the yard
engine, as contained in paragraph 2.4 in this report. Licensee actions in response
to NRC staff circulars were acceptabdle.
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DETAILS

1.0 Introduction and Overview
1.1 Defueling Operations

P

Defueling crews completed remova) of the upper flow distributer (UFD)
from the reactor vessel and placed it in storage in a modified core flood
tank. The UFD was the second of five sections comprising the Lower Core
Support Assembly (LCSA). The licensee cut this section into pleces,
using the plasma arc technigue, and they removed it from the vesse!.

In preparation for cutt1n? the next plate == the ?rid forgin, ~= defuel~
ing crews cleared debris from the top and flow holes of the forging.

This debris contained a significant amount of chips and dross material
created by the drilling and cutting operations, respecticely, in addition
to short length fuel rods. Workers used manual pick-and=place technigques
to clear rods from the forging., Then, they used airlift operations t3
clear vacuumable debris from in and around the forging.

With the forging cleaned, plasma arc equipment will Le irstalled and
ctting operations will resume.

#lso, the licensee conducted surveys to determine fuel quantities in
other portions of the primary system, In paralle)l with these surveys,
the licensee was in the process of evaluating various defueling tech-
nigques should fuel be found.

No shipments of casks containing core debris were made during this re-
pe-ting pertod.

Decontamination/Dose Reduction Activities

Scabbling, steam cleaning, and hands-on decontamination continues in the
auxtliary and fuel handling buildings. To date, 119 of 143 cubicles are
decontaminated to end point criteria, with three cubicles presently
undergoing evaluation to assess their status., The remaining cubicles
contain contaminated plant systems that first must be cleaned before the
cubicle fs decontaminated. workers are performing flushes on these
systems to lower dose rates in these cubicles.

Filling and draining of the block wall in the reactor bu11d1n2 (RB)
basement s or=-going. As a result of the low concentration of contamine
ation in the flysh water, the RB sutp water 15 being processed through
the EPICOR 11 water clean=up system, in liey of the Submerged Demineral-
fzer System (S08). An evaluation i being performed to determine the
effectiveness of the fill-and=-drain operation.

Attempts to transfar highly contaminated resin: from the “A and "B
make~up Qeminerilizers were unsuccessful. Preparations were being made
to install a hydrolance in the “A" demingralizer discharge piping in an
effort to break up the material, using high pressure water, to permit
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siuictn‘ to a recefver tank, A delumper also s being fastalled in the
recirculation flowpath of the receiver tank to increase the sluicability
of the discharged material.

The Ticensee implemented the initial phase of assessing specific plant
areas for eventual placement of these areas into a Post~Defueling Moni=
tored Storage (POMS) condition., Follewing fts assessment, the seal re-
turn cooler/filter room was the first area to be isolated from routine
access to assure that it would not become re-contaminated, nor be im=
pacted by other plant cperations,

Seven other areas are currently scheauled for verification and subse~
quently should be isolated from the balance of plant,

NRC Staff Activities

The purpose of this inspection was to assese )icensee activities during
defueling and decontamination activities, The inspectors made this
assessment through actual observations of licensee activities, interviews
with 1icensee personnel, measurement of radiation levels, or review of
applicable documents, NRC staff inspections use the acceptance criteria
and guidance of NRC Inspection Procedures (NIP's)., These NIP's were
annotated in the Table of Contents to this report,

Persons Contacted

During thiy intpection, the following key licensee personne! provided
suhstadtial ‘nf matfon in the development of the inspectors' findings.

o ") Bon., Nannjvr. TMI=2 Licensing

=+ *C incorvat!, "Ml Audit Manager

.- §. Levin, Befueling Director

we W. Marsha’l, Operations Engineer

.. W. Potts, director, Plant Operations

. &) ﬂad&blugh, Oefueling Task Manager

=+ “R, Pogan, Di' jctor, Licensing and Nuclear Safety
=« *E, Schryll, TMI-2 Licensin an1ngcr

e L. Shamenek, Planning and gchoduling Manager

== "R, Steglitz, Manager, Waste Minagement

e J. Tarpinian, Manager, Radiclogical Engineering
*= *D. Turner, Director, Radfological Controls

.- 0. Tuttle, Manager, Radiological Fleld Operations
- R. Wells, Licensing Engineer

2.0 Defueling/Decortamination Activities

2.1

§ope of Review

The inspector cbierved and/or reviewed )icensee defueling decontamination
sctivities to: (1) ascertain factua) status of such activities; (2) as-
syre proper adherence to applicable procedures; and, (3) select ang re-
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view significant events wcrrcnt1n¥ further inspection follow=up. The
frspector also made observations in facility spaces with respect to
proper housekeeping, fire protection, and radiological controls, The
’oworol acceptance criterfa for this review was Section 6 of the TM]-2
echnical Specifications (T75).

In performing the above irspections, the inspectors focused on the fol-
lowing areas of licensee performance:

== contro! of operations in progress by supervisory personnel;
=+ knowledge of the task by technicians and support persons;

== appropriateness of govorﬁin? documents, including precedures and
Radiation Work Permits (RWP's);

*+ alertness of varfous controlling station personnel;

== assess the quality of implementation of selected evolutions wite
nessed; and,

=« assess the material condition of the plant.

The inspections were made at random intervals and during the following
back shift hours (10:00 p.m. and 6:00 a.m.).

Date/Day Time Periods Hours

7/16 Saturday 10:00 am., = 11:00 a.m 1.0
7/20 Wednesday N pm = 11:30 p.m 2.0
1/30 Saturday 10:00 p.m, = 11:30 p.® 1.9

Genera! Findings

As a result of the routine and off-shift review noted above, the ‘nspece
tors fdentified no major discrepancies. In general, licensee represen~
tatives properly implemented procedures, except as noted for certain
events listed within this report. Addressed below were specific obrer=
vations in the area of housekeeping, fire protection, and event review,
Of particular note was the licensee's low threshold for documenting and
r0?9r11ng offenormal events that were Delow reporting requirement thres-
holds.

Reactor Building Conditions

On August 3, 1988, the inspector entered the reactor building (RB) to
evaluate overa)) radiclogical and industrial safety conditions. The
fnspector determined that housekeeping had improved significamtly for
the radwaste storage areas, ecuipment staging/repalir areas, angd gereral
work areas on the 305-foot and 387100t elevations of the kB,
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The fnspector also accomusnicd a defueling crew on the shielded work

platform while the team was ciearing debris from grid forging holes and

verifying the cleanliness of previously cleanec holes. From observing

the work in progress, the inspector determined that the activities were

::;:yc;cd fn accordance with the procedures and radfation work permits
5).

In support of this RB entry, the inspector reviewed RWP No. 17511 and
cetermined that the protective clothing, respirators, and dosimetry
specified were appropriate for the tasks being performed. B8y attend!

4 pre~job briefing, the inspector concluded that the command/coordination

center was adequately staffed with licensed supervisocy, engineering
support, and radiological controls personne) and that these persconnel
were cognizant of present RE conditions and the status of on-going ace
tivities, No violations were identified.

During this entry, the inspector observed that posting of radiation aress

was appropriate, that low dose rate areas were conspicuously marked, and
that contaminated equipment and materials were appropriately segregated,
bagged, and tagged. For large pieces of contaminated equipment, tempore
ary shielding was installed to lower dose rates in the genera)l area.

Event Review

A number of events were fdentified by the licensee fn their interna)
reporting system and they were reported to the resideat inspectors.

2.4.1 Inattentiveness to Dyty

==  On July 19, 1988, the operator of the RB polar crane was
found to be asleep at his operating station. This oc=
curred during a "lull" fn activities during the removal
of a section of the UFD. The hanging plece was supported
by the polar crane wire rope and brake system of which
the effectiveness was not dependent on the polar crane
operator. He wis subsequently discharged from the site,

== On July 19, 1988, & worker was found to be asleep in the
Comtamiration Contro) Cubicle (c-cubed). Subsequently,
he was Qischarged from the site.

*=  On Aygust 3, 1988, a2 worker was found asleep in the
duxiliary bullding, Me wis subsequently discharged from
the site,

No Ticensed operatyurs were fnvolved ‘n the three events de-
scrided. These events do reflect a contiruing prodles regard-
ing management of idle time of workers.
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2.4.2

ilcar n

At approximately 1:30 p.m. on July 26, 1988, a ratlcar carrying
a loaded shipping cask and fts unmanned yard engine drifted

for approximately 60 yards on site. The engine and rallcar
came to a fina) rest - 4 result of an increase in the natura)
grade of the rafls,

Prior to this occurrenc workers were preparing the cask for
shipment of f site, but . .y stopped work because of a severe
electrical storm. In their haste, they failed to set the
engine's hand brake. Following their ceparture, the engine's
afr brake slowly bled off, which released the afr brake, and
resulted in the engine and ratlcar slowly drifting. The engine
struck a4 portable traffic sign in 1ts path before coming to
rest. No damage occurred to the engine, railcar, or shipping
cask. The shipping cask contained seven cans of core debris.
No release of radicactive materfals occurred. No personne)
were injured. There was also no impact on any security bound=
ary for either TMI=] or 2,

The licensee began an immediate investigation to determine the
circumstances surrounding the incident and %o establish actions
to preciuae a recurrence. The root cause was determined to

be the fatlure to set the engine's hand (manual) brake (per

the procedure) prior to leaving the engine's cad. Correstive
actions ingluded revising the Maintenance lmplementing Proce-
dure 4220-IMP-3125.01, "Operation of the Yard Switcher Loco~
motive " to highlight setting of the hand brake defore the
operator leaves the engine for any reason, placing a sign fn
the engine cab directing the operator to apply the hand brake
prior to exiting the cab, and retraining all engine operators
fn the theory and operation of the atr and mechanica)l bDrake
systems. Site inspectors reviewed the licensee's investigation
and corrective actions and determined them to be satisfactory,

The inspector also reviewed Licensee Interma) Report Seria)

No. &420-88-0060, dated July 15, 1988, regarding the results

of & trend analysis performed by the licensee's Safety Review
Group. The trend analysis was performed on a series of incie
dents that have recently occurred to idemtify their root causes
and t0 provide recommerdations to site maragement on what ace
tions should be takern to reduce the fregquency of such incidents.

From this veview, the inspestor conclyded that the report was
thorough and provided specific actions for licensee management
to focus thelr attention to reduce the frequency of such ingte
dents

The inspector will continye to monitor the implementation of
the licensee's actions to determing their effectiveness.




2.5 Decontamination/Defueling Summary

Defueling/decontamination activities proceeded as plannad and wire care
ried out safely. The events noted above did not result fn any significe
ant radiologica) consequence.

The licensee's internal rooort1n? system 15 an ergenttot!enc! strength;
the effectiveness of which 1s being reviewed by NRC Regfon 1 1n light
of events noted outside this fnspection period,

Overall, housekeeping and fire protection measures have steadily improved

fn the RB and in the balance of plant,

30 giiiggggg} Actions as 8 Result of Licensee Investigation of Operator Sleeping

40

On July 20, 1988, the licensee announced the completion of its {ndependent
1lv0!t1’l!‘oa into management resoonse to allegations that a shift supervisor
At TMI=2 slept while on shift. The report was received by GPU Nuclear (GPUN)
Corporation and forwarded to the Nuclear Regulatory Commission. The indepen=~
gent investigation was conducted for GPUN by Edwin M. Stier, former director
of the New Jersey Division of Crimina) Justice. In Novemher 1987, Mr. Stier
confirmed that the shift supervisor slept on a number of occasions or other-
wise was inattentive to his job., Subsequently, the individual was fired.

In the second phase of the investigation, Mr, Stier was critica) of site man=
agement's handling of the allegations concerning the behavior of the shift
supervisor., As & result of the completion of the favestigation, the )icensee
took a number of disciplinary actions affecting T™MI=2 site management, These
sctions included a dismissal, reassignments %o positions not involving supere
viston of Yicensed operators at TMI-2 and forma) reprimands.

Site inspectors will review the qualifications of the individuals chosen by
the licensee to replace those affected by the disciplinary actions., This will
be done to verify that the individuals qualifizations are in accordance with
Technica) Specifications (78) 6.3. The results of this seview will be docys
mented in 8 future NRC frspection report (Unresolved Item 320/88-12-01).

Licensee Action on NRC Staff Circulars/Information Notiges

Frior to 1982, the NRC staff routinely informed Vicensees of generic informas
tion and/or operating experience feedback using the “"circylar® system, The
Ticensee did not have to respond to & circylar, but NRC staff expected )igen~
sée L0 review this fuformation for applicability and to take appropriste core
rective actions,

In 1982, NRC staff started t0 use twd systems t0 pass on such information to
licensees. One was Generic Letters fssued by the Office of Nuclear Reactor
Regulatton (NRR) and the other was Information Notices 1ssued Dy the Office

of Inspection and Enforcement (IE). (The functions of IE have been absorbed
inte other NRC offices, such as NRR, for the ifssuance of Information Notices.)
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When the circular system was in effect, the regional inspectors placed the
circulars 1n an internal Regfon [ “open 1tems tracking system" (Ol list) for
possible future inspecticn depending on the type of inspection. It was neve:
intended that al! circulars be fern¢11"c!osnd in inspection raports. This
is cu'rontig unrealistic considering the number of Information Notices fssued
per year (close to !00;. Accordingly, no Information Notices were specifice
ally Yisted on the OI Vst for Unit 2, but these were resitual “open" circy~
lars 1isted on this system,

Past fnspections fn the area confirmed: (1) many circulars (Information No=
tices) were not applicable to TMI=2 because of 1ts ynique conditions; (2) the
licensee had a review process for determining current applicability for imme=
diate action in gfstinction to Jeferred action because of applicadility for
an operating unit; and, (3) licensee decisions of an immediate or deferred
corrective action for selected circulars were acceptable.

Ouring this ingpection, the inspector reaffirmed the above-noted conclusions,
For example, Circylor Nu. 79-05 dealt with equipment environmenta) qualifica=
tion for design Das's events. This was appropriately deferred for action
because enviroamental qualification requirements were applicable to only an
operating reactor. HMowever, Circular No. 78<12 on emergency diese) generator
(EDG) problems were reviewed for applicability when the EDG's were required
to be operable (Licensee Action Item (LAL) No, 2-80+039).

Based on the review criteria stated above, the following circulars, as listed
on the Region 1 Ol Yist for TMI-2, are considered administratively closed:
77-14; 78-16; 79-02, 04, 08, 10, 12, 17, 19, 20, 23; 50-01, 03 04, 0%, 10,
11, 12, 22, 23; 81-01, 05, 06, ane 08.

As & part of the routine inspection program, Kegion 1 will continye to review
this area for generic information applicable to current TM]<2 conditions.

The {nspectors discussed the fnspection scope sng findings with ligcensee man~
agement at ) Tina)l exit interview conducted August §, 1988, Sentor licensee
personny i 3ttending the final exit meeting were noted in Section 1.3,

The fnspection resuits, o8 discussed at the mesting, are summarized in the
cover page of the irspection report. Licensee representatives indicated that
none of the subjects ofscussed contained proprietary or safeguards ‘aformation,




