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| { e A 1 pted by s { ' In March 1997, the

previously approved Safety Evaluation was used as the basis for a USAR change which

incorporated the extended leakage limits for degraded conditions while preserving the original

assumptions for system leakage under non-degraded conditions. 1t should be noted that the design

basis of 0.5 gallons per hour (gph) was never changed. 1} repa ese valves under ASMI
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1, Lew W. Myers, being duly swom state that (1) | am Vice President - Nuclear, of the
Centenior Service Company, (2) | am duly authorized to execute and file this
certification on behalf of The Cleveland Electric IHluminating Company and Toledo
Edison Company, and as the duly authorized agent for Duquesne Light Company, Ohio

Edison Company, and Pennsylvania Power Company, and (3) the statements set forth

herein are true and correct to the best of my knowledge. information and belief
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Swoin to and subscribed before me, the - day of L/ L CEIn{L

MOTT

State of Ohio
38 Fab. 20, 2000
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REPLY TO A NOTICE O VIOLATTON %
VIOLATION A
Restatement of the Violation -
Dunag NRCU inspections conducted from December 28, 1996 to February 3, 1997, and from July 21 through
) y y 3 .
August 27,1997, violations of NRC requirements were identified. In accordance with the “General Statement of
Colicy and Procedu -2 for NRC Enforcement Actions,” NUREG- 1600, the NRC proposes 'o impose a civil
penaity pursuant to Section 234 of the Atomic Energy Act of 1954, as amended (Act), 42 US.C. 2282, and 10 '
105. The particular violations and associated civil penalty are set forth below
A. Violat-on Assessed a Civil Penalty Associated with Reactor Recirculation System Flow Control
10 CFR Part 50, Appendix B, Criterion XV, “Corrective Actions.” =equires, in part. that measures shall be
established to assure conditions adverse to quality, such as failur. . malfunctions, deficiencies, deviations, ¢
jefactive matenals and equipment, and nonconformances are protuptly identified and corrected. 1 the case of £

signScant conditions adverse to quality, the measures shall assure that the cause of the condition is determined

and « ~rrective action taken to preclude repetitio

Contrary to the above, as of November 9, 1996, the licoensee failed to take adequate measures o yetermine the
causes of a significant condition adverse to quality and failed to take corr~<tive action to preclude repetition
Specifically, on July 27, 1994, an uncontrohied reactivity change, a significant condition adverse to guality,
occurted during uniitended moverient of a reactor recirculation fluw control valve. As of November 9, 1996
when a similar event occurred, the licensee had not deteriained the causes of the July 24, 1994 event, and the
licensee had not implemented adequate corrective actions tc preclude repe.ition of an uncontro!led reactivity
chanye caused t wvement of a reactor recirculation flew control valve. Further, (1) Operator training
following the Juiy 27, 1994 event failed tu adequately inform the operators of the potential concequences of a
hydraulic power unit (HPU) subloop operate/isolate sclenoid valve failure, and (2) on November 9, 1996, when a
blown fuse was found ir an HPU vhile the reactor recirculation ‘A’ flow control va. s 2 (FCV) was being returned
to service, the shift supervisor authorized the ! '¢U to »ne returned to sorvice with a biown fuse based on a
misunderstanding that a mispositioned solenoid valve would have no iiapact on the FCV even though the July 27
1994 event demonstrated that a mispositioned solenoid valve could cause a positive reactivity addition by
allowing the reactor recircuiation FCV to open further. (010

This 1, a S verity Level HI violation (Supplement [)

Civii Penalty - $50,000

The violation is ac epted as written
Keason ior the Violation

I'he reason for this violation was that the corrective actions put in place following the
Jjuly 27, 1974, did not correct the root cause of the operate/isolate solenoid valve failure. A solenoid valve fatlure

flow control valve event on

on November 9, 1996 presented a challenge to the operations staff. The cause of the 1996 event was that the
leve!l of involvement of the Shift Supervisor in the decision making procass for restart. 2 the HPU subloop

distracted from his oversight responsibilities. Contributing causes to \ne 1996 event includec two particular

issuss. First, o procede e compiiance issue was identified in that subloop restoration continued without meeting
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VIOLATION(
Restatement o) the Violatio

Violation Assessed a Civil Penaity Associated With Emergency Closed Cooling Systems Surge Tanks

10 CFR 50.1 ! in the
safety analysis report without prior Commission approval provided the changes do not involve an unreviewed
safety question

9, permits the licensee, in part, to make changes to the facility and procedures as described

Records of these changes must include a written safety evaluation which provides the bases for
the determination that the changes do not involve an unreviewed safety question

10 CFR 50.59 (a)X2)(1) states, in part, that a proposed change shall be deemed to involve an unreviewed satety

question if, the probability of occurrence or the consequences of an accident or malfunction of equipment

important to safety previously evaluated in the safaty analysis report inay be increased

Updated Safety Analysis Report (USAR) Section ©.2.2 Emergency Closed Cooling Syste~ - Safet

Evaluation” states, the emergency closes cooling suree tany, are designed to mainiain a 7-di., supply of water
with normal system leakage without the need to provide ...akeup water

Contrary to the above, Safety Evaluation No. 96-128 prepared by the licensee on October 10, 1996, and approved
on October 21, 1994, evaluated a change in the design basis for the emergency closed rooling system surge tanks
Ihe licensee changed the sizing basis of the surge tanks from a 7-day supply as stated in USAR Section 9.2.2.3 to

a 30-minute supply, and the licensees analysis failed to identify that the chany > was an unreviewed satety

question. Specifically, the safety evaluation did not adequately assess the increased probability of a malfunction
of equipment important o safety assoc iated with an increased potential for operator error as operators

replenished the surge tanks on a 30-minute post accident basis instead of the previously evaluated period of

davs

'he safety evaluation alzo failed to recognize the increased consequences of a design basis loss of coolant
accident associated with an increased projected dose to the operators as they refille” wrge tanks on an
increased frequency. (03913)

This is a Severity Level Ul violation (Supplement |)
Civil Penalty - $50,000

Denial of the Alleged Violation

In accordance with 10 CFR 2.201(b), this violation is denied as written for the following reasons

'he NRC concluded that the condition accepted by the plant staff under 10 CFR 50.59 constituted an

unreviewed safety question (USQ) on the bases of increascd probability of equipment maltunction and

increased consequences of an analyz d event. CEl .ereby denies Violation C. The increases in both

consequences and probability were, by NRC conclusion, the direct result of the increased presence in the
plant of operators who ace fully trained and qualified for the activities under corsideration. CEl has

closely reviewed this interpretation, a~d has concluded that it is inconsistent with the intent and the

requirements of 10 CFR 50.59 as well as the application of the regulation to date, by both the industry and
the NR(

Accordingly, this “Rer'y to a Notice of Violation,” pursuant to the provisions of 10 CFR 2.2¢

and the requirements set forth in your letter, provides the specific arguments to support the denial
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Reasons for Denial of the Violation

Reason 1. The design of the plaat, and the corresponding design bases for the ECC ¢y stem, were not changed by
the subject safety evaluation. The plant condition was identified as a non-coniorming condition, and
activities were planned to restore the system condition to the original licensing basis.

Tt.e Emergency Closed Cooling (ECC) system surge tanks are designed to ensure adequate net positive suction
head (NPSH) is provided to the ECC pumps. Further, the design of the surge tanks provides a 7-day supply of
water with normal system leakage, 0.5 gallons per hour (gph), before makeup water is needed. Neither the design
nor the design basis was changed.

As a result of an earlier event involving ECC leakage, the ECC syster:. had been determined to be leaking in
excess of 0.5 gph. Specifically, the A loop of the ECC system showed no discernible valve leakage, however,
the B loop indicated valie leakage of approximately .1 gallons per minute (gpm). A determination of
operability for the ECC system with increased leakage concluded that it was acceptable to allow system leakage
of 3.0 gpm for ECC Loop A and 3.5 gpm for Loop B. For the time period prior to correctiig this degraded
condition, the increased leakage limits would reduce the 7-day supply of water to a 30 minute supply and
introduce the need for local operator action to ensure sustained adequate NPSH to the ECC pumps. Actual
leakage would have resulted in no reduction in supply for the A loop, and greater than the 30 wninute supply
the B loop.

While the discussion of the degraded condition and the allowable leakage therefrom may have been
inappropriately included in the Updated Final Safety Analysis (USAR), it was done so to preclude the need for
preparing additional degraded condition operability determinations should future leakage rates so mandate. This
USAR inclusion was never contemplated by CEl to represent a permanent design change. In fact, the original
design leakage criteria of 0.5 gph was ma.ntained both in the design documents and the USAR. The resulting
USAR change was initiated:

The sentence “In addition, the emergency closed cooling surge tanks are designed to maintain a s *ven
day supply with normal system leakage without the need to provide makeup water,” was removed from
page 9.2-27 and rep 'aced with the following discuss:on on page 9.2-24: “Some leakage from the
emergency closed cooling system can be expected. A conservative estimate of leakage from pump seals
and valve steri packing is 0.5 gal/hour. With this leakage rate, the surge tank would not be emptied until
after seven days. Undcr conditions of degraded system leakage, i.e., leakage in excess of 0.5 gal/hour
inch:ding valve seat leakage or inter-system |=akage, aliowable total system leakage rates of 3.0 gallons
per minute for the “A" loop ard 3.5 gallons per minute from the “B” loop have been evaluated as
acceptable. These higher leakage values are based on a 30 minute ‘nventory availabie at the low level
surge tank alarm. A manua! oper ‘or action is required to establish Emergency Service Water System as
the emergency makeup water source within a time frame of approximat~ly 50 minutes fcilowing a design
basis event.”

The revised USAR preserves the original design considerations of a seven dcy inventory supply, and distinctly
identifies leakage in excess of 0.5 gph as a degraded condition.

The suspected ieakage was intended to be corrected in Refueling Outage Six (RFO6), which began on September
12, 1997. These intentions were documented and were being tracked in accordance with the site corrective
action program, prior to identification of this issue as a potential concern by the inspactors. This information was
provided to NRC staff in a telephone call on June 11 1997, and in a docketed letter (PY-CEI/NRR-2183L) on
June 26, 1997.
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areas designated as “infrequent occupancy” and the activity can be performea at any time throughout the acc. dent
without exceeding the 5 rem whole body dose.

NUREG-0887, the Safety Evaluation Report relating to the operation of the PNPP, in Section 12.3.2 determined
that CEl has performed a radiation shielding review for vital areas and access routes in accordance with Item
11.B.2 of NUREG-0737 and confrrms with the criteria of NUREG-08C). Considering the radiological conditions
and time requirements along with the access routes to the ESW emergency makeup to ECC surge tank valves,
PNPP continues to conform with the criteria as established in NUREG-0887 and NUREG-0737 to perform the
operator action to mitigate the consequences of an accident.

An increase in the consequences of an accident previously evaluated in the USAR was not concluded since doses
to the public were not increased above the current licensing limit and that doses to onsite personnel were not in
excess of the limits as specified in NURFG-0737 or the USAR such that actions required to mitigate the
consequences of accidents were not impeded. Dose values were not explicitly prov ided within the body of the
safety evaluation but were explicitly provided within the supporting documentation.

The safetv evaluation addressed the consequences of the required actions by stating that the specified actions
could be performed at any time thioughout the course of the accident without the individual receiving in excess
of § rem external dose. All operator actions, as described for the ECC system, can be performed within the dose
limits allowed by 10 CFR 20 Subpart C - Occupational Dose Limits. The maximum dose to an individual for any
single entry is estimated to be 4.4 rem. Therefore, the dose to perform any of the operator actinns is bounded by
the “normal™ dose limit (5 rem/year) allowed for occupational exposure.

NUREG-0737 states that the design dose rate for personnel in a vital area will be such that the guidelines of GDC
19 will not be exceeded during the course of the accident. This is referring to the dose to each individual, not a
collective dose for all personnel supporting the activity. The current PNPP design allows for the described
operator actions to * * performed within the design criteria of 5 rem. The dose expected to perform the operator
actions does not increase the consequences of a design basis accident. Consequences are referring 10 the health
and safety of the public. The proposed ope-ator action, from a perspective of receiving the estimated dose, does
not cause a change to the consequences.

The NRC position in the Notice of Violation seemingly rejects the regulatory limits s defining the limits for
radiciogical consequences to plant staff, and further identifies such a condition as a USQ. This literal
interpretation that additional projected dose results in increased consequences, regardless of regulatory limits,
would require ai., additional personnel inside a radiologically restricted area (operator, engineer, visitur, et2.) to
be considered a USQ. In addition to requiring that such consequences of normal and off-normal operational
needs are approved by license amendment, this interpretation would render the existing regulation and guidance
i the issue ineffective, since any non-conservative changes within the re,ulatory basis would need to be
addressed through the plant licensing process.

Corrective Steps That Have Been Taken and the Results Achieved

The PNPP change process as prescribed in Plant Administrative Procedure (PAP)-0305, “Safety Evaluations™ is
based primarily upon the guidance and philosophy espoused in NSAC-125, “Guidelines for 10 CFR 50.59 Safety
Evaluations,” dated June 1989. As the NRC stated at the October 7 meeting and reiterated in the letter
transmitting the Notice of Violation, the definition of margin of safety as discussed in these documents is more
conservative than the regulation requires. By the PNPP program, the reviewers should l.ave concluded that the
change esulted in a reduction in the margn of safety, since the NRC Safety Evaluation Report (SSER 7)
established the 7-day supply as the reviewed ECC surge tank design. Although CEI management does not agree



that the regulatory definmtion of a SU) was exc¢ ceded. CEl management agrees that this situation would constitute

al SO by the conservative NSAC-125 definition

['he PNPP program was not followed, and the expectations of CEl management were not met. Accordingly
several corrective actions are appropriate and are described below

A self-assessment of the PNPP 50.59 prograim was performed

Irawing upon previous evatuations ot performance
uch 25 engineering assessments of specific safety evaluations; revie v of Company Nuclear Review Board Safety
Evaluation Review Subcommitiee minutes; Independent Safety Engineering Group evaluations; and NR(
Notices of Violatior. The self-assessment concluded that previous corrective actions performed as a result of
other assessments dic  aprove the program and program results; however, the overall rate of improvement has
not been sufficient to stay abreast of evolving NRC and industry interpretations. The self-assessment
recommended benchmarking other utilities with known effective safety evaluation programs, eliciting

improvement arcas, and developing implementation attributes to ensure success at PNPP

I'he CEl Senior Management Team endorsed several program improvement goals which include an enhanced
£ L 5

training program, a solid understanding by program participants of their responsibilities, and improved over-ight

processes. These goals are intended to result in consistently high quality safety evaluations with a high level of

assurance that potential USQs are recognized and addressed appropriately
Corrective Steps that Will be [aken
['o accomplish these goals stavad above, a plan has been developed to

Determine which utilities have implemented a safety evaluation program which are considered to be
in the upper quartile for performance

Benchmark those utilitizs with respect to implementation of that program

Utilize the best attributes of those upper quartile utilities to implement a similar program at PNPP
Ensure that recent inuvstry and regulatory guidelines are incorporated, as applicabie, into the

implementation progr .n

'he current plan has scheduled plant visits during the first quarter of 1998 with improvement activities started by

the end of the first quarter 1998
Conclusion

For the reasons stated herein, CEi does not believe that a violation of 10 CFR 50.59 has occurred in that CEl did
not fail to identify & USC (as defined in regulation) for the ECC surge tanks. Since no change to the facility
actually occurred, and since throughout the discussions of this 1ssue, no Juestion about the maintained operability
of the ECC system has been raised, it is CEl's position that there was no .afety significance associated with this
event. Therefore, CEl denies the Notice of Viclation as written. However, CEI acknowledges the failure to

effectively follow PNPP’s more conservative programmatic requirements for conducting safety evaluations




ANSWER TO A NOTICE OF VIOLATION

Pursuant to the provisions of 10 CFR 2.205, and in accordance with the requirements «, \‘:\n! in the NRC letter
7

f November |8, 1997, this “Answer to a Notice of Violation is provided. The Clev % ectric Hluminating

Co. (CEl) denies, in part the violations cited st

>
or A

. . . A b 8

Specifically, CEl accepts Violation A (EA 97-047), which involved ! ,, «\ N priate restoration to service of a

Reactor Pecirculation Flow Control Valve Hydraulic Power Unit. ( ent concurs with the NR(
perspective on the importance of corrective actions and the need f b&, 1on to reactivity manipulations
CFEl does not conte.( the imposition of a Civil Penalty in the ame Lé

Ll denies Violation C (EA 97-430), concerning a safety evalua -,."

'

fy continued acceptability of a

non-conforming condition, specifically, leakage in excess of the “.' N mptions for the Emergency Closed
Cooling (ECC) System as describes 1 in the Updated Final Safety '\;i‘ eport (USAR). The basis for the

denial 1s detailed in the “Reply otice of Violation” provided R iment | pursuant to the requirements
of 10 CFR 2.201, On the same basis, CEl requests full remission ™ posed Civil Penalty in the amount of

$50.000. Additionally, CEl incurred a significant expense of alt ) miltion dollars by extending the June

1997 forced outage by ten davs to resolve the ECC system leak q', as well as other NRC concerns

regarding the tornado missile analysis and ECC temperature « alve issues. This extensiv s o the forced

shutdown was based on then current NRC policy preventin

( p with existing USQ’s. That policy was
subsequently overturned in a revision to Generic I(l(u"v-’g
\\\urdmp\ an electronic tunds transter in the amoun “‘&&

payment of the civil penalty associated with Violation / \
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W) was made on December 17, 1997, for




