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EXECUTIVE SUMMARY

Seabrook Generating Station, Unit 1 
NRC Inspection Report 50-443/99-07 

This integrated inspection included aspects of licensee operations, engineering, maintenance, 
and plant support. The report covers a 6 week period of resident inspection.  

Operations: 

* Routine operator activities were performed well (Section 01.1).  

* A control room operator demonstrated a good questioning attitude by stopping a planned 
maintenance activity before placing the plant into an improper configuration (Section 
04.2).  

The licensee did not perform an adequate assessment of a significant planned 
maintenance activity that affected the normal ECCS alignment during power operations 
as required by maintenance procedure WM 10.1. This is a Non-cited violation (NCV 99
07-01).  

* Quarterly engineered safety features actuation system slave relay testing was performed 
well. Shift management responded appropriately to a minor test error (Section 04.3).  

Maintenance: 

* The licensee performed a planned freeze seal activity on the 'B' boric acid pump 
discharge line well. The inspector found the work package and associated on-line 
maintenance and freeze seal evaluations adequate. In addition, adequate management 
and oversight support was observed (Section M1.1).  

* The maintenance activities to repair an oil leak on the "B" primary component cooling 
water pump were performed well. The licensee planned to review two apparent 
discrepancies between the pump maintenance procedure and the vendor manual. The 
licensee developed a positive initiative to review their vendor manual program 
requirements (Section M1.2).  

* Nuclear instrument surveillance testing was performed well (Section M1.3).  

Engineering: 

* The licensee did not obtain sufficient data to justify not performing additional emergency 
diesel generator exhaust line wall thickness inspections. The licensee planned to 
perform additional inspections in the future, and to include a larger portion of the 
baseline data in the sample (Section E2.1).
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Executive Summary (cont'd)

The licensee took prompt immediate actions and properly evaluated a licensee identified 
problem with, penetration sealing material curing. The licensee's corrective actions to 
insure proper mixing of the material during future applications were considered adequate 
(Section E2.2).  

Several examples were identified where the licensee's evaluation of a degraded pump 
condition could have been improved including: quantification of the oil consumption 
during pump operation, and evaluation of the leak consequences in a 'post-accident' 
environment. The licensee initiated an adverse condition report to clarify expectations 
for system engineers in this area (Section E2.3).  

Industry operating experience issues were typically evaluated within a reasonable time.  
An exception was an untimely assessment of ITE/Gould J-series relay failures in safety 
related systems. Applicability determinations and recommended actions were adequate.  
The licensee's plans to develop a rubber expansion joint inspection program appeared 
appropriate (Section E7.1).  

Plant Support: 

Routine radiological support activities were performed well (Section RI.1).  

The licensee's investigation to determine the source of tritium detected in the plant 
containment annulus and the spent fuel pool sump was thorough. The measured tritium 
levels are well below regulatory limits and would not adversely affect the health and 
safety of the public or the environment (Section R8. 1).  

Protected area access controls were properly implemented. The licensee responded 
well to several fitness for duty test failures that occurred during the period. The licensee 
responded appropriately to a question involving the access control to a normally 
inaccessible electrical cable vault (Section S1.1).
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Report Details

Summary of Plant Status 

Seabrook Station operated at approximately 100% power for the duration of the inspection 
period.  

I. Operations 

01 Conduct of Operations 

01.1 General Comments (71707) 

Using Inspection Procedure 71707, the inspectors conducted frequent reviews of 
ongoing plant operations. In general, routine operations were performed in accordance 
with station procedures, and plant evolutions were completed in a deliberate manner with 
clear communications and effective oversight by shift supervision. Control room logs 
accurately reflected plant activities and observed shift turnovers were comprehensive 
and thoroughly addressed questions posed by the oncoming crew. Control room 
operators displayed good questioning perspectives prior to releasing work activities for 
field implementation. The inspectors found that operators were knowledgeable of plant 
and system status.  

02 Operational Status of Facilities and Equipment 

a. Inspection Scope (71707, 62707) 

The inspectors routinely conducted independent plant tours and walkdowns of selected 
portions of safety-related systems during the inspection report period. These activities 
consisted of the verification that system configurations, power supplies, process 
parameters, support system availability, and current system operational status were 
consistent with Technical Specification (TS) requirements and Updated Final Safety 
Analysis Report (UFSAR) descriptions. Additionally, system, component, and general 
area material conditions and housekeeping status were noted. The inspectors found that 
the plant conditions were acceptable, but identified some minor material deficiencies that 
were appropriately addressed by the licensee.  

04 Operator Knowledge and Performance 

04.1 (Closed) LER 50-99-002: non-compliance with Technical Specification 3.8.1.1 action 
statement requirements. This LER discussed a licensee-identified issue involving the 
failure to verify the remaining A.C. (alternate current) electrical sources within 1 hour of 
declaring the "B" emergency diesel generator (EDG) inoperable. The "B" EDG had been 
removed from service to perform an engineered safety feature actuation system 
(ESFAS) slave relay surveillance test. The licensee completed the redundant power 
source verification after the 1 hour time period had elapsed and didn't identify any 
discrepancies. The licensee concluded that personnel error was the cause for this event 
and indicated that it was the first type of this event in four years.
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The inspector performed an onsite review and noted that there were no adverse safety 
consequences as a result of this event since the redundant off-site sources were 
available to perform their intended function. The licensee initiated adequate corrective 
actions which included reinforcement of independent verification for compliance with TS 
action statements. The failure to perform the required TS action within the specified time 
frame is considered a violation of minor significance and not subject to formal 
enforcement action. This LER is closed.  

04.2 Improper Review of a Planned Safety Iniection System Maintenance Activity 

a. Inspection Scope (71707, 62707) 

The inspector reviewed the licensee's response to an issue that was identified by the 
control room operator (CRO) on October 14. The CRO identified the issue prior to 
establishing the required conditions to repair a small water leak at the 'A" safety injection 
(SI) pump suction flange. The inspector interviewed personnel and reviewed applicable 
documents including the on-line maintenance assessment and the tagging order.  

b. Observations and Findings 

The online maintenance assessment and corresponding tagging order issued for the SI 
pump flange repair, called for the isolation and de-energization of valve CS-V475. This 
normally open motor operated valve provides a common cross-connect to allow either 
containment sump to supply the SI and charging pumps via the associated RHR pump.  
An engineering evaluation completed in June, 1995, specifically prohibited disabling 
valve V475 in the closed position during plant operation because it could adversely 
impact both trains of the ECCS.  

Immediately after closing V-475, the operator realized the concerns associated with this 
valve, promptly opened the valve and suspended the evolution. The licensee 
determined that closure of V-475 for the short period of time without disabling/de
energizing the valve did not adversely impact the ECCS, and was not reportable. The 
inspector noted that the good questioning attitude of the operator prevented plant 
operation in an improper condition.  

Work Management procedure WM 10.1, "On-Line Maintenance" requires that on-line 
maintenance activities be properly evaluated. The licensee failed to properly implement 
WM 10.1 by approving an evolution that was prohibited by a licensee engineering 
evaluation, and would have placed the plant into a condition outside of its design basis.  
Technical Specification 6.7.1 requires, in part, that written procedures be implemented 
for the activities recommended by Regulatory Guide 1.33. Regulatory Guide 1.33 
requires that procedures be developed for maintenance activities on safety-related 
components. Contrary to the above, the licensee failed to properly implement WM 10.1.  
This is a violation of TS 6.7.1. The licensee initiated ACR 99-4144 to develop 
appropriate corrective actions for this issue. This violation is being treated as a Non
cited Violation consistent with Appendix C of the Enforcement Policy (NCV 99-07-01).
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c. Conclusions 

A control room operator demonstrated a good questioning attitude by stopping a planned 
maintenance activity before placing the plant into an improper configuration outside of 
the plant design basis.  

The licensee did not perform an adequate assessment of a significant planned 
maintenance activity that affected the normal ECCS alignment during power operations 
as required by maintenance procedure WM 10.1. This is a Non-cited violation (NCV 99
07-01).  

04.3 Engineered Safety Features Actuation System (ESFAS) Surveillance Testing 

a. Inspection Scope (61726, 71707) 

The inspector observed the control room operators perform quarterly "B" Train ESFAS 
slave relay surveillance testing on September 30, 1999 per operations procedure 
OX1456.58. The inspector also observed the post-test system restoration activities.  

b. Observations and Findings 

The test procedure was designed to demonstrate the proper operation of three safety
related valves upon the initiation of a test signal to the K634B slave relay. The test was 
performed well and the inspector noted good communications, supervisory oversight, 
and procedural adherence. All components actuated properly in accordance with the 
test acceptance criteria. Following the test, the residual heat removal, and containment 
building spray systems were properly returned to a standby condition.  

During the initial testing the operator did not fully depress the test pushbutton to initiate 
the test signal. Shift management properly stopped the testing, reviewed the issue, and 
then resumed the testing. The test was completed without any further anomalies and the 
licensee initiated an adverse condition report to document the minor error.  

c. Conclusions 

Quarterly engineered safety features actuation system slave relay testing was performed 
well. Shift management responded appropriately to a minor test error.



4

II. Maintenance 

M1 Conduct of Maintenance 

M1.1 Freeze Seal Installation Activities 

a. Inspection Scope (61726/62707) 

On October 21, the inspector observed the freeze seal activities performed to support 
replacement of the bonnet on the 'B' boric acid pump discharge minimum flow 
recirculating valve CS-V413. The inspector performed field walkdowns of the location of 
the proposed freeze seal, reviewed the work package and applicable procedure, 
interviewed the work supervisor, and visually inspected the activities.  

b. Observations and Findings 

The freeze seal was performed using carbon dioxide as the cooling medium. The 
mechanical supervisor conducted an excellent pre-job briefing. The work package was 
thorough and included an adequate on-line maintenance assessment, required 
precautions, and system lineup contingencies to prevent or mitigate consequences of a 
freeze seal failure.  

The inspector observed proper field coverage by fire protection, management and health 
physics personnel. The area was properly controlled as potentially contaminated. A 
quality assurance inspector performed a liquid penetrant test on the affected pipe section 
before the freeze seal was established, and after it was removed to ensure that the 
freeze seal did not adversely affect the pipe integrity.  

The freeze seal installation and valve bonnet replacement were completed satisfactorily.  
The mechanics properly identified potential procedural improvements to enhance future 
freeze seal applications including the reduction of time delays during freezing due to the 
current method used to locate the temperature detection probes.  

c. Conclusion 

The licensee performed the planned freeze seal activities well. The inspector found the 
work package and associated on-line maintenance and freeze seal evaluations 
adequate. In addition, adequate management and oversight support was observed.  

M1.2 Primary Component Cooling Water (PCCW) Pump Maintenance Activities 

a. Inspection Scope (62707) 

The inspector reviewed the maintenance activities performed to repair an oil leak from 
the "B" PCCW pump inboard bearing assembly.
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b. Observations and Findings 

The maintenance technicians disassembled the inboard and thrust bearing assemblies.  
The inspector noted good procedural adherence, foreign material exclusion controls, and 
supervisory oversight during the maintenance activities. The licensee identified several 
minor pump deficiencies during the disassembly process. The component engineer 
determined that none of the "as found" deficiencies affected the operability of the pump, 
and implemented appropriate corrective actions to resolve the issues.  

The inspectors identified two apparent discrepancies between the pump vendor manual 
and the pump maintenance procedure (MS0523.20). Specifically, the vendor manual 
indicated that the thrust bearing should be re-assembled prior to the inboard bearing, 
and also that the inboard bearing housing cover should be installed prior to the external 
bearing housing rings. The inspectors informed the maintenance supervisor regarding 
these questions, and an ACR was subsequently initiated to review these issues. The 
licensee also initiated a review of their vendor manual control program. The inspectors 
noted a minor deficiency in that the ACR was not promptly generated.  

c. Conclusions 

The maintenance activities to repair an oil leak on the "B" primary component cooling 
water pump were performed well. The licensee planned to review two apparent 
discrepancies between the pump maintenance procedure and the vendor manual. The 
licensee developed a positive initiative to review their vendor manual program 
requirements.  

M1.3 Nuclear Instrument System Testing (61726, 62707) 

The inspector observed instrument and controls technicians perform power range 
nuclear instrument testing per maintenance procedure IXI 656.943, "Operational Test 
and Overpower Trip High Range Bistable Adjustment For Power Range Channel N43".  
The testing was performed in accordance with the procedural requirements. The 
technicians appeared knowledgeable, and exercised good control while operating, and 
restoring the plant equipment. Test equipment was observed to be within its calibration 
periodicity, and all measured nuclear instrument parameters were observed to be within 
the test acceptance limits,. Control room operators were aware of the test activities. The 
inspector concluded that the test was performed well.
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Ill. Engineering 

E2 Engineering Support of Facilities and Equipment 

E2.1 Emeraency Diesel Generator Exhaust Piping Inspection Program 

a. Inspection Scope 

The inspector reviewed a licensee submittal regarding inspection results and evaluation 
of data on the 'A' emergency diesel generator (EDG) exhaust piping. The inspector 
consulted the NRC Regional material specialist and interviewed the licensee.  

b. Observations and Findings 

The EDG combustion air intake and exhaust system is required to supply adequate 
combustion air and dispose of resultant exhaust products to support EDG operation.  
The exhaust portion consists of a safety-related, carbon steel, 40 inch diameter pipe, 
operating in a temperature environment of 900 to 1000 0 F.  

Section 9.5.8.4 of Seabrook's UFSAR states that an inspection program will be 
performed on the subject piping to verify that the observed loss of wall thickness will not 
challenge the pipe integrity within the 40 year design lifetime. The area of inspection 
was limited to the exhaust silencer outlet elbow since this area was considered to have 
the highest potential for corrosion and erosion. The licensee forwarded the ultrasonic 
test (UT) results to the NRC for review and evaluation as committed in section 9.5.8 of 
NUREG-0896 "Safety Evaluation Report Related to the Operation of Seabrook Station, 
dated March 1983.  

The inspector noted that the initial baseline UT was performed in 1986, during 
construction, from the inside of the pipe. Approximately 280 points of pipe wall 
thickness were recorded. However, the two subsequent inspections performed in June, 
1996 and April, 1999, were performed from the outside surface of the pipe elbow due to 
physical interferences with a pipe support. Only 30 of the original data points were re
verified during these two subsequent inspections. Based on this limited data, the 
licensee concluded that the extrapolated wear would not challenge the pipe integrity over 
the remaining thirty years of operation, and indicated that no further inspections would be 
performed.  

The inspector agreed with the licensee's conclusion that currently the measured pipe 
wall thickness was adequate and that no immediate operability concern existed. The 
inspector concluded that sufficient data was not obtained to justify not performing any 
additional inspections. The inspector discussed this concern with the licensee, and the 
licensee agreed to conduct additional inspections, and to verify a larger sample of the 
baseline data.
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c. Conclusion 

The licensee did not obtain sufficient data to justify not performing additional emergency 
diesel generator exhaust line wall thickness inspections. The licensee planned to 
perform additional inspections in the future, and to include a larger portion of the 
baseline data in the sample.  

E2.2 Penetration Seal Degradation 

a. Inspection Scope 

The inspector reviewed the licensee's response to a penetration seal curing problem that 
was identified during a seal repair activity. The inspector performed field walkdowns, 
interviewed personnel, and reviewed applicable information, including the operability 
evaluation performed to address this issue.  

b. Observations and Findings 

Structure penetrations through walls, floors, and ceilings at Seabrook, required resealing 
to restore the design requirements of the barrier. These barriers were designed to 
protect against many hazards including: fire, air pressure, hydrostatic pressure, tornado, 
radiatien, or weather. The seal penetration materials were produced by mixing pre
packaged containers of two separate foam materials.  

On September 7, during a repair of a required fire seal, the technician observed that 
unacceptable (marbled cell formation) foam was produced. Testing of another container 
from the same lot in the maintenance shop, produced similar unacceptable marbling cell 
formation and small separation of the material. The problem was consistently confined 
to the last portion of the mixed foam content. The licensee promptly declared the fire 
protection seals inoperable and initiated hourly inspections rounds as required. The 
licensee also initiated an investigation of the issue including laboratory testing of similar 
and other material lots at the vendor facility.  

The penetration seal material mixing process requires aggressive pumping and rotation 
to ensure proper mixing. The licensee investigation and additional testing at the vendor 
facility, determined that the unacceptable cell structure was due to inadequate mixing.  
The licensee has implemented procedural changes and enhanced personnel training to 
address the mixing problem.  

The licensee's investigation concluded that the amount of marbling and/or separation of 
the laboratory samples occurred on less than 10% of the foam produced, and that 
sufficient sealant material was installed to provide assurance that the seals will perform 
their intended safety function. This conclusion was based on vendor test data with 
material samples having much greater areas of separation and marbling than were 
observed in the Seabrook samples.
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c. Conclusion 

The licensee took prompt immediate actions and properly evaluated a curing problem 
with penetration sealing material. The licensee's corrective actions to insure proper 
mixing of the material during future applications were adequate.  

E2.3 Degraded Primary Component Cooling (PCCW) Pump Evaluation 

a. Inspection Scope 

The inspectors reviewed the licensee's disposition of an oil leak from the "B" PCCW 
pump inboard seal. The observation of the pump repair activities were discussed in 
Section M1.2.  

b. Observations and Findings 

A nuclear systems operator (NSO) identified that the inboard bearing oil reservoir 
required frequent replenishment and initiated deficiency tag 99-17759 to document this 
condition. The oil leakage required that the bearing reservoir be replenished about once 
per week. The licensee evaluated the oil leak and concluded that it did not affect the 
pump operability and scheduled the leak for repair as part of the twelve week 
maintenance planning process.  

The inspector reviewed the licensee's evaluation of this condition, and agreed with the 
conclusion that the pump was operable, however, the inspector noted several issues that 
were not considered in the licensee's evaluation. The specific issues included: 

* The licensee was unable to quantify (or trend) the amount of oil leakage due to 
imprecise oil consumption records. The licensee had previously identified the 
need to improve their oil consumption records, and had provided guidance to 
improve these records. The inspector concluded that the corrective actions for 
this issue were not fully effective.  

* The visual assessment of the pump condition was apparently performed while the 
pump was secured. This would tend to limit the amount of visible oil leakage.  

* The licensee did not consider the radiological consequences associated with 
replenishing the oil reservoir in a post-accident environment.  

The technical support manager agreed that the evaluation of this issue could have been 
enhanced, and initiated an ACR to clarify the expectations for the evaluation of degraded 
conditions.  

c. Conclusions 

Several examples were identified were the licensee's evaluation of a degraded pump 
condition could have been improved including: quantification of the oil consumption
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during pump operation, and evaluation of the leak consequences in a 'post accident' 
environment. The licensee initiated an adverse condition report to clarify expectations 
for the system engineers in this area.  

E7 Quality Assurance in Engineering Activities 

E7.1 Assessment of Industry Operating Experience 

a. Inspection Scope (37551, 71707) 

The inspectors conducted interviews, reviewed station records, and performed system 
walkdowns to evaluate the station's assessment of a sample of industry operating 
experience issues. The purpose was to determine whether applicability determinations, 
recommended actions, and assessment timeliness were commensurate with the 
potential safety significance.  

b. Observations and Findings 

The Operating Experience (OE) group forwards applicable industry information to site 
personnel via computer networks. The station's OE program requires no response for 
the majority of these industry issues. Formal evaluations are required for NRC 
Information Notices (IN) and the most significant industry experience issues. The 
inspectors reviewed the station's evaluations and associated actions for 12 NRC 
Information Notices (IN) and two industry experience documents. The inspectors 
determined that the issues were typically evaluated within a reasonable time period.  
Applicability determinations and recommended actions were adequate. However, in 
several instances documentation of the assessments and completed actions was 
incomplete. Operating Experience engineers were in the process of reviewing the 
closed evaluation files, to ensure recommended actions were complete. The inspectors 
further reviewed two industry issues, described below, which did not appear to be fully 
resolved.  

NRC IN 92-27, "Thermally Induced Accelerated Aging and Failure of ITE/Gould A.C.  
Relays Used in Safety Related Applications". Supplement 1 

In 1987, Seabrook Power Station experienced unanticipated accelerated aging of 
ITE/Gould J10 type relays within safety-related systems. Plastic armature carriers 
became brittle, causing relay coil failures which rendered portions of associated safety 
related systems inoperable. Significant actions were initiated to resolve the problem, 
including upgrading all susceptible J10 relays. Engineers determined the new J10 relays 
had a 13.5 year service life when continuously energized in a sandwiched mounting 
configuration. NRC IN 92-27, Supplement 1, dated March 21, 1997, discussed similar 
unexpected aging of additional J-series relays (J10, Jl1, J12, J13, and J14). Seabrook 
evaluation of this IN remained an engineering backlog item. The inspectors questioned 
whether Seabrook station was susceptible to this problem for J 11-J14 relays and 
whether follow-up actions to replace J10 relays prior to exceeding the service life were 
established.
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Engineers and the inspectors subsequently determined that J11, J13, and J14 relays at 
Seabrook were not susceptible to the accelerated aging concern due to their installed 
design application. Engineers further determined that J12 relays were not installed at 
the plant. Preliminary engineering reviews indicated that J1 0 relay failures would not 
cause a significant safety reduction. However, a J10 relay failure could cause numerous 
containment isolation valves to fail closed, loss of various indications and alarms, and 
degradation of the containment online purge system. Maintenance records showed that 
several safety-related J10 relays were not scheduled for replacement until well after their 
13.5 year service life expired. Engineers informed the inspectors that a review of all J10 
relays (over 200) would be performed and replacements scheduled accordingly. The 
inspectors determined that evaluation of the NRC IN 92-27, Supplement 1 issue, which 
had the potential to cause degradation of safety related equipment, was slow. Further, 
both the OE group (part of the quality assurance organization) and engineers were 
hesitant to use the corrective action program to identify the non-timely review. Engineers 
subsequently initiated ACRs to address these issues.  

Rubber Expansion Joint Failures 

Unanticipated failures of rubber expansion joints (REJ) in various fluid systems were 
documented in over 40 licensee event reports during the past 15 years. The inspectors 
reviewed this issue at Seabrook to determine whether REJ condition was appropriately 
monitored for the circulating water (CW) and service water (SW) systems. The 
inspectors noted that there was no REJ inspection or periodic replacement program in 
place. Absence of this type of program was a common contributor for several industry 
events. The system engineer informed the inspectors that an inspection program had 
not been considered necessary since the REJs had a 40 year service life and were only 
installed in non-safety related applications.  

Although REJs at Seabrook were exposed to a relatively mild operating environment, the 
inspectors questioned the basis for this service life estimate. Industry event reports have 
often identified a much shorter service life. Procurement documents from the non 
Appendix B certified vendor stated that the REJs satisfied the 40 year service life 
requirement, but the station had no test data or vendor technical manual to support the 
40 year service life. The system engineer has periodically walked down the system 
looking for leaks, but has not developed critical attributes or acceptance criteria for a 
formal inspection program. The inspectors determined that engineers' use of related 
industry information regarding REJs was minimal. The system engineer informed the 
inspectors that he intended to procure a vendor technical manual and work with a peer 
industry group t6 develop a periodic REJ inspection program. The inspectors 
determined that these actions were appropriate to reduce the likelihood of an REJ failure 
and related plant transient.  

The Seabrook Individual Plant Evaluation dated March 1991 states that internal flooding 
due to REJ failure in the turbine building contributed 5.2% of total station core damage 
frequency. Operability determination 97-14 provided a reasonable technical basis which 
demonstrated that appropriate station alarms, indications, and procedures were in place 
for response to a ruptured CW REJ in the turbine building. The inspectors performed
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in-plant walkdowns to confirm assumptions used for the operability determination were 
valid. The inspectors concluded that due to the station's design, an REJ failure would 
not result in significant plant risk.  

c. Conclusions 

Industry operating experience issues were typically evaluated within a reasonable time 
period. An exception was the untimely assessment of ITE/Gould J-series relay failures 
in safety related systems. Applicability determinations and recommended actions were 
adequate. The licensee's plans to develop a rubber expansion joint program appeared 
appropriate.  

IV. Plant Support 

RI Radiological Protection and Chemistry Controls 

R1.1 General Comments (71750) 

During the period the inspectors frequently toured the radiologically controlled area 
(RCA) and observed radiological controls practices. The radiological controls 
technicians were observed to be attentive, and provided high quality assistance to plant 
workers. Plant workers were observed to be following proper radiological work practices 
including the use of dosimetry and protective equipment.  

R8 Miscellaneous RP&C Issues 

R8.1 Tritium Sampling in Plant Areas 

a. Inspection Scope 

The inspector reviewed the licensee's investigation of elevated tritium concentrations 
that were detected in the containment annulus and spent fuel pool sump areas.  

b. Observations and Findings 

The licensee identified the tritium levels by sampling standing water in the containment 
annulus and spent fuel pool sump areas. The measured tritium concentrations were low; 
however, the licensee elected to form a task team to determine the source of the tritium.  
The task team activities were on-going at the conclusion of the period and the initial team 
activities appeared methodical and focused. A NRC Region I effluent controls specialist 
independently reviewed the licensee's analytical results and concluded that the 
measured tritium levels were well below the applicable regulatory limit and would not 
adversely affect the health and safety of the public or the environment.
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c. Conclusions 

The licensee's investigation to determine the source of tritium detected in the plant 
containment annulus and the spent fuel pool sump areas was thorough. The measured 
tritium levels are well below regulatory limits and would not adversely affect the health 
and safety of the public or the environment.  

S1 Conduct of Security and Safeguards Activities 

S1.1 General Comment (71707, 71750) 

The inspectors observed security force performance during inspection activities.  
Protected area access controls were found to be properly implemented during random 
observations. Proper escort control of visitors was observed. Security officers were 
alert and attentive to their duties. The licensee responded well to several fitness for duty 
test failures that occurred during the period.  

The inspector observed a maintenance activity and questioned the method for controlling 
access to a normally inaccessible electrical cable vault. The vault contained unmarked 
electrical cables that supported operation of the service water system. The licensee 
promptly stationed a security guard to control access to the vault, and initiated an 
adverse condition report to review the control requirements for this area. The licensee's 
review was on-going at the conclusion of this period, however, the inspector concluded 
that the licensee's response to this issue has been appropriate.  

V. Management Meetings 

XI Exit Meeting Summary 

The inspectors presented the inspection results to members of licensee management, 
following the conclusion of the inspection period on October 26, 1999. The licensee 
acknowledged the findings presented.



ATTACHMENT 1

PARTIAL LIST OF PERSONS CONTACTED 

Licensee 

W. DiProfio, Unit Director 
J. Grillo, Assistant Station Director 
J. Hill, Operations Supervisor 
M. DeBay, Assistant Operations Manager 
B. Seymour, Security Manager 
T. Nichols, Technical Support Manager 
D. Sherwin, Maintenance Manager 

INSPECTION PROCEDURES USED 

IP 37551: Onsite Engineering 
IP 61726: Surveillance Observation 
IP 62707: Maintenance Observation 
IP 71707: Plant Operations 
IP 71750: Plant Support Activities 
IP 92700: Onsite Followup of Written Reports of Nonroutine Events at Power Reactor 

Facilities 

ITEMS OPENED, CLOSED, AND DISCUSSED 

Opened: NCV 99-07-01, failure to properly evaluate a planned maintenance activity.  

Closed: LER 99-002-00, Non-compliance with Technical Specification 3.8.1.1 action 
requirements.  
NCV 99-07-01, failure to properly evaluate a planned maintenance activity.
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Attachment 1 (cont'd) 2 

PARTIAL LIST OF ACRONYMS USED 

ACR Adverse Condition Report 
CS Charging 
EDG Emergency Diesel Generator 
ESFAS Engineered Safety Features Actuation System 
IN Information Notices 
NCV Non-Cited Violation 
NSO Nuclear System Operator 
OE Operating Experience 
PCCW Primary Component Cooling Water 
QA Quality Assurance 
REJ Rubber Expansion Joint 
RHR Residual Heat Removal 
SI Safety Injection 
UFSAR Updated Final Safety Analysis Report 
WM Work Management


