UNI TED STATES
NUCLEAR REGULATCRY COWM SSI ON
OFFI CE OF NUCLEAR REACTOR REGULATI ON
WASHI NGTON, D. C. 20555- 0001

March 18, 1996

NRC | NFORMATI ON NOTI CE 96-17: REACTOR OPERATI ON | NCONSI STENT W TH
THE UPDATED FI NAL SAFETY ANALYSI S
REPORT

Addr essees

Al'l hol ders of operating licenses or construction permts for nucl ear
power reactors.

Pur pose

The U.S. Nucl ear Regulatory Commission (NRC) is issuing this
information notice to alert addressees to instances of reactor
operation that may not conformto the licensing basis. It is expected
that recipients will review the information for applicability to their
facilities and consider actions, as appropriate, to avoid simlar

probl ens. However, suggestions contained in this information notice
are not NRC requirenents; therefore, no specific action or witten
response i s required.

Description of G rcunstances

On August 21, 1995, the NRC received a petition under 10 CFR 2. 206

whi ch was suppl enented on August 28, 1995, that requested NRC to shut
down MI|Istone Unit 1 and take enforcenment action based upon all eged
violations of |licensed activities related to operation of spent fuel
pool cooling systens and refueling practices. Followp of the issues
raised in the 2.206 petition, including the findings from

i nvestigations conducted by the Ofice of the |nspector General

found that certain activities at MIIstone Unit 1 may have been
conducted in violation of license requirenents and that refueling
activities may not have been conducted consistent with the Updated
Final Safety Analysis Report (UFSAR). In a letter dated Decenber 13,
1995, [Accession No 9512150278], NRC subsequently required that the

i censee submt additional information under oath or affirmation
pursuant to Section 182a of the Atom c Energy Act of 1954, as anended,
and 10 CFR 50.54(f). Specifically, the |icensee was required to
report on actions taken to ensure that future operation of MII|stone
Unit 1 will be conducted in accordance with the ternms and conditions
of the MIlIstone Unit 1 operating |license, the Conmm ssion regul ations,
i ncluding 10 CFR 50.59, and the MIlIstone Unit 1 UFSAR

Di scussi on

As one elenent of its response to the letter of Decenber 13, 1995,
Northeast Utilities Service Conpanies, the Iicensee for MIIstone Unit
1, established an Event Response Teamto determ ne the causes for

i naccuracies contained in the MIIlstone Unit 1 UFSAR. A copy of the
Executive Summary and of the text of

the resulting licensee report is attached. The conplete docunent,

i ncl udi ng
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attachnments, has been placed in the NRC Public Document Room (PDR) in
Washi ngton, D.C. and the | ocal public docunment roons (LPDRS)
(Accession No. 9603150021).

The Report identifies a nunber of fundanental factors that led to an

i naccurate UFSAR for MIlstone Unit 1. The Report states that because
of the nature of the causes that the team has identified, the
potential exists for simlar configuration managenent conditions at
Haddam Neck and M || stone

Units 2 and 3. As a result, the NRC issued two letters dated March 7,
1996, that are simlar to the |letter of Decenmber 13, 1995. Because of
a nunber of operability and design concerns involving MIIstone Unit

2, one letter (which is attached) required the licensee to subnmit to
the NRC no later than 7 days before restarting Unit 2 fromits current
outage the actions taken to ensure that future operation of Unit 2
wi |l be conducted in accordance with the license, regulations, and
UFSAR. The second |letter from NRC requested information fromthe
licensee within 30 days regarding actions taken to date and future

pl ans to address the concl usions expressed in the 7007 report at

M1 lstone Unit 3 and Haddam Neck. This letter is available in the NRC
PDR and the LPDRs (Accession No. 9603120179).

This information notice requires no specific action or witten
response. |f you have any questions about the information in this
notice, please contact one of the technical contacts |isted bel ow or
the appropriate O fice of Nuclear Reactor Regul ation (NRR) project
manager .

si gned by

Dennis M Crutchfield, Director
Di vi si on of Reactor Program Managenent
O fice of Nucl ear Reactor Regul ation

Techni cal contacts: Phillip F. MKee, NRR
(301) 415-2040
I nt ernet : pf m@hr c. gov

T. Jerrell Carter, NRR
(301) 415-1153
Internet:tjc@rc. gov

Attachnments:

1. NU Report ACR 7007

2. March 7, 1996, M|l stone 2 Letter

3. List of Recently Issued NRC Information Notices



ATTACHVENT 1 EXECUTI VE SUMVARY

An Event Response Team was chartered to determ ne the causes for

i naccuracies contained in the MIlIlstone Unit 1 Updated Final Safety
Anal ysis Report (USFAR). The teamrevi ewed docunents and intervi ewed
personnel to gather information pertaining to five areas: 1) Licensing
Conmi tnments, 2) USFAR updates, 3) the Design Basis Docunent Project,

4) Administrative Controls, and 5) events and corrective actions
associated with licensing commitnments and design basis. The team used
root cause anal ysis nethods described in Nuclear Goup Procedure 3.15
to determ ne fundanental causes and contributing factors.

The consi derabl e scope and historical nature of this event preclude an
anal ysis to an absolutely strict standard and definition of root

cause. This analysis does identify the fundanental factors that |ed
to an inaccurate UFSAR and exacerbated the extent of the inaccuracies.
This report also identifies generic inplications and ot her adverse
conditions that were discovered during the investigation. This report
does not address the safety significance of Unit 1 UFSAR inaccuraci es.

The Northeast Utilities 50.54(f) Project Conpletion Plan activities
will, when conmpl eted, ascertain the extent and safety significance of
the inaccuracies in the Unit 1 UFSAR and associ ated desi gn basi s
docunent s.

In recent years (1994-1995), NU corrected sone specific UFSAR

i naccuracies as they were identified. To sone degree these individual
efforts mitigated the extent of the Unit 1 UFSAR inaccuracies. These
efforts not w thstanding, the era preceding these years created and
sust ai ned the ACR 7007 event pattern through January 1996.

The fundanmental causes for the MIIstone Unit 1 UFSAR i naccuracies are
as foll ows:

The original 1986/1987 UFSAR contai ned errors and om ssions.

° The administrative control prograns (e.g., Design Control
Corrective Action, Conmitnent Tracking) did not fully address
regul atory requirenents. Assum ng the original UFSAR was
accurate, verbatimconpliance with previous and current
adm ni strative prograns woul d not have mai ntai ned an accurate
UFSAR. Corrective actions for events and internal assessnents
did not fully address the adequacy of admi nistrative prograns for
nmeeting regul atory requirenents.

° NU did not fully inplenent the administrative progranms. NU did
not see the UFSAR as a docunent that was required to be accurate.

° I nternal correspondence and events involving the design basis
(e.g., NOvs, LERs) from 1985 through 1996 show a pattern of
i nformati on conmuni cated to NU nmanagenent. This information
consistently identified weaknesses and ri sks associated with the
UFSAR and desi gn bases. NU managenent nmade comm tnents, on the
docket, to correct these deficiencies. The actions were
ineffective, partially inplenented, or not done.



° NU oversight did not identify this event pattern to managenent,
its significance, or the effectiveness of corrective actions to
prevent recurrence.

Due to the nature of the causes identified in this report, the
potential exists for the presence of simlar configuration managenent
conditions at Connecticut Yankee and the other mllstone units. The
team cannot ascertain the full extent of the inplications wthout a
sanple simlar to the set of 50.54(f) initiatives currently in
progress for Unit 1. The teamrecognizes that Engineering initiated
these efforts concurrent with the conpletion of this report.

O her adverse conditions are as foll ows:

° There is an organi zational tendency to focus narrowy on the
techni cal aspects of issues and their technical resolution. This
| ack of a questioning attitude inhibits the identification of
root causes, generic inplication, and the corrective actions to
prevent a class of recurrent issues.

° While there is a strong enphasis on safety as a stated objective,
t he organi zation does not consistently recogni ze or enphasize the
collective set of admnistrative (e.g., the proposed Deternine
Course of Action (DCA) concept ) and technical process (e.qg.
Setpoint Control) that denonstrate and assure that objective is

met .
° There is a general |ack of understanding and appreciation for the
rel ati onship between 10 CFR 50, design bases, |icensing bases,

i ndustry codes, and NU s adm nistrative prograns.

° Li ne managers use a limted stet of tracking and trending tools.
Task conpletion and scheduling conpliance are the primary
managenent focus. There is an absence of performance or success
criteria for processes (e.g., license commtnents) and prograns
(e.g., corrective actions preventing recurring events).
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1

0

| NTRODUCT! ON

1.1

1.2

Event Description

The UFSAR, system description and design basis docunents
contain i naccuracies.

Scope

Thi s event anal ysis determ ned the causes for inaccuracies
contained in the UFSAR and associ ated docunents. There are
several general considerations affecting this work scope. The
first consideration is understanding the |ocation and role of
the UFSAR in the | ogic process connecting regulatory
requirenments to the inplenmentation of these requirenments in
operational procedures and the physical plant. The follow ng
nodel graphically depicts this logic. The docunents shown
bel ow t he nodel are exanpl es of applicable docunents for each
step of the process. The UFSAR captures |icensing

comm tnments, design criteria establishing the boundi ng
parameters for a system s operation, the description of

physi cal plant, and the description of operational and

mai nt enance procedures. The UFSAR al so describes the
commtnent to inplenent administrative controls for the
processes associated with each | ogic bl ock.

Regulatory
Requirements Commitments Boundary Procedures

Licensing Design Operational

to Regulato iteri | and Physical
» gulatory || Criteria/ - and F

Requirements Design Basis

Title 10

Docket Codes/ Drawings,
Calculations Procedures

A second consideration is the evolution of changes in each of
the four logic blocks over the twenty five year operating
history of MIlstone Unit 1. The event scope includes a
chronol ogi cal review of the applicable process changes for the
| ogi ¢ bl ocks.

The third consideration addresses the adequacy of the process
controls and their inplementation. Specifically, what

adm nistrative controls governed the work activities

i npl ementing regulatory requirements for each | ogic bl ock and
how effective was their inplenmentation? The adequacy of these
process controls may have generic inplications and lead to

mul ti-unit anal yses. These general considerations frane the
detail ed event scope. The detail ed event scope includes five
ar eas:

. Li censi ng
UFSAR Updat es
. Desi gn Basi s



. Adm ni strative Controls

. A review of prior internal and external
assessnents

The Licensing commtnents detail ed scope included a chronol ogy
of processes used to nake, nmanage and track conmitnents, the
process for ensuring that the design incorporated these
commitnments, and the nethods for docunenting this information.

The UFSAR Update scope included a chronol ogy of the UFSAR, the
10 CFR 50.71 (e) rule nmaking applicability, the 1986-1987
reconstituted UFSAR process and content, the process for

i ncor porating subsequent updates, and the UFSAR update process
interfaces with other processes.

The Design Basis detail ed scope anal yzed the Design Basis
Docunent Project, howit reflects and incorporates |icensing
comritrents, interfaces and existing processes (e.g. Design
Error Detection and Correction), other design basis
docunentation (e.g. cal culations, draw ngs, specifications),
and desi gn basi s nmai nt enance.

The Administrative Controls eval uation revi ewed prograns and
procedures applicable to Licensing commtnents, UFSAR Updates,
changes to the UFSAR, and operational procedures resulting
from desi gn changes, and 10 CFR 50.59 evaluations. This

revi ew i ncl uded the chronol ogi cal devel opnment and evol uti on of
these Administrative Controls. This work scope reviewed the
adequacy of prior process controls and the effectiveness of
their inplenmentation

The final detailed area addressed the collective body of prior
and current corrective actions associated with Licensing
Commitments and Design Basis. This part of the evaluation
established the chronol ogy of internal and external
assessnents identifying design issue events (since 1985),
their analysis, associated corrective actions, and the

ef fectiveness of the Corrective Actions to preclude recurrent
design events. These events were the prinmary input to the
root cause anal ysis.



Docunent reviews and personnel interviews were the primary
data collection nmethods. The analysis involved the root cause
nmet hods (e.g., Barrier Analysis, Event and Causal Factor

Anal ysis Charting, Change Analysis), actual performance for
each area, conparison of the above between each areas, and the
effectiveness of prior corrective actions.

2.0 REFERENCES

The rigor and depth of this root cause analysis led to extensive

docunent reviews. Attachnent HIlists the references used in this root
cause anal ysi s.

3.0 PERSONS | NVOLVED

3.1 Team nenbers

Nanes del eted by NRC

3.2 Individual s contacted and/or intervi ewed:

Desi gn_Engi neeri ng Tech. Support Engi neering

Nanes del eted by NRC

Li censi ng O hers
Nanes del eted by NRC

4.0 COWPI LATI ON OF FACTS

Attachments A (Detailed Barrier Analysis), B (Analysis of Events

I nvol ving the Design Bases, C ( Administrative Prograns), D (UFSAR
Update), E (Design Basis Docunent Project), F (Oversight),

G (Empl oyee Interviews), and | (Definitions and Criteria) conprise
the conplete conpilation of facts.

5.0 CONCLUSI ONS

The foll ow ng concl usions focus specifically on the fundanenta
causes for the MIIstone Unit 1 UFSAR inaccuracies. Section 7.0
lists the generic inplications and ot her adverse conditions that
were di scovered during the investigation. The anal yses contai ned
in Attachnments A- G provide the support for these concl usions.
Attachment A is an



anal ysis sunmary. The attachnent sections supporting each
conclusion are indicated in brackets [ ].

5.1

5.3

5.4

The Unit 1 UFSAR subm tted in Decenber 1986 and March 1987
contained errors and om ssions [See Attachnents B, G

Sone of these errors were known by Northeast Utilities and
comuni cated to the NRC on the docket on nultiple occasions.
[ Attachment B]

Repeated commtments to provide conpl ete and accurate
information (e.g., accurate UFSAR) to the NRC and corrective
actions to address factual errors were ineffective, not

done, or partially inmplenmented. [Attachnents A-G

Northeast Utilities voluntarily initiated the Design Basis
Docunent ati on Program (DBDP) to conpile and sumarize the
avai l abl e design basis information for selected safety

rel ated systens. Through the DBDP, NU identified that it
did not have calculations to support sonme parts of the
desi gn bases. Northeast Utilities decided to reconstruct
these cal culations only when required as part of a plant
nmodi fication. [Attachnents B, E]

Cenerally, Northeast Utilities did not perceive or viewthe
UFSAR as a |icensing basis document. They generally viewed
the UFSAR as a historical reference docunent that did not
have to be accurate. [Attachment G

Regul atory requirenents evol ved over tinme. Although NU
commtted to inplenment the applicable requirenents,

adm ni strative prograns did not fully incorporate these
requi rements. Assum ng verbatimconpliance, the

adm ni strative controls would not assure that the design
bases were mai ntai ned or that the UFSAR was accurate. These
prograns perpetuated factual errors and/or contributed to
new UFSAR i naccuracies. Sone specific programmtic
weaknesses were corrected over tine. Sonme weaknesses stil
exist. [Attachnment C D

The long term pattern of decisions and actions has generic

i nplications for Connecticut Yankee and M| Istone Units 2
and 3. A sanmple of internal and external assessnents and
design events (e.g., LERs) for Units 2 and 3 and Connecti cut
Yankee supports the potential for generic inplications. The
team cannot ascertain the full extent of the inplications

Wi thout a sanple simlar to the set of 50.54(f) initiatives
currently in progress for Unit 1. These generic

i nplications do not apply to Seabrook, because both the
managenent team and the adm nistrative programnms affecting
Seabrook were different. [Attachments B-G



5.8 There was a general |ack of accountability and
teammwor k for UFSAR accuracy. [Attachnent G

5.9 The 50.54(f) Project Conpletion Plan internal self-
assessnment addressing the underlying causes for
Northeast Utilities received the 50.54(f) letter
shoul d address the root causes for the pattern cited
in conclusion 5.7 and conmment 7.1 [NU 50.54(f) Project
Compl eti on Pl an]

6.0 CORRECTI VE ACTI ON

6.

2

Ful | inplenentation of the current 50.54(f) Project

Compl etion Plan activities will correct the anonali es,

i naccuraci es and om ssions in the Unit 1 UFSAR  The plan
al so addresses adm nistrative control adequacy and a self-
assessnment of the reasons NU received the 50.54(f) letter
Therefore, the teamrecomends only two action specific to
UFSAR accuracy. Table 6.1 identifies the concl usions,
comments, and associ ated corrective actions.

6.1 Corrective Actions for UFSAR Accuracy

6.1.1 Conduct a verification effort, simlar to the
MIIstone Unit 1 effort, for MIIlstone Unites 2 and 3
and Connecticut Yankee. The initial efforts should
use a sanpling nethod to ascertain the content,
quality and availability of design bases information
and the current licensing basis. The teamrecognizes
that Engineering initiated this corrective action
during the preparation of this report. (Refer to
Concl usion 5.7)

6.1.2 Develop and i nplement a Corrective Action Mnitoring
Plan. (Required per NGPs 3.15 and 2. 40)

Corrective Actions for Comments

6.2.1 Nuclear Goup Drectors should devel op and conduct a
programto educate enployees (including contractors
on the requirenments and |inkage between Title 10,
current licensing bases, industry codes, NU s
adm ni strative prograns and design activities. This
action should not be delegated. (Refer to Comrent
7.3)

6.2.2 Unit 1 Engineering should take the |ead for
devel opi ng neasurenment tools for functional area
performance (e.g., PDCR close-out. (Refer to Coment
7.6)



Table 6.1

Concl usi on/ Comment

Corrective Action

5.1 UFSAR submitted to NRC in
1986/ 87 with errors.

Addr essed by 50.54(f) Project
Compl etion Pl an.

5.2 NU knew about these errors.

Hi stori cal no action

required.

fact;

5.3 Commtnents to correct the
errors were ineffective.

Addr essed by 50.54(f) Project
Compl etion Pl an.

5.4 Cal cul ations did not exist
to support sone of the design
bases, and were not
reconstructed.

Addr essed by 50.54(f) Project
Compl etion Pl an.

5.5 NU did not view UFSAR as a
i censing basis docunent.

Corrective action 6. 2. 1:
devel op and i npl enent
educati on program

5.6 NUs adm nistrative
progranms did not fully
i ncorporate regul atory
requi renents.

Addr essed by 50.54(f) Project
Compl etion Pl an.

5.7 Decade-1ong pattern of
deci sions and actions has
generic inplications.

Corrective action 6.1.1:
conduct a verification effort
at MP2, MP3, CYV.

5.8 Lack of accountability and
teamwor k for UFSAR accuracy.

Corrective action 6.1.2:
devel op and inplenent a
Corrective Action Monitoring
Pl an.

5.9 Root cause for 5.7 will be
identified by 50.54(f) self-

assessnent .

Addr essed by 50.54(f) Project
Compl etion Pl an.

7.1 I ssues and their causes
were identified to managenent;
managenent shoul d have been
accountable for the corrective
actions.

Addr essed by 50.54(f) Project
Compl eti on Pl an.

7.2 NU Oversight did not
identify admnistrative
progranms weaknesses or pattern
of design control events.

Addr essed by recent
reorgani zati on and corrective
action 6.1.2.

7.3 Enpl oyees do not understand
rel ati onship between 10 CFR
desi gn bases, industry
standards, adm nistrative
programns.

Corrective action 6. 2. 1:
devel op and i npl enent
educati on program

7.4 Organi zation does not
appreci ate processes needed to
achi eve stated

saf ety objectives.

Corrective action 6. 2. 1:
devel op and i npl enent
educati on program




Concl usi on/ Comment

Corrective Action

7.5 Organi zation focuses
narrowy on problens and
their resolutions.

Corrective action 6. 2. 1:
devel op and i npl enent
education program

7.6 Line managers use a
limted set of tracking and
trendi ng tools.

Corrective action 6.2.2:
devel op nmeasurenent tools
for functional area

per f or mance.

7.

0 COMMVENTS

7.1 The causal

7.

7.

7.

2

3

factors of the Unit 1 UFSAR accuracy issue
parall el root cause themes identified in other internal and
external assessnents and event anal yses. (Attachnent Cto
the January 1996 Nucl ear Safety Concerns Program Sel f-
Assessnent provides a partial listing of prior assessnents
and related thenes.) These assessnents, across nultiple
functional areas, indicate that the assessnment process

wor ked as intended to identify issues and their causes to
managenent since 1985 (the period of interest).
Specifically, internal managenent correspondence and event
anal yses (e.g., LERs, SSFIs) periodically and consistently
provi ded managenment with infornation on the status of Unit
One’ s design basis and UFSAR accuracy, from 1986 to present
day. Managenent shoul d have been accountable for both the
adequacy of the administrative programs (e.g., Design
Control) to ensure enpl oyee success (e.g., producing an
accurate UFSAR), and for taking effective corrective
actions to prevent recurrent events. [Attachnents B-E]

Until 1995, NU oversight did not identify the pattern of

admi nstrative program weakenesses and envents concerni ng

t he design bases to managnent or verify the effectiveness
of corrective actions for know i ssues. [Attachnent F]

Most of the engi neers and managers contacted during this
anal ysi s (individuals who should be well versed in design
control requirenents) have not read Title 10 of the Code of
Federal Regul ati ons, Regul atory Qui des, or ANSI Standards
pertinent to design control. There is a general |ack of
under st andi ng and appreciation of the relationship and

i nplications between 10 CFR 50, design bases (50.2),

i censing bases, industry codes, and NU s adninistrative
prograns controlling configuration and design. [Attachnent
€

The teaml s interviews and docunent reviews indicate an
organi zati onal enphasis on safety as an objecti ve.
However, the



8.

0

7.

7.

5

6

organi zati on does not enphasize or recogni ze the collective
set of administrative (e.g., the proposed Determ ne Course
of Action (DCA) concept) and technical processes (e.qg.

Set point Control) that denonstrate and assure that the
objective is net. For exanmple, the teamidentified many
activities that could result in the need to change the
UFSAR. Each of these activities has independent

adm ni strative controls, rendering themfully effective
only if another activity which could change the UFSAR is
not in progress. The overall UFSAR change nechani sm
processes are not integrated and create the potential for
om ssions and conflicts. The organi zati on needs to acquire
a bal anced perspective and appreciation for safety as both
process and objective. [Attachnent @

The "event" data for this root cause reveals an
organi zati onal tendency to focus narrowy on the techni cal
aspects of issues and their technical resolution. The |ack
of questioning attitude inhibits identification of generic
i nplications, root cause analysis, and the corrective
actions to prevent a class of recurrent issues. [Attachnment
Bl

This root cause analysis found that |ine nmangers use a
limted set of tracking and trending tools. Line managers
do not use routine performance neasurenent tools with
defined success criteria. Ther are few objective neasures
indicating the relative or actual status of overall or
specific perfrmance. For exanple, submttal of UFSAR
changes is required within 30 days of a PDCR bei ng decl ared
operable. Neither this information nor other USFAR change

processes (e.g. Design Calcul ations) are tracked or
trended. Therefore, it is not possible to neasure
performance to the success criteria of a UFSAR t hat
accurately describes the facility and its procedures.

ATTACHVENTS

At t achnment
At t achment
At t achment
At t achnment
At t achnment
At t achment
At t achment
At t achnment
At t achnment

- Barrier Analyis Sumary

- Analysis of Events Involving the Design Basis
- Admi nistrative Prograns Revi ew

UFSAR Updat e Revi ew

- Design Basis Docunentation Program Revi ew

- Oversight Review

- Enpl oyee Intervi ews

- References

Definitions and Criteria
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M. Robert E. Busch ATTACHVENT
2

Presi dent - Energy Resources G oup

Northeast Utilities Service Conpany

P.O Box 128

Waterford, CT 06385

Dear M. Busch:

On Decenber 13, 1995, the NRC issued to Northeast Uilities (NU) a
letter requesting NU pursuant to Section 182a of the Atom c Energy Act
of 1954, as anended, and 10 CFR 50.54(f) to "describe actions taken to
ensure that future operation of MIlstone Unit 1 will be conducted in
accordance with the terns and conditions of the MIIstone Unit 1
operating license, the Conm ssion's regulations, including 10 CFR
50.59, and the MIIstone Unit 1 Updated Final Safety Anal ysis Report
(UFSAR)." Since that tinme NRC has continued to conduct inspections
and i nvestigations at the MIIlstone Station to deternmine the state of
conmpliance of NU nuclear facilities with NRC requirenents. As part of
these efforts, NRC has obtained a copy of an internal NU docunent,
"ACR 7007 - Event Response Team Report" (7007 Report), dated February
22, 1996.

The Executive Summary of the 7007 Report states that an Event Response
Team was chartered to determ ne the causes for the inaccuracies in the
MIIstone Unit 1 UFSAR. The fundanental causes for these inaccuracies
were found by this Teamto incl ude:

- The original 1986/1987 UFSAR contai ned errors and om ssi ons;

-  Admnistrative control progranms such as Design Control, Corrective
Action, and Commtnment Tracking did not fully address regul atory
requirenents;

- NUdid not fully inplement the adm nistrative prograns. NU did not
see the UFSAR as a docunent that was required to be accurate;

- Internal correspondence and events involving the design basis from
1985 t hrough 1996 show a pattern of informati on communicated to NU
managenent. This information consistently identified weaknesses
and risks associated with the UFSAR and desi gn bases. NU
managenent made conmitnents, on the docket, to correct these
deficiencies. The conmtnents to correct these deficiencies were
ineffective, partially inplenented, or not done;

- NU oversight did not identify this event pattern to managenent, its
significance, or the effectiveness of corrective actions to prevent
recurrence.

The 7007 Report further states that, due to the nature of the causes
that the Team has identified, the potential exists for the presence of
simlar configuration managenent conditions at MIIstone Unit 2. It
not es t hat
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wi thout a sanple simlar to the initiatives currently in progress for
MIllstone Unit 1 as a result of the 10 CFR 50.54(f) letter of Decenber
13, 1995, the full inplications for MIIstone Unit 2 cannot be
ascertained. The 7007 Report recognizes that those efforts may be
underway. This Report also addresses MI|Istone Unit 3 and Haddam Neck
whi ch we are addressing by separate letter

Current licensee reviews and NRC i nspections of MIIlstone Unit 2 have
identified a nunber of operability and design concerns. M| stone
Unit 2 shutdown on February 20, 1996, when a potential design
deficiency was identified that could block or reduce safety injection
flow during the recircul ati on phase of an accident. During this

shut down, ot her design di screpancies were identified in which NU had
not mai ntained the current design or licensing basis for MII| stone
Unit 2. For exanple, NU s inspection of the contai nment sunp screen
mesh reveal ed that debris larger than the design value coul d pass
through with potential adverse consequences to the emergency core
cooling systens. NU identified that the fl ood protection enclosure
could not be installed on one of the service water punps that has been
relied on for ultinmate heat sink operability. Further, the NRC
identified that the post-accident contai nment hydrogen nonitor design
was flawed in that insufficient sanple flow woul d be avail able at | ow
cont ai nnent pressures when the nonitor nust be operable.

Consequently, there is a question as to whether MII|stone Unit 2
confornms to the UFSAR, |icense conditions, and Conm ssion regul ations.
Therefore, the NRC requires additional information to be submtted
pursuant to Section 182a of the Atomi c Energy Act of 1954, as anended,
and 10 CFR 50.54(f) in witing, under oath or affirmation, to
determ ne whether or not the license for MIIstone Unit 2 should be
suspended, nodified, or revoked. The information is to be submtted
no later than 7 days prior to MIlIstone Unit 2 restart (prior to
criticality) fromits current outage and is to describe actions taken
to ensure that future operation of MIIstone Unit 2 will be conducted
in accordance with the terns and conditions of the MI|stone Unit 2
operating license, the Conm ssion's regul ations, including 10 CFR
50.59, and the MIIlstone Unit 2 UFSAR

The submittal shoul d describe actions taken to assure that
deficiencies identified at MIIlstone Unit 2 based on your ongoi ng
revi ew have been eval uated for operability, existence of unrevi ewed
safety questions, and reportabilty. In particular, seriously degraded
condi tions nust be reported pursuant to 10 CFR 50.72(b)(2)(i) and
50.73(a)(2)(ii).

In accordance with 10 CFR 2. 790 of the NRC s "Rules of Practice," a
copy of this letter and your responses will be placed in the NRC
Publ i ¢ Docunment Room (PDR) the Gel man Building, 2120 L Street, NW,
Washi ngton, DC, and in the |ocal public docunment rooml ocated at the
Learni ng Resources Center, Three Rivers Comrunity-Technical Coll ege,
574 New London Turnpi ke, Norwi ch, CT 06360. The NRC also intends to
pl ace in the PDR a copy of the 7007 Report on March 15, 1996, unl ess
you provide a sufficient basis to withhold this Report by March 12,
1996. Any request for w thhol ding nust be acconpani ed by a bracketed
copy of the Report that identifies the information that you seek
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to have protected and a redacted copy that del etes such information.
You nust provide for each portion of the docunent you seek to be
wi t hhel d the bases for your claimof wthhol ding.

Si ncerely,

WIlliam T. Russell, D rector
O fice of Nuclear Reactor Regul ation
Docket No. 50-336

cc: See next page
Waterford, CT 06385



