July 26, 1984 .

UNITED STATES OF AMERICA 84 ML 26 P2:03
NUCLEAR REGULATORY COMMISSION

SEFORE THE COMMISSION

In the Matter of

Docket No. 50-289 =S5O
(Restart)

METROPOLITAN EDISON COMPANY

(Three Mile JIsland Nuclear
Station, Unit No. 1)

T S S S— S

LICENSEE'S COMMENTS IN RESPONSE TO
COMMISSION ORDER OF JUNE 1, 1984

By Order, dated June 1, 1984, the Commission requested the
parties to comment on whether, in view of ALAB=772 and all
other relevant information, including investigation reports by
the Office of Investijations, the management concerns which led
to making the 1979 TMI-I shutdown orders immediately effective
have been sufficiently resolved so that the Commission should
lift the immediate effectiveness nf those orders prior to com-
pletion of review of any appeals from ALAB-772.1/ Licensee

herewith provides its comments which address: (1) the question

—

1/ The June 1 Order set June 15, 1984, as the deadline for
comments from the parties other than the Staff. By Order of
June 12, 1984, that deadline was extended to July 6, 1984; by

order of July 5, 1984, the deadline was further extended to
July 26, 1984.
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whether to proceed with an immediate effectiveness decision
without awaitino the results of the merits review; (2) the re-
sults of recent Ol investigative reports; and (3) other rele-
vant information recently available to the Commission which may
bear on a d2cision (o restart TMI-1l.

Immediate Effectiveness

The legal guestion wheth:: :-he Commission should proceed
with its immediate effectiveness decision without awaiting the
outcome of the merits review2/ is not a new question. The
standards governing the Commission's decision of immediate
effectiveness vere established by the Commission in its Order
and Notice of Hearing which started this proceeding five years
ago. In pertinent part that Order provided:

The Commission shall issue an order lifting imme=-

diate effectiveness if it determines that the pub-

lic health, safety or interest no longer require

immediate effectiveness. The Jommission's deci=-

3ion on that question shall not affect its direct

appellate review of the merits of the Board's de-

cision.

CLI-79-8, 10 N.R.C. 141, 149 (1379); see also CLI-81-19, 14
N.R.C. 304, 305-6, (1981).

2/ Timing of completion of the merits review is in doubt.

The Licensing Board decisions related to management are favor-
able to restart. The Appeal Board in AL2B-772 has ordered the
hearing reopened and remanded to the Licensing Board to consid-
er three subjects. Licensee has sought a stay of the remand
and has petitioned for review of ALAB-772. Mea ile, the Li-
censing Board has set a hearing schedule which wduld lead to a
decision on the remanded issues no earlier than the spring of
198S.



To alter that approach now and decide to await the completion
of the merits review before acting on immediate effectiveness
would be totally contrary to the Commission's initial commit-
ment to decic2 restart within 35 days after the Licensing
Board's decisions. It also would be inconsistent with the Com-
mission's recognition of its responsibility and obligation to
lift the immediately effective suspension of TMI-1's operating
authority once the bases for suspension have been removed or
rectified. Licensee and the Staff in pleadings over the past
five years, including most recently Licensee's Comments on
ALAB-772 filed with the Commission on May 29, 1984, have main-
tained that the Commission is legally obligated under those
circumstances promptly to lift the extraordinary suspension it
imposed without prior hearing in 1979. Licensee has pointed
out several times that the Commission had sufficient informa-
tion available to it to lift the immediate effectiveness of the
shutdown orders. Further, Licensee has argued that the Commis-
sion is not confined to the adjudicatory hearing record in mak-

ing this decision -~ again, most recently in .ts May 29, 1984

Comments.3/

3/ As early as October of 1981, in addressing immediate
effectiveness the Commission opted to hear directly from
Licensee management rather than relying exclusively on the ad-
judicatory record. See Transcript of Oral Arg.rant on Immedi=-
ate Effectiveness, Cctcber 14, 1981. There are many examples
since then of the Commission considering relevant information
outside the formal adjudicatory record.



We will not repeat here the legal bases previously cited
for our position (see, e.g., Licensee's Comments on ALAB-772
(Manacement Phase), May 29, 1984, n. 1, 2), except to observe
that the distinction in this restart proceeding between the
merits review and lifting the suspension has been recognized
explicitly by the Court of Appeals for the District of Columbia

Circuit in the recent so-called Philadelphia Inguirer case.4/

In short the Commission has both the right and the respon=-
sibility to promptly lift the suspension of Licensee's authori-
ty to operate TMI-1l. To await the results o. the merits re-

viewS/ of this proceeding before deciding immediate

4/ The court in Philadelphia Newspapers, Inc. v. Nuclear
Regulatory Commission, 727 F.2d 1195 (D.C. Cir. 1984) thor-
oughly examined the procedural posture of the proceedings
relating to TMI-1l. The court found that that the TMI-1 pro=-
ceedings in fact involve four different proceedings which "the
Commission has been careful to conduct separately," 727 F.2d at
1197. Among these different proceedings recognized by the
court are the formal adjudicatory hearings before the Licensing
Board (the "On-the-Record Proceeding”) and the separate and
distinct informal adjudication before the Commission concerning
when to lift the TMI-1l suspension assuming a favorable Licens-
ing Board decision (the "interim restart proceeding"). 727
F.2d at 1197-99.

5/ Similarly, to await the results of the Staff's certifica-
tion of every item, or a final physical readiness report, or
the results of the steam generator amendment proceeding, or the
myriad of other factors which potentially could affect TMI-1's
actual operation, would be unjust. The Commission's obligation
is to decide immediate effectiveness promptly, i.e., just as
soon as 1t has information sufficient to address the concerns
which led to the 1979 shutdown. The Commission is not obli=-
gated -- indeed, it is not legally entitled -- to await the
elimination of every potential roadblock to actual startup, be

(Continued Next Page)



effectiveness would be inconsistent with a course the Commis-
sion has set for five years. It also would be patently unjust
and violative of Licensee's rights to an expeditious proceeding
to consider the extraordinary action taken by the Commission in
1979.

Recent Ol Reports

The Office of Investigations (0OI) has released over the

past few months a number of investigative reports related to
TMI. These reports address: (1) possible harassment of indi-
viduals at TMI-2 for raising safety concerns (H=-83-002); (2)
timeliness of Licensee's provision of BETA and RHR consultant
reports (1-83-013); (3) possible falsification of TMI-1l leak
rate tests (1-83-028); (4) possible pre-TMI-2-accident training
irregularities (Q-1-84-004); (5) possible improper influence on
e;ntractor to change report (Lucien Report) (Q-=1-84-006); (6)
possible improper changes in Licensee's TMI-2 accident investi-

gation report (Keaten Report) und basis for Licensee's response

to 1979 Notice of Violation (1-83-012); (7) four allegations by

(Continued)

it physical problems with a steam generator or some other in-
stant hurdle; it is rather obligated expeditiously to make an
immediate effectiveness decision on restart, even if actual
restart is conditioned or prohibited for some other reason.
The Commission’'s failure to act promptly builds into actual
restart what could be very time consuming and costly delays as

a result of promised judicial appellate attempts to further
block restart.



Harold Hartman other than his allegations involving TMI-2 leak
rate testing practices;6/ (8) alleged falsification of radia-
tion monitoring reports at TMI-2 (1-83-015); and (9) potential
improper management influence on plant operators to change
testimony (1-84-005).

None of these reports provides grounds for delaying fur-
ther a decision to lift the suspension of TMI-1l's operation.
We address each of these reports seriatim. 7/

In early 1983, allegations were made by three uicensee
employees and one Bechtel employee at TMI-2 that they were ha=-
rossed or discriminated acainst for raising safety concerns.
There have been two major investigations of these allegations,
one by OI and ore commissioned by Licensee and performed by
Edwin Stier, former Director of the New Jersey Division of
Criminal Justice.

After reviewing in excess of 1000 documents and obtaining

sworn statements from approximately 80 witnesses, Mr. Stier

6/ No completed Ol report on Hartman's allegations regarding
leak rate testing at Unit 2 has been released and possibly none
has been completed. See discussion pages 16-18 infra.

7/ In addition, attachea to these comments are copies of

three letters from Licensee to Mr. Denton, Director, NRR, in
connection with his evaluation of some of the Ol reports. (At~
tachments 1-3.) 1In these letters, Licensee discusses in some
detail a number c¢f significant elements in the recent Ol ine
vestigative reports, principally Report No. H-83-002. Licensee
is still evaluating the remainder of the recently released OI
reports and intends to provide further input to the Staff.



found that none of Licensee's employees had harassed these

individuals as they alleged:

The allegations that accuse management of

following a policy of ignoring problems

brought to its attention and of punishing

employees whe raised the issues are untrue.
Stier Report, ("TMI-2 Report: Management and Safety Allega-
tions"), dated November 16, 1983, Volume I at 13.

The corresponding Ol Report did not give Licensee manage~-
ment the same clean bill of health. However, it raises no
question regarding any Licensee management personnel who are
involved with restart and operation of TMI-1l and thus provides
no bar to a restart decision.8/

The second matter investigated by Ol concerns the timeli=-
ness of Licensee's provision of two consultant reports (by BETA
and RHR) to NRC. Ol determined:

The investigation did not disclose any evi-
dence of a deliberate attempt or conscious
management decision by GPUN to withhold the

information in the BETA and RHR reports
from the NRC.

8/ The one individual whose actions were questioned by Ol and
who had any responsibilities for TMI-1 was the then President
of GPUN, Robert Arnold. Mr. Arnold has provided his views on
the Ol Report to Chairman Palladiro in a letter dated June 8,
i984. Since Mr. Arnold has removed himself from the management
of GPU Nuclear pperations, resolution of his role, if any, in
the alleged harassment =-- or in any of the other issues in this
ptoceeding == is no longer necessary to resolution of the man-
agement integrity issues connected with the restart decision.



OI Report 1-85-013, at 4 (emphasis added). Moreover, the NRC

Staff evaluated the two reports and found: "no information
which raised significant safety or regulatory concern."
NUREG-0680, Supp. No. 4 at 2-1 to 2-2 (Oct. 1983).
Additionally, the Appeal Board very recently had occasion
to address the reportability of these two consultant reports in
deciding a motion to reopen the restart proceeding to take evi=-
Jence on the guestion. The Appeal Board stated:
We therefore find no improper action by
licensee with regard to the reporting of
the BETA and RHR studies and, accordingly,
no basis for reopening the record on that
count.
ALAB-774 (June 19, 1984), slip op. at 15. Thus, there is no
teason to further withhold authorization to restart TMI-1 based
on the BETA and RHR reports.
The third area covered by recent Ol reports concerns leak
rate test practices at TMI-1l during a one=-year ; :riod in
1978-1979. The overall conclusion of this OI investigation is

favorable "o Licensee, finding neither a systematic pattarn

of falsification3/ nor a motive to falsify the leak rate

9/ The OI conclusion on this issue was:

"Based on the testimony received and the
documents and analysis reviewed, we have
concluded that there was no systematic pat-
tern of falsification of leak rate surveil-
lance tests at TMI-1 during the time period

(Continued Next Page)



data.l0/ Leak rate test practices at TMI-1 have also been

(Continued)

in question nor can we prove that any indi-
vidual operator knowingly and willfully at-
tempted to manipulate leak rate surveil-
lance test results. At the same time, we
cannot exclude the possibility that indi-
vidual operators may have attempted to ma=-
nipulate test results for unknown reasons.
The explanations given by the operators and
licensee management, as to why the hydrogen
and particularly the water additions are
present during the test periods, are plau-
sible given the numerically small number of
tests actually involved and the magnitude
of the responsibilities assigned to the
shift operators.

Memorandum from the Director, OI, to Regional Administrator,

NRC Region I, dated April 16, 1984, forwarding Investigation
Report 1-83-028, page 2.

10/

OI concluded as to any motive to falsify leak rate tests:

"Technical analysis has demonstrated that
TMI-1 was an inherently 'tight' plant in
terms of RCS leakage and that there was
minimal difficulty experienced in obtaining
acceptable leak rate test results. Addi-
tionally, the surveillance tests were per-
formed in a conservative fashion in that
while the survelillance tests were required
by technical specifications to be performed
every twenty-four hours, the operators rou=-
tinely performed the tests every shift. As
such, we have not been able to identify any
motive which would cause the operators to
feel they had a reason to attempt to alter
leak rate test results by making unace-
counted for hydrogen or water additions."



investigated by Edwin Stier at Licensee's request.

In a report

("TMI-1 Reactor Coolant Inventory Balance Testing") dated

June 13,

1974, Mr.

1984, which covers leak rate practices at TMI-1l since

inal text):

The overwhelming weight of evidence demon-
strates that TMI-1l personnel did not manip-
ulate or otherwise improperly influence the
outcome of reactor coolant inventory bal-
ance tests.

The leak rate test calculation at TMI-1l was
essentially accurate within the limitations
of available plant instrumentation. Its
most significant calculation errors did not
atfect the accuracy of reported test re-
sults.

- When averaged over time, test results
reflected actual reactor coolant syse-
tem leakage.

- Individual test results varied signif-
icantly from one another and a single
test could not be relied upon to give

a precise measurement of unidentified
leakage.

In September 1974, a practice of discarding
and not otherwise documenting test results
determined by plant personnel to be invalid
was establisned at TMI-1.

- This practice was not intended to con-
ceal actual reactor coolant system
leakage.

- The failure to document the

invalidation of test results was con-
trary to the iutent of TMI-1l Technical
Specifications and procedures.

The company did not create or permit a de-

fect in makeup tank level instrumentation
that provided a means to manipulate leak

10

Stier concluded (at pages 9-10; footnote not in orig-



rate tests.ll/

- The makeup tank level transmitter was
installed according to manufacturer's
specifications, which called for the
installation of a condensation collec~-
tion peoint and drain valve on the low
pressure line below the level of the
transmitter.

- No discernible inaccuracy existed in
the makeup tank level transmitter
until September 1977, when water col=-
lecticn in the low pressure line
became excessive.

- The Maintenance Department took steps
to remove water from the low pressure
line, but was not successful in pre-
venting excessive accumulation.

- It is not likely that water accumula=-
tion in the low pressure line of the
level transmitter had a significant
effect on the evaluation of reactor
coolant system leakage during any pe-
riod of TMI-1 operation.

“hus, the subject of TMI-1l leak rate testing does not provide a

basis for delaying a decision on restart of TMI-1l.

11/ The "defect" is the absence of a drain valve which would
have allowed for the removal of water that could accumulate in
the low pressure line of the makeup tank transmitter. Exise
tence of water buildup in this region ("a loop seal”) could
allow hydrogen additives to affect leakrate measurement. This
problem was first identified by Faegre and Benson in their 1980
review of leakrate testing at TMI-2., Ol stated that even after
Faegre and Benson identified the problem at Unit 2, Licensee
took no affirmative actions t. determine whether a potential
for the same problem existed at Unit 1 <« until an NRC related
inspection in September 1983, Ol's observation is simply
wrong. As Mr. Stier's investigation bears out (pages 32-34),
Licensee took steps tc apply the learnings of the Faegre and

Benson report to TMI-1l years before the September 1983 NRC ine
sp=:tion.

elle



The fourth area which is the subject of recant Ol reports
relates to possible training irregularities at TMI in the peri-
od prior to the March, 1979 accident at TMI-2. The Ol investi-
gation was prompted by a 1976 memorandum written by a former
supervisor of training at TMI, Mr. Tsaggaris. Ol concluded:
This investigation has not produced any
information to indicate that the TSAGGARIS
memorandum was in reference to actual con-
ditions of noncompliance with any require-
ments of the requalification program, nor
was there any testimony to indicate that
the licensee willfully concealed informa-
tion concerning nencompliances from the
NRC. Additionally, an NRC Region I in=-
spection performed within several months of
the TSAGGARIS memorandum did not identify
any instances of noncompliance which should
have been reported.

Ol Report No. Q=1-84-004 at 6.

The Appeal Board recently was asked to reopen the res:art
hearing record on the basis of this same Ol report. In denying
the motion to reopen, the Appeal Board found:

It follows that (the information in the Ol

report| would not have likely affected the

Licensing Board's decision on training ==

or, for that matter, ours in ALAB=772 e«

in any significant respect.
ALAB=774, slip op. at 8 (footnote omitted). Thus, pre-accident
training practices discussed in this Ol report do not provide a
basis for withholding a restart decision.

The fifth subject of recently released Ol reports relating
to TML explored whether improper influence by management or by

individuals from Lizensee's startup and test organization had

“]l2e



been exerted on a contractor whose 1980 report on pre-accident
practices at TMI-2 was critical of Licensee. Ol's findings
were evaluated by NRR. NRR concluded that the information
developed by Ol ~oncerning the contractor raport did not raise
questions concerning the integrity of management or the Licens=-
ee employees involved, and further determined that the individe
ual employees have been contributors to important changes in
the present startup and test program at TMI-1 which Region I
characterized as exceptional. Memorandum from the Deputy Di=
rector, Division of Human Factors Safety t» the Director, Of-
fice of Investigations, Region I, Field Office, dated April 24,
1984, at 4-5 (Exhibit 6 to Ol Investigation Report Q«1-84-0086).
Thus, there is no reason to delay restart on the basis of this
report.

Another recently released Ol investigation report explores
management involvement in changes to drafts of the Keaten Re-
port and the basis for Licensee's 1979 response to a Notice of
Vielation. This Ol report finds no fault with any member of
Licensee's management who would be involved with restart or

operation of Thi-1.12/ The Ol report raises questions

i3/ Specifically, the investigation did not produce infor-
mation which would implicate Messrs. Kuhns, Clark, Hukill and
Ross in any conduct which had the effect of influencing changes

in the Keaten Report. While Ol finds Mr. Dieckamp did influ=

ence the addition of information on the Davis-Besse precurscr
evant, Ol found the adde ' information did not appear to “e ei-

(Continued Next Page)
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concerning two individuals with respect to a change in the
Keaten Report and with respect to the accuracy of Licensee's
response in 1979 to an NRC Notice of Viclation. Neither of
these individuals is involved with restart of TMI-1l, and there
is thus no reason to withhold restart authorization on the
basis of this repor.. even if Ol's questions regarding the two
éEU individuals are valid.

The seventh area addressed in recent OI submittals to the
Commission is not a ccanventicgral O1 report but an OI evaluation
of allegations by Harold Hartman other than l'is allegations
concerning pre-accident leak rate testing at TMI-2. The OI
evaluation previded to the Commission in June, 1984, reflects
no recent investigat.ve effort by OI. Rather, it consists
largely of a collection ot investigative reports based on work
in 1979 and 1980, with OI's "Observations" included. OI re-
ports no conclusions.

There are four different svbjects addressed by these
Hartman allegations. One 1relates to his recollection of wheth-
er procedures for estimating critical rod position were fol-

lowed appropriately during an April 1978 plant startup at

(Continued)

ther inaccurate or contrary o the Keaten Task Force's conclu-
sions. None of these individuals were found to have contrib-
uted to alleged inaccur:zcies iu Licensee's response to the 1979
Notice of Violation.

-14-
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none of these Hartman allegations warrant any further in-
vestigative effort.

The eighth and ninth areas addressed in recent 0I in-
vestigative reports concern the falsification of radiological
menitoring reports by a TMI-2 employee and the potential that
management improperly influenced operators to change their
testimony in the GPU litigation with B&W. Neither of these re-
ports reflects negatively on Licensee's management. The fal=-
sificition of three radiological monitoring reports by the
TMI-2 employee was uncovered by Licensee management, investi-
gated and reported to the NRC. The employee was terminated as
a result of Licensee's investigation and Ol simply confirms
Licensee's work. OI reports no evidence that Licensee manage-
ment influenced or made any attempt to influence the testimony
of the operators in the B&W litigation. The operators' testi-
mony was based on their recollection of events during the acci-
dent. and their review of technical data compiled and provided
to the operators during the course of the litigation.

There remains just one area to Licensee's knowledge which
is the subject of an Ol investigative effort and is not avail-
able ncw to the parties. That one area concerns TMI-2 leak
rate testing practices prior to the accident. Licensee took
steps more than a year ago tc remove any cloud over restart
which might obtain due to the pendency of this issue. Thus, in

Licensee's letter to Chairman Palladino of June 10, 1983, we

-16=



pointed out that no member of Met Ed's/TMI senior management is
now involved with TMI. Four levels of management, the Met Ed
president, vice-president, station manager, and both unit man-
agers resporisible for TMI at the time of the accident are not
with the present operator, GPU Nuclear. Moreover, Licensee com-
mitted to reassign personnel such that no TMI-2 licensed opera-
tor (who therefore could have been involved in leak rate
testing at TMI-2) would operate TMI-1;13/ that commitment has
been fully carried out. To provide added assurance that any
inappropriate attitudes or practices of the past are not car-
ried forward to GPU Nuclear's operations, Licensee further com-
mitted to remove from any role in overv ew assessment, analysis
or audit of TMI-1 plant activities all personnel with
pre-accident involvement as Met Ed exempt employees at either
TMI-1 or TMI-2; this commi.ment, tco, has been fully imple-
mented. Thus, today at TMI-1 there is no licensed operator,
nor member of the plant's operating management all the way up
to and including the president of GPU Nuclear, nor member of
any overseeing or auditing group of plant activities, who is
reasonably suspected to have played a role in TMI-2
pre-accident leak rate test practices. In short, as the NRC

staff and the Commission itself have noted, the lack of a final

13/ The sole potential exception is the current Supervisor of
Operations at TMI-1l, Mr. Ross. He has uniformly been cleared
of potential involvement in any wrongdoing.

«17e



closeout of this subject by OI ought to play no role in a deci-
sion to allow restart.

ALAB-772 And Other Relevant Information

As the Commission observed in its Order of June 12, 1984,
the parties previously have provided their views on immediate
effectiveness "on numerous occasions." Thus, the Commission
asked the parties in their instant comments to address only the
effect, if any, of newly available information and ALAB-772.

Licensee has already provided its views on the effect of
ALAB-772 on an immediate effectiveness decision. See Licens-
ee's Comments on ALAB-772 (Management Phase), dated May 29,
1984. Licencee maintained in those views that ALAB-772,
including its remand for additional evidence in three areas,
does not justify further delay in the Commission's restart de=-
cision.l4/

One important new piece of information regarding ALAB-772
does warrant particular emphasis. Clearly, the Appeal Board's
concern with training, particularly the perceived need for ad-
ditional input from Licensee's OARP Review Committee (training
experts) since the discovery of cheating and ensuing reopened
hearing, is the most significant issue the Appeal Board re-

manded. Shortly after ALAB-772 was issued, Licensee

14/ In fact, Licensee disputes that a remand is justified.
See note 2 supra.




reconstituted the OARP Review Committee. The Reconstituted
OARP Review Committee has reviewed pertinent documents, con=-
ducted personnel interviews and made first-hand observations of
training at TMI. By notice of July 3, 1984, Licensee provided
to the Commission, Boards and parties a report of the findings
of Licensee's Reconstitued OARP Review Committee on the con-
cerns expressed by the Appeal Bocard in ALAB-772.15/ That Com=-
mittee's conclusions are:

(1) The Committee is pleased at the response of
GPU Nuclear Training and Education Depart-
ment to the recommendations contained in
the 1980 OARP Review Report. It feels that
progress has been outstanding and that the
GPU Nuclear Training and Education Depart-
ment now ranks amonyg the top utilitiy pro-
grams in the United States.

{2) The commitment of resources and dedication
of the training personnel is indicative of
the interest and commitment of top manage-
ment in the development of the training
program. The confidence in the GPU Nuclear
management expressed by the Committee in
1980 has been justified.

{3) The management of the training program is
well qualified and the specific management
hierarchy is appropriate. The diversity of
background and the extensive practical

15/ The Reconstituted OARP Review Committee Report title page
bears the date June 12, 1984. Counsel is informed the title
page was signed on that date by the Committee members in antic-
ipation of filing the uocument by June 15. When the Commission
extended the comment period on ALAB-772 by its Order of

June 12, the Committee decided to take mcre time to complete
its report. The report as finalized was provided by letter
dated June 28, 1984, and received by Mr. Clark, President of
GPUN, on July 2, 1984. Additional copies were made and deliv-
ered by messenger to counsel on July 3 for prompt service on
the Commission, Boards and parties.

“Ie



(4)

(3)

(%)

(7)

(8)

(10)

operational experience of the training per-
sonnel are commendable.

The instructor development program is ap=-
propriate and should prove to be effective.

The examination development, control, and
security procedures are more extensive than
any that the Committee has seen in industry
or academia.

The commitment to the use of task analysis
as a basis for the establishment of learn-
ing objectives n the development of course
and examination content is an example of
the extra effort being committed to relate
training to on the job performance and to
increase the safety of plant operations.

The management of the training program rec=-
ognizes its responsibility associated with
the cheating incident. They have taken
specific steps to correct this situation
and are dedicated to assuring that it never
happens again.

The redesign of the Control Room shows that
GPU Nuclear management is determined to
provide a well-human engineered control
rcom o complement the training program.

The development and procurement of the
Basic Principles Trainer Simulator and the
securing of a replica simulator are further
evidence of GPU Nuclear management's com-
mitment to excellence in the training pro-
gram.

The "bottom line" as far as the Committee
is concerned is that the GPU Nuclear
training program produces qualifiad opera-
tors and 1s adequate to support the restart
of TMI-1.

Special report of the OARP Reconstituted Review Committee

(June 12, 1984),

at 82-83.

-20-



In addition to ALAB-772, there are several other recent
developments that may warrant Commission attention. Included
in Licensee's discussion below are the indictment of a former
employee, the current status of plant readiness for operations,

including the area of emergency preparedness, and the Common-

wealth of Pennsylvania's interim comments on the June 1 Commis-

sion Order. In Licensee's view, none of these developments
constitutes any basis for delaying a restart decision.

On June 19, 1984, Licensee gave notice that a federal
grand jury had indicted a former Supervisor of Operations at
TMI-2. 1In our Notice to the Commission, we pointed out that
this individual is not employed by GPU or any of its
subsidiaries and, even when he was employed in the GPU System,
he played no role in TMI-1 restart activities.

On July 5, 1984, we responded to a Licensing Board request
for a status report on the physical readiness of TMI-1 to oper-
ate. We informed the Board that TMI-1 was ready then to cper-
ate and could be restarted any time shcrtly after receiving au-
thorization, allowing about ten days for final operational
readiness activities. On July 18, 1984, we updated that report
to say that TMI-1 would be ready to operate in August.

On June 25, 1984, the Executive Director for Operations,

Mr. William J. Dircks, forwarded to the Commissioners a memo-
randum on "Emergency Preparedness Deficiencies for TMI-1." At

pages 7 and 8 of “he Dircks Memorandum the Staff summarizes its



views on the handling of remaining emergency preparedness

issues in the TMI-1 Restart proceeding. As Licensee under-
stands the Staff position, it is:

(1) The communication aspects of the FEMA Category A
deficiencies need to be resclved prior to
restart;

(2) The remaining FEMA Category A deficiencies
shculd be handled separate from the restart pro-
ceeding;

(3) The recent D.C. Circuit decision on emergency
planning (UCS v. NRC) does not affect the
restart of TMI-1l; and

(4) But for Staff certification relating to the com-
munication aspects of the FEMA Category A
deficiencies, the emergency preparedness part of
the TMI-1 Restart proceeding has been concluded.

Licensee generally agrees with these conclusions. In par-
ticular, the last three Staff conclusions correctly analyze the
relevant TMI-1 restart concerns. As to the first Staff conclu-
sion, Licensee believes that, since TMI-1l is by Commission
order to be treated like any other operating plant, the noted
communications deficiencies also should be resolved outside the
restart proceeding. However, the Commissioners need not reach
that issue, since drill activities at TMI during June and July,
1984 adequately responded to the communication issues identi=-
fied in the FEMA Category A deficiencies.

Attached (Attachment 4) is a July 25, 1984 letter from
Licensee (H.D. Hukill) to the Staff (J.F. Stolz) describing

those emergency preparedness drill activities. As indicated in



the letter, on June 18 and July 17, 1984, communications drills
were run with the counties surrounding TMI. Those drills
successfully demonstrated the ability of the counties to re=-
ceive, record and transmit emergency declaration notices and
protective action recommendations under simulated emergency
conditions. This is sufficient for the Commission to favorably
resolve all outstanding restart-related emergency preparedness
issues.

Finally, we take this opportunity to react to the Common-
wealth of Pennsylvania's initial comments of June 15 in re-
sponse to the Commission's June 1 Order. Those comments re’'ate
to the impacts of Unit 2 decontamination efforts on the safe
operation of Unit 1. The Commonwealth identifies two specific
issues which it asserts need to be resolved prior to restart

(at p. 4):

(1) the safety impacts to Unit 1 from the damaged
Unit 2 reactor, and

(2) the financial impac*s arising from the asserted
failure to secure total funding for the Unit 2
decontamirnation effort.
Both issues identified by the Commonwealtl previously have been
addressed in this proceeding, one through litigation before the
Licensing Board (issue 1) and the other through Commission
Order with the support of the Commonwealth (issue 2). Licensee
is thus at a total loss to understand the basis on which the

Commonwealth seeks to have these issues reinjected into the

proceeding at this time.
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With respect to the safety impacts to Unit 1 from the dam-
aged Unit 2 reactor and from cleanup operations at Unit 2, that
issue was fully litigated before the Licensing Board; the Com=-
monwealth participated through cross-examination of both
Licensee's and Staff's witnesses; and the Commonwealth fiied
proposed findings of fact on the issue. In its partial initial
decision of December 14, 1981, the Licensing Board accepted
some of the Commonwealth's a-guments and rejected others. See
LBP-81-59, 14 N.R.C. 1211, 1424-55 (1981). The Board conclud-
ed:

On our evaluation of evidence of Licensee's
ability to maintain the Unit 2 reactor in a
safe condition and of the potential radio-
active releases from Unit 2 cleanup cpera-
tions, we find reasonable assurance that
the decontamination and restoration of Unit

2 will not affect safe operations at Unit
:

Id., at 1432. The Commonwealth took no appeals from this as-
pect of the Board's 1981 decision nor otherwise questioned it
in the intervening two and one-half years. Given the compre=-
hensive treatment the Licensing Board devoted to this issue, it
1s not surprising that the Commonwealth filing contains no evi-
dence of any adverse impact from Unit 2 cleanup activities on
Unit 1 operations. Instead, it merely raises again a gquestion
which was adequately resolved by the Licensing Board, com-

pletely ignering the existence of the record and the Board de-

cision.






The Commission's deliberations on the restart of TMI-1
have been stymied for about two years. In this intervening
time the Commission has sought to resolve the meaning of the
operator cheating incident, the implications of past practices

brought to light in the GPU vs. B&W litigation and, during the

past year, the MetEd indictment and the items enumerated in the
Dircks memorandum of May 15, 1983. Repeatedly over this two
year time period, Licensee's management and its operations have
been scrutinized in unprecedented detail. Mere repetition of
allegations has taken a toll. Innumerable investigations have
not shown any conscious pattern of improper behavior on the
part of management. However, the igency's concentration on al=-
legations of wrongdoing has virtually excluded recognition of
the aggressive and forward-looking actions that Licensee's man-
agement has initiated and implemented. To the extent that the
investigations reveal imperfections, or focus on differing
judgments, these realities need to be judged in the light of
Licensee's total performance. A reading of the recent FO! re-
lease of the record of a number of closed Commission meetings
during a portion of the past three years strongly suggests a
need for the Commission to step back and review the matter of
management's commitment to safe operations with the full
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