GF . ‘uclear Corporation
Parsip pany, New Jersey 07054
201 263-6500

TELEX 136-482

Writer's Direct Dial Number

December 5, 1985 (201) 263-6797

Dr. Thomas E. Murley

Regional Administrator

United States Nuclear Regulatory Commission
Region I

€31 Park Avenue

King of Prussia, Pennsylvania 19406

Dear Dr. Murley:

Subject: United States Nuclear Regulatory Commission
Systematic Assessment of Licensee Performance (SALP) Report
Inspection No. 50-219/85-99
Oyster Creek Nuclear Generating Station

This letter and its attachments provide the GPU Nuclear Corporation
response to the NRC Systematic Assessment of Licensee Performance (SALP)
Report for the pericd May 1, 1584 to June 30, 1985 as requested by your
letter of Octcber 11, 1585, It documents and, in some cases, expands upon
the information provided to you and your staff cduring our meeting at your
offices on October 28, 1985,

In cur meeting you extended the time for our reply to thirty days from the
date of your letter. This was helpful in allowing us to complete the
one-month outage at Oyster Creek which finished on schedule on
November 18, 1985. The generator problem on November 20, 1985 and the
Thanksgiving Holiday have delayed this response several more days to
enable us to respond fully.

First let me say that GPU Nuclear Corporation continues to be fully
committed to continually improving our nuclear activities and takes very
seriously the comments and observations in your assessment. There is no
disagreement regarding the need for further improvements.

We have carefully reviewed the report including the amplifying and
clarifying discussions at our meeting. Each of your recommendations and
many of the comments identifying apparent weaknesses or problems is
addressed directly in the attachments.
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As noted in your assessment, the period it covers was an active one covering
the last six months of the most extensive overhaul ever conducted at Oyster
Creek, refueling, major facility construction, major effort to return spent
fuel to the plant from West Valley, as well as the first eight months of
subsequent operation. In addition, throughout the period GPU Nuclear
carried out a number of major initiatives to upgrade its operations aud, in
particular, to further strengthen all aspects of maintenance.

We believe that the period covered saw real and substantive improvements in
all areas. We had expected your SALP and assessment to recognize that.
Your report does include many positive comments.

Since both your assessment and ours are to a considerable extent subjective
there seems to be little value in discussing the overall rating provided in
each area.

However, the rating of 3 in Maintenance is, in our view, unwarranted, and we
request your reconsideration of that rating.

As defined in your report, a rating of 3 means:

"Both NRC and licensee attention should be increased. Licensee
management attention or involvement is acceptable and considers
nuclear safety, but weaknesses are evident; licensee resources
appear to be strained or not effectively used so that minimally
satisfactory performance with respect to operational safety or
construction is being achieved."

While the facts in your assessment are generally correct, we believe toe
following points are pertinent:

1. The individual deficiencies or events discussed in your assessment are
the most significant that occurred during the period. In many cases we
believe they are relatively unique and do not constitute “examples” in
the generally understood sense. Nor do we believe they are indicative
of "trends".

2. Almost without exception such events were recognized by GPU Nuclear
management, analyzed, and steps taken to help prevent similar ones.
However, in light of the enormous amount of work done during the period
we believe the number is not indicative of major weakness or lack of
management attention or resources. The attachments provide a picture of
the total work done against which the deficiencies should be measured.

The plant returned from the outage in demonstrably much improved
materiel condition than it has been in many years. Many major systems
and equipment were returned to service. Major examples are listed in
Attachment G. Housekeeping and radiological conditions were
dramatically improved and have stayed that way.
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Two major quantitative indications of the overall effectiveness of
maintenance of the plant are reactor ieakage and water chemistry. Total
leakage, identified and unidentified, was bLelow & gpm and unidentified
leakage below 1.0 gpm throughout the major portion of the operating
period after the outage. Both values are very good for plants of this
type and significantly better than before the outage. In addition,
water chemistry with conductivity of  approximately 0.1 is
excellent--perhaps the best for any BWR in the country.

These indicators confirm the good condition of the overall plant and
could only have been achieved by extensive and effective maintenance,
and reflect management attention and a careful conservative approach
giving priority to operational safety.

We particularly disagree that the events or deficiencies noted in your
assessment constitute a potential safety concern as impiied by a rating
of 3. To the contrary, we believe that they refiect management's
conscious decision to prevent potential safe*y concerns by responding
conservatively to observed conditions. Most notably, the several
shutdowns in February reflect this.

First, of course, none of them involved a challenge to safety systems or

an automatic shutdown or scram. Each was a controlled deliberate
shutdown as a result of planned inspections. A number of these
inspections involved drywell entries at higher system pressures than
required and beyond those we and others normally conduct. The purpose
of these entries was to gain added assurance of Tow plant leakage before
operating. Even though the inspection results were well within
specification limits, we chose to take additional time to conduct
further repairs to avoid later problems.

No area received more management attention during this period than did
maintenance. The resources applied include additional dedicated
management and a broad systematic approach. Preventive maintenance has
been greatly increased.

Our review and the discussions at King of Prussia lead us to conclude that
many of the differences between our assessment and yours result from the
fact that full appreciation of Oyster Creek activities requires
significantly greater interaction between NRC and all of our site-located
Divisions; and in some cases, the off-site support in Parsippany and Reading.

To that end, we have, as you know, initiated direct periodic discussions
between your residents and management of our Maintenance, Construction &
Facilities; Radiological & Environmental Controls; and Nuclear Assurance
Divisions and other personnel. We encourage NRC personnel to seek out
representatives of these Divisions and to visit Training and other
facilities located adjacent to the plant site as well as Corporate
Headquarters.




Systematic Assessment of Licensee Performance Page 4
Oyster Creek Nuclear Generating Station December 5, 1985

We believe the SALP process and, in particular, the direct discussions it
promotes between you and your staff and GPU Nuclear management is of
considerable value. This letter and its attachments are aimed at furthering
our common understanding. To that end, we have included as Attachment F
several general suggestions we believe would improve the SALP reports.

Firally, I believe you will find the attachments address each pertinent item
positively with the continuing goal of learning and improving.

Sincerely,

P. R. Clark
President

pfk 1090k
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(a)

(b)

Attachment A

OYSTER CREEK SALP RESPONSE
IN THE AREA OF OPERATIONS

Initiatives

During this SALP period emphasis was placed on procedure upgrading
(3500 procedures rewritten or revised), chemistry improvement (new
laboratory, new equipment, analytical procedures completely
rewritten and upgraded training), attainment of 6 shift rotation for
operators, expansion of the preventive maintenance program to
include predictive maintenance, increased training for operators,
higher standards for housekeeping including elimination of
contaminated areas, sources of contamination and removal or cleanup
of contaminated material and lastly, outage recovery.

The major emphasis, however, was on increased formality of
operations and resolution of repeated plant problems. To this end
events investigatec and the depth and scope of the critiques
involvec have peen greatly increased to better identify causes,
responsibility and lessons learned. More complex incidents are
assigned to a task force for resolution. This effort has led to
correction of many long standing problems, particularly in the
maintenance area. In the same vein procedural adherence has
received significant attention at all levels within and outside the
company. It is being stressed in training, staff meetings, seminars
and in one-on-one interviews with licensed operators.

As our operational and maintenance procedures improve, so does
compliance. Formality of operation is not yet where we want it to
be, but it is getting better as all of our people are veginning to
understand its importance and management emphasis.

Genc¢ral Comments

In the areas of operations, refueling, radwaste, chemistry and
housekeeping we strongly believe that significant progress has been
achieved and the SALP report supports this. Operators have been
quick to respond to unusual and/or emergency situations while
keeping the plant entirely under control. Additionally, they
accounted for over 3200 fue! moves without a single incident
including the handling of the old returned fuel assemblies from West
Valley, NY. Operator requalification training results this period
were uniformly outstanding as were the 100% successful SRO and RO
license candidates. In the area of operator performan.e we feel
that we are on the right track with our current programs to raise
standards, improve formality, and increase accountability until we
become true professionals in every sense of the word.
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Radwaste, despite a 20-month long maintenance outage, has more than
held its own in that the quantity of waste material on site at the
end of the period was less than there was at the beginning. Volume
reduction, sorting and decontamination programs were all highly
successful. Formalized training anc qualification of radwaste
operators was also achieved.

A major achievement is, we believe, the success we've had with our
chemistry program. Our new facilities, improved training and strong
leadership are all the ingredients for a highly successful plant
chemistry operations. We have achieved a water quality whicn pushes
theoreticai limits for purity, placing us among the best, if not the
best, in the country.

Housekeeping also represents a major area of improvement. Every
level of management has been actively involved in this effort with
remarkable results. Contaminated areas have been nearly eliminated
- now they are the exception rather than the rule. Cleanliness has
reached the oint that now the floors actually shine as does most of
the equipment. We consider this aspect of plant operation to be
vitally important, since it sets the tone for everything else.

Board Recommendation

Comment

“Licensee should conduct reviews of the control room environment and
procedural adherence".

Response

Professionalism in the Conduct of Operations and strict procedural
adherence continue to be strong objectives of Management. Both of
these areas are continuously stressed, monitored, reviewed and
observed by management, both daily and in the Off Shift Tour
Program. In the area of procedures, Operations has gone through
extensive revizion to procedures to incorporate new surveillance
criteria, incorporate plant needs, and generally upgrade the
procedures to make them more workable to assure plant operators have
procedures they can work with and strictly adhere to. The operators
have made many changes to these procedures to reflect actual plant
conditions and the temporary change process reflects the operators
efforts to adhere to procedural requirements.

Management has made many improvements to the professional atmosphere
of the Control Room and upgraded the Coaduct of Operations.

Included in the upgrade is the continuous emphasis placed in the
quality and quantity of log entries and the professional performance
of Control Rcom operators. Positive steps will be taken to address
the concerns expressed in the SALP Report which will add to the
professional environment of the Control Room. Management is
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reviewing the Control Room access procedures and is in the process
of dedicating an area to assemble the relief crews and equipment
operators so as to lessen the impa:t on Control Room activities.

Comment
“Administrative controls should be established to specify proper
control room job performance".

Response

The SALP report identified NRC concerns with the conduct of
operations in the area of Control Room operations: specifically
mentioned were log keeping, procedural compliance and access
control. Operations management understood these concerns to reflect
on the environment and professionalism of Contro! Room operations.
The VP/Director has issued a memorandum to all GSS/GOS stressing the
need for quality Control Room job performance. He also covers this
in great detail during his one-on-one interviews with each licensed
operator. The environment of the Control Room and the performance
of plant operations is being given high priority.

Administrative controls governing Control Room job performance are
detailed in Procedure 108, Conduct of Operations, particularly
sections 4.4. - Shift Operations, 4.9 - Personnel Conduct, Practice
and Policies, and 4.10 - Procedural Compliance. Commencing in
October 1985 Operations Management identified and corrected certain
practices in Control Room operations which detracted from a
professional environment. This area is being aggressively followed
up by Operations Management in daily tours, night orders and general
interaction with Control Room Supervisors and Operators. The
results have demonstrated a marked improvement in the Control Room
environment.

Included in the upgrade is a continuing upward trend in the quality
and quantity of log entries and the professional performance of the
Control Room Operators. Operations Management is reviewing the
Control Room access procedures and is in the process of securing
space to assemble the relief crews and Equipment Operators so as to
limit their access to the Control Room and ensure operators can be
easily found when needed.

Comment

“An evaluation shoulu be conducted to review procedural adherence”.
Response

Procedural adherance has been a major focus of management's
attention for sometime, and the trend of compliance is positive. In
any event, Management will continue to evaluate, stress and enforce
the requirement for strict procedural adherance and provide the
oversight to insure the plant continues to operate safely in
accordance with approved procedures.
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Considering the outage and the return to service of the plant after
a major overhaul, the process of performing in excess of 3,500
outage requests for components and return to service of same, the
extensive startup test plan which incorporates in excess of 100
procedures, and the routine performance of the plant surveillance
program which entails approximately 200 procedures on a monthly
basis, Management believes procedural adherance is not a major
deficiency, but an improving and strong part of Oyster Creek's
commi tment to achieve its stated corporate objective.

Comment

“The licensee should make an effort to clarify safety-related
equipment operability criteria contained in the surveillance
procedures”.

Response

Current GPUN procedure acceptance criteria exceeds the minimum
requirements to assure operability. Further clarification in
procedures to define that limited set of acceptance criteria
required to meet minimum Technical Specification operability
requirements will be initiated. This is projected to be a long term
project which will be started during the 11R Outage and completed at
the end of 1987. This task will require in excess of 4800 hours of
engineering and Plant Review Group effort.

Comment

“Take steps to improve quality of procedure reviews".

Response

Thousands of procedural changes have been effectively reviewed and
implemented. The cited examples, although factual, do not represent
programmatic deficiencies. We will continue tc exert maximum effort
to continue upgrading this area.

Comment

"Evaluate the conflict in fire protection and safety system
objectives especially as to the effectiveness of installed spray
shields and ability of safety-related equipment to operate when wet".

Response

An engineering evaluation and subsequent modification to protect
vulnerable safety related equipment from fire suppression water
impingement was completed in 1982. Results of the evaluation and
modification provided for installation of spray shields, gasketing
material and sealing of equipment openings on vulnerable safety
related equipment and support equipment in the areas of fire
protection water systems.
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As required by a commitment made in the Standard Review Plan 9.5-]
Appendix "A" Section (A.5), GPUN conducted an assessment of the
effects of fire suppression water system initiation on safety
related and support equipment.

The evaluation and subsequent plant modifications were completed in
1982 and documented in the following packages:

1. Plant Engineering Task 82-009, Shields for Equipment Protection
During Fire Protection Initiation;

2. Special Procedure 81-81, Sealing of Conduits and Electrical
Equipment in Reactor Building Elevation 23' and 51' for Fire
Protection;

3. M&C Task C-155A:

4. Installation Specification 218-77-65, Sealing of Conduits and
Electrical Equipment in Reactor Building Elevations 23' and 51°
for Fire Protection:

5. Installation Specification 218-77-66, Drip Protection for
Reactor Building Switch Gear and MCC's;

6. Installation Specification 217-77-58, Drip Protection for
Equipment in Cable Spreading Room; and

7. Safety Evaluation 315302-007, Protection of MCC's From Fire
System Spray.

Results of the above evaluation required the sealing of equipment
openings, the installation of gasketing material and the
installation of spray shields over vital safety related equipment
and support equipment in the areas of fire protection water systems.

Subsequent inadvertent initiations of Reactor Building deluge
systems in December 1984 and June 1985 confirm the efforts taken in
the above modificaticn adequately protect the associated equipment
from fire sunpression water damage.

To ensure the penetrations, gaskets and drip shields are intact, the
following Preventive Maintenance check sheets/surveillances have
been generated:

- 1221 "Water Tightness Inspection”

. 1133 "Drip Shield Inspection”

- 34211 "Drip Shield Inspection"

- 303F "Drip Shield Inspection - Fire Protection”
Motor Control Centers are additionally protected by plastic
deflectors to preclude direct stream and splash impingement.
Permanent fastening of deflectors is deing evaluated.
Comment

“Continue refueling floor cleanup activities".
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(d)

Response

Significant progress has been made in this regard and we will
continue to push this effort.

Response to Specific Comments in SALP Report

Comment

“In reviewing overall performance there appear to be several
examples of a lack of effective communication within and among the
various divisions (i.e., operations, engineering support and
maintenance)”.

“The coordination and communication among the various groups during
plant operations is not as effective as when the plant was shut down
for the outage". (Page 8 - Paragraph 3)

"Improvement in assignment of responsibility and in communication
between operations and the other divisions of GPUN would
significantly contribute to improved accountability". (Page 14 -
Paragraph 3)

Response

Specific examples of "lack of effective communication" or
coordination are not provided. There undoubtedly were some such
instances, however, during the final months of a very complex 20
month-long outage, GPUN management, at Oyster Creek and in
Headquarters dealt with many highly-technical problems, in some
cases industry firsts, requir’ng intense coordination, cooperation
and "effective communication”, so as not to further extend the
outage duration. Specific examples include cracks in the Isolation
Condenser System piping and IRM/SRM dry tubes. Most of these
unforseen problems were handled via a task force approach, comprised
of representatives from all GPUN divisions. During the outage
recovery process and the operating period that followed, the GPUN
organization dealt with these problems through close coordination
and effective communication. GPUN's ability to do so resulted in a
year-to-date capacity factor above the national average, despite a
month-long outage to accomplish EQ modifications and perform
corrective maintenance.

Comment

“... appears to be a lack of an objective, collective self
assessment process on site to analyze the day-to-day activities and
to focus attention on identifying/resolving the underlying causes of
problems, not just the symptoms;". (Page 8 - Paragraph 1)




Response

GPU Nuclear is deliberately organized and staffed to identify
problems and assure that all considerations are analyzed. In
addition to the required quality assurance, quaiity control and
audit function, an independent on-site safety review group has been
assigned to Oyster Creek. Unique in the nuclear industry is the
concept of a Nuclear Safety and Compliance Committee with its own
staffing. One of NSCC Staff's principal activities is
fdentification of problems to management. The experience and

expertise embodied in all of these groups allow them to contribute
to solutions.

Where needed GPUN uses inter-divisional task groups to conduct
In-depth analysis of significant problems in addition to normal
management function of problem sharing. For example, following the
1983/84 refueling outages, two task forces made up of senior
management were appointed to study and to make recommendations for
improvemerit in the following areas:

a. "OC Radiological Controls During Outages"
b. "Control and Implementation of Plant Modifications done with®
Specific O&M Funds (Not Capital)"

After extensive efforts, these task groups provided reports
containing numerous recommendations. Following a suitable time for
consideration, the Executive Vice President met with appropriate
division directors and formalized the assignment of the
recommendations. These recommendations were included in the
computer supported Station Action Item Tracking System and periodic
followup meetings have been held to monitor progress and achieve the
recommended action.

In support of the above, we suggest review of the following items as
indicative of "root cause determinations" and either completed
corrective actions or corrective actions in process of
impiementation:

IRM/SRM Dry Tube Replacements

MOVATS

HFA Relay Window Fogging

Post-Transient Reviews/Transient Assessment Reports
Orywell Entry of November 23, 1984

Inadvertent Containment Isolation Valve Actuation

List of Numerous "Root Cause Self-Assessment" Programs

SNOYOY B W -

Details

1. The discovery, examinations and analyses of the IRM/SRM dry
tubes by GPUN with assistance by others was the initial
discovery and reporting of a generic problem. Seven other BWR
units discovered a similar problem prior to any incident, due
to the diligence of GPUN's efforts. It should be noted that
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General Electric Company's recommendation was, "two dry tubes
to be replaced prior to startup with the other ten capable of
an additional fuel cycle prior to replacement." It was GPUN's
decision, in the interest of absolute safety, that all twelve
dry tubes be replaced even if it extended the outage schedule.

2. The implementation of MOVATS testing for all fifty-seven (57)
isolation ani’or safety related valves by GPUN is another
example of "root cause determination" and implamentation of
corrective action. On January 5, 1984, an LER reported the
torque switch setpoints on many motor-operated valves had haen
set lower than the manufacturer's data. Due to conservaticrsg
in establishing baseline setpoints by either Limitorque or each
valve manufacturer, Oyster Creek had not been able to determine
that any vaive would not have operated during accident
conditions with setpoints lower than originally identified.

The investigations, analyses and actions included the following:

0 Investigation of the actual design basis for torque
switch settings;

0 Determining the appropriate switch setpoints;

0 Resetting the torque switch setpoints on all applicable

valves; and

0 Issuing administrative controls to eliminate recurrence
of this incident.

GPUN contracted with Torrey Pines Technology to calculate the
required torque switch setpoints for each valve. In addition, GPUN
contracted with MOVATS, Inc. to test, analyze and set the torque
switches for each valve. This was an industry pioneering effort now
being adopted by many other units. The details of these efforts and
results are presented in GPUN Technical Data Report No. 623,
entitied, "Oyster Creek Motor Operated Valve Torque Switch
Settings," a ninety-three (93) page report.

3. The "HFA Relay Window Fogging" was first discovered and
reported by Oyster Creek in LER 84-015. GPUN considered the
issue to be generic even though no previous events or failures
were reported. This is another example where GPUN's
perserverance disclosed a situation to the industry and
followed through with considerable effort by many to determine
the root cause and appropriate corrective action. Information
has been received in a recent telecon and will be confirmed in
a letter shortly by GE that the oily film on the relay windows
is a compound generated from offgases from various components
within the relay. The fogging will clear up (literally burn up
by heat generated) with use and result in little black specks
on the window. No problem exists with initial or continued use
of the relays. It is recommended that the glass be cleaned and
contacts be burnished as a conservate action in and when
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discovered. In the process of investigating and analyzing the
various components and film, considerable efforts wcie expended
in a number of laboratories and preparation of a forty-two (42)
page detail procedure, 719.3.009, entitled, "Contact Resistance
Check of HFA Relays in the Reactor Protection System." In
addition, two (2) special resistance measuring meters costing
approximately $16,000 were purchased to measure contact
currents in the milliohm range.

The Post-Transient Review process at Oyster Creek is outlined
in two procedures, 130.2 and EP-029. The 130.2 procedure
spells out specific actions to be followed by plant persornel
in the event of a transient event. The EP-029 procedure by
Technical Functions is for guidance during and after a
transient. These procedures implement root cause determination
and that the plant response is normal and as expected.

The investigation of the "Drywell Entry of November 23, 1984"
s another example of "root cause determination,” formulation
of corrective action and implementation of same. D. T.
Leighton's (a long time consultant) letter of December 10, 1984
contains his investigation and conclusions with a number of
recommended short and long term corrective actions to Oyster
Creek NGS Procedure 233 entitled, “Drywell Access and

Control." All of the recommendations have been or are being
implemented.

A modification was in progress which involved Plant Computer
System tie-ins. A neutral electrical lead was 1ifted which
caused fifteen (15) primary containment isolation valves,
including MSIVs, to change position. No violation of the
Technical Specifications occurred since primary containment
integrity was not required at the time of the incident. The
valves changed position due to an abnormal current flow path
which was established through their solenoids when the neutral
lead was lifted.

This T1ifted lead would not have prevented the containment
isolation function, under any circumstances. Therefore, safety
significance of the incident is nil. To completely investigate
the failure mechanism and assess the ful! significance, two (2)
tests were performed on the circuit with the transient currents
and voltages monitored and recorded for analyses. The tests
simulated the before and after incident conditions. The tests
were conclusive and verified the suspected cause of the
incident. The following actions were taken to correct tne
situation and assess the failure of other safety circuits due
to a similar phenomenon:

0 A check of all plant safety circuits was made to
determine if similar neutral wiring deficiencies
existed elsewhere;

A-9



(o] Incorporated specific cautions for lifting neutral
leads into station administrative procedures;

o] Modified the current 10F/11F neutral circuit
configuration to prevent this event from occurring in
the future; and

(o] An outside contractor independently analyzed the
circuits of other safety systems.

TS Listed below are a number of "Root Cause Self-Assessment"”
programs that are "onnoing" continuously:

0 Quarterly IST Performance Report - monthly trending

o Formal Critiques

0 Outage Reports and Management Reviews

0 QA Program QDR Corrective Action

0 Quarterly Lifted Leads and Jumpers/Temporary Variations

0 PRG Reviews

0 GORB Reviews

o Technical Functions Review of Baselined Plant Operating
Procedures

0 NSCC Overview

0 IOSRG/NSAC

(o] KT Training - Heavy involvement by all Divisions

(o] Mort Training (completed by all Plant Engineering
Department Directors/Managers)

0 Plant Materiel's Quarterly Trending Report

0 Development of MOVATS Technology

0 Post Trip Transient Review/TARs

o] Special Task Forces established by the Office of the
President to solve problems

o] Independent Consultant Reviews and Audits

(o] TAG review of Start-Up & Test procedures verifying
cperability

Comment

"A significant event which occurred during the startup was a
containment entry without the Group Shift Supervisor's knowledge or
permission. During this entry higher than expected radiation levels
were encountered. These high radiation levels were due to
nitrogen-16 radiation from the main steam lines. The reactor should
have been taken subcritical prior to the entry. ihis event resulted
from a failure to follow procedures because of a communications
problem between radiological control and plant oper2tions

personnel. No overexposure resulted from this event"; (Page 10 -
Paragraph 4)
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Response

The drywell entry identified in the report was prepared for
adequately. The Group Shift Supervisor (GSS) and Radiological
Controls Supervisor (RCS) had discussed the entry process and
developed appropriate plans. The GSS was aware that an entry was to
be made and that it would require a reduction in power. The primary
cause of the incident was a breakdown in phone communications, which
resulted when the Rad Tech called the Control Room. The
Radiological Controls Supervisor had planned to call the GSS, but
became involved in other business and instructed a Rad Tech to call
the Control Room. Poor phone communications between the Rad Tech
and Control Room Operator resulted, and personnel at the drywell
entrance assumed that permission for entry had been properly granted.

The following corrective actions have been taken to prevent
recurrence:

Immediately subsequent to the incident, a memo, "Conduct of Business
in the Control Room" was issued to all Operations personnel. The
thrust of the memo was to impress the need for formal communications
and to emphasize Operations role in controlling all activities that
affect the operation of the plant.

As followup, the Plant Operations Director and the Manager, Plant
Operations met with the Group Shift Supervisor (GSS) and Group
Operating Supervisor (GOS) on each shift. The purpose of these
meetings was to stress the following:

L Communications

a. within shift - use of radios/phones, shift brief<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>