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PREAMBLE

This report presents the results of the IAEA Openal Safety Review Team (OSART) review
of Nogent Nuclear Power Plant, France. It includesommendations for improvements
affecting operational safety for consideration lgy tesponsible French authorities and identifies
good practices for consideration by other nucleawgy plants. Each recommendation,
suggestion, and good practice is identified by igusnnumber to facilitate communication and
tracking.

This report also includes the results of the IAEASART follow-up visit which took place 23
months later. The purpose of the follow-up visivia determine the status of all proposals for
improvement, to comment on the appropriateneskeofittions taken and to make judgements
on the degree of progress achieved.

Any use of or reference to this report that mayrizele by the competent French organizations
is solely their responsibility.



FOREWORD
by the

Director General

The IAEA Operational Safety Review Team (OSART)greonme assists Member States to
enhance safe operation of nuclear power plantfio4tith good design, manufacture and
construction are prerequisites, safety also dependbe ability of operating personnel and
their conscientiousness in discharging their resjilities. Through the OSART programme,

the IAEA facilitates the exchange of knowledge amrgerience between team members who
are drawn from different Member States, and plansgnnel. It is intended that such advice
and assistance should be used to enhance nucfetyr isaall countries that operate nuclear
power plants.

An OSART mission, carried out only at the requdsthe relevant Member State, is directed
towards a review of items essential to operaticaddty. The mission can be tailored to the
particular needs of a plant. A full scope review ulgo cover eight operational areas:
management, organization and administration; tnginiand qualification; operations;

maintenance; technical support; radiation protactahemistry; and emergency planning and
preparedness. Depending on individual needs, tERDSeview can be directed to a few areas
of special interest or cover the full range of eswiopics.

Essential features of the work of the OSART tearmbers and their plant counterparts are the
comparison of a plant's operational practices Wit international practices and the joint
search for ways in which operational safety canebbanced. The IAEA Safety Series
documents, including the Nuclear Safety StandaXi$SS) programme and the Basic Safety
Standards for Radiation Protection, and the exgeedf the OSART team members form the
bases for the evaluation. The OSART methods invobteonly the examination of documents
and the interviewing of staff but also reviewing tjuality of performance. It is recognized that
different approaches are available to an operatirganization for achieving its safety
objectives. Proposals for further enhancement efainal safety may reflect good practices
observed at other nuclear power plants.

An important aspect of the OSART review is the tdfimation of areas that should be improved
and the formulation of corresponding proposalsdéweloping its view, the OSART team
discusses its findings with the operating orgarpaand considers additional comments made
by plant counterparts. Implementation of any recemdations or suggestions, after
consideration by the operating organization angtatian to particular conditions, is entirely
discretionary.



An OSART mission is not a regulatory inspectiomébermine compliance with national safety
requirements nor is it a substitute for an exhaestssessment of a plant's overall safety status,
a requirement normally placed on the respectivegpgiant or utility by the regulatory body.
Each review starts with the expectation that ttentpmeets the safety requirements of the
country concerned. An OSART mission attempts neitbeevaluate the overall safety of the
plant nor to rank its safety performance againat tf other plants reviewed. The review
represents a “snapshot in time'; at any time #fercompletion of the mission care must be
exercised when considering the conclusions dramcesprogrammes at nuclear power plants
are constantly evolving and being enhanced. To jofigements that were not intended would
be a misinterpretation of this report.

The report that follows presents the conclusionh®@OSART review, including good practices
and proposals for enhanced operational safetycdosideration by the Member State and its
competent authorities.
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INTRODUCTION AND MAIN CONCLUSIONS

INTRODUCTION

At the request of the government of France, an IABperational Safety Review Team
(OSART) of international experts visited Nogent-Sa@&ine Nuclear Power Plant, from 20
January to 6 February 2003. The purpose of theionisgas to review operating practices in
the areas of Management Organization and Admitigira Training and Qualification,
Operations, Maintenance, Technical Support, RadiatiProtection, Chemistry and
Emergency Planning and Preparedness. In addititoexehange of technical experience and
knowledge took place between the experts and ghaitt counterparts on how the common
goal of excellence in operational safety coulduréer pursued.

The Nogent-sur-Seine OSART mission was the™ &7 the programme, which began in

1982. The team was composed of experts from Br@atmany, Japan, Slovakia, Slovenia,
Spain, Sweden and the United Kingdom, together WABBA staff members and observers

from China and Iran. The collective nuclear powgregience of the team was more than 250
man-years.

Before visiting the plant, the team studied infotiora provided by the IAEA and the Nogent-
sur-Seine plant to familiarise themselves with flant's main features and operating
performance, staff organization and responsibdjtiand important programmes and
procedures. During the mission, the team revieweshynof the plant's programmes and
procedures in depth, examined indicators of thentjslgperformance, observed works in
progress, and held in-depth discussions with gdardonnel and off-site authorities.

One unit was in full power operation and the otheit in start-up during the mission. The
team was able to observe many start-up and nortigitees.

Throughout the review, the exchange of informati@tween the OSART experts and plant
personnel was very open, professional and prodeicEmphasis was placed on assessing the
effectiveness of operational safety rather thanpbimhe content of programmes. The
conclusions of the OSART team were based on thd'plperformance compared with IAEA
standards and international practice.

At the request of the Government of the FrancelAB& carried out a follow-up to the Nogent

OSART mission from 15 to 19 November 2004. The temmprised of four members, one
from Germany, one from UK and two from the IAEAI fdur reviewers in the team had been
members of the original OSART team. The purposth®fvisit was to discuss the action taken
in response to the findings of the OSART mission.

During the five days visit, team members met wiginisr managers of the Nogent Nuclear
Power Plant and their staff to assess the effew& of their responses to recommendations
and suggestions given in the official report of Megent OSART mission. The team provided
comments on the responses, provided some additmmgestions for improving response
actions and categorized the status of responsmacDefinition of categories of response status
and a summary of the results in a quantitative maare provided at the end of this report.
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MAIN CONCLUSIONS

The OSART team concluded that the managers anden¥ Nogent-sur-Seine NPP have
initiated many new programs to enhance operatisatdty and reliability at their plant. In
concept, these programs appear beneficial butwhléyequire continued effort before they
are fully effective at the plant. In particularethew matrix management system will promote
managers and workers to hold a broader view ofities performed at the plant.

The team found good areas of performance, inclutfiagollowing:

- The management and plant staff are professiondicaled and energetic. They are
open to discussion and new ways to improve perfooma

- The plant has developed a simple deterministic atetif risk analysis that is widely
used throughout the plant.

- The plant has the benefit of strong technical stpgitcthe corporate level.

The team offered a number of proposals for improyess in operational safety. The most
significant proposals include the following:
- Following recent outages on both units, materiahdition and cleanliness have
improved. However, housekeeping and material camdiin both units are below
IAEA standards.

- The team observed many places where materials astevare temporarily stored
inside and outside the radiological area. This netencreases the fire loading. And
unnecessary material introduced into the radiobdgicea contributes to the amount of
radioactive waste.

- The plant should take advantage of opportunitieenbance the self-assessment
programme by increasing the amount of monitoringedin the field. Managers,
operators and other workers should do more sdltafrimonitoring of actual plant
conditions.

SAFETY CULTURE REVIEW CONCLUSION

An important element of the OSART review is theniifecation of those findings that exhibit
positive and negative aspect of safety culture. DBART team used the guidance provided
in INSAG-4, INSAG-13, INSAG-15, IAEA Safety Repor&eries No.11, IAEA-TECDOC-
1321 and 1329 and draft SCART Guideline to assagsus aspects of safety culture at the
Nogent-sur-Seine nuclear power plant. A safetyucalteview was integrated in the OSART
review of Nogent-sur-Seine NPP, which includedftilewing steps:

- Safety culture training for mission experts, bagedAEA safety standards.
- Safety culture observations were part of dailyeevieported during team meetings.

- During the OSART, 57 interviews on safety culturergvperformed with Nogent staff
from different organizational levels.

- A questionnaire was filled out by all team members.
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The safety culture programme evaluation was paMafiagement, Organization and
Administration review.

The IAEA assistant team leader was responsibledenrdination and evaluation of
observations and interviews.
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Interviews Evaluation:

Interviews were conducted with various levels ofkeos, including senior managers, middle
managers, line managers, control room staff, tetéms and field workers.

All interviewed consider safety a high priority whiis most visible in; the risk assessment
activities, safety assessments and safety decisiaking, safety policies, organizational
aspects of the plant and various safety committestzavior and attitude of workers and their
adherence to procedures, and training and qudidicaf staff. These were the responses of
90% of interviewed workers.

As to the question, “what are the major strengthBlagent-sur-Seine plant”, the following
answers were given: Management policies, including corporate EDF level, safety
committees and safety meetings, training of st&lfll development and integration of the
younger generation, risk assessment and safetysisalsafety culture and attitude of
workers, management supervision and control, rdlethe shifts and shift managers,
adherence to procedures and use of operationakierpe feedback. These were also the
responses of 90% of interviewed workers. Nearlynaltkers felt personal responsibility for
safety.

The team members were very impressed with a numbeositive safety culture aspects
observed in Nogent-sur-Seine plant mainly with:

- everybody feels that safety is first priority
- good team work

- risk analyses is done prior to work

The team also identified several areas where mamage and staff of the plant are
encouraged to enhance safety culture:

- development of a greater understanding of corpamnateuctions
- consideration of near misses and low-level evenisoéential precursors

- enhancing ownership of the plant and plant processe

During the review, the team observed that whiletyadulture requirements are incorporated
in several guidelines; a systematic programme dfetg culture evaluation and enhancement
needs to be developed. In general, senior managergncouraged to continue with the
initiative to develop safety culture in accordamgth developments identified in this area by
IAEA and other organizations.

In conclusion, there is a commitment to nucleaetyaft Nogent as well as a willingness to
make improvements. The implementation of the OSABImMmendations and suggestions
will contribute to management’s intention to impeosafe operation of the plant.

FOLLOW -UP MAIN CONCLUSIONS

The team received excellent cooperation from theeddb NPP staff and the team was
impressed with the actions taken to resolve thdirigs of the original OSART mission. The
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positive attitude of the management and staff idresking these issues is a good indication
of the commitment to enhancing operational safethieplant.

Since the end of the OSART mission in February 2008 plant has completed the
construction of the simulator, embarked on a sigafft program to improve housekeeping,
and successfully reduced the amount of radioacieste stored at the plant site. The
reduction of waste stored in the Waste TreatmenidBg and the general improvement of
housekeeping within the building is notable. Thémmeficial developments have been
brought about by the commitment of management &aftite closely monitor conditions in
the plant and benchmark these observations agsimet plants.

The improvements in housekeeping, cleanliness aatgrial condition are striking. During
the OSART this was one of the significant propodals improvement. The plant has
introduced a broad scope of measures to deal hétbet points. Most areas of the plant have
been cleaned and the plant has put in place a&gyrab maintain cleanliness. The strategy
includes 12 reference areas that model the stamdatoe achieved through the improvement
program. The management team coaches these stanttammligh weekly tours and
inspections of job sites and plant areas. The tdidnobserve some deficiencies in the plant,
however the number of deficiencies is trending deam. The team also commented that
there is not yet a management goal for when thairéng areas of the plant will correspond
to the standards of the reference areas.

For temporary storage the plant has developed mpteimented a significant improvement
program. This program includes; identification ofas where materials may be temporarily
stored, proper marking of the stored materialsytifieation of the responsible person, dates
by which the material should be removed and cligssibn of the type of material regarding
fire load, chemical hazard or contamination. Moytimonitoring tours of all areas are done
by the ancillary services section (SG-Logistics arabte) management to ensure that plant
expectations are being met.

The team observed that for the most part the teanpa@torage areas appeared orderly, and
well marked and controlled.

The overall impression of the team is that the s aggressively moved forward to address
the issues raised in the initial report. The teaumél many of the issues fully resolved.

The final statistical analysis of the status of theommendations and suggestions identified
during the OSART mission in January and FebruafBa2howed that 48% were resolved and
52% were making satisfactory progress.
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1. MANAGEMENT, ORGANIZATION AND ADMINISTRATION

1.1. CORPORATE ORGANIZATION AND MANAGEMENT

Nogent is a two unit 1300MW(e) PWR plant operatedElectricité de France (EDF) located
at the bank of the Seine about 100 km southeaBtan$§, commissioned in 1987 and 1988.
The plant operating organization is part of the IdacPower Division (DPN) of EDF.

The central departments of EDF provide for the fptmmvices in areas of engineering, design
modification, contracting, procurement and training

The corporate management principles are defingteatorporate level for the whole EDF
organization. The principles include 'values artibas' for:

- customer orientation

- results orientation

- leadership and constancy of vision

- continuous learning, innovation and improvementpss
- personnel development and involvement

- partnership development

- partnership with respect to the community

- management through process and facts

These principles are a basis for corporate polig@esls and objectives, including safety
policy. However among these principles, the comraittio the safety and the demonstration
of emphasis on safety culture is not explicit eroughis fact could make external and
internal communication of corporate policies, gaaid objectives more difficult, because the
opportunity to emphasize commitment of the saferatfmn of nuclear power plants is

missed.

The EDF president completed the ‘values and actidosument by means of a policy
document regarding nuclear safety and radiatioteption.

With the aim to improve the management proceskesptesident of EDF launched a policy
in the end of 1990's. The policy is focused ondinect contact of managers with managing
processes. One of the requirements of the polity gpend 20% of working time in the field

for all levels of managers which is a very desieaipbal.

Within the nuclear division of EDF, policies areasished that target all aspects of safe
plant operation and set high expectations for ggfetformance.

1.2. PLANT ORGANIZATION AND MANAGEMENT

The Nogent NPP operating organization represenss EIDF employees. The senior plant
management consists of the plant director, deplaptpdirector, the safety and quality

director and directors of the domains. The managémsgstem is process-oriented; the
management documentation corresponds to ISO 92000 edition Standard. The teamwork
principles are led by the top management of Nofit®. A good practice has been noted in
this area.

MANAGEMENT, ORGANIZATION AND ADMINISTRATION



In the management system of Nogent NPP, a numbzasié processes are defined:

- strategy and management

- physical protection

- nuclear and fire safety

- environment

- budget and financial resources

- human resources

- production (units operation and outage)
- industrial and radiological safety
- communication

- informatics

- engineering and maintenance

Each process is coordinated by a person calledpite of the process. The plant
organizational structure is a kind of the matrigamizational structure and the departments
provide services for the processes.

The environmental management system, based on ¥00Q Standard is a part of the
management system and the plant is preparing ftfication in October 2003.

The basic management tool is ‘Medium-term Busirtas’ (for three years). This plan covers
all areas of the Nogent NPP operating organizatime plan is updated each year. The
management objectives and goals are given to plapartments via the ‘Manager Contracts’.
The ‘Manager Contracts’ include also a set of pennce indicators.

The safety and quality management is directly utldermplant director and independent from
the other departments. The Nogent NPP managemsignsys process-oriented, the safety
and quality director is in charge of nuclear ang Bafety process. The process is clearly
structured. As the basic output of the processersei@l review of the plant operation and
proposals for its improvement is defined. The plaentified indicators regarding nuclear
safety. The safety culture is considered as apubutf the processAn emphasis should be
put upon the measurement of the aspects relatedfédy culture while developing the safety
performance indicators, for example, a number oppsals related to safety improvements.

The team recommended that the plant should developg-term safety culture programme
with periodic means for evaluating the level ofesgiculture in the plant.

The outage management was changed in 1999 witpuipose to establish more effective
systems. A set of indicators was defined for bsétfiety and economical aspects of the outage
activities. The outage management process pilotodstrated a full understanding of his
responsibilities and the process.

The operation department head presented high giofes knowledge for all aspects of the
safe plant operation and very good understandingh® new management system (in force
from October 2002). The same was also recognizedh@& mechanical maintenance
department. The new management system brought dewas ifor improving the plant
performance and has a potential for future impreammlit is understandable, that a new
management system implementation creates diffesiltror example, some indicators are not
treated adequately (the corrective maintenanceraindicator has been not updated since
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June 2002) and some indicators should be replagednbre suitable measurement
parameters. For example, in the evaluation of temance activity in relation to nuclear
safety, only the number of license event repousisd in the management contracts.

Generally, the indicators related to safety ofnadlin processes are rather of a passive nature
(numbers of events as reactor trips, nuclear addsinial safety related events), and are not
sensitive enough for the safety culture evaluafidre behavioral, attitudinal and perceptional
components of the culture are not sufficiently erdeal.

Following the corporate policies, the plant hasalieped policies for:

- management

- security (physical protection)

- Safety (nuclear and fire)

- environment

- industrial and radiological safety
- human resources

- control

- economy

- communication

- information system

The ‘safety (nuclear and fire - dealing with nuclsafety and fire protection)’ and ‘industrial

and radiological safety’ (dealing with industrisdaradiological safety) policies are focused
on safe plant operation aspects.

The policy identifies ‘challenges’, ‘goals’ and ipciples’. Among those principles, the
permanent safety culture enhancement is included.

The requirements of INSAG-4 are implemented intees® guidelines, but the programme
for safety culture enhancement and evaluationffgcdlit to identify. However the activities
strongly supporting safety culture progress exspecially in the industrial safety area (‘The
Industrial Safety Day’, ‘The Nuclear Safety Day'dafThe Industrial Safety Game’), but a
systematic approach consolidated in a safety aifftmgramme is not developed.

1.3.  QUALITY ASSURANCE PROGRAMME
The QA programme is a new programme reflecting ®00/2000 edition standard.

The Quality Manual consists of seven chapters dndisio includes the Environmental
Manual. The QA programme documentation is in thecgss of completion. The plant
management expects to certificate it in 2004. Habaration and management of the QA
documents, a software application was developdds i§ an excellent tool providing on-line
information for all plant staff in real time.

The implementation of the QA programme is periodiicaerified by audits under the
management of the Safety and Quality departmersicBly, the areas of the QA programme
are audited within a five year period. Programseected by the technical safety group from
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areas such as nuclear and fire safety, industnidlradiological safety, units operation and
outage, and maintenance are audited every year.

The efficiency of the QA programme could be evaddrom long-term point of view more
systematically. The records of non-conformancestified during audits, corrective actions
taken and their completion, are available in a astepdatabase since 1996, but the trends are
not evaluated.

1.4. REGULATORY AND OTHER STATUTORY REQUIREMENTS

The organization of the regulatory arrangementsgerstood by the management of Nogent.
Established links exist between the regulatory batdyational level (DGSNR and EDF) and
at local level (DRIRE and Nogent NPP). At local devthe regulator also monitors
environmental, radiological and industrial safefjt.the local level improved communication
with the regulator could be pursued.

The regulator performs between 15 and 20 formgbdo8ons per year and additionally a
number of special inspection following safety rethtevents, as for example after reactor
scram in December 2002. Overall evaluation of tltpoperation is consolidated in the
yearly report at the national level of the regutatzody.

1.5. INDUSTRIAL SAFETY PROGRAMME

The industrial safety aspects and their importafiocethe safe plant operation are clearly
understood by the plant management. Following tnparate policy, the plant has developed
the 'Industrial and radiological safety policy'o minimize risks of incidents, the risk analysis
method is used. This method is consistently usedsache departments and is noted as a
good practice.

For the assessment of the safe work condition,rak¥gpes of inspection by experts and
managers are conducted, including the 'Hierarctt@alld Tour', obligatory for all level of
managers.

Despite the industrial safety policy, the team fibdhat plant industrial safety practices are
not always followed by plant staff or enforced Ham supervisors. The team also found
deficiencies at many temporary storage areas throtlge plant. The team made
recommendations in these areas.

1.6. DOCUMENT AND RECORDS MANAGEMENT

The documentation department provides documentsalioother departments via local
(satellite) archives. The check of documentaticon(pleteness, physical status, using of
latest version) is carried out every year, exchptdontrol room, where the check is carried
out monthly. The modification of the documentatisimanaged according QA programme.

The validity verification of the documentation igrded out every 5 years. However technical
documentation (operating and maintenance procedetes is not formally verified on this
frequency (most of the technical documentationpdated after each outage). The plant is
proposing to apply the formal verification procéssll technical documentation and this is
supported.
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STATUS AT THE OSART FOLLOW -UP VISIT

Nogent is making satisfactory progress in respandtinthe three issues raised in the area of
Management Organization and Administration.

The plant has taken a number of actions to forraadizd enhance their approach to safety
culture. At the outset a survey on safety cultuees \wrepared and responses were received
from about 200 people from all levels of the orgatibn. Results of the survey indicated that
workers have a high regard for safety at Nogene $hrvey also indicated some specific
concerns related to organization and documentai@hthe plant is taking steps to address
these concerns.

Detailed safety indicators which include radiol@ji@nd environmental aspects, state of
safety barriers, fire safety and rigorous appro#xtoperations have been developed. The
indicators are part of the “IQE”, Operational Qualndicator program. This program does an
excellent job of mapping important aspects of gapetrformance. Plant performance against
these indicators are tracked and the results disdusvith management. Following the

management meetings the results are communicataagtiout the organization.

In a November 2003 decision, the plant decidedrantjzal measures to be applied by all and
monitored by line management in order to signifitareduce the number of industrial safety
events. These actions include; investigation ofrevejury, specific actions to prevent
reoccurrence of the same type of injury, briefinbeo workers on the injury, more active
monitoring by managers in the field, and publiaigindustrial safety by game type tools.

Because of the injury rate among contractors in32@Be plant developed the Five “M”
method (investigation of precursors) and they hidtect discussions with contractors on the
need to improve industrial safety. All of the plamttions have resulted in a significant
decrease in the accident rate within the contragrozations.

In the last two months the plant has detected a&xpected increase in the accident rate of
EDF employees. Corrective actions are being purtmupdomptly reduce this rate.

For temporary storage the plant has developed mpteimented a significant improvement
program. This program includes; identification ofas where materials may be temporarily
stored, proper marking of the stored materialsytifieation of the responsible person, dates
by which the material should be removed and clizssibn of the type of material regarding
fire load, chemical hazard or contamination. Durantpur of the radiological area of unit 2,
the team observed that for the most part the teanp@torage areas appeared orderly, and
well marked and controlled.

Monthly monitoring tours of all areas are done lgpatment management to ensure that
plant expectations are being met.
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DETAILED MANAGEMENT, ORGANIZATION AND ADMINISTRATIO N
FINDINGS

1.2.  PLANT ORGANIZATION AND MANAGEMENT

1.2(1) Issue The plant has not developed and implemented dfetysculture programme
evaluating the safety culture level, targeting shand long term goals and
consolidating necessary actions for permanent pssgrthat ensure the overall
assessment of the safety culture level and itsrpssg

The plant policies include safety culture enhancgnminciples but there is no
programme for the promotion of safety culture as pfthis policy.

The plant operational performance indicators relate the safe plant operation
evaluation are rather of the passive nature suatuasers of safety related events.
The type and threshold of the indicators are nasisige enough for the aspects of
safety culture.

Near-miss events are not systematically analysellthe symptoms of weakened
safety culture could be more emphasized.

The means for evaluation of behavioural, attitudarad perceptional components of
the plant safety culture are not systematicallyeltgyed and the assessment of
progress or symptoms of a weakened safety cultera@ measured.

During the OSART mission, some deficiencies wergeobed in plant staff behaviour,
foreign material exclusion problems, industrial esgf plant house keeping and
material conditions. These indicate a need to imptbe safety culture.

Without implementation of a long term safety cudtysrogramme, opportunities to
improve attitudes toward safety and safety perforceacould be missed.

Recommendation: The plant should develop and implement a long-teaiety
culture programme, defining means for the evalmaid the safety culture level
(including indicators of a more positive nature,hédoural observations and
attitudinal surveys), goals and actions for itsypement enhancement.

Plant response/action:

During the international OSART evaluation in Jayuand February 2003, the plant showed
IAEA assessors its good safety results based emtairc number of indicators overly focused
on quantitative aspects (for example, number ohit@nt events, automatic reactor
shutdowns etc.) and providing too negative a visibsafety, which could lead to the belief
that we are subject to safety results rather thamtrelling them. Without denying the
nationally monitored parameters, we have proposkdrandicators that focus more on the
culture and behaviour of the technicians and masaggeregards safety.

This is why in the first quarter of 2003, a thoughbcess was undertaken in a safety review
and then in the Wide Management College in ordeastablish a Safety Culture Deployment

11

MANAGEMENT, ORGANIZATION AND ADMINISTRATION



Program (PDCS) shared at the Wide Management Cdeanével and official since October
1, 2003, that will form one of our priorities fdre coming years.

Recorded by the Deputy Director responsible forr@@nal Departments and by the Quality
Safety Director, responsible for the verificationel the safety culture deployment program
comprises five main areas:

. . - Mise en forme : Puces et
- organlsatlon | numéros

— verification

— training and skills

— _improvement of the “produce” process

— opening to other sites.

At the organisation leve] the fields of action concern the following keyings:

— Use the results of the Safety Perception Questionf@PS) to create a debate in the
departments. The Safety Quality structure is inrghaf leading this debate based on
the analysis of questionnaire results and repoitemgs (that of the NPP, the Nuclear
Generation Division, General Inspectorate of Nucléafety) concerning the
concerned professional sector. These debates @dll to a review of the safety
process and will be included in the Medium TernmRE&porting.

— Develop the weak signals approach for the detediuh handling phases with the
support of the Operations Quality Committee. Thi#$ yield a diagnosis of certain
organisational malfunctions and a proposal to mamet of handling solutions.

— Enhance and improve the operation of operationaidsoin which safety has a
priority, recognised and stated role. For examplethe Operational Management
College, the weekly safety point built on the badithe Weekly Safety Report (RHS)
including the elements from the Safety Engineerthode of the Quality Centre (main
verification and audit reports) is enriched by tb#é report of the Operations Shift
Managers. Likewise, the half-yearly safety bulletim also discussed by the
Operational Management College with insistence @ key safety points and the
management levers for the deployment of safetyersite.

— Maintain and reinforce the level of requirements ibhplementing the different
Department and Site inspection plans.

- Reinforce the impact of the new event detection antification process by the
systematic demand for a full analysis by eacheptihcerned and the finalisation of
the decision made (confrontation dossier and supganessage of On-Call Decision
Management on-call duty officer to all impactedyels and decision makers).

As regards verification, special attention is paid to the following levers

— Translate the Safety Quality Department audit amdification product into a
recommendation and suggestion based on the meflibd Nuclear Inspectorate (IN).

- Meet the management of the Department or processooed, compare opinions and
translate the whole into corrective actions with anplementation schedule
(recommendations will be monitored in the actiomitaring application).
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— Check that verifications are applied during the agmment contract reporting
managed by the Deputy Director or Safety QualityeBlior that benefit from the
intersecting vision of the Safety Quality Departinen

For training - skills, the objective includes the following levers:

<

— Ensure the presence of management in the summadsgfety quality” courses;

— Use the arrival of the simulator to better prepseasitive operating activities (link

with a recommendation of the training theme).

For the “producing at market pace” process the objective includes the following levers:
— Reinforce the Outage Safety Commissions (COMSATh whore clearly stated

positioning of operational personnel creating & mith more perspective and control
over the outage staff and notably the Outage S&iegyneer.

— Check by surveying the Operations Shift ManageetyaEngineer confrontation in

order to improve further the level of quality amddecide on the expected role of both
players.

— In addition to process indicators, set up the Cymra Quality Indicator (IQE)
initiated by the Safety Quality Director. Based monthly results, analyse the trends
in the Management College and decide on the presgaetions to set up in the
categories of the Operations Quality Indicator &étestof barriers, radiological

cleanliness, fire, daily rigor, deviation handlicgpacity).

As regards opening up to other siteshe objective includes:
— Intensifying the benchmarking to seek out the gprattices of other NPPs for quick

implementation.

Monitoring the Safety Culture Deployment Program:

In order to ensure a rigorous follow-up of the safailture deployment program, a progress
report using simple indicators has been proposed (®xt page). Weekly reporting is
provided to the Operational Management College dsicdmday by the Safety Quality
Department Manager during its safety point, eaghadenent regularly presenting concrete
action contributing to the success of the program.
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Progress Report — Indicators monitoring the 2004 Saty Culture Deployment Plan,

given every week in the Operational Management Cabe
Organisation:
— Safety Perception Questionnaire:

- Presentation of results and debates in the DepattiM@anagement Teams

with support from the Safety Quality Managementmber and population

impacted

— Weak signals: number of problems studied in ther&@jmns Quality Committee

— Operational bodies:

- __presentation of Operations Shift Managers’ repdrt€DO
-__presentation Safety Quality Dept. Hierarchical 8aReport (with verification

and audit reports): 1/CDO

-__presentation of the Safety Bulletin: each issue

— Number of inspection plans set up (site and depants)

— Event process: (monitored in the confrontation thrss

- Safety Technical Committee event systematic befot#ication

- Full analyses of players and On-Call Decision Mpmaent presentation

- _Number of cause trees planned within 10 days

- Notification (48 hours) and report distributionr{nths) deadlines

-__Achievement rate of actions validated by the Safetyhnical Committee

Verification:
— Number of recommendations and suggestions

— Application rate by departments after managerialisiy

Training- Skills:
— Participation rate of managers in course summaries

Number of new courses developed on the simulator

Producing at market pace:
— Monitoring the operations quality indicator

Opening to the outside:

— Number of good practices and innovations resuliiom the process reviews.
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IAEA Comments:

The plant has taken a number of actions to forraadimd enhance their approach to safety
culture. At the outset a survey on safety cultues \prepared and responses were received
from about 200 people from all levels of the orgatibn. Results of the survey indicated that
workers have a high regard for safety at Nogent $hrvey also indicated some specific
concerns related to organization and documentati@hthe plant is taking steps to address
these concerns.

Detailed safety indicators which include radiol@ji@and environmental aspects, state of
safety barriers, fire safety and rigorous approtxtoperations have been developed. The
indicators are part of the “IQE”, Operational Qualndicator program. This program does an
excellent job of mapping important aspects of sapetrformance. Plant performance against
these indicators is tracked and the results discussith management. Following the
management meetings the results are communicataagtiout the organization.

Line managers are also encouraged to attend the-wgraessions held at the end of training
classes. Although their attendance has shown inepnewt, it does not yet meet the goals of
the station.

Nogent was one of the leaders in an EDF wide progmdevelop better techniques for the
analysis of low-level events. The resulting prograciudes investigation of specific trends
within the CQE (Operational Quality Committee) depeents and the investigation of cross-
functional trends by a cross functional commitfas approach holds much promise.

Conclusion: Issue resolved.

1.2(a) Good practice:The Nogent NPP Management launched an action denagathe
supervisory inspection programme to improve managgrrocess in compliance of
with 1ISO 9000/2000 Standard in May 2001. The inpacpolicy and programme
have been implemented by all managers and direcldnis approach provides a
record of the delegations granted in technical montttechnical field and constructive
input to in-house experience feedback.

An action plan is established for all subjectsspomsible personnel and activities that
are important for all the departments. This prosideecord of the delegations granted
in technical and non-technical areas-activitiegan8ard charts dedicated to each type
of activity check are available for easy comparssdrast feedback information for
correction is available in real time. Inspectiotivaties are scheduled and followed-up
on a monthly basis. A global yearly status reviswonducted by the communication
department at the end of the year to provide egpee feedback for the following
year. It is supplemented by the department perfoomandicator charts. The whole
process provides a constructive input to in-hoxgerence feedback.
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1.5. INDUSTRIAL SAFETY PROGRAMME

1.5(1) Issue Plant industrial safety practices are not alwjowed by the plant staff or
enforced by plant supervisors and managers andnetted safety deficiencies exists
in some areas of the plant. Some examples wdmlawss:

While performing the battery LD0809 discharge tstUnit 1 workers were not
properly protected (risk analysis had been perfd)mehey were not wearing the
required protecting equipment — gloves, gogglebnée

H2 storage area at Unit 2 is without doors (dooewehbeen removed for
maintenance repair) area is not protected and rdarke

The ladder in the ECCS tank room was damaged hysion, the defect could
pose an industrial safety incident

Potential risk on the electrical connection of diaky feedwater motor-heater on
unit 2 train A.

Doors of electrical equipment in turbine buildingunit 1 were opened, tape used
as a barrier without any mark or deficiency tag.

Unsecured fire extinguisher.

Oil on the floor due to maintenance of the chargimgnp in the room NA 0405
(Unit 2), potential for slipping

Next to the door WA 0511, the icon for the emergesxit is broken. The escape
route is not indicated.

The rooms of the ECCS high-pressure pump and th@SEtank (Train A) have
discarded materials used during maintenance (wpieses of plastic, welding
rod).

Evidence of smoking was found in the industrialaareworkers were observed
without hard hats.

Poor lighting in the turbine buildings on grounadi on both units, in diesel
generator-rooms, and in stairwell 0448.

Without enforcing and following industrial safetyaptices and correcting safety
deficiencies the probability of personal injunjnsreased.

Recommendation: The plant management should ensure that indusiafaty rules
are fully observed and deficiencies are identiied corrected.

Plant response/action:

Main deviations observed

a) Failure to meet and/or insufficient knowledge digde requirements

When the battery discharge test was run, the teidms were not sufficiently protected.
They were not wearing the required equipment.
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b) Failure to meet jobsite tear-down requirements amglfficient control of facility
condition

The H2 storage area has no doors. The Fuel Podingaystem ladder was damaged by
corrosion. Potential risk on the electrical coniwctof an Auxiliary Feedwater system
pump heater. The doors to the electrical cabinetgwpen. Unsecured extinguisher. Risk
of slipping due to oil on the floor following maanance action. The HP SIS pump room
contained rubbish. Proof that the rules prohibisngpking were violated was found.

Actions defined

The NPP management structures its progress adiiotise framework of two decisions.

Decision DD-03.14 describes the industrial safetgnagement program (in response to
deviations in “a”); decision DD-03.08 explainsethierarchical control actions in the field
(in response to deviations in “b”).

1. Industrial Safety management
Decision DD-03.14 includes:

— the prevention of accidents and situations presgnd risk through continuous
management within the professional sectors angeaptiesence in the field,;

— the systematic analysis of events (from near aotiddo serious accidents)
accompanied by expanded sharing within the NPP.

The NPP has developed a field safety booklet; poepose is to reinforce the

appropriation of requirements on the jobsites am¢eha single reference for inspection.
This booklet was individually distributed to eadbld technician (service providers and
agents).

2. Organisation of inspection

Decision DD-03.08 defines the inspections perfornisd the Wide Management
Committee (CDE) in the field. Two types of inspeatiare defined: those targeting
jobsites and those relating to facility condition.

The Hierarchical Industrial Safety Inspections (JH$arget compliance with
requirements by jobsite field technicians: the NfeRedules one VHS per week for the
Unit Operating process and five VHS per week dyen outage.

The Cleanliness Inspections (VPROP) focus on thlition of the facility. During an
outage, the VPROPs are coupled with the VHS andsfae particular on the jobsite
teardown phases.

The operational monitoring of the process is ersung the Operational Management
College and during the Unit Operating Steering Cditee meetings (outside outage
periods). Developments are discussed and decideduoing the Industrial Safety-
Radiation Protection and Environment managemeirgwes/

To these management-level inspections are addedepartment inspection plans and
the Risk Protection Section and the Safety Quépartment audits and verifications.
The Safety Quality Department actions are specifiethe Quality Assurance Program

(PAQ).
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3. Application of Experience Feedback

Experience feedback is taken into consideratiorindguRisk Prevention recycling in
order to provide a response to the routine concefrigeld technicians. Sorting waste
near the jobsites and chemical risks will be pa# ceinforced presentation.

4. |Industrial Safety at the NPP

In addition to the management actions performedhbyprofessional sectors on a daily
basis, each year the NPP organises a industrietysdfy coupled with the contest. In
2003, this contest took the form of a comic stripzq The questions focused on the
NPP’s priorities: chemical, road, handling and fireks. The goal was to favour the
appropriation of requirements by pushing participato doing team research and
thinking on industrial safety matters encounteredheir routine activities. The NPP
organised the contest in cooperation with the NPFSant Alban. This formula is

reiterated in 2004. The themes were selected aogptd the difficulties encountered

during the outage period.

In parallel to the contest, the management orgdraseinnovation log and committed to
undertaking the two winning proposals in 2004.

5. Partnership and dialogue with stakeholders

The NPP explained its industrial safety requirermemben the service contracts were
renewed (site initiative to modify the CCAP (Seevierovider Specifications) explaining
its performance requirements for the outages).

In the framework of its “Service Provider Actiona®”, the NPP is developing new
levers for the recognition of the most high perforgn service providers the most
involved in the result improvement approaches efNiPP.

Furthermore, in order to more actively associate gérvice providers in our industrial
safety debates, the NPP has undertaken the imptatiten of the CIESCT (Inter-
company Commission on Industrial Safety and Workdtions).

Decision DD-03.14
Nogent sur Seine NPP Industrial Safety ManagementrBgram
Action Priorities for 2004: A known, understood aamplied program

Even if the accidents observed on the NPP arerfattly not very serious, they are still too
numerous and continue to have the same causesentiam, unjustified haste, lack of
awareness of risks during routine or ordinary aiiis.

The handling of field technicians after an accidiesnstill insufficient, as is the assistance
regarding our industrial safety requirements predidip to the service providers, a principal
that is fundamental in a partnership relationship.

The management review of September 2, 2003 idedtifbur action levers. Decision
DD 03.14 reinforces these levers by adding indisatmeasuring our involvement in
improving industrial safety results on the sitee3@ indicators are regularly monitored by the
Operational Management College.
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1. A Single Requirements Reference

The “Field Industrial Safety Booklet” is availadl It is used during inspections and checks. It
is communicated to work foremen by the Departmdntsimply includes the requirements
already present in the safety instructions and_tgeof Recommendations for Personnel.

It will be inserted in the Outage field service ayiers guide.

2. Managing Industrial Safety at the NPP and relayiequirements in the field by
explaining their meaning

Managing safety is a important vector for mobilgsiield technicians in the field, the leading
actors of industrial safety and foremost their mafety.

This management is ensured by the industrial séfetygch (industrial safety forum, contest,
drawing up the monthly Industrial Safety RadiatiBmotection balance sheet) and the
professional sectors (1/4 hour section meetingrdination point with the service provider).

Professional sector management is directly base@veekly and monthly) reporting drawn

by Industrial Safety Radiation Protection.

As regards the activities entrusted to outside amgs, the Industrial Safety Radiation
Protection Director meets with regional managersamment on the site’s industrial safety
results and share, in a partnership, the diffiealand levers that must be relayed in the field.
The concerned EDF contractors participate in thesetings.

The industrial safety engineer organises an ansitistion meeting with the site’s Industrial
Policy Manager.

3. Analyse all the events (from near accident to aadigdvith shutdown)

The NPP analyses all safety events. The analysi®nglucted jointly by Industrial Safety
Radiation Protection in the 3 days that follow &vent in the presence of the field technician
involved.

It is validated by a work group composed of the diabPhysician, the Industrial Safety
Engineer, the Industrial Safety Radiation ProtectbDirector and the Industrial Safety
Radiation Protection Engineering Manager. The fielchnician concerned, his/her superior
and their EDF contractor in the event of an agtiwhtrusted to an outside company are
imperatively present when the accident analysesali@ated.

These analyses are transmitted to the Health, tndusSafety and Work Conditions
Committee and the Labour Inspectorate within onatmo

4. Handling the field technicians involved in an aecitl

For all safety events involving the Medical Depatiy the field technicians are handled
systematically by the EDF manager responsibletferdperator or the service. At this time,
the manager evaluates the pertinence of a job atitapt Regarding service providers, the
NPP reminds the company's representative of thdities granted for job adaptations,
notably the temporary alleviation of contractugbestations.
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A field operator who is the victim of an industriabfety-related event is seen by the
Management to complete the professional sectoowidin the event of an accident with
medical leave, the field operator is seen oncehkefsturns to the site.

Decision DD-03.08

Organisation of the inspection of the cleanliness iadustrial safety of jobsites and
installations

The many reports made during the OSART evaluatiosm various audits and inspections of
premises and jobsite (industrial Safety inspecti@yerations “facility condition” periodic
tests) led the NPP management to reinforce theistegnd hierarchical inspection of:

— The safety and cleanliness of jobsites;
— The conventional and radiation cleanliness of ifsttans.

The cleanliness and tidiness of the plant guarattieeproper execution of field service
operations and performance of equipment and catéritdirectly to the safety of people and
the plant.

The decision was made to conduct:

— Hierarchical Safety Inspections (VHS) focusing ba tleanliness and industrial safety of
jobsites (these VHS are led by a member of the Widragement College);

— Cleanliness Inspections (VPROP) focusing on thelitiom of the plant (these VPROP
are led a member of the Wide Management College).
1. Identifying the reports

The VHS vyield "industrial safety/fire” and “claadiness/tidiness” reports. These reports
respectively supply the “industrial safety” andleanliness” data bases of the site.

The VPROP yield “cleanliness/tidiness” reportshély also supply the site’s “cleanliness”
data base.

The "industrial safety” and “cleanliness” dataases are unique and managed by the NPP’s
cleanliness manager.

Reminder: each room of the NPP has an “"owner”rghd with maintaining the level of
cleanliness in compliance with the site reference.

2. Processing the reports

The NPP cleanliness manager transmits:

— The "industrial safety” and “cleanliness” repty resulting from the VHS to the
contractors and managers of the jobsites;

— The “cleanliness/tidiness” reports resulting frahe VPROP to the room owners.
The NPP cleanliness manager sets a deadline foegsng the reports.
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3. Checking the process

The processing of the reports is checked as follows

— For the “industrial safety” reports, during theomthly Unit Operating process meeting;
— For the “cleanliness” reports during the montilganliness correspondents meetings.

The manager of the Unit Operating process in ther&@nal Management College presents
the summary of the deviations detected during tH&Vor the VPROP, a monthly summary
is made during the Operational Management Collegeé@ment point.

4. Organizing the inspections

The VHS focus on the jobsites under way selectedhenbasis of the Unit Operating
Schedule.

The VPROP focus on cleanliness and tidiness diRP premises.
The schedule of VHS and VPROP is managed by theiréctor’'s administrative assistant.

IAEA Comments:

In a November 2003 decision, the plant decidedrantjzal measures to be applied by all and
monitored by line management in order to signifisareduce the number of industrial safety
events. These actions include; investigation ofnevejury, specific actions to prevent
reoccurrence of the same type of injury, briefirilgeo workers on the injury, more active
monitoring by managers in the field, and publicizindustrial safety by game type tools.

Because of the injury rate among contractors in32@Be plant developed the Five “M”
method (investigation of precursors) and they higtdct discussions with contractors on the
need to improve industrial safety. All of the plamttions have resulted in a significant
decrease in the accident rate within the contragarazations.

In the last two months the plant has detected &xpected increase in the accident rate of
EDF employees. Corrective actions are being pursuedomptly reduce this rate.

The plant recognizes that the personal injury rateains above the average of nuclear plants
throughout the world. They have established a ¢makduce the personal injury rate by a
factor of four over the next three years to a pthat it will be in line with that experienced
elsewhere in the world.

Conclusion: Satisfactory progress to date.
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1.5(2) Issue: The policy and programme to control temporary gferareas are not defined.
Many areas in both Units exist where different pquént and materials are
temporarily stored including a large amount of castible material.

- The temporary storages areas are not clearly dasign
- Responsibility for storage area is not always defin

- Provision for security, storage duration and fir@tgection conditions are not
clearly identified.

- The team have had a problem finding the responsbkbority for fire load
control.

Inadequate control of temporary storage areas, lingnef stored material and
equipment could lead to uncontrolled use of equiira@d material and deteriorating
safety equipment reliability, fire hazards andé&sult in injury to the personnel.

Recommendation: The plant should establish and implement plant any storage
control programme and clearly communicate respditgifor areas upkeep and
control.

Plant response/action:

Main deviations observed

The temporary storage areas are insufficientlytiied, uncontrollable, the risks they add are
not analysed (waste bags but also equipment, pwopg&iners, cables etc.).

Actions defined

Design and specify an organisation allowing theiifieation of the storage, the added risks,
the related parries, the manager and the storage Manage these storage areas and ensure
their control.

Situation report

These storage areas are by definition provisionabmporary. They mainly correspond to
hallways or access lobbies and to certain closechsofor which the responsible departments
are identified in the room allocation memo. Ithsi$ necessary to assign a person responsible
for each area and to identify the content witheéhsuing requirements.

The main lines of work

The name of the person responsible, the expectetialy, showing that fire and chemical
hazards, radiation and potential contamination Haeen taken into account must appear at
the storage area. Checking is ensured by the Riofed Sectors and the Industrial Safety
Radiation Protection Team.

Actions undertaken

In order to specify the storage requirements, iteehms decided to create a cross-functional
work group essentially composed of the concernegamiments (Maintenance, General
Services, Electricians, Active Installed Base Ergiimg (modification), Radiation protection
and the Security/Radiological Cleanliness Director)
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After several meetings, the decision was made yoolat in an application memo the
decisions retained concerning the management gfdeary storage areas.

The main topics concerned are:

— The domain of application (details, definitions;. gt

— Areminder of general utilisation rules

— The definition of responsibilities of the variousyers
— Requirements in terms of posting and risk preventio
— Control

— Additionally, a standard posting sheet.

The deadlines

Following the conclusions of the work group setfafpowing the recommendations of the
OSART, the main steps and deadlines are spreaasdotiows:

- Memo before the Operational Management Committe@3301/04 (done, memo
approved)

- Memo before the reading committee 03/17/04 (doreanmapproved)
- Cascading down of the memo during an outage meetir@/01/04 (done)
- Effectively set up at the start of outage 1 eanbyilA

An experience feedback will occur after the twoaget campaigns in order to consolidate and
ensure the sustainability of the approach.

IAEA Comments:

For temporary storage, the plant has developedraptEmented a significant improvement

program. This program includes; identification oféas where materials may be temporarily
stored, proper marking of the stored materialsytifieation of the responsible person, dates
by which the material should be removed and cligssibn of the type of material regarding

fire load, chemical hazard or contamination. Trerteeviewed the list of temporarily stored

materials and found it to be of high quality andlweaintained.

Monthly monitoring tours of all areas are done iy ancillary services section (SG-Logistics
and waste) management to ensure that plant exjpadare being met.

During a tour of the radiological area of unit Be tteam observed that for the most part the
temporary storage areas appeared orderly, and matked and controlled. Some open
containers of waste oil were found in one aredicaigh the oil was stored within a retention
barrier the fire hazard could have been reducedskyof a closed container. Plant personnel
agreed to provide such a container. Another area foand to be located immediately
adjacent to plant instrumentation. Storage mateiedked in this area was at risk of falling
against the equipment. Normally the plant avoidsagfe close to plant equipment and it was
agreed that this storage area should be moved.

Conclusion: Satisfactory progress to date.
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1.5(a) Good Practice:A global risk analysis method has been elaboratetimplemented to
improve performances related to nuclear safetyntplzapacity, industrial safety,
radiation protection, chemistry, housekeeping amel énvironment in the areas of
maintenance and operations.

The method is applied during all operation, maiater® and technical support activities,
ranging from basic operations to interfaced adisitlt is divided up into two steps:

— Search for risk and related countermeasures.

— Possible formalization of risk analysis. A commaupgort, available on-line,
provides consistency through the site, regardidsthe author and the area(s)
involved. If no specific risk is identified, the wopackage will contain a note: “no
formal risk analysis”.

A practical pocket manual was edited in order ttp haut risk analysis set-up and
control. This manual buttons down some possibks rievering areas mentioned above.
Risk analysis is performed when preparing the waakage. Risk analysis data sheet
includes all risk-related areas and various coumgasures to be implemented for a
given risk associated with planned work and exeoutionditions. During performance
of risk analysis procedure there are different leead department representatives are
involved. The method allows the analysis to be deted with additional items, from
the preparatory phase of the work package up tavtive on the field by taking into
account possible context- related changes.
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2. TRAINING AND QUALIFICATIONS
2.1. ORGANIZATION AND FUNCTIONS

Operational responsibility and policy responsigilior training is functionally split between
two positions in the organizational structure. Hoenan resources director is responsible for
the definition of policy, strategic co-ordinatiodevelopment of proposals and overall
monitoring of performance and works closely witk tieads of departments. The department
head has operational responsibility. Overall staffnbers have been increased. This policy
has been to counter the reduction in working how35 per week and importantly there is a
recognition that the work force is ageing and yarrgjaffs are being employed to ensure the
skills of the workforce are maintained.

The site is adopting the corporate programmes d@eroto improve the competence of the
work force. A detailed document “Division ProducticNucleaire” clearly specifies the
corporate projects for the period 2002-2005. EDipamte HR and training policy is being
deployed:

- System Local Development of Competence. A projeaint with a departmental head
assigned as manager exists to promote the lods dkivelopment system. The project
manager is supported by a human resources corstitgoromote and share good
practices across the various site departmentsbasie principles of skills development
are not being changed by the project, the progedbéused on promoting a consistent
approach across the departments. The project lesisdperating for three months and is
due to be completed in 2003.

- Line managers ownership of training with HR supp®d reinforce the line managers
responsibility for their staffs competence the fstafining records were transferred to
the managers after a comprehensive verificationceseewas conducted in mid 2002.

- Procurement of a site based simulator due to beokated in the autumn of 2004.

- The clear split between training owner and provigbkich was finalized with a contract
in December 2002. Nogent staff use the professimaiing service (SFP). Category A
- training SFP provides, Category B - SFP or exdkl(e.g. manufacturers course
selected by SFP) provides, Category C - Nogent ptafided or external selected by
Nogent. Total SFP staff supporting nuclear plantSDF is 500 people.

The department head has the operational respatysifil the whole training system. A

network of departmental training representativegpeu their department. They act as a
liaison between the HR department and their owradepent. The HR section collect the
training needs of the various departments and ngarithg setting up of new training

arrangements along with the choice of training iseryrovider. HR also support the

departments with detailed quarterly records ofitfiermation essential for the management
of authorization. HR are also responsible for segdiut course notifications for the site
training courses and for enrolment on corporatesms)
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Currently the training representatives mainly ggsite in operational training matters and to
a greater or lesser extent in the development it skepending on the department. The
intention of Nogent Human Resources Policy is tosciidate the role of these
representatives making them responsible for sttélgelopment and not just training.

Every department has a standard training plan (REF)function that consists of courses
identified at corporate level added to by the sitthe site professional adaptation programme
(PLAP). The line managers are responsible for trepetence/training of their staff with the
support of HR and training providers. During thevieer, managers and section heads
interviewed demonstrated commitment to their staftslification and competence. Every
individual at Nogent has an annual interview wiik br her line manager as part of the
individual re-qualification process, (95% of staffold authorizations). During the
authorization/training interviews, the individual'sompetence is confirmed and an
“expression” of training needs is recorded in orderimprove or maintain individual
competence. Following the interview the individtralining plan (PIF) is then compiled, the
training identified is recorded for the currentxnand following year. The yearly training
plan is then drawn up and adapted within each tieeat and endorsed by the HR dept.

The training processes at Nogent are being mouitdog improvement opportunities,
however the detailed Key Performance Indicatoressary to ensure the improvements in
process efficiency are not fully developed andggsstion has been provided in this area.

2.2.  TRAINING FACILITIES, EQUIPMENT AND MATERIAL

Classrooms observed were fit for purpose. Opemilegr “self learn” computer based
training is limited to basic science training.

The radiologically controlled area (RCA) change moand equipment are simulated to
conduct Health Physics access training. The trgiféwility also has mock ups of tanks and
pipe work installations to practice Health Physiasnitoring activities. A dedicated First Aid
training room is available to conduct First Aiditiag. Contract staff delivers fire fighting
training.

A PC based simulator is available along with a SIFAClassroom based simulator is used to
visualise physics phenomena. A basic computeritigiroom for PC software application
training is available. A basic library exists.

Nogent uses the SFP training centre at Cattenoroderation training on the simulator, the
simulator is based on the Paluel NPP design andmtite Nogent NPP. Occasionally initial
trainees are sent to the training centre at Pduelto the limited availability of the simulator
at Cattenom. There are plans to build a new simulat Nogent. The team has made a
recommendation in the area of simulator trainingstgport Nogent in their drive for
continuous improvement in the operational trairmnggramme.

Review of training materials is the responsibilifythe site based SFP team, materials are
comprehensive. A session had recently been dewlimpaddress the issues associated with
mid loop operation and this had been deliveredijusime prior to the outage.
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2.3. CONTROL ROOM OPERATORS AND SHIFT SUPERVISORS

All control room operators at Nogent have been mieuh through the field operator route
and so have completed the field operator trainirggamme prior to entry to the reactor
operator programme. The plan details 6 months fbtraging in classrooms and 4x2 weeks
on the simulator. The remaining 12 months is atleddo shadow training shift operators in
the main control room. The classroom and simulatgining are comprehensively assessed
for technical knowledge based on recognized oljecbiased processes. Throughout the
initial training programme the trainee shadows parator in the control room on site when
not in formal training courses, however the perimfdshadow training is not formally
documented and a recommendation associated witlosh@aining for several technical skill
areas was provided by the team.

Individual trainee log books are being developem@lwith apprentice masters to support the
trainees a good practice has been noted in this anel the station should continue the
development of these processes in order to suffgoformalizing of the shadow training. At
the end of the process the trainee is interviewetthd shift manager.

The continuing training programme includes two week the simulator per year, three
yearly radiation protection training sessions, lefirst aid and two yearly fire fighting. Each
year the individuals are re authorized in line with initial authorization process.

2.4. FIELD OPERATORS

Field operators are employed on the understandiaigthey will progress to reactor operator.
The initial training programme is based on the ooafe model and takes approximately one
year to complete. The programme is a combinaticsewén one-week courses (SFP delivered
and assessed), training on days on site systenpeieag by an experienced operator who is
taken off shift to support the programme and finathadow training during immersion on
shifts. The initial shadow training is supporteddstailed objectives and the use of the log
book to allow trainees to record their trainingidties is to be encouraged. The field
operator programme is also supported by a docurtided “ Skills expected for field
operators, this document supports the assessmém thinees by line management and also
serves as a self evaluation process for the trainee

In common with the reactor operator training prognze the field operators have refresher
training associated with: radiation protectiorrstfiaid and fire fighting.

Each year the individuals are re authorized in liii the initial authorization programme.
However, there is no structured continuing traininggramme associated with competencies
to perform the many tasks necessary to be an apdeahnician.

2.5. MAINTENANCE PERSONNEL

The maintenance personnel initial training prograanwere reviewed associated with
mechanical, electrical and instrument and contrdlse programmes are developed from
corporate training requirements and contain a l@ament. The initial programmes are
structured and contain elements of formal classrbaiming including attendance at training
centres such as Gurcy to practice in fully equippedkshops. Each maintenance programme
identifies shadow training as a component to asaorendividual’s competence is assured.
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The initial programmes are culminated with a qidifion interview which confirms the
individual has the necessary skills to remain caemte Individual examples of quarterly
interviews were reviewed and there is evidence tlew trainees are comprehensively
evaluated against the standard training plan aed ithdividual skill shortages are identified
and strategies put in place to fill the identifiededs. In some instances the trainee may
possess equivalent skills and a waiver processgitable to the line manager.

The continuing training programme is standard actbe maintenance disciplines; Nuclear
Safety and Quality, Radiological Protection, Firghting and First Aid are refreshed.

Good examples of the training interventions arbedound in the various departments based
on the skills and learning development process (SLEther than simply relying on more
training courses. An example associated with useprotedures for standby staff was
explained and the quality of the training matewdl assure a common understanding across
a range of trainees. These skill shortage intefwestwill require embedding into the initial
training programmes to ensure the information islost from the company.

2.6. TECHNICAL SUPPORT PERSONNEL

The management commitment to the training prograsnfoe the testing, chemistry and
support services was demonstrated during the revié programmes are based on generic
national plans supported by local elements. Thaibg of individuals is supported by initial
skills training guides for the testing and chenyigtersonnel which are utilized in the shadow
training setting. This initial programme is suppaortby a co-ordinator who works in the
department. These guides define the skills fonvikdial roles within the department and are
noted as a good practice in this report. Folloviimg training programme the individuals are
qualified following a detailed authorization inteew, the structure of the interview is well
defined and the manager has a selection of intergigestions to assess the individuals. The
rigour in the assessment process ensures a congtdadard is achieved from one trainee to
the next.

The Safety and Quality and Risk Prevention departsigaining programmes were reviewed
and, in common with other departments, the ManagémieAuthorizations and Training is
specified in a departmental document. The indivglueining programme has periods of
shadow training including “immersion” into the vauis Departments. The shadow training is
not always fully defined to support the traineesigured learning. The Safety Engineers
have a detailed training programme which is assessing a detailed framework which
covers knowledge, skills and behavioural/attituctégria.

The continuing training programme utilizes the sapmecess as the initial authorization

including the ability to use some of the questifsom the initial training assessment process.
Actual records of activities conducted through et year by the individual also support the
requalification interview.

28

TRAINING AND QUALIFICATION



2.7. MANAGEMENT PERSONNEL

Managers professional development is composed of damplementary processes. The
national process, supervised by the corporate gsfeal training services (SFP), addressees:
change management, strategic integration and cimtdnprofessionalism of managers in
fundamentals via various modules based on indivithtarviews. A local process which
includes: management days, six monthly managenesigws, self assessment of managers
in accordance with EDF's Management Charter, ctleananagement aspects when team
social problems are encountered and individual liogcby the HR Head of Department or
HR Director regarding targeted training topics.

2.8.  GENERAL EMPLOYEE TRAINING

The initial induction training for permanent staf comprehensive, the plant director
addresses all new trainees to set management akpast and reinforce safety culture
messages. The trainees are then placed in the tildlusafety and risk prevention
departments to gain an appreciation of these fonstiThese two actions are in excess of the
basic requirements. The formal training for allffstonsists of a risk prevention level 1
course that lasts five days and addresses thestagficindustrial safety and radiation
protection. The programme is then dependant ondimiduals role, courses attended may be
a 2 day Nuclear Technology overview course or 19 ®achnical Training course, the
induction programme is completed by a 3 and thénday course covering Nuclear Safety
and Quality Assurance (FISQ). Following this indotprogramme the individual is then
subject to a standard training plan depending eir fanction. SFP staff and subject matter
experts from site support the courses.

The initial induction training was also reviewed fmntractors. Training contractors who are
approved by EDF deliver the programme. It is thgponsibility of the contractor to ensure
their staff are trained. The programme covers #raestopics as the permanent staff in an
EDF plant: Nuclear Safety, Quality Assurance, IndakSafety and Radiological Protection.
The training is assessed and allows the contractoess to the EDF sites for 3 years. EDF
and an external organization (CEFRI) also formaligit the process. Prior to attending sites
various meetings are conducted between the worksdinator of EDF with the contractors
to ensure the training and qualification of the tcactors staff to perform the tasks.
Contractors also attend various safety forums fopsu improvements in ALARA and
industrial safety principles.

STATUS AT OSART FOLLOW -UP VISIT

In the area of Training, the OSART team made twanmemendations and one suggestion.
The follow-up OSART visit resulted in one recommatich and the suggestion being
resolved and one recommendation having made satisfgprogress to date.

In order to improve the issues raised in the trgjrarea it is recognised by the team that the
site HR department played a key role, however tpart of the SFP and the line staff
including senior management has greatly contribtaetie overall improvements.

Since the OSART mission in 2003 a full scope replkimulator and associated support
rooms have been built at Nogent. During discusswitts the plant and SFP staff during the
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OSART follow-up it became obvious that the sta# aghtly proud of the new facility and
recognise the full potential of having the Simuladbsite.

The Nogent staff supported by the SFP has alrezalised and have plans in place to address
the issues raised in the OSART report:

Increased continuing training, Operations managex® attended sessions to reinforce their
expectations, Assessments during the continuingimigh programme are scheduled, The
simulator has supported on site emergency exetn@seng, The panel differences between
the real CCR and simulator are now minimal andoherating procedures are available in the
simulator.

The staff that was interviewed recognised the impnoent opportunity available to Nogent
as a result of having a high quality onsite simara@nd the OSART team have a high degree
of confidence that the improvement opportunitieailable to the Nogent staff of having the
simulator on site will continue to be realised.

In the area of shadow training the Nogent staffiessed the previously identified good
practice areas on site in chemistry and operatiother sites within EDF were consulted and
the IAEA guidelines were referenced. A policy wasuied and shadow training programmes
were developed for each department taking intoatcthe specific needs of the departments
as specified by the department group heads. Aladements have now adopted the process.
This systematic approach to firstly specify thenirag in 2003 and secondly deploying the
training in 2004 has resulted in an increase inridéevidual and management ownership and
awareness of shadow trainings role in supportiegittvelopment of staff competence.

In the area of Training KPIs a full range have bdeweloped.. This information is presented

to site managers and section heads in concisetsefiat details department specific data.

The report details trends and has realistic targetociated with each KPI, they are analysed
by senior plant management and have been recogasshdving provided Nogent managers

with a fuller understanding of the issues assodiafti¢h the training processes.
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DETAILED TRAINING AND QUALIFICATION FINDINGS

2.1. ORGANIZATION AND FUNCTIONS

2.1(1) Issue There is a lack of up to date key performancécatdrs (KPI) to confirm and
assess the efficiency of the training processes.

55000 hours of training were actually conductedhia year 2002 as oppose to the
planned 70000. A process exists to record the nedso course cancellations,

however, this information is not readily availabbesupport improvements in trainee
attendance at planned training sessions.

The attendance statistics for individual work gewpas not available for the year
2002. The figures are to be calculated in the nextth. The estimated withdrawal by
trainees from training courses is approximately 20%

During week 3 of 2003, 8 people did not attend péhtraining (across 4 sessions)
and no excuse was given prior to the session.

Examples of a lack of communication between SFPtlamdite have resulted in lost
training time for individuals; a specific examptea member of staff sent to the Paluel
training centre only to find the course had bearceled.

There are no standard KPIs issued by corporate 62#5sist the sites in improving
the training process.

Without up to date information associated with tifaéning process the opportunity to
improve the process will be limited and both indival and group perception of the
value of training will be degraded which may resint competences not being
continually improved.

Suggestion: The plant should continue the development of thainiing Key
Performance Indicators to monitor the training psscand thus regularly inform the
management to ensure their commitment to high tyudiining services provided to
the staff at Nogent NPP.

Plant response/action:

The NPP should add to and ensure the continuitigefraining monitoring indicators. To do
this, a number of monitoring indicators were imgdwr defined and implemented on the
site:

Sessions attendance and absenteeism monitorirgftattihe site

This table already existed at the time of the OSAR{t its content (distinction between
justified and unjustified absence, plotting of i@as for absences from training) was revised
in early 2003. This table is sent weekly to the'sitomplete managerial line and is reviewed
in the Operational Management Committee by the HuR@sources service in the event of
drift.

These indicators enable the Human Resources Seamitehe Senior Management to make
the managers aware of the impact of training aleserass compared with the reasons given,
and to recall the importance that must be givesetcelopment of skills.
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Each service was reminded of the particular attenthat should be given to absenteeism in
the Management Contracts for 2004 (Management @crguideline letter).

Quarterly and annual training summaries

Since the beginning of 2003, a quarterly summatyadfiing as a whole is produced. It is sent
to the site's complete managerial line, to theningi correspondents in the services and to the
Senior Management.

It plots everything done in training, quarter byager. At the end of the year, it leads to an
annual summary. This quarterly summary coversdaheviing topics:

— monitoring of internal and external training volwsrend costs

— monitoring of training discrepancy forms

— monitoring of the cost of managing replacements

— average number of training actions and hours perabpr

— number of sessions added and number of sessioosllezh

— characteristics of the sessions performed on tee(\sith or without assessment, with or
without course introduction and closure reviewjmat without issue of qualifications)

— attendance and absenteeism rates for the siteearsfvice

— new training specifications or modifications tosiig specifications

— latest training news.

This summary can be used to follow changes inrtirihg field, to draw conclusions both in

real time and at the end of the year and allow @ispns between services concerning
training management.

Annual course introduction and closure review plan

This annual plan defines the site's requirements@ming managerial presence at course
introduction and closure. It then quantitativelgorls the courses opened and closed by the
site's management. It then allows a qualitativelyaisa of the course closure reviews and
treatment of any discrepancies or difficulties emtered during the course.

This annual plan has been in place since 2003a4#t mwproved in early 2004 (inclusion of
2003 feedback: nature of traceability, messagesbdoput across during the course
introduction, etc.).

Improvement targets were set for the services @ff42concerning managerial presence at
course introduction and closure reviews, in paldicuin the Operation Department
(Management Contract guideline letter).

IAEA Comments:

A full range of training processes KPIs have beewetbped; attendance and absenteeism
rates, internal and external volume / costs, manage attendance at course opening and
closing sessions, changes to training plans inctudhe reasons for the change reasons for,
training hours and activities per employee. Thisrimation is presented to site managers and
section heads in concise reports that details tapat specific data. The reports are analysed
weekly, monthly and quarterly. The HR departmesbalonduct a session each week with
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one of the departments to reinforce any issueaged with the training of their staff. The
report details trends and has realistic targetscés®d with each KPI, the traffic light system
is used to highlight areas of concern. The prodess been supported by senior plant
management and is recognised as having providedemMioghanagers with a fuller
understanding of the issues associated with ti@ngaprocesses. It is worthy of note that the
management attendance during training of theif si@a is also analysed by the safety and
quality department to support the stations efforisnproving the overall safety culture of the
staff.

Conclusion: Issue Resolved.
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2.2.  TRAINING FACILITIES, EQUIPMENT AND MATERIAL

2.2(1) Issue:The current simulator training arrangements are providing Nogent staff
with sufficient opportunities to continually imprevheir performance.

This issue is supported by four themes:
Attendance theme;

The current individual revision training consisfstwo 5 day courses per year. The
initial training programmes consist of 8 weeks &ach individual. Due to the
workload on the simulator, the time available edafis limited.

The monitoring of the individuals attendance om ¢hrrent revision programme does
not ensure that individuals attend both the te@irdaad behavioural aspects courses.
Supervisors and Shift Managers are not requirexdtémd the technical courses.

Assessment theme;

The assessment process during simulator trainimiifferent between the initial and
continuing training programmes. The initial prograenhas two formal assessments
conducted by the instructors; these assessmentsdetziled assessment criteria. The
instructor’'s complete detailed assessment sheetdoilhal assessment is conducted
during revision training. Neither assessment @dithe senior operations management
during the assessment to provide independenceroprehiensively addresses issues
associated with human performance / team issues.

Personnel theme;

There are a number of activities involving persénmbich are not occurring for
various reasons:

- The operations department management does notnebutattend simulator
training sessions in order to set expectationsain geedback on individuals /
teams or training performance. There have not l@@snspecific requests from
Nogent operations staff to support the revisionreeuvhich is in development
with the first course due in week 8 of 2003. Shiinagers do not routinely lead
the debriefs following simulator exercises.

- Various workgroups such as; operator techniciand, ather support staff do not
attend the simulator to gain an appreciation ofrajienal activities in order to
develop operational focus (support safe and raiapkration).

- Although the instructors observed and interviewegreventhusiastic and well
trained they do not visit the site on a regulaid)ass a result they are not routinely
observing activities during significant operations.

- Informal mechanisms exist to transfer student is$r@n one instructor to the next
and Nogent staff if necessary, only individuals vene not achieving a satisfactory
level of performance are systematically supportetivben the instructor and
station staff. It was stated that some sites ha¥evare systems to support the
monitoring of trainees during their initial traigiprogramme.
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Simulator to Control Room differences theme;

There are differences between the simulator aretee€e plant. The differences are
listed in a national document, however the diffeemin control panels, furnishings
and support paperwork are significant enough toenethe creation of a realistic
Nogent control room. Some differences included:

- The simulator room is smaller than the control raairlogent

- The pressurizer control on the simulator is a singbntrol, on site there are
2 controls, one for raise and one for lower.

- The safety injection panel has flow gauges andcheg in different locations on
the simulator panel versus the CCR panel.

- The effluent treatment panel is not present insiheulator.

- A limited suite of documentation (Approx 21 file® maintained for Nogent
training, the files are not stored in the sameela the simulator as in the CCR.

Routine station logs are not generally replicatedhe simulator; a minimalistic
shift handover is conducted.

- The simulator condenser cooling water system rafgia sea side station.

Without improvements to the current simulator tirggnarrangements, opportunities to
improve the operational and support staff compea®rio support safe and reliable
operation will be restricted.

Recommendation: Simulator training arrangements should be enhanogutovide
additional opportunities for the operations stafekperience a more realistic training
environment more frequently in order to contribtéeimprovements in safe and
reliable operational performance. It should be ddteat a new simulator located at
Nogent is planned to be in service in autumn 2@Bdse enhancements should be
achievable following the completion of the new siator.
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Plant response/action:

A number of discrepancies were identified during tBSART. The site defined and
implemented the following plan of action:

( Mise en forme : Puces et
Increase the training time the Operations staffidgm simulatar |_numeros

At present each operator in proficiency trainingries out one week of retraining and one
week of scenario training on the simulator per y8ar 5 days).

As of September 2004, a few teams will have 2 eixtining days using training exercises
(one day of training exercise comprises preparatiperformance of the exercise and
debriefing). As of 2005, these 2 additional day$ e extended to all the operation teams
(3 x 4 days).

In addition, a simulator utilisation action plan darrently being validated. It defines the
additional needs of the control teams and of theratite professions close to the process.

. . . . . .  Mise en forme : Puces et
Planning of a yearly one week retraining course and week situation scenario training | numeros

should be guaranteed per Operation Department.agent

Since 2000, the inclusion of training in the tréiosi to the stabilised Status Based Approach
and problems with providing instructor resourcegha Professional Training Department

and with planning the training exercises, disruptieel alternating retraining and training

exercise programme which has to be followed foheagerator. For 2004, these problems
have been ironed out and the requirement is mét, egich agent scheduled for one retraining
course (individual operator or full team) and ongining exercise. The same applies to
planning for the coming years.

. ( Mise en forme : Puces et
Increased presence of the Operation Departmentgeearent during the course summary (_numeros

An annual course summary plan exists on the sitéhiin-house courses conducted. It sets
the site's requirements concerning managerial pcesat the course summary.

Simulator training has been incorporated into theual summary plan for thé'2half of
2004 (during which the simulator is to enter sesyicl7 summaries are to be performed by
the Operation Department during this period (retrej, situation scenario training and
training exercises).

During the f half of 2004, 2 summaries were carried out by @meration Department
management, on the simulators used by the Noggffit st

. . . .. . . .. Mise en forme : Puces et
No _assessment is formalised for continuous trairongsimulator (continued proficiency | numéros

training).

Thought is currently being given by the OperatioepBrtment senior management to
developing assessments for the end of continu@ising on simulator. Installation of a

simulator in Nogent gives us the opportunity toetalction in this direction, jointly with the

simulator instructors present on the site.

There are 3 types of continuous training on sinmniatetraining courses (operator or full
team courses), situation scenario training andhitrgi exercises. At present, only simulator
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retraining leads to assessment. There is no assats&ithe situation scenario training and
training exercises.

This means that at present, each supervisor anchtopds assessed at least once a year
during his retraining course. Observable criterexevdefined in the local amendment to the
simulator retraining specifications for each scena&nvisaged. This assessment has been
operational since 2002 and is logged through agmgieal targets attainment form filled out
by the instructors and transmitted to the Operdilepartment management.

The site's aim is to move towards individual andnteassessments involving test type
situations.

Benchmarking is currently being conducted with ebiger sites to obtain their experience and
best practices in this field. This work is donetbg Operation Department in collaboration
with the professional training department.

The operation teams must communicate and shaneetkgérience of this subject in order to
prepare the agents for implementation of assessnf@nall their simulator training work.

Presence of management during the assessmerkerisitéo account for simulator retraining
courses and also needs to be considered in thengngork.

The goals set by the Operation Department senioagemnent are as follows: in 2004 define
the modalities for implementing assessments tavadipplication in 2005.

To encourage use of the simulator by the techrscianhe Operation Department and by the
other professional sectors close to the process

A simulator utilisation action plan is currentlyibg validated within the SLDC network
(Local Skills Development System). It defines tkdditional needs of the operation teams and
of the other site professions close to the process.

The aim is to define the professionalisation neeflshe other professional sectors and
together with the Professional Training Departn@otduce simulator training specifications
(On-site Emergency Plan, tests, automation, etbg first sessions should be possible in
2005.

Encourage instructor immersion in the Unit's daparits

The new instructors who have arrived on the sigecarrrently being integrated into the shift
teams. This integration is defined by the heachefRrofessional Training Service according
to the instructor's profile (former operations pemsel or not) and depending on the
availability of his training programme. This immiers is conducted on a site other than
Nogent in order to ensure the independence of ghesament the instructors are required to
perform on the Nogent staff. Each immersion leaddefinition of learning goals during the
course of the immersion.

Subsequently special contacts within the Unit'sadiapents could be envisaged in accordance
with the simulator utilisation action plan (to ersuetter understanding of the needs of the
departments). Proximity and analysis of the loegjuirements will facilitate comprehension
and regular exchanges with the professional seotbes than operations.
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L . . - .  Mise en forme : Puces et
Encourage reqular monitoring of the trainees byRtafessional Training Service . umdrg e UGS €

1 Initial training

The "Operations Shift Manager", "Operator" and I&Fi®perator" initial training curricula,
comprise several training modules.

"Operations Shift Manager" and "Operator"” initial t raining curriculum :

After performance of each "Operations Shift Managerd "Operator" curriculum module,

assessment is carried out and a pedagogical gtiaisnaent form is filled out by the

instructors and transmitted to the Operation Depant management. A comments field
enables the instructor to mention the points toirbproved (even if the minimum level

required has been attained).

In addition to this form, a trainee monitoring fomill be employed in Nogent in 2005. It will
trace the topics dealt with during the initial tiaig modules. A copy of this form is kept by
the Nogent Professional Training Service. Anothapycis sent to the Operation Department
management.

A folder will be held by the training department &ach person in the Operation Department,
containing all the pedagogical goal attainment ®and the trainee monitoring forms.

"Field operator" initial training form

This curriculum is transcribed in the trainee's itaring file. At the end of each training
module, a summary of the strong points and thetpaiequiring improvement should be
made by the instructor and transcribed in the égli monitoring file. This file is the link
between the instructors of the Professional Trgifkepartment, the trainees and the tutors in
the operation department. The Training Departmens vasked to fill out the trainee
monitoring file correctly (at present there areéability discrepancies).

The final assessment is filled out by the instreeetand transmitted to the Operation
Department management (this assessment is only atalde end of the curriculum).

2 Continued proficiency training

Simulatorretraining courses lead to an end of course assessment. Aecp@dagogical
goals attainment form is filled out by the instargtone copy being given to the operator and
another sent to the management. A comments fieddbles the instructor to describe the
points that need improving concerning the trainee.

In addition to this form, a trainee monitoring fomwill be put in place in Nogent in 2005
(same as previous page). It will trace the topiesltdwith during the retraining courses and
the scenarios employed.

A folder will be held by the Professional Traini@epartment for each person in the
Operation Department, containing all the pedagdgjoal attainment forms and the trainee
monitoring forms.

The situation scenario training also leads to completion of a trainee rarimg form.
However, for the time being, there is no assessuaitet this course, and thus no pedagogical
goal attainment form.
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In addition to this trainee monitoring form, 2 athflerms are used for situation scenario
training. A daily observation of the team is logdegdthe instructors and a summary form
covering the transverse topics dealt with durirguleek is also completed. This form is used
to record the strong points and the points regginmprovement concerning the shift team.
This is not an individual form and assesses thea'eaollective work. These 2 forms are not
sent to the Operation Department management arieptdy the site's Professional Training
Service.

For the time being there is no traceability for thaining exercises This point will be
improved with the use of additional training exsecdays per shift in 2005. The content of
the exercises will comply with the specificationafted by the Unit's Operation Department.
In response, the Professional Training Service wilbmit a proposal incorporating the
particular points that the trainees need to loak &loser detail (example of training exercise
for 2004, situation scenario training with fieldesptors).

In short, for training with assessment, traceabibtvia pedagogical goal attainment forms.
They enable the instructors in the professionahitng service and the Operation Department
management to assess the extent to which thehstaificquired skills.

In addition, the trainee monitoring forms, dailysebvation forms and transverse topic
summary forms enable the instructors to log thenstrand weak points of the operators, year
after year, to deal with any difficulties, to reddhe scenarios employed in order to fine-tune
the choice of future exercises and guide the tgicbntent.

This traceability as a whole will be grouped in @dér for each Nogent Operation
Department employee. This traceability will be adtesd by the Professional Training
Service instructors before performing any trainiogrses on the Nogent simulator in order to
diversify the scenarios and look in closer detaiha necessary points.

-

Explain the differences between the Nogent simulahol the Nogent control room

For the ' half of 2004, most of the Nogent operating persbnmill use the Belleville
simulator. A memo was thus drafted identifying tHiéferences between the Belleville
simulator and the Nogent control room. This samenmaill be corrected for the"2half of
2004 and this time will identify the differencesween the Nogent simulator and the Nogent
control room.

This note is sent to the Operation Department memagt for information of the shift teams.

During simulator training, the instructors use tiiemo and throughout the training process
specify the differences between the simulator aedcontrol room.

It should be noted that as soon as the simulat@r&service, the simulator and the training
rooms will be equipped with the site's documentatio
IAEA Comment:

Since the OSART mission in 2003, a full scope mgpkimulator and associated support
rooms have been built at Nogent. During discusswitts the plant and SFP staff during the
OSART follow-up it became obvious that the sta# aghtly proud of the new facility and
recognise the full potential of having the Simutati site. The simulator is currently
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supporting Cattenom staff training until the end 28005, when a new simulator will be
available at Cattenom.

The Nogent staff, supported by the SFP, has alreadlsed and have plans in place to
address the issues raised in the OSART report:

Increased continuing training for existing operat®x4 days per year)

“Open access slots” for operators (Control room Biedd) have been delivered and are
planned to satisfy the operators training needguests

Operations managers have attended the end of coexsews to reinforce their
expectations and a plan exists for their attend#moeigh out the year.

Assessments during the continuing training progranane scheduled.
The simulator has supported on site emergency isediraining.

The panel differences between the real CCR andlaforuare now minimal and the
operating procedures are available in the simuledotrol room and associated support
classrooms

A specification has been produced to support tamitrg needs of non ops personnel
using the simulator and plans are in progress. StigC has supported this process.

A process to monitor and record individual studesrformance has also been developed
to support individual learning.

There has been significant progress in the aresinofilator training facilities and training
approach. The staff that was interviewed recogrisedmprovement opportunity available to
Nogent as a result of having a high quality onsiileulator.

Conclusion: Issue Resolved.
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2.3. CONTROL ROOM OPERATORS AND SHIFT SUPERVISORS

2.3(1) Issue There are weaknesses in some departments onrdfing programmes
(shadow training). Although some departments haetaigéd shadow training
programmes others are not formally structured aeltl defined.

Throughout the initial reactor operator trainingpgmamme the trainee shadows an
operator in the control room on site when not aliregp formal training courses. The

period of shadow training is not formally strucirand well defined to support the

trainees training.

Each maintenance programme, (mechanical, electaiodl instrument and control)
identifies shadow training as a component, variablgport material and frame works
exist in the departments to support this shadowwiirg.

The safety engineers training programme has penbtismmersion” into the various
departments including the Operations Departmemeselperiods of time are shadow
training. Plans are developed on an individual lletewever there is no model
programme, the training periods are not formalljuctured with well-defined
objectives.

The radiological protection training programme tiechnicians has periods of shadow
training, the shadow training is not fully spedifiéor the current trainees who have
been redeployed.

It was stated that the shadow training relies enetkperience of the current workforce
and the formalization of the process would ensumsoge consistent approach from
one individual to the next.

Without a consistent and systematic approach actegartments to support shadow
training the competence of the individuals mayb®guaranteed.

Recommendation: The plant should promote the sharing of informati@msociated
with the shadow training in order to raise the dtads associated with this process
across departments.

Plant response/action:

The NPP should encourage a transverse shared apphlzsed on good practices, to develop
shadow training programmes.

For information, the NPP obtained 2 good practiteshis field: the chemistry and test
sections, with use of skill development guides #reloperation department, through use of
skills logs filled out by the personnel.

The site first of all drafted its reference framekan terms of tutoring and the shadow
system:

— Drafting of a relevant implementation note. Thigendefines the roles and hierarchical
responsibilities of the tutors and shadows in tgot" mission. It sets the site's levels of
requirements, tackles the question of tutor pradesdisation and assessment.
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— Definition of requirements and content of a shad@ining programme (explanation of
tasks required for the operator, definition of shadtraining learning goals and
evaluation of operators against each goal). Eadk programme meets these
commitments.

The NPP then carried out benchmarking of existiogdgpractices on and off the site. These
good practices were shared with and between thegzional sectors (including those which
were not targeted during the OSART). Various shadwmaining professionalisation
approaches were thus presented and shared: poofalisation log filled out by the operators,
immersion shadow programme, shadow pairing. The'sJdepartments then defined their
shadow training programmes, choosing the profealigation approaches which most
closely suited their shadow training goals and @zerof the profession.
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The professional sectors are currently working oiting and implementing shadow training
programmes. The situation per department is agvist|

Automation and Electricity

The shadow training programme concerns new arridafs initial qualification. The
department opted to use a shadow training logdfitbut by the new arrivals, to record all
their actions and assess the degree to which #haylearned the skills.

This programme is based on basic knowledge leargoajs (in addition to the training
leading to qualification) and further developmerit more complex topics according to
individual needs (topics felt to be essential &arhing more skills).

3 professionalisation procedures are envisaged:
— Specific individual and collective "professionats®™ professionalisation.

— An operator fully familiar with a subject presents it to one or more other operators. This
is basic knowledge aimed at new arrivals.

— Shadow training for maintenance activities.

— This shadow training is recorded in the work ordessvell as in the employee's shadow
training log. The main aim of this shadow trainiisgindividual training during real
maintenance work.

— Observations in a work situation.

A few "core business" maintenance activities arbeaefined and will lead to assessment of
an activity, in a working situation, before initigialification of new arrivals.

Progress goal: determining professional sectoregsibnalisation actions, activity shadow
training and working situation observations will bempleted in June 2004. During the
second half of 2004, the learning goals of eaclfiegaional sector professionalisation action,
each activity shadow training and each workingadian observation will be defined and
implemented. Application of this shadow traininggramme is planned for early 2005.

Operation

The "field professional sector” training curricldamprise periods of training and periods in
the department, over about 1 year, with a viewnital qualification. The field operators

have a trainee monitoring file supplied by the Bssfonal Training Services for the "field
professional sector” training curriculum.

This file comprises 2 parts: a theory part taughthe Professional Training Service and a
practical part handled by the operator's spec#jgagtment. This practical part corresponds to
the operator's shadow training programme duringttisal shift work.

Each part, whether theory or practical, consistpmffessionalisation modules and each
professionalisation module is made up of learningalg The trainee is given a
methodological guide to help him work towards eleeining goal.

Traceability of the work and learning done in epdictical moduleneeds to be improved.
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We propose presenting each module in the followiay:

— each learning module is signed by the trainee hadtutor, but also leads to associated
comments about the assessment (strong points spoéetding improvement, additional
goals),

— in addition to the learning goals set by the Prsifesal Training Service for each module,
the tutor must be left room to add other extra gjoghese may be particular goals linked
to the difficulties encountered,

— a fee space must be left so that the trainee cardevhat else he has done during his
immersion work (special maintenance, personal wiome),

— a free space should be left for the tutor and tamihg supervisor at the end of each
module to record the skills acquired, the assestmmade in the field and the other
overall assessment justifications in the module.

Traceability of the learning acquired in each tlyeorodule needs to be improved by the
Professional Training Service. A free space foesssent comments should be added to the
end of each module to enable the instructor torceemy areas of progress, detailing the
trainee's strong points and points needing imprarenmA formal request to fill out this part

is submitted to the Professional Training Service.

The practical and theory modules are traced irtrlinee's monitoring file. At the end of the
shadow training period, this file will be archivedthe operator's individual training log.

The "operator" training curriculum will be reviewdry the Professional Training Service
during the course of 2004. We will make the samangles once the curriculum and the
trainee monitoring file are finalised.

Progress goal: this trainee monitoring file is used implemented as of February 2004 for
operators beginning their training programme.

Safety Quality

The "Safety Engineer" training curriculum consistsperiods of training and immersion in
the Operation and Safety Quality Departments, witliew to initial qualification.

The department decides to use the shadow trairdggdfilled out by the operators and
validated by the tutor.
2 professionalisation methods are envisaged:

— immersions.

The shadow training log thus describes each immenseriod, these periods being split into
detailed learning goals. For each of these gdaésldg comprises an "activity report" column
in which the operator records everything he hasdorthis field (courses, immersion work,
personal work). It also comprises a learning gaakessment part.

— activity shadow training.

At the end of the training and immersion curricujuactivity shadow training must be
performed prior to initial qualification. This shad training log therefore specifies the
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shadow training activities to be carried out. Eactivity is described with learning goals and
there is a part for assessment of this shadowirnigain

At the end of the shadow training period, this sivadraining log will be filed in the
operator's individual training log.

Progress goal: this shadow training programme leas implemented since February 2004
for all new operators entering the department.

— Safety Protection

The shadow training programmes for the risk prdeenand site protection sections are
methodologically constructed in the same way. Thap be broken down into various

professionalisation topics. Each topic specifiesldarning goal and is developed through the
knowledge and skills to be acquired. Each topiaddeto assessment by the tutor and
traceability in a summary form.

The learning procedures are freely chosen by ttee.tohey can take the form of courses,
activity shadow training, personal research. Theychosen according to the current situation
of the section and the courses scheduled in theatmps training plan. If activity shadow
training is used, it is recorded.

This traceability as a whole takes place in anviddial professionalisation log filled out by
the operator. There is no predetermined order pléementation of all these topics. Once all
the topics have been covered, the individual peiéeslisation log will be filed in the
operator's individual training log.

The tutor and the operator conduct a monthly rexoémrogress in coverage of the topics and
acquisition of skills. The hierarchical superiorecks the content of the individual
professionalisation log on a quarterly basis antheevent of discrepancies interviews the
operator and the tutor.

Progress goal: the shadow training programme has ipeuse since January 2004 for all new
arrivals.

Support Services

During the OSART, the Laboratory and Test sectiagse found to have good shadow
training programme practices.

For the Support Services section (belonging tosémee service as the Laboratory and Test
sections), the same methodology is adopted. Thilirtraining guides and continued
proficiency guides are currently being validatedey will be used before the end of 2004.

— Maintenance-Mechanics-Boilerwork-Valves

A shadow training programme is being written fas thervice. It concerns all new arrivals in
the shop for the mechanical, boilerwork and vabe&srities.

The aim of this shadow training programme is adtjois of professional skills and
performance of maintenance as a whole. It is impleed in parallel with the operator
training plan (classroom training) with a view ttial qualification of the operator.
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2 professionalisation methods are envisaged:
— Specific individual and collective "professionat&®” professionalisation actions.

An operator fully familiar with a subject preseiittd one or more other operators. This could
be basic knowledge aimed at new arrivals, or ctwalch closer look at a complex topic for
experienced operators. These assessments will deedesl in the operators' individual

training logs.

— Shadow training for maintenance work.

The "core business" maintenance activities areetddiined for each speciality. Each activity
will be broken down into learning goals and thesalg will be evaluated by the shadow
partners. These assessments will be recorded wprators' individual training logs.

Progress goal: the shadow training programme \eiffibalised for each speciality before the
end of October 2004. It will be applied to all nawivals in the service as of this date.

IAEA Comments:

Following the OSART mission the station conducteé\aew of the shadow training process
adopted at Nogent. The previously identified gooacfice areas were reviewed (chemistry
and operations), other sites within EDF were cdesguland the IAEA guidelines were
referenced. Following the review a policy was issaad shadow training programmes were
developed for each department taking into accohbetgpecific needs of the departments
coupled with a consistent approach. Each departhesna training coordinator and with the
section head support individual shadow traininggpmonmes have been developed and
integrated into the overall initial training progrmes. The specific framework for the
shadow training covers; topic areas, objectivefereace to authorisations, expected time
period the training should be complete, the metiwosupport the training, a section for the
trainee to record their actions in satisfying thgeotives, date completed and signature of the
trainer / assessor. An experienced individual fweithin the department is nominated as the
trainer and this individual can assign the traittemembers of the team to support individual
training modules, however the trainer maintainsoaerview of the learning process to
support the trainee. All departments have now abphe process all be it the last two
departments (Mech. and 1&C) still have to demornetrase of the process for the next
recruitment of trainees.

This systematic approach to firstly specify thenireg in 2003 and secondly deploying the
training in 2004 has resulted in an increase inridéevidual and management ownership and
awareness of shadow trainings role in supportiegittvelopment of staff competence.

Conclusion: Satisfactory progreds date.
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2.3(a) Good practice: Setting up of a professionalism programme spediictrainees
supplemented by the use of expertise follow-up logbe operations department.

A member of the shift staff is seconded onto dang assigned as a shadow trainer to
support the training of new recruits.

The operations department training manager acéstator for trainees. Meetings are

organized periodically between the trainee andstedow trainer and tutor to take

stock of the experience the trainee has acquirgéerins of professionalism. To enable

the trainee to take ownership of their traininggblook has also been developed.

The log contains three sections:
— Alist of infrequently performed activities duelte carried out at fixed intervals.

— A less restricted part in which the trainee keepscard of the activities carried
out that he considers as “noteworthy” or “signifita

— A section containing generic performance basedctibgs.

The manager then validates the trainees complefitimese activities. The log is also
being incorporated into the qualified staffs coutity training programme and may
form the basis for dialogue between the staff menabe his manager during annual
authorization interviews.

2.6. TECHNICAL SUPPORT PERSONNEL

2.6(a) Good practice:The use of initial training guides to support stadraining in the
technical department, testing and chemistry segtion

The initial training guides used in the sectiongvipte a record of the steps taken to
issue authorizations to the staff.

These guides list all the skills that must be aeglifor each work activities with a
view to authorization:

— Situational and professional training based on sataining. A shadow training
programme is established for the department. E&eldosv training activity is
defined with its expected training objectives, whiare given in the operating
documents necessary for carrying out the activitye tutor or shadow trainer
assesses each shadow training activity. A staff beemesponsible for the project
supports the programme.

— Individual know-how acquired from training, publitins, observations in the
field.

This structured approach allows work to be delepadte a traceable way and is
supported by the daily assessment by foremen irfighek For authorizations to be
issued, management confirms all these skills haea lacquired.
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3. OPERATIONS

3.1. ORGANIZATION AND FUNCTIONS

The operations department of Nogent Nuclear Povaert s responsible for the conduct of
operation of the two 1300 MWe units located at $ite. The operations department has
established clear goals and objectives in the fofran agreement letter for the plant’s deputy
manager, which provides clarification of how theegtion department will tangibly support
the plant goals that are tracked by an internabagblan. There are also agreement letters
from each shift team members, which support theatjpes contract agreement.

The department is well managed and staffed by guelified engineers and professionals.
Procedures establish the department mission anes rér every position inside its
organization.

There is a seven-shift rotation within operatiorieh provides adequate training and rest
periods for all shift personnel. Following the sdbked extended break from shift duties, the
operators systematically review the operationahdhte day before returning to shift. The

staffing levels for each shift are adequate andiivemum required by the plant procedures
is above the minimum requirements of the technigpécifications. The department

management is well supported by an engineeringastigpoup, a power operation group and
an outage group.

The policies and programmes of the operation demant are well established in a set of
documents. The head of the operation’s departmaminétments on safety culture can be
seen in the risk analysis process, the daily mgetith the safety engineer and the safety self
assessment process of the shift manager.

The administrative tasks to the shift are reducgdthff support of the operation division.
The decision-making process for technical probleésmswell developed, involving the
management and the shift manager. Each problena hasponsible person for the solution
and an action plan. Feed back is provided forstiitt personnel after the implementation of
the solution.

In the morning and the end of the day meetingsad possible to see that the interfaces and
responsibilities between the operation and othpadments are well understood even under
the new matrix management system. Also, it candmn ghat the authorities of the shift
supervisor and shift manager are adequate for tesponsibilities. The qualification of the
field operators is well defined and approved, hosvekie retraining programme is not usually
monitored by the operation department management.

The head of operation department receive repoots firaining centre of the results of the
simulator training and based on this, he takescthreective actions. Management does not
monitor the simulator training in person.

Since 1999, shift operators have been assignedh@®rdice masters to newly recruited
employees. The team considers this as a goodiqgedont the Training and Qualifications
section of this report.
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3.2. OPERATIONS FACILITIES AND OPERATOR AIDS

A main control room (MCR) and two emergency shutdgeanels exist for each unit. The
control room panels are well laid out and systeheguipment status is adequately displayed
with the help of mimics and annunciators. The nundiestanding alarming annunciators is
relatively low and tracked at shift turnover by thentrol room operators and the shift
manager.

A number of labeling deficiencies were identified the plant. These deficiencies include
missing labels, broken labels and hand writtenltaléhe team suggested the plant improve
the labeling policy for plant equipment.

The operations department has a process to cdh&arawings and fire fighting rules posted
in various areas of the plant. These help thel figlerators in their duties. However some
other operator aids were found by the team indigeplant units without control. The team
recommended the plant identify, authorize and cbofperator aids in the field.

3.3. OPERATING RULES AND PROCEDURES

Technical Specifications (STE), which are one chiapt the General Operation Rules are
written for each unit, based on standard STE madthis type of plant.

A board is used to keep track of equipment affgcsiafety. This is a good and easy way of
visualizing the current situation. It is also notedhe operator logbook. The logbook is used
to document any safety related issue, or main probh the units.

The total surveillance test programme is summarizeh instruction with criteria, frequency

and responsible department, etc., governed by pleeation department. Normal operating
procedures give adequate support for safe perfareaio start-up and shutdown the plant,
master instructions are used to point out moreilddtanstructions. Five master instructions
for start-up and shutdown are used, these referemceaore detailed instructions. Alarm

response sheets for the hardware alarms and proocegsiter alarms are used.

Procedures that are classified as regularly indoeseot have a time limit for revision. When a
procedure is used, the first page is sent to theuPent Control, which has the responsibility
to replace the used one. The efficiency of thixess is considered good.

Procedures are processed by an administrativeadpmiith a programme available in the
Intranet, to track the revision proposal untilstformalized and communicated to the overall
shift personnel. There is a system to handle egepocedure errors that seems to be well
organized. Operational procedures are not coreidier need regular reviews since they are
used on a daily basis.

Emergency operation procedures (EOP) are drafteccdsgorate level. The plant then
produces unit specific procedures. They were fatledrly written, built up like a flow chart
and they have graphic descriptions of defined glamameters. They are locked with plastic
so it can be clearly seen what emergency procedvges used after the event is over.

Emergency procedures are symptom based. A new E€B was released in July 2002 after
an extensive training programme.

In the operation department they have a procedhaedearly defines how to process and
control the procedure madifications (called temppmaodification). The modifications are
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communicated to all shifts and included in the tshifrnover log. Because they have
procedures that are standardized there are a wevynumber of procedure temporary
modifications.

3.4. OPERATING HISTORY

The plant has a clear process to handle eventm fdentifying an event, reporting,
evaluating root causes and actions, including ¥ollgp of actions. The safety and quality
department handles performance Indicators for SER svell as other follow ufvery three
months, the senior management gets a report okrmustatus of these actions. In the
operation department the immediate incident/eveatiback is done to the shifts within 48
hours by a simple hand written report.

Events are classified according to two corporatectives (DI19 and DI30) in different
categories. The safety & quality department has‘boman factor engineer” who is involved
in reviewing all event reports. They also do 2-3fmeaachine interaction analyses each year.
Analyses of all events during 2000 showed that hufaators were the main contributor to
the events, but actions were addressed more tardawation and organization changes. In
2001 the plant carried out a number of actionhénHuman factor field and this has reduced
the impact from human factors since then.

The off shift group is responsible for screeningeeénts from all NPPs in France on a regular
basis. Feedback is given to a committee of oned“fleacker” from each shift, often the
tagging officer. He then informs the shift. Eacliftshas the possibility to define their own
needs in 1 out of 5 day’s simulator training. Tisi@ good opportunity to get plant-specific
training and feedback of events. However the teaond that only a few shifts use this
opportunity.

3.5. CONDUCT OF OPERATIONS

The control room gives the impression of professlism. Operating procedures are available
in the control room and are used. Shift turnoveesenobserved to be detailed, professional
and of high quality. The briefings following thermovers are adequate to assure the
information exchange within each shift crew is gghhquality. The shift managers safety

assessment tasks are supported by a strong seblsf and methods for carrying out a

complete, traceable safety assessment. The teasidecs this as a good practice.

Field operator rounds are supported by speciabptatcomputers, which are good to record,
compare and submit important plant parameters. dperation department developed a
procedure for field tours by the shift managershwtite field operators with a checklist to

support the tour. However the field operators areichentifying and reporting all deficiencies

in the plant. The team recommends that the plaptarre the field operator’s tours, including

criteria for reporting and plant management persomaitoring.

The surveillance programme adequately verifiesatvelability of safety related equipment.
The team suggests that the plant include restictio the use of correction fluid in the
procedures and instruct the operators how to nrakeable corrections in the data sheets.

The team considers a good practice the specifiovielp procedure and programme for
certain safety criteria parameters on the basikeperiodic tests, developed by the operation
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department, to detect malfunctions before reactiiagritical threshold defined in the normal
operating range or in the general operating rwes euring outage period.

The plant has developed some barriers to supperatpns and work in the safety related
equipment and rooms. Nevertheless there is norgckystem or additional administrative

control to provide a barrier to control access tangnsafety related areas in the plant. The
team suggests the plant to enhance the contra$sitceooms with safety related equipment
as one more barrier to inadvertent operation.

The plant has programmes and procedures to cahgaystems alignment prior to start-up
the plant, during power operation and also to logkihe valves using approved tags for
safety-related alignments and power operation ¢mmdi. However the team found some
valves locked and tags in the field not propergnidfied. Also the keys for the access to 1&C
cubicles have an instruction for control, but sodeviations were observed. The team
suggests that the plant improve and reinforce ¢iméral of keys and locks.

3.6. WORK AUTHORIZATIONS

The plant uses a strong corporate computer-systenwérk-request management called
SYGMA. Work permits are handled in a separate syste

To have a schedule in advance that covers bothtem@ince work and surveillance tests, a
planning system is used. All the scheduled acéigitire planned by the Scheduling sector of
the Service Means Department.

Four daily meetings are held to plan and prioritizek:
— 8:45 Preparation of work request (internal opergti

— 9:15 Work request meeting

11:00 Shift manager and safety engineer meeting

15.00 Follow up of work conducted

In the computer-system there is a function for fpment unavailability” as a control not to
jeopardize the safety line-up.

Tagging office is situated close to main controbnmo (MCR) and each shift has an
experienced tagging operator in charge. Work-pariauie well organised and under control.
About 25 work-permits/day during operation and #@§/during outage. When a permit had
been handed out. In certain cases, the technicantd go to the MCR and inform the
operator prior to starting the job.

Operations department is responsible to validaterigk analyses of work in the plant. The
team considers the risk analysis approach in tegabipn department to be a good practice in
the MOA section of this report.

Non-routine tests are first analyzed by the shiftesvisor that completed the test. On the
same shift, the shift manager analyses the tesenVithe test result arrives at the operation
division support staff, they make an independerifigation.
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Post maintenance requalification tests are perfdrimetwo stages: component-test and
system-test. The system test is carried out byatiper department and approved by the shift
manager.

An outage process manager is designated to hamellgrocess to perform the outage period.
An operations outage team is set up and coordimatieface questions between maintenance
and operation departments. A similar team is pdouthe power operation period.

3.7. FIRE PROTECTION PROGRAMME

The plant follows the EDF corporate fire preventdwctrine. The plant has a dedicated fire
officer that provides advice and support on firevention and fire fighting. An annual
training- and drill-plan provides necessarily knedge to the staff.

The plant is divided into fire zones. An alarm lire wnit will go to the MCR, and an alarm in
the administrative buildings will go to site seturdepartment. Three levels of response
teams are provided:

1st line, a field-operator is sent to confirm andlaate if the alarm is an actual fire. He also
isolates the fire zone to prevent the fire froneetiing more than one fire zone.

2nd line is sent to start fire fighting. The taggiofficer is in charge of the team of two field-
operators from each unit, in total five people. 3&@+2 field-operators are also used in case
of a fire in the area where site security is resgida. In charge of that team is the site security
officer.

At least one of the field-operators must be traifeedirst aid.

3rd line is the fire brigade from Nogent. The tifrem call until being on site is supposed to
be within 20 minutes.

The team noted several areas in the plant with ningdbed combustible material.
Additionally plant personnel smoke in unauthorizadeas. The team has made a
recommendation in this area in the MOA sectiorhef teport.

No major problems were noted related to firefighgguipment such as extinguishers, fire
hoses etc. However some portable extinguishers fearel with no visible place for normal
storage. The weekly surveillance test on portakiimguishers, done by operation department
would be easier if the normal storage is marketherwall or floor.

Equipment for the 2nd line personnel is availaldse to the MCR and for the administrative
buildings, there is a truck to pick up the fieldeogtors, dedicated for fire fighting, bringing
the equipment in the truck.

2nd line fire fighters are trained every three geara national training centre that provides
realistic training of fire fighting conditions inoth industrial and radiological environment.
Once every seven weeks the shift has a drill. Hoygihg officer is in charge of this on a
random basis for the whole shift. Once a year tbge\t fire brigade is also drilled on the
plant.

A survey in May 2002 showed a high number of fdisealarms. The team considered this
number to be higher than international standardshas made a recommendation about this.
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3.8 ACCIDENT MANAGEMENT

Accident management is well organized and providegood response. The roles and
responsibilities during emergencies are clearlyngef within the operation department. The
plant units have emergency operation proceduresiogsed by EDF Corporation.

The operation staff, as well as the safety engigémitial training to respond to an accident,
is three weeks simulator training and 15 days a$sioom training, which includes special
emergency training.

STATUS AT OSART FOLLOW -UP VISIT

In the area of Operations, the OSART team maded@semmendations and four suggestions.
The follow-up OSART visit resulted in two suggesso being resolved and both
recommendations and the further two suggestionmfamade satisfactory progress to date.

All operational personnel interviewed, from fielgevators to the operations manager were
extremely receptive to the issues in the OSART ntepod demonstrated a genuine concern
for improving the safety and operational perforneatthe plant.

The plant has made noticeable improvement with rceg@ material condition and
housekeeping. Most areas of the plant are coraitiecleaner. And, while the progress has
been considerable the OSART team support the aongrefforts

Following the OSART mission Nogent Operations Mamgnt have produced a policy

document “Organisational Arrangements to specifg tlequirements of the computer
recorded operator rounds”. The computer softwase@ated with operator rounds has been
updated, which has enhanced the ability to redheenumber of deviations, found. The

improvements in the process were supported byitgidelivered by an experienced field

operator (System Administrator). Also the “contm&n” for the shift managers calls for

audits of the quality of field operator rounds thesults from these audits are due in
December 2004.

With regard to the issue of locking plant roomgtevent inadvertent operation, Nogent staff
had analyzed the issue, they had consulted compdEBfF and referenced plant design
information from both the 900Mw and 1300Mw plant$he staff at Nogent presented a
logical analysis of the process barriers which thelyeve are sufficient to prevent inadvertent
operation of the plant by both operational and temiance staff.

The process for the control of the security keyoeisted with; Reactor protection, Radiation
monitoring, and permissive keys for the controlkdeas been much improved. With regard
to locking essential plant during the follow up sii it was confirmed that Nogent do
operate a locking system (the administrative syptemessential plant to ensure it is fully
available to satisfy its safety function, however system is limited.

Following the OSART a policy and process was degwedoat Nogent to address the issues
associated with labelling. A field operator (on slalias been assigned the responsibility for
ensuring the process is efficient and enacted;efllance tests are analysed to identify
recorded labelling shortfalls. Since April 2003 @6abel have been installed on the plant.

The site have progressed the issues associatedinatintrolled operator aids and signage :
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In the specific area of control room operators ¢hemistry computer system (Merlin) has
been upgraded to allow operators access to thertuarget values as specified by chemistry
and remove the reliance for “informal notes” aseamlemoirs. All technical notes should be
authorised by the manager responsible and contedtidity date. (2 such aids were observed
in Unit 2 control room). However there is still fiarmal process to record and monitor the
posting of operator aids in the field, various plésurs are conducted by the operational
personnel and management which do address maigldridsues including plant labelling.

With regard to the use of correction fluid on silfaace test records, standards were issued
in October 2003 prohibiting the use of correctituidf on surveillance test records, supported
by procedure detailing the correct method for ading errors on test records.. The process is
also supported by d%level analysis / audit by a control room operatodays
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DETAILED OPERATIONS FINDINGS

3.2. OPERATIONS FACILITIES AND OPERATOR AIDS

3.2 (1) Issue Although the plant has a formal process to congosited drawings in the field,
the policy does not address hand written instrustiand the team found unauthorized
operator aids in the field. During the plant totwe tfollowing weaknesses were
observed:

- Unauthorized warning found in the access door @fitiain generator.
- Hand written instructions for the injection of iim into the primary system.

- Hand written instructions in the RCV 001 AR panelnit 2 - about sample of test
points.

- Hand written instructions found in 1 GFR 003 AR
- Hand written identifications in the unit 1 turbibeilding front standard.

- Unit 1 airlock access at the 6,6m level has tapel$aindicating do not operate the
switches as the light will go out in the airlocape is dated 22/10/02.

- Warning of danger due to a leakage in the traindaiNstorage tank (room LAD
0507) in the unit 2 auxiliary building made by antlavritten piece of paper.

Use of unauthorized operator aids can lead to hueresrs and improper system
operation.

Recommendation: The plant should enhance its policy and instrustiooncerning
operators’ aids in the field. The plant shouldatentify and approve all the operator
aids in the field.

Plant response/action:

Field signage:

In 2003, following the Osart inspection, the Opersd Department conducted a (non-
exhaustive) inventory of signage in the field. "ffiaal" signs were identified by the
operations technicians. This inventory was transaito all departments and led the NPP to
overhaul is signage charter. It was re-indexed ave¥nber 2003 in order to clarify and
complete the requirements.

It specifies all the requirements concerning signthe field: unofficial signs are prohibited

in industrial and administrative premises. Regulatnd technical information is currently

being displayed by means of poster holders. Theideat must mention the validity expiry

date, the name of the department responsible fersign and must be signed by the
Department hierarchy.
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Compliance with this signage charter is ensured by:

— Daily monitoring of the installation by techniciaftem the Operations Department. Any
document displayed on the installation and whicesdaeot comply with the requirements
of this charter is removed.

| — The cleanness inspections organised by the NPP déarent once a week ensures 'Mise’en forme : Puces et
compliance with this charter in the field. Any dation is immediately dealt with in ~ ("4Me®s

conjunction with the Department likely to have pptthe sign.
Signage in the Control room (SdC)

The Operations Department has initiated work td lodo the various signs in the control
room which could assist the operators but whicHattead to human error.

There are two types of signs displayed in the cbntrom:

| — Systems status real-time information brochuress Thformation makes a significant ( Mise en forme : Puces et

contribution, without compromising the safety of fhstallation (these are not STE data). "umeros
It for example includes the status of the STR itetian (on standby, in service, etc).

| — REA tank and PTR system brochure: no Technical &jey Specification (STE) value
should be mentioned on this brochure. The Opermtidepartment operators wishing to
obtain the results of the boron concentration aislghould log into the chemistry
IT application (MERLIN); access is available fromet control room. The laboratory
section of the Technical Department agrees to ergal time validation in the chemistry
IT application of the boron analyses on the REARR, PTR 011 BA tanks.

The organisation and requirements concerning sgimaghe control room are defined in an
operations decision.

IAEA Comments:

The site have progressed some of the issues agsb@iggth uncontrolled operator aids and
signage:

— A specific memo was issued in Sept 2003 to endweekpectations with regard to the
chemical operating limits are clearly understoodthbg operators. A new computer
system (Merlin) has been installed to allow opasatccess to the current target values
as specified by chemistry and remove the reliaocéiriformal notes” as aide memoirs.

— A charter for the display of notices was issuetllav 2003, the charter reinforces that all
technical notes should be authorised by the manmagponsible and a validity date. (2
such aids were observed in Unit 2 control room) Tharter also addresses the issue of
other signage on the station, such as union notiaégerts or other miscellaneous
information must be posted in an approved postieg.a

— The operational personnel and management conduausaplant tours. These do
address many in field issues including plant labglland signage. (Tours vary from
weekly to 6 monthly).
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However there is still no formal process to recand monitor the posting of operator aids in
the field. Other NPP site “operator aid processex'e discussed and it was acknowledged by
the staff at Nogent that improvements may stillpossible in this area of operator aids and

the OSART team support this ongoing improvement.

Conclusion: Satisfactory progress to date.
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3.2(2) Issue:There are several weaknesses in the label pradidiceequipment within the
plant. For example:
- Hand-written identification in valve GCA 10 VA

- Temporary labelling in some valves of auxiliaryteys of Safety Injection Pump
— unit 2 —train B (valves: 2RIS 816/820/821/822/836

- Two of the three fans motor in DVR LC 0910 withdalelling

- 1/2CFR 002 pumps / APG202 VL / GRE 380MM / GC@ LA, with hand
written identification

- Auxiliary feed water pump KA 0541 — unit 2 — misgilabel

- Auxiliary feed water pump KA 0540 — unit 2 — handtten label / missing 1&C
label / damaged label

- Unit 1 — boric acid tanks and penetration room N&D%ith hand written and
missing labels

- Primary circuit valves in NA07417R1 hand writtereidification on the valve
actuator body

Poor labelling could lead to mistakes in systenragpen, line up and tag-out.

Suggestion:Consideration should be given to improve the ladgelpolicy for plant
equipment.

Plant response/action:

In a memo, the Operation Department described theelling” process for operations
equipment.

This work for the first time identified the roleadaresponsibilities of everyone in this process
(Operation Department, Maintenance Department agcemployee encountering a labelling
problem in the field).

During the course of 2003, a conformity alignmerdgram was started on the basis of the
discrepancies identified in the field-by-field irgpions, DIV periodic tests, VHS checks and
VPROP checks.

As regards attachment of labels in the ReactordBgl operations technicians cannot do
this, given that they are unavailable for this\agtiduring unit outages. Consequently, the
Operations Department decided to organise attachaighe missing labels in collaboration

with one of our industrial partners: an operatarawrently on shift identifies the equipment
on which a label is to be placed. The label is thehin place by an operator from an outside
contractor.

IAEA Comments:

Following the OSART, a policy was developed at Ndg® address the issues associated
with labelling. The policy assigns roles and regoitities with regard to plant labelling, in
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particular the role of maintenance in supporting torrect labelling of plant during and
following maintenance activities.

A field operator (on days) has been assigned thporesibility for ensuring the process is
efficient and enacted; surveillance tests are apdlyo identify recorded labelling shortfalls,
the shortfalls are entered in to a data base fanitoving through to completion, the field
operator orders the new labels and distributes ttoethe shift team who are responsible for
the particular system. Since April 2003 the followilabel improvements have been
completed:- Unit 1 500, Unit 2 500, and other plé@0.The current budget to support these
label improvements is 8000euro per year. The OSA¢am would encourage the plant to
continue with its approach and systematically imprthe labelling of the plant.

Conclusion: Satisfactory progress to date.

3.5. CONDUCT OF OPERATIONS
3.5(a) Good practice:Shift manager safety assessment tasks.

Nogent NPP operational department has a shift a@gaon with one supervisor on
each unit and one shift manager for both units. 3hié& managers are dedicated to
safety assessment tasks.

The set of tools and methods described below alf@ashift manager to carrying out
a complete, traceable safety assessment and awdledetin a department
memorandum.

— A safety assessment charts adapted to power opeeatd outage conditions.

— A safety management chart filled in by the shiftnager and networked with
operational management committee reported and insthe weekly safety report
from safety and quality department.

— An inspection plan integrated in the safety asseaswia the shift manager shift
log (temporary modification, fire areas, administralockouts, etc.)

— Use of the ORLI-system as a complement for assegsofiesafety-system within
safety-margins
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3.5(b) Good practice: Unit operating trend monitoring.

A specific follow-up procedure for certain safetyjteria parameters on the basis of
periodic tests has been developed. The aim is tectdealfunctions before reaching
the critical thresholds defined in the normal ofiata range or in the general

operating rules. Some criteria currently monitodeding operations are for instance:
primary leakage rate, opening time of automatidddwn switches, clogging of IPS

absolute filters, recirculation flow rates of SAGNEPs and motor-driven pumps,

actuating times of TPA steam valves. This monigiis principally organized by the

Unit operating off-shift structure, in the form afread-only computer tool that can be
accessed by teams. The outage off-shift structasedbso implemented for several
years the follow-up of safety criteria of periotists carried-out on outage.
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3.5(1) Issue:Field operators are not identifying and reportaligdeficiencies in the plant.
The procedure for field tours has no criteria feparting. Although there is a
checklist, to support the tour that shift managersdtogether with field operators on a
period controlled by the surveillance programmes field operator tours have no
checkilist.

Examples of deficiencies missed are:

- a potential risk of electrical shock on connectbraoxiliary feedwater motor-
heater on unit 2 train A

- extensive boric acid in the flange PTR 043Dl ort @ni
- leaks of oil over vessel 1GRE112VV, but no deficietag
- lots of oil on the floor of cubicle for hydrauliarbine control unit 1

If equipment with deficiencies aret properly reported it may result in safety syse
unable to perform its safety-function. It can aleoa risk for people working in the
plant.

Recommendation: The procedure for field-tour should be up-datethwveriteria for
reporting. The effectiveness of plant field opersitdours should be improved.
Management should monitor field-operators perforceanTraining in observation
skill should be considered.

Plant response/action:

The Operation Department took advantage of instafiaof the new version of the
WINSERVIR computer application in November 2003ake another look at the pertinence
of the roles of the field operators and the opesaitothe field inspections of the facility.

This allowed us to define the roles and expectatiohall involved in the field inspections
carried out by the field operators. In particulgrecking of the anomalies encountered in the
field must be the subject of a first level analysisthe operation technicians and then be
validated by the operators.

The Operational Shift Managers, the Service managéenand the members of the
Management Committee check the field inspectiofiop@ance of the field operators during
the DIV periodic tests (six-monthly), the Weeklyfets inspections (weekly) and the
cleanness checks (weekly).

As part of their professionalisation, field operateaining enables them to acquire the
observation techniques needed to perform theieduiihe periods between training modules
are devoted to work in the field with their buddyarning of field inspection requirements

and observation techniques are dealt with by thlnieian during the training program, in
the form of buddy work in the field for the firségr of the training curriculum.

IAEA Comments:

Following the OSART mission, Nogent Operations Mgemaent has produced a policy
document “Organisational Arrangements to specifg tlequirements of the computer
recorded operator rounds”. The roles, respons#sliand expectations are clearly specified.
The computer software has been updated (Winseriisioan 6) which has enhanced the
ability to modify the deviations allowable agaipsedetermined expected values. A training
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programme of 1 day duration was delivered by aneegpced field operator (System
Administrator) to nominated shift team membersdascade training to the remainder of the
shift. The training addressed the policy changed #re specific improvements in the
computer recording programme, as a result of timeeess improvements the number of
deviations has reduced.

To support the policy clarification and the new @uter programme enhancements to the
“control plan” for the shift managers call for aigdof the quality of field operator rounds, the
first results from this analysis are due in Deceniti@4. The OSART team encourage the
continuing improvements in the area of operatomdsuand their effectiveness and the
subsequent follow up audit process to supportedeation in plant deviations / deficiencies.

Conclusion: Satisfactory progress to date.
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3.5(2) IssueCorrection fluid is used to change data sheetsuoreillance procedures.
The operation department has the process to mdawfthe execution, verify and to
review the surveillance tests. This procedure dussrestrict the use of correction
fluid.

During the review, procedures with changes madé wie use of correction fluid
were founded (surveillance for verification of tfield drawings and unit 2 diesel
generator tests).

Use of correction fluid may allow test data to tmproperly changed.

Suggestion:The operation department should consider to inched&iction in using
correction fluid in the procedure and instruct ¢tiperators how to make corrections in
the data sheets.

Plant response/action:

As part of the EP (periodic test) action plan, aspect of which concerned the definition of
how to validate and rerun a Periodic Test, the @jmrs Department made official the ban
on the use of correcting fluid in the operatinggadures (EDC decisions n° 2003/05 and
2003/06).

The modalities for correcting occasional errorsengefined and include:

— _erroneous value cleanly crossed out by the ausloathat the old value remains legible*

— new value written alongside rather than over tipe Wdth the author's initials

The Operations Department Operating Methods Offresures exhaustive compliance with
these decisions during the second level analysadl periodic tests prior to their archiving.

IAEA Comments:

A decision sheet was issued in October 2003 prihgpbithe use of correction fluid on
surveillance test records; a method procedure Veasissued listing the correct method for
correcting errors on test records. Following theerg outages the regulator reviewed the
records and no issues were raised. The procelisipported by a"2level analysis which

is conducted by a seconded control room operatonglihe outages or an off shift control
room operator during at power operation.

Conclusion: Issue Resolved.
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3.5(3) Issue:The locking system does not contribute as a batwi&ontrol access to many
safety related areas in the plant. There is noithgclsystem for locking electrical
switchgears, 1&C rooms, safety related equipmenthsas auxiliary feedwater
equipment (AFW), charging pump rooms and othersarea

Without means to control access, equipment in thesas could be operated
inadvertently causing a plant transient or caupirgonal injury.

Suggestion: The plant should consider the implementation ofystesn to control
access to the rooms with safety related equipm&mina more barrier to inadvertent
operation.

Plant response/action:

This problem is linked to the design of the premis&éhe Installed Base Management
reference framework does not include this requirgni@r a system preventing access to the
back-up premises. The risk of physical confusiorirdua maintenance activity is managed
on a case-by-case basis, through risk analyses.

No specific physical lockout measure will be impearted.

It should be noted that on the 900MW plant segaperiments were run on certain NPPs in
order to prevent the risk of confusion in the eieat rooms and in the Nuclear Auxiliaries
Building (these premises being common). This led thfference in colour between the units
and spoken announcements each time a door wasdpErese experiments were needed on
the 900MW series owing to the real risk of confasilo premises that were common to pairs
of units.

The few significant events observed on the 2-ukdhfs in the 1300 MW series, serves to
back up the stance adopted by the Nogent NPP.
IAEA Comments:

During the follow up mission, it became clear thiigent staff had analyzed the issue of
locking specific areas of the plant, they had ctinducorporate EDF and referenced plant
design information from both the 900Mw and 1300Mhanps. The staff at Nogent presented
a logical analysis of the process barriers whichythelieve are sufficient to prevent
inadvertent operation of the plant by both operati@and maintenance staff.

In summary the claimed barriers are:

— Access restrictions via badges and 4-digit accedsescapply to the emergency shutdown
panel within the electrical building and to the spkeiel pool within the fuel building.

— Different colored labels for different equipmerditrs
— Separation doors and sills between electrical grain

— Interlocking keys for maneuvering and aligning gitdreakers on 6.6kV lines and feeds
(including diesel generators and gas turbines)

— Separate keys for each item of equipment on reactdection systems
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— Placing Perspex covers on certain sensitive swatebithin the control room, e.g. those
controlling RCS pumps, manual controls for promttnd safety systems

— Issuing meetings for I&C activities, with a checkensure suitable measures are taken by
workers according to risks

— Pre-job briefings before starting work on sensiystems (risk of reactor scram)

— In the event of a formalized risk assessment, Byatie exchanges take place in the
control room between the worker and the controhraperator

— Use of quality plan with hold points that need ®lifted by a supervisor independently
of the worker before starting sensitive phasesiefjob

— Unit-specific schedules and work permits

Conclusion: Issue resolved
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3.5(4) IssuekKeys for safety related panels and power operatédve locks are not properly
controlled. There is an instruction on how to hankiéys for mainly I&C-cubicles
including reactor protection system.

For the valve key control there are very good campprogrammes and procedures
establishing the control (locking and tags) andvidlees affected for the alignment of
safety related valves, operational alignments drashges during outage.

Examples of weaknesses found:

- During a control room inspection was verified ttiag keys for I&C-cubicles were
not properly controlled.

- Three keys out of 20 were missing and no recottiif location was found.

- Two valves were found locked in turbine lube-oist®m without an operational
control tag and the shift supervisor did not knbe teason.

- A valve was found locked with a blank administratitag in the charging pump
room.

- Valve 2DVNO39VN locked, in an intermediate positisrithout an operation
control tag.

- Valve 2DVN115SVA locked, without an operation cahtiag.
- Valve 2SED317VD locked, without an operation cohtag.
- All control rods breakers locked with two lockergheut any administrative tag.

Without proper key control, access to importanesapanels and system alignment is
lost.

Suggestion:Consideration should be given to improve the adrdf keys and power
operation locks. When keys are handed out, a ldgy @an be made. The shift
supervisors can easily overview the key-situatiorthe beginning or end of every
shift. The alignment procedures and programmeslghmuimproved and reinforced.

Plant response/action:

Management of security keys:

The department has begun to give consideratiomaptang the organisation of security key
management in the control room. A draft decisions waepared by the Operations
Department at the end of 2003. It was validatedhat beginning of 2004, with the new
security key management organisation being putacep The aim of this organisation is strict
management of the security keys designed to ertbgresecurity of our installations and
strengthen our lines of defence against maliciois a

The guidelines are as follows:

. A - Mi fi :P t
— _Assignment of responsibility g e FUCES €

The operators are responsible for managing theiggkays in each Control Room.
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Any maintenance operative (EDF or contractor) neglito use a security key for his work
must request it from the operators in the Controbm, specifying the purpose of the
maintenance work. If possible, the need for usa skcurity key will be identified on the
work permit.

No person is authorised to retrieve one of therigdeeys from the Control Room at his own
initiative. The security keys must be handed owahe maintenance personnel by one of the
operators.

Mise en forme : Puces et
— Security key management rules numéros

Whenever a security key is handed over to a maamies worker, the operator fills out a key
monitoring label (or has it filled out, ensuringathall the fields have been correctly
completed) and puts it in the place of the mis&ieg In this way, anyone in the control room
(operator, Shift Supervisor or Operations Shift siger) can simply look at the key panel and
identify which keys are missing and why. The latiehrly states:

— the date and time of issue of the key

Mise en forme : Puces et

— the name of the person to whom the operator gavkei b AUMEros

— the description of the work (and number of the weyktem associated with the activity)

Once he completes his work, the maintenance operatust return the security key to one of
the operators in the Control Room (the keys mayoicase simply be left on the reception
desk in the Control Room).

The operator ensures that all the security keysedtened at the end of each shift. If the work
requires that a security key be carried over foresd shifts, the operator identifies the
missing key in the shift log and informs his cotjaa in the relief shift.

This organisation was drafted in conjunction witle bperators. It is satisfactorily accepted
by those involved (operators, shift supervisor ahift operations manager) owing to its
simplicity: no time-consuming monitoring requirgde checking aspect is made easier by the
"visual" nature of tracking (either a key or a lalmist be present in each location).

Lock management:

The analysis conducted by the Operations Departanahthe feedback from other NPPs on
the subject shows that investment in a particulgamisation to differentiate all the padlocks

used on the facility is not justified by the expettgains. Furthermore, the site has never
declared any significant event concerning the wariocking systems used on the facility.

IAEA Comments:

A decision sheet was issued in Feb 2004 along withorganisational memo / process
addressing the issue of control of the securityskagsociated with; Reactor protection,
Radiation monitoring, and permissive keys for thetml desk.

The process is extremely simple and concise, irerotd obtain a key a label must be
completed by the individual requesting the key, #reltime and date is entered along with
the work permit number. The control room operatas hesponsibility for the release of the
keys and may monitor all the keys in a key pressuntexl on the reactor control
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administrative desk. If a key has been issued @l ldétailing its whereabouts is attached to
the hook.

During the follow up it became clear that the ordi finding did refer to plant system
alignment issues, during the follow up mission @saconfirmed that Nogent do operate a
locking system (the administrative system) for aiakplant to ensure it is fully available to
satisfy its safety function, however the systeniirsted to a selection of the valves and
electrical supplies on the post trip cooling systerather than exhaustively locking every
aspect of each system. The plant personnel re@dnésissues and consideration is being
given to enhancing the process.

Conclusion: Satisfactory progress to date
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4. MAINTENANCE

4.1. ORGANIZATION AND FUNCTIONS

General maintenance policies are defined at EDparate level, deployed at NPP Nogent
and further through internal plant organization. ilienance responsibilities are divided
between “Maintenance — Mechanics — Boilerwork —veal department — MMCR and a
“Automation — Electricity — Data processing” depaent (AEIl). Maintenance services such
as warehousing, cleaning, scaffolding, paintingsangported by other departments. Structure
of the plant organization is in many cases line aradrix which requires good co-operation,
communication and co-ordination. Maintenance depamts and groups interface with
operational and other departments in many areds astcplanning and scheduling, testing,
work request analysis, risk analysis, work prepamattc. Co-operation in all areas is
effective.

There are different goals and performance indisated to measure effectiveness of each
department against the established goals.

There is a clear link and defined relationship testv Nogent NPP and corporate division
departments. Organizational cross-functional resiniities and authorities are clearly
defined and understood. Maintenance department geasisare committed to control and
evaluate the performance of their departments. dmphtation of hierarchy control/
inspection as a management control system withih dedpartment can be used as a good
example and the team regards this as a good @aee the Management Organization
Administration section 1). Implementation of outagerking time follow-up and self-check
system within MMCR department is also considered geod practice.

Based on corporate level guidance, the plant paing a comprehensive and detailed risk
analysis for each activity. Based on the resultreyppate actions are defined to lower the
potential risk.

The plant makes an extensive use of contractorpetform many of the maintenance
activities. Relationship with service contractore aefined by EDF corporate objectives.
Service contractor companies contribute to improseto quality, competitiveness of the
NPP and also working and living conditions aroumel Nogent Site. A long term partnership
approach is implemented.

Proficiency is demonstrated during work, howevear¢his sometimes a lack of attention to
detail which results in material conditions notrigemaintained at the best standards.

The plant has several databases serving mainteriimeenost powerful SYGMA software is
well accepted by all maintenance personnel.

4.2.  MAINTENANCE FACILITIES AND EQUIPMENT

There are various maintenance workshops. The <itéd™ shop, site “hot” shop, a
decontamination shop, a unit “hot” shop in each forithe MMCR and AEI department. All
site shops are well organized, equipped and clequnipment needed to be decontaminated is
well protected.
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There is a steam generator (SG) mock-up availablérdining of personnel performing SG
tube inspection and repair activities.

Tools and equipment are well maintained, organiaad stored. All lifting and rigging
devices are labeled with all data needed to confiparability (load, inspection performed).
Only serviced tools are available for use.

Measurement and test equipment -MTE (I&C, EL, MEs )well organized, maintained,
managed and controlled. Calibration is providedabghorized certified contractors. Each
MTE is calibrated at least once a year (beforegmjtaEach maintenance department uses a
data management computerized system for managemedrdontrol. Traceability is provided
by the use of SYGMA application. The 1&C departmeses different MTE for calibration
activities performed on safety train A and B, t@i@vcommon cause failure, this practice is
considered good.

Hazardous material such as chemical and flammahterials are well managed and properly
stored and controlled. Use of nationally managédhiret for management (procurement) of
specific hazardous products used in NPPs (PMU@rig effective. However, the team noted
deficiencies at many temporary storage areas acwhm@ended the plant to establish and
implement an appropriate control programme (see M@dtion 1).

4.3. MAINTENANCE PROGRAMMES

Preventive maintenance programmes are very weahetk:f Scope and frequencies are based
on basic preventive maintenance programs (PBMPayiged by corporate organization
(UNIPE), national regulatory and technical speaifiens requirements, vendor
recommendations, maintenance history, internaleat@rnal operations experience, ALARA
principles and cost/benefit evaluations.

Maintenance specialists responsible for final asialyf work execution and control are
performing very comprehensive work, including as&yof the whole work package. All
information is recorded on microfiche and archiv&hta is also archived through the
SYGMA computer software application.

In case of deviations, they are evaluated througierence feedback programme (Retour d’
Experience - REX). Information is sent to the cobepuapplication called SAPHIR (where

data are available to other EDF plants, corporatgineering organization and safety
authority). Identified equipment degradation isareed promptly for correction.

Predictive maintenance techniques are used andgupgerall plant preventive maintenance
(PM) programs implementation. Most programme resfugnts are defined by PBMPs.
Predictive maintenance programmes (PdM) includeratin monitoring, oil analysis,
thermographic monitoring, motor operated valveingstair operated valve testing and Eddy
Current testing. Results of predictive maintenapoegrams are used for PM programs
optimization through revisions of PBMPs at EDF aogte level and then on the plant level.

The in-service inspection (ISI) programme is delinger corporate PBMP requirements
which includes all regulatory and plant technicpkedfications requirements. ISI non-
destructive examination (NDE) procedures and egeignare qualified in accordance with
qualification requirements provided by EDF corperaChemical and Metallurgical
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Laboratories (GDL). Qualification and certificatioof contractor's NDE personnel is
performed by the national certification organizat@OFREND.

ISI results are reviewed and analyzed by the cottraplant and GDL personnel. All reports
are provided to GDL and safety authority. In cafemy deviations the responsible plant
engineer must prepare a deviation report packagie ali necessary documentation which
must be submitted to the safety authority. The remmdr is required to prepare a
comprehensive work report where all the work reldgtems are presented to justify that all
activities were performed in accordance with waghinical specification requirements. All
ISI documentation is easily retrievable and actéssi

Root causes for corrective maintenance are analyefdctiveness of PM programme
associated with failed equipment reviewed and rseggscorrective actions taken, if
necessary to improve equipment performance.

By result analysis of various PM and inspectiongpammes, the degradation process of
major susceptible equipment and components ardifidenand corrective actions taken if
applicable.

A lifetime management programme exists supporteceffgctive computer software. All
information for susceptible components are compilled analyzed.

4.4. PROCEDURES, RECORDS AND HISTORIES

The content of maintenance implementation work @doces is generally defined by
corporate IN 27 guidelines and includes generarimftion, material and tools requirements,
work instructions and close out requirements.

Procedures are simple and include the necessamitat details. The impact on other
systems, operational activities, manpower needeekific instructions for foreign material
exclusion, guidelines to notify control room of mi@nance, human factor consideration, etc.,
are mainly defined through risk analysis and asdediquality plan and other work package
documentation. The global risk analysis is congiddyy the team as good practice (see MOA
section 1).

Temporary changes to procedures are controlled dey af a deviation reporting system
defined by work package requirements.

By use of SYGMA computer application the records aasilg retrievable and properly
secured. All records are also recorded on micreBdmnd archived.

All deviation reports related to work are analyzeul corrective actions taken if necessary.
Operation experience feedback programme is als@emgnted through REX system.

4.5. CONDUCT OF MAINTENANCE WORK

Maintenance work is authorized based on schedutett and prepared work package which
includes all necessary items needed to be perfofioredffective and safe work. Work is
normally controlled and reviewed by independentspenel. The final comprehensive
documentation evaluation is performed by mainteeaspecialist who prepared work
package.
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Good safety practices are used to inform all perebmvolved in the activity performance
about the status of safety hazards and protecte@&suores which are required to be followed
by using special safety warning tag-sign.

Post maintenance testing is defined per work packagquirement as a part of equipment
requalification activities. Work order cannot bergmeted until requalification activities are

finished and approved. Records are systematicgtated by use of SYGMA computer

application software.

The team noted that good foreign material exclugicactice are not properly established
around the fuel storage pools and strengthenedatoist recommended. The team also
observed weaknesses in some areas of housekeepinghaerial condition were below
international standards and a recommendation wgsoped in this are also.

4.6. MATERIAL CONDITIONS

Standards for maintaining good material conditiom specified. The team found evidence of
larger number of low level defects, poor housekegpiand other material condition
problems.

Based on the status of material condition it cardrcluded that system walkdowns are not
performed frequently enough by management to peopidkitive incentive for raising plant
standards. The team recommended that higher materaitions standards and practices
should be established and implemented.

4.7. WORK CONTROL

Work planning for On Line activities is managed otgh “TEF” (Tranches En
Fonctionnement) structure and process. The oveaitrol of activities related to the
operating plant is the responsibility of Operasidbepartment. All issued work requests are
reviewed and discussed during daily morning mestiBgsed on work request priorities the
schedule is readjusted as needed. Work planningadst cases results in timely, safe and
effective completion of work. Deviations are ana&lgzand corrective actions taken as
applicable. On Line scheduling shows no more th#ndeviations from the plan due to
different reasons. Outage planning and scheduliegngegrated into work control system by
use of SYGMA software application.

Work is clearly described by approved work packag®jch normally includes work
procedure, risk analysis, quality plan and regigaifon requirements.

Different performance indicators are used to traekformance. The most important are
related to deviations, accidents, radiation expmsagtivities duration — outage duration, etc.

Maintenance activities close-out includes realaatiof whole work package including
deviation and work report. All information is rewied analyzed and corrective actions taken
if necessary to improve maintenance effectiveness.
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4.8. SPARE PARTS AND MATERIALS

Procurement of spare parts and material is definedorporate practice. Due to corporate
Operational Technical Unit (UTO) support, procuretngf material and spare parts for safety
related equipment (category 1) and large spares partvery efficient and effective.
Procurement of other spare parts (category 3) isaged through internal supply group.
Control of receipt of spare parts is provided lpghtecal specialist who ordered the spare part.

Well organized and managed spare parts warehooiseystareas exist to support appropriate
storage conditions. The shelf life is adequateintedled by use of A39 computer
application.

Storage level is optimized, Min-Max and Emergertoglk levels are defined and appropriate
actions taken as needed. Flammable and other lmamardaterials are properly stored and
controlled in accordance with regulation requiretaerbDue to very effective corporate
organization the spare parts are always availablenwneeded (they can be provided from
other EDF NPPs, as well).

By use of computerized data management system SY@MRAA39 spare parts are traceable
from supply to installation.

4.9. OUTAGE MANAGEMENT

Outage organization is defined by cross-functiomadtrix organization. Outage project

organization is normally set up for the two refoglioutages of the same type for both units.
All involved technical departments provide expeergpnnel needed to cope with outage
scope activities. The permanent staff is definedritihths before outage. All other project

personnel dedicated to the project are definednwaths later. Duties and responsibilities of
all personnel are clearly defined.

The outage monitoring system is very effective amcludes daily schedule control and
update. All non- planned corrective work is wellmaged and communicated.

ALARA consideration is taken into account duringeparation and controlled and tracked
during execution phase. Detailed dosimetric estonaanalyses are performed for all major
radiological activities.

When the outage plan is prepared and frozen, thhensive shutdown safety analysis is
performed and a formalized questioning and ansgesystem implemented. All answers to

the given questions must be answered. Answersiaa gnd recorded by responsible outage
staff. Shutdown safety is tracked and reviewedrduentire outage. A very detailed review is

performed when work due to unplanned activitiegguired.

Long term planning is based on 10 years corporaitdegy. Yearly outage planning and
scheduling activities are provided within outag®j@ct organization. Based on defined
outage preparation activities and implementatiothete activities, safe, timely and orderly
work is implemented.

The outage review is comprehensive and allows &ffedollow-up of all phases and
deviations.
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STATUS AT THE OSART FOLLOW -UP VISIT

The recommendation related to strengthen the dootréoreign material in the spent fuel
pool area has been resolved. Two recommendatidatedeto improvement of material
conditions and cleanliness standards by raisingagement expectations and strengthening
management control and supervision in the fieldeHasen dealt with satisfactory progress to
date.

Inventory logging system managed by contractorsveanidied by EDF is used for equipment
entering the spent fuel pool. For equipment temjigrased in the spent fuel pool area, but
not entering the spent fuel pool, limited storageads defined. Entry of consumables to this
room is limited to the minimum required amount; ppeng material is removed before
entering the room. Other jobsite waste is colleeted removed by completion of work.

The plant has introduced a broad scope of meagar@mprove material conditions and
housekeeping standards. The management expectatons priorities of the improvement
program are well defined. The surveillance in tleddfis achieved through the system of
weekly safety inspections of jobsites and safegpéttions of plant areas. However the
management goal of the timeframe when this imprarérprogram has to be completed has
not been set. A walk down in the turbine buildimglicates that still there is room for
improvement in material conditions and housekeepiagtices.
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DETAILED MAINTENANCE FINDINGS

4.1. ORGANIZATION AND FUNCTIONS

4.1(a) Good Practice: Implementation of outage working time follow-up aself-check
system within the MMCR department (maintenance-rapids-boilerwork-valves
department) designed to prevent any deviation feamployment regulations.

During plant unit outage periods, work monitors previded with a paper chart for
logging their activity providing them with a simpteeans of ascertaining that they
comply with employment regulations (daily and wegekbrking time, rest time). This

is stand alone chart that provides a remindereftites to be followed and allows the
working periods assigned to the work inspector & formalized by the project

manager at management level. System provides: rsipiple to use self-check,

traceability provided between the worker and hiscfional supervisor and than his
hierarchical manager, a remainder of employmentulatigns and system for

anticipating the working time margins available Wogekend on-call work.

4.5. CONDUCT OF MAINTENANCE WORK

4.5(1) Issue:Weaknesses exist in the controls to minimize &reinaterials around the
spent fuel storage pools.

- The plant does not utilize an inventory loggingtegsto control material brought
into the area adjacent to the spent fuel storagé po

- Tool boxes containing numerous tool bits and o#mall tools were open at the
edge of the pool.

- Clear plastic was used extensively to wrap matersadd clothing in the area
around the spent fuel pool of Unit 2.

- Small bits of clear plastic were found on the flabthe edge of the pool.

- In 1997 the plant had an event where a piece @igormaterial interfered with
placement of a fuel bundle.

Without proper controls of foreign material in §heol area, fuel could be damaged.

Recommendation: The plant should strengthen the controls to mingmiareign
material in the areas around the fuel pools.

Plant response/action:

Following the various remarks concerning the pdatémiresence of loose parts in the Fuel
Building pool, several actions were undertaken:

— First, limit access to the FB of people with haedshand install containers in front of the
FB doors to collect them.

— The awareness of field technicians was raised dbetgisk of loose parts in the pool,
(EDF and service provider personnel).

— The statement of conclusion n° ST 2003/06 summadtiethe actions planned and to be
performed according to the different deadlines.
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Several actions were quickly implemented:

— A storage area and servers were set up outsidEBH22 hall (next to the hat container
and hand/foot monitor) to put away and store corales in their packaging. Containers
were installed to collect empty packaging beforeeeng the FB with instructions posted
at the entrance to each FB (22 and 17 meters).

— The internal organization memo decided on was evritind validated and Instructions
and Recommendation were posted.

The entrance of consumables in the FB pool halinited as much as possible (jobsite
needs). The consumables used on jobsites are reinfimra their packaging before entering
the FB and only the strict minimum is entered.

Stationary containers were installed in the FB tlog temporary storage of waste during
special operations (RCN, ECU etc). Due to unautearfilling of these waste bags, the latter
were removed and stored outside the FB.

Currently, there are no permanent waste containdise FBs. They are carried in according
to need and at the end of the day or for the wekkem containers are stored outside the FB.

Regarding work scheduling (maintenance or spedidl fservice), a “"Warning: Risk of
foreign material” warning appears on the Operat@andition requests for all work carried
out in room KA 1000.

For equipment entering into the FBs, there is ndiqdar management since it is only
equipment specific to the fuel assemblies or to ¥heous clusters. Operating service
providers guarantee their equipment, integrity kkeare performed before going into and
leaving the pool and traced in their proceduregs€lthecks are validated by EDF.

Whenever possible, equipment introduced in the Eodecontaminated in an airlock outside
the FB.

As regards pool flyovers, these operations areethout by certified personnel from General
Services that is aware of the tracking and recagesf what can fall into the pool.

The application of requirements is regularly checkenis point is included in the themes of
the Technical Department inspection plan.

IAEA Comments:

Temporary instructions to strengthen foreign materdntrol in the spent fuel pool area were
issued in 2003, final instructions in April 2004.

An inventory logging system managed by contractamsl verified by EDF is used for
equipment entering the spent fuel pool. For equigrntemporarily used in the spent fuel pool
area (room KA 1000), but not entering the spent poml, limited storage area is defined.
Entry of consumables to room KA 1000 is limitednbinimum required amount. Wrapping
material (including clear plastic) is removed bef@ntering room KA 1000. Other waste
produced at worksite is collected in pink plastag®, which are removed from room KA
1000 by completion of work. All this measures werkserved in practice during the
installation of equipment to replace leaking fums by Framatome.
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Although the issue is resolved, the team notedttieae is no requirement in place to secure

glasses of personnel approaching the spent fudl Boch requirement could further reduce
the risk of foreign material intrusion.

Conclusion: Issue resolved.
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4.5(2) Issue: Some maintenance and support activities are erdined in accordance with
high industry standards. Lack of management comindl supervision and ineffective
communication of standards is contributing to weslses not being identified and
corrected.

- Motor cover of 1 ASG 160 VV steam supply valve whine driven auxiliary FW
pump 1 ASG 032 PO (Unit 1) is not properly attactfeckd in position by tape).

- Cable of bearing temperature transducer 1 ASG 3Z#®HMAFW pump 1 ASG
031 PO is damaged and properly fixed in positiofR(#ould be written, status
written in operator’s log — status has to be chéfk&he door-locker fastened by
a tape against locking the room NB 0407 (Unit 2).

- More temporary cable routings without labellingmsoof them not used for long
time (rooms NA0544, NA0561 of the Unit 2, TG lutaion system room of the
Unit 1).

- The temporary cable in the room NA 0561 was rodteth a clean area into a
contaminated area.

- Labelling of the cable trays labelled only by hawitten labels in several cases.

- Back Up battery (LBA, LBC, LCA) near room 2JCF138i&d temporary leads
holding the two doors open. Concern is twofolde fttoors being breached and
possibility of doors damaging the cables.

Inadequate maintenance practice could lead to pwaterial condition and
deteriorating safety equipment reliability and/esult in injury to personnel.

Recommendation: Plant management should enhance their field oversand
supervision of maintenance and support activitidgher industry standards and
practice should be established and implementednifichand coaching should be
strengthened for operation and maintenance persdonmeet these standards and
expectations.

Plant response/action:

The many anomalies detected during the field inspes led the management of the unit to
decide on the reinforcement of hierarchical managegnmand control for the following
aspects:

— safety, cleanliness and tidiness during field senéxecution,
— conventional and radiological cleanliness of themil

The aim is to durably maintain a high level of clié@ess and tidiness to guarantee the safety
of the plant and people and the good execution itond of field service operations and
equipment performance.

To reach this objective, 6 main actions were urdert:
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— formalising a plant cleanliness reference acconguhbly a visual guide facilitating the
awareness raising of operating and maintenanceomeet and the application of
requirements by field technicians;

— assigning all the rooms, facilities and equipmérdpors and out, to designated owners
and the defining 12 specimen rooms representafia# site premises;

— accompanying the NPP management requirementsis tefr plant cleanliness;

— reinforcing the Hierarchical Safety Inspections §)Hocusing on jobsite cleanliness and
safety and the working methods of field technicjans

— implementing hierarchical inspections of plant olegess (VPROP) in order to maintain
the entire site in conditions complying with theéadgdished reference;

— Setting up rigorous monitoring with the aim of sfgrantly reducing the number of
deviations and anomalies.

The safety and cleanliness aspects of jobsitegtenglant are regularly discussed during the
weekly meeting of the Operational Management CellgDO) and are the subject of debate
and decision, during the “Safety/Radiation Pratatt and “Environment” management
reviews.

Formalizing a cleanliness reference, establishing wisual guide and taking over all the
premises, facilities and equipment by an identifiedwner

The NPP has established a reference of requirenfi@mslised in an organisation memo
titled "Organisation of Plant Cleanliness".

This memo, available to all the departments inrtbaiellite documentation, describes:
— The NPP’s organisation for maintaining the cleasmof the plant;

— The allocation of all the premises, facilities agglipment of the site to a department
head owner;

— The list of specimen premises;

— The site’s cleanliness reference in the followingmnsain domains:
- Cleanliness, order and tidiness,
- ldentification, labelling and posting,
- Fire prevention and fighting, sector breakdown saiety,
- System integrity, control of leaks and containment,
- Electricity and instrumentation,
- Mechanics and general condition of equipment;

— The method for monitoring and handling deviations.

The index number of the memo was raised in eal®420 apply the change in the number of
specimen premises in the industrial and servictlimgis and to better specify the take-over
of certain premises by the department heads.
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The purpose of this reference is to help site marsago reinforce the training and
coaching of operations and maintenance personnel ss to achieve a level of cleanliness
closer to the standards and practices of the nucleandustry.

To make the reference more helpful, the site'sntile@ss manager produced a visual guide.
This guide allows all personnel, managers and ftelthnicians to visualize the state of
specimen premises and the good and bad practicescn of the domains of the cleanliness
reference. It was presented to all the Departmesidé in the Operational Management
College meeting and to all the cleanliness cornedpnts of the departments during the
month of February 2004.

Accompanying the requirements of the NPP_ managememnglating to plant cleanliness in
the departments

The management’s requirements were clearly reaffirtmy the Unit Director during several
Wide Management College meetings. The objectivi® iseach plant cleanliness conditions
that are as close as possible to those of thedpesators with, as the first target, obtaining
from the international experts of the IAEA a repoftclear improvement during the June
2004 Post-OSART with no recommendation or remark.

Based on the existing cleanliness reference, seaetians were undertaken:

— definition of specimen premises and maintenancihese premises in an irreproachable
condition;

— periodic inspection of plant condition with the ®ysatic participation of a member of the
Management College (CD) ;

— establishing an annual strategy to maintain thentieess of the plant;
— participation of the Environment Director (DE) ihet monthly “cleanliness” meetings
with the priority objective of handling deviations.

Requirements are then cascaded down to the depastimgthe Department Heads and in the
teams by the proximity managers. To help the masaggeveral “communicating”
documents have been produced:

the field "safety” booklet,

the "Environment General Technical Regulation”,
— the plant cleanliness visual guide,

— the posting charter updated to take into accoumtricessity of technical posting near
certain equipment items; an inventory of the ddfertypes of posting was also conducted
to formalize who does what to handle the deviatiarihis area.

To reinforce the awareness of field technicianthéostakes related to cleanliness, awareness-
raising in the departments with the reference dadaV guide is planned by the Department
Heads and cleanliness correspondents with the sugiibe Site cleanliness manager.

All technicians must participate in this awarenessing since they are the first players
concerned:

— inspection of premises by the departments;
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— operations on the jobsites;
— inspection of services.
Upstream, the cleanliness manager must lead tcpiminthe reference and visual guide for

site correspondents so that they can cascade dosvmetjuirements in the department in
support of department managers.

Contractors must also raise the awareness of inaluptartners with which they work and
ensure that requirements are applied through mbsispections. The NPP’s Special
Technical Specifications (CCTP) were updated ttuihe the cleanliness requirements.

Reinforcement of hierarchical safety inspections (MS) on jobsites

In order toreinforce surveillance in the field and the monitomg of maintenance and
technical support activities the site uses the weekly hierarchical safetyanspns based on
a schedule updated by the Deputy Director’s aditnatige assistant.

The purpose of these inspections is to durably avgithe cleanliness and safety of jobsites

by ensuring an evolution of field technician beloavi These inspections also provide the

opportunity for the hierarchy to explain and pravakssistance regarding requirements in the

field. They concern:

— compliance with safety rules,

— knowledge of the risks related to the operatiortii@xges based on the risk analysis),

— the cleanliness of the jobsite and neighbourindifies,

— waste management,

— the quality of the documentation,

— the technical and organisational problems encoedtdyy field technicians on their
jobsites.

Inspected jobsites are identified and selectedhay Wnit Operating process in a weekly
meeting.

Participants in these inspections are the following

— adepartment head,

— the head of the Unit Operating process or an OpasDepartment staff member,
— a manager of the professional sector concernelebjpbsite,

— an agent from the safety — risk prevention section,

— the site’s cleanliness manager.

A field "safety” booklet was designed to serve aguide to field technicians to the people
performing the Hierarchical Safety Inspections.sThuide was distributed to all EDF and
service provider company field technicians.

All deviations observed during an inspection aeorded in one of two data bases according
to their characteristics:

— deviations relating to safety are recorded in t8AFETY — VHS" base or in the
"SYGMA” IT application in the form of a “"Safety’ Intervention Request,
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— deviations relating to cleanliness are recordetién’CLEANLINESS" base.

The progress of deviation handling is checked dutime monthly monitoring meetings
relating to the safety and cleanliness of the jessiattended by the Safety/Radiation
Protection Director.

Finally, each Hierarchical Safety Inspection is:
— written up in a report used by the Unit Operatir@nager to determine progress actions,
— reported to the Operational Management Collegeqiired by the problems encountered.

Setting up Hierarchical Plant Cleanliness Inspectinos (VPROP) and Operations
Periodic Tests dedicated to the cleanliness of tiidant (EP DIV)

In order toreduce the number of minor anomalies related to theondition of the plant,
and thus durably improve the general state of &ileess of the site, the NPP management has
decided to implement hierarchical plant cleanliriaspections (VPROP).

The purpose of these inspections is to check #te sf cleanliness of the premises under the
responsibility of each department or section. Takkyw the hierarchy to periodically assess
the general condition of the plant as regards ciampé with requirements and the cleanliness
reference. The schedule for these inspections idated by the Deputy Director’s
administrative assistant.

To better monitor the state of cleanliness of themises, the industrial partner (OMS)
provides the cleanliness manager with the monttihegule of the premises to be cleaned by
its teams so that inspections can be planned &seticleaned premises. It is on the basis of
this schedule that the cleanliness manager, inezbmdth the member of the Management
College participating in the VPROP, determines Wwipcemises will be inspected each week.

Participants in these inspections are:

— amember of the unit Management College,

— the site cleanliness manager,

— a shift operations agent if industrial premisescanmecerned,

— a shift Site Protection agent if service premigescancerned,

— the cleanliness correspondent of the Departmepbresble for the premises inspected.

The inspections are performed using an inspectamklet in which are found the deviations
from the last VPROP in the same premises that hateget been closed out and the visual
cleanliness guide. All the deviations observed rdua VPROP are recorded in the site’s
“"CLEANLINESS” data base.
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An initial overall inspection was conducted end 200t included many minor but
omnipresent deviations corresponding to damagext,peéble trays, insulation, coverings,
sensor tubing, labels, cleanliness, dripping ofousr products, inoperative indicator lamps
etc. As at January 1, 2003, 1,500 cleanliness tlemgawere identified.

In addition to the VPROP, once every six monthe, @perations Department runs Periodic
Tests called EP DIV that focus on the cleanlines$ tiddiness of industrial premises. The
deviations detected are included in the "CLEANLISIE’ deviation data base. .

During outages, several inspections (VHS and VPR@M®) performed by management
members accompanied by the cleanliness manageheorjobsites at the end of a field
operation in order to inspect jobsite teardown delimess, waste, order and tidiness) and
check that no equipment has been damaged on thé iplahe work area (for example:
broken label, crushed raceways etc.). At the ehdhe outage, a general cleanliness
inspection of the unit is conducted by all Managett&ollege members.

The progress of deviation handling is checked dutime monthly monitoring meetings
relating to cleanliness attended by the Environmmector. Monthly reporting to the
Operational Management College for the environrpeintt is also provided.

Reducing the number of anomalies and handling devimns

At end 2002, a situation report of deviations idfeed roughly 1,500 deviations relating to
plant cleanliness.

Since the Hierarchical Plant Cleanliness InspestiMPROP) were set up in July 2003, we
have performed about thirty inspections.

Initially, the inspections focused on the specimesmises in order to restore these premises
to top condition to be used as a guideline fordbpartments in ensuring the cleanliness of
the premises for which they are responsible. Tis $ix specimen premises were restored to
top condition for November 30, 2003 and the follogvsix for February 29, 2004.

At 01/15/2004, the involvement of all the departtseanabled over 800 deviations to be
closed out; the “CLEANLINESS” data base still caBR5 deviations distributed as follows:

— cleanliness: 359
— posting: 48
— leaks: 88
— safety: 27
— electric: 268
— mechanical: 35

In light of the number of deviations closed outisievident that a significant effort has been
made by the departments and by our partner OMSomnssile for cleaning industrial
premises.

During the second quarter of 2004, after the speginpremises were readied, the
Environment Director and the site Cleanliness Managet with the department cleanliness
correspondents, accompanied by their departmenishéa analyse the method for reducing
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the remaining deviations. This action should endbée plant to pursue its dynamic action
undertaken and to determine realistic deadlinesléming out the deviations.

IAEA Comments:

The plant has introduced a broad scope of meadaré@mprove material conditions and
housekeeping standards. The management expectations priorities of the improvement
program to maintain cleanliness of the plant ardired in the annual strategy, issued first
time in 2004. Examples of good and bad practicespecified in appropriate visual aids, and
12 reference areas comprising a representativelsashfifferent plant areas are available to
indicate in practice the level of standards to bkieved at the end of the improvement
program. A charter specifying requirements for pagting at plant premises has been issued.
This charter sets the requirements for authorisaiitd control of posted operator aids.

The surveillance in the field is achieved througbl system of weekly safety inspections of
jobsites and safety inspections of plant areas. bégmof the operational management team
and department heads also participate in theseeétisps. Results of the inspections are
tracked in the “Cleanliness” database or in the GBAA” IT application, depending on the
nature of the deficiency. A cleanliness managerbeen assigned to coordinate and support
the related activities, and the environment dinedbas the responsibility to provide
management oversight of the improvement program.

However the management goal of the timeframe whenimprovement program has to be

completed, that is when the entire plant territergexpected to correspond to the standards
represented by the reference area has not beefh&enumber of open deficiencies in the

“Cleanliness” database is trended, and a generakaging tendency can be observed, the
target rate of eliminating deficiencies has notrbdefined yet. The annual strategy for 2004
calls for inspections of the unit after the anmeddielling and maintenance outage, but due to
different reasons these inspections have not beee. d

During a walk down in the turbine building examplefsdeficiencies of material condition
(minor leak of a manhole, dispositioned cable wag to missing support) were observed
without proper identification. Missing or illegibléabelling, dust on some equipment,
different type of waste in the container for metatap indicate that still there is room for
improvement in housekeeping practices.

Conclusion: Satisfactory progress to date
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4.6. MATERIAL CONDITIONS

4.6(1) Issue:A large number of low level defects, poor housekag and other material
condition problems exist. The material conditions ot consistent with IAEA safety
standards and good international practice. Sonuinigs are:

Extensive boric acid in the flange PTR 043D1 ort @i
Leaks of oil over vessel 1GGR112VV, but no deficietag.
Oil leak on containment spray pump 1 EAS 051 P(pling's housing.

EAS 011 BA (UNIT 1) Containment Spray System NaOlnH and tank
recirculation area is untidy - due to leakage adism hydroxide. Leakage has
been stopped but the area remained unclean.

Oil spot on gear box of MD AFW pump 1 ASG 022 Pnifll). (It is not the
plant’s policy to clean immediately after testimgdompleted — overflow through
venting hole).

Oil leak on the floor due to maintenance of thergimg pump in the room NA
0405 (Unit 2).

Two barrels of solid radioactive waste with unauited hand-written labels in
the room NA 0481 (Unit 2).

The combined effect of a large number of low ledeficiency can influence or
deteriorate the availability of important equipméstthe plant availability or safety

Recommendation: The number of low level defects associated with emiait
condition should be reduced. Higher standard shbeldstablished and implemented.
Management expectation for the identification andection of deficiencies should
be established and clearly communicated to theogpiate staff.

IAEA Comments: see comments on 4.5(2)

Conclusion: Satisfactory progress to date.
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5. TECHNICAL SUPPORT

5.1. ORGANIZATION AND FUNCTIONS
In establishing the organizational structure of phent, special consideration has been given

activities related to surveillance test programregaluation of operational experience
feedback; implementation of plant modificationsaa®r engineering; fuel handling and
safety related computer applications.

The organization and administration of technicalpurt functions on site does not lie within
one line management structure, but rather is Higied across several departments and
sections. There is an engineering maintenancetdiredo coordinates and reports directly to
the deputy plant director and plant director on terat related to the technical support,
however the actual engineering support is embedileghch of the technical departments.
There are engineering sections in all of the depamts that provide technical support in the
daily activities and co-operate actively with ththey departments in the field of their
competence.

The engineering maintenance director chairs thteedsby plant committees which have
been assembled to provide cross-departmental &alyd assessment on technical support
matters. While the REX and Saphir committees aeggdd with responsibility for assessing
the operational experience feedback and contriguton the EDF national computerized
system (SAPHIR) for reporting of operational everke engineering technical committee
ensures that adequate safety and technical coasateiis given to any critical engineering
issue that has to be addressed at the plant.

Although the plant organization results in a ratfragmented structure as concerns the
technical support, the responsibilities and intatienship between all of those involved in
these activities appeared well understood by ta# stterviewed during the mission. Very
good arrangements have been recently put in plagardmote better understanding and
addressing of human factor related issues in tleanteal support activities. This was
regarded as a good practice by the team.

Of particular importance to the success of planhnéal support effort is the liaison with

corporate departments, which impacts all areasctivigy. The plant benefits from the

support of various EDF entities, including the Aetinstalled Base Support Centre (CAPE)
of the Nuclear Generation Division (DPN), the Emgiring and Services Division (DIS),

National NPP Operational Engineering Department IREY and the designer

(FRAMATOME). Corporate staff contributed to the i@w in operational experience

feedback and modification implementation areas thedteam considers the level of liaison
between the various departments and the plantemgitr in the overall management of
technical support.

5.2.  SURVEILLANCE PROGRAMME

The corporate staff develops general surveillarestirtg programmes and issues system

specific testing rules. The overall responsibifity transferring the corporate testing rules

into specific plant test surveillance proceduresharged to the Safety Quality Department,

however each technical department is responsibtedfafting and reviewing its own
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procedures. These activities seem to be well mahagehighly professional and dedicated
staff. The team was impressed by the accuracy aod gondition of the documentation
relevant to the surveillance activities, maintaibgdhe Safety Quality Department.

During the mission the periodic surveillance testgpamme for the operational department
was briefly reviewed. The results from the perioists in 2002 for emergency core cooling
(RIS) and auxiliary feedwater (ASG) systems werentb to be well recorded and
documented. The operational department has edtaliligood practices for tracking the
values of the periodic test quantitative results.special software application has been
developed to aid the periodic test results analysbgh should facilitate an early detection
of negative trends in the equipment performanctrbeany acceptance criteria are breached.
This was regarded by the review team as a goodigzaand referred to in "Operation” area.
All of the staff involved in the development of geillance test procedures and assessment of
the test result trends seems to be highly motivatetiprofessionally competent.

Although the general impression from the implemgota of the plant surveillance test
programme was positive, there were some caseswitibes from the good international
practices in the field, which were noted by thenteand discussed with the plant. One
surveillance test procedure (RIS 81) requires kr@iins of emergency core cooling system to
be tested one after another during an outage.iJ hisually done by the same plant personnel,
which could increase the probability of the syste@ing unavailable due to common cause
failures. Section | — Chapter IX of the plant gethaperating rules and EDF directive DI55
are supposed to direct operators’ actions in oafsdsviations of acceptance criteria observed
during the surveillance tests. Some examples, hewevere found at plant which showed
that the operators’ interpretation of these dikadiis sometimes different from one operator
to next. Further more some inadequate operatasresctook place following the detection of
equipment malfunction.

The review team has proposed some suggestion, whight help the plant to further
improve the performance of their surveillance getivities.

5.3.  OPERATIONAL EXPERIENCE FEEDBACK (OEF) SYSTEM

The plant has an extensive and effective OEF systensite that is focused through the
Experience Feedback (REX) and SAPHIR committeets ¢benprise the Engineering and

Maintenance Director, who acts as chairman for lmattmmittees, and representatives from
each department. These groups play a key role ih tte arrangements for dealing with
events on-site and the interface with corporate @Efvities. The effectiveness of REX

committee to ensure prompt dissemination of lestsarsied from the operational experience
was regarded as a good practice by the team.

EDF has a hierarchical approach to event gradinigreporting, that provides criteria and/or
guidance to plants through three corporate direstiDI's 19, 30 and 55. These address
safety significant events, safety relevant eveats] deviations respectively. Reporting,
recording and information transfer are supported¢drporate SAPHIR software application.
Recently the corporate staff has issued DT 1782hd.64 instructions to report on events
related to radiological or other environmental liegaespectively.

A principle on-site is that departments analyzenevéhat occur in their areas of activity,
following EDF “Event Analyses Guide”. This docunies@ems to provide a good base for a
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systematic and consistent evaluation of the eveaharios, causes, actual and potential
consequences of the events, as well as helpsritfidéhe needed corrective actions.

The timely implementation of the corrective actigmslosely followed by the Safety Quality
Department, but the plant has experienced diffiesiltn meeting some of the deadlines. It
was not apparent that plant specific OEF is takém account in the preparation of the staff
refreshing training at the simulator.

During the mission it was noted that Probabilisiafety Assessment (PSA) model is not

available at the plant. It is common practice noayadto have plant specific PSA models as

part of the software applications to support openal event analyses, as well as some other
safety analyses, performed by the plant staff.

Through the REX committee the plant has establistmeeffective system for communication
and trend analyses of safety significant and ingmdrévents. Lower level and “near misses”
events at the plant, however have not been sulgjesststematic analyses: what is apparent is
that diverse plant information sources providergdaand significant volume of data that so
far is not being fully used to maximize the bergefiom studying low level and precursor
events. The team suggested that information shoellceviewed from all available reporting
sources to improve the analysis and level of ugkefvailable data.

5.4. PLANT MODIFICATION SYSTEM

The so-called “Joint Team” department is forma#tgponsible for co-coordinating the plant
activities related to the implementation of plaatrpanent and temporary modifications. The
plant modifications are in general categorized afetg related or non-safety related. The
decisions for implementation of permanent safelgteel modifications are always addressed
at a corporate level. The plant is responsibleirfgslementing and monitoring of the safety
related temporary modifications (so called DMPs) a@esigning and implementing some
local non-safety related modifications.

The joint team department works in close co-openatvith EDF National NPP Operational
Engineering Department (UNIPE), which provide d&lk tsupport needed with respect to
design, review, control, implementation and docutraigon of Corporate maodifications. All
the safety justifications and obtaining an apprdr@in the regulatory body, if appropriate, is
completed by the corporate staff. The modificatimssier, is transmitted to the plant and the
joint team is responsible to control each modifaatfile so it is properly closed after the
modification is implemented. This procedure isdaled both for permanent as well as for
temporary corporate modifications. In some casepteary modifications remain for a long
time in the field before being replaced by permarwres. It appears that UNIPE does not
make formal categorization of the safety relatedlifications by their safety significance as
recommended by IAEA safety guide NS-G-2.3, para. Fhe team was told that important
(urgent) modifications are treated with higher imipoce, however the need for such a
treatment is not based on clear formal criteriae TBam suggested that implementing a
systematic approach towards categorization of pteodifications by their safety significance
would further help the plant to optimize the useawéilable resources and implement safety
significant modifications in a timely manner.
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In the past the plant has implemented a numberontsafety related local modifications,

many of which have been regarded as temporary (NbFlyears and there are no written

analyses available to confirm that they do not iobpplant safety. Some of these

modifications are performed on safety related egeipt and it may not always be evident
that they are not safety related. The plant hasntctaken a decision to review the status of
implementation of all MTI, however it will take s@mime before the MTI files are properly

addressed.

During the mission the team members have notedralet@mporary changes to the plant
normal configuration, which have not been proparlrked or indicated. It appears that some
changes at the plant, which would be normally atersid as temporary modifications at other
plants, are implemented without adequate analyseframing their compatibility with the
design intent and characteristic. It was not evidleat plant has adequately assessed the risks
and hazards associated with such circumstancegea@heprovided a recommendation in this
area.

5.5. REACTOR ENGINEERING

The plant reactor engineering activities have sgfraorporate support in the area of
establishing core burn up requirements, core desafety evaluations, start-up, surveillance,
fuel design and engineering support. Core loadimgpading, start-up tests and surveillance
testing is performed on plant. There are clear guid for responsibilities of the corporate
level and plant departments involved in this prec&ngineers have a clear understanding
and feel responsible for the safety importancehairtwork. Special reactor engineering
training courses are conducted at the corporatel lfar the engineers involved in fuel
management and core testing. Reactor engineedngugt tests are carried out according to
detailed procedures and quality assurance progranifine testing section with co-operation
with operation and other plant departments exetiwen. These procedures are of high
quality and are reviewed at the corporate orgaizatHowever corrections during the
execution of these procedures are not require todividually corrected, signed and dated.
Sometimes, representatives of the corporate engiigeerganization are present throughout
these start-up tests to act as consultants anchitethadvisors. This practice ensures
independent quality assurance of the testing psodeeactor core and associatedfety
parameters are adequately monitored &edded. Original documents are stored in the
testing section office during the entire fuel cyd@en they are moved to the central archive.
The plant has developed very comprehensive actian ‘foptimization of fuel processes”
with five groups of detailed objectives. An impatgpart of this policy is the interface
between testing section and operation. The teansidered this action plan as a good
practice.Operating technical specifications and procedymwide the necessary instructions
and actions to be taken in the case of leaking. feakl cladding integrity is controlled
effectively. Fission product activity of the reactmolant is monitored continuously to detect
any failure of the fuel cladding. The plant is empizing the importance of the foreign
material exclusion in the primary circuit. An appriate detection system is installed and
instructions on this matter are provided in therapieg procedures.
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5.6. FUEL HANDLING

EDF corporate staff is responsible for quality cohtand verification that the fresh fuel is
produced by the fuel manufacturer according totélshinical specification. The management
and handling of the receipt, transfer, inspectind storage of fresh nuclear fuel is executed
by Fuel Branch of the plant Technical Departmerter€ are clearly defined written
procedures for implementation of each of the fiiegh handling activities and distribution of
personal responsibility of those involved in thelfbandling are well established. The fuel
receipt procedure includes checking transport d@oets for labeling and cleanness, fuel
assemblies for damage, correct identification @l fand correlation of manufacturing and
delivery documents. Any damage identification isdshon visual control and the plant has in
place a procedure describing the contingency agtfon damaged fuel. The plants records
showed that there were very few cases when somiatides have been observed. Some
damaged fuel assemblies were repaired at the pharthe vendor organization, but those
were exceptional cases and plant had good freshdaeipt records. In order to ensure that
fuel integrity and sub-criticality are maintainetthe irradiated fuel is handled, stored and
inspected in approved facilities with qualified gmnent and in accordance with written
procedures. The plant has in place well defineagmtares for monitoring fuel performance,
which allows reliable detection of irradiated fusdsemblies with leak tightness deviations.
During the last reactor core fuel unloading alllfassemblies had to be inspected for unit 2,
due to unusually high fission product activity iretprimary coolant. Several fuel assemblies
were found to have leak tightness problems. Thedduel has been dispatched from the
plant site and the corporate staff will further estigate the reasons for such fuel
performance. All activities related to handlingstiparticular situation at the site, were found
to be well managed and performed adequately byegonsible plant staff.

The handling of the fresh and irradiated fuel isnadstratively controlled very strictly and
each action is always double-checked. A softwamiegiion GCN is used to record and
store information about the location of each fusdeanbly at any time. The access to this
software is limited and the control of the dataunps also subject to second person
verification. After the Tokai Mura accident in 198% plant has undertaken extra analyses to
review its measures in place to prevent any clitjcavents.

The plant appears to have well established progesrand procedures to handle fresh and
irradiated fuel in accordance with good internagigoractices.

5.7. COMPUTER APPLICATIONS IMPORTANT SAFETY

As part of the plant quality manual a policy note wtilization of the plant computerized
information system was developed which clearly riedi the main principles for use of
software applications. Those are related to theofithe plant information system as a tool
for cross-departmental exchange of informationwall as a support to the decision making
of the plant management. The policy note statesarlglethe need for performing of
appropriate analyses prior to implementing of ahgnge to the plant information system.
The corresponding organizational note describes thgponsibilities, functions and
interactions amongst the plant personal and difteptant sections, which are affected. A
contractor company provides the hardware servieesled to maintain the plant Information
system. An Information System Committee chairedhgyplant deputy director executes the
strategic co-ordination on software related matt€he committee meets once a month and
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has developed a set of performance indicators tuitorahe effectiveness of its’ activities, as
well as the contractor's ones. The review of theégmmance indicators for the last year
showed good plant performance and contractor'scesy

In 1997 the plant developed a programme to as$essadfety relevance of all software
applications and to categorize them in accordarttetive EDF DI 64 corporate directive and
instruction IN26. 158, including 68 plant specifsgftware applications were subject to this
process. The plant was responsible for the claasifin of its’ own specific software
products, while the EDF corporate performed thessifecation of the rest. This process
resulted in a software categorization, which cleafines the groups of safety, and non-
safety related applications. The safety relatediegipons are further categorized in three
safety importance classes. The procedure usedategarization of the software applications
is clear with well-defined and reasonable criteTibe later refer to the plant safety analyses
report and are related to the severity of the g@kevents, which can occur as a result of the
software malfunction.

The procedures developed and implemented by tim: fgi@nsure the appropriate operation,
availability and security of the safety related laggtions appear to be in accordance with
good practices in the field. It is responsibilifyeach plant department to ensure the quality of
the input data to the applications under its’ managnt.

STATUS AT THE OSART FOLLOW -UP VISIT

A recommendation and a suggestion related to nuadifins have been resolved. A
recommendation related to handling deviations asdggestion concerning low level events
have been treated with satisfactory progress t®. dat

The system of tracking temporary modificationsnghe operational phase at Nogent NPP.
Temporary modifications may be in effect for a nmaxim of one fuel cycle.

A list of modifications proposed for the 1300 MW itgnalready containing their safety
classification has been submitted to the regulaburgly for approval. These modifications
scheduled in a package will be implemented at NDY&P in 2007 and 2008.

A general system to handle all types of deviatiansjuding the ones observed during
surveillance tests was implemented. Managers dedested staff use the system to track the
process of handling and resolving deviations. Haweuality audits have concluded that the
system has not yet fully achieved the status ohragement tool for improvement.

The plant has introduced a new initiative to amaRgotential events” which are not
reportable, but may be considered by the planetardrthy of local analysis. An “Operational
Quality Committee” was set up to review the plaoperating experiences and identify major
problem areas where near-misses may occur. Thelparperformed three studies of lower
level events from the aspect of recurrent equiprfeghire.
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5.1.

DETAILED TECHNICAL SUPPORT FINDINGS

ORGANIZATION AND FUNCTIONS

5.1(a) Good Practice An Operating Quality Committee, headed by Sa€gtnlity Director

and led by Human Factor Consultant was created @®active means to promote
adequate addressing of human factor related isdube plant.

The plant has employed a human factor specialiselp and assist plant management
in any matters relevant to human behaviour analgsésmiman performance. In order
to facilitate the integration of this specialist time plant team and to enhance the
promotion of better understanding of human factetated matters a decision was
taken to create an Operating Quality Committee.s Tétdmmittee comprises 22
volunteers staff members from all departments whe actively promoting good
communications on human factors related mattersth® plant staff. These
arrangements seem to work very effectively, sirfoe human factor analyst has
proved already very useful in addressing humarr&irothe plant event analyses and
developing several proposals for improvement off stperational practices. This
innovative approach to address human factors issnables a better perception of
human factors on the site, less focused on hunran leut perceived rather as an aid
to understanding employee's behaviour. Additionbllyinvolving the workforce in
discussing human factor related issues, and theouesging them by demonstrating
good use of the information they have provided,fevghip” is strengthened.
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5.2. SURVEILLANCE PROGRAMME

5.2(1) Issue: The surveillance test programme lacks a systensgifroach to deal with
deviations observed during the surveillance tesgksch if they occur, may require an
amendment to the rest of the test.

In the case of a surveillance test procedure, tmeppflow rate test criterion was not
met and the operator issued a work request foiirrepthe corresponding flowmeter.
After this, the test continued and was regardesuasessfully completed although the
real value of the pump flow was not measured.

The surveillance procedures lack instructions ow kw address situations when the
test procedure has to be exited due to unforesemmstances.

One of the surveillance test procedures for thenrbaitteries was completed by the
test performer, but the results were not formallgriied by the responsible
supervisors before the restart of the unit.

Lack of plant systematic approach to address dewmstobserved during the
surveillance tests may lead to inconsistent opeettions and potentially could lead
to inadequate equipment operability determination.

Recommendation: The plant should develop and implement a systenagiproach to
address deviations observed during the surveilléesis.
Plant response/action:

The deviation process deployed on the NPP reswlta & multi-disciplinary work group to
integrate all the “professional sector” componeotshe NPP. It was covered by a process
review.

This process is tailored to ISO 9001 and 14001dstats (the former was heavily DI 55-
oriented), and is applicable to all activities c@ek by the Management System through
Quality, including the Periodic Tests.

The site’s overall vision is ensured by a singlenageement tool shared by all the players
(until now each department managed its own base).

Consistency is facilitated by the use of a singledircopy medium, under Quality Assurance
controlled by the Safety Quality Department.

Application June 20, 2003 by decision DD — 03.1¢thvai temporary management tool.
Process review, October 2, 2003.

Decision DD — 03.11: minor modifications of the pess and application of the new
management tool.

January 2004, implementation of the new manageiveesd, “report sheet” printed form and
2004 stub booklets.

Management base: This is a management tool, naicegsing tool.
It is non-erasable and multi-user.
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It allows sorting and extractions on each deviatibaracteristic.

The fields are locked

Partially when switching to “processed” statugl¢tand action retained),

— Entirely when switching to “closed” status. Theaument under QA is the hard copy in
stub booklet form management by the SQD.

The situation report drawn up at the end of 20G8ashthat the process is implemented and
that it works. In particular it was observed thaisi applied by the Operations Department
during non-conforming periodic tests, through seieetorded in the management base.

IAEA Comments

A general system to handle all types of deviatiomgluding ones observed during
surveillance tests was implemented in 2003 on @teary basis, and from January 2004 as a
permanent application. The detailed process froporteng a concern through filing a
deficiency report up to determining immediate cciike actions and measures needed to
avoid recurrence is documented in paper format. d@beations are also tracked in a
computerised database, allowing flexibility in pwothg different kinds of informative
reports. There are examples that managers usgdtesrsto track the process of handling and
resolving deviations.

However quality audits have concluded that the ntspga paper format are not fully reflected
in the computerised database, and the system h&gllg@achieved the status of management
tool for improvement. Some examples of unresolteehs$ indicate that the feedback loop of
registering the corrective actions do not allovptomptly review the status of
implementation of these corrective actions. Aftealgsis of experience form the first period
of operation of the system and implementation efrtcessary corrections it is expected that
this system becomes a powerful tool to manageradiskof deviations.

Conclusion: Satisfactory progress to date.
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5.3.  OPERATIONAL EXPERIENCE FEEDBACK (OEF) SYSTEM

5.3(1) Issue:The plant has in place a good programme to ewvalaatl disseminate the
operational experience feedback, which however dmtsconsider in a systematic
way “low level” and “near misses” events. Implenaitn of corrective actions is
sometimes delayed.

The implementation of about 47,5% of the correciations which have resulted
from the analyses of operational events, reportethé regulatory body during last
two years, was postponed. Of these 33% had to $ipquoed twice.

The plant has several systems for collecting detail “low level” events on site,
handled by different departments. These systemid@ovaluable source of
information that, at present is not being fully disgince it does not receive the
appropriate level of selection, analysis and tregdd maximize its value.

No formal plant policy exists to encourage nearsessand minor events reporting.
Several of the observations made during the plaaik wlowns showed that such

events are sometimes not reported. Industry expegigndicates that most events can
be traced back to precursors, which if detectedagitlessed in a timely manner could
result in the full event being avoided.

Implementation of appropriate corrective actionsairtimely manner is of utmost
importance to prevent recurrence of operationahisvd-urther more, analyses of low-
level events and near misses events could helgetttify potential problems, generic
implications, precursors of declining performancel oot causes of adverse trends
before actual events happen.

Suggestion To further increase the effectiveness of the tptgrerational experience
feedback, consideration should be given to enshat torrective actions are
implemented without undue delays and low level medr misses events are analysed
adequately.

Plant response/action:

Through situations covered by Work Record DI 1(08dhitoring the Failures of Important
Equipment in PWR Plants”, the analysis of minoeets is possible if the population is
sufficiently significant.

Few sites use DI 103 data locally as the NPPs ddvaee a tool for analyzing Experience
Feedback that enables DI 103 data to be suitabdyg uis the framework of equipment
behavior reports. Furthermore, a test conductetthd PP at Gravelines shows that even for
a six unit site the sample, over the year, doeshmt a reliable statistical analysis.

Central Departments: Active Installed Base Suppdenter/Experience Feedback Group
(CAPE/GRE) and National Active Installed Base Emegiing Unit/Operations and
Maintenance Branch (UNIPE/BEM) are working on thm®cgessing of recurrent events.
Proposals will be made to the NPPs as soon ashbeisai computerized query system will
enable data to be processed under Excel.
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A test on events notifications for all the NPPs was at the Installed Base level in order to
highlight recurrent events.

The following actions will eventually be undertaken

— Study the possibility of detecting recurrent evensing collected data in Saphir and
check that results are instructive,

— Propose a method for identifying and processingdlevents,

— Integrate the processing of recurrent events inettisting experience feedback process
(Inter-department Consultation),

— Use the IDC base (return loop to NPPs, capitabpatitc. ),
— Support from the UNIPE — phases of identificatiomgalysis,
— Use the appropriate tools to draw up local situet&ports.

In the mean time, the NPP at Nogent will draw uppaten list of plant systems or equipment
system ID numbers having been involved in the gstabhumber of situations following
servicing. This report will be compared to the sifisation drawn up in the framework of the
“40 year vision”. This approach is included iretthd Hoc committee report (SAPHIR).

IAEA Comments:

Part of Nogent NPP’s response to this suggestiatsdeith the activities of EDF’s central
departments. Since the operating experience fekdipogram of EDF’'s corporate
organization was recently reviewed through a PROSREssion by IAEA, the OSART
Follow-up team to Nogent NPP concentrated its &ffan the assessment of the relevant
activities at Nogent NPP level.

The plant has introduced a procedure in SeptemB@8 2nd revised it in January 2004,

calling for the analysis of “potential events” whiare not reportable, but may be considered
by the plant worth to be analysed locally (RAL =chb Analysis Report). One such event

analysis was initiated in 2003 and five in 2004, hat all of them have been finished so far.

Nogent NPP took the initiative of forming a taskc® jointly with other EDF plants in July
2003 to study possible ways of analysing near-raisBiee task force proposed a definition of
near misses and also several ways to detect thegeril NPP has decided in December 2003
to set up an “Operational Quality Committee”, whidnsists of representatives of different
departments, with the aim to jointly review therla operating experiences and identify
major problem areas that could be regarded as at@@® near-misses occur. The committee
has decided to study four areas, and the studypiscted to be completed by January 2005.

Nogent NPP has performed three studies of lowezl levents from the aspect of recurrent
equipment failure. Two studies were based on tlaysis of the event database (SAPHIR).
One of them analysed recurrent events linked teeeepof equipment, taking place after the
maintenance of this equipment and associated rtbtitgi natural wear. The other study was
looking at the number of events involving limiticgnditions of operation (LCO), caused by
specific systems of the plant. Actions will be takiepending on the frequency of recurrence.
The third study was analysing recurrence of maener actions on plant systems, based on
the work control database (SYGMA). The results loé analysis were used to initiate
modifications or to provide additional confirmatifor ongoing programs.
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Conclusion: Satisfactory progress to date

5.3(a)

Good Practice A plant special committee, involving staff membeirom all
departments, was created to enhance rapid and pdisgemination of operational
experience feedback

By establishing of information exchange (REX) corted and using a software
application FIREX the plant has implemented a \affgctive means to disseminate
the information on safety significant and safetypartant operational events
amongst all the departments. During the REX mestiegery second week the
representatives of each department are requestedntment on the recent events
reported. After a brief analyses during the Coneritineeting a person is appointed
to be responsible for providing more detailed infation on the way given events
could influence plant safety and on any furtherdys®s or corrective actions, should
such be needed. FIREX application allows to closaignitor and control the
implementation on any plant actions which mightnkbeded to react promptly to any
particular event and to implement lessons learnt.
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5.4. PLANT MODIFICATION SYSTEM

5.4(1) Issue: Some temporary modifications remain in the fietd fong periods. Safety
related modifications are not formally categoribgdtheir safety significance and the
plant lacks a systematic policy to periodically iesv the validity of safety
justifications for long standing temporary moditioas.

For example, cabinets 1(2)DVMOO1AR with electricalay equipment were found
open in the unit's turbine halls. The plant statplained that problems with
overheating have been experienced for last seyeeak. The temporary decision of
the plant is to open these cabinets when neededvaw there is no formal temporary
modification implemented. In another case, portatliectrical heaters have been
installed in the charging pump rooms, however redyesis to confirm compatibility of
this modification with the design intent were fouadthe plant. The plant was not
able to demonstrate that adequate analyses hawvepeeformed to assess the risk
impact of such long lasting changes in the plamifigaration; these were also not
addressed as plant temporary modifications.

Some temporary modifications remain in the field fong periods and several
sequential permanent modifications are sometimdeimented to resolve a safety
issue. For example a temporary modification for fibes control meters at the plant
chimney was in the field from May 1999 till Janu&03. There is a temporary
modification on the PRV SEBIM at unit 2, which isder than a year. Several
permanent modifications at turbine blowdown (ASg5tem have been implemented,
however the problem with vapor condensation indihéank of turbine auxiliary feed
water pumps continues to exist. During the lastgatof unit 2, a modification at
RCV (charging pump) system was implemented as axfgaeent one”, although it was
evident that the current solution does not redtifynpletely the design weaknesses.
The last two examples question the adequacy of plategorization of “temporary”
modifications.

There is no periodic reassessment of the validithe initial safety justifications for

long lasting temporary modifications. The cumulatiimpact on safety of such
modifications is not performed. Lack of adequatmmgements for addressing the
impact of temporary modifications could eventualgsult in plant configurations

which may not comply with the design intent.

Recommendation: The plant should enhance the temporary modifiogtieogramme
to ensure that temporary modifications are alwalejaately identified, analyzed and
implemented. The cumulative risk impact of varitarsy lasting modifications should
be periodically assessed and the technical probleimBigh importance resolved
without undue delays.

Plant response/action:
After analysing the recommendation, the NPP comsitleat the organisation and application

memos in the field of the DMP/MTIs are not suffitiig explicit and may lead to
comprehension errors.
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To avoid this problem, a multi-professional seatork group has been set up. It has allowed
our organisation to be clarified and optimised whiémaining compliant with applicable
references.

Reworking the organisation memo included and cteteche comprehension problems
identified.

In light of the needs during the preparation phagmarding the DMP notifications necessary
to the outages scheduled in April and June 20G2 n#w organisation will not be applied
during these outages.

On the other hand, it will be applicable during tbeit Operating process as soon as the
memo is distributed. This initial stage will enableto validate, and if necessary correct, our
new organisation.

The new organisation allows the DMPs and MTIs dmeirtmode of management to be
distinguished and identified unambiguously.

IAEA comments:

The system of tracking temporary modifications nsoperational phase at Nogent NPP.
Temporary modifications are divided into two categs

— Those which have an impact on nuclear safety, tnidlissafety, environment or
availability (DMP = Temporary Special Device)

— Those, which do not fall within the scope of DMPBIT( = Temporary Plant
Modification).

MTIs may be in effect up to one fuel cycle, afteattthey have to be either removed, or
transformed into a permanent modification on ptantational level. The duration of DMPs
is not specified by rule, because they usuallyimreffect just for a shorter period of time,
until their existence is warranted by the plantditans.

The DMP modifications are filed in a folder in eadftthe unit control rooms. At the moment
four DMPs are in effect on unit 1, and one DMP @it @. All of them have been in place
less than one year.

The engineer responsible for modifications chedkshemonth the database of MTIs, and
identifies modifications, which are in effect fan@year. The modifications engineer provides
the list of MTIs in effect to the shift manager. eTlshift manager asks for action or
clarification from the responsible department conicg the delayed modifications. At the
moment 24 MTlIs are in effect on unit 1, and 25 Mditsunit 2. At seven cases MTIs have
been observed to be in existence for longer thanyaar since the implementation of the
tracking system, and the modifications engineerdddressed all of them. These numbers
can be considered as reasonable for a nuclear. (Ramdom review of the modifications
confirmed that their categorization in relationtheir safety significance had been performed
correctly.

Conclusion: Issue resolved.
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5.4(1) Suggestion:Consideration should be given to implement a plamddification
programme that makes due account of modificatia@isgocategorized by their safety
significance.

Plant response/action:

This suggestion does not directly concern the NBPtlie National Active Installed Base
Engineering Unit (UNIPE). This unit manages thegmation of national modifications on the
NPPs. A letter relaying the terms of the suggestias been addressed to the unit.

The answer was as follows:

As soon as 2001, exchanges concerning the claggificof national modifications according
to their importance for the safety of installationgre instituted between Electricité De
France and the Nuclear Safety Authority. As a teefilthese exchanges, the Directorate
General for Nuclear Safety and Radiation Protec$itaiied its position in May 2002. This
position applies to all national “safety-relatedtiodifications, whether they are part of a
whole or specifically and individually programmed.

In decreasing order of safety stakes, it ranks rtiaifications in three groups whose
definitions are as follows:

- Group 1 Modifications

Any madification calling the safety demonstratiotoi question.

- Group 2 Modifications

Any modification intended for execution on a serieé reactors, which does not
fundamentally call into question the safety dem@tigtn but which has an impact on safety
in terms of execution or operation.

- Group 3 Modifications

Modification with no safety impact.

Regarding the 1300 MW series, the ranking of modifons shall be effective beginning
with technical lot "VD2/PID2".

The purpose of this ranking is to improve the exation process in order to enable the
Safety Authority to be able to make sure that theglifications are designed, executed and
operated according to processes that allow thé td\aafety of installations to be guaranteed.

IAEA comments:

The National Active Installed Base Engineering UQ@tNIPE) has submitted a list of
modifications proposed for the 1300 MW units to Bieectorate General for Nuclear Safety
and Radiation Protection (regulatory body) for awpi. This includes madifications
scheduled in a package (VD2) and modifications deleel individually (PID2) for the

second 10-year outage for these units, and eachificadidn is assigned a safety
classification (one of the groups 1, 2 or 3). Tisedf modifications is under evaluation by the
regulatory body.
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The VD2 package of modifications will be implemeaht®t Nogent NPP in 2007 and 2008.
The pilot implementation of the VD2 package wikégplace at Paluel unit 2 in May 2005.

If in the near future any individually scheduleddification for urgent implementation would
be decided based on the operating experience feledibavould be assigned classification
“group 1. Right now no such modifications are piad for the period of 2005 and 2006,
because all planned modifications fall under catgtgroup 2” or “group 3.

The modifications that are under implementatioN@gent NPP at the moment have not been
assigned a category, since they have been initint&@99.

Conclusion: Issue resolved.
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5.5.

5.5(a)

REACTOR ENGINEERING

Good practice: Action plan “Optimisation of fuel processes” andnmitoring the
activities during start-up tests after refuelling.

The plant has developed very comprehensive comglete accurate action plan
"Optimisation of fuel processes", with the followginbjectives:

— clarify roles and responsibilities including qualiassurance (departments, plant,
corporate level)

— guarantee the quality of all activities

— training, skills development and ensure their Soatlity

— implement a programme for the integration of opega¢xperience

— integration of corporate activities

The action plan includes a comprehensive set éa¢ators and trend analysis.

As part of this plant-wide action plan, the Testigction of the plant Technical
Department has set up an organisation designedtoton and manage all activities
carried out during physical start-up tests, paldidy emphasizing the right
understanding and control of actions implementethbyOperations shift team.

So as to improve interface management and clagfgverybody’s responsibilities, a
testing manager is appointed within the TestingiBecHe coordinates activities and
their sequence based on a clear, efficient andraigo document structure that
integrates required check points, the compreheridemtification of risks and user-
friendly testing procedures.

Combined to this, a highly innovative approach lealsto the testing manager being
the coordinator of and chairing the shift turnoyprimary side) during tests after
refuelling. (In addition to normal shift turnoveBle uses a shift turnover form briefly
describing the background and status of tests wajerthe tests to be carried out
during the next shift; a reminder to the operatbthe criteria and rules to apply as
part of the REPR (start-up test rules), the eramic traps to avoid and the appropriate
monitoring methods. The operator can require aoiedi input or reminder if he needs
to. This system provides better sharing of knowdedgth operators who, at this
specific stage, act upon request by the Testingidefwhich is the entity having the
necessary skills in the area of physical testing).
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6. RADIATION PROTECTION

6.1. ORGANIZATION AND FUNCTIONS

The plant director has ultimate responsibility foe radiation protection on the site. The
industrial safety and radiation protection departtriecludes the radiation protection section
which ensures proper application of the regulati@msl doctrines. The RP section is
independent of other departments and there is @iR®tor at the management level with
direct line to the plant director.

The plant management policies are based on theiplénof self-protection, which places the

responsibilities for radiological protection withaintenance, operations, etc. As defined in
plant procedures the radiological protection sechias no direct operational responsibility.
The main responsibility of the Industrial SafetydaRadiation Protection department is to
provide assistance, advice and monitoring on imdstafety and radiological protection

activities and participate in risks prevention saml.

The plant management provides policies, criterid afministrative limits, as well as goals
and obijectives.

The first person responsible for the ALARA prin@plis the plant director. Also, the
ALARA principles are the responsibility of all thedividuals when working in radiation

control area (RCA). For all work in RCA a safetgkrievaluation that includes a predictive
dosimetry assessment and optimization, is donehbyperson responsible for the work.
Radiation protection's role is to advise the waskarthe dose assessment and optimization.

Five radiological event reports were issued in 200dr related to posting in RCA and the
other related to workers not wearing adequate gtiote while in contaminated areas. These
events have been analyzed by RP but the reportsuofof these analyses have yet to be
approved by the safety committee. Also, there agramme for analysis of internal and
external experiences called “REX” supported by ocafe reports on national events, and use
of other tools (Saphir Committee, PEX meetings,SNRE database, etc.).

The radiation protection standards are developedrabrate level. At the time of the mission
the French regulation was close to being reviseddorporate ICRP-60 recommendations, as
already implemented in the directive 96/29 Euratdmd the incorporation of ICRP 60 into
French regulation was completed by decrees on 3tiV003. Therefore, though the legal
dose annual limit was 50 mSv for workers categarmuclear operators were encouraged to
implement their standards in accordance with theréulimit set at 20 mSv per year. In view
of this coming new regulation, the plant has seadministrative warning limit at 16

mSv/year in order to make sure that no worker iEBf plant receives more than 20 mSv in
12 consecutive months.

The staffing of the RP section is adequate to IFul§ mission. There is a good balance
between more experience RP technicians and receethuited staff. This assures the
maintenance of the technical skills and transfekmdwledge from the more experience
people to the younger ones. Lower skilled actigjtisuch as routine surveys and control of
access to RCA are performed by contractors.
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The plant has a very good RP training facility watlmeplica of the real RCA access, a room
with pipe, valves and pumps simulating a radio&ctsystem for maintenance practice
activities and practice in the use of radiologmaivey equipment.

Radiation workers in category A receive a medicavsillance every 6 months. For workers
in category B it is annually. The results of thebecks (medical aptitude) are reported to the
worker Department Manager and the person himself.

6.2. RADIATION WORK CONTROL

Radiation work control is managed by the work suigers themselves. First, during the

planning, a safety risk evaluation is done by thainmdenance planners. This evaluation
includes industrial safety and radiation protectiazards. An optimization and establishment
of a dosimetry objective is done with RP suppohtef, the workers are informed of all the

risks, including the radiological hazards and ALARAeasures for dose optimization.

Finally, it is the supervisor of the work who idljuresponsible for all the workers protection

and application of the radiation protection ruled dose limitations. For high risks activities,

there is a briefing before the execution of theksarhere the workers are informed of the all
the risks, including the radiological hazards.

The role of RP is to help maintenance plannersrpaate ALARA measures and to do the
dosimetry estimations of work packages during tlaaming stage. Therefore, there is not a
Radiation Work Permit as such, except for areab didses greater than 2 mSv/h where a
special authorization from RP (orange zone) andtplaector or his delegated representative
(red zone) is required. After the work is finishéte predicted and received doses are
compared and lessons learned recorded.

The plant has good results in terms of collectivsimhetry (0,43 man-Sv per unit in 2002)
being in best quartile of the 1300 MW PWR Freneef] It participates in the EDF ALARA
network in three projects for dose optimization,inge the project leaders in
“Decontamination of reactor building pools”. Alsan optimization of the cleaning of the
sumps cut by half the doses received on this #¢tiVhe cleaning method has been improved
by using a pump and a shielded filter. Also, theémwontractors with activities in RCA
participate in the ALARA Committee.

To enter the main radiation control areas workessoble (except the underwear) and are
assigned an operational dosimeter. In the hot @éhaagm the worker puts on a standard
protection. A RP assistance officer checks thasheearing the legal dosimetry (film badge)
and the rest of the equipment. At the exit, thera first control of contamination (gamma
portal C1). If the person sets off the high alahm takes off all the clothes and they are sent
as radioactive waste. If it is not a high alarm,|bealizes the part contaminated and the
clothes are recycled in the laundry. After passirggC1 control the person undresses, washes
his hands and the clothes are sent directly ttetinedry. Then a skin contamination control is
passed (beta portal C2) and the operational dosineteturned. In unit 1 both paths in/out
RCA through the hot change room are the same.drhtt change room of unit 2, the two
paths have been separated in order to avoid covgarinations. It is planned also to apply
this concept to the unit 1 hot change room this ¢2@03).
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Nevertheless, this standard is not maintainedlinadtrolled areas outside nuclear buildings
(no C1 and C2 controls and no operational dosintajlable locally). Examples of this are
the main source control room, the low level storagste areas and the chemistry laboratory.
A suggestion was offered by the team in this area.

The plant radiation area classification consistsswfveyed (grey areas, >2,5 uSv/h) and
controlled areas. The controlled areas are divateodrding to colors in:

— Green: >7,5 uSv/h and <25 puSv/h

— Yellow: >25 uSv/h and < 2 mSv/h

— Orange: > 2 mSv/h and < 100 mSv/h
— Red: > 100 mSv/h

The access to orange zones must be approved byn&Rha access to red zone needs
additionally to the RP permit, the authorization Bfant Manager or his delegated
representative. Nevertheless, the accesses to eorarggs are not locked (red areas are
locked). Also, the electronic dosimeter used in Rfb&sn't have an audible alarm; it has just
a red light that flushed when 1 pSv is accumulaBeksibility exists that an individual may
inadvertently enter a high radiation area and reagiosure limits without being aware of it.
The team provided a suggestion that the plant puesiditional opportunities to protect
against inadvertent exposure.

The team found a significant amount of contaminatedderial stored temporarily in RCA

without proper labeling and posting. Additionaltiiere is neither an inventory nor a control
of the material temporarily stored in RCA. The teessommended that the plant should
strengthen their procedure for the control of raditve materials.

The plant has an extensive survey programme. Thergkepolicy for RCA is to check all
accessible areas every month. Road contaminatioesks are done every year. However,
there are some weaknesses in the identificatiomadfological hazards within the site
(offices, cafeteria, main control room, etc.). Evillough procedures exist covering the
posting and surveillance of areas, they are noay@vweomplete. The team recommended that
the plant strengthen its radiological survey andtipg programme. The programme should
be rigorously implemented in the field.

6.3. RADIATION DOSE CONTROL

The ALARA Committee is very effective. There is aog attendance and agreements
attained in the ALARA Committee, and although ih@ chaired by the plant manager or his
deputy, contractors and maintenance planners goehdsors attend. The annual dosimetry
objectives for the year 2003 have been approvedhierfirst time in Nogent NPP in the
ALARA Committee. The team encourages the plantaitioue with this policy of fostering
the ALARA Committee and good dosimetry results. Té@m also discussed with the plant
the development of ALARA aids or lectures for desigs in order to help them to incorporate
the ALARA concept in the minor plant designs that developed at plant level.

The plant has developed several innovative waysdace dose at the site. These are:
— amechanized way to clean sumps

— additional shielding around waste drums
— optimization of cavity decontamination
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The team has identified these as good practices.

The internal dosimetry is the responsibility of thedical service. There are two whole body
Counters and one chair for iodine in the thyroid abdomen measurement. The programme
for internal dose assessment is not supported byeld defined and structured set of
procedures, that covers all the actions neededetformm an internal dose assessment.
However, EDF corporate expertise is available édexl. No internal doses were reported in
2002.

The system employed at Nogent NPP for legal extelosimetry is film. This technology has
a detection threshold of 0,2 mSv/month (registeelle The operational dosimetry is based in
the semiconductor technology and its detectionstiokl is 0,01 mSv per entry (register
level) to RCA. The legal dosimetry is the respoititypof the Medical Service, while the
operational dosimetry is controlled by RP. Therefdhe individual and collective dosimetry
are followed by RP just in terms of operational id@try. Every month, the films are
replaced and the olds ones are sent to a contraftoratory, in order to develop the doses.
The results are received after two months, and Rersends the operational doses of that
month to the medical service. Difference tolerabetween operational and legal (film)
dosimetry is defined by EDF corporate procedurpi¢ally <20%). However, RP section
does not routinely update his operational dosimatrgountability with the film dosimetry
results, just in case of discrepancy pointed ouhbymedical service.

The RP section has ring dosimeters for extremitsirdetry, for its use in cases where the
predictive dose to the extremity is ten times thitalteffective dose. No extremity doses have
been recorded recently. Neutron dosimetry is madedans of Bubble dosimeter or with an
area dose integrating dosimeter (most used systkmihg entries at power to Reactor
Building.

Visitors' entrance to RCA requires permission ofinpl manager or his delegated
representative and has to be escorted and witperational dosimeter assigned.

6.4. RADIATION PROTECTION INSTRUMENTATION, PROTECTIVE ODTHING,
AND FACILITIES

The plant has a sufficient inventory of radiatiamtpction equipment to survey the RCA.
However, the operational dosimetry has not beengdth since the start up of the plant, and
this system lacks of dose and dose rate alarmssaghe international standard today.

As part of a national radioactive source managenmagramme, a comprehensive
organization and storage facility has been orgahiaeseal and non-seal radioactive sources.
The team identified this as a good practice.

The calibration/verification programme is very weliructured. All the portable survey
equipment is source checked and registered by adlBtance at the entrance of RCA of
units 1 and 2, and main RP equipment storage. ikbd fnstrumentation (C1, C2, C3, CPO,
hands & feet, etc.) is verified and source cheakegty month. All the equipments, both fixed
and portable, are calibrated annually by a cordraexcept the operational dosimeters that
are calibrated every 6 months.

The protective equipment availability seems to biient for the activities in RCA. Also
respirators are available when airborne contanunaisks exists. Respirators with a light in
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the mask to inform air capacity in the pressuretll®dds a good ALARA practice when
working in high noise environment, as in entrieReactor building during normal operation
(primary pumps on). The respiratory equipment isckled in the plant every year.

6.5. RADIOACTIVE WASTE, MANAGEMENT AND DISCHARGES

The management of waste discharges to the envimonarel environmental monitoring is
performed by the Technical and Nuclear Logistic &é&pent.

The waste treatment building has a high level a@upancy of wastes. Currently, there are
two shifts working on the facilities to processstiwaste. Because of the lack of storage space
and as an ALARA tool to reduce the doses of theodkenination crew, the plant has
designed a big shielded steel drum where the higle date concrete drums, with filter of the
plant processes, can be introduced and theref@esantact dose rate be reduce by a factor of
8. The team identified this as a good practice.

The doses of the persons working on the wastentiedt building activities accounts for
approximately 20% of the plant normal operationakal Also, scaffolding with blanket
shields have been put outside this building in ptdeeduce the doses in a nearby building
occupied by plant office workers. The plant is $liing a new storage area for low waste
temporary storage before shipment offsite to im@tien or compaction (CENTRACO) or to
the national low level waste storage facility (ANBR The team encourages the plant to
consider improving its housekeeping and postinmaferials and areas in the different waste
storage areas. Also, a high quantity of non-reesaidterial is introduced inside RCA that
ends up as a radioactive waste (mules, plastic, g9 and the use of plastic could be
minimized on painted decontaminable floor.

The radioactive effluents releases are controlledhle chemistry laboratory. The limits for
effluent release are established in the French-iteisterial order for gaseous and liquids
effluents of Nogent NPP of 1987, and are stilldalihese limits are set in terms of activity.
Chemical analyses are made in the tanks priordigeliease to the river. However, neither a
source check to the Process Radiation Monitor (PRi) monitors the discharge is made
prior the liquid releases, nor any comparison ®RIRM values and chemical analysis values
are made. The team suggests the plant to reviewpthttice.

The plant has a programme for optimization of ffluents releases that is based mainly in
daily monitoring of effluents produced, optimizimgste treatment through sampling of the
source and reducing the released activity by apglyhe most appropriate purification
method (evaporator or demineralizer).

Additionally, during outages the plant has a sdechtEffluents group” composed of three
fulltime people (1 from operations, 1 from chemjisind one from General Services Section)
for liquid and waste reduction. This is a benefipimgramme to reducing its activity releases
to the environment.

The environmental monitoring programme is establisiin accordance with Regulatory
requirements and directives. This programme cansissampling air, water and food chain.
The results of the environmental programme are teethite regulator and national and also to
local authorities for diffusion to the public.
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6.6. RADIATION PROTECTION SUPPORT DURING EMERGENCIES

The RP support for emergencies consists of a magicdl evaluation center composed of 4
persons for evaluating the releases, proceduresamguter codes, two mobile units well
equipped for ambient and dose rate measurementa aadiological supervisor and two RP
technician for support activities in the plant.

There is also an environmental radiometric measenémetwork (stations at 1 Km, 5 Km, 10
Km), some of which retransmit the dose rate dattelsmetry to the expert group in charge
of assessing the radiological consequences okthages.

STATUS AT THE OSART FOLLOW -UP VISIT

The plant has made big progress in resolving thges found during the OSART mission.
The plant has reviewed its program for monitorifigpersons in the annexed radiological
controlled area outside the main controlled arde Tise of operational dosimeters in these
areas is now mandatory; and new dosimeters havetdmeght.

Zones within the controlled area with higher doates are marked with stepovers and
banners across the door to prevent staff from iedduatly entering such areas. After a risk
analysis staff is equipped with a dosimeter wittible alarm if necessary.

The requirements for temporary storage of mataralnow clearly described in a procedure.
A file attached to the storage place containstelecessary information to keep temporary
storage under control.

The plant has strengthened its radiological postimd) monitoring program. The transit area is
now a controlled area and it will be enlarged. &acutside the controlled area are monitored
regularly for contamination and fixed installed rioning equipment is used to trend
radioactivity in the plant.
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DETAILED RADIATION PROTECTION FINDINGS

6.2. RADIATION WORK CONTROL

6.2(1) Issue:There are some weakness and inconsistencies imathelogical control of
persons and materials in the annexed radiologiegsaoutside the main RCA. The
process established for access/egress of personmaterials to these areas do not
meet IAEA standards. There are no portal monitorcdntamination control, and no
operational dosimetry is available in the annex€RR

Examples of these are:

— The main source control room, the low level storagste area and the chemistry
laboratory.

— Inside the protected area, outside the main RCAetige an area for radioactive
material storage in transport containers with pgabeling.

— On June 14, 2001 the plant reported an event wiemgonitored office workers
were exposed to radiation from radioactive wasie®d near by.

— A radiation source used for checking the RP insémts in the main storage RP
room outside RCA is not properly protected to préve member of the public
from approaching the source.

Without proper monitoring of the persons and materrisk exists of unexpected
contaminations outside Radiological areas and iedemt exposures to radiation.

Suggestion: The plant should consider reviewing its progranmfisremonitoring of
persons and materials in the annexed radiologimairalled areas, outside the main
RCA, to meet international standards. Contaminatiamtrols could be relaxed if the
plant can assure that no contamination risk exitserwise contamination control
should be provided

Plant response/action:

Wearing of an operational dosimeter and film batgepecified for access to an auxiliary
controlled area: SUC lab., VLL area, source roonassit area.

Note: Given the absence of any irradiation risk, but the possibility of contamination, the SUT
labs and the infirmary decontamination room were downgraded from controlled area to
supervised area. The dosimeter film badge must be worn in these areas.

For this purpose, and in the absence of monitguigals directly in these areas, DMC 2000
type personal dosimeters were purchased in 20@3NPP already had 35 of them, so an
extra 70 were acquired. These personal dosimetétist{ can also be used for specific work
programs as they have adjustable dose and dosalaaite thresholds) require the use of a
computer system to retrieve the dose, and thid®bes operational since the end of 2003.

Monthly non-contamination checks on these auxilagas were implemented as of 2003. No
contamination has been detected in these areastbiese checks were instigated.
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IAEA Comments:

The plant has provided new dosimeters for contlobeeas in annex buildings e.g. the
chemistry laboratory and the main source storagenrdrhe use of operational dosimeters
there is now mandatory. The handling of the newirdeters is described in a procedure
released in January 2004. The received doses evedesl and assessed with the help of a
computerized system. Contamination checks are nedorned monthly in the controlled
areas outside the main controlled area.

Conclusion: Issue resolved.
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6.2(2) IssueThe plant is not taking advantage of some oppdiésnto limit radiological
dose to workers. The accesses to high radiati@sdmanges areas) between 2-100
mSv/h are not locked and the operational dosimmeganally used in RCA has not
the capability of audible dose & dose rate alarm.

— A significant radiation protection event was issied" October 2002 when a
high contact dose filter (180 mSv/h) was being dfamed within its shielded
concrete drum to the room QA506 (yellow labelled)tlme Waste Treatment
Building, for putting the top shielded plug of tdeum. When the drum reached
this room, the Area Radiation Monitor alarmed. 8afnd Quality Department
personnel near the area heard the ARM alarm (3 m&vthe entrance door) and
then, the room was then immediately posted as erér® mSv/h). No exposure
occurred during the approximately 15 minutes ti&t toom was not properly
posted. However inadvertent entrance of a workehiwarea could have caused
significant radiation exposure.

— Ten workers exceeded during 2002 the alarm thrdstho$e of 16 mSv over 12
months. It should be noted that all these workemewelose to this limit when they
arrived to the plant.

— Electronic dosimeters used in the plant do notnalavhen dose limits are
exceeded.

Without these radiological barriers risk existsttaa individual inadvertently exceeds
a dose limit.

Suggestion: The plant should consider to lock high radiatioaa and/or make
available an operational dosimeter with audibleedasd dose rate alarms available,
when possibility of approaching dose limits in higiexpected exposures.

Plant response/action:

The NPP does not envisage systematic locking adsacto orange areas. This position is in
conformity with the reference framework and theutagions and is one that is shared by the
other NPPs. However, in order to improve our mamegg of orange areas, proposals were
validated by the ALARA Committee in September 2003.

These in particular include:
— improved signage (display of controlled access itmms, experimentation with use<of

interactive gamma monitoring and alarm systems JBU® those areas with fluctuating
dose rates (sumps)).

— reinforced physical warning systems (systematie &m@nsitions in place since September
2003, and installation of eye-level signalling @libe tape) of orange areas.

— use of audible alarm dosimeters which will be haholat to the participants following the
risk analysis (dose rate and work duration crijefichese dosimeters may be used for
other particular work programs even outside oramgeas for operations with high

individual dosimetry potential.
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The proposals are in conformity with the conclusioh the National Orange Areas working
group.
IAEA Comments:

Doors to areas with higher dose rates (orange y@mesnarked with a stepover and a banner
across the door to indicate the danger. The pldhbet lock these areas. Doors to red zones
are locked. During a risk analysis an estimatededos every work is forecasted and a
dosimeter with audible alarm is provided if necegs@herefore the risk of persons entering
high dose areas inadvertently is reduced.

Conclusion: Issue resolved.
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6.2(3) Issue:There is no procedure that clearly addresses teampstorage of radioactive
material and numerous examples of poor labellind srappropriate storage of
radioactive material were found in RCA.

Examples of these are:

— Material in bags containing compactable wastes wikes up to 2 mSv/h in
cubicle NB 04 08 (Auxiliary Building unit 2 level5:4 m) were found without
clear marking.

— Various materials and containers (mainly ventilatéucts and filters from the
recent outage) were stored in a corridor of AuryliBuilding unit 2 level -5,4
with contact doses up to 100Sv/h. The only posting was a yellow tape
indicating the risk.

— Material used in the last outage in unit 2 was tbpacked in cubicle KA.10.40,
a low dose area in Fuel Building, with contact deete >50uSv/h without any
kind of posting in the equipment.

— Vacuum machine with contact dose up to 0.2 mSv/k stared in a low dose
area in a corridor without labelling.

— More than 20 filters with contact dose rate 60 Sstbred in the basement of
the Laundry (green area) without proper labelling yellow signal).

Without proper monitoring and labelling of radidaet material, risks exists for
inadvertent exposure to radiation and personnedboaination.

Recommendation: The plant should strengthen their procedure for dbetrol of
radioactive materials. The plant should implemerdnger controls over radioactive
material inside the RCA.

Plant response/action:
In chronological order, the action taken was alev:

1/ Definition of clear rules concerning interim stoeagf equipment and waste in the
controlled areas. Any interim storage may onlyrba clearly marked out area. The person in
charge of the area, the radiological conditions #gedcalorific potential are identified. This
measure forms part of the remit of the working grdwandling Recommendation 1.5 on
equipment and worksite management.

It is finalised in note reference D5350/TX/ENVIR/NW®1.

1lbis/ At the same time, the NPP is making considler efforts to further improve
management of the flow of waste by continuing tduee congestion in the Effluent
Treatment Building and the storage areas in thes (BITE action plan).

2/ Stipulation of requirements:
— In the safety field log,
— Reminder in Risk Prevention training,

— Provision of sufficient quantities of markings dablels,
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— Support in the TEF and AT processes and in therttapats

— Inclusion in the Particular Technical Specificagon
3/ Periodic check on marking out and identificatadrthe storage areas by the professional
sector officer for the area and by SPR as pamsihllation surveillance.
IAEA Comments:

In March 2004 the plant released a procedure abuetrmediate storage places. The
procedure contains a sheet to be posted on euvenyriadiate storage place with information
about identification, responsibilities, radioactiged fire loading risks, date of initiation as
well as scheduled removal of the material. In addithe plant released a small pocket
brochure (Carnet de terrain sécurité), which alsscdbes the necessity of these sheets in a
section of the pocket brochure. This is a very ficat approach to the problem of
intermediate stored material. During a field ingmechowever three examples where found
in the 1NB-Building (1INB04, 07, 10 floor), whereetfile was not in place.

Conclusion:

Satisfactory progress to date.
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6.2(4) Issue:There are some weaknesses in the identificatioadiblogical hazards within
the radiation control area. Even though procedevdst covering the posting and
surveillance of areas, they are not always complete

Examples of these are:

Inside the protected area, but outside the main R@#e is an area for radioactive
material storage in transport containers with jasthain to prevent persons'
entrance and with ambiguous posting (green and<igewls).

The practice for posting the radiological infornoatiof the areas is to write with
an erasable pen on a white panel at the door eetrarhis practice is being
improved by the use of inerasable products to asthat the information is not
modified inappropriately.

Inside the rooms there is no information of theiokadjical classification of the
area, even in very spacious areas. Also, the mglaes not post the green areas
(low dose) inside the RCA.

Outside the RCA, the radiation protection surveggpamme does not include
areas such as main control room, offices, cafeier@c. Also, the monthly
surveillance of peripheral areas to RCA does neecground contaminations
surveys.

There is no routine check of area and processtradimonitors (KRT system) by
RP for trend analysis and prompt leak detection.

Hotspot policy in green and yellow areas is thaythre only posted if contact
dose is greater than 2 mSv/h.

Without proper monitoring and labelling of areasks exists for inadvertent exposure
to radiation and personnel contamination.

Recommendation: The plant should strengthen its radiological suraeg posting
programme. The programme should be rigorously implged in the field

Plant response/action:

This recommendation can be split into several pamtsan attempt must be made to reply to
the various problems listed as follows:

1/ Markings on the transit area have been improveds ®nea is now identified as a

2/

controlled area. Use of a film badge and dosimstarandatory.

The NPP aims for significant improvement of thieaarThis involves a change study in
order to expand the perimeter of this area and ongthe physical perimeter (fencing).
The expression of requirement has been producedhendim is to validate it in the

Engineering Technical Committee meeting beforeetie of the 1st half of 2004.

The use of indelible felt pen is now systematic wipeoducing placards. It is no longer
possible to erase the radiological condition ofgremises inadvertently.
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3/

4/

5/

6/

The NPP considers that using green area panelsilages nothing in the Controlled
Areas of units 1 and 2 and in the Effluent Treatniuilding. After passing through the
control gates, controlled areas are green by defalnén there is no indication of a
yellow, orange or red classification.

Furthermore, the NPP is continuing actions to inaproisk markings in the premises.
This work has already been done on unit 2 and igently continuing in the

BTE/laundry/hot shop and on unit 1. This plan ofiat significantly improves the

markings (panel at each point of access).

Implementation of Directive 104 (annual check on+4gontamination of the premises) on
the site covers the entire premises, in partidhlarcanteen, offices and control rooms.

A study of the frequency of checks on the roadswshthat the NPP is correctly
positioned:

Mise en forme : Puces et
numéros

— The roads are checked annually in compliance whih installed base radiation
protection reference framework.

— An annual check is also conducted on the sand toapghe rainwater collection
system

— The NPP also checks the sensitive areas (exits thhenNuclear Auxiliaries Building,
BTE, Laundry, Hot shop) after each unit outage.

- Furthermore, after each spent fuel unloading ofmrathe roads near the exits
from the Fuel Building (BK) and the site gate adneaked.

- Mapping of the contamination points over the pastygars confirms the
pertinence of the choices made by the NPP conggthese additional checks.

Concerning the Unit Operating process, and witha framework of surveillance of the
installations, weekly monitoring of the KRT systemas reactivated in mid-March. A
monitoring file is used in order to produce a tramélysis. A summary is made using the
monthly Risk Prevention records.

Concerning the Outage process, and as of Paripkettion outage 12, a daily reading of
the KRT 41 MA system (reactor building iodine aittiy is taken by the technicians
working the 3x8 shifts. A monitoring file is useal produce a trend analysis. The ORLI
IT system tracking the installation's parametersnoa be used because these parameters
are not made available on the KIT (unit computet data processing system).

In addition, each shift takes readings from the itealbdine and aerosol monitoring and
alarm systems. A monitoring file is also used.

The site is well positioned concerning the natiotealea control" requirement in the

reference framework and is in conformity with tiegulations. However, as the Nogent
units are not "polluted"”, the limited proliferatimf hot spots makes it easy to identify
them. This is why we decided to go further thanpynidentifying hot spots higher than 2

mSv/h as part of the radiological risk preventio ZALARA approach, in other words to

identify yellow hot spots > 1 mSv/h, particulartygreen areas.
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IAEA Comments:

The plant has strengthened its radiological supregram with regard to monitoring and
labeling of areas.

The transit area is now a controlled area. A chaageest was started in the beginning of
2004 and a budget to enlarge it and surround & f®nce will be available in 2005.

Controlled areas are by definition at least graeasunless marked otherwise. The staff is
informed about this during the risk preventiondirting.

Hotspots inside the controlled area are now idextiff their dose rate exceeds 1 mSv/h.

Outside the controlled area places like the comtoim, cafeteria and canteen are checked for
contamination on an annual period

Roads where radioactive transfers are carriedreutleecked at least two times a year.

However since several hot spots were found on I pite, the frequency of contamination
checks could be higher.

Fixed monitoring installations are now used agairtfending.
Conclusion: Satisfactory progress to date.

6.3. RADIATION DOSE CONTROL

6.3(a) Good practice:The plant has developed severalovatingways to reduce dose for
specific problems in plant areas and the actua¢slas the plant are very low. Some
of these are:

1. In order to reduce doses of the decontaminatiow anethe tasks of manual sump
cleaning, this activity has been mechanized. Ndve, ¢peration is done with
minimum time near the sump, by means of a mob#séesy that employs a pump to
suck the water and a shielded filter to cleantie Tesults are a drop in the ambient
dose rate with direct impact on the dosimetry ef dperation and chemical teams.
The collective dose has been reduced by a factbwoffor the decontamination
crew. Also, there have been gains in terms of dedactions for operating and
chemistry teams by means of eliminating hotspots the reduction of area dose
rate near the sump. Additionally, there is no puotiden of prohibited waste
(sludge) because particles are retained in thergiland these are treated as normal
waste.

2. In order to reduce the doses around the concretragiof high activity waste, an
additional biological shielding has been designedaig metal container drum,
where the smaller drum can be introduced. The datgeproduced by these high
activity drums inside and outside the waste treatrbeilding has been reduced by
a factor of 8.

3. Optimization of the cavity decontamination openatioy reducing the dosimetry
and the critical path. This was accomplished byngka in the cleaning method (no
manual scrubbing) to low pressure water with clegrioam, and an optimization
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6.4.

of zones to decontaminate. The results are a neduot outage critical path and
collective dosimetry by a factor of 7 for decontaation after unloading the fuel
and by a factor of 2 after refueling.

RADIATION PROTECTION INSTRUMENTATION, PROTECTIVE GCDTHING,
AND FACILITIES

6.4(a) Good practice:As part of a French national “Radioactive Sourcen&gement”

action plan, a comprehensive organization and gtoréaciliies have been
implemented to manage sealed and non-sealed rég@®aources.

The main source storage room is a best perforniértwio separate rooms, each one
individually monitored by an ARM with audible alarim the outside of the rooms. In
each room there are locked shelves where the soareestored. Only an authorized
person can get the key. There is one “person canpdbr source management”
(SPR) that organizes source training courses, negnagation with the regulator,
controls the inventory, checks permits of utilipatiand sets the procedures.

The organization relays also in:

— Two persons in charge of sources (sealed and radaede responsible for day to
day management of sources.

— One person in charge of each storage area, reppmrisr the management of
sources of his storage area.

— Trained users, with specific permit issued to estaff member concerned.

There is one register for each storage area. Thraree/exits are recorded in the
register of the area by the end user and tracke@matically by those responsible for
the storage area and sources. Computer monitokiANON) exists in addition to
paper monitoring for all source movements with geanf storage area. The source
rooms and lockers locked with keys held by the geiis charge. Also source safes
used with a code (Medical Service). Double padfockARM and PRM sources (SPR
+ store responsible) and for contractor sourcefRR($Rcontractor responsible). The
sources on site are transported in type A cases.

Rigorous traceability (user and responsible) ofrtitevement of each source, enables
the location on the site to be known at all timed ¢hus reduces the risk of loss or
theft. The use of sources is limited to trainedpdeavho know the organization in
place for the management of sources (specific gerifiansport is easier and safer
(protection against knocks and falls, suitable ipgsand leak tightness) thanks to the
use of Type A handling cases.
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7. CHEMISTRY
7.1. ORGANIZATION AND FUNCTIONS

The chemistry section at Nogent NPP is part oftdudnical department and reports to the
head of the technical department.

The chemistry section is directed by the laborategtion manager who is assisted by a
deputy section head. To facilitate and clarify theponsibilities, the section is subdivided in
two branches, the unit operating branch includihg tdemineralization plant and the

preparation and effluent branch (technical sub)unit

Chemistry section is responsible for chemical, gekémical analysis and conditioning of
primary, secondary, tertiary and auxiliary systemsing all plant operational modes. The
chemistry section monitors the quality of the cdindied and unconditioned makeup water. It
analyses and manages the liquid radioactive andradinactive effluents and the gaseous
releases. The anti-amoebic treatment and the iofeof anti-lime agents into the third circuit

are monitored by the chemistry section, as well.

The management of the plant recognizes the importde of chemistry section and gives
chemistry section the necessary support. The istaffgularly informed of the management
policy and recognizes its tasks as a contributmrguarantee safety and reliability of the
plant.

Descriptions for every functional position in thecgon are available. Responsibilities and
authorities are clearly defined.

The quality and safety department and the safettyosity perform periodic assessments of
the section. A chemical indicator for the secondzrguit and the WANO fuel reliability
indicator are used as tools for self-assessment.

The section performs most of the analytical andngbal treatment programmes itself.
However some clearly defined tasks are performecbibgractors.

Other departments, especially operation and radiatprotection, acknowledge the
competency of the chemistry section. They reallm ¢ontribution of good chemistry to
minimize corrosion and activity build up and theref the importance of monitoring main
chemical parameters as required by the techniegifspations.

The corporate laboratory group (GDL) with its ctddboratories in Paris/ St. Denis and hot
laboratories in Chinon is the competence centertifer chemistry sections of EDF NPPs.
These laboratories are extensively equipped withlyéinal instruments. Engineers and

technicians develop analytical and chemical methedgpply research capacity on special
requests, perform damage analysis, approve sugppliecommend analytical instruments,
collect and assess data from all EDF NPPs etc. Glrantees a national and international
information feedback via a liaison officer. It orgges annual meetings of the NPP chemical
engineers. In addition there are national meetofgawork groups on different themes (e.qg.

Merlin), a corporate chemical Intranet forum angdesiodical newsletter of the EDF group,

which all promote good exchange of information perational experience.

Within the plant, chemical and radiochemical dataraported regularly to the management
and to corporate groups. Well-organized meetingsaniee the information exchange within

119

CHEMISTRY



the plant. The chemistry section meets daily withe toperation department and
representatives of the other departments to exehapgrational information and to schedule
activities. The analytical results are communicatedly to the operation department. The
operation department has 24h access to chemicakaimthemical data via Merlin software
application.

In case of deviations the chemistry section advibes operation department, which is
responsible for the final decision.

Deviations from chemical specifications and expeatalues are responded sufficiently fast
in an appropriate manner and, if necessary, togetitle other departments.

The head of the department together with the sectianager is responsible for training and
qualification of the staff. During the educatiotutor is assigned to the student.

The training and qualification programme is dethiknd described in a procedure. The
training is appropriately monitored and the quedifion of the staff is regularly reevaluated.
The team recognized the plant activities in thesaaaind noticed good practice in the training
and qualification section of this report.

The section is sufficiently staffed to perform tregquired tasks. Job rotation is regularly
performed taking into account the different levelseducation, responsibility and task.
Outside working hours enough staff is availablealh duty.

Corporate groups provide technical specificatioorsdperation, which are approved by the
authority and valid for all NPPs of EDF. These s$fieations contain every parameter to be
analyzed including target values, limiting valudsgquencies and behavior in out-of-
specification situations. The chemistry section hdgpted the national specifications by
implementing more stringent criteria for some paeters or adding some new parameters to
be controlled. These specifications are approvethbysection manager and are compulsory
for the section.

Information flow within the section is well orgaeid. Weekly the whole section meets to
have a feedback of experience and to receive irgtiom about policy, e.g. new procedures.
Every member receives minutes of this meeting.

7.2. CHEMISTRY CONTROL IN PLANT SYSTEMS

The water chemistry is monitored according to tséaldished GDL specifications. The
chemical conditions are in compliance with the mateoncept.

The chemistry section constitutes a special grauprganize and perform the required
analysis during an outage. This group is chaired bgsponsible sector officer and a deputy.
The group is in charge of hide out return measungsmeoond sipping of fuel elements,
secondary circuit conditioning, oxygenation of grenary circuit and effluent treatment. The
procedures for shut down and start up are cleanlgtsired in form of flow charts. Holding
points and limiting values are well defined and sk Due to elevated Co-60 and Co-58
activity concentrations, the primary coolant isatesl with hydrogen peroxide during
shutdown. The activity concentrations, and the todé return effect are well monitored.
However, the detection limit of potassium is natlenough to see any effects.

The makeup water system provides sufficient voluofe demineralized water and
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demineralized water that is conditioned with motpte for the secondary circuits. The
operation department is responsible for the makeager production. The chemistry section
monitors performance and conditions of the equigménalso manages the chemical
products needed to operate and regenerate thensyBbe system is in compliance with the
specifications. However, organic compounds are mohitored during the water makeup
process.

Two groups have been constituted to manage thaieet$. These groups are: the
environment process operational group during ojmerand the effluent group during outage.
The latter was constituted in 1990 in Nogent andes# other EDF NPPs copied this
practice. This group provides advice e.g. the dmeradepartment when big volumes of
potential effluents are handled.

The primary circuit is operated according the cawtéd lithium/boron chemistry concept to
minimize corrosion and reduce the transport of agion products. Due to extended load
following operation, the lithium concentration item below the intended values and so the
optimum pH is not kept. However, due to cobalt-blaaboys in the primary circuit more
attention should be given to the lithium and bomemagement. The team issued a suggestion
on this subject.

The concentrations of corrosion inducing anions flkiorine and chlorine are kept low. The
WANO fuel reliability indicator is regularly calcaled and assessed.

The activity concentrations of corrosion productsd afission products are routinely
monitored. The presence of cobalt-based alloysérptimary circuit is visible.

The monitoring of the demineralizer of the coolematment system is considered to be not
comprehensive enough. The plant recognized théswasakness and is going to improve the
surveillance programme. The team issued a suggestidhis subject.

The secondary circuit is conditioned with hydraziwed morpholine to obtain reducing
conditions at elevated pH, which minimizes corrosiall volatile treatment AVT).
Measurements of N-16 and the H-3 activity concéioinaare indications of leaks of the
steam generator tubes in both units. To keep tiBeadtivity concentration in the secondary
circuit at a low level and to obey the authorizedlres for release water, secondary water is
continuously replaced by morpholine conditioned engkwater. This means that morpholine
is released to the environment. Chemical analy$eteosecondary circuit are performed
according the requirements, but these requirenemetsonsidered to be not comprehensive
enough. Therefore the team issued a suggestionioaubject. A chemistry indicator defined
by EDF is regularly calculated to assess the cmmditf the secondary circuit. However, the
iron concentration in the feedwater and the steameiator blow down system are not
routinely monitored.

The third circuit is chemically conditioned to pesn precipitation of lime. During summer
period monochloramine is injected to reduce thevgtmf ameba.

The emergency cooling-, auxiliary- and raw watestesns are routinely sampled and
analyzed according the procedures. The resultwiéingn the limits.

The maintenance department is responsible to niitite. quality of oil lubricants and diesel
fuel. They are sampled periodically and analyzed bgntractor.
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7.3. CHEMICAL SURVEILLANCE PROGRAMME

The chemistry surveillance procedures have a dgacture and contain all information to
perform reliable work. Analytical methods are cluéeaized by statistical parameters,
especially measurement uncertainties, which aressacy to assess the results obtained.
Unfortunately these uncertainties are not incluideanalysis reports. It is guaranteed that the
procedures available at the work places are alwpydated.

The chemistry section is using a corporate Laboydtdormation and Management System
(LIMS) called Merlin. This LIMS contains nationaln@ local specifications, analysis
frequencies and quality control data of the inseunts. It is also used to store and compare
data, to process them and to visualize (graphsi.tiverlin is also used to calculate the pH
of primary coolant at 300 °C according the actwalaentrations of lithium and boron.

The sampling plan is properly defined and impleradrinto Merlin, which schedules the
regular daily work. Additional samples are analyzédequired.

Online instruments are installed wherever sensiblé possible to monitor systems like the
primary circuit, the secondary circuit and the mak&vater production. The results of online
instruments are regularly checked and compared thitise of offline instruments. All
instruments are calibrated according the analyficatedures. The quality of the calibration
is visualized with control cards. The instrumente at least checked annually by the
manufacturer. Merlin controls the correct calibyatand the required frequency of calibration
and maintenance.

The expiry date for chemical standards is cleagfyneéd and depends on the concentration of
the standard. The standards prepared have the swmix like the sample to take into
account the matrix effects.

The chemistry section participates each year onrbwad robin tests to verify methods and
instrumentation and to improve competencies ofpresonnel. They are organized by GDL
for chemical samples and the National Henry Beduexgoratory for radiochemical samples.
From time to time there are intercomparisons of ahéine instruments. The section also
exchanges samples to other NPP of the EDF groagla for external samples with known
characteristics to approve new methods or to impeisting methods.

The chemistry results are entered into Merlin, Widompares the data with upper and lower
limits and provides e.g. the last ten results efdhalysis. A supervisor approves the data.

7.4. CHEMISTRY OPERATIONAL HISTORY

Since the implementation of Merlin in 2000 the datarecorded in this database. Before that
the data were recorded on paper files and tramesfeér GDL. These older data have been
transferred to Merlin. All data are accessible aath be displayed as graphs or tables.
Responsibility for documentation and data exchargeclearly defined.

GDL reviews the chemistry results regularly.
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7.5. LABORATORIES, EQUIPMENT AND INSTRUMENTS

The sampling systems have a continuous flow orbsaninsed easily to ensure reliable and
representative samples.

The analytical equipment is sufficient and redundan perform the required analysis,
especially the atomic spectrometers to analyzemrsitire state of the art. However for anion
analysis in low concentration ranges there is strimental redundancy. The laboratories are
large enough and clean, except the BAN laboratdties could be in better conditions
concerning furniture and cleanliness. The obsemwetk practice was good, especially the
preparation of calibration standards for spectrpgc&ome slight changes like handling of
pipettes, rinsing and thermal conditioning of spatieters can easily optimize the situation.

Reactor accidents should have no impact on theyticedl measurements as the laboratories
are not located near the reactor buildings.

Laboratory chemicals are stored in a separate Idekaom. In addition hazardous chemicals
(organic solvents, acids, bases, poisons) are dledds special cabinets within this room.
These cabinets are connected to the ventilatiorersyand also locked. A list including all
laboratory chemicals is updated at least once a. y@bsolete chemicals are removed
periodically to minimize negative impact. Safetyalaheets are available for the chemicals.
The storage and management meet internationalestdsd

For every job a risk analysis is performed accardmsite requirements. The laboratory work
files include description of the work, the assamiatrisk analysis and the determined
countermeasures. This is a valuable tool to impsafety especially for young employees.
The team regarded the plant activities on this asea good practice which is included in the
MOA section.

However, there is neither an optical nor an acoustlicator when the ventilation system in
the central laboratory breaks down. The flame haidithe atomic emission spectrometer was
not large enough to guarantee the safe removaldibactive aerosols during operation of the
spectrometer but it was replaced during the OSARSEioN.

After an accident liquid samples from the primangut and from the sump of the reactor
building as well as gaseous samples from the athesspf the reactor building can be taken.
However the EDF accident policy does not requeatysis in the first phase of an accident,
as no decisions are depending on the reshittis.radiochemical and chemical parameters of
liquid samples are determined with routine methdd® composition of gaseous samples in
regard to radiolysis products like hydrogen andgexyare also performed according routine
methods. The radiochemical parameters of gaseauples are analyzed with additional
equipment and the help of the corporate laboratory.

7.6. QUALITY CONTROL OF OPERATIONAL CHEMICALS AND OHER
SUBSTANCES

GDL supplies detailed specifications for chemicalnditioning products like resins,
hydrazine etc. These products are PMUC certifieddjpcts and materials to be used on

nuclear plants). The suppliers are approved andladyg reevaluated by the corporate
operational technical unit.
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The supplier labels PMUC products with a tag intlicpbatch number and expiry date.

PMUC is available in the EDF Intranet database twltontains chemical specifications of
the product, characteristics of approved supplietg, the expiry date of the suppliers'
validation and address of contact. For every prodafety data sheets are kept up to date.

The Intranet guarantees a real time informatiordlfeek e.g. if a supplier does no longer
meet the expectations. The Team regarded the ubke @ftranet database as a good practice.

A list of all chemical substances including non-P®lproducts in the plant is available
including the safety data sheets. Expiry-dateshef groducts are well controlled with the
PMUC tag.

Samples of delivered goods are taken from timéme to check the quality. In each case the
delivered certificates are checked.

Diesel fuel is discharged into the tank after ggloigdentity check. However an identity check is
not performed on products such as hydrazine, resm®pholine. The team provided a
recommendation on this subject.

STATUS AT THE OSART FOLLOW -UP VISIT

The plant has made good progress in resolvingsthees raised by the OSAR Team.

The Corporate Laboratories have extended the cla¢msigveillance program to provide
additional information of the plant status. Nowidd¢ions with the systems can be detected
earlier and necessary actions can be prepared thoreughly. With the help of new
analytical instruments, the behavior and impacplenomena, e.g. decomposition products
of morpholine in the secondary circuit and corroditducing anions, can be evaluated.

An improvement of the lithium management is stibrblem for almost all PWRs in load
following operation. The plant has discussed sateas to resolve the problem but could not
implement the solutions to the systems, becausemagas not in load following operation.

The process of goods receiving was analyzed irhdapd administrative measures to enhance
the reliability and traceability of the process éddeen strengthened. Together with the strong
support of the corporate level in quality contteot fplant decided to perform an administrative
identity check rather than a chemical one on akatonal chemicals in packages.
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DETAILED CHEMISTRY FINDINGS

7.2. CHEMISTRY CONTROL IN PLANT SYSTEMS

7.2(1) Issue: Although the analysis programme complies with thgecifications of
corporate laboratory group (Groupe Des Laboratpiriess not complete enough to
obtain all necessary and available information.

For example, the condition of the demineralizethef coolant treatment system is not
checked regularly. Information on the capacity bé tresins would facilitate the
planning of the exchange of the resins. The avititlabf the demineralizer would be
improved.

Also, due to the steam generator leakage the chgrofsthe secondary circuit should
be better known so as to avoid any additional rmegatmpact. But since the cation
conductivity in the blowdown system of the steanmegators is rather high due to
decomposition products of morpholine, the changthefcation conductivity is not a
very suitable way to monitor the quality of the Wwtown water. Also the online
monitoring of sodium in the purge down system issaitable indicator for condenser
leakages as due to conditioning the third circuithwsulfuric acid (HSQO,) and
monochloramine (NBCI) the relation between sodium and chloride antfasu
respectively is not constant. A frequent analy$istdoride and fluoride ions in low
concentration ranges in the blowdown system wouie gadditional valuable
information with regard to small leakages of thadenser.

In the feedwater and steam generator blowdown rsytere are no regular checks of
iron concentrations.

Organic compounds are not monitored in the makeatemplant.

Without a comprehensive analysis programme it fBcdlt to decrease the risk of
damage of components or to increase the availghititl reliability of the plant.

Suggestion:Consideration should be given to extending theygical programme to
provide additional information and to improve theaidability and reliability of the
plant.

Plant response/action:

Analysis programme:

The integration of new chemical specificationstie Merlin IT application that was put into
service in the first half of 2004 supplements #rislysis programme.

The Corporate Chemical and Metallurgical Labora®mprovide our guidelines and follow
the reference approved by the Nuclear Safety Aiitesr

State of the demineralisation system of the reamiolant system:

The measurement of lithium on the intermediate BdRecycle System tanks is performed to
anticipate the demineraliser change.
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Plant make-up water demineralisation plant:

An analysis programme will be developed for the mhemalised water production plant to
guarantee the quality of the water over time. Tleasarements will enable malfunctions to
be analysed in detail.

Chemistry of secondary cooling system:

The concentration factor at the steam generatat®0s which enables us to see the possible
pollution of the secondary system well below theaswgement thresholds of our devices
(Atomic absorption spectrometry (SAA)). Anionic nitmning is achieved via continuous
cationic conductivity measurements. Cationic mamitp is achieved by the continuous
sodium meters.

A certain number of parameters are transmitted rtolTa application including the SG
chemical parameters, which, associated with othéysipal parameters (Pressure,
Temperature, power, etc.) enables us to monitointtallation.

This surveillance has enabled us to determinedbecs of pollution of the secondary system
makeup water (phosphate containing water from aleak tight valve).

What is planned for the medium term:

The implementation of new Liquid Phase Chromatdgyawill enable the definition of a
surveillance programme that allows us to map owr secondary systems with respect to the
anions resulting from the decomposition of morphali

If this is possible, (presence of sampling) we aild a few supplemental measurements to
this mapping to understand the path taken by tienarfvapour/liquid phases).

IAEA Comments:

The Corporate Laboratories have extended the dsafy®gram to provide additional
information on the plant status. Corrective acti@as be organized more thoroughly as
deviations are recognized earlier. Some deficienidentified during the first mission were
removed with the new surveillance program. In 28@4 ion chromatographs were purchased
and put into service. With the help of these insiuts, valuable information about the
decomposition products of morpholine and the bedraef these products in the secondary
system has been obtained. In addition, the totatewtration of morpholine in the secondary
circuit was reduced; resulting in a reduction oé tbation conductivity in this system.
Together with the results of the ion chromatografes chemical conditions of the secondary
circuit could be assessed very transparently.

Conclusion: Issue resolved.
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7.2(2) Issue:The plant has not optimized the coordinated litifiboron programme in the
primary circuit.
The plant is very often in load following operatidrhe exchange of large amounts of
primary coolant makes it very difficult to obtairptonum chemical conditions.
However, in other EDF NPPs progress has been ahigv adjusting the lithium
concentration.

Without a well-coordinated lithium/boron programrtithium concentrations may not
be optimally adjusted to reduce the build-up off@sion products within the primary
circuit.

Suggestion: Consideration should be given to enhancing thentplkefforts in
optimizing the lithium management of the primamgcuit.

Plant response/action:

During the load movements and the ensuing wateremewts, the concentration in lithium
hydroxide is not always optimal. The lead time kedw the appearance of the problem (poor
lithium concentration) and treatment (injectionliéiium hydroxide) is long. One must go
through the sampling and measuring phases befaeion.

The NPP has contacted the various sites that hewalaped a specific technique anticipating
the adjustment of lithium concentration. Based besé examples and in a concern for
simplifying operations, the laboratory proposesiplement the following solutions:

Daily evaluation by calculating the content of ilitm in the RCS:

This evaluation will be performed by the laboratteghnician at the start of each day using
an Excel spreadsheet. It will allow actions (inj@ctor switch to demineraliser) to be
anticipated in the morning.

Based on this evaluation and if corrective actisnundertaken, the measurement of the
concentration will be performed in the afternoortheck the adjustments made.

Nevertheless, the manual measurement will remaigrammed in the “Merlin” application.

If on the day of the programming corrective actiges requested in the morning, this manual
measurement would be deferred to the afternoohéokcthe adjustments made.

Benefit: the concentration is adjusted earlier in the day.

Operation under load follow conditions:

There is a problem with the D+1 day programme ithahly known day D at about 8.00 pm.
There is also another problem regarding the unsgeddoad drops.

The solution is to determine the dilution volumedied into play to perform the transient by
calculating them. Once these volumes are knowis #asy to determine the volume of
lithium hydroxide to inject, as close as possilbetlte transient, to return to the target
concentration.
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But on day D, we cannot precisely know the dilutimtumes. However, we can calculate a
theoretical dilution volume — called the criticadlume — that causes an acid overshoot and
then associate the volume of lithium hydroxide ¢drjected.

This quantity will be placed in the chemical reagefection tank by the Laboratory Section
on day D and will be injected by the Operation Dépant once the critical dilution volume
has been exceeded.

Benefit: The lithium will be injected as close as posstbléhe transient.

Drawbacks:

— Good communication with Operations will be necegsar that the lithium hydroxide is
opportunely injected.

— The volume of lithium hydroxide placed in the RCY11BA injection tank will have to
be well managed in the absence of a load drop.

— The injection of lithium hydroxide is triggered whehe critical dilution volume is
reached. Insofar as the dilution continues, parthef lithium hydroxide is lost which
represents a certain cost.

The aim is to avoid acid overshoots during theapsients and good communication on this
new practice will also be necessary.

Scheduled or unscheduled shutdown:

During shutdowns, the dilutions performed on thecter coolant system (Reactor Boron and
Water Makeup system water and boron volume) caitydas estimated and as result the
Laboratory Section will prepare the quantities itiilm to inject and will place it in the
chemical reagent injection tank. The Operation Bepent will perform the injections at a
time determined by the Laboratory.

IAEA Comments:

The plant has discussed two ways to improve thaifit management of the primary circuit
in detail with all the advantages and disadvantagesvever due to fuel leakages and rather
high activity concentrations in the primary cirglboth units of Nogent NPP were not asked
for load following operation. Therefore there hasei no need to apply a new lithium
management. Although an Excel-spreadsheet wasewrltiogent has not used the time to
prepare e.g. a comprehensive procedure how to éahdl lithium concentration if load
following is required.

The team encourages the plant improve the lithilanagement.

However on the corporate level experiments areopmd to develop an online lithium
sensitive electrode. With such a lithium sensitalectrode and with a lithium injection
system like it is already available in Tricastin NEhe problem of load following would be
totally solved.

Conclusion: Satisfactory progress to date.
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7.6. QUALITY CONTROL OF OPERATIONAL CHEMICALS AND OHER

v

SUBSTANCES

7.6(1) Issue: Deficiencies in controlling the identity of conditing products exist in the
plant.

When receiving conditioning chemicals such as Igideg morpholine and resins
there is no regular identity check.
Such deficiencies may result in serious impactegrity and safety of the plant.

Recommendation:The identity of conditioning products should beaked in order to
prevent negative impact on the systems.
Plant response/action:

The laboratory section has set up an organisatiothe inspection of chemical conditioning
products and ion-exchanging resins from on-sitedpeod delivery to discharging and their
injection in the various systems.

This organisation completes the process of “cdrara monitoring the conformity and time
limits of PMUC products” set up by the Maintenan&esources Department (Stores
management section).

The checks and traceability of the products arsgmed in technical instruction: “Checks of
chemical products used by the laboratory sectiotherprocess”.

The various control and tracking documents arel fled archived in the notebooks. Attached
is a summary of the checks performed on the vagouslitioning products.
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Products

Checks performed

Comments

Sulphuric acid

Hydrochloric acid
Sodium chlorite
ammonia

sodium hydroxide

organic anti-scaling agent

The nature of the product delivered is
filled in on the delivery note

Measurement of product density or
concentration

Measurement of pH

Product colour

Products delivered in tank
trucks

Discharging is performed
after verification of product
conformance

- hydrazine hydrate
- morpholine

- lithium hydroxide
- Boric acid

- Trisodium phosphatg

- resins for water
treatment

Upon delivery:

quality of product delivered

presence of certificate of
conformity

Batch number on the packaging
compared to the certificate of
conformity

Presence of the "PMUC” label
for products with this approval

Batch limit date

On discharging:

Cross check ordered/delivered

Presence of product name on
packaging

Presence of the "PMUC” label
for products with this approval

Packaging integrity (sealed cove
of drain valve)

Filling out of product traceability
document

Products delivered to the
NPP stores

Discharging is performed
after verification of product
conformance

=

IAEA Comments

The plant performs chemical identity checks on futdducts and resins but not on operational
chemicals delivered in packages. However the psogkegoods receiving was analyzed in
depth. Additional checks and administrative measimgrove the traceability and reliability of
the process. All this is summarized in a procedeleased in January 2004. Together with the
quality certificate of the corporate laboratorie8AUC) the plant considers this to be sufficient
to prevent serious negative impact on the plantoemits environment.

Conclusion: Issue resolved
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7.6(a) Good Practice:The power plant uses an intranet database wittoepg suppliers and
safety data sheets of materials and products tasbd on site. This Intranet database,
which is managed by the technical operations wilows Nogent NPP to share
information with all NPPs of EDF.

The corporate laboratory group supplies specificeti for chemical conditioning
products like resins, hydrazine etc. to guarartteg these products have no negative
impact on corrosion, activity build-up and safeffiese products are PMUC certified
(products and materials to be used on nucleargjlant

PMUC is available in the EDF Intranet database @rdains chemical specifications
of the products, characteristics of approved sepglie.g. the expiry date of the
validation granted to the supplier and addresspfact.

For every product safety data sheets are kept dpt&®

The Intranet guarantees a real time informatiordifeek e.g. if a supplier does no
longer meets the expectations.

As the database is accessible from any office, qgg@te products are used
systematically and traceable.

The team regarded the use of this database agigpgactice.
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8. EMERGENCY PLANNING AND PREPAREDNESS

8.1. EMERGENCY ORGANIZATION AND FUNCTIONS

In case of emergency, Nogent NPP is responsibledotrolling all aspects of the situation
within the Site, while the Public Authority is respsible for taking countermeasures for the
protection of the populations under its authority.

EDF's responsibilities are assumed by the Direciothe NPP, and those of the Public
Authorities by the Prefect of the Department.

This local organization is supplemented for bothFEdhd the Public Authorities by national
organizations set up with the dual role of provigiassistance and advice, and handling
relations with the national media.

8.2. EMERGENCY PLANS

In the event of an incident or accident, the Nodgemisite Emergency Plan (PUI) defines the
emergency response organization that takes over fre normal organization. The main
objectives of this organization are:

— To put in place the necessary human and matesalurees to manage the incident or
accident.

— To inform the Public Authorities in real time onetldevelopment of the incident or
accident.

— To restore the system to a safe state as rapigipssible.

— To limit the consequences of the incident or actid® persons and property, both on the
Site and in the surrounding environment.

The Public Authorities Off-site Emergency Plan (P&ins at:

— maintaining public order

— monitoring the environment

— taking measures to protect the population (confemrgmevacuation, distribution of iodine
pills)

The KI (Potassium lodine) distributions were damgeéar 1997 and 2000 within the 10 km of
Nogent NPP at pharmacies, recommended by Aube dPrdfee percentage of people who
got the Kl was around 60% in these distributiontserfore the Prefect decided to distribute
the Kl by door to door by volunteers within 28 commities during three weeks of September
and October 2002 with cooperation of CLI (Committee Local Information) of Nogent-

Sur-Seine. The results showed that more than 9986wsdeholds received them successfully.
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8.3. EMERGENCY PROCEDURES

The procedures used in case of an emergency ardynigtluded in the PUI file (actions
sheets). In the emergency center, controlled cogliesed in plastic sealed envelopes are
provided as well as other specific support docuatént to be used within the emergency
centers. A specific “Health and Fire Fighting” plgRSI: Plan Sanitaire et Incendie)
supplements the PUI. This PSI plan is well develioped uses a part of the PUI functions in
combination with people from the on-duty plant stafid external rescue teams who have
received specific on-the-job training in the area.

8.4. EMERGENCY RESPONSE FACILITIES

PUI (On-site Emergency Plan)

The Nogent NPP Director, who is responsible for IHac Safety and the organization of
emergency response measures on the site, is dssi$tis task by three centres:

— adecision centre

— reflection centre, (technical support centres)

— an action centre

DECISION CENTRE

The Local Management Command Centre (PCD) servéiseadecision making centre. It is
advised at the national level by the National P@Rtjonal Management Command Centre).
These Command Centres are responsible for:

— theincident or accident management decisions

— coordinating of the other Command Centres
— informing the local media (Local PCD) and the nadilomedia (National PCD)

The Site Director or his local Representative is tinly EDF person authorized to take
decisions concerning the NPP.

REFLECTION CENTRE - technical support centres

At local levelthis consists of the Local Emergency Response Tgd®) and part of the
Local Assessment Command Centre (PCC). At natideeél, the ETC-N (National
Emergency Technical Team) also takes part in phogitechnical support for management of
the emergency. These teams cooperate in the folipreisponsibilities:

— Making a real time diagnosis of the situation amddjrting the development of the
situation, and drawing up recommendations on tblenieal management of the incident
or accident.

— Making a diagnostic of the consequences of theeatiive discharges.

— Coordinating activities of the emergency team frefRAMATOME (nuclear steam
supply system manufacturer) and other specialists.
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ACTION CENTRE

The Local Operations Command Centre (PCL), the ILbagistic Command Centre (PCM)
and the second part of the Local Assessment Comm@antte (PCC) constitute the Action
Centre.

If specialist equipment is required (robots, etihig GIE-INTRA (INTRA Economic Interest
Group) can assist.

The PCL, under the authority of the Operationst3dnager, is responsible for:

— Managing the installation in compliance with thecident/accident management
documents, informing the other EDF Control Centoésthe installation parameters,
informing the other Control Centres of the develepinof the incident or accident and
managing the fire and/or sanitary interventions.

The PCM is responsible for:

— Providing the other Control Centres, and the PClpanticular, with all the technical
resources (human and material) available on the &teiving and guiding the External
Emergency Services, managing the Personnel Mustémts? and organizing Site
evacuation if necessary.

In addition, some of the PCC agents are responddriemonitoring the radiochemical
conditions of the Primary System, the atmospherehef reactor confinement, the Site
environment and the environment outside the Site.

PPI (Public Authorities' Off-site Emergency Plan)

The local Prefect is responsible for activationP#l. In making his decision he relies on
information from Nogent NPP, DRIRE (Regional Diete for Industry, Research and
Environment), the IRSN Health Department, compelertl and National Authorities. Two

Command Centers are set up at local level for phigpose: the PCF (Fixed Command
Center) and the PCO (Operational Command Center).

PCF (FIXED COMMAND CENTRE)

The PCF situated in Troyes, the Department Prefectnanages all aspects of the situation,
and more specifically it:

— centralizes and analyzes the information in ordeake the appropriate measures

— processes the Prefect's decisions, transforms themoperations orders and monitors
their execution

— informs the Central, Regional and Departmental Arities concerned

— communicates to the Prefecture press office therimdtion necessary for its correct
functioning

— prepares requests for support from public resowandsequisitions for private resources

It groups together the representatives of the lacghnizations under the authority of a
member of the Prefectoral body.
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These organizations are:

— SIDPC (Interministerial Civil Defense and Protenti®ervice),

— SDIS (Departmental Fire and Emergency Services Dapat)

— SAMU (Emergency Medical Aid Service)

— DDASS (Departmental Sanitary and Social Affairs &x@ment)

— IRSN (Institute for Radiological Protection and Naar Safety) Health Department
— DRIRE (Regional Department for Industry, Researuth tae Environment)
— Inter-regional Meteorological Office

— Gendarmerie

— Police Force

— DDE (Departmental Infrastructures Department)

— Communication Unit of the Prefecture,

— A Representative of the Military Authority (whenrAy's resources are deployed), or a
Representative of one of the organizations invol(eDF, SNCF, Civil Aviation, The
Seine River Waterway Navigation Board, etc.)

— A Representative of the Nogent NPP mandated bi?@i2
— ARepresentative of Inland Revenue

— ARepresentative of the Telephone Operators

PCO (OPERATIONAL COMMAND CENTER)

The PCO is installed in the CSP (Principal Emerge@entre) of Romilly/Seine, and in
principle is directed by the Director of the Préfe€abinet or by a sub-Prefect designated by
the Prefect. It is made up of Representatives ef same Services as the PCF (Fixed
Command Centre). The PCO implements the decisibriseoPrefecture, directs operations
on the ground and coordinates the action of thei&a involved. It reports permanently to
the PCF about the situation and its developmee&ssnents, difficulties encountered, etc.)
or forwards requests for reinforcements to it.déegs the local authorities of the risk area and
the media informed of the development of the situat

8.5. EMERGENCY EQUIPMENT AND RESOURCES

The Nogent NPP is adequately equipped with emeygenaipment and resources. This
includes the equipment in the local emergency mespocentres, for environmental
surveillance, fire fighting and first aid/medicaupport. The emergency equipment is
regularly tested and maintained. The external orgdions are adequately equipped. The
emergency centre of the Prefecture of Aube is atfeuately equipped. All the equipment
observed during the evaluation was well maintairiBlde on-site medical centre is well
equipped to support the Nogent NPP staff radiapootection activity if contaminated

individuals are to be treated. There are off-sggeeaments with 3 hospitals (Provins, Troyes,
Percy military hospital close to Paris).
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8.6. TRAINING, DRILLS AND EXERCISES

Emergency training at Nogent NPP comprises baaioitig for all the Site personnel, and
training specific to each Command Centre for thassigned a specific role within the
emergency contingency organization.

A programme for emergency exercises is definedhatNogent NPP. The arrangement that
each person participates at least once a yearrnsistent with best practice, some even
participate in more. The lessons learned from thesercises are fed back in the PUI
committee and are followed up by the coordinatahefemergency plan.

The local exercises are classified into two categorOne is mobilization exercise and
another is to test collectively the efficiency afi@rgency response organization.

Mobilization exercises are as follows:

— two exercises/year to call up the staff to the Nbvd&PP during off working hour

— one exerciselyear to evacuate the staff from cbatmee and administrative building
— one exerciselyear to call up the staff at assemlpigints

Collective exercises to test efficiency are asofol:

— PUI conventional, simulating fire and body injurscadent. Each is conducted once /year
with participation of outside rescue teams.

— PUI radiological, simulating the radiological aceid. These exercises are to test the
efficiency of each PC. As a minimum four exercisesr are required.

The national exercises are classified into twogmies.
— Exercises with EDF — local and national

These exercises are conducted with participatio®EDF and Framatome. All PCs of the
Nogent site, EDF's ETC-N and Framatome's crisimtaaParis will participate once every
three years.

— Exercises with EDF — local and national + publithauties

These exercises are organized together with P#hltborities once every three years. The
last one was conducted in January 2002 with ppdimn EDF-Nogent, EDF-National,
Public Authorities-Local and National level.

The OSART team reviewed the facilities and recafdemergency drills. In this review, the
team must mention some weakness with communicageacuation, and participation of
operators to the exercises. The team offered aestigg on additional opportunities for
improving these exercises.

8.7. LIAISON WITH PUBLIC AND MEDIA

Nogent NPP maintains a well-equipped staff for liaesson with public and media. Good

relations to the local media (press, radio, TV) established. A "Prefecture Information
Agreement"” defines the respective responsibilitiehhe NPP Director and the Prefect of the
Aube Department in the mutual exchanges of infoimnategarding events concerning the
NPP and its surroundings.
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Also, there exists CLI (Committee for Local Infortiom), composed of locally elected

officials, local organizations, local residentspnesentative of Nogent NPP and chaired at
present by the mayor of Nogent-Sur-Seine since 1882, from the start of Construction of

Nogent NPP. CLI plays important role for the liaisbetween Nogent NPP, public, and

media.

In case of an incident/accident, in order to cawaté press releases Nogent NPP contacts
EDF at corporate level, the Prefecture in Troyesvel as DRIRE before the press release.

This arrangement ensures a coordinated press eeltaghe case of site evacuation the

liaison officers of the plant go to the press cerdf the Prefecture, which is installed at

Troyes, so current information can be providech®public.

Nogent NPP publishes a quarterly journal, "L'écles ¢ours" which is distributed to the
population within 10km of site since the start pemation. There is a toll-free phone number
"Numéro vert" operated by the plant used to presdatmation to the population.

From spring 2002, EDF conducted a survey of thdipabout the nuclear power plant, and
found that many people were not correctly infornadxbut the NPP. Subsequently, Nogent
NPP has started the project "Natural Network ofn@pi" since Dec. 2002.

Contact between the local people and staff of NFR#®ing improved by:

— evaluations of the image of NPP by direct contaith 80 individuals both professional
and residents

— the plant staff's sensitivity to the concerns &f tbsidents
This kind of close contact with public by NPP staifl strengthen the liaison with public.

The OSART team recognized a good practice of thiews efforts undertaken by the plant to
improve communication with the public.

STATUS AT THE OSART FOLLOW -UP VISIT

The plant has instituted four measures to addresgadints raised in the one suggestion made
during the OSART visit. These actions fully resolike issue.

Nogent has adjusted their transportation contmeotéquire the contractor to allow the buses at
the site to be used for emergency evacuation. Dmral room is no longer used during

emergency drills. The new simulator was complete®éptember 2004 and is now used to
simulate the plant during drills. Use of the sintitdnas allowed the plant to upgrade the quality
and realism of the scenarios. While the plant ooies to use the manual counting technique, a
corporate initiative is underway to study the systend develop a more effective technique that
is compatible with the identification badges useBRF sites. Training has been developed and
presented to better inform emergency team memberg ¢he activities of the corporate teams.
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8.6

DETAILED EMERGENCY PLANNING AND PREPAREDNESS FINDIN GS

TRAINING, DRILLS AND EXERCISES

8.6(1) IssueSome emergency exercises and training activitiss wpportunities to enhance
the knowledge of participants and improve emergeesgonse.

Some examples of these are:

Results of nuclear emergency exercise showed dgmofor communication and
evacuation of on-site people.

Regular emergency exercises (4-6 times/year) anglumied using the control

room. It would be better to keep the control roamtand to develop other areas
where operators can be more involved. (The simulatdCattenom is only used

every 18 months for on-site and off-site exercises)

Concerning the exercise for evacuation of onsitepfge the accounting of
evacuated people will take 1-1.5 hours, which isghy than good international
practices.

There is no (white) board or other highly visiblEmamunications aid in the LTC
(Local Operations Emergency Centre). Boards aresseey to have a discussion
or share information among emergency response @eopl

Staff responsible for ELC (Local Emergency Respohsgm) was not completely
familiar with the content of analysis done in ED&tianal as he was recently
appointed to this position.

If all aspects of the emergency planning and prastiarrangements are not
comprehensively conducted, opportunities to impraweividuals' competence
(preparedness for an emergency situation) mayeasbured.

Suggestion: The plant should consider enhancing emergencys,todfills and
emergency planning to improve knowledge and emesgezsponse.

Plant response/action:

1.

Problem with evacuation of people from the sit@iransportation)

In the event of an evacuation of people from tle $he buses used to transport personnel
on the site will be requisitioned. This point iclided in the “Collective Personnel
Transportation” specifications.

. Discontinue using the control room for exercises

Beginning in September 2004, the IEP exercises bdllrun on this simulator in this
building.

. Counting the agents present at the gathering pafs.

Currently, manual counting at the gathering poist$avoured. The sheets used by the
gathering point managers are included in Emerg&teny model.
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In the framework of the IEP exercise of 11/5/0% #yents present at the gathering points
were counted by the gathering point managers.

An exercise was performed at the beginning of RO@. It's objective was to perform a
count at the gathering points and a comparison thth 3K system (access control of
people).
The implementation of an IT counting system at glaghering points is currently being
studied.

. Lack of knowledge of ETC-N activities by the Loal Crisis Team.

In the “triple diagnostic and triple prognosis”itiaag course, a section on the organisation
and role of the ETC-N has been included. This pwaia$ taken into account in the 3D/3P
method training specifications.

IAEA Comments:

The plant has instituted four measures to addtesgoints raised in this suggestion. These
actions are:

After benchmarking with other plants, Nogent hagistéd their transportation contract to
require the contractor to allow the buses at theetsi be used for emergency evacuation.
The new feature was successfully demonstratedglsite drills.

The control room is no longer used during emergesiiils. The new simulator was
completed in September 2004 and is now used tolaienthe plant during drills. Use of
the simulator has allowed the plant to upgradegtiadity and realism of the scenarios. In
addition the emergency center, located within #eusty building, has been expanded to
provide more room for the emergency response staff.

While the plant continues to use the manual cogrthnique, a corporate initiative is
underway to study the system and develop a moeetefé technique that is compatible
with the identification badges used at EDF sites.

Training has been developed and presented to beftem emergency team members
about the activities of the ETC-N and the ELC1 team

Conclusion: Issue resolved.
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8.7. LIAISON WITH PUBLIC AND MEDIA

8.7(a) Good Practice:Nogent NPP has instituted many unique and beagéfigays to
maintain contact with the residents in the arethefplant. Among these projects are:

"Natural Network of Opinion" since Dec. 2002. Thisd of close contact with
public by NPP staff will strengthen the liaison kvjgublic.

— One-to-one contact with residents to evaluate thage of the plant and to
increase the plant staff's sensitivity to local cams.

— A quarterly journal "L'Echo des Tours" with infortitan on the plant and
emergency actions.

— Attoll free number for residents to call.
— Excellent facilities for briefing the press.

— CLI (Committee for Local Information) of Nogent-S8eine plays important role
for the liaison between Nogent NPP, public and reedi

— Personal distribution of potassium iodine tabletsvblunteers fire fighters, Red
Cross, etc. which also provide an opportunity &cdss emergency activities one-
to-one with residents.
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SUMMARY OF STATUS OF RECOMMENDATIONS AND SUGGESTION S
OF THE OSART FOLLOW UP MISSION TO NOGENT NPP
15 — 19 November 2004

RESOLVED | SATISFACTORYP| INSUFFICIENT | WITHDRAWN [TOTAL
ROGRESS PROGRESS
Management, R1 R-2 R-3
Organization and
Administration
Training and R-1 R-1 R-2
Qualification S-1 S-1
Operations R-2 R-2
S-2 S-2 S-4
Maintenance R-1 R-2 R-3
Technical Support R-1 R-1 R-2
S-1 S-1 S-2
Radiation Protection R-2 R-2
S-2 S-2
Chemistry R-1 R-1
S-1 S-1 S-2
Emergency Planning
and Preparedness S-1 S-1
TOTALR R-5 R-10 R-15
(%) 33% 67%
TOTAL S S-8 S-4 S-12
(%) 67% 33%
TOTAL 13 14
(%) 48% 52%
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DEFINITIONS

DEFINITIONS - OSART MISSION

Recommendation

A recommendation is advice on how improvementsparational safety can be made in the
activity or programme that has been evaluateds Ibased on proven, good international
practices and addresses the root causes rathethinazymptoms of the identified concern. It
very often illustrates a proven method of strivifgg excellence which reaches beyond
minimum requirements. Recommendations are speciiglistic and designed to result in
tangible improvements.

Suggestion

A suggestion is either an additional proposal injwoction with a recommendation or may
stand on its own following a discussion of the iperit background. It may indirectly contribute
to improvements in operational safety but is pritmantended to make a good performance
more effective, to indicate useful expansions tistelg programmes or to point out possible
superior alternatives to ongoing work. In geneitljs designed to stimulate the plant
management and supporting staff to continue to idensvays and means for enhancing
performance.

Good Practice

A good practice is a proven performance, activituse of equipment which the team considers
to be markedly superior to that observed elsewheshould have broad application to other
nuclear power plants and be worthy of their consititen in the general drive for excellence.

/{ Mis en forme
P

DEFINITIONS - FOLLOW-UP VISIT

A

Issue resolved - Recommendation

All necessary actions have been taken to dealtivitmoot causes of the issue rather than to just
eliminate the examples identified by the team. M@ngent review has been carried out to
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ensure that actions taken have eliminated the.igsti®ns have also been taken to check that it
does not recur. Alternatively, the issue is no &ngalid due to, for example, changes in the
plant organization.

P { Supprimé : |
e ﬂ

Actions have been taken, including root cause ofetation, which lead to a high level of
confidence that the issue will be resolved in asoaable time frame. These actions might
include budget commitments, staffing, document araon, increased or modified training,
equipment purchase etc. This category implies tthetrecommendation could not reasonably
have been resolved prior to the follow up visithei due to its complexity or the need for long
term actions to resolve it. This category alsoudes recommendations which have been
resolved using temporary or informal methods, oemtheir resolution has only recently taken
place and its effectiveness has not been fullysasse

Insufficient progress to date - Recommendation

Actions taken or planned do not lead to the commughat the issue will be resolved in a
reasonable time frame. This category includes rewemdations on which no action has been
taken, unless this recommendation has been witldraw

Withdrawn - Recommendation

The recommendation is not appropriate due, for @&nto poor or incorrect definition of the
original finding or its having minimal impact onfety.

Issue resolved - Suggestion

Consideration of the suggestion has been suffigiéhorough. Action plans for improvement
have been fully implemented or the plant has regethhe suggestion for reasons acceptable to
the follow-up team.

Satisfactory progress to date - Suggestion

Consideration of the suggestion has been suffigithorough. Action plans for improvement
have been developed but not yet fully implemented.

Insufficient progress to date - Suggestion

Consideration of the suggestion has not been mriflg thorough. Additional consideration of
the suggestion or the strengthening of improverplamts is necessary, as described in the IAEA
comment.

143



Withdrawn - Suggestion

The suggestion is not appropriate due, for exantiplppor or incorrect definition of the
original suggestion or its having minimal impactsaiety.
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