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Inspections on December 1, 1985 - December 31, 1985 (Combined Report 
Numbers 50-272/85-29 and 50-311/85-31) 

Areas Inspected: Routine inspections of plant operations including: followup 
on outstanding inspection items, operational safety verification, maintenance 
and surveillance observations of containment spray system, allegation, review 
of special reports, and licensee event followup. The inspection involved 68 
inspector hours by the resident NRC inspector. 

Results: This inspection report identifies an unresolved item involving plant 
shutdown and cooldown procedures that may have omitted the necessary steps 
required to place the unit in compliance with Technical Specifications (see 
section 3 of this report for details) during a plant cooldown. The report also 
details the shutdown and several major maintenance activities of Unit 2. 
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DETAILS 

1. Persons Contacted 

Within this report period, interviews and discussions were conducted with 
members of licensee management and staff as necessary to support inspec
tion activity. 

2. Followup on Outstanding Inspection Items 

(Closed) Inspector Follow Item (272/82-05-03). The inspectoriconcern was 
the selection, training, and qualifications of QA auditors and that 
records would be reviewed at a later date. The inspector reviewed these 
records and the qualification and training program for QA auditors and has 
no further questions at this time. This item is considered closed. 

(Closed) Unresolved Item (272/82-10-01). This item was closed in Inspec
tion Report 82-36 and 82-33. This item involving qualification cards for 
maintenance workers should have been closed when Unit 2 item was closed. 

(Closed) Unresolved Item (311/82-19-03). Identified problems with test
ability, choice of test instruments and acceptance criteria while perform
ing heat trace testing. The inspector reviewed the current procedures for 
heat trace testing and considers this item closed . 

(Closed) Inspector Follow Item (272/82-22-01; 311/82-21-01). The inspec
tors1concern was that certain alarm switches had not been calibrated with
in the two year allowable band. The licensee has placed these switches 
into and updated the Inspection Order System (computerized system for sche
duling maintenance, surveillance, etc.,) to preclude missed calibra-
tion and surveillances on these switches. This item is closed. 

(Closed) Unresolved Item (311/82-33-02). At the time this item was opened 
certain portions of the nitrogen supply header piping could not be sub
stantiated as seismic. The inspector has reviewed updated drawings and 
substantiated that the Nitrogen System header in question is seismic. 
This item is closed. 

(Closed) Violation (272/83-02-01). This item involved a~ individual from 
a contracted organization performing liquid penetrant examinations with
out having been properly certified. The inspector reviewed the licensee's 
response dated March 25, 1983, and has verified that the licensee's commit
ments have been implemented. This item is closed. 

(Closed) Inspector Follow Item (311/83-37-03). The licensee had installed 
a vendor recommended voltage regulator transformer in one of the diesel 
generators. The inspector opened this item to review the results of seis
mic qualification of the new transformer. The inspector has reviewed the 
results of the testing done by an independent laboratory and confirmed 
that the transformer meets the requirements per IEEE344. This item is 
closed. 
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(Closed) Inspector Follow Items (27/84-03-02, 311/84-03-02). This item 
addressed a backlog of outstanding items required to be placed in the In
spection Order System. The licensee has updated the system. This item is 
closed. 

(Closed) Inspector Follow Item (272/84-03-03, 311/84-03-03). This item was 
opened when the inspector identified that there were inconsistencies with 
the availability of the Nuclear Assurance and Regulation Department. Under 
the new plant organization this department was dissolved. This item is 
closed. 

3. Operational Safety Verification 

3.1 Documents Reviewed 

Selected Operators' Logs 
Senior Shift Supervisor's (SSS) Log 
Jumper Log 
Radioactive Waste Release Permits (liquid & gaseous) 
Selected Radiation Exposure Permits (REP) 
Selected Chemistry Logs 
Selected Tagouts 
Health Physics Watch Log 

3.2 The inspector conducted routine entries into the protected areas of 
the plants, including the control rooms, Auxiliary Building, fuel 
buildings, and containments (when access is possible). During the 
inspection activities, discussions were held with operators, techni
cians (HP & I&C), mechanics, supervisors, and plant management. The 
purpose of the inspection was to affirm the licensee's commitments and 
compliance with 10 CFR, Technical Specifications, and Administrative 
Procedures. 

(1) On a daily basis, particular attention was directed to the fol
lowing areas: 

Instrumentation and recorder traces for abnormalities; 

Adherence to LC0 1 s directly observable from the control 
room; 

Proper control room shift manning and access control; 

Verification of the status of control room annunciators 
that are in alarm; 

Proper use of procedures; 

Review of logs to obtain plant conditions; and, 
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Verification of surveillance testing for timely completion. 

(2) On a weekly basis, the inspector confirmed the operability of 
selected ESF trains by: 

Verifying that accessible valves in the flow path were in 
the correct positions; 

Verifying that power supplies and breakers were in the cor
rect positions; 

Verifying that de-energized portions of these systems were 
de-energized as identified by Technical Specifications; 

Visually inspecting major components for leakage, lubrica
tion, vibration, cooling water supply, and general operat
ing conditions; and, 

Visually inspecting instrumentation, where possible, for 
proper operability. 

(3) On a biweekly basis, the inspector: 

Verified the correct application of a tagout to a 
safety-related system; 

_Observed a shift turnover; 

Reviewed the sampling program including the liquid and gas
eous effluents; 

Verified that radiation protection and controls were prop
erly established; 

Verified that the physical security plan was being 
implemented; 

Reviewed licensee-identified problem areas; and, 

Verified selected portions of containment isolation lineup. 

3.3 Inspector Comments/Findings: 

The inspector selected phases of the units• operation to determine 
compliance with the NRC 1 s regulations. The inspector determined that 
the areas inspected and the licensee's actions did not constitute a 
health and safety hazard to the public or plant personnel. The fol
lowing are noteworthy areas the inspector researched in depth: 
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Unit 1 

a. Unit 1 operated at 100% power throughout this report period 
with the exception of those periods discussed below. 

On December 13, 1985, at 3:00 p.m., the unit set a 
nuclear generation record. The unit compiled more 
gross generation by a single unit in a calendar year 
than any other nuclear unit in the United States. 

On December 16, 1985, at 3:59 a.m., the operators no
ticed a pressure decrease in Unit 1. Additional pres
surizer heaters and additional charging pumps were 
started by the operators and the operators began the 
emergency instruction for loss of pressurizer pres
sure. The problem was subsequently found to be an 
open spray valve which was isolated by the operators. 
At 4:55 a.m., the pressure decrease was stopped and 
the unit was stabilized at 30% power. All evolutions 
were in accordance with the proper procedures. At 
6:00 a.m., the operators began to return the unit to 
full power with one spray valve isolated. 

On December 16, 1985, at approximately 5:00 p.m., the 
unit established a new United States record for gross 
electrical generation in a calendar year. The unit's 
generation surpassed nine million megawatt-hours this 
year and was operating at 100% at the close of this 
report period. 

2. Unit 2 

a. Unit 2 operated at 100% power until 10:49 p.m. on December 
10, 1985, when the licensee shut down Unit 2 to repair steam 
leaks on the High Pressure Heating Cylinder Steam line on 
the high pressure turbine. A five-day outage was planned. 
The licensee entered Mode 3. and began testing. 

During testing, two problems were encountered. 

1. Reactor Trip bypass Breaker 11 811 apparently did 
not pass the undervoltage trip test. In accor
dance with the procedure, the breaker tripped at 
a voltage greater than 2 volts lower than the 
last recorded test. However, the licensee's in
vestigation into the reasons for the difference 
in voltage for operation determined that the 
breaker had operated properly and that the tech
nician had conservatively misinterpreted the 
requirements of the procedure. 
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Main Steam Safety valve 22MS-12 failed to open 
during testing. The initial inspection of the 
valve indicated that the reason for not lifting 
during the air test (method of lifting the valves 
in test) was due to leakage within the valve. 
The valve manufacturer was on site to evaluate 
the reasons for the valve failure. No reason 
could be identified why the valve would not func
tion. The valve was replaced and the faulty 
valve will be sent back to the manufacturer to 
determine the reason for the failure. The in
spector will review the results of the manufac
turer~ analysis when they become available. 

On December 13, 1985, Reactor trip breaker 11 811 fa i 1 ed 
to close manually on the tenth closure during testing 
(ten closures are required during testing.) The problem 
was a roller nut in the manual closure mechanism which 
had worked the shaft loose causing the malfunction. 
The breaker was demonstrated to close and open elec
trically which is the normal method of operation. 
(This was witnessed by the Resident Inspector). The 
licensee contacted Westinghouse to find the reason for 
the malfunction. Westinghouse has identified that 
this roller assembly should have been brazed in place 
during assembly of the breaker. When inspected by the 
inspector, the assembly appeared to have been heated 
but there was evidence that the brazing solder did not 
have 360 degrees full penetration. Westinghouse has 
recommended that this breaker, and all other breakers 
that were assembled at the time the 11 811 breaker was 
assembled, be returned to the factory for inspection. 
The licensee currently has four of these breakers in
stalled and plans to replace them when replacements 
are available. Four other breakers currently in the 
warehouse will be returned to Westinghouse for inspec
tion. The inspector will continue to follow this 
issue. 

At 9:30 a.m. on December 15, 1985, the licensee re
ported that the unit was outside the Technical Speci
fication limit for operation in Mode 4. Specifically, 
one train of RHR was not dedicated to ECCS. The 
licensee entered the action statement and corrected 
the RHR system lineup. 

The condition was entered at approximately 4:00 p.m. 
on December 14, and was identified by the licensee at 
9:30 a.m. on December 15 (17 1/2 hours). The action 
statement gives the licensee 1 hour to identify and 
correct the problem or be in Cold Shutdown in 20 hours. 
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The unit was borated to Cold Shutdown and at 210 
degress Fat the time of discovery. The cause was a 
shutdown and cooldown procedure that did not detail 
the sequence for activating one subsystem of ECCS as 
required by Technical Specification 3.5.3 while the 
reactor was in Mode 4. Subsequent investigation by 
the licensee indicated that the operation outside of 
the Technical Specification may not have occurred and 
that the procedure may have been misleading to the 
operator. The licensee is performing an evaluation of 
the event and this item is unresolved pending the 
results of the evaluation (311/85-31-02). 

The licensee has taken the following corrective ac
tions to preclude further misunderstandings. Proce
dure II.6.3.2 11 Initiating RHR 11 has been modified to 
alert the operator to this Technical Specification 
requirement when in Mode 4. The procedure now gives 
the operator the necessary guidance for proper action 
prior to entering Mode 4 during a reactor cooldown. 

At 11:40 a.m. on December 17, 1985, the licensee began 
a plant heat up following repairs of the Steam Genera
tor Safety Valves. At 6:01 p.m., the licensee de
clared an unusual event due to Primary System Leakage 
exceeding 1 gpm. Upon investigation, the licensee 
determined that Seals on #21 and #23 Reactor Coolant 
pumps were leaking to the containment atmosphere. 
Further investigation by the licensee identified a 
body-to-bonnet leak on 23SJ56 (the check valve on #23 
accumulator). The licensee cooled and degassed the 
unit and entered Mode 5. During the cooldown, when the 
leak rate decreased to less than 1 gpm, the licensee 
terminated the Unusual Event at 2:56 a.m. on December 
18. 

The licensee hired an independent consultant to ob
serve the disassembly and assembly of the reactor 
coolant pumps in order to help identify why these 
RCP 1 s leaked during operation. At the end of this 
report period the consultant had not yet submitted a 
report to the licensee detailing the findings. The 
inspector will review the report when issued. 

The inspector reviewed a report by Westinghouse de-
' tailing the sequence of events during disassembly 

which did not identify the probable cause of the RCP 
leaks. According to the report, all aspects of dis
assembly were as expected and the 11 011 rings were found 
intact and were deformed in a normal manner. There 
were no dimensional discrepancies in either pump. 
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Torque on the bolts was in the expected range. The 
licensee is continuing its own investigation into the 
cause of the RCP seal leaks and plans to issue a report 
on the results. The inspector will also review this 
report when issued. 

The licensee is decontaminating the 11 011 ring and plans 
to have the material analyzed, as does Westinghouse. 

All repairs were completed and, at the end of this re
port period, the licensee was adjusting water chemistry 
specifications in order to heat up the unit and return 
to service. 

No violations were identified. 

3.4 Tour Observations 

During the inspector's tours of plant areas the inspector noted the 
amount of 11 visitors 11 (personnel that are in a protected area under 
escort) had increased. The inspector had discussions with plant man
agement and expressed concern over the increasing numbers of visi
tors. The results of the discussion revealed that this was a 
temporary measure in order to complete the new radiation entrance/ 
egress area. A large number of crafts (pipefitters, masons, concrete 
workers, sheet metal workers, etc.) were needed for short periods of 
time and the licensee decided that, in order to save time and expenses, 
they would escort the crafts for their short duration on site. 

The inspector further evaluated the increased number of visitors by 
conducting more frequent visits to the work area. The inspector con
cluded that this practice was being done in accordance with approved 
procedures and did not identify any violations. 

4. Detailed Inspection of Containment Spray System (Maintenance and 
Surveillance) 

The inspector combined the Maintenance and Surveillance activities during 
this period into a detailed inspection of the Containment Spray System. 
The inspector evaluated the below listed areas to ascertain the licensee's 
compliance with NRC regulations: 

Design of the System 

Maintenance which included: 

Preventative maintenance 
Corrective maintenance 
Machinery history 
In-service inspection of both valves and pumps 
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Environmental Qualification 

Surveillance which included: 

Technical Specification requirements 
Technical manual manufacturer requirements 
Chemistry requirements 
Shelf life requirements, for replacement parts 

Design changes which included: 

Machinery history upgrade 
Procedural upgrade 
Maintenance upgrade (eq. lubrication of parts) 

The inspector reviewed the following documents: 

Machinery history for: 

Spray Pumps and Motors 
RHR Pumps and Motors 
Sodium Hydroxide Storage and addition tank 
Ring Headers and Nozzles 
Eductors 
Valves and MOVs 
RHR heat exchangers 
Instrumentation for activation of the system, monitoring of 
the system, and performance of the system during operation; 

Technical Manuals for the above components; 

Surveillance tests for the above components; 

Design Changes that replaced instruments for Environmental 
Qualification; 

Inspection Order System for scheduling surveillance, preventa
tive maintenance and Environmental Qualification commitments; 

Latest updated drawings for Containment Spray and RHR system. 

The inspector concluded the following: 

1. Surveillance required by Technical Specifications are written and in 
place, are being performed on time and are scheduled by a computer
ized system with feedback as to the results of the surveillance. 

2. Preventative maintenance (PM) and ISI testing are scheduled similar 
to the surveillance and are being performed timely in accordance with 
Section XI of the ASME, PSE&G 1 s valve and test requirements, and 
technical manual requirements. 

-·-·~-
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3. Chemistry surveillance requirements are also scheduled similar to. 
surveillance and PM and the inspected results were in compliance with 
Technical Specification requirements. 

4. Machinery history is being recorded on hard copies for instrumentation 
and on hard copies and computer for motors, valves and circuit breakers. 
Discussions with the licensee indicate that all machinery history is 
to be incorporated into a computerized system which will also be 
linked with the replacement parts system and should be compatible with 
the NPRDS. 

5. Calibrations are being performed in accordance with the frequencies 
required by Technical Specifications. The inspector noted that sev
eral faulty transmitters have been removed from the units due to fre
quent calibrations. The inspector also noted that these transmitters 
were replaced with a like-in-kind transmitter except where engineer
ing had recommended an alternative. In these cases, the inspector 
reviewed the design change requests and found them to be in compli
ance with approved procedures. 

6. All maintenance performed in the system, under the Nuclear Department 
Work Order System is planned by the Planning Department. The plan
ning engineer consults the Master Equipment List to determine if the 
work is 11 Safety Related, 11 11 QA required, 11 11 Fire Protection, 11 11 Hot Work 
Permit Needed," and if Environmental Qualification is applicable. 

7. Environmental Qualification of components within the Spray System 
have been added to the Master Equipment List, and Inspection Order 
System. Training utilizing six video tapes has been conducted for 
all I&C personnel by the Training Department. The training tapes 
include reasons and methods for dealing with EQ equipment. The 
course is also planned for all Maintenance Department supervision. 

Within the documents and practices inspected no violations were 
identified. 

5. Allegation 

·An allegation was brought to the attention of the NRC by a security offi
cer regarding action on the part of his supervisor, a lieutenant. The 
security officer who had received a work suspension for failing to respond 
to a security alarm in accordance with procedures, which he admitted, al
leged that his supervisor, who had observed him, also did not respond to the 
alarm and, therefore, was equally guilty. 

The resident inspector reviewed this matter and determined that the super
visor, unknown to the security officer, had properly responded to the 
alarm by alternate means in accordance with approved procedures. 

The inspector has no further questions regarding the allegation. 

l 
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No violations were identified. 

6. Review of Periodic and Special Reports 

Upon receipt, the inspector reviewed periodic and special reports. The 
review included the following: inclusion of information required by the 
NRC; test results and/or supporting information consistent with design 
predictions and performance specifications; planned corrective action for 
resolution of problems, and reportability and validity of report informa
tion. The following periodic reports were reviewed: 

Unit 1 Monthly Operating Report - November 1985 

Unit 2 Monthly Operating Report - November 1985 

7. Licensee Event Report Followup 

The inspector reviewed the following LER to determine that reportability 
requirements were fulfilled, immediate corrective action was taken, and 
corrective action to prevent recurrence had been accomplished in accor
dance with Technical Specifications. 

Unit 1 

LER 85-013 

This event was addressed in Inspection Report 85-26/85-28. The event was 
a tagging error "Wrong Unit/Wrong Train 11 which rendered part of the Emer
gency Core Cooling System inoperative for a short period of time. The 
licensee has completed their investigation of the incident with the fol
lowing results. 1) The individual involved has been counseled and disci
plinary action was taken. 2) The licensee is in the process of color 
coding the units. (The area where this event occurred had not been com
pleted at the time of the event.) 3) The licensee is considering unit
unique color coded tags. The inspector will continue to follow the 
licensee 1 s progress. 

8. Unresolved Item 

Unresolved items are matters about which more information is required in 
order to ascertain whether they are acceptable items, violations or devia
tions. The unresolved item identified during this inspection is discussed 
in paragraph 3. 

9. Exit Interview 

At periodic intervals during the course of the inspection, meetings were 
held with senior facility management to discuss the inspection scope and 
findings. An ex~t interview was held with licensee management at the end 
of the reporting period. The licensee did not identify any 10 CFR 2.790 
material. 


