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A. BACKGROUND 

On May 8, 1979, a VEPCO employee discovered an unknown substance on new 
fuel assemblies in storage at the Surry Power Station. Both VEPCO and the 
Federal Bureau of Investigation (FBI) conducted investigations into what 
appeared to be a deliberate attempt to damage the fuel assemblies. During 
the course of those investigations two VEPCO employees, James A. Merrill, Jr., 
and William E. Kuykendall admitted having poured caustic sodium hydroxide 
on the fuel assemblies. On June 16, 1979, these two individuals made 
statements to the news media claiming that they had damaged the fuel assem
blies to bring operational and security inadequacies at Surry to the atten
tion of the public and the subsequent newspaper articles contained general 
allegations attributed to Kuykendall and Merrill. Kuykendall also contacted 
the NRC's Resident Inspector at Surry at home on June 17, 1979 and made 
general allegations similar to those contained in the newspaper articles. 

An investigati_on was initiated by Region II under the authority provided by 
Section 161.c of the Atomic Energy Act of 1954, as amended and on June 20, 
1979, a Region II investigator contacted Kuykendall and asked if he and 
Merrill would be willing to be interviewed by NRC investigators and provide 
specific information regarding their allegations. Kuykendall agreed to be 
interviewed and on the following day two Region II investigators travelled 
to Hampton, Virginia to conduct the interviews. However, when the investi
gators attempted to meet with Kuykendall and Merrill, their attorneys_ would 
not permit the interviews. NRC efforts to obtain specific information 
continued through October 10, 1979, when a letter signed by Kuykendall and 
Merrill (Exhibit 2) was delivered to the NRC. A review of this letter 
disclosed that it lacked sufficient details to permit a proper investigation, 
and NRC efforts to elicit such details from these individuals continued. A 
chronology of communications between NRC representatives, the allegers and 
their attorneys is included as Exhibit 1. 

Notwithstanding the insufficiency of the information provided in the allegers' 
letter, onsite investigative activity commenced on October 11, 1979, and 
proceeded on the basis of the general information provided. 
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B. SCOPE OF INVESTIGATION 

Onsite investigative activity conducted on the basis of the information 
contained in the allegers' letter was limited to a review of licensee 
documentation, NRC records, discussions with licensee personnel and obser
vation of plant equipment and areas. 

Subpoenas duces tecum were eventually issued directing Kuykendall and 
Merrill to appear before NRC investigators and on November 6, 1979, 
Kuykendall was interviewed under oath at the Federal Building in Norfolk, 
Virginia. When Merrill failed to appear, the investigators determined that 
the subpoena, which had been sent by registered mail, had not been received 
by Merrill. Merrill subsequently appeared voluntarily and was interviewed 
under oath at the NRC's offices in Bethesda, Maryland on November 14, 1979. 

The transcripts of these interviews were reviewed and when combined with 
information contained in the letter from the allegers, the investigators 
identified 56 _specific or general alleged acts, omissions or practices to 
be addressed. In some cases where the alleged activities were closely 
related they were grouped together into single allegations to simplify 
conduct and documentation of the investigation. One additional allegation 
was made to the investigators during the investigation and was included in 
the investigation because of its possible relevance to general allegations 
made by Kuykendall and Merrill. As a result, a total of 46 allegations 
were identified and addressed during the investigation. These were: 

1. Inoperability of the service water system (component cooling water 
heat exchangers) radiation monitoring system. 

2. Radioactive releases made when radiation monitors were inoperable. 

3. Releasing unsampled radioactive liquid wastes. 

4. Falsification of liquid samples from Contaminated Drain Tank. 

5. False statements in Licensee Event Report concerning unplanned release 
from Boron Recovery Test Tank. 

6. Validity of VEPCO records regarding radioactive liquids released to 
the James River. 

7. "Midnight purges" (improper releases) of radioactive materials from 
the containment building to the atmosphere. 

8. Unmonitored radioactive releases to the atmosphere through the main 
condenser air ejectors. 

9. Exceeding Environmental Technical Specification limits and deliberate 
destruction of records to conceal that fact. 
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10. Falsification of fire pumps periodic test results. 

11. Failure to perform required daily equipment checks and falsification 
of associated documentation. 

12. Improper measurements during maintenance of the diesel-driven emergency 
service water pumps. 

13. Improper retesting following failure of equipment to meet periodic 
test acceptance criteria. 

14. Falsification of periodic tests of equipment in the safeguards valve 
pit. 

15. Falsification of emergency diesel-generator periodic test results. 

16. Improper signatures on a periodic test. 

17. False statements in Licensee Event Reports dealing with failures of 
radiation monitoring systems. 

18. Falsification of periodic tests of Emergency Lighting Batteries. 

19. Untrained personnel performing safety-related activities including: 

a. Excessive hydrogen releases 
b. Dilution of a boric acid storage tank 
c. Improper completion of outside logs 
d. Improper grading of an examination 

20. Inadequate corrective action and continued operation when VEPCO employees 
have determined it is unsafe to do so including operation with feedwater 
chemistry out-of-specification, and acid and water leaks in the flash 
evaporator. 

21. Falsified test results regarding containment isolation valves due to 
the use of beeswax to seal the valves. 

22. Falsified test results regarding containment isolation valves due to 
the use of "cheater bars" to seat the valves to be tested. 

23. False statements in VEPCO response to NRC request regarding adequacy 
of emergency electrical systems. 

24~ False statements to NRC regarding results of pipe support base plate 
inspection program. 

25. · Improper installation of new pipe support base plates. 
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26. Inadequate corrective action regarding repeated failures of the recircu
lation spray system cross-tie valves due to flooding. 

27. Improper maintenance of the emergency batteries. 

28. Inadequate corrective action regarding boric acid leaks causing heat 
tracing failures and failure to m~et ALARA. 

29. Lack of a preventive maintenance program at Surry. 

30. Failure of .357 caliber magnum revolver to cause metal detector alarm. 

31. Undetected introduction of weapon to protected area for purposes of 
repairing weapon. 

32. Failure of guards to perform required duties due to working 12-hour 
shifts. 

33. Lack of security for vital areas of the plant. 

34. Failure to escort visitors or individuals not. granted unescorted 
access to the protected area. 

35. Exposure of worker in excess of limits es_tablished by 10 CFR 20. 

36. Failure of VEPCO to meet the intent of 10 CFR 20 occupational exposure 
limits. 

37. Failure of VEPCO to report a spill of radioactive liquid within the 
restricted area. 

38. Failure to use procedures for safety-related activities. 

39. Improper operation of the motor-operated block valves in the pres.suri
zer power-operated relief valve lines. 

40. Inadequate repair of concrete in the area of a pipe support base 
plate; 

41. Failure of control rod drive mechanisms. 

42. Failure of VEPCO to act on maintenance requests and design change 
requests. 

43. Failure to report acts of sabotage at Surry. 

44. VEPCO actions against employees known or believed to have provided 
information to the NRC. 
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45. Use of marijuana and drugs by operators at Surry. 

46. Falsification of periodic test results for the recirculation spray 
system pumps (received by the investigators during the course of the 
investigation). 

During the course of the investigation the investigators conducted interviews 
of and held discussions with numerous current and former employees of VEPCO 
and VEPCO's contractors at Surry. A total of 56 individuals, in addition 
to Kuykendall and Merrill, were interviewed under oath and in the presence 
of a court reporter on the basis that they had been named by Kuykendall or 
Merrill as having knowledge of specific alleged acts, omissions or practices, 
or because the investigators had developed information from other interviews 
or document reviews which indicated that formal interviews of these individuals 
would be appropriate. 

The investigation also included a review of appropriate regulatory require
ments, NRC records, and licensee programs, procedures and records including: 

Title 10, Code of Federal Regulations 
Surry Technical Specifications 
Surry Physical Security Plan (approved by NRC) 
VEPCO Topical Quality Assurance Program - Operations Phase (approved 
by NRC) 
Various Licensee Event Reports submitted by VEPCO and other correspon
dence between VEPCO and the NRC · 
Various NRC reports of inspections and investigations conducted at 
Surry 
Appropriate portions of VEPCO' s Nuclear Power Station Quality Assurance 
Manual 
Various Surry administrative procedures and procedures · governing 
routine, abnormal and emergency operation, periodic (surveillance) 
testing, corrective and preventive maintenance, annunciator response 
and handling of radioactive effluents. 

Various records required to be retained by the licensee including 
completed operations, testing, inspection, and maintenance procedures, 
maintenance reports, operating and security logs, recorder charts and 
computer printouts, design change packages, radioactive effluent 
release data, facility radiation surveys data, individuals' exposure 
records, Station Deviation Reports, and Security Incident Reports. 

In addition to interviews and document reviews, the investigation included 
direct observation by the investigators of plant equipment and areas, 
witnessing performance of specific testing of equipment requested by the 
investigators, and observation and questioning of operations personnel 
performing their routine duties. 
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The investigation involved two investigators and three inspectors from the 
Office of Inspection and Enforcement (OIE), Region II and one investigator 
from the Office of Inspector and Auditor and required 1625 man-hours of OIE 
investigative activity. 
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CONCLUSIONS 

The investigation revealed that of the 46 allegations, 6 were wholly or 
partially substantiated; that is, the allegation was true in fact or in 
substance and involved noncompliance with NRC requirements (Allegation Nos. 
2, 6, 21, 29, 34 and 38). 

While the information provided by the allegers relative to certain additional 
allegations was determined to be essentially correct as to fact or substance, 
these allegations were unsubstantiated based on the concurrent lack of 
regulatory requirements and nuclear safety significance (Allegation Nos. 1, 
11, 20, 27, 33 and 39). 

The remaining 34 allegations were found to be unsubstantiated based on 
either a lack of corroborative evidence, or on contradicting evidence 
obtained during the investigation. 

During the course of the investigation, the investigators identified a 
total of seven items of noncompliance some with multiple examples and some 
of which were not directly associated with an alleged act, omission or 
practice. The items of noncompliance identified during the investigation 
were: 

FaHure to comply with Technical Specification 3.11.A.5 regarding 
monitoring and recording of liquid waste activity during planned 
releases (Infraction: 79-70-01) as discussed in Paragraphs II.B.2 and 
II.B.17 of this report. 

Failure to comply with Technical Specification 6.4 which requires that 
procedures be provided and followed for specified activities (Infraction: 
79-70-02) as discussed in Paragraphs II.B.3, II.B.29 and II.B.38 of 
this report. 

Failure to comply with Technical Specification 3.11.A.4 regarding the 
taking and analyzing of samples of liquid wastes prior to release 
(Infraction: . 79-70-03) as discussed in Paragraph II .B. 3 of this 
report. 

Failure to comply with 10 CFR 20.201 regarding the performance of 
evaluations of the radiation,hazards incident to the release or presence 
of radioactive materials under a specific set of conditions (Infraction: 
79-70-04) as discussed in Paragraph II.B.6 of this report. 

Failure to comply with 10 CFR.73.SS(g) regarding testing of security 
related equipment (Infraction: 79-70-05) as discussed in Paragraph 
II.B.30 of this report. 

Failure to comply with 10 CFR 73.SS(g)(l) · regarding employment of 
compensatory measures by the security force during periods when equip
ment is inoperative (Infraction: 79-70-06) as discussed in Paragraph 
II.B.32 of this report. 
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Failure to comply with 10 CFR 73.55(d)(6) regarding escorting of 
individuals not authorized unescorted access to· the protected area 
(Infraction: 79-70-07) as discussed in Paragraph II. B. 34 of this 
report. 
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D. MEETINGS WITH LICENSEE 

The licensee was informed on October 11, 1979, that an investigation had 
been initiated into the general allegations contained in the allegers' 
letter to the NRC dated October 10, 1979, a copy of which had been provided 
to licensee management the preceding day. 

On November 26, 1979, the Senior Regional Investigator met with the Surry 
Plant Manager and informed him of the approximate number of specific allega
tions which would be addressed during the investigation, but not the subjects. 
The investigator also explained that where deemed necessary interviewees 
would be placed under oath and the interviews would be conducted in the 
presence of a court reporter. The ~C's authority to conduct the investiga
tion, and to issue subpoenas and compel testimony, if necessary, were also 
discussed. 

By mid~December 1979 approximately 1500 pages of transcripts and four cubic 
feet of documents had been accumulated by the investigators and, while it 
was known that additional onsite investigative activity would be needed, it 
was determined that such activity should not proceed until all information 
gathered to that point had been reviewed by the investigators. As this 
in-office review progressed it became apparent that it would require a 
considerable amount of time to complete. It was determined that a meeting 
with licensee management to discuss interim findings of the investigation 
including specific items of noncompliance identified to that point would be 
appropriate to assure timely corrective actions where necessary. A meeting 
with VEPCO management was conducted in the Region II Office on January 30, 
1980, and was attended by those individuals identified in Exhibit 3. The 
discussions at this meeting were limited to items of noncompliance and 
problem areas which had been identified and where no further inve~tigative 
activity was required o.r where any additional investigative activity would 
not be jeopardized because of such discussions. · 

On May 16, 1980, the investigators met with the Surry Plant Manager and 
discussed all of the apparent items of noncompliance which had been identi
fied·as well as two issues which had not been resolved and offered him the 
opportunity to provide any additional information which might have a bearing 
on those issues. Information subsequently provided to the investigators 
resolved the two open items, but did not affect the findings regarding 
apparent items of noncompliance. The Plant Manager was so informed on 
May 21, 1980. 

I 
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INDIVIDUALS CONTACTED 

The following individuals were contacted during the course of the investiga
tion. Individuals no longer employed by the organization or at the location 
indicated, are denoted by an asterisk(*) and the position indicated is the 
position the individual occupied prior to leaving employment. 

Nuclear Regulatory Commission (NRC) 

D.R. Burke, Senior Resident Inspector (Surry) 
*E. Vallish, Mechanical Engineer, Region II 

K. Walters, Electrical Engineer, Region II 

Virginia Electric and Power Company (VEPCO) - Surry 

R. E. Adkins, Electrician 
J. H. Agler, Shift Supervisor 
R. C. Allen, Control Room Operator 
C. L. Berry, Security Officer 
S. R. Burgold, Shift Supervisor 
P. S. Carr, Assistant Control Room Operator Trainee 
D. A. Christian, Engineering Supervisor 
G. M. Cooke, Jr., Nuclear Instrument Technican Trainee 
H. C. Crummey, Assistant Shift Supervisor 
J. F. Curling, Security Officer 
R. F. Davis, Mechanic 
W. C. DeWalt, Jr., Machinist 
E. P. DeWandel, Staff Assistant 
D. W. Downes, Security Officer 
H. L. Eubanks, Mechanical Foreman 
E. J. Ferreira, Nuclear Instrument Technician 
A. W. Fuller, Mechanic 
M. T. Gabriel, Assistant Control Room Operator Trainee 

*M. J. Gilberto, Assistant Control Room Operator Trainee 
D. L. Hahn, Mechanical Coordinator 
W. H. Harding, Assistant Control Room Operator Trainee 
E. L. Hennington, Mechanical Foreman 
G. A. Hicks, Assistant Control Room Operator Trainee 
K. G. Hillman, Control Room Operator 
D. A. Hughes, Mechanic 
R. L. Johnson, Shift Supervisor 
G. E. Kane, Operations Supervisor 
M. R. Kansler, Associate Engineer 

*R. E. Kerr, Mechanic 
H. W. Kibler, Electrical Supervisor 
D. Kretter, Station Biologist 
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Vir inia Electric and Power Com an (VEPCO) - Surr 
Continued) 

J. A. Kunkle, Assistant Control Room Operator Trainee 
T. L. Kunkle, Assistant Control Room Operator Trainee 

*W. E. Kuykendall, Assistant Control Room Operator Trainee 
W.R. Matthews, Shift Supervisor 

*J. A. Merrill, Jr., Assistant Control Room Operator Trainee 
H. L. Miller, Nuclear Training Supervisor 
D. L. Modlin, Control Room Operator 
L. L. Morris, Assistant Shift Supervisor 
R. E. Mudd, Mechanical Coordinator 
W. H. Neidermeyer, Shift Supervisor 

*R. E. Nichols, Electrical Supervisor 
J. W. Patrick, Mechanical Supervisor 
J.M. Price, Nuclear Instrument Technician Trainee 
R. A. Raykiewicz, Control Room Operator 
D. T. Reed, Assistant Control Room Operator Trainee 
S. A. Rodgers, Control Room Operator 
D.R. Shepheard, Assistant Control Room Operator Trainee 
E. W. Shorter, Mechanic 
J. J. Simpson, Assistant Shift Supervisor 
K. R. Sloane, Assistant Control Room Operator Trainee 
R. M. Smith, Health Physics Supervisor 
N. Stevens, Nuclear Training Coordinator 
S. Stevens, Operations Coordinator 

*W. L. Stewart, Station Manager 
W. A. Thornton, Chemistry Supervisor 
P. L. Traina, Security Officer 

*T. D. Trott, Assistant Control Room Operator Trainee 
C. C. Verelle, Assistant Control Room Operator Trainee 

*L.A. Wagner, Shift Supervisor 
A. D. Wheeler, Jr., Control Room Operator 
J. L. Wilson, Station Manager 
J.P. Winfree, Control Room Operator 
M. W. Wise, Assistant Control Room Operator Trainee 
C. J. Wolfe, Mechanic 
A. M. Xenakis, Assistant Control Room Operator Trainee 

Atlantic Nuclear Services 

*W.R. Campbell, Mechanic 
E. Jenkins, Manager, Security Administrative Support 
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B. ALLEGATIONS, DISCUSSIONS, FINDINGS 

1. ALLEGATION (Ref. AS.1, B5.8, Cl.12) 

Contrary to NRC requirements, the radiation monitor for the river water 
leaving the Component Cooling Water heat exchangers is designed in a way 
that prevents detection of radiation no matter how high the contamination 
level becomes in that the pump used to deliver water to the detector is not 
capable of pumping water to the detector. 

DISCUSSION 

This allegation is paraphrased by the investigators from information contained 
in Item 1 of the allegers' "report". During the interview by the NRC 
investigators #Merrill stated that the pump "could not provide sufficient 
head to push the water up through this piece of piping and to the radiation 
monitor. And since I have been there, it has never worked. I have been 
there 13 months and in that time several people have put in design change 
requests, maintenance requests. And I had never seen anything done abo4t 
that, up until the time I left." //Merrill· described the pump as a small 
centrifugal pump and in response to the investigators' ·question, agreed 
that there were four pumps rather than one. #Merrill stated that the 
Technical Specifications contained operability requirements for this monitor. 

#Kuykendall described the radiation monitor as having four positive displace
ment pumps pumping into a common manifold and through a single radiation 
monitor. He stated that he had personaily inspected the pumps in April 
1979 and found two with frozen shafts and stated that the other two would 
not provide sufficient head to pump water through the monitor. #Kuykendall 
stated he personally submitted maintenance requests (reports) on all four 
pumps and to his knowledge none of them were ever worked on. 

Neither //Kuykendall nor #Merrill could provide any information beyond 
pointing to the maintenance requests and design change requests which had 
been submitted to support their claim that VEPCO had been repeatedly informed 
that the .alarm system was useless. 

The investigators reviewed the Surry Technical Specifications and determined 
that there are no operability requirements for the Component Cooling Water 
Heat Exchanger (Service Water) Radiation Monitor, RM-SW-107 and the associated 
sample pumps. A review of the Surry Final Safety Analysis Report (FSAR) 
disclosed that the system as originally designed and installed consisted of 
one centrifugal pump which took suction from a common manifold connected to 
all four CCW heat exchangers and discharged through the radiation monitor. 

The investigation disclosed that Surry Design Change Request (DCR) No. 75-7 
initiated on February 24, 1975, requested that the single centrifugal pump 
be replaced with four positive displacement pumps. -The records reflected 

• that operational testing of the new system was accomplished on March 12, 
1976, and that flows of 2.0, 1.5, 1.1 and 1.2_gpm were obtained for indi
vidual pumps running and 5 .0 -gpm was obtained with all four pumps running 
simultaneously. The investigators noted that these values were accepted 
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by the licensee as meeting the acceptance criteria specified in the DCR 
which was: "The testing will be satisfactory if each pump supplies 
approximately 2 GPM and four pumps together supply approximately 8 GPM to 
the radiation monitor." (Emphasis added by the investigator.) 

An investigator, accompanied by licensee representatives, observed the 
radiation monitoring system. At the time of the observation only two pumps 
were operational, 1-SW-P-6B and 1-SW-P-6C. The other two pumps, 1-SW-P-6A 
and 1-SW-P-6D were undergoing maintenance repairs. The investigator and 
the licensee representatives performed a crude field test to observe the 
time it took to fill a bucket from the monitor line. Running only pump· 
1-SW-P-6B required 25 seconds and pump 1-SW-P-6C by itself required 
approximately 30 seconds. Operating both pumps simultaneously required 
between 20 and 25 seconds to fill the bucket. For positive displacement 
pumps a fill time of 15 seconds or less would be expected with both pumps 
operating simultaneously. The investigators noted that this may be 
indicative of.· problems with pump-internals clearances or the internal 
bypass valves in the pumps, but did not attempt to ascertain the specific 
cause. While observing the equipment the investigator also noted a minor 
discrepancy (location of local sample point) between the installed equipment, 
and the system as depicted in DCR 75-7 and on Flow Diagram No. 11448-FM-126A 
(Rev. 8) dated April 5, 1976. 

The investigators reviewed the maintenance histories for the four pumps in 
the sampling system for the period January 1, 1978, through December 4, 
1979. The records indicated that a total of 26 maintenance reports (MRs) 
were initiated on the pumps during that period of which 6 were voided 
because of overlapping requests or because the pump was subsequently deter
mined to be operating properly. Five of the MRs dealt with shaft seal 
leakage and one with piping leakage and are not addressed further herein. 
At the time of the investigators' review, two MRs were still open awaiting 
parts to complete the repairs (Pump 1-SW-P-6A had been out of service since 
6/25/79 and 1-SW-P-6D had been out of service since 10/12/79 due to unavail
ability of parts). The remaining 12 MRs all indicated inoperative pumps in 
one fashion or another (i.e., broken coupling or gears, won't start, pump 
bound, etc.). However, the records also disclosed that with one exception, 
the necessary repairs were completed within 18 days or less (two-thirds 
were completed in 5 days or less). In the one exception, pump 1-SW-P-6B 
was out of service for approximately 3 months due to a lack of parts to 
complete the repairs. 

Based on discussions with licensee representatives during the investigation 
it was determined that the licensee did not have a program for obtaining 
and analyzing grab samples during periods when these sample pumps were out 
of service; however, 10 CFR 20.201(b) only requires such surveys as may be 
necessary for the licensee to comply with 10 CFR 20, and 20.106 permits 
concentrations to be averaged over a year to determine compliance with 
,maximum concentrations established by 10 CFR 20, Appendix B, Table II. The 
licensee's position was that, based on the known radioactivity concentrations 
in the Component Cooling Water (CCW) system and the large dilution factors 
(CCW leakage to service water flow rates, and service water to circulating 
water flow rates) any possible leaks in the heat exchangers would not cause 
the limits of 10 CFR 20 to be exceeded at the pqi1-11:- of r~lease to 1:,he 
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unrestricted area. Further, the licensee pointed out that the discharge 
canal radiation monitoring occurs after the point of service water return. 
During the course of the investigation the licensee did, however, institute 
a program of grab sampling the service water discharge from the CCW heat 
exchangers. 

FINDING 

The allegation is unsubstantiated in that there are no regulatory requirements 
regarding this monitoring system arid further, the operating pumps were 
found to be capable of pumping water to the radiation detector. No items 
of noncompliance were identified. 



II.B.2-1 

2. ALLEGATION (AU .10, B9. 25, Cl. 23) 

Contrary to NRC requirements, the radiation detection system which is 
supposed to automatically stop liquid releases from the liquid radioactive 
waste system upon detection of high radiation fails practically every time 
that it rains and the radioactive water continues to be dumped and the 
repair work is postponed. 

DISCUSSION 

This allegation results from a paraphrasing by the investigators of infor
mation provided in Item 1 of the allegers' "report". 

#Merrill stated during the interview by NRC investigators that the monitor 
(detector) referred to in their "report" was "enclosed in a metal box above 
the discharge. tunnel right on the banks of the discharge canal." He also 
stated that th·e monitor was "interconnected with an MOV (motor operated 
valve) there, which would stop the liquid waste release by automatically 
closing the valve there that dumps into the discharge tunnel." He explained 
that the metal enclosure was not water tight and when it rained the monitor 
would fail. In such cases, #Merrill stated, the only action taken was to 
dry out the enclosure with a heat lamp. 

When #Kuykendall was interviewed regarding this particular allegation, he 
stated that #Merrill could provide more information, indicating that his 
information had come from #Merrill. It should be noted that in response to 
the investigator's comment regarding certain implications contained in the 
"report", //Kuykendall stated that he had provided information for the 
letter, but it had ·been written by a third party, a former NRC employee, 
and that #Merrill had reviewed it for accuracy before it was sent to the 
NRC. #Kuykendall further stated during the interview that he had not read 
the document before and the investigators provided him with a copy of the 
"report" to refer to during the interview. 

The investigators determined that the description of the radiation monitoring 
system contained in the allegers' "report", and reiterated by #Kuykendall 
and #Merrill during the interviews, was incorrect. The detectors for the 
Discharge Canal Radiation Monitors (RM-SW-120 and RM-SW-220) are physically 
located at the discharge canal and the investigation disclosed that moisture 
problems had been experienced with these monitors as described below. 
However, these monitors provide indications and alarms only and are not 
associated with the liquid waste release isolation valve. That valve is 
automatically operated by the Liquid. Waste Disposal Radiation Monitor, 
RM-LW-108, which is located inside and has not had problems of the type 
described by the allegers. 

The investigators reviewed the maintenance history for both the Liquid 
Waste Disposal Radiation Monitor, RM-LW-108 and the Discharge Canal Radia
tion Monitors, RM-SW-120 and RM-SW-220. This review disclosed problems 
with the way Surry-personnel are interpreting-and implementing the require
ments of Section 16 of the VEPCO Nuclear Power Station Quality Assurance 
.Manual (NPSQAM) relating to Maintenance Reports (MRs). In that these 
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problems affect the ability to reach a findirig on this allegation th~y are 
addressed below before proceeding with the discussion of the allegation. 

According to the instructions contained in the NPSQAM equipment repairs are 
initiated by an individual completing a Work Request, Form 888.25A (Surry). 
The initiator completes Blocks 1 through 8 of the form identifying the 
equipment involved and describing the problem. The shift supervisor or his 
assistant then completes the remainder of the form. Block 12 requires the 
supervisor to indicate whether or not the problem represents a limiting 
condition. If the response is negative (correctly or incorrectly), then 
Blocks 14 through 16 need not be completed according to the instructions 
provided. Block 14 indicates the time and date the equipment was removed 
from service, while 15 and 16 indicate the time and date that hot or col_d 
shutdown will be required, respectively, if the equipment has not . been 
returned to service. The shift supervisor also creates an MR number using 
the Unit Number, date and time in a prescribed sequence. 

The Work Reque_st is then forwarded to the Site Data Center and entered into 
a computer and the computer then generates an MR, Form 888.26B (containing 
the same information as the Work Request) which is forwarded to the depart
ment responsible for accomplishing the required maintenance. If Block 14 
of the Work Request was not completed, Block 13 of the MR which contains 
the same information is filled with zeroes (0/00/00). The investigators 
noted many cases where the MRs associated with RM-SW-120 incorrectly 
indicated "No" limiting condition (Tech Spec 3.11.A.5 requires the monitor 
to be operational during any liquid waste release). 

The NPSQAM · specifies that the individual assigned to do the work will 
obtain the Shift Supervisor's authorization before commencing work and 
Blocks 28-29 of the MR document the date and time of authorization. Follow
ing completion of the work the ·Shift Supervisor is required to enter the 
date and time the equipment was returned to service and compute the total 
down time. This information is entered in Blocks 39 and 40 of the MR, 
respectively. The instructions in the NPSQAM indicate that for limiting 
conditions "total down time" is the time elapsed between "equipment removed 
from service (Block 13)" and "returned to service (Block 39)." If, on the 
other hand, no limiting condition is involved "total down time" is to be 
computed as the elapsed time between the Supervisor's authorization to start 
work (Blocks 28 and 29) and "returned to service (Block 39)." One problem 
associated with the implementation of these requirements appears to be the 
literal interpretation of the term "removed from service." Discussions 
with Surry operations personnel disclosed that many interpreted this to 
mean when the equipment was cleared and released to.maintenance personnel 
rather than when operability became suspect (i.e., when the Work Request 
was generated). The review of the MRs disclosed many cases where MRs were 
outstanding yet the systems were still considered to be operational. 
Representative examples include the following: 

MR No. $1903232000 regarding RM-SW-120 contained a problem description. 
of "Reading varies over decade constantly"· yet at least 10 Liquid 
Waste releases and many Contaminated Drain Tank releases were made 
between initiation of the MR at 2000 hours on 3/23/79 and when the 
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Shift Supervisor authorized work on the monitor to begin at 1445 hours 
on 3/26/79. While the MR indicated that the instrument technician was 
unable to find anything wrong wi~h the monitor on 3/26-27 /79, the 
monitor was considered operational for the three days between initia
tion of the MR and when the instrument was checked by the technician. 

MR No. S196042115 regarding the same monitor was initiated at 2115 
hours on 6/4/79 and identified the problem as "excessive drift." This 
MR which had been classified as "Priority" was voided on 6/11/79 with 
a note to "see Urgent MR S1906050000." The referenced MR, S1906050000 
which was initiated at 0000 hours on 6/5/79 indicated that high voltage 
to the detector had failed. The records do not indicate that any 
maintenance was performed between initiation of the first and second 
MR; however, release records indicate that Release No. 79-1756 was 
initiated at 2245 on 6/4/79. 

MR No. S1907170621 which was initiated ~t 0621 hours on 7 /17 /79 describe'd 
the problem as "monitor spikes." The records indicate that between MR 
initiation and the Shift Supervisor's authorization to start work at 
1000, hours on 7/17/79, three liquid releases (79-2346, 79-2347 and 
79-2348) were conducted with 79-2346 being initiated at 0620 hours, 
one minute before the MR was initiated. The MR indicated that the 
work performed was "Replaced PM tube in detector. Recalibrated detec
tor," and was completed on 6/18/79, yet the investigators noted that 
an additional. seven releases were conducted between the Shift Super
visor's authorization to start work and 2400 hours on 7/17/79. 

Another problem associated with the Maintenance Record is the "Returned to 
Service" entry. The investigation disclosed that this information does not 
indicate the time and date operability was restored, but instead indicates 
the time and date the Shift Supervisor reviewed and signed the completed 
MR. The investigators noted many instances where several days elapsed 
between the date the job was completed (as entered by the individual respon
sible for the work in Block 38) and the returned to service date. Licensee 
personnel indicated that this delay was due to the way the completed MR was 
processed through the Maintenance Department before being returned to 
Operations. · 

Because of these two problems the investigators asked how operations personnel 
kept track of the operating status of equipment. The investigators were 
informed that this is accomplished by an "Abnormal Status Board" in the 
control room. However, the licensee was unable to provide any permanent 
record of the times that the equipment was actually inoperable. In the 
absence of such records the investigators used the MR initiation as the 
point where equipment was declared inoperable and the equipment "returned 
to service" entry on the MR as the point where operability was restored. 

The investigators' review of the maintenance history for the Liquid Waste 
.Disposal Radiation Monitor RM-LW-108 identified five maintenance reports 
(MRs) which had been initiated on the system between January 1, 1978, and 
November 29, 1979. Based on the description of the problems which were 
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contained on the MRs, the investigators determined that in two of these 
cases no releases should have been made until the equipment was repaired. 
Maintenance Report No. S1807290935 indicated that RM-LW-108 was out of 
service from 0935 until 1000 on July 29, 1978 because of failure to trip 
the isolation valve at the setpoint value. The other MR, No. S1904221055 
indicated that RM-LW-108 was out of service from 1055 on April 22, 1979 
until 1300 on April 23, 1979. The investigators reviewed the liquid waste 
release flow rate recorder charts and Radioactive Waste Discharge Records, 
Form HP-3.5-1.1 covering these times. This review disclosed that no liquid 
releases were made during the period in July 1978 when RM-LW-108 was inoper
able. With regard to the period in April 1979 when this monitor was inoper
able the investigators noted that several releases were made (e.g., 79-1187, 
79-1193) between the time the MR was initiated and the time and date indicated 
on the MR for returned to service. Because of the problems with the MRs 
discussed above, the investigators were unable to determine conclusively 
whether or not the releases occurred while the monitor was inoperable. The 
investigators did determine that grab sample isotopic analyses for these 
releases were well within regulatory limits. 

During the review of the recorder charts for Radiation Recorder RR-175 
relative to the allegation in Paragraph-17 below, the investigators noted 
that the recorded value for RM-LW-108 dropped to almost zero at approximately 
0800 hours on 4/3/79 and remained there until approximately 1212 hours that 
same day. A subsequent review of the HP-3.5.1-1 forms and the flow rate 
recorder charts disclosed that Contaminated Drain Tank releases were made 
from 0955 to 1018 hours (No. 79-915) and from 1203 to 1227 hours (No. 79-916) 
on that date. The recorder charts did not contain any annotations to indicate 
that the licensee had noted this occurrence and the licensee was unable to 
produce a Station Deviation Report addressing this failure to meet the 
requirements of Technical Specification 3.11.A.5. This appears to be an 
item of noncompliance (Infraction 79-70~01). 

With regard to RM-LW-108 the investigators also determined that while 
monitor sensitivity is sufficient to cause closure of HCV-LW-108 at the 
concentration specified by Technical Specifications, the actual data recorded 
appears meaningless due to the high and fluctuating background (20 to 
70,000 counts per minute). The investigators· noted that Design Change 
Request 77-24 was initiated on 2/4/77 to correct this problem, but it had 
not been implemented at the time of the investigation. 

The investigators reviewed the maintenance history for the Discharge Canal 
Radiation Monitors, RM-SW-120 and RM-SW-220, and found that 24 (15 and 9, 
respectively) MRs had been initiated on these monitoring systems during the 
period January 1, 1978 through November 29, 1979. Based on a review of the 
problems described and discussions with licensee personnel, the investigators 
determined that moisture related problems had been encountered with both 
systems. The investigators noted cases where, based on the description of 
the problem, RM-SW-120 sho_uld have been declared inoperable because of the 
lack of reliability of the information being obtained. A review of the 
liquid waste release flow rate recorder charts and the Radioactive Waste 
Discharge Records covering the time from MR initiation until the equipment 
was returned to service disclosed that many releases occurred during these 
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periods; however, because of the problems with MRs previously discussed, 
the investigators made no attempt to catalogue each occurrence. However, 
this appears to be further noncompliance with Technical Specification 
3.11.A.5 (Infraction: 79-70-01). 

FINDING 

The allegation is unsubstantiated as stated because of the allegers' confusing 
two systems; however, in substance the allegation is correct and one item 
of noncompliance with two examples was identified as discussed above. 
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3. ALLEGATION (Ref. AB.IO, B14.1, C2.15) 

Contrary to NRC requirements, radioactively contaminated water is discharged 
to the James River without having been sampled and analyzed in that unsampled 
water is transferred into a tank being discharged while the discharge is in 
progress. 

DISCUSSION 

This allegation results from paraphrasing by the investigators of information 
contained in Item 1 of the allegers' "report". 

During the interview by the NRC investigators #Kuykendall stated that he 
had personal knowledge of two incidents in which the contents of Contaminated 
Drain Tank-A (CDT-A), were pumped into CDT-B while a proper release was in 
progress on CDT-B. He stated that both occurred in the first part of April 
1979. He explained that CDT-A would fill too fast because of all the 
laundry waste ·(due to the large number of construction personnel wearing 
anti-contamination clothing). #Kuykendall stated that in one of these two 
incidents he saw #Individual A, another operator turn on the pump to transfer 
the contents of CDT-A into CDT-B while a release was in progress on CDT-B. 

He further stated that he did not know· who was involved in the other incident. 
#Kuykendall also stated that #Individual Band #Individual A had told him 
this was a common procedure on the CDTs and in response to the investigators' 
questions he stated that either #Individual C or #Individual D had told him 
that it was also a common practice on the Liquid Waste Tanks. 

#Merrill, when interviewed stated that on one occasion in February 1979 he 
was making a CDT release and was assigned to do something else while the 
release was in progress. He stated that when he returned he noted that the 
tank had more water in it than when he left. He stated that he asked his 
supervisor, //Individual E about it and quoted //Individu.al E as responding: 
"Oh, well, the tank was filling up, and we couldn't shut down the laundry 
because we have got all that construction going on, and the guys need their 
PCs (protective clothing). If the tanks fill up, then they have to shut 
down the laundry, and the company loses so much money per man." //Merrill 
stated that he was later told by #Individual F that #Individual E was the 
one that had started the pump to make the transfer in this particular 
incident. #Merrill indicated that this was the only occurrence in which he 
was directly involved. 

#Merrill stated that he asked other operators if this had happened to them 
and that //Individual G had indicated it had happened to him. //Merrill 
further stated that he had observed #Individual A starting and stopping the 
pump for CDT-A while CDT-B was being released. 

The investigators interviewed #Individual F who stated that he had no 
knowledge of anyone, including #Individual E specifically, that had pumped 
from one CDT to the other while a release was in progress and further, that 
he did not recall any conversation·with·#Merrill on·this subject. 

. ··- .... 
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The investigators also interviewed #Individual E and he denied, under oath 
that he had transferred the contents of one CDT to the other CDT while a 
release was in progress as alleged by #Merrill. He further stated that he 
had not said what was alleged, pointing out that the laundry is shut down 
"three ot four times a shift for that reason." 

The investigators interviewed #Individual G, who stated that on one occasion 
he had observed #Individual A start the transfer pump while a release was 
already in progress thereby pumping the contents of the unsampled tank 
(CDT) over to the CDT being discharged. #Individual G explained that the 
release of the sampled tank was calculated to require 27 minutes and that 
at the end of·27 minutes the release was stopped and the water left in the 
tank was then sampled and subsequently released. #Individual G stated that 
supervision had no knowledge of this incident and pointed out that "very 
little" water had been transferred because he saw what was going on and 
stopped it. He stated he asked #Individual A what was going on and that 
f/Individual A .responded "we' re just making some more volume." f/Individual G 
indicated that it was his opinion that this act was deliberate, pecause 
there are several indications (flow recorder, valve position indicator, 
pump indicator) on the control panel that a release is in progress and "all 
those are a pretty good indication if you know your system." #Individual G 
stated that this particular incident was the only one he had seen. 

The investigators interviewed #Individual A on two different occasions and 
in both cases he denied, under oath any knowledge of the practice described 
or having done so himself. He specifically stated: "No. Only if it had 
been sampled, and I'm not--I haven't seen it, unless it's been sampled 
before." The investigators asked f/Individual A if he had discussions with 
#Kuykendall or #Merrill regarding this being a common occurrence and in 
both cases he responded, "No." 

The investigators also interviewed #Individual C and #Individual D regarding 
#Kuykendall's assertion that they told him this was a common practice on 
the liquid waste tanks (LWI's) as well as CDTs. #Individual Din response 
to the investigator's question as to his being aware of such occurrences on 
either the CDTs or LWl's, stated: "It's happened before, but it's not done 
intentionally." He further indicated that he did not remember saying to 
#Kuykendall that this was a common practice on the liquid waste tanks. 
#Individual C stated that he had never said that (the practice described) 
was a_ common practice on the liquid waste or contaminated drain tanks. 
When asked if he had discussions with #Kuykendall or #Merrill about it he 
stated: "They talked to me about it, but I never knew whether they did it 
wrong or not, because I hadn't ever done that many releases." #Individual C 
further stated that he was not aware of times when the alleged practice had 
occurred. 

During the interviews both #Kuykendall and #Merrill alleged that they had 
complained to #Individual H and f/Merrill said · he also believed he had 
complained to #Individual I about the alleged practice. Both #Individual H 
and #Individual I were interviewed by the investigators and both indicated 
that they had not received any such complaints. 
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The investigators reviewed completed Liquid Radioactive Waste Discharge 
Records (Surry Form HP-3.5-1.1) for the period January 1, 1978, through 
December 1, 1979. The recorder charts for this same period from Recorder 
RR-175 which includes the liquid waste activity (from RM-LW-108) were also 
reviewed. The investigators also reviewed the liquid waste flow recorder 
strip-charts for the period January 1, 1979 to December 1, 1979. This 
review disclosed that since February 1, 1979, approximately 300 releases per 
month have been made from the contaminated drain tanks. 

During the review the investigators noted instances where the volume 
discharged that was recorded on the Form HP-3.5-1.1 did not agree with the 
volume calculated by the investigators using the flow rate recorder data 
(indicated flow rate (gpm) multiplied by time (minutes)). Two examples 
which illustrate this discrepancy are found on Release 1979-547 occurring on 
3/9/79 and Release 1979-574 occurring on 3/12/79. · 

The flow recording for No. 547 (misidentified on the chart as No. 548) 
indicated a flow rate of 22 gpm from 1242 to 1435 hours on 3/9/79. This 
represents a total of 113 minutes at 22 gpm for 2486 gallons released. The 
HP-3.5-1.1 for this release, however, documents a release of only 1370 
gallons at a release rate of 12.12 gpm. 

The flow recording for No. 574 indicated a flow rate of 24-26 gpm from 0025 
to 0252 hours on 3/12/79, which yields a total of between 2088 and 2262 
gallons released, while the HP-3.5-1.1 for this release documents a release 
of 1332 gallons at a release rate of 15.31 gpm. 

The following additional examples were also identified: 

Volumes Released 

Release No. Indicated on HP-3.5-1.1 Calculated by Investigators 

79-01 

79-06 

79-546 

79-571 

1274 gallons 

1281 gallons 

1329 gallons 

1302 gallons 

1800 gallons 

1950 gallons 

2100 gallons 

2243 gallons 

The investigators noted that Form HP-3.5-1.1 which authorizes and documents 
a release contains the isotopic analysis of the sample, the maximum allowable 
discharge rate, information relating to the weekly composite sample and 
information regarding the actual release. The form requires the operator 
to enter the tank level before and after release, and the time and date the 
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release was started and stopped. The tank level-indication.is in percent 
(%) which is converted by the operator into gallons. The volume discharged 
is then calculated by the operator by subtracting the quantity remaining in 
the tank after the release, from the quantity in the tank before the release 
was initiated. The release rate is then calculated by the operator using 
the calculated volume discharged and the elapsed time recorded on the form. 

Subsequent interviews of operations personnel and discussions with other 
licensee employees disclosed that the discharged volume of 1370 gallons 
entered on the form indicated that both CDT tanks had been released simul
taneously with 1370 being two times 685 which is the volume represented by 
the level instrument span of Oto 100%. It should be noted at this point 
that there is nothing improper about releasing both tanks simultaneously 
provided that both have been sampled and analyzed, and the maximum release 
rate is not exceeded. The investigation failed to confirm any occurrences 
where these requirements were not met; however, see discussions below 
regarding sampling. In fact, the entries of values between 1274 and 1370 
gallons on the forms clearly documents that both tanks were being released 
simultaneously and indicates that there was no attempt by the operators 
performing the releases to hide that fact. 

It was noted by the investigators that in many· cases the volume calculated 
from the flow recording exceeded the quantity documented on the form, and 
in some cases, as in the examples above the quantity exceeded the volume of 
one or both tanks. Subsequent investigation revealed that the CDTs are 
vertical right-circular-cylinders with hemi-ellipsoidal tops and bottoms 
with a free volume of approximately 1230 gallons each. However, the level 
instrument taps are located on the cylindrical portion of the tank and do 
not span the whole tank. The unmeasured volume in each tank is approxi
mately 545 gallons. 

This unmeasured volume along with possible instrument errors in both the 
level and flow measurements would appear to account for the volumes calcu
lated from the flow recorder. However, two other factors need to be 
addressed. First, information provided by the licensee indicates that the 
CDT pump control circuits receive a signal from the level instrument and 
are automatically shut off at 2.5% indicated level to protect the pump. 
This low-level cutoff cannot be overridden by the operator. Secondly, a 
high level alarm is provided at 88% indicated level to prevent overflow of 
-the tank and a low level alarm is provided at 6.5%. If the equipment was 
operated properly (in accordance with annunciator procedures) between the 
two alarm points, no more than 558 gallons could be released for a single 
tank release and no more than 1116 gallons could be released when both 
tanks are released simultaneously. Assuming a failure of the low level 
alarm would still only provide an additional 27.5 gallons per tank. In 
view of this information, there appears to be only two possible explanations 
for the volumes discharged in the six examples cited. One possibility is 
that the additional volume available in the tank was known to the operators 
and used in violation of the annunciator and operating procedures. The 
other is that waste water was allowed to continue flowing into the tank or 
tanks while a release was in progress. In ei the_r case, this represents 
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noncompliance with Technical Specification 6.4.A.4 and 6.4.D which together 
requires that procedures for release of radioactive effluents be provided 
and followed (Infraction: 79-70-02). 

With regard to the procedure for sampling the CDTs, the interviews disclosed 
that samples have been drawn while the transfer was in progress and the 
tank to be released had not been recirculated to ensure thorough mixing of· 
the contents. It, therefore, appears unlikely that these samples would be 
representative and constitutes noncompliance (Infraction: 79-70-03) with 
Technical Specification 3.11.A.4 which requires sampling to demonstrate 
compliance with Technical Specification 3.11.A.1. It should be noted that 
a responsible licensee manager, #Individual J, stated under oath that he did 
not believe that a single sample could be drawn which would be representative 
of both CDTs. In his view, two separate samples and analyses would be 
required; one for each tank. Failure to take such samples when both tanks 
are released simultaneously therefore appears to represent further noncom
pliance with Technical Specification 3.11.A.4. 

It is also noted that the licensee prepares a composite sample to analyze 
for the purpose· of making monthly reports to the NRC regarding radioactive 
discharges to the environment. These composite samples are based on a 
2-milliliter sample for each 100 gallons released. In that the volumes 
released are in error, the composite samples and the data submitted to the 
NRC are also in error, underestimating both the volumes and microcuries 
discharged, and will require revision by the licensee. 

Finally, based on all of the information obtained, it appears that although 
the data was available to the operators in the control room, they did not 
compare the discharge flow rate indicated on the recorder with the calculated 
value shown on HP-3.5-1.1, or if they did, they did not question or document 
the discrepancy. Identification and corrective action regarding the volumes 
discharged was not taken by the licensee until after the problem was identi
fied by the investigators in November 1979. 

FINDING 

The allegation that unsampled liquids had been released could not be posi
tively substantiated as described. However, the licensee's control for, 
and documentation of liquid releases were found to be inadequate and two 
items of noncompliance were identified as described above. 
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4. ALLEGATION (REF. A16.8) 

The radiochemical analysis of water dumped from a Contaminated Drain Tank 
(CDT) was deliberately falsified by diluting the contaminated water with 
pure water before the sample was taken, and then additional contaminated 
water was added to the CDT before it was released. 

DISCUSSION 

During the interview of #Merrill, the investigators asked if he had any 
further information regarding the dumping of radioactive wastes which had 
not been sampled. In response, //Merrill described the incident addressed 
in this allegation which is actually a paraphrasing of the pertinent infor
mation he supplied. #Merrill stated that Individual A, a control room 
operator, suggested this procedure and discussed it with a supervisor, 
#Individual B before doing it. 

The investigators interviewed both individuals named by #Merrill and both 1 

denied, under oath, any knowledge of the incident described. #Individual A 
stated that he had never seen an analysis on a CDT sample which indicated 
it was too hot to release and also pointed out that dilution of contaminated 
water with pure water to lower the specific activity would be an acceptable 
practice in itself. #Individual B stated he would not have permitted a 
release to be made under the circumstances described. 

The investigators also discussed this allegation with the Chemistry Super
visor, #Individual C, who stated that he did not recall ever finding the 
CDT contents too radioactive to release. He pointed out that HP personnel 
had sometimes disapproved a release permit because of particular isotopes 
appearing in the water and even though a release could have been accomplished 
within regulatory limits, they had operations personnel transfer the contents 
of the CDT to the Liquid Waste Tank. The CDT release permits reviewed by 
the investigators confirmed this statement. 

The investigators were unable to locate any documents which would tend to 
substantiate this allegation. 

FINDING 

The allegation,is unsubstantiated. No items of noncompliance were identified. 
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5. ALLEGATION (Ref. B25:5, C2.23) 

A licensee event r~port (LER) submitted by VEPCO following an inadvertent 
release of radioactive liquid from the Boron Recovery Test Tank (BRTT) in 
March or May 1979 contained false information regarding the quantity of 
liquid released and the level of radioactivity. 

DISCUSSION 

This allegation was made by #Kuykendall during the interview in response to 
the question as to whether or not he had any additional information regarding 
the validity of Surry records regarding radioactivity releases.. The alleger 
stated that the whole tank (total contents) was dumped in this incident, 
that the release was not discovered until the next day and when someone 
went to routinely sample the tank they discovered that the tank was empty. 
The alleger also stated that he had overheard a member of plant management 
talking about how extremely hot the tank was and he would fire the indi
vidual who had. left the valve open. #Kuykendall identified four individuals 
who allegedly witnessed this conversation, as well as the individual he 
believed was responsible for leaving the valve open. 

' The investigators determined that the inadvertent release from the BRTT had 
occurred on April 1, 1979, and was reported to the NRC in Surry LER No. 
79-013/031-0 dated May 8, 1979. The investigators compared the data con
tained in the LER with that contained in Station Deviation Report No. 79-50 
which was prepared by operating personnel on shift at the time of the 
incident and found them to be consistent. Deviation Report 79-50 indicated 
that a valve in the discharge path for the BRTT had been inadvertently left 
open following a planned release of the BRTT on April 9, 1979, and when the 
BRTT pump was started on April 10, 1979, to recirculate the BRTT, a planned 
release of a Contaminated Drain Tank (CDT) was in progress, thus providing 
a release path for the BRTT. The report indicated that approximately 100 
gallons of radioactive liquid was released from the BRTTs before the release 
was discovered and terminated. 

The Shift Supervisor and the Assistant Control Room Operator who had been 
on shift when the incident occurred were interviewed by the investigators 
and both confirmed, under oath, the validity of the information reported in 
LER 79-013/31-0 and Deviation Report 79-50. Both also indicated that when 
the planned release of the CDT was initiated, the liquid waste release flow 
rate was higher than normal which led to the identification and termination 
of the unplanned release from the BRTT. They both further stated that the 
volume released from the BRTT was calculated based on BRTT level indications 
prior- to and following the release. The amount released was a small fraction 
of the cont~nts of the BRTT. 

A review of the radioisotopic analysis records for the BR'IT sample was 
accomplished by the investigators and it was determined that the data was 
consistent with the licensee's statement in the LER that 10 CFR 20 limits 
had not been exceeded. With regard to the conversation ~escribed by the 
alleger, the investigators interviewed the four individuals identified by 
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the alleger as having witnessed the conversation. None could recall any 
such conversation having taken place in their presence. 

FINDING 

The allegation is unsubstantiated. No items of noncompliance were identified. 
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6. ALLEGATION (Ref. A25.5, B21.17, Cl.6, Cl.23) 

VEPCO dumps unknown quantities of radioactive material into the James 
River. As a result of this, VEPCO's records understate the amount of 
radioactivity released to the James River and endangers the health and 
safety of the public. 

DISCUSSION 

This allegation results from a paraphrasing of certain information presented 
in Item 1 of the allegers' "report". The adverbs "routinely" and "grossly", 
although used by the allegers, have been deliberately deleted from the alle
gation as stated above because of their highly subjective nature. 

During the interviews, #Kuykendall and #Merrill were asked if they had any 
additional examples beyond those presented in their "report" to support 
this allegation. The additional examples provided were discussed in Para
graphs 4 and 5 above and as noted could not be substantiated. The only 
estimation of the amount of understatement was provided by #Merrill.and he 
placed it at "anywhere upwards of 300 gallons a day were released without 
being reported." 

During the investigation the investigators observed a plastic pipe running 
from a pipe chase between the Axuiliary Building and the Turbine Building 
to a floor drain in· the Turbine, Building·. Further investigation revealed 
that the pipe was connected to a piece ·of fire hose which in turn was 
connected to a sump pump in a ground water sump located on the 2-foot eleva
tion of the Axuiliary Building (AB) in the pipe chase between the AB and the 
Turbine Building (TB). The investigators noted that there is a lip approxi
mately six inches high around the sump to prevent in-flow of water 
from_ the AB. The licensee stated that the originally installed piping 
which was in concrete had deteriorated and had been replaced with the 
materials observed. According to licensee representatives approximately 
10,000 to 16,000 gallons of water are discharged daily from this sump to 
the TB floor drain, which in turn flows to the TB sump and thence to the 
discharge canal via the storm drain system. 

The investigators noted that there are no continuous monitors or flow 
recordings in this flow path; however, it was determined that once a day a 
100-milliliter grab sample was being taken.at the discharge of the plastic 
pipe and analyzed for radioactive contaminants. An investigator reviewed· 
the analytical results for these samples and determined that on numerous 
occasions, the concentrations of certain isotopes exceeded maximum perinis
sible concentrations (MPCs) for release to an unrestricted area. The 
following table lists the times where MPCs were exceeded during 1978 and 
1979. 

DATE 

4/28 
4/29 

ISOTOPE 

I-131 
I-131 

1978 

CONC (µCi/cc) 

8.00 E-6 
1. 72 E-6 

HPC(µCi/cc) 

3 E-7 
3 E-7 

'.\ 
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DATE ISOTOPE. CONC (µCi/cc) MPC(µCi/cc) 

5/9 I-131 5.04 E-7 3 E-7 
12/13 H-3 1. 19 E-3 1 E-3 

1979 
1/2 Co-58 1.26 E-4 9 E-5 
3/11 I-131 5.65 E-7 3 E-7 
3/3 Co-58 2.21 E-4 9 E-5 

Co-60 3.95 E-5 3 E-5 
3/4 Co-58 2.62 E-4 9 E-5 

Co-60 5.26 E-5 3 E-5 
4/3 Cs-137 2.05 E-5 2 E-5 

Co-58· 4.66 E-4 9 E-5 
Co-60 6.47 E-5 3 E-5 

4/4 Co-58 4.33 E-4 9 E-5 
Co-60 5.58 E-5 3 E-5 

4/5 Co-58 2.27 E-4 9 E-5 
Co-60 3.17E-5 3 E-5 

4/6 Cs-134 1.49 E-5 9 E-6 
Cs-137 2.93E-5 2 E-5 
Co-58 7.25 E-4 9 E-5 
Co-60 1. 02 E-4 3 E-5 

4/8 Co-58 1. 47 E-4 9 E-5 
4/9 Cs-134 1.22 E-5 9 E-6 

Co-58 3.23 E-4 9 E-5 
Co-60 3.91 E-5 3 E-5 

4/10 Co-58 3.04 E-4 9 E-5 
Co-60 3.57 E-5 3 E-5 

4/18 Co-58 1. 96 E-4 9 E-5 
5/9 I-133 1.20 E-6 1 E-6 
5/16 I-131 2.07 E-6 3 E-7 
5/18 Co-58 9.93 E-5 9 E-5 
5/19 Co-58 1. 78 E-4 9 E.:5 
5/20 I-131 9.24 E-6 3 E-7 

Cs-134 1.52 E-5 9 E-6 
Co-58 1. 74 E-4 9 E-5 

5/24 I-131 1.54 E-6 3 E-7 

Discussions with licensee representatives disclosed that they believed this 
not to be a significant problem because of the large amount of dilution of 
this water (in the TB sump, in the storm drain and in the discharge canal} 
before the water leaves the restricted area; however, they stated no evalua-
tion had been performed to confirm this. This appears to be in noncompliance 
with 10 CFR 20 .20l(b). (Infraction 79-70-04) 

It should be noted that according to statements made by licensee representa
tives, no action had been taken to locate and terminate the source of 
radioactivity in this sump even thoQ.gh the presence of the relatively 
shortlived fission product, I-131 clearly indicates that reactor coolant is 
finding its way into the pipe chase. 



f 

• 
I 

II.B.6-3 

FINDING 

Based on the findings in Paragraphs 2 and 3 above, as well as the information 
in this paragraph, the allegation is substantiated. One item of noncompliance 
was identified as described above . 
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7. ALLEGATION (Ref. A26.I, B27.14, C3.1) 

Contrary to NRC requirements, unknown quantities of radioactive materials 
were discharged to the environment when the reactor containment building 

· equipment hatch was opened in order to avoid a two-day delay while the 
containment atmosphere was cleaned up by normal methods before starting 
work inside containment. 

DISCUSSION 

This allegation results from paraphrasing information supplied by #Merrill 
and #Kuykendall during the interviews by NRC investigators regarding that 
portion of Item 1 of their "report" dealing with "midnight purges. 11

' 

#Kuykendall stated to the investigators that he had not seen this occur, 
but that #Individual A used the term "midnight purges" and had told him 
that on a couple of occasions the equipment hatch was opened to clear the 
atmosphere inside containment. #Kuykendall explained that gaseous activity 
had built up to the point where they couldn't send mechanics.inside contain
ment to work and that it would take a couple of days to clean up the atmos
phere to suitable levels. The investigators asked if workers could have 
gone into containment with air-packs (self contained breathing apparatus) 
and he responded that it was his impression that they could not. #Kuykendall 
stated that the purge took place during a hot shutdown at night, but he 
didn't know which unit was involved or the date. He further indicated he 
believed the hazard was external and was due to xenon. 

#Merrill stated that a problem occurred inside the Unit 1 containment "and 
it was filled with all kinds of poisons, gases, and other things that would 
be dangerous for a man to go in there." According to #Merrill, a foreman, 
#Individual B told a mechanic, #Individual C that he couldn't go into 
containment and the word was that it would take two days to clean it up 
enough for them to go in. But, #Merrill said, within two hours the mechanics 
were told to go in and when they did they found the equipment hatch standing 
"wide open." //Merrill also stated that he was sure .#Individual D was also 
involved. He was unable to provide dates but stated that the plant was at 
hot shutdown. 

The investigators interviewed #Individual A who had supposedly told #Kuykendall 
about "midnight purges." //Individual A stated that he had a conversation 
with //Kuykendall along those lines, but that //Kuykendall and /!Merrill 
obviously didn't understand the system and misunder.stood what he had said. 
He pointed out that to purge the containment at power as described in the 
allegers' "report" would collapse the sheet metal ducting inside containment. 
I/Individual A stated that the term "midnight purges" had to do with purging 
containment during cold shutdown. He specifically stated that he was not 
aware of any cases where purges took place other than in accordance with 
requirements and through the normal purge systems. 

//Individual B, /!Individual C and //Individual D were interviewed by the 
investigators and all stated that they had no recollection of the event 
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described by #Merrill. #Individual Band #Individual C both stated they 
had no knowledge of the containment being purged by opening the equipment 
hatch. #Individual D stated he believed there had been an occurrence at 
one time during an outage where somebody accidently opened the "containment 
doors" but he didn't remember any specifics. 

The investigators determined that between January 1, 1978, and April 30, 
1979, Surry Units 1 and 2 had gone to a shutdown condition on the dates 
indicated below: 

Unit 1: 

Unit 2: 

'· 

04/22/78 

01/20/78 
10/05/78 

09/16/78 

03/20/78 
12/02/78 

12/12/79 

05/24/78 
02/04/79 

03/15/79 

07/07/78 

For each shutdown noted above, the investigators reviewed strip charts from 
Radiation Recorders RR-100 (Unit 1) and RR-200 (Unit 2) to observe trends 
in the containment airborne radioactivity as measured by RM-160 (Unit 1) 
and RM-260 (Unit 2) for a period of two hours prior to the shutdown and 
eight hours after the shutdown. The investigators determined that a 
"Gaseous Waste Discharge Permit," Surry Form HP-3.5-4.1 was completed and 
on file for each purge. The investigators also determined that the rate of 
decrease of airborne activity did not indicate that the volumetric turnover 
rate established for the purge on the completed HP-3.5-4.1 forms had been 
exceeded. 

FINDING 

The allegation is unsubstantiated. No items of noncompliance were identified. 
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8. ALLEGATION (Ref. A30.11, Cl.3) 

Contrary to NRC requirements, radioactive contamination was found in the 
Unit 2 main condenser around the area of the air ejector suction line, thus 
indicating the unmonitored release of radioactivity through the main condenser 
air ejectors. 

DISCUSSION 

This allegation results from the investigators' paraphrasing information 
supplied by //Merrill in response to the investigators' request for any 
additional examples regarding the release of radioactive material to the 
environment. //Merrill stated that construction workers were removing 
condenser tubes in the main condenser and 15 of them became sick because of 
fumes and inadequate ventilation, and that in checking out this problem the 
condenser was ·_found to be contaminated. //Merrill was asked if the air 
ejectors had a radiation monitor and replied: "I don't know if they do or 
not. I have never been made aware of it, if they were". 

The incident involving the workers becoming ill was investigated by OSHA 
and the NRC at the time. The cause of the illness was found to be metal 
poisoning resulting from the work in progress and had nothing to do with 
radiation, and that matter is not addressed further herein. #Merrill was 
correct that radioactive contamination was found as result of followup of 
the worker illness and that is addressed in IE Inspection Reports 50-281/ 
79-10 and 50-281/79-15. 

However, regarding unmonitored releases, the air ejector flow paths are 
monitored by radiation monitors (RM-SV-111 and RM-SV-211) and an investi
gator reviewed the strip chart recordings for these monitors from Recorders 
RR-100 and RR-200 for the period February 13, 1978 through March 1, 1979 
and found the indicated levels to be within the Technical Specification 
limits. The investigator also reviewed the "Air Ejector Worksheet", Surry 
Form HP 3.5-5a.2 which documents isotopic analyses of grab samples covering 
the same period and found those results to be within regulatory limits 
also. 

FINDINGS 

The allegation regarding an unmonitored flow path is unsubstantiated. No 
items of noncompliance were identified. 



II.B.9-1 

9. ALLEGATION (Ref. A31.20, B32.18, C3.14) 

Contrary to NRC requirements, condenser cooling water being discharged to 
the river exceeded maximum temperature limits for a period of approximately 
two hours sometime during February 1979 and in an attempt to hide this fact 
the temperature recorder chart was deliberately destroyed.· 

DISCUSSION 

This allegation was derived by the investigators by paraphrasing and combining 
the specific statements and implications contained in the second paragraph 
of Item 2 of the allegers' "report" .and additional specific statements they 
made when interviewed by NRC investigators. In addressing this allegation 
significant specific statements made by the allegers are identified below 
along with a discussion of the validity of each. 

The allegers' !.'report" states that "on at least one occasion when the water 
was too hot, the temperature chart that automatically recorded this fact 
was deliberately destroyed." 

Prior to interviewing ·the allegers the investigators determined that two 
separate systems measure and record the discharge canal water temperature. 
One system provides control room indication and recording on a strip-chart 
which covers a nominal 41 day period. The other system, normally controlled 
by the Environmental Services group, provides local (at the discharge 
canal) indication and recording on a 7-day circular chart. The investigators 
determined that two duplicate copies are made of the circular charts, with 
one being placed in the Surry records vault and one being retained by the 
Environmental s·ervices group on site, while the original is sent to VEPCO' s 
corporate office in Richmond. 

A review of the duplicate circular charts in the records vault identified 
three periods of time for which the records were not available. These were 
10/10/78 - ·10/23/78, 10/30/78 - 11/16/78 and 12/18/78 - 12/21/78. 

Duplicate records were found in the Environmental Services office the same 
day which covered the periods 10/10-19/78, 10/19-23/78, 10/30-11/2/78 and 
11/2-16/78, thus leaving only the period 12/18-21/78 unaccounted for in 
records available at the site. At the investigators' request, a copy was 
made of the original chart for this period by the corporate office and was 
provided to the investigators on site the following day, November 1, 1979. 

The investigators determined that the discharge canal temperature strip 
chart records were available in the records vault for the period 1/1/78 
through 9/25/79; however, these charts were not unrolled and reviewed by 
the investigator except for two periods of time (9/25/78 - 10/16/78 and 
12/7/78 - 12/12/78) when the circular chart data indicated problems were 
being experienced with that monitoring system. 

During the interview by NRC investigators, #Merrill indicated that he was 
personally involved in the incident alleged and when asked to describe it 
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he made the following statements: 

"It was an extremely cold morning in February, approximately 5: 00 
o'clock. The shift supervisor, //Individual A was extremely upset. 
All the other guys in the control room were kind of laughing; and I do 
recall,him saying something about a fine. I just came in sort of like 
on the tail end of the conversation. And he had myself and another 
operator named //Individual B go down to the jetty out by the discharge 
canal to the temperature recorder there. He had us change the chart." 

"I couldn't understand this because I had never had to do it before. 
And he said, 'make sure you put the same date on the chart that you 
put on as was on the one that you are taking off. ' So we did. And we 
went back into the control room and the chart we brought back was 
discarded, thrown in the trash ... by //Individual A. 11 

"When the· other operator found out about it, he went back out there 
without telling anybody and put the proper date on the chart. So far 
as I know the chart for the previous day (Note: //Merrill later erron
eously described the chart as a 24-hour chart) which we took off was 
missing and never replaced. 11 

When //Kuykendall was interviewed by the investigators he indicated that his 
knowledge of this incident came from //Merrill, except for the information 
contained in the following statements he made during the interview: 

11 1/Individual B told me that, when he realized what they had done, 
he went back, scratched out the date that he had been asked to put on 
the chart, and put the proper date on the chart, and I don't remember 
why it was that the date that they were asked to put on the chart was 
not the right one. But he did go back and correct that. 11 

"1/Individual B was pretty mad about it when he found out what had been 
done, and he is a pretty conscientious person, and he was just in a 
routine gripe session, and it came up, and he mentioned what had 
happened, and I heard about it from him.-" 

Following the interviews of the allegers the investigators reviewed the 
circular chart recordings for the discharge canal temperatures for February,, 
1979. The investigators found five 7-day charts which covered the period 
1/29/79 to 3/5/79 without any missing data. A review of the data on these 
charts disclosed that temperature problems had been encountered on two days 
during that period; February 5 and 18, 1979. 

The investigators determined that the chart which included the February 18 
temperature transients could not be the one in question because the chart 
remained on the recorder for 48-hours following the transients and showed 
no discontinuities in the temperature trace which would indicate that it 
may have been removed and then replaced. 
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The investigators noted that the chart containing the February 5 temperature 
transients was annotated to indicate it was removed at 6:55 a.m. on 2/5/79 
shortly after the transients occurred. This particular chart had less 
annotated information and had not been initialed by the individual removing 
it while all of the other charts had been initialed. Similarly, the chart 
which was placed on the recorder at 6:55 a.m. on 2/5/79 was not initialed 
by the individual who placed it on the recorder and it had less annotated 
information than other charts which were initialed. The Station Biologist, 
#Individual C identified all of the initials on the various charts as his 
own or those of his employees in the Environmental Services (ES) group. He 
explained that the ES employees normally replace these charts on Monday 
mornings, but at times when operations personnel believed they were approach
ing or exceeding temperature limits, operators had changed the chart so 
that the shift supervisor could compare that data with the data on the 
strip-chart recorder in the control room. The Station Biologist also 
pointed out that his employees would not have been onsite at the time the 
chart was changed on 2/5/79. All information indicates that the only chart 
removed by operations personnel in February 1979 was the one removed on 
2/5/79; however, licensee records indicate that #Merrill was not working on 
that date. 

During the review of circular charts the investigators noted, based on the 
same reasoning discussed above, that a circular chart had been removed from 
the Discharge Canal Temperature recorder by operations personnel at 0500 on 
January 9, 1979. The investigators reviewed the Station Deviation Report 
(No. 79-5) generated at that time and determined that except for himself 
and 1/lndividual B the individuals identified by #Merrill were on shift at 
the time. However, other licensee records confirmed that both #Merrill and 
//Individual B were also on shift at the time the chart was changed on 
1/9/79. 

The review of SDR 79-5 disclosed that it had been generated by the Shift 
Supervisor who described the deviation as Station delta-T greater than 15°F 
from 0330 until 0530. Subsequently the Operations Supervisor, #Individual.D 
determined that the deviation was nonreportable (to the NRC) giving the 
reason as "After careful evaluation it is verified the station delta-T did 
not exceed 15°F. 11 The investigators reviewed the strip-chart and determined 
that for the time period in question the intake and discharge temperatures 
were approximately 15°F apart. Whether or not the delta-T exceeded 15°F 
was questionable, involving less than the width of the recorder trace to 
make the difference, and could be argued either way. The investigators 
interviewed the Operations Supervisor and asked how he arrived at the 
determination that the 15°F delta-Twas not exceeded. He stated that the 
information contained on the circular chart was compared with the strip
chart and the discharge temperature indicated on the circular chart was 
less than that indicated on the strip-chart. This practice of discounting 
part of the delta-T information on the strip-chart based on information 
provided by another recorder does not appear appropriate to the investigators. 
When the delta-Tis calculated from the intake and discharge temperature 
data from a single recorder, calibration errors in the recorder measuring 
circuits are self-cancelling; that is, the same error appears in both 
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temperature readings. However, when a different recorder is used to obtain 
one of the temperatures, calibration errors in the two measuring circuits 
are independent and will increase or decrease the delta-T accordingly. 

The investigators, aware that a falsified circular chart might have been 
substituted for the chart which was alleged to have been destroyed, compared 
the.data on the circular chart removed on 1/9/79 with the data recorded on 
the strip-chart in the control room. The investigators compared five 
different points on these two recordings and found that they agreed within 
plus or minus 1°F. The investigators noted that sections of the strip-chart 
recorder had been cut out· and taped back in place which raised the possibility 
that both recordings covering this time period could have been falsified. 
However, the investigators carefully examined the irregular edges where the 
strip-chart had been cut and determined that they matched, as did both the 
preprinted, and the recorded information on the chart. 

The practice of cutting strip-charts had.been observed by the investigators 
earlier in the investigation. When an investigator requested a copy of a 
particular portion of a strip-chart, a licensee employee cut out that 
section of the chart, made the copy and then taped the section back in 
place. The undesirability of this practice, due to the possibility of 
questions being raised as to the validity or alteration of the record, was 
discussed with licensee management by the investigators as was the desir
ability that the chart be annoted in such cases where cutting was determined 
to be necessary. 

The investigators interviewed #Individual A and /llndividual B during the 
investigation and both denied any knowledge of the destruction of the. 
recorder chart as alleged. #Individual B indicated that he had gone to the 
recorder at the discharge canal with #Merrill and changed the chart, but 
stated that he did not recall going back and changing any dates on the 
chart, nor did he witness the destruction of the chart. The chart placed 
on the recorder by operations personnel on January 9, 1979, did not contain 
any changed information. #Individual B also indicated that he did not 
recall having had any discussions with #Kuykendall regarding this matter. -, 
#Individual A acknowledged that he may have said something to the operators 
about a fine if they continued to exceed the temperature limits, but did 
not specifically recall any such statement. He also stated that he had 
never destroyed a chart. 

Two other individuals who were alleged by #Merrill to have witnessed the 
destruction of the circular chart were no longer employed at Surry. Based 
on the other evidence (particularly the existence of SDR 79-5) and interviews, 
the investigators did not believe that an attempt to locate and interview 
these individuals was warranted. 

FINDING 

The allegation is unsubstantiated. No items of noncompliance were identified. 
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10. ALLEGATION (Ref. A34.9, B35.10, C3.24) 

Contrary to NRC requirements, a prescribed periodic test of the fire protec
tion system pumps was not performed sometime during July 1978; however, acting 
on the instructions of his supervisor, one of the allegers falsely documented 
that the test had been performed. 

DISCUSSION 

This allegation was derived from information provided by #Merrill in 
response to the investigators' request for specifics to support the general 
allegation that "records of periodic tests done to test whether · safety 
systems are operating properly are also falsified." 

/!Merrill stated that he was working on a swing shift in July 1978 and was 
supposed to have performed the fire protection periodic test on the fire 
pumps during the shift, but was too busy with other things to get it done. 
He said that at_ about eight minutes before midnight (the end of his shift) 
the supervisor, //Individual A asked him if he had gotten the test done. 
/!Merrill stated that he said he didn't and suggested that it be turned over 
to the next shift to do. #Merrill stated that I/Individual A told him "I 
don't want to do that. I want that thing finished and on my desk before we 
leave." #Merrill said that when he asked "are you telling me to fill this 
out without doing the test?" that #Individual A responded saying: "I'm not 
telling you to do anything. I want it finished and on my desk." #Merrill 
stated that he then "went and filled it (the periodic test) out and ... put 
it on the desk." 

When the investigators interviewed #Kuykendall, he described the same. 
incident, but indicated that his knowledge of the incident cam~ from 
//Merrill. 

The investigators reviewed copies of completed periodic test, PT 24.1 which 
~ests the fire protection system pumps and did not find a test completed by 
#Merrill during July 1978. The records indicate that PT 24.1 was performed 
four times during July 1978 and all were completed by individuals other 

. than //Merrill. 

The records did disclose that I/Merrill had completed PT 24.1 on 6/8/78, 
8/7/78, 8/31/78 and 1/8/79. A review of these completed tests indicated 
that //Individual A had signed the critique sheets as the "Cognizant 
Supervisor" for those completed on 8/7/78 and 1/18/79. The tests completed 
on 6/8/78 and 8/31/78 were signed by a different supervisor. A review of 
security records disclosed that #Individual A was not on shift on 6/8/78 or 
8/31/78. 

The investigators interviewed the supervisor, #Individual A, who stated 
that he did not remember the incident, but that if he had said he wanted it 
done before #Merrill went home, he meant just that. That is, that he was 
not to go home until it was done. {llndividualA stated, under oath, that 
he "would never instruct anyone not to perform a surveillance PT." {/Indi
vidual A also indicated during the interview that if #Merrill had a legitimate 
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reason for not getting the test done, he would have turned it over to the 
next shift to do, but that sometimes #Merrill would wait until the last 
minute to do something that had been assigned and then something else would. 
come up unexpectedly and the assigned job wouldn't be done at the end of the 
shift. #Individual A stated that in such cases he expected the individual 
to stay over into the next shift to complete the assigned job. 

The investigators determined tha_t the pump testing requirements are deline
ated in Technical Specification 4.18B which requires in part that the pumps 
be started and operated for 15 minutes every 31 days. There is no require
ment for testing the pumps weekly as was being done. Completed periodic 
test records indicated that the fire pumps were tested approximately every 
seven days and in particular, they were tested on 7/27/78, 8/10/78, 1/11/79 
and 1/25/79 which were the week before and the week after the two tests 
performed by #Merrill while working for #Individual A. Even if the test 
was not done by #Merrill as alleged, the licensee would not be in violation 
of the testing- requirements, having performed the tests at least once a 
month as required. 

It should be noted that approximately 90 pecent of individuals interviewed 
under oath during the onsite investigation were asked a general question as to 
whether or not they had any knowledge regarding the falsification of documents 
at Surry and all replied negatively with one exception. That exception is 
addressed in Paragraph II.B.46 and was found to be unsubstantiated. 

FINDING 

The allegation could not be substantiated in that: (1) the validity of the 
alleger's statement that he falsified thetest documentation could not be 
determined; and (2) the only two individuals involved provided different 
interpretations of the instructions provided by the supervisor. 

It was determined that the pump testing requirements of Technical Specifi
cation 4.18B were satisfied during July 1978 and no items of noncompliance 
were identified. 

Based on the negative responses received from interviews under oath regarding 
knowledge of falsification of records, it does not appear that management or 
supervision has ordered such falsification. Accordingly, further investiga
tive action by Region II is deemed unnecessary regarding this allegation. 
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11. ALLEGATION (Ref. A36.3, C3.10) 

Contrary to NRC requirements, daily checks on the primary grade water pump 
were not made because operators did not want to "suit out" to go into the 
pump house. The operators looked through a window at the pumps and signed 
the checklist indicating they had checked the pumps. 

DISCUSSION 

This allegation was derived from information provided by #Merrill in 
response to the investigators' request for specific information regarding 
the general allegation that plant records are falsified. #Merrill stated 
that operators shined a flashlight through the window of the pump house to 
check the oil level indicators. He said: "for a long time people had been 
signing off this oil checklist without checking the oil and the pump burned 
Up• II 

The investiga~ors determined that the primary grade water (PGW) pumps have 
no safety-related function and there are no operability requirements asso
ciated with these pumps. However, a brief review of licensee procedures 
disclosed that Lube Checklist #5, "Primary Grade Water House," includes the 
pumps in question and is completed on a weekly basis. Maintenance records 
(MR No. 81808121130) disclosed that PWG pump PG-P-lA was found "Frozen-up-No 
oil in gearbox" on August 12, 1978, and that the pump bearings and mechanical 
seals had to be replaced. A review of completed Lube Checklists (#5) dis
closed that #Merrill, the alleger, had been the last individual prior to 
the pump failure to sign off as having checked the pump; having done so on 
August 7, 1978. 

FINDING 

There are no regulatory requirements applicable to the PGW pumps and their 
operability is not safety-related. In the absence of safety-significance, 
further investigative action by Region II to determine the validity of the 
allegation is deemed unwarranted. 
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12. ALLEGATION (Ref. A38.11) 

Contrary to NRC requirements, the procedure for maintaining the emergency 
diesels in the service water pump house was not followed when work was 
performed in June 1978 in that the engine valves (intake and exhaust) were 
not checked with a feeler guage as specified. 

DISCUSSION 

This allegation is derived from information provided by #Merrill in response 
to the investigator's request for specific . information to support the 
general allegation that plant records were falsified. 

#Merrill stated that a mechanic, #Individual A, had been performing mainte
nance on the diesel and did not check the valve clearance with a feeler 
guage as requi.red by the procedure. #Merrill further stated that in his 
presence, #Individual B "jumped all over the guy," but that the paperwork 
was signed off·anyway after #Individual A talked to his foreman. 

#When interviewed by the NRC investigators, #Individual B confirmed that he 
had a run-in with #Individual A regarding measurements, but stated they 
were of piston-head clearances rather than valve clearances and involved 
the diesel on the emergency diesel-generators, not the diesel-driven service 
water pumps. He also stated that #Merrill had not witnessed the run-in. 
#Individual B described the measurement as using lead wire which is mashed 
between the piston head and cylinder head and subsequently measured with a 
micrometer to ascertain clearance. He said that he and 1/Individual C 
witnessed #Individual A measure the flattened wire and come up with unaccept
able results, and then remeasure the wire and the second readings differed 
from the first by several thousandths (of an inch). #Individual B said 
this process was repeated until an acceptable reading was obtained. 
1/Individual B alleged that 11Individual A was forcing the micrometer to 
flatten the lead wire further and obtain an ~cceptable micrometer reading. 

#Individual B stated that he had informed #Individual D that some of the 
measurements failed, but that #Individual A had passed them. #Individual B 
said that 1/Individual E talked to #Individual A and that 1/Individual A 
subsequently told him (#Individual B) that he was only playing with the 
foreman, #Individual E who had witnessed part of this activity, when he 
came up with the different readings. 

#Individual B said that he was subsequently approached by another mechanic, 
#Individual F, who asked who had taken the readings and found them acceptable. 
#Individual B stated that after explaining what had happened, #Individual F 
asked him to inform another supervisor, #Individual G, and that he did so 
inform #Individual G. 

The investigators reviewed the completed maintenance procedure files and 
found only one completed procedure which appeared to coincide with the 
incident described by #Individual B. This was a copy of Preventive Mainte
nance P-rocedure MMP-P-EE-007 completed .on 1/17/79 under MR No. S2901160900. 
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The investigators' review disclosed that #Individual B, //Individual A, 
//Individual F and //Individual C were all involved in completion of the 
procedure, and specifically, the QC inspection report indicated that 
#Individual A had made the piston to head clearance measurements. 

The investigators interviewed //Individual A who stated that he had been 
clowning around with #Individual E while making the measurements and had 
deliberately called out readings out of tolerance while kidding around. He 
stated that the actual values that he read were within tolerance, but when 
he called out those values #Individual B had insisted that he wasn't making 
the measurements properly. //Individual A said that #Individual B subsequently 
went to #Individual D and told him about it. According to #Individual A, 
#Individual D came to the diesel-generator room and witnessed several 
clearance measurements and determined that he was doing them properly. 

#Individual D ·was interviewed by the investigators and stated that he had 
made several trips to the diesel-generator room during the performance of 
the procedure and had confirmed that #Individual A was making the measurements 
properly. He also pointed out that the micrometer being used was a limited
force, rachet-type micrometer. The investigators subsequently observed the 
particular micrometer (engraved identification "SQC-M-1018") and confirmed 
that it was the type described by #Individual D. It should be noted, 
however, that if this micrometer is used improperly, it is still possible 
to mash the wire being measured. 

The investigators interviewed //Individual E and he indicated he did not 
recall the incident at all. He was unable to provide any information 
whatsoever regarding the allegation. 

#Individual F was interviewed by the investigators and stated he recalled 
there being some dispute about the readings, but he could not remember if 
he made measurements before or after those made by //Individual A. In 
either case, he recalled having kept all of the lead wires in his tool box 
and subsequently giving the wires and the readings he had written down to 
//Individual G. He stated that he thought some of his readings were question
able as far as meeting acceptance criteria and he remembered #Individual G 
was mad about the differences in his and #Individual A's readings. He did 
not know how the matter was finally resolved. 

#Individual G was interviewed by the investigators and stated that #Indi
vidual F and #Individual H, a QC inspector had come to him with a set of 
pistons to head clearance measurements which were unacceptable for some of 
the 20 pistons. He stated he instructed #Individual F to get another set 
of lead wires (mash them in the pistons) and bring them to him. //Individual G 
then made the micrometer measurements himself on the second set of wires 
and stated he was within plus or minus 0.0005 inches of what #Indiyidual F 
had measured. According to '#Individual G he reported the bad data to his 
supervisor, flindi vi dual I and went home at the end of the shift. Upon 
returning to work that night, /!Individual G said he found -that //Individual A 
had t:aken new measurements which were -within the acceptance criteria. 
#Individual G pointed out that where #Individual F's readings were acceptable, 
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#Individual A got exactly the same reading and only in those cases where 
#Individual F's readings were unacceptable did #Individual A's measurements 
differ. #Individual G stated that #Individual B came to him sometime later 
and said that .#Individual A had not taken the readings properly, taking as 
long as five minutes to make each micrometer reading. #Individual G stated 
that he brought this to #Individual I's attention and that #Individual I 
told him that //Individual A's readings would stand as taken. No further 
action was taken. //Individual G did point out that a QC inspector had 
witnessed the taking of the measurements by #Individual A. 

Because of the conflicting statements made by the various individuals 
involved, the investigators requested that the measurements be reaccomplished. 
On May 22, 1980, licensee personnel completed the appropriate portions of 
the procedure to reaccomplish the measurements on all 20· pistons. The 
entire process was witnessed by D. Burke, the NRC's Resident Inspector at 
Surry. The measurements disclosed that all 20 piston-to-head clearances 
were within tolerance. 

FINDING 

The allegation is unsubstantiated. No items of noncompliance were identified. 
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13. ALLEGATION (Ref. B38.9, C3.24) 

Contrary to NRC requirements, when periodic tests are failed, individuals 
who are less qualified to perform the tests than those who performed the 
failed tests are directed to reaccomplish the tests in the hope that the 
lesser qualified individual will not be as thorough and the test results 
will indicate that the test was satisfactorily accomplished. 

DISCUSSION 

This allegation was derived from information supplied by //Kuykendall in 
response to the investigators' request for specific information regarding 
the general allegation that plant records were falsified. He stated that 
he had seen it happen two or three times but was unable to provide specific 
information regarding the identity of operators, equipment or tests involved. 
During the interview, he indicated that #Individual A, and either #Individual B 
or #Individual ·c may have been involved. 

In the absence of specific information, the investigators asked thirty-one 
individuals interviewed if they had any direct or indirect knowledge of the 
alleged activity. All s.tated under oath that they had no such knowledge. 
Individuals interviewed included the three mentioned by #Kuykendall and 
twenty-eight other operators, craftsmen .and supervisors. Many of the 
individuals confirmed that when periodic test results appear unsatisfactory, 
the. test is reaccomplished to verify the validity of the original data. 
They indicated that the test may be reaccomplished by the same or a different) 
individual, but if a different individual is assigned, he normally is more 
knowledgeable than the first. 

FINDING 

The allegation is unsubstantiated as to the intent of retesting. No items 
of noncompliance were identified. 
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14. ALLEGATION (REF. B39.7, C3.24) 

Operators assigned to perform periodic tests in the Safeguards Valve Pit 
filled out the test forms indicating the tests had been performed when, in 
fact, they had not. 

DISCUSSION 

This allegation represents a paraphrasing of information supplied by #Kuykendall 
during the interview in response to the investigators' request for examples 
to support the allegation that "records of periodic tests done to test 
whether safety systems are operating properly are also falsified." 

#Kuykendall refused to provide the names of th~ operators involved stating 
that it was his "belief that this is not a problem with individuals;· it is 
not so much a. problem with a particular individual not wanting to do his 
work, but it is more or less a procedure that is accepted by management and 
expected by the management .... I don't think that retribution to be received 
should go to the individuals that were involved." I/Kuykendall in response 
to a specific question by the investigators, stated that it was the operators 
decision not to do the test (and read magazines instead) and not the super
visor's decision. He was unable to identify the specific test(s) involved. 
When asked who the investigators should talk to to get more information, 
#Kuykendall said that #Individual A and #Individual B could tell us more 
about it. 

Both #Individual A and #Individual B were interviewed regarding this allegation 
and both denied any knowledge of tests not being performed. #Individual B 
said he was, however, aware of people reading books while waiting for a 
test to be run. 

The investigators identified all periodic tests which involved equipment in 
the Safeguards Valve Pit. The versions of these procedures which were in 
effect up through the time that the allegers were terminated were reviewed 
by the investigators. It was determined that each of these procedures 
would be accomplished from the control room with the operator there actually 
operating the equipment being tested. The only action required of the 
individual stationed in the pit was to observe the equipment, primarily to 
detect any abnormal noises. Thus, the reading of a book by this individual, 
if true, 'would not have precluded proper accomplishment of the tests. 

FINDING 

The allegation is unsubstantiated. No items of noncompliance were identified. 
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15. ALLEGATION (REF. A36.19, C3.24) 

A completed test procedure for the diesel-generators which indicated that 
the test was failed was removed from the file and a new test package which 
indicated that the test was passed was placed in the file. The signature 
of the individual performing the test was falsified on the replacement. 

DISCUSSION 

This allegation results from a paraphrasing by the investigators of informa
tion supplied by #Merrill during the interview in response to the investi
gators' request for examples to support the allegation that "records of 
periodic tests done to test whether safety systems are operating properly 
are also falsified." 

#Merrill indicated that this particular information was all hearsay and he 
could not identify any of the individuals involved or the approximate date 
of the alleged occurrence. He stated that perhaps #Individual A could supply 
the missing information. 

#Individual A was interviewed by the investigators and stated that he had no 
knowledge of the event described. 

Due to a lack of specific information, the investigators did not proceed 
further with this particular allegation. 

FINDING 

The allegation is unsubstantiated. No items of noncompliance were identified. 
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16. ALLEGATION (Ref. B46.24, C3.24) 

Contrary to NRC requirements, //Kuykendall, one of the allegers, was requested 
and complied with the request, to sign 'a periodic test indicating that he 
had performed the test of the Emergency Diesel-Generators in February or 
March 1979, when in fact, the shift supervisor had actually performed the 
test. 

DISCUSSION 

This allegation is paraphrased from information provided by #Kuykendall in 
response to the investigators' request for specific information regarding 
the general allegation that plant records are falsified. He stated that 
#Individual A, the shift supervisor had performed the test, but instructed 
him to sign it, explaining that #Individual A couldn't sign it because he 
was a supervisor and was not supposed to be performing such tests. He 
further stated· that #Individual A was a "pretty responsible person" and 
that he was satisfied in his own mind that the test had been done. 

The investigators reviewed the file of completed periodic tests for the 
diesel-generators and found only one such test signed by #Kuykendall as the 
individual performing the test. The Diesel-Generator No. 2 Monthly Test, 
PT-22.3B completed on April 4, 1979, contained #Kuykendall's initials on 
individual procedure steps and his signature on both the procedure and the 
attached Periodic Test Critique form. #Individual A's signature was one of 
two on the Critique form indicating review by cognizant supervisors. 

The investigators interviewed #Individual A and in response to a general 
question as to whether or not he had ever had anybody sign off for something 
he had done and couldn't sign off himself because he had to sign the form 
as the supervisor, #Individual A stated: "There's no PT that I can't sign 
off myself. I've done that before. or· I've signed off the individual 
steps and then signed off as supervisor." 

In response to specific questions regarding the particular test identified 
by #Kuykendall, #Individual A stated that he did not recall the particular 
incident. He stated that he may have been walking through the PT with 
#Kuykendall showing him how to do it and either one of them may have operated 
the equipment. 

Section 11, Paragraph 5.3.4 of the VEPCO Nuclear Power Station Quality 
Assurance Manual requires that the performer of a test shall initial the 
steps and sign the completed test. The instructions do not speak to cases 
where two individuals perform the steps. Although not specifically related 
to this allegation, the investigators identified the practic~ of trainees 
signing procedures to the licensee in a meeting on January 30, 1980, and 
pointed out that records of safety-related activities should demonstrate 
that the activity was performed by a qualified individual; that is, cross
checking the date the test was performed with the performer's qualification 
records should establish that the individual was qualified to perform the 
test before the date the test was actually performed. Allowing trainees to 
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sign the test as they observe someone else do the test or as they do the 
test under the direct observation of a qualified individual would be 
acceptable so long as the test is countersigned by the qualified individual. 

FINDINGS 

The allegation is unsubstantiated. No items of noncompliance were identified. 
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17 . ALLEGATION 

VEPCO has provided false information to the NRC in licensee event reports 
(LERs) concerning radiation monitoring equipment failures. In one case a 
recorder was reported to have a failed bushing, and in two other cases loss 
of power to radiation detectors was reportedly caused by a blown fuse and a 
loose electrical terminal lug. In each ca-se, the equipment had been delib
erately turned off to prevent the releases of high activity effluents from 
being recorded. 

DISCUSSION 

The allegation was derived from information provided by #Kuykendall in 
response to a question as to whether or not he had specific information 
regarding falsification of records by VEPCO employees. The alleger indicated 
that the infor'!llation was hearsay and provided the name of one VEPCO employee, 
#Individual A who might be able to provide more information. 

The individual identified by the alleger was interviewed and stated under 
oath that he could not provide any information regarding this allegation 
and that he had never repaired these instruments. 

The investigators reviewed the LER files and determined that Surry LER No. 
79-005/031-0 dated M~rch 20, 1979, informed the NRC of an incident wherein 
radiation monitoring recorder, RR-175, stopped printing on February 26, 
1979, and described the cause as a-gummed gear shaft bushing. The investi
gators compared the information contained in the LER with that contained in 
Station Deviation Report 79-17 which was prepared by the individuals on 
shift at the time of the occurrence and found them to be consistent. The 
Deviation Report indicated that Maintenance Report (MR) No. S1902262245 was 
initiated at the time the failure was identified. The completed MR was 
.reviewed by the investigators and that document contained the following 
statement of work performed: "Gear shaft was gummed up. Flushed shaft and 
spindle and oiled." The instrument technician, #Individual B, who had 
signed the completed MR was no longer employed at Surry and was not inter
viewed; however, three other instrument technicians, #Individual C, #Indi
vidual D and #Individual E, were interviewed and all stated that the reason 
for the failure was a gummed up gear shaft. These three technicians were 
identified for interview by the investigators because their names all 
appeared on MRs S1903150815, S1903150816, S1903150817, 61903150818, and 
61903150819 which indicated that other recorders of the same type as the 
one that failed were cleaned and lubricated to preclude similar failures. 

The investigators also reviewed the recorder chart from RR-175 for 2/26/79 
to determine the length of time the recorder was not printing. The investi
gators made measurements between time "hacks" placed on the recorder chart 
by operators for the period 2/26/79 - 3/7/79 and determined that the chart 
speed was 4-inches per hour. It was noted that a new chart had been placed 
on the recorder just before it had stopped printing and the investigators 
observed discrepancies in the times noted at the beginning of the chart. 
The chart was marked to indicate it had been placed on the recorder at 0630 
hours on 2/25/79; however, there was only 11-\-inches between that mark and 
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the next mark annoted "0010 FEB 26 1976." Additional measurements disclosed 
that there was only 87\-inches between the "0010 FEB 26 1979" mark and the 
mark annotated "2350 2/26/79." The investigators reviewed the chart which 
had been removed from RR-175 and made measurements which confirmed that it 
had run out (off the end of the chart) at approximately 0600 hours on 
2/25/79. 

Measurements starting from the time mark for 3/7/79 and working backwards 
indicated that the chart was not placed on the recorder until approximately 
2330 on 2/25/79 or the recorder was turned off for approximately 16\ hours 
on 2/25/79. In either case no recording is available for the period 0600 
to 2300 hours on 2/25/79. A review of the liquid waste release flow charts 
disclosed that seven Contaminated Drain Tank releases and two Liquid Waste 
Test Tank releases (Release Nos. 79-398 through 79-407, except 79-403 which 
was void~d) were conducted during this period. Failure to continuously 
record radiation levels during these releases is another example of failure 
to comply with.Technical Specification 3.11.A.5 (79-70-01). The investiga
tors reviewed the HP-3.5-1.1 forms for these releases and determined that 
all were well within regulatory limits. 

With regard to the period that the recorder was not printing on 2/26/79, 
measurements by the investigators disclosed that the recorder stopped 
printing at approximately 1400 hours and started printing again at approxi
mately 2350 hours. During this 9\-hour period the flow re.corder charts 
indicated that four Contaminated Drain Tank releases and one Liquid Waste 
Test Tank release were made. The investigators reviewed radioactive release 
discharge permits, routine sampling program results and other radiation 
recorder charts encompassing this time period and found no indication that 
releases had occurred during this period which exceeded 10 CFR 20 limits. 

The only questionable information contained in LER 79-005/03L-O was in 
the section entitled "Immediate Corrective Action" which stated: "A work 
order was immediately issued to correct the problem. While the recorder 
was inoperative, close attention contiQued to be given to the individual 
monitors and annunciators to detect trends." As mentioned above, the 
recorder, which is located in the same panel with the individual monitors, 
stopped printing at approximately 1400 hours. The maintenance request was 
not issued until 2245 hours. For a period of approximately 8 hours and 
45 minutes the operators were unaware that the recorder had stopped print
ing. Since the chart paper continued to .move, the blank chart would have 
been obvious to anyone looking at the recorder. 

The investigators' review of the LER file also disclosed that Surry (updated) 
LER No. 79-0ll/03X-1 dated August 31, 1979, reported two incidents involving 
loss of power to several radiation monitors: one on March 28, 1979, (which 
was attributed originally to a blown fuse) and _the other on April 25, 1979, 
both of which were attributed to a loose lug connection in the power supply 
lead. Station Deviation Reports (SDRs) No. 79-32 dealing with the March 28 
failure and No. 79-74.addressing the April 25 failure.were·reviewed by the 
investigators. These ·documents indicate that the monitors-were out of ser
vice for 90 minutes on March 28, 1979, as a result of a blown fuse and that 
on April 25 during an evaluation of the earlier incident to determine what 
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caused the fuse to blow, a similar incident occurred resulting in the moni
tors being without po~er for 12 minutes. The evaluation identified a bad 
lug connection as the probable cause and the documents indicated that the 
wire was relugged by the instrument technicians. The investigators inter
viewed the instrument technicians identified in DR 79-74 and both stated 
that the reported cause for these failures was correct. 

The investigators reviewed the recorder charts for RR-175 for these two 
time periods. For the 3/28/79 failure, measurements by the investigators 
indicated that power to the monitors was lost at approximately 1045 hours 
and was restored at approximately 1215 hours, for a total of 90 minutes 
without power which agreed with the information contained in SDR 79-32. 
For the failure on 4/25/79 the investigators' measurements indicated that 
power to the monitors was off from 1045 hours to 1108 hours for a total of 
23 minutes which does not agree with the information contained in SDR 79-74 
and the LER which indicate power was restored in 12 minutes; however, the 
investigators ·also reviewed the liquid waste discharge flow recorder charts 
and determined that no liquid waste releases were made during the entire 
23-minute period. 

With regard to the 3/28/79 failure, the investigators noted that the time 
for the initiation of Contaminated Drain-Tank Release No. 79-819 had been 
changed .from 1207 hours to 1217 hours on both the flow recorder chart and 
the HP-3.5-1.1 form. Measurements by the investigators i~dicated a flow 
recorder chart speed of 1-inch per hour and based on comparison with other 
times on the chart placed the release initiation at approximately 1207 hours. 
The HP-3.5-1.1 change had been initialed and the investigators interviewed 
#Individual F who acknowledged making the change. 

#Individual F explained that he had made an error in documenting the time 
the radiation monitor was returned to service; that is, that it was actually 
returned to service prior to 1215 hours. He stated he subsequently realized 
his error and knew the records indicated a CDT release was initiated before 
the monitor was returned to service. He maintained that he knew the release 
was not initiated before the monitor was returned to service and that he 
corrected the appearance that it had by changing the release start and stop 
times on the flow chart and the HP-3.571.1 form. He was unable to explain 
why he changed those records, rather than correcting the Station Deviation 
Report which he stated was incorrect as to the time the monitor was returned 
to service. He further stated that he believed he had written the correct 
time.for monitor's return to service in the Shift Supervisors' log. 

The investigators subsequently remeasured the flow recorder chart and made 
the measurements on the radiation recorder chart discussed above. While 
the measurements on the radiation recorder chart appear to indicate that 
the monitor was returned to service at 1207 hours, it must be emphasized 
that the first time mark on the chart was on 4/5/79 at 1410 hours and the 
investigators had to measure back from that point to 3/28/79 on a chart which 
nominally travels at four inches per hour and a ten-minute error would involve 
only three-quarters of an inch oil the chart. Further, the placement of the 
time marks is not done with precision and the marks used by the investigators 
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could have been off by an inch or more. The investigators reviewed the 
Shift Supervisors' log and found that #Individual F had entered 1215 hours 
as the time the monitor was returned to.service. 

The investigators were made aware of the Boron Recovery, Liquid and Gaseous 
Waste Log maintained by the licensee and obtained a copy of the log for the 
3/28/79 day shift. The investigators noted that the log entry for Release 
No. 79-819 had also been changed from 1207 hours to 1217 hours by #Indivi
dual F; however, this log was found to contain information regarding the 
radiation monitor reading when the release was initiated. #Individual G, 
who had made this log ent:X was interviewed and he stated that the reading 
reflected in the log (2x10 cpm) indicated the monitor was operational when 
the release was initiated. 

#Individual F was interviewed a second time and he reiterated his earlier 
explanation of the changes he made. 

It is clear that if the time that the monitor was returned to service was 
subsequently determined by #Individual F to be incorrect, the proper course 
of action for him to have taken would have been to correct those entries, 
rather than changing entries believed to be correct just to make the various 
documents agree. However, it should be noted that the individual initialed 
the changes he made and did not obliterate the original information and 
further, the log entry made by #Individual G supports #Individual F's 
contention that the monitor was returned to service before the release was. 
initiated. 

FINDING 

The allegation that VEPCO provided false information in LER' s regarding 
causes of radiation recorder failures is unsubstantiated. However, releases 
were made on February 25, 1979, when the radiation monitor recorder was 
inoperable and represents an example of noncompliance with Technical Speci
fication 3.li.A.S. One case of incorrect information in an LER (12 minutes 
vs. 23 minutes) was identified, but this had no impact on the significance 
or conclusion of the LER. 
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18. ALLEGATION (REF. A39.9, C3.24) 

Contrary to NRC requirements, the periodic test performed on the emergency 
lighting batteries in July or August 1978 were not performed in accordance 
with the procedure in that specific gravity of the individual batteries was 
not measured. 

DISCUSSION 

This allegation is a paraphrasing of information given to the investigators 
by #Merrill as another example to support the allegers' general allegation 
that "records of periodic tests done to test whether safety systems are 
operating properly are also falsified." 

The investigators determined that the emergency 'lighting referred to in 
this allegation is not safety-related in the context of 10 CFR 50 and there 
are no Technical Specification requirements regarding the testing or opera
bility of this equipment. 

The investigators did pursue this allegation to a limited extent and found 
that the batteries in question are "maintenance free" batteries which are 
completely sealed and checking specific gravity of the electrolyte by 
external means would not be possible. A procedure exists which is accom
plished by the Security Force every seven days to determine operability of 
all emergency lighting. Determination of operability is accomplished vis
ually, noting the status of indicator lights and observing the electrolyte 
level which is v.isible through the end of the battery housing. Removing 
the battery housing cover is not ·required except to replace a battery. 
Specific gravity can be determined by colored balls suspended in the elec
trolyte and visible through the battery case. 

FINDING 

The allegation is unsubs'tantiated. No items of noncompliance were identified. 
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19. ALLEGATION (Ref. A42.2, B58.7, C4.8) 

The employees at the Surry plants are ordered to perform tasks on systems 
that can create dangerous situations in the plants although they have never 
been instructed on the proper procedures. 

DISCUSSION 

This allegation is taken verbatim from Item 3 of the allegers' "report" 
which also includes two specific examples in support of the general allegation. 
During the subsequent interviews, #Kuykendall and #Merrill provided additional 
specific examples and further general information bearing on this allegation. 
The specific examples are addressed separately below, as is the generic 
issue they raised regarding training. 

Specific Example: 
Re{. A42.10, B58.7, C4.12). 

The allegers' "report" states that " ... people assigned to operate the 
hydrogen system have been so poorly trained that on several occasions large 
quantities of hydrogen have been released inside the turbine building." 
During the interviews, #Kuykendall and #Merrill provided somewhat differing 
accounts of a single alleged incident and neither was able to provide more 
than the one example. 

#Kuykendall and #Merrill both stated that the individual involved was 
/IIndiviaual A and both indicated that it occurred in February 1979. From 
there on their accounts differed and are discussed separately below. 

#Kuykendall stated that the release of hydrogen occurred when an improper 
procedure was used to drain liquid sediment from the generator casing and 
resulted in a drop in hydrogen manifold pressure from 1200 psig to 400 
psig. Kuykendall stated that a written procedure for this activity did not 
exist; a fact subsequently determined by the investigators to be true. 

/;Merrill stated that the generator was being "purged" and described the 
valves that would be used to remove hydrogen gas from the generator. 
Subsequent investigation disclosed that he incorrectly identified the 
location of the valves in the hydrogen manifold. #Merrill stated that a 
licensed operator in the control room had told him (#Merrill) to check on 
an indicated change in hydrogen manifold pressure from 800 psig to O psig. 
Subsequent investigation disclosed that there is no indication of hydrogen 
manifold pressure in the control room. #Merrill also maintained that a 
procedure existed, but was not used. 

Although the generator hydrogen system is not safety-related, nor under the 
regulatory purview of the NRC, this specific example was investigated, as 
part of the overall allegation regarding work performed by untrained personnel. 

An investigator lnterviewed //Individual A by telephone. This individual was 
no longer employed by VEPCO, but was willing to discuss the alleged event. 
He stated that on one occasion he was draining.sediment from the drain pots 
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and had allowed the lines to "blow" hydrogen through the drain line and 
into the turbine building. He was unable to state the resulting pressure 
drop or the date of the occurrence. He also did not recall having lined up 
a supply of hydrogen from the manifold to the generator before he started 
draining the pots (which would have been necessary to cause a drop in 
manifold pressure as alleged). He further stated that he had been shown 
and was aware of the correct method for draining these pots, but that he 
was busy that night and had tried to "hurry" the draining using the hydrogen 
pressure. 

Except for the drain pot discharge lines and possible leakage through stem 
packing on valves in the system or through valves associated with a remove
able section of piping in the system, there were no pathways found by the 
investigators for release of hydrogen to the turbine building atmosphere as 
alleged by #Merrill. 

Since both allegers had indicated the incident had occurred in February 1979, 
an investigator reviewed the alarm typewriter printout for the period 
1/1/79-3/30/79 to identify any main generator hydrogen pressure alarms 
which may have occurred. This review disclosed two incidents of main 
generator hydrogen pressure alarm printout; one at 1110 hours on 2/1/79 and 
one at 1149 hours on 2/3/79. However, in both cases the value printed was 
above the low pressure alarm value of 55 psig which would indicate an 
erroneous alarm and both were accompanied by low hydrogen purity alarms 
where the value printed was also greater than the low purity alarm value 
which would indicate erroneous purity alarms. In the first case (2/1/79) 
the computer printout indicated a "return-to-normal" at 1111 hours (one 
minute after the alarm) and in the latter case (2_!_3/79) the return-to
normal occurred at 1153 hours (four minutes after the alarm). The investi
gator discussed these .indications with the computer specialist who stated 
that such readings were indicative of a loss of input signal to the computer. 
He explained that the alarm typewriter system is. programmed to print out 
the last measured value of a parameter (which is retained in the computer 
memory) when there is a complete lo.ss of input signal. This explanation 
would account for the rapid return to normal readings. Since #Individual A 
indicated he had not lined up a supply of hydrogen to the generator (and it 
would not have been necessary) while he had left the drain pots "blowing" 
to the atmosphere, and in the absence of valid main generator low hydrogen 
pressure alarms, any releases to the turbine building as a result of his 
actions could not have been the "large amount" described by the alleger. 

The investigator also attempted to ascertain any exceptional hydrogen loss 
which could be attributed to the alleged event by reviewing receipts for 
the delivery of hydrogen to the plant. This review disclosed that the 
deliveries for February 1979 were less than the average amounts delivered 
in January and March 1979, and further that the total deliveries for that 
quarter of 1979 were less than the total for any quarter in 1978. 

The investigators interviewed four operators that could be required to 
drain the sediment pots or purge the generator. All four knew the correct 
way to drain the pots and all indicated the purge procedure was followed 
when purging the machine. However, all four also indicated that they had 

·····-·--.--·--·""·--
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on one or more occasions, failed to isolate the drain pot from the generator 
cas.ing before opening the pot drain valve to use hydrogen pressure to force 
the sediment out of the pot, instead of waiting for it to drain due to 
gravity which is the more acceptable practice, but each stated that when 
the pressurized method was used they closed the drain valve immediately 
after all sediment had been removed, thus assuring that the amount of 
hydrogen released to the turbine building was negligible. 

As previously mentioned, this system is not within the purview of the NRC; 
however, weaknesses in the current procedures for control of this system, 
the lack of a procedure for draining the pots and the lack of a program to 
identify and evaluate excessive hydrogen consumption were identified to the 
licensee for his consideration. · 

In swnmary, the investigators were unable to substantiate the specific 
incident described by the allegers or the general allegation that "large 
amounts" of hydrogen had been released. While //Individual A did acknowledge 
that he had on one occasion, used the method described by #Kuykendall to 
drain the sediment from the drain pots, he also stated that he was aware of 
the correct method of performing this operation. 

Specific Example: Dilution of the Boric Acid Storage Tank (BAST) 
(Ref. A49.17, B63.25, C4.19) 

r C 

The allegers' "report" states that "The boron recovery system has also been 
disabled by poorly trained personnel ... The· dilution of a boric acid storage 
tank, thereby rendering an important safety system inoperable, was the 
direct result of assigning ari untrained employee the task of operating the 
system." During the interview by NRC investigators, #Merrill indicated the 
event took place in January or February 1979 and stated that it was caused 
by #Individual B. #Kuykendall, when interviewed, placed the date of occur
rence as October 27, 1978, but he also attributed the event to the actions 
of #Individual B. #Kuykendall also told the investigators that the event 
resulted in a "reduction in the (boric acid) concentration to 10.7 percent 
below the required tech. specs .11 

The investigators determined that the only event similar to that described 
by the allegers was reported by VEPCO to the NRC in Surry Unit 1 Licensee -
Event Report (LER) No. 78-043/031-0, dated December 27, 1978. The LER 
stated that the event occurred on November 29, 1978, and attributed the 
cause to operator error in making a valve alignment. The investigators 
reviewed Surry Station Deviation Report (SDR) No. 78-163 which was initiated 
by personnel on shift at the time of the incident and determined that the 
information contained was in essence the same as that reported to the NRC 
in the I.ER. The SDR indicated that #Individual B was on shift when this 
incident occurred. 

#Individual B was interviewed by the investigators and stated he was not 
familiar with the piping systems and that he had not received any specific 

· training on how to perform the transfer operation he was attempting when the 
event occurred. · He also stated ·that, - in most. cases, he had been able to 
look at a system and figure out how lineups should be accomplished, even 
when he was not familiar with a specific system. 
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In determining whether the event reported to the NRC by LER 78-043/031-0 is 
the same event referred to by the allegers, several discrepancies should be 
noted. First, the. allege rs' "report" indicates, and //Merrill maintained in 
the interview, 'that the BAST is part of the boron recovery system which is 
not a safety-related system. In fact, the BAST is a part of the Chemical 
and Volume Control System (CVCS) which is a safety-related system. Second, 
the LER states the boric acid concentration in one of three BASTs was 
reduced to a value of 10.7-percent (Technical Specification limits are 11.5 
to 13.0-percent) as opposed to being 10.7-percent below the requirement as 
alleged by #Kuykendall. Finally, the dates of occurrence indicated by the 
allegers do not agree with the date established by the LER. However, both 
allegers identified #Individual B, #Kuykendall did mention 10.7-percent, 
#Individual B stated during the interview that he was only involved in one 
such incident, and the investigators were unable to identify any other occur
rence of this type between October 1, 1978 and February 28, 1979. Therefore, 
it appears that the event reported in the LER is the one referred to by the 
allegers. 

It should also be noted that the event reported in LER 78-043/031-0 had been 
previously reviewed by the NRC which included a verification that the licensee 
had completed corrective action (additional training for #Individual B, tag
ging of the valves involved for easier identification, and issuance of a 
procedure to cover the transfer of boric acid between tanks). This previous 
review was documented in IE Inspection Report No. 50-281/79-02. The investi
gator observed the equipment involved and found that the piping configuration 
was such that he could readily determine which line contained boric acid 
and which contained Primary Grade water. 

The investigators reviewed #Individual B's training records and determined 
that he had not completed formal training on the CVCS and this was confirmed 
by #Individual B during the interview; however, there is no specific require
ment which mandates that a person have specific training on a system before 
he can perform operations that relate to the system. 

In summary, based on all information gathered, an event similar to that 
described did occur, however, it appears that the event was caused by a 
combination of lack of specific training, unfamiliarity with the system, 
lack of identification tags on the valves and lack of a procedure. All of 
these contributory causes had been identified and corrected by the licensee 
prior to the investigation. 

Specific Example: Improper Log Entries - Heat Tracing Panel No. 15 
(Ref. A37.23, B103.9, C4.8) 

Although not mentioned in the allegers' "report", both #Kuykendall and 
#Merrill indicated during their interviews that personnel were signing off 
log sheets indicating that Heat Tracing Panel No. 15 (HTP-15) had been 
checked when, in fact they didn't even know where the panel was located. 
However, their description of the specifics differed. #Kuykendall stated 
HTP-15 was included on the "outside logs." //Merrill stated that it was 
included in the logs taken in the Auxiliary Building basement. 

'---·---·-
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The investigators subsequently determined that the check of HTP-15 is 
included . on the outside logs and that the panel is physically located 
inside a room near the Refueling Water Storage Tank for. Unit 1. The 
investigators also noted that the "inside logs" which cover the Auxiliary 
Building basement and the "outside logs" both include various heat tracing 
panels. They further noted that a complete set of all the log readings and 
checks on these two logs is only required once every 24 hours (at midnight). 

Since there was some discrepancy between the descriptions provided by the 
allegers, the investigators reviewed both logs with various operators. An 
investigator accompanied operators on two different midnight to 8:00 a.m. 
shifts to observe the accomplishment of the readings and checks required by 
the "inside" and the "outside" logs. Four other operators were interviewed 
and accompanied (one on "inside" log and three on "outside" log) on the day 
shift when only portions of the logs were accomplished. However, these four 
operators were questioned about portions of the log not completed, based on 
problems noted· by the investigator in the accomplishment of these logs on 
the midnight to 8:00 a:m. shift. 

These observations and discussions conducted by the investigator failed to 
disclose any individual who did not know, identify and correctly record the 
status of HTP-15. All of the operators observed also correctly identified 
all heat tracing panels in the Auxiliary Building basement. Further, while 
the investigator did note some incorrect taking of data and some inconsis
tency in the approaches between operators, none of the noted inadequacies 
dea'it with safety-related equipment. These areas were, however, made known 
to licensee management. 

Specific Example: Reactor Trips Caused by Untrained Employees 
(Ref. A52 .23) 

During the interview #Merrill alleged that #Indivisual Chad tripped the 
operating unit (not identified) three nights in a row by closing a valve 
which "had to do with the compressed air system." #Merrill said #Individual C 
thought the valve was for the unit which was shut down, but that it was for 
the unit which was operating. //Merrill was unable to ident_ify an approximate 
time frame for these occurrences, but stated that he had been told about 
them by #Individual D. 

The investigators interviewed #Individual C who denied any knowledge of such 
occurrences, stating also that he had never caused a reactor trip. The 
investigators also interviewed #Individual D who stated that #Individual E, 
not //Individual C, had caused one trip, not three trips, of an operating unit by 
assuming one valve was open and closing another, not by closing the wrong 
valve. #Individual D stated that the event was well documented and that the 
appropriate procedures had been revised to preclude recurrence. /!Individual D 
further stated that he had no knowledge of anyone tripping a unit three 
nights in a row. 

Specific· Example: 

.---------.. 

Intentional Misgrading of·Step Examination 
(Ref.. A59 .1) 
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During the interview with #Merrill regarding Item 3 of the allegers' report 
he stated: "And I know for a fact that they have favoritism going on with, 
like over at the training center, the people that grade the tests and the 
supervisors. 'Hey, do me a favor: So-and-so is coming over for his test. 
He didn't have much chance to study and everything. Make sure he passes.' 
That happens a lot." When asked for examples, //Merrill stated that his 
supervisor, //Individual F had called #Individual G who was grading his 
examination and he subsequently received a passing score on the examination 
because it had been incorrectly graded. This action had allegedly been 
taken after #Merrill had requested an extension of time to allow him to 
study for the exam; something which he stated he had been unable to do 
because he had been working long hours at the plant. He was allegedly told 
by #Individual F that an extension was not possible, but to go ahead and 
take the test and not worry. #Merrill stated that when he got his test back 
he went over it and found that there was "No way I could have passed it if 
it had been: graded correctly." 

The investigators determined that #Merrill had taken· two step examinations, 
one of which (Step 1) had been graded by #Individual G and the other (Step 2) -
had been graded by #Individual H. 

The investigators obtained copies of both and an investigator "regraded" 
them along with three additional Step 1 examinations completed by other 
trainees around the same general time. No other Step 1 exams graded by 
//Individual G were found in that general time period. In a subsequent 
interview, #Individual G stated that he had graded #Merrill's Step 1 exami
nation to help out another instructor and that grading of Step 1 examinations 
was not part of his normal training function. The examinations and the results 
of the regrading by the investigator are discussed below. 

The Step 1 exam covered areas of mathematics, general systems, specific 
systems, radiation protection, safety, health physics, quality assurance 
and nuclear theory. The test had 66 numbered questions, seven of which had 
subparts for a total of 79 question elements. The assigned point values 
for the question elements ranged from 0.02 to 4.0 points and a perfect 
score was determined to be 91.5 points. Of the 79 question elements, 43 
had a specific, unique answer (e.g. , What is the decimal equivalent of 
73%?) while the remaining 36 involved essay type answers (e.g., Where is 
the transformer located?). 

In regrading #Merrill's Step 1 examination, the investigator identified 
eighteen cases where, in his judgment, a lower point value should have been 
given; however, it should be noted that only two of the eighteen involved 
unique answers, the other sixteen involved essay type answers. It should 
also be noted that the key provided by the licensee had originally contained 
incorrect answers for both of the unique answer questions (identified as 
incorrectly graded), but had been marked up to indicate the correct answer. 
The investigators could not determine whether the key was changed before or 
after #Merrill's exam was graded. 

In scoring //Merrill's Step 1 exam, the investigator arrived at a total 
score of 60.8 points or 66.45% as compared to the score of 70% awarded by 
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#Individual G. · The investigator noted that adding the individuals points 
awarded by #Individual G resulted in a total of 69. 6 points or 76. 06%. 
During the subsequent interview, #Individual G explained that he had been 
told the test had a total of 100 points (as opposed to the actual total of 
91.5) and the 70% he awarded resulted from a rounding off of 69.6 points. 

In that #Merrill alleged that he had received preferential treatment, the 
grading of the three other Step 1 exams (which had been graded by instructors 
other than #Individual G) were reviewed. Based on essay answers accepted 
as correct on these other Step 1 examinations, it appeared that if #Merrill's 
exam had been graded by one of these other instructors he would have still 
received the same credit as awarded by #Individual G. It should be noted 
that the final scores on these three exams were all greater than 90%. 

As mentioned previously, #Individual G was interviewed by the investigators. 
During the interview he was asked about the conversation alleged to have 
taken place between he and #Individual F. #Individual G stated that he had 
no recollection of Individual Fever asking him to "go easy" when he graded 
//Merrill's test. He also stated: "And that does not sound like (Individual F)". 
The investigators also interviewed Individual F who was no longer employed 
by VEPCO, and he stated that he recalled #Merrill asking for an extension 
of the time limits for taking his exam and stated he talked to #Individual G 
about putting the test off for a few days until after #Merrill had some 
days off. #Individual F stated he believed that request was granted. He 
stated that was the only thing he could recall talking with #Individual G 
about. 

One other fact regarding the Step 1 exam which #Merrill claims he should 
have failed should be noted. The examination cover page has a preprinted 
statement, signed by #Merrill which states: "The test was administered 
fairly and I agree with the grade as recorded above." 

The only other Step Examination taken by //Merrill (Step 2) was also "regraded" 
by the investigator. This examination was found to be comprised of fifty 
numbered questions involving fifty-seven separate question elements all of 
which were essay type. In regrading this examination, discrepancies similar 
to those found on #Merrill's Step 1 exam were identified by the investigator. 
The investigator originally questioned the point value awarded for seventeen 
answers. After discussions with #Individual H, the individual who graded 
the exam and the "regrading" of another Step 2 exam, the investigator ended 
up with a grade of 73.3% versus the 76.4% awarded by #Individual H. It 
should be noted that the licensee is required to evaluate training programs, 
but written examinations are not specifically required and the licensee's 
program uses written evaluations in addition to the examinations. 

In summary, failure to take off points for incomplete and, in some cases, 
incorrect, answers was noted on every examination reviewed by the investi
gators. The incorrect calculation of the final grade based on the recorded 
points-lost was noted on three of the six examinations reviewed. These 
inconsistencies were identified to VEPCO management during the meeting on 
January 30, 1980, and are discussed further below. However, the allegation 
that //Merrill received preferential treatment in the grading of his Step 1 
exam was not substantiated. 
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Generic Issue: Operator Training and Qualification 

During the interviews #Kuykendall and #Merrill were asked if they had any 
other specific examples of untrained individuals performing safety-related 
activities. Both cited examples where they personally had performed 
activities for which they stated they were not trained. As a re~ult of 
investiga~ive activities related to other allegations, the investigators 
observed weaknesses associated with the administration of the development 
program for non-licensed operators and in the documentation of their training 
and qualification. Because of the problems identified before followup on 
this allegation was initiated, the investigators determined that it would 
not be possible to substantiate the specific examples cited by the allegers 
for ~easons which are discussed below. 

The investigation disclosed that Technical Specification 6 .1. 2 requires 
that retraining and replacement training of station personnel shall be in 
accordance with American National Standard 18.1, "Selection and Training of 
Nuclear Power Plant Personnel" dated March 8, 1971, and 10 CFR 55, Appendix 
A. The training and retraining requirements for NRC-licensed operators and 
senior operators are established by 10 CFR 55, Appendix A; however, the 
investigation was directed at non-licensed operations personnel. 

The training and qualification requirements for these personnel are estab
lished by ANSI Nl8.1-1971. Various sections of that standard which are 
appropriate to this matter are quoted below: 

NOTE: 

"4. Nuclear power plant personnel shall have that combination of 
education, experience, health and skills commensurate with their level 
of responsibility which provides reasonable assurance that decisions 
and actions during all normal and abnormal conditions shall be such 
that the plant is operated in a safe and efficient manner ... 11 

115.1 ... A training program and schedule shall be established for each 
nuclear power plant to initially develop and maintain an organization 
fully qualified to be responsible for operation... of the nuclear 
plant involved. .The program shall be formulated to provide the required 
training based on individual employee experience and intended position 

The training program shall be such that fully trained and qualified 
operating . . . personnel are available in the necessary numbers at the 
time required. In all cases, the objective of the training programs 
shall be to ensure safe and efficient operation of the facility." 

"5. 3 . . . A suitable training program ·shall be established for ... 
(non-licensed) operators to properly prepare them for their 
assignments ... These unlicensed personnel also direct or perform 
activities important to safe and efficient operation of the nuclear 
p'ower plant. 11 

The subsections of 5.3 do not further address operators. 

"5. 4 ... All persons regularly employed in the nuclear power plant shall 
be trained in the following areas: Appropriate Plans and Procedures 

" 
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"5. 5 ... A training program shall be established which maintains the 
proficiency of the operating organization through periodic training 
exercises, instruction periods and reviews covering those items and 
equipment which relate to safe operation of the facility and through 
special training sessions for replacement personnel. Means should be 
provided in -the training programs for appropriate evaluation of its 
effectiveness." 

Section 5 .5 .1 describes the content of the retraining program. 

"5. 5. 2 ... Special training programs for replacement personnel should 
include theory, systems, operating procedures, emergency procedures, 
radiation protection, and other such subjects as is consistent with 
the positions involved and to meet the personnel qualifications under 
Section 4. 11 

The investigation disclosed that these requirements are promulgated to 
Surry personnel via Section 2 of the VEPCO Nuclear Power Station Quality 
Assurance Manual and Surry Administrative Procedure ADM-12. The investiga
tion also disclosed that the licensee has developed an extensive training 
program consisting of separate multi-step programs for operators, engineers, 
craftsmen, technicians, etc. The Assistant Control Room Operator (ACRO) 
development program was the only program addressed during the investigation. 

The ACRO development program was found to consist of several steps which 
the individual progresses through on a predetermined schedule and which 
eventually leads to licensing of the individual as an ACRO. As explained by 
licensee representatives, satisfactory completion of each step in the 
program is required for, and results in, pay increases for the trainee and 
failure to advance through the program results in removal of the individual 
from the program. The program is a combination of self-study and on-the-job 
training. Each step includes specific subjects and systems to be learned 
by the trainee within a prescribed time. The individual is given written 
material to study and is permitted to study on shift if time permits, but 
is expected to do so on his own time if necessary. 

In addition, the licensee has prepared "Qualification Records" for each 
system which require the trainee to: describe the purpose of, and components 
associated with, the system; demonstrate the ability to perform normal 
operation of this system; and demonstrate an understanding of abnormal and 
emergency operation of the system to an individual designated as the "quali
fier." The "qualifiers" on the completed qualification records reviewed by 
the investigators were shift supervisors. The individuals' shift supervisor 
and the Operating Supervisor both sign a statement on each qualification 
record which states: "We certify that (name of trainee) has demonstrated 
the ability and knowledge to safely operate and control the system." 

The licensee has also developed a Productive Work Evaluation sheet for each 
step in the ACRO development program. This sheet identifies the subjects 
and systems covered.in the step :and the supervisor is required to evaluate 
and document, using one of six established adjectives (poor to excellent), 
the individual's knowledge . or understanding of each subject or system. 



II.B.19-10 

Licensee representatives stated that the written examination for the step 
would not be administered until this document was completed. 

As stated previously, the investigators observed weaknesses in the admin
istration of the program for non-licensed operators. It appears that these 
weaknesses stem from the licensee's failure to differentiate between non
licensed operators and ACRO trainees. That is, individuals hired to perform 
the duties of non-licensed operators (normally called auxiliary operators) 
are placed in the ACRO development program. However, the primary function 
of this program is to prepare individuals, over an extended period of time 
(3-4 years), to obtain an NRC license. A separate, shorter program to 
train non-licensed operators has not been provided and the ACRO program, as 
written, does not assure appropriate training regarding systems and procedures 
before an individual is assigned the responsibilities of the non-licensed 
operator. 

Moreover, the. results of the investigators' interviews with several super
visors, disclosed inconsistencies in the various supervisors' approaches to 
training and determining qualifications of non-licensed operators. The 
investigators asked the supervisors how an individual's qualification to 
perform a particular job was determined. Several responded that the "Step
Program" determined qualification; however, when the investigators pointed 
out that they had observed many cases where individuals who had only completed 
Step 2 had performed tests or operated systems not covered until some 
higher step, these supervisors then indicated that the step program was for 
pay purposes only. Other individual stated that the completed "qualification 
record" would indicate that the individual was qualified to work with a 
particular system. One supervisor correctly pointed out to the investigators 
that on-the-job training was permitted; however, based on subsequent discus
sions with this individual it appeared that this meant talking to the 
trainee about what he was to do and then sending him to do it by himself. 

In reviewing the examinations as discussed previously and as a result of 
interviews, the investigators determined that the "looseness" of the grading 
of the step examinations did not apply universally, nor was it limited to 
those perspns who were near the passing mark of 70%. Because of this, the 
actual grades do not provide a uniform basis upon which to base a conclusion 
as to the relative retention or knowledge level of non-licensed operators 
at any given point in the Surry training program. 

With regard to specific training on a procedure or activity before performing 
it, the requirements of ANSI NlS.1-1971 are not precise, requiring only 
that individuals be trained in "appropriate plans and procedures" to "properly 
prepare them for their assignments." Surry administrative controls (ADM-12) 
do not speak to this matter at all; that is, they do not require that the 
"qualification record" for the system be completed before the individual.is 
permitted to perform activities related to the system without direct super
vision. While the results of the interviews conducted by the investigators 
indicate that individuals received training in the form of oral explanations 
or "walk-through" .before performing activities without immediate supervision, 
this training is not required to be documented. In the absence of such 

···--. ·-·-·-· 
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documentation, appropriate training prior to unsupervised performance 
cannot be demonstrated, nor could the lack of such training for #Kuykendall 
and #Merrill be substantiated. 

FINDING 

The allegation could not be substantiated as stated because of the lack of 
correlation between instruction received and records documenting training 
and qualification to perform specific tasks as described above. While 
weaknesses were identified in the training program for "auxiliary" opera
tors, they do not constitute noncompliance with NRC requirements. The 
licensee's actions to correct these weaknesses will, however, be reviewed 
during future inspections. 
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20. ALLEGATION (A69.5, B76.13, CS.5) 

VEPCO operates the Surry plants even when its own employees have determined 
that it is unsafe to do so. 

DISCUSSION 

This allegation is taken verbatim from the allegers' "report." The "report" 
then states that the prime example is continued operation of the plants 
when the steam generator water was highly contaminated with water from the 
James River. 

In response to the investigators' question as to who had determined it was 
unsafe to operate under the circumstances described, #Merrill stated: "I 
know the chemists there did not like them operating that way, because they 
had to constantly sample the condensate ... they would find large levels of 
contaminants in their condensate which they felt would be detrimental to 
the tubes of the steam generators ... they developed leaks because of the 
high sodium content and other contaminants that got in from the river 
itself. And I'd say twice that I was aware of while I was there, chemists 
ordered them to shut down, and they did not." 

#Merrill then described an incident in which #Individual A, a chemist allegedly 
called the control room and informed the shift supervisor, #Individual B 
that the (feedwater)- chemistry specs were way out of line for the plant to 
be operating. According to f/Merrill, the shift supervisor then called · 
someone and they told him to keep the plant on line. The chemist subse
quently came to the control room and #Merrill quoted the chemist as saying 
"the chemistry specs made (results) right now could be highly dangerous to 
the tubes in the steam"generator" to the shift supervisor who then made a 
second call and was again told to keep the plant on line. According to 
#Merrill the chemist "got mad and left" at that point. #Merrill further 
stated that wasn't the only time that had happened, but was unable to 
identify any other specifics. 

When #Kuykendall was asked about this matter by the 1nvestigators he indicated 
that his knowledge regarding the incident came from #Merrill and he did not 
provide any additional informatio~. 

The investigators interviewed both #Individual A and #Individual B regarding 
the incident described by 1/Merrill. #Individual B, the chemist stated that 
he didn't recall having told a shift supervisor to shut a unit down nor 
becoming visibly upset that a unit was being operated with feedwater chemistry 
out-of-specs. He further stated that his responsibility was to analyze 
analytical data and make recommendations as to the best course of action, 
and pointed out he did not have the authority to order the plant to shut 
down. He also pointed out that depending on the circumstances, continued 
operation may be the quicker way·to get the feedwater chemistry back within 
limits. #Individual A, the shift supervisor stated he did not recall the 
incident, but indicated that general comments from the chemist in the form 
of recommendations or questions would not be unusual. 
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The investigators reviewed the Surry Technical Specifications and other 
documents and determined that there are no regulatory limits on feedwater 
chemistry. The licensee has established administrative limits or guidelines 
regarding feedwater chemistry in an effort to preclude damage to the steam 
generator tubes. However, licensee management's decision to continue opera
tion of the plant with feedwater chemistry which exceeds those guidelines 
does not constitute noncompliance with current NRC requirements. Likewise, 
the use of sawdust to plug condenser tube leaks, which the licensee acknowl
edged and which the investigators were informed was a standard practice at 
many power plants both nuclear and fossil, does not constitute noncompliance 
with NRC requirements and was not pursued. 

As indicated in the allegers' "report", impurities in the feedwater have 
contributed to the degradation of the· steam generator tubes and le.aks have 
developed in some of the tubes. It should be noted that the problem of 
steam generator tube denting is not a problem unique to Surry and that the 
affected utilities, the nuclear steam system suppliers and the NRC have 
been actively· pursuing this matter for some time. Moreover, the Surry 
Technical Specifications establish limits on the amount of primary-to
secondary system leakage and when those limits are approached the plant 
must be shutdown and the leaking tubes plugged. Limits also exist on the 
total number of tubes which can be plugged. There being no allegations 
that these limits have been exceeded, the investigators did not pursue this 
matter further. 

With regard to the statement in the allegers' "report" regarding the 
resultant leakage of radioactive water from the reactor cooling system 
increasing the radiation doses to the public, it should be noted that the 
Surry Technical Specification also establishes limits on the amount of 
radioactivity which may be present in the secondary system and on the 
amount which may be released to the environment. These limits were 
established to protect the health and safety of the public and there was no 
allegation that these limits were exceeded. 

The investigators asked both allegers for additional examples of VEPCO 
operating the Surry plants even when its own employees have determined it 
is unsafe to do so. Both stated there must be others, but the only 
additional examples were provided by I/Kuykendall who stated that no action 
was taken to repair a cracked pipe in the Bearing Cooling Water System as 
it enters the flash evaporator and inadequate action was taken to repair a 
broken acid mixing tee for the flash evaporator. 

#Kuykendall stated that when he saw the a.cid spraying from the m1x1ng tee 
he reported it and that then somebody taped a funnel made out of a sheet of 
plastic underneath the leak and funneled the acid into a can. The flash 
evaporator was then operated in this mode. Regarding the cracked pipe, 
/IKuykendall stated that rather than replacing the pipe, the leak was slowed 
by reducing the differential pressure across the flash evaporator from 10 
psi to 2 psi which he stated was below the manufacturer's recommendations . 

. --·· ····-----
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The investigators determined that the flash evaporator and acid system 
referred to are part of the Water Purification System which is used to 
purify either service water or well water to makeup to the condensate tank 
and primary grade water tanks. This system has no safety-related function 
and there are no regulatory requirements related to the operation and 
maintenance of this system. 

The investigators briefly reviewed the maintenance records available for 
the system and determined that various problems had been reported and 
corrected. The investigators also noted that a design change involving a 
major redesign of the system had been requested (DC No. 77-19) and was 
being processed. 

In that the system has no nuclear safety significance, the investigators 
did not attempt to establish the validity of #Kuykendall' s statements 
regarding the acid leak or cracked pipe. 

FINDING 

The allegation is unsubstantiated. The examples provided by the allegers 
do not involve nuclear safety or the public health and safety. No items of 
noncompliance were identified. 
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21. ALLEGATION (Ref. A79.5, B80.12, C6.14) 

Beeswax has been used to temporarily seal valves during leak rate testing 
in violation of NRC requirements. 

DISCUSSION 

The NRC became aware of the use of foreign materials in valves during an 
investigation conducted in May-June 1978 and documented in IE Rpt. No. 
50-280/78-16. As a result of that investigation, the licensee was cited 
for noncompliance with requirements for not following procedures in that 
the procedures governing maintenance and testing of containment isolation 
valves did not specify the use of a lubricant and the effects on leakage 
testing had not been analyzed prior to use. In their July 16, 1978, response 
to the Notice of Violation, VEPCO stated that an Administrative Memorandwn 
prohibiting the use of foreign materials in valves tested by procedure 
PT 16.4 had been issued, and that maintenance procedure MMP-C-G-001 had 
been revised to include as a last step an inspection for internal accept
ability including cleanliness and absence of foreign material and QC witnes
sing of the closing of the valve would be required. 

I/Kuykendall indicated during the interview that he had no knowledge of 
beeswax being used subsequent to the earlier investigation, but alleged 
that #Merrill could provide us with the name of a mechanic who was instructed 
to clean beeswax out of valves before the NRC inspectors had a chance to 
inspect the valves during the previous investigation. He further stated 
that the rumor was that valves besides those observed by the investigators 
had contained beeswax at the time of the earlier investigation and that 
it had not been removed. I/Kuykendall stated that we should talk to 
#Individual A and #Individual B. He was unable to provide any other infor-
mation on this subject. · 

During the interview by NRC investigators, //Merrill stated that to his 
knowledge beeswax had not been used since the previous investigation. 
However, he also stated that #Individual C, a mechanic had told him that 
during the (previous) investigation he had been given a list of valves by a 
foreman, #Individual D and told to.clean any beeswax out first and then 
call the NRC inspector to look at them. #Merrill was unable to identify 
any specific valves involved. He further stated that either #Individual D 
or.#Individual E had instructed the mechanics to use the beeswax. 

' 

The individuals identified by I/Kuykendall and //Merrill were interviewed 
during the investigation. I/Individual D and #Individual E both denied 
having instructed any mechanic to use foreign materials as sealers in 
containment isolation valves. Both also denied giving a list of valves to 
anyone with instructions to open and clean them before NRC inspectors had a 
chance to see them. 

When #Individual C was interviewed regarding #Merrill's statement that 
#Individual C had told him about being given the list of valves by 
//Individual D, he denied having received such instructions stating: ."No, 
sir. If anybody ever told me that, I never done it, and I don't remember 
them telling me anything like that." 
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When interviewed, #Individual B stated that #Individual F had used foreign 
material in valves recently and also identified three other people who bad 
used it in the past. #Individual B stated that #Individual F had told him 
candlewax bad also been used. #Individual B further alleged that a mechanic, 
//Individual G had left a thick coating of "Prussian Blue," (a material used 
to test seating of the valve) on a valve when it was reassembled, but he 
was unable to identify the valve involved or the date. 

During the interviews, two individuals informed the investigators that 
foreign material had just been found in a valve. The investigators requested 
and were provided a copy of Deviation Report 79-118 dated December 9, 1979, 
which documented the finding of a small amount of material which looked 
like "Vaseline" on the disc and seat of valve 2-VP-12. The licensee's 
review and followup indicated that #Individual F, a mechanic had worked on 
the valve without a procedure because the Maintenance Report had not been 
stamped "Safetr-Related." 

#Individual F was quoted in licensee documents as having said he used a 
thin film of Do~-Corning silicone grease as a rust inhibitor. Because of 
this incident, the Maintenance Supervisor issued a memorandum to the Mechan
ical Maintenance Department, which among other things stated that "No 
foreign sutstances are to be used on valve internal surfaces." 

As a result of this incident and the allegations made by #Individual B, all 
licensee Deviation Reports written since the earlier investigation were 
reviewed and only one other Deviation Report involving the use of foreign 
material in valves was found. That Deviation Report No. 78-61 was dated 
July 12, 1978, which was prior to the licensee's receipt of and response to 
the earlier investigation report. 

#Individual F was interviewed by the investigators. During the interview 
he confirmed that candlewax had been used to seal valves, explaining that 
he had opened a valve and found red, blue, green and yellow wax which he 
believed to be birthday candles. He stated that he believed this had 
occurred in _1976 and he knew of no recent occurrences (since previous NRC 
investigation regarding foreign materials in valves) of wax being found in 
valves. With regard to his use of 0-ring grease on valve 2-VP-12, he 
stated that he knew it would be four months before the system would be 
placed back in service because of the steam generator replacement outage in 
progress and he placed a thin coating of grease on the valve disc and seat 
to prevent rusting. 

fllndividual G was interviewed regarding //Individual B's assertion that he had 
left a thick coating of "Prussian Blue" on a valve. He denied under oath 
ever having done so. He also stated that he had not performed any mainte
nance work at Surry since December 1978 because he had been transferred out 
of the maintenance department. 

#Individual A was interviewed and he stated that foreign material had been 
found in containment isolation valves since the previous investigation in 
quantities which would suggest a sealer _as opposed to .a luhricant. He 
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indicated that he believed that all significant cases had been properly 
documented. *'"* Two sentences have been deleted and are withheld from 
public disclosure pursuant to 10 CFR 2.790(a)(7) because the information 
tends to identify a specific individual. 

~n 

FINDING 

The allegation is substantiated based on the previous NRC investigation. 
No additional items of noncompliance were identified, in that the single 
case occurring since the previous investigation was identified and corrected 
by the licensee. 
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22. ALLEGATION (Ref. AB0.20, B84.9, C6.19) 

Plant employees have been ordered to pass leakage tests in any way possible. 
One method has been the use of "cheater bars 11 --long poles to increase the 
leverage to jam shut the leaking valves. In some instances, so much force 
was applied that the valve hand wheels were broken. Obviously, during an 
accident when such valves are supposed to close automatically, they will 
not be capable of preventing the release of radioactive material. 

DISCUSSION 

This allegation is a direct quote from the second paragraph of Item 5 of 
the allege rs' "report. 11 The investigators noted that the particular ordering 
of the sentences in this allegation could possibly lead uninformed readers 
of the allegers' letter to an inconsistent interpretation of the allegation. 
Based on the results· of the interviews with the allegers it appears that the 
proper interpretation is that: 

(1) leakage rates for containment isolation valves and automatically 
operated valves have not been determined in the manner prescribed by 
NRC requirements and licensee procedures which require that the valves 
be closed in the same manner (automatically or manually) as they would 
be under accident conditions and the leak tests conducted without any 
further manipulation of the valves; and 

(2) valve handwheels have been broken due to the use of cheater bars. 

When I/Kuykendall was interviewed, he stated that he had "not personally 
observed this method (the use of cheater bars) on containment isolation 
valves, 11 but had seen it occur in several systems and that he had seen 
handwheels broken on valves that wouldn't seal. He stated that the hand
wheel on the outlet valve on the refueling water storage tank (RWST) had 
been broken with a cheater bar. #Kuykendall was asked if the cheater bar 
was used to obviate or falsify test results in the specific cases to which 
he was referring and he said "No." I/Kuykendall further stated that he had 
seen a cheater bar used on the main feedwater regulation valve and that the 
valve would be required to open on a safety features (ECCS) actuation. 

The investigators determined that the main feedwater regulation valves are 
provided a signal to fast close as a result of a Safety Injection Signal 
(SIS); however, these valves do not serve as containment isolation valves, 
there being two check valves for that purpose, and these valves are modulated 
(continually move) during normal operation to regulate feedwater flow. 
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Thus, the use of cheater bars on these valves, if true, would have no 
safety-significance and the investigators did not pursue this particular 
matter further. 

The investigators did not find any evidence that any of the handwheels on 
the various RWST "outlet valves" had been broken by use of cheater bars. 
It may be that #Kuykendall was referring to valve CS-27 which is discussed 
below. 

#Merrill stated during the interview that he never personally used cheater 
bars on containment isolation valves, but that he had witnessed others 
doing so. However, he was asked and was unable to identify either the 
individuals or the valves involved. He did state that he had used cheater 
bars on other systems. He also stated that the handwheel on the RWST 
recirculation valve, CS-27 was broken when a cheater bar was used and that 
the valve would be required to close automatically on a safety features 
actuation. 

The investigators determined that the CS-27 valve referred to by #Merrill 
as being in the RWST recirculation line is in actuality an inlet valve to 
t~e RWST from the RWST cooling system. Due to the use of a subatmospheric 
containment system, the temperature of the water in the RWST is required by 
Technical Specifications to be maintained below 45°F. This is accomplished 
by pumping water from the RWST through a chiller and returning it to the 
RWST through one of two valves, one of which is CS-27. The existence of 
two return paths allows the chilled water to be returned to the lower or 
the upper portion of the RWST. The investigation disclosed that the hand
wheel for CS-27 had been broken by an individual using a cheater bar, but 
that this had not prevented adequate temperature control of the RWST and, 
thus, had no safety-significance. Further this valve, opened or closed, 
has no impact on the emergency operation of the ECCS. 

The investigators asked 19 interviewees, including the operators, mechanics 
and supervisors primarily responsible for leak-rate testing if they had any 
knowledge of cheater bars being used on containment isolation valves for 
the purpose of passing leak rate tests. All responded that they had no 
knowledge of this being done. These individuals were also asked if they 
had knowledge of cheater bars being used on valves which would be required 
to operate automatically in the event of an accident. Again, they indicated 
they had no such knowledge. 

Many of the interviewees indicated that they had knowledge of the use of 
cheaters bars on non-safety-related valves, particularly large valves in 
the steam and feedwater systems. It should be noted that the use of such 
devices is a coD111on practice not only in power plants, but in any facility 
having large valves in high pressure systems which must be seated or back
seated firmly. It should also be noted that the leak test of a valve 
requires that a section of piping on one side of the·valve be isolated and 
pressurized. To accomplish this would require that valves, in addition to 
the one being tested, be closed. If these other valves are not closed 
tightly they may leak and the leakage would be attributed to the valve 



II.B.22-3 

being tested. It is possible that the allegers saw cheater bars or valve 
wrenches being used on these other valves and assumed that this practice 
violated the intent of the test which is an incorrect assumption. These 
practices do not violate NRC requirements so long as they do not affect the 
validity of required tests, and do not prevent or impede proper operation 
of safety-related valves. No incidents ·involving the use of cheater bars 
or pipe wrenches in a manner inconsistent with NRC requirements were 
identified. 

FINDING 

The allegation that cheater bars were used in a deceptive manner is unsub
stantiated. No items of noncompliance were identified. 
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23. ALLEGATION (Ref: A74.3, C7.6) 

VEPCO employees had knowledge in 1976 that the Emergency Electrical Supply 
Buses/Generators were overloaded and would not function properly when 
needed, yet this information was not made known to the NRC until March 1979. 

DISCUSSION 

During the interview, #Merrill stated that in March 1979 Stone and Webster 
Engineering was doing a load study and determined that the emergency elec
trical system would not function properly in the event of an accident. 
#Merrill stated that the NRC had sent a letter to VEPCO in 1976 requesting 
that they evaluate their emergency power and that VEPCO had responded 
stating that the problem described in the NRC letter did not apply to 
Surry. #Merrill indicated a beiief that VEPCO management was aware of the 
information in 1976, but didn't report it until March 1979. 

A review of the NRC files disclosed only one NRC request to VEPCO for this 
type of information during 1976. In a letter to all operating reactor 
licensees dated August 12, 1976, the Office of Nuclear Reactor Regulation 
described problems which had occurred at an operating facility due to a 
degraded grid voltage condition and requested an evaluation by licensees to 
address eight specific. areas identified in the letter. VEPCO' s response 
dated November 3, 1979, provided the information requested by NRR and 
concluded that the problem described in NRR' s letter did not apply to 
Surry. 

Surry Licensee Event Report 79-008/0lT-O dated April 5, 1979, informed the 
NRC that S&W engineers had discovered an overload condition on the Unit 1 
480 VAC emergency bus. 

The investigators requested that #K. Walters, an NRC inspector, (electrical 
engineer) review the NRR letter, VEPCO's response and LER 79-008/0lT-O to 
determine whether the VEPCO evaluation necessary to respond to NRR's letter 
should have identified the problem subsequently reported in the LER. It 
was the inspector's conclusion that VEPCO's 1976 response addressed the 
questions asked by NRR and that the evaluations, tests and calculations 
necessary to provide the response would not have indicated a problem of the 
type reported in 1979. 

The investigators also interviewed #Individual A who had been the Electrical 
Maintenance Supervisor at Surry for several years prior to being promoted 
to VEPCO's corporate office. #Individual A stated that he had no knowledge 
of the problem reported in the LER prior to February or March 1979 and 
indicated that if the problem had been detected earlier he would have been 
informed. #Individual A pointed out that the recent evaluation which 
surfaced the problem was being done because of his request in 1978 for a 
reevaluation of the reserve station service, emergency diesel-generators 
and distribution systems. He stated that his request was prompted due to 
the number of design changes which had been made involving additional loads 
being added to the system and he wanted to plan ahead to avo~d an underpower 
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condition in the future. #Individual A said that in performing this evalua
tion, S&W discovered the underpower condition and he was notified in February 
or March 1979. 

FINDING 

The allegation is unsubstantiated. No items of noncompliance were identified. 
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24. ALLEGATION (Ref. A91.10, B89.23) 

VEPCO employees falsified the results of the pipe support base plates 
inspection program in that failures were not documented and reported to the 
NRC. 

DISCUSSION 

This allegation is the result of paraphrasing by the investigator of infor
mation supplied by #Kuykendall and #Merrill during the interviews relative 
to Item 6 of their "report". /!Kuykendall stated that his information was 
all secondhand coming from #Merrill and the information they provided was 
essentially the same, except that //Kuykendall said we should talk to 
/!Individual A. 

#Merrill stated that the NRC wanted a sampling of 200 supports randomly 
selected, but he was told by #Individual B that VEPCO had tested many more 
than 200 to get 200 which would pass. He stated that documentation on the 
failures was either destroyed or not shown to the NRC. He further quoted 
#Individual Bas saying that they had done it (the inspection) four times. 

When interviewed, #Individual A stated that he had heard that the inspection 
program was a joke and identified the source of his information as #Merrill, 
stating that he believed #Merrill had gotten his information from #Individual B. 

#Individual B was interviewed and stated that he had a conversation with 
#Merrill and #Individual Cina bar one night. #Individual B stated that 
he had participated in the support bolt inspection program and that some 
failures were identified, but he thought they had been repaired. He stated 
he did not know whether the failures were reported · to the NRC or not. 
#Individual B stated that he was "half-stewed" when talking to /!Merrill and 
didn't really remember much of what was said. He was unable to provide any 
further information.regarding this allegation. 

The investigators interviewed /!Individual C who had also participated in 
the inspection program. He denied telling #Merrill that several groups of 
200 supports were inspected to find a group that would pass, stating that 
he wasn't aware of any figures himself. He further stated that he was not 
aware of any support bolts which failed that weren't subsequently repaired 
and that he had not had any instructions not to report or record bolts that 
did fail. 

The investigators also interviewed #Individual D who participated in the 
inspection program. #Individual D stated that the inspection program was 
repeated several times due to changes to the inspection procedure being 
utilized. He placed the number of bolts being inspected at 600 to 700 at 
one point in the interview and later stated "maybe about 1200 bolts all 
told." 

He pointed out that as the inspection procedure was revised requiring more 
data, some bolts which had passed previously were retested because of the 
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additional parameters which had to be checked. He stated that bolts which 
had failed earlier tests were not retested because they were already listed 
as failures. 

The investigators discussed the Surry pipe support bolts inspection with the 
appropriate NRC Region II inspectors and supervisors who stated that Surry 
had to perform the inspection program several times due to changes in the 
information requested by the NRC, and changes to the Surry inspection 
program and procedures required as a result of NRC inspectors determining 
them to be inadequate. #E. Vallish, the NRC inspector who reviewed the 
Surry program and data stated that essentially all safety-related bolts 
were inspected and that failure rate was meaningless in that all failures 
were repaired and the sample size ended up in effect being the total 
population. 

FINDING 

The allegation is unsubstantiated. No items of noncompliance were identified. 
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25. ALLEGATION (Ref. A90.8, B90.4, C7.15) 

Contrary to NRC requirements, new pipe support base plates being installed 
have false bolts; that is, some bolts have been cut off and welded to the 
back of the support plate rather than being threaded into the anchors 
embedded in concrete. 

DISCUSSION 

This allegation is a paraphrasing of information supplied by #Kuykendall 
and #Merrill in response to the investigators' request for any information 
not already in the public document room that they might have regarding that 
part of Item 6 of their "report" dealing with pipe supports. 

#Merrill stated that he had talked to an individual who was part of the 
team installing the base plates for the new pipe support hangers and that 
the individual told him that on base plates having four holes, two diago
nally opposite bolts were put through the plate, cut off flush with the 
plate and welded in place on the deck (back) side so that "it looks like 
you have all four of them up there, but just two (are actually in concrete)." 
#Merrill was unable to identify the individual he had talked to by name, 
but stated that he was with #Individual A when he talked to him in the bar. 

#Kuykendall stated that his information on this subject was secondhand from 
#Merrill and suggested that #Individual B could provide more information. 
#Kuykendall did not provide any additional information beyond that provided 
by 1/Merrill. 

The investigators interviewed #Individual A who identified #Individual C as 
the other individual present in the conversation with #Merrill in the bar. 
1/Individual A was asked if the conversation included a discussion about 
false bolts in the pipe supports that were installed recently and responded, 
"I don't think so" (he had previously stated that he was about "half stewed"). 
He stated he remembered talking about the original ones that were .put in by 
whoever built the plant that "were found, by other people, you know, telling 
me, I think that, where they found the bolts." He further stated: "I never 
found one welded to the plate personally, but I think somebody did, from 
what I hear, that somebody found -- you know, they found a few bolts where 
they weren't even in the concrete, they·were just welded to the plate." He 
stated that he had no knowledge of new installations or repaired support 
plates being done in this manner. 

The investigators interviewed #Individual C who confirmed that he had been 
present in the bar and had conversations with #Merrill and #Individual A; 
however, he stated that there was no discussion of false bolts. He stated 
that 1/Merrill had asked him wha't he was doing (at the plant) and that he 
told him he was inspecting pipe support hangers "and that's all I said 
about my job." He further stated that he had no knowledge of bolts being 
cut off and welded to the support plates, that he hadn't seen any like 
that, and had not heard any discussions about that type of problem. When 
asked if he was aware of any support bolts that failed ·the tests that 
weren't repaired, he responded: "No, sir." 
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//Individual B was interviewed by the investigators and stated: "I did talk 
to a Daniels man one night, I don't know his name, I don't even know if he 
was telling me the truth or not, but he said in some cases in pipe supports 
the bolts were welded on the back side and cut off to save time drilling. 
And I have no idea what his name is." //Individual B stated that this 
conversation took place four or five months ago and he hadn't seen the 
individual since that night. He said he thought the individual was a 
carpenter or pipefitter, but he wasn't sure. When asked if he had any 
other information on pipe support testing he stated that he had heard 
rumors that it was a big joke, that the testing wasn't doing any good. 
When asked who he heard this from he stated that //Merrill told him and 
//Individual A told //Merrill. 

The investigators also interviewed //Individual D and //Individual E who were 
involved in the pipe support bolt inspection programs and both denied any 
knowledge of bolts being cut off and welded to the support plate on repair 
or new work.- //Individual E stated that the subject had been discussed 
during preparation for the inspection program from the standpoint of how 
one would recognize or ascertain such a condition, but he had no information 
beyond that. 

The investigators reviewed the installation procedure used for inspection 
of new work and repair work on pipe support base plates. This review dis
closed that the procedure has several QC hold points, one of which requires 
that QC personnel make and document measurements related to anchor installa
tion. It should also be noted that the holes would be drilled into the 
concrete by one person, not normally a welder and the inspections would be 
performed by a different individual. 

FINDING 

The allegation is unsubstantiated. No items of noncompliance were identified. 

. . . . 
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26. ALLEGATION (REF. A89.4, B88.2, C7.20) 

The inadequacy of the original design review is demonstrated by the fact 
that critically important motor-operated valves are located in sumps that 
periodically flood. 

DISCUSSION 

This allegation is derived from the third paragraph of Item 6 of the allegers' 
"report". 

#Kuykendall told the investigators that the valves referred to were the 
cross-tie valves for the containment spray system and that they were located 
in valve pits in the alleyways. He stated that each one of the pits was 
supposed to have a sump pump, but that they were missing because they had 
burned out and had not been replaced. #Kuykendall said as a result of this 
the .valve pits fill with water every time it rains and the motors on the 
valves have been grounded out (which would render the valve inoperable). 
#Kuykendall stated that #Individual A could provide firsthand information 
on how many times the motors had been replaced. 

#Merrill told the investigators that the valves referred to were the recir
culation spray cross-tie valves and said that when it rains "a great deal 
of water, say at least six feet" fills the area with water and the motor
operators on the valves flood out and burn up. #Merrill said this had been 
related to him many times by #Individual A. 

#Individual A was interviewed by the investigators and confirmed the descrip
tion of the problem that was provided by the allegers adding that he had 
looked at the records and found that they had been repairing the motors in 
the same way for about the last two years. However, #Individual A stated 
he thought the problem had been corrected by replacing the sump pumps in 
the bottom of the pits and sealing the hatches up. 

The investigators determined that the recirculating spray system cross-tie, 
motor-operated valves (MOVs) are not located in valve pits in the alley as 
described by the allegers. These valves are located inside in the safeguards 
pit and the motor-operators are on top of valve stems approximately forty-five 
feet long. Discussions with plant personnel and a review of maintenance 
records disclosed that this pit had never filled with water to the point 
where these motor-operators were flooded; the water would have to be approx
imately 60-feet deep for this to happen. 

In that there are valve pits in the alleyway which contain service water 
system cross-tie MOVs, the investigators assumed that the allegers and 
#Individual A were mistaken regarding the identification of the MOVs and 
conducted interviews and reviewed documents relative to these valves 
(SW-106A and B, and SW-206A and B). 

With regard to the allegation that the original design review was inadequate 
regarding the location of these valves, the investigators note that the 
protection commonly provided for electrical equipment located in pits 
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subject to flooding was provided in the form of sump pumps and high-water
level alarms. In view of the information provided by the allege rs during 
the interviews regarding this particular matter, it appears that their 
concern has nothing to do with original design review, but rather deals 
with the adequacy of corrective actions. Even though the allegation is 
unsubstantiated as stated, the investigators pursued the matter of adequacy 
of corrective actions. 

The investigators review of maintenance records for 1978 and 1979 disclosed 
that the motor operators had required maintenance as follows: 

SW-106A 

SW-I06B 

05/28/78 
06/13/79 
07 /13/79 
08/09/79 

07/31/79 
08/09/79 
09/07/79 
09/08/79 

Cleaned, inspected, tested 
Changed grease in limitorque 
Renewed motor and cleared grounds 
Drie'd out motor and tested 

Renewed motor and cleared grounds 
Dried out motor and tested 
Replaced motor 
Adjusted manual handle 

SW-206A 11/14/78. Replaced motor 

SW-206B 

01/25/79 Performed preventive maintenance 
06/13/79 Dried controller and meggered · 

11/14/78 
01/25/79 

.06/13/79 

Replaced motor 
Performed preventive maintenance 
Meggered satisfactorily 

The maintenance recorps do not indicate whether or not the maintenance was 
required due to flooding of the pits, but it appears based on the above 
that the Unit 1 motors were wet on or about 7/31/79, 8/9/79 and 9/7/79 and 
the Unit 2 motors were wet on or about 11/14/78 and 6/13/79. However, the 
records do indicate that repair of the motors was promptly accomplished in 
each case. An investigator requested that the pits be opened in his presence 
and upon opening, the Unit 1 pit was found to be flooded. Subsequent 
checks determined there were two problems. First, it was found that the 
sump pump circuit breaker had been left opened (turned off) and second, the 
switch which provides a control room alarm on high water level in the pit 
was found to be inoperative. The licensee performed the necessary repairs 
and placed a speciaI-order tag on the sump pump breaker to preclude inadver
tent manipulation of the breaker in the future. 

The investigators interviewed #Individual B the Electrical Supervisor who 
described the causes of the pits flooding. He stated that the sump pumps 
had not been totally reliable. Part of the problem with the sump pumps was 
attributed to mud getting into the pits and subsequently damaging the sump 
pumps. #Individual B also described unsuccessful attempts at creating a 
seal around the pit covers. The investigator observed that the pit covers 
were not sealed at the time he requested the pit be opened. 
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#Individual B stated that on one particular occasion the roadway had been 
graded and the runoff.during a subsequent rain was funneled into the pit and 
the pit flooded. On that occasion, the sump pump was determined to be 
operating, but unable to keep up with the volume of water entering the pit. 
He said that this resulted in recommendations to regrade the road surface 
(to change the runoff pattern) and building a three-inch lip on the pit if 
necessary. During the course of the investigation, the licensee completed 
both regrading the road surface and installation of a three-inch lip around 
the pits. 

The investigators reviewed the Surry Technical Specifications and determined 
that there are. no operability requirements related to these valves. A 
review of Surry Operating and Emergency Procedures disclosed that these 
valves are open during normal operation and there is no required position 
during emergency operation. 

FINDING 

The allegation as stated was unsubstantiated in that the design included 
protection commonly provided for electrical equipment located in pits and 
would be acceptable on that basis. With regard to the adequacy of correc
tive action regarding inoperability of the service water cross-tie MOV' s, 
the investigation disclosed that the repairs were promptly accomplished after 
each failure and that the licensee was pursuing and completed a course of 
action to prevent recurrence. No i terns of noncompliance were identified. 
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27. ALLEGATION (Ref. A96.16, C7.3) 

Contrary to NRC requirements, the Emergency Battery system is not properly 
maintained in that cable insulation has deteriorated to the point where it 
falls off the wires and caps are missing off the battery cells. 

DISCUSSION 

This allegation is a paraphrasing of information provided by #Merrill in 
response to the investigators' question as to whether or not he had knowledge 
of design or construction errors that exist in the plant that were not 
addressed in their letter. Specifically, 1/Merrill stated: "The cables on 
the emergency battery system, you could touch them and insulation falls off 
of them." He also stated that the area around them (the batteries) is 
usually filthy and that some of the caps were missing off the batteries. 

The investigators reviewed maintenance records regarding the emergency 
batteries and associated cabling and found no indication of any cables 
being replaced due to deteriorated insulation. An investigator, in the 
company of licensee representatives, then inspected each of the emergency 
battery rooms and associated cables which were visible. This inspection 
disclosed no evidence of deteriorated cables as described by //Merrill. 
Three of the four rooms were found to be clean. In the fourth room the 
investigator observed several cigarette butts, a soda can and some newspaper, 
but it would not, in the investigator's opinion, be described as filthy. 
The investigator also noted that none of the rooms were posted with "No 
Smoking" signs which is a normal industrial safety practice for battery 
rooms. The licensee immediately had the one battery room cleaned and two 
"No Smoking" signs were posted on all battery rooms, one on the door and 
one inside. 

The investigators interviewed #Individual A, the Electrical Supervisor who 
stated that to his knowledge neither battery cables nor straps on the 
emergency batteries had ever been replaced and definitely not since May 1978 
which is when #Merrill was first employed. He stated that some problems 
had been encountered with wiring insulation on the battery chargers which 
they suspected was due to inadequate heat dissipation; however, neither 
VEPCO, nor the charger manufacturer has been able to determine the cause of 
the two cable failures which have occurI;'ed. 1/Individual A stated that. the 
cost of eight new chargers had been included in the budget and that the 
existing chargers would be replaced if determined necessary. The investigators 
noted that each battery bank has two full capacity chargers plus a cross-tie 
breaker arrangement which allows the "A" chargers to be used to feed the 
"B" batteries and vice versa, which provides adequate charging capability, 
even in the event of a charger failure. 1/Individual A stated that the 
cable problems which had occurred had no detrimental affect on the operation 
of the emergency batteries. 

With regard to the missing (cell) caps, the investigator noted during the 
inspection of the battery rooms that approximately 5 of 240 caps which are 
actually dust covers on the flash arrestors were missing. When questioned 

·-- -. - -·-- ----·--.----------------.- . ___;_..,. 



II.B.27-2 

about this, licensee representatives stated that they had attempted to 
obtain replacements from the manufaciurer, but that the particular battery 
model had been discontinued and replacement caps were unavailable. It 
should be noted that in the controlled environment in which the batteries 
are located the only affect of these missing caps might be to increase the 
rate of evaporation of water from the electrolyte which would require addi
tion of water at more frequent intervals. Even without the "cap", the cell 
is not uncovered except for a vent hole and no significant pathway for 
foreign material entry is available. 

FINDING 

With regard to battery cable insulation the allegation is unsubstantiated. 
The statements dealing with battery caps and cleanliness of the battery 
rooms were found to be correct, but the allegation is unsubstantiated in 
that the operation of the emergency batteries was not affected. No items 
of noncompliance were identified. 

·- ~ ·-- -· ·- -- --. ---- -- - ---·-·,. --·- ·-·~---- .·- --~ .... ---·-·------· - ·-- ...... ·--.-- -~··--·--·.a ....... ·--· - - -- ..• - .. 
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28. ALLEGATION (Ref. A62.3, B97.19, C8.13) 

Continuous leaks from systems containing boric acid have caused repeated 
failures of the heat tapes used to prevent clogging of the safety-related 
piping. Although low temperature alarms are recorded, months pass before 
any effort is made to repair the damage. 

DISCUSSION 

This allegation is taken verbatim from Item 7 of the allege rs' report. 

During the interview by NRC investigators, #Kuykendall stated that the 
system referred to in Item 7 was the Boron Injection system including the 
piping associated with the Boron Injection Tank, the storage tanks, the 
mixing tanks and delivery of boric acid to the reactor. He stated that low 
temperature alarms which existed on February 2, 1979, still existed on 
June 14, 1979. He stated that the Surry Licensee Event Reports (LERs) that 
he had reviewed provided plenty of evidence to support the fact that there 
are leaks in those areas that have not been fixed that cause the heat tapes 
to fail. #Kuykendall also stated: "To my knowledge they haven't done 
anything other than replace the tapes." He was asked if he was aware of 
any cases where operability requirements had not been met and he responded: 
"None other than those that are listed in the licensee event reports." He 
also stated that he did not believe VEPCO was meeting NRC requirements 
regarding "as low as reasonably achievable" (ALARA) with respect to the 
accumulation of boric acid crystals with entrained radioactive contaminants. 

When interviewed by the NRC investigators, #Merrill stated that the systems 
referred to in Item 7 were the service water system and the Boric Acid 
system. He stated that the licensee had not taken any action to correct 
the problem beyond replacing the heat tape. He also stated he was aware 
that there had always been problems with the boric acid storage tank and 
boron injection tanks being clogged. He indicated that he didn't know if 
operability requirements had not been met, but that he believed that the 
plugged pipes would constitute not meeting operability requirements. 

The investigators reviewed the Surry Technical Specifications and found 
that they require operability of one flow path to the core for boric acid 
injection any time there is fuel in the reactor and for reactor ,operation 
two flow paths for boric acid injection must exist; one from the Refueling 
Water Storage Tank (RWST) to the charging pumps and one from the boric acid 
tanks (BATs). In addition, the Technical Specifications require that a 
recirculation flow path be maintained between the Boron Injection Tank 
(~IT) and the BATs any time the reactor is critical. With regard to heat 
tracing, two channels must be operable for the flow paths meeting the above 
requirements, except that reactor operation may continue with only one 
channel operable for a period not to exceed 24-hours. If the inoperable 
channel is not returned to service within 24-hours, the reactor must be 
placed in hot shutdown condition. If the inoperable channel is not returned 
to service within an additional 48-hour period the reactor must be placed 
in cold shutdown condition. It should be noted that these requirements 
exist.to ensure the boric acid stays in solution rather than preventing 
pipe plugging. 

------· •& --~-.-..,....---·------·--··· • 
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The BATs and BIT operability requirements are based on temperature (145°F) 
and no heat tracing requirements exist for the mixing tanks and associated 
piping that were mentioned by //Kuykendall or the Service Water system 
mentioned by #Merrill. 

Since #Kuykendall indicated he had read LERs, the investigators reviewed 
all LERs submitted by the licensee during 1978 and 1979 which dealt with 
heat tracing and determined that the licensee had complied with Technical 
Specifications, including reactor shutdown when necessary, in all of the 
cases reported. 

The investigators reviewed the various logs and determined that only two, 
the Auxiliary Building Log Sheet (No. 3) and the Outside Log Sheet (No. 4) 
contain heat tracing alarms. Of the sixteen alarm panels required by the 
log sheets to be checked, only six (Nos. 1, 2, 8, 9, 10 and 11) contain 
alarms associated with the Technical Specification limiting conditions and 
all six are on the Auxiliary Building Log Sheet. These six panels together 
were noted to have a total of 144 alarms of which only 88 are alarms associ
ated with Technical Specification requirements regarding heat tracing. 

The investigators reviewed the Auxiliary Building Log Sheets for 2/2/79, 
and 6/14/79 to determine the validity of //Kuykendall' s assertion that 
alarms existing on 2/2/79 still existed on 6/14/79. This review was limited 
to the alarms associated with the heat tracing requirements of the Technical 
Specifications. This review disclosed that only three alarms existed on 
2/2/79 and one of these was a high temperature alarm. On 6/14/79 there 
were a total of eight low temperature alarms logged, two of which had been 
logged on 2/2/79 also. These were Panel 8 - Alarm No. 24 and Panel 9 -
Alarm No. 28. The investigators selected eleven days at random between 
2/2/79 and 6/14/79 and reviewed the Auxiliary Building Logs for those days. 
Alarm No. 24 on Panel 8 was found to be clear on 7 of the 11 days, but 
Alarm No. 28 on Panel 9 was found to be activated on all 11 days. Subse
quent investigation revealed that Alarm No. 24 was associated with heat 
tracing on flow transmitter lines and the Unit 1 Boric Acid Filter, and 
Alarm No. 28 was associated with heat tracing on the "D" Boric Acid Transfer 
Pump. 

Due to the myriad of alternate flow paths available to meet the requirements 
of the Technical Specifications discussed above the investigators did not 
attempt to determine compliance; however a review of the monthly operating 
report data disclosed that Unit 2 was shut down on 2/5/79 and Unit 1 was 
shut down on 3/16/79, and both remained shut down during the remainder of 
#Kuykendall's employment at Surry. With both units shut down and one unit 
defueled, the average of eight low temperature alarms on boric acid lines 
on the eleven days selected at random would not be unexpected. 

The investigators requested a computer printout of all MRs initiated between 
1/1/79 and 12/31/79 for the Boron Recovery, Chemical and Volume Control, 
Containment Spray, and Safety Injection systems for both Units 1 and 2. A 
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review of these printouts disclosed that the following number of MRs were 
initiated: 

No. of MRs Initiated During 1979 

s:istem Unit Leaks Heat Tracing Re:eair Plugged PiEes 

Boron Recovery 1 23 1 3 
2 1 0 0 

Containment Spray 1 6 1 0 
2 4 0 0 

eves 1 68 29 2 
2 15 7 0 

Safety Injection 1 19 2 0 
2 25 3 1 

The investigators also noted during this review that MRs had been issued to 
change (replace) the diaphragms in 107 valves in the above listed systems 
during 1979. Licen~ee representatives stated that valve diaphragm replace
ment was part of the preventive maintenance program. While the MRs do not 
indicate the cause of the failures, the data on MRs listed above indicate a 
significant amount of repair and replacement of heat tape was accomplished 
during 1979 and, contrary to the assertions of #Kuykendall and #Merrill, 
the data also indicates a significant amount of work to repair leaks. 
Their assertion regarding lines being plugged all the time also appears to 
be an overstatement of the facts. 

Licensee representatives indicated that repeated problems had been encountered 
with pump seals and with a particular type of valve which were the primary 
source of the leaks. Two responsible licensee supervisors //Individual A 
and #Individual B indicated their opinion that past efforts to correct the 
leaks were not as great as they should have been. #Individual B placed the 
blame for this on #Individual C, stating he did not feel that #Individual C 
cared about taking corrective action. However, the investigators noted 
that the individual is no longer employed at Surry and #Individual B stated 
that in his opinion the situation had changed drastically in the last year 
and a half. 

Licensee representatives also described various actions being taken to 
correct this problem. These include: routine preventive replacement of 
diaphragms in the valves discussed above, replacement of existing heat 
tracing with a different type which is less susceptible to damage from the 
boric acid and handling and an attempt to identify a different type of pump 
better suited for operation in a high temperature acid environment. 

With regard to·#Kuykendall's comments about ALARA, it should be noted that 
this is an NRC policy as opposed to a requirement. However, the investiga
tors pursued this matter as described below. 

An investigator reviewed the High Radiation Areas Surveys, Map No. 9 for 
the Auxiliary Building Basement for the period July 8, 1976, through September 23, 
1979. These surveys show that the cubicles containing the boric acid bottoms 
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tank, the boric acid evaporators filters and the seal water injection 
filters have consistently shown contact radiation levels of 1 to 20 Rem per 
hour and general area radiation levels of O. 5 to 2 Rem per hour. 

The investigator, accompanied by licensee personnel toured the areas control
led by locked gates S, 7, 8, 9, 10 and 24 in the Auxiliary Building basement. 
In the area behind Gate 7, the investigator found large stalagtite and 
stalagmite formations of boric acid crystals, a seal water filter drain 
line encrusted in boric acid crystals, general area radiation levels of 1 
to 2 Rem per hour and a contact reading on a valve near the boron evaporator 
filters of 16 Rem per hour. Near the top of the boric acid evaporator 
bottoms tank the investigator observed a crystalline formation approximately 
6\ feet high and several feet in diameter hanging from a leaking valve. 
The investigator noted that concrete around floor drains in front of Gate 5 
and near the primary drains tank had been damaged due to continuous flows 
of boric acid solutions. These conditions were photographed and discussed 
with site management following the tour. 

The investigator made a second tour a few days later. Following extensive 
cleaning and repair work, and although the cleaning was not completed at 
the time, the radiation levels had dropped significantly. The valve which 
previously read 16 Rem per hour on contact had dropped to 2 Rem per hour. 
The general area radiation level under the Bottoms Tank had been reduced 
from 3 to 4 Rem per hour to 0.8 Rem per hour. Work was still in progress 
at the time of.the second tour. 

While existing records do not permit ascertainment of the man-rem of exposure 
attributable to boric acid leaks and accumulation of boric acid crystals 
with entrained radioactive contaminants, it is apparent that prompt repair 
of leaks and preventive maintenance in the past would have resulted in 
significantly lower occupational radiation exposures in the basement of the 
Auxiliary Building. Licensee representatives stated they believed that the 
intent of ALARA was being met in that the man-rem exposures to clean the 
affected areas would exceed the man-rem exposures for individuals who had 
to enter the area as a matter of operational necessity. However, conditions 
in the basement of the Auxiliary Building basement, as well as comments 
made by one member of site management (#Individual D) during the interview 
by NRC investigators, indicate a lack of management commitment in the past 
to maintaining occupational radiation exposures as low as reasonable achiev
able. With regard to the present it should be noted that in addition to 
actions already discussed, an MR is currently in process which will move 
the control cabinet for the heat tracing to an area having lower radiation 
levels than exist in the present location. 

FINDING 

The allegation is unsubstantiated with regard to safety-related heat tracing 
repairs. No items of noncompliance were identified; however, prompt repair 
of leaks to maintain radiation exposures as low as reasonable achievable 
will be verified during future inspections. 
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29. ALLEGATION (Ref. A103.1, CB.IO) 

Contrary to NRC requirements, VEPCO has not developed and implemented a 
preventive maintenance program at Surry. 

DISCUSSION 

This allegation is a paraphrasing of information provided to the investiga
tors during the interview of #Merrill. Specifically, #Merrill stated: 
"They don't have any kind of preventive - type maintenance. Something 
breaks, they will fix it. They don't usually worry about the cause." 

The investigators determined that Section 16 of the VEPCO Nuclear Power 
Station Quality Assurance Manual provides the first level of implementation 
of a preventive maintenance program specifying that each department shall 
identify equipment, establish schedules and specific types of preventive 
maintenance to be performed to assure reliable operation when required. It 
also specifies that records of all preventive maintenance shall be maintained. 

The investigation disclosed that the second level of implementation of the 
preventive maintenance program is established in 21 maintenance procedures 
covering 93 individual safety-related pumps, cranes, air compressors, heavy 
equipment, diesel generators and slings. Additionally, the licensee has 
generic procedures covering programs for snubbers, diaphragm valves, and 
safety valves. Eight pieces of safety-related equipment were selected and 
records were reviewed to determined if the appropriate preventive mainte
nance had been performed on schedule. The equipment selected was: 

Unit 1: 

Unit 2: 

Charging Pump, 1-CH-P-IA 

Auxiliary Feed Pump, 1-FW-P-2 

Auxiliary Feed Pump Turbine, 1-FW-T-2 

Emergency Service Water Diesel Engine, 1-SW-P-IA 

Charging Pump,,2-CH-P-IB 

Aux{liary Feed Pump, 2-FW-P-2 

Auxiliary Feed Pump, 2-FW-T-2 

Emergency Service Water Diesel Engine, 2-SW-P-lC 

The results of this review indicated that preventive maintenance on this 
equipment had been performed as required and was not overdue on these eight 
items at the time of the review. However, further review of the remaining 

... ---· ·.·-·--- --·- -- __ _..._.~-----· 
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equipment of the 93 items covered by procedures indicated that the following 
preventive maintenance was overdue: 

Component Cooling Water Pump 1-CC-P-lB (Freq.= Annual) overdue since 
8/12/79. 

Component Cooling Water Pump 1-CC-P-lC (Freq.= Annual) overdue since 
9/12/79. 

Component Cooling Water Pump 1-CC-P~lD (Freq.= Annual) overdue since 
10/12/79. 

Fuel Pit Cooling Pump 1-FC-P-lB (Freq.= Annual) overdue since 12/3/79. 

Instrument Air Compressor 1-IA-C-1 (Freq. = Annual) overdue since 
4/11/79. 

Service Air Compressor 1-SA-C-1 (Freq.= Annual) overdue since 3/3/79. 

Refueling Manipulator ·crane 2-CR-5 (Freq. = Refueling, prior to use) 
not done prior to Unit 2 refueling which occurred 4/19/80 through 
4/22/80. 

Mobile Crane, Gallion (Freq.= Annual) overdue since 7/15/79. 

Mobile Crane, Pettybone (Freq.= Annual) overdue since 8/15/79. 

With regard to the two mobile cranes, the Maintenance Supervisor stated 
that both had been at the factory for repair for several months and had 
just been returned to the site. Subsequent investigation also disclosed 
that major overhauls had been accomplished on both air compressors and the 
refueling manipulator crane which satisfied the PM requirements, but the 
licensee had failed to adjust the PM schedule accordingly. 

With regard to the other overdue items listed above, the licensee appears 
to be in noncompliance with Technical Specifications 6.4.A~7 and 6.4.D 
which together require that preventive maintenance procedures be provided 
and followed (Infraction: 79-70-02). 

FINDING 

The allegation was substantiated with respect to implementation of the 
preventive maintenance program. One item of noncompliance was identified 
as described above. 
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30. ALLEGATION (Ref. A104.14, B104.13, C9.7) 

Contrary to NRC requirements, guards have demonstrated that a .357 magnum 
pistol can be carried through the metal detector at the plant entrance 
without detection. 

DISCUSSION 

This allegation results from a paraphrasing by the investigators of infor
mation supplied by #Kuykendall and #Merrill during the interviews and the 
statement made in their "report." 

#Kuykendall stated that the incident had been described to him by a security 
officer whose name he could not recall. He said the incident occurred 
during transition from the old security building to the new one, which he 
believed was in February (1979). Allegedly, a security officer had placed 
a .357 magnum pistol between the thick part of his thighs and "tippie-toed 
through" (the detector) and got through undetected. According to #Kuykendall 
the security officer who told him of the incident said they were still 
using the detector the same way. 

#Merrill stated that the same incident had been described to him by #Individual A, 
a security guard and placed the time of occurrence as March or April 1979. 
#Merrill stated they continued to use the detector without recalibrating 
it, and explained that another individual told him that a third employee 
had been stealing stainless steel and carrying it out in his boots every 
night and that the metal detector did not pick up the stainless steel. 
Merrill also stated: "I knew that if you walked through there sideways, 
through the metal detector, walked through slow, it wouldn't go off if you 
have something in your pocket. Like if I had headed outside and was making 
my rounds I would have my dosimeter on. If I walked through normally, I 
would set it off. If I walked through sideways I wouldn't set it off." 

It should be noted that both additional' examples provided by #Merrill deal 
with materials and/or individuals leaving the protected area. There are no 
requirements for metal detectors at the exit from the protected area and 
discussions with licensee representatives indicated that none have ever 
been installed at that location. The only detectors located at the exit 
are portal-type radiation detectors to check for radioactive contamination 
which would not be sensitive to non-radioactive metal. Regarding #Merrill's 
assertion that if he went through sideways slowly the detector would not 
alarm, operation of the portal radiation monitors requires that the indi
vidual stand in the monitor for a predetermined counting interval. The 
counting interval is initiated by switches mounted in foot pads in the base 
of the portal which are activated when the individual steps on them properly. 
If the individual does not step onto or off of the pads correctly, or if 
the foot pressure is not maintained until the counting interval is completed, 
the detector will alarm. Stepping into the portal sideways reduces the 
incidence of this type of alarm, but has nothing to do with the high radio
activity alarm. 
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The investigators interviewed #Individual A, regarding #Merrill's assertion 
that he was the source of the allegation regarding the .357 magnum. #Indi
vidual A stated that he had discussed functional testing of the metal 
detector with #Merrill, but had not discussed and did not have any knowledge 
of the incident described by #Merrill. He further stated that he had 
witnessed functional tests which had failed, but that MR's were generated 
and the detector was not used until it was fixed. 

*** 

An investigator requested and witnessed a test of each walk-through metal 
detector (including the method described by #Kuykendall) utilizing a .357 
magnum which verified that at the time of the investigation the detectors 
were capable of detecting such a weapon. 

During the investigation the investigator also witnessed a functional test 
of the detectors and found that the detectors were not being tested as 
prescribed by*** 

*** Discussions with security personnel indicateq that 
prior to the investigation it was normal practice for the officer performing 
the test to use his own weapon for the test. The detectors were subsequently 

. tested using test source of the type prescribed and the sensitivity was 
found not to be properly adjusted to detect such a source . 

.._.__,_ 
""" 

*""''-k No other records of tests for that month 
could be found. 

Failure to perform metal detector functional testing in the manner and at 
the frequency specified by the procedure appears to be in noncompliance 
with 10 CFR 73.55 and the licensee's security plan. (Infraction: 79-70-05) 

FINDING 

The allegation could not be substantiated with regard to the specific 
incident alluded to by the alleger. However, one item of noncompliance 
regarding metal detector calibration was identified as described above. 
The incident discussed in Paragraph II.B.31 has no bearing on this alle
gation, since it occurred prior to installation of the metal detectors. 

***Material deleted and withheld from public disclosure pursuant to 10 CFR 2.790(d). 
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31. ALLEGATION (A106.13, B106.10, C9.9) 

Contrary to NRC requirements, an employee brought a pistol into the plant, 
repaired it in the machine shop and took it back home without the weapon 
being detected. 

DISCUSSION 

This allegation is taken directly from the allegers' "report". During the 
interview #Kuykendall stated that he knew nothing about this particular 
allegation except what he had heard from #Merrill. //Merrill stated that 
the pistol was brought in by a mechanic whose name he did not know and that 
it had occurred in 1978. #Merrill said that he had heard about the incident 
from #Individual A who he described as a friend of the mechanic. He was 
unable to provide any information regarding the caliber or type of the 
pistol. 

#Individual A was interviewed by the investigators and stated that he had 
heard the story, but that he had not originated it and did not recall from 
whom he had heard it. He also stated he did not know the identity of the 
individual alleged to have brought the pistol into the plant. 

During discussions with licensee security personnel, the investigators were 
informed that #Individual B might be able to provide information regarding 
this allegation. #Individual B was interviewed by the investigators and 
stated that after becoming aware of this allegation he had informed security 
personnel that four or five years ago he had seen an electrician in the 
machine shop cleaning a rusty Nimba (spelling?) which he described as a 
Japanese officer's sidearm of WWII vintage. He was unable to identify the 
electrician or state whether he was still employed at Surry. He further 
stated he had no knowledge of any other weapon being brought into the Surry 
machine shop. In that there were no search requirements in existence at 
the time the incident described by #Individual B was alleged to have occurred, 
the investigators did not pursue it further. 

FINDING 

The allegation could not be substantiated with regard to a pistol being 
brought into the plant in 1978. The information obtained during the investi
gation indicates that a pistol was brought into the plant in 1975 or 1976; 
however, this was prior to issuance of 10 CFR 73.55 (February 24, 1977) and 
would not constitute noncompliance with those requirements. 

---· ·-·-···----·- ---·---- . . --·--· -- ·---:-:-.·----··:--=--~- .... -
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32. ALLEGATION (Ref. Alll.1, B106.19, C9.12) 

Security guards do little more than make their scheduled tours around the 
plant because they frequently have to work twelve-hour shifts. 

DISCUSSION 

This allegation is taken verbatim from Item 8 of the allegers' "report." 
During the interviews #Kuykendall and #Merrill were asked if they had 
specific examples of where security guards had failed to perform any required 
activity as a result of fatigue from working twelve-hour shifts. 

#Kuykendall responded: "I don't think that is the point.· The point is, 
are they alert, would they be alert to something, an unusual occurrence." 
#Kuykendall then described a situation where he believed security personnel 
were not sufficiently vigilant. He alleged that a piece of pipe with caps 
on the end was laying in a tool box in the **"k ~~A for over a 
month and it looked to hi'm "like a pipe bomb." He stated that the device 
was approximately six feet from the guard stationed -1.k-~ 

*** in full view. #Kuykendall stated that he showed it to at 
least a dozen different security officers and asked them if they knew what 
it was, and out of that group only one individual stated that he had looked 
at it and knew what it was. He identified this individual as #Individual A. 
He stated that he had shown it to #Individual Band #Individual C and 
couldn't remember the names of any of the others. 

The investigators interviewed #Individual B, #Individual C and #Individual D 
(the investigators could not identify any security officer named #Individual A 
on the payroll or who had been terminated since June 1978) regarding the 
alleged pipe. All three stated that they did not recall such an incident 
as described by #Kuykendall and they did not recall having a conversation 
with him about such a subject. 

This was the only example provided by #Kuykendall. He did state that "they 
(security officers) are not necessarily as alert as they could be, and I 
think that that is due to boredom." When the investigators stated that the 
letter appeared to imply fatigue as the cause, #Kuykendall said: "Fatigue, 
boredom, mental fatigue. It's all about the same thing." 

#Merrill stated that he had seen guards sleeping*** 

During the investigation an investigator went with an operator to observe 
completion of the outside log readings. During this tour the investigator 
observed a security guard, #Individual E asleep in a vehicle. *** 

*** and is an item of noncompliance (Infraction: 79-70-07). Discipli
nary action against the individual was taken immediately by the. licensee. 

***Material deleted and withheld from public disclosure pursuant to 10 CFR 2.790(d). 

-~---.-·-· . -·. -----
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A review of licensee security records disclosed three additional incidents 
over a three month period where guards were found asleep at their posts. 
*"k-k AAA The records 
indicate the licensee took disciplinary action against all three individuals. 
Two of the individuals were suspended and the third was reprimanded, but 
was not suspended due to manpower requirements. The licensee also modified 
the work schedule for these positions so that individuals are not assigned 
*** *** for more than two hours at a stretch. The investigation also 
disclosed that only one of these individuals had been working 12-hour 
shifts preceding the incident, the other three were on 8.5-hour shifts. 

The review of the security records also disclosed numerous incident reports 
completed by security personnel which indicated that they were alert to 
unusual occurrences while on duty, even to those outside their normal areas 
of responsibility such as violations of health physics procedures. The 
level of security force activity indicated in the records did not appear to 
support the statement that security guards do little more than make their 
scheduled tours. 

FINDING 

The allegation is unsubstantiated as stated; however, one item of noncom
pliance was identified as discussed above. 

***Material deleted and withheld from public disclosure pursuant to 10 CFR 2.790(d). 

-~ -·-~~.....,_._ ____ ----·---·-· 

·.-



~~~~- - -----~-

II.B.33-1 

33. ALLEGATION (Ref. A114.4, Blll.S, C9.15) 

Contrary to NRC requirements, certain vital areas, of the plant have no 
security provisions. 

DISCUSSION 

This allegation is extracted from information provided by the allegers' in 
their "report" and during their interviews by NRC investigators. 

When asked to identify the areas to which their report referred #Kuykendall 
identified the *7rk *"~-k and 
another area the name of which he didn't know, but in which he stated the 
*"~-k *"1rk are located. He 
identified the local control panels referred to in the "report" as the 
auxiliary shutdown panels. When asked to describe the safety systems and 
the control functions which could be transferred away from the control room 
as stated in the letter, f/Kuykendall stated: "This is one (name deleted) 
threw in there on his own. I don't even know about those switches. I 
don't think Jim knows about them either." When asked who (name deleted) was, 
#Kuykendall identified a former NRC employee. 

When #Merrill was asked to identify the areas referred to in their "report", 
the only area he identified was the ,'(*;'\i', -ln'rk He also discussed 

*** 

The investigators reviewed the approved Surry Security Plan and determined 
that the areas identified ·by the allegers are not designated as vital areas 
and thus do not require the protective measures established for such areas. 
The areas are within the protected area and the investigators observed that 
these areas are afforded the same protection as other areas within the 
protected which are not designated as vital areas. To state that there are 
no security provisions for the areas identified by the allegers is simply 
incorrect. 

It should be noted that a study is presently being conducted by the Los 
Alamos Scientific Laboratory (I.ASL) for the NRC with the objective of 
defining for each individual facility those pieces of equipment which 
should be designated as vital when the operational affects of loss of 
various pieces of equipment are considered along with the particular 
systems design and plant layout for the facility being studied. Designa
tions of particular areas or equipment at Surry may be upgraded or down
graded as a result of this study and where upgraded, requirements to provide 
increased security measures will be imposed. However, in the meantime, 
Surry is meeting the requirements of its Security Plan for the areas in 
question. 

***Material deleted and withheld from public disclosure pursuant to 10 CFR 2.790(d). 
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FINDING 

The allegation is unsubstantiated. No items of noncompliance were identified. 
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34. ALLEGATION (Ref. AllB.15, B114.8, C9.24) 

Contrary to NRC requirements, new employees, contractor personnel and 
temporary workers hired for a few days work in high radiation areas, are 
given visitors badges without a security check of their backgrounds, are 
not escorted within the protected area as required, and are not challenged 
by security guards in such cases. 

DISCUSSION 

This allegation results from a paraphrasing of the information presented in 
Item 8 of the allegers' "report." Based on the wording of that document it 
appears to imply that visitor,s are required to have security checks of 
their backgrounds before being permitted to work at the plant. This is not 
the case. There are two types of access granted to a nuclear power plant, 
unescorted access and escort required. The Surry Security Plan requires 
successful completion of a background investigation before unescorted · 
access is granted, but does not require one for escorted access. The Surry 
Security Plan also establishes a badging system which differentiates between 
the levels of access granted as required by NRC regulations. During the 
interviews both #Kuykendall and #Merrill stated they had no knowledge of 
any individual being issued a picture badge indicating that unescorted 
access had been granted when the required background investigation had not 
been completed. 

The allegation, according to #Kuykendall and #Merrill, addresses those 
individuals permitted to work on site while their background investigation 
is in progress. Both indicated that these individuals are properly issued 
visitors' badges which identify the individuals as requiring an escort. 
Their concern is that these individuals are not subsequently escorted (by 
an individual granted unescorted access) at all. times while in the protected 
area as required. 

#Kuykendall described two incidents where he was allegedly left alone 
before he was granted unescorted access. In one case he stated he-was 
working with #Individual A on the phosphate system and #Individual A went 
to do something leaving him without an escort. In the other case he stated 
he was left alone in*** 

*** (which was within the same vital area perimeter at that 
time) but he was unable to identify his escort. #Kuykendall also stated 
that there were several cases where Daniels construction workers were 
issued visitors' badges and as many as 10 to 15 would be escorted by a 
single individual and that the escort would leave them to go do something 
else. 

The investigators interviewed #Individual A who stated that he had worked 
in the chemical addition area with #Kuykendall on one occasion but denied 
that he had left him alone at any time. 

During the interview #Merrill stated that his supervisor, #Individual B had 
sent him out a lot of times by himself before he was granted unescorted 
access. 

***Material deleted and withheld from public disclosure pursuant·to 10 CFR 2.790(d). 
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He stated that he had been in the auxiliary building basement, the contain
ment building --"all over the place" without the required escort. //Individ
ual B was subsequently interviewed and stated he didn't "know of any cases 
where this would be the situation" and "that's not the thing we do for 
obvious reasons". 

During the course of the investigation, several tours of the plant were 
made by the investigators and no unescorted.visitors were observed. However, 
a review of the Security Violation Reports (SVRs) maintained by the Station 
Security Supervisor revealed that during the months of July, August and 
September 1979 there were 54 instances where visitors were found by security 
force personnel to be within the protected area without an escort. This 
appears to be in noncompliance with the Surry Security Plan and NRC regula
tions (Infraction: 79-70-07). 

A detailed review of the SVRs disclosed that in most cases where visitors 
were found without an escort (by security personnel) they were taken back 
to the main access control point and held until their escort came to pick 
them up, at which time the escorts were advised of the proper procedures 
for escorting such persons. The review also disclosed that in the 54 
instances, no single individual's name appeared as the offending escort 
more than once. 

Licensee representatives informed the investigators that due to the steam 
generator replacement project and other work going on during the Unit 2 
outage, there was an extremely high number of contractor personnel on the 
site and problems of this type had been encountered. During the meeting 
with VEPCO management personnel on January 30, 1980, to discuss interim 
findings of the investigation, they provided a graph indicating a gradual 
decrease in the number of incidents where visitors were found without 
escort when broken down on a monthly basis. The VEPCO representatives 
further stated that meetings had been conducted with the various contractors 
on site in an attempt to solve this problem and that the frequency of 
roving patrols by security personnel had also been increased to combat the 
problem. 

FINDING 

That portion of the allegation regarding failure to escort was substantiated 
and one item of noncompliance was identified as described above. That 
portion of the allegation dealing with security personnel not challenging 
unescorted visitors is unsubstantiated. 
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35. ALLEGATION (Ref. A64.16) 

Contrary to NRC requirements, an individual employed by VEPCO at the Surry 
site received a whole body exposure to ionizing radiation in excess of 3 
rem in one calendar quarter an~ this information was not reported to the 
NRC. 

DISCUSSION 

This allegation results from paraphrasing the information provided to the 
investigators by #Merrill during the interview. #Merrill identified the 
individual exposed as #Individual A. 

The investigators obtained a copy of #Individual A's exposure history for 
his entire employment period with VEPCO which also included a completed NRC 
Form 4. The highest quarterly dose indicated by these records was 1.9 rem 
which is considerably less than the 3.0 rem permitted by 10 CFR 20.101(b)(2). 
These records did indicate an incident wherein #Individual A's finger had 
been contaminated due to a torn glove and the calculated total dose resulting 
from the incident was 381.19 mrem. · 

The investigators interviewed #Individual A and he stated "That's not true" 
when informed of the allegation. He confirmed the incident regarding 
contaimination of his finger. #Individual A also reviewed the copy of his 
exposure history obtained by the investigators and stated that everything 
appeared to be in order to the best of his knowledge. 

FINDING 

The allegation is unsubstantiated. No i terns of noncompliance were identified. 
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36. ALLEGATION (Ref. B123.7) 

The exposure limits established by NRC regulations are usually followed by 
VEPCO as far as the letter of the law is concerned, but not as far as 
intent. 

DISCUSSION 

'This allegation was made by #Kuykendall during the interview by NRC investi
gators. He stated (correctly) that it was theoretically possible to get 6 
rem in two minutes and not exceed the 3 rem per quarter limit established 
by 10 CFR 20 because the quarters are taken as calendar quarters. This 
could occur if an individual received 3 rem in the minute just before 
midnight on the last day of a quarter and 3 rem in the minute just after 
midnight which would be the first day of the next quarter. It should be 
noted that only if the individual had received no occupational exposure 
during the quarter just ending would such an occurrence be within regulatory 
limits. #Kuykendall did not provide any examples of where this had actually 
occurred nor any other information to support his contention. 

The investigator reviewed past inspection reports (IE Rpts. 50-280/77-5, 
77-29, 77-31, 78-8, 79-9, 79-12, 79-14, 79-49 and 50-281/79-29) and found 
that the exposure control program has historically been found to meet the 
requirements of 10 CFR 20.101 and 20.102. 

The investigator also reviewed the VEPCO "Health Physics (Radiation Protection) 
Manual for Nuclear Power Stations" dated February 14, 1979 and Surry Procedure 
HP-3.10-1, entitled "Personnel Dosimetry Control and Exposure Records" and 
found that they meet the requirements of 10 CFR 20.101 and-20.102. 

The investigator discussed the theoretical possibility' identified by 
#Kuykendall with the Health Physics Supervisor who stated that while it is 
possible for that to happen, such is not the practice at Surry and he had no 
knowledge of it actually happening. 

FINDING· 

The allegation is unsubstantiated. No items of noncompliance were identified . 

. ·-------··· ·- --- .. -·-··-
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37. ALLEGATION (Ref. A72.12) 

Contrary to NRC requirements, a large quantity of radioactive water was 
spilled in the area outside of the safeguards area and VEPCO did not report 
it to the NRC. 

DISCUSSION 

This allegation results from information provided to the investigators by 
#Merrill during the interview. He stated that the only action taken by 
VEPCO was to keep people out (of the area) for a while and bring in a 
couple truckloads of gravel and dump it on the ground. He also stated it 
was low-level waste, but that any spill of that type was reportable. He 
did not provide any other information regarding the incident. 

In the absence of more specific information the investigators reviewed the 
Station Deviation Reports (SDR) for the period January 1, 1979 through 
December 15, 1979 and found the following reports dealing with spills of 
radioactive liquids. 

SDR No. Date 

Unit 1: 79-112 07 /12/79 
79-126 08/13/79 
79-131 08/23/79 
79-153 09/13/79 
79-216 11/10/79 

Unit 2: 79-73 05/21/79 
79-97 06/08/79 
79-111 10/26/79 

Units 1 and 2: 79-34 03/28/79 

The investigator determined that the events reported on these SDRs were not 
required to be reported to the NRC by either 10 CFR 20.403 or 20.405. 

The investigator requested that dirt samples be taken outside each safeguards 
area and on a building roof and analyzed for radioactive contamination. 
The analyses for the dirt samples showed low levels (1 to 10 picocuries per 
gram) of cesium and cobalt. The investigator also surveyed the ground 
outside each safeguards area with an NRC-owned radiation monitor (Xetex) 
and found no appreciable levels of radiation above background. 

When compared to the data available in SDR 79-131, the analysis of the 
sample taken from the roof where a component cooling water valve, l-CC-406, 
had been found leaking showed that an extremely high percentage of the 
reported radioactivity released remained on the roof, especially in view of 
the amount of rain occurring between the identification of the leak on 
August 23, 1979 and when the sample was taken in December 1979. Subsequent 
investigation disclosed that a Maintenance Request (MR No. S1903101745) had 

·---·--·---··- -----r-·· ------·-- ... - ~·. - - .. ··-
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been initiated on March 10, 1979, requesting repair of a body to bonnet 
leak on 1-CC-406. A review of this MR indicated it had been classified as 
"Routine" when it should have been classified as "Urgent" thereby indicating 
immediate repair was required. It appeared to the investigators that no 
action had been taken regarding this MR when the second MR (No. $1908231600) 
and SDR 79-131 were initiated on August 23, 1979. The SDR indicated that 
on August 23, 1979, the leak rate was determined to be approximately one 
one gallon per hour and that the release occurred from 1700 hours on August 22, 
1979, until discovered at 1700 hours on August 23. 

The investigators interviewed #Individual A who had determined that the 
leak had only lasted for 24 hours and asked how he arrived at that determi
nation. He stated that they had asked an operator who had been on the roof 
the day before (8/22/79) if he had seen the leak and #Individual A said the 
operator stated he had not. The investigators also interviewed the operator, 
I/Individual B who confirmed that he had been asked and stated the only 
answer he could have given was that he hadn't noticed it, pointing out that 
he also hadn't noticed it on August 23, 1979, until it was brought to his 
attention. 

Based on the existence of the earlier MR on which no action had been taken 
and the amounts of radioactivity contained in the sample taken for the 
investigator, it appears that the leak existed from on or before March 10, 
1979 until August 23, 1979. However, the investigator determined that even 
assuming the one-gallon per hour leakage rate existed for the entire period, 
the quantities of radioactivity released would not have exceeded the regu
latory limits established for the particular isotopes identified in the 
leak. 

With the exception of the roof top discussed above, there was no evidence 
that the areas where the spills occurred were not properly decontaminated. 

FINDING 

The allegation could not be substantiated due to the lack of specific infor
mation regarding the particular incident. Spills have occurred within the 
restricted area; however, the licensee is not required to report such spills 
to the NRC and no items of noncompliance were identified. 

····--..--··-. ----... --- .-----. -
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38. ALLEGATION (Ref. AS6.3) 

Contrary to NRC requirements, sign off or initialing of steps in procedures 
are not accomplished as the activity progresses as intended. Instead, the 
procedures are not signed off until the procedure has been completed. 

DISCUSSION 

This allegation was made by #Merrill during the interview by NRC investiga
tors. When asked for names of individuals who did this #Merrill stated 
"all the licensed ones (operators) that were on my shift" and identified 
//Individual A, #Individual B, #Individual C, and #Individual D. The investi
gators determined that #Individual A and #Individual B were no longer employed 
by VEPCO and that #Individual D was a laborer, not a licensed operator. The 
investigators did not attempt to locate and interview #Individual A and 
#Individual Bin that based on other interviews, it did not appear necessary.· 

The investigators interviewed twenty individuals regarding this alleged 
practice including #Individual C and a random sample of operators, craftsmen, 
supervisors and managers. Each of these individuals was asked if he had 
knowledge of cases where procedures requiring individual step signoff were 
not present when the activity covered by the procedure was accomplished or 
each step was not signed off as it was accomplished, and were only signed 
off later after the job was completed. In addition, two other individuals 
being interviewed concerning other allegations provided information bearing 
on this all~gation. 

Eight of the individuals, including #Individual C stated under oath that 
they had no knowledge of the alleged practice. One individual indicated 
that the practice may occur, but he was unable to cite any specifics. 
Another individual stated that it used to be a common practice, but he 
didn't believe it had occurred since the TMI incident. 

The remaining individuals, including seven individuals at the Assistant 
Shift Supervisor level or higher, acknowledged that the practice occurred 
in varying degrees, from doing a few steps of a procedure before signing 
them off, to doing complete procedures without the procedure in hand. Most 
of the supervisors and managers stated that they did not require that 
procedures be in hand and signed off as the steps were done for rou.tine 
activities done on a frequent basis if the individual performing the activity 
knew what he was doing. They stated that where the procedure was complex 
or the activity was performed infrequently the procedure was required to be 
in hand and signed off as the activity progressed. 

The investigators asked these supervisors who decided which activities 
required procedures in hand and signed off (and which did not) and how this 
information was conveyed to subordinates. While the responses varied, it 
appears, in general, that the decision is left to each individual shift 
supervisor. All of the procedures reviewed by the investigators during the 
course of the investigation were found to have individual sign offs for 
each step in the procedure, thus the procedure format in itself does not 
establish which procedures need or need not be signed off as the activity is 
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accomplished. In fact, the presence of individual step sign offs in proce
dures would appear to indicate an intent that the procedure be in hand and 
signed off as the activity progresses. 

The investigators reviewed the licensees administrative controls and QA 
program requirements and procedures regarding use of procedures. This 
review disclosed the following: 

NOTE: 

Surry Technical Specification 6. 4 establishes the requirement for 
providing and following detailed written procedures. 

Paragraph 17.2.0.2 of the NRC accepted, VEPCO Topical Report - Quality 
Assurance Program - Operations Phase (VEP-1) states in part that the 
VEPCO quality assurance program conforms to ANSI N18.7-1972. 

Paragraph 5.1.2 of ANSI NlB.7-1972 states in part: 

"Procedures shall be followed, and the requirements for use of proce
dures shall be prescribed in writing ... Guidance should be provided to 
identify the manner in which procedures are to be implemented. Examples 
of such guidan~e include identification of those tasks that require 
(1) the written procedure to be present and followed step-by-step 
while the task is being performed; (2) the operator to have committed 
the procedural steps to memory; (3) verification of completion of 
significant steps, by initials or signatures on checkoff lists .... 
The types of procedures that should be followed step-by-step are those 
for extensive jobs where reliance on memory cannot be trusted ... and 
tasks in which operations must be performed in a specified sequence ... . 
Routine procedural actions that are frequently repeated may not require 
the procedure to be present ... " 

Section 5 of the VEPCO Nuclear Power ·station Quality Assurance Manual 
(NPSQAM) states in part:"(5.0) Each nuclear power station shall be 
operated and maintained in accordance with written procedures. These 
procedures shall provide an approved preplanned method of conducting 
operations to minimize reliance on memory ..• (5.2.3) ... Initials will 
normally be required on any operational, testing and maintenance 
procedures." 

Paragraph 29.2 of Surry Administrative Procedure No. 29 (last revised 
12/20/79) states in part: " ... (29.2.1) •.. Each operator has the 
responsibility of ensuring that procedures are used to perform plant 
evolutions and that procedures are completed in a timely manner •.• 
(29.2.4) .•. Other OP's Except OP-4: Sections 1, 2, 3 and Section 4 for 
coD1Donly performed evolutions (rod movements, power changes, (boron 
concentration) changes, chemical feed operation) will be referred to 
using either the OP Books or Visible Files. The appropriate Section 4, 
except as noted above, will be signed off and routed as outlined in 
Sec. 29. 2. 5 .... " 

The procedure establishes different handling requirements for 
OP-1, OP-3 and OP-4. These are the controlling procedures for 
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unit startup, shutdown and refueling. These are the exceptions 
referred to in the above quotation. 

Based on the above stated requirements, and in the absence of any additional 
written guidance approved by licensee management, it appears that the only 
authorized exceptions to the requirement that operating procedures be in 
hand and signed off as the activity is accomplished are for rod movements, 
power changes, boron concentration changes and chemical feed operation, and 
the licensee is in noncompliance with the regulatory requirements noted 
above in all other cases (Infraction: 79-70-02). Specific examples were 
not researched and identified by the investigators, based on admissions 
under oath by licensee supervisors and managers that operating procedures, 
such as the one for Contaminated Drain Tank releases, are not signed off 
each time a release is made. 

During the review of Section 5 of the NPSQAM and Section 29.2 of Admini
strative Procedure 29 dated 12/20/79, the investigators noted what appeared 
to be a discrepancy in the format of Operating Procedures and Abnormal 
Procedures in that section numbers referred to by AP-29 do not conform to 
the numbering system prescribed by the NPSQAM. This discrepancy was brought 
to the licensee's attention. 

FINDING 

The allegation is substantiated. One item of noncompliance was identified as 
described above. 
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39. ALLEGATION (Ref. A126.24, B136.23) 

Contrary to NRG requirements, both Surry reactors are operated with the 
motor operated block valves in the pressurizer power operated relief valve 
(PORV) discharge lines closed due to leakage problems in the PORVs. 

DISCUSSION 

This allegation is the result of the investigators' paraphrasing of infor
mation provided, and implications made, by both #Kuykendall and #Merrill 
during their interviews. 

During the investigation the investigators observed the status indicators 
of the motor operated block valves on Unit 1 and confirmed that the unit 
was at power with the valves closed. Unit 2 was known to be in a defueled 
mode and the position of the valves in question was not ascertained. 
Discussions with licensee personnel disclosed that leakage problems had 
been encountered on the PORVs. 

A review of the Surry Technical Specifications by the investigators disclosed 
that they do not require that the PORVs be operational during power operation. 
There are also no specific requirements concerning the motor operated block 
valves, and since the PORVs are not required to be operational, the position 
of the block valves is immaterial. Overpressure protection during power 
operation is provided by the code safety valves which have no block valves 
in their discharge paths. 

The comments made by both allegers regarding this matter indicate that .the 
reason for the allegation was based on a misunderstanding, on their part, 
of the causes of the TMI incident. //Merrill stated: "you know the reason 
that they had the Three Mile Island accident, because those two valves were 
left shut --they (Surry) keep theirs shut all the time, because they (PORVs) 
leak by so bad." #Kuykendall stated: "one of the statements that VEPCO 
made in their analysis of the Three Mile Island plant accident was that 
they had a block valve that they could have used to isolate that relief 
valve if it stuck. Well, they failed to mention that the block valve was 
closed all the time because the valves (PORVs) leak." 

FINDING 

The information provided by the allegers regarding operation of the block 
valves was found to be correct; however, there are no requirements that the 
PORVs be operable (which in turn would require that the block valves be 
open) during power operation. No items of noncompliance were identified. 

____ _....._._ ·- ·--
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40. ALLEGATION (Ref. A92.5) 

Contrary to NRC requirements, VEPCO failed to adequately repair loose pads 
(support base plate) on a section of the Unit 1 RHR piping where it passes 
through the floor in a reactor coolant pump cubicle. All that was done was 
to fill the cracks in the concrete surrounding the pads with grout. 

DISCUSSION 

This allegation - results from information supplied to the investigators by 
#Merrill. He stated that stuff was just slopped around to cover the cracks 
and once the system was operated he was sure the stuff would crack away. 
He was unable to state in which pump cubicle this problem existed. 

During the investigation each reactor coolant pump (RCP) cubicle in Unit 1 
was inspected by an NRC inspector. This inspection disclosed only one pipe 
which would fit the description provided by #Merrill. That pipe is located 
in the cubicle for the "C" RCP, and has three supports for 'which the base 
plates are bolted to the floor. One of the support plates (No. H-16) was 
found to have been modified such that the support plate was tied to the 
wall. 

The investigators interviewed #Individual A, a VEPCO engineer and he explained 
the modification. He stated that during the support base plate anchor bolt 
inspection program, five of the bolt anchors on the support plate in question 
could not be replaced due to damage to the concrete and that VEPCO determined 
that the floor in the area surrounding that plate was no longer suitable 
for mounting a pipe support. #Individual A stated that it was decided to 
leave the existing support in place, but to tie it through a series of 
steel members to the adjacent wall, with the wall actually providing the 
necessary restraint. #Individual A provided a copy of the approved Stone & 
Webster modification drawing (Sketch No. 1284626-S-9-2) to the investigators.-

The inspection of the RCP cubicles did not disclose any improper concrete 
repairs or structural cracks. 

FINDING 

The allegation is unsubstantiated. While the investigation disclosed that 
the concrete had been damaged and repaired with grout, it was determined 
that the support was also redesigned and modified to transfer the point of 
restraint to the adjacent wall. No items of noncompliance were identified . 

. -.,,-.. .... -·- .- ... -- . ~ . ==---. -~--------···----
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41. ALLEGATION (Ref. A125.3) 

Contrary to NRC requirements, VEPCO has failed to take adequate corrective 
action regarding failure of parts of the control rod drive mechanism. 
Specifically, small plastic caps melt and a pin falls out and control is 
lost. 

DISCUSSION 

This allegation was made by #Merrill during the interview. He stated that 
#Individual A had told him there was a plastic cap with a pin in it which, 
due to design errors, would not withstand the high temperatures, and when 
it started heating up the plastic would melt, the pin would fall out and 
the control rod would stick. #Merrill quoted #Individual A as saying that 
"everytime they go to start it up, they have to go in and replace it (the 
cap) on two or three ( control rods) . 11 

When the investigators interviewed #Individual A he stated he didn't know 
anything about caps melting, but stated that on one occasion he had to go 
in and "adjust" some pins in a control rod cable connector where the cable 
connects to the mechanism. He explained that when the connector gets warm 
the pins in the connector move out of place and have to be adjusted. When 
the investigators asked if he was familiar with how the control rod drive 
mechanism worked, f/Indi vidual A stated "No, I'm not. 11 

The investigators determined that there was no "plastic caps with a pin in 
them" associated with the control rod drive mechanism which would cause a 
"stuck rod." However, discussions with licensee personnel disclosed two 
problems, either of which the alleger may have heard about, and misunderstood. 
//Individual B informed the investigators that plastic tie wraps (sounds 
like caps) which are used to hold identification tags on the control rod 
cables are subjected to high temperatures and radiation damage and some had 
broken causing loss of the identification tag. He said these were being 
replaced with a different type of tie wrap which will withstand the tempera
tures and radiation better. Failure of these tie wraps would not have any 
affect whatsoever on control rod operation. 

#Individual B also stated that problems had been encountered as a result of 
pin misalignment in the connectors. He explained that when the cables are 
reconnected after the reactor vessel head is installed (all cables must be 
disconnected before the vessel head is removed), the pins may be misaligned, 
the individual may not be as careful as he should be and may force the 
connector, resulting in one or more pins being dislodged from the retainer 
clip causing subsequent failure to make adequate contact with the mating 
connector. It should be noted that prior to reactor startup, procedures 
require that every control rod be exercised individually to verify proper 
control and a problem of the type described would be identified at that 
time. It should also be noted that while a problem of this type may prevent 
incremental movement of the control rod, it would not prevent automatic 
tripping and free-fall of the rod to the fully inserted position. 

. . .... ··- --·--... ------- ··--·· 
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FINDING 

The allegation is unsubstantiated. No items of noncompliance were identified. 
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42. ALLEGATION (Ref. A129.1) 

Contrary to NRC requirements, VEPCO failed to act on maintenance requests 
and design change requests. In some cases documents submitted were destroyed. 

DISCUSSION 

#Merrill was quoted in the newspapers as having said that VEPCO had ignored 
repeated appeals from them (the allegers) and others to correct the problems 
that were described in their "report". The investigators asked #Merrill to 
describe the appeals and he stated: "you were given a form to fill out, 
design change requests, maintenance requests; you filled them out and you 
handed them to your immediate supervisor, and he was the deciding factor of 
whether they should stop there or continue, and mine never went anywhere. 
Neither did a lot of other ones." //Merrill stated that in his case the 
documents were given to #Individual A. He also identified #Individual Bas 
one of the ones making such appeals or complaints and having them disappear. 
#Merrill was asked if he, or anyone else to his knowledge, ever attempted 
to bring the matters that he had identified to the attention of higher 
VEPCO management. He stated: "No, because other people had and they 
hadn't gotten anywhere .... " 

The investigators reviewed maintenance documents and found several mainte
nance requests (MRs) that had been initiated by #Merrill and #Kuykendall. 
In some cases, the work had been completed, in some cases the work was 
still pending and in other cases the MRs had been voided. In the case of 
the voided requests, the MRs were still on file documenting the fact that 
the work had been requested, but later voided. 

During the course of the investigation, the investigators reviewed many 
different maintenance requests in following up on the various allegations. 
It .was noted that in most c~ses the MRs which w~re voided contained no 
explanation for the voiding; they contained only the word "void" or "voided", 
the maintenance coordinator's initials in some cases and the date. Licensee 
representatives stated that in most cases the voiding occurred because the 
request duplicated an existing, outstanding MR or it addressed a matter 
known to be the subject of a design change request (DCR) already under 
review. In some cases, according to the licensee representatives, indi
viduals more knowledgeable of the equipment operation than the requestor 
ascertained that the problem identified was in error (the equipment was 
functioning properly) and the MR was voided without any maintenance activity 
being performed. 

In reviewing the maintenance histories for various pieces of equipment in 
following up on other allegations, the investigators found the licensee's 
explanation of the reasons for voiding to be supported by the records; that 
is, when voided MRs were found, it was noted that there was an overlapping 
MR which was completed or a DCR in some stage of review or completion. 
However, the investigators discussed the advisability of documenting the 
reason for voiding on the MR at the time it is voided with licensee manage
ment. This would preclude the necessity of extensive record searches to 
ascertain such information at some future date . 

.... --··· ·-------· 
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One other possible problem with maintenance records handling which could 
give rise to this type of allegation was identified during the investigation. 
The licensee does not use prenumbered forms for MRs. A unique MR number is 
generated when the MR is initiated using the unit number, year, month, date 
and 24-hour clock time in a predetermined sequence. Normal processing of 
the MR requires that the handwritten information be entered into a computer 
which then generates a typed MR that is forwarded to the appropriate group 
for completion of the requested action. This procedure assures that the MR 
status is tracked by the computer and that a computer-based maintenance 
history and records retrieval system is generated for the MRs which are 
filed sequentially (chronologically) without regard to system or component. 
However, under certain circumstances the procedure permits work to be 
requested and accomplished using the handwritten request and does not 
require that a copy be simultaneously forwarded for computer entry. The 
outstanding MR tracking system is negated in such cases and, if the 
completed MR gets filed before being entered into the computer it would not 
appear on subsequent mainte~ance history printouts. It should be emphasized 
that the investigation did not disclose any instances where this had occurred, 
only the possibility for occurrence was identified and this was brought to 
the attention of licensee management. 

The investigators asked thirty-five individuals interviewed which included 
#Individual A and #Individual B, as well as operators, craftsmen, technicians, 
security guards and supervisors, if they had ever experienced difficulty 
with MRs, DCRs or deviation reports they submitted not getting entered into 
the system and acted upon. They were also asked if they had ever had a 
supervisor indicate that they shouldn't submit such· documents. Some 
individuals indicated there had at times been disagreements over reporta
bility or necessity of maintenance, but indicated that these cases had been 
resolved to their satisfaction and stated that they felt free to go to 
higher management if necessary to obtain resolution. There was no informa
tion provided which would tend to support the allegation with regard to 
safety-related equipment. Individuals who indicated that they had seen 
their MRs torn up, stated that there were other MRs outstanding which they 
did not become aware of until ·after they initiated their MR. While some 
individuals expressed concern about long delays in accomplishing some 
requested maintenance or design changes, the examples provided dealt with 
operator convenience recommendations, personal non-radiological safety 
matters or non-safety-related equipment, all of which are outside the 
jurisdiction of the NRC. 

FINDING 

The allegation is unsubstantiated. No items of noncompliance were identified. 
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ALLEGATION (Ref. A103.8) 

Contrary to NRC requirements, VEPCO failed to report acts of sabotage or 
suspected sabotage to the NRC. Specifically sand found in the main bearing 
of the Unit 1 main generator in 1977 and a piece of metal found wrapped 
around a turbine blade on the main turbine in 1976 were not reported. 

DISCUSSION 

This allegation is the result of the investigators' paraphrasing of infor
mation provided by #Merrill during the interview. 

The investigators recalled hearing about events of the type described by 
#Merrill at some time in the past. The investigators discussed this 
allegation with appropriate NRC personnel in the Region II office and were 
informed that both events had been reported to the NRC when they were 
discovered. Both reports were made by telephone and neither was reported 
in writing, there being no requirement for a written report. 

With regard to the sand allegedly found in the bearing, the investigators 
were provided a copy of a VEPCO internal, confidential investigative report 
which concluded, based on a laboratory analysis of the material found in 
the bearing and interviews with VEPCO employees, that the failure was a 
normal mechanical failure and no evidence indicating deliberate sabotage 
was found. 

FINDING 

The allegation is unsubstantiated. No items of noncompliance were identified. 
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44. ALLEGATION (Ref. B19.24) 

Employees at Surry are pressured not to provide safety-related information 
to NRC representatives and those known to have done so are discriminated 
against. 

DISCUSSION 

During the interview of f/Kuykendall the investigator asked if certain 
information had been brought to the attention of the NRC. In response he 
stated: 

"We did not at any time specifically call (the Resident Inspector) 
aside and point this out to him. There were good reasons for that. 
The first good reason is that we (he and f/Merrill) were both pretty 
expendable and a lot of pressure has been exerted on people who have 
made complaints specifically to the NRC." 

When asked for examples, #Kuykendall identified two individuals, #Individual A 
and #Individual B, who,he believed had been discriminated against because they 
were suspected of having provided information to the NRC. 

Public Law 95-601 (92 STAT 2951) which amended the Energy Reorganization 
Act of 1974, adding a new Section 210 was signed into law on November 6, 
1978. This statute prohibits discriminatory actions against individuals 
who have cooperated with the NRC in any action to carry out the purposes of 
the Energy Reorganization Act of 1974 or the Atomic Energy Act of 1954 and 
provides a mechanism for individuals who believe that they have been discrim
inated against in violation of this statute to seek redress. The statute 
requires that such individuals file a complaint with the U.S. Department 
of Labor, which has statutory jurisdiction regarding investigations and 
determinations on such complaints. Notwithstanding DOL' s jurisdiction 
regarding. worker complaints, the NRC investigators pursued this matter to 
determine whether actions had been or were being taken to impede regulatory 
processes of the NRC. 

During the investigation forty-eight individuals, including the two identified 
by #Kuykendall, were interviewed regarding this allegation. Included in 
this group were security guards, operators, craftsmen, technicians, supervisors 
and managers. Each was asked if they had any knowledge of actions being 
taken against employees at the site because they were known or suspected to 
have talked to the NRC or because they were vocal within the VEPCO organi
zation about something they perceived as a problem. Forty-four individuals 
stated, under oath, that they had no knowledge of such actions. Two indi
viduals expressed opinions that certain individuals other than themselves 
may have been discriminated against, but both indicated that it was specula
tion or hearsay and neither had direct knowledge of such actions. Some of 
the interviewees pointed out VEPCO' s "open door policy" whereby employees 
can take their concerns directly to senior management at the corporate 
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level and indicated that they believed management had a right to get upset 
if employees went to the NRC before trying to resolve their concerns within 
the normal chain of command or by going to senior management via the "open 
door." 

*** 

Two paragraphs have been deleted and are withheld from public disclosure 
pursuant to 10 CFR 2.790(a)(7) because the specific information would 
tend to identify two individuals who believe they have been discriminated 
against as a result of known or suspected contacts with the NRC. 

The provisions of Public Law 95-601, including the mechanism for filing a 
complaint, were explained to those individuals who expressed a belief that 
they were being discriminated against in violation of the statute and they 
were provided a copy of the statute and the_ address of the local office of 
DOL. 

In addition to the questions regarding actions against employees, each 
interviewee was also asked if he had received any pressure or instructions 
from VEPCO supervisors or managers, or anyone else as to how to respond to 
any questions the investigators might ask. None of the interviewees indicated 
that they had been pressured in any way by VEPCO supervisors or managers 
regarding the investigation. Many of the interviewees stated that they had 
been instructed to tell the truth as they saw it and "let the chips fall 
where they may". 
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FINDING 

The implied allegation that employees are pressured not to provide safety
related information to the NRC is unsubstantiated. No objective evidence 
was obtained which would indicate that VEPCO supervisors or managers attempted 
to impede this investigation. Regarding the individuals that stated they 
had been discriminated against, no attempt was made by the investigators to 
determine the validity of their beliefs in that DOL has jurisdiction should 
these individuals decide to file a formal complaint. 
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45. ALLEGATION (Ref. A108.1) 

Operators bring cocaine and marijuana on site and use it while working. 

DISCUSSION 

i/Merrill made the above allegation during the interview by NRC investigators 
and identified #Individual A and #Individual Bas individuals that he was 
positive about. When asked if anyone could corroborate what he was alleging, 
#Merrill stated that #Individual C and #Individual D would know about it. 
He further stated that #Individual B was a dealer in cocaine. When asked, 
#Merrill stated that he had no knowledge of licensed operators using cocaine 
or marijuana. 

Enforcement of criminal statutes regarding possession and trafficking in 
marijuana and cocaine falls within the jurisdiction of the U. S. Drug 
Enforcement Administration and State and local law enforcement agencies. 
However, even though the NRC has no specific regulations prohibiting the 
use of drugs or intoxicating beverages by personnel working at a nuclear 
power plant, the licensee is required to ensure that his employees are 
physically and mentally capable of carrying out their assigned responsi
bilities in a manner which will not endanger the public health and safety 
and the investigators pursued the allegation in this respect. 

The investigators reviewed the licensee's security records for the eighteen
month period immediately preceding the investigation and found nine security 
reports involving possession and/or use of drugs or marijuana. Seven of 
the reports dealt with possession of marijuana. On three occasions visitors 
to the facility were denied access and on three other occasions subcontractor 
employees were denied access, all because they were found to possess marijuana. 
The seventh report indicated that the laboratory test results for suspected 
marijuana were negative. The remaining two reports dealt with possession 
and use of cocaine, LSD and barbituates and indicated that only one VEPCO 
employee (who was not a member of the operating staff) was involved; the 
others were all subcontractor employees. These records also indicated that 
the local law enforcement agency had been notified in each case. 

The investigators asked 44 interviewees, including the four individuals 
named by #Merrill, if they had any knowledge regarding the use of drugs or 
marijuana by personnel at the Surry site or by individuals on their way to 
the site to go to work. Thirty of the interviewees stated that they had no 
such knowledge. Thirteen interviewees either indicated that they had 
smelled marijuana smoke in the plant, but hadn't actually seen anyone 
smoking it, indicated that marijuana had been found in the plant, or they 
identified individuals who had already been terminated from employment. 
The areas where suspected marijuana had been found were identified as the 
turbine building basement, the emergency switchgear room and the· control 
room; however, the licensee did not send the material found to a laboratory 
for examination. One individual refused to answer the question on the 
grounds that he might tend to incriminate himself. None of the interviewees 
expressed any knowledge of the use of drugs, particularly cocaine and LSD 
at the Surry site and all denied any knowledge of the use of marijuana by 
Surry operations·personnel. 

·--·-.---.•-r--.-r-•· .. '·"··-··· .. -- ~- ... - ... --~ 
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With regard to the individuals specifically named by #Merrill, #Individual A 
and #Individual B both stated they had smelled marijuana smoke at the site 
but denied knowing the identity of anyone involved. Both also denied any 
knowledge of the use of drugs at Surry. #Individual D denied any knowledge 
of the use of marijuana or drugs and #Individual C refused to answer the 
question on the grounds that the answer might tend to incriminate him. 
This information was discussed with the Resident Agent of the Drug Enforcement 
Administration's Norfolk, VA, resident office and he was provided information 
regarding the identities and locations of these four individuals. 

FINDING 

The allegation as stated is unsubstantiated in that neither the records 
reviews nor the interviews corroborated that operations personnel had used 
cocaine or marijuana on the Surry site. The investigators did find that 
both marijuana and cocaine have been found on the site, and used on the 
site by non-operations personnel; however, the licensee took the appropriate 
actions in those cases identified .. The information gathered by the investi
gators regarding this matter has been provided to the appropriate law 
enforcement agencies . 

. ... -- ·-·---~--- -- ··-·--·----------·-
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46. ALLEGATION 

Contrary to NRC requirements, periodic test data for the outside recircula
tion spray pumps was falsified to indicate flow and discharge pressures 
within the procedure acceptance criteria, when in fact the systems had been 
modified by installation of orifice plates which rendered the acceptance 
criteria in the procedure invalid. 

DISCUSSION 

This allegation was not made by #Kuykendall or #Merrill, but was made by 
#Individual A in response to the investigators' question as to whether or 
not he had knowledge of any doctoring or altering or any other type of 
falsification of records. #Individual A stated that he believed he had 
heard this from #Individual B. He further stated that when the engineers 
were informed they did calculations and changed the acceptance criteria of 
the procedure. 

The investigation disclosed that orifice plates were installed in these 
lines on August 25, 1977, under design change DC 77-41. Sections 5 and 6 
of the Final Design (Supplement) for this change package indicated that no 
changes were required in operating procedures or periodic test requirements 
for the system as a result of the change. 

A review of the test data for PT 17.3 prior to and following installation 
of the orifice plates disclosed that pump discharge pressure did not change 
appreciably on one pump, increased slightly on two pumps and dropped drasti
cally on the remaining pump. License representatives stated that on the 
one pump whose pressure dropped drastically it was determined that the 
point of pressure measurement was downstream of the orifice whereas the 
points of pressure measurement on the other three pumps were upstream of 
the orifices. The records indicated that the pressure gauge on the one · 
pump was moved to a point upstream of the orifice plate and subsequent test 
data was consistent with the other three pumps. 

The investigators noted that the copy of PT-17.3 completed on Unit 1 on 
September 4, 1977, contained pump discharge pressure data indicating that 
the acceptance criteria (120 ± 10 psig) had not been met. Pump 1-RS-P-2A 
discharge pressure was recorded as 135 psig and Pump 1-RS-P-2B discharge 
pressure was recorded as 140 psig. The Periodic Test Critique Sheet attached 
to the test was marked to indicate that the test results were satisfactory, 
but contained a statement that the "specs. (acceptance criteria) in this PT 
for discharge pressure do not reflect design change modification." 

The investigators interviewed #Individual Band he stated he did not recall 
having any discussions with anyone about the test data being falsified. He 
stated that an Engineering Study had been accomplished which concluded that 
the procedure acceptance criteria was still valid following the modification. 
He subsequently provided a copy of a microfilm record of Surry Engineering 
Study 78-11 performed on 5/16/78 and reviewed by the Supervisor-Engineering 
Services on 10/19/78 which confirmed his statements regarding.the acceptance 
criteria . 

.. ,. - ------ ·-~---- ----- ___ .,. ... _. -- -· --- ·-·· -·-·· -------···· 
-·- . -- --- --- ,-• ·- ... 
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The licensee could not explain positively the cause of the high discharge 
pressures obtained on 9/4/77 discussed above or those obtained on 1/3/78 
which were properly documented on the Periodic Test Critique Sheet and a 
Procedure Deviation form. However, the investigators noted that suction 
head to the pumps is maintained by a closed seal head tank which is normally 
empty and is filled to accomplish the· test. The procedure did not specifi
cally require venting of the tank prior to running the test and it would be 
possible to pressurize the tank· somewhat with the filling source (Primary 
Grade Water pump). This would .increase the pump discharge pressure accord
ingly. The latest revision of the procedure dated 9/17/79 does require 
venting during fill, but if followed exactly could still result in pressu
rizing the tank in that it states "When water begins to flow out of (the 
vent valve), close (the vent valve) and (the fill valve)." The fill valve 
must be closed first to prevent pressurization. The licensee committed to 
revising the procedure and this will be confirmed during a future inspection. 

FINDING 

The allegation is unsubstantiated. No items of noncompliance were identified. 
' 



CHRONOLOGY 
COMMUNICATIONS BETWEEN NRC REPRESENTATIVES AND 

KUYKENDALL, MERRILL AND THEIR ATTORNEYS 

05/08/89 VEPCO employee discovered an unknown substance on new fuel assemblies 
in storage at Surry Power Station. 

06/16/79 Kuykendall and Merrill released statements to the news media admitting 
that they poured caustic sodium hydroxide on new fuel assemblies on 
4/27/79 and claimed that they did so to bring operational and security 
weaknesses at Surry to the attention of the public which they alluded 
to in general terms. 

06/17/79 Kuykendall called Burke, the NRC's Resident Inspector at Surry at his 
home and repeated general allegations and asked the Resident Inspector 
the location of the public document room and wanted to know if the 
files would contain NRC inspection reports and licensee event reports. 

06/18/79 State· of Virginia issued warrants charging Kuykendall and Merrill with 
violation of State statutes. 

06/19/79 Kuykendall and Merrill surrendered to Surry County authorities; were 
released on bond; and held news conference alleging unsafe conditions 
at Surry. 

06/20/79 Alderson, Region II investigator contacted Kuykendall by telephone and 
requested meeting with he and Merrill to obtain specifics regarding 
allegations. Kuykendall agreed for both, stating that Merrill was 
there with him at the time. 

06/21/79 Two Region II investigators, Alderson and McGuire traveled to Hampton, 
Virginia and contacted Kuykendall to arrange meeting. Ben-Veniste and 
Nessen, the attorneys for Kuykendall and Merrill were at Kuykendall's 
home and refused to allow them to be interviewed. 

06/26/79 Letter from Alderson to Ben-Veniste with copies to Nessen, Kuykendall 
and Merrill discussing NRC's interest in obtaining specific information 
and requesting opportunity to interview Kuykendall and Merrill at the 
earliest possible time. 

07/06/79 Alderson telephoned Ben-Veniste, regarding interviews and he requested 
assurances that NRC would not provide any part of the information 
gained from requested interviews to law enforcement agencies as a 
condition for allowing interviews to take place. 

07/09/79 Ben-Veniste letter to Alderson confirming telephone conversation of 
7/6/79 regarding conditions for interview (i.e., NRC assurances that 
information gained would not be made available to the prosecution). 
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07 /10/79 Letter from James P. O'Reilly, Director, Region II to Ben-Veniste 
explaining need for additional information, requesting that he recon
sider his position regarding the interviews and offering as a compro
mise to accept information from his clients through him. 

07/12/79 Ben-Veniste letter to O'Reilly, restating his previous position regarding 
confidentiality. 

07/16/79 NRC attorneys, Bachmann and Liberman contacted Ben-Veniste by tele
phone regarding requested interviews. Ben-Veniste refused interviews 
of clients without promise of confidentiality by NRC. 

07/19/79 Bachmann contacted Nessen by telepone and he maintained same position 
as Ben-Veniste regarding confidentiality. 

07/20/79 Letter from Bachmann to Nessen confirming telephone conversation of 
7/19/79. 

1/26/79 Bachmann called Ben-Veniste informing him that the NRC would not with
hold information from the FBI and that subpoenas were being considered. 

08/14/79 Commission granted authority to issue subpoenas during affirmation 
session. 

08/15/79 Letters from Bachmann to Ben-Veniste and Nessen denying request for 
confidentiality and informing them of intention to issue subpoenas. 

08/21/79 Nessen called Bachmann and committed to arrangements for interviews. 
immediately after Labor Day. 

08/22/79 Letter from Bachmann to Nessen confirming telephone conversation of 
8/21/79. 

09/07/79 Nessen called Bachman stating he would not make commitment for interviews 
until Ben-Veniste returned from vacation around 9/10/79. 

09/10/79 Bachmann called Ben-Veniste who stated that there would be no interview 
arrangements before 9/24/79. 

09/18/79 NRC issued subpoenas by registered letters to Kuykendall and Merrill 
directing them to appear on 10/1/79. 

09/19/79 Letters from Bachmann to Ben-Veniste and Nessen with copies of subpoenas. 

09/24/79 Letter from Ben-Veniste to Bachmann indicating impossibility of complying 
with subpoenas on 10/1/79 pointing out that 10/1/79 was Yorn Kippur and 
stating that Kuykendall and Merril would not waive their right to be 
represented by counsel at any such hearing. 

09/27/79 -Liberman and Bachmann called Ben-Veniste regarding subpoenas. 
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09/28/79 Bachmann called Ben-Veniste regarding written statement in lieu of 
subpoenas. 

09/28/79 Letter from Ben-Veniste to Bachmann agreeing to provide written state-· 
ment on or be£ore 10/10/79. 

09/28/79 Telegrams sent to Kuykendall, Merrill, Ben-Veniste and Nessen cancelling 
subpoenas. 

10/10/79 Letter from Ben-Veniste to Bachmann containing written statem~nt from 
Kuykendall and Merrill addressed to the Commissioners. The envelope 
containing the letter bore instructions to the messenger to deliver to 
Bachmann "at 10:00 a.m., Wednesday, October 10th.". 

10/15/79 Letter from Ben-Veniste to Bachmann indicating his shock and disappoint
ment to read a UPI news report dated 10/13/79 and demanding immediate 
retraction. 

l0/23/79 NRC issued subpoenas by registered letters to Kuykendall and Merrill 
directing them to appear on 11/6/79. 

10/25/79 Letter from V. Stello, Jr.; Director, Office of Inspection and Enforce
ment to Ben-Veniste summarizing NRC's attempts to obtain information 
and informing him that the 10/10/79 letter lacked sufficient detail to 
enable the NRC t.o complete its investigation into the charges. Copies 
of the subpoenas were included with the letter. 

10/29/79 Letter from Ben-Veniste to Stello stating that the 11/6/79 date would 
not be convenient as he would be out of the country and Nessen had a 
previously scheduled commitment. He suggested a meeting on 11/12/79 
in Washington, DC as an alternative. 

11/01/79 Letter from Stello to Ben-Veniste acknowledging the 10/29/79 letter 
and stating that the NRC would be amenable to arranging for the inter
views to take place at some time prior to 11/6/79 (emphasis contained 
in letter). 

11/06/79 Kuykendall and Merrill failed to appear at the time and location stated 
in the subpoenas. Alderson determined that Kuykendall had signed for 
his registered letter but Merrill had not. 

Alderson telephoned Kuykendall who stated that he had not appeared 
because his attorney had told him it (the subpoena) had been taken 
care of. Kuykendall also stated that Merrill was out of town, but 
indicated his own willingness to appear. 

After subsequent telephone conversations between Alderson and Nessen, 
and Kuykendall and Nessen, Kuykendall appeared, without counsel,· 
before NRC investigators and was interviewed under oath. 
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11/07-
14/79 

11/14/79 

Several telephone conversations between NRC representatives and Merrill, 
Ben-Veniste and Nessen arranging for Merrill to appear before NRC 
investigators voluntarily. 

Merrill appeared, without counsel, before NRC investigators and was 
interviewed under oath. 
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Richard G. Bachmann 
Attorney 

October 10, 1979 

Rulemaking and Enforcement Division 
Office of the Executive Legal Director 
U.S. Nuclear Regulatory Commission 
Washington, D.C. 20555 

Re: William E. Kuykendall and 
James A. Merrill, Jr. 

Dear Mr. Bachmann: 

Pursuant to our agreement, Mr. Nessen and I are 
submitting herewith the materials prepared by our clients, 
William E. Kuykendall and James A. Merrill, Jr., which 
outline some of the basic health, safety and security problems 
which exist at Vepco's Surry nuclear plant. Copies are 
enclosed for each of the Commissioners which I trust you 
will arrange to have delivered directly to them. 

Thank you again for your cooperation in this 
matter. 

Enclosures 

RBV/cla 

~J::J;_%-~ 
Richard Ben-Veniste 
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Joseph Hendrie, Chairman 
John Ahearne, Commissioner 
Peter Bradford, Commissioner 
Victor Gilinsky, Commissioner 
Richard Kennedy, Commissioner 
u. s. Nuclear Regulatory Commission 
Washington, D.C. 20555 

Gentlemen: 

October 10, 1979 ' 

We are writing to you to express our grave concerns 
about the serious safety hazards at the Surry Nuclear Power 
Plants. We are convinced that Virginia Electric and Power 
Company (VEPCO) should not be permitted to operate the two 
nuclear power plants at Surry. In addition to our personal 
knowledge of the many dangerous conditions in the Surry 
plants, we have had the painful experience of observing that 
both VEPCO and your inspectors seem intent on ignoring these 
hazards. This must stop. So far, the unsafe design, sloppy 
operating practices and indifferent attitudes have cost 
VEPCO's customers hundreds of millions of dollars, and 
needlessly exposed VEPCO's workers and the public to dangerous 
radiation. If these problems are not corrected, we believe 
that a very serious accident is a real possibility - an 
accident that would kill thousands of people and spread 
radioactive materials over a ·large part of Virginia. 

· We know that VEPCO is not going to take the 
actions necessary to correct the present hazards, and to 
operate safely in the future, voluntarily. We know that the 
NRC's inspectors are either unwilling or unable to order the 
necessary corrective actions. Therefore, we have tried to 
focus public attention on the safety hazards in the hope ' 
that this will lead to their elimination. We trust that you 
will fulfill your responsibility to assure that the health 
and safety of the public and VEPCO's employees will not be 
endangered before the Surry plants are permitted to resume 
operation. 

To accomplish this, we believe that the following 
actions are needed. 

1. Review of the Surry Plant Design. The dis
covery of fundamental design errors after years of plant 
operation proves that the original design review was totally 
inadequate. It is not sufficient to correct only those 
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design errors that have been disclosed purely by chance. 
What is needed is a comprehensive, detailed review of each 
aspect of the Surry plant that is important to safety. 
There is no doubt in our minds that such a thorough evalu
ation will disclose additional design deficiencies. Hoping 
that an accident will not occur is no substitute for an 
investigation to determine whether safety systems will work 
properly if an accident does occur. 

2. Evaluation of VEPCO's Technical Qualifications 
to Operate Nuclear Power Plants. It is obvious to us that 
VEPCO has shirked its responsibility to provide adequate 
training for its employees. There have been too many in
stances where employees have been ordered to perform tasks. 
they are not trained to perform. The result has been 
damaged equipment, release of radioactive materials outside 
the plant and higher radiation exposures of the employees. 
The health and safety of the public can be protected, but 
only if each person entrusted to·manipulate safety equipment 
has been thoroughly trained and tested. This has definitely 
not been the situation at the Surry plants. 

3. Upgrading of Security Provisions. The secur
ity program at the Surry plants needs to be changed. Equip
ment used to detect unauthorized entry of weapons must 
function properly. Visitors without security clearances 
must be closely controlled. Guards must be assigned duties 
for shorter working hours if they are to remain vigilant. 
Vital areas of the plant must be protected by physical 
barriers_which prevent unauthorized entry. 

The bases. for the above recommendations are con
tained in the attached report, Health and Safety Hazards at 
the Surry Nuclear Power Plants. You have asked us to identify 
the specific health and safety hazards and the security 
deficiencies at Surry. As you know, our only motivation 
in taking the action we did was to focus attention on these 
problems. We are convinced that few, if any, of the speci
fic hazards we have identified were unknown to VEPCO or 
NRC's inspectors. The problem was that as long as the 
public was unaware of the unsafe design, dangerous operating 
practices, falsification of records, inadequate training, 
deceptive testing procedures and security loopholes at . 
Surry, neither VEPCO nor your agency would take appropriate 
corrective action. We have jeopardized our freedom and our 
families' happiness solely because of the knowledge that the 
Surry nuclear power plants are a serious threat to thousands 
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of other people's lives. We hope our actions will have 
served to illustrate just how dangerous the conditions at 
Surry are. We will continue to assist you in identifying 
and correcting those hazards now that public attention will 
force VEPCO and your agency to do the job you were claiming 
to do all along --protect the health and safety of the 
public. 

Sincerely, ~fif1 
W,/L:__f isL(!Jj(/ 
William Kuykendall 

~~. 
James Merrill, Jr. ct 
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HEALTH AND SAFETY HAZA?nS AT THE 
SURRY NUCLEAR POWER PLANTS 

1. Unknown Quantities of Radioactive Material 
Are Routinely Dumped in the James River 
And the Air. 

VEPCO routinely dumps water contaminated by un

known levels of radioactive material into the James River. 

This is a violation of license requirements and endangers 

the health and safety of the public. It occurs because the 

attitude of VEPCO is to keep the plants operating regardless 

of the danger. 

For example, the river water used to cool the 

component cooling water system may be contaminated with 

radioactive materials. Therefore, the water discharged to 

the river is supposed to be continuously sampled and an 

alarm automatically given if radiation is detected. How

ever, VEPCO has been repeatedly informed by its employees 

that this alarm system is useless. It is designed in a way 

that prevents detection of radiation no matter how high the 

contamination level becomes. The problem is that the pump 

used to deliver water to the radiation detector is not 

capable of pumping water to the radiation detector. 

A similar problem exists with the water dumped 

into the James River from the liquid radioactive waste 

system. In this instance, the danger is so high that, upon 
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detection of radiation, the flow of water into the river is 

supposed to be stopped by automatically closing a valve 

rather than only causing an alarm. However, this safety 

system fails practically every time that it rains. The 

problem is that the radiation detector is located outside 

and rain leaks into its enclosure. This shorts out the 

delicate electrical circuits. When this occurs repairs are 

not undertaken promptly. Instead, radioactive water continues 

to be dumped and repair work is postponed. When repairs are 

made, they are not adequate to prevent future failures. All 

that VEPCO does is to dry out the electrical circuits using 

rags and heat lamps. The next time it rains, water leaks 

into 'the radiation detector, it fails, and repairs are 

postponed again. 

It is also VEPCO's practice to dump radioactive 

water into the James River which has not been sampled or 

analyzed to determine its level of contamination. The 

method used to do this creates the appearance that nothing 

improper is being done. Prior to dumping a tank full of 

radioactive water, a sample is taken and analyzed. Then, 

while that water is being dumped into the river, additional 

unsampled water from other radioactive systems is added to 

the tank being dumped. The result is that the Surry plants' 

records grossly understate the amount of radioactive con

tamination that has been dumped into the James River. 
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Another practice VEPCO used to dump unknown 

quantities of radioactive materials to the environment was 

nicknamed the "midnight purge". When employees had to go 

inside the reactor containment building during operation, 

the conditions inside were so dangerous that the building 

atmosphere had to be changed. This was done by opening 

large valves in the building walls and discharging the 

contaminated air into the night. 

2. Falsification of Plant Records. 

VEPCO supervisors frequently order employees to 

falsify records of the Surry plants to cover-up the fact 

that safety limits have been exceeded, and that required 

tests of safety systems have not been performed. 

The temperature of the water discharged back to 

the James River is supposed to be carefully controlled so 

that hot water does not destroy the fish and plant life. 

The temperature is supposed to be continuously recorded by 

an automatic instrument. However, on at least one occasion 

when the water was too hot, the temperature chart that 

automatically recorded this fact was deliberately destroyed. 

A VEPCO supervisor said that the Surry plants had discharged 

hot water so often that unless this chart was destroyed, 

VEPCO would be fined. 

Records of periodic tests done to test whether 

safety systems are operating properly are also falsified. 

- 3 -
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This happens when there is so much work needed just to keep 

the plant operating that there is not time to test safety 

systems which are not needed for operation, but only for 

accidents. For example, records showing required testing 

were falsified to show that such tests had been conducted 

when in fact they were not. 

3. Lack of Adequate Training. 

The employees at the Surry plants are ordered to 

·perform tasks on systems that can create dangerous situations 

in the plants although they have never been instructed on 

the proper procedures. 

The use of hydrogen to cool the main generators 

creates the inherent risk of explosions. Nevertheless, 
\ 

people assigned to operate the hydrogen system have been so 

poorly trained that on several occasions large quantities of 

hydrogen have been released inside the turbine building. 

Only extraordinary good luck has prevented a hydrogen explo

sion in the plant. 

The boron recovery system has also been disabled 

by poorly trained personnel working in a highly radioactive 

area. The dilution of a boric acid storage tank, thereby 

rendering an important safety system inoperable, was the 

direct result of assigning an untrained employee the task· of 

operating the system. 

In .many instances, the reason why untrained em

ployees are assigned duties on vital safety systems is that 
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the radiation levels in the work area are so high that 

experienced employees do not want to go into the area. 

4. Dangerous Operating Practices. 

VEPCO operates the Surry plants even when its own 

employees have determined that it is unsafe to do so. The 

prime example is continued operation of the 'plants when the 

steam generator water was highly contaminated with water 

from the James River. 

The original design of Surry plants utilized 

condenser tubes that were susceptible to corrosion by the 

river water. This resulted in such large leaks that the 

steam generators were operated under·conditions which led to 

corrosion of the steam generator tubes. The resultant 

leakage of radioactive water from the reactor cooling system 

has not only increased the radiation doses to the public, 

but is also largely responsible for VEPCO having the worst 

record in the entire United States in terms of radiation 

exposure of its employees. 

Rather than stopping operation of the plant until 

the condenser leaks were repaired, VEPCO chose to dump large 

quantities of sawdust into the cooling water in a futile 

attempt to plug the holes in the tubes. The failure to take 

proper corrective action·is largely responsible for the need 

to replace the steam generators -- a task that will require 

a year to complete, further expose workers to high radiation 
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levels and cost VEPCO's customers hundreds of millions of 

dollars. 

s. Deceptive Testing Procedures. 

VEPCO has repeatedly demonstrated its lack of 

concern for potential danger to the public in the way it 

conducts periodic safety tests. It seems that VEPCO will do 

anything needed to pass safety tests irrespective of whether 

the safety cquifmcnt will actually function in an emergency. 

The periodic tests conducted to determine whether 

isolation valves are leaking is a good example. If the 

initial tests show that a valve is leaking excessively, 

attempts are made to reduce the leakage in order to pass the 

tests, but the means used to pass the test could not be used 

to control leakage rate during an actual accident. For 

example, beeswax has been used to temporarily seal valves 

during testing. However, it is clear that the high temper

ature experienced during an accident would easily melt the 

beeswax during an accident, resulting in the release of 

.dangerous quantities of radioactiye material. In other 

instances, plant employees have been ordered to pass leakage 

tests in any way possible. One method has been the use of 

"cheater bars" -- long poles used to increase leverage to 

jam shut the leaking valves. In some instances, so much 

force was applied that the valve handwheels were broken. 

Obviously, during an accident when such valves are supposed 
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to close automatically, they will not be capable of prevent~ 

ing the release of radioactive material. 

6. Major Design Flaws Undiscovered. 

Even though the Surry plants have been in operation 

for several years, major design flaws continue to be dis

covered purely by chance. The discovery, in March 1979, 

that the emergency power supplies would be overloaded ~nd 

therefore incapable of providing electric power to any 

safety system should have been made before the plants were 

licensed. Apparently, in the rush to obtain a license and 

begin operation, no one bothered to perform the simple check 

that would have discovered this design error. The people 

living in Surry County are extremely lucky that no accident 

requiring the operation of the safety systems occurred. 

A similar situation has come to light as a result 

of the NRC's order to shut down the Surry plants in March, 

1979. It has been discovered that the supports for critically 

important piping systems were not installed as the design 

drawings specified. 

These two examples and others, such as locating 

critically important motor-operated valves in pumps that 

periodically flood, demonstrate the inadequacy of the original 

design review. VEPCO was supposed to have a quality assurance 

program that would detect design and construction errors of 

this type. The NRC was supposed to review the design and 

- 7 -

.... -~ -····-· ~-

EXHIBIT 2 
Page 11 of 14 



inspect the construction before issuing a license. Neither 

VEPCO nor NRC did its job. The plant was allowed to operate 

for years and the health and safety of the public was in 

serious danger. Furthermore, there is no reason to believe 

that other basic design and construction errors do not 

exist. What is still needed is the comprehensive and de

tailed review that should have been performed by VEPCO and 

NRC before their operating licenses were issued. 

7. Inadequate Repair and Maintenance Procedures. 

VEPCO's attitude toward repair and maintenance is 

to do the minimum needed to correct the symptoms but not the 

cause of equipment failures. 

Continuous leaks from systems containing boric 

acid has resulted in repeated failures of the heat tapes 

used to prevent clogging of the safety-related piping. 

Although low temperature alarms are recorded, months pass 

before any effort is made to repair the damage. Then, 

rather than repairing the leaks which caused the heat tape 

to fail, the heat tape is simply repaired or replaced. The 

cycle of leaking, heat tape failure, disregard of tempera

ture alarm and repairs begins again. This has gone on so 

long that proper repairs will now be much more dangerous and 

expensive because of the extremely high -- typically 1000 to 

2500 millirem per hour -- radiation levels in the areas 

plagued by leaks. 
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8. Security Loopholes. 

VEPCO has made numerous public statements trying 

to create the appearance that security at the Surry plants 

is better than at prisons. In reality, the security at 

Surry is so lax and has so many known loopholes that the 

word secure is not appropriate. 

Guards have demonstrated that a .357 magnum pistol 

can be carried through the metal detector at the plant 

' 
entrance without setting off an alarm. On another occasion, 

an employee brought a pistol into the plant, repaired it in 

the machine shop, and took it back home without being 

detected by the security force. The security guards do 

little more than make their scheduled tours around the plant 

because they frequently have to work twelve-hour shifts. 

There are also areas of the plant that are as 

vital, if not more vital, than the main control rooms, but 

these areas have no security provisions. For example, there 

are local control panels in the auxiliary building to which 

all people on the site have unrestricted access. Just by 

turning a few switches, control of vital safety systems can 

be transferred away from the operators in the control room 

to the local panels. 

The control of visitors to the Surry plants is 

also deficient. New employees, contractor personnel, and 

njumpers" (temporary workers hired for a few days work in 

the h~ghest radiation areas) are given visitors' badges 
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without a security check of their backgrounds. Although 

such people are supposed to be escorted at all times, this 

practice is not followed. The visitors are free to roam 

about the plant essentially without any challenge from the 

security_ guards. 
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VEPCO CDRPORATE ~ MEETING 
January 30, 1980 

ATl'ENDEES 

Virginia Electric and Power Ccrrp:my (VEPCO) 

J. Stalling 

B. Rali;h Sylvia 

J. A. Hanson, Jr. 

w. R. Runner, Jr. 

w. L. Stewart 

J. L. Wilson 

R. M. Smith 

R. L. Baldwin 

Vice President - Power SUpply & Prod. ~tions 

Director - Nuclear ~tions 

SUpervisor - Proc:hx:tion Program Deve]qnent 

Ox>rdinator Production Security 

Manager, Surry 

Superintendent OPS, SUrry 

SUpervisor, Health Physics 

Supervisor, Mnin, Services, Surcy 

Nuclear Regul.ato:cy O:mnission (NRC) 

F. J. IDng 

H. c. Dance 

P. Stohr 

A. F. Gibson 

w. J. 'lbbin 

I C. E. Alderson 

D. R. M:.-Guire 

D. E. M:x:>re 

D. J. Burke 

Acting Director, Region II 

Chief, Reactor Projects Section N:>. 1, NRC 

Chief, FEMS Branch, NRC 

Chief, 16diatian S'lJRX)rt Section, FFMS Branch, NRC 

Security section Cllief, Safeguards Branch, NRC 

Senior Investigator, NRC 

Investigator, NRC 

Security Inspector, NRC 

Resident Inspector, NRC 
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