
Commonwealth Edison 
One First National Plaza, Chicago, Illinois 
Address Reply to: Post Office Box 767 
Chicago, Illinois 60690 

April 5, 1983 

Mr. James G. Keppler, Regional Administrator 
Directorate of Inspection and 
Enforcement - Region III 

U.S. Nuclear Regulatory Commission 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Subject: Quad Cities Station Unit 1 
Respon 	. E. Inspec 	n eports 
50-25482-2J'and 50-26V82-2a'  
NRC Doc 	Nos. 50-254 	- 0-265 

 
 

Dear Mr. Keppler: 

The subject NRC Inspection Reports deal with the conduct of 
an Integrated Primary Containment Leak Rate Test (IPCLRT) for 
Quad-Cities Unit 1 in December, 1982. Although there were no items 
of non-compliance, the NRC noted two items that are of significance: 

1. It was determined that the computer program used in the 
conduct of the IPCLRT is not subjected to the same 
quality assurance requirements as the procedures used 
to implement the test. A response was requested for this 
open item. 

2. The NRC's review of the last 2 consecutive IPCLRT's for 
Unit One indicated that they apparently failed to meet the 
acceptance criteria of 10 CFR 50, Appendix J. Therefore, 
it is the contention of the NRC that this necessitates 
the performance of an IPCLRT on Unit One during each 
refuel outage until 2 consecutive tests meet the acceptance 
criteria. 

Attached is a response to item 1. above which outlines the 
corrective actions taken to prevent recurrence. Commonwealth Edison 
disagrees with the NRC's conclusion relative to item 2. A response 
is also attached for this item, indicating the bases for 
disagreement. 

Please be advised that we are still researching this issue 
and that (1) additional justification for our position may be forth-
coming (2) a request for a meeting with Region III for justification 
of their position on this matter may be made and (3) possible appeal 
to NRR for resolution of this matter. We trust you will give full 
consideration to our enclosed response. 



J. G. Keppler 	- 2 - 	April 5, 1983 

Please address any questions on this matter to this office. 

Nuclear Li 	Administrator 

rh/lm 

cc: R. Bevan NRR 
R. Gilbert NRR 
Resident Inspector 
Resident Inspector 

Quad Cities 
Dresden 
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ATTACHMENT 1  

Response to Open Item 50-254/82-24-01; 50-265/82-28-01  

It was noted by the inspector that a major portion of the 1PCLRT 

held December 14, 1982 through December 16, 1982 was performed by the 

plant computers and computer software. This software did not undergo 

the same level of review and approval prior to the test as the test 

procedures. 

To rectify this situation, a Station On-Site Review was held on 

February 28, 1983 which documented the computer program used for the 

computation for the Integrated Leak Rate Test. The documentation 

package contains a flow chart, a program listing, and a series of 

benchmarks for the program written by Station personnel. The pro-

gram flow chart and listing were supplied to show the exact coding 

used to accomplish the calculations. A series of benchmarks docu-

ments the accuracy of the calibrations and compares the results to 

several examples given in Appendix B of the BN-TOP-1, Revision 1, 

November 1, 1972 topical report. The comparison of results Indicated 

the results of the Station's computer program were well within the 

computational accuracy of the BN-TOP-1 report results. Revisions to 

this computer program and other computer programs used for conducting 

an 1PCLRT will be similarly reviewed. 

• 



ATTACHMENT 2 

Quad-Cities Unit One IPCLRT Schedule  

The NRC Region III contends that the Quad-Cities Unit One LLRT 

results (Type B and C testing) during the Fall 1982 refueling outage 

constitute a failure to satisfy the IPCLRT (Type A test) acceptance 

criteria in 10 CFR 50, Appendix J. Section 11I.A.5.(b). 	It appears 

that regularly scheduled Type B nd C testing as required by 

Section 111.D.2 and 3 may not be performed prior to the Type A 

test or that a penalty must be added on to the Type A test result 

equal to the total "as-found minus as-left" leak rate for all 

leakage paths from the Containment. Region III also contends 

that the Type A test for Unit One in February of 1979 also failed 

to meet the acceptance criteria. During the Type A testing in 

1979, a leakage path was discovered from the Containment through 

Drywell cooler instrument air lines. On this occasion it was 

necessary to make repairs correcting the leakage, repressurize 

the Containment, and re-start the Type A test including a 

stabilization phase. Therefore, Quad-Cities Unit One must 

perform a Type A test each refueling outage until two consecutive 

Type A tests meet the acceptance requirements (reference Section 

III.A.6.(b).). 

The Station disagrees with the Region III position for a 

number of reasons. Let us first examine the contention that Type 

B and C tests performed in September of 1982 found to exceed the 

acceptance criteria in Sections 111.B.3 and 111.C.3 causes the 

Type A test performed in December of 1982 to automatically fail 

to comply with Section 111.A.5.(b). Section A.5.(b). states 

"Acceptance Criteria --. . . (2) Peak pressure tests shall be 

conducted. Lam shall be less than 0.75 La. 	If local leakage 

measurements are taken to affect repairs in order to meet the 

acceptance criteria, these measurements shall be taken at a test 



pressure of Pa." The acceptance criteria specifically states that 

local leakage measurements (LLRT) and repairs may be performed in 

order to meet the acceptance requirements. The opposite position 

is apparently being taken by Region III. 

Section 111.A.1. defines the pretest requirements for Type 

A testing and gives the intended purpose of Type A testing, 

namely to test the Containment in as close to the "as is" 

condition as practical. Section M.A.!. states, "During the 

period between the completion of one Type A test and the initiation 

of the Containment inspection for the subsequent Type A test, 

repairs or adjustments shall be made to components whose leakage 

exceeds that specified in the Technical Specification as soon 

as practical after identification." The pretest Containment 

inspection, as defined in Section V.A., is the start of a Type 

A test. Type B and C test results in excess of Technical 

Specification limits were not only anticipated in Section 111.A.1. 

but were also excluded from consideration in the Type A test. 

There is no reference in 10 CFR 50, Appendix J, to the "as found" 

Type A test results referred to by Region III. Section 111.A.1. 

gives the explicit goal of determining an "as is" Containment 

leakage after all repairs made necessary by Type B and C test 

results have been performed. 

The contention by Region 111 that Quad-Cities Unit One has 

failed to satisfy Type A test acceptance criteria for two 

consecutive Type A tests depends on the presumption that the 

February, 1979 testing failed to meet the acceptance criteria 

We believe this was not the case. Section M.A.!. states 

"If during a Type A test, including the supplemental test . 

potentially excessive leakage paths are identified which will 

interfere with satisfactory completion of the test, or which 

result in the Type A test not meeting the acceptance criteria • • 

the Type A test shall be terminated and the leakage through such 

paths shall be measured . . . . Repairs and/or adjustments to 

I 



equipment shall be made and a Type A test performed." In 

February, 1979, such a leakage path was identified. The test 

was terminated. Repairs were made; another Type A test was 

performed which satisfied the Type A test acceptance criteria 

of an Lam  less than 0.75 La. Region Ill seems to be contending 

that the first test failure makes the second test also a failure. 

In fact, there have been two consecutive Type A tests that meet 

the acceptance criteria given in 10 CFR 50, Appendix J. Section 

III.A.5.(b). 



Commonwealth Edison 
One First National Plaza, Chicago, Illinois 

- Address Reply to: Post Office Box 767 
Chicago. Illinois 60690 

June 8, 1983 

Mr. R. L. Spessard, Director 
Division of Engineering 
U.S. Nuclear Regulatory Commission - Region III 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Subject: Dresden Station Units 2 and 3 
Quad Cities Station Units 1 and 2 
Response to Inspection Report Nos. 
50-237/83-M, 50-242L83-05 	 - 

(50-254/83-04 and 50-265/83-04 
-141-R-C—U-0-dket—Nd-s-:-502-37,-  50-249, 50-254, 
and 50-265 

 

  

 

Reference (a): R. L. Spessard letter to Cordell Reed 
dated April 5, 1983. 

Dear Mr. Spessard: 

This letter is in response to the inspection conducted by 
Messrs. D. M. Danielson and I. T. Yin on February 15-16, 1983, at NUTECH 
Engineers, San Jose, California, of activities at Dresden and Quad Cities 
Stations. Reference (a) indicated that certain activities appeared to be 
in noncompliance with NRC requirements. The Commonwealth Edison Company's 
specific response to the Notice of Violation is provided in Attachment 1. 

On May 23, 1983, a meeting was held with Messrs. L. Spessard, D. 
Danielson and I. Yin, of NRC Region III, and Messrs. J. Abel, D. Farrar, 
B. Rybak and G. Marcus of Commonwealth Edison. The purpose of the 
meeting was to discuss our position regarding design audits, and the NRC 
position that we should increase our audit coverage of the technical 
aspects of design and particularly, those concerns identified by the NRC 
in connection with NUTECH. 

As we stated at the meeting, we believe the non-compliance on 
inadequate audits (Item 3) is not justified and should be withdrawn. We 
believe our off-site vendor audit program is extensive, effective, and 
greatly exceeds the regulatory requirements. 

However, as a result of your suggestions at the meeting, we are 
performing another audit this week of NUTECH, San Jose. This audit will 
be an additional detailed technical review of those design aspects which 
you indicated would satisfy Region III in the disposition of this matter. 



R. L. Spessard 	- 2 - 	 June 8, 1983 

By performance of this special audit, we are not implying that 
we accept the inspection findings of an inadequate technical Q.A. audit 
program. We still believe our audits of NUTECH were detailed and 
complete, and the noncompliance is unwarranted and should be withdrawn. 

To the best of my knowledge and belief the statements contained 
herein and in the attachment are true and correct. In some respects 
these statements are not based upon my personal knowledge but upon 
information furnished by other Commonwealth Edison employees. Such 
information has been reviewed in accordance with Company practice and I 
believe it to be reliable. 

If you have any further questions on this matter, please direct 
them to this office. 

Very truly yours, 

Cordell Reed 
Vice-President 

BR/lm 

Attachment 

cc: NRC Resident Inspector - Dresden 
NRC Resident Inspector - Quad Cities,/  
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ATTACHMENT 1  

Response to Inspection Report Nos.  

50-237/83-05, 50-249/83-051  

50-254/83-04 and 50-265/83-04  

Item of Noncompliance  

1. 10 CFR 50, Appendix B, Criterion V, states, in part, that "Activities 
affecting quality shall be prescribed in documented instructions, 
procedures, or drawings...and shall be accomplished in accordance 
with these instructions, procedures, or drawings." 

Commonwealth Edison Company Topical Report CE-1-A, "Quality Assurance 
Program for Nuclear Generating Stations," Revision 21, dated June 6, 
1982, states in Section 5, that "The quality assurance actions 
carried out for design, construction, testing, and operation 
activities will be described in documented instructions, procedures, 
drawings, specifications, or checklists. These documents will assist 
personnel in assuring that important activities have been performed. 
These documents will also reference applicable acceptance criteria 
which must be satisfied to assure that quality related activity has 
been properly carried out." 

Contrary to the above, approved procedures did not exist to (1) 
ensure the loading combinations used for torus penetration calcula-
tions met NUREC-0661 design requirements, and (2) specify when to 
perform piping support base plate and concrete expansion type anchor 
bolt calculations using a simplified calculation method specified in 
Interoffice Memorandum HL-82-0361  an unapproved procedure, or to 
utilize the comprehensive "Baseplate II" computer program. 

Response  

Corrective Action Taken and Results Achieved  

The NUTECH Corporate Quality Engineering Procedures and Commowealth 
Edison Company Project Unique-Project Instructions have been revised 
to clarify and provide instruction on the scope and specification of 
the performance of important activities. 

Checklists to address the pertinent design activities including 
design reviews and verification and definition of the applicability 
of these instructions have been included in the revised Project 
Instructions. Specific corrective actions are as follows: 



Project Instruction P1-018 has been revised to include a checklist to 
address design activities, other than large bore piping analysis such 
as structural and small bore piping analysis, within NUTECH's scope 
of work. Table 1 of the project instruction was also revised to 
reflect the applicability of the PI for all safety-related work. 

Independent design reviews using PI-018 are in progress on safety-
related work performed prior to February 15, 1983. Representative 
samples of past design analyses and calculations are being selected 
to fulfill the documentation requirements of reviews previously 
performed but not documented. Individual calculations and analyses 
are selected randomly and include both piping and structural areas of 
design. Any discrepancies which impact safety will be evaluated and 
corrective action will be taken. These reviews were completed on 
June 3, 1983. 

A procedure was prepared to document the analytical methods for 
evaluation of baseplates and anchor bolts for pipe supports. This 
procedure incorporates the calculational methods discussed during the 
audit, documents our analysis process, and provides guidance on which 
method, computer or simplified to use. 

The design requirements for nozzles and penetrations are established 
by NUTECH specifications COM-27-035 and COm-28-046. The load combi-
nations utilized in the analyses were derived from NUREG-0661. These 
load combinations are currently being incorporated into the NUTECH 
specifications. The revised specifications COM-27-035 and COM-27-046 
was issued on June 7, 1983. 

Corrective Action Taken to Prevent Recurrence  

The clarification of the applicability of the project instructions 
and checklists will define the existing requirements. Indoctrination 
and training of all Project Personnel in the Project Instructions and 
Quality Engineering Procedures will improve implementation of the 
requirements. Performance of internal and external Quality Assurance 
Audits will verify compliance with the requirements. 

Date When Full Compliance Will Be Achieved  

Full compliance is expected by June 15, 1983. 
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Item of Noncompliance  

2. 10 CFR 50, Appendix B, Criterion VI, states, in part, that "Measures 
shall be established to control the issuance of documents...including 
the changes thereto, which prescribe all activities affecting quality. 
These measures shall assure that documents, including changes, are 
reviewed...and approved...by authorized personnel and are distributed 
to and used at the location where the prescribed activity is 
performed." 

Commonwealth Edison Company Topical Report CE-1-A, "Quality Assurance 
Program for Nuclear Generating Stations," Revision 15, dated January 
2, 1981, states in Section 6, that "A document control system will be 
used to assure that documents such as specifications, procedures, and 
drawings are reviewed for adequacy and approved by release by author-
ized personnel.... Such documents will be distributed to and used at 
the locations where the prescribed activity is performed. Changes to 
these documents will be handled similarly and will be reviewed and 
approved by the same organization that performed the original review 
and approval, unless delegated by the originating organization to 
another responsible organization." 

Contrary to the above, (1) Nutech interface procedure COM-20-229 
dated February 21, 1983, was being implemented without formal written 
approval from the licensee, and (2) the Nutech Engineering staff was 
using design criteria that were documented in Interoffice Memoranda 
that had bypassed the Q.A. document control system. These documents 
had not be reviewed and approved prior to their release their use. 

Response  

Discussion  

Concerning the architect-engineer (A-E) interface procedure (Item 1), 
there is no requirement for the licensee to specifically approve each 
technical or A-E interface procedure being used by the A-E. Technical 
reviews of the A-E's are handled by the periodic audits which are con-
ducted by CECo Quality Assurance. Also, as presented in the NUTECH Q.A. 
Program, which is approved by CECo, and as noted in the subject NRC 
reports, there are methods for providing for A-E internal review of 
design procedures. Therefore, the audits along with assured A-E internal 
reviews have been determined by CECo to be the manner to handle the 
technical control of a project. Based on the above, this specific item 
does not form a basis for a violation. 

Corrective Action Taken and Results Achieved  

The NUTECH/S&L Interface Agreement Safety Relief Valve Discharge Line 
Mark I Program Plant Unique Analysis, for Quad Cities Units 1 and 2 

and Dresden Units 2 and 3, COM-20-229, Rev. 1, was approved by NUTECH, 
S&L, and CECo on February 21, 1983. The agreement was a documentation 
of existing practices of Interface between NUTECH and S&L. 
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A review of NUTECH's Scope of Work performed prior to the agreement 
issuance was conducted to assure the agreement requirements have been 
met. 

NUTECH has used the preliminary load information provided by S&L in 
its analyses. As planned (and stated to the NRC during the inspec-
tion), NUTECH has compared the final S&L load information to the 
preliminary information that was used in analyses, and appropriate 
action is in progress. 

A Project Instruction which provides for management review and 
approval, has been prepared to establish a log for pipe support 
design and analysis which idenitifies documents and internal memos 
containing design criteria. 

Corrective Action Taken to Prevent Recurrence  

The approval of the Interface Agreements and preparation of the 
Project Instruction define the existing requirements. Indoctrination 
and Training of all Project personnel in these requirements will 
improve implementation. Performance of internal and external Quality 
Assurance audits will verify compliance with the requirements. 

Date When Full Compliance Will Be Achieved  

Full compliance is expected by June 15, 1983. 
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Item of Noncompliance  

3. 10 CFR 50, Appendix 8, Criterion XVIII, states, in part, that "A 
comprehensive system of planned and periodic audits shall be carried 
out to verify compliance with all aspects of the quality assurance 
program and to determine the effectiveness of the program." 

Commonwealth Edison Company Topical Report CE-1-A, "Quality Assurance 
Program for Nuclear Generating Stations," Revision 20, dated February 
17, 1982, states in Section 18, that "Audits will be performed by 
Commonwealth Edison Company and/or its contractors, subcontractors 
and vendors to verify the implementation and effectiveness of quality 
programs under their cognizance." 

Commonwealth Edison Company Q.A. Manual, Quality Procedure No. 18-1, 
"Quality Program Audits," Revision 8, dated July 10, 1981, states in 
Section 5.2, that "The selection of off-site facilities to be audited 
and the frequency of audits will be based on Contractor Capability 
Evaluation, CECo Construction Surveillance Reports or findings from 
previous audits reports. Audits may be performed on offsite contrac-
tors that are selected on an irregular basis without regard to 
previous Capability Evaluation or audit reports. The frequency will 
be based on the nature and safety significance of the work being 
performed. Generally, audits will be scheduled where practical to 
coincide with plant visits involving witnessing inspection notifica-
tion points. Audits of the Nuclear Steam Supply vendor, the 
Architect-Engineer and Station Nuclear Engineering Department will be 
conducted in approximate annual basis." 

Contrary to the above, the QA/design audit program to ensure 
contractor program implementation was deficient, in that: (1) there 
had been no audits by CECo at NUTECH subsequent to a major revision 
of the NUTECH QA program, (2) there had been no CECo audits at NUTECH 
to ensure implementation of Region III Confirmatory Action Letter 
dated July 14, 1982, and (3) deficiencies continue to be identified 
in the NUTECH design control and internal audit program. 

Response 

The Commonwealth Edison Company Quality Assurance Manual Q.R. 
18.0, paragraph 18.2 states ..."Quality Assurance will conduct, annually, 
overall system audits of the NSSS vendor, the Architect Engineer, ..." 
In regards to NUTECH, Commonwealth Edison has satisfactorily complied 
with this commitment by auditing the NUTECH San Jose, CA office on 
7/14/82, and 5/17/83 and the NUTECH Chicago, Ill office on 11/8/82 and 
5/24/83. All of these audits were performed in accordance with 
established audit schedules. The following is a more detailed explana-
tion of Edison's audit activities involving NUTECH. 



In accordance with an approved off-site vendor audit schedule 
dated June 8, 1982, Commonwealth Edison Quality Assurance Department 
conducted an audit of the NUTECH San Jose, CA activities on July 14-15, 
1982. The audit (QA-20-82-47) covered the Mark I Torus Modification for 
Dresden and Quad Cities and the implementation of the NUTECH Q.A. 
Program. Specific areas covered during the audit were: organization, 
instructions/procedures and drawings, personnel qualifications, design 
control, document control, nonconformance control, corrective action, 
Q.A. record retention, NEJE personnel qualifications, control of purchased 
services, test control and audits. Two observations were identified, one 
in the area of personnel qualifications and the other in document 
control. The observations were satisfactorily closed on August 23, 1982. 

The 1983 Edison Off-Site Vendor Audit Schedule which was 
approved and issued on 1/13/83 called for an audit of NUTECH, San Jose, 
California in the third quarter. This audit was actually performed on 
5/16/83. Specific areas covered during the audit were: organization, 
personnel qualifications, calibration, Q.A. records, inspections, 
nonconformances, procurement document control, design activities, design 
control, document control and procedures. The audit was performed to 
assess the implementation of Revision 3 of the NUTECH Q.A. Manual. One 
observation was identified in the area of receipt and use of calibrated 
Instruments. 

In addition, Edison Quality Assurance also performed an audit 
(QA-20-82-54) of the NUTECH Chicago office on November 8-9, 1982. This 
audit was performed to Rev 2 of the NUTECH Q.A. Manual and covered the 
same areas as Edison Audit (QA-20-82-47). It resulted in one finding and 
five observations which were in the areas of personnel qualification, 
organization, training, document control and audits. These items were 
satisfactorily corrected and the audit was closed on 2/02/83. The Edison 
Audit Schedule of 1/13/83 calls for the NUTECH Chicago Office to be 
audited in the second quarter of 1983. The audit was performed on 
5/24/83 and covered the same areas as the May audit performed in San 
Jose. Three observations were identified. 

It should be noted that Commonwealth Edison is not committed to 
perform an audit each time a vendor issues a revision to their Q.A. 
manual. Edison audits are performed to the currently approved revision 
of the vendor's Q.A. manual and all applicable 10 CFR 50 Appendix B 
criteria are audited on an annual basis. In regards to NUTECH, the 
7/14/82 audit was performed to Rev 1 of the NUTECH Q.A. Manual. On 
August 16, 1982, Edison formally approved Rev. 2, dated 7/01/82. This 
revision affected only 3 of the 18 sections of the manual. The purpose 
of Revision 2 was to incorporate minor comments from clients and describe 
an organization change. Revision 3 was prepared to more fully address 
the ANSI standards and Regulatory Guides. It was issued on 2/04/83 and 
was approved by Edison on 3/15/83. 
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Commonwealth Edison has an extensive off-site vendor audit 
program. Approximately, 52, 68, 74, 102 and 105 off-site vendor audits 
were performed in 1978, '79, '80, '81 and '82 respectively. In 1983, 
Edison is scheduled to perform 117 off-site vendor audits and 16 of these 
will be at Architect-Engineer firms. 

It is the Edison position that adequate audits of the NUTECH 
Q.A. Program have been conducted in a timely manner. Furthermore, the 
Edison Q.A. Program has provided for continuing audit coverage of NUTECH 
by scheduling off-site audits of NUTECH in 1983. Our tracking and 
verification systems to assure acceptable close-out of NRC deficiencies 
by responsible Edison departments including Engineering and Quality 
Assurance using audits, surveillances and follow-up, further assures 
proper corrective action on the part of organizations responsible to such 
departments. In other words, the technical disposition is verified by 
CECo Engineering and assured by Quality Assurance as provided under our 
Quality Assurance Program and applicable National Standards. 

Additionally, although we agree that there was no formal Q.A. 
audit ensuring CAL implementation, we know of no regulatory requirement 
to perform such an audit. There was, however, an extensive effort by 
CECo to manage and review the work being performed in response to the CAL. 

To assure that the consultant conducting piping analysis and 
pipe support designs met the provisions of the NRC Confirmatory Action 
Letter, CECo took the following actions documented in Attachment 2 to 
this letter. 

(1) Instructed the consultant to reprioritize and reissue the 
analysis schedule to finalize SSDP analysis in October 1982. 
Exhibit A is a copy of that schedule. 

(2) Issued color-coded P&ID's, defining the boundaries of the SSDP, 
to the NRC and appropriate CECo and consultant staff. 

(3) Reviewed and issued to the NRC a monthly modification action 
letter prepared by the consultant. Exhibit 13 is a copy of a 
letter. 

(4) Imposed a monthly drawing release quota and a November 30, 1982, 
cutoff date on the consultant. Exhibit C is a copy of that 
schedule. The consultant provided a semimonthly letter to 
demonstrate actual drawing count in comparison to the quota. 
Exhibit D is a sample of a status letter. 

(5) Monitored the consultant periodically at project status 
meetings, through consultant's interface project instruction and 
daily phone calls. Exhibits E through N are examples of meeting 
notes, and Exhibit 0 is an example of a documented telecon. 
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We believe our monitoring and management were effective since all 
drawings were issued by the November 30, 1982, target date. 

In summary we believe this noncompliance on inadequate technical 
Q.A. audit is not justified and should be withdrawn. 
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ATTACHMENT 2 

SUPPORTING  

EXHIBITS A THRU 0  
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Commonwealth Edison 
One First National Plaza, Chicago, Illinois 
Address Reply to: Post Office Box 767 
Chicago, Illinois 60690 

July 14, 1983 

Mr. W. S. Little - Region III 
U.S. Nuclear Regulatory Commission 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Subject: Dresden Station Units 2 and 3 
Quad Cities Station Units 1 and 2 
Response to Inspection Report Nos. 
50-237/83-12, 50-249/83-10, 
50-254/83-13 and 50-265/83-11 
NRC Docket Nos. 50-237, 50-249 
50-254 and 50-265 

Reference (a): (a): W. S. Little letter to Cordell Reed 
dated June 16, 1983. 

Dear Mr. Little: 

This letter is in response to the inspection conducted by Mr. I. 
T. Yin on April 12-14, 1983, at EDS Nuclear Inc., Walnut Creek, CA; on 
May 6, 1983, at Dresden and on May 16, 1983 at the Region III office of 
activities at Dresden and Quad Cities Station. Reference (a) indicated 
that certain activities appeared to be in noncompliance with NRC 
requirements. The Commonwealth Edison Company response to the Notice of 
Violation is provided in the enclosure. 

To the best of my knowledge and belief the statements contained 
herein and in the attachment are true and correct. In some respects 
these statements are not based upon my personal knowledge but upon 
information furnished by other Commonwealth Edison employees. Such 
information has been reviewed in accordance with Company practice and I 
believe it to be reliable. 

If you have any further questions on this matter, please direct 
them to this office. 

Very truly yours, 

Di For of Nuclear Licensing 
rrar 

BR/lm 

Attachment 

cc: NRC Resident Inspector - Dresden 
NRC Resident Inspector - Quad Citiee— -- 
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Attachment 

Commonwealth Edison Company  

Response to Notice of Violation  

Item 1 of Noncompliance  

P. 	10 CFR 50, Appendix B, Criterion III, states, in part, that 
"Measures shall be established to assure that applicable...design 
basis...for those structures, systems, and components...are 
correctly translated into specifications, drawings, procedures, 
and instructions. 

Commonwealth Edison Company Topical Report CE-1-A, "Quality 
Assurance Program for Nuclear Generating Stations", Revision 21, 
dated June 6, 1982, states in Section 3 that "The fundamental 
vehicle for design control involves multi-level review and/or 
evaluation of design documents by individuals or groups other than 
the original designer or designer's immediate supervisor whose 
authority and responsibility are identified and controlled by 
written procedures. The design documents include, but are not 
limited to, system flow diagrams, design and construction 
specifications, load capacity data sheets, design reports, 
equipment specifications, process drawings". 

Contrary to the above, during review of pipe anchor R133 in the 
PSUPP-01C pressure suppression system, the as-built configuration 
was found to differ from that specified in the original design, in 
that the anchor was altered to become a pipe guide. The condition 
was not identified during the Bechtel IEB 79-14 walkdown and EDS 
engineers evaluating this item did not identify that the anchor 
had been altered. This resulted in an erroneous piping stress 
analysis being performed for the system. 

This is a Severity Level V violation (Supplement II). 

Corrective Action Taken and Results Achieved  

Problem No. Ql-PSUPP-01C was reanalyzed to reflect the actual 
as-built configuration of the support R133. The piping system was 
found to be acceptable for operability. Modification of the 
existing support configuration was required to qualify the system 
for FSAR requirements. The subject support was revised and a new 
support design issued. 	Installation and final as-built 
documentation of this work will be done as part of the overall 
schedule for completion of 79-14 scope. 

The subject piping system has been corrected and no further action 
is required. 
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Corrective Action Taken to Avoid Further Noncompliance  

A review of all the anchors and three way stops within the 79-14 
scope has been conducted. This review consisted of verifying that 
these supports were correctly modeled in the analyses based on 
Bechtel walkdown and any supplementary as-built information. The 
results of the review found no additional discrepancies such as 
the one identified on the Ql-PSUPP-01C analysis. 

Date When Full Compliance Will be Achieved  

Full compliance has been achieved. 

Item 2 of Noncompliance 

2. 	1,0 CFR 50, Appendix 8, Criterion V, states in part, that 
"Activities affecting quality shall be prescribed in documented 
instructions, procedures, or drawings...and shall be accomplished 
in accordance with these instructions, procedures or drawings". 

Commonwealth Edison Company Topical Report CE-1-A, "Quality 
Assurance Program for Nuclear Generating Stations", Revision 21, 
dated June 6, 1982, states in Section 5, that "The quality 
assurance actions carried out for design, construction, testing, 
and operation activities will be described in documented 
instructions, procedures, drawings, specifications or checklists. 
These documents will assist personnel in assuring that important 
activities have been performed. These documents will also 
reference applicable acceptance criteria which must be satisfied 
to assure that the quality related activity has been properly 
carried out". 

Contrary to the above, during review of Impell calculation No. 
Q2-RHRS-09B(C), dated January 28, 1983, it was found that the 
anchor movements at the branch to run pipe connections (provided 
by Nutech for EDS calculation input) were not evaluated as 
required by EDS Project Instruction No. 6.0 to ensure: (1) 
acceptable stress levels at the decoupled branch/run pipe 
location, and (2) there were no excessive load increases at nearby 
seismic restraints. 

This is a Severity Level V violation (Supplement II). 
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Corrective Action Taken and Results Achieved.  

The audit report identified calculation Q2-RHRS-098(C) dated 
January 28, 1983 to be in nonconformance with Project Instruction 
No. 6.0. The actual calculation in nonconformance with the 
instruction is Ql-RHRS-03/068(C). The corrective action to 
resolve this nonconformance has been completed. The corrective 
action included the following: 

Reanalysis of Ql-RHRS-03/06B(C) 

This analysis, which originally did not comply with Project 
Instruction 6.0, has been reanalyzed in compliance with the 
instruction. 

Corrective Action Taken to Avoid Further Noncompliance  

Review of all other decoupled branch line analyses 

All other decoupled branch line analyses for Dresden and -, 
Quad Cities were reviewed for compliance with Project 
Instruction 6.0., Revision 3. 	This review concluded all 
branch line analyses are in compliance with the instruction. 

Date When Full Compliance Has Been Achieved  

Full compliance has been.achieved. 



Commonwealth Edison 
One First National Plaza, Chicago, Illinois 
Address Reply to: Post Office Box 767 
Chicago, Illinois 60690 

August 10, 1983 

Mr. R. L. Spessard, Director 
Division of Engineering - Region III 
U.S. Nuclear Regulatory Commission 
Glen Ellyn, IL 60137 

Subject: Dresden Station Units 2 and 3 
Quad Cities Station Units 1 and 2 
Response to IE Inspection Reports 
50-237(_ Q, 50-249/83—n3 
50-25 /83-04„and 5R2.65/83-04 
SRVDL 
NRC Docket Nos. 50-237, 50-249, 
50-254 and 50-265 

Reference (a): Letter from R.L. Spessard to Cordell 
Reed dated April 5, 1983 

Dear Mr. Spessard: 

The purpose of this letter is to respond to the subject 
unresolved matters. Paragraph 6 of the referenced letter is addressed as 
two sub-paragraphs. Item #1, below, addresses the first sub-paragraph 
and Item #2 addresses the second. 

Item #1: Mark I SRVDL Analysis - Quad Cities and Dresden - "The 
only portion of the Safety Relief Valve Discharge Lines 
(SRVDL) still requiring analysis starts at the drywell/ 
vent line jet deflector and ends at the suppression pool 
1-quencher. A typical jet deflector-to-I-quencher SRVDL 
model has been developed for both Quad Cities and 
Dresden." 

Clarification: Sargent & Lundy (S&L) has developed a jet deflector-to-T-
quencher SRVDL model for all SRVOL's at Dresden Station 
and another model has been developed for the Quad Cities 
Station. S&L's review of the design drawings has shown 
all SRVOL's from the jet deflector to the T-quencher for 
both units at each station are similar in routing and 
support locations. This similarity resulted in the 
development of a "typical" model governing all lines for 
each station. 
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Item #2: 

Clarification: 

Discussion on NUREG-0661 Interpretation for SRVDL 
Analysis - "Nutech identified the following . . . as 
NUREG-0661 interpretations for Sargent & Lundy analysis: 
Assumption that Mark 1 program covers only wetwell 
piping." 

"S&L is aware that the item (above) is an interpretation 
or exception to NUREG-0661, but S&L will defend this. 
S&L agreed to prepare Mark I position papers for 
Commonwealth Edison Company regarding the interpretation." 

The SRVDL penetration through the vent line shell forms 
the boundary between the suppression chamber (wetwell) 
SRV piping and the drywell SRV Piping. However, since 
this penetration cannot be modeled as an infinitely rigid 
anchor, a portion of the drywell piping is included in 
the wetwell analytical model. This is required to 
determine the loads and stresses an the drywell side of 
the penetration. 

The drywell portion of the system inside the vent line 
includes two pipe guides (Dresden) and one pipe guide and 
one ridgid strut (Quad Cities), and terminates near the 
jet deflector at the drywell/vent line intersection. At 
this "cut-point, " spring constants are used in the model 
to represent the stiffness of the remainder of the 
drywell system. By overlapping the wetwell model into 
the drywell in this manner, the effects of drywell piping 
on the wetwell system (and vice versa) are included. 

The results of the S&L analysis show the response of the 
piping system at the jet deflector "cut-point" is 
negligible due to hydrodynamic loads on the wetwell 
piping. The two vent line supports serve to effectively 
isolate the remainder of the drywell piping system from 
the wetwell piping. 

Based on the above points, we consider the SRVDL analysis 
performed by S&L to be in agreement with the NUREG-0661, 
requirements, and that the Sargent & Lundy position is 
not to be considered an exception to or deviation from 
NUREG-0661. 
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Please address any questions you may have concerning this matter 
to this office. 

Sincerely, 

PI  Bob Rybak 
Nuclear Licensing Administrator 

DSS/BR/rr/lm 

CC: Mr. D.H. Danielson, Region III 
I. T. Yin, Region III 
R. Gilbert - NRR 
NRC Resident Inspector - Dresden 
NRC Resident Inspector - Quad Citie.s--- 

7121N 



Commonwealth Edison 
One First National Plaza, Chicago, Illinois 
Address Reply to: Post Office Box 767 
Chicago, Illinois 60690 

September 6, 1983 

/ 

Mr. R. L. Spessard, Director 
Division of Engineering - Region III 
U.S. Nuclear Regulatory Commission 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Reference (a): R. L. Spessard letter to Cordell Reed 
dated August 12, 1983 

Dear Mr. Spessard: 

This letter is in response to the inspection conducted by 
Messrs. N. Choules, J. Kish, and D. Hunter (July 22 only) on June 28 
through July 1, and July 22, 1983, of activities at Quad Cities Station. 
Reference (a) indicated that certain activities appeared to be in 
noncompliance with NRC requirements. The Commonwealth Edison Company 
response to the Notice of Violation is provided in the enclosure. 

In response to your request on the actions planned by 
Commonwealth Edison to evaluate the applicability of these issues at our 
other operating units we have implemented the following actions. 1.) 
Review by January 15, 1984 these events against existing procedures to 
determine their adequacy. 2.) Implement any changes, if necessary, by 
March 15, 1984. 

To the best of my knowledge and belief the statements contained 
herein and in the attachment are true and correct. In some respects 
these statements are not based upon my personal knowledge but upon 
information furnished by other Commonwealth Edison employees. Such 
information has been reviewed in accordance with Company practice and 
believe it to be reliable. 

If you have any further questions on this matter, please direct 
them to this office. 

Veryj ruly yo 

D. L. Farrar 
Director of Nuclear Licensing 

Attachment 

cc: NRC Resident Inspector - Quad Cities' 

Subject: Quad Cit.  
Respon 
50-25 
NRC Doc 

---/ 
,/ 

/ 
ation Units_Lajd 2 
ppection 	pos. 
nd 50-2/65 

os. 50-254 a 	-265 
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Commonwealth Edison Company 

ATTACHMENT 

Response to Notice of Violation 
NRC Docket Numbers 50-254 and 50-265 

The following is the response to the item of noncompliance 
Identified in the Appendix to the NRC letter dated August 12, 1983. 

1. The Quality Assurance Topical Report CE-1-A, Revision 15, Section 3.1 
(Paragraph 4) states, in part, that "Review and evaluation by the 
Architect Engineer, the Nuclear Steam Supply System Vendor and/or 
Project Engineering or the Station Nuclear Engineering Department 
will assure that designs . . . will conform to the . . . regulatory 
requirements, SAR commitments and appropriate quality standards, as 
applicable". 

Contrary to the above, the review and evaluation of RFC Number Q1-399 
was inadequate in that the drawings and instructions associated with 
that modification incorrectly identified the spare Torus penetration 
X-215 as a trunnion. The mistake resulted from an inadequate 

consideration of an existing Torus drawing. 

Corrective Action Taken and Results Achieved  

A meeting was held involving the Station Construction Department 
and Station personnel to discuss the possibility of enhancing the 
modification review process. 

As a result of this meeting a program was devised to upgrade the 
review process for the installation of modifications. This program will 
implement a special checksheet which will be completed and signed by a 
technical station individual who presently holds a Senior Reactor 
Operator's license. This checksheet is titled, "Operational Evaluation 
Checklist". The modification work packages, which can comprise of a 
complete modification or only a specific work segment, will be reviewed 
prior to the commencement of installation and the checklist completed and 
signed. The completion of the checklist will require a consideration of 
operating plant interfaces; such as, a unit outage or Technical 

Specification requirements. In addition, any special operating 
requirements will be written on the checklist. 

To initiate the use of the new checklist for modifications, a 
letter will be included in the modification approval documents which 
instructs the Station Construction Department to utilize the checklist. 
The decision to implement this letter will be made by the Technical Staff 
Supervisor or his designee, all of whom hold Senior Reactor Operator 
licenses. This decision will be necessary since not all modifications 
will require the new checklist. 
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Corrective Action to Avoid Further Noncompliance  

The implementation of the aforementioned program should prevent 
a recurrence of this and similar incidents. To further formalize this 
program, Station procedure QTP 500-11, Safety Related, Code Related, and 
Engineering Assisted Modifications, will be revised to reflect the 
enhanced review process prior to the installation of modifications. 

Date When Full Compliance Will be Achieved  

The new modification review program has been implemented and has 
been in effect since August 18. Station procedure QTP 500-11 will be 
revised and implemented by October 24, 1983. 

Finally Item 2.c. of this inspection report identified two 
additional concerns regarding this event. 

The first concern is in regards to the fact that "The Station 
Operating organization was not notified of the event until 22 hours after 
it happened." To correct this situation, Morrison Construction Company 
has discussed at a recent safety meeting with its personnel that any 
questionable items shall be reported to their immediate supervisor, who 
shall immediately report these items to CECo's Station Construction 
Department. 

Quad-Cities Station provides the following comments regarding 
the unresolved item in this inspection report involving the NRC's concern 
that Station personnel possessing adequate plant operational knowledge 
were not involved in the review of these work packages for the operating 
plant interfaces. 

The new modification review process to be completed prior to the 
start of any work will adequately provide actions to prevent a similar 
occurrence. 

In addition to the operational evaluation performed, the 
checksheet provides a review of the work to be performed to ensure this 
portion of the modification falls within the scope of the original 10 CFR 
50.59 safety evaluation. 



Commonwealth Edison 
One First National Plaza. Chicago, Illinois 
Address Reply to. Post Office Box 767 
Chicago, Illinois 60690 

September 6, 1984 

Mr. James G. Keppler 
Regional Administrator 
U.S. Nuclear Regulatory Commission 
Region III 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Subject: Quad Cities Station Units 1 and 2 
Response to Inspection Report 
Nos. 50-254/84-08 and 50-265/84-07 
NRC Docket Nos. 50-254 and 50-265  

Reference (a): C. E. Norelius letter to Cordell Reed 
dated August 3, 1984. 

Dear Mr. Keppler: 

This letter is in response to the inspection conducted by 
Messrs. A. L. Madison, A. D. Morrongiello, J. C. Bjorgen, S. Hare and F. 
Maura on May 20 through June 23, 1984, of activities at Quad Cities 
Station. Reference (a) indicated that certain activities appeared to be 
in noncompliance with NRC requirements. The Commonwealth Edison Company 
response to the Notice of Violation is provided in the enclosure. 

If you have any further questions on this matter, please direct 
them to this office. 

Very truly yours, 

D. L. Farrar 
Director of Nuclear Licensing 

lm 

Attachment 

cc: NRC Resident Inspector - Quad Cities- 
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COMMONWEALTH EDISON COMPANY  

ATTACHMENT  

Response to Notice of Violation 

The following is the response to the items of noncompliance 
identified in the Appendix to the NRC letter dated August 3, 1984, from 
C. E. Norelius to Cordell Reed. 

ITEM 1  

10 CFR 50, Appendix 3, Section III.A.1(a) required that if during a 
Type A test potentially excessive leakage paths are identified which 
will interfere with satisfactory completion of the test or which will 
result in a Type A test not meeting the acceptance criteria, the Type 
A test shall be terminated and the leakage through such paths shall 
be measured using local leakage testing methods. Repairs and/or 
adjustments to equipment shall be made and a Type A test shall be 
performed. 

Contrary to the above, during the performance of Type A test in 
February 1984 a leaking flange on a 1/2  inch torus level instrument 
line was repaired without first measuring its leakage rate. 

CORRECTIVE ACTION TAKEN AND RESULTS ACHIEVED  

The corrective action taken was to change the Quad Cities procedures 
for the Type A test, QTS 150-1 and 150-6. The procedure used for the 
Unit 2 test included references to estimating localized leaks discovered 
during the pressurization and stabilization phases of the test. These 
sections were removed and replaced with words stating that the leaks must 
be measured prior to repairs. 

CORRECTIVE ACTION TO AVOID FURTHER NONCOMPLIANCE  

All Technical Staff personnel involved in conducting the Type A test 
were given training in test methods and regulatory requirements prior to 
performing the Unit 1 test on July 25-26, 1984. All procedure changes, 
including the ones mandated by this noncompliance, were discussed. Strict 
adherence to the revised procedure was verified by the NRC inspector for 
the Unit 1 test. 

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED  

The corrective actions described above have been implemented and full 
ximpliance achieved. 

9135N 
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ITEM 2 

10 CFR 50, Appendix J, Section II.G defines Type B tests as those 
tests intended to detect local leaks and measure leakages across each 
pressure-containing or leakage-limiting boundary for containment 
penetrations whose design incorporates gaskets among others. Section 
III.B describes the Type B test acceptable methods, test pressure, 
and acceptance criteria. Section 111.0.2 prescribes the schedule and 
frequency of Type B test to be at every refueling outage but in no 
case at intervals exceeding 2 years. 

Contrary to the above a Type B local leak rate test has not been 
performed on a 1/2 inch torus level instrument line flange since it 
was originally declared operable on February 1981. 

CORRECTIVE ACTION TAKEN AND RESULTS ACHIEVED  

This item of noncompliance was the result of a modification to the 
instrument lines when the level transmitters were installed and 
subsequently relocated without including a Type B test as part of the 
modification test. The immediate corrective action to this noncompliance 
was to write a local leak rate test procedure, QTS 100-40, for the 
instrument volumes with the flange gaskets. This procedure was 
implemented in July, 1984. Local leak rate tests will be performed on 
both units for each instrument of this type on each subsequent refueling 
outage. The instrument lines were Type B tested with no detectable 
leakage on Unit 1 prior to its startup in August, 1984. 

CORRECTIVE ACTION TAKEN TO AVOID FURTHER NONCOMPLIANCE  

For this item of noncompliance, the following additional actions have 
been taken to avoid further noncompliance: 

1. The noncompliances issued to the Quad Cities Station have been placed 
on the agenda for discussion at the next Commonwealth Edison ILRT 
Committee meeting to make all Commonwealth Edison nuclear stations 
aware of the circumstances involved. 

2. Since the primary responsibility for modification test criteria rests 
with the cognizant person in the station Technical Staff, additional 
training concerning the definition of the primary containment boundary 
and testing requirements following any modification to that boundary 
was provided to all Technical Staff personnel. 
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3. An engineering review of the Quad Cities piping and instrument 
drawings was conducted to identify the presence of any other pipe 
flanges with gaskets that might be present without being LLRT'd. 
No other gaskets like the ones in question were identified. 

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED  

The corrective actions listed above have been implemented and full 
compliance is achieved at this time. 

9135N 



Commonwealth Edison 
One First National Plaza, Chicago, Illinois 
Address Reply to: Post Office Box 767 
Chicago, Illinois 60690 

September 7, 1983 

// 

/// 
Subject: Quad Cities Sta:biOn Units a'and 2 

/ 

Respon -o---1-44p tar-4-4716- 
50-25 /83-21_0d 50-265/83-19,./ 
NRC Do 	t—Rds. 	2-54-anb-511-265 

Reference (a): C. J. Paperiello letter to Cordell Reed 
dated August 8, 1983. 

Dear Mr. Paperiello: 

This letter is in response to the inspection conducted by 
Messrs. A. G. Januska and S. Rozak on July 5 through 8, 1983, of activi-
ties at Quad Cities Station. Although no items of noncompliance were 
identified, the NRC requested a response, within thirty days, of actions 
we planned to take regarding the Canberra alpha/beta counter and 
maintenance of the environmental air samplers. The Commonwealth Edison 
Company response to this concern is provided in the enclosure. 

To the best of my knowledge and belief the statements contained 
herein and in the attachment are true and correct. In some respects 
these statements are not based upon my personal knowledge but upon 
information furnished by other Commonwealth Edison employees. Such 
information has been reviewed in accordance with Company practice and I 
believe it to be reliable. 

If you have any further questions on this matter, please direct 
them to this office. 

Very truly yours, 

Mr. C. J. Paperiello, Chief 
Emergency Preparedness and 
Radiological Safety Branch - Region III 
U.S. Nuclear Regulatory Commission 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Farrar 
ctor of Nuclear Licensing 

BR/lut 

Attachment 

CC: NRC Resident Inspector - Quad CitieS 
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ATTACHMENT  

1. Alpha Monitoring  

The alpha monitoring capability at Quad Cities is currently 
under investigation. The Station is pursuing two avenues for 
purchasing a Eberline Model SAC-4 scintillation alpha counter to 
replace the Canberra unit. Investigation of the performance of the 
Canberra counters will be done with the Eberline SAC-4, and an 
independent laboratory and will begin after calibration of the 
Eberline counter. Calibration sources for this purpose are currently 
on order. Results of the comparisons will be sent to NRC Region III 
for review. 

Until the investigation is satisfactory completed, the Station 
will send samples that require alpha analysis (by Section 4.8 of the 
Technical Specifications) to Dresden Station for analysis with their 
Eberline SAC-4, or to an independent laboratory. 

2. Environmental Air Sampler Maintenance  

The Environmental Radiological Monitoring Program is administered 
by the supervisor of Emergency Planning, Technical Services Nuclear 
(TSN). As such, a letter was written to TSN requesting that the NRC's 
concerns about field technician practices be rectified. 

TSN has consulted wih the Environmental Contractor and arranged 
for installation of new flow meters on all 16 air samples surrounding 
the Quad Cities Station. The new flow meters are on order from the 
supplier. TSN has also assured Quad Cities Station that the 
contracted field technicians will be re-instructed by their employer 
on the proper procedures to use when taking samples. The general 
repair of the sample pumps will be reviewed, and air sampler housings 
will be painted, if needed. 

In addition, TSN is planning a program of sample collection with 
the contracted field technicians, to be performed on an annual basis, 
with the goal of ensuring the proper procedures are being followed, 
and that sampler maintenance is appropriate. 

Following the NRC Inspection, two station Health Physicists 
visited each of the air sample stations and revised the instruction 
on locating the sites. A week later, the same individuals revisited 
each site to check the directions for completeness. The revised 
directions are being reviewed will replace the old directions by 
October 1, 1983. 
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Commonwealth Edison 
One First National Plaza, Chicago, Illinois 
Address Reply to: Post Office Box 767 
Chicago, Illinois 60690 

September 8, 1983 	A., 

Mr. C. E. Norelius, Chief 
Division of Project and 
Resident Programs - Region III 
U.S. Nuclear Regulatory Commission 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Subject: Quad Cities Station UnitsA and 2 
Res,ponse.to_InspectIon— epostNos. 
0-254183-20 and 50-265/83-18 

NR Is r os. 	-265 

Reference (a): C. E. Norelius letter to Cordell Reed 
dated August 16, 1983. 

Dear Mr. Norelius: 

This letter is in response to the inspection conducted by Mr. N. 
3. Chrissotimos on July 1 through August 1, 1983, of activities at Quad 
Cities Station. Reference (a) indicated that certain activities appeared 
to be in noncompliance with NRC requirements. The Commonwealth Edison 
Company response to the Notice of Violation is provided in the enclosure. 

To the best of my knowledge and belief the statements contained 
herein and in the attachment are true and correct. In some respects 
these statements are not based upon my personal knowledge but upon 
information furnished by other Commonwealth Edison employees. Such 
information has been reviewed in accordance with Company practice and I 
believe it to be reliable. 

If you have any further questions on this matter, please direct 
them to this office. 

Very ruly yours, 

D. L. Farrar 
Director of Nuclear Licensing 

BR/lm 

Attachment 

cc: NRC Resident Inspector - Quad Cities---- 
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Commonwealth Edison Company 

ATTACHMENT 

Response to Notice of Violation 

NRC Docket Numbers 50-254 and 50-265 

The following paragraphs is the response to the item of non- 
compliance identified in the Appendix to the NRC letter dated August 16, 
1983. 

Technical Specification 6.2.A.7 requires that detailed written procedures 
shall be adhered to covering surveillance and testing requirements. Core 
Spray Pump Discharge Functional Pressure Test procedure, QIS-23-2, step 
F.10, requires the Instrument Mechanic to open the isolation valve and 
seal it open. Weekly Suppression Chamber Level Verification procedure, 
QOS 1600-25, step F.3, requires the Operator to close and lock the local 
sightglass isolation valves. 

1. Contrary to the above, during the functional pressure test conducted 
on June 23, 1983, isolation valves on the Core Spray Discharge 
pressure switches 'C' and 'D' were left closed and sealed. 

2. Contrary to the above, during the weekly Suppression Chamber level 
verification conducted on July 12, 1983, an isolation valve"on the 
Suppression Chamber sightglass was left opened and locked. 

Quad-Cities Station acknowledges the fact that isolation valves on 
two of the Core Spray pressure switches and the Pressure Suppression 
Chamber sightglass were left mispositioned. 

Corrective Action Taken and Results Achieved  

1. Upon discovery of this occurrence, the Core Spray pressure switches 
were immediately repositioned to their normal open status. An 
instrument valve audit was performed by Instrument Maintenance 
personnel which verified that no other instrumentation had been left 
inoperable. In addition, all surveillances for the previous month, 
which were completed by the individual responsible for the valving 
error, were double-checked to assure the proper valve configuration. 

A "tailgate session" was conducted between the Instrument Maintenance 
Department personnel and Station Management as to the seriousness 
and potential repercussions of such errors. 
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The Instrument Mechanic responsible for this error was disciplined 
for failure to follow Station procedures. 

2. The immediate corrective action was to close and lock the isolation 
valve after performing the weekly Suppression Chamber Level Verifica-
tion. An investigation identified the individual who inadvertently 
locked the wrong valve. While interviewing the individual, it 
became apparent that he had performed this surveillance correctly 
numerous times in the past and could not recall closing and locking 
the wrong valve. He was instructed in the future to pay attention 
to the work he is performing regardless of the number of times he has 
accomplished the chore. Likewise, at the weekly Operating 
Department meeting, all Operating personnel were reminded to concen-
trate on the job at hand. 

Corrective Action to Avoid Further Non-Compliance 

1. To avoid an occurrence of a similar nature, a new system has been 
devised which will ensure that the instrument valves have been 
returned to their proper position. This system involves a second 
verification of the final valve position by a qualified individual. 
The verification is performed immediately following the completion 
of the surveillance. To document the second verification, a sign-
off has been added to those instrument surveillance procedure 
checksheets involving safety related equipment. 

2. A review of the weekly Suppression Chamber level verification 
procedure was completed and was considered adequate. However, in 
an effort to avoid recurrence of this incident the procedure will 
be revised to further clarify the exact valves required to be 
isolated. Valve numbers will be assigned to these valves and 
identified as such in the procedure. A drawing change request will 
be initiated to accurately reflect the isolation valve numbers on 
the appropriate prints. 

Date When Full Compliance Will Be Achieved  

1. All applicable QIS procedure changes have been submitted. Full 
implementation of these procedures will be accomplished by September 
15, 1983. The new second independent verification system was 
implemented by July 1, 1983. 

2. The Weekly Suppression Chamber Level Verification procedure, WS 1600-
25, will be revised and implemented by October 10, 1983. The drawing 
change request which reflects the new valve numbers has been submitted. 



Commonwealth Edison 
One First National Plaza. Chicago, Illinois 
Address Reply to: Post Office Box 767 
Chicago, Illinois 60690 

September 21, 1984 

Mr. James G. Keppler 
Regional Administrator 
U.S. Nuclear Regulatory Commission 
Region III 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Subject: Quad Cities Station Units 1 and 2 
Response to Inspection Report 
Nos. 50-254/84-11 and 50-265/84-10 

NRC Docket Nos. 50-254 and 50-265  

Reference (a): W. D. Shafer letter to Cordell Reed 
dated August 20, 1984. 

Dear Mr. Keppler: 

This letter is in response to the inspection conducted 
by Messrs. A. L. Madison, A. D. Morrongiello and J. C. Bjorgen on 
June 24 thru August 5, 1984, of activities at Quad Cities Station. 
Reference (a) indicated that certain activities appeared to be in 
noncompliance with NRC requirements. The Commonwealth Edison 
Company response to the Notice of Violation is provided in the 

enclosure. 

If you have any further questions on this matter, please 
direct them to this office. 

Very 	uly yours 

D. L. Farrar 
Director of Nuclear Licensing 

lm 

Attachment 

cc: NRC Resident Inspector - Quad Cities- 
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ATTACHMENT A  

COMMONWEALTH EDISON COMPANY  

RESPONSE TO NOTICE OF VIOLATION  

As a result of the inspection conducted from June 24 through 
August 5, 1984 at Quad Cities Station, the following violations were 
identified: 

ITEM OF NONCOMPLIANCE  

1. 10 CFR 50, Appendix B, Section XII, as implemented by Commonwealth 
Edison Topical Report CE-1-A and Quality Assurance Procedure 12-51 
Revision 5, requires instruments that are utilized in activities 
affecting quality to be properly calibrated and adjusted at 
specified periods to maintain accuracy within necessary limits. 
Section II explains that such activities of the quality assurance 
program shall be accomplished to an extent consistent with the 
component's importance to safety. 

Contrary to the above, two safety related pressure switches which 
provide for fail-safe damper operation upon loss of instrument air 
pressure were found on July 3, 1984, by the resident inspectors to 
not have been calibrated since 1978 as a result of not being on 
the safety related calibration list. The pressure switches are 
associated with the inlet dampers of the Standby Gas Treatement 
System. Subsequently, the licensee identified eight more pressure 
switches associated with reactor building ventilation isolation 
valves that had not been placed on the safety related calibration 
list and for which no calibration data could be found other than 
original installation records. 

CORRECTIVE ACTIONS TAKEN AND RESULTS ACHIEVED  

Besides accounting for the eight reactor building ventilation 
pressure switches and the two Standby Gas Treatment System pressure 
switches, the Quad Cities Station has reviewed all safety related 
valves which have a fail-safe function. This review addressed 
whether or not an adequate calibration and/or testing program 
existed. There were no additional instruments identified as 
needing to be added to a periodic calibration list as a result of 
this review. 

Quad Cities Station also included its investigation of this event, 
a review of all instrumentation used for surveillance of Safety-
Related Systems. This review resulted in identification of 
additional instruments to be added to a schedule for periodic 
calibration. 



CORRECTIVE ACTION TO BE TAKEN TO AVOID FURTHER NONCOMPLIANCE  

The instruments identified as requiring periodic calibration will 
be added to the Instrument List and calibrated by October 31, 1984. 

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED  

Full compliance will be achieved by October 31, 1984, when the 
above procedure revisions will be implemented. 
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ITEM OF NONCOMPLIANCE  

2. 10 CFR 50, Appendix R, Paragraph M states that penetration seal 
designs shall utilize only noncombustible materials and shall be 
qualified by tests that are comparable to tests used to rate fire 
barriers. 

Contrary to the above, one penetration was found by the resident 
inspectors to contain material that was not qualified by tests 
comparable to tests used to rate fire barriers. 

DISCUSSION  

The air hose was installed temporarily to support contractor work 
in the area. At the time of this violation, an analysis of the 
temporary penetration was requested from Professional Loss Control 
Inc., Fire Protection Consultants. Their analysis stated: 

"The subject penetration was a 1/2  inch 0.0. air hose penetrating 
a sealed 3" conduit in the Cable Spreading Room. The 3" conduit 
void space was sealed with mineral fiber and RTV (silicon) foam. 
The conduit was adequately sealed. The only question is whether 
the 1/2 inch air hose of EPR would behave simlar to a 1/2 inch 
cable. Most likely the mineral fiber and the charing silicon foam 
would have expanded to seal off the 1 /2  inch hole in the event of 
a fire similar to the way the seal around melting cable insulation. 
Although this configuration has not been tested, it is our opinion 
that the small penetration as described did not violate the fire 
barrier Cr significantly degrade the seal." 

"In the future, to remove any doubt when similar breaches are 
required, we recommend resealing the opening with 1" of 3M Brand 
Fire Barrier caulk CP25. This material will intumesce and expand 
to fill the opening left by the melting hose. This caulk has been 
tested and approved for a 3 hour fire rating." 

Commonwealth Edison concurs with their analysis. 

CORRECTIVE ACTION TO BE TAKEN TO AVOID FURTHER NONCOMPLIANCE  

The air hose was removed and the opening resealed with 3M caulk. 



4 _ 

CORRECTIVE ACTION TO BE TAKEN TO AVOID FURTHER NONCOMPLIANCE  

To prevent recurrence, Commonwealth Edison's Station Nuclear 
Engineering Deparment has been requested to provide 
recommendations and criteria so that the Station can develop a 
method for sealing temporary penetrations based on approved fire 
protection practices. Procedures will be prepared and implemented 
for this purpose. 

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED  

Full compliance is achieved at this time, as temporary fire 
barrier penetrations are currently not in use at the Station. 
Prior to the use of any future temporary barriers, Quad Cities 
will develop procedures based on recommendations received from 
Station Nuclear Engineering. 
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Commonwealth Edison 
One First National Plaza. Chicago. Illinois 
Address Reply to. Post Office Box 767 
Chicago, Illinois 60690 

October 22, 1984 

Mr. James G. Keppler 
Regional Administrator 
U.S. Nuclear Regulatory Commission 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Subject: Quad Cities Station Units 1 and 2 

Response to Inspection Report 
Nos. 50-254/84-09 and 50-265/84-08 

NRC Docket Nos. 50-254 and 50-265  

Reference (a): L. R. Greger letter to Cordell Reed 

dated September 25, 1984. 

Dear Mr. Keppler: 

This letter is in response to the inspection conducted by 

Mr. T. Ploski and others on August 27 through 30, 1984 of the 

emergency preparedness exercise at Quad Cities Station. Reference 

(a) indicated that certain weaknesses were identified which required 

corrective action. The Commonwealth Edison Company response to the 

identified weaknesses is provided in the enclosure. 

If you have any further questions on this matter, please 

direct them to this office. 

Very t ly yours, 

D. L. Farrar 
Director of Nuclear Licensing 

lm 

cc: NRC Resident Inspector - Quad Cities 

Attachment 
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Quad Cities Station Response to 

NRC I.E. INSPECTION REPORT NO. 

50-254/84-09, 50-265/84-08 

1. Alert and Site Area Emergency emergency action levels for the 
unplanned explosion condition were not properly evaluated by the 
Shift Engineer due, in part, to their general wording and 
questionable interpretation. 

Response: 

A task force has been established to review and modify the emergency 
action levels (EALs) so as to make them easier to interpret and 
utilize to classify emergency conditions. This task force consists 
of corporate emergency planning personnel and representatives from 
each nuclear generating station. A secondary goal of the group is to 
achieve some degree of standardization between the BWR and PWR 
plants. Each existing EAL, including those for fire and unplanned 
explosion, will be properly reviewed for being adequately specific 
and for proper interpretation. It is envisioned that the review and 
subsequent issuance of new EALs will be completed in the spring of 
1985. 

2. The Operational Support Center's Supervisor was unable to adequately 
complete all his responsibilities. 

Response: 

It is recognized that any Station Group Director (including the OSC 
Director) may become overburdened during a given emergency, and would 
need additional personnel to help him carry out his 
responsibilities. In this regard, procedure QEP 320-1 is being 
revised to include a step to allow a Director to call out or deputize 
additional staff personnel or assistants that may be needed during 
the course of a given emergency. Also, procedure QEP 190-1 is being 
revised to more clearly describe the OSC Director's duties. These 
procedure revisions will be implemented by January 1, 1985. 

3. Emergency Operations facility (EOF) staff failed to complete all 
initial notifications for the General Emergency. 

Response: 

Some notification confusion was caused when the chief controller 
delayed the General Emergency declaration in order to stay within the 
bounds of the scenario. As stated in GSEP, the NRC Operations Center 
shall be notified no later than one hour after the time of an 
emergency classification. To assist in assuring this and other 
notifications are made in a timely manner in the future, a 
notification checklist will be established as part of the next EOF 
procedure revision scheduled for June 1985. 
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UNITED STATES 
NUCLEAR REGULATORY COMMISSION 

REGION Hi 
FiOUSEVEL1 r„ AU 

t. IN ELL YN, !Lt.-0401S 60137 

FEE 1 0 1983 

cu_aa QtL  - 

Docket No, 50-254 
Docket No, 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Messrs. 
N. J. Chrissotimos and S. G. DuPont of this office on October 23, 1982, 
through January 7, 1983, of activities at Quad-Cities Nuclear Power Station, 
Units 1 and 2, authorized by NRC Operating Licenses No. DPR-29 and No. DPR-30 
and to the discussion of our findings with Mr. N. J. Kalivianakis at the 
conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and in-
terviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of .this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

- ;15AitcL„._ 
J. F. Streeter, Chief 
Projects Branch 2 

Enclosure: Inspection Reports 
No. 50-254/82-23(DPRP) and 
No. 50-265/82-25(DPRP) 

cc w/encl: 
Louis 0. DelGeorge, Director 
of Nuclear Licensing 

N. Kalivianakis, Plant 
Superintendent 

DNB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Karen Borgstadt, Office of 

Assistant Attorney General 

RIII 	RIII 
ci.44 	-2 

Walker/sv 	Streeter 
2/8/83 	711c) 



U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/82-23(DPRP); 50-265/82-25(DPRP) 

Docket. Nos . 50-254; 50-265 	Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
P. O. Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: October 23, 1982, through January 7, 1983 

Inspectors: 
ee 	A1 
N. J. Chrissoeimos e-S3 

 

 

6 q4..1;/.0 
S. G. DuPont 

 

3 

    

Approved By: 
ef et e4 1 1. 

R. D. Walker, Chief 
Reactor Projects Section 
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Inspection Summary 

Inspection on October 23, 1982, through January 7, 1983 (Reports  
No. 50-254/82-23(DPRP); 50-265/82-25(DPRP))  
Areas Inspected: Routine unannounced inspection by resident inspectors 
of Operational Safety; Plant Scram; Procedures; TMI Action Plan Items; 
Long Term Shutdown; Licensee Meeting; Refueling Activities; Procurement; 
Licensee Event Reports; Training; Licensee Action on Identified Problems; 
Design Changes and Modifications; Surveillance - Refueling; Startup 
Testing - Refueling; Maintenance; Maintenance - Refueling; Information 
Notices and Regional requests. The inspection involved a total of 344 
inspector-hours onsite by two NRC inspectors including 86 inspector-hours 
onsite during off-shifts. 
Results: No items of noncompliance were identified. 



DETAILS 

1. Persons Contacted 

*N. Kalivianakis, Superintendent 
T. Tamlyn, Assistant Superintendent for Operations 
.D. Bax, Assistant Superintendent Maintenance 
L. Gerner, Assistant Superintendent for Administration 

*J. Heilman, Quality Assurance, Operations 
*G. Tietz, Technical Staff Supervisor 

The inspector also interviewed several other licensee employees, 
including shift engineers and foremen, reactor operators, technical 
staff personnel and quality control personnel. 

*Denotes those present at the exit interview on January 7, 1983. 

2. Operational Safety Verification 

The inspector observed control room operations, reviewed applicable logs 
and conducted discussions with control room operators during the months 
of October, November and December 1982. The inspector verified the 
operability of selected emergency systems, reviewed tagout records and 
verified proper return to service of affected components. Tours of 
Unit 2 reactor buildings and turbine buildings were conducted to observe 
plant equipment conditions, including potential fire hazards, fluid leaks, 
and excessive vibrations and to verify that maintenance requests had been 
initiated for equipment in need of maintenance. The inspector by obser-
vation and direct interview verified that the physical security plan was 
being implemented in accordance with the station security plan. 

The inspector observed plant housekeeping/cleanliness conditions and 
verified implementation of radiation protection controls. During the 
months of October, November and December 1982, the inspector walked 
down the accessible portions of the emergency core cooling systems to 
verify operability. The inspector also witnessed portions of the 
radioactive waste system controls associated with radwaste shipments 
and barreling. 

These reviews and observations were conducted to verify that facility 
operations were in conformance with the requirements established under 
technical specifications, 10 CFR, and administrative procedures. 

No items of noncompliance or deviations were identified. 

3. Plant Scram 

Following the Unit 2 scram on November 7, 1982, the inspector 
ascertained the status of the reactor and safety systems by review of 
control room logs and discussions with licensee personnel concerning 
plant parameters, emergency system status and reactor coolant chemistry. 
The inspector verified the establishment of proper communications and 
reviewed the corrective actions taken by the licensee. All systems 
responded as expected. 
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The cause of the scram was attributed to a broken wire in the electro-
hydraulic control panel. While conducting a surveillance test, the 
control circuit for turbine control valve closure was not bypassed 
because of the broken wire. This caused the control valves to go 
closed and caused a high power reactor scram. 

No items of noncompliance or deviations were identified. 

4. Procedures 

The inspector reviewed the following procedure changes to ensure they 
reflect current technical specifications, plant modifications and NRC 
commitments: 

 

QAP 200-7, Revision 4 
QGA-12, Revision 9 
Q0S-5600-1, Revision 2 

QOS-2300-1, Revision 6 
QEP-530-2, Revision 7 

 

Station Stores Supervisor 
Loss of Auxiliary Electric Power 
Turbine Control Valve Fast Closure Scram 

Instrumentation Functional Tests 
HPCI Subsystem Outage Report 
Monthly Test of NRC Emergency Notification 
System 

 

No items of noncompliance or deviations were identified. 

5. TMI Action Plan Followup 

  

    

(Closed) Item II.K.3.21: Restart of core spray and low-pressure 
coolant injection systems. In a letter dated October 26,1982, Vassallo 
to DelGeorge, the NRC completed its review of the BWR Owners Group 
response concerning this item. The NRC agreed with the Owners Group 
position and stated that logic modifications are unwarranted. This 
completes the review of NUREG-0737, Item 11,1(.3.21 for Quad-Cities. 

(Closed) Item II.K.3.25: Effect of loss of A-C power on pump seals. The 
seal leakage data provided by the BWR Owners Group on the affected pumps 
demonstrated acceptable leakage rates following loss of cooling to the 
pump seals. Based on the licensee's endorsement of the BWR Owners Group 
position regarding this item, the Office of Nuclear Reactor Regulation 
considers this matter to be resolved. 

No items of noncompliance or deviations were identified. 

6. Long Term Shutdown 

During the refueling outage, four items were lost in the vessel: a 
rubber boot, a short length of rope, a light lense cover, and a grinding 
wheel. 

The inspector observed retrieval operations conducted to remove these 
objects. The licensee recovered the lense cover, grinding wheel and a 
portion of the control rod drive thermal sleeve retaining ring lost 
during a previous outage. 



Concerning the rope, the licensee conducted an analysis and determined 
that it would disintegrate during startup. 

The rubber boot still remains lost following extensive attempted 
retrieval operations. The licensee has procurred a generic analysis, 
completed by General Electric, for the rubber boot. The licensee 
conducted an onsite review of that analysis and formulated plans to 
utilize its recommendations. The inspector discussed the specifics of 
the analysis with the licensee and the licensee's plans to ensure that 
safe operation of the facility was not impaired. The inspector has no 
further concerns in this area. 

No items of noncompliance or deviations were identified. 

7. Licensee Meeting 

On November 15, 1982, the senior resident inspector attended a meeting 
in Region III. The meeting was held at the request of the licensee to 
present the methods they were to employ for conducting the upcoming 
containment integrated leak rate test. 

The licensee is proposing to conduct a 12-hour test in accordance with 
Technical Specification requirements utilizing the accepted Bechtel 
Company computer program. Additionally, the licensee will be performing 
a parallel leak rate test program in accordance with existing procedures. 
This is being performed as a backup to the Bechtel program. 

8. Refueling Activities 

While attempting to lift a fuel assembly out of the core during normal 
refueling operations, it was found that the assembly had become attached 
to its fuel support piece. Once out of the core, the licensee transferred 
both the assembly and attached support piece to the spent fuel pool. This 
was accomplished utilizing the refueling trolly grapple because the 
assembly and attached support could not be moved using the normal methods. 
The licensee, with assistance from General Electric, attempted to separate 
the support piece from the assembly but was not successful. 

Review of the in-core characteristics for this particular fuel bundle 
revealed no abnormalities. Additionally, comparisons between several 
training incore probe traces taken throughout the cycle indicated no 
significant flux asymetries near that fuel assembly. Based on the lack 
of abnormal fuel assembly in-core characteristics and extensive visual 
observation of the assembly, a licensee review concluded that no safety 
problem exists. Further efforts to dislodge the assembly from its 
support piece will be conducted following completion of the current 
refueling outage. 

No items of noncompliance or deviations were identified. 



9. 	Licensee Event Reports Followup 

Through direct observations, discussions with licensee personnel, and 
review of records, the following event reports were reviewed to deter-
mine that reportability requirements were fulfilled, immediate corrective 
action was accomplished, and corrective action to prevent recurrence had 
been accomplished in accordance with technical specifications. 

a. 	Unit 1 

(i) LER 82-20/03L: RCIC area high temperature isolation 
switches would not trip during testing. 

(ii) LER 82-21/03L: Leaking vent line on the low pressure 
stage of the 1D RHR service water pump. The cause of 
this event was attributed to stress cracking induced by 
vibration of the pump during operation. After analysis 
by the licensee, the vent line was replaced with a 
temporary plug. The remaining pumps were inspected for 
cracking. These actions were completed prior to unit 
startup from the refueling outage on December 22, 1982. 

Future actions are planned to replace the vent and weld 
the vent line connectors to strengthen the apparent 
stress points. 

(iii) LER 82-22/03L: Maintenance outage for the 1/2 B diesel 
fire pump exceeded seven days. The 1/2 B pump failed to 
reach rated capacity of 2000 gpm during testing and was 
removed from service and disassembled. Inspection 
revealed that the wear rings and seals needed replacement. 
Immediate repairs were delayed until wear rings could be 
procured. 

The wear rings were replaced and the pump tested satis-
factorily on October 4, 1982. Throughout the pump's 
outage, a portable pump was available to provide the 
required capacity for the fire suppression system. 

(iv) LER 82-33/03L: The 24/48 vDC battery failed the test 
discharge surveillance. The 24/48 vDC batteries were 
replaced and tested satisfactorily on December 22, 1982. 

(v) LER 82-34/03L: Reactor building fuel pool monitor tripped 
in excess of limits due to instrument drift. 

b. 	Unit 2 

(i). LER 82-18/03L: Unit 2 diesel generator tripped from high 
temperatures. The cause of the engine overheating was due to 
fouling of the diesel generator cooling water heat exchangers. 
The licensee has developed a preventative maintenance program 
for cleaning of the heat exchangers to preclude any future 
recurrence. 



(ii) LER 82-19/003L: Recirculation pump discharge valve bent stem. 
During a short maintenance outage on October 22, 1982, the 2A 
recirculation pump discharge valve failed to fully close when 
given a closed signal. An inspection in the drywell revealed 
the limitorque motor operator had pulled the yoke away from 
the valve bonnet. It was observed that two of the four 1 1/2 
inch bolts, which hold the yoke to the bonnet, had fallen off 
and the valve stem was bent. 

The licensee decided to cut the bent portion of the stem off 
just below the threaded area and attach a new threaded stem 
of the same length. Station Nuclear Engineering and Nuclear 
Station Division-Maintenance Departments designed a proper 
weld configuration to accomplish the attachment of the two 
stems. This configuration ensured a sufficient amount of 
strength to bind the two stems together during operation of 
the valve. 

Upon completion of the repairs, the valve was exercised to 
ensure proper movement and operation of the valve. When 
Unit 2 operation reached 200 Me, the valve was closed and 
then jogged to the full open position. No abnormalities 
were observed. 

The inspector reviewed the work packages involved with this 
repair to verify compliance with applicable regulations and 
witnessed the operational tests that were conducted to 
determine their adequate. 

To prevent a similar instance on any other motor operated 
valves in the Drywell, all bonnet-to-yoke bolts were checked 
for proper tightness prior to startup. 

During the next refueling outage, maintenance will be 
performed on these bolts to implement a positive means of 
attachment. This may involve either a tack weld or a wire 
seal, as deemed appropriate. This positive means of attachment 
will also be provided for the Unit 1 valves prior to startup 
from the present refueling outage. 

No items of noncompliance or deviations were identified. 

10. Procurement 

The inspector reviewed procurement and storage activities to ascertain 
whether the purchase of components, materials and supplies used for safety 
related functions, is in conformance with the licensee's approved QA 
program and implementing procedures; non-conforming items are segregated 
and marked accordingly; applicable preventive maintenance is performed; 
housekeeping and environmental requirements are met; and, limited shelf-
life items are controlled. 



The following components were inspected: 

a. 	Control Rod Drive Rebuild Kits 
b, 	Electromatic Valve Rebuild Kits 

No items of noncompliance or deviations were identified. 

11. Training 

The inspector attended one of the licensee's operator requalification 
lecture series and verified that lesson plan objectives were met and that 
training was in accordance with the approved operator requalification 
program schedule and objectives. 

The inspector verified by direct questioning of one new, one existing, 
and one temporary employee that administrative controls and procedures, 
radiological health and safety, industrial safety, controlled access 
and security procedures, emergency plan, and quality assurance training 
were provided as required by the licensee's technical specifications; 
verified by direct questioning of one craftsmen and one technician that 
on-the-job training, formal technical training commensurate with job 
classification, and fire fighting training were provided. 

No items of noncompliance or deviations were identified. 

12. Licensee Action Concerning Identified Problems 

The inspector reviewed corrective actions taken by the licensee 
pertaining to recurring failures and resolution of identified dis-
crepencies involving safety-related components. 

No items of noncompliance or deviations were identified. 

13. Design Changes and Modifications 

Through record review the inspector verified for the design changes 
listed below that design changes were made in accordance with 
10 CFR 50.59; that design changes were reviewed in accordance with 
technical specifications and the established Quality Assurance 
program; that design changes were conducted in accordance with written 
procedures which included identification of inspections required by 
codes or standards, and acceptance test procedures which defined 
acceptance values or acceptance standards; that test records verified 
performance of equipment modified to technical specifications/FSAR 
requirements and performance of modified equipment was reviewed and 
approved; that operating procedures modifications were made and 
approved in accordance with technical specifications; that installa-
tion procedures were adequate for the identified function; that 
as-built drawings were changed to reflect the modifications; and that 
records of design changes were maintained as described in 10 CFR 50.59b 
and the established QA program. 



M-4-1-78-1 
	

Neutron Monitoring System (SRM Alarms) 
M-4-1-82-37 

	
48v Battery Replacement 

M-4-1-78-33 
	

ESS Uninterruptible Power Supply 
M-4-1-81-11 

	
Reactor Mode Select Switch 

No items of noncompliance or deviations were identified. 

14. Surveillance - Refueling 

The inspector observed the following surveillance and functional 
testing on Unit 1 to verify that the tests were covered by properly 
approved procedures; that the procedures used were consistent with 
regulatory requirements, licensee commitments, and administrative 
controls; that minimum crew requirements were met, test prerequisites 
were completed, special test equipment was calibrated and in service, 
and required data was recorded for final review and analysis; that the 
qualifications of personnel conducting the test were adequate; and that 
the test results were adequate. 

ECCS Logic 
APRM Scram 
ADS Logic 
Main Steam Line High Radiation 
Diesel Generator Loading Logic 

No items of noncompliance or deviations were identified. 

15. Startup Testing - Refueling 

The inspector observed the tests listed below and verified that the 
refueling outage startup testing was conducted in accordance with 
technically adequate procedures and that the facility was being 
operated within license limits. 

QTS 1104-1 
COS 207-1 
QGP 1-S1 
COS 202-10 
COS 201-1 
COS 1300-1 
COS 1300-2 
COS 2300-1 
COS 2300-2 
COS 2300-3 
COS 2300-7 
COS 1300-4 

Shutdown Margin Subcritical Demonstration 
Rod Worth Minimizer Operability 
Master Startup Operability Checklist 
Recirculation System Valve Position Indication Test 
Manual Operation Of Electromatic Relief Valves 
RCIC Flow Rate Test 
RCIC Pump Operability Test 
HPCI Flow Rate Test 
HPCI Pump Operability Test 
HPCI Valve Operability Test 
HPCI Turbine Overspeed Test 
RCIC Turbine Overspeed Test 

No items of noncompliance or deviations were identified. 

16. Monthly Maintenance Observation 

Station maintenance activities of safety related systems and components 
listed below were observed/reviewed to ascertain that they were conducted 
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in accordance with approved procedures, regulatory guides and industry 
codes or standards and in conformance with technical specifications. 

The following items were considered during this review: the limiting 
conditions for operation were met while components or systems were 
removed from service; approvals were obtained prior to initiating the 
work; activities were accomplished using approved procedures and were 
inspected as applicable; functional testing and/or calibrations were 
performed prior to returning components or systems to service; quality 
control records were maintained; activities were accomplished by 
qualified personnel; parts and materials used were properly certified; 
radiological controls were implemented; and, fire prevention controls 
were implemented. 

Work requests were reviewed to determine status of outstanding jobs 
and to assure that priority is assigned to safety related equipment 
maintenance which may affect system performance. 

The following maintenance activities were observed/reviewed: 

Unit2 

  

WR 22679 
WR 22721 
WR 22738 
WR 22744 
WR 22745 

Recirculation Pump Flow Recorder 
HPCI Gland Seal Condenser Pressure Transmitter 
Four Rod Display Panel 
APRM Recorder 
Oxygen Analyzer 

Following completion of maintenance on the APRM recorder and recirculation 
pump flow recorder, the inspector verified that these systems had been 
returned to service properly. 

No items of noncompliance or deviations were identified. 

17. Maintenance - Refueling 

The inspector verified maintenance procedures include administrative 
approvals for removing and return of systems to service; hold points 
for inspection/audit and signoff by QA or other licensee personnel; 
provisions for operational testing following maintenance; provisions 
for special authorization and fire watch responsibilities for activities 
involving welding, open flame, and other ignition sources; reviews of 
material certifications; provisions for assuring LOU requirements were 
met during repair; provisions for housekeeping during and following 
maintanence; and responsibilities for reporting defects to management. 

The inspector observed the maintenance activities listed below and 
verified work was accomplished in accordance with approved procedures 
and by qualified personnel. 



Unitl  

IB Recirculation MG Set 
lA Reactor Feedwater Pump 
TIPS Machines No. 3, 4 and 5 
Reactor Mode Selector Switch 
Unit 1 Diesel Generator 
Control Rod Drive Mechanism Overhaul 

No items of noncompliance or deviations were identified. 

18. IE Information Notice Followup 

For the IE Information Notices (IEN) listed below, the inspector verified 
that the information notice was received by licensee management, that a 
review for applicability was performed, and that if the information notice 
were applicable to the facility, appropriate actions were taken or were 
scheduled to be taken. 

a. IEN 82-01: Auxiliary feedwater pump lockout resulting from 
Westinghouse W-2 switch circuitry modification. Quad Cities does 
not utilize W-2 control switches in safety related systems. 

b. IEN 82-02: Westinghouse NBIT) relay failures in reactor protection 
systems at certain nuclear power plants. Quad Cities does not have 
N8FD relays in the reactor protection system. 

c. IEN 82-03: Environmental tests of electrical terminal blocks. 
IE Bulletin No. 79-01B required certain terminal blocks to be 
replaced. The licensee's preventive maintenance program is in 
accordance with the information notice. 

d. IEN 82-04: 
relays are 

e. IEN 82-05: 

f. IEN 82-06: 
studs. 

AGASTAT E-7000 series time-delay relays. The subject 
not installed on safety related systems. 

Increasing frequency of drug-related incidents. 

Failure of steam generator primary side manway closure 

g• 
	IEN 82-07: Inadequate security screening programs. 

h. 	IEN 82-08: Check valve failures on diesel generator engine cooling 
system. New check valves have been installed and placed on the 
maintenance program to be inspected each refueling outage. 

1. 	IEN 82-09: Cracking in piping of makeup coolant lines at B&W 
plants. 

IEN 82-10: Following up symptomatic repairs to assure resolution 
of the problem. Quad Cities has had valve problems and investiga-
tions are conducted to determine root causes. As a result, valve 
problems have been significantly reduced. 
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k. 	IEN 82-11: Potential inaccuracies in wide range pressure instruments 
used in Westinghouse designed plants. 

1. 	TEN 82-12: Surveillance of hydraulic snubbers. Safety related 
snubbers installed inside containment are mechanical. The few 
safety related hydraulic snubbers outside containment were manu-
factured by Grinnel and will be replaced. 

m. IEN 82-13: Failures of General Electric type HFA relays. The 
licensee has conducted inspections which have revealed evidence of 
cracking. No inoperable components have been identified. A modi-
fication has been initiated to replace those relay spools. 

n. IEN 82-14; TNT-1 steam generator/reactor coolant system 
chemistry/corrosion problem. 

o. IEN 82-15: Notification of the Nuclear Regulatory Commission (NRC). 

p. IEN 82-16: HPCl/RCIC high steam flow setpoints. 

q. IEN 82-17: Overpressurization of reactor coolant system. 

r. TEN 82-18: Assessment of intakes of radioactive material by workers. 

s. IEN 82-19: Loss of high head safety injection emergency boration 
and reactor coolant makeup capability. 

t. TEN 82-20: Check valve problems. The type check valves described 
in that notice are not used by the licensee. 

u. IEN 82-21: Buildup of enriched uranium in effluent treatment tanks. 

v. IEN 82-/1: Failures in turbine exhaust lines. 

w. IEN 82-23: Main steam isolation valve (MSIV) leakage. The 
licensee's program to correct the problems includes closing MSIV's 
at pressure which simulates actual conditions and applies a greater 
closing force. Leak test results have improved drastically since 
implementation of this program. 

x. IEN 82-24: Water leaking from uranium hexafluoride overpacks. 

Y. 	IEN 82-25: Failures of Hiller actuators upon gradual loss of air 
pressure. Hiller actuators are not in use at Quad-Cities. Air-
operated valves are tested in accordance with the in-service 
inspection program. 

No items of noncompliance or deviations were identified. 

19. Followup on Regional Requests 

a. 	In accordance with 10 CFR Part 21, ITT Barton notified the NRC of 
defects in model 763 and 764 electronic transmitters. The inspector 
verified that the licensee does not utilize those specific instruments. 
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b. Power Conversion Products Incorporated (PCP) notified the licensee 
that they discovered a potential defect in certain Model 35-130-200 
battery chargers. The potential defect involves the fuses used to 
protect silicone control rectifiers. PCP recommends replacement of 
the 200 amp fuses with 300 amp fuses. Additionally, in the interim, 
the chargers should not be operated at full load for extended periods 
of time. 

The inspector verified that only one 125 vDC battery at the station 
is affected by this notification. Additionally, the inspector verified 
that the licensee is following the recommended interim actions until 
parts are available to replace the fuses. 

c. Concerning the potential generic issue involving failure of Chicago 
Bridge and Iron Airlocks, the inspector verified that similar airlock 
doors are installed at Quad-Cities station. In discussions with the 
licensee, it was determined that the particular design installed at 
Quad-Cities is not susceptible to that failure mechanism. The design 
is such that if there was engagement of the latching mechanism, the 
airlock doors could not be simultaneously opened. 

d. Concerning the potentially generic issue involving incorrect trip set 
point for HPCI turbine steam line high flow, the inspector determined 
that the licensee has established conservative set point values. 

Following original startup testing, the licensee reviewed the 
calculations of set point settings. It was discovered that the 
setpoint was too close to the technical specification limit. On 
March 18, 1973, the licensee conducted a test and recalibrated 
the instrument setpoint more conservatively. The inspector verified 
that this conservative calculation is still being utilized. 

No items of noncompliance or deviations were identified. 

22. Exit Interview 

The inspector met with licensee representatives (denoted in Paragraph 1) 
throughout the month and at the conclusion of the inspection on January 7, 
1983, and summarized the scope and findings of the inspection activities. 
The licensee acknowledged the inspectors concerns. 
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Docket No .6(1-25.4_,./ 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. James J. O'Connor 

President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the special safety inspection conducted during the period 
November 18 through 22 and December 13 through 16, 1982, of activities at the 
Quad Cities Nuclear Power Station, Units 1 and 2, authorized by NRC Operating 
Licenses No. DPR-29 and No. DPR-30. The results of this inspection were 
discussed during an enforcement conference conducted at the NRC Region III 
office on January 14, 1983. The report setting forth the results of the 
inspection and enforcement conference is enclosed. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the 
requirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 

A separate letter is enclosed that sets forth certain matters of concern and 
the items of noncompliance found during these inspections. The responses 
directed by this letter are not subject to the clearance procedures of the 
Office of Management and Budget as required by the Paperwork Reduction Act of 
1980, PL 96-511. 
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Commonwealth Edison Company 

We will gladly discuss any questions you have concerning these inspections. 

Sincerely, 

sly:J by 
Jam::s C. 

James G. Keppler 
Regional Administrator 

Enclosure: Inspection Report 
No. 50-254/82-26(DPRP) and 
No. 50-265/82-26(DPRP) 

cc w/encl: 
Cordell Reed, Vice President 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DNB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Philip L. Willman, Esq. 

Assistant Attorney General 
Environmental Control Division 

Reed Neuman, Esq., Assistant 
Attorney General 

RIII 
kulA 
Schultz/sv 
04/08/83 

trP 
bavis 

RITZ/ 
'ft 

Keppler 
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6 --- s. G. DuPont 

s-R oger D. Walker, Chief 
Reactor Projects Section 2C 

Approved By: 

U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Report Nos. 50-254/82-26(DPRP); 50-265/82-26(DPRP) 

Docket Nos . 50-265; 50-254 	Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad Cities Site, Cordova, IL 

Enforcement Conference At: U.S. NRC Region III Office, Glen Ellyn, IL 

Inspection Conducted: November 18 through 22 and December 13 through 16, 1982 

Enforcement Conference Conducted: 

-621 
inspectorskrr. J. Chrissotimos 

January 14, 1983 

41 /g/1-3 

Inspection and Enforcement Conference Summary  

Inspection on November 18 through 22, December 13 through 16 and January 14,  
1983 (Report Nos. 50-254/82-26(DPRP); 50-265/82-26(DPRP))  
Areas Inspected: Special, unannounced inspection by the resident inspectors 
of two events involving inoperability of Reactor Protection System instru-
mentation during operation of Unit 2 and overpressurization of the Unit 1 
reactor vessel during hyrostatic testing. The inspection involved a total of 
96 inspector-hours onsite by two NRC inspectors including 16 inspector-hours 
onsite during off-shifts. 
Results: Of the two areas inspected, two items of noncompliance were 
identified (Exceeding technical specification limiting condition for opera-
tion for Reactor Protection System instrumentation - Paragraph 2; Inadequate 
test procedure for reactor vessel hydrostatic test - Paragraph 3). 



DETAILS 

1. 	Persons Contacted  

a. Quad Cities Nuclear Power Station  

*N. Kalivianakis, Superintendent 
*T. Tamlyn, Assistant Superintendent Operations 
L. Garner, Assistant Superintendent for Administration 
G. Tietz, Technical Staff Supervisor 

The inspectors also interviewed various licensed operators. 

b. Commonwealth Edison Company Corporate Office  

*C. Reed, Vice President 
*D. Calle, Division Vice President, Nuclear 
*L. DelGeorge, Staff Assistant, Nuclear 
*T. Rausch, Nuclear Licensing Administrator 

*Indicates those persons present at the Enforcement Conference held on 
January 14, 1983. 

2. Licensee Event Report Review 

(Open) LER (50-265/82-21): Reactor Protection System instrument found 
inoperable. On October 13, 1982, during a maintenance outage, test taps 
for the turbine first stage pressure switches were replaced using a Work 
Request Authorization (WRA) as the controlling procedure governing the 
activities being performed. The instrument isolation valve for pressure 
switch "B" leaked sufficiently to require the instrument rack stop valve 
to be closed. The instrument mechanic performing the work closed the 
rack stop valve and did not note this isolation on the VRA or inform the 
Operating Department that the valve had been shut. When the instrument 
mechanic completed replacement of the test tap, he opened the instrument 
isolation valve but failed to open the rack stop valve because it was 
not the normal isolation valve called out in the instrument calibration 
procedures. Thus, redundancy of the Reactor Protection System trip logic 
was compromised by having the Bl subchannel inoperable. 

This pressure switch is associated with the generator load reject and 
stop valve scram bypass relays. A control room annunciator on the 
reactor panel is displayed when the relays are closed. The pressure 
switch activates when turbine first stage pressure is greater. than 45% 
of the rated first stage pressure and the pressure switch signal causes 
the relays to open and allows the operator to reset the annunciator. 

The annunciator was actuated (displayed) on October 8, 1982, when 
Unit 2 was shut down for a maintenance outage. Isolation of the pressure 
switch during maintenance caused the annunciator to be continuously dis-
played. However, no abnormal conditions would be recognized following 
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maintenance on October 13, 1982, through startup to approximately 40% 
rated power because the annunciator is normally displayed in those 
circumstances. 

On October 13, 1982, at 6:00 p.m., Unit 2 was at approximately 45% rated 
power as determined by log book entries and computer printouts. At this 
time, Step 6.r of the normal unit startup procedure, QGP 1-1, requires 
that the annunciator be cleared. Additionally, if this cannot be 
accomplished, annunciator Procedure QOA 900-5 requires the operator to 
check for a faulty relay or alarm circuit to correct the situation. On 
October 15, 1982, at approximately 9:45 a.m., 39 hours and 45 minutes 
after the unit was above 45% power, the Unit 2 operator found that the 
tubine generator load reject and stop valve scram bypass" annunciator 

would not clear. At the time of discovery, reactor power was 86% of 
rated. By procedure, the operator inspected Panel 902-17 and found 
that a generator load reject and stop valve closure scram bypass relay 
was closed, while the redundant relays in the Reactor Protection System 
circuit were open as they should have been. 

The Shift turnover procedure for the Shift Engineer (SE), QAP 300-3, 
Step C.7, requires the SE to perform a visual control room panel check 
at the beginning of the shift. The shift change procedure for the 
Station Control Room Engineer/Shift Technical Advisor (SCRE/STA), 
QAP 300-21, Step C.I, requires the off-going SCRE/STA inform the 
oncoming SCRE/STA of any abnormal operating conditions. Step C.2.e 
of that procedure requires that the oncoming SCRE/STA should perform 
control room panel checks of safety-related equipment following shift 
change. The shift turnover procedure for Nuclear Station Operators (NSO), 
QAP 300-4, Step C.6.e, requires the NSO's check the control room panels 
following shift change and report any abnormal conditions to the SE. The 
inspector determined that the SE, SCRE/STA and NSO's failed to recognize 
that the RPS was in a degraded condition through five shift turnovers 
while sufficient information existed (control room annunciator) that 
should have alerted them that they were in a Technical Specification 
Action Statement condition. 

The failure to follow plant startup, alarm response, and shift change 
procedures was contrary to Technical Specifications 6.2.A.1 and 6.2.A.3. 
Those specifications require adherence to normal startup and operations 
procedures and alarm response procedures. Technical Specification 3.1.A 
specifies minimum Reactor Protection System instrumentation requirements 
and actions to be taken when those requirements cannot be achieved. The 
failure to take compensatory actions while turbine first stage pressure 
switch "B" was inoperable was contrary to Technical Specification 3.1.A. 
These findings represent an item of noncompliance (265/82-26-01). 

3. 	Inservice Testing  

On December 12, 1982, the licensee began to perform the required vessel 
hydrostatic test on Unit 1 in accordance with Procedure Q0S 201-5, "Reactor 
Vessel and Class I Systems Hydrostatic Test for Inservice Inspection." 
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During the first phase of the vessel hydrostatic test, the vessel 
pressure was maintained at approximately 400 psig. When this was 
accomplished, walkdowns were conducted to observe any leakage or 
water build-up underneath piping or components. Concurrently, main-
tenance personnel began to gag all safety valves in preparation for 
phase two. These valves were gagged to prevent inadvertent operation 
at higher pressures during system walkdowns by personnel. This action 
also inhibited vessel overpressure protection. 

Additionally, the licensee decided to have the Instrument Department 
perform checks of the reverse flow check valves on the instrument lines. 
Normally, this is accomplished at full test pressure. In making this 
decision, the licensee did not foresee any reason for not conducting 
these checks at this stage of the hydrostatic test. 

Upon completion of system walkdowns and reverse flow check valve tests, 
the licensee began phase two of the hydrostatic test. This involved 
increasing pressure to meet the test requirement of 1.10 times normal 
operating pressure, which is approximately 1100 psig. 

As phase two began, the operating engineer who was being utilized for 
communications became contaminated. He told personnel involved in the 
test that he was leaving the area. Based on previous experience, it 
was believed that this interruption in communications was acceptable 
because pressure increase during the beginning of phase two is gradual 
and thus a personnel replacement was not deemed necessary. 

Following start of the control rod drive system to increase pressure, 
no control room indication for pressure increase was observed. This 
was a result of the reverse flow check valves not operating properly 
because the check valve tests were conducted at a lower pressure. This 
also affected the calibrated test gauge; thus, the lack of communication 
with the operating engineer was inconsequential. 

Upon realizing that a problem existed, personnel went into the reactor 
building. At this time it was noticed that reactor pressure had risen 
to 1225 psig as indicated by a local gauge that was unaffected by the 
reverse flow check valve problem. The control room was immediately 
notified, and the control rod drive pump was tripped. A calibration 
check was made of this local gauge following the event and the 1225 
psig indication was verified to be correct. 

Section XI of the ASME Code requires that some form of overpressuriza-
tion protection be provided to prevent system overpressurization during 
hydrostatic testing. These requirements are not specific and could be 
satisfied with administrative measures (for example, an operator 
instructed to isolate the pressure source at a specified system pressure). 
However, ANSI N45.2.8, 1974, requires that controls be established over 
pressure relief devices to prevent system overpressurization during 
hydrostatic testing. The licensees quality assurance program requires 
implementation of ANSI N45.2.8, 1974 to satisfy 10 CFR Part 50, 
Appendix B, Criterion XI requirements concerning control over testing 
activities. Additionally, the hydrostatic test procedure for the 

4 



reactor vessel and piping, QOS 201-5, Step 16, requires that system 
pressure not exceed 1120 psig during the hydrostatic test. 

The failure to control pressure relief devices to prevent system over-
pressurization during hydrostatic testing is contrary to the requirements 
of 10 CFR Part 50, Appendix B, Criterion XI, and the licensees Quality 
Assurance Program. The failure to follow the reactor vessel hydrostatic 
test procedure by exceeding 1120 psig is contrary to Technical 
Specification 6.2.A.6. That specification requires the adherence to 
surveillance and test procedures. These findings represent an item of 
noncompliance (254/82-26-01). 

4. Enforcement Conference  

The Region III staff met with licensee representatives (denoted in 
Paragraph 1) for an Enforcement Conference on January 14, 1983. The 
purpose of the Enforcement Conference was to discuss the inspection 
findings and planned or completed corrective actions. 

The Region III staff provided a discussion of the facts surrounding the 
isolation of a turbine first stage pressure switch during a maintenance 
activity and the subsequent failure of control room personnel to identify 
the isolation of this instrument through five shift turnovers while a 
control room panel annunciator was lit indicating a system malfunction. 
The Region ill staff identified these findings as violations of the 
Technical Specification Limiting Condition for Operation for Reactor 
Protection System instrumentation and failure to adhere to the normal 

unit startup procedure, the annunciator response procedure and shift 
turnover procedures. 

In addition, the Region III staff provided a discussion of the circum-
stances surrounding the performance of the reactor vessel and piping 
hydrostatic test on Unit 1 that resulted in exceeding the hydrostatic 
test pressure. This finding was identified as a violation of the quality 
assurance requirements concerning test control. 

The licensee responded by stating that the facts were correct as 
presented by the Region III staff and provided a discussion of proposed 
and completed corrective actions and actions to prevent recurrence. 
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UNITED STATES 
NUCLEAR REGULATORY COMMISSION 

REGION III 
799 ROOSEVELT ROAD 

GLEN ELLYN, ILLINOIS 60137 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

VAT: 1 i033 

This refers to the routine safety inspection conducted by Mr. N. J. Chrissotimos 
of this office on January 7 through February 18, 1983, of activities at 
Quad-Cities Nuclear Power Station, Units 1 and 2, authorized by NRC Operating 
Licenses No. DPR-29 and No. DPR-30 and to the discussion of our findings with 
Mr. N. J. Kalivianakis at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and in-
terviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(8), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

Original signed by R. D. Walker (for) 

J. F. Streeter, Chief 
Projects Branch 2 

Enclosure: Inspection Reports 
No. 50-254/83-01(DPRP) and 
No. 50-254/83-01(DPRP) 

cc w/encl: 
Louis O. DelGeorge, Director 
of Nuclear Licensing 

N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Karen Borgstadt, Office of 

Assistant Attorney General 

RIII 

Walker/sv 
2/25/83 

RIII 

61441/  Streete 

•J‘PV4Z3  



U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/83-01(DPRP); 50-265/83-01(DPRP) 

Docket Nos. 50-254; 50-265 	 Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: January 7 through February 18, 1983 

ell•qt'idaDigen 
Inspector: N. J. Chrissotimos 

1  
Approved By: R. D. Walker, Chief 

Reactor Projects Section 2C 

Inspection Summary 

Inspection on January 7 through February 18, 1983 (Reports No. 50-254/83-01(DPRP);  
50-265/83-01(DPRP))  
Areas Inspected: Routine, unannounced inspection by the resident inspector of 
operational safety; maintenance; surveillance; audit program; regional requests 
relating to containment isolation signals; reactor scrams, licensee monthly 
reports; special reports; Licensee Event Reports; and IE Information Notices. 
The inspection involved a total of 287 inspector-hours onsite by one NRC 
inspector including 28 inspector-hours onsite during off-shifts. 
Results: No items of noncompliance or deviations were identified. 

- 
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DETAILS 

1. Persons Contacted 

*N. Kalivianakis, Superintendent 
T. Tamlyn, Assistant Superintendent for Operations 
D. Bax, Assistant Superintendent Maintenance 
L. Gerner, Assistant Superintendent for Administration 

*D. Gibson, Quality Assurance Supervisor 
G. Tietz, Technical Staff Supervisor 

The inspector also interviewed several other licensee employees, 
including shift engineers and foremen, reactor operators, 
technical staff personnel and quality control personnel. 

*Denotes those present at the exit interview on February 18, 1983. 

2. Operational Safety Verification 

The inspector observed control room operations, reviewed applicable logs 
and conducted discussions with control room operators during the months 
of January and February 1983. The inspector verified the operability of 
selected emergency systems, reviewed tagout records and verified proper 
return to service of affected components. Tours of Unit 1 and 2 reactor 
buildings and turbine buildings were conducted to observe plant equipment 
conditions, including potential fire hazards, fluid leaks, and excessive 
vibrations and to verify that maintenance requests had been initiated for 
equipment in need of maintenance. The inspector by observation and direct 
interview verified that the physical security plan was being implemented 
in accordance with the station security plan. 

The inspector observed plant housekeeping/cleanliness conditions and 
verified implementation of radiation protection controls. During the 
months of January and February 1983, the inspector walked down the 
accessible portions of the Unit 1 diesel generator and the Unit 1 and 
2 core spray systems to verify operability. The inspector also 
witnessed portions of the radioactive waste system controls associated 
with radwaste shipments and barreling. 

These reviews and observations were conducted to verify that facility 
operations were in conformance with the requirements established under 
technical specifications, 10 CFR, and administrative procedures. 

No items of noncompliance or deviations were identified. 

3. Monthly Maintenance Observation 

Station maintenance activities of safety related systems and components 
listed below were observed/reviewed to ascertain that they were conducted 
in accordance with approved procedures, regulatory guides and industry 
codes or standards and in conformance with technical specifications. 



The following items were considered during this review: the limiting 
conditions for operation were met while components or systems were 
removed from service; approvals were obtained prior to initiating the 
work; activities were accomplished using approved procedures and were 
inspected as applicable; functional testing and/or calibrations were 
performed prior to returning components or systems to service; quality 
control records were maintained; activities were accomplished by 
qualified personnel; parts and materials used were properly certified; 
radiological controls were implemented; and, fire prevention controls 
were implemented. 

Work requests were reviewed to determine status of outstanding jobs and to 
assure that priority is assigned to safety related equipment maintenance 
which may affect system performance. 

The following maintenance activities were reviewed: 

Unit 2 

  

WR 20109 
WR 20111 
WR 22332 
WR 22567 
WR 24137 
WR 23852 
WR 15925 
WR 23143 
WR 23882 

250v D.0 ground alarm 
125v D.0 ground alarm 
CRD pump 
Relief valve thermocouple 
MSIV 2b 
IRM 11 
125v battery 
HPCI valve 
DWEDS isolation valves 

Following completion of maintenance on the Unit 1 diesel generator, High 
Pressure Coolant Injection (HPCI) system signal converter and Residual 
Heat Removal (RHR) system heat exchanger, the inspector verified that 
these systems had been returned to service properly. 

No items of noncompliance or deviations were identified in this area. 

4. 	Monthly Surveillance Observation 

The inspector observed technical specifications required surveillance 
testing on the Unit 1 diesel generator and Unit 2 Residual Heat Removal 
(RHR) system and verified that testing was performed in accordance with 
adequate procedures, that test instrumentation was calibrated, that 
limiting conditions for operation were met, that removal and restoration 
of the affected components were accomplished, that test results conformed 
with technical specifications and procedure requirements and were reviewed 
by personnel other than the individual directing the test, and that any 
deficiencies identified during the testing were properly reviewed and 
resolved by appropriate management personnel. 

The inspector also witnessed portions of the following test activities: 

The Turbine Maximum Capacity Test. 

No items of noncompliance or deviations were identified in this area. 



5. 	Audit Program 

The inspector verified that the Quality Assurance personnel involved in 
audits met the qualification requirements for the audited activity. 

While reviewing the frequency of the audits to determine conformance with 
Technical Specifications, the inspector questioned the licensee's program. 
Further evaluation indicated that a comprehensive system for audits and 
the audits themselves may not meet the applicable requirements. 

These concerns have been discussed with the licensee and NRC management. 
Further evaluation and review is being conducted. This matter is con-
sidered unresolved (254/83-01-01(DPRP) and 265/83-01-01(DPRP)) pending 
results of the present review. 

No items of noncompliance or deviations were identified in this area. 

6. Followup on Regional Requests  

In regards to the potentially generic isolation problems found at Browns 
Ferry, the inspector conducted a special inspection. 

The inspector verified through logic diagrams and logic test results that 
the reactor water sample line valves automatically close on any of the 
Group 1 primary containment isolation signals. Additionally, operator 
action is necessary to open these valves following isolation. 

Concerning the High Pressure Coolant Injection and Reactor Core Isolation 
Cooling Systems, the subject steamline drain valves are not considered 
isolation valves at Quad-Cities. 

The valves are interlocked with their respective steam supply valves; 
however, following isolation or initiation, these valves must be manually 
reset by the operator. Although these valves are not isolation valves, 
they do meet NUREG-0737, Item II.E.4.2 requirements for affirmative 
operator action to reopen after an accident. 

No items of noncompliance or deviations were identified in this area. 

7. Reactor Scrams  

a. 	Unit 1  

On February 16, 1983, the unit scrammed from 100 percent power due 
to a spurious high steam flow signal which resulted in a Group 1 
isolation. The licensee determined the scram signal was accidently 
caused by personnel working in the area of the instrument rack con-
taining the high steam line flow switches. The licensee commenced 
recovery and returned the unit to service the next day. 

The inspector determined the status of the reactor and safety systems 
by discussions with licensee personnel and review of documentation. 



b. 	Unit 2 

On January 11, 1983, the unit scrammed from 95 percent power due 
to a spurious high steam flow signal which resulted in a Group 1 
isolation. The licensee determined the scram signal was accidently 
caused by personnel working in the area of the instrument rack con-
taining the high steam line flow switches. The licensee commenced 
recovery and returned the unit to service the next day. 

The inspector determined the status of the reactor and safety systems 
by discussions with licensee personnel and review of documentation. 

No items of noncompliance or deviations were identified in this area. 

8. Review of Licensee's Monthly Performance Report  

The inspector reviewed the licensee's monthly performance reports of 
Units 1 and 2 for the months of December 1982, and January 1983. 

Areas covered by the report were amendments to Technical Specifications, 
summary of corrective maintenance performed on safety-related equipment, 
Licensee Event Reports, operating data tabulations, and refueling 
information. The report was reviewed for compliance with Technical 
Specification 6.6.A.3. 

No items of noncompliance or deviations were identified in this area. 

9. Review of Special Reports  

The inspector reviewed the licensee's special report on Unit 1 "Summary 
Status of Fuel Performance, End of Cycle Six." 

Areas covered by the report were gamma scanning, sipping and 100 percent 
visual inspection of newly received fuel bundles. 

The inspectors observed portions of the above items during refueling. 

No items of noncompliance or deviations were identified in this area. 

10. Licensee Event Reports Followup 

Through direct observations, discussions with licensee personne2, and 
review of records, the following event reports were reviewed to determine 
that reportability requirements were fulfilled, immediate corrective 
action was accomplished, and corrective action to prevent recurrence had 
been accomplished in accordance with technical specifications. 

a. 	Unit 1 

RO 82-28/03L, dated July 19, 1982, Reactor High Pressure 
Scram Switch found to trip in excess of limits during 
surveillance. 



(ii) RO 82-35/03L, dated October 21, 1982, during surveillance, 
the Off Gas system isolation valves failed to close within 
time limits. 

(iii) RO 82-37/03L, dated December 13, 1982, during Auto Blowdown 
logic testing, the timer was found to trip in excess of 
limits. 

(iv) RO 82-38/03L, dated December 24, 1982, the shared Diesel 
Generator failed to start following preventive maintenance. 

A crack was found in the air line between the starter air 
pilot solenoid and the starting motor main air header. 
The cause was a crimp in the line and fatigue failure at 
this stress point. A new line was installed. Additionally, 
the other diesels were inspected for similar problems and 
none were found. 

(v) RO 83-03/03L, dated January 18, 1983, Reactor Low Water 
Level Switch was found to trip in excess of limits. 

(vi) RO 83-04/03L, dated January 9, 1983, Residual Heat Removal 
system heat exchanger taken out of service for preventive 
maintenance. 

b. 	Unit 2 

(1) 	RO 82-17/03L, dated October 1, 1982, small leak discovered 
on the High Pressure Coolant Injection System. The leak 
was a result of a failed flange gasket. 

(ii) RO 82-20/03L, dated October 13, 1982, suppression pool 
level was found to be below limits. Suppression pool 
(Torus) level was recorded low but within limits during 
the shift. During shift turnover, a level below limits 
was noticed and water added. 

(iii) RO 82-22/03L, dated October 21, 1982, suppression chamber 
to drywell vacuum breaker failed in its open position 
during test. 

RO 82-23/03L, dated November 4, 1982, High Pressure Coolant 
Injection System turbine stop valve could not be reset. 

RO 83-01/03L, dated January 2, 1983, Off Gas System 
radiation monitor failed. 

RO 83-02/03L, dated January 6, 1983, Condensate System 
demineralizer resin intrusion. 



Regarding RO 83-02, at approximately 3:50 p.m. on 
January 6, 1983, the licensee discovered the reactor 
coolant conductivity to be greater than 10 micro 
MHO/CM and initiated an orderly shutdown in accordance 
with Technical Specifications. An unusual event was 
declared as required by the generating station emergency 
plan and the NRC Headquarters duty officer was notified 
by the licensee via the emergency notification system. 
The reactor coolant high conductivity was caused by 
resin intrusion resulting from a hole in a condensate 
demineralizer post-filter. The demineralizer was 
isolated and reactor coolant conductivity returned below 
limits at 6:55 p.m. on January 6, 1983. The plant shut-
down and unusual event were terminated at that time. 

(vii) 	RU 83-03/03L, dated January 10, 1983, Traverse Incore Probe 
System ball valve failed to fully close. 

No items of noncompliance or deviations were identified in this area. 

11. IE Information Notice Followup 

For the IE Information Notices listed below, the inspector verified that 
the information notice was received by the licensee management, that a 
review for applicability was performed, and that if the information 
notice were applicable to the facility, appropriate actions were taken 
or were scheduled to be taken. 

IE Information Notice 82-26, dated July 23, 1982, "RCIC and HPCI Turbine 
Exhaust Check Valve Failures." This notice is applicable to the Quad-Cities 
Reactor Core Isolation Cooling (RCIC) System. Station Procedure QOP-1300-3 
was revised to minimize operations below rated flow. The affected valves 
are local leak rate tested during outages and are located close to 
containment. 

IE Information Notice 82-27, dated August 5, 1982, "Fuel Rod Degradation 
Resulting from Baffle Water-Jet Impingement." 

IE Information Notice 82-28, dated July 23, 1982, "Hydrogen Explosion 
while Grinding in the Vicinity of Drained and Open Reactor Coolant System." 
This notice is not applicable to Quad-Cities reactor coolant system piping. 
However, during construction of the modified off-gas system, an explosion 
did occur and appropriate actions were taken to prevent recurrence. 

IE Information Notice 82-29, dated July 23, 1982, "Control Rod Drive (CRD) 
Guide Tube Support Pin Failures at Westinghouse PWRS." 

IE Information Notice 82-30, dated July 26, 1982, "Loss of Thermal Sleeves 
in Reactor Coolant System Piping at Certain Westinghouse PWR Power Plants." 
The control rod system return lines are designed with thermal sleeves; 
however, both have been removed per NRC commitments. 



IE Information Notice 82-31, dated July 28, 1982, "Overexposure of Diver 
During Work in Fuel Storage Pool." Quad-Cities Procedure QRP 100-12 
addresses this matter. Appropriate personnel are aware of this incident. 
The station has already installed some fuel racks without incident. 

IE Information Notice 82-32, dated August 19, 1982, "Contamination of 
Reactor Coolant System by Organic Cleaning Solvents." The licensee 
experienced a similar event with no resulting Local Power Range Monitor 
(LPRM) failures. The licensee has taken preventive measures to preclude 
recurrence. 

IE Information Notice 82-33, dated August 20, 1982, "Control of Radiation 
Levels in Unrestricted Areas Adjacent to Brachytherapy Patients." 

IE Information Notice 82-34, dated August 25, 1982, "Welds in Main Control 
Panels." The licensee has inspected control room panel welds and a similar 
problem is not evident. 

IE Information Notice 82-35, dated August 25, 1982, "Failure of Three Check 
Valves on High Pressure Injection Lines to Pass Flow." Quad-Cities does 
not have Velan stop check valves. The licensee has evaluated the problem 
for applicability to other valves. 

IE Information Notice 82-36, dated September 2, 1982, "Respirator Users 
Warning for Certain 5-Minute Emergency Escape Self-Contained Apparatus." 
The licensee does not utilize this type of respirator. The information 
was distributed to appropriate personnel. 

IE Information Notice 82-37, dated September 14, 1982, "Cracking in the 
Upper Shell to Transition Cone Girth Weld of a Steam Generator at an 
Operating Pressurized Water Reactor." 

IE Information Notice 82-38, dated September 22, 1982, "Change in Format 
and Distribution System for IE Bulletins, Circulars, and Information 
Notices." 

IE Information Notice 82-39, dated September 21, 1982, "Service Degradation 
of Thick Wall Stainless Steel Recirculation System Piping at a BWR Plant." 
The licensee has acted on this item in conjunction with IEB 82-03. 

IE Information Notice 82-40, dated September 22, 1982, "Deficiencies 
in Primary Containment Electrical Penetration Assemblies." Licensee 
inspections revealed that they utilize General Electric assemblies. 

IE Information Notice 82-41, dated October 22, 1982, "Failure of Safety/ 
Relief Valves to Open at a BWR." The licensee has 3-stage target-rock 
relief valves. Each valve is overhauled and tested during refuel outages. 
Additionally, operational surveillances are conducted every six months. 

IE Information Notice 82-42, dated November 5, 1982, "Defects Observed 
in Panasonic Model 801 and Model 802 Thermoluminescent Dosimeters." 
Thermoluminescent dosimeters are no longer used by the licensee. When 
they were used, it was for back-up readings. 



IE Information Notice 82-43, dated November 16, 1982, "Deficiencies in 
LWR Air Filtration/Ventilation Systems." Only a few filters are safety-
related and they are routinely checked or verified operable. 

IE Information Notice 82-44, dated November 18, 1982, "Clarification of 
Emergency Plan Exercise Requirements." 

IE Information Notice 82-45, dated November 19, 1982, "PWR Low Temperature 
Overpressure Protection." 

IE Information Notice 82-46, dated November 26, 1982, "Defective and 
Obsolete Combination Padlocks." The affected locks have been changed 
and an NRC inspection found the locks to be acceptable. 

IE Information Notice 82-47, dated November 30, 1982, "Transportation 
of Type A Quantities of Non-Fissile Radioactive Material." 

IE Information Notice 82-48, dated December 3, 1982, "Failures of 
Agastat CR 0095 Relay Sockets." Agastat CR 0095 relays are not utilized 
on safety-related equipment. 

IE Information Notice 82-49, dated December 16, 1982, "Correction for 
Sample Conditions for Air and Gas Monitoring." 

IE Information Notice 82-50, dated December 20, 1982, "Modification of 
Solid State AC Undervoltage Relays Type ITE-27." The licensee does not 
utilize this type of relay. 

IE Information Notice 82-51, dated December 21, 1982, "Overexposure in 
PWR Cavities." 

IE Information Notice 82-52, dated December 21, 1982, "Equipment 
Environmental Qualification Testing Experience - Updating of Test 
Summaries Previously Published in IN 81-29." 

IE Information Notice 82-53, dated December 22, 1982, "Main Transformer 
at the North Anna Nuclear Power Station." The main transformers in use 
at Quad-Cities are of different design. 

IE Information Notice 82-54, dated December 27, 1982, "Westinghouse MBFD 
Relay Failures in Reactor Protection Systems." The licensee does not 
utilize these type relays. 

IE Information Notice 82-55, dated December 28, 1982, "Seismic 
Qualification of Westinghouse AR Relay with Latch Attachments Used in 
Westinghouse Solid State Protection System." The licensee does not 
have any AR type relays. 

IE Information Notice 82-56, dated December 30, 1982, "Robertshaw 
Thermostatic Flow Control Valves." Robertshaw valve applications at 
Quad-Cities are on the nitrogen system. They are not used on the 
diesel system. 



No items of noncompliance or deviations were identified in this area. 

12. Exit Interview 

The inspector met with licensee representatives (denoted in Paragraph 1) 
throughout the month and at the conclusion of the inspection on February 18, 
1983 and summarized the scope and findings of the inspection activities. 
The licensee acknowledged the inspectors concerns. 
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Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Messrs. D. E. Miller 
and C. C. Peck of this office on February 1-4, 1983, of activities at 
Quad-Cities Nuclear Power Station, Units 1 and 2, authorized by NRC Operating 
Licenses No. DPR-29 and No. DPR-30 and to the discussion of our findings with 
Mr. N. Kalivianakis and other menbers of your staff at the conclusion of the 
inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and in-
terviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 	LA,4„,LeAag_ 
course of this inspection. 

The non 	lance contained in Inspection Reports No 50-254/82-15, 
50-265/82-17 	s not assigned a severity level when t 

	e ort was issued 
November 16, 1982. Our evaluation of the appropriate severity eve has 	 
been completed. The noncompliance has been classified as Severity Level IV. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
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application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 
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Emergency Preparedness and 

Radiation Safety Branch 
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Inspection Summary 

 

   

Inspection on February 1-4, 1983 (Reports No. 50-254/83-02(DRMS);  
50-265/83-02(DRMS))  
Areas Inspected: Routine, unannounced inspection of radioactive waste 
management, including: effluent releases; records and reports of effluents; 
effluent control instrumentation; procedures for controlling releases; reactor 
coolant water quality; solid radioactive waste; and transportation. Two 
written allegations were also reviewed. The inspection involved 60 inspector-
hours onsite by two NRC inspectors. 
Results: No items of noncompliance or deviations were identified. 



DETAILS 

1. Persons Contacted 

P. Behrens, Chemist 
W. Bielasco, Health Physicist 

*R. Carson, Lead Health Physicist 
J. Dierickx, Chemist 
J. Forrest, Radwaste Planner 

*D. Gibson, QA Supervisor 
*N. Kalivianakis, Plant Superintendent 
*T. Kovach, Rad/Chem Supervisor 
J. Neal, Training Supervisor 
D. O'Conner, Personnel Administrator 
J. Petri, Radwaste Supervisor 
J. Piercy, ALARA Coordinator 
J. Sirovy, Lead Chemist 
G. Tietz, Technical Staff Supervisor 

N. Chrissotimos, NRC Senior Resident Inspector 

The inspectors also contacted several other licensee employees, including 
rad/chem foremen, rad/chem engineering assistants and technicians, and 
members of the technical and engineering staffs. 

*Denotes those present at the exit meeting. 

2. General 

This inspection, which began at 8:00 a.m. on February 1, 1983, was 
conducted to examine the operational radwaste and radioactive material 
transportation programs, and to review written allegations made by a 
previously employed contractor employee and a currently employed con-
tractor employee. Operation of the cement and Dow waste solidification 
systems were observed as well as the packaging and handling of waste in 
preparation for transport. Review of air-cleaning system requirements 
was made during a previous inspection. 

3. Rad/Chem Department Staffing 

Since previously reported in Inspection Reports No. 50-254/82-21; 
50-265/82-23, several organizational changes have been made, including: 

a. J. Sirovy, former Chemist at Dresden Station, has been promoted to 
the position of Lead Chemist replacing G. Gary who has terminated 
employment with CECo. 

b. D. Gerlach, Health Physicist, has terminated employment with CECo. 
The licensee is seeking a replacement. 



c. A. Schabilion, former Radiation Protection Foreman, has been 
promoted to Health Physics Staff Assistant (HPSA), a newly created 
position. The HPSA reports to the Lead Health Physicist. 

d. J. Dishman and A. O'Horo, former Rad/Chem Technicians, have been 
promoted to Radiation Protection Foreman positions. There are 
currently five radiation protection foremen and a chemistry 
foreman. 

Qualifications of newly assigned supervisors will be reviewed during a 
future inspection. 

No items of noncompliance or deviations were identified. 

4. Gaseous Radwaste  

Gaseous radioactive effluents are released via the joint reactor 
building vent and via the 300-foot chimney. Both discharge pathways 
are continuously monitored for noble gas release and continuously 
sampled for iodines and particulates. Recently installed Eberline 
SPING monitors on the vent and chimney pathways are not yet considered 
operational. The NMC CAM on the vent and the General Electric monitor 
on the chimney are calibrated quarterly using fresh off-gas samples. 
Grab samples of the two pathways are collected and analyzed each month 
to verify calibrations and establish baseline count-rates. The chart 
recorders are checked at least three times per week (by rad/chem per-
sonnel) to verify operability; recorder printouts are reviewed monthly 
to quantify releases that are above the previously established baseline 
count-rates. 

The inspector reviewed the methods of calibrations, functional testing, 
and quantification. No significant problems were identified. 

5. Liquid Radwaste 

The inspector selectively reviewed records of liquids released from the 
River Discharge Tank during 1983. Before discharge, the tank is isolated 
and the contents recirculated to promote mixing. During recirculation, 
two grab samples are collected in 500 milliliter marinelli breakers. 
The two grab samples are GeLi counted and the analysis results compared. 
If the gamma isotopic results differ by greater than ten percent, the 
tank is resampled. Gross Beta counting is also performed. No problems 
were noted with the methods of establishing permissible release rates or 
quantification of released activity. Releases were within regulatory 
limits. 

The inspector reviewed the licensee's method of calibration and set 
point establishment of the liquid release discharge monitor. The 
inspector noted that the background on the monitor averages about 
3000 counts per minute and the set point, corresponding to MPC, for 
individual releases averages about 300 counts per minute greater than 
background. According to the licensee, the background has continued 
to rise over the years and decontamination of the monitor has become 
less effective. The licensee recognizes that further background rise 



could render the monitor incapable of performing its function. The 
licensee stated that installation of a new discharge monitor is planned 
during 1983. No other problems were noted during the inspector's review. 

No items of noncompliance or deviations were identified. 

6. 	Management of Solid Radioactive Waste 

a. Organization 

The organization responsible for solid and liquid radwaste consists 
of the Radwaste Planner, Radwaste Supervisor, a normal compliment of 
five foremen, and an operator. Another operator, the shift roving 
extra, is usually assigned to the radwaste group on off shifts, 
weekends, and some day shifts because waste solidification and 
packaging is continuous except on day shifts. The radwaste unit 
reports to an Assistant Station Superintendent. 

b. Operations 

Solid wastes generated are of two principle types. Sludges and 
resins are solidified in cement in new specification 17-H 55-gallon 
drums. Dry active wastes (DAW) are compacted into large 1000 pound 
bails which are loaded into metal bins for shipment. 

The inspector observed the operation of the cement solidification 
process. The additions of waste, cement, and water to the drum and 
the mixing cycles are pre-set and controlled as the drum is moved 
on a remotely operated conveyor through successive phases of the 
process. A capping station at the end of the line, where drum lids 
were formerly secured, is no longer used for that purpose. Instead, 
the contents of each drum is observed visually outside the facility 
to ensure absence of free liquid before the drums are capped. The 
licensee stated that there have been no recent major operating 
problems involving the cement process and attributed this to daily 
cleanup of the system, particularly the removal of cement from mixing 
blades. The capacity of the system is estimated at 7-14 drums per 
shift. 

Preparation of a shipment of drums, the packaging most frequently 
used for solidified waste, containing cement-solidified waste was 
observed. Drums were moved from their shielded storage area onto 
pallets, then into a 14-drum shielded cask. The panel board 
operator and crane operator were protected by shielding during the 
operation. The operator who placed and secured drum lids was pro-
tected by a shield positioned between him and the drum. The cask 
loading was accomplished using check sheet procedures. Following 
loading, the vehicle and load were inspected in accordance with 
procedure. Signatures of radwaste supervision and a quality 
assurance inspector were required for release of the vehicle. No 
problems were noted. 



The licensee continues development of the Dow process as a possible 
alternative to cement solidification. Several small batches of 
liquid have been solidified, and the inspector observed part of the 
solidification of the sixth large batch. The waste and several 
liquid additives are pumped into a lined cask on its trailer. 
Additions are in a prescribed sequence and are accompanied by a 
predetermined amount of mixing. Gellation occurs a few minutes 
after additions have been completed, accompanied by the evolution 
of heat. Verification that a solid mass has been obtained is by 
visual observation. The licensee acknowledged that the method 
has some advantages over the cement process. Less labor and less 
exposure to radioactivity are involved. The licensee estimated 
roughly that total exposure for a shipment prepared by the DOW 
process is about 10 mrem vs. about 120 mrem for a cement shipment. 
Also, there is some reduction in waste volume. However, a 
laboratory scale solidification is considered necessary whenever 
the waste composition changes. The gellation time, amount of heat 
evolved, and quality of the solid mass vary with the volume and 
nature of the waste and the volumes of additives. No failures have 
been identified to date. 

A Muncher compactor compresses DAW wastes into approximately 
1000-pound steel banded bails. The compactor appears adequately 
ventilated. As a precaution, wastes whose radiation levels exceed 
100 mR/hr are not compacted but are placed in 55-gallon drums. The 
licensee does not compact the contents of drums. 

The compacted bails are loaded into steel bins, called Muncher bins, 
having a capacity of 8000 pounds. The bins have not been subjected 
to DOT Specification 7A test requirements because they are used 
only for packaging of low specific activity wastes. Acceptance of 
the bins is, however, subject to a quality control procedure. 

The licensee stated that significant progress had been made in recent 
years in disposing of the large waste backlog and in reducing the at-
tendent housekeeping and radiation control problems. These problems 
were described in Inspection Reports No. 50-254/80-20; 50-265/80-22 
and 50-254/79-26; 50-265/79-23. These improvements were obvious 
during the inspection. Storage in the radwaste area was orderly, 
and control of radiation and high radiation areas was in accordance 
with regulations. A storage building constructed in 1979, to 
accomodate the large backlog, was empty. 

c. 	Procedures  

A number of operating, radiation protection, administrative, and 
quality assurance procedures pertaining to radioactive waste man-
agement and the transportation of radioactive materials were 
examined. 



The basic quality assurance procedure for transportation is 
QP 13-52, Preparation and Shipment of Radioactive Material. 
Checklists required in the preparation of all types of radioactive 
material shipments are appended to the procedure. Their use for 
shipments prepared during the inspection was observed. 

The procedures appear to address regulatory requirements pertaining 
to radioactive material packagings and transportation. The procedures 
reflect an adequate response to specific NRC requests contained in 
IE Bulletin No. 79-19 pertaining to shipments of radioactive waste. 
The procedures indicate that NRC-certified casks are designated as 
"the package" when the contents of any inner container exceeds three 
curies. Inner containers are "the package" when none of them 
contains more than three curies. This practice is consistent with 
IE Information Notice No. 80-32, Revision 1, which permits the 
designation of inner containers as "the package." 

Procedures examined included: 

QOP 2090-1 	Moving Drums to Filling Station 
QOP 2090-2 	Drum Filling 
QOP 2090-3 	Mixing Drum Contents with Cement 
QOP 2090-4 	Mixer Manual Cleaning 
QOP 2090-6 	Drum Storage 
QOP 2090-8 	Removing Drums from Storage 
QOP 2090-9 	Manual Cement Feed to Drum 
QOP 2090-10 	Loading Drums into Top Loading Cask 
QOP 2090-11 	Loading Overpack Drums into Top Loading Cask 
POP 2090-12 	Loading DAW Containers onto Unshielded Vehicles 
QOP 2090-13 	Loading Radwaste Drums into Rear Loading Casks 
QOP 2090-14 	Packaging Absorbed Liquids for DAW Shipments 
QOP 2099-1 	Sludge Solidification Using Dow System 
QOP 2099-8 	Decanting Dow Mixing Tank 
QOP 2099-10 	Binder Tank Recirculation and Aeration 
QOP 2099-S1 	Dow Solidification Data Sheet 
QOP 2070-1 	Bailing and Packaging of Contaminated Waste 
QRP 1520-1 	Calculation of Curie Content of Radioactive Shipments 

(Washington) 
QRP 1520-2 	Surveying Radioactive Shipments 
QRP 1520-3 	Offsite Shipment and Inspection of Radioactive Waste 

Shipments 
QRP 1520-4 	Calculation of Curie Content of Radioactive Shipments 

(South Carolina) 
QRP 1520-S1 	Checksheet for Smearing of Casks and Vehicles 
QRP 1520-S2 	Checksheet for Smearing of Drums, Bins, Overpacks, etc. 
QRP 1520-S3 	Calculation of Curie Content of 55-gallon Drums 
QRP 1520-T1 	Millicuries vs. Radiation Level for Contact Exposure 

Measurements 
QRP 1520-T2 	Millicuries vs. Radiation Level for 55-gallon Drums 
QRP 1530-0 	Receipt of Radioactive Materials 
QRP 1530-1 	Receipt, Inventory, and Leak Test of Radioactive Sources 



The inspector also verified that the licensee has copies of burial 
site licenses, Certificates of Compliance and other required documents 
for NRC-licensed packagings, and verification that they are registered 
users of the packagings. 

d. Training 

The licensee's Training Department presents an annual training 
program in radioactive waste management and transportation to 
employees involved with these subjects. Four hours of training 
are required for the radwaste supervisor and foremen, radiation-
chemistry supervisors and technicians, and quality assurance and 
quality control people involved with radwaste and transportation 
functions. Training subjects include: operations, administrative, 
and radiation-chemistry procedures; DOT regulations; and burial 
site criteria. The program is responsive to IE Bulletin No. 79-19 
on Waste Packaging and Transportation. 

The inspector did not examine records of past training, although 
the licensee said they were available. Training in 1983 is scheduled 
in May. 

e. Quality Assurance 

Inspection of the vehicle and load by a quality assurance inspector, 
and his signed concurrence, are required before a radioactive waste 
shipment is released. In addition, QA makes an annual station-wide 
inspection of procedures. A determination as to whether applicable 
radwaste and radiation-chemistry procedures are available and 
up-to-date is included. 

7. Reactor Coolant Quality 

Compliance with Technical Specification 4.6.C, Coolant Chemistry, was 
examined. The specification requires an isotopic analysis of the 
coolant at least monthly and an analysis for iodine-131 through 
iodine-135 at least every 96 hours during operation. The radioiodine 
concentration must not exceed 5 pCi of iodine-131 dose equivalent per 
gram of water. 

Examination of records for about six months for both units disclosed 
that daily coolant samples are collected and analyzed isotopically 
during operation and occasionally during shutdown. Equivalent 
iodine-131 concentrations were less than 5 uCi/g, usually ranging from 
1E-2 to 1E-3 pCi/g. No problems were identified. 

8. Status of NUREG-0737 Task Items  

a. 	Extended Range Noble Gas Effluent Monitors (Task II.F.1.1) 

As discussed in Inspection Reports No. 50-254/82-21; 50-265/82-23, 
this item remains open pending completion of calibration of the 



high range detectors. In a letter to NRR dated January 14, 1983, 
the licensee requested a completion date extension until July 1, 
1983. 

b. 	Containment High Range Radiation Monitors (Task II.F.1.3)  

As discussed in Inspection Reports No. 50-254/82-21; 50-265/82-23, 
this item remained open pending radioactive source calibration. 
These monitors were calibrated during December 1982 using a newly 
acquired Shepherd calibrator. Each detector was calibrated at ten 
exposure levels ranging from 2 to 2000 rems per hour gamma. 
Response correction graphs were generated and are posted in the 
control room. The inspectors have no further questions concerning 
this task item at this time. 

9. Allegations 

A list of concerns regarding possible radiological and security problems 
at Quad-Cities Station was received at Region III on January 3, 1983. The 
concerns were contained in a letter, dated December 20, 1982, which was 
sent to Region III by a contractor employee who had worked at the Station 
during portions of 1981 and 1982. The inspectors met with the individual 
on January 31, 1983, to discuss his concerns. 

When the inspectors arrived at the Station on February 1, 1983, the NRC 
Resident Inspector advised the inspectors that a letter containing radio-
logical concerns had been received by him on January 31, 1983. This 
letter, dated January 25, 1983, was from a currently employed contractor 
employee. The inspectors met with the worker on February 2, 1983, to 
discuss his concerns, which were similar to a concern contained in the 
December 20, 1982 letter from the other contractor employee. 

During the review of allegations, the inspectors contacted licensee 
managers in the site construction, administration, and rad/chem 
departments. The inspectors also contacted rad/chem foremen, 
technicians, and engineering assistants, and the ALARA Coordinator. 
The inspectors reviewed administrative and radiation protection 
procedures, dosimetry records, radiation work permits, survey records, 
and results of personal bioassay. The inspectors noted that portions 
of the licensee's radiation protection and training programs could be 
improved; however, no items of noncompliance related to the allegations 
reviewed were identified. Program improvements were discussed with 
licensee personnel. 

The allegations listed below are from the letter dated December 20, 1982, 
the last allegation listed includes concerns contained in the letter dated 
January 25, 1983. The additional concerns contained in the letter dated 
January 25, 1983, are no longer valid, according to the alleger. He 
stated that he had discussed these matters with licensee rad/chem 
department representatives and he was satisfied with the explanations 
given. He had no further questions concerning these matters, and he 
did not desire review by the inspectors. 



The allegations are presented in the allegers'words. In order to main-
tain the allegers'anonymity, specific dates or names have not been 
included in discussions of the allegations. The allegations concerning 
security problems were not reviewed during this inspection. They will 
be reviewed and documented in a future inspection. 

a. Allegations: The monitoring devices don't work correctly. 

Discussion: During the January 31, 1983 interview, the alleger 
stated that he was referring to an Eberline portal monitor located 
at the trackway 2 exit from the reactor building. This monitor, 
which had been located about 30 feet from the tool decontamination 
area, has subsequently been replaced. During periods when tools 
were being decontaminated, or stored awaiting decontamination, the 
original (G-M tube) portal monitor would occasionally alarm because 
of increased background radiation levels from the tool decontamina-
tion area. The licensee replaced the G-M tube portal monitor with 
a liquid-scintillation portal monitor late in 1982. The new monitor 
is more sensitive than the previous monitor and has a background 
subtract feature which reduces background fluctuation alarms. The 
alarms on the previously used G-M tube portal monitor may have 
caused inconvenience when attempting to pass through the monitor to 
check for personal contamination, but was still usable. The worker's 
concern appears to have resulted from an incomplete understanding of 
the functioning of the portal monitor. 

b. Allegation: The dose allowed per day was jacked to 600 without 
being asked if we would accept that amount. 

Discussion: The 600 (mrems) referred to is an administrative dose 
limit established at the Station to ensure that NRC limits are not 
exceeded. The administrative limits are designed to trigger a 
review of workers' previous radiation doses. The administrative 
limits are not required by NRC regulation, nor do the licensee's 
procedures require notification of the individual when a dose 
extension is requested. The applicable NRC limit is 1250 mrems 
per quarter or 3000 mrems per quarter depending upon previous dose 
information. 

c. Allegation: My film badge was dropped in a high radiation area. 
The health physicist disposed of it giving me the dose recorded on 
the digital counter which was 692 for the period times 1.5. The 
safety factor was to be erased on the next film reading, but wasn't. 
I may have been able to stay longer if it had been erased. 

Discussion: During work in radiologically controlled areas, a 
worker wears a film badge and a pocket or digital dosimeter. The 
film badge, the official measurement device, is sent for processing 
at two week intervals. The licensee utilizes the pocket or digital 
dosimeter readings to estimate dose received since the last film 
badge reading. When the film is read, the dosimeter readings for 
the period are replaced by the film reading. The licensee routinely 
applies a safety factor to dosimeter readings to ensure that no 
regulatory limit is exceeded when the film badge is read. The film 



badge, dropped by the alleger, had become contaminated with radio-
active materials and could not be processed. The licensee used 
the digital dosimeter reading and safety factor as the official 
reading until an evaluation could be made. The license later 
deleted the safety factor and used the digital reading as the 
official dose received. The inspectors identified no problems 
with the licensee's method of handling the alleger's accumulated 
dose information. 

d. Allegation: One person was given a body count as a health measure 
because he had used a contaminated mask. 

Discussion: Before a respiratory protective device is issued by 
the licensee, it is cleaned, sanitized, checked for contamination, 
and placed in a plastic bag to keep it clean. When issued, the 
licensee records the device's serial number and wearer's name. 
When returned, the inside of the mask is checked for contamination. 
Only a small percentage are found contaminated when returned. If a 
significant quantity of contamination is found, the wearer is given 
a whole body count to determine if radioactive materials were taken 
into the body. Having obtained from the alleger the name of the 
individual referred to, the inspectors found that no activity was 
detected in the whole body count of the individual. No problems 
with the licensees handling of this matter was found. 

e. Allegation: In the torris the pocket dosimeters were never zeroed 
in properly. 

Discussion: When pocket dosimeters are charged and zeroed in a 
charger, a small portion of the charge may be lost by shorting when 
the dosimeter is withdrawn from the charger. Therefore, the dosimeter 
may read slightly upscale after charging. After being worn in the 
radiologically controlled area, the dosimeter reading will be con-
servative because of the slight initial upscale reading. The 
dosimeter results are handled as described in allegation "c," above. 
As indicated, the pocket dosimeter results are replaced by film badge 
results. Therefore, the slight conservative error resulting from 
dosimeter charging "leakoff" does not affect the worker's permanent 
dose records. 

f. Allegation: I also had it explained to me last year that the 
radiation doesn't register on the digital and pens when it has to 
pass through the body first. This was after I had spent two days 
leaning against a pipe to grind which was giving off two rems/hr. 

Discussion: The alleger was unable to provide specific dates or 
location to aid in the inspector's review. After extensive 
records review and discussions with licensee personnel, the 
inspectors could not reconstruct the event. An event which was 
similar but which did not involve the alleger had been identified 
by the licensee, and resulted in a recent policy change which should 
reduce the possibility Of recurrence. The inspectors discussed the 
occurrence with the alleger, described how the film badge would 
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respond in such an event, reviewed the allegers' film badge results 
for the approximate time period of the event, and concluded that no 
exposure in excess of regulatory limits could have occurred. 

g• 
	Allegation: This year we were used as lead shielders without being 

asked. 

Discussion: This allegation refers to work practices which are not 
of NRC concern. 

h. Allegation: We removed tools from the Drywell and tryed cleaning 
them at trackway two, then transported them to trackway one, to have 
them checked for radiation. One large combination in particular 
couldn't be cleaned up and had been lying there giving off radiation 
where everyone was passing by. 

Discussion: When interviewed, the alleger said that the tool had 
been cleaned at the tool decontamination area near trackway two. 
He said that a rad/chem technician at trackway two told him to take 
the tool to trackway one to be checked. During review of this 
allegation, the inspectors learned that although the background 
radiation level near the tool decontamination area was less than 
one millirem per hour, this level is too great to permit final 
checking of contamination levels on tools and equipment to be 
released for unrestricted use or release. Therefore, they had to 
be final checked at a lower background area (trackway one), with 
sensitive detection instruments. Apparently, the tool discussed 
in the allegation needed further decontamination, or had fixed 
contamination and could not be released. Due to the low direct 
radiation level, involved no significant radiation hazard existed. 

i. Allegation (December 20, 1982 Letter): Employees are required to sit 
where there is low level radiation for the duration of the day. 

Allegation (January 25, 1983 Letter): The rules put on us are 
grossly unfair. Substation Construction says we are to be in the 
building at all times. This to me is rediculous. There is tons 
of paperwork or other many reasons why a job may be put on  
Presently during the hold time, we are to stand around in the 
building collecting radiation. This additional radiation is not 
needed or wanted. I got at least 10 millirem a day by being in 
the building when I am not needed. These 10 millirem really add 
up fast. 50 millirems a week or 200 a month adds up to 600 milli-
rems a quarter. When a worker gets laid off before he gets 3000 
millirems a quarter and he receives 600 unneeded millirems a quarter 
means over one fifth of that radiation was uncalled for. This to 
me is assinine. 

Discussion: The building referred to is the reactor building. The 
areas where workers wait to be assigned a job, return to a specific 
job, or are directed by the foreman to wait for other reasons, 
generally have radiation levels of from one to four millirems per 
hour. The contractor workers mostly have been performing seismic 
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hanger installation and alteration work in the torus and drywalls. 
According to licensee management, the workers are kept near the 
entrances to the areas where work is being performed to avoid the 
delays involved in locating a worker and getting him prepared to 
perform an assignment. Although having the workers wait in areas 
where the radiation levels ate between one and four millirems per 
hour is not a regulatory problem, it is a good ALARA practice to 
eliminate unnecessary doses. The inspectors discussed with licensee 
management the need to review the practice of keeping the worker in 
the low dose areas between work assignments and to determine if there 
are alternate methods of providing availability while reducing their 
radiation doses. The licensee stated that such a review would be 
made and consideration given to possible alternate waiting areas and 
methods. 

10. Exit Meeting 

The inspectors met with licensee representatives (denoted in Section 1) 
at the conclusion of the inspection on February 4, 1983. The inspectors 
summarized the scope and findings of the inspection and discussed the 
two allegations. In response to an item discussed by the inspectors, 
the licensee stated that the practice of having contractor employees 
remain in the reactor building between work assignments would be 
reviewed and that Region III would be informed of the results of the 
review and any proposed changes from the current practice. (Section 9.1) 



Docket No. 50-237 
Docket No. 50 9 
Docket No 
Docket No. 

UNITED STATES 
NUCLEAR REGULATORY COMMISSION 

REGION III 
799 ROOSEVELT ROAD 

GLEN ELLYN, ILLINOIS 60137 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

1983 

This refers to the special safety inspection conducted by Messrs. 
D. H. Danielson and I. T. Yin of this office on February 15-16, 1983, at 
Nutech Engineers, San Jose, California, of activities at Dresden Station, 
Units 2 and 3, authorized by NRC Operating Licenses No. DPR-19 and No. DPR-25 
and of activities at the Quad-Cities Station, Units 1 and 2, authorized by 
NRC Operating Licenses No. DPR-29 and No. DPR-30 and to the discussion of our 
findings with Mr. G. Frizzell at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and in-
terviews with personnel. 

During this inspection, certain of your activities appeared to be in non-
compliance with NRC requirements, as specified in the enclosed Appendix. 
A written response is required. 

We are concerned about your continued failure to perform technical audits at 
your contracted engineering consultants offices. In addition to your response 
to the violations contained in the Appendix, you are requested to submit to 
this office your plans and schedules for establishing a more comprehensive 
and in-depth technical QA audit program for your AE and design engineering 
consultants. 

In accordance with 10 CFR 2.790 of the Commission's regulations, a copy of 
this letter, the enclosures, and your response to this letter will be placed 
in the NRC t s Public Document Room. If this report contains any information 
that you (or your contractors) believe to be exempt from disclosure under 
10 CFR 9.5(a)(4), it is necessary that you (a) notify this office by tele-
phone within ten (10) days from the date of this letter of your intention 
to file a request for withholding; and (b) submit within twenty-five (25) 
days from the date of this letter a written application to this office to 
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withhold such information. If your receipt of this letter has been delayed 
such that less than seven (7) days are available for your review, please notify 
this office promptly so that a new due date may be established. Consistent 
with Section 2.790(b)(1), any such application must be accompanied by an 
affidavit executed by the owner of the information which identifies the docu-
ment or part sought to be withheld, and which contains a full statement of the 
reasons which are the bases for the claim that the information should be with-
held from public disclosure. This section further requires the statement to 
address with specificity the considerations listed in 10 CFR 2.790(b)(4). The information sought to be withheld shall be incorporated as far as possible into 
a separate part of the affidavit. If we do not hear from you in this regard 
within the specified periods noted above, a copy of this letter, the enclosures, 
and your response to this letter will be placed in the Public Document Room. 

The responses directed by this letter (and the accompanying Notice) are not 
subject to the clearance procedures of the Office of Management and Budget as 
required by the Paperwork Reduction Act of 1980, PL 96-511. 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

R. L. Spessard, Director 
Division of Engineering 

Enclosures: 
1. Appendix, Notice 

of Violation 
2. Inspection Reports 

No. 50-237/83-06(DE), 
No. 50-249/83-05(DE),. 
No. 50-254/83-04(D 
No. 50-265/83-04(DE) 

cc w/encls: 
D. L. Farrar, Director 

of Nuclear Licensing 
D. J. Scott, Station Superintendent 
N. Kalivianakis, Plant Superintendent 
DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Karen Borgstadt, Office of 

Assistant Attorney General 
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NOTICE OF VIOLATION 

Commonwealth Edison Company 
	

Docket No. 50-237 
Docket No. 50-249 
Docket No. 50-254 
Docket No. 50-265 

As a result of the inspection conducted on February 15-16, 1983, and in 
accordance with the NRC Enforcement Policy, 47 FR 9987 (March 9, 1982), the 
following violations were identified: 

1. 	10 CFR 50, Appendix B, Criterion V, states, in part, that "Activities 
affecting quality shall be prescribed in documented instructions, 
procedures, or drawings.. .and shall be accomplished in accordance with 
these instructions, procedures, or drawings." 

Commonwealth Edison Company Topical Report CE-1-A, "Quality Assurance 
Program for Nuclear Generating Stations," Revision 21, dated June 6, 
1982, states in Section 5, that "The quality assurance actions carried 
out for design, construction, testing, and operation activities will 
be described in documented instructions, procedures, drawings, 
specifications, or checklists. These documents will assist personnel 
in assuring that important activities have been performed. These docu-
ments will also reference applicable acceptance criteria which must be 
satisfied to assure that the quality related activity has been properly 
carried out." 

Contrary to the above, approved procedures did not exist to (1) ensure 
the loading combinations used for torus penetration calculations met 
NUREG-0661 design requirements, and (2) specify when to perform piping 
support base plate and concrete expansion type anchor bolt calculations 
using a simplified calculation method specified in Interoffice 
Memorandum HL-82-036, an unapproved procedure, or to utilize the compre-
hensive "Baseplate II" computer program. 

This is a Severity Level V violation (Supplement II). 
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2. 10 CFR 50, Appendix B, Criterion VI, states, in part, that "Measures 
shall be established to control the issuance of documents...including 
the changes thereto, which prescribe all activities affecting quality. 
These measures shall assure that documents, including changes, are 
reviewed...and approved...by authorized personnel and are distributed 
to and used at the location where the prescribed activity is performed." 

Commonwealth Edison Company Topical Report CE-1-A, "Quality Assurance 
Program for Nuclear Generating Stations," Revision 15, dated January 2, 
1981, states in Section 6, that "A document control system will be 
used to assure that documents such as specifications, procedures, and 
drawings are reviewed for adequacy and approved for release by author-
ized personnel.... Such documents will be distributed to and used at 
the locations where the prescribed activity is performed. Changes to 
these documents will be handled similarly and will be reviewed and 
approved by the same organization that performed the original review 
and approval, unless delegated by the originating organization to 
another responsible organization." 

Contrary to the above, (1) Nutech interface procedure COM-20-229 dated 
February 21, 1983, was being implemented without formal written approval 
from the licensee, and (2) the Nutech Engineering staff was using design 
criteria that were documented in Interoffice Memoranda that had bypassed 
the QA document control system. These documents had not been reviewed 
and approved prior to their release for use. 

This is a Severity Level V violation (Supplement II). 

3. 10 CFR 50, Appendix B, Criterion XVIII, states, in part, that "A 
comprehensive system of planned and periodic audits shall be carried 
out to verify compliance with all aspects of the quality assurance 
program and to determine the effectiveness of the program." 

Commonwealth Edison Company Topical Report CE-1-A, "Quality Assurance 
Program for Nuclear Generating Stations," Revision 20, dated 
February 17, 1982, states in Section 18, that "Audits will be performed 
by Commonwealth Edison Company and/or its contractors, subcontractors 
and vendors to verify the implementation and effectiveness of quality 
programs under their cognizance." 
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Commonwealth Edison Company QA Manual, Quality Procedure No. 18-1, 
"Quality Program Audits," Revision 8, dated July 10, 1981, states in 
Section 5.2, that "The selection of off-site facilities to be audited 
and the frequency of audits will be based on Contractor Capability 
Evaluation, CECo Construction Surveillance Reports or findings from 
previous audit reports. Audits may be performed on offsite contractors 
that are selected on an irregular basis without regard to previous 
Capability Evaluation or audit reports. The frequency will be based on 
the nature and safety significance of the work being performed. Generally, 
audits will be scheduled where practical to coincide with plant visits 
involving witnessing inspection notification points. Audits of the 
Nuclear Steam Supply vendor, the Architect-Engineer and Station Nuclear 
Engineering Department will be conducted in approximate annual basis." 

Contrary to the above, the QA/design audit program to ensure contractor 
program implementation was deficient, in that: (1) there had been no 
audits by CECo at Nutech subsequent to a major revision of the Nutech QA 
program, (2) there had been no CECo audits at Nutech to ensure imple-
mentation of Region III Comfirmatory Action Letter dated July 14, 1982, 
and (3) deficiencies continue to be identified in the Nutech design 
control and internal audit program. 

This is a Severity Level V violation (Supplement II). 

Pursuant to the provisions of 10 CFR 2.201, you are required to submit to 
this office within thirty days of the date of this Notice a written state-
ment or explanation in reply, including for each item of noncompliance; 
(1) corrective action taken and the results achieved; (2) corrective action 
to be taken to avoid further noncompliance; and (3) the date when full com-
pliance will be achieved. Consideration may be given to extending your 
response time for good cause shown. 

Dated 	 R. L. Spessard, Director 
Division of Engineering 
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Inspection Summary  

Inspection on February 15-16, 1983 (Reports No. 50-237/83-06(DE);  
50-249/83-05(DE); 50-254/83-04(DE)1 50-265/83-04(DE))  
Areas Inspected: Licensee actions relative to followup of Region III 
Comfirmatory Action Letter, dated July 14, 1982; Mark I torus modification 
program and IE Bulletin No. 79-14 activities. The inspection involved 16 
inspector-hours at the A-E office by one NRC inspector. 
Results: Of the areas inspected, three apparent violations were identified 
(Inadequate design procedures for torus penetration piping calculation and 
support baseplate analysis - Paragraphs 3.d and 4.a; Inadequate document 
control in that procedures were implemented prior to formal review and 
approval - Paragraphs 4.b, and 5.a; Inadequate licensee QA audit of the Nutech 
Mark I program - Paragraph 8). 



DETAILS 

Persons Contacted  

Commonwealth Edison Company (CECO  

*G. Frizzell, Engineer 

Nutech, Inc.  

*W. E. Booth, Corporate QA Manager 

Nutech Engineers (Nutech)  

*J. A. Pryatel, QA Administrator 
*K. A. Hoedeman, General Manager, Projects Department 
P. C. Riccardella, Senior Engineering Director 

*W. V. Weber, Engineering Director, Mechanical 
*R. H. Buchholz, Director, CECo Projects 
T. J. Victorine, Project Manager 
A. Brnilovich, Project Manager 

*T. W. Soo Hoo, Engineering Manager 
*N. McClean, Engineering Manager 
*J. F. Malloy, Senior Engineering Director 
*A. S. Herlekar, Project Engineer 
*H. H. Shah, Engineering Manager 
*T. P. Khatua, Engineering Manager 
P. E. Reeves, Project QA Engineer 
C. H. Froehlich, Staff Consultant 
B. Chan, Engineer 
J. Taylor, Engineer 

*P. Pandey, Project Engineer 
H. L. Gustin, Project Engineer 
D. V. Cao, Technical Auditor 

*Denotes those attending the management exit interview on February 16, 1983. 

Licensee Action on Previous Identified Items  

(Open) Violation (237/82-21-04; 249/82-22-04; 254/82-17-04; 265/82-19-04): 
Nutech has made substantial improvement in their QA audit program provisions; 
however, improvements are still required. The licensee's audit of Nutech design 
and analysis work activities continue to be deficient. See Paragraphs 7 and 8 
for details. 

Functional or Program Areas Inspected 

The inspection was conducted to followup on Nutech's effort relative to the 
implementation of the Region III Confirmatory Action Letter (CAL), dated 
July 14, 1982. Item 1 of the CAL requires Hot Shutdown Path (HSP) -systems 
modification to be completed on or before February 15, 1983. Item 3 of the 
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CAL requires HSP system modification actions to be commenced within seven 
days of initial identification that the systems were incapable of meeting 
the FSAR conditions. 

1. CAL Item 3 Followup Review 

The inspector reviewed the following documents: 

Nutech letter to CECo, COM-23-203, "Safe Shutdown Path, Modification 
Action Letter Torus Attached Piping Analysis, Mark I and IEB 79-14 
Programs, Dresden 2 and 3 and Quad-Cities 1 and 2," dated December 3, 
1982. The letter documented modification actions commenced from 
October 1981 to October 1982. 

Project Instruction (PI) COM-PI-007, "Safe Shutdown Piping Path 
FSAR Conformance Reporting Requirements," Revision 0, dated 
August 24, 1982. 

The inspector determined that Nutech's effort relative to implementation 
of the CAL Item 3 was acceptable. 

2. CAL Item 1 Status 

Reference letters from CECo (Rausch) to Region III (Keppler) dated 
January 13, 1983 and February 1, 1983. 

Quad-Cities 1 and 2 

All modifications were completed by February 18, 1983, with the exception 
of one hanger. This exception was due to high radiation levels and high 
temperature. 

Dresden 2 

The plant is in cold shutdown, all modifications will be completed prior 
to startup. 

Dresden 3 

A total of 64 supports and restraints did not meet the February 15, 
1983, completion date. However, a number of these had been installed 
but were awaiting QC inspection signoffs. 

Further review of this matter is planned. This is an unresolved item 
(237/83-06-01; 249/83-05-01; 254/83-04-01; 265/83-04-01). 

3. Review of Torus Attachment Pipe (TAP) Penetration Calculation 

The inspector selected Quad-Cities 1 Calculation Q1.11.1, "RHR C/D Discharge" 
for review, and had the following findings and observations: . 



a. 	The inspector reviewed Interoffice Memorandum (ION) GHP-82-009, from 
Mechanical Engineering Group to Applied Mechanics Group (AMG), "Piping 
Loads for Torus Penetration Analysis," dated July 29, 1982, and con-
sidered that the design interface measures between these two 
engineering groups was adequate. 

b. 	The inspector reviewed AMG Calculation File No. 27.0200.160, Run 
No. LDG 19RE "CECo TAP Penetration Modification Analysis, 
Quad-Cities 1 and 2 Penetration No. X-210," dated December 14, 
1982, and checked that the design data was in accordance with 
the GHP-82-009 transmittals. 

c. 	The present piping stress analysis and other computational review 
requirements are stated in Nutech QEP-001, "Control of Technical 
Documents," Revision 10, dated September 9, 1980. The QEP consists 
of: (1) accuracy check, and (2) criteria check, but do not provide 
clarification and instructions on the scope and specifications on 
what to verify to ensure comprehensiveness and reasonableness. 
Subsequent to discussions, the Nutech project staff presented the 
inspector with a copy of the newly issued PI COM-PI-018, "Design 
Verification Documentation," Revision 0, dated February 15, 1983. 
The inspector reviewed the PI and stated that it does contain adequate 
design review check lists. 

Unresolved Items  

(1) Generically, on the Nutech Corporate level, QEP-001 had not 
been revised to incorporate PI-018, or similar detailed design 
review and verification requirements (237/83-06-02; 249/83-05-02; 
254/83-04-02; 265/83-04-02). 

(2) For Dresden and Quad-Cities projects, PI-018 Attachment 1 to 3 
checklists are for large bore piping analysis only. It did not 
address other design activities, such as AMG torus analyses 
(237/83-06-03; 249/83-05-03; 254/83-04-03; 265/83-04-03). 

(3) For Dresden and Quad-Cities projects, PI-018 was effective 
February 15, 1983. Program Measures to assess adequacy in 
design/analysis/calculation performed in the past had not 
been developed (237/83-06-04; 249/83-05-04; 254/83-04-04; 
265/83-04-04). 

d. 	The torus modification technical requirements are contained in 
NUREG-0661, "Safety Evaluation Report, Mark I Containment Long-Term 
Program, Resolution of Generic Technical Activity A.7," Published in 
July 1980. In review of the AMG calculation, the inspector deter-
mined that there was a lack of instruction/specification to ensure 
the present "Load Combination for Nozzle and Penetrations" including 
load combination membrane and extreme fiber stresses meet the 
NUREG-0661 design requirements. This is a violation (237/83-06-05a; 
249/83-05-05a; 254/83-04-05a; 265/83-04-05a). 



4. Review of TAP Restraint Calculation 

The inspector reviewed the following two added restraints in Quad-Cities 1 
Calculation Q1.11.1, "RHR C/D Discharge." 

• Guide No. 568 shown on Drawing No. M-1611-09, Revision A, dated 
November 12, 1982. 

• Restraint No. 558 (a part of the T-anchor) shown on Drawing 
No. M-1611-08, Revision A, dated November 30, 1982. 

The restraint loading was based on Mechanical Engineering Group data 
input. ASME Level D load level was used in hardware selection and 
structural design. In review of the calculations, including the 
package dated November 8, 1982, the following findings were observed: 

a. The procedure for base plate and concrete expansion anchor bolt 
design had not been issued. The present "Baseplate 11" computer 
program entitled "A Pre-Processor and Post-Processor to Stardyne 
for the Analysis of Flexible Baseplates," Revision 1.05, dated 
March 1982, was developed for Control Data Corporation (CDC) by 
E. A. Botti Associates, Inc. The program was included in the Nutech 
Computer Resources Manual, Revision 0, Section 5.1, "Public Domain 
Computer Programs." The program was certified per QA requirements 
in a letter from CDC to Nutech, dated June 17, 1982. Also, the 
present simplified hand calculation program was documented in a 
"Baseplate Analysis Procedure," transmitted from Hong Liu to 
Mechanical Analysis and Design Section and Mechanical Engineering 
Section in IOM, HL-82-036, dated March 30, 1982. This IOM has not 
been reviewed, verified, and approved by the Nutech staff or 
management. 

The lack of a procedure to prescribe under what conditions the 
sophisticated baseplate computer program should be utilized, 
and the utilization of un-verified and unauthorized generic 
design formulations and criteria contained in the simplified 
baseplate program are considered to be a violation (237/83-06-
05b; 265/83-05-05b; 254/83-04-05b; 265/83-04-05b). 

b. In addition to ION HL-82-036 discussed above, there was a 
list of IOM's included in the restraint calculations. The 
inspector selected two more 10Ms for review: 

IOM AT-82-003, "Snubber Support Stiffness," dated April 23, 1982. 

• IOM AT-82-009, "Concrete Expansion Anchor Stiffness Test Results," 
dated May 28, 1982. 

Subsequent to the review, the inspector determined that these IOM's 
actually documented design criteria and calculation formula used for 
piping suspension system design. The use of IOM without formal 
issuance, review, and approval control bypassed the licensee QA 



document control system. This is a violation (237/83-06-06a; 
249/83-05-06a; 254/83-04-06a; 265/83-04-068). 

5. 	Nutech and Sargent and Lundy Engineers (S&L) Design Interface 

a. The inspector reviewed the subject design interface relative to the 
piping analysis and support design for Safety Relief Valve Discharge 
Lines (SRVDLs). The Nutech interface procedure, COM-20-229, 
"Nutech/S&L Interface Agreement SRVDL Mark I Program Plant Unique 
Analysis," Revision 1, dated February 21, 1983 was being imple-
mented but the procedure itself had not yet been approved by the 
licensee. In fact Revision 0 was not approved by the licensee. 
The use of a not yet approved procedure for safety related design 
interface control is a violation (237/83-06-06b; 249/83-05-06b; 
254/83-04-06b; 265/83-04-06b). 

b. The inspector reviewed the following correspondence: 

S&L letter to Nutech, "Revised Preliminary SRVDL Reaction Loads," 
dated Janaury 17, 1983. 

S&L letter to Nutech, Mark I Long Term Program Transmitted of 
SRV Support Details In Vent Pipe," dated November 23, 1982. A 
set of final S&L hanger installation detail drawings were 
attached to the letter. 

The inspector questioned, since the support loadings were con-
sidered to be preliminary, whether or not there had been sufficient 
S&L design consideration and calculations prior to the issuance of 
these support/restraint construction drawings. This is an unresolved 
item (237/83-06-07; 249/83-05-07; 254/83-04-07; 265/83-04-07). 

6. 	SRVDL Analysis 

In conjunction with Paragraph 5 above, the inspector reviewed the 
following Nutech Communication Records: 

Meeting at S&L on June 18, 1982, File No. 64.319.0002, subject: 
"Mark I SRVDL Analysis - Quad-Cities and Dresden." Paragraph 2.0 
stated, in part, that "The only portion of the SRVDL's still 
requiring analysis starts at the drywell/vent line jet deflector 
and ends at the suppression pool T-quencher. A typical jet 
defector-to-T-quencher SRVDL model has been developed for both 
Quad-Cities and Dresden." 

Telecon on July 12, 1982, File No. 64-319.0001, subject: "Discussion 
on NUREG-0661 Interpretation for SRVDL Analysis." Paragraph 3.a 
stated, in part, that, "Nutech identified the following...as 
NUREG-0661 interpretations for S&L analysis: Assumption that Mark I 
program covers only wetwell piping." Paragraph 3.b stated, in part, 
that "S&L is aware that item (above) is an interpretation or 
exception to NUREG-0661 but S&L will defend this." Paragraph 3.c 



states, that S&L agreed to prepare Mark I position papers for CECo 
regarding the interpretation. 

These items will be reviewed further by the NRC staff. This is considered 
to be an unresolved matter (237/83-06-08; 249/83-05-08; 254/83-04-08; 
265/83-04-08). 

7. Nutech QA Audit Program 

The inspector performed followup inspection for the violation 
(237/82-21-04; 249/82-22-04; 254/82-17-04; 265/82-19-04) relative to 
the subject program. There had been five Nutech internal QA audits 
performed for the Dresden 2 and 3 and Quad-Cities 1 and 2 projects. The 
inspector was presented a document, entitled "Generic QA Accomplishments 
Since August 1982," and concurred with Nutech QA staff that there had 
been substantial QA program improvements within the Nutech organization. 
However, in review of the present QEP 18-2, "Audits, Surveys and Corrective 
Actions," Revision 1, dated February 4, 1983, the inspector commented that 
there are still a number of deficient areas, they are; 

a. Insufficient justifications were provided to exclude any project 
QA audits. 

b. There was a lack of overall QA audit planning to cover all aspects 
of design activities. 

c. There was a lack of scheduling provisions to ensure audits will be 
conducted at critical time periods in terms of project activities. 

Prior to the conclusion of the inspection, the inspector was presented 
a draft of QEP 18-2 revisions including incorporation of the QA Audit 
Profile Matrix that is presently utilized in some specific projects. 
The inspector stated that he will review the program further upon its 
final approval by the Nutech management. This violation remains open. 

8. CECo QA Audit of Nutech 

The inspector reviewed CECo QA Audits of Nutech conducted in CY 1982: 

QA-20-82-47, conducted at Nutech, San Jose, CA office on July 14-15, 
1982. Audit areas included QA program implementation of Dresden and 
Quad-Cities Mark I torus modification projects which covers organiza-
tions, instructions, personnel training, personnel qualification, 
design control, document control, nonconformance control, corrective 
action, QA record retention, NDE personnel qualification, control of 
purchase services, test control, and audits. The audit resulted in 
one observation, i.e., lack of verification of personal past work 
experience or education. 

QA-20-82-54, conducted at Nutech, Chicago, IL office on November 8-9, 
1982. Audit areas were same as QA-20-82-47. The audit resulted in 
one finding and five observations in the areas of personnel qualifi-
cation, organization, training, document control, and audits. 
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QAM 4-82-72, conducted at Nutech, Quad-Cities work station on 
December 7-8, 1982. Audit areas included training instruction, 
document control, design control, internal audit program, and 
procedure implementation. The audit resulted in no findings or 
observations. 

Subsequent to the review, the inspector stated that the CECo audit of 
Nutech continued to be deficient in the following ways: 

a. The NRC-Region III audit conducted on August 25, 1982, at Nutech, 
subsequent to CECo Audit QA-20-82-47, resulted in a violation 
(237/82-21-04; 249/82-22-04; 254/82-17-04; 265/82-19-04), and major 
revisions in the Nutech QA program. These corrective actions had 
not been evaluated and verified by the licensee. 

b. Since NRC-Region III issuance of a CAL dated July 14, 1982, the 
licensee had not audited Nutech to ensure implementation of the CAL 
requirements. 

c. The various deficiencies identified during this inspection provided 
further evidence that the licensee's control and audit of Nutech are 
inadequate and ineffective. 

The failure of CECo to include the applicable technical aspects of the 
QA program in their audits and to conduct timely reaudits of deficient 
areas identified at Nutech is considered a violation (237/83-06-09; 
249/83-05-09; 254/83-04-09; 265/83-04-09). 

Unresolved Items 

Unresolved items are matters about which more information is required in order 
to ascertain whether they are acceptable items, items of noncompliance, or 
deviations. The unresolved items disclosed during this inspection are discussed 
in Paragraphs 2, 3.c.(1), 3.c.(2), 3.c.(3), 5.b, and 6. 

Exit Interview 

The inspector met with licensee representatives at the conclusion of the 
inspection on February 16, 1983. The inspector summarized the scope and 
findings of the inspection. The licensee representatives acknowledged the 
findings reported herein. 
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Docket No. 50-254 
Docket No. 50-265 
Docket No. 50-373 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Mr. N. C. Choules 
of this office on January 27-28 and February 10-11, 1983, of activities at 
the Quad-Cites Nuclear Power Station, Units 1 and 2 and the LaSalle County 
Nuclear Power Station, Unit 1, authorized by NRC Operating Licenses 
No. DPR-29, No. DPR-30 and No. NPF-11 and to the discussion of our findings 
with Messrs. D. Gibson and R. Kyrouac at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

As a result of this inspection, we have questions concerning the adequacy 
of your QA audits which are conducted to verify adherence of the Techn-
ical Specification provisions. The issues are identified as an unresolved 
item in Section 5 of this report. We are currently developing a policy relative 
to the concerns. You will be notified of the results when they become 
available. 

In accordance with 10 CFR 2.790 of the Commission's regulations, a copy 
of this letter and the enclosed inspection report will be placed in the 
NRC's Public Document Room. If this report contains any information 
that you (or your contractors) believe to be exempt from disclosure under 
10 CFR 9.5(a)(4), it is necessary that you (a) notify this office by tele-
phone within ten (10) days from the date of this letter of your intention 



Sincerely, 
. 	. 	. 

• * .tEglt;a1 

R. L. Spessard, Director 
Division of Engineering 
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to file a request for withholding; and (b) submit within twenty-five (25) 
days from the date of this letter a written application to this office 
to withhold such information. If your receipt of this letter has been 
delayed such that less than seven (7) days are available for your review, 
please notify this office promptly so that a new due date may be estab-
lished. Consistent with Section 2.790(b)(1), any such application must 
be accompanied by an affidavit executed by the owner of the information 
which identifies the document or part sought to be withheld, and which 
contains a full statement of the reasons which are the bases for the 
claim that the information should be withheld from public disclosure. 
This section further requires the statement to address with specificity 
the considerations listed in 10 CFR 2.790(b)(4). The information sought 
to be withheld shall be incorporated as far as possible into a separate 
part of the affidavit. If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 

We will gladly discuss any questions you have concerning this inspection. 

Enclosure: Inspection Report 
No. 50-254/83-05(DE); 50-265/83-05(DE); 
No. 50-373/83-09(DE) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 

Superintendent 
D. L. Shamblin, Site 

Construction Superintendent 
T. E. Quaka, Quality 

Assurance Superintendent 
G. J. Diederich, Station 

Super indentent 
R. H. Holyoak, Project Manager 
DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Karen Borgstadt, Office of 

Assistant Attorney General 

Lb' ) Ch e'/jp 
3/24/83 
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Inspector: N. C .4h42ott6r 

Approved By: F. C. Hawkins, Chief 
Management Programs Section 

U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/83-05(DE); 50-265/83-05(DE); 50-373/83-09(DE) 

Docket Nos. 50-254; 50-26.5; 50-373 	License No. DPR-29; DPR-30; NPF-11 

Licensee: Commonwealth Edison Company 
P. 0. Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 
LaSalle County Nuclear Station, Unit 1 

Inspection At: Quad-Cities Site, Cordova, IL 
LaSalle Site, Marseilles, IL 

Inspection Conducted: January 27-28, 1983 at Quad-Cities 
February 10-11, 1983 at LaSalle 

Inspection Summary 

Inspection on January 27-28, 1983 (Report No. 50-254/83-05(DE); 50-265/83-05(DE))  
and February 10-11, 1983 (50-373/83-09(DE))  
Areas Inspected: Routine, announced inspection to review the area of audits 
required by Section 6 of the Technical Specifications. This inspection in-
volved 22 inspector-hours onsite by one NRC inspector. 
Results: No items of noncompliance or deviations were identified. 



DETAILS 

1. 	Persons Contacted 

a. Quad-Cities Station 

D. Gibson, Quality Assurance (QA) Supervisor, Commonwealth 
Edison Company (CECo) 
N. Chrissotimos, NRC Senior Resident Inspector, NRC 

*S. DuPont, Resident Inspector, NRC 

b. LaSalle County Station 

*R. Kyrouac, QA Supervisor, CECo 
*J. Ahlman, QA Engineer, CECo 
R. Kinsinger, QA Engineer, CECo 
W. Guldemond, Senior Resident Inspector, NRC 

*Denotes those present at the exit meetings on January 28 and 
February 11, 1983. 

2. 	General 

Inspections were performed at the Quad-Cities Nuclear Plant on 
January 27-28, 1983 and at the LaSalle County Nuclear Plant on 
February 10-11, 1983. The primary purpose of the inspections was 
to review the implementation of audits to meet the requirements of 
Technical Specification (T.S.) Section 6.1.G.1.b.l. This section 
states that, "Audit of the conformance of facility operation to 
provisions contained within the Technical Specification and applic-
able license conditions at least once per year." The results of the 
reviews are presented in paragraphs 3. and 4. 

3. 	Quad-Cities Nuclear Station 

Several reports of audits which were performed to meet the require-
ments of T.S. Section 6.1.G.1.b.1 were reviewed. These included 
audits QAD 4-81-3, QAD 4-81-4, QAD 4-82-2, QAD 4-82-3, QAD 4-82-11, 
and QAD 4-82-17. 

A review of the audits showed that a substantial number of Technical 
Specification line items (approximately 15 to 20 per audit) were being 
reviewed. However, an interview with the QA Supervisor revealed that 
there was no record system to track T.S. line items which had been 
audited. Such a system would prevent the auditing of the same line 
item each year and would assure that any given line item would be 
examined within some predetermined time period. The QA Supervisor 
acknowledged this as a weakness and showed the inspector a memo from 
the Corporate QA department which addressed the issue. The review 
also identified three additional weaknesses. They are as follows: 
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a. For some audit items, only one of the two units was audited. With 
very little additional effort, both units could have been checked. 

b. The audit sample size for any given line item was not always 
specified. 

c. In the past, audit findings were sometimes closed out before all 
corrective action was completed. The licensee had previously 
recognized this and was taking corrective action. 

No items of noncompliance or deviations were identified. 

4. 	LaSalle County Nuclear Station 

The inspector reviewed several reports of audits which were performed 
to meet the requirements of T.S. Section 6.1.G.1.b.1. The licensee 
performed four audits in 1982 and plans to perform four audits in 1983 
which relate specifically to Technical Specification adherence. The 
1982 audits covered approximately 50 line items in Sections 3. and 4. 
of the Technical Specification. In addition to these audits, other 
routine scheduled audits included the review of Technical Specif-
ication line items. Also, the licensee performed surveillances of 
ongoing work in which Technical Specification line items were re-
viewed. Licensee personnel estimate that about 125 line items, of 
an approximate total of 1000, were audited in 1982. 

The licensee had recently constructed a matrix of Technical Specifi-
cation line items from Sections 3. and 4. versus time (in years). 
Approximately 800 line items were included in the matrix. Use of 
this matrix will provide tracking of line items which have been 
completed and identify areas which have not been audited. The in-
spector noted that Section 6 of the Technical Specifications was not 
included in the matrix. Licensee personnel stated that they would 
consider adding Section 6 to the matrix. 

Additionally, the inspector reviewed the licensee audit program which 
is designed to meet the requirements of T.S. Section 6.1.G.1.b. 
The implementation of the audit program was reviewed. The licensee 
had established audit schedules for audits conducted in 1982 and 
for audits to be conducted in 1983 to meet the requirement of T.S. 
Section 6.1.G.1.b. All planned audits (49) for 1982 had been per-
formed. In addition to the planned audits, approximately 20 
additional audits of safety related activities were performed in 1982. 
Fifty-three audits were planned for 1983 and were being conducted as 
planned. 

The inspector reviewed several 1982 and 1983 completed audits reports. 
Audits were conducted with approved checklists. There was objective 
evidence to substantiate audit findings. As was identified in the 
Quad-Cities inspection, the inspector noted that audit checklists 
did not normally specify the minimum sample size that the auditor 
should check. Licensee representatives stated that they would review 
the item of concern. 
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No items of noncompliance or deviations were identified. 

5. Exit Meeting 

The inspector met with licensee representatives (denoted in Section 1) 
on January 28, 1983, at the Quad-Cities Station and on February 11, 
1983 at the LaSalle County Station. The scope and findings of the 
inspections were discussed. 

As stated in the report transmittal letter, we have questions 
regarding the adequacy of your QA audits which are conducted to 
verify conformance of unit operation to provisions contained within 
the Technical Specification. Pending resolution, these questions 
are considered unresolved. (373/83-09-01; 254/83-05-01; 265/83-05-01) 

6. Unresolved Items  

Unresolved items are matters about which more information is required 
in order to ascertain whether they are acceptable items, items of 
noncompliance, or deviations. An unresolved item disclosed during the 
inspection is discussed in Paragraph 5. 
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May 12, 1983 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Mr. N. J. Chrissotimos 
of this office on February 19 through April 22, 1983, of activities at 
Quad-Cities Nuclear Power Station, Units 1 and 2, authorized by NRC Operating 
Licenses No. DPR-29 and No. DPR-30 and to the discussion of our findings with 
Mr. N. J. Kalivianakis at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



2 
Commonwealth Edison Company 
	 May 12, 1983 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

W. D. Shafer, Chief 
Projects Branch 2 

Enclosure: Inspection Report 
No. 50-254/83-06(DPRP); 
No. 50-265/83-06(DPRP) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Philip L. Willman, Esq. 

Assistant Attorney General 
Environmental Control Division 

Reed Neuman, Esq., Assistant 
Attorney General 

Rill 

robe/jp 
05/09/83 



U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/83-06(DPRP); 50-265/83-06(DPRP) 

Docket No. 50-254; 50-265 	 License No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: February 19 through April 22, 1983 

Inspector: • J. Chrissotimos  

    

Approved By:k.R. D. alker, Chief 
Reactor Projects Section 2C 

Inspection Summary  

Inspection on February 19 through April 22, 1983 (Report No. 50-254/83-06(DPRP);  
50-265/83-06(DPRP))  
Areas Inspected:  Routine, unannounced inspection by the resident inspector 
of operational safety; maintenance; surveillance; licensee monthly reports; 
regional requests; Licensee Event Reports; public information and special 
reports. The inspection involved a total of 160 inspector-hours onsite by one 
NRC inspector including 12 inspector-hours onsite during off-shifts. 
Results: No items of noncompliance or deviations were identified. 



DETAILS 

1. Persons Contacted 

*N. Kalivianakis, Superintendent 
T. Tamlyn, Assistant Superintendent for Operations 
D. Bax, Assistant Superintendent Maintenance 
L. Gerner, Assistant Superintendent for Administration 
D. Gibson, Quality Assurance Supervisor 

*G. Tietz Technical Staff Supervisor 

The inspector also interviewed several other licensee employees, including 
shift engineers and foremen, reactor operators, technical staff personnel 
and quality control personnel. 

*Denotes those present at the exit interview on April 22, 1983. 

2. Operational Safety Verification 

The inspector observed control room operations, reviewed applicable 
logs and conducted discussions with control room operators during the 
months of March and April 1983. The inspector verified the operability 
of selected emergency systems, reviewed tagout records and verified 
proper return to service of affected components. Tours of Unit 1 and 2 
reactor buildings and turbine buildings were conducted to observe plant 
equipment conditions, including potential fire hazards, fluid leaks, and 
excessive vibrations and to verify that maintenance requests had been 
initiated for equipment in need of maintenance. The inspector by obser-
vation and direct interview verified that the physical security plan was 
being implemented in accordance with the station security plan. 

The inspector observed plant housekeeping/cleanliness conditions and 
verified implementation of radiation protection controls. During the 
months of March and April, the inspector walked down the accessible por-
tions of the Unit 1 Residual Heat Removal system and the Unit 2 High 
Pressure Coolant Injection system to verify operability. The inspector 
also witnessed portions of the radioactive waste system controls associated 
with radwaste shipments and barreling. 

These reviews and observations were conducted to verify that facility 
operations were in conformance with the requirements established under 
technical specifications, 10 CFR, and administrative procedures. 

The licensee has actively been pursuing the elimination of alarmed 
annunciators in the control room. These efforts are recognized as a 
positive attitude by the licensee to improve operational performance. 

No items of noncompliance or deviations were identified in this area. 
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3. Monthly Maintenance Observation  

Station maintenance activities of safety related systems and components 

listed below were observed/reviewed to ascertain that they were conducted 

in accordance with approved procedures, regulatory guides and industry 

codes or standards and in conformance with technical specifications. 

The following items were considered during this review: the limiting 

conditions for operation were met while components or systems were re-

moved from service; approvals were obtained prior to initiating the work; 

activities were accomplished using approved procedures and were inspected 

as applicable; functional testing and/or calibrations were performed prior 

to returning components or systems to service; quality control records 

were maintained; activities were accomplished by qualified personnel; 

parts and materials used were properly certified; radiological controls 

were implemented; and, fire prevention controls were implemented. 

Work requests were reviewed to determine status of outstanding jobs and 

to assure that priority is assigned to safety related equipment maintenance 

which may affect system performance. 

The following maintenance activities were observed/reviewed: 

Unit 1  

WR 24247 Recirculation pump seal 
WR 25020 Drywell floor drain sump isolation valve 

Unit 2  

WR 24780 Torus to drywell vacuum breaker 

WR 25262 Reactor protection system MG set output breaker 

Following completion of maintenance on the 	recirculation system 

and reactor protection system, the inspector verified that these systems 

had been returned to service properly. 

No items of noncompliance or deviations were identified in this area. 

4. Monthly Surveillance Observation  

The inspector observed technical specifications required surveillance 

testing on the Unit 1 diesel generator, Unit 2 High Pressure Coolant 

Injection system and Unit 1 Electromatic Relief Valves and verified that 

testing was performed in accordance with adequate procedures, that test 

instrumentation was calibrated, that limiting conditions for operation 

were met, that removal and restoration of the affected components were 

accomplished, that test results conformed with technical specifications 

and procedure requirements and were reviewed by personnel other than the 

individual directing the test, and that any deficiencies identified 

during the testing were properly reviewed and resolved by appropriate 

management personnel. 
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The inspector also witnessed portions of the following test activ-
ities: Barrier Fuel testing 

No items of noncompliance or deviations were identified in this area. 

5. Review of Licensee's Monthly Performance Report  

The inspector reviewed the licensee's monthly performance reports of 
Units 1 and 2 for the months of February and March, 1983. 

Areas covered by the report were amendments to Technical Specifications, 
summary of corrective maintenance performed on safety-related equipment, 
Licensee Event Reports, operating data tabulations, and refueling infor-
mation. The report was reviewed for compliance with Technical Specifica-
tion 6.6.A.3. 

No items of noncompliance or deviations were identified in this area. 

6. Followup on Regional Requests  

a. In accordance with the requirements of 10 CFR Part 21, Power Systems 
forwarded to Region II a notification of possible misapplication of 
heat load data associated with diesel engines. 

The information provided was to be utilized to estimate engine room 
ventilation requirements. 

The licensee contacted the Power Systems representative and determined 
that 21,492 BTU/Min was the flow needed to dissipate engine heat. The 
licensee's system for flow was determined to be 26,971 BTU/Min, thus 
no modifications were necessary to comply with the Part 21 report. 

b. A potential generic issue concerning Dresser Industry main steam safety 
valves was forwarded for information to the resident inspector. 

The concern dealt with exceeding blowdown limits of 5 percent during 
laboratory tests on Dresser valve 3707 RA-RT 25. 

The inspector determined that this model valve is not in use at 
Quad-Cities. The Dresser valves in use are 3777 QA-RA 21. 

c. Recent events at Kewaunee, Prairie Island and Arkansas Nuclear 1 
have identified capped containment pressure sensing lines. Region 
III requested that site inspectors verify that these lines are not 
obstructed by caps, tape or other objects. Also, a review of the 
licensee's procedure for leak rate testing and verification that 
adequate instructions are provided for restoration subsequent to leak 
rate testing was requested. 

The inspector verified that these lines were not capped by verifica-
tion of control room and local indications of containment pressure. 
Additionally, during leak rate testing, these lines are not capped. 
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The associated instruments during tests are isolated. The inspector 
verified that adequate procedures exist to restore isolated instru-
ments to their proper configuration. 

No items of noncompliance or deviations were identified in this area. 

7. 	Licensee Event Reports Followup  

Through direct observations, discussions with licensee personnel, and 
review of records, the following event reports were reviewed to determine 
that reportability requirements were fulfilled, immediate corrective 
action was accomplished, and corrective action to prevent recurrence had 
been accomplished in accordance with technical specifications. 

a. 	Unit 1 

(i) RO 83-01, dated January 4, 1983, 1/2 diesel generator 
trip on high crankcase pressure. 

Extensive investigations were conducted to determine the 
root cause of failure, but they were unsuccessful. After 
a similar trip on February 2, 1983, further investigations 
led to the replacement of the pressure sensor. The diesel 
generator was test run and crankcase pressure was measured 
with a manometer. This test showed a high crankcase pres-
sure condition did not exist; therefore, a failed sensor 
was determined to be the cause of the trip. The root cause 
of the faulty sensor could not be determined. 

The sensor was replaced and tested. Results of the test 
were in accordance with the manufacturer's limits. 

(ii) RO 83-02, dated January 19, 1983, high pressure coolant 
injection motor speed changer would not move from its low 
speed stop. 

The cause was attributed to excessive friction when the low 
speed stop post wedged itself against the low speed stop 
collar. Subsequent investigation revealed a lack of clear-
ance between the low speed stop collar body and the corre-
sponding low speed stop post on the linkage collar. This 
was remedied by filing down the post on the linkage collar 
to obtain a clearance between the stop collar. The Unit 2 
motor speed changer and the Unit 1 and the Unit 2 motor 
gear units were inspected and were found to have adequate 
clearances to prevent a problem of a similar nature from 
occurring. 

(iii) RO 83-05, dated January 15, 1983, high pressure coolant 
injection system motor gear unit not at its normal high 
speed stop. 

5 



The cause of this occurrence was a failed power supply 
resistor and subsequent signal converter speed control 
circuitry amplifier malfunction. 

(iv) RO 83-06, dated February 13, 1983, condenser pit 5-foot 
trip level switch failed to give a trip signal. 

(v) RO 83-08, dated February 10, 1983, fuel pool radiation 
monitor failed to trip upscale. 

(vi) RO 83-10, dated February 24, 1983, spike in refuel floor 
radiation monitors due to failed relay coil. 

(vii) RO 83-11, dated February 25, 1983, low condensor vacuum 
switch failed to trip during functional test. 

(v 	RO 82-26 (update), dated March 18, 1983, repair of main 
steam line drain valve. 

The inspector verified that the work accomplished and 
measurements taken were in accordance with applicable 
requirements. 

b. 	Unit 2  

RO 83-04, dated January 16, 1983, residual heat removal 
heat exchanger taken out of service for maintenance on 
minor leakage. 

(11) 	RO 83-05, dated March 16, 1983, low-low water level switch 
failed to actuate during functional test. 

No items of noncompliance or deviations were identified in this area. 

8. Public Information  

On April 18, 1983, the senior resident inspector spoke to a science class 
at the Albany Grade School. 

Topics discussed included boiling water reactor operations, basic physics, 
Three Mile Island, and the role of the resident inspector. 

9. Review of Special Reports  

a. 	The inspector reviewed the licensee's report on Unit 1 "Startup Test 
Report Summary." 

Areas covered by the report were control rod scram timing, shutdown 
margin demonstration, control rod functional checks, initial critical 
prediction, and core power distribution symmetry analysis. 

The inspector observed portions of the above items during startup. 
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b. 	The inspector reviewed the licensee's report of the fuel testing 
that was performed in conjunction with the end of cycle 6 refueling 
outage. 

This included gamma scanning (GAHM) performed by General Electric 
personnel, sipping (SDOC), and 100 percent visual inspection (V100) 
of the newly received fuel bundles. All 7x7 lattice fuel, including 
the mixed oxide and segmented test rod assemblies have now been 
discharged from Unit 1. For cycle 7 operation, 224 LY P8x8R fuel 
assemblies were loaded into the core. 

No items of noncompliance or deviations were identified in this area. 

10. Exit Interview  

The inspector met with licensee representatives (denoted in Paragraph 
1) throughout the month and at the conclusion of the inspection on 
April 22, 1983, and summarized the scope and findings of the inspection 
activities. The licensee acknowledged the inspectors concerns. 
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March 10, 1983 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Mr. M. Phillips 
and Dr. W. Gloersen of this office on February 25, 1983, of activities at 
the Quad-Cities Nuclear Generating Station, Units 1 and 2, authorized by 
NRC Operating Licenses No. DPR-29 and No. DPR-30, and to the discussion of 
our findings with Mr. N. Kalivianakis by telephone on March 3, 1983, at the 
conclusion of the inspection. 

The enclosed copy of our inspection report identified areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit a written 
application to withhold such information contained therein within thirty days 
of the date of this letter. Such application must be consistent with the 
requirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 
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March 10, 1983 

We will glailly discuss any questions you have concerning this inspection. 

Sincerely, 

/ 

C. J. Paperiello, Chief 
Emergency Preparedness and 
Radiological Safety Branch 

Enclosure: Inspection Reports 
No. 50-254/83-07(DRMSP) and 
No. 50-265/83-07(DRMSP) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 

Superintendent 
DMB/Document Control Desk (RIDS) 

Aesident Inspector, RIII 
Karen Borgstadt, Office of 

Assistant Attorney General 
F. Pagano, Jr., EPLB, OIE 
D. Bement, FEMA, Region V 
S. Ferris, FEMA, Region VII 
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REGION III 

Reports No. 50-254/83-07(DRMSP); 50-265/83-07(DRMSP) 

Docket Nos. 50-254; 50-265 	 Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Generating Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: February 25, 1983 
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Inspection Summary 

Inspection on February 25, 1983 (Reports No. 50-254/83-07(DRMSP);  
50-265/83-07(DRNSP))  
Areas Inspected: Routine announced followup inspection of licensee actions 
on items previously identified during the emergency preparedness implementation 
appraisal and scenario development for the May 1983 exercise. The inspection 
involved ten inspector-hours onsite by two NRC inspectors. 
Results: No items of noncompliance or deviations were identified. 

Approved By  L.ADelson, Chi ef 
LEmergency 

 
Preparedness Section 



DETAILS 

Persons Contacted 

*N. Kalavianakis, Station Superintendent 
R. Carsons, Lead Health Physicist 
R. Jessup, GSEP Coordinator 
J. Harr, Lead Emergency Planner, Northern Team 
B. Dwyer, Emergency Planner, Northern Team 
J. Schnitzmeyer, Technical Support Staff 

*Was notified of the inspection findings by telephone on March 3, 1983. 

2. 	Licensee Action on Previously Identified Items  

a. Confirmation of Action Letter (CAL)  

(Closed) Confirmation of Action Letter (CAL) Item 254/82-02-09 and 
265/82-02-09: QEP 530-2 must be revised to ensure that required 
communications checks with the NRC are conducted. Section F.8 of 
QEP 530-2 (Revision 8) describes the monthly test of the Emergency 
Notification System (ENS) phones. This section requires all ENS 
phones to be tested each month using QEP 530-53. In addition, this 
procedure also requires a test of the Health Physics Network (HPN) 
monthly. Although only one of the three HPN phones at the facility 
are tested each month, the procedure requires that each phone be 
tested at least once each quarter. These communications checks are 
documented on copies of either QEP 530-82 (HPN) or QEP 530-53 (ENS). 
This latter checklist includes all of the communications checks 
specified in 10 CFR Part 50, Appendix E, Section IV.E.9.d. This 
item is considered closed. 

(Closed) CAL Item 254/82-02-02 and 265/82-02-02: Ensure interim 
Emergency Operations Facility (EOF) contains a copy of the Final 
Safety Analysis Report (FSAR) and Piping and Instrumentation 
Diagrams (P&IDs). The interim EOF is no longer functional. The 
licensee has made the permanent EOF in Morrison, IL operational, 
and has relocated all records and drawings to this permanent 
facility. The inspectors examined the permanent EOF and determined 
that a complete copy of the FSAR, station procedures and P8IDs were 
available. This item is considered closed. 

b. Open Items 

(Closed) 254/82-02-17 and 265/82-02-17: Installation of all 
equipment, supplies, and the Safety Parameter Display System (SPDS) 
must be completed in the permanent Technical Support Center (TSC). 
The completion of the TSC, including all required assessment para-
meters, will be specified in a confirmatory order to be issued after 
review of the licensee's response to Supplement 1 of NUREG-0737. A 
post implementation appraisal will then be conducted. For the 
purpose of tracking this item is considered closed. 



(Closed) 254/82-02-18 and 265/82-02-18: Completion of the per-
manent EDF must be accomplished in accordance with NUREG-0696. The 
completion of the EOF, including all required assessment equipment, 
will be specified in a confirmatory order to be issued after review 
of the licensee's response to Supplement 1 of NUREG-0737. A post 
implementation appraisal will then be conducted. For the purpose 
of tracking this item is considered closed. 

3. Scenario Development Meeting 

The inspectors reviewed the attached copy of the proposed objectives 
and scope of participation for the licensee's upcoming emergency pre-
paredness exercise and found them to be acceptable. The exercise will 
be full-scale for the State of Iowa. 

4. Exit Meeting 

The inspectors contacted Mr. N. Kalavianakis, Station Superintendent, by 
telephone on March 3, 1983, and presented the results of the inspection. 

Attachment: Quad-Cities Exercise 
Objectives and Scope of 
Participation 



Quad Cities Exercise 

OBJECTIVES  

PRIMARY OBJECTIVE: 

Demonstrate the capability to implement the Commonwealth Edison 
Generating Stations Emergency Plan in cooperation with the Illinois Plan 
for Radiological Accidents and the Iowa Emergency Plan to protect the 
public in the event of major accident at the Quad Cities Station. 

SUPPORTING OBJECTIVE: 

1. Demonstrate the capability to classify accident conditions 
and make timely reports in accordance with the GSEP. 

2. Demonstrate the capability to activate the TSC, EOF, & CCC 
with directors and appropriate staff in accordance with 
procedures. 

3. Demonstrate the capability to interface in a timely and 
effective manner with the principal offsite organizations 
responsible for responding to a radiological emergency. 

4. Demonstrate the capability to exercise initial control of 
off-site environmental activities, transfer control to 
appropriate state agencies and coordinate employment of CECo. 
environmental resources in support of state controlled 
environmental activities. 

5. Demonstrate the capability to conduct in-plant radiation 
protection activities and collect and simulate analysis of air 
or liquid samples. 

6. Demonstrate the capability of environmental field teams to 
conduct field radiation surveys and collect air, liquid, 
vegetation and soil samples. 

7. Demonstrate the capability to calculate off-site dose 
projections in coordination with governmental agencies, for both 
noble gases and radio iodine. 

8. Demonstrate the capability to effectively communicate 
reports, information and assessments of the situation among all 
participating principal command and control centers. 

9. Demonstrate the capability to process information and take 
appropriate action in accordance with plans and procedures. 

10. Demonstrate the capability to contact organizations that 
would normally assist in the given emergency situation, but are 
not fully participating in this exercise. 

11. Demonstrate the capability to provide timely and accurate 
on site accountability. 

#0941D 



SCOPE OF PARTICIPATION  

Commonwealth Edison will participate in the Quad Cities exercise 
by activating the on-site emergency response organization and the 
near-site EOF as appropriate, subject to limitations that may become 
necessary to provide for safe efficient operation of the Quad Cities and 
other CECo nuclear generating stations. 

Activation of the TSC and other on-site participants will be 
conducted on a real time basis during the day time hours. The shift on 
duty will receive the initial scenario information and respond accordingly. 

The Nuclear Duty Person and the balance of the Recovery Group will 
be prepositioned close to the Quad Cities to permit use of Recovery Group 
personnel from distant locations. 

The Corporate Command Center will be activated. 

Commonwealth Edison will demonstrate the capability to make 
contact with contractors whose assistance would be required by the 
simulated accident situation, but will not actually incur the expense of 
using contractor services to simulate emergency response except as 
prearranged specifically for the exercise. 

Commonwealth Edison will arrange to provide actual transportation 
and communication support in accordance with existing agreements to the 
extent specifically prearranged for the exercise. Commonwealth Edision 
will provide unforeseen actual assistance only to the extent the resources 
are available and do not hinder normal operation of the company. 

#0941D/3 
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Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

_TErlyr 	'to/ io  

This refers to the routine safety inspection conducted by Mr. M. Phillips 
and Dr. W. Gloersen of this office on March 21-24 and 28, 1983, of activities 
at the Quad-Cities Nuclear Generating Station, Units 1 and 2, authorized by 
NRC Operating License Nos. DPR-29 and DPR-30,and to the management meeting 
conducted at the Region III office between you and your staff and myself and 
others of my staff on March 18, 1983, and to the discussion of our findings 
with Mr. N. Kalivianakis and other members of your staff at the conclusion 
of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, inter-
views with personnel, and a review of the letter from Mr. T. J. Rausch to 
Mr. James G. Keppler dated March 31, 1982. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

We are concerned about the untimely notification of offsite officals for 
emergency plan activations and the maintenance of records involving actual 
emergency plan activations. The former problem was identified during a recent 
inspection at your Dresden facility (see Inspection Report Nos. 50-10/83-01; 
50-237/83-01; and 50-249/83-11). With regard to untimely notifications, we 
suspect this is generic in nature, and therefore we expect the deficiencies 
identified in the above inspection reports to be corrected on a generic basis. 
With regard to the maintenance of records involving actual emergency plan 
activations, we understand that all relevant information pertaining to an 
emergeny declaration will be placed in a "CSEP Activation" file, and that a 
similar corporate record system will be developed. 

As a result of the extensive efforts you described at our March 18, 1983 
meeting to correct the items involving offsite emergency preparedness that 
were observed during the last Quad-Cities exercise, the status of offsite 
emergency preparedness appears to be acceptable. The Federal Emergency 
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Management Agency (FEMA) will observe offsite activities during the upcoming 
exercise to determine if appropriate corrective actions were implemented to 
ensure an adequate state of emergency preparedness. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit a written 
application to withhold such information contained therein within thirty days 
of the date of this letter. Such application must be consistent with the 
requirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

Original signed by 
A. Bert Davis 

James G. Keppler 
Regional Administrator 

Enclosure: Inspection Reports 
No. 50-254/83-10(DRMS); 
No. 50-285/83-10(DRMS) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
/Resident Inspector, RIII 
Philip L. Willman, Esq. 

Assistant Attorney General 
Environmental Control Division 

Reed Neuman, Esq., Assistant 
Attorney General 

F. Pagano, Jr., EPB, OIE 
D. Bement, FEMA, Region V 
S. Ferris, FEMA, Region VII 
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U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Report No. 50-254/83-10(DRMS); 50-265/83-10(DRMS) 

Docket No. 50-254; 50-265 	 License No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Generating Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: Nar2h 18, 21-24, and 28, 1983 

Inspector hi lips 
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Gloersen 
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Approved By: dii 1. Axelson, 	'ef 
Emergency Preparedness Section 

// 
Cr J: Paperiello, Chief 
Emergency Preparedness and 
Radiological Safety Branch 

Inspection Summary:  

Inspection on March 18, 21-24, and 28, 1983 (Report Nos. 50-254/83-10(DRMS);  
50-265/83-10(DRMS))  
Areas Inspected: Routine unannounced followup inspection of licensee actions 
on previously identified items relating to emergency preparedness and activa- 
tion of the Generating Stations Emergency Plan (GSEP) 	The inspection in- 
volved 48 inspector-hours onsite by two NRC inspectors. The management 
meeting involved 6 man-hours by four NRC personnel. 
Results: No items of noncompliance or deviations were identified. 



DETAILS 

1. 	Persons Contacted  

a. Emergency Preparedness Inspection  

*N. Kalavianakis, Station Superintendent 
R. Tessen, GSEP Coordinator 
J. Schnitzmeyer, Technical Support Staff 
R. Flessner, Supervisor, Radioecology and Emergency Planning 

*L. Gerner, Assistant Superintendent, Administration and Support 
Services 

*T. Kovach, Radiation/Chemistry Supervisor 
G. Toleski, Director of Security 
D. Warren, Shift Engineer 
R. Robey, Senior Operations Engineer 
F. Faley, Office Supervisor 

*Denotes those attending the exit meeting on March 24, 1983. 

b. Management Meeting Held on March 18, 1983  

NRC Attendees  

J. Keppler, Regional Administrator 
J. Hind, Director, Division of Radiological and Materials 
Safety Programs 

W. Axelson, Chief, Emergency Preparedness Section 
M. Phillips, Emergency Preparedness Analyst 

Licensee Attendees 

C. Reed, Vice-President 
G. Wagner, Technical Services Manager 
L. Gerner, Assistant Superintendent (QC), Administration and 
Support Services 

J. Golden, Supervisor, Health Physics and Emergency Planning 
R. Flessner, Supervisor, Radioecology and Emergency Planning 

2. 	Licensee Action on Previously Identified Items Related to Emergency 
Preparedness  

a. 	Confirmation of Action Letter  

(Closed) Confirmation of Action Letter (CAL) Item 254/82-02-01  
and 265/82-02-01: First Aid/Decontamination facility must be 
remodeled. The inspectors examined the remodeled first aid 
decontamination facility located adjacent to the Machine Shop. 
The room was in a clean condition and contained three decontam-
ination showers, two horizontal working surfaces, a Radiation 
Management Company (RMC) decontamination kit, and a posted copy 
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of Emergency Plan Implementing Procedure (EPIP) QEP 370-2, 
Decontamination of Personnel. This facility is dedicated to 
emergency response and is kept locked at all times. All 
Radiation/Chemistry Technicians (RCTs) have a key to the facility. 
This item is considered closed. 

(Open) CAI Item 254/82-02-03 and 265/82-02-03: All Emergency 
Operating Procedures which could involve a Generating Station 
Emergency Plan (GSEP) emergency declaration must be revised at 
the next procedure revision to direct the user to inform the Shift 
Engineer of a possible emergency; in the interim, a table will be 
put in the QGA and QOA procedure manuals referring the user to 
GSEP/EPIPs. Q0A-0000, Revision 2, is a cross reference table in 
the beginning of the QOA manual which identifies all procedures 
which could conceivably result in an emergency declaration if they 
are required to be implemented. A similar procedure, QGA-00, is 
found at the beginning of the QGA manual. In addition, all QGA 
procedures with the exception of QGA-16 have been revised as re-
quired. Of the 48 QOA procedures that must be revised, 20 have also 
been adequately revised. All procedures that have not been revised 
since the appraisal contain a paper-clipped note on the master copy 
of the procedure to include the above required information in the 
next procedure revision. One procedure, QOA-1600-1, which was re-
vised on October 29, 1982, does not contain the required information 
referencing it to the GSEP. This had not been identified by the 
licensee; however, licensee representatives present at the exit 
meeting committed to correct this procedure. This item remains open 
until the following procedures still requiring revision are adequately 
revised: 

QGA-16 	QOA 201-1 	QOA 201-5 	QOA 201-8 
QOA 300-5 	QOA 800-1 	QOA 1000-2 	QOA 1000-4 
QOA 1300-6 	QOA 1600-1 	QOA 1600-5 	QOA 1700-3 
QOA 1700-4 	QOA 1700-5 	QOA 1700-6 	QOA 2300-1 
QOA 4100-1 	QOA 4400-1 	QOA 5750-13 	QOA 6100-2 
QOA 6500-1 	QOA 6500-2 	QOA 6500-3 	QOA 6500-4 
QOA 6500-5 	QOA 6500-6 	QOA 6600-4 	QOA 6800-1 
QOA 6900-1 	QOA 6900-3 

(Closed) CAL Item 254/82-02-04 and 265/82-20-04: Prepare an Acting 
Station Director Procedure, train users, and verify an adequate 
understanding of the procedure has been obtained. QEP 110-2, Acting 
Station Director (Shift Engineer) Implementing Procedure, was pre-
pared and all Acting Station Directors were trained in its use dur-
ing May 1982. This procedure contains steps and references the 
appropriate QEP procedure for the following actions: (1) classifi-
cation of the event; (2) notification phone calls based on the event 
classification; (3) how to fill out the Nuclear Accident Reporting 
System (NARS) form utilizing the containment radiation monitor read-
ing; and (4) prioritization of sampling tasks for the available 
Rad/Chem Technicians. The procedure does not include making pro-
tective action recommendations based on degraded reactor conditions, 



such as those shown in the attached Flow Chart for Rapid Offsite 
Protective Decisions. This flow chart should be incorporated in 
this procedure. Although the inspectors were unable to determine 
what verification means was used by the licensee to determine that 
an adequate level of understanding was obtained by the Shift 
Engineers, this will be reviewed in greater detail in a future 
inspection. For the purposes of tracking, this item is considered 
closed. 

b. 	Improvement Items 

The inspectors reviewed licensee actions to address preparedness 
improvement items identified during the Emergency Preparedness 
Implementation Appraisal (EPIA). With the exception of item 
numbers 4, 10, 17, and 21 (Appendix B of the EPIA report); the 
inspectors determined that the actions taken by the licensee are 
acceptable and those items are considered closed. Item 4 related 
to the cross reference for survey procedures to be used during an 
emergency. The licensee could not locate this during the inspec-
tion. Item 10 related to the recording of real time meteorological 
measurements in the control room. This item will be reviewed as 
part of Supplement 1 to NUREG-0737. Item 17 related to placing 
check sources in all emergency kits. The licensee had done this 
for the emergency field team kits, but not for any of the other 
emergency kits, such as those in the EOF and TSC. The inspectors 
recommended the use of gas lantern mantles or any other material 
that would give a positive instrument response. The licensee agreed 
at the exit meeting to look into this issue. Item 21 was not 
examined during this inspection. 

While examining one of the improvement items, the inspectors 
found that a controlled copy of the corporate Environmental 
Director Emergency Procedures was not current. This copy 
belonged to the Rad/Chem Supervisor, who in an emergency may be 
called upon to assume the functions of the Environmental 
Emergency Coordinator or Environmental Director. Both of these 
managers utilize the Environmental Director Emergency 
Procedures. The licensee agreed to revise the method used 
by corporate personnel to ensure that all procedure revisions 
were included in the controlled copies, especially those main-
tained by personnel who could be called upon to utilize them. This 
is an Open Item (254/83-10-01; 265/83-10-01). 

C. 	Open Items  

(Closed) Open Item 254/82-02-19 and 265/82-02-19: Testing, develop-
ment of procedures, and training on the use of the High Radiation 
Sampling System (HRSS). The Sentry HASS system has been completed 
and declared operational. QCP procedures have been prepared for 
its use, and were tested during the August 24, 1982, exercise (see 
Inspection Reports 50-254/82-14; 50-265/82-16). During the exercise 
sampling and analysis were successfully demonstrated. The inspectors 
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reviewed the QCP procedures for using the HASS system and determined 
that they were adequate. Training on the use of these procedures 
has been given to Rad/Chem Technicians and Chemists. This item is 
considered closed. 

(Open) Open Item 254/82-02-20 and 265/82-02-20: Installation, 
testing, development of procedures, and training covering sampling 
and analysis using the SUING and Victoreen post-accident stack 
effluent sampling systems. In letters to NRR dated October 14, 
1982, and January 14, 1983, the licensee requested a completion 
date extension until July 1, 1983. During the exit interview, 
licensee representatives stated that this date would need to be 
extended further, since equipment had not yet arrived onsite. This 
item remains open. 

(Open) Open Item 254/82-02-21 and 265/82-02-21: Installation of 
the Eberline SAM-2 in the environs emergency kits for monitoring 
radioiodine concentrations in the field as low as 1 E-07 uCi/cc. 
The means for determining concentrations of radioiodine in the 
field have not been completed. The current practice is to take 
the sample to the station or EOF (if equipped) for analysis. The 
licensee has decided not to purchase SAM-2 equipment, but instead 
purchase a portable multi-channel analyzer. Although this item has 
been placed in the licensee's budget, none of these analyzers have 
been purchased. The inspectors stated that an interim method should 
be developed, such as using an HP-210 probe, to analyze the field 
radioiodine samples. Licensee representatives agreed to look into 
this at the exit meeting. 

(Closed) Open Item 254/82-02-22 and 265/82-02-22: Supplies for 
emergency kits in the TSC and interim EOF. The inspectors verified 
that the kits in the TSC and permanent EOF were stocked. Equipment 
was present, within calibration, and quarterly inventories were 
performed to ensure completeness. This item is considered closed. 

(Closed) Open Item 254/82-02-23 and 265/82-02-23: Backup power must 
be provided to the ENS phone from the permanent EOF and an HPN phone 
must be installed in both the permanent EOF and TSC. An ENS and HPN 
phone have been installed in the permanent EOF. Power is supplied 
via two separate offsite sources. No HPN phone has been installed 
in the TSC. These phones will be replaced with FTS circuits in the 
near future. The completion of both the TSC and EOF, including all 
required communications equipment will be reviewed as part of the 
licensee's response to Supplement 1 of NUREG-0737. A post imple-
mentation appraisal will then be conducted. For the purposes of 
tracking, this item is considered closed. 

(Open) Open Item 254/82-04-01 and 265/82-05-01: Determine percent-
age of population between 5 and 10 miles that will not hear the 
sirens. The licensee had not made such a determination pending the 
receipt of guidance on siren coverage from the Federal Emergency 
Management Agency (FEMA). A licensee representative committed to 
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provide this determination based on a calculation of siren coverage 
and population distribution within the EPZ by August 1983. 

(Closed) Open Item 254/82-04-02 and 265/82-05-02: Provide evidence 
that a QA/QC program has been established to assure continued reli-
ability of the prompt public notification system. The licensee has 
developed and contracted out a preventative maintenance program for 
ensuring system operability. The inspectors reviewed this semi-
annual maintenance program and determined that it was acceptable. 
This item is considered closed. 

3. 	Activation of the GSEP  

(Closed) 254/82-XX-02; 254/82-XX-04; and 265/82-XX-04: Activation of the 
GSEP at Quad-Cities Station. During the period January 1, 1982, through 
December 31, 1982, the licensee activated their GSEP on three occasions. 
The exact date and time of these classifications, as well as one other 
event which could be construed to require classification are discussed as 
follows: 

a. 	May 27, 1982 - Unusual Event 

The licensee declared an Unusual Event due to a Tornado Warning for 
the vicinity of the plant. There was no record of this emergency 
declaration in the Shift Engineer's (Acting Station Director) log, 
although there was an entry for the cancellation of the warning. A 
Nuclear Accident Report System (MARS) form was located in the GSEP 
ACTIVATIONS file. This form indicated that the warning was received 
at 1405, and the System Power Load Dispatcher (SPLD) was notified 
at 1424, and Illinois State officials indicated they were notified 
at 1432. 

F. 	June 22, 1982 - Unusual Event 

At 0526 the Auxiliary Transformers for Unit 2 were inadvertently 
disconnected resulting in an immediate scram from 100% power and a 
loss of offsite power to Unit 2. With the sudden loss of offsite 
power, the Unit 2 diesel generator and unit 1/2 diesel generator 
automatically started and locked onto the emergency busses; however, 
at 0550, the Unit 1/2 diesel tripped. The Unit 1 diesel generator 
had been tagged out of service for maintenance. The auxiliary 
transformer for Unit 2 was returned to service at 0600 and the 
essential service bus at 0625. The licensee has no record to 
indicate that any emergency declaration was ever made for this 
event as it pertains to Unit 2. The Shift Engineer's log indicates 
that an Unusual Event was declared at 0805 because of diesel genera-
tor unavailability for Unit 1. The Shift Engineer's log does indi-
cate that at 0526 Unit 2 "lost all power." The NARS form for the 
Unusual Event that was declared indicates that the event occurred 
at 0540, although the time of the message to the SPLD is 0805. This 
MARS form was located in the Deviations file maintained by a member 
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of the technical staff. The State was notified of the diesel genera-
tor unavailability at 0902, approximately three hours after the event 
occurred. Licensee personnel questioned regarding the event stated 
that they did not declare an Unusual Event for Unit 2's events be-
cause they construed the Emergency Action Level (EAL) for loss of 
AC power to mean that there was no AC power source to the station. 
This was not the case, since Unit 1 was operating and connected to 
the grid throughout the event. During the exit meeting the inspectors 
affirmed that an Unusual Event declaration based on AC power require-
ments should be declared for any unit if either its primary (offsite 
power) or backup (diesel generators) source of AC power is lost. If 
both sources are lost, an Alert would be declared. The licensee 
agreed to clarify this EAL in the procedures and GSEP. This is an 
Open Item (254/83-10-02; 265/83-10-02). 

c. September 15, 1982 - No Emergency Declaration 

At 1130 the station was called by Iowa-Illinois Electric Company 
(a co-owner of the facility) and told that a bomb would go off at 
noon at one of its power plants. The Station Security Director 
stated that no emergency declaration was made; however, the station 
security plan was partially implemented and the drywell, where major 
construction work was being done was evacuated. The licensee 
decided not to declare the emergency because the bomb threat was not 
specifically addressed to Quad-Cities nor to Commonwealth Edison. 
Although the GSEP is vague in what constitutes an Unusual Event 
based on a Security event, the inspectors stated that an emergency 
declaration should be made whenever the station security plan for 
bomb threats or other suspected sabotage was implemented if the area 
under attack was not definitively known to be away from safety 
related equipment. Licensee representatives at the exit meeting 
agreed with this interpretation. 

d. October 21, 1982 - Unusual Event 

The Technical Specification Limiting Condition for Operation was 
exceeded for differential pressure between the drywell and suppres-
sion chamber requiring that the unit begin shutdown. The decision 
to shutdown was made at 0950, and an Unusual Event was declared. 
The Shift Engineer's log states that at 0950 he declared an Unusual 
Event and notified the SPLD. The NAAS form for this event could not 
be located at the station during the course of the inspection. It 
was later located in the Operations file. The NARS form maintained 
at the corporate office indicated that the Corporate Command Center 
Director was notified at 1014, and he notified the state at 1103. 

For both the June 22 event as it pertains to unit 2 and the September 15 
event, the NRC duty officer was told that an Unusual Event had been 
declared. NRC Preliminary Notifications prepared for these events also 
indicate that an Unusual Event was declared. The inspectors were unable 
to determine the source of this declaration; however, licensee management 
involved stated that no emergency declaration was made. 
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The excessive time between emergency declaration and the notification of 
State officials is also described in inspection reports 50-10/83-01; 
50-237/83-01 and 50-249/83-01 for the Dresden facility. 

In attempting to reconstruct the licensee's emergency response to the 
above events, the inspectors found that NAAS forms for the emergency 
declarations were haphazardly filed, and very difficult to locate. One 
MARS form could not be located at the station during the inspection, but 
was found later. The licensee committed to correct this situation at 
the exit meeting by establishing a GSEP Activations File and developing 
a procedure or some means to ensure that all relevant information per-
taining to an emergency would be placed in that file. This is an Open 
Item (254/83-10-03; 265/83-10-03). 

The inspectors reviewed corporate records of emergency activations for 
all stations and found that for the most part, records were incomplete. 
For notifications of the SPLD, the licensee had copies of 5 NARS forms 
out of 23. For notifications of the Corporate Command Center Director, 
the licensee also had only 5 copies; however, these copies were for the 
most part different events than the SPLD copies. Licensee representa-
tives showed the inspectors a listing of company goals for 1983, among 
which was a goal to maintain complete records for GSEP activations. The 
completion of this program is an Open Item (254/83-10-04; 265/83-10-04). 

4. 	Management Meetings  

a. 	Exit Meeting - March 24, 1983 

The inspectors held an exit interview with licensee representatives 
denoted in Paragraph 1.a at the conclusion of the inspection. The 
inspectors summarized the scope and findings of the inspection. 
The licensee made the following remarks in response to certain of 
the items discussed by the inspectors: 

(i) Agreed to ensure QOA 1600-1 was corrected at the next procedure 
change in accordance with CAL Item 254/82-02-03 and 265/82-02-03. 
(Paragraph 2.a) 

(2) Agreed to review use of the Attachment in the Protective Action 
decisionmaking process. (Paragraph 2.a) 

(3) Agreed to establish procedure controls to ensure completeness 
of the controlled copies of procedures issued by the corporate 
office. (Paragraph 2.b) 

(4) Agreed to clarify the AC power EAL in the GSEP and QEPs. 
(Paragraph 3.b) 

(5) Agreed to establish a procedure or method to ensure all relevant 
information pertaining to an emergency would be placed in the 
GSEP Activation file. (Paragraph 3) 
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(6) Agreed to complete a corporate record system for GSEP activa-
tions. (Paragraph 3) 

b. 	Management Meeting - March 18, 1983  

As a result of the enforcement conference held on September 9, 
1982, licensee representatives met with Region III NRC personnel 
to present the actions taken by the licensee to correct the items 
identified at the enforcement conference. Based on these discus-
sions, all items discussed at the September 9 enforcement conference 
appear to be favorably resolved. 

An exercise to be held on May 11, 1983 will be observed by NRC and 
FEMA to determine if appropriate corrective actions were implemented 
to ensure an adequate state of emergency preparedness. 

Attachment: Attachment 1, Flow 
Chart for Rapid Offsite 
Protection Decisions 
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Docket No. 50-254  

Commonwealth Edison Company 
ATTN: Mr. James J. O'Connor 

President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the special safety inspection conducted during the period 
March 11 through 29, 193, of activities at the Quad Cities Nuclear Power 
Station, Units 1, authorized by NRC Operating License No. DPR-29. The 
results of this inspection were discussed during an enforcement conference 
conducted at the NRC Region III office on March 29, 1983. The report setting 
forth the results of the inspection and enforcement conference is enclosed. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure 
will be placed IA the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold taformatior. contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.:90(b)(1). If we do not hear from you in this regard within 
the szcificd periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 

A separate letter is enclosed that sets forth certain matters of concern and 
the items of noncompliance found during these inspections. The responses 
directed by this letter are not subject to the clearance procedures of the 
Office of Lanagrmzut anl Budget az required by the Paperwork Reduction Act 
of 1980, PL 96-7.1t. 



Commonwealth Edison Company 	2 
	

JUN 2 1 1983 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

Drinind -Trod by 
G. Kcpler 

James G. Keppler 
Regional Administrator 

Enclosure: Inspection Report 
No. 50-254/83-11(DPRP) 

cc w/encl: 
Cordell Reed, Vice President 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Philip L. Willman, Esq. 

Assistant Attorney General 
Environmental Control Division 

Reed Neuman, Esq., Assistant 
Attorney General 

RI II 
(AAA 
Schultz/sv 
06/20/83 

RUA, 

atV „ply' RI II 

4771  
Kepplyr 

6./2(15-3 



U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Report No. 50-254/83-11(DPRP) 

Docket No. 50-254 	 License No. DPR-29 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad Cities Nuclear Power Station, Unit 1 

Inspection At: Quad Cities Site, Cordova, IL during March 11 through 
March 29, 1983 

Enforcement Conferences At: U.S. Nuclear Regulatory Commission, Region III 
Office, Glen Ellyn, IL, on March 29, 1983, and 
Quad Cities Site, Cordova, IL, on April 8, 1983 

‘yYlit-r41  
Inspector: N. J. Chrissotimos 	 s o-8  

' 	I 

Approved By: By: Rif. Walker, Chief 
Reactor Projects Section 2C 

gyi a tie 

 

Inspection and Enforcement Conference Summary 

Inspection during March 11 through 29, 1983 and Enforcement Conference on  
March 29, 1983, and April 8, 1983 (Report No.50-254/83-11(DPRP))  
Areas Inspected: Special, unannounced inspection by the resident inspector 
of a licensee event involving shutdown of Unit 1 using an improper control 
rod insertion sequence. The inspection involved a total of 64 inspector-hours 
by one NRC inspector including 8 inspector-hours onsite during off-shifts. 
The enforcement conference involved a total of 67 inspector-hours by ten 
NRC Region III and Headquarters personnel. 
Results: In the one area inspected, three items of noncompliance were identi-
fied (Failure to follow shutdown procedures - Paragraph 2; Failure to follow 
administrative procedures - Paragraph 2, and Failure to maintain accurate 
records - Paragraph 2). 



DETAILS 

Persons Contacted  

a. 	Quad Cities Station 

+*N. Kalivianakis, Superintendent 
+*T. Tamlyn, Assistant Superintendent for Operations 
+R. Robey, Senior Operating Engineer 

+*G. Spedl, Operating Engineer, Unit One 
+F. Geiger, Operating Engineer, Unit Two 

+*K. Donovan, Nuclear Engineer 
+T. Fox, Licensed Operator, Chief Union Steward 
+F. Webb, Licensed Operator 
+S. Gordon, Licensed Operator 
+J. Boyles, Licensed Operator 
+T. Barber, Licensed Operator 
+J. Manemann, Licensed Operator 
+C. Kepler, Licensed Senior Operator 
+D. Hoffman, Licensed Senior Operator 
+D. McCarthy, Licensed Senior Operator 
+K. Stefes, Shift Technical Advisor 

b. 	Commonwealth Edison Company 

*B. Thomas, Executive Vice President 
*D. Galle, Division Vice President, Nuclear 
+*B. Stephenson, Operations Manager 
*D. Farrar, Director of Nuclear Licensing 
*R. Rybak, Nuclear Licensing Administrator 
*J. Wojnarowski, Nuclear Fuel Services Engineer 

*Indicates those persons present at the Enforcement Conference 
held on March 29, 1983. 
+Indicates those persons present at the Enforcement Conference 
held on April 8, 1983. 

2. 	Licensee Event Involving Shutdown of Unit 1 Using an Improper Control  
Rod Sequence  

(Open) LER (254/83-12): Insertion of control rods in the reverse order 
during Unit 1 reactor shutdown on March 10 and 11, 1983, for a scheduled 
maintenance outage. 

During the day shift on March 10, 1983, the nuclear engineer requested 
to have the Rod Worth Minimizer (RWM) bypassed so he could load a new 
shutdown control rod sequence into the RWM computer. The RWM was by-
passed by the unit operator and the sequence was loaded. Then the 
nuclear engineer gave the new shutdown control rod sequence procedure 
(QTP 1600-S3, March 9, 1983) and a RWM control rod sequence computer 
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printout to the unit operator. The operator verified that the RWM com-
puter output corresponded to the sequence procedure and placed both 
documents on the reactor control panel apron. Administrative Procedure 
QAP 300-4, "Shift Change for Nuclear Station Operators," Sections C.1.6 
and C.1.c, require that equipment taken out of service and new special 
conditions be recorded in the unit logbook. QAP 300-8, "Operating Logs," 
Sections C.2 and C.4, require that equipment status including time and 
reason that equipment is taken out of service be recorded in the unit 
logbook. QAP 300-3, "Shift Change for Shift Engineers," Section C.1.6, 
specifies that the shift engineers logbook should include notation on 
equipment that is taken out of service including the reason. Neither 
taking the RWM out of service nor the issuance of a new shutdown rod 
sequence procedure were recorded in the unit logbook or the shift engineer 
logbook. 

Following shift change, the nuclear engineer attached a handwritten 
explanatory note to the sequence procedure and gave it to the evening 
shift unit operator and shift engineer. Reference to this information 
was neither recorded in the unit logbook as required in QAP 300-4, 
Section C.1.c, nor in the shift engineer logbook as required in QAP 300-3, 
Section C.1.h, which specifies that reference to new procedures should be 
recorded in the shift engineer logbook. Additionally, the RWM remained 
out of service, but the RWM status was not recorded in either logbook as 
required. 

Prior to the commencement of Unit 1 reactor shutdown, a licensed reactor 
operator scheduled for the night shift was called in early to assist with 
control rod insertion because the evening shift unit operator was perform-
ing numerous surveillance tests. The unit operator informed the extra 
operator that a new control rod insertion sequence procedure had been 
issued. The extra operator found the handwritten explanatory note, the 
RWM computer printout and the actual sequence procedure on the reactor 
control panel. He read the handwritten explanatory note and the RWM 
computer printout titled "Unit One A-2 Fast Shutdown Sequence." From 
those two documents, he concluded that he was to insert rods using the 
sequence as listed on the computer printout instead of using the actual 
approved control rod sequence procedure, QTP 1600-S3. He conferred with 
the unit operator about his conclusion and the unit operator agreed with 
his interpretation. The extra operator also questioned why the RWM was 
bypassed. No one on shift knew why the RWM had been bypassed and no 
action was taken to return it to service. 

At approximately 8:00 p.m., the extra operator began inserting control 
rods following the sequence as listed on the RWM computer printout. The 
RWM computer printout sequence was a rod withdrawal sequence. That 
sequence was the reverse of the approved rod insertion sequence. Some-
time later, an operator trainee requested to be permitted to insert some 
control rods under the supervision of the extra operator to gain experi-
ence. The extra operator directed the trainee while inserting a few 
control rods in the reverse sequence. QAP 300-8, "Operating Logs," 
Sections C.2 and C.4, require that changes in operating conditions and 
other information of a significant nature, including the time the condi-
tion occurred, be recorded in the unit logbook. The time that control 
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rod insertion began and the fact that control rods were being inserted by 
someone other that the unit operator (extra operator and operator trainee) 
were not recorded in the unit logbook. Additionally, control rods were 
inserted in the reverse of the sequence required in QTP 1600-53 (March 9, 
1983), "Control Rod Sequence Procedure." 

QAP 300-1, "Operations Department Organization," Section C.3.g, requires 
that the shift engineer not become totally involved in one operation to 
the extent that he loses overall perspective of the plant. QAP 300-1, 
Sections C.3.1 and C.3.n, require that the shift engineer be cognizant of 
Technical Specification deviations and off normal conditions that exist or 
occur and takes appropriate corrective actions. These procedure sections 
were not followed in that the shift engineer was involved in surveillance 
testing to the extent that he was not cognizant of the status of the RWM 
and the improper insertion of control rods and no corrective actions were 
initiated. 

Between 8:00 p.m. and 10:15 p.m. thirty-three control rods were improperly 
inserted. At 10:15 p.m., the reactor was at approximately thirty percent 
of full power and the recirculation pumps automatically ran back to minimum 
speed reducing reactor power to approximately twenty percent of full power. 
Procedures QTP I600-S3 and QGP 2-1, "Normal Unit Shutdown," specify that 
recirculation pump speed be manually reduced at set intervals during con-
trol rod insertion. The operators did not coordinate recirculation pump 
speed reduction with control rod insertion as required in QTP 1600-53 and 
QGP 2-1, Sections D.2 and D.4. QGP 2-1, Section D.7. requires that at 
approximately thirty percent reactor power, the operator shall verify that 
the RWM is operable with no error messages displayed and control rod posi-
tions are in accordance with the RWM sequence. This step was not accom-
plished. 

At 11:00 p.m., shift change took place and the offgoing unit operator 
informed his relief of the status of the surveillance testing and that 
control rods were being inserted. At the end of his shift, the offgoing 
unit operator signed QGP 2-1, Section D.4, while control rod insertion 
and recirculation pump speed reduction were not coordinated as specified 
in that procedure section. 

At approximately 11:10 p.m., with the reactor at approximately twenty 
percent power, the oncoming unit operator returned the RWM to service; 
it had been bypassed since the day shift. The RWM provided a rod block 
due to the out of sequence control rods, but did not display any error 
messages because there were so many insertion errors. The unit operator 
unsuccessfully attempted to clear the rod block and reinitialize the RWM 
system. After discussion with the shift engineer, the RWM was declared 
inoperable and bypassed at 11:18 p.m. This action was not recorded in 
the unit logbook or the shift engineer logbook as required in QAP 300-4, 
Section C.1.b; QAP 300-8, Sections C.2 and C.4; QAP 300-3, Section C.I.b; 
and QAP 1300-2, Section C.2. 
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The unit operator was preparing to resume control rod insertion and became 
confused concerning where he was to start in the control rod sequence 
procedure. The extra operator who had previously inserted rods was now 
assigned center desk duty. The unit operator requested assistance from 
the extra operator and, following discussion, decided that the extra 
operator would continue rod insertion. 

While the RWM was inoperable and reactor power is below twenty percent 
of rated power, the Technical Specifications require that a qualified 
individual independently verify that control rod movement is in accordance 
with the RWM sequence. The extra operator resumed control rod insertion 
with the shift engineer satisfying the independent sequence verification 
requirements. Ten control rods were inserted in the wrong sequence reduc-
ing reactor power from approximately twenty percent to nine percent of 
full power and the reactor was manually scrammed. QAP 300-1, Section 
C.3.g, was not followed in that the shift engineer assigned himself the 
responsibility of independent control rod movement verification and be-
came involved in those control rod sequence verification activities to 
the extent that he lost overall perspective of the facility. QAP 300-1, 
Section C.3.1 and C.3.n, were not followed in that the shift engineer 
was not cognizant that control rods were being inserted in an improper 
sequence. 

Following shutdown, QGP 2-1, Section C.2.f, was signed by the shift 
technical advisor while the recirculation pump speed reduction had not 
been performed as specified. QGP 2-1, Section D.7, was signed by the 
unit operator with no notation of deviations while the RWM had not been 
verified operable with no error messages and the control rod positions 
were not in accordance with the RWM sequence as required in that section. 
QGP 2-1, Section D.38, requires recording the name of the individual who 
independently verified control rod movements if the RWM was inoperable. 
No entry was made in the block provided although the RWM was inoperable 
and independent verification activities were performed. QGP 2-1 was then 
signed by the unit operator as being completed without notation of the 
aforementioned deviations and reviewed and signed by the shift engineer, 
also without notation. 

In summary, failure to adhere to the following safe shutdown procedures 
represents a violation of Technical Specification Sections 6.2.A.1 and 
6.2.A.9 (254/83-11-01): 

(i) QGP 2-1, "Normal Unit Shutdown" 
Sections D.2, D.4, D.7, amd D.38 

(ii) QTP 1600-53 (March 9, 1983), "Control Rod Sequence" 

Also, failure to accomplish administrative activities in accordance with 
the following procedures represents a violation of 10 CFR 50, Appendix B, 
Criterion V (254/83-11-02): 

(i) QAP 300-4, "Shift Change for Nuclear Station Operators" 
Sections C.1.b and C.1.c 

(ii) QAP 300-8, "Operating Logs" 
Sections C.2 and C.4 

(iii)QAP 300-3, "Shift Change for Shift Engineers" 
Sections C.1.b and C.1.h 
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(iv) QAP 1300-2, "The Standing Operating Orders" 
Section C.2 

(v) QAP 300-1, "Operations Department Organization" 
Sections C.3.g, C.3.1 and C.3.n 

In addition, the following inaccurate records did not furnish evidence 
of activities that occurred during the Unit 1 shutdown as required by 
10 CFR 50, Appendix B, Criterion XVII (254/83-11-03): 

(i) Verification signatures appeared for QGP 2-1, Sections D.2.f, 
D.4 and D.7, although those activities were not accomplished 
as specified 

(ii) No name was recorded in Section D.38 of QGP 2-1 identifying 
the independent verifier of rod movement while the RWM was 
inoperable and independent verification activities occurred 

(iii)The unit operator and shift engineer reviewed and signed 
QGP 2-1 as completed with no deviations while the procedural 
deviations listed above occurred 

3. Enforcement Conference - Commonwealth Edison Company  

The Region III staff met with licensee representatives (denoted in 
Paragraph 1) for an Enforcement Conference on March 29, 1983, in the 
Region III Office. The purpose of the Enforcement Conference was to 
discuss the inspection findings and planned or completed licensee 
corrective actions. 

The Region III staff provided a discussion of the facts surrounding the 
improper insertion of control rods during shutdown of the Unit 1 reactor 
on March 10 and 11, 1983. The Region III staff categorized those find-
ings as violations of the normal unit shutdown procedure, control rod 
sequence procedure, shift turnover procedures, operations logbook pro-
cedures, operations department organization procedure and the quality 
assurance requirements to maintain accurate records. 

The licensee responded by stating that the facts were correct as described 
by the Region III staff and provided a discussion of proposed and completed 
corrective actions and actions to prevent recurrence. The licensee com-
mitted to submit more detailed corrective actions upon completion of their 
"Professionalism Program" review of the event. These proposed actions 
will be reviewed by the Region III staff. 

4. Enforcement Conference - Licensed Operators and Senior Operators  

The Region III staff and Inspection and Enforcement staff met with licensed 
operators, licensed senior operators and other licensee personnel involved 
in the improper control rod insertion sequence event (denoted in Paragraph 
1) for an Enforcement Conference on April 8, 1983, at the Quad Cities 
Nuclear Power Station site. The purpose of the Enforcement Conference 
was to explore the circumstances surrounding licensed personnel violating 
procedures that resulted in improper control rod sequencing and discuss 
the root causes of the event. 
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The first segment of the Enforcement Conference included interviewing each 
individual involved in the event and requesting the following information: 

(i) Their assessment of the cause of this event 
(ii) Their understanding of policies regarding conducting operations 

in accordance with procedures 
(iii) Their views of shift turnover adequacy 
(iv) Their method for determining operability of the Rod Worth 

Minimizer 
(v) Their view on why logs were inadequate 
(vi) The influence that instructions from non-licensed personnel have 

on their job performance 
(vii) How they verify control rod movements during Rod Worth Minimizer 

inoperability 
(viii) The changes they would make to avoid recurrence of this type of 

event 

At the conclusion of the individual interviews, the NRC staff met with 
those individuals in a group and discussed the following problem areas 
perceived by the staff. Those problems were also discussed with the 
facility management. The licensee acknowledged the concerns. 
(i) Oral and written communications concerning this unusual, 

nonroutine activity were not timely resulting in informal 
instructions that were not adequately communicated to all 
of the involved personnel 

(ii) A lack of uniformity existed among the operator's under-
standing of the requirements for strict procedural conform-
ance, the meaning of verification signatures on procedure 
steps and the implementation of logbook and shift turnover 
procedures 

(iii) Training was weak in the areas of RWM capabilities and 
limitations and the responsibilities of the rod movement 
independent verifier during RWM inoperability 

(iv) Schedule demands and pressures for timely completion of the 
reactor shutdown affected the operator's approach toward the 
routine shutdown evolution 

(v) The RWM has had a history of operational problems that 
resulted in the operators taking a casual approach toward 
declaring it inoperable 
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UNITED STATES 
NUCLEAR REGULATORY COMMISSION 0 REGION III 

799ROOSEVELTROAD 
GLENELLYN,ILLMOM,60137 

APR 2 2 1933 

Docket No. 50-254 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

1. 

This refers to the routine safeguards inspection conducted by Messrs. 
T. J. Madeda and J. R. Kniceley of this office on March 22-25, 1983, 
of activities at the Quad-Cities Nuclear Power Station authorized by 
NRC Operating License No. DPR-29 and to the discussion of our findings 
with Mr. N. Kalivianakis and other members of his staff at the conclusion 
of the inspection. 

The enclosed copy of our inspection report identifies areas examined 
during the inspection. Within these areas, the inspection consisted 
of a selective examination of procedures and representative records, 
observations, and interviews with personnel. 

No items of noncompliance with NRC requirements were identified during 
the course of this inspection. However, we are requesting that the 
licensee provide additional corrective action to an item of noncompliance 
identified in NRC Inspection Report No. 50-254/80-16 (Item B). You are 
requested to submit to this office within thirty days of the date of this 
report a written statement or explanation detailing your additional actions 
or planned actions to correct our concern, which is identified in paragraph 
8b of the enclosed report. Consideration maybe given to extending your 
response time for good cause shown. 

Areas examined during this inspection concern a subject matter which is 
exempt from disclosure according to Section 2.790 of the NRC's "Rules of 
Practice," Part 2, Title 10, Code of Federal Regulations. Consequently, 
our report of this inspection, and your response will not be placed in the 

-ATTACVENT 
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Commonwealth Edison Company 
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Public Document Room. Therefore, your statement of additional corrective 
action should be submitted as a separate enclosure to your transmittal 
letter. 

The responses directed by this letter are not subject to the clearance 
procedures of the Office of Management and Budget as required by the 
Paperwork Reduction Act of 1980, PL 96-511. 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

C111±,:a!11: 

J. R. Miller, Chief 
Materials and Safeguards Branch 

Enclosure: Inspection Report 
No. 50-254/83-12(DRMS) 

(Part 2.790(d) Information) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, Rill 

cc w/encl, w/o (Part 2.790(d) 
Information) 

Philip L. Willman, Esq. 
Assistant Attorney General 
Environmental Control Division 

Reed Neuman, Esq., Assistant 
Attorney General 

Will 	RIII 	RII1 	RH/  

da/jp 	ley 	Chris otimos 
9/83 	 "30 



U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Report No. 50-254/83-12(DRMS) 

Doeket No. 50-254 	License No. DPR-29 	Safeguards Groups IV 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Unit 1 
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Inspectors 

T. I/ 4deda 
Physical Protection Specialist 

j. R. Kniceley 	C 	 (Date) 
Physical Protection Specialist 

Approved By: 	. 

	

. R. Creed, Chief 	
9/240/f3  

(Date) 
Safeguards Section 

Inspection Summary 

Inspection on March 22-25, 1983 (Report No. 50-254/83-23(DRMS))  
Areas Inspected: Material control and accountability including facility 
organization and operation, measurement and statistical control, storage 
and internal controls, shipping and receiving, records and reports, inventory 
and inventory verification and management of the materials control system. 
The inspection involved 44 inspector-hours onsite by two NRC inspectors and 
was begun during the regular hours. 
Results: The licensee was found to be in compliance with NBC requirements 
in the seven areas examined during the inspection. 

(DETAILS - Part 2.790(d) Information) 
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Docket No. 50-254 
Docket No. 50-265 

Nay 27, 1983 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

refers to the routine safety inspection conducted by Mr. M. Phillips 
and others of this office on May 10-13, 1983, of activities at the 
Quad-Cities Nuclear Generating Station, Units 1 and 2, authorized by NRC 
Operating Licenses No. DPR-29 and No. DPR-30 and to the discussion of our 
findings with Mr. N. Kalivianakis and others of your staff at the conclusion 
of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

Within the scope of the inspection, no violations or deviations were identified. 

The overall performance during this exercise, both onsite and offsite, was 
a significant improvement over last years exercise. The complexity of the 
scenario was such that all emergency response organization personnel demon-
strated their responsibilities. During their critque the Federal Emergency 
Management Agency representatives stated that there were no significant 
deficiencies in the performance of any offsite agencies. We acknowledge the 
efforts you have taken to correct the problems identified as a result of last 
years exercise. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
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Commonwealth Edison Company 	 May 27, 1983 

the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

C. J. Paperiello, Chief 
Emergency Preparedness and 
Radiological Safety Branch 

Enclosure: Inspection Report 
No. 50-254/83-15(DRMS); 
No. 50-265/83-13(DRMS) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
‘.„./Besident Inspector, RIII 

Philip L. Willman, Esq. 
Assistant Attorney General 
Environmental Control Division 

Reed Neuman, Esq., Assistant 
Attorney General 

F. Pagano, Jr., EPB, OIE 
D. Bement, FEMA, Region V 
S. Ferris, FEMA, Region VII 
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Inspection Summary: 

Inspection on May 10-13, 1983 (Reports No. 50-254/83-15(DRMS); 50-265/83-13  
(DRMSP))  
Areas Inspected: Routine announced inspection of the Quad-Cities emergency 
preparedness exercise involving observations by eight NRC representatives of 
key functions and locations during the exercise. The inspection involved 
134 inspector-hours onsite by five NRC inspectors and three consultants. 
Results: No items of noncompliance or deviations were identified. 



DETAILS 

1. 	Persons Contacted 

NRC Observers and Areas Observed  

M. Phillips, Control Room, Technical Support Center (TSC), and 
Operational Support Center (OSC) 

T. Ploski, Emergency Operations Facility (EOF) 
W. Gloersen, Inplant Health Physics Teams and OSC 
G. Stoetzel, Inplant Health Physics Teams and OSC 
G. Lonergan, Radiological Environmental Monitoring Teams 
M. Smith, EOF and Joint Public Information Center (JPIC) 
D. Schultz, Control Room 
W. Snell, TSC 

Commonwealth Edison and Areas Observed  

N. Kalivianakis, Station Director, TSC 
R. Bax, Maintenance Director, TSC 
L. Gerner, Assistant Superintendent, Administration and Support 

Services, TSC 
T. Tamlyn, Operations Director, TSC 
J. Tietz, Technical Director, TSC 
T. Kovach, Rad/Chem Director, TSC 
G. Spedl, Communicator, Control Room 
J. Barr, Chief Controller, Control Room, TSC, and EOF 
J. Golden, Environmental Controller, EOF 
J. Schnitzmeyer, Controller, TSC 
R. Carsons, Controller, OSC and Inplant Health Physics Teams 
R. Dwyer, Controller, TSC 
W. Brenner, Lead Emergency Planner, Scott County 

All of the above personnel attended the exit interview on May 11, 1983. 

2. 	Licensee Actions on Previously Identified Items Related to Emergency 
Preparedness  

(Closed) Open Item 254/83-10-02 and 265/83-10-02: Clarify EAL for loss 
of AC power in procedures and Generating Stations Emergency Plan (GSEP). 
Section 5.0 of the Quad-Cities Annex of the GSEP states that in the event 
of equipment installation or other requirements, it may be necessary to 
quickly change the GSEP Emergency Action Levels (EALs) at Quad-Cities 
Station. This may be done by first changing the Station Emergency Plan 
Implementing Procedures (EPIPs) on EALs and then, as soon as practical, 
by changing Table QCA 5-1 of the annex. The Ea addressed in this open 
item is number 10 in procedure QEP 200-TI, "Quad-Cities Emergency Action 
Levels." Revision 9 of this procedure which was issued on April 4, 1983, 
clarified this EAL so that it clearly indicates that loss of all offsite 
power to a unit or loss of all diesel generators associated with a unit 
is an Unusual Event. This item is considered closed. 



(Closed) Open Item 254/83-10-03 and 265/83-10-03: Establish a GSEP 
Activations File and develop a procedure or some means to ensure that 
all relevant information pertaining to an emergency would be placed in 
that file. The inspectors determined that the GSEP coordinator at the 
station maintains a file labeled GSEP activations. Revision 5 of QEP 
310-1 issued on March 31, 1983, includes in Section E that completed 
Nuclear Accident Reporting System (NARS) forms are to be forwarded to the 
GSEP coordinator upon termination of the event. This is also included 
in step F.2 of the procedure. This item is considered closed. 

3. General 

An exercise of the licensee's GSEP and the Quad-Cities Annex was con-
ducted at the Quad-Cities Station on May 11, 1983, testing the integrated 
response of the licensee, State, and local organizations to a simulated 
emergency. The exercise tested the licensee's and local agencies cap-
ability to respond to a hypothetical accident scenario resulting in a 
major release. Attachment 1 describes the scenario. The exercise was 
integrated with a test of the Clinton County (Iowa), Scott County (Iowa), 
Rock Island County (Illinois), and Whiteside County (Illinois) emergency 
plans. This was a small scale exercise for the State of Illinois and a 
full scale exercise for the State of Iowa. 

4. General Observations  

a. Procedures  

This exercise was conducted in accordance with 10 CFR Part 50, 
Appendix E requirements using the GSEP, Quad-Cities Annex, and 
the EPIPs used by the Corporate Command Center (CCC), Emergency 
Operations Facility (EOF), and the Station. 

b. Coordination  

The licensee's response was coordinated, orderly, and timely. If 
the event had been real, the actions taken by the licensee would 
have been sufficient to permit the State and local authorities to 
take appropriate actions. This exercise was a significant improve-
ment over last year's exercise. 

c. Observers 

Licensee observers monitored and critiqued this exercise along with 
eight NRC observers and approximately 23 Federal Emergency Management 
Agency (FEMA) observers. FEMA observations on the responses of the 
State and local governments will be provided in a separate report. 

d. Critique  

The licensee held a critique immediately following the exercise on 
May 11, 1983. The NRC critique was held at the Visitors Center 
following the licensee's critique. In addition, a public critique 
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was held on May 13, 1983, to present both the onsite and offsite 
findings by the NRC and FEMA representatives, respectively. During 
this critique, FEMA representatives stated that there were no signi-
ficant deficiencies in the performance of the offsite agencies. The 
NRC and the licensee identified the weaknesses in their respective 
critiques as discussed in the exit interview. 

5. 	Specific Observations  

a. 	Control Room 

The operators responded well to cues. They were aggressive in 
proposing solutions to scenario plant malfunctions. The exercise 
scenario tested the operators ability to correct plant malfunctions, 
and provided a good technical test of operations personnel, who 
performed well. Although no permanent log of events, decisions, or 
actions taken was maintained in the Control Room, the TSC maintained 
a record of all requested operator actions and action completions 
were also logged. All initial offsite notifications were conducted 
in a timely manner. After being notified of the simulated injury, 
the Shift Engineer contacted the ambulance service, security force, 
and radiation chemistry staff within three minutes. A dedicated 
communications link between the control room and TSC was maintained 
at all times. Proper emergency procedures were utilized during the 
exercise beginning about forty-five minutes after the Unit 1 reactor 
scrammed. Procedures were not used to place the plant in a stable 
condition in the early phases of the exercise. Public Address 
announcements were never made during the exercise to keep people in 
the plant informed of changes to the emergency classification and 
plant status. As a result, some operators and inplant teams were 
not aware of the current emergency classification. Some Control 
Room Operators failed to wear self-reading dosimeters, and personnel 
dosimeters which were worn were not checked during the exercise. 
Although an Area Radiation Monitor (ARM) is available in the control 
room, no fixed or portable air particulate sampling was performed 
even though an airborne release in the Turbine Building was occurring. 
The control room ventilation system does not contain such monitoring; 
and, therefore, when a potential airborne condition could exist in the 
control room, habitability monitoring should be conducted. As a result 
of the leak outside containment, a site assembly and Alert were both 
declared at 0850. This decision was based on the potential release of 
material outside containment, and was a good decision. 

There is a conflict between the GSEP organization and Paragraph C.31 
of Administrative Procedure QAP 1300-2, especially regarding plant 
operations. This administrative procedure, which was last revised 
in 1980, states that the Shift Engineer (SE) is in complete control 
of all activities and operations in the control room during any 
transient which could lead to failure of fuel rods. The licensee's 
emergency organization places the Station Director in control of all 
activities. Although the SE is the Acting Station Director prior to 
arrival of the designated Station Director, during this exercise the 
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first message was transmitted to the designated Station Director, 
and therefore, the Shift Engineer never acted in this capacity. The 
administrative procedure should be revised to be in conformance with 
the GSEP organization. 

b. 	Technical Support Center (TSC)  

Activation of the TSC was orderly and timely. Command and control 
functions performed at the TSC were good. Administrative support 
and security in the TSC were good. A shift turnover was prepared 
and access routes to the site were determined. Site accountability 
was completed within 27 minutes of sounding of the assembly siren. 
At that time six persons, all controllers, had not yet been account-
ed for. In future exercises, controllers should not be considered 
in determining whether accountability has been completed. TSC 
personnel responded well to cues regarding mechanical, operational, 
and technical problems posed as part of the exercise. The TSC was 
continuously monitored for radiological habitability using a 
Particulate, Iodine, and Noble Gas (PING) detector and an ARM. 
Communications between the TSC and other emergency response facili-
ties were handled adequately. Evacuation of nonessential personnel 
was conducted upon declaration of a Site Area Emergency, and had 
been completed by the time the EOF requested the status of site 
assembly. Although briefings were conducted regularly, the briefing 
technique could be improved by having each director give a status 
report rather than having the Station Director give all briefings. 
In this manner, the Station Director would be assured that he was 
aware of all activities taking place. The reactor system status 
board was updated in a timely manner and utilized to monitor trends 
of various parameters. 

Forecasting was performed to determine the time at which the core 
would be uncovered, and the time when low pressure cooling systems 
would be able to restore level, but the time required to perform 
this activity could have been reduced if graph paper were available 
in the TSC. However, this information was not factored into deci-
sions regarding what actions should be undertaken to speed up the 
pressure reduction and decrease the amount of time the core would 
be uncovered, e.g., if drawing a vacuum on the unit 1 condenser 
would take three hours, and low pressure cooling would have already 
initiated at that point, then that particular action would have been 
a waste of time. 

Initial transmissions of release rate information to the EOF resulted 
in some confusion due to the units involved. This problem was 
quickly corrected after some discussions with EOF personnel. Plant 
instrumentation measures uCi/cc (concentration), where the computer 
program for dose assessment requests release input in uCi/sec (rate). 
This problem could easily be resolved by requesting both the release 
concentration and the flow rate in the computer program. Both of 
these quantities are measured at the facility, and the program could 
then convert the measured quantities into a release rate. 
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The operation of the TSC was a significant improvement over last 
year's exercise. The scenario was complicated, and contained 
sufficient technical data so that each Station Group Director was 
required to demonstrate his responsibilities. 

C. 	Operational Support Center (OSC)  

The OSC is the assembly area for the health physics and maintenance 
emergency teams, and is located in the TSC building in an adjacent 
room. This facility was activated in a timely manner. Radiation 
monitoring for the OSC is identical to that used in the TSC, since 
they share a common air space. Communications between the OSC 
Supervisor and the Maintenance Director in the TSC were handled well. 
The Rad/Chem Director and Health Physics Foreman worked well to-
gether and provided excellent briefings to teams prior to their 
departure concerning plant conditions, types of samples to take, and 
actions to take to minimize exposure. Past exposures of team members 
were reviewed for available exposure prior to sending team members 
into the plant. Health Physics teams and personnel were aware of 
their dose limits; however, personnel exposure records were not kept 
on the prepared log sheets that were located in the OSC locker. 
Instead, these records were maintained in the TSC on notebook paper. 
Although a status board was available in the OSC, it was never used 
for information such as plant status, radiation levels in plant, 
emergency team locations, or emergency class. 

d. 	Emergency Operations Facility (Ear)  

The permanent EOF, which is located near Morrison, Illinois, was 
activated in accordance with the GSEP in a timely manner. Security 
procedures were good, including badging and posting of guards at 
the entrance to the EOF. Command and control functions at the EOF 
were good. Briefings were held on a regular basis. Protective 
action recommendations and emergency classifications were discussed 
with Iowa and Illinois representatives and concurrence was obtained 
prior to their implementation. Offsite communications were handled 
effectively; however, the coordination of licensee field teams with 
State field teams was not evident. This could possibly be due to 
the communication problems discussed below. All emergency managers 
followed their procedures and performed well. Dose assessment cal-
culations were performed rapidly and protective action recommenda-
tions were revised accordingly. The interface between the Recovery 
Manager and the Environmental Emergency Coordinator was good. 
Habitability monitoring of the EOF was begun upon activation in 
accordance with the procedures. Notifications were performed in a 
timely manner. 

The forecasting of reactor vessel level and pressure was not imple-
mented at the EOF until after it became apparent that the TSC had 
this information, and as a result, the EOF relied on the TSC's 
estimates for time of core uncovery and startup of the low pressure 
emergency core cooling systems. Eventually one radwaste staff 
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member was tasked to graph this data, and graphs were later taped 
to the wall near the status boards. 

Some confusion existed regarding the currency of the information 
plotted on the status boards. Proper reactor parameters, chimney 
monitors, and effluent data were plotted, as were current meteoro-
logical data and equipment status; however, the plotter only updated 
the data that changed and never plotted the status of protective 
action recommendations. In the future, it is suggested that the 
status board be divided into segments for reactor data, stack 
monitor and ARM data, meteorological data, and Emergency Action 
Level status. 

e. 	Corporate Command Center (CCC)  

Communications between the CCC, TSC, and EOF were adequate. Initial 
command and control during the exercise was handled well, as was 
the transfer of control between the EOF and CCC on the occasion when 
it occurred. 

Joint Public Information Center (JPIC)  

The JPIC was established at a garage adjacent to the EOF. This 
facility had no ventilation, no air conditioning, no heat, and 
no windows. The center is very poor as a location to brief the 
press. Even though a small number of press were present, the 
space was cramped. Telephones were available, but some were out 
of service. Repairs were being performed during the exercise. 
Press briefings were conducted approximately every 1 1/2 hours. 
No diagrams were available in the JPIC until the Emergency News 
Center Director drew a large diagram on a status board. This 
improved the explanations and the understanding of the press. The 
Emergency News Center Director did a good job in providing press 
briefings, and alleviating the concerns of the Morrison Police 
Commissioner's representative that showed up at the EOF as it was 
being activated. There is no regulatory requirement to establish 
and maintain a JPIC; however, both the State of Illinois and FEMA 
expect a well functioning JPIC in order to properly keep the media 
informed of the emergency. 

g• 
	Inplant Health Physics Teams  

The inplant health physics teams were dispatched from the OSC. 
The chemistry and HP technicians were competent in their duties 
(surveying, exposure control, and sampling). For example, real 
contamination was found on the shoes of the injured person. This 
was removed prior to placing the victim in the ambulance. Proper 
respiratory and protective clothing were identified, although the 
aggressive use of fresh air pacs would have probably resulted in 
coming very close to running out of the pacs. Adherence to pro-
cedures was obvious. All technicians demonstrated a thorough 
knowledge of emergency duties and procedures. The teams demon- 
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strated adequate exposure controls; however, due to misinformation 
provided by the controller, sample handling of the 1300 reactor 
coolant sample was in error. The team had been told that radiation 
readings from the sample were normal, although the simulated activ-
ity of this sample was more than 100 times normal. 

In most cases proper instrumentation was used, and attention was 
paid to operability checks; however, when the onsite survey team 
was dispatched to determine if any part of the release could be 
at ground level, they did not take an instrument capable of making 
open and closed window measurements. Had a "cutie pie" or similar 
instrument been used by taking open and closed window readings, 
the team could have immediately determined if a ground level plume 
were present. In addition, the team did not use a radio to report 
results to the OSC. This would have quickened the reporting of the 
results had the proper instrument been used. 

Although good survey techniques were observed, the teams did not 
document their survey results on any forms. Survey results were 
given orally, and a note made of the reading at a particular loca-
tion, but plant radiation conditions were never logged on survey 
forms. This problem was also identified during the May 1981 
exercise. 

It 	Radiological Environmental Monitoring Teams  

The environmental monitoring teams were assembled in a timely 
manner and dispatched. Team members functionally checked all 
instrumentation prior to departure. During this check, one 
instrument was found out of calibration and replaced before 
leaving the site. All team members were provided appropriate 
personnel monitoring devices; however, team members did not 
monitor their exposure during the exercise nor did they report 
their exposure to the EOF. Team members were proficient in the 
use of equipment and instrumentation. All team members were 
knowledgeable of the general location of monitoring points and 
were able to locate the sampling points quickly. Both teams were 
proficient in the collection and handling of air samples, but were 
unable to measure the radioiodine concentration in the field. 
Field teams followed good sampling and labeling techniques; however, 
one team was not familiar with the sampling procedures described 
in procedure EG-11. This team mixed soil and vegetation samples 
in the same container. Both teams demonstrated an ability to con-
duct and adequately explain the use of portable instrumentation 
to monitor the plume and ground contamination. 

Film badges and dosimeters placed in the field were not provided 
with protection from weather conditions, e.g , they were not placed 
in waterproof plastic bags. This could result in complete damage 
of the film if it should rain. 
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The field team vehicles were readily accessible. Both vehicles 
used in this exercise appeared to be adequate for the terrain and 
weather conditions of the exercise; however, in adverse weather 
conditions the ability of the vehicles used (two wheel drive pickup 
trucks with automatic shift) should be questioned since many dirt 
roads were traversed. The field team vehicles were poor. The 
transmission failed on the vehicle used by Team number 1 at the 
end of the exercise and a vacuum line had to be repaired in the 
field. Also, under adverse weather conditions provisions should 
be made to protect emergency equipment and samples in the open back 
of the pickup trucks used. 

Both teams were provided with hand held radios. The car mounted 
antenna brought from Dresden did not have an appropriate connector 
for the Quad-Cities radios and could not be used. These hand 
held radios were of little value once the teams were on the west 
side of the river. Although team members were capable of operating 
the radios, the radios were ineffective in communicating between 
the teams and the Environs Director at the EOF. The failure of the 
radios to transmit between the EOF and the teams severely limited 
the utilization of the teams during the exercise, and is best 
illustrated by a comment from one of the team members who stated 
"We are blind out here." That being the case, the direction of the 
teams and flow of information between the teams and the EOF suffered 
severely. The backup system for communications between the teams 
and the EOF consisted of a call-in procedure using a pay phone; 
however, this system was also ineffective because on most occasions 
the teams encountered a busy signal when trying to contact the EOF. 
The communications system for field team use needs to be improved 
to allow effective communications between the teams and the EOF. 
This may be accomplished by increasing the range of the radios and 
providing a dedicated phone number at the EOF where team members can 
call in. Both of these need to be accomplished if these teams are 
to be effectively used. 

6. 	Exit Interview 

The inspectors held an exit interview at the conclusion of the inspection 
with representatives denoted in Paragraph 1. The licensee agreed to 
address the inspectors' concerns. 

Attachment: Exercise Scenario Outline 
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UNITED STATES 

NUCLEAR REGULATORY COMMISSION 
REGION III 

799 ROOSEVELT ROAD 
GLEN ELLYN, ILLINOIS 60127 

'JUL 2 6 1983 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by N. J. Chrissotimos 
of this office on April 25 through June 30, 1983, of activities at Quad-Cities 
Nuclear Power Station, Units 1 and 2, authorized by NRC Operating Licenses 
No. DPR-29 and No. DPR-30 and to the discussion of our findings with 
Mr. N. Kalivianakis at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 

°JUL 2 H 983 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

"Original sIgned.by  W. D. Shnfer" 

W. D. Shafer, Chief 
Projects Branch 2 

Enclosure: Inspection Report 
No. 50-254/83-16(DPRP); 
No. 50-265/83-14(DPRP) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

t
edalker/bk, 

°1?  
, 

07/21/8371-5 



U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/83-16(DPRP); 50-265/83-14(DPRP) 

Docket Nos. 50-254; 50-265 	 Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: April 25 through June 30, 1983 

Inspector: N. J. Chrissotimos 

Approved By: R. D. Walker, Chief 
Reactor Projects Section 2C 

Inspection Summary 

Inspection on April 25 through June 30, 1983 (Reports No. 50-254/83-16(DPRP); 
50-265/83-14(DPRP))  
Areas Inspected: Routine, unannounced inspection by the resident inspector 
of licensee action on previous inspection findings; design changes and modi-
fications; organization and administration; procedures; TM Action Items; 
IL Information Notices; operational safety; maintenance; surveillance; 
reactor scram; Licensee Event Reports; and licensee monthly reports. The 
inspection involved a total of 342 inspector-hours onsite by one NRC inspector 
including 20 inspector-hours onsite during off shifts. 
Results: No items of noncompliance or deviations were identified. 



DETAILS 

Persons Contacted  

*N. Kalivianakis, Superintendent 
T. Tamlyn, Assistant Superintendent for Operations 
D. Bax, Assistant Superintendent Maintenance 
L. Gerner, Assistant Superintendent for Administration 

*D. Gibson, Quality Assurance Supervisor 
G. Tietz, Technical Staff Supervisor 

The inspector also interviewed several other licensee employees, 
including shift engineers and foremen, reactor operators, technical 
staff personnel and quality control personnel. 

*Denotes those present at the exit interview on July 1, 1983. 

	

2. 	Action on Previous Inspection Findings  

a. (Closed) Unresolved Item (254/81-22-01(DPRP) and 265/81-22-01 
(DPRP)): Decontamination of tools in maintenance shop. Since 
this event, the licensee has instituted measures to control 
these type events, including emphasizing the needs to control 
these type activities. There have been no further incidents 
of this type identified. The inspector has determined that 
corrective actions are adequate and has no other concerns 
involving this event. 

b. (Closed) Open Item (254-79-20-01(DPRP) and 265-79-17-01(DPRP)): 
Conflict of regulations and Technical Specifications with 
operation of economic and generating controls (EGO). On 
May 3, 1983, the licensee met with the NRC to discuss their 
views of the questions raised concerning the use of the EGC 
system. The Office of Nuclear Reactor Regulation indicated 
that a conflict between the regulations and Technical Speci-
fications apparently does not exist. A letter documenting 
this is forthcoming. The inspector has no further concerns with 
regards to this issue. 

No items of noncompliance or deviations were identified in this area. 

	

3. 	Design Changes and Modifications  

Through record review the inspector verified for the design changes 
listed below that design changes were made in accordance with 
10 CFR 50.59; that design changes were reviewed in accordance with 
technical specifications and the established Quality Assurance program; 
that design changes were conducted in accordance with written procedures 
which included identification of inspections required by codes or stan-
dards, and acceptance test procedures which defined acceptance values or 
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acceptance standards; that test records verified performance of equipment 
modified to technical specifications/FSAR requirements and performance of 
modified equipment was reviewed and approved; that operating procedures 
modifications were made and approved in accordance with technical spec-
ifications; that installation procedures were adequate for the identified 
function; that as-built drawings were changed to reflect the modifications; 
and that records of design changes were maintained as described in 10 CFR 
50.59(b) and the established QA program. 

Unit 1  

M-4-1-81-32 	Residual Heat Removal (MR) service water line 
M-4-I-82-5 	Reactor Protection System - HFA Relays 

Unit 2  

M-4-2-81-13 	125v D.C. distribution 
M-4-2-80-25 	HPCI steamline break protection relays 

Shared System 

11-4-1/2-81-22 Shared diesel generator building modification 

No items of noncompliance or deviations were identified in this area. 

4. Organization and Administration 

The inspector verified that changes in the organizational structure 
and assignments had been reported to the NRC through the licensee's 
QA program and verified that persons assigned to new or different 
positions in the licensee's organization since the last inspection 
of this area satisfy qualifications identified in the technical 
specifications, the licensee's QA program, and applicable national 
standards. 

No items of noncompliance or deviations were identified in this area. 

5. Procedures 

For the procedures listed below, the inspector verified that they 
were in accordance with Technical Specifications and changes were 
made to reflect both license revisions and NRC requirements. 

QOP-1001-1 
QOP-1001-2 Rev. 3 
QOP-1600-9 Rev. 4 
QOP-202-1 Rev. 12 

QOP-1000-8 Rev. 3 
QOP-1400-1 Rev. 3 

QGA-12 Rev. 10 

Venting RHR system 
Venting R1111 system 
Nitrogen make-up to primary containment 
Reactor recirculation system start-up after 
maintenance 
Post-accident containment spray 
Core spray system preparation for standby 
operation 
Loss of auxiliary power 



QGA-19 Rev. 2 
QAP-400-2 Rev. 6 
QAP-1120-5 Rev. 5 
QOA-912-1-D Rev. 9 
QOA-900-8-E 
QMP-100-14 Rev. 2 
QMP-600-6 Rev. 3 

Failure of control rods to insert during a scram 
Surveillance program responsibilities 
Entering a high radiation area with a timekeeper 
Annunciator D-11/instrument air low pressure 
Annunciator E-8/ESS UPS on DC or Alt AC 
Setting torque switches on limitorque valves 
Leak rate test of control rod drive mechanisms 

Temporary Procedures  

TC 1781 	Core spray pump operability test 
TC 1801 	Use of fuel/support piece separator tool 
TC 1783 Main steam line drain LLRT 
TC 1804 Removal of irradiated control rod upper rollers 
TC 1806 	Loading control rod blades for shipment 

No items of noncompliance of deviations were identified in this area. 

6. TMI Action Plan Followup  

(Closed) The Office of Nuclear Reactor Regulation has completed their 
review of the remaining part of Item II.B.2.2., corrective actions taken 
for access to vital areas. The review was based on your letters dated 
December 15, 1980, December 31, 1980 and March 31, 1982. 

Based on our review, we conclude that the recommendations of 
NDRE0-0737, Item 11.11.2.2. have been met, as stated in the Safety 
Evaluation. 

No items of noncompliance or deviations were identified in this area. 

7. IE Information Notice Followup  

For the IE Information Notices (IEN) listed below, the inspector 
verified that the information notice was received by licensee manage-
ment, that a review for applicability was performed, and that if the 
information notice were applicable to the facility, appropriate 
actions were taken or were scheduled to be taken. 

a. IEN 83-01: Ray Miller, Inc. An onsite review and evaluation 
was conducted and it was determined that an unreviewed 
safety question does not exist with parts installed. 

b. IEN 83-02: Limitorque HOBC, HIBC, H2BC, and H3BC Gearheads. 
Standby gas treatment butterfly valves are applicable. The 
electrical maintenance department has been made aware of the 
identified problem. 

c. IEN 83-03: Calibration of Liquid Level. The standby liquid 
control tank level is applicable; however, no density problems 
have been identified. Additionally, there is a sight glass 
available to ensure level. 
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d. IEN 83-04: Failure of ELMA Power. These are not installed in 
any safety related system at Quad-Cities. 

e. TEN 83-05: Obtaining approval for Disposing of Very-Low-level 
Radioactive Waste - 10 CFR Section 20.302. 

f. IEN 83-06: Nonidentical Replacement Parts. 

g• 
	IEN 83-07: Nonconformities with Materials Supplied by Tube Line 

Corporation. The licensee has identified one 6" elbow supplied by 
Tube Line. An offsite metalurgical analysis confirmed that proper 
material was used. 

h. TEN 83-08: Component Failures Caused by Elevated DC Control 
Voltage. No problems of this type have been identified. 

i. TEN 83-09: Safety and Security of Irradiators. 

j. IEN 83-10: Clarification of Several Aspects Relating to Use of 
NRC-Certified Transport Packages. 

It. 	IEN 83-11: Possible Seismic Vulnerability of Old Lead Storage 
Batteries. Visual inspections have been conducted and have 
revealed this possibility. 

1. 	IEN 83-12: Incorrect Boron Standards 	Not utilitzed at 
Quad-Cities. 

m. IEN 83-13: Design Misapplication of Bergen-Paterson Standard 
Strut Restraint Clamp. 

n. IEN 83-14: Dewatered Spent Ion Exchange Resin Susceptibility 
to Exothermal Chemical Reaction. The station does not use 
this solidification process. 

o. IEN 83-15: Falsified Pre-Employment Screening Records. 

P. 	1EN 83-16: Contamination of the Auburn Steel Property with 
cobalt-60. 

q. IEN 83-17: Electrical Control Logic Problem Resulting in 
Inoperable Auto-Start of Emergency Diesel Generator Units. 
This time delay is not used at Quad-Cities. 

r. IEN 83-18: Failures of the undervoltage HFA trip function 
of Reactor Trip System Breakers. This HFA trip function is 
not located in the RPS system at Quad-Cities. 

s. TEN 83-19: General Electric Type HFA Relay Contact Gap and 
Wipe Setting Adjustments. General Electric SIL 44 Supplement 
4 is being utilized to address the problem. 
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t. IEN 83-20: ITT Grinnell Figure 306/307 Mechanical Snubber 
Attachment Interference. 

u. IEN 83-21: Defective Emergency - Use Respirator. Quad-Cities 
does not use this type of respirator. 

V. 	IEN 83-22: Boiling Water Reactor Safety/Relief Valve Failures. 
Quad-Cities does not have this type of target-rock relief valve. 

w. TEN 83-23: Inoperable Containment Atmosphere Sensing Systems. 

x. TEN 83-24: Loose Parts in the Secondary Side of Steam Generators 
at Pressurized Water Reactors. Not applicable to Quad-Cities. 

V- 	IEN 83-25: Standby Gas Treatment System Heater High Temperature 
Trip Setpoint Adjustment. 

z. 	IEN 83-26: Failure of Safety/Relief Valve Discharge Line 
Vacuum Breakers. 

aa. TEN 83-27: Operational Response to Events Concerning Deliberate 
Acts Directed Against Plant Equipment. 

bb. IEN 83-28: Criteria for Protective Action Recommendations for 
General Emergencies. Procedure changes are in progress to 
incorporate this notice. 

cc. IEN 83-29: Fuel Binding Caused by Fuel Rack Deformation. 
Quad-Cities has a new type of design for the fuel racks. 

dd. IEN 83-30: Misapplication of Generic Emergency Operating 
Procedures (EOP) Guidelines. 

No items of noncompliance or deviations were identified in this area. 

8. 	Operational Safety Verification 

The inspector observed control room operations, reviewed applicable 
logs and conducted discussions with control room operators during 
the months of May and June. The inspector verified the operability 
of selected emergency systems, reviewed tagout records and verified 
proper return to service of affected components. Tours of Units 1 and 
2 reactor buildings and turbine buildings were conducted to observe 
plant equipment conditions, including potential fire hazards, fluid 
leaks, and excessive vibrations and to verify that maintenance 
requests had been initiated for equipment in need of maintenance. 
The inspector by observation and direct interview verified that 
the physical security plan was being implemented in accordance with 
the station security plan. 

The inspector observed plant housekeeping/cleanliness conditions 
and verified implementation of radiation protection controls. During 
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the months of May and June, the inspector walked down the accessible 
portions of the Standby Liquid Control System for both units and the 
Core Spray System for Unit 2 to verify operability. The inspector also 
witnessed portions of the radioactive waste system controls associated 
with radwaste shipments and barreling. 

These reviews and observations were conducted to verify that facility 
operations were in conformance with the requirements established under 
technical specifications, 10 CFR, and administrative procedures. 

No items of noncompliance or deviations were identified in this area. 

9. 	Monthly Maintenance Observation  

Station maintenance activities of safety related systems and components 
listed below were observed/reviewed to ascertain that they were conducted 
in accordance with approved procedures, regulatory guides and industry 
codes or standards and in conformance with technical specifications. 

The following items were considered during this review: the limiting 
conditions for operation were met while components or systems were 
removed from service; approvals were obtained prior to initiating the 
work; activities were accomplished using approved procedures and were 
inspected as applicable; functional testing and/or calibrations were 
performed prior to returning components or systems to service; quality 
control records were maintained; activities were accomplished by 
qualified personnel; parts and materials used were properly certified; 
radiological controls were implemented; and, fire prevention controls 
were implemented. 

Work requests were reviewed to determine status of outstanding jobs and 
to assure that priority is assigned to safety related equipment main-
tenance which may affect system performance. 

The following maintenance activities were observed/reviewed: 

Unit 1 

WR 20511 
WR 25570 
WR 26331 

Unit 2 

Core Spray injection valve 
Residual Heat Removal system valve 
Pilot valve stuck 

 
  

WR 24643 Rod Block Monitor 
WR 26272 Vault door on the Residual Heat Removal system and 

on the Core Spray system. 

Following completing on maintenance on the Residual Heat Removal and 
Core Spray Systems, the inspector verified that these systems had been 
returned to service properly. 

No items of noncompliance or deviations were identified in this area. 
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10. Monthly Surveillance Observation  

The inspector observed technical specifications required surveil-
lance testing on the Unit 1 electromatic relief valve, and Unit 1 and 
Unit 2 diesel generator tests and verified that testing was performed 
in accordance with adequate procedures, that test instrumentation was 
calibrated, that limiting conditions for operation were met, that removal 
and restoration of the affected components were accomplished, that test 
results conformed with technical specifications and procedure require-
ments and were reviewed by personnel other than the individual directing 
the test, and that any deficiencies identified during the testing were 
properly reviewed and resolved by appropriate management personnel. 

The inspector also witnessed portions of the following test activities 
on control rod drives. 

No items of noncompliance or deviations were identified in this area. 

11. Reactor Scram 

Unit 1  

On May 22, 1983, the unit was manually scrammed during start-up. The 
cause was a relief valve inadvertently opening when reactor pressure 
reached 60 pounds. The relief valve closed after the scram when reactor 
pressure reached approximately 45 pounds. The licensee classified this 
as an Unusual Event and notified NRC via the emergency notification system 
at 7:50 p.m. The inspector ascertained the status of the reactor and 
safety systems by discussions with licensee personnel concerning plant 
parameters, emergency system status and reactor coolant chemistry. All 
systems responded as expected, and the plant was returned to operation on 
May 23, 1983. The inspector also witnessed the test of the relief valve 
after it was repaired. The unit was returned to service May 23, 1983. 
(RU 83-23/03L for details regarding relief valve failure). 

No items of noncompliance or deviations were identified in this area. 

12. Licensee Event Reports Followup  

Through direct observations, discussions with licensee personnel, 
and review of records, the following event reports were reviewed to 
determine that reportability requirements were fulfilled, immediate 
corrective action was accomplished, and corrective action to prevent 
recurrence had been accomplished in accordance with technical 
specifications. 

a. 	Unit 1 

(i) 	RU 82-25/03L, dated September 7, 1982, Heater on standby 
gas treatment system found tripped. Evaluation by the 
inspector has led to the issuance of IE Information 
Notice 83-25. The licensee has taken the appropriate 
action to correct the problems. 
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( 	RO 83-17/03L, dated April 12, 1983, REM service water 
broken drain line coupling. 

(iii) RO 83-20/03L, dated May 10, 1983, Indicating lights did 
not operate on torus to drywell vacuum breaker:  

(iv) RO 83-21/01T, dated May 20, 1983, Pinhole leak discovered 
on head vent line. 

The inspector verified that repairs were completed 
in accordance to applicable codes and standards. 

(v) RO 83-15/03L, dated April 22, 1983, The reactor building 
and control room ventilation system isolated. 

(vi) RO 83-14/031, dated April 20, 1983, 250 volt battery did 
not have correct electrolyte level due to crack in casing. 

The crack apparently started when the cell was installed 
in February 1979. On March 22, 1983, the crack had 
enlarged to a size that would not allow for correct elec-
trolyte level to be maintained. The cell was replaced and 
the battery returned to service March 24, 1983. 

R083-16/03L, dated April 27, 1983, Residual heat removal 
(Elm) discharge pressure found to be greater than 90 
psig. The cause was valve leakage from the condensate 
transfer system. A modification has been implemented to 
provide high pressure alarms to alert the operators of 
high pressure conditions in both the core spray and RUE 
discharge headers. 

(viii) RO 83-20/03L, dated May 26, 1983, Suppression chamber to 
drywell vacuum breaker Division 11 indicating lights did 
not operate. 

(ix) RO 83-09/03L, dated February 22, 1983, RCIC high flow 
instrument setpoint drift. 

(x) RO 83-18/031, dated May 12, 1983, MIR service water pump 
high discharge pressure 

b. 	Unit 2 

(i) 	RO 83-06/03L, dated May 24, 1983, Failure of mainsteam 
isolation valve limit switch. 

No items of noncompliance or deviations were identified in this area. 
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13. Review of Licensee's Monthly Performance Report  

The inspector reviewed the licensee's monthly performance reports of 
Units 1 and 2 for the months of May and June 1983. 

Areas covered by the report were amendments to Technical Specifications, 
summary of corrective maintenance performed on safety-related equipment, 
Licensee Event Reports, operating data tabulations, and refueling 
information. The report was reviewed for compliance with Technical 
Specification 6.6.A.3. 

No items of noncompliance or deviations were identified in this area. 

14. Exit Interview  

The inspector met with licensee representatives (denoted in 
Paragraph 1) throughout the month and at the conclusion of the 
inspection on July 1, 1983 and summarized the scope and findings of 
the inspection activities. The licensee acknowledged the inspectors 
concern. 

The senior resident also introduced Mr. Al Morrongiello as the new 
resident inspector, replacing Mr. S. DuPont. 
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Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

JUL 1 9 ,983 

This refers to the routine safety inspection conducted by Mr. D. E. Miller of 
this office on June 14-17, 1983, of activities at Quad-Cities Nuclear Power 
Station, Units 1 and 2, authorized by NRC Operating Licenses No. DPR-29 and 
No. DPR-30 and to the discussion of our findings with Mr. Gerner and others at 
the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



JUL 1 9 1983 
Commonwealth Edison Company 	2 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

C. 	riello, Chief 
Emergency Preparedness and 
Radiological Safety Branch 

Enclosure: Inspection Reports 
No. 50-254/83-17(DRMSP) and 
No. 50-265/83-15(DRMSP) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, Milt.--
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

RIII 	RI 	 RI 

Mi er/sv 	Gr 'Walker 
07/19/63 

;mile 
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U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/83-17(DRMSP); 50-265/83-15(DRMSP) 

Docket Nos. 50-254; 50-265 	 Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: June 14-17, 1983 

.11  9',  77-7-CPL/1 
Inspectors: D. E. Miller 
	

7751- St.±) 
Date 

Approved By; By: L. R. Greger, Chief 
	

11/4943  
Facilities Radiation Protection 	Date 

Section 

Inspection Summary  

Inspection on June 14-17, 1983 (Reports No. 50-254/83-17(DRMSP);  
50-265/83-15(DRMSP))  
Areas Inspected: Routine unannounced inspection of radiation protection 
program, including: qualifications; audits; radiation protection procedures; 
instruments and equipment; exposure control; posting, labeling, and control; 
surveys; and previous inspection items. The inspection involved 29 
inspector-hours onsite by one NRC inspector. 
Results: No items of noncompliance or deviations were identified. 



DETAILS  

1. Persons Contacted  

W. Bielasco, Health Physicist 
*R. Carson, Lead Health Physicist 
*L. Gerner, Assistant Superintendent, Administrative and Support Services 
*D. Gibson, QA Supervisor 
*T. Kovach, Rad/Chem Supervisor 
J. Piercy ALARA Coordinator 
J. Sirovy, Lead Chemist 

*N. Chrissotimos, NRC Senior Resident Inspector 
*A. Morrongiello, NRC Resident Inspector 

The inspector also contacted several rad/chem foremen, engineering 
assistants and technicians. 

*Denotes those present at the exit meeting. 

2. General 

This inspection, which began at 9:30 a.m. on June 14, 1983, was con-
ducted to examine the licensee's radiation protection program and 
related activities for compliance with regulatory requirements. The 
inspector toured controlled areas and reviewed the adequacy of 
radiological postings and access controls. No significant problems 
were noted. Cleanliness was good considering the quantity of hanger 
work being performed. 

3. Licensee Action on Previous Inspection Findings  

(Closed) Open Item (254/82-05-01; 265/82-06-01): Leaking Xe-133 source 
container and activity migration within the chemistry laboratory. The 
licensee's alteration of QRP 1530-2, as committed, is discussed in 
Inspection Report 254/82-21; 265/82-23. The remaining matter concerning 
migration of activity into the hallway has been resolved by increasing 
laboratory hood flow, thereby making the laboratory atmosphere negative 
to the adjacent hallway. No additional problems were noted. 

(Closed) Open Item (254/82-15-01; 265/82-17-01): Illegible Area 
Radiation Monitor recorder charts located in the control room. The 
licensee recently installed new recorders which appear adequately 
legible. No additional problems were noted. 

4. Rad/Chem Department Staffing/Qualifications  

Since previously reported in Inspection Reports No. 50-254/83-02; 
50-265/83-02, several organization changes have been or will be made, 
including: 
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a. S. Horvath, recent MS graduate, hired as a Health Physicist, will 
soon report for duty. 

b. K. Houghton, currently a Health Physicist at Byron Station, will 
be transferred to the station in September 1983. 

c. P. Skiermont, Radiation Protection Foreman, intends to terminate 
employement with CECo during July 1983. 

There are currently 33 Rad/Chem Technicians including eight in training. 

No items of noncompliance or deviations were noted. 

5. Licensee Quality Assurance Audits  

Since previously reported in Inspection Reports No. 50-254/82-15; 
50-265/82-17, the following licensee quality assurance audits were 
performed. 

Two audits of chemistry and radiation protection were performed by the 
station quality assurance organization. Audit QAD 4-82-74, conducted 
December 17, 1982, examined radiation protection practices; audit 
QAD 4-83-6, conducted March 2, 1983, examined radiochemical and chemical 
controls. No significant negative findings were identified during these 
audits. 

Two audits were conducted by the corporate quality assurance organiza-
tion. The audit conducted October 12-15, 1982, concerned procedure 
conformance, staff qualifications and the facility emergency plan. One 
observation concerned procedural documentation of portable survey 
instruments. This matter is being corrected as radiation protection 
procedures are revised. The second audit, conducted March 15-18, 1983, 
concerned procedural and technical specification conformance and 
training. A finding concerning rad/chem documentation on unapproved 
forms, and a finding concerning occasional omission of monthly 
inspections of SCSAs have been corrected. A third finding concerned 
failure to complete Radiation Work Permits as required by the instruc-
tions for completion of the form. A followup review of this finding on 
June 6, 1983, noted further examples of incomplete forms. Another 
followup is scheduled for June 22, 1983. The inspector will review the 
results of the second followup review during a future inspection. This 
matter is further discussed in Section 10. 

No items of noncompliance were identified. 

6. Radiation Protection Procedures  

The inspector reviewed the following new or recently revised radiation 
procedures. They appear to be compatible with regulatory requirements 
and FSAR commitments. 

QCP 300-1 
	

Revision 3 
	

Station Liquid Discharge Records 
QCP 300-8 
	

Revision 4 
	

Radwaste Curie Release 



Percent Limit Radwaste Curie Release 
Determination of the Extent of Core 
Damage Under Accident Conditions 

Operation and Use of the Shepherd Model 
89 Shielded Calibrator 

Guidelines for the Placement of 
Personnel Dosimetry 

Operation, Initialization, and 
Calibration of the PING-2A. 

RHP Heat Exchanger Maintenance, 
Radiological Aspects 

QCP 300-9 
	

Revision 4 
QCP 1400-10 

	
Revision 1 

QRP 1240-6 	Revision 1 

QRP 1250-12 	Revision 2 

QRP 1350-14 	Revision 1 

OP 1610-13 	Revision 1 

7. Instruments and Equipment  

The inspector reviewed records of calibrations performed on portable 
survey instruments from July 1, 1982, to date. The licensee is routinely 
sending several high range instruments to a vendor for calibration of 
the upper ranges. Calibration methods appear adequate. 

The licensee is establishing a computerized records system for portable 
survey instrument inventory and calibration. During review of the 
current records system, the inspector noted that several instruments 
appeared to be overdue for calibration, and these instruments did not 
appear in out-of-service records. Upon investigation, the inspector 
discovered that these instruments were either in the instrument shop for 
repair or were in the instrument storage room tagged out-of-service. 
The inspector reviewed the licensee's portable survey instrument use log 
and found no case where an instrument overdue for calibration had been 
used to perform surveys. The inspector discussed with the licensee the 
need to improve the portable survey instrument records system to 
adequately indicate the disposition of instruments out-of-service and/or 
overdue for calibration. 

No items of noncompliance were identified. 

8. Exposure Control  

a. 	External Exposure  

The inspector reviewed whole body dose records for 1983 to date. 
Forms NRC-4 were selectively reviewed for persons who exceed 1250 
mrems in a calendar quarter. No problems were noted. 

Hanger installation continues to be the major contributor to 
accumulated dose at the station. An estimated 340 person-reins 
has been received during 1983 to date performing hanger related 
work. The licensee stated that hanger work will not be completed 
until mid 1984. 

No items of noncompliance or deviations were identified. 



b. 	Internal Exposure  

Review of selected airborne surveys and whole body count data 
showed no indication of exposures approaching the 40 MPC-hour 
control measure Whole body count data was reviewed for about 
2900 counts conducted between October 13, 1982, and May 24, 1983, 
on company and contractor personnel. Several followup counts 
were performed on persons who showed elevated initial counts. 
Followup counting was adequate to verify that the 40 NYC-hour 
control measure was not exceeded. 

No significant problems were identified. 

9. Posting, Labeling, and Control 

During tours of radiologically controlled areas of the licensee's 
facility, the inspector noted that controlled area postings and 
control of high radiation areas complied with regulatory requirements. 
The inspector also reviewed the licensee's compliance with posting 
requirements specified in 10 CFR 19.11. No significant problems were 
noted. 

10. Radiation Work Permits  

With certain exceptions, a Radiation Work Permit (RWP) is required to 
be issued whenever persons are expected to exceed a daily whole body 
dose equivalent of 50 mrems, or the work will involve welding, flame 
cutting, grinding, sawing, or heating of radioactive materials. 

In accordance with Procedure ORP 1000-1, Revision 1, Radiation 
Protection Standards, the RWP is to be completed as indicated by 
instructions listed on the back of page one of the RWP form. The 
instruction lists the responsibilities of the requester, rad/chem 
technician, work group supervisor, shift engineer, health physics 
supervision, and ALARA Coordinator in some cases. 

The inspector selectively reviewed RWPs written during 1983 to date 
The inspector noted that several had incompletely recorded information 
or signatures. During discussions with the licensee, and further 
records review, the inspector learned that a CECo off-site quality 
assurance audit had identified this matter and corrective actions are 
planned. (Section 5) The inspector will review the licensee's 
corrective actions during a future inspection. 

During this review of RWPs, there was no indication that surveys 
performed or protection provided to individuals was not adequate. The 
inadequacy appears to be lack of documentation on the RWP form. No 
additional problems were identified. 

11. Surveys 

The inspector selectively reviewed records of routine and job specific 
direct radiation, surface contamination, and airborne radioactivity 
surveys conducted during 1983 to date. Routine surveys appear to be 



performed at the frequencies specified in the licensee's shift routine 
checklist. Job specific surveys appear adequate to assess need for 
issuance of RWPs and specify protective requirements when RWPs are 
issued. 

No items of noncompliance were identified. 

12. Followup of Past Allegation 

One matter described in Inspection Reports No. 254/83-02; 265/83-02 
concerned contractor workers being required to remain in low dose rate 
areas of the reactor building while not actively performing an assigned 
task. The licensee has instituted several changes designed to increase 
productivity and decrease nonproductive time spent in the reactor 
building. The licensee is monitoring the results of these changes to 
determine if additional alterations are needed. No further allegations 
concerning this matter have been received by the NRC resident inspectors 
or the regional office. 

No additional problems were noted. 

13. Review of Loss of Water Level Incident 

On December 9, 1982, refueling had been completed on Unit 1 and the 
water level was at the reactor head flange level; stationmen were 
hydrolasing the refueling cavity when the water level in the reactor 
vessel began to lower. A member of the station's refueling crew, who 
was providing support for the stationmen, noted the lowering water level 
and called the stationmen out of the cavity. 

The stationmen were working under Radiation Work Permit (RWP) 4153-82 
which indicated dose rates in the cavity of between ten and 280 mrem 
per hour. The stationmen were issued digital dosimeters, which also 
have audible indication, and were instructed to keep track of their dose. 
The stationmen were limited to 100 mrem for the day by the RWP. Members 
of the refueling crew were assigned to run the crane for the stationmen 
and provide other support. A portable direct radiation area monitor, 
attached to the railing on the refueling floor above the cavity, was 
operating and set to alarm at 50 mrem per hour. 

While the stationmen were working in the cavity, electricians were 
performing Procedure QMS 700-1 Automatic Slowdown Logic Test. While 
performing this test, the electromatic relief valves on the steam line 
opened and began to drain water from the reactor vessel via the steam 
line pressure relief system. The steam line is about seven feet below 
the reactor head stud flange and about 21 feet above the top of the 
reactor core. Reactor vessel water level has a guage indication in the 
control room; there is no associated water level alarm. 

A refueling crew member, who was watching the stationmen perform 
hydrolasing, noted that the water level in the reactor vessel was 
starting to lower. The refueling crew member called to the stationmen 



and told them to come out of the cavity and then called the control room 
to report that the water level was lowering. The refueling crew member 
used an available portable survey instrument to check the exposure rates 
on the refueling floor as the level lowered. The maximum dose rate at 
the refueling floor cavity was about 100 mrem per hour when the water 
level stopped lowering. The guage indication in the control room 
indicated that the level had lowered about seven feet, which was near 
the maximum drop when being drained via the steam line relief valves. 
The control room operator determined and corrected the cause, then 
refilled the vessel. The estimated dose received by the stationmen 
during the event was about 40 mrems as indicated by the digital dosi- 
meters. 	Most of the dose was received while performing the hydrolasing 
task. 

The licensee has since investigated the event to determine the procedural 
inadequacy, and made necessary changes to QMS-700-1 to prevent recurrence. 

No items of noncompliance were identified. 

14. Exit Meeting 

The inspector met with licensee representatives (denoted in Section 1) 
at the conclusion of the inspection on June 17, 1983. The inspector 
summarized the scope and findings of the inspection. In response to one 
matter discussed, the licensee stated that the portable survey instrument 
records system would be improved. (Section 7) 
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Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Messrs. N. Choules, 
J. Kish, and D. Hunter (July 22 only) of this office on June 28 through July 1, 
and July 22, 1983, of activities at the Quad Cities Nuclear Power Plant 
authorized by NRC Operating Licenses No. DPR-29 and No. DPR-30, and to the 
discussion of our findings with Mr. Kalivianakis and others of his staff on 
July 1, 1983, and with Messrs. E. Zebus and E. Rowley on July 22, 1983, at 
the conclusion of the inspection. Telephone discussions regarding the inspec-
tion findings were conducted between members of my staff and members of your 
staff on July 28 and August 4, 1983._ 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

During this inspection, certain of your activities appeared to be in non-
compliance with NRC requirements, as specified in the enclosed Appendix. 
A written response is required. The unresolved item in Paragraph 2.c. of 
the report regarding the lack of a plant person appropriately knowledgeable 
of plant operations being involved in the work package review and approval 
process is considered to be closely related to the noncompliance identified 
in the Appendix. In your response please inform us of the actions you intend 
to take to resolve that unresolved item and when those actions will be com-
pleted. In addition, since the noncompliance and unresolved item issues are 
likely common to your other facilities, please inform us in your response of 
those actions taken or planned by you to evaluate these issues for your other 
facilities. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submii written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter, the enclosure(s), and 
your response to this letter will be placed in the Public Document Room. 



RIII RI 

Choules/bl 
08/10/83 

unter lker 
14teli1/23 

St geter 

Commonwealth Edison Company 	2 

The responses directed by this letter (and the accompanying Notice).  are 
not subject to the clearance procedures of the Office of Management and 
Budget as required by the Paperwork Reduction Act of 1980, PL 96-511. 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

R. L. Spessard, Director 
Division of Engineering 

Enclosures: 
1. Appendix, Notice 

of Violation 
2. Inspection Report 

No. 50-254/83-19(DE); 
No. 50-265/83-17(DE) 

cc w/encls: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 

Superintendent 
DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 



Appendix 

NOTICE OF VIOLATION 

Commonwealth Edison Company 	 Docket No. 50-284 

As a result of the inspection conducted on June 28 through July 1, 1983 and 
July 22, 1983, and in accordance with the NRC Enforcement Policy, 47 FR 9987 
(March 9, 1982), the following violation was identified: 

10 CFR 50, Appendix 13, Criterion III states, in part, that "Measures shall be 
established to assure that . . . the design basis . . . for those 
structures, systems, and components to which this appendix applies are correctly 
translated into . . . drawings and instructions". 

The licensee's Quality Assurance Topical Report CE-1-A, Rev. 15, Section 3.1 
(paragraph 4) states, in part, that "Review and evaluation by the Architect 
Engineer, the Nuclear Steam Supply System vendor and/or Project Engineering 
or the Station Nuclear Engineering Department will assure that designs. . . 
will conform to the . . . regulatory requirements, SAR commitments and 
appropriate quality standards, as applicable". 

Contrary to the above, the review and evaluation of RFC No. QI-399 was 
inadequate in that the drawings and instructions associated with that modifi-
cation incorrectly identified the spare torus penetration X-215 as a "trunnion". 
The mistake resulted from an inadequate consideration of an existing torus 
drawing. Had the instructions for RFC No. QI-399 been followed to completion, 
spare torus penetration X-215 would have been removed, causing a violation of 
containment integrity and Technical Specification 3.7.A.2 and 3.7.A.6. 

This is a Severity Level IV violation (Supplement I). 

Pursuant to the provisions of 10 CFR 2.201, you are required to submit to 
this office within thirty days of the date of this Notice a written statement 
or explanation in reply, including for each item of noncompliance: (1) cor-
rective action taken and the results achieved; (2) corrective action to be 
taken to avoid further noncompliance; and (3) the date when full compliance 
will be achieved. Consideration may be given to extending your response time 
for good cause shown. 

AUG 12 1983 

  

Dated 
	

R. L. Spessard Pirector 
Division of Engineering 



U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Report No. 50-254/83-19(DE); 50-265/83-17(DE) 

Docket No. 50-254; 50-265 	License No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad Cities Nuclear Power Station - Units 1 and 2 

Inspection At: Cordova, IL (June 28 and July 1, 1983) 
Commonwealth Edison Company Corporate (July 22, 1983) 

Inspection Conducted: June 28 through July 1, and July 22, 1983 

0.0kotab.• 
Inspectors: N. C. Choules 

COLLA4.44...10.st... 
J. N. Kish 

Date 

9 if  /I  if5'.3 
Date 

 

  

84,/ir)  
Management Programs Section 	Date 

Inspection Summary 

Inspection on June 28 through July 1, and July 22, 1983 (Report  
No.50-254/83-19(DE); 50-254/83-17(DE))  
Areas Inspected: Special, unannounced inspection by regional inspectors of 
activities surrounding the attempted removal and degradation of the torus 
containment penetration X-215 and routine inspection of maintenance activities. 
The inspection involved a total of 44 inspector-hours on site and at the 
corporate offices by two NRC inspectors. 
Results: Of the two areas inspected, no items of noncompliance were identified 
in one area; one item of noncompliance was identified in the remaining area 
(failure to adequately review a request for change regarding a spare torus 
penetration - Paragraph 2). 

Approved By: D. R. unter, 	ef 



DETAILS 

1. 	Persons Contacted  

Commonwealth Edison Company (CECo)  

*N. Kalivianakis, Station Superintendent 
*L. Petrie, Construction Superintendent 
*R. L. Bak, Assistant Superintendent of Maintenance 
*G. C. Tietz, Technnical Staff Supervisor 
W. Leverton, Technical Staff Supervisor 
G. Abrell, Q. A. Superintendent, Operations 
D. Gibson, Q. A. Supervisor 
C. Norton, Q. A. Engineer 
J. Wetherington, Q. A. Engineer 

*C. Smith, Q. C. Supervisor 
*J. B. Heilman, Q. A. Engineer 
*J. R. Ford, Q. C. Inspector 
E. Zebus, Project Engineer 
E. Rowley, Project Engineer 
J. Frizzell, Station Nuclear Engineer 
R. Gamperl, Maintenance Staff Assistant 
G. Price, Master Mechanic 
W. McGaffin, Station Construction Engineer 

Morrison Construction Company 

D. Anthony, Construction Foreman 
J. House, Apprentice Pipe Fitter and Welder 
W. Flesch, QC Supervisor 

EDS Nuclear, Inc.  

D. Bailey, Engineer 
K. Miller, Engineering Assistant 

NUTECH Engineering 

J. Gavula, Engineering Manager 

U. S. Nuclear Regulatory Commission (USNRC)  

N. Chrissotimos, Senior Resident Inspector 
A. Morrongiello, Resident Inspector 

The inspectors also interviewed other licensee employees including 
Technical Staff, Construction Department, and Document Control personnel. 

*Denotes those present at the exit interview on July 1, 1983. 
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2. 	Attempted Removal of Penetration X-215 

The inspector reviewed the events which led up to the attempted removal 
and degradation of Unit 1 torus spare penetration X-215 and the subsequent 
repair. The penetration was in the degraded condition for about 36 hours. 
had the penetration been removed, primary containment would have been 
violated. 

a. 	The following is a chronological description of events leading 
up to the event and the subsequent repair. This information is based 
on interviews, review of records, and visual observation of penetration 
X-215. 

DATE EVENT 

  
 

1979 	NRC issued IEB 79-14 regarding seismic 
support of reactor systems piping. 

1979 	Bechtel performed a walkdown of piping in 
support of IEB 79-14 to provide as-built 
information on drawings. Torus penetration 
X-2I5 was identified on a drawing as a 
"Pipe Stanchion" connected to the RIM pipe 
running above it. On the same drawing, 
penetration X-215 was marked and circled with 
a line drawn to the base of the "Pipe Stanchion". 
This information was provided to EDS Nuclear in 
August 1979. 

October 1979 

October 1982 

The licensee approved modification M-4-1/2-79-11 
for the upgrading of various pipe hangers as 
required by IE Bulletins 79-02 and 79-14. The 
licensee issued a "blanket" safety evaluation 
which covered the overall upgrading of the piping 
systems. The individual analyses for pipe hangers 
was contracted to EDS Nuclear. 

Based on the information provided in 1979, EDS 
modeled the "Pipe Stanchion" as a trunnion and 
determined it had to be removed. EDS requested 
its site representative to provide a sketch of 
Data Point (D. P.) 69 to be used for the deletion. 
(D. P. 69 was actually penetration X-215). Two 
EDS site representatives visually inspected spare 
penetration X-215 and obtained measurements. They 
viewed the penetration piping from below and did 
not see the X-215 painted on the torus above the 
penetration. A sketch of the penetration with 
measurements was provided as requested. It was 
also noted on the sketch that the "trunnion" was 
not welded to the pipe running above the "trunnion." 
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1983 	EDS issued a Request for Change (RFC) No. QI-399 
to remove the "trunnion" from the Unit 1 torus. 
A sketch of the "trunnion" and a dimension loca-
tion was provided. Information copies of the 
RFC were sent to the licensee's Corpbrate Station 
Nuclear Engineering Department, Corporate Con-
struction", Station Construction, Station QA, and 
to Sargent and Lundy Engineers. A copy was also 
sent to Morrison Construction for action. 

March 1983 	Morrison Construction Co., the contractor, prepared 
a work package to remove the "trunnion" in accord-
ance with RFC No. QI-399. The licensee's Site 
Construction Department and Station QA approved 
the work package. 

June 9, 1983 With the plant at power, Morrison Construction 
personnel prepared to remove the "trunnion". At 
about 1:00 p.m. two pipefitters (after being 
briefed by their foremen) proceeded to the torus 
area and correctly located the "trunnion" showed 
on the sketch provided by EDS. They proceeded to 
remove the "trunnion" which was a four-inch pipe 
with a cap by grinding away the weld at the base 
of the pipe on the torus. After grinding away 
the weld material, they attempted to remove the 
pipe. Had the pipe been welded to the torus as 
indicated, the pipe would have been easily removed 
when the welds were removed; however, the pipe 
would not move. Additional grinding was performed 
which included some grinding into the pipe and the 
pipe still would not move. At approximately 
3:30 p.m. one of the pipefitters saw the number 
X-215 painted on the torus above the pipe they 
were trying to remove. According to interviews, 
the number was not previously seen because it was 
covered with dust. With the pipefitters sliding 
around the area, the dust was wiped off the 
penetration number. Upon seeing the number and 
the fact that the pipe could not be removed as 
planned, the pipefitter became suspicious that 
something was not right and stopped work on the 
removal. The pipefitters reported their findings 
to their foremen who suspected they were grinding 
on a penetration. He inquired as to the status of 
the penetration and made a judgment that the 
penetration would still perform its function. 
The penetration did not leak (i.e., Containment 
integrity was not violated) when the top weld was 
removed because the pipe was also welded to the 
inside of the torus. The foremen did not report 
this to the licensee at this time. 



June 10, 1983 The foremen verified by contacting his management 
and EDS that the pipe that they had attempted to 
remove was penetration X-215. At approximately 
1:30 p.m. Morrison Construction informed the 
licensee's Site Construction Department that they 
had attempted to remove torus penetration X-215. 
The station was then notified of this event. 

Magnetic particle testing was performed on the 
pipe and it was determined that the penetration 
had not been breached. Measurements were per-
formed to determine the depth of the cuts into 
the penetration pipe. (The pipe had a nominal 
3/8-inch wall thickness.) There were two cuts 
on the pipe penetration to a depth of 3/16 inch 
each and each cut was about 3/4 inch long. 

A repair procedure was prepared and approved 
and the penetration was repaired sometime 
between 7:00 p.m. on June 10 and 7:00 a.m. 
on June 11, 1983. 

b. Review of the above event indicates that the root cause was the identi-
fication of torus penetration X-2I5 as a "trunnion". Apparently 
there was either no review or an inadequate review of original torus 
drawing during the initial review process by Bechtel Power, CECo, and 
EDS Nuclear in 1979. The proposed modification RFC No. QI-399) was 
also evaluated and/or reviewed by several persons representing EDS 
Nuclear, Station Nuclear Engineering Department, Station Construction 
Department, Station QA, and Morrison Construction Company prior to the 
performance of the activity, but no one apparently considered the torus 
drawings nor the effect on the torus of the removal of the so-called 
"trunnion". Had the penetration been removed as planned, containment 
integrity would have been violated. The failure to perform an adequate 
review of original torus drawing during the formulation and issuance 
of RFC No. QI-399 resulting in the classification of the spare torus 
penetration X-215 as a "trunnion" is considered an item of noncom-
pliance pursuant to Appendix B, Criterion III, Design Control 
(254/83-19-01). 

c. In addition to the above, the inspectors discussed the following 
concerns regarding the event with the licensee. 

The station operating organization was not notified of the event 
until 22 hours after it happened. The licensee stated it was 
taking action to assure any such future events are promptly 
reported to the operating organization. 

An evaluation had not been performed following the event to deter-
mine if the degraded penetration would have withstood the accident 
pressure during the time it was degraded. At the inspector's 
request on June 30, 1983, the licensee agreed to have an evaluation 
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performed. The evaluation dated July 9, 1983, was performed by 
NUTECH Engineers and concluded that the degraded penetration would 
have withstood the accident pressure. The inspectors have no 
further questions regarding this evaluation at this time. 

For the IEB 79-14 modification, work packages were reviewed and 
approved by CECo Site Construction Department (SCD) to identify 
any interfaces with operations. Station personnel possessing 
adequate plant operational knowledge were not involved in the 
review of these work packages for the operating plant interfaces. 
Having such persons in the review/approval process would have 
increased the likelihood that the "trunnion" would have been 
correctly identified as a penetration. This item is considered 
to be an unresolved item (254/83-19-02). 

3. 	Maintenance 

Work Requests (WRs) and specialized procedures for activities concerning 
safety related systems and components were reviewed to ascertain that 
they were conducted in accordance with approved procedures, regulatory 
guides, industry codes or standards and in conformance with Technical 
Specifications. 

The following items were considered during this review: limiting 
conditions for operation were met while components or systems were 
removed from service; approvals and concurrences were obtained prior 
to initiating the work; activities were accomplished using approved 
procedures and were inspected as applicable; functional testing and/or 
calibrations were performed prior to returning components or systems 
to service; and materials were properly certified. 

The following Work Requests (WRs) were reviewed: 

WA No. 	Maintenance Activity  

12225 	1-001-7C Breaker tripped when tried to open valve. 

13823 	Added two protective devices between MG Set & BPS Bus. 

14318 	HPCI pump casing leak. 

21862 	HPCI turbine thrust bearing inspection and disassembly 

22041 	Inboard pump seal leaking/replace (28 Recirc. Pump). 

22442 	19-18 TIE NCR. would not close in from control rooms. 

23721 	Air leaking from "Y" on starting air header, downstream 
of regulator. 

24207 	Inspected and repaired U-2 HPCI testable check valve. 

6 



24210 	Unit 2A R1112 Pump seal blown, repair. 

25254 	Inspect and change out 108 and 109 relays (if necessary). 

During the review, the inspectors noted that two Work Requests that had 
the word "various" filled in where the personnel performing tá work 
were to be identified. This practice does not allow for specific identi-
fication of workers who have performed the work. The licensee stated 
that when several workers were involved in work extending over more than 
one shift that "various" was sometimes entered. The licensee stated it 
would consider entering the lead workman's name under these conditions. 
The inspectors have no further questions regarding this item at this time. 

No items of noncompliance or deviation were identified. 

4. Unresolved Items 

Unresolved items are matters about which more information is required 
in order to ascertain whether they are acceptable items, items of 
noncompliance, or deviations. An unresolved item disclosed during the 
inspection is discussed in Paragraph 2.c. 

5. Exit Interview 

The inspectors met with licensee representatives (denoted in Paragraph 1) 
on June 17, 1983, and summarized the purpose, scope, and findings of the 
inspection. On July 22, 1983, the inspectors met with Messrs. E. Zebus 
and E. Rowley and discussed the evaluation performed on the degraded 
penetration and other items. 



UNITED STATES 
NUCLEAR REGULATORY COMMISSION 

REGION III 
799 ROOSEVELT ROAD 

GLEN ELLYN. ILLINOIS 60137 

**4.0 
Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

August 16, 1983 

"gem 

This refers to the routine safety inspection conducted by 
Mr. N. J. Chrissotimos of this office on July 1 through August 1, 1983, of 
activities at Quad Cities Nuclear Power station, Units 1 and 2, authorized by 
NRC Operating Licenses No. DPR-29 and No. DPR-30 and to the discussion of our 
findings with Mr. N. J. Kalivianakis at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

During this inspection, certain of your activities appeared to be in non-
compliance with NRC requirements, as specified in the enclosed Appendix. A 
written response is required. 

This inspection revealed that on two occasions personnel failed to follow 
procedures in accordance with Technical Specification requirements. On 
July 29, 1983, a meeting was held at the Quad-Cities facility between 
Mr. N. J. Kalivianakis and other members of his staff and Mr. W. D. Shafer, 
Branch Chief, Division of Project and Resident Programs, and other members of 
the Region III staff to discuss the corrective actions you have taken to 
minimize personnel errors. During this meeting, a positive commitment was 
shown by station management in taking corrective action to improve 
performance. We plan to assess the results of your corrective actions during 
future inspections. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter, the enclosure(s), and 
your response to this letter will be placed in the Public Document Room. 

The responses directed by this letter (and the accompanying Notice) are not 
subject to the clearance procedures of the Office of Management and Budget as 
required by the Paperwork Reduction Act of 1980, FL 96-511. 
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2 	August 16, 1983 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

nOrtginal Signed by C.t.E. rorelfustr 

C. E. Norelius, Director 
Division of Project and 

Resident Programs 

Enclosures: 
1. Appendix, Notice 

of Violation 
2. Inspection Reports 

No. 50-254/83-20(DPRP) and 
No. 50-265/83-18(DPRP) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

;71-414,-1
RIIjJ 

	

obe/ld 	_40alker 	Shafer 
08/12//83 
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Appendix  

NOTICE OF VIOLATION  

Commonwealth Edison Company 	 Docket No. 50-265 

As a result of the inspection conducted on July 5 through July 29, 1983, and 
in accordance with the NRC Enforcement Policy, 47 FR 9987 (March 9, 1982), the 
following violation was identified: 

Technical Specification 6.2.A.7 requires that detailed written procedures shall 
be adhered to covering surveillance and testing requirements. Core spray pump 
discharge functional pressure test procedure, QIS-23-2, Step F.10, requires the 
instrument mechanic to open the isolation valve and seal it open. Weekly 
suppression chamber level verification procedure 00S-1600-25, Step F.3, 
requires the operator to close and lock the local sightglass isolation valves. 

1. Contrary to the above, during the functional pressure test conducted on 
June 23, 1983, isolation valves on the core spray discharge pressure 
switches "C" and "D" were left closed and sealed. 

2. Contrary to the above, during the weekly suppression chamber level 
verification conducted on July 12, 1983, an isolation valve on the 
suppression chamber sightglass was left opened and locked. 

This is a Severity IV violation (Supplement I). 

Pursuant to the provisions of 10 CFR 2.201, you are required to submit to this 
office within thirty days of the date of this Notice a written statement or 
explanation in reply, including for each item of noncompliance: (1) cor-
rective action taken and the results achieved; (2) corrective action to be 
taken to avoid further noncompliance; and (3) the date when full compliance 
will be achieved. Consideration may be given to extending your response time 
for good cause shown. 
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-e-F 
Dated 

  

C. E. Norelius, Director 
Division of Project and Resident 

Programs 
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U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No 

Docket Nos 

Licensee: 

. 50-254/83-20(DPRP); 50-265/83-18(DPRP) 

. 50-254; 50-265 	 Licenses No. DPR-29; DPR-30 

Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad Cities Nuclear Power Station. Units 1 and 2 

Inspection At: Quad Cities Site, Cordova, IL 

Inspection Conducted: July 1 through August 1, 

Inspector: N. J. Ch ssotimos 

Approved Sehtre l'ef  R. D. Wag er, Chief 
Reactor Projects Section 2C 

Inspection Summary  

Inspection on July 1, through August 1, 1983 (Reports No. 50-254/83-20(DPRP);  
50-265/83-18(DPRP))  
Areas Inspected: Routine, unannounced inspection by the resident inspector of 
operational safety; maintenance; surveillance; licensee monthly report; 
followup on Headquarters requests; Licensee Event Reports; independent 
inspection; bulletin followup; and management meeting. The inspection 
involved a total of 112 inspector-hours onsite by one NRC inspector including 
16 inspector-hours onsite during off-shifts. 
Results: Of the areas inspected, one apparent violation was identified with 
two examples. (Contrary to Technical Specifications, isolation valves were 
left closed and sealed-paragraph 7.6.(1); an isolation valve on the 
suppression chamber sightglass was left opened and locked-paragraph 8.6.) 



DETAILS 

L. 	Persons Contacted 

*N. Kalivianakis, Superintendent 
T. Tamlyn, Assistant Superintendent for Operations 
D. Bax, Assistant Superintendent Maintenance 
L. Gerner, Assistant Superintendent for Administration 
*D. Gibson, Quality Assurance Supervisor 
*G. Tietz, Technical Staff Supervisor 

The inspector also interviewed several other licensee employees, including 
shift engineers and foremen, reactor operators, technical staff personnel 
and quality control personnel. 

*Denotes those present at the exit interview on August 1, 1983. 

2. Operational Safety Verification  

The inspector observed control room operations, reviewed applicable logs 
and conducted discussions with control room operators during the month 
of July. The inspector verified the operability of selected emergency 
systems, reviewed tagout records and verified proper return to service of 
affected components. Tours of Units 1 and 2 reactor buildings and turbine 
buildings were conducted to observe plant equipment conditions, including 
potential fire hazards, fluid leaks, and excessive vibrations and to 
verify that maintenance requests had been initiated for equipment in need 
of maintenance. The inspector by observation and direct interview 
verified that the physical security plan was being implemented in 
accordance with the station security plan. 

The inspector observed plant housekeeping/cleanliness conditions and 
verified implementation of radiation protection controls. During the 
month of July, the inspector walked down the accessible portions of the 
Units 1 and 2 core spray systems to verify operability. The inspector 
also witnessed portions of the radioactive waste system controls 
associated with radwaste shipments and barreling. 

These reviews and observations were conducted to verify that facility 
operations were in conformance with the requirements established under 
technical specifications, 10 CFR, and administrative procedures. 

No items of noncompliance or deviations were identified in this area. 

3. Monthly Maintenance Observation 

Station maintenance activities of safety related systems and components 
listed below were observed/reviewed to ascertain that they were conducted 
in accordance with approved procedures, regulatory guides and industry 
codes or standards and in conformance with technical specifications. 
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The following items were considered during this review: the limiting 
conditions for operation were met while components or systems were 
removed from service; approvals were obtained prior to initiating the 
work; activities were accomplished using approved procedures and were 
inspected as applicable; functional testing and/or calibrations were 
performed prior to returning components or systems to service; quality 
control records were maintained; activities were accomplished by 
qualified personnel; parts and materials used were properly certified; 
radiological controls were implemented; and, fire prevention controls 
were implemented. 

Work requests were reviewed to determine status of outstanding jobs and 
to assure that priority is assigned to safety related equipment 
maintenance which may affect system performance. 

The following maintenance activities were observed/reviewed: 

Unit 1  

WR Q24708 IRM downscale 

Unit 2  

WR Q17125 Drywell radiation monitor 
WR Q23659 125 VDC battery charger 

Following completion of maintenance on the ARA service water pump and 
125 VDC battery charger, the inspector verified that these systems had 
been returned to service properly. 

No items of noncompliance or deviation were identified in this area. 

4. 	Monthly Surveillance Observation  

The inspector observed technical specifications required surveillance 
testing on the Unit 2 RCIC and PUIR containment cooling loop and verified 
that testing was performed in accordance with adequate procedures, that 
test instrumentation was calibrated, that limiting conditions for 
operation were met, that removal and restoration of the affected 
components were accomplished, that test results conformed with technical 
specifications and procedure requirements and were reviewed by personnel 
other than the individual directing the test, and that any deficiencies 
identified during the testing were properly reviewed and resolved by 
appropriate management personnel. 

The inspector also witnessed portions of the following test activities: 

Unit 1 diesel generator test. 

No items of noncompliance or deviations were identified in this area. 
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5. Review of Licensee's Monthly Performance Report  

The inspector reviewed the licensee's monthly performance reports of 
Units 1 and 2 for the month of June 1983. 

Areas covered by the report were amendments to Technical Specifications, 
summary of corrective maintenance performed on safety-related equipment, 
Licensee Event Reports, operating data tabulations, and refueling 
information. The report was reviewed for compliance with Technical 
Specification 6.6.A.3. 

No items of noncompliance or deviations were identified in this area. 

6. Followup on Headquarters Requests  

The Office of Analysis and Evaluation of Operational Data (AEOD) 
requested the resident inspector to provide information with regards to 
the Standby Gas Treatment System (SBGT). The request was to clarify 
system operation and to ensure that a single component failure would not 
render the system inoperable. 

While verifying the above information, the inspector discovered an 
apparent weakness in the logic testing of the SBGT system switches. 
Although the licensee conducts logic tests in accordance with 
requirements, a secondary internal flow switch to each main switch is not 
tested. The flow switch is only utilized if the position of one of the 
two SBGT switches is in the off position. Normal position is one switch 
in primary, the other in standby. The flow switch would not be utilized 
in any combination of switch positions other than one switch in off. 

Following discussions with the licensee, it was agreed that testing of 
this switch has merit and that it will be included on the logic test. 

No items of noncompliance or deviations were identified in this area. 

7. Licensee Event Reports Followup  

Through direct observations, discussions with licensee personnel, and 
review of records, the following event reports were reviewed to determine 
that reportability requirements were fulfilled, immediate corrective 
action was accomplished, and corrective action to prevent recurrence had 
been accomplished in accordance with technical specifications. 

a. 	Unit 1  

(i) RO 83-22/03L, dated June 16, 1983, reactor core isolation 
cooling steam supply valve did not give an open position 
indication. 

(ii) RU 83-19/03L, dated May 3, 1983, core spray discharge 
piping pressure indicating 105 psig. 
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RU 83-13/03L, dated May 12, 1983, instrument mechanic 
replaced thermocouple and connected it to incorrect 
terminals. 

RO 83-24/03L, dated June 20, 1983, torus to drywell vacuum 
breaker dual indication. 

RU 83-23/03L, dated June 8, 1983, electromatic relief 
valve opened during startup. 

On May 22, 1983, during a reactor startup from a 
maintenance outage, the 3E electromatic relief valve 
opened for no obvious reason. This occurred at 
approximately 60 psig reactor pressure. The operator 
attempted to close the valve but was unable and the 
reactor was scrammed in accordance with procedures. 

Upon disassembly and inspection, the pilot valve assembly 
was found stuck in the open position. No specific cause 
was determined for the binding of the pilot. The pilot 
valve assembly was replaced and functionally tested 
satisfactorily. 

b. 	Unit 2 

(i) 	RU 83-07/0I1, dated May 23, 1983, control rod drives made 
inoperable without verifying shutdown margin. 

On May 9, 1983, the operating engineer was reviewing 
out-of-service documentation for the month of April. The 
review was being conducted in conjunction with recent 
enforcement actions at the facility. 

During the review, it was discovered that on April 14, 
1983, two control rod drives on Unit 2 and one control rod 
drive on Unit 1 were made inoperable without verifying 
shutdown margin or fully inserting the rods, then 
electrically disarming the directional control valve as 
required by Technical Specification 3.3.A.2.b. The 
control rod drives involved on Unit 2 were 38-07 and 
46-55. The control rod drive on Unit 1 was 06-43. All 
three control rods were peripheral rods and were fully 
withdrawn. 

The overall affect on reactor safety was minimal because: 
the two control rod drives on Unit 2 were not made 
inoperable at the same time; the control rods on both 
units are located in low power areas of the core; and all 
other drives on both units were operable. 

The cause of this occurrence was personnel failure to 
follow procedures. The shift engineer confused the 
requirements for an inoperable control rod drive with the 
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requirements for an inoperable control rod accumulator. 
Therefore, his concern was that no other control rod in a 
nine rod square array around each control rod drive was 
inoperable. 

The licensee retrained all licensed shift personnel on the 
proper use of the pertinent operating department procedures 
and on the difference between an inoperable accumulator and 
an inoperable drive. 

This is considered a licensee identified item of 
noncompliance and a Notice of Violation will not be issued 
for this occurrence. 

Licensee initiative for the self-identification reporting 
and correction of the problem is recognized as expected 
regulatory performance. 

(ii) RO 83-08/03L, dated June 7, 1983, RIM pump room watertight 
door could not be shut tight. 

(iii) RO 83-09/01T, dated July 12, 1983, core spray discharge 
pressure switches found isolated and sealed. 

On June 23, 1983, following routine functional testing 
(QIS-23-2, Core spray pump discharge functional pressure 
test), the instrument mechanic performing the work failed 
to return two instrument isolation switches back to the 
open position. 

On June 30, 1983, an instrument maintenance department 
foreman was performing the monthly audit of isolation 
valve positions for all instruments which are required to 
have the isolation valves in proper position in order to 
perform scheduled calibration. This audit is performed on 
a routine basis, following completion of all the monthly 
instrument surveillances, and verifies that these valves 
are left wire sealed in the appropriate position. At 
approximately 0800 hours, while checking the core spray 
pump discharge pressure switches for the automatic 
depressurization system (ADS) low pressure pump running 
permissive, the foreman found two pressure switches, 
PS-2-1462C and PS-2-1462D, isolated. This combination of 
inoperable pressure switches prevented core spray pump 
operation from providing a low pressure pump running 
permissive to the ADS logic. 

These inputs are needed prior to automatic initiation of 
ADS. The logic requires any one of the six low pressure 
pumps to be operating prior to ADS initiation; thus two of 
six inputs were inhibited, for one-half of the logic. 



Upon discovery of this occurrence, the pressure switches 
were immediately unisolated, thereby returning the 
instrument logic circuit to its required status. 

Completion of the instrument foreman's monthly valve audit 
verified that no other instrumentation had been left 
inoperable. A subsequent check of this instrumentation 
was again performed to assure proper valving. 

On June 30, 1983, Quad Cities Station maintenance 
memorandum No. 32 was issued requiring that instrument 
repair and testing work be verified by a completely 
independent and qualified reviewer and documented, as 
such, on the original surveillance form. This memorandum 
was later revised to require immediate verification, on 
July 1, 1983. A station procedure will also be initiated, 
prior to August 1, 1983, to reflect these new requirements. 

The failure of the instrument mechanic to return the 
isolation valves to their proper position is contrary to 
Technical Specification 6.2.A.7. That specification 
requires the adherence to surveillance and test 
procedures. This finding represents an item of 
noncompliance (265/83-18-01). 

6. 	Independent Inspection 

a. 	While conducting a review of a licensee internal deviation report, 
both the inspector and licensee revealed that a generic issue with 
regards to Versa solenoid valves may exist. 

During routine electrical maintenance, a Versa solenoid valve was 
being replaced. Following installation, the valve was tested and 
operated in reverse of its normal direction (open instead of 
closed). 

Further evaluation revealed that during maintenance in the shop, end 
caps of the valve are removed. One end is the electrical connector; 
the other is a cap. Upon removal, the solenoid valve internals may 
be worked on. During reassembly, the end caps may be placed on 
either end of the valve. By placing the electrical connector on the 
wrong end (opposite position from which it was removed) valve 
operation is now reversed. Although bench testing verifies 
operation, it does not distinguish the proper position of the valve 
ports which direct air to the main valve operator. The 
interchangeability of end caps appears to be generic. If assembly 
is incorrect, undesirable valve operation may occur. 

The solenoid valve is a Versa VGS-4422-U-10-31. Although the 
situation is applicable to this particular valve, it may include 
others. 
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The licensee has recognized this situation and has instituted 
procedure changes to prevent misassembly during maintenance. 

This information has been forwarded to Region III to evaluate 
generically. 

b. 	During review of licensee deviation reports, it was discovered that 
the lower isolation valve for the suppression chamber level 
indication was found opened and locked. 

On July 12, 1983, at approximately 5:00 p.m., an equipment attendant 
conducted his normal weekly surveillance of the suppression chamber 
water level. Procedure Q0S-1600-25 requires the equipment attendant 
to open two locked isolation valves, verify the level, then return 
the valves to the locked closed position. The equipment attendant 
failed to close the lower isolation valve but did lock it open. 

Based on an apparent misinterpretation of the log, the shift engineer 
requested that this surveillance again be conducted on July 14, 1983. 
At approximately 10:00 a.m., the assigned equipment attendant 
discovered the incorrect position of the lower isolation valve. 

Upon discovery of this, the valve was properly closed and locked and 
then independently verified as such. 

The sightglass piping configuration penetrates the torus and is part 
of primary containment when the isolation valves are open. 

This sightglass has been tested to full integrated primary 
containment leak rate pressure and was demonstrated to pass the 
test. Thus, primary containment was intact during the approximately 
41 hours that the isolation valve was mispositioned. 

The failure of the equipment attendant to return the isolation valve 
to its proper position is contrary to Technical 
Specification 6.2.A.7 that requires the adherence to surveillance and 
test procedures. This finding represents an item of noncompliance 
(265/83-18-01). 

9. 	IE Bulletin Followup 

For the IE Bulletins listed below the inspector verified that the Bulletin 
was received by licensee management and reviewed for its applicability to 
the facility. If the Bulletin was applicable the inspector verified that 
the written response was within the time period stated in the Bulletin, 
that the written response included the information required to be 
reported, that the written response included adequate corrective action 
commitments based on information presented in the Bulletin and the 
licensee's response, that the licensee management forwarded copies of the 
written response to the appropriate onsite management representatives, 
that information discussed in the licensee's written response was 
accurate, and that corrective action taken by the licensee was as 
described in the written response. 
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IEB 82-02, "Degradation of Threaded Fasteners in the Reactor Coolant 
Pressure Boundary of PWR Plants." Not applicable to Quad Cities. 

IEB 82-01, "Alteration of Radiographs of Welds in Piping Subassemblies. 
Not applicable to Quad Cities. 

No items of noncompliance or deviations were identified in this area. 

10. Management Meeting  

On July 29, 1983, Regional Management met with the Plant Superintendent 
and members of his staff to discuss personnel errors at Quad Cities 
Station as a result of recent enforcement actions and conferences which 
stressed the need for improved performance in this area. 

The meeting was conducted to gather information on the licensee's 
corrective actions. The licensee presented the corrective actions 
already taken and outlined long-range programs to improve performance. 

The NRC considers the actions taken and the programs being instituted a 
positive commitment by licensee management to improve regulatory 
performance. 

11. Exit Interview  

The inspector met with licensee representatives (denoted in Paragraph 1) 
throughout the month and at the conclusion of the inspection on August 1, 
1983 and summarized the scope and findings of the inspection activities. 
The licensee acknowledged the inspectors concerns. 
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Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the unannounced special safety inspection conducted by 
Mr. N. J. Chrissotimos of this office on July 28, 1983, of activities at 
Quad Cities Nuclear Power Station, Unit 2, authorized by NRC Operating 
License No. DPR-30 and to the discussion of our findings with 
Mr. N. J. Kalivianakis at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 
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We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

"Original signed.by  W. D. Shafer" 

W. D. Shafer, Chief 
Projects Branch 2 

Enclosure: Inspection Report 
No. 50-265/83-20(DPRP) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DEB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

RI III 

Grobe/sv 
08/08/83 



U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Report No. 50-265/83-20(DPRP) 

Docket No. 50-265 	 License No. DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad Cities Nuclear Power Station, Unit 2 

Inspection At: Quad Cities Site, Cordova, IL 

Inspection Conducted: July 28, 1983 

Inspector: 	. Chrissotimos 
Date 

5 9 3  Approved 	: R. D. Walker, Chief 

 

Reactor Projects Section 2C 	Date 

Inspection Summary  

Inspection on July 28, 1983 (Report No. 50-265/83-20(DPRP))  
Ares Inspected: Special unannounced inspection of followup on headquarters 
request. The inspection involved a total of eight inspector-hours onsite by 
one NRC inspector. 
Results: No items of noncompliance or deviations were identified. 



DETAILS 

1. Persons Contacted 

*N. Kalivianakis, Superintendent 
T. Tamlyn, Assistant Superintendent for Operations 
D. Bax, Assistant Superintendent for Maintenance 
L. Gerner, Assistant Superintendent for Administration 

*D. Gibson, Quality Assurance Supervisor 
*G. Tietz, Technical Staff Supervisor 

The inspector also interviewed several other licensee employees 
including shift engineers, foremen, and reactor operators. 

*Denotes those present at the exit interview on July 28, 1983. 

2. Followup on Headquarters Request  

On July 27, 1983, the senior resident inspector was notified that 
specific actions are being taken by the NRC concerning plants which 
have not yet been inspected for cracks in accordance with IEB 82-03 
or 83-02 "Stress corrosion cracking in large-diameter stainless steel 
recirculation system piping at BWR plants." Quad Cities Unit 2 is 
affected by these actions. 

The first action is that the NRC Operations Center will obtain a daily 
value for unidentified leakage averaged over 24 hours from each of the 
affected plants. This data will be compiled in daily status reports. 

The second action was to perform a special inspection of the licensee's 
leakage surveillance program. The following describes the results of 
the inspection. 

Monitoring of primary coolant leakage in the containment has been done 
primarily by trending the quantity of water removed from the drywell 
sumps. This method determined the leakage from the reactor water 
cleanup system piping in January 1982. Further evaluation led to a 
major repair and pipe replacement program for Unit 2. 

As part of the repair program commitments, the licensee imposed a 
more stringent requirement than existing Technical Specification limits 
on unidentified leakage. The requirement which is specified in a pro-
cedure states "If the volume pumped from the drywell floor drain sump 
(unidentified leakage) in a four hour period is equal to or greater 
than 240 gallons (1 gpm) but less than 480 gallons (2 gpm) greater than 
the previous four hour pump down, a drywell entry shall be made to 
identify the source of the leakage." This commitment was discussed 
and accepted by the NRC in March 1982. Recently the licensee has 
voluntarily applied this limit to Unit 1 which has conducted the 
applicable inspections. 
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Trending of unidentified leakage for Unit 2 has been conducted since 
March 1982. Since the imposition of the stringent requirements, only 
one drywell entry has been made as a direct result of the lower leak 
rate requirement. The inspection revealed a minor valve packing leak. 
During drywell entries made for other reasons, leak inspections were 
conducted and no leakage was observed. This was consistent with the 
leak monitoring equipment. 	With the methods of measurement, trending 
and accuracy of the methods utilized by the licensee over the past 17 
months, the inspector is satisfied with the reliance placed on these 
methods. 

The inspector also interviewed six reactor operators and six senior 
reactor operators concerning the revised limits. Each person inter-
viewed was aware of the limits and the significance of increased 
leakage if detected. 

The inspector has no further concerns with regards to this matter. 

No items of noncompliance or deviations were identified in this area. 

3. 	Exit Interview  

The inspector met with licensee representatives (denoted in Paragraph 1) 
at the conclusion of the inspection on July 28, 1983, and summarized the 
scope and findings of the inspection activities. The licensee 
acknowledged the inspectors findings. 
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UNITED STATES 

NUCLEAR REGULATORY COMMISSION 
o REGION III 

799 ROOSEVELT ROAD 
GLEN ELLYN, ILLINOIS 60137 

AUG 81983  

Docket No. 50-254 
Docket No. 50-265 

CvLcc 
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Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by A. G. Januska 
and S. Rozak of this office on July 5-8, 1983, of activities at Quad-Cities 
Nuclear Power Station, Units 1 and 2, authorized by NRC Operating Licenses 
No. DPR-29 and No. DPR-30 and to the discussion of our findings with 
N. Kalivianakis and other members of your staff at the conclusion of the 
inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. In addition, our Mobile Laboratory was at the 
site during the inspection to perform independent measurements of radio-
activity. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

During the exit interview conducted on July 8, 1983, your representatives 
agreed to (1) investigate the performance of the Canberra alpha/beta counter 
and verify your alpha monitoring capability and (2) insure that the main-
tenance of the environmental air samplers is improved. Please advise us in 
writing within thirty days of the date of this letter of the corrective 
action you have taken or plan to take, showing the estimated date of comple-
tion with regard to these items. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter, the enclosure(s), and 
your response to this letter will be placed in the Public Document Room. 



AUG b&'3  
Commonwealth Edison Company 	2 

The responses directed by this letter are not subject to the clearance 
procedures of the Office of Management and Budget as required by the 
Paperwork Reduction Act of 1980, PL 96-511. 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

-e-'244.-‘141  

1 

C. Jt Papeliello, Chief 
Emergency Preparedness and 
Radiological Safety Branch 

Enclosure: Inspection Reports 
No. 50-254/83-21(DRMSP) 
No. 50-265/83-19(DRMSP) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DUB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

Ria6) 	RIII 
,o 	.11g 

RI II 

Janus 	Rozak 	Schcher 	Fiello 
08/04/83 	
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U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/83-21(DRMSP); 50-265/83-19(DRMSP) 

Docket Nos . 50-254; 50-265 	 Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: July 5-8, 1983 

*--71-1”nedwfr 
Inspectors: A. G. Januska cr1/4-(e_F 

 

 

Date 

S. Rozak 
	

L-: 

Date 

Approved By: M. C. Schumacher, Chief, 
	

I/1,3  
Independent Measurements and 	Date 

Environmental Protection Section 

Inspection Summary  

Inspection on July 5-8, 1983 (Reports No. 50-254/83-21(DRMSP); 
50-265/83-19(DRMSP))  
Areas Inspected: Routine, announced inspection of radiological environmental 
protection including program management, quality control, and implementation; 
confirmatory measurements including sampling, laboratory quality control, and 
comparison of licensee analyses with the Region III mobile laboratory and the 
NRC reference laboratory; and licensee follow-up of items identified in pre-
vious inspections. The inspection involved 59 inspector-hours onsite by two 
NRC inspectors. 
Results: No items of noncompliance or deviations were identified during this 
inspection. 



DETAILS 

	

1. 	Persons Contacted  

IN. Kalivianakis, Station Superintendent 
IG. Tietz, Technical Staff Supervisor 
IL. Gerner, Assistant Plant Superintendent for Administration and 
Technical Support Services 

ID. Gibson, Quality Assurance Supervisor 
IJ. Sirovy, Lead Chemist 
IR. Carlson, Lead Health Physicist 
T. Kovach, Rad Chem Supervisor 
V. Mills, Project Chemist 
P. Behrens, Unit 2 Chemist 
M. Frazier, Unit 2 Health Physicist 

	

2. 	Licensee Action on Previous Inspection Findings  

a. (Closed) Open Item (50-254/82-13-04; 50-265/82-15-04): Additional 
training in the use of MIS and associated quality control techniques 
for those people who do analytical measurements using this system. 
Licensee representatives who received this training discussed the sub-
sections covered. These licensee representatives provided training 
to Rad-Chem Technicians who also use this system. 

b. (Open) Open Item (50-254/82-13-03; 50-265/82-15-03): Incorporation 
of multiple analysis into MIS. The licensee has not yet satisfied 
their commitment. In a B. Rybak (CECo) to C. Paperiello (NRC) letter 
dated June 13, 1983, the licensee stated that new procedures are 
currently being developed and tested for the resolution of multiple 
peaks and other AAIS areas, and that a detailed schedule for comple-
tion of necessary software modifications for multiple resolution and 
peak classification will be completed by August 31, 1983. This 
item will remain open until procedures and software modifications 
have been implemented and satisfactorily tested. 

	

3. 	Confirmatory Measurement Sample Split 

Liquid, gas, air particulate filter, charcoal adsorber and a crud sample 
were analyzed by the licensee, and by the NRC inspectors using the NRC 
Mobile Laboratory. Results for these comparisons are presented in Table 1 
and the comparison criteria in Attachment 1. A split of the liquid sample 
analyzed onsite has been sent to the Radiological Environmental Sciences 
Laboratory, the NRC's Reference Laboratory. The licensee agreed at the 
exit interview to perform analyses for H-3, gross beta, Sr-89, and Sr-90 
and to report the results to Region III (Open Item 50-254/83-21-01; 
50-265/83-19-01). Comparisons of the results of these nuclides will be 
included in an addendum to this report. 

1  Present at plant exit interview on July 8, 1983. 
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For thirty-five comparisons, the licensee achieved thirty-two agreements 
and three possible agreements. The possible agreements result from the 
lack of a multiplet resolution capability in the licensee's MIS program. 
This problem, a software inadequacy which prevents accurate quantifica-
tion of a nuclide when other interferring energy lines are present, was 
identified during a previous inspection2  and is considered an open item 
(Section 2.b). 

During this inspection, Co-58 was not accurately quantified in the 
presence of La-140 using the 810.8 key line and for two separate charcoal 
adsorbers, 1-133 quantified at 529.9 keV was interferred with by Xe-135m. 
The MIS system listed Co-58 and 1-133 as "suitable" for qualitative 
identification. 

4. 	Quality Control of Analytical Measurements  

Quality control documents for the laboratory equipment and analyses are 
currently in various stages of review and implementation. QCP 1400-11, 
Verification of Analytical Performance is currently an approved procedure 
and except for the acceptance criteria for laboratory analysis, has been 
completely implemented. QCP 1400-12, Quality Control Program for Chemical 
Instrumentation has been developed and is currently in the review stage. 
These documents patterned after guidance in INFO procedures Cy-701 and 
Cy-702 will be completely implemented and auditable by December 1, 1983. 
This program and its implementation will be examined during a subsequent 
examination (Open Item 50-254/83-21-02; 50-265/83-19-02). 

Other Chemistry procedures (QCPs) for various analyses and surveillances 
are current and a random review of select procedures indicated no tech-
nical inadequacies. 

The inspectors toured the chemistry laboratories and counting room. Some 
laboratory equipment was not functional because of needed repair or being 
in a testing stage. All counting room equipment appeared functional. 

The inspectors noted that the licensee's Canberra automatic planchet 
counters have an unusually low alpha efficiency - 11 percent or approxi-
mately one-third of a typical value for this type of counter. This may 
be due to low gain settings on the amplifier coupled with a high beta 
energy window. It is unclear what effect this may have on the performance 
of these instruments. In a recent crosscheck program comparison with the 
Environmental Protection Agency licensee values for alpha in water were 
roughly a factor of two higher than the EPA reference value. One of these 
instruments is used for a monthly alpha analysis of released effluent 
water and a quarterly analysis for alpha in particulate filter required by 
Technical Specification 4.8. The licensee is currently planning to pur-
chase another type of counter to be used for these analyses. During the 
exit interview, the licensee agreed to investigate the performance of the 
Canberra counters and, also, before using these counters for tests re- 

2  Inspection Reports No. 50-254/82-13; 50-265/82-15 
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quired by Technical Specifications to have an independent laboratory re-
analyze a sample as a check on the licensee value. The results of both 
analyses are to be reported to Region III. If these counters are replaced 
then the licensee agreed to inform Region III in writing as to what in-
struments will be used in their place (Open Item 50-254/83-21-03; 
50-265/83-19-03). 

5.  Radiological Environmental Monitoring Program (REMP)  

The inspectors examined the implementation of the licensee's REMP against 
requirements in Technical Specification 4.8.F. The program is implemented 
under contract by Hazleton Environmental Sciences Laboratories who per-
form the sample collection, analyses, servicing and calibration of equip-
ment. The inspectors reviewed the 1982 Annual Report and contractor 
reports through April 1983. All required samples were collected and 
missing samples were accounted for. No problems were noted. 

The inspectors visited three onsite and three offsite air sampling and 
TLD stations. They noted that the flowmeters at the offsite stations 
were either improperly installed (Stations Q4 and Q5) or missing 
(Station Q8). The meters are somewhat redundant in the current sampling 
systems in that the samples are regulated constant flow devices which are 
checked monthly with a field calibration meter. The inspectors checked 
the performance of a flow regulator by noting that constant flow through 
the filter was maintained when the filter was almost completely blanked 
off. Nevertheless, this finding indicates poor attention to detail by the 
sample collector. 

At the exit interview the licensee agreed to repair any faulty flowmeters 
and regulators and ensure that the sample collector follows procedures in 
regard to these systems (Open Item 50-254/83-21-04; 50-265/83-19-04), and 
to take whatever steps are necessary to insure that maintenance of the air 
samplers is improved and to report these in writing to Region III (Open 
Item 50-284/83-21-05; 50-265/83-19-05). In addition, the licensee agreed 
to revise instructions on locating environmental sample stations in order 
to ensure that they are accurate and that station personnel can readily 
locate these stations (Open Item 50-254/83-21-06; 50-265/83-19-06). 

No items of noncompliance were identified. 

6 . 	Exit Interview 

The inspectors met with licensee representatives denoted in Section 1 on 
July 8, 1983, at the conclusion of the inspection. The scope and findings 
of the inspection were discussed. In response to inspector comments 
licensee representatives agreed to the actions discussed in Sections 3, s, 
and 5 of this report. 

Attachments: 

1. Table 1, Confirmatory Measurements Program 
Results, 3rd Quarter, 1983 

2. Attachment 1, Criteria for Comparing 
Analytical Measurements 
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Docket No. 50-237 
Docket No. 50-249 
Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

UNITED STATES 

NUCLEAR REGULATORY COMMISSION 
REGION III 

799 ROOSEVELT ROAD 
GLEN ELLYN, ILLINOIS 60137 

SEP 9 1983 

s ijc-47T 
/Doci 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the special safety inspection conducted by Mr. I. T. Yin 
of this office on May 24, June 10, and August 19, 1983, at the Region III 
office, on July 25-26, 1983, at Impell Corporation, Walnut Creek, CA, and 
on July 27-28, 1983, at Nutech, Inc., San Jose, CA, of activities at Dresden 
Station, Units 2 and 3, authorized by NRC Operating Licenses No. DPR-19 and 
DPR-25, and of activities at the Quad-Cities Station, Units 1 and 2, authorized 
by NRC Operating Licenses No. DPR-29 and No. DPR-30 and to the discussion of 
our findings with Messrs. D. Farrar and E. R. Zebus of your staff prior to 
the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



RIII 

Commonwealth Edison Company 
	

2 	srp 9 1983 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

"Original slcned by U. S. Little" 

W. S. Little, Chief 
Engineering Branch 2 

Enclosure: 
Inspection Report 
No. 50-237/83-23(DE); 
No. 50-20/83-2000; 
No. 50-254/83-22(DE); 
No. 50-265/83-21(DE) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 

Superintendent 
D. J. Scott, Station 

Superintendent 
MTh/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

U. Potapovs, RIV 

Yin/b1 	D n e son 
08/29/81 	

1/42 

 

RIM 
&9eti. 
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U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Report No. 50-237/83-23; 50-249/83-20; 
50-254/83-22; 50-265/83-21 

Docket No. 50-237; 50-249; 	 License No. DPR-19; DPR-25; 
50-254; 50-265 	 DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, Illinois 60690 

Facility Name: 

Inspection At: 

Dresden Station, Units 2 & 3 
Quad-Cities Station, Units 1 & 2 

NRC - Region III, Glen Ellyn, IL Office 
Impell Corporation, Walnut Creek, CA (Impell) 
Nutech, Inc., San Jose, CA (Nutech) 

Inspection Conducted: May 24, June 10, and August 19, 1983 at Region III Office 
July 25-26, 1983 at Impell 
July 27-28, 1983 at Nutech 

Inspector: I. T. Yin 
Date 

Accompanying Personnel: D. H. Danielson 

647V-it 44. 	----- 
Approved By: D. H. Danielson, Chief 

Materials & Processes Section 
4/130/b 

Date 

 

 

Inspection Summary 

Inspection on May 24, June 10, July 25-28, and August 19, 1983  
(Report Nos. 50-237/83-23; 50-249/83-20; 50-254/83-22; 50-265/83-21(DE))  
Areas Inspected: Licensee actions relative to IE Bulletin No. 79-14 activities, 
including general discussions on NRC requirements, work procedure review and 
review of previously identified items. The inspection involved 32 inspector-
hours at the AE's office, and at Region III office by one NRC inspector. 

Results: Of the areas inspected, no items of noncompliance or deviations were 
identified. 



DETAILS 

1. 	Persons Contacted 

Meeting Held at Region III on May 24, 1983 

Commonwealth Edison Company (CECo)  

R. Rybak, Nuclear Licensing Administrator 
R. Mirochna, Engineer 

Nut ech  

B. J. Whiteway, Senior Director, Chicago Office 
C. H. Forehlich, Staff Consultant 

U. S. Nuclear Regulatory Commission, Region III 

W. D. Shafer, Chief, Branch 2, DPRP 
M. J. Jordan, Acting Chief, Projects Section 2C, DPRP 
D. H. Danielson, Chief, Materials and Processes Section, DE 
I. T. Yin, Senior Mechanical Engineer, DE 

Meeting Held at Region III on June 10, 1983 

Commonwealth Edison Company (CECo)  

R. Rybak, Nuclear Licensing Administrator 
R. H. Mirochna, Engineer 

Nutech 

B. J. Whiteway, Senior Director, Chicago Office 
W. V. Weber, Engineering Director, San Jose Office 

U. S. Nuclear Reoulatory Commission - Region III 

D. H. Danielson, Chief, Materials and Processes Section, DE 
M. J. Jordan, Acting Chief, Projects Section 2C, DPRP 
I. T. Yin, Senior Mechanical Engineer, DE 

Inspection at Impell on July 25-26, 1983 

Commonwealth Edison Company (CECo)  

*E. R. Zebus, Project Engineer 

Impell  

R. A. Fortney Vice President 
*T. C. Chen, West Region QA Manager 
*W. Tschudi, Project Manager 



*W. S. Mcleod, Lead QA Engineer 
*J. B. McCarthy, Manager, Operations 
*S. M. Jaffer, Section Manager 
0. W. Zuniga, Supervisor 
*C. A. Cole, Section Manager 

- *C. Y. Wong, Supervising Engineer 
W. D. Gallo. Section Manager 

*R. A. Ayres, Corporate QA Manager 
W. J. Wagoner, Senior Engineer 

*Denotes those attending the management exit meeting on July 26, 1983. 

Inspection at Nutech on July 27-28, 1983  

Commonwealth Edison Company (CECo)  

**E. R. Zebus, Project Engineer 
**R. Mirochna, Engineer 
**D. Skoluib, Engineer 

Nutech 

**R. H. Buchholz, Project Director 
**B. J. Whiteway, Senior Director 

J. D. Cioffoletti, QA Administrator, Chicago Office 
**W. E. Booth, QA Manager 
**A. K. Moonka, Project Manager 
**T. J. Victorine, Project Manager 
**A. G. Brnilovich, Project Manager 

Meeting Held at Region III on August 19, 1983 

Commonwealth Edison Company (CECo)  

D. Farrar, Nuclear Licensing Director 
B. Rybak, Nuclear Licensing Administrator 
E. R. Zebus, Project Engineer 
R. H. Mirochna, Engineer 

Impell  

W. Tschudi, Project Manager 

U. S. Nuclear Regulatory Commission - Region III 

R. L. Spessard, Director, Division of Engingeering 
W. S. Little, Chief, Engineering - Branch II 
D. H. Danielson, Chief, Materials and Processes Section 
R. D. Walker, Chief, Project Section 2C 
I. T. Yin, Senior Mechanical Engineer 

**T. P. Khatua, Engineering Manager 
**T. Soo Hoo, Engineering Manager 
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**N. A. McClean, Engineering Manager 
R. E. Wise, Project Engineer 
W. V. Weber, Engineering Director 

**R. H. Smith, QA Audit Supervisor 
Herlekar, Unit Supervisor 

**Denotes those attending the management exit meeting on July 28, 1983. 

2. 	Licensee Action on Previous Identified Items  

(CLOSED) Violation (237/82-08-03): Inadequate licersee CCSW check valve 
slamming evaluation. In discussions with the licensee representatives, the 
inspector was informed that system operation procedures had been modified 
and the licensee had observed the implementation for more than twenty times 
during the last six months. In addition, that CCSW lines experienced no 
adverse slamming actions. During the first two actuations, the site staff 
observed no detectable transients and line movements. 

(CLOSED) Unresolved Item (237/82-21-01; 249/82-22-01; 254/82-17-01; 
265/82-19-01): Review of Nutech torus modification procedures. The 
inspector selected COM-11-001, "Design Specification for Torus Attached 
Piping Analysis and Modifications, Dresden Nuclear Power Station Units 2 & 3", 
Revision 2, dated March 30, 1983 (for torus external piping design) for 
review. The specification did not include design provisions for torus 
penetration localized flexibilities. During review of this matter the 
Nutech staff presented the inspector with procedure, 141(1-03-121, "Mark I 
Piping Analysis Guidelines", Revision 1, dated May 1983, where the following 
computer programs were prescribed for various pertinent analytical computa-
tions. 

. STARDYN: Torus Shell 

. PISTAR: 	Piping Analysis 
• COMDOF: 	Decoupling torus and piping vibration mode shapes 
. MODSUP: 	Pipe penetration computer anchor flexibility corrections 

The inspector selected Dresden 2 ECCS Ring Header (with anchor at line, 
Node No. 303B) calculation performed on November 17, 1982, for verification 
and observed that anchor flexibility had been factored into the piping 
stress analysis. 

(CLOSED) Unresolved Item (237/62-21-03; 249/82-22-03; 254/82-17-03; 
265/82-19-03): Inadequate Nutech IEB 79-14 procedure. The inspector 
reviewed project instruction, COM-PI-008, "Piping Operability Assessment", 
Revision 1, dated September 23, 1982, and considered that the concerns 
raised by the inspector had been effectively corrected and resolved. 

(CLOSED) Violation (237/82-21-04; 249/82-22-04; 254/82-17-04; 265/82-19-04): 
Inadequate Nutech internal QA design audits. The inspector reviewed the 
upgraded Quality Engineering Procedure, QEP 18-2, "Audits, Surveys and 
Corrective Action", Revision 2, dated April 27, 1983, and considered it to 
be acceptable. The inspector reviewed one of the recent internal audits, 
Report No. COM-83-02, conducted on April 20-29, 1983, involving audits of 



document control, design control (input, verifications), calculations, 
tracing, records, correspondence control, and project planning relative 
to the CECo projects COM-25 to 28. The inspector considered the audit 
plans and checklists to be adequate, and the execution effective. The 
Audit Finding Report (APRs), No. 83-065 to 83-072, issued on June 7, 
1983, had been responded to by the project staff on time (June 27, 1983), 
and the QA department acceptance and verification of project corrective 
actions had been meaningful and forceful. 

(CLOSED) Unresolved Item (237/83-06-01; 249/83-05-01; 254/83-04-01; 
265/83-04-01): CECo had not been completing the Region III Confirmatory 
Action Letter (CAL), dated July 14, 1982, Item 1 requirements in accordance 
with the schedule. A Region III letter, from Director, Division of 
Engineering to CECo Vice President, dated May 18, 1983, addressed the situa-
tion and accepted the licensee revised completion schedules. 

(CLOSED) Unresolved Item (237/83-06-02; 249/83-05-02; 254/83-04-02; 
265/83-04-02): Inadequate Nutech design review requirements. The inspector 
reviewed Nutech QEP 3-4, "Design Verification", Revision 1, dated February 4, 
1983, and considered that design reviews had been upgraded and elevated to 
the corporate level, subsequent to the deficiencies that were first observed 
relative to the CECo torus modifications and IEB 79-14 evaluation projects. 

(CLOSED) Unresolved Item (237/83-06-03; 249/83-05-03; 254/83-04-03; 
265/83-04-03): Nutech upgrade of design review was only applicable to large 
bore piping analysis. The inspector reviewed COM-PI-018, "Design Verifica-
tion Documentation", Revision 1, dated May 16, 1983. The procedure had been 
extended to include design review for all CECo projects including large bore 
piping, small bore piping, torus vent system external and internal structure 
evaluations and modifications. 

(CLOSED) Unresolved Item (237/83-06-04; 249/83-05-04; 254/83-04-04; 
265/83-04-04): Nutech upgrade of design review did not extend to the 
previously performed analyses. The inspector reviewed: (1) Nutech 
COM-23-527, "Design Verification Report for Mark I Containment Program 
Piping Analysis and Modifications for Quad-Cities 1 and 2, and Dresden 2 
and 3 Nuclear Power Stations", Revision 0, dated July 26, 1983, and (2) 
Nutech COM-02-365, "Design Verification Report for Mark I Containment 
Program Structural and Systems Projects for Quad-Cities 1 and 2, and Dresden 
2 and 311 , Revision 0, dated July 15, 1983, and had no adverse comments. The 
inspector considered the licensee/Nutech actions to perform design reviews 
of the calculations completed prior to upgrading the procedure, to ensure 
correctness and reasonableness, to have been sufficient. 

_ (CLOSED) Violation (237/83-06-05; 249/83-05-05; 254/83-04-05; 265/83-04-05): 
Lack of procedure to: (Part a) ensure NUREG-0661 requirement were met, and 
(Part b) delineate under what conditions a simplified base plate analysis 
can be utilized. The inspector reviewed: (1) Table 1, "Governing Penetra-
tion Load Combinations and Service Levels", contained in Nutech COM-28-046, 
"Design Specification for Suppression Chamber Piping Penetration Reinforce-
ment Modifications, Dresden Nuclear Power Station Units 2 S 3", Revision 1, 
dated May 1983, (2) COM-27-035, "Design Specification for Suppression 
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Chamber Piping Penetration Reinforcement Modifications, Quad-Cities Nuclear 
Power Station Units 1 & 2", Revision 2, dated May 1983, (3) Appendix A, 
"Baseplate Analysis Procedure" contained in Nutech 141(1-03-121, "Mark I 
Piping Analysis Guidelines", Revision 2, dated May 1983, and (4) a verifi-
cation of ION EL-82-036 (comparison with finite element analysis results) 

- that was contained in Nutech File No. 08.3205.4923, "Simplified Analysis of 
Base Plate and Anchor Bolts for Pipe Supports", dated June 3, 1983, and 
considered the issues resolved. 

(CLOSED) Violation (237/83-06-06; 249/83-05-06; 254/83-04-06; 265/83-04-06): 
Inadequate document control: (Part a) use of Inter-Office Memorandum (IOM) 
to document procedural requirements; and (Part b) use of an unapproved SRVDL 
design interface procedure: 

Part a: 	The inspector reviewed: (1) Nutech COM-PI-U20, "Control of Design 
Information for Pipe Support Design Analysis", Revision 0, dated 
May 6, 1983, which requires listing of the approved and controlled 
IOM's. The Design Information Log was used as a control means. 
In addition, the inspector reviewed C0M-23-515, "CECo Pipe Support 
Design Information Internal Memos", Revision 0, dated June 22, 1983, 
which was put together to resolve one of the CECo technical QA 
audit findings. To prevent recurrence of similar problems, two 
instructions were issued by the Nutech management, i.e.: 
(1) Nutech IOM, PCR-83-001, from the Senior Director of Engi-
neering to all Engineering Managers and Directors, Subject: 
Implication of Recent NRC Audit of CECo, and (2) Nutech IOM, 
WEB-83-154, dated June 7, 1983 from the Corporate QA Manager to 
all Engineering Managers, Subject: Follow-up Action on NRC 
Findings. The IOM required feedback and signoffs from all 
affected Engineering Managers. 

Part b: 	The inspector reviewed the 10M, from Project Manager to QA 
Manager, "Nutech/S&L Interface Agreement Review Previous Work 
for Compliance". The document showed that all interface documents 
had been checked to ensure that interface approvals were obtained. 

(CLOSED) Unresolved Item (237/83-06-07; 249/83-05-07; 254/83-04-07; 
265/83-04-07); Use of S&L SRVDL preliminary load data in Nutech support 
design. The inspector reviewed: (1) Nutech IOM, CSG-83-073, from Unit 
Supervisor to Project Manager, "Comparison Between the Final and Preliminary 
SRVDL Interactive Loads", dated June 3, 1983, and (2) Nutech File No. 64.305. 
2020, Quad-Cities 1 & 2 Mark I Program Plant Unique Analysis, "Ring Girder 
Interactive Loads Calculation Package", where Section 3.0, dated April 30, 
1983, stated that an evaluation was made to determine the difference between 

_ preliminary and final S&L interactive loads, and that the 10% increase in 
DBA III loads was considered to be within the engineering accuracy limits. 

The inspector has no further questions. 	• 

(CLOSED) Unresolved Item (237/83-06-08; 249/83-05-08; 254/83:0A-08; 
265/83-04-08): Clarification was required to ensure that the S&L 
analysis of the SRVDL system met NUREG-0661 requirements. Subsequent to 
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the inspection conducted at Nutech, the licensee forwarded to Region III 
a letter, "SRVDL Analysis", dated August 10, 1983, addressing the S&L 
design methodology justififyirg the use of typical calculations for 
multiple pipe runs and the application of decoupling of dry well and wet 
well computer piping stress analyses. The inspector reviewed the CECo 

- submittal and considered the matter resolved. 

(CLOSED) Violation (237/83-06-09; 249/83-05-09; 254/83-04-09; 265/83-04-09): 
Inadequate CECo audit of Nutech. Meetings were held at CECo corporate 
offices on May 23, 1983, and June 29, 1983. The inspector considers the 
recent CECo technical QA audit of Nutech, conducted on June 6-8, 1983, 
Audit Report No. QA-20-83-28, to be substantial. CECo involvement in the 
resolution of technical issues has improved. 

(CLOSED) Violation (237/83-12-01; 249/83-10-01; 254/83-13-01; 265/83-11-01): 
Pipe guide was modeled as pipe anchor in Impell (previously EDS) analysis. 
In review of the documents and in discussions with the staff, the inspector 
observed 1mpell's verification of (1) analysis, (2) as-built drawings, and 
(3) walkdown data to ensure concurrence. Further, the Impell staff reviewed 
Bergen-Patterson EA-3 strut clamps to ensure no misapplications per ARC 
Information Notice No. 83-13, "Design Misapplication of B-P Standard Strut 
Restraint Clamp", dated March 21, 1983. As a result of the review, which 
consisted of a total of 73 anchors and 3-way stops at Dresden 2 & 3, and 
Quad-Cities 1 and 2, no additional discrepancies, similar to the one 
revealed in Calculation Q1-PSUPP-01C, were identified. The inspector further 
reviewed restraints: (1) 3-way stop at Node Point 54 of Analysis 
Q1-CRDS-058 (c), (2) 3-way stops R-164 and R-176 of Analysis Qa-STGA-03C, 
and (3) 3-way stop 3-1603-4 of Analysis D3-PSUPP-01C, and found no items of 
noncompliance or deviation. 

(CLOSED) Violation (237/83-12-02; 249/83-10-02; 254/83-13-02; 265/83-11-02): 
Lack of evaluation of Seismic Anchor Movement (SAM) effects on pipe supports 
and restraints near the decoupled piping run/branch connections. Among the 
44 decoupled connections, new restraints on the branch line were added on 
10 connections. Among the 10, 8 were with SAM of less than 1/16", and were 
qualified by engineering judgment. The other 2 with SAM (SSE) of 2.629" and 
0.3" were evaluated to be within the code stress allowables. The inspector 
stated his concern relative to the other 34 decoupled connections, and 
selected the following lines with significant SAMs for review and evaluation: 

Branch Line Run Pipe SAM (SSE) 

1-1066-3" 1-1012A-16" 0.569" 
1-1067-3" 1-1010-18" 0.376" 
1-1067-3" 1-1010-18" 0.433" 
1-1086-6" 1-1010-18" 0.533" 
1-1086-6" 1-1010-18" 1.824" 

Impell reviewed the above lines and concluded that all SANS were acceptable, 
except the 1.824" movement. The affected pipe guide 1-1086-R-225 (a set of 
two rigid restraints) was contained in Impell Calculation No. Q1-RHRS-14B(C), 
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"RHRS Line 1-1086-6" from Line 1-1010-18" to Blind Flange", dated March 23, 
1982. In discussions with the responsible staff it was agreed that Impell 
will either remove one the of rigid struts and ensure stresses will still 
be within acceptable code limits or re-calculate the branch and run pipe 
as one system without applying de-coupling design rules. The inspector 
concurred with the licensee planned resolution. 

3. Licensee Action on IE Bulletins  

(CLOSED) Bulletin (237/79-14-BB; 237/79-14-1B; 237/79-14-28; 249/79-I4-BB; 
249/79-14-1B; 249/79-14-23; 254/79-14-BB; 254/79-14-1B; 254/79-14-2B; 
265/79-I4-BB; 265//9-14-1B; 265/79-14-2B): Seismic Analysis for As-built 
Safety Related Piping Systems. As a result of this followup review and 
previous reviews, the inspector considers that all pertinent issues and 
findings relative to IEB 79-14 have been resolved. 

4. Functional or Program Areas Inspected  

a. 	Impell Blume Criteria "No Action Supports" 

During a meeting held at Region III on July 8, 1983, the Vice 
President of CECo informed the Region III staff that there were 
approximately 2,000 supports designed under the original Blume 
criteria that had not been evaluated by Impell during the IFS 
79-14 evaluations. The reason for no action taken for these 
supports (No Action Supports (NASs)) was that the piping where 
the NASs were installed met the Blume rigid span criteria during 
the piping stress analysis review. Based on the experience 
gained by Impell in checking the original support design, that 
was without calculation documentation and that subsequently 
required modification to the existing installations, the licensee 
has committed to upgrade these NASs to the FSAR design requirements 
with necessary backup computations and/or justifications. 

During the inspection conducted at Impell, the inspector was 
informed that approximately 60% of the Blume piping supports 
evaluated by Impell in the past required modifications. These 
modifications were required to upgrade the supports because (1) 
spans exceeded the span criteria (approximately 70%) and (2) 
loads increased (approximately 30%). The inspector was further 
informed that only 950 (excluding non-safety supports) NASs were 
in existence and these were spread essentially evenly among the 
Dresden 2 iS 3, and Quad-Cities 1 and 2 units. Among the 950 NASs, 
it was anticipated that 450 will require modification or replacement. 
Among the 950 NASs, 390 are located within the Hot Shutdown Path (HSP) 
piping systems, which include Diesel Generator Service Water and 
Residual Heat Removal. The tentative schedule for analysis and field 
work completion for both inaccessible and assessible sysrems were 
also discussed during the inspection. 

As a result of the discussion and reviews, the inspector-itated that: 
(1) the intent the of Region III CAL, dated July 14, 1982, which 
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required CECo to analyze and modify all HSP systems including 
suspension systems for that path to meet FSAR requirements on or 
before February 15, 1983, did not appear to have been met, (2) 
the proposed schedule completion dates did not assign priority 
to early completion of HSP support systems, and (3) the overall 
task completion schedule was extended far beyond the original 
estimated project completion dates. 

A meeting was held at the Region Ill office with responsible personnel 
from CECo and Impell on August 19, 1983. A presentation was given by 
the licensee's staff. Materials provided include: (1) Blume criteria 
support design criteria, (2) Blume criteria support evaluation safety 
significance, and (3) proposed schedules for piping analysis, support 
design, and construction completion for Hot Shutdown Path (6SP) systems, 
and the rest of the NAS modifications. Information relative to planned 
plant outage schedules, and the fact that there are no inaccesible HSP 
NASs in any of the four plants were also provided during the presenta-
tion. 

At the conclusion of the meeting, CECo was requested to provide the 
Region III staff with, the following additional material for their 
evaluation: 

(1) A revised schedule for completion of the NAS design analysic and 
subsequent modifications including justification for the extended work 
completion schedules. 

(2) The safety significance of operating the units with NASs until 
they are possibly modified. An operability analysis will be 
performed for 6 to 10 of the NASs with results provided Region 

(3) Clarification on the handling of non-safety NASs that are 
included as a part of the safety related piping stress analysis. 

(4) Updated program procedures for the design and modification 
of these NASs. 

(5) Reasons and/or rationale for CECo's belief that they have 
met the Region III CAL, dated July 14, 1982, requirements. 

This is a open item (237/83-23-01; 249/83-20-01; 254/83-22-01; 
265/83-21-01). 

_ b. 	Dresden 3 Missing Snubber from ECCS Suction Header  

The Region III staff met with CECo representatives on May 24, 1983, 
and on June 10, 1983 to evaluate the safety significanceeof a recent 
incident at Dresden 3 where a snubber was found removed from the ECCS 
suction header from the torus. The event was documented in LER 
83-26/01T-0 dated May 17, 1983. 
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During the May 24, 1983 meeting, the licensee was not able to present 
sufficient engineering design and analysis records to enable the 
inspector to complete his evaluation. Specifically, (1) piping calcu-
lations justifying that the snubbers were not necessary for the seismic 
events, including manual computation of spring stiffness at the rigid 
restraint attachments to torus wall plates, and (2) the computer stress 
analysis printouts were not available. 

The subsequent meeting held on June 10, 1983, resolved the issues 
discussed during the May 24, 1983 meeting. The computer calculations 
were verified to be acceptable in the area of the input spring rate, 
the OBE vertical forces and displacements, and the piping dead weight 
rigid restraint loads. The validity of the no snubber case computer 
calculations performed in 1980 showing snubbers were not required for 
the OBE and the SSE conditions was verified. Since the condition 
being evaluated involves only one missing snubber, it is the inspector's 
conclusion that the 1980 analysis bounds this condition and that the 
missing snubber could not have adversely reduced the existing FSAR 
design conditions. We have no further questions with regard to this 
analysis. 

Concerns regarding the adequacy and timeliness of the evaluation and 
consideration of the need for technical specification changes are 
discussed in a separate inspection report (reference Report No. 
50-249/83-12). 

During this inspection (July 27-28, 1983) at Nutech, the inspector's 
review revealed that: (1) the design of rigid struts attached to the 
torus wall plates was changed to attach these struts directly to the 
concrete floors, (2) lateral snubbers were increased in sizes 
(capacities) and were attached to the reinforced torus saddle supports, 
and (3) additional 100 kip mechanical snubbers were installed and 
attached to the floor to take the hydrodynamic loads. The inspector 
reviewed the following essential analytical documentation: 

ECCS Ring Header Computer printout File No. 29.0201.0233, Job No. 
MUPPM1Y, User Name: NLJ 76 WC, dated November 4, 1982. The analysis 
involves calculation of hydrodynamic and seismic loadings. 

File No. 27.0200.2110-06, "Review of Dresden 2 ECCS Suction Header 
Snubber Motion", dated July 27, 1983. This file studies the effects 
of 100 kips snubber not locking up during the OBE/SSE event due to 
close proximity to the ECCS nozzle connection to the torus, but 
ensures the snubber lock up due to large hydrodynamic loadings that 
create large system movements. 

File No. 29.0201.0211, Drawing No. M-3202-31, "Released For Con-
struction Removal of Existing Strap Assembly", dated ray 19, 1983. 

No items of noncompliance or deviations were identified_as a result 
of the review. 
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5. 	Exit Interview 

The inspector met with licensee representatives at the conclusions of the 
inspections. The inspector summarized the scope and findings of the 

_ inspection, and stated that the licensee efforts relative to the implementa-
tion of IEB 79-14 requirements were considered to be substantial. As a 
result of this followup review and previous inspections, the inspector 
considers that all pertinent issues and findings relative to the IEB 79-14 have been resolved. 
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NUCLEAR REGULATORY COMMISSION 

REGION III 
799 ROOSEVELT ROAD 

GLEN ELLYN, ILLINOIS 60137 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

MAR 1 1984 

This refers to the routine safety inspection conducted by Messrs. 
D. H. Danielson, R. L. Cilimberg, and K. D. Ward of this office on 
September 20, 1983, and January 9-10, 1984, at the EPRI-NDE Center in 
Charlotte, North Carolina; December 20, 1983, and January 5, 1984, at the NRC 
Headquarters Bethesda, Maryland; and on August 4, September 16, October 5-6, 
12-13, 31, November 4-5, 15, December 7, 21, 1983, January 5, 9-10, 12 and 
February 2, 1984, at the Quad-Cities Station, Units 1 and 2, authorized by NRC 
Operating License Nos. DPR-29 and DPR-30, and to the discussion of our findings 
with Mr. N. Kalivianakis and others at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during the 
inspection. Within these areas, the inspection consisted of a selective exam-
ination of procedures and representative records, observations, and interviews 
with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of the 
date of this letter. Such application must be consistent with the requirements 
of 2.790(b)(1). If we do not hear from you in this regard within the specified 
periods noted above, a copy of this letter and the enclosed inspection report 
will be placed in the Public Document Room. 



Commonwealth Edison Company 
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We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

W. S. Little, Chief 
Engineering Branch 2 

Enclosure: Inspection Report 
No. 50-254/83-24(0E); 
No. 50-265/83-23(DE) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 

Superintendent 
DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

Rill 	RIII 	II RAO(  

n 
Ward/as 	a/on 	er 	Little 
03/01/84 	

S/j/ 



U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/83-24(DE); 50-265/83-23(DE) 

Docket Nos. 50-254; 50-265 	License Nos DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 
EPRI-NDE Center, Charlotte, NC 
NRC Headquarters, Bethesda, MD 

Inspection Conducted: August 4, September 16, 20, October 5-6, 12-13, 31, 1983 
November 4-5, 15, December 7, 21, 1983 
January 5, 9-10, 12 and February 2, 1984 

A SP 7# 
Inspector: K. D. Ward  

Date 

R. L. Cilimberg  
Date 

Accompanied By: D. 11..10anielson 
(October 5-6, December 20, 1983, and January 5, 1984) 

4790( Lea_, 
Approved By: D. H. Danielson, Chief 

Materials and Processes Section 

Inspection Summary 

Inspection on August 4, September 16, 20, October 5-6, 12-13, 31,  
November 4-5, 15, December 7, 21, 1983, January 5, 9-10, 12 and  
February 2, 1984 (Report No. 50-254/83-24(DE); 50-265/83-23(DE))  
Areas Inspected: Review of inservice inspection (1ST) activities, replacement 
of the reactor water cleanup (RWCU) system piping, torus modification, IE 
Bulletins, Licensee Event Reports (LER), erosion of pump casings of RHR Service 
Water, and meetings at EPRI-NDE Center and the NRC Headquarters. This 
inspection involved a total of 120 inspector-hours by two NRC inspectors 
including 12 inspector-hours onsite during off-shifts. 
Results: No items of noncompliance or deviations were identified. 

.3//f  
Date ' 



DETAILS 

1. 	Personnel Present at Various Activities  

Personnel Present at Quad-Cities Pre-ISI Meeting 

E. Potter, Chief, Level III, NDE, CECo 
T. Lihou, Assistant Technical Staff Supervisor, CECo 
H. Do, ISI Coordinator, CECo 
D. Zebranskas, ISI, CECo 
A. Jimenez, Assistant Regulatory Manager, Hartford Steam Boiler 
D. Harvey, Level III, LMT 
A. Morrongiello, Resident Inspector, NRC 
K. Ward, Reactor Inspector, NRC 

Personnel Present at EPRI NDE Center Charlotte, N.C., September 20, 1983 

G. Pherigo, NDE Training Manager, EPR1 
W. Swain, Level III UT, President ITL (Passed) 
M. Peacock, Level II UT, Technical ITL (Passed) 
J. Harrison, Level II UT, Technical ITL (Passed) 
R. Brinkley, Level II UT, Technical ITL (Failed) 
W. Collins, Senior Met. Engineer, NRC 
K. Ward, Reactor Inspector, NRC 

Personnel Present at IGSCC Inspection and Repair Program, NRC Headquarters 

Commonwealth Edison Company (CECo)  

***B. Rybak, Licensing 
***U. Abel, Manager Station Nuclear Engineer 
*W. Witt, NDE Level III 
*R. Tamminga, ISI Administrator 
*R. Baz, Assistant Superintendent, of Maintenance 
*J. Schterberg, Group Leader 
*M. Strait, Engineer SNAD 

**E. Potter, Chief NDE Level III 

General Electric (GE)  

P. Kison, Engineer 
*H. Watanbe, Engineer 

NUTECH Engineering 

***J. Charnley, Project Engineer 
*D. Pitcairn, Engineer, Director 
*R. Buchhalz, Project Director 
*H. Gustin, Project Engineer 
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Lambert Mac Gill & Thomas, Inc (LMT)  

*D. Harvey, NDE Level III 

Bechtel Corporation  

*E. Hill, Engineer 
*T. Lotko, Engineer 

NRC 

  

Bevan, NRR 
Hazelton, NRR 
Cheng, NRR 
flaw, NRR 
Gilbert, HQ 
Koo, HQ 
Danielson, RIII 
Ward, RIII 
Fairtile, HQ 
Witt, HQ 
Turovlin, HQ 
Hum, NRR 

*Personnel attending December 20, 1983 
**Personnel attending January 5, 1984 
***Personnel attending December 20, 1983 and January 5, 1984 

Personnel Present At EPRI NDE Center, January 9-10, 1984 

M. Behravesh, EPRI NDE Center 
G. Selby, EPRI NDE Center 
F. Becker, EPRI NDE Center 
T. Taylor, Pacific Northwest Labs 
R. Thompson, Ames Lab/Iowa State Univ. 
E. Igne, NRC/ACRS 
W. Hazelton, NRC/NRR 
C. Cheng, NRC/NRR 
W. Collins, NRC, HQ 
J. Durr, NRC, RI 
R. McBrearty, NRC, RI 
J. Coley, RI] 
B. Crowley, RU 
W. Key, RIII 
K. Ward, RIII 

Persons Contacted For Other Than Above  

Commonwealth Edison Company (CECo)  

*N. Kalivianakis, Station Superintendent 
*L. Gerner, Assistant Superintendent, Administrative Support and Service 



*C. Smith, QC Supervisor 
G. Tietz, Technical Staff Supervisor 

*N. Griseh, QA Engineer 
*H. Do, ISI Coordinator 
R. flax, Assistant Superintendent of Maintenance 
E. Potter, Chief, Level III, NDE Examiner 
J. Ford, QC Inspector 
D. Huizenga, QC Inspector 
W. Witt, Level III, NDE 
G. Price, Master Mechanic 

Universal Testing Laboratories, Inc. (UTL)  

A. Cella, Technical Director 
M. Kroning, NDE Level III 

NUTECH Engineer  

D. Pitcairn, Engineer Director 

Schneider Power Corporation (SPC)  

C. Hilster, Project Manager 
M. Crider, Welding Supervisor 

Morrison Construction Company (MCCo)  

W. Flesch, QC Supervisor 

Hartford Steam Boiler Inspection and Insurance Company 

F. Roose, ANII 

The inspector also contacted and interviewed other licensee and contractor 
employees. 

*Denotes those present at the final exit interview February 2, 1984. 

2. 	Licensee Action on IE Bulletins  

a. 	(OPEN) IE Bulletin 80-13 (254/80-13-01-BB; 265/80-13-01-BB): 
Cracking in core spray spargers. The inspector reviewed the response 
dated September 22, 1983. As required by Item 1 in the Bulletin, the 
Unit 2 Core Spray Spargers were visually inspected on September 10, 
1983, utilizing a remote underwater TV camera. The segment of piping 
between the inlet nozzle and vessel shroud was also inspected on each 
core spray loop. Adequate resolution was obtained with the 
underwater TV camera. No evidence of cracks was identified during 
the conduct of the above described inspection. At the next scheduled 
and each following refueling outage until further notice the above 
inspection will be performed on each Unit in accordance with the 
Bulletin. 
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b. (CLOSED) IE Bulletin 82-01 and Revisions 1 and 2 (254/82-01-BB; 
254/82-01-1B; 254/82-01-2B; 265/82-01-BB; 265/82-01-1B; 
265/82-01-2B): Alteration of radiographs of welds in piping 
subassemblies. For information only. The inspector verified that 
the licensee management received the IE Bulletin and that it was 
reviewed for applicability. This Bulletin is considered closed. 

c. (CLOSED) IE Bulletin 82-02 and Revision 1 (254/82-02-BB; 
265/82-02-BB): Degradation of threaded fasteners in the reactor 
coolant pressure boundary of a PWR. For information only. The 
inspector verified that the licensee management received the IE 
Bulletin and that it was reviewed for applicability. This Bulletin 
is considered closed. 

d. (OPEN) IE Bulletin 82-03 and Revision 1 (254/82-03-BB; 254/82-03-18; 
265/82-03-BB; 265/82-03-1B): Stress corrosion cracking in thick 
wall, large diameter, stainless steel, recirculation system piping at 
BWR plants. The inspector reviewed the final response for Unit 1 
dated December 1, 1982, and the inspector was informed that the 
response to Unit 2 will be included when responding to IE Bulletin 
83-02. (Ref NRC report 254/82-19; 265/82-22 on 82-03 activities.) 

e. (CLOSED) IE Bulletin 83-06 (254/83-06-BB; 265/83-06-BB): 
Nonconforming materials supplied by Tube Line Corp. CECo reviewed 
the lists of purchasing and receiving companies given in Attachments 
2 and 3 to the Bulletin. In addition CECo reviewed Station 
purchasing records for materials which may have been supplied by 
Tube-Line. 

The search of records has shown that sixteen 6-inch stainless steel 
elbows were purchased from Joliet Valve Co. in January, 1982. These 
elbows were installed on the Unit 2 Reactor Water Cleanup System 
suction piping. Four of these elbows were installed during February, 
1982. Disposition of the elbows is as follows: 

No. of Flanges 	Date Installed 

 

System 

     

     

4 	2/82 	Reactor Water Cleanup (Safety-Related) 
9 	N/A 	In Warehouse or Storeroom Hold Areas 
1 	N/A 	Used in Mockup 
1 	N/A 	Rejected to Scrap 
1 	N/A 	Rejected-To System Material Analysis 

Dept. (SMAD) for Destructive Testing 

16 Total 

One elbow, 6-inch 90 LR BUS WP-304, was tested by Commonwealth Edison 
to verify compliance with ASME SA-403 WP-304 and the original 
material test report furnished by Tube-Line. The elbow was subjected 
to both chemical and mechanical testing. As documented by SHAD 
Report M1343-83 dated April 18, 1983, the results of the tests 
indicated that the elbow material meets the chemical and physical 
requirements for ASHE SA-403 WP-304 as stated by Tube-Line Corp. It 
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was also determined by SHAD that the elbow was not in the sensitized 
condition. 

CECo stated that the elbows installed in the Unit 2 Reactor Water 
Cleanup suction piping are suitable for intended service, and 
continued safe plant operation is justified. Also those elbows held 
in storage are suitable for intended service and will be used as 
necessary. 

f. 	(OPEN) IE Bulletin 83-02 (254/83-02-BB; 265/83-02-BB) 
(CLOSED) Licensee Event Report No. 83-18/01T-0 
(CLOSED) Licensee Event Report No. 83-20/01T-0 
(CLOSED) Licensee Event Report No. 83-20/01T-1 
(CLOSED) Licensee Event Report No. 83-20/01T-2 
(CLOSED) Licensee Event Report No. 83-21/01T-0 
(CLOSED) Licensee Event Report No. 83-21/01T-1 
(CLOSED) Licensee Event Report No. 83-21/01T-2 
(CLOSED) Licensee Event Report No. 83-21/01T-3 
(CLOSED) Licensee Event Report No. 83-21/01T-4 

Stress corrosion cracking large diameter stainless steel 
recirculation system piping. 

A Pre-ISI meeting was held at the site August 4, 1983. (See 
attendance list paragraph 1.) The purpose of the meeting was to 
discuss with NDE contractors' Level III (LMT) any possible problem 
areas during the upcoming ISI of Unit 2 including the work on IE 
Bulletin 83-02. 

Four personnel from Independent Testing Laboratories Inc., (ITL) 
Seavey, Arkansas, arrived at EPRI to perform the NRC validation in 
accordance with the Bulletin 83-02 on September 20, 1983. The 
inspector observed the examination and three of the individuals 
passed the test using, EPRI, IGSCC Generic Procedure. 

ITL performed the "P" scan which used computerized ultrasonic 
examinations. The "P" scan consisted of the following units: 

Scanner, fully automatic with the scanner moving around the 
pipes on a chain. 

Semiautomatic where the operator moved the transducer in 
any direction. 

Keyboard, from which the operator controlled the complete 
system. 

Two video monitors, one displayed the normal "A" scan and 
the other provided the 3D images. There was also a 
minature video screen which the operator could view 
directly during scanning. The keyboard and the TV monitor 
had to be located within reach of the operator during the 
examinations. 
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Dual cassette storage, for the loading of programs into the 
microprocessor and the permanent recording of complete 
inspection data and results. 

Hard copy, unit for the production of paper copies shown on 
the TV monitor. 

Mobile Laboratory, to house the equipment. The entire 
system was portable and could be removed on a trolley 
system from the laboratory. 

The inspector also observed Universal Testing Laboratories, Inc. 
(UTL) on site demonstration of their computerized ultrasonic 
automatic inspection technique for the detection and 
discrimination of intergranular stress corrosion cracking 
(IGSCC) in pipe welds and the leak affected zone of austenitic 
materials. The equipment consisted of the following: 

Automatic mechnical devices which were temporarily attached 
to the outer surface of the pipe to be inspected, adjacent 
to the weld to be inspected. This device facilitates 
meandric movement of the search units. The direction and 
pattern of the movement was predetermined in order to 
insure complete coverage of the area examined. 
Semi-automatic devices could also be employed to insure 
complete coverage. 

These devices allow the operator to manually move the 
search unit while recording the position data and the UT 
data in the computer memory which was subsequently 
transferred to magnetic tape or discs. 

A micro computer was utilized to control the movement of 
the search units, the gate settings and the data were 
displayed on a screen and on print out in a "C" scan, "B" 
scan and amplitude displays. 

A pulse-echo ultrasonic instrument was employed, having a 
capability of generating and receiving frequencies of 1 to 
5 MHz including cable search units, couplant and 
calibration blocks. 

All indications were recorded on magnetic tape and were 
reproducible in hard copy form. All indications were 
displayed in a manner which allowed the operator to 
determine their position with relationship to the weld, 
their depth and their amplitude. All defects were recorded 
by the operator on a report form which become part of the 
official documentation package. 

UTL passed the test at EPRI in accordance with the NRC Bulletin 
prior to coming to the site. 



Lambert, MacGill, Thomas, Inc. (LMT) personnel performed the 
original ultrasonic examinations (UT) on the welds. If they 
were found to be unacceptable, CECo's Level III would evaluate 
the indication to determine if it was a crack. All the Level II 
and III personnel of LMT had passed the examinations at EPRI and 
the Level I's were qualified as follows: 

The inspector observed a class that was held to instruct the 
Level I UT examiners scheduled to work on the Unit 2 stainless 
piping examinations in the techniques of scanning and 
measurement required to accurately locate IGSCC indications. An 
eight hour class included lecture and performance practice 
sessions. The performance practice session was examining 
samples as directed by a Level II examiner. The Level I, in 
voice communication with the Level II observing the tester, 
scanned the part and made the measurements necessary for the 
Level II examiner to evaluate its condition. Three welded pipe 
segments with artifical flaws and two NNE pipe segments 
containing IGSCC were scanned in the performance training. Each 
contained three ID notches in or near the heat affected zone 
(MM) and one side drill hole (SDH) in the weld at mid wall. 
The Nine Mile Point segments had no previously documented flaws. 
Each sample was scanned by a Level III prior to the training and 
areas containing recordable indications noted. Each team was 
required to scan the samples as defined in procedure NDT-C-2, 
Rev. 13. The Level I and II jointly prepared the examination 
report. The sessions and the data reports were reviewed to 
assure that the Level Is would perform scanning and measuring 
operations as required by the procedure. 

Supplemental equipment and techniques were used to some extent 
to assist in the final resolution of indications. These include 
the EPRI developed ALN 4000 processing system for 
characterization of indications and the KUU creeping wave 
technique for discrimination of indications. 

ITL and UTL performed UT on weld Nos. 02-BS-S12 (28 1) 
02-AS-F14 (28"), 02-BS-F7 (28"), 02-F-S6 (12") and 02-J-F6 (12") 
for the comparison in reading with LMT. This is all of the work 
that was done on site by ITL and UTL. 

No items of noncompliance or deviations were identified. 
Details of the inspection of the licensee activities are found 
in the following Sections 3 through 8. 

3. 	Decontamination 

The decon of the recirculation suction and discharge of the pumping ring 
heads, cross ties and risers to the thermal sleaves was performed by 
London Nuclear personnel who have performed the same decontamination at 
Vermont Yankee, Nine Mile Point, Brunswick 2 and other sites. 
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CAN-DECON is a dilute, regenerative, chemical decontamination process for 
cleaning the interior surfaces of pipes and components of nuclear reactor 
systems. A small amount of a solid proprietary reagent, typically 0.1 
percent by weight, is added directly to the water in the system to be 
decontaminated. The chemicals dissolve and are circulated through the 
system, attacking the oxide deposits and releasing contamination from the 
surfaces. Once the contaminants are in the liquid, they are removed from 
the system by purification. Dissolved metals, such as iron, nickel, and 
cobalt are removed by cation exchange resin. In addition to removing the 
dissolved metals, the cation resin performs another important functon: 
conversion of the spent contaminated solution into a clean re-usuable 
form. This is regeneration. The regenerated solution is recirculated to 
the system, to be used over and over again as long as contaminants are 
still being removed. The decontamination is terminated by valving out the 
cation resin and valving in a mixed-bed column. The anion part of the 
resin removes the chemical reagents themselves and the cation part removes 
any remaining dissolved metals. At the end of the process, only 
demineralized water remains in the system, therefore, it can be 
immediately returned to normal operation. This application took seven 
days. The inspector observed the Can-Decon decontamination equipment in 
operation, reviewed flow diagrams of the equipment, PO, work request, and 
the CECo evaluation of material test data relevant to decontamination 
solution used. 

No items of noncompliance or deviations were identified. 

4. 	Induction Heat Stress Improvement (IHSI) 

INS' is defined as the practice of heating the outer surface of a pipe by 
induction techniques, while simultaneously water cooling the inner 
surface. The objective of this process is to relieve the inner surface of 
tensile residual stress in the vicinity of the weld and heat affected 
zone. It is applicable to joints which have been in BWR service, as well 
as joints which have not been in service. 

Ultrasonic examinations were performed on a sampling of weld joints in the 
recirculation and RHR system prior to the IHSI treatment. 

For flaws that were treated by IHSI, a crack growth analysis was performed 
assuming twice the measured flaw depth and a post-IHSI residual stress 
pattern. The flaw was considered acceptable without repair other than 
IHSI if: 

No crack growth resulted in the post-IHSI configuration, 

The requirements of IWB-3640 were met with the remaining pipe wall 
(assuming twice the measured flaw depth). 

The inspector observed the IHSI in operation on several welds. 

No items of noncompliance or deviations were identified. 
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5. 	NUTECH Analysis of Cracks 

Where different crack depths were determined by the several UT examiners 
of a weld joint, the deepest crack depth was used for the fracture 
mechanics analysis. The final resolution of each weld was provided to the 
station ISI Coordinator for record keeping and disposition of weld joints 
with flaws. 

The flaw descriptions were provided to the CECo Engineering Department for 
determination of the need for any repairs. NUTECH was contracted to 
perform fracture mechanics analyses and design weld overlays if needed. 

Each flaw indication was evaluated to determine whether a repair was 
necessary. IHSI was performed on welds with flaws that were deemed to be 
candidates to be left "as-is," whenever practical. Based on the post-TEST 
UT, a decision was made either to leave the flaw "as-is" or to perform a 
weld overlay repair. For flaws that were repaired by weld overlay, the 
overlay thickness (which was a function of flaw depth, flaw length, and 
applied stresses) was sufficient to provide ASME Section XI paragraph 
IWB-3640 margin. The purpose of each overlay was to arrest any further 
propagation of cracking and to restore original safety margins to the 
weld. 

The flaw evaluation and repair criteria was intended to meet the intent of 
the guidelines set forth by the NRC in recently issued SECY-83-267C dated 
November 7, 1983. 

A conservative method was used to demonstrate the adequacy of the weld 
overlay repair. All relevant UT indications are assumed to be twice the 
confirmed crack depth. The intermittent flaws were assumed to be 
continuous for these evaluations. The weld overlay was then designed such 
that the requirements were satisfied. Crack growth as a function of time 
was calculated assuming an infinitely long crack using the NUTECH computer 
program NUTCRAK. 

This evaluation approach has been used previously and has been reviewed 
and accepted by the NRC for Hatch Unit 2, Vermont Yankee, and Brunswick 
Units 1 and 2. 

The evaluation of a flaw or a weld overlay repair consisted of a code 
stress analysis per Section III and a fracture mechanics evaluation per 
Section XI. The effect of the repair on piping system was also evaluated. 

Weld overlay repair causes a small amount of radial and axial shrinkage 
underneath the overlay. The effect of the observed weld shrinkage on the 
affected piping system was evaluated using the NUTECH computer program 
PISTAR. 

The following parameters were used as input to the flaw evaluation: 

Flaw characterization based on UT inspection, 

Piping system stresses at welds from existing stress reports, and 
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Geometry and pipe wall thickness. 

The following steps were involved in design of a weld overlay: 

Applied stresses and flaw length were used to determine the allowable 
(IWB-3640) flaw size as a fraction of thickness (a/t), 

The ratio of twice the measured flaw size to the allowable flaw size 
was used to determine the overlay thickness required to meet IWB-3640 
criteria. 

No items of noncompliance or deviations were identified. 

6. 	Weld Overlay Repairs  

IGSCC identified were evaluated in accordance with the recently approved 
ASME Section XI Subarticle IWB-3640 acceptance criteria. For flaw 
indications which exceed these criteria, an engineered weld overlay was 
applied. 

The thickness of the weld overlay re-establishes the design margins called 
for in Subarticle IWB-3640. Additionally the weld overlay places the flaw 
in a compressive residual stress field thereby significantly retarding 
crack growth. 

The repairs met the requirements of the ASME Code, Section XI, 1974 
Edition with Addenda through Summer 1975. In addition, guidance was taken 
from the current Edition of Section XI including the recently approved 
Subarticle IWB-3640. 

As allowed by ASME Section XI, repairs were performed in accordance with 
the original Code of Construction and Design Specification referenced in 
Section 3, except as modified in Section 5, Repair Requirements. 

The welding filler metal used was Type 308L stainless steel. 

The design of the weld overlay were the original design margins using the 
Net Section Collapse methodology of Section XI Subarticle IWB-3640. 

Physical dimensions of the weld overlay were based on the flaw sizing and 
were shown on design drawings for each of the individual weld joint 
configurations. 

All welding was performed in accordance with welding procedure 
specifications written and qualified in accordance with ASME Section IX. 
The inspector observed some of this welding. 

All welders were qualified in accordance with ASME Section IX, the latest 
addition of the Code. 

The repair was exempt from postweld heat treatment. 
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The preparation, application, and examination of the weld overlay were 
described in the Station Traveler and procedures for the work. 

Each overlay was examined by the liquid penetrant (PT) method in 
accordance with the latest revision of Commonwealth Edison Procedure 
NDT-D. PT was extended to include base metal within one inch of each end 
of the overlay. 

An ultrasonic examination was performed in accordance with Commonwealth 
Edison Special Process Procedures to establish the soundness of the weld 
overlay and its fusion to the base metal. 

Ultrasonic examinations were performed to provide new baselines for 
Inservice Inspection. Ultrasonic examinations were performed in 
accordance with the latest revision of Commonwealth Edison Procedures 
written for ultrasonic examination of weld overlays. 

A system leakage test was performed as part of the normal inservice 
inspection program in accordance with Article IWA-5000 of AS ME Section XI. 

Code symbol stamping of the repairs was not required by ASME Section XI. 

All repair work was performed in accordance with Commonwealth Edison's 
Quality Assurance Program. Design was in accordance with the NUTECH 
Quality Assurance Program. 

The following records were reviewed and will be permanently maintained at 
the Station: 

Certified material test reports (CMTRs) for the filler material. 

Welding procedure specifications and qualification records (including 
General Welding Procedure). 

Records of welder and welding operator qualifications. The welders 
worked for the Great Atlantic and Pacific Pipe Welding and 
Construction Company, Inc., (GAPCo). 

Nondestructive examination procedures and personnel qualifications. 

Nondestructive examination reports. 

Section XI repair program. 

Certified design report for repair. 

Weld overlay data sheets. 

Code data report form. 

Welding Operator Log Sheet. 

Station Work Request. 
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• Maintenance Modification Approved Sheet. 

• Station Traveler. 

• Calibration records for certified measuring instruments. 

Final documentation checklist. 

No items of noncompliance or deviations were identified. 

7. 	Review of Procedures  

The inspector reviewed the following procedures: 

London Nuclear (LN) Decontamination Procedure, Section 2. 

LN Chemistry and Corrosion Monitoring Procedure, Section 3. 

LN Radiation Monitoring and Dose Control Procedure, Section 4. 

CECo Unit 2 Reactor Recirculation System Chemical Decontamination 
Administration Procedure No. QAP1100-76 Rev. 6. 

CECo Fluorescent Magnetic Particle Examination, NDT-B-I, Rev. 2. 

CECo, Ultrasonic Inspection of Pipe Welds, NDT-C-2, Revision 13. 

CECo, Ultrasonic Inspection of External Support Attachment Weld Areas 
of Piping. NDT-C-4, Revision 9. 

CECo, Ultrasonic Inspection of the Inner Radius of the Nozzle to 
Vessel Junction, NDT-C-10, Revision 7. 

CECo, Ultrasonic Inspection Flange Ligament Between Threaded Bolt 
Holes, NDT-C-11, Rev. 9 

CECo, Ultrasonic Inspection of Pressure Retaining Bolting Two Inches 
or Greater in Diameter, NDT-C-14, Revision 6. 

CECo, Ultrasonic Inspection of Control Rod Drive Return, Line Nozzle, 
NDT-C-26, Revision 0. 

CECo, Ultrasonic Inspection of Jet Pump Beam Assemblies, NDT-C-29, 
Rev. 0. 

CECo, Ultrasonic Examination of Reactor Vessel Welds to NRC 
Regulatory Guide 1.150 for Boiling Water Reactors, NDT-C-30, Rev. 0. 

CECo, Beam Spread and Refracted Angle Determination of NRC Regulatory 
Guide 1.150 for BWRs, NDE-C-31; Rev. 0 

CECo, Liquid Penetrant Examination, NDT-D-2, Rev. 3. 
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CECo, Visual Examination of Nuclear Reactor Coolant System 
Components, NDT-V-1, Rev. 4. 

NUTECH, Welding Procedure Specification No. WPS-8/8-T-001-SVO, 
General Welding Procedure for Welding Overlay, Rev. O. 

GE, IHSI Equipment Installation, No. QCS-IHSI-01, Rev. 1. 

GE, IHSI Equipment Preoperational Testing, No. QCS-IHSI-02, Rev. O. 

BE, Thermocouple Attachment and Removal, No. QCS-IHSI-03, Rev. O. 

GE, Coil Installation and Nine Alignment, No. QCS-IHSI-04, Rev. I. 

GE, IHSI Weld Treatment, No. QCS-IHSI-05, Rev.I. 

GE, Materials and Processes, No. QCS-IHSI-06, Rev. 1. 

GE Cleaning and Cleanliness Instructions, No. QCS-IHSI-07, Rev. 7. 

GE, Electrolytic Etching, No. QCS-IHSI-09, Rev. 1. 

GE, Induction Heating Stress Inprovement (IHSI) Process, No. 
P50YP214, Rev. 2. 

ITL, Weld Examination with "P° Scan Equipment, No. 9-2 Rev. 1. 

UTL, Ultrasonic Inspection of Stainless Steel Pipe for Intergranular 
Stress Corrosion Cracking, No. AUT-01, Rev. 1. 

UTL, Sizing Procedure of Intergranular Stress Corrosion Cracking. No. 
UTS-1, Rev. O. 

No items of noncompliance or deviations were identified. 

8. 	Observation of Personnel, Material and Equipment Certifications, Data 
Reports and Audits  

The inspector observed the work and had discussions with personnel during 
review of the IGSCC activities. These observations included calibration, 
performance of the ultrasonic examination, and the documentation. 

The inspector reviewed documents relative to the following items. 

Ultrasonic instruments, calibration blocks, transducers and UT 
couplant certifications. 

NDE personnel certifications in accordance with SNT-TC-1A 

Data reports including strip charts of scans. 

Audits and surveillances. 
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There were 225 welds ultrasonically examined and all were acceptable 
except as follows: The following are the results for the IE Bulletin 
83-02, IGSCC Shutdown, 1ST and IHSI. 
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An IGSCC inspection and repair program meeting was held at the NRC 

Headquarters, Bethesda, MD. December 20, 1983. (See attendance list 

paragraph 1). 

The NEC gave CECo an interim approval on all the work that had been done 

to date except for five welds that had not been overlayed. The five welds 

in question contained crack indications of a length greater than 1/3 of 

the circumference. Two of the welds were in the 12 inch risers, 02F-F6 
and 02J-F6, with the remaining three being 28 inch welds 02AS-F14, 

023S-F7, and 02BS-S12. These five welds remained in question due to a 

recent ACAS letter dated December 19, 1983. On the basis of that meeting 
Commonwealth Edison established a program for additional second and third 

party inspection of the five welds using more advanced Ultrasonic Testing 

(UT) procedures. Both parties, ITL and UTL, began their inspections using 
Shear Wave techniques and were in close agreement both in location and 

depth with the original inspections performed by LMT. Beyond the initial 

Shear Wave examinations UTL and ITL used a Crack Tip Diffraction and OD 

Creeping Wave to disposition the crack indications. Furthermore, UTL also 
used a newer technique-ID Creeping Wave on the crack indications. Neither 

ITL or UTL found any crack indications using the more advanced techniques. 
UTL, based on their review, determined that no cracks existed in the 
welds. ITL, based on their shear wave data, conservatively called the 

indications as cracks. 

The NRC requested CECo to clarify the differences between Commonwealth 

Edison and LMT inspection techniques. Basically, the inspection 
techniques are identical. A 45 degree shear wave is used for detection of 

crack indications, and a 60 degree shear wave is used for sizing. The 

only difference between the Commonwealth Edison and LMT procedure is that 

the Commonwealth Edison procedure stipulates that sizing is based on 50% 

of max amplitude whereas the LMT corporate procedure uses 25% of max 

amplitude. Nevertheless, the Quad Cities Unit 2 LMT sized all crack 

indications to at least 25% of max amplitude. 

Another meeting was held to discuss the NRC concerns on December 20, 1983. 

This meeting was also held at the NRC Headquarters, Bethesda, MD. CECo 

presented the UT results of the weld Nos. 02AS-F14, 02B5-F17 and 02BS-S12 

to the NRC. CECo had begun to overlay the two 12 inch welds due to the 

fact that the repair would have been relatively easy and not on the 

critical path. Welds 02F-F6 and 02J-F6 were overlayed using the 
conservative design basis of assuming a thru wall crack for a 3600  

circumferential extent. The NRC was in general agreement with CECo's 
position that the cracks were sized to the latest UT techniques, that the 

uncertainty in measured crack depth was reduced to a point where credit 

for the remaining wall section could be given and that the second and 

third party UT results allowed for the possibility of no cracks. However, 

due to the aforementioned ACRS letter, the staff concluded that this data 
was not conclusive. Due to the fact that any weld overlays were on the 

critical path CECo had subsequently made a decision to begin overlaying 
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02BS-F7. Upon further discussion with the NRC, it was agreed that if CECo 
removed a core sample from one of the other 28 inch welds and performed 
both an examination of the sample and a radiograph of the weld itself, and 
if it was determined that no indications were found, the weld overlays 
need not be completed. A sample was removed from one of the welds, 
02BS-S12, and both examination of the plug itself and the subsequent 
radiograph of the weld showed no indications. Based on these results, 
Commonwealth Edison believes that no IGSCC cracks exist in the five welds 
including the 12" welds that were overlayed. With agreement from the NRC, 
CECo proceeded to repair 0213S-512 in accordance with ASME Section X1 and 
left 02AS-F14 as is (IHSIed). At that time however CECo could not reach 
agreement with the NRC on the final disposition of 02BS-F7 which CECo had 
already begun overlaying. Finally, it was agreed that for 02BS-F7 the 
overlay process could be terminated when the resultant overlay met the 
structural requirements of two times the original crack depth estimate, a 
conservative assumption since it is believed that no crack presently 
exists. 

A trepan sample approximately 1 inch in diameter was cut from the weld, 
centered on a punch-mark made by the LMT Level III Examiner at the spot 
where the depth of the reflector was greatest, according to their shear 
wave examination. The spot was 241/2  inches from the zero point, at 3/8 
inch from the weld center line. The sample was examined visually, as was 
the side of the hole, for any evidence of cracks and none were found. The 
sample was then given a liquid penetrant test, but again, no evidence of 
cracking was found. It was then sectioned across the weld, and cut face 
polished and etched, and then examined on the metallograph. The weld 
fusion line was clearly evident over the entire sample thickness; with 
sharp, decidedly different microstructure for the weld versus the parent 
metal. No cracks were found on the sample. 

A 360° radiographic examination was made of the weld, using an irridium 
source, of 55 curies strength, at 14 inch source-to-film distance, in the 
single-wall mode and using R-type film. A number 17 penetrameter was 
used, providing much greater sensitivity than required by ASME Code. Both 
holes in the penetrameter were visible on all six radiographs. Only one 
circumferential indication was found. It was 3/16 inches long, 5/16 
inches from the weld centerline on the pipe side at 55 inches from the 
zero mark, and very faint. Borescopic examination of the I.D. at this 
location showed a tool mark of approximately the same size in the same 
location. Therefore CECo concluded from both the pipe sample and 
radiograph results that no indication of IGSCC cracks existed in this 
weld. The inspector also reviewed the radiographs, data and visually 
examined the core sample. 

The 0.0. "creeping wave" (0.D.CW) is a surface longitudinal wave induced 
in the 0.0. surface of the pipe, that gradually curves downward into the 
wall until it straightens out at 70 degrees to the vertical, then proceeds 
on a straight path until it either impinges on a crack or bounces off of 
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the I.D. surface. This induced straight beam wave will not reflect off of 
geometry, such as root bead, nor will it be reflected by a metallurgical 
reflector. If it is directed into the wall and produces no indication on 
the CRT screen, there is no crack lying on its path. If it does cause a 
CRT indication, this will be evidence that there is a through-wall crack 
extending upward to 50% or more of the wall thickness, extending into the 
beam path. I.D. "creeping wave" (I.D.CW), on the other hand, is designed 
to initiate a longitudinal surface wave at the I.D. surface via the mode 
conversion of a 30 degree shear wave striking the I.D. surface. A CRT 
indication produced by the I.D.CW will show that a crack originates at the 
I.D. and penetrates up to about 50% through the wall. Normally, the 
I.D.CW scan would be run first and if it indicated a crack going to 50% 
through-wall, the O.D. CW would then be used to determine approximately 
how much more than 50% of the crack extends into the wall. 

Crack tip diffraction is based on a totally different principle. 
Ultrasound striking a crack at the tip, causes a distortion in the sound 
field right at the tip that can be detected at the 0.0. surface with a 
suitable transducer. While it works well on straight open cracks, such as 
fatigue cracks, it does not usually work on many IGSCC cracks. Where it 
does produce a CRT screen indication, however it gives the most precise 
location of the crack tip of any of the techniques described here. 

The traditional 45% shear wave scan is very good for finding reflectors, 
and when used in conjunction with 60% shear wave, it can give reasonable 
sizing accuracy in the hands of an experienced UT practitioner. 
Unfortunately, it is also very good for finding root geometry, and it is 
often very difficult to discern the differences between a crack and such 
geometry, leading to false calls both ways, under the same circumstances. 
Additionally, these shear wave scans are also sensitive to "phantom" 
reflectors. These are planes between volumes of Materials of slightly 
different sonic properties, which will reflect varying amounts of 
shear-wave sound and produce a CRT screen indication that cannot be told 
from a true crack. Such semi-reflectors generally occur at the weld 
fusion line and usually are related to the welding parameters used. 
Longitudinal wave sound is ordinarily much less sensitive to these 
metallurgical reflectors, which provides a way of separating cracks from 
root geometry and the phantom reflectors, by means of the I.D.CW scan. 

A meeting was held January 9-10, 1984, at EPRI-NDE Center, Charlotte, NC, 
for the purpose of establishing a grading criteria for the practical 
ultrasonic examination (UT) of the IGSCC Sizing Course. (See attendance 
list paragraph 1.) 

There have been three training sessions completed consisting of forty 
people from various companies, and there were not grading criteria to 
determine who passed the course. The forty people that took the test were 
most of the best qualified people in the nation. 
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An interim decision was made to have ten samples for the students to 
examine. Eight of the samples must have readings not over a +25% and not 
less than a -15% of the actual readings. Also one call was allowed any 
place over the +25% and one call was allowed to be below -15% at a 
reasonable amount. The forty students were graded with the above criteria 
and only nine students passed. 

NRR requested the grade of the 40 students to review for possible changes 
of the criteria so that more personnel could pass the test. 

CECo will submit the final response in the near future, and Region III 
will evaluate their response at that time. 

No items of noncompliance or deviations were identified. 

9. 	Torus Modification 

General  

References: 

Region III Report Nos. 50-254/79-19; 50-265/79-16 (Torus 
Modification) 

Region III Report No. 50-254/79-29; 50-265/79-26 (Torus Modification) 

Region III Report Nos. 50-254/80-03; 50-265/80-05 (Torus 
Modification) 

Region III Report No. 50-254/80-15; 50-265/80-18 (Torus Modification) 

• Region III Report No. 50-254/80-23; 50-265/80-25 (Torus Modification) 

• Region III Report No. 50-254/82-19; 50-265/82-22 (Torus Modification) 

Unit 2 modification was completed this outage and Unit 1 may be completed 
next outage. The following items remain to be completed for Unit 1: 

. 	SRV Stiffeners 

Stiffener for ring girder 

Change out T quencher guide bolts 

Reinforcement of vent line in torus 

Redesign of SRV vent hangers. 
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Morrison Construction Co. (MCCo) performed the modification, and U.S. 
Testing performed the magnetic particle examinations. 

Procedure Review 

The inspector reviewed the following procedures: 

MCCo, Material Receipt Inspection and Storage Control, Section 6, 
Rev. O. 

• MCCo, Construction Process Control Section 7, Rev. O. 

MCCo, Special Processes, Section 8, Rev. O. 

MCCo, Nondestructive Examination Section 9, Rev. O. 

MCCo, Calibration of Tools and Instruments, Section 10, Rev. O. 

MCCo, Quality Assurance Record Control Section 11, Rev. O. 

• MCCo, Quality Assurance Audits Section 14, Rev. O. 

MCCo, Training Program, Section 15, Rev. O. 

MCCo, QA Manual Edition 3, Rev. 1. 

MCCo, Qualification of Welders, QSPC-4, Rev. 1 

MCCo, Qualification and Certification of NDE Personnel NDE-PQC-1, 
Rev. 4. 

Personnel, Material, and Equipment Certifications  

The inspector reviewed magnetic particle materials and equipment and NDE 
personnel certifications in accordance with SNT-TC-1A, 1975 Edition welder 
certifications in accordance with ASME Section IX, 1980 Edition, Winter 
1982 Addenda. 

Observation of Work and Review of Surveillance and Data Reports 

The inspector observed welders welding on the ECCS Suction strainers, 
toured the Morrison storage area and reviewed the following documents: 

Receiving inspection reports 

Po's 

QA Surveillances 
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QA Audits 

Travelers, inprocess and completed 

• Drawings 

• Weld and NDE data reports 

No items of noncompliance or deviations were identified. 

10. Reactor Water Cleanup System Piping (RWCU)  

(CLOSED) Licensee Event Report No. RO 83-18/01T-0. On October 11, 1983, 
ultrasonic examinations of the RWCU piping welds were being performed as 
required by the Inservice Inspection program, and the NRC Confirmatory 
Order. A lk inch long, 20 percent through-wall linear indication was 
discovered in weld 12S-S27, which is located outside the primary 
containment between the penetration and the outboard containment isolation 
valve. The linear indication was located between the containment 
isolation valves, and could have been isolated from the Reactor and the 
Clean-up System if necessary. The weld was cut out, replaced by 4 welds 
because of the location and configuration and found to be acceptable. The 
inspector reviewed the radiographs of the welds. The RWCU line inside 
containment was replaced in the same basic configuration as the original 
routing. (Ref. NRC Report 254/82-19; 265/82-22). The previous line No. 
2-1202-6A was removed from line No. 2-1025-20A to just downstream at valve 
No. MO-2-1201-2 (in order to take offset out of line) and replaced with 
new pipe and fittings back upstream to the new maintenance valve. 

Schneider Power Corp. (SPC) performed the fabrication, and U.S. Testing 
performed the liquid penetrant examinations and radiography in accordance 
with CECo procedures. 

Program and Procedure Review  

The inspector reviewed the following program and procedures: 

SPC, Inspection Plan, No. IP-W-01 

SPC, Visual Inspection Procedure No. VT-140-1 

SPC, General Welding Procedure No. 100 

SPC, Welding Procedure Technique No. 30711, Rev. 0 

SPC, Welding Procedure Procedure Qualification Test Report WPS No. 
SP13V309, Rev. 0 

CECo, Radiographic Examination, NOT-A, Rev. 8 
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CECo, Radiographic Acceptance Criteria For Welds , NDT-Al Addendum, 
Rev. 7 

• CECo, Liquid Penetrant Examination, NDT-D, Rev. 9 

• CECo, Liquid Penetrant Acceptance Criteria, NDT-01 Addendum, Rev, 5 

Certifications, Data Reports and Surveillances  

The inspector reviewed the following: 

NDE personnel certifications in accordance with SNT-TC-1A 

• Welder certifications 

Travelers 

• Welding reports 

• Receiving inspection reports 

NDE reports 

CECo surveillances 

PO 

• Data reports 

• Metallurgical Material Analysis Report 

• Liquid penetrant material certifications 

Review of Radiographs and Observation  

The inspector observed welding on several welds and reviewed radiographs 
of the following welds and found them to be acceptable. 

WR No. Q25444  

Weld No. 	Weld No. 	Weld No. 	Weld No.  

SW-1 	SW-5 	SW-9 	FW-3 
SW-2 	SW-6 	SW-10 	FW-4 
SW-3 	SW-7 	FW-1 	FW-5 
SW-4 	SW-8 	FW-2 
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WR No. 25445  

Weld No. 	Weld No. 	Weld No.  

FW-1 	SW-1 	SW-2 

Welds that replaced weld 12S-S27 are the following: 

WR No. Q31525  

Weld No.  

SW-3 

    

Weld No.  

 

FW -1 

  

WR No. 30722  

Weld No. 	Weld No.  

SW-2 	FW-5 

Weld No.  

 

SW-1 

  

No items of noncompliance or deviations were identified. 

11 	Inservice Inspection  

General  

CECo and LMT performed the 1ST in accordance with AS ME Section XI, 1974 
Edition, Summer 1975 Addenda. 

Program and Procedures  

The inspector reviewed the following procedures. 

• CECo, Fluorescent Magnetic Particle Examination, NDT-B-1, Rev. 2 

• CECo, Ultrasonic Inspection of Pipe Welds, NDT-C-2, Rev. 13 

• CECo, Ultrasonic Inspection of External Support Attachment Weld Areas 
of Piping. NDT-C-4, Rev. 9. 

CECo, Ultrasonic Inspection of the Inner Radius of the Nozzle to 
Vessel Junction, NDT-C-10, Rev. 7 

CECo, Ultrasonic Inspection Flange Ligaments Between Threaded Bolt 
Holes, NDT-C-11 Rev. 9 

CECo, Ultrasonic Inspection of Pressure Retaining Bolting Two Inches 
or Greater in Diameter, NDT-C-14, Rev. 6 
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CECo, Ultrasonic Inspection of Control Rod Drive Return, Line Nozzle, 
NDT-C-26, Rev. O. 

CECo, Ultrasonic Inspection of Jet Pump Beam Assemblies, NDT-C-29, 
Rev. 0 

CECo, Ultrasonic Examination of Reactor Vessel Welds to NRC 
Regulatory Guide 1.150 for Boiling Water Reactors, NDT-C-30, Rev. 0 

CECo, Beam Spread and Refracted Angle Determination of NRC Regulatory 
Guide 1.150 for BWRs, NDE-C-31, Rev. 0 

CECo, Liquid Penetrant Examination, NDT-D-2, Rev. 3 

CECo, Visual Examination of Nuclear Reactor Coolant System 
Components, NDT-V-1, Rev. 4 

Observation, Personnel, Material and Equipment Certifications, Data 
Reports, and an Audit  

The inspector observed the work and had discussions with personnel during 
review of the IS1 activities. These observations included calibration, 
performance of the ultrasonic examination, and the documentation. 

The inspector reviewed documents relative to the following items: 

Liquid penetrant, Magnaflux materials, penetrant, cleaner and 
developer 

Ultrasonic instruments, calibration blocks, transducers and couplant. 

An audit of the ISI activities by CECo QA 

Data reports 

No items of noncompliance or deviations were identified. 

Erosion of RIM Service Water Pump Casings  

This inspection was intitiated to investigate the erosion of casings on 
RBR service water pumps to determine the operability of the pumps and 
plans for repairs. 

Discussions with Commonwealth personnel combined with a document review 
and a walkdown of the BBB service water system revealed the following. 

There are 4 RBR service water pumps for Unit 1 and 4 pumps for Unit 2 
which draw water from the Mississippi River crib house and pump the water 
through the service water system. The pumps are Ingersoll Rand size SGT 
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double stage centrifugal pumps which operate at 1780 RPM with a head of 
450 feet and deliver water at a flow rate of 3500 gallons per minute. 
During the replacement of packing seals, with mechanical seals, erosion 
was discovered on both the inlet and outlet side of the casings of all 8 
service water pumps. Pump IA has a small leak in the casing (estimated at 
2 gallons/day) but the performance of this pump as well as the other 7 
pumps is not degraded from design requirements. The operating time is 
estimated to be 300 hours per year per pump or 3600 hours total per pump 
for the 12 years of plant operation. 

The damage to the casings is caused by the suspension of solids in the 
service water which has eroded away the cast iron. 

New casings are on site for replacing all damaged casings with completion 
dates of February 1, 1984, for Unit 2 and July 1, 1984, for Unit 1. 

The inspector concludes that the erosion and degradation of the pump 
casings has been correctly analyzed and the planned replacement of eroded 
casings is acceptable. 

No items of noncompliance or deviations were identified. 

12 Exit Interview 

The inspector met with site representatives (denoted in Persons Contacted 
Paragraph) at the conclusion of the inspection. The inspection summarized 
the scope and findings of the inspection noted in this report. 
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OCT 1 8 1983 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by N. J. Chrissotimos and A. D. Morrongiello of this office on August 2 through September 30, 1983, of activities at Quad Cities Nuclear Power Station, Units 1 and 2 authorized by NRC Operating Licenses No. DPR-29 and No. DPR-30 and to the discussion of our findings with Mr. N. J. Kalivianakis at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during the inspection. Within these areas, the inspection consisted of a selective examination of procedures and representative records, observations, and interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) will be placed in the NRC Public Document Room unless you notify this office, by telephone, within ten days of the date of this letter and submit written application to withhold information contained therein within thirty days of the date of this letter. Such application must be consistent with the re-quirements of 2.790(b)(1). If we do not hear from you in this regard within the specified periods noted above, a copy of this letter and the enclosed inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 
	

OCT 18 1983 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

signed.by  W. D. Shafer" 

W. D. Shafer, Chief 
Projects Branch 2 

Enclosure: Inspection Reports 
No. 50-254/83-25(DPRP) and 
No. 50-265/83-24(DPRP) 

cc w/encl: 
D. L. Farrar, Director 
of Nuclear Licensing 

N. Ralivianakis, Plant 
Superintendent 

DNB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

RIII 

Walker/ld 
10/15/83 



U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 
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Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad Cities Site, Cordova, IL 

Inspection Conducted: August 2 through September 30, 1983 

Inspecto J. Chrissotimos 

friC7J,A-4 . D. Morrongiello 

Date 
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Reactor Projects Section 2C 	Date 

Inspection Summary 

Inspection on August 2 through October 1, 1983 (Reports No. 50-254/83-25(DPRP);  
50-265/83-24(DPRP))  
Areas Inspected: Routine, unannounced inspection by the resident inspectors of 
design changes and modifications; organization and administration; procedures; 
onsite review committee; operational safety; maintenance; surveillance; 
reactor scrams; Licensee Event Reports; and licensee monthly reports. The 
inspection involved a total of 228 inspector-hours onsite by two NRC 
inspectors including 12 inspector-hours onsite during off shifts. 
Results: No items of noncompliance or deviations were identified. 

Date 



DETAILS 

1. Persons Contacted  

*N. Kalivianakis, Superintendent 
T. Tamlyn, Assistant Superintendent for Operations 
D. Bax, Assistant Superintendent Maintenance 
L. Gerner, Assistant Superintendent for Administration 

*D. Gibson, Quality Assurance Supervisor 
*G. Tietz, Technical Staff Supervisor 

The inspector also interviewed several other licensee employees, 
including shift engineers and foremen, reactor operators, technical staff 
personnel and quality control personnel. 

*Denotes those present at the exit interview on September 30, 1983. 

2. Design Changes and Modifications  

Through record review the inspector verified for the design changes 
listed below that design changes were made in accordance with 
10 CFR 50.59; that design changes were reviewed in accordance with 
technical specifications and the established Quality Assurance program; 
that design changes were conducted in accordance with written procedures 
which included identification of inspections required by codes or 
standards, and acceptance test procedures which defined acceptance values 
or acceptance standards; that test records verified performance of 
equipment modified to technical specifications/FSAR requirements and 
performance of modified equipment was reviewed and approved; that 
operating procedures modifications were made and approved in accordance 
with technical specifications; that installation procedures were adequate 
for the identified function; that as-built drawings were changed to 
reflect the modifications; and that records of design changes were 
maintained as described in 10 CFR 50.59(b) and the established QA 
program. 

Unit 1 

M-4-1-83-16 R1ER and core spray control room annunciators 
M-4-1-82-22 Area radiation monitors control room recorders 

Unit 2 

M-4-2-83-16 RIIR and core spray control room annunciators 
M-4-2-82-22 Area radiation monitors control room recorders 
M-4-2-82-33 Switch change on main transformer fan coolers 
11-4-2-83-5 Isolate leak in feedwater flush line 

No items of noncompliance or deviations were identified in this area. 



3. Organization and Administration  

The inspector verified that changes in the organizational structure and 
assignments had been reported to the NRC through the licensee's QA 
program and verified that persons assigned to new or different positions 
in the licensee's organization since the last inspection of this area 
satisfy qualifications identified in the technical specifications, the 
licensee's QA program, and applicable national standards. 

No items of noncompliance or deviations were identified in this area. 

4. Procedures  

For the procedures listed below, the inspector verified that they were in 
accordance with Technical Specifications and changes were made to reflect 
both license revisions and NRC requirements. 

QOP-202-2 Reactor recirculation system start-up 
QOP-207-2 Declaring rod worth minimizer computer inoperable 
QOP-300-19 CRD pump discharge crosstie operation 
QOP-700-4 Average power range monitoring system operation 
QOP-1200-1 Clean-up system fill and vent 
QOP-1400-1 Core spray system preparation for isolation 
QOP-1600-9 Nitrogen make-up to primary containment 
QOP-1900-5 Rejecting water from the fuel pool system to the contaminated 

condensate storage tanks 
QOP-1900-10 Draining the reactor cavity 
QOP-2300-3 High pressure coolant injection system manual start-up 
QGP 2-1 Normal unit shutdown 
QGP 2-2 Flooding the reactor vessel 
QGP 2-3 Reactor scram 

No items of noncompliance or deviations were identified in this area. 

5. Onsite Review Committee  

The inspector ascertained that the onsite review committee functions were 
conducted in accordance with Technical Specifications submitted to NRR 
(February 17, 1983). The review included group membership, qualifica-
tions, and confirmation that decisions/recommendations were either 
carried out or are planned to be completed. 

No items of noncompliance or deviations were identified in this area. 

6. Operational Safety Verification 

The inspector observed control room operations, reviewed applicable logs 
and conducted discussions with control room operators during the months 
of August and September. The inspector verified the operability of 
selected emergency systems, reviewed tagout records and verified proper 
return to service of affected components. Tours of Units 1 and 2 reactor 
buildings and turbine buildings were conducted to observe plant equipment 
conditions, including potential fire hazards, fluid leaks, and excessive 



vibrations and to verify that maintenance requests had been initiated for 
equipment in need of maintenance. The inspector by observation and 
direct interview verified that the physical security plan was being 
implemented in accordance with the station security plan. 

The inspector observed plant housekeeping/cleanliness conditions and 
verified implementation of radiation protection controls. During the 
months of August and September the inspector walked down the accessible 
portions of the high pressure coolant injection system and residual heat 
removal system of Unit 2. 

These reviews and observations were conducted to verify that facility 
operations were in conformance with the requirements established under 
technical specifications, 10 CFR, and administrative procedures. 

No items of noncompliance or deviations were identified in this area. 

7. 	Monthly Maintenance Observation  

Station maintenance activities of safety related systems and components 
listed below were observed/reviewed to ascertain that they were conducted 
in accordance with approved procedures, regulatory guides and industry 
codes or standards and in conformance with technical specifications. 

The following items were considered during this review: the limiting 
conditions for operation were met while components or systems were 
removed from service; approvals were obtained prior to initiating the 
work; activities were accomplished using approved procedures and were 
inspected as applicable; functional testing and/or calibrations were 
performed prior to returning components or systems to service; quality 
control records were maintained; activities were accomplished by 
qualified personnel; parts and materials used were properly certified; 
radiological controls were implemented; and, fire prevention controls 
were implemented. 

Work requests were reviewed to determine status of outstanding jobs 
and to assure that priority is assigned to safety related equipment 
maintenance which may affect system performance. 

The following maintenance activities were observed/reviewed: 

Unit 1 

Q 26812 1-1001-34b valve would not manually engage 
Q 27082 1/2 diesel generator fuel prime push button switch 
Q 26706 Torus test valve bent stem 
Q 27358 Core spray pump outboard discharge valve 

Unit 2 

Q 29807 Torus chamber cooling valve 2-1001-36b 

No items of noncompliance or deviations were identified in this area. 



8. Monthly Surveillance Observation 

The inspector observed Unit 1 high pressure coolant injection test and 
also portions of the quarterly rod insertion time tests and verified that 
testing was performed in accordance with adequate procedures, that test 
instrumentation was calibrated, that limiting conditions for operation 
were met, that removal and restoration of the affected components were 
accomplished, that test results conformed with technical specifications 
and procedure requirements and were reviewed by personnel other than the 
individual directing the test, and that any deficiencies identified 
during the testing were properly reviewed and resolved by appropriate 
management personnel. 

The inspector also witnessed portions of the following test activities 
associated with the Unit 2 refueling outage: 

Unit 2 shutdown 
RCIC valve operability test 
RCIC flow test 
Main turbine overspeed test 
HPCI overspeed test 
Removal of several LPRMs 

No items of noncompliance or deviations were identified in this area. 

9. Reactor Scrams  

Unit 1  

a. On September 15, 1983, Unit 1 was shutting down for a planned 
maintenance outage, and the licensee was in the process of doing 
required surveillance test of the target-rock safety relief valve. 
Initial indications showed the valve had opened and was beginning to 
close. The valve, however, remained open and reduced reactor 
pressure from 960 psig to 360 psig before reseating. During the 
event, the reactor was scrammed and many attempts were made to 
reseat the valve. An Unusual Event was declared at 12:35 a.m. and 
terminated at 12:40 a.m., when the valve reseated. The licensee 
notified the NRC via the emergency notification system at 1:05 a.m. 
Torus temperature reached 101°F and reactor coolant temperature 
decreased about 85°F in 20 minutes. (The reactor cooldown rate of 
100°F per hour was not exceeded). The target-rock is of the 
three-stage design. The target-rock was replaced and successfully 
tested prior to power operation. (Details of the failure will be 
reported in RO 254/83-35). 

b. On September 21, 1983, Unit 1 scrammed during startup. During the 
startup, a high pressure coolant injection full flow test was in 
progress. After data was obtained from the 200 psig point, a bypass 
valve was closed (test conditions necessitated a bypass valve to be 
open) in order to maintain reactor pressure. As pressure increased, 
reactor water level decreased and a feed pump was started to restore 
level. The B feed water regulator valve, which was used during the 



test (to control reactor water level), did not respond in time to 
prevent a rapid rise in water level. Before the operator could 
secure the pump, it tripped on high reactor water level and the unit 
scrammed on a Bin IRM signal. 

The licensee notified NRC via the emergency notification system at 
2:23 p.m. Scram recovery was completed by 3:18 p.m. and the unit 
returned to power operation September 22, 1983. All systems 
responded as expected. 

No items of noncompliance or deviations were identified in this area. 

10. Licensee Event Reports Followup  

Through direct observations, discussions with licensee personnel, and 
review of records, the following event reports were reviewed to determine 
that reportability requirements were fulfilled, immediate corrective 
action was accomplished, and corrective action to prevent recurrence had 
been accomplished in accordance with technical specifications. 

a. 	Unit 1 

(i) RO 83-07/03L, dated February 14, 1983, Group II isolation 
occurred while performing maintenance on the drywell high 
radiation monitors. 

(ii) RO 82-20/03L-1, dated September 20, 1982, RCIC area high 
temperature switch would not trip. 

(iii) RO 83-25/03L, dated June 21, 1983, RIM valve yoke pulled 
away from valve bonnet. 

(iv) RO 83-26/03L, dated July 5, 1983, Main steam line pressure 
switch tripped in excess of specifications. 

(v) RO 83-27/03L, dated July 6, 1983, Diesel generator 
pushbutton start switch for fuel priming pump acted 
erratically. 

(vi) RO 83-28/03L, dated July 15, 1983, RBR valve taken out of 
service for repairs. 

(vii) RO 83-29/03L, dated July 11, 1983, RIIR service water pump 
inboard bearing pitted. 

b. 	Unit 2  

(i) 	RO 83-10/03L, dated June 23, 1983, Standby Gas Treatment 
(SBGT) heater did not start automatically. The cause was 
determined to be the heater temperature switch being set 
too conservatively. A similar event was reported on 
RO 82-25/03L. 



Based on station and offsite analysis, both SBGT train's 
heater high temperature trip setpoints will be elevated to 
a point more consistent with the Vendor-recommended heater 
coil overheating protection temperature limits. This 
setting should preclude any further heater trips, except 
those resulting from actual heater problems. In addition, 
an analysis as to the necessity of the high temperature 
switch is being performed. Should it be determined that 
the high temperature switch is not required for the proper 
operation of the SBGTS heater, the switch will be removed 
or disconnected. 

No items of noncompliance or deviations were identified in this area. 

11. Review of Licensee's Monthl Performance Resort  
The inspector reviewed the licensee's monthly performance reports of 
Units 1 and 2 for the months of July and August, 1983. 

Areas covered by the report were amendments to Technical Specifications, 
summary of corrective maintenance performed on safety-related equipment, 
Licensee Event Reports, operating data tabulations, and refueling 
information. The report was reviewed for compliance with Technical 
Specification 6.6.A.3. 

No items of noncompliance or deviations were identified in this area. 

12. Exit Interview 

The inspector met with licensee representatives (denoted in Paragraph 1) 
throughout the month and at the conclusion of the inspection on 
September 30, 1983, and summarized the scope and findings of the 
inspection activities. The licensee acknowledged the inspectors 
concern. 
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NUCLEAR REGULATORY COMMISSION 
REGION III 

799 ROOSEVELT ROAD 
GLEN ELLYN. ILLINOIS 60137 
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Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice-President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Messrs. M. P. Phillips 
and T. J. Ploski of this office on August 22-26, 31, and September 9, 1983, of 
activities at the Quad Cities Nuclear Generating Station, Units 1 and 2, authorized 
by NAG Operating Licenses No. DPR-29 and No. DPR-30, and to the discussion of our 
findings with Mr. N. Kalivianakis and other members of your staff at the 
conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during the 
inspection. Within these areas, the inspection consisted of a selective examina-
tion of procedures and representative records, observations, and interviews with 
personnel. 

During this inspection, certain of your activities appeared to be in noncompliance 
with NRC requirements, as specified in the enclosed Appendix. A written response 
is required. 

In addition, we are concerned about the method used in your quality assurance 
audits of the emergency preparedness program. It appears that audits are of 
limited scope, consisting only of a review of the plan and procedures to verify 
that the procedures have been followed. There is no indication that audits 
consider regulations or changes to these regulations and ensure that these have 
been addressed in your program. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosures will 
be placed in the NRC Public Document Room unless you notify this office, by 
telephone, within ten days of the date of this letter and submit written appli-
cation to withhold information contained therein within thirty days of the date 
of this letter. Such application must be consistent with the requirements of 
2.790(b)(1). If we do not hear from you in this regard within the specified 
periods noted above, a copy of this letter, the enclosures, and your response 
to this letter will be placed in the NRC Public Document Room. 

The responses directed by this letter (and the accompanying Notice) are not 
subject to the clearance procedures of the Office of Management and Budget as 
required by the Paperwork Reduction Act of 1980, PL 96-511. 
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We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

ti c 
/ J A. Hind, Director 

(_/6ivision of Radiological and 
Materials Safety Programs 

Enclosures: 
1. Appendix, Notice of 

Violation 
2. Inspection Report Nos. 

50-254/83-26(DRMSP); 
50-265/83-25(DRMSP) 

cc w/encls: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 
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Appendix 

NOTICE OF VIOLATION 

Commonwealth Edison Company 	 Docket Nos. 50-254; 50-265 
Quad-Cities Nuclear Generating Station, 
Units 1 and 2 

As a result of the inspection conducted on August 22-26, 31, and September 9, 
1983, and in accordance with the NRC Enforcement Policy, 47 FR 9987 (March 9, 
1982), the following violation was identified. 

10 CFR 50.54(q) states in part that "A licensee authorized to possess and/or 
operate a nuclear power reactor shall follow and maintain in effect emergency 
plans which meet the standards in 50.47(b) of this Part and the requirements 
in Appendix E to this Part." 10 CFR 50, Appendix E, Section V states in part 
that "Licensees who are authorized to operate a nuclear power facility shall 
submit one copy of any changes to the emergency plan or procedures to the 
Administrator of the appropriate NRC Regional Office,.., and two copies to 
the Document Control Desk within 30 days of such changes." Section 8.5(6) of 
the licensee's Generating Stations Emergency Plan states in part that "All 
persons in possession of an authorized GSEP manual shall receive authorized 
changes." 

Contrary to the above, changes to the following "GSEP Corporate Command Center 
and Emergency Operating Facility Emergency Plan Implementing Procedures" for 
controlled copies F, G, and H which are maintained in the appropriate NRC 
regional office were not submitted as required: 

1. GSEP Corporate Command Center Emergency Plan Implementing Procedure 
EOF-6, Revision 2 was issued on February 25, 1983; however, this revision 
had not been sent to the appropriate regional office as of August 31, 1983. 

2. GSEP Corporate Command Center Emergency Plan Implementing Procedure 
EOF-15, Revision 0 was issued during May 1983; however, this revision had 
not been sent to the appropriate regional office as of August 31, 1983. 

This is a Severity Level V violation (Supplement I). 



Appendix 	 2 

Pursuant to the provisions of 10 CFR 2201,. 	you are required to submit to 
this office within thirty days of the date of this Notice a written statement 
or explanation in reply, including for each item of noncompliance: (1) cor-
rective action taken and the results achieved; (2) corrective action to be 
taken to avoid further noncompliance; and (3) the date when full compliance 
will be achieved. Consideration may be given to extending your response time 
for good cause shown. 

%.57i4 Sr /913 	 l<ee 
Dated ' 	 J/ A. Hind, Director 

'Ijivision of Radiological and 
Materials Safety Programs 
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Inspection Summary 

Inspection on August 22-26, 31, and September 9, 1983 (Report Nos.  
50-254/83-26(DRMSP); 50-265/83-25(DRMSP))  
Areas Inspected: Routine, announced inspection of the following areas of the 
emergency preparedness program: Licensee action on previously identified items; 
activation of the Generating Stations Emergency Plan (GSEP); emergency detec-
tion and classification; protective action decisionmaking; notifications and 
communications; changes to the emergency preparedness program; shift staffing 
and augmentation; knowledge and performance of duties (training); dose calcula-
tion and assessment; post-accident measurements and instrumentation; public 
information program; licensee audits; and emergency worker protection. The 
inspection involved 116 inspector-hours onsite by two NRC inspectors and one 
consultant. 



Results: Of the thirteen areas inspected, no apparent items of noncompliance 
or deviations were identified in twelve areas; one apparent item of noncompliance 
(failure to distribute controlled procedure revisions to NRC - Paragraph 5) was 
identified in one area. 
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DETAILS 

Persons Contacted 

D. Farrar, Director of Nuclear Licensing 
*N. Kalivianakis, Station Superintendent 
*T. Tamlyn, Assistant Superintendent, Operations 
*L. Gerner, Assistant Superintendent, Administration and Support Services 
*R. Bax, Assistant Superintendent, Maintenance 
*G. Tietz, Technical Staff Supervisor 
I. Heilman, Quality Assurance Staff 
R. Carsons, Lead Health Physicist 

*J. Sirovey, Lead Chemist 
T. Kovach, Rad/Chem Supervisor 
D. Jessen, GSEP Coordinator 
D. Gibson, Quality Assurance Supervisor 
P. Krippner, Principal Training Instructor 
R. Gasck, Dosimetry and Records Coordinator 
R. Moore, Rad/Chem Engineering Assistant 
S. Workman, Rad/Chem Technician 
M. Prayer, Health Physicist 
R. Wiebenga, Health Physicist 
C. Kepler, Shift Engineer 
D. Hoffman, Shift Engineer 
R. Jackson, Shift Engineer 
M. Melton, Training Instructor 
P. Kuhel, Technical Administrator, Production Training Center 
A. Mosel, Instructor, Production Training Center 
L. Litterski, Staff Meteorologist, CECo 
R. Dumbrowski, Public Affairs Staff 
J. Barr, Lead Emergency Planner, CECo 
W. Brenner, Lead Emergency Planner, CECo 
R. Moore, Emergency Planning Staff, CECo 

*Denotes those attending the exit meeting on August 26, 1983. 

2. 	Licensee Action on Previously Identified Items Related to Emergency 
Preparedness  

(Open) Confirmation of Action Letter Item No. 254/82-02-03 and 
265/82-02-03: All QGA and QOA procedures which could conceivably result 
in the declaration of a GSEP emergency classification will contain a 
statement to direct the user to inform the Acting Station Director of a 
GSEP condition requiring possible classification. Since the last inspection 
of this item, the licensee has revised seven of the aforementioned QOA 
procedures; however, three of these procedures were revised without the 
reference being added to the procedure to inform the user to notify the 
Shift Engineer of a possible GSEP event. These procedures were QOA 201-8, 
QOA 1600-1, and QOA-2300-1. When the licensee was told about these errors, 
immediate actions were taken to revise these procedures again to include 
the reference to notify the Shift Engineer of a potential GSEP condition. 
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The inspectors verified that these procedures were being revised correctly, 
and that all previously identified procedures, which had not yet been 
revised, contained an appropriate note attached to the master copy to 
include the GSEP interface note. This item remains open pending revision 
of the remaining 23 QOA or QGA procedures. 

(Open) Open Item No. 254/82-02-20 and 265/82-02-20: Installation, testing, 
and development of procedures covering sampling and analysis using the 
SPING and Victoreen post-accident stack effluent sampling systems must be 
completed. Due to problems in delivery of the Victoreen system the licensee 
requested in a letter to NRR dated April 11, 1983, an extension of the 
installation date until December 1, 1983. This item remains open. 

(Closed) Open Item No. 254/82-02-21 and 265/82-02-21: Installation of the 
Eberline SAM-2 in the environs emergency kits for monitoring radioiodine 
concentrations in the field as low as I E-7 pCi/cc must be completed. The 
licensee has provided a pulse rate meter equipped with a HP-210 (pancake) 
probe in each environs kit. These units were calibrated in May 1983 with 
data obtained from a GeLi analysis of a reactor building vent sample. 
QEP 330-11, Revision 1, "Estimation of 1-131 Release by Field Time Measure-
ments" and QEP 330-S1, Revision 1, "Iodine Concentration Worksheet" have 
been completed and placed in use. These procedures appear adequate to 
allow field determination of radioiodine concentrations. This item is 
considered closed. 

(Closed) Open Item No. 254/82-04-01 and 265/82-05-01: Determine percentage 
of population between five and ten miles that will not hear the siren. 
Sargent and Lundy performed a study for the licensee to determine the 
percentage of the population between five and ten miles from the station 
that would hear the siren. The results of this study were submitted to 
the licensee by letter dated August 16, 1983, and showed that 91.9% of the 
population between five and ten miles would hear the sirens, or 93.2% of the 
population within the entire plume exposure pathway EPZ would hear the 
sirens. Notification for those that do not hear the siren is completed 
utilizing mobile vehicles with public address capability. This item is 
considered closed. 

(Open) Open Item No. 254/83-10-01 and 265/83-10-01: Develop and implement 
a system for distribution of controlled copies of corporate plans and proce-
dures to ensure that all controlled copies are up-to-date. The corporate 
system for ensuring procedures are updated consists of maintaining lists 
for each procedure and a separate list for those who receive all procedures. 
This system probably contributed to the noncompliance identified in Paragraph 
5 below, since the licensee sent the procedure to all who were supposed to 
receive that specific procedure, but failed to send it to those on the list 
to receive all procedures. A licensee representative stated that a letter 
is sent out when acknowledgment of receipt of procedures is not received 
by the licensee; however, no set time period has been established after a 
procedure has been issued to request acknowledgment. In the case of the 
noncompliance identified below, since the licensee did not log the procedure 
for issuance, there would never have been a follow-up request for an 
acknowledgment. This item remains open. 
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(Open) Open Item No. 254/83-10-04 and 265/83-10-04: Develop and implement 
a system for maintaining complete records for all GSEP activations. The 
licensee has prepared a proposed records maintenance program which includes 
drill records, actual events, and exercises. This program is currently 
undergoing internal review. This item remains open. 

3. 	Activation of the Emergency Plan (GSEP)  

(Closed) 254/83-XX-01: Activation of the Emergency Plan (GSEP) at 
Quad-Cities Nuclear Generating Station. During the period February 1 
through July 31, 1983, the licensee activated the GSEP on two occasions. 
For each occurrence, the inspectors reviewed the Shift Engineer's log, 
copies of the station's Nuclear Accident Reporting System (GARS) forms; 
and copies of the System Power Load Dispatcher's (SPLD) NARS forms. The 
SPLD GARS forms are maintained by the Corporate office, and the station 
NARS forms are maintained by the GSEP Coordinator. For other than 
General Emergency conditions, the notification procedure requires the 
station to call the SPLD, who then calls the Corporate Command Center 
(CCC) Director. The CCC Director notifies the appropriate State and local 
governmental agencies. At each point in this chain, a NARS form is com-
pleted by both the calling and receiving parties. 

An Unusual Event was declared by the licensee at 1920 hours on May 22, 1983 
because an acoustic monitor indicated an open or leaking relief valve in 
the primary system. The SPLD received the required NARS form data at 
2002 hours (42 minutes after declaration). 

At 1850 hours on July 17, 1983, an Unusual Event was declared when water 
temperature in the Unit 2 torus exceeded technical specification limits. 
The SPLD received the EARS form information at 1940 hours (50 minutes 
after declaration). For this particular event, it is not clear that the 
licensee waited until shutdown was required to declare the emergency. 
There appears to be some confusion regarding EAL No. 13 for required plant 
shutdown. Consistent with the guidance provided in Appendix 1 of NUREG-0654, 
Revision 1, an Unusual Event indicates a potential degradation in the level 
of safety of the plant. What consitutes the Unusual Event for this parti-
cular EAL is not only the fact that the reactor is being shut down, but 
also that a system required for operation could not be restored within the 
specified time period. This interpretation means that the initiation of the 
emergency condition is not when the system becomes inoperable, but rather 
when a reactor shutdown is required because of its continued inoperability 
beyond the time specified in the LCO. Therefore, the time of event is the 
time when the reactor must be shut down, and not when a particular system 
becomes inoperable. 

Licensee records for these two events indicate that the SPLD was not 
notified within fifteen minutes of either event declaration. This implies 
that offsite agencies were not notified within fifteen minutes of declara-
tion of an emergency as required by 10 CFR Part 50, Appendix E, Section 
IV.D.3. The excessive time between emergency declaration and the notifica-
tion of offsite officials is also described in the SALP report findings as 
it relates to a corporate problem with the notification chain and form that 
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is used. The licensee has proposed to alleviate this problem by reducing 
the complexity of the NABS form and by agreeing that the SPLD will call 
appropriate offsite authorities directly for any GSEP activation if the 
CCC Director cannot be reached within five minutes. Both of these changes 
to the notification scheme were to be implemented by September 1, 1983; 
however, the State has requested that this date be moved to October 1, 1983, 
to allow them to complete training of their personnel in the use of the new 
NARS form. 

4. 	Emergency Detection and Classification 

The inspectors reviewed QEP 200-1, Classification of GSEP Conditions and 
QEP 200-T1, Quad-Cities Emergency Action Levels, and determined that 
appropriate Emergency Action Levels (EALs) were provided to implement 
Table QCA 5-1 in the GSEP. These EALs include both inplant conditions as 
well as onsite and offsite radiological monitoring results. The emergency 
classifications described in both the licensee's GSEP and QEPs are as 
follows: (a) Transportation Accident, (b) Unusual Event, (c) Alert, (d) 
Site Area Emergency, and (e) General Emergency. The inspectors reviewed 
EAL Nos. 8, 10, 11, 14, 15, 16, and 17; and determined that they are 
consistent with appropriate control room instrumentation; however, the 
nomographs used in conjunction with EAL 17 for emergency classification 
based on release rate determination provided numbers accurate to six or 
seven significant figures although the instrumentation was accurate to 
only two significant figures at best using a logarithmic scale meter readout. 
In addition, this nomograph included a value for the Site Area Emergency 
EAL which was beyond the range of the instrument. This is because the new 
SPING monitors for high range monitoring of effluents are not yet opera-
tional. These SPING monitors will provide readouts of sufficient magnitude 
to determine EALs for the Site and General Emergency (see Paragraph 2 above). 

Although these EALs were initially agreed on with State and local agencies 
prior to initial implementation of the GSEP, they have not been reviewed by 
State and local agencies on an annual basis, as required by 10 CFR Part 50, 
Appendix E, Section IV.B. This deficiency was also identified at Dresden, 
and as a result of that inspection, the licensee will review EALs with 
State and local agencies as part of the 1983 and future agency meetings held 
at each station. This training program is scheduled for September 1983 at 
the Quad-Cities site. 

The Shift Engineer, who is on shift 24 hours per day, is the initial Acting 
Station Director, and as such has the responsibility for classifying the 
event, making protective action recommendations, and notifying offsite 
agencies. The Emergency Operating and Abnormal Occurrence Procedures that 
could lead to an emergency declaration include, as one of the user's actions, 
to notify the Shift Engineer of a possible GSEP declaration, but EALs are 
not incorporated into the text (see Paragraph 2 above regarding completion 
of this item). 

Based on the above findings, this portion of the licensee's program is 
acceptable. 
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5. 	Changes to the Emergency Preparedness Program  

The GSEP and Quad-Cities Annex have not been revised since issuance of the 
Safety Evaluation Report (Inspection Report Nos. 50-254/82-22 and 50-265/82-24). 
There have been no changes related to the emergency organizational structure 
or the administration of the emergency preparedness program since that time. 
Changes to procedures regarding the updating of names and telephone numbers 
are done on a quarterly basis by the GSEP Coordinator. The GSEP and QEPs 
are reviewed on an annual basis by the onsite review committee. The inspectors 
reviewed documentation of the results of the licensee's reviews conducted by 
the onsite review committee. All changes to the emergency plan and QEPs 
were appropriately reviewed. Although the permanent ROE in Morrison is now 
operational, it has not yet been described in the Quad-Cities Annex. This 
fact was also identified in the licensee's annual onsite review of the GSEP 
and QEPs. The station submitted a proposed revision for the Quad-Cities 
Annex to include this ROE location in the plan, but corporate personnel are 
awaiting the issuance of the next revision of the generic portion of the 
GSEP prior to revising the station annexes. This is an Open Item 
(254/83-26-02; 265/83-25-02). 

The inspectors reviewed the licensee's records for distribution of the GSEP 
and QEPs. For all emergency plan implementing procedures, including station 
QEP revisions and corporate procedure revisions, a log is kept as to whom 
each change was sent and whether or not the verification of receipt was 
returned. Follow-up correspondence is sent to those who do not acknowledge 
receipt of procedure changes until all are confirmed. All station procedure 
changes (QEPs) reviewed by the inspectors were sent through the appropriate 
review channels and documented on a "Station Procedure Change Request" form. 
All station procedure changes were made in accordance with station Technical 
Specification requirements and the provisions of 10 CFR 50.54(q); however, 
submittal of QEP revisions to the NRC was confused in that the correct number 
of copies were submitted, but the addressee identified on the submittals was 
in error (i.e., not in strict accordance with the requirements of 10 CFR 
Part 50, Appendix E, Section V). 

In December 1982, the requirements for submittal of emergency plan imple-
menting procedures to the NRC were revised so that one copy of these proce-
dures was to be sent to the NRC Regional Office and two copies were to be 
sent to the Document Control Branch of NRC Headquarters. This rule change 
was noted by the licensee's Nuclear Licensing staff and that office sent an 
internal memo from P. Barnes to all stations and the appropriate corporate 
office on January 11, 1983; however, word of this change never trickled 
down the station management chain to the personnel actually responsible for 
distribution of the station procedures. On June 6, 1983, the station sent a 
letter to the Director of the Office of Nuclear Reactor Regulation (NRR) 
requesting that he return the acknowledgment page for procedures which had 
erroneously been sent to him rather than the Document Control Branch. NRR 
returned the memo and indicated that they should be removed from distribution 
for station procedures. This was done, and as a result, no copies were 
submitted to any Headquarters office, while three copies (the correct total 
under the new rule) were sent to the Regional office. When the inspectors 
informed station management of this error, they committed to send two 
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complete procedure revisions to the Document Control Branch and revise their 
QEP distribution procedure accordingly. 

In reviewing the distribution of corporate emergency plan implementing 
procedures such as the "Corporate Command Center and Emergency Operations 
Facility Emergency Plan Implementing Procedures," the inspectors found 
that two distribution logs were maintained, one for those who receive 
individual procedures and another for those who receive all of these 
procedures. In examining these two logs, the inspectors found that two 
of these procedures; EOF-6, Revision 2 (issued 2/25/83), and EOF 15, 
Revisions 0 (issued 5/83) and 1 (issued 8/83); were only logged in the 
individual copy log. There was no indication that these procedures had 
ever been sent to anyone on the "all procedures" log, including the NRC. 
Upon return to the Regional office, the inspectors determined that these 
procedures had never been submitted to the NRC within thirty days of issuance 
as required by 10 CFR Part 50, Appendix E, Section V; and, as such, the 
licensee is in noncompliance with NRC requirements. 

Based on the above findings, the following action must be taken to achieve 
an acceptable program: 

All Emergency Plan Implementing Procedures, both station and corporate, 
must be submitted within thirty days of issuance to the appropriate 
NRC Regional office and NRC Headquarters Document Control Desk 
(Noncompliance Item No. 254/83-26-01; 265/83-25-01). 

6. 	Protective Action Decisionmaking 

The Shift Engineer, as the Acting Station Director, has complete authority 
over the initial operations of the Station Group, which include making 
initial protective action recommendations to offsite agencies. After 
activation of the Station Group or Recovery Group, this authority transfers 
to the Station Director or Recovery Manager respectively. These responsibi-
lities are specified in the appropriate QEP, CCC, and EOF emergency plan 
implementing procedures. The Section Director's procedure, QEP 110-1, 
and the Acting Station Director's procedure QEP 110-2 reference the user 
to a table of protective action recommendations based on emergency classi-
fications (QEP 350-T1), or a flow chart (QEP 110-T2) based on containment 
and reactor core conditions. The inspectors determined that the table was 
consistent with the table provided in the GSEP. The flow chart, "Flow Chart 
for Rapid Offsite Protective Action Decisions", is patterned after IE 
Information Notice 83-28, and is based on the guidance provided on page 
1-17 of Appendix 1 in NIMEG-0654, Revision 1; however, because it is 
reduced to fit on one page, it is very difficult to read. The licensee is 
currently modifying this flow chart for all their plants to make it easier 
for the Shift Engineer to use. This modified flow chart will be included 
in the next GSEP revision. The inspectors suggested that QEP 110-T2 be 
revised such that it would be easier to read (larger print) after this 
next revision of the GSEP is issued. The inspectors also noted that 
steps F.3.b and F.3.6.3 did not agree in that step F.3.b does not reference 
the use of this table and the other step does. Only one description of 
guidance on how to make this recommendation should be provided, rather than 
two, and it should be listed at the start of these steps. 
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Table QEP 110-T2 is not referenced in the Station Director's procedure 
(QEP 110-1) in the step involving making protective action recommendations 
(Step F.4.d.3). This table should also be added in the list of "refer to" 
for protective action recommendation guidance. 

The plan and QEPs provide a description and method for protecting onsite 
personnel in the event of an emergency. Evacuation of non-essential 
personnel will be implemented if feasible for any Site Area or General 
Emergency or if radiological or other dangers exist which present a threat 
to the safety of onsite personnel. These actions are described in QEP 
360-2 and QEP 360-3; however, they are not referenced in the Acting Station 
Director's procedure (QEP 110-2). His procedure only states that the 
assembly/evacuation siren is sounded. This step should also include a 
reference to implement QEPs 360-2 and 360-3. 

Based on the above findings this portion of the licensee's program is 
acceptable; however, the following matter should be considered for improve-
ment: 

Revise the above discussed procedures to incorporate applicable 
references to Table QEP 110-T2, QEP 360-2, and QEP 360-3; and make 
Table QEP 110-T2 easier to read after Revision 4 to the generic 
GSEP is issued (Open Item No. 254/83-26-03; 265/83-25-03). 

7. 	Shift Staffing and Augmentation  

The minimum shift staff, outlined in Figure 4.2-2 of the generic GSEP, 
meets the criteria in Table B-1 of NUREG-0654, Revision 1. Shift augmen-
tation is accomplished utilizing procedure QEP 310-1, Initial Notification, 
and QEP 310-T1, which specify the manpower requirements and the call tree 
for GSEP Directors and their staffs. QEP 310-T3 identifies several personnel 
capable of serving in the positions listed in the GSEP. Personnel who are 
trained to function in emergency roles specified in the GSEP are listed in 
QEP 310-T3 in a specific order based on the amount of time it would take 
them to reach the Station. This method facilitates achieving timely shift 
augmentation. If no director for a specific responsibility can be reached, 
an appropriate caller or alternate Station Director functions as interim 
Director. Telephone numbers listed in QEP 310-T3 are updated quarterly. 
Individuals are responsible for updating their telephone numbers on the 
roster maintained by the GSEP Coordinator. 

The inspectors reviewed the records of off-hours shift augmentation drills 
conducted on January 28 and June 10, 1982, and on June 22, July 25, and 
July 27, 1983. Augmentation drills are conducted semiannually. Personnel 
contacted are required to provide the caller with an estimated onsite 
arrival time, rather than actually reporting onsite. The goals of Table 
B-1 were met by both 1982 drills and the third 1983 drill. The licensee 
conducted three 1983 drills due to augmentation capability not being 
adequately demonstrated by the June 22 and July 25, 1983 drills. Another 
drill will take place later in 1983 to satisfy the semiannual requirement. 
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Drill records consist of documentation regarding when the drill commenced, 
when specific individuals were notified, estimated arrival times onsite, 
and an indication of whether the drill was judged successful or the reason 
why it was unsuccessful. The licensee should also document in the drill 
records any corrective actions taken to improve its staff augmentation 
capability. 

Based on the above findings, this portion of the licensee's program is 
acceptable. 

8. 	Notifications and Communications  

The inspectors examined the communications equipment at the permanent OSC, 
TSC, EOF, and control room, and randomly tested various instruments. All 
of the communications systems described in the GSEP and EPIPs are in place 
and operational at the various emergency response facilities. In addition, 
a blue microwave voice system has been installed to allow conference 
between various groups of response personnel in various centers (e.g., dose 
assessment personnel in the TSC, CCC, and EOF). Backup communications 
systems are available in case one system becomes inoperable. Backup power 
is provided for all dedicated communications systems at the EOF, TSC, OSC, 
and control room. Procedures have been developed which describe how to 
activate and use these communications systems. Communications drills are 
conducted in accordance with Section 8.3.2.1 of the generic GSEP and 
10 CFR Part 50, Appendix E, Part IV.E requirements. The inspectors 
reviewed the test records for the past year and found them to be in order. 

The prompt public notification system is described in Section 6.3 of the 
generic GSEP and Quad-Cities Annex. The counties decide on a test 
schedule, which is currently set as the first Tuesday of the month. The 
licensee performs maintenance and repairs on the system when notified of 
any test deficiencies. The licensee is not aware of any deficiencies as 
a result of recent tests. Sirens with public address capability have been 
installed along the Mississippi River to alert boaters and to provide 
additional assurance that this transient population will also be notified 
of actions to take if the sirens are sounded during an emergency. 

The licensee's notification procedures were reviewed. The notification 
procedures to offsite authorities as well as to the licensee's emergency 
response personnel are based on the emergency classifications. This list 
is updated quarterly to ensure its completeness by the station GSEP Coordinator, 
and is current. The content of initial messages given offsite, including 
messages to the SPLD, CCC Director, and appropriate State and local 
agencies, is outlined in the Nuclear Accident Reporting System (MARS) form. 
This EARS form is being revised to provide only the necessary information 
outlined in Criterion II.E.3 of NUREG-0654, Revision 1, including provisions 
for message verification, and should be much easier to complete. Scheduled 
implementation for the new form is October 1, 1983 (see Paragraph 3 above). 

The initial notification system requires the Shift Engineer to ensure that 
the following three phone calls are placed:(1) the System Power Load Dispatcher 
(this call would eventually result in the notification of the State and local 

10 



agencies); (2) the On-call Duty Person (this call would result in staff 
augmentation on back shifts); and (3) the NRC. In the case of a General 
Emergency classification, by dialing the appropriate NARS code he could 
also notify the appropriate State and local agencies simultaneously with 
the notification of the System Power Load Dispatcher (SPLD); however, QEP 
110-2 adds this as an additional step at the end of the notification pro-
cedure rather than including the SPLD in the initial call made under this 
procedure. This could result in a delay of notifications to offsite agencies. 
(A discussion of the timeliness of this notification procedure as it relates 
to offsite agency notifications is discussed in paragraph 3 above.) On walk-
throughs with the Shift Engineers each individual started at the top of the 
procedure and worked his way down it. This method would result in the 
notification of the NRC prior to notifying state and local governments and 
would have the Shift Engineer duplicating notifications (i.e., notifying 
the SPLD and then notifying him again during the NARS call). This procedural 
problem could be eliminated by moving step F.2.e.5 of the procedure to step 
F.2.e.1 and deleting the replaced step since this call would also notify the 
SPLD as well as State and local governmental agencies. For example, in the 
General Emergency classification, the order of notifications would then be 
as follows: (1) notify SPLD and State and local governmental agencies via NARS 
network; (2) notify On-call Duty Person to activate Station Group, TSC, and OSC; 
and (3) notify NRC. This change should also be made to QEP 310-1 by combining 
steps F.1.e.2 and F.1.e.3. For lesser emergencies the SPLD would be con-
tacted without State and local governmental authorities notification as part 
of step (1). It must be emphasized that 10 CFR Part 50, Appendix E, requires 
that State and local agencies be notified within fifteen minutes of an emergency 
declaration. Failure to meet this requirement could result in enforcement 
action. 

Based on the above findings, this portion of the licensee's program is 
acceptable; however, the following matter should be considered for improve-
ment: 

Revise the above discussed procedures to incorporate the offsite 
notification of the State and local governmental agencies with the 
notification of the SPLD as the initial call for a General Emergency 
declaration (Open Item No. 254/83-26-04; 265/83-25-04). 

9. 	Public Information Program  

Emergency information pamphlets describing what to do in case of an emer-
gency at the Quad-Cities Nuclear Station have been developed. These 
pamphlets include emergency instructions, plans for emergencies, informa-
tion about radiation, what to do if the prompt public notification system 
is activated, the points of contact to receive additional information, and 
special instructions for the handicapped. Content of the brochures is 
coordinated with offsite officials. The 1982 revision included additional 
information on the use of the prompt public notification system. 

These pamphlets were mailed to the general permanent population in late 
November 1982. In addition, bulk deliveries were made to businesses, 
motels, and other such places where the transient adult population would 
be located in both Illinois and Iowa; however, the inspectors could not 
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find any record of distribution of these brochures at the Cordova Drag 
Strip which is within the EPZ but outside the siren coverage area. Although 
most of the employees of this facility live within the EPZ and as such 
already receive these brochures, people who come to this facility to watch 
races will not necessarily live within the EPZ and therefore should be 
provided access to them. The licensee committed to have these brochures 
distributed at the Drag Strip by the opening of the racing season, and 
stated that the station would check in spring of each year to verify that 
the Drag Strip had brochures. This is an Open Item (254/83-26-05i 
265/83-25-05). 

The inspectors reviewed the log of locations and dates for the bulk deli-
veries; however, no log was kept for deliveries made in Clinton, Iowa. 
These brochures were distributed by the Clinton County Civil Defense 
Director and Iowa-Illinois Electric public relations personnel. The 
licensee committed to ensure that documentation would be provided on 
subsequent brochure distributions. Based on a random check of facilities, 
the inspectors determined that bulk distribution had been conducted and that 
residents within the plume exposure pathway EPZ had received a copy in the 
mail. The previous distribution of this public information pamphlet was 
conducted during April 1981, approximately twenty months earlier. This 
delay is further discussed in the Quad-Cities SALP report. To correct 
this deficiency, the licensee committed to issue the 1983 public informa-
tion brochures on a schedule which meets the definition of annual as stated 
in the Technical Specifications. In addition, a licensee representative 
stated that they wanted to be sure that a brochure was issued during each 
calendar year. 

Based on the above findings, this portion of the licensee's program is 
acceptable. 

10. Licensee Audits 

An audit of the GSEP is conducted annually by the corporate Quality 
Assurance (QA) Department utilizing an audit matrix designed to ensure 
that all aspects of the audit required by 10 CFR 50.54(t) are included. 
In addition, an offsite review of the GSEP is conducted by the Nuclear 
Safety Group, which has no emergency response function. Recommendations 
for improvements made by the independent review group are documented and 
reported to corporate and plant management. Such recommendations, in 
addition to those made by the station onsite review group, Station Superin-
tendent, and QA inspectors, are considered and acted upon. An administrative 
mechanism is in effect for tracking audit findings and identifying to 
corporate management those findings unresolved sixty days after an audit. 

The inspectors reviewed the QA Department audits of GSEP activities at the 
Quad-Cities Station, conducted during May of 1982 and 1983, and an audit of 
corporate GSEP activities performed during January and February 1983. These 
audits addressed the adequacy of station interfaces with State and local 
governmental organizations, records of emergency preparedness drills and 
exercises, and implementation of selected procedures. However, these 
audits appear to be limited in scope in that they do not include provisions 
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to ensure that the regulations or changes to the regulations have been 
identified and adequately addressed in the licensee's emergency preparedness 
program. This inadequacy in the audit program was a contributing factor to 
the item of noncompliance identified in paragraph 5 above. This audit 
program inadequacy still exists, as evidenced by the absence of any 
reference in the May 1983 audit documentation to a change in the regulations, 
promulgated in 47 FR 57670 (December 28, 1982), which altered the distribu-
tion requirements for controlled copies of Emergency Plan Implementing 
Procedures (EPIPs). As a result of the licensee's failure to identify the 
regulatory change and to adjust its distribution procedures, the noncompliance 
identified in Section 5 above occurred. To prevent recurrence, the licensee 
needs to develop and implement administrative measures for the audit program 
that will both identify changes in the regulations and ensure that affected 
procedures and programs have been adjusted accordingly. 

A critique is conducted at the conclusion of each drill and exercise. Weak-
nesses identified during the critique are assigned for correction. Although 
there is no formal tracking system to ensure that these corrections are 
completed, an informal tracking system is employed by the corporate emergency 
preparedness staff and the station GSEP Coordinator. However, only the 
former could produce a copy of internal correspondence related to corrective 
actions taken on all weaknesses identified during a recent drill. The station 
GSEP Coordinator could only recall the identified weaknesses and associated 
corrective measures he had performed. 

Based on the above findings, this portion of the licensee's program is 
acceptable; however, the following matters should be considered for improve-
ment: 

Establish and implement administrative measures for the audit program 
that will both identify changes in regulatory requirements and ensure 
that affected procedures and programs have been appropriately adjusted 
(Open Item No. 254/83-26-06; 265/83-25-06). 

Institute a formal tracking system, utilized by both corporate 
emergency preparedness staff and the station GSEP Coordinator to 
assure completion of corrective actions taken to resolve weaknesses 
identified during drills and exercises (Open Item No. 254/83-26-07; 
265/83-25-07). 

11 Knowledge and Performance of Duties (Training)  

The inspectors reviewed the licensee's training program, including lesson 
plans, drill records, and training records of selected key emergency 
response personnel. Emergency training program course content, tests, 
and trainee feedback were discussed with the Training Supervisor, training 
instructors, corporate emergency planning staff, and the station GSEP 
Coordinator. 

The Production Training Center has overall responsibility for ensuring that 
emergency preparedness training is performed. Its staff provides training 
to those emergency response personnel having offsite (EOF or CCC) duties. 
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The station's Training Department conducts training of licensee and 
contractor personnel appropriate to their onsite emergency responsibilities. 
Records of offsite training are currently maintained by production training 
or corporate office staff. The station's Training Supervisor maintains 
records of training administered by his staff. Corporate emergency planning 
staff schedule and provide scenarios for most types of drills. The station 
GSEP Coordinator and corporate staff maintain drill records, except for 
fire drill records which are maintained by the station's Fire Marshall. 

The Production Training Center and emergency planning staffs maintain 
computerized and hardcopy documentation of training given personnel having 
offsite GSEP assignments. The production training staff review the 
quarterly updates of the GSEP telephone directory for changes to personnel 
assigned offsite duties. Several types of training are given to such 
personnel. The EOF training program includes instruction on EOF layouts, 
locations, equipment, activation and deactivation, communications systems, 
the Safety Parameter Display System (SPDS), Offsite Dose Calculation 
System (ODCS), and the TSC and OSC capabilities. Records indicate that 
this training was last provided in December 1982. 

Section 8.2 of the GSEP states that the proficiency of emergency response 
personnel is ensured by various training mechanisms including participation 
in drills and exercises. Corporate staff are responsible for scheduling 
station and corporate personnel to participate in emergency preparedness 
exercises. Participant lists are included in scenario records kept by the 
licensee. While participants in several exercises have had this experience 
added to their training records, onsite and offsite participants in the 
Quad-Cities exercise have not yet received such credit in their training 
files. The licensee's production training and corporate emergency 
preparedness staffs have not yet resolved which work group will be respon-
sible for ensuring that participants in past and future exercises receive 
appropriate credit in their training records. 

The Quad-Cities Training Department maintains computerized and hardcopy 
records of the two types of annual training it provides to onsite emer-
gency response personnel. Training sessions on the generic GSEP are 
conducted annually. This training was last completed in June 1983. The 
second form of training given emergency response personnel is required 
reading of emergency procedures (QEPs) appropriate to their duties. The 
Department utilizes QEP 310-T3 and the matrix provided in QEP 520-T5 as 
guidance regarding which QEPs are required reading for individuals. On an 
annual basis, the Training Department sends a letter to those persons listed 
for each function in QEP 310-T3, informing them of the reading requirement. 
An enclosed sign-off form is later returned to the Training Department. 
Should QEP's be revised between annual training periods, they are routed to 
appropriate personnel in monthly required reading folders. After all 
individuals have signed an enclosed routing list, the folder is returned 
to the Training Department. 

The inspectors reviewed department records of training given to various 
Station Group Directors. Minimal difficulty was encountered in tracking 
individuals records for applicable GSEP training received by type and 
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date. Required training of Shift Engineers on the Acting Station Director 
procedure was completed during May 1982. Retraining on this procedure 
was begun in August 1983. All other GSEP retraining for onsite emergency 
response personnel had been accomplished in a more timely manner. 

The inspectors interviewed the GSEP Coordinator and Lead Health Physicist 
regarding training provided to offsite support organizations. The Lead 
Health Physicist currently performs this training, as well as additional 
training requested by specific agencies. The annual presentation, last 
conducted in December 1982, followed the outline contained in QEP 520. 
The GSEP Coordinator stated that the 1983 training invitations would be 
mailed, and the training session including review of EALs, would be 
held prior to December 1983. 

Walkthroughs were conducted with all available Shift Engineers, three 
alternate Station Directors, Environs Directors, Rad/Chem Technicians, and 
Environmental Emergency Coordinators. The inspectors determined that the 
training received was effective in that each person could perform their 
assigned emergency functions. In the case of the Station Directors and 
Shift Engineers, this included emergency classification, protective action 
decisionmaking, and notifications. Although all Shift Engineers were able 
to easily locate the classification procedure, the notifications process 
sometimes resulted in an excessive amount of time between classification 
and notification. The cause of this problem with regard to working through 
the appropriate procedures is discussed above (Sections 6 and 7). 

Based on the above findings, this portion of the licensee's program is 
acceptable; however, the following matter should be considered for improve-
ment: 

Ensure that all personnel who participated in the Quad-Cities exercise 
receive credit in their training records (Open Item No. 254/83-26-08; 
265/83-25-08). 

12. Dose Calculation and Assessment 

Adequate procedures exist for dose calculations and assessment under all 
anticipated release conditions. Dose calculations for several types of 
releases are covered in the Environmental Director series of procedures 
which are used by personnel in the TSC, EOF, and Corporate Command Center 
(CCC). These procedures have been programmed for computer use with terminals 
located in these three emergency response facilities. Meteorological data 
and either release rate data or containment exposure rate data can be entered 
into the program for different release scenarios (i.e., iodine, particulate, 
or noble gas). Field monitoring data can also be incorporated in the 
computer program to calculate release rates. Comparisons of results 
obtained with the Offsite Dose Calculation System (ODCS) have been made 
to results obtained by the State Department of Nuclear Safety and the 
results agree when the appropriate model is used. 
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In walkthroughs, the Environs Director demonstrated how the results of the 
ODCS can be incorporated into the protective action decisionmaking process. 
He also demonstrated how the ODCS can express projected dose at specific 
distances downwind from the plant (i.e., site boundary, 0.5, 1, 2, 5, and 
10 miles). Affected sectors are also listed on the readout. The Environs 
Director demonstrated how these results can be compared directly with 
protective action guidelines listed in the procedures and table 6.3-1 of 
the generic GSEP. 

The ODCS and assessment equipment is available in the TSC, EOF, and CCC. 
All systems have been maintained and observed to be operable. Meteoro-
logical equipment is maintained by a firm under contract to the licensee. 
They routinely check the meteorological equipment on a weekly basis. The 
inspector reviewed records of these checks. 

Based on the above findings, this portion of the licensee's program is 
acceptable. 

13. Post-Accident Measurements and Instrumentation  

The radiological and meteorological instrumentation described in the GSEP 
and procedures used for assessment of plant radiological conditions during 
an accident are available and maintained. The HRSS has been installed, 
tested, and is operable; however, it is not presently used for routine 
sampling. The licensee indicated that the HASS is operated on a weekly 
basis by Rad/Chem personnel. Walkthroughs demonstrated that liquid samples 
can be collected through the liquid sampling panel (LSP) and containment 
air samples can be collected through the containment air sampling panel 
(GASP). The licensee indicated that containment high range monitors have 
been installed, electronically tested, and source calibrated. The effluent 
sampling system (SPING-4) has been installed, tested, and calibrated. The 
Victoreen system for effluent sampling has not yet been installed (see 
paragraph 2 above). The licensee indicated that detector systems exist in 
the drywell and suppression chamber of each unit, on each plant vent, and 
on the common chimney. 

Procedures for the use of the CASP have been developed, verified, and 
approved. A copy is available at the CASP panel. Procedures for using 
the LSP are also available in the HASS buildings. 

Detector efficiencies and conversion factors have been determined for those 
radiological monitors used in dose projections. The inspector reviewed the 
records verifying that detector efficiencies and conversion factors for 
containment and plant vents have been determined. These factors have been 
determined for the detectors in the SPING system. 

Based on the above findings this portion of the licensee's program is 
acceptable. 
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14. Emergency Worker Protection 

The Station Director has the authority to authorize emergency radiation 
exposures in excess of 10 CFR 20.101 limits. This authority is described 
in QEP 110-1, Station Director Implementing Procedure. The Rad/Chem 
Supervisor, Lead Health Physicist, and Lead Chemist all appeared knowledge-
able of the steps involved as well as the need for reasonable application 
of ALARA policies during emergency operations. Emergency worker exposure 
limits are specified in seciton 6.5.1 of the GSEP and QEP 620-2, and are 
in agreement with the guidance provided by the Environmental Protection 
Agency. The inspectors examined the respiratory protection equipment and 
anti-contamination clothing and determined that the quantity of material 
available is adequate. Personnel decontamination facilities, equipment, 
and supplies within the station, TSC, and OSC were examined and determined 
to be adequate. QEP 360-4, Use of Potassium Iodide (XI) as a Thyroid 
Blocking Agent, provides guidance for the distribution and use of XI tablets 
to emergency workers. Nomographs were provided for ease in conversion of 
airborne iodine concentrations to projected thyroid dose to assist in 
implementing QEP 360-4. 

The inspectors reviewed the station's emergency health physics program 
for dealing with radiological conditions during emergencies, establishment 
of onsite and offsite area access control points, and limiting of doses to 
offsite non-licensee support workers who may be called to the site. All 
are in agreement with the GSEP and would be sufficient to provide radio-
logical protection for emergency worker personnel. 

The Rad/Chem Department is capable of providing current individual exposure 
information on all monitored personnel. A computerized dose records system 
provides a readout of an individual's quarterly and annual dose accumula-
tion. Exposures are entered daily into this system. This system was 
demonstrated for the inspectors by the Dosimetry and Records Coordinator. 
Exposure Data is available in the TSC from this system, which is able to 
provide 24-hour access to individual exposure records. 

Based on the above findings this portion of the licensee's program is 
acceptable. 

15. Exit Meeting 

The inspectors met with licensee representatives (denoted in Paragraph 1) 
at the conclusion of the onsite portion of the inspection on August 26, 
1983. In addition, the results of the corporate and production training 
portions of the inspection were discussed by telephone with a licensee 
representative on September 9, 1983. The inspectors summarized the scope 
and findings of the inspection. The licensee agreed to review and consider 
the improvement items discussed. 

17 



Docket No. 50-254 
Docket No. 50-265 

DEC 1 6 198,3u,\ 	c\') 

1?  
Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 

Post Office Box 767 
Chicago, IL 60690 

This refers to the routine safety inspection conducted by N. J. Chrissotimos 

and A. D. Morrongiello of this office on October 3 through December 2, 1983, of 

activities at Quad-Cities Nuclear Power Station, Units 1 and 2 authorized by 

NRC Operating Licenses No. DPR-29 and No. DPR-30 and to the discussion of our 

findings with Mr. N. J. Kalivianakis at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during the 

inspection. Within these areas, the inspection consisted of a selective 

examination of procedures and representative records, observations, and 

interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 

course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 

will be placed in the NRC Public Document Room unless you notify this office, 

by telephone, within ten days of the date of this letter and submit written 

application to withhold information contained therein within thirty days of the 

date of this letter. Such application must be consistent with the requirements 

of 2.790(b)(1). If we do not hear from you in this regard within the specified 

periods noted above, a copy of this letter and the enclosed inspection report 

will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 	
DEC 1 6 1983 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

"Origfnal signed by R. D. Walker" 

W. D. Shafer, Chief 
Projects Branch 2 

Enclosure: Inspection Reports 
No. 50-254/83-28(DPRP) 
and 50-265/83-27(DPRP 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Ealivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

'R! 
RIII 	Rill 	II 

robe/as. 	Walker   	Shafer 
12/12/83 
121/4103 
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Licensee: Commonwealth Edison Company 
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Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: October 3 through December 2, 1983 

Inspector:e. J. Chrissotimos 
Date 
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Reactor Projects Section 2C 	Date 

Inspection Summary  

Inspection on October 3 through December 2, 1983 (Reports No.  
50-254/83-28(DPRP); 50-265/83-27(DPRP))  
Areas Inspected: Routine, unannounced inspection by the resident inspectors of 
previous inspection findings; operational safety; maintenance; surveillance; 
Licensee Event Reports; IE bulletin followup; IE circular followup; reactor 
scrams; design changes and modifications; onsite review committee; review of 
licensee's monthly performance report; procedures; refueling; TMI action plan 
followup; special report, regional requests; management meetings; training; and 
independent inspection. The inspection involved a total of 334 inspector-hours 
onsite by two NRC inspectors including 26 inspector-hours onsite during off 

shifts. 
Results: No items of noncompliance or deviations were identified. 



DETAILS 

1. Persons Contacted  

*N. Kalivianakis, Superintendent 
T. Tamlyn, Assistant Superintendent for Operations 
D. Bax, Assistant Superintendent Maintenance 
L. Gerner, Assistant Superintendent for Administration 
*D. Gibson, Quality Assurance Supervisor 
*G. Tietz, Technical Staff Supervisor 

The inspector also interviewed several other licensee employees, including 
shift engineers and foremen, reactor operators, technical staff personnel 
and quality control personnel. 

*Denotes those present at the exit interview on December 2, 1983. 

2. Action on Previous Inspection Findings  

a. (Closed) Open Item (254/82-24-01(DE) and 265/82-28-01(DE)): Lack of 
Quality Assurance (QA) program for computer programs. The corrective 
actions outlined by the licensee were found to be acceptable. 

b. (Closed) Unresolved Item (254/82-24-02(DE)): Potential violation for 
flanges left loose in torus level instrument piping. The inspector 
determined that a violation of regulatory requirements did not occur. 

c. (Closed) Open Item (254/81-21-03(DRMSP) and 265/81-21-03(DRMSP)): 
Revise the security plan to delete the service water system as a 
vital area. The inspector verified that the requested revision has 
been completed. 

d. (Closed) Open Item (254/82-25-01(DE) and 265/82-27-01(DS)): 
Surveillance scheduling concerns. The inspector verified that a 
revision to clarify a master surveillance schedule has been 
completed. 

e. (Closed) Noncompliance (254/83-19-01(DE) and 265/83-19-01(DE)): 
Failure to properly review a design change. The steps taken to 
correct the noncompliance are acceptable. 

f. (Closed) Unresolved Item (254/83-19-02(DE) and 265/83-19-02(DE))1 
Failure to Involve operations personnel in design change review. The 
inspector verified that a new program has been implemented and 
procedure revisions were completed. 

g. (Closed) Unresolved Item (265/79-03-01): Automatic Depressurization 
System auto pilot valve surveillance frequency change. The licensee 
has submitted a technical specification change. The interpretation 
of the technical specification requirement is clearly understood by 
the licensee. 
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h. 	(Closed) Open Item (254/81-14-01(DE)): Completion of control rod 
drive hanger installation. Modifications on the control rod drive 
lines have been completed. 

1. 	(Closed) Licensees response to Inspection Report No. 254/83-11 
concerning insertion of control rod drives out of sequence. The 
inspector and regional management reviewed the licensee response 
dated August 12, 1983, and accepted the actions being taken by the 
licensee as being appropriate. 

During the review, the inspector discussed certain points of the 
response with the licensee. Specifically the second statement on 
page 3, the inspector understands the licensee's intent is to 
document each rod movement and not specifically to log the time. 
Also on page 8 of the response paragraph 1 the last sentence, the 
inspector understands the licensee's intent is to have management 
personnel sign for any rod sequence change. The inspector has no 
further concerns with the response. 

j. (Closed) Unresolved Item (254/80-28-01(DE) and 265/80-29-01(DE)): 
Concern whether a snubber could meet its original stress calculation. 
The licensee conducted the analysis and determined that the system is 
within FSAR commitments. 

k. (Closed) Noncompliance (265/83-18-01): Failure to follow procedures 
on two occasions. Review of the corrective actions taken to avoid 
further noncompliance was verified as completed and found acceptable. 

No items of noncompliance or deviations were identified in this area. 

3. 	Operational Safety Verification  

The inspector observed control room operations, reviewed applicable logs 
and conducted discussions with control room operators during the months of 
October and November. The inspector verified the operability of selected 
emergency systems, reviewed tagout records and verified proper return to 
service of affected components. Tours of Unit 1 and 2 reactor buildings 
and turbine buildings were conducted to observe plant equipment 
conditions, including potential fire hazards, fluid leaks, and excessive 
vibrations and to verify that maintenance requests had been initiated for 
equipment in need of maintenance. The inspector by observation and direct 
interview verified that the physical security plan was being implemented 

in accordance with the station security plan. 

The inspector observed plant housekeeping/cleanliness conditions and 
verified implementation of radiation protection controls. During the 
months of October and November, the inspector walked down the accessible 
portions of the standby gas treatment liquid control systems of Unit 1 
systems to verify operability. The inspector also witnessed portions of 
the radioactive waste system controls associated with radwaste shipments 
and barreling. 
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These reviews and observations were conducted to verify that facility 
operations were in conformance with the requirements established under 
technical specifications, 10 CFR, and administrative procedures. 

No items of noncompliance or deviations were identified in this area. 

4. Monthly Maintenance Observation  

Station maintenance activities of safety related systems and components 
listed below were observed/reviewed to ascertain that they were conducted 
in accordance with approved procedures, regulatory guides and industry 
codes or standards and in conformance with technical specifications. 

The following items were considered during this review: the limiting 
conditions for operation were met while components or systems were removed 
from service; approvals were obtained prior to initiating the work; 
activities were accomplished using approved procedures and were inspected 
as applicable; functional testing and/or calibrations were performed prior 
to returning components or systems to service; quality control records 
were maintained; activities were accomplished by qualified personnel; 
parts and materials used were properly certified; radiological controls 
were implemented; and, fire prevention controls were implemented. 

Work requests were reviewed to determine status of outstanding jobs and to 
assure that priority is assigned to safety related equipment maintenance 
which may affect system performance. 

The following maintenance activities were observed/reviewed: 

Unit 1  

Q26655 	Division II vacuum breaker 
Q27700 	LPRM 24-33A spiking 
Q28026 	Main steamline hi flow switch 
Q28204 	HPCI controller 
Q28232 	Containment spray valve 
Q28485 	Target rock safety relief valve 
Q28233 	RHR pump suction valve 
Q28658 	Main steamline penetration to heater bay 

Unit 2  

Q27841 	Core spray suction valve 
Q28320 	24vDC battery charger 
Q28053 	Repair seals on interlock door 

No items of noncompliance or deviations were identified in this area. 

5. Monthly Surveillance Observation  

The inspector observed portions of the drywell pressure transmitter 
calibration and contaminated condensate storage tank level transmitter 
calibration and verified that testing was performed in accordance with 
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adequate procedures, that test instrumentation was calibrated, that 

limiting conditions for operation were met, that removal and restoration 
of the affected components were accomplished, that test results conformed 
with technical specifications and procedure requirements and were reviewed 
by personnel other than the individual directing the test, and that any 
deficiencies identified during the testing were properly reviewed and 
resolved by appropriate management personnel. 

The inspector also witnessed portions of the following activities 
associated with the Unit 2 refueling outage: 

Unit 2 reactor feed pump motor maintenance 
Unstacking of a low pressure turbine rotor 
Assembly and installation of RHR service water pumps 

Final torus inspection 
QOS 170-3 manual initiation of SBLC 

No items of noncompliance or deviations were identified in this area. 

6. 	Licensee Event Reports Followup  

Through direct observations, discussions with licensee personnel, and 
review of records, the following event reports were reviewed to determine 
that reportability requirements were fulfilled, immediate corrective 
action was accomplished, and corrective action to pre-vent recurrence had 
been accomplished in accordance with technical specifications. 

a. 	Unit 1  

(i) RO 83-35-03L, dated September 15, 1983, Target rock valve 
stuck open. 

The unit was shutting down for a scheduled maintenance 
outage. While performing the required surveillance of the 
safety relief valves, the target rock valve stuck open. 
Reactor pressure was 960 psig when the valve opened and 
reached approximately 360 psig before the valve reseated. 
During the event, several attempts were made to reseat the 
valve prior to scramming the reactor manually. 

The cause of the event was erosion of the second stage 
pilot seat and disc. The valve was replaced and tested 

prior to power operation. 

(ii) RO 83-34/03L, dated September 8, 1983, recirculation 
discharge valve. 

The inability to close the lA recirculation pump discharge 
valve resulted from a fault in the control cable. It 
appeared that the cable was slightly damaged during 
installation and over the years, the insulation degraded to 
the point that a fault occurred. During an outage in 
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September 1983, the defective cables were removed and new 

cables were installed. 

RO 83-39/03L, dated October 9, 1983, Vacuum breaker would 
not indicate full open position. 

RO 81-25-03L, dated December 16, 1981, Standby gas 
treatment declared inoperable. 

The inspector verified that two new hangers were installed 
in accordance with new seismic requirements. 

RO 83-30-03L, dated July 22, 1983, Core spray discharge 
valve failed to open during surveillance. 

RO 83-12-01T-1, dated March 10, 1983, Control rods inserted 
in reverse order. 

Licensee corrective actions have been reviewed and found 
acceptable. 

(vii) 	RO 83-31/03L, dated July 27, 1983, Firestops were found not 
to be intact. 

During surveillance of penetration firestops, the licensee 
discovered two firestops not to be intact. The licensee 
took all required actions in a timely manner. The last 
similar event occurred approximately three years ago. The 
inspector recognizes the licensee's program for identifying 
and correcting these problems as adequate. The inspector 
has no further concerns in this area. 

b. 	Unit 2  

(i) RO 83-16/03L, dated September 12, 1983, HPCI area high 
temperature switch tripped above technical specification 
limits. 

(ii) RO 83-17/03L, dated September 24, 1983, RCIC area high 
temperature switch tripped above technical specification 
limits. 

120 83-12/03L, dated August 16, 1983, Suppression pool water 
indication was found to be 96°F. 

RO 83-11/03L, dated July 11, 1983, Suppression chamber 
valve 1001-36B circuit breaker overloads tripped. 

No items of noncompliance or deviations were identified in this area. 
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7. IE Bulletin Followup  

For the IE Bulletins listed below the inspector verified that the written 
response was within the time period stated in the bulletin, that the 
written response included the information required to be reported, that 
the written response included adequate corrective action commitments based 
on information presentation in the bulletin and the licensee's response, 
that licensee management forwarded copies of the written response to the 
appropriate onsite management representatives, that information discussed 
in the licensee's written response was accurate, and that corrective 
action taken by the licensee was as described in the written response. 

IEB 81-03, "Flow Blockage of Cooling Water to Safety System Components by 
Corbicula SP. (Asiatic Clam) and Mytilus SP. (Mussel)." 

The present inspection and testing programs implemented are adequate to 
detect flow blockages caused by the Asiatic clam. To date, no flow 
problems have been detected. Additionally. Asiatic clam population of the 
Upper Mississippi River Basin is being monitored. The inspector has no 
further concerns in this area. 

IEB 83-01, "Failure of Reactor Trip Breakers (Westinghouse DB-50) to Open 
on Automatic Trip Signal." This bulletin is not applicable to Quad-Cities 
Station. 

IEB 83-04, "Failure of the Undervoltage Trip Function of Reactor Trip 
Breakers." This bulletin is not applicable to Quad-Cities Station. 

IEB 83-05, "ASME Nuclear Code Pumps and Spare Parts Manufactured by The 
Hayward Tyler Pump Company." Quad-Cities does not utilize this type of 
equipment. 

No items of noncompliance or deviations were identified in this area. 

8. IE Circular Followup  

For the IE Circulars listed below, the inspector verified that the 
Circular was received by the licensee management, that a review for 
applicability was performed, and that if the circular were applicable to 
the facility, appropriate corrective actions were taken or were scheduled 
to be taken. 

IEC 81-10, "Stein Voiding in the Reactor Coolant System During Decay Heat 
Removal " This is not applicable to Quad-Cities Station. 

TEC 81-11, "Inadequate Decay Heat Removal During Reactor Shutdown." 
Procedures have been reviewed and revised as recommended. 

IEC 81-12, "Inadequate Test Procedure of PWR Protection System." This 
type of trip system is not utilized at Quad-Cities. A procedure review 
was conducted and revealed no inadequacies. 

No items of noncompliance or deviations were identified in this area. 
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9. 	Reactor Scrams 

Unit 1  

a. On November 1, 1983, the unit was manually scrammed. The cause of 
the scram was loss of the turbine building closed cooling water 
system (TBCCW). 

This occurred when an equipment attendant inadvertently valved out 
the after cooler to the running service air compressor. This caused 
TBCCW components to begin to overheat. Load was dropped from 800 MWE 
to approximately 400 MWE prior to the scram. All systems functioned 
as expected after the scram. 

b. On November 2, 1983, the unit scrammed during startup. The cause of 
the scram was loss of scram valve pilot air header pressure. 

This occurred when, through miscommunication of instructions, an 
equipment attendant valved out the instrument air to the Unit 1 scram 
header instead of Unit 2. All systems functioned as expected. 

No items of noncompliance or deviations were identified in this area. 

10. Design Changes and Modifications  

Through record review that inspector verified for the design changes 
listed below that design changes were made in accordance with 10 CFR 
50.59; that design changes were reviewed in accordance with technical 
specifications and the established Quality Assurance program; that design 
changes were conducted in accordance with written procedures which 
included identification of inspections required by codes or standards, and 
acceptance test procedures which defined acceptance values or acceptance 
standards; that test records verified performance of equipment modified to 
technical specifications/FSAR requirements and performance of modified 
equipment was reviewed and approved; that operating procedures modi-
fications were made and approved in accordance with technical 
specifications; that installation procedures were adequate for the 
identified function; that as-built drawings were changed to reflect the 
modifications; and that records of design changes were maintained as 
described in 10 CFR 50.59b and the established QA program. 

Unit 1 

  

M-4-1/2-79-12 
M-4-1/2-81-12 
14-4-1/2-82-21 

Local control within diesel generator room 
Installation of synchronizing check relay 
Installation of fuel filter vent valve 

No items of noncompliance or deviations were identified in this area. 
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11. Onsite Review Committee  

a. The inspector examined the onsite review function conducted on 
September 28, 1983, concerning the residual heat removal service 
water pump (RHRSW) case erosion on Unit 2. 

The review was conducted to determine that an adequate technical 
evaluation was conducted to assure continued safe operation of Unit 
1. The inspector determined that the review contained sufficient 
justification for continued safe operation of the RHRSW pumps for 
Unit 1. The inspector has no further concerns at this time. 

b. The inspector was present at the Onsite Review Committee meeting 
concerning the decontamination of Unit 2 recirculation piping system. 
The inspector verified that plans for decontamination were in 
conformance with regulatory requirements. The inspector via phone 
communications also received assistance from a regional health 
physics specialist. The inspector has no further concerns dealing 
with the proposed licensee actions. 

No items of noncompliance or deviations were identified in this area. 

12. Review of Licensee's Monthly Performance Report  

The inspector reviewed the licensee's monthly performance reports of Units 
1 and 2 for the months of September and October 1983. 

Areas covered by the report were amendments to Technical Specifications, 
summary of corrective maintenance performed on safety-related equipment, 
Licensee Event Reports, operating data tabulations, and refueling 
information. The report was reviewed for compliance with Technical 
Specification 6.6.A.3. 

No items of noncompliance or deviations were identified in this area. 

13. Procedures  

For the procedures listed below, the inspector verified that they were in 
accordance with Technical Specifications and changes were made to reflect 
both licensee revisions and NRC requirements. 

QOP 207-2 Rev. 2 	Rod worth minimizer computer inoperable 
-Procedure change due to scram sequence 

QAP 300-14 Rev. 5 Equipment out-of-service 
QUP 1-S1 Rev. 15 	Master S/U checklist 

-Provides for verification of UPS and clarifies RWM 
operation 

QIS 5-2 Rev. 2 	Reactor high pressure scram functional test 
-Provides for second verification of isolation valve 
position 

QTS-100-I2 Rev. 3 LLIC 
QTS-100-19 Rev. 3 LIM 
QUA 2300-1 Rev. 6 HPCI automatic initiation 
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No items of noncompliance or deviations were identified in this area. 

14. Refueling 

New fuel inspection at another facility revealed an unusual wear problem 
in 33 rods out of the 764 fuel bundles inspected. The wear is postulated 
to be caused by improper crimping of the spacers. As a result, a special 
inspection of the new fuel was performed, specifically looking for this 
wear problem. 

This inspection was done in addition to the normal inspection of all new 
fuel. The special inspection revealed unusual wear in two rods out of the 
204 fuel bundles inspected. These two rods will be replaced by G.E. 

No items of noncompliance or deviations were identified in this area. 

15. TMI Action Plan Followup  

Item II.B.1, Reactor coolant system high point vents The Office of 
Nuclear Reactor Regulation (NRR) has completed its review of the subject 
action item. 

The review encompassed previous submittals and other pertinent corres-
pondence. NRR has found that the venting capability at Quad-Cities 
is acceptable, and thus consider the subject item resolved. 

No items of noncompliance or deviations were identified in this area. 

16. Review of Special Report  

The inspector reviewed the licensee's report on Units 1 and 2 secondary 
containment capability. Areas covered by the report were the secondary 
containment capability test, the test results and the results corrected to 
zero wind conditions. The report was reviewed for compliance with 
technical specifications. 

No items of noncompliance or deviations were identified in this area. 

17. Followup on Regional Requests  

A potential generic problem regarding proper use of fuses was forwarded to 
the residents for review. During an inspection of safety-related elec-
trical panels at another site, it was noted that a misapplication of 
electrical fuses was being used in safety control circuits. The fuses 
involved include bus fuses, symbol MIN and MC. 

The inspector discussed this matter with the licensee and it was deter-
mined that the MIC, which were misapplied, are not utilized at Quad-
Cities. The fuses in place are similar to the MIN fuses identified. 
The inspector has no further concerns. 

No items of noncompliance or deviations were identified in this area. 
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18. Management Meeting.  

a. On September 28, 1983, Mr. W. Shafer, Branch Chief, and 
Mr. R. Walker, Section Chief, of the Division of Project and Resident 
Programs, Region III, visited Quad-Cities Station. The purpose of 
the visit was to discuss with plant management the trial inspection 
program which is going to be implemented starting October 1, 1963. 
This program is to have little impact on the licensee and is directed 
to improve manpower resources of the NRC. 

b. On October 20, 1983, an enforcement conference was conducted by 
Mr. R. DeYoung, Director of Inspection and Enforcement, Headquarters, 
and Mr. J. Keppler, Administrator,Region III. 

The purpose of the conference was to emphasize the importance of good 
communication in the operation of Quad-Cities Station. Two 
conferences were held, one for operators and one for management. 
This conference marked the end of the enforcement actions concerning 
the rod insertion sequence error. 

No items of noncompliance or deviations were identified in this area. 

19. Training  

While reviewing the training program, the inspector discovered a weakness 
in the area of licensed operator procedure review. Certain emergency 
procedures were not being reviewed by reactor operators. Following 
discussions, the licensee revised the review program to specifically 
address 10 CFR 55, Appendix A.3.d. The inspection was prompted by a 
report appearing in NUREG 0020, Licensed Operating Reactors. 

No items of noncompliance or deviations were identified in this area. 

20. Independent Inspection  

During the refueling outage. Unit 2 was under Commission orders to inspect 
all stainless steel welds on pipes greater than four inches in diameter. 
To reduce radiation levels (and therefore dose levels), it was decided 
that decontamination of the recirculation system prior to this inspection 
would be prudent. 

The company chosen to perform the decontamination was London Nuclear. The 
resident inspector attended the decontamination meetings, toured the 
decontamination setup, observed that ALARA procedures were in effect 
during the decontamination and was present during the transfer of the 
spent resin. 

The decontamination, which lasted a week, went without incident and 
removed approximately 154 curies of radioactivity. This resulted in a 
substantial dose reduction during the weld inspection. 

No items of noncompliance or deviations were identified in this area. 
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21. Exit Interview  

The inspector met with licensee representatives (denoted in Paragraph 1) 
throughout the month and at the conclusion of the inspection on December 
2, 1983, and summarized the scope and findings of the inspection 
activities. The licensee acknowledged the inspectors concerns. 
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FEB 1 0 084 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

3 T/3 

This refers to the routine safety inspection conducted by Messrs. N. J. Chrissotimos 
and A. D. Morrongiello of this office on December 5, 1983, through January 31, 1984, 
of activities at Quad Cities Nuclear Power Station, Units 1 and 2, authorized by 
NRC Operating Licenses No. DPR-29 and No. DPR-30 and to the discussion of our 
findings with Mr. N. J. Kalivianakis at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during the 
inspection. Within these areas, the inspection consisted of a selective examina-
tion of procedures and representative records, observations, and interviews with 
personnel. 

No items of noncompliance with NRC requirements were identified during the course 
of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 
FEB 1 0 1904 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

"Original signed.by  W. D. Shnfer" 

W. D. Shafer, Chief 
Projects Branch 2 

Enclosure: Inspection Reports 
No. 50-254/83-30(DPRP);\ 
No. 50-265/83-31(DPRP) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

RI II 

Walker/db 
02/08/84 
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Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad Cities Site, Cordova, IL 

Inspection Conducted: December 5, 1983, through January 31, 1984 
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A. D. Morrongietto 
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Reactor Projects Section 2C 
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Inspection Summary 

Inspection on December 5, 1983 through January 31, 1984 (Reports 
No. 50-254/83-30(DPRP); 50-265/83-31(DPRP))  

Areas Inspected: Routine, unannounced inspection by the resident inspectors of 
previous inspection findings; operational safety; maintenance; surveillance; 
Licensee Event Reports; IE bulletin followup; reactor scrams; design changes 
and modifications; review of licensee's monthly performance report; procedures; 
refueling; regional requests; ACRS Meeting; site visit; and information notices. 
The inspection involved a total of 454 inspector-hours onsite by two NRC 
inspectors, including 61 Regional staff hours and 22 inspector-hours 
onsite during off-shifts. 
Results: No items of noncompliance or deviations were identified. 



DETAILS 

	

1. 	Persons Contacted  

*N. Kalivianakis, Superintendent 
T. Tamlyn, Assistant Superintendent for Operations 
D. Bax, Assistant Superintendent Maintenance 
L. Gerner, Assistant Superintendent for Administration 

*D. Gibson, Quality Assurance Supervisor 
*G. Tietz, Technical Staff Supervisor 

The inspector also interviewed several other licensee employees, 
including shift engineers and foremen, reactor operators, technical 
staff personnel and quality control personnel. 

*Denotes those present at the exit interview on January 31, 1984. 

	

2. 	Action on Previous Inspection Findings  

a. (Closed) Unresolved Item (254/79-13-01): Three persons were 
promoted who did not meet the requirements of repairmen, per 
ANSI 18.1. This item concerned an interpretation of ANSI 18.1. 
The request for clarification is still open; however, the licensee 
has included in Administrative Procedures clarification which is 
conservative and satisfies the inspectors concerns. 

b. (Closed) Unresolved Item (254/79-08-04): During containment 
integrated leak rate testing, certain pressure switches were 
isolated to prevent possible damage and changes in calibration. 
The licensee has revised procedures which will allow these 
switches to be exposed to leak rate test pressures. 

No items of noncompliance or deviations were identified in this area. 

	

3. 	Operational Safety Verification 

The inspector observed control room operations, reviewed applicable 
logs and conducted discussions with control room operators during the 
months of December 1983 and January 1984. The inspector verified the 
operability of selected emergency systems, reviewed tagout records and 
verified proper return to service of affected components. The 
inspector observed the reestablishing of proper recombiner operation 
and noted that the operator involved used the temporary procedure 
which was written for these occurrences. Tours of Unit 1 and 2 
reactor buildings and turbine buildings were conducted to observe plant 
equipment conditions, including potential fire hazards, fluid leaks, 
and excessive vibrations and to verify that maintenance requests had 
been initiated for equipment in need of maintenance. The inspector 
by observation and direct interview verified that the physical security 
plan was being implemented in accordance with the station security plan. 
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The inspector observed plant housekeeping/cleanliness conditions and 
verified implementation of radiation protection controls during a 
decontamination operation in the turbine building. During the months 
of December and January, the inspector walked down the accessible 
portions of the standby liquid control systems of Unit 1 systems to 
verify operability. 

These reviews and observations were conducted to verify that facility 
operations were in conformance with the requirements established under 
technical specifications, 10 CFR, and administrative procedures. 

No items of noncompliance or deviations were identified in this area. 

4. 	Monthly Maintenance Observation 

Station maintenance activities of safety related systems and 
components listed below were observed/reviewed to ascertain that they 
were conducted in accordance with approved procedures, regulatory 
guides and industry codes or standards and in conformance with 
technical specifications. 

The following items were considered during this review: the limiting 
conditions for operation were met while components or systems were 
removed from service; approvals were obtained prior to initiating 
the work; activities were accomplished using approved procedures and 
were inspected as applicable; functional testing and/or calibrations 
were performed prior to returning components or systems to service; 
quality control records were maintained; activities were accomplished 
by qualified personnel; parts and materials used were properly certified; 
radiological controls were implemented; and, fire prevention controls 
were implemented. 

Work requests were reviewed to determine status of outstanding jobs 
and to assure that priority is assigned to safety related equipment 
maintenance which may affect system performance. 

The following maintenance activities were observed/ reviewed: 

Unit 2 

Q29128 	Torus injection check valve 
Q29788 	Reactor building fuel pool channel "B" monitor 
Q24837 	RPS relay power breaker 
Q28216 	2A MSIV outboard 
Q28445 	LPCI area high temperature switch 

The inspector also observed portions of maintenance activities on installa-
tion of the RICR service water pumps, the 2B MG set motor (replacement of 
the rotor and its alignment), and on the reactor water cleanup pipe weld 
repair. 

No items of noncompliance or deviations were identified in this area. 
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5. Monthly Surveillance Observation 

The inspector observed portions of hydrostatic testing on the Unit 2 
standby liquid control system and the test of a Unit 2 RIM piping relief 
valve. The inspectors verified that testing was performed in accordance 
with adequate procedures, that test instrumentation was calibrated, that 
limiting conditions for operation were met, that removal and restoration 
of the affected components were accomplished, that test results conformed 
with technical specifications, and procedure requirements and were 
reviewed by personnel other than the individual directing the test, and 
that any deficiencies identified during the testing were properly reviewed 
and resolved by appropriate management personnel. 

No items of noncompliance or deviations were identified in this area. 

6. Licensee Event Reports Followup 

Through direct observations, discussions with licensee personnel, and 
review of records, the following event reports were reviewed to determine 
that reportability requirements were fulfilled, immediate corrective action 
was accomplished, and corrective action to prevent recurrence had been 
accomplished in accordance with technical specifications. 

a. 	Unit 1 

(i) RU 83-24/03L-1, dated June 10, 1983, Suppression chamber to 
drywell vacuum position indication lights indicated valve was 
not fully closed due to faulty limit switch. 

(ii) RU 83-44/03L-0, dated October 26, 1983, Reactor building vacuum 
breaker actuated 0.02 psid greater than Technical Specification 
limits. 

(iii) RU 83-43/03L.0, dated October 24, 1983, Suppression chamber to 
drywell vacuum breaker showed dual indication on division 1 
while closing. 

(iv) RU 83-45/01T-0, dated November 21, 1983, Defective NAMCO 
controls limit switches. 

During receipt inspection of MASCO limit switches, all seven 
switches were found to be assembled incorrectly. Apparently 
these switches were assembled incorrectly during manufacture in 
that the spring was installed on the opposite side of the switch 
actuating arm. The limit switches will not be used until an 
acceptable solution is determined, which could include replace-
ment by NAMCO. 

(v) RO 83-36/03L-0, dated September 20, 1983, Ventilation and fire-
stop boot on the "1D" main steam line penetration was ripped. 
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(vi) RO 83-41/03L-0, dated October 10, 1983, Standby liquid control 
(SBLC) sodium pentaborate concentration was found to exceed 
Technical Specification limits. Procedures have been revised 
to ensure that the SBLC readings (temperature, volume and 
concentration) are correlated with both graphs in the Technical 
Specification. 

(vii) RU 83-38/03L-0, dated October 6, 1983, High pressure coolant 
injection turbine steam supply valve failed to open. The 
station was reviewing an INFO study that discussed limit switch 
problems to see if better methods of limit switch adjustment 
were possible. 

(viii) RU 83-42/03L-0, dated October 24, 1983, The station 1/2 "A" 
diesel fire pump was made inoperable when the diesel failed to 
start on the "A" battery. 

(ix) RU 83-46/03L-0, dated November 28, 1983, The IC RHR service 
water pump was removed from service to repair stuffing box 
leakage. 

b. 	Unit 2  

(i) RO 83-22/01T-0, dated November 15, 1983, Breach of secondary 
containment. See special inspection report 50-254/84-01(DPRP); 
50-265/84-01(DPRP). 

(ii) RO 83-19/03L-0, dated November 7, 1983, While performing the 
Unit 2 "A" 24/48 volt battery discharge test, the battery 
failed to meet its rated load capacity. 

(iii) RU 83-23/03L-0, dated November 28, 1983, The main steam line 
high flow pressure switch exceeded its Technical Specification 
limit due to instrument drift. 

No items of noncompliance or deviations were identified in this area. 

7. 	IE Bulletin Followup 

For the IE Bulletins listed below the inspector verified that the written 
response was within the time period stated in the bulletin, that the 
written response included the information required to be reported that 
the written response included adequate corrective action commitments based 
on information presented in the bulletin and the licensee's response, 
that licensee management forwarded copies of the written response to the 
appropriate onsite management representatives, that information discussed 
in the licensee's written response was accurate, and that corrective 
action taken by the licensee was as described in the written response. 

IEB 82-04, "Deficiencies in Primary Containment Electrical Penetration 
Assemblies." 
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The results of the licensee review indicates that no Bunker Ramo electrical 
penetrations using the hard epoxy module design were installed, nor were 
such penetrations planned to be installed in safety related systems at 
Quad Cities Station. 

Quad Cities Station utilized GE Type NS 02, 03 and 04 electrical 
penetrations which had not experienced any of the deficiencies 
outlined in IE Bulletin No. 82-04 or IE Information Notice 82-40 
(early notification of this matter). 

No items of noncompliance or deviations were identified in this area. 

8 	Reactor Scrams  

Unit 2  

a. On January 3, 1984, Unit 2 (currently in refueling outage) scrammed 
at 11:00 a.m. The "A" RPS bus was removed from service for main-
tenance work (unit now in 1/2 scram) when a faulty IBM spiked 
resulting in a full scram. The faulty IRM was repaired. 

b. On January 6, 1984, a scram occurred on the unit due to both 
channel A and channel B IRMs being downscale. This was caused 
by the simultaneous loss of power to the IRMs during the refueling 
outage station battery test. Satisfactory operation of the IRMs 
occurred when power was restored. 

No items of noncompliance or deviations were identified in this area. 

9. 	Design Changes and Modifications  

Through record review that inspector verified for the design changes 
listed below that design changes were made in accordance with 10 CFR 
50.59; that design changes were reviewed in accordance with technical 
specifications and the established Quality Assurance program; that 
design changes were conducted in accordance with written procedures 
which included identification of inspections required by codes or 
standards, and acceptance test procedures which defined acceptance 
values or acceptance standards; that test records verified performance 
of equipment modified to technical specifications/FSAR requirements and 
performance of modified equipment was reviewed and approved; that 
operating procedures modifications were made and approved in accordance 
with technical specifications; that installation procedures were adequate 
for the identified function; that as-built drawings were changed to 
reflect the modifications; and that records of design changes were main-
tained as described in 10 CFR 50.59(b) and the established QA program. 

Unit 1 and 2  

M-4-1(2)-80-31 
	

Core spray logic drywell cooler and reactor 
building closed cooling water pump trip 

M-4-1(2)-83-16 
	

RBR and core spray annunciators 

No items of noncompliance or deviations were identified in this area. 
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10. Review of Licensee's Monthly Performance Report 

The inspector reviewed the licensee's monthly performance reports of 
Units 1 and 2 for the months of November and December 1983. 

Areas covered by the report were amendments to Technical Specifications, 
summary of corrective maintenance performed on safety-related equipment, 
Licensee Event Reports, operating data tabulations, and refueling 
information. The report was reviewed for compliance with Technical 
Specification 6.6.A.3. 

No items of noncompliance or deviations were identified in this area. 

11. Procedures 

For the procedures listed below, the inspector verified that they 
were in accordance with Technical Specifications and changes were 
made to reflect both licensee revisions and NRC requirements. 

QAP 600-7 Rev. 4 	Control of items with limited shelf life 

QOA 900-8-G Rev. 7 Annunciator procedure addressing the 
installation of second level undervoltage 
relays 

QOA 7000-1 Rev. 6 

QGA-17 Rev. 8 

QOA 1300-6 Rev. 5 

QTS 110-2 Rev. 7 

Procedures Reviewed 

QOS 6600-1 Rev. 12 

QOS 1400-2 Rev. 4 

QAP 300-2 Rev. 9 

120 vAC reactor protection bus failure 
(one or both buses) 

Automatic reactor scram signal present with 
no resulting scram (ATWS Event) 

RCIC automatic initiation 

Automatic blowdown simulated automatic 
actuation surveillance 

Diesel generator monthly load test 

Core spray system motor operated valve 
operability check 

Conduct of shift operations 

No items of noncompliance or deviations were identified in this area. 



12. Refueling 

The inspector observed the initial receipt inspection of new fuel 
for Unit 1 and verified that it was performed in accordance with 
the licensee's procedures. 

No items of noncompliance or deviations were identified in this area. 

13. Followup on Regional Requests 

a. NUREG 0737, Item II.b.1, established requirements for reactor 
coolant vents. The licensee submitted responses to these 
requirements which have been reviewed by the Office of Nuclear 
Reactor Regulation (NRR). The regional office requested the 
inspector to inspect certain actions in support of NRR. 

The inspection revealed that the licensee's submittals were 
found to be acceptable per letter dated November 17, 1983, 
Vassallo to Farrar and this item was considered resolved. 
The acceptance stated that no modifications needed to be 
accomplished and that Technical Specifications were not needed 
because existing specifications existed. 

b. Potentially generic issue concerning the use of an oil 
additive called "Vaportec." 

The inspector discussed this concern with maintenance personnel. 
The licensee was knowledgable of the problems associated with this 
additive and stated that this additive was not used on their 
equipment. 

c. A construction deficiency report on the subject of mechanical 
fire barrier seals was forwarded to the inspector. A 
licensee observed that the mechanical seals being used were 
not 3-hour fire rated. The subject seals were provided by 
Link-Seals. 

Quad Cities search of its vendor files indicated that these 
seals were not utilized. The licensee fire seals were manu-
factured by O.Z. Gedney. Documentation verified that the 
seals were 3-hour fire rated. 

No items of noncompliance or deviations were identified in this area. 

14. ACRS Meeting 

On January 13, 1984, C. Norelius, Director, Division of Project and 
Resident Programs, and R. Walker, Chief, Projects Section 2C, went to 
Washington, D. C. to attend an ACRS meeting. 
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The purpose of the meeting was to discuss the concerns about management 
failure at Commonwealth Edison related to the Quad Cities control rod 
insertion sequence error. Mr. Norelius explained to the satisfaction 
of the ACRS the program that Commonwealth Edison had undertaken to 
correct these types of failures. 

15. Site Visit  

On January 24, 1984, representatives of Tokyo Electric, Mitsui Electric 
and GETSCO were onsite. 

The purpose of the visit was to gather information about field unstacking 
of a low pressure turbine rotor. 

16. IE Information Notice Followup  

For the IE Information Notices (IEN) listed below, the inspector verified 
that the information notice was received by licensee management, that a 
review for applicability was performed, and that if the information 
notice were applicable to the facility, appropriate actions were taken or 
were scheduled to be taken. 

a. IEN 83-31: Error in the Adlpipe Computer Program. Corporate 
office is evaluating applicability. 

b. IEN 83-32: Rupture of Americium-241 Source(s) Contained in a 
Well Logging Device. Not applicable to Quad Cities. 

C. 	1EN 83-33: Nonrepresentative Sampling of Contaminated Oil. 
A review of procedures was conducted to ensure that adequate 
sampling is conducted. 

d. 1EN 83-34: Event Notification Information Worksheet. 

e. IEN 83-35: Fuel Movement with Control Rods Withdrawn at BWRS. It 
has not been the licensee's practices to perform these actions at 
the same time. 

f. IEN 83-36: Impact of Security Practices on Safe Operations. 

g. IEN 83-37: Transformer Failure Resulting from Degraded Internal 
Connection Cables. 

h. IEN 83-38: Defective Heat Sink Adhesive and Seismically Induced 
Chatter in Relays Within Printed Circuit Cards. Not applicable to 
Quad Cities. 

1. 	IEN 83-39: Failure of Safety/Relief Valves to Open at BWR-Interim 
Report. Quad Cities utilizes 3-stage target rock relief valves. 
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j. IEN 83-40: Need to Environmentally Qualify Epoxy Grouts and 
Sealers. 

k. IEN 83-41: Actuation of Fire Suppression System Causing Inoper-
ability of Safety-Related Equipment. 

1. 	1EN 83-42: Reactor Mode Switch Malfunctions. Procedures do require 
use of the manual scram buttons before using the mode switch. 

m. IEN 83-43: Improper Settings of Intermediate Range (IR) High Flux 
Trip Setpoints. Not applicable to Quad Cities. 

n. IEN 83-44: Potential Damage to Redundant Safety Equipment as 
a Result of Backflow Through the Equipment and Floor Drain 
System. 

o. IEN 83-45: Environmental Qualification Test of General 
Electric Company "CR-2940" Position Selector Control Switch. 
Although utilized, the control switches are located in areas 
not expected to receive excessive radiation exposure. 

p. IEN 83-46: Common-Mode Valve Failures Degrade Surry's 
Recirculation Spray Subsystem. Not applicable to Quad Cities. 

q. IEN 83-47: Failure of Hydraulic Snubbers as a Result of 
Contaminated Hydraulic Fluid. Safety-related snubbers at 
Quad Cities are mechanical. 

r. IEN 83-48: Gaseous Effluent Releases of Radioactive Iodine-
125 and Iodine-131 in Excess of NRC Limits. 

s. IEN 83-49: Sampline and Prevention of Intrusion of Organic 
Chemicals into Reactor Coolant Systems. 

t. IEN 83-50: Failures of Class lE Safety-Related Switchgear 
Circuit Breakers to Close on Demand. Preventive maintenance 
and inspections are performed during outages. 

u. IEN 83-51: Diesel Generator Events. 

v. IEN 83-52: Radioactive Waste Gas System Events. 

w. IEN 83-53: Primary Containment Isolation Valve Discrepancies. 
Logic tests performed each outage confirm proper isolation. 

x. IEN 83-54: Common Mode Failure of Main Steam Isolation 
Nonreturn Check Valves. Quad Cities does not have these check 
valves on the main steam system 

Y. 	IEN 83-55: Misapplication of Valves by Throttling Beyond 
Design Range. 

10 



z. 	IEN 83-56: Operability of Required Auxiliary Equipment. 

aa. IEN 83-57: Potential Misassembly Problem with Automatic 
Switch Company (ASCO) Solenoid Valve Model NP 8316. 

bb. IEN 83-58: Transamerica Delaval Diesel Generator Crankshaft 
Failure. Quad Cities does not have this type of diesel. 

cc. IEN 83-59: Dose Assignment for Workers in Non-Uniform 
Radiation Fields. 

dd. IEN 83-60: Falisification of Test Results for Protective 
Coatings. Con-Chem, Incorporated has not been contracted at 
this facility. 

ee. IEN 83-61: Alleged use of Stand-ins for Welder Qualification 
Tests. 

ff. IEN 83-62: Failure of Redundant Toxic Gas Detectors 
Positioned at Control Room Ventilation Air Intakes. 

gg. IEN 83-63: Potential Failures of Westinghouse Electric 
Corporation Type SA-1 Differential Relays. These type of 
relays are not used at Quad Cities. 

hh. IEN 83-64: Lead Shielding Attached to Safety-Related Systems 
Without 10 CFR 50.59 Evaluations. A program had been 
previously implemented to evaluate installation of lead 
blankets. 

IEN 83-65: Surveillance of Flow in RTD Bypass Loops used in 
Westinghouse Plants. Not applicable to Quad Cities. 

IEN 83-66: Fatality at Argentine Critical Facility. 

kk. IEN 83-67: Emergency-use Respirator Material Defect Causes 
Production of Noxious Gases. Quad.Cities does not use this 
type of respirator. 

11. TEN 83-68: Respirator User Warning: Defective Self-Contained 
Breathing Apparatus Air Cylinders. 

IEN 83-69: Improperly Installed Fire Dampers at Nuclear Power 
Plants. 

TEN 83-70: Vibration-Induced Valve Failures. 

IEN 83-71: Defects in Load-Bearing Welds on Lifting Devices 
for Vessel Head and Internals. 
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PP• IEN 83-72: Environmental Qualification Testing Experience. 

qq. IEN 83-73: Radiation Exposure from Gloves Contaminated with 
Uranium Daughter Products. Not applicable to Quad Cities. 

IEN 83-74: Rupture of Cesium-137 Source Used in Well-Logging 
Operations. Not applicable to Quad Cities. 

IEN 83-75: Improper Control Rod Manipulation. 

tt. IEN 83-76: Reactor Trip Breaker Malfunctions (Undervoltage 
Trip Devices on GE Type AK-2-25 Breakers). These breakers are 
not used in the facility's trip system; however, the affected 
breakers are inspected and tested. 

uu. IEN 83-77: Air/Gas Entrainment Events Resulting in System 
Failures. 

IEN 83-78: Apparent Inproper Modification of a Component 
Affecting Plant Safety. 

IEN 83-79: Apparently Improper use of Commercial Grade 
Components in Safety-Related Systems. 

xx. IEN 83-80: Use of Specialized "Stiff" Pipe Clamps. 

IEN 83-81: Entry into High Radiation Areas From Areas Which 
are not Under Direct Surveillance. 

IEN 83-82: Failure of Safety/Relief Valves to Open at BWR - 
Final Report. 

aaa. TEN 83-83: Use of Portable Radio Transmitters Inside Nuclear 
Power Plants. Signs are posted and instructions are given for 
the proper use of radio transmitters. 

bbb. IEN 83-84: Cracked and Broken Piston Rods in Brown Bovery 
Electric Type 511K Breakers. 

17. Exit Interview 

The inspector met with licensee representatives (denoted in 
Paragraph 1) throughout the month and at the conclusion of the 
inspection on January 31, 1983, and summarized the scope and findings 
of the inspection activities. The licensee acknowledged the 
inspectors concern. 
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UNITED STATES 

NUCLEAR REGULATORY COMMISSION 
REGION III 

799 ROOSEVELT ROAD 
GLEN ELLYN, ILLINOIS 60137 

.MAR 1 6 1984 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the special safety inspection conducted by Messrs. 
N. J. Chrissotimos and A. D. Morrongiello of this office on November 17, 1983, 
through January 24, 1984, of activities at the Quad Cities Nuclear Power 
Station, Units 1 and 2, authorized by NRC Operating Licenses No. DPR-29 and 
No. DPR-30. Specifically, the inspection related to a violation of secondary 
containment integrity requirements. The results of this inspection were 
discussed during an enforcement conference conducted at the NRC Region III 
office on January 24, 1984. The report setting forth the results of the 
inspection and enforcement conference is enclosed. 

The enclosed copy of our inspection report Identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

The findings of this inspection are currently under review to determine 
appropriate enforcement action to be taken. You will be notified by separate 
correspondence of the results of this review. 

In accordance‘with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 	
MAR 1 6 1964 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

l'Ori2insT Strinefl by C.!. VoreItYmn';: 

C. E. Norelius, Director 
Division of Project and 

Resident Programs 

Enclosure: Inspection Report 
No. 50-254/83-31(DPRP); 
No. 50-265/83-30(DPRP) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

RIII 
4TqC 
al'er/b1 

03/14/84 

RIII Rill 

Schultz 



U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/83-31(DPRP); 50-265/83-30(DPRP) 

Docket Nos. 50-254; 50-265 	Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad Cities Site, Cordova': IL 

Enforcement Conference At: U.S. Nuclear Regulatory Commission 
Region III Office 
Glen Ellyn, IL 

Inspection Conducted: November 17, 1983, through January 24, 1984 

Enforcement Confrence Conducted: January 24, 1984 

IP  
i 

Inspector: N J. 	r' sotimos 	 3- F ar4 
Date 

" 
Inspector: A D. orrongiel o 	 ;i 5' '4 

Date 

'• a.4-zev23-7 	 '7 I ez 4  Approved by: R. D. Walker, Chief 	 d_2 
Reactor Projects Section 2C 	Date 

Inspection and Enforcement Conference Summary  

Inspection on November 17, 1983 through January 24, 1984 (Reports No.  
50-254/83-31(DPRP); 50-265/83-30(DPRP))  
Areas Inspected: Special, unannounced inspection by the resident inspectors 
of an event involving the defeating of secondary containment integrity during 
operation. The inspection involved a total of 78 inspector-hours on site by 
two NRC inspectors and 33 hours by 11 NRC personnel in the Region III offices 
during the enforcement conference on January 24, 1984. 
Results: In the area inspected, two items of noncompliance were identified 
(exceeding technical specification limiting condition for operation for secondary 
containment integrity - paragraph 2; and not having a procedure for controlling 
status of the main steam isolation valve room paragraph 2). 



DETAILS 

1. 	Persons Contacted 

a. Quad Cities Nuclear Power Station  

2 3N. Kalivianakis, Superintendent 
1 2 3T. Tamlyn, Assistant Superintendent Operations 

L. Gerner, Assistant Superintendent for Administration 
G. Tietz, Technical Staff Supervisor 

b. Commonwealth Edison Company Corporate Office  

3C. Reed, Vice President, Nuclear Operations 
2 3D. Farrar, Director of Nuclear Licensing 
2 2p. Galle, Division Vice President, Nuclear Stations 
2 3R. Jortberg, Director of Nuclear Safety 
2D. Scott, Superintendent, Dresden Station 
3B. Ryback, Licensing Project Manager 
3P. Steptoe, Lawyer 

c. U. S.Nuclear Regulatory Commission Personnel 

3James G. Keppler, Regional Administrator 
3A. Davis, Deputy Regional Administrator 
3J. Axelrod, Director, Division of Enforcement, IE 
S. Lewis, Regional Counsel 

1 2  3N. Chrissotimos, Senior Resident Inspector 
1  2A. Morrongiello, Resident Inspector 
2  3R. Walker, Chief, Projects Section 2C 
2  2C. Norelius, Director, Division of Projects and Resident Programs 
2  3W. Shafer, Chief, Projects Branch 2 
2  3A. Madison, Project Manager 
2T. Tongue, Senior Resident Inspector, Dresden Station 
3W. Schultz, Enforcement Coordinator 

The inspectors also interviewed various plant personnel. 

'Denotes those present at exit meeting. 
2Denotes those present at Management Meeting December 20, 1983. 
3Denotes those persons present at the January 24, 1984, Enforcement 

Conference. 

2. 	Licensee Event Report Review  

(Open) LER (50-265/83-22): Main steam isolation valve (MSIV) room interlock 
doors were found defeated while the MSIV room was part of secondary contain-
ment. 

Unit 1 and Unit 2 outboard main steam isolation valve (MSIV) rooms are 
normally considered the reactor building and thus a part of secondary 
containment. 



During refueling outages when excessive work must be accomplished in these 
rooms, the configuration may be changed to allow the room to be isolated 
from the reactor building (secondary containment) and become part of the 
turbine building. This is accomplished by plugging the floor drain and 
'closing an air vent prior to opening two air interlock high radiation doors 
to the turbine building. Quad Cities is a dual unit facility that has a 
common reactor building. Therefore, the status of either MSIV room impacts 
at secondary containment integrity of the entire facility. 

On November 7, 1983, a work request was initiated to begin work in the 
Unit 2 MSIV room. The operating engineer wrote in the daily order book 
that Unit 2 MSIV room configuration had made it part of the turbine building. 
At this time, hand-written signs which indicated the room being secondary 
containment were removed, because the room was expected to be open for a 
long period of time to accomplish the work. 

On November 9, 1983, a mechanical maintenance foreman entered Unit 2 MSIV 
room and noticed that some water had drained from equipment that had 
previously been worked on. To prevent spreading the contaminated water, he 
decided to use the floor drain to remove the water. The foreman properly 
requested the shift engineer to return the MSIV room configuration to the 
reactor building to accomplish draining. An entry in the shift engineer's 
log was made at 9:00 p.m. that the Unit 2 MSIV room was now part of the 
reactor building. The handwritten signs indicating this configuration were 
not reposted. 

On November 10, 1983, at approximately 7:00 a.m., mechanical maintenance and 
contractor workers tried to enter the Unit 2 MSIV room to continue work but 
the doors were locked. At approximately 7:45 a.m., a radiation door key 
("R") was obtained by mechanical maintenance to enter Unit 2 MSIV room. 
While obtaining the key, the maintenance personnel asked the shift engineer's 
permission to open both doors. Apparently, the shift engineer had overlooked 
the log book entry stating that the MSIV room had been converted back to 
secondary containment, and he allowed maintenance personnel to defeat the 
interlocks. When work was ended that evening, the doors were left open. 

On November 11, 1983, a maintenance person signed out an "R" key, assuming 
the doors would be closed; however, they were not. 

On November 15, 1983, a shift foreman was conducting a tour in the turbine 
building and noticed the MSIV room doors open on Unit 2 which is not unusual 
during a refuel outage. As he continued into the reactor building, he 
noticed that the vent to the MSIV room was also opened. (The vent is not 
readily visible.) He quickly realized the error and took prompt action to 
isolate the room. Secondary containment was not intact from approximately 
8:00 a.m. on November 10, 1983, until approximately 1:15 p.m. on November 15, 
1983 - a total of 125 hours. 

The failure to maintain secondary containment integrity was contrary to 
Technical Specification 3.7.C.1 and 1.0.X. Those specifications required 
that secondary containment integrity be intact during unit operation (Unit 1 
was operating at approximately 100 per cent power during this time) and that 
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at least one door in each access opening be closed. This finding represents 
an item of noncompliance (254/83-31-01; 265-83-30-01). 

Not having a procedure for maintaining secondary containment integrity when 
the MSIV room is either part of the turbine or reactor building was contrary 
to Technical Specification 6.2.A.1. This specification required that detailed 
written procedures be prepared and approved covering operation and shutdown 
of the reactor and other systems and components involving nuclear safety of 
the facility. This finding represents an item of noncompliance (254/83-31-02; 
265-83-30-02). 

3. Management Meeting 

On December 20, 1983. an interim management meeting was held in the 
Region III office to discuss these events and the licensee's proposed 
corrective action. The licensee committed to present written documenta-
tion of their actions for the enforcement conference. 

This specific incident plus other recent personnel errors were discussed. 
The Region III staff questioned the adequacy of the licensee's improvement 
program. The licensee pointed out that they were just beginning to imple-
ment their program to improve performance and that this event was not an 
indication of an inadequate improvement program. 

4. Enforcement Conference 

The Region III staff net with licensee representatives (denoted in para- 
graph 1) for an Enforcement Conference on January 24, 1984, to discuss the 
inspection findings. 

The licensee provided a discussion of the sequence of events and the planned 
and completed corrective actions. The licensee acknowledged the seriousness 
of these events and proposed comprehensive corrective actions at the site 
as well as corporate wide. The immediate corrective actions were: 

a. Secondary containment was immediately established. 
b. Log 'book entries were made to notify operations personnel of the event. 
c. A work request was written to produce permanent signs to indicate status 

of the rooms and to notify the shift engineer prior to use of the doors. 
d. A temporary procedure was in place to be used if the configuration of 

the room was to be changed. 
e. The unit operating engineer began to visually verify the status of the 

room twice a day (for a two week period). 
f. Investigation into the root cause of the occurrence began. 
g. The person involved was brought in on his day off to be counseled. 
h. The person involved was removed from duty and assigned a special 

project. The project was to determine if there were any other similar 
system weaknesses which could "trap" personnel. 

The resident inspector was notified of the event approximately 90 minutes 
after discovery and was told of the actions already taken. The licensee 
also reported the event to the regional office via telecom within 24 hours. 



The licensee then focused broadly on recent personnel errors. The licensee 
gathered data on all personnel errors within the past year and categorized 
each in an attempt to find causual factors. As a result of this investiga-
tion and discussions with plant personnel, the licensee proposed the following 
plan of action: 

a. Assign an extra shift foreman per shift (SRO). 

b. Assign an assistant to each operating engineer (SRO). 

c. Provide formal training on communications . 

d. Provide quality control on site during offshift maintenance activities. 

e. Recommendation to quality assurance for the same offshift coverage. 

f. Implement a traveler to be attached to safety related work requests. 

g. Provide an operations center to coordinate all operating activities. 

h. To place operating engineers on shift for major plant evolutions. 

i. The station will implement all corporate nuclear station directives as 
soon as possible. 

Additional training to shift engineers. SR0s, and shift foreman on the 
work request system. 

k. 	The station will review the shift engineer's responsibilities in order 
to relieve him of paperwork that does not add to his knowledge of plant 
conditions. 

The Region III staff agreed with the sequence of events as stated by the 
licensee and agreed that the immediate corrective actions taken were prompt 
and effective. 

The Region III staff expressed their concern over the downward trend of 
performance at Commonwealth Edison facilities which has led to various 
enforcement proceedings. 

The licensee discussed proposed changes to the corporate organization as 
well as changes to all its nuclear facilities. 

The licensee acknowledged Region III's concerns and reiterated their deter-
mination to perform error free at all their nuclear facilities. 
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JUN 7 1984 

Docket No. 50-254 ,k3 • 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 

Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the special safety inspection conducted by Mr. R. Hasse of this 
office on October 7 and 20, 1983, and April 16, 1984, of activities at Quad 
Cities Units 1 and 2 authorized by NRC Operating Licenses No. OPR-29 and 
No. DPR-30 and to the discussion of our findings with Mr. G. Marcus and other 
members of your staff at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 

The responses directed by this letter (and the accompanying Notice) are 
not subject to the clearance procedures of the Office of Management and 
Budget as required by the Paperwork Reduction Act of 1980, PL 96-511. 



Commonwealth Edison Company 	2 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

51 4 R.D.Walker 

R. D. Walker, Chief 
Engineering Branch 1 

Enclosure: Inspection Report 
No. 50-254/83-32 and 
No. 50-265/83-32 

cc w/encl: 
D. L. Farrar, Director 
of Nuclear Licensing 

N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RII1 

Phyllis Dunton, Attorney 
General's Office, Environmental 
Control Division 

RAH RI /I 	RI1I 	RIII 

1,16h4 	
e 	- Hass /1d 	Hawkins 	hrissotimos 	i le  

05/31/84 



U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/83-32(DE); 50-265/83-32(0E) 

Docket Nos. 50-254; 50-265 	 Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
P.O. Box 767 
Chicago, IL 60690 

Facility Name: Quad Cities Nuclear Power Station, Units 1 & 2 

Inspection At: 	Cordova, Illinois and Chicago, Illinois 

Inspection Conducted: October 7 and 20, 1983 and April 16, 1984. 

Inspector: 	 Ha 	 /f24 

n_ 

CHe4  
Date 

D rt..Pc/84.  Management Programs Section 

Inspection Summary  

Inspection on October 7 and 20, 1983 and April 16 1984 (Reports  
No. 50-254/83-32(0E); 50-265/83-32(DE))  
Areas Inspected: Special, announced inspection by,  a region-based inspector of 
the adequacy of corrective action in response to receipt and installation of 
nonconforming material discovered by internal surveillance. The inspection 
involved 24 inspector-hours by one NRC inspector. 
Results: No items of noncompliance were identified. 

1 
Approved By: F. C. Hawkins, Chief 



DETAILS 

1. Persons Contacted  

Commonwealth Edison Company (CECo)  

*G. Marcus, Director QA, Engineering and Construction 
*D. Gibson, QA Supervisor, Quad Cities 
*R. Rybak, Nuclear Licensing Administrator 
*J. Frizzel, General Engineer 

U.S. Nuclear Regulatory Commission  

N. Chrissotimos, Senior Resident Inspector 

*Denotes those attending the exit interview on April 16, 1984. 

2. Nonconforming Strut Pin Material  

a. Problem Summary  

During a QA surveillance conducted in October 1982, CECo determined 
that they had received pipe supports at Quad Cities not in conform-
ance with purchase order requirements. The nonconformance was not 
detected during receiving inspection and many of the struts had been 
installed. Adequacy of corrective actions was exmined by the 
inspector. 

b. Documents Reviewed 

Memorandum - D. Gibson to W. Shewski, January 4, 1983 - 

Synopsis of Events Surrounding Strut Problem. 

Audit QAM-4-82-69, November 18, 1982 - Audit of Elcen Metal 
Products Co. by CECo. 

EDS Nuclear Specification 0590-003-11, Rev. 2, May 1, 1981. 

Surveillance QAM-4-82-105, October 27, 1982 - Surveillance of 
Receiving Inspection. 

• SMAD Report M-208-83, January 19, 1983. 

SMAD Report M-347-83, February 1, 1983. 

EDS Report 09-0590-0006, Rev. 1, April 1983. 

c. 	Results of Inspection 

In response to IC Bulletin 79-14, CECo initiated an upgrade to the 
piping supports for their Quad Cities and Dresden facilities. EDS 
Nuclear prepared the specifications for the ridged struts required 
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for the upgrade. Since the original piping supports for Quad Cities 
and Dresden were built to ANSI 831.1, the specification called out 
this standard rather than ASME Section III, subsection NF. An 
advance purchase order was then issued to Elcen Metal Products Co. 

calling out the EDS Nuclear specification. 

During the processing of the confirmatory purchase order (P.O.), CECo 
QA noted that Elcen's ANSI 631.1 QA Program had not been approved by 
CECo and that they had many problems with it. Consequently, the 
purchase order specified that Elcen's approved ASME QA Program was 
to be applied and certification to that fact was to be supplied by 

Elcen. Elcen apparently did not review the P.O. against the advance 
P.O. and the struts were fabricated to the ANSI 631.1 QA program. 

The certificate of conformance supplied with the struts stated that 
the struts were fabricated in accordance with the requirements of 
ANSI 831.1, the P.O. and the specifications. The receiving inspector 
apparently assumed that the specifications called out the ASME QA 
Program and that the certificate of conformance supplied was adequate. 
A subsequent surveillance determined that the original specification 
did not impose the ASME QA Program. A subsequent audit by CECo 
indicated a lack of material traceability and process documentation. 

In November 1982, CECo performed analyses and destructive testing on 
a sample of one of each size strut from Quad Cities and Dresden to 
confirm that the materials were as specified. The chemical composi-
tion and mechanical properties were verified to match those of the 
specified materials except for the load pins. The pin material was 

specified to be ASTM A193 B7 (Heat treated AISI 4140 chromium-
molybdenum steel). Of the 19 pins initially tested, 17 were probably 

be NISI 4140 with some having no or improper heat treat and 2 were 
probably A36 carbon steel. Eleven of the pins did meet the 
specified mechanical properties and 8 (including the carbon steel 
pins) failed the mechanical properties tests. On January 4, 1983, 

CECo placed .a hold on all Elcen struts and components and a stop 
work on all installations at Quad Cities and Dresden. An analysis 
by EDS Nuclear showed that based on flexural and shear stress, the 
mechanical properties of all pins did meet AISC/ASME allowables. 
Additional testing of Quad Cities and Dresden strut assemblies at 
5 times design load for 5 minutes resulted in no pin deformation. 

The stop work order was lifted on January 10, 1983 with the proviso 
that all pins used in future installation would be hardness tested to 
confirm proper material. Units installed were accepted as is" based 
on the EDS Nuclear analysis. 

As a result of the material traceability problem identified at Quad 
Cities and Dresden, CECo filed a potential 10 CFR 50.55(e) notifica-
tion on December 23, 1982 for Byron, Braidwood and LaSalle Unit 2 
(for which Elcen had provided some materials). Byron and Braidwood 
pipe supports are subject to the requirements of subsection NF of 
the ASME Boiler and Pressure Vessel Code. 



Material tested from these facilities also indicated problems with 
the pin material. However, analyses performed by EDS Nuclear 
indicated that the mechanical properties were within code allowables. 
Pin sizes 1 through 4 were qualified by elastic analyses and sizes 5 
through 10 by plastic analysis. Margins were as small as —1% in some 
cases. CECo issued a final 10 CFR 50.55(e) report on January 21, 
1983, closing the technical issue for all plants based on the EDS 
Nuclear analyses. 

The inspector was satisfied that the corrective actions taken 
relative to the programmatic problems were adequate and timely. 
Receiving inspectors were given additional training including a 
review of the Elcen problem. The findings of the CECo audit of 
Elcen have been closed. All work performed by Elcen for CECo will 
be done to Elcen's ASME QA Program and all materials purchased from 
suppliers on their (Elcen's) approved nuclear vendors list. 

The adequacy of the testing program and the analysis of the test 
results including acceptability of the method of disposition by the 
ASME Boiler and Pressure Vessel Code is considered an unresolved 
item pending a technical review by the NRC (254/83-32-01; 
265/83-32-01). 

3. Unresolved Items  

Unresolved items are matters about which more information is required in 
order to ascertain whether they are acceptable items, items of noncompli-
ance, or deviations. An unresolved item disclosed during the inspection 
is discussed in Paragraph 2.c. 

4. Exit Interview 

The inspector met with licensee representatives (denoted in Paragraph 1) 
on Apr. 16, 1984, and summarized the scope and findings of the inspection 
activities. 
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Docket Nos: 50-237, 50-249, 50-254, 
50-265, 50-295, 50-304 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the special inspection conducted by N. J. Chrissotimos and 
other NRC Region III staff members relative to activities at the Dresden, 
Quad Cities and Zion Nuclear Power Plants authorized by NRC Operating Licenses 
No. DPR-19, No. DPR-25, No. DPR-29, No. DPR-30, No. DPR-39 and No. DPR-48 and 
to the discussions of our findings with Mr. W. Worden on February 14, 1984. 
The purpose of the special inspection, conducted during the period February 3 
through February 14, 1984, was to followup on Commonwealth Edison Company's 
remarks pertaining to Special Inspection Report 50-237/81-39(DPRP), 
50-249/81-32(DPRP), 50-254/81-23(DPRP), 50-265/81-23(DPRP), 50-295/81-31(DPRP), 
and 50-304/81-29(DPRP). 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and inter-
views with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



Th 	Commonwealth Edison Company 	2 	
LFEB 2 3 1984 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

onrigInal 5igned,by W. D. Shnfer" 

W. D. Shafer, Chief 
Projects Branch 2 

Enclosure: Inspection Reports 
No. 50-237/84-01(DPRP); 
No. 50-249/84-01(DPRP); 
No. 50-254/84-01(DPRP); 
No. 50-285/84-01(DPRP); 
No. 50-295/84-01(DPRP); 
No. 50-304/84-01(DPRP) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
D. J. Scott, Station 

Superintendent 
N. Kalivianakis, Plant 
Superintendent 

K. L. Graesser, Station 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

Mayor, City of Zion 

Rill 	RI 

9/ 7 l7 al er/db 	Bo d 
02/21/84 	2/22/7 
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Docket No. 50-254 

Docket No. 50-265 

Commonwealth Edison Company 

ATTN: Mr. Cordell Reed 

Vice President 

Post Office Box 767 

Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Messrs. N. J. Chrissotimos
 

and A. D. Morrongiello of this office on February 1 through March 30, 1984, of 

activities at Quad Cities Nuclear Power Station, Units 1 and 2 authorized by NRC 

Operating Licenses No. DPR-29 and No. DPR-30 and to the discussion of our findings 

with Mr. N. J. Kalivianakis at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 

the inspection. Within these areas, the inspection consisted of a selective 

examination of procedures and representative records, observations, and 

interviews with personnel. 

items of noncompliance with NRC requirements were identified during the 

' 	course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 

will be placed in the NRC Public Document Room unless you notify this office, 

by telephone, within ten days of the date of this letter and submit written 

application to withhold information contained therein within thirty days of 

the date of this letter. Such application must be consistent with the re-

quirements of 2.790(b)(1). If we do not hear from you in this regard within 

the specified periods noted above, a copy of this letter and the enclosed 

inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 	APR 1 0 1984 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

W. D. Shafer, Chief 

Projects Branch 2 

Enclosures: Inspection Reports 
No. 50-254/84-02(DPRP); 

No. 50-265/84-02(DPRP) 

cc w/encls: 
D. L. Farrar, Director 

of Nuclear Licensing 

N. Kalivianakis, Plant 

Superintendent 
DMB/Document Control Desk (RIDS) 

Resident Inspector, RIII 

Phyllis Dunton, Attorney 
General's Office, Environmental 

Control Division 

RI II 
,hik„ 

C.)kissotimos/db 
04/09/84 



U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/84-02(DPRP); 50-265/84-02(DPRP) 

Docket Nos. 50-254; 50-265 	 Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad Cities Site, Cordova, IL 

Inspection Conducted: February 1 through March 30, 1984 

Inspectors: N. J. Chrissotimos 

Approved by 
il  

A D. Mo ron 'ello 

ifj
1o - # 

hr ss-Omos, Chief 
P j cts Section 2C 

/IA- (23-4k 
Date 

Inspection Summary  

Inspection on February 1, 1984 through March 30, 1984 (Reports No.  
50-254/84-02(DPRP); 50-265/84-02(DPRP))  
Areas Inspected: Routine, unannounced inspection by the resident inspectors of 
previous inspection findings; operational safety; maintenance; surveillance 

Licensee Event Reports; IE bulletin followup; information notices; design 
changes and modifications; onsite review committee; review of licensee's 
monthly performance report; procedures; TMI followup; regional requests; head-

quarters requests; Unit 2 outage; headquarters meeting; management meeting; 
shutdown margin demonstration; unusual event; and reactor scrams. The 
inspection involved a total of 333 inspector-hours onsite by two NRC inspectors. 

Results: No items of noncompliance or deviations were identified. 



DETAILS 

	

1. 	Persons Contacted  

*N. Kalivianakis, Superintendent 

T. Tamlyn, Assistant Superintendent for Operations 

D. Bax, Assistant Superintendent Maintenance 

L. Gerner, Assistant Superintendent for Administration 

*0. Gibson, Quality Assurance Supervisor 

*G. Spedl, Technical Staff Supervisor 

The inspector also interviewed several other licensee employees, 

including shift engineers and foremen, reactor operators, technical 

staff personnel and quality control personnel. 

*Denotes those present at the exit interview on March 30, 1984. 

	

2. 	Action on Previous Inspection Findings  

a. (Closed) Open Item (254/83-21-01) and (265/83-19-01) 	Need to 

count liquid samples for gross beta, SR-89 and SR-90 and 

report results to RIII. Resolved by Rill. 

b. (Closed) Open Item (254/82-13-03) and (265/82-1E-03) 	Modify 

MIS at corporate level. Resolved by Rill. 

No items of noncompliance or deviations were identified in this area. 

	

3. 	Operational Safety Verification  

The inspector observed control room operations, reviewed applicable logs 

and conducted discussions with control room operators during the months of 

Febraury and March 1984. The inspector verified the operability of 

selected emergency systems, reviewed tagout records and verified proper 

return to service of affected components. Tours of the reactor buildings 

and turbine buildings were conducted to observe plant equipment conditions, 

including potential fire hazards, fluid leaks, and excessive vibrations 

and to verify that maintenance requests had been initiated for equipment 

in need of maintenance. The inspector by observation and direct inter-

view verified that the physical security plan was being implemented in 

accordance with the station security plan. 

The inspector observed plant housekeeping/cleanliness conditions and 

verified implementation of radiation protection controls. During the 

months of February and March 1984, the inspector walked down the 

accessible portions of the emergency core cooling systems of Unit 1 to 

verify operability. The inspector also witnessed portions of the radio-

active waste system controls associated with radwaste shipments and 

barreling. 
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These reviews and observations were conducted to verify that facility 
operations were in conformance with the requirements established under 
technical specifications, 10 CFR, and administrative procedures. 

No items of noncompliance or deviations were identified in this 

area. 

4. Monthly Maintenance Observation  

Station maintenance activities of safety related systems and components 
listed below were observed/reviewed to ascertain that they were conducted 
in accordance with approved procedures, regulatory guides and industry 
codes or standards and in conformance with technical specifications. 

The following items were considered during this review: the limiting 
conditions for operation were met while components or systems were removed 
from service; approvals were obtained prior to initiating the work; 
activities were accomplished using approved procedures and were inspected 
as applicable; functional testing and/or calibrations were performed prior 
to returning components or systems to service; quality control records were 
maintained; activities were accomplished by qualified personnel; parts and 
materials used were properly certified; radiological controls were imple-
mented; and, fire prevention controls were implemented. 

Work requests were reviewed to determine status of outstanding jobs and to 
assure that priority is assigned to safety related equipment maintenance 

which may affect system performance. 

The following maintenance activities were observed/reviewed: 

Unit 1  

Q25592 	Relocate flow meter from discharge side of pump to suction 

side. 

Q31892 	RHR service water vault sump discharge check valve 

Unit 2  

Q30850 	Reactor water cleanup elbow replacement 

Q30186 	Repair of three RHR service water vault penetrations 

No items of noncompliance or deviations were identified in this area. 

5. Monthly Surveillance Observation  

The inspector observed portions of the calibrating of the Unit 2 
condensate flow transmitter, backfilling of Unit 2 core spray 
differential pressure instrumentation, and RHR full flow test, and 
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verified that testing was performed in accordance with adequate pro-

cedures, that test instrumentation was calibrated, that limiting condi-

tions for operation were met, that removal and restoration of the 

affected components were accomplished, that test results conformed with 

technical specifications and procedure requirements and were reviewed by 

personnel other than the individual directing the test, and that any 

deficiencies identified during the testing were properly reviewed and 

resolved by appropriate management personnel. 

The inspector also witnessed portions of the following test activ-

ities associated with Unit 2 refueling outage: 

Unit 2 RHR service water vault door leak rate test 

ECCS auto initiation test 

Unit 1 Outage:  

Preparations for decontamination of recirculation system 

No items of noncompliance or deviations were identified in this area. 

6. 	Licensee Event Reports Followup 

a. 	Unit 1  

(i) RD 83-47/03L-0, dated December 10, 1983, TIP system isolation 

valve failed to close. The valve was replaced and functionally 

tested satisfactorily. 

(ii) RD 83-48/03L-0, dated December 29, 1983, The chimney gas sample 

line was plugged, rendering sample system inoperable 	See 

Unusual Event, paragraph 20 for further details. 

(iii) RD 83-32/03L-0, dated September 1, 1983, Secondary containment 

capability test failed due to aged gaskets on various personnel 

access doors. The gaskets were replaced and the test was 

repeated with satisfactory results. 

(iv) RO 83-40/03L-0, dated October 19, 1983, Eleven instances were 

identified between both units where a weekly surveillance was 

not performed within surveillance interval. The licensee identi-

fied these items during a review of completed Technical Specifi-

cation surveillance documentation by the operating engineers. 

(The monthly and quarterly surveillances were found to have 

been performed within the specified interval.) 

The cause of this occurrence was personnel error in that while 

the surveillance was performed within a calendar week, the time 

exceeded the interval as defined in Technical Specifications. 

In many cases, redundant checks on the equipment were performed 

by technical staff and/or operating staff personnel. 
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Two meetings were held by the assistant superintendent of 

operations to stress the importance of meeting the Technical 
Specification intervals. Changes were made to procedures that 
resulted in (1) discontinuing the use of the 25% time extension 
and (2) predating the time when the next surveillance was to be 
done to ensure that it fell within the Technical Specification 
interval. Furthermore, spot checks would be performed by 

operating engineers to ensure that surveillance intervals were 
met. 

The resident inspector regards these actions as adequate to 
prevent further occurrences of this type. This is considered 

a licensee identified item of noncompliance, therefore, no 
citation will be issued in accordance with NRC Enforcement 
Policy. 

b. 	Unit 2 

(i) RO 83-25-03L-0, dated December 29, 1983, RHR service water vault 
sump discharge check valve leaked excessively. The check valves 
were cleaned, reassembled and satisfactorily tested. 

(ii) RO 83-18/01T-1, dated October 11, 1983, Closed in IL report 
83-24(DE) and 83-23(DE) by K. Ward. 

(iii) RO 84-01, dated January 3, 1984, Unit scrammed, while "A" RPS 
was out of service, on spike from IRM on channel B. 

(iv) RO 84-02, dated January 6, 1984, Unit scrammed on simultaneous 
loss of both A and B 48 volt battery system. 

(v) RO 84-04, dated February 15, 1984, Unit scrammed on condenser 
low vacuum while shutdown. 

(vi) RO 83-14/03L-0, dated September 6, 1983, MSIV was found to leak 
in excess of Technical Specifications due to steam cutting. 

Deviation 4-2-84-12. "B" core spray header high D.P. alarm. During 
a reactor building tour, an individual found the "B" core spray header 
gauge reading .7. To check to see if the needle was sticking, he 
tapped the gauge. This resulted in the needle moving past 1 (the 
alarm set point) and dropping back to .7 (within the gauge deadband - 
so the alarm could not be cleared.) Instrument mechanics backflushed 
the line and verified the instrument calibration. A check of the 
core spray D.P. gauge lines revealed no leaks existed. 

Concurrently with the above actions, Quad Cities contacted General 
Electric and station nuclear engineering division to discuss what 
courses of actions were available. After weighing the information, 
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it was decided to start up the unit (which had been down for turbine 

balancing) and monitor this gauge (a sparger break would be identified 

by a large differential pressure.) 

Region III concurred with the licensee's decision prior to startup. 

During and after startup, the gauge reading remained approximately .7. 

(Operating records showed gauge reading varied from .4 to .8 during 

the previous cycle.) 

A licensee identified item of noncompliance was identified in this 

area. 

7. IE Bulletin Followup 

For the IE Bulletins listed below the inspector verified that the Bulletin 

was received by licensee management and reviewed for its applicability to 

the facility. If the Bulletin was applicable the inspector verified that 

the written response was within the time period stated in the Bulletin, 

that the written response included the information required to be reported, 

that the written response included adequate corrective action commitments 

based on information presented in the Bulletin and the licensee's response, 

that the licensee management forwarded copies of the written response to 

the appropriate onsite management representatives, that information dis-

cussed in the licensee's written response was accurate, and that corrective 

action taken by the licensee was as described in the written response. 

IEB 84-01, "Cracks in Boiling Water Reactor Mark I Containment Vent 

Headers." Through review of examination results, interviews with 

licensee personnel, independent observations and review of the 

licensee's required written report, the inspector determined that the 

licensee had satisfactorily met the requirements of the bulletin. 

No items of noncompliance or deviations were identified in this area. 

8. IE Information Notice Followup  

For the IE Information Notices (TEN) listed below, the inspector verified 

that the information notice was recieved by licensee management, that a 

review for applicability was performed, and that if the information notice 

were applicable to the facility, appropriate actions were taken or were 

scheduled to be taken. 

a. 	IEN 83-63, Supplement 1: Potential Failures of Westinghouse Electric 

Corporation Type SA-1 Differential Relay. Not applicable at Quad 

Cities. 

9. Design Changes and Modifications  

Through record review that inspector verified for the design 

changes listed below that design changes were made in accordance 

with 10 CFR 50.59; that design changes were reviewed in accordance 
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with technical specifications and the established Quality Assurance 
program; that design changes were conducted in accordance with 

written procedures which included identification of inspections 
required by codes or standards, and acceptance test procedures 
which defined acceptance values or acceptance standards; that test 
records verified performance of equipment modified to technical 

specifications/FSAR requirements and performance of modified equip-
ment was reviewed and approved; that operating procedures modi-
fications were made and approved in accordance with technical 
specifications; that installation procedures were adequate for the 
identified function; that as-built drawings were changed to reflect 
the modifications; and that records of design changes were main-

tained as described in 10 CFR 50.59b and the established QA 
program. 

Unit 1  

M-4-1-81-21 	Unit 1 scram discharge volume 

M-4-1/2-83-3 	Changes to vent sample system 

M-4-1/2-83-17 Modification of main chimney sample system - 
Placing spring pump in series with GE pump 

No items of noncompliance or deviations were identified in this area. 

10. Onsite Review Committee  

The inspector examined the onsite review function conducted on February 11, 
1984, concerning Unit 2 startup. The review was conducted in accordance 
with Technical Specifications. 

No items of noncompliance or deviations were identified in this area. 

11. Review of Licensee's Monthly Performance Report  

The inspector reviewed the licensee's monthly performance reports of 
Units 1 and 2 for the months of January and February 1984. 

Areas covered by the report were amendments to Technical Specifications, 
summary of corrective maintenance performed on safety-related equipment, 
Licensee Event Reports, operating data tabulations, and refueling informa-
tion. The report was reviewed for compliance with Technical Specifica-
tion 6.6.A.3. 

No items of noncompliance or deviations were identified in this area. 

12 Procedures  

For the procedures listed below, the inspector verified that they were in 
accordance with Technical Specifications and changes were made to reflect 

both licensee revisions and NRC requirements. 
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QIS 11-1 Rev. 3 	Low-low reactor water level calibration 

QIS 12-1 Rev. 5 	2/3 core level calibration 

QMP 800-10 Rev. 9 	Electromatic relief valve disassembly - 
inspection, repair and reassembly 

QOP 1300-9 Rev. 4 	RCIC local manual operation 

Q0S 1600-7 Rev. 6 	Reactor coolant leakage in the drywell 

No items of noncompliance or deviations were identified in this area. 

13. TMI Action Plan Followup  

Automatic switchover of Reactor Core Isolation Cooling System (RCIC). 
The Office of Nuclear Reactor Regulation has concluded that the RCIC 
suction switchover design now in place satisfies the requirements of 

NUREG 0737, Item II.k.3.22. 

No items of noncompliance or deviations were identified in this area. 

14. Followup on Regional Requests  

a. A potentially generic problem regarding excessive response time 
for Scram Discharge Instrument Volume level differential pressure 
transmitters was forwarded to the residents for review. The problem 
centered around diaphram defects in Rosemount model 1153, Series 13 

Alphaline pressure transmitters. 

The inspector discussed this matter with the licensee and it was 
determined the transmitters used at Quad Cities were not defective 

and that all were able to pass response time tests successfully. 

b. A problem regarding the use of HEA relays was brought to the 

attention of the resident inspector. 

The resident inspector discussed the matter with the licensee 
and determined that these relays are not used at Quad Cities. 

c. A deficiency in Anchor-Darling valves with anti-rotation collars was 
brought to the attention of the resident inspector. The concern is 
that the set screw may become loose, allowing free rotation of the 

stem, rendering the valve inoperable. 

The resident inspector discussed this matter with the licensee 
and determined that the valves mentioned in the letter are not 

used at Quad Cities. 

No items of noncompliance or deviations were identified in this area. 
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15. Followup on Headquarters Requests  

A headquarters concern regarding the improper use of the scram time test 
panel was forwarded to the resident inspector. The concern was that 
this panel might be used during normal shutdown. 

The resident discussed this matter with the licensee and determined 
that the scram time test panel was not used as a normal shutdown 

method. 

No items of noncompliance or deviations were identified in this area. 

16. Unit 2 Outage  

Quad Cities Unit 2 was ordered by the Commission to shutdown in 
September 1983 to perform a 100% inspection of stainless steel welds 
4 inches and larger in the recirculation and residual heat removal 
system piping. 

Decontamination of the recirculation system piping was done prior to 
the examination of the welds. Decontamination was performed in order 
to reduce dosage to those involved in the inspection. Decontamination 
was not the only method employed to reduce dose. The use of shielding, 
prior planning, and other ALARA practices were used to affect a substan-

tial reduction in dose (3970 MANREM). 

A decontamination of the recirculation and cleanup systems of Unit 1 
was also done prior to weld inspection. These actions demonstrate 

Quad Cities' commitment to the ALARA program. 

No items of noncompliance or deviations were identified in this area. 

17. Headquarters Meeting 

On January 26, 1984, the senior resident inspector attended a meeting 
concerning electrical equipment qualification at Quad Cities. 

The licensee presented a detailed plan outlining results and tests in 
progress to meet the qualifications. The NRC staff discussed the plan in 

detail and provided comments. 

Upon submittal of the final status, the NRC staff will review the program 

for adequacy. 

18. Management Meeting  

On March 22, 1984, Mr. W. Shafer, Branch Chief, Division of Project and 
Resident Programs, Rill, visited Quad Cities Station. 

The purpose of the visit was to discuss with plant management the regula-
tory performance improvement plan which was submitted February 24, 1984. 
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The plan is designed to meet Commonwealth's company-wide goal of safe and 
error-free nuclear operations. The plan is expected to be fully in place 

in the next several months. The resident inspector will be following up 

on the implementation of this plan. 

19. Unit 2 Shutdown Margin Demonstration  

Prior to startup, a shutdown margin demonstration is performed as required 
by Technical Specifications. The shutdown margin demonstrates that the 
core can be made subcritical at any time in the fuel cycle with the 
strongest operable control rod fully withdrawn and all other operable 
rods fully inserted. 

During this demonstration on February 17, 1984, the reactor went critical 
with a 325 second period. The three control rods withdrawn were inserted 
and the mode switch moved to the shutdown position. 

These actions were done in accordance with the test procedure. The shut-
down margin test was halted pending review by the onsite committee. 

The cause of the criticality was attributed to the special and unique 
character of the control cell. This cell consisted of four once-burned 
barrier fuel assemblies. The control cells were assembled this way to 
demonstrate the barrier fuel's resistance to pellet clad interaction. 

When the in-sequence critical was performed, the calculated difference 
between GE's predicted valve and the actual critical was 0.0008 Ak. 

No items of noncompliance or deviations were identified in this area. 

20. Unusual Event  

a. 	An Unusual Event was declared on December 29, 1983, at 2:05 p.m. when 
the chimney gas sample system was declared inoperable. The event was 

reported to the NRC via the ENS. 

The cause of the system being inoperable was a blocked sample line due 
to the accumulation of water and its subsequent freezing. Investiga-
tions revealed that the heat tracing was not energized. The power 
to the heat tracing was on; however, an open circuit had developed 
between the power supply and the heat tracing rendering the heat 
tracing inoperable. Power was restored to the heat tracing and addi-
tional insulation was installed. These corrective actions allowed 
valid samples to be drawn thus terminating the Unusual Event at 

6:03 p.m. on December 30, 1983. 

During the event, both SJAE monitors were operable and chimney release 
limits were less than 10% of Technical Specification limits. (These 
were determined by collecting turbine building and off-gas samples. 
The off-gas radiation monitors were operable and capable of isolating 

the off-gas system.) 
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b. 	On March 5, 1984, at 5:20 a.m. HPCI on Unit 1 was declared inoperable. 

The reason it was inoperable was because water was found to be mixed 
in with the oil. The unit entered a 7-day LCO and began the 
required Technical Specification tests. 

At 12:50 p.m.: the "E" electromatic relief valve failed to open. At 

1:00 p.m., an Unusual Event was declared. NRC was notified via the 
Emergency Network System (ENS), and a controlled shutdown was 
initiated. 

The plan was to reduce power and make a drywell entry to determine 
if the electromatic relief valve could be fixed. On March 5 at 
11:55 p.m., the resident inspector was informed that the electromatic 
relief valve would not be fixed and the unit would be shutdown. 

On March 6 at 2:06 a.m., the mode switch was placed in shutdown 
and at 4:50 a.m., the Unusual Event was terminated. 

Several hours after the shutdown, the unit received several scram 

signals (high level and low level in reactor vessel) which were 
caused by flashing in the level instrument reference legs. These 
scrams were reported to NRC via the ENS. 

The shutdown marked the start of Unit 1's refueling outage. The 
outage will be similar to Unit 2's outage in that following a 
decontamination of the recirculation piping weld inspections will 
take place. 

No items of noncompliance or deviations were identified in this area. 

21. Reactor Scrams  

Unit 2  

a. On February 15, 1984, at 12:52 a.m., while performing the main steam 
isolation valve (MSIV) monthly scram sensor functional test, one MSIV 

did not provide a half scram when expected. This occurred due to a 
limit switch being out of adjustment. The surveillance was stopped, 
the fuse for this MSIV was replaced, and a work request was written 
to fix the limit switch problem. 

A shift turnover occurred and the new shift was in the process of 
restoring the system to a normal configuration when a scram occurred 
on condensor low vacuum. This occurred because the low vacuum scram 
was enabled prior to enabling the by-pass for that signal. The 
effects of the scram were minimal as the unit was shutdown for 
refueling. The licensee notified the NRC via the ENS. 

b. On January 6, 1984, after performing a battery discharge test on the 
newly installed '2A' 48 volt battery, battery loads were being trans-
ferred to the '2A' 48 volt distribution panel to facilitate replace- 
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ment of the '26 battery. During the transfer, both distribution 
panels were inadvertently de-energized simultaneously. This caused 
a reactor scram on the loss of both neutron monitoring channels. 

The root cause was an error by the technical staff engineer over-

seeing the transfer. (The error was immediately recognized by the 
engineer and restoration of power to the panels was quickly per-
formed.) The effects of the scram were minimal as the unit was in a 
refuel outage and no fuel moves were in progress. The licensee 

notified the NRC via the ENS. 

No items of noncompliance or deviations were identified in this area. 

22 	Exit Interview 

The inspector met with licensee representatives (denoted in Paragraph 1) 
throughout the month and at the conclusion of the inspection on March 30, 
1984, and summarized the scope and findings of the inspection activities. 
The licensee acknowledged the inspectors concern. 

The licensee was notified that N. Chrissotimos was assigned to the Region III 
office and that A. Madison was assigned to Quad Cities as the senior resi-
dent inspector. 
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Inspection Summary  

Inspection on March 20-23 1984 (Report No. 50-254/84-03)  
Areas Inspected: Routine unannounced inspection of major maintenance and 
refueling radiation protection activities, including: audits and appraisals, 
changes, planning and preparation, training and qualifications, external 
exposure control, internal exposure control, control of radioactive material 
and contamination, ALARA, and procedures. Also reviewed was the status of 
certain NUREG-0737 Task Items. The inspection involved 66 inspector-hours 
onsite by two NRC inspectors. 
Results: No violations or deviations were identified. 



DETAILS 

	

1. 	Persons Contacted  

W. Bielasco, Health Physics Coordinator 
*R. Carson, Lead Health Physicist 
M. Frazier, Health Physicist 

*L. Gerner, Assistant Superintendent, Administrative and Support Services 
*D. Gibson, QA Supervisor 
K. Hall, Health Physicist 
S. Horvath, Health Physicist 

*N. Kalivianakis, Plant Superintendent 
T. Kovach, Rad/Chem Supervisor 
M. Melton, Training Instructor 
J. Mercy, ALARA Coordinator 
G. Powell, Health Physicist 

*J. Sirovy, Plant Chemist 
R. Tank, Dosimetry/Records Coordinator 
R. Wiebenga, Chemist 

N. Chrissotimos, NRC Senior Resident Inspector 
A. Morrongiello, NRC Resident Inspector 

The inspectors also contacted several rad/chem foremen, engineering 
assistants and technicians. 

*Denotes those present at the exit meeting. 

	

2. 	General  

This inspection, which began at 8:00 a.m. on March 20, 1984, was conducted 
to examine the licensee's operational radiation protection program during 
a major maintenance and refueling outage for compliance with regulatory 
requirements. Several tours of controlled areas were made by the 
inspectors to review the adequacy of radiological postings and access 
controls. Also, the inspectors observed jobs that were in progress 
including modifications to the scram discharge system and preparations for 
circulating system decontamination. No significant problems were 
identified. 

	

3. 	Audits and Appraisals  

The inspectors reviewed reports of audits and appraisals conducted for or 
by the licensee including audits required by the technical specifications. 
Also reviewed were management techniques used to implement the audit 
program, and experience concerning identification and correction of 
programmatic weaknesses. 

Since previously reported in Inspection Reports No. 50-254/83-17; 
50-265/83-15, one quality assurance audit of rad/chem related matters was 
performed by station quality assurance and one by corporate quality 
assurance. An INPO audit is scheduled for early summer. 
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The off-site audit (II-83(4)) conducted August 30 through September 2, 
1983, resulted in two findings; one concerned inadequate tracking of NRC 
Bulletins, Circulars, and Information Notices, and the other concerned 
inadequate tracking of NRC inspection items. These findings have since 
been corrected and the corrections considered acceptable by the auditors. 

The station audit (QAD 4-83-36) conducted on August 24-30, 1983, resulted 
in two findings; one concerned the calibration frequency of specific GM 
instruments, and the other concerned lack of use of approved check lists 
for source checks performed on portal monitors. The findings have since 
been corrected and the corrections considered acceptable by the auditors. 

No violations were identified. 

4. Changes  

The inspectors reviewed changes in organization, personnel, facilities, 
equipment, programs, and procedures that could affect the outage radiation 
protection program. Significant changes noted are discussed in Section 5, 
6 and 11. 

No violations were identified. 

5. Planning and Preparation 

The inspectors reviewed the outage planning and preparation performed by 
the licensee, including: additional staffing, special training, increased 
equipment supplies, and job related health physics considerations. 

Increases in staffing and training are discussed in Section 6. The 
following matters are examples of planning nad preparation performed by 
the licensee for the current outage. 

Supplies of protective clothing have been placed in bins near areas 
where major maintenance is to be performed. 

Glove bags are being used while performing weld preparations for a 
scram discharge volume modification. Mock-up training was provided 
to the persons doing the weld preparation. 

Major decontamination work has been performed and is planned; this 
work is described further in Section 10. 

No violations were noted. 

6. Training and Qualifications of New Personnel  

The inspectors reviewed the education and experience qualifications of new 
plant and contractor radiation protection and chemistry personnel, and 
training provided to them. Also reviewed was radiation protection 
training provided to other contractor personnel 
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G. Powell, a recent BS graduate, was hired as a health physicist and has 

reported for duty. There are no specific ANSI N18.1-1971 requirements for 
this position. 

For the Unit 1 outage, the licensee has augmented the radiation protection 
staff with eleven contract technicians including one designated as site 

coordinator. All but three of these technicians remained onsite after the 
recently completed Unit 2 outage. The technicians were provided two days 
training in station radiation protection procedures and policies. The 
inspectors reviewed the technicians' resumes; they appear to meet the 
"Technician" requirements listed in ANSI N18.1-1971. No problems were 
noted. 

No violations were identified. 

7. External Exposure Control  

The inspectors reviewed the licensee's external exposure control and 
personal dosimetry programs, including: changes in program to meet outage 
needs; use of dosimetry; planning and preparation for maintenance and 
refueling tasks including ALARA considerations; and required records, 
reports, and notifications. 

The external exposure control program and its implementation remain 
essentially unchanged. The licensee has simplified the recording of 
self-reading dosimetry data by removing unnecessary intermediate steps. 

The maximum quarterly dose received by an individual during 1983 was 
2675 mrem. Total person-rem for 1983 was about 2200. The inspectors 
selectively review Forms NRC-4 for persons who received greater than 
1250 mrem per calendar quarter; no problems were noted. Dose reduction 
planning and results are discussed in Section 5 and 10. 

The inspectors verified that the licensee has reported exposure data in 
accordance with 10 CFR 20.207, 10 CFR 20.408, and 10 CFR 19.13. 

No violations were identified. 

8. Internal Exposure Control  

The inspectors reviewed the licensee's internal exposure control and 
assessment programs, including: changes to procedures affecting internal 
exposure control and personal exposure assessment; determination whether 
engineering controls, respiratory equipment, and assessment of individual 
intakes meet regulatory requirements; planning and preparation for 

maintenance and refueling tasks including ALARA considerations; and 
required records, reports, and notifications. 

Review of selected airborne surveys and whole body count data showed no 
indication of exposures approaching the 40 MPC-hour control measure. 
Whole body count data was reviewed for about 1600 counts conducted between 
October 24, 1983, and February 27, 1984, on company and contractor 
personnel. Several followup counts were performed on persons who showed 
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elevated initial counts. Followup counting was adequate
 to verify that 

the 40 MPG-hour control measure was not exceeded. 

During review of whole body counting data, the inspector
s noted that an 

unusually high number of persons showed external contami
nation when whole 

body counted. The inspectors reviewed personal contamin
ation records, 

logs, and reports prepared for upper management concerni
ng this subject. 

The records and reports indicate that a large portion of
 the contamination 

incidents were within two station work groups, and recur
rences to persons 

within these two groups. The licensee stated that they 
were aware of this 

situation and described plans to conduct specific retrai
ning of persons 

who repeatedly become contaminated or otherwise fail to 
follow radiation 

protection procedures. The Plant Superintendent stated 
that he intends to 

particiate in the retraining sessions. This matter was 
discussed at the 

exit meeting. 

The licensee has recently generated procedure QRP 1470-1
 "Routine 

Personnel Decontamination to formalize methods of decon
tamination and 

documentation of contamination incidents, and to specify
 the review 

process for documented contamination incidents. This pr
ocedure is in the 

station review process prior to issuance. 

No violations were identified. 

9. 	Control of Radioactive Materials and Contamination 

The inspectors reviewed the licensee's program for contr
ol of radioactive 

materials and contamination, including: adequacy of supp
ly, maintenance, 

and calibration of contamination survey and monitoring e
qiupment; 

effectiveness of survey methods, practices, equipment, a
nd procedures; 

adequacy of review and dissemination of survey data; and
 effectiveness of 

methods of control of radioactive and contaminated mater
ials. 

Records of routine and job specific surface contaminatio
n surveys 

conducted from October 1983 to date were selectively re
viewed. Routine 

surveys appear to be performed at the frequencies speci
fied. Job specific 

surveys appear adequate to assess the need for issuance 
of RWPs and to 

specify protective requirements when RWPs are issued. N
o problems were 

noted. 

Some revisions to the licensee's surveillance program fo
r radiation 

detection instruments were implemented. Procedure QRP 1
240-T9, issued 

January 1984, now requires the use of "Defective Instrum
ent" and 

"Instrument Check Out" tags and "Calibration" and "Beta 
Conversion Factor" 

stickers as appropriate. Defective instruments are tagg
ed as such, and 

that information is entered into the computerized instru
ment inventory. 

The computer also provides a list of available, calibrat
ed, and operable 

instruments, and a list of instruments requiring calibra
tion during the 

following two week period. A review of instruments in u
se found all to be 

calibrated. No problems were identified. 

The inspectors made several tours in radiological contro
lled areas. 

Posting and labeling appeared to he in agreement with su
rvey data. 
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11. Radiation Protection Procedures  

The inspectors selectively reviewed the following new or recently revised 
radiation protection procedures to determine if they are compatible with 
regulatory requirements and FSAR commitments. No significant problems 
were identified. 

QRP 1210-1 	Revision 2 
QRP 1240-2 	Revision 2 

QRP 1240-11 	Revision 3 

QRP 1240-25 	Revision 1 

QRP 1250-5 	Revision 2 
QRP 1310-3 	Revision 2 

QRP 1310-4 	Revision 1 
QRP 1310-5 	Revision 1 

QRP 1310-6 	Revision 1 

QRP 1340-2 	Revision 3 

QRP 1340-5 	Revision 1 
QRP 1350-1 	Revision 3 

QRP 1610-14 	Revision 2 

Exposure Control 
Radiation Surveillance Instrument 
Tags and Labels 

Operation and Calibration of the 
RM16/RD-17 Area Radiation Monitor 

Operation and Calibration of the 
Johnson Model 1000W Extender 

Film Badge Spiking 
Maintenance and Care of Respiratory 
Protective Equipment 

Mask Room Guidelines 
Operation of the Hobart Dishwasher 
For Washing Respirators 

Resistance Testing of Filter 
Cartridges 

Whole Body Counter Daily Routine 
Operations 

Contaminated Clothing Log 
Operation and Use of the Respirator 
Fitting Test System 

Guidelines for Access Control While 
Timekeeping 

12 	Status of Certain NUREG-0737 Task Items  

a. 	Extended Range Noble Gas Effluent Monitors (TASK II.F.1.1)  

As discussed in Inspection Reports No. 50-254/83-02; 50-265/83-02, 
this item remained open pending calibration of the Eberline SA-9 
monitor. Since then the monitor has been calibrated, implementing 
procedures have been written, and appropriate persons have been 
trained in use of the procedures. 

This monitor type is also used at several other CECo nuclear 
stations. According to verbal discussions with the licensee, and 
review of some documentation, CECo hired a contractor to perform 
calibration of this monitor type; the contractor used available 
gaseous radioactive sources to determine the monitor's response to 
them; the concentrations and decay energies of these sources covered 
only a portion of the span of strengths and energies expected from 
gaseous isotopes present during the first few hours post-acci4ent. 
The contractor then projected the estimated post-accident response of 
the monitor (by time post-accident) by computer modeling of the 
actual source response data, detector response theory, and source 
term data. A second contractor, hired to review the first 
contractor's results, found some calculational errors and made 
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corrections to the projected estimated response curves. These curves 
were used by the station to develop procedures for interpretation of 
the detector's response (post-accident). 

The inspectors requested that the licensee provide to Region III 
specific documentation concerning type calibration of the SA-9 
monitor; this information will be reviewed to determine compliance 
with Clarification Item 4(b) to Task Item II.F.1.1. The licensee 
stated that the requested information would be provided as soon as 
the information can be assembled. (254/84-03-01) 

b. 	High Range Iodine and Particulate Effluent Sampling and Analysis  
(TASK II.F.1.2)  

The sampling equipment is installed and operational, procedures have 
been written and implemented, and training has been provided to 
persons who would be required to collect and analyze the samples. 

The licensee had no documentation onsite to show compliance with 
General Design Criteria 19 required by Clarification Item 2 of Task 
Item II.F.1.2. The inspector requested that the licensee determine 
if the general design criteria had been met, and, if so, make the 
documentation available for review during a future inspection. On 
March 29, 1984, a licensee representative responded by phone that the 
requested documentation would be made available for review by July 1, 
1984. (254/84-03-02) 

13 	Exit Meeting 

The inspectors met with licensee representatives (denoted in Section 1) at 
the conclusion of the inspection on March 23,1984. The inspectors 
summarized the scope and findings of the inspection. In response to one 
comment, the licensee stated that they are aware of an apparent problem 
concerning frequency of personal contamination incidents, and that they 
intend to effectively address the matter (Section 8). 
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Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

This refers to the routine safety inspection conducted by A. L. Madison, 
A. D. Morrongiello, and J. C. Bjorgen of this office on April 2 through 
May 19, 1984, of activities at Quad-Cities Nuclear Power Station, 
Units 1 and 2 authorized by NRC Operating Licenses No. DPR-29 and 
No. DPR-30 and to the discussion of our findings with Mr. N. J. Kalivianakis 
at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a 
selective examination of procedures and representative records, obser-
vations, and interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the 
requirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 
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Inspection Summary 

Inspection on April 2 through May 19, 1984 (Reports No.  
50-254/84-04(DPRP); 50-265/84-03(DPRP)) 
Areas Inspected: Routine, unannounced inspection by the resident inspectors 
of previous inspection findings; operational safety; maintenance; surveillance; 
Licensee Event Reports; IE bulletin followup; reactor scrams; review of 
licensee's monthly performance report; procedures; refueling; TNT action 
plan followup; special reports, regional requests; meetings with local 
officials; and independent inspection. The inspection involved a total of 
413 inspector-hours onsite by three NRC inspectors including 83 inspector- 
hours onsite during off shifts. 
Results: No items of noncompliance or deviations were identified. 



DETAILS 

1. Persons Contacted  

Kalivianakis, Superintendent 
T. Tamlyn, Assistant Superintendent for Operations 
D. Bax, Assistant Superintendent Maintenance 
L. Gerner, Assistant Superintendent for Administration 

*D. Gibson, Quality Assurance Supervisor 
*G. Spedl, Technical Staff Supervisor 

The inspector also interviewed several other licensee employees, including 
shift engineers and foremen, reactor operators, technical staff personnel 
and quality control personnel. 

*Denotes those present at the exit interview on May 19, 1984. 

2. Action on Previous Inspection Findings 

(Closed) Unresolved Item (254/83-05-01(DB) and 265/83-05-01(DE)); 
Adherence to Technical Specifications for audits. A policy statement 
has been issued concerning the performance of quality assurance audits 
covering all Technical Specification line items within prescribed time 
limits. The licensee had previously instituted a program that complies 
with this new policy. 

No items of noncompliance or deviations were identified in this area. 

3. Operational Safety Verification 

The inspector observed control room operations, reviewed applicable logs 
and conducted discussions with control room operators during the months of 
April and May. The inspector verified the operability of selected 
emergency systems, reviewed tagout records and verified proper return to 
service of affected components. Tours of Unit 1 and 2 reactor buildings 
and turbine buildings were conducted to observe plant equipment con-
ditions, including potential fire hazards, fluid leaks, and excessive 
vibrations and to verify that maintenance requests had been initiated for 
equipment in need of maintenance. The inspector by observation and direct 
interview verified that the physical security plan was being implemented 
in accordance with the station security plan. 

The inspector observed plant housekeeping/cleanliness conditions and 
verified implementation of radiation protection controls. During the 
months of April and May, the inspector walked down the accessible 
portions of the standby liquid control system of Unit 1 and 2 to verify 
operability. The inspector also witnessed portions of the radioactive 
waste system controls associated with radwaste shipments. 
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These reviews and observations were conducted to verify that facility 
operations were in conformance with the requirements established under 
technical specifications, 10 CFR, and administrative procedures. 

During this report period, Unit 1 remained in cold shutdown condition 
ior a refueling outage. Unit 2 was in operation at the beginning of the 
report period. 	On April 28, 1984, Unit 2 was shutdown to perform 
surveillance on station batteries and repairs to the 2A circulating water 
discharge valve. 

On May 2, 1984, while attending an outage meeting, the inspector was 
informed that the 125 volt batteries for the station were loaded in excess 
of 62.3 amperes each. The station superintendent, as well as the inspector, 
became concerned and further investigation ensued. 	It was determined that 
the Unit 2 battery had a steady-state draw of approximately 55 amperes 
and Unit 1 had approximately 85 amperes as a steady-state load. 

The Final Safety Analysis Report (FSAR) states, in part: "The 125 volt 
battery discharge rating is 62.3 amperes for 8 hours (498 ampere hour). 
The battery is sized to carry its required connected load for 8 hours 
(without recharging) 	 

The battery chargers were not installed as safety related nor were they 
installed to meet seismic requirements. However, the licensee has 
purchased replacement battery chargers as safety related and intends to 
install these chargers at some future date. At that time, they will also 
be installed to meet seismic requirements. 

Since initial licensing, several modifications have been installed at 
Quad-Cities Station that have required a stable, safety related source of 
power. The 125v battery was selected. The inspector reviewed the onsite 
documentation for these modifications. It appears that the 10 CFR 50.59 
review performed for these modifications did not address the effect 
these additional loads would have on the battery. 

The inspector questioned the operability of the Unit 1 125v battery and 
therefore, the permissibility of startup for Unit 2 based upon Technical 
Specifications requiring both 125v batteries being operable before startup 
of either unit. The Office of Nuclear Reactor Regulation (NRR) and 
Region III were contacted as well as Commonwealth Edison Corporate Offices. 
An agreement was reached and a Confirmatory Action Letter was issued on 
May 7, 1984, which required the licensee to provide written justification 
for interim operation based on a battery profile analysis which demon-
strated that the actual capabilities of the batteries were within 
accident analysis capabilities. The licensee was to also implement 
procedures to reduce the 125v direct current loads below 62.3 amperes 
within 30 minutes following loss of the associated battery chargers. 

The licensee responded immediately by implementing the required procedures. 
On May 11, 1984, the licensee submitted justification for interim operation. 
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Based upon a battery profile analysis and the accident events analyzed 
in the FSAR (small break and large break loss of coolant accident 'LOCA' 
with loss of offsite power 'LOOP'), the batteries apgear to have sufficient 
capacity to reduce reactor water temperatures to 280 F, at which time PER 
could be initiated and maintained without DC poWer. However, a more 
conservative accident (not considered in the FSAR), the LOOP with no 
break, was evaluated and the batteries were found to have insufficient 
capacity without reducing loads to lower than 62.3 amperes within 30 
minutes. 	With the implementation of procedures to reduce loads, the 
batteries appear adequate to reach this safe condition. 

This information was submitted to NRR for review and resolution. Further 
action by Region III, including regulatory action, will be based upon 
the results of that review and the determination of the adequacy of 
existing 125v battery capacity and the adequacy of the 10 CFR 50.59 
reviews performed on the modifications which added electrical loads to 
these batteries. Until such time, this will be tracked as an Unresolved 
item 650-254/84-04-01(DPRP) and 50-265/84-03-01(DPRP)). 

Telephonic confirmation of battery capacity was received by Region III 
prior to Unit 2 startup on May 8, 1984, and the unit was allowed to 
startup. 

While at power on May 8, 1984, a manual scram was inserted. This is dis-
cussed in paragraph 8 of this report. On May 9, 1984, Unit 2 returned 
to power operation and remained there throughout the remainder of this 
report period. 

No items of noncompliance or deviations were identified in this area. 

4. 	Monthly Maintenance Observation 

Station maintenance activities of safety related systems and components 
listed below were observed/reviewed to ascertain that they were conducted 
in accordance with approved procedures, regulatory guides and industry 
codes or standards and in conformance with technical specifications. 

The following items were considered during this review: the limiting 
conditions for operation were met while components or systems were removed 
from service; approvals were obtained prior to initiating the work; 
activities were accomplished using approved procedures and were inspected 
as applicable; functional testing and/or calibrations were performed prior 
to returning components or systems to service; quality control records 
were maintained; activities were accomplished by qualified personnel; 
parts and materials used were properly certified; radiological controls 
were implemented; and, fire prevention controls were implemented. 

Work requests were reviewed to determine status of outstanding jobs and to 
assure that priority is assigned to safety related equipment maintenance 
which may affect system performance. 

The following maintenance activities were observed/ reviewed: 

Unit 1  

Modification to PER service water pumps 
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Unit 2  

Repair 2A circulating water discharge valve 

No items of noncompliance or deviations were identified in this area. 

5. Monthly Surveillance Observation  

The inspector observed portions of the reactor low water level ECCS 
initiation calibration, 2/3 core level RHR containment spray permissive 
surveillance, and the 125v battery discharge test and verified that testing 
was performed in accordance with adequate procedures, that test instru-
mentation was calibrated, that limiting conditions for operation were met, 
that removal and restoration of the affected components were accomplished, 
that test results conformed with technical specifications and procedure 
requirements and were reviewed by personnel other than the individual 
directing the test, and that any deficiencies identified during the testing 
were properly reviewed and resolved by appropriate management personnel. 

The inspector also witnessed portions of the following activities 
associated with the Unit 1 refueling outage: 

IRS' of recirculation system piping 
ISI of recirculation system piping 

No items of noncompliance or deviations were identified in this area. 

6. Licensee Event Reports Followup  

Through direct observations, discussions with licensee personnel, and 
review of records, the following event reports were reviewed to determine 
that reportability requirements were fulfilled, immediate corrective 
action was accomplished, and corrective action to prevent recurrence had 
been accomplished in accordance with technical specifications. 

a. 	Unit 1 

(i) 
	

RO 84-01, dated March 5, 1984, Electromatic relief valve 
3E failed to open and high pressure coolant injection 
(HPCI) system inoperable. 

The failure of the valve was traced to a coil in the valve 
controller having become disconnected due to vibration 
experienced during normal operation. The method of cable 
connection was reviewed to assure a more positive means of 
connection. The valve will be tested prior to reactor 
startup. 

HPCI was declared inoperable when water was discovered 
in the oil system. The water originated from a leak in 
the oil cooler system of the HPCI pump. The pump oil cooler 
0-rings and gaskets were replaced and the cooler was tested 
for leaks. None were found. The RITI pump and cooler 
will be tested during startup of Unit 1. 
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Satisfactory completion of testing of the above components 
will be tracked as an open item. (254/84-04-02(DPRP)). 

RU 84-03, dated March 6, 1984, Spurious low water level 
scram with reactor in cold shutdown. 

The deficient procedure (QOP  2-1 Normal Unit Shutdown) has 
been revised. 

(i..) 	RO 84-04, dated March 16, 1984, Main steam isolation valves 
(MSIV) failed local leak rate tests (LLRT). 

MSIVs 113, 2E, IC, 2C and 2D failed normally scheduled 
LLRTs. Causes have not yet been determined. Repairs are 
to be completed prior to startup and a supplemental 
report is to be issued at that time. Completion of these 
repairs will be tracked as an open item (254/84-04-03 (DPRP)). 

Deviation 4/1/84-24. Potential secondary containment problem. The 
licensee has identified a potential method of violating secondary 
containment during maintenance activities: having both a main steam 
isolation valve and a stop valve or bypass valve disassembled or open. 
This has happened twice during this outage and although plastic bags 
filled with rags were jammed into the openings, this is not considered 
an acceptable method of maintaining secondary containment. Fortuitously, 
secondary containment was not required either time. 

The licensee has initiated temporary procedures and is looking at 
permanent methods to prevent this occurring in the future. The deter-
mination and implementation of a permanent method will be tracked as 
an open item (254/84-04-04(DPRP)). 

b. 	Unit 2 

83-15/03L-0, dated September 12, 1983, Excessive combined 
leakage during local leak rate testing. See (ii) below. 

83-15/031-1. This supplement to the above report specifies 
which valves and penetrations had excess leakage and the 
repairs performed to reduce containment leakage to within 
Technical Specification limits. The repairs were completed 
and testing was satisfactory prior to startup following 
the refueling outage. 

No items of noncompliance or deviations were identified in this area. 

7. 	IE Bulletin Followup 

For the IE. Bulletins listed below the inspector verified that the written 
response was within the time period stated in the bulletin, that the 
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written response included the information required to be reported, that 
the written response included adequate corrective action commitments based 
on information presentation in the bulletin and the licensee's response, 
that licensee management forwarded copies of the written response to the 
appropriate onsite management representatives, that information discussed 
in the licensee's written response was accurate, and that corrective 
action taken by the licensee was as described in the written response. 

(Closed) IEB 80-05, "Vacuum Condition Resulting in Damage to Chemical 
Volume Control System Holdup Tanks." This is not applicable to boiling 
water reactors. 

(Closed) IEB 83-03, "Check Valve Failures in Raw Water Cooling Systems 
of Diesel Generators." 

(Closed) IEB 84-01, "Cracks in Boiling Water Reactor Mark I Containment 
Ventheaders. This bulletin was closed out in inspection report 50-265/ 
84-02(DPRP). Subsequent to that report, the licensee physically inspected 
the Unit 2 torus as additioral verification action pursuant to the bulletin 
requirement. 

(Closed) IEB 83-08, "Electrical Circuit Breakers with an Undervoltage Trip 
Feature in use in Safety Related Applications Other Than the Reactor Trip 
System." 	The subject breakers are not utilized in safety related appli- 
cations, outside the reactor trip system at Quad Cities Station. Further, 
circuit breakers that use an undervoltage trip feature are not used in 
safety related applications. 

No items of noncompliance or deviations were identified in this area. 

8. Reactor Scrams 

Unit 2  

On May 8, 1984, the unit was manually scrammed during startup in response 
to indications that tke "C" and "E" relief valves were leaking. The 
reactor was at approximately 1 per cent power and 30 psi. The reactor 
was placed in cold shutdown, the valves were repaired, and the unit was 
returned to power on May 9, 1984. 

No items of noncompliance or deviations were identified in this area. 

9. Review of Licensee's Monthly Performance Report  

The inspector reviewed the licensee's monthly performance reports of 
Units 1 and 2 for the month of April 1984. 

Areas covered by the report were amendments to Technical Specifications, 
summary of corrective maintenance performed on safety related equipment, 
Licensee Event Reports, operating data tabulations, and refueling 
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information. The report was reviewed for compliance with Technical 
Specification 6.6.A.3. 

No items of noncompliance or deviations were identified in this area. 

10:  Procedures  

For the procedures listed below, the inspector verified that they were in 
accordance with Technical Specifications and changes were made to reflect 
both licensee revisions and NRC requirements. 

Operating assistant superintendent 
Operating engineers 
Operations Department Organization 
Conduct of shift operations 
Shift Manning 
Shift change for shift foremen 
Shift foreman turnover checklist 
Quality receipt inspection 
Reporting requirements procedure 
Surveillance program responsibilities 
Procedure deleted (See QTP 600-12) 
Receipt and processing of General Electric 
Company vendor information 

Entering a locked high radiation area with 
an R-Key access controller 

R-Key access controller 
R Key log 
R Key access control log 
Determination of chromium Nalco-38 using the 

Hitachi 110A UV spectrophotometer 
Reactor high pressure scram calibration 
Short duration integrated primary containment 

leak rate test 

QAP 200-2, Rev. 5 
QAP 200-4, Rev. 3 
QAP 300-1, Rev. 9 
QAP 300-2, Rev. 10 
QAP 300-3, Rev. 8 
QAP 300-6, Rev. 7 
QAP 300-T7, Rev. 3 
QAP 900-2, Rev. 4 
QAP 1290-1, Rev. 12 
QAP 400-2, Rev. 8 
QAP 400-10, Rev. 3 
QAP 400-13, Rev. 1 

QAP 1120-9, Rev. 1 

QAP 1120-10, Rev. 1 
QAP 1120-S1, Rev. 2 
QAP 1120-53, Rev. 1 
QCP 700-7, Rev. 3 

QIS 5-1, Rev. 2 
QTS 150-6 

In reviewing QAP 300-3, the inspector noted that the shift engineer was 
authorized to authorize overtime beyond the guidelines of the Commission's 
policy statement on working hours. This is contrary to the statement in 
Generic Letter 82-12 that only the plant manager or his deputy or higher 
levels of management shall authorize overtime beyond the guidelines. 
Further, a memo from the Director of the Division of Licensing in the 
Office of Nuclear Reactor Regulation, clarifying the term "Deputy Plant 
Manager," states that "In most cases, this would be the Assistant Plant 
Manager." The intent is that only senior levels of management should be 
able to authorize overtime beyond the guidance given by the Commission. 
Revision of QAP-300-3 to correct this discrepancy will be tracked as an 
open item (50-254/84-04-05(DPRP) and 50-265J84-03-02(DPRP)). 

No items of noncompliance or deviations were identified in this area. 
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11. Refueling 

During the onsite inspection of new fuel, one bundle was found to have a 
defective spacer and two other bundles had rods thatdid not meet minimum 
acceptance criteria. All three bundles were repaired by a General 
Electric representative and reinspected as satisfactory. 

During fuel sipping of fuel from Unit 1, one bundle was found to have a 
leaking rod. Bundle LW 084 had been through two cycles and was scheduled 
to be reused in the upcoming cycle. The bundle was located adjacent to a 
'control cell' in the last cycle. 

The licensee intends to 'sip' all bundles with particular attention to 
symetric bundles and other bundles that were adjacent to the same 'control 
cell.' Results to date have not shown any additional leaking rods. The 
effect this has on reload of Unit 1 has yet to be determined. 

No items of noncompliance or deviations were identified in this area. 

12. TMI Action Plan Followup  

Item 11.8.3, Post-accident sampling system. The Office of Nuclear Reactor 
Regulation (NRR) has partially reviewed the post-accident sampling system, 
based on the licensee's submittal of December 12, 1982. 

NRR has determined that sever of the eleven criteria are met. However, 
additional information is required before a determination can be made 
concerning criteria (2), (3), (7), and (10). 

No items of noncompliance or deviations were identified in this area. 

13. Review of Special Report 

a. The inspector reviewed the licensee's report on Units 1 and 2 
secondary containment capability. Areas covered by the report were 
the secondary containment capability test, the test results and the 
results corrected to zero wind conditions. The report was reviewed 
for compliance with Technical Specifications. 

b. The inspector also reviewed the licensee's report on Unit 2 
startup testing. The report discussed scram timing, shutdown 
margin, initial critical. TIP reproducibility, and core power 
symetry testing. The report was reviewed for compliance with Technical 
Specifications. 

No items of noncompliance or deviations were identified in this area. 
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14. Followup on Regional Requests 

a. The Commission was informed by General Electric that the use of 
Loctite-242 (a thread locking material) in scram solenoid pilot 
valves could lead to malfunction of the valves. 

The resident inspector discussed this matter with the licensee and 
determined that Loctite-242 has never been used in this system. 
To preclude its use, electrical maintenance procedures for these 
valves will add a precaution against using Loctite-242. 

b. The Commission was informed by NPS Industries, Inc. that certain 
Pacific Scientific snubbers had defective capstan springs. 

The resident inspector discussed this matter with the licensee and 
determined that the snubbers in question have been removed from the 
plant. 

No items of noncompliance or deviations were identified in this area. 

15. Meetings with Local Officials 

The senior resident inspector contacted the Chairman of the Rock Island 
County Board and the Mayor of Cordova, Illinois, on April 10 and 9, 1984, 
respectively, to ascertain the need of holding informational meetings 
with them or the governmental units they represent. It was agreed that 
meetings were not required but that the resident inspectors would be 
available to answer questions in the future. 

Lb. Independent Inspection 

During the refueling outage, Unit I was under Commission orders to inspect 
all stainless steel welds on pipes greater than four inches in diameter. 
To reduce radiation levels ( and therefore dose levels), it was decided 
that decontamination of the recirculation system prior to this inspection 
would be prudent. 

The company chosen to perform the decontamination was London Nuclear. The 
resident inspector attended the decontamination meetings, toured the 
decontamination setup, observed that ALARA procedures were in effect 
during the decontamination and was present during the transfer of the 
spent resin. 

The decontamination, which lasted a week, went without incident and 
removed approximately 125 curies of radioactivity. This resulted in a 
substantial dose reduction during the weld inspection. 

No items of noncompliance or deviations were identified in this area. 
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17. Open Items 

Open items are matters which have been discussed with the licensee, 
which will be reviewed further by the inspector, and which involve some 
action on the part of the NRC or licensee or both. Open items disclosed 
during the inspection are discussed in Paragraphs 6.a., and 10. 

18. Unresolved Items 

Unresolved items are matters about which more information is required 
in order to ascertain whether they are acceptable items, items of 
noncompliance, or deviations. An unresolved item disclosed during the 
inspection is discussed in Paragraph 3. 

19. Exit Interview 

The inspector met with licensee representatives (denoted in Paragraph 1) 
throughout the month and at the conclusion of the inspection on 
May 18, 1984, and summarized the scope and findings of the inspection 
activities. The licensee acknowledged the inspectors concerns. 
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Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the special safety inspection conducted by Messrs. K. D. Ward 
and D. E. Jones of this office on April 18, May 3-4, 16-17, 24, June 6-7, and 
29, 1984, of activities at the Quad-Cities Station, Units 1 and 2, authorized 
by NRC Operating License Nos. DPR-29 and DPR-30, and to the discussion of our 
findings with Mr. G. Spedl and others at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

Original signed by W. S. Little 

W. S. Little, Chief 
Engineering Branch 

Enclosure: Inspection Reports 
No. 50-254/84-06(ORS); 
No. 50-265/84-05(ORS) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

RI II 
&L 
Ward/bl 
07/11/84 

RII1 	RII 

Dan; Son 	tni4crnos anie 
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U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/84-06((DRS); 50-265/84-05(DRS) 

Docket Nos. 50-254; 50-265 	 License Nos. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 

Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: April 18, May 3-4, 16-17, 24, June 6-7 and 29, 1984 

Inspecto s 	K. D. Ward 	 7,4z1d)di 

Date 

06-71,44., Z /1"."'"•-• 

D. E. Jones 	 7/1"  
Date 

7/12/e9 

 

Approved By: D. H. Danielson, Chief 
Materials and Processes Section 	Date 

 

 

Inspection Summary 

Inspection on April 18, May 3-4, 16-17, 24, June 6-7 and 29, 1984 (Report 
No. 50-254/84-06(DR5); 50-265/84-05(DRS))  
Areas Inspected: Review of inservice inspection (ISI) activities; inspection 
and repair of stainless steel piping in the Unit 1 drywell; torus modification; 
IE Bulletins; jet pump instrument penetration activities. This inspection 
involved a total of 69 inspector-hours by two NRC inspectors including 11 
inspector-hours during off-shifts. 

Results: No items of noncompliance or deviations were identified. 



DETAILS 

1. 	Persons Contacted 

Commonwealth Edison Company (CECo)  

*G. Spedl, Technical Staff Supervisor 
*C. Smith, QC Supervisor 
*J. Wethington, QA Engineer 
*H. Do, ISI Coordinator 
N. Kalivianakis, Station Superintendent 
L. Petri, Construction Superintendent 
R. Bax, Assistant Superintendent of Maintenance 
E. Potter, Chief, Level III, NDE Examiner 
J. Ford, QC Inspector 
D. Huizenga, QC Inspector 
W. Witt, Level III, NDE 

NUTECH Engineers, Inc.  

D. Pitcairn, Engineer Director 

Lambert, MacGill & Thomas, Inc. (LMT)  

D. Harvey, NDE Level III 

Universal Testing Laboratories, Inc. (UTL)  

A. Cella, Technical Director 

Morrison Construction Company (MCCo)  

W. Flesch, QC Supervisor 

Hartford Steam Boiler Inspection and Insurance Company 

F. Roose, ANII 

The inspector also contacted and interviewed other licensee and contractor 
employees. 

*Denotes those present at the final exit interview June 29, 1984. 

2. 	Licensee Action on IL Bulletins  

(Closed) IE Bulletin 82-03 and Revision 1 (254/82-03-BB; 254/82-03-1B; 
265/82-03-BB; 265/82-03-1B): Stress corrosion cracking in thick wall, 
large diameter, stainless steel, recirculation system piping at BWR 
plants. The inspector reviewed the final response for Unit 1 dated 
December 1, 1982, and the final response for Unit 2 dated January 27, 
1984. The inspector followed the activities and considers the bulletin 
closed. (Ref. NRC report 254/82-19; 265/82-22) 
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(Closed) IE Bulletin 83-02 (265/83-02-BB): Stress corrosion cracking 
large diameter stainless steel recirculation system piping. The inspector 
reviewed the final response dated January 27, 1984, followed the activities 
and considers the bulletin closed. (Ref. NRC report No. 265/83-23) 

(Open) IE Bulletin 83-02 (254/83-02-BB): Stress corrosion cracking large 
diameter stainless steel recirculation system piping. See Paragraph 3 
below. 

3. 	Followup on LER 84-005  

A plan for inspection and repair of stainless steel piping in the Unit 1 
drywell during the refueling outage started March 6, 1984. 

The NDE contracts that performed ultrasonics (UT) were Lambert, MacGill and 
Thomas (LMT) and Universal Testing Laboratories (UTL) - Kraft Werke Union 
(KWU). The Level II and III ultrasonic examination (UT) personnel per-
forming evaluations of crack indications were qualified at the EPRI NDE 
Center by successfully performing the practical (IE Bulletin 83-02) examina-
tion. Level I and II UT personnel performing scanning duties were trained 
by the contractor on site. Results of the contractor examinations were 
reviewed by CECo and the inspector and found to be acceptable. CECo 
personnel were qualified by the practical (IE Bulletin 83-02) examination 
at the NDE Center, Charlotte, North Carolina. 

A class was held to instruct the Level I UT examiners scheduled to work 
on the Unit I stainless piping examinations in the techniques of scanning 
and measurement required to accurately locate IGSCC indications. (This 
class was observed by the NRC inspector when this Bulletin was being worked 
for Unit 2.) The eight hour class included lecture and performance practice 
sessions. The performance practice session was examining samples as directed 
by a Level II examiner. The Level I, in voice communication with the Level 
II observing the tester, scanned the part and made the measurements neces-
sary for the Level II examiner to evaluate its condition. Two Nine Mile 
Point pipe segments containing IGSCC were scanned in the performance training. 
Each sample was scanned by a Level III prior to the training and areas 
containing recordable indications noted. Each team was required to scan 
the samples as defined in procedure NDT-C-2, Rev. 13. The Level I and II 
jointly prepared the examination report. The sessions and the data reports 
were reviewed to assure that the Level I's would perform scanning and 
measuring operations as required by the procedure. 

Supplemental equipment and techniques were used to some extent to assist in 
the final resolution of indications. These include the EPRI developed ALN 
4000 processing system for characterization of indications and the KWU 
creeping wave technique for discrimination of indications. 

The decon of the reactor water cleanup system, recirculation suction and 
discharge of the pump ring head, cross ties and risers to the thermal sleeves 
was performed by London Nuclear Personnel who have performed the same decon-
tamination at Vermont Yankee, Nine Mile Point, Brunswick 2 and other sites. 
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CAN-DECON (TRADEMARK) is a dilute, regenerative, chemical decontamination 
process for cleaning the interior surfaces of pipes and components of nuclear 
reactor systems. A small amount of a solid proprietary reagent, typically 
0.1 percent by weight, is added directly to the water in the system to be 
decontaminated. The chemicals dissolve and are circulated through the 
system, attacking the oxide deposits and releasing contamination from the 
surfaces. Once the contaminants are in the liquid, they are removed from 
the system by purification. Dissolved metals, such as iron, nickel, and 
cobalt are removed by cation exchange resin. In addition to removing the 
dissolved metals, the cation resin performs another important function: 
conversion of the spent contaminated solution into a clean re-useable 
form. This is regeneration. The regenerated solution is recirculated to 
the system, to be used over and over again as long as contaminants are 
still being removed. The decontamination is terminated by valving out the 
cation resin and valving in a mixed-bed column. The anion part of the 
resin removes the chemical reagents themselves and the cation part removes 
any remaining dissolved metals. At the end of the process, only demineral-
ized water remains in the system; therefore, it can be immediately returned 
to normal operation. The inspector reviewed flow diagrams of the equipment, 
the purchase order and work request. 

NUTECH Engineers, Inc. (NUTECH) performed Induction-Heating-Stress-Improve-
ment (IHSI) for the licensee on a total of 88 welds. Of the 88 IHSI-
treated welds, 17 were UT inspected prior to IHSI. Ultrasonic examinations 
were performed on a sampling of weld joints in the recirculation system 
prior to the IHSI treatment. UT inspection was performed on each weld 
after IHSI. There was a significant difference in some of the UT results 
before and after IHSI. Some welds that did not leak before IHSI leaked 
after IHSI. (Ref. Table I attached) 

IHSI is defined as the practice of heating the outer surface of a pipe by 
induction techniques, while simultaneously water cooling the inner 
surface. The objective of this process is to relieve the inner surface 
of tensile residual stress in the vicinity of the weld and heat affected 
zone. It is applicable to joints which have been in BWR service, as well 
as joints which have not been in service. 

For flaws that were treated by IHSI, a crack growth analysis was performed 
assuming twice the measured flaw depth and a post-IHSI residual stress 
pattern. 

NUTECH performed flaw evaluations on one defective weld #02BS59 for the 
licensee to determine whether overlay repair was needed or not. The 
evaluations were based on the methodology provided in the new ASME Code 
Section XI, IWB-3600. The new IWB-3600 provides flaw acceptance 
criteria for the austenitic stainless steel piping based on a limit load 
approach which was approved by the ASME Main Committee in May 1983 and was 
published in Winter 1983 Addenda. The results of NUTECH's flaw evaluations, 
including crack growth calculations, indicated that the defective weld did 
not require weld overlay repair because the calculated flaw sizes of the 
weld at the end of an 18-month period did not exceed the staff's criteria 
of two-thirds of the new Code allowable limits. In NUTECH's calculations, 
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the cracks in each weld were essentially arrested by the surrounding 

compressive residual stresses induced by the INSI treatment. 

NUTECH performed weld overlay design for the licensee. Sixteen defective 
welds were weld overlay repaired. The overlay thickness was designed to 
meet the new IWB-3600 limits based on an assumed crack depth which is two 
times the reported maximum crack depth. The length of the overlay was 
selected to reinforce the weld structure and minimize the end effects. 

The licensee calculated the shrinkage stresses based on the conservatively 
assumed axial shrinkages resulting from weld overlay. 

The repairs met the requirements of the ASME Code, Section XI, 1980 Edition 
with Addenda through Winter 1980. In addition, guidance was taken from the 
current Edition of Section XI including the recently approved Subarticle 
IWB-3640. 

As allowed by ASME Section XI, repairs were performed in accordance with 
the original Code of Construction and Design Specification referenced in 
Section 3, except as modified in Section 5, Repair Requirements. 

The companies performing the welding were GE, GAPCo, and Schneider Power 
Corp. 

The welding filler metal used was Type E308L-16 for repairs and type ER3081_ 

for weld overlays. 

The design of the weld overlay was to the original design margins using the 
Net Section Collapse methodology of Section XI, Subarticle IWB-3640. 

Physical dimensions of the weld overlay were based on the flaw sizing and 
were shown on design drawings for each of the individual weld joint con-
figurations. 

All welding was performed in accordance with welding procedure specifica-
tions written and qualified in accordance with ASME Section IX. The 
inspector observed some of this welding. 

All welders were qualified in accordance with ASME Section IX, the latest 
addition of the Code. 

The repair was exempt from postweld heat treatment. 

The preparation, application, and examination of the weld overlay were 
described in the Station Traveler and procedures for the work. 

Each overlay was examined by the liquid penetrant (PT) method in accordance 
with the latest revision of CECo Procedure NDT-D. PT was extended to include 

base metal within one inch of each end of the overlay. 

An ultrasonic examination was performed in accordance with Commonwealth 
Edison Procedures to establish the soundness of the weld overlay and its 

fusion to the base metal. 

5 



Ultrasonic examinations were performed in accordance with the latest 
revision of Commonwealth Edison Procedures written for ultrasonic 

examination of weld overlays. 

A hydro will be performed in the areas that were repaired/overlaid. 

Code symbol stamping of the repairs was not required by ASME Section XI. 

Metallurgical sampling removed the crack indications from a 28" recircula-
tion outlet weld and the two locations were repaired with half couplings. 

All repair work was performed in accordance with CECo's Quality Assurance 

Program. Design was in accordance with the NUTECH Quality Assurance Program. 

O'Donnell & Associates invented and carried out the conceptual development 
of Pipelock OPL-1 for safeguarding butt welds subjected to IGSCC in BWR 
piping systems. CECo wished to determine the feasibility of potential 
future use of Pipelocks on weld #02MS3. 

O'Donnell & Associates states that the Pipelock is a positive mechanical lock 
capable of retaining the pipe ends on both sides of the butt welds even 
when the cracks penetrate through the entire wall of the pipe around the 
entire circumference. This resolves the safety issue by providing defense-
in-depth. In addition to providing positive mechanical protection against 
pipe breaks, pretightening of the Pipelock bolts produces axial and circum-
ferential compressive stresses in the pipe wall at the weldment, thus 
retarding or eliminating crack growth during subsequent operation, and 
controlling leaks. 

The Pipelock consists of mating wedge-shaped inner locking rings and 
intermediate wedge rings. The inner locking rings clamp the pipe by wedge 
action and are held in place on the pipes on either side of the welded 
joint by shear rings even in the absence of friction. Locking rings are 

also designed to protect pipe against excessive radial compression. The 
shear rings are positioned in circular grooves that are machined on the 
corresponding inside and outside surfaces of the rings and pipes, respectively. 
The rings are held firmly from both sides by the intermediate wedge rings 
that are tightened together by nuts and bolts. 

Sperical washers or nuts with spherical bottom surfaces are used to provide 
the proper bearing surfaces and to ensure that the Pipelock bolts are not 
subjected to bending. To avoid any possibility of the nuts becoming loose, 
they are provided with locking devices. Contact between the inner and 
intermediate rings occurs on a conical surface. All of these wedge-shaped 

rings and the shear rings are split so that they may be assembled around 
the pipes. The necessary radial constraint is provided by the outer closure 
rings which also secure the Pipelock assembly in place. Closure of the 
outer rings is provided by threaded keys. 

With a fully cracked weldment, the axial motion of the pipes moving apart 
locks the entrapped wedges preventing the ends from separating. 
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The following are the functions of the pipelock: 

Pipelocks provide positive mechanical protection against separation 
of the pipe-ends in the case of crack extension through the entire 
cross-section of the welded joint. 

Pipelocks can be applied for the joints between straight pipes or 
for the joints between the pipes and pipe fittings. 

Pipelocks are designed for installation on the existing piping 
systems; their rings are split to enable assembly. 

Pipelocks are assembled without welding. 

Pipelocks can be disassembled to enable inspection of the welds. 

Pipelocks can be installed on pipes with or without weld overlay. 

Prestraining of Pipelocks during assembly generates residual compres- 
sive stresses at weld location, therefore reducing or eliminating 
growth of stress corrosion cracks. 

In the next outage the results of the pipelock will be evaluated on weld 
#02M53 to determine if it is feasible to use the pipelock again. 

The following records were reviewed by the inspector including radiographs 
of the original welds: 

Certified material test reports (CMTRs) for the filler material. 

Welding procedure specifications and qualification records including 
General Welding Procedure. 

• Records of welder and welding operator qualifications. 

Nondestructive examination procedures and personnel qualifications. 

• Nondestructive examination reports. 

Section XI repair program. 

Certified design report for repair. 

Weld overlay data sheets. 

Code data report form. 

Welding Operator Log Sheet. 

Station Work Request. 

• Maintenance Modification Approved Sheet. 
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Station Traveler. 

• Calibration records for certified measuring instruments. 

• Final documentation checklist. 

In summary, during the current outage, a total of 128 austenitic stainless 
steel welds were ultrasonically examined. In addition, 88 welds were 

treated with IHSI. The UT results based on combined LMT and UTL examina-
tions indicated that 16 welds showed linear crack indications and all of 
these welds were weld overlay repaired. 	Metallurgical sampling removed 
the crack indications from one weld and the two locations were repaired 
with half couplings. One weld was evaluated by NUTECH and determined to 
use as is. 

LMT was contracted by the licensee to perform the ultrasonic examinations 
during the inspection using commercial instrumentation and techniques that 
have been used at other plant sites. Examinations were performed at rela-
tively high ultrasonic sensitivity to permit the discrimination of IGSCC 
from inherent geometric conditions. The welds were examined with 00  longi-

tudinal wave and 45°  shear wave techniques. To evaluate the nature of 
ultrasonic indications in certain welds, supplemental 600  shear wave 
examinations were performed. Flaw dimensions were reported in a conserva-
tive manner by determining the overall length and maximum depth of the 
suspected IGSCC and attributing the maximum reported depth to the entire 
measured length. The licensee made repair decisions based on the LMT 
results for axially-oriented IGSCC, i.e., flaws transverse to the weld 
centerline. However, the licensee believed that the characterization on 
some welds of the circumferentially-oriented IGSCC was overly conservative 
and contracted with UTL to repeat the examination of 9 welds in regions 
of the maximum reported depth using a different ultrasonic technique. 
The UTL procedure used a 300  shear wave and its associated 70°  longi-
tudinal wave component. The 30°  shear wave undergoes a mode conversion 
at the inner surface of the pipe that propagates as a longitudinal wave 
at a shallow angle along the inside surface of the pipe. Experienced 
NDE personnel identify cracks by the intersection and reinforcement of 
the two longitudinal waves and other parameters. The UTL procedure was 
developed based on a concern about interpreting flaws from geometric or 
metallurgical conditions, i.e., innocuous reflectors from the weld root 
or fusion line, when using conventional 45°  shear wave techniques at the 
high ultrasonic sensitivities required for the detection of IGSCC. The 
ultrasonic transducers used by UTL are commercially available. Although 
the UTL procedure was designed to be less influenced by innocuous geometric 
and metallurgical conditions than the combined 45°  and 60°  shear wave 
examination, the UTL procedure might be less sensitive for detecting shallow 
IGSCC adjacent to the weld root if the ID contour near the weld root is 
irregular, the weld crown is wide, or a component permits only one-side 
access. 

CECo used UTL for supplemental examinations to make a decision concerning 
known ultrasonic reflectors reported by LMT. The licensee used the LMT 

results to make a decision concerning axial IGSCC. The technical problems 
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with interpreting deep axial flaws is less difficult because reflections 
from the weld root and metallurgical conditions are less of an influencing 

factor. However, all axial IGSCC that may exist in welds might not be 
detected for reasons such as scanning limitations from the outside contour 
of the weld or the axial flaw is too short or shallow for discrimination. 

Review of Procedures  

The inspector reviewed the following procedures 

CECo, Ultrasonic Inspection of Pipe Welds, NDT-C-2, Revision 13. 

• UTL, Ultrasonic Inspection of Stainless Pipe for Intergranulate Stress 
Corrosion Cracking Procedure #UTL-AUT-01, Revision 1. 

• UTL, Training and Qualifications of NDE Personnel #UTL-QA-00, Revision 8. 

• UTL, Sizing Procedure of Intergranular Stress Corrosion Cracking, 
UTS-1, Rev. O. 

NUTECH, Induction Heating Stress Improvement, XCE-11-203, Rev. O. 

LN, Project Operating Procedures, 09-005. 

Observation of Personnel Material and Equipment Certifications Data  
Reports and Audits  

The inspector observed the work and had discussions with personnel during 
review of the IGSCC activities. These observations included calibration, 
performance of the ultrasonic examinations, and the documentation. 

The inspector reviewed documents relative to the following items: 

Ultrasonic instruments, calibration blocks, transducers and UT 
couplant certifications. 

• NDE personnel certifications in accordance with SNT-TC-1A. 

• Data reports including strip charts of scans. 

Audits and surveillances. 

CECo will submit the final response in the near future, and Region III 
will evaluate their response at that time. 

No items of noncompliance or deviations were identified. 

4. 	Inservice Inspection  

a. 	General  

CECo and LMT performed the ISI in accordance with ASME Section XI, 
1974 Edition, Summer 1975 Addenda. 
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b. Program and Procedures  

The inspector reviewed the following procedures: 

CECo Magnetic Particle Examination, NOT-B-1, Rev. 2. 

CECo, Ultrasonic Inspection of Pipe Welds, NDT-C-2, Revision 13. 

CECo, Ultrasonic Inspection of the Inner Radius of the Nozzle to 
Vessel Junction, NOT-C-10, Revision 8. 

CECo, Ultrasonic Inspection of Pressure Retaining Bolting Two 
Inches or Greater in Diameter, NDT-C-14, Revision 7. 

CECo, Ultrasonic Examination of Reactor Vessel Welds to NRC 
Regulatory Guide 1.150 for Boiling Water Reactors, NOT-C-30-80, 
Revision O. 

CECo Beam Spread and Refracted Angle Determination of NRC Regulatory 
Guide 1.150 for BWRs, NDE-C-31-80, Rev. O. 

CECo, Ultrasonic Examination of Weld Buildup, NDT-C-33, Rev. O. 

CECo, Liquid Penetrant Examination, NDT-D-2, Revision 5. 

CECo, Visual Examination, Welds, Pressure Retaining Bolting and 
Component Internals, VT-1-1, Revision O. 

CECo, Visual Examination, System Hydrostatic and Leak Tests, VT-2-1, 
Revision O. 

CECo, Visual Examination, Component Supports, VT-3-1, Revision O. 

c. Observation of Personnel, Material and Equipment Certifications, Data 
Reports and Audits  

The inspector observed the work and had discussions with personnel during 
review of the ISI activities. These observations included calibration, 
performance of the ultrasonic examinations, and the documentation. 

The inspector reviewed documents relative to the following items: 

Ultrasonic instruments, calibration blocks, transducers and UT 
couplant certifications. 

NDE personnel certifications in accordance with SNT-TC-1A. 

Data reports including strip charts of scans. 

Audits and surveillances. 

No items of noncompliance or deviations were identified. 
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5. 	Torus Modification 

a. General 

References: 

Region III Report Nos. 50-254/79-19; 50-265/79-16 Modification. 

Region III Report Nos. 50-254/79-29; 50-265/79-26. 

Region III Report Nos. 50-254/80-03; 50-265/80-05 Modification. 

Region III Report No. 50-254/80-15; 50-265/80-18. 

Region III 	Report No. 50-254/80-23; 50-265/80-25. 

Region III Report No. 50-254/82-19; 50-265/82-22. 

Region III Report No. 50-254/83-24; 50-265/83-23. 

Unit 1 modification was completed this outage. 

The inspector reviewed the following documents: 

MCCO, Quality Assurance Manual, Controlled Copy No. 517. 

MCCO, Procedure, Qualification and Certification of Quality Control 
Personnel, PQC-3, Rev. 4. 

MCCO, Qualification of Welders, QSPC-4, Rev. 1. 

MCCO, Torus Coating, QSPC-38, Rev. 6. 

b. Personnel, Material, and Equipment Certifications Review of Audits and  
Data Reports  

The inspector reviewed the following: 

Magnetic particle materials and equipment. 

NDE personnel certifications in accordance with SNT-TC-1A, 1975 
Edition. 

Welder certifications in accordance with ASME Section IX, 1980 
Edition, Summer 1983 Addenda. 

CECo QA Surveillances. 

MCCo QA Audits. 

Welding and data reports. 

No items of noncompliance or deviations were identified. 
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6. Jet Pump Instrument Penetration Material Certification and Ultrasonic  
Examinations, Unit I  

CECo requested from GE material information concerning Quad Cities jet pump 
instrument penetrations and associated vessel safe ends June 19, 1984. 

GE stated that the safe ends for the jet pump instrumentation nozzle replace-
ments were purchased on PO 205-A-991 and were shipped on 5/13/70. The 
vendor was Coulter Steel (Forging Supplier). Neither General Electric nor 
Coulter has the Material Certifications on file. Coulter disposed of all 
records after a ten year retention period. 

The jet pump instrumentation penetration seals drawing #730E499 SN 11/12 
were manufactured by Lamco Industries per GE PO #1563. Copies of material 
certifications and heat treat records provided by Lamco were reviewed by 
CECo and the NRC inspector and found to be acceptable. The materials 
were forgings. 

The ten welds of the jet pump instrumentation penetrations, A and B loops, 
were UT'd by LMT and found to be acceptable. They were nozzles to safe end 
welds, safe end to reducer welds, reducer to reducer welds, reducer to pipe 
welds, and pipe to end cap welds. 

No items of noncompliance or deviations were identified. 

7. Exit Interview 

The inspector met with site representatives (denoted in Persons Contacted 
paragraph) at the conclusion of the inspection. The inspection summarized 
the scope and findings of the inspection noted in this report. 
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Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

VIA? 2 4  73E"; 

n7 

This refers to the routine safeguards inspection conducted by Mr. B. W. Stapleton 
of this office on April 30 through May 3, and May 14, 1984, of activities at Quad 
Cities Nuclear Generating Station authorized by NRC Operating Licenses DPR-29 
and DPR-30, and to the discussion of our findings with L. Gerner and other members 
of your staff at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

Areas examined during this inspection concern a subject matter which 
is exempt from disclosure according to Section 73.21(c)(2) of the NRC's 
"Rules of Practice," Part 73, Title 10, Code of Federal Regulations. 
This information must be handled and protected in accordance with the 
provisions of 10 CFR 73.21. Consequently, our report of this inspection 
will not be placed in the Public Document Room. 

Enclosure contains 
SAFEGUARDS INFORMATIOg 
Upon separation this 
page is Decontrolled 

SA,r-ECUARDS4P11tltrttri 



Siditetti+14484414=4Larli 
Commonwealth Edison Company 

	
2 	MAY 2 4 les 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

W.(/ (—  
L. Axe son, Chief 

Materials and Safeguards Branch 

Enclosure: Inspection Report 
No. 50-254/84-07(DRMSP): 
No. 50-265/84-06(DRMSP) 

(UNCLASSIFIED SAFEGUARDS 
INFORMATION) 

cc w/encl: 
D. L. Farrar, Director 
of Nuclear Licensing 

N. Kalivianakis, Plant 
Superintendent 

IE File 
IE/DQASIP/ORPB 
IE/ES 
NMSS/SGPL 
NRR/DL/SSPB 
ACRS 

cc w/encl, w/o UNCLASSIFIED 
SAFEGUARDS INFORMATION: 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney' 

General's Office, Environmental 
Control Division 

R111 
1,4,! 

S ket60b1 Wd 
05/24/84 

cert3i75 Vck SAFEC5 
PHI 

sljn Upon SCJI Mat 
Pocu;, tr^17 

44e— ssotimos AV] 

Sfil DAR CPC ;NFORM41;NIC'N 



U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/84-07(DRMSP); 50-265/84-06(DRMSP) 

Docket Nos. 50-254; 50-265 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad Cities Site, Cordova, IL 

Inspection Conducted: April 30 through May 3, and May 14, 1984 

Date of Last Physical Protection Inspection: February 28 through March 4, 1983 

Type of Inspection: Unannounced Physical Protection 

Inspectv: 
7.11, 	J 

. W. Stap to 
Physical Protection Specialist 

1,/ 

 

Date 

Approved by: 

. R. Creed, Chic 
afeguards Section 

Date 

Inspection Summary  

Inspection on April 30 through May 3, and May 14, 1984 (Reports No. 50-254/84-07  ( 
DRMSP ; 50-265/84-06(DRMSP))  
Areas Inspected: Included a review of Security Plan and Implementing Procedures; 
Security Organization - Management, Personnel, and Response; Security Program 
Audit; Testing and Maintenance; Physical Barriers - Protected and Vital Areas; 
Assessment Aids; Access Control - Personnel, Packages, and Vehicles; Detection 
Aids - Protected and Vital Areas; Alarm Stations; and Communications. The 
inspection involved 35.5 hours of direct inspection effort by one NRC inspector. 
The inspection began during the dayshift; 11.5 hours were accomplished during 
off-shift periods. 
Results: The licensee was found to be in compliance with NRC requirements in 
the areas examined during the inspection. 

Enclosure contains 
SAFEGUARDS INFORMATION 
Upon separation this 
page is Decontrolled 
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NUCLEAR REGULATORY COMMISSION 
REGION III 

799 ROOSEVELT ROAD 

GLEN ELLYN, ILLINOIS 60137 
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Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 

ATTN: Mr. Cordell Reed 
Vice President 

Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Messrs. A. L. Madison, 
A. D. Morrongiello, J. C. Bjorgen, S. Hare, and F. Maura of this office on 
May 20 through June 23, 1984, of activities at Quad-Cities Nuclear Power 
Station, Units 1 and 2 authorized by NRC Operating Licenses No. DPR-29 and 
No. DPR-30 and to the discussion of our findings with Mr. N. J. Kalivianakis 
at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during the 

inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

During this inspection, certain of your activities appeared to be in 
noncompliance with NRC requirements, as specified in the enclosed Appendix. A 
written response is required. 

As stated in the report the last two consecutive Type A tests at Quad-Cities 
Unit 2 have been failures and, pursuant to 10 CFR 50, Appendix J, 
Section III.A.6.(b), a Type A test shall be performed during each plant 
shutdown for refueling until two consecutive Type A tests meet the acceptance 
criteria of Appendix J. Accordingly, unless you request, and are granted, 

an exemption from this requirement by NRR, we expect you to conduct a Type A 
test during each refueling outage until two consecutive Type A tests satisfy 
the Appendix J acceptances criteria. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of the 
date of this letter. Such application must be consistent with the requirements 
of 2.790(b)(1). If we do not hear from you in this regard within the specified 

periods noted above, a copy of this letter, the enclosure(s), and your response 
to this letter will be placed in the Public Document Room. 
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Commonwealth Edison Company 	2 

The responses directed by this letter (and the accompanying Notice) are not 

subject to the clearance procedures of the Office of Management and Budget as 
required by the Paperwork Reduction Act of 1980, PL 96-511. 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

Jrtc G;E-74 I; C.1.7% 

C. E. Norelius, Director 

Division of Reactor Projects 

Enclosure: Inspection Reports 
No. 50-254/84-08(DRP) and 
No. 50-265/84-07(DRP) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 

Superintendent 
OMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Bunton, Attorney 

General's Office, Environmental 
Control Division 

Chrissotimos/sf 
07/23/84  

RIII 

Maura ` 

PITT 
7c' 1' 

Guldemond 

"-j-7 74 1̀  



Appendix  

NOTICE OF VIOLATION  

Commonwealth Edison Company 	 Docket No. 50-265 

As a result of the inspection conducted from May 21 through June 21, 1984, and 
in accordance with the General Policy and Procedures for NRC Enforcement 
Actions, (10 CFR Part 2, Appendix C), the following violations were identified: 

1. 10 CFR 50, Appendix J, Section III.A.1(a) requires that if during a Type A 
test potentially excessive leakage paths are identified which will 
interfere with satisfactory completion of the test or which will result in 
a Type A test not meeting the acceptance criteria, the Type A test shall 
be terminated and the leakage through such paths shall be measured using 
local leakage testing methods. Repairs and/or adjustments to equipment 
shall be made and a Type A test shall be performed. 

Contrary to the above, during the performance of a Type A test in February 
1984 a leaking flange on a h inch torus level instrument line was repaired 
without first measuring its leakage rate. 

This is a Severity Level IV violation (Supplement I). 

2. 10 CFR 50, Appendix J, Section II.G defines Type 13 tests as those tests 
intended to detect local leaks and measure leakages across each pressure-
containing or leakage-limiting boundary for containment penetrations whose 
design incorporates gaskets among others. Section III.B describes the 
Type B test acceptable methods, test pressure, and acceptance criteria. 
Section III.D.2. prescribes the schedule and frequency of Type B test to 
be at every refueling outage but in no case at intervals exceeding 2 
years. 

Contrary to the above a Type 8 local leak rate test has not been 
performed on a h inch torus level instrument line flange since it was 
originally declared operable on February 1981. 

This is a Severity Level V violation (Supplement I). 



Appendix 	 2 

Pursuant to the provisions of 10 CFR 2201,. 	you are required to submit to this 
office within thirty days of the date of this Notice a written statement or 
explanation in reply, including for each item of noncompliance: (1) corrective 
action taken and the results achieved; (2) corrective action to be taken to 
avoid further noncompliance; and (3) the date when full compliance will be 
achieved. Consideration may be given to extending your response time for good cause shown. 

1   
Dated 	 C. E. Norelius, Director 

Division of Reactor Projects 



U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No 50-254/84-08(DRP); 50-265/84-07(DRP) 

Docket Nos. 50-254; 50-265 	Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 

Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: May 20 through June 23, 1984 

Inspectors: A. L. Madison 
A. D. Morrongiello 
J. C. 8jorgen 

S. Hare 
F. Maura 

-- 	Approved 	J. 	o 'mos, 

	

Projects <ection 2C 	 Date 
Inspection Summary  

Inspection on May 20 through June 23, 1984 (Reports No. 50-254/84-08(DRP);  
50-265/84-07(DRP))  
Areas Inspected: Routine, unannounced inspection by the resident inspectors 
of operational safety; maintenance; surveillance; Licensee Event Reports; 

procedures; regional requests; refuel; scrams; special observations; review of 
licensee's monthly performance report; IE information notice followup; 
radiation protection; review of CILRT and independent inspection. The 
inspection involved a total of 187 inspector-hours onsite by three NRC 
inspectors including 35 inspector-hours onsite during off-shifts, and 19 hours 
by region-based inspectors. 
Results: Of the 14 areas inspected, two items of noncompliance were 
identified (failure to local leak rate test a gasketed penetration - 
Paragraph 14.c; failure to quantify leakage during ILRT - Paragraph 14.d). 



DETAILS 

1. Persons Contacted  

*N. Kalivianakis, Superintendent 
T. Tamlyn, Assistant Superintendent for Operations 

D. Bax, Assistant Superintendent Maintenance 
L. Gerner, Assistant Superintendent for Administration 
D. Gibson, Quality Assurance Supervisor 

*G. Spedl, Technical Staff Supervisor 
*E. Mendenhall, Technical Staff 

The inspector also interviewed several other licensee employees, 
including shift engineers and foremen, reactor operators, technical staff 
personnel and quality control personnel. 

*Denotes those present at the exit interview on June 22, 1984. 

2. Operational Safety Verification 

The inspector observed control room operations, reviewed applicable logs 
and conducted discussions with control room operators during the months 
of May and June. The inspectors verified the operability of selected 
emergency systems, reviewed tagout records and verified proper return to 
service of affected components. Tours of reactor buildings and turbine 
buildings were conducted to observe plant equipment conditions, including 
potential fire hazards, fluid leaks, and excessive vibrations and to 
verify that maintenance requests had been initiated for equipment in need 

of maintenance. The inspector by observation and direct interview 
verified that the physical security plan was being implemented in 
accordance with the station security plan. 

The inspector observed plant housekeeping/cleanliness conditions and 
verified implementation of radiation protection controls. During the 
months of May and June, the inspector walked down the accessible portions 
of HPCI and standby gas treatment system of Unit 2 to verify 

operability. The inspector also observed portions of a valve lineup 
verification. 

No items of noncompliance or deviations were identified in this area. 

3. Monthly Maintenance Observation  

Station maintenance activities of safety-related systems and components 
listed below were observed/reviewed to ascertain that they were conducted 
in accordance with approved procedures, regulatory guides and industry 
codes or standards and in conformance with technical specifications. 

The following items were considered during this review: the limiting 
conditions for operation were met while components or systems were 
removed from service; approvals were obtained prior to initiating the 
work; activities were accomplished using approved procedures and were 
inspected as applicable; functional testing and/or calibrations were 
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performed prior to returning components or systems to service; quality 
control records were maintained; activities were accomplished by 

qualified personnel; parts and materials used were properly certified; 
radiological controls were implemented; and, fire prevention controls 
were implemented. 

Work requests were reviewed to determine status of outstanding jobs and 
to assure that priority is assigned to safety-related equipment 
maintenance which may affect system performance. 

The following maintenance activities were observed/reviewed: 

Unit 1  

Electrical maintenance 
Electrical maintenance 

valve 
Mechanical maintenance 
cleanup system 

aligning RHR service water pump 
obtaining current readings from motor operated 

installing pressure reducer in reactor water 

No items of noncompliance or deviations were identified in this area. 

4. Monthly Surveillance Observation  

The inspector observed portions of the condenser low vacuum scram test, 
low pressure RHR pump discharge test, and the manual initiation of the 
standby liquid control system and demineralized water injection test and 
verified that testing was performed in accordance with adequate 

procedures, that test results conformed with technical specifications and 
procedure requirements and were reviewed by personnel other than the 
individual directing the test, and that any deficiencies identified 
during the testing were properly reviewed and resolved by appropriate 
management personnel. 

No items of noncompliance or deviations were identified in this area. 

5. Licensee Event Reports Followup  

Through direct observations, discussions with licensee personnel, and 
review of records, the following event reports were reviewed to determine 
that reportability requirements were fulfilled, immediate corrective 
actions was accomplished, and corrective action to prevent recurrence had 
been accomplished in accordance with technical specifications. 

a. 	Unit 1  

(1) RO 84-005, dated April 14, 1984, Linear indications on reactor 
recirculation system welds. (See K. Ward Inspection 
Report 84-06(0E)). 

(2) RO 84-009, dated May 19, 1984, Reactor Scram. (See Paragraph 9) 
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b. 	Unit 2 

(1) RO 83-22/011-0, dated November 15, 1983, MSIV room interlock 
doors were found to have been defeated, (See Special 
Report 83-31-30(DPRP)). 

(2) RO 84-05, dated May 8, 1984, Repair of electromatic relief 
pilot valve. 

(3) RO 83-13/03L-0, RO 83-13/03L-1, dated September 1, 1983, 
Control Rod went to overtravel. 

(4) RO 83-24/031-1, dated December 1, 1983, Some snubbers fail 

functional test. The most common cause of failure was worn 
capstan springs. 

No items of noncompliance or deviations were identified in this area. 

6. 	Procedures  

For the procedures listed below, the inspector verified that they were in 
accordance with Technical Specifications and changes were made to reflect 
both licensee revisions and NRC requirements. 

Instructions for use of the Sygnetron 
photo-identification badge system 

Nuclear work request 
Work request checklist 
Nuclear work request form (86-2228) 
Radioactive liquid discharge batch analysis 
Radioactive solid batch analysis 
Radwaste solid batch sample analysis 
Quad-Cities Units 1 and 2 determination of 

sodium sulfite 
Determination of phosphate 
As-built safety-related drawings 
As-built safety-related drawing index 
RCIC automatic initiation 
Diesel generator trouble 
Diesel generator local start-up 
Personnel dosimetry placement guidelines 
Neutron monitoring 
Multiple dosimetry log sheet 
Batch sampling or radwaste drumming line 

mixed 55 gallon drums 
Standby gas auto initiation and reactor 
building ventilation auto isolation 

QAP 1900-11, Revision 2 

QAP 1500-2, Revision 13 
QAP 1500-S1, Revision I 
QAP 1500-T1, Revision 3 
QCP 300-2, Revision 6 
QCP 300-10, Revision 4 
QCP 300-S1, Revision 1 
QCP 700-15, Revision 3 

QCP 700-17, Revision 3 
QDM-13, Revision 1 
QDM-13, Revision 1 
QOA 1300-6, Revision 6 
QOA 6600-4, Revision 3 
QOA 6600-5, Revision 2 
QRP 1250-2, Revision 3 
QRP 1250-10, Revision 1 
QRP 1250-55, Revision 4 
QOP 2099-4, Revision 3 

QOS 7500-4, Revision 6 

No items of noncompliance or deviations were identified in this area. 

7. 	Regional Requests  

Region III was notified of a potentially reportable deficiency per 
10 CFR 50.55(e) regarding the suppression pool temperature monitoring 
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system. The temperature sensing tips are physically located such that 
during a LOCA they would be uncovered by water, resulting in a loss or 
indication. 

The resident inspector ascertained through conversations with the 
licensee that during a LOCA the sensing tips would not be uncovered. 

No items of noncompliance or deviations were identified in this area. 

8. Refuel  

Unit 1  

Prior to reloading the core, fuel bundles are tested to ensure that the 
bundles are intact and not leaking. During this examination two bundles 
exhibited indications of leaking. These bundles were checked again to 
confirm the original findings. GE was contacted and a fuel specialist 
was sent to the site. 

While preparing the bundles for further testing, two tie rods were 
discovered to have a manufacturing defect. The two tie rods (one in a 
once-burned bundle and one in a twice-burned bundle) had cracked. (The 
cracks probably resulted from water interacting with zirconium). All the 
other rods in both bundles were tested for wall thickness and whether or 
not water was inside the rods. All these rods had acceptable wall 
thickness and no water inside. These rods will be used to reconstitute 
two new bundles. The defective rods will be stored onsite. These items 
were not reported under the 10 CFR Part 21 reporting requirements. G. E. 
stated that the once-burned tie rod failure falls under the anticipated 
full failure rate. The twice-burned fuel bundle failure was hard to 
determine the exact cause of the failure, however, the licensee does not 
want to lift the tie rod for further examination, which may then separate 
and cause fuel pellets to become dispersed in the fuel pool. Fuel failure 
is not a generic concern as it has happened previously at other sites. 

The resident inspector accompanied the senior operating engineer on a 
preliminary tour of the torus. The final tour will be conducted prior to 
startup. 

No items of noncompliance or deviations were identified in this area. 

9. Scrams  

Unit 1 

On May 19, 1984, at 8:40 a.m. the unit scrammed. Instrument mechanics 
were performing QIS-46-1, instrument scram response time. The test 
involves pulling a reactor protective system fuse and recording the time 
it takes to receive the half scram. At the same time, mechanical 
maintenance was working under the vessel and apparently hit IRM signal 
cables. Both activities occurred and a full scram was received. The 
vessel was unloaded at the time and the safety significance is minimal. 
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Unit 2 

On June 10, 1984, at 1:50 p.m., the unit scrammed. The scram occurred 
during testing of the control valves. (Reactor power was reduced to 
700 MWe for the test). The cause of the scram was the fast-acting scram 
solenoid being stuck in the energized position. When the test button was 
pushed, the circuit for fast closure was completed and the reactor 
scrammed. To prevent recurrences, the licensee will install an 
indicating light in the fast-acting scram solenoid circuit. (When the 
light is on, it will mean that the solenoid is energized and that valve 
should not be tested until solenoid is fixed). 

No items of noncompliance or deviations were identified in this area. 

10. Special Observations  

a. The licensee, prompted by reports of jet pump instrument nozzle 
cracks at other BWRs, conducted an examination of nozzles. The 
ultrasonic examination revealed no cracks. 

b. The licensee, prompted by a report of feedwater sparger cracks at 
one BWR, conducted an examination of the feedwater sparger. The 
remote visual examination, conducted by a level 2 UT-1 examiner, 
revealed no cracks. The resident inspector observed portions of the 
inspection, including setup and verification that the system could 
detect a wire 1 mil in diameter. 

No items of noncompliance or deviations were identified in this area. 

11. Review of Licensee's Monthly Performance Report 

The inspector reviewed the licensee's monthly performance reports of 
Units 1 and 2 for the month of May 1984. 

Areas covered by the report were amendments to Technical Specifications, 
summary of corrective maintenance performed on safety-related equipment, 
Licensee Event Reports, operating data tabulations, and refueling 
information. The report was reviewed for compliance with Technical 
Specification 6.6.A.3. 

No items of noncompliance or deviations were identified in this area. 

12. IL Information Notice Followup 

For the IE Information Notices (IEN) listed below, the inspector verified 
that the information notice was received by licensee management, that a 
review for applicability was performed, and that if the information 
notice were applicable to the facility, appropriate actions were taken or 
were scheduled to be taken. 

a. 	IEN 84-18: Stress Corrosion Cracking in Pressurized Water Reactor 
System. Not applicable to Quad-Cities. 
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b. 	IEN 84-01: Excess Lubricant in Electric Cable Sheaths. This 
phenomenon is not observed at Quad-Cities. 

C. 	IEN 84-02: Operating a Nuclear Power Plant at Voltage Levels Lower 
Than Analyzed. Degraded voltage protection has been installed on 
both units. 

d. TEN 84-03: Compliance with Conditions of License and Notification 
of Disability by Licensed Operators. A copy has been sent to 
training for their use. A copy was placed in the RO and SRO 
required reading. 

e. IEN 84-05: Exercise Frequency. Emergency Planning has received 
this notice for review as well as 84-05, Revision 1. 

IEN 84-07: Design-basis Threat and Review of Vehicular Access 
Controls. This has been reviewed. Additionally, a contract was 
awarded to Sandia Labs for analysis of several sites. Corporate 
security well advise the station if any changes are needed. 

9. 	IEN 84-08: 10 CFR 50.7, Employee Protection. A copy was forwarded 
to the personnel administrator for information. 

h. 	IEN 84-10: Motor-Operated Valve Torque Switches Set Below the 
Manufacturer's Recommended Value. This has been routed to the 
Electrical Maintenance Department. The station procedure is 
comprehensive and delineates actions to be taken prior to changing 
torque switch setpoints. 

IEN 84-11: Training Program Deficiencies. This has been sent to 
training supervisor for information and review. 

IEN 84-12: Failure of Soft Seat Valve Seals. Anchor/Darling 

feedwater check valves are not used at Quad-Cities. 

k. 	IEN 84-15: Reporting of Radiological Releases. The procedure has 
been changed to include two additional phone numbers for contacting 
the operation center. 

No items of noncompliance or deviations were identified in this area. 

13. Radiation Protection  

During a plant tour, the resident noticed that the frisking stations were 
not being fully utilized. While realizing that this procedure was 
recently instituted, the inspector brought this observation to the 
licensee's attention. 

The licensee initiated a program to ensure compliance with the 
procedure. (The program includes denying plant access to multiple 
offenders). The resident inspector felt the actions taken were sufficient 
and no further action is deemed necessary. 

No items of noncompliance or deviations were identified in this area. 
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14. Review of Licensee Report on CILRT Performed February 1984 (Unit 2) 

a. CILRT Data Evaluation 

The inspector conducted an in-office review of the report submitted 
to the NRC entitled Reactor Containment Building Integrated Leak 

Rate Test, Quad-Cities Nuclear Power Station, Unit 2, February 9-10, 
1984. There was acceptable agreement between the inspector's and 
licensee's leak rate calculations as indicated in the following 
summary (units are in weight percent per day): 

Measurement Licensee Inspector 

Leakage rate measured (Lam) 
during CILRT 

.3848 .385 

Lam at 95% confidence level .3914 .391 
Lam at 95% confidence level 
adjusted to reflect penalties .4704 .470 

The following penalties are included in the adjusted Lam at 95% 
confidence level: 

Unvented volumes 	0.079 Wt%/day 

Appendix J Acceptance Criterion at 95% confidence 
level = 0.75(La) = 0.75(1.0) = 0.75 wt%/day. As indicated above, 
the adjusted Lam at the 95% confidence level was less than the 
maximum allowable by 10 CFR Part 50, Appendix J. 

b. Supplemental Test Data Evaluation 

The inspector conducted an in-office review of the supplemental test 
data and there was acceptable agreement between the inspector's and 
licensee's calculations as indicated in the following summary (units 
are in weight percent per day): 

Measurement Licensee 	Inspector 

  

     

Measured leakage rate (Lc) 

during supplemental test 
	

1.082 	1.084 

Induced Leakage rate (Lo) = 	0.772 

Appendix J Acceptance Criterion: Lo + Lam - 0.25 La < Lc < Lo + 
Lam + 0.25 La. As indicated above (see mass point results), the 
supplemental test results satisfied the requirements of 10 CFR 
Part 50, Appendix J. 

c. As Found Condition  

A review of the report showed that a repair was performed on a 
inch torus level instrument line flange during the pressurization 

phase of the ILRT. Discussions with the licensee revealed that; 
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(I) The reported leakage rate of 0.020 wt%/day is an estimated 
value for which no bases exist since the magnitude of the 
leakage rate was not measured. 

(2) The leak was repaired by tightening of the flange bolts. 

Failure, by the licensee, to measure the actual leakage of the 
1/2  inch torus level instrument line flange constitutes a violation of 
10 CFR 50, Appendix J, Section III.A.1.(a) and is an item of 
noncompliance (265/84-07-01). 

The "as found" leakage rate, not including the repaired flange leak 
was 0.654 wt%/day; however, since an unquantified leak was repaired, 
the as found" condition is considered to have exceeded the 
Appendix J limit of 0.75 wt%/day for this unit. The previous CILRT, 
performed during March 1980 also exceeded the Appendix J limit due 
to excessive leakage in the "A" feedwater line. Therefore, two 
consecutive "as found" conditions have failed to meet the acceptance 
criteria in 10 CFR 50, Appendix J, and as required by 
Section III.A.6.(b) the next Type A test shall be performed at the 
next plant shutdown for refueling unless exempted by the NRC. 

d. 	Type B Tests 

A review of the Type B results showed that the h inch torus level 
instrument line flange, which is part of the containment boundary, 
was not local leak rate tested by the licensee. Discussions with 
the licensee revealed that: 

(I) The instrument was originally installed in 1980 and first 
declared operable in February 1981. Due to calibration 
problems it was relocated during July 1982, which should be the 
last time work was performed on the flange. 

(2) The flange has never been local leak rate tested. 
(3) No exemption request, from the testing requirements of 

Appendix J (Type B test), has been submitted to the NRC. 

Failure by the licensee to perform local leak rate tests (Type 8) on 
the h inch torus level instrument line flange since its original 
installation constitutes a violation of 10 CFR 50, Appendix J, 
Sections HG, III.B, and 111.0 and is an item of noncompliance 
(265/84-07-02). 

15 	Exit Interview 

The inspector met with licensee representatives (denoted in Paragraph 1) 
throughout the month and at the conclusion of the inspection on June 22, 
1984, and summarized the scope and findings of the inspection 
activities. The licensee acknowledged the inspectors concerns. 
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September 25, 1984 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Mr. T. Ploski 
and others of this office on August 27-30, 1984, of activities at the 
Quad-Cities Nuclear Generating Station, Units 1 and 2, authorized by NRC 
Operating Licenses No. DPR-29 and DPR-30, and to the discussion of our 
findings with Mr. N. Kalivianakis and others of your staff at the conclusion 
of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

During this emergency preparedness exercise inspection, certain weaknesses 
were identified which will require corrective actions. These weaknesses are 
identified in the appendix to this letter. As required by 10 CFR Part 50, 
Appendix E (IV.F), any weaknesses that are identified must be corrected. 
Accordingly, you are requested to submit a written statement within 30 days 
of the date of this letter describing your planned actions for correcting 
the weaknesses identified in the appendix. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosures 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter, the enclosure(s), and 
your response to this letter will be placed in the Public Document Room. 
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September 25, 1984 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

L. R. Greer, Acting Chief 
Emergency Preparedness and 

Radiological Protection Branch 

Enclosures: 
1. Appendix, Exercise Weaknesses 
2. Inspection Report Nos. 

50-254/84-09(DRSS); 
50-265/84-08(DRSS) 

cc w/encls: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

D. Matthews, EPB, DIE 
W. Weaver, FEMA, RV 
M. Carroll, FEMA, RVII 

Rill 	 RII MIII 

I i 
Ploski/jp R4,11 S 	I 	Chri Coffer -17  S ith 

tgad, 

hips , Chrissotimos 
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APPENDIX  

EXERCISE WEAKNESSES 

1. Alert and Site Area Emergency emergency action levels for the unplanned 
explosion condition were not properly evaluated by the Shift Engineer 
due, in part, to their general wording and questionable interpretation. 
(Paragraph 4a) (254/84-09-01; 265/84-08-01) 

2. The Operational Support Center's Supervisor was unable to adequately com-
plete all his responsibilities. (Paragraph 4c) (254/84-09-02; 265/84-08-02) 

3. Emergency Operations Facility ([OF) staff failed to complete all initial 
notifications for the General Emergency declaration. (Paragraph 4e) 
(254/84-09-03; 265/84-08-03) 



U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Report Nos. 50-254/84-09(DRSS); 50-265/84-08(DRSS) 

Docket Nos. 50-254; 50-265 	 Licenses No. DPR-29 DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Generating Station, Units 1 and 2 

Inspection At: Quad-Cities Station, Cordova, IL 

Inspection Conducted: August 27-30, 1984 
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[MSS])  
Areas Inspected: Routine, announced inspection of the Quad-Cities Station 
emergency preparedness exercise involving observations by nine NRC representa-
tives of key functions and locations during the exercise. The inspection 
involved 175 inspector-hours onsite by five NRC inspectors and four consultants. 
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weaknesses which require a written response are identified in the report and in 
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DETAILS 

1. 	Persons Contacted 

NRC Observers and Areas Observed  

T. Ploski, Control Room, Technical Support Center (TSC), and Operational 
Support Center (OSC) 

G. Christoffer, Emergency Operations Facility CEDE) 
W. Snell, EOF 
M. Smith, Joint Public Information Center (JPIC) 
F. Hasselberg, OSC and Inplant Health Physics Teams 
K. Leposer, TSC 
G. Bryan, Control Room 
G. Stoetzel, OSC and Inplant Health Physics Teams 
P. Roberson, Radiological Environmental Monitoring Teams 

Commonwealth Edison and Areas Observed  

*N. Kalivianakis, Station Superintendent, Advisory Support Director, EOF 
F. Palmer, Recovery Manager, EOF 
T. Blackmon, Controller, Control Room 
T. Kovack, Controller, Control Room 

*R. Bax, Station Director, TSC 
J. Schnitzmeyer, Controller, TSC 
*D. Jessen, Controller, TSC 
T. Ziakis, Controller, OSC 
K. Hall, Controller, OSC 
C. Bennett, Controller, Environs Team 
R. Colglazier, Controller, Environs Team 
J. Golden, Controller, Environs Team 
R. Dwyer, Lead Controller, TSC/OSC 
M. Berlin, Controller, JPIC 
RJ Barr, Controller, EOF 
B. Schnell, Controller, EOF 
M. Vonk, Controller, EOF 

*D. Thayer, Controller, OSC 
*P. Becknell, Controller, OSC 
*D. Visin, Administrative Director, TSC 
*L. Butterfield, Stores Director, TSC 
*L. Gerner, Assistant Station Director, TSC 
*T. Davis, Communicator, Control Room 
*K. Leech, Security Director, TSC 
*D. Van Pelt, Maintenance Director, TSC 
*W. Bielasco, Rad Chem Director, TSC 
*R. Carson, Environs Director, TSC 
*S. Horvath, Environs Director, TSC 
*G. Powell, Inplant Team Leader 

*Indicates those present at the August 30, 1984 exit interview. 
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2. 	General  

An exercise of the licensee's Generating Stations' Emergency Plan (GSEP) 
and the Quad-Cities Annex was conducted at the Quad-Cities Station on 
August 28-29, 1984. The exercise tested the licensee's and offsite 
emergency support organizations' capabilities to respond to a hypothetical 
accident scenario resulting in a major release. The attachment describes 
the scenario. The exercise was integrated with a test of the Clinton 
County (Iowa), Scott County (Iowa), Rock Island County (Illinois), and 
Whiteside County (Illinois) emergency plans. This was a full-participation 
exercise for these counties and the States of Illinois and Iowa. 

	

3. 	General Observations  

a. Procedures  

The exercise was conducted in accordance with 10 CFR Part 50, Appendix E 
requirements using the GSEP, Quad Cities Annex, and the Emergency Plan 
Implementing Procedures (EPIPs) employed by the Station and the Emergency 
Operations Facility (EOF). 

b. Coordination  

The licensee's response was generally coordinated, orderly, and timely. 
If these events had been real, the actions taken by the licensee would 
have been sufficient to permit State and local authorities to take 
appropriate actions. 

c. Observers  

Licensee observers monitored and critiqued this exercise along with 

nine NRC observers and several dozen observers representing Regions 
V and VII of the Federal Emergency Management Agency (FEMA). FEMA 
observations on the responses of the State and local governments 

will be provided separately from this inspection report. 

d. Critique  

The licensee held critiques following the exercise on August 29, 1984. 
The NRC critique was held at the Visitors Center on August 30, 1984. 
In addition, a public critique was held on the evening of August 30, 
1984, to present the preliminary findings regarding the onsite and 
offsite activities by the NRC and FEMA exercise observers respectively. 

	

4. 	Specific Observations  

a. 	Control Room  

The on-duty Shift Engineer (SE), Station Control Room Engineer (SCRE), 
and Shift Overview Supervisor (SOS) functioned as the only Control Room 
exercise participants until approximately one hour and forty-five 
minutes after the exercise had begun. At that time, the Station 
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Director (SD) had relieved the SE of all emergency responsibilities 
and an Operational Engineer had relieved the SE and SCRE of all exercise 
involvement by functioning as a data communicator to the Technical 
Support Center (TSC). As indicated in this paragraph, the decision 
to utilize the SE and SCRE for both on-shift and exercise roles had 

an adverse impact on observed Control Room responses to scenario 
events. The SE and SCRE were unable to devote themselves to the 
exercise since real plant activities, which included Unit 1 startup, 
demanded higher priority attention than did the exercise. It was 
clear to Control Room staff, licensee controllers, and NRC observers 
that real plant conditions could require the SE's and SCRE's full 
attention and cause suspension or potential collapse of the exercise. 

Upon receiving the bomb threat message, the SE promptly initiated 
conservative measures to protect onsite personnel. The SCRE notified 
the NRC Headquarters Duty Officer of the threat within an acceptable 
time frame. An Unusual Event was classified promptly after the 

report of an explosion in the switchyard and a review of alarms, from 
which the SE correctly concluded that all offsite power had been 
lost to the Station. While the SCRE was engrossed in preparing the 
Nuclear Accident Reporting System (NARS) form for the Unusual Event 
and in making the associated offsite notifications, the SE learned 
that fires had also been reported in the switchyard. After briefly 
reviewing the Emergency Action Level (EAL) conditions, the SE declared 
an Alert for a Fire, EAL Condition 5, rather than for an Unplanned 
Explosion, EAL Condition 4. Since the magnitude of the switchyard 
fires was still uncertain while the explosion was a certainty, EAL 
Condition 4 should have also been noted. Later, in the Emergency 

Operations Facility (EOF), the fact that an explosion had occurred 
was apparently forgotten until about ten minutes after this facility 
had been declared operational. 

The inspectors noted that the situation may have also fit the descrip-
tion of a Site Area Emergency, not just an Alert, under EAL Condition 

4, Unplanned Explosion. For this EAL Condition, both the Alert and 
Site Area Emergency descriptions made general reference to the 
Technical Specifications. The former classification is appropriate 
should equipment described in the specifications be affected such 

that it is operated in a degraded mode permitted by a Limiting 
Condition for Operation (LCO), while the latter classification is 
appropriate if this equipment is degraded such that immediate reactor 

shutdown is required. Based on discussions between the inspectors 
and the licensee's lead Control Room controller and principal onsite 
and offsite scenario authors, the referenced Technical Specification 
was determined to be 3.9.c.2 which states, in part, that continued 
reactor operation at 40 percent of rated power is permissible follow-
ing the loss of offsite power provided that the affected Unit's diesel 
generator and the shared diesel are both operable and that all core 
and containment cooling systems are operable. In this scenario's 
initial conditions, Unit 2's Reactor Core Isolation Cooling (RCIC) 
System was placed out of service for maintenance. Thus, even though 
the explosion had not directly damaged a system used to provide core 



or containment cooling, not all such systems were available for Unit 
2. The SE was also aware that both units had automatically scrammed 
upon loss of offsite power. No unit was, in fact, being reduced to 
40 percent of rated power per the LCO. During discussions with the 
aforementioned licensee representatives, opinions were voiced that 

the SE may not have closely examined the Unplanned Explosion EALs 
since no diesel or core or containment cooling system had been damaged 

by an explosion and that no manual reactor scram had been necessary. 
The licensee should re-evaluate the wording and interpretation of 
the Unplanned Explosion EALs with emphasis on providing more detailed 

guidance, and addressing situations where equipment described in these 
specifications are out of service for reasons other than damage from 
a just-occurring explosion. This is an Open Item. (254/84-09-01; 
265/84-08-01) 

Timely initial notifications to the corporate duty officer, load 

dispatcher, States, and the NRC were completed by the SCRE following 
the Unusual Event and Alert declarations. From the receipt of the 
bomb threat until about 7:15 p.m., the SCRE was forced by manpower 

limitations to function as a communicator rather than as a technical 
advisor to the SE. Between 7:15 p.m. and 8:00 p.m., the SCRE was 
finally able to participate in several productive discussions with the 
SE regarding plant status, scenario events, and major decisions. 

As in the 1983 exercise, recordkeeping was poor. The SE did not 

keep a log and no exercise participant was available to assist him 
in this task. The only records made prior to the relief of the SE 
and SCRE from exercise participation were the NARS forms and some 

notes made by the SCRE. The NARS form for the Alert declaration was 
improperly completed. The form's item 6 indicated that the incident 
occurred at 1855 hours, while item 7 indicated that the accident was 
classified at 1845 hours, or ten minutes prior to its occurrence. 
Control Room habitability monitoring, and the checking and reporting 
of self-reading dosimeter readings were not observed during this 

exercise. After 8:00 p.m. Control Room participation was, for all 
practical purposes, simulated due to involvement of only one communi-
cator. The rest of the Control Room staff was involved in the actual 
startup of Unit 1. 

The individual who became the TSC's Station Director (SD) arrived in 
the Control Room about 40 minutes after the Alert had been declared. 
He relieved the SE of all interim SD duties only after having com-
pleted a very thorough discussion with the SE on all aspects of plant 
conditions and ongoing emergency response. Before leaving the 
Control Room with the SOS, the SD properly called the TSC to ascer-
tain its staff's state of readiness to assume their responsibilities. 

In addition to the weakness discussed in this paragraph, the licensee 

should consider the following items for improvement: 

On duty Control Room staff should not additionally be required 
to be exercise participants due to the impracticality of their 



being able to devote undivided attention to either real plant 
operations or the exercise. 

Sufficient Control Room personnel should be available as exercise 
participants so that the SCRE's performance of those respon-
sibilities described in the GSEP can be evaluated, and that the 
capabilities to conduct recordkeeping, habitability monitoring, 
and exposure tracking can be demonstrated, as appropriate, during 
the entire exercise. 

The SE should thoroughly review the NARS form for completeness 
and accuracy prior to information transmittal. 

b. 	Technical Support Center 

The TSC became operational in a timely manner, with all required 
personnel arriving from their residences and being ready to assume 
their responsibilities within about sixty-five minutes after Alert 
declaration. The SD effectively managed his staff throughout the 
exercise. With the exception of offsite protective actions, TSC 
personnel were generally well briefed on plant status, emergency 
classifications, reclassifications, and other decisions made by the 
SD or EOF's Recovery Manager (RM). However, at times certain personnel 
not engaged in telephone conversations should have been more attentive 
to the SD's briefings. The SD delegated assignments properly and 
ensured that his staff kept him and each other informed of important 
incoming information and the results of staff analyses. TSC staff 
quickly adjusted to the simulated loss of certain inplant communica-
tions systems, including some telephone lines, the Public Address (PA) 
systems, and plant sirens. Information transmittal generally was 

timely and accurate between the Control Room, TSC, and EOF; however, 
the Control Room was not informed of the Site Area Emergency declara-

tion for almost twenty minutes after it had been declared by the RM. 
Personnel continuously manning communications lines did exhibit 

fatigue and some frustration over background noise levels. 

Assembly/accountability was accomplished in a timely manner despite 
the unavailability of the PA system and assembly siren. The guard 
force and Operational Support Center (DSC) personnel were utilized to 

seek, assemble, and account for onsite personnel. The Security 
Director found two missing individuals, who were contractors/observers, 
in a trailer near the TSCeStation, Rad/Chem, Environs, and Security 
Directors properly interfaced to ensure that the evacuation of non-
essentials was properly completed. After the release had begun, 
these directors again interfaced appropriately when selecting the 
optimum route for personnel to leave and enter the site for a simulated 
shift change. TSC staff also exhibited proper concern for emergency 
worker exposures when an inplant survey team reported encountering 
an unexpected area with dose rates of about 20 R/hour. When communi-
cations with the team were lost, TSC staff were aggressive in seeking 
to re-establish contact and preparing to dispatch a search and rescue 
team. 
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The SD and RM properly interfaced on several key decisions besides 

those involving emergency reclassifications. TSC staff proposed 
that repairs to a High Pressure Coolant Injection (HPCI) valve be 
undertaken, despite the high exposure risk to emergency workers. 
Exposure limits, task duration, and the need for the RM to approve 
high exposures for volunteer workers were recognized. EOF staff 
correctly decided that the task should not be started since vessel 
water level would soon reach the top of active fuel and dose rates 
in the valve location would increase to several thousand R/hour. 
Later, when one diesel generator returned to service, the SD and RM 
correctly decided to start the Standby Gas Treatment System so that 
the release would change from an unfiltered, difficult to quantity 
ground-level release to an elevated, monitored release from which 

the bulk of radioactive particulates and volatile radioiodines would 
be filtered. Finally, bath the TSC and EOF staffs recognized the 
need to conserve DC power. Loads were minimized in accordance with 
procedures. The TSC staff did a good job in trending key data and 
in relaying these trends and related forecasts to the EOF. Among 
the accurately trended and forecasted information were: the 
decreasing vessel moderator level; when the top of active fuel would 
be reached; and when DC power would be lost given certain loads. 

TSC habitability monitoring was occasionally conducted; however, 
activation of the facility's emergency ventilation system was not 
demonstrated or simulated even after the ground-level release had 
begun. The TSC's primary air sampler was out of service; a backup 

air sampler was functional, but its chart recorder pen was not 
inking. In light of the problems with the TSC air sampler, per-
sonnel should have periodically checked their dosimeters. This was 
never observed during the exercise. 

Internal message distribution was adequate; however, recordkeeping 
by individual directors varied from detailed activities logs to 
scribbled notes. Status boards were generally current; however, 
present and forecast meteorological and offsite protective action 
information were not plotted. Although reactor parameter data were 
periodically reported to the TSC, they were plotted on relatively 
small, hard to read, portable Sequence of Events status boards rather 
than on a large, readily available status board on which data could 
easily have been displayed in a better organized, more legible manner. 

Several minor instances of controller prompting were observed in the 
TSC. Upon hearing that an inplant team had encountered dose rates of 
20R/hour, a controller was heard by several participants and NRC 
observers to say that the report was erroneous. When the SD was told 
that portable diesel generators had arrived onsite, the same controller 
asked a participant whether someone had checked if diesel fuel had 
arrived with the generators. While neither of these instances had a 
major impact on the participants' actions toward terminating the 
release, the controller should not have voiced these concerns to 
participants; instead, he should have waited to see whether partici-
pants would address these concerns without his prompting them to do so. 



Based on the above findings, the following items should be considered 
for improvement: 

TSC personnel should make greater efforts to reduce noise levels 
that interfere with status briefings and communicators' abilities 

to hear incoming information over dedicated communications lines. 

Headsets should be provided for personnel manning dedicated 
telephone equipment. 

The TSC's primary and backup air samplers should be repaired 
and better maintained to ensure proper operation during emer-
gencies. 

Personnel should periodically determine their exposure when a 
release is taking place. 

All TSC directors should maintain adequately detailed records 
of their actions. 

Plant parameter data should be plotted on an appropriate status 
board such that individual parameter trends can be readily 
deduced. 

Controllers should avoid making comments which lead exercise 
participants to take actions earlier than would have otherwise 
been expected. 

c. 	Operational Support Center  

Personnel reported to the OSC in a timely manner following its activa-
tion; however, the individual assigned as OSC Supervisor did not 
identify himself as such until about thirty-five minutes after his 
arrival. During the exercise the OSC Supervisor was overburdened 

with tasks. Much of his time was spent in discussing plant activities 
and assignments with TSC staff, briefing inplant teams, and communi-
cating with dispatched teams. While he adequately accomplished 
these tasks, the OSC Supervisor was not as successful at performing 
the following duties: maintaining detailed records of individual 
exposures; keeping assembled personnel informed of scenario events; 

ensuring that returning teams were checked for contamination upon 
entering the OSC; ensuring that returning teams submitted written 
reports; and maintaining a log of OSC activities. While exposure 
history data were kept, recordskeeping was largely done by personal 
notes rather than on a well-organized log. Assembled personnel were 
never verbally briefed on scenario events. The OSC's status board 
listed only emergency classification and OSC Supervisor identity 
information. While OSC habitability was monitored, not all returning 
teams frisked upon entering the room. Not all teams submitted 
written reports of their findings. A detailed log of OSC activities 
was not maintained. 
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The inability of the OSC Supervisor to adequately perform all necessary 

tasks was largely due to the lack of procedural provisions, and the 
need for one or more assistants. This is an exercise weakness. 
(254/84-09-02; 265/84-08-02) 

d. 	Onsite Fire Fighting, Maintenance, and Health Physics Teams  

The licensee conducted an unsuccessful fire drill early in the exercise. 
Upon learning that fires were occurring in the switchyard, the SE 
ordered security and fire brigade personnel to investigate and take 

appropriate actions. Only three of the Station's six man fire brigade 
responded to the fire scene. They were preceded by security officers. 
Fire fighters walked to the scene without bringing any equipment. 
Since these personnel also failed to meet at their normal assembly 
area, a controller awaiting their arrival at that location had to be 
paged to the fire scene by an NRC observer. Brigade members returned 
to the Station to obtain a cart containing foam generating equipment. 
Brigade members dragged this cart to the fire scene rather than 
procuring a Station vehicle to facilitate hauling the cart and other 

gear to the fire location. When asked at the exit interview whether 
the Station had developed procedural provisions and had trained fire 
brigade members to obtain a suitable vehicle for hauling heavy gear to 

fire scenes outside the power block, none of the licensee's representa-
tives indicated that such was the case. 

All inplant maintenance teams were accompanied by Rad/Chem Technicians 
(RCTs). Batteries for portable air samplers utilized by some inplant 
teams could not be found in the OSC. While some RCTs made certain 

what was the maximum allowable dose their teams could receive, others 
did not and chose limits that were somewhat lower. The use of hand-
held radios by inplant teams was more frequent than observed during 
the 1983 exercise. The Security Director was instrumental in pro-
curing additional radios needed by inplant teams. Not all teams 
provided the OSC Supervisor with written survey reports to supplement 
verbal reports transmitted earlier by radio. This created an addi-
tional survey documentation burden for the OSC Supervisor. 

A three man team collected a reactor coolant sample under simulated 
post accident conditions. The team was adequately briefed and followed 

correct procedures to operate the High Range Sampling System. The 
sample was collected, diluted, and analyzed in approximately two 
hours. Technicians demonstrated proper precautions when obtaining 
and handling the sample, with two exceptions. During sample collec-

tion and transport, only one RCT wore finger dosimetry. During 
sample analysis in the hot lab, another RCT wore finger dosimetry on 
only one hand. 

Several problems were noted regarding the performance of controllers 
sent with inplant teams. At times no controller was available to 
accompany teams ready for dispatch, while on other occasions a mainte-
nance and an RCT controller accompanied the same inplant team. On 
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several occasions, RCTs leaving the OSC with inplant teams were 

asked by controllers whether or not they had considered certain pre-
cautions. 

Based on the above findings, the following items should be considered 
for improvement: 

Briefings provided to RCTs accompanying inplant teams should 
include information on the maximum allowable exposures team 
members may receive. 

Replacement batteries for portable air samplers should be available 
in the OSC. 

Inplant survey teams should always provide adequately detailed 
survey reports to supplement verbal reports. 

Personnel engaged in collecting and analyzing post accident 
samples should wear finger dosimetry on both hands. 

Sufficient inplant team controllers should be assigned and 
adequately trained to issue messages and radiation data while 
still being able to evaluate tasks described or performed by 
inplant teams. 

Inplant team controllers should refrain from quizzing team 
members until teams have had sufficient opportunity to demon- 
strate their knowledge and understanding of assigned tasks. 

e. 	Emergency Operations Facility  

The EOF was activated after the Alert declaration by the individual 
assigned as Nuclear Duty Officer for the exercise. This individual 
later functioned as Recovery Manager (RM). Based on information 
contained in the NARS messages for the Unusual Event and Alert 
classifications, the duty officer was aware that offsite power had 
been lost to the Station and that a fire was occurring that would 
require some equipment to be operated in a degraded mode permitted 
by a LCO. The decision to activate the EOF based on such information 
was very conservative. 

Information transmitted from the TSC was generally acceptable, with 
two exceptions. The RM was unaware that offsite power loss had been 
due to an explosion rather than a fire even after receiving his 
initial briefing. The RM was also slow to learn that the containment 
radiation level was significantly increasing until it had risen from 
about 0.5 R/hour to 900 R/hour. It was not clear to inspectors in 
the TSC or EOF exactly where these communications breakdowns took 
place. The Site Area and General Emergency classifications were made 
by the RM following appropriate discussions with the SD. Associated 
offsite notifications were properly completed with the exception that 
the NRC Headquarters Duty Officer was never informed of the General 
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Emergency. Although exercise controllers delayed participants from 

declaring the General Emergency for about fifteen minutes, corrective 
action is needed to ensure that EOF staff complete all initial off-
site notifications in a timely manner. This is an Open Item. 
(254/84-09-03; 265/84-08-03) 

Following the General Emergency declaration, the initial and subse-
quent protective action recommendations were promptly formulated and 
issued. EOF staff discussed proposed protective action recommenda-
tions with State representatives in the facility prior to their 
issuance. Current and forecast meteorological conditions and evacua-
tion time estimates were correctly factored into the decisionmaking 
process. This became critical as the wind direction gradually shifted, 
causing recommendations for newly affected downwind sectors in the 
two to five mile distance from the Station to change from "evacuate" 
to "shelter". EOF staff did a good job in acquiring current and 
forecast meteorological information; however, these data were plotted 
on three EOF status boards which were not always updated at about the 
same times. 

The RM and Advisory Support Director functioned well as a team, espe-
cially in addressing TSC recommendations affecting onsite activities. 
The RM reviewed and approved all NARS messages and press releases 
prior to issuance. EOF staff were kept adequately informed by the RM 
of plant status and emergency response actions. The RM provided his 
staff ample opportunities to ask questions following his briefings. 
EOF and TSC staffs utilized checklists entitled "Guidelines for 
Determining the Recovery Phase" following the scenario time break. 
Some initial planning of reentry/recovery operations was demonstrated 
prior to exercise termination. There were no access control problems 
at the EOF. 

In addition to the weakness described in this paragraph, the 
following items should be considered for improvement: 

TSC and FOE staffs should ensure that all relevant information 
is communicated between these facilities. 

Information displayed on more than one status board should be 
promptly updated at all locations; or, duplication of information 
displayed should be reduced. 

Joint Public Information Center  

The Joint Public Information Center (JPIC) was located in a garage 
just north of the EOF. Several minor improvements had been made to 
this facility since the 1983 exercise; however, there were no provi-
sions for adequate ventilation, heating, or air conditioning. Space 
was very limited in the JPIC. Improvements in the facility since the 
last exercise included installation of restrooms and provisions for 
about twenty telephones. Available telephones in the JPIC were 

functional. 
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Press briefings were adequate and were conducted at approximately 
thirty minute intervals. Several visual aids were available in the 

JPIC and were utilized as needed in the briefings. The licensee 
spokesperson and counterparts from the State of Illinois and Iowa 
exchanged information and coordinated news releases. Press packets 

were available and were distributed. 

Based on the above findings, the following item should be considered 
for improvement: 

The JPIC should be equipped to provide adequate long-term 
ventilation, heating, and air conditioning comforts for persons 
in this facility. 

g. 	Offsite Radiological Monitoring Teams  

Two teams were dispatched prior to the release. Teams thoroughly 

checked all equipment prior to leaving the Station. The dedicated 
GSEP van's radio could not be used to transmit messages. Backup 
hand-held radios would not work properly in the scramble mode. One 
air sampler had a broken fuse. An inspector accompanied the three 
person team sent to Iowa; the second team remained in Illinois. The 
observed team utilized proper sampling and contamination control 
techniques when collecting and bagging air, soil, and vegetation 
samples. All samples were labeled with time, date, and location 
information; however, only labels used for air samples contained 
provisions to identify the person who collected the sample, per pro-
cedure EG-3. The licensee later stated that labels were being pre-
pared which contained provisions for all identifying information 
required by procedure EG-3. The team simulated placing film dosi-
meters at fixed sampling locations without indicating there were any 
provisions for placing the dosimeters in plastic bags for weather 
protection. Although the team recorded its activities on note paper, 
Environmental Assessment Log forms were not utilized to record 
relevant information per EG-series procedures. The team log was not 
initialed or signed by any team member. 

The licensee's team in Iowa communicated its results and exposures 
at appropriate times to its EOF controllers. While the team did 
encounter the State of Iowa's monitoring team, it was not apparent 
to the inspectors with the team or in the EOF that the movements of 

State and licensee teams were being coordinated for maximum utiliza-

tion of available resources. It was not apparent in the EOF that 
survey results from teams controlled by the State of Illinois or Iowa 
were being accumulated and evaluated by EOF personnel. 

Based on the above findings, the following items should be considered 

for improvement: 

Radio and survey equipment utilized by offsite monitoring teams 
should be promptly repaired and surveillance checked at time 
periods frequent enough to better ensure their operability when 

needed in an emeigency. 
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Film dosimeters left in the outdoors should be adequately protected 
from the weather. 

Records of monitoring team activities should be recorded on 
appropriate forms per EG-series procedures. 

Movements of licensee and State teams should be better coordinated 
to provide maximum utilization of available personnel resources. 

The licensee should make an effort to share offsite monitoring 
team results;  and request results obtained from other teams con-
trolled by the state. 

5. 	Exit Interview 

On August 30, 1984, the inspectors met with licensee representatives, 
denoted in Paragraph 1, to discuss the preliminary findings of the NRC. 
The licensee agreed to consider improvements to the findings discussed. 

Attachment: Scenario Outline 
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Outline for 
Quad Cities Exercise 

August 28, 1984 

NO. 
PHASE TIME 	TYPE 

ISSUED 1 MESSAGE 
ISSUED 
TO 

OUTLINE OF CONTENTS 

1 

2 

Initial 
Situation 

Prior 
to 
no 

t40 
(1800) 

Control 

Control 

Sla.Dir. 
S. E. 

C. R. 

Ground Rules 

Plant Status: 
- Unit 1 

Normal Operation 

1040 MWe 

- Unit 2 
- RcIC out oC service 

(3 day repair estimate) 

- HPCI is lined up for 

suction NOM the 
suppression pool. 

- CCST suction valve will 

not open 

- Drywell pressure: 1.4psig 

- Drywell Pad level: 

0.18 R/hr 

- Mel Data 
Wind direction; 2550  
Wind speed; 3 m/sec 

At = -1.6° c/100m 

Stability Class: C 

Bomb threat 
received by telephone 	 

Merl. 3 Control C.R. - Plant Status: 

- Dumb detonates in 
switchyard destroying 

tranSCormers 11, 12, 21 

and 22. 
- Both units trip due to 

loss of of [site power. 

- All three diesels start 

and pick up load. 

- Drywell pressure: 1.4psig 

Drywell Rad level: 

0.18 R/hr 

t430 
(1830) 



Outline for 

Quad Cities Exercise 

August 28, 1984 

MSG 
NO. 

PHASE TIME 	TYPE 

ISSUED' MESSAGE 

ISSUED 

TO 

OUTLINE OF CONTENTS 

t+45 

(1845) 

t+60 

( 19 0 0 ) 

Contgy 

Message 

Control 

Control 

S.E. 
SCRE 

C.R. 

C.R. 

- Units are stable and are 

being cooled with 

adequate water supply 

- Declare Alert 

EL 44 or $20 

- Plant Status: 

- Drywell pressure: 	1 gpsig 

- Drywell Fad Level: 

0.18 R/hr 

- Met Data 

Wind direction; 	2550  

Wind speed; 	3 m/sec 

At = -1.6° c/100m 

Stability Class: 	C 

- Initial 	inspection of 

switchyard shows 

extensive damage to 

transformers. 

- Plant Status: 

- Drywell plessure: 	2.3psig 

- Drywell Rad Level: 

0.18 R/hr 

- Net data 

Wind direction; 	250° 

Wind speed: 3 m/sec 

At = -1.5 

Stability Class: 	C 

t+75 Control C.R. - Plant Status 

(1915) 
- Drywell pressure: 	2.4psig 

- Drywell gad Level: 

0.19 R/hr 

t+90 Control C.R. - Plant Status 

(1930) - Drywell pressure: 	2.4p 	9 

- Drywell Rad Level: 

0.19 R/hr 

t+105 Control 
- Plant Status 

(1945) 
- Drywell pressure: 	2.5psi

g 

- Drywell Fad Level: 

0.20 R/hr 



1+140 Control 

(2020) 

14150 Control 

(2030) 

t+160 
(2040) 

Control 

Contgy 

Message 
t+165 
(2045) 

Outline for 

Quad Cities Exercise 

August 28, 1984 

MSG 

NO. 

TIME 	TYPE 	ISSUED 

issuepj  MESSAGE 	 TO 	I  
PHASE OUTLINE OF CONTENTS 

Control 

Control 

C.R. - Plant Status 

- Unit 2 diesel generator 

trips - reason unknown 

- Drywell pressure: 2.5psig 

- Drywell Fad Level: 

0.20 R/hr 

- Met Data 

Wind Direction; 250° 

Wind Speed; 3 m/sec 

Ai - -1.4° c/100m 

Stability  Class:  D 	 

- Plant Status 

- The 1/2 diesel generator 

trips - reason unknown 

- Drywell pressure: 2.5psig 

- Drywell Rad Level: 

0.20 R/hr 

- Unit 1 diesel generator 

trips. 

- Plaid Stetus 

- Drywell pressure: 2.6psig 

- Drywell Fad Level: 

0.20 R/hr 

- Met Data 

Wind Direction; 250° 

Wind Speed; 4 m/sec 
At = -10  c/10Dm 

Stability Class: D 

- High water level is 

noted in the Unit 2 

reactor building 

basement. 

- Declare Site Emergency 

EAL *10 

- Plant Status 

- Drywell pressure: 2.6psig 

- Drywell Fad Level: 

0.20 14/hr 

_ 
Site 

Emergency 

t+120 

(2000) 

t4135 
(2015) 

C.R. 

C.R. 

C.R. 

C.R. 

S.E. 

SCRE 
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PHASE MSG 

NO. 

TIME 	TYPE 

ISSUED' MESSAGE 

t+195 

[4180 Control 

(2100) 

(2115) 

Control C.R. 

ISSUED 

TO  

C.R. 

OUTLINE OF CONTENTS 

- Report from field on 

source of water in 

reactor building 

basement. Coming from 

broken HPCI suction line. 

- Plant Status 

- Drywell pressure: 2.6psig 

- Drywell Rad Level: 

0.22 R/hr 

- Met Data 

Wind Direction; 240° 

Wind Speed; 4 m/sec 

at - -0.5° c/100m 

Stability Class: E 

- Plant Status 
Unit 1 is stable with 

pressure control and 

water level control being 

accomplished by RCIC. 

- Pressure is still being 

controlled with main 

steam valves. 

- No makeup water is being 

supplied to the reactor 

vessel, thus vessel water 

level is dropping as 

relief valves are opened 

to control pressure. 

- The injectors on the 

engines are fouled and 

will require cleaning 

- Drywell pressure: 2.6psig 

Drywell Rad Level: 

0.22 R/hr 
- Met Data 

Wind Direction; 2450  

Wind Speed; 4 m/sec 

At = -0.3° c/100m 

Stability Class: E 

24- 



Outline for 

Quad Cities Exercise 

August 28, 1984 

PHASE MSG 
NO. 

TIME 	TYPE 	ISSUED 

ISSUED'  MESSAGE 1 	TO  

OUTLINE OF CONTENTS 

C.R. 

C.R. 

C.R. 

C.R. 

- Plant Status 

- The cause for the diesel 

generator trips has been 

determined to be bad fuel 

- The injectors on the 

engines are fouled and 

will require cleaning. 

- Drywell pressure: 2.7psig 

- Drywell Rad Level: 

0.25 R/hr 

Met Data 

Wind Direction; 245° 

Wind Speed: 4 m/sec 

At = -0.3° c/100m 

Stability Class: E 

- Plant Status 

- Drywell pressure: 2.7psig 

- Drywell Red Level: 

0.30 R/hr 

- Plant Status 

- Maintenance department 

estimates that it will 

take about 4 hours to 

repair the CCST MPG' 

suction valve to use 

HPCI for water supply. 

- Drywell pressure: 2.8psig 

- Drywell Rad Level: 

0.45 R/hr 

- Met Data 

Wind Direction; 245° 

Wind Speed; 4 m/sec 

At = -0.2° c/100m 

Stability Class: E 

- Plant Status 

- An increase in drywell 

and suppression pool 

pressure indicate that 

t+210 

(2130) 

t*225 

(2145) 

t+240 

(2200) 

t4255 

(2215) 

Control 

Control 

Control 

Control 
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PHASE MSC 1 TIME 	TYPE 

NO. j issuerd MESSAGE 
ISSUED 
TO 

OUTLINE OF CONTENTS 

the suppression pool 

dencomers are uncovered. 

Drywell and suppression 

pool radiation levels are 

showing increases. 

- Drywell pressure: 2.8psig 

- Drywell Earl Level: 
100 R/hr 

C.R. 

C.R. 

- Plant Status 

- Radiation levels in the 

reactor building basement 

are sbowiny increases. 

- Drywell pressure: 2.8psiy 

- Drywell Rad Level: 
100 R/hr 

- Met Data 
Wind Direction; 2420  

Wind Speed; 4 misec 

At = -0.60  din m 

Stability Class: D 

- Plant Status 

- Drywell pressure: 2.8psiy 

- Drywell Fad Level: 

100 lina 

++270 
(2230) 

-t+285 
(2245) 

Control 

Control 

t+290 	Contgy 	S.E. 	- Notify state(s) of 

(2250)1 nrssage 	( SCRE 	
inninent release. 

GENERAL 
EMERGENCY Control C.R. - Plant Status 

- Reactor water level 

reaches the top of the 

active fuel. 

++300 
(2300) 

- In plant radiation 
monitors indicate 
continued increase in 

activity in the reactor 

building. 

- Drywell pressure: 6.0psig 

- Drywell Fad Level: 

900 R/hr 
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PRASE 	MSG TIME 	TYPE 	ISSUED 
	

OUTLINE OF CONTENTS 

	___J NO. I  ISSUED! MESSAGE  I 	TO  

Met Data 
Wind Direction; 2400  
Wind Speed; 4 'n/sec 
At = -0.7° c/I00 m 

Stability Class: D 

	

t+315 
	

Control 
	

C.R. 	- Plant Status 

	

(2315) 
	

- Substantial increases in 
drini.iell arid suppression 
pool radiation levels 
are noted. 

- Drywell pressure:14.5psig 
- Drywell Pad Level: 

3000 R/hr 
- Pad 	irate t at 

a minor relear,e NOW t 
reactor buildiny is 
taking place. 
Release rate: 
5.0 E4'4/4 

	

+4330 
	

Control 
	

C.R. 	- Plant Status 

	

(2330) 
	

- The HPC1 CCST suction 
valve is opened. 
Maintenance teams are 
removed Crow the building 

- Drywell ruessute:22.3psig 
- Drywell Pad Level: 

1.5 E404 R/hr 
- Met Data 

Wind Direction; 2400  
Wind Speed; 4 m/sec 
At = -0.8° c/100 m 

Stability Class: D 

	

t4335 
	

Control 
	

C.R. 	- Plant Status 

	

(2335) 
	

Unit 2 suppression pool 
is ccxmpletely drained. 
Steam is being released 
through the break in 
containment. The level 
or radiation in the 
reactor building increase 
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PHASE TIME 
ISSUED 

TYPE 
MESSAGE 

ISSUED 
TO 

OUTLINE OF CONTENTS mac 

NO. 

S.E. 
SCRE 

C.R. 

C.R. 

by a large amount. The 
magnitude of the ground 
level release increase 
significantly. 
Release rate: 
5.5 E06)uCi/sec 

Declare General Emergency 
EAL 414 or 420 

- Plant Status 
- Unit 2 HPCI is on. 

Unit 2 water level is 
being restored to above 
the top of active fuel. 

- Drywell pressure:26.1psig 

- Drywell Reid Level: 
3.0 E404 R/hr 

- Release continues to 
increase due to activity 
escaping from containment 

- Plant Status 
- Rod field teams provide 

data for assessment of 
total activity in 
containment an) reactor 
buildiny which will be 

released. 
- Drywell pressure:25.0psig 
- Drywell Rad Level: 

5.2 E+04 R/hr 

44340 
(2340) 

44360 
(0000) 

Conlgy 
Message 

Control 

Control 

- Data on approximate 
release rate is provided 
to assess duration of 
release for offsite 
personnel. (Release rate 
8.0 E407 ArCi/sec) 
Wind Direction; 235°  
Wind Speed; 5m/sec 

= -0.9° c/100m 
Stability Class: D 



Outline for 
Quad Cities Exercise 

AUgust 28, 1984 

MSG 
NO. 

PHASE TIME 
ISSUED 

TYPE I ISSUED 

MESSAGE  I  TO  
OUTLINE OF CONTENTS 

- Plant Update: 

- Drywell pressure;23.3psig 

- Drywell Rad Level: 

5.1 E404 R/hr 

- Release rate: 
1.0 E408)uCi/sec 

Met Data 
Wind Direction; 2250  

Wind Speed; 5 misec 

At = -0.9 
siability Class: D 

- Plant Status 
- Temporary fuel supply to 

the Unit 2 diesel 

generator is obtained 

from onsite storage 

tanks. The Unit 2 

generator fuel -injectors 

have been cleaned and the 

diesel is started. 

- The release switches from 

an unmonitored ground 

level release to a 

monitored elevated 

release through Standby 

Gas Treatment System. 

(Release Rate: 
2.0 E40.8 JACi/sec) 

- Drywell pressure:21.0psig 

- Drywell Rad Level: 

5.0 E404 R/hr 

- Met Data 
Wind Direction: 2100  

Wind Speed; 6 mJsec 

At = -1.00  c/100 m 

Stability Class: D 

- Plant. Status 
- Drywell pIeSsUre:19.0psig 

- Drywell Rad Level: 

4.5 E404 R/hr 

Release rate: 
3.5 E+013 jr.Ci/sec 

t4375 
(0015) 

t4390 
(0030) 

t4.405 
(0045) 

Control 
	

C.R. 

Control 
	C.R. 

Control 
	C.R. 
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-10- 

MSG 
NO. 

PHASE TIME 
ISSUED 

TYPE 
MESSAGE 

ISSUED 
TO 

OUTLINE OF CONTENTS 

- Met Data 
Wind Direction; 2000  
Wind Speed; 8 mJsec 

At = -1.10  c/100 in 

Stability Class: D 

C.R. 

C.R. 

C.R. 

Plant Status 
- Drywell pressure:17.0psig 

- Drywell Rad Level: 

3.8 E+04 R/hr 
Release rate: 
3.5 E+08 

- Met Data 
Wind Direction; 1850  
Wind Speed; 7 in/sec 
At = -1.00  c/100 m 
Stability Class: D 

Plant Status 
- Drywell pressure:14.0psig 

- Drywell Rad Level: 

3.3 E+04 R/hr 
- A tank truck with a long 

term supply of diesel 
fuel arrives on site. 
Unit 1 diesel generator 

is operating. 
- Met Data 

Wind Direction; 1650  

Wind Speed; 7 m/sec 

At = -0.80  c/100m 
Stability Class: D 
Release rate: 
3.5 E408 yuCi/sec 

- Plant Status 
- Drywell pressure:12.0psig 

- Drywell Rad Level: 
2.6 R+04 R/hr 

- The release rate begins 
to drop. More accurate 
projections are made of 

the total time necessary 
to release the building 

inventory. 
Release rate: 
3.0 E+08 mCi/sec 

t+420 
(0100) 

[4435 
(0115) 

t+450 
(0130) 

Control 

Control 

Control 
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-11- 

MSG 
NO, 

PHASE TIME 
ISSUED 

TYPE 
MESSAGE 

ISSUED 
TO 

OUTLINE OF CONTENTS 

Net Data: 
Wind Direction; 145o 
Wind Speed; 6 m/sec 
At = -0.70  c/I00 m 

Stability Class: D 

C.A. 

CAI. 

C.R. 

- Plant Status 
- Drywell pressure: 9.0psig 
- Drywell Rad Level: 

2.0 E404 R/hr 
(Release rate: 

1.5 EDE ilACi/sec) 

- Plant Status 
- A 24 hour time break is 
given here. A temporary 
repair has been made to 
the Unit 2 suppression 
pool and water has been 
restored to it. The 
reactor is in cold shut-
down. All three diesel 
generators are operating 
and supplying power. 
Edison line crews are 
working on temporary off-
site power feed to the 
station. Release has 
been terminated; reentry 
is possible. Plant 
status changed to 
Unusual Event. 

- Met Data 
Wind Direction; 1400  
Wind Speed; 5 m/sec 
At = -0.60  c/I00 in 

Stability Class: D 

- Plant Status 
- Drywell pressure: 0 psig 
- Drywell Pad Level: 

108 it/hr 

t+465 
(0145) 

t+480 
(0200) 

t+510 
(0230) 

Control 

Control 

Control 



July 26, 1984 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Drs. S. Rozak and 
M. J. Oestmann of this office on June 25-28, 1984, of activities at 
Quad-Cities Nuclear Power Station, Unit 1 and 2, authorized by NRC Operating 
Licenses No. DPR-29 and No. DPR-30 and to the discussion of our findings with 
T. Tamlyn and others of your staff at the conclusion of the inspection. It 
also refers to a telephone conversation with Mr. Walshot of the corporate 
office on July 6, 1984. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. In addition, our Mobile Laboratory was at the 
site during the inspection to perform independent measurements of radio-
activity. 

No items of noncompliance with NRC requirements were identified during the 
course of this :inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 	July 26, 1984 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

C. J. Paperiello, Chief 

Emergency Preparedness and 
Radiological Protection Branch 

Enclosure: Inspection Reports 
No. 50-254/84-10(DRSS) and 
No. 50-265/84-9(DRSS) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 

Superintendent 
DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

R II 

sdlift 
Oestmann/sf 
07/24/84 

RI II 

St. 
Rozak 

RIII 

IP 
c umacher 

r 
Chrisso imos 

RIII 
,Vpr 

Paperiello 



U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/84-10(DRSS); 50-265/84-09(DRSS) 

Docket Nos. 50-254; 50-265 	Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 

Inspection at: Quad-Cities Site, Cordova, IL 

Inspection Conducted: June 25-28, 1984 and July 6, 1984 

Inspectors: S. Rozak 	 WZS-7,3 F- 
Date 

M. J. Oestmann 	 -/v'  

Date 
A . 	. 

Approved By: Ni. C. Schumacher, Chief 
Independent Measurements and 
Environmental Protection Section 

Inspection Summary  

Inspection on June 25-28 and July 6, 1984 (Reports No 50-254/84-10(DRSS);  
50-265/84-09(DRSS)  
Areas Inspected: Routine, unannounced inspection of: (1) Confirmatory 
measurements, including sampling, laboratory quality control, and comparison 
of licensee analysis results with those of the Region III mobile laboratory 
and the NRC Reference Laboratory; (2) radiological environmental monitoring 
program (REMP) including program management, quality control, and implementa-

tion; and (3) licensee actions taken on open items identified in previous 
inspections. The inspection involved 49 inspector-hours onsite by two NRC 
inspectors. 
Results: No violations or deviations were identified during this inspection. 



DETIALS 

1. Persons Contacted  

*T. Tamlyn, Assistant Superintendent for Operations, QCNPS 
T. Kovack, Rd Chem Supervisor, QCNPS 

J. Sirovy, Lead Chemist, QCNPS 
*R. Carson, Lead Health Physicist, QCNPS 
P. Behrens, Chemist, QCNPS 
R. Hebeler, Foreman, QCNPS 

J. Wethington, Quality Assurance Engineer, QCNPS 
G. Powell, Health Physicist, QCNPS 

**W. Walschot, Group Leader, Chemical Engineering Services Group, CECo 

The inspectors also interviewed several other licensee personnel during 
the course of the inspection, including chemical and health physics 
personnel. 

*Denotes those present at exit interview on June 28, 1984. 
**Telephone conversation on July 6, 1984. 

2. Licensee Action on Previous Inspection Findings  

a. (CLOSED) Open Item (50-254/82-13-03; 50-265/82-15-03): Incorporation 
of multiplet analysis into AAIS. The licensee's corporate office has 
made several improvements to the Automated Analytical Instrumentation 
System (AAIS) including multiplet analysis. In addition analysts 
have been given more capability in evaluating the adequacy of AAIS 
results for gamma spectral analysis including spectrum recall and 
the ability to extract results manually. Additional training has 
also been provided in the use of AAIS. Corporate representatives 
stated that the last major revisions to AAIS were implemented two 
months ago. During this inspection these added capabilities were 
demonstrated in the course of performing split sample analysis. 
No problems were identified. 

b. (CLOSED) Open Item (50-254/83-21-02; 50-265/83-19-02): Completion 
and implementation of QC procedures for control of analytical 
measurements. Procedures QCP 1400-11, 'Verification of Analytical 
Performance' and QCP 1400-12, 'Quality Control Program for Chemical 
Instrumentation have been approved and completely implemented in 
1983. These documents are patterned after guidance in INPO 
procedures Cy-701 and Cy-702. The inspectors observed a noticeable 
improvement in QC practices based to some extent on implementation 
of these procedures. No problems were identified. 

c. (CLOSED) Open Item (50-254/83-21-03; 50-265/83-19-03): Investigate 
the performance of the Canberra Alpha/Beta Counters to verify 
accuracy. Report independent laboratory results or use of new 
instruments to Region III. The licensee investigated the 
performance of the Canberra Counters and made adjustments with the 
help of manufacturer representatives. In addition two Eberline 
SAC-4 Alpha Counters were purchased to supplement alpha counting 

capability, and additional alpha standards were purchased. These 
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instruments were included in an independent verification program 
with three other laboratories; Science Application Inc., Eberline, 
and U. S. EPA. Both the Canberras and the SAC-45 performed 
acceptably in these intercomparisons. These actions were documented 
in letters transmitted to Region III dated September 2, 1983 and 
May 22, 1984. No problems were identified. 

d. (CLOSED) Open Item (50-254/83-21-04; 50-265/83-19-04): Licensee 
agreed to repair any faulty flowmeters and regulators on the air 
samplers used in the radiological environmental monitoring program 
(REMP). The inspectors observed that during a tour of the air 
samplers in this inspection, new flowmeters had been installed on 
each air sampler and the regulators repaired. These air samplers 
are regulated constant flow devices and are checked monthly with a 
field calibration flowmeter by the sample collector for the 
licensee's contractor, Teledyne Isotopes, Inc.. No problems were 
indentified. 

e. (CLOSED) Open Item (50-254/83-21-05; 50-265/83-19-05): Maintenance 
of the REMP air samplers needs improvement. During this inspection, 
the inspectors observed that the air samplers were operating properly 
and were calibrated. Review of the weekly data collection sheet 
indicated that each air sampler had been serviced during the past 
year. The licensee has provided instructions to the contractor 
sample collector to ensure adequate maintenance of air samplers on 
an annual schedule. 

(CLOSED) Open Item (50-254/83-21-06; 50-265/83-19-06): Licensee 
agreed to revise instructions on locating environmental sample 
stations. During this inspection the inspector reviewed 
Procedure QEP 450-1 Revision 3, May 1984 "Environmental Surveillance 
Stations" which includes instructions as to the location of each REMP 
air sampling stations. No problems were identified. 

3. 	Management Controls, Organization, Training and Qualifications  

The inspectors reviewed the licensee's management controls for 
implementation of the requirements of the REMP. In accordance with an 
internal memo signed by a Corporate Vice President and dated June 21, 
1983, responsibilities for technical review of REMP data, managing and 
implementing the REMP are under the Supervisor of Emergency Planning, 
located in the licensee's corporate office. This supervisor administers 
the contract with Teledyne Isotopes, Inc., formerly Hazleton Environmental 
Sciences Corporation, who performs the sampling and analysis of 
environmental media. Plant personnel are responsible for review of the 
weekly sample data collection sheets to ensure samples are collected on 
schedule in accordance with T/S 4.8.F. The inspectors found that during 
review of these sheets for 1983 through 1984 to date, no signature of 
plant personnel such as the Lead Health Physicist or Rad Chem 
Supervisor was evident on these sheets. A health physicist stated that 
he reviews these sheets each week and checks off a monthly surveillance 
sheet but does not sign the sheets. The inspectors also reviewed 
procedure QRP 1720-1 Revision 1, dated December 1982. "Environmental 
Monitoring", which includes a description of the responsibilities of the 
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Rad Chem Supervisor regarding the REMP, including review and maintenance 
of REMP records. Licensee personnel agreed that these weekly collection 
sheets should be signed off by the appropriate management after a review 
has been performed. This item will be examined in a future inspection 
(Open Item 50-254/84-10-01; 50-265/84-09-01). 

The organization and staffing of the chemistry group appears to meet the 
commitments of the updated FSAR. The Lead Chemist meets the qualifications 
of the position description required in ANSI/ANS 3.1-1978 and appears to 
have management support adequate to effectively meet plant chemistry 
requirements. 

The training program for Rad-Chem Technicians (RCTs) was also reviewed 
and includes on the job experience and supervisory observation in 
accordance with QCP 1400-6 "On the Job Training for Radiation Chemistry 
Technicians', approved by the Quad-Cities Onsite Review Board (QCOSR) on 
July 30, 1982. The licensee currently has 29 RCTs who have met the 
qualifications according to Checklist QCP 1400-S6. The licensee plans to 
hire 6-7 new RCTs in the near future who will attend a fourteen week 
course in chemistry at the licensee's Braidwood Training Center. Topics 
covered in this course include generic RC training, chemistry/radiochemistry 
and reactor system training. The training program appears to be satis-
factory. 

No violations or deviations were identified. 

4. 	Implementation of the Radiological Environmental Monitoring Program (REMP) 

The inspectors reviewed the implementation of the REMP, including the 
environmental monitoring reports for 1983 and 1984 to date against the 
requirements in T/S 4.8.F. All required samples were collected and 
missing samples were accounted for. Except for one sample, no other 
problems were noted. This one exception involved an elevated gross beta 
activity of 1586 pCi/1 in one liquid sample taken from the Spray Canal 

Blowdown Snd analyzed by the contractor. In accordance with T/S 4.8.F 
the contractor analyzed the same sample by gamma spectroscopy and found 
the major activity was due to Co-60 (1160 pCi/1). A split sample 

analyzed by the plant personnel indicated normal activity of 4 to 5 
pCi/l. Investigation by the licensee showed that contamination of the 
sample container was the cause of the elevated activity. 

A tour of several air sampling and TLD stations indicated no problems. 
All samplers were found operable and calibrated. In addition, no problems 
were identified in the contractor's internal QC program, or in the 
results of his participation in the EPA's cross check program for 
interlaboratory comparisons. 

The inspectors also verified that an annual milch animal and nearest 

resident census was conducted in August 1983 in accordance with 
T/S 4.8.F. No dairy farms were found within a five mile radius of the 
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plant. Milk samples are collected from two dairy farms located 5.5 miles 
from the plant. 

No violations or deviations were identified. 

5. Implementation of Quality Assurance/Quality Control (QA/QC) Program  

The inspectors reviewed the QA/QC program and procedures for laboratory 
equipment and analysis which include the following: 

QCP 1400-11 Revision 1, April 1983 'Verification of Analytical Performance' 
QCP 1400-12 Revision 3, February 1984 "Quality Control Program for Chemistry 

Instrumentation" 
QCP 1400-S9 Revision 1, April 1983 "Laboratory Quality Sample Checklist" 
QCP 1400-510 Revision 1, April 1983 "Split Samples Program Checklist" 
QCP 1400-511 Revision 1, April 1983 "Precision Measuring Equipment Quality 
Checklist" 

These procedures which were approved by the QCOSR are currently being 
implemented and were patterned after guidance in INPO procedures Cy-701 
and Cy-702. 

Selected chemistry procedures (QCPs) for various analyses and surveillances 
were found to be current. No technical problems were noted during a review 
of the procedures. These procedures were being implemented and analysis 
results documented on logsheets and also by means of a computer. 

A tour of the cold and hot laboratory revealed no technical problems. 
Laboratory instruments were found operational and properly calibrated, 
except a new atomic absorbtion instrument which was undergoing testing. 
All counting room equipment appeared to be functional. The laboratories 
were clean and appeared well organized. 

The licensee has made improvements in QC practices in the laboratories. 
Quality assurance and quality control appear to receive considerable 
attention. For example, all RCTs are required to perform analysis on an 
extensive series of blind samples, purchased from vendors, on a regular 

schedule; QC control charts are kept not only for counting instruments 
but also for instruments uses in chemical analysis; inhouse computer 
programs are being developed to help control chemicals and reagent 
quality such as flagging any possible adverse effects on plant systems, 
shelf-life, associated hazards, etc; the licensee participates in inter-
comparison programs with several laboratories. 

No violations or deviations were identified. 

6. Licensee Internal Audits  

Two onsite QA and one offsite QA audit regarding chemistry and 
radiochemistry were performed by the licensee during 1983 and 1984 to 
date. One finding was identified in QA Audit No. QA04-83-5 (March 2, 
1983) pertaining to utilizing the current worksheets and data forms to 
document analytical results for determining effluent releases. The 
licensee had been using out of date forms. This item was closed out on 

5 



April 12, 1983 when there was a complete conversion from the older forms 
to the new forms. 

No findings were identified by the licensee during an adequate audit of 
the radiological environmental monitoring program on October 17, 1983. 

No violations or deviations were identified. 

7. Confirmatory of Measurement of Split Samples  

Liquid, off gas, simulated effluent gas, air particulate filter, charcoal 

adsorber and reactor coolant samples were analyzed by the licensee, and 

by the NRC inspectors using the NRC mobile laboratory. Results for these 
comparisons are presented in Table I and the comparison criteria in 
Attachment 1. A split of the liquid waste sample to be analyzed by the 
licensee has been sent to the Radiological Environmental Sciences 
Laboratory, the NRC's Reference Laboratory. The licensee agreed to analyze 
this sample for H-3, gross beta, Sr-89, and Sr-90 and to report the results 
to Region III (Open Item 50-254/84-10-02; 50-265/84-09-02). Comparison of 
the results of these analysis will be included in an addendum to this 
report. 

For thirty-nine comparisons the licensee had thirty-six agreements. The 
three disagreements were for comparisons on the licensee's effluent gas 
geometry. The comparison involved simulated samples made by injecting 
gaseous activity into a closed circulating system containing the NRC's 
and the licensee's sample containers in series. This was done because 
only extremely low levels of activity were present in real samples. In 
addition, comparison criteria were relaxed for a Xe-135 comparison in an 
off-gas sample due to known large systematic errors present using this 

geometry. The licensee does not use off-gas results to quantify effluent 
releases. 

The cause of the disagreements for the effluent gas comparisons is likely 
due to errors in calibration. The licensee had attempted to calibrate 
this geometry (4.7 liter Marinelli beaker) with gas standards. In 
examining the subsequent calibration the licensee suspected that an 
incomplete transfer of gas had occurred from the standard thus 
invalidating the calibration. The licensee then attempted to perform an 
indirect calibration by using the off-gas geometry which had been 
calibrated using liquid sources corrected for self absorption. A sample 
was counted using the off-gas geometry in order to "standardize" the gas 
then an aliquot was injected into the Marinelli beaker. This indirect 
calibration is prone to large systematic errors which may account for the 
disagreements. The licensee's results are generally conservative. The 
licensee agreed to recalibrate this geometry as soon as a gas standard is 
available (Open Item 50-254/84-10-03; 50-265/84-09-03). 

No violations or deviations were identified. 

8. Exit Interview 

The inspectors met with licensee representatives denoted in Section 1 on 
June 28, 1984, at the conclusion of the inspection. The scope and 
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findings of the inspection were discussed. In response to inspector 
comments, the licensee representatives agreed to the actions discussed 
in Section 3 and 7 of this report. 

Attachments: 
1. Table 1 Confirmatory Measurements 

Program Results, 2nd Quarter 1984 
2. Attachments 1 Criteria for 

Comparing Analytical 
Measurements 
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TABLE I 

NLKtEAR REGULATORY COMMISSION 

OFFICE OF INSPECTION AND ENFORSEMENT 

CONFIRMATORY MEASUREMENTS PROGRAM 
FACILITY 	'UATI CITIES 

FOR THE 2 QUARTER OF 1984 

-LICEr EE:NRC 
SAMPLE ISOTOPE RESULT ERROR RESULT ERROR RATIO 

F FILTER 1-133 1.2E-04 7.7E-06 8.5E-05 0.0E-01 E-ul 1.5E 	Cl 
SR-9I 1.0E-03 7.8E-05 1. I E-03 0.0E-61 1.06 	ou 1.7E 	Cl 

ORE GAS KR-S5M 6.9E-03 63E-05 6.0E-03 0.0E-01 .2E 06 1.1E 	02 KR-87 4.1E-02 3.3E-04 5.1E-02 0.0E-01 .2E 	06) 1.3E 	02 
KR-S8 2. SE-02 1.9E-04 3.0c-Oc? 0.0E-01 .2E 00 1.4E 	02' 
XE-133 2.8E-03 7.2E-Of 3.37-03 0.0c-01 
XE-135 4.1E-02 1.1E-04 5.0E-02 0.0c-01 .2E 00 3.7E 02 
XE-135M 2.3E-01 1.1E-02 0.0E-01 
XE-13S 1. 1E 	On 3.3E-01 1.1c 	Co 0.0E-n1 .0E 00 3.2E 00 

L WASTE MN-54 1.4E-06 1.8E-07 1.1c-06 0.0E-01 7.77-01 8.0E 60 A 
CO-58 1.5E-06 1.5E-07 9.5E-07 O. CE-Cl 6 	5E-01 9.7E On A 
CO-SO 1.5E-05 7.9E-07 1.5E-05 I . OE 	06 1.9E 	01 A 
ZN-65 9.2E-07 2.8E-07 5.'9E-07 0.0E-01 6-4E-01 3.3E 00 A 
1-131 2.5E-07 7.0E-OS: 1.4E-07 0.0E-01 5.5E-01 7.6E 00 A 
CS-I34 4.6E-07 1.0E-67 3.4E-07 O. CE-:) 7.4E-01 4.5E 00 A 
CS-137 3.7E-06. 1.7E-07 3.4E-06. Oc-0.1 9.2E-01 2.IE 	01 A 

F LIEF 1-131 1.6E-04 1.7E-05 O. 0E-01 1.1- P 	00 '9.5E 	00 A 
I-133 7.4E-04 4.7E-05 7.6c-04 C. 0E-01 1.nE 1.<E 	01 A 

PRIMARY NA-24 3. CE-03 9.2E-05 7. 9E-07,  0.0E-01 1.0E On 4.3E 	01 A 
CR-51 2.2E-03 2.0E-04 2.6E-07 0.6E-01 1.2E 	00 1. IF 
MN-56 2.4E-03 2.1E-04 3.6E-03 0.0E-01 1.5E 	00 1.2E 	CL A 
CO-5S: 2.7E-04 3.1E-05 2.9E-04 0.0E-01 1.1E 	00 8.6E A 
CO-60 4.0E-04 3.4E-05 4.2E-04 0.0E-01 1.1E 	00 1.2E 	01 A 
AS-76 4.1E-04 5.2E-05 4. 1E-04 0.0E-01 2. OE 06 A 
1-131 5.0E-04 3.2E-05 6,9E-04 0.0E-01 1. 4E 00 I . 6E 	01 A 
1-132 1.4E-02 3.7E-04 1.0E-02 0.0E-01 1.3c 00 3. SE 	Cl A 
1-173 /.3E-03 9.0E-04 8.5c-03 0.0E-01 1E-01 1. OE 	01 A 
1-135 1.8E-02 4.3E-04 0.0E-01 1.1E 	00 4. IE 	01 

T TEST RESULTS: 
A 	SEEMENT 
Ei 	_AGREEMENT 
kr0C CONFARISSr, 
4 CTE:  RE'24 ED 
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TAELE I 

U S NUCLEAR REGULATCRY COMMISSION 

OFFICE OF INSFECTION AND ENFORCEMENT 

CONFIRMATORY MEASAJFEMENTS PROGRAM 
FACILITY: CUAD CITIES 

THE 2 OUART7R OF 13314 

---LICENSEE:NRCH--- 
ERROR RE3ULT ERFCIR RATIO RES 

2.4E-04 7.1E-07 0.0E-01 1.0E 00 7.87  01 
4.3E-04 1.3E-02 0.0E-01 1.0E Cu) 4.2E 01 
2.4E-04 2.2E-07 0.0E-01 1.7E 00 7.2E CC; 
7.3E-04 2.0E-07 0.0E-01 1.CE 00 3.*E 00 
9.1E-05 4.3E-04 0.0E-01 7.1E-01 5.SE 00 
1.0E-03 1.2E-02 0.0E-01 9.2E-01 1.5E 01 

6.1E-OS 4.3E-03 0.0E-01 1.6E 00 5.0E 01 
2.3E-O3 8.7E-07 0.0E-01 1. 1E 00 3.6R 01 
5.3E-OS 1.5E-06 0.0E-01 1.2E 00 7.77  01 
6.7E-02 1.CE-05 0.0E-01 1.7E CO 1.8E 02 
2.9E-02 1.4E-07 0.0E-01 5.7E-01 S.47  00 

T TEST RESULTS.: 
A=GREFMENT 
D=DISH0REEMENT 
Mr-07 C*I-THARI‘ON 
, :RjTE33A FEL4JET1. 

FOR 

-NRC 
si=m LE ISOTOPE RESULT 

SR-1 C..*E-07 
3R-92 I.SE-02 
NO-99 1.7E-05 
RU-105 1.3E-07 
BA-140 5.3E-04 
Y-*2 1.7E-02 

GAS. XE-177 7.1E-06 
RR--:$M S.2E-07 
KR-20 1.7E-04 
XE-135 1.2E-05 
KR-S:7 2.5E-07 



ATTACHMENT  I 

CRITERIA FOR COMPARING ANALYTICAL MEASUREMENTS 

This attachment provides criteria for comparing results of capability tests 
and verification measurements. The criteria are based on an empirical 
relationship which combines prior experience and the accuracy needs ofethis 
program. 

In these criteria, the judgment limits are variable in relation to the com-
parison of the NRC's value to its associated one sigma uncertainty. As that 
ratio, referred to in this program as "Resolution,  increases, the acceptability 
of a licensee's measurement should be more selective. Conversely, poorer 
agreement should be considered acceptable as the resolution decreases. The 
values in the ratio criteria may be rounded to fewer significant figures to 
maintain statistical consistency with the number of significant figures reported 
by the NRC Reference Laboratoiy, unless such rounding will result in a narrowed 
category of acceptance. 

RESOLUTION 	RATIO = LICENSEE VALUE/NRC REFERENCE VALUE 

Agreement  

<3 	 No Comparison 

23 and <4 	 0.4 - 2.5 

>4 and <8 	 0.5 - 2.0 

>8 and <16 	0.6 - 1.67 

>16 and 	<51 	0.75 - 1.33 

251 and 	<200 	0.80 	1.25 

>200 	 0.85 	1.18 

Some discrepancies may result from the use of different equipment, techniques, 
and for some specific nuclides. These may be factored into the acceptance 
criteria and identified on the data sheet. 



UNITED STATES 

NUCLEAR REGULATORY COMMISSION 
REGION III 

799 ROOSEVELT ROAD 
GLEN ELLYN, ILLINOIS 60137 

AUG 2 0 1884 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 

Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Messrs. A. L. Madison, 
A. D. Morrongiello, and J. C. Bjorgen of this office on June 24 through 
August 5, 1984, of activities at Quad-Cities Nuclear Power Station, Units 1 
and 2, authorized by Licenses No. DPR-29 and No. DPR-30 and to the discussion 

of our findings with Mr. N. J. Kalivianakis at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

During this inspection, certain of your activities appeared to be in non-

compliance with NRC requirements, as specified in the enclosed Appendix. 

A written response is required. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter, the enclosure(s), and 
your response to this letter will be placed in the Public Document Room. 

The responses directed by this letter (and the accompanying Notice) are 
not subject to the clearance procedures of the Office of Management and 
Budget as required by the Paperwork Reduction Act of 1980, PL 96-511. 



Commonwealth Edison Company 	2 
	

AUG 2 0 1984 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

s I goad 	V. C. ShPifer" 

W. D. Shafer, Chief 
Projects Branch 2 

Enclosures: 
1. Appendix, Notice 

of Violation 
2. Inspection Reports 

No. 50-254/84-11(DRP); 
No. 50-265/84-10(DRP) 

cc w/encls: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RTII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

RIII 	RI 

44-ssotimos/db 
08/16/84 



Appendix 

NOTICE OF VIOLATION  

Commonwealth Edison Company 	 Docket No. 50-254 

Docket No. 50-265 

As a result of the inspection conducted from June 24 through August 5, 1984, 

and in accordance with the General Policy and Procedures for NRC Enforcement 

Actions, ( 10 CFR Part 2, Appendix C), the following violations were identified: 

I. 	10 CFR 50, Appendix 13, Section XII, as implemented by Commonwealth Edison 

Topical Report CE-1-A and Quality Assurance Procedure 12-51 Revision 5, 

requires instruments that are utilized in activities affecting quality to 

be properly calibrated and adjusted at specified periods to maintain accuracy 

within necessary limits. Section II explains that such activities of the 

quality assurance program shall be accomplished to an extent consistent 

with the component's importance to safety. 

Contrary to the above, two safety related pressure switches which provide 

for fail-safe damper operation upon loss of instrument air pressure were 

found on July 3, 1984, by the resident inspectors to not have been cali-

brated since 1978 as a result of not being on the safety related calibra-

tion list. The pressure switches are associated with the inlet dampers of 

the Standby Gas Treatment System. Subsequently, the licensee identified 

eight more pressure switches associated with reactor building ventilation 

isolation valves that had not been placed on the safety related calibration 

list and for which no calibration data could be found other than original 

installation records. 

This is a Severity Level IV violation (Supplement I). 

2. 	10 CFR 50, Appendix R, Paragraph M states that penetration seal designs 

shall utilize only noncombustible materials and shall be qualified by tests 

that are comparable to tests used to rate fire barriers. 

Contrary to the above, one penetration was found by the resident inspectors 

to contain material that was not oualified by tests comparable to tests used 

to rate fire barriers. 

This is a Severity Level V violation (Supplement I). 



Appendix 	 2 

Pursuant to the provisions of 10 CFR 2.201, you are required to submit to 
this office within thirty days of the date of this Notice a written statement 
or explanation in reply, including for each item of noncompliance: (1) cor-
rective action taken and the results achieved; (2) corrective action to be 
taken to avoid further noncompliance; and (3) the date when full compliance 
will be achieved. Consideration may be given to extending your response time 
for good cause shown. 

frAUG 2 0 1984 
	

ii  
Dated 	 W. W. D. ha er, 

Projects Branch 



U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/84-11(DRP); 50-265/84-10(DRP) 

Docket No. 50-254; 50-265 	 License No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: June 24 through August 5, 1984 

Inspectors: A. L. Madison 

A. D. Morrongiello 

J. C. Bjorgen 

Approved By:1157firi sdrimos. Chief  

P oj ,cts Section 20 	 Date 

Inspection Summary  

Inspection on June 24 through August 5, 1984 (Reports No.50-254/84-11(DRP);  

50-265/84-10(DRP))  
Areas Inspected: Routine, unannounced inspection by the resident inspectors of 

previous inspection findings; operational safety; maintenance; surveillance; 

Licensee Event Reports; IE bulletin followup; IE information notice followup; 

TMI action plan followup; review of licensee's monthly performance report; 

followup on regional requests, followup on 10 CFR Part 21 reports; and indepen-

dent inspection. The inspection involved a total of 242 inspector-hours onsite 

by three NRC inspectors including 49 inspector-hours onsite during off-shifts. 

Results: Of the 15 areas inspected, two items of noncompliance were identified 

(failure to perform calibration of safety related instruments - paragraph 5.b; 

inadequate fire barrier - paragraph 15.c). 



DETAILS 

1. Persons Contacted  

*N. Kalivianakis, Superintendent 

T. Tamlyn, Assistant Superintendent for Operations 

D. Bax, Assistant Superintendent for Maintenance 

*L. Gerner, Assistant Superintendent for Administration 

*D. Gibson, Quality Assurance Supervisor 

*G. Spedl, Technical Staff Supervisor 

*D. Rajcevich, Master Instrument Mechanic 

R. Roby, Senior Operating Engineer 

The inspector also interviewed several other licensee employees, including 

shift engineers and foremen, reactor operators, technical staff personnel 

and quality control personnel. 

*Denotes those present at the exit interview on August 3, 1984. 

2. Action on Previous Inspection Findings  

(Closed) Open Item (265/79-10-01(DPRP)): Three persons were promoted who 

did not meet the requirements of Repairman, per ANSI 18.1. The inspector 

has verified that the licensee has instituted adequate measures to prevent 

recurrence. 

(Closed) Open Item (254/84-04-05(DPRP); 265/84-03-02(DPRP)): Revise QAP 300-3 

to reflect Generic letter 82-12. This issue was submitted to NRR for 

resolution. It has been determined that an exemption granted prior to 

issuance of Generic Letter 82-12 still applies and, therefore, no revisions 

are required. 

No items of noncompliance or deviations were identified in this area. 

3. Operational Safety Verification  

a. 	The inspector observed control room operations, reviewed applicable 

logs and conducted discussions with control room operators during 

the month of July. The inspector verified the operability of selected 

emergency systems, reviewed tagout records and verified proper return 

to service of affected components. Tours of Unit 1 and 2 reactor 

buildings and turbine buildings were conducted to observe plant equip-

ment conditions, including potential fire hazards, fluid leaks, and 

excessive vibrations and to verify that maintenance requests had 

been initiated for equipment in need of maintenance. The inspector 

by observation and direct interview verified that the physical security 

plan was being implemented in accordance with the station security 

plan. 

The inspector observed plant housekeeping/cleanliness conditions and 

verified implementation of radiation protection controls. During 
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the months of June, July, and August, the inspector walked down the 

accessible portions of the Standby Gas Treatment System of Unit 1 

and 2 to verify operability. The inspector also witnessed portions 

of the radioactive waste system controls associated with radwaste 

shipments. 

These reviews and observations were conducted to verify that facility 

operations were in conformance with the requirements established 

under technical specifications, 10 CFR, and administrative procedures. 

b. During this report period, Unit 1 remained in cold shutdown for a 

refueling outage. Unit 2 was in operation at the beginning of the 

report period and, except for minor reductions in power to accommodate 

testing and load dispatcher requests, remained at full power until 

August 5, 1984, when an automatic reactor scram was experienced. This 

is discussed in paragraph 9 of this report. On August 6, 1984, Unit 2 

returned to power operation. 

c. As part of a modification to the Standby Gas Treatment System (SBGT), 

a heater isolation switch was jumpered out of the circuit on 

August 1, 1984. 

On August 2, 1984, electrical maintenance was returning a battery 

charger to service. When the feed breaker to the charger was closed, 

the bus tripped due to a fault in the charger. This led to an isola-

tion of the normal reactor building ventilation. One train of the 

SBGTS auto started and tripped; the second train was started and also 

tripped. An Unusual Event was declared at 9:25 a.m. The cause of 

the SBGTS failing was that power to the heaters was lost. The power 

was lost because the jumpers shorted out the heater control transformer 

rather than the heater isolation switch. While the jumper request was 

filled out properly and the terminals were correctly identified from 

the prints, the prints did not correspond to the breaker wiring as it 

existed in the plant. 

The SBGTS was restored at 5:35 p.m., August 2 and a 10-hour functional 

test was initiated. The Unusual Event was terminated at 6:35 p.m., 

August 2. 

The resident inspectors were investigating the root causes of this 

event at the close of this inspection period. The completion of this 

investigation will be tracked as an open item (265/84-10-01(DRP)). 

No items of noncompliance or deviations were identified in this area. 

4. 	Monthly Maintenance Observation  

Station maintenance activities of safety related systems and components 

listed below were observed/reviewed to ascertain that they were conducted 

in accordance with approved procedures, regulatory guides and industry codes 

or standards and in conformance with technical specifications. 
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The following items were considered during this review: the limiting condi-

tions for operation were met while components or systems were removed from 

service; approvals were obtained prior to initiating the work; activities 

were accomplished using approved procedures and were inspected as applicable; 

functional testing and/or calibrations were performed prior to returning 

components or systems to service; quality control records were maintained; 

activities were accomplished by qualified personnel; parts and materials 

used were properly certified; radiological controls were implemented; and, 

fire prevention controls were implemented. 

Work requests were reviewed to determine status of outstanding jobs and to 

assure that priority is assigned to safety related equipment maintenance 

which may affect system performance. 

The following maintenance activities were observed/reviewed: 

Unit 1  

Repairs to main steam isolation valves 

Repairs to RHR service water pumps 
Repairs to condensate/condensate booster pumps 

Unit 2  

Repairs to 2'6' feedwater pump 

No items of noncompliance or deviations were identified in this area. 

5. 	Monthly Surveillance Observation  

a. 	The inspector observed portions of the monthly surveillance on Unit 2 

emergency diesel generator, core spray logic testing, and calibration 

of portable friskers, and verified that testing was performed in 

accordance with adequate procedures, that test instrumentation was 

calibrated, that limiting conditions for operation were met, that 

removal and restoration of the affected components were accomplished, 

that test results conformed with technical specifications and proce-

dure requirements and were reviewed by personnel other than the 

individual directing the test, and that any deficiencies identified 

during the testing were properly reviewed and resolved by appropriate 

management personnel. 

The inspector also witnessed portions of the following activities 

associated with the Unit 1 refueling outage: 

Hydrostatic testing 
Rod insertion time testing 
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b. 	The inspectors started a special indepth review to ascer
tain whether 

the surveillance of safety related systems and component
s was being 

conducted in accordance with approved procedures as requ
ired by 

Technical Specifications, inservice inspection (1ST) and
 inservice 

testing (1ST) programs for pumps and valves, and NRR-app
roved fire 

protection/prevention programs. 

The inspectors reviewed procedures in the following area
s to verify 

that they were properly approved and that they contained
 prerequisites, 

preoperations, acceptance criteria, and instructions to 
ensure systems 

or components were restored to operation following testi
ng: 

(1) Reactivity control and power distribution 

(2) Instrumentation 

(3) Reactor coolant system 

(4) Emergency core cooling system 

(5) Containment systems 

(6) Plant and electrical power systems 

(7) Fire protection/prevention systems 

(8) 1ST program 

In the tests reviewed, many of the instruments used to o
btain data 

were not identified by instrument number. This lack of 
identifica-

tion becomes an item of concern when personnel may choos
e an instru-

ment which is not calibrated. 

No specific examples were found of uncalibrated instrume
nts being 

relied upon for data in a safety related surveillance. 
The licensee 

has acted in an aggressive manner to eliminate this conc
ern by per-

forming a complete review of all safety related surveill
ance and 

providing positive identification of instruments used fo
r data-taking 

where there is a choice. 

The inspectors also found that two pressure switches (1/
2 7541 32A 

and B) which actuate to place the fan inlet damper, of t
he Standby 

Gas Treatment System (SBGTS) in its fail-safe position (
open) upon 

loss of instrument air, had not been calibrated since 19
78 in violation 

of station procedures requiring annual calibration of sa
fety related 

instruments. While these switches had always been desig
nated as 

safety related, they had never been placed on the safety
 related 

calibration list. Upon further investigation, the licen
see determined 

that eight similar switches (1-5741-195 A and 8, 1-5741-
249 A and B, 

2-5741-195 A and B, and 2-5741-249 A and B) associated w
ith the reactor 
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building ventilation isolation valves had also not been placed on the 
safety related calibration list and no calibration data existed other 
than original installation. This failure to perform calibration of 
safety related components is an item of noncompliance (254/84-11-01(DRP); 
265/84-10-02(DRP)). 

Upon notification the licensee immediately calibrated all 10 pressure 
switches and added them to the safety related calibration list for 
annual calibration. Also, at the close of this inspection period, the 
licensee was continuing an indepth review of the surveillance program 
to identify any similar weaknesses. 

No other items of noncompliance or deviations were identified. 

6. 	Licensee Event Reports Followup  

Through direct observations, discussions with licensee personnel, and 
review of records, the following event reports were reviewed to determine 
that reportability requirements were fulfilled, immediate corrective action 
was accomplished, and corrective action to prevent recurrence had been 
accomplished in accordance with technical specifications. 

a. 	Unit 1  

(i) RO 84-02, dated March 7, 1984, Leak rate from all valves and 

penetrations in excess of Technical Specifications. 

While performing refueling outage local leak rate testing, the 
measured combined leakage rate for all penetrations and valves, 
except main steam isolation valves, was found to leak in excess 
of 293.75 SCFH (0.61 La). A detailed analysis of the safety impli-
cation of the valve leakages will be included in a supplemental 
report. The probable cause of excessive leakage in the valves 
that caused the total measured leakage to exceed the limit 
(Technical Specification 4.7.A.2) is not known at this time. A 
supplemental report will be submitted listing the necessary 
repairs and corrective actions taken to reduce the total leakage 

below the limits. This LER will remain open pending submittal of 
supplemental report. 

(ii) RO 84-06, dated April 1, 1984, Secondary Containment potential 

problem. 

Performance of maintenance on turbine isolation valves (TISV) and 
main steam isolation valves (MSIV), requiring valve disassembly, 
resulted in a communication via the main steam piping between the 
reactor building and turbine building. Although both units were 
in cold shutdown and secondary containment was not required at 
the time, a review of this event, in light of secondary contain-
ment valve disassembly during single unit outages, revealed a 
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potential for secondary containment problems. Since station 
procedures did not address secondary containment concerns with 
valve maintenance procedures, a procedure assuring secondary 
containment during valve disassembly and pipe removal was imple-
mented. This was a voluntary report. 

(iii) RO 84-07, dated April 30, 1984, RHR service water vault penetra-
tions were found to leak. 

While performing leak rate tests on the RHR service water vault 
penetrations, 11 penetrations were found to be leaking. The leak 
rates encountered were small. The RHR service water vault sump 
pumps would have adequately discharged any water which might have 
leaked into the vaults had a condensate pump area flood occurred. 
Piping vibration is attributed as the cause of these leaks due to 
loosening of the seals. The two seals on the H31  RHR service 
water vault, containing the 1/2 diesel generator cooling water 
pump, were tightened immediately. The remainino seal bolts will 
be tightened and the penetrations retested before unit startup. 
This LER will remain open pending completion of above repairs and 
tests. 

(iv) RO 84-08, dated May 11, 1984, 125 volt DC battery capability re-
evaluations. 

In light of experience gained during performance of the 125 VDC 
battery discharge test on Unit 1, the station raised a concern 
about the adequacy of the design of the 125 VDC battery. The 
NRC shared the concern, and issued a confirmatory action letter 
to the company to, in part, demonstrate safe operation based on 
a battery load profile analysis which demonstrated actual battery 
capabilities for assumed accident analysis. For the scenario of 
a loss of off-site power with loss of AC to the battery chargers, 
and with the unit at full power with no other accident present, 
it was recommended to the station that a procedure be prepared 
to shed battery loads within 30 minutes to reduce total load 
on the battery to less than 62 amperes, and require the plant to 
reach cold shutdown within four hours. Corrective action taken 
was to implement the above mentioned procedure with long term 
corrective action encompassing the replacement of existing battery 
chargers with larger capacity chargers and replace existing 
station 125 volt batteries with batteries of greater capacity. 

This was reported in inspection reports 254/84-04(DRP) and 
265/84-03(DRP) and remains an unresolved item (50-254/84-04-01(0RP); 
50-265/84-03-01(DRP)) pending NRR review. 

(v) RO 84-09, dated May 19, 1984, Reactor scram while shutdown. 

The scram took place while performing an instrument scram 
response test. The test initiated a one-half scram on reactor 



protection system channel 'A' and, simultaneously, a one-half 
scram on reactor protection system channel 'B' was received from 
a spurious IRM Hi-Hi signal. Unit I was in a refueling outage 
with no fuel in the vessel at the time. The channel 'B' IRM 
scram signal is attributed to workers bumping an IRM signal cable 
under the reactor vessel while performing CRC maintenance. 

(vi) RU 84-10, dated May 30, 1984, Reactor scram while shutdown. 

A trip of the reactor protection system (RPS) was experienced 
on Unit I due to IRMs 11, 14, 15 and 17 going Hi-Hi. There was 
no apparent root cause for the trip. There was no fuel in the 

vessel at the time of the occurrence. 

(vii) RO 84-11, dated June 15, 1984, Reactor scram while shutdown. 

Unit 1 was in the shutdown mode with no fuel in the vessel. At 
1200 hours Bus 13-1 tripped. This caused a channel 'A' half-scram 
due to the fact that the main feed to the IA RPS MG set was now 
lost. An equipment operator was sent to transfer the IA RPS MG 
set to its reserve feed so that the half-scram signal could be 
cleared. Instead, the equipment operator transferred the IB RPS 
MG set to its reserve feed, giving a channel 'B' half-scram and 
causing an RPS system trip. Immediate corrective action was to 
restore power to the 18 RPS MG set and put the 14 MG set on its 
reserve feed so that the scram signal could be cleared. Further 
action was to more clearly label the respective normal and 
reserve feed breakers '14 RPS' and '18 RPS' respectively. 

b. 	Unit 2  

(i) RU 84-03, dated February 11, 1984, Loss of 480v essential service 
buses 28 and 29 while shutdown. 

The main feed breaker to 480 volt essential service bus 29, from 
4000 volt bus 24-1, tripped while 480 volt bus 28 was being fed 
from bus 29 through the bus 28-bus 29 crosstie. The bus cross-
ties are only used during outages for performing maintenance on 
the normal feed breakers. During operation, the 480 volt buses 
are fed from different sources so that a loss of one feed would 
result in a loss of only one bus. The reason for this trip was 
an overcurrent condition through the crosstie. Loads were 
stripped from the buses which were re-energized. Loads were 
limited so the overcurrent condition would not occur again. 

A review will be performed of breaker trip settings and crosstie 
configurations which could be encountered by the operator during 
outages. This review will result in new procedure precautions 
pointing out the current-limiting aspects of operation with 
certain electrical configurations, and this LER will remain open 
pending completion of procedure revisions. 
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(ii) RU 84-06, dated June 1, 1984, Tardy weekly surveillance. 

The cause of this event is personnel error. The surveillance 

interval was exceeded due to an oversight by the instrument main-

tenance scheduler/planner. The instrument mechanic originally 

scheduled to perform the test was unable to complete his assign-

ment before the end of the day and there was a failure to re-

schedule the test for the next day. 

The immediate corrective action was to perform the surveillance 

test. This was completed within 30 minutes of discovery. Since 

the method of discovery was a review of the weekly summary sheet, 

the corrective action has been to prominently display the summary 

sheet at the entrance to the instrument maintenance foreman's 

office, so that a casual review will be performed daily to remind 

the foreman of the need to perform this weekly surveillance. 

(iii) RO 84-07, dated June 10, 1984, Unit scram caused by No. 4 

turbine control valve fast closure. 

Unit 2 was at 86 percent core thermal power and the weekly 

turbine test, QOS 5600-1, was in progress. Control valves 1 

through 3 operated properly, but when the test switch for control 

valve No. 4 was depressed the valve immediately fast closed. The 

resultina pressure spike collapsed the voids in the vessel and 

a trip of the reactor protection system was received due to high 

neutron flux. It has been determined that the 90 percent closed 

limit switch is remaining enaaged, causing contacts in the valve 

test circuit to remain closed, and thereby fast closing the No. 4 

control valve in the test mode. This line and switch will be 

examined at the next opportunity. Until then, a wire in the test 

circuit of the No. 4 control valve has been lifted to prevent 

this fast closure in the test mode. A temporary procedure was 

instituted to enable the weekly turbine test to be performed without 

a recurrence of this incident. This LER will remain open pending 

completion of repairs noted above. 

(iv) RU 84-08, dated July 4, 1984, HPCI cooling water return valve 
failure. After performing the HPCI monthly and quarterly surveil-
lances, the normal HPCI cooling water return valve, MO 2-2301-48, 
could not be re-opened from the control room. HPCI was declared 
inoperable. The valve was then manually opened and HPCI was 
declared operable. The electrical maintenance department investi-

gated the failure but could not duplicate the problem. The valve 

was cycled several times without any problems. This event is con-

sidered an isolated occurrence. 



(v) RD 83-13 (Revision I), June 18, 1984, Unit 2 CRD overtravel. 

This is a supplemental report. 

The most probable cause of this event was the accumulation of 

dirt on the inner filter of the control rod drive. If the inner 

filter becomes embedded with dirt, it can lift off its seat 

because of the increase in differential pressure in the area of 

the filter. When the filter lifts up it can push up against 

the uncoupling rod assembly causing the control rod drive to 

uncouple itself. 

The control rod drive disassembly and inspection checklist 

600-s4) for this drive indicates that one-half of the inner 

filter was filled with dirt. Also, the radiation level at the 

filter area before disassembly was high (6-R) indicating an 

accumulation of dirt in the filters. During the overhaul of the 

drives, all parts are thoroughly cleaned, including the filters, 

before the reassembly process. 

After this control rod drive was removed from the reactor vessel, 

it was overhauled and returned to the storeroom. A new drive was 

then installed in the reactor vessel. 

(vi) RU 82-04, dated February 24, 1982, Failure of RCIC differential 

pressure switch. The cause of this occurrence was setpoint 

drift. 

No items of noncompliance or deviations were identified in this area. 

7. 	IE Bulletin Followup  

For the IF Bulletins listed below the inspector verified that the written 

response was within the time period stated in the bulletin, that the written 

response included the information required to be reported, that the written 

response included adequate corrective action commitments based on informa-

tion presentation in the bulletin and the licensee's response, that licensee 

management forwarded copies of the written response to the appropriate 

onsite management representatives, that information discussed in the 

licensee's written response was accurate, and that corrective action taken 

by the licensee was as described in the written response. 

(Closed) 80-24 (Unit 2 only), "Prevention of Damage Due to Water Leakage 

Inside Containment." 

(Closed) 83-07, "Apparently Fraudulent Products Sold by Ray Miller, Inc." 

In a response dated March 20, 1984, the licensee reported that these 

products were not used in safety related applications or had been tested 

to verify conformance to requirements where applicable. 

No items of noncompliance or deviations were identified in this area. 
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8. 	IE Information Notice Followup  

For the IE Information Notices (IEN) listed below, the inspector verified 

that the information notice was received by licensee management, that a 

review for applicability was performed, and that if the information notice 

were applicable to the facility, appropriate actions were taken or were 

scheduled to be taken. 

a. IEN 84-14: Highlights of Recent Transport Regulatory Revisions of 

DOT and NRC. A copy was sent to the Pad-Chemistry Supervisor for 

information and use. 

b. TEN 84-16: Failure of Automatic Sprinkler System Valves to Operate. 

An in-plant inspection revealed that the model in question is not used 

at Quad-Cities. 

c. TEN 84-17: Problems with Liquid Nitrogen Cooling Components Below 

the NIL Ductility Temperature. This notice was closed under IEB 84-01 

in previous reports (84/02-84/02; 84/04-84/03). 

d. IEN 84-13: Potential Deficiency In Motor-operated Valve Control 

Circuits and Annunciation. Safety related motor operated valves have 

been modified to lose indication when a thermal overload device has 

operated. No key bypass switches for thermal overloads are used. 

e. TEN 84-19: Two Events Involving Unauthorized Entries into PWR Reactor 

Cavities. While not applicable to Quad-Cities, it was routed to the 

Rad-Chemistry Supervisor for information. 

f. IEN 84-20: Service Life of Relays In Safety-related Systems. The 

response to IEB 84-02 will address HFA relays. The agastats installed 

in safety related systems were manufactured after 1977. 

g. TEN 84-21: Inadequate Shutdown Margin. Not applicable to Quad-Cities. 

h. TEN 84-23: Results of the NRC-Sponsored Qualification Methodology 

Research Test on ASCO Solenoid Valves. Since all environmental quali-

fication applications of ASCO solenoids are enveloped by ASCO report 

AOS 21678/TR, Rev. A, no further action is necessary. 

1. 	IEN 84-24: Physical Qualification of Individuals to Use Respiratory 

Protective Devices. This notice was provided to the Pad-Chemistry 

Supervisor, Personnel Administrator, and the training supervisor for 

information. 

TEN 84-29: General Electric Magne-Blast Circuit Breaker Problems. 

None of these type breakers are used in safety related buses: The 

notice was forwarded to electrical maintenance for further action as 

deemed necessary. 
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k. 	IEN 84-30: Discrepancies in Record Keeping and Material Defects in 

Bahnson Heating, Ventilation, and Air Conditioning Units. Bahnson 

units are not used at Quad-Cities. 

1. 	IEN 84-31: Increased stroking time of Bettis Actuators because of 

Swollen Ethylene-Propylene Rubber Seals and Seal Set. Bettis actuators 

are not used at Quad-Cities. 

m. JEN 84-32: Auxiliary Feedwater Sparger and Pipe Hanger Damage. Not 

applicable to Quad-Cities. 

n. TEN 84-33: Main Steam Safety Valve Failures Caused by Failed Cotter 

Pins. A copy of this notice was sent to mechanical maintenance. 

Dresser safety valves are inspected each refueling outage and the 

cotter pins are checked at that time. 

o. IEN 84-34: Respirator User Warning: Defective Self-Contained 

Breathing Apparatus Air Cylinders. Quad-Cities uses MSA SCBA and 

not Scott SCBA. A copy was routed to the Rad-Chemistry Supervisor. 

IEN 84-35: BWR Post-scram Drywell Pressurization. Modifications have 

been completed on both units as described in the notice. 

q. 	IEN 84-36: Loosening of Locking Nut on Limitorque Operator. The 

problem described has not appeared at Quad-Cities but has been brought 

to the attention of mechanical maintenance. (Mechanics and foremen 

have been alerted to this potential problem.) 

No items of noncompliance or deviations were identified in this area. 

9. 	Reactor Scrams  

Unit 2  

On August 5, 1984, the unit experienced an automatic reactor scram from 

approximately 400 MWE. Main Steam Isolation Valve closure time testing had 

identified 1 'D (MSIV) as closing too fast. It was therefore shut and 

preparations for adjustment and drywell entry were made. The 'B' RPS MG 

tripped and due to faulty DC solenoids, the 'B' and 'C' MSIVs shut thus 

causing an APRM high reactor scram. No emergency core cooling systems were 

actuated and all other systems functioned normally. 

Subsequent to replacement of the faulty DC solenoids, testing of all other 

MSIV DC solenoids on Unit 1 and 2, and setting of proper timing on 1 'D' 

MSIV, the unit returned to power on August 6, 1984. 

No items of noncompliance or deviations were identified in this area. 

P• 
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10. Procedures  

For the procedures listed below, the inspector verified that they were in 

accordance with Technical Specifications, and changes were made to reflect 

both licensee revisions and NRC requirements. 

QGP 1-1, Rev. 32 	Normal unit startup 

QGP 1-2, Rev. 15 	Unit startup to hot standby 

QGP 1-S2, Rev. 19 	Minimum startup checklist 

OUP 2-1, Rev. 24 

QIS 43-1, Rev. 4 

QIS 43-2, Rev. 4 

QIS 43-S1, Rev. 4 

QIS 43-S2, Rev. 3 

QOS 1600-7, Rev. 7 

QAP 200-13, Rev. 9 

QAP 1120-11, Rev. 1 

OAP 500-3, Rev. 4 

QGP 2-S1, Rev. 6 

QMS 200-27, Rev. 1 

QOA 1000-4, Rev. 4 

QOA 1400-1, Rev. 5 

Normal unit shutdown 

Unit 2 ouarterly functional test of SDV continuous 

monitoring system 

Unit 2 calibration of the SDV continuous monitoring 

system 

Unit 2 scram discharge volume continuous monitoring 

system functional test data sheet 

Unit 2 SDV continuous monitoring system calibration 

data sheet 

Reactor coolant leakage in the drywell 

Station housekeeping organization 

Temporary installation of lead blankets 

Maintenance procedures 

Scram report data sheet and start-up authorization 

Motor lubrication 

LPCI automatic initiation 

Core spray system automatic initiation 

No items of noncompliance or deviations were identified in this area. 

11. Review of Licensee's Monthly Performance Report  

The inspector reviewed the licensee's monthly performance reports of Units 1 

and 2 for the month of June, 1984. 

Areas covered by the report were amendments to Technical Specifications, 

summary of corrective maintenance performed on safety related equipment, 
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Licensee Event Reports, operating data tabulations, and refueling informa-

tion. The report was reviewed for compliance with Technical Specification 

6.6.A.3. 

No items of noncompliance or deviations were identified in this area. 

12. TMI Action Plan Followup  

NRR has completed its review of information submitted concerning testing 

of safety and relief valves for Quad-Cities, Units 1 and 2. The informa-

tion submitted was found to demonstrate the ability of the reactor coolant 

system relief and safety valves to function under expected operating condi-

tions for design-basis transients and accidents as defined under Item 11.0.1 

of NUREG-0737. No further review of this item is expected; therefore, this 

item is considered closed. 

No items of noncompliance or deviations were identified in this area. 

13. Followup on Regional Requests  

On April 13, 1984, the NRC received notification of a potential generic 

problem concerning valves manufactured by Crane Company identified at Plant 

Hatch. 

Georgia Power Company (GPC) had ordered four replacement valve discs from 

Crane. Upon their arrival at Plant Hatch they were inspected by site 

quality control. Visual inspection, per plant procedure HNP-822, revealed 

unacceptable cracking in the stellite surface on the seat area of two of 

these discs. In addition, there were three discrepancies noted in the 

documentation package supplied by the vendor. All four discs were returned 

to the vendor for repair or replacement, along with a letter requesting 

that the documentation discrepancies be corrected. Repairs and corrections 

were allegedly effected by Crane and these four discs were reshipped to 

Plant Hatch where they were again subjected to a visual receipt inspection. 

This inspection rejected the valves for cracking similar to that found 

during the first inspection. 

While the deficiencies were discovered during receipt inspections, it was 

felt that they were of such magnitude that they should have been discovered 

by the Crane Company. 

As with Plant Hatch, the normal receipt inspection at Quad-Cities should 

discover any similar deficiencies; however, the licensee has agreed to 

pay particular attention to products manufactured by Crane Company. 

No items of noncompliance or deviations were identified in this area. 
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14. Followup on 10 CFR Part 21 Reports  

a. On October 20, 1983, the NRC was notified of a potential generic 
concern at Bonney Forge of Carl insvil le, Illinois. On February 15, 
1984, a 10 CFR Part 21 report was issued. Certain materials had been 

shipped which lacked the chemical overcheck required by Paragraph 
RCA-3857.4(3)(2) of Section III of the ASME Boiler and Pressure 

Vessel Code. 

Upon notification, the licensee's quality assurance group performed 
an investigation and found that Quad-Cities station had been supplied 

two elbows (stainless steel socklets) from Chicago Tube and Iron 

which had come from the affected heats supplied by Bonney Forge. 
These elbows were immediately rejected to scrap. No other material 
affected by this report was found at Quad-Cities Station. This item 
(254/84-11-04(ORP); 265/84-10-03(ORP)) is considered closed. 

b. On July 11, 1984, the NRC was notified of a generic concern with 
Nutherm International, Inc. supplied analog trip cabinets for scram 
discharge volumes. It was found that 264 of 672 conductor ends were 
nicked as a result of jacket stripping in the cabinets supplied to 

Pilgrim Station. 

At Quad-Cities Station, the licensee's QC group had found similar 
problems and corrective action was taken prior to completion of 
installation of the analog trip cabinets. This item (254/84-11-03(ORP); 
265/84-10-04(DRP)) is considered closed. 

No items of noncompliance or deviations were identified in this area. 

15. Independent Inspection Effort  

a. The resident inspectors became aware through a Region I morning report 
that batteries supplied by Gould Company may have spacer material 
between cells which is flammable. Station batteries are supplied by 
Gould at Quad-Cities. When notified, the licensee immediately 
investigated and found that older batteries mite did not have any 
spacer material; however, newer batteries did. The licensee is 
presently trying to determine the material used and its flammability. 
Resolution of this will be tracked as an open item (254/84-11-04(DRP); 
265/84-10-05(DRP)). 

b. On July 11, 1984, while observing hydrostatic testing on Unit 1, the 
resident inspector noted the 2-inch drain line from the reactor vessel 
bottom head going to the reactor water cleanup system (RWCU) vibrating 

excessively. The inspector notified the licensee immediately. 

A large flange had been added to this drain line during this refueling 
outage to facilitate decontamination of the line. 
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The inspector was concerned with the cyclic movement observed and the 
possible fatigue failure of the piping as a result. This 2-inch line 
is not isolatable during normal operation; however, the emergency core 
codling systems could provide sufficient makeup water in the event 
this pipe did break. 

The inspector questioned the licensee about analysis performed as part 
of this modification to determine if stresses due to the additional 
weight of the flange had been analyzed. No analyses could be produced. 

Subsequent to this questioning, analyses were performed concerning 
seismic, thermal, and cyclic stresses, and modifications to the piping 
supports were recommended and completed. Based upon these results, 
the inspector has questioned the adequacy of the design modification 
review and has requested assistance of Regional-based personnel. 
Region III has requested that the licensee submit the above analyses 
for review. Any further action will await the results of this review. 
This issue will be tracked as an unresolved item (254/84-11-05(DRP)). 

c. 	During a routine tour of the turbine building on July 20, 1984, 
the resident inspector noted a half-inch air hose protruding through 
a cable penetration to the cable spreading room. The licensee was 
informed and questioned as to the adequacy of the fire barrier. The 
licensee responded by establishing a fire watch as a temporary solution 
and removing the hose and resealina the penetration as a permanent 
solution. Further investigation determined that the air hose had been 
in place since August 1983. 

10 CFR 50 Appendix R, Paragraph M requires qualified tests to be 
performed on all material used in penetration fire barriers. Since 
no test data was available for the air hose material, this event is 
considered an item of noncompliance (254/84-11-06(DRP); 265/84-10-06(DRP)). 

16. Open Items  

Open items are matters which have been discussed with the licensee, which 
will be reviewed further by the inspector, and which involve some action 
on the part of the NRC or licensee or both. Open items disclosed during 
the inspection are discussed in Paragraphs 3.c and 15.a. 

17. Unresolved Items  

Unresolved items are matters about which more information is required in 
order to ascertain whether they are acceptable items, items of noncompliance, 
or deviations. An unresolved item disclosed during the inspection is dis-
cussed in Paragraph 15.b. 

18. Exit Interview  

The inspector met with licensee representatives (denoted in Paragraph 1) 
throughout the month and at the conclusion of the inspection on August 3, 
1984, and summarized the scope and findings of the inspection activities. 
The licensee acknowledged the inspectors concerns. 
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UNITED STATES 

NUCLEAR REGULATORY COMMISSION 
REGION III 

799 ROOSEVELT ROAD 
GLEN ELLYN, ILLINOIS 60137 

AUG 1 3 1984 

Docket No. 50-254 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to 
office on July 
Power Station, 
the discussion 
inspection. 

the routine inspection conducted by Mr. S. M. Hare of this 
20 through July 26, 1984, of activities at the Quad-Cities Nuclear 
Unit 1, authorized by NRC Operating License No. DPR-29 and to 
of our findings with Mr. Kalivianakis at the conclusion of the 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. However, the inspection determined that the 
"as found" leakage rate for the July 1984 Containment Integrated Leak Rate 
Test (CERT) exceeded the Appendix J limit due to excessive leakage in the 
HPCI turbine exhaust valve and the main steam isolation valves. The previous 
C1LRT performed during December 1982 also exceeded the "as found" Appendix J 
limit due to excessive leakage in the RCIC turbine exhaust valve and drywell 
head flange. Since two consecutive "as found" conditions have failed to meet 
the acceptance criteria in 10 CFR Part 50, Appendix J, a Type A test is 
required to be performed at the next plant shutdown for refueling unless 
exempted by the NRC. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



PIE 1 9. 1984 
Commonwealth Edison Company 	2 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

-N  

W. S. Little, Chief 
Engineering Branch 

Enclosure: Inspection Reloort 
No. 50254/84-12 	( OR ) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

Rill 

Hare/ft 
8/10/84 

RU 
Guldemond 	C11' 
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U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Report No. 50-254/84-12(ORS) 

Docket No. 50-254 	 License No. DPR-29 

- 
Licensee: Commonwealth Edison Company 

P.O. Box 767 
Chicago, IL 60690 

Facility Name: Quad Cities Nuclear Power Station, Unit 1 

Inspection At: Cordova, Illinois 

Inspection Conducted: July 20-26, 1984 

Inspector: S. M. Hare 

Approved By: 14. G. uldemond, Ch1ef 	27/6/cfr/ 
Operational Programs Section 

	
Date 

Inspection Summary  

Inspection on July 20-26, 1984 (Report No. 50-254/84-12(ORS)  
Areas-Inspected: Routine, announced inspection of the containment integrated 

leak rate test. The inspection involved 69 inspector hours by one NRC 
inspector, including 28 inspector hours onsite during off-shifts. 

Results: No items of noncompliance or deviations were identified. 

p /tag 'V 
Date 



DETAILS 

1. Persons Contacted  

N. Kalivianakis, Station Superintendent 

*T. Tamblyn, Assistant Superintendent Operations 
*L. Gerner, Assistant Superintendent Administrative and Support Services 
E. Mendenhall, Thermal Engineer 
*G. Spedl, Technical Staff Supervisor 
J. Schnitzmeyer, Technical Staff Assistant 
*R. Rustic, Technical Staff Engineer 
P. Todd, Technical Staff Engineer 

*Denotes those present at the exit interview on July 26, 1984. 

2. Containment Integrated Leak Rate Test (CILRT)  

a. Procedure Review 

The inspector reviewed Temporary Procedure 2195 "Integrated Primary 
Containment Leak Rate Test," which consisted of procedures 

QTS 150-1, Revision 11; QTS 150-52, Revision 8; QTS 150-53, 
Revision 7; QTS 150-55, Revision 10 and QTS 150-517, Revision 4; 
and verified that the procedure was technically adequate and 
consistent with regulatory requirements. 

b. Instrumentation 

The inspector reviewed the calibration data for instruments associated 
with performing the CILRT. A multipoint calibration of all instrumentation 

was performed. Correction values were generated based on the difference 
between measurements of resistance from an NBS verified resistance 
box and actual resistance measured. All corrections were placed as 
an array or equation into the CILRT computer. 

The following instrumentation was used in the CILRT: 

Type 	Quality 	Serial Number 

RTDs 	30 	44209-44231 
Flowmeter 	1 	8405A0348A1 
Pressure Gauge 	2 	PPG-1,2 
Dewcells 	10 	1-10 

C. 	Direct Observation of Valve Lineups  

The inspector verified by direct visual observations that valve 
lineups were completed in accordance with the test procedure. 
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d. 	Pretest Requirements  

The inspector verified the proper placement of test instrumentation by 
performing a pretest containment inspection. The inspector also verified 
the validity of the stabilization period and the conformance of the test 
prerequisites with the requirements of 10 CFR 50, Appendix J and ANSI 
N45.4-1972. 

Test Witnessing 

(1) First Attempt 

The CILRT was first attempted at 7:14 p.m. on July 24, 1984. 
sixteen hours into the test it was determined that the first 
six RTO's (subvolumes 1, 2, 3) were being improperly scanned by 
the computer. The first six RTD's were only scanned when the 
program was reinitialized. At all other times the values 
remained constant. After consulation with the Region III office, 
the licensee decided that it would begin a new test starting 
at the point where all data sets were properly scanned. This 
first attempt was not considered a failed test. 

(2) Second Attempt  

Beginning at the first complete data set, a second 24-hour CILRT 
was started at 2:30 p.m. on July 25, 1984. The test was completed 
at 2:32 p.m. on July 26, 1984. The inspector independently monitored 
the test and evaluated leak rate data to verify the licensee's 
calculations of the leak rate. There was acceptable agreement 
between the inspector's and licensee's leak rate calculations as 
indicated in the following summary (units are in weight percent 
per day): 

Measurement  

Leakage rate measured (Lam) 
during CILRT 

Lam at 95% confidence level 

Licensee 	Inspector 

	

0.2297 	0.2297 

	

0.2324 	0.2325 

Lam at 95% confidence level 	0.3404 	0.3405 
adjusted to reflect penalties 

The following penalties were included in the adjusted Lam at the 95% 
confidence level. 

Unvented volumes 
	

0.073 wa/day 
Drywell equipment and floor 

	
0.035 

drain sump level increase 
Total penalties 
	

0.108 wt%/day 



Appendix J acceptance criterion at the 95% confidence level = 0.75(L A) = 
0.75 wt%/day. As indicated above, the adjusted Lam at the 95% confiaence 
level was less than the maximum allowable by 10 CFR 50, Appendix J. 

f. 	Supplemental Test Data Evaluation  

After the satisfactory completion of the 24 hour test on July 26, 
1984, a known leakage of 0.815 weight percent/day was induced. The 
inspector independently monitored the test and evaluated leak rate 
data to verify the licensee's calculation of the supplemental leak 
rate. There was acceptable agreement between the inspector's and 
licensee's leak rate calculations as indicated in the following 
summary (units are in weight percent per day): 

Measurement 	 Licensee 

Measured leakage (Lc) 
rate during supplemental test 

	
1.0909 	1.0909 

Lc @ 95% confidence level 
	

1.1028 	1-1128 

Induced leakage rate (Lo) 	6.65 SCFM = .815 wt %/day 

Appendix J Acceptance Criterion: Lo+Lam-0.25La < Lc< Lo+Lam+0.25La. 
(0.7947<Lc<1.2947). As indicated above, the supplemental test 
results satisfied the requirements of 10 CFR Part 50, Appendix J. 

3. 	As Found Condtion 

The "as found" condition is the condition of the containment at the 
beginning of the outage prior to any repairs or adjustments (RAs) 
to the containment boundary. If RAs are made to the containment 
boundary prior to the Type A test, then local leak rate tests must be 
performed to determine the leakage rates before and after the RAs. The 
"as found" Type A test results can then be obtained by adding the 
difference between the affected path leakages before and after RAs to the 
overall Type A test results. The following is a summary of the "as found" 
leakage rates (units are in weight percent/day): 

Measurement 

Penalties incurred due to 
repairs or adjustments prior 

	
2.093 

to the CILRT 

"As Found" Type A test results: 	2.433 

Appendix J acceptance criteria for the "as found" condition of the 
containment = 0.75 La = 0.75 wt %/day. 

Inspector 
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As indicated above, the as  found" condition exceeded that allowable by 
10 CFR Part 50, Appendix J. This excessive "as found" condition was due 
to leakage in the HPCI turbine exhaust valve and the MSIVS. The previous 
CILRT performed during December 1982 also exceeded the "as found" 
Appendix J limit due to excessive leakage in the RCIC turbine exhaust 
valve and drywell head flange. As two consecutive "as found" conditions 
have failed to meet the acceptance criteria in 10 CFR Part 50, Appendix 
J, and as required by Section III.A.6.(b), the next Type A test shall be 
performed at the next plant shutdown for refueling unless exempted by the 
NRC. 

4. 	Exit Interview  

The inspector met with licensee representatives (denoted in Paragraph 1) 
at the conclusion of the inspection on July 26, 1984 and summarized the 
scope and findings of the inspection activities. No items of noncompliance 
or deviations were identified. 
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Q“, 

August 22, 1984 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Mr. D. E. Miller of 
this office on July 30 through August 3, 1984, of activities at Quad-Cities 
Nuclear Power Station, Units 1 and 2, authorized by NRC Operating Licenses 
No. DPR-29 and DPR-30 and to the discussion of our findings with 
Mr. Kalivianakis and others at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 	August 22, 1984 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

C.  J(
cz,p—P-cet 

Pape/jell°, Chief 
Emergency Preparedness and 

Radiological Protection Branch 

Enclosure: Inspection Reports 
No. 50-254/84-13(DRSS) and 
No. 50-265/84-11(DRSS) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 

Superintendent 
DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

RIII 	RIII 	RIII 	RIII 

1:112111leoltf 	VrAet• 	
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U. S. NUCLEAR REGULATORY COMMISSION 
OFFICE OF INSPECTION AND ENFORCEMENT 

. REGION III 

Reports No. 50-254/84:13(DRSS); 50-265/84-11(DRSS) 

Docket Nos. 50-254; 50-265 	 Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted; July 30 through August 3, 1984 

;et 
Inspector: D. E. Miller 

 
Date 

Approved By 	L. R. Greger, Chief 
 

Facilities Radiation 	 Date 
Protection Section 

Inspection Summary  

Inspection on July 30 through August 3 1984 (Reports No. 50-254/84-13(DRSS);  
50-265/84-11(DRSS)  
Areas Inspected: Routine, unannounced inspection of radioactive waste 
management programs, including solid radioactive wastes, liquids and liquid 
radioactive wastes, gaseous radioactive wastes, and transportation of 
radioactive materials. Also reviewed were past open items and an inquiry from 
an attorney representing a former contractor employee. The inspection involved 
36 inspector-hours on site by one NRC inspector. 
Results: No violations or deviations were identified. 



DETAILS 

1. Persons Contacted  

B. Bielasco, Health Physics Coordinator 
R. Carson, Lead"Health Physicist 
J. Forrest, Radwaste Coordinator 
*L. Gerner, Assistant Superintendent, Administrative and Support Services 

Gibson, QA Supervisor 
*T. Kovach, Rad/Chem Supervisor 
V. Neels, Chemist 
J. Piercy, ALARA Coordinator 
J. Sirovy, Plant Chemist 
R. Tank, Dosimetry/Records Coordinator 
R. Wiebanga, Chemist 

*A. Madison, NRC Senior Resident Inspector 
*A. Morrongiello, NRC Resident Inspector 

The inspector also contacted several other licensee employees including 
members of the technical and engineering staffs. 

*Denotes those present at the exit meeting. 

2. General  

This inspection, which began at 10:00 a.m. on July 30, 1984, was conducted 
to examine the operational radwaste and radioactive material transporta-
tion programs. Also reviewed were previous open items and an inquiry from 
an attorney representing a former contractor employee. Handling of solid 
radwaste in preparation for transport was observed during the inspection. 

3. Licensee Action on Previous Inspection Findings  

(CLOSED) Open Item (254/84-03-01): Information concerning calibration of 
high range gaseous effluent monitors. This information has been furnished 
to the NRC Region III office as committed by the licensee. Several 
possible problems concerning the calibration were noted during Region III 
review. Since this detection system is also used at other CECo stations, 
the problems may exist there also. Adequacy of calibration of Eberline SA-9 
monitors is considered an open item; this matter will be pursued 
generically with CECo (254/84-13-01; 265/84-11-01). 

(OPEN) Open Item (254/84-03-02): Lack of documentation to demonstrate 
compliance with Clarification Item 2 of NUREG-0737, Task Item II.E.1.2. 
A study was performed by a contractor. The study, which includes calcu-
lation of dose rates as a function of time post-accident from all sources, 
was reviewed by the inspector. The inspector noted that it appeared that 
the study properly used the NUREG-0737 required design basis shielding 
envelope for materials contained in the collectors, but different values 
were used for radioactive concentrations in the sampling piping. This 
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matter was discussed with the licensee. The licensee stated that the 
matter would be further reviewed and proper calculations performed. This 
matter will be further reviewed during a future inspection. 

4. 	.Solid Radioactive Waste  

The inspector reviewed the licensee's solid radioactive waste management 
program, including: determination whether changes to equipment and 
procedures were in accordance with 10 CFR 50.59; adequacy of implementing 
procedures to properly classify and characterize waste, prepare 
manifests, and mark packages; overall performance of the process control 
and quality assurance programs; adequacy of required records, reports, 
and notification; and experience concerning identification and correction 
of programmatic weaknesses. 

Except for minor changes, solidification of radioactive wastes is being 
performed in accordance with the Quad-Cities Station Process Control 
Program, Revision 3, dated March 1983; this program is also described in 
Inspection Report No. 50-254/83-02; 50-265/83-02. Within the past year, 
the licensee has changed the type of resin used in some of the stations 
demineralizers to obtain better removal of organics. The licensee found, 
while attempting to solidify test samples, that the increased organic 
content in spent resin prevented adequate solidification when the DOW 
process was used. No inadequately solidified waste was shipped. The 
licensee, along with the equipment vendor, is attempting to resolve the 
DOW process solidification problem. Future use of the DOW process is 
uncertain. All solidification is currently being performed using cement 
in 55-gallon drums as described in the process control program. 

The inspector reviewed documentation of quality assurance annual audits 
of solid radwaste conducted during May 1983 and May 1984. The auditors 
were technically qualified to conduct the audits. No significant 
observations or findings resulted from the audits, which appear to have 
been extensive. The inspector also reviewed documentation of quality 
assurance surveillances performed on each radwaste shipment; several 
vehicular mechanical problems and some packaging problems were identified 
during the surveillances. The problems were corrected before the 
shipments left the station. 

The inspector reviewed the licensee's compliance with 10 CFR 61 package 
classification requirements. The licensee routinely collects a sample of 
each resin batch and performs gamma isotopic quantification. 
Quantification of other required isotopes is derived from generic BWR 
scaling factors obtained from SAI and Impell. The licensee has received 
vender performed specific isotopic identification results for seven 
process streams; the samples were collected and sent to the vendor 
during October 1983 and January 1984. The isotopic results for 
transuranics and Sr-90 were not significantly different than predicted by 
generic scaling factors. Another set of samples (three waste streams) 
were collected during July 1984, and sent to the vendor for analysis. 
When sufficient specific information about the relative isotopic content 
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in the station's waste streams is accumulated, the licensee plans to 
exclusively use plant specific information for solid radwaste 
classification. 

.No violations or deviations were identified. 

5. 	Liquids and Liquid Radioactive Wastes  

The inspector reviewed the licensee's reactor coolant and liquid radwaste 
management programs, including: determination whether changes to 
equipment and procedures were in accordance with 10 CFR 50.59; determin-
ation whether liquid radioactive waste effluents were in accordance with 
regulatory requirements; adequacy of required records, reports, and 
notifications; determination whether process and effluent monitors are 
maintained, calibrated, and operated as required; and experience 
concerning identification and correction of programmatic weaknesses. 

The inspector noted that the licensee is processing and recycling an 
average of 98 percent of the stations non-sanitary system waste water 
during plant operating periods, and 100 percent during outage periods; 
the remaining liquid is disposed of as radioactive effluent after 
processing. 

Starting in May 1984, the station's circulating water system has been 
operated directly to the river rather than spray canal recycle mode. This 
change, which increases the station's net electrical output, resulted 
from alteration of a previous commitment made to a public environmental 
organization. This change also results in increased dilution flow when 
radioactive liquids are batch released from the discharge tank to the 
circulating water system. 

During review of the licensee's semiannual effluent reports for 1983, the 
inspector noted possible errors in several reported values. During 
discussions with the licensee and review of liquid release documentation, 

the errors were confirmed. The licensee stated that the errors would be 
corrected and errata sheets distributed. This matter was discussed at the 
exit meeting. No other problems were noted. 

No problems were noted during the inspector's selective review of required 
reactor coolant tests and effluent batch release tests and 
quantifications during 1984 to date. 

Liquid radwaste release concentrations were well within the limits 
specified in Technical Specification 3.8.D. The licensee keeps the 
quantity of radioactive materials released in liquid effluents to a 
minimum by the extensive inplant cleanup and recycle of radioactive 
liquids. Total quantities released per year has been consecutively 
reduced in each of the past three years. The licensee attributes the 
reductions to improving waste management techniques and added storage 
capacity. 

No violations or deviations were noted. 
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6. Gaseous Radioactive Waste  

The inspector reviewed the licensee's gaseous radwaste management 
program, including: determination whether changes to equipment and 
.procedures were in accordance with 10 CFR 50.59; determination whether 
gaseous radioactive waste effluents were in accordance with regulatory 
requirements; adequacy of required records, reports, and notifications; 
determination whether process and effluent monitors are maintained, 
calibrated, and operated as required; and experience concerning 
identification and correction of programmatic weaknesses. 

A quality assurance procedure compliancy audit conducted during February 
1984 included review of collection, analysis, documentation, and required 
technical specification surveillance of effluent noble gasses, 
particulates, and iodines. There were no adverse findings. 

Records for 1984 to date, of gaseous effluent sample collection, 
analysis, and quantification were selectively reviewed. The limits and 
design objectives listed in Technical Specification 3.8.A. and 3.8.B. 
were not exceeded. No problems were identified. 

No violations or deviations were noted. 

7. Transportation of Radioactive Materials  

The inspector reviewed the licensee's transportation of radioactive 
materials program, including: determination whether written implementing 
procedures are adequate, maintained current, properly approved, and 
acceptably implemented; determination whether shipments are in compliance 
with NRC and DOT regulations and the licensee's quality assurance 
program; determination if there were any transportation incidents 
involving licensee shipments; adequacy of required records, reports, 
shipment documentation, and notifications; and experience concerning 
identification and correction of programmatic weaknesses. 

There were no transportation incidents during 1983 and 1984 to date. 
Quality assurance audits and classification of wastes are described in 
Section 4. The licensee's implementing procedures are well written, 
maintained current, and are adhered to. No problems were noted. 

No violations or deviations were noted. 

8. Follow-up of Inquiry from Attorney Representing Former Contractor Employee 

A letter dated April 24, 1984, from an attorney representing a former 
contractor employee, was received at the NRC Region III office on 
April 26, 1984. The letter concerned alleged radiation injuries 
suffered by the attorney's client during the third and fourth calendar 
quarters of 1983 at Quad-Cities Station. In a letter dated May 8, 1984, 
to the attorney, Region III responded that recent NRC inspections of 
worker dose records had not indicated any excessive radiation doses to 
workers; that a telephone inquiry of the licensee concerning the client's 
dose records showed that his doses were within regulatory limits; and 
that if specific information concerning client's work activities (dates, 

5 



times, work assignments, co-workers, etc.) were supplied, Region III 
would investigate the alleged excessive radiation exposure during a 
planned July 1984 inspection. The medical basis for the physician's 
conclusions of "excessive radiation exposure" was also requested. No 

.response to the May 8, 1984, letter has been received. 

On June 20, 1984, NRC Region III received a letter dated June 18, 1984, 
from a different attorney who stated that he now represents the same 
former contractor employee. The attorney requested a meeting with 
Region III representatives. The attorney stated that he possessed the 
letter dated May 8, 1984, from NRC Region III to the first attorney. 
Region III responded with a letter dated June 29, 1984, stating that 
members of the NRC Region III staff were available to meet with the 
attorney and his client, but asked that the meeting be deferred until 
after Region III receipt of the information requested in the letter dated 
May 8, 1984, to the first attorney. No response to the June 29, 1984, 
letter has been received. 

During this inspection, the inspector reviewed records of the tasks 
performed by the former contractor employee, his internal and external 
doses received, training provided, protection provided, and any abnormal 
conditions noted during the period. 

No violations of regulatory requirements or limits were noted during the 
inspector's review. 

9. 	Exit Meeting 

The inspector met with licensee representatives (denoted in Section 1) at 
the conclusion of the inspection on August 3, 1984. The inspector 
summarized the scope and findings of the inspection. In response to 
items discussed by the inspector, the licensee stated that: 

a. The contracted study concerning Clarification Item 2 of NUREG-0737, 
Task Item II.F.1.2 would be further reviewed and additional 
calculations performed (Section 3). 

b. Errors identified in 1983 effluent reports would be corrected and 
errata sheets issued (Section 5). 
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'SEP ¶ 4 984 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Messrs. A. L. Madison, 
A. D. Morrongiello, and J. C. Bjorgen of this office on August 5 through 
September 5, 1984, of activities at Quad-Cities Nuclear Power Station, Units 1 
and 2 authorized by Licenses No. DPR-29 and DPR-30 and to the discussion of our 

findings with Mr. N. J. Kalivianakis at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will he placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 

the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 	

rsEp i 4 1984 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

"Original signed by N. Chrissotimos" 

W. D. Shafer, Chief 
Projects Branch 2 

Enclosures: Inspection Reports 
No. 50-254/84-14(DRP); 
No. 50-265/84-12(DRP) 

cc w/encls: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

RIIj 	RIII 

Ch ssotimos/db 
09/11/84 



U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/84-14(DRP); 50-265/84-12(DRP) 

Docket Nos. 50-254; 50-265 	 Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: August 5 through September 5, 1984 

Inspectors: A. L. Madison 

A. D. Morrongiello 

J. C. Bjorgen 

Approved by: Ch issotimos, Chief 
Projects Section 2C 	 Date 

Inspection Summary  

Inspection on August 5 through September 5, 1984 (Reports No. 50-254/84-14(DRP);  
-S0-255/84-12(AP))  
Areas Inspected: Routine, unannounced inspection by the resident inspectors of 
previous inspection findings; operational safety; maintenance; surveillance; 
Licensee Event Reports; IE bulletin followup; IE information notice followup; 
reactor scrams; procedures; review of licensee's monthly performance report; 
followup on regional requests; followup on headquarters requests; independent 
inspection effort; and the emergency preparedness exercise. The inspection 
Involved a total of 196 inspector-hours onsite by three NRC inspectors including 
40 inspector-hours onsite during off-shifts. 
Results: No items of noncompliance or deviations were identified. 



DETAILS  

1. Persons Contacted  

*N. Kalivianakis, Superintendent 
T. Tamlyn, Assistant Superintendent for Operations 
D. Bax, Assistant Superintendent for Maintenance 
L. Gerner, Assistant Superintendent for Administration 
*D. Gibson, Quality Assurance Supervisor 

*G. Spedl, Technical Staff Supervisor 
R. Roby, Senior Operating Engineer 

The inspector also interviewed several other licensee employees, including 
shift engineers and foremen, reactor operators, technical staff personnel 
and quality control personnel. 

*Denotes those present at the exit interview on September 5, 1984. 

2. Action on Previous Inspection Findings  

(Closed) Open Item (254/84-04-02(DRP)): Perform testing required by 

LER 84-01, Unit 1. The inspectors verified that required testing had been 
performed satisfactorily. 

(Closed) Open Item (254/84-04-03(DRP)): Repairs to MSIVs per LER 84-04, 
Unit 1. The inspectors verified that required repairs were performed and 
leak rate testing results of the MSIVs were satisfactory. 

(Closed) Noncompliance (254/84-11-06 and 265-84-10-06(DRP)): Severity 
Level V violation concerning fire stops. The licensee's immediate actions 
were sufficient to ensure the operability of the fire stop, and the 
licensee's ongoing surveillance program is adequate to prevent recurrence. 
No further actions are required. 

No items of noncompliance or deviations were identified in this area. 

3. Operational Safety Verification  

a. 	The inspectors observed control room operations, reviewed applicable 
logs and conducted discussions with control room operators during the 
month of August. The inspectors verified the operability of selected 
emergency systems, reviewed tagout records and verified proper return 
to service of affected components. Tours of Unit 1 and 2 reactor 

buildings and turbine buildings were conducted to observe plant equip-
ment conditions, including potential fire hazards, fluid leaks, and 
excessive vibrations and to verify that maintenance requests had been 
initiated for equipment in need of maintenance. The inspectors by 

observation and direct interview verified that maintenance requests 
had been initiated for equipment in need of maintenance. The inspectors 
by observation and direct interview verified that the physical security 
plan was being implemented in accordance with the station security plan. 
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The inspectors observed plant housekeeping/cleanliness conditions 
and verified implementation of radiation protection controls. During 
the month of August, the inspector walked down the accessible portions 
of the residual heat removal system (RHR) of Unit 1 and 2 to verify 
operability. The inspector also witnessed portions of the radioactive 
waste system controls associated with radwaste shipments. 

These reviews and observations were conducted to verify that facility 
operations were in conformance with the requirements established under 
technical specifications, 10 CFR, and administrative procedures. 

b. 	Unit 1 was in cold shutdown for a refueling outage at the beginning of 
the report period. The outage was completed and the unit was returned 
to criticality on August 16, 1984. All systems responded normally 
during the startup, except for the mechanical vacuum pumps. During 
the process of pulling vacuum on the condenser, both sets of steam jet 
air ejector valves were found to be open, although the south valves 
indicated closed. Further investigation determined that the valves 
were improperly installed during a recent design modification per-
formed during this outage. The capability to isolate the condenser 
was always available by the automatic function of the chimney isolation 
valve on a main steam line high radiation signal. Therefore, the 
safety significance of this event is minimal. However, this is an 
example of problems associated with design modifications and their 
review and as such, has been given to the Division of Reactor Safety, 
Region III, for consideration during their review of this area. Resolu-
tion of this event will be tracked as an open item (254/84-14-01(DRF)). 

Unit 1 experienced two scrams from power (August 25 and 28, 1984) and 
these are discussed in paragraph 9 of this report. The unit remained 
at power at the close of this report period. 

Unit 2 was in operation at the beginning of the report period and, 
except for minor reductions in power to accommodate testing and load 
dispatcher requests, remained at full power throughout the report 
period. 

No items of noncompliance or deviations were identified in this area. 

4. 	Monthly Maintenance Observation  

Station maintenance activities of safety related systems and components 
listed below were observed/reviewed to ascertain that they were conducted 
in accordance with approved procedures, regulatory guides and industry codes 
or standards and in conformance with technical specifications. 

The following items were considered during this review: the limiting condi-
tions for operation were met while components or systems were removed from 
service; approvals were obtained prior to initiating the work; activities 
were accomplished using approved procedures and were inspected as applicable; 
functional testing and/or calibrations were performed prior to returning 
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components or systems to service; quality control records were maintained; 
activities were accomplished by qualified personnel; parts and materials 
used were properly certified; radiological controls were implemented; and, 
fire prevention controls were implemented. 

Work requests were reviewed to determine status of outstanding jobs and 
to assure that priority is assigned to safety related equipment maintenance 
which may affect system performance. 

The following maintenance activities were observed/reviewed: 

Unit 1  

Repairs to main steam isolation valves 
Repairs to RHR shutdown cooling valves 

Unit 2  

Repairs to 2 '8 feedwater pump 

No items of noncompliance or deviations were identified in this area. 

5. 	Licensee Event Reports Followup  

Through direct observations, discussions with licensee personnel, and review 
of records, the following event reports were reviewed to determine that 
reportability requirements were fulfilled, immediate corrective action was 
accomplished, and corrective action to prevent recurrence had been accom-
plished in accordance with technical specifications. 

a. 	Unit 1  

(i) RU 84-07, dated April 30, 1984, RHR service water vault penetra-
tions were found to leak. 

Repairs and necessary testing have been completed satisfactorily 
and a supplemental report was issued August 23, 1984. 

(ii) RO 84-12, dated August 2, 1984, Standby gas treatment system 
trains declared inoperable due to loss of heaters. 

At 8:45 a.m., on August 2, 1984, the reactor building vent system 
(VA) isolated. In the moments that followed, the 'B' standby gas 
treatment system (SBGTS) train auto-started, its heater tripped, 
and when the 'A' train was started, its heater tripped. With 

both SBGTS trains inoperable, the 36 hour clock was started for 
this Limiting Condition of Operation, as stated in technical 
specification 3.7.8.1.b, and a General Station Emergency Plan 
(GSEP) Unusual Event was declared. Unit 1 was shutdown for a 
refueling outage and Unit 2 was in the RUN mode at 100 percent 
core thermal power. 
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The cause of this deviation was an incorrect electrical wiring 
drawing dating back to the time of initial plant construction. 
As a temporary modification for a different concern, jumpers 
were installed around contacts of the temperature switches which 
trip the SBGTS train heaters on high temperature. The proper 
terminal designations were filled in on the jumper sheets, but 
due to an incorrect electrical print, the jumpers were installed 
on the wrong terminals. This resulted in a short circuit path on 
the secondary side of the control transformer in each train's 
heater logic circuit. 

Each train's wiring diagrams were corrected to make them reflect 
what exists in the plant. The installation of new transformers 
was completed at 5:35 p.m. and the GSEP Unusual Event was 
terminated. The jumpers that bypass the high temperature 
switches were then reinstalled in the proper places. The 'A' 
SBGTS train was put on and run for ten hours and then the '6' 
train was successfully operated for ten hours. 

This event was previously discussed in IE report No. 254/84-11(DRP) 
and 255/84-10(DRP) and an open item was assigned pending comple-
tion of the resident inspector's investigation. This item is con-
sidered another example of problems associated with design changes 
and modifications and as such, has been forwarded to the Division 
of Reactor Safety (DRS) for inclusion in their review of this area. 
This LER and the associated open item will remain open pending 
completion of the DRS review. 

(iii) RU 84-14, dated August 8, 1984, MO 1-1001-29A and 1-1001-296 
failure. 

While the unit operator was in the process of starting the shut-
down cooline mode of the residual heat removal system (RHRS), it 
was discovered that both the 1-1001-29A and 1-1001-298 low 
pressure coolant injection (LPCI) valves would not open. The 
core spray, feedwater, and control rod drive systems were all 
available to maintain level, and therefore the consequences of 
this event were minimal. Residual heat removal could be accom-
plished using the reactor water clean-up system and the RHRS 
with the 1-1001-296 valve 25 percent open. 

The cause of this deviation was personnel error. In 1980, a modi-
fication was installed consisting of a change in the logic cir-
cuits of the 1-1001-29A and 1-1001-298 valves in order to prevent 
them from hammering. Hammering is a condition where the motor 
continues to drive the valve closed until a high torque signal 
stops the motor. When the motor is stopped, the valve relaxes 
and the high torque signal is removed. With a close signal still 
present, the motor then again tries to drive the valve closed, 
until high torque is experienced. This chattering continues 
until the breaker is tripped or the close signal is removed. 
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The logic design was originated from the Station Nuclear Engineering 
Department (SNED). The station was sent schematic diagrams of 
the designs and the wiring diagrams were then originated at the 
station. A mistake was made when the wiring diagrams were drawn. 
In 1980, these logic circuits were installed as per the faulty 
wiring diagrams and thus, the possibility of hammering still 
existed. No problems were experienced with these two valves after 
the installation of the modification however, because the motor 
operators present on the valves at that time were equipped with 
brakes. The intended purpose of the brakes was to stop the 
momentum of the valve at the desired valve position. An additional 
feature of the brakes was that the brakes also stopped the valve 
at the end of its closed stroke and thus, prevented the hammering 
condition. During the past refueling outage, these motor operators 
were replaced with environmentally qualified motors. Brakes could 
not be qualified for environmentally qualified motors and these 
valve operators were analyzed as not requiring brakes. 

When these valves experienced a continuous closed signal, as from 
a control switch held in the closed position, or a LPCI loop select 
signal during surveillance testing, they continuously tried to 
close and both valve stems were damaged. The damage was such that 
the valves would no longer fully open. 

They were visually inspected immediately and the 296 valve was 
found to be 25 percent open and the 29A valve was found fully 
closed. The wiring diagram problem affected only the anti-hammer 
circuit of the 29A and 296 valves and did not affect their LPCI 
loop select logic. 

The valve stems were removed and replaced. The wiring correction 
was done and the wiring diagram was corrected to reflect that change. 
The station investigated all circuits modified under the anti-
hammering modifications on Unit 1 and 2. The Unit 2 1001-29A and B 
were found to have the same mistake and were corrected. Addition-
ally, all motor operators and motors that were replaced to comply 
with Bulletin 79-016, "Environmental Qualifications," were checked 
to determine if the wiring diagrams and schematics were function-
ally the same. This investigation revealed that the high pressure 
coolant injection (HPCI) valve did not have the anti-hammering 
circuit installed. The anti-hammering circuit was installed under 
a separate modification. 

b. 	Unit 1  

(i) RO 84-09, dated August 5, 1984, Reactor scram. 

On August 5, 1984, at 1044 hours, the 26 reactor protection 
system (RPS) motor-generator(MG) set feed breaker tripped resulting 
in the loss of the 28 RPS bus. This caused the AC solenoid valves, 
which supply instrument air to the outboard main steam isolation 
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valves (MSIV) operators, to become deenergized and closed. Two 
of the DC solenoid valves, which also supply air to the MSIV 
operators, were failed, thereby causing the A and B outboard MSIVs 
to close. The reactor then scrammed from 50 percent core thermal 
power due to the channel B scram signal present, caused by the 
loss of the motor-generator set, and the channel A scram signal, 
caused by the 10 per cent from full open condition of the A and B 

outboard MSIVs. All reactor safety systems were operable and 

functioned as designed, therefore, the safety implications of this 
event were minimal. 

The immediate corrective action was to place the reactor in a 
safe condition. Work requests were initiated to replace the DC 
solenoids and to repair the motor on the 26 RPS MG set. The 
26 RPS bus was maintained on its back-up power supply while work 
was performed on the 2B RPS MG set motor. The AC and DC solenoids 

on the inboard and outboard MSIVs were then satisfactorily 
tested on both units. 

No items of noncompliance or deviations were identified in this area. 

7. 	IE Bulletin Followup  

For the IE Bulletins listed below the inspector verified that the written 
response was within the time period stated in the bulletin, that the written 
response included the information required to be reported, that the written 
response included adequate corrective action commitments based on information 
presentation in the bulletin and the licensee's response, that licensee 
management forwarded copies of the written response to the appropriate on-
site management representatives, that information discussed in the licensee's 
written response was accurate, and that corrective action taken by the 
licensee was as described in the written response. 

(Closed) 79-05, "Nuclear Incident at Three Mile Island." 
No response was required. 

(Closed) 79-05A, "Nuclear Incident at T.M.I., Supplement." 
No response was required. 

(Closed) 79-06, "Review of Operational Errors at T.M.I." 
No response was required. 

(Closed) 79-06A, "Review of Operational Errors and System Misalignments 
Identified at T.M.I." 
No response was required. 

(Closed) 79-06B, "Review of Operational Errors and System Misalignments 
Identified at T.M.I." 
No response was required. 
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(Closed) 79-13, "PWR Pipe Cracking." 
Not applicable to Quad-Cities Station. 

(Closed) 79-17, "Pipe Cracks in Stagnant Borated Water Systems at PWRs." 
Not applicable to Quad-Cities Station. 

(Closed) 79-20, "Package of Low Level Waste." 
Applicable to material licensees only. 

(Closed) 79-21, "Potential for Inaccurate Level Indication Following LOCA 
at PWRs." 
Not applicable to Quad-Cities Station. 

(Closed) 79-22, "Possible Leakage of Tubes of Tritium Gas used in 
Timepieces for Luminosity." 
Not applicable to Quad-Cities Station. 

(Closed) 79-25, "Failure of Westinghouse BED Relays in Safety-Related 
Systems." 
The subject relays are not in use in safety-related applications at 
the Quad-Cities Station. 

(Closed) 80-04, "Analysis of a PWR Main Steam Line Break with Continued 
Feedwater Addition." 
Not applicable to Quad-Cities Station. 

(Closed) 80-12, "Decay Heat Removal System Operability." 
Not applicable to Quad-Cities Station. 

(Closed) 80-18, "Maintenance of Adequate Minimum Flow Through Centrifugal 
Charging Pumps Following Secondary Side High Energy Line Rupture." 
Not applicable to Quad-Cities Station. 

(Closed) 80-22, "Automation Industries, Model 200-520-008 Sealed-Source 
Connectors." 
Not applicable to Quad-Cities Station. 

No items of noncompliance or deviations were identified in this area. 

8. 	IE Information Notice Followup  

For the IF Information Notices (TEN) listed below, the inspector verified 
that the information notice was received by licensee management, that a 
review for applicability was performed, and that if the information notice 
were applicable to the facility, appropriate actions were taken or were 
scheduled to be taken. 

a. 	IEN 84-37: "Use of Lifted Leads and Jumpers During Maintenance or 
Surveillance Testing." The licensee already uses the suggestions 
listed in the notice. 
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b. IEN 84-39: "Inadvertent Isolation of Containment Spray Systems." 
Notice involves PWR containment sprays and is not applicable to Quad-

Cities. 

c. TEN 84-40: "Emergency Worker Doses." A copy of the notice was for-
warded to the Rad/Chem supervisor and a copy placed in required reading. 
Quad-Cities has correctly interpreted 10 CFR 20 and does count emer-
gency dose as part of quarterly dose and accumulated exposure. 

d. TEN 84-41: "IGSCC in BWR Plants." This item is covered under IE 
Bulletin 83-02. 

e. TEN 84-42: "Equipment Availability for Conditions During Outages 
not Covered by Technical Specifications." A copy of this notice was 
placed in the required reading. The diesel generators and auxiliary 
systems required for their operability are required by technical 
specifications to be operable for shutdown and refuel conditions. 

f. TEN 84-44: "Environmental Qualification Testing of Rockbestos Cables." 
While Quad-Cities relief valve and safety valve acoustic monitor cables 
are made by Rockbestos, these cables are being replaced under the 

environmental qualification program in response to IE Bulletin 79-016. 

g. IEN 84-45: "Reversed Differential Pressure Instrument Sensing Lines." 
A copy of this notice was forwarded to operation required reading, 
instrument mechanics and technical staff. 

h. TEN 84-46: "Circuit Breaker Position Verification." A review of 
procedures confirmed that they conform to suggestions in the notice. 
Additionally, after racking in a breaker, it is operated to verify 
that it closes and that the equipment works. 

i. IEN 84-47: "Environmental Qualification Tests of Electrical Terminal 
Blocks." A copy of the notice was forwarded to mechanical maintenance 
for their review and information. 

j. TEN 84-49: "Intergranular Stress Corrosion Cracking Leading to Steam 
Generator Tube Failure." Steam generator tube failures not applicable 
to Quad-Cities. 

k. TEN 84-50: "Clarification of Scope of Quality Assurance Programs for 
Transport Packages Pursuant to 10 CFR 50, Appendix B." The corporate 

quality assurance (OA) manual addresses the QA of shipments. This 
notice has been forwarded to QA, Rad/Chem supervisor, and to Operations. 

1. 	IEN 84-51: "Independent Verification." A copy of this notice was 
given to training and placed on the required reading list. 

m. 	IEN 84-52: "Inadequate Material Procurement Controls on the Part of 
Licensees and Vendors." A copy of the notice was given to technical 
staff and QA for their review and information. 
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n. IEN 84-53: "Information Concerning the Use of Locktite 242 and 
Other Anaerobic Adhesive/Sealants." Locktite 242 is not used at 
Quad-Cities in this application. 

o. IEN 84-54: "Deficiencies in Design Base Documentation and Calculations 
Supporting Nuclear Power Plant Design." Station engineering has 
reviewed this. In addition, copies have been routed to Quality Control 
and technical staff for information. 

P. 
	

IEN 84-55: 'Seal Table Leaks at PWRs." This notice is not applicable 
to Quad-Cities. 

q. IEN 84-56: "Respirator Users Notice for Certain 5-Minute Emergency 
Escape Self-Contained Breathing Apparatus." Quad-Cities does not use 
the Robert Shaw RAM-5 respirator. A copy of the notice was sent to 
the Rad-Chem supervisor for information. 

r. TEN 84-58: "Inadvertent Defeat of Safety Function Caused by Human 
Error Involving Wrong Unit, Wrong Train, or Wrong System." Quad-Cities 
has used separate unit keys where applicable and color-coded paperwork 
to help minimize these types of errors. Additionally, this topic is 
periodically brought up at various meetings to re-emphasize its 
importance. A copy of the notice was sent to Operations and Main-
tenance. 

s. IEN 84-62: "Therapy Misadministrations to Patients Undergoing Cobalt-60 
Teletherapy Treatments." Not applicable to Quad-Cities. 

t. IEN 84-66: "Undetected Unavailability of the Turbine-Driven Auxiliary 
Feedwater Train." Not applicable to Quad-Cities. 

No items of noncompliance or deviations were identified in this area. 

9. 	Reactor Scrams  

a. 	Unit 1  

(-0 On August 8, 1984, while in cold shutdown for a refueling outage, 
the unit experienced a spurious reactor scram, group 2 and 3 
isolation, and emergency core cooling system (ECCS) initiation 
due to personnel error by instrument technicians. RHR and core 
spray were secured and vessel level returned to normal. All 
systems responded as required. 

(ii) On August 25, 1984, the unit experienced an APRM Hi-Hi reactor 
scram from approximately 70 percent power. The cause of the scram 
was an electrical fault in the electrohydraulic control (EHC) 
system, making the bypass valves open rapidly and the control 
valves to respond by shutting. The resultant pressure spike 
caused the scram. A high vessel level turbine trip also resulted. 
All other systems functioned normally and no ECCS systems initiated. 
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During the subsequent shutdown, three spurious low vessel level 
scrams occurred due to a fault in the new GEMAC system. 

Following repairs to the GEMAC and EHC systems and a drywell 

entry to determine the cause of high temperatures on the Target-
rock relief valve, the unit was returned to power on August 26, 
1984. All systems performed normally on the startup, except IRM 

No. 14 which became stuck in the core due to mechanical problems. 

These problems were subsequently corrected. 

(iii) While at power, on August 28, 1984, the unit was scrammed due to 
personnel error. While restoring main steam line flow instru-

mentation following surveillance, the instrument technician per-
forming the surveillance inadvertently initiated a pressure 
transient within the instrumentation line. This caused all main 
steam line flow monitors to sense excess flow and this resulted 
in the scram. 

No ECCS systems were actuated and the unit was returned to power 
later the same day. 

No items of noncompliance or deviations were identified. However, the 
incidence of two spurious scrams, due to personnel errors on the part of 
instrument technicians, is an item of concern. The licensee is currently 
subject to a Regulatory Improvement Program (RIP), the purpose of which is, 
in part, to reduce personnel errors. The progress of this program is still 
under review by Region III and will be documented in subsequent reports. 

The licensee acknowledged the inspectors concerns and reiterated their 
intentions to attain error-free operation. 

10. Procedures  

For the procedures listed below, the inspector verified that they were in 
accordance with technical specifications, and changes were made to reflect 
both licensee revisions and NRC requirements. 

QAP 300-2, Rev. 12 	Conduct of shift operations 

QAP 300-5, Rev. 4 	Shift change for shift control room engineer/shift 
technical advisor 

QIP 730-2, Rev. 3 

QIS 16-1, Rev. 3 

QIS 16-2, Rev. 5 

QMS 700-2, Rev. 11 

TIP ball valve removal, repair, and installation 

HPCI steam line high flow calibration 

HPCI steam line high flow functional Test 

LPCI and containment cooling modes of RHRS logic 
test 
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QUA 900-8-E, Rev. 9 	901-8(902-8) Row E Annunciator Procedures 

QOP 202-5, Rev. 10 	Recirculation system shutdown of one pump to hot 
standby 

QOS 1100-51, Rev. 3 	Standby liquid control system demineralized water 
recycle and flow rate meter accuracy test data 
sheet operating cycle 

00S 1100-S3, Rev. 2 	Standby liquid control system demin water recycle 
test data sheet with flow indicator 

OCS 1300-3, Rev. 2 	RCIC motor operated valve operability test 

00S 1000-2, Rev. 9 	Residual heat removal system (RHRS) pump opera- 
bility 

QOS 1000-4, Rev. 11 	RHR service water pump flow rate testing 

QOS 1000-S2, Rev. 4 	RHR and RHR service water pump operability data 
sheet 

QOS 1000-54, Rev. 9 	RHR service water pump flowrate testing data sheet 

QTS 110-1, Rev. 10 	Unit 1 emergency core cooling system simulated 
automatic actuation and diesel generators auto-
start surveillance 

QTS 110-3, Rev. 10 
	

Unit 2 emergency core cooling system simulated 
automatic actuation and diesel generators auto-
start surveillance 

SQGA-1, Rev. 2 	Loss of coolant (fast leak; large or small line 
break inside containment) 

SQGP 1-1, Rev. 3 	Normal unit startup 

SQGP 1-2, Rev. 3 	Unit startup to hot standby 

SQGP 1-3, Rev. 3 	Unit hot standby to power operation 

SQGP 1-S1, Rev. 3 	Master startup checklist 

SQGP 1-S2, Rev. 2 	Minimum startup checklist 

SQGP 2-1, Rev. 2 	Normal unit shutdown 

SQGP 2-2, Rev. 2 	Flooding the reactor vessel 

SOCA 1600-1, Rev. 2 	High drywell pressure 
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SQOA 1400-1, Rev. 2 	Core spray system automatic initiation 

SQOA 202-4, Rev; 2 	Loss of flow - single pump 

SQOA 201-6, Rev. 2 	Post-LOCA inadequate core cooling 

SQOA 010-5, Rev;  2 	Plant operation with the control room inaccessible 

No items of noncompliance or deviations were identified in this area. 

11. Review of Licensee's Monthly Performance Report  

The inspector reviewed the licensee's monthly performance reports of 
Units 1 and 2 for the month of July, 1984. 

Areas covered by the report were amendments to Technical Specifications, 
summary of corrective maintenance performed on safety related equipment, 
Licensee Event Reports, operating data tabulations, and refueling informa-
tion. The report was reviewed for compliance with Technical Specification 
6.6.A.3. 

No items of noncompliance or deviations were identified in this area. 

12. Followup Regional Requests  

Region III requested additional inspection concerning IE Bulletin 81-03, 
"Flow Blockage of Cooling Water to Safety System Components by Corbicula  
Sp.(Asiatic Clam) and Mytilus Sp.(Mussel)" in response to generic concerns 
noted in NUREG/CR-3054. 

The licensee had responded to this bulletin on May 26, 1981, February 8, 1983, 

and March 28, 1983, indicating that evidence of minor Corbicula fouling had 
occurred in some non-safety related systems but that no fouling was observed 
in any safety related system components. No provision had been made for 
biocide treatment of any systems not already so equipped; however, an inspec-

tion schedule was in place. 

The inspectors verified that inspection schedules and performance testing 
of safety system components were in accordance with the submittals noted 
above. 

Since the plant began using the Mississippi River as the heat sink instead 
of the spray canals, inspections have shown a reduced incidence of Corbicula. 
Also, the licensee has applied with the EPA to use Bromine in addition to 
Hypochlorite in their biocide applications to provide better treatment of 
Corbicula. 

It appears that inspection schedules and performance testing of safety system 
components are performed frequently enough to detect and prevent flow blockage 
by Corbicula and that planned biocide applications are adequate for Corbicula  
control. However, the licensee is exploring other methods such as heat to 
control Corbicula infestation. 

No items of noncompliance or deviations were identified in this area. 
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13. Followup on Headquarters Request  

On August 12, 1984, the reactor vessel cavity seal failed at the Haddam 
Neck Nuclear Station, draining approximately 100,000 gallons of water into 
the containment. Inspection and Enforcement (I & E) Headquarters requested 
the resident inspectors to review the event for applicability to Quad-Cities. 

The cavity seal at Ouad-Cities is a metal boot seal utilizing manways for 
access to the drywell. This seal was part of the original design of the 
station and is not comparable to the seal used at Haddam Neck. No failures 
of this seal have been experienced at Quad-Cities. However, should the seal 
fail for any reason, sufficient water will remain to cover any fuel in the 
vessel and the fuel storage pool by design. Further, should a fuel bundle 
be raised in transit from vessel to pool, it is believed that sufficient 
time will exist to return the fuel bundle to a safe position (approximately 
five minutes) before the cavity is completely drained (approximately 20 
minutes in the case of Haddam Neck). This issue is still under review by 
I & E Headquarters for any generic implications and as a possible unreviewed 
safety issue. 

No items of noncompliance or deviations were identified in this area. 

14. Independent Inspection Effort  

a. On August 24, 1984, Salem Nuclear Station reported unqualified gages 
on personnel air locks supplied by Chicago Bridge and Iron Company 
(CB&I)and the degradation of containment integrity as a result. While 
the personnel air locks at Quad-Cities are manufactured by CBE, the 
gages have never been used and their lines are blank flanged. 

b. On August 27, 1984, Browns Ferry Nuclear Station reported that solenoid 
air actuators supplied by ASCO Solenoid Company was installed with 
reversed air ports during an overhaul prior to their December 1983 
startup. Onsite review at Quad-Cities showed that these solenoids 
were in use at the station, but that receipt inspections by Quality 
Control personnel and bench testing by instrument technicians eliminated 
the possibility of this occurrence at Quad-Cities Station. 

15. Emergency Preparedness Exercise  

On August 28, 1984, Quad-Cities Station participated in the annual Emergency 
Preparedness Exercise. All state, county, and local emergency response 
agencies participated. This was the first nighttime drill for Quad-Cities 
Station and the State of Iowa and Illinois. The resident inspectors were 
onsite during portions of the exercise. A full report on the exercise is 
contained in inspection reports 254/84-09 and 265-84-08. 

16. Open Items  

Open items are matters which have been discussed with the licensee, which 
will be reviewed further by the inspector, and which involve some action 
on the part of the NRC or licensee or both. An open item disclosed during 
the inspection is discussed in Paragraph 3. 
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17. Exit Interview  

The inspector met with licensee representatives (denoted in Paragraph 1) 
throuohout the month and at the conclusion of the inspection on September 5, 
1984, and summarized the scope and findings of the inspection activities. 
The licensee acknowledged the inspectors concerns. 
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UNITED STATES 

NUCLEAR REGULATORY COMMISSION 
REGION III 

799 ROOSEVELT ROAD 

GLEN ELLYN, ILLINOIS COI 37 

DEC 11 1g94 

Docket No. 50-254; 50-237; 50-295 
Docket No. 50-265; 50-249; 50-304 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the special safety inspection conducted by Messrs. R. Hasse, 
and W. Kropp of this office on August 15-16, 30-31, September 5-7, 11-12, 
18-21, 25-27, October 10-11, 31, November 15 and December 7, 1984, of procurement 
activities at your Corporate Office, Quad Cities, LaSalle, Zion, and Dresden 
Power Stations authorized by Operating License Nos. DPR-29, OPR-30, DPR-I9, 
DPR-25, DPR-39, DPR-48, NPF-11, and NPF-18. Our findings were discussed with 
Mr. L. DelGeorge and others of your staff at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

During this inspection, certain of your activities appeared to be in non-
compliance with NRC requirements, as specified in the enclosed Appendix. 
A written response is required. Because of the relative importance that we 
placed on those issues identified as unresolved items in the attached report, 
we request you address each of those items in your written response. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter, the enclosure(s), and 
your response to this letter will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 	
DEC 11 1934 

The responses directed by this letter (and the accompanying Notice) are 
not subject to the clearance procedures of the Office of Management and 
Budget as required by the Paperwork Reduction Act of 1980, PL 96-511. 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

R. L. Spessard, Director 
Division of Reactor Safety 

Enclosure: 
1. Appendix, Notice of 

Violation 
2. Inspection Report 

No. 50-373/84-25; 50-374/84-32; 

529_254/84-15; 50-265/84-13;) 
50-295/84-19;-50-3014/84-20 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

D. J. Scott, Station 
Superintendent 

G. J. Diederich, Station 
Superintendent 

K. L. Graesser, Station 
Superintendent 

Mayor, City of Zion 
DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 
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RIII 

j/ 
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Appendix  

NOTICE OF VIOLATION  

Commonwealth Edison Company 
Dresden, Units 2 and 3 Docket No. 50-237; 50-249 
Quad Cities, Units 1 and 2 Docket No. 50-254; 50-265 
Zion, Units 1 and 2 Docket No. 50-295; 50-304 

As a result of the inspection conducted August 15-16, 30-31; September 5-7, 
11-12, 18-21, 25-27, October 10-11, 31, November 15, and December 7, 1984, 
and in accordance with the General Policy and Procedures for NRC Enforcement 
Actions (10 CFR Part 2, Appendix C) the following violations were identified: 

A. 	10 CFR 50, Appendix 6, Criterion II, as implemented by Commonwealth 
Edison Quality Requirement 2.0, requires the QA program to be documented 
by written policies, procedures and instructions and that it be carried out 
in accordance with these policies, procedures, and instructions. 

Contrary to the above, procurement activities at Quad Cities, Dresden and 
Zion, have not been carried out in accordance with certain policies, 
procedures or instructions defined in the licensee's QA Manual. Specific 
examples are as follows: 

1. Spare parts and replacement items, equipment and components were not 
purchased to equal or better requirements than those originally 
specified as required by Quality Requirement (QR) 7.0 ("Control of 
Purchased Material, Equipment and Services"). Items not procured to 
equal or better requirements include a safety injection pump (Zion), 
3" gate valve for the RCIC turbine (Quad Cities), and discs for the 
main steam isolation valves (MSIV) (Quad Cities). 

2. Purchase orders did not require the supplier to submit their noncon-
formances which were dispositioned "use-as-is" or "repair" as required 
by QR 15.0 ("Nonconforming Materials, Parts or Components and 
Operations") and Quality Procedure (QP) 4-51 ("Procurement Document 
Control for Operations - Processing Purchase Documents"). Items 
procured in which the purchase order did not require the submittal of 
supplier's nonconformances included a safety injection pump (Zion), 3" 
date valve for the RCIC turbine (Quad Cities), and discs for the MSIV 
(Quad Cities). 

3. Purchase orders did not invoke on the supplier, the responsibility to 
review commercial grade or previously approved safety-related materials, 
parts and equipment for their suitability of application as required 
by QR 4.0 ("Procurement Document Control"). Items that were procured 
in ',Mich the review for suitability of application was not imposed on 
the supplier included an Agastat time relay (Zion), 3" ball valve 
(Zion), pressure reaulator for the diesel engine (Zion), Agastat 
auxiliary relay (Dresden), motor for the HPCI auxiliary oil pump 
(Dresden), strip chart recorders (Dresden), 175 amperage breaker 
(Quad Cities). 
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4. Purchase orders for a safety injection pump (Zion), 3" gate valve for 
the PCIC turbine (Quad Cities), and discs for the MSIV (Quad Cities), 
did not identify those records, indicative of quality, which were 
required to be submitted and the method of disposition of those 
records which the vendor retained as required by QR 4.0 
("Procurement Document Control"). Examples of records not identified 
in the purchase orders for retention by the supplier or submittal to 
the licensee included nonconformances, radiographs, weld procedures, 
and NDE procedures. 

5. Purchase orders for a safety injection pump (Zion), 3" gate valve for 
the RCIC turbine (Quad Cities), and discs for the MSIV (Quad Cities), 
did not require the submittal of special process procedures for 
evaluation as required by QR 9.0 ("Control of Special Processes"). 

This is a Severity Level IV violation (Supplement I). 

B. 	10 CFR 50, Appendix B, Criterion III, as implemented by Commonwealth 
Edison Quality Requirement 3.0, requires that safety-related parts and 
equipment be reviewed for suitability of application. 

Contrary to the above, the Region III inspector identified the following 
examples at Quad Cities and Dresden where an adequate evaluation for 
suitability of application was not performed: 

1. A breaker for the reactor protection system was installed without 
evaluating the significance of the "N" which was missing from the 
model number. The "N" identified the breaker as nuclear grade. 

2. A 40 HP Motor for the hPCI auxiliary oil pump was procured without 
an evaluation of the seismic capabilities of the motor. 

3. A 3" gate valve was procured with new technical requirements which 
were not established through a documented design change process. 

This is a Severity Level V violation (Supplement I). 

C. 	10 CFR 50, Appendix B, Criterion VII. as implemented by Commonwealth 
Edison Quality Requirement 7.0, requires measures to be established to 
ensure that purchased material, equipment, and services conform to the 
procurement documents. 

Contrary to the above, at Zion, the licensee failed to ensure that a safety 
injection pump conformed to procurement documents, in that it was received 
and accepted with the following deficiencies: 
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1. The vendor certified the pump was manufactured to his non-ASME QA 
Manual which had not been approved by Commonwealth Edison, and 

2. The radiographic reader sheets for the pump shell were not received 
with the documentation which accompanyed the shipment. 

This is a Severity Level IV violation (Supplement I). 

Pursuant to the provisions of 10 CFR 2.201, you are required to submit to this 
office within thirty days of the date of this Notice a written statement or 
explanation in reply, including for each item of noncompliance: (1) corrective 
action taken and the results achieved; (2) corrective action to be taken to 
avoid further noncompliance; and (3) the date when full compliance will be 
achieved. Consideration may be given to extending your response time for good 
cause shown. 

Wid?  

Dated 

 

/AF70/. 

R. L. Spessard, Director 
Division of Reactor Safety 

 



U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Report No. 50-373/84-25; 50-374/84-32 
50-237/84-15; 50-249/84-14 
50-254/84-15; 50-265/84-13 
50-295/84-19; 50-304/84-20 

Docket No. 50-254; 50-265; License No. DPR-29; DPR-30; 
50-373; 50-374 License No. DPR-19; DPR-25; 
50-237; 50-249 License No. NPF-11; NPF-18; 
50-295; 50-304 License No. DPR-39; DPR-48 

Licensee: Commonwealth Edison Company 
P. O. Box 767 
Chicago, 	IL 60690 

Facility Names: Quad Cities Nuclear Power Station, Units I & 2 
LaSalle County Power Station, Units 1 & 2 
Zion Power Station, Units 1 & 2 
Dresden Power Station, Units 2 & 3 

Inspection At: Cordova, Illinois; Seneca, Illinois; Zion, Illinois; 
Morris, Illinois; Chicago, Illinois; Ambridge, Pennsylvania; 
and Glen Ellyn, Illinois 

Inspection Conducted: Seneca, IL on September 19-20, 1984 
Morris, II on August 15-16, September 5-7, 18-19, 1984 
Zion, IL on September 25-27, and October 10, 1984 
Cordova, IL on September 11-12, 20-21, 1984 
Chicago, IL on August 30-31, September 5 and 18, and 

October 10-11, 1984 
Glen Ellyn, IL on October 31, 1984 
Ambridge, Pennsylvania on November 15, 1984 

Inspectors: R. A. Masse 

Date 
v.& 

. J. Kropp 

    

\ - y 

    

Date 

     

     

     

Approved By: F. C. Nawkin , Chief 
Quality Assurance Programs Section 

 

Date 

Inspection Summary  

Inspection on August 15-16, 30-31, September 5-7, 11-12, 18-21, 25-27  
October 10-11, 31, November 15, and December 7, 1984 (Report No. 50-373/84-25;  
50-374/84-32;50-237/84-15; 50-249/84-14; 50-254/84-15; 50-265/84-13;  
50-295/84-19 and 50-304/84-20(DRS))  



Areas Inspected: Special announced inspection of the QA program in the area of 
procurement and action on previous inspection findings. The inspection involved 
225 inspector-hours onsite by two NRC inspectors. 
Results: Three items of noncompliance were identified in the area of procurement - 
Criterion II (failure to implement the procurement QA program) paragraph 3.b.(2); 
Criterion III (failure to adequately evaluate procured items to verify their 
suitability of application) paragraph 3.d.; and Criterion VII (failure to perform 
adequate receipt inspection) paragraph 3.e.. Of the four previous inspection 
findings reviewed, three were closed. 
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DETAILS 

	

1. 	Persons Contacted  

Commonwealth Edison Company (CECo)  

*J. Abel, Manager, SNED 
*W. Shewski, Manager, Quality Assurance 
*B. Stephenson, Manager, Production 

**L. DelGeorge, Assistant Vice President 
**D. Farrar, Director of Nuclear Licensing 
*B. Rybak, Licensing 
*J. Bitel, Director, Quality Assurance, Operations 
*R. Box, Assistant Superintendent, Maintenance (Quad Cities) 
*H. Studtmann, General Supervisor, Quality Assurance 
*K. Kofron, Assistant Superintendent, Maintenance (Zion) 
*G. Marcus, Director, Quality Assurance, Engineering and Construction 
*R. Zentner, Assistant Superintendent, Maintenance (Dresden) 
*E. Eenigenberg, Manager, Maintenance (Dresden) 
R. Bishop, Superintendent, Technical Staff (LaSalle) 
J. Land, Quality Control (LaSalle) 
A. Ochert, Assistant Superintendent, Technical Staff (Zion) 
J. Brunner, Technical Staff Supervisor (Dresden) 
J. Doyle, QC Supervisor (Dresden) 

Crane Valve Company (Ambridge, PA)  

J. Cardinale, Plant Manager 

U.S. Nuclear Regulatory Commission (NRC)  

*R. L. Spessard, Director, Division of Reactor Safety 
**W. S. Little, Chief, Operations Branch 

J. Milhoan, Chief, Licensing Section, QA Branch, 1&E 
*N. Chrissotimos, Chief, Project Section 26 
**F. Hawkins, Chief, Quality Assurance Programs Section 

M. Jordan, Senior Resident Inspector (LaSalle) 
M. Holzmer, Senior Resident Inspector (Zion) 
T. Tongue, Senior Resident Inspector (Dresden) 
A. Madison, Senior Resident Inspector (Quad Cities) 

The inspectors contacted other licensee personnel as a matter of routine. 

*Denotes those persons in attendance at the exit meeting held at the 
conclusion of the inspection on October 31, 1984. 
**Denotes those persons participating in the exit conducted on December 7, 
1984, in the Region III office. 

	

2. 	Action on Previous Inspection Findings  

a. 	(Closed) Noncompliance (237/83-17-01): Failure to properly classify 
and control torus-to-drywell vacuum breaker seals at Dresden Unit 2. 
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The seals have been properly classified as safety-related. The 
licensee has implemented a classification review system at all 
operating sites for all nonsafety-related parts used in safety-related 
systems/components. The inspector was satisfied that this system 
will ensure the proper classification of parts used in safety-related 
systems/components. 

b. (Open) Unresolved item (237/83-17-02): Qualification of the torus-
to-drywell vacuum breaker seals to function during a design basis 
accident (DBA) condition. The licensee has completed the qualifi-
cation testing of these seals. This item will remain open pending 
the completion of the NRC review of the qualification report. 

c. (Closed) Unresolved item (237/83-17-03): Adequacy of specifications 
in procurement documents to ensure that spare/replacement parts ordered 
from the original equipment suppliers are equivalent or superior to 
the originally installed components. This item has been closed and 
upgraded to an item of noncompliance. Details are documented in 
paragraph 3.b.(2) of this report. 

d. (Closed) Unresolved item (237/83-17-04): Potential for the misclass-
ification of parts used in safety-related systems by using the generic 
parts classification list. The classification review system discussed 
previously in paragraph 2.a. applies to all nonsafety-related parts 
used in safety-related systems/components. The inspector was satisfied 
that this review system will prevent the misclassification of parts in 
specific applications through the use of the generic parts classification 
list. 

3. 	Results of Inspection  

This inspection was conducted as a result of several procurement related 
problems noted at CECo operating plants. Specifically, these were the 
torus-to-drywall vacuum breaker seal problem at Dresden (Report No. 
50-237/83-17), the Ardillo valve sleeve problem at Quad Cities (Report No. 
50-254/82-16; 50-265/82-18) and the Elcen pipe support problem at Quad 
Cities (Report No. 50-254/83-32; 50-265/83-32). Of particular concern 
was an unresolved item resulting from the Dresden vacuum breaker seal 
inspection. The item dealt with the adequacy of the specifications which 
were referenced in procurement documents for spare/replacement parts 
(reference paragraph 2.c. of this report). 

The inspection consisted of a review of the licensee's QA program relating 
to procurement and a review of purchase documents initiated by both the 
Station Nuclear Engineering Department (SNED) and the operating sites. The 
results of this inspection in two specific areas require Commonwealth Edison's 
immediate attention to preclude any possibility of hardware problems due to 
programmatic weaknesses. These areas concern the dedication process of items 
procured as off-the-shelf (commercial grade) and the establishment of the 
method that will be used to accept all types of safety-related items/services. 

The classification of a procured item/service as commercial grade is 
secondary to the process which is implemented to ensure that the procured 
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item is qualified for its intended application (dedication process). It 
is an important aspect of the procurement process which must be well 
documented, technically sound, and adequately controled. Commonwealth 
Edison must ensure that this dedication process for commercial grade items 
is satisfactory to preclude the installation and use of unqualified items. 

ANSI N45.2.13-1976 provides specific guidelines which describe the different 
acceptance methods (i.e., source inspection, receiving inspection, 
certificate of conformance, and post installation testing) and when each 
should be used. It appears from this inspection that Commonwealth Edison 
makes almost exclusive use of the receipt inspection and certificate of 
conformance techniques as the methods for accepting procured items for 
operating plants. These methods alone are not adequate to ensure the 
acceptability of all procured items under all circumstances. There appears 
to be a need for Commonwealth Edison to re-evaluate its QA program in this 
area, and if necessary, provide programmatic controls to ensure that adequate 
acceptance methods are employed; especially for those suppliers who have 
an inadequate or no QA program. 

a. 	Procurement Program Review  

The inspectors reviewed the licensee's procurement QA program to verify 
compliance with regulatory requirements, codes, standards and commitments 
specified in the FSAR for each facility. 

(I) Documents Reviewed  
(a) Corporate QA Manual  

1 	Quality Requirement (QR) 4.0, "Procurement Document 
Control", September 7, 1984. 

2 	QR 7.0, "Control of Purchased Material, Equipment and 
Service", September 7, 1984. 

3 	Quality Procedure (QP) 4-1, "Request for Bid, Proposal 
Evaluation and Recommendation". 

4 	QP 4-51, "Procurement Document Control for Operations - 
Processing Purchase Documents," October 5, 1984. 

5 	QP 7-1, "Control of Procured Material and Equipment - 
Receiving Inspection", June 26, 1984. 

6 	QP 7-51, "Control of Purchased Materials, Equipment and 
Services for Operations - Supplier Evaluation", September 7, 
1984. 

7 	QP 7-52, "Control of Purchased Material, Equipment, and 
Services for Operations - Source Inspection", June 4, 1982. 

8 	QP 10-54, "Inspection for Operations - Receiving 
Inspection", May 4, 1984. 

9 	QP 4-2, "Evaulation of Contractors QA Program', October 5, 
1984. 

(b) Station Documents  

1 	Dresden Administrative Procedure (DAP) 11-6, "Request for 
Purchase and Receiving Inspection Guidelines", Revision O. 



	

2 	Zion Administrative Procedure (ZAP) 4-51-1, "Establishing 
Quality Requirements for Request for Purchase and Requisition 
Cards", Revision 2. 

	

3 	ZAP 13-52-1, "Packaging, Shipping, Receiving, Storage, and 
Handling of Quality Assured Items for Zion Station", Revision 7. 

	

4 	LaSalle Administrative Procedure (LAP)500-2, "Purchase 
Requisitions" Revision 6. 

	

5 	LAP 500-3, "Procurement Document Control", Revision 2. 

	

Z- 	LAP 500-4, "Receiving Inspection", Revision 5. 

	

7 	LAP 500-7, "Request for Purchase", Revision 6. 
• Station Quality Assurance Manual (SQAM), Section 3.0, 

"Procurement Control", May 4, 1984. 

	

9 	QAP 600-1, "Request for Purchase, Requisition Card 
and Purchase Requisition", Revision 15. 

	

10 	OP 600-4, "Technical Evaluation of Replacement Parts," 
Revision 3. 

	

11 	QAP 900-2, "Quality Receipt Inspection," Revision 5. 

(c) Station Nuclear Engineering Department Documents  

	

1 	Q.25, "Contractor's/Vendor's QA Program for Award of a 
- Specification", Revision 7. 

	

2 	Q.28, "Purchase and Change Order Requisition", Revision 9. 
• Q.36, "Vendor Surveys", Revision 3. 

	

it 	Q.41, "Technical Evaluation of Vendors", Revision O. 

(2) Results of Review  

Commonwealth Edison corporate procedure QP 4-51 permits the 
procurement of safety-related parts, items, components and 
equipment from suppliers who do not have a QA Program, providing 
the original item (which is being replaced) was purchased in 
the same manner. The procedure also permits the procurement of 
items from suppliers who are not on the Approved Bidders List (ABL) 
because they no longer maintain an acceptable QA program. 
Procurements of safety-related items from both types of suppliers 
are required to meet specified criteria, as defined in the licensee's 
procurement QA procedures. These criteria are as follows: 

(a) the item is procured "like for like" relative to the item 
it is replacing; 

(b) the original equipment manufacturer (OEM) is the 
supplier of the item being procured; and 

(c) an evaluation is conducted to ensure that interfaces, 
interchangeability, safety, fit, and function are not 
adversely affected or contrary to applicable regulatory 
or code requirements. 

These three criteria are not sufficient to ensure that items which 
are not simple in design (i.e., RHR pump, MSIV etc.) are of 
acceptable quality when they are supplied by a vendor having 
either an inadequate or no QA program. The licensee's QA program 
does not address the additional controls which are necessary to 



accept the quality of complex items which are supplied by this 
type of supplier. This matter is considered unresolved pending 
further review (373/84-25-01; 374/84-32-01; 237/84-15-01; 
249/84-14-01; 254/84-15-01; 265/84-13-01; 295/84-19-01; 304/84-20-01). 

Commonwealth Edison corporate procedures QR 4.0 and 7.0 describe 
three methods which can be used to accept safety-related items 
from approved suppliers; namely, certificates of conformance, 
source inspection, and receipt inspection. The procedures do not 
provide definitive guidance relative to the use of each. ANSI 
N45.2.13-1976 provides specific requirements regarding this issue. 
This matter is considered unresolved pending further review 
(373/84-25-02; 374/84-32-02; 237/84-15-02; 249/84-14-02; 
254/84-15-02; 265/84-13-02; 295/84-19-02; 304/84-20-02). 

Commonwealth Edison corporate procedure QP 4-51 states that the 
procurement of pipe, valves and pipe fittings may be treated as 
commercial grade when (1) the item is a "like for like" replacement 
or (2) special safety-related considerations (seismic, radiation, 
LOCA, environmental, etc.) are not required as part of the pro-
curement. Strict interpretation of this statement could result 
in the procurement of valves and piping as commercial grade because 
they are "like for like", even though they do not meet the definition 
of commercial grade in 10 CFR 21. No evidence of this practice was 
identified during this inspection. This is considered an unresolved 
item pending verification whether such items are procured commercial 
grade (373/84-25-03; 374/84-32-03; 237/84-15-03; 249/84-14-03; 
254/84-15-03; 265/84-13-03; 295/84-19-03; 304/84-20-03). 

At present, a review is underway at Commonwealth Edison operating 
plants to ensure proper classification of spare/replacement parts 
which are procured nonsafety-related and then used in safety-related 
components. An inspection of this process at LaSalle indicated 
that many parts are being reclassified from nonsafety-related to 
either "safety-related" or "safety-related commercial grade". In 
each of the five reclassifications reviewed, the status of existing 
parts were upgraded based on (1) part number verification (like-
for-like) and (2) an assessment of the part condition. This 
approach is acceptable for items which are simple in design, 
manufactured with proven processes, or will be subjected to testing 
for acceptability after receipt. For all other items, an evaluation 
should be conducted to determine those technical and quality 
requirements which are critical to the application of the item. 
This matter is considered unresolved pending further review 
(373/84-25-04; 374/84-32-04; 237/84-15-04; 249/84-14-04; 
254/84-15-04; 265/84-13-04; 295/84-19-04; 304/84-20-04). 

The licensee's QA program provides a definition of commercial 
grade items which is compatible with that in 10 CFR 21; 
however, neither the QA program nor the implementing procedures 
address the dedication process for an item which is procured and 
received as commercial grade. 



An example where this lack of prescriptiveness lead to the 
installation of an item of indeterminate quality, is documented 
in the following text. An Agastat auxiliary relay (P.O. 283250) 
was procured as a commercial grade item based on a product 
specification (EGP, dated December 1, 1981) furnished by the 
supplier. Licensee personnel stated that the engineer who was 
responsible for the procurement of the relay had reviewed the 
product specification, but the review was not documented. A 
review of the product specification by the NRC inspector revealed 
that the relay was mounted on a rigid test fixture by the 
manufacturer for seismic qualification testing. The data documented 
in the product specification does not apply to relays mounted on 
switch boards, panels or any structure. The relays have been 
installed at Dresden. There is no objective evidence that the 
responsible engineer had evaluated the relay's seismic qualfication 
for suitability of application at the time it was dedicated for 
safety-related use. The inspector is concerned about (1) the 
general lack of prescriptiveness with regard to the dedication 
process of commercially procured items and (2) the lack of objective 
evidence to support the Agastat relay's seismic characteristics 
for suitability of application. Pending further review, this matter 
is considered an unresolved item (373/84-25-05; 374/84-32-05; 
237/84-15-05; 249/84-14-05; 254/84-15-05; 265/84-13-05; 
295/84-19-05; 304/84-20-05). 

Commonwealth Edison corporate procedure QP 4-51, (Attachment 
A), and 10 CFR 21, define a commercial grade item as an item 
that is (1) not subject to design or specification requirements 
that are unique to nuclear facilities and (2) used in applications 
other than nuclear facilities and (3) can be ordered from the 
manufacturer on the basis of specifications set forth in a catalog. 
The following three safety-related commercial grade purchase orders 
were issued for items which are subject to design and specification 
requirements unique to nuclear facilities: 

1 	PO 290566 - Motor for HPCI auxiliary oil pump which 
required seismic qualifications. 

2 	PO 266308 - Recorders for suppression pool temperature 
monitoring which required seismic and environmental 
qualifications to IEEE 344 and IEEE 323. 

3 	PO 501632 - 175 amperage breaker which required seismic 
and environmental qualification to IEEE 344 and IEEE 323. 

Although other purchase orders which were reviewed were properly 
classified, the inspector is concerned if the classifications are 
always accomplished in a consistent manner. This matter is 
considered an unresolved item pending further review (373/84-25-06; 
374/84-32-06; 237/84-15-06; 249/84-14-06; 254/84-15-06; 265/84-13-06; 
295/84-19-06; 304/84-20-06). 

b. 	Procurement Program Implementation  

Verification of the procurement program's implementation consisted of 
a review of 31 safety-related purchase orders. The review was conducted 
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to verify compliance with the licensee's QA program and regulatory 

requirements. 

(1) Purchase Orders Reviewed  

(a) Purchase Order (PO) 269415, Discs and Stems for MSIV's - 
June, 1984 (Quad Citites) 

(b) PO 288585, 3" - 1500 lb. Gate Valve (RCIC Turbine) - May, 1984 
(Quad Cities) 

(c) PO 501632, 175A Breaker - April, 1984 (Quad Cities) 

(d) PO 266308, Strip Chart Recorders for Suppression Pool 
Temperature Monitoring - July, 1982 (Dresden) 

(e) PO 290566, 40 HP Motor for HPCI Auxiliary Oil Pump - July, 
1984 (Dresden) 

(f) PO 283250, Agastat Auxiliary Relay - November, 1983 (Dresden) 

(g) PO 266652, Safety Injection Pump - September, 1982 (Zion) 

(h) PO 501912, Agastat Time Relay Relay (Zion) 

(i) PO 747647, 3-275 psig Ball Valve (Zion) 

(j) PO 742776, Pressure Regulator for Diesel Engine (Zion) 

(k) Twenty-one other safety-related purchase orders from 
Dresden, Zion, and Quad Cities. 

(2) Results of Review  

Ten of the 31 purchase orders contained one or more examples 
where the requirements of the licensee's QA program and 
applicable implementing procedures were not met. The specific 
requirements and purchase order deficiencies are as follows: 

(a) OR 7.0, Section 7.8, requires that spare or replacement 
parts be procured to equal or better requirements than 
these in the original specification. The following purchase 
orders did not meet this requirement: 

1 	PO 289415 (MSIV stems and discs) did not invoke require- 
ments which are equal to or better than those in the 
original specification (GE Specification 21A5644), in 
that the required codes, design requirements, fabrication 
requirements, and test and inspection requirements were 
not specified. 



2 	PO 266652 (safety injection pump) did not invoke 
requirements which are equal to or better than those 
in the original specification (Westinghouse Specifi-
cation 677125). The PO required the vendor to certify 
the pump to ANSI 831.1-1967. The original specification 
referenced the following codes: Standards of the 
Hydraulic Institute; ANSI 816.5; ASME Draft Code for 
Pumps and Valves for Nuclear Power, dated November 
1968; and the ASME Boiler and Pressure Vessel Code. 

3 	PO 288585 (RCIC gate valve) did not invoke requirements 
which are equal to or better than those in the original 
specification (Sargent & Lundy R-2358). A memo from 
SNED to Quad Cities (3/3/80) stated that the original 
requirements of specification R-2358 need not be fulfilled 
if the list of documentation and testing that was submited 
to SNED by Quad Cities was provided (i.e., hydrostatic 
test report; CMTR for valve body, bonnet, and disk; 
liquid penetrant test report on seat, disk and back seat; 
and magnetic particle test report on valve body.). The 
requirements which replaced the original requirements 
were inadequate, in that the required codes and standards, 
welding requirements, and NDE requirements (methods and 
acceptance) were not identified. 

(b) QR 15.0, Section 15.5; and QP 4-51 (Attachment A), require 
that the purchase order direct the manufacturer to submit 
nonconformances which are dispositioned "repair" or "use-as-is" 
to the licensee for resolution. The following purchase orders 
did not invoke this requirement: 

1. 	PO 289415 - MSIV discs and stems 
7. 	PO 266652 - safety injection pump 
3. 	PO 288585 - RC1C gate valve 

(c) OR 4.0, Section 4.1, states that the review for suitability 
of application will be imposed on vendors for commercial 
grade or previously approved safety-related materials, parts, 
and equipment. The following purchase orders did not invoke 
this requirement: 

1 	PO 501912 - Agastat time delay relay 
7 	PO 747647 - 3" ball valve 
3 	PO 742776 - pressure regulator 
W PO 283250 - Agastat auxiliary relay 
• PO 290566 - motor for auxiliary oil pump 
• PO 266308 - strip chart recorders 
7 	PO 501632 - 175 amperage breaker 

(d) QR 4.0, Section 4.4, states that procurement documents 
shall identify those records, indicative of quality, which 
are required to be submitted to the licensee and the method 
of disposition of those records which the vendor retains. 
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The following purchase orders did not identify the disposition 
of all records which are indicative of quality (e.g., radio-
graphs, NDE procedures, nonconformances, weld material reports, 
etc.): 

1 	PO 266652 - safety injection pump 
7 	PO 288585 - 3" gate valve 

PO 289415 - MSIV's discs and stems 

(e) QR 9.0, Section 9.2, states that contractor and vendor 
process control procedures will be submitted to 
Commonwealth Edison for review and evaluation. The 
following purchase orders do not require the submittal of 
process procedures: 

1 	PO 289415 - MSIV discs and stems. 
7 	PO 288585 - 3" gate valve 

PO 266652 - safety injection pump 

These failures (a) through (e) to accomplish procurement 
activities in accordance with documented procedures are 
considered to be an item of noncompliance with 10 CFR 50, 
Appendix B, Criterion II (373/84-25-07; 374/84-32-07; 
237/84-15-07; 249/84-14-07; 254/84-15-07; 265/84-13-07; 
295/84-19-07; 304/84-20-07). 

c. 	Procurement of MSIV Discs and Stems  

Purchase order 289415 (MSIV discs and stems) did not explicitly 
invoke requirements which are equal to or better than those in 
the original specification. Licensee personnel stated that they 
believed the drawings referenced in the purchase order adequately 
referenced the original requirements. On November 15, 1984, the 
NRC inspectors visited Crane Valve Company in Ambridge, PA to 
determine if the valves were manufactured to requirements which 
are equal to or better than those in the original specification. 
The following observations were made: 

(1) The manufacturer could not identify the drawing referenced 
in the purchase order for the discs (Drawing No. C4063). 
The plant manager noted that in the past, the valve discs 
were manufactured from a single casting. The current 
design consists of two pieces; a casting and a guide tube. 
The inspectors were unable to verify the original design. 

(2) The weld connecting the guide tube to the disc base 
is approximately one inch in depth and width. No NDE 
or visual weld inspection is performed on the weld. The 
importance of the integrity of the weld to valve performance 
could not be determined. 
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(3) The radiographic acceptance criteria was not the same as 
provided for in the original specification. It was not 
evident that the new criteria was evaluated to determine 
if it was equal to or better than the original requirements. 

(4) Due to the lack of documentation, the inspectors were unable 
to verify the welding procedures which were used to 
manufacture the disc. 

These four issues are considered unresolved pending further 
evaluation (254/84-15-08; 265/84-13-08). 

d. 	Technical Reviews for Suitability of Application  

Purchase orders were reviewed to verify that adequate technical 
reviews are being performed at various states of the procurement 
process. The following observations were made: 

(1) PO 501632 was issued for a 175 amperage safety-related 
breaker (TFJ 236175 WLN) at Quad Citites. The breaker 
that was received and installed was verified to be model 
TFJ 236175 WL. No evaluation was performed relative to 
the missing "N" in the model number. The "N" meant 
nuclear grade and that the breaker was qualified to 
IEEE 323 and IEEE 344. 

(2) PO 290566 was issued at Dresden for a safety-related 40 HP motor 
for the HPCI auxiliary oil pump. The vendor proposed to 
substitute a motor with an aluminum frame in lieu of the original 
cast iron frame. The proposed motor was also dimensionally different 
from the original. The proposal was accepted without an evaluation 
of the seismic requirements which are specified in the original 
specification. 

(3) PO 288585 was issued at Quad Cities for a 3" gate valve. The 
purchase order did not invoke requirements equal to or better 
than those in the original specification. In order to permit the 
use of this valve, SNED performed an evaluation which was not 
accomplished in accordance with the documented design change 
process. 

These failures (1) through (3) to perform an adequate evaluation to 
determine suitability of application are considered to be an item of 
noncompliance with 10 CFR 50, Appendix ES, Criterion III (237/84-15-08; 
249/84-14-08; 254/84-15-09; 265/84-13-09). 

e. 	Receipt of Safety Injection Pump  

The documentation associated with the safety injection pump, purchased 
at Zion (PO 266652), was reviewed by the NRC inspector. The following 
observations were made: 
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(1) The purchase order stated that the vendor was to certify that 
the pump was manufactured to his currently approved QA program. 
Commonwealth Edison had approved the vendor's ASME QA manual. 
The vendor certified on the certificate of conformance that the 
pump was manufactured to the non-ASME QA manual, which is not 
approved by Commonwealth Edison. 

(2) The purchase order required that the vendor submit the results of 
all nondestructive examinations to Commonwealth Edison. The pump 
was accepted with no radiographic reader sheets for the pump 
shell. 

These failures (I) and (2) to ensure that the safety injection pump met 
the procurement document requirements are considered to be an item of 
noncompliance with 10 CFR 50, Appendix B, Criterion VII (295/84-19-08; 
304/84-20-08). 

4. Unresolved Items  

Unresolved items are matters about which more information is required in 
order to ascertain whether they are acceptable items, items of noncompliance, 
or deviations. Unresolved items disclosed during the inspection are dis-
cussed in Paragraphs 3.a.(2) and 3.c. 

5. Exit Interviews  

The inspectors met with licensee representatives (denoted in Paragraph 1) 
on October 31, and December 7, 1984. The purpose, scope, and findings of 
the inspection were discussed. 
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OCT 1 7 1984 
Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Messrs. A. L. Madison, 
A. D. Morrongiello, 3. C. 6jorgen, and C. D. Anderson of this office on 
September 6 through October 6, 1984, of activities at Quad Cities Nuclear Power 
Station, Units 1 and ?, authorized by NRC Operating Licenses No. DPR-29 and 
No. DPR-30, and to the discussion of our findings with Mr. N. J. Kalivianakis 
at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 
	

OCT 1 7 1984 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

"Original signed .by W. D. Shaer" 

W. D. Shafer, Chief 
Reactor Projects Branch 2 

Enclosure: Inspection Report 
No. 50-254/84-16(DRP); 
No. 50-265/84-14(DRP) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

RIII 

Iissotimosibl 
10/17/84 



U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/84-16(DRP); 50-265/84-14(DRP) 

Dockets No. 50-254; 50-265 	License Nos. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: September 6 through October 6, 1984 

Inspectors: A. L. Madison 

A. D. Morrongiello 

J. C. Bjorgen 

C. D. A erson 

Approved by: N. J./ s ofrmos, Chief 
Dat/el? 17-  " Proje ts Section 2C 

Inspection Summary  

Inspection on September 6 through October 6, 1984 (Reports No. 50-254/84-16(DRP);  
50-265/84-14(DRP))  
Areas Inspected: Routine, unannounced inspection by the resident inspectors of 
operations; radiological controls; maintenance/modifications; surveillance; fire 
protection; emergency preparedness; security, quality assurance; quality control; 
administration; procedures; routine and non-routine reports; and independent 
inspection. The inspection involved a total of 210 inspector-hours onsite by 
four NRC inspectors including 42 inspector-hours onsite during offshifts. 
Results: No items of noncompliance or deviations were identified. 



DETAILS  

1. Persons Contacted  

*N. Kalivianakis, Superintendent 
T. Tamlyn, Assistant Superintendeht for Operations 
D. Bax, Assistant Superintendent for Maintenance 

*L. Gerner, Assistant Superintendent for Administration 
*D. Gibson, Quality Assurance Supervisor 
G. Spedl, Technical Staff Supervisor 
R. Roby, Senior Operating Engineer 

The inspector also interviewed several other licensee employees, including 
shift engineers and foremen, reactor operators, technical staff personnel 
and quality control personnel. 

*Denotes those present at the exit interview on October 5, 1984. 

2. Routine Inspection  

The resident inspectors, through 4irect observation, discussions with 
licensee personnel, and review of/applicable records and logs, examined 
the areas stated in the inspection summary. The items contained in the 
enclosure were considered during this review. 

Further, additional observations were made in the following areas: 

a. Plant Operations  

Units 1 and 2 were in operation at the beginning of the report period 
and, except for minor reductions in power to accommodate testing and 
load dispatcher requests, remained at full power the duration of the 
report period. 

During plant tours of Units 1 and 2, the inspectors walked down the 
accessible portions of the residual heat removal systems to verify 
operability. 

b. Radiological Controls  

The Radiation/Chemistry Department has instituted a new policy 
regarding people who repeatedly become contaminated. These people 
will be watched by health physics personnel to determine why they get 
contaminated and to provide instruction to prevent further occurrences. 
The policy became effective September 1, 1984. 

c. Maintenance  

Portions of the following maintenance activities were observed/reviewed: 
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Unit 1  

Repairs to 16 reactor feed pump 

Unit 2  

Repairs to condensate/condensate booster pumps 
Repairs to 26 Reactor Protection System Motor Generator set 
Repairs to 2 Emergency diesel generator air compressor 

d. Surveillance  

Portions of the following surveillance activities were observed/reviewed: 

Monthly surveillance on Unit 1, Unit 2, and the 1/2 emergency diesel 
generators 

Determination and setting of recirculation pump limits 

e. Licensee Event Reports Followup  

Unit 1  

(i) (Closed) RO 84-02, dated March 7, 1984, leak rate from all valves 
and penetrations in excess of Technical Specifications. 

(ii) (Closed) RO 84-13, dated August 8, 1984, reactor scram and ECCS 
initiation from false signal (details in Reports 50-254/84-14(DRP); 
50-265/84-16(DRP). 

(iii)(Closed) RO 84-15, dated August 25, 1984, reactor scram due to 
dirty electrical contacts (details in Reports 50-254/84-14(DRP); 
50-265/84-16(DRP). 

(iv) (Closed) RO 84-16, dated August 28, 1984, reactor scram due to 
spurious main steam line high flow signal (details in Reports 
50-254/84-14(DRP); 50-265/84-16(DRP). 

(v) RO 84-17, dated August 16, 1984, steam jet air ejector valves 
incorrectly installed. This incident has been referred to the 
Division of Reactor Safety for inclusion in their review of design 
changes/modifications and as such, will remain open pending comple-
tion of this review. 

Unit 2  

(i) RO 84-07, dated June 10, 1984, Unit scram caused by No. 4 turbine 
control valve fast closure. This revision confirms the suppositions 
of the first report and updates the equipment status. This item 
will remain open pending completion of the planned modification. 
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3. 	Independent Inspection  

a. Failure of anti-cavitation devices in residual heat removal service 
water heat exchanger outlet valves was reported by the Office for 
Analysis and Evaluation of Operational Data. A review of equipment 
determined that these devices were not in use at Quad Cities Station. 
Appropriate site personnel were notified of this potential problem. 

b. On August 31, 1984, Robinson Unit 2 reported problems experienced with 
test switches purchased from REES, Inc. A review of parts and equip-
ment determined that these switches are not in use at Quad Cities. 
Appropriate site personnel were notified of this potential problem. 

	

4. 	Exit Interview  

The inspector met with licensee representatives (denoted in Paragraph 1) 
throughout the month and at the conclusion of the inspection on October 5, 
1984, and summarized the scope and findings of the inspection activities. 
The licensee acknowledged the inspectors' concerns. 
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ENCLOSURE  

The following items were considered during the review: 

Activities were accomplished in a timely manner using approved procedures and 
drawings and were inspected/reviewed as applicable; procedures, procedure revi-
sions and routine reports were in accordance with Technical Specifications, 
regulatory guides and industry codes or standards; approvals were obtained prior 
to initiating any work; activities were accomplished by qualified personnel; the 
limiting conditions for operation were met during normal operation and while 
components or systems were removed from service; functional testing and/or 
calibrations were performed prior to returning components or systems to service; 
independent verification of equipment lineups and review of test results were 
accomplished; quality control records and loos were properly maintained/and 
reviewed; parts, materials, and equipment were properly certified, calibrated, 
stored and/or maintained as applicable, adverse plant conditions including 
equipment malfunctions, potential fire hazards, radiological hazards, fluid leaks, 
excessive vibrations, and personnel errors were addressed in a timely manner 
with sufficient and proper corrective actions and reviewed by appropriate 
management personnel. 



kad 010-24 

October 26, 1984 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
I Post Office Box 767 

Chicago, IL 60690 

Gentlemen: 

7/6 

This refers to the routine safety inspection conducted by Mr. T. Ploski of 
this office on September 24-28, 1984, of activities at the Quad-Cities Nuclear 
Generating Station, Units 1 and 2, authorized by NRC Operating Licenses No. 
DPR-29 and No. DPR-30, and to the discussion of our findings with 
Mr. N. Kalivianakis and others of your staff at the conclusion of the in-
spection. 

The enclosed copy of our inspection report identifies areas examined during the 
inspection. Within these areas, the inspection consisted of a selective exami-
nation of procedures and representative records, observations, and interviews 
with personnel. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with' the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



RIII RIII 

rissotimos Ggfr 

RIII 

Ploski/jp 
10/26/84 

Commonwealth Edison Company 	2 
	

October 26, 1984 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

L. R.Cir?gr—Th-ief 
Emergency Preparedness and 

Radiological Protection Branch 

Enclosure: Inspection Reports 
No. 50-254/84-18(DRSS); 
No. 50-265/84-16(DRSS) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 

Superintendent 
DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

D. Matthews, EPB, DIE 
W. Weaver, FEMA, Region V 



U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/84-18(DRSS); 50-265/84-16(DRSS) 

Docket Nos. 50-254; 50-265 	 Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Generating Station, Units 1 and 2 

Inspection At: Quad-Cities Station, Cordova, IL 

Inspection Conducted: September 24-28, 1984 

Inspector: 	 /6)20f  
T. Ploski 	 Date 

Approved By /y51-(c4Rr  
M. P. Phillips, Chief 	 Da e 
Emergency Preparedness Section 

Inspection Summary  

Inspection on September 24-28, 1984 (Reports No. 50-254/84-18(DRSS);  
50-265/84-16(0R5S))  
Areas Inspected:  Routine, announced inspection of the following areas of the 
emergency preparedness program: licensee actions on previously-identified 
items; activation of the emergency plan; emergency detection and classification; 
protective action decisionmaking; notifications and communications; changes 
to the emergency preparedness program; shift staffing and augmentation; know-
ledge and performance of duties (training); licensee audits; and maintenance 
of emergency preparedness. The inspection involved 115 inspector-hours onsite 
by one NRC inspector and two consultants. 
Results:  No items of noncompliance or deviations were identified. 



DETAILS 

1. 	Persons Contacted 

Commonwealth Edison Com an 

*N. Kalivianakis, Station Superintendent 
*L. Gerner, Assistant Superintendent - Administrative and 

Support Services 
T. Tamlyn, Assistant Superintendent - Operations 

*G. Spedl, Tech Staff Supervisor 
*D. Gibson, Quality Assurance Supervisor 
*R. Dwyer, Lead Emergency Planner, CECo 
D. Jessen, GSEP Coordinator 
R. Robey, Senior Operating Engineer 
F. Geiger, Operating Engineer 
B. Strub, Nuclear Engineer 
D. McCarthy, Shift Engineer (SE) 
C. Kepler, SE 
J. Swales, SE 
R. Tubbs, Station Control Room Engineer (SCRE) 
R. Walsh, SCRE 
C. Steffes, SCRE 
M. Kooi, SCRE 
R. Buss, Procedures Coordinator 
G. Price, Lead Mechanic 
J. Sirovy, Lead Chemist 
J. Neal, Training Supervisor 
T. Schares, Training Instructor 
R. Petri, Radwaste Engineer 
F. Faley, Office Supervisor 
R. Wunderlich, Technical Staff Assistant 
D. Noe, Engineering Assistant 

Non-Commonwealth Edison 

D. Weiss, Illinois Emergency Services and Disaster Agency 
S. Dumas, Illinois Department of Nuclear Safety 
R. Bambsy, Iowa Office of Disaster Services 
E. Gordon, Iowa Office of Disaster Services 

*Indicates those attending the September 28, 1984 exit interview. 

2. 	Licensee Actions on Previously-Identified Items  

(Closed) Open Item Nos. 254/82-02-03 and 265/82-02-03: All QGA and QUA 
procedures which could conceivably result in an emergency declaration 
will contain a statement to direct the user to inform the Acting Station 
Director of the possible need to classify an emergency. This will be 
implemented as such procedures are revised. In the interim, a note will 
be put in QGA and QOA procedure manuals which will refer the user to the 
emergency plan and implementing procedures. The inspector reviewed 
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appropriate QGA and QOA procedures, procedures manuals, and master copies 
of these procedures. All QGA and QOA procedures, which could result in 
an emergency declaration and which have been revised since this Open Item 
was created, referenced the emergency plan and its implementing procedures. 
QGA and QOA procedures manuals contained prefaces which listed those 
procedures which could be associated with the station's Emergency Action 
Levels (EALs) and had instructions that the user notify the Shift Engineer 
(Acting Station Director) should any of the listed procedures be utilized. 
At the time of this inspection two of eight QGA and fourteen of forty-nine 
QOA procedures related to the EALs had not yet been revised. A note was 
attached to the master copy of each unrevised procedure to remind the 
revisor to add a reference to the emergency plan and implementing proce-
dures. This item is considered closed. 

(Closed) Open Item Nos. 254/83-10-04 and 265/83-10-04: The licensee shall 
develop and implement a system for maintaining complete records for all 
Generating Stations Emergency Plan (GSEP) activations. The inspector 
reviewed internal correspondence, dated October, 1983, from the Division 
Vice President and General Manager to all Station Superintendents which 
addressed records retention for GSEP activations. Retention periods were 
set and responsibility for maintaining these records was assigned. The 
inspector determined that the station's GSEP Coordinator maintained copies 
of the Nuclear Accident Reporting System (NARS) forms associated with GSEP 
activations, while the station's Document Control Office retained bound 
logbooks utilized by the Shift Engineers and Station Control Room Engineers 
(SCREs). These logbooks would contain entries related to GSEP activations 
and normal Control Room activities. This item is considered closed. 

(Closed) Open Item Nos. 254/83-26-02 and 265/83-25-02: Describe the 
Morrison Emergency Operations Facility (EOF) in the next revision to the 
Quad-Cities Annex to the GSEP. The inspector reviewed the current revi-
sions to the GSEP, Quad-Cities Annex, and the GSEP Telephone Directory. 
The Annex has been revised to indicate that the EOF is located in Morrison, 
Illinois. The directory included a route map to the EOF. The GSEP con-
tinued to provide additional information on equipment common to the licen-
see's E0Fs. This item is considered closed. 

- (Closed) Open Item Nos. 254/83-26-03 and 265/83-25-03: Reference QEP 
110-T2, QEP 360-2, and QEP 360-3 in appropriate sections of the Station 
Director and Acting Station Director procedures, QEP 110-1 and QEP 110-2, 
respectively. The inspector reviewed the current revisions of QEP 110-1 
and QEP 110-2 and noted that only QEP 360-2 and QEP 360-3 had been 
referenced adequately. QEP 180-T2, which was a duplicate of QEP 110-T2, 
was referenced in QEP 110-2, but not in QEP 110-1. As indicated in 
Paragraph 5 of this report, QEP 350-T1 was also not referenced in QEP 
110-1. For tracking purposes, this item is considered closed, and a new 
item has been generated to track procedure referencing problems in QEP 
110-1. 

• (Closed) Open Item Nos. 254/83-26-04 and 265/83-25-04: Revise procedures 
QEP 110-1 and 110-2 to incorporate the offsite notification of State and 
local governmental agencies with the initial notification of the Load 
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Dispatcher for a General Emergency declaration. The inspector reviewed 
the licensee's provisions for initial notifications to offsite governmen-
tal agencies. The aforementioned procedures referenced QEP 310-1, Initial 
Notification, which had been revised in August, 1984 to instruct the user 
to contact the Load Dispatcher using the NARS Code 33 following the decla-
ration of any emergency. This code enables the caller to notify simul-
taneously the Load Dispatcher and duty officers of emergency response 
organizations in Illinois and Iowa. The inspectors determined that this 
dialing code was functional as indicated in QEP 310-1. This item is con-
sidered closed. 

(Closed) Open Item Nos. 254/83-26-05 and 265/83-25-05: The licensee shall 
provide copies of the emergency information brochure to the Cordova Dragway. 
The inspector reviewed excerpts from the August 8, 1984 distribution log 
for emergency brochures. This log indicated that fifty copies of the bro-
chure had been provided to a representative of the Cordova Dragway on 
May 10, 1984. This item is considered closed. 

(Open) Open Item Nos. 254/83-26-06 and 265/83-25-06: Establish and imple-
ment administrative measures for the audit program that will both identify 
changes in regulatory requirements and ensure that affected procedures and 
programs have been appropriately adjusted. The inspector examined Quality 
Assurance (OA) Department records of audits conducted during 1983 and 1984. 
Audits have been categorized as Honsite" and "offsite," depending on 
whether QA personnel based at the station or based elsewhere had conducted 
an audit. While the licensee had expanded the scope of the offsite audits 
to better ensure that changes in regulatory requirements had been identi-
fied and acted upon, the 1984 onsite audit was limited in scope compared 
to the 1983 onsite audit at this station and 1984 onsite audits already 
completed at the licensee's other nuclear generating stations. The 1984 
onsite audit of this station's emergency preparedness program addressed 
only the GSEP and its implementing procedures and did not also address 
applicable Technical Specification or regulatory requirements. The 
station's QA Department Supervisor has agreed to conduct a supplemental 
onsite audit in 1984. This item remains open pending review of future 
onsite and offsite audits. 

(Open) Open Item Nos. 50-254/83-26-07 and 265/83-25-07: Institute a 
formal tracking system, utilized by both corporate and station emergency 
preparedness staffs, to assure completion of corrective actions taken to 
resolve weaknesses identified during drills and exercises. The inspector 
examined the GSEP Coordinator's drills and exercise records dated since 
the 1983 routine inspection. Although improvement was evident over the 
time period in question, the inspector was unable to determine from these 
records what corrective actions had been initiated and completed for all 
weaknesses, recommendations, and improvements stated in the licensee's 
own drill and exercise critiques or in the NRC's inspection reports. 
This item remains open pending review of a tracking system which covers 
all weaknesses, recommendations, or improvement items identified in the 
licensee's critiques and NRC inspection reports. 

4 



(Closed) Open Item Nos. 254/83-26-08 and 265/83-25-08: Ensure that per-
sonnel who participated in the annual emergency preparedness exercise 
received such credit in their training records. The inspectors examined 
the station's training records and determined that participants in the 
1984 exercise had received appropriate credit in their records. During 
that exercise, NRC inspectors had observed exercise participants complet-
ing training department standardized forms to document their exercise 
participation. This item is considered closed. 

3. 	Activation of the GSEP  

(Closed) Open Items No. 254/83-XX-02; 254/83-XX-03; 254/83-XX-04; 254/84-
08-01; 265/83-XX-01; and 265/83-08-XX: Activation of Emergency Plan. 
During the period September 1, 1983 through September 28, 1984, the on-
duty SE activated the GSEP on seven occasions, with all activations 
classified as Unusual Events. The inspectors reviewed the associated 
Nuclear Accident Reporting System (MARS) forms and control room logbooks. 
The inspectors also contacted the Illinois Emergency Services and Disaster 
Agency (IESDA) and the Iowa Office of Disaster Services (IODS) to ascer-
tain when these organizations were initially notified of these GSEP acti-
vations. The following table summarizes relevant information for the 
Quad-Cities Station GSEP activations: 

GSEP ACTIVATIONS  
September 1, 1983 - September 28, 1984 

Date 
Declaration 

Time 
IESDA 

Notified 

Elapsed 
Time 

(Minutes) (Minutes) 
1005 

Notified 

Elapsed 
Time Time 

(Minutes) 

9/15/83 0035 0120 45 0119 44 
10/19/83 2330 0036 66 e 
11/1/83 1941 1949 8 e 
12/29/83 1405 1426 21 e 
3/5/84 1300 1312 12 1316 16 
8/2/84 0930 0932 2 e 
8/16/84 0600 0622 22 0640 40 

a 
Based on licensee records. 
Based on IESDA records. 
Declaration time to initial notification time. 
Based on IODS records. 
Data unavailable from IODS records. 

During the entire time period, simultaneous notification of IESDA and IODS 
was accomplished using the NARS. Prior to August 1984, control room per-
sonnel notified the licensee's Load Dispatcher who, in turn, notified the 
State agencies via the NARS after also notifying the licensee's corporate 
duty officer. Beginning in August 1984, the NARS equipment was modified 
to allow the station to simultaneously notify IESDA, IODS, and the Load 
Dispatcher. These measures were implemented to allow for more timely 
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notifications. As indicated in the footnotes to the table, IODS records 
did not always indicate when initial notification messages had been 
received, due to an incomplete recordkeeping system. For the most recent 
GSEP activation, the IODS notification time differed from that claimed by 
IESDA by almost twenty minutes, although the notification via the NARS was 
simultaneous. For the most recent Unusual Event, the time provided by the 
IODS appears to be inaccurate based on discussions with IESDA and IODS 
personnel. 

Regarding the timeliness of the initial notifications, the September, 1983 
event notification time was substantially in excess of the 15-minute regu-
latory requirement. However, at that time the licensee was in the final 
stages of developing and implementing corrective actions, applicable to 
all its nuclear generating stations, in response to a Notice of Violation 
regarding initial notification timeliness. Therefore, it is inappropriate 
to issue a second Notice of Violation for untimely initial notifications 
during the period allowed by the NRC for accomplishing corrective actions 
on this generic problem. Effective in October 1, 1983, the licensee began 
utilizing a simplified NARS form and set time limits for notifying either 
the load dispatcher or corporate duty officer. These measures were 
intended to streamline the notification process to better ensure compliance 
with the regulatory requirement on initial notification timeliness. Never-
theless, the October, 1983 initial notification for the Unusual Event was 
not received until slightly more than one hour after the event had been 
declared. The inspector examined control room records regarding this 
occurrence. At approximately 0820 hours, chemical analysis of sodium 
pentaborate concentration in the Standby Liquid Control (SBLC) tank 
indicated that the solution was not within Technical Specification limits. 
Per specifications 3.4.A,C, and D, the unit would be required to be in 
cold shutdown within 24-hours unless the sodium pentaborate concentration 
could be adjusted to be within Technical Specification limits. While 
station personnel acted to restore compliance with the specifications, 
station management declared an Unusual Event at about 2330 on October 19. 
This decision was conservative since sufficient time remained before the 
unit had to be reduced in power to reach cold shutdown within' 24-hours of 
the discovery of the problem. The Unusual Event was cancelled on 
October 20 at about 0150 hours when analyses verified that the sodium 
pentaborate concentration in the tank was now within Technical Specifica-
tion limits. 

The mid-August, 1984 Unusual Event also was declared as a result of one 
unit being considered to be in a 24-hour Limiting Condition of Operation 
(LCO). One component of the Recirculation Core Isolation Cooling System 
(RCIC) would not function properly in the automatic mode when tested. At 
about 0220 hours, RCIC was declared inoperable and the operability testing 
of the High Pressure Coolant Injection System (HPCI) was begun per proce-
dures. When one of its valves failed to function normally, HPCI was also 
declared inoperable. The licensee recognized that Technical Specifications 
required that the unit be in cold shutdown within 24 hours of declaring 
both RCIC and HPCI inoperable. At approximately 0555, a conservative 
decision was made to decrease unit load at about 25 MWe/hour while 
corrective actions were underway to restore RCIC and/or HPCI to a fully 
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operable condition. Although the licensee was less than two hours into 
the 24-hour LCO and could have reached cold shutdown within twelve hours, 
an Unusual Event was declared at approximately 0600. At approximately 
0620 hours, while the on-duty SCRE was in the process of performing the 
single initial notification call to the States of Illinois and Iowa and 
to the load dispatcher, the unit's HPCI was successfully tested and was, 
therefore, declared fully operable. The Unusual Event termination 
message was given, in essence, during the initial notification call. 

In both the October, 1983 and mid-August, 1984 cases, the licensee con-
servatively declared Unusual Events before these declarations were necess-
ary. Both declarations should only have been made once the licensee was 
required to immediately begin shutting down the affected units so that 
cold shutdown would be reached before the 24-hour LCO time limit was 
exceeded. The emergency declaration is tied to the inability to correct 
the problem within the specified time period and not to conservative power 
reduction. Since both Unusual Event declarations were inappropriate, the 
timeliness of the initial notifications does not constitute an item of 
noncompliance. 

4. 	Emergency Detection and Classification (82201)  

The inspectors reviewed the Quad-Cities Station's Emergency Action Levels 
(EALs) as contained in implementing procedure QEP 200-71 and in Table QCA 
5-1 of the Quad-Cities Annex to the GSEP. These EALs were also compared 
to the guidance found in NUREG-0654, Revision 1. Emergency classifications 
described in the GSEP, Quad-Cites Annex, and QEP 200-11 were the Transpor-
tation Accident, Unusual Event, Alert, Site Area Emergency, and General 
Emergency. All but the Transportation Accident class were consistent with 
the four classes described in 10 CFR 50, Appendix E, Part IV.0 and NUREG-
0654, Revision 1. The Station's EALs included inplant conditions corres-
ponding to the guidance in NUREG-0654, Revision 1. As indicated in Para-
graph 2 of this report, the licensee has implemented adequate measures to 
direct an implementor of certain QGA and QOA series procedures to inform 
the SE of the possibility of having to make an emergency declaration. 
Under EAL Condition 17, Radiation Releases from the Plant, Site Area Emer-
gency and General Emergency EALs were based only on dose projections. 
Also, these EALs did not provide for accident classification based on actual 
measurements per NUREG-0654 guidance found in initiating conditions 13.b 
and 1.b for Site Area and General Emergencies, respectively. The licensee 
needs to revise the Site Area and General Emergency EALs for Condition 17 
(Radiation Releases from the Plant) to provide adequate guidance for class-
ifying an emergency based either on dose projections or on actual field 
measurements. This is an Open Item (254/84-18-01 and 265/84-16-01). 

The Shift Engineer (SE), who is on shift 24-hours per day, is the Acting 
Station Director and, as such, has the responsibility for classifying the 
event, notifying offsite authorities, and making protection action recom-
mendations. Should the SE become incapacitated, the GAP has established 
the line of succession as the Shift Foreman, Station Control Room Engineer 
(SCRE), and the senior Nuclear Station Operator. The SCREi s responsibili-
ties included assisting the SE in diagnosing abnormal conditions. Based 
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on observations made during in-depth walkthroughs with SEs and SCREs, the 
SCREs were very involved in assisting the SE in emergency classification, 
offsite notification, and protective action decisionmaking. 

The inSpectors conducted "open book" walkthroughs with three, two-person 
shift crews consisting of a SE and .a SCRE. Another SCRE was interviewed 
separately. Overview questions were asked regarding the GSEP and proce-
dures, followed by a hypothetical plant-specific scenario culminating 
either in a Site Area or General Emergency requiring an offsite protection 
action recommendation. The purposes of these walkthroughs included: 
ascertaining abilities to classify an emergency, accomplishing initial 
and followup offsite notifications, formulating appropriate protective 
action recommendations, and, in the individual SCRE interview, performing 
steps necessary to classify a gaseous effluent release as either a Site 
Area or General Emergency per EAL Condition 17. As indicated in this and 
the following two paragraphs of this report, the inspectors overall 
evaluations of performances were that only two of the three sets of SEs 
and SCREs demonstrated an adequate capability to perform all required 
tasks in a timely manner. The single SCRE was unable to complete the 
steps needed to classify a gaseous release in a timely manner after being 
given a main chimney effluent monitor value. The steps involved utilizing 
an available graph to convert counts per second to equivalent concentration 
in uCi/cc per procedure QCP 100-520; obtaining chimney flowrate in cubic 
feet per minute; converting these values into a release rate expressed in 
uCi/second; and utilizing QCP 400-S8 and the EALs to classify the release 
as a Site Area or General Emergency. The inspector concluded that the 
individual's difficulties were due to an apparent unfamiliarity with the 
steps needed to make the determination and were not due to an unavail-
ability of appropriate graphs, control room instrumentation, or an inade-
quate procedure. The inspector was assured that the SCRE would perform 
this calculation pending relief by an appropriate member of the onsite or 
offsite emergency organization. The licensee needs to provide additional 
training to control room personnel on the methodology used to classify 
gaseous effluent releases per [AL Condition 17. This is an Open Item 
(254/84-18-02 and 265/84-16-02). 

5. 	Protective Action Decisionmaking (82202) 

The inspectors interviewed SEs, SCREs, and various station group directors 
regarding onsite and offsite protective action decisionmaking. As Acting 
Station Director, the SE has the authority and responsibility for issuing 
offsite protective action recommendations until properly relieved by a 
Station Director. All SEs and SCREs who were interviewed were aware of 
the requirement to issue a recommendation within about 15 minutes of any 
General Emergency declaration. However, most SEs and SCREs were uncertain 
about what was the minimum recommendation per current regulatory guidance 
either for Illinois or for Iowa. This guidance was available from the 
Flowchart for Rapid Offsite Protective Decisions, which was duplicated 
as both QEP 110-72 and 180-T2. Most SCREs and SEs had difficulty locat-
ing these flowcharts, neither of which were tabbed in the manuals used 
by the SEs and SCREs. The inspectors also noted that the Station Director 
procedure (QEP 110-1) did not refer the user to QEP 110-72, QEP 180-72, 
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or to additional protective action guidance found in QEP 350-T1, which 
duplicated the guidance in GSEP Table 6.3-1. Instead, QEP 110-1 referenced 
the GSEP's Tables 6.3-1 and 6.3-2 and Section 7.3.3. The Acting Station 
Director procedure (QEP 110-2) referenced QEP 180-12 and QEP 350-T1. The 
licensee needs to revise QEP 110-1 to reference the flowchart for Rapid 
Offsite Protective Decisions (QEP 110-T2 or QEP 180-T2) and QEP 350-T1. 
This is an Open Item (254/84-18-03 and 265/84-16-03). 

During the Control Room walkthroughs, SEs and SCREs were asked to complete 
a Nuclear Accident Reporting System (NAPS) form. Personnel were readily 
able to locate sufficient copies of the current NARS form revision. How-
ever, none of the persons interviewed could explain the meaning of the 
"2- (R) miles" found in section 9C of the NARS form. "R" was defined on 
the form as the range equal to the PAG dose. QEP 110-2 and QEP 301-1, 
Initial Notification, further defined "R" as follows: "In Wisconsin and 
Iowa, protective actions beyond two miles in the three downwind sectors 
are taken, not to a fixed five or ten miles as in Illinois, but to a dis-
tance R - where R is the range, to the next whole mile, at which the pro-
jected dose is 1 Rem whole body or 5 Rem thyroid." The aforementioned 
Flowchart for Rapid Offsite Protective Decisions provided minimum offsite 
protective action recommendation guidance in the absence of dose projec-
tion information. It did not, however, indicate whether or not this 
guidance was applicable for Iowa, where offsite recommendations beyond 
two miles would normally be determined from dose projections for some 
distance R rather than for a fixed distance of five or ten miles from the 
Station. The licensee needs to reference, in QEP 110-1, 110-2, and 310-1, 
the methodology used to compute the distance "R", as used in section 9C 
of the NARS form. Also, the licensee needs to clarify in these procedures 
that, in the absence of dose projection information, distance "R" is 
defined as 5 miles per the guidance in the licensee's Flowchart for Rapid 
Offsite Protective Decisions. This is an Open Item (254/84-18-04 and 
265/84-16-04). 

The inspectors interviewed some SEs, SCREs, Security Directors, and Opera-
tions Directors regarding various aspects of protective action decision-
making for onsite personnel. Those interviewed were aware of their 
responsibilities and interfaces regarding personnel assembly and account-
ability, plus the evacuation of nonessentials. However, Paragraph 4 of 
QEP 360-2, Plant Evacuation and Assembly, stated that the SE was respons-
ible for selecting a site evacuation route and an offsite re-assembly 
area. Those asked correctly stated that the individual in charge of the 
emergency response would make this decision after consultation with 
Rad/Chem and Security Directors. Personnel were uncertain regarding the 
manner in which onsite search and rescue activities would be accomplished. 
Per QEP 120-1, the Operations Director was tasked with organizing rescue 
teams to aid injured personnel and performing rescue operations for 
injured personnel using the "Rescue Implementing Procedure". However, 
ne'ther the inspectors nor those interviewed regarding search and rescue 
could locate the Rescue Implementing Procedure, which had apparently been 
deleted sometime in the past. After some discussion and/or minutes of 
consideration, most interviewees arrived at similar conclusions that a 
search and rescue team should consist of more that one person; that radio- 
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logical hazards and persons' exposure histories must be considered; and 
that an individual must be given responsibility for maintaining frequent 
communication and providing adequate direction to the team. Several 
persons stated that a bomb search procedure could be adapted as a 
personnel search and rescue procedure. The licensee needs to provide 
adequate procedural guidance regarding the planning and execution of 
onsite search and rescue activities, to address team composition, con-
sideration of radiological hazards, personnel exposure histories versus 
the risks to the team and those being sought, and the control of deployed 
teams. Reference to nonexistent procedural guidance needs to also be 
deleted. This is an Open Item (254/84-18-05 and 265/84-16-05). 

In addition to the aforementioned Open Items, the following items should 
be considered for improvement: 

The licensee should tab procedural guidance for offsite and onsite 
protective action decisionmaking to improve the user's ability to 
locate such guidance. 

QEP 350-T1, a duplicate of GSEP Table 6.3-1, should be referenced in 
QEP 110-1 in lieu of this GSEP Table to expedite finding and utilizing 
this protective action guidance. 

QEP 110-12 and QEP 180-12 provide identical information. One of these 
two sources of information should be eliminated to avoid confusion 
and needless duplication. The remaining table should be referenced 
adequately in all appropriate implementing procedures. 

Paragraph 4 of QEP 360-2 should be revised to state that the indivi-
dual in charge of the licensee's response to the emergency (Acting 
Station Director, Station Director, or Recovery Manager, depending 
on circumstances) and not the SE is responsible for designating the 
site evacuation route and offsite re-assembly area. 

6. 	Notifications and Communications (82203)  

The licensee's emergency communications equipment was in place as described 
in the GSEP, Quad-Cites Annex, and the following procedures: QEP 310-15, 
6, and 7, Simplified Emergency Notification Schedules; QEP 440-1, Emergency 
Communications Facilities; QEP 440-T1, Communications for Command and 
Control; QEP 440-T2, Environmental Assessment Communications; and QEP 
440-T3, NRC Communications. The inspectors tested a sampling of onsite 
dedicated telephone devices and found them to be functional. The in-
spectors also examined detailed records of communications equipment tests 
conducted since the 1983 routine inspection, and determined that all had 
been completed in accordance with regulatory requirements and GSEP commit-
ments. 

The NARS has been the primary means of notifying Illinois ESDA, Illinois 
DNS, and Iowa ODS of an emergency plan activation at the Quad-Cities 
Station. As indicated in Paragraph 3 of this report, the licensee 
implemented refinements to the NARS in October, 1983 and in July, 1984. 
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The current NARS form retained sufficient information to satisfy the 
initial message content criteria of NUREG-0654, Revision 1. The form 
did not, however, contain provisions for specifying the affected unit(s), 
or for, a brief clarifying description of the event to supplement the EAL 
number and emergency class information. Although the NARS has been modi-
fied to enable the caller to notify simultaneously the load dispatcher 
and duty officers of appropriate states agencies, the NARS form did not 
provide space for the licensee's caller to document all persons who would 
be notified simultaneously. 

During walkthroughs, SEs and SCREs were asked how they would formulate a 
follow-up message to state officials for transmittal by the NARS. Most 
indicated that they would utilize the NARS form to structure and document 
the follow-up message. No one referred to Section 6.1 of the GSEP, which 
provided guidance on follow-up message content in accordance with NUREG-
0654, Revision 1. The current NARS form did not contain provisions for 
all categories of follow-up message information per the GSEP or this 
NUREG. No QEP series procedure referenced or restated Section 6.1 of the 
GSEP as guidance for preparing a follow-up message. The licensee has not 
developed and implemented a standardized form to better ensure that 
follow-up message content conforms to the GSEP commitment. The licensee 
needs to develop and implement adequate guidance for formulating follow-up 
messages to governmental agencies to better ensure that message content 
conforms to the commitment of Section 6.1 of the GSEP and the guidance in 
NUREG-0654, Revision 1. This is an Open Item (254/84-18-06 and 265/84-
16-06). 

The inspector reviewed a detailed report, prepared by the licensee's con-
tractor, of preventive and emergency maintenance performed on the station's 
prompt notification (siren) system for the period November 29, 1983 
through September 7, 1984. The report contained summary information on 
maintenance activities as well as maintenance reports on individual sirens 
and control boards. The inspector concluded from this report that the 
licensee has taken adequate steps to maintain the siren system in good 
repair and to respond to reported component malfunctions with4n an accept-
able time period. The contractor has had authorization to initiate 
emergency repair actions without the licensee's prior approval. 

In addition to the Open Item the following item should be considered for 
improvement: 

The NARS form should be modified to provide for: indicating the 
affected unit(s); stating a brief, clarifying description of the 
event to supplement the EAL number and emergency class information; 
and documenting all individuals contacted by the simultaneous call 
to the load dispatcher and duty officers of appropriate state 
agencies. 

7. 	Changes to the Emergency Preparedness Program (82204)  

The GSEP and Quad-Cities Annex have been revised since issuance of the 
Safety Evaluation Report (Inspection Report Nos. 50-254/82-22 and 50-265/ 
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82-24). Revision 4 to the Annex was submitted to NRC Region III by letter 
dated January 13, 1984. In correspondence dated April 11, 1984, Region 
III formally notified the licensee that this revision was acceptable. 
Revisions to the generic GSEP are currently under NRC review. Review 
results will be documented separately from this inspection report. 

The licensee's provisions for preparing, reviewing, approving, and 
distributing new or revised emergency plan implementing (QEP series) 
procedures have been established by administrative (QAP series) procedures. 
The originator of a new or revised procedure would submit it for draft 
review by the affected department head and technical staff supervisor. 
A safety evaluation checklist would also be completed to determine 
whether a procedure revision would constitute a change in procedures as 
described in the FSAR or Technical Specifications. If such is the case, 
the checklist would alert the user of what additional approvals would 
be required prior to the procedure becoming effective. Final procedure 
approval must be obtained from the appropriate department head, technical 
staff supervisor, and assistant superintendent for administrative services. 
The procedure would become effective upon authorization by the Station 
Superintendent. During this entire process, a cover sheet would be 
utilized to document the various approvals and approval dates. 

A procedures distribution clerk maintained a log for each authorized QEP 
series procedure which documented distributions and acknowledgements that 
distributions had been received. The inspector reviewed portions of this 
log and determined that receipt of authorized procedures had been logged 
for all but one holder of a controlled procedures manual. In such cases, 
the procedures clerk indicated that an onsite manual holder would be 
contacted to resolve the problem, while an offsite manual holder would 
be informed in writing, within about six months of procedure distribution, 
of the failure to acknowledge receipt of a procedure. 

Based on the above findings, this portion of the licensee's program is 
acceptable. 

8. 	Shift Staffing and Augmentation (82205)  

The minimum shift staff, outlined in Table 4.2.2 of Revision 3 to the 
GSEP, met the criteria of Table B-1 of NUREG-0654, Revision 1. Minimum 
shift staffing provisions contained in Revisions 4 and 4A to the GSEP are 
under NRC review and will be addressed separately from this inspection 
report. 

At the Quad-Cities Station, augmentation of the onsite emergency organi-
zation has been accomplished by implementing the following procedures: 
QEP 320-1, Activation of the Emergency Organization; QEP 310-1, Initial 
Notification; QEP 310-T1, Guidance for Augmentation of the Onsite 
Emergency Organization; and QEP 310-73, Prioritized Notification Listing. 
QEP 310-1 outlined the station's responses for each emergency class, 
including staff augmentation. QEP 310-T1 indicated which station group 
personnel were required or might be required to respond following declara-
tion of a specific emergency class. QEP 310-73 identified adequate 
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numbers of personnel for each station group director position as well as 

individuals capable of functioning as staff members for certain directors, 
radiation chemistry technicians, mechanical or electrical maintenance 
technicians, and radioactive waste handling technicians. Personnel 
listed in QEP 310-13 have generally been prioritized by estimated travel 
times from their residences to the station, with the exception of the 
primary individual for the Maintenance Director position. QEP 310-73 and 
320-1 indicated clearly that this individual should be notified first and 
that an alternate must also be notified to ensure timely filling of this 
key position. QEP 320-1 also indicated that if no director for a specific 
responsibility could be reached by a designated caller, an alternate 
caller or an alternate for the Station Director position would function 
in that responsibility on an interim basis. 

The inspectors reviewed licensee's records of offhours staff augmentation 
drills, which were required on a semi-annual basis per the GSEP. Since 
the August, 1983 routine inspection, these offhours drills have been 
successfully conducted on November 16, 1983 and March 12, 1984, to satisfy 
the semi-annual commitment. The station's GSEP coordinator maintained 
adequate records of these drills and was responsible for maintaining the 
Prioritized Notification Listing up to date. 

Based on the above findings, this portion of the licensee's program is 
acceptable. 

9. 	Knowledge and Performance of Duties (Training) (82206)  

The inspectors reviewed the licensee's program, including lesson plans 
and training completion records. The Production Training Center (PTC) 
had overall responsibility for ensuring that badged personnel received 
basic annual training on the GSEP and Annex, and ensuring that emergency 
response personnel completed more detailed training on the GSEP and 
their specific emergency assignments. Actual training of persons in the 
onsite emergency organization was conducted by the station's Training 
Department. Training consisted of classroom sessions on the GSEP and 
required reading of QEPs relevant to each person's emergency assignment(s). 
Classroom sessions have been videotaped for reuse and to facilitate 
accomplishing make-up sessions. The required reading program for SEs 
(Acting Station Directors) and station group directors has, with the 
exception of Operational Support Center (OSC) Directors, been conducted 
in accordance with QEP 520-1 and the matrix in QEP 520-T5. During an 
annual QEP requalification period, an appropriately marked copy of the 
matrix was sent to each person holding one or more director positions 
on the matrix. Upon completion, the matrix copy would be signed and 
returned. The inspector reviewed hardcopy and computerized training 
records and determined that all station group directors listed in 
QEP 310-13 and all SEs had completed their annual required readings. 
Computerized training histories were available through two programs, 
called the "Individual Training Record" and "Browse. The former did 
not always provide as complete or as current a history as did the latter 
program. Department staff were aware that this inconsistency was due to 
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software problems beyond their control, rather than being due to data 
entry errors. Hardcopy records were, however, complete and readily avail-
able to provide clarifications to computerized training records. 

Recent GSEP revisions included listing the SORE in the line of succession 
to the SE (Acting Station Director) and formalizing the OSC Director 
position. The licensee was in the process of re-evaluating the SCREs 
QEP training assignments in light of this GSEP revision. However, the 
matrix did not indicate the QEP training requirments for: Shift Foremen, 
as first in line of succession to the SE, and the OSC Director. The 
licensee had, however, implemented an OSC Director procedure, QEP 190-1. 
The licensee needs to revise the annual QEP training program and matrix 
as necessary to incorporate the Shift Foremen and SCREs, as potential 
Acting Station Directors, and the OSC Directors. This is an Open Item 
(254/84-18-07 and 265/84-16-07). 

Besides the Control Room walkthroughs, the inspectors interviewed a 
sampling of station group directors and several persons having offsite 
emergency organization duties. Not all of the latter also had onsite 
emergency organization positions. Interviewees included Station, 
Operations, Rad/Chem, Technical, Security, Stores, Administrative, 
Advisory Support, Radwaste, and Training Directors. Except as noted in 
previous paragraphs, all persons exhibited adequate understandings of 
their emergency duties. 

The inspector reviewed correspondence, dated March, 1984, from the 
Supervisor of Emergency Planning to all GSEP participants which trans-
mitted directives NSDD-504 and -505. The former distributed and imple-
mented the GSEP. NSDD-505 described the GSEP training program. "Qualified 
GSEP Participants" were defined as those holding titled, rather than 
staff level positions in the onsite or offsite emergency organizations. 
Staff training requirements were under development. To become qualified, 
personnel must be selected by the Technical Services Manager, Station 
Superintendent, and Department Head. Selectees must then complete 
PTC-prescribed GSEP training and/or field lectures, and must 'participate 
in one drill, exercise, or GSEP event. Annual retraining must be accom-
plished, including future drill and exercise participation at an undeter-
mined frequency. Based on interviews with available station personnel 
having titled positions in the EOF organization, all had at least 
completed self-reading tasks on their specific positions. 

The inspectors reviewed the GSEP Coordinator's records on training pro-
vided offsite support organizations. Topics covered by station personnel 
at these training sessions were summarized in QEP 520-2, while a sample 
invitation letter and listing of persons and groups offered such training 
were found in QEP 520-T2 and QEP 520-11, respectively. A review of 1983 
records indicated that appropriate persons and groups had been invited; 
however, adverse weather conditions apparently caused a lower than expected 
attendance. The inspector verified that a member of the licensee's 
corporate staff did conduct a portion of the training program dealing with 
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EALs. The 1984 training session has been scheduled for the fall. The 
licensee indicated that presentations would again be made by both station 
and corporate representatives. 

Based en the above findings, in addition to the Open Item, the following 
items should also be considered for improvement: 

• The inconsistancies in information retrieval using the "Individual 
Training Record" and "Browse" programs should be eliminated. 

• Station personnel having only offsite emergency organization posi-
tions should complete all steps needed to become "Qualified GSEP 
Participants." 

10. Licensee Audits (82210)  

The inspector reviewed Quality Assurance (QA) Department audit records 
related to the emergency preparedness program for 1983 and 1984 and QA 
Department Memorandum No. 3, dated May 1984, which contained guidance 
to ensure that audits met regulatory and departmental requirements. The 
licensee has conducted two annual audits of the station's emergency 
preparedness program. Onsite audits have been performed by QA personnel 
based at the station, while offsite audits were done by QA personnel based 
elsewhere. In apparent response to a 1983 NRC concern regarding the 
scope of audits, Memorandum No. 3 indicated that the scope of offsite 
audits had been expanded beginning in 1983 to reference: 10 CFR 50, 
Appendix E; relevant Technical Specifications; the GSEP; Quad-Cities Annex; 
and the GSEP Audit Matrix, which addressed interface with State and local 
governments, drills, exercises, capabilities, and procedures. Offsite 
Audit No. 4-83-11, conducted August 30 - September 2, 1983, was adequate 
in scope. Records were complete and indicated that all findings and 
observations had been closed. The 1984 offsite Audit No. 4-84-11, was 
performed on September 11 - 14, 1984. Although responses to audit ques-
tions were not yet available, review of the question list indicated that 
the audit was adequate in scope. 

Onsite audits of the program have been conducted during May of 1983 and 
1984. All findings and observations resulting from the former audit had 
been closed, while the latter had no findings or observations. In compar-
ing both audits, the inspector concluded that the 1984 audit lacked the 
scope and the depth of questions of the previous onsite audit. The 1984 
onsite audit referenced only the GSEP and implementing procedures, imply-
ing that both had been assumed to be in full compliance with regulatory 
requirements. While most of the questions in the 1984 audit were typical 
in depth and category, several were very basic - addressing, for example, 
whether current copies of the GSEP and its Telephone Directory were onsite. 
The station's QA Supervisor agreed that the 1984 onsite audit was not on 
a par with other recent audits of the program, and has committed to conduct 
a supplementary audit during 1984. As indicated in Paragraph 2 of this 
report, a previous Open Item regarding audit scope will remain open pending 
the next review of onsite and offsite audit records. 
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Based on the above findings, this portion of the licensee's program is 
acceptable, with the exception of the aforementioned Open Item. 

11. Maintaining Emergency Preparedness  

The inspectors examined records maintained by the GSEP Coordinator of 
emergency preparedness drills and exercises that were dated since the 

August, 1983 routine inspection. With the exception of one drill involving 
the actual or potential offsite release of radioactivity, all GSEP drills 
and exercises had taken place in accordance with 10 CFR 50, Technical 
Specifications 6.2.A.4 and 6.2.E, and GSEP Section 8.3.2 requirements. 

During an early 1984 routine inspection at the licensee's Dresden Station 
(Inspection Report Nos. 50-10/84-04; 50-237/84-05; and 50-249/84-04) the 
aforementioned Technical Specifications were identified as requiring that 
drills involving the actual or potential offsite release of radioactivity 
be conducted on a quarterly basis. The same requirement existed in the 
Quad-Cities Station's Technical Specifications. During the fourth quarter 
of 1983, no GSEP drill had taken place which also satisfied the Technical 
Specifications requirement. In early 1984, however, the station's GSEP 
Coordinator had implemented corrective action to satisfy the Technical 
Specification requirement by scheduling additional drills of appropriate 
type. 

Regarding the adequacy of drill and exercise critiques, the inspectors 
determined that all had been critiqued, but that final critique reports 
for several early 1984 drills and the 1983 exercise had not been issued 
by corporate staff until approximately six to seven months afterwards. 
Timely final critique reports are needed so that any corrective actions 
can be decided upon and implemented prior to the next similar drill or 
exercise. The licensee has also recognized this need, as indicated in 
a January, 1984 response from Technical Services Nuclear (TSN) staff to 
a finding of internal Audit No. CE-84-01. TSN has established goals of 
30 and 60 days for issuing final critiques following GSEP drills and 
exercises, respectively. 

Regarding the completeness of drill records, offhours augmentation and 
the various communications drill were well documented, including notations 
to indicate whether the drills were considered successful. While the 
completeness of the drill and exercise documentation improved noticeably 
during the period under review, not all records of Health Physics, 
Environmental, and Medical Drills and the 1983 exercise records contained 
all of the following types of information; drill scenario; scope and 
objectives; participants; actual sequence of events; comments from all 
observers; and indications of what corrective actions had been decided 
upon, implemented, and completed. The inspector did note that action 
items had been written to correct several recent drill weaknesses. As 
indicated in Paragraph 2, the need for implementation of a comprehensive 
tracking system to ensure that corrective actions taken on drill or exer-

cise weaknesses was identified during the previous routine inspection 
and remains an Open Item. The need for all GSEP drill records to include, 
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as appropriate to drill type, a scenario, statement of goals and objec-
tives, listing of participants, sequence of events, and critique comments 
is an Open Item (254/84-18-08 and 265/84-16-08). 

12. Exit Interview 

The inspectors met with licensee representatives denoted in Paragraph 1 
at the conclusion of the inspection to present and discuss the preliminary 
inspection findings. The licensee agreed to consider the items discussed. 
The QA Department representative at this meeting committed to conduct a 
supplementary onsite audit of the station's emergency preparedness 
program prior to January, 1985. 
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Docket No. 50-254 
Docket No. 50-265 

OCT 1 6 1984 0/ 7 
Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the special safety inspection conducted by Messrs. A. L. Madison, 
L. S. Clardy, J. S. Wiebe, and J. F. Suermann of this office on September 24 
through 28, 1984, of activities at Quad Cities Nuclear Power Station, authorized 
by NRC Operating Licenses No. OPR-29 and No. DPR-30, and to the discussion of our 
findings with Mr. N. J. Kalivianakis at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

During this inspection, certain of your activities appeared to be in non-
compliance with NRC requirements, as described in the enclosed Appendix. 
The inspection showed that action had been taken to correct the identified 
noncompliance and to prevent recurrence. Consequently, no reply to this 
noncompliance is required and we have no further questions regarding this 
matter at this time. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosure(s) 
will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 	

IOCT 1 6 084 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

herlainal signed:Ley W. D. Sh- er" 

W. D. Shafer, Chief 
Projects Branch 2 

Enclosures: 
1. Appendix, Notice 

of Violation 
2. Inspection Report 

No. 50-254/84-19(DRP); 
No. 50-265/84-17(DRP) 

cc w/encls: 
D. L. Farrar, Director 
of Nuclear Licensing 

N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 
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Appendix 

NOTICE OF VIOLATION 

Commonwealth Edison Company 	 License No. 50-265 Quad Cities Station 

As a result of the inspection conducted on September 24 through September 28, 
1984, and in accordance with the General Policy and Procedures for NRC Enforce-
ment Actions (10 CFR Part 2, Appendix C), the following violation was identified: 

10 CFR 20.203(c)(2) states: "Each entrance or access point to a high radiation 
area shall be: 

"Equipped with a control device which shall cause the level of radiation 
to be reduced below that at which an individual might receive a dose of 
100 millirems in 1 hour upon entry into the area; or 

"Equipped with a control device which shall energize a conspicuous visible 
or audible alarm signal in such a manner that the individual entering the 
high radiation area and the licensee or a supervisor of the activity are 
made aware of the entry; or maintained locked except during periods when 
access to the area is required, with positive control over each individual 
entry." 

Contrary to the above, on September 25, 1984, the R-gate to the northeast residual 
heat removal area was unlocked, without control devices, alarms, or positive 
access control. 

This is a Severity Level IV violation (Supplement IV). 

The inspection showed that action had been taken to correct the identified item 
of noncompliance and to prevent recurrence. Consequently, no reply to this item 
of noncompliance is required and we have no further questions regarding this 
matter. 

afer, Chief 
P ojects Branch 2 

Date 
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Inspection Summary  

Inspection on September 24 through September 28, 1984 (Report No.  
50-254/84-19(DRP); 50-265/84-17(DRP))  
Areas Inspected: Special, announced inspection by senior resident inspectors 
and a region-based inspector of plant operations; maintenance; surveillance; 
and independent inspection. The inspection involved a total of 113 inspector-
hours onsite by four NRC inspectors including 23 inspector-hours onsite during 
off shifts 
Results: Of the four areas inspected, one item of noncompliance was identified 
(failure to properly control a high radiation area door - Paragraph 4.a). 



DETAILS 

1. 	Persons Contacted 

*W. Warden, CECo Corporate Office 
*N. Kalivianakis, Superintendent 
T. Tamlyn, Assistant Superintendent for Operations 
D. Bax, Assistant Superintendent for Maintenance 

*G. Spedl, Technical Staff Supervisor 
U. Gibson, Quality Assurance Supervisor 

*R. Carson, Lead Health Physicist 
D. Soenksen, Acting Master Instrument Mechanic 
J. Wunderlich, Fire Marshall 
D. VanPelt, Master Electrical Mechanic 
G. Price, Master Mechanical Mechanic 

The inspector also interviewed several other licensee employees, including 
shift engineers and foremen, reactor operators, technical staff personnel, 
maintenance personnel, and quality control personnel. 

NRC Personnel  

*A. Madison, Senior Resident Inspector, Quad Cities 
*J. Wiebe, Senior Resident Inspector, Lacrosse 
*L. Clardy, Senior Resident Inspector, Duane Arnold 
*C. Norelius, Director, Division of Reactor Projects, RIII 
*N. Chrissotimos, Section Chief, Reactor Projects, Rill 

*Denotes those present at the exit interview on September 28, 1984. 

2. Operations  

a. Purpose of Inspection  

The inspector reviewed and observed the performance of individuals in 
various positions in the operating staff. Performance was reviewed to 
determine if the individuals knew and performed their duties and 
responsibilities in accordance with applicable procedures and if the 
operating staff was an effective organization. 

b. Shift Engineers  

The inspector observed the Shift Engineer performing his normal duties. 
The Shift Engineer appeared to be very knowledgeable concerning plant 
status, Technical Specifications, and administrative requirements. 
Although he was extremely busy, he kept positive control over the 
ongoing shift activities including the issuing of "R" keys (keys 
controlling high radiation areas), approving Radioactive Work Permits 
(RWP's) and approving surveillances and work requests. The Shift 
Engineer questioned the control room operators concerning plant status, 
locked-in alarms, and scheduled activities. 
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The Shift Engineer did not make a plant tour except for the control 
room during the time the inspector was observing him, from 6:30 a.m. 
until approximately 10:30 a.m. The inspector noted that the Shift 
Engineer was very busy with initiating and coordinating work at the 
start of the shift. The Shift Engineers indicated that they try to 
make at least one plant tour every shift but usually on dayshift they 
are too busy. The Shift Engineer relies upon the two Shift Foremen 
to make tours and keep the Shift Engineers informed of plant conditions. 
The inspector considers this acceptable but emphasizes the desirability 
of frequent plant tours by the Shift Engineers. 

C. 	Control Room Operators  

The inspector observed the control room operators performing their 
normal duties. The operators appeared to be knowledgeable concerning 
plant status, Technical Specifications, and Administrative requirements. 
During maintenance, the Unit 2 Rod Block Monitors were bypassed as 
required. The inspector inquired how the operators ensured that the 
Rod Block Monitors were not bypassed for more than 24 hours in 30 days 
as required by Technical Specification paragraph 3.2.C.2. Further 
discussions with the Instrument Technician and the Shift Engineer 
revealed that there was no method to ensure this Technical Specification 
was met. The control room operator and the Shift Engineer recognized 
the problem and took immediate action to log the amount of time the 
Rod Block Monitors were bypassed. This information was passed on to 
the oncoming shift and the bypass switches were caution tagged to 
ensure that the required information was logged. The inspector informed 
the Assistant Superintendent for Operations and action was initiated 
to formalize a method of tracking the information required to ensure 
that this Technical Specification is not exceeded. 

During discussions with the operators and the instrument maintenance 
technician, the inspector determined that the estimated time that the 
Rod Block Monitors were bypassed for the recent maintenance and routine 
surveillance was significantly less than the limits of the Technical 
Specification. The inspector therefore does not consider this to be a 
noncompliance. 

The inspector noted that the readability of the official control room 
Technical Specification is poor. The operators appear to accept this 
on the mistaken assumption that it is very hard to improve the read-
ability because it would take NRC approval. The licensee agrees that 
the readability of the Technical Specifications could be improved. 
This item will remain open pending licensee action and NRC review. 
(254/84-19-01(DRP); 265/84-17-01(DRP)). 

The inspector noted that log entries and turnover generally are in 
accordance with the administrative procedures. The availability of a 
turnover checklist would help ensure that all required items are covered. 
The inspector understands that a turnover checklist is being developed. 
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The inspector noted that several alarms occurred frequently when at 
power. Examples of such alarms are the High Nitrogen Flow Alarm, Rod 
Block Alarm, and APRM High Alarm. These alarms occurred frequently 
and usually the alarming parameter immediately returned to a value 
below the alarm setpoint. The alarm system, however, did not inform 
the operator when the alarming parameter returned to a value below the 
alarm setpoint. This resulted in a nonfunctional alarm since a return 
of the parameter to a value above the alarm setpoint would not alert 
the operator either audibly or visually. 

The above problem should be considered during evaluation of the licensee's 
human factors control room review which was in progress. The licensee 
indicated that this problem will be considered in the review. As an 
interim measure, the licensee should evaluate each of the alarms which 
caused the above problem and determine if a safety problem exists when 
the alarm is nonfunctional as described above. The inspector noted 
that the Assistant Superintendent for Operations monitored and evaluated 
locked-in alarms during control room tours. In addition, one of the 
Shift Engineers was observed taking action to clear some of the locked-
in alarms. The above appears acceptable until completion of the human 
factors control room review. 

d. 	Equipment Operators  

The inspector observed the Equipment Operators performing their normal 
duties. The operators appeared to be very knowledgeable concerning 
equipment which was being operated, and procedures were available and 
referred to during the startup of the No. 1/2 Emergency Diesel Generator 
and shutdown of the No. 1 Emergency Diesel Generator. 

When entering the No. 1/2 Emergency Diesel Generator room, the inspector 
noted that the fire door was open. Upon being questioned, the operator 
determined that the door should be shut. Upon further investigation, 
the operator reported that the door openers have links which melt and 
cause the door to shut in the event of a fire. The inspector did not 
have any further questions concerning this item. 

The turnover was complete and detailed. The status of the plant as 
well as major equipment was discussed. Planned maintenance and evolu-
tions were reviewed. 

e. 	Shift Foreman  

The inspector observed the Shift 
The foreman appeared to be quite 
nance, and equipment condition. 
the areas listed on the turnover 

Foreman performing his normal duties. 
knowledgeable of plant status, mainte-
The turnover was detailed and covered 
checklist. 

The shift change meeting with the Engineering Assistants covered the 
areas listed on the Shift Foreman's turnover checklist and included a 
caution from the Shift Engineer (relayed by the Shift Foreman) to the 
relatively new Engineering Assistants to be sure and obtain help from 



a senior individual if they were unsure about any evolutions or proce-
dures. The Shift Foreman also cautioned the operators to take it easy 
and not rush. Emphasis was placed on reducing the possibility of 
personnel errors. 

The Shift Foremen were very involved with the problems and activities 
on shift. Most of the time, the evolutions and problems were super-
vised on station. As a result, the Shift Foremen performed frequent 
tours of the plant. During these tours, they appeared to be verifying 
equipment status by reading gauges, checking for manual/automatic 
operation, and checking equipment condition. The inspector considers 
the Shift Foreman to be an effective supervisory position and is 
effective as the eyes and ears of the Shift Engineer out in the plant. 

f. 	Summary  

The inspector considers the operations staff to be an effective oper-
ating organization. They appeared to work well together with a minimum 
of confusion. The responsibilities of the positions appear to be well-
defined except for the division of responsibility and authority between 
the two Shift Foremen. The inspector understands that the assigning 
of two Shift Foremen per crew is relatively recent and has been done 
in preparation for a change in shift organization. When the shift 
organization change is complete, the inspector understands that the 
two positions will have distinct responsibility and authority. The 
inspector did not observe any problems which resulted from the present 
interim organization. 

No items of noncompliance or deviations were identified in this area. 

3. Maintenance  

a. 	Purpose of Inspection  

Through direct observations, discussions with licensee personnel, and 
review of records, station maintenance activities were reviewed to 
ascertain that they were conducted in accordance with approved proce-
dures, regulatory guides and industry codes or standards and in 
conformance with Technical Specifications. 

The following items were considered during this review: the limiting 
conditions for operation were met while components or systems were 
removed from service; approvals were obtained prior to initiating the 
work; activities were accomplished using approved procedures and were 
inspected as applicable; functional testing and/or calibrations were 
performed prior to returning components or systems to service; quality 
control records were maintained; activities were accomplished by 
qualified personnel; parts and materials used were properly certified; 
radiological controls were implemented; fire prevention controls were 
implemented; and plant housekeeping controls were implemented. 
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b. 	Analysis  

The overall quality of work performed and the attitude of station 
maintenance personnel is very good and directed towards safety. All 
maintenance work observed by the inspector was performed in a profes-
sional, workmanlike manner. 

The foremen and the master mechanics continuously monitored personnel 
performance in-plant and demonstrated an aggressive attitude and dedi-
cation to error-free operation. The cooperative attitude of plant 
maintenance personnel, coupled with management's involvement, have 
resulted in effective implementation of the ALARA, fire prevention, 
and plant housekeeping programs. However, minor problems (caused by 
contractor personnel) were noted in the fire prevention and house-
keeping areas. Licensee management was energetically pursuing appro-
priate actions to eliminate these problems and improve contractor 
performance. 

Effective coordination of all work efforts was achieved by direct 
involvement of management and by communication between the functional 
work groups at morning planning meetings and throughout the workday. 
Some communication problems were noted between instrument maintenance 
and operations personnel and were being addressed by licensee management. 
These include removal of equipment from service without operator know-
ledge and discussion with operators of alarms and other indications 
expected during the performance of maintenance. Continued emphasis is 
recommended in this area. 

The licensee has experienced a recent manpower shortage in instrument 
maintenance due to transfers, promotions, and other losses of personnel. 
Due to the minimum education and experience requirements, the licensee 
is suffering some difficulty acquiring replacement technicians. No 
significant impact on the maintenance program was noted as a result of 
this manpower shortage; however, the resident inspectors will monitor 
this area closely in future inspections. 

Several program improvements are planned. They include: 

(i) Computer software to facilitate and improve the trending already 
performed by maintenance personnel. 

(ii) Conduct of maintenance procedure similar to conduct of operations 
procedure due by January 1985. 

(iii) Pilot training program for instrument maintenance personnel by 
January 1985. 

The PRO program as implemented at Quad Cities appears to be an effec-
tive tool to reward superior performance as well as to investigate 
deviations and incidents. 
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c. 	Summary  

The overall quality of work performed and the attitude of station 
maintenance personnel is very good and directed towards safety. 
However, some problems were noted with contractor groups in the 
housekeeping and fire prevention as noted above. 

Management and supervision function as an effective and cohesive group 
within Quad Cities organization. They are cognizant of all concerns 
noted by the inspectors and are adequately addressing them. 

No items of noncompliance or deviations were identified in this area. 

4. 	Surveillance  

a. Purpose of Inspection  

The inspector reviewed and observed the overall supervision, control 
and implementation of the surveillance program. The program was 
looked at to determine if individuals involved knew and performed 
their duties and responsibilities, and if the program was effective 
in performing required surveillances and identifying problems. 

The surveillance program was found adequate to perform the required 
functions. 

b. Technical Support Group 

The Technical Support Group has the responsibility for tracking the 
completion of each surveillance, performing a final review, and storage 
of records. 

Each month they generate a missing surveillance list to send to each 
department to identify "missing" surveillances. For August 1984, there 
were 16 "missed" surveillances. The surveillances were either done and 
awaiting signatures, or not complete due to plant conditions. There 
is no trend or measurable record of missed surveillances at the station. 

Technical Support does not issue and control surveillances as they are 
required to be performed. Each department is responsible for generating 
their own procedures on surveillance performance, and ensuring the 
surveillances are performed. Each department's procedures and methods 
are very similar; individuals can easily adapt from one department to 
the other without confusion. 

c. Control of Surveillances in Individual Departments  

Each department has a listing of surveillances required to be done on 
either a timed-basis or a plant-condition basis. Technical Support 
generates these listings or assignment schedules. 
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A specified supervisor in the department will issue the surveillance 
and track its performance. When the surveillance is completed, the 

surveillance is reviewed by department supervisors and forwarded to 
Technical Support. The surveillance listing is also reviewed and 
forwarded to Technical Support when it is completed. 

The mechanical and instrument departments are implementing a computer 
tracking and scheduling program to cover non-technical specification 
and vendor recommended surveillances. 

d. 	Surveillance and Procedures Observed and Reviewed  

The following surveillances were observed to ensure that procedures 
were adequate and followed, that results were in conformance with 
Technical Specifications and procedure requirements, that proper test 
instrumentation was used, that test instrumentation was calibrated, 
that tests were reviewed by personnel other than those directing the 
test, and that deficiencies identified were brought to supervisory 
attention and corrective measures were taken. 

The inspector observed and reviewed the following surveillances: 

Q0S 1000-54 

QIS 37-S1 

Q0S 6600-1 

The inspector 
schedules: 

QMS-1 

QAP 1220-1 

QAP 4042 

Q0S 005-71  

Residual Heat Removal Service Water Pump 
Flowrate, Unit 2 

High/Low Pressure Core Spray Discharge Line 
Functional Test, Unit 2 

1/2 Diesel Generator Monthly Load Test, Unit 1 

also reviewed the following procedures, audits, and 

Monthly Maintenance Department Surveillance 
Test Assignment Schedule 

Station Discrepancies 

Surveillance Program Responsibilities 

MFLCPR Correction Factors 

Quality Assurance Audit No. 4-84-10 

The inspector also reviewed the licensee's calibration control 
program and found it to be adequate. The calibration program is 
controlled similar to the surveillance program. 

Quad Cities QA Audit No. 4-84-10 which covers the surveillance area 
was reviewed for adequacy of corrective actions and response timeli-
ness. 
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The inspector verified that out of calibration or broken test instru-
mentation is marked and segregated, and that equipment calibrated or 
tested with that test instrumentation is evaluated for possible 
detrimental effects to system performance. 

The inspector questioned operations and maintenance personnel on 
safety-related key control. Safety-related keys are not given out 
but controlled by operators. If a locked safety-related valve or 
device needs to be manipulated for surveillance, an operator performs 
the task or accompanies the individual who will perform the task. 
Double verification or independent verification is also required on 
safety-related valves or other valves which could affect plant condi-
tions or instrumentation. 

During the performance of QI5-37-51, the technicians followed applic-
able procedures on mask issuance and surveillance performance. They 
were in constant communication with the control room and used the 
procedure for instrument verification at each step. Each step of the 
procedure was signed as it was performed, and a functional test sticker 
was attached to each instrument as it was tested. The technicians 
also exhibited an excellent knowledge of radiological controls and 
practiced good housekeeping methods. 

The fact that a second technician was receiving on-the-job training is 
commendable. Requirements on entry level instrument technicians also 
specify certain formal education. During the performance of Q05 1000-54, 
there was good identification and reporting of problems by the shift 
foreman. He identified a leak on the high pressure inboard bearing 
seal and recommended to the control room that a work request for repair 
be initiated. 

During the review of 005-005-71, the inspector noted that readability 
of the associated graph was difficult. Other graphs in the control 
room were noted to have the same problem and should be addressed along 
with Technical Specification readability (Paragraph 2.c.). 

No items of noncompliance or deviations were identified in this area. 

5. 	Independent Inspection  

a. 	Control of Radiation Areas  

On September 25, 1984, the inspector observed the R-gate into the 
Unit 2 northeast RHR area to be unlocked. This area is posted as a 
high radiation area. A laborer was sitting on the change bench adja-
cent to the R-gate area. When questioned by the inspector, the 
individual stated he was a tool runner for two workers inside the high 
radiation boundary. The laborer stated he was not there to stop anyone 
from entering the area. He also stated he had no way of knowing if a 
person had been granted access to the area. He did not have a key for 
the R-gate lock but one of the two workers in the area did. 
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10 CFR 20.203(c)(2) states: "Each entrance or access point to a high 
radiation area shall be: 

(i) Equipped with a control device which shall cause the level of 
radiation to be reduced below that at which an individual might 
receive a dose of 100 millirems in 1 hour upon entry into the 
area; or 

(ii) Equipped with a control device which shall energize a conspicuous 
visible or audible alarm signal in such a manner that the indivi-
dual entering the high radiation area and the licensee or a super-
visor of the activity are made aware of the entry; or 

(iii) Maintained locked except during periods when access to the area 
is required, with positive control over each individual entry.' 

Contrary to 10 CFR 20.203(c)(2), the licensee did not provide positive 
control over each individual entry when the area was not locked. The 
licensee does not employ methods (i) or (ii). 

This is an iten of noncompliance. (265/84-17-02(01W)) 

The licensee's corrective actions include training of R-gate watches, 
indoctrination in initial and requalification general employee training 
on R-gate watch duties and responsibilities for access control, and 
increased controls over R-gate keys are adequate. As such, no reply 
to this noncompliance is required. 

Commonwealth Edison is also considering placing self-closing doors on 
this and similar doors in all their plants. 

b. Combustible Materials  

During plant tours, the inspector noticed a large amount of wooden 
scaffolding and a wooden ladder in the plant. The licensee buys the 
wood fire-treated and marks it with a purchase order number so if it 
is cut, it can be remarked and traced to a fire-treated standard. The 
wooden ladders are not fire-treated. The licensee is attempting to 
implement a transient combustible fire hazard analysis for such items 
to ensure the fire hazards are within installed fire-fighting capacities, 
and to track the amount and location of combustibles in the plant. 

c. Housekeeping 

During plant tours, the inspectors noticed that trash had accumulated 
in several cable trays throughout the plant. The amount of trash 
(primarily paper) is not excessive and the licensee's housekeeping 
program does address this concern. However, the resident inspectors 
will monitor this area to ensure continued attention is given to cable 

tray cleanup. 
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6. 	Exit Interview  

The inspectors met with licensee representatives (denoted in Paragraph 1) 
throughout the month and at the conclusion of the inspection on September 28, 
1984, and summarized the scope and findings of the inspection activities. 
The licensee acknowledged the inspectors' concerns. 
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Docket No. 50-254 

Docket No. 50-265 

Commonwealth Edison Company 

ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 

Chicago, IL 60690 

Gentlemen 

This refers to the routine safety inspection conducted by Messrs. 
A. L. Madison, A. D. Morrongiello, and J. C. Bjorgen of this office on 

October 7 through November 10, 1984, of activities at Quad-Cities Nuclear 
Power Station, Units 1 and 2, authorized by NRC Operating Licenses No. 

DPR-29 and No. DPR-30 and to the discussion of our findings with 

Mr. N. J. Kalivianakis at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 

examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure 

will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 

application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-

quirements of 2.790(b)(1). If we do not hear from you in this regard within 

the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 
	

2 	OF I U I5U4 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

"Original signed by G. C. Wright" 

W. D. Shafer, Chief 
Reactor Projects Branch 2 

Enclosure: Inspection Report 
No. 50-254/84-21(DRP) 
and 50-265/84-19(DRP) 

cc w/encl: 
D. L. Farrar, Director 
of Nuclear Licensing 

N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

RIII 	RIII 

icflt  
Ch*sotimos/pg ,)VeYer 
11/20/84 
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Licensee: Commonwealth Edison Company 
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Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: October 7 through November 10, 1984 

Inspectors: A. L. Madison 

A. D. Morrongiello 
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	 /) 
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Date 

Inspection Summary 

Inspection on October 7 through November 10, 1984 (Report No.  

50-254/84-21(DRP); 50-265/84-19(ORP))  
Areas Inspected: Routine, unannounced inspection by resident inspectors 
of operations; radiological controls; maintenance/modifications; surveillance; 
fire protection; emergency preparedness; security, quality assurance; quality 
control; administration; procedures; routine and non-routine reports; and 

independent inspection. The inspection involved a total of 199 inspector-hours 

onsite by three NRC inspectors including 37 inspector-hours onsite during 
offshifts. 
Results: No items of noncompliance or deviations were identified. 



DETAILS 

1. Persons Contacted 

*N. Kalivianakis, Superintendent 

*T. Tamlyn, Assistant Superintendent for Operations 

*D. Bax, Assistant Superintendent for Maintenance 

L. Gerner, Assistant Superintendent for Administration 
*D. Gibson, Quality Assurance Supervisor 

G. Spedl, Technical Staff Supervisor 

R. Roby, Senior Operating Engineer 

The inspector also interviewed several other licensee employees, including 

shift engineers and foremen, reactor operators, technical staff personnel 
and quality control personnel. 

*Denotes those present at the exit interview on November 9, 1984. 

2. Open Items 

(Closed) 254/84-04-04. Procedures to prevent loss of secondary 

containment during valve maintenance. Revisions to the work request 
forms and a new procedure (QMP 100-45 Reactor Building Secondary 

Containment Assurance for Valve Disassembly or Pipe Removal) were 
implemented to alleviate the potential for loss of secondary containment 

during valve maintenance. The inspectors reviewed these items for 
technical adequacy. 

(Closed) 254/84-11-01; 265/84-10-02. Temporary procedures are In place 

to resolve the inspectors concerns of procedural inadequacies, which, did 

not contain certain instrument calibrations. Permanent changes to the 

procedures were verified to be in progress. The inspector has no further 
concerns in this area. 

(Open) 254/84-11-04; 265/84-10-05. Gould batteries, as well as all 

available batteries, have flammable battery spacers and this fact should 

be taken into consideration when calculating fire loading for the battery 

room. The licensee has been made aware of this issue. The resident 

inspector has notified regional fire specialists and they will review 

this item along with the licensee's entire fire protection program at a 

future date. 

No items of noncompliance or deviations were identified in this area. 

3. Routine Inspection 

The resident inspectors, through direct observation, discussions with 

licensee personnel, and review of applicable records and logs, examined 

the areas stated in the inspection summary. The items contained in the 

enclosure were considered during this review. 
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Further, additional observations were made in the following areas: 

a. Plant Operations  

Units 1 and 2 were in operation at the beginning of the report 

period and except for minor reductions in power to accommodate testing 

and load dispatcher requests, and the October 25, 1984, scram on 
Unit 2, (discussed in IE reports 84-23(DRP) and 84-21(DRP)),remained 
at full power during the report period. 

During plant tours of Units 1 and 2, the inspectors walked down the 

accessible portions of the standby gas treatment system to verify 

operability. 

b. Radiological Control  

The resident inspector identified to the licensee a concern 
regarding the apparent lack of communication between the maintenance 
department and the rad/chem department. The concern involves 
interpretation of rad/chem procedures by maintenance personnel. The 
rad/chem supervisor has requested a meeting of department heads to 

discuss and clarify not only this concern but several other concerns 

that he has identified as needing further effort. The licensee is 

effectively addressing these concerns. 

c. Maintenance 

Portions of the following maintenance activities were observed/ 

reviewed: 

Unit 1  

Repairs to TIP machine 

Repairs to HPCI torus test valve 

Repairs to containment spray valve 

d. Surveillance  

During the observation of surveillances, the inspector questioned 

the availability of procedures. While the procedures were physically 

on hand, they were not open. The inspector reminded the licensee of 
the responsibility to review procedures prior to their performance 

and the advisability of keeping the procedure open and readily 
available to ensure compliance. The licensee acknowledged this 

concern and maintenance personnel were cautioned concerning their 

responsibilities. 
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Portions of the following surveillance activities were 

observed/reviewed: 	t, 

Testing of EPA breaker components 

Calibration of lob o water level ECCS initiation 

e. 	Procedure Review 

QAP 1900-3, Rev. 13 
	

Station access control 

QAP 1900-51, Rev. 5 
	

QCNPS authorization list 

QCP 700-24, Rev. 2 
	

Determination of Suspended solids 

QUA 3200-2, Rev. 5 
	

Loss of feedwater 

QOP 700-6, Rev. 4 
	

Traversing incore probe (TIP) 

QOP 230-2, Rev. 4 	Control rod drive temperature monitor 
recorder 

005 5670-2, Rev. 2 	Unit operator's shift surveillance for EGC 
operation 

QDS 5670-S1, Rev. 2 	Operations weekly summary for EGC daily 

surveillance 

QRP 1310-1, Rev. 2 	Issuance and selection of respiratory 

protective equipment 

QRP 1310-52, Rev. 3 	MSA air-pack inspection 

QOS 202-1, Rev. 4 
	

Nuclear limits verification prior to 

operation in master-auto recirculation flow 

control mode 

Q0S 700-7, Rev. 3 	RBM bypass control 

Q05 005-1, Rev. 9 	Operations department weekly summary of 

daily surveillance 

Q05 005-S1, Rev. 29 	Operations department weekly summary of 

daily surveillance reading sheet 

QAP 300-16, Rev. 7 	Vital equipment padlock control 

QAP 300-17, Rev. 4 	Shift foreman turnover checklist 

QGA-17, Rev. 9 	Automatic reactor scram signal present with 
no resulting scram (ATWS Event) 
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4. 	Independent Inspection 

a. 	Information Notice Followup  

(i) IEN 84-59: "Deliberate Circumventing of Station Health 

Physics Procedures." The station has effective lost 
dosimetry program. 

(ii) IEN 84-60: "Failure of Air-Purifying Respirator Filters 
to Meet Efficiency Requirement." This notice was given to 

rad/chem to review and see if any October 1983 filters are 
in stock. 

(iii) IEN 84-61: "Overexposure of Diver in Pressurized Water 

Reactor (PWR) Refueling Cavity." Detailed procedures were 
in place prior to divers entering pool. 

(iv) IEN 84-62: "Therapy Misadministrations to Patients 

Undergoing Cobalt-60 Teletherapy Treatments." Not 
applicable to Quad-Cities. 

(v) IEN 84-63: "Defective RHR Replacement Piping." The 
notice was routed to quality control and station 

engineering for information. 

(vi) LEN 84-64: "BWR High-Pressure Coolant Injection (HPCI) 

Initiation Seal-In and Indication." The discharge valves 

are not interlocked with the steam inlet valves and the 

procedures were changed to assure that the manual 

pushbuttons for RCIC and HPCI are held long enough for 
initiation. 

(vii) IEN 84-66: "Undetected Unavailability of the 

Turbine-Driven Auxiliary Feedwater Train." Not applicable 

to Quad-Cities. 

(viii) IEN 84-67: "Recent Snubber Inservice Testing with High 

Failure Rates." All mechanical snubbers which are safety 

related are accessible for Technical Specification 

surveillance. Hydraulic snubbers are not used in safety 

related applications. 

(ix) IEN 84-68: "Potential Deficiency in Improperly Rated 

Field Wiring to Solenoid Valves." A station review 

revealed that Valcor solenoid valves are not used in 
safety related applications and ASCO solenoid valves do 

not have cables that terminate inside a totally enclosed 

valve body leaving an energized solenoid. 

5 



(x) 	IEN 83-71: "Graphitic Corrosion of Cast Iron in Salt 
Water." Not applicable to Quad-Cities. 

5. 	Regional Request 

a. A memorandum was sent to all sites regarding the requirement to 

notify the NRC Operations Center. While not a problem at Quad-Cities, 
the licensee was reminded of these requirements. 

b. A memorandum was sent to all sites regarding accident monitoring 
safety relief valve instrumentation. While Quad-Cities has 
basically the same Technical Specifications, as noted in the 

memorandum, it does not appear to be an issue at this station. 
The amended Safety Evaluation Report specifies that such a system 

need not be safety grade provided that backup methods of determining 
valve position are available. At Quad-Cities, both acoustic 

monitors and temperature devices are used as the approved method. 

No items of noncompliance or deviations were identified in this area. 

6. IE Bulletin Followup  

(Closed) IE Bulletin 84-03, "Refueling Cavity Water Seal." The 

refueling cavity water seal at Quad-Cities is not subject to gross 
failure since the design has no active components. (There is no 

pneumatic seal). The minimum time to drain the entire cavity and fuel 

pool to the level where maximum break could occur is 3.7 hours. After 

which time, there would be three feet of water above fuel in the spent 

fuel pool (and any fuel in the vessel would be covered by about 28 feet 

of water). There are at least three means of returning water to the 

cavity: RHR pumps, core spray pumps, and the condensate system. 

Quad-Cities abnormal procedure QOA 1900-1, "Loss of Water Level in the 

Spent Fuel Storage Pool or Reactor Cavity and Level Decreasing", was 
revised as a result of this bulletin. Some additional symptoms were 

added, along with actions for fuel in transfer. Also, additional methods 

of getting water into the cavity/fuel pool are recommended. 

No items of noncompliance or deviations were identified in this area. 

7. Exit Interview 

The inspector met with licensee representative (denoted in Paragraph 1) 
throughout the month and at the conclusion of the inspection on 

November 9, 1984, and summarized the scope and findings of the 
inspection activities. The licensee acknowledged the inspectors' concerns. 
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Enclosure 

Activities were accomplished in a timely manner using approved procedures and 
drawings and were inspected/reviewed as applicable; 

- procedures, procedure revisions and routine reports were in accordance with 
Technical Specifications, regulatory guides and industry codes or standards; 

- approvals were obtained prior to initiating any work; 

- activities were accomplished by qualified personnel; 

- the limiting conditions for operation were met during normal operation and 
while components or systems were removed from service; 

- functional testing and/or calibrations were performed prior to returning 
components or systems to service; 

- independent verification of equipment lineups and review of test results were 
accomplished; 

- quality control records and logs were properly maintained/and reviewed; 

- parts, materials, and equipment were properly certified, calibrated, stored 
and/or maintained as applicable; 

- adverse plant conditions including equipment malfunctions, potential fire 
hazards, radiological hazards, fluid leaks, excessive vibrations, and 
personnel errors were addressed in a timely manner with sufficient and proper 
corrective actions and reviewed by appropriate management personnel. 
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NOV 2 51984 

Docket No. 50-254 

Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 

Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Mr. D. E. Miller of 

this office on October 29 through November 2, 1984, of activities at Quad Cities 

Nuclear Power Station, Units 1 and 2, authorized by NRC Operating Licenses 

No. DPR-29 and No. DPR-30 and to the discussion of our findings with Mr. Gerner 

and others at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during the 
inspection. Within these areas, the inspection consisted of a selective exami-

nation of procedures and representative records, observations, and interviews 

with personnel. 

No items of noncompliance with NRC requirements were identified during the 

course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure 

will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 

application to withhold information contained therein within thirty days of the 

date of this letter. Such application must be consistent with the requirements 

of 2.790(b)(1). If we do not hear from you in this regard within the specified 

periods noted above, a copy of this letter and the enclosed inspection report 

will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 
	NOV 2 8 1984 

- 
We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

/ tfr,  
L. R. Greger, Chief 
Emergency Preparedness and 

Radiological Protection Branch 

Enclosure: Inspection Reports 
No. 50-254/84-22(ORSS) and 
No. 50-265/84-20(DRSS) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 

N. Kalivianakis, Plant 
Superintendent 

OMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 



U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/84-22(DRSS); 50-265/84-20(DRSS) 

Docket Nos. 50-254; 50-265 	Licenses No. DPR-29; DPR-30 

Licensee: Commonwealth Edison Company 

P. O. Box 767 

Chicago, IL 60690 

Facility Name: Quad Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad Cities Site, Cordova, IL 

Inspection Conducted: October 29 through November 2, 1984 

 

Inspector: D. E. Miller 

Approved By: P. C. Lovendale, Chief 

Facilities Radiation Protection 

Section 

42-7/651  

Date 

/el  

Date 

Inspection Summary 

Inspection on October 29 through November 2, 1984 (Reports  

No. 58-254/84-22(DRS5); 50-265/84-20(DRSS))  

Areas Inspected: Routine, unannounced inspection of the operational radiation 

protection program, including: organization and management controls, training 

and qualifications, external exposure control and personnel dosimetry, internal 

exposure control and assessment, and audits. Also reviewed were anonymously 

made allegations from a former contractor employee, and open items. The 

inspection involved 38 inspector-hours on site by one NRC inspector. 

Results: No violations or deviations were identified. 



DETAILS 

1. 	Persons Contacted 

B. Bielasco, Health Physics Coordinator 

*R. Carson, Lead Health Physicist 

*L. Gerner, Assistant Superintendent, Administrative and Support 

Services 

N. Griser, Quality Assurance 

K. Hall, Health Physicist 

S. Horvath, Health Physicist 

N. Kalivianakis, Station Superintendent 

T. Kovach, Rad/Chem Foreman Coordinator 

J. McMillan, Rad/Chem Supervisor 

J. Piercy, ALARA Coordinator 

J. Sirovy, Plant Chemist 

R. Tank, Dosimetry/Records Coordinator 

*A. Morrongiello, NRC Resident Inspector 

The inspector also contacted several other licensee personnel including 

members of the technical and engineering staffs. 

*Denotes those present at the exit meeting. 

2. 	General  

This inspection, which began at 10:00 a.m. on October 29, 1984, was con-

ducted to examine the operational radiation protection program. Also 

reviewed were previous open items and anonymous allegations made by a 

former contractor employee. During the inspection, several tours of 

radiologically controlled areas were made by the inspector to review the 

adequacy of radiological postings and access controls. No significant 

problems were identified; some matters concerning apparent programmatic 

weaknesses were noted and discussed with the licensee. Housekeeping 

appeared good. 

3. 	Licensee Action on Previous Inspection Findings  

(Closed) Open Item (254/82-02-20; 265/82-02-20): Installation, testing, 

and procedures for TMI Action Item II.F.1.2. Portions of this item that 

remained open are included in Open Item No. 254/84-03-02. 

(Closed) Open Item (254/84-03-02): Demonstration of compliance with 

Clarification Item 2 of NUREG-0737 Task Item II.F.1.2. Additional calcu-

lations have been performed by the contractor using the revised source 

terms. The contractor's study conclusions remain that the samples can be 

collected, transported, and analyzed within the guidelines of General 

Design Criteria 19. 
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(Closed) Open Item (254/84-13-01; 265/84-11-01): Adequacy of Eberline 

SA-9 monitor calibration. Further studies are in progress. This item is 

generic to the industry for this type monitor; individual open items con-

cerning this matter are redundant and being closed. 

4. 	Organization and Management Controls 

The inspector reviewed the licensee's organization and management controls 

for the radiation protection programs including changes in the organiza-

tional structure and staffing, effectiveness of procedures and other 

management techniques used to implement these programs, experience concerning 

self-identification and correction of program implementation weaknesses, 

and effectiveness of audits of these programs. Audits are discussed in 

Section 8. 

Since previously reported in Inspection Reports No. 50-254/84-03, several 

organizational changes have been made or are planned, including: 

a. A. Lewis, a recent MS graduate, was hired as a health physicist and 

has reported for duty. There is no specific ANSI N18.1-1971 

requirement for this position. 

b. S. Horvath, health physicist, has been assigned to a new ALARA Health 

Physicist position, reporting to the ALARA Coordinator. 

C. 	J. McMillan, former Rad/Chem Foreman, has been promoted to a new 

Foreman Coordinator position. O. Bielema, Rad/Chem Technician, will 

be promoted to Rad/Chem Foreman effective November 12, 1984. These 

persons appear to meet the ANSI N18.1-1971 requirements for their 

positions. 

d. 	M. Zinnen, Rad/Chem Foreman, will be promoted to a new ALARA Planner 

position effective November 12, 1984. There are no specific ANSI 

1418.1-1971 requirements for this job. 

During review of anonymous allegations (Section 9), the inspector noted 

that the licensee has no formal method of providing guidance, other than 

station procedures, to contract radiation protection technicians during 

outages. It appears that some of the allegations resulted because 

the alleger apparently was not informed of some programmatic implementa-

tion details. The inspector discussed with the licensee the need to 

assure that such details are formally provided to contract radiation pro-

tection technicians; this matter was also discussed at the exit meeting 

and is considered an open item. (254/84-22-01; 265/84-20-01) 

The inspector reviewed Radiological Occurrence Reports (RORs) written 

during 1984 to date; there were 50 written. It appears that adequate 

management review is performed and corrective actions for individual RORs 

taken. RORs are being tracked at the station and by the CECo corporate 

office to evaluate the need for policy and/or programmatic changes. No 

problems were noted. 

No violations or deviations were identified. 



5. Training and Qualifications  

The inspectors reviewed the training and qualifications aspects of the 

licensee's radiation protection program, including: changes in responsi-

bilities, policies, goals, programs, and methods: qualifications of 

newly hired or promoted radiation protection personnel; and provisions for 

appropriate radiation protection training for station personnel. Also 

reviewed was management techniques used to implement these programs and 

experience concerning self-identification and correction of program imple-

mentation weaknesses. Audits are discussed in Section 8. Qualifications 
of newly hired or promoted radiation protection personnel is discussed in 

Section 4. 

Newly hired rad/chem technicians (RCTs) attend a 12 week formal training 
program at the Braidwood Training Center; there are six RCTs at the center 
now. After completion of training at the center, the RCTs participate 

in a qualification card system at the station where they learn station 

radiation protection and chemistry procedures and associated equipment 

and are tested in their comprehension. If considered qualified on each, 
the qualification card is signed by the tester and a rad/chem supervisor. 

Annual retraining for RCTs in 1984 consisted of a one week class; portions 
of the training were conducted by rad/chem supervisors and by the training 

department. Training included radiation protection and chemistry procedural 

refresher subjects and first aid requalification. An off-site audit, con-

ducted since the 1984 retraining, considered the brevity of the retraining 

and the lack of technical sessions to be a weakness. The licensee intends 

to provide a two week retraining program during 1985, and include technical 
subjects. Also, technical subjects are now briefly discussed during weekly 

rad/chem supervision meetings with RCTs. 

When contract radiation protection technicians report for duty, they 

receive about 40 hours of training before starting work. The training 

consists mainly of station radiation protection standards and procedure 
review. During review of allegations made (Section 9), the inspector noted 

that station radiation protection procedures are not always detailed enough 

to stand alone, and further details should be provided to contract techni-

cians. This matter is further discussed in Section 4. 

No violations or deviations were identified. 

6. External Exposure Control and Personal Dosimetry 

The inspectors reviewed the licensee's external exposure control and 
personal dosimetry program, including: changes in facilities, equipment, 

personnel, and procedures; adequacy of the dosimetry program to meet 
routine and emergency needs; planning and preparation for maintenance and 

refueling tasks including ALARA considerations; required records, reports, 

and notifications; effectiveness of management techniques used to implement 

these programs and experience concerning self-identification and correction 

of program implementation weaknesses. Audits are discussed in Section 8. 
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According to licensee records and discussions with the licensee, no station 

or contractor employee is expected to receive greater than five rein whole 
body dose during 1984. The licensee's goal for 1984 is not to exceed a 

total whole body dose of 1600 person-rems. The current projections indi-

cate that the goal can be reached if no unanticipated tasks result from 

operational problems. The licensee appears to be in compliance with 10 CFR 
20.101, 102, 104, and 202. The inspector verified that the licensee has 

reported exposure data in accordance with 10 CFR 20.407 and 8, and 10 CFR 

19.13. 

The licensee is planning to begin use of a new Radiation Work Permit 

(RWP) system in January 1985. RWPs will be issued for all work in radio-

logically controlled areas. The current program does not require an RWP 

for jobs where the daily individual dose expected for an individual is 
less than 50 mrem, except for cutting, welding, grinding, etc. About 

25 percent of the total dose received at the station is on tasks where 
no RWP is issued. The licensee believes that inclusion of all tasks 

in the RWP program will aid in extending ALARA review and consideration 

to lower dose rate tasks. 

As discussed in Inspection Report No. 50-254/84-03, significant dose 

reduction resulted from decontamination of recirculating system piping. 

The licensee expects buildback of as much as 75 percent by the next 
refueling and major maintenance outage. Much of the buildback would result 

from redistribution from portions of the coolant system that have not been 
decontaminated. The buildback cannot be assessed until after shutdown and 

decay of short-lived contaminants. The licensee intends to review the 

drywell dose rates post shutdown at the next outage, along with antici-

pated work to be performed, and determine the cost/dose effectiveness of 

additional recirculating system piping decontamination. The licensee is 

using a guideline of 150 person-rems savings as being cost/dose effective. 

No violations or deviations were identified. 

7. 	Internal Exposure Control and Assessment  

The inspectors reviewed the licensee's internal exposure control and 

assessment programs, including: changes in facilities, equipment, per-

sonnel, and procedures affecting internal exposure control and personal 

assessment; determination whether engineering controls, respiratory 
equipment, and assessment of individual intakes meet regulatory requirements; 

planning and preparation for maintenance and refueling tasks including 

ALARA considerations; required records, reports, and notifications; and 

effectiveness of management techniques used to implement these programs 

and experience concerning self-identification and correction of program 

implementation weaknesses. 

Review of selected airborne surveys showed no indication of exposures 

approaching the 40 MPC-hour control measure. Whole body count data was 

reviewed for about 3700 counts performed between December 7, 1983 and 
October 9, 1984, on company and contractor personnel. Several followup 

counts were performed on persons who showed elevated initial counts. 

Followup counting was adequate to verify that the 40 MPC-hour control 
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measure was not exceeded. 

The licensee permits reuse of respirators by the person who checked it out; 
the respirator is to be bagged and identified while the person is out of 
the area where the respirator is required. The licensee stated that the 

inside of the respirator should be surveyed for contamination before being 

reworn. During review of allegations (Section 9), the inspector found 

that there is no formal method of relating the contamination check 
requirement for the inside of the masks, before being reworn to persons who 

wear masks or to contract radiation protection technicians responsible for 

the checks. Need for further formal detailed direction for contract 

technicians is discussed in Section 4. During the inspection, the licensee 

made arrangements for the training department to include the contamination 

survey requirement in NGET training. 

The licensee has designed, built, and is testing a respiratory protection 
mask drying cabinet. During recent extensive outages, as many as 1500 

masks were worn in one day. During these peak use periods, the present 
method of air drying masks after laundering has been unable to keep up 

with the demand. The licensee intends to redesign the mask cleaning room 
to provide a more efficient handling, laundering, drying, and inspection 

flow path. The new drying cabinet is part of the redesign. As described 

in allegations (Section 9), masks occasionally arrived at the issue point 

not totally dry during peak use periods. The licensee believes that the 

mask cleaning room redesign will permit complete drying of the masks 

before reissue. 

During a past inspection (50-254/84-03), the inspector noted there were a 

large number of personal contamination incidents within two station work 

groups, including many recurrences by individuals. Since then, the 

licensee has revised form QRP-1470-SI to include greater detail and 

followup on contamination incidents. Also, health physicists have 

been assigned to counsel persons who are frequently contaminated. The 

effect of this counseling program is yet to be assessed. 

No violations or deviations were identified. 

8. 	Audits  

The inspector reviewed onsite and offsite audits of the radiation pro-

tection program conducted during 1984 to date. Extent of audits, 

qualifications of auditors, and adequacy of corrective actions were 

reviewed. 

Onsite Quality Assurance Audits  

Three quality assurance audits were performed; the subjects were mainly 

compliance with selected radiation protection procedures. Three 

observations were made concerning failure to adequately complete routine 
survey, response check, and surveillance forms. Corrective actions have 

been completed for one observation; corrective actions for the remaining 

two are scheduled to be completed by January 1, 1985. The extent of the 
audits, qualifications of the auditors, and corrective actions appear 

adequate. No problems were noted. 

6 



Offsite Quality Assurance Audits 

The annual offsite quality assurance audit of station activities was con-

ducted on September 11-14, 1984; included was a technical audit of rad/ 

chem procedures and policies performed by a qualified CECo corporate 

employee acting as a "Technical Observer" to the audit team. One observa-

tion concerning documentation of shift supervisor approvals of Radiation 

Work Permits was identified; the observation was corrected and closed 

before completion of the audit. The corrective action appears adequate. 

No problems were identified. 

INPO Audit 

The inspector reviewed the report of an INN) audit conducted during 

June 1984. There were eight findings related to the radiation protection 

and radwaste programs. The findings relate apparent weaknesses or areas of 

possible improvements in licensee programs. The licensee has implemented, 

and plans to implement several programmatic changes to address the findings. 

The changes appear to address the findings. 

No violations or deviations were identified. 

9. 	Allegations  

A list of concerns regarding possible radiological protection problems at 

Quad Cities Station was received at Region III on September 6, 1984. The 

list was given anonymously to Region V and subsequently forwarded to Region 

III; the list apparently came from someone who had been employed as a 

contract radiation protection technician at Quad Cities Station during the 

period September through December 1983. 

During review of the allegations, the inspector contacted department mana-

gers, health physicists, foremen, technicians, and the ALARA Coordinator. 

The inspector reviewed administrative and radiation protection procedures, 

survey records, radiation work permits, logs, and ALARA review records. 

The inspector noted that portions of the licensee's radiation protection 

program, relative to the allegation, have since been improved; however, 

other portions appear to need improvement. No violations related to 

the allegations were identified. Possible programmatic improvements 

were discussed with licensee personnel. 

The allegations are presented below in the alleger's words; a discussion 

of the inspector's review follows each allegation. 

a. 	Allegation:  

While attending GET, I noticed that the training film stressed frisk-

ing "only if you think you are contaminated." This is wrong, and I 

believe this lead to numerous contamination problems with personnel. 
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Discussion:  

The General Employee Training (GET) has since been altered; therefore, 

what was taught when the alleger attended the class could not be veri-

fied. In January 1984, CECo distributed to all operating stations a 

policy statement and an implementation directive to require whole body 

frisking, for all persons who have crossed a step-off pad, by the 

end of the second calendar quarter 1984. Quad Cities station estab-

lished appropriate policy statements and implementing procedures to 

require such frisking; the program was implemented on May 1, 1984. 

The GET was changed to instruct persons regarding the new frisking 

policy. 

b. Allegation:  

While at the plant, I noticed numerous jobs in the drywell involving 

welding, burning, and grinding. However, even though those jobs were 

done in respirators, I don't recall seeing any breathing zone air 

samples taken. There was one general area air sample taken each morn-

ing inside the equipment hatch and this air sample was used to write 

RWPs. 

Discussion: The licensee conservatively uses airline masks when per-

forming any welding, burning, and grinding on contaminated materials 

in the drywell. The inspector noted that breathing zone air samples 

were collected during the first of any job set for welding, burning, 

or grinding in the drywell during the period in question. When 

several pipe cuts were made on a given pipe, additional breathing zone 

samples were periodically collected. Review of air sample results 

indicated that the respiratory protective equipment provided was more 

than adequate. In addition, the licensee used glove boxes when cutting 

out cleanup system piping during this period, thereby limiting airborne 

and surface contamination potential. It appears that the alleger was 

not aware of the licensee's total program. 

c. Allegation: This involves the reactor water cleanup system. The 

p.ping in this system was replaced during this outage. This piping 

was from 1.5 to 2 R/hr contact. Instead of taking this piping out in 

small easily manageable pieces, they removed sections anywhere from 

7-15 feet long, and moved them up to 30 feet along the grating. The 

reason for taking out such large pieces was that this way they knew if 

the new pieces would be moved in easy. After the old pipe was lowered 

to the main elevation, it was then moved into the airlock, where it 

was cut up into approximately 3 foot pieces, then transported. I 

feel, and I stated this then, that the pipe should have been shielded 

down and cut into small sections on the spot, then transported, but 

I was overruled. 

Discussion:  

This piping replacement was in Unit 2. The piping in Unit 1 had been 

previously replaced using the method the alleger believed preferable. 

The licensee's ALARA Coordinator stated that an extensive post-job 
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ALARA review of the Unit 1 task showed that a change in method could 

result in dose savings. Some of the reasons for potential dose savings 

using the altered method were: 

O Less scaffolding needed to be erected and torn down in radiation 

and high radiation areas. 

O A smaller number of cuts and welds needed to be made in the high 

background area. 

0 	Less pipe fit-up time was needed. 

O Old pipe could be cut up in lower background area. Because the 

piping and background dose rates were not the same, and the method 

of cutting had been somewhat altered, exact dose savings were 

difficult to assess. The inspector believes that the alleger 

was unaware of the licensee's ALARA review process. 

d. 	Allegation:  

There was no procedure for removing "hot" tools from contaminated 

areas. They were not surveyed, tagged as contaminated, or even 

bagged up. This also applied to respirators, except that they could 

be reworn, contaminated or not, since they were never checked. 

Discussion:  

Concerning the comment about no procedure for "hot" tool handling, 

the licensee's written procedure is not detailed to include a step-by-

step procedure. The licensee's practice in areas where several jobs 

are in progress at one time, such as the drywell during major outages, 

is to maintain tool boxes within the radiological control zone near 

the drywell to store tools not in use. Occasionally, other tool boxes 

are placed in a second controlled zone near the drywell entrance; 

tools are carried from one zone to the other in plastic bags and 

stored in identified boxes; these tools are re-used in the drywell. 

Tools to be released for unrestricted use are surveyed before release. 

Tools identified by specified color markings are not to be released. 

Areas such as the drywell are usually radiologically controlled by 

contract radiation protection technicians during major maintenance 

outages. It appears that the contract technicians were not properly 

informed of the licensee's tool handling practices and did not assure 

that tools were handled in accordance with these practices. This 

matter is further discussed in Section 4. 

Concerning the comments about surveying and bagging respirators, 

respirators are issued to individuals in a bag and the individual 

must return the respirator (in the bag) to the issue point. The 

individual must leave his NGET card when issued the respirator; the 

card is returned to the individual when the respirator is returned to 

the issue point. The respirator is issued by serial number; when the 

mask is returned to the cleaning area, the inside of the mask is 

surveyed and checked for contamination. If contamination is present, 

the individual is instructed to receive a whole body count. 
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Concerning rewearing of respirators, the licensee's policy is that the 

wearer can return the mask and obtain a new one, or have a radia-

tion protection technician survey the interior surfaces of the 

respirator before it is reworn. It appears that the licensee's policy 

for respirator re-use was not being followed. This matter is further 

discussed in Section 7. 

e. 	Allegation:  

There was no way a worker would check his dosimeter as it was placed 

in a plastic bag and taped. They relied on Xetex electronic dosi-

meters with no alarm. 

Discussion:  

The electronic dosimeter serves the same purpose as the pocket 

dosimeter; neither have an alarm. Use of the two is conservatively 

redundant. Persons wearing either are to frequently check the accumu-

lated dose reading to assure they do not exceed the authorized dose. 

Allegation:  

There was no way to ascertain if the respirators had been cleaned, 

sanitized, checked for damage, etc. We received respirators that were 

dripping wet, had torn face seals, torn head stops, missing valves, 

missing filter gaskets, and cracked faceplates. Also, the plant reused 

filter cartridges without checking the DP across the filter. We also 

got filters that were very rusty around the seal surfaces. 

Discussion:  

During maintenance outages, the RCTs doing mask cleaning/checking are 

hard pressed to keep up. The licensee estimates use of about 1500 

masks per day during peak periods during the last two major maintenance 

outages. When returned to the mask cleaning room, the masks are swipe 

checked for contamination on interior surfaces, surveyed for fixed 

contamination on interior surfaces, surveyed for fixed contamination, 

and placed in mask washing equipment. Filter cartridges are surveyed, 

visually inspected, and ten percent are AP checked. There is obviously 

some judgement used when visually inspecting the cartridges. 

After laundering, the respirators are hung up to air dry. Because of 

the high use rate during major outages, the masks may not have been 

completely dry before they were needed for reuse. The respirators 

are inspected for defects before being returned to service. During 

high use periods, cleansed respirators are taken in bulk in plastic 

bags to issue stations manned by contract technicians. According to 

licensee management, the contract technicians are to reinspect the 

respirators before they are issued. However, it is not clear that 

the contract technicians were always informed that they were to perform 

the reinspection. This matter was discussed with the licensee. 
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g. Allegation:  

Around the trash compactor in the Unit 2 trackway, there is a six foot 

wall. On one side of this wall, where compacting is happening, the 

workers are in respirators. In the main passage way, however, there 

is no protection required. Also, radwaste boxes would be filled and 

left in the trackway with no identification or caution signs on them. 

I feel that this practice is not consistent with a good ALARA program. 

Discussion:  

Compactible potentially contaminated trash is collected in plastic 

bags and surveyed for direct radiation; if a bag reads greater than 

100 mR/hr, it is taken to radwaste instead of the trash compactor. 

The compactor is a baler where the material is placed in a bin and 

a ram compacts the material into bales which are banded by hand. 

During compaction, the compactor housing is enclosed except for one 

side which has slots to permit air to escape; an air hood draws the 

air from the slotted side into a filtered ventilation system. Licen-

see personnel wear protective clothing and half masks while handling 

the waste. An air sampler is operated near the handling operation 

when work is being performed. The inspector selectively reviewed the 

results of air sample analyses; no activity significantly above LLD 

has been detected. The respirator equipment is conservatively used 

because of the potential for airborne activity, not because of its 

presence. 

The radwaste boxes discussed in the allegation are large metal cont-

ainers into which the bales are placed; the containers hold two to four 

bales, depending on the size of bales generated and the intention to 

place solid objects made of wood or metal into the container with the 

bales. One container is filled at a time; the container is placed 

outside the concrete block separating the bailer area from the trackway 

area. After filling, the lid is placed on the container and bolted on. 

The container is then placed behind a second concrete block wall for 

storage until shipment. According to the licensee, low level dry 

active waste is not baled until a container can be filled; these 

containers are in the trackway, with material in them, only long 

enough to complete a bailing/loading cycle. A review of survey data 

on filled containers indicated that they normally read between 5 and 

30 mR/hr on contact. The inspector was unable to arrive at a good 

estimate of dose that could be received by persons walking past the 

containers while being loaded and handled. However, based on an 

overview of the entire dry active waste handling/packaging/preparation 

for shipment program, it appears the licensee has attempted to mini-

mize the total dose received by using good radiation safety practices. 

h. Allegations:  

The RWP program stated that an RWP was needed only if the person 

thought they were going to pick up 50 mr or more total exposure in 

an entry. There was no limit on entries into contaminated areas for 

RWP use. This means that, theoretically, people could enter High 

Radiation Areas without an RWP. 
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Discussion:  

What the alleger described is correct except that the 50 mr is a daily 

administrative dose limit of 50 mrems; and an RWP is always required 

for work involving welding, flame cutting, grinding, sawing, or 

heating radioactive material other than within specified special areas. 

The licensee's Radiation Work Permit (RWP) program is not in violation 

with regulatory requirements. The licensee however, intends to 

initiate on January 1, 1985, a program whereby all persons entering 

radiologically controlled areas will be covered by an RWP. The revised 

RWP program should provide better dose accountability and thereby aid 

performance of ALARA reviews of tasks with lesser dose potential. 

I. 	Allegation:  

Unfortunately, once we took an air sample we never got the results 

back until the next day, if then. A lot of time our air samples were 

lost. 

Discussion:  

The CECo rad/chem technician assigned to the counting room has 

instructions to immediately inform the rad/chem foreman on duty of 

all abnormal air sample results, so elevated results would not have 

been ignored. The licensee stated that contract radiation protection 

technicians were informed of this procedure, and were directed to call 

the counting room to obtain absolute results for breathing zone air 

samples. These instructions, however, appear to have been verbal; 

there was no method of assurance that all contract technicians were 

properly informed. This matter was discussed with the licensee. 

(Section 4) 

Concerning alleged lost air samples, the inspector was unable to find 

evidence about this matter, because about one year had elapsed. 

Assuming that there was some validity to the allegation, the inspector 

discussed with the licensee the need to assure that contract techni-

cians are adequately instructed in air sample handling practices. 

(Section 4) 

The alleger also stated that he could cite other examples such as people 

not being dressed right, not wearing respirators right, not shaving while 

wearing respirators, sweeping in controlled areas, etc. The inspector 

noted that these are matters which an adequately trained and responsible 

contract radiation protection technician should handle as part of his 

duties if given adequate authority and direction from the station. These 

matters were discussed with the licensee. (Section 4) 

10 	Exit Meeting 

The inspector met with licensee representatives (denoted in Section 1) at 

the conclusion of the inspection on November 2, 1984. The inspector 

summarized the scope and findings of the inspection. In response to items 

discussed by the inspector, the licensee stated that they would review the 

12 



need for providing radiation protection program implementation details to 

contract radiation protection technicians. If it is determined that the 

need exists, the method of implementation would be developed and imple-

mented by the next refueling outage. (Section 4) 
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NOV 9 'J-Pi:4 

Docket No. 50-254 

Docket No. 50-265 

Commonwealth Edison Company 

ATTN: Mr. James J. O'Connor 

President 

Post Office Box 767 

Chicago, IL 60690 

Gentlemen: 

This refers to the special safety inspection conducted during the period 

October 25 through November 4, 1984, of activities at the Quad Cities Nuclear 
Power Station, Units 1 and 2, authorized by NRC Operating License Nos. 

DPR-29 and DPR-30. The results of this inspection were discussed during an 
enforcement conference conducted at the Region III office on November 5, 

1984. We are releasing this report at this time for your information. You 

will be notified by separate correspondence of our decision regarding enforce-

ment action based on the findings of this inspection. No written response is 

required until you are notified of the proposed enforcement action. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure 
will be placed in the NRC Public Document Room unless you notify this office, 

by telephone, within ten days of the date of this letter and submit written 

application to withhold information contained therein within thirty days of 

the date of this letter. Such application must be consistent with the 

requirements of 2.790(b)(1). If we do not hear from you in this regard within 

the specified periods noted above, a copy of this letter and the enclosed 

report will be placed in the Public Document Room. 



- 
C. E. Norelflus, Director 

Division of Reactor Projects 

Commonwealth Edison Company 	2 

	NOV . 9 1984 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

Enclosure: Inspection Report 
No. 50-254/84-23(DRP); 
No. 50-265/84-21(DRP) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

OMB/Document Control Desk (RIDS) 

Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

I R#  

jissotimos/b1 
1 /09/84 



U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Report No. 50-254/84-23(DRP); 50-265/84-21(DRP) 	Licenses No. DPR-29; DPR-30 

Docket Nos. 50-254; 50-265 

Licensee: Commonwealth Edison Company 
Post Office Box 767 

Chicago, IL 60690 

Facility Name: Quad Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad Cities Site, Cordova, IL during October 25 through 
November 4, 1984 

Enforcement Conference At: U. S. Nuclear Regulatory Commission, Region III, 

Glen Ellyn, IL, on November 5, 1984 

Inspectors: A. L. Madison 

R. D. Lanksbuy 

ssotimos, Chief Approved By N 

Rector Projects Section 2C 

 

i‘ 91 
Date 

 

Inspection and Enforcement Conference Summary 

Inspection during October 25 through November 4, 1984, and Enforcement 

Conference on November 5, 1984 (Report Nos. 50-254/84-23(DRP) and 
50-265/84-21(DRP))  

Areas Inspected: Special, unannounced inspection by the senior resident 

inspector and a regional based inspector of the events prior to, during, and 
subsequent to a Unit 2 reactor scram on October 25, 1984. The inspection 

involved a total of 62 inspector-hours by two NRC inspectors including 14 

inspector-hours onsite during offshifts. The enforcement conference involved 

a total of 32 inspector-hours by 8 NRC personnel. 

Results: In the one area inspected, one item of noncompliance was identified 

(Failure to maintain an operator at the controls of an operating reactor - 
Paragraph 2). 



DETAILS 

1. 	Persons Contacted 

Quad Cities Station 

*N. Kalivianakis, Superintendent 
*T. Tamlyn, Assistant Superintendent for Operations 
G. Price, Master Mechanical Mechanic 
G. Spedl, Technical Staff Supervisor 
R. Visin, Personnel Manager 

Commonwealth Edison Corporate  

*Cordell Reed, Vice President Nuclear Operations 
*Dennis Galle, Division Vice President and General Manager, 

Nuclear Station Division 
Dennis Farrar, Nuclear Licensing 
William P. Worden, Operations Manager, BWR 

B. B. Stephenson, Nuclear Station Division Manager 
B. Rybak, Nuclear Licensing 
Michael Turbak, Operations Staff Engineer 
Robert Howard, Control Room Design Review Coordinator 

Licensee Consultants 

E. B. Silverman, President, ARD Corporation 
R. L. Kershner, Vice President, MD Corporation 

NRC Representatives 

A. B. Davis, Deputy Regional Administrator 
J. A. Axelrad, Director of Enforcement, IE 

J. Lieberman, Director and Chief Counsel, Regional Operations 
and Enforcement Division 

C. J. Paperiello, Acting Deputy Divisional Director 
B. A. Berson, Regional Counsel 
W. D. Shafer, Chief, Projects Branch 2 
N. J. Chrissotimos, Chief, Section 2C 
J. McMillen, Chief, Operator Licensing 
W. Schultz, Enforcement Coordinator 
A. L. Madison, Senior Resident Inspector, Quad Cities 
A. D. Morrongiello, Resident Inspector 

J. C. Bjorgen, Resident Inspector 
C. D. Anderson, Reactor Inspector 
R. B. Landsman, Reactor Inspector 
T. E. Lang, Operator Licensing 
L. Dimmock, Operator Licensing 
E. Plettner, Operator Licensing 
B. Clayton, Human Factors - NRR 

*Indicates those persons present at the Enforcement Conference held on 
November 5, 1984. 
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2. 	Unit 2 Reactor Scram 

On October 25, 1984, Quad Cities Station Unit 2 experienced a reactor scram. 

The following is a sequence of events as reconstructed from log entries and 
interviews of personnel involved (times are approximate): 

0550 - Unit I was operating at 100% power. Unit 2 was placed in the 

hot standby condition and the mainsteam isolation valves 

(MSIVs) were shut in order to repair an oil leak on the turbine's 
electro-hydraulic control (EHC) system. At this time reactor 

pressure and power were being controlled by insertion of control 

rods pursuant to approved procedures. 

0610 - Shift Engineer (SE) adjourned to SE office to conduct shift 

turnover with his oncoming relief. Conditions in the Control 
Room (CR) were determined to be under control. 

0625 - Shift Control Room Engineers (SCREs) start shift turnover in the 
control room. 

0630 - Unit 2 operator was experiencing difficulty controlling reactor 

pressure and requested assistance. The Rod Worth Minimizer 

(RWM) indicated that rod C-13 was at position 48 instead of its 
actual position (00). This caused a rod block and prevented the 

operator from inserting rods to control pressure. The oncoming 

SCRE obtained QOP 207-2 "Declaring Rod Worth Minimizer Computer 
Inoperable" and the offgoing SCRE left the CR to apparently 

attend to some administrative matters concerning the inoperable 
RWM. The Unit 1 operator left his position to assist the Unit 2 

operator in bypassing the RWM and the Center Desk operator 

attempted to start the Reactor Core Isolation Cooling (RCIC) 

system to control reactor pressure and level which subsequently 
tripped on overspeed. 

At this time Unit 1 became unattended. 

0640 - Reactor pressure continued to increase and, because of proce-
dural inadequacies, the two unit operators were unable to 

bypass the RWM to insert control rods. Pressure reached 1040 

psig causing a reactor scram. The Unit 2 operator verified that 
power was decreasing and by a quick scan determined that all 

control rods had inserted and the unit was shutting down. The 
Unit 1 operator then performed a manual initiation of the High 

Pressure Coolant Injection (HPCI) System to control pressure 

and level. 

0641 - The offgoing SCRE returned to the CR, noted the scram, and 

contacted the SE by phone. 
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0645 - The Unit 1 operator returned to his unit and was relieved at 

this time. Also, the SCREs completed their shift turnover and 

the SE (oncoming who had completed his relief) entered the CR. 

0654 - An oncoming operator, noting the amount of activity in the CR, 

decided to assist by calling for an OD-7 printout from the 
process computer to verify that all rods were inserted. He 

identified several rods which had "bounced" to the 02 position 
and, overlooking rod 38-51 being at position 48, then proceeded 
to insert those rods at 02. 

0700 - RCIC was manually reset 

0709 - A nuclear engineer (NE) called for a second OD-7 and noted rod 
38-51 at position 48 and notified the SE. 

0713 - Rod 38-51 was scrammed from back panel 902-16 and the NE noted 
that the rod inserted at a slower rate than normal. 

3. 	Summary 

As a result of this inspection the inspector determined that the Unit 1 

operator, licensed pursuant to 10 CFR Part 55, was not present at the controls 
at all times during the operation of the facility. 

At approximately 0630 the Unit 2 operator was experiencing difficulty 

controlling reactor pressure (the unit was in hot standby with the Main 
Steam Isolation Valves closed) and requested assistance. At this time the 

Unit 1 operator left his position to assist the Unit 2 operator in bypassing 
the Rod Worth Minimizer (Unit 1 was at full power). At approximately 0640 

reactor pressure increased to 1040 psig causing a reactor scram. The Unit 2 

operator following procedures began verifying that the unit was shutting 

down. The Unit 1 operator then performed a manual initiation of the High 

Pressure Coolant Injection system to control pressure and level. At approxi-

mately 0645 the Unit 1 operator returned to his unit and was relieved at this 
time. 

The inspectors further determined that the Unit 1 operator did respond 

to an alarm on Unit 1 during this 15 minute interval. The licensee's 

investigation indicated that the operator returned to his unit on at 

least one other occasion and possibly a third time during the 15 minute 
interval. This information was provided during the enforcement conference. 

Followup of this could not confirm or deny this information. 

10 CR 50.54(k) and Quad Cities QAP-300-2 requires that a licensed operator 

be present at the controls at all times during operation of the facility. 

The operator leaving Unit 1 during a 15 minute interval while the unit was 

at power is considered a violation. 

The inspection also identified weaknesses in both the operators and Shift 

Control Room Engineer's performance. We are concerned that a shift 

turnover was conducted by the SCREs during the event and that the SCRE 

4 



did not exercise adequate control of control room operations, in that 

prior to the Shift Engineer's (SE's) arrival the SCRE did not recognize 

that Unit 1 was unattended. Also, it required approximately thirty 

minutes for the control room staff to identify the failure of one control 
rod to insert from the "full out" position. Additionally, the SCRE did 

not advise the SE in a timely manner of the events prior to the unit 
scram. 

Further, two procedures appear to be inadequate. 

QGP 2-4 "Shutdown From Power Operation To Hot Standby" required the 

shutting of the MSIVs. This was not necessary for the repair of EHC 
and made control of reactor pressure and power difficult. 

QOP 207-2 "Declaring Rod Worth Minimizer Computer Inoperable" did not 

give sufficient information or direction to the operators and prevented 
the timely bypassing of the RWM thus causing the reactor scram. 

Revision of these procedures will be tracked as an open item (50-254/84-23-02 
(DRP) and 50-265/84-21-01(DRP)). 

4. 	Confirmatory Action Letter 

On October 26, 1984, a Confirmatory Action Letter (CAL) was issued by 

Region III. The CAL delineated several actions which the licensee had 
or was to perform prior to restart of Unit 2. They were: 

1. Conducts tests on the affected Control Rod Drive (CRD) (38-51) for 

operability, e.g. Friction Timing, Scram, and Stall Flow Tests prior 
to CRD removal. 

2. Remove and replace CRD 38-51 and conduct tests as appropriate. 

3. Examine the internals of the removed CRD for excessive wear or damage 
to seals and bushings on the stop and drive pistons, the index tube, 

and the spring washers on the stop piston. 

4. Walkdown and verify the position of all manual valves in the CRD 

systems of Units 1 and 2. 

5. Investigate to determine the root cause of the manual valve #112 being 

shut on CRD hydraulic control unit 38-51 and take appropriate corrective 

action. 

6. Identify any instances where operations personnel may not have performed 

within the scope of their responsibilities during the event and provide 
assurance that appropriate corrective actions will be taken. 

The cause for rod 38-51 not responding to the automatic scram was found to 

be the fact that the manual scram exhaust valve (112) was shut. Investiga-

tions by the licensee were unable to determine the cause and the licensee 

was cautioned to treat the closure as if caused for malicious intent. 
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Being unable to determine the cause of closure of the 112 valve, the 

licensee committed to daily checks of the control rod drive system until 

sufficient equipment could be obtained to lockwire this and other valves 
which could prevent the insertion of rods. Equipment operators were 

cautioned to be on the lookout for similar situations. This completed 
Item 5 of the CAL. 

On October 25, 1984, Region III dispatched a region based specialist to 

observe the testing performed on CRD 38-51 prior to its removal and to 

review the actions taken by the licensee to determine the root cause for 

its failure to insert. No problems were identified. 

The CRD was tested, replaced, and its replacement tested prior to restart 

of Unit 2 on October 27, 1984. No problems were encountered during the 
testing, replacement or restart and the unit was returned to full power 
operation. 

On October 30, 1984, the senior resident inspector observed the disassembly 

of the removed CRD. With the exception of the lower stop piston seals, all 

components were found to be in acceptable condition. The broken condition 
of the lower stop piston seals, while possibly caused by several factors, 

could have been caused by the scramming of the CRD with the exhaust valve 

shut. Therefore, it is felt that the precautionary removal of the affected 
CRD was warranted. 

This completed actions 1, 2, and 3 of the CAL. 

The licensee also accomplished Item 4 during this time interval. 

In response to item 6, the licensee conducted an exhaustive investigation 
of the event with the operators involved. The control room operators were 

instructed as to their functions during transients, such as remaining at 

their units, prior to taking their shift. On October 26, 1984, the NRC 
had a telOone conversation with the licensee discussing the CAL items. 

Item 6 of the CAL is considered open until a written response to this 

report is received including long term corrective actions. 
(50-254/84-23-03(DRP) and 50-265/84-21-02(DRP)) 

The licensee's actions in response to the CAL were satisfactory which 
allowed restart on October 27, 1984. 

5. 	Enforcement Conference 

The Region III staff met with licensee representatives (denoted in Para-

graph 1) for an Enforcement Conference on November 5, 1984, in the Region 

III Office. The purpose of the Enforcement Conference was to discuss the 
inspection findings and planned or completed licensee corrective actions. 

The Region III staff provided a discussion of the facts concerning the 

October 25, 1984, reactor scram of Unit 2. 
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The licensee provided a discussion of the facts as determined by their 

investigation. These facts agreed with the facts presented by the NRC. 

The licensee also described the actions they had taken and plan to take 
in response to the concerns identified. 
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NUCLEAR HE 	CEe LesSA)N 
REGION HI 

,I99 ROOSEVELT POPO 

GLEN ELLYN, ILLINOIS 6013/ 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mn Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safety inspection conducted by Messrs. A. L. Madison, 
A. D. Morrongiello, and J. C. Bjorgen of this office on November 11 through 
December 15, 1984, of activities at Quad Cities Nuclear Power Station, Units 1 
and 2, authorized by NRC Operating Licenses No. DPR-29 and No. DPR-30, and to 
the discussion of our findings with Mr. N. J. Kalivianakis at the conclusion 
of the inspection 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC i-equirements were identified during the 
course of this inspection 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the 
requirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 	
DEC 2 7 1984 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

(7?— 
. D. Shafer Chief 

Reactor Projects Branch 2 

Enclosure: Inspection Report 
No. 50-254/84-25(DRP); 
No. 50-265/84-23(DRP) 

cc N.,/encl: 
D. L. Farrar, Director 

Of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DMB/Doctmient Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 
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Licensee: Commonwealth Edison Company 
Post Office Box 767 
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Inspection Summary 

Inpection on November 11 through December 15, 1984 (Reports 
No. 50-254/84-25(DRP); 50-265/84-23(DRP))  
Areas Inspected: Routine, unannounced inspection by the resident inspectors 
of operations; radiological controls; maintenance/modifications; surveillance; 
fire protection; emergency preparedness; security, quality assurance; quality 
control.; administration; procedures; routine and non-routine reports; IE 
Bulletins; and independent inspection. The inspection involved a total of 246 
inspector-hours onsite by three NRC inspectors including 49 inspector-hours 
onsite during offshifts. 
Results) No items of noncompliance or deviations were identified. 



DETAILS 

Persons Contacted 

*N. Kalivianakis, Superintendent 
T. Tamlyn, Assistant Superintendent for Operations 
D. Bax, Assistant Superintendent for Maintenance 
L. Gerner, Assistant Superintendent for Administration 

*D. Gibson, Quality Assurance Supervisor 
*G. Spedl, Technical Staff Supervisor 
R. Roby, Senior Operating Engineer 

The inspector also interviewed several other licensee employees, 
including shift engineers and foremen, reactor operators, technical 
staff personnel and quality control personnel. 

*Denotes those present at the exit interview on December 15, 1984. 

Routine Innpection 

The resident inspectors, through direct observation, discussions with 
licensee personnel, and review of applicable records and logs, examined 
the areas stated in the inspection summary. The items contained in the 
enclosure were considered during this review. 

Further, additional observations were made in the ollowing areas: 

a. 	Plant gperations 

Unit 1 was in operation at the beginning of the report period. 
On December 2, 1984, while preparing to perform maintenance on 
No. IA recirculation pump motor generator, the licensee was 
unable to shut the associated recirculation pump suction valve. 
The required repairs were projected to exceed 24 hours; therefore, 
the unit was shutdown in accordance with Technical Specification 
requirements section 3.6.8.3 which restricts single recirculation 
loop operations to less than 24 hours. Repairs were accomplished 
and the unit restarted on December 5, 1984, and remained at power 
the remainder of the report period. 

Unit 2 was in operation at the beginning of the report period 
and, except for minor reductions in power to accommodate testing 
and load dispatcher requests, remained at full power the duration 
of the report period. 

During plant tours of Units I and 2, the inspectors walked down 
the accessible portions of the high pressure coolant injection, 
reactor core isolation cooling, and core spray systems. House-
keeping in these areas was considered poor. Licensee management 
was informed and immediatvly addressed the inspectors concerns. 



Radiological Controls 

The Rad/Chem Department has undertaken a project designed to 
reduce worker exposure. The project is the photographing and 
identification of all valves in R-lock areas (high rad areas). 
Prior to going into these areas, workers can, by use of color 
photographs, identify the area where they are going to work 
and thus cut down time looking for the valve thereby reducing 
exposure. These photographs will be available in the Rad/Chem 
Department as well as at the job site. 

c. 	Maintenance 

Portions of the following maintenance activities were ob-
served/reviewed 

Unit 1 

Repairs to lA recirculation pump suction valve 

Surveillance 

Portions of the following surveillance activitieswere ob-
served/reviewed: 

Units I and 2 

High pressure coolant injection valve operability checks and 
flow tests 

Rod block monitor functioqal test 

e. 	Licensee Event Reports Follow 

Unit 1 

(i) (Closed) RO 84-18 and Revision 1, dated September 24, 
1984, standby gas treatment (SBGT) system auto-start. 
The reactor building fuel pool channel b area radiation 
monitor spiked high tripping the reactor building 
ventilation and starting SBGT. The root cause of the 
spiking could not be determined and appeared spurious. 
No further action required. 

Unit 2 

(i) (Closed) RO 84-03, dated February 11, 1984, loss of 
480v essential service busses 28 and 29 while the unit 
was shutdown. This item remained open pending procedure 
revisions committed to by the licensee. Said revisions 
are complete and have been reviewed by the inspectors. 
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g. 

(ii) (Closed) HO 84-10, dated October 25, 1984, reactor 
scram due to high pressure. This event was the subject 
of special report No. 254/84-23(DRP) and 265/84-21(DRP) 
and as such all concerns have been effectively addressed. 

Review of Routine and Special Reports  

The inspectors reviewed the following routine reports: 

(i) The monthly performance report for the month of October 1984 

(ii) Unit 1 summary startup test report - cycle a 

IF Bulletin Followup 

(i) (Closed) IEB 78-13, "Failure in Service Heads of 
Kay-ray Gauges Models 7050, 7050B, 7051, 7051B, 
7060, 7060B, 7061, and 7061B." The subject gauge 
models were not in use at Quad Cities Station. 

(ii) (Closed) TEE 79-07, "Seismic Stress Analysis of 
Safety-Related Piping." This bulletin is being 
closed based on the licensee's actions in response 
to TEE 79-14 even though the inappropriate algebraic 
summation of seismic forces was not specifically 
addressed in all 79-14. This is because in order 
to obtain the appropriate seismic forces on pipe 
supports and restraints in IEB 79-14, this summation 
of forces had to be done correctly and was examined 
during the review of.IEB 79-14. 

( i)(Closed) TEE 79-23, "Potential Failure of Emergency 
Diesel Generator Field Exciter Transformer." The 
problem identified in this bulletin is not applicable 
to the Quad Cities Station due to circuitry design 
differences. 

(iv) (Closed) TEE 79-24, "Frozen Lines." The inspector 
reviewed the licensee's actions in response to this 
bulletin and verified that adequate protective measures 
were taken to assure that safety-related process, 
instrument, and sampling lines will not freeze 
during extremely cold weather. 

(v) (Closed) In 80-15, "Possible Loss of Emergency 
Notification System (ENS) With Loss of Offsite Power." 
The ENS phones at Quad Cities are powered by the 
local telephone company; therefore, this bulletin 
is not applicable to this station. 
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(vi) (Closed) IEB 80-24, (Unit I only) "Prevention of 
Damage Due to Water Leakage Inside Containment." 
Actions taken by the licensee in response to this 
bulletin were discussed in IE Report No. 254/81-01 
and as such are considered adequate. 

h. 	Procedures 

The inspector reviewed the following procedures: 

QAP 1900-9, Rev. 14 
QAP 1120-6, Rev. 6 

QAP 1120-8, Rev. 5 

QAP 1120-10, Rev. 3 
QAP 1120-53, Rev. 3 
QAP 1120-T1, Rev. 1 

QAP 700-4, Rev. 2 
QAP 900-3, Rev. 6 

QAP 900-S1, Rev. 5 

QAP 900-52, Rev. 4 
QAP 900-S4, Rev. 2 

QAP 900-55, Rev. 1 

QAP 600-1, Rev. 16 

QAP 600-7, Rev. 6 
QAP 600-T4, Rev. 9 

QDM-11, Rev. 11 

QDM-13, Rev. 2 
QDM-13-T1, Rev. 2 
QEP 410-1, Rev. 3 
QEP 370-1, Rev. 4 
QMS 200-12, Rev. 3 

QOA 1900-1, Rev. 2 

QOS 2300-6, Rev. 2 

QAP 1900-3, Rev. 14 

Lock and key control 
Entering a locked high radiation area 
without a timekeeper 
Entering a locked radwaste facility 
high radiation area without a time-
keeper 
R-key access controller 
R-key access control log 
High radiation area access controller 
for a single work group 
Short course in radiation protection 
Training and certification require-
ments for quality control inspectors 
Commonwealth Edison Quad-Cities Station 
quality control inspector training and 
certification summary 
QCNPS receipt inspection checklist 
Commonwealth Edison Quad-Cities Station 
quality control re-evaluation 
certification 
Commonwealth Edison Quad-Cities Station 
quality control operations overview 
inspector certification/re-certification 
Request for purchase, requisition card 
and purchase requisition 
Control of items with limited shelf life 
Safety/code procurement standard 
statement checklist 
Drawing control for work requests and 
plant modifications 
As-built safety-related drawings 
Procedure deleted 
Control Room 
First aid procedure 
Station batteries preventive 
maintenance 
Loss of water level in the spent fuel 
storage pool or reactor cavity and level 
decreasing 
HPCI system power operated valve 
testing - test every 90 days 
Station access control 
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QAP 1900-11, Rev. 3 

QAP 1100-3, Rev. 12 
QAP 1100-5, Rev. 16 

QOP 600-2, Rev. 6 

QOS 2300-52, Rev. 8 

QOS 1100-S1, Rev. 4 

QOS 1100-S3, Rev. 3 

QOS 1100-S4, Rev. 3 

Instructions for use of the sygnetron 
photo-identification badge system 
Station procedure periodic review 
Temporary procedures and temporary changes 
to permanent procedures 
Placing the first main feedwater 
regulator in service 
High pressure coolant injection pump 
operability test (Operations monthly) 
Standby liquid control system 
demineralized water recycle and flow 
rate meter accuracy test data sheet 
operating cycle 
Standby liquid control system demin 
water recycle test data sheet with flow 
indicator (Operations monthly) 
SUE pump flow rate testing data sheet 

No items of noncompliance or deviations were identified in these areas. 

3. 	Exit Interview 

The inspector met with licensee representatives (denoted in Para-
graph 1) throughout the month and at the conclusion of the inspection 
on December 14, 1984, and summarized the scope and findings of the 
inspection activities. 

After discussions with the licensee, the inspectors have determined 
there is no proprietary data contained in this inspection report. 
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ENCLOSURE 

The following items were considered during the review: 

Activities were accomplished in a timely manner using approved procedures 
and drawings and were inspected/reviewed as applicable; procedures, procedure 
revisions and routine reports were in accordance with Technical Specifica-
tions, regulatory guides and industry codes or standards; approvals were 
obtained prior to initiating any work; activities were accomplished by quali-
fied personnel; the limiting conditions for operation were met during normal 
operation and while components or systems were removed from service; function-
al testing and/or calibrations were performed prior to returning components or 
systems to service; independent verification of equipment lineups and review 
of test results were accomplished; quality control records and logs were 
properly maintained/and reviewed; parts, materials, and equipment were proper-
ly certified, calibrated, stored and/or maintained as applicable, adverse 
plant conditions including equipment malfunctions, potential fire hazards, 
radiological hazards, fluid leaks, excessive vibrations, and personnel errors 
were addressed in a timely manner with sufficient and proper corrective 
actions and reviewed by appropriate management personnel. 
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UNITED STATES 

NUCLEAR REGULATORY COMMISSION 
REGION IR 

799 ROOSEVELT ROAD 
GLEN ELLYN, ILLINOIS 60137 

RRckci G-1-62:J 

 

Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

NOV 1 5 1983 

 

This refers to the routine safety inspection conducted by Messrs. D. E. Miller 
and W. B. Grant of this office on October 25-28, 1983, of activities at 
Quad-Cities Nuclear Power Station, Unit 2, authorized by NRC Operating License 
,No. DPR-30 and to the discussion of our findings with Mr. Kalivianakis at the 
conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
examination of procedures and representative records, observations, and 
interviews with personnel. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 
	NOV 1 5 1983 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

J. Paperiello, Chief 
mergency Preparedness and 
Radiological Safety Branch 

Enclosure: Inspection Report 
No. 50-265/83-28(DRMSP) 

cc w/encl: 
D. L. Farrar, Director 
, of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

DNB/Document Control Desk (RIDS) 
Resident Inspector, Will 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

Grant; 
11/15/83 

RIII 	RIU 

din  alicer 	 Paperiello 
Wiris3 



U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Report No. 50-265/83-28(DRMSP) 

Docket No. 50-265 	 License No. DPR-30 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Unit 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: October 25-28, 1983 

Inspectors: 13. D. E. Miller i/iVAL?  
Date 

l‘F rsmadi4 
W. B. Grant 	 //j/-1-4.? 

Date 

/0.57$(4.g...-CALL 

L. R. Greger, Chief 	 UAs-hr 
Facilities Radiation Protection Section 	Date 

Inspection Summary 

Inspection on October 25-28, 1983 (Report No. 50-265/83-28(DRMSP))  
Areas Inspected: Routine unannounced inspection of refueling radiation 
protection activities including: staffing; procedures; exposure control; 
surveys; posting and access control; and radiation work permits. Also 
reviewed was status of preparation for compliance with 10 CFR 61, and 
decontamination of Unit 2 recirculation piping. The inspection involved 
64 inspector-hours on site by two NRC inspectors. 
Results: No items of noncompliance or deviations were identified. 



DETAILS 

1. 	Persons Contacted 

W. Bielasco, Health Physics Coordinator 
*R. Carson, Lead Health Physicist 
M. Deutscher, Trainer 
M. Frazier, Health Physicist 

*L. Gerner, Assistant Superintendent, Administrative and Support Services 
*D. Gibson, QA Supervisor 
K. Hall, Health Physicist 

*N. Kalivianakis, Plant Superintendent 
*T. Kovach, Rad/Chem Supervisor 
J. Piercy, ALARA Coordinator 
J. Sirovy, Lead Chemist 
R. Tank, Dosimetry/Records Coordinator 

N. Chrissotimos, NRC Senior Inspector 
A. Morrongiello, NRC Resident Inspector 

The inspectors also contacted several rad/chem foremen, engineering 
assistants and technicians. 

*Denotes those present at the exit meeting. 

2. 	General 

This inspection, which began at 8:00 a.m. on October 25, 1983, was 
conducted to review the radiation protection program during refueling 
and major maintenance, and to review selected aspects of the opera-
tional radiation protection program. Also reviewed were the results 
of chemical decontamination of the Unit 2 recirculation piping. Tours 
included the reactor and turbine buildings. Radiological controls 
and housekeeping appeared good for outage conditions. Some needed 
improvements in rope barriers and postings were noted. 

3. 	Rad/Chem Department Staffing 

Since previously reported in Inspection Reports No. 50-254/83-17; 
50-265/83-15, several organizational changes have been made, including: 

a. P. Skiermont, Rad/Prot Foreman, changed his employment plans; he 
remains at the station and now fills a newly created TLD Coordinator 
position. 

b. K. Hall, Health Physicist, has transferred from Byron to Quad-Cities 
station. 

c. S. Horvath, a recent MS graduate, was hired as a Health Physicist 
and has reported for duty. 
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d. B. Lezon, recent BS Chemical Engineering graduate, was hired as a 
Chemist and has reported for duty. 

e. C. Brown, former Rad/Chem Technician, has been promoted to Rad/Prot 
Foreman. 

The qualifications of these individuals were reviewed for conformance with 
ANSI N18.1-1971 specifications. No problems were identified. 

The licensee has hired contract radiation protection technicians for the 
duration of the outage; the maximum number onsite since shut-down has 
been 18. 

4. Radiation Protection Procedures  

The inspectors selectively reviewed the following new or recently revised 
radiation protection procedures. They appear to be compatible with 
regulatory requirements and FSAR commitments. 

QRP 
QRP 
QRP 

1120-1 
1130-2 
1240-1 

Revision 1 
Revision 1 
Revision 1 

High Radiation Area Padlock Control 
Hot Spot Survey 
Operation and Calibration of the 
RO-3A/3AS CF Survey Meter 

QRP 1240-21 Revision 1 Operation and Calibration of the 
RO-7 High Range Survey System 

QRP 1240-22 Revision 1 Operation and Calibration of the 
Victoreen 740F CP Survey Meter 

QRP 1270-3 Revision I Operation and Use of the Shepherd 
Model 89 Shielded Calibrator 

QRP 1340-1 Revision 2 Personnel Bioassay Sampling 
QRP 1610-12 Revision 3 Radiation Protection Requirements 

for New Fuel Rack Installation 

5. Nuclear General Employee Training (NGET)  

The inspectors attended the licensee's nuclear general employee training 
(NGET). The course consisted of video taped segments or slide presenta-
tions which were augmented by a question and answer session between each 
segment. In addition, a handbook titled "Your Radiation Protection, 
Safety and Security at Commonwealth Edison Co. (CECo) Nuclear Facilities" 
was provided to each student who successfully completed the course; each 
student must pass a written examination. Training in protective clothing 
donning and removal techniques was available for those not previously 
trained. Also, respiratory protection training was available for those 
whose job will require them to maintain respiratory protection qualifi-
cations. This training appears to meet the requirements of 10 CFR 19.12, 
"Instructions to Workers." 

No items of noncompliance or deviations were identified. 
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6. 	Exposure Control 

a. 	External Exposure  

The inspector reviewed whole body dose records for the third calendar 
quarter 1983. Forms NRC-4 were selectively reviewed for persons who 
exceeded 1250 mrem for the quarter. No problems were noted. 

The licensee projects that total dose for calendar year 1983 will be 
about half that received in calendar year 1982. A major portion of 
the reduction is due to completion of most hanger installation work 
in radiologically significant areas during 1982, and greater ALARA 
efforts being expended in support of hanger work. The projection for 
1983 is about 2000 person-rem. Further dose reduction is expected 
as remaining hanger work is completed, and as a result of chemical 
decontamination of recirculation piping (see Sections 6.c and 11). 

The licensee is making plans for receipt, operation, and quality 
control of an onsite TLD personal dosimetry system. The equipment 
will be received in early 1984. 

No items of noncompliance or deviations were identified. 

b, Internal Exposure  

Review of selected airborne surveys and whole body count data showed 
no indication of exposures approaching the 40 MPC-hour control 
measure. Whole body count data was reviewed for about 800 counts 
conducted between August 1 and October 11, 1983, on company and 
contractor personnel. Several followup counts were performed on 
persons who showed elevated initial counts. Followup counting was 
adequate to verify that the 40 MPC-hour control measure was not 
exceeded. 

c. 	ALARA  

Initial ALARA review for Radiation Work Permits (RWP) is now being 
performed by radiation protection foremen. Recommendations for 
addition of shielding, flushing of lines, etc., are forwarded to 
the ALARA Coordinator for consideration. The ALARA Coordinator 
also reviews RWPs to assure that an adequate initial review has 
been performed. According to the ALARA Coordinator, initial ALARA 
review of RWPs by radiation protection foremen has enhanced the 
ALARA program. 

During this outage, chemical decontamination of the Unit 2 recircula-
tion piping was performed (see Section 11), and resulted in a signifi-
cant reduction in dose rates in the drywell. The decontamination 
was performed before special inspection of piping welds began; 
personal dose received during the inspection and any necessary repair 
should be reduced by about a factor of ten because of the decontamina-
tion. Total dose reduction is dependent on amount of weld repair or 
replacement necessary. 
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Studies performed by the licensee indicate that contamination build 
up in the recirculating piping is gradual. Therefore, dose received 
performing future maintenance in the drywell should also be reduced 
as a result of the chemical decontamination. 

No items of noncompliance or deviations were identified. 

7. 	Surveys 

The inspectors selectively reviewed radiation, contamination, and airborne 
radioactivity surveys conducted to meet routine surveillance requirements 
and establish radiation work permit requirements. No problems were noted. 

8. Posting and Access Controls  

The inspectors reviewed radiation, high radiation, and contamination area 
postings within the plant controlled area. In addition to the postings 
required by 10 CFR 20.203, the licensee posts current dose rate and con-
tamination level information in the radiation protection office. These 
postings are routinely updated weekly. No problems were noted. 

9. Radiation Work Permits 

The issuing and completion of Radiation Work Permits (RWP) is governed by 
Procedure QRP 1000-1, Revision 1, of the Radiation Protection Standards. 
The radiation protection standards are corporate policy. During a pre-
vious inspection, apparent inadequacies in the documentation on RWP forms 
was identified. A CECo quality assurance audit also identified this 
problem and corrective actions were taken. The corrective actions in-
cluded: the full time assignment of several rad/chem personnel to work 
on proper completion of the RWPs; the assignment of a health physicist 
to review all RWPs on a daily basis to ensure that required surveys have 
been made and that radiation protection requirements are adequate; and 
a rad/chem foreman was assigned full time to improve RWP program imple-
mentation. 

The inspectors selectively reviewed RWP's written during 1983 to date. 
No problems were identified. 

No items of noncompliance or deviations were identified. 

10. Status of Preparation for Implementation of 10 CFR 61  

The licensee's preparations for compliance with 10 CFR 61, which becomes 
effective December 27, 1983, were discussed. According to licensee 
representatives, they are aware of the requirements of 10 CFR 61 and are 
developing methods of waste classification and characterization, in con-
juction with CECo corporate, to effect compliance with the regulation. 
No problems were identified. 
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11. Decontamination of Unit 2 Recirculation Piping 

Chemical decontamination of the Unit 2 recirculation piping, performed 
by a contractor, was accomplished on October 2-7, 1983. The recirculation 
loops, ring headers, and risers were decontaminated. The average decon-
tamination factor for the loops and risers was about 20 and 5 respectively. 
About 150 curies of activity, mostly Co-60, was removed. The licensee 
is evaluating the resulting dose rate reduction in the drywell. 

Before the decontamination began, a 10 CFR 50.59 review was performed. 
A temporary procedure for transfer and packaging of the chemical decon-
tamination resins was written and followed. No significant operational 
or radiological problems were encountered. The licensee is evaluating 
the results of the decontamination to determine if later decontamination 
of the Units 1 and 2 cleanup and RID1 piping would be cost effective. 
The licensee plans decontamination of the Unit 1 recirculation piping 
during the next refueling outage. 

No items of noncompliance or deviations were identified. 

,12. Exit Meeting 

The inspectors met with licensee representatives (denoted in Section 1) 
at the conclusion of the inspection on October 28, 1983. The inspectors 
summarized the scope and findings of the inspection. 
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Docket No. 50-254 

Docket No. 50-265 

WEB 

Commonwealth Edison Co
mpany 

ATTN: Mr. Cordell Ree
d 

Vice President 

Post Office Box 767 

Chicago, IL 60690 

Gentlemen: 

We have received the a
ttached Federal Emerge

ncy Management Agency 
(FEMA) 

letter dated September
 2, 1983, and associat

ed final exercise eval
uations on 

the offsite emergency 
preparedness exercise 

conducted on May 12, 1
983 for 

Whiteside and Rock Isl
and Counties in Illino

is, Clinton and Scott 
Counties in 

Iowa, and the States 
of Illinois and Iowa.

 This final exercise 
evaluation 

lists some recommendat
ions (which are referr

ed to in the FEMA lett
er and 

attachments as deficie
ncies) regarding the o

ffsite emergency respo
nse plans 

for the area around t
he Quad Cities Nuclea

r Generating Station.
 The response 

of the State Illinois 
to the reported recomm

endations are also att
ached. 

The final FEMA finding
s with respect to the 

status of plans and pr
eparedness 

in the vicinity of you
r facility have not be

en received at this po
int in 

time; however, based o
n the performance of t

he offsite agencies du
ring the 

exercise, there is rea
sonable assurance that

 both State and local 
governments 

have an adequate capab
ility to protect the p

ublic in the event of 
a radio-

logical emergency at t
he Quad Cities Nuclear

 Generating Station. 

We fully recognize tha
t the recommendations 

to be implemented may 
involve 

actions by other parti
es and political insti

tutions which are not 
under your 

direct control. Nonet
heless, we would expe

ct the subject of off
site prepared-

ness for the area arou
nd the Quad Cities Nuc

lear Generating Statio
n to be 

addressed by you as we
ll as others. 
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Commonwealth Edison Company 	
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In accordance with 10 CFR 2.790 of
 the Commission's regulations, a c

opy of 

this letter and the enclosures wil
l be placed in the NRC's Public Do

cument 

Room. 

Sincerely, 

/771, 	‘.4t 

C. J. Paperiello, Chief 

Emergency Preparedness and 

Radiological Safety Branch 

Attachments: As stated 

cc w/attach: 
D. L. Farrar, Director 

of Nuclear Licensing 

N. Kalivianakis, Plant 

Superintendent 

DMB/Document Control Desk (RIDS) 

Resident Inspector, RIII 

Phyllis Dunton, Attorney 

General's Office, Environmental 

Control Division 

W. Weaver, FEMA, Region V 

RI II 

Ploski/sv 
02/06/84' 

RI II 

Walker 



Federal Emergency Management Agency 

Washington, D.C. 20472 

SE? 2 ma 

MEMORANDUM FOR:
 Edward L. Jord

an 

Director, Divisi
on of Emergency 

Preparedness and
 Engineering Res

ponse 

Office of Inspec
tion and Enforce

ment 

U.S. tsicear egu1arofl Commis
sion 

FROM: 	
Hi 
Assistant Associ

ate Director 

Office of Natura
l and Technologi

cal 

Hazards Programs
 

SUBJECT: 	
Final Exercise R

eports, Quad Cit
ies Site-Specifi

c 

Offsite Exercise
 

Attached are the
 Final Exercise 

Reports from the
 Federal Emergen

cy Management 

Agency (FA) Reg
ions V and VII 

on the May 11, 19
83, Quad Cities 

Nuclear 

Power Station O
ffsite Exercise

. The State of 
Illinois exerci

sed on a small-

scale with Rock Island C
ounty and Whites

ide County exerc
ising at full-sc

ale. 

The State of Iow
a, and Scott and

 Clinton Countie
s, exercised at 

full-scale. 

As a result of th
is joint exercise,

 FEMA concludes a
t this time that

 an 

adequate level o
f offsite radiol

ogical preparedn
ess has been dem

onstrated to 

protect the publ
ic in the event of a 

radiological acc
ident at the Qua

d Cities 

Nuclear Power St
ation. These fin

al exercise repo
rts are provided

 for your 

Use until FEMA Can complete for
mal review of °f

inite plans and 
preparedness 

it accoAunnus w..
-" AA rfln q411_ 

Attachments 

As Stated 



Dan Be ant 

Federal Emergency Management Agency 

Region V 300 South Wacker, 24th Floor, Chicago, IL 60606 (312) 353-1500 

Assistant Asso
ciate Director

, Office of Na
tural 

and Technologi
cal Hazards 

Nags Hepler, F
ield Operation

s Branch 

Acting Chief, 
Technological 

Hazards Branch
 

Exercise Final
 Report, Quad 

Cities Site-Sp
ecific 

Offsite Exerci
se May 11, 198
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MEMORANDUM FOR
: 

Attention: 

FROM: 

SUBJECT: 

Attached is a 
copy of the Qu

ad Cities May 
11, 1983, Exer

cise Final 

Report, a copy
 of the letter

 transmitting 
the report to 

the Illinois 

Emergency Serv
ices and Disas

ter Agency and
 a copy of the

 exercise 

scenario. 

As a result of
 the exercise 

the State of I
llinois and Ro

ck Island and 

Whiteside Coun
ties have demo

nstrated an ad
equate capabil

ity to respond
 

to radiologica
l emergencies.

 There now is 
renewed assura

nce the health
 

and safety of 
the public can

 and will be p
rotected in th

e event of an 

accident at th
e Quad Cities 

Nuclear Power 
Station. 

The report lis
ts and categor

izes a minimal
 number of maj

or and minor 

deficiencies, 
mostly in Rock

 Island County
. Those defici

encies have be
en 

communicated t
o the State in

 the report. W
e have request

ed the State 

provide PENA R
egion V with a

 schedule of c
orrective acti

ons within 30 
days 

from the date of 
the transmitta

l letter. A co
py of the Stat

e's response 

will be sent t
o you upon its

 receipt and e
valuation. 

Attachments 



Federal Emergency Management Agency 

Region V 300 South Wader, 24th Floor, Chicago, IL 60606 (312) 353-1500 

JUN 24 1983 

E. Erie Jones, Dire
ctor 

Illinois Emergency 
Services and 

Disaster Agency 

110 East Adams Stre
et 

Springfield, Illinois 62706 

Dear Mr. Jones: 

Enclosed is a copy 
of the Exercise Fin

al Report for the Q
uad Cities 

Nuclear Power Stati
on exercise conduct

ed May 11, 1983. A copy of the 

report has been for
warded to the TEMA 

National office. 

As a result of the 
exercise it has bee

n reaffirmed that t
he State of 

Illinois and Rock I
sland and Whiteside

 Counties' emergenc
y organizations 

can adequately resp
ond to radiological

 emergencies. There
 now is renewed 

assurance that the 
health and safety o

f the public can an
d will be 

protected in the ev
ent of an accident 

at the Quad Cities 
Nuclear Power 

Station. 

There are, listed i
n Part III of the r

eport, deficiencies
 which require 

your attention. The
ir correction will 

strengthen and enha
nce the 

emergency response 
capability. 

Please provide FEMA
 Region V your resp

onse to the deficie
ncies in a 

narrative format wh
ich reflects the ac

tion you propose to
 take and the 

projected completio
n date for each. Yo

ur response is due 
30 days from 

the date of this le
tter. 

If you have any que
stions or wish assi

stance please conta
ct this office 

at FTS 372-6011 or 616 968-8142 extension 6011. 

Sincerely, 

Franks inch, ChKiran 

Regiofl 1 Assistance
 Committee 

Enclosure 

CC: RAC members 

Nags Rep let 



EXERCISE FINAL REPORT 

QUAD CITIES NUCLEAR POWER
 STATION 

JOINT RADIOLOGICAL EMERGE
NCY 

EXERCISE 

May 11, 1983 

EXERCISE PARTICIPANTS 

State of Illinois (small sc
ale) 

Rock Island County, Illin
ois (full scale) 

Whiteside County, Illinoi
s (full scale) 

State of Iowa (full scale
) 

Clinton County, Iowa (full 
scale) 

Scott County, Iowa (full 
scale) 

Totals 

Quad Cities Nuclear Power
 Station 

Involved States not parti
cipating 

Involved local government
s not participating 

EVALUATORS  

2 Federal 
2 Federal/1 Contract 

1 Federal/1 Contract 

Observed by 

FEMA Region VII 

5 Federal/2 Contract 

Observed 
by the NRC 

None 
None 

Prepared by the: 

FEDERAL EMERGENCY MANAGEM
ENT AGENCY, REGION V 

NATURAL AND TECHNOLOGICAL
 HAZARDS DIVISION 

TECHNOLOGICAL HAZARDS BRA
NCH 

Federal Center 

Battle Creek, Michigan 49
016 

May 17, 1983 



• 
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PART I 

EXECUTIVE SUMMAR
Y 

This report cont
ains the findings o

f an eight membe
r evaluation tea

m who 

observed and eva
luated the emerg

ency response to
 a simulated rad

iological 

emergency at the
 Quad Cities Nuc

lear Power Stati
on, Cordova, Ill

inois, 

May 11, 1983. Th
e exercise parti

cipants included
 the State of Il

linois 

(small-scale); R
ock Island Count

y, Illinois (ful
l-scale); Whites

ide County, 

Illinois (full-s
cale); State of Io

wa (full-scale); C
linton County, Io

wa 

(full-scale); Sc
ott County, Iowa

 (full-scale); a
nd the licensee,

 Commonwealth 

Edison Company/Q
uad Cities Nucle

ar Power Station
. The U.S. Nucle

ar Regulatory 

Commission Regio
n III evaluated 

the licensee's e
mergency respons

e on-site at 

the Quad Cities 
Nuclear Power St

ation. The Feder
al Emergency Manage

ment Agency 

Region VII evalu
ated the off-sit

e Iowa emergency
 response. 

Both the U.S. Nu
clear Regulatory

 Commission Regi
on III and the F

ederal 

Emergency Manage
ment Agency Regi

on VII reports will
 be provided to 

the 

participants the
y evaluated and 

separate of this
 report. The Fed

eral 

Emergency Manage
ment Agency Regi

on V is responsi
ble to provide t

his report 

to the Director,
 Illinois Emerge

ncy Services and
 Disaster Agency

. 

The Federal Emer
gency Management

 Agency Region V
 evaluators were

 positioned 

at the principal
 emergency respo

nse centers. The
 evaluators' fin

dings are 

summarized in th
e attached inter

im critique. 

In consideration
 of the scope of

 the exercise, t
he scale of the 

exercise for 

each governmenta
l body, and the pa

rticular compone
nts demonstrated

, the State 

Emergency Servic
es and Disaster 

Agency and the e
mergency respons

e organizations 

of Rock Island a
nd Whiteside Cou

nties and the su
pporting village

s and 

municipalities a
dequately demons

trated their cap
ability to effec

tively respond 

to a radiologica
l emergency resu

lting from an ac
cident at the Qu

ad Cities 

Nuclear Power St
ation. Some defi

ciencies were ob
served but they 

do not detract 

significantly fr
om the overall c

apability. 

I. 	Emergency Operat
ions Facilities 

and Resources  

(Space, internal
 communications,

 displays, secur
ity)  

Stare: The State
 Emergency Opera

tions Center (RO
C) (to include c

ommunications, 

displays, etc.) 
has been evaluat

ed during previo
us exercises and

 found adequate 

for the conduct 
of emergency oper

ations for an ex
tended period. T

his being a 

small-scale exer
cise no specific

 evaluation was 
made of the faci

lity. 

Rock Island Coun
ty: The emergenc

y operation faci
lities and resou

rces were 

good. Communica
tions systems we

re good. It is r
ecommended that 

the Nuclear 

Accident Reporti
ng System (NARS)

 be expanded to 
include Port Byr

on and 

Cordova to provi
de emergency not

ification. The Q
uad Cities Airpo

rt is an 

outstanding faci
lity to support 

Federal response
. The FOC is an 

outstanding 

facility. Securi
ty of the facili

ty was well hand
led. 
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Whiteside County
:  The Whi

teside County EOC w
as adequate to supp

ort emergency 

operations. Interna
l communications in

cluding message han
dling and use of 

wall maps and displ
ays were good. A ma

p showing the distr
ibution of populati

on 

near the facility h
as been acquired an

d posted which corr
ects a problem from

 the 

last exercise The
 operations 

room of the EOC has
 sufficient space a

nd is 

adequately equipped
 to support emergen

cy activities. It i
s located in a lowe

r-

level storage area.
 There is noisy ven

tilation equipment 
there and consequen

tly 

it was sometimes di
fficult to hear dur

ing staff briefings
. Accoustic treatme

nt 

of walls, c
eiling and floors w

ould improve the en
vironment. Security

 was well 

handled. 

Alerting and Mobili
zation of Officials

 and Staff  

(staffing, 24-hour 
capability, alertin

g timeliness)  

State: The State wa
rning point is mann

ed on a 24-hour bas
is. The State's 

procedures and equi
pment are adequate 

for completing aler
ting and mobilizati

on 

of the State emerg
ency response s

taff in an expediti
ous manner. Initial

 

warning for the Sta
te and local uni

ts of government
 is received via th

e NABS. 

Representatives wer
e exchanged with th

e State of Iowa to 
carry out EPZ 

coordinating activi
ties. This being a 

small-scale exercis
e for Illinois, all

 

agencies did not 
send representative

s to the SOC. This 
is acceptable due t

o 

the nature of the e
xercise. 

Rock Island County:
 Alerting and mobil

ization of the EOC 
were adequate. The 

capability for arou
nd the clock alerti

ng of organizations
 and staff was adeq

uate. 

Although Rock Islan
d Communications 

failed to notify t
he Hillsdale Fire D

istrict, 

the Health Administ
rator and the Towns

hip Road Commission
. A shift change wa

s 

demonstrated. The s
hift replacement fo

r the County School
 Superintendent was

 

untrained for the a
ssignment. It is re

commended that the 
County Board Chairm

an 

and the ESDA Coordi
nator acquire pager

s to make them easi
er to notify and th

at 

county plans be mod
ified to provide fo

r partial activatio
n of the EOC at the

 

"Alert" classificat
ion. This would fac

ilitate improved co
ordination of the 

decision-making pro
cess. 

Whiteside County: S
taff mobilization p

rocedures were adeq
uately demonstrated

 

by the County Sheri
ff's Department dis

patchers. Following
 notification of 

"Site Area Emergenc
y" status at the pl

ant, the dispatcher
s used a written ca

ll 

list to contact EOC
 staff and request 

them to report to the EO
C. However, 

there was not a ful
l demonstration of 

activation procedur
es, since many staf

f 

members were pre-po
sitioned, and the E

OC facility was phy
sically setup in 

advance. Activation
 from a "cold start

" should he demonst
rated in future 

exercises. Round-th
e-clock staffing ca

pability was well demonstra
ted by shift 

changes at most posit
ions. 

III. 	Emergency Operation
s Management 

(Or anization cont
rol, leadershi., s

u..crt b officials
de is on-

making)  

State: The State EO
C is staffed by an 

experienced profess
ional staff. The 

ESDA Director exerc
ised leadership and

 control of emergency operati
ons as the 

lead agency in the 
EOC. 
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Rock Island Coun
ty: The emergenc

y operations man
agement of the E

OC was 

outstanding, the
 County Board Ch

airman is an exc
ellent leader 

and his 

committment insp
ired the EOC sta

ff. 

Staff briefings 
and staff meetin

gs were frequent
 and informative

. Status 

boards and proce
dures were flawl

ess. The presenc
e of the entire 

EOC staff, 

including the sh
eriff and corone

r, evidenced a c
ommendable devot

ion to 

protecting the p
ublic. More expl

anation to the s
taff regarding t

he 

technical situat
ion on-site and 

off-site would b
e beneficial to 

the response 

staff. 

Whiteside County
: The County EOC

 was fully staff
ed with represen

tatives of 

all appropriate 
County, State, a

nd volunteer org
anizations. Lead

ership by 

the local Emerge
ncy Services and

 Disaster Agency
 Coordinator was

 effective. 

Emergency functi
ons were referre

d to the appropr
iate organizatio

ns for 

action. 

IV. Public Alerting 
and Notification

 

(Means of Notifi
cation - Sirens,

  

Vehicles, or Oth
er Systems,  

Timeliness)  

State: This acti
vity was not dem

onstrated during
 the exercise du

e to the 

monthly test whi
ch was held May 

3, 1983. The sim
ulated sounding 

of the sirens 

was coordinated 
with Iowa. 

Rock Island Coun
ty: A simulated 

demonstration wa
s made of the pu

blic 

alerting and not
ification. The C

ounty ESDA Coord
inator notified 

the 

Emergency Broadc
ast Station (ES

) of recommende
d protective act

ions to be 

taken. Simulated
 notification by

 sirens and rout
e alerting was g

iven to 

the public. The 
sirens were soun

ded on May 3, 19
63. The results 

of that 

test are provide
d as Attachment 

A to this report
. 

Whiteside County
: The County sim

ulated public al
erting and notif

ication via 

siren and route 
alerting. Notifi

cation was follo
wed promptly by 

simulated 

broadcast of ins
tructional messa

ges over WBBF, t
he local Emergen

cy Broadcast 

Station. The May
 3, 1963, monthl

y siren test res
ults are include

d as 

Attachment A to 
this report. 

V. Public and Media
 Relations  

State: The publi
c information re

presentatives fr
om Illinois and 

their 

technical backup
 demonstrated th

at they are capa
ble of preparing

 informative 

and timely news r
eleases. They also demons

trated their cap
ability to respo

nd 

to querries from
 the media. Ther

e were limited r
esources availab

le for the 

media in the Press C
enter during the

 exercise. The C
enter does not h

ave 

adequate lightin
g or restroom fa

cilities. The mi
cro-wave phone system 

did 

not work well an
d the number of 

telephone instru
ments is insuffi

cient should 
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there be an actual emer
gency. The number of el

ectrical outlets was no
t 

adequate. Heating and c
ooling systems for weat

her extremes did not ap
pear 

adequate. 

Rock Island County: The
 capability to carry ou

t public and media rela
tions 

was weak at best. A roo
m at the EOC was set as

ide for the media. Medi
a 

spokespersons were desi
gnated, but no press co

nferences were held. No
 

coordination with the M
edia News Center occurr

ed. No capability was 

demonstrated for contro
lling rumors. A demonst

ration of this entire a
rea 

is to be exhibited at th
e next exercise. 

Whiteside County: The C
ounty Hoard Chairman, w

ho is the spokesperson at 

the County EOC, had acce
ss to all information a

t the County. He did no
t 

have input into the rel
ease of information at 

the News Media Center. 
The 

press releases were rece
ived at the HOC via date

fax from the News Media 

Center, but information 
did not flow to the Cent

er from the County in a 
like 

manner. Interaction wit
h the News Media Center

 is necessary. The Coun
ty 

should be requesting inf
ormation from the State 

PIG at the Center and 

passing information alo
ng to the State PIG. Th

e coordination between 

spokespersons is necessa
ry since the County is n

ot representated at the 
News 

Media Center. A room is
 designated for the pre

ss in the building. It 
is 

not equipped to receive 
the media and conduct pr

ess briefings. 

VI. Accident Assessment 

State: Most of the crit
eria items in this sect

ion were not observed a
t the 

State EOC due to the sm
all scale exercise. Eff

ective coordination bet
ween 

ESDA and the Illinois De
partment of Nuclear Safe

ty (DNS), and their Iowa
 

counterparts was demonst
rated before protective 

actions were announced a
nd 

implemented. 

Rock Idiand County: Acc
ident Assessment was no

t demonstrated during t
he 

exercise. 

Whiteside County: Accid
ent Assessment was not 

demonstrated during the
 exercise. 

VII. Actions to Protect the P
ublic (Sheltering, Evacu

ation,  

Reception and Care, Tra
nsportation)  

State: Because of the ex
ercise design, the dm,rn

wind areas were in Iowa.
 

Therefore the principal
 actions to protect the

 public were in Iowa. I
llinois 

did order an evacuation 
out to two miles from th

e utility and recommend 
the 

use of stored feed for c
attle out to ten miles. 

Rock Island County: An 
adequate capability t

o protect the public w
as 

demostraced. The correc
t protective actions we

re implemented and care
ful 

consideration was given
 to the needs of the 

mobility impaired. Howe
ver, 

little preparation has b
een made for the use o

f private tow trucks whi
ch 

would be needed to remo
ve disabled vehicles fr

om evacuation routes. I
t is 

recommended that more pr
otective actions be demo

nstrated in the field du
ring 

the next exercise. 
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Whiteside County: Actions to pro
tect the public could not be ful

ly observed 

during this exercise due to the 
scenario's wind direction. It wa

s noted by 

the evaluators through discussio
ns with emergency responders tha

t the 

capability exists to implement p
rotective measures such as roadb

locks, move-

ment of transit-dependent person
s, nobility impaired persons, an

d means of 

removing impediments to the evac
uation process. The Health Depar

tment is 

compiling a comprehensive listin
g of all persons in the Whitesid

e County EPZ 

that need transportation whether
 it be because of handicaps, liv

ing alone, or 

transportation problems. This li
sting will reflect the special t

ransportation 

needs of these individuals. 

VIII. Health, Medical, and Exposure Co
ntrol Measures 

State: Not observed at the Stat
e EOC. 

Rock Island County: There was a 
demonstration of Health, and Med

ical 

capabilities by hospital and amb
ulance services'. The capability

 was 

demonstrated by Staff participan
ts at Moline Public Hospital and

 the Dailey-

Gibson Ambulance Transport Servi
ces, (Port Byron, Illinois). An 

on-site 

worker was simulated injured and
 radiologically contaminated and

 transported 

to the designated hospital. He w
as received in an isolated area 

of the 

hospital, monitored for contamin
ation; decontaminated and remoni

tored for 

preparation of additional hospit
al treatment. A canvass of area 

hospitals; 

Lutheran Hospital, Moline; Illin
i Hospital, Silvis, Illinois and

 the 

Franciscan Medical Center, Rock 
Island, confirms a community med

ical 

capability beyond that of the li
censee's agreement. These area h

ospitals 

are in addition to hospitals wit
hin other Illinois Counties that

 are also 

prepared to handle contaminated 
injured patients. The County fai

led to 

demonstrate an adequate capabili
ty to protect its emergency work

ers because 

its equipment totally lacks mid-
range self-reading dosimeters, h

owever thermo-

luminescent dosimeters (TLDs) we
re distributed. Access control w

as adequately 

simulated, but should be demonst
rated in the field at the next e

xercise. 

Whiteside County: This section W
as not observed except relating 

to the 

issuance of dosimeters and TLDs.
 The Sheriff's Department person

nel and the 

EOC staff were issued dosimeters
 and TLDs with instructions to r

ead and record 

readings from the dosimeters reg
ularly. The staff is familiar wi

th their use. 

IX. Recovery and Reentry Operations 
 

State: The implementation of ree
ntry/recovery procedures was eff

ectively 

coordinated with the utility and
 Iowa. The NeRS was used to rela

y this 

information to the Illinois coun
ties. 

Rock Island County: After receiv
ing the KARS message on recovery

 and reentry, 

the ESDA Coordinator asked each 
agency what activities it was en

gaged in. It 

was explained by each organizati
on that their agency was beginni

ng recovery. 

The Sheriff said the roadblocks 
were being removed. The Sheriff 

Department 

should keep the simulated office
rs at access control points unti

l all the 

residents have returned. Reentr
y was not demonstrated. 
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Whiteside County: The scenari
o limited the protective acti

ons demonstrated 

by the Whiteside County emerg
ency response staff to placem

ent of cattle on 

stored feed. An exercise scen
ario to require evacuation of

 Whiteside County 

residents would lend itself t
o a more thorough demonstrati

on of reentry/ 

recovery capabilities. 

X. 	Relevance of the Exercise Exp
erience 

State: The State EOC staff wa
s in support of Rock Island a

nd Whiteside 

Counties, Illinois, the State
 of Iowa and Clinton and Scot

t Counties, Iowa. 

The exercise at the State EQC
 was of benefit to the partic

ipants particularly 

when it required coordination
 between the Illinois and Iow

a responders. The 

same coordination between the
 states was demonstrated at t

he News Media 

Center. The State, when devel
oping future scenarios, shoul

d provide for 

free-play problems to be inje
cted into exercise-play at th

e county level. 

Rock Island County: The scena
rio was adequate to test the 

capability of 

Rock Island County. It tested
 the integrated capabilities 

and major portions 

of the response elements. The
 participants benefited from 

the exercise. 

The exercise would have been 
more thorough and the staff w

ould have benefited 

much more if a greater number
 of free-play problems had be

en included. 

Whiteside County: The scenari
o was adequate to exercise th

e capability of 

Whiteside County responders. 
The exercise would have been 

more thorough, and 

the staff would have benefite
d more if additional exercise

 problems would 

have been introduced apart fr
om those in the written scena

rio. 

CONCLUSION  

As a result of the May 11, 19
83 Quad Cities Nuclear Power 

Station exercise 

there is reasonable assurance
 that the health and safety o

f the public can 

and will be protected in the 
State of Illinois and the Cou

nties of Rock Island 

and Whiteside. 
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PART II 

NARRATIVE DESCRIPTIONS AN
D SUMMARY LISTINGS  

Resulting from the exerci
se each team evaluating t

he demonstration of capab
ility 

developed a consolidated 
finding. Those results ar

e as follows: 

SUMMARY I 	Emergency Operations Faci
lities and Resources  

State: The State Emergenc
y Operations Center has b

een evaluated during 

previous exercises and is
 adequate for the conduct

 of emergency operations 
for 

an extended period. 

Rock Island County: The e
mergency operation facili

ties and resources are go
od. 

The communications system
s generally are good, alt

hough it is recommended t
hat 

the Nuclear Accident Repo
rting System be expanded 

to include Fort Byron and
 

Cordova. The Quad Cities 
Airport is an outstanding

 facility to support Fede
ral 

response. The EOC is out
standing. The method of 

handling security is 

outstanding. 

Whiteside County: The Cou
nty EOC is adequate to su

pport emergency operation
s. 

Internal communications a
re good, including mess

age handling and use of w
all 

maps and displays. A map 
showing the distribution 

of population near the 

facility has been acquire
d, which corrects a def

iciency from the last exe
rcise. 

The emergency operations 
room has enough space and

 was adequately equipped 
to 

support emergency activit
ies. However, it is located in

 a lower-level storage 

area which has bare walls
 and floor. There is noisy ventilatio

n equipment 

there, consequently it 
was sometimes difficult t

o hear during staff bri
efings. 

Noise reduction is need
ed. Security was well ha

ndled. 

Communications with t
he utility, the State and

 with nearby local govern
ments 

were available over sever
al radio channels and t

he NABS telephone. 

F i b Adequacy of Communication
s Systems (Primary and Ba

ckup)  

with Continuous State/Loc
al Governments within the

 EPZs  

Stare: The Communications
 systems both primary and

 secondary 

have been evaluated durin
g previous exercises and 

determined 

to be adequate. A system
 for taping all messages

 

has been newly installed 
and was satisfactorily te

sted during 

this exercise. Communicat
ions were timely. 

Rock Island County: Commu
nications between Rock Is

land EOC 

and other agencies were g
ood. The Primary System i

s at 

Rock Island Communication
s Command which has a NAR

S line and 

a police radio, a scanner
 and a large well trained

 professional 

staff who are on duty 24 
hours per day. In additio

n, the EOC 

has some backup radio equ
ipment as well as two NAR

S lines and a 

tele-copier. Communicatio
ns were timely. 
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Whiteside County:
 Communications w

ith the State are
 

available via the
 State ESDA radio

 frequency. NAILS
, the 

"ISPERN" (Illinoi
s State Police Em

ergency Radio Net
work) 

radio frequency, 
and the telephone

. Communications 
with 

Albany and Rock I
sland County are 

available over lo
cal 

government radio,
 NAWAS and teleph

one. Only the NAA
S was 

used regularly du
ring the exercise

. 

F 1 c 

F 1 d 

Adequacy of Commu
nications, as App

rapriate, with Fe
deral 

Emergency Respons
e Organizations  

State: The commun
ications systems 

both primary and 
secondary 

have been evaluat
ed during previou

s exercises and d
etermined 

to be adequate. A s
ystem for taping

 all messages 

has been newly in
stalled and was s

atisfactorily tes
ted during 

this exercise. Co
mmunications were

 timely. 

Rock Island Count
y 

Not observed, 

Whiteside County 
 

Not observed. 

Adequacy of Commu
nications Systems

 between the Nucl
ear  

Facility and Near
-Site EOF, and St

ate and for Local
 E0Cs  

State: The commu
nications systems bot

h primary and sec
ondary 

have been evaluat
ed during previou

s exercises and d
etermined 

to be adequate. H
owever, a system 

for taping all messag
es 

has been newly inCal
led and was satis

factorily tested 
during 

this exercise. Co
mmunications were

 timely. 

Rock Island: The 
capability exists

 to communicate w
ith the 

local jurisdictio
ns. It is suggested th

at the NARS syste
m be 

extended to inclu
de the local juri

sdictions. Theref
ore, 

responses could b
e more timely. 

Whiteside County:
 Communication wi

th the utility wa
s via the 

MARS which was ad
equate. The commu

nications operato
r complained 

that it was diffi
cult to hear the 

messages. Communi
cation with 

the EOF was via c
ommercial phone l

ine, on which a d
atafax machine 

was used. 

C 1 c 	Adequacy of Speci
fic State or Loca

l Resources Neede
d to Support . 

Federal Response 
 

State 

Not observed. 
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Rock Island County: The Quad Cities Airpor
t, which can 

accommodate 727's, is about five minutes fr
om the EOC. 

Whiteside County  

Not observed. 

Adequacy of EOC working Space and Amenities
  

State: This criteria has previously been e
valuated and 

found to be adequate. 

Rock Island County: There is a sufficient 
number of tables, 

chairs in the EOC. Lighting is adequate as 
well as working 

space. Ventilation was very good. 

Whiteside County: The County EOC was recen
tly moved from 

the older county courthouse to the new coun
ty building on 

a sub-level. It is now located in a room wh
ich is unfinished. 

Accoustics are very poor resulting in a ver
y noisy environment. 

Working space is adequate. 

Adequacy of EOC Internal Communications, In
cluding Equipment,  

Displays, and Message-Handling Procedures  

State: NARS messages were recorded and log
ged, copies were 

made and distributed to all participants. 
Telephone 

communications were recorded and logged. Co
pies of the log 

were distributed periodically to all partic
ipants. 

Rock Island County: Message handling was s
atisfactory. Status 

boards were well kept and easily visible. T
here were frequent 

briefings by the County Board Chairman. 

Whiteside County: Message handling was adeq
uate - NARS messages 

and public information releases were duplic
ated and distributed 

to participants. A status board was display
ed prominently and 

was kept up to date. Emergency classificati
ons were posted at 

all times. Areas where protective actions w
ere ordered were 

displayed on a sector map. Message handling
 didn't get much of 

a workout. 

Adequacy of EOC Security Measures  

State: This criteria has previously been ev
aluated and found 

to be adequate. 

Rock Island County: Security was well hand
led. 

Whiteside County: All persons were checked 
in and out by a 

security guard at the door. All persons sig
ned in and out and 

were issued badges. 
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H 3 	Overall Adequacy of the Emergency Operating Center (EOC)  

State: The EOC is designed for nuclear attack. It is 
fully adequate to support radiological emergency operations 

resulting from an accident at a nuclear power station. 

Rock Island County: The County EOC is outstanding for 

direction and control during an emergency. 

Whiteside County: The EOC was adequate with enough space 

and was adequately equipped to support emergency activities. 

It does need finishing to reduce the noise level. It was 

difficult to hear briefings. 

J 10 a 	Adequate Maps Displayed Showing Evacuation Routes,  

Sampling Points, Relocation Centers and Shelter Areas  

State: Maps showing evacuation routes, sampling points, 

relocation centers, and shelter areas are displayed in the 

E0Cs. 

Rock Island County: All maps were well displayed and easily 

visible for all persons. 

Whiteside County: All maps were well displayed. The relocation 

center map displays the capacities of the centers. 

J 10 b 	Adequate Maps Displayed Showing Population Distribution  

Near Nuclear Facility by Evacuation Areas  

State: A map showing population distribution within the 10-mile 

EPZ by areas is displayed in the EOC. 

Rock Island County: Maps were present and well displayed. 

Whiteside County: Population was shown by sector and radius 

from the plant; 2 miles, 2-5 miles, and 5-10 miles. 

SMIARY II 	Alerting and Mobilization of Officials and Staff (Staffing,  

24-Hour Capability, Alerting Timeliness)  

State: The State Warning Point is manned on a 24-hour basis. Initial warning 

for the State and the local units of government is received via the NARS. The 

State's procedures and equipment are adequate for completing alerting and 

mobilization of the State emergency response staff in an expeditious manner. 

Representatives were exchanged with the State of Iowa. 

This being a small-scale exercise for the State, all agencies did not send 

representatives to the EOC. 
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Rock Island County: Alerting
 and mobilization of the EOC

 were adequate. The 

capability for around the clo
ck alerting of organizations 

and staff generally 

was adequate, although RICO MM
 failed to notify the Hillsda

le Fire District, 

the Health Administrator and 
the Township Road Commissione

r: A.shift change 

was demonstrated. The shift r
eplacement for the County Sch

ool Superintendent 

was untrained for the assignm
ent. It is recommended that t

he County Board 

Chairman and the ESDA coordin
ator acquire pagers to make t

hem easier to notify 

and that county plans be modi
fied to provide for partial a

ctivation of the EOC 

at the "Alert" classification
. This would facilitate impro

ved coordination 

of the decision-making proces
s. 

Whiteside County: Staff mobil
ization procedures were demon

strated by the 

County Sheriff's Department d
ispatchers. Following notific

ation of a "Site 

Area Emergency" classificatio
n at the Nuclear Power Statio

n, the dispatchers 

used a written call list to c
ontact EOC staff and requeste

d them to report 

to the EOC. There was not a f
ull demonstration of activati

on procedures 

since many staff members were
 prepositioned and the EOC fa

cility was physically 

set up in advance. Activation
 from a "cold start" should b

e demonstrated in 

the next exercise. 

Round-the-clock staffing capa
bility was adequately demonst

rated by shift changes 

at most positions. 

A 1 e 	Capability for 24-Hour Initia
l Emergency Response and 

Manning of Communications  

State: The Illinois ESDA com
munications center is manned

 on 

a 24-hour basis. 

Rock Island County: Rock Isla
nd Communications Center is m

anned 

24 hours per day with a well-
trained staff. 

Whiteside County: The Sherif
f's Department dispatch offi

ce 

receives the initial NAAS cal
l. The communications center 

is 

staffed 24 hours a day. 

A 4 	Capability for 24-Hour Contin
uous Emergency Response 

Operations  

State: The Illinois ESDA comm
unications center is manned o

n 

a 24-hour basis. 

Rock Island County: A complet
e shift change of the emergen

cy 

staff was demonstrated on a 
staggered basis. Replacement

 

personnel were briefed, howev
er replacement for the county

 

school superintendent had no 
formal association with the s

chool 

system, no formal applicable 
training and would not necess

arily 

be aware of the kinds of prob
lems that might arise in prot

ecting 

the school children. 
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Whiteside County: Most of the personnel in the EOC underwent 

a shift change; the Health Department, County Boazd Chairman, 

ESDA Coordinator, Highway Department, Red Cross, Public 

Information Officer, and Coroner. IDNS and Superintendent 

of Schools did not demonstrate a shift change. Some second 

shift personnel were not as well trained as their first-shift 

counterparts. 

El 
	

Adequacy of Procedures used for Notification of Emergency  

Response Organizations Including Means for Verification of  

Messages  

State: This being a small scale exercise a full demonstration 

was not practical. Some staff members were prepositioned. 

Notification procedures were activated which caused personnel 

to respond and mobilize. 

Rock Island County: The County Communications Center notified 

Port Byron and Cordova of the "Unusual Event" and the "Alert" 

classifications, but did not notify the Hillsdale Fire District
 

as written in the IPRA. 

Whiteside County: Personnel were notified via telephone, 

according to a call list kept at the Sheriff's Dispatch Office.
 

The call list has work and home phone numbers. It lists 

alternate personnel in case primary personnel cannot be contact
ed. 

In one case, (the Highway Department) both the primary and 

alternate duty officer were unavailable, but they did respond. 

E 2 	Adequacy of Procedures Used for Alerting, Notifying and 

Mobilizing Emergency Response Personnel  

State: This being a small scale exercise a full demonstration 

was not practical. Some staff members were prepositioned. 

Notification procedures were activated which cause personnel 

to respond and mobilize. 

Rock Island County: The procedures were consistent with the 

plan, but they did not contact the Health Administrator or the 

County Highway Commissioner. 

Whiteside County: Personnel were notified via telephone, 

according to a call list kept at the Sheriff's Dispatch Office.
 

The call list has work and home phone numbers. It lists 

alternate personnel in case primary personnel cannot be contact
ed. 

In one case, (the Highway Department) both the primary and 

alternate duty officer were unavailable, but they did respond. 
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C 2 a 	If Appropriate, Timely Dispatch of a Represen
tative To 

Licensees Near-Site Ear  

State: Representatives were exchanged with th
e State of 

Iowa. 

Rock Island County 

Not observed 

Whiteside County  

Not observed 

F 1 a 	Adequacy of Emergency Response Communications
 Equipment Used 

With Prompt Activation  

State: The eqoipment has been evaluated duri
ng previous 

exercises and found adequate. 

Rock Island County: The capability exists fo
r 24-hour 

notification. The emergency network is manne
d by a RICOMM 

dispatcher. The primary link is EARS with ra
dio backup. 

Whiteside County 

Not observed 

F 1 e 	Adequacy of Communications Equipment Used for
 Alerting and 

Activating Emergency Response Personnel  

State: The equipment has been evaluated duri
ng previous 

exercises and found adequate. 

Rock Island County: The equipment to alert a
nd activate 

emergency personnel was good. All the EOC sta
ff and alternates 

have primary and backup telephone numbers lis
ted with RICOMM. 

The Sheriff, Coroner, Assistant Coroner and R
ICOMM Director have 

pagers, however the County Board Chairman nor
 the ESDA Coordinator 

have pagers. Given their importance, these in
dividuals should be 

provided with pagers. 

Whiteside County: Commercial telephones were
 used. While some 

personnel may be reached via radio, telephone
s are relied on. 

This could be a problem in an emergency if ph
one lines are unavail-

able. The staff live and work nearby, so a sq
uad car could be 

sent for them. For very fast-breaking emergen
cies, it would be 

useful to have a page-call system for key eme
rgency staff. 
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F 2 	Capability to Communicate with Fixed and Mobile Medical 

Support Facilities  

State 

Not observed 

Rock Island County: An outstanding capability to communicate 

with ambulances and local hospitals was demonstrated by RICOMM. 

Whiteside County  

Not observed 

H 4 	Demonstration of Timely and Efficient Activation and  

Staffing of E0Cs and other Facilities  

State: Some personnel were prepositioned. The notification 

procedures were activated and those agencies not present 

responded promptly. 

Rock Island County: The EOC was staffed during the "Alert" 

classification, although the plan provides for county officials 

and emergency workers to report to the EOC when a "Site Area 

Emergency" is declared. It is recommended that the county plan 

be revised to reflect EOC activation when these officials receive 

notification of the "Alert" classification. 

Whiteside County: Activation and staffing was not demonstrated. 

The EOC was set up in advance and many staff were prepositioned. 

SUMMARY III Emergency Operations Management  
(Organization, Control, Leadership, Support by Officials,  

Decisionmaking)  

State: The State EOC is staffed by an experienced professional staff. The 

Illinois ESDA Director exercised leadership and control of emergency operations 

as the lead agency in the EOC. 

Rock Island County: The emergency operations management of the EOC was 

outstanding. The County Board Chairman is an excellent leader, and his 

committment appeared to inspire the EOC staff. Briefings and staff meetings 

were frequent and informative. Status boards and procedures were flawless. 

The presence of the entire planned EOC staff, including the Sheriff and 

Coroner, evidenced a commendable devotion to protecting the public. More 

explanation to the staff of the technical situation onsite and offsite would 

be beneficial. 
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Whiteside County: The County EOC was fully staffed, with representatives of 
all appropriate County, State, and volunteer organizations present. Leader-
ship by the local ESDA coordinator was effective and emergency functions were 
referred to the appropriate organizations for action. Full scale exercises 
should demonstrate the full capability. The scenario was written and 
approved to accommodate the demonstration of Iowa's capability in Region VII, 
and could not fully involve all the counties in both Region VII and V. 

A 1 a 	Evidence that Specific Organizations Have Been Adequately 
Established as Part of Overall Response  

State: The State plan assigns responsibility for emergency 
response to various state agencies. 

Rock Island County: The organizations are established in 
accordance with the county plan. 

Whiteside County: Representatives of the following were at 
the County EOC: IDNS, IESDA, County Board Chairman, 
Superintendent of Schools, Sheriff's Department, Health 
Department, Highway Department, Coroner, Red Cross. Staff 
were aware of their duties. 

A 1 d 	Demonstration That a Specific Individual, by Title, was  
Effectively in Charge of Emergency Response  

State: The State plan provides for emergency operations 
management and was effectively demonstrated during this 
exercise. 

Rock Island County: The County Board Chairman was in charge 
of the response. 

A 2 a 

Whiteside County: The County ESDA Coordinator was clearly 
in charge of operations. His shift relief (from the Health 
Department) was not as visible as a coordinator of activities. 

Demonstration That Primary and Support Functions and  
Responsibilities have been Assigned to Specific  
Organizational Elements  

State: The State plan assigns primary and support functions 
to various State agencies. This was demonstrated during the 
exercise. 

Rock Island County: There was a good demonstration of the 
assignments of responsibilities. They were carried out in an 
efficient manner. Those present in the EOC were the County 
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C 1 a 

Board Chairman, the Health Depar
tment, the Highway Department, 

the County Coroner, the Civil Ai
r Patrol, the Red Cross, the 

Regional School Superintendent, 
the Sheriff Department and the 

ESDA Coordinator. 

Whiteside County: The demands f
or response were referred to th

e 

appropriate organization for ac
tion. The IONS representative 

gave briefings on the protective
 action orders and the radio-

logical siutation. The County B
oard Chairman was consulted 

prior to activation of the PA&N
S. The Sheriff's Department 

simulated route alerting. 

Evidence That a Specific Person 
has been Authorized to  

Request Federal Assistance (Stat
e Only)  

State: The State plan assigns r
esponsibility and authority 

for requesting federal assistan
ce. A specific individual is 

designated. 

D 3 	An Emergency Classification Syst
em was Effectively Used and 

was Consistent with that of the 
Utility  

State: The State and the utilit
y are both using the classifi-

cation system described in NUREG
 0654/FEMA Rep. 1, Revision 1. 

Rock Island County: The emergen
cy classification is consistent

 

with the State and utility and w
as used and displayed at all 

times. 

Whiteside County: The Emergency
 classifications were posted 

at all times and are consistent 
with that used by the utility. 

D 4 	Adequate Written Procedures are 
used for Emergency Actions 

Consistent with Facility Recomme
ndations and Local Offsite 

Conditions  

State: The State has adequate w
ritten procedures for implement

ing 

PAG's. 

Rock Island County: Each EOC st
aff member had the relevant par

t 

of the County plan at his/her st
ation. 

Whiteside County: Each particip
ant had a notebook containing 

written procedures along with me
ssage logs and other pertinent 

documents. This is a good way t
o ensure that reference 

information is readily available
. 
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Demonstration of Effective Coordination Between Emergency  

Response Director and Staff, Through Oral Briefings, Staff 

Meetings, Etc.  

State: Periodic briefings were held, involving an exchange 

of information among exercise participants. 

Rock Island County: The County Board Chairman held regular 

briefings for the staff and ask for updates by each staff 

member. In addition he conducted frequent staff meetings 

to prepare for possible upcoming protective action. It is 

recommended in future exercises the wind direction and 

meterological data be explained to the staff. 

Whiteside County: Briefings were held, but somewhat 

irregularly. They were adequate for the situation, but 

there was relatively little to coordinate. 

Adequacy of Support and/or Participation by Elected  

Officials  

State: Being a small scale exercise at the State no elected 

officials visited the EOC. The governors office and members 

of the State senate were contacted by the ESDA Director. 

Rock Island County: The County Board Chairman, Sheriff, 

Coroner -- all elected officials -- not only appeared at the 

EDO, but staffed their positions personally. 

Whiteside County: The County Board Chairman was present and 

participated in the exercise. 

SUMMARY IV 	Public Alerting and Notification (Means of Notification -  

Sirens, Vehicles, or Other Systems)  

State: Illinois ESDA coordinated the simulated sounding of the
 sirens with 

Iowa. 

Rock Island County: An acceptable demonstration was made of th
e public alerting 

and notification. The County ESDA Coordinator notified the EBS
 station of 

protective actions. Simulated notification by sirens and route
 alerting was 

given to the public. The sirens were sounded on May 3, 1983. T
he test results are 

included as Attachment A. 

Whiteside County: The County simulated public alerting and not
ification via 

siren and route alerting. The May 3, 1983, monthly siren test 
results are 

included as Attachment A. Notification was followed promptly b
y simulated 

broadcast of instructional messages over WEB?, the local EBS br
oadcast station. 
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E 5 	Evidence of a Reliable System for Dissemination to th
e 

Public of Appropriate Information Received from the  

Licensee, e.g., EBS  

State 

Not observed 

Rock Island County: The County ESDA Coordinator cont
acted WEEP 

(EBS) radio station to have the station alert the pub
lic of 

possible evacuation. 

Whiteside County: EBS messages were formulated promp
tly on 

prepared forms, and contained appropriate informatio
n. EES 

broadcast was simulated. 

E 6 	Adequacy of Means Used for Notification & Prompt Inst
ruction 

to the Public in the Plume EPZ (within 15 minutes)  

State: The simulated sounding of the sirens was coor
dinated 

with Iowa. 

Rock Island County: The Sheriff Department dispatche
d cars to 

notify the public in the effected areas. Sirens were
 simulated. 

They were tested on May 3, 1983. It should be noted 
it took 15 

minutes to receive and verify the message announcing 
the "General 

Emergency". While no delay beyond what was allowed o
ccured, this 

time should be shortened, perhaps by limiding the ver
ification 

call to the essentials of the NARS message. 

Whiteside County: Simulated notification was ordered
 and was 

followed promptly by instructions on EBS. There was 

evidence of an operational problem. The sequence of 
events 

leading up to the first public notification was immed
iately 

following the Site  Area Emergency" declaration from the plant. 

The State of Illinois decided to initiate public noti
fication 

(contrary to plan) on the basis of a conference with
 Iowa. 

The State contacted the local ESDA Coordinator, who c
onferred 

with the County Board Chairman and then simulated sou
nding the 

sirens. If the State requires public notification on
 the 

basis of a "Site Area Emergency", then the ESDA Coord
inator 

and County Board Chairman should report to the EOC at
 the 

"Alert" classification, or an expedient procedure for
 siren 

activation should be written into the SOPs, similar t
o those 

for a "General Emergency". Otherwise, the 15-minute 

prompt notification requirement is not likely to be m
et. 

The results of the Rock Island County and Whiteside C
ounty 

May 3, 1983, test is Attachment A. 
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E 7 	Effective Use of Instructional Messages for the Public in  

Affected Areas  

State 

Not observed 

Rock Island County  

Not observed 

Whiteside County: Instructional messages from the plan were 

used -- they are well-drafted and complete. Also, the ESDA 

Coordinator recognized the need to describe designated protective 

action areas in terms of familiar landmarks and boundaries. 

J 10 c 	Adequacy of Means Used for Notifying All Segments of  

Transient and Resident Population  

State 

Not observed 

Rock Island County: The resident population was notified by the 

EBS station. Sirens sounding was simulated. The Sheriff 

Department simulated dispatching cars to warn the public. Port 

Byron Fire Department simulated dispatching vehicles for public 

notification. 

SUMARY V 

Whiteside County: Notification was simulated. Not observed. 

Public and Media Relations (Publications, Press Facilities,  

Media Briefings, Release Coordination)  

 

 

 

State: The public information representatives from the State and their technical 

back up demonstrated that they are capable of preparing informative and timely 

releases. They also demonstrated their capability to respond to queries from 

reporters. 

There were limited resources available for media used during the exercise. 

The building used for media information does not have adequate lighting or rest-

room facilities. The micro-wave phone system did not work well and the number of 

instruments was insufficient should there be an actual event. The number of 

electrical outlets were not adequate. Heating and cooling systems for weather 

extremes did not appear adequate. 

Rock Island County: The capability to carry out public and media relations was 

weak. A room at the EOC was set aside for a media center. Media spokespersons 

are designated. No press conferences were held. No coordination with the JPIC 

occured, and no capability was demonstrated for controlling rumors. Complete 

demonstration of this entire area must be made at the next exercise. 
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Whiteside County: The County Boar
d Chairman is the spokesperson at

 the County 

EOC. He had access to all inform
ation at the County. He did not 

have input 

into the release of information a
t the JPIC. The press releases we

re received 

at the EOC via datafax from the J
PIC but information did not flow 

to the JPIC 

from the County in a like manner.
 Interaction with the JPIC is nec

essary. The 

County should be requesting infor
mation from the State PLO at the 

JPIC and 

passing information along to the 
State PIO from the County. The co

ordination 

between spokespersons is necessar
y and vital since the County is n

ot represented 

at the JPIC. 

Although a room is designated in 
the building, it is not equipped 

to receive 

media and conduct press briefings
. 

G 1 	Evidence of Dissemination of Inf
ormation to the PublicWithin  

the Last Year  

State: The utility indicated that
 a copy of "What To Do In Case Of

 A 

Nuclear Station Emergency" was ma
iled to all residents in the 

10 mile EPZ during December 1982.
 The State of Illinois is 

preparing a brochure on what to d
o in any emergency. This 

publication will be distributed t
o the media. 

Rock Island County: A sampling of
 households, public and private 

businesses indicates the brochure
 "What To Do In Case Of A Nuclear

 

Station Emergency" at the Quad Ci
ties Nuclear Power Station has be

en 

distributed in the Illinois/Iowa 
10 mile EPZ within the last year.

 

This information is provided as a
 result of a survey conducted by 

the 

Exercise Director. 

Whiteside County: The same commen
t for Rock Island County applies 

to Whiteside County. 

G 2 	Evidence of a Public Information 
Program for Permanent and  

Transient Population in the Plume
 EPZ, such as Posted Notices, etc

. 

State 

Not observed 

Rock Island County: A spot check 
of public and private recreation 

areas gives indication that mater
ials are provided to those enteri

ng 

the area. 

Whiteside County: A spot check of
 public and private recreation 

areas gives indication that mater
ials are provided to those enteri

ng 

the area. 

G 3 a 	Appropriate Points of Contact for
 the Media Have Been Designated • 

State: This element was adequatel
y demonstrated by the utility and

 

the States. 
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G 4 a 

Rock Island County: As per the plan the County media center is 

located at the County EOC. There were no press conferences held 

at the county level. 

Whiteside County: The County Building does have a room designated 

as the "press room". 

Adequacy of Joint Media Facility, Where Appropriate 

State: The Joint Press Information Center is strictly second class; 

no comparison to the EOF next door. The building is a Commonwealth 

Edison Company garage and storage building. The building is lacking 

in protection from the elements of weather with respect to heating, 

cooling, and ventilation. Adequate lighting is lacking. There were 

provisions for seating only 24 persons. Only one or two of a dozen 

phones were usable. It was almost impossible to make calls. A 

complicated series of numbers had to be dialed, utilizing Common-

wealth Edison's Chicago prefix number. Media personnel were 

aggrevated by the complication. There is no backup power supply 

such as is available in the EOF. 

Rock Island County 

Not observed 

Whiteside County  

Not observed 

Adequacy of Issued Press Releases  

State: Releases were well done and timely with no major time lags 

or differences in the releases provided by the State and the utility. 

The utility's first three releases were prepared in Chicago which 

resulted in some delay in getting the information to the reporters. 

Rock Island County  

Not observed 

Whiteside County: There were only four press releases during this 

exercise and none were originated by the County PIO. More 

coordination between spokespersons is needed. 

A Media Spokesperson has been Designated who has Access to all  

Necessary Information  

State: Spokespersons are designated and performed their jobs well. 

The Commonwealth Edison technical representative did an outstanding 

job. The State of Illinois PIG missed the 1:25 p.m. briefing. A 

CECO representative answered inquiries that should have been answered 

by the Illinois representative. 
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Rock Island County: The County Board Chairman has been designated 

as the media spokesperson with the ESDA Coordinator as the alternate. 

No effort was made to demonstrate this activity. 

Whiteside County: The press information officer at the County 

had access to all information at the County and a phone was 

available for his use at the EOC. It was not apparent that his 

input was made to releases coming from the JPIC. He did not 

actively participate in the press information function. More 

training is indicated for the person acting as PIO. 

G 4 b 	Adequacy of Arrangements for Exchange of Information Among 

Spokespersons  

State: Coordination and exchange of information between spokes-

persons was good and timely. The first briefing could have been 

somewhat earlier, it was held at 11:00 a.m. 

Rock Island County 

Not observed 

Whiteside County  

Not observed 

G 4 c 	Adequacy of Coordinated Arrangements for Rumor Control 

Measures  

State 

Not observed 

Rock Island County: No formal rumor control measures have been 

developed and none were implemented. Since most calls from the 

public probably would come into RICO} M on the 911 number, some 

procedure must be developed for RICOMM. 

Whiteside County 

Not observed 

SUMMARY VI 	Accident Assessment (Staff and Field Operations, Monitoring,  

Equipment, Technical Calculations, Use of PAGs)  

State: Most of the criteria items in this section were not observed at the 

State EOC. Effective coordination between ESDA, DNS and their Iowa counterparts 

was demonstrated before protective actions were announced and implemented. 
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Rock Island County  

Not observed 

Whiteside County  

Not observed 

H 7 	Adequacy of Offsite Radiological Monitoring Instruments  

State 

Not observed 

Rock Island County  

Not observed 

Whiteside County  

Not observed 

H 12 	An Adequate Central Point has been Established for Receip
t 

and Analysis of Field Monitoring Data and Sample Media  

State 

Not observed 

Rock Island County  

Not observed 

Whiteside County  

Not observed 

I 7 	Adequacy of Capability and Resources for Field Monitoring
  

Within the Plume EPZ  

State 

Not observed 

Rock Island County 

Not observed 

Whiteside County  

Not observed 
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I 8 	Adequate Capability to Make a Rapid Assessment of Mag
nitude 

& Location of Liquid or Gaseous Radiological Hazards 
 

State 

Not observed 

Rock Island County  

Not observed 

Whiteside County  

Not observed 

I 9 	Capability for Measurement of Radioiodine Concentrati
ons In 

Plume EPZ Under Field Conditions to 10 F-7 (State Onl
y)  

State 

Not observed 

I 10 	Capability for Relating Measured Parameters to Dose R
ates 

and Estimated Integrated Doses (State Only)  

State 

Not observed 

I 11 	Capability for Locating and Tracking Airborne Radioac
tive 

Plume with Aid of Federal and/or State Resources (Sta
te  

Only)  

State 

Not observed 

J 10 m 	Capability to Recommend, Protective Action, Based on 
PAGs  

in Plume EPZ (State Only)  

State: Illinois Department of Nuclear Safety in consu
ltation 

with the utility and Iowa State agencies evaluated th
e off-site 

situation. They then recommended protective actions a
nd/or 

concurred with those proposed by Iowa. 

C 3 	Evidence of Availability and Capability of Radiologica
l 

Laboratories (State Only)  

Not observed 
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SUMMARY VII Actions to Protect the Public (Shelt
ering, Evacuation,  

Reception and Care, Transportation)  

State: Because of the exercise design, the downwin
d areas were 

in Iowa. Therefore the principal actions to prote
ct the 

public were in Iowa. Illinois did order an evacua
tion out to 

two miles from the utility and recommend the use o
f stored feed 

for cattle out to ten miles. 

Rock Island County: The adequate capability to pr
otect the 

public was demonstrated. The correct protective a
ctions were 

implemented and careful consideration was given to
 the needs of 

the mobility impaired. However, little preparatio
n has been 

made for the use of private tow trucks which would
 be needed to 

remove disabled vehicles from evacuation routes. 
It is strongly 

recommended that more protective action be demonst
rated at the 

next exercise in the field rather than being simul
ated. 

Whiteside County: 

The evaluators, through discussions with emergency
 responders, 

judge that the capability exists to implement prot
ective measures 

such as roadblocks, movement of transit-dependent 
persons, 

mobility impaired persons, and means of remo
ving impediments 

to the evacuation process. 

The Health Department is compiling a comprehensive
 listing of 

all persons in the Whiteside County 10 mile EPZ th
at need 

transportation whether it be because of handicaps,
 living alone, 

or transportation problems. The listing will refl
ect the special 

transportation needs of those individuals. 

J 2 	Coordination with Utility for Movement of Onsite I
ndividuals  

to Offsite Locations  

State  

Not observed 

Rock Island County  

Not observed 

Whiteside County  

Not observed 
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.1 9 	Capability for Implementation of Protective Measures 

State 

Not observed 

Rock Island County: An adequate capability within the EOC was 

demonstrated to implement protective actions. However, the 

scenario only required two protective actions, putting animals 

on stored feed and evacuating 133 people, both of these actions 

were simulated. A more thorough demonstration should be made 

of this element by more actual performance at the next exercise. 

Whiteside County 

Not observed 

J 10 d 	Adequacy of Methods Used for Protectin& Mobility Impaired 

Persons, Including Institutionally Confined  

State 

Not observed 

Rock Island County: A list of four mobility impaired persons 

has been compiled from County Health Department records and 

conversations with the police departments and ambulance services. 

None of these people were in the 10 mile EPZ. It is recommended 

that local media be requested to run public service announcements 

inviting those without transportation to call the Health 

Department to be added to the list. 

Whiteside County 

Not observed 

10 g 	Adequacy of Methods Used for Implementing Relocation of 

Populace  

State 

Not observed 

Rock Island County: The correct decision to evacuate the 2 mile 

EPZ was promptly made and executed within the EOC. However it is 

strongly recommended that an actual evacuation of some people be 

done at the next exercise so that this capability can be tested 

more thoroughly. 
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Whiteside County 

Not observed 

J 10 k 	Adequacy of Organizations Identification of and Means
 for 

Dealing with Potential Impediments to Evacuation  

State 

Not observed 

Rock Island County: The Highway Department would rem
ove trees, 

snow, etc., if it blocked the evacuation routes. The
 police 

would remove disabled vehicles by calling in tow tru
cks. While 

the representative of the Sheriff Department felt the
 towing 

companies would respond, no letter of agreement exist
s, the 

tow truck operators have had no radiological training
, and they 

have never actually agreed to enter an area of potent
ial radio-

logical hazard to remove disable vehicles. Towing op
erators 

have not been provided dosimetry. 

Whiteside County 

Not observed 

J 11 
	Adequacy of Protective Measures in Ingestion SPZ, Inc

luding_ 

Dairy Facilities, Food Processing Plants, etc. (State
 Only)  

State: The release did not impact on the ingestion E
PZ in 

Illinois. A recommendation to place cattle on stored
 feed 

within two miles of the power plant was issued at 10:
36 a.m. 

This was later extended out to ten miles. The NAAS f
orm, 

March 1981, item 8M needs to be revised to require sh
eltering 

of livestock as well as placing them on stored feed. 

J 10 h 	Adequate Relocation Centers have been Established at 
least  

5 Miles and Preferably 10 Miles Outside the Plume EPZ
  

State: Most but not all relocation centers are locat
ed more 

than five miles outside the ten mile EPZ. 

Rock Island County: All relocation centers in Rock I
sland County 

shown on the maps in the EOC are located outside of t
he ten mile 

EPZ. 

Whiteside County: The designated relocation centers 
to be used 

in Whiteside County are twenty miles from the plant. 

Adequacy of Facilities, Supplies & Equipment at Reloc
ation 

and/or Mass Care Centers 

State 

Not observed 
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Rock Island County  

Not observed 

Whiteside County  

Not observed 

Adequacy of Staffing at Relocation and/or Mass Care Centers 

State 

Not observed 

Rock Island County  

Not observed 

Whiteside County  

Not observed 

12 	Adequacy of Procedures for Processing Evacuees in Relocation  

Centers, Including Health Care, Decontamination and Radiological 

Monitoring, etc. 

State  

Not observed 

Rock Island  

Not observed 

Whiteside County 

Not observed 

SUMMARY VIII Health, Medical, and Exposure Control Measures (Excess Control,  

Adequacy of Equipment, Dosimetrv, Use of KI)  

State 

Not observed 

Rock Island County: There was demonstration of Health, and Medical capabilities 

by hospital and ambulance services. The capability was demonstrated by Staff 

participants at Moline Public Hospital and the Dailey-Gibson Ambulance Transport 

Services, (Port Syron, Illinois). An on-site worker was simulated injured and 

radiologically contaminated and transported to the designated hospital. He was 

received in an isolated area of the hospital, monitored for contamination, 
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decontaminated and remonitored for preparatio
n of additional hospital treatment. 

A canvass of area hospitals; Lutheran Hospita
l, Moline; Illini Hospital, Silvis, 

Illinois and the Franciscan Medical Center, R
ock Island; confirms a community 

medical capability beyond that of the license
e's agreement. These area hospitals 

are in addition to hospitals within other Ill
inois Counties that are also 

prepared to handle contaminated injured patie
nts. The County failed to 

demonstrate an adequate capability to protect
 the emergency workers because 

of a lack of mid-range self-reading dosimeter
s. Thermoluminescent dosimeters 

(TI.Ds) were distributed. Access control was 
adequately simulated, but should 

be demonstrated in the field at the next exer
cise. 

Whiteside County: The Sheriff's Department pe
rsonnel and the EOC staff were 

issued dosimeters and TLDs with instructions 
to read and record readings from 

the dosimeters regularly. The staff is famili
ar with their usage. 

J 

J 

J 

10 e 

10 f 

10 J 

Adequacy of Provisions for Use of KI for Emer
gency Workers 

and Institutionalized Persons in Plume EPZ 

State 

Not observed 

Rock Island County 

Not observed 

Whiteside County 

Not observed 

Adequacy of Methods Used in Making Decisions 
to Administer 

KI to Central Population 

State 

Not observed 

Rock Island County 

Not observed 

Whiteside County 

Not observed 

Adequacy of Control of Access to Evacuated Ar
eas 

State 

Not observed 
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Rock Island County: Three access control points were simulated 

to seal off the two mile EPZ. This activity should be 

demonstrated with personnel and equipment deployment at the 

next exercise. 

Whiteside County 

Not observed 

K 3 a 	Adequacy of a 24 Hour A Day Capability to Determine Dose 

Received by Emergency Workers  

State 

Not observed 

Rock Island County: The dosimeters on hand are CDV-742's. Each 

organization has dosimeters, TLDs and record cards for their 

people. They are trained on their use. It is recommended that 

0-200 low range dosimeters be obtained. 

Whiteside County 

Not observed 

K 3 b 	Demonstration of Adequate and Frequent Emergency Worker 

Dosimeter Readings & Maintenance of Dosage Records 

State 

Not observed 

Rock Island County 

Not observed 

Whiteside County: Each agency which has emergency response duties 

has dosimetry sufficient to issue at least one device to each 

worker. Each agency is responsible to record readings periodically 

and maintain records. Records ultimately are submitted to the 

Illinois Department of Nuclear Safety. If during a radiological 

event workers exceed safe level readings, the IDNS at the State Forward 

Staging Area, Riverdale School, is notified. 

IC 4 	Evidence That an Adequate Decision Chain has been Established 

to Authorize Exposure for Emergency Workers in Excess of PACs  

State 

Not observed 
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Rock Island County 

Not observed 

Whiteside County  

Not observed 

  

K5 a Evidence That Appropriate Action Levels Have Been Specified 
for Determining Need for Decontamination  

 

State 

Not observed 

Rock Island County 

  

    

Not observed 

Whiteside County  

Not observed 

K 5 b 	Adequacy of Measures for Decontamination of Emergency Personnel,  
Supplies, and Equipment, and for Waste Disposal  

State 

Not observed 

Rock Island County 

Not observed 

Whiteside County  

Not observed 

L 1 	Adequate Capability Demonstrated by Local and/or Backup 
Hospital and Medical Services for Handling Personnel  

State 

Not observed 

Rock Island County: There was a demonstration of proper 
handling of contaminated injured persons from the Quad Cities 
station by Moline Public Hospital and the Dailey-Gibson Ambulance 
Transport Services (Port Byron, Illinois). An onsite station 
worker was transported via ambulance to the hospital. There he 



33 

was isolated, monitored, decontaminated, remonitored, and 

processed for further treatment by hospital staff. It is 

recommended that exercise participants become more sincere 

in demonstrating their individual capabilities within their 

respective expertise. A member of the utility team continued 

to use a survey meter after allowing it to make contact with 

supposedly contaminated clothing, the contaminated patient, 

equipment and the contaminated floor area. 

Whiteside County  

Not observed 

L 4 	Adequate Capability Demonstrated for Transportation of  

Radiological Accident Victims to Medical Support Facilities  

State 

Not observed 

Rock Island County: There was an adequate demonstration of 

capability for transport of contaminated injured to medical 

facilities. A station worker was transported from the station 

to Moline Public Hospital. The station notified the hospital 

via telephone of the accident. The hospital's initial 

notification was via telephone with additional two-way radio 

communications between the hospital and ambulance while enroute. 

Whiteside County  

Not observed 

M 4 	Capability for Periodic Estimation of Total Population 

Exposure (State Only)  

Not observed 

SUMMARY IX 	Recovery and Re-entry Operations (Adequacy of Plans and  

Procedures)  

State: The implentation of re-entry/recovery procedures was 

effectively coordinated with the utility and Iowa. The NARS 

was used to relay this information to the counties. 

Rock Island County: After receiving the NAAS message on 

recovery and re-entry, the ESDA Coordinator asked each agency 

what activities it was engaged in. It was explained by each 

organization that their agency was beginning recovery. The 

Sheriff said the roadblocks were being removed. The Sheriff 

department should have kept the simulated officers at access 

control points until all the residents had returned. Re-entry 

was not demonstrated. 
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Whiteside County: The scenario limited the demonstration of 

protective actions by the County emergency response staff to 

placement of cattle on stored feed. An exercise scenario to 

require evacuation of Whiteside County residents in the 10 mile 

En would lend itself to a demonstration of re-entry recovery 

capabilities. 

M 3 	Adequacy of Established Means for Informing Response 

Organizations That Recovery and Re-entry Can Be Initiated 

(State Only)  

State: The implementation of re-entry and recovery procedures 

was coordinated with the utility and Iowa. The MARS was used 

to disseminate this information to the local response 

organizations. 

M 1 	Adequacy of Procedures Demonstrated for Re-entry and 

Declaration of Protective Measures Allowing Re-entry 

State 

Not observed 

Rock Island County: After receiving the NARS message on recovery 

and re-entry the ESDA Coordinator asked what each agency was 

doing. It was explained by each organization that their agency 

was entering recovery and re-entry. The Sheriff Department said
 

the road blocks were being removed. The Sheriff Department 

should have kept officers at access control points until all 

the residents had returned. Re-entry was not demonstrated. 

Whiteside County: Re-entry and relaxation of protective actions
 

was limited to taking farm animals off stored feed. In that no 

other protective actions were required, there was nothing to 

down-step to a relaxation mode. An exercise that more fully 

demonstrates recovery and re-entry is recommended. 

SUMMARY X Relevance of the Exercise Experience (Benefit to Participants 

Adequacy of the Scenario)  

State: The State EOC staff was in support of Rock Island and 

Whiteside Counties, Illinois, the State of Iowa and Clinton 

and Scott Counties, Iowa. 

The exercise at the State EOC was of benefit to the participants
 

particularly when it required coordination between Illinois and 

Iowa. The same coordination between States was demonstrated at 

the JPIC. 
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The State should, when developing future scenarios, pr
ovide 

for free play problems to be injected into exercise pl
ay at 

the County level. 

Rock Island County: The scenario was adequate to test
 the 

capability of Rock Island County. It tested the integ
rated 

capabilities and major portions of response elements.
 The 

participants benefitted from the exercise. The test w
ould 

have been more thorough and the staff would have benef
ited 

much more if a greater number of free play problems ha
d been 

included. 

Whiteside County: The scenario was adequate to test t
he major 

response functions of the emergency response staff of
 the 

county. The exercise would have been more thorough an
d the 

staff would have benefited more if additional exercise
 problems 

would have been introduced apart from those in the wr
itten 

scenario. 

N 1 b 	Adequacy of Scenario to Test Capability to Mobilize S
tate  

and Local Personnel and Resources  

State: The State staff at the EOC was in support of R
ock Island 

and Whiteside Counties in Illinois and Iowa and Clinto
n and Scott 

Counties, Iowa. At the JPIC the scenario did require 
the public 

information staff to provide appropriate material and 
background 

to media representatives. The State should, when deve
loping 

future scenario, provide for free play problems to be 
injected 

into exercise play at the local level. 

Rock Island County: The scenario was adequate to test
 the 

capability of Rock Island County. 

Whiteside County: The scenario allowed emergency res
ponse 

agencies to simulate many responses and be ready to a
ctivate 

others if need be. 

N 1 a Adequacy of Exercise to Test Integrated Capabilities 
and Major  

Portions of the Basic Existing Response Elements in A
ffected  

Organizations  

 

State: The State staff at the EOC was in support of R
ock Island 

and Whiteside Counties in Illinois and Iowa and Clint
on and Scott 

Counties, Iowa. At the JPIC the scenario did require 
the public 

information staff to provide appropriate material and 
background 

to media representatives. The State should, when deve
loping 

future scenarios, provide for free play problems to be
 injected 

into the exercise at the local level. 
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Rock Island County: The exercise was successful in testing 

the interplay of the County agencies and organizations. There 

should have been more free play put in the exercise.. 

Whiteside County: The response staff would have benefited 

more if additional exercise problems would have been 

introduced since this was not the primary county involved in 

the exercise. 

Benefit of Exercise to Participants  

State: The exercise was of benefit to the participants, 

particularly when it required coordination between the Illinois 

and Iowa emergency responders. 

Rock Island County: There was some benefit to the participants. 

It would have been more beneficial to have more free play in the 

exercise to allow the participants to keep busy. 

Whiteside County: The exercise was of benefit to the second 

shift personnel as a training vehicle more than to first shift 

personnel who had participated in previous exercises. 
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PART III 

SUMMARY LISTING OF MAJOR DEFICIENCIES  

State 

No major deficiencies were observed resulting from this exercise 

of radiological emergency plans. 

Rock Island County 

E l 
	

It was recognized during the exercise that Rock Island 

Communications Command notified the Emergency Operations Centers 

at Port Byron and Cordova of the "Unusual Event" and "Alert". 

But the Hillsdale Fire District was not a part of that notification 

procedure as stipulated in the plan. 

G 4 c No formal rumor control measures were implemented. Therefore, 

there was no demonstration of capability. Most calls from the 

public would come into the Rock Island Communications Command on 

the 911 line. Some procedure needs to be developed to handle 

rumor information. 

J 10 k 	It is postulated that a positive response by towing companies 

may not take place in view that letters of agreement do not 

exist It is believed that those who are depended upon for 

towing service have had no introductory radiological training 

and have not actually agreed to entering a radiologically 

contaminated area to remove disabled vehicles. There is no 

plan for dosimetry to be issued to these emergency workers. 

K 3 a 

Ml 

The dosimeters used are CDV-742's. Each organization has 

dosimetry - ILO's, and record cards for their people and they 

are trained on their use. It is recommended that the 0-200 

low range dosimeters be obtained for use and demonstrated. 

Upon entering the recovery and re-entry phase of the exercise 

the Sheriff reported that roadblocks were being removed. 

This action is believed to be premature. The roadblocks and 

check points are necessary to control the re entry of residents 

into the area previously evacuated. It is necessary this be 

demonstrated. 

Whiteside County  

G 3 a 	Within the County Building there is a room designated as the 

"press room". It is not large and does not have telephones, 

an adequate number of electrical outlets, displays or other 

facilities needed to accommodate the media should an incident 

occur at the nuclear power station. The press room needs more 

extensive attention to prepare it for demonstration of capability. 
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G 4 a 

G 4 b 

It was apparent that the person acting as the information 

officer was not actively participating in the press information 

function. 

A more aggressive role needs to be taken which should result 

in a demonstration of assignment and level of adequacy. 

The County information officer at the Emergency Operations 

Center did not have input into the news releases. There was 

no flow of public information between the Joint Press 

Information Center and the County Emergency Operations Center. 

This is necessary since there is no County representative at 

the JPIC. A more comprehensive demonstration must be 

performed. 
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PART IV 

SUMMARY LISTING OF MINOR DEFICIENCIES  

Although adequately demonstrated, the following elements could be improved, 
primarily in the area of: 

Plans 

State 

None 

Rock Island County 

• 10 d 	In addition to the concentrated efforts to provide for the 
mobility impaired it is recommended that arrangements be made 
with local newspapers, radio broadcast and television stations 
to run public service announcements inviting those without 
transportation (not only the ill and disabled) to call the 
Health Department to be added to the list of impaired. This 
should be a procedure and added to the county plan so that it is 
an ongoing activity to protect the public. 

Whiteside County 

None 

Training, 

State 

None 

'Rock Island County  

E 2 	Greater familiarity with alerting, notifying and mobilizing 
procedures on the part of the communications operators would 
aleviate the problem where the Health Administrator and the 
County Highway personnel were not notified. On-job-training 
and a review of procedures and alerting lists should solve the 

problem. 

E 6 	The test of the outdoor prompt alerting and notification was 
held May 3, 1983 (letters attached as Attachment A). As a 
result of the May 11, 1983, exercise evaluators observed it 
took 15 minutes to receive and verify the message announcing 
the "General Emergency". While no delay occurred beyond what 
is allowed, this time should be shortened perhaps by limiting 
the verification call to the essentials of the NAAS message. 
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J 10 g 	Due to the composition of the scenario and the extensive 

simulation for the May 11, 1983, exercise it is requested 

that a sampling of population be evacuated from the two mile 

DPZ to evaluate methods used for implementing relocation of 

the populace. 

J 10 j 	It was announced and accepted that access control to evacuated 

areas was to be simulated. It then becomes necessary to 

evaluate the elemental capability. It is requested that 

during the annual exercise the capability of access control 

to the simulated evacuated areas be demonstrated. 

L I 
	

Those emergency workers who have responsibility to provide 

medical assistance to the populace whom have received 
radiation exposure and uptake need to exercise extreme care 

in the procedures used in discharging those services. The 

hospital and ambulance service exhibited a good demonstration 

of capability. Radiological monitoring conducted by the 

utility medical team member needs improvement. Procedures 

and the use of survey equipment needs to be reviewed and 

practiced. 

Whiteside County 

A 1 d 

Resources 

An individual designated and written into the plan was in 

charge of the emergency response. The concern is in the 

double staffing for a shift change. It may be well worth 

consideration to provide the relief with greater experience 

through on-job-training to give him more experience in 

directing the emergency response activities. 

 

 

State 

None 

Rock Island County  

A 4 	A complete shift change of the emergency staff was demonstrated. 

New shift personnel were briefed prior to assuming their assign-

ment. The replacement for the County School Superintendent has 

no formal association with the school system or specialized 

training. That person would not be aware of the multitude of 

problems that might arise in protecting the students of the 

schools at risk. 

Fi b 
	Communications between Rock Island County EOC and County agencies 

were good. The primary communications system is at Rock Island 

Communications Command. There is sufficient communications 
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F 1 e 

equipment and a reserve of qualified personnel on duty 24 hours 

a day. The County EOC has some backup equipment to handle the 

contiguous State and local governments. 

An improvement could be achieved by locating the primary 

communications in the County EOC. 

Equipment to alert and activate emergency personnel is good. 

All County EOC staff and alternates have primary and backup 
telephone numbers listed with the Rock Island Communications 

Command. The Sheriff, Coroner, Assistant Coroner, and RICOMM 

Director have pagers. The County Board Chairman and the ESDA 

Coordinator do not have pagers. Given their importance, these 

individuals should be provided pagers. 

 

Whiteside County 

 

F 1 d Communications with the licensee is via the NAAS. The 
communications was adequate. The communications operator at 
the County expressed that it was difficult at times to hear the 

transmissions. It is suggested the NARS equipment be checked 
frequently to enhance quality. 

F 1 e 	While commercial telephones and radio systems serve the 

daily need to communicate among county government, telephones 

appear to be excessively relied upon. In an emergency 
commercial telephone will become over loaded and fixed radios 

will reach only those who are near the equipment. For very 

fast-breaking emergencies it would be useful to have a page-call 

system for key emergency staff. 

J 10 b 	The information displayed in the population distribution map 

is helpful. The data would be more meaningful to decision-
makers if the population were divided by existing social, 

fabricated or natural boundaries (governmental lines, road-

ways or waterways) which parallel the sector boundaries. 
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PART IV 

SCHEDULE FOR CORRECTION OF DEFICIENCIES  

The schedule for the correction of deficiencies listed for the State of Illinois 

and Rock Island and Whiteside Counties is to be provided the Federal Emergency 

Management Agency, Regional Assistance ComMittee Chairman 30 days from the date 

of the cover letter. 



Federal Emergency Management Agency 
Region V 300 South Wacker, 24th Floor, Chicago, IL 60606 (312) 353-1500 

MEMORANDUM FOR: Assistant Director, Office of Natural and 
Technological Hazards 

Attention: Megs Hepler, Field Operations Branch 

FROM: 	Chief, Natural and Technological Hazards Division 

SUBJECT: 	Illinois Corrective Actions to Quad Cities Nuclear 
Power Station Exercise Final Report 

Attached is the Illinois schedule of corrective actions to the Quad 
Cities NPS Exercise Final Report. 

The responses have been studied and found reasonable and logical 
for resolving the cited observed deficiencies. The cited deficiencies 
of the May 11, 1983, exercise will be evaluated during the next 
scheduled annual exercise of the Quad Cities Nuclear Power Station. 

Attachment 



Actacnmen 

WHITEINI)13 COUNTY 
Emergency Services 

And Disaster Agency 
likTrison, Illinois 61270 E. Stuart Richter 

Coorcanstof 
Courthouse Building 
Phone 815/72-2800 

June 13, 1983 

Mr. Dean Schlee 
Illinois Emergency Services and 
Disaster Agency 
110 East Adams Street 
Springfield, Illinois 62706 

Dear Dean, 

On June 7, 1983, Whiteside County conducted test of the Prompt 

Notification System sirens (Quad City EPZ). It was found that 

all sirens were in working order with the exception of the siren 

' in Albany, Illinois (A-18). That siren had suffered damage from 

lightning. 

Since the test, the Albany siren has been repaired and should 

be in working order for our next monthly test in July, 1983. 

Our tests are on a monthly basis on the first Tuesday of each 

month. 

Sincerely, 

e 
E. Stuart Richter 
Coordinator 

ESR:lfd 



Illinois Emergency Services and Disaster Agency 
110 East Adams Street, Springfield, Illinois 62705 

July 21, 1-5E3 
kin ;5 

0 
co 

0 

moll— 3> 	 CD 

Dear Mr. Finch: 

Contained herein are comments, and a schedule for corrective actions, 

addressing the deficiencies cited on pages 37 and 38 of the E7ERCISE FINAL 

REPORT, QUAD CITIES NUCLEAR POWER STATION, dated June 24, 1983: 

State 

No major deficiencies. 

Rock Island County  

1. E 1 	It was recognized during the exercise that Rock Island Communications 

Command notified the Emergency Operations Centers at Port Byron and 

Cordova of the 'Unusual Event" and "Alert." But the Hillsdale Fire 

District was not a part of that notification procedure as stipulated 

in the plan. 

Response - Hillsdale Fire District notification was simulated during the 

exercise. The Hillsdale Fire District will be notified, as stipu-

lated in the Plan, at the next exercise. 

2. G 4 c 	No formal rumor control measures were implemented. Therefore, there 

was no demonstration of capability. Most calls from the public would 

come into the Rock Island Communications Command on the 911 line. 

Some procedure needs to be developed to handle rumor information. 

Response - The Rock Island County Communications Center procedures state "all 
news media questions are referred to the appropriate county or city 

official.' Example, if questions were called in on 911, the party 

calling, would be referred to the Rock Island County EOC for clari-

fication. Rumor control information is addressed in the site specific 

Quad Cities Plan, Chapter 2 (Rock Island County), Section L, Public 
Information, Page 177, 178, 179. 

3. J 10 k It is postulated that a positive response by towing companies may 

not take place in view that letters of agreement do not exist. It 

is believed that those who are depended upon for towing service have 

had no introductory radiological training and have not actually 

agreed to entering a radiologically contaminated area to remove 

disabled vehicles. There is no plan for dosimetry to be issued to 

these emergency workers. 

Hr. Frank Finch 
Chairman, Regional Assistance Committee 

Federal Emergency Management Agency 
300 South Wacker, 24th Floor 
Chicago, IL 	60606 



Response - The Director of the Division of Highways, Bureau of Maintenance, 

is responsible for the opening and clearing of all highways (evacua-
tion routes), moving barricades and equipment and any other assist-
ance needed to affect a complete and orderly evacuation. The IDOT 
and county highway personnel have been trained in dosimeter control. 
The site specific plan does not call for the use of private towing 
companies to be used for removing obstacles from public roadways. 

4. K 3 a 	The dosimeters used are CDV-742's. Each organization has dosimetry 

TLD's, and record cards for their people and they are trained on 
their use. It is recommended that the 0-200 low range dosimeters 

be obtained for use and demonstrated. 

Response - The Department of Nuclear Safety has ordered 1,500 0-20 R self-
reading dosimeters. DNS has received 300 - 0-20 R self-reading 
dosimeters and will be using them and training emergency workers 
in their use. The 0-20 R self-reading dosimeters will be used and 

properly demonstrated at the next exercise. 

S. M 1 	Upon entering the recovery and re-entry phase of the exercise, the 

Sheriff reported that roadblocks were being removed. This action 
is believed to be premature. The roadblocks and check points are 

necessary to control the re-entry of residents into the area pre-
viously evacuated. It is necessary this be demonstrated. 

Response - The recovery and re-entry phase will be demonstrated at the next 

exercise. 

Whiteside County  

I. G 3 a 	Within the County Building there is a room designated as the "press 
room." It is not large and does not have telephones, an adequate 
number of electrical outlets, displays or other facilities needed 
to accommodate the media should an incident occur at the nuclear 
power station. The press room needs more extensive attention to 

prepare it for demonstration of capability. 

Response - The press room situation will receive attention and will be demon-

strated at the next exercise. 

2. G 4 a 	It was apparent that the person acting as the information officer 
was not actively participating in the press information function. 

Response - A more aggressive role of the county public information officer 

will be demonstrated at the next exercise. 

3. G 4 b 	The County information officer at the Emergency Operations Center 

did not have input into the news releases. There was no flow 
of public information between the Joint Press Information Center 
and the County Emergency Operations Center. This is necessary 
since there is no County representative at the JPIC. A more com-
prehensive demonstration must be performed. 



Response - The exchange of information was accomplished by telefaxing in-
formation from the JPIC to the county EOC. The public information 
procedures will be demonstrated at the next exercise. 

E. Ed- Jones 
Di recto 

ECJ/cs 

G. Wenger 
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.507- 
Be y Ferris 

Federal Emergency Management Agency 
Region VII 	911 Walnut Street 	Kansas City, Missouri 64106 

JUL 2 2 1983  

MEMORANDUM FOR: Dave McLoughlin, Acting Associate Director 
State and Local Programs and Support 

FROM: 	Patrick S. Brebeny, Regional Director 
FEMA, Region VII 

SUBJECT: 	1983 Quad Cities Exercise Report 

Enclosed is the final report for Iowa's performance at the 1983 Quad Cities 
exercise. Please note the absence of major deficiencies and the Executive 
Summary conclusion which states. "...the level of preparedness as shown ty 
this exercise is adequate to protect the health and safety of the public." 

attachment 



FINAL REPORT 

EVALUATION OF THE IMPLEMENTATION OF 
IOWA STATE AND LOCAL RADIOLOGICAL 

EMERGENCY RESPONSE PLANS 

For The 

QUAD CITIES NUCLEAR STATION 
CORDOVA, ILLINOIS 

EXERCISE CONDUCTED 

MAY 11, 1983 

Prepared By 
Federal Emergency Management Agency, Region VII 



I. INTRODUCTION 

A. A radiological emergency exercise was conducted on May 11, 1979, to evaluate 
the adequacy of state and local emergency plans and response capabilities in 
Iowa in the event of an emergency at the Quad Cities Nuclear Station located 
in Cordova, Illinois. The plans evaluated included the Iowa Emergency Plan 
Book II and the Scott and Clinton County Nuclear Power Plant Emergency 
Response Plans. 

The exercise was conducted jointly by the Commonwealth Edison Company 
(operator of the Quad Cities Station), the State of Iowa (and associated 
local governments) and the State of Illinois (and associated local 
government). Observations and evaluations of the exercise were performed 
by members of the Region VII Regional Assistance Committee (RAC), FEMA 
Regional staff, and qualified Federally-contracted evaluators. The 
following is a complete list of the evaluators, their agency affiliations 
and their evaluation assignments: 

OBSERVER 
	

AGENCY 	ASSIGNMENT 

S. Ferris ** 	FEMA 	Roving 
D. Wilson 	FEMA 	Iowa EOC, Des Moines 
G. Jacobson 	FDA 	Iowa EOC, Des Moines 
B. Brinck 	EPA 	Iowa Field Team Coord. 
M. Carroll 	FEMA 	Clinton Co. EOC 
D. Hawley 	DOT 	Iowa FCP 
R. Honkus 	INEL 	Field Monitoring Team 
R. Holtzman 	ANL 	Field Monitoring Team 
D. Newsome 	ANL 	EOF 
C. Saricks 	ANL 	JPIC 
R. Leonard 	FEMA 	Clinton Co., EOC 
W. Biedenfeld 	PUS 	Scott Co., EOC 
P. Stahlschmidt 	FEMA 	Scott Co., EOC 

** RAC Chairman 

B. An exit interview with participants was held at 11:30 a.m., May 12, 1983, at 
the Federal Building in Davenport, Iowa. Highlights of the exercise 
evaluators' findings were presented during the interview and participant 
response was solicited. A public critique was held jointly with FEMA Region 
V on May 13 in Moline, Illinois. 

C. This post-exercise evaluation report shall be provided to the State of Iowa 
in order that they may act on the recommendations contained herein to 
improve the emergency response capabilities of both State and local 
government. 
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II. EXECUTIVE SUMMARY 

The Quad Cities exercise of May 11,  1983, afforded the State of Iowa and the 
counties of Scott and Clinton an opportunity to demonstrate emergency . 
capabilities under the revised guidance of NUREG 0684/FEMA REP-1. The exercise 
was conducted jointly with the State of Illinois. Scenario events required 
protective actions to be taken in Iowa, including a recommendation for 
evacuation of persons residing in sectors downwind of the plant. While numerous 
activities were simulated, a sufficient number were demonstrated to qualify this 
as a "full scale exercise". 

The following summarizes the evaluation of performance for Iowa State and local 
government against the objectives identified prior to the exercise. 

A. Emergency Operations, Facilities, and Resources 

Communications systems provided adequate capabilities to exchange 
information among the parties. However, direct communication between the 
utility and local government was not demonstrated as requested after the 
1982 exercise. The evaluators were assured that this capability is under 
development. Space, while at a premium, was well utilized at all levels. 
Scott County has plans to upgrade the EOC facility, which should 
significantly improve the operating environment. 

B. Alerting and Mobilization of Officials 

Alerting and staffing of emergency facilities was accomplished in a timely 
manner. While not identified as an exercise objective, most local, as well 
as State Agencies, demonstrated 24-hour operating capabilities through a 
shift change. 

C. Emergency Operations Management 

All levels of government demonstrated efficient management of the emergency. 
Each clearly had effective leadership with outstanding demonstration of 
support by appointed and elected officials. 

D. Public Alerting and Notification 

Local officials in both Scott and Clinton Counties demonstrated a thorough 
knowledge of procedures and systems for alerting and notifying the public of 
the emergency. Systems accessed or demonstrated included emergency 
vehicles, EBS, cable television and special internal warning systems. 
Message forms remain an impediment to timely receipt and implementation of 
warning information. 

E. Public and Media Relations 

The Joint Public Information Center, a newly designated facility in close 
proximity to the new utility EOF, proved inadequate for both the media and 
the State Spokesperson. The State Representative performed well under 
difficult physical arrangements. 
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Additional personnel are needed to assist at the JPIC. Either local 
representatives or direct communications from the county E0Cs is needed to 
properly inform the media of emergency response activities at all levels of 
government. 

F. Accident Assessment 

Radiological monitoring was effectively demonstrated by the University 
Hygenic Laboratory personnel. Additional training is needed for selected 
inexperienced back-up team members. There is a need for better coordination 
of utility and State field monitoring teams in order to maximize available 
resources. Field data and utility recommendations were effectively used to 
reach the appropriate protective action decisions. 

G. Actions to Protect the Public 

All protective actions were simulated. However, all participants clearly 
demonstrated a thorough knowledge of actions necessary to implement the 
protective actions decisions. Boundaries for describing protective action 
areas were released to the public utilizing sectors. The descriptions 
should utilize recognizable geographical features for public understanding. 

H. Health, Medical and Exposure Control 

No objectives were prescribed pertinent to this area. 

I. Recovery and Reentry Operations 

Demonstration of this objective was restricted to discussions at State and 
local government about actions to be taken to allow reentry and recovery. 
Gaps in existing plans were identified by the participants which will be 
corrected at the next update. 

J. Relevance of Exercise Experience 

The exercise provided an excellent opportunity for both State and local 
government officials and staff to demonstrate their capabilities to meet an 
emergency at Quad Cities Station. Lack of sufficient technical details of 
the scenario in advance of the exercise made technical evaluation of the 
adequacy of the scenario difficult. This must be resolved with NRC and the 
utility prior to future exercises. 

In conclusion, dramatic improvement by Iowa State and local government was 
evident over the 1982 performance. Plans have been revised, training has been 
condu-cted and the level of participation and interest has dramatically improved. 
Clearly, the level of preparedness as shown by this exercise is adequate to 
protect the health and safety of the public. 
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III. EVALUATIONS 

A. Emergency Operations Facilities and Resources 

STATE 

The EOC consists of three areas: the Executive room, the Operations room 
and the Assessment room. While each room functioned well, exchange of 
information among the three was inconsistent. Various status boards were 
available but were not maintained or kept current during the exercise. The 
use of the speaker phone in the Executive Room allowed excellent 
coordination between the State and both Scott and Clinton Counties. 

LOCAL 

The Clinton County EOC consists of the entire law enforcement building. Only 
the Civil Defense Offices plus a small additional space for the 
radiological monitoring team coordinator was utilized during the exercise. 
This space is limited, but proved adequate during the exercise. 

Communications support provided to the field monitoring teams was minimally 
acceptable. The Iowa Highway Patrol radio utilized by the teams was 
received by the Clinton County Sheriff dispatcher and provided to the Field 
Team Coordinator by runner. This arrangement allows no interaction between 
the teams and the Coordinator. 

The Scott County EOC is presently being remodeled to facilitate operations. 
The split location utilized during the exercise was awkward but provided 
adequate operating space for the exercise. 

There remains a problem in notification of local officials by the utility. 
This notification does not come directly to local government. Illinois 
control of the NAAS has prevented the neceasary direct link to Iowa local 
government. Evaluators were assured that this problem is being addressed 
and will be corrected. Presently such notification must come through the 
State EOC. 

B. Alerting and Mobilization of Officials 

STATE 

Stiffing of the EOC was accomplished in a timely manner. Representative of 
all agencies identified in the plan were in place within fifty minutes. 
Most agencies accomplished a shift change during the exercise to demonstrate 
24-hour operating capability. 
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LOCAL 

In Clinton County, the EOC was fully staffed within twenty-five minutes, 
including representatives of municipal governments. A partial shift change 
was demonstrated with discussions by the remaining agencies as to their 
resources for extended operations. 

In Scott, the EOC staff was prepositioned, but notification was demonstrated 
at the appropriate time in the scenario. Simulated shift change and double 
staffing of positions demonstrated a 24-hour operational capability. 

C. Emergency Operations Management 

STATE 

Management of the operation was effective, especially the coordination among 
Iowa, Illinois, Scott and Clinton Counties, and the EOF. The Governor's 
representative and press secretary were available throughout the entire 
exercise. The decision making group consisted of the ODS Director, 
Transportation Director, Health Director, and the Governor's representative. 
All participated in major operational decisions. 

LOCAL 

The Clinton County Civil Defense Director did an outstanding job of managing 
the operation, including briefings of staff, coordination of agency 
responses and direction of the overall county resources. 

In Scott County the Civil Defense Director provided good leadership. Hound 
table discussions among the EOC representatives occurred prior to major 
operational decisions. Periodic briefings were presented when exercise 
events dictated updating the decision makers. 

In both Counties, participation by both elected and appointed officials was 
outstanding. The level of demonstrated interest and cooperation in 
developing an adequate response has increased dramatically over the 1982 
exercise effort. 

D. Public Alerting and Notification 

STATE/LOCAL 

Per the State and local plans, public alerting and notification was 
accomplished upon the receipt of the Site Area Emergency classification. 
Local government similated the activation of both the warning systems and 
the EBS message to the public. All aspects of the simulations provided 
clear evidence that procedures and means are in place for the effective 
notification of the public. In Scott County, emergency vehicles (with 
sirens and loud speakers) drove their emergency notification routes in the 
5-10 mile zone. Their runs were accomplished in less than 30 minutes. EBS 
message plus cable vision access and indoor warning systems were repeated 
with each change in classification, but were not repeated between 
classification changes. The descriptions of the affected areas utilized 
sectors rather than physical boundaries understandable by the the public. 
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The NAPS form, because of its length and complexity, caused delays in the 
initial notification of local governments, with resulting delays in the 
activation of the warning system. 

E. Public and Media Relations 

STATE/LOCAL 

Media relations were accomplished by the State spokesperson at the JPIC. No 
local representatives were present. 

The JPIC facility was located in a maintenance garage adjacent to the EOF. 
Physically, the JPIC was inadequate; limited space for media representative, 
no space for spokespersons to work, poor ventilation, and inadequate 
telecommunications to support the spokespersons. Since this is a utility 
facility, its improvement will be the responsibility of the licensee, 
however. State and local government should clearly identify their 
requirements. 

The conference telephone for the spokesperson was located in another 
building, making effective coordination with the operational forces 
difficult. Briefings materials were provided to the media as an integrated Iowa/Illinois package. Iowa 10 mile EPZ population data was not included 
and was not available to the spokesperson. 

F. Accident Assessment 

STATE 

Dose assessment was performed well by the Field Team Coordinator (located in 
the clinton County EOC). However, assessments and decisions often appeared  to have been completed elsewhere before adequate data was available. There 
appears to be too much reliance on the utility's recommendations when 
corroborating data is available in the field. A telephone line between the Field Team Coordinator and the EOF was not properly utilized because of no 
coordinator in the EOF. This resulted in a lack of sharing of field data 
between the State and the utility. 

Field monitoring teams had a good complement of survey instruments. 
Protective equipment was available to the teams. No specific written 
procedures were available to the teams for surveying, sampling, dosimetry 
use, or dose limits. The teams demonstrated proper use of the instruments 
and were knowledgeable of general health physics procedures but were not 
sufficiently acquainted with emergency response procedures. Direct 
communication between the teams and the coordinator was not possible due to 
the radio configuration. No calibration stickers were displayed on the instruments. 

G. Actions to Protect the Public 

STATE/LOCAL 

All protective actions were simulated. These included a gradual escalation 
from sheltering 0-5 miles to evacuation 0-5 miles with sheltering from 5-10 
miles. The decision making process flowed smoothly and was clearly 
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transmitted to Scott and Clinton Counties for implementation. Participants 
at all levels demonstrated a thorough knowledge of actions necessary to 
implement the decisions. Activation or demonstration of the reception 
centers was not identified as an objective of this exercise. 

H. Health, Medical and Exposure Control 

STATE/LOCAL 

While no objectives were specified for this section, actions and plans for 
both State and Local response personnel were demonstrated pertinent to 
exposure control. The availability, distribution and identification of 
personnel to receive KI has not been established. Dosimeters were provided 
to emergency workers, but no frequency for reading and recording doses has 
been established. 

I. Recovery and Reentry Operations 

STATE/LOCAL 

Demonstration of this objective was restricted to simulated sampling and 
analysis by monitoring personnel and discussions by State and local 
government about actions to be taken to allow reentry. 

J. Relevance of Exercise Experience 

The physical demonstration of many of the.  objectives was not acComplished. 
Much activity was simulated. However, full activation of all E0Cs and 
detailed discussions of the simulated activities resulted in an adequate 
opportunity for State and local decision makers to demonstrate their 
capability to direct the emergency response. 

Technical aspects of the scenario were flawed, however. No field team data 
was prepared as part of the scenario. Postulated releases did not follow 
the scenario at the point of the 48 hour time shift. No off-centerline data 
was available and the scenario off-site data did not account for plume 
travel time. 
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IV. MAJOR DEFICIENCIES 

No major deficiencies were identified with respect to Iowa emergency response 

operations at the State or County level. 

9 
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Docket Nos. 50-10, 50-237, 50-249; 
50-254, 50-265; 50-295, 50-304; 
50-373, 50-374; 50-454, 50-455; 
50-456, 50-457 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the management meeting conducted by Mr. A. B. Davis of this 
office on January 26, 1983 concerning activities at Dresden Station Units 
1, 2, and 3; Quad-Cities Units 1 and 2; Zion Station Units 1 and 2; LaSalle 
County Station Units 1 and 2; Byron Station Units 1 and 2; and Braidwood 
Station Units 1 and 2 authorized by NRC licenses and construction permits 
DPR-10, DPR-19, DPR-25, DPR-29, DPR-30, DPR-39, DPR-48, NPF-11, CPR-100, 
CPR-130, CPR-131, CPR-132, and CPR-133. 

The enclosed copy of our report identifies areas discussed during the 
meeting. 

No items of noncompliance with NRC requirements were identified during the 
course of this meeting. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 

We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

Original signed by 
A. Bert Davis 

A. B. Davis, Deputy 
Regional Administrator 

cc 	Dennis L. Farrar, Director 
of Nuclear Licensing 

V. I. Schlosser, Project Manager 
R. Cosaro, Project Superintendent 
J. F. Gudac, Station Superintendent 
Gunner Sorensen, Site Project 
Superintendent 

R. E. Querio, Station Superintendent 
D. L. Shamblin, Site Construction 

Superintendent 
T. E. Quaka, Quality Assurance 

Superintendent 
G. J. Diederich, Station Superintendent 
R. H. Holyoak, Project Manager 
D. J. Scott, Station Superintendent 
N. Kalivianakis, Plant Superintendent 
K. L. Graesser, Station Superintendent 
DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII Byron 
Resident Inspector, RIM 
Karen Borgstadt, Office of 

Assistant Attorney General 
Myron M. Cherry 
Diane Chevez, DAARE/SAFE 
Mary Jo Murray, Office of 

Assistant Attorney General 
Mayor John B. Spencer 
City of Zion 

Rill 	 RIII RIII RII AEI 	RI RIII 
6),6-tez'YZ1 'fl 

Nalker 
*'<

Grobe/jp 
cc 
S4eeter Knop ard Davis 

2/11/83  11 



U.S NUCLEAR REGULATORY COMMISSION 

REGION III 

Report Its. 50-10/83-03; 50-237/83-04; 50-249/83-03; 50-254/83-03; 
50-265/83-03; 50-295/83-03; 50-304/83-03; 50-373/83-04; 
50-374/83-02; 50-454/83-04; 50-455/83-04; 50-456/83-01; 
50-457/83-01 

Docket Its. 50-10; 50-237; 50-249; 50-254; 
50-265; 50-295; 50-304. 50-373; 
50-374; 50-454; 50-455 50-456; 
50 -45 7 

Licensee: Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

License Nos. DPR-10; DPR-19; 
DPR-25; DPR-29; 
DPR-30; DPR-39; 
DPR-48; NPF-11; 
CPR-100; CPR-130; 
CPR-131; CPR-132; 
CPR-133 

Facility Names: Dresden 1; Dresden 2; Dresden 3; Quad-Cities 1; Quad-Cities 2; 
Zion 1; Zion 2; LaSalle 1; LaSalle 2; Byron 1; Byron 2; 
Braidwood 1; Braidwood 2 

Inspection At: NRC Region III Office 

Inspection Conducted: January 26, 1983 

Inspector: W. G. Guldemond 

,T; 	7 
Approved By: R. D. Walker, Chief 

Projects Section 20 

7-0_,ALuev, ic 17F9 

rev-“,,,)51 w7  

Inspection Summary 

Inspection on January 26, 1983 (Report No. See the list of 13 above)  
Areas Inspected: Management Meeting conducted in the NRC Region III office 
to discuss proposed Commonwealth Edison Company guidelines for Commonwealth 
Edison Company personnel to be used for providing information to NRC Region 
III inspectors. This inspection/meeting involved a total of 26 inspector-
hours being expended at the NRC Region III office. 
Results: No items of noncompliance or deviations were identified. 



DETAILS 

1. 	Persons Contacted 

a. 	NRC Representatives 

1. Mr. A. B. Davis, Deputy Regional Administrator 
2. Mr. R. L. Spessard, Director, Division of Engineering 
3. Mr. R. C. Knop, Chief, Projects Branch 1 
4. Mr. J. F. Streeter, Chief, Projects Branch 2 
5. Mr. D. H. Danielson, Chief, Materials and Processes Section 
6. Mr. RJ D. Walker, Chief, Projects Section 2C 
7. Mr. C. C. Williams, Chief, Plant Systems Section 
8. Mr. J. A. Grobe, Project Inspector 
9. Mr. J. Hinds, Project Inspector 
10. Mr. L. G. McGregor, Senior Resident Inspector, Braidwood Station 
11. Mr. W. G. Guldemond, Senior Resident Inspector, LaSalle County 

Station 
12. Mr. S. H. Lewis, Regional Counsel 

b. 	Commonwealth Edison Representative 

1. Mr. L. O. DelGeorge, Staff Assistant to the Assistant Vice 
President, Commonwealth Edison Company 

2. 	Management Meeting 

On January 26, 1983, a Management Meeting was held at the NRC Region 
III office between the NRC representatives and the Commonwealth Edison 
representative listed in Paragraph 1. The meeting was prompted by a 
December 15, 1982 letter from Mr. L. O. DelGeorge of Commonwealth 
Edison to Mr. A. B. Davis of the NRC outlining proposed guidelines for 
use by Commonwealth Edison personnel in dealing with information re-
quests from NRC inspectors. Six specific types of information requests 
were addressed in the letter: verbal requests; document requests; 
analysis requests; justification of design details, operating procedures, 
etc; attendance at regular meetings. 

Mr. Davis opened the meeting by noting that the guidance in the 
December 15, 1982 letter could be construed to limit NRC's free access 
to sources of information necessary to verify compliance with regula-
tory requirements. He further indicated that such a position was 
untenable and noted he understood that this was not the intent of 
Commonwealth Edison. 

In response, Mr. DelGeorge stated that it was not the intention 
of Commonwealth Edison to limit NRC access to information. The 
December 15, 1982 letter contained draft guidance for managing 
the transfer of information to NRC Region III personnel as the 
regionalization of licensing activities progressed and in response 
to specific problems which had been encountered during the course 
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of NRC inspections and investigations at various Commonwealth Edison 
sites. 

The subjects discussed in the December 15, 1982 letter were resolved 
by discussions as follows: 

a. Verbal Information Requests 

Mr. DelGeorge stated that the guidance provided was intended to 
establish a limit on the amount of effort to be expended on a 
verbal request for information. Beyond that limit, a formal 
written request might be requested. This position was assumed 
to ensure that such information requests were reviewed and deemed 
necessary by cognizant NRC management personnel. 

Mr. Davis concurred with this approach in principle, noting 
that Region III has adopted a similar position for internal 
information requests. However, each request had to be judged 
on its own merit. He further stated that, irrespective of the 
guidelines, Commonwealth Edison had the option of appealing a 
verbal request to the cognizant Region III Section Chief, Project 
Office Management, and finally to the Regional Administrator's 
Office for a determination of the reasonableness of that request. 

b. Document Requests 

The discussions in this area paralleled the discussions on verbal 
requests. The following additional areas were discussed: 

(1) If a request was made for documents not kept at the requested 
location, mutual agreement would be reached on the reasonable-
ness to transfer the documents to the requested location or 
to inspect the documents in their normal storage location. 
This approach was mutually acceptable. 

(2) The guidance that documents not needed to demonstrate 
regulatory requirements will not generally be made available 
was dispositioned by establishing that the NRC reserved the 
right to determine what documents were necessary to demon-
strate regulatory compliance and that such documents would 
be made available. Commonwealth Edison should appeal such 
determinations as in the case of verbal information requests 
if they believe the requests are unreasonable. 

(3) The guidance that the NRC may make copies of documents for 
their use provided that they agree to return the originals 
and destroy the copies was prompted by a Commonwealth Edison ' 
concern that documents which were not required to become 
part of the public record could inappropriately or unneces-
sarily become part of that record. Mr. Davis noted that 
similar guidance was provided to Region III personnel but 
that retention of certain documents may be required to sub- 



stantiate an inspection finding. Mr. Knop noted that it 
would be acceptable for Commonwealth Edison to develop 
onsite reading rooms near NRC offices under the licensee's 
control where non-docketed materials could be made available 
for inspector use. Such rooms would reduce copying require-
ments. He also noted that it was standard Region III practice 
to request licensees to perform a proprietary review of a 
document prior to its release to a third party. 

Mr. DelGeorge agreed to review the concept of reading 
rooms. He also agreed that the NRC practice of requesting 
proprietary reviews was an acceptable method for controlling 
release of documents to third parties. 

c. Analysis Requests and Justification of Design Details, Operating 
Procedures, Etc.  

Mr. Davis stated and Mr. DelGeorge agreed that the NRC had the 
authority to review any and all analyses that supported designs 
or operability determinations for safety-related systems, struc-
tures, or components. It was further agreed that NRC personnel 
would make reasonable requests for performance of additional 
analyses subject to the appeal process described above. 

With respect to perceived differences between Region III and 
Office of Nuclear Reactor Regulation interpretations of require 
ments or acceptability of submittals, Mr. Davis stated that 
resolution was the responsibility of the NRC and that this 
resolution should be obtained before requesting additional 
analyses or justifications of a licensee. 

d. Regular Meetings  

Mr. DelGeorge stated that the NRC's desire to attend many routine 
meetings was legitimate and would be honored. He did state the 
NRC personnel would not be invited to attend meetings which dealt 
with matters such as personnel actions, planning, and finance 
which were not the legitimate interest of the NRC. Mr. Guldemond 
stated that should matters which are of concern to the NRC be 
discussed in such meetings, Commonwealth Edison should be prepared 
to discuss these matters with NRC representatives. Mr. DelGeorge 
accepted this position. Mr. Davis concurred in the Commonwealth 
Edison position. 

In closing the meeting, both the NRC and Commonwealth Edison represent-
atives agreed that all issues were satisfactorily resolved. Both 
parties agreed that their affected personnel would receive consistent 
briefings on the subjects discussed. Mr. DelGeorge stated the guidance 
as presented in the December 15, 1982 letter would not be formally 
issued. 
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Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mk. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

Attached is an addendum to Inspection Report 50-254/83-21 and 50-265/83-19, 

transmitted by our letter dated August 8, 1983. Table II lists (1) the com-

parative beta analyses results of the liquid sample split during the July 5-8, 

1983 inspection and (2) the comparative gross beta results of a spiked liquid 

sample forwarded to Quad-Cities Station in an effort to resolve the disagreemen
t 

for gross beta in the original liquid sample. This will close Open Items 50-254/  

83-21-01 and 50-265/83-19701. 

Please attach this addendum to your copy of our inspection report. 

We will gladly discuss any questions you have concerning this addebdum. 

Sincerely, 

C. . Pap 
tt.Z. 

iello, Chief 
Emergency Preparedness and 

Radiological Safety Branch 

Enclosure: As stated 

cc w/encl.: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Ralivianakis, Plant 
Superintendent 

DMB/Document Control (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 
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UNITED STATES 

NUCLEAR REGULATORY COMMISSION 

REGION III 
799 ROOSEVELT ROAD 

GLEN ELLYN. ILLINOIS 80137 

MAR 1 6 1983 

Docket Nos. 5
0-10, 50-237, 

50-249; 

C50-251.54s
)0-295, 50-30

4; 50-373, 

50-456, 50-45
7 

5 	- 	; , 	50-455; 

Commonwealth
 Edison Company

 

ATTN: Mr. Cord
ell Reed 

Vice President
 

Post Office Bo
x 767 

Chicago, IL 6
0690 

Gentlemen: 

This refers to
 the meeting c

onducted betwe
en Commonwealt

h Edison and R
egion III 

management on 
February 17, 1

983. The purpo
se of the meet

ing was to dis
cuss ways 

to improve fut
ure regulatory

 performance a
t Commonwealth

 Edison's oper
ating and 

construction s
ites. 

The attached m
eeting report 

sets forth the
 items discuss

ed 	There were no 

noncompliances
 noted as a re

sult of the me
eting. 

In accordance 
with 10 CFR 2.

790(a), a copy
 of this lette

r and the encl
osure(s) 

will be placed
 in the )RC Pu

blic Document 
Room unless yo

u notify this o
ffice, 

by telephone, 
within ten day

s of the date 
of this letter

 and submit wr
itten 

application to
 withhold info

rmation contai
ned therein wi

thin thirty da
ys of 

the date of th
is letter. Suc

h application 
must be consis

tent with the 
re-

quirements of 
2.790(b)(1). I

f we do not he
ar from you in t

his regard wit
hin 

the specified 
periods noted 

above, a copy 
of this letter

 and the enclo
sed 

inspection rep
ort will be pl

aced in the Pu
blic Document 

Room. 



U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No,-5.07.10/83-07(DPRP);  50-237/83-09 DPRP • 50-249/83-08(DPRP); 
( 50- 	: -1 	• .1.1- .5/83-09(DPRP ; 50-295/83-05(DPRP); 

50-304/83-05(DPRP); 50-373/82-06 DPRP); 50-374/83-09(DPRP); 
50-454/83-11(DPRP); 50-455/83-09(DPRP); 50-456/83-04(DPRP); 
50-457/83-04(DPRP) 

Docket Nos 50-10; 50-237; 50-249; 
50-254; 50-265; 50-295; 
50-304; 50-373; 50-374; 
50-454; 50-455; 50-456; 
50-457 

License Nos DPR-2; DPR-19; DPR-25; 
DPR-29; DPR-30; DPR-39; 
DPR-48; NPF-11; CPPR-100; 
CPPR-130; CPPR-131; CPPR-132 
CPPR-133 

Licensee: Comonwealth Edison Company 
P. O. Box 767 
Chicago, IL 60690 

Facility Names: Dresden 1, 2, 3; Quad Cities 1, 2; Zion 1, 2; LaSalle 1, 2; 
Byron 1, 2; and Braidwood 1, 2 

Meeting Held At: U. S. Nuclear Regulatory Commission 
Region III 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Meeting Date: February 17, 1983 

Prepared By: C. E. Norelius, Director 
Division of Project and Resident Programs 

	 0-1T3 R. L. Spessa , Director 
Division of Engineering 

(4.  
Reviewed By: A. B. Davis 

Deputy Regional Administrator 

311iir; 

 

Meeting Summary  

Meeting on February 17, 1983 (Reports No. 50-10/83-07(DPRP); 50-237/83-09(DPRP);  
50-249/83-08(DPRP); 50-254/83-09(DPRP); 50-265/83-09(DPRP); 50-295/83-05(DPRP);  

50-304/83-05(DPRP); 50-373/82-06(DPRP); 50-374/83-09(DPRP); 50-454/83-11(DPRP);  

50-455/83-09(DPRP); 50-456/83-04(DPRP); 50-457/83-04(DPRP))  
Region III staff views on root causes of past problems were discussed. 
Suggestions were made for licensee consideration in improving regulatory 

performance. 
Results: No noncompliances resulted from the meeting. 
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Commonwealth Edison Company 

Please let us know if you have any additional questions. 

Sincerely, 

iiçy 11.11 ,2 ti? f,2. vors!: rut, 

C. E. Norelius, Director 
Division of Project and 
Resident Programs 

Enclosure: Inspection 
Reports No. 50-10/83-07(DPRP); 
50-237/83-09(DPRP); 50-249/83-08(DPRP); 
50-254/83-09(DPRP); 50-265/83-09(DPRP); 
50-295/83-05(DPRP); 50-304/83-05(DPRP); 
50-373/82-06(DPRP); 50-374/83-09(DPRP); 
50-454/83-11(DPRP); 50-455/83-09(DPRP); 
50-456/83-04(DPRP); 50-457/83-04(DPRP) 

cc w/encl: 
Dennis L. Farrar, Dir. of Nuc. Lic. 
D. J. Scott, Sta. Supt. 
N. Kalivianakis, Plant Supt. 
K. L. Graesser, Sta. Supt. 
D. L. Shamblin, Site Const. Supt. 
T. E. Quaka, QA Supt. 
G. J. Diederich, Sta. Supt. 
R. H. Holyoak, Project Mgr. 
V. I. Schlosser, Project Mgr. 
R. E. Querio, Sta. Supt. 
Gunner Sorensen, Site Project Supt. 
M. Wallace, Plant Mgr. 
R. Cosaro, Project Supt. 
J. F. Gudac, Sta. Supt. 
DNB/Document Control Desk (RIDS) 
Resident Inspectors, PHI 
Philip L. Willman, Esq. 

Assistant Attorney General 
Environmental Control Division 

Reed Neuman, Esq., Assistant 
Attorney General 

Myron M. Cherry 
Mayor John B. Spencer 

City of Zion 
Diane Chavez, DAARE/SAFE 

RI II 

No ius/np 
03/15/83 

RI 	PHI 	Rill 

Spt-alrd 	Davis 	Ke pier 

> 	3hdic 9 	3 isi $3 



DETAILS 

1. 	Meeting Attendees 

Commonwealth Edison Company 

B. Thomas, Executive Vice President 

C. Reed, Vice President - Nuclear 

L. DelGeorge, Staff Assistant 

D. Farrar, Director, Nuclear Licensing 

J. Malley, Manager, Projects 

W. Shewski, Manager, Quality Assurance 

Nuclear Regulatory Commission (Region III)  

C. E. Norelius, Director, Division of Project and Resident Programs 

R. L. Spessard, Director, Division of Engineering 

2. 	Meeting Purpose 

There have been an increased number of events recently at Commonwealth 

Edison Company operating and construction sites which have lead to con-

sideration or issuance of civil penalties. The purpose of the meeting 

was to look for root causes thereby leading to corrective actions. 

3. 	Operating Sites  

At the operating sites, some improvements in programs have been noted 

by the Region III staff. The health physics programs at Zion and Dresde
n 

were especially noted. However, other problems have been identified 

which have resulted in escalated actions. A recently proposed civil 

penalty resulted from the use of improper materials at both Quad Cities 

and Dresden. This demonstrated a problem in enforcing a clear directive
 

from Engineering, and improper response to that directive by both sites.
 

Another proposed civil penalty has been issued for operations problems 

at Dresden, and another matter is under consideration for a civil penalt
y 

(enforcement conference already held) at Quad Cities. No common root 

cause has been identified by the Region III staff for these particular 

events; however, examples from different NRC inspectors when viewed 

collectively, may indicate that Commonwealth Edison made decisions to 

keep reactors on line and took less conservative approachs than desirabl
e. 

Examples given included maintenance activities which were scheduled or 

changed to allow more on line time and which resulted in reportable even
ts, 

the approach to the repair of recently discovered pipe cracks at Dresden
, 

and the reluctance to shut down the reactor according to the emergency 

procedures during the December flooding at Dresden. 

Regarding the LaSalle plant, the NRC representatives expressed concern 

that the licensee's operating staff may become overstressed by operating
 

Unit 1 while also conducting tests for getting Unit 2 on line. The 

Region III staff also expressed concern that the licensee did not always
 

take prompt corrective actions when potential problems were brought to 

their attention. On the other hand, Commonwealth Edison representatives
 

stated that on some recent occasions the NBC staff was demanding prompt 

2 



action on matters based on preliminary reports from other facilities 
before the information had been fully evaluated and translated into 
sound regulatory requirements. 

4. 	Construction Sites  

NRC representatives noted that the NRC has taken a stronger enforcement 
posture in the area of construction than a few years ago. 

New approaches must be considered by the licensee to assure the adequacy 
of construction and to assure documentation of its quality. It was 
suggested that greater attention be focussed on assuring quality is built 
into the plants, and not let quality suffer at the expense of schedule 
believing that subsequent inspections will identify problems. Some 
examples were noted where construction activities were carried on with-
out the benefit of QA procedures or inspections, and it appeared that 
scheduling had overriding considerations. Methods of providing both 
negative and positive feedback to construction workers from inspection 
findings were discussed. 

The NRC representatives noted that the effectiveness of the licensee's 
QA program should be increased. It was observed that when NRC conducts 
an inspection and finds significant problems, questions arise as to why 
the licensee's QA program did not identify the situations. The NRC staff 
expressed the view that the QA staff at Commonwealth Edison had individuals 
of lesser experience than those in the construction program and, therefore, 
their ability to detect and analyze the significance of problems was not 
as great as it would be if more experienced people were in the QA program. 
Commonwealth Edison representatives disagreed and indicated that they felt 
their Quality Assurance people had an appropriate level of training and 
experience. Concern was also expressed by NRC representatives that audits 
may be too narrow and when findings are made, corrective action may be 
narrowly limited to the precise finding instead of broad applicability. 
The NRC representatives noted that QA should be more involved in the 
planning aspects so that construction personnel have a better understanding 
of the QA requirements. 

It was suggested that the licensee may want to establish a high level 
panel, much as it did for operating reactor events a few years ago, and 
review construction events to determine root causes and take positive 
corrective actions. 

S. 	Communications  

The area of general communications was also addressed during the 
meeting. The NRC representatives noted that especially at construction 
sites, it appeared that communications between NRC inspectors and licensee 
representatives were strained. Some inspectors have expressed the view 
that licensee representatives respond very narrowly to questions, and do 
not always give sufficient information to satisfactorily answer questions, 
even when such information may be known. The licensee representatives 
stated that they also shared the concern that communications were strained 

3 



in some areas. From their perspective, they cited sources of communi-
cations problems as being threats of escalated enforcement during 
inspections, comments relating to lack of confidence in Commonwealth 
Edison's credibility, and experiences of investigations into allegations 
where multiple questions were asked with the reason for the questions not 
being given. No clear cut solutions were proposed. It was recognized 
that the NRC does have a need to obtain information and that the licensee 
should cooperate fully in providing it. It was also noted that NRC 
inspectors can not unilaterally impose escalated enforcement actions, and 
the licensees staff should recognize that such matters will be communicated 
by NRC management. 

6. 	Conclusion 

The meeting identified several general areas for further licensee con-
sideration in looking for ways to improve regulatory performance. No 
written response was requested of the licensee. 

Mr. Reed stated that one way the NRC could be helpful in improving 
licensee performance would be to give positive feedback to the licensee 
on things that are going well. That would focus attention on these areas 
and encourage similar improvements in other areas. 

4 
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MAR 2 3 1983 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the routine safeguards inspection conducted by Messrs. 
J. R. Kniceley and J. L. Belanger of this office on February 28 through 
Mecch 4, 1983, of activities at the Quad-Cities Nuclear Power Station, 
Units 1 and 2, authorized by NRC Operating Licenses No. DPR-29 and 
No. DPR-30 and to the discussion of our findings with Mr. N. Kalivianakis 
and other menbers of your staff at the conclusion of the inspection. 

The enclosed copy of our inspection report identifies areas examined during 
the inspection. Within these areas, the inspection consisted of a selective 
exam!mation of procedures and representative records, observations, and 
inte.:views with personnel. 

Are.-...9 examined during this inspection concern a subject matter which is 
exempt from disclosure according to Section 73.21(c)(2), Part 73, Title 10, 
Code of Federal Regulations. This information must be handled and protected 
in a::cordance with the provisions of 10 CFR 73.21. Consequently, our report 
of this inspection will not be placed in the Public Document Room. 

No items of noncompliance with NRC requirements were identified during the 
course of this inspection. 
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Commonwealth Edison Company 
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We will gladly discuss any questions you have concerning this inspection. 

Sincerely, 

J. R. Miller, Chief 
Materials and Safeguards Branch 

Enclosure: Inspection Reports 
No. 50-254/83-08(DRMS); 
No. 50-265/83-08(DRMS) 

(UNCLASSIFIED SAFEGUARDS INFORMATION) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
N. Kalivianakis, Plant 
Superintendent 

IE Files 
IE/DRP/ORPB 
NMSS/SGPL 
NRR/DL/SSPB 
ACRS 

cc w/encl, w/o UNCLASSIFIED 
SAFEGUARDS INFORMATION: 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Karen Borgstadt, Office of 

Assistant Attorney General 

RIII 00 	RIII )20 

c5CR'L 	-IR A 
Kniceley/jp Belanger 
3/18/83 

Enclosure Cryitains 
SAFrcNAOS INFORMATION 
Upon Scpc3. -aL;c61 This 
Page is D!,econtrolled 

/1.3, 
RIII 	yriA 
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Approved By 
R. Creed, Chief 

afeguards Section 

U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-254/83-08(DRMS); 50-265/83-08(DRMS) 

Docket Nos. 50-254; 50-265 

Licensee: Commonwealth Edison Company 
Post Office Box 767 
Chicago, IL 60690 

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2 

Inspection At: Quad-Cities Site, Cordova, IL 

Inspection Conducted: February 28 through March 4, 1983 

Date of Last Security Inspection: September 27 through October 1, 1982 

Type of Inspection: Unannounced Physical Protection 

Inspectors: (5ketlynill 
J. R. Kniceley 
Physical Protection Specialist 

 

 

(Date) 

L 2.danAti 
J. L. Belanger 
Physical Protection Specialist  

(Date) 

3/2343  
(Date) 

Inspection Summary 

Inspection on February 28 through March 4, 1983 (Reports No. 50-254/83-08(DRMS); 
50-265/83-08(DRMS))  
Areas Inspected: Included a Orientation tour of the facility, a review of 
Security Organization - Personnel; Security Program Audit; Records and Reports; 
Physical Barriers - Protected and Vital Areas; Security System Power Supply; 
Lighting; Assessment Aids; Detection Aids - Protected and Vital Areas; Addi-
tional Personnel Training and Qualification Plan Requirements for Power Reactor 
Personnel; Protection of Safeguards Information; Independent Inspection Effort; 
and Licensee Action on Previous Inspection Findings. The inspection involved 
70 inspector-hours onsite by two NRC inspectors. The inspection began during 
the dayshift; eight inspector-hours were accomplished during off-shift periods. 
Results: . The licensee was found to be in compliance with NRC requirements in 
the areas examined during the inspection. 

EnnInson Conttins 
IPETSMATOI 
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Docket No. 50-254 
Docket NO. 50-265 

Commonwealth Edison Company 
ATTN: Mt. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, Illinois 60690 

Gentlemen. 

Thank you for your letter dated April 5, 1983 informing 1s of the steps 
you have taken to correct the items of si 	ht to 
your attention in Inspection Report Nos.0-254/82-24; 50-265/82-28 
forwarded by our letter dated March 9, 1983. In o 	to 
the past two Quad Cities Unit 1 containment integrated leak rate tests, 
including your position expressed in your April 5, 1983, letter, has 
been forwarded to NRR for review. Upon completion of that review, we 
will inform you of any required changes to your test frequency. 

Sincerely, 

• 

R. L. Spessard, Director 
Division of Engineering 

cc: D. L. Farrar, Director 
of Nuclear Licensing 

N. Falivianakis, Plant 
Superintendent 

cc w/ltr dtd 4/5/83: 
DEB/Document Control Desk (RIDS) 
Resident Inspector, R III 
Philip L. Willman, E. 

Assistant Attorney General 
Environmental Control Division 

Reed Neuman, Esq. 
Assistant Attorney General 

OFFICE,. 
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°Arrlo- 

R III  
Reyes/ 	ax  
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Eht-70,  

NRC FORM 318 (10-80) NRCM 0240 
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Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice 
Post Office 
Chicago, IL 

Gentlemen: 

President 
Box 767 
60690 

 

 
 

 

Q 

Thank you for your le 
have taken to correct 
Inspection Report No 
dated April 22, 1983. 
inspection. 

tt 	•ated June 3, 1983, informing us of-,the steps you 
t e noncompliance which we brought to you) attention in 

. 50-254/80-16 and 50-254/83-12 forwarded by our letter 
We will examine these matters during a subsequent 

Your cooperation with us is appreciated. 

cc: D. L. Farrar, Director 
of Nuclear Licensing 

N. Kalivianakis, Plant 
Superintendent 

cc w/ltr dtd 06/3/83, w/Part 
2.790(d) Information: 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 

cc w/ltr dtd 06/3/83, w/o Part 
2.790(d) Information: 

Philip L. Willman, Esq. 
Assistant Attorney General 
Environmental Control Division 

Reed Neuman, Esq., Assistant 
Attorney General 

RIII 

ty/yf s 
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06/14/83 
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N Commonwealth Edison 
One First National Plaza, Chicago, Illinois 

;I Address Reply to: Post Office Box 767 
Chicago, Illinois 60690 

June 3, 1983 

Commonwealth Edison 
SAFEGUARDS INFORMATION 
NO. 10 

J. R. Miller, Materials and 
Safeguards Branch - Region III 
U.S. Nuclear Regulatory Commission 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Subject: Qua 	ities Station Unit 
sponse to Inspection Repor 

No. 50-254/83-12 
NRC Docket No. 50-254 

Reference (a): 	Miller 1_g_tter  to Cordell Reed 
dated April 22, 1983. 

Dear Mr. Miller: 

This letter is in response to the inspection conducted by 
Messrs. T. J. Madeda and J. R. Kniceley on March 22-25, 1983, of acti-
vities at Quad Cities Station. Reference (a) indicated that certain 
activities appeared to be in noncompliance with NRC requirements. The 
Commonwealth Edison Company response to the Notice of Violation is 
provided in the enclosure. 

To the best of my knowledge and belief the statements contained 
herein and in the attachment are true and correct. In some respects 
these statements are not based upon my personal knowledge but upon 
information furnished by other Commonwealth Edison employees. Such 
information has been reviewed in accordance with Company practice and I 
believe it to be reliable. 

If you have any further questions on this matter, please direct 
them to this office. 

Very truly yours, 

9 4.44, 
D. L. Farrar 
Director of Nuclear Licensing 

BR/lm 

Attachment 

CC: NRC Resident Inspector - Quad Cities 

SECURITY MARKING DOES NOT APPLY WHEN THIS 

LETTER IS SEPARATE PROM Tun ENCLOSURE 
6705N 



UNITED STATES 
NUCLEAR REGULATORY COMMISSION 

• REGION III 
799 ROOSEVELT ROAD 

• GLEN ELLYN, ILLINOIS 60137 

JUN 2 1 1983 

Docket No. 50-254 
EA 83-44 

Commonwealth Edison Company 
ATTN: Mr. James J. O'Connor 

President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the special safety inspection conducted by 
Mr. N. J. Chrissotimos of the Region III staff on March 11 through 29, 1983, 
of the circumstances surrounding the March 10 and 11, 1983, improper 
manipulation of control rods that occurred during shutdown of Quad Cities 
Nuclear Power Station, Unit 1. Operation of Quad Cities Nuclear Power 
Station, Unit 1, is authorized by NRC Operating License No. DPR-29. The 
results of this inspection vele discussed on March 29, 1983, during an 
Enforcement Conference held in the NRC Region III office between Mr. B. Thomas 
and other members of your staff and Mr. J. G. Keppler, Regional Administrator, 
and other members of the Region III staff. A separate Enforcement Conference 
was held at the Quad Cities Nuclear Power Station on April 8, 1983, between 
Mr. A. B. Davis, Deputy Regional Administrator, and other members of the NRC 
staff and the individual plant personnel involved in this event. 

This inspection revealed that prior to and during a reactor shutdown evolution 
on March 10 and 11, 1983, a breakdown occurred in the plant management system 
designed to control operations activities and ensure safe, controlled shutdown 
of the reactor. That breakdown included failure to follow control rod inser-
tion sequence and reactor shutdown procedures, failure to accurately document 
actions completed, failure to record operating conditions and equipment status, 
failure to perform proper shift turnover, and failure to maintain proper 
overall perspective of facility operations. In addition, this inspection 
revealed that certain licensed reactor operators, licensed senior reactor 
operators, and nonlicensed individuals involved in this event did not perform 
at the level we expect during normal operational evolutions. 

We are concerned that this event, in light of a prior event at the Quad Cities 
Nuclear Power Station during which operators failed to recognize an alarm 
through several shift turnovers, shows a serious degradation in plant management 
of facility operations and licensed operator performance. We are also concerned 
that plant management failed to take short-term corrective actions addressing 
the operators' errors and management deficiencies prior to returning the unit 
to operation following this event. 

CERTIFIED MAIL  
RETURN RECEIPT REQUESTED 



Commonwealth Edison Company 	2 
JUN 2 1 1983 

To emphasize the need for you to adhere to facility operations and administra-
tive procedures and to upgrade plant management control systems including 
implementing effective short-term corrective actions addressing safety concerns 
upon their identification, we propose to impose civil penalties for the items 
set forth in the Notice of Violation that is enclosed with this letter. The 
violations in the enclosed Notice have been categorized at Severity Level III 
in accordance with the General Policy and Procedure for NRC Enforcement Actions, 
Appendix C to 10 CFR Part 2. The base civil penalty for a Severity Level III 
violation is $40,000. After considering the multiple examples of plant manage-
ment weakness involved in this event, the previous event involving operator 
error at Quad Cities Nuclear Power Station, and the lack of effective short term_ corrective actions, the base penalty for each violation has been increased by 
25%. After consultation with the Director of the Office of Inspection and 
Enforcement, I have been authorized to issue the enclosed Notice of Violation 
and Proposed Imposition of Civil Penalties in the amount of One Hundred and 
Fifty Thousand Dollars ($150,000). 

We are deeply concerned about the performance of certain operating personnel 
during the events described in the enclosed Notice. We have decided to require 
these individuals to meet with the Director of the Office of Inspection and 
Enforcement and me at a special enforcement meeting to discuss their performance. 
In addition, we would like to meet separately with station management to ensure 
they understand the root causes of the events and that adequate corrective 
action has been taken. We plan to assess the results of those meetings and 
personnel performance since the occurrence of the events under discussion in 
order to determine whether additional enforcement actions should be taken. We 
will inform you of the time and place and the attendees for the meetings in the 
near future. 

You are required to respond to this letter and should follow the instructions 
in the Notice when preparing your response. Your response should specifically 
address: (1) the action you have taken or plan to take with the involved 
licensed and non-licensed personnel to ensure that this type of event will not 
recur; (2) the system you have implemented or plan to implement to monitor the 
activities of all such personnel during the performance of their duties and the 
duration that system will remain in place; and (3) the plant management program 
you have developed or will develop to deal with short-term corrective actions of 
future events involving such personnel. To ensure that the personnel involved 
in this event are aware of our concerns, we are sending each a copy of this 
action. Your reply to this letter and the results of future inspections will 
be considered in determining whether further enforcement action is appropriate. 

In accordance with Section 2.790 of the NRC's "Rules of Practice," Part 2, 
Title 10, Code of Federal Regulations, a copy of this letter and the enclosure 
will be placed in the NRC Public Document Room. 



Commonwealth Edison Company 	3 
JUN 2 1 1983 

The response directed by this letter and the enclosed Notice are not subject 
to the clearance procedures of the Office of Management and Budget as required 
by the Paperwork Reduction Act of 1980, PL 96-511. 

Sincerely, 

Original sinned by 
Jams G. Kepler 

James G. Keppler 
Regional Administrator 

Enclosure: Notice of Violation 
and Proposed Imposition of 
Civil Penalties 

cc w/encl: 
C. Reed, Vice President 
D. L. Farrar, Director of 
Nuclear Licensing 

N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Philip Willman, Office of 

Assistant Attorney General 
Charles E. Kepler, Senior Reactor 
Operator, Quad Cities 

Donald W. Hoffman, Senior Reactor 
Operator, Quad Cities 

Steven C. Gordon, Reactor Operator, 
Quad Cities 

Frank C. Webb, Reactor Operator, 
Quad Cities 

James D, Boyles, Reactor Operator, 
Quad Cities 

K. Donovan, Nuclear Engineer, 
Quad Cities 

E. Spedl, Operating Engineer, 
Quad Cities, Unit 1 
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Distribution 
PDR 
LPDR 
ACRS 
SECY 
CA 
RCDeYoung, IE 
JliSniezek, IE 
JAxelrad, IE 
JGKeppler, RIII 
JLieberman, ELD 
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FIngram, PA 
Enforcement Coordinators 
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Project Manager, NRR 
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Docket No. 50-254 
EA 83-44 

Commonwealth Edison Company 
ATTN: Mr. James J. O'Connor 

President 
Post Office Box 767 
Chicago, IL 60690 

i< r  .1k 
\f) (1,164  
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Gentlemen: 

This is to acknowledge receipt of your check in the amount of $150,000 as 
payment in full for the civil penalties proposed by the NRC on June 24, 1963. 

We acknowledge the concerns expressed in your response with respect to 
example 3 of Violation B in our Notice of Violation and provide the following 
comments relative to that example. Proper implementation of procedure QAP 300-1 
does not preclude shift engineer involvement in specific activities, provided 
that involvement does not result in a loss of perspective on that or any shift 
activity. Our review of the night shift engineer's activities, including an 
interview of that individual, indicates that he had lost his perspective of the 
control rod insertion activities while he was involved in independent rod move-
ment verification. This is evidenced by his lack of awareness that approved 
procedures were not being followed. 

The corrective measures described in your response will be examined during 
future NRC inspections. Mr. Keppler will be contacting you regarding the 
meeting with station management and operating personnel mentioned in the letter 
accompanying the Notice of Violation. 

Sincerely, 

Jane A. Axelrod, Director 
Enforcement Staff 
Office of Inspection and Enforcement 

sEp 1 5 1983 



Commonwealth Edison 
One First  National Plaza, Chicago,  Illinois 
Address Reply to: Post Office Box 767 
Chicago. Illinois 60690 

August 12, 1983 

Mr. James G. Keppler, Regional Administrator 
U.S. Nuclear Regulatory Commission - Region III 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Subject: Quad Cities Generating Station Unit 1 
Proposed Civil Penalty 
NRC Docket No. 50-254 

 

 

Dear Mr. Keppler: 

By this letter, Commonwealth Edison Company responds to the 
Notice of Violation and proposed Imposition of Civil Penalties of the 
NRC, and its accompanying letter and inspection report, regarding the 
incident involving the insertion of control rods during a reactor 
shutdown on March 10 and 11, 1983 at the Quad Cities Station. In 
accordance with a previous arrangement, this response is submitted within 
60 days of the Notice rather than 30 days as originally specified. We 
appreciate the extension of time given us to answer this complicated 
matter. We do not intend to protest the fine and are enclosing with this 
letter a check for $150,000. 

Edison understands the significance of the deficiencies identi-
fied in the Notice. The system on which we rely to ensure the safe 
operation of nuclear facilities depends upon a high level of performance 
of control room personnel. We recognize that the conduct which gave rise 
to this fine failed to meet that standard and was unacceptable. Edison, 
through initiatives both at the Station level and from its general 
office, is implementing extensive corrective actions to prevent the 
recurrence of this and similar incidents. 

As described in Attachment A to this letter, the Quad Cities 
Station has instituted a wide range of measures, both immediate and long 
term, to address the concerns which have been raised. These actions 
involve the commitment of plant management to several programs and 
training sessions directed at promoting the appropriate attitude 
regarding adherence to procedures and the understanding of the importance 
of accurate documentation of events. They also encompass a comprehensive 
reassessment of procedures relating to the events involved with this 
incident and to general conduct of operations, aimed at minimizing the 
possibility of future misinterpretation of requirements. 

Edison recognizes the need for management to foster awareness of 
the significance of such events in personnel involved in them and the 
need for management to promptly evaluate the continued effectiveness of 
these individuals in plant operations. In answer to the three questions 
in your letter addressed to such measures, Edison makes the following 
commitments. 



J. G. Keppler 	
August 12, 1983 

First, you requested that we discuss the actions taken or to be taken with the involved personnel to ensure that this type of event will not recur. In addition to the extensive retraining efforts described in Attachment A, the Quad Cities Superintendent plans to personally meet with each man involved with this incident to discuss with him his under-standing of the incident and to emphasize the scope of importance of accountability for his actions. The Superintendent plans to conduct a similar series of accountability meetings with all plant personnel in groups regardless of their relationship to the incident. 

Second you asked that we describe the system we are implementing to monitor the activities of such personnel. In addition to the periodic corporate and Station personnel reviews normally conducted, Edison proposes to implement, during the next six months, a special program to monitor all the work activities of control room personnel involved in the incident. On a monthly basis management representatives will evaluate their job performance during normal and any emergency conditions, paying close attention to activities involving system evolutions, log book docu-mentation and shift turnover checklists. Any deviations from prescribed procedures and accepted standards will be brought to the attention of the Station Superintendent for specific corrective action. 

Third, you requested that our letter address aspects of a program for short term corrective actions of future events involving such-person-nel. The Quad Cities management understands that the persons involved with this incident, along with all control room personnel, must be held accountable for their actions. In the future, the performance of a person identified as involved in an incident of the type which prompted this fine will be immediately evaluated by Station management to determine the necessity for relieving the individual of all or part of his responsibili-ties until a more complete investigation is possible. Among other things to be considered will be the person's work history and the seriousness of the event in question. 

In summary, Edison reaffirms its commitment to the operational safety of its nuclear stations through procedural controls, adequate docu-mentation of plant conditions and effective corrective actions. Through the measures we have described in this letter and the attachment to it we believe that the recurrence of this incident and similar incidents can be prevented, and that operation of Quad Cites Station can continue, as it has in the past, with full assurance of the public health and safety. 

Very trul yours, 

B. L. Thomas 
Executive Vice-Presdent 

lm 
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ATTACHMENT A  

RESPONSE TO NOTICE OF VIOLATION 

COMMONWEALTH EDISON COMPANY 	Docket No. 50-254 

QUAD CITIES NUCLEAR POWER STATION 	License No. DPR-29 UNIT 1 

This is Commonwealth Edison Company's response, pursuant to 10 
CFR 2.201, to the Nuclear Regulatory Commission's Notice of Violation and 
Proposed Imposition of Civil Penalities issued on June 21, 1983. 

Violation A  

Quad Cities Technical Specifications Sections 6.2.A.1 and 6.2.A.9 require adherence to procedures covering safe shutdown of the reactor. The NRC alleges that contrary to these specifications the licensee did not adhere to procedures covering the safe shutdown of the reactor of March 10 and 11, 1983 as indicated below: 

Example 1: The licensee failed to adhere to the control rod insertion sequence procedure, QTP 1600-S3, in that the control rod insertion sequence used during the shutdown was the reverse of the specified rod insertion sequence. 

Example 2: The licensee failed to adhere to the normal shutdown procedure, QGP 2-1, in that the following actions were not accomplished: 

a. Reactor recirculation flow reduction and control rod insertion were not coordinated as specified in Sections D.2 and 0.4; 

b. Rod worth minimizer (RWM) operability and control rod insertion sequence conformance was not established at approximately 30% reactor power as required in Section 

Discussion: 

Edison admits Violation A. In both examples cited, the violation occurred because of misinterpretation of the procedures to be used for control rod insertion, caused in part, by inadequate communication between individuals during shift turnovers. There was also a failure to recognize and evaluate the importance of deviations in events during reactor shutdown from that which would normally be expected to occur. 



Corrective Action Taken to Avoid Further Noncompliance 

1. Initial Investigation 

Immediately upon discovery of the error on March 11, 1983 by the Quad Cities Lead Nuclear Engineer, the Station Superintendent, other Station management personnel and the NRC Senior Resident Inspector were notified. The same day Station personnel began investigating the incident and interviewing all persons involved. In addition, Station management contacted personnel on all shifts to inform them of the incident and emphasize the necessity of following procedures. 
A formal corporate investigation (PRO Committee) was initiated on March 18, 1983. The report of the PRO Committee investigation was completed on April 12, 1983. It included suggestions which resulted in several of the corrective actions discussed in this Response. 

On March 21, Edison requested that the General Electric Company analyze the out of sequence rod patterns for maximum rod drop accident worths. On March 29, 1983 General Electric notified Edison that the calculated maximum worth was acceptable and was less than the allowable criterion of 1% Delta-K._ 

2. Procedure Revisions Involving Control Room Conduct 

In analyzing the events of March 10 and 11, 1983 in the Quad Cities control room, two areas of concern were ascertained; the first involved general concepts of control room conduct; the second dealt with specific practices and methods of operation pertaining to systems evolution and control rod movement. Procedures relating to both these areas were examined in light of the control rod insertion incident to determine the kinds of revisions which could be made to forestall the recurrence of this or other incidents. 

In terms of general control TOOM conduct, procedures and practices were reviewed and rewritten to improve the quality of interpretation, to foster adherence to all procedures and to enhance communication among control room personnel during shift turnovers. A new "Conduct of Shift Operations" procedure has been devised to provide an authoritative reference on general standards for responsi-bilities of control room personnel, communication of information during and between shift operations and procedure interpretation (QAP 300-2). It has incorporated the general recommendations provided by INPO during their last evaluation. The General Office is currently reviewing this revised procedure against INFO Good Practice OP-201 and 0P-204. 

The Station is also in the process of revising the shift turnover procedures for Shift Engineers, SCRE/STAs, and Operators to clarify and define the shift turnover responsibilities of each. (OAP 300-4, 300-5, 300-7.) Concurrently, Edison's General Office is requiring all stations to review such procedures to ensure the existence of guideline "checklists", explicitly listing the kinds of data to be communicated between shifts and establishing minimum levels for the exchange of information. 



Extensive procedural changes are also being implemented at Quad Cities to improve procedures governing those aspects of control rod insertions which gave rise to the incident. As a result, a completely new procedural system for control rod movements and sequences and their documentation is being instituted which totally revises rod insertion sequence procedures QTP 1600-S2 through S5. 

The system in place at the time of the incident involved the operator's coordination of information between sequence pages and separate cardexes. It did not demand specific documentation of each rod movement and it did not specifically assign responsibility and authority for changes in sequencing. 

The new system uses a special book or "package" for each startup/shutdown period, containing a separate page for each rod array. Any rod movement must be specifically noted, along with the date and the time of each completed step, and the initials of the individual coordinating the movement. The new system also requires noting the method of verification of each rod movement, indicating whether it was done through the RWM or independently by an individual. The package will also include similar data sheets to note the sequence and maneuver reviews and special maneuvers. Any change in the manner or sequencing or movement requires a change of the page in the book; this can only be accomplished with the approval of a Nuclear Engineer. 
Use of this system is governed by another new procedure, QGP 4-1. It clarifies use of the new sequencing system, responsibilities of control room personnel involved with it, use of all package and data sheets, document control and communication channels., Changes were also made in other procedures to coordinate them with the new system, including provisions for sequence approvals and new instruc-tions on rod insertion and recirculation flow reduction. (e.g., OP 1600-4; GIGP 3-1.) 

3. Procedure Revisions Involving Equipment 

The incident has renewed the Station's concern about the functioning of the RWM during startup and shutdown periods. Both the NRC and the Edison investigations disclose that on account of the unreliability of the RWM in the past, control room personnel during the incident discounted indications it provided that the rod sequencing order may have been incorrect. 

To prevent such misinterpretations and to strengthen the relia-bility of the RWM, procedures for the use and bypass of the RWM have been revised. New procedures now descibe the operation of the RWM, outline the steps to be taken to determine its operability and the circumstances under which it can be declared inoperable, the method 



for placing it in "bypass" and a method for RWM control rod verifica-tion. (OOP 207-1, 207-2, QTP 680 series, QTS 680-1.) Other existing procedures, such as startup, shutdown and associated checklists, were expanded to reference the new RWM operability and rod insertion steps. (OOP 2-1, 3, 4; QGP 1-S1, 52; QGP 1-1, 1-2.) 

In addition to these procedural changes, the Station has Initiated an investigation into the design and operation of the RWM by Edison's corporate Station Nuclear Engineering Department (SNED). On a short term basis, SHED is examining indications which identify the operability and non-operability of the RWM in all of its required roles. This study is intended to provide operators with additional guidance in use of the RWM. Among other things, it will determine the feasibility of activating the RWM at the beginning of each shutdown to confirm that the rod sequence has been initiated and is proceeding correctly. On a long term basis, the investigation will recommend improvements in RWM hardware and/or software. 

4. Training 

As noted before, the control rod incident prompted the Station to direct its attention, in particular, at the specific conduct giving rise to the incident and, in general, at the broader implications which underlie that specific conduct. As with procedural revisions, the Station will re-evaluate its training program with those two concerns in mind. 

Shortly after the incident, the Station conducted special information sessions for control room personnel to alert them of the nature and immediate causes of the incident. 

From April 5 through April 8, 1983, the Acting Lead Nuclear Engineer and the Operating Assistant Superintendent conducted several intensive training sessions for all control room personnel. At these meetings the Operating Assistant Superintendent discussed the signi-ficance of the March 10, 1983 incident and emphasized the serious concern over its occurrence. He explained the role of personnel accountability for all control room actions and the necessity of maintaining complete and adequate logs. He stressed, among other things, the necessity for complete adherence to written procedures and the need to investigate the reasons for any deviations between the procedures and events as they actually occurred during operation. These training sessions also included a review of the procedures pertaining to low power sequencing constraints (banked position withdrawal sequence rules), rod drop accident considerations for startups and shutdowns, and proper use of the RWM. Special attention was given to the delineation of shift and technical person-nel responsibilities and the importance of adequate communication of items affecting the reactor during shift turnover. 



For the long term, the Station is incorporating into its regular training and retraining programs increased emphasis on the importance of correct interpretation and complete adherence to written procedures. The training program will stress the importance of Station personnel to the safe operation of the reactor and the personal accountability of all individuals for the performance of their duties. Control room employes will be trained in the new procedures for control rod movement, operation of the RWM, shift turnover and proper communication. 

It is believed that these training sessions will strengthen adherence to written procedures, improve communications and shift turnover, promote accountability and responsibility in control room personnel, and familiarize personnel with the proper methods for control rod movement and use of the RWM. 

Date When Full Compliance Will Be Achieved  

It is expected that all new station procedures and procedure modifications will be fully implemented by September 1, 1983. Training on these procedures will be completed by September 15, 1983. 
Short term training of control room personnel as a direct response to rod insertion incident was accomplished by April 8, 1983. The re-evaluation of the long term training process is expected by January 1, 1984. The initial stages of the SNEO RWM analysis will be finished by February 1, 1984. The Station investigation and procedural revisions attendant to it are expected to be completed six months after the SNED evaluation. 

Violation B  

10 CFR 50, Appendix B, Criterion V, requires that activities affecting quality shall be accomplished in accordance with documented procedures. The NRC alleges that contrary to the above, administrative activities affecting quality during shutdown of the reactor on March 10 and 11, 1983, were not accomplished according to documented procedures as indicated below: 

Example 1: PAP 300-8, "Operating Logs", Sections C.2 and QAP 300-4, "Shift Change for Nuclear Station Operators," Sections C.1.b and C.1.c were not followed during the day shift and the evening shift on March 10 and 11, 1983, as illustrated by the failure of the Unit 1 logbook to contain the following information: 

a. A new procedure was issued for Unit 1 "fast" shutdown; 



b. The rod worth minimizer was taken out of service (bypassed) and compensatory measures were intitiated; 

C. The time that rod insertion began and the time that the rod worth minimizer was bypassed; 

d. Persons other than the unit operator manipulated Control . rods (another licensed operator and an operator trainee). 
Example 2 	QAP 300-3, "Shift Change for Shift Engineers," Sections C.1.b and C.1.h, and QAP 1300-2, "The Standing Operating Orders," Section 0.2, were not followed during the day shift and evening shift on March 10, 1983, and the night shift on March 10 and 11, 1983, as illustrated by the failure of the shift engineer's log book contain the following information: 

a. The rod worth minimizer was taken out of service and compensatory measures were taken; 

b. A new procedure was issued for Unit 1 "fast" shutdown. 
Example  3 	QAP 300-1, "Operations Department Organization," Section C.3.g, was not followed during the evening shift on March 10, 1983, and the night shift on March 10 and 11, 1983, in that both shift engineers became involved in a single operation during their shift (independent verification activities for the bypassed rod worth minimizer and shutdown surveillance testing activities), thereby losing their overall perspective of plant conditions. 

Example  4 	QAP 300-1, "Operations Department Organization," Sections 0.3.1 and C.3.n, were not followed in that the shift engineer on evening shift, March 10, 1983, was not cognizant of the status of the rod worth minimizer and the insertion of control rods in an unapproved sequence, and no corrective actions were initiated to alleviate those conditions. Further, the shift engineer on night shift, March 10 and 11, 1983, was not cognizant of the insertion of control rods in an unapproved sequence, even though he was acting as the independent rod insertion sequence verifier in place of the inoperable rod worth minimizer. 

Discussion  

Edison admits that certain administrative activities affecting quality as identified in Violation B of the Notice were not accomplished according to documented procedures during shutdown of the reactor on March 10 and 11, 1983. In particular, Edison admits that the items listed in Examples 1 and 2 of violation B were not entered into the appropriate logs and, as indicated in Example 4, the evening and night Shift Engineers were not cognizant of the insertion of control rods in an unapproved sequence. 



With respect to the log entries, we would point out that the scope and detail of information to be contained in a log must remain a question of judgment; reasonable persons could differ as to whether some of the specific items cited should have been entered into the logs. Hindsight alone cannot be the sole criterion upon which to evaluate whether logs were properly maintained. For example, the use of a new control rod sequence, as was used here, would not normally be considered a "new" procedure for purposes of log entries. In this incident, although the operator believed he was using a new procedure, similar "fast shutdown" sequences had been used on several prior occasions and had been success-fully accomplished using the same written procedures. 

With respect to Example 3, we are unaware of any facts in either the NRC's or Edison's investigation of the incident to support the allegation that the night Shift Engineer became so involved :in the independent verification activities for the bypassed RWM that he lost an overall perspective of plant conditions. We are concerned that this element of Example 3 suggests an interpretation of QAP 300-1, "Operations Department Organization," Section-C(3)(g), which would preclude a Shift Engineer from becoming involved in any activities on his shift, regardless of their importance or his ability to comprehend other conditions. The procedure is intended to prevent a Shift Engineer from losing perspective of opera-ting conditions beyond those on which he may actually be working._ It is not meant to foreclose a Shift Engineer's direct involvement in any activities whatsoever. 

Corrective Action Taken To Avoid Further Noncompliance  

The rod insertion incident makes clear the importance of main-taining complete logs. This concern was an explicit part of the intensive April training sessions and will be included in the long term retraining of all control room personnel. (See answer to Violation A.) Further, it is planned to have SCREs periodically review with personnel on each shift, the logging procedures and their importance in providing continuity and accountability in control room actions. Assisting in this effort, the General Office Production Training Department is in the process of developing a training module for highlighting the need for literal adherence to procedures and proper documentation of any deviations to them. 

The importance of the Shift Engineer and his crucial role in coordinating not only the overall operation of the plant but also the specific functioning of the control room, has been recognized. As discussed in the response to Violation A, the Station has conducted several special training sessions with Shift Engineers specifically impressing upon them the scope of their job responsibilities and the importance of adherence to procedures, documentation of events and the necessity of communication of plant conditions between shift personnel. 



In light of the particular event, procedural modifications have been made in the specific srea of control rod sequencing to assure that the Shift Engineer is aware of, understands and approves all sequence changes, and that he refers all rod sequencing questions to a Nuclear Engineer COOP 4-1). Further, the changes in the rod insertion procedures diminish the possibility of improper sequencing by prohibiting the use of any sequence which is not first signed by both the NSO and Shift Engineer. 

Date When Full Compliance Will Be Achieved  

All procedural modifications are to be in place by September 1, 1983; training sessions regarding the procedures are to be completed by September 15, 1983. The short term training has already been conducted on April 5 through April 8, 1983 session. The module on proper log keeping should be available by February 1, 1984. 

Violation C  

10 CFR 50, Appendix B, Criterion XVII, states in part, "Sufficient records shall be maintained to furnish evidence of activities affecting quality." The NRC alleges that contrary to the above, QGP 2-1, "Normal Unit Shutdown", completed on March 10 and 11, 1983, did not furnish evidence of activities that occurred during shutdown of Unit 1 as indicated below: 

• Example 1 	Verification signatures appeared for QGP 2-1, Sections D.2.f, D.4 and D.7, although those activities were not accomplished as specificed; 

Example 2 	No name was recorded in QGP 2-1, Section 0.38, identifying the independent verifier of rod movement while the rod worth minimizer was bypassed; 

Example 3 	Although the procedural deviations listed above occurred, the shift engineer and unit operator reviewed and signed QGP 2-1 as completed, without noting any deviations. 

Discussion 

Edison admits Violation C. The violation occurred because of the misinterpretation of the procedures by the operator and Shift Engineer, their failure to comprehend fully the meaning of sign-offs and their oversight when signing the completed procedure of the missing initials which should have recorded the independent verifier of Tod movement. It appears the operator believed he was implementing a "new" fast shutdown procedure. In good faith he assumed that the deviations he encountered from the normal shutdown procedures were acceptable as long as the intent of the procedure was met. 



Corrective Action To Be Taken To Avoid Further Noncompliance  

Edison recognizes the essential roles which accuracy of records and strict adherence to procedures play in assuring that the operation of a nuclear power plant is both safe and reliable. To that end, training sessions will be held at the Quad Cities Station, distinct from those already described in this response, to reaffirm the commitment of its personnel to properly document plant conditions and the faithful, explicit, observance of procedural directions. These sessions, to be conducted by the Superintendent, will include general meetings with all plant employes and separate conferences with each of the individuals involved in the incident. He will emphasize that a sign-off to any procedure must represent the literal performance of the procedure, and that any deviation from procedure should be documented and evaluated for the cause of the deviation and possible corrective actions, including formal modification of the procedure. 

The Station has addressed the specific errors involving the verification activities cited in the Violation with several procedural changes. The procedure for independent verification of a bypassed RWM has been rewritten to require an indication of each verification. (See response to Violation A.) The "Conduct of Shift Operations" procedure has been developed to clarify the use of procedures; the need to note all deviations from procedures and to investigate their cause so that unexpected results do not continue. (See response to Violation A.) 

Date When Full Compliance Will Be Achieved 

All procedures are to be in place by September 1; training is to be accomplished by September 15. 
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June 16, 1983 
EN 83- 43 

OFFICE OF INSPECTION AND ENFORCEMENT  
NOTIFICATION Oh SIGNIFICANT LNFORCEMENT ACTION 

Licensee: Commonwealth Edison Company, Chicago IL 
Docket No. 50-254 
Quad Cities, Unit 1 

Subject: 	PROPOSED IMPOSITION OF CIVIL PENALTIES - $150,000 

This is to inform the Commission that a Notice, of Violation and Proposed Imposition of Civil Penalties in the amount of One Hundred Fifty Thousand Dollars ($150,000) will be issued on or about June 21, 1983 to Commonwealth Edison Company. This action is based on three Severity Level III violations involving shutting down the reactor by inserting control rods in the reverse order than that established by procedure: 

It should be noted that the licensee has not been specifically informed of the enforcement action. The Regional Administrator has been authorized by the Director of the Office of Inspection and Enforcement to sign this action. The schedule of issuance and notification is: 

Mailing of Notice 	 June 21, 1983 Telephone Notification of Licensee 	June 21, 1983 

A news release has been prepared and will be issued about the time the licensee receives the Notice. The State of Illinois will be notified. 

The licensee has thirty days from the date of the Notice in which to respond. Following NRC evaluation of the response, the civil penalty may be remitted, mitigated, or imposed by Order. 

Contact: G. Barber, IE 24785 	J. Azelrad, IE 24909 
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JUL 1 3 as4 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

Thank you for your letter dated June 18, 1984, informing us of the steps 
you have taken to correct the noncompliance which we brought to your 
attention in Inspection Reports No. 50-254/83-31 and No. 50-265/83-30 
forwarded by our letter dated May 17, 1984. We will examine these matters 
during a subsequent inspection. 

Your cooperation with us is appreciated. 

Sincerely, 

1 • 

- 

C. E. Norelius, Director 
Division of Reactor Projects 

cc: D. L. Farrar, Director 
of Nuclear Licensing 

N. Kalivianakis, Plant 
Superintendent 

cc w/ltr dtd 06/18/84: 
OMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 
General's Office, Environmental 
Control Division 



Commonwealth Edison 
One  Firsi National Plaza. Chicago,  Illinois  
Address Reply to Post Office Box 767 
Chicago, Illinois  60690 

June 18, 1984 

Mr. James G. Keppler 
Regional Administrator 
U.S. Nuclear Regulatory Commission 
Region III 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Subject: Quad Cities Station Units 1 and 2 
Response to Inspection Report Nos. 
50-254/83-31 and 50-265/83-30 
NRC Docket Nos. 50-254 and 50-265  

Reference (a): C. E. Norelius letter to Cordell Reed 
May 17, 1984. 

(b): Bide Thomas letter to J. G. Keppler 
dated February 24, 1984. 

Dear Mr. Keppler: 

This letter is in response to the inspection conducted by 
Messrs. N. J. Chrissotimos and A. D. Morrongiello on November 17, 1983 
thru January 24, 1984, of activities at Quad Cities Station. Reference 
(a) indicated that certain activities appeared to be in noncompliance 
with NRC requirements. The Commonwealth Edison Company response to the 
Notice of Violation is provided in the enclosure. 

In addition to the corrective actions stated in the enclosure, 
per Reference (b),  Commonwealth Edison has committed to a specific 
"Regulatory Improvement Program for Quad Cities Station". The actions 
initiated in that program supplement the corrective actions detailed 
herein and will further reduce the possibility of a similar event from 
recurring. 

If you have any further questions on this matter, please direct 
them to this office. 

Very truly yours, 

D. L. Farrar 
Director of Nuclear Licensing 

in, 

Attachment 

cc: 	NRC Resident Inspector - Quad Cities 
	 JUN 19 1984 
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ATTACHMENT  

COMMONWEALTH EDISON COMPANY  

RESPONSE TO NOTICE OF VIOLATION 

The items of noncompliance identified in the appendix of the NRC 
letter dated May 17, 1984 are responded to in the following 
paragraphs: 

A. Technical Specification 3.7.C.1 requires that secondary 
containment integrity shall be maintained during all modes of 
plant operation except when all of the following conditions are 
met: (a) The reactors are subcritical and Technical 
Specification 3.3.A is met; (b) The reactor water temperature is 
below 212 degrees F and the reactor coolant systems are vented; 
(c) No activity is being performed which can reduce the shutdown 
margin below that specified in Technical Specification 3.3.A; 
and (d) The fuel cask or irradiated fuel is not being moved in 
the reactor building. 

Section 1.0.X of the Technical Specifications defines secondary 
containment integrity and specifies as one of its conditions 
that at least one door in each access opening is closed. 

Contrary to the above, from 7:45 a.m. on November 10, 1983, 
until 1:15 p.m. on November 15, 1983, secondary containment 
integrity was not maintained in Unit 1 when two interlock doors 
in an access opening to the reactor building were improperly 
positioned open. During this period Unit 1 was operating at 
full power. 

Discussion  

At 1:30 p.m. on November 15, 1983, while performing routine plant 
inspections, both interlock doors to the Unit 2 Main Steam Isolation 
Valve (MSIV) room were found to be open while the room at the time 
was part of the Secondary Containment. This situation resulted in 
Secondary Containment integrity being in a degraded mode delineated 
by Technical Specification 3.7.C.1. Both ventilation penetrations 
and floor drain penetration were isolated immediately; thus, making 
the MSIV room part of the Turbine Building and restoring Secondary 
Containment integrity. Unit 2 was shutdown for refueling and no fuel 
was in the reactor vessel. Unit 1 was operating at approximately 99 
percent of rated thermal power. 



On November 9, 1983, the MSIV room was changed to part of the 
Reactor Building so the water could be drained from piping located in 
the room. On November 15, Maintenance personnel were found working 
in the room with both interlock doors propped open. These individuals 
had been told on November 10 that the room was part of the Turbine 
Building by a Shift Engineer. The Shift Engineer had missed the log 
entry which explained the change in status. 

There were no procedures which explained the necessary actions to 
make the MSIV room part of the Reactor Building or Turbine Building. 
Also, there was no definite mechanism set-up to alert personnel at 
the MSIV room of the status of the room. 

1. Corrective Action Taken and Results Achieved  

On November 15, 1983, the shift foreman recognized that the 
MSIV room was open to the turbine building, the ventilation 
and floor drain penetrations were isolated immediately. 
This made the MSIV room part of the Turbine Building and 
restored Secondary Containment integrity. 

2. Correction Action Taken to Avoid Further Noncompliance  

A new procedure, QOP-020-2, "Maintaining Secondary 
Containment Integrity with the MSIV Room Part of the Turbine 
Building," was written. This procedure provides 
instructions and precautions to properly change the 
condition of the MSIV room. New signs declaring the status 
of the MSIV room were obtained. This sign system provides 
better administrative controls of the MSIV room status. 

3. pate When Full Compliance Will Be Achieved 

Full compliance is achieved at this time. 

B. Technical Specification 6.2.A.1 requires that detailed written 
procedures shall be prepared and approved covering normal 
startup, operation, and shutdown of the reactor, and other 
systems and components involving nuclear safety of the facility. 

Contrary to the above, the licensee did not have an operating 
procedures that addressed the actions to be taken to change the 
configurations of the main steam isolation valve to or from its 
secondary containment status. 



1. Correction Action Taken and Results Achieved  

As discussed in the corrective action for Item A, an 
operating procedure was written detailing the actions 
required to change the configuration of the MSIV room. 

2. Correction Action Taken to Avoid Further Noncompliance  

An investigation was performed of possible problem areas 
which could result in the loss of Secondary Containment. 
Work requests are now screened to evaluate their possible 
impact on Secondary Containment. 

3. Date When Full Compliance Will Be Achieved  

Full compliance is achieved at the present time. 
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Docket No. 	7 
Docket No 
Docket No. 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, Illinois 60690 

Gentlemen: 

Thank you for your letter dated June 8, 1983, informing us of the steps 
you have taken to correct the items of noncompliance which we brought to 
your attention in Inspection Report No. 50-237/83-06; 50-249/83-05; 
50-254/83-04 and 50-265/83-04 forwarded by our letter dated April 5, 1983. 
We will examine these matters during a subsequent inspection. 

In response to your belief that the noncompliance on inadequate audits 
(Item 3) is not justified and should be withdrawn, we discussed this 
matter during a meeting held in your corporate office on May 23, 1983. 
At that time we presented our basis for this noncompliance and your staff 
presented their basis for requesting the noncompliance be withdrawn. 

We have reviewed the information you provided in this response and con-
cluded that no new basis is provided to substantiate your request for 
withdrawal. Our position remains that this matter is an item of non-
compliance. 

This conclusion is further supported by the findings from your recent 
technical audit conducted at Nutech Engineers. This audit report sub-
stantiates the findings from our inspection and identifies additional 
deficiencies requiring corrective action by Nutech Engineers. We 
encourage you to perform similar comprehensive technical audits of your 
contractors performing design activities. These audits should be 
scheduled on the basis of the status and importance of the activities 
to assure the adequacy of, and conformance with, your program. 



Commonwealth Edison Company 
	 JUL 1 5 1983 

Your cooperation with us is appreciated. 

Sincerely, 

"CrlEitn.:1 C!c.H:il H7 	L. Dessard" 

R. L. Spessard, Director 
Division of Engineering 

cc w/o ler dtd 6/8/83: 
D. L. Farrar, Director 

Of Nuclear Licensing 
D. J. Scott, Station 

Superintendent 
N. Kalivienakis, Plant 
Superintendent 

cc w/ltr dtd 6/8/83: 
DME/Document Control Desk (RID81 
Resident Inspector, RIII 
Dresden/Quad Cities 

Phyllis Bunton, Attorney 
General's Office, Environmental 
Control Division 
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Docket No. 50-237 
Docket No. 50-249 
Docket No. 50-254 
Docket No. 50-265 

JUL 1 9 1983 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, Illinois 60690 

Gentlemen: 

Thank you for your letter dated July 14, 1983, informing us of the steps 
you have taken to correct the items of noncompliance which we brought to 
your attention in Inspection Report No. 50-237/83-12; 50-249/83-10; 
50-254/83-13; 50-265/83-11 forwarded by our letter dated June 16, 1983. 
We will examine these matters during a subsequent inspection. 

Your cooperation with us is appreciated. 

Sincerely, 

"Original sip,r1-4Lby 	S. Little" 

W. S. Little, Chief 
Engineering - Branch II 

cc w/o ltr dtd 7/14/83: 
D. L. Farrar, Director 
of Nuclear Licensing 

D. J. Scott, Station 
Superintendent 

N. Ralivianakis, Plant 
Superintendent 

cc w/ltr dtd 7/14/83: 
DMB/Document Control Desk (RIDS) 
Resident Inspector, R III 
Dresden/Quad Cities 

Phyllis Dunton, Ateorney 
General's Office, Environmental 
Control Division 



rrar 
or of Nuclear Licensing 

Commonwealth Edison 
One First National Plaza. Chicago, Illinois 
Address Reply to, Post Office Box 767 
Chicago, Illinois 60690 

July 14, 1983 

Mr. W. S. Little - Region III 
U.S. Nuclear Regulatory Commission 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Subject: Dresden Station Units 2 and 3 
Quad Cities Station Units 1 and 2 
Response to Inspection Report Nos. 
50-237/83-12, 50-249/83-10, 
50-254/83-13 and 50-265/83-11 
NRC Docket Nos. 50-237, 50-249 
50-254 and 50-265 

  

Reference (a): W. S. Little letter to Cordell Reed 
dated June 16, 1983. 

Dear Mr. Little: 

This letter is in response to the inspection conducted by Mr. I. 
T. Yin on April 12-14, 1983, at EDS Nuclear Inc., Walnut Creek, CA; on 
May 6, 1983, at Dresden and on May 16, 1983 at the Region III office of 
activities at Dresden and Quad Cities Station. Reference (a) indicated 
that certain activities appeared to be in noncompliance with NRC 
requirements. The Commonwealth Edison Company response to the Notice of 
Violation is provided in the enclosure. 

To the best of my knowledge and belief the statements contained 
herein and in the attachment are true and correct. In some respects 
these statements are not based upon my personal knowledge but upon 
information furnished by other Commonwealth Edison employees. Such 
information has been reviewed in accordance with Company practice and I 
believe it to be reliable. 

If you have any further questions on this matter, please direct 
them to this office. 

Very truly yours, 

BR/lm 

Attachment 

cc: NRC Resident Inspector - Dresden 
NRC Resident Inspector - Quad Cities 

6950N 



Attachment 

Commonwealth Edison Company  

Response to Notice of Violation 

Item 1 of Noncompliance  

1. 	10 CFR 50, Appendix B, Criterion III, states, in part, that "Measures shall be established to assure that applicable...design basis...for those structures, systems, and components...are correctly translated into specifications, drawings, procedures, and instructions. 

Commonwealth Edison Company Topical Report CE-1-A, "Quality Assurance Program for Nuclear Generating Stations", Revision 21, dated June 6, 1982, states in Section 3 that "The fundamental vehicle for design control involves multi-level review and/or evaluation of design documents by individuals or groups other than the original designer or designer's immediate supervisor whose authority and responsibility are identified and controlled by written procedures. The design documents include, but are not limited to, system flow diagrams, design and construction specifications, load capacity data sheets, design reports, equipment specifications, process drawings". 

Contrary to the above, during review of pipe anchor R133 in the PSUPP-01C pressure suppression system, the as-built configuration was found to differ from that specified in the original design, in that the anchor was altered to become a pipe guide. The condition was not identified during the Bechtel IEB 79-14 walkdown and EDS engineers evaluating this item did not identify that the anchor had been altered. This resulted in an erroneous piping stress analysis being performed for the system. 

This is a Severity Level V violation (Supplement II). 

Corrective Action Taken and Results Achieved 

Problem No. Q1-PSUPP-01C was reanalyzed to reflect the actual as-built configuration of the support R133. 	The piping system was found to be acceptable for operability. Modification of the existing support configuration was required to qualify the system for FSAR requirements. The subject support was revised and a new support design issued. Installation and final as-built documentation of this work will be done as part of the overall schedule for completion of 79-14 scope. 

The subject piping system has been corrected and no further action is required. 
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Corrective Action Taken to Avoid Further Noncompliance  

A review of all the anchors and three way stops within the 79-14 scope has been conducted. 	This review consisted of verifying that these supports were correctly modeled in the analyses based on Bechtel walkdown and any supplementary as-built information. The results of the review found no additional discrepancies such as the one identified on the Ql-PSUPP-01C analysis. 
Date When Full Compliance Will be Achieved  

Full compliance has been achieved. 

Item 2 of Noncompliance  

2. 	10 CFR 50, Appendix B, Criterion V, states in part, that "Activities affecting quality shall be prescribed in documented instructions, procedures, or drawings. ..and shall be accomplished in accordance with these instructions. P rocedures or drawings". 
Commonwealth Edison Company Topical Report CE-1-A, "Quality Assurance Program for Nuclear Generating Stations", Revision 21, dated June 6, 1982, states in Section 5, that "The quality assurance actions carried out for design, construction, testing, and operation activities will be described in documented instructions, procedures, drawings, specifications or checklists. These documents will assist personnel in assuring that important activities have been performed. 	These documents will also reference applicable acceptance criteria which must be satisfied to assure that the quality related activity has been properly carried out". 

Contrary to the above, during review of Impell calculation No. 02-RHRS-098(C), dated January 28, 1983, it was found that the anchor movements at the branch to run pipe connections (provided by Nutech for EDS calculation input) were not evaluated as required by EDS Project Instruction No. 6.0 to ensure: 	(1) acceptable stress levels at the decoupled branch/run pipe location, and (2) there were no excessive load increases at nearby seismic restraints. 

This is a Severity Level V violation (Supplement II). 
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Corrective Action Taken and Results Achieved.  

The audit report identified calculation 02-RHRS-09B(C) dated January 28, 1983 to be in nonconformance with Project Instruction No. 6.0. 	The actual calculation in nonconformance with the instruction is QI-RHRS-03/066(C). The corrective action to resolve this nonconformance has been completed. 	The corrective action included the following: 

Reanalysis of QI-RHRS-03/068(C)  

This analysis, which originally did not comply with Project Instruction 6.0, has been reanalyzed in compliance with the instruction. 

Corrective Action Taken to Avoid Further Noncompliance 

Review of all other decoupled branch line analyses 

All other decoupled branch line analyses for Dresden and Quad Cities were reviewed for compliance with Project Instruction 6.0., Revision 3. This review concluded all branch line analyses are in compliance with the instruction. 
Date When Full Compliance Has Been Achieved 

Full compliance has been achieved. 
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Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the meeting conducted between Commonwealth Edison Company and 
Region III management on July 26, 1983. The purpose of the meeting was to 
discuss ways to improve licensee regulatory performance and communications 
between Commonwealth Edison and the NRC. It was agreed that additional 
meetings would be held to continue the discussions. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the require-
ments of 2.790(b)(1). If we do not hear from you in this regard within the 
specified periods noted above, a copy of this letter and the enclosed inspec-
tion report will be placed in the Public Document Room. 
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AUG 1 7 1983  
Commonwealth Edison Company 	2 

Please let us know if you have any additional questions. 

Sincerely, 

"Original Signed by C. E. Norelius" 

C. E. Norelius, Director 
Division of Project and Resident 

Programs 

Enclosure: 	Inspection Reports 
No. 50-10/83-14(DPRP); No. 50-237/83-24(DPRP). 
No. 50-249/83-2201282).; No. 50-25 	83-23(DPRP). 
No. 50-268_12; No. 50-295/83-15(DPRP); 
No. 50-304/83-16(DPRP); No. 50-273/83-32(DPRP); 
No. 50-374/83-31(DPRP); No. 50-454/83-36(DPRP): 
No. 50-455/83-27(DPRP); No. 50-456/83-12(DPRP); 
No. 50-457/83-12(DPRP) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
D. J. Scott, Station 

Superintendent 
N. Kalivianakis, Plant 
Superintendent 

K. L. Graesser, Station 
Superintendent 

D. L. Shamblin, Site 
Construction Superintendent 

T. E. Quake, Quality 
Assurance Superintendent 

G. J. Diederich, Station 
Superintendent 

V. I. Schlosser, Project Manager 
Gunner Sorensen, Site Project 

Superintendent 
R. E. Querio, Station 
Superintendent 

M. Wallace, Project Manager 
R. Cosaro, Project Superintendent 
J. F. Gudac, Station 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, MIT 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

Ms. Jane M. Whicher 
Diane Chavez, DAARE/SAFE 
Mayor, City of Zion 
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U. S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-10/83-14(DPRP); 50-237/83-24(DPRP); 
50-249/83-22(DPRP); 50-254/83-23(DPRP); 
50-265/83-22(DPRP); 50-295/83-15(DPRP); 
50-304/83-16(DPRP); 50-273/83-32(DPRP); 
50-374/83-31(DPRP); 50-454/83-36(DPRP); 
50-455/83-27(DPRP); 50-456/83-12(DPRP); 
50-457/83-12(DPRP) 

Docket Nos. 50-10; 50-237; 50-249 
50-254; 50-265; 50-295; 
50-304; 50-373; 50-374; 
50-454; 50-455; 50-456; 
50-457 

Licensee: Commonwealth Edison Company 
P. O. Box 767 
Chicago, IL 60690 

License Nos. DPR-2; DPR-19; DPR-25; 
DPR-29; DPR-30; DPR-39; 
DPR-48; NPF-11; CPPR-100 
CPPR-130; CPPR-131; 
CPPR-132; CPPR-133 

Facility Name: Dresden 1, 2, 3; Quad Cities 1, 2; Zion 1, 2; LaSalle 1, 2; 
Byron 1, 2; and Braidwood 1, 2 

Meeting Held At: Commonwealth Edison Company Corporate Offices 
Chicago, IL 

Meeting Date: Jul 26. 1983 

Prepared By: C. E. Norelius, Director 81/S/23 

 

 

Division of Project and Resident Programs 	Date 

Reviewed By: A. B. Davis a a2 
Deputy Regional Administrator 

Meeting Summary  

Meeting on February 17, 1983 (Reports No. 50-10/83-14(DPRP); 50-237/83-24(DPRP)  
50-249/83-22(DPRP); 50-254/83-23(DPRP); 50-265/83-22(DPRP); 50-295/83-15(DPRP)  
50-304/83-16(DPRP); 50-273/83-32(DPRP); 50-374/83-31(DPRP); 50-454/83-36(DPRP)  
50-455/83-27(DPRP); 50-456/83-12(DPRP); 50-457/83-12(DPRP)  
This was the first in a series of management meetings aimed at improving 
licensee regulatory performance and enhancing communications between NRC and 
Commonwealth Edison Company. This meeting principally related to Quality 
Assurance/Quality Control program and implementation. CECo also presented 
steps underway for improving plant operations. 
Results: No noncompliances resulted from the meeting. 

Vi7/g3 
Date 



DETAILS 

1. Meeting Attendees  

During the first part of the meeting, the meeting was attended by 
Mr. Cordell Reed, Vice President, Commonwealth Edison Company, and 
other members of the Commonwealth Edison corporate staff. Region III 
was represented by A. Bert Davis, Deputy Regional Administrator, and 
other Division Directors and certain Branch and Section Chiefs. During 
the latter part of the meeting, Mr. J. J. O'Connor, President and Chief 
Executive Officer, and Mr. Bide Thomas, Executive Vice President, 
Commonwealth Edison Company, and James G. Keppler, Regional Administrator, 
NRC Region III, joined the meeting. 

2. Quality Assurance 

Mr. W. Shewski, Manager, Quality Assurance, Commonwealth Edison, presented 
a description of the licensee's Quality Assurance Program and discussed 
the manner in which they carry out their responsibilities. With regard to 
problem areas in dealing with the NRC, Mr. Shewski suggested that NRC 
inspectors may not in all situations talk with the proper individuals or 
at the proper levels at the site to get adequate answers to their ques-
tions. As a result, NRC inspectors sometimes obtain information which is 
not 100% accurate and which leads to later confusion. It was agreed that 
NRC would advise its inspectors to assure that they get answers as appro-
priate from QA, Engineering, or Construction depending on the item being 
discussed. CECo also agreed to advise their people to assure that when 
questions are asked, they provide information they are familiar with or 
obtain the proper person to furnish such information. 

Mr. Shewski indicated that Quality Assurance at CECo is making changes 
as set forth below, as a result of their review of NRC SALP reports. 

a. Site QA personnel will write surveillance reports to document their 
involvement in planning aspects that occur at the site. They 
expressed the view that QA was more involved in many decisions than 
NRC was aware of, and this change would provide documented evidence 
of this involvement. 

b. Site QA managers will notify other sites of adverse NRC findings at 
their sites to attempt to get broader corrective action. 

c. QA will begin tracking deficiencies and corrective actions and check 
periodically to assure such corrective actions remain in place for 
at least a one year period after the finding is made. 

d. Site QA people will make a daily telephone report from the sites to 
the QA Manager to advise of any significant findings. 

e. QA is instituting a broader variation in QA reviews; some will be 
limited, while others may be more in depth depending on the 
situation. 

2 



f. A special QA review group has been established to focus on 
preoperational testing problems to determine the applicability 
of problems found from other equipment and other sites. 

g. The trending of each contractor is being undertaken to keep better 
track of performance and attitudes. 

Commonwealth Edison representatives indicated that QA's involvement in 
the initial decision-making and planning processes for corrective 
actions are greater than the NRC appears to have been aware of. NRC 
representatives indicated that even knowing that QA involvement has 
occurred early in some of the decision-making and planning processes, it 
was their view that more involvement in the form of early QA audits and 
surveillances would be prudent to assure that major actions were being 
undertaken in an effective manner. 

3. 	Plant Operations  

Mr. Denny Calle, Division Vice President and General Manager for Nuclear 
Stations, CECo, presented a summary of actions undertaken by Commonwealth 
to improve their plant operations. The Station Superintendent and top 
Commonwealth management had met and identified 27 separate items that 
need to be addressed. These were placed in priorities, and the following 
five items were identified as having top priority. Action is currently 
underway on these items. They are: 

a. Improve control room attentiveness and shift turnover. 

b. Evaluation of startup after a reactor scram including assuring 
proper analysis of the cause of the event. 

c. Improving individual accountability, awareness, and sensitivity. 

d. Response to unusual events, including assurance that aggressive 
corrective action is taken. 

e. Improved self-examination; that is, finding ways to have 
individuals do the job better. 

The NRC representatives indicated that there were two specific areas that 
we would be focusing on at operating sites; one is control of major modi-
fications and changes to these modifications in the field, and the second 
is the independent verification of equipment returned to service as 
required by TMI Action Item I.C.6. 

4. -Conclusion 

It was agreed to meet again to discuss attitudes and improved communi-
cations between the licensee and NRC staffs. 

3 
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Docket No. 50-237 
Docket No. 50-249 
Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, Illinois 60690 

Gentlemen: 

S. 

Thank you for your letter dated August10, 1983, informing us of the actions 

gr1.,.. 

you have taken to slaWy the is pas<stated in the unresolved item 237/83-06-08; 
249/83-05-08; 254T 	

806
-04-08; 265 g4-04-08 which we brought to your attention 

in Inspection Repo ---N6-."  50-237 - ; 50-249/83-05; 50-254/83-04; 50-265/83-04 
forwarded by our letter dated April 5, 1983. We had examined these matters, 
and closed these unresolved items in Inspection Report No. 50-237/83-23; 
50-249/83-20; 50-254/83-22; and 50-265/83-21. 

Your cooperation with us is appreciated. 

,Sincerely, 

ricral Slcm:21 LI/ n. 
R. L. Spessard, Director 
Division of Engineering 

cc wIltr dtd:8/10/83: 
Dennis L. Farrar, Director 
of Nuclear Licensing 

D. J. Scott, Station 
Superintendent 

N. Kalivianakis 
Station Superintendent 

OMB/Docment Control Desk (RIDS) 
Resident Inspector, RIII 
Dresden/Quad Cities 

Phyllis Denton 
Attorney General's Office 



Commonwealth Edison 
One First National Plaza, Chicago, Illinois 
Address Reply to Post Office Box 767 
Chicago. Illinois 60690 

August 10, 1983 

Mr. R. L. Spessard, Director 
Division of Engineering - Region III 
U.S. Nuclear Regulatory Commission 
Glen Ellyn, IL 60137 

Subject: Dresden Station Units 2 and 3 
Quad Cities Station Units 1 and 2 
Response to IE Inspection Reports 
50-237/83-06, 50-249/83-05, 
50-254/83-04 and 50-265/83-04 
SRVDL Analysis 
NRC Docket Nos. 50-237, 50-249, 
50-254 and 50-265 

 

 

Reference (a): Letter from R.L. Spessard to Cordell 
Reed dated April 5, 1983 

Dear Mr. Spessard: 

The purpose of this letter is to respond to the subject 
unresolved matters. Paragraph 6 of the referenced letter is addressed as 
two sub-paragraphs. Item #1, below, addresses the first sub-paragraph 
and Item #2 addresses the second. 

Item #1: Mark I SRVDL Analysis - Quad Cities and Dresden - "The 
only portion of the Safety Relief Valve Discharge Lines 
(SRVDL) still requiring analysis starts at the drywell/ 
vent line jet deflector and ends at the suppression pool 
1-quencher. A typical jet deflector-to-T-quencher SRVDL 
model has been developed for both Quad Cities and 
Dresden." 

Clarification: Sargent & Lundy (S&L) has developed a jet deflector-to-T-
quencher SRVDL model for all SRVDL's at Dresden Station 
and another model has been developed for the Quad Cities 
Station. S&L's review of the design drawings has shown 
all SRVDL's from the jet deflector to the T-quencher for 
both units at each station are similar in routing and 
support locations. This similarity resulted in the 
development of a "typical" model governing all lines for 
each station. 



R. L. Spessard 	 August 10, 1983 

Discussion on NUREG-0661 Interpretation for SRVDL 
Analysis - "Nutech identified the following . . . as 
NUREG-0661 interpretations for Sargent & Lundy analysis: 
Assumption that Mark I program covers only wetwell 
piping." 

"S&L is aware that the item (above) is an interpretation 
or exception to NUREG-0661, but S&L will defend this. 
S&L agreed to prepare Mark I position papers for 
Commonwealth Edison Company regarding the interpretation." 

The SRVDL penetration through the vent line shell forms 
the boundary between the suppression chamber (wetwell) 
SRV piping and the drywell SRV Piping. However, since 
this penetration cannot be modeled as an infinitely rigid 
anchor, a portion of the drywell piping is included in 
the wetwell analytical model. This is required to 
determine the loads and stresses on the drywell side of 
the penetration. 

The drywell portion of the system inside the vent line 
includes two pipe guides (Dresden) and one pipe guide and 
one ridgid strut (Quad Cities), and terminates near the 
jet deflector at the drywell/vent line intersection. At 
this "cut-point, " spring constants are used in the model 
to represent the stiffness of the remainder of the 
drywell system. By overlapping the wetwell model into 
the drywell in this manner, the effects of drywell piping 
on the wetwell system (and vice versa) are included. 

The results of the S&L analysis show the response of the 
piping system at the jet deflector "cut-point" is 
negligible due to hydrodynamic loads on the wetwell 
piping. The two vent line supports serve to effectively 
isolate the remainder of the drywell piping system from 
the wetwell piping. 

Based on the above points, we consider the SRVDL analysis 
performed by S&L to be in agreement with the NUREG-0661, 
requirements, and that the Sargent & Lundy position is 
not to be considered an exception to or deviation from 
NUREG-0661. 

Item #2: 

Clarification: 



R. L. Spessard 	 August 10, 1983 

Please address any questions you may have concerning this matter 
to this office. 

Sincerely, 

in  Bob Rybak 
Nuclear Licensing Administrator 

DSS/BR/rr/lm 

CC: Mr. D.H. Danielson, Region III 
I. T. Yin, Region III 
R. Gilbert - NRR 
NRC Resident Inspector - Dresden 
NRC Resident Inspector - Quad Cities 

7121N 



Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

SEP 14 1963 

9.44-cice- 
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Gentlemen: 

Thank you for your letter dated September 6, 1983, informing us of the steps 
you have taken to correct the item of noncompliance and the NRC concerns 
which we brought to your attention in Inspection Reports No. 50-254/83-19 
and No. 50-265/83-17 forwarded by our letter dated August 12, 1983. We will 
examine these matters during a subsequent inspection. 

Your cooperation with us is appreciated. 

Sincerely, 

'Thici157.1 n!cnrA by R.L., Spessard" 

R. L. Spessard, Director 
Division of Engineering 

cc: D. L. Farrar, Director 
of Nuclear Licensing 
N. Kaliyianakis, Plant 
Superintendent 

cc w ltr did 09/06/83: 
DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

4 :10t1Irl  
Choul7:./bm 
09/13/83 

RIII RIII 	RIII 

f5) 
' aficer 



0 Commonwealth Edison 
One First National Plaza, Chicago, Illinois 
Address Reply 	Post Office Box 767 
Chicago. Illinois 60690 

September 6, 1983 

Mr. R. L. Spessard, Director 
Division of Engineering - Region III 
U.S. Nuclear Regulatory Commission 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Subject: Quad Cities Station Units 1 and 2 
Response to Inspection Report Nos. 
50-254/83-19 and 50-265/83-17 
NRC Docket Nos. 50-254 and 50-265  

Reference (a): R. L. Spessard letter to Cordell Reed 
dated August 12, 1983 

Dear Mr. Spessard: 

This letter is in response to the inspection conducted by 
Messrs. N. Choules, J. Kish, and D. Hunter (July 22 only) on June 28 
through July 1, and July 22, 1983, of activities at Quad Cities Station. 
Reference (a) indicated that certain activities appeared to be in 
noncompliance with NRC requirements. The Commonwealth Edison Company 
response to the Notice of Violation is provided in the enclosure. 

In response to your request on the actions planned by 
Commonwealth Edison to evaluate the applicability of these issues at our 
other operating units we have implemented the following actions. 1.) 
Review by January 15, 1984 these events against existing procedures to 
determine their adequacy. 2.) Implement any changes, if necessary, by 
March 15, 1984. 

To the best of my knowledge and belief the statements contained 
herein and in the attachment are true and correct. In some respects 
these statements are not based upon my personal knowledge but upon 
information furnished by other Commonwealth Edison employees. Such 
information has been reviewed in accordance with Company practice and I 
believe it to be reliable. 

If you have any further questions on this matter, please direct 
them to this office. 

yo 

czkiew. 

D. L. Farrar 
Director of Nuclear Licensing 

Attachment 

cc: NRC Resident Inspector - Quad Cities 	

SEP 81983 
7245N 



Commonwealth Edison Company 

ATTACHMENT 

Response to Notice of Violation 
NRC Docket Numbers 50-254 and 50-265 

The following is the response to the item of noncompliance 
identified in the Appendix to the NRC letter dated August 12, 1983. 

1. The Quality Assurance Topical Report CE-1-A, Revision 15, Section 3.1 
(Paragraph 4) states, in part, that "Review and evaluation by the 
Architect Engineer, the Nuclear Steam Supply System Vendor and/or 
Project Engineering or the Station Nuclear Engineering Department 
will assure that designs . . . will conform to the . 	. regulatory 
requirements, SAR commitments and appropriate quality standards, as 
applicable". 

Contrary to the above, the review and evaluation of RFC Number Q1-399 
was inadequate in that the drawings and instructions associated with 
that modification incorrectly identified the spare Torus penetration 
X-215 as a trunnion. The mistake resulted from an inadequate 

consideration of an existing Torus drawing. 

Corrective Action Taken and Results Achieved  

A meeting was held involving the Station Construction Department 
and Station personnel to discuss the possibility of enhancing the 
modification review process. 

As a result of this meeting a program was devised to upgrade the 
review process for the installation of modifications. This program will 
implement a special checksheet which will be completed and signed by a 
technical station individual who presently holds a Senior Reactor 
Operator's license. This checksheet is titled, "Operational Evaluation 
Checklist". The modification work packages, which can comprise of a 
complete modification or only a specific work segment, will be reviewed 
prior to the commencement of installation and the checklist completed and 
signed. The completion of the checklist will require a consideration of 
operating plant interfaces; such as, a unit outage or Technical 
Specification requirements. In addition, any special operating 
requirements will be written on the checklist. 

To initiate the use of the new checklist for modifications, a 
letter will be included in the modification approval documents which 
instructs the Station Construction Department to utilize the checklist. 
The decision to implement this letter will be made by the Technical Staff 
Supervisor or his designee, all of whom hold Senior Reactor Operator 
licenses. This decision will be necessary since not all modifications 
will require the new checklist. 



Corrective Action to Avoid Further Noncompliance 

The implementation of the aforementioned program should prevent 
a recurrence of this and similar incidents. To further formalize this 

program, Station procedure QTP 500-11, Safety Related, Code Related, and 
Engineering Assisted Modifications, will be revised to reflect the 
enhanced review process prior to the installation of modifications. 

Date When Full Compliance Will be Achieved  

The new modification review program has been implemented and has 
been in effect since August 18. Station procedure QTP 500-11 will be 
revised and implemented by October 24, 1983. 

Finally Item 2.c. of this inspection report identified two 
additional concerns regarding this event. 

The first concern is in regards to the fact that "The Station 
Operating organization was not notified of the event until 22 hours after 
it happened." To correct this situation, Morrison Construction Company 
has discussed at a recent safety meeting with its personnel that any 
questionable items shall be reported to their immediate supervisor, who 
shall immediately report these items to CECo's Station Construction 
Department. 

Quad-Cities Station provides the following comments regarding 
the unresolved item in this inspection report involving the NRC's concern 
that Station personnel possessing adequate plant operational knowledge 
were not involved in the review of these work packages for the operating 
plant interfaces. 

The new modification review process to be completed prior to the 
start of any work will adequately provide actions to prevent a similar 
occurrence. 

In addition to the operational evaluation performed, the 
checksheet provides a review of the work to be performed to ensure this 

portion of the modification falls within the scope of the original 10 CFR 
50.59 safety evaluation. 
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Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

Thank you for your letter dated September 7, 1983, informing us of the steps you 
have taken regarding the items identified in our letter dated August 8, 1983. 
We will examine your corrective actions during a future inspection. 

Sincerely, 

e 
C. J. Paperiello, Chief 
Emergency Preparedness and 
Radiological Safety Branch 

cc: D. L. Farrar, Director 
of Nuclear Licensing 

N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 



Commonwealth Edison 
One First National Plaza, Chtcago, Illinois 
Address Reply to: Post Office Box 767 
Chicago, Illinois 60690 

September 7, 1983 

Mr. C. J. Paperiello, Chief 
Emergency Preparedness and 
Radiological Safety Branch - Region III 
U.S. Nuclear Regulatory Commission 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Subject: Quad Cities Station Units 1 and 2 
Response to Inspection Report Nos. 
50-254/83-21 and 50-265/83-19 
NRC Docket Nos. 50-254 and 50-265  

Reference (a): C. J. Paperiello letter to Cordell Reed 
dated August 8, 1983. 

Dear Mr. Paperiello: 

This letter is in response to the inspection conducted by 
Messrs. A. G. Januska and S. Rozak on July 5 through 8, 1983, of activi-
ties at Quad Cities Station. Although no items of noncompliance were 
identified, the NRC requested a response, within thirty days, of actions 
we planned to take regarding the Canberra alpha/beta counter and 
maintenance of the environmental air samplers. The Commonwealth Edison 
Company response to this concern is provided in the enclosure. 

To the best of my knowledge and belief the statements contained 
herein and in the attachment are true and correct. In some respects 
these statements are not based upon my personal knowledge but upon 
information furnished by other Commonwealth Edison employees. Such 
information has been reviewed in accordance with Company practice and I 
believe it to be reliable. 

If you have any further questions on tnis matter, please direct 
them to this office. 

Very truly yours, 

Farrar 7 
tor of Nuclear Licensing 

8R/lm 

Attachment 

cc: NRC Resident Inspector - Quad Cities 
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ATTACHMENT 

1. Alpha Monitoring 

The alpha monitoring capability at Quad Cities is currently 
under investigation. The Station is pursuing two avenues for 
purchasing a Eberline Model SAC-4 scintillation alpha counter to 
replace the Canberra unit. Investigation of the performance of the 
Canberra counters will be done with the Eberline SAC-4, and an 
independent laboratory and will begin after calibration of the 
Eberline counter. Calibration sources for this purpose are currently 
on order. Results of the comparisons will be sent to NRC Region III 
for review. 

Until the investigation is satisfactory completed, the Station 
will send samples that require alpha analysis (by Section 4.8 of the 
Technical Specifications) to Dresden Station for analysis with their 
Eberline SAC-4, or to an independent laboratory. 

2. Environmental Air Sampler Maintenance  

The Environmental Radiological Monitoring Program is administered 
by the supervisor of Emergency Planning, Technical Services Nuclear 
(TSN). As such, a letter was written to TSN requesting that the NRC's 
concerns about field technician practices be rectified. 

TSN has consulted wih the Environmental Contractor and arranged 
for installation of new flow meters on all 16 air samples surrounding 
the Quad Cities Station. The new flow meters are on order from the 
supplier. TSN has also assured Quad Cities Station that the 
contracted field technicians will be re-instructed by their employer 
on the proper procedures to use when taking samples. The general 
repair of the sample pumps will be reviewed, and air sampler housings 
will be painted, if needed. 

In addition, TSN is planning a program of sample collection with 
the contracted field technicians, to be performed on an annual basis, 
with the goal of ensuring the proper procedures are being followed, 
and that sampler maintenance is appropriate. 

Following the NRC Inspection, two station Health Physicists 
visited each of the air sample stations and revised the instruction 
on locating the sites. A week later, the same individuals revisited 
each site to check the directions for completeness. The revised 
directions are being reviewed will replace the old directions by 
October 1, 1983. 

7255N 
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Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

Thank you for your letter dated September 8, 1983, informing us of the steps 
you have taken to correct the noncompliance which we brought to your attention 
in Inspection Reports No. 50-254/83-20 and 50-265/83-18 forwarded by our letter 
dated August 16, 1983. We will examine these matters during a subsequent 
inspection. 

Your cooperation with us is appreciated. 

Sincerely, 

"Original Signed by C.E. 
C. E. Norelius, Director 
Division of Project and 

Resident Programs 

cc: D. L. Farrar, Director 
of Nuclear Licensing 

N. Kalivianakis, Plant 
Superintendent 

cc w/ltr dtd 9/8/83: 
DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 
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Commonwealth Edison 
One First National Plaza, Chicago, Illinois  
Address Reply to: Post Office Box 767 
Chicago, Illinois 60690 

September 8, 1983 

Mr. C. E. Norelius, Chief 
Division of Project and 
Resident Programs - Region III 
U.S. Nuclear Regulatory Commission 
799 Roosevelt Road 
Glen Ellyn, IL 60137 

Subject: Quad Cities Station Units 1 and 2 
Response to Inspection Report Nos. 
50-254/83-20 and 50-265/83-18 
NRC Docket Nos. 50-254 and 50-265  

Reference (a): C. E. Norelius letter to Cordell Reed 
dated August 16, 1983. 

Dear Mr. Norelius: 

This letter is in response to the inspection conducted by Mr. N. 
J. Chrissotimos on July 1 through August 1, 1983, of activities at Quad 
Cities Station. Reference (a) indicated that certain activities appeared 
to be in noncompliance with NRC requirements. The Commonwealth Edison 
Company response to the Notice of Violation is provided in the enclosure. 

To the best of my knowledge and belief the statements contained 
herein and in the attachment are true and correct. In some respects 
these statements are not based upon my personal knowledge but upon 
information furnished by other Commonwealth Edison employees. Such 
information has been reviewed in accordance with Company practice and I 
believe it to be reliable. 

If you have any further questions on this matter, please direct 
them to this office. 

Very .!/Fuly yours,_ 

—) 

D. L. L. Farrar 
Director of Nuclear Licensing 

BR/lm 

Attachment 

cc: NRC Resident Inspector - Quad Cities 
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Commonwealth Edison Company 

ATTACHMENT 

Response to Notice of Violation 

NRC Docket Numbers 50-254 and 50-265 

The following paragraphs is the response to the item of non- 

compliance identified in the Appendix to the NRC letter dated August 16, 

1983. 

Technical Specification 6.2.A.7 requires that detailed written procedures 
shall be adhered to covering surveillance and testing requirements. Core 

Spray Pump Discharge Functional Pressure Test procedure, Q15-23-2, step 
F.10, requires the Instrument Mechanic to open the isolation valve and 

seal it open. Weekly Suppression Chamber Level Verification procedure, 

005 1600-25, step F.3,  requires the Operator to close and lock the local 

sightglass isolation valves. 

I. Contrary to the above, during the functional pressure test conducted 
on June 23, 1983, isolation valves on the Core Spray Discharge 

pressure switches l C' and 'D' were left closed and sealed. 

2. Contrary to the above, during the weekly Suppression Chamber level 

verification conducted on July 12, 1983, an isolation valve on the 
Suppression Chamber sightglass was left opened and locked. 

Quad-Cities Station acknowledges the fact that isolation valves on 

two of the Core Spray pressure switches and the Pressure Suppression 

Chamber sightglass were left mispositioned. 

Corrective Action Taken and Results Achieved  

1. Upon discovery of this occurrence, the Core Spray pressure switches 

were immediately repositioned to their normal open status. An 

instrument valve audit was performed by Instrument Maintenance 

personnel which verified that no other instrumentation had been left 

inoperable. 	In addition, all surveillances for the previous month, 
which were completed by the individual responsible for the valving 

error, were double-checked to assure the proper valve configuration. 

A "tailgate session" was conducted between the Instrument Maintenance 

Department personnel and Station Management as to the seriousness 

and potential repercussions of such errors. 



The Instrument Mechanic responsible for this error was disciplined 
for failure to follow Station procedures. 

2. The immediate corrective action was to close and lock the isolation 
valve after performing the weekly Suppression Chamber Level Verifica-
tion. An investigation identified the individual who inadvertently 
locked the wrong valve. While interviewing the individual, it 
became apparent that he had performed this surveillance correctly 
numerous times in the past and could not recall closing and locking 
the wrong valve. He was instructed in the future to pay attention 
to the work he is performing regardless of the number of times he has 
accomplished the chore. Likewise, at the weekly Operating 
Department meeting, all Operating personnel were reminded to concen-
trate on the job at hand. 

Corrective Action to Avoid Further Non-Compliance  

I. To avoid an occurrence of a similar nature, a new system has been 
devised which will ensure that the instrument valves have been 
returned to their proper position. This system involves a second 
verification of the final valve position by a qualified individual. 
The verification is performed immediately following the completion 
of the surveillance. To document the second verification, a sign-
off has been added to those instrument surveillance procedure 
checksheets involving safety related equipment. 

2. A review of the weekly Suppression Chamber level verification 
procedure was completed and was considered adequate. However, in 
an effort to avoid recurrence of this incident the procedure will 
be revised to further clarify the exact valves required to be 
isolated. Valve numbers will be assigned to these valves and 
identified as such in the procedure. A drawing change request will 
be initiated to accurately reflect the isolation valve numbers on 
the appropriate prints. 

Date When Full Compliance Will Be Achieved  

1. All applicable QIS procedure changes have been submitted. Full 
implementation of these procedures will be accomplished by September 
15, 1983. The new second independent verification system was 
implemented by July 1, 1983. 

The Weekly Suppression Chamber Level Verification procedure, QOS 1600-
25, will be revised and implemented by October 10, 1983. The drawing 
change request which reflects the new valve numbers has been submitted. 
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Docket Nos. 50-10, 50-237, 50-249; 
50-254, 50-265; 50-295, 50-304; 50-373, 
50-374; 50-454, 50-455; 50-456, 50-457 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the meeting conducted between Commonwealth Edison Company 
and Region III management on September 9, 1983. This was the second in a 
series of meetings to discuss ways to improve licensee regulatory 
performance and communications between Commonwealth Edison and the NRC. 
This meeting focussed primarily on the area of communications. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosures 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the 
requirements of 2.790(b)(1). If we do not hear from you in this regard within 
the specified periods noted above, a copy of this letter and the enclosed 
inspection report will be placed in the Public Document Room. 

r", 



Commonwealth Edison Company 	2 	 • 

Please let us know if you have any questions regarding this report. 

Sincerely, 

C. E. Norelius, Director 
Division of Project and 

Resident Programs 

Enclosure: Inspection Reports 
No. 50-10/83-18(DPRP); No. 50-237/83-27(DPRP); 
No. 50-249/83-25(DPRP); No. 50-254/83-27(DPRP); 
No. 50-265/83-26(DPRP); No. 50-295/83-19(DPRP); 
No. 50-304/83-20(DPRP); No. 50-373/83-38(DPRP); 
No. 50-374/83-38(DPRP); No. 50-454/83-44(DPRP); 
No. 50-455/83-33(DPRP); No. 50-456/83-14(DPRP); 
No. 50-457/83-13(DPRP) 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
D. J. Scott, Sta. Supt. 
N. Kalivianakis, Plant Supt. 
K. L. Graesser, Sta. Supt. 
D. L. Shamblin, Site Constr. Supt. 
T. E. Quaka, QA Supt. 
G. J. Diederich, Sta. Supt. 
R. H. Holyoak, Project Manager 
V. I. Schlosser, Project Manager 
Gunner Sorensen, Site Project Supt. 
R. E. Querio, Sta. Supt. 
M. Wallace, Project Manager 
R. Cosaro, Project Supt. 
J. F. Gudac, Sta. Supt. 
DEB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Resident Inspector, RIII Byron 
Resident Inspector, R1II 

Braidwood 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

Mayor, City of Zion 
Ms. Jane M. Whither 
Diane Chavez, DAARE/SAFE 
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U.S. NUCLEAR REGULATORY COMMISSION 

REGION III 

Reports No. 50-10/83-18(DPRP); 50-237/83-27(DPRP); 
50-249/83-25(DPRP) ; 50-254/83-27(DPRP); 
50-265/83-26(DPRP) ; 50-295/83-19(DPRP); 
50-304/83-20(DPRP) ; 50-373/83-38(DPRP); 
50-374/83-38(DPRP) ; 50-454/83-44(DPLF); 
50-455/83-33(DPRP) 50-456/83-14(DPRP); 
50-457/83-13(DPRP) 

Docket Nos. 50-10, 50-237, 50-249; 
50-254, 50-265; 50-295, 
50-304; 50-373, 50-374; 
50-454, 50-455; 50-456, 
50-457 

Licensee: Commonwealth Edison Company 
P. O. Box 767 
Chicago, IL 60690 

Licenses No. DPR-2; DPR-19; D1'R-25; 
DPR-29; DPR-30; DPR-39; 
DPR-48; NPF-11; CPPR-100; 
CPPR-130; CPPR-131; 
CPPR-132; CPPR-133 

Facility Name: Dresden 1, 2, 3; Quad Cities 1, 2; Zion 1, 2; LaSalle 1, 2; 
Byron 1,2; and Braidwood 1,2 

Meeting Held At: Commonwealth Edison Company Corporate Offices 
Chicago, IL 

Meeting Date: September 9, 1983 

Prepared By: C. E. Norelius, Director 	-e 	TuiztLt 	/g3 
Division of Project and 
	

Date 
Resident Programs 

Reviewed By: A. B. Davis 
Deputy Regional Administrator 

/C1.141-3 

Meeting Summary 

   

    

Meeting on September 9, 1983 (Reports No. 50-10/83-18(DPRP);  
50-237/83-27(DPRP); 50-249/83-25(DPRP); 50-254/83-27(DPRO;  
50-265/83-26(DPRP); 50-295/83-19(DPRP); 50-304/83-20(DPRP);  
50-373/83-38(DPRP); 50-374/83-38(DPRP); 50-454/83-44(DPRP);  
50-455/83-33(DPRP); 50-456/83-14(DPRP); 50-457/83-13(DPRP)  
This was the second in a series of management meetings aimed at improving 
licensee regulatory performance and enhancing communications between NRC and 
Commonwealth Edison Company. This meeting provided an update of actions 
initiated by NRC and Commonwealth Edison Company as a result of the first 
meeting and (2) involved considerable discussion regarding the area of 
communications and attitudes. 
Results: No noncompliances resulted from the meeting. 



DETAILS 

1. Meeting Attendees  

The following individuals attended the meeting. 

Commonwealth Edison Company  

Cordell Reed, Vice President 
J. Maley, Manager of Projects 
W. Shewski, Manager, Quality Assurance 
D. Farrar, Director of Licensing 
D. Galle, Division Vice President and General Manager for Nuclear 

Stations 
L. DelGenrge, Assistant to the Assistant Vice President 
R. Jortberg, Director of Nuclear Safety 

NRC Representatives  

A. B. Davis, Deputy Regional Administrator 
R. L. Spessard, Director, Division of Engineering 
J. A. Hind, Director, Division of Radiological and Materials Safety 
Programs 

C. E. Norelius, Director, Division of Project and Resident 
Programs 

R. Knop, Chief, Projects Branch 1 
W. S. Little, Chief, Engineering Branch 1 

2. Results of First Meeting  

A. B. Davis related the action taken by the NRC staff as a result of the 
first meeting. Principally, these were to increase our communications 
with QA people at the sites and to advise the Regional Inspection Staff 
of our awareness of increased QA involvement in the decision-making 
process, and to encourage inspectors to obtain information from the 
appropriate people while conducting inspections, that is, QA information 
from QA people, construction information from construction projects 
people, etc. 

Mr. Maley reported that he had held special meetings with the 
construction site project managers, and has attempted to communicate the 
need for more QA involvement on decisions regarding corrective actions 
that may be required. He also encouraged project managers to fulfill NRC 
inspector requests as fully as possible. 

Mr. Shewski indicated that there has been more QA involvement on a 
day-to-day basis. He discussed the results of his meetings with QA 
personnel, and has encouraged more visibility of QA supervisors onsite. 
Mr. Shewski also noted that the major audit at Byron Station had been 
completed. The audit team involved 33 people, and included increased 
supervisory effort. There were 26 findings, 16 observations, but no 
major breakdowns identified. He felt the audit had been very successful, 
and will encourage the team approach in future audits. Mr. Shewski 

2 



suggested that it would be profitable to have more one-on-one meetings 
between him and individual NRC managers to discuss QA issues and problems 
at Commonwealth sites. 

Mr. Galle reported that he had discussed the results of the first meeting 
during a meeting with all operating plant superintendents. He stressed 
that there was further need to have QA more involved at the operating 
sites as well. Action is underway to work on the high priority items at 
the operating plants which were identified in the previous meeting. 
Mr. Galle indicated that he would like to have NRC management attend some 
of his superintendent's meetings to generally discuss some of the problem 
areas directly with the plant superintendents. 

D. Farrar indicated that he has been working to promote discussions of 
controversial issues with the NRC prior to formally responding in writing 
to assure that the issues are clearly understood. He is conducting 
reportability seminars at all sites. 

3. 	Communications  

This area was discussed extensively to determine ways in which 
communications could be opened to enhance the inspection process. 
Commonwealth Edison representatives stated that they have difficulties in 
that at times they are asked to respond to questions when they do not 
know the particular direction that the inspector is coming from. This is 
particularly true when NRC is dealing with allegations, and because of 
NRC policy, the allegations specifically cannot be reported to the 
licensee while the inspection process is underway. Secondly, they were 
concerned that at times individual inspectors or supervisors may make the 
remarks which are perceived by Commonwealth employees to be threatening. 
These remarks are related to possible NRC actions as a result of inspec-
tion findings. Third, they were concerned with unsubstantiated adjectives 
or overexaggerations in inspection reports. Lastly, they expressed con-
cerned that sometimes, the noncompliances set forth in final inspection 
reports are different than they understand them to be at the time of the 
exit interview. 

The NRC staff related the problems they find is that it appears that 
information is difficult to obtain during inspections. That is, 
questions by inspectors are answered very narrowly. This results at 
times in later correspondence revealing additional information which, had 
it been known at the time of the inspection, would have improved NBC's 
understanding and possibly changed the results of the inspections. 
Secondly, concern was expressed that written responses to Notices of 
Violation sometimes focus of narrow arguments, but avoid addressing the 
basic problems. Generally, it seemed to be the concensus that the 
problems encountered surface primarily on construction sites as opposed 
to the operating plant items. Mr. DelGeorge offered the observation that 
this may be due in part to the greater preciseness of the regulatory 
requirements for operating plants and the greater areas of interpretation 
of requirements and standards which are involved in construction sites. 

3 



It was agreed that each NRC and Commonwealth would try to obtain from 
their respective staffs more specific information on what problems have 
led to the communications difficulties, and obtain specific suggestions 
on what can be done to enhance communications. The NRC staff also 
indicated they would restress to their staff the importance of not using 
words that would be perceived by licensee staff as being threatening, and 
to reaffirm its policy with regard to only including factual information 
in inspection reports. It was agreed to meet again to further discuss 
this issue. 

4 



!OCT 1 6 1984 
Docket Nos. 	50-10; 50-237; 50-249; 
50-254; 50-265; 50-295; 50-304; 
50-373; 50-374; 50-454; 50-455; 
50-456; 50-457 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the meeting conducted between Commonwealth Edison Company and 
Region III management on September 7, 1984. The purpose of the meeting was to 
discuss the status of the Regulatory Performance Improvement Program at 
Commonwealth Edison's operating and construction sites. 

The attached meeting report sets forth the items discussed. There were no 
noncompliances noted as a result of the meeting. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosure(s) 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of 
the date of this letter. Such application must be consistent with the re-
quirements of 2.790(b)(1). If we do not hear from you in this regard within 

the specified periods noted above, a copy of this letter and the enclosed 
inspection reports will be placed in the Public Document Room. 



Commonwealth Edison Company 	2 	JOCT 1 R 1984 

Please let us know if you have any questions regarding this report. 

Sincerely, 

C. E. Norelius, Director 
Division of Reactor Projects 

Enclosures: 	Inspection Reports 
No. 50-10/84-14(0RP); 
No. 50-237/84-17(DRP); 
No. 50-249/84-16(ORP); 
No. 50-254/84-17(ORP); 
No. 50-265/84-15(DRP); 
No. 50-295/84-18(DRP); 
No. 50-304/84-19(DRP); 
No. 50-373/84-22(DRP); 
No. 50-374/84-29(DRP); 
No. 50-454/84-68(DRP); 
No. 50-455/84-46(DRP); 
No. 50-456/84-27(DRP); 
No. 50-457/84-26(DRP) 
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MCI 1 6 1984 

cc w/encls: 
D. L. Farrar, Director of 

- Nuclear Licensing 
B. J. Thomas, Executive 

Vice President 
D. Galle, Division Vice President 
and General Manager, Nuclear 
Station Division 

N. Kalivianakis, Quad Cities Station 
D. J. Scott, Dresden Station 
R. E. Querio, Byron Station 
J. F. Gudac, Braidwood Station 
K. L. Graesser, Zion Station 
G. J. Diederich, LaSalle Station 
W. P. Worden, Operations Mgr.-BWR 
F. A. Palmer, Manager, Nuclear Safety 
W. C. Roberts, Division Industrial 

Relations Manager 
B. B. Stephenson, Manager of 

Production 
G. P. Wagner, Operations Mgr.-BWR 
DMB/Document Control Desk (RIDS) 
Senior Resident Inspector, RIII Dresden 
Senior Resident Inspector, RIII LaSalle 
Senior Resident inspector, RIII Quad Cities 
Senior Resident Inspector, RIII Zion 
Senior Resident Inspector, RIII Byron 
Senior Resident Inspector, RIII Braidwood 
Phyllis Dunton, Attorney General's 

Office, Environmental Control Div. 
Mayor, City of Zion 
Ms. Jane M. Whicher 
Diane Chavez, DAARE/SAFE 
S. Campbell, DAME/SAFE 
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Prepared By: J. F. Suermann, Inspection 
Project Manager, CUP 
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Meeting Summary 
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50-304/84-19(DRP); 50-373/84-22(DRP)- 50-374/84-29(DRP); 50-454/84-68(0RP); 

This was a meeting 50-455/84-46(DRP); 50-456/84-27(DRP); 50-457/84-26(DRP)). 
n a continuing series of management meetings aimed at improving licensee 

regulatory performance and enhanc'ng two-way communications between the USNRC 
and Commonwealth Edison Company. This meeting provided an update of actions 
initiated by USNRC and Commonwealth Edison Company as a result of past meetings 
and involved discussion down to the plant superintendent level regarding the 
effectiveness of the program, particularly in the areas of worker perceptions 
and individual plant overall improvements. 
Results: No noncompliances resulted from the meeting. 
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DETAILS 

1. 	Meeting Attendees  

The following individuals attended the meeting. 

Commonwealth Edison Company 

B. J. Thomas, Executive Vice President 
Cordell Reed, Vice President of Nuclear Operations 
D. Galle, Division Vice President and General Manager for Nuclear Stations 
O. Farrar, Director of Nuclear Licensing 
F. Palmer, Manager, Nuclear Safety 
B. Stephenson, Manager of Production 
G. Wagner, PWR Operations Manager 
W. Warden, BWR Operations Manager 
W. Roberts, Industrial Relations Manager 
N. Kalivianakis, Superintendent, Quad Cities 
D. Scott, Superintendent, Dresden 
R. Querio, Superintendent, Byron 
J. Gudac, Superintendent, Braidwood 
K. Graesser, Superintendent, Zion 
G. Diederich, Superintendent, LaSalle 

U.S. NRC Representatives 

of Reactor Projects 
of Reactor Safety 

J. 
A. 
C. 
R. 

G. 
B. 
E. 
L. 

Keppler, Regional Administrator 
Davis, Deputy Regional Administrator 
Norelius, 	Director, Division 
Spessard, 	Director, 	Division 

W. D. Shafer, Chief, Projects Branch 2 
N. J. Chrissotimos, 	Chief, 	Projects Section 2C 
J. F. Suermann, 	Inspection Project Manager, Section 2A 
A. L.  Madison, 	SRI, Quad Cities 
T. M.  Tongue, SRI, Dresden 
M. M. Holzmer, 	SRI, Zion 
M. J. Jordan, SRI, 	LaSalle 

2. 	Topics Discussed  

The Commonwealth Edison Company (CECo) representatives presented an over-
view of the Regulatory Performance Improvement Program (RPIP) developments 
since the May 18, 1984 meeting and highlighted the results of a G. E. study 
dealing with the RPIP at the CECo sites. Additionally, CECo presented 
examples and statistics of their improved performance; each station super-
intendent gave a short overview of major developments or initiatives at his 
plant; and, finally some new program initiatives and the current overall 
status of where CECo is and where they are headed was presented. 
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CECo's top priority for the current calendar year is to strive for an operating 
year free of civil penalties and they are aiming at eventually achieving a 
state of operation under the RPIP such that there will be no major regulatory 
concerns raised by the U.S. NRC over their activities. CECo has been 
trending each plant's overall performance in a number of area-s they consider 
to be critical (LER's, personnel errors, etc.) and on a utility-wide basis 
the trend is showing generally improved performance in 1984 relative to past 
years and also relative to the 1984 Region III average (based on the utility's 
data). There are plant specific exceptions to the overall trend and these 
are being looked at closely to determine their causes. 

CECo noted that both their own assessments and also the G. E. study observed 
a change in employee attitudes at the lowest levels towards the implementa-
tion of the RPIP at the sites (CECo employees know the program better by the 
CECo acronym of the "Pro Program"). Employee attitudes are shifting from 
positive to negative. The change is attributed mainly to an employee 
perception that the program is punitive in nature and that it is being 
administered in a top-to-bottom fashion within the organization. 

CECo noted some apprehensiveness on the part of the station superintendents 
over the stronger corporate involvement at the sites (through such means as 
the overview superintendent) being exercised under RPIP. The apprehension 
is being overcome through better communication between corporate and plant 
personnel regarding individual responsibilities and also through greater 
familiarity with seeing corporate personnel on site more frequently as the 
program matures. 

Mr. Reed noted that an eventual goal of RPIP is to embrace the Byron and 
Braidwood plants and various alternatives are being explored to accomplish 
this, including the use of a pilot plan. CECo was of the opinion that, 
although they are not yet where they want to be under RPIP, they are 
making detectable progress. RPIP has had an overall positive effect on 
the company, even at the corporate levels where it is felt that management 
meetings, for example, are more productive due to a lack of an adversarial 
atmosphere. A possible future initiative being considered is a "SCRAM" 
reduction program. 

3. 	Region III Overview 

The overall Region III impression of CECo's progress to date under RPIP was 
a favorable one. Various levels of the Regional management have noted 
improvements in the form of faster identification and correction of problems, 
assignment of individual responsibilities at the various sites, and more 
participative senior corporate presence at the plants. 

Mr. Keppler noted that from the data presented by CECo that the LaSalle 
plant does not appear to be performing as well as its sister plants, 
especially in view of the accumulated experience to date on boiling water 
reactors within the CECo staff. This situation bears watching but should 
not detract from the overall and clearly discernible improvement in the 
operation at the operating plants since the inception of RPIP. Mr. Keppler 
cautioned CECo that, in view of the marked improvements they have made 
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under RPIP, they should be careful to identify what effects will result 
from any planned changes to what appears to be an initially sound imple-
mentation of the RPIP within CECo. 

Mr. Keppler concluded the meeting on a positive note that CECo's operations 
have improved over a year ago. Most plant have improved but.CECo is not 
yet, in his opinion, where he would like them to be and where they are 
capable of being. The Regional staff was in agreement that the meeting 
was helpful and that it was a productive communications forum. 

All parties present agreed to meet again in early January 1985 to further 
discuss the RPIP implementation. 
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October 26, 1984 

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

Thank you for your letter dated October 22, 1984, informing us of the steps 
you are taking to correct the emergency preparedness exercise weaknesses that 
were identified in Inspection Report Nos. 50-254/84-09 and 50-265/84-08 
and our letter dated September 25, 1984. We will examine these corrective 
actions during a future inspection. 

Sincerely, 

L. R. Gre er, Chief 
Emergency Preparedness and 
Radiological Protection Branch 

cc: D. L. Farrar, Director 
of Nuclear Licensing 

Resident Inspector, RIII 

cc w/ltr dtd 10/22/84: 
N. Kalivianakis, Plant 
Superintendent 

DMB/Document Control Desk (RIDS) 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

D. Matthews, EPB, OIE 
W. Weaver, FEMA, Region V 
T. Hogan, FEMA, Region VII 
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Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the meeting conducted between Commonwealth Edison Company and 
Region III  management on October 19, 1983. This was the third in a series of 
meetings to discuss ways to improve licensee regulatory performance and 
communications between Commonwealth Edison and the NRC. This meeting was 
directed toward improved communications with Commonwealth Edison Plant 
Superintendents. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosures 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of the 
date of this letter. Such application must be consistent with the requirements 
of 2.790(b)(1). If we do not hear from you in this regard within the specified 
periods noted above, a copy of this letter and the enclosed inspection report 
will be placed in the Public Document Room. 



Commonwealth Edison Company 
	

2 	 NOV 0 7 1983 

Please let us know if you have questions regarding this report. 

Sincerely, 

414--‘ 
C. E. Norelius, Direct r 
Division of Project and 
Resident Programs 

Enclosure: Inspection Report 
No. 50-10/83-20(DPRP); No. 50-237/83-30 (DPRP); 
No. 50-249/83-28(DPRP); No. 50-254/83-29(DPRP); 
No. 50-265/83-29(DPRP); No. 50-295/83-23(DPRP); 
No. 50-304/83-24(DPRP); No. 50-373-83-43(DPRP); 
No. 50-374/83-47(DPRP); No. 50-454/83-50(DPRP); 
No. 50-455/83-36(DPRP); No. 50-456/83-15(DPRP); 
No. 50-457/83-14(DPRP); 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
D. J. Scott, Sta. Supt. 
N. Kalivianakis, Sta. Supt. 
K. L. Graesser, Sta. Supt. 
G. J. Diederich, Sta. Supt. 
R. E. Querio, Sta. Supt. 
J. F. Gudac, Sta. Supt. 
DME/Document Control Desk (RIDS) 
Resident Inspector, RIII Dresden 
Resident Inspector, RIII Byron 
Resident Inspector, RIII Quad-Cities 
Resident Inspector, RIII Zion 
Resident Inspector, RIII LaSalle 
Resident Inspector, RIII Braidwood 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

Mayor, Cith of Zion 
Ms. Jane M. Whicher 
Diane Chavez, DAARE/SAFE 
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Reviewed By: A. B. Davis 
Deputy Regional Administrator 
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Meeting Summary 

Meeting on October 19, 1983 (Reports No. 50-10/83-20(DPRP);  
No. 50-237/83-30 (DPRP); No. 50-249/83-28(DPRP); No. 50-254/83-29(DPRP);  
No. 50-265/83-29(DPRP); No. 50-295/83-23(DPRP); No. 50-304/83-24(DPRP);  
No. 50-373-83-43(DPRP); No. 50-374/83-47(DPRP); No. 50-454/83-50(DPRP);  
No. 50-455/83-36(DPRP); No. 50-456/83-15(DPRP); No. 50-457/83-14(DPRP);  
This was the third in a series of management meetings aimed at improving 
licensee regulatory performance and enhancing communications between NRC and 
Commonwealth Edison Company. This meeting provided an update of actions 
initiated by Commonwealth Edison Company in the area of plant operations and 
involved specific discussions with the plant superintendents as to actions 
taken to improve communications at their sites and with the NRC. 



DETAILS 

1. Introduction  

On October 19, 1983, NRC and Commonwealth Edison management met as a part 
of a series of meetings to discuss regulatory performance and 
communications between NRC and Commonwealth Edison Company. The attendees 
at this meeting are set forth in the attachment. 

2. Improvements in Commonwealth Edison's Program 

Mr. D. Galle, General Manager for Nuclear Stations, provided a status 
report on the actions underway to improve the licensee's performance in 
the area of plant operations. He specifically addressed the top priority 
items (as identified in the July. 26, 1983 meeting) and provided 
information as to actions that were being taken. New, comprehensive 
procedures have been written which cover the areas of "Potentially 
Significant Events," "Plant Startup After Trip," and "Conduct of 
Operations." These procedures comprise reorganization and a refocussing 
of existing company policy and procedures, which in connection with 
planned training activities should improve performance in these areas. He 
noted that an other area of high priority, improving individual 
accountability, was an ongoing activity and encompassed the procedural 
revisions and the special related training. He also noted that the area 
of self-examination to find better ways of doing the job had been 
initiated by an earlier plant superintendent meeting. 

3. Separate Station Activities  

Each of the Station Superintendents described the efforts they have put 
forth in recent months in improving communications. While there was some 
variation, each described meetings that they have had with their 
respective staffs. These meetings covered specific events such as the 
Salem event, the new directives issued by the company as discussed in the 
previous paragraph, means of reducing errors, and the needs of NRC 
requirements in gathering information to try to make their staffs more 
aware of NRC requirements. 

4. Plans for Uniforms for Byron Station Employees 

Mr. Querio presented a pilot program, intended to be implemented in 
November, which will provide certain typeS of dress uniforms for various 
management people at Byron Station. He indicated that there appears to be 
some positive feedback toward the initiation of this program at this time. 

5. Discussion of Items of Concern 

The Station Superintendents expressed particular items of concern which 
they think have an impact on their operations. These are: 
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a. A large number of NRC required backfit items which require plant 
modifications have resulted in substantial numbers of workmen in the 
control room; the presence of numerous workmen making modifications 
is a distraction which effects control room operation. 

b. The increased paperwork requirements have detracted from the ability 
of supervisors to spend time out in the plant looking at hardware and 
operations, and may have detracted from safe performance. 

c. There are some problems which exist with the Technical Specification 
interpretations. 

d. A problem was expressed with NRC inspectors observing licensee 
operations without talking to the operators or other individuals 
involved to assure that they understand the actual activities. As a 
result, the inspectors have come to improper conclusions as to the 
individual's awareness of activities or as to their actions. 

e. There may be a detrimental effect which results from taking harsh 
enforcement action on too many items which have little safety 
significance; it develops a feeling among the operators that no 
matter how hard one tries, there is no room for any error and the end 
result is not to try to do better. 

f. Concern was expressed that from time to time interpretations of 
specific regulations change. 

The NRC representative discussed the concerns with the Plant 
Superintendents. With regard to matters where the NRC staff has direct 
control, actions will be initiated to try to correct them. The NRC 
representatives stated their willingness to discuss differences in 
interpretations of requirements to try to correct or clarify the nature of 
the requirements. 

Mr. Reed expressed a 
helpful in resolving 
acknowledged that to 
would do our best to 
within the NRC staff 
requirements. 

concern that the Region III staff could be more 
issues that are raised. NRC representatives 
the extent that there are unclear requirements, we 
take prompt action to identify the appropriate people 
to obtain a clear resolution of the regulatory 

Conclusions  

A. B. Davis summarized, for the benefit of the Plant Superintendents, some 
of the requirements and pressures on the NRC Region III staff and 
explained our interest in assuring good licensee regulatory performance. 
He reviewed regulatory improvement programs which have been initiated at 
other licensee sites. Generally, these have tended to result in improved 
performance. The Sall' ratings for all the plants in Region III for SALP 
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periods 2, 3, and 4 (to the extent SALP 4 reviews were completed,) were 
distributed for the licensee representatives information. 

Mr. J. J. O'Connor commented on the benefits of the ongoing meetings 
between NRC and Commonwealth Edison Company. He endorsed the discussions 
with regard to cooperation for prompt resolution of regulatory issues and 
continued communications between the staffs. He expressed a concern that, 
while in his view, overall safety of operations has improved at the 
nuclear facilities, public confidence in nuclear power appears to have 
erroded. He indicated that higher civil penalties issued at a lower 
threshhold may have contributed to this problem in public perception. The 
NRC staff advised that changes to the NRC Enforcement Policy were now 
being proposed and encouraged Mr. O'Connor and his staff to include their 
comments in response to the publication of proposed changes to the 
enforcement policy. 
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ATTACHMENT 

October 19, 1983 Meeting Attendees 

Commonwealth Edison Company 

J. J. O'Connor, President and Chief Executive Officer 
B. Thomas, Executive Vice President 
Cordell Reed, Vice President 
D. Farrar, Director of Licensing 
D. Galle, Division Vice President and General Manager for Nuclear 

Stations 
. Jortberg, Director of Nuclear Safety 

D. Scott, Superintendent, Dresden 
N. Kalivianakis, Superintendent, QuadrCities 
K. Graesser, Superintendent, Zion 
G. Diederich, Superintendent, LaSalle 
R. Querio, Superintendent, Byron 
J. Gudac, Superintendent, Braidwood 

NRC Representatives 

A. B. Davis, Deputy Regional Administrator 
R. L. Spessard, Director, Division of Engineering 
C. E. Norelius, Director, Division of Project and Resident Programs 
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Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

This refers to the meeting conducted between Commonwealth Edison Company and 
Region III  management on October 19, 1983. This was the third in a series of 
meetings to discuss ways to improve licensee regulatory performance and 
communications between Commonwealth Edison and the NRC. This meeting was 
directed toward improved communications with Commonwealth Edison Plant 
Superintendents. 

In accordance with 10 CFR 2.790(a), a copy of this letter and the enclosures 
will be placed in the NRC Public Document Room unless you notify this office, 
by telephone, within ten days of the date of this letter and submit written 
application to withhold information contained therein within thirty days of the 
date of this letter. Such application must be consistent with the requirements 
of 2.790(b)(1). If we do not hear from you in this regard within the specified 
periods noted above, a copy of this letter and the enclosed inspection report 
will be placed in the Public Document Room. 



Commonwealth Edison Company 
	

2 	 NOV 0 7 1983 

Please let us know if you have questions regarding this report. 

Sincerely, 

414--‘ 
C. E. Norelius, Direct r 
Division of Project and 
Resident Programs 

Enclosure: Inspection Report 
No. 50-10/83-20(DPRP); No. 50-237/83-30 (DPRP); 
No. 50-249/83-28(DPRP); No. 50-254/83-29(DPRP); 
No. 50-265/83-29(DPRP); No. 50-295/83-23(DPRP); 
No. 50-304/83-24(DPRP); No. 50-373-83-43(DPRP); 
No. 50-374/83-47(DPRP); No. 50-454/83-50(DPRP); 
No. 50-455/83-36(DPRP); No. 50-456/83-15(DPRP); 
No. 50-457/83-14(DPRP); 

cc w/encl: 
D. L. Farrar, Director 

of Nuclear Licensing 
D. J. Scott, Sta. Supt. 
N. Kalivianakis, Sta. Supt. 
K. L. Graesser, Sta. Supt. 
G. J. Diederich, Sta. Supt. 
R. E. Querio, Sta. Supt. 
J. F. Gudac, Sta. Supt. 
DME/Document Control Desk (RIDS) 
Resident Inspector, RIII Dresden 
Resident Inspector, RIII Byron 
Resident Inspector, RIII Quad-Cities 
Resident Inspector, RIII Zion 
Resident Inspector, RIII LaSalle 
Resident Inspector, RIII Braidwood 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

Mayor, Cith of Zion 
Ms. Jane M. Whicher 
Diane Chavez, DAARE/SAFE 
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Meeting on October 19, 1983 (Reports No. 50-10/83-20(DPRP);  
No. 50-237/83-30 (DPRP); No. 50-249/83-28(DPRP); No. 50-254/83-29(DPRP);  
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No. 50-455/83-36(DPRP); No. 50-456/83-15(DPRP); No. 50-457/83-14(DPRP);  
This was the third in a series of management meetings aimed at improving 
licensee regulatory performance and enhancing communications between NRC and 
Commonwealth Edison Company. This meeting provided an update of actions 
initiated by Commonwealth Edison Company in the area of plant operations and 
involved specific discussions with the plant superintendents as to actions 
taken to improve communications at their sites and with the NRC. 



DETAILS 

1. Introduction  

On October 19, 1983, NRC and Commonwealth Edison management met as a part 
of a series of meetings to discuss regulatory performance and 
communications between NRC and Commonwealth Edison Company. The attendees 
at this meeting are set forth in the attachment. 

2. Improvements in Commonwealth Edison's Program 

Mr. D. Galle, General Manager for Nuclear Stations, provided a status 
report on the actions underway to improve the licensee's performance in 
the area of plant operations. He specifically addressed the top priority 
items (as identified in the July. 26, 1983 meeting) and provided 
information as to actions that were being taken. New, comprehensive 
procedures have been written which cover the areas of "Potentially 
Significant Events," "Plant Startup After Trip," and "Conduct of 
Operations." These procedures comprise reorganization and a refocussing 
of existing company policy and procedures, which in connection with 
planned training activities should improve performance in these areas. He 
noted that an other area of high priority, improving individual 
accountability, was an ongoing activity and encompassed the procedural 
revisions and the special related training. He also noted that the area 
of self-examination to find better ways of doing the job had been 
initiated by an earlier plant superintendent meeting. 

3. Separate Station Activities  

Each of the Station Superintendents described the efforts they have put 
forth in recent months in improving communications. While there was some 
variation, each described meetings that they have had with their 
respective staffs. These meetings covered specific events such as the 
Salem event, the new directives issued by the company as discussed in the 
previous paragraph, means of reducing errors, and the needs of NRC 
requirements in gathering information to try to make their staffs more 
aware of NRC requirements. 

4. Plans for Uniforms for Byron Station Employees 

Mr. Querio presented a pilot program, intended to be implemented in 
November, which will provide certain typeS of dress uniforms for various 
management people at Byron Station. He indicated that there appears to be 
some positive feedback toward the initiation of this program at this time. 

5. Discussion of Items of Concern 

The Station Superintendents expressed particular items of concern which 
they think have an impact on their operations. These are: 
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a. A large number of NRC required backfit items which require plant 
modifications have resulted in substantial numbers of workmen in the 
control room; the presence of numerous workmen making modifications 
is a distraction which effects control room operation. 

b. The increased paperwork requirements have detracted from the ability 
of supervisors to spend time out in the plant looking at hardware and 
operations, and may have detracted from safe performance. 

c. There are some problems which exist with the Technical Specification 
interpretations. 

d. A problem was expressed with NRC inspectors observing licensee 
operations without talking to the operators or other individuals 
involved to assure that they understand the actual activities. As a 
result, the inspectors have come to improper conclusions as to the 
individual's awareness of activities or as to their actions. 

e. There may be a detrimental effect which results from taking harsh 
enforcement action on too many items which have little safety 
significance; it develops a feeling among the operators that no 
matter how hard one tries, there is no room for any error and the end 
result is not to try to do better. 

f. Concern was expressed that from time to time interpretations of 
specific regulations change. 

The NRC representative discussed the concerns with the Plant 
Superintendents. With regard to matters where the NRC staff has direct 
control, actions will be initiated to try to correct them. The NRC 
representatives stated their willingness to discuss differences in 
interpretations of requirements to try to correct or clarify the nature of 
the requirements. 

Mr. Reed expressed a 
helpful in resolving 
acknowledged that to 
would do our best to 
within the NRC staff 
requirements. 

concern that the Region III staff could be more 
issues that are raised. NRC representatives 
the extent that there are unclear requirements, we 
take prompt action to identify the appropriate people 
to obtain a clear resolution of the regulatory 

Conclusions  

A. B. Davis summarized, for the benefit of the Plant Superintendents, some 
of the requirements and pressures on the NRC Region III staff and 
explained our interest in assuring good licensee regulatory performance. 
He reviewed regulatory improvement programs which have been initiated at 
other licensee sites. Generally, these have tended to result in improved 
performance. The Sall' ratings for all the plants in Region III for SALP 
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periods 2, 3, and 4 (to the extent SALP 4 reviews were completed,) were 
distributed for the licensee representatives information. 

Mr. J. J. O'Connor commented on the benefits of the ongoing meetings 
between NRC and Commonwealth Edison Company. He endorsed the discussions 
with regard to cooperation for prompt resolution of regulatory issues and 
continued communications between the staffs. He expressed a concern that, 
while in his view, overall safety of operations has improved at the 
nuclear facilities, public confidence in nuclear power appears to have 
erroded. He indicated that higher civil penalties issued at a lower 
threshhold may have contributed to this problem in public perception. The 
NRC staff advised that changes to the NRC Enforcement Policy were now 
being proposed and encouraged Mr. O'Connor and his staff to include their 
comments in response to the publication of proposed changes to the 
enforcement policy. 
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ATTACHMENT 

October 19, 1983 Meeting Attendees 

Commonwealth Edison Company 

J. J. O'Connor, President and Chief Executive Officer 
B. Thomas, Executive Vice President 
Cordell Reed, Vice President 
D. Farrar, Director of Licensing 
D. Galle, Division Vice President and General Manager for Nuclear 

Stations 
. Jortberg, Director of Nuclear Safety 

D. Scott, Superintendent, Dresden 
N. Kalivianakis, Superintendent, QuadrCities 
K. Graesser, Superintendent, Zion 
G. Diederich, Superintendent, LaSalle 
R. Querio, Superintendent, Byron 
J. Gudac, Superintendent, Braidwood 

NRC Representatives 

A. B. Davis, Deputy Regional Administrator 
R. L. Spessard, Director, Division of Engineering 
C. E. Norelius, Director, Division of Project and Resident Programs 



Nov 	8 1983  

Docket No. 50-254 
Docket No. 50-265 

Commonwealth Edison Company 
ATTN: Mr. Cordell Reed 

Vice President 
Post Office Box 767 
Chicago, IL 60690 

Gentlemen: 

Fik 	‘11/ 4  W" 

Thank you for your letter dated October 28, 1983, informing us of the steps 
you are taking to correct the item which resulted in a Severit Level V Notice 
o joltHotas documented in Inspection Report Nos. 0-254/83-2  RMSP) and 

(50-26 	- 	SP), forwarded by our letter dated September 29, 1983. We 
will examine your corrective actions during a future inspection. 

Your cooperation with us is appreciated. 

Sincerely, 

C. J. Paperiello, Chief 
Emergency Preparedness and 
Radiological Safety Branch 

CC: D. L. Farrar, Director 
of Nuclear Licensing 

N. Kalivianakis, Plant 
Superintendent 

D. Matthews, EPB, OIE 

cc w/ltr dtd 10/28/83: 
DMB/Document Control Desk (RIDS) 
Resident Inspector, RIII 
Phyllis Dunton, Attorney 

General's Office, Environmental 
Control Division 

RIII 	RIj4 	RI RIII 

VAS Ploski/sv 	ips 	alker 	Paperiello 	Schultz 
11/07/83 	 P 	 11-145 



Commonwealth Edison 
One Firsi Nalional Plaza. Chicago. Illinois 
Address Reply to: Post Office Box 767 
Chicago. Illinois 60690 

October 28, 1983 

Mr. J. A. Hind 
Division of Radiological and 
Materials Safety Programs 

U.S. Nuclear Regulatory Commission 
799 Roosevelt Road 
Glen Ellyn, IL 	60137 

Subject: Corporate Office Response to Deficiencies 
Found in Quad Cities Station Report Nos. 
50-254/83-26 and 50-265/83-25 

Reference (a): J. A. Hind letter to Cordell Reed dated 
September 29, 1983. 

Dear Mr. Hind: 

This letter is in response to the inspection conducted by Mr. 
Phillips and Mr. Ploski on August 31, 1983 of activities at the Corporate 
Office. The reference indicates that certain activities appeared to be 
deficient. The Commonwealth Edison Company response to the Notice of 
Deficiencies is provided in the enclosure. 

Although not specifically requested to provide a written response 
we will, by a separate letter, address your concerns regarding our Q.A. 
audits of our emergency preparedness program. That response will be 
transmitted to you by November 18, 1983. 

To the best of my knowledge and belief the statements contained 
herein and in the enclosure are true and correct. In some respects these 
statements are not based on my personal knowledge but upon information 
furnished by other Commonwealth Edison and contractor employees. Such 
information has been reviewed in accordance with Company practice and I 
believe it to be reliable. 

If you have any further questions on this matter, please direct 
them to this office. 

Very truly yours, 

D. L. 	rrar 
Director of Nuclelc Licensing 

lm 
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ATTACHMENT 

RESPONSE TO A NOTICE OF VIOLATION 

10 CFR 50.54(q) states in part that "A licensee authorized to possess 
and/or operate a nuclear power reactor shall follow and maintain in 
effect emergency plans which meet the standards in 50.47(b) of this Part 
and the requirements in Appendix E to this Part." 10 CFR 50, Appendix E, 
Section V states in part that "Licensees who are authorized to operate a 
nuclear power facility shall submit one copy of any changes to the 
emergency plan or procedures to he Administrator of the appropriate NRC 
Regional Office,.., and two copies to the Document Control Desk within 30 
days of such changes." Section 8.5(6) of the licensee's Generating 
Stations Emergency Plan states in part that "All persons in possession of 
an authorized GSEP manual shall receive authorized changes." 

Contrary to the above, changes to the following "GSEP Corporate Command 
Center and Emergency Operating Facility Emergency Plan Implementing 
Procedures" for controlled copies F, G, and H which are maintained in the 
appropriate NRC regional office were not submitted as required: 

1. GSEP Corporate Command Center Emergency Plan Implementing Procedure 
EOF-6, Revision 2 was issued on February 25, 1983; however, this 
revision had not been sent to the appropriate regional office as of 
August 31, 1983. 

2. GSEP Corporate Command Center Emergency Plan Implementing Procedure 
EOF-15, Revision 0 was issued during May 1983; however, this revision 
had not been sent to the appropriate regional office as of August 31, 
1983. 

Response  

Corrective Action Taken and Results Achieved  

1. Due to a oversight EOF-6, Rev. 2 was not distributed to persons 
receiving copies of all EOF procedures. EOF-6, Rev. 2 was 
distributed to individual users on February 23, 1983 and to 
those holding complete sets on October 17, 1983. 

2. During the distribution of EOF-15, Rev. 0, Rev. I was being 
prepared. As such it was decided to distribute the Rev. 0 to 
only those people with EOF access keys. Distribution to those 
without keys and who were not in immediate need of this 
procedure was delayed until completion of Rev. 1. EOF-15, Rev. 
I was distributed in August, 1983 to individual users and 
September 8, 1983 to holders of complete sets. 



Corrective Actions Taken to Avoid Further Non-Compliance  

Personnel have been instructed to insure both timely and 
complete distribution in accordance with existing procedures. 

Date When Full Compliance Will Be Achieved  

As of October 27, 1983, full compliance has been achieved. 

a 
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