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Licensee Event Followup
Procedure No.: 927008
Issue Date: 10/1/76

SECTION 1

INSPECTION OZJECTIVE

Ascer-a‘n wae-her the licensee's review, corrective action, and revort
of the identifie¢ event and associzted conditions are adequate
and i~ co=formzace with regulatory requirements, Technical

Specificzzions, licease conditioas, and licensee procecures and
controls.
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Licensee Event Followup

Procedure No.: 927008
Issue Date: 1/1/79

SECTION II
INSPECTION REQUIREMENTS

For events selected for followup, conduct record review, direct
observation, or discussion with licensee personnel to the extent
necessary to complete the applicable inspection requirements.

1. Corrective Acticn - Technical

a. Ascertain that corrective action is appropriate to
correct the cause of the event. _

b. Verify that corrective action has been taken.

c. For corrective zction not yet complete, verify that
responsibility ies been assigned fer assuring comple-
tion thereof.

d. Verify that generic implications if identified were
incorpcrated in corrective action.

e. Determins wrether corrective action taken or to be taken
is adequate, particularly to prevent recurrence,

2. Safety of Operations - Technical

a. Ascertzin whethe: the event invol/ed operation of the
facility in a manner which constituted an unreviewed
safety question as defined in 10 CFR 50.59(a)(2); or,
for facilities or operztions not covered under 10 CFR 50,
ir such a rznner as to represent an unusual hazard to
health and safety of tha public or environment.

b. Ascertain w-ether the event involved continued operation§
in violation of regulatory requirements or license
conditions.

3. “eporting Requirements - Adninistrative

Ascertain that reporting requirements have been met by
verifying that:

a. The report accurately describes the actual event.
b. %he safety signfficanceAs;ated.in the report is

consistent with details of the actual event determined
in 1.2. above. j
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Licensee Event Followu
Procedure No.: 927008

Issue Date: \[1(79

¢c. The reported cause is accurate and the LER form, if
' required, reflects the proper cause code.

d. The report satisfies the reporting requirement with
respect to irformation provided and timing of submittal.

Licensee Review - Administrative
a. Verify that the event was reviewtd and evaluated as

required by approved procedu:2: end administrative
controls.

b. Verify that personnel within the licensee organization
were notified of the event as required by Technical
Specifications, iicense conditions, or approved
procedures.

- ——
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c. Verify that review and evaluation of the event included
assessment of generic implications.

-d. Verify that review and evaluation of the event included
assessment of personnel error and procedural adequacy.

e. Verify that the event was reviewed to determine whether
it is a recurrence of past events.

If the information reportsd to the NRC is found to be significantly
in error, verify that the 1icensee submits a corrected report.

Document closeout of event followup in the inspection report.
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SECTICN III
INSPECTION GUIDANC:

General guidance on the structure of reporting requirements is
provided in MC 937123, Sectien III, item 1. The depth of onsite
followup is based on the safety significance, complexity of tech-
nical probiems and generic implicatioas of the event. Inspector
judgement with concurrence of Regional managerent should determine
the extent of followup needed on each report. It is neither
required nor desired that all reports be followed up onsite.

The inspection requirements ere ¢ividad into technical and admini-
strative categories which serve ¢ifferent purposes. The technical
aspects of the event inciuce operational details, cause, corrective
action, prevention of recurrsnce and generic implications. Admini-
strative aspects address the licensee's management system for
processing reports. Within each catejory the inspection requirements
are necessarily flexible to the extent (hat the type of event may
cause some incividual line iiems tc b2 inapplicable. It is not
necessary that such requiremnts be completed.

- —— ——— . —— S S A S - ——

Followup entails onsite verification that couldn't be done during
in-office review, and is in addition te, not duplicative of,
in-office review.

1. b. Corrective zction itams of a lcn¢ term nature, such
“ as 2 desicn chanze, should be tracked to completion
by the inspector.

¢c. Formal requiremeats shouid bes establishad in the
licensess' edministrative cortrol program to assure
that corrective actions have been completed.

—— e

d. The applicatility to, or susceztibility of, other systems
or compsonents in the affacted unit and other units at the
site, is the extent to waich generic implications should
be included in correctiva aclion.

e. Corrective acticn should ganzrally include action taken :
at the time of the event to zliminate the cause or to T
mitigats consequences, action taken to correct the » £
specific fault er failure (mzintenance, repair, replace- s
ment, procedure change, spacial administrative control, 8
etc.), and action taken to rzduce the probability of, =

III-1 .
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Licensee Event Followup

Brocedure No.: 927008
Issue Date: 1[1/7§

or to prevent recurrence (dssign change, operator
retraining, maintenance practice, work controls,

etc.). These aspects of corrective action apply

in varying degrees to a specific event, and as such,
inspector judgement is necessary in this determination.

This item directly supports the IE responsibility to
determine whether licensed cperztions are being conducted
safely. 10 CFR 50.59(2)(2) should be used as guidance in
assessing safety of operations of facilities not licensed
under 10 CFR 50. Even though 10 CFR 50.59 is not a require-
ment for these facilities or operations, it delineates the
types of items that should be considered in assessing

safety of such licensed activities.

Examples includs safety limits, limiting safety system
settings, limiting conditions for operation, limiting
control settings and other regulatory requirements asso-
ciated with the evest. Inspection should cover items
such as required settings wesre not exceeded and redundant
systems required by Techniczl Specifications or license
conditions were operadle.

In determining that the repcrt is accurate, items such as
the following exarples that are associated with the event
and applicadble to the reporiing requirement should be
verified:

- hature and extent of radiation exposure to employees
or memders of ths public.

- MNature and extent of radicactive releases.
- Extent to which &n instrunent was found out of

calibration or outside tolerance allowed by
Technical Specifications or license conditions.

Refer to the reporting requirement to determine acceptability.

MC-Interpretations, R.G. 1.16 arplifies degraded mode and
report type as to prompt notification or 30-day timing.

Approved procedures should 2ssign responsibility to
personnel for prompt review, evzluation, determination
of the cause, and notification of licensee personnel of
the event. Safety cocmittes reviews of reportable
occurrences will be verified on a2 sampling basis during
the performance of 207003.
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L censee Event Followup
Procedure No.: 927008
Issue Date: 1[1/79

Results of these assessments should be reflected in

‘determination of cause and corrective action for

events in which these issues are germane.

Licensee administrative procedures should be adeor:ie
to identify whether an event is first of a kinu or of
a recurring nature.

The licensee should submit a corrected report to the NRC
(narrative and/or LER data form, as appropriate). If it

is determined that the incorrect information was purposely
reported or if the licensee frequently reports misinforma-
tion, enforcement action would be appropriate. The threshold
of significance of errors including omission, above which a
corrected report is required, involves inspector judgement,
and should be commensurate with consideration of citing the
licensee for failure to report, which infers failure to
report accurately. Errors of lesser significance should

be discussed with the licensee with the intent that future
reports be correct, but insistence on submittal of a
corrected report for the specific event is not warranted.

Documentation of findings under this module in the inspection
report serves aiso to close out the particular event report
in a traceable manner. If more than one inspection is
necessary to corplete event followup, final close out

should be reflected in the last such inspection.
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Reference 3

() | UNITED STATES

CURRENT EVENTS NUCLEAR
REGULATORY

POWER REACTORS | coMmssion

EVENTS SZLECTED FROM REPCRTS SUBMITTED TO TEE UNITED STATES NUCLEAR
REGULATORY COMMISSION

AUGUST - SEPTEMBER 1975

CRACXS DISCOVEZIED IN COLL=T EOUSINGS OF CONTROL ROD DRIVES

During a refueling outage at Ucit 3 of the Dresden Nuclear Power Station
ané while overhauling 2 control rod drive, a crack was discovered in the
collet housing short tube. Four other contrnl rod drives were available
for sctutiny; inspectiion revealed each of their collet housings to be
cracked. In each ca2se, the cracks occurred in the collet housing short
tube below the water ports in the area of increased wall thickress.

0 Subsequeat inspectioz of eighteen control rod drive mechanisms Trevealed
that eleven rods displayed scme indications of cracking in the collet
nousing area.

General Tlectric Company's Nuclear Znergy Division was advised of this
possible generic protlem. Zxacination of their test control rod drive
necharnisns revealed cracks of the collet housings nearly identical to the
four conzrol rod drives exazmined at Dresden-3. £a's

Geaerzl Zlec:tric had beex zwzre ¢f similer cracking on test collet housings
of control rods that had deen scrac—-cycled 2000 times, and more severe
cracking oa rechanists scrzm cycled more than 4000 times. However, there
vere ro indicaticns that cracking would develop within the expected
1ifetine ¢f 200 scra=s feor the coatrel rods at Dresden-3,

The collets with cracked hcusing were replaced with new assemblies.
Fusure actioas will e detercired by the outcome of tests now in progress.

At preseat, Generzl Zlectric and Argoanne National Laboratory are conducting
independent netallcurgical tests te detercine the cause of cracking.

Alzhoughk iz has not been substazntiated, the cause of cracking may be related
to the temperature cycle a ccatrol rod drive experiences during a reactor

screz.
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Reference 4

OPERATING ¢

Table 3 (Continued)
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the reactor was Uperaiing atits low limit of 137 of full
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and could not continys ollewing the fuethe: decreas.
ing lead demand. Ay this point the Op1aiar placed the
tusbine conrrol in manuzl, thus Placing the conurol

system in the “Joad taking” mode. This led to an

utdmatic rapid increase in the urit loax demand to
match the reaztor Power outzut. I3 the meantime the
MEY st2am bypass valvag Opzred because of excess
feactor power. and. a5 the MmN sicam pressure

decreas2d, the vylves cle: o2, The corirl M stem for the
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5
=
| =
B
E
E

ks
i

e

I
3303 3toe betodas s iaidigaels 3Rt




the reactor tripped on low prassure, and the high-
pressure safery-injectuion svstem automaticelv actu-
ated. )

Although the operator closeé the isalation valwe on
the line with the faled powsroperziad relief valve
immediately after the reactor wip to termiuaze the
depressurization, the valve was reopensd bezuse the
water level in the pressurizer was risitg rzpidly. The
isolation valve was reclosed whea the reactar cooknt
pressure reached 800 psi A cooldewn of 101°F
occurred during the first hour when Ge texmperature
was below 520°F. The trazsient and 2ssociatad eveats
250 caused the quench-ank rupturs disk, wkch
received the blowdown from the poweropzraed relief
valve, 1o blow. This caused the misulaion te sepanate
from the doitom nozzle of the prassurizer, relzasng
1500 gal of reactor coolint 10 the rsacto:-builéing
sump.

There was no significast incease T the radiation
level in the reacror building, nor was =y ra€oactivity
re’2esed 1o the environment. Also, the cooliown rnate
did not affect the safety of the resctor.

The power-operaied relief vilve stzek in the oren
position because of heat expanson, bzildup of beric
acid «rystals on the valve fever, rubbing of the lever
«gzinst the solenoid braciets, and ending of the
solnoid spring bracket.

The valve was r2psired ané reincalied. and the
predlam with the vaive position indicitor czared up.
The following correctize acions fave bz2ez com-
izted: '

1. The unit shutdown procedures for 22 Oconee
units have been revied 1o inciude 3 change that will
srevent decreasing usit lozd demand beiow 120 NiW(e)
hefore placing the coatrol system in the tracking mede.
Tris minimizes the error beiweern the uzit Jo22 é2mand
end generated power and reduzes the possdiiny of
feedwater flow and reacter-cooani-syitemn tacsizats

2. The power-actuzted pressure-ntlief walves of
Uzits 1 and 2 will be inspected 25 soac as passidle for
any indication of bufidup ¢f bori: 35d xystas

3. To verify. the proser funciliccing cf power-
acivated pressurize-relief valves, they will 3¢ oyded
prior 10 startup with 2 12st smal correspanding to
2288 psi.

4. Tre quench-tank rupture disk was reglaced. the
bottom nozzies on the pressurizer wer dye pesetant
tesied. and the insulation was replaced.

3. Qperating personnel were advird of this ind-
dent and given specific instructions to irmmediztely
close the isoletion valve,

&
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NOBLE-GAS RELEASE

A czlculated total of 63.7 Ci of radicactive gas was
rel2assd at Zion power station during venting of a
mixedted demineralizer.’ This stauon has two PWRs
that are cwned and operated by Commonwealth
Edison Company, Chicago, Ill. The maximum release
rate was calcuiated to be 105,600 »Ci's2c. and the rate
was ecimated to have excesded the 1:chnical-
specificztions limit of 60.000 Ci'sec for 6.5 min. The
procedure for venting thesz demineralizers requires the
use of srimary makeup water that ceatains no radio-
active gases. However, this time the ienting was
mistzXenly done with the demineralizer connec:ed 10
the reaczior coolant sy'stem. This resulted in a direct
gathway for releasing radioactive gas from the reactor
coolant system to the auxiliary building through a
loose marthole cover on the eguipment drain tank in
the auxiliary building. Although the relezse hzd no
measurzble ccnsequence off site, the operating prose-
dures ‘or vanting the demineralizers have been
sirergthened, and the manhole cover has been tight-
ensd.

The czlculated release, based on the longlived
radiosciive gases in the reactor coolant, was about 1 Ci
of mixed notle gases. However, the noble gases with
very shor: half-lives in the coolant system wers also
relezs2d. An attempt wil be in:de to determine the
quantity of these gasas more accurately.

FEED\VATER LINE EREAKS
ON B8W

At the Quad Cities Nuclear Power Station, cwned
v Commonwealth Edison Company. Chicago, llL.,
Uait 2 suffersd a brezk in the body of 2 4- by é-in.
reducer on the downstream sde of the low-flow
resulzter valve in the feedwater sysiem.® Unit 2 was

coming up in power alier an outage end was produving |

170 MW(e) 2t the iime of the incident. Operators were
on the scane observing the trensfer of flow from the
low-flow feedwaier regulating vaive 10 the mazin feed.
water regulading valve b2cause problems in vibration
Curing this cperation had been exgerienced. A feed-
water vibiation alarm sounded when both valves were
parually cpened. The unit was munuslly scrammed
when the lowdflow line just Jownstrezm of wie
low-flow regulating valve started 1o «ever. Not enly &id
the line brezk, but cracks occurred in the Jow-flow
piping at the lowlow riser junctivn with the muain
fesdwatzr line and in the reducer upsircam of the
regulating valve,
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(RO=75-7) EXCESSIVE REACTON COOLANT SYSTESR COOLDONN RATE. DUKING & NoUT)
NE SHUTDONN (15% 1OWFN) A FOWLR VWCTUATED INeSSUNIZER KELIEF VALYY OreNey
« THEN NENMINED OPEN UNTLL AN L1SOLATION VALYE wAS Swur. 1ny 100 LECHEE P
COULLONN JN THE PIKST MOUN EXICELLLD THE 100 DECHLLE r LInlY.,

PERSONNEL ERROR: PROAFTER OPERATON ACT.¥ COULDL HAYE PHEVENTED FICESSIVK
COOLIOVWN, NELIEY VALVE wAS HEFAINED (LORIC ACID BUILDUF ON GIBNATON) .

(AO=T7%-U) KEACTOKR BUILDING INC'LoERED SAFECUARDS PRESSOKE TRAMSEITYEN PO
UNU OUT OF CALILKATION (BY G.b6 PSIC) pukiNG ROUTINE ALSTING LUk oNG CulLL
SHUTBOWN . Thy 2 / 3 ACTUATION LOGIC waS NOT AFreCreo.

CONPONENT VPALLUNE: SETPOINT DRIPT.

(AO=75=16) LSUNVEILLANCE TISTING ON
URE SuITCNES wunlLne THE HEACTON WAS
5 (TAUSL £ WAUIY) TO THIP ar 9 AND
THAE PFOLETS OF 1049 AND YUY rsic.

™me S ELECTHRONATIC WELILY VaLvVE PNELS
IN THE RFFULL BOLF WWVRALFDL SV1IChE
3 PS1C ABOVE THEIN AAXlnun ALLOMALLE

INSTRUAENT SET LOINT LRIFT. SWITCHES WENE HESET TO ALLOWABLE LEVELE .

(RO=7%=117) BUKING SUNVEILLANCE, CONE SPHAY SYLTEN FANALLEL JSOLATION YAL
VL (v=20-1%) PALILID 10 CLOSE. A UNUKEN SOTON UREAKLK SEAD MAS HIPLACED B
ND TML VALVE TESTILD NATINVACTUNLLY,. A NFDONDAN] VALVE wAS UGIPERANLYE.

THE WAL OGN THE B> FRAsy OF TUr vrLVE rOTON BUEARFN STAL
LTING 1IN INTEMRITTENT BUS bl CoNTaCT.
VALVEL AGTOK TO THiV.

(Au-?b—)h) LUK LI NG GEFERATION, TNO HanbwoLyL COVENS In THE STANLDY GAS ThEX

TAERT FILTEN THALN NERE WOF In FLACE. THE COVENS Weke INBLLIATLLY S uun

DOIN TLACKE. THIS MLbuChb THE ALILITY OF 1M)S SBGT: TO FUONCTION FNOPENLY.
A KEDONDANT THAIN WAS AYLAILADLE.,

NAS DBhudEN RESU
JHE LOSS OF Ok FTHASLE CAUSEL 1mE

URDLTEMRINEL. FROCEDUN .S YO FILTER TISTING NEKEL HEVISEL.

.

A KEVIENw OF CRLOM NATIUN JTUEATAENT OF
LYLUES LHGNLED Tuar Tohodo2n PEMGOGE
MY LSORL wEQUINLD HEASUKEPERTS
ICHIGAN CouLp HAVY
(RO=7%=10y L
HOT ACCOUNT ING FOA CONVRIBUTLON
ANL LLGLENLING OPEKATION
ProCruuniy

THE CLOSED CYCLE COMLENSEL Cuuling
JeU W WK NUE LGNS ILLENTLY a1t 2
NEVER TAKEN, CLGL AN BinluAnGl 1Ia1e LAtk A
HEACHED . 0L '‘n Convruen 10 FeSoe LIDIY OF GL.Ls in.,

FROA COOLING TONER, FROCEDUKE FhubLEens,
OF MEWLY INSTALLED CLuLblb CYCLE COUL: M. L¥LTen.
ANL LLING UFLAILD. ALSO TS, CMANGLES AN BELKG COousLibenLb.,
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TR gt NUCLEAR REGULATORY COMu.iveniwis
ol REGION It _

2230 F-'lACKTIt! STREET, N. W, SUITE 518
ATLANTA, GEORGIA 30303

AUG 271975
In Reply Refer To:
IE:11:INE
50-269/75-9
50-270/75-10
50-287/75-10

DUPLICATE DOCUMENT

Entire document previously
entered into system under:
Duke Power Company ANO Q‘C@[C %l@%
ATTN: Mr. Wildiz> O. Parker, Jr. ol
Vice Presiiient No. of pag. s:
Stean Prodiction
P. 0. Box 2178
422 South Church Stu-eet
Charlotte, North Carslina 28242

Gentlemen: 2

This refers to the irspection conducted by Mr. T. N. Epps of this office
on July 29-31, 1975, of activities authorized by NRC Operating License Nos.
DPR-38, DPR-47 and DFR-55 for the Occnee 1, 2 and 3 facilities, and to the
discussion of our firdings held with Mr. J. E. Smith at the conclusiom

of the inspection. '

Areas exzmined dcering the inspection and our findings are discussed in the
enclosed inspection report. Within these areas, the inspection consisted of
selective exzminztion of procedures and representative records, interviews
with personnel, aad cbservations by the iaspector.

¥e have examined ar " ions you have taken with regard to previously reported
unresolved items. Ttese are identified in Section IV of the summary of the
enclosed report.

During the inspestioa, it was found that certain activities under your
license appear to be in noncompliance with NRC requirements. These iteas
and references to pertinent requirements are listed in Section I of the
summary of the eaclosed report. Additioral inforwation on Abnormal Occur-
rence A0-287/75-7 in your letter dated August 8, 1975, was received by
this office. No additional response is requested.

In accordance with Section 2.790 of the KRC's "Rules of Practice,"

Part 2, Title 10, Code of Federal Regulations, a copy of this letter

and the enclosed inspection report will bte placed in the NRC's Public
Document Roon. If this report contains any information that you believe
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_ _'Duke Pmt COnpny

to be proprietary, it is necessary that you submit a written application
te this office raquerting that such information be withheld from public
discloswe. If 2o proprietary information is identifled, a written
statemen: to that effect should be submitted. If an application is
subpitted, it cust fully identify the bases for which information is
claized to be proprietary. The application should be prepared so that
information sought to be withheld is incorporated in a separate paper
and referenced ian the application since the application will be placed
in the Public Document Room. Your application, or written statement,
should be submitted to us within 2C days. If we are not contacted as
specified, tr€ eaclosed report &nd this letter may then be placed in
the Public Docurent Rcom.

Should you have any questions coacerning this letter, we will be glad to
discuss thexz with you.

Very truly yours,

- /(,,,(- /// /

Norman C. Moseley
Director

Enclosure:

IE Inspectica Report Nos.
50-26%/75-9, 50-270/75-10,
and 5(-287/75-10

ce: J. E. Saith, Plant Manager
Occnee Nuclear Plact

e
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Licensee: Duke Poxer Company
Power Building
422 South Church Street
Charlotte, North Carolina 28201

5

Facility Naze: Oconee Units 1, 2 and 3
Docket Yos.: 50-269, 50-270 and 50-287
License Nos.: DPR-38, 47 and 55
Category: C, C and B2

Locatioca: Seneca, South Carolina

Type of License: BaW, PWR, 2568, Mw(t)
Type of Inscection: Routine, Unannounced

Dates of Inspection: July 29-31, 1975

Dates of Previous Inspe c\xo‘- May 27-30 and June 3-6, 1975

Principzl Ircpector: ,/p’z% E;;:/L{i://

Inspection Report Nos. 50-269/75-9, 50-270/75-10 and 50-287/75-10

£-27-7%

T. N. Epps, ?eac/é Inspector
Facilities Operat-ons Branch

Accozpacying Inspectors: None #
=== Al
Reviewed by: ‘*“~--«>)ﬁ 21—

—

Date

F. J. Long, Chief
Facilities Operations Branch

* Ses Details II

DUPLICATE DOCUMENT
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IE Rpt, SNos. -269f=§ 50-270175-10 A =
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. and 50-237/75-10 T g Qe . FERIL S, RE
SIMMARY OF FINDISGS A
I. Enforcement Itess A r4é

A. Deficiencies

L. Coatrary to Technical Specification 6.6.2.1.a, abnormal
occurrence report A0-287/75-7 did not include an analysis
and evalzaticn of the safety implications involved in the
blowdown of the Unit-3 reactor coolant system nor did the
report aldress the czuses and corrective actions caken to
prevent recurrence of the incident, (Details I, Paragrapa 2)
(Uait 3)

F

II. Licessee Action cn Previocusly Ideatified Enforcement Matters

Not inspected.

& New Unresolvad Ite—s

None ) .

IV. Status of Previozsly Repcrted Unrasolved Itenms

Oconze 1, 2 and 3 (50-269, 5C-270 and S0-287)

74-10, 03, 11/7 NSRC Review Czozbility

This itex is clesed, (Details I, Paragraph 6)

75-3/1 Ainalzsis ¢ licuid Wzste Samnles

This itex is closed. (Details II, Paragraph 2)

764<7/2 Activity in the Cocoenent Cocling System

This itex is closed. (Details I, Paragraph 7)

V. Other Significan: Fizdings

-
-

None

VI. Manazeceat Iaterview
A mazagerent intervies was held ra July 31, 1975, with Mr, J. E. S=ith
and zecbers of his staff. Items discussed included the noncomplizznce
iten in Section I of the su=ary of this report, surveillance testinz,
two tmresolved items in this su=rary and settlement of Class I
strustures.

Furtter discussicns were held with licensee corporate management on
August 5, 1975, comcernicg additional information on the Unit 3 blow-
down that occurred o2 Jurne 13, 19%75.




IE Rpt. Nes. 50—269/75-9 50-270175-10 I-1

DETATILS I Prepared by: 7, }/ g/j///l—/ | -2 -75

T. N. Epps, Reacsé Inspector Date

and 50-287/75-10

-

Facilities Operatidas Branch

Dates of Iaspeccion: July,K29-31, 1975

Revieved by?“:: D-; -’3—"" “"—1/ %/A’

F. J. Long, Chief - Date

Facilities Operations Branch

'

Individvals Ceatacted

Duke Power Ce—panv (DPC)

E. S=ith - Manazger, Ocoaee Nuclear Station

. W. Ezmmten - Director, Adnministrative Services .
. E. Sch=id - Operatiag Superinteadent

. S. Braihan - M2inteaaace Superiatendent

M. Roealer - Technical Services Superintendent

. S. Barr - Techzical Serviczs Engineer

P. Bugert - Trazicirz Sypervisor

mHmOoOr GG

.

Unit 3 (3 Blowdowm

Oconee Technical Specification 6.6.2.1.a requires that written abnormal
occurre=c2 reports cdescribs, analyze and evaluate safety implications
and outli-e the ccrrective actions and measucres taken or planned to
preveat racurrence.

Contrary to tie adove the licensee's 2bnorzal occurrence report
(\0—287/7>—7) did not fully descride, analyze and evaiuate safety
{mplicaticas and cutline 211 corrective actions. The licensee s report
primarily addresssd tte excessive cooldown rate of 101°F in one hour
rather thain aidressing the entire reactor coolant system blowdown and
the safety implicatioss of the incident.

Apparently the initial transieat was caused by 2 transfer of the
turbize iato zmanuzl while the unit load demand (ULD) was at 65 MWe

and reactor power (azutomatically controlled) at 115 MWe. This
eventu2lly caused levals in the once through steam generators to swing,
causiag EICS tecperature, pressure and powsr swings. RCS pressure




IE Rpt. Kos. 50-269/75-9, 50-270/75-10 1-2

and 50-287/75-10

.. ;4=

spiked to 2267 psi which caused the power actuated relief valve,

on the pressurizer, to cpen. The valve malfunctioned and remained
in the open position. In addition a solenoid operated plunger that
actuates position indicatiom lights in the control rocm for the
pressurizer rrlief wvalve ralfuncticned. -

As a result of this i-cideat reactor coolaat systea (RCS) pressure
decreased from 2250 psi to 720 pof within 26 minutes. The reactor
trippad at 1800 psi a=d high press.re injection (HPI) initiated at
1500 psi.

The transient was terzipated when a block valve was closed isolating
the ojened relief valve.

During this transiex=t the rupture disc in the quench tank ruptured
due to stea= from the relief valve building up pressure in the

quench tazk. Approxirately 1500 galloas of primary water were lost
through the quemci tazk to the containzent. Insulation‘on the bottonm
of the pressurizer was dacaged whea ths rupture disc ble

The liceasee's re;ort did act addrass the fnitial cause of the
transiect and corractive zctica to prevent recurrence; why the block
valve that isolat:s tte pressurizer relief valve was not closed
sooner; cerrectiv: zciica to preveat recurrence on all 3 Oconee Units
of ths problezs with the pressurizar relief valve and position
indicatioa equipmenz; pessible dacagas to tie pressurizer; or activity
released.

The izspecter stated 0 Oconze site personael and later to Duke
Power Cozazy corjoratad parscanel that whenever rapid uncontrolled
depressurization of tie Jricary system occurs causing HPI
inftiztioa aad loss of soc2 pricary coolant, abnorrmal degradation
of the prizarr coeclan: towadary has occurred even if blowdown is
through 21 isolable fzult if the fault is sot isolated.

The licensee zgre:d to subait supplemeatal information on this
subject.

Surveillazce

The inspector reviewmad several surveillance testing procedures
and results izcluiing thes followinz sudbject areas.

RCS Chezistry
RCS Leakagze
Coatrel Red Movemaat
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IE Rot. Nos. s0-263/75-9, su-z:zops—m -3
and 50-287/15-10. - .
o i 75 :

Ezergency Feedwater Punp Testing

Secondary Coolant Activity

Spent Fuel Pool Water Samples

Electrical Systems

HPI and LPI Pumps

Some Reactor Building Local Leak Tests -

Within the scope of this review no noncompliance items were
identified.

4. Operator Refualification Progranm

A licensee representative stated that NRC licensing personnel
revieved some operator requalification examinations that were
given at Oconee.

The requalification prograa received final approval June 18, 1975,

5. Settlement of Class I Structures

The inspector inquired as to whether the licensee has a progranm
for m2asuring differential settlecant of class I structures, such
as, the reactor building and auxiliary building. The licensee
stated that such a prograc does nct exist at Oconee since

the facility is built on solid rock.

6. 'SRC Review Capability

The licensee furnished information to the effect that one permanent
member of the NSRC has an M.S. degree in Materials Engineering and
provides capability for reviewing netalurgical considerations.

This item is closed.

7. Activitv in the Comporent Cooling Systen

The licensee's letter to the NRC's Region II office dated

May 9, 1975, stated -that 2 modification had been installed which

added additional isolation valves between the component cooling

drain tank pump discharge header a2and the miscellaneous waste transfer
pump discharge header. The level of activity in the componeant cooliag
systen has decreased. The licensee stated in the letter that
monitoring of componeat cooling system activity will continue uatil
the activity decays to normal background. This item is closed.
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8. Bingh:n Poo 3olts

The izspecztor questiozed licensee personnel about testing done on
Binghzn Pump hold-dowa bolts. A licensee representative stated
that durizg ISI baseline testing these bolts werz UT tested and
found to e acceptable. Samples of these bolts will be retested
at regular intervals such that all will be tested in the 10

year IST cycle.
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DETAILS II Prepared by: .. 'L o ﬂ 2 § -/ -725"
W. L. Britz, Radiacibn Specialist Date

Buvironnental Protection, Materials

" Radiolbgical Protection, and
Special Projects Section

Radiological and Environmental
Protection Branch

*Date of Inspection: July 22, 1975

Reviewed by: fl. 5{:.« & 01 &/22/75

R. L. Bangart/ Senior Healtn Physicist "Date
Envirormental Protection, Materials
Radiological Protection, and
e Special Projects Section
Radiological and Environmental
Protection Branch

1. Individuals Contacted

J. W. Bampton, Director, Administrative Services (Acting Plant Manager)
D. L. Davisca, Assistant Health Physics Supervisor ‘

2. Analvsis of Liguid Waste Samoles (75 -3/1)

A. The liceasee-is required to ceasure quantities and conceatrations
of radicactive raterial in efiluents from his facility. During
previous independent measure:ent checks of June, September, and
Octoder, 1974, the licensee's ability to measure radiocactivity
in test standards and plant effluent split samples was evaluated.
Soze results of the licensee's m2asurements of gamma emitters and
stroatitm in liquid were in disagreecent, It was also determined
that gross beta analyses had not beea normalized against results
cf total isotopic arnalyses when used to determine values for
reporting releases of liquid effluents. See IE Report Nos.
50-252 /75-3, 50-270/75-3, and 50-287/75-3.

v

B. Oa March 18, 1975, liquid and gas split samples were collected by
the Division of Radiological Health, State of South Carolina and
analyzed by the licensee's laboratory and the NRC's reference
laberatory. There were eighteen measurement comparisons. Twelve
cozparisons were in agreement, four wvere in possible agreement,
and two in disagreement. The disagreements were on antimony-124
in the liquid sazmple and krypton-85 in the gas sample which were
not detected by the licensee, but were reported present in concen-
trations greater than 10Z of 10 CFR 20 Appendix B, Table II, by
the N2C's reference laboratery. It appears that these two isotopes
vere not detected due to the short counting times used. The
licensee has comitted to count future split samples for about
oue hour to achieve lower seasitivities. The gamma emitting
measurezents are now resolved.

* The inspection action was an in-office evaluation of analytical results,
vhich were discussed by telephone with the licensee representative on

July 22, 1975.
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Cn April 3, 1975, stroatium test standards in a liquid saaple
and on a particulate filter were sent to the licensee's labora-
tory for analysis to resolve the disagreements of June and
Septecber, 1974. The licensee's laboratory procedures were
also reviewed by the NRC's reference labora.. v. Comments
provided to the licensee's laboratory by the NRC's laboratory
included: use of Sr-85, Ba-133, and Y-88 as gamma tracers to
check varicus steps in the procedure for removal or yield
factors, core exact control of pH, filtering rather than
c-atrifuvzing in one step, and controlling temperature in

a: othgT step. Toe results of four measurement comparisons

for Sr-€9 asd 90 were three agreements and one possible
agreerent. The previous strontium measurements on the

March 18 liquid analysis were also in agreement. The stronti=
Ceasurecents are now resolved.

The liceasee in 2 letter of April 11, 1975, reported he has
aow determined zad is using a normalization factor.on the
gross beta zaalysi:-, based on total isotopic analysis, when
oaking radicac .ive liquid releases based on the gross beta
anzalysis., Tois itec is now resolved.
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Mr. Sorman C. Moseley, Director \ e T 2
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U. 5. Buclear Regulatory Commnission \ " P
. . a8
Suite 818 : g ey Cs&’
. . Py
230 Peachtree Street, Northwest A By
Atlanta, Georgia 30303 4
%e: Oconpee (nit 3 .
Docket Yo. 30-237
Dear Mr. Mose.ey:
ursuant to Sections 6.2 and 6.6.2 of the Oconee Nuclear Station
Technical Specifications, please find attached Abnormal Occurrence
Report A0-287/75-7.
Very truly yours, -

A

| S .
wWillia= Parker, Jr .// /’7<;{/’—-_-—
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Report Date: Jme 27, 1975 No. ‘of pages:

Cccurrence Date: Jme 13, 1975

"Facility: Oconze Uzit 3, Seaeca, Scuth Carolina

Identificaticn ¢f Occurreoce: Excessive Reactor Coclant System cooldown
rate

Conditions ?rior to Occrrrenze: Shutdowa in prdgress

Descripticn of Cecurrenca:

On June 13, 1875, a routire shutdcwn for m=i-tenznce was in progress on
Oconee Tait 3. Whe:z rezstor power had dacrezsed to 2pproximately 15 percent,
ninor syste= ransient cccarred which resuited in the opening of power-
actuated pressusizer relief valve 320-66. Vilve 3RC-66 remained open and
a Reacter Ccolazt Systex depressurdizatica coatinved until isolation valve
3RC-4 was stuz. The Rezstor Coolant Systen tezperature and pressure were
480°F azd 720 psi, raspextively, whea tha de:ressurization was terminated.
The shutdcw: was cottinced with a cosldown rite of 100°F/hr as specified -
in Techeical Spazificatisz 3.1.2.3; aowever, whea the initial drop in
tezperature dze to dagressurizaticn vas co=bined with the subsequent
cooldowz, tie ctoldewn rata for the firs:t hozr was 101°F.

Desigratica of lsparenr Czus: of Qzcurrenca:

The appzreat cazse ¢ cicurrenc: was opsirator error, in that the opzrator
did not consiler the inizial RC te=parature crop, which occurred during de-
pressurizatioz, wie: astablishing tha: sudsagzent cooldown rate.

™
J r"
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v

2 to brric acid crystal buildup on
the pilet valve. 1In addition, a
the ozen position.

3 remaizaé cren was
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0
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Analysis of Oczczrrecce:

This incidext resulted ia exceading the allowable cooldown rate of lOOoF/h.'
by 1°F/hr. D=e to the’'é2sign coasarvaizisz of the reactor vessel, aad
transiects v tava pravicusly teea analyzad, it car be concluded that
the health 2 2ty of the public was aot zffected.

|

J
1
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F

Corrective 2=

12

Cas -

In the future after suck a trzasient, aa evaluation will be performed to
deternine tia —zxi=—m allcwzble ccoldown ratz to be utilized. Valve 3RC-66
was rexoved, Teraired, =mad resplaced. .
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Oconez Nuclear Stztion
Docket MNo. S0-287

No. of pages:

My letter of Jume 27, 1375, transmitted to jou Abnorzmal Occurrence |,
Report AO-287/75~7,[ Excessive Reactor Coolzat Systea Cooldown R :3;J
The following infor=zation provides additiorzl iafor=ation relating to
this occurrence and associated corrective zztiea.

£s stated In AC-287/75-7, when reactor power level had decreased in the
course of z routice maintenance shutdown, 2 minor systea transient "
occurred, whichk resulted in the opening of the power-operated relief
valve 3RC-£5. Prior tc the systea transiez:, reactor power was being
reduced frec= 100X P tc 133 F? ina 2a orderlv =zaner by the Integra-ad
Control Systex. When 152 P wss d, wrait lcad dezzud was 65 MWe,
and power gazmeraticn was 115 Mie s diilereace bdetween unit load
demand and pover generztica exis causs the reactor was operating
at its low lirit of 132 7? while ozatic ICS control and could not
further follcw uni: lezd demznd. ‘nile the control operator placed
the turbins cozzrol stztion in manual, leaving the ICS in the "load
tracking” code. Tais led to a rapid ircrezse in unit load demand to
catch the generzted wmegawatt outpusz. In tka Deintize, thie main stean
bypass valves cpesned; zad vhen the ma2in stesm préssure decreased, the
valves closed. The ICS control of feedwater flow could not follow the
rapid chasge in unit lcad decand and s:team pressure; ccnsequently,
feedwater f{low and stez geacrator level oscillated, resulting in the
Reactor Coolant Systen te—perature and pressure trzasient.

The pover operated rel orened when RCS pressure
reached 2255 psi tut f ssure dropped below
2220 psi, zlchough the s ceatrol room did not
indicate that the valv equ » RCS pressure dropped,
the reactor tripped on low pressure, aad ths MPT system actuated.
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Altbovgh the operator closed the isolatioa valve, 3RC-4, izmediately
after the reactor trip to tercinate the depressurization, the valve was
Teopeaned because of the rapidly rising pressurizer level. Valve 3RC-4
was finally closed when RC pressure reached 800 psi, terminatiag the
presstre transient. The subsequent controlled cooldown of the Reactor
Coolant Systez, when co=bined with the tezperature drop during the
transient, resulted ia a cooldown of 101°F during the first hour when
temperature was balow 530°F. contrary to thé provisions of Technical
Specification 3.1.2.3. The transient and associated events also

caused the gquench tank rupture disc to blow open, Mirrqr insulation

to be separated from the bottea nozzle of the pressurizer, and the
release of approxinately 1500 gallons of reactor coolant to the Reactor
Buildiag suxp. .

The release of rezctor coolant did not cause any significant increase
of rudiazion level in the Reactor Building, and no radioactivity was
released into the environcent.

As addressed in AC-287/75-7, the excessive cooldown rate associated with
the trzosient has been evaluated 2ad it was determined that the health
and safety of the pudlic was rot . fected. No other systea limits were
exceedad. ‘

The failure of 32C-66 to close and the nalfunctioning of the valve
position iad.catiea in the Control Rooa have been investigated. It
has been found that the valve was stuck in the open position because
of heazt expansion, boric acid crys:al buildup on the valve lever,
rubbing of the lavel 2gainst the solenoid bdrackets, and bending of
the solencid sprinz bracket. The valve was repaired and reinstalled.
The malfuncticaing of the valve position indication w2s not observed
vhen the repaired valve was reinstalled. This maliunctioning was
apparextly caused by the sticking of the solenoid plunger at slightly
less than the full opea position or by the crud buildup arouad the
pPlunger cperated vicroswitch to ths open/closed lights.

Additicnally, to pfeveac recurrence of this incident, the following
corrective actions have beea or will be implemented.

1. The unit shutdown proceduras for all Oconee units have been revised
to include a change that will prevent decreasing unit load demand
below 120 ifWe before placing the ICS ia the tracking mode. This
would nininize the error batween the unit load demand and generated
pover aad thus would reduce the possibility of feedwater flow and
RCS transients. : .

2. The Units 1 and 2 power-actiiated pressurizer relief valves will be
exznined as soon as possible for any iadication of boric acid
crystal buildup. .
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Williza 0. Parker, Jr.

To verify the proper fuanctioning of RC-66, a test to cycle RC-66 .
prior to startup vith a test signal corresponding to 2285 psi will
be incorporated iato the staticn operating procedures.

Tae quench tazk ruvpture disc has been replaced, and the bottom
nozzles oa the pressurizer were dye penetrant tested and the
Mirror insulation replaced.

- Operating persomie.l have been advised oé this incident with specific

-

instrvctions that irmediate closure of 3RC-4 is the pruper corrective
actioa for such an occurrence. \ =

truly yours,

et  d.

PMA:vT
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