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DETAILS

1. Persons Contacted

J. Carroll, Director, Oyster Creek Operations
K. Fickeissen, Manager, Plant Engineering
M. Laggart, Supervisor, Licensing
J. Maloney, Managar, Plant Maintenance<

A. Rone, Engineering Manager
W. Stewart, Plant Operations Manager
J. Sullivan, Manager, Operations
D. Turner, Padiological Controls Manager

The inspector also interviewed other licensee personnel during the course of
the inspection including management, clerical, maintenance and operations
personnel.

i 2. Licensee Action on Previous Inspection Findings

(Closed) Unresolved Item (219/79-18-09): No listing of fire stops and
seals. The inspector reviewed procedura 645.6.017 revision 0, August 7,
1980, " Fire Barrier Penetration Surveillance." This procedure provides a
checklist for inspection of fire barrier penetrations in safety related
areas. The checklists include sketches of the applicable areas identifying
the number and locations of the penetration barriers.

(Closed) Unresolved Item (219/79-18-11): Locked valves in the fire
protection system not listed in procedure 108. Procedure 108, " Equipment
Control" has been revised by removing all system's locked valve listings.
Locked valves are now listed in the talve and switch lineup portion of
the applicable system operating procedures. Procedure 333, revision 10,
May 12,1981, " Plant Fire Protection System" lists the locked valves in the
fire protection system.

(Closed) Unresolved Item (219/79-18-15): Modification procedure controls.
This item addressed the use of temporary changes to procedures without
clearly identifying the respor.sibility for review of the change to assure
that the intent of the procedure was not modified. Procedure 107,
revision 14, February 26,1981, " Procedure Control", allows temporary
changes to procedures provided the changes do not modify the intent of the
original procedure and the changes are aporoved by two members of the
supervisory staff. One member of the supervisory s aff must be responsible
in the area or category affected by the procedure, the other must be a
Group Shift Supervisor or Group Operating Supervisor. Procedure 106,
revision 17, June 1,1981, " Conduct of Operations," states in part,
" Signatures on a Temporary Change Request are required for a cognizant
supervisor and the Group Shift Supervisor / Group Operation Supervisor

_



-

.

3

have the following meaning: The cognizant supervisor is attesting to the
technical validity of the change based on his familiarity with the function
and the fact that the change does not change the intent of the procedure;
while the GSS/G05 as the licensed SR0 is countersigning his cognizance
of the change as it relates to operation and safety considerations of the
plant as reviewed by Technical Specifications."

These two procedures adequately address the assignment of responsibility
for review of temporary changes to procedures.

3. Plant Tours

During the course of the inspection, frequent tours of the facilitya.
were conducted. The following observations were made:

(1) Daily tours of the control rcom were conducted when the inspector
was on site. The inspector verified that access doors to the
control room were kept locked or were guarded by a Site Protection
Officer who administered proper access control in accordance with
the Security Plan. All control room panels were examined to
verify that required instrumentation was functional, that proper
correlation between instrument channels existed, and that indicated
parameters were within Technical Specification limits. Control
room indications were examined to verify that system alignments
and availability :omplied with Technical Specification Limiting
Conditions for Operation. dt control room annunciators were
reviewed with operators and Rift supervisors to verify that the
reasons for the alarmed conditions were understood and that
corrective action was being taken, if required. Systems or components
removed from service for maintenance or testing were reviewed to
verify that Technical Specification Limiting Conditions for Operation
were met and that proper surveillances were performed on redundant
systems. The inspector observed shift turnovers to verify that
continuity of system status was maintained and that turnovers
were conducted in an orderly manner. Frequent observations were
made to verify that shift staffing requirements of 10 CFR 50.54(k),
Technical Specifications, and licensee administrative procedures
were met.

On June 9,1%1, at about 9:00 A.M., the inspector noted a -
control room log entry indicating that the 'B' and 'C' Emergency
Service Water (ESW) pumps failed to meet the acceptance criteria
of surveillance procedure 607.4.001, revision 11, August 25,
1980, " Containment Spray and Emergency Service Water Pump
Operability Test", which was completed at 12:35 A.M. on June 8,
1981. The measured motor current of the 'B' ESW pump (Containment
Spray System I) was 48 amperes with an acceptance criteria of 53+3

_ _ _ _ _ _ _ _ _ _ - _ _ _ .
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amperes. The measured discharge pressure on the 'C' ESW pump (Con-
tainment Spray System II) was'95 psig with an acceptance criteria
of greater than or equal to 100 psig. All other acceptance criteria
of the surveillance test were met. Technical Specification 3.4.C.4
allows one ESW pump in each containment spray system to be inoperable
provided the redundant pumps are demonstrated daily to be operable. ,

The inspector detennined that no subsequent daily surveillance tests l

had been performed on the 'A' and 'D' ESW pumps and no log entries
had been made indicating that the 'B' and 'C' ESW pumps had been
declared inoperable. This was identified to the Group Shift Super-
visor who stated that at the time of comoletion of the surveillance
test, a management decision had been made to consider the 'B' and
'C' ESW pumps operable based on previous operating experience.
Licensee management stated that this decision was based on past
experience of poor correlation between pump flow and pressure and
motor current readings- The inspector stated that system opera-
bility is demonstrated by periodic satisfactory performance of sur-
veillance procedures. Failure to perform the daily operability
check of the ' A' and 'D' ESW pumps when the 'B' and 'C' pumps had
not met the surveillance test acceptance criteria constitutes non-
compliance with Technical Specification 3.4.C.4 (219/81-12-01).

The licensee achieved full compliance at about 11:30 a.m. on June 9,
1981, when the required surveillance was satisfactorily performed
on the 'A' and 'D' ESW pumps. On June 10, 1981, all four ESW pumps
were again tested and, in addition to measuring motor current-

and pump discharge pressure, the system flows were measured using -
ultrasonic measuring equipment. All pumps delivered in excess of
the required 3000 gallons per minute flow rate and were determined
to be operable.

The licensee stated that to preclude recurrences of this noncompli-
ance, which was the result of poor correlation between measured test
data and actual system performance, engineering action has been ini-
tiated to provide flow instrumentation on the ESW system. In the
interim, the testing procedure and acceptance criceria will be
evaluated to determine possible methods of providing better indica-
tion of the actual pump performance. This will be.further reviewed in a
subsequent inspection (219/81-12-02).

(2) Tours of the reactor building and turbine building were conducted
at least four days per week. Local plant instrumentation was
selectively examined to verify that required instruments were in

,
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service and proper correlation between channels existed. Valves
and components in safety related systems were observed to verify
proper. system alignment. On June 26, 1981, a complete valve

~

lineup check of the Standby Liquid Control System was cor. ducted
and all valves outside of the drywell were found to be in

. conformance with procedure 304 revision 8, April 8,1981,'

" Standby Liquid Control System." Accessible major flow path valves
in the Core Spray, Containment Spray, Control Rod Drive Hydraulic,
and Emergency Service Water System were verified to be properly
aligned by direct observation or by observing remote position
indicators. System components were examined for evidence of
fluid leaks or abnormal vibration. Selected snubbers were visually
examined for fluid leaks or indications of mechanical interference.
On June 29, 1981, the inspector noted that a hydraulic snubber
on the 'A' Isolation Condenser condensate return line was installed
such that the snubber's accumulator assembly was in such close
proximity to a building support column that very little clearance
was available for axial movement of the pipe toward the containment.
This was promptly identified to licensee management. The snubber
assembly was removed and reinstalled rotated 180 degrees about
its axis allowing about two inches of clearance between the main
cylinder and the building support column.

(3) Periodic tours were conducted of the Augmented Off-Gas Building
and New Radwaste Building. The inspector examined control panels
for indications of abnormal process conditions. Annunciator
panels were reviewed to verify that adequate corrective action was
being taken for alarmed conditions. Locked high radiation areas
were examined to verify that proper warning signs were posted and
that access points were locked or under surveillance. General
personnel conduct was observed to verify adherence to licensee
procedures on housekeeping, contamination control, and personnel
monitoring.

(4) Tours of the reactor building included checks of the 4160 Volt
Switchgear, 460 Volt Switchgear, Cable Spreading, and Battery
Rooms. All breakers in the 4160 Volt Switchgear were examined for
proper alignment and availability of control power. Selected
breakers in the 460 Volt Switchgear were examined for proper
alignment and availability of control power. The station batteries
were examined for proper electrolyte level, evidence of terminal
or terminal connector deterioration, and proper alignment of the
battery chargers. General cleanliness and control of matericl' to
prevent fire hazards was examined. The inspector verified that
access points to these vital areas were either locked or guarded
in accordance with the site security plan.

_ ._
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(5) Monitoring Change Areas ~were observed to insure that entrances
to the radiation controlled area (RCA) were properly posted,
personnel entering the RCA were wearing proper dosimetry, and that
personnel and materials leaving the RCA were properly nonitored
for radioactive contamination. On June 18, 24, and 29 a total of
about 40 individuals were observed exiting the RCA. The inspector
verified that all tools and equipment were monitored for radio-
active contamination and that all personnel performed an adequate
whole body frisk. On June 24, 1981, the inspector reviewed the
plant survey status board posted at the monitoring change area
cutside the health physics office. The data posted on the board
was dated June 24, 1981. However, the inspector determined that
survey results for some high radiation areas were as much as two
weeks old. The licensee stated that the frequency of surveys in
these areas is determined by the need for occupancy of these areas-
If an entry into an area is required when radiation levels cannot
be determined by a recent survey or historical data, the entry is
made in the company of a qualified radiation p otection technician
who will determine the radiation levels. In addition, an individual
entering a locked high radiation area must first obtain approval
from the health physics office prior to making an entry. The
inspector expressed concern that out of date survey data on the status
board could give misleading information to an individual who checks
the posted levels prior to entering a high radiatica area. The
licensee agreed with the inspector's concern and stated that in the
future only current survey data would be posted on the status board,
High radiation areas for which current surveys were not available
would be marked only as "High Radiation Areas". The inspector
verified by subsequent reviews of the status board that posted
radiological working conditions were current ~ as of the date marked
on the status board.

(6) During tours of the facility, the inspector made observations to
verify that control point procedures were followed, that contamination
areas and airborne radioactivity areas were properlv posted, and that
high radiation areas were properly posted and locked when required.

On June T6,1981 at about 11:00 A.M. , the inspector noted that the .
North-West reactor building -stairwell between the 51 foot and 95 -
foot elevations was roped off and posted at the 51 foot elevation
as a Contamination Controlled Area. At the 95 foot elevation the
stairwell was barricaded but was not posted with a warning sign.
The inspector subsequently determined that the area had been posted
but the warning sign had fallen down and was lying face down
inside the Contamination Controlled Area. The licensee promptly
replaced the warning sign. All other contamination and airborne.

activity areas examined were properly posted.

On June 24, 1981 at about 2:00 P.M., the inspector found the door.
leading from the reactor feed pump room to the reactor building
South-West corner room ajar. This area is posted as a-locked high
radiation area. The inspector notified the Group Shift Supervisor

__ - -____ _ __-_-_______ - _ __ _ - _ _ _ _ _ _ _ _ - . --. .__
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and maintained the door under surveillance until the arrival of a
radiation protection technician. This door is the outer door of-
a reactor building airlock. The inspector verified that the inner
door was saut (not lockable) and that secondary containment had
not been violated. A subsequent radiation survey of the area showed,

# radiation levels of 1000 mrem per hour at the reactor building
equipment drain tank and 4000 mrem per hour at the base of the 'D'
core r, pray pump. Failure to maintain a locked door to prevent
unauthorized entry into an area in which the radiation intensity is
greater that 1000 mrem per hour constitutes noncompliance with
Technical Specification 6.13.2 (219/81-12-03).

A subsequent investigation of this incident determined that fire
protection personnel had passed through the locked door at about
1:20 P.M. to perform a fire extinguisher inspection. They exited the
area shortly before 2:00 P.M. and signed out on the "High Radiation
Area Key Usage Log" signifying that the door was locked. A jammed
airlock door interlock device prevented the door from fully closing.
A defective high radiation area warning light not providing an
indication of the open door coupled with failure of the personnel to
adequately check the door prior to leaving the area caused this
event. A maintenance work order was submitted and the interlock
device and warning light were promptly repaired. The inspector
noted that inadvertent entry into the high radiation area was
unlikely because the area was prominently posted as a high'

radiation area, a contamination controlled area, and an airborne
activity area. In addition, the pathway leading to the door is
posted as a contamination controlled area, requiring the use of
protective clothing in order to gain access to the door.

(7) During tours of the facility, selected electrical jumpers were
examined to determine if the jumpers were in place on the proper
terminals in the proper electrical ~ panels. The following junpers
were examined:

,

Check Off Sheet 80-235 dated March 18, 1980, Jumper 100 on--

XD relay contacts 1 and 2 in panel llR to prevent turbine
building supply and exhaust fans from tripping due to
vibration from the overhead crane.

Check Off Sheet 80-294 dated August 26, 1980, Jumpers 15,--

19, 25, 26, 35, 36, 54, 57 and 91 installed in panel 8R
to jumper out faulty control rod drive temperature sensors.

-- Check Off Sheet 80-312 dated November 18, 1980, Jumper 30 in
MCC 1812 to maintain exhaust fan 1-4 in service while
supply fans 1-5 and 1-6 are secured for heating coil
replacement. .

No una'cceptable conditions were identified.

. .- _ _ _ , . _ . - , . . _
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(8) During tours of the facility, the inspector examined tags hung
on valves and breakers to verify'that the component was in the
position or condition specified on the tags and that the tags
were properly filled out. On June 16,-1981, at about 10:00 A.M.,
the inspector found the breaker for the 'B' emergency service water
pump tagged in the open position. The tag was dated June 15, 1981.
The inspector questioned the installation of this tag since no
surveillance was logged as being performed on June 15 on the redundant
pump prior to removing this pump from service. Sul ,equent log
review and discussions with the Group Shift Supervisor and Control
Room Operators revealed that the 'B' emergency service water pump
had i'n fact been tagged out of service on June 16, 1981 and the
incorrect date had been entered on the tag. The inspector
verified that the proper surveillance had been completed on the
redundant pump on June 16, 1981. The licensee corrected the date
on the tag. The inspector had no further questions on this item.

,

b. The following acceptance criteria not already noted were used for the
above itens:

Technical Specifications;--

10 CFR 50.54(k);--

Procedure 106, Conduct of Operations;--

Procedure 119, Housekeeping;--

-- Procedure 120, Fire Hazards;

Procedure 903.2, Personnel Monitoring;--

Procedure 903.6, Dersonnel Regulations;--

-- Procedure 915.1, Restriction of' Access into Radiation Control Areas;

Procedure 915.4, Contamination Control; and,--

-- Inspector judgment.

4. Shift Logs and Operating Records

The inspector reviewed the following plant procedures to determinea.
the licensee established require.ents in this area in preparation for
review of selected logs and records:

-- Procedure 106, Conduct of Operations;

. - . -. - . . . - _ _ _ - -.
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Procedure 108, Equipnent Control; and,--

Procedure 115, Standing Order Control.--

The inspector had no questions in this area.

b. Shift logs and operating records were reviewed to verify that:

Control Room logs were filled out and signed;--

Equipment logs were filled out and signed;--

Log entries involving abnormal conditions provided sufficient--

detail to communicate equipment status;

Shift turnover sheets were filled out, signed, and reviewed;--

-- Operating orders did not conflict with Technical . Specification
requirements; and,.

Logs and records were maintained in accordance with the procedures--

in a. above.

.

c. The review included the following plant shift logs and operating
'

records as indicated, and discussions with licensee personnel. Reviews
were conducted on an intermittent selective basis:

-- Control Room log, al? entries;

-- Group Shift Supervisors Log, all entries;

Technical Specfication Log;--

Reactor Auxiliary Log;--

Reactor Log;--

-- Control Room Turnover Check List:

Reactor Building Tour Sheets;--

Turbine Building Tour Sheets;--

-- Equipment Tagging Log;

-- Lifted Lead and Jumper Log;

Defeated Alarm Log;--

..
. . . . . . . . . . . .
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Standing Orders, all active; and ,--

Operational Memos and Directives, all active.--

No unacceptable conditions were identified.

5. Follow-up of On-Site Events

a. On June 14, 1981 at about 8:15 A.M., the plant was operating at 98.5
percen1. power. The centrol room operator initiated a power increase by
raising reactor recirculation flow. Initially, all plant parameters

responded normally. However, as reactor feed flow increased in response
to the reactor power increase, oscillations in the flow caused a flow
spike above the feed pump runout safety set point. The runout safety
is a feed pump protective circuit which locks the feedwater regulating
valves at a predetermined setting when feedwater flow reaches the runout
set point. Locking of the feedwater regulating valves created an overfeed
situation in which feedwater flow exceeded the reactor water level
control system's feedwater demand. The reactivity insertion caused by
excess feed of relatively cold water to the reactor resulted in a power
excursion during which the licensed power limit was exceeded for about
two minutes. The transient was terminated when the control room operator
overrode the runout safety lock, manually reduced feedwater flow, and
inserted control rods to reduce power. A subsequent licensee
investigation of this event found that the runout set point had
drifted too low since its previous-calibration during plant startup on
June 1, 1981. The set point was reset and calibrated. The inspector
determined that the control r_com operator's actions were prompt and
correct in terminating this transient.

The inspector had no further questions on this item.

b. On June 17, 1981 at 1:47 P.M., secondary containment integrity was
broken when both reactor building railroad airlock doors were opened.
Upon completion of Standby Gas Treatment System (SGTS) surveillance,
the SGTS was secured and normal reactor building ventilation was
restored. However, in restoring normal ventilation flow, the operator
failed to restart the reactor building supply fans after starting the
exhaust fans. The resulting negative pressure (in excess of 0.5
inches of water) in the reactor building caused a mechanical failure of
one of the latching mechanisms on the inner airlock door allowing the
door to partially open. The outer airlock door was open at the time
for maintenance. Personnel working on the outer door immediately .
recognized the breach of secondary containment and shut the outer door.
They notified the control room and the reactor building supply fans were
started immediately. No unmonitored ground level release of radioactivity
resulted from this event due to the reactor building being under
negative pressure. T_he licensee repaired'the failed latching mechanism
and stated that procedure 329, " Reactor Building Heating, Cooling, and
Ventilation System" will be revised to insure correct practices are

'
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followed during operation of the supply and exhaust fans. Revisions to
this procedure will.be examined in a subsequent inspection (219/81-12-04).

The inspector had no further questions on this item.

c. On June 26,1981 at 3:40 A.M., the reactor tripped from 68 percent
power due to low vacuum in the main condensers. Failure of steam
traps in the steam jet air ejector system caused a rapid decrease in
condenser vacuum which initiated an automatic reactor scram at 25
inches Hg ucuum. Following the scram, the control room operator placed
the mode switch in " SHUTDOWN" and reset the s . ram signals. The opt.rator
noted that six control rods (numbers 10-35, 14-19, 22-35, 30-27, 30-31,
and 34-31) remained at notch position "02" (six inches from fully
inserted). The mode switch was moved to " REFUEL" in preparation for
manually inserting the rods with the reactor manual control system. But,
the scram signal initiated by moving the mode switch out of " SHUTDOWN"
fully inserted the rods and manual insertion was not required. Control
rods inserting only to notch position "02" on a scram was reviewed in
NRC Generic Letter No. 81-24, dated June 15, 1981, and is attributable
to leakage past worn stop and drive piston seals and does not represent
a significant safety issue. A review of recent control rod drive stall
flow test data showed an average of about 4.7 gpm stall flow for the
six rods that did not fully insert, compared to an average for all rods
of about 3 gpm. The probable cause of the failure of these rods to
fully insert is leakage past worn piston seals. This will be addressed
by the licensee during routine control rod drive maintenance at the
next refueling outage.

The inspector had no further questions on this item.

6. In Office' Review of Licensee Event Reports (LER's)

The inspector reviewed LER's received in the NRC:RI and Resident Office to
verify that details of the event were clearly reported including the accuracy
of the oescription of cause and adequacy of corrective action. The inspector
also determined whether further information was required from the licensee,
whether generic implications were involved, and whether the event warranted
on-site followup. The following LER's were reviewed:

,

LER Event

j *81 -14/lT Primary containment atmosphere was not reduced to less than
five per cent oxygen within 24 hours of reactor startup.

i

|

| 81-15/3L Main steam line high flow sensors RE22F and RE22G tripped
at v lues higher than specified.ai

| *81-16/3L Failure of packing in valve V-2-88 resulted in an unmonitored
I release of radioactive water.
!
.

I
t
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LER EVENT

81-17/3L Containment spray system I was inoperable when water level
in the intake structure dropped below the emergency service
water pump suctions.

*81 -18/1T Reactor building to suppre:sion chamber vacuum breakers
were prevented from fully opening by scaffold.

81-19/3L IRM calibration was not performed as required during plant
shutdown.,

81-20/3L Water level in the 'B' isolation condenser was less than
specified due to instrument ceror.

*81-22/1T Secondary containment integrity was not maintained when
both north-west reactor building airlock doors were open.

*81-25/1T Secondary containment integrity was not maintained when
both railroad airlock doors were open.

No unacceptable conditions were identified.
,

7. On-Site Licensee Event Follow-up

For those LER's selected for on-site followup, the inspector verified that>

reporting requirements of Technical Specifications and Regulatory Guide 1.16
had been met, that appropriate corrective action had been taken, that the
event was reviewed by the licensee as required by facility procedures, and
that continued operation of the facility was conducted in accordance with
Technical Specification limits. The LER's selected for on-site followup
are denoted by an asterisk (*) in detail 6. above. The following specific
observations were made and discussed with licensee management:

81-14/1T The details of this event were reviewed and documented in
detail in NRC inspection 219/81-06 conducted March 1-31,
1981. Final corrective action is the subject of unresolved
item number 219/81-06-02 and will be reviewed in a subsequent
inspection.

81 -16/3L These events were reviewed and documented in detail in
and NRC inspection 219/81-10 conducted April 1-31, 1981. Final

81 -18/1T corrective actions will be examined following a review of
the licensee's response to the subject inspection findings.

81 -25/1T This event is reviewed in detail in paragraph 5.b. of this
report.

The inspector had no further questions on these items.
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8. IE Bulletins and Circulars

a. Bulletins

Licensee actions concerning the following IE Bulletins were. reviewed
by the inspector to verify that: the Bulletin was forwarded to

.

appropriate on-site management; a review for applicability was!
performed; information discussed in the licensee's reply was accurate;
corrective action taken was as described in' the reply; and the reply -
was within the time period described in the bulletin.

-- IEB 80-25, Operating Problems with Target Rock Safety-Relief Valves
at BWR's. Discussions with cognizant plant personnel determined
that information presented in the licensee's response dated March
12, 1981, is correct. The licensee does not use Target Rock
safety-relief valves at the Oyster Creek Facility.

This item is closed,

b. Circulars

Licensee actions concerning the following IE Circulars were reviewed
to verify that the circular was received by licensee management, that a
review for applicability was performed, and that action taken or
planned is appropriate.

IEC 79-12, Potential @sel Generator Turbo-Chr.rger Problem.-

Standing Order Number 28, " Diesel Generator Operation", dated
July 13 1979, is still in effect providing interim operator
guidanc.. The modifications recommended by General Motors
Corporation Electro-Motive Division have not yet been installed.

This item will be reexamined in a subsequent incection.

IEC 79-13, Replacement of Diesel Fire Pump Startino Contactors.--

There has been no change in the status of this circular since its
review in NRC inspection 50-219/81-01 cons.cted on January 5-31, 1981

This item will be reexamined in a subsequent inspection.

IEC 79-17, Contact Problem in SB-12 Switches on General Electric--

Metalclad Circuit Breakers. Discussions with cognizant licensee
personnel indicated no known incidents of installation of type
SB-12 control switches during the period of interest. However,
no search of procurement records has been conducted to verify that
none are on site.

This item will be reexamined in a subsequent inspection.

IEC 79-19, Loose Locking Devices on Ingersoll Rand Pumps. Engineering--

Task 79-15 has been issued to complete the corrective actions required.
The licensee has determined that the Core Spray and Core Spray
Booster pumps are of the type discussed in this circular.

1

-
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Necessary parts have been ordered and will be installed during the
1981- refueling outage.

'This item will be reexamined in a subsequent inspection.
'

IEC 79-25, Shock Arrestor Strut Assembly Interference. The--

licensee has determined that PSA-10 Mechanical Snubbers are
in use on safety related piping inside the drywell.; The . licensee
believes that the PSA-10, a .15,000 psi shock' arrestor manufactured
by Pacific Scientific Company, is the.same as the snubber referred
to as PSCO size 15 in-the-Circular. These snubbers were installed: ,

as replacements for Bergen Paterson hydraulic snubbers using the- -

- original Bergen Paterson mounting hardware. - Therefore, the interfer-
- ence problem addressed in this Circular may. exist at this facility. ,

The licensee will perform an inspection _ of the. subject snubbers 4
during the 1981_ refueling outage.

- This item will be reexamined in a ~ subsequent inspection.
*

'All of the following circulars were etermined .to be not' applicable to tha"

Oyster Creek facility: !
,
*

IEC 80-13, Grid Strap Damage-in Westinghouse Fuel _ Assh11es.-

IIEC 80-15, Loss of Reactor: Coolant Pump Cooling and Natural Cir---

culation Cooldown.
~

-- . IEC 80-23, Potential Defects 11n' Beloit Power Systems Emergency
'

Generators.
'

These items are closed.

9.. Review of Periodic and'Special' Reports :

I
+

Upon receipt, periodic and special reports submitted by the licensee pursuant - I
to Technical Specification 6.9.1 were reviewed by the inspector. Thisc

[ review included the following considerations: the report includes the .

infonnation required to be reported to the NRC; planned corrective. actions 4
.

' are adequate 1for resolution of identified problems;' and. that' the reportedL
information is~ valid. Within the scope of the above, the following periodicc

! reports were reviewed by the~ inspector.
~

i

'May, 1981 Monthly Operating Data Report -L --

.

.

L 10. Exit' Interview -

-At periodic intervals during the course of this. inspection, meetings 1were
.

held:with. senior facil_ity management to discuss inspection scope and'

. findings.. Discussions with station management relative to the status of
' Resident inspection' efforts were held'on June 2, 9, 12, 15, 18, 26 and 30. |

,

':

;'

s

e
. -b

-

,

'

#
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