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SUMMARY

inspection on May 18 - June 15, 1981

Areas Inspected

This routine announced inspection involved 132 resident inspector-hours on site
in the areas of operational safety, surveillance, maintenance, radwaste chemistry
and followup on open items.

Resul ts

Of the five areas inspected, no violations or deviations were identified in three
areas; six violations were found in two areas (Operational safety - four
violations: scaffold on safety-related piping, failure to follow tagging
procedure, f ailure to nave a procedure resulting in voiding in primary system,
failure to respond to ice condenser alarm; radwaste - two violations: failure to
foHow procedures resulting in releases, failure to sample Powdex slurry and
ar,alyse for Sr-89 and 90).
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DETAILS

1. Persons Contacted

Licensee Employees

*M. McIntosh, Manager
*G. Cage, Superintendent of Operations
*D. Rains, Superintendent of Maintenarce
*T. McConnel, Superintendent of Technical Services
*D. Bradshaw, Operations
*S. Frye, Operations
*R. Michael, Radwaste Chemistry
*J. Foster, Health Physics
*M. Sample, Projects and Licensing
*D. Lampke, Projects and Licensing
*M. Pacetti, Site Safety Review Group
*J. Leggette, Site Safety Review Group

Other licensee employees contacted included technicians, operators,
mechanics, security force members and office personnel.

2. Exit Interview

The inspection scope and findings were summarized on May 21 and June 15,
1981, with those cersons indicated in Paragraph 1 above.

3. Licensee Action on Previous Inspection Findings

Not inspected.

4. Unresolved Items

Unresolved items were not identified during this inspection.

5. Operational Safety

At various times throughout the inspection interval, the inspectors obse ved
operations activities in progress in both the control room and the plant.
Operations activities observed were reviewed to verify that written
procedures were in use where appropriate and that individuals performing
work were qualified to do so. Portions of safety-related valve line-ups ano
equipment tagged from service were independently verified to be in the
condition required by procedures. Compliance with Technical Specification
Limiting Conditions for Operation was confirmed, where possible, in the
control room. The inspector also reviewed all control room and tagging
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logs, and licensee event report records. As a result of this review of
operating practices the inspector had the following findings.

a. Review of Control and Plant Status

After inspection of the Unit 1 pump cubicles, the following matters
were discussed with the licensee:

(1) The motor to pump coupling was removed from safety injection pump
NI-P-1A for maintenance; the pump was not required to be operable
and was properly removed and identified for corrective main-
tenance.

(2) In the safety injection pump NI-P-1B cubicle, the inspectors found
the pump discharge pressure instrument line support removed, and a
vertical hanger on the SI pump suction piping was misaligned
cocked. In addition, scaffolding had been installed on
safety-related piping in what appears to be a Violation of 10 CFR
50 Appendix B Criterion XIII as implemented by DPC Topical Report
Duke 1-A, Section 17, Paragraph 17.1.13, which requires measures
be taken to control storage of equipment to prevent damage. This
appears to be similar to Violation 370/81-02-01, written against
McGuire Unit 2. The scaffold in the SI pump room appears to fall
within the acceptable guidelines described in the corrective
action to 81-02-01; however, there is no evidence that the new
procedure guidelines, used by construction craftsmen only, were
considered in placing the scaffold routinely applied for scaffolds
built by steam production craft. Both groups build scaffolds in
Unit 1. This is a Violation (50-369/81-16-01), scaffold on
safety-related piping.

(3) The inspectors observed a pipe hanger (H55) on the floor of
charging pump NV-P-1A cubicle; however, the hanger was removed for
maintenance on nearby equipment and was properly controlled. The
pump 1A was tagged out for maintenance.

(4) 9e inspectors reviewed the red tag and removal and restoration
logs and the TS Action Item log to verify equipment was removed
and/or returned to service as required by the TS and station
procedures. The inspectors noted that charging pump ;N-P-1A was
removed from service before the alternate pump NV-P-1B was
returned to service according to RT's 43238 and 43282, the R0 log,
the TS Action Item log (items 597 and 610) and the R&R records.
The actual time the pumps were out of service was some 10 minutes,
according to the operating staff members who performed the swap on
May 15, 1981, and appears acceptable. A TS change regarding
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section 3.1.2.2 has been submitted; the inspectors had no further
questions at this time.

b. Control Room Ventilation Systems

On May 27, 1981, the plant was in Mode 5 (Cold Shutdown) preparing for
heatup. A+ that time, the control room ventilation system train B
Control Roim wea HEPA filters and prefilters were replaced. These
filters wew incorrectly identified as non-safety related. Therefore,
OP/0/A/6100/09 Removal and Restoration of Station Equipment was
incorrectly implemented in that those portions of the procedure
applying to safety-related equipment were not executed, control roon
ventilation train B was not removed from service, and testing of the
filters was not identified as required prior to return to service. The
filters were returned to service inoperable.

Failure to follow OP/0/A/6100/09 Removal and Restoration of Station
Equipment from Service constitutes a violation of Technical Specifi-
cation 6.8.1 which requires that written procedures be established,
implemented and maintained for activities including the administrative
control of safety-related equipment. (Violation 50-369/81-16-02).
This is a repeat violation of 50-369/81-15-03, failure to follos
tagging procedures due to incorrect identification of safety-related
equipment as non-safety-related.

As a result of this violation, the Control Room ventilation system
train B filters were returned to service while inoperable with respect
to Technical Specification surveillance requirement 4.7.6. The control
room staff was unaware that the sysuem was inoperable, placing the
plant in an Action Statement with respect to Technical Specification
3.7.6. Therefore, on May 28, 1981, the plant passed into Mode 4 in
violation of Technical Specification 3.0.4 which requires compliance
with all Limiting Conditions for Operation whtout reliance on Action
Statements prior to changing nodes. Additionally. after the plant was
in Mode 4, the shift supervisor removed train A of the Control Room
ventilation system from service for maintenance. With Train B still
untested, both trains were out of service. This consitituted operation
outside the Limiting Condition for Operation described in Technical
Specification 3.7.6. When the licensee identified this condition,

cooldown was initiated.

c. Voiding in the Primary System

On June 1,1981, while increasing reactor coolant system temperature
and pressure, the licensee noted lifting of a relief valve on the
intemediate head safety injection system. Back leakage past two
checkvalves in series had caused pressurization of the system to the
relief set point,1740 psig. The relief valve operated as designed to
protect the system from overpressurization.
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The licensee planned to perfom maintenance on the check valves by
isolating the system from the reactor coolant system with a freeze
plug. In order to reduce turbulence in the line, and allow the freeze
plug to seat, the reactor coolant system was cooled down using the
nomal procedure to approximately 315 F. At this temperature, all four
reactor coolant pumps could be turned off in full compliance with
Technical Specification requirements. The licensee attenpted to seat
the freeze plug for approximately twelve hours without sumss. At
approximately 1930 on June 2, it was decided to cool down, vent and
drain the reactor cooling system.

Throughout the pariod after turning off the reactor coolant pumps, the
temperature indicated for the hot legs, cold legs, and residual heat
removal system had been dropping. The operators tracked the cooldown
rate as they would during a normal cooldown. At the time of the
decision to vent and drain, the RCS temperature indicated at the RHR
system, hot legs and cold legs was approximately 160 F. During a
nomal cooldown,160 is the point at which the reactor coolant pumps
are turned off and the system vented. The operators joined the normal
cooldown procedure at the point following stoppage of the pumps. The
system was vented. The operators noted a steam and water mixture
passing through the head vent and an immediate surge in pressurizer
level. They immediately recognized that voiding had occurred in the
primary system, closed the vents and repressurized the system. A core
thermocouple map run after repressurization showed temperatures in the
upper internals to be approximately 250 F.

At approximately 0300 on June 3, when core thermocouple readings showed
upper internals temperatures to have fallen to 200-210 F, a PORV was
opened. Again evidence of voiding occurred, and the system was
repressurized. The following day, after evaluation of the event by the
engineering staff, it was concluded that voiding may have occurred in
the steam generators or upper head area. The reactor coolant pumps
were started to sweep cooler water through these areas. Subsequently,
the reactor coolant system was successfully vented and drained.

The reactor coolant system was in a unique situation in that a normal
cooldown was not done and also that due to lack of decay heat, natural
circulation was not possible. Radiological consequences to the event
do not exist as the reactor had never been critical to need cooling to
mitigate core damage. However, the inspector noted that
OP/1/A/6100/02, Controlling Procedure for Unit Shutdown, was not
followed in that it was joined in progress without meeting the normal
plant conditions which were prerequisites for its use. The procedure
assumed reactor coolant pump operation until temperature had dropped
below 160*F. The licensee should have recognized that OP/1/A/6100/02
was inappropriate and prepared a special procedure to take the plant to
a condition at which normal procedures could be applied. Failure to
prepare a procedure for opration with actual conditions constitutes a
violation of Technical Specification 6.8.1 which requires written
procedures be established, implemented and maintained for
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safety-related activities. (Violation 50-369/81-16-03), Failure to
have a procedure, resulting in voiding in primary system).

In the exit interview, the inspector stated that response to the
violation should not be to establish a permanent procedure for this
unique situation. Rather, the response should address the licensee's
program for establishing special operating procedures for other unique
situations which may arise throughout the life of the plant.

d. Ice Plant Condenser Doors

On June 13, 1981, prior to change of shift at 0800, alarm A-S on the
1AD9 panel came in. This is the ice condenser lower inlet doors open
alarm. The presence of this alarm was noted at shift change, but the
operators assumed without confirmation that it was due to activity in
the area. This alarm also sounds if the personnel door to the lower
ice condenser area is opened. At approximately 1400, the operators
noted that the alarm had never cleared. At that time, it was
investigated and Bay #16 of the lower ice condenser was found to be
open.

Failure to investigete the alarm at the time it first sounded
constitutes failure to follow OP/1/A/6100/10/J, Annunciator Response
for Panel 1AD9, which has immediate actions to be taken when alarm A-5
sounds. Failure to implement this procedure consititutes a violadon
of Technical Specification 6.8.1 which requires that written procedures
be established, implemented and maintained for safety-related
activities. (Violation 50-369/81-16-04, Failure to respond to ice
condenser alarm).

6. Surveillance Program

The inspectors reviewed the following periodic or perfomance tests to
verify system or component operability in accordance with the appropriate
Technical Specification

PT 4150/14, PORV's and isolation valves
PT 4151/02, ISI Valve testing
PT 4204/01, RHR testing
PT 4206/01, SI Pump testing
PT 4209/01, Charging pump testing

Within the areas inspected, no violations were identified.

7. Maintenance Activities

The inspectors reviewed and observed selected maintenance activities to
verify that proper procedures and controls were in use. Replacement of the
Reactor Coolant Pump A seals was observed in greater detail.
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The RCP "A" seals were damaged on May 17, 1981, when a seal injection filter
failed, allowing debris to enter the seal area. The filter failure was
caused by an excessive differential pressure across the seal caused by
debris. The increasing differential pressure was not identified by the
operators for several hours, apparently due to instrumentation problems.

The inspector reviewed the licensee's analysis of the problem and observed
the disassembly and reassembly of RCP "A". The inspector has no further
questions in this area.

8. Radwaste Chemistry

During this inspection interval, the inspector followed licensee response to
serveral releases from the radwaste systems to the environment,

a. On May 21, 1981, the waste gas system was noted to be losing pressure,
indicating a slow leak. CP/0/B/8120/18, "Radwaste Procedure for the
Routine Calibration of the Waste Gas System Analyzers (Zero and Span
Calibration)", had been run on May 20. During performance of this
procedure, the waste gas analyser racks are removed from service,
isolated from the remainder of the system, and calibrated using cali-
bration gases released directly to the unit vent. On May 20, the
individual performing CP/0/B/8120/18 omitted Part 4.2.21, and failed to
close the building exhaust isolation valve. The gas analyzer rack was
returned to service, providing a direct pathway from the waste gas
decay tanks to the unit vent.

As a result of the event, the licensee reviewed all chemistry pro-
cedures associated with the waste gas analyzer racks and provided
precautions or controls where there was a possibility of portions of
the system interfacing inadvertantly during use. Procedural changes
included: (1) A double verification checklist has been added to all WG
analyzer racks. (2) More stringent controls have been added (red tags)
to all WG analyzer rack procedures. (3) Valve handles have been
painted red to make the valve position more visible. (4) Purchasing
orders have been written and plans made to install 3-way, six-port
valves. The installation of these valves would make it impossible to
discharge a WG tank via the analyzer rack.

The changed procedures were reviewed and found adequate by regional
specialist inspectors. The licensee reported this item as LER 81-88.
The LER followup is closed.

b. On May 22, 1981, a liquid radwaste release was initiated from a waste
monitor tank. The radiation monitor (EMF-49) on the release line is
nonnally in alarm with a no-flow condition. Once a discharge past it
is begun, the alarm clears. On May 22, the alann did not clear as
expected, so ti'e individuals perfonning the procedure terminated the
release.
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Technical Specification 3.3.3.8 requires that EMF-49 be operable or at
least two independent samples must be analyzed and two independent
verifications done of the valve line-up prior to initiating the
release. On May 22, the first sample had been analy::ed, and the second
drawn but the results not yet available when the release was restarted.

The "Radwaste Procedure for Discharging a Waste lionitor Tank" was in
use, and required EMF-49 to be verified operable. When it was found
inoperable, tne procedure was -not and could not be followed in
reinitiating the release. A change to the procedure was not reviewed
and approved to include reliance on the action statement. Acting on
verbal instructions only, the individuals perfonning the release did
not comply with Technical Specifications.

As a result of this event, changes were made in the radwaste procedures
to reference the sampling procedure permitted by the Technical
Specification Action Statement. The procedure changes were reviewed by
regional specialist inspectors and found adequate. The licensee
reported this event as LER 81-83. Inspector review of this item is now
closed.

The events described in paragraphs a. and b. are examples of failures
to implement procedures resulting in releases from the radwaste system. '

This is in violation of Technical Specification 6.8.1 requires written
procedures to be established, implemented and maintained. They are
collectively Violation 50-369/81-16-05, Failure to follow procedure,

.

|

resulting in releases.

As described earlier, the licensee corrective action to preclude
recurrence was reviewed by the -inspector and found adequate. In
addition, licensee management has made commitments to avoid occurrence
of similar events in other rad waste system. Prior to initial-
criticality, the licensee will review all radwaste chemistry procedures
and incorporate changes where appropriate. The following conside-
rations will be used -in the review:

(1) The necessity of sign-offs for steps where the end result'does not
provide its own verification.

(2) The possibility of interfaces with other portions of the radwaste
system that may also'be in use.

(3) Reference to action statements for instruments required by
Technical Specifications.

This commitment t inspector followup item 50-369/81-16-06.

Because the licensee has identified and corrected the violations
leading to- these events, no further response is required on this ,

Violation.
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c. On June 12, 1981, members of the licensee and NRC staffs discussed the
surveillance requirements of Technical Specification 4.11.1.5. This

each batch of slurry (used Powdex resin)y of radioactive material in
specification requires that "the quantit

to be transferred to the
chemical treatment ponds shall be determined to be within [ limits] by
analysing a representative sample.... The analysis shall include at
least Ce-144, Cs-134, Cs-137, Co-58 and Co-60, in pico-curies / gram.
Estimates of the Sr-89 and Sr-90 batch concentration shall be included
based on the previous monthly composite analysis".

The licensee identified to the inspector that contrary to the above
requirement, the Sr-89 and Sr-90 concentrations were being estimated as
zero based on the absence of activity in the sample, rather than a
chemical analysis. Monthly composite sampling for use in this analysis
has not been performed. Ten batches of slurry were transferred to the
chemical treatment pond since licensing of the facility without
performing the Sr-89 and Sr90 analysis. These releases occurred on
March 6, 9, 27, April 3,13, 24, May 6, 22, June 8 and 11,1981. This
is a Violation. (Violation 50-369/81-16-07, Failure to sample slurry).

9. Followup on Open Items

81-BU-21 (Closed) Based on an inoffice review by specialist inspectors, this
bulletin is closed for Units 1 and 2.

10. Plant Licensing

During this inspection interval, a 5% power license was issued for McGuire
Unit 1. The inspector participated in discussions with ONRR on preparation
of the license and the accompanying new Te:hnical Specifications, and
reviewed the status of zero power licensing conditions.

a. License Conditions (7), )8), )9), (10), (11) were closed in IE
|

Inspection Report 50-369/81-03.

b. License Conditions (12) and (17) were closed in IE Inspection Report
50-369/81-10.

| c. License Condition (18) was closed in IE Inspection Report 50-369/81-08.
1

d. License Condition (14) items (c), (e), (f) are closed based on
specialist inspector review items (a), (b) and (d) were incorporated
into the 5% license.

e. License Condition (15) is closed based on inspector review of portions
of the installation and testing of equipment. Final instrument
calibration will be completed after heat-t p. The inspector verified
that this calibration is scheduled.
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f. License Condition (16). The inspector verified that enhanced
structural ir. service inspection procedures are in use. This item is
closed.

|

l


