
' '

DCS: 50317 811005 50317 811016 50318 811023
50317 811001 50317 811008 50318 811017
50317 811022 50317 811105 50318 811028
50317 811103 50317 811102 50318 811105
50317 811010 50317 811124- 50318 81110%
50317 811021 50317 811109

U.S. NUCLEAR REGULATORY COMMISSION
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Report: _50-317/81-24, 50-318/81-23

Docket: 50-317, 50-318

License: DPR-53,DP430 Category C, C

Licensee: Baltimore Gas and Electric Company
P. O. Box 1475
Baltimore, Maryland 21203

Facility: Calvert Cliffs Nuclear Power Plant, Units 1 and 2 ./
Lusby, Maryland

Inspection Dates: , November 3 - December 1, 1981

Inspectors: coy 6tNtv [ I
R.E Architzel, Senior Resident Inspector date signed

&MiCO {'hW & WL ff
A.R..,Blough, Reactor fnspector date signed

~

.

M b bApproved:
E.C. McCabe, Jr. , Chief,/ Reactor Projects dat.e signed

Section 2B

Inspection Summary: November 3 - December 1, 1981 (Report 50-317/8_1-24, 50-
318/81-23): Routine onsite inspection by the resident inspector (35 hours) and
a region-based inspector (29 hours). Areas inspected included plant operations,
radiation protection, physical security, fire protection, operating records,
maintenance, surveillance, radioactive waste releases, open items, IE Bulletins
and Circulars, reports to the NRC, and the control room and accessible parts of
the auxiliary, turbine, service, and intake buildings. Two violations were
found: failure to adequately control maintenance on a safety-related system
(Detail 3), and radioactive release above T.S. instantaneous limits (Detail 7).
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DETAILS,

|

1. Persons Contacted q
.

The following technical and supervisory level personnel were contacted: |
, t

! M.E. Bowman, Principal Engineer, Nuclear Fuel Management
'

4 J.T. Carroll, General Supervisor, Operations
P.T. Crinigan, Senior Engineer

,

W.G. Gibson, General Supervisor, Electrical & Controls
N.L. Millis, General Supervisor, Radiation Safety

i G.S. Pavis, Engineer, Operations
: E.T. Reimer, Plant Health Physicist
! P.G. Rizzo, Asst. General Foreman, Maintenance

L.B. Russell, Plant Superintendent
R.P. Sheranko, General Foreman, Production Maintenance

! R. Sprecher, Supervisor, Plant Chemistry
J.A. Tiernan, Manager, Nuclear Power Department

! R.L. Wenderlich, Engineer, Operations

; Other licensee employees were also contacted.

2. Licensee Action on Previous Inspection Findings-

a. (Open) Unresolved Item (317/81-12-03, 318/81-12-03)

Clarification of flow transmitter calibration check procedure regarding
minimum number of data points. As of November 5,1980, the procedure,
FTI-157, had not been revised. The licensee had expressed intent to
change the procedure by July 31, 1981, but the due date had not been
retained on the licensee's follow-up system. A licensee representative
stated that the procedure would be revised by November 30, 1981.

i

b. (0 pen) Unresolved Item (317/81-12-02, 318/81-12-02)

! Logs which monitor safety-related parameters.to be issued as part of
an approved procedure by July 31, 1981. As of November 6, POSRC
review and Plant Superintendent approval of these logs had not been
done. The licensee e2 stated their intent to complete this item and
noted that failure to meet the original date was an oversight.

c. (New Open Item) Unresolved Item (317/81-24-01, 318/81-23-01)

A concern was raised by the inspector about the adequacy of the licensee's
system for keeping track of commitments made to the NRC. The licensee

7

stated that this area would be examined in light of the two missed'

! commitments addressed above. Adequacy of the licensee's systems for
following coamitments to the NRC is unresolved.

,

!

i

;
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d. (Closed) Inspector Follow Item (317/81-21-04, 318/81-20-05)

Submit LER for undersized ASCO Solenoids. The licensee submitted LER
; 81-77/03L addressing the circumstances surrounding the installation of

_

'

i the subject valves and their plans for corrective action.

i 3. Review of Plant Operations

a. Daily Inspection '

The inspector toured the facility to verify proper manning and access
control, and observed adherence to approved procedures and LCO's.
Instrumentation and recorder traces were observed. Status of control
room annunciators was reviewed. Nuclear instrument panels and other ,

reactor protective systems were examined. Control rod insertion
! limits were verified. Containment temperature and pressure indications

were checked against Technical Specifications. Stack monitor recorder
traces were reviewed for indications of releases. Panel indications
for onsite/offsite emergency power sources were examined for automatic i

operability. Control room logs, shift supervisor logs, tagout logs,
and operating orders were reviewed for operating trends and activities |
recorded. During egress from the protected area, the inspector verified
operability of radiological monitoring equipment and that radioactivity
monitoring was done before release of equipment and materials to

! unrestricted use. ,

These checks were performed on the following dates:

November 2, 3, 6, 9, 12, 13, 16, 17, 19, 23 and 25, 1981. '[
i

About 10:00 a.m., November 13, the inspector nnted that both Unit 1
; Containment temperature indications had been removed from Panel 1C10. ,

The Senior Control Room Operator stated that they had been removed
about 9:00 a.m., that containment temperature was recorded immediately
prior to this, and that they would be reinstalled about noon. The3

inspector noted that the Technical Specifications require that contain-
ment temperature be maintained below 120 degrees F, that there are no |
specific requirements for indication other than a 24 hour interval
surveillance requirement. The inspector expressed concern to the
General Supervisor, Operations regarding the simultaneous removal of4

the indicators, stating that a more prudent action would be sequential
removal from service. The General Supervisor, Operations acknowledged

,

the inspector's comments and stated that this would be addressed with
,

| the General Supervisor, Electrical and Controls. This item will be ,

re-reviewed (317/81-24-04). '
,

!

,
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b. Weekly System Alignment Inspection

Operating confirmation was made of selected piping system trains.i

' Accessible valve positions in the flow path were verified correct.
Proper power supply and breaker alignment was verified. Visual inspec-
tions of major components were performed. Operability of instruments
essential to system performance was verified. The following systems
were checked:

- 22 LPSI Subsystem on November 5, 1981.
,

- Unit 1 and 2 Salt Water Systems in the Intake Structure on November
3, 1981.

- Unit 1 Breaker Line Up Verification per STP-0-90-1 on November
20, 1981.

During the breaker line up verification, the inspector noted that
acceptance criteria were not included for the voltage readings on the
125 VDC busses. Voltage specifications were included for the 13 KV, 4
KV, and 480 VAC busses. The licensee stated that STP 0-90-1 would be
revised to include DC bus voltage acceptance criteria. This item
(317/81-24-02) is unresolved.

c. Biweekly Inspection

Verification of the following tagouts indicated the action was properly
conducted.

- Tagout No. 12899, #21 Diesel Generator Air Start Compressor,
dated November 2, 1981.

Boric acid tank samples were compared to the Technical Specifications.
Tank levels were also confirmed.

No unacceptable conditions were identified.

d. Other Checks

During plant tours, the inspector observed shif t turnovers, security
practices at vital area barriers, completion of radiation work permits,
and use of protective clothing and respirators. The operational
status of area radiation and air monitors was reviewed, as were personnel
monitoring practices. Equipment tagouts were sampled for conformance
with TS LCO's. Plant housekeeping and cleanliness was evaluated.
Other TS LCO's, including primary and secondary chemistry and radio-

| activity, watertight doors, and remote instrumentation were checked.
,

!
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} During a tour of the Unit 1 Cable Spreading Room, on November 23,
! 1981, the inspector noted that an access plate was not in place on a
i ventilation exhaust duct in Vertical Cable Chase IC. The ventilation
! syster .nvolved is safety-related and an integral part of the Control

Room / Cable Spreading Room ventilation system. The inspector notifiedi

i the Shift Supervisor. The access plate, which was lying'in the vicinity
j of the ducting, was replaced during the same shift (MR-0-81-4882). No
i maintenance action existed for removing the plate; there were no
! previous plans to restore the system integrity. Failure to adequately

control maintenance on a safety-related system violates 10 CFR 50,:

i Appendix B, Criterion V and FSAR Article IC.5, Revision 38, April 30,
'

1975 requirements for procedural controls over activities affecting
; qua1ity (317/81-24-03, 318/81-23-02).

! 4. Surveillance Testing
.

The inspector observed parts of tests to verify performance in accordance4

with approved procedures, LC0 adherence, satisfactory test results (if=

; completed), proper removal and restoration of equipment, and proper deficiency
1 review and resolution. The following tests were reviewed:
'

- STP-M2108-2, "RPS Functional Test," revision 17, dated February 13,
1981, performed November 4, 1981. For this test the inspector also,

. observed removal of a Reactor Protection System (RPS) channel from
! service, performance of axial power distribution channel checks, and
! restoration of the channel to service. The inspector verified that

data was accurately recorded.
'

- PSTP-4, Variable Tavg Test, Revision 10 approved November 13, 1981,
performed November 23, 1981 (Determination of Moderator Temperature4

j Coefficient). Plant response during this test was as expected. Final
; acceptance is contingent upon data reduction by the licensee and

analysis by Combustion Engineering, the NSSS vendor.

q No unacceptable conditions were identified.

5. Plant Maintenance,

i

! Maintenance and problem investigation activities were inspected for regulatory
j compliance (including Technical Specifications), administrative and maintenance
i procedure compliance, code and standard compliance, required QA/QC involvement,
i use of safety tags, proper equipment alignment, proper use of jumpers,
: personnel qualifications, radiological controls, fire protection, retest
| requirements, and reportability. The following activities were included:
|

i
i
3

i
,

!
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PMS No. 1-11-M-Q-3, #12 SRW Heat Exchanger Bullet cleaning, and-

!

1
- PMS No. 1-12-M-Q-2, #12 SRW Heat Exchanger Zinc replacement, approved

November 3, 1981.

No unacceptable conditions were identified.

! 6. Review of Events Requiring One Hour Notification to the NRC
1

! The circumstances surrounding the following events requiring prompt NRC
: (one hour) notification via the dedicated telephone (ENS) were reviewed:

;
- At 4:23 p.m., November 24, Unit I was manually tripped from full power

j due to a steam leak in the high pressure turbine third ~ stage extraction
j steam line (north end). The Plant Superintendent, who was in the
| vicinity of the high pressure turbine at the time of the break, directed
j that the plant be tripped. No personnel injuries were involved. The
! leak started when a 5" arc of the 16" diameter steam line split open.

! The preliminary cause was evaluated as moisture erosion of the inner
i surface. The licensee removed the affected section of piping and

I ultrasonically examined similar extraction steam lines. The symmetrical
| third stage extraction line (south end) was found to be eroded and was
j replaced. The licensee is developing a program to examine high pressure
i steam and feedwater piping to allow early detection of pipe degradation.
I Upgrading of the standard schedule.30 piping is being considered,
i especially in areas subject to turbulence (for example, downstream of
} butterfly-type throttle valves). The inspector reviewed the post-trip
j- plant response with on-shift personnel and determined that it was
; normal. There were no indications of a problem in the Control Room
j prior to the manual trip,

i

{
- During a controlled shutdown about 6 a.m., November 9, a reactor trip

j occurred at 20 percent power due to low steam generator level. Plant
] response was normal. The shutdown had been initiated because of 2 gpm

primary leakage from the Reactor Coolant Pump 22A seal. The licenseei

j isolated the leaking instrument line and the unit was returned to

j power the same day. The inspector discussed the post-trip response
j with the operators, examined Control Room indications (recorder charts

and post trip printouts) and verified that equipment functioned as'

designed after the trip.

[ - About 9:15 a.m., November 9, an unplanned release was caused when a
; relief valve lifted in the isolated nitrogen supply to the Volume
! Control Tank (VCT). Backleakage through the in-line check valve
4 (located downstream of the nitrogen reducer and relief) released VCT
! gas through the relief, which apparently lifted below its set pressure.
{ The tank was vented internally to waste gas tanks, reducing the pressure
( and reseating the relief valve. Gaseous and particulate release rates

! .

! !

;
\

:

|

|1

|
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spiked briefly up to 45 times the Technical Specification instantaneous
limits and were back to normal after about 5 minutes. The licensee
initially estimated that 8.76 curies (noble gas) were released and
that the maximum integrated dose was less than 0.11 mrem.

An ENS report was n;ade to the NRC Duty Officer about 10:10 a.m. ,
November 9, and the resident inspector was informed about the same
time. The inspector reviewed the sequence of events, the licensee's

| actions and calculations. The following alarms were received (Unit 2
Alarm Typewriter):

Time Condition Valve
i

0907 VCT Pressure High 60.37 psig
0914 Main Vent Gaseous High 17,780 cpm
0914 VCT Pressure Return 54.00 psig
0915 Main Vent Particulate High 2,370 cpm
0917 VCT Low Pressure 30 psig
0918 Return High Particulate 750 cpm
0919 Return High Gaseous 420 cpm

The peak values printed on the Unit 2 RMS recorders were 1950 cpm (MV
Gasecus) and 1900 cpm (MV particulate). This recorder was adjusted
for a seven minute scan rate and consequently was not useful for
analyzing spike releases of short duration.

The inspector noted that the licensee was calculating the off-site
i doses in accordance with the Site Emergency plan Implementing Procedures.

The inspector reviewed the criteria for Site Emergencies, Alerts, and
Unusual Events and noted that Emergency Action Levels (EAL's) had not,

I been exceeded. The licensee obtained the peak release from the Unit 2
| process computer. The computer prints hourly values for peak reading
| (checked every 2 minutes) and for the summation of six ten-minute

average counts. The numbers for the 10 a.m. reading hac run together
(56240261889) outside the lines for the particular columns. The
licensee assumed the peak value was 624,026 cpm and the sum 1889
counts. The inspector informed the licensee that the correct numbers
were 562,402 cpm for a peak value and 61889 for the sum. Because the

! sum value was used to calculate total curies released, the change
resulted in the licensee revising total curies released upward to 272
curies (initially calculated to be 8.6 curies). Paragraph 7 addresses
the licensee's final, conservative analysis of the actual release
based upon all the VCT gas and determined a maximum cf 38.6 curies was
released.

| Questioning of the operators on shift by the inspector revealed the
following apparent sequence of events. About 9:05 a.m. the Control
Room operator was filling the Unit 2 VCT as a normal evolution to make

1

I

|

1
,



.

,
4

4
. .

)

8
,

up for RCS leakage. In addition, the Auxiliary Building Operator had4

j been directed to line up the nitrogen regulator in preparation for
purging the VCT. (The unit had been shutdown for RCS leakage andi

preparations were being made to degassify the RCS.) The operator'

terminated filling the VCT upon receipt of the high pressure alarm,a

and noted that the pressure apparently kept increasing. At the receipt
of the Main Vent Gaseous Alarm, the Auxiliary Building Operator was
directed to isolate the nitrogen regulator. (According to this operator,
the regulator had not actually been put on the line, and its downstream
isolation valva remained closed.) The operator vented the VCT to the

| Waste Gas Surge Tank; the High Pressure Alarm cleared and the relief
valve reseated (9:14 a.m.). Operator observations of Main Vent RMS
readings indicated about 600,000 cpm (IE 6 maximum) on the Gaseous
Instrument and 100,000 (1E 6 maximum) on the particulate.

I Several days later, the inspector noted that, although the criteria
' for a Site Emergency or Unusual Event had not been met, apparently a
; Radiological Event should have been declared. The criteria outlined

in ERPIP 3.6 specified that, for an unaccountad for Radiation Monitor
Alarm, conditions are to be assessed and, if evaluation indicated, a
Radiological Event declared. The Shift Supervisor stated that because
the alarm was accounted for it was not necessary to declare a Radio-
logical Event. After evaluation, the licensee revised the criterion
(Revision 5 dated November 11, 1981) to require declaration of a
Radiological Event upon the receipt of an unplanned or uncontrolled
alarm, as evaluation indicates. Because this item had been identified

,| previously by the licensee and corrective action taken, the inspector
stated that this was a licensee identified and corrected noncompliance.,

| The actual release of radioactivity at an instantaneous rate greater
j than Technical Specifications was also a noncompliance (paragraph 7).
j The inspector expressed concern about the adequacy of the installed
i instrumentation for analysis of releases of this nr.t..re. Specifically,

the process comouter is limited to recording 999,998 cpm as the peak
release rate. Any reading above this amount will result in an "H"

; being printed. Similarly, for the sum (of six ten-minute averages)
.

. any reading above 99,999 cpm will result in an "H" being printed. If

the release in question (562,000 cpm) had existed for two readings,'

both of these features of the computer would have been off-scale. As
previously stated the RMS recorder was scanning at a seven minute rate
and missed the peak release interval. In addition the peak reading of
the Main Vent Gaseous and Particulate instruments is 1E6 cpm, which is
below the thresholds for the EAL's in the licensee's Emergency Plan.
Licensee personnel were not well versed in the interpretation of the

, computer RMS printouts. The inspector stated that the adequacy of
! installed RMS instrumentation and ability of plant personnel to use
"

the information available is unresolved (318/81-23-04) and will be re-
i examined.
,

i

<
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; 7. Radioactive Waste Releases
;

i Records and sample results of the following liquid and/or gaseous radioactive
1 waste releases were reviewed to verify conformance with reguletory require-

ments prior to release.
!
4 - Liquid Release Permit R-89-81, release of Reactor Coolant Waste Monitor
| Tank 12 on November 7, 1981; curies released 2.80E-2, excluding tritium
; and noble gases.
I

{
- Gaseous Waste Release Permit G-061-81, Unit 2 Main Vent from Unit 2 ,

; Volume Control Tank, released at 9:14 a.m. , November 9, .1981. Release
{ rate calculated at 7.02 E5 cubic meters /sec). (limit = 3.85E5)
t

Licensee calculations and assumptions pertaining to the release of gases.

; from Unit 2 Volume Control Tank (VCT) on November 9 were reviewed. The i
'

licensee made the following assumptions.

[ a. VCT gas space was maximized by considering the VCT at the low level
: alarm point.
;

] b. VCT gas pressure at start of release was 65 psig and at the end was 0
j psig.

! c. All radiogas entering the VCT from the RCS letdown (at 120 gallons per
minute for the 5 minutes during which the Main Vent Alarm was present)'

was released.;
.

} d. The concentration of gas in the VCT was the same as the most recent
analysis (11/20/81, Unit 2 VCT at equilibrium full power conditions)a

. at time of calculations.

i e. The release rate was calculated based upon total curies released and
i averaged over 5 minutes,
i
| Inspector review of these calculations confirmed that they were conservative
; regarding the total amount of radioactivity which was released via the Unit
? 2 Main Vent (38.6 curies total) and for the resultant total dose of-0.11
| mrem at the site boundary.
1

Regarding the licensee's calculation of the instantaneous release rate, the
. inspector stated that the NRC disagreed with the licensee's technique. The
[ licensee performed a 5 minute time average with conservative numbers and

,

: determined a release rate of 7.02E5 cubic meters per second - 182*.' of the |
4 Technical Specification limit. The inspector stated that the maximum
) instantaneous rate must be calculated from the highest instantaneous release

~

i rate, not from an average one. -The inspector calculated a release rate of
; 45 times the instantaneous limit. This calculation was based on the following
j information:
i

i

!
I

i
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Peak RMS Response - 562,402 cpm
(Unit 2 Gaseous Peak from
computer 2 minute scans)

Main Vent Flow Rate - 117,500 cfm

Isotopic Relative Abundance
Calculated from 11/20/81
VCT Analysis

Calculated
Main Vent

Isotope Percent Concentration uc/cc

Xe 133 88.0 5.68E-2
Xe 133 m 1.27 8.17E-4
Xe 135 14.7 5.85E-3
Kr-87 0.160 1.03E-4
Kr-88 0.0529 3.41E-5
Mn-54 0.0576 3.71E-7
F-18 8.20E-3* 5.29E-6
Rb-88 0.804 5.19E-4
Ba-139 0.0203* 1.31.E-5
Ce-139 0.0147* 9.47E-6
Ar-41 0.553* 3.57E-4

* Gas monitor response for these isotopes was not given in the licensee's
procedure (Table I, RCP-1-604), therefore, the inspector estimated the
response based upon energy of decay.

Although the peak release rate was greater by the inspector's calculations,
the radiological consequences were conservatively estimated by the licensee's
calculations. The inspector noted further that the LER was not coded
properly as an environmental event (04). The licensee stated the LER would
be resubmitted. T.S. 2.3.B.1 limits the instantaneous release rate such
that the total of all Qi/MPCi does not exceed 3.85E5, where Qi is the
release rate for an individual isotope and MPCi is the 10CFR20 Appendix B
Table II Column 1 concentration. Exceeding the Technical Specification
limit for site instantaneous release rate of radioactive gases is a violation

(318/81-23-03).

8. Observation of Physical Security

The resident inspector checked, during regular and off-shift hours, on
whether selected aspects of security met regulatory requirements, physical
security plans, and approved procedures.
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a. Security Staffing

Observations and personnel interviews indicated that a full time
member of the security organization with authority to direct physical
security actions was present, as required.

Manning of all three shifts on various days was observed to be as
required.

b. Physical Barriers

Selected barriers in the protected area (PA) and the vital areas (VA)
were observed. Random monitoring of isolation zones was performed.
Observations of truck and car searches were made.

| c. Access Control
l

Observations of the following were made.

|
- Identification, authorization, and oadging

1

|
- Access control searches

!
l - Escorting
!

- Communications

- Compensatary measures when required

No m: acceptable conaitiens were identified.

9. Review of Licensee Event Reports (LER's)
,

I

i a. LER's submitted to NRC:RI were reviewed to verify that the details
were clearly reported, including accuracy of the description of cause
and adequacy of corrective action. The inspector determined whether
further information was required from the licensee, whether generic
implications were indicated, and ,hether the event warranted onsite
followup. The following LER's were reviewed.

i

|
LER No. Date of Event Date of Report Subject'

Unit 1

81-71/3L 10/05/81 11/04/81 Control Element Assembly #57
inserted 15 inches further;

than all other group 1 CEAs.

.

_ _ _ . - - _ _ - _ _ _ _ _ _ -__
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81-72/3L 10/01/81 10/30/81 RPS Channel D Lo Flow trip
; bypassed for corrective
'

maintenar ce.
|

! 81-73/3L 11/03/81 12/03/81 RCS leakage increased to
' 1.23 GPM.
'

81-74/1T 10/22/81 11/04/81 Component Cooling Isolation
Valve to Containment-

.

inoperable. *
i

i 81-75/3L 10/10/81 11/09/81 PZR' level exceeded programmed
band by more than 5%.,

!

j 81-76/3L. 10/21/81 11/20/81 Hydrogen Analyzer Sample
; Pump inoperable.

81-77/3L 10/16/81 11/13/81 Solenoid valves rated for
; pressures less than normal
; operating conditions. **
i

| 81-78/3L 10/08/81 11/06/81 #12 Diesel Generator removed
; from service for maintenance.
'

81-79/1T 11/05/81 11/19/81 Service Water Pump Room
drain lines to Turbine'

Building lacked back flow
protection.

81-81/3L 11/02/81 12/02/81 Incore Detection System
inoperable.

Unit 2

'.
81-45/1T 10/23/81 11/04/81 Component Cooling Isolation

Valve to Contairment
inoperable. *,

; 81-46/3L 10/17/81 11/16/81 Containment sump level alarm
j inoperable.
!

81-47/1T 11/05/81 11/19/81 Service Water Pump Room
drain lines to Turbine
Building lacked back flow
protection.

81-48/4T 11/05/81 11/20/81 Main Vent flow monitoring
,

instrument inoperable.
.

1

1

I

l-
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81-50/3L 10/28/81 11/27/81 Reactor Protective System*

Channel B thermal margin / low
; pressure trip units bypassed

for maintenance.

i 81-49/IT 11/09/81 11/23/81 Instantaneous radioactive
! release rate exceeded
! E.T.S. ***

: These LER's are addressed in-Inspection Report 317/81-22;*

{ 318/81-21.
!
' This event was reviewed in Inspection Report 317/81-21;**

i 318/81-20.
!
j This event is reviewed in paragraphs 6 and 7.***

4

| b. For the LER's selected for onsite review (denoted by asterisks), the
inspector verified that appropriate corrective action was'taken or
responsibility assigned, and that continued operation of the' facility
was conducted in accordance with Technical Specifications and did not

i constitute an unreviewed safety question as defined in 10CFR 50.59.
! Report accuracy, compliance with current reporting requirements, and
j applicability to other site systems and components were also reviewed.

! - LER's 81-79 (Unit 1) and 81-47 (Unit 2). About 2:30 p.m., November
! 5, the licensee's Engineering Department was made aware (by
i Bechtel Corporation) that the watertight integrity of the Service
I Water (SRW) Pump Room could be impaired because check valves had ~
; not been installed in the gravity drains to the turbine building.

-j In the event of a circulating conduit break in the turbine building,
integrity of the Salt Water System could not be assured. The
licensee installed plugs in the service water room drains to

,
'

restore watertight capability.
,

The licensee had implemented a 24 hour T.S. action statement
j equivalent to having the watertight doors open on both units.

The licensee conducted a review of other drain lines and found no *
.

similar situations. The inspector examined the installation of
3

j the floor drain plugs in the service water rooms, and asked the
licensee to include verification of-placement of the drain plugs'

i at the same frequency as required checks of the watertight doors.
The licensee stated that these checks would be performed. The;

i licensee has initiated a facility change to ensure the watertight

; integrity of the floor drain system. A follow-up report is to be

; submitted documenting completion of the permanent modification.
!

!

!

!
*

i
'

,

1
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| 10. Radiological Emergency Plan Exercise f

,' .

17, 1981 as a full scale test of the ;

i

An exercise was conducted on November
j licensee's, State of Maryland, and local county emergency response plans. !

! The exercise was observed by teams of NRC and FEMA (Federal Emergency r

! Management Agency) personnel. The inspector participated as an NRC team
member observing actions in the Control Room and the-Technical Support |
Center. The NRC's evaluation of the drill will be addressed in Combined [

>

Inspection Report 317/81-19; 318/81-18. :t
! !

11. IE Bulletin Followup j

; The inspector reviewed licensee actions on the following IE Bulletins |
; (IEB's) to determine that the written response was submitted within the j
L requimd time period, that the response included the information required |

| incluaing adequate corrective action commitments, and that licensee management ,

j had forwarded copies of the response to responsible onsite management. The

i review included discussions with licensee personnel and observations and i
review of items discussed below. _-

!
- IEB 81-02, " Failure of Gate Type Valves to Close Against Differential ;

; Pressure" - The Bulletin dated April 9, 1981, identified several gate-
| type valves which, based on test data and analyses, might not close

under intended service conditions. A supplement, dated August 18,
.

4

1981, listed additional valves which could have closure problems. ;
; Licensees were to take corrective actions for any subject valves ;

either installed or maintained as spares. Lists (not necessarily1

I complete) of facilit:es believed to have the subject valves did not *

l include Calvert Cliffs 1 and 2. The licensee reviewed plant history '

i records, determined that none of the subject valves were in use or *

held as spares, and submitted letters dated April 22 arid September 29,
1981. The inspector discussed the review process with licensee personnel
and examined supporting documents. The inspector had no further
questions in this matter. '

: - IEB 81-01, " Surveillance of Mechanical Snubbers" - This bulletin -

i detailed failures of mechanical snubbers, especially those by a specific
; vendor. Bulletin specified checks included visual inspection and
'

operability testing of all mechanical snubbers on safety-related -

i systems. Licensee review concluded that mechanical snubbers were not
i used in safety-related applications--only one, non-safety related ,

! mechanical snubber had been used in the plant (for testing purposes). ;

j During plant tours, the inspector has identified no safety-related use j
of mechanical snubbers. The inspector had no further questions regarding i

: this bulletin. |

1 i
i IEB 80-21, " Valve Yokes Supplied by Malcolm Foundry Company, Inc." --

Cracking of subject valves present potential common mode failure of :

i
>

t

)

:
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redundant engineering safety feature trains. Licensees-having valves
with parts cast by Malcolm Foundry in use or planned for use in safety-
related systems were to visually inspect the valve parts and verify'

j their mechanical properties. The licensee's response, dated December
j 10, 1981, stated that no evidence of use of such valve parts existed.
| The inspector reviewed supporting documentation and discussed the

licensee's investigation, which included reviewing plant history files
and contacting valve suppliers. The inspector had no further questions.

- IEB 80-18, " Maintenance of Adequate Minimum Flow Thru Centrifugal
Charging Pumps Following Secondary Side High Energy Line.Repture",
July 24, 1980 - This bulletin related potential for damage to Westinghouse
Centrifugal Charging Pumps (CCP's) during safety injection due to lack
of minimum flow. PWR plants not using Westinghouse CCP's were to
determine whether minimum cooling is provided to centrifugal pumps
used for high pressure injection. If a minimum flow bypass line
guarantees the required cooling flow, licensees were to verify that
safety analyses assume presence of the open line. The inspector
reviewed the licensee's August 21, 1980 response, discussed ECCS
system design with licensee engineers, and reviewed both the FSAR and

,

| piping diagrams. Upon safety injection, HPSI and LPSI pump minimum
flow is provided by recirculation to the (vented) Refueling Water Tank
(RWT) through normally open valves which fail "as is". Restricting
orifices in the recirculation lines are sized to ensure minimum cooling
flow. This open-line part of system design is discussed in the FSAR.
The minimum flowpath remains open until the RWT empties, when a Recircu-
lation Actuation Signal acts to align the HPSI pumps for recirculation
of reactor coolant (lost tnrough the postulated line break) from the
Containment Sump back to the reactor. Pressure is expected to be well
below HPSI pump shutoff heaa at this point. Procedures require operators
to verif.y presence of minimum flow for safety inje .t f on pumps. The
inspector had no further questions regarding this bulletin.

12. IE Circular Review

The following IE Circulars were reviewed on site to determine that the
circular was received by licensee management, that a review for appli-
cability was performed, and that further action taken or planned was appro-
priate.

- IE Circular 81-02, " Performance of NRC-Licensed Individuals While on
Duty" - The circular, which was mailed to licensees and licensed
operators, listed conditions and practices the NRC believes necessary
for a professional atmosphere in the Control Room and throughout the
facility. Included were thorough awareness of plant status, continuous
attentiveness, prohibition of unnecessary distracting activities, and
control of access (i.e., control room access limited to those on

| official business). Pertinent NRC documents were referenced and

|

|
|'

|
I

l

I
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summarized. The inspector verified that operators and supervisors
were aware of the NRC positions in this area. Licensee requirements
for maintenance of professional atmosphere closely parallel the NRC
guidance and are included in standing orders regarding shift operations.
The inspector had no further questions in this area.

13. Review of Periodic and Special Reports

Upon receipt, periodic and special reports submitted pursuant to Technical
Specification 6.9.1 and 6.9.2 were reviewed. That review included the
following: inclusion of information required by the NRC; test results
and/or supporting information consistency with design predictions and
performance specifications; planned corrective action adequacy for resolution
of problems; determination whether any information should be classified as
an abnormal occurrence; and validity of reported information. The following
periodic Report was reviewed:

- October,1981 Operations Status Reports for Calvert Cliffs No.1 Unit
and Calvert Cliffs No. 2 Unit, dated November 13, 1981.

14. Unresolved Items

Unresolved items are matters about which more information is required to
determine whether they are acceptable. Unresolved items are discussed in
paragraphs 2, 3, and 6 of this report.

15. Exit Interview

Meetings were held with senior facility management periodically during the
course of this inspection to discuss the inspection scope and findings. A
summary of findings was also provided to the licensee at the conclusion of
the report period.

The inspector also asked the licensee about plans for the relocation of the
NRC onsite office. The inspector stated that the unfettered access provisions
of 10 CFR 50 imply that the office should be located within the protected
area, however, final approval of any office space is given by the Regional
Administrator. The licensee acknowledged the inspector's comment.

.___ . . - . . _ . - _ _ ___ - . _ _ _ _ _ - _ . _ _ _ _ _ _ _ _ _ _ _ _ . _ __ _ . . . , _


