
. - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

| . .
,

.. .

I%SCORSin Electnc powca couesur
*

231 W. MICHIGAN, P.O. BOX 2046, MILWAUKEE, WI 53201

*

January 13, 1982

Mr. J. G. Keppler, Regional Director
Office of Inspection and Enforcement,

Region III
U. S. NUCLEAR REGULATORY COMMISSION
799 Roosevelt Road
Glen Ellyn, Illinois 60137

Dear Mr. Keppler:

DOCKET NOS. 50-266 AND 50-301
IE INSPECTION REPORT

NOS. 50-266/81-19 AND 50-301/81-2EJ/
POINT BEACH NUCLEAR PLANT, UNITS 1 AND 2

On December 15, 1981, Wisconsin Electric Power Company
received a notice of violation concerning six items of noncompliance.
All events took place during an intensive refueling period with
many substantial work activities occurring simultaneously. The
following are responses to the items of noncompliance:

1. Improper Safeguards Valve Lineup, Description
of Incident

During routine operations at 2227 hours on October 22,
1981, an inspection by the NRC Senior Resident Inspector
revealed valve 2SI-866A, high head "A" safety injection
pump discharge valve, was indicated in the shut position
on the control board for Unit 2. This valve is a motor-
operated gate valve which serves as an isolation valve
for the "A" train. The valve was promptly reopened.

Investigations conducted during and following this event
failed to disclose any maintenance, repair, or testing
activity which could have involved the direct manipulation
of this valve. Further investigation revealed that during
the beginning of the shift, one af the ready status
indicating light bulbs required replacement. These ready -

status indicating lights are located above the apron
section of the control board and also above the switch
which operates the valve in question. The event is
postulated to have transpired in the following manner:
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Mr. J. G. Keppler -2- January 13, 1982

The operator, noting the failed ready status light,
brought a step ladder to the area and using the control
board for support, changed the lamp; however, he uninten-
tionally jostled the momentary contact switch which
controls valve 2SI-866A. Since the cycle time of the
valve is two minutes, the operator had completed his bulb
replacement before the ready status light or valve position
lights would have reflected the change in valve status.
The change in status went unnoticed for a maximum

'

period of six hours until the Resident Inspector noted
a discrepancy in the valve position lights and caused
the investigation. The Resident Inspector performed
his inspection just prior to a shift turnover during
which additional review of these indications is performed.

This occurrence was reported as a 14-day report in
accordance with Technical Specification 15.6.9.A.6,
" Personnel error or procedural inadequacy, which prevents,
or could prevent by itself, the fulfillment of the
functional requirements of systems required to cope
with accidents analyzed in the FFDSAR", (Licensee
Event Report No. 81-008/0lT-0, Docket No. 50-301).

Corrective Action ,

corrective actions to preclude further events of this
type include operator review of Licensee Event Report
No. 81-008/0lT-0 and a memorandum, Operations Memo
No. 30, issued to operating personnel from the Superin-
tendent-Operations which further reiterated the need
for the utmost operator attentiveness and caution when
conducting repair or maintenance activities in the
vicinity of the control boards.,

Further positive corrective action has been the
installation of six protective cap devices to protect
both the safety injection pumps' suction and discharge
valves as well as the refueling water storage tank to
containment spray pump suction valves. As none of
these valves receive an automatic open signal upon
safety injection, these devices will provide protection
from inadvertent operation or bumping.

Licensee was in full compliance of Technical Specifications
on October 22, 1981.
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2. Actuation of PORV-431C, Description of Event

On October 10, 1981, the plant staff was performing
testing procedure TS-31, "High and Low Head Safety
Injection Check Valve Leakage Test", at the Point
Beach Nuclear Plant, Unit 1. The reactor at the time
was shut down and cooled down with the residual heat
removal system in operation prior to the test. The
overpressure mitigating system was also operational
with primary system pressure at approximately 350 psig
and system temperature at 105*F. At about 1400 hours,
alarms for high system pressure (setpoint at 375 psig)
and power-operated relief valve actuation were
received. The operator noted that the green indicating
light (indicating an intermediate valve position) was
lighted during the momentary actuation of the power-
operated relief valve. The strip chart recorder showed
no change in coolant system pressure. Testing was
suspended until the cause of the pressure transient
was determined.

The initial conditions for procedure TS-31 require a
minimal letdown flow and recommend that letdown from
the residual heat removal system be secured. Pressure
is maintained with charging pumps in manual operation.
These conditions were met when the test started. Midway
through the test, it was evaluated that decay heat
production prevented the test from being completed as
written. It was determined that the test would be
completed when the decay heat production rate had
decreased. In the interim, letdown flow was maximized
for purification and charging flow increased appropriately.
Later when the test was restarted, the letdown and
charging flows were not reduced in accordance with the
initial conditions, and consequently when the "A" train
of residual heat removal was isolated per the procedure,
the majority of letdown flow was also isolated. With
the charging pumps still in manual control, the pressure
of the solid system rapidly increased, causing momentary
power-operated relief valve actuation. Residual heat
removal was restored, letdown and charging flows
adjusted, and the test completed without further incident.
A calibration check of the two power-operated relief
valves conducted on October 8, 1981 indicated setpoint
pressures of 411 and 414.5 psig. During the transient,
it is believed that open signals went to both power-
operated relief valves and that slight opening of
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PORV-430 had moved far enough to operate its limit
switch. This, and the fact that no pressure
transient was detectable on the chart recorder,
indicates that the pressure transient was relatively
small. The overpressure mitigating system operated
as designed and provided the necessary pressure relief
to prevent approaching the pressure temperature
limitations for the reactor coolant system.

This occurrence was reportable as a special report in
accordance with Technical. Specification 15.6.9.2.E,
"A condition where the overpressure mitigating system
is operated to relieve a pressure transient, which,
by Licensee's evaluation, could have resulted in an
overpressurization incident had the system not been
operable". The special report was submitted on
November 10, 1981 (Docket No. 50-266).

Corrective Action

Operators will be reinstructed in the importance of
meeting and maintaining the conditions specified in
a test procedure. It will be emphasized that in
those cases where a test is interrupted, it is especially
important that all precautions and initial conditions
be reviewed to ensure that the plant status is appropriate
for the test being performed. The test procedure will
also be revised to evaluate the timing of the test to
preclude need for suspension of the test due to the
decay heat load.

Licensee was in full compliance on October 10, 1981.

3. Failure to Comply with Approved Procedure, Description
of Incident

On swing shift, October 7, 1981, while performing
IT-1010, " Ten Year Pressure Test of the Boric Acid
Storage Tank Piping", the Duty Shift Supervisor
inadvertently signed off Step 4.9 before it was fully
completed. Step 4.9 of IT-1010 required " Chemistry
to verify boric acid storage tank boric acid concen-
tration in all three tanks". The NRC Resident Inspector
determined that the boric acid storage tanks were not
sampled at 1000 hours on October 8, 1981. The other
action item in Step 4.9 which involved a boric acid
system valve lineup change had been correctly completed
at the time the Duty Shift Supervisor signed off the
step.
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Corrective Action

The boric acid storage tanks were sampled at 1415 hours
on October 8, 1981, and the results were within
specification. Step 4.9 of IT-1010 included two
action items that were not directly related (i.e.,

valve lineup change and chemistry sampling) .
Procedure IT-1010 was revised on November 11, 1981
to separate the two action items into individual
steps. This should reduce operator confusion in signing
off steps that contain multiple action items that are
not directly related.

Licensee was in full compliance on October 8, 1981.

4. Valve Out of Proper Position, Description of Incident

On October 10, 1981 during the performance of IT-1002,
" Ten Year Pressure Test of Main Steam and Main Feed
Systems", the NRC Resident Inspector noted that valves
MOV-4020 and 4022 were open contrary to the requirements
of Step 4.3 to be shut. MOV-4020 and 4022 are the
crossconnect valves which isolate Unit 2 "A" and "B"

steam generators from motor-driven auxiliary feed
pumps P38A and P38B, respectively.

Valves MOV-4020 and 4022 were repositioned from the
closed position to the open position to place the
auxiliary feed system in a ready status for Unit 2
(open to the operating unit and shut to the non-
operating unit) during a test delay due to shift
change in accordance with prudent operating philosophy.
When the oncoming shift resumed the test on Unit 1,
they neglected to return MOV-4020 and 4022 to their
respective test positions, prior to being questioned
about the valve positions by the NRC Resident Inspector.

Corrective Action
.

Valves MOV-4020 and 4022 were subsequently returned to
their testing positions and the test continued. Test

procedure IT-1002 is being revised to reflect the
repositioning of MOV-4020 and 4022 to place the auxiliary
feed system in the ready status for the operating unit
if there is a delay in testing on the shut-down unit.
In addition, the operator will be required to make a
notation on the test sheet if any valves have been
repositioned due to a delay in testing.
The Licensee was in full compliance on October 10, 1981.
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5. Failure to Comply with Procedure, Description
of Incident

On October 10, 1941 during the performance of
IT-1002, " Ten Yor.r Pressure Test of the Main Steam and
Main Feed System", the NRC Resident Inspector noted
that the test pressure was not explicitly stated in
the test procedure. The procedure required a test
pressure of 125% of design pressure for temperatures
less than 100*F and 120% of design pressure for tempera-
tures less than 200 F. At_the time at which the inspector
pointed out the discrepancy, the plant was at 120% of
design pressure and 110*F. Operations personnel were
intending to raise pressure to 125% of design pressure
at the request of the Test Engineer prior to the NRC
Resident Inspector's comment.

Testing was halted and pressure was maintained at 120%
of design pressure until technical resolution from the
Test Engineer was received. The Test Engineer determined
that the test pressure should be 125% of design pressure
and that the temperature-pressure limits of the procedure
were vague for this instance.

When testing resumed, the Duty Shift Supervisor over-
looked making a temporary change to the procedure to
clarify the test pressure requirements as required in
Technical Specification 15.6.8.3.

Corrective Action

Procedure IT-1002 is being revised to include a
specific test pressure and pressure band.

The Licensee was in full compliance on October 10, 1981.

6. Failure to Comply with Radiation Work Permit Requirement,
Description of Incident

On October 15, 1981, a worker was observed by the NRC
Resident Inspector to enter the Unit 1 "B" reactor

r coolant pump cubicle without wearing cotton gloves.'

The radiation work permit in effect for the work being
performing required cotton goves to be worn. When the
worker was directed to put on cotton gloves by a
Health-Physics Technician at the jobsite, the worker
refused on the grounds that he could not perform the
work with the gloves on.
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Corrective Action

The Health-Physics Supervisor was summoned and
informed the werker that he was not in conformance
with the radiation work permit requirements and to
conform with those requirements. After discussing
the situation with the worker, the Health-Physics
Supervisor instructed the worker that he could work on
the uncontaminated reactor coolant pump motor internals
with his bare hands as necessary, but he had to wear
gloves while climbing around inside the cubicle or
handling contaminated equipment. In addition, the
Health-Physics Supervisor counseled the worker on
his obligations regarding work in radiation work
permit required areas. After counseling, the worker
agreed to conform to the requirements of the
radiation work permit and continued work.

The Licensee was in full compliance on October 15, 1981.

Very truly yours,

y

[ h U.
/

Assistant Vice President

C. W. Fay

Copy to NRC Resident Inspector
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