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Pro jects Section 2B

SUBmALY :
10/12-11/490862_Anspectiopn Keport 90-317/82-27,. 90-316/82-23.

Areas lospected: Foutine resident inspection (83 hours) of
the control room, accessible part: «f plant struc tures, plant

vperations, radiation protection, physical security, fire
protection, pslant operating records, maintenance, surveil-
lance, Tadicactive waste releases, open items, Tdl Action Plan
ltens, and reports to the NEC, One Vioiation was found: No
audible indication of source range neutron flux (detail 3.c).
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JETAILS

Persens Contagted

The

following technical and supervisory personnel were contacted:

Ge Eo Brobst, General supervisor, Chemistry

De ke Buttington, Fire Protection Inspector

Je Te Carroll, General Supervisor, Operations

Pe Te Crinigan, Senior Engaineer

Ke ke Denton General Supervisor, Training/Technical Services
C, Le Dunmkerly, Shift Supervisor

S, M., VDavis, General Supervisor, Operations QA

W, 5, Uibs=on, General Supervisor, Eklectrical 4 Controls

Je Eo Gilbert, Shift Supervisor

S. Es Jones, Assistant General Supervisor, Training

De W, Latham, Principal Engineer, Operational, Licensing

Ke Uy Mathews, Assistant General Supervisor, Nuclear Security
Je Ee Kivera, shift Supervisor

P. Go Rizzo, Engineering Analyst

Le He kussell, Plant superiantendent

Je Ae Snyder, supervisor, Instrument Maintenance Unit 2

Je Ae Tiernan, Nanager, Nuclear Power Department

Ke Le Wenderlich, Engineer, Operations

Ve Lyriek, Shift Supervisor

Uther Llicensee enmployees were also contac ted,

Licensee Action op Previous lonspectiop Findipgs

(Closed) Vaiolataion (317/62-18-06) Failure to Adequately
Establish MNMaintenance Procedures kKesulting in an Inadvertant

Satety Ingection Actuation, The licensee respond 2d to this

Vi
th

olation in a letter dated 9/15/62, The i1nspector verified
at Function Test Procedures (FTI1”s 104, 105, 107, and 117)

used tor calibration and checking of Keactor Prots tive and

en
Lo
re
at

gineered sSafety Features Actuation Systems transmitters and
ops have been appropriately revised (approved 9/29/32), The
vision added a caution note to ensure that only one channel

a time is tested and that all alarws, trips and actuation

func tions are reset prior te testing another channel, The

in
we
st

spector also gquestioned the licensee concerning treatment of
neric aspects of this event, The GS-bBlectrical aind Controls
ated that they intended to review Notices of Violation,

LEKs, NCKs, and QA Audit Findings to gather examples of errors
which have occurred an 1S8l. After analyzing these errors,
they will conduct a training session/seminar with [4C person-

L to make them aware of these occurrences and aid in

ne
preventing recurrence ot these and similar events, These
cowmi taents were confirmed in a wemorandum dated Cctober 12,
1982,

{Open) Unresolved Item (317/62-2¢€-04) Revise Procedure Limit
for wroup i kadiocactive Material or Demonstrate that the
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Limit Specified 1s Conservative, 7ihe Llicensee provided the
inspector with calculations demonstrating their basis for the

determination of a conservative Group I1 (1-131 and particu-
lates with half-lives > 8 days) release rate, The T.S.
objective for Group Il release rate (averaged over a yearly
interval) is J Qi/(MPC)i < 220 cu m/sec where Qi is the annual
controlled release rate (Ci/sec) of radiocoisotope i and MPCi
(uCi/ec) is defined for radioisotope i in Columa 1, Table 11
of Appendix B to 10CFRZ20,

This calculational form 1s consistant with the Group [ release
rate and objective, and yields units of cu m/sec when calcu-
lLated. The Appendix B Technical sSpecification 2.3:B.2
instantaneous Llimit for Group Il release rate is stated in
different physical terms and specified as < 2,0 uCi/sec.

The licensee used MPC 1-131 as the most limiting of expected
uUroup i isotopes (1E-10 uCi/cu m) and calculated a units-

translated limit ( 2,0E4 cu m/sec.).

ilhe inspector reviewed the Llicensee”s calculations, The
inspector noted that if all activity being released was 1-131
at the procedural-translated limit the T,S. limit would be
satisfied, In general, the inspector noted that by creating a
transtated-limit where the Limit was based upon the smallest
MPCi, the true limit ( Qi) could be exceeded if the release
in question had any isotope with a lLarger MPCi, For example,
Umax(Co=-58) = (2E4 cu m/sec)/(2L-9 Ci/ecu mw) = 40 uCi/sec, A
conservative approach would have used the largest MPCi in the
calculation of the limit,

Kadiocactive Gaseous Waste Pelease Permits G-002-81 (1/1/81)
through C-067-81 (12/17/81 and G-001-82 (1/3/81) through

G=072-82 (7/3/82) were reviewed by the inspector, Al though
many isotopes were released waith larger MPCi“s than 1E-10
Ci/cu m, none were sufficiently close to the procedural Llimit
such that the 1.5, limit (2.0 wuCi/sec) was exceeded,

The inspector further noted that the procedure (KCP-1-604)
only examined integrated release rates for batch releases,

Because the 1.5, lLlimits are established in terms of site
release rates, releases should be calculated by adding batch
release rates to the continuous Unit 1 and Unit 2 Main tent
release rates,

The licensece acknowled ed the procedural deficiencies and
stated that they would botu be corrected,
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3. Bevaew of Plap: Operatiops

a. Daily luspection

The inspector toured the facility to check manning, access
control, and adherence to approved procedures and LCO’s,

instrumentation and recorder treces were reviewed, Nuc lear
instrument panelLs and other reactor protective systems were
examined, Control rod insertion liwiys were verified,
Containment temperature and pressure iudications were checked,
Status ot control room annunciators was reviewed, Stack
moni tor recorder traces were reviewed for indications of
releases, Pane l indications for onsite/offsite emergency
power sources were examined for automatic operability,
Control room, shift supervisor, and tagout log books, and
operatina orders were reviewed for operating trends and
activities, Puring egress from the protec ted area, the
inspector verified operability of radiological monitoring
equipment and that radicactivity monitoring was done before
release of equipment and materials to unrestricted use,

These checks were performed on October 12, 13, 14, 18, 19, 20,
2?7, 2v¢, ¢, November 2, 4, and S, 1982,

un 10/25/682 with Unit 2 in Mode & operation, the inspector
wnoted that the audible indicator for source range nuclear flux

ad been rewmoved (during panel modifiications associated with
an Auxiliary Feedwater &System modification) and was not
operable, The audible indicator had been removed before the
plant was placed in Mode 6 operation on 10/21/82, Technical
Specification 3,0.4 states that entry into an Operational Mode
shall not be made unless the conditions of the Limiting
Condition for Uperation are met without reliance on provisions
in the acticn requirements, Technical Specification 3.9.2
requires, as a Limiting Condi tion for Operation for Mode 6
operation, that two source range neutron flux monitors shall
be operating, each with continuous visual indication in the
Contrel Koom and one with audible indication in the Contain-
ment and Contrel koom,. Unit 2 entry into Mode 6 without an
operable audible indication of source range nuclear flux is a
violation (318/8£-23-01 ).

On 10/22/82 the inspector noted that a Maintenance Request (MR
Oedl-4e72 dated 9/15/82) had been written for # 12 Low

Pressure Safety Ingection (L¥51) Pump stating that the pump
Differential Pressure (D/P) was in the Action Kaauge during
periormance of a surveillance test (STP 0-73-1) which imple-
ments Inservice lesting requirements, The inspector pointed
out to the licensee that section XI, Subsection IWP (Inservice
Testing of Puups in Nuclear Power Plants) of the ASME Code
(Summer Addenda 1976 ) generally states that if deviations fall

in the KReguired Action Kange, the pump shall be declared
inoperative, He gquestioned why #l12 LPs1 Pump was still
considered operable, The Licensee reviewed records of the

most recent Inservice Test of the pump and informed the
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inspector that the MK "as incorrect and that the pumo D/P was
below the reguired action range, The pump therefore could
still Dbe considered operable, The inspector accepted the
licensee’s explanation,

be Beekly Syatem Alignmept lonspection

Operating confirmation was wmade of selected piping system

trains, Accessible valve positions in the flow path were
verified correct, Proper power supply and breaker alignment
was verified, Visual . nspections of major components were

performed, Uperabality of instruments essential to system
performance was verified, The following systems were checked:

Unit 2 Containment Purge sSystem verified on 10/13/82,.
Unait 1| Penetration Room Ventilation System on 10/18/82,

Unit | Containment Atmo Ephere Particulate and Gaseous
Radiation Monaitoring system on 11/5/82.

No unacceptable conditions were i1identafied,

co Biveehly lpspection

Verification of the ifcliowing tagouts indicated the action was
properly conducted,

Tagout 52-1106, #11 Component Cooling Pump verified on
10/15/862.

Tagout liz2, dated 10/16/82, on the Unait 2 Control CElement
Assembly trip breakers reviewed on ll1/4/82,

ihe inspector noted that for Tagout 52-1106, the tags for the
discharge valves for the #11 Component Cooling Water Pump were

switched, Tag #5 was supposed to be on discharge valve #114
and tag #4 on discharge valve #113; they were reversed, The
valves in question are adjacent to each other and provide a
parallel suction path for the #11 Component Cooling Wa ter
Pump . Both valves were required to be tagged shut and were
tagged shut, The inspector discussed this with the Taggiug
Authority who stated that the taygs would be corrected and that
the error would be discussed aith the individuals who placed
the tags. The inspector considered this 2xample ot improper
taguing to be an iscolated example, Proper implementation of
the tagging reqguirecments will be routinely examined by the
NDC.

Un 11/4/82 the inspector noted that there were no controls
established, such as a rope barrier or step off pad with

warning siuns, to prevent personnel passage using a per-
manently installed ladder between the Unit 1 27 foot elevation
Fast Penetration koom ( an area free of general radiological
contaminaticn) and the 5 foot elevation East Penetration Room

S
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(a radiovlogically contaminated area), The inspector pointed
this out to Health Physics personnel who stated that a rope

pbarrier was supposed to be in place at the ladder and they
were surprised that the rope was missing. They iniormed the
inspector that proper controls would be established im-
wediately, The inspector had no further questions,

de Qther Checks

During plant tours, the inspector observed shaift turnovers,
security practices at vital area barriers, completion and use

o1 radiat ion work permits, protective clothing and
respirators, The use and operational status of personnel
mond toring practices, and area radiation and air monitors were
reviewed, Egaipment tagouts were soempled for conformance with
LCO” &, Plant housekeepang and cleanliness were evaluated,
Other LCU’ s, including KCS Chemistry and Activity, Secondary
Chemistry and Activity, watertight doors, and remote in-
strumentation were checked,

On 10/21/82, the inspector noted an accumulation of oil and
water in a sump housed inside the #2101 Fuel 0Oil Storage Tank

missile protection barrier, east side, Additionally, the
inspector noted an excessive build up ot o0oil on the sides and
around the base of all three viesel Generator engines, Both

of the above problems represent an increase in fire hazards in
safety-related areas, and were discussed with the Plant
Superintendent,, General Supervisor- Operations, and the Fire
Protection Inspector, Tne Licensee coumitted to initiate
cleanup efforts in those areas, The Fire Protection Inspector
stated that the licenses had previously noted the oil ac -
cumulations in the diesel rooms and had already wmade some
inprovement s, He acknowledged, theus_ h, that additional work
was necessary.

On 11/4/62 the i1nspector noted a buildup ot hydraulic oil from
an apparent hydraulic oil leak on the tloor of the Unit 1 Main

sSteam Piping Penetration Kkoom, wmaking tre floor slippery,
Additionally, unused «<oils of welding leads and extension
cords were laying on the fleor, The o0il and cords in combina-
tion with assembled scatfolding made passage through the room
datficult and perhaps dangerous, The inspector informed the
Shitt supervisor and General Supervisor o1 Operations (GSO) of
the condition of the rooum, Neither individual was aware of

the hydraulic o¢il problem, The G50 had previously noted the
problem with the cords and scaffolding and had requested
corrective action, The GbHU stated he would investigate the

hydraulic otl problem, Cleanup of the #l Fuel 0©0il sStorage
Tank sump, ithe Liesel Generator kKooms, and the Unit 1 Main
Steam Piping Pevpetration koom will be reviewed during a future
inspection (317/82-<7-01),

In lignht of some of the mentioneu housekeeping problems, the
inspector questioned the Plant Superintendent concerning how

often plant supervisors made tours of the tacility to take

(=]
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4.

not= ot general housekeeping and maintain awareness of
facility status, The Plant Superintendent stated that several
recent changes had been made in this area to improve surveil-
lance by supervisors, The previous week, the General
Supervisor-Uperations had incependently initiatea daily
one-hour tours of different portions of the facility.

Iin a memorandum dated 10/28/82, the Plant Superintendent (one
ot 7 zone monitors) bhad revised the requirements of Special
Order 81-02 to assign supervisors as zone monitors and require
them to inspect assigned zones with the applicable zone
inspector on at least a vonthly basis . He also stated that
the adainistrative and other burdens on his principal staft
made it difficult for them to get out in the plant, however,
this wes an important wctivity and that they would try to
improve participation and frequency. The Plociy Superintendint
stated that his action would at least provade detailed
inspection of all zownes by senior supervisors monthly,

Surveallapc: Jlestionk

The iusp ctor observed parts o1 tests to verify: Perfornance
in accc rdance with agpproved procedures, LCUs were satisfled,

test results (if completead) were satisfactor),, removal and
restoration ot equipment were properly accomplishea, anu
deficiencies were properly reviewed and resolved, The
following tests were reviewed,

STP-M=571 Local Leak kate Tesat, 2LWCY9 observed on
10/14/8c.

STP-MN-211-1 Secondary CEA Position Display Cut of
Sequence Alarm Check on 11/5/82.

No unacceptable conditions were identified,

Radivactave Waste releasss

kecords and sanple results of the tollowing radicactive waste
releases were revdewed to verafy conformance w»a th regulatory

requirements prior to release,

Gaseous Waste Fermit (G.137-82, pre-release calculation
for combinea relsase of Unit 2 Containment Farge and Unit

1 Containment Veni., reviewed on 11/4/82.

Ligquia Permit E-111-82, 10/31/82 release of #12 keactor
Coolant Waste Monitor Tank, rceviewed on 11/4/82,

Observ:d part of reler s« ot #l12 EKeactor Coodlant Vas ta
Monitor Tank, Ligu ¢ Waste Tanc Permit R-112-82 on

11/2/82.
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A Radiological Event was declared at 3:44 a.,m, on 10/15/82 due
to an increased Unit i Main Vent (MV) Particulate Monitor

reading. Actual releases were found to be below wminimum
detectable, The cause o0f the increase was a gasket leak on
#22 CVLS ion exchanger, coupled witn a bypass flow in the
particulate wmonitor allowing room air to contaminate the
sample flow, The event was terminated at 5:22 a.m. following
discovery of an open cover on the MV particulate moaitor and
isolation of the ion exchanger, Unce the cover was closed on
the menitor, the readings returned gquickly to normal back-
around, The inspector reviewed the licensee’s actions,
examined instrumentation recordings, and examined the event’s
reportabality, Air sample results taken in the MV Fan Koom
showed B,6 x 1Ek-9 uCi/ce (0,05 MPC) confirming that the source

of MV particulates was fan room air, A MY particulate
continuous monitor sample was pulled and analyzed and showed
no activity (1lié-14 wli/ce minimum detectible), Airborne

levels in the Auxiliary Building 45° hallway near the leak
showed 1 x 10-8 uC/cc, contirming the source of the activity,

The inspector discussed this eveant’'s reportability with the
veneral supervisor - Operations because of the inoperability
of the MV particulate monitor while the cover was noet secured,
An  internal event report form (CCil-118 form) had been com-
pleted, however because the requirement to have an operable MV
particulate monitor is contained in the Appendix b, Environ-
mental lecunical Specifications, and not as a Limiting
Condition for Uperation, no report was required, (10CFR20 and
10CFES0.72 reporting reguirements would still apply but were
not exceeded in this instance of equipment inoperability.) The
inspector observed that the covers on both both monitors had
been jiomediately locked by the licensee,

The PUSKC had also directed that 14C personnel provide a
report to the comwittee addressing the probable cause and

corrective action for this event, The inspector stated that
this crenort would be reviewed by the NRC, and that aspects
surrouncaing the reportability of inoperable equipment required
by Appendix B Technical specifications would also be reviewed
(317/82-27-02).

Chservation _of Physical Sceguraity

The resident inspector checked, during regular and offshift
hours, whether selected aspects of security met regulatory

requirements, physical security plans, and approved proce-
dures,

a., Securaty sStalling

-= Observations and personnel interviews indicated that a full
time meaber of the security corganization with authority to

direct physical security actions was present, as required,
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«= Manning of all three shifts on various days was observed to
be as required,

Le Physical barraiers

Selected barriers in the protected area and the vital areas
were observed, RFandor wmonistoring of isolation Zones was
performed, Vbservations of truck and car searches were made,

c. Accessu _Lontrol

Ubservations ¢f the following were made:

- ldentification, authorization, and badging;
-- access control searches;

- Escorting;

- Conmunications; and

-« Compensatory measures when required,

About 3:1% a.m., on 10/21/8¢ licensee security personnel
discovered a swall guantity of marijuana in a shaving kit
belonging to the draver of a truck undergoing a routine
security search prior to entry into the protected area. The
driver and truck were dgdenied entrance into the protected area.
The State Police were notified and the driver takenr into
custody by the police, The truck wos carrying non-
radiologically controlled ventilation ducting.

No violations were identified,

Keview o1 Licepsee Eyent keports (LEEsS)

a4, LEKs submitted to NEC:kl were reviewed to verify that the
details were clearly reported, including accuracy of the

description o1 cause and adegquacy of corrective action, The
inspector determined whether further information was required
from the licensee, whether generic implications were indi-
cated, and whether the event warranted onsite followup, The
followinu LEks were reviewed,

LEB_Mea L¥YgOt Dale beport late sSubject
Yonas i
82-52 $/13/ 8 10/13/82 #11 Diesel Generator inoperable,
8.-00 b/27/82 1o0/21/82 Uyster samples collected per

E1S showed Ag-ii0m to be 496

*/- 9 pCi/ka.
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B2-01 9/26/82 10/25/+:2 Pressurizer level deviated
from progras level by more
than 5‘.

9/27/82 10/25/62 Pressurizer level deviated
from program level L more

than 5%,

wl/29/82 10/28/82 #21 Lbwmergency Diesel Generator
inoperable,

Bl -44 9/15/6& 10/15/82 #21 Emergency Diesel Generator
inoperable,
B2-45 10/01 /8¢ 10/29/82 kPS5 Low flow trip unit,

Channel A failed,

B2-86 $w/20/82 10/c0/ 32 kPS5 Channel C trip unit for
hagh pressurizer pressure
tripped.

B2-47 10/04 /02 11/03/02 #23 nPsl Pump breaker

tnoperable,

B2 -48B 10/16/B2 10/28/82 #21 Steam Generator Safety
Valve found set to Lift at

Y29 peig vs 1035 psig */-1%,

B2-49 10/z22/86: 10/23 /862 Unplanned reactivity inser-
tion of more than 0,5%A0k/k.

be For the Libk”s selected for onsite review, the Iinspector
verified that appropriate corrective action was taken or

ressonsiblity assigned and that continued operation of the
tacility was conducted in accordance with Technical Specifica-
tions and did not coastitu‘« an unreviewed safety guestion as
defined in 10CER 2059, keport accuracy, compliance with
current reporting requirements and applicability to other site
systems and corponents were also reviewed,

1/81-.78 An update report, dated 4/23/82, provided additional
information on the Dbreakage of eight air blower discharge

flange wolts discovered on Diesel Generator 12, After
reviewing the update report, t.e inspector was uncertain
whether the root cause had been ide, tified and whether the
other Diassel generators had been dequately checked for
similar problens, A licensee representative stated that the
root Cause was Jdeteramined to be incomplete engagement of the
polts in threaded inserts hoased in the base wmetal, The
bottom two or three threads ot the inserts were scored
preventing the bolts from tiaghtening preperly and, in effect,
bottoming out, The bolt heads were therefore not flush with
the flanue, allowing movement in the Jgoint which Lled to

10
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fatigue failure eof the bolts, All polts an inserts were
replaced and proper engagement che ked, Similar Lolts in the
other diesels thread into the base metal instead of into
inserts, The bolts on the vtier diesels were torque checked
and insiected to verify that the bolt heads were flush with
the flanue, Alter repair of viesel yenerator 12, vibration
readings were taken on all three diesels” air blower discharge
flanges and headers, There was no excessive vibration, A
preventative maintenance procedure has been initiated to check
blower bolts on a bi-weekly basis for detection of possible
belt failure, The inspector had no further questions,

Between 8:30 a.m., on 10/21/62 and 6:10 a.,me. on 10/22/82 with
Unit 2 shutdown in Mode © ovperation, Reactor Coclant System

(RCS ) boron concentration decreased frowm 2593 ppm to 2463 ppm,
Ihen, without operator action Dboron concentration began
increasing and by 2:50 pemes on 10/22/82 reached 2591 ppms The
licensee could not identity the cause for the approximate 130
ppm dilution nor the subsequent concentration idincrease, but
believed it way have been related to the injection of un-
borated water into the EKECs> during a steam generator hydrolas-
ing operation, An investigation was initiated, Such a
dilution would have resulted in a reactavity addition of 0,5%
Ak/K . Based uUpon the initial KRCS boron conceniration,
shutdown margin throughout the dilution would hav: remained
above 22% Ok/ke it is sagnifacant to note thut, tnroughout
the event, there vwas no audible indicatior. of source range
nuclear flux available to the operator, The absence of the
audible flux indication is a violation described in paragraph
.80 This event was reported .3 a prompt report (2/82-49).
Additional licensee actions will Le reviewed upon receipt of
the tollowup report,

d. Plapt _Maintenange

lhe inspector cobserved and reviewed maintenance and problem
investigaticn activities to verify compliance wit regula-

tions, administrative and maintenance procedures, codes and
standards, proper UA/QC involvement, safety tag use, eguipment
aligonment, jgumper use, personnel gualifications, radiological
controls for worker protection, fire protection, retest
requiremnents, and reportabilaity per Techn:ical Specifications,
The following activities sere included,

MR O-8c-3154 Hpu ous trips on Channel A Reac tor Protec-
tive System IM/LP cbserved on 10/14/862,.

M-B82-6587, observed portion of Installation of New 4A/48
Containment Llectrical Penetration Assemblies into

Existing spare Sleeve L7ED2 on Unit 2 on 10/20/8¢2.

PM-c=Gl-be-A-c, Pertorm Breaker and Disconnect Swatch
Inspection, observed performance on disconnect #89-2404

for #23 Charging Pusp on 10/14/82.

il
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i0,

ihe inspector also observed po:i tions of the disassembly and
electropolishing ot the old spent fuel racks, The licensee is

performing this change to allow scrapping of the stainless
steel contained in the ftuel racks,

The inspector and accowpanying osection Chief observed a
training session being conducted on a full scale Steam

Generator mock-up on 10/19/82, The workers were preparing for
instatlation of Stean Generator Nozzle dams in the hot and
cold leg primary nozzles of the steam generators, An auto-
matic welding wmachine had been fabricated for the welding of
weld material inserts into noles which were to be drilled into
the nozzle walls,

No unacceptanle conditions were identitied,

Materjals Hapdling

On Ccectober 19, 1982, radiation protection was discussed with
the Nuclear Power Department Manager and, by telephone, with
the Vice President, Supply. 1The history ¢of materials handling
events was discussed and identified as not being unusual in
severity or trequencye. No above Limit exXpoesures were iN=
volved, Control over handling of highly radicactive materials
was ddentified as an area which might benefit from comprehen-
sive review, and the license¢e confirmed that such a review had
been indtiated and was planned for completion within 60 days.
ihat review will be evaluated after completion (317/82-27-03:
318/8Bc<-23-02),

Licepsee Action op NUKEG 06.0, NEC Action Plan Develouved
as o _besult of the IMIi-2 Accident

ine MNAL” . kewion 1 Oifice ha: inspection respoasibility for
selected ac tion plan i tems, Ilhe e items have been broken down
into numbered descriptions (enclosure 1 to NUKEG orar,

Clarification of TMI1 Action Plan Items), Licensee letters
containing conmitments to the NRC were used as the basis for
acceptability, along with NEKC «clarification letters and
inspector Jjuudgment, The tollowing ‘tems were reviewed,

Ill.BEeloll2) Auxiliary Feedwater sSystem - Lang Jerm System
Modifications and llekboel 21 leDe2) Auxiliary Feedwater Systea

Automatic Initiation irplementation, I he inspector reviewed
FCR 79-1002, Revision £, dated July 7, 1982, Auxiliary
Feedwater Mo fications and verified that these modifications
adeguately address the requirements of NUKREG 0737 1tem
11.E.1.2 and, upon completion, will satisfy the requirements
ol JTlobkolod(2) and Jlebelecoelloebe2)e The inspector performed
a physical walkdown of the entire Auaxiliary Feedwater System
on Unit 2, inclading the five separate modifications contained
in FCh 79-1002 to verify current status,

i 2
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13.

Based on direct observation and review of FCR 7921062 and
P4ib, Auxiliery FYeedwater bSystom Unit 2, Kevision 0OG, dated
October 19, 19862, the system (s approximately 85 to S0%
complete, The Licensee”’s schedule is to complete the Unit 2
modi fications Ly the end of the November 198 outage., Unit i
modifications are scheduled to be performed and completed
during the November 1983 outage. These items remain open
pending completion of the wodifications and will be examined
during subseguent iaspections,

Eeviewn of Peraodic and Specliat keports

Upon receint, periodic and special reports submitted pursuant
to Technical Specification 6,9,1 and ©,9.,2 were reviewed,
ihat review included the following: Inclusion of information
required by the NEC, test results and/or supporting informa-
tion consistency with design predictions and performance
specitications, planned corrective action adequacy for
resolution ¢f problems, determination whecxher any information
should be classified as an abnormal occurrence, and validity
ot reported information, The following periodic reports were
reviewed:

August, 1982 Uperations Status Reports for Calvert Cliffs No.
i Unit and Calvert Clifts No., 2 Unit, dated October 15, 1982,

The inspector reviewed the licensee’s summary report of
"Startup Je¢sting for s5ixth Cycle™ for Unit 1 and noted that

the cover lLletter aincorrectly stated that the report was for
Unit e He poin ted thas out to the Nuclear Fuel Management
Princival Engineer who was already aware of the problem, A
revised cover lLetter was submitted on November 1, 1982, No
additional problems were identitied,

NOo unacceptable conditions were identified,

Unreselved dtems

Unresolved 1tems are matters about which more information is
reguired to deteramine whether they are acceptable, Unresolved

items are discussed in paragraphs 3, S5, and 9 of this report,

Lxit_ldpnterview

Meetinus were neld with sSenior facility management peri-
odically during the course of this inspection to discuss the

inspection scope and findings.,. A sumwary of findings was also
provided to the Licensee at the conclusion of the report
perjod,




