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: Dl % UNITED STATES
30’ / ; NUCLEAR REGULATORY COMMISSION
‘}’% el *O\"" = WASHINGTON. D.C. 20566-0001
May 24, 1994

The Honorable Charlie Rose
United States House of Representatives
Washington, DC 20515

Dear Congressman Rose:

Enclosed, as requested by your Legislative Assistant, Mr. Bill
Myers, is material regarding the number of Level IV Violations
assessed by the Nuclear Regulatory Commission at the Brunswick
Nuclear Power Plant since January 1, 1994.

We are providing a matrix showing violations cited by NRC
inspectors at Brunswick during this time frame (Enclosure 1);
copies of the reports (Enclosure 2); explanation of the NRC
Enforcement Program (Enclosure 3); and a copy of the NRC’s
General Statement of Policy and Procedure for NRC Enforcement
Actions (Enclosure 4).

If I can be of further assistance, please let me

Sincerely,

Lo

Dennis K. Rathbun, Dlrector
Office of Congressional Affairs

Enclosures:
As Stated
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Enclosure 1

VIOLATIONS ISSUED IN 1994 ON THE BRUNSWICK PLANT

NRC Report #s BNP Unit 1 BNP Unit 2 Total #
Viclations Viclations Viclations
(50-325) (50-234)

50-325,324/93-55 | 93-55-04 93-55-04 6
93-55-05 93-55-05
93-55-06 93-55-06

50-325,324/93-58 | 93-58-01 none 2
93-58-02

50-325,324/94-01 | 24-01-01 94-01-01 4
94-01-02 94-01-02

50-325,324/94-02 94-02-01 94-02-01 2

50-325,324/94-04 | none 94-04-01 6

50-325,324/94-07 | 94-07-01 94-07-01 2

Total Reports: 6 | Total #a: Total #8: Total #s: 17
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Enclosure 3

NRC ENFORCEMENT PROGRAM
\

The NRC's Enforcement Program seeks to protect the public heaith
and safety by ensuring compliance with the Atomic Energy Act, the
Energy Reorganization Act, NRC regulations, and license cenditions,
cbtaining prompt correction of violations and conditions adverse to
quality, deterring future violations, and encouraging improvement
of licensee performav.e. Violations are identified through
inspections and invecstigations. All viclations are subject . to
civil enforcement action and may also be subject tc criminal
prosecution. After an apparent violation is identified, it is
assessed in accordance with the Commission's Enforcement Policy.
This Policy has been approved by the Commission and is published as
Appendix C to 10 CFR Part 2 of the Commission's regulations.

There are three primary enforcement sauctions available: Notices of
Violaticn, civil penalties, and orders. A Notice of Violation
(NOV) summarizes the results of an inspection and formalizes a
viclation. It states the requirement and how that requirement was
violated. A civil penalty is a mopetary fine issued under
authority of section 234 of the Atomic Energy Act. That section
provides for penalties of up to $100,000 per vioclation per day.
NOVe and civil penalties are issued based on violations. Orders
may be issued for violations, or in the absence of a violation,
because of a public health or safety issue.

The Commission's order issuing authority is broad and extends to
any area of licensed activity that affects the public health and
safety. Orders modify, suspend, or revoke licenses. As a result
of a recent rulemaking, the Commigsion's regulations now provide
for issuing orders to individuals who are not themselves licensed.

The first step in the enforcement pProcess is assessing the severity
of the viclation. Severity Levels range from Severity Level I, for
the most significant vioclations, to Severity Level V for those of
minor concern. Severity levels may be increased for cases
involving a group of violations with the same root cause,
repetitive viclations, or willful violations.

Enforcement conferences are held for viclations assessed at
Severity Levels I, II, or III, and may be held for violations
assessed at Severity Level IV if increased management attention is
warranted, e.g., repetitive violations. An enforcement conference
is a meeting between the NRC and the licensee to (1) discuss the
apparent violations, their significance, the reason for their
occurrence, including the apparent root causes, and the licensee's
corrective actions, (2) determine whether there were any
aggravating or mitigating circumstances, and (3) obtain other
information that will help the NRC determine the appropriate
enforcement action. The decision to hold an enforcement conference
does not mean that the agency has determined that a violation has



that enforcement action will be taken. Enforcement

nces are normally t‘ﬂseo to public. However, the
has implemented a trial program to allow

in enforcement conferences to be open for public cbservation.

penalties are normally issued for Severity Level III or
viclations, absent mitigation, and may be issued for

.ons at Severity Level IV if the violations are repetitive or

‘ r to previous Severity Level IV violations. Civil penalties
are normally issued for any willful vioclation.

The NRC imposes different levels o©of civil penalties based on a
combination of the type of licensed activity, the type of licensee,
the severity level of the violation, and certain escalation and
~~:* gation factors. These factors are: (1) who identified the
iolation, (2) was the corrective action prompt and extensive or
n me¢y and only marginally acceptable, 3) was the violation a
ction of prior licensee performance, (4) did the licensee have
opportunity to identify the wviolation, 5) were there
le occurrences of the viclation, and (6) how long did the

ion Oor its impact endure.

If a civil penalty is to be proposed, a written Notice of Violation
and Proposed Imposition of Civil Penalty is issued and the licensee
has 30 dayes to respond in writing, by either paying the penalty or
contesting it. The NRC considers the response, and if the penalty
is contested, may either mitigate the penalty or impose it by
order.

If the civil penaity is to be imposed by order, the order is

published in the Federal Register. Thereafter, the licensee may
pay the civil penalty or request a hearing.

to civil penalties, orders may be used to modify,

or revoke licenses. Orders that modify a license may

quire additional corrective actions, such as removing specified

individuales from licensed acrivities or requiring additional

controls or outside audits. The NRC issues a press release with a
proposed civil penalty or order.

NOTE: Persons attending open enforcement conferences are reminded
that 1) the apparent violations discussed at open enforcement
conferences are subject to further review and may be subject to
change prior to any resulting enforcement action and 2) the
statements of views or opinion made by NRC employees at open
enforcement conferences or the lack thereof, are not intended to
represent final determinations or beliefs.




Enclosure 4
:NSING PROCEEDINGS -~

Anpancey C — Senermn Stussemens
Policy ana Procecurs tor NAC

B. Civil Penaity

1. Base Civil Pensity

Z Clvil Penaity Adtastmant Frctors

(2] Wdenuficaon

(b] Carrsctive Action

¢} Licenses Performance

(d} Préor Opporwmuty to idesttfy

(e} Multiple Occurrences

(1) Durson

C. Orders

0. Relntad Admmistrsuve Actione
VIl Exsrease of Discrevon

A. Escuisuon of Enforcement Sancux

(1) Civil Penaiues :

{2) Orders

(3) Daily Civil Pensities

58 FR 1208
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The foliowing statement of geners|
POLCY ana nroceaure expising the
enforcement DONCY ana procedures of
the US. Nuclear Reguiaiory Commussion |
ana its stall in iminaung enforcement |
sctions. ana of the premicung oificers ana

he Lommission in reviewing these
actions. This statament 1s appiicable to
eNIOrCeMeEnt In Matters invoiving the
pubiic hesith and sefety, the common
detense and secunty. snd the
environment.' This statament of genera:
policY &nd procecurs 18 published in the
Code of Federai Regulauons 10 provide
widespresd disseminsiion of the
Commssion s Enforcement Policy.
Howwver, this is & policy statement sng
not & reguiation. The Commssion may |
deviate irom this statement of policy |
#nd procedurs s appropriate unaer the
circumstances of @ parncular case.

| Introcucton snd Purpoes

The purpose of the NRC eniorcement
DrUgrEm I8 10 PrOMOLe ana protect the
radiologicel heaith and safety of the
public. including empioyees heaith ang
salety, the common defense and
security. and the environment by:

* Ensunng comphiance with NRC
reguiations and license conditions:

« Obtawning prompt correction of
violations ang adverse quality
conditions wmeh may sifect safety:

+ Deterning future violations and
occurrences of conditions adverse to
quality: ana ‘

* Encouramng umproverment o
licensee and vendor ? performance. and
by exampie. that of industry. inciuding
the promot :dentfication and reporung
ol potentia: sefety prodiems.

Consistent with the purposs of this
program. prompt and vigorous
enforcement scuon will be taken when
desiing with licensess. vendors.
COnUractors. and empioyees of any of
them. who do not achieve the necussary
metculous sitenton 1o detsil and the
high stenasr of complience which the
NRC expects.* Exch enforcement sction
s dependent on the arcumsances of the
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Case anc requires the exercise of
discretion a‘ter consigeration of these
policies and procedures. in no case.
however will licensees wno cannot
AChieve and maintain adequaie levels o1
protection oe permitted to conguc!
licensea acuvities.

I1. Statutory Authonty snd Procsaurai
Framewors

A. Statutorv Authority

The NRC's entorcement runisdiction 18
drawn from the Atomic Energy Act of
1954. as amended. and the Energy
Reorwemzation Act (ERA!) of 1974, as
amended.

Section 181 of the Atomic Energy Act
a onzes NRC tc conauc! insvections
a nves'iganions »1 4 10 (esue orders s
™ 2 NECeIsAry or desirabie 1o
pro. ote the common defense and
fecuniy or 1o protect hesith or 10
minimize aanger 1o life or property.
Section 188 suthorzes NRC 1o revoxe
Censes unaer certaIn CiIrcumMsiances
(e.8. for matenai faise statements. in
response (10 conditions that wouid have
warranted refusai of & license on an
onmnal applcanon. for s licenses s
fatlure to build or operate & taciity in
sccordence with the terms of the permit
or license. and for violation of an NRC
reguiation). Section 234 authorizes NRC
(0 impose civil penaities not tc excesa
$100.000 per vioistion per dav for the
violavon of certain specified Licenming
provisions of the Act. rules. oraers. and
license terms impiementing thess
provisions. and fcr vioiations for which
licenses can be revoked. In aadition to
the enumersiea prnvisions in secnaon
234, sections 84 ani 147 suthonze the
‘Mposinon of civil pengities 1or
violations of reguiations impiementing
those provisions. Section 232 suthorzes
NRC to seek injunctive or other
equitable retief for violation of
reguistory requirements.

Section 208 of the
Reoryanuzation Act authorizes NRC to
impose c1vil penaities for knowng and
conscious (ailures 10 provids certain
sainty information 1o the NRC.

ChnmuolmoAu-:cln-uAct
provides for varying leveis of criminal
penaities (1.e.. monetary fines and
mpnsonmaent| for wiliful violanons of
the Act and reguiations or oraers wsued
under sections 88. 181(b), 18111}, or
181(0) of the Act. Section 229 provides
that enminsi penaities may be imposed

fmwuwm

componants of any utilization fecility if
the mdividual knowngty ana whilfully

27
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i violates NRC requirements such that »

Dasic comoonent could be sigrficantsy
impairea. Section 235 groviaes that

| CrmMIngi penaities mav be imposed on

STER SO

DETSONE WNO INLETIEre with INSPeCIOrs.
Section 236 provides that crimmnal
penailies may oe iMmposed on persons
who attemot 10 or cause sEbOtAge 6t &
nuciear tacility or 1o nuciesr fusl.
Allegea or suspectea crimunal violatio:

of the Atomic Energy Act are referred
the Department of fustice for

appropriate scrion.
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& Proceaural Fromeworx
Subpar: B of 10 CFR part 2 of NRC's

| reRuiations sets forth the procedures the

e == ST FR &

NRC uses in EX2ITISING It enforcement
authonty. 10 CFR 2.201 sets forth the
procedures for issuing nouces of
viotation.

The procedure to be used in assessing
civil penaities is set forth in 10 CFR
2.205. This reguiation provides that the
civil penaity process 18 initiated by
issuing a Notice of Violation and
Proposed imposition of & Civil Penaity.
The licenses or other person 1s provided
an oppormnity o contest in wnting the
proposed imposition of a civil penaity.
After evaluation of the responae. the
civil penaity mav be mitigated. remitied.
or imposed. An opportunity 1a provided
for a heanng if a civil penaity 13
imposed. If a civil penaity is not paid
following 8 heaning or if & hesring 12 not
requested. the matier mev be ~sterred 10
the U.S. Department of justice 1o

nstitute a civil acuon in District Court.

The procedure ior isswing an orger to
institute a proceeding to modify,
suspend. or revoke a license or to take
other action against & licensee or other
person subject to the jurtsdiction of the
Commussion 1s set forth in 10 CFR 2.202.
The licensee or any other person
adversely affected by the order may
request a heanng. The NRC is
authonzed 10 make orders immediately
effective if required to protect the public
heaith. safety, or interest. or if the
violation is wiliful. Section 2.204 sets out
the procedures for 1ssuing & Demand for
information {Demand) to & licensee or
other person subject to the
Commussioner s jurisdiction for the
purpose of determining whether an
order or other enforcement action
should be 1ssued. The Demand does not
provide hearing nghts. as oniy
nformaton s being sought. A licensee
must enswer 8 Demand. An unucensed
person may answer & Demana by either
providing the requested informaton or
explaining why the Demana should not
have been 1ssued.

— STFR 51N

1l. Respons:ibilitias

The Execeuve Director for Operanons
(EDQ} ana the principai enforcement
officers of the NRC. the Deputy
Executive Director for Nuciear Matenal
Safety Safeguaras ana Operanons
Support (DEDS) and the Deputy
Execuuve Director for Nuciear Reactor
Reguiation. Remonal Operations. ana
Researcn (DEDR). have been delegated
the suthonty 1o spprove or 1ssue ail
escalated enforcement scnions.* The
DEDS is responsibie to the EDO for the
NKC enforcement programs. The Office
of Enforcement (OE) exercises oversignt
of and impiements the NRC enforcement
programs. The Director. OE. acts for the
Deputy Executive Directors in
enforcement matiers in their ebsence or
as delegated. Subiect to the overmignt
and direction of OE. and with the
approval of the appropnate Deputy
Executive Director. where necessary.
the remonai offices normaily issue
Notices of Violation and proposea civii
penaities. However. subjact 10 the same
oversight as the regional offices. the
Office of Nuclear Reactor Reguiation
(NRR) issues Notices of Viclation ana
proposed civil penaities 1o vendors and
suppliers and the Office of Nuclear
Material Safety end Safegusrds (NMSS)
issues Notices of Violation and
proposed civil penaities to cernficate
holders and to fuel cycie facilities for
violstions mvoiving materal control and
accountung. Escalated enforcement
actions are normailly coordinated with
the eppropnate offices bv the OF.
Enforcement orders are normaily 1ssued
by & Deputy Executive Director or the
Director. OE. However. orders mav aiso
be 1ssued by the EDO. especialiy those
invoiving the more signuficant matters.
The Directors of NRR and NMSS have
also been delegated suthonty to issue
orders. but it is expected that normai
use of this suthority by NRR and NMSS
wiil be confined to actions not
associated with complisnce wsues. The
Directer. Office of the Controller. has
been delegated the suthority to issue
orders where licensees violate
Comrmssion regulations by nonpsyment
of license and inspection fees.

* The term  escaisied enforcement sction ss
4800 I this DUNCY means o Nolies of Violston tor
any Sevenitv Level | 1L or 1l violetion: & civii
pensity for any Severiy Level | i1 11l or IV
VIOIBLION Nd ANY Oroer Deseo UDON B VIOIEtON

S57FRSI9N
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[n recogmiuion tha: the reguistion ¢
nuciear actvities in manv ceses doe
not iend itself to 8 mechamstic
restment. judgment and discretion ¢
be exercised in determinng the seve
leveis of the violstions end the
ApPropriste enforcement sanctions.
including the decision 1o issue & Not:
of Violation, or 10 propose or impose
civil penaity and the emount of this
penaitv. aiter considering the genera
principies of this statement of pohcy
the technical significance of the

Uniess Commussion consultation o
noufication is required by this policy
the staff may depart. where warrants
in the public's interest. from this poi
with the approval of the appropnate
Deputy Executive Director and
consultation with the EDO as
warranted. (See aiso Section VIL
‘Exercise of Discretion.”)

The Commuission will be provided
written noufication of all anforcemer
acuons invoiving civil penaities or
orders. The Commission will elso be
provided notce in those cases where
discretion s exercised and discussec
Section VILB.8. In addition. the
Commussion will be consuited prior ¢
‘aking action in the followng situatic
(uniess the urgency of the situstion
dictates immediate actcap

(1) An acuion aifscting & licensee s
operstion that requires balancing the
public heaith and safety or common
defense and secunty implicstions of 1
operating with the potsntial rediolog:
or other hazards assocsted with
continued opersuon:

(Z) Proposais (o impose civil penai
N amounts greater than 3 times the
Severity Level | vaiues shown m Tab
1A:

(3] Any proposed enforcemsnt act
that invoives a Sevenity Lavel |
violatior:

(4) Any enforcement sction that
invoives a finding of 8 meteral islse
. = discretion for

(5) Exercising di matier
meeting the criteria of Section VILA3
for Commussion consuitation:

(6) Refraining from taking
enforcement action for matters meett
the critens of Section VILB.A:

[7) Any proposed enforcement acty
that invoives the ssuance of & civil
penaity or order (o &n uniicsnsed
individual or & civil penaity to ¢
licensed reactor cpersior:



App. C(IID)

Anv acuon the EDO believes
warrants Lommission invoivement:

9] Anv eniorcamen: case wavoiving an
Office ot invesugauon (Ol) report where
NRC stalf (other than Ol staff) does not
arnve @l e same CONCIUMONS as those
n the Ol report concerning issuas ot
ntent

10) Any proposed eniorcement action
on wnich the Commission asks Lo be
consuited.

V. Seventy of Viclations

Regulatory requirements * have
varving aegrees of safety, saleguaras. or
environmental significance. Therefore.
the relative importancs of each
violation. including both the techrucal
signuficance snd the reguistory
uqnmclna 18 evailunled as the flﬂi step
in the enforcement process.

Conseguently, violations are normaily
categonzed in terms of five leveis of
seventy 10 show their reiative

mportance withun each of the following
eight actuvity aress:

STFRSIM

1. Faciity Construction:

[{l. Safeguaras

IV. Heaith Physics

V Transportation:

V1. Fuel Cycls snd Matenais Operatons:
VIl Misceillansous Matters and

VIIL Emergency Preparedness.

Licensed sctivities will be piaced in
the scuvity ares most suitable o light of
the parncular violation invoived
including scuvities not directly covered
by one of the above it<ied areas. €.g..
export license acuvities. Within each
activity erea. Sevenity Level | has been
assmned (0 vicistions that are the most
significant and Seventy Lavel V
violations are the least ngmficant
| Seventy Level | and U viclaucns are of

very significant regulatory concern. in
| genersl violations that are inciuded in
these severity CAlegories IDVOIvE SCTURl
or hugh potential impact on the pudlic.
Seventy Level Ul viclations are cause
for mgnuficant reguistory concern.
Severity Level [V violstions are iess
serious dul are of more than EUNOr
concern: 1e.. U left uncorrecied. they
could lead (o & MOre SENOUS CODOKT.
Seventy Level V violations sre of minor
safety or environmental concern.

i
; |. Resctor Uperstons:
|

' The eew Teomement 66 veed 8 e polcy
e ABEMY DATNOND TRGWIreIRSRE ST 08 ¢
COATRUR repves LuOF. BOATTNRS COARO)ING Wi
§ DEORMCe L. 07 QrTE

1, 1983 (reset)

= ST FR 5791

.ompansons of significance between
ACUVITY Breas &r'e INADPrOpriate. ror
exampie. the immeaqiacy of any nazarg
'0 the public assocated with Seventy
Level | vioiations 1n Reactor Opersuons
is not directly comperabdie 1o that
associsted with Seventy Level |
viciations i Feciityv Construction.

Suppiements | through VIII provide
exampies and serve as guidance in
determuning the sppropriate severty
level for viclations 1n each of the eignt
scuvity aress. However, the exampies
are nether sxhausuve nor controling. in
addition. these examples do not creste
new requirements. Each 1s designed o
ilustrate the signuficance thet the NRC
places on a particular type of vioiation
of NRC requirements. Each of the
exampies 1n the supplemantsa 's
precucated on & violation of & reguiatory
regairement.

The NRC reviews each case being
considered for enforcement acucn on it
own merits (o engure that the seventy of
2 violation 18 characier’zed e’ the level
best suited to the signuficance of the
parucular violation. Lo some cases,
$PeCIAi CLICUMSIENCRS MAY WAITEn! an
adjustment (o the seventy level
categorization.

A. Aggregauon of Violations

A group of viclations may be
evaiuated in the sggregate and assigned
& singis. increased severity level
therey resulting in & Sevenity Level [l]
problem. if the violstions have the same
undertying cause or programmatic
deficiencies. or the violations
contributed to or were unavoidable
conseguences of the unceriying
problem. Normaily, Seventy Level | and
I viclatons are not aggregeied (nto 8
higher seventy level

The purposs of aggregeting viclations
is to focus the Licenses » stienton on the
fundamental uncestying ceuses for
which anforcement acuon appears
warranted end (o reflect the fact that
seversl viclations with & common cause
may be more sigmficant collectively
than wndividuailly anc may therefors,
warrant & more substantial enforcement
action. in sddition. & cavil penaity for
muitiple occurrencas of & violation with
the same root causs may be sudject o
escalation of the base civil penaity. (See
Section VI.B2.(e))

-7

|
|

|
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2 Repeutive Violations

The seventy levei of a Seventy Level
V or IV violation may De increased 10
Severity Level IV or il regpecaveiy. o
the violalion can be considered s
repetitive viclation.* The purpose of
escalaung the seventy level of a
repefiuve VIOIauon 18 10 acknowisane
the added significance of the situstion
based on the Lcensee s fallure o
impiement effective corrective sction for
the previous viclation. The decsion to0
escaiate the seventy level of a repsttive
viclation wiil depend on the
circumstiances. such as. but not limited

| 1o, the number of times the violstion has

|
»
~
Ul
<
-
~
v

|

|

occurred. the simulanty of the violations
snd their root causes. the edequacy of
previous Corrective 8ctions. the penad
of time detween the violations. and the
signuficance of the violations. (Civil
penaitiss may siso be proposed for
repeutive Seventy Level [V violstions as
discussed in Secuon VLE.]

C. Wiilful Violations

Willful violstions are by definition of
particular concern to the Commssion
becsuse its reguistory program is based
on licensees and their contraciors.
empioyees. And agents acung with
integrity and commumcstng with
candor. Willful violations cannot be
toleruted by either the Commussion or &
licensee. Licensees are expected (o laks
sigmficant remedial ection i responding
‘0 wiliful violstons commensurate with
the circumstances such that it
demonstretes the serousness of the
violation thereby cresting & deterremt
effect within the licensee s organization
While removai of the person 1s not
necesssniy required. substantal

| disciplnary scuon is expecied.

' The vl repettive Molsuoe of g g
VoM &3 Weet @ LBIS DOUCY FiRIEIMEGE IE. &




App. C(TV)

STERSIN T

PART 2 « RULES OF PRACTICE FOR DOMESTIC LICENSING PF “CEEDINGS ... P* <

Therefore. the sevenity leve: of a
vioiation mav pe increaseq if the
circumstances surrouncung the matter
INVoive careless disregara of
fequirements. deception, or other
naications ot wiilfulness. The term
‘willfulness as used in this poucy
eMDraces a spectrum of vioiations
ranmng trom aeliberste intent to viclate
or falsify to ana inciuding careiess
disregard for requirements. Willfulness
does not inciude scts which do not rise
‘o the level of careiess disregard. .
naavertent cierical errors tn a document
submutted to the NRC. In determiming
'he specific severity levei of a vioiauon
nvoiving wiiifulness. conmderstion wiil
Oe given to such factors as the position
and responsibilities of the person
nvoived in the violation (e.g.. iicensee
official * or non-supervisorv empiovees|.
the signuficance of any underiving
vioiation. the intent of the viciator (1.6,
Tareiess disregara or delibera’ziess ).
ana the economic or other acvantage. if
anv. gained ae & resuit of the violahon.

The reiative werght given to each of

Nese tactors 11 amving &t the
approuriste severnity levet wail be
dependent on the circumstances of the
violation. However. the seventy levei of
a willful sevenity levei V violation will

be increased to at least & sevanty level
V.

D. Violations of Reparting Requirements

The NRC expects licansees 1o provide
complete. accurate. and timeiy
informauon and reports. Accordingly,
uniess otherwise categorized in the
Suppiements. the seventy level of a
violetion invoiving the failure to make s

| required report to the NRC wiii be based

upon the signuficance of and the
Circumsiances surrounding the metter
that should heve been reported.
However. the severity levei of an
untimely report. in contrast to no report.
may be reduced depending on the

" The warm licensee official ’ as used n this
DOUCY S1Niement Means & (1791 4me swpervieor or
FDOvE. & heavend MG VHIREL § MeGieDOR s fety
officws. o en auihorant veer of Hooeee maiene
wW.mW.l“Mq
an maividtual 8 100 . severwy ovel
“alapangsnies for wilifel scte wrvervine maividuais
who CEN De conmaeret hoenees efficiale wei

CAMGET severs (aCIon. mchudeng 1he BOs:on of
"t ndindual releitve 10 1M bosnees o
TRAMZALIONG! SIrUCTUrY Bnd Lhe MO vidusi 8
TIDONBILI LS FRIELVE 10 IhE Svermeni of icensed
TEHNINER ANG 19 IhE uRe ©F DORIWNGE M Vel

Circumstances surrounding the matter. A

| licensee wiii not normaliv be cited for a
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failure 10 report a condition or event
uniess the ncensee war actually aware
of the conaition or event that it failed to
report. A licensee will. on the other
hand. normaiiv be cited for s faiiure to
report & condition or event if the
licensee knew o1 the information to be
reported. but did not recognize that it
Was required 10 make & report.

V. Enforcement Conferences

Whenever the NRC has ieamed of the
existence of a potennal vioiation for
which escalated enforcement action
may be warranted. or recurrng
nonconformance on the part of & vendor.
the NRC will normaily provide an
opporturuty for an enforcement
conference with the licensee. vendor. or
other person prior to taking enforcemen
action. Althoush enforcement
conferences are not normaily held for
Seventy Level IV violations. thev may
be scneduled if incressed meanagement
attention is warranted e.g., if the
violations sre repentive. The purpose of
the enforcement conference 1s to (1)
discuss the vioistions or
nonconformances. _heir sigmficancs. the
reason for their occurrence, inciuding
the apparent root causes. and the
licensee s or vendor's corrective actions.
(2) determune whether there were &ny
aggravaung or mitigating circumstances,
and (3) obtain other informetion that
wili help the NRC determine the
appropriate enforcement action.

Durtng the enforcement conference.
the licensee. vendor. or other person will
be given an opporrunity to provide
informaton consistent with the purpose
of the conference. inciucing an
explanation to the NRC of the
immediate corrective sctons (if any)
that were taken following identfication
of the potential violation or
nonconformance and the long term
comprehensive actions that were taken
or will be taken to prevent recurrence.
Licensees. vendors. or other persons will
be told when a meeting 1s an
enforcement conference. Enforcement
conferences wiii not normaily be open
to the public.

~— S5TFR ST

When neeaed 1o protect the public
feaith ana saiety or common defense
and secunty, escaisted enforcement
dcuon. sucn as the ssuance of en
immeaiately effecive orger i ;
Suspenaing. or revoking a licanse. wiil
be taken prior 1o the enforcement
conierence. in these cases. an
enforcement conierence may be held
after the escaiated enforcement acuon
taken.

V1. Enforcament Actions

This section describes the
enforcerent sanctions available to the
NRC and specifies the conditions uride:
which eacn mav be used. The basic
sancuons are Notices of Violation. cavi.
penaities. anc orgers of vanous types.
Ag discussea further in Section V1.D.
related administrative mechamsms suc
as Notices o1 Nonconiormanece. Notices
of Deviation. Confirmatory Action
Letters. letters of reprimand. and
Demanas for informztion are uged to
suppiement the enforcement program. |
selecting the enforcement sanctions to
be applied. the NRC will considar
enforcement actions taken by other
Federai or State reguiaiory bodies
hawing concurrent junsdiction. suck ss
in transportation matters. Usuadly,
whenever & vioiation of NRC
requirements 1 1dentified. enforcement
action 1s teken. The nature and extent ¢
the enforcement action 1s intended to
reflect the senousness of the vioiation
invoived. For the vast majority of
violations, a Notice of Violstion or &
Notice of Nonconiormance s the norm:
enforcement action.

-
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4. Notice of Violation

A Notice of Violaton e wntien
notuce setung forth one or more
vicletions of & legally binding
requirement. The Notice of Violauon
normalily requires the recipient o
provice @ wntien statement descnoung
(1) the reasons for the vioiation or. if
contested. the basis for disputing the
violation: (2) corrective steps that have

| been taken and the resuits achieved: (3]
| correcuve steps that wiil be taken to

e §7 FR 579}

prevent recurrence: and (4) the date
when full comphiance will be sctueved.
The NRC may reguire responses o
Notices of Violation to be under oath.
Normaily. responses under osth will be
required ORly in connecuon with awli
penaiiies sna orders.

The NRC uses the Notics of Violauon
as the usus: method for formalizing the
existence of & violution. issuance of a
Notice o1 Violation 1s normally the oniy
enforcement action taxen. except in
cases wnere the criteria for issuance ol
civil pensities and orders. as set {orth in
Sections V1B and VL.C respectiveily, are
met. However, special circumstances
regarding the violation findings may
warrani discretion being exercised such
ihst the NRC refrains from wswing &
Notice of Violation. (Ses Sections VILB.
“Mitigation of Enforcement Sanctions. )
in addition. licensess are not ordinariy
cited for violations resuiting from
matiers not within theiwr control. such as
equipment failures that were not
avoidable by reasonable licensee
QuAality ASBUTENCE MEAsUres or
management controls. Genarslly.
however. licensess are held responsible
for the acts of their employwes.
Accoraingly. this policy shouid not be

construed 10 eXcuse personnel errors.

\

|

B. Civii Penaity

A civil penaity is @ mOneiary penaity
that may be imposed for violation of (1)
certain specified licensing provisions of
the Atomc Energy Act or
supplementary NRC -ules or orders: (2}
any requirement for which a license may
be revoked: or (3] reporung
requirements under section 208 of the
Energy Reorsamzation Act. Civil
penaities are aesigned 10 emphasize the
need (or lasung remedial sction and 1o
deter future violstions both by the

| invoived licensee es weil 81 by other

licensees conducting smilar scuvities.

Civil pensities are proposed (sbsent
mitigaung circumstances) for Sevenity
Levei L 1. and LI violations. and may be
proposed for repetitive Seventy Level IV
vioistions or for any willful viclsvon. in
addition. civil penaities will normaily be
sssessed fOr KNOWING ANd COUBCIOUS
violations of the reporung requirements
of section 208 of the Energy
Reorganizanon Act

August 31, 1993 (reset)
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1. Dase Civil Penaitv

The NRC imposes different leveis of
penaities for different seventy leve|
violations ana different ciasses of
licensees. venoors. and other persens.
Tables 1A and 1B show the base civil
penaities for vanous reactor. fuel cvcie.

| materiais. ana vendor programs. (Civil

| penaities issued to individuais are
| determined on a case-0y-case basis.)

57FR 5791

The structure of these tables genersily
takes into account the gravity of the
vioiation as & pnmary consideration ana
the abuiity to pay &3 & secondary
considerstion. Generaily. operstions
invoiving greater nuciear matene!
INVeniornes ana greatsr potential
consequences (o the public and licensee
employees receive mgher civil pensities.
Regaraing the secondary factor of
ability of vanous classes of licensees 10
pay the civil penaities. it 13 not the
NRC's intenaon that the economic
impact of & civii penaity be so severe
that 1t puts & hcensee out of business
(orders. rather than civil penaities. are
used when the intent 1§ (0 suspend or
lermunate Licensed scuvities) or
adversely aifects u licensee # ability to
safelv conduct licensed activities. The
deterrent effect of civil penaities 18 best
served when the amounts of the
penaities take into account a licensee s
“ability to pay.’ In determining the
amount of civil pensities for licensees
for whom the tables do not reflect the
ability to pay. the NRC will consider as
NeCessary an INCrease or decresss on @
case-by-case Dasis. Normally, if a
licensee can demonsuate financial
herdship. the NRC will consider
paymaents over time. including interest.
rather than reducing the amount of the
civil penaity. However. where s Lcenses
claums financiai bardship. the hicensee
will normally be required to address
why 1t has suificient resources to saiely
condact licensed acuvities &nd pay
license and inspecuon fees.

2-80
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2. Civil Pensity Adiusiment Faclors

in an effort to recognize ang
encourage good periormance. geler poor
performance. and emphasize violations
of paruculer reguiatiory concern. the
NRC reviews esch proposed civii
penaity on its own merits and. after
‘onsidenng &il relevant circumstances.
may adijust the base civil penauues

| shown in Table 1A and 1B for Seventy

STFR5I9

Levei L. Il and il viclauons based on an
assessmant of the following civii penaity
adjustment factors. Civil penaities for
Seventy Level [V violations sre
normaily proposed &t the base values
identified 1n the tables without
assessing the civil penaity adjustment
factors.

Whils management involvement.
direct or indirect. 1n a violation may
lead to an wnicrense 1n the civil pamaity.
the leck of management involvement
may not be usea L0 mitigate » avid
penaity. Allowing mutigation in the istter
case could encoursge iack of
managment invoivemant i licensed
activities and a decresse in prowecuon of
the public heaith and safety.

(&) Ideauficoton. The purposes of this
facior 18 to encourage licensees 10
momitor, supervise, end audit actvities
in order to assure saisty and
compiiance. Therefore. the base avil
penaity shown in Tables 1A and 1B may
be mitigated up to 50% when & Licenses
identifies & viclation and escalsted up to
50% {f the NRC idenufies & viclstion.
The base cavil penaity may also be
mitigated up (o 25% when a Lcansse
identifies & violatiun resuiting from &
self-disclosing event * whers the
licenges demonstrates Mulistive m
\dentfying the root cause of the
violation. in sddition. the base cvil
penaity may aisc be miugsied where
warranted if & licensee icdentifies &
violstion as & resuit of its review of &
genenc nouficauon. While miugston
under this {actor is appropnate for a
licenses identified violation that wes
not reported to the NRC. a separate
enforcement action wiil normally be
issued for the licensee » failure 10 make
the required report.

' The seli-giscionuny svent 85 s @ iy
-n--::-----—u--—n
LIS By DETRER GOMEFVEUON OF BRI
netrwsmamteten such A6 6 sl of howd. 48 RO
dour (reumered 16 be Glosed). A1 OVerTRRENE
AoCHmand U § GUSIMNTY TEPON. A5 BNGEIG T
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b} Corrective actron. The purposes ot
his factor is 10 encourage ficensees 10
1] take the iImmediate actions necessarv
<pon gdiscovery of 8 violation that wiil
resiore saretv and compuance with the
‘icense, reguiationts). or other
requirement(s): ana (2) devieop and
| impiement (in & imeiv manner} the
'asting actions that wiil not oniv prevent
recurrence of the violation at 1ssue. put
wiil be appropnately comprehensive
| ®iven the significance anc compiexity of
i the violation. 1o prevent occurrence of
similar vioiations. Therefore. the base
Zivil penaity shown i Tables 1A ang 18
mayv De either mitigated or escalated bv
as much as 50% depenaing on the
| prompiness and extensiveness of the
‘censee s corrective action. In assessing
this tactor. consideration will be given
0. among other things. the timeiiness of
the corrective action (inciuding the
promptness in deveioping the schedule
for long term corrective action!. the
degree of licensee iniuative (e,
wnether NRC invoivement was required
before acceptabie sction was taken). the
adeauacy of the licensee s root cause
anaivsis for the violation. and. given the
significance and compiexity of the 1ssue.
‘he comprenensiveness ol the corrective
action (1.e.. whether the sction is
‘ocused narrowly to the specific
vioiation or broadly to the genera: area
of concern). Notwithstanaing good
comprenensive corrective sction. if
immediate Corrective action was not
taken to restore safetv ana comphiance
once the violauon was identified.
mitigation of the civil penaity based on
this factor will not normaiiv be
considerea anda escalation may be
considered 1o gddress the licensee
fatiure.
| Licensee pervormance. The
purgose of this factor 18 10 recognize and
encourage good or improving licensse
periormance and (o recognize and deter
! poor or declining performance.
i Thereiore. the base civil penaity shown
in Tables 1. and 1B may be miugated
by as much o3 100% if the current
violation ¢ an woisted fatlure that 1
inconsistent with & licensee ¢
outstandingly good prior performance.
The base civil penaity may aiso be
escalated by as much as 100% if the
current vioietion 1s reflective of the
licensee 8 poor or deciining prior
pertormance. Neither miugation nar
€SCAIBLION Mmay De appropriate based on

e §7 FA 5791 ——
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| concern has not been previously

this factor wnere & licensee s noor prior |
pertormance appears to cieariv be l
‘mproving. Prior performance. &s used in |
this policy statement. refers o the ‘
licensee s beriormance normatly ()

WIthin the (ast two vears oi the l
INSPection at issue. or (2) the penod
within the last two inspections. |
whichever 18 longer. in Bssesuing the |
licensee s prior pertormance. l
considerstion will be given to. amang 1
other things. the effectiveness of
Previous corrective action for simiiar
probiems. oversil performance suca as
Systemstic Assessment of Licenses
Performance (SALP) eveiuauons for
power reaciors. and the licanses o prior
enforcement history oversil and in the
ares of concern. including escaiated and
non-escaiated enforcement sacuons and
any enforcement actions that tha NRC
exercised discreton ana refrained from
ISsuIng in accordance with Section

VILB. Notwithstanding gooc onor
performance. mitigation of the civil
penaitv based on this facior 18 not
normally warranted where (ne current
violetion reflects a substental decline in
performance that has occurred over the
lime since the last NRC inspecuon. in
addition. this factor shouid not be
applied for those cases where the
licensee has not been 1n exigience iong
enough to estadlish & prior performance
OF Inspection history. Similariy,
mitigation besed on this factor is not
normaily sppropriate where the area of

——S5TFR 5791

inspected. uniess oversil performance 1s

goad.

{d) Prior opportunity to identify. The
purpose of this factor is to encourage
licensees 10 take eifective acuion in
response to opportunities to rdentify or
prevent problems or viciations.
Therefore. the base civil penaity shown
in Tables 1A and 1B may be escalated
by as much as 100% for cases where the
licensee shouid have identified the
violation sooner as & resuit of prior
opportunities. such as (1) through
normai surveillences. audits. or quality
assurance (QA) activities: (2} through ,
prior notice 1.e.. specific NRC or industry '

2.81

| notification mav

notification: or (3) througn other

| Tfeasonabie inaication of a potenual

uroblem or vioistion, sucn bt
observatons of empiovees snd

| contractors. and had failed 1o take

effective corrective sieps. Prior

inciuds findings of the
NRC. the iicensee. or industry made at
other faciiues operated by the Lcensee
where it is reasonabie 10 axpect the
licensee to take acuon to identfy or
prevent suniar probiems at the faclity
subtect tc the eniorcemeni action at
issue. in asseseing thus facior,
considersuon will be given to. among
other things. the opportunities avaable
to discover the violation. the ease of
discovery, the similanty between the
violstion ana the noufication. the penod
of ime petween when the violation
ccourred and when the notificaton was
issued. the action 1aken (or planned) by
the hicensee in responae to the
notification. ena the levei of
management review that the noufication
received (or shouid have received).
Escalation of the civil penaity based
solely on pnor noutication 1s normally
not warranted where the licenses
appropristelv reviewed the nouficstion
for epplication to its sctivities and
reasonable sction was either takan or
planned to be taken within & ressonable
time.

(e} Multipie occurrences. The purpose
of this facior 1s to reflect the added
significance resuiting from mulitipie
occurrences of the viclation. Therefors,
the base civil penaity shown in Tablee
1A and 1B may be escalated by as much
&8 100% where muitiple exampies of &
particuiar violation are 1dentified during
the inspection period. Escalation of the
civii penaity based on this factor wili
normaily be considered only when there
are muitipie examples of Seventy Lavei
L IL or [il viciations with the same root
causes. Alternauvely. separate civil
pensities mav be imposed for each
violstion.

(f) Durotion. The purpose of this factor
18 o recogruze the sdded migmuficance
associated with those violations (or the
impact of those violations) that continue

Asarstzet 1 1007% (rmaad)
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|
|

of remain uncorrected for more than one |
dav. Therefore. whether or not &

licensee \8 aware or cieariv shouid have
neen aware of a violation. the base civi)
penaity shown in Tables 1A ana 1B may
be escalsied bv as much as 100% to
reflect the aaded technical and/or
reguiatory significance resuiting from the
violation or the impact of it remaining
uncorrected for more than one day. This
factor should normaily be applied in
casas Invoiving parncuizrsiy safety
sigruficant violations or where 8
sigruficant reguiatory message is
warranted. In lieu of escaiaung the civii
penaity based on this factor. the NRC
may impose daily civil penaities for
violations that continve for more than
one day. (See Section VILAA. "Daily
Civil Penalties. ')

NS ¥ Y7

The civil pensity sgdijustment {aciors
presented \n paragrapns (a) througn (f
are sGditive. However, 1n no instance
will & civil penaity for any one violaton
exceed $100.000 per dav.

Notwithstanding the application of the
civil pengity adiustment factors. a civil
penaity will normaily be proposec in an
amount of at least 50% of the base vaiue
in Tables 1A end 1B for Seventy Levei |
and il vioistions invoiving
overexposures. relesss of redioactve
matenal. or loss of radiogctive maienal
1o emphasize to the licanses the
serousness with which the NRC views
these events end the importance of
congucting licensad acuvities in a
manner 10 avoird these violations. in
considenng mitigetion for these cases.

TABLE 1A—BaASE CiviL PENALTIES

e 5T FR 5791 —

normally the oniy adiustment factors .
that wiil be consigerea 10 lower & Dase
civil penaity will be identfication and
correcuve acuen factors. in addition. as
provided in Secuon VI, "Exerrise of
Discreuon, discretion may be exercised
Dy either escalaung or mitigating the
amount of the civil penaity armved at
after appiying the civii penalty
adjustment factors to ensure that the
proposed civil penaity reflects the
NRC's concern regarding the violation st
issue and that it conveys the sppropnste
message (0 the Lcensee.
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C Orders

An order 18 8 wnitten NRC directive to
moaify. suspend. or revoke s license: to
cease ana desmst from a given practice
Or acuwity: or 10 take such other action
as may be proper (aee 10 CFR 2.2021.
Orders may aiso be 1ssued in liey of. or
In addition to. civil penaities, ss
appropnate for Severity Level 1. I1. or il
violationg, Orders may be issued as
follows:

(1) License Modification orders are
issued when some change in iicenses
eguipment. procedures. personnel. or
management controls is necessary.

(2) Suspension Orders may be used:
(a) To remove & threst to the public
heaith ana saiety, common defense and

secunty. or the environment:

(b) To stop {sality construction when.

(1) Further work couid preciude or
signaficantly hunder the identificstion or
correction of an improperty constructed
safetv-reiated system or component: or

[11) The licensee s quauty assurance
PrOSTEm implementation is not adequate
'o provide confidence that constructuon
activities are being properly carried out:

c) When the licensee has not
responded adequately to other
enforcement action:

(d) When the licenzee i rferes with
the conduct of an mspection « v
.nvnnuuon: or

(¢) For any reason not men ioned
above for which license reve aton 13
legally authorized.

Suspensions may spply o sll or part
of the licensed activity Ordinaniv. &
licensed activity is not suspended (nor "
4 suspension projongea! for failure 10

S57TFR5™9

compiy with reguirements where sucn
failure 18 not willful ana adequate
corrective scuon has been takesn.

{3) Revocauon Orders mav be usea:

(a) When a lLicensee 1s unabie or
unwiiling to comply with NRC

ents:

(b) When s licanses refuses 1o correct
& violation:

(c) When licensee does not respond to
a Notice of Violstion where » response
Was required:

(d) When a licensee refuses 1o pay an
applicabie fee under the Commusvion s
reguistions: or

(e) For eny other resson for which
revocalion 18 suthonzed under secuon
188 of the Atomic Enargy Act (e.8.. any
condition which would warrent refusal
of & license on &n ongnal appticstion ).

(4) Cease and Desigt Orders may de
used 10 $10p &N unauthonzed activity
that has continued after noufication ov
NRC that the acuvity is unsuthorzed.

(5) Orders to unhcensed persons.
including vendors and contraciors. and
empioyess of any of them. are used
when the NRC has identified deliberate
misconduct thet may cause & licensee 10
be in violation of an NRC requirement or
where incomplete or inaccurate
informauon i1s deliberately submitted or
whare the NRC loses 1ts reasonable
assurance that the licensee will meet
NRC requirements with that person
invoived in licensed activities.

Unless & separaie responss s
warrsnted pursuant to 10 CFR 2.201. a
Notice of Violation need not be issued
where an order 1s based on violations
described in the order. The violations
described in an order need not be
calegorized by seventy level.

Orders are made effective
immediately, without prior opportunity
for heanng. whenever 1t is deternuned
that the public heaith. interest. or safety
S0 requires. or when the order is
responding to a violation invoiving
willfuinass. Otherwise. & prior
opportunity for & hvanng on the order i1s
afforded. For cases in which the NRC
believes & basis couid ressonadly ex:ist

ST FA 5791
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for not taking the action as proposed.
the licensee wiil ordinaniy ne siforded
8N OPPOrTUNILY 10 show why the order
should net be 1ssued in the proposea
manner by way of @ Demand for
Informauon. (See 10 CFR 2.204)

D. Related Admimstrotive Actions

[n addition to the formal enforcement
mechamsms of Notices of Violation.
civil penaities. and orders. the NRC also
uses QUMUMISIrAUVE Mechamnisms. such
as Notices of Deviation. Notices of
Nonconiormance. Confirmatory Action
Letters, m‘:;n of reprimand. and
Demands for informaion 1o suppiement
its enforcement program. The NRC
expects licensees snd vendors to adbere
o any obligetions and commitments
resuiting from these processes and will
not hesitate 10 1ssue appropriais orders
‘o ensure that these obligauons snd
commitments are met.

(1) Notices of Deviation are written
notices descnbing & Lcensee s failure 1o
satisfv & commitment where the
commutment invoived has not been
made & legally binding requirement. A
Notice of Devistion requesta & licensee
to provide & wnitten explanation or
statement describing corrective steps
taken (or plenned). the resulis achisved.
and the date when correctuve sction will
be compieted.

(2) Notices of Nonconformance are
written notices descnbing vendor's
failures 10 meet commitments which
have not been made legaily binding
requirements by NRC. An exampie s &
commitment made In & procurement
contract with & licensee as required by
10 CFR part 50, appendix B. Notices of
Nonconformances request non-iicensees
o provido written explanstions or
sistements describing correctuve steps
(taken or planned). the resuits achieved.
the dates when corrective sctions will
be compieted. and measures taken to
preciude recurrence.

(3) Confirmatory Action Letters
(CALs) are letters confirming &
licenses » or vendor s sgreement 1o toke
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certain actions 10 remove mignificant t0 be of mignifican: iczuistory concern. if | adiusted civil penaity 1o ensure that the
concerns about heaith and safety. the spplication of the normai guidance proposed civii penaity reflects the
safeguards, or the environment. in this policy does not provide an | NRC's concern regarding the vioistion a!

3) Letters of repnimana are letters appropnate sanction. or if particuiariy | issue and that it conveys the spproprate
addressed (0 individuals subject to senous violations occur. such as in ‘ message (o the licensee. in addition to
Commission ursdiction identifyinga | cases invoiving willfulness. repeated the approvai of the appropnate Deputy
significant deficiency in thew poor performance in an ares of concern. ! Executive Director, consuitation with
pertormance of licensed activities. or serious dbreakdowns in management | he Commussion s required if the

5) Demanas for information are controis. the NRC may appiy 1ts full | deviation ins the amount of the avil
demands for informauon from licensees enjorcement authonty whure.the acuol | enaity proposed under this discreuon
or other persons for the purpose of is warranted. NRC action may include | from the amount of the civil penaity
enaoling NRC to determine whether an \1) escaiaung civil penalues. (2] issuing | ., .04ged under the normal process is
order or other enforcement acuon appropriaie orders. and (3) acsessing ? more than two tines the base cavil
should be issued. 3 Chvl penaiies for conunuing vi. UGN 2 penaity shown in Tables 1A and 18.

v L - :

VIL Exessies of Disoration & limut of $100.000 per violation. per day. 5 (2) Orders. The NRC will. where

Notwithstanding the normal guidance ~ (1) Civi/ penaities. Notwithstandies | HECRISATY (SSUEE OrUETE 1N CONTUACLION
contained in this pouicy. the NRC may 7 ' (come of the normai civil penaity with civil penaities to achieve or
choose (0 exercige discretion and either assessment process (i.e.. base civil formeiize corrective actions and to detes
escaistie or miugate enforcement penaity adi udbu-d- loaiien of further recurrence of senous violations.
sanctions within the Commussion s s ?“ e pr “";’ﬂ“" Exampies of enforcement actions that
statutory suthority 10 ensure that the 4 mmm‘w:mo‘; could be taken for similar Seventy Leve
resuiting eniorcement action - ol the & s De 1. il or IlI violations are set forth in
approprateiy reilects the levei of NRC | PPIOVA O’ fhe aPPrOPmAIs Depury Table 2. The eciuai progression to be
_OnCern regarting IGe Violation a1 1ssue :"Eog'“"' and m":‘b""::’;c used in & parncular case will depend on
ana conveys Lne approprniate message (o e e S5 SHITIN S the circumsiances. Enforcemsnt
the licensss. may exercise discretion by either .

proposing & civil penaity where sancuons will normally escaiale for

A. Escalouon of Enforcement Sanctions applicaton of the factors wouid recurming simiar violations.

The NRC considers violations otherwise result in zero penaity or by
categonzed at Seventy Lavei L IL or Ll further escalaung the amount of the

TABLE 2. —EXAMPLES OF PROGRESSION OF ESCALATED ENFORCEMENT ACTIONS FOR SIMILAR VIOLATIONS I THE SAME ACTIVITY
AREA UNDER THE SAME LICENSE

MUORDEr Of SFREEE VOIBRONS UM T QN8 o NS
A PEOSCECH Y WD e DTOWEMS B YRECY
Sty Of VMO | raCTvRE RTOU @ QYRS
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3| Daiiv civii penoiues. in arder to
recognize the added technical saisty
sigmuhcance or regulatory siguficance
for those cases where & very strong
Tiessage & warranted for & migruficant
viclation that contunues for more than
one day, the NRC mav exercse
discrelion &nd assess 2 separete
viciation ana attendant civii penaitv up
to the statutory limit of $100.000 for eacn
day the violation continues. The NRC
may exercise this discretion if g licenses
was aware or clearly shouid have been
awars of & violation. or «f the licensee
had an opportumty to identfy andg
correct the violation but failed to do su.

8. Miigauon of Enforcement Sanctions

Because the NRC wants to encourage
and supporn licensss wutiatuve for seif
dentification and correction of
probiems. the NRC may exercise
discretion and reframn from issuing 8
Civil penaity ana/or issuing a Notice of
Violation under cercin circumstances.
in addition. while the NRC may exercise
this discretion for vioistions meeung the
required criteria where the licenses
failed to make & required report to the
NRC. & separate enforcement action will
normally be issued for the licensee »
fatlere 1o make & required report. The
cireumstances under which this
discretion may be exercised are ss
follows:

1) Sevanty Lavel V Viclauons. The
NRC may refrain from wssung s Notice
of Violation for & Severity Lavel V
violation that is documented in an
nspecuon report (or official field notes
for some matenal cases) provided thet
the inspection report inciudes s bref
description of the correctve action and
that the viclation mests ell of the
following criteria:

2) It was not & violation that could
reasonably be expected to have been
pravented by the licenses » corrective
action for & previous viclation or »
previous Lcenses finding thet occurred
within the past two vears of the
inspection &t 1ssue. ot the penod within
the last two inspections. whichever s

onger

b} It was or wiil be corrected within &
reasonabie ime, by specific corrective
action committed 10 bv the licensee v
the end of the inapecnon. inciuding
mmediate corrective sction ana
comprenensive corrective action to

| prevent recurrence:

c) it was not & willful vioiation,

2] Licensee identified Severty Level
IV and V Violations. The NRC mav
reiramn trom ssuing & Notice of
Violation for a Seventy Level IV or V
violation that 1s documented in an

| inspection report {or officiel field notes
| for some matenai cases) provided that
| the inspection report inciudes a brief

description of the corrective action and
that the vioiation meets all of the

| following critena:

(a) it wae dentified by the licensee.
including as & resuit of & seif-discios:ng

| event

STFRG7T9 ———

(b) It wes not & viclstion thet could
reasonably be expected to have been
prevented by the licensee s correctivs
action for 8 previous violation or &
previous Lcenses finding thet occurred
within the past two vears of the
INEPECUON Al 183US. O the penod within
the last two inspections. whichever is
longer:

ic) It was or wiil be corrected within &
ressonable time. by specific corrective
actuon committed to by the licanses by
the end of the inspection. inciuding
unmaedisis correcuve actuon snd
comprehsnsive corrective action to
prevent recurrencs:

(d) It was not & willful violation or if it
wes & wiilful violstion:

(i) The information concerning the
nohmdwmwbonmnm.
was promptly provided (o appropriate
NRC personnel. such as a resident
INEPOCLOT OF reMOGAL SACTOD OF Dranch
chief

(ii) The violstion wnvoived the scts of
& low level individual (and not »
licansee official as defined in section
IV.Cx

(ilf) The violation eppears to be the
isolated action of the employse without
MALAgRMET INVOIvement and the
violation wes not caussd by lack of
managemant oversght 8» evidences by
sither & history of isoleted willful
violations or & lack of sdeguate audits
or supervision of empioyses: snd
(iv) Significant remedial action
commensurate with the circumsiances
was taken by the licenses such thst it
demonstrated the seriousness of the
vioistion to other empiovess and
contreciors. thereby creatung a deterrer
effect within the licenses o organmzstion.
While removael of the empiovee from
licensed activities s not necessarily
required. substanual disciplinary sction
I8 expecied.

3

) Vioistions identified Dunng
Extended Shutdowns or Work
Stoppages. The NRC may refrain from
issuing & Notice of Viclation or a
proposed civil pensitv for & violation
that is identified aiter (i) the NRC has

| laken migruficant eniorcement sction

based upon & major safety event

| contbuting t0 an extended shotdown |

67 FR 5791 ——

&0 Opersing reacior or 8 meterial
licensee (or & work stoppage st &
construction site}. or (ii) the Heensee
eniers an extended snutdown or work
tloppage reisted to generuily poor
performance over s iong pemod of time
provided that the violation 1s
documented in an inspection report (or
official field notes for some matanai
cases) and that it meets all of the
following critens:

(a) It was sither licenses identified a:
@ resuit of a comprehensive program fo
probiem idenufication and correction
that was deveioped in response 1o the
shutdown or identufied as & resuit of an
employee aillegatuon o the licenses: {1
the NRC idennfies the violation snd sli
of the other critena are met. the NRC
should determune whether sméorcement
4Chon 18 Decessary 10 achiove remedisl
action. or if discret:on may still b»
appropniate. )

(b} it is based upon activities of the
licensee prior to the events laading (o
the shutdown:

(c) It would not be categorised at &
severity level higher than Severity Leve
L

(d) It wes not willful: and

(e) The licenses lgeaﬂa to restart
the plant requires NRC concurrence.

(4) Violations involving Old Design
[ssues. The NRC may refram from
proposing & civil penalty for & Sevenity
Levei U or [l vicletion nvoiving & past
prublem. such &s 10 engmeenng.
or mstalistion. provided that the
violation 1s documented in an mepsctio:
report {or official field notes for some
metenal cau‘.:hdm includes & -
description of the correcttve achon
that it meete all of the {oliowing critens

(u) It was & licenese identified as &
resuit of a licensee s voluntary formal
initiative. such as & Safety System
Functionsl inspection. Destgn
Reconstitution Program. or other
program that has & defined scope and
timetabie and s being aggressrvely

ted:

mo or will be correctad.
inciuding unmediate corrective sction
and long term comprehensive corrective
action to preven! recurrence. within s
ressonabie time foliowing dentification
(this sction shouid invoive expanding
the mitistive, as necessary. 10 wentify
other feilures caused by simular root
causes ) and
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it was not likely io be dentified
after the viciation occurred) by rouune

. licensee eiforts such as normai

survellance or quauty sssurance (QA)
activilies.

In addition. the NRC mav refrain from
ssuing @ Notice of Violauon lor cases
that meet the above critena provided
(he vioialion was Caused Dy conauct
that 1s not reasonabdly linked Lo present
periormance (normaily. violations that
are &t ieas!t three vears old or violations

| OCCWTING Aunng piant constucuon) and
| there had nol been prior nouce so that

the Lcenses shouid have reasonadiv
denufied the vicletion eariter. This
exercise of discretion i 10 place &
premium on licensess wutiating efiorts to
idenufy and correct subtia vioiations

| that are not likely to be 1dentified by

routine eiforts before degraded safety
svstems are called upon o work.
(5) Violations idenufied Due to

. Previous Escalated Enforcement Action.

5T FR ST

The NRC mav refrsin from issuing &
Notice of Violation or a proposed civil
penaity for & vioistion thst s identfied
after the NRC has taken sscalated
enforcement action for & Severiry Level
11 or ill violation, provided that the
viclation 18 documented in an ingpection
report {or oificial field notes for some
material cases| that includes &
description of the corrective action and
that it meets sl of the following critena:

(a) It was & licensee identified as part
of the corrective action for the previous
escalated enforcement sction:

(b) It has the same or simiiar root
cause as the violation for which
escalated enforcement action was
Issued:

(c) It does not substantially change
the saiety signuficance or the character
of the reguistory concern snsing out of
the iniusl violation: and

(d] It was or will be corrected,
including immediate corrective action
and iong term comprehensive correcuve
scucn to prevent recurrence. within s
reasonsble time following wentification.

(8) Violations involving Speciai
Circumstances. Notwithstanding the
outcome of the normal avil penaity
assesament process (Le. base civil
penaity adjusted based on application of
the civii penaity sdjustment factors
addressed :n Section VLEL as provided
in Section lil. "Responmbilities. ' the
appropnsie Deputy Executive Director
may reducs or refrem from 1sung &
civil pensity or 8 Notice of Violation for
& Severity Lavel U or [l violstion based
on the ments of the cass efter
conmdenng the gudance in this
sistement of policy and such factors es
the age of the miolstion. the saiety

ugnuficance of the violation. the oversil

Ararmmt T1 1001% (reaat)
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periormance o1 the hcensee. and other
TelevVant circumstances. inciuding anv
that mav have changea since the
viociauon. provided pnor notice has been
given the Commussion. This discretion s
expected 10 bDe exercased oniv where
appucaton of the normail guiaance 1n
the polcy is unwarranted.

C Exarcme of Duscreton for an Uparoung
Facisy

On ocomes. CArCUISINOT Moy GO
wEre 6 ACRRSSE § COMPARDHOD Wik 8

NRLC stall may chaose St & snkece (he
sppucabie TS or ower Moaass comdition.
This snlcerommnens discreuss will ooy be
cxarcased  the NRC staff is cloarty setisfied
Lt (Do SCHMCE 6 CORSISIONE WIth DIDASCIING
the public health snd ssiety. A Losmsey
JOREIDE LR GRANCIIY 6 A% IOrTEmMCH
GisCrenod mus provids & wnties
JusLACALcE. OF L& CITYINSAHON W hare good
cause @ shows. ol festification followed ws
soom as possible by writtes jastifiontion.
which Gocmuens the saic'y bess for the
U B0 DETV MG W LD OO
o formation the NRC stall desmns secssasry 1o
making & deciaon OB whether v Boi 0
CXUTTLIY OB AFCEIDGES! GLOTIWENON.

The sppropriate Regional Administreior. or
Lis emMgnes. Ay XTI dIaCIeinnn whers

noncIEEDancs will oocar during the bnel

e 58 FR 14308
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doss ot provids & safety beoefit or may. o
faci. be GAUTUDEBAN 1O SS58TY WD Lhe prRITICILRS
§ AL COnKRL 2O Ca——
discretion for plants 5 sy W
lexs iikaly Lhan exsrcasing it (o an opersiieg
plani. a5 sanply delsying surtup aons st
usually leave the plant s » condition
which it couid expenmeos undesirmisie
iransients. (o such cases. the Covumiosson
would expect that discreton woulkd be
SXAICISNG With resSPECc L0 Sqwi Do OF
$ySIOmS OBy whae il has &t lean conciuded
that. notwithstanding the conditions of the
licenss: (1) The squipment or rystam does
not perform & sadety function o the mode in
which opersuan i 10 ocour (1) the sehaty
functian periemed by the equipent or

system 15 of coly marginal safory benedit.
provided LB LDE COITENE et
nCTensas L8 Of BB UNHSTRENY

plant wansent: or (3) the TS or other iosaee
condilion reJuires ¢ WL LDAPSCION OF
VSIS resligImeent that 1 Lnappropriste or
the partcuisr pleam conditions. o that i dosw
1ol PEODTIe & saimy beaedd. or may. o ot
he GOUrEMOBD) 0 SAkEY LI U PErGCHM
plant condason.

ThS GeCIMoR D CXRICING S NSIRTEENGE
discrenos doss not e et Lot

wny violstion thet may bave
VIOMON & ISRt LD SeCH CRES WY U
NRC staf! has cOORNE 0 GREICISE GRETTRISNT

should rot rety on the NRC's suthonty o
exesTion suiorcament disCIeUOn 88 & FOUDe
Fubstituts for compliance or fof reyusstang o
Licanse amendIoent.

Finslly, it iy expected thet the NRC siaff
will exsrcise solorcement disCretes W this
wes infreguesty. AlLhough & puast must sbus
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VI Exforcement Actions inveoiving
Individuais

Enforcement actions invoiving
individuals. \ncluding licensed
operators, are s t nel
actions. which will be ciosely controlled
and iudiciously appiied. An enforcement
action invoiving an mndividual will
normaily be taken oniy when the NRC is
satshied that the individual fully
understood. or should have unaerstood.

fis or ner responsioility: knew. or shouid

STFRSIN

have known. the required actions: and
knowingly, or with careiess disregara
(L.e.. with more than mere neglgence)
failed to take required actions which
have actuai or potential safety
significance. Most ions of
individuals a1 the level of Saverity Levei
[IL IV or V violations will be handied
by citing onily the facility licenses.

More renous violations. inciuding
those invoiving the integrity of an
individual (e.g.. lying to the NRC)
concernmg matiers within the scope of
the individual's responsibilities. wiil be
conmidered for action
ageinst the individual as weil as agains
the facility licensse. Action agRinst the
ndividuel. however. will not be taken if
the improper action by the individual
was caused by mansgement fsilures.

The following exampies of situsnons
illuswrate this concepr

resuiting from inadeguate training or
(mdnu] provided by the facility
icensee.

STFRSI%

* inadvertently mussing an
insigraficant procedurai requirement
when the action 1s rounine., fairly
uncomplicatad. ana there 18 no unusual
circumstance indicating that the
procecures snould be reterrec to and
foliowea step by-step.

. nee with an express
direction of L. such as the
Shift Supervisor or Plant Manager,
resuited in 2 violstion uniess the
individuai did not express nis or her
concern or objection to the direcuon.

* Individual error directiy resuiting
from following the wechaicai sdvice of
an expert uniess the advise was clearly
unrsasonable snd the licensed
individual shouid have recogmized it as
such.

* Violations resuiting from
insdeguate procedures uniess the
individual used a faulty proceaure
knowng it wae fauity ana had not
attempted to get the procegure
corrected.

Listed below are exampies of
situations which could result in
enforcement actions invoiving
individuals. licensed or unlicensed. If
the sctions described in thess examples
are taken bv & licensed operator or
laken deliberstelv bv an unlicensed
individual. enforcement action mayv be
taken directiv against the individual.
However. violstions invoiving wiliful
conduct not amounting to deliberste
acuon by an unlicensed individual in
these situations mev resuit in
enforcement action against a licensee
that mav impact an individual. The
situations inciude. but are not limited to.
violations that invoive:

« Willfully causing a iicensee 10 be in
violation of NRC reguirements.

* Wiilfully taking action that would
have caused a licensee to be 1 violation
of NRC requirements but the action did
not do so because it wes detected and
corrective aclion was taken.

* Recognizing & violation of
procedursi requirements and willfully
not ta corrective sction.

* Willfully defeating aiarme which
have safety sigruficance.

* Unauthonzed abandoning of reactor
controls.

App. C

* Dereiiction of duty,

* Falsifving records required by NI
reguiations or by the facility license.

* Willfully providing, or causing &
licensee 1o provide. an RC inspecto:
invesugator with inaccurate or
incompiete information on & matter
matensi (o the NRC.

* Willfully wathholding safety
significant information rather than
making such informanon known 1o
appropriate supervisory or technical
personne! in the licensee s organtzaty

* Submutting faise information and
@ result guining unescorted sccess 1o
nuciear power plant.

» Willfully providing false deta to «
licenses 0y 8 contractor or sther pers
who proviaas test or other services.
when the data affects the licenses ¢
compliance with 10 CFR part 50.
appendix B. or other reguiatory
requirement.

* Willfullv providing faise
certification that components mes! th
requiremnents of their intended use. su
as ASME Code.

¢ Willfully supplying, by vendors o
equipment for transportation of
radicactive matensi. casks that do no
comply with their certificates of
compliance.

« Willfully parforming unauthorize:
bypassing of required reactor or other
facility safety systems.

STFRST9

» Willfullv taking actions that violate
Technicai Specification Limiting Conditi
for Operstion or other licsnse conditions
(enforcement action for 8 willful violstior
will Bat be wmies o that violstion ie the e
of action wkas the NEC's decas:
to foreso enforcement of the Techaicsl
Specification or othar licanse comdition o
tha operator mests Lhe requurements of 10
CFR 50.54 (x), Le.. ub:r-n
MOATSRRGES Y CONSMIAriRg TR RS
CUTRIMSADONE FUSTOUBAING U6 (Mg

58 FR 14308



App. C(VIID)

PART 2 ¢« RULES OF PRACTICE FOR DOMESTIC LICENSING PROCEEDINGS . -

\n aeciding wnether 10 1ssue an
entorcemeni acuon (0 an unlicensed
person rather than io the licensee. the
NRC recognizes that judgments wiil
have 10 D¢ made on & case DV case
hasis. in maxing these decisions. the
NRC will consiger factors such as the
following:

1. The levei of the individual within
the organizauon.

2. The inaividual & trainung anc
expensence as weil &8 knowiedge o! the
potential consequences of the
Wrongaoing.

3. The saisty consequences of the
misconguct.

4. The benefit to the wrongdoeer. €.g..
pErsoOnai Or Corporate gain.

———e——— §7 ¥R ST9 ——
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Z. The degree o1 supervision ol the
Inavidual. 1.e.. how closelv is Lthe
individual monitored or audited. ana the
likelithood of detection (such as &
radiographer working incepenaentiy in
the field as contrasted with a team
zctivity 8t @ power pilant).

8. The empiover s response. ¢.3..
disciplinary action taken.

* The attitude of the wrongdoer e g.
admussion of wrongdoing, acceptance of
responsibility.

8. The degree of management
responsibility or culpability.

9. Whao identified the misconduct.

Any proposed enforcement acuon
nvoiving individuals must be issued
with the concurrence of the appropnate
Deputy Executve [irector. The
Commussion will be consuited prior to
issuing a civil penaity or order to &n
unlicensed individual or & cvil penaity
10 & licensed reactor operstor. Prior
notice will be given 1o the Comnussion
on Notices of Violation wathout civil
penaities that are 1ssued to unlicensed
individuais and enforcement acuons
laken sgainst other uniicensed persons.
Such a8 COrporstions or partnersmps.
The parucular sanction to be used
shouid be determined on a case-oy-case
bams.*

* Except for individuale subsect 10 Civil penaities
unaar sechon 208 of the Eneryy Reorgents non Act
of 1976 &s amenaed. NRC will not sormaily unpose
& CIVH pAmALYY sEBINet AN uchvidwal Howewer
secnon 33¢ of the Alome Easrgy Act (AEA) gives
he COmMOBITS &0 UBGFTY (0 \MODee SrvL DETALLe
on ‘sny persen. “Perens s brosaly defined o
Sectes 110 of the ARA o mciete mdrvidhenis. @
ANy of OrPAEBIENERE. A0 ARY MODTROWRAEIIVES er
sewemn [his Mmove Uee (OMARIINEE Saarty
D TV DRI T SRMRISMEE & BOATRNE
O INBAReT SR TINGS SN § T UeS o
R

2-88
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Exampies 0! sancuons that mav be
appropriale agaInst individuais are:

* lssuance of a letter 0! reprnmanda.

* lssuance of a2 Notice of Viclauon.
ang

« lssuance of Orders

Orders 10 NRC-licensea reactor
Operators mayv invoive suspension for &
specified period. moaification, or
revocation of their individual licenses.
Orders (0 uniicensea individuais mught
inciude provisions that would:

* Prohibit invoivement in NRC
licensea activities for & specified penod
of ume (normaily the penod of
suspension would not exceed five years)
or unul certan conditions sre satusfied.
.8~ compieting specified trainung or
meeting cerain qualificetions.

¢ Requure notification to the NRC
before resuming work in licensed
sctivities.

+ Require the person to tell &
prospective empioyer or customer
engaged in licensed activities that the
person has besy suoiect to an NRC
order,

In the case of & licensed operstor's
failure to meet applicable fitnese-for
duty requirements (10 CFR 58.53(f)), the
NRC may 1ssue & Notice of Vioiation or
& civil penaity to the Part 88 licenses. or
an order to suspend. modify, or revoks
the Part 55 license. These actions may
be taken the first ime a licensed
opaerator fuils & drug or alcohol test, that
is. recerves & confirmed positive test
that exceeds the cutoff hnh of 10 CFR

26 or the facility licenses s cutoff

if lowsr. However, normally only

& Notice of Violation will be issusd for
the first confirmed positive test in the
absence of aggravaung CUrcumstances
such as errors n the parformancs of
licensed duties or evidence of protouged
use. In addition. the NRC (ntends to
issus an order to suspend the Part 58
license for up (0 three years the second
time & licensed operstor excesds those
cutofl levels. o the event thare are less
than three years remaining m the term
of the tndmdul s license. the NRC may
consider not renewing the individual's
license or not isswing & new licanse efter
the three year period is compisted. The -
NRC (ntends to issue an order 1o ravoke
the Part 55 license the third time &
licensed operstor exceeds those cutoff
leveis. A licensed operstor or applicant
who refuses to parucipste in the drug
and alcohoi testing programs
established by the facility licensee or
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who 18 involved in the sale. use. or
possession of an illegal drug .s aiso
subiect 1o license suspension,
revocation. or demal.

In adaition. the NRC mav take
enforcement action against a licansee
that mav impact an individual. where
the conauct of the mdividusi places 1n
question the NRC's ressonable
assurance that licensed activities will be
preperty conducted. The NRC may take
enforcement acuon for reassns that
would warrant refusal 10 1esue & license
on an onginal sppucaton. Accordingiy.
appropriete enforcement sctions may be
laken regarding matiers that raise 1ssues
of integnty, competenca. fitness for duty,
Or other matters that may not
necessaniy be a violation of specific
Commussion requiremaents.

In the case of an unlicensed person.
whether a firm or an individual, an order
modifving the facility license may be
issued 10 require (1) the removal of the
person from ail licensed activities for a
specified perioa of time or indefinitely,
(2) prior notice 10 the NRC before
utilizing the person in licensed activities.
or (3) the licensee to pravide notics of
the issuance of such an order to other
persons invoived in licensed acuvities
making reference inquiries. In addition.
orders to empioyers might require
retreunung. additional oversight. or
independent verification of activities
performied by the person. if the person 1s
to be invoived in licensed activities.

IX. Inaccursis and Incomplets
Informanon

A violation of the regulations
invoiving submittal of incompiete and/
or inaccurate information. whether or
not considered & material {alse
statement. can resuit in the full ranes of
enforcement sanctions. The isbeiing of a
commurucation fatlure as 8 material
false statement will bs made on & case-
by-case basis and will be reserved for
egregious violstions. Vioistions
invoiving inaccurste or incompiste
information or the failure 10 provide
sigmificant informs non wdentified by »
licensee normally will be categorized
based on the guidance heren. in Section
IV “Seventy of Violations. ' and m
Suppiement VII.

The Commussion recognizes that orai
information may i some situetions be
inherenty ‘2.8 reliabie than written
submttsls because of the sbeance of a0
oppertunity for reflection and
mansgement review. However, ths
Commuseion must be sbie 10 rety on oral
commumications from licenses officiale
concermng significant informaton.
Therefore. in determuning whether 1o
take enforcement action for an orsl
slatement. consdersnon mey be mven
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} to such factors as (1) the degree oi
knowiedge that the communicator
shouid have nad. rejjurding the matter
in view of his or her position. training,
and expeniencr, (2) the opporturity and
time availab'e pror to the
COMMmMUNICL AN 10 assure the sccuracy
or compieteness of the informanon. (1)
the degree of intant or negligence. if any.
invoived. (4] the formality of the
commurication, (5] the ressonableness
of NRC reliance on the informaton. 18)
the importence of the informstion which
Was Wrong or not provided. and (7) the
reasonableness of the explanation for
not providing compiste and sccurate
informstion.

Absent st least careless disregard. an
incomplets or inaccurste uneworn orsl
stetement normally will not be subject
{0 enforcement action uniess it invoives
sigruficant informaton provided by a
licensee official. However. enforcement
acton mav be taken for an
ununtentionslly incompiete or inaccurate
oral statement provided o the NRC by a
licenses official or others on behalf of a
licanses. if @ record was made of the
oral information and provided to the
licensee thereby &
opporturity to correct the oral
information. such as if & transcnpt of the
COMMUICAUON O meetny summary
containing the error waa made available
0 the licenses and was not
subsequently corrected in a umely
manner.

When & licenses has corrected
insccurete or incomplete nformation.
the decision to issue & Notics of
Vlohmbtmmmwuo:‘b.
incompiete mformaton normally wi
dependent on the circumsiances.

communication. and whether the NRC
reiied on the informstion prior to the
correction. Generully, if the matter wags
prompuy ideni fied and corrected by the
licensee prior 10 reliance by the NRC. or
before tae NRC raised & question about
the information. no enforcement action
will be taken for the witial insccurate or
incompiete information. On the other
hand. if the musinformation 1s identified
after the NRC relies on it. or after some
question is raised regarding the
accuracy of the information. then some
enforcement action normally will be
teken even if it is in fact corrected.
However. if the initia) submattal was
accursie when made but later turns out
!0 be erroneous becauss of newiy
discovered information or edvence in
technology, & citation normaily would

not be appropniate if. when the new
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informatic.s became evailable or the
advan~.ment in t WS mag:
the mitial submirtat was cormscied.
The failure 10 correct naccuraie or
Incampiete informauon which the
licenses aces not idennfy as sigmfica;
normaily will not conatitute & separet
violation. . the arrcurstance:
surrounding the failure to correct may
be conmdered relevant 1o the
determnanon of enforcemant action |
the mital insccurete or Inoompiste
statement. For exampie. an
unintennonally insccurste or mcompl
submssion mev be trestad as & mnore
severs matter if the licensee later
determunes that the intia} submttal w
in error and does not corveet it or if
there were clear opportmstias o
rdentify the error. If informanon not
corrected was recognited by a licr. se
as significant. a separate citatien may
be made for the {atlure 10 prowsts
sigaificant information. in any event. |
SENOus cases where the licenses s
actions is not correcung or
information raise questions about its
Commitment to safety or 1ts fundamen:
rustworthiness. the Commssion may
exercise its authonty (o issus orders

enforcement determina ions must be
anuu-oy-uubmm
into coniderstion the issues describec
in this section
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X. Enforcement Action Agenst Noo-
The Commussion s enforcement poiicy

’ 19 als0 spplicadle to non-licensees.
mcluding empioyees of licensees. 10
CONITRCIOrs and subcontrectors. and to
empioyees of contractors and
SUDCONIrACIOrs. WhO Knowingly provide
components. eguipment. or other fooas
or services thal reisle (1o & Licensee &
activities suoiect to NRC reguiation. The
prombitions and sancuons for anv of
| these persons who engage in deliberate
misconduct or submission of incompiets
or ineccurate informauon are provided
in the ruie on deliberate misconduct.
eg. 10 CFR 30.10 and 50.5.

Vendors of products or services
provided for use in nuciear acuvities are
subject to certain requirements designed
10 ensure that the products or services
suppiied that couid affect sass -y are of
high quality. Through procurement
CONracts with reaclor icensees.,
vendors mav te required (o have quality
ASSUrANCE Drograms that meet
applcable requirements inciuding 10
CFR part 50. sppendix B. and 10 CFR
pert 71, subpart H. Vendors supplying
products or services (o reacior.
matenais. and 10 CFR part 71 licensees
are subjecit (o the requirements of 10
CFR part 21 regerding reporung of
defects in basic components.

Whan inspections detersuns that
viclations of NRC requirements have
occurred. or thet vendors huve failed to
fulfill contractual commitments (e.g.. 10
CFR part 50. appendix B) that could
adversely affect the quality of a safety
sigruficant product or service.
enforcement acuon will be taken.
| Notices of Violation and civii penaities
will be used. us appropnate. for licensee
failures 10 ensure that theiwr venaors
have programs that meet applicable
requirements. Notices of Violation wil
be 1 sued for vengors that viciete 10
CF4 part 21. Civil pensities will be
imjosed agawnst individusi directors or
responsible officers of & vendor
orgs auzauon who and
conscously (gil io provide the notice
required by 10 CFR 21.21(bX1). Notices
of Nonconformance will be used for
vendors which fail to meet commitmenty
reiated to NRC actuvities.
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" X1 Rclmu o the Depsartmen: of

Justyvos

Alleged or suspected criminai
violations of the Atomic Energy Act
(and of other reievant Federai laws) are
referred to the Department of jusuce
(DOI) for invesugation. Referrai 1o the
DOl does not preciude the NRC from
taking other entorcement acuon unaer
this policy. However. enforcement
actions will be coordinated with the
DO! in accardance with the
Memorsndum of Understanding
between the NRC and the DOJ, 53 FR
50317 [December 14. 1588).

XIIL Public Disclosws of Enforcanent
Actions

Enforcement actions and licensees
responses. in arcordunce with 10 CFR
2.790. ere publicly avauable for
inspection. i addition. press relesses
are generaily issued for orders and civil
penaities and are wsuad &1 the same
lime the order or proposed umposition of
the cavil penaity 13 issued. I sddition.
prees releases are usually issued when &
proposed civil penaity is withdrewn or
substantially mitigated by some smount.
Preas releases are not normally issued
{or Notices of Violation that are not
accompanied by orders or proposed civil
penaities.

XIIL. Reopemioy Closed Enforcement
Actions

If signuficant new infarmation 1s
recerved or obtained by NRC which
indicates that an eniorcement sanction
was incorrectly applied. consideration
may be given. dependent on the
circumstances. (0 reopening & closed
enforcement action to incresss or
decrease the seventy of a sanction or (o
correct the record. Reopening decisions
will bs made on a cass-by-case basis.
are expected to occur rarely. and require
the spearfic approvei of the eppropriate
Deputy Executive Director,
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This supplement provides exampies of
violations in eacn of the five sevemty
levels as guidence in delermining the
appropnate severity level for vioigtions
in the ares of reactor operations.

A. Severity Level i—Violations
invoiving for exampie:

1. A Safety Limit. as defined 11 10 CFR
50.38 and the Technical Specifications
being exceeaed:

2. A system * demigned (¢ prevent or
mitigate @ serous saiety event not being
able to perform 1ts intended saiety
function ‘° when sctually cailed upon to
worK:

3. An accidental criticality: or

4. A licensed operator at the controls
of & nuciear rescior. or a semor oparetor
direcung licensed activities. invoived in
procedursl errors which resuit in. or
exacerbate the consequences of, an siert
ar highet level emergency and who. 25 &
resuit of subsequent testing. receives &
confirmed posiuve test result for drugs
or aicobol.

B. Seventy Level [/~—Vioiations
involving for example:

1. A system designed to prevent or
mitigate senous safety events not being
able to perform its intended safety
ﬁnw“.

2. A licensed operetor involved in the
use. sale. or possession of iliegal drugs
ar the consumption of alcoholic
beversges. within the protected area: or

3. A licensed operstor st the controi of
a nuciear resctor, or & senior operetor
directing licensed activities. invoived in
procedural errors and who. as 8 reswit of
subsequent tesung. rece:ves & confirmed
positive test result for drugs or sicotiol.

C. Severrty Leve! {/l—Violations
invoiving for exampie:

1. A signuficant failurs to comply with
the Action Statemant for a Techmcal
Specification Limiting Condition for
Operstion where the appropnate sction
was not taken within the requured time.
such as:

(8) In & pressunzed water reactor, in
the eppiicabis modes. having one high-

' The ierm sysiem 81 used i Lhewe

B

' “Intumdod sabery funcoen mesms e wAni
sabaty hemttaon. s # 00! GURCET wwWerd & 08s
“pauGeneY. A 1088 6f ONE BYLETRLIM BOUS WX
Sehmt the wiemGaE sciery FACHOE Br KOnE 68 e
NS SRt RGBS W OO W e
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| viniations that

pressure safety injection pump
noperavie for a penod
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D Severny Level | VeViolations Suppiement ||l ast 50 Facility
N excess of that ‘nvolving for exampie: Construction
dllowea by the acuon statement: or 1 A less significant failure to compiv This su t provides exsmpie
b1 In a poiling water reactor. one with the Action Statement for o ,,,o‘.mp;‘:'::: 0? the ﬂn::.mty‘
primary containment isolation vaive Technicai Specification Limiting leveis as guidance in determining the
noperavie for a penod in excess of that Condition for Operstion where the

dlioweda by the acuon slatement

« A svstem designed to preven: or
mitigale 2 sencus safety event:

) Noi being abie 1o perform 1ts
intended function under certan
conaitions (e.g., saiety system not
operabdie uniess offsite power 18
available: matenais or componenis not
environmentzily qualified): or

(b) Being degraded 1o the exten: that a
detailed avelustion wouid be requirea 1o
determine itg operability (e.g.
component parameters outside
approved limits such us pump flow
rates. heat exchanger trengfer
charactenstics. safety vaive uft
setpoints. or valve stroke times):

3 Inattentiveness 1o duty on the part
of licensed personnet:

4 Changes in reactor paremeters that
Cause unanticipated reductions n
marmns of safety;

5. A sigruficant failure 1o meet the
requirements of 10 CFR 5089, inciuding
a farlure such that o required license
amendment was not sought:

6. A licensee failure 1o conduct
adequate overmght of

quality
and that have safety sigruficance:

7. A breakdown in the contre| of
licensea activities Involving & number of
&re related (or, if
Solated. that are recurning violations|
that collectively represent & potentially
significant lack of attention or
carelessness toward licenseg
responsibilities; or

8. A licensed operstor's confirmed
positive test for drugs or sicohoi that
does not result in a Seventy Levei | or (]
violation.

9 Equipment failures caused by
insdequate or improper mamiensnce

that substantially complicates recovery
from & plant transient.

STFRS791

Appropriate seventy levei for viciatio
in the area of part 50
construction.

A. Severity Level I~Violations
INVOIVINg siructures or systems that &
compieted ' in such ¢ manner that th
wouid not have satisfied their intende
safety related purpose.

B. Severity Leve/ ll~Violations
involving for exampie:

1. A breakdown in the Quality
Assurance (QA) program g exempitfi
by deficiencies in construction QA
reisted to more than ane work activity
(e.g.. structural. DIpIng. electrical.
foundations). These deficiencies
normaily invoive the hicensee ¢ failure
conduct adequate audits or 1o take
Prompt corrective action on the basis ¢
such audiis and normally invoive
multiple exampies of deficient
construction or construction of unknow

uslity dus (o inadequate program
M : or

tion:

2 A structure or system that is
completed in such a manner that it cow
have an adverse effect on the safety of
operstions.

C. Severity Leval {ll=Violations
invoiving ior example:

1. A deficiency in & licensee QA
progrem for construction reisted 1o a
singie work activity (e.g. structursl.
piping. electrical or foundstions). This
signuificant deficiency normaliy involves
the licensee s failure 1o congust
adequate audits or 10 take prompt
corrective action on the basis of such
audits. and normaily invoives muitipie
examples of deficient construction or
construction of unknown quality due 10
insdequete program impiementation:

2. A failure 1o confirm the Gesign
safety requirements of a structure or
sysiem as a resuit of inadeguate
preoperational test program
implementation: or

AppropTiate action was not taken within
the required time. such as:

(@) In a pressurized water reacior. a
5% deficiency in the required voiume of
the condensate storage wank: or

(b) In a boiling water reactor. one
subsystem of the two independent MSIV
leakage contro| subsystems inoperabie:

2. A fsilure to mast the requirements
of 10 CFR 50.59 that does not resuit in &
Severity Levai . IL or lil violation:

3. A feilure 10 meet regulstory
requirements that have more than minor
safety or environmenta| significance: or

4. A fzilure 10 make o required
Licensee Event Report.

E. Severity Leve/ V—Violations that
have minor safety or environmental
significance.

facility

S7TFR 5791 —

B T —
' The term compinted as used i 1his
1 U Dplemen? ot const
NCIuting review snd acceniance by (he
construction QA orgenizatiun
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A {@ilure 10 mane & r¢duires 10 CFR
50.55(e) report

D Severitv Level IV-—~Violations
AVOIVING lailure 10 mee! reguiatory
requirements inciuding one or more
Quality Assurance Critenon not
amounting 10 Sevenity Levet |. L1 or ill
Jiolations that have more than miner
salety Or environmentai signuicance.

£ Severuv Leves V—Violations that
have minor satety or environmenial
signiiicance.

Suppiement {|l-—Saleuaras

This supplement provides exampies of
vioiations in each of the five seventy
levels as quidance in determuming the
appropniate seventy level for viclations
in the ares of safegusraas.

A. Severnv Levei I—Violations
invoiving for exampie:

1. An act of radioiogical sabotege in
which the securty sysiem did not
funcuon as required and. &8s & resuit of
‘he fmlure. (nere was & signaficant event.
such as:

a) A Safety Limit. as defined in 10
CTR 50.36 and the Techmeal
Specifications. was exceeded:

(b) A system designed (o preveni or
mitigate 8 senous safety event was not
able to periorm 1ts intended safety
function when sctually called upon to
work: or

(c) An accidental criticality occurred:

2. The theit. loss. or diversion of 2
formuia quantity *# of special nuciear
matenal (SNM): or

3. Actus! unsuthonzed production of 8
formuia quantity of SNM

8 Severity Level [/—Violations
invoiving for exampie:

1 The entry of an unsuthorized
| individual '? who represents & threst
nto & vitai ares ‘* from outside the
protected ares: or

2. The theft. loss or divermon of SNM
of moaerste stratemc nignaficance ‘% in
which the secunty sysiem did not
function as required: or

3. Actual unsuthonged production of
SNM.
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¢ See 10 CFR 73 2 for the defimuon of formuis
juanuty

P The term  unsuibonsed ndimaual 88 woed
S8 SUDPIEMEN! MESNE SOMEONE WHO wat RO!
LU NOMERG 107 ENITENCE INID (NS SIE IR QUEBLION. Of
101 SUINONERG 10 ENIET 1N (NE MANDET SNINIed.

S The phrass vilal SIR8 A5 weed 0 this
CURDHIMEn INCILOES VILOI ATEEE ARG A 18NS!

{

- Severntv Leve: lll~V olauons
INVOIVIF Y tor exampie:
A latlure or inaoility to control

| access tirough established svsiems or

procedure . such thai an unauthzrced
ndividual ( e.. not authonzeJ
UNEesScoriec a.-Cess (0 prote ;ted area!
could easiiy guin undetec! «d access ‘*
Nt @ vital area rom out.\de the
protected area:

2. A {ailure 10 conduct any search st
the access control point or congucting
an mnadegqukie search that resuited 1n
the introduction to the protected ares of
liresrme. expiosives, or Incendiary
devices and ressonable facsimiies
therwof that couid sigmficantly assist
raqiological sabotage or theft of
strstemc SNM:

3. A feilure. degradation. or other
deficaency of the protectad ares
INrUION deleClon Or Slarm assessment
systems such that an unauthented

ST FRS791

inaividusl who represents & three( couid
preqictably circumvent the sysiem or
defest 8 speciiic zone with & high degree
of confidence without insider
knowiedge. or other signuficant
degracation of overail system
capaoility:

4 A significant failure of the
salequaras svstems gesigned or used (o
prevent or detect the theft. loss. or
divermon of strategic SNM:

3. A failure to protect or control
clasmiied or saiegusrds information
considered (0 be sigruficant while the
informauon 18 outside the protected area
and accessitie 10 those not authonzed
access 10 the protected ares:

8. A signeficant failure to respond to
an event either in sufficient ime to
provide protection to vital equipment or
siratemic SNM. or with an adequails
response lorce:

“ A [silure t0 perform an spproprste
eveiuation or background invesugation
s0 thet! informauon reievant (o the
access determmaton was not obtained
or considered &nd &s & resull § person.
who wouid likely not have been granted
access by the licensee. f the required
investigauion or evaluauon hed been
periormed. was granted eccess: or

ireas

* Sew 10 CFR 71 2 for the defimtion of specisl
SUCINRT MEENAL O MOGArEte MIBIEEC BignIhCANCS

December 30. 1993 (reset)

¢ 0 detarmiming wnether SCUPSs AN DE PESUY
§4in00. (4CIONS such a8 Dredictabily denufiebiity
NG AR 0! DERSAEE ANROULT DE CONMGRTEE.

STFR 5791

5. A bresxdown in the secunty
Program invoiving & numoer of
vicietions that are reisted ior. if
1soiatec. that ere recurnng vioiauens!
that collectively reflect a potenuaiiy
sigruficant lack of attention or
carsiessness loward lLicensed
responsibilities

0. Severnty Levei [V=Violations
invoiving for exampie:

1. A failure or inadulity 1o control
access such thet an unsuthonzea
individual (1Le. authorized to protecied
ares Dul not 10 vital aree) could easily
g81n uncetected access into & vital ares
from inside the protecied ares or NG &
controlled access arsa:

2. A failure 10 respond 1o & suspected
eveni tn either & hmely manner or with
an edegusie response force:

3. A failure to impiement 10 CFR parte
°S and 95 with respect to the

~formaton sddressed under section 142
of the Act. and the NRC approved
security pisn reievant 10 thoss pens:

4. A failure 10 maks. manten, or
provide log entries in accordancs with
10 CFR 73.71 (¢) and {d). where the
omutted informauon (i) is not otherwise
available in essily retnevabie records.
and (il) significantly contnbutes 1o the
sbility of either the NRC or the licensee
to identfy & uc breskdown:

5. A failure to conduct & proper search
21 the access control point:

8. A {ailure 10 property secure or
prowct classsfied or sefsguards
information inside the protected ares
which rould sssist an individual in sn
act of ;adiclomcal sabotage or theft of
strat e SNM where the informauon
war not removed from the protected
are::

7 A failure to controi sccess such that
an oprortunity exisls that could allow
unauthnzed and undetectsd sccass
into the protected area but which was
neither easly or likely 1o be expiostable:

8. A failure to conduct an sdegquaie
search st the exit from & metensi saccess
ares:

9. A theft or loss of SNM of low
stretegc that wes not
detscted within the ume perod
specafied in the security plan. other
reievant document. or reguisuon: or

10. Other vicistions that have more
than miner ssieguards significance.

E. Severity Levei V—Violations that
have minor saiegueras 8
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|
Sections 20.1001--20.2401

F Severitv Leve/ l~=Violations
nvoiving for exampia:

A radiation exposurs auring anv

YOAT Ol & worker in excess of 2% rems

NCe 1N delermining the appropriste lotal sifective dose ecuivaient 78 rems

[V level Ior Violalions in the ares of 10 the lens of the eve. or 250 rads 1o the
pnvsics. 10 CFR par: 20" skin of the whoia body. or 10 the feet.
ankies. hands or forearms. or 1o any
other organ or ussue:

Z. A raciation exposure over the
gestation penod of the emorvo/ fetus of
& deciarsa pregnant woman in excess of
2.5 rems total effsctive doss equiveient

1A raciation exposure dunng any
y®&r of 4 minor in excess of 2.5 rems
total effective dose equivsient, 7.5 rems
' the lens of the eye. or 25 rems (o the
skin of the whole boay. or to the feet
ankies. hanas or foreerms. or '10 anv
other organ or tissue:

4 An annuai exposure of ¢ member of
the DuBliic in excess ot 1.0 rem 10tal
effective aose equivaient:

5. A release of radicacuve matenai o
&N unresthcted ares st concenirations in
excess ot 50 times the limits for
mensbers of the putlic ay described in 10
CFR 20.1302b){2)(i): or

6. Disposai of iicensed materisl in
quantities or Concentrations in excess of
10 timies the limits of 10 CFR 29.2003.

C. Saverity Lave! j/~=Violations
mnvriving for exampie:

A radistion exposure during any
year of &8 worker \.; excess of 10 rems
lotal effective doss equivaient 30 rems
l0 the lens of the eys. or 100 rems to the
skin of the whaie body. or to the feet
aniies. hands or foresrms. or t2 any
other orgen or tissue:

2. A radiation exposure over ths
gestation penod of the emoryo/fetus of
& deciareq pregnant woman in excase of
1.0 rem tota! effective dose equivsienc

suppiement |V-—Heaith Phvsics (10 CFR Paregrapes 4.- £
Part 20) 2> (Reserveq 58 FR 67657 1

SUudDiement Drovides examoies ol
LIONS (N sach of the Ave seventy evais
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\ rac.anon exposure during anv
PAar 0t 4 T .NOr n excess O | rem total

cigctive ©ose eauivaient: 3.0 rems to the
ens 01 (nc eve or L0 rems 10 the skin of
e Wnoi#e J0a\. Jl 10 the leetl. ankies.
ings Of Tredarms. Or 1o anyv olher organ
it lssue

4 An 4T 0ual exnosure ol 3 memoer ol

ne puLuc .1 excess ot 0.5 rem total
Sleciive Juse eQuivaient:

L re.edase Ul ragiOEecUVe Matenal o
in JNIBSITICICT Jred al concentratons in
“NCPSS O LU Limes ne Limits lor
S empers vl NP DuDiC as descnbed in 10
‘ 22ibu2ii) ‘fexcept when
peration uo 10 S rem a vear nas been
inproveq oV ine Commission under
3 20.13011ct,

2 Uispesat 01 ncensed matenal in
Juantinies or concentrations in excess of

e Lol
A

b g

- Jlure lo make an immediate
<oty atian as reauirea by 10 CFR

ke orialidk
Lo o [IJ-==Violations
aIVOIVINR 10 exampie:

\ raciation exposure curing env
vewr o 4 v orser in excess of § rems
‘a1 etfectve qose equivalent, 1S rems

3 the wens o1 ine eve, or 30 rems 10 the
skin of (ne wnale body or 1o the (eet.
ankies. nanas or 'Orearms. or (0 any
other organ or ussue;

2. A ragiation exposure over the
gestation oeroa of the emoryo/ fetus ot
a geciareq pregnant woman (n excess ol
0.5 rem 101al eifective oose equivaient
‘excep! wnen Qoses are \n sccordance
with the orovisions of § 20.1208(d)):

1 A raciation expasure guring any
vear 21 3 minor in excess of 0.5 rem total
etfective aose equivaient: 1.5 rems (0 the
ens 0l "e eve or 5 rems 10 the skin ot

e wnh7ie 0oav. or to the feet, anxies.
74NQS OF (Orearms. or 10 anv other orgen
ar ussue:

4+ A Worker exposure above
rERQUIAIOrY (1MIlS WNPN SUCH expusure
reflects a programmatic (rather than an
solalew weskness in the rediation
conirol crogram:

5 An annual exposure of a memoer o1
the puoiic in excess of 0.1 rem total
effective cose eguivaient (except when
opergtion up 10 0.5 rem & vesr has been
approvea by the Commisson under
§ 20.13011ct):

§ A reiease of radioacuive matenal 1o
AN uNresIncied area 81 CONCENITaNIONS in
excesas of lwo times ine eifluent
concentration (imits reterenced in 10
CFR 20.1302(b12}(1) lexcept when
operstion up 10 0.5 rem & year has been
approvea by the Commission under
§ 20.13011¢ci)

e
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% failure 10 maxe @ J4-hour
aoutication reouireg ov (0 CFR
20.2202!b) or an immedadiate notificauon
requirea bv 10 CFR 20.22011al1)(i):

4 A suvustantal potenual for
AXDOSUres Of reieases in excess ol the
appucavie imus in 10 CFR oart 20
1§ 20.1001-20.2401 whether or not an
EXPOSUre Of reiease uCCurs:

3 Disposd: of icensca matena: not
covered in >everitv Levers | or il

(0. A release ior unrestricteq use ot
contaminatea or radinaclive matenai or
Aguipment that Doses a reansic
potenuai (0T exposure ot *he public 1o
{evels Or QUSCS eXCeeUlIng the Annual
dose nmits 1or memoers o1 the puolic. ur
that retlects a programmanc (rather than |
ar 1solatec| weaxness in the ragiation
controt program

11. Conduct of icensee activities Dy 4
technicaliv unouaufied person: |

12. A\ signiticant tatiure 1o contro!
licensea mazendal ar ‘

1. A breaxgown In (he ragidtion
salelv Orogram INVoIving 4 numoer ol
vigiations (nat are reisicg 1or. il
1SOlated. that are recurnng) that
collectivery represent a potentigily
SIMINCANt ACK O attention or
Careiessness lowary Lcensey
responsioiiilies.

[ Severi:v Leve! [V—=Violatons
invoiving {or cxampie:

1 Exposures in excess of the im:ts of
10 CFR 21.1201. 20.1207, or 20.1208 not
consututing Severity Lever | IL or il
violations:

2. A release 0! ragivactive matenal o
AN ynresiricied ares &' concentrations in
excess of the imils lor memopers of the
public as reterencea in 10 CFR
20.1302ib1(2)1) ([except when operation
upto U5 rem a vear nas Deen ApDProvea
by the Commission unaer § 20.13011c)).

STiNS7Y).

|

2-94

A raciation qose rate in an
inrestncieq or controiled area in excess
>f 0.002 rem n anv | nour 12 miilirem/
hour) or 30 millirems n a vear:

4 Failure 10 maintain ang \moiement
~agialion Drograms 10 xeep ragiation
SXDOBUTES @s IOW a5 18 reasonaoiv
achievapie:

5. Doses 10 @ memper of the puniic in
axcess of anv EPA generailv applicapie
environmental radiation stangarsa. such
as 40 CFR part 190

5 A failure 1o make the j0-dav
notiiication reguirec ov 10 CFR
20.2201fa i 1)(u) or 20.2203(a )

“ A failure 10 maxe a umeiv written
report as requirea pv 10 CFR 20.2201( ),
20.2204, or £0.2208: or

5 Any other matter that nas more
than a m:nor satetv. ncaith. or
environmentai sigruficance.

| Severitv Lever V=V iolations that
are 0! a minor satetv. heaith, or
environmentai significance.

Suppiement V-—"ransportation

This suppiement proviges exampies ol
violations in eacn o the five seventy
levels as guidénce .n determiming the
appropriate sevenity level for violations
n the area of NRC (ransportation
requirements ‘¥

A. Severiiy Leve: i-—Violations
nvoiving jor exampie:

1 Failure to meet transporiation
requirements that resulted in loss of
control of radioactive material with a
breach in package integnity such that the
matenal caused a racialion exposure to
: member of the public ana there was
clear potential for the pudlic to receive
more than .1 rem to the whoie body:

2. Surface contamination in excess of
50 times tne NRC limit: or

1. Externat raciaticn ieveis in excess
of 10 imes the NRC limit.

B Severitv Leve: il—Viclations
involving ior exampie:

1. Failure to meet transportation
requirements that resuited in loss of
control of radicactive material with a
breach in package iniegnty such that
there was a clear potental for the
member of the public to receive more
than .1 rem to the wnole body:

2. Surface contanunaton in excess of
10. but not more than 50 times the NRC
limut:

3. External rediation leveis in excess
of five. but not more than 10 imes the
NRC limut: or

¢ Some UENIOOAELGN EOWFTTMIRL RGPS
0 MOTE (hAS SBE WCRDEEE 9 YOIYed I LD SamN
ACHIY Sush 86 & stupper end o camer. Whas &
L OWDSE o SRCE § FEOUNTIRER! BCIUTS.
1cuom Wt e GLECTEO apeinet (he FeSDONENG
| Conees wheh wnder the CrcumsLances of (he case.
TAY 08 one or more ! e HCETEeEs W YOIVl
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4 A failure 1o make required initial
- notfications associsled with Seventy
Levei i or U violatons.

C. Severity Levet iii-Viciations
| invoiving for exampie:

L. Surface contammation 1n excess of
five but not more than 10 times the NRC
limit:

2. Externai radiation i excess of one
but not more than five times the NRC
limit:

3. Any noncompliance with labeling.
placarding. shippiug paper. packamng.
loading. or other requirements that couid
reasonably resuit in the follownng:

(2) A mignuficant failure to identify the
lype. quanuty, or form of material:

(b) A failure of the carner or recipient
lC exarcise adequsie CODLOLS: Or

(c) A substantal potennal for either
personne! exposure or cContamnation
above reguiatory Limits or improper
transfer of matenai

4 A failure to make required initial
notification associated with Severity
Levei Ul viciations: or

5. A breakdown in the licenses s
@ program for the transportation of
< licensed materal invoiving & number of
£ violations that are reiated {or. if
& isolated. that sre recurring violations)
that collectively reflect a potentially
significant lack of sttention or
carelessness towsrd licensed
responsidilities.

D. Severity Levei [V—=Violations
invoiving for exampie:

1. A bresch of package integrity
without extemnai rediation ieveis
exceecung the NRC limit or wathout
| conamnaton leveis excesding five
times the NRC limiws

2. Surface comtammmation in excess of
but not more than five times the NRC
limit

1. A failure to register ss an
suthorized user of an NRC-Certified
Transport package:

i io.d‘:n ot amounting tc
or v
mmuuvd L L or Il viclation:

5. A [ailure 10 demonstrate that
packages for special form radioactive
materal mests applicable regulatory
requirements;

6. A failure ¢ cemonstrate that
packages meet DOT Speafications for
7A Type A packages: or

7. Other violations thet kave more
than mmnor safety or environmental
significance.

E. Severity Levei V-=Violations that
have minor sefety or environmental
significance.

| Suppiemen: Vi—Fuel Cycle ang
Mstenais Operstons

This suppiement provides exampies of
violations in each of the five severity
ieveis as guidance in determinung the
appropriate sevenity level for vioiations
in the area of fuel cycis and mstensis
operations.

A. Severity Levei I--Violations
invoiving for example:

1. Radistion ieveis. contammation
leveis. or releases that exceed 10 times
the limns specafied in the license:

2. A system designed to prevent or
mitigate & senous safety event not being
opersbie when sctoslly required to
perform its design function:

1. A nuciear cnticality sccident: or

4. A failure to follow the procedures of
the cuality management program.
required by § 3532 that resuits in &
deeth or serious myury (e.g. substantial
OYgRN imparment) 10 & patient.

B. Severity Leve/ ll-Violations
invoiving for exampie:

1. Radiation leveis. contamination
ievels. or releaces that exceed five tmes
the limits speaified n the license:

2. A system designed (o prevent or

STER ST

C. Severity Level lil-=Violations
invoiving for exampie:

1. A failure to control scoses 1o
licensed matenals for racdiation
purposes es specified by NRC
requrements:

2. Possesmuon or use of unsvthorized
. squipment or materiais in the conduct of
2 Heansse acuvities which degrades
;uhm
« 3. Uss of racioactive materiai on
% humans where such use 18 not
suthorized:

4. Conduct of licensed activities by &
technically ungualified person:

5. Redistion ieveis. contamination
levels. or relenses that exceed the Limits
L..spm:m«lintln!u:uln:

th:' Subswntial failure 1o tmplement
Qualily mansgement program as
- nqun‘dbyns.azmu:o-wunh
Em-nmmhﬂmmnpm
o 8 MISMMINISUEtion: Or Programmanc
£ weakness i the implemsentstion of the
2 quality management program that
memm.

7. A breaxdown in the control of
licansea ecuvnities mvoiving & numoer of
violaticns that are reiated (or, if
isolated. Lhat are recurming viclations
that coliecuvety represent a potannally
significant lack of attention or
careiessness 1oward licensed
responsioilities:

8. A feilure. dunng rediograpnuc
Operations. 10 have present or to use
radiographic equipment. radiation
survey instruments. and/or personnet
monitonng devices as required by 10
CFR part 34

9. A failure to submit an NRC Form
241 in sccordance with the requirements
in § 180.20 of 10 CFR part 15& or

10. A feilure to receive required NRC
approvai pror to the impismentstion of
Eadnmmhmndnmmnhu
s or programmatic
£ significance. such as. 8 change n
5 ownerstup: lack of an RSO or
repiacemant of an RSO with en
unqualified individual: @ change i the
location whare licensed activities are
beiag conducted. or where licensed
matenal is beng stored whare the new
facilities do not meet safety gmdeiines:
or & change n the quanuty or type of
radicactive material being processed or
used that has radiological sigmficancs.

D. Severity Lave! [V--Viclations
invoiving for example:

1. A fal we to mamtain patients
hospitaliz id who have cobait-80.
cesium-177. or indium-192 implants or to
condur. required leakage or
coniamInaton tests. or 10 use properly
calibrated equipment:

2. Other violations that have more

r- 4. A failure 10 keep the records

& required by §§ 35.32 or 75.33.

& k. Severty Levei V—Violations that
T have minor saiety or environmentsl

& significance.
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Suppiement VII—MW Matters |

| This suppiement provides exampies of

| violations in each of the five sevenity
leveis as guicance n delerminng the
appropriate seventy level for violations
| invoiving miscelianeous metiers.
| A Sevemtv Level I—Violations
| invoiving lor exampie:
{ lnaccurate or incompiete
| information *° that s provided to the
| NRC (a) deliberately with the
| knowiedge of a licensee official that the
| information 18 incompiete or mnaccurste.
| or {b} if the information. had it been
l compiete ana accurate at the time
provided. likely wouid have resuited in
reguiglory acuon such 28 an immediate
order reguired by the public hesith ana
safety.

2. Incompiete or naccurste
information that the NRC requires be
kept by & licensee that s (a) incompiete
or inaccurste because of falsification oy
| or witt; the knowiedge of a licensee

official. or (b} if the information. had 1t
| been compiete and sccurate when
reviewed hy the NRC. likely would have
resulled in regulstory action such as an
immediate order required by public
heaith and safety considerstions:

3. Informauon that the licensee nas
identified us having significant
implications for public heaith and safety
or the cocmmon defense snd secunty
(“significant informanion identified by &
licensee | and 1 deliberntely withheid
from the Commission:

4 Action by semor corporste
management in violation of 10 CFR 50.7
or similar reguiations against an
empioyee:

5 A knowing and intentional failure
10 provide the notice required by 10 CFR
part 21. or

6. A failure to substantially implement
the requirea fitness-ior-duty program.?!

{FRS79L
57 FR 5791

TN appiyItg e UNAdEStes B UM PUSRIEEREE
CPENITIOf ISCUINE 0 OF INCUMUMLN WAAGIT TN @7
rooeds. rel erenoe shonis Bleo L wmede W the
U aance 0 Secton LK “Inscowraie end incomesets
lormanen. end 1o the defimhion of licenses
iesal conumoss wn Sectoe (V.C

U The snampes ke vioisuene iy Ginesedor-dety
‘oimte w nolsbons of 10 C7R past 28

£ Severnv Leve: /i—Violations
invoiving for exampie:

1. Inaccurate or incompiete
informauon that 1s provided to the NRC
(a) by & hcensee official because of
careiess aisregara for the completenass
or accurecy of the informauon. or {b) if
the iniormanon. had it been compiete
and accurate at the ume provided. likely
would have resuited in reguiatory action
such as @ show cause order or a
different reguiatory positon:

2. Incompisete or insccurate
informauon that the NRC requires be
kept by a Lcensee which 18 (8}
incompiete or inaccurata because of
careiess disregard for the accuracy of
the information on the part of & licensee
official. or (b) if the informaton. had it
been complete and accurate wnen
reviewed by the NRC, likely wouid have
resuited 1n regulstorv acuon such as &
show cause order or a different
reguiatory position:

3. "Significant information identified
by e licensee and not provided to the
Commussion because of careless
disregard on the part of & licensee
official:

4 An action by plant management
above first-line supervision in violation
of 10 CFR $0.7 or similar reguiations
against an employee:

5. A farlure 1o provide the notice
required by 10 CFR pan 21;

8. A failure 1o remove an individual
from unescorted access who has been
involved in the sale. use, or possession
of illegat drugs within the protscied area
or take action for on duty misuse of
alcohol. prescription drugs. or over-the-
counter arugs:

7. A failure 10 take reasonable acuon
when observed behavior within the
protected ares or credible informauon
concerning scuvities within the
protectied &res indicates possible
unfitness for duty based on drug or
alcohol use: or

8. A deliberate feilure of the licensee s
Employee Assistance Program (EAP) to
notify licenses s management when
EAFs steff is aware that an individual s
condition may sdversely affect safety
related acuvities.

—— 5T FR 5791

App. C Supp..VI!

C. Severnv Leve: [ll—Violgtions
involving for exampie:

1. Incompiete or inaccurate
niormaton that 18 provided 1o the NRC

| (a) because of INadequate actions on the

part of licensee officials but not
amounung to @ Severity Level | or il
viclauon, or (b) if the nformauon, had it
been compiele and accurate st the ume
provided. likely wouid have resulted in
& reconsiderauon of a regulatory
pesition or suostantial further inquary
such &s &n additional inspection or &
formai request for informauon:

2. lncompiete or inaccurate
informauon that the NRC requires be
kept by & licensee that is (a) incompiete
or inaccurate because of inadequats
actions on the part of licensee officials
but not amounung to a Severity Lavei |
or il vioistion. or (b) if the information.
had it been complete und scourais when
raviewsd by the NRC, likely would have
resuited 1o 8 reconsideration ef a
reguiatory posiuon or suostantial further
\NQuUIry such as an sdditional inspecuon
or e formai request for informaton:

1. A failure 10 provide “sigmficant
informauon identified by & licenses ' to
the Commission and not amounting w &
Seventy Level | or Ul violation:

4. An action by first-line supsrvision
in violation of 10 CFR 50.7 or similar
regulations egainst an empioyes:

5. An inadequate review or fallure to
review such that. if an epproprists
review had been made s required. & 10
CFR part 21 report would have been
made:

8. A failure to compiete s suitable
inquiry on the basis of 10 CFR part 28,
keep records concernng the densal of
acoess, or rerpond O (NQUINes
concermng derusis of access se that. as
2 resuit of the fsilure. & person
previousiy denied access ior fitness-for-
duty reasons was improperly grentsd
sccess:

7. A failure @ take the required action
for & person confirmed to have beem
tested positive for illegal drug use or
take action for onsite sicohol use: not
amounting to & Severity Level 0
violation: .

8. A fallure to sssure, as required. that
contractors or vendors have an effsctive

fitness-for-duty progrem: or
-.aumw‘:.-:::-m
mvolving &
mumuu-um‘ of the
fithess-for-duty program
collectrvety reflect 8 nignificant lack of
S1ANNOND OF CRIEIESSNens WOWArcs
maetng the ootectives of 10 CFR 28.30.
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D. Severity Leve! IV-Violations
nveiving lor exampid’

L incompiete or \naccurate

| informauon of more than mmor
significance that i1s provided to the NRC

| but not amounung 10 a Severity Level i
11, or LI} viclation:

2. Information thet the NRC requires

| be kept by & licensee and that 1s
ncompiete or iInaccurate and of more
than minor signuficance but not

| amounting 1o a Severity Level L, IL or 11I
violation:

3 An nadeguate review or failure 1o
review under 10 CFR part 21 or other
procedural violations associated with 10
CFR part 21 with more than munor safety
sigruficance:

o 4 lsoclsted failures 10 meet basic
- elements of the fitness-ior-duty progrem
~ not invoiving & Severty Lavei L. [L or Ll
| violation: or
| 5 A lailure to report scts of licansed
IPerators or supervisors pursuant to 10
-FR 268.73

E. Severntv Levei V—Violations
involving for exampie:

1. Incompiete or inaccurste
nformation that is provided to the

| Commussion snd the incompleteness or
naccuracv is of minor sigmficance:

2. Information that the NRC reguires

| be kapt by a licensee that is (ncompiete
| or insccurite and the incompisteness or
| inaccurscy is of mmnor significance:

3. Minor procedurs| requiraments of

| 10 CFR part 21; or

4. Minor violations of fitness-for-duty

requirements,

| Supplement VIIl-—Emerguncy
Preparecness

This suppiement provides examples of
violations in each of the five seventy
‘evels 88 gudance in determuning the
appropriste sevenity level for viciations
in the ares of emergency prepareansas.
!t should be noted that citations are not

| normaily made for violationa involving
eMETEENCY preparedness ocourring

| during emergency exsrcises. However,
where exercises revesl (i} traiming,
procedursl or repetitive failures for
which corrective sctions have not been
taken. (ii) an oversll concsrn regarding
the licenses ¢ ability to impilement its
pian in & menner thet sdequstely

| protects public heaith and safety, or (iii)

| poor self critiques of the hcenses »
exercises. enforcement action may be

| appropnats,

A. Severntv Level I—Violstions
invoiving for exampie:

I & generai emergency. licensee
failure 1o promptly (1) correctiv classify
the event (2) make required
noufications to responsibie Federal.
State. and local agencies. or (3) respond
| 10 the even! (e.5.. assese actusl or
potental offsite consequences. acuvate
emergency response faciliti 8. and
sugment shift staff.)

B. Severity Level i1—Violations
wnvoivieg for exampie:

[n & site emerguncy, licensee failure o
promptly (1) correctly classify the event.
(2) make required notifications 1o
responsibie Federal State and locsl
agencies. or (3) respond (o the event
(€.8.. assese actusl or potential offsite
COnseguences. activats
response facilities. and augment shift
staff): or

2 A licenses {ailure to meet or
Umplement one emergency planning
standard involving sssessiment or
notification: or

C. Severity Level Ill—Viclations
invoiving for exampis:

In an alert. licensees feilare to
promptiy (1) correctly ciassify the svent,
(2) make required notifications to
responsible Federsl. State. and local
agencies. or (3) respond o the event
(0.8.. assess actuai or potential offsite
CORSOTUENCEE. SCUVE 8 SMETgency
response facilities. and sugmen:t shift
stafl):

2. A licenses {ailure to meet or
implement mors than one
plancung standard involving sssessmen
or notification.

3. A breakdown in the control of
licensed activities involving & number of
violations that are reisted (or, if
isolated. that are recurning violstions)
that coilectively represent a potentiaily
signuficant lack of attention or
carsiessness toward licensed
reeponsibilities.

D. Severity Level [V~Violations
invoiving for exampie:

A licansew failure 1o meet or
impiement any emergency planmng
siandard or requiremant not directly
relsted to sssessment and notification.

E. Severity Level V—Violations that
have minor sefety or environmental

significance.

S
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Docket Nos.: 50-325 and 50-324
License Nos.: DPR-71 and DPR-62

Carolina Power and Lignt Company
ATTN: Mr. R. A. Anderson

Vice President

Brunswick Steam Electric Plant
P. 0. Box 10429
Southport, NC 28461

Gentlemen:

SUBJECT: NOTICE OF VIOLATION
(NRC INSPECTION REPORT NOS. 50-325/93-55 AND 50-324/93-55)

This refers to the Readiness Assessment Team Inspection conducted by H. 0.
Christensen of this office on December 6-15, 1993. The inspection included 2
review of activities authorized for your Brunswick facility. At the
conclusion of the inspection, the findings were discussed with those members
of your staff identified in the enclosed report.

Areas examined during the inspection are identified in the report. Within
these areas, the inspection consisted of selective examinations of procedures
and representative records, interviews with personnel and observation of
activities in progress.

In the areas inspected operations, engineering, self-assessment capabilities
and the work control process), you are capable of supporting Unit 1 restart
and power operations. However, prior to restart the following issues need to
be resolved: (1) approximately 100 local leak rate test surveillances will
expire before the completion of an 18-month operating cycle; (2) compiete
additional training on procedures and information contained in NRC Information
Notice 93-89 on the reactor vessel water level reference leg backfill
modification; and (3) core shroud issues and associated refuel floor
oversight.

Based on the results of this inspection, certain of your activities appeared
to be in violation of NRC requirements, as specified in the enclosed Notice of
Violation (Notice). In addition, the enclosed Inspection Report identified
activities that violated NRC reguirements that will not be subject to
enforcement action because the licensse’s efforts in identifying and/or
correcting the violation meet the criteria specified in Section VII.B. of the
Enforcement Policy.

444125415
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Carolina Power and Light Company 2

You are required to respond to this letter and should follow the instructions
specified in the enclosed Notice when preparing your response. In your
response, you should document the specific actions taken and any additional
actions you plan to prevent recurrence. After reviewing your response to this
Notice, including your proposed corrective actions and the results of future
inspections, the NRC will determine whether further NRC enforcement action is
necessary to ensure compliance with NRC regulatory requirements.

In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice,” a copy of
this letter, and its enclosures, and any reply will be placed in the NRC
Public Document Room.

The response directed by this letter and the enclosed Notice are not subject
to the clearance procedures of the 0fice of Management and Budget as required
by the Paperwork Reduction Act of 1980, Pub. L. No. 96-511.

Should you have any questions concerning this letter, please contact us.

Sincerely,

d..m -
11is W>"Merschoff, Director

!
ﬁ" Division of Reactor Projects

Enclosures:

1. Notice of Violation

2. NRC Inspection Report
w/Attachment

cc w/encls:

H. W. Habermeyer, Jr.

Yice President

Nuclear Services Department
Carolina Power & Light Company
P. 0. Box 1551 - Mail OHS7
Raleigh, NC 27602

J. P. Cowan

Plant Manager Unit |

Branswick Steam Electric Plant
P. 0. Box 10429

Southport, NC 2B46]

C. C. Marren

Plant Manager Unit 2

Brunswick Steam Electric Plant
P. 0. Box 10429

Southport, NC 28461

(cc w/encls cont’'d - See page 3)



Carolina Power and Light Company

(cc w/encls cont’d)

Mark S. Calvert

Associate General Counsel
Carolina Power and Light Company
P. 0. Box 1551

Raleigh, NC 27602

Dayne H. Brown, Director

Division of Radiation Protection

N. C. Department of Environment,
Commerce & Natural Resources

P. 0. Box 27687

Raleigh, NC 27611-7687

Karen E. Long

Assistant Attorney General
State of North Carclina

P. 0. Box 629

Raleigh, NC 27602

Robert P. Gruber
Executive Director
Public Staff - NCUC

P. 0. Box 29520
kaleigh, NC 27626-0520

Public Service Commission
State of South Carolina
P. 0. Box 11649

Columbia, SC 29211

Donald Warren, Chairman
Board of Commissioners
P. 0. Box 2571
Shallotte, NC 2BASY

Mayor
City of Wilmington
2518 Park Avenue

Wilmington, NC 2840

Mayor

City of Southport

201 East Moore Street
Southport, NC 28461

Mayor

City of Boiling Spring Lakes
336 Cedar Road

Boiling Spring Lakes, NC 2B846]




ENCLOSURE 1
NOTICE OF VIOLATION

Carolina Power and Light Company Docket Nos.: 50-325 and 50-324
Brunswick Units 1 and 2 License Nos.: DPR-71 and DPR-62

During an NRC inspection conducted on December 6-15, 1993, violaticas of NRC
requirements were identified. In accordance with the "General Statement of
Policy and Procedure for NRC Enforcement Actions,” 10 CFR Part 2, Appendix C
the violations are listed below:

A, Technical Specification 6.8.1.a requires that written procedures shall
be established, implemented, and maintained covering the activities
referenced in Regulatory Guide 1.33, November 1972. Included in the
covered activities are maintenance procedures and instructions.

Contrary to the above,

1. Preventive maintenance procedure OPM-FLT508, Diesel Generator
Starting Air and Control Air Filters, was not adequately
maintained, in that torque specifications for the control air
moisture-trap cap screws (obtained from the vender on November 12,
1993, to preclude recurring gasket failures) ware not included as
of December 11, 1993. As a result, the control air moisture-trap
associated with EDG 4 was reassembled on November 29, 1993, with
technically deficient cap screw torgue. This condition went
undiscovered until NRC intervention on December 10, 1993.

- As of December 11, 1993, Preventive Maintenance Routes IMSLAAC and
IMSLAAB (Filter Inspection/Replacement On Starting/Control Air For
EDGs 1 and 2, respectively) were not adequately maintained, in
that both required inspec.ion/replacement of a Hankison
Dehydrafilter which nc longer exits. This component was
eliminated from the control air systems of EDG 1 and 2 on July 17,
and October 5, 1993, respectively.

3. On December 14, 1993, maintenance instructions provided in Work
Reguest/Job Order $3-BFLRZ (Troubleshoot Service Water Pump A
Discharge Valve 2-SW-V14) were not adequately established, in that

motor operator valve coupling replacement instructions did not
reflect required torquing.

This is a Severity Level IV violation (Supplement I).

B. Technical Specification 6.8.1.a. requires that written procedures shall
be established, impiemented, and maintained as recommended in Appendix
"A* of Regulatory Guide 1.33, November 1972. Paragraphs A.3 and A.4 of
Regulatory Guide .33 recommend procedures for equipment comtrol,
temporary changes, jumper control and administrative procedures.

Y5 hiee—



Carolina Power and Light Company 2 Docket Nos.: 50-325 and 50-324
Brunswick Units 1 and 2 License Nos.: DPR-71 and DPR-62

Instruction 0I-13, Valve and Electrical Lineup Administrative Controis,
Operating Procedure Step 4.6, reguires that 211 valves will be
maintained in the position required for the Operating Procedure (OP)
valve lineup. It further states that if a valve is being operated in
the course of an approved procedure it will be returned to its 0P 1ineup
position when the procedure 15 completed.

Plant Procedure PLP-22, Temporary Modifications, Step 5.6, closeout,
requires that temporary modifications (TPM) sketches be removed from the
control room drawings when the TPM is closed.

Plant Notice PN-30, Integrated Recovery Methodology, Step 6.7.5,
requires that for open items, the outage scope deletion form shall be
used for the deletion of an item that is in the integrated startup
schedule.

Administrative Instruction AI-59, Jumpering and Wire Removal, Step 5.3,
requires that after the completion of the job, the wire is reconnected,
the jumper and wire removal tags shall be attached to the work request
(if contaminated, tags should be disposed of properly and explanation
attached to the work request).

Contrary to the above:

1. On December 9., 1993, valve 1E41-F036 had not been returned to its
OP valve lineup position upon completion of special procedure 1-
$P-93-070. RCIC/HPCI Low Pressure Testing Using Auxiliary Steam.
Based on this finding, the licensee identified three additional
valves that had not been returned to their OP valve lineup
positions.

- On December 11, 1993, a TPM (1-92-0336) sketch was not removed
from the Unit | Core Spray drawing D-25024 following closeout of
the TPM on September 30, 1993. The licensee conducted an audit of
temporary modifications on December 13, 1993, and identified
additional problems with contrel of TPM sketches.

3. Open Item 93-ATDD1, Drywell Fan Isolators, was deleted from the

:tartup schedule without completing the outage scope deletion
orm.

4. As of December 10, 1993, several jumper and wire removal tass in

the Unit | drywell were not properiy removed after work had been
completed.

This is a Severity Level IV violation (Suppiement I).
s 10 FR 50, Appendix B, Criterion XVI, Corrective A tion, states in part,

Measures shall be established to assure that conditions Ziviree to
quality, such as failures, malfunctions, deficiencies, deviations,



Carclina Power and Light Company 3 Docket Nos.: 50-325 and 50-324
Brunswick Units 1 and 2 License Nos.: DPR-71 and DPR-62

defective material and equipment and nonconformances are promptly
identified and corrected.

Contrary to the above, the corrective actions for violations B.1, for
NRC inspection Report 50-324/93-201, dated June 23, 1993, were
inadequate, in that on December 14, 1993, an unauthorized operator aid
(span gas data sheets) was identified on the drywell hydrogen and oxygen
monitor, CAC 4409 and 4410. The data sheets were unauthorized due to
the cancellation of Maintenance Procedure OMI-16-040A, Replacement of
CAC-QT-4409/4410 Calibration Gas Cylinders, on November 2, 1993.

This is a Severity Level IV violation (Supplement I).

Pursuant to *he provisions of 10 CFR 2.201, Carolina Power and Light Company
is hereby required to submit a2 written statement or explanation to the U. S.
Nuclear Regulatory Commission, ATTN: Document Control Desk, Washington, DC
20555, with a copy to the Regional Administrator, Region II, and a copy to the
NRC Resident Inspector, within 30 days of the date of the letter transmitting
this Notice of Violation (Notice). This reply should be clearly marked as a
"Reply to a Notice of Violation" and should include for each violation: (1)
the reason for the violation or, if contested, the basis for disputing the
violation, (2) the corrective steps that have been taken and the results
achieved, (3) the corrective steps that will be taken to avoid further
violations, and (4) the date whea full compliance will be achieved. If an
adequate reply is not received within the time specified in this Notice, an
order or demand for information may be issued as to why the license should not
be modified, suspended or revoked, or why such other action as may be proper
should not be taken. Where good cause is shown, consideration will be given
to extending the response time.

Dated at Atlanta, Georgia
this 13th day of January 1994



UNITED STATES
NUCLEAR REGULATORY COMMISSION
REGION 1l
101 MARIETTA STREST, N.W.. SUITE 2800
ATLANTA. GEORGIA 30323-0188

Report Nos.: 50-325/93-55 and 50-324/93-55
Licensee: Carolina Power and Light Company
P. 0. Box 1551
Raleigh, NC 27602
Docket Nos.: 50-325 and 50-324 Licensee Nos.: DRP-71 and DPR-62
Facility Name: Brunswick 1 and 2
Inspection Conducted: December 6 - 15, 1993
Team Leader: /;,;,74'" (//4 — //g 3/ j%
ﬁégo1d 0. Christensen, Chie “Date Sighed

Reactor Projects Section 1A
Division of Reactor Projects

Team Members: . Carroll, Project Engineer
M. Thomas, Reactor Inspector
). Lenahan, Reactor Inspector
". Patterson, Senior Resident Inspector
. Musser, Resident Inspector
C.. Hughey, Resident Inspector
B. Parker, Radiation Specialist

Approved by: f’,,._ 7 2 1p2 H
David M. VerrelXi, Chief Date Sighed
Reactor Projects Branch |
Division of Reactor Projects

SUMMARY
Scope:

This special team inspection was conducted to assess the readiness of
Brunswick Unit 1 for restart and power operations. This inspection involved
the areas of operations, engineering, self-assessment, and work control.

Results:

In the four areas inspected; operations, 2ngineering, self assessment
capability and work control process; the licensee is capable of supporting
Unit | restart and power operations. Prior to Unit 1 restart the following
issues must be resolved:

- Approximately 100 local leak rate test surveiilances will expire
(June 1995) before the completion of an 18-month operating cycle.
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- Complete additional training on procedures and NRC Information Notice on the
reactor vessel water level - ference leg backfill modification.

- Resolve the core shroud issues and refuel floor oversight.

During the inspection four violations were identified. The first violation
was for failure to follow procedures with four examples: failure to lock open
a HPCI drain valve, paragraph 2.b ; the failure to remove a temporary
modification sketch from control drawings upon completion of the modification,
paragraph 2.a; the failure to remove 10 jumper and wire removal tags when the
work was completed, paragraph 2.b; and the failure to process an outage scope
deletion on a work order, paragraph 4.c. The second violation was for
inadequate maintenance instructions paragraph 5. The third violation was for
the inadequate corrective action for the control of unauthorized operator
aids, paragraph 4.c. The last violation, which will be an NRC identified non-
cited violation, was for inadequate radiation work practices.

In the operations area the number of operator work-arounds and temporary
modifications are relatively small, paragraph 2.a. The four systems walked
down by the inspectors were appropriately maintained and were ready to support
Unit 1 restart, paragraph 2.b.

The engineering backlog is large, but appears manageable. The licensee has
plans to out-source the backlog and have it reduced by 1995. This process
will be a challenge to the licensee tc ensure that a quality product is
produced, paragraph 3.a. The reactor vessel shroud repair lacked adequate
quality control coverage and the test quaiification procedures for bolt
tensioning were inadequate, paragraph 3.c. These issues will be addressed
further in NRC inspection report 93-58.

The licensee’s self-assessment capability, both line organization and the
Nuclear Assessment Department (NAD), was satisfactory. Issues were being
identified and corrective actions were being addressed. The NAD Unit 1
Startup Readiness Assessment identified that management of contractors
involved in refuel floor activities needed strengthening. The licensee took
some actions to address this issue; however, additional oversight was still
needed, paragraph 4.a. The PN-3]1 process, Line Management Self-Assessment of
Readiness for Restart of Unit 1, appears adequate to ensure plant systems,
processes, and people are ready to support Unit 1 restart, paragraph 4.c.

The work control process has improved; however, weaknesses still exist. The
process is functioning and controlling the maintenance backlog. The

maintenance backlog on both Units is manageable and no operability issues were
identified, paragraph 5.
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REPORT DETAILS

Persons Contacted

W.
.
™.
*R.
.
.
*J.
.
*R.
*G.

»
MmMOoLXXXpom

L

Cavanaugh, President and COO, CP&L

Orser, Executive Vice President, Nuclear Generation
Habermeyer, Vice President, Nuclear Services

Anderson, Vice President, Brunswick

Campbell, Vice President, Nuclear Engineering Department
Hinnant, Director, Site Operations

Cowan, Plant General Manager, Unit ]

Warren, Plant General Manager, Unit 2

Grazio, Manager, Nuclear Engineering Department - Brunswick
Miller, Manager, Technical Support

Quidiey, Integrated Scheduling Manager, Work Control
Pardee, Manager of ECCS, Tech Support

Anthony, HPCI System Engineer, Tech Support

Horn, Unit Two Scheduling Manager, Work Control

Ahern, Manager, Work Control

Huggins, Unit One Outage System Scheduler, Work Control
Lyash, Manager of Operations Support, Operations

Lichty, Unit One Operations On-Line Scheduler, Work Control

. Hutt, Senior Reactor Operator, Operations

@, Employees

Other licensee employees contacted included maintenance supervisors,
craftsmen, engineers, technicians, operators, and office personnel.

NRC Personnel

*3.
*J.

Ebneter, Regional Administrator, Region II (RII)
Johnson, Deputy Director, Division of Reactor Projects (DRP), RII

*G. Lainas, Assistant Director for Region II Reactors, Office of Nuclear

..
*p.
*R.

Reactor Regulation (NRR)

Bajwa, Acting Project Director, Project Directorate II-1, NRR
Milano, Project Manager, NRR
Prevatte, Senior Resident Inspector - drunswick, DRP, RII

*Attended exit interview

Acronyms and initialisms used in the report are listed in the last
paragraph.

Operations (71707, 71710)

Operator Work-arounds

The inspector reviewed the status of the linit One operator work-
arounds for potential adverse effect on plant operators. This
consisted of reviewing control room annunciators/instruments and
temporary modifications. During this review, the following
procedures were used:
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0I-55 Annunciator System
0I-0% Annunciator Status
PLP-22 Temporary Modifications
0I-70 Operator Work-Around Identification and
Tracking
Al-109 Performance of Nuclear Safety Reviews
r_Work-Ar

This is defined in 0I-70 as anything other than the initial
response to an event or equipment failure that requires an
operator to perform additional work or to take compensatory action
because something does not work as it should. The goal
established was for less than 20 and on December 7, 1993, there
were 15. The inspector reviewed the list which was compiled of
issues already tracked on clearances, LCOs, increased frequency
PTs, or other. Each of the active items was reviewed and adequate
disposition was planned or scheduled. This classification was

more of a management tool for focusing attention on the number of
items.

RT 1R n

The goal for control room annunciators and instruments was less
than five with a current count of 17. The inspector reviewed the
1ist with operations management. Each of the items were being
resolved. Although the goal was being exceeded, the goal was less
than the operating Unit 2 goal of 40 which had a current count of
§1. The applicable procedures were reviewed. The procedures give
specific guidance for disabling annunciators and annunciators with
multiple inputs. These requirements are tied to PLP-22, Temporary
Modifications, that is also tied to AI-109, Performance of Nuclear
Safety Reviews. Therefore, certain annunciators, if disabled, may
require both processing a temporary modification and a
corresponding safety evaluation.

During the review of the RTGB 1ist in the control room, the
inspector questioned why an RTGB item concerning a ground alarm on
480 volt substation 1E was stil) open. The description of the
problem was that on October 15, 1993, a ground alarm was received,
the alarm relay was picked up , and after five minutes the alarm
cleared. The request was to investigate as soon as possible and
WR/JO 93-BCFD! was written. On November 2, 1993, maintenance
determined that l1ittle could be done to locate the problem since
the alarm had cleared. On November 8, 1993, the system engineer
requested the work request be deleted. As a result of the
inspector’s questioning this item was closed on December 12, 1993.
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The inspector reviewed the temporary modification log sheets and
there were 16 active modifications. The goal was less than 20.
Two were designated as safety-related and the others were not
safety-related. The safety evaluations were reviewed for the two
temporary modification classified as safety related.

EER 92-0065, revision two, was written concerning operation of the
RCIC system. This EER evaluated a problem with oxygen increase in
the torus during RCIC operation and addressed operation of the
vacuum pump and vent line. Operation of RCIC was not affected by
this temporary modification.

FER 93-0585 evaluated a temporary hose connection from the
demineralized water system to the CRDs. The temporary hose
provides a means for maintaining water flow through the CRD system
during periods when the CRD pumps are removed from service. This
connection was for Operational Condition 5 and the vessel
defueled.

The inspector guestioned the classification of temporary
modifications 1-92-0280, RHR A and 1-92-0280, RHR BE. They were
designated as nonsafety-related. This modification raised the RHR
keepfill relief valves and pressure regulator setpoints to reduce
the differential pressure across the regulating valve. The system
was classified as a safety system on the RHR side of the isolation
check valves and nonsafety on the keepfill side. Since the
modification was on the keepfill side the temporary modification
was classified as nonsafety. The safety assessment was detailed
and complete addressing safety system operation.

The inspector reviewed the Unit 1 control room drawings to verify
that temporary modifications were included. Several drawings
contained a sketch of the temporary modification attached to the
system drawing with the temporary modification number and EER
number identified. However, one sketch without any identification
number was attached to core spray drawing D-25024 sheet 2
concerning a temporary makeup connection to the fuel pool. The
temporary modification had been closed on September 30, 1993, and
the sketch should have been removed. The licensee initiated an
ACR (93-398) to correct the problem. The temporary modification
process (PLP-22) was started in March, 1993. In July 1983, the
Ticensee performed a self assessment on the process and identified
a number of weaknesses. Revision 1 to PLP-22 was issued on
August 13, 1993, to correct the weaknesses. This revision
tightened the controls for tracking numbers and controls for
closure of temporary modifications.

As part of the corrective action for ACR 93-398, the licensee
conducted an audit of temporary modifications on December 13,
1993, and found additional problems with control of TPM sketches.
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During the transition from revision zerc to revision one of
PLP-22, the existing or old TPMs were not adequately controlled.
Revision zero of the proccaure reguired only sketches attached to
control room drawings but revision one required that TPM sketches
be attached to control room, work control, and clearance center
drawings. For ten older TPMs the sketches were not added to work
control and clearance centers.

This is a failure to follow procedures in accordance with PLP-22,
and is the first example of, violation 93-55-04. 7S 6.8.1.a
requires procedures in regulatory guide 1.33 be implemented for
temporary changes. PLP-22 implements this requirement and
requires removal of sketches once TPMs are closed and establishes
requirements for control of TPM sketches.

In summary, no restart issues were identified concerning the control of
operator work-arounds, RTGBs, and temporary modifications. Items were
being tracked and procedures were adequate to address safety issues.
One violation example concerning failure to follow procedures for
temporary modification sketches was identified.

b.

System Readiness

High Pr re Coolan

The Unit 1 HPC] system was walked down to confirm system readiness
by verifying proper system alignment (of valves, breakers, and
remote indications), adequate material condition, and to ensure
that piping and components were installed in accordance with plant
drawings. During the walkdown, P&ID D-25023, sheets 1 and 2,
"High Pressure Coolant Injection System” and procedure 1-0P-19,
*High Pressure Coolant Injection System Operating Procedure” were
utilized by the inspector.

A number of deficiencies were discovered by the inspector during
the system walkdown. The first deficiency was identified while
verifying valve positions. The inspector found that valve 1E4]-
F036, the Supply Drain Pot Normal Operating Orifice Upstream
Isolation Valve, was in the open position while the system
alignment specified in 1-0OP-19 requires the valve to be in the
locked open position. The vaive lineup which was being maintained
in the Unit 1 control room listed the valve’'s status as locked
open. lpon being informed of this matter, the licensee initiated
an investigation into the circumstances leading to the valve not
being in the locked open position. The HPCI system engineer
informed the inspector that this condition was the result of a
recently performed special purpose test, 1-SP-93-070, "RCIC/HPCI
Low Pressure Testing Using Auxiliary Steam," during which HPCI was
operated using low pressure steam from the auxiliary boiler. The
investigation revealed that the valve in question, 1E41-FO36, was
manipulated by the special procedure and returned to the open
position in 1ieu of the locked open position. Additionally, the
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licensee identified three other valves (1-MS-V63, 1-MS-V64, and 1-
£51-F038) which were manipulated during the performance of the
special procedure and not returned to the locked open pesition.
The licensee initiated an ACR (93-344) to document this matter.
Paragraph 4.6 of 01-13, "Valve and Electricai Lineup
Administrative Controls,” requires that all vaives and breakers
will be maintained in the position required for the OP vaive
lineup. This is a violation of 0I-13 and will be tracked as the
second exampie of Violation 93-55-04, failure to follow
procedures.

A second deficiency noted by the inspector was a missing conduit
cover on a 2 inch conduit above the motor operator for vaive I-
E41-FOO4. A second conduit cover on the north wall of the HPCI
room was observed to be loose. Additionally, two pipe caps were
observed to be missing downstream of valves 1E41-V23 and 1E4]1-V14.
These deficiencies were documented on WR/JOs for disposition.
Other minor discrepancies noted on the wzlkdown were that the HPCI
system check valves and relief valves were not labeled and that an
inconsistency existed on the HPCI P&ID in that the instrument
valves were not always depicted.

The second portion of this inspection effort dealt with a review
of problems known to have affected the HPCI system at Brunswick
and other BWRs of similar vintage. The first item reviewed dealt
with the licensee’s efforts in assessing the Quad Cities rupture
disc event. The licensee informed the inspector that based on
their review of the Quad Cities event and the fact the discs
installed at Brunswick differed from those installed at Quad
Cities, that no preventive maintenance requirements including
visual inspections during outage periods was required. The
inspector informed the licensee that other utilities, are
performing visual inspections of the discs at periodic intervals.
Additionally, the inspector and the licensee independently
contacted the vendor about any requirements for PMs/inspections on
the discs. The vendor indicated that although no PMs were
required, they recommended that the discs knife blades be
inspected and that the discs be replaced on & maximum of a 5 year
interval. Based on this recommendation, the licensee conducted
visual inspections of the outer rupture disc knife blades, to
verify that they are still sharp. Additionally, when the licensee
enters their third 10-year IST interval, in 1996, they will
implement the requirements of ASME/ANS] OM-1987 to replace the
disc every 5 years.

Another item reviewed in this area dealt with the service 1ife and
shelf 1ife of the HPCI EGM and EGR speed control components.

Based on problems experienced at another BWR facility with the
EGM, the inspector questioned the licensee to determine if any
similar problems had been experienced at Brumswick. The licensee
inftially indicated that they knew of no problems of any kind
related to failure of these components as they related to shelf
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life. However, after contacting GE, the licensee was informed
that the EGM had a shelf 1ife of 5 years (based on capacitors not
being recharged) and that the EGR had a shelf life of 10 years.
The licensee then contacted the manufacturer of the EGR and EGM,
Woodward, who stated that the EGMs on the shelf should be removed
from stock once every 18 months and connected to & power source
for approximately 24 hours to prevent the deterioration of the
electrolytic capacitors used in these components. This
information is new to the licensee and had not been previously
provided by the vendor. The licensee determined that the
components (EGR and EGM) currently installed in the piant are
functioning properly based on satisfactory performance during
surveillance testing. The licensee is currently reviewing this
matter in order to determine the proper storage and shelf-life
requirements. This will be tracked as IFI 93-55-08.

The inspector also reviewed the status of other components known
to be susceptible to problems/failure. Specifically reviwed, was
the status of the HPCI full flow bypass to the CST valve, E4l-
FOOB, which is prone to erosion due to its use in throttling
during surveillance testing. The licensee provided the inspector
documentation demonstrating that the FOO8 valves in boih units had
been recently replaced (Unit 1 in March, 1991, and Unit 2 in
November, 1991) with valves more suitably designed for this
throttling application. The inspector also reviewed the
licensee’'s actions as they related to past problems with the Topaz
Inverters used to supply control power to the HPCI system. The
inverters are currently operable, however, the licensee plans to
replace the inverters due to age and the unavailability of
replacement parts. The inspector inquired about the licensee’s
actions as they reiated to problems with the HPCI turbine
mechanical overspeed trip design. In February, 1987, GE issued
SIL No. 392, Supplement 1, which described a malfunction of the
trip device due to swelling of the tappet. GE’s recommendation
was to replace the mechanical overspeed trip assembly with
modified assemblies preventing this malfunction. This replacement
has been accomplished on the Unit 2 HPCI turbine but not the Unit
] turbine. The licensee plans to replace the Unit 1 assembly
during its next refueling outage and will continue to follow GE's
alternate recommendation. The recommendation was to verify that
the unit trips and resets properly during each surveillance test.
The inspector verified that this test was contained in the
licensee’'s quarterly surveillance for the HPCI systes.

The inspector also reviewed the backlog of work for the Unit 1]
HPCI system. No major work items remained to be performed with
the exception of the repair of a steam leak on the 1E41-F0O1
identified during the low pressure test. The licensee plans to
repair the valve prior to startup.

Based on this review, the inspector determined that the HPCI
system was ready to support LUnhit 1 operations.




Reactor Protection System

The inspector reviewed the status of the Unit 1 Reactor Protection
System prior to startup. This included a review of the integrated
backlog item report, a walkdown of the major components, indepth
discussions with the system engineer, and a review of major work
completed during the outage.

Although a final turnover and acceptance of the RPS had not been
completed by the end of the inspection, aimost all of the work had
been completed. Final system turnover was not planned until all
reguired MSTs had been completed.

As of December 3, 1993, only 3 cpen WR/JOs remained. None were
assigned a priority of greater than 5. Only 1 open EWR remained
which was for the development of a temporary modification to be
used as a contingency based on problems experienced during Unit 2
startup with the turbine stop/control valve closure scram prior to
reaching 30 percent power.

The inspector reviewed a listing of WR/JCs compieted on RPS since
April 1, 1993, and discussed selected items with the system
engineer. Several actions had been taken to improve the
reliability of the RPS. Examples included replacement of all six
EPAs (Electrical Protection Assemblies) and several circuit
boards, replacement of obsolete auto and manual scram contactors,
replacement of RPS motor generator set motors with an mproved
version and improvements in the preventative maintenance progras.
These improvements were generally the same improvements completed
in Unit 2 prior to the April 1993 startup. Unit 2 had completed a
210-day continuous run with no apparent significant RPS
difficulties. The Topaz inverters associated with the RPS had
experienced no recent spurious problems or failures; however,
plans were to begin the commercial dedication process for a
comwercially available and more up-to-date unit because of
anticipated end-of-1ife reliability problems and the
unavailability of spare parts.

The inspector completed a walkdown of the Unit 1 RPS which
included the RPS MG sets, EPAs, inside selected fuse panels and
cabinets, and HCUs. No obvious or apparent deficiencies not
previously identified were noted. The material condition of the
equipment was good. No labeling deficiencies were noted. General
cieanliness of the eguipment was good. In addition, some selected
system improvements discussed previously were verified to be
installed.

In summary, there had been many improvements to the RPS completed
since last April. These improvements were similar to those nAGE
previously to the Unit 2 RPS which had proven to be very reliable.




SRVs/ADS Walkdown

The inspector accompanied a system engineer and senior reactor
operator on a preliminary walkdown in the drywell of the Unit 1
ADS/SRVs, accumulators, associated piping, valves, supports and
snubbers. No significant discrepancies were observed. The SRV

taiipipe vacuum relief check valves were verified free by the
operator.

During the walkdown, the inspector observed several Jjumper and
wire removal tags attached to air piping leading to several SRVs.
These tags had been hung in August 1993 when the SRVs had been
removed for offsite shipment. Although the SRYs had since been
reinstalled and piping reconnected, the tags had not been removed.

In addition, the inspector found 3 tags Fung on cables leading to
the SRM Channel B, and IRM Channels D and B motor modules. These
tags were dated 1988. The work orders associated with these tags
showed that the work was completed in 1988.

Administrative Instruction 59, Jumpering and Wire Removal,
Revision 21, paragraph 5.3 states that after the compietion of the
job, the wire is reconnected, the jumper and wire removal tag(s)
shall be attached to the WR/JO if contaminated, tags should be
disposed of properly and explanation attached to the WR/JO. The
10 jumper and wire removal tags were not properly removed after
the completion of work. This is the third example of Violation
93-55-04, Failure to Follow Procedures.

tin ntrol Ai

Overall, the assessment of EDG Starting/Control Air Systems found
them capable of supporting dual unit operations. This readiness
assessment was based on inspector walkdowns of the starting/
control air system on all four EDGs, review of open items (i.e.,
WR/JOs, ACRs and EWRs), discussions with the system engineer,

review of completed workpackages, and observations of system
maintenance.

&n indepth review of open items was performed on the following:

. ACR 93-353, Inadequate Torque On Control Air Systes

Moisture-Trap Cap Screws Resulted In Gasket Failure And
EDG 4 Inoperability

As discussed in paragraph 5.c., the inspector verified that
all EDG control air system moisture-trap cap screws had been
torqued *o0 the recently acquired vendor’'s specifications and
assurec srocedural controls had been established to preciude
similar gasket failures.



. EWR 12599, Seismic Qualification Of Air Start Piping/Control
Air Tubing Between Each EDG And Its Associated
Starting/Control Air Skid

As addressed in paragraph 3, this issue was found to be
acceptable.

. EWR 10855, Excessive Movement On EDG 4 Starting Air Piping

Movement of the starting air piping was visibly noticeable
with just the EDG pre-lube oil pump running. As addressed
further in paragraph 3, this is not considered an
operability issue.

. WR/JO 93-BAFS]1, Repair Failed Low Pressure Cylinder Valves
On EDG 3 Starting Air Compressor No. 2

ldentified as a degraded condition on September 16, 1993,
this WR/JO had been rescheduled several times due to the
onsite unavailability of a pilot-to-pilot valve low pressure
gasket. At the end of the inspection, the WR/JO was
scheduled to be worked during the week of December 20, 1993.
As this condition has limited compressor operation to the
high pressure cylinder only (i.e., operable, but very slow
to raise pressure in starting air tank No. 2), followup will
be accomplished under an Inspector Followup Item 93-55-09:
Followup On Repair Of EDG 3 Starting Air Compressor No. 2

Another EDG starting/control air system integrity issue pursued by
the inspector was the potential loss of control air due to a jet
assist 2XLOCA logic relay failure. (Reference IR 93-39 and ACR
93-238.) The scenario specific failure (welded closed contacts)
was attributed to the induced/dissipated current when the two 65
Watt jet assist solenoid valves are Jeenergized. To assure this
potential failure does not take place (i.e., contact rating not
exceeded) the inspector verified that at least one of the two jet
assist solenoid valves on each EDG had been replaced with one
having a 35 Watt rating.

The inspector also verified the installation and effectiveness of
the associated Generic Letter 88-14 modification to improve the
dew point of EDG control air. As committed in CPAL’s response
dated April 18, 1991, PM 92-107 (Diesel Generator Air System
Moisture Removal) has been installed on EDGs 1 and 2 during the
current outage and is scheduled for installation on EDGs 3 and 4
during the upcoming 1994 Unit 2 refueling outage. A review of
sampling results for EDGs 1 and 2 (per O-E&RC-0900) indicates
considerable post-modification dew point improvement (i.e., from
approximately +30 to approximately -30). With respect to EDGs 3
and 4, the inspector verified compensatory measures were being

performed as committed (i.e., draining of low points and traps
during AO rounds).
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Clearance Process

The inspector reviewed the plant equipment clearance process using
the applicable procedures, discussions with personnel, and
observing a clearance in process. Records of completed
clearances, prepared clearances, and active clearances were also
reviewed.

The plant procedures reviewed were as follows:

Al-58, Equipment Clearance Procedure

Al-58.1, Radwaste-Fire Protection Equipment Clearance
Procedure

PLP-21, Independent Verification

Clearances are initially prepared in the clearance center. This
group has five SROs and several contractor personnel. Following
preparation, the clearance is taken to the work control center for
integration into operations. The control SRO authorizes the
clearance and plant operators hang the clearance tags.

Completed Clearance

The inspector reviewed clearance 2-93-03705 on the CRD system to
support scram time testing and 2-93-02902 that tagged two fan
breakers for painting. It was noted that safety systems require a
second review for preparation of the clearance and independent
verification for hanging and removal of the clearance tags.

Safety systems are designated in Attachment I of PLP-21.

Prepared Clearance

The inspector reviewed clearance package 2-93-01563 on the reactor
feed pump seal water duplex strainer. The package contained the
clearance sheets and tags plus drawing D-02023 with the vaive to
be tagged highlighted on the drawing. The isolation boundary was
adequately specified for the work to be performed.

In-process Clesrance

The inspector observed the hanging of clearance 2-93-03218 to
remove a CRD hydraulic unit from service. This involved the
isolation of nine valves and pulling two fuses. An auxiliary
operator placed the clearances on the hydrauiic unit for control
rod 18-43. This clearance reguired independent verification and
was first hung by one operator and later verified by another
operator. The clearance package was well prepared containing the
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clearance sheets and tags, marked up drawing, and operating
procedure for isolating the HCU. No problems with the process
were noted.

R Fire Pr jon

The inspector questioned why there were two procedures for
equipment clearances. One general procedure, Al-58 was for most
plant equipment and another one, Al-58.1 was for radwaste and fire
protection equipment.

Additionally, the fire protection equipment (TS equipment) could
be removed from service without knowledge and authorization of the
control room SRO. The inspector toured the radwaste control room
that is manned by non-licensed operators. The clearance sheets
and LCO tracking sheets for fire protection were maintained in
this area.

The inspector expressed a concern that TS reguirements for fire
protection were not under the control of the SRO. The licensee
states that the fire protection control was placed under the
radwaste operators to remove the administrative burden or the
control room operators. Plans were to consolidate the two tagout
instructions into one. This item was identified by the licensee
under ACR 92-349, Chlorination Piping Contained Chiorine During
Maintenance. This event occurred on May 12, 1992, and the a
corrective action to combine the twe ciearance procedures into one
was to be completed by December 31, 1992, but due to various
reasons was changed to the current date of February 1, 1994.

In summary, the clearance procedures, preparation, and processing

were adequate, however, the corrective actions of ACR 92-349 have

not been timely. This corrective action will extend control over

fire protection equipment required by TS and the corresponding LCO
tracking to licensed operators.

Engineering (37700, 37701)

Engineering Organization

Engineering Support for Brunswick is provided by two
departments,Technical Support, which includes the systems
engineers, and the Nuclear Engineering Department (NED). The
Technical Support organization’s functions include system
performance monitoring and improvement, providing engineering
assistance and technical direction to Operations and Maintenance,
inservice inspection, and initiating design changes. The Nuclear
Engineering Department is responsible for design and configuration
control for Brunswick. The interface between Technical Support
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and NED 1s through the Engineering Work Request (EWR) process,
which is the method Technical Support uses to transfer/assign work
to NED. The EWR process is controiled by Engineering procedure
ENP-12, Revision 34, Engineering Work Requests, Evaluations, and
Action Items.

The Technical Support personnel are located onsite. The training
for systems engineers is gord. More than 80 percent of the
systems engineers have coupleted advanced training, referred to as
certification, in their assigned system.

Prior to the current extended outage, the majority of the NED
staff were located in the corporate office in Raleigh. A small
NED staff was located unsite. The personnel in the onsite office
were primarily contract engineers, with a few CP&L personnel
occupying key management positions for the onsite staff.

In order to provide improved design engineering support to the
Brunswick site, CP&L senior management has reorganized NED to
decentralize and relocate the NED staff to the Brunswick, Harris,
and Robinson sites. The relocation from Raleigh to the site is
scheduled for the Summer 1994. A1l key positions have been
filled, except for the head of the Electrical Engineering Design
Unit. The majority of the sub unit manager positions have also
been filled. Additional design support for the Brunswick site is
provided by Architect-Engineer (A/E) firms who have been retained
to complete specific design projects. The licensee plans to out-
sou-ce additional design work in 1994 to A/E firms to reduce the
crerent backlog of design work. The inspector concluded that the
current NED organization and the future organization plans will
support operation of both units.

Engineering Backlog

*n. inspector reviewed the backlog of engineering work items in
Technical Support and NED. The backlog in both groups has been
reduced during the current outage.

The backlog in Technical Support includes approximately 270 EWRs,
75 facility action commitment tracking system (FACTS) items, 48
procedure revisions, 38 engineering eveiuation reports (EERs)
action items, 47 internal action items, and 30 other items. The
FACTS items involve response to NRC inspection findings, gemeric
letters, information notices, and/or bulletins, responses to INPC
items, corrective actions for adverse condition reports, and
responses to findings identified by the Nuclear Assessment
Department (NAD). The EWR is a formal document initiated to
identify and track requests for technical assistance from
Technical Support or NED. Engineering Evaluation Reports document
the results of any evaluations performed by engineering, and are
used to respond to EWRs. EER Action items, also called
Engineering Action Items (EAI), are items resulting from
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engineering, typically EERs, include actions and methods to
correct or compensate for plant conditions. EERs, and EAls are
controllad by precedures ENP-12. The inspector reviewed the items
in the Technical Support backlog and concluded that there were no
operability concerns which would not be resolved prior to Unit 1
restart.

Discussions with the Technical Support manager disclosed that the
current plans are to reduce the backlog to less than 100 total
items by April, 1994. The inspector concluded that the plan for
reduction of the Technical Support backiog are adequate, and that
the current backlog will not affect restart of Unit 1 or operation
of either Units |1 or 2.

The backlog in NED is considerably larger, numbering approximately
8000 items. This large backleg is a result of the large number of
items worked during the current extended outage, and the large
backlog which existed at the start of the outage. The inspector
reviewed the NED backlog and discussed the plans for reduction of
the backing with the NED site manager, and other NED personnel.
The backlog items, and the schedule for reducing the backlog is
summarized below:

e 1360 EWRs. The majority of these EWRs were identified
during the current outage, and invoive civil/structural
deficiencies identified during either the hotside, coldside
or material condition walkdowns. A large number are non-
safety reiated. These items have been screened by either
Technical Support or NED engineers who determined they did
not affect operability of any system. Approximately 1000 of
the EWRs will be out-sourced to an Architect Engineering
firm. The contract is scheduled to be awarded in January or
February, 1994. The contract will require completion of
design work on the 500 highest priority EWRs by mid 1994,
with the rest to be resolved by mid 1995. The remaining
EWRs will be closed .ut in NED. The long term goal is to
reduce the total backlog of open EWR to less than 400. The
NED site manager stated that a large number of EWRs will be
resolved and closed out in the next Unit 2 refueling outage.
Approximately 50 new EWRs are opened each month.

The inspector reviewed the 1isting of EWRs and concluded
that none of the EWRs affected operability of any Unit ]
system. The inspector selected two EWRs related to the
diesel generators for further review. These were EWRs 10855
and 12599. EWR 12599 concerned seismic gualification of the
diesel generator control air piping. This item was
classified as a2 short term structural integrity (STSI) item
common to both units. The inspector discussed this item
with licensee engineers to deterwmine its effect on
operability of the diesel generators. During the discussion
one of the licensee’s engineers recalled that he had
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completed calculations to resolve the issues. The engineer
identified the calculations as calculation numbers PID 1534-
38 and PID 1534-44. The inspector reviewed the caiculation
and noted that these calculations had been completed in
early 1988. The calculation showed that the diesel
generator starting air lines and the control air tubing were
gqualified in their existing configuration, except for a pipe
support which required modifications to its basepiate. This
work was comyleted in 1988. This is not an cperability or
startup concern. The inspector discussed the resolution of
FWR 12599 with licensee engineers who indicated, that it
would probably be closed out based on the previously
completed calculations. The licensee engineer who issued
the EWR had not been aware that the reference calculations
had been completed in 1988 to address the original concern.

FWR 10855 was issued to request NED to investigate and
evaluate excessive movement of the starting air header on
diesel generator 4. Inii.al screening of this EWR resuilted
in the determination that it was not an operability concern.
The inspector concurred with this assessment. The inspector
reviewed a draft copy of EER-93-0398, Revision 0, which was
issued to £valuate this probiem. The cause of this problea
was attriputed to close proximity tl.e air start piping to
the lube 01l piping which causes vibration of the air start
piping. A modification has been proposed to install a
rubber gasket material between the two systems to dampen and
eliminate any movement.

3500 Engineering Drawing Changes. These drawing changes
invoived changes to 1400 drawings to correct errors
identified by operations or maintenance personnel, and
changes to 2100 drawings affected by completed
modifications. The licensee has screened the drawings and
verified they do not involve those required for use in the
control room, or other critical drawings. A contract will
be awarded to an A/E to complete the drawing changes. It is
estimated that work will start in February, 1994, and will
be completed in 1995, prior te the next scheduled Unit ]
outage.

80O Civil Calculations. These calculations require updating
to incorporate the resuits of field changes waen
modifications were field completed. All the changes have
been reviewed by NED engineers who deterwined that the
changes would not invalidate the original calculatieas. A
contract will be awarded to an A/E firm in February 1994
with a scheduled completion by the end of 1994. An
additional B00 calculation updates will be generated during
the next Unit 2 outage. These will also be out-sourced to
an A/E, with a completion date of 1995. The calculations
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which require updating do not affect startup of Unit 1 or
operation of either Unit.

580 Vendor Manual Updates. These updates are reguired to
incorporate manual changes identified by equipment vendors.
These changes also affect maintenance procedures. A
contract will be awarded to an A/E in February, 1994, with a
completion date of December 31, 1994, to resolve the vendor
manual and maintenance procedure changes.

180 EER Action Items. A contract will be awarded to an A/E
firm to resolve some of the EER action items. The remaining
will be resolved in-house. This project will be completed
by the end of 1994 or early 1995.

145 FACTS Items. These items will be resolved by April,
1994 |

35 Adverse Condition Reports (ACRs). These are internal
ACRs identified by NED within the NED ~w»gznization. The
backlog will be reduced by April, 199s.

57 Changes to Design Basis Documents (DBD). Those affecting
safety-related DBD will be resolved by December 31, 1993.
The remaining, which affect balance-of-plant (nonsafety
related) DBD, will be resolved in 1994. This work will be
done by the in-house NED staff.

EDBS Updates. EDBS is a computer data base containing
equipment tag numbers, component identification numbers,
part numbers, quality classifications, environmental
gqualification data, Appendix R data, maintenance data, etc.
When the EDBS was originally implemented, it contained only
safety related equipment and some major BOP components. The
system is now being updated to include all BOP equipment.
This will involve entering equipment data on 53000 1ine
items, and an additional 35000 part numbers. The inspector
discussed the impact of these changes on safety-related
equipment with NED procurement engineers. These discussions
disclosed that the plant "Q" 1ist which 1ists safety related
equipment is correct. The Q-1ist is controlled by procedure
ENP-33.5, Structures, Systems, Components, and Parts Quality
Classification Analysis and Dedication of Commercial Grade
Items for Use in Safety-Related Applications. An
independent assessment of the Q-1ist was recently completed
by an independent contractor. The results of the assessmant
concluded that procedures ENP 33.5 was adequate to control
the Q-1ist, that the procedure was being properly
implemented, and that the "Q° 1ist was accurate.

procurement engineers stated that changes to the Q-1ist are
made in a timely fashion and that no backlog exists
regarding changes to the Q-1ist . The portions of the EDBS

e —— - —



6

pertaining to parts quality classification is aiso
maintained current. Changes to the EDBS resulting from
installation of a modification are made within 30 days
following declaration of operability or partial operability
of the modification. A backlog does not exist in this area.
Therefore the inspector concluded that the deficiencies in

the EDBS do not affect startup of Unit 1 or operation of
Units 1 and 2.

. 770 PIDs. PIDs are Project identification numbers for
projects authorized to be implemented for the plant.
However, not all 770 projects are active. Licensee
personnel are currently reviewing the PID Tist to determine
which projects are compieted and which ones should be
canceled or re-scoped. The inspector reviewed a memo dated
November 2, 1993, Subject: 1993 BNP NED Detailed Project
List, which 1ists the current projects working in NED.
Although the number of PIDs adds to the backlog of work in

NED, they do not impact startup of Unit 1 or operation of
Units 1 and 2.

The overall assessment of the backlog in NED is that although it
is large, a plan is in place to reduce the backlog to a manageable
Jevel by 1995. The current backlog does not affect system
operability. However, the large number of projects which will be
out-sourced represent a challenge to NED in the area of contractor
management, and achieving the proper level of owner review to
assure they receive a quality product.

Plant Modifications (PM)

The inspector reviewed plant modifications to assess the
licensee’s programs for updating procedures and drawings affected
by the modifications, performing training on the completed
modifications, and to assess the licensee program for
implementation of modification.

. PM 92-107, Diesel Generator Air System Moisture Removal.
This modification invelved installation of twe new high-
capacity desiccant dryers for the diesel generator starting
air system. The new dryers were installed in parallel with
moisture indicators, to perwit isolating one of the dryers
when the desiccant requires replacement. The original dryer
invoived a removable filter cartridge which required
frequent replacement. Replacement of the cartridge required
taking the diesel out-of-service. The modification has been
compieted on Diesel Generators one and two, and a partial
operability has been declared for the PM on these two
diesels. The modification will be implemented on Diesel
three and four during the next Unit 2 refueling outage. The
inspector reviewed calculation number OSDA-0004-352107,
Seismic Qualification of Filter-Dryer for Diesel Generator
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Starting and Control Air System. This calculation was
compieted to document the seismic operability of the new
large capacity dryers. The inspector examined the complete
modification on Diesel Generator number two, and verified
that the new piping and the dryers had been installed in
accordance with design requirements.

PM 84-08], Diesel Generator Fuel Storage Tank Level
Switches. This modification involves the instailation of
new level switches for the diesel generator fuel oii storage
tanks. The modification relocated existing piping
associated with the level switches and was completed for
diesel tank rooms one and two. The modification was
declared partially operable for Unit 1. The inspector
reviewed the Unit annunciator procedures 1-APP-UA-19, 1-APP-
UA-20, 1-APP-UA-21, and 1-APP-UA-22 and verified they had
been updated to incorpcrate the changes required by the
modification. The inspector also verified that critical
drawings had been updated prior to declaring partial
operability for Unit 1.

PM 91-038, Steam Leak Detection System Upgrade. This
modification involved installation of new instrumentation
and electronic microprocessor units which monitor ambient
temperature in the proximity of HPCI, RCIC, RWCU, RHR piping
and in the main steam tunnel. This modification will
improve plant performance by reducing plant trips and LERs
resulting from instrumentation errors, extend surveillance
intervals, and resolve ACR 91-0502. The inspector reviewed
drawing number D-25027, Sheets 1A and 1B, drawing number
72078, and drawing number F70083, Sheets 1-3, and verified
they had been revised to incorporate the changes to
hardware resulting from the compieted modification.

The inspector reviewed the following procedures and verified
they had been revised to reflect the modification:

Emergency Operating Procedure EOP-3-SCCP; Annunciator
Procedures 1-APP-A-01, 1-APP-A-02, 1-APP-A-03, and 1-APP-A-
04; Operating Procedures 1-OP-01 and 1-0P-14, and Operating
Instructions 0-01-05, 0-0I-18, and 0-0I1-50. Additionally,
the inspector reviewed the special test procedure used to
meet the system surveillance test requirements. The special
test met the surveillance requirements for the steam leak
detection system.

PM 93-038, Unit 1 Core Shroud Repair. This modification
involves instaliation of reinforcing clamps on the core
shroud in the area of the top guide support ring to replace
the function of two welds, H2 and H3.
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The inspector witnessed qualification testing of the shroud
clamp bolts performed on a mock-up of the core shroud. The
testing on the mock-up was performed as a result of
questions raised by NRC inspectors during the inspection
documented in NRC Inspection Report Numbers 93-58 concerning
the validity of the original qualification tests. OCn
December 11, 1993, the licensee initiated testing of the
shroud repair bolts on the mock-up. The testing was
performed using GE procedure B1-SR/VT-001, Revision O,
Brunswick Unit 1 Shroud Repair Project Tensioner Load Test
Verification Instruction. Prior to start of the test the
inspector questioned the licensee regarding calibration of
the load cell. The licensee provided a copy of the
calibration data for the load cell, which was performed by
United Calibration Corporation, through the full range of
the load cell capacity of 300,000 pounds. The load cell was
connected to an micro processor which the licensee stated
indicated the pressure (load) acting on the load cell in
pounds, divided by ten. The inspector questioned the
licensee regarding the use of a multiplication factor of
ten. They stated that this was used in previous testing.
The inspector noted that the load cell reading indicated a
load of negative 5000 pounds when the load was zero. The
inspector was informed that at zero load, the load cell data
is spurious.

The initial onsite test was started on the 2.5 inch diameter
upper shroud bolts. The test was stopped after two data
points were obtained because the new data did not agree with
the original test date. After the test was terminated, the
inspector guestioned licensee regarding the use of the test
equipment and the adequacy of the test procedure. The
following problems were disclosed:

(1) The micro processor had not been calibrated with
the load cell. The licensee assumed it had
been.

(2) The licensee had no instructions for operating
and/or reading the micro processor, nor a wiring
diagram to verify the micro processor had been
properly connected to the load cell. (After the
test was terminated, additional information was
discovered on the calibration data sheets
regarding wiring the micro processor.)

(3) Licensee and GE engineers were not familiar with
operation of the load cell, its operating
characteristic, or the limitation of the
equipment.
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After the initial test was terminated, the test
procedure was revised to Revision 1 to provide for
reading the load cell output using a calibrated
voltmeter. The load cell output, which is read in
millivoits, was converted to pounds using the
calibration data. The inspector witnessed several
additional tests performed on bolts installed in the
mock-up. The test data was erratic. However, the
data did provide some confirmation of the original
tests. Subsegquent to this inspection, the licensee
performed additional testing using ultrasonic test
equipment. The results of this testing and the
inadequacies of the testing on December 11, 1993, are
discussed in Inspection Report 93-58. Resolving the
shroud repair issues is identified as a restart issue,
IF] 93-55-03.

PM 91-001 and PM 92-073, Hardened Wetwell Vent.
Training for these modifications were conducted as
part of the LOR phase VII during 1992. The inspector
reviewed the training package for this item. This
included training on the modification and applicable
procedures. This modification was discussed with the
control room operators who were knowledgeable of the
equipment, controls, and system operation.

PM 93-031, Level Reference Leg Continuous Fill System.
Training was conducted on this modification in phase
VI of LOR during August - September 1993. The
licensee in response to NRC Bulletin 93-03 made a
modification connecting the CRD charging water header
to the cold reference legs at a some point below the
condensing pots. The training on the procedure
changes was not clear since the form specifying the
plant modification did not state which procedures were
changed and another form indicated this would be
compieted in February 1994. From discussions with
control room operators, they were not knowledgeable of
how the system would be operated or maintained.
Additionally, they were not aware of the problems
discussed in NRC Information Notice 93-89, Potential
Problems With BWR Level Instrumentation Backfill
Modifications, dated November 26, 1993. Accordingly,
additional training is needed for this modification
covering operating procedures and problems as
discussed in Information Notice 93-89. This item 1.

considered a restart issue and will be tracked as IFI
93-55-02.
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. PM 89-001, Digital Feedwater. Training on this
modification was conducted using classroom lesson plan
OPS-CLS-SM-032-C. The training was in phase V of the
LOR. Also, training is scheduled again as part of the
startup training scheduled for December 20, 1993,
through January 20, 1994. The system was discussed
with operators in the control room who were
know!edgeable of the equipment operation. This
modification had been placed on the simulator and
training has been performed on it.

In summary, training has been conducted on the plant modifica-
tions reviewed as part of the LOR program. Unit 1 startup
training is planned for December 20, 1993 - January 20, 1994.

One exception was that additional training covering procedure and
industry experience on the reference leg fill system should be
completed prior to Unit 1 restart. The licensee committed to
include this additional training on the operating procedures and
Information Notice on the reference leg into their Unit 1 startup
training. The inspectors concluded that the Ticensee’s
modification process (i.e., programs for implementing
modifications, revising procedures and drawings, and providing
operator training on the completed modifications) will support
startup of Unit 1 and operation of both units.

Engineering Followup Items

. (Closed) Inspector Followup Item (IFI) 324/93-40-01,
Recirculation System Piping Whip Restraint Clearances

During walkdown inspections in the Unit 2 drywell performed
in 1992, prior to restart of Unit 2, the inspector
identified inconsistencies with several whip restraints on
the recirculation system piping. The inspector reviewed the
licensee’s corrective action for this ites for Unit 2, prior
to Unit 2 restart, during an inspection documented in NRC
inspection Report Number 93-20. The licensee’s corrective
actions were found to be acceptable for Unit 2 restart.
However the IF] remained open pending further review of its
applicability to Unit 1. The licensee has alsc addressed
this problem with the Unit 1 whip restraints. The inspector
examined several whip restraints during a walkdown
inspection conducted during the inspection documented in
Inspection Report 93-50. No discrepancies were identified
regarding the whip restraints. The licensee has issued EWR
93-0155 to document the settings of whip restraints for both
Units 1 and 2. This work will be compieted after restart of
Unit 1. The inspector reviewed preliminary restraint data
and concluded that this issue is resolved for restart of
Unit 1.
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(Closed) IFI 325,324/93-45-02, Cumulative Effects of STSI
Items in Common Areas

During the current outage, the licensee identified some
additional STS! items in common areas which reguired either
corrective or evaluation for cumuiative effects prior to
restart of Unit 1. Three STSI items were identified which
met the criteria in CP&L Report No. 1 MISCB-1005, Rev. O,
STSI Cumulative Evaluation - Unit 1. As of October 1993,
the report documented three STSI items which required
further review.

Compietion of repairs to leaks in service water
piping to diesel generator one, per ¥R/JO 93-
AAEI. The inspector reviewed the WR/JO and
verified the leaks had been repaired,
rydrostatic tests were performed, and the work
was accepted by QC.

NED Review of proper tie rod gaps in expansion
joints on all eight diese! generator jacket
water heat exchanger/service water piping. The
inspector reviewed EER 93-0615 which documents
review of the gaps. The review showed the gaps
were acceptable on diesel generators one and
two. For diesels three and four, the gaps will
require some adjustment. However, the
evaluation showed that the existing gaps are
acceptable and the piping is operable. The gaps
will be adjusted during implementation of PM 9]-
071 and 91-072, when replacing the service water
inlet piping.

An operability review was required for panel 2-
VA-MI-DG, taking into consideration the STSI
item on the panel in combination with trouble
tags with associated adjacent % and 1 inch
diameter conduits. This review was completed in
calculation 2 DGB-0034-92083, Revision C. The
existing conditions were found to be acceptable.

The licensee issued Revision | to Report ] MISCB-100S5 to
document closure of this issue identified in Revision 0.
The inspector concluded that the cumulative effects
evaluation were acceptable -~ restart of Unit 1.
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4. Licénsec Self-Assessment (35502, 40500)

Nuclear Assessment Department (NAD)

The inspectors reviewed selected NAD assessment reports in order
to determine their adequacy and effectiveness. Findings
identified during the NAD assessments were reviewed to determine
the status of open items applicable to Unit 1 and to verify that
the findings identified were adequately addressed prior to Unit |
restart. Additionaily, the inspector assessed the indcpendence of
NAD from the 1ine organization. The inspectors reviewed the
following assessment reports:

- B-MA-93-01, BNP Maintenance, Issued March 3, 1993

- B-CA-93-01, Corrective Action Management Program, Issued
April 16, 1993

B-SP-93-03, Engineering Products Special Assessment, Issued
April 23, 1993

B-SP-93-05, NED Design Process and Product Evaluation,
Issued May 28, 1993

B-0OP-93-01, BNP Operations Assessment, Issued June 10, 1993

B-OM-93-01, Brunswick Nuclear Plant Outage Management
Assessment, Issued August 3, 1993

C-NED-93-01, Nuciear Engineering Department, Issued
September 7, 1993

B-SP-93-06, Brunswick Startup Readiness Assessment, Issued
September 8, 1993

B-DC-93-01, Control of Documents Assessment, [ssued
September 22, 1993

- B-CA-93-02, BNP Corrective Action Management Assessment,
Issued October 11, 1993

- B-SP-93-12, Brunswick Work Management Process Assessment,
Issued November 27, 1993

- B-TQ-93-01, Brunswick Training and Qualification, Issued
November 27, 1993

During the review of NAD assessment B-SP-93-06, the inspectors
noted that NAD identified an issve concerning the licensee’s need
to strengthen their management uf contractors invoived in refuel
floor activities. The licensee took action to improve oversight
by assigning 2 project manager to monitor contractor activities on
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the refuel floor. However, NRC (NRC Inspection Report 93-58)
inspectors identified findings during the core shroud repair
activities which indicated that additional oversight was needed in
selected areas. These areas inciude: 1) additional QA/QC
coverage of contractor activities and 2) a more detailed review of
contractor test and cqualification procedures. Even though NAD and
OC personnel were monitoring the core shroud repair activities on
the refuel floor (in addition to the plant providing management
oversight), these efforts were not effective in identifying the
deficiencies identified by the NRC. The NRC findings are
discussed in greater detail in NRC Inspection Report 93-58.

The inspectors determined that the NAD assessments were thorough
and effective in identifying numerous issues and weaknesses during
observations of plant activities. The scope of the assessments
reflected current concerns and reviewed the status of previously
identified NAD issues. The assessment scope process was enhanced
by NAD's system for tracking Issues and commitments. The
inspectors further noted that, in most instances, plant
departments provided timely responses with adequate corrective
actions specified for the NAD findings. The plant departments
were still in the process of completing the specified corrective
actions for some of the findings. Not all of the corrective
actions were specified for completion prior to Unit 1 restart.

The inspectors reviewed selected items designated for completion
after restart and determined that the licensee had provided
adequate justification for those items. Additionally, discussions
with Brunswick management, NAD management and a review of the NAD
assessments indicate that the assessments were independent and
performance based.

Line Organization Self-Assessments

The inspectors reviewed selected self-assessments performed by
various departments within the line organization. The licensee
made a commitment n the Brunswick Nuclear Three-Year Plan dated
December 15, 1992, (Initiative TY-303, Improve Ability to Identify
and Correct Problems) to develop and implement a self-assessment
program. The iine self-assessments were reviewec for adequacy and
effectiveness. Self-assessments performed by the following
departments were reviewed: Operations, Maintenance, Technical
Support, Work Control, Regulatory Compliance, Nuclear Engineering
Department (NED), and Environmental and Radiological Controls.

The inspectors determined that the line self-assessments reviewed
were adeguate to meet the requirements of Plant Progras 0-PLP-25,
Self-Assessment. This program ¥:1d||1nc was developed to address
the Three-Year Plan Initiative TY-303. Most plant departmsnts had
not performed many self-assessments under O-PLP-25 in that they
developed their assessment procedures to meet 0-PLP-25 in July
1993. Corrective actions were developed to address the findings
identified in the line self-assessments. The inspectors noted
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that the Technical Support Department had performed more self-
assessments than most other plant departments. The self-
assessments performed by Technical Support were considered to be
thorough, in-depth, and aggressive in identifying areas for
improvement within Technical Support and NED. The Technical
Support selif-assessments were considered a positive aspect of the
1ine organization’s seif-assessment program.

Licensee Restart Assessment Processes

The inspector reviewed PN-30, Integrated Recovery Methodology;
PN-3]1, System Turnover to Operations and Line Management Self-
Assessment of Readiness for Restart of BNP-1; and the Unit |}
Startup and Power Ascension Plan; to determine if the licensee’s
processes are adequate for Unit | restart. PN-30 was the process
used to identify and determine if an open items (deficiency) would
be repaired prior to Unit 1 restart. The PN-3]1 process was used
to determine if plant systems and line organizations are ready to
support Unit ] restart.

The inspector reviewed the Integrated Backlog Items Report (IBIR)
for three systems. The IBIR list all open items on a plant systems
and identifies which items are required to be worked prior to
restart. The review of the IBIRs for the reactor building HVAC,
control building HVAC and standby gas treatment system indicated
that open items were categorized appropriately for work prior to
Unit 1 restart. However, the inspector identified several work
items that were categorized as "need” (should be worked prior to
startup), but were deleted from the need category without the
proper outage scope deletion form being completed. A review of
the items indicated that the majority were completed under
different WR/JOs. However, WR/JO 93-ATDD1, Impiement fixes to
drywell HVAC short-term structural integrity issue, was deleted
without completing the outage scope deletion form. This form
documents that the item was recommended for deleticn by the systes
engineer with technical basis for deletion; was reviewed and
approved by PNSC; and the deletion was approved by the plant
manager. The failure to document the WR/JO deletion from the IBIR
is a violation of procedure PN-30, and this is another example of
Violation 93-55-04, Failure to Follow Procedures. The item
(drywell fan isolation) is scheduled for repair during the next
Unit 1 outage.

By December 7, 1993, 50 of 70 systems were accepted by operations
using the PN-31 process. The inspector reviewed the completed
system walkdown reports, the system turnover checklists, and the
readiness affirmations. The process appears adeguate to determine
the status of the systems and identify discrepancies that may
affect system readiness. The items identified did not appear to
affect system operability and WR/JOs were inftiated.
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The inspector reviewed the training material and records for the
Unit | Startup and Power Ascension Plan. The training included
the temporary startup organization, the testing pian, the
assessment hold-points and other items. Unit ] operators received
the training on the power ascension plan. Additionally, all

Unit 1 SCOs and COs received a minimum of 36 hours of
watchstanding on Unit 2 while the unit was at power.

The licensee developed a Unit 1 Startup and Power Ascension
Contingencies 1ist for the identified problems roted during the
Unit 2 startup and power ascension. This list identifies the
problems, the corrective action (contingencies), the responsible
department and the status of the actions. A review of the list

indicates that good progress was being made to address these
issues.

The inspector reviewed the licensee’s actions on the restart
issues from the Operational Readiness Assessment Team Inspection
(Report 50-324/93-201) conducted in April 1993. The team
identified four restart issues. These issues were |) performance
of an alternate safe shutdown drill; 2) backlog of maintenance
procedure changes; 3) unauthorized operator aids: and 4) backlog
of corrective maintenance. These items were adequately addressed
by the licensee before Unit 2 restart. The inspector reverified
the corrective actions for Unit 1. The licensee has completed
alternate safe shutdown drilis and performed the periodic tzit on
the ASSD sound-powered phone system. Additionally, the number of
backlogged procedures that were technically inadequate have been
reduced from approximately 500 to 41 as of December 6, 1993. The
inspector walked down the control room back panels with a control
room operator and noted that one operator aid was in question.
This aid was a Span gas data sheet that contained the calibration
gas information for the Hydrogen/Oxygen Drywell monitors, CAC-
4409/4410. The Span gas data sheets were controlled under
Maintenance Procedure OMI-16-040A, Replacement of CAC-QT-4409/4410
Calibration Gas Cylinders. This procedure was deleted on
November 2, 1993 because it was determined that gas cylinder
change out was within the skill of the craft. However, the data
sheets were not removed from the panels until identified by the
inspector on December 14, 1993. Leaving the Span gas data sheet
on the panel after the controlling procedure was cancelled
represents an unauthorized operator aid. The failure to remove
the span gas data sheet is a violation for failure to take
adequate corrective action for the control of unauthorized
operator aids (Violation 93-55-06).

The inspector determined that the licensees restart assessment
processes were adequate to ensure plant systems, processes and
people were ready to support Unit 1 restart. Additionally, the
Startup and Power Ascension Plan was adequate to ensure a
controlled startup process.
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Work Control (62703, 61726, 62700, 83750)

In March 1993, Brunswick Unit 2 implemented a new work control process.
This new process has only been implemented in Unit 1 over recent months.
Unlike the work control process that was in place prior to the dual unit
shutdown on April 21, 1992, the new process (see Attachment) has made
plant maintenance a site responsibility instead of solely being that of
the Maintenance Department. PLP-24, Work Management Process, in
conjunction with process group desk top guides, address the processing
path of a work item (e.g., corrective maintenance, preventive
maintenance, minor maintenance, surveillances, modifications, etc...)
and the specific tasks each responsible group performs as the work item
is processed to completion. Although this new process is considered to
be a vast improvement over the previous method of work control, it is
not without some problems. Accordingly, the licensee has established
various means (i.e., Work Control Process Focus Team for process
assessment/adjustment, Daily Integrated Schedule Compliance Report to
focus on schedule compliance problems, and various other feedback
mechanisms) to promote continued work control improvement.

a. Scheduling

This portion of the work control inspection effort focused on the
scheduling organization and how it affected the work control
process. Prior to the establishment of the work control
organization in March 1993, the scheduling of work was
accomplished by SWFCG - Site Work Force Control Group which was
not entirely dedicated to the scheduling function. By SWFCG not
being solely dedicated to scheduling, the lack of a sophisticated
scheduling mechanism, and the inclusion of prioritization of
maintenance work as a funciion of the scheduling organization lead
to an ineffective scheduling process.

In March 1993, the licensee established the Work Control
Organization as delineated in Plant Program Procedure 0-PLP-24,
"Work Management Process.” One of the results of forming the work
control organization was the establishment of a dedicated
scheduling organization called Integrated Scheduling. Integrated
Scheduling 1s headed by a manager with two supervisors reporting
to him. These individuals head the scheduling organizations for
each of the two units. The individual unit’s scheduling
organization is further broken down into on-1ine scheduling and
outage scheduling.

A1l work conducted at the plant, including preventive and
corrective maintenance, TS surveillance activities, and
modifications is scheduled by integrated scheduling. An exception
to this is that emergent work items, as determined by plant

operations, may be worked without going through the planning and
scheduling process.
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For corrective and preventive maintenance activities that can be
performed on-line, the scheduling organization has established a
12 week rolling scheduie that contains every plant system. Each
of the 12 weeks, labeled as A through L, has an assigned list of
systems to be worked during that particular week. wWhen the on-
1ine schedulers receive a work item for a particular system, the
scheduler then assigns the work item to be worked during the
designated system work week. Approximately 5 weeks before each
particular work week, a preliminary work 1ist designated for that
week is compiled. During the next 3 weeks, the preliminary work
list, through a variety of on-line schedule development meetings,
is trimmed down to a final weekly work schedule. This work
schedule is combined into the weekly integrated schedule. Other
items scheduled based on the system designated week are preventive
maintenance items and TS surveillance tests.

Unit 2 has been under this scheduling process for approximately §
months. Of the work being scheduled in Unit 2 on the final weekly
work schedule, approximately 60 - 70 percent is being
accomplished. This number has improved over the last few months
and should continue to improve. Unit 1 initiated a form of the
on-1ine scheduling process in November 1993. Because the unit is
still in a outage condition, and the fact that the program is in
its initial stages, the percentage of work being accompiished on
Unit ] is not as good as Unit 2.

Work items that are designated for work during an outage or forced
outage are scheduled by the individual unit’s outage system
schedulers.

A problem which continues is the inmability to predict the number
of hours reguired to complete an individual task. The licensee

hopes to improve in this area by getting input from the
maintenance foreman.

The integrated scheduling portion of the work control process
represents a vast improvement to the means previously used by the
licensee. A continued decrease in the Unit 2 maintenance backlog
since July, has demonstrated the licensee’s ability to adequately
schedule work. Licensee work control and scheduling management

demonsirated an attitude that schedule compliance was a goal of
the organization.

Planning

For the purpose of assessment, the planning function is considered
to be the process of planning for the work and providing a work
package to accomplish it. As seen on the attached process

diagram, the planning function is accomplished by six major
groups:

w ——— . o—
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" Planning - plans by schedule, identifying necessary
materials and support.

. Material Management - procures and provides identified
materials.

. E&RC - provides ALARA and RWP requirements.

. Clearance Center - develops and provides necessary
clearances.

. Work Management Center - prints the "hard copy" of the WR/JO
(which has passed electronically through the process up to
this point), defines PMTR, assembles work package, obtains
Implementor review, and delivers package to Work Control
Center when scheduled to work.

. Work Control Center - authorizes work package, implements
setting of clearance by control room, and releases package
for Implementor performance. (This function is performed by
the radwaste control room if work concerns fire protection
or radwaste systems.)

The lack of formal planner training was identified as one of many
planner impediments prior to the dual unit shutdown.

Subsequently, formalized planner-related training was conducted in
Novemper 1992. The development of an initial planner training
program (Three-Year Plan Initiative TY202-156) is currently on
target for completion in December 1993.

Unlike the previous work control method, planners are no longer
required to make ISI calls. Governed by a single PMTR process (O-
PLP-20, Revision 1, Post-Maintenance Testing Program), ISI and TS
PMTRs are now made up front by the Work Management Center. The
Work Management Center also double checks planner assigned PMTRs;
thereby, keeping Operations from being the only stop gap as
before. By its invelvement prior to (i.e., work package assembly
and delivery) and after work performance (i.e., package review and
archive preparation), the Work Management Center has not only
provided planner relief but has alleviated some of the demands
previously placed on the maintenance supervisor. Consequently,
maintenance observations and discussions with maintenance workers
and supervisors indicate that this has afforded the maintenance
supervisors more availability at the job site thanm before.

Maintenance Observations

As part of the planning function assessment, the inspectors
reviewed work packages associated with the WR/JOs listed below.
Maintenance observations were made on asterisked(*) WR/JOs.
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*WR/JO 94-PC7001 Semi-Annual Inspection/Replacement
of EDG-2 Starting/Control Air
Filters (PM Route No. IMSLAAB)

WR/JO 94-PD1001 Semi-Annual Inspection/Replacement
of EDG 1 Starting/Control Air
Filters (PM Route No. IMSLAAC)

*WR/JO 93-BCQAI Change Lube 011 in EDG 2 Starting
Air Compressor No. |
WR/JO 93-BELRI Repiace EDG 1 Jet Assist Solenoid

Valve SV-6552-1

*WR/JO 93-BBMII Check Calibration of EDG 2 Starting
Air Compressor No. 2 Pressure Switch
PS-6521-2 and Tank Pressure
Indicator P1-1677... Resolve
Disparity

*WR/JO 93-BFLR2 Service Water Pump A Discharge Valve
2-SW-V14 Troubleshooting

*WR/JO 93-BEPBI Inlet/Outlet Scram Valve Cracking
Pressure Adjustment (HCU 10-23)

*WR/J0 93-BEXP1 Inlet/Outiet Scram Valve Cracking
Pressure Adjustment (HCU 22-03)

On December 10, 1993, the inspector’s preliminary work
package review for WR/JO 94-PC700]1 (EDG 2 Starting/Control
Air Filter Replacements) revealed that supporting preventive
maintenance procedure OPM-FLTS508, Diesel Generator Starting
Air and Control Air Filters, had not been revised to require
the control air system meisture-trap cap screws to be
torqued to 100 inch-1bs. Because of repetitive gasket
failures/ blowouts, the moisture-trap cap screws in the
control air system of all four EDGs had been torgued to 100
inch-1bs on November 12, 1993 (reference ACR 93-353). To
preclude further gasket failures and possible EDG
inoperability, a procedure change request was submitted to
include the vendor recommended 100 inch-ib torque value in
OPM-FLTS508. However, due to a low priority assignment the
change had not yet been made. Upon this discovery, the
inspector inguired as to how many EDGs underwent similar
filter replacement preventive maintenance (and hence
utilized OPM-FLT508) since November 12, 1993. Two were
identified -- EDG 4 (performed under WR/JO 93-QYLOOE on
November 29, 1993) and EDG 1 (performed under WR/JO 94-
PDI00] on December 6, 1993). As work package review
indicated that the EDG 4 control air system moisture-trap
cap screws were only torqued to 75 inch-1bs, WR/JO 93-BFLSI
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was initiated/complieted on December 10, 1993, to increase
the rap screw torque to 100 inch-1bs. Although a similar
filter replacement was also performed on EDG 1, the
procedural steps dealing with the moisture-trap were marked
"NA" and indicated an earlier performance during the
emergent 100 inch-1b torguing on November 12, 1993 (WR/JO
93-BDUY1). A temporary change to OPM-FLTSO8 was issued on
December 12, 1993, which was in time to support the EDG 2 PM
(WR/JO 94-PC7001) on December 13, 1993. The failure to
maintain OPM-FLT508 as required by TS 6.8.1 resuited in
inadequate torque being applied to the EDG 4 control air
system moisture-trap cap screws during the November 29,
1993, performance of WR/JO 93-QYLOO6 (Preventive Maintenance
Route NO. 2MSL083). As such, it is identified as the first
example of Violation 93-55-05: Failure to Establish/
Maintain Maintenance Instructions/Procedures.

Further review of the aforementioned EDG 1 and 2 packages
(WR/JOs 94-PD1001 and 94-PC7001) also revealed that each
required inspection/ replacement of a Hankison Dehydrafilter
which no longer exists on EDG 1 and 2. This component was
eliminated months earlier (EDG 1-July 17, 1993; EDG 2-
October 5, 1993) under Plant Modification PM 92-107, Diesel
Generator Air System Moisture Removal. This failure to
maintain current preventive maintenance work instructions as
required by 7S 6.8.1 is identified as a second example of
Violation 93-55-05: Failure to Establish/Maintain
Maintenance Instructions/Procedures.

During the December 13, 1993 pre-job briefing for WR/JO 94-
PC7001 (EDG 2 Starting/Control Air Filter Replacements), it
was indicated that parts reserved for similar work the
following week on EDG 3 had to be used. A closer review of
the EDG 2 work package revealed that the parts had not been
reserved. The inspector also performed a closer review of
the corresponding EDG | work package (WR/JO PD1001) which
was performed on December 6, 1993 -- parts had not been
reserved for it either. Apparently, the normal window for
these two semi-annual preventive maintenance routes began in
January 19294, but had been moved to accommodate the December
1993 scheduled EDG work weeks. Being routine preventive
maintenance routes with pre-established work instructions
and PMTRs on AMMS, printing "hard copies® of the associated
WR/JOs was possible. However, since the p’anner was not
informed of the intended earlier ner¥’, gance, parts were not
reserved. This issue not only reflects a weakness in the
planning function, but indicates a scheduling-related
communication problem as well. To assure parts are reserved
for routine preventive maintenance routes in the future, the
licensee indicated that automatic parts reservation would be
implemented in January 1994. In the interim, compensatory
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measures (1.e., direct schedular-to-planner communications
and utilization of a data query system by planners) have
been established.

On December 14 and 15, 1993, the inspector observed
maintenance/troubleshooting activities on Service Water

Pump A Discharge Valve 2-SW-V14. Plant Operations had
initiated a WR/JO due to the valve being stuck in the closed
position. The inspector reviewed WR/JO 93-BFLR2 prior to
maintenance initiating work. The WR/JO contained general
work instructions for troubleshooting the valve that
appeared adequate to the inspector. The mechanic
demonstrated to the inspector that a clearance for the work
had been placed. The inspector reviewed the clearance and
determined it to be satisfactory for the intended work. The
mechanic further demonstrated that he had "signed on" to the
clearance through the licensee’s computerized clearance
system.

A pre-job briefing was heid to discuss the details of the
work to be performed. The initial plan was to uncouple the
valve from the operator tc determine if the problem existed
with the valve or the operator. The inspector witnessed the
removal of the coupling. Upon removal of the coupling, the
mechanics demonstrated that the operator rotated freely,
thus indicating that the problem existed within the valve.
After removal of the coupling, it was noted that the
coupling threads had been damaged and would reguire
replacement. After consulting with maintenance supervision
and the maintenance engineer, it was decided to temporarily
recouple the valve to the operator in order to use the
"hammer blow" feature of the operators hand wheel in an
attempt to unseat the valve. This attempt to unseat the
valve was successful.

The following day, after obtaining a replacement coupling
for the vaive, the licensee planned to install the coupling.
The inspector discussed this evolution with the assigned
personnel in the maintenance shop. When the inspector
questioned the mechanic about any torquing requiresent for
the coupling, the mechanic stated that he had already asked
that question of the maintenance engineer and was told to
install the coupling "wrench tight.” The mechanic then
reviewed the procedure listed in the work package for
maintenance on the valve, OCM-VBFS501, Jamesbury Model 815L,
150 PSI, 4 Inch - 60 Inch, Lugged Body, Wafer-Sphere,
Butterfly Valves, and found specific torquing reguirements
for the coupling. The coupling was then installed as
specified. A review of the scope change added to the work
package for installation of the coupling revealed that
inadequate instructions had been provided to the maintenance
personnel. Although procedure OCM-VBF50]1 was referenced in
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the work package, the scope change to replace the coupling
did not specifically reference the procedure or 1ist any
torquing value. The inspector believes that if this matter
had not been questioned, the coupling would have been
installed without being properly torgued. This is another
example of Violation 325,324/93-55-05: Failure to
Establish/Maintain Maintenance Instructions/Procedures.

In October 1993, the Unit 2 start of motion control rod
scram time average exceeded Technical Specification
requirements during scram time surveillance testings.
Slower than normal times had been observed during previous
surveillances but were within Technical Specification
requirements. As a result, a diagnostic testing and
maintenance was developed and impiemented to reduce the
average scram time. This program reveialed that scram
solenoid pilot valve (SSPY) time delays, scram inlet and
outlet valve opening delays, and scram test switch delays
all contributed to the slow times. Under this progras
individual SSPVs were replaced as needed, cracking pressure
of the inlets and outlet scram valves were adjusted for
optimum performance, and test switches were replaced. This
program was expanded to included Unit 1.

Testing conducted on several removed SSPVs by the valve
manufacturer (ASCO), General Electric and CP&L concluded
that the use of a thread sealant (Loctite PST-580) on the
valve fittings caused time-to-vent delays once the solenoids
were de-energized. This sealant had been applied in a
manner that allowed carryover of some excess sealant onto
the exhaust diaphragms of the SSPYs during venting. This
caused some adherence in the diaphragm-to-exhaust port seat
interface which resulted in slight time-to-vent delays.

The SSPVs in the south banks of both Units were replaced
during each Unit’s most recent outage (August 1993 in

Unit 1). PST-580 was used as a thread sealant when the air
fittings were reconnected because the use of teflon tape
(original installation) was banned site-wide in 1988. The
remaining Unit | SSPVs on the north bank were rebuilt using
kits in 199]1. Since the valve bodies were never removed,
teflon tape (the original installation) resained as the
thread sealant and PST was never used.

Diagnostic testing and maintenance was in progress on both
Units 1 and 2 during the inspection. As of December 10,
1993, testing of 69 out of 137 HCUs in Unit 1 had been
completed. Cracking pressure adjustments to the inlet and
outiet scram valves were required on 58 pairs of SSPVs.
Repair or replacement of 8 rod scram test switches (in the
control room) were required. Approximately 60 percent of
the SSPVs on both units reguired either rebuild or
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replacement. The criteria for SSPV replacement was greater
than a 60 millisecond response time between solenoid de-
energization and diaphragm movement. This criteria was
developed based on testing of new valves by the licensee
which indicated an average response time of about 40
milliseconds and the average response time of "slow" valves
seen after Unit 2 problems. Teflon tape was used for all
reconnections.

The inspector observed the performance of diagnostic
testing, cracking pressure adjustments, and valve
replacement activities on Unit 1. Procedural compliance by
technicians performing these activities was verified. The
procedures listed below were reviewed:

OCMOSV018, ASCO Solenoid Operated Scram Pilot Valves
Diaphragm, Core and Gasket Replacement, Revision 9,
December 2, 1993. (This procedure specifically prohibits the
use of PST-580 thread sealant).

OCM-A000S, Stroking Hammel-Dahl Scram Inlet and Outlet
Pneumatic Valve Actuators, Revision 9, November 19, 1993.

During diagnostic testing on the Unit 1 HCUs, the SSPVs on
HCU 26-33 did open and vent during diagnostic testing. The
SSPVs were removed and replaced. The removed valves were
sent to the CP&L E and E center at the Shearon Harris Plant
for failure analysis. The results of that analysis
indicated that the failure was noy due PST-580. The
sticking was thought to be due to the presence and
degradation of a dark brown fluid at the core assalbly/gluq
nut assembly interface (most likely residue from a meta
cleaning fluid used during the manufacturing process). This
failure was considered by the licensee to be an isolated
case.

Corrective actions to identify and precluded future failures
included the following:

. Diagnostic testing and repair of HCUs was underway on
both Units. Testing of all Unit 1 HCUs was to be
completed prior to startup. Testing in Unit 2 was
approximately half complete. An average of 4 rods per
week were being tested.

. Gross failure of any new or rebuilt SSPVs would be
identified during testing after initial installation.

. Scram time testing will be required prior to the Unit
] startup (during the vessel hydrostatic testing).
Additionally, routine rod cperability testing is
required every 120 days.
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. Analysis of several removed SSPVs by outside
independent laboratories was stil]l in progress at the
end of the inspection.

After a review of Engineering Evaluation Report 93-0650,
Rev. O, and a 10 CFR 50.59 evaluation both associated with
the issue, observation of testing and maintenance
activities, and numerous discussions with licensee
personnel, the inspectors considered the licensee’s actions
to be adequate.

The inspectors found no other work package discrepancies. Except
as noted above, the reviewed work packages were adequate to
perform the intended task. In all cases, PMTRs appeared to be
commensurate with the work performed. For those work packages
where the associated maintenance activity was observed, pre-job
briefings were considered to be appropriate, the tasks were
adequately performed, and supervisor oversight was apparent.

Surveillance

The inspector reviewed the various tracking systems to ensure that
required tests are completed prior to Unit 1 restart. Also, three
surveillance tests that had recently failed were reviewed to
determine adequate disposition.

The inspector reviewed the surveillance tracking program. This
system is computer based. Several surveillances for HPCI were
randomly selected from TS and checked to ensure they were being
performed on time. For example HPCI Surveillance 4.5.1.c.]1 is to
be performed every 18 months. This was performed on

October 9, 1993, and was scheduled for April 8, 1995.

The inspector also reviewed the licensee’s recent assessment of
this area. Assessment report B-IAP-93-02 was conducted

June 18, 1993, through August 20, 1993, to show that the TS
surveillance testing program was effective in meeting
requirements. Fifty-eight randomly selected test was sampied and
all found to be acceptable.

Schedule of upcoming surveillances were checked and a potential
problem was discussed concerning LLRT tests. These tests are
performed once every 24 months and the customary 25% extension
time is not permitted for these tests. The tests were last
performed in April, May, and June of 1993 with an anticipated
startup date of the fall 1993. However, with the outage length
impacted by the shroud repair, the startup date is now in early
1994. This with an expected 18 month operating cycle will make
the refueling outage start around July 1995. refore, the 24
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months allowed for LLRT (over 100 items) could be exceeded. These
tests would have to be performed during a mid-cycle outage or an
extension on the 24 months requested from the NRC.

In addition, one other surveillance concerning SLC injection,
OPT 06.2.3, would be overdue on June 16, 1995. Performance of
this test requires that the SLC tank be isolated, firing of the
Squib valve, and the unit to enter a shutdown LCO.

Resolution of these issues should be addressed prior to the unit
restart. This issue will be tracked as IFI 93-55-01.

The inspector reviewed the following three surveillances that were
recently completed and had to be reperformed to pass:

. OMST-BATT12Q, Diesei Driven Fire Pump. This surveillance
was for the diesel driven fire pump. The test failed on
December 6, 1993, because the specific gravity of the
batteries was low. A surveillance test completion/exception
form was completed indicating the requirements were not met.
Applicable LCOs were entered and WR/JO 93-BFDWI was issued
to correct the problem. The test was reperformed on
December 7, 1993, and the applicable form completed
indicating satisfactorily performance.

. PT-9.2, Stem Verification. This surveillance test did not
pass on September 12, 1993, for two valves and LCO T-1-92-
403 was entered for tracking. The test was completed on
September 30, 1993 with the appropriate tracking forms
completed. No problems were noted.

. 0-PT-08.2.2b, LPCI/RHR System Operability Test Loop B. This
test is a full flow test of the system through a test line
back to the torus. Leakage form the system to connectin?
systems is also checked. The test was performed initially
on October 27, 1993, but failed due to three probiems. The
minimum flow valve did not open, and leakage from the system
to the RERSW flood-up connection and keepfill systems could
not be verified. Three other performances of this test were
conducted on November 21, 25, and 26, 1993, to complete a
satisfactory test. The inspector reviewed the tests,
tracking forms, and held discussions with personnel familiar
with the problems and concluded the issues were resoived.

In summary, the surveillance tracking and test deficiency
resolution were adequate.
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Maintenance Backlog

Unit 2

On-1ine corrective maintenance backlog for Unit 2 as of
December 14, 1993, was 979 items. This was below the
licensee’s 1993 goal of less than 1200 items. Prior to the
startup of Unit 2 in April 1993 the on-line corrective
maintenance backlog was approximately 1200 items. This
number increased during power ascension testing and peaked
at just under 1500 items. This increase was attributed to
the restriction of maintenance activities to essential items
to reduce the possibility of an inadvertent plant trip
during startup activities. Since the compietion of startup,
the corrective maintenance backlog steadily decreased to its
current level. Since the first part of November not much
progress had been made in backlog reduction which the
licensee attributed to the year end vacation schedule of
maintenance personnel.

The on-line corrective maintenance running rate had also
been decreasing since completion of Unit 2 startup. As of
December 13, 1993, this rate was 76, well below the
established 1993 target goal of less than 120.

Based on a review of Unit 2 backlog data and discussions
with 1icensee personnel, it appeared that the licensee had
been successful in significantly reducing the on-line
corrective maintenance backlog as evidenced by a steadily
decreasing trend since startup. At the end of this

inspection, goals for 1994 had not yet been finalized by the
licensee.

Unit 1

The inspector reviewed the on-line and off-1ine corrective
maintenance lists for completeness and selectively verified
that the work priorities assigned were consistent with the
criteria specified in Nuclear Generation Group Manual 305-
05, Prioritization Process. Discrepancies noted were
resoived after further investigation. Items identified as

being a possible restraint to startup appeared to be
legitimate.

The total corrective maintenance backlog has steadily
decreased since it peaked at just under 2100 items during
May 1993. This peak could be attributed to a build up of
items that occurred when maintenance resources were heavily
focused on Unit 2. As of December 14, 1993, this total
corrective maintenance (both on-line and off-line) backlog
was Jjust over 900 items.
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As of December 14, 1993, Lhe on-line corrective maintenance
backlog was 607 items which was well below the licensee’'s
1993 goal of 1150. On-line corrective maintenance backlog
on FOCUS systems was at 192 items, which was well below the
startup goal of less than 650 items. Higher priority items
(1-4) stood at 44 with a goal of less than 80. Twenty-one
of these items were on FOCUS systems. The extension of the
outage due to the core shroud work and the anticipated time
required to replace the jet pump beams has provided
additional opportunities to further reduce the backlog prior
to Unit 1 startup.

Off-1ine (outage) maintenance backlog as of December 14,
1993, stood at 300 items. Approximately 50 of those items
were scheduled to be worked prior to startup.

In summary, the Unit 1 backlog, both on-l1ine and outage
items, had been steadily decreasing since May 1993, and was
well under established goals.

ALARA Planning
ALARA Work Controls

The inspector reviewed the following procedures and guidance

concerning the work control function and its relation with ALARA
planning:

. OPLP-24, Work Management Process, Rev. 5, dated November 1,
1993;

. 0-EARC-0230, Issue and Use of Radiation Work Permit,
Rev. 28, dated March 13, 1993;

. 0-E&RC-4105, EARC ALARA Planning, Rev. 0, dated June 29,
1993;

. Al-53, ALARA Project Evaluation, Rev. 2, dated December 23,
1992; and

. OWM-004, ESRC Planning, Rev. 3, dated December 3, 1993,

The inspector discussed the documents with licensee
representatives and noted no problems with the methods or
procedures contained therein.

Environmental and Radiation Contrel (E&RC) Planners screened new
WR/J0s on a regular basis and checked the "Y" block for those that
required a Radiation Work Permit (RWP). WR/JOs proceeded through
the resainder of the planning process and returned to EARC {f an
RWP was required. If the RWP blocks were inadvertently left
blank, WR/JOs would stil) return to ERRC as a backup measure to



8

prevent work from proceeding without having proper controls in
place. The EARC Planners determined if the work could be

accomp) ished under an existing general RWP and, if not, a special
RWP was generated. The planners then developed an ALARA package
for related groups of WR/JOs. A similar process was followed for
ALARA reviews of Plant Modification packages.

The inspector noted that the licensee had developed approximately
68 ALARA packages since the Unit 1 Forced Outage began in April
1992. Eleven of the packages were for the Forced Outage, and 57
were for the Unit 1 Refuel Outage that began in March 1993. The
packages typically included multiple WR/JOs and R¥Ps and
incorporated other work needed to support the primary WR/JOs such
as temporary shielding, hotspot flushing, or scaffolding. The
inspector selectively reviewed the ALARA packages for content and
adequacy of planning. Four of the packages reviewed (Packages No.
1958, 2021, 2025 and 2045) were associated with the Refuel Outage
and two others (Packages No. 1953 and 1973) were part of the
Forced Outage work. The inspector noted that the packages
contained pre-job briefing material and attendees, arda surveys,
walkdown information, special instructions, and post-job
evaluations that specified ALARA challenges, successes, lessons
learned, and dose received. Job-in-Progress reviews were
performed if (1) 80 percent of the projected dose was received
without a comparable amount of work accomplished, (2) the scope of
the job grew significantly, warranting additional budgeted dose,
or (3) requested by management or ALARA personnel. The inspector
noted no problems with the packages reviewed and found that pre-
and post-job briefings were effective in identifying ALARA issues.
Also, lessons learned were appropriately incorporated from
previous work that was similar in nature. Data such as area
surveys and dose per job/RWP was maintained and used for
historical purposes. Job-in-Progress evaluations were performed
prudently and with appropriate justification. Associated RwPs
were well-written and contained effective controls and
requirements to facilitate work while maintaining exposure ALARA .

The inspector noted two issues identified by the licensee that
related to the EARC input into the planning process. The first
issue concerned the fact that by certain sanipulations of the
computerized work planning system, the Automated Maintenance
Management System (AMMS), EARC could be left out of the initial
planning stages. Although EARC would eventually have input, the
lack of "early" input could result in significant work delays,
both directly and indirectly, or more importantly, work performed
at less than ALARA standards. The inspector noted that the
licensee recognized this potential problem; however, the
1ikelihood of this becoming a significant problem appeared remote
as it would require deliberate action to deviate from the
procedure in this manner.
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The second issue concerned the scheduling of scaffolding.
Scaffolding is needed by many different disciplines for a variety
of jobs. Scheduling is a difficult task to do efficiently and
effectively. The inspector noted that the licensee had recognized
this and was working towards maximizing the use of scaffolding
from an ALARA standpoint.

Overall, the licensee’s work control and planning process was
satisfactory from an ALARA standooint.

During observation of work activities, the inspector noted a mimer
problem on the inlet side of the Unit 1 Condenser Bay while
workers were painting the area. The bay arez was controlled and
posted as a contaminated area, except for the catwalks traversing
the bay which were maintained as clean. A1l of the area beneath
the grating of the catwalks was considered contaminated and a few
sections of the catwalk grating were removed to facilitate
painting.

A painter working on the catwalk needed a lanyard and could not
easily reach the bayside to retrieve one due to the removed
grating. Therefore, he requested a nearby worker dressed in
protective clothing (PCs) working below the grating to inforw
someone on the side of the bay of the need for a lanyard. A
worker at the bayside (in the clean area) retrieved a lanyard and
brought it cut on the catwalk to the edge of the removed ?rattng.
However, instead of handing or tossing the lanyard directly to the
worker at the other edge of removed grating who requested it, the
lanyard was harded to the worker in PCs who then passed the
lanyard to the worker who requested it. The worker in PCs had his
feet and legs below the grating level in the contaminated ares but
his upper body was above the grating level due to the removed
grating. The inspector noted this to be a poor work practice.

The worker who received the lanyird realized upon receipt that
there may have been a problem and took the initiative to check the
lanyard for contamination. According to the worker, he left the
work area and frisked the lanyard, noting no increased counts. He
then took the lanyard to the small article monitor (SAM) at the
main exit of the radiologically controlled area (RCA) and counted
it there. He received an alarm indicating thzt the lanyard was
slightly contaminated. The worker then turved in tha lanyard and
checked out another to return to work. Based on the winor safety
significance and the initiative of the worker, a violatiom of
CP&L’s Radiation Control and Protection Manual was not cited as
the criteria specified in Section VII.B of the Enforcement Policy

wore met (NCY: 93-55-07).
Postings

During tours of the plant, the inspector noted that housekeeping
was excellent. The licensee had taken significant steps to reduce
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contaminated area, as well as improved the overall cleaniiness of
a majority of the plant. Many areas were decontaminated from

floor to ceiling and a major repainting project continued during
the inspection.

In addition, the inspector noted that postings and labeling were
appropriate in all areas toured. The inspector conducted
independent radiation surveys in many areas of the RCA, including
the Reactor and Turbine Buildings and outside areas, verifying
that a sufficient number of postings were posted and were clearly
visible and informative. The inspector found that the licensee
had recently removed or downgraded a number of postings in the
plant due to (1) an overall reduction in radiation levels
resulting from decontamination efforts and a relatively long-term
shutdown period (Unit ! - radicactive decay), and (2) a change in
management philosophy that eliminated wasteful "overposting® and
avoided desensitizing workers from an overabundance of signs. The

inspector noted this to be a good initiative on the part of the
1icensee.

The inspector verified that areas posted and maintained as locked
high radiation areas (LHRAs) were locked as required throughout
the Reactor and Turbine Buildings. In addition, the inspector
observed the controls used for the temporary storage of highly
contaminated vacuum filters generated during the "swarfing®
portion of the Unit 1 core shroud repair job. The filters were
placed in high-integrity containers (HICs) in the spent fuel pool
after use. The HICs were then removed from the pool, dewatered,
and moved to a temporary outside storage area located on the north
side of the Diesel Generator Building. There the HICs were loaded
into large concrete culverts with covers inside an area shielded
with water shields. A locked gate was placed at the entrance to
the area and appropriate postings and barriers were noted.
Independent radiatior surveys of the area outside the water
shields revealed no concerns.

During plant tours, the inspector noted an area within the Unit 1
Reactor Building in which an occupational safety hazard existed.
The areas invoived was the High Pressure Core Injection (HPCI) roof
on the north side of the Residual Heat Removal (RHR) system. The
concern noted by the inspector was the lack of a handrail (or
other means to prevent falling) near the point in which the
catwalk leading from RHR North connected to the HPCI roof. At
that point, a four to five foot expanse existed at the edge of the
HPCI roof that was "open" and could provide a fall hazard to
workers in the area, as well as a hazard to workers working on the
RHR floor below. During the inspection, licensee personnel agreed
that the area was hazardous and initiated a work request to

pro;idc some sort of fall prevention at that point on the HMI
roof.
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Exit Interview

The inspection scope and findings were summarized on December 15, 1993,
with those persons indicated in paragraph 1. The inspector described
the areas inspected and discussed in detail the inspection findings

listed below and in the summary. Proprietary information was not
included in this report.

Item Number Description and Reference

93-55-01 IFI: Restart issue, resolve actions on
LLAT surveillances that will expire prior

to an 18 month operating cycle, paragraph
5.d.

93-55-02 IFI: Restart issue, ~umplete additiomal
training on procedures and NRC information
notice on the reactor vessel water ievel
reference leg backfill modification,
paragraph 3.b.

93-55-03 IFI: Restart issue, resoive the core
shroud repair issues, including refueil
floor oversight paragraph 3.b. and 4.a.

93-55-04 VIO: Failure to follow procedures, four
examples, paragraphs 2 and 4.

93-55-05 V10: Inadequate maintenance instructions,
paragraph 5.c.

93-55-06 VI0: Inadequate corrective action for the
control of unauthorized operator aids,
paragraph 4.c.

93-55-07 NCY: Inadequate radiation work practice,
paragraph 5.f.

93-55-08 IF1: Shelf 1ife and proper storage of
HPC1 EGMs/EGRs, paragraph 2.b.

93-55-09 IF1: Review diesel generator #3 air

compressor #2 repairs, paragraph 2.b.
Acronyms and Initialisms

ACR Adverse Condition Report

Al Administrative Instruction

L Automated Maintenance Management Systes
L' Auxiliary Operator

BOP Balance of Plant

CRD Control Rod Drive



EER
E&RC

HCU
HPCI
IF1
IN
IR
LOR
LPCI

NCV
NED
01
P&ID
PLP

RCIC

RTGB
RWP
SRO
TPM
vIio
WR/J0
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Engineering Data Base System
Engineering Diesel Generator
Engineering Evaluation Report
Environmental & Radiological Control
Engineering Work Request

Hydraulic Control Unit

High Pressure Coolant Injection
Inspection Followup Item
Information Notice

Inspection Report

Licensed Operator Regqualification
Low Pressure Coolant Injection
Nuciear Assessment Department
Non-Cited Violation

Nuclear Engineering Department
Operating Instruction

Piping & Instrumentation Diagrams
Plant Procedure

Post-Maintenance Test Requirement
Periodic Test

Reactor Core Isolation Coolant
Residual Heat Removal Service Water
Reactor & Turbine Building Gauge Board
Radiation Work Permit

Senior Reactor Operator

Temporary Modification

Violation

Work Request/Job order
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Docket Nos. 50-325, 50-324
License Nos. DPR-71, DPR-62

Carclina Power and Light Company
ATTN: Mr. R. A. Anderson

Vice President
Brunswick Steam Electric Plant
P. 0. Box 10429
Southport, NC 28461

Gentlemen:

SUBJECT: NOTICE OF VIOLATION
(NRC INSPECTION REPORT NOS. 50-325/93-58 AND 50-324/93-58)

This refers to the inspection conducted by J. L. Coley of this office on
Cecemper 6-10 ana 15-18, 1993. The inspection included a review of activities
authorized for your Brunswick facility. At the conclusion of the inspection,

the findings were discussed with those members of your staff identified in the
enclosed report.

Areas examined during the inspection are identified in the report. Within
these areas, the inspection consisted of selective examinations of procedures

and representative records, interviews with personnel, and observation of
activities in progress.

Based on the results of this inspection, certain of your activities appeared
to be 1n violation of NRC requirements, as specified in the enclosed Notice of
Violation (Notice). The violations are of concern because they indicate a
weakness 1n licensee oversight of vendor activities.

‘ou are required to respond to this letter and should follow the instructions
specified in the enclosed Notice when preparing your response. In your
response, you should document the specific actions taken and any additional
actions you plan to prevent recurrence. After reviewing your response to this
Notice, inciuding your proposed corrective actions and the results of future
inspections, the NRC will determine whether further NRC enforcement action is
necessary to ensure compliance with NRC regulatory requirements.

In accordance with 10 CFR 2.790 of the NRC’'s "Rules of Practice.” a copy of
this letter and its enclosure will be placed in the NRC Public Document Room.

The responses directed by this letter and the enclosed Notice are not subject
to the ciearance procedures of the Office of Management and Budget as required
by the Paperwork Reduction Act of 1980, Pub. L. No. 96-511.

A ISHOC
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Should you have any questions concerning this letter, please contact us.

Sincerely,

N

Albert F. Gibson, Director
Division of Reactor Safety

Enclosures:
1. Notice of Violation
2. NRC Inspection Report

cc w/encls:

H. W. Habermeyer, Jr.

Vice President

Nuciear Services Department
Carolina Power & Light Company
P. 0. Box 1551 - Mail OHS?7
Raleigh, NC 27602

Donald Warren, Chairman
Board of Commissioners
P. 0. Box 2571
Shallotte, NC 28459

J. P. Cowan

Plant Manager Unit |

Brunswick Steam Electric Plant
P. 0. Box 10429

Southport, NC 28461

C. C. Warren

Plant Manager Unit 2

Brunswick Steam Electric Plant
P. 0. Box 1042%

Southport, NC 28461

Mark S. Calvert

Associate General Counsel
Carolina Power and Light Company
P. 0. Box 1551

Raleigh, NC 27602

(cc w/encls cont’'d - See page 3)




Carolina Power & Light Co.

cc w/encls cont’d
Kelly Holden, Chairman
Board of Commissioners
P. 0. Box 249

Bolivia, NC 28422

Dayne H. Brown, Director

Division of Radiation Protection

N. C. Department of Environment.
Commerce & Natural Resources

P. 0. Box 27687

Raleigh, NC 27611-7687

Karen £. Long

Assistant Attorney General
State of North Caroliina

P. 0. Box 629

Raleigh, NC 27602

Robert P. Gruber
Executive Director
Public Staff - NCUC

P. 0. Box 29520
Raleigh, NC 27626-0520

Public Service Commission
State of South Carolina
P. 0. Box 11649

Columbia, SC 29211

Mayor

City of Wilmington
2518 Park Avenue
Wilmington, NC 28402

Mayor

City of Southport

201 East Moore Street
Southport, NC 28461

(bcc w/encls: See page 4)
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N UR
NOTICE OF VIOLATICN

Carolina Power & Light Co. Docket Nos.: 50-325 and 50-324
Brunswick License Nos.: DPR-71 and DPR-62

During an NRC inspection conducted on December 6-10 and 15-18, 1993,
violations of NRC requirements were identified. In accordance with the
‘General Statement of Policy and Procedure for NRC Enforcement Actions,"
10 CFR Part 2, Appendix C the violations are listed below:

A.

10 CFR Part 50, Appendix B, Criterion V requires, in part, that "Activi-
ties affecting quality shall be prescribed by documented instructions,
procedures, or drawings, of a type appropriate to the circumstances and

shall be accomplished in accordance with these instructions, procedures,
or drawings."”

Paragraph ¢.0 of General Electric tensioner qualification procedure
B1-SR/SCI-QUAL-002, Revision 0, states, "Tensioners are to be tested to
determine the resultant preioad on the joint bolt. Testing will be on a
fixture against a calibrated load cell to determine preload as a
function of hydraulic pressure on the tensioner." In addition,
paragraph 3.0 states, "Equipment to be qualified will be of the same
configuration to be used at the site and as described in this
procedure."” Paragraph 12.2.] within Section 12.0 of the General
Electric Quality Assurance Manual states, "Suitable measuring and test
equipment with the proper range and accuracy shall be used to assure
compliance with...project specifications.”" Paragraph 12.2.2 of the same
section specifies, in part, "Records shall be maintained and equipment
marked to reflect current calibration status."

Contrary to the above, while preparing for installation of core shroud
clamps on November 13, 1993, tests were completed utilizing a bench test
setup which was not representative of the configuration used at the
site. Curvature of shroud surfaces and reduced area sections were not
accounted for in the test setup. In addition, data was taken utilizing
a load cell which was loaded beyond the calibration 1imits for the gage.
On December 11, 1993, General Electric test procedure B1-SR/VT-001,
Revision 0, was found to be inadequate in that the procedure did not
specify instructions for connecting the load cell with the
microprocessor, did not specify instructions for reading and
interpreting the indicated load, and failed to require calibration of
the microprocessor used to sense the load cell output and display the
applied load. Ir addition, on December 18, 1993, a post installation
bolt tension test was conducted on a mock-up of the shroud and the
bracket at the Brunswick facility. The tension test used the hydraulic
pressures established in the November 13, 1993, bolt tension qualifica-
tion test which were subsequently used to tension the bolting for the
twelve installed shroud brackets in Unit 1. The hydraulic pressure
established for tensioning the lcwer shroud bolts resuited in a bolt

preload greater than that delineated in the General Electric design
criteria.

Ypro5 P



Carolina Power & Light Co. 2 Docket Nos.: 50-325 and 50-324
Brunswick License Nos.: DPR-71 and DPR-62

This 1s a Severity Level IV Violation (Suppliement 1).

10 CFR Part 50, Appendix B, Criterion V requires that "Activities
affecting quality shall be prescribed by documented instructions,
procedures, or drawings, of a type appropriate to the circumstances and

shall be accomplished in accordance with these instructions, procedures,
or drawings."”

Paragraph 8.4.5 within Section 8.0 of the Genzral Electric Quality
Assurance Manual states that "The status of material or items shall be
maintained by a tagging system in accordance with Section 14.0 of the
manual." Paragrapn 14.4.] requires the application of a "QC Accept"
sticker or tag on accepted materials after satisfactory receipt inspec-
tion. Paragraph 10.5.1 within Section 10.0 of the General Electric
Quality Assurance Manuai reguires in-process inspection to be "...per-
formed and documented on the traveler, work package and/c¢r subtier docu-
ments...as appropriate to the inspection being performed." Paragraph
10.5.2 states, in part, "No work shall progress beyond an established
hold point until inspected by the person organizationally responsible or
having the authority for establishing the hold point." Also, a Measure-
ment Tool Check List which was part of bracket installation traveler

stated in part, "Compiete the following checks prior to installation [of
the tool] in the reactor vessel."

Contrary to the above, on December 7 and 8, 1993, the inspector identi-
fied the following quality assurance and quality control violations:

(1) A lubricant used in the installation procedure for the shroud
repair was not tagged with a "QC Accept" sticker.

(2) Measu-ement tool check 1ists within traveiers for BRACK-15 and

BRACK-135 were not signed as required although the work had been
completed two days prior to this finding.

(3) Measurements for shim gap taken as required in Sequence 4A of the
traveier for MSHIM-315 were recorded on the incorrect data sheet

(MSHIM-225, SPCS-01, Steps 1 and 2) and were subsequently verified
by quality control.

(4) The hold point associated with Seguence 2B of traveler MSHIM-15

was not signed although subsequent steps had been completed and
signed off.

(S) A QC check of step 4A in the traveler BRACK-105 was not verified
and signed prior to completion of subsequent procedural steps.

This is a Severity Level IV Violation (Supplement 1).

Pursuant to the provisions of 10 CFR 2.201, Carolina Power and Light is hereby
required to submit a written statement or explanation to the U.S. Nuclear
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Brunswick License Nos.: DPR-71 and DPR-62

Reguiatory Commission, ATTN: Document Control Desk, Washington, D.C. 20555
with a copy to the Regional Administrator, Region II, and a copy to the NRC
Resident Inspector at the facility that 1s the subject of this Notice. within
30 days of the date of the letter transmitting this Notice of Violation
(Notice). This reply should be clearly marked as a "Repiy to a Notice of
Violation" and should inciude for each violation: (1) the reason for the
violation, or if contested, the basis for disputing the violation, (2) the
corrective steps that have been taken and the results achieved, (3) the
corrective steps that will be taken to avoid further violations, and (4) the
date when full compiiance will be achieved If an adequate reply is not
received within the time specified in this Notice, an Order or Demand for
Information may be issued as to why such other action as may be proper shouid

not be taken. Where good cause 1s shown, consideration will be given to
extending the response time.

Dated at Atlanta, Georgia
Lthis 14th day of January 1994
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SUMMARY

Scope:

This routine, announced inspection was conducted in the areas of
'nservice inspection - observation of Unit ] core shroud repair activities.

Results:

In the areas inspected, two violations were identified. One violation dealt
with the failure to provide adequate QA/QC oversight of the shroud repair work
activities 2.A (1). The second violation addressed engineering discrepancies
in determining the boit preload for repair bracket fasteners on the Unit 1
core shroud, paragraph 2.A (2). An unresolved item was also identified which
invoived Gereral Electric’s (GE) use of an alternative method of providing
approval signatures for engineering procedures, paragraph 2.A (1). Subsequent
to the inspector’s identification of the above violations the licensee was
proactive in immediately addressing their cause. The shroud repair activities
were stopped, all personnel on the refueling floor were given additional QA/QC
training, QA/QC coverage was strengthen, additional engineers were brought in
from Raleigh, NC to assist in the tensioner qualification test, guaiification
testing to determine upper limits of the bolt preload were conducted, and
CP&ls cognizant managers came to Atlanta on December 13, 1993, to report on
the resuits of their additional qualification test and to discuss any open
questions on the shroud modification installation.

JubpioShefirto—



REPORT DETAILS

Persons Contacted
Licensee Employees

*R. Anderson, Vice President, Brunswick Nuclear Plant
“*M. Bradley, Manager, Nuclear Assessment Department
*J. Cowan, Plant Manager, Unit |
*T. Eason, Quality Control
“*R. Godley, Manager, Regulatory Programs
“O*R. Grazio, Manager, Nuciear Engineering Depzrtment
=*C. Hinnant, Director, Site Operations
*G. Honma, Manager, Licensing
*W. Levis, Manager, Reguiatory Affairs
20%G. Miller, Manager, Technical Support
*J. Purkis, Manager, Projects
“*G. Thearling, Senior Specialist, Regulatory Affairs
>*J. Titrington, Manager, Unit 2 Operations
*S. Vann, Nuclear Engineering Department
“V. Wagoner, Nuclear Engineering Department
*C. Warren, Plant Manager, Unit 2
2D, Williams, Nuclear Engineering Department
oB. Wilton, Nuclear Engineering Department

Other licensee employees contacted during this inspection included
enginfers, technicians, and administrative personnel.

Other Organizations
General Electric Nuclear Energy (GENE)

“*L. Atello, Manager, Site Services
=J. Charniey, Principal Engineer
©T. Hurst, Manager, Shroud Repair Program
*V. Kenney, Manager, Modifications and Services Quality
©P. Mayo, Manager, Shroud Repair Project

*J. Sherk, Manager, Plant Services
NRC Resident Inspector(s)

*P. Bryon, Resident Inspector
*C. Christensen, Reactor Projects Section Chief
*M. Janus, Resident Inspector

*Attended exit interview on December 10, 1993
CAttended exit interview on D. “ember 13, 1993
cAttended exit interview on December 18, 1993
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Observation of Unit ] Core Shroud Repair Activities (73753)

Background

In October, 1990, GE issued a Rapid Information Communication Service
Information Letter (RICSIL No. 054) which reported cracking near a
circumferential seam weld in the beltline area of the core shroud in a
Boiling Water Reactor (BWR) located outside the United States. The core
shroud is a reactor vessel internal component which surrounds the
reactor core and directs coolant flow. Although the shroud is not a
code component, the design stress intensities of the Brunswick Nuclear
Plant (BNP) reactor vessel internals are in accordance with the applica-
ble portions of Section I11 of the ASME Code Boiler and Pressurs Vessel

Code (1965 Edition through Winter, 1967 Addenda). The safety design
basis of the shroud is to:

(1)  Provide a floodable volume in which the core can be adequately

cooled in the event of a breach in the nuciear system process
barrier external to the reactor vessel.

(2) Limit deflection and deformation of the reactor vessel internals
to assure that the control rods and the core standby cooling sys-

tems can perform their safety functions during abnormal opera-
tional transients.

Based on the recommendations contained in RICSIL No. 054, the BNP Unit 1
shroud was visually inspected in July, 1993, and an approximate 360°
circumferential crack was confirmed in the inside diameter of the Top
Guide Support Ring, at weld (H-3) to the shroud mid-section. The H-3
weld 1s 2.25" thick and subsequent ultrasonic examinations of the crack
revealed the depth of the indication to range from 0.95" to 1.71".
Additional in-vessel visual inspections were conducted., and other
circumferential and axial indications were confirmed elsewhere in the
shroud on both the inside and outside diameter. None of the additional
cracks detected were as severe or as safety significant as the crack at
weld H-3. This weld was safety significant because if weld H-3 failed
completely and a large main steam |ine break were to occur, the hydrody-
namic loads across the shroud would be sufficient to result in the top
guide core structure being 1ifted above the fuel assemblies. Should
this happen the lateral support to the assemblies would no longer be
provided and control rods may fail to fully insert.

Although GE's safety analysis would have allowed Unit 1 to conmtinue
operation for at least one additional cycle, the licensee elected to
repair weld H-3. The repair consisted of installing twelve bolted
brackets at 30° increments around the shroud. This arrangement was
designed to carry the full load of the weld joint. The brackets were
also designed to incorporate the H-2 weld since this weld had also
experienced cracking and could not be used for support. The brackets
were to be installed on the outside surface of the shroud with two bolts
attaching the bracket to the upper shroud above weld H-2, and two bolts
attaching the bracket to the shroud mid-section below weld H-3.
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Shroud Repair Activities

On December 6, 1993, the inspector arrived at the Brunswick
Nuclear Plant to observe the work processes used by the licensee
and GE for installing the brackets on weld H-2 and weid H-3.

Seven repair brackets had been installed on the shroud at the time
of the inspector’s arrival. All boits on five of the seven
installed brackets had been tensioned and all work was compliete
with the exception of installing and tack weiding the keeper to

the bolts. This work was performed underwater at a depth of
approximately 60 feet.

In order to verify that the repair was proceeding satisfactorily
the following areas were examined by the inspector: (1) bracket
installation, cleanliness control, and associate engineering
procedures, (2) the test procedure for determining installed boit
preload. (3) the welding specification for the bolt keeper and
welder certification records for four welders, (4) the work
travelers for each of the shroud brackets, (5) material certifi-
cations for the repair brackets and their associated hardware
(bolts, fasteners, and washers), (6) QC/NAD surveillance check-
lists for monitoring the refueling floor activities, (7) inprocess
repair activities were observed at various stages of bracket
installation, and (8) a verification test of installed bolt
preload on a representative mock-up of the shroud was observed.

Review of procedures, and work instructions

On December 7, 1993, the inspector reviewed the procedures/work
instructions listed below to determine whether they had been
approved, properiy delineated the work scope, and provided for
verification of essential elements.

Document No. Title or Subject

GENE B1-SR/SCI-001 Rev.3 Shroud Bracket Installation
Procedure

GENE D50YPS Rev.6 Nickel-Graphite Thread
Lubricant

GENE D50YP12 Rev.2 Nonmetallic Impurity Limits

GENE 24A5116 Rev.? Shroud Clamp Repair Procedure

GENE 25A5498 Rev.0 Weld Specification Procedure

Shroud Repair Tack Welding

GENE FDI No.0146-75200 Final Disposition Instruction
Rev.?2
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ment/instruction Review nt’

Jocument No. Title or Subject

GENE 21A2040 Rev. | Cleaning and Cleaniiness
Control

CP&L AI-112 Rev. 5C Control of Materials in the
Spent Fuel Pool

Traveler Nos. BRACK-XX Installation of Bracket Clamps

Traveler Nos. MSHIM-XX Machining of Bolt Shims for
Upper Bolts in Shroud Repair
Brackets

Traveler Nos. MKEEP-XX Machining of Keepers for Upper
Bolts in the Shroud Repair
Brackets

The above travelers were reviewed for compieteness, adequacy in
controiling overall work progress, and quality control oversight.
The travelers govern the progression of work on the bracket
installation process. Various check lists, check points, hold
points, and measurements must be signed and verified at certain
stages prior to compietion of subsequent work steps. The
inspection of the above travelers found problems, as described
below, indicative of a lack of effective quality control oversight
on the repair process by GE.

. The "MEASUREMENT TOOL CHECK LIST" within the travelers for
BRACK-15 and BRACK-135 were not completed although work on
these brackets had been compieted two days prior to the
inspection. At the top of the check list sheets it is
clearly stated that all checks on the list must be compieted
prior to installation of the measurement tool in the reactor
vessel: however, none of the checks were signed and dated
although shim 3ap measurements for these two brackets had
been completed. The licensee and GE were informed of this
finding during the inspection. GE personnel stated that the
checks had been completed on December 5, 1993, during the
installation procedure, but the check list was not properiy
completed as required.

. The inspector identified a procedure step with a quality
control hold point not properiy signed in the traveler
MSHIM-15. Step 2B of the traveler requires that the shim be
properiy identified and the material heat numbers etched
prior to machining to the proper dimensions. This hold
point must be verified, signed, and dated by quality control
prior to compietion of subsequent steps of the traveier;
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however, the inspector found subsequent steps completed
without proper quality control signatures in Step 28B.

. The inspector reviewed the BRACK-105 traveler and found a
quality control check not properiy signed and dated in Step
4A. Step 4A required the upper bolts to be engaged in
accordance with the installation procedure. The step
included a hold point requiring verification by a designated
projects member and a quality control check. Although the
project’s hold point was properly signed and dated
November 28, 1993, the quality control check had not been
completed at the time of the inspection.

. The inspector reviewed traveler MSHIM-225 and found shim gap
measurement data within a subtier document. At the time, no
work had begun on installing the bracket at the 225° azimuth
of the shroud, but the subtier document (SPCS-01) to this
traveler had shim gap data entered in Steps | and 2. The
data was recorded on the sheet and the measurements were
subsequently verified and signed by quality control.
However, the data was for the measurements taken in
accordance with Sequence 4A for traveler MSHIM-315. The
contractor had inadvertently entered the information in the
incorrect traveler. The problem was brought to the
attention of the project manager responsible for work
activity on the repair procedure. The shim gap dimensions
were then transferred from SPCS-01 in traveler MSHIM-225 to
SPCS-01 of MSHIM-315.

Paragraph 10.5.1 within Section 10.0 of The General Electric
Quality Assurance Manual (QAM-001) requires in-process inspection
to be "performed and documented on the traveler, work package
and/or subtier documents...as appropriate to the inspection being
performed.” Paragraph 10.5.2 states, in part, that "No work shall
progress beyond an established hold point unti) inspected by
person organizationally responsible or having the authority for
establishing the hold point." The above examples of inadequate QC
oversight were reported to the licensee as violation 50-325/93-58-

01, "Failure to Provide Adequate QA/QC Oversight of Shroud Repair
Work Activities”.

The inspector’'s review of the above documents also revealed that
GE's engineering specifications and drawings did not have hand
written approval signatures on the face of the document.
Subsequent discussions with the 1icensee and review of data fur-
nished by GE revealed that as of May 25, 1993, GE no longer hand
signed these documents. The reason GE deviated from having the
approval signatures on the documents was that many of these
documents are now created using word processors or CAD systems.
Hand written signatures on these documents would require that the
document be printed in order to provide a signed copy. GE based
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)

their justification for deviation from standard practice, on ANSI

Stangard N45-2.9 which governs record authentication. Paragraph
3.2.1 of this document states:

"Documents shall be considered valid records only if stamped. or
initiaied, or signed and dated by authorized personnel or
otherwise authenticated. This authentication may take the form of
a statement by the responsible individual or organization. Hand
written signatures are not required if the document is clearly
identified as a statement by the reporting individual or

organization. These records may be originals or reproduced
copies.”

GE had initially stated in discussions with the inspector that
NRC's Office of Nuclear Reactor Regulations (NRR) had been
notified of their decision to use an alternate method for the
documentation of approval signatures which would be traceable to
the document in the field; however, efforts to produce
verification of this action were unsuccessful. The inspector’s
review of the alternate method used by GE revealed that it was a
good alternative method and therefore the inspector had no
technical bases to object to it’s use.

Prior to the start of the exit meeting with management on December
10, 1993, the inspector was informed by the resident inspector
that NRR had been notified of the inspector’s finding and that
they may not fully concur with GE’'s alternate wethod of procedure
appreval. When this item was discussed during the exit meeting
CPEL’s Vice President (BNP) committed to contact senior management
at GE and request that they resolve this issue with NRR. This
1ssue however was reported to the licensee as Unresolved Item 50-

325/93-58-03, "Concurrence for Alternate Method of Signing
Document Approvals”.

(Cbservation of Work Activities

On Oecember 6-7, 1993, the inspector observed repair activity on
the Brunswick Unit 1 Refueling Floor. The observed bracket
instillation activities in progress during the inspection
procteded according to the steps of the procedure. Two video
dispiays connected to cameras submerged within the vessel were
frequently monitored by the project shift supervisor to ensure the
activity progressed according to the installation procedure.
Discussions held with various personnel invelved in the repair
activity revealed that workers were knowledgeable of both the
overall repair process as well as the present stage of the work;
tools and other components brought into the work area were checked
and logged into the controlled area; and repair bracket components

were identified by at least two individuals prior to entry into
the work area.
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During the inspection, the inspector observed that all threaded
bolt surfaces were cnated with a lubricating grease prior to entry
into the vessel. The inspector questioned whether the grease,
O50YPSB Lubricant ("Never Seez"), was qualified for use in the
reactor vessel. GE personnel indicated that the lubricant is
commonly used in nuclear applications, however the can of grease
used for the installation process was not marked with a quality
control acceptance sticker. GE personnel questioned on the
absence of indication on the can stated that the lack of quality
control acceptance sticker had been overiooked by those involved
in the bracket installation process.

Paragraph 8.4.5 in Section 8.0 of the GE Quality Acceptance Manual
states, "The status of material or items shall be maintained by a
td49g1ng system in accordance with Section 14.0 of this Manual."
Paragraph 14.4.] states, in part, "After satisfactory receipt
inspection of material or items, acceptance is indicated by
application of a 'QC Accept’ sticker or tag..." The licensee’s
failure identify that materials in use during the installation
procedure were improperiy ‘dentified is an additional example of
violation 50-325/93-58-01.

At the request of the inspector, GE personnel demonstrated the
assembied configuration of the upper bolt joint using actual
components (i.e. bolt, washer, bracket, nut, and shim). The
physical configuration of the components was such that the curved
shroud surface directly contacts the flat surfaces of the bracket
in the lower joint and the washer in the upper joint. GE
personnel indicated that this was true, noting that the curvature
of the shroud surface was minimal. The inspector recognized that
although the curvature was slight it could have an impact on the
resul*ant preload in the shroud bracket boits. The inspector
requested the qualification procedures for the hydraulic
tensioners so that an independent assessment could be made to
ensure that required boit preloads were obtained on the bracket
bolts during the installation process.

In order to assure the adequacy of the installation procedure used
at the Brunswick site, GE had performed two qualification tests.
GE test procedure 81-SR/SCI-QUAL-002, Rev. 0, attempted to
quantify the resultant preload on the joint boit following
pretensioning the boit and torguing the nut. Test procedure
B1-SR/SCI-QUAL-004, Rev. 0, assessed the viability of the
installation procedures used to install the repair brackets on the

Unit 1 core shroud. All testing was conducted at GE’s facility in
San Jose, California.

The inspector’s review of test procedure B1-SR/SCI-QUAL-004,

Rev. 0, revealed the environment for the test closelv simulated
the actual conditions which wouid exist during the installation of
the shroud brackets at the Brunswick site. The testing verified
the process of tightening the nuts on the bracket boits to obtain
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consistent boit preloads. The initial review of the test
procedure indicated that the methodology employed in the bracket
installation procedure (B1-SR/SCI-001, Rev. 3) would ensure that
minimum design bolt preloads are obtained.

The inspector’s review of test procedure B1-SR/SCI-QUAL-002,

Rev. 0, which was used to qualify the hydraulic tensioning devices
revealed that the test utilized an improperiy calibraied
instrument and was not conducted in a manner consistent with the
prerequisites of the procedure.

The purpose of the test was to accurately quantify the resultant
bolt preload for the upper and lower bolts installed on the shroud
bracket. The bolts are pretensioned during the installation
process using hydraulic tensioners. The data for the resultant
bolt pre-loads following pretensioning the bolt and tightening the
nut was recorded in the procedure. Bolts installed on a fixture
were loaded in tension using the tensioners; the nut was tightened
to a specified torque and the tension released; and the final
residual compression as measured on a load cell within the fixture
was recorded. Several iterations of tensioning the bolt and

torquing the nut were necessary to obtain consistent compressive
bolt pre-loads.

The Toad cell used in the test fixture was supplied by
International Scientific Research. The rated capacity as
specified by the vendor is 150,000 pounds in compression. United
Calibration Corporation calibrated the Toad cell to 150,000 pounds
on November 9, 1993, in accordance with procedures which conform
to MIL-STD-45662A and ASTM E-74. The load cel)l was found to be
accurate within one percent throughout the range of calibration.

The tensioner test procedure specified that the bolt in the test
fixture was to be incrementally loaded using a hydraulic
tensioner. Hydraulic pressure to the tensioners was measured on a
calibrated pressure gage. The pressure gage was calibrated by
Simco Electronics in accordance with NIST standards on November
12, 1993. The calibration range for the gage was 0 to 15,000 psig
with an accuracy of t2 percent over the entire range.

As required by the procedure, the 2.50 inch upper bolts were
incrementalily loaded to 175,000 pounds in tension; the 2.75 inch
lower bolts were similarly tensicned in excess of 250,000 pounds.
The upper load limits for both tests were in excess of the
capacity and range of calibration for the load cell. Compressive
load values, as measured on the load cell located in the bolted
Joint, were recorded on test data sheets for each bolt size.

Numerous load data recorded on these sheets exceeded the range of
calibration for the load cell.
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Section 2.0, of procedure Bl-SR/SCI-QUAL-002, Rev. 0, specifies
that the tensioners are to be tested to determine the resultant
Joint bolt preload on a fixture using a calibrated load cell.
Paragraphs 5.9 and 6.8 within the test procedure clearly state the
load cell will go out of its calibrated range. The use of the
load cell during testing beyond its range of caiibration is
identified as the first example of violation 50-325/93-58-02,

"Engineering Discrepancies in Determining Bolt Preload on Unit 1
Shroud”.

The inspector identified an additional problem associated with
test procedure B1-SR/SCI-QUAL-002, Rev. 0. The purpose of the
test as specified in Section 2.0 was to determine the resultant
bolt preload on the joint bolt. The resultant preload on a bolt
is a function of the physical characteristics of both the bolt and
the components of the bolted connection. However, the test
fixture used in the testing was not adequately representative of
the actual bolted joint for an installed shroud bracket. The
bolted joints of the bracket installed on the shroud have flat
surfaces which contact the curved surfaces of the shroud. In
addition, the force of the preloaded bolts carried by the Joint in
an installed bracket is transferred through sections of reduced
area. The fixture utilized in the test procedure failed to
simulate these conditions.

The 2.50 inch bolts installed on the upper shroud section mate the
surfaces of the shroud, a 0.25 inch thick washer surface, a shim,
and the bracket. The curved surface of the shroud directly
contacts the relatively thin surface of the flat washer. The 2.75
inch boits on the lower shroud section compress the curved shroud
against the flat surfaces of the bracket. The test fixture to
determine the resultant bolt preload consists of a flat plate and
a load cell. The flat plate was intended to simulate only the
thickness of the bolted joint in conjunction with the load cell in
the fixture. Thus, the effects resulting from the mating of

curved and flat surfaces was unaccounted for in the test
procedure.

The washer and shim installed in the upper boit joints of the
bracket have a relatively small surface area over which the
compressive lcad is carried. The inner washer surface is in
centact with the curved shroud surface. A visual inspection of a
preloaded bolt installed on the test mock-up of the core shroud
revealed that the entire surface of the washer does not mate flush
with the shroud surface. The curvature of the shroud permits
contact between the outer shroud surfice and the washer along a
vertical axis perpendicular to the bolted joint. The outer washer
surface away from the core skroud is in contact with a shim. The
load bearing surface of the shim is also low due to its U-shaped
configuration. The resultant preload in the bolt is dependent on



10

the Toad carrying surface area of the joint. The fixture used in
the test procedure did not attempt to model the complexities in
load bearing surfaces evident in the actual bolted connection.

Section 3.0, of procedure Bl-SR/SCI-QUAL-002, Rev. 0, states,
"Equipment to be qualified will be of the same configuration to be
used at the site and as described in this procedure.” The
inspector interpreted "the equipment” as the bolt, the components
of the bolted joint, and the hydraulic tensioner as utilized
during the actual installation process. The tests to determine
the resuitant bolt preload failed to model the dimensional
characteristics of the bolted joint as specified by the procedure.
This failure to adhere to procedure is identified as the second
exampie of violation 50-325/93-58-02.

The inspector’s review of qualification procedures for installing
brackets and tensioning boits to obtain the required prelvad found
that the process did not ensure that the maximum design boit pre-
loads were not exceeded during the installation process. The
licensee agreed at the initial exit interview held on December 10,
1993, to supply the inspector with additionz] information to
clarify preloads on previously installed shroud bracket bolts.

In response to the inspector’s concerns, GE conducted a series of
tests on December 11-12, 1993, in an attempt to quantify the bolt
preioad. These test were also witness by an NRC inspector on site
at the time. In these tests, a 300,000 pound capacity calibrated
load cell was used to measure bolt preload. The load ceil was
connected to a microprocessor which the licensee stated indicated
the pressure (load) acting on the load cell in pounds, divided by
ten. The inspector question the licensee regarding how they knew
to use a multiplication factor of ten. The licensee stated that
this was the factor usad in previous testing. The inspector also
noted that the load cell was indicating a reading (load) of
negative 5000 pounds when the load cell was in an unloaded
condition. The inspector questioned this reading and was informed
that at zero load, the load cell data was spurious.

The initial onsite test was started on the 2.5 inch diameter upper
shroud bolts. However, the test was st-pped after two data points
were obtained because the new data did not agree with the San Jose
data. After the test was terminated, the inspector question the
Ticensee and GE engineers regarding the use of the test equipment
and the adequacy of the test procedure. These questions disclosed
the following problems:

(1) The electrical digital meter to display load cell output had
not been calibrated in conjunction with the load cell. The
licensee assumed it had been.
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(2) The licensee had no instructions for operating and/or
reading the microprocessor. The licensee also had no
instructions, i.e. wiring diagram, to verify the

microprocessor had been properiy connected to the load cell
at the test site.

(3) Licensee and GE engineers were not familiar with operation

of the Toad cell, its operating characteristic, or the
Timitation of the equipment.

The licensee was notified that failure to calibrate the
microprocessor was another exampie of violation 50-325/93-58-02.

After the initial test was terminated, the test procedure was
revised to provide for reading the load cell output using a cali-
brated voltmeter. The load cell output which is read in
miilivoits, was converted to pounds using the calibration data.
The 1nspector witnessed several additional tests performed on
bolts installed in the mock-up. The test data was erratic.
However, the data provided some confirmation of the San Jose test,
but indicated that because of the curvature of the mock-up, the
load cell readings were questionable.

At the Ticensee’s request, a meeting was held in the NRC Region I
office on Decemper 13, 1993. Representatives from CP&L requested
the meeting to present results from the shroud bolt testing
conducted on December 11-12, 1993, Preliminary results from the
testing indicated that the installed bolt preloads were higher
than previously anticipated. Test results for the upper bolts
were at or slightly higher than the design 1imit for bolt preload.
Lower bolt data was not available at the time of the meeting.
Since the early indications revealed bolt preloads were too high,
the licensee had requested that General Electric provide the
maximum allowable 1imit for the bolts should the design limits
need revision. The licensee stated in the meeting that the iimits
could be extended to 124,000 pounds and 163,000 pounds for the
upper and Tower joint bolts, respectively. It was also stated in
the meeting that anomalous lcad cell readings were recorded during
the testing. The abnormalities were believed to be caused by
asymmetric loading on the load cell.

The licensee and NRC restated all inspection findings discussed in
the exit interview held on December 10, 1993, to ensure common
agr-~"ent. The inspector committed to return to the site to

verify the recently obtained test data and review the revised
qualification procedures.

The inspector returned to the Brunswick site on December 15, 1993.
CP&L personnel responsible for oversight of the testing presented
the resuits from recent testing to the inspector. The licensee
explained the complications involved with incorporating the load
cell within the test fixture to measure the resultant preload.
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Test results were presented which indicated that asymmetric
loading of the load cell could lead to significant inaccuracies in
computing resuitant preload when directly using load cell output.
In Tight of this discussion the inspector verified by independent
calculation the accuracy of the origin’’ load cell data recorded
in GE test procedure Bl-SR/SCI-QUAL-002, Rev. 0. Using the
readings of hydraulic pressure to the tensioner the applied load
can be determined. Load cell data recorded on the test data
sheets was compared with calculated tensioner load based on the
hydraulic pressure. The comparison revealed that the load cell
readings contained considerable error throughout the entire test
range. These errors were caused not by the overloading of the
load cell nor by inaccuracies in reading tensioner hydraulic
pressure but by incorporating the load cell into a test setup
which produced erreoreous readings. Subsequent testing confirmed
that the 'oad cell could not be loaded in a manner as was done in
the initial testing. In light of this discovery the inspector
notified the licensee that the minimum bolt preload on the
installed shroud bracket bolts may not be met as was stated

previously in the initial exit interview held on December 10,
1993.

GE and the licensee then developed an alternative technique to
measure bolt preload. General Electric procedure B1-SR/VT-002,
Rev. 0, provided a method to quantify preloads based on calcu-
lating an elastic stiffness for a bolt and then subsequently

measuring the eiongation of the installed bolt. The resultant

preload could then be computed by multipiying the bol* stiffness
and elongation.

The inspector reviewed the procedure and witnessed testing on
December 18, 1993. A)] instruments, tools. and gages used in the
test were properiy calibrated. The methodology used to derive the
bolt preload was discussed with GE and the licensee and found to
be acceptable.

Since past test results were influenced by asymmetric compression
of the load cell, GE developed an alternative method to use the
load cell output for load measurements. The inspector requested
the licensee submit information to review this approach to compute
the resultant bolt loading. A submittal dated December 28, 1993,
was reviewed by the inspector Justifying the use of load cell
readings as was done in test procedure B1-SR/VT-002, Rev. 0. The

methodology employed to calculate the resultant Joint compressive
load was found to be acceptable.

GE performed two tests to quantify the bolt preloads, one test for
the upper bolts and another for the lower bolts. Due to the
repeatability of results demonstrated in previous testing
witnessed by the inspector this approach was acceptable. The
results of the testing confirmed that the preloads on the
installed Tower bolts were not within the required design limits.
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The Tower bolt preloads were found to be in excess of the upper
design compressive foad limit by approximately 20,000 pounds. The
measured preicad for an upper bolt was within the required design
range; however, the margin between the measured preload and the
upper design 1imit was insufficient to ensure that the bolts had
not been installed above the design limits. The licensee had
previously indicated during the meeting heid in Atlanta, Georgia,
on December 13, 1993, that the upper design limits for bolt
preioad could be raised from their current values. In light of
the test results, the inspector requested that the design preioads

be modified to account for higher than anticipated preloads on the
installed bolts.

As a result of the problems with the qualification test procedures
encountered early in the inspection and the fact that the
modification stress report (GE-NE-523-143-1093) stated that
thermal stresses were neglected in the design analysis prompted
the inspector to perform an independent calculation of bolt
thermal stresses and their effects in conjunction with preload
stresses. The calculations revealed that the thermal expansion
mismatch between the bolts and the shroud/bracket assembly will
elevate tensile stresses in the bolt by approximately fifteen
percent. On December 16, 1993, the inspector asked the licensee
to supply additional information regarding the impact of thermal
stresses induced in the bracket bolts. The inspector reviewed the

analysis dated December 17, 1993, which confirmed the calculations
on thermal stresses.

The licensee submitted a response to the NRC dated December 28,
1993, which revised the upper design bolt preload limits. The
inspector reviewed the licensee’s calculations which, contrary to
the statement within the stress report, did include the effects
from thermal stresses. The inspector identified one inconsistency
in the analysis which over estimated the amount of stress
relaxation in the boits after installation. NRR will further
review the licensee’s submittal to revise the design 1imits and
determine the acceptability of their methodology.

Review of Completed Documentation

The inspector reviewed completed records for the activities listed
below to ascertain whether the documentation met regulatory
requirements and licensee commitments.

a. Welder operator gqualification tests were reviewed for
welders that would perform the underwater tack welding of
the keepers on the shroud bolts. The welding procedure
specification (WPS) followed by the welders during the
welding of the test coupons was UW-B.8.10-W. Six coupons
were welded by each welder. The coupoms were subseguently
load tested until failure. The test results for all four
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weiders met the drawing requirement of 2,000 pounds minimum
and 12,000 pounds maximum load. The welders qualified were:
G.S.M, L.R.R, R.J.S, and C.H.R .

The Certified Material Test Reports (CMTR) for materials
used in the bracket repair of the Unit ] reactor vessel
shroud were reviewed by the inspector. These materials
consist of the brackets (heat nos. 24319 and 24313), the
bolts and nuts (heat no. 9E7474) and the shims and washers
(heat no. 500910). GE reported a deviation to their design
specification (ES0YP20 Rev.4) in that the 304L stainless
steel forging material used for the core shroud modification
brackets failed the sensitization test criteria. The test
method (ASTM A262, "Standard Practice for Detecting
Susceptibility to Intergranular Attack in Austenitic
Stainless Steeis," Practice A) uses an oxalic acid etch to
chemically attack and dissolve precipitates at the grain
boundaries. This standard accepts material uniess a 100
percent linear ditching of any one grain boundary is found
in a sample. The GE design specification {or sensitization
testing rejects a heat of material if greater than 5 percent
linear ditching is observed. The analysis uf the bracket
material resulted in ditching of 71, 70, and 29 percent.

The GE and CP&L technical position was to re-anneal the
material with special controls on the heat treatment in an
attempt to bring the material back intc conformance with the
specification requirements. These efforts however, failed
to achieve the desired results in that, again each sample
from the re-annealed block failed the acceptance criteria.

GE and CP&L then decided to test samples of the material in
accordance with the more precise standard Practice £ (ASTM
A26Z). The standard Practice E involves immersing samples
in suifuric acid and copper sulfate for 24 hours followed by
a 180 degrees bend test (the bend radius equal to the sample
thickness), and a visual examination for intergranular
cracking, fissures, or "orange peel" effects. All of the
nine (9) samples passed the standard Practice £ test, which
was done on coupons from each heat of material from the
original heat treatment.

The inspector reviewed CP&L evaluation of the material
deviation NED-B-5263, "Resolution of Material Deviation to
304L Stainless Steri Forgings". This evaluation concluded
that; since each heat of material passed the standard ASTM
A262, Practice £ test, the material was acceptable. In
addition, no welding would be done on the bracket that could
thermally sensitize the bracket material, and compressive
stresses will exist when the bracket is loaded during normal
operation, and a crack cannot propagate in a compressive
stress field. Therefore, intergranular stress corrosion
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cracking of the bracket material is not a concern because
the material has been demonstrated to be resistant to
intergranular attack (<0.02 carbon, and passes the ASTM
A262, Practice E test) and tensile stresses are not high
enough in the brackets to initiate cracking.

Within the areas examined, no violations or deviations were
identified except as noted in paragraphs 2.(1) and 2.(2) above.

B. Independent Review of Jet Pump Tensioning Activities

Ouring the present refueling outage for Brunswick Nuclear Plant
Unit 1, the licensee had also scheduled to replace the jet pump
hold down beams in response to recently identified IGSCC probiems
encountered at other BWRs. These boits which hold the beams in
place are tensioned in a manner which is similar to the process
for installing the boits on the shroud bracket. As a result of
the problems identified during the inspection regarding the
qualification of the hydraulic tensioner and installed bolt
preloads on the repair bracket bolts, the licensee was asked to
submit information regarding the qualification procedure for the
hydraulic tensioners used to tension jet pump hold down beams.
The inspector reviewed the licensee submittal dated December 28,
1993. The qualification process for these tensioning devices used
acceptable methods which assure that adequate design preloads are
met during the installation process. The inspector found the

qualification procedure for the jet pump hold down beam
acceptable.

Exit Interview

The inspection scope and results were summarized on December 10, 1993,
with those persons indicated in paragraph 1. The inspector described
the areas inspected and discussed in detail the inspection resuits
listed below. At the licensee’s request of December 10, a second
meeting was held in the Region II NRC office in Atlanta, Georgia, on
December 13, 1993. At the meeting, the licensee presented preliminary
results of recent tests conducted in response to NRC concerns presented
in the initial exit interview. In addition, the inspection issues were
restated by both the licensee and the inspector to assure agreement
between the two parties. The inspector agreed to return to the
Brunswick site on December 15, 1993. Qualification testing to resolve
test procedure concerns raised in the initial inspection was observed by
the inspector on December 18. A final exit interview was held on
December 18, 1993. The licensee committed to furnish the inspector with
additional information regarding several inspection issues discussed in
the body of this report. A1l documents have been received, reviewed,
and found to be satisfactory by the inspector. Although reviewed during
this inspection, proprietary information is not contained in this
report. Dissenting comments were not received from the licensee.
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(Open) Violation No. 50-325/93-58-01, "Failure to Provide Adequate QA/QC
Oversight of Shroud Repair Work Activities®, paragraph 2.A.(1)

(Open) Violation No. 50-325/93-58-02, "Engineering Discrepancies in
Determining Bolt Preload on Unit 1 Shroud", paragraph 2.A.(2)

(Open) Unresoived Item No. 50-325/93-58-03, "Concurrence for Alternate
Method of Signing Document Approvals”, paragraph 2.A.(1)

Acronyms and Initialisms

ANST - American National Standards Institute

ASME - American Society of Mechanical Engineers
ASTM - American Society for Testing and Materials
BNP - Brunswick Nuclear Plant

BWR - Boiling Water Reactor

CAD - Computer Aided Design

CFR - Code of Federal Regulations

CMTR - Crrtified Material Test Report

CP&L - .arolina Power and Light Company

oI - “inal Dispositior Instruction

[GSCC- Inicrgranular Stress Corrosion Cracking

GE - General Electric

GENE - General Electric Nuclear Energy

MIL - Military

NAD - Nuclear Assessment Department

NED - Nuclear Engineering Department

NIST - National Institute of Standards and Technology
No. - Number

Nos. - Numbers

NRC - Nuclear Regulatory Commission

NRR - Nuciear Reactor Regulations

0A . Quality Assurance

0AM - Quality Assurance Manual

Qc - Quality Control

QUAL - Qualification

Rev. - Revision

RICSIL Rapid Information Communication Service Information Letter
STD - Standard

WPS - Weld Procedure Specification
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Jocket Nos. 50-325. 50-324
-1cense Nos. OPR-71., DPR-62

.arolina Power ang Light Company
ATTN: ™r. R. A. Anderson

Vice President
Srunswick Steam Electric Plant
P. 0. Box 10429
Southport, NC 28461

Gentlemen:

SUBJECT: NOTICE OF VIOLATION
NRC INSPECTION REPORT NOS. 0-325/94-01 AND 50-324/94-0])

This refers to the 'nspection conductedq by £. 0. Testa of this office on
January 3-7, 1994 and the Inspection conducted by D.B. Forbes of this office
on January 21-25, 1994. The inspection included a review of activities
authorized for your Brunswick facility. At the conciusion of the inspection,

the findings were discussed with those members of your staff identified in the
enclosed report.

Areas examined during the inspection are identified i1n the report. Within
these areas, the inspection consisted of selective examinations of procedures

ang representative records. interviews with personnel. and observation of
activities in progress.,

2ased on the resuits of this 1nspection.
t0 be 1n violation of NRC reguirements.

/iolation (Notice). These violations ar
establish adequate procedures for person
fatlure to perform adequate radiological
exposure of personnel to radiological and

certain of vour activities appeared
as specified 1n the enciosea Notice of
e of concern because failure to
nei performing radiological work and
surveys may result in unneccessary
other hazardous conditions.

fou are required to respond to this letter and should follow the instructions

specified in the enclosed Notice when preparing your response. In your
résponse. you should document the specific actions taken and any additional
actions you pian to prevent recurrence. After reviewing your response to this
Notice, including your proposed corrective actions and the resuits of future
'nspections, the NRC will determine whether further NRC enforcement action 1s
necessary to ensure compliance with NRC reguiatory requirements.

In accordance with 10 CFR 2.790(a), a copy of this letter and its enclosure
will be placea in the NRC Public Document Room.
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The responses directed by this letter ana the enciosed Notice are not subject
‘0 the clearance procedures of the Office of Management anag Budget is required
oy the Paperwork Reduction Act of 1980. Pub. L. No. 96-511.

chouid you have any questions concerning this letter. please contact us.

Sincereiy,

William €. Cline. Chief

Radiological Protection and
Emergency Preparedness Brancn

Division of Radiation Safety
ina Safeguards

nciosures:
| Notice of Violation
2. NRC Inspection Report

cc w/encls:

H. W. Habermeyer, Jr.

Vice President

Nuciear Services Department
Carolina Power & Light Company
P. 0. Box 1551 - Mail OHS7
Raleigh, NC 27602

J. M. Brown

Plant Manager Unit |

Srunswick Steam Electric Plant
°. 0. Box 10429

southport, NC 28461

C. C. Warren

Plant Manager Unit 2

Brunswick Steam Electric Plant
?. 0. Box 10429

Southport, NC 28461

Mark S. Calvert

Assocrate General Counsel
Larolina Power and Light Company
P. 0. Box 1551

Raleigh, NC 27602

cc w/encis: (Cont‘d on page 3)
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cc w/encis: cont’d)
“elly Hoiden. Chairman
Zoara of Commissioners
?. 0. Box 249

So0livia. NC 28422

Jayne H. Brown. Director

Oivision of Radiation Protection

N. C. Department of Environment.
Lommerce & Natural Resources

P. 0. Box 27687

Raleigh, NC 27611-7687

Karen £. Long

Assistant Attorney General
State of North Caroiina

?. 0, Box 629

“alevan. NC 27602

Robert P. Gruber
Executive Director
Public Staff - NCUC

P. 0. Box 29520
Raleigh, NC 27626-0520

Public Service Commission
State of South Caroiina
P. 0. Box 11649

Columbra, SC 29211

bee w/encls:

Jocument Controi Desk
4. Christensen. RII
?. Milano, NRR

NRC Resident Inspector

U.S. Nuclear Regulatory Commission
Star Route 1, Box 208
Southport, NC 28461

RI1:DRSS R11:DRSS Ril;DRSS RH :DRSS
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ENCLOSURE !

NOTICE OF VIOLATION

-arolina Power ang Light Company

Jocket Nos. £0-325 ang 50-324
srunswick Nuclear Plant

.icense Nos. OPR-71 ang OPR-&2

Juring an NRC inspection conaucted on January 21-25. 1994,
requirements were 1dentified. 'n accoraance with the

Policy and Procedure for NRC Enforcement Actions,"”
below:

vioiations of NRC
‘Generai Statement of
the violations are listed

A. Technical Specification 6.8.1 requires that written procedures shall be
established. impiemented. dnd maintained covering the activities
recommended in Appendix A. Paragraph G. 'Procedures for Control of
Radioactivity" of Reguiatory Guide |.23. dated Novemper [972.

-ontrary to the above. on January |9, 1994, tne I1censee failed to
establish and provide an adequate Procegure(s) specifying engineering
ang work controls necessary to effectively controi radioactivity

commensurate with the nazards of the specific work evelution being
performed in the Unit | Reactor Cavity area.

This is a Severity Level IV violation (Suppiement V).

B. 10 CFR 20.1501(a) requires each licensee shall make or cause to be made,
surveys that (2) are reasonable under the circumstances to evaluate
(11) Concentrations or quantities of radioactive material and (ii1) The
potential radiological hazargs that could be present.

Lontrary to the above. on January 19, 1994, during performance of work
n the Unit | Reactor Cavity area. the licensee failed to perform
idequate surveys to evaluate the potential radiological hazaras that
could be present from unknown concentrations or quantities of airborne
ragioactivity that existed in areas of the Unit | Reactor Building not
evaluated or established for the control of airborne radioactivity,

This 15 a Severity [evel [V violation (Suppiement 1V).

Pursuant to the provisions of 10 CFR 2.201, Carolina Power and Light Company
15 hereby required to submit a written statement or explanation to the U.S.
Nuclear Reguiatory Commission. ATIN:  Document Controi Desk, Washington, D.C.
20555 with a copy to the Regional Administrator. Region II, and a copy to the
NRC Resident I[nspector at the facility that is the subject of this Notice,
within 30 days of the date of the letter transmitting this Notice of Viclation
(Noticej. This reply shouid be clearly marked as a ‘Reply to a Notice of
Violation" and should include for each violation: (1) the reason for the
violation, or, if contested, the basis for disputing the violation, (2) the
corrective steps that have been taken and the resuits achieved. (3) the
corrective steps that will be taken to avoid further violations, and (4) the
date when full compiiance will be achieved. If an adequate reply is not

~4443159137



.aroiina Power ana Light Company 2 Jocket Nos. 50-325 ang $0-324
Srunswick Nuclear Plant .icense Nos. DPR-71 ang OPR-52

"eceived within the time specified 1n this Notice. an oraer or Demana for
‘nformation may be 1ssued as to wny the license snouid not be modifieq.

-uspenaed. or revoked. or wny such other action as may be proper snould not be
‘aken. 4here good cause 1c shown, consideration wiil be given 1o extending
the response time.

Dated at Arlanta, Georgra
this‘lﬂj“‘hy of g /> 1994
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Facilities Radiation Protection Section
Radiologica' Protection and Emergency Prepared
Oivision e¢* Hagiation Safety ana Safequaras

SUMMARY
Scope:

This routine, unannounced inspection of the licensee’ s rad
program invoived a review of heaith physics (HP) activitie
organization and staffing; training and quaiifications: in
exposure controis: control of radioactive material: ALARA:
appraisals and changes to the program since t

In aodition to the routine inspection performed, a reactiv

ate’ Signea

ness Branch

iation controi (RC)
s inciuding
ternal and external
audits and

he last inspection.

e inspection reiated

t0 an 1nadvertent spread of contamination was conducted and details of this

reactive inspection are included in this report

Resuits:

Basea on observations, interviews with licensee management
personnei from station departments. and records review, th
the licensee s program for occupational radiation safety w

Y155

, supervision,
e 1nspector found
as functioning



idequately to protect the heaith ana safety of the ragiation workers .
.MOrovements were noted in the piant bhysical appearance. Painting ang floor
resurracing continued in Unit 1. The inspector noted a positive attitude of
‘he neaith physics workers ang consiagers this a program strength. The ALARA
Jrogram was successfully working to reduce personnei exposure and reduce out
)f core radiation source terms. The successful clean-up of the Reactor Water
-leanup (RWCU) Phase Separator Room Using robots was noted as a practical
POSItive demonstration of the ALARA program. The inspector noted the neaith
pnysics chalienges associated with Unit | start-up, Unit 2 refueiing and ALARA
challenges associated with resumption of hydrogen water chemistry. [n the
ireas nspected. two violations were identified. One violation was identified
as a fatlure to establish ddequate procedure(s) specifying engineering ang
wOrk controls necessary to effectively controi radioiogical work as required
by Technical Specification 6.8.1. (Paragraph 8.). A second violation was
'dent1fied as a violation of 10 CFR ZO.ISOl(a)(Z)(ii)(iii) for failure to
perform adequate surveys to evaluate the cencentrations or guantities of

fadioactive material: and the potential radiological hazards that could be
cresent (Paragraph 8.).
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REPORT DETAILS

Jarsons Contacted
icensee Empiovees

~K. Ahern. Manager. Work Controi

-L. Aielle. Generai flectric

«*R. Anderson, Vice President, Brunswick Nuclear Plant
~*H. Beane, Manager. Quaiity Control

+M. Braaley, Manager, Nuciear Assessment Department
+*J. Cowan, Plant Manager. Unit |

+*J]. Ferguson, Manager, ALARA

+R. Grazio, Manager. Nuclear Engineering Department

*J. Harness, Manager, Nuclear Assessment Department

~J. Heffley, Maintenance Manager. Unit ?

~G. Hicks, Manager. Training

-*G. Honma. Manager. ~icensing

-*T. Jones. Senior Specialist [nvestigator
+*W. Levis, Manager, Requiatory Affairs

*G. Miller. Manager, Technical Support
+*C. Robertson, Manager. fnvironmental ang Radiation Control
+*R. Smith, Manager, Radiation Controi

+5. Tabor, Senior Specialist Investigator

«J. Titringten, Operations Manager, Unit 2
+*P. Snead, Corporate Director, Radwaste and Environmental
+*C. Warren, Manager. Unit ?

+G. Warriner, Manager, Control and Administration

+K. Williamson, Manager, “uclear Engineering Department

Other licensee empioyees contacted included engineers. technicians

. and
office personnel.

Nuclear Reguiatory Commission
+*R. Prevatte. Senior Resident Inspector

*Attended January 7, 1994 Exit Meeting
*Attended January 25, 1994 fxit Meeting

Organization and Staffing (83750)

The inspector reviewed and discussed with licensee representatives
changes made to the Radiation Control (RC) organization since the last
inspection of this area conducted October 4-8, 1993, and documented in
[nspection Report (IR) 50-325/93-46 and 50-324/93-46. As 3 result of
realignment of corporate support. the site added several new positions.
Two Senior Specialists have been added. one specialist to coordinate
training for the Environmental and Radiatior Contr~| (E&RC) Staff and
the other to provide professional support for the health physics (HP)
program. These positions have been filled by former corporate support
personnel. Seven additional RC technicians positions have been added and
three have been filled. One additional RC Supervisor has been added to
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-upervise the seven addrtional tachmicians. At the time of the
‘NSPection the seiection process for this position was 1n progress,
“anager. Radiation Controj was in the process of transferring to the
-orporate office and his SUccessor nad been appointed at the conciusion

>f this nspection. The E4RC Unit pérmanent approved staffing jevej was
.20 personnei .

One

The licensee continued to maintain an éxperienced core technician staff
of junior and semior technicians. The technician staff included senior
technicians. jumior technicians. and HP clerks. The 1nspector noted a
positive worker attitude ang considered this to be a program strength,

Based on discussions with Ticensee representatives and observations of
activities in progress. no concerns were 1dentified regarding the
licensee’'s organization ana staffing. The staffing level appeared
idequate to support the activities associated with the operation of one

iN1t ana the ongoing and plannea activities for start-up of the other
init.

No violations or deviations were 'dentified in this area.

Self Assessment Programs (83750)
a. Quality Assurance (QA) Audits

The 1nspector reviewed the Ticensee's seif assessment program for
ident1fication and correction of radiological deficiencies. Since
the last NRC inspection of this area in May 1993, one QA auait
related to the Environmental ang Radiation Control function had
been performed by the Nuciear Assessment Department (NAD): Report
File Number S8-ERC-9301. conducted November 29 through Decemper 7,
1993. The 1inspector reviewed the auait report ang discussed
selected findings with licensee staff personnei. The auait
ibpeared adequate 'n scope to address the major program areas and
'nciuded procedure ang documentation review and field evaluations.
Ouring the course of this audit the licensee 0A auditors reviewed
documents to include: Plant Operating Procedures, the Radiation
Control and Protection Manuai, Technical Specifications. and the
Off-Site Dose Calculation Manual. The NAD Team interviewed
management personrel . supervisors, and technicians. The 0A
duditors reportedly conducted a tour of all accessible areas of
the RCA, offices, facilities, and laboratories observing
housekeeping, chemical control, material condition. work on the
Unit 1| Refueiing Floor, preparation of raagioactive shipments,
performance of radicactive surveys and anailyzing sampies. ALARA
practices, use of dosimetry, Radiation Work Permit (RWP)
practices. posting of areas. and dose rate information.
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The QA audit der (- “<ng the weaknesses to be 1ssues that require
management atter.ion and interaepartmental cooperation. "he QA
dud1t addresse. the current actions currently being

G deveioped ang
mpiemented v.th the WP Supervisor. The audit also giscussed

corrective -.tions which had been 'mpiemented to ciose
'ssues/findinas 1dentified during previous audits.

The 1nspector reviewed the findings of a Site Investigation Team
(SIT) which was establishea Lo investigate the root causes of the
contamination event discussed in Paragraph 8 which resuited in an
'naavertant spread of contamination. The inspector reviewed the

SIT findings for 1icensee seif-assessment of root cause analysis
which appeared to pe a program strength.

5. Radiological Awareness Reports (RARs)

The 1nspector also reviewed seiected RARs for (993, “hese nciuded
proceaurai vioiations. Radiation Work Permit (RWP) vioiations. and
poOr work practices resuiting 1n personnel and/or area
contamination. Ouring reviews of the selected RARs, the inspector
noted thorough investigations. appropriate and comprenensive

corrective actions, as weil as visibility with the responsible
department manager. .

In general, the inspector found the licensee’'s Self Assessment
Program to be adequate for self-identification of radiological

findings. In addition. corrective action to findings noted were
accomplished in a timeiy manner.

No violations or deviations were identified in this area.

?lanning and Preparation (83750)

The 1nspector discussed with |icensee representatives the planning and
preparation for the expected restart of Unit | which inciuded HP
staffing, training, equipmen, duse reduction methods to be empioyed,
decontamination efforts, radwasta raduction and work scope sequencing.

The inspector also discussed the planning and preparation for the
upcoming Unit 2 refueling outage.

The licensee has a pian to transport several more rail care of spent
fuel prior to the end of the calendar year. The Inspector reviewed the

radgiation surveys on two rail cars used for shipment in December and
found no problems.

In general, the inspector did not determine problems with planning and

preparation with exception to the pianning for Unit |, Cavity Seal Ring
work, as discussed in Paragraph 8.

No violations or devi:: ions were identified in thisg area,



adi1ation Protection aining (83750
FR 19.12 reguires. ir part. that the censee instruct

1T'viduals workiIng n or trequenting any portion or a "estricted area

the nealth protection sPects associrated with €Xposure to ragdioactive
naterial or radiation: in pPrecautions or procedures to minimize
=Xposure: 1n the purpose and runction of protection devices empioyed: in
the appliicabie provisions of the Commission requiations n the
naiviauai’'s responsib ties nd 1n the avarliability of radiation
exposure data.
né nspector discussed with training representatives the Health

Physics
TNUING training is
th Physics ontinuing

HP personnel. The training

ntinuing Training rrogram and determined that cont
ongucted quarteriy The inspector attended a Heal
‘raining Session which was mandatory for all

ai
€S570n was interactive and addressed 1S5ues of substance. The training
nstructor solicited feeaback from the students ana discussed feedback

scu
rom Pprevious sessions ne Radiation Protection Manager ang his
Jpervisory staff also attended the Lraining sessions. The inspector
eviewead the student handouts ang licensee Tesson plan TP-RR934AB-]
evision O which was used by the 'nStructor in the training session.
The training was five hours ir th and inciuded the following
bjectives:

1 leng
.ontrast the old RWP philosophy methodology to the new RWP
:na?osoonV'metncccchy_

Jiscuss the HP technician.

supervisor, and planner
responsibilities in

the planning package process

[dentify the 10CFR20 requirements for access controi of High
adiation Areas (HRAs)

3

JesCribe acceptable methogs for

-

'mpiementation of access controi
or HRAS ana Very High Radiation Areas VHRAs ) described in
Reguiatory Guide 8.38.

Describe the BSEP diternate method fo
jescribed in licensee Technical

r controlling
)
10 CFR 20.1008.

pecification (TS

Identify the reguirements for control and

support of site
ragiography activities

' accordance with EARC-0290. including:

Josimetry

Personne| Monitoring
Postings
Communication

In follow-up to the training observed and the ¢
Jiscussed in Paragraph 8.

HP personnel for workers

ontamination event
the inspector observedq briefings conducted Dy

Prior to entering the radiologicaily controlled
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area (RCA) for work evolutions which requireq pre-
Joservea a priefing conaucted for workers continul
"ollowing the contamination event. The briefings
-Urrent ragiation surveys with empna
#a111Nng areas. Jorkers were also informeq about the locations of hot
-POLS N an overail work area ang Cautioned not to work six feet or n
the overhead without notifying HP. The interaction between HP ana the
workers entering the RCA, in this reqard. was considered adequate.

Job briefings ang also
NQ work evciutions
inciuded reviews of
$15 On hiah gose areas and low dose

The Ticensee has recently instailed computer access terminais at the RCA
control point to be used by workers 109911g into the RCA on an RWP. The
'nspector observed the use of the terminails by workers logging into the
RCA, to determine the effectiveness of training. The inspector

Jiscussed various RWP requirements with HP technicians and also
J1scussed exposure tracking capabilities of the system. At the time of
the nspection., the licensee was preparing training pians ang software
L0 'mpiement i new Digital Alarming Dosimeter (DAD). The 1nspector aiso
l1scussed features of the new system to preciuge unauthorizeg access to

the RCA by unauaiified workers as weil as the training to be provided to
qualified workers.

Based on the above, the 'nspector concluded the |icensee was effectively
performing continuing training for HP technicians,

Ne violations or deviations were 1dentified.
External and Internal Exposure Controis (83750)

10 CFR 20.1201(3).(b).(c).(d).(e), and (f) requires that the licensee

shall control the occupational dose to individual adults to annuai
limits specified.

i, Personnei Dosimetry

10 CFR 20.1502(a) requires each licensee to supply appropriate

monitoring equipment to specific individuals and requires the use
of such equ:oment.

10 CFR 20.1501(¢) reguires that dosimeters used to compily with
10 CFR 20.1502(a shall be processed and evaluated by a processor
accredited by the National Voluntary Laboratory Accreditation

Program (NVLAP) for the typas of radiation for which the
individual is monitored.

The inspector selectively reviewed the licensee’'s dosimetry
program to ensure the licensee was meeting the monitoring
requirements of revised 10 CFR Part 20. During tours of the
plant, the inspector o.sserved proper use of thermoluminescent
dosimeters (TLDs) and self reading dosimeters (SRDs).

No violations or deviations were identified in this area.
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«hole Body Exposure

The 1nspector aiscusseg the cumuiative whoie body exposures for
plant ana contractor empiovees. The 993 goal of 850 person/rem
was exceeged. The licensee dgetermined the person/rem cumuiative
total for the year to pe about 872. cSeveral work activities
contributed to the overage. Unanticipated repair work for the
Unmit 1 shroud of approximately 26.7 person/rem and the extensive
Unit | Painting and coatings campaign for the reactor ang turbine
bu1iding added an additionai 33.8 person/rem. Unit | remainea in
extended outage for the entire year and Unit 2 for a smail portion
of the year. There was nowever a carryover to the ]994 dose
budget of an estimated 35 Person/rem associated with the Unit I Rx

"M associated with Unit 2 torus restoration. The fiyve vear
Jusiness plan had estimated a dose goal for 1994 of

550 person/rem. The aagitionail unanticipated exposure or about
151 person/rem wouid total about 700 person/rem. The originaij
goal of 550 person/rem was based on 1] outage weeks allowing #.r
34 person/rem/week . Additional work activities for the outage
include ISI, maintenance. and modifications. The operational dose
estimates for both units for the remainder of the year were
estimated at 2.4 person/rem/week/uni1t (223 person/rem). The

challenge levei person/rem goal was requested to be 650 based on
the carryover and added work scope.

Licensee representatives stated and the inspector 'ndependent ]y
confirmed that all whoie body exposures assigned since the
previous NRC inspection of this area were within 10 CFR Part 20
limits. The inspector ndependently verified the licensee dose
assessments for the nine positive wholebody counts for the -
calengar year and determineg that the internai doses were smail
percentages of applicable requiatory limits.

No violations or deviations were identified in this area.

Notices to Workers

10 CFR 19.11(a) and (b) require, in part, that the licensee post
current copies of 10 CFR 19, 20. the license, license conditions,
documents incorporated into the license, license amenaments and
operating procedures, or that a licensee post 3 notice describing
these documents and where they may be examined.

10 CFR 19.11(d) reauires that a licensee post NRC Form-3, Notice
to Employees. Sufficient copies of the required forms are to be
posted to permit )icensee workers to observe them on their way to
or from licensee activity locations.



Juring the 'NSpection, the inspector verified that
posted properiy at various plant locations permitting adeaquate
worker access. [n aadition. notices were posted referenc1ng the

‘oc;t1on where the |icense. proceaures. and SUpporting documents
couid be revieweq.

NRC Form-3 was

No violations or deviations were 1dentified 1n this area.

1. Breathing Air Quality

30 CFR 11.121 réquires that compressed. gaseous breathing air meet
the appiicable minimum grade requirements for Type | gaseous air
set forth in the Lompressed Gas Association (CGA) Commod1ity

Specification for Air, G-7.1 (Grade 2 or higher quaiity).

The 1nspector revieweq licensee procegure 0-E&RC-0138, Sampiing Of
3reaihing Air To Meet Grade 0 Air Specifications. Revision 4 and
11sCussea with the I1censee representatives the program for
testing and quaiifying breathing air as Grade D. Review of
breathing air testing records verifiea that the liccncee was
calibrating i1n-1ine carbon monoxide monitors ang sampiin~ in-use
breathing air systems for certification in accordance wit,
procedural requirements. For the tests reviewed, breathing air
met Grade D requirements with the exception of one breathing line
sampied in Unit 2 Reactor Building on the 50 foot level at
location 2 SAV 148. which indicated leveis of Carbon Dioxide to be
1000 to 1500 ppm. Records reviewed indicated the breathing line
was secured from use and resampied on November 29, ]903. The
later sample 'ndicated carbon dioxide leveis to be 800 ppm which

was an acceptable carpon droxide levels for meeting Grade D air
specifications.

No violations or deviations were 1dentified.

Control of Radioactive Mater1al ang Contamination, Surveys, and
Monitoring (83750)

10 CFR 20.1501(a) requires each Ticensee to make or cause to be made
SUch surveys as (1) may pbe necessary for the licensee to compiy with the

requiations and (2) are reasonable under the circumstances to evaluate
the extent of radiological hazards that may be present

a. Posting and Labeling

10 CFR 20.1904(a) requires, in part, each container of Ticensed
material containing greater than Appendix C guantities to bear a
durable, cleariy visible label identifying the radioactive
contents and providing sufficient information to permit
ndividuals handling or using the containers, or working in the
vicinity thereof, to take precautions to avoid or minimize
éxposures. During tours of the Unit 1 and Unit 2 Reactor
Building, Unit 1 Turbine Building, Radioactive Waste Processing
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Buriding ana various ragioactive material storage locations. the
'NSPeCTor independentiy verifieqg that seiected raaicactive
material areas were appropriately posted ang that selected
containers were iabeled consistent with reguiatory requirements.

No violations or deviations were tdentified in this area.

Personnel and Area Contamination

Unit | has undergone and continues to undergo a major Painting and
coating campaion. Surface preparation for the dados. pumps and
Pipes and subseguent painting provided a tough challenge to keep
the number of PCEs controiled. The piant looks extremeiy clean
and the new surfaces increased the prightness in the areas for

worker safety and the coatings provide a surface more easily
decontaminated.

Juring plant tours, the Inspector observed adeguate housekeeping
ang contamination control practices. The inspector observed
hanaling, packaging, and surveying of contaminated eguipment for
movement and judged the work evaluations satisfactory.

No violations or deviations were identified in this area.

High Radiation Areas

TS 6.12.1 required, in part, that each HRA with radiation levels
greater than or equal to 100 mRem/hr but less than or equal to
1000 mRem/hr be barricaded and conspicuousiy posted as a HRA. In
addition, any individual or group of individuals permitted to
enter such areas are to be provided with or accompanied by a
radiation monitoring device which continuousiy indicates the
ragiation dose rate in the area or a radiation monitoring device
which continuousiy integrates the dose rate in the area, or an
individual qualified in radiation protection procedures with a
radiation dose rate monitoring device.

Ouring tours of the Unit | and Unit 2 Reactor Building, Turbine
Building, and Radicactive Waste Processing Building, the inspector
noted that all HRAs and locked HRAs were locked and/or posted, as
required. Independent surveys performed by the inspector
concluded the }icensee had been successful in their efforts to
reduce general area radiation levels in various areas by
hydrolazing numerous clogged floor drains.

The inspector reviewed Procedure OERRC-0040, Revision 11, Jated
November 17, 1993, titled High Radiation Area Key Cont:cl and
performed an independent inventory check of selected Locked High
Radiation Keys. The inventory check found no probiems. All were
properly signed out per the procedure and/or accounted for. The
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'icensee performed a |00 percent verification check of the keys
ind the lock cores to insure operability. The check also 1ncluded
the emergency keys located in the Control Room. 21} KBysS were
founa compatible with the lock cores.

No vioiations or deviations were ldenti1fied in this area.

Independent Surveys

During facility tours. the inspector independently verified
radiation and/or contamination leveis in Unit 1 and Unit 2 Reactor
Building, Turbine Building, Radioactive Waste Processing Building
ireas, and other radioactive material storage areas inciuding the
Low Level Waste Handling Building. The nspector also performeg
radiation surveys of selected HRA boundaries inciuding posted Hot
Spots. The inspector reviewed the Hot Spot Engineering Data
Report. the hot spots being tracked and the priorities assigned to
work on the hot spots for dose reguction. The licensee has
contact and 30 cm. survey reagings for each of the identified
Spots and an action plan to reduce the dose associated with the
spots. This plan includes but s not limited to the following:
flush, cut out, shield or make the area inaccessible workers are
made aware of hot spots during RWP briefings.

The inspector reviewed Procedure Al-1]2. Revision 5C dated
February 23, 1993. titled Control of Materials in the Spent Fuel
Pools. Activities associated with the refueling of Unit | were
observed by the inspector. In response to severai clarification
questions posed by the inspector the Radiation Control Group
certified that all work activities during the Unit | outage

including the shroud prolect were performed in accordance with
this procedure.

No vioiations or deviations were 'dentified in this area.

8. Contamination Event of January 19, 1994

a.

Initial Conditions

Unit 2 was operating at 100 percent power. Unit | was in cold
shutdown. The reactor vesse] head had been previously installed
on Unit | and a reactor vessel hydro was in progress which was
causing heat from piping below the reactor cavity to rise through
penetration openings to the inside of the reactor cavity seal
ring. The heat increace Upward from the reactor cavity created a
chimney effect moving hot air from the seal ring up to the
refueling floor. A portable worksite ventilation duct was located
in the reactor cavity at the time of the event to control airborne
contamination during work evoiutions in the Cavity but appeared to

be inadequate to control airborne radioactivity during the work
scope performed.



Jescription of Event

On the evening of January |9, 1994,

ictivities in the Unit | Reactor Cavity area to nciude removing
the oid gasket from the seaj ring flange area, cleaning the seaj
ring flange, instailing a new gasket. and seating/installing the
Oome on the reactor ceji flange. Contract workers met with HP
personneil on the Unit | refueling floor to obtain a briefing on
radioiogicai work controis prior to entering the reactor cavity to
perform scheduled work. After being briefed by HP on radiation
controis to be impiementeq anad protective clothing (including
full-face respiratorsjto be worn., the workers entered the Reactor
Cavity area to perform work at approximately 2115 hours.

the licensee scheduled work

Subsequent to the work being performed. an HP technician in
conversation with the contractors and the Refueiing Floor
Technical Manager decided shieiding of the beilows area shouid be
performed to reauce ragiation exposure to the workers, The HP
used a hose to fill the bellows area of the cavity outside the
seal ring flange with water to cover the highly contaminated
bellows area for the purpose of providing the shielding.

Approximately six to eight inches of water was added to the
bellows area by the HP.

The first two flange protectors removed by the workers were
brought to the tap of the cavity before HP ang the decontamination
personnel were ready to receive the protectors. Surveys
determined contamination leveis on the flange protectors were
100/200 mrad smearaple. The decision was made by HP to place the
protectors in the lay down area and temporarily cover them with
herculite. The next set of smears indicated approximately

500 mrad smearable. Ouring the work evolution. HP required- that
the remaining highiy contaminatea flange protectors pe bagged 1in
the cavity area pPrior to movement to the refueiing floor lay down
irea. After Femoving the flange protectors, workers began
removing and bagging the old gasket and proceeded to clean the
dry, highly contaminated flange with abrasive material which
included scotch-brite pads and wire brushes. Licensee procedure
OSPP-RPVS02, Revision 8C, dated October 6, 1993, was the procedure
used by the contractors which provided instructions for the work
evolutions being performed. The procedure addressed the use of
cloths, scotch brite Pads, water and/or alcohol to clean and
prepare the flange for installing the new gasket and seating the
Dome. The procedure did not specify the use of wire brushes for

cleaning; however the procedure stated the tool list was
recommended and not all inclusive.

beyond the contaminated area to the uncontaminated area of the
Unit 1 refueling floor (117 foot level). [mmediate radiological
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Casuaity controi efforts were 'nitiated by HPs on the refueling
floor which included taking gross wipes to determine the possible
spread of contamination and high volume air samples to determine
dalr quality. The HPs working the floor aetectea high leveis of
contamination on the previousiy uncontaminated side of the
refueling floor 1n front of the contamination boundary step off
pad. Survey resuits in front of step off paa indicated
ipproximateiy 200,000 disintegrations per minute (OPM) on a gross
wipe. [During the clean area investigation of the 117 foot level,
the first investigative high voiume air sampie indicated
dpproximately 2.9€-9 uCi/cc or .217 Derived Air Concentration
(DAC). The following backup high volume air sampies indicated a
rapid decrease in airborne radioactivity as a result of
contamination settling out or being removed by building
ventilation. The maximum DAC on the 117 foot level during the peak
performance of work couid not be determined because. no
representative air campling was performeq as determined by the

'icensee during the licensee s investigation and verified by the
inspector.

As a resuit of the imtial surveys being performed. operations was
notified that work on the refueling floor 117 foot levei was shut
down and personnei were removed from the floor.

In all, the personnel contamination events determined seven shoe
contaminations., and two facial contaminations. Personnel with
skin contamination were decontaminated and nasal smears on

individuals with skin contamination were determined by the
licensee to be negar ve.

Recovery

Efforts to contain the contamination once detected began
‘mmeaiately. Gross wipes were performed in previousiy
uncontaminated areas of the Reactor Building to detect any
possible spread of contamination to previousiy uncontaminated
areas. Areas in which any activity above background was detected
based on wipes over large areas, were roped off, posted as
contaminated areas, and controlled until more detailed surveys
could be performed. Surveys indicated contamination had passed
through an open equipment hatch to lower elevations of the Unit |
Reactor Building. Potential contamination was detected in areas
of the Unit | Reactor Building to include the 117 foot clean area,
the 98 foot elevation, the 80 foot east and 80 foot west
elevations, and the 20 foot elevation near the elevator. These
dreas were decontaminated and detailed surveys performed to dis-

establish contaminated area postings. The decontamination effort
was completed during the onsite inspection

The licensee reviewed Security records to determine any
individuals logged into the reactor buiiding during the time of
the event. The licensee recalled all of these individuais to be
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whoie body counted. The Inspector reviewed the wnole b
"@Sulls which determined no positive uptakes of r
any 1ndividual in the Unit 1 Reactor

ody survey
agioactivity for
Building during the event.

Inspector followup

Ouring the Inspection. the inspector reviewea procedures. reviewed
recordas. and interviewed selecteda personnei including personnei
involved with work evoiutions on the refuei floor that evening to
assess potential root causes of the event. As a result of the
'nspector‘s followup to this event, the inspector identified
several potential root causes of which any one or 3 combination
thereof, may have contributed to the inadvertent spread of
contamination beyond pusted contamination barriers. The potential
root causes identified included the following:

. The licensee s technical procequre being used by contractors
performing the work had not formally been reviewed or
concurrea on by HP personnei. The procedure did not address
any radiological engineering controls for this work
evolution, nor were any other procedures available or
prepared to address radiological engineering/work controls
for the specific work being performed. A license procedure,
Desk-Top Guide for Radiation Control Technicians,

Revision 0, dated June 4. 1993, described the performance of
surveys to be performed when the potential for changing
conditions occurrea which included the use of high volume
air sampies to provide early indication of airborne
radioactivity; however, this instruction was not applied to
this work evolution by HP personnel, nor did this desk

instruction address éngineering controls applicable to this
work evoiution.

RP personnei responsible for work being performed in the
Unit | Reactor Cavity did not attend the technicai briefing,
conducted by contract personnel, which was held on the
evening of the 19th to discuss the procedural evoiutions to
be performed in the reactor cavity that evening as described
above. Interviews with personnel invoived in the briefing,
determined that RP was not informed of the briefing.

. An inadequate turnover among HP refueling floor supervision
failed to adequately inform the on-coming evening shift HPs
of the work scope to be performed in the Reactor Cavity. The
Desk-Top Guide included a section orn Job Coverage Turnover
which aiso addressed the possibility of areas likely to go
airborne. This Desk-Top Guide was not applied in regards to
questioning the potential for areas going airborne outside

of the Reactor Cavity, such as the refueling floor and other
levels of the Reactor Building.
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The HP briefing conducted on the refueiing floor for
contract workers entering the reactor cavity did not
adequately discuss the scope of the work being performeq.
The briefing addresseq the radiation controis ang the
personneil contamination clothing to be worn: nowever. work
scope, contamination controis. and any special engineering
controls were 't discussed with the workers entering the
reactor cavity. Statements provided by the HPs following
the event determineg that they were not aware of the total
scope of work being performed. An ALARA plan had not been
prepared by the licensee to aid in briefing workers on
radiological controls for this specific work evoiution:
however ALARA plans have been used by HP on other evoiutions

involving high leveis of contamination with airborne
ootential.

The HPs providing work coverage in the Reactor Vessel Cavity
irea daid not stop work, to question the adeguacy of work

controis, when the scope of the work extended beyond what
the HPs initially understood it to be.

. The necessary in Process surveys were not performed to
determine potential changing radiological conditions
commensurate with the engineering controis, environmental

conditions that existed at the time, and work scope being
observed by HPs.

The inspector discussed with licensee managers and reviewed actions by
the Ticensee to continue work on the Unit | refueling floor and in the
refueiing cavity area to complete the seal ring flange area preparations
and install the Dome. These actions were accomplished by the licensee
without any radiological consequences. The licensee preparea specific
ALARA plans to effectiveiy provide guidance to HPs and contractors
performing work, to ensure workers were adequately briefed on
contamination controi, and to ensure HPs performed the necessary surveys
to respond to any changing conditions that might occur while performing
highly contaminated work. Engineering controls were used, which
included wetting down of the flange area, to control airborne

radicactivity. The Inspector had no concerns with licensee actions or
practices during the continuance of work.

After reviewing the sequence of events and the actions taken by the
licensee, the inspector informed the licensee that there were two
apparent violations associated with the event.The first violation
invoived a violation of licensee TS 6.8.1 which requires that written
procedures shall be established, impiemented, and maintained covering
the activities recommended in Appendix A of Reguiatory Guide .33,
November 1972. Contrary to this TS requirement, on January 19, 1994,
the Ticensee failed to establish and provide an adequate procedure(s)
specifying engineering and work controls necessary to effectively
control radioactivity commensurate with the hazards of the specific work
evoiution being performed in the Unit 1 Reactor Cavity area. The
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see to provide an ade

'S 6.8.1 is a violation (VIO) of reguiato
324/94-01-01).

Quate procedure as required by
ry requirements (VI0 50-325.

The second violation nvoived a violation of 10 CFR 20.1501(a) which
requires: CEtach licensee shall make or cause to be made surveys that
\2) Are reasonable under tt- circumstances to evaluate (11)
Loncentrations or quantities of radiocactive material; and (iii) The
potential radiological hazards that could be present. Contrary to the
above. on January 19, 1394, during performance of work in the Unit |
Reactor Cavity area. the licensee failed to perform adequate surveys to
évaluate the potential radiclogical hazards that could be present from
unknown concentrations or quantities of airborne radiocactivity that
éxisted in areas of the Unit | Reactor Building not evaluateg or
established for the controi of airborne radioactivity. The failure of

the licensee to perform adequate surveys to evaluate the potential
radgiological hazards that could be present is a vioiation of reguiatory
requirements (VIO £0-32%. 324/94-01-02).

Two NRC-identified violations (VIOs) were 1dentified.

Prog-am for Maintaining Exposures As Low As Reasonably Achievable
(83750)

10 CFR 20.1101(b) states that
practical, procedures and eng1
radiation protection procedure
of the public that are as Tow

the iicensee shall to the extent
neering controis based upon sound

$ 1o achieve occupational doses to members
as reasonably achievable (ALARA) .

Regulatory Guides 8.8 and 8.10 provide information refevant to attaining
goals and objectives for planning and operating light water reactors and
provide general philosophy acceptable to the NRC as 3 necessary basis

for a program of maintaining occupational exposures ALARA.

Ouring the 'nspection, the inspector reviewed and discussed with
cognizant licensee representatives ALARA program initiatives and
impiementation for ]993. The inspector reviewed and discussed the
status of the ALARA Suggestions Program impiemented by the |icensee and
determined the program to be an

to reduce exposure. The licensee tracks the sugges
have continued to trend downward an

been reduced as a resuit of improved ALARA pre- ’

planning packages,
briefings, and area ang system decontamination effectiveness.

The inspector determined that the licensee was aggressively impiementing
ALARA initiatives and was achieving a significant reauction of personnei
doses.

The inspector reviewed the Reactor Water Clean Up (RWCU) phase separator
room cleanup. This project reciaimed the area in the -3ft RWCU phase
separator tank room. This Job used a pair of robots to remove the
previousiy spilled resins for disposal. The inspector reviewed selected
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inippets of the approximately 120 hours of video tape from the clean-up

ictivities. The Job activities appeared to be weil coordinated and the
final results exceeded expectations.

No violations or deviations were identified in this area.

Exit Meeting (83750)

The inspector met with Ticensee representatives indicated in Paragraph |
at the conclusion of the inspection on January 7, 1994. The inspector
summarized the scope and findings of the inspection. The inspector also
discussed the Tikely information content of the inspection repert with
regard to documents or processes reviewed by the inspector during the
nspection. The licensee did not identify any such documents or

processes as proprietary. Oissenting comments were not received from
the licensee.

.tem Number status D 1ption _and Referen

50-325, 324/94-01-01 Open VIO - Failure to establish and

provide an adequate procedure(s)
specifying engineering and work
controls necessary to effectively
control radioactivity commensurate
with the hazards of the work being
performed as required by TS 6.8.1
(Paragraph 8.).

50-325, 324/94-01-02 Open VIO - Failure to perform adequate

surveys to evaluate the extent of

concentrations or quantities of

radioacti‘e material; and the

potential radiological hazards that

couid be nresent as required by

In CFR 1501(2) (i1)(ii1)

(Paragraph 8).



JNITED STATES

) IUCLEAR REGULATORY COMMISSION
- =EGION Il
X ‘01 MARIETTA STREET. N.W.. SUITE 2900

i : ATLANTA. GEORGIA 30323-0199

Ay
w

. - - o &
o 5 o
frewnt - -

Jocket Nos.: £50-325 ang 50-324
.1cense Nos.: DOPR-71 ana DPR-62

-aroiina Power and Light Company
ATTN: Mr. R. A. Anderson

Vice President

Brunswick Steam Electric Plant
?. 0. Box 10429
Southport. NC 28461

aentiemen:

SUBJECT: NOTICE OF VIOLATION
NRC INSPECTION REPORT NOS. 30-325/94-02 AND £0-324/94-02)

This refers to the inspection conducted by Richard L. Prevatte of this office
on January 5 - February 4. 1994. The inspection inciuded a review of
ictivities authorized for your Brunswick ficility. At the conciusion of the

‘nspection, the findings were discussed with those mempers of your staff
identified in the enciosed report.

Areas examined during the inspection are identified in the report. Within
these areas. the inspection consisted of seiective examinations of procedures

ing representative records. interviews with personnel and observation of
activities 1n progress.

3asea on the results of this inspection.

to pe in violation of NRC requirements. as specified in the enciosed Notice of
/iniation (Notice). This violation 15 of concern because procedural
nagequacies resuited in a loss of shutdown cooiing. Under aifferent
-ircumstances this could have resuited in more SEerious consequences.

Thererore. actions shouid be taken to ensure that future activities which
could affect shutdown cooiing are adequately reviewed and controlled.

certain of your activities appeared

fou are required to respond to this letter and shouid follow the instructions
specified in the enclosed Notice wnen preparing your response. In your
response. you should document the specific actions taken and any additional
actions. you plan to prevent recurrence. After reviewing your response to this
Notice. inciuding your proposed corrective actions and the results of future
inspections, the NRC will determine whether further NRC enforcement action is
necessary to ensure compiiance with NRC reguiatory reguirements.

[n accordance with 10 CFR 2.790 of the NRC’s ‘Rules of Practice.” a copy of

this letter, its enclosures. and any reply will be placed in the NRC Public
Documenc Room.

Q3152
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-aroiina Power and Light Company 2 -

"he responses airected by this letter and the enciosed Notice(s)are not

-ubject to the clearance procedures of the Office of Management ang Budget as
‘eQuirea by the Paperwork Reduction Act of 1980. Zub. .. No. 96-511.

“hould you have any questions ccncerning this letter. please contact us.

Sincereiy,

Am it ﬂ/Z"‘-\-\__

- _E1Tis W Merschoff. Director
‘ Jivision of Reactor Projects

tnclosures:
] Notice of Violation
2. NRC Inspection Report

oC w/encis:

4. W. Habermeyer. Ur.

/ice President

Nuciear Services Department
Caroiina Power & Light Company
P. 0. Box 1551 - Mail QHS?
Raleigh, NC 27602

J. P. Cowan

°lant Manager Unit |

Brunswick Steam Electric Plant
P. 0. Box 10429

Southport, NC 28461

.. C. darren

Acting Site Director

Brunswick Steam Electric Plant
P. 0. Box 10429

Southport, NC 28461

Mark S, Calvert

Associate General Counsel
Carolina Power and Light Company
P. 0. Box 1551

Raleigh, NC 27602

Dayne H. Brown, Director

Oivision of Radiation Protection

N. C. Department of Environment.
Commerce & Natural Resources

P. 0. Box 27687

Raleigh, NC 27611-7687

(cc w/encis cont'd - See page 3)
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-aroiina Power and Light Company

CC w/encis cont’d)

Xaren £. Long

Assistant Attorney General
state of North Carolina

P. 0. Box 629

Raleigh, NC 27602

Robert P. Gruber
Executive Director
Public Staff - NCUC

P. 0. Box 29520
Raleigh, NC 27626-0520

Public Service Commission
State of South Carolina
P. 0. Box 11649

olumbra. SC 29211

“hairman. Brunswick County
Boara of Commissioners

P. 0. Box 249

Bolivia, NC 28422

Mayor
City of Wilmington
P. 0. Box 1810

Wilmington, NC 28402

Mayor

City of Southport
201 East Moore Street
southport. NC 28461



ENCLOSURE !
NOTICE OF VIOLATION

-arolina Power ana Light Co. Docket Nos.: 350-325 and 50-324
3runswick Units | and 2 .icense Nos.: ODPR-71 andg OPR-82

Juring an NRC inspection conducted on January 5 - February 4. 1994, a
/1olation of NRC requirements were identified. I[n accordance with the

‘General Statement of Policy and Procedure for NRC Enforcement Actions. 10
CFR Part 2, Appendix C. the violation 1s listed below:

!0 CFR 50. Appendix B. Criterion V requires that activities affecting
quality shall be prescribed Dy documented procedures appropriate to the

circumstances and shall be accompliishea 1n accordance with these
proceagures.

.ontrary to the above. on January 11, 1994, Maintenance Surverilance
Test 1-MST-RHR27M, Residual Heat Removai Shutdown Cooiing Reactor
Pressure Instrument Channel Calibration, Revision 9. was nadequate in
that i1t did not require the isolation logic to be reset after the second

trip signal. This resuited in a loss of residual heat removal and spent
fuel peol cooling.

This is a Severity Level IV violation (Suppiement [).

Pursuant to the provisions of 10 CFR 2.201, Caroiina Power and Light Company
15 hereby required to submit a written statement or explanation to the U. S.
Nuciear Reguiatory Commission, ATTN: Document Control Desk. Aashington, OC
20555, with a copy to the Regional Administrator. Region [I, and a copy to the
NRC Resident Inspector within 30 days of the date of the letter transmitting
“his Notice of Violation (Notice). This repiy shouid be clearly marked as a
Repiy to a Notice of Vielation” and shouid include for each violation:

1) the reason for the vioiation or, if contested. the basis for disputing the
violation, (2) the corrective steps that have been taken ana the results
ichieved, (3) the corrective steps that will be taken to avoid further
violations, and (4) the date when full compiiance will be achieved. I[f an
adequate reply is not receiveg within the time specified in this Notice, an
ordger or demana for information may be issued as to why the license should not
be modified, suspended or revoked. or why such other action as may be proper

should hot be taken. Where 900d cause 1s shown, consideration will be given
Lo extending the response time.

Dated at Atlanta, Georgia
this 28th day of February 1994
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SUMMARY
Scope:

This routine safety inspection by the resident inspector invoived the areas of
operations, maintenance, surveillance. engireering support, piant support, and

other areas. I[nspections were conducted during normai working hours, on back
shift, deep back shift, holidays, and weekends.

Resuits:

In the areas inspected, a violation was identified involving an 1nadequate
procedure for residuai heat removai shutdown cooling reactor pressure
instrumentation channei caiibration. This resulted in an eight minute loss of
shutdown cooling on Unit 1, paragrapn 2.b.

Gug3i54339
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~n unresoived item was identified 1nvoiving the ageguacy of testing of a
-ontainment atmospnere valve. paragrapn 3.5.

“he 1ine management affirmation process (PN-31) has had a positive atfect on

olant cersonnei by estabiishing gooa communications ana enforcing new and
‘mprovea stangaras. paragrapn 2.c.

4 weakness was identified in the area of preventive mainten

ance on the control
buliding air dryers, paragrapn 4.

A weakness invoiving configuration control on balance of plant equipment was
also 1dentified, paragraph 2.a.

Jmit 2 operated at essentially 100% power for the reporting period.
Jmit | was restarted on February 1. 1994,
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REPORT DETAILS

Persons Contacted

f

*

*

»*

.

*

*

*
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icensee tmpiovees

. Ahern. Manager. Operations Support ana Work Control
. Anderson, Vice President. Srunswick Nuciear Project
. Barnes. Manager. Operations. Unit !

Eraaley, Manager, Brunswick Project Assessment

Cowan. Plant Manager. Unit |

Grazio, Manager, Srunswick Engineering Support Section
Aeffley, Manager Maintenance. Unit 2

Aicks. Manager. Training

- fdinnant. Director of Site Operations
- ronma. Manager, Reguiatory Compiiance

Leslie, Manager. Security
~e8v1s. Manager. Requiatory Affairs
-opriore, Manager. Maintenance. Unit |

- Miller, Manager. Technical Support

Robertson, Manager. fnvironmental i Radiologicai Controi
Titrington. Manager. Operations. unit 2

. Warren, Plant Manager. Unit 2
- Warriner, Manager. Control and Administration

Willett. Manager, Project Management

Other Ticensee emplovees contacted included construction craftsmen,

engineers, technicians. plant operators, office personnel and security
force members.

*Attenced the exi1t interview.

Acronyms and initialisms used in the report are listed i1n the last
paraarapn.

Operations

d.

Operational Safety Verification (71707)

The inspectors verified that Unit 1 and Unit 2 were operated in
compliance with Technical Specifications and other reguiatory
requirements by direct ubservations of activities, faciiity tours,

discussions with personnei. reviewing of records and independent
verification of safety system status,

The 1nspectors verified that controi room manning requirements of
10 CFR 50.54 ana the Technical Specifications were met. Control
operator. shift supervisor, clearance. STA. Jumper/bypass, and
daily/standing instruction logs were reviewea to obtain
information concerning operating trends and out of service safety
systems to ensure that there were no conflicts with Technical
Specification LCOs. Direct observations of control room panels,
instrumentation and recorded traces important to safety were
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congucteq to veryfy operapbility and that ODerating parameters were
within Technical Specification limits. The 1inspectors opserved
shift turnovers tp verify that system status continuity was

maintainea. The 1nspectors also verified the status of selected
control room annunciators.

Operanility of a seiected Engineerea Safety Feature division was
verified weekiy by ensuring that: sach accessible vaive in the
flow path was 1n 1ts correct position: each power supply and
oreaker was closed for components that must activate upon
initiation signal: the RHR supsystem cross-tie vaive for each unit
was closed with the power removeg from the vaive operator: there
was not Teakage of major components: there was proper lubrication
and cooling water availabie: and congitions did not exist which
could prevent fulfillment of the system's functionai requirements.
Instrumentation essentiai to System actuation or performance was
/erifiea operanie oy observing on-scaie 1naication ang proper
‘nstrument vaive lineup, if accessible.

Configuration Control

There were four configuration controi events auring the inspection
periog:

On January 2, instrument drain valve 2-FO-1V-127 on the 0G
fuel 011 system was found open when 1t was required to be
closed. in operator 'dentified the discrepancy by observing
fuel 011 seeping around the pipe cap on this instrumentation
drain line. This valve was placed in the correct position
and ACR 94-016 was written to document the event.

On January 5. two AOs observea condensation on the suction
piping of the lA reactor feeawater pump (RFP). Pursuing
Lh1s opbservation. they found the JA RFP suction vaive (COD-
V49) open. This vaive was under clearance |-93-2672
(boundary extension H) which requirea the vaive to be shut.
This event was documented by ACR 94-009.

- On January 31, an auxiliary operator discovered in RFP Room
2A that the outlet inboard drain vaive (2-FW-V48) on
Feedwater Flow Valve 2-FW-FV-Va7 was open. System Operating
Procedure 2-0P 32, Condensate and Feedwater System Operating
Procedure. reauires the vaive to be shut. The operator
placea the vaive in the proper position. The licensee is
still investigating this event.

. On February 2. an auxiliary operator discovered that vaives
1-B32-F019 ana F020, Recirculation Sampie Line Isolation
Valves, were shut. The normal lineup 1s in the open
position. C(Clearance 1-94-430 was hung on [B32-F020 and
canceied on January 29, 1994. The restored position for
this valve should have been open as required by Operating
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Procedure 10P-02. Reactor Recirculation System Operating
’rocedure.

These four events were all laentified by auxiliary operators and
the vaives were piacea in the Proper position unger the direction
of a licensea operator. None of the events resulted in equipment

maifunctions. The licensee continues their investigation of these
avents.

The Ticensee s concerned about the increased number of
configuration events. On January 28, the Operations Managers for
both units assembled a coaching paper containing a description of

recent events. The snift supervisors then priefed their shifts on
these configuration svents to neighten crew awareness.

On January 28, clearance 2-94-00562 was written to remove the lube
011 storage tank congitioner from service to allow for filter
repiacement. The clearance was deveioped for the breaker for the
lube 011 storage tank transfer pump, 2-2TE-CT5-52, rather than the
lube 011 storage tank conaition preaker. 2-2TE-CVS-52. This
discrepancy was identified before the clearance was accepted and
the oroper tag was them hung. This 15 an example of *he operators
ident1fying a potential clearance problem.

The 1nspector discussed his concerns with the licensee. [n
addition to the crew eriefings, they are reviewing the clearance
process in an attempt to simplify 1t. They have organized a task
force to study the process and revise procedgure Al-58, Equipment
Clearance Procedure. The licensee has concluded that
simpiification of the process shouid reduce the configuration
errors. The lirensee s aifficuity-in correcting this
configuration coutrol issue is considerec a weakness.

Umit | Core Reload Verification (60710)

On January 13, the licensee performed a core reioad verification.
This was performed by three individuals, a OC inspector, a nuclear
engineer, and an SRO. who observed the video taping of the
location of each fuel element on a TV monitor. They 1ndependently
recorded the fuel element serial number for each pnhysical
location. At the end of each row, two of the observers read their
recorged data for that row to the third. This data was reviewed
against the core load sheets. Any discrepancies were immediately
resoived. The inspector observed this evoiution and did not
identify any problems. He also reviewed the procedural steps of

procedure OENP 24.13, Rev. 2, Core Verification and found them to
be adequate.

The above video tapes were also independently reviewed by an SRO
and a nuclear engineer who compared their opservations with the

core reicad sheets for an additionai verification. The inspector
reviewed the above tapes. including the tapes which verified core
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neignt. The inspection for core neignt ensures that ail fuel
zlements are fully inserted. The 1nspector 'naepenaently verified
that seiected fuei =2iements were i1n their proper location. He
also conciuded that the licensee - process nas sufficient depth to
ensure that fuel 15 loaded i1nto i1ts proper focation.

Jnit | Restart Activities

n preparation for the Unit | startup following refueiing, the
licensee performed Periodic Test OPT-8.1, Reactor Pressure Vessei
Hydrostatic Test. on January 21. The purpose of this periodic
test 15 to provide for system pressure testing of the Class |
Reactor Coolant Pressure Boundary piping and components in
iccoraance with the ASME Boiler and Pressure Vessei Code. The
‘nspector observed the start of the testing, the establishment of
the test conditions. ann performed portions of the dryweil
~alkdown with the (OC insipectors to 1dent1fy any leaks following
the four nour soak time at test pressure.

Juring his observation of the control room during this evolution,
the 1nspector observed good control of the test evolution. proper
use of procedures, arn+ good communications and coordination of the
different phases of this test. The 1nspector noted that a control
Jperator had been dedicated to monitor and maintain test pressure
conaitions. This operator used the new plant process computer
system to monitor the various test parameters in one location
allowing him to identify and avert any adverse trends or
degradations in condition. The licensee also assigned a second
senior control operator on Unit | to assist and control the
testing ana startup evoiutions, thereby eiiminating some of the
burden on the Unit 1 SCO. The inspector considered the use of the
'wo additional dedicated operators to be a conservative approach
L0 ensure the safe conguct of this test.
The i1nspector observed portions of the dryweil waikdown following
the four hour soak at test pressure to identify leaking piping and
components. The walkdown was performed by JC personnel who had
previousiy performed ana were knowledgeable i this task. The Qc
inspector performed the waikdowns in accordance vith OPT-80.1, and
identified ana quantified the exi1sting leaks. The inspector
discussed the inspection with the QC inspector. He did not
identify any major deficiencies or adverse conditions during this
inspection. The results of the inspection were reported to the
control room and work tickets were processed for repairs. These

repairs are scheduled to be re-inspected during a low power entry
during the unit start up.

In accordance with CPAL’s Plant Notice. PN-31, Systems Turnover to
Operations and Line Management Self-Assessment of Readiness for
Restart of Unit 1., each manager was required to assess and confirm
nis organization’'s readiness to support the safe and reliable
restart and operation of Unit 1. These assessments, in
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conjunction with the compietion of the pre-startup work scope,
were establishea to assure CP&L management that Unit 1 was ready
L0 restart. The final step in this process reguired each section
and seiected unit managers to formaily meet with the site Vice
President ana arfirm that their irea was ready for Unit | restart.

An inspector attended the following meetings to observe and
avaluate this process: Training, Outage Management. Requiatory
Affairs. Project Management. Nuciear tngineering, Maintenance,
tnvironmental ana Radiation Control, Operations, and Technical
Support. The meetings lasted about one and a nalf hours. and were
conagucted in a very positive atmosphere. Numerous guestions were
asked by the site Vice President. [f clear positive answers were
not provided, that manager was sent back to research ana/or
provide actions to address the issue. The inspector noted that
the Vice Presigent’'s standaras ang expectations were cleariy
lefined ana communicated to his managers. This process appears to
oe establishing good communications and enforcing new and improved
standaras for the plant. [t also appears to be having a positive
affect on plant personnei ang improving :the piant’s readiness for
restart and successful power operations. This process and its
implementation s considered a strength.

General Plant Operating Procedures (GP) were reviewed with respect
Lo changes mage since the restart of Unit 2 and assocrated
operator training. The GPs reviewed were:

® GP-01, Prestartup Checklist. Revision 126

® CP-02, Approach to Criticaiity and Pressurization of the
Reactor. Revision 47

® GP-03. Unit Startup and Synchrenization. Revision 32

® GP-04. Increasing Turbine Load to Rated Power. Revision 28

® GP-05. Unit Shutdown. Revision 63

® 5P-10, Rod Sequence Checkoff Sheets. Revision 20

Commensurate with the scope and significance of the GP changes
made, associated operator training was considered by the inspector
to be appropriate. The inspector also reviewed GP-09, [nitial
Criticality After Core Alterations. and verified that it was also
included in the Unit | Startup/Power Ascension Plan. Accordingly,
the inspector confirmed that the Power Ascension Plan was included
in the startup training provided to the operators.

As specified in the Unit | Startup and Power Ascension Performance
Objectives and Management Plan. normal shift makeup has been
dugmented with a shift test coordinator and designated test teams.
The purpose of this restart shift augmentation 1s to assure
testing 1s adequately controiled and conducted in accordance with
the detailed Startup/Power Ascension Test Plan/Schedule developed
Dy the Power Ascension Test Manager. The inspector reviewed the
current Test Plan/Schedule (Revision 2) and 15P-93-058, Unit 1
Startup ana Power Ascension Guidelines and Checklists, Revision 1.
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Based on this review. ana the similarity to controls empioved

Juring the restart of Unit 2. the inspector considers the

established Unit | controis to be approoriate for the conduct of
startup/power ascension testing.

[n addition. zhe iicensee’s staffing plans and watch bills were
reviewed for the restart of Unit 1. including the areas of:
operations snift manning, the snift test coorainators, nuclear
engineers, startup duty managers. system engineering support,
mainteénance support. and engineering support. The personnei
assigneg to these tasks were knowledgeanie in their respective

dreas ana the staffing leveis appear adequate to support Unit |
restart.

On January 27. the inspector accompanied |icensee personnel on a
final waikdown of the Unit | aryweil prior to closure. The
ourpose of the inspection was to complete or ver1fy compietion of
previousiy 1agentified 1tems. ana to ensure all areas of the
aryweil were ciear of trasn. gebris. cables. hoses. etc. Prior to
entry, the inspector attended a pre-job brief for personnel
entering the aryweil ang reviewed a list of discrepancies
previcusiy identified by the licensee for disposition prior to
finai dryweil closure and reactor startup. In addition. the
inspector reviewed Administrative Procedure Al-127. Oryweil
[nspection and Closeout. Revision 1, dated June 12, 1993. which
gives general guidance for dryweil inspections.

Ouring the walkdown. the inspector noted several minor
housekeeping 1tems, radiological control signs, ropes and sampling
equipment, and temporary power cables. These observations were
passed on to licensee personneil in the arywell to insure that
these 1tems were removed or secured prior to drywell closure.
.icensee OC inspectors noted severai agditional housekeeping
discrepancies. No temporary filters on or arouna the aryweil
coolers were observed. and no trash or debris was observed in any
of the downcomers. In conciusion. housekeeping in the dryweil was
satisfactory and no significant equipment discrepancies were
observed by the inspector. The inspector also verified that the
licensee corrected al) identified deficiencies prior to final
drywell closeout.

The 1nspector waiked down accessible pcrtions of the following
areas for equipment condition, general area cleanliiness.

combustible material control, and proper radiological controls.
The following was observed:

(1) [ntake structure (inciuding circulating water motors/pumps)

- nousekeeping was good

- some temporary heaters were in place for coid weather
protection
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-

a large numper of mussel/clam shells were observed on
the sides of the iniet water boxes under the traveiing
screens

the circuiating water pump motor pearing 011 cooler
radiators were extremeiy corroded and rupber fiose
connections on outlet of cycione separators for lube
water to the circuiating water pumps were spraying
water

- heavy corrosion was noted around the traveling screens

Turbine building (including feedwater heater rooms.
turbine/generator generai area, main steam stop and control
vaives ana main steam lines general area. steam jet air
eJector rooms. feeawater pump rooms. condensate booster pump
rooms, heater drain pumps area. lower condenser bay area,
condensate pumps area. turbine buiiding sampie room)

SJAE rooms - axcellent condition
FWP rooms - =xceilent condition. associated instrumeny
racks 1n good condition
condensate booster pump room - good condition althougn
not painted

. heater arain pump area - excellent condition

- Tower condensate bay area - good condition - some
performance monitoring instrumentation caples were 1in
disarray in some areas
condensate pump area - contaminated area but
housekeeping was good - minor oil leaks observed on a
coupie of vaive actuators
turbine building sampie room in very good condition

- MS stop/control valve.  main steam line areas in good
congitien
observea several remote cameras located for use during
operations to reduce personnei ragiation exposure -
good practice

- use of tags on temporary power cables is a good
practice. Tag denotes use, person responsible, and
supervisor’'s name.

Radwaste building

- large double doors (trouble tag dated 10/24/91) not
fully closed (partially open - not able to be closed)
and door from outside into Unit 1 CFD were (elevation
23") wide open (trouble tag dated 7/1/92) with sign
saying contact SRO prior to propping open - per TS
3.11.2.1 - concern was that these areas were
unmonitored released paths. Subseguent conversations
with EARC management indicated that they were aware of
these pathways and potential releases from these areas
had been evaluated per ENP-54
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Jnit [ precoat tank mixer motor neld on with a rope
In generai. nousexeepIng in ragwaste was /eéry good

(4)  Service water buiiding

lots of components identified Dy trouble ticket as
corroded =

bottom two floors painted and in Very good shape

top floor prepped for painting

wOork ongoing in the area, pump repiacement in process
no significant discrepancies observed on any Unit ] or
Unit 2 nuciear service water pumps

(5) _ontainment Atmospheric Dilution and Containment Atmospheric
Control Buiiding, Augmented 0ff Gas Building, Transformer
‘ard. Switchyara and Battery Rooms - no discrepancies were
rgenti1fieq

[n summary, nousekeeping in the areas toured was very good.
Efforts to provide high quality painting of floors and walls was

/ery noticeable. Discrepancies observed were provided to licensee
management for resolution.

The 1nspector performed a walkdown of all of the elevations of the
Unit 1 Reactor Building. This walkdown was performed to identify
any potential prooiems which needed to be aadressed prior to

restart and to verify that all previously identified discrepancies
were corrected.

The major systems, components and areas inspected during this tour
‘ncluded: core spray pump rooms. CRD: pumps, RHR rooms. HPCI room.

RCIC system, RHR heat exchangers, HCUs, RHR service water booster

pumps, RBCCW. SBGT trains, SLC. reactor building ventilation room.
the refueiing floor, and the spent fuel pool.

Ouring the walkdown, the 'nspector locked for indications of
material degradations. component maifunctions, and vaive and
breaker mispositionings, removal of temporary power suppiies and
work equipment. and general housekeeping problems. The inspector
identified a grease leak on a vaive operator located on the 0 loop
of the RHR system. This leak was reported to the system engineer
who initiated a trouble ticket for 1ts repair. The inspector also
identified a minor leak on a flange on the aischarge of the D RHR

Service Water Booster Pump. This leakage was reported to the unit
senior controi operator.

The generai appearance of the Unit 1 reactor building has greatly
improved, with new paint on many systems, floors and walls, and a
general clean up and decontamination effort to maintain
contaminated areas at a minimum. The painting and cleaning effort
will continue during and after the unit startup. The inspector
also noted during the tour that there were a number of light buibs
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'n need of repiacement. These were captured by tnhe |icensee’s own
‘dentification program. Other than the two minor aiscrepancies
notea apbove. no major problems or issues wnich wouia prevent the
successful startup of the unit were 1dentified.

The 1nspector also reviewed the controi of components and
fquipment sssociated with safety systems. The Inspector conducted
tours of the controi room and performeq walkdowns of the Reactor
Turbine Gage Boards and verified that ail the safety systems were
properiy aiigned. The inspector revieweg the establishea controis
for vaive manipuiations, position changes, and the vaive lineup
process and found them acceptable. He also reviewea the control
room iogs and the daily work tickets to verify that identified

liscrepancies and deficiencies were tracked and captureg by the
system for evaluation and repair.

Additionally, the inspector followed the scheduied and emergent
wOrK activities in the areas of maintenance. plant moaification,
startup testing, and system turnovers. Cach of these activities
progressed well and all work needed to support Unit | restart was
satisfacterily compieted. A1) startup preparations were completed
on January 31, ana Unit | restarted on February 1, 1994. Startup
and power ascension testing commenced on February 2. The
following problems have occurred since startup.

- Air trapped in the reactor water level reference legs

resuited in deciaring several instruments inoperaple until
the instrument lines were purged.

A temperature monitor on the aryweil was not working and was
repiaced. v

An air leak in the vaive actuator for a recirculation pump

seal staging return line deveioped a leak 1n the actuator.
This was repuilt.

- A small steam leak on SRV J was identified by increasing
tail pipe temperature. The valve will be cycied ana

monitored to see 1f leak stops as pressure ana temperature
increases.

- A phase to phase short in the bus bars for 480 MCC ITA

resuited in an electrical fire that extinguished itself when
de-energized.

A1l of the above 1tems were effectively responded co and ‘epaired
in a timely manner except the leaking SRV and MCC propblem which
were still being worked at the conclusion of the inspection
period. The inspector noted that on-shift communications were
excellent. Thorough and detailed pre-job briefings were being
conducted prior to the start of important tasks or evolutions.
Maintenance and other support organizations provided timely
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issistance wnen neeged. Unit 353 site management have been very
v1sible in the piant auring Lnit 1 restart. Other than the above
minor problems. no significant deficiencies nave been ‘dentified.

/iolations and deviations were not identified.

Maintenance
i, Maintenance Observation (62703)

The 1nspectors observed maintenance activities, interviewed
personnei, and reviewed recoras to verify that work was conducted
N accordance with approved procedures. Technical Specifications,
and appiicable industry codes and stangaras. The inspectors also
verified that: redundant components were operable: agministrative
controis were followea: tagouts were adeauate: personnei were
Jualified: correct repiacement parts were used: razioic3tcal
controis were proper: fire protection was adeguate: guality
control hold points were adeguate and observead: adequate post-
maintenance testing was performed: and indepenaent verification
reéquirements were impiemented. The inspectors ndependentiy
verified that selected equipment was properiy returned to Service.

On January 17. the licensee identified a body to bonnet leak of
approximately | gpm on the Unit | No. 2 stop valve, 1-MS-5V-2.
WR/JO 94-ABBT1 was written ta repiace the body to bonnet gasket.
The 1nspector opse’ ved preparations to remove the bonnet. It
appeared that eff rts were performed sequentially rather than 1in
parailel. Etxamp’es of this are as follows: the floor plugs were
removed. then “ools assempled at the Job site, the Hercuiite was
placed on the gratinag under the shop-vaive, and finally the craft
commenced '.osening the bonnet boits. The inspector observed the
wOrk acti/ty for approximately 2 1/2 hours arg during that time,
the Herci iite was spread out under the stop valves and three nuts
wera joriened. The mechanics had difficuity in loosening the nuts
w'th *se "hi-torque” device. The inspector noted that three
FAIervisors cbierved the work effort and 4 maintenance foreman

“ade sevzal appearances. This effort was later satisfactorily
compieted.

The inspector reviewed the work associated with WR/JO 94-ABBT1 and
found it adequate. There was adequate engineering and HP support.
The inspector found the work practices to be acceptable. The work
effort took two days and was field compieted on January 19.

b. Surveillance Observation (61726)

The inspectors witnessed/reviewed portions of the following test
activities:
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n January 31, during the performance of OPT [

1.1, the STA found
that the Hardenea Wetweil Vent Valve AC 16, was not on the

5L OT vailves Deing tested. The STA reviewed RCI 2.3

2.5, Cross
<ererence to Technical Specifications. and Technical Specification

6.3, ana concluded that CAC-V216 should have been tested during
the pertrormance of OPT 4.1.]1. Subsequently, the licensee

errormed a partial OPT 4.1.] which includes CAC-V216 ACR 94-052
was written to document this i1ssue.
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Plant Modifications PM 91-001 and 92-073 installed the Hardened
Jet Well Vents for Units | and 2, respectively The CAC V-216
/alVve 15 wired such that it can be operated manually from the RTGB
w1th an override switch or closed automatically by a Group 6
solation signal. The censee’ s 1ni1tial investigation determined
that the post moaificati testing did not test the valve's
peration Trom an isclation signal. The inspector reviewed
procedure RCI 02.6, Reference to Technical Specifications.
Revision 12, Appendgices A and B, dated Novemper 4. 1993,
Appendix A lists 1-CAC- Hardened Wetwell Vent Outboard
Isolation Valve and B lists 2-CAC-V216., Outboard
suppression Pool Vent Valve as primary containment isoiation
valves. However, OPT 04.1.1, Revision 41. dated December 14,
1993, does not test these valves. The licensee, as part of the
resolution to the ACR, 1s conducting an investigation to determine
f these valves are mis-classified. This ssue considered an

Ilance Procedure.
pending the i1nspector’s review of the licensee’s resolution of ACR
94-52.

Jnresoived [tem (URI 94-02-01), Inadequate Survei

/

;enerator Operabpi |

'The nspector observed the performance of an operability
performance test on 0G No. 3 in preparation for a maintenance
outage on DG No. | 'he inspector observed that the operators
useq the procedure, and the test was well supported by
maintenance, QC, and the shift supervisor. The inspector did not
gentify any deficiencies and considered the Crew’'s performance to
be acceptable

Loss of RPS Bus A Power

Ouring the restoration of IMST-DG11R. DG-1 Loading Test, Unit ]
experienced a loss of power to the A Reactor Protection System,
The loss of power resulted in the following ESF actuations:
closure of the Main Steam Line Drain Inboard Isolation Valve
1-B21-FO016: closure of the Reactor Water Cleanup Isolation Valve
1-G31-F001; and isolation of the Reactor Building HVAC system.

Jther systems which would have actuated were aiready running or
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'soiated in support of the test. "he licensee mage a four nour
report in accorgance with 10 CFR 50.72 (b)(2)ii.
This event occurred while Préparations were Deing made to parailel
JG No. | with offsite power to restore the normal electrical
alignment following the compietion of the test. Emergency Bus |
was powerea from DG No. | during the test. Ouring this process,
the control operator mproperiy adjusted the DG freaquency which
resuited in the trip of EPA breaker 2 ana the loss of power to

RPS bus A. Following this event. the licensee alignea RPS bus A
Lo the aiternate power source and commenced restoration of the
systems to their normai alignments. A1l systems functioned as
designed. No further problems were experienced or noted.

Jiesel Generator ! Te

in preparation for restart of Unit i, the licensee aiso performed
the required refueling outage DG load test. These tests are
conducted to determine the operability of the DG Emergency Power
System. The tests provide a loss of power signal to the & Bus
being tested, in conjunction with a start signai for the
decisional ECCS loads. The following tests were performed: IMST-
DGIIR, DG Neo. 1 Loading Test; IMST-DGI2R, DG No. 2 Loading Test;

2MST-DG1IR, DG No. 1 Loading Test; and 2MST-DGI2R, DG No.
Loading Test.

2

“

The inspector attended the pre-job brief prior to the performance
of IMST-DG1IR on January 26. and noted that it was comprenensive
with an emohasis on potential problems and safety. Following the
brief, one inspector witnessed the performance of this test from
the control room while a second imspector was present in the DG
No. | controi ceil. This test provided a loss of power to
tmergency Bus £l in conjunction with a start signai for the Unit 1
Oivision 1 ECCS loads. A1l four diesels started and DG No. |
picked up 1ts required loads. Juring the performance of this
test, the strip chart recorder used to record response time data
indicated the 1X LOCA Jet Assist Solenoids remained open for
approximately 27 seconds during this test. It was later
determined that this was a probiem with the recorder. As a
resuit, special procedure 0-SPP-LOGO0S was performed on January 29
and satisfactorily retested the Jet Assist logic portion of this
test. The special procedure verified that the 1X LOCA Jet Assist
solenoid only remained open for 4.3 seconds which is within the
required range of 3.6 to 4.4 seconds.

while paralleiling DG No. 1 with offsite power, an operator error
resuited in the loss of power-to the A RPS and several ESF
actuations previously described in this report. The inspector

verified that the licensee made the required four hour
notification.
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An additional problem with a chart recorger also resuited in
naving to reperform ZMST-DGIIR on OG No. i. The inspector
verified that the test was satisfactoriiy reperformea on

January 27. No other problems were identified during the
performance of this test.

On Janiary 27, the inspector witnessed the successful performance
of IMS1-DGI2R. This test provided a loss of power to Emergency
Bus £E2 'n conjunction with a start signai for Unit 1, Division I1,
ECCS Toa's. The inspector was present in the 0G control ceil for
the performance of this test and verified that all DGs started and
ran as required, and that DG No. 2 loaded as required. Juring the
performance of this test, a minor exhaust 12ak was identified on
the numoer 2L cylinder which is scheduled to be repaired during
Lhe next maintenance window. Test resuits indicated that the 1X
LOCA Togic jet assist timing reiay (JATR) timed out (i.e.. jet
15515t soieno1ds remained open) approximately 6.37 seconds. which
s longer than the reauired 3.6 to 4.4 second time period. The
licensee identified and evaiuated this issue in EWR 13167 and
determined that it was not an operapility concern, as the 6.37
second jet assist was bounded by an analyzed nominal 9 second
combinea 1X and 2X LOCA logic jet assist to the EDG’s
turbocharger. As the 1X LOCA JATR was energized for 2.37 seconds
longer than its nominal 4 second value. the inspector feit that
the £'R should have znaiyzed the 11.37 seconds of potential 1X and
ZX compined LOCA logic jet assist (i.e.. 9 seconds + 2.37
seconds). This concern was discussed with the system engineer.
Subsequently, the licensee re-evaluated the operability concern
(11.37 seconds of combined jet assist) in EWR 13169. This new EWR
(based on the findings of EER 91-0151, which had previousiy
determined that jet assist could be appiied for 12.16 seconds
without affecting the control air loads for the associated EDG)
fauna the 11.37 cecenas of combinea Jet assist not be an
operaoiiity concern. The inspector reviewed EWR 13169 ana found
ne discrepancies or problems with this new evaluation.

The final required diesel loading test, 2MST-DGI2R. was performed
satisfactorily on January 27, and observed by the inspector. This
test provided a loss of power to Emergency Bus £2 in conjunction
with a start signal for the Unit 2, Division IT, ECCS loads. Neo

problems or issues were identified during the performance of this
test.

During observation of the performance of these tests, the
inspector noted that all the tests were performed in a controlled
manner in accordance with the procedures and requirements covered
in the pre-job brief. The inspector noted a continued good use of
the procedure and that verified copies were present and in use by
the various test personnel at all testing locations. The
INSpector also noted that the requirement of the pre-job brief of
strict adherence to proper communications between the controi room
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ind the test personnei in the field was followea. The above tests

were weil coorainated efforts with gooa performance oy the test
Crews.

-08s of Shutdown Cooling

On January 1. following the performance of Maintenance
Surveillance Test (MST) 1-MST-RHR27M. RHR Shutdown Ccoling Reactor
Pressure Instrument Channei Calibration, the licensee experienced
3 loss of shutdown cooiing. The loss of shutdown cooling resulted
from the closure of the inboard shutdown cooling isclation valve
(1E11-F009) following the removal of the testing clearance and the
restoration of power. The ciosure of the 1E11-FO09 vaive caused
the 1A RHR pump to trip, resuiting in the loss of shutdown cooling

to the Unit | reactor. Shutdown cooling was lost for
approximately eight minutes.

At the time of the event. Unit | was in the process of reioading
fuel, with approximately 421 out of 560 fuel bunales reiocaded into
the vessei. Ouring the e1ght minutes that shutdown cooling was
lost, no cr- zes in vessel clarity or fuel pool temperature were

noted. Liti!e or no decay heat was present, since the unit had
been in shutauwn conditicns since April 1992.

The loss of shutduwn cooling was the result of procedural
'nadequacies. Thae procedure allows the performance of the testi
with shutdown cooling in service. As a prereguisite, IMST-RHR27M
directs the placement of clearances on both 1E11-FO08 and 1E11-
FOOS (the outboard and inboarg shutdown cooling isolation valves.
raspectively) to maintain shutdown cooling . These clearances de-
energized the breakers for the valwes. preventing their closure
during the testing. These Steps had been acded to the procedure
to allow testing with shutdown cooling in service during the Jast
proceaure revision on April 25, 1991. The procegure has been
performed 20 times since then: however, shutdown cooiing was not
'n service during the performance of these tests,

Problems of this nature have not buen previously identified during
the performance of this test. Prior to Revision 8, dated June I,
1990, the test was performed using jumpers to prevent the
isolation relays from de-energizing. Revision 8 deleted the steps
to install the jumpers in accordance with the philosophy change to
not use jumpers during testing. Revision 9, dated April 25, 1991,
added the steps to de-energize the FOO8 and FOO9 vaives if
shutdown cooling was in service. Neither Revision 8 nor 9 added
steps to reset the logic prior to re-energizing the valves.

The procedural inadequacy invoived the failure to reset the group
isolatior logic following the compietion of the trip testing of
each logic channei. In accordance with procedure |MST-RHRZTM, «
trip signal is inserted for the IE11-FOCY valve, verified, reset,
and tripped again. Following the second verification of the trip
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signal, the procedure directs the tester to perform the same
sequence of steps for the 1E11-FO0B vaive. Following compietion
of the testing activities. the procedure failed to provide
direction to reset the remaining logic trip signai prior to re-
SNerg1zing the breakers. This failure to reset the trip signai
resulted in the 1E11-F009 vaive stroking closed on the re-
énergization of its breaker. This procedural inadequacy is
contrary to the requirements of 10 CFR 50. Appendix B and is a
Violation, Inadequate Test Procedure (325,324/94-02-02).

The control operator and the senior control operator recognized
the condition immediately when the core spray or RHR pump running
annunciator alarmed and the 1E11-F009 vaive was observed in mid
position. An immediate attempt to reopen the valve failed. The
operator then depressed the group isolation reset pushbuttons, the
valve was successfully opened. and the A loop of RHR was returned
t0 1ts shutdown cooiing line-up. In accorgance with the

requirements of 10 CFR 50.72, the licensee made the appropriate
NRC notifications.

The licensee’'s proposed corrective actions were to revise IMST-
RHR27M to include steps to reset the isolation logic and verify
that the 1solation relays are energized prior to re-energizing the
breakers for the isolation vaives. In conjunction with this
effort, the licensee plans to review other related MSTs which test

isolation circuitry and verify that the procedures are agdequate to
keep this from recurring.

Within the areas inspected. one violation was identified.

Engineering Support
rol i1di Air Dryer

The control room air conditioners tripped on January 17, due to low
instrument air pressure. The control building HVAC instrument air
system provides air to the controi building HVAC dampers. This closure
rendered 2A and 28 Emergency Air Filtration (CBEAF) system inoperable
and placed Units | and 2 in an LCO which required that a CBEAF system be
restored or that both units be placed in hot shutcdown within 12 hours
(TS 3.7.2(a)(2)]. An investigation by the Jicensee revealed that the
instrument air dryer was blocking “ount air flow. The dryer was
bypassed and instrument air and botr [LAF systems were restored.

it was initially believed that due to extremeiy coid weather, possible
freezing had occurred due to moisture entrained in the instrument air
system. However; further investigation reveaied that the dryer system
had partially lost its refrigerant charge which resuited in it failing
to remove the moisture in the instrument air system. This allowed
condensate to build up in the air system and the extremeiy cold weather
caused it to freeze. The dryer refrigerant was recharged and its
operation observed to ensure it was funct1on1ng correctly.
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The licensee initiated a root cause evaiuation of this 1tem to determine
Lhe cause and needed corrective actions. [t was determined that this
iystem aid not have adeguate preventive maintenance assigned. The past
maintenance on this component and other refrigerant cooiing systems had
'n the past been under a contract with a local HVAC contractor. The
licensee nhas founa this practice to be unsatisfactory ang is presentiy
jeveloping a maintenance program for these components to be accompiished

oy plant personnei. This 15 identified 45 a weakness in the existing
preventive maintenance program.

An additional issue identified that the failures of this single
'nstrument dryer, which caused the loss of both CBEAF systems may not
meet single failure criteria. The licensee performed a 10 CFR 50.59
evaluation of this issue and determined that the failure of the air
dryer system was the resuit of a passive failure (loss of the pressure

integrity of the refrigerant tuping) of mecnanical components and was
not reguired to met the singie failure criteria.

The inspector reviewed the 10 CFR 50.59 evaiuation, met and discussed
this issue with the engineer who performed the evaluation. and attended
a PNSC presentation on this issue. This conciusion was accepted by the
PNSC. The inspector aliso found the evaiuation to be reasonable and
acceptable. The inspector will follow the licensee’s actions in
developing and impiementing a PM program on this equipment.

Violations and deviations were not identified.
Plant Support (71707)

a. Radiological Controls

The inspectors verified that the licensee’'s HP policies and
procedures were followed. This included observation of HP

practices and a review of area surveys, radiation work permits,
posting and instrument calibration.

b. . Security

The inspectors verified by general observations that: the
security organization was properiy manned and security personnel
were capable of performing their assigned functions; persons and
packages were checked prior to entry into the PA; vehicles were
properiy authorized, searched and escorted within the PA; persons
within the PA displayed photo identification badges: personnel in
vital areas were authorized: effective compensatory measures were

empioyed when required: and security’s response to threats or-
alarms was adeguate.

C. Fire Protection

On January 28, at approximately 10:30 a.m., the inspector observed
control room response to a suspected fire in the Unit 2 controi
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room Dack panei area. The response was initiated when an operator
smeiled what seemea to be an electrical fire i1n the area. No cpen
flames or smoke were ever observed by the operators or the
inspector. The fire brigade was assempied and quickly responded
L0 the back panel area. An announcement was made by control room
personnei over the PA system to all plant personnel.

After a thorough search of the backpanei area reveaied no fire, a
continuous fire watch was established in the area. The actual
source of the smell was never determined although a burned out
cabinet cooling fan was suspected. The smeil dissipated quickly
after the incident. The inspector conciuded that the initia]

response by control room personnel and the fire brigade was prompt
and followup actions were adequate.

/iolations and deviations were not identified.

Jther Areas

a.

Evaluation of Licensee Self-Assessment (40500)

The inspectors attended seiected Plant Nuclear Safety Committee
meetings conducted during the period. The inspectors verified
that the meetings were conducted in accorgance with Technical
Specification reguirements regarding quorum membership, review
process, frequency, and personnel qualifications. Meeting minutes
for those meetings not attended were reviewed to confirm that
decisions and recommendations were reflected in the minutes and
followup of corrective actions was completed.

At the January 13 meeting, a suppiemental response to NOV
325,324/93-39-01 on the DG LOCA issue. an agministrative:
procedurai change to eliminate a HPCI door alarm, a procedural
change for space controi authority, and an update on planned
testing for the testing of the reactor vessel reference leg water
level modification were discussed. The supplemental response was
sent back to have NED, Technical Support, and Reguiatory
Compiiance provide additional clarification. The other three
issues were 1tems that did not require PNSC approval but were
presented to provide information updates which had been previously
requested by the PNSC. This meeting had active participation and
good questions were asked by the PNSC mempers .

The January 28 meeting was conducted to compiete the requirements
of Administrative Instructions, Dryweill Inspection and PNSC Outage
Prestartup Checklist (AI-96). AI-96 is used to establish a
PNSC/managers startup checklist which tracks and statuses each
plant group’s responsibilities and ensures that necessary issues
are also closed and the unit is ready for restart. This meeting
lasted for the majority of the day and each unit manager provided
a detailed discussion of the activities that had been complieted
and provided a listing of all activities to be compieted prior to
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startup. The 1nspector attended. reviewea. and evaluated the
'isting of startup exceptions that were provided by each manager.
Although the meeting was lengthy, 1t provided acequate detail on
23Ch 1ssue to ensure that the correct decision for readiness couid
o8 mage by the PNSC ang unit general plant manager. There were
several issues presented at the meeting that required compietion
pPrior to Umit | restart. The Inspector received a listing of the
open tems and independently tracked these 1tems until their
compietion to ensure plant readiness for restart. Overail, the

above process as prescriped by AI-96 was found to be an effective
management tool to ensure restart readiness.

There were no significant concerns identified relative to the PNSC
meetings attended. The resolution of safety 1ssues presented
during these meetings was considered to be acceptable.

Meetings with Local Officials (94600)

The Senior Resident Inspector (SRI) conducted severai
informationai meetings with local officials at towns near the
plant to provide an update on the NRC's organization, mission, and
responsibilities. He aiso provided a summary of the plant status,
business telephone numbers of appropriate NRC contacts, and a
brief resume of the NRC resident inspectors. While making
arrangements for these meetings, the inspector offered to make a
presentation to the town and/or county governing board or meet
with officials selected by the municipal governing body.

The SRI met with the Mayor and Council of Yaupon Beach in a
regularly scheduled meeting on January 10, at 7:00 p.m. After the

presentation, several questions imvoiving past plant problems and
current plant status were answered.

On January 11, the SRI and a resident inspector attended the City
Counc1l meeting at Carolina Beach at 7:30 p.m. After the
presentation, the Mayor asked several questions invoiving the
repairs on the reactor vessel shroud and plant readiness for
restartup. These questions were answered and the SRI offered to
respond to any future questions the Mayor or Council may have.

On January 18, the SRI and the Region II Branch Chief for Reactor
Projects, Branch 1, met with the Wilmington Mayor and Council
during a regularily scheduled council meeting at 6:30 p.m. No
questions were asked following the presentation. The SRI offered
to respond to any future questions the Council or Mayor may have.

On February 1, the SRI met with the Mayor and Council of Boiling
Spring Lakes during their reguiariy scheduled meeting at 7:00 p.m.
After the prepared NRC presentation, several questions were asked
about a local issue invoiving a proposed quarry near the plant
site. The SRI stated that this issue would be reviewea by NRR and
any questions regarding this issue should be referred to the NRR
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Project Manager. An offer to provide his telephone number was
also made. ‘o aaditional questions were asked.

The inspector is currently scheduled to meet with the town of Kure
Beach on February 15 to compiete this series of meetings. That
meeting will be reported in Inspection Report 325,324/94-04.

Nuciear Safety Review Committee (40500)

The inspector attended the BNP Nuclear Safety Review Committee
(NSRC) meeting neid on January 12. The meeting was chaired by the
Site Vice President and was attended by the CP&L Vice President -
Engineering and two outside members, Messrs. Byron Lee and Ken
Harris. The NSRC reviewed previous Action Item status and was
given briefings by various site organizations. The outside
mempers raised questions relative to the differences between the
s1te and the other two CP&L sites. The Vice Pres1dent-£nq1neer1nq
raised many issues from lessons learned at Robinson and qQuestioned
Brunswick’s vuinerability to the same issues. The inspector
viewed the discussions to be frank and open and questions were
asked about potential probiems which the site had not considered.

The inspector believes that the NSRC provided added value to the
licensee’'s review process.

Violations and deviations were not identified.
Licensee Action on Previous Findings (92701, 92702)

(Closed) IFI 93-55-01, Eighteen Month Surveillances. The Readiness
Assessment Team identified that Unit | had some 18-month surveillances
#hich would expire within 18 months of startup. On January 19, in a
public meeting, the licensee informed the NRC that they planned to
refuel Unit 1 in Spring 1995, and no réquired surveiilances would expire
prior to that time. They additionally stated that in the event a
required 18-month surveillance was about to expire, they would shut the
unit down te perform the surveillance. This response addressed the
Readiness Assessment Team's concern.

(Closed) IFI 325/93-55-03, Refueling Floor Activities. The Readiness
Assessment Team identified that several problems had occurred on the
refueling floor involving the work associated with the reactor vessel
shroud repair and other refueling floor activities. They noted that the
licensee and other inspection groups had identified problems invoiving
personnel performance and Management oversite of contractor activities.

Inspection Report 325,324/93-54 covered the completion of the reactor
vessel shroud repair activities, the start of core reload activities,
and identified equipment and personne] problems invoiving core reload,

operation of the refueiing bridge, and the lack of exclusion of foreign
material from the refueiing floor area.
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After 1dentification of the above problems, the licensee took positive
steps to strengthen their oversite and control of these activities by
dppoInting a stronger manager for the refueling floor activities and
increased NAD ana OC oversite of this area. Subsequentiy, the reactor
vessel head was set and tensioned on January 17, and the unit entered
Mode 4. The preparations for Unit |1 restart appeared to be progressing
without significant problems until activities inveiving instailation of
the dryweil dome started. The cleaning activities associated with the
efforts (i. e., removal of the flange protective covers. 0 ring removal,
and flange cleanup) resuited in the creation of airborne activity which
spread contamination on three elevations of the Unit | reactor building.
This resuited in a work stoppage, cleaning of the contaminated areas,
and reassessing how this task should be accompiished. Due to this
occurrence, a Heaith Physics/Radiation Protection Specialist Inspector
was dispatched from Region [I to investigate this event and evaluate the
licensee’s corrective actions. (This wiil be documented in Inspection
Report 325,324/94-01.) After cleanup of the above contamination, the
drywell dome was installed on January 22, 1994.

(Closed) Unresoived Item 325/93-58-03. Concurrence for Alternate Method
of Signing Document Approvals. A regional inspector identified that
GE's engineering specifications and drawings did not have hand written
approval signatures on the face of the document. This issue was
discussed with NRR and they had a concern about the use of electronic
signatures for £-mail. Subsequent discussions with GE reveaied that
they use a Computer Assisted Drawing (CAD) proress for their drawings.

They use an alternative method which is in accerdance with ANSI 45-2.9
and NOAI.

On January 6, GE discussed this issue with NRR. Since GE does not use
electronic signatures in E-mail ana approval signatures for CAD
generated drawings are maintained in a method which is in accordance
with ANSI 45-2.9. NRR no longer had concerns. GE documented the
resolution of this issue in a letter to the Ticensee (LLA-94-040) dated
January 27, 1994. The inspector discussed GE's response with Region 1[I
and NRR and both are satisfied with GE's actions. This item is closed.

(Closea) TI 2515/112, Licensee Evaluations to the Environs Around
Licensed Reactor fFacilities. The inspector reviewed the licensee’s
program to evaluate the environs around the piant. This is not a formai
program but is included under their program for annual FSAR updates.

The inspector reviewed Regulatory Compiiance Instruction (RCI) 04.1,
FSAR Changes, Revision 2, and noted that the procedure does not
specifically address this issue. The inspector’s review determined that
the licensee has an informai program to review changes in the environs
which could affect the plant. The licensee indicated to the inspector

that they pian to formalize the program by including it in the next
revision of RCI 04.].

The inspector reviewed the 1993 FSAR submittal and noted that it
contained updated information relating to changes in the environs
including a new natural gas pipe line which crosses CP&L property. The
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'nspector noted a smail discrepancy in the physical location of the pipe
line. The inspector informea the |icensee who stated that the
correction would be included in their next annual FSAR update.

The North Caroiina Division of Emergency Management has & Brunswick Task
Force which meets monthly. This task force is composed of
representatives from the state, Brunswick and New Hanover Counties, the
Highway Patrol, Coast Guard. the licensee, and others. The task force
reviews driils, improved communications., ~ooperation and changes, as
well as other significant factors affecting emergency management. The

licensee’s representative disseminates task force information among the
affected organizations for their review.

In aadition, the inspector reviewed the licensee’s submittal to the NRC
for the updated organizational structure, GLS-93-216, dated December 31,
1993. He aiso reviewed the Iicensee’s request asking that the state
deny Martin Marietta‘s appiication for a mining permt for a quarry to
be located near site boundaries. The inspector concliuded from nhis

review that the license’'s program 1s adequate and addresses the
necessary elements.

Violations and deviations were not identified.

Exit Interview (30703)

The inspection scope and findings were summarized on February 4, 1994,
with those persons indicated in paragraph 1. The inspectors described
vhe areas inspected and discussed in detail the inspection findings in
the summary and listed below. Dissenting comments were not received

from the licensee. Proprietary information is not contained in this
report.

4

item Number Qescription/Reference Paragraph
94-02-01 Unresoived Item, Inadequate Surveillance Procedure
(paragraph 3.b.)

94-02-02 Violation, Inadequate Test Procedure (paragraph 3.b)

hcronyns and Initialisms

ACR Adverse Condition Report

ALARA As Low As Reasonably Achievable

ANSI American National Standards Institute
AQ Auxiliary Operator

ENP Brunswick Nuclear Project

CBEAF Control Building Emergency Air Filters
CRD Control Rod Drive

DG Diesel Generator

£CCS Emergency Core Cooling System

ENP Engineering Procedure

ESF Engineered Safety Feature



CWR

5 e
FAL |

FSAR
HCU

HPCI
HVAC
INPO
[PBS
JATR
.CO
LER
LOCA
MST
NAD
NED
NRC
NRR
NSRC
PA
PM
PM
PNSC
0C
RAT
RBCCW
RCIC
RFP
RHR
RPS
RTGB
SBGT
SJAE
SLC
SRI
SRO
STA

RI
WR/JO
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Engineering Work Reguest
Facility Automated Commitment Tracking System
Final Safety Anaiysis Report
General Plant Operating Procedures
Hydraulic Control Unit
Health Physics
High Pressure Coolant Injection
Heating Ventilation and Air Conaitioning
Institute of Nuclear Power Operations
Integrated Planning, Budgeting and Schedulina
Jet Assist Timing Relay
vimiting Conditions for Operation
Licensee Event Report
Loss of Coolant Accident
Maintenance Surveillance Test
Nuclear Assessment Department
Nuciear Engineering Department
Nuclear Reguiatory Commission
Nuclear Reactor Reguiation
Nuclear Safety Review Committee
Protected Area
Plant Modification
Preventive Maintenance
Plant Nuclear Safety Committee
Quality Control
Readiness Assessment Team
Reactor Building Closed Cooling Water
Reactor Core I[solation Cooling
Reactor Feedwater Pump
Residual Heat Removal
Reactor Protection System
Reactor Turbine Gauge Board
stand By Gas Treatment
Senior Controi Operator
Steam Jet Air Ejector
Standby Liguid Control
Senior Resident Inspector
Senmior Reactor Operator
Shift Technical Advisor
Technical Specification
Unresoived [tem
Work Request/Job Order




JNITED STATES
NUCLEAR REGULATORY COMMISSION
REGION |
107 MARIETTA STREET. N.W., SUITE 2900
ATLANTA. GEORGIA 303230198

MAR 24 1054

Prex?

Docket Nos.: £50-325 ang 50-324
License Nos.: DOPR-71 ana DPR-62

faroiina Power and Light Company
ATTN: Mr, R. A. Anderson

Vice President

Brunswick Steam Electric Plant
P. 0. Box 10429
Southport, NC 28461

Gentlemen:

SUBJECT: NOTICE OF VIOLATION
(NRC INSPECTION REPORT NOS. 50-325/94-04 AND 50-324/94-04)

"his refers to the inspection conducted by Richard L. Prevatte of this office
on February 5 - Marcn 4, 1994, The inspection included a review of activities
authorized for your Brunswick facility., At the concilusion of the inspection,

the findings were discussed with those memoers of your staff identified in the
enclosea report.

Areas examined during the inspection are identified in the report. Within
these areas, the inspection consisted of seiective examinations of procedures

and representative records, interviews with personnel and observation of
activities in progress.

Based on the resuits of this inspection, certain of your activities appeared
to be in viclation of NRC requirements. The violation is of concern because

it indicates & lack of attention to detail in the review and implementation of
plant modifications.

‘ou are reguired to respond to this letter and should follow the instructions
specified in the enclosed Notices when preparing your response. [n your
response, you should document the specific actions taken and any additional
actions you plan to prevent recurrence. After reviewing your response to
these Notices, inciuding your proposed corrective actions and the results of
future inspections, the NRC will determine whether further NRC enforcement
action 1s necessary to ensure compiiance with NRC regquiatory reguirements.

In accorgance with 10 CFR 2.790 of the NRC’s "Rules of Practice." a copy of

this letter, its enclosures, and any reply will be piaced in the NRC Public
Document Room.

The responses directed by this letter and the enclosed Notices are not subject

to the ciearance procedures of the Office of Management and Budget as required
by the Paperwork Reduction Act of 1980, Pub. L. No. 96-511.

QM gt
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Caroiina Power and Light Company 2
Shouid you have any questions concerning this letter. please contact us.

Sincerely,

Jon R. Johwmso

Acting Director
Division of

actor Projects

Enclosures:
1. Notice of Violation
2. NRC Inspection Report

cc w/encls:

H. W. Habermeyer, Jr.

Vice President

Nucilear Services Department
Caroiina Power & Light Company
P. 0. Box 1551 - Mail OHS7
Raleigh, NC 27602

J. P. Cowan, Acting Director
Site Operations

Brunswick Steam Electric Plant
P. 0. Box 10429

Southport, NC 28461

W. Levis, Acting

Plant Manager Unit |

Brunswick Steam Electric Plant
P. 0. Bex 10429

Southport, NC 28461

C. C. Warren

Plant Manager Unit 2

Brunswick Steam Electric Plant
P. 0. Box 10429

Southport, NC 28461

Mark S. Calvert

Associate General Counsel
Carolina Power and Light Company
P. 0. Box 1551

Raleigh, NC 27602

(cc w/encls cont’d - See page 3)



Laroiina Power and Light Company

cc w/encis cont‘d)
Jayne . Brown, Director
Jivision of Radiation Protection
Y. C. Department of Environment.
ommerce % Natural Resources
P. 0. 3ox 27587
Raleigh, NC 27611-7687

Karen £. Long

Assistant Attorney General
State of North Caroiina

P. 0. Box 629

Raleigh, NC 27602

Robert P. Gruber
txecutive Director
ublic Staff - NCUC

?. 0. Box 29520
Raleigh, NC 27626-0520

Public Service Commission
State of South Caroiina
P. 0. Box 11649

Columbia, SC 29211

Mayor

City of Wilmington

P. 0. Box 1810
Wilmington, NC 28402

Mayor

City of Southport

201 East Moore Street
Southport. NC 28461

AR 24 194



EN RE 1
NOTICE OF VIOLATION

Carolina Power and Light Company Docket No.: £50-324
Brunswick Site License No.: DPR-62

Ouring an NRC inspection conducted on February 5 - March 4, 1994, 3 violation
of NRC requirements was identified. In accordance with the "General Statement
of Policy and Procedure for NRC Enforcement Actions.” 10 CFR Part -

Appendix C, the violation is listed below:

Technical Specification 4.6.3.]1 requires that each primary containment
isolation valve specified in Reguiatory Compiiance Instruction RCI-02.6,

Technical Specification Cross Reference, be demonstrated operable prior
to initially placing it in service.

Technical Specification 4.6.3.2 requires that each primary containment
'solation valve pe demonstrated operable at least every |8 months by
/erifying that on a containment isoiation test signal each vaive
actuates to its 1solation position.

Contrary to the above, between April 23, 1993. and January 31, 1994, the
licensee failed to demonstrate that primary containment isolation valve

2-CAC-V216 would attain 1ts isolation position upon the receipt of a
containment isolation signai.

This 1s a Severity Level IV violation (Suppiement ).

Pursuant to the provisions of 10 CFR 2.201, Carolina Power and Light Company
s hereby required to submit a written statement or explanation to the U. S.
Nuciear Reguiatory Commission, ATTN: Document Control Desk. Washington, OC
20555, with a copy to the Regional Administrator. Region II, and a copy to the
NRC Resident Inspector. within 30 days of the date of the letter transmitting
this Notice of Violation (Notice). This repiy should be cleariy marked as a
‘Reply to a Notice of Violation" and should inciude for each violation: (1)
the reason for the violation or, if contested, the basis for disputing the
violation, (2) the corrective steps that have been taken and the resuits
achieved, (3) the corrective steps that will be taken to avoid further
violations, and (4) the date when full compiiance will be achieved. If an
adequate reply 1s not received within the time specified in this Notice. an
order or demand for information may be issued as to why the license shouid not
be modified, suspended or revoked, or why such other action as may be proper

should not be taken. Where good cause 15 shown, consideration will be given
to extending the response time.

Dated at Atlanta, Georgia
this 24th day of March 1994

Qubrit FLig—
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SUMMARY
Scope:

This routine safety inspection by the resident inspectors invcived the areas
of Unit 1 startup/power ascension, operations, maintenance and surveillance,
engineering support, plant support. and other areas. [nspections were

conducted during normal working hours, on back shift, deep back shift,
holidays, and weekends.

Resuits:

In the areas inspected, one violation was identified invoiving the failure to

perform adequate post modification and subsequent surveiilance testing on the
hardenea wet weil vent installation. paragraph 3.c.

The startup/power ascension plan and its
identified as a strength, paragraph 2.b.

Unit 1 was restarted on February 1. achieved full power on February 18, and
was reieased for normal power operation on February 23, 1994.

implementation on Unit | was

Unit 2 was operated at essentially full power during the reporting period.

Hpipaas
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REPORT DETAILS

Persons Contacted

.icensee Employees

K.
R.
*G.
M.
*).
G.
*N.
™
*J.
*G.
P.
*W.
.
o T
e
*J.
o
G.
o

Ahern, Manager - Operations Support ang Work Controil
Anderson, Vice-President - Brunswick Nuclear Project
Barnes, Manager - Operations., Unit |

Bradiey, Manager - Brunswick Project Assessment

Cowan, Acting Oirector - Site Operations

Honma., Supervisor - Reguiatory Compiiance

Gannon, Manager - Maintenance. Unit |

Grazio, Manager - Brunswick Engineering Support Section
Heffley, Manager - Maintenance. Unit 2

Hicks, Manager - Training

Leslie, Manager - Security

Levis, Acting Plant Manager - Unit |

Lopriore, Manager - Requliatory Affairs

Pardee, Manager - Technical Support

Robertson, Manager - Environmental & Radiological Controi
Titringten, Manager - Operations, Unit 2

Warren, Plant Manager - Unit 2

Wwarriner, Manager - Control ana Administration

Willett, Manager - Project Management

Other licensee employees contacted inciuded construction craftsmen.

engineers, technicians, operators, office personnel and security force
members .

*Attended the exit interview.

Acronyms and initiaiisms used in the report are listed in the last
paragraph.

Operations

a.

Operationai Safety Verification (71707)

The inspectors verified that Unit | and Unit 2 were operated in
compliance with Technical Specifications and other reguiatory
requirements by direct observations of activities, facility tours,

discussions with personnel, reviewing of records and independent
verification of safety system status.

The inspectors verified that control room manning reguirements of
10 CFR 50.54 and the Technical Specifications were met. Control
operator, shift supervisor, clearance, STA, daily/standing
instructions and jumper/bypass logs were reviewed to obtain
information concerning operating trends and out of service safety
systems 1o ensure that there were no conflicts with Technical
Specification Limiting Conditions fnr Operations. Direct
observations of control room panels, instrumentation and recurded
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traces important to safety were conducted to verify operability
and that operating parameters were within Technical Specification
limits. The inspectors observed shift turnovers to verify that
system status continuity was maintained. The inspectors also
veri1fied the status of selected control room annunciators.

Operapility of a selected Engineered Safety Feature division was
verified weekiy by ensuring that: each accessible vaive in the
flow path was i1n 1ts correct position: each power suppiy and
breaker was closed for components that must activate upon
initiation signal: the RHR subsystem cross-tie valve for each unit
was closea with the power removed from the vaive operator; there
was not leakage of major components; there was proper lubrication
and cooling water available: and conditions did not exist which
couid prevent fulfiliment of the system’s functional requirements.
Instrumentation essential to systam actuation or performance was

ver1fied operabie by observing on-scale indication and proper
instrument vaive lineup, 1f accessible.

No violations or deviations were identified. The licensee s performance
'n this area was satisfactory.

b.

Unit 1 Startup and Power Ascension (71710)
Sustained Control Room and Plant Observation (71715)

The 1icensee developed and impiemented a comprehensive startup and
power ascension plan for Unit | to ensure the unit was returned to
service i1n a safe, controiled, and deliberate manner with all
equipment tested and verified to be functioning correctly. The
plan consisted of the following major elements:

. a startup organization and staffing

- defined command and controi responsibilities
guirdance for resoiution of emergent issues

. assessment performance objectives

- power ascension pian schedule

- startup test plan requirements

- system walkdown requirements

A manager was assigned to develop and impiement this pian weil in
advance of its required date. Specific staff personnei were
assigned on a full time basis to support the plan. A schedule was
developed that provided for a 50 day startup, which included two
contingency outages if needed to perform emergent repairs. The
schedule included assessment hold points where an evaiuation and a
deliberate decision must be made by the Site Vice President to
continue the startup sequence or shutdown and perform repairs.

The decision to continue was based on an assessment of plant
operations, plant material condition, personnei performance,
organizational responsiveness, schedule adherence. and the
functioning of administration and work control processes.
Assessment holdpoints were pre-established prior to startup, prior
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to exceeding 40% power, and prior to returning the unit to normal
operation at 100% power.

[n aadition to the above assessment hold points., four decision
points were estanlished (i.e., at cold shutdown. 155 psig, 15% and
50% power) which ~equired an evaluation and determination by the
Unit 1 Plant Manag:r to proceed with the startup. This decision
was based on plant cperation, material condition as determined by
system waikdowns. the ~ompietion of all needed maintenance, and
the satisfactory compietion of scheduled tests.

The above plan was placed in operation in late January prior to
Unit | restart on February 1. The inspector did a detailed review
and evaluation of this pian prior to its impiementation. He held
discussions with management personnel invoived in deveioping and
impiementing the plan. The inspector determined that the plan was
~eil deveioped. nad extensive management input. and provided
highly effective controis and evaiuation processes to ensure a
successful startup. The inspector also attended each decision and
assessment meeting and found that they were very thorough and
detailed. The inspector determined that the licensee’s startup

ana power ascension plan was well planned and effectively
impiemented.

As a part of NRC action plan for unit restart, the resident staff
was augmented to support startup inspection activities. This
provided for 24-hour shift coverage with an observer stationed in
the controi room to monitor the conduct of control room activities
and other important startup and test activities. The 24-hour
shift coverage started on January 30 and continued until the plant
achieved 60% power on February 14. The resident staff, with
selected assistance, provided general coverage of plant activities
and direct observation of important tests until the unit achieved
full power and was reieased for unrestricted operation on

February 23. The following is a listing by power plateau of
inspectors’ observations inciuding strengths. weaknesses, and
equipment problems that were identified during the startup:

Cold Shutdown to Reactor Critical

The preparations for reactor startup were compieted and rod pull
commenced on January 31, 1994. Control rods were pulled to within
two steps of the Estimated Critical Position (ECP) and it became
evident that the reactor would not go critical at the calculated
ECP. Rods were driven in and nuclear engineering began
consuitation with the fuels section in the corporate office to
determine why the reactor did not go critical at or near the ECP.
After extensive communications between the site nuclear engineers
and the fuels section, it was determined that the ECP was overiy
conservative and a rew ECP was developed. Rods were pulled again
and the reactor achieved criticality at 11:35 p.m., on February 1.
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Other than poor communications between the site and the fuels
section, no deficiencies were observed.

R r Critical t £% Power

During power ascension from startup to 15% power, testing was
conducted on nuciear instrumentation, HPCI, RCIC, the recently
installed digital feedwater control system, the reactor water
level reference leg backfill mogification, the reactor feedpumps,
and the EHC system. In addition to the above testing, numerous
PMTRs were conducted tc verify equipment operability and an entry
was mage 1nto the drywell to identify any leakage at full system

operating pressure. The following probiems were identified or
occurred during this power piateau:

. alr irapped n reactor water level reference leg required
/enting

3 a aryweil temperature getector reguired replacement

o minor weeping past SRV J - this stopped when pressure and
temperature increased

* the air operator on a recirculation pump seal staging valve
required repacking

* an electrical short in BOP MCC 1 TA reguired repairs

° several proplems invoiving the overspeed and backup

mechanical overspeed devices on the reactor feedwater pump
delayed placing these units in operation. Some inadeguacies
were also identified involving the procedures used to
startup and test the reactor feedwater pumps. Vendor
assistance was obtained in this area, but the licensee was

able to accompiish the required repairs without extensive
assistance.

Ouring this period of the startup and power ascension. the
licensee’'s performance was very positive. Evolutions in the
control room were performed in a very controiled manner with
nuclear safety being the first priority. Prior to the performance
of any activity, a pre-job briefing was conducted for all
individuals invoived in the execution of the task. In general,
the briefings were thorough and described the task in detail.
Infrequently performed evoiutions, such as rod withdrawal and SRV
testing were further briefed in accordance with the licensee’s
procedure, PLP-17, Identification, Development, Review, and
Conduct of Infrequently Performed Tests or Evolutions. These
briefings conducted by operations management emphasized strict
adherence to procedures, the licensee’s self-checking STAR

technigque, and a discussion of problems experienced by CP&L and
other licensees performing similar evolutions.

During the startup, the inspector observed the operations shift
turnover on a daily basis. During turnover, most critical
activities were stopped so that a thorough turnover couid be
conducted between the on-coming and off-going shifts. The



5

turnovers opserved by the i1nspector were very thorough ang
detaiied. This was particulariy the case for turnover at the unit
senior reactor operator position. Plant status, work activities,

LCOs. past problems, startup schedule, and other matters affecting
the unit were discussed in detail.

Equipment performance during the initial phases of the startup for
a plant that had not operated for approximately 21 months was
good. The digital controls for the Startup Levei Controi Valve. a
newly installed modification, performed well during the startup.
However, the licensee did experience some equipment problems. For
instance, a controi operator experienced difficuity in withdrawing
numerous control rods. This was most likely due to venting
problems with the control rod drives. Additionaily, a water level
instrument, NOO4C, did not reflect the correct water levei when
compared to other instrumentation. This problem resulted in a
jelay n (he startup process so that the instrument’: reference
'eg could be packfilled ana vented. Overail, the plant’s
equipment operated properiy and allowed for safe nower ascension.

The operators performance during the startuy was gooda. All
observed evoiutions were performed in a careful ana deliberate
manner. Semior reactor operators controiled all evoiutions
ensuring that the ROs and AOs understood their duties and
responsibilities prior to commencing important activities.
Problems that arose were quickly handled in a conservative and
safe manner. For exampie. on February 2, when water level
instrument NOO4C was discovered to be outside its acceptable
operating band, all power ascension activities were stopped and
the proper 75 LCO entered. Working as a team, the operators took
the correct actions within the required time frame as specified in
the piant‘s technical specifications. Additionaily, the controi
room maintained a professional work atmosphere througnout the

startup. Control room access was controiled by the SROs and ROs
as specified by piant procedures.

Good command and control was also exhibited during a minor fire
which occurred on february 4, at approximately 5:00 a.m., due to a
phase to phase short in MCC 1TA (see paragraph 3.a.). Ffollowing
the initial report, the control room immediately notified and
dispatched the fire brigade to the scene. During this time, the
use of the plant page was restricted for emergency use only.
Operators concentrated on their entry into the required procedures
and the assessment of damages and recovery of lost systems.
Effects of this fire were felt on both units. as Hydrogen Water
Chemistry was lost on Unit 2 as a result of the fire. Unit 2
response and subsequent recovery/stabilization efforts were
conducted in a smooth and efficient manner. The overail response
to this event was weil coordinated and controiled, demonstrating

good use of command and control and a familiarity with emergency
response actions.
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Overall, this portion of the startup was performed in a cautious
and deliberate manner. Althougn meeting their schedule was

important, the safe operation of the unit was overwheimingly the
most significant objective during the startup.

15% To 35% Power

The Ticensee’s efforts at this plateau consisted of inerting the
dryweil, testing the main turbine and its associated protective
devices, synchronization to the grid, performing system walkdowns,
feedwater testing, and other performance and operational tests.

The equipment problems experienced at this power level included
the main turbine stop and control valves closing prior to
achieving rated speed. [t was determined that this had been
caused by a fauity diode which was repiaced. An incorrectly
adjusted Timit switch on the turbine controi valve resuited in an
automatic actuation of all four diesei generators while performing
turpine overspeed trip testing. A steam leak was identified and
repaired in a drain Tine in the MSIV pit area. All the above
‘tems were correctly diagnosed and repaired in a timely manner.

The inspectors continued to identify exceilent pre-job briefings
and exceptionally good internal and external communications in the
control room and between plant operations and other supporting
sections. Shift turnover continued to be detailed and
professional. A1l observed testing was performed in a deliberate
and controiled manner with good support provided by all units.
Management continued to provide good oversite and direction.

One personnel error was identified when a vendor technician
‘nadvertently pushed the wrong button on the digital feedwater
control system in the back panel area. This resuited in a rapid
change in reactor water level from 187 inches to 173 inches and
the system transferred from three element to single element
controi as designed. The level was restored to normal and all
testing was stopped to address this item. It was determined that
operations was not aware that the individual was entering data
into the system controls. The individual did not believe that his

actions would have any effect on system operations. Overail
performance at this plateau was good.

35% to 60% Power

This plateau consisted of placing the second feedwater pump in
service, performing low power testing, LPRM calibration.
performing system walkdown of the MSRs and heater drains, and the
compietion of performance, maintenance. and surveillance testing.
No significant personnel or equipment problems were identified at
this plateau. Operations and the support organizations continued
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to perform well in a controiled and deliberate manner. After the

unit achieved 60% power. NRC control room staffing was reduced to
the observation of special tests.

60% to Full Power

This piateau consisted of additional testing of the OFW system at
75% power, turbine valve testing at BO% power, followed by a
period of fuel preconditioning at 80% power. This preconditioning
was accomplished to reduce the potential for damage from any
debris that may exist in the RCS and fuel area. After fuel
preconditioning, power was reduced to 65% for a rod pattern
and power was then raised to 98% to attain Xenon equilibrium
perform core parameter checks., and compiete DFW system final
acceptance tests. These tests inciuded a reactor feedwater pump
trip and a recirculating pump runback from full power.

change

b

Prior to performing the finai acceptance test, the operators were
given specialized training on these transients in the simulator.
This training inciuded exercises with and without fauits. The
inspector observed this training and the piant acceptance testing.
The tests were performed satisfactorily on February 22 and 23.
After the above testing and an assassment by the unit manager and

Site Vice President, the unit was released for unrestricted
operations on February 23.

The above startup activities were conducted in accordance with a
well organized, planned, and deveioped startup and power ascension
plan. Inspections of equipment and spaces prior to and during the
unit startup indicated that significant improvements had been made
in the areas of plant cleaniiness, preservation, and equipment
maintenance and upgrading. Operator and support organizations
moraie and attitudes appeared to be positive and well focused on
the unit restart. Management invoivement and oversite had
significantly increased and provided very positive resuits.
Considering that the pilant had been shutdown for 21 months with a
large amount of work performed, the plant restarted and performed
weil with very few equipment and personnel problems. The startup
and power ascension plan, including the performance of the plant
staff during the unit | restart, is considered a strength.

Review of Operations LERs (92700)

(Closed) LER 1-91-27, Two Inoperable Control Rod
Accumulators Result in Entry into Technical Specification
3.0.3. This event occurred when a CRD accumuiator low
nitrogen pressure alarm was received on HCU 46-27 while an
operator was recharging the HCU 34-19 accumulator. With two
inoperable HCU accumuiators, TS 3.0.3 was entered when the
Control Room declared the -econd HCU inoperable. The AD
recharging HCU 34-19 was dispatched to verify low nitrogen
pressure on the second HCU and to continue recharging 34-19.
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HCU 34-19 was recharged and returned to service. thus
exiting the TS LCO. The licensee recnarged the accumuiator

for HCU 46-27 ana on January 25, 1993, submitted a TS change
that would eliminate the reportability of this event.

(Closed) LER 1-91-15, Two Inoperable Control Rod
Accumuiators Result in Entry Into Techmical Specification
3.0.3. This event occurred when CRD accumulator 1ow
nitrogen pressure alarm was received on HCU 30-47.
Maintenance was in progress on HCU 30-19 to repair a
nitrogen leak at the same time. With two inoperable HCU
accumuiators, 7S 3.0.3 was entered. An AO was dispatched to
recharge the accumuiator for HCU 30-47. The accumulator was
recharged and returned to service, thus exiting the TS LCO.
The licensee compietea the maintenance on HCU 30-19 a aay
later. As previousiy indicated, a TS change was submitted

on January 25 1993, that wiil eliminate the reportability of
this event.

(Closed) LER 1-93-10, Hourly Fire Watch Technical Specification
Surverilance Missed During Radiography. This event occurred when
an assigned fire watch was unable to enter an area and perform the
required houriy inspection due to radiographic activities. This
occurred due to a breakdown in communications between the
firewatch, heaith physics personnel, and radiography. Only one
hourly round was missed. Tie individuals invoived in this event
were counseiled and a faulty public address system phone that was
a contributing factor was repaired under WR/JO 93-APLZ1. The
inspector verified that the above actions had been compieted.

Licensee Action on Previous Operations Inspection Findings (92701,
82702)

(Closed) Violation (325,324/93-19-01), Inadequate Corrective
Action to Correct Deficiencies in Clearance Impiementation, Tagout
Audits, and Operator Shift Turnovers. On April 19,1993, clearance
2-93-1094 was hung which required the control switches for
Containment Atmospheric Control Valves 2-CAC-V4, V55, V56, and VS8
to be in the closed position. On April 21, the inspector found
these switches to be in the neutral position. A tagout audit on
April 20 and muitiple control board walkdowns between April 19 and
21, 1993, failed to identify this discrepancy. This event was
similar to that described in Notice of Violation (Violation B)
dated August 25, 1992. The iicensee responded to the violation in

a letter dated June 25, 1993. The licensee’s corrective actions
were completed on Aprii 1, 1993, and included:

- Counseling of invoived individuals

- Semior Operations Management reviewing the event with each
shift, re-emphasizing their expectations
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Each shift supervisor administering a control boarg
awareness/walkdown checkout card to each operator assigned
to his shift

Operations management performing semi-weekly
assessment/waikdowns of the control boards with the ROs for
10 weeks

Impiementing a new seif-checking program cailed STAR (Stop,
Think, Act, and Review)

The inspector reviewed the assessments that had been compieted by
operations management. He also reviewed the corrective actions
for 1tems identified during the assessments. The items identified

Dy operations management were not significant and were similar to
those observed by the inspector.

The licensee continuaily emphasizes the STAR process., and the
'nspector nas observed a significant reguction in the number of
personnei reiated issues. The licensee also continues to give
control boara waikdowns to the ROs. The inspector found the
licensee’'s corrective actions for these issues to be effective.

(Closed) Violation 325,324/93-52-01, Inadequate Control Room Logs.
This violation identified that an operator had failed to log when
a control rod was found at position 46 instead of the required
position 48. An investigation found that the rod had not been
returned to position 48 after the performance of PT.14.1. Control
Rod Operapility Check, which exercised the rods weekly. This rod
remained in the wrong position for 18 hours until identified by an
oncoming nuciear engineer. This was identified during a shift
turnover, and it appears that both operators thought the other one
would make the log entry. The licensee responded to the violation
in a letter dated January 28, 1994. The licensee corrective
actions were to make a late log entry and counsel the appiicable
operators and discuss the item with all shift personnel. The
inspector verified that these actions had been compieted. The
inspector aiso reviewed the licensee’s existing guidance on log
keeping {0I-71, Operations Shift Logs) and determined that it
provides adequate detail and guidance on log keeping.

Violations and deviations were not identified.

3, Maintenance

a.

Maintenance Observation (62703)

The inspectors observed maintenance activities, interviewed
personnei, and reviewed records to verify that work was conducted
in accordance with approved procedures, Technical Specifications,
and appiicable industry codes and standards. The inspectors also
verified that: redundant components were operable; administrative
controls were followed; tagouts were adeguate; personnel were
qualified: correct replacement parts were used: radiological
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controis were proper; fire protection was adeguate: quality
control hoid points were adequate and observed: adequate post-
maintenance testing was performed: and independent verification
requirements were impiemented. The inspectors independently
verified that selected equipment was properiy returned to service.

Outstanding work requests were reviewed to ensure that the
licensee gave priority to safety-related maintenance. The

inspectors observed/reviewed portions of the following maintenance
activities:

94. ACTRI Repair of Annunciator U4-23, Exhaust Hood A Vacuum Low

33-BCPN1 Adjust MGU,MSC overspeed stops, 1A RFPT

94-ACMS] Repair DG No. 4 jacket water heating pump motor

93-BCPN] Repair/adjust reactor feeawater pump iA overspeed trip
mechanism

34-ADAM] Repair leak on B21 FO3BC steam iine drain venturi

34-ACRV] Repair damaged hus on MCC 1TA

93-1R9001 Lever adjustment for RFPT MGU

94-ADBI1 Troubleshoot spurious turpine trip and repai:/ adjust
limit switch on Unit | stop valve No. |

TA R r

[nspection Report 325,324/94-02 identifi d the occurrence of a
short and resuiting electrical fire in turbine building MCC-1TA
that occurred on February 4. The main feeder breakzr
automatically fripped and extinguished the fire. The fire and
damage to equipment was isolated to one cubicle in the MCC. The
damaged area included arc damage to one phase of a 600 ampere
vertical bus section adjacent to where the main power feeder cable

connects to this bus. The bus loads are all balance of plant
loads.

Plant maintenance removed the two cubicle buckets in the A section
of the MCC and removed the damaged bus section. They did not have
a 600 ampere replacement bus section in stock so they performed an
engineering evaluation (EER 94-0038) that allowed them to install
a modified 300 ampere bus assembly as a temporary replacement
until parts could be obtained from the manufacturer. These
actions allowed Unit | restart to continue.

The inspector reviewed the above EER and discussed it in detai}
with the engineers who performed the evaluation. ‘he inspector
foumd! this repair to be acceptable unti] the correct replacement
parts could be obtained and an outage of sufficient duration
exists to permit repiacement. The inspector observed the
disassembly and inspection of the failed parts. No deficiencies
were identified during the above repair activities.
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RFP Overspeed Trip Repairs

The personnel working on this item experienced procedural problems
that required a procedure revision. The lead mechanic who

generaily workea on this equipment was unavailable and it took a

significant amount of time for the assigned peopie to familiarize
themseives with the equipment and make the necessary repairs and

adjustments. The individuals involved appeared to do an overall

effective job ana cleariy gained confidence on this equipment.

0G No. & Jacket Water Pump and Steam Line Orain

The repairs to the DG jacket water heating pump motor ana the

leaking steam line drain were performed in a timeiy manner without
impact on the unit restart.

No deficiencies were 1dentified on the other observed WR/JOs.

Surveirilance Observation (61726)

The inspectors witnessed/reviewed portions of the test activities
during Unit | restart. Through observation, interviews and record
review, the inspectors verified that: tests conformed to
Technical Specification requirements:; administrative controls were
followed: personnel were qualified:; instrumentation was
calibrated; and data was accurate and complete. The inspectors

reviewed the test resuits and ensured that the equipment was
correctly returned to service:

OPT-14.3.1 In sequence Critical Shutdown Margin

0PT-50.2 SRM/IRM Overiap Verification and IRM Range
& and 7 Continuity Check

0OPT-50.12 Measurement of In Seguence Critical Data

IMST - TRM25NA [RM Range Correlation Adjustment

PM-89-001 Digital Feedwater Testing (SULCY)

OPT-10.1.1A RCIC Component Test

OPT-10.11.L, 10.12.L,

& 10.13.L RCIC ASD Test

OPT-9.3A HPCI Component Test

OPT-09.10L HPCI Componunt Local ana ASSD Test

0PT-9.3 HPCI Operab’lity Test

0SP 93-049 Tune HPC(/RCIC Controllers

PM 89-001 RFPT H;gh Level Trip Test

OCM-TRBS21 Ist RFPT Overspeed Test

PM B89-001 Ist RFPT MGU/MSC Functional Test

OPT-37.2.1 &

0oPT-37.2.3 1st RFPT PTs

PM 92-152 1A RFPT Logic Redesign Acceptance

PM 89-001 Digital Feedwater Functional Test When lst

RFPT Placed In Service
OCM-TRBS21 2nd RFPT Overspeed Test



PM 89-001
OPT-37.2.1 &
PT-37.2.3

PM 92-152
0PT-50.2
0PT-11.1.2
PM 89-001

0PT-10.1.1
0PT-09.2
OPM-TRB507
IMST-HPCI3SR
OPT-01.9E
15P-93-071
OPT-80.2

0PT-20.3C
ENP-24.15

0PT-13.1
OP-26
0PT-40.2.11
0PT-01.11
0PT-40.2.6
0PT-40.2.8
0PT-26.8.5

8.6,8.7, & 8.10

PM 89-001

0PT-01.11
0PT-14.2.1

OPT-1.90
OPT-1.9
OPT-1.80

0PT-50.13
PM 93-031
0PT-37.2.2
PM 89-001
PM 89-001
0P-26.8.16
IMST-RPS28R
OPM-NEOO1
0PT-50.3

OPT-01.9E

12

ind RFPT MGU/MSC Functional Test

2nd RFPT PTs

!B RFPT Logic Redesign ~cceptance Test
IRM/APRM Overiap Verification

SRV/ADS Test

Oigital Feedwater functional Test When
Control System Placed in Master Automatic
RCIC 1000 psig Operability Test

HPCI 1000 psig Operability Test

HPCI Operational Inspection

HPCI Response Test

TIP Axial Alignment

Feeawater Valve [nspection

Oryweil Entry ana Class | Conditional
System Leak Test

Oryweil Air Lock Leak Test

Full Core TIP Scan Before Exceeaing 25%
Power

Jet Pump Operability

Main Turbine Startup Tests

Generator Voltage Requiator

Core Performance Parameter Check

Main Turbine Overspeed Test

MSIV Closure Test

Main Turbine Valve Testing (SV, BPY,
CIV, NRV?

Digital Feedwater Control System
Functionai Test - When Placed in Three
Element Control

Core Performance Parameter Check
Singie Rod Scram Insertion Time Test if
Required

TIP System Calibration @ <40% Power
LPRM Calibration @ <40% Power

Core Thermai Power Calibration @ <40%
Power

APRM/LPRM Flux Noise Baseline Data @ <40%
Power

RPV Reference Leg Backfill Sensitivity
Test

RFPT 1A and 1B Stop Valve Test
Recirculating Pump Runback Test @ 45%
Digital Feedwater Functional Test When
Second RFPT Placed in Service

Main Turbine Power/Load Unbalance Test
MSL Rad Monitor Setpoint at 60% Power
LPRM Detector Performance Evaluation
TIP Reproductibility and Uncertainty
Determination @ 60% Power

Axial Alignment of TIP @ 60% Power
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OPT-01.8 LPRM Calibration # 60% Power

OPT-1.80 Core Thermai Power Calculation @ 60% Power

OPT-50.14 TIP Tube ana LPRM Configuration
verification @ 60% Power

PM 89-001 Digital Feeawater Functional Test at 75%
Power

OPT-40.2.5 &

40.2.8 Main Turbine Valve Testing

PM 89-001 0igital Feeawater Functional Test @ 100%
Power

IMST APRMI11W APRM CH A, C, and £ Channel Functionai

Test RDS Inputs

RPS Scram Discharge Volume Hi Water Level
Channei Functional Test and Channel
Calibration

RPV Reference Leg Backfill Sensitivity
Test - Rated Reactor Pressure.

RPY Reference Leg Backfill

The inspector observed the testing performea in the above RPY
reference leg backfill modification (PM 93-031) for Unit 1 during
power ascension testing on February 12,1994. The first phase of
this test was performed to gather data and determine the
sensitivity on the unit’s reactor water level instrumentation over
variable flow rates. Flow sensitivity tests were performed for
each of the seven reference leg condensing pots at 920 psig
reactor pressure with flows that ranged from 0.002 to 0.016 gpm
(note 0.016 gpm 1s 200% normai flow). Time history plots of the
archivea data were recorded by ERFIS. A1l piant parameters for
the 1njected Toops appeared to be relativeiy constant when

observed with increased flows and compared favorably with the non-
injected loops resulting in a successful test.

ZMST RPS 27R

PM 93-031

The second phase of the sensitivity testing invoived increasing
the back flow rate to all seven reference leg condensing pots to
0.016 gpm and observing their level indication sensitivity effects
for each of the following reactor perturbations:

Start the standby CRD pump and stop the operating CRD pump
Transfer of CRD pump suction filters

Transfer of CRD pump drive filters

Transfer of CRD pump suction source to the CST

Return the CRD suction source to the pretest condition
Continual withdrawal of a selected control rod (30-03) to
position 24

% Continual insertiun of control rod (30-03) to position 00
e Notch withdrawai of control rod (30-03) to position 24

. Notch insertion of control rod (30-03) to position 00

@
[ ]
@
“
L]
L

The third phase of testing the unit’s reactor water level
instrumentation sensitivity invoived performing the same above
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listed reactor perturbations for all seven leg condensing pots
using a 0.008 gpm (100% normai flow rate) backfill flow rate.

The fourth and final sensitivity testing phase involved isolating
level transmitter 1-B21-L7-NO27A and monitoring the backfill flow

indicator wnile slowly decreasing the backfill flow rate to 0.008
gpm using the flow metering valve.

Once all testing was compiete, the backfill flow was left in the
normai operational alignment and the vessel level instrumentation
system was turned over to Operations. Observatinn and review of
the sensitivity measurements recorded by this a.ceptance test
determined the Reference Leg Backfill Modificacion should have no
adverse affect on the reactor vessel instrumentation.

The inspector noted that erszllant pre-job briefings were
conducted for invoived personnei prier to the performance of the
above remaining tests. These briefings were detailed and covered
the tests, anticipated resuits, and acceptance criteria.
Appiicable plant and industry experience associated with the test
was aiso discussed. The assignments of test supervisors,
coordinators, and specific test personnel enhanced this process
and provided more effective control. The inspector noted that
support organizations responded in a timely manner to provide
assistance when needed. The questioning attitude of test
personnel led to the identification and resolution of several
problems, such as the need to test the CAC-V216 vaive (See
paragraph 3.c). The most significant problems encountered during
the above test involved the reactor feedwater pumps. The majority
of these problems related to poor procedures, workmanship, and
inadeguate knowiedge on the equipment. The maintenance
organization was challenged, but was able to resoive these
problems with oniy minor assistance from a vendor. The pre-
startup tests performed on HPCI and RCIC using auxiliary steam

significantly reduced the problems normally experienced on this
equipment during startup.

Oigital Feedwater

The testing on the digital feedwater system went well and provided
the operators with added assurance of this new system’'s
capability. Overall, the above testing went exceptionally well
with significantly less than anticipated problems.

TSC/EOF Diesel Generator

During & routine review of corrective actions identified and
comsitted to during 1993, the licensee identified a failure to
schedule and perform preventive maintenance on the TSC/EOF diesel
generator as identified in NRC Violation 93-04-03. The violation
identified the fact that the TSC/EOF diesei generator did not have
a scheduled preventive maintenance program which was contrary to
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the requirements of plant emergency procedure PEP-04.2, Emergency
Facilities and Equipment.

The above routine review identified that all the corrective
actions committed to 1n the Reply to Notice of Violation dated
April 16, 1993, were not met. In the Repiy to Notice of
Violation, the licensee committed to developing, scheduling, and
completing semi-annual and eighteen month maintenance prior to
August 25, 1993 ana 1994, respectively. The licensee’s review on
February 3, 1994, found that these actions had not been compieted.
Adverse Condition Report 94-058 was initiated to track this issue
to resolution, as well as a root cause investigation to determine
why the maintenance and testing had not been performed after
procedure development. The inspector will review the results of
the root cause analysis when compieted. On March 2, 1994, the
scheduled preventive maintenance and testing was complieted
satisfactorily utilizing procedures OPM-ENG-505. Maintenance
instruction for Covington Diesel Generator Model 7123-730S.

Rev. 1, and OPM-GEN-008, Covington Diesei Generator E£lectrical
Inspection, Rev.l. This work was scheduled and performed under

preventive maintenance routes: 94-J010064, 94-J13104. and
94-SA400] .

Licensee Action on Previous Maintenance Inspection Findings
\
i

4
-~
02)

A
(92701, 82

(Closed) URI 325,324/94-02-01, Inadequate Surveillance Procedure.
The Unit 2 Hardened Wet Well Vent Plant Modification PM 92-073 was
compieted in March, 1993. The modification included Hardened Wet
well Vent Outboard Isolation Valve 2-CAC-V216 which is listed in
Appendix B of RCI-02.6, Cross Reference to Technical
Specifications, as a Primary Containment Isolation System (PCIS)
valve. This vaive can be operated manuaily from the RTGB with an
override switch or closed automatically by a LOCA signal provided
by relay 3B (SK91001-Z-7007) in the Group 6 isolation logic.

The Nuclear Plant Modification Program (NPMP) Procedure, Section
4.3.6.1 requires that tests be inciuded or identified to
demonstrate that the changes made by a modification are
satisfactorily implemented and to verify compiiance with affected
required surveillances. Technical Specification 4.6.3.]1 requires
that each PCIS valve specified in RCI-02.6 be demonstrated
operable prior to returning the valve to service. Technical
Specification 4.6.3.2 requires that each isolation valve be
demonstrated operable at least once per 18 months by verifying
that each PCIS valve actuates to its isolation position upon
receipt of a containment isolation test signal. The licensee
demonstrates this function for the CAC valves by performing 2-MST-

CAC-41R, CAC PCIS Groups 2 and 6 Isolaticn Logic System Functional
Test.
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The 1icensee elected not to perform Group 6 isolation logic
testing on CAC V216 after installation since it would have caused
the other PCIS vaives to isolate dryweil ventilation. This action
would have created a confinea space and would have impacted the
cutage schedule. The iicensee oniy tested CAC-V216 for vaive
stroke time and the operation of outboard isolation override logic
and did not test the operation of the valve using a LOCA test
signal. NPMP 4.3.6.2 states that those portions of acceptance
tests which cannot be performed until after the unit is returned
to service should be identified as startup tests. NPMP 4.3.7 also
requires that documents reguiring revision prior to operability be
identified to support any surveiilance and/or startup
requirements. The engineer assicned to this project believed that
the functional test described above was adequate to demonstrate
operability. He therefore determined that 2-MST-CAC-41R, which
demonstrates the operability of CAC-V216 was not required to be
revised prior to operability. In addition, CAC-V216 was not
incorporated into the monthly OPT-4.1.]1, Reactor Buiiding Vent

Exhaust Monitoring System Functional Test, which wouid have
demonstrated the vaive's operability.

The licensee discovered this deficier<y on January 31, 1994, when
the Unit 1 STA noted that 1-CAC-V216 was not tested during the
performance of OPT 4.1.1. Investigation revealed that the same
valve for Unit 2 (2-CAC-V216) had not been adequateiy tested.

The inspector reviewed the modification package and determined
that the licensee did not include a test to demonstrate that the
CAC-V216 wouid close upon the actuation of a LOCA logic relay as
required by Technical Specification 4.6.3.1. The licensee also
failed to inciude this vaive in their surveillance program. This
s a Violation of Technical Specification 4.6.3.1 (50-324/
94-04-01), Failure to Incorporate CAC-V216 into PCIS Test
Procedures. This closes the URI. A1l corrective actions for this
item will be tracked under this Violation.

The licensee documented the above event in ACR 94-052 and reported
it to the NRC in LER 2-94-01. The immediate corrective action was
to issue and perform a one-time oniy, temporary revision to OPT
4.1.1 which inciuded valve CAC-V216. This test was performed on
January 31, 1994. The valves for both units were tested
sitisfactorily. The licensee also plans to test these valves
during the performance of MST-CACAIR, CAC PCIS Groups 2 and 6
[solation Logic System Functional Test, which is performed each
refueling outage. The licensee stated that OPT-4.1.1 will be
revised to test the PCIS logic of these valves monthly.



tngineering Support

Installation/Testing of Modifications (37828)

The Plant Process Computer Replacement (PPCR) project (PMSO-
004) transferred the functions currently performed by the
Plant Process Computer to a new advanced system with greater
naraware and software capabilities, expandability, and
reliability. The new system can be more easily maintained
and supported. [n conjuncticn with the instaliation of the
new piant process computer systam. the Nuclear Fuels
Services group updated and upgraded the core monitoring
software. This modification expanded the capabilities and
reliability of the existing system and provided a more
efficient and user friendly system for the contro! room
perators.

The PPCR project invoived the removal of the existing system
cons1sting of a Honeywell 4010 computer, analog and digital
signal 1/0 cabinets, computer console, alarm typers and
assorted printers. The system was replaced with new front
end data acquisition equipment, data links. a high speed
interface to existing VAX computers. additional VAX systems
including CPUs, memory disks, controilers. special purpose
interfaces to existing plant data systems, and new operator
intertace consoles. Associated with the hardware upgrade
was an upgrade of the system software. This software
upgrade includes new data acquisition and validation
capabilities, a new core monitoring software package
entitled POWERPLEX and system integration software to
coordinate and monitor the entire system.

With the new system, POWERPLEX will be utilized to calculate core
power aistribution ana margins to TS thermal limits. The program
s a comeercially available producc vf Siemens Nuclear Power
Corporation which has been approved for use by the NRC and is
currently in use at seven other BWRs around the country.

The installation of new equipment and new software required
that training be conducted for the primary users of the
system, control room operators and nuclear engineers., All
primary users have been trained on the new system, and many
have had actual experience using the system during the
outage. Discussions with these individuals determined that
the training was adequate to operate the system. Based on
discussions with various system users, the upgrade was
viewed as a useful improvement, providing increased
monitoring capabilities over the existing system.

The inspector reviewed the scope of the project and
discussed the various aspects of this modification with the
responsible engineers and system users. These discussions




ncluded the various es of qualification and verification
processes used 1n compieting this modification, capabilities
of the system, improvements over the previous system. and
adequacy of training and support for use of the new system.
The inspector did not identify any deficiencies in these
areas. The inspector will review the final acceptance test
package to verify no additional problems were identified.
The moaification compieted on Unit 1 is identical to the
modification which will be performed on Unit 2 during 1ts
upcoming refueling outage starting in March of this year.

Violations and deviations were not identified.
Plant Support
Radiological Controis (71707)

The i1nspectors verified that the iicensee’'s HP policies and
proceaures were followed. This included routine observation of HP
practices and a review of area surveys, radiation work permits,

posting ana instrument calibration. No deficiencies were
identified.

Security (71707)

The inspectors verified by general observations that: the
security organization was properiy manned and security personnel
were capable of performing their assigned functions: persons and
packages were checked prior to entry into the PA; vehicles were
properly authorized, searched and escorted within the PA: persons
within the PA dispiayed photo identification badges; personnel in
vital areas were authorized; effective compensatory measures were
empioyed when required; and security’s response to threats or
alarms was adequate. No deficiencies were identified.

Review of Plant Support LERs (92700)

(Closed) LER 1-93-07, Sampiing of Reactor Vessei Coolant
Conductivity Not Performed. On April 22, 1993, while Unit |
was in refueling with the reactor defueled and the fuel pool
gates installed, the licensee terminated sampling of the
reactor vessel water inventory and established chemical
sampling of the fuel pool inventory. On April 24, 1993,
Operations personnel recognized that sampling the fuel pool
did not satisfy the intent of the Reactor Coolant System
Chemistry Technical Specification. The intent of the
requirement was to ensure the integrity of reactor materials
which could be compromised by chloride induced stress
corrosion cracking. Reactor coolant sampiing was re-
established on April 24, 1993. approximately 52.5 hours
after it had been secured.
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Investigations performea by the licensee indicated that the
event was caused by a misinterpretaticn of the sampiing
requirement by both Operations and EBRC personnel. Further
investigation revealed that this misinterpretation had
existed since the mid-1980s. The personnel invoived failed
to recognize that the intent was to protect the reactor
materiais, not just the fuel.

The Ticensee reviewed the conductivity and chloride levels
of the Tast sample taken from the reactor vessel., and when
proper sampiing was re-established, determined that all
leveis were within TS limits. [t was determined that no
activities which wouid have increased these levels occurred
during this time period. The conductivity and chloride
levels of available sources of water to the vessel were aiso
within TS Timits. Based on these reviews. the licensee
determined that this event was not safety significant.

In response to the event, the licensee implemented the
following corrective actions: re-established reactor vessel
coolant sampiing; issued a Standing Instruction to ensure
consistency n interpretation of the TS sampling
requirement; revised the E&RC procedures to ensure future
sampling was performed in accordance with the TS: and
evaluated the issue for future training for OPs and E&RC
personnel. The inspector reviewed these corrective actions
and found them adequate to prevent recurrence of this event.

(Closed) LER 1-93-013, Main Stack Wide Range Gas Monitor Failure
Results in Group 6 isolation. This failure occurred due to a
blown fuse. This resulted in a Group 6 isolation and all
components functioned as designed. The licensee established
auxiliary stack sampling within one hour. The licensee replaced
the fuse and placed the system back in service under a system
monitoring mode for 2 days. They were unable to determine the
cause of the blown fuse. After 2 days of monitoring, the system
was declared operable. The inspector reviewed ]icensee logs and
verified that backup sampiing had been initiated as required.
This item has not been a recurring problem on this system and the

Ticensee’s corrective action appears to be appropriate for the
event.

Violations and deviations were not identified.
Other Areas (76000)

a.

Meetings with Local Officials (94600)

The Senior Resident Inspector (SRI) met with the Mayor and
Commissioners of Kure Beach at a regulariy scheduled meeting at
7:30 p.m., on February 15. The SRI made a formal presentation to
the Mayor and City Council which included an update on the NRC's
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organization, mission, and responsibility. A summary of the
recent plant history and current status, a brief resume of the
assigned Resident Inspectors, and the telephone numbers and
addresses of appropriate NRC contacts were provided. The SRI
responded to severai guestions invoiving the shipment of spent
fuel and radioactive waste. He also offered to respond to and/or
provide assistance and coordination in answering any future
questions or concerns the Mayor or Council members may have
invoiving the NRC or the Brunswick Plant. This meeting conciuded

the bi-annual meetings with officials of communities in the
vicinity of the plant.

b. Nuclear Safety Review Committee (40500)

The February 10, PNSC meeting discussed LER 1-94-02 invoiving the
CBEAF system i1noperability. A revision to 0-AP-010, Procedure Use
and Adherence: the 1993 caiendar year security program review; and
a review of 2-5P-93-0073/0074, A & B Loop RHR Chemical
Decontamination, which is planned to be done Just prior to the
Unit 2 refueling outage. The RHR decontamination pian was
discussed extensively with numerous questions being asked by the
PNSC. The team presenting this item appeared to have done an
excellent job in planning the project. Several questions could
not be conclusively answered and the project managers were asked
to research these issues and respond to the PNSC at a later
meeting. The minutes of all other meetings for the month of
February were also reviewed. No deficiencies were identified.

Violations and deviations were not identified.

Exit Interview (30703)

The inspection scope and findings were summarized on March 4, 1994, with
those persons indicated in paragraph 1. The inspectors described the
areas inspected and discussed in detail the inspection findings 1isted
below and in the summary. Dissenting comments were not received from
the Ticensee. Proprietary information is not contained in this report.

1tem Number Description/Reference Paragrapa

324/94-04-01 Violation: Inadequate post modification/
surveillance test invoiving vaive CAC-V216
paragraph 3.c.

Acronyms and Initialisms

AD Auxiliary Operator

BWR Boiling Water Reactor

CAC Containment Atmospheric Control
CPU Central Processing Unit

CRD Control Rod Drive

CBEAF Control Building Emergency Air Filters
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Digital Feedwater

Diesel Generator

Environmental & Radiation Control
Estimated Critical Position
Engineering Evaluation Report
Electro Hydraulic Control System
Engineering Procedure

Emergency Operations Facility
Emergency Response Facility Information System
General Electric Company

Hydrauliic Control Unit

Health Physics

High Pressure Coolant Injection
Limiting Conditions for Operation
Licensee Event Report

Loss of Coolant Accident

Local Power Range Monitor

Motor Control Center

Moisture Separator Reheater
Maintenance Surveillance Test
Nuclear Plant Modificaticn Program
Nuciear Reguliatory Commission
Operating Instruction

Operating Procedure

Protected Area

Primary Containment [solation System
Plant Emergency Procedure

Plant Procedure

Preventive Maintenance

Plant Modification

Post Maintenance Testing Reguirements
Plant Nuclear Safety Committee
Plant Process Computer Replacement
Quality Assurance

Reactor Core [solation Cooling
Residual Heat Removal

Reactor Operator

Reactor Protection System

Reactor Pressure Vessel

Senior Resident [nspector

Senior Reactor Operator

Safety Relief Valve

Shift Technical Advisor

Stop, Think, Act, and Review
Technical Specification

Technical Suppert Center
Unresolved [tem

Work Reguest/Job Order



e -NITED STATES
) “UCLEAR REGULATORY CCMMISSION
- 4 “EGION 1

¢ 21 MARIETTA STREET. N.W.. SUITE 2900
5 2 ATLANTA. GEQRGIA 30323-0199
*rent g
Jocket MNo.: :0-325 ana £0-324

-icense No.: DOPR-71 ana DPR-62

Caroiina Power ana Light Company
ATTN: Mr. R. A. Anderson

Vice President

8runswick Steam £lectric Plant
P. 0. Box 10429
Southport, NC 28461

Gentlemen:

SUBJECT: NOTICE OF VIOLATION
NRC INSPECTION REPORT NOS. £0-325/94-07 AND $0-324/94-07)

This refers to the i1nspection congucted by Richara L. “revatte of this office
on March § - Aprvd 4. 1894, The inspection inciuged a review 0T activities
iduthorizea for your =runswick facility. At the conciusion or the inspection,

the rindings were aiscussea with those members of your staff igentified in the
enciosea report.

Areas examinea during the inspection are 'dentified in the report. Within

these areas. the inspection consisted of selective examinations of procedures

ang representative recoras. nterviews with persocnnei ana observation of
activities in progress,

3asea on the resuits of this inspection. certain or vour activities appeared
‘0 be 1n vioiation of NRC requirements. as specifiea in the encicsea Notice of
/iolation (Notice). The vioiation 15 of concern pecause 1t represents a
continuing trena or configuration events. We recognize that these exampies

~ere 'genti1fiea by your staff ang that you have mage gains n this area: bdut

your corrective actions do not appear to be fully effective 1n preventing
recurrence.

fou are required to respond to this letter and shouid follow the instructions
specified in the enciosea Notice when preparing your response. [n your
response, you should document the specific actions taken and any aaditional
actions you pian to prevent recurrence. After reviewing your response to this
Notice. inciuding your proposed corrective actions ang the resuits of future
inspections, the HRC will determine whether further NRC enforcement action is
necessary to ensure compiiance with NRC regulatory requirements.

In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice." 3 copy of

this letter, and its enclosures. and any reply will be placead in the NRC
Public Document Room.

%&3#95,.-
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-arolina Power ana Lig~t Company 4

“he responses directed by this [ztter ang the enciosea Notice are not subject

"0 the clearance proceaures of the Office of Management ana Budget as required
oy the Paperwork Reduction Act of 1980, Pub. L. No. 56-511.

-houid you have any questions concerning this letter. ;iease contact us.

Sincereiy,

\ .] A
P
Jon R.' Johnson. Acting Director
~ Division of Reactor Projects

nclosures:
Notice of Violation
NRC Inspection Report

SC w/encis:

4. W. Habermeyer, .r.

/ice Prerident

Nuclear Services Department
Caroiina Power & Light Company
P. 0. Box 1551 - Mail OHS7?
Raleigh, NC 27602

J. P. Cowan

Acting Director

Site Operations

Srunswick Steam £lectric Plant
°. 0. Box 10429

southport. NC 28461

4. Levis, Acting

Plant Manager Unit |

Brunswick Steam Electric Plant
P. 0. Box 10429

Scuthport, NC 28461

C. C. Warren

Plant Manager Unit 2

Site Operations

Brunswick Steam Electric Plant
P. 0. Box 10429

Southport, NC 28461

(cc w/encis cont’d - See page 3)



.arolina Power ang Light Company

cC w/encls cont’d)
Mark S. Calvert
“ssocrate Generai Counsel
.aroiina Power ang Light Company
°. 0. Box ]551
Ralewgh, NC 27602
Jayne H. Brown. Director
Jivision of Radiation Protection
N. C. Department of Environment.
Lommerce & Naturai Resources
P 0. Box 27687
Raleigh, NC 27611-7687

<aren £. Long

“ssistant Attorney Generai
-tate or Nortn Caroiina

. 0. Box 629

laleigh, NC 27602

“obert P. Gruber
txecutive Director
Public Staff - NCUC

P. 0. Box 29520
Raleigh, NC 27626-0520

Public Service Commission
State of South Carciina
. 0. Box 115649

columbia. SC 29211

Yayor
-1ty of Wilmington
?. 0. Box 1810

dilmington, NC 28402

Mayor

City of Southport

201 East Moore Street
Southport, NC 28461

a2

~R o3 1934
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NOTICE OF VIOLATION

-aroiina rower ina Light Company Jocket Nos.:

50-325 ang §0-324
irunswick Site

~icense Nos.: O0OPR-71 aing DPR-62

Juring an NRC inspection conducted on March § - ipr1] 4. (294, 10lations of

NRC requirements were 'dentifiea. 'n accoraance with the “Zeneraj Statement
of Policy ane Procedgure for NRC Enforcement Actions.” !0 CFR Part 2.
‘ppenaix C. the violations are listed below:

Technical Specification 6.8.1 (a) reauires that written

b8 established. impiemented. ana maintained covering the activities
referenced in Requlatory Guide .33 Appenaix A. Novemper (372

procedures shall

Reguiatory Guide .23, Appengix A,
“he Instrument Air System.
~ater cystem.

reguires proceaures for fi.ntaining
the fuel storage pooi systems ang service

Jperating Proceaure OP-45. Instrument ana Service Air “/stem uperating
rocedure mpiements these requirements. Attacnment to (P-46. 20y, 5

the Unit | Valve Line-up Prestartup Checklist reguires vaive i-RNA-IV-
2627 to be in the open position.

special Procedure, 2-SP-91-047. installation ana Acceptance Testing of

Suppiemental Spent Fuel Pooj Cooling System impiements these
requirements. Attacnment A tp 2-SP-91-047. revision 3. the Valve

Alignment Checksheet - “rimary Loop requires valve 2-G42-V011 to be in
the ciosed position.

Plant procedure. |-0P-43. -érvice Water System OUperating Pracedure
'mpiements these requirements. ittachment . ‘o i-0P-43, rsvision 46,

the Valve Lineup-Prestartup Chécklist requires vaive 1-SW-V58 to be 1n
‘he ciosed positicn.

Contrary to the above,

the following valves were not in their proper
position:

1) On February 27, 1994, Operating Procedure OP-46 was not adequately

implemented in that. [nstrument air Valve L-RNA-V-2627 was found
in the closed position.

2) On March 13, 1994, Special Procedure, 2-SP-91-047 was not

adequately impiementeqd in that Spent fuel Pool Cooling Valve 2-
G42-V011 was found in the open position.

1) On April 1, 1994, Plant Procedure 1-0P-43, was not adeguately

implemented in that Service Water Valve 1-5W-V58 was found in the
open position.

This 15 a Severity (evei IV vielation (Suppiement [).

L5134 %—



Wotice of Violation 2

-

ursuant to the provisions of 10 CFR 2.201., Caroiina Power and Lignt Company
‘5 Nerepy reaquirea to suomit a written statement or expianation to the u. S.
Yuclear Requiatory Commission. ATTN: Document Control Desk. “ashington., 0C
20S55. ~ith a copy to the Kegionai Administrator. Zegion [I. ang a copy to the
NRC Resiaent [nspector at the facility that is the supject of this Notice,
#1thin 30 days of the gate of the jetter transmitting this Notice of Violation
(Notice). This reply snouid be clearly marked as a ‘Repiy to a Notice of
Violation" ingd shouid include for each violation: (1) the reason for the
/iolation or, if contested. the pasis for disputing the vioiation. (2) the
~orrective steps that have been taken and the resuits achieved. (3) the
corrective steps that will be taken to avoid further vioiations. ang (4) the
date when full compiiance will be achieved. [f an adequate repiy is not
réceived within the time specified in this Notice. an order or demana for
'nformation may be 1ssued as L0 why the license snouid not be moaifieaq,
-uspenaeq or revoked. cr why such other action as mav pe proper snouid not be

“aken. dhere good cause 15 shown. consideration wiil be qiven to extenaing
“he response time.

Oatea at Atlanta. Georala
this  28th  aday of April 1904
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SUMMARY

scope:

This routine safety inspection Dy the resident inspectors invoivea the areas
of operations, maintenance and surveiilance, engineering support. plant

-Upport. and other areas. Inspections were conaucted during normai working
nours. on back shift, geep pack shift, holidays, ang weekenas.

Results:

In the areas inspected, a Violation (325,324/94-07-01) was identified with
three exampies cited: Failure to [mpiement Procegures (paragrapn 2.f),

Additionaily, an Unresoivea [tem (325,342/94-07-02) was identified: SPDS Does
Not Meet Design Criteria, paragraph 4.b.

A strength was identified in the pianning and decontamination of the Unit 2
RHR system (paragraph $.b.)

Jnit | operated at essentiaily 100% oower for the reporting period. Unit 2
shutdown andg started an anticipated 92 day refueiing outage on March 26, 1994.
The refueiing outage dopeared to be better pianned than previous outages.

“Jps RBPIES-.



<EPORT DETAILS

“ersons Contacted

.icensee tmpiovees
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Other 'icensee empioyees contact
eNgIneers. technicians. operators.

. Ahern, Manager - Joerations Support ana Work Control
"

Anderson, Vice President - drunswick Nuclear Plant
Earnes. Manager - Jperations, Unit |

Bragiey, Manager - Srunswick Project Assessment
Cowan, Acting Oirector - site Operations

.- Honma. Supervisor - “equiatory Compiiance
N.

Gannon, Manager - Maintenance. Unit |

. Grazio. Manager - Srunswick Eng1neer1ng Support Section
J. Heffley, Manager - “aintenance, Unit 2
. Hicks., Manager - “raining

.esiie. Manager - Security
Lavis. Acting Plant Manager - Jnit |
.cpriore. Manager - “equiatory Affairs

. Pargee, Manager - Tachnicai Suoport
. Robertson. Manager - “nvironmental & Radioioaicai Controi

Titrington, Manager - Jperations. Jdnit 2

. warren. Plant Manager - .nit 2

. Warriner. Manager - controi ang Administration
. Willett, Manager - “roject Management

ed inciuded construction crafttsmen,

orfice personnei ang securi1ty force
members.

*Attenced the exit interview.

Acronyms and nitiaiisms usea in
oaragrapn,

the report are listeg in the iast

Operations

d.

Operational Safety Verification (71707)

The inspectors verified that Unit | and Unit 2 were operated in
compiiance with Technical Specifications and other regulatory
reqguirements by direct ocbservations of activities, faciiity tours,

discussions with personnel, review of recoras ana independent
verification of safety system status.

The 1nspectors verified that cont
10 CFR 50.54 ana the Technical Specifications were met. Controil

information concerning operating tremds ang out of service safety
systems to ensure that there were no conflicts with Technical
Specification Limiting Conditions for Operations. Direct
observations of controi room paneis and instrumentation and
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recoraeq traces important to sarety were conducted to verify
operapiiity ana that ODEerating parameters were within Technical

Specification iimits. The 'nspectors opserved snift turnovers to
/erify that system status coniinuity was maintainea. “he

'NSDeCIOrs aiso verified the Status of seiected controj room
annunclators.

Operapility of a seiected Engineerea Safety Feature 21vision was
/erified weekly by ensuring that: eacn accessible vaive 1n the
flow path was 1n 1ts correct pesition: each power tuppiy and
breaker was ciosea for components that must activate upon
initiation signal; the RHR subsystem cross-tie vaive for each unit
was closea with the power removed from the vaive operator: there
was not leakage of major components: there was proper ‘ubrication
ana cooling water available: and conaitions aid not exist which
could orevent fuifiliment of the system's functionai requirements.
[nstrumentation essential to System actuation or perrormance was

/erified operapie Oy observing on-scaie 'n@i1cation ang proper
instrument vaive !ineup, :f accessible.

The 1nspector verifiea the vaive lineup for the (S. HPCI and RHR
systems for both units auring this inspection perioa. Zoth CS
systems and the Unit | HPCI and RHR systems were n their normal
Iineup. The i1nspector cbservea that the Unit 2 HPCI :ystem was
linea up to the torus because of a leaking check vaive from the
congensate storage tank. The Unit 2 RHR A Loop was aiso 1ined up
L0 the torus for torus cocling to support HPCI ana RCIC testing.
The 1nspector verified that the above systems were returned to the
normai lineup upon the compietion of repairs ang testing.

Controi Rod Orive Pump 2 A (71707)

#hile conducting backshift tours on Marcn 9. tne inspector noted
that the noise levei of the running ZA CRD pump on unit 2 was much
higher than the running CRD pump on Unit 1. The 2A CRD pump area
was contaminated and roped off so only visual observations of CRD
pump ZA could be made from a distance of 3 to 8 feet. Closer
observations required donning protective clothing. The inspector
noted that the pump lube o1l bubblers were adequately filled and
did not observe any discoloration of this 011, Visual observation
did not reveal any signs of overnheating or excessive vibration of
the pump assemply. The same day the inspector discussed this

issue with the Unit 2 plant manager the ZA CRD pump motor
experienced a bearing failure.

A lube 011 sampie had been taken and anaiyzed on this component in
February, 1994. The inspector reviewea the analysis which did not
reveal increased contaminant leveis or any abnormaiities that
would have indicated potential bearing failure. A review of
recent maintenance nistory found that the pump motor had been
overhauied in 1992, Although no maintenance practice weaknesses
were 1dentified as a result of the above service, the inspector



11d note that the decision by the piant not %o maintain this
fguipment or the surrounding area as ragioactively ciean (non

“ontaminated) created circumstances that may nave contributed to
this failure.

It 15 a generaily accepted practice for piant operators tg monitor
for satisfactory operation of equipment that does not have
pressure ana temperature gauges installed by "touch® ang "feej",
Since this equipment was contaminated. T reguirea operators tg
dress out to perform this function on routine rounds. DOiscussions
with operations personnel indicate that this may not have been
accomplishea on each round. The gecontamination of this equipment

may have ailowea detection and prevention of this nonsafety-
refatea equipment failure.

“reparation for Refueiing (6070%)

Jn Maren 11, [294. during a tour of the unit I rerueiing floor
(117"), the inspector observea an ndiviguail using a viageo
camcorager nsice the tooi controi area for tne spent fuel pool
(SFP). The camcorder was not tetherea by a ianyara but held with

the hand strap. The i1nspector 'mmeailately notified the iicensee
of this oopservation.

The licensee s 'nvestigation reveaied that the individuals
nvolved were contractors. They were in the SFP tool control area
without the licensee’s Knowiedge contrary to licensee reguirements
for refueling floor contractors. The licensee immediately

restricted the access of the invoived naiviguais. This was
documentea in ACR 94-092.

The 1nspector informed the licensee that he peiievea that the
camcoraer teil within the reguirements of Al-106. _Cleaniiness
Controi of Reactor Refueiing Floor, wnich requires that smail hand
tools usea above the SFP be attached by a lanyara. The |icensee
does not consider the camcorder to be a smail hand tool and they
believe that the camera handstrap serves the same function as the
lanyard. [n aadition, they pelieve that the reguirement for
lanyarding material only applies to smail items which would be

difficult to retrieve and offeresd several exampies to illustrate
their point.

The licensee took additional corrective action by issuing a new
procedure, Conduct of Refueiing Floor Activities for Outage
B211R1, dated Marcn 24, 1994. This procedure uelineates duties
and responsibilities of individuais working on the refueling
floor. The inspector will follow the iicensee’s control of

contractor activities to determine the effectiveness of their
corrective actions.

On March 23, the inspector observed the uncrating, inspection, and
storage of six new fuel elements. Four of the new fuel elements
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(Ser1al numoers vJ8581. fJ8592. :)8600. ina YJB602) were piaced in
i new fuel storage vauit. fuel eiements (Ser1ai numoers YJB86]1
ana YJB607) were piacea in the SFP at locations E6f1 ana E6F2.
respectively.

The 1nspector reviewed the following work package documents:

WR/JO 94-ABUS 2 New fuei inspection

OSPP-FUE 501, Rev. 4 Receiving ana hanaling of new fuel
bundles

OFPP 014, Rev. 7 Control of compustibles, transient

fire load, ana ignition sources
OSPP-RPY 501, Rev. 8 Reactor vessel (and associated
components) disassempiy for
refueling
e Operating ana visual inspection of
reactor ouvriding crane.

IMST-CRSIR. Rev.

The 1nspector opserveg that the craft reviewea avpiicabie
Procegures prior to commencing work. Crocegures were tollowed and
the work effort proceeged smoothly. The oridge SRO verified the
serial numpers of the two fuel ceils wnich were piacea in the SFP.
The SRO aiso changed the location of Serial Numoer vJ8611 when 1t
was founa that hoses were cluttering the plannea location in the

SFP. The inspector conciuded that the work effort was safely
performed with adeguate controis.

On Marcn 30. the inspector observed the removal of the reactor
pressure vessel (RPV) head. He also cpservea some of the required
preparations. :nciuding oriefings ang strong-pack attachments.

The Ticensee did an exceilent JOD 1n the pre-:op ana heaith
physics briefings. The work proceeged cautiousiy ana smoothly.
The proceaure was at the Job si1te. Discussions with the
contractor’'s project manager indicated that ne cieariy understood

the licensee s expectations and he had communicated those to his
staff.

On March 31, the inspector observed preparations for the
acceptance testing for the refueling bridge modifications, Plant
Modification 92-002. These inciuded the removal of the fuel pool
gates. The outer gate requireq consideranie effort to remove. [t
appeared to be binding and couid oniy be moved in incremental
stages. The inspector noted a buildup of an unidentified material

on the gate that appeared to be the result of oxidation. The
inner gate was readily removed.

The refueiing bridge acceptance testing was performed by GE and
accomplished by WR/JO 92-AKDO&. The WR/JO directed that the test
be performea over the core and wouid test the bridge travel
limits. The testing was accompiished by GE documents RDE 62-1291,
Startup Test, and GENE 771-14-0294, Unit 2 FANUC Logic Test. PM -
92-002, Sections 7.11 - 7.13 delineated the acceptance tests which
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ncludea the above two tests as weil as OPT-18.1, fefueling
’0s1tion interiock Check. The inspector reviewea the apove
Jocuments and noted that PM 92-002. Step 7.13 requireg the
-ompiete performance of QPT 18.1. Discussion with the GE Test
ingineer reveaied that the Lesting using procedure RDE £2-1291
Jupiicated the non-ioad testing portions of OPT 13.]. The
‘icensee s Engineering department evaiuated the test ana PT
TeQuirements ana reviseg PM 92-002 to eiiminate the test
Jupiication. The GE acceptance testing was acceptable arter the
igjustment of severai limit switches which the inspector nbserved.

On Aprii |, the licensee commenced the remaining sections of

OPT 18.1 ana founa that they were unable to position the refueling
oridge over the core. «hile troublesnooting, :ne lcensee
jetermined that 3 iog1c probiem prevented the bridge from
cositioning over the core. A drawing error nad causeg the logic
crobiem. The iicensee geterminea that a capie was depicted with
“eversea leads at one eng and Was wirea 1n accorgance with the

irawing. The giscrepancy was repairea ang OPT 12.1 was compieted
successtully at 12:20 AM on April 2.

“he 1nspector opserved
sortions of OPT [8.1 and noted that the position INTEriocks were

;unct10n1ng proveriy. He noted that there was aceguate cupport

for the refueiing bridge testing and the work was performed
11ligentiy ang safely.

Jutage Teamwork Meeting

The licensee conducteq a series of meetings desigrea to deveiop
“2amwork ang convey management expectations with the piant ana
contractor emoioyvees wno will be invoivea with the current Unit 2
~efueiing outage. ~he Outage organization ang responsipiiities,
“CODe cnanges. risk assessment. matertal exciusions. aina schedules
~8re discussea. The inspector attengea severai meetinas and the
subjects were adequately aadresseq. i@ noted that tne meetings
were weil received ang dppeared to be beneficial.

Engineereg Safety feature System Walkdown (71710)

On March 14, 1994, the inspector compieted an electrical and valve
lineup waikdown for the Unit 1 core spray system. The inspector
verified that ail components were pesitioned in accorgance with
Operating Praocedure 1-0P-18, Core Spray System Operating
Procedure, Revision 24. He waiked down ang verified proper
component position for al) accessible portions of the system
including a controi board waikdown to ver:fy proper indication.

He also reviewed the documented system lineup procedure to verify
that those components located in inaccessible locked high
radiation areas or in the aryweil were properiy positioned.

The inspector founa that the system was
igreement with the current revision of t
The material condition of the system was

preperiy alignea and in
he operating procedure.
good. all components were



)

:lean. cleariy labeleq. exnibitea no signs of leakage or material
iegragation. appearea to pe in good working order, ing hag been

recently painted. ‘o significant  discrepancies were 'aentified
uring this system waikdown.

configuration Controi

In recent months. the licensee nhas continuea to experience a
numoer of events in the area of proper configuration zontroi. The
'NSpector reviewea Adverse Conditions Reports (ACRs) which were
generated for configuraticn controi probiems identifieq during the
period of January, 1993 througn Marcn, 1994. The numoer of events
nas remained reiativeiy constant for the past 15 months with an
iverage of 6 events per month. which demonstrates the
‘neffectiveness ofr the licensee’'s previous corrective actions.

-ontiguraticn controi probiems can be characterized nto two
areas. "he first area Invoives clearances. “his nag been a
propiem. oput the iicensee ¢ COrrective action nas resuited in some
'mprovement in this area. The second area invoives vaives and
components identifiea as not DeIng 1n their reguireq positions,

The iicensee nas identifieq an 1ncreasing trend n vaives/breakers
being founa in the incorrect position,

The following are exampies of valve/component mispositioning
avents:

On February 27. an auxiliary operator (AO) found Unit ! [nstrument
Air [solation valve. L-RNA-1V-2627. in the ciosea position versus
the ooen oosition. as requirea by Attacnment | *o Overating
Procedure. | -0P-46. Revision 77, Instrumenrt ang Service Air System
Jverating Procegure. The unit was operating at 100% oower and the
Instrument Air System was aiignea for normai operation. “his
System suppiies instrument air to operate vaive |-CAC-V216.
Hargenea Wetweil Vent Overpoard Isolation vaive. Valve 1-CAC-V216
1S an air operated vaive which may be opened to reiieve contain-
ment pressure in the event of an accident. Instrument air to CAC-
V216 vaive was isolated as a resuit of the ciosure of vaive 1-RNA-
[V-2627. However, because backup nitrogen was still available for

the operation of 1-CAC-V216, the safety significance of this event
was minimali.

Preliminary |icensee 'nvestigation reveaied that Procedure 1-
OP-46, had been compieted anag signed off as satisfactory on
September |9, 1993, However, the investigation was inconciusive
as to the cause of the valve mispositioning. This event was
documented by ACR 94-077. This s identified as the first example

of a Violation of Technical Specification 6.8.1.a: fFailure to
Impiement Procedures (325,324/94-07-01).

On March 13, the licensee discovered vaive 2-G42-V011. i vent
valve 1n the suction line from the Unit 2 spent fuel pooi (SFP),



'n the open position wnen Special Proceaure 2-5P-91-047. n-
stallation And Acceptance Testing Of Suppiemental Fuei Poo)
Cooling System. Attachment A. Revision 3, required it to pe
closea, The SFP Cooiing System was i1n 1ts normai alignment for
SFP cooiing. This vaive 1s the ‘first of two 1soiation vaives for
the vent line on the suppiemental SFP cooling system suction line.

The safety significance of this mispositionea vaive 15 minimai as
the secona isoiation vaive (2-G42-V012) was closea.

Preliminary licensee 'nvestigation reveaied that the vaive in
question was left open by an ndividuai who failed to restore the
valve to the ciosed position as requireg by 2-SP-91-047 on

March 12. This event was documented in ACR 94-093. This is

identified as the secona exampie of a Vioiation of Tecnnical
Specification 6.8.1.a.

Jn Apr1l 1. an AD discovereg valve [-SW-VS58, -ne |A Conventionai
service water (CSW) pump discharge pressure cauge root isoilation
/alve, open wnen |-0P-43, service Water System uoerating
Procedure. Attacnment |. Revision 46. reaguirea it to ve ciosed.
Closing of this vaive was intengeg to prevent gamage to the gqauge
caused by pressure spikes auring pump starts. he sarety
significance s minimal because of the vaive s purpose.

Preliminary licensee 'nvestigation revealed that the service water
pumps are being repiaced under an ongoing Plant Modification, 82-
22IL with 1A CSW pump scheduled to be repiaced in June. .994.

when the moaification is compieted. the 1-0P-43 reaguired valve
position wiil be cnanged to open. However. creiiminary investiga-
tion could not cetermine the exact cause or *his vaive
m1SpOsSITionIng. This event was gocumentea in 4CR $4-420. This 1s

‘dentified as the third exampie of a viciation or Tecnnical Speci-
fication 6.8.1.3;.

Clearance i1ssues also affect configuration control and continue to

be a problem. The following are exampies of recent clearance
reiated configuration controi problems:

On March 29, with Unit 2 in Mode §, the controil room operators
received two alarms. HPCI Logic Bus "A" Power Failure and HPCI
Condensate Storage Tank Water Level Low. Following the receipt of
these alarms. HPCI Torus Suction Valves, 2-E41-F041 ana 2-E41-FOA2
dutomatically opened. HPCI was aligned to the Condensate Storage
Tank, at the time of this event, the torus was being drained for
maintenance. These two alarms ana the associated vaive openings
were a direct resuit of de-energizing the HPCI Relay Logic Feeder
Circuit Breaker, 2-4A-13, wnile hanging ciearance 2-94-791A.

The licensee s investigation indicated that the clearance preparer
Knew that de-energizing the HPCI Relay Logic Feeder Circuit
Breaker wouid resuit in de-energizing HPCI logic bus A. The
preparer failed to adequately agdress or identify the further



2
-

-onsequences or de-energizing the MPCI 1o@1c bus A.

his event
~as documentea Dy FACTS 94-00410.

Jn Marcn (5, the iicensee founa vaive 2-5SA-V943. :he Pilot Air
service Valve. closea when 1t was reguirea to pe open. OJuring
canceliation of clearance 2-93-2641 on the Unit 2 Service Air
Oryer, the 2A, 28 ana 2C Joy air compressors auto started and
issumed service air loads. Yowever. :the anticipated Service Air
Header low pressure alarm did not annunciate. Juring the trouble
shooting, an AD found the 2-SA-V943 vaive in the closea position.
This vaive provides controi alr to the pneumatic controis of
various vaives on the air dryers. The licensee has not determined

the exact cause of this valve misposition. This event was
Jocumented in ACR 94-095,

on March 30, the Unit ! Hydrogen Water Chemistry (HWC) System
triopea wniie at 100% cower. Unit 2 personnei prepared a clear-
ance tor work on MCC-ZTA wnich suppiies cower To poOth units’ HWC
systems. qhile nanging the ciearance, .'CC-2TA was 1e-energized
#NICh resuited i1n a trip of both HWC sysiems. _icensee investiga-
L10n raveaiea that the ciearance preparer failea to reaiize that
MCC-ZTA powerea both units’ HWC systems. This event was
documented 'n ACRs 94-105/107.

The 1mmeaiate corrective action in all the above events inciuded
re-aiignment of the respective vaives to their proper positions
ang perrormance of visual inspections to determine ¥ there were
other mispositionea vaives in the surrounding area. “he 1mmediate
corrective actions were generaily adequate and effective.
Additionaily, the licensee s empnasis on being more ooservant of
abnormal conaitions nas been successtul. "7 that mispositioned
components are ceing igentified by AOs auring their rounas.

3aseg on the numper ang continuing trena of equipment/vaive
misposition events. an Operations Management Team was established
on Marcn 9, 1994, to look into the problem. The team nitiated a
detailed study of mispositioned equipment/vaives from October 1,
1993 to February 28, 1994. Juring that period, 23 configuration
control failures were identified. In looking at these events, the
team determined that there were five common causes which
contributed to equipment mispositions:

“ Lack of a required Operations review of fieid revisions to
plant modification acceptance tests.

L] Needed improvements to the locked valve program.

v Operations personnei only conducted a “courtesy review® of
the other unit Special Procedures.
s Inadecuate communications ang turnovers.

= Configuration control problems reiated to clearances.
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3asea on the resuits of these fin
nanagement 1mpiemented the follow
‘0 aadress these common causes:

aings, the team ana Operations
g iong term corrective iactions

® Technicai Support was assignea the responsibiiity for aj)

acceptance tests. as outlinea in piant oroceaure MAP-006,
Preparation. Review. Approvai, ana Performance of Post
Modification Test Procedures.

3 The Operationg Projects team will deveiop a program to
determine. identify, and contro! the positions of Tocked
vaives,

© Operations established a poilicy reguiring a Technical Review
Versus ‘courtesy review' be performea on ail Sgecial
Proceaures.

® The Operations unit or Sub-uni1t managers were required to
orief ail operators on expectations regaraing communications
ing turnover. The following were stressed/reintorced:

. The 1mportance of thorougn, ideauate. ing compiete

‘erpal communications ang turnovers.

- The 1mportance of compiete ana detailed lcg entries.

- The 1mportance of self-checking.

L Estabiisning the hapit of "backing one another up“.

o The reguirement for performing vaive |ineups inside
clearance pounaaries when restoring systems to normai
alignment following maintenance - inciuded wiil be the
revised onilosopny that components requiring repositioning
quring this process not be consigerea as mispositioned.

- Operations ownersnhip ang accountapility for the position
verification of all piant eguipment.

¥ Revision to ciearance Procegure. A[-58. =rfective March 21,

1994, provided the following configuration controi
énnancements:

. Eliminate the use of clearance tags for configuration
control.

- Generated an equipment control procedure, Al-58.2,
providing a defined means for control of eaquipment
using yeilow configuration controi tags.

The team also deveioped a performance indicator and established a

goai of zero ievei | ang 2 ACRs and 2 or less levei 3 ACRs per
month.

One violation with severai exampies was identified in the area of
configuration controi.

Unit 2 Refueling (60710)

Unit 2 commenceq requcing power on the evening of Marcn 25,
' preparation for the 92 day scheduled refueiing outage.
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The Unit separated fram the grid at 2

3:00 AM on Maren 26,
enterea moge 2 at 5:44 AM, moqge 3 at 1:37 PM, ana moage 4 at

.2:36 PM. on the same day. It was noted that Unit# haq
Jberated continuousiy for 313 days at 100% power since being
restarted 'n Apr1i of 1993

Tollowing an extenaed outage for
repairs. "his was the longest continuous run n the unit’s
history.

On March 27, the INSpector toured severai areas of Unit 2

that haa been 1naccessible auring power operations. The
'nspector noted little evidence of system leakage or
significant degradation auring the extended power run.
Discussions with Heaith Physics personnei indicated that
ragiation ieveis in the aryweil ana RHR rooms are nigher
than anticipatea. [t appears that the ragilation ieveis in
the dryweil have 'ncreasea by a factor of two to three over
“he previous outages. The leveis on the 38 foot elevation
ire reaaing anout 200 mR/hr general area versus past outage
reaaings or approximateiy 75 mR/hr. “he recircuiation
risers are reading approximateiy 2 R/hr. “he ficensee pians

L0 gecontaminate the recirculation system ang risers in
eariy April.

The 1nspector verified that RHR loop A was correctly aligned
ing 1n use for snutdown cooling ana that RHR loop 8 was in
use for suppression pooi cooling. The inspector also
followea the activities assocratea with dryweil head
removai. Ouring the detensioning of the aryweil heaa hoid
down boits the |icensee experiencea several propiems
issocrated with the getensioning equipment zng personnei
SXpertise wnich resuited in 3 30 hour aeiay in compieting
this task. This 1s documented in ACR 94-103. “he reactor
‘essel heaa hold down boits were detensionea on Marcn 29,
ind the unit enterea Mode 5. No significant ceficiencies
were 1dentifieq during the above activities.

Refueling Activities (60710)

At 12:40 a.m., on Apri] 2, the control room SRO authorized core
aiterations. The first fuel bundle (LYE362) was removed from the
core 16 minutes later. The operator was unable to place it at
location GOl in the SFP because the location was obstructed by the
splash ring on the supplemental SFP cooling piping. The refueling
SRO requested an alternate location. The Core Component Sequence
(move) sheet was modified and the first fuel bundie was placed in
the SFP at 1:33 AM.

On April 4, fuei movement was suspended at 7:30 AM due to a
mispositioned fuel bungle in the SFP. The licensee determined
that step 267 of the move sheet was prematureiy signed off as
being compiete and the fuel bundie was niaceq in the SFP location
for the next step. Tix steps latar. i+ was discoverea that the
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fuel bunaie 1n step 268 had not been re
licensee 'mmeaglately initiated an INVestigation anga assemnied all
'nterested ana 1nvoived ing@ividuals to review the event. A Site
Investigation Team (SIT), headea Dy the Unit | Operations Manager,
was assembled. The 1nspector attended the comoinea counseiling
ing investigation meeting, [t was determined that the refueling
SRO haa the oniy move sheet on the bridge and the spotter keyed
from the SRO’s 1nitials. GF personnei stated that at other sites,
both the spotter ana the SRO haa move sneets. [t was conciuded
that there was not inaependent verification as both ndividuals
worked from the same document. The SIT also determined that
communications petween the refueiing bridge and the controi room

were not sufficiently detailed in that oniy the commencement ang
compietion of steps were communicated.

movea from the core. The

The licensee s corrective actions were to counsei the invoived
'nA1viduais. orief all rerueling personnei of the event. issue
éparate move sneets to the SRO ang spotter. [N sSDOTTer 1s to key
off his move sneet. ang communications with the controi room will
O¢ more detaiied in that the component ana locations wiil be
'dent1fied. “he inspector reviewea the SIT report ana considers
that the two move sneets should provide more inaepengence and more
detailed communications which shouid provide an aaditionai barrier

with the control room. F‘uej movement was recommencea at 3:50 PM
on April 4, 1994,

The 1nspector conciuded that the meetin
timely and thorough. They allowed the |
cduse. 'mpiement corrective ac*ions.
#1th minimai disruptions.

gs and investigation were
icensee to arrive at a root
anag recommence fuel movement

Review of Operations LERs (92700)

(Closea) LER 1-33-011, Inadeguate Clearance gounaary Resuits in

Unpiannea Multipie Controi Rod Insertions Ouring Scram Discharge
Volume Hydrostatic Test.

The iicensee performed a root cause analysis ana determined that
the following factors contributed to this event:

¢ Operations deveioped a clearance that relied on compensatory
actions to prevent rod movement .

® Technical Support was unaware of GE 1ineup recommendations.

® A lack of formai communications between thz systom cngineer
and Operations contributed to the HCUs being over
pressurized by 380 psig.

® Although required by the Daily [nstructions, operators
failed to check the pressure of the HCU accumuiators under
clearance prior to inserting the scram.

® The jate reporting of this event was attributed to an
'nadequate Operations review of 0I-51, NRC 1-hour, 4-hour,
and 24 hour Reporting Requirements.
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® An 1nagequate Management review of piant conaitions ana the

ippropriateness of performing tne test.

Subseauent investigation oy the licensee reveaied that the

Cerrormance of the Lest haa peem nfluencea Oy scheduie pressures.
The |icensee s corrective actions were as follows:

® A Director of Site Operations memo to site management dated
October |5, [993, EmMPNasiZing that Doth risk and scnedule
Tust be evaluated.

® COperating Procegure OP-08, Controi Rod Drive Hydrauiic
System Operating Procedure, for both units was revised on
January 19, 1994, 1o include steps for HCU isoiation with
cooling water flow 1n service.

® All snift operators were briefea by Uperations management on
this 1ssue.

® cpecral Process Proceaure OSPP-HYDROS00. “ressure Testing of
"ipe ana/or vesseis. Revision 2. ~as 1ss5uea January 27,
1994, 12 include reguireq reviews or system conriourations.

® The invoivea i1ndividuais were counseileq.

The 1nspector revieweq the documentation and discussed the event
ang corrective actions with licensee personnei. [n aadition, the
INSpector attended severai of the Operations' briefings. The

licensee s root cause analysis was agequate ang the corrective
actions were effective.

Licensee Action on Previous Operations Findings (92701. 22702)

‘Closea) Violation 325/93-16-02, Failure to Foilow OP-8 CRD
/enting Procegure. The event CCcurreq wnen i reactor coerator
assignea to vent 20 controi rods took further action. z2iteving i:
was permitted unager generai| operating guidelines. ana moved the
control rods aaditionai steps after compieting the prescribed
venting movement . Juring this evoiution, ne apparertiy became
distracted ana failed to return one rod from the 02 to 00
position. The rog remaineg at that pns:tic for several hours
before heing discovered ang repositi o

The licensee. in a letter dated May 28. 1993, responged to the
above Violation. Their short term corrective actions were to stop
wOrk and brief their crews on the event: require a second checker
to verify rod pulls; increase checking of all roa positions to
twice a shift: and counsel the invoived reactor operator. The
long term corrective action revised the Controi Rod Drive
Hydraviic System Operating Procadure, OP-8. to ensure that the
shift supervisor, séntor control operator, and nuciear engineer
are aware of rod manipulations: require independent verification
that control rods are feft in their correct position after
manipuiation: and agd steps to place the road worth minimizer in
test when H(CUs are vented to enable the one-rog-out interiock.
Revision 3] was issueq on April 23, 1993, to incorporate this
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aCtion.  [n agdit on to the apove. this event was inciuded in the
.993 LOR Phase 2 training for iicensea operators. “he 1nspector

/er1fied that tre apove actions nNaa been compieted. This anpears
‘0 De adeguate (0 prevent repetition of this event,

No other violations or deviations were 1dentifieq.

Maintenance ana Surverilance
3. Mainteizrce Observation (62703)

The inspectors observed maintenance activities, interviewed
personnei. and reviewed recorgs to verify that work was conducted
'N accorgance with approved procegures. Teachnical toeci1fications,
ang applicapie naustry codes ana stangaras. he inspectors also
/eri1fiea that: reaungant compenents were operaple: aaministrative
-ontrois were rolloweaq: t300uts were aceouate: cersonnel were
walifiea: correct replacement parts were useq: ragrological
CONtrois were proper: ‘ire protection was agequate: Juaiity
control hoid points Were adeguate ang observea: sgeguate post-
maintenance testing was performea: ana ingepengent verification
réguirements were 'mpiemented. he 'nspecteors ingepencently
/er1fiea that selecteq equipment was properiy returneg to service.

Jutstanaing work FEQUeSTS were reviewed to ensure that the
licensee gave Priority to safety-reiated maintenonre. The

‘NSDeCIOrs observea/reviewed portions of the foilowing vaintenance
activities:

® PM-B2-220L 28 NSW Pump Replacement

® PM-91-.04]1 Emergent structurai Repairs sW Blda.
® PM-91-070 Ul DG SwW Piping Replacement

® PM-91-071 U2 DG SW Pining Repiacement

PM-91-070 and PM-9]-
deficiencies associa
identi1fied.

071 are discussed in paragrapnh 4a. No
tea with the first two modifications were

b. tqQuipment Temporary Storage (38702)

The 1nspector and licensee have identified recurring issues
invoiving temporary storage. These inciude unprotected pipe
openings and threads, unidentified materval, unsegregated
material, and improper storage. The iicensee has responded to
each individual instance but has not been fully effective in
correcting this =icuation. Approximately 18 months ago, the
licensee establisheg a task force to develop a proceaure for
control of in-process materiais. On March 3, 1994, Procedure
OAI-128. Controi of In-Process Materials, Revision 0, was 1ssued.

On March 11, 1994, the 'nspector observed a temporary storage area
on the 50 foot levei of Unit 2 by the RBCCW heat exchangers which
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#a5 qesignated a 0" storage area for Plant Modification. pM 93-
032. The storage area containeag a gang DOX. pIPING for the
reactor vessei levei moaification. zn air hose. an extension cord,

ang other unmarxked material. "he air hose ana extension cord were
itackeg on the p1piIng.

The iicensee immediately corrected the 1gentified deficiencies
when informed by the inspector. .icensee management toureg
/arious spaces and identified other exaapies of not meeting
Lemporary storage requirements. This 1ssue nas been ai1scussed
with craft supervisors ang the licensee nas impiementeq
management/supervisory tours. The INSpector nas reviewed the tour
‘Ummary reports and noticed that the licensee s efforre have
resuited in some 1mprovement in this area.

surverilance Observation (61726)

"he 1nspectors coserveg surverilance testing reguirea bv Technical
specifications, “hrougn opservation. INTerviews. ang recora
review the inspectors verified that: "2S1s contormea to Technical
Specification requirements: aaministrative controis were followed:
personnei were gualified: instrumentaticn was caiibrateqg: and data
was accurate ang compiete. The Inspectors independently verified
selected test resuits ang proper return to service of eQuipment .

The 1nspector witnessed/reviewed portions of the following
activities:

OPT - j2.2¢C No. 3 Diesel Generator Monthly (oad Test
| MST-APRM-11W APRM (Ch. A, C. i E) Channei Functional
Test (8PS Inputs)

| MST-IRM-23R [RM Channeis 8 & D Calibration Test

OPT 18.1 Refueiing Position interiock Lheck
No deficiencies were 'dentified during these tests.

Review of Maintenance LERs (92700)

(Closed) LER 1-93-08. Severe Winter Storm Resuits n Spurious ESF
Actuation and a Loss of Off-Site Power.

On March 13, 1993, while Units | and 2 were in cold shutdown,
spurious Emergency Safeguard Features (ESF) system actuations
occurred on both units. The actuations were caused by on-site
electrical distribution system voitage depressions. These
depressions were due to the simuitaneous loss of two of four

Unit 1 ana one of four ynit 2 incoming transmission lines. The
licensee conciuded that the loss of the two Unit | offsite 2320 Ky
feeder |ines was caused by a faulty weather proofing impregnation
process (Cellon) of wooden transmission poies. The Cellon
application gid not thoroughiy penetrate the poles, wnich allowed
the centers to deteriorate. The weakenec poies were unable to
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support the nign wina loaaings ana two poies within one mije of

the switchyara fractureg. This allowea one feeger to come 1n

CONtact with an aajacent feeger |:ne causing the site feeger

oreakers to trip ana lockout. "he failure of the support

structure aiso causeag defiection of Crossing transmission |ines

resuiting 1n the ioss of one of four unit 2 off-site power
sources.

A study ana thorougn inspection of the transmission line suppert
Structures were done by the licensee to ensure the reliability of
the transmission iines. For Unit 1, the failed ana weakened poles
have been repiaceq. 8esides the inmegiate replacement of

fractured poles. the balance of weakened poies will he replaced
during the current Unit 2 refueling outage.

On Marcn 15, 1393, as @ result of the Marcn 13 winter storm, a
.08s or Off-s1te Power (LOOP) occurrea due to excessive sailt
burid-up on switchyara insuiators. “he 1mmegrate corrective
actions taken inciuded cleaning of the switcnyara ana transformer
yard equipment ang insuiators. As the resuit or an extensive
study on sait buirid-up 1n the switchyara ang transformer
Insulators. the licensee decided to use RTV (Room Temperature
Yulcanizing) Silicon coating of the switchyara insuiators to
prevent future sait burid-up. This was compieted on Unit ] in

1993 ana 15 scneauied for compietion on Unit 2 during the current
outage.

Ouring the Marcn 13 winter storm. the TSC diesei generator shut
down due to fuei cupply probiems. This resuitea '1n a ioss of AC
Power to the site (ROLM) pnone system pattery cnarger.
Approximateiy one nour arter AC power was iost. wode < or the ROLM
ohone system pecame 'noperabie. This resuitea in the 10ss of the
TSC phones. the Automatic Ringaown (ARD) pnene circuits between
the piant controi room anad TSC, and the ARD circuits Detween the
piant controi room ana the dispatcher at Skaaie tnergy Control
Center. An investigation into the Cause of the ROLM pnone failure
and the associated battery backup System capacity during this
SLOrm was performed. This investigation inciuded a TSC
telecommnication system battery capacity test which revealed that
back-up battery capacity would oniy provide power for
dpproximately one hour. To improve the reiiability of TSC
communications, an eight-hour battery backup system was installed.

During the LOOP recovery effort, delays in de-energizing and
restoring electrical €quipment were encountered. A review and
evaluation reveaied that these delays resuited from the
inflexibility of the clearance process to allow qualified
personneil. other than plant operations. to switch ang tag
appropriate equipment. As a resuit of the evaluation. training of
all on-shift operators on the execution of the clearance process
during a LOOP event including the dispatcher ang Wilmington Area
Transmission Maintenance interface brocess was performed. In
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:ddition ne clearance reguirea to recover from d imilar event

1ds Deen prepareg and is ready to 0e "mpiemented when needed. The
i00ve compieted ana scheauled aCtions are agequate to adaress this
ssue ana this 1tem 15 closed.

Closea) LER 1-34-02. ontrol! Building Emergency Air Filtration

‘rains Rendereaq [noperanie Dy &rozenxp’ucgeo [Instrument Aip Oryer
.ine. This event occurrea when the instrument air dryer lost its
rerrigerant charge due to a smail leak wnich resuited in B
moysture buridup n the instrument air lines. The moisture froze
JUring extremeiy coid weather ang rengerea the CBEAF system
noperable. The arver was Oypassed and the system was returned to
“@rvice upon discovery of this problem. : root cause

nvestigation founa that this was causea by poor arver

maintenance

"he énsee s corrective action for this 1tem established a
~Teéventive maintenance route to ensure "Nat rerricerant pressure

> broperiy maintainea. “he 1nspector /eritiea that PM route ]2-
M-SL-089 hag been estabiished to verify refrigerant oressure on a
juarteriy basis "his action appears adeéguate 10 keep refrigerant
pressure within the vendor' s recommended range of 23.37 psi1g

J o /

suction pressure ~“15 compieted the correctrive actions I1sted in
the LER,

e

Closed) LER 2-93-07 ADS Relays Energized Due to VOM Improperiy
set Quring Performance of an MST. This event occurrea when a test
technician attempted to perform a monthly channel calibration on
an RHR pump aischarage pressure automatic -epressurization system
ADS) permissive 'nstrument with the voit/ohm meter ' VOM) set on
the UHM scaie rather than vOC sCaie. ~ith the vOM set cn the OHM

cale L acted as a jumper and compieted the ADS logic. The
JDBrator was aware that this test was OBIng congucted and when he
réceivea the annunciator. ne innibited ADS from actuating. The
licensee's corrective actions for this event inciuded discipiinary
action for the invoived individual ana discussing the event with
Jnit 1 and Unit 2 maintenance personnel to increase their
dwareness of the potential for this or a similar occurrence. The
INSpeclor reviewed the training attendance records and verified
that this event had been included in routine maintenance training.

The above actions dabpear appropriate to prevent : recurrence of
this event.

.icensee Action on Previous Maintenance Findings (92701, 32702)

(Closed) Violation 325,324/92-21-01, Housekeeping Standards Met
Adequately Impiemented. This item occurred when mechanics were
found using the 2¢ conventional service water pump discharge check
valve (2-SW-Vv23) 35 a work surface with the vajve internais
exposed resuiting in maintenance debris introduceg to the
internais. The licensee. in letters dated Septemper 2] and
Jctober 12, 1992, résponged to the above violation. "he licensee,
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is a resuit ofr the apove. evaluated ‘heir nousekeepina ang
ippiicable maintenance orocegures ana cetermineg that they were
igeguate. ACR No. 32-543 was writien 1o gocument the 1ssue and
the ACR was reviewea with 3] maintenance crews. “he inspector
"éviewea the attengance sheets ana has not observea agditional
exampies of working over open surraces. The inspector concluded
that the iicensee s corrective action was effective.

/iolations and deviations were not identifiedq.
Engineering Support

X Diesel Generator Service Water Piping Modification (27828)

The licensee s long range service water £1pIng imorovement program
‘nciudes the repiacement of the carpon steei concrete |ined piping
that cannot be visuaily inspected anasor eas1ly revaired. with
-opper nickel 0i1ping to reauce the long term corrosive effects of
calt water. “he scope of this repiacement encompasses the supply
PIpINg from the Units | and 2 nuciear Service water ~sager to each
diesel generator (DG) jacket water cooier ang the reryrn D1ping

from each jacket water copier t0 a discnarge line t:z 1n outside
of the 0G building.

The apove projects are being accompiished througn four
modification packages which include:

Plant Modification PM 91-070 - uUnit |

! OG SW suppiy lines. An
ungergrouna brancn line nas been installea from the nuciear

heager. ipproximately 50 feet north or the OG buitiding to the
casement of the DG buividing. This 01DING was instailea 1n 1992
Juring the Unit 1 outage. 3 manuai isoiation valve was 1nstailed
on this 1ine 1n the 0G basement. A supply neager nras recently
oeen nstalled that runs north ana south aiong the east basement
wail about 2 feet off the floor. At eacti DG, a 6 incn branch line
will rise through the 23 foot floor s1ab and terminate in the
motor operated vaive/check valve station prior to joining the

Unit 2 supply Piping. A common 6 inch line will then suppiy the
jacket water cooler. This Piping has been installed up to the

MOV/check vaive and was successfully hydrostaticaily tested on
April 1, 1994.

Plant Modifications PM 92-047 and PM 91-071 - Unit 2 nuciear SW
header tie in. A flangea tie in connector was instailed into the
Unit 2 nucliear service water header n No. 4 fuel 011 tank s

room in 1992 during the repair of a leak in the existing nucliear
Service water line. A new line has been installed between this
flange and the DG south énd basement. This line will enter the 06
basement and run to the north end of the basement with 6 inch
oranch lines going up to each DG MOV/check vaive station described

n modification., 91-070. This new piping was installed during
power operation in |994.
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°lant Modification PM 91-072 nt [ common OG return iines.
'his project wiil be

accompiished after compietion of supply
21pIng@ 1nstailation.

'he above projects were planned ‘ana are being accompiished in
phases. 'he tie 1n to Unit | NSW was done wnile the system was
‘Ut of service auring the Unit | outage 'n 1992-93. The tie in to
Nt 2 was accompiished auring a system ieak repair in 1992. The
21pINg running up to each DG éx1sting piping was done in January,
rebruary, and Marcn of 1994, wnile the units were operating at
power. The current plan will shift the MOV/check vaive station on
0Gs 3 and 4 ang tie in the new piping during the current Unit 2
refueling outage (B211R1) 96 1 and 2 piping will be tied in
Juring refueiing outage 8110R] in 1995. The oid piping wiil be
"emovea arter the above outages while the un1ts are at power. The
"eturn piping wiil be nstalled during the apove time put will not
9¢ t1ed in unt1l refueling outages B212R]1 zna B111R1.

'he nspector observed the Installation or the repiacement piping
from Unit | ana Unit 2

Nuciear Service water Heagers as 1t was
°eIng nstailed in 1992 ang 1993, He opbserved the at-power piping
and pipe support installations on a frequent basis as they
progressed 1n eariy (994, e notea that special precautions were
taken oy plant operators to Permit this work while the units were
at power A stanading i1nstruction reguired freguent inspections by
the auxiiiary operators ang a notification to the shift supervisor
of any change 'n work scope or schedule to ensure that these
aCtivities aid not render a diesel! noperanie. The inspector
verified that the above 'NsSpections were being mage ana the
orecautions enforced. The inspector : s0 verifiea that applicable

OMpeNnsatory measures were establiishea wnen core ariil ngs
renetrated burlding wail

'S and fire barriers. The inspector also
noted that parts ana material used for this work was oroperity
storeg and protected. The Inspector verifiea that weid rods
issociated with the work were of the proper type and maintained in
weid caadies and gas burges were used as needed for pipe weiding
activities. The i1nspector cbserved the hydrostatic test on the
PIpINg and found it to be satisfactory. Overail. the task was
well plannea, worked Dy competent and motivated peopie and was

compieted on time. No significant deficiencies were identified
during the above work activities.

Safety Parameter Display System

On March 4, 1994, the licensee initiated Adverse Conaition
Report (ACR 94-085) to identify and document that the ERFIS
computer (Safety Parameter Display System (SPDS)) does not
meet the system design criteria of NUREG 696, Functional

.riteria for Emergency Response Facilities or Suppiement 1!

to NUREG 737. (1 s

Ires the system to have a short term accident
Jata storage capability of 14 hours (2 hours pre-event and




.2 hours

no
v

st event) 'he syste

S m
Jata storage capapility. "he ACR
Nat the system coes not meet the requireaq

currentiy a / hour
also 149 ead the ract

run moae)
ivariability as reaquired bv NURE 737, Suppiement

Jrrentiy system run mode availability 1s petween 80 anag
35%.

(N1T1al investigation into the 1ssue ngicated that this is
not a recent prooiem, but has been previousiy 'dentified at
'east two previous times by the |icensee 1n ACR 93-059 ang
'n Non Conformance Report A-89-03. The NRC also 1dentified
these and other initial system deficiencies in the post
'mpiementation audit of the system conaucted in [989.
etter to the NRC dated Decemper |1, 1991, the censee
reported the SPDS system operable as of October 2. 1391.
ertified to fully meet the reguirements or NUREG-737.

Upp iement | N ant ot the latest ACR. the licensee
an attempt 3 resgive
ongoiIng activity, :tne
nspector will continue to follow the Icensee’ < review ang
'nvestigation of this issue. This i1tem 1S 1denti1fied as an
Jnresoivea [tem (325,324/94-07-02). 5PDS Does Not Meet
Jesian Criteria.

Jrrentiy researcnhning the sue 1n
these geficiencies, “aseqa on this

Review of Engineering Support ERs (92700)

Open) LER 1-24-05, (Voluntary) Potential Use of onservative
Pressure Temperature Limit Curves.

n August |7. 1893, ; surveirllance cap
N1t | reactor pressure vessei RPY) f

1

i@ was removea ftrom the

S

r metallurgicai analysis.
N1S capsule was the first capsule removea from either RPY. The

'censee contracted GE to perform the anaiysis. n February 17,

il

1994, GE informeda the ricensee that they veiievea the capsule they
were examining snouid have been located in the Unit 2 RPV. The

'icensee immeaiately began an investigati

resuils indicated that the correct Capsuile was anailyzeda. Further
review of the GE Nuclear Engineer Design Urganization cocuments
which form the basis of the pressure temperature limit (PTL)

Curves indicates that the Unit 1 PTL curves may be baseda on Unit 2

vessel material data and vice-versa. [f the above indications are
valid, Unit

may have operated with less conservative PTL curves.
ACR 94-075 was initiated to document this event. The ACR’s
corrective actions are focuss1nq on:

on ana preiiminary

® Researching RPY fabrication and turnover records to

determins 1§ 3 documentation error occurred.

¢ Reviewing Unit | heatup and cooldown records to determine

compiiance with Technical Specifications. Unit 2 data is

not being reviewed as its PTL curves are more conservative.
Oetermine corrective actions as necessary.
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Initial heatuo ana cooidown Féviews indicated that cne Unit |
nyarostatic test congucted on January 24. 1391, exceeged the more
conservative unmit 2 PTL curves Oy one to two degrees for 3 period
of two ana one-naif hours. ‘o satety 1imits were exceeded.

The nistoricai review indicated that RPV No. 2471 was set for

Jnit | ana RPY No. 2472 was set for Unit 2. The surveirilance
specimens were installed into surveillance Daskets ana designated
as Gl. G2. ana G3 for RPV No. 2471 ana marked with a Dinary code
representing ‘28." The capsuie removed from Unit | was Gl with a
binary code "28." However. the NEDO documents 1ist RPV No. 2471
as being installed in Unit 2. The licensee pbeiieves that the NEDO
documents are incorrect and the construction documentation is
correct. They plan to veri1fy the unit 2 RPY serial number during
the current refueiing outage. Initial review oy GE ingicates that
no significant safety 1ssue resuited from the switchea curves.

The iicensee has 1ssueq a stanaing [nstruction reguiring poth

in1ts to use the more conservative Unit 2 PTL curves until this
1SSue can pe resoivea.

(Closea) LER 2-32-01. Unit 2 Scram Ouring Main Turbine Control
Valve Testing. On February 2, 1992, with reactor power zt 80%,
Unit 2 scrammed wnile testing the No. Z Turbine Control Valve
(TCV) during tie performance of PT 40.2.5. Turpine Contrei Valve
ang Extraction Steam Stop valve Testing. The scram occurred due
to the actuation of an EHC Reactor Protection System pressure
switch. A preiiminary investigation revealed that the EHC
accumuiator piston seals had been subjected to excessive cyclic
wear cue to the nydrauiic oscillations in the EHC system. The
oscillations were caused by instability 1n the £HC S/stem pressure
requiator after the conversion from full arc to partial arc
aamission. The investigation reveaied that the new vaive curves
isea for partial arc aumission were desianed for a reactor output
of 105%. The power unrate modification 1o 105% had not been
performed which causeg the new valve curves to be inaccurate for
the actual operating power levei. The resuiting turbine
instability caused TCV oscillations that led to EHC accumuiator
seal failure. The licensee’s temporary remediai action was to
reduce power to a lower level so that TCV No. 4 wouid not open.
The final corrective action was to convert from partial arc-2 step
Lo partial arc-3 step aamission. The licensee s corrective action

also included maintenance on the accumulators and moaifications to
eliminate "noise” in the EFC electronics.

The inspectar reviewed the GE Service Report TB.S/N 170X470 for
the Unit 2 EHC system checkout and startup, dated May 29, 1993
The vendor determined that the modified EHC system was performing
as expected. The inspector attended many of the technical

discussions between the licensee and the vendor to resolve
technical issues.
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The 1nspector aiso revieweg the

tollowing compieted WR/JOs for TCYy
nydraulic operatcrs:

12-AGAFI TCV No.
33-AFSY1

32-AGAT] TCV No. 2
93-AFSZ1

32-AGAK] TCV No. 3
33-AFTAL

92-AGALI TCV No. 4
93-AFTB]

The i1nspector found that the WR/J0s were acequate ang the licensee
~OTK Derrormed curing the outage was acceptable. The EHC system
#as 1ested ana perrormea weil during startup. 78 system operated

satisfactortly arter the finai adjustments and system tuning
Juring startup. This item 1s closed.

Violations ana deviations were not i1dentified.

wn

a.

“lant Support

Radiological Controis (71707)

The nspectors verified that the licensee's HP poiicies and
procequres were rollowea. This inciudea routine opservation of HP
practices and a review of area surveys., ragiation work permits.

pPOSTINg ana instrument calibration. ‘o geficiencies were
rdentifieaq.

Jnit 2 RHR System Decontamination (71707)

To reduce personnel éxposure, the licensee has implemented an
iggressive decontamination program. This program inciudes the
removal of the active corrosion product layer on the interior
surfaces of piping and components. This removal will reauce local
and area radiation leveis angd improve personneli accessibility for
routine and outage work activities. These activities nave been
underway for the past two years and have inciuded the

decontamination of the reactor recirculation system piping on both
units and the Unit ] RHR system piping.

The decontamination of Unit ] RHR Piping was performed after thg- ———
unit had been n an extended shutdown and a very low heat removal
demand existed. Due to constraints that exist during the upComing

Unit 2 refueiing outage, B8211R1, i.e. replacement of four RHR

valves, core snroud repairs, jet pump hold down beam repiacement,

in vessel inspections. ang refueiing, the licensee determined that
wai1ting until the fuel was removed from the vessel wouid add at



22

‘east seven days to the outage ang resuit in added exposure to
personnei invoivea in work ictivities. BZased on the aaded
iXxposure and cost of extending the outage, the licensee performed
i eéngineering evaiuation and a propablistic safety assessment to

letermine 1f they couid decontaminate the RHR system prior to the
Jnit 2 shutdown.

EER 93-0640 documented the acceptabilit

/aives to i1soiate the RHR system from the chemical decontamination
intt: evaluated the effects of the chemicais on seal materials of
the RHR pump and shaft seals and determined the acceptability of
performing this process with Unit 2 on 1ine at 100% power. This
EER also included the 10 CFR 50.59 evaluation and the risk
issessment for accompiishing this task on Tine.

y of installing temporary

The 1nspector reviewed EER 93-0640 inciuding the associated risk
issessment ana 10 CFR 50.59 evaiuation. ‘dditionaily, the
'nspector heid discussions with the engineer wno perrormed these
issessments and with the system engineers and team mempers
dssignea to accompiish this task. All guestions ana apparent
concerns were answered satisfactoriiy. The inspector also
attended the licensee s presentation to NRC Regional Management on
this 1ssue on January 24, 1994, in the Atlanta regionai office.
The 1nspector attended the PNSC meeting where this issue was
presented on fFebruary 10, 1994. Several questions and concerns
were voiced by the PNSC. Fach of these concerns were
satisfactor1ly addressed prior to final approval of this process.

The inspector noted that the PNSC review of this issue appeared to
be comprenensive.

After reaching a conclusion that this task couid be sately
performed while the unit was at power. the |icensee aeveioped

special procegures ang assigned a task force to perform this task.
The special procedures included:

- 25P-93-072 - set Up of Chemical Decontamination Equipment
- 25P-93-073 - A-loop Decontamination
- 25P-93-074 - 8-1oop Decontamination

The task force assigned to accomplish this task inciuded day and
night shift teams composed of dedicated project managers and.
supervisors from the EARC area, auxiliary operators. mechanical
and electrical maintenance, technical SUpport system engineers,
heaith physics, craft Tabor, and vendor equipment representatives.

people had no other duties during the time they were:
assigned to this project. -

System recovery and contingency plans were developed and
impiemented to ailow for rapid response to a potential event and
provide for timely recovery of the RHR system 1f required. All of
the personnel assigned to this project were given training on the
systems and associated project procedures. In addition to the
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above. measures were established to

guara ESF systems wnile the
ibove project was being accompiishea

-

The inspector réviewed the apove procedures and verified that
ippropriate measures were n place and implemented during the

Project to guard ESF systems and allow timely restoration of the
RHR system 1f requireq.

The decontamination of RHR Loop-8 commenced on March 5 ang was
compieted on March 8. RHR Loop-A commenced on Maren 12 and was
compieted on March 14. No significant probiems were encountered
during these tasks. The 30cm, dose reduction factors on Loop-B
ranged from 1.2 up to 3.7 with an average of 2.6. The same
readings on Loop-A ranged from |.2 to 5.8 with an average of 2.9.
The iicensee’s calculations determined that .8 curiles of

contamination was removea from Loop-8 ana .8 Curies was removed
‘rom Loop-A.

The inspector opbserved the in1tial set up ana connection of the
venaor suppiied equipment to the RHR system. He heid discussions
with the assigned project managers., the system engineers. and
assignea technicians while the portable equipment was being
installed, connected, cperated. and disconnected. The assigned
personneil appeared to be very knowiedgeable on their respective
portions and the overall project. The assigned support personnei
provided timely and effective response to the oniy prooiem, a
small leak on a skid mounted heater, when it occurred. Overall,
this project was weil planned. effectively managea. and
accompiished weil within the pianned cime 1imit without problems.
This project resuited in a significant reauction in the radiation
level in the RHR System areas and shouid contribute to a reduction
‘N radiation exposure during the upcoming outage and during future

plant operations. The licensee’'s plannina ana execution of this
project is considered a strength.

Security (71707)

The inspectors verified by general observations that: the
security organization was properiy manned and security personnei
were capable of performing their assigned functions; persons and
packages were checked prior to entry into the PA; vehiclies were -
properiy authorized, searched and escorted within the PA: persons
within the PA displayed photo identification badges; personnel in
vital areas were authorized; effective compensatory measures were—
empioyed when required; and security’s response to threats.or—

alarms was adequate. No deficiencies were identified. G

Housekeeping (71707)

The inspectors also observed plant housekeeping controis, verified
position of certain contain=ent fsolation vaives, checked
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clearances ana verifieg the operapility
emergency power <ources.

Juring recent plant tours. the i1nspector
PAINTING ana generai upkeep nas been sio
Jnit 2. While Unit ] has vigorousily pur
decontamination. a vigorous painting ana
program. 1t appears that Unit 2 has dect
for the upcoming outage. The inspector

observations with severai Unit 2 manager
indicated that they were aware of these

dddress them during the current refueiin

AS a resuit of the above, the inspector

receras to determinea the amount of time
supervisors responsible for uUnit 2 were

issigned olant spaces. This review foun
ing a naif months. :everal of these mana
spaces in their umit ang several had spe
mOAth in their assignea unit spaces. Th
information to the Site Vice President f

Violaticons and deviations were not 1dentified.

Jther Areas (76000)

e Nuciear Safety Review Committee (40500)

The 1nspector attended a reguiar meeting
The agenda at the meeting inciuded:

Review of minutes of previous meet
Review of action item status
Review of upcoming meeting schedui
- Presentation on Unit ] ang Unit 2
unit managers
- A presentation on the following te
responsibie managers:
® Unit 2 shutdown outage safet
¢ EDBS/Configuration control

of onsite ang offsite

nas noted that area
wiy deteriorating in
suea generai area
overail preservation
ded to defer these 1tems
giscussed these
S and supervisors. They
congitions and pian to
Q9 outage.

reviewea security access
the managers ang

actuaily spending in their

Q@ that over the past two

aers nhaa not toured all

nt less than | hour per

@ Inspector provided this
or nis review.

of the NSRC on March 14.

ings

e
operations status by the

chnical issues by the

Yy assessment

¢ Storage of high activity radwaste

® NAD assessments

¢ Oversite of vendor QA program

- Review of LERs, violations, etc.
= NAD activities

- Nuclear safety review independent
- Member comments ang observations
= Summary of recommendations

This meeting lasted for approximately 8 hours.
for approximately 3 hours and noted that the p
frank ana open discussions among the committee

review ey s

The inspector attended
resentations produced
mempersnip. The cutside
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nempers offered several comments and recommencations on 1
Jresented. The inspector noted that the outside

/alue to this organization Dy bringing a differen
-ommittee.

Ssues that were
memoers provided added
U Derspective to the

b. Nuciear Safety Oversite Committee (40500)

The inspector attended a reguiar meeting of the NSOC on March 15,
The z2genda inciuded the following:

Review and approval of minutes

[ndustry, CP&L, and NGG items of interest

Corporate improvement initiatives

NGG goais and standards on backlogs

NGG empioyee survey resuits ang action 1tems

Brunswick piant status. Unit 1 restart, Unit 2 outage
Harr1s piant status. upcoming refueiing outage

H.B. Robinson piant status. plant 'mprovement program,
discussion of recent events, report on action 1tems, and

expectations of shift technical aavisors
¢ Member comments
®

Brunswick plant tours for NSOC mempers.

This meeting lasted for approximately 7 hours inciuding a working
luncn. Mr. K. R. McKee. an outside memper, and W. Cavanaugn,
President - CP&L, did not attend the meeting. Other topics that
drose auring the meeting inciuded industry initiatives asiociated
with the Requlatory Burden Initiative; Thermoiag and positions
being deveiopea by the Industry on this issue ana how this issue
will impact CPEL. Several of the presentations appeared to focus
on regucing expenditures and the neea to become more cost
competitive with other utilities ang inaepenoent power producers.
Overail. presentations made to the committee were timeiy and weil
prepared. The inspector was Very 'mpressea with the ievei of
participation, the depth of questions, and comments from the
outside committee members. They are a definite asset to the

committee and shouid provide assistance to the iicensee in their
pursuit of improved performance.

c. Plant Nuclear Safety Committee (40500)

The inspector attended the PNSC meetings conducted on March 17 and

24. The inspector verified that a quorum was present. The Harch-
17 meeting agenda included:

- Special Report 1-94-02 Delayed restoration of diesei ———dems
generator building fire seal

- LER 1-94.15 (voluntary) Reversal of Unit 1 and Unit 2 heat-
up/cooidown curves

- LER 2-94-03 Personnel contamination monitor -

panel cover falling agcainst relay

causing a PCIS Group 10 {1solation



/iolation 94-02-02 Response to vioiation invoiving a

loss of shutdown cooling
Technical specification administrative change request

Review of responses to Unit 2 outage shutdown risk
assessment

The nspector noted active participation by ail PNSC memoers. The

oniy comments on the proposea special report ana LERs were
egitorial in nature.

The 1ssue invoiving the loss of shutdown cooiing was discussed in
detail. The Unit 2 plant manager assigned an action item to
determine and evaluate the losses of shutdown cooiing that have

occurred in the past 2 years and the effectiveness of corrective
actions taken to prevent recurrence.

The PNSC action 1tems on the Outage risk assessment were discussed

In depth. ceveral of the i1ssue resoiutions were accepted and some
were sent back for further evaluation ang action.

The 1nspector noted that several exceilent guestions were asked
and the members appeared to be actively challenging the issue
presenters and requiring the right answers.

The March 24 meeting agenda included:

- Response to Violation 325,324/94-01-01

- Review of procedure OPT 40.2.9 turbine stop and control
valve test

Unit 2 core shroud modification

Corrective action pian trend review

Monthly temporary moaification report

PNSC cpen action items on Unit | chutdown risk assessment

There was very active participation and discussion by all members
on the above issue. Several of these items did not reaquire PNSC
approval but were presented at the PNSC request to keep them
informed on special planned tests or upcoming outage activities.

The inspector was impressed with the amount and detail of the
quesiions asked and issues raised by the PNSC.

The inspectors reviewed the minutes for those meetings not
attended to confirm that decisions and recommendations were
reflected in the minutes and followup of corrective acticas was
compieted. There were no concerns identified reiative to the PNSC
meetings attended. The resoiution of safety issues presentwd
during these meetings was considered to be acceptable.

Violations and deviations were nct identified.
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d. Plant Management Review Meeting (30702)

The inspector attenged the piant management review meeting on
Marcn 22. This meeting 1s a monthly presentation of the piant
status. performance. and issues to senior corporate management.
The agenaa for this meeting inciuded a piant financial review, the
status of Units | ana 2, the planneg Unit Z rerueling Outage, and
the performance of Nuclear Engineering, Technical Support,
Operations, Maintenance, and Nuclear Assessment. These meetings
are held monthly at each nuclear site to keep semior management
informed of each site’s performance, plans, and permit corporate
Lo communicate or address issues and expectations. The nspector
noted that BNP appears to be meeting the majority of their qoals,
ing it appears that adequate funding 15 being provided to compiete
planned piant projects and upgrades. [t appeared that all
presenters were weil prepared and abie to aadress issues that were
brougnt up 1n the meeting. The inspector foumd this to pe a

meaningful upaate on plant projects ana future corporate and site
plans,

e. Harassment ana Intimidation Training

The licensee provided training on how to maintain compiiance with
section 211 of the Energy Reorganization Act and 10 CFR 50.7 and
50.70 to first line Supervisors and above. The training was
conducted by the Corporate Legal Department in six separate
sessions. [t focussed on Section 211 ana 10 CFR $0.7 which
protect individuals from discrimination for having identified an
allegea violation of NRC requirements, for having participated in
an NRC proceedina, for raising safety issues. and for other
protected activities. The inspector attenced one of the March
23rd sessions. The training consisted of describing various
aCtivities which could be inciuded in the above Reguiations,
corporate expectations and policies, and supervisory
responsibilities 1n dealing with these situations. The course
instructors covered a broad range of exampies and solicited class
participation. The Site Vice President made opening remarks which
reinforced management s support. The inspector found that this

training was weil developed and provided supervisors with a2 needed
insight in this area.

Exit Interview (30703)

The inspection scope and findings were summarized on April 4, with those
persons indicated in paragraph 1. The in described the areas
‘nspected and discussed in detail the inspection findings in the —

summary. Dissenting comments were not received from the licensee.
Proprietary information is not contained in this report.
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[tem Numper 3e§;r?pt1on/Referengg Parggragn
325,324/94-07-01

Violation - Failure to [mpiement Procegures
\paragrapn 2.d)

325,324/94-07-02 URT - 5PDS Does Not Meet Desian Criteria
(paragrapn 4.b)

Acronyms and Initialisms

ACR Adverse Condition Report

ADS Automatic Depressurization System

AQ Auxiliary Operator

3SEP Brunswick Steam £lectric Plant

CBEAF Controi Building Emergency Air Filters
CRD Control Rod Drive

o Lurrent Transformer

C0A Corporate Quaiity Assurance

06 Diesei Generator

EHC Electro Hydrauiic Controi System

ESF Engineerea Safety Feature

F Degrees Fahrenneit

FTE Full Time Equivalent

HCU Hydraulic Control Unit

HP Heaith Physics

HPCI High Pressure Coolant Injection

HVAC Heating Ventilation and Air Conditioning
[&C Instrumentation and Control

[E NRC Office of Inspection and Enforcement
IF1 [nspector Followup [tem

[ PBS integrated Planning, Sudgeting ana Scheoguiing
LCO Limiting Conditions for Operation

.ER Licensee Event Report

LOCA Loss of Coolant Accident

LOOP Loss of Off-Site Power

MCC Motor Control Center

mR/hr Millirem Per Hour

MST Maintenance Surveillance Test

NAD Nuciear Assessment Department

NED Nuclear Engineering Department

NEDO (GE) Nuclear Engineering Design Organization
NGE Nuclear Generation Group

NRC Nuclear Reguiatory Commission

NSOC Nuclear Safety Oversite Committee

NSRC Nuclear Safety Review Committee

OMEM Outage Management & Modification s e
ONS Onsite Nuclear Safety

oPT Both Units Performance Test

PA Protectea Area

M Plant Modification

PNSC Plant Nuclear Safety Committee

PTL Pressure Temperature Limit
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ac
RBCCW
RFP
"HR
RPV
SFP
SIT
STA
SW
TCV
TS
URI
Ut
VOM
“R/J0
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Quaiity Assurance
Quality Controi

Reactor Building Closea Cooiing Water
Reactor feed Pump
Residual Heat Removai
Reactor Pressure Vessel
Spent fuel Pool

Site Investigation Team
Shift Technical Advisor
Service Water

Turbine Control Valve
Technical Specification
Unresoived Item
Ultrasonic Testing
Volt/ohm Meter

work Request/Job Order




