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SUMMARY

Inspection on April 1-30, 1982

Areas Inspected

This inspection involved 225 resident inspector-hours on site in the areas of
plant operations and operating records, plant maintenance, calibration, testing,
followup of licensee events and event reports, and plant security.

Results

In the six areas inspected, no violations or deviations were found in four areas;
one violation was identified in the area of plant operations (failure to follow <

Abnormal Procedure 5.16 paragraph 7.b) and one violation was identified during
followup of eye.,ts (facility fire protection program implementing procedures not
followed paragr sph 7.a. ).
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DETAILS

1. Persons Contacted

Licensee Employees

*J. L. Wilson, Station Manager
*R. F. Saunders, Assistant Station Manager
*G. E. Kane, Operations Superintendent
D. A. Christian, Superintendent of Technical Services

*D. Rickeard, Supervisor, Safety Engineering Staff
S. Sarver, Health Physics Supervisor

Other licensee employees contacted included control room operators, shift
supervisors. WC, HP, plant maintenance, security, engineering, cher '-+ ry,
administrative, records and contractor personnel.

* Attended exit interview

2. Management Interviews

The inspection scope and findings were summarized on a biva:Aly basis with
those persons indicated in Paragraph 1 above.

3. Licensee Action on Previous Inspection Findings

Not inspected.

4. Unresolved Items

Unresolved items were not identified during this inspection.

5. Unit 1 Operations

Unit 1 operations were inspected and reviewed during the inspection period.
During this time, the inspectors routinely toured the Unit 1 control room

,

| and other plant areas to verify that the plant operations, testing and
maintenance were being conducted in accordance with the facility Technical
Specifications and procedures. Within the areas inspected, no violations
were identified. Specific areas of inspection and review included the
following:

a. Review was made of annunciated alarms in the ccitrol room and
inspection of safety-related valve and pump alignments on the consoles
and in the plant.

b. Unit 1 experienced a reactor trip and safety injection at 1712 on
April 13,1982, following the loss of two switchyard auto-tie
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transformers. A failed lighting arrestor caused isolation of
auto-transformer No. 2. Auto transformer No. I was subjected to high
circulating currents and was isolated by its sudden pressure relief
device as oil pressure increased. This caused momentary undervoltage
on the ' A' Station Service (SS) bus and resulted in the tripping of the
'A' reactor coolant pump which led to a reactor trip. The loss of the
'A' SS' transformer several months ago was a contributing factor since
the 'A' Reserve Station Service (RSS) or startup transformer was
supplying the 'A' SS bus and the 'A' reactor coolant pump from
Auto-Transformer No. 1. Following the reactor trip, a signal error in
the steam dump demand circuit caused excessive opening of the main
steam dump or bypass valves. When combined with the A RCP trip and
auxiliary steam loads, the steam dump error resulted in the high steam
flow and safety injection; the main steamlines were manually isolated
by the operator. The RCS temperature decreased from some 570 degrees F
to 480 degrees F which was within the 100 degrees F/hr limit of IS
3.1.B.1. RCS pressure decreased to 1860 psig. Although the SI and
main steam isolation signal was activated for some 1.6 Seconds, the
steamline isolation Junction did not occur. The licensee performed
special testing under PT 18.2 (SI System Tests) to assure that the
steamline isolation function and the RWST cross-tie valves operated as
required. No deficiencies were identified. The testing demonstrated
that the SI and isolation signal must be activated for approximately 12
seconds to assure closure of the main steamline trip or isolation
valves, by venting air from these large air operated valves. The
inspectors had no further questions at this time.

'

A concurrent 30 percent turbine runback on Unit 2 occurred as a result
of the voltage spike from the loss of the auto-transformer. Power
range channel N-44 was momentarily lost causing a dropped rod runback.
The auto-tie transformer, bushings, and lighting arrestors were
repaired, inspected and tested prior to being placed back in
service. The ' A' SS transformer was repaired and returned to service
on April 17, 1982; the unit electrical lineup and distribution was
restored to normal .

c. During recovery from the previous trip, the Unit experienced a safety
injection at 1759 on April 14, 1982 from steam- header to line high
differential pressure approximately 20 seconds after closing the
generator output breaker. Vibration of the steam header transmitters
is suspected of causing the SI signal. Vibration of the main steam
lines could have been caused- by the ' A' NRV cycling due to low steam
flow when the generator was placed on line. A calibration check was
performed on the steam header pressure transmitters and all trans-
mitters performed satisfactorily. Prior to the subsequent startup,
steam line and header traps were blown down and placed in service.

N -gn>
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d. On April 15 at 0200, Unit 1 experienced a reactor trip from 15 percent
power on 'C' steam generator low level with SF/FF mismatch. Feed
control was in manual at the time of the trip. All safety systems
functioned normally,

e. At 1540 on April 15, Unit 1 experienced a safety injection from a
spurious header to line high differential pressure signal similar to
the trip discussed in paragraph Sc above. Safety systems again
functioned normally. Additional actions taken as a result of this trip
included installation of high speed recorders on the header and line
pressure instruments, checkout of the EHC circuit associated with
initial turbine loading, checkout of all transmitters and comparators
associated with header to line delta pressure. In addition, prior to
closing the generator output breakers reactor power was increased to-

some 12 percent via the steam dumps. Header to line high differential
pressure signals were not experienced during subsequent startups.

f. On April 16, 1982, Unit I experienced two reactor trips from low power
on 'C' Steam Generator low level with FF/SF mismatch due to feedwater
flow control problems. The upstream isolation for the feed regulator
valve, MOV-154C would not open. Following repairs, stroke testing of
the isolation valves in all three loops, MOV-154A, B and C, was
performed. The unit was subsequently returned to power operation.

g. On April 25, 1982, Unit 1 experienced a trip from . full power on 'C'
Steam Generator low low level due to the 'C' feed water regulating
valve failing shut. All safety systems responded normally. Investi-
gation revealed a hole in the diaphragm of the' pneumatic actuator for
tne feed regulator valve, FCV-1498. The diaphragm was replaced and the
valve tested satisfactorily. During the subsequent startup the Unit
tripped on high intermediate range nuclear instrument flux due to the
operator's failure to block the trip function, P-10. The unit was
subsequently returned to full power operation.

6. Unit 2 Operations

Unit 2 operations were inspected and reviewed during the inspection period.
During this time, the inspectors routinely toured the Unit 2 control room
and other plant areas to verify that the plant operations, testing and
maintenance were being conducted in accordance with the facility Technical
Specifications and procedures. Witnin the areas inspect?d, no violations or
deviations were identified. Specific areas of inspection and review

'

included the following:

a. Review of annunciated alarms in the control room and inspection of
safety-related valve and pump alignments on the consoles and in thet

plant.

J

.n-- - - , _ , _ _ ., ,



* *
. .

4

b. Unit 2 was ramped down in the power and manually tripped at 0549 on
_

April 6,1982, due to a leak on 2-RC-17, the isolation valve to the
cold leg on the ' A' primary coolant loop RTD bypass line. The unit was
cooled to the cold shutdown condition and depressurized for repairs to
the leaking valve. The unit was returned to power operation on
April 10,1982.

7. Event Followup

a. Refurbishment Building Fire

At 5:30 p.m. on April 17, 1982, a fire was detected in the steam
generator refurbishment building by a security officer in a nearby

' defensive position cell. Smoke was observed coming from the 33 by 80
foot concrete block building (25 foot height) inside the security
fence. The building was used for machining and welding during the Unit
1 and 2 steam generator replacement outages. An Unusual Event was
declared and the Emergency Plan activated. Offsite agencies, including
the NRC were promptly notified of the UE. The local Surry Fire
Department was also notified and dispatched two fire trucks to the site
for assistance; the fire was= extinguished within 30 minutes by the
on-site fire brigade, and the UE terminated. The building was being
used for the drying of slightly contaminated wet materials such as
protective clothing, Cuno filters, and mopheads prior to shipment for
offsite burial. The wet items were dried on metal racks with heat trom
portable electric heaters. Apparently, mopheads ignited to cause the
fire. The operation was conducted inside Herculite tents within the
building. Both the tents and the building had exhaust fans with HEPA
filters. The fire brigade team members wore standard Scott air pack
respirators while fighting the fire. No personnel contaminations or
injuries occurred. Air samples of the fire smoke plume were
continuously taken from 5:45 p.m. through 6:16 p.m. and no sign'i ricant
radioactivity was detected. Trace amounts of Cesium 134 and 137 were
detected (approximately 10-11 uci/ml), which were well below MPC
(0.0025% of unrestricted MPC at site boundary). Smear samples were
also taken in areas under the smoke plume path and included smears or
wipes of the parking lot, cars, and trailers outside the protected:

'

(fenced) area. No detectable activity was found. Some activity was
detected in the firehose water runoff from the building into storm
sewers which lead to the discharge canal, but the liquid releases were
well within limits. Some 12,000 gallons of water was used fighting the
fire. Floor samples from the refurbishment building identified Cesium
and Cobalt isotopes activity levels of 10-6 uci/ml.

During review of the event, the inspectors determined that an adequate'

review of the drying operation and the storage of transient fire loads
in the refurbishment building had not been performed or documented

1
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prior to the fire on April 17, 1982. This is contrary to Technical
Specification 6.4.j and Administrative Procedure ADM-56 and is a
violation (280, 281/82-10-01).

b. Process Vent Gaseous Release

The inspectors reviewed the events surrounding the gaseous release
through the process vent which exceeded the Technical Specifi-
cation 3.11.8.1 controlled release vent limits. Details of the
inspections and apparent violations identified during the inspections
are available in Inspection Reports 50-280/82-12. On April 19. 1982,
while inspecting Control Room instrumentation, the inspector oc. served
that the process vent filter fault alarm light was dimly lit or
annunicated. Control Room personnel had apparently not observed the
annunciated condition, and thus did not follow Abnormal Procedure (AP)
5.16 " Process Vent Radiation Monitor Malfunction", which isolates
gaseous systems from the Process. Vent System and stops the process vent
blowers. This is contrary to Technical Specification 6.4. A.3 and 6.4.0
and is a Violation (280, 281/82-10-02). The licensee is attempting to
expedite his design changes in progress to the Process Vent System, and
has issued Standing Orders to be implemented when the Process Vent
radiation monitors alarm.

8. Equipment Inspection and Test Review

While verifying valve alignments in the safeguards valve pits, the
inspectors observed considerable water levels in the valve pit basements.
The Unit 1 valve pit basements contained some 10 feet of water, while the
Unit 2 valve pit basement cubicle had some 20 feet of water in it,
determined by the ladder rungs on the manway access shaft to the pit. The
ground water was pumped to the liquid waste system for analysis. and
disposal. The inspectors observed considerable water in the subsurface
drainage pits adjacent to the containments, which is the most likely source
of the water in the valve pits. The licensee had identified problems with
the containment subsurface drainage pumps performance during conduct of PT
17.5, which periodically tests the pumps. New portable pumps were installed
to pump out the subsurface pits and instructions were issued to assure
pumpdown of the pits with periodic inspections. Inspection of the
containment liners will be performed during upcoming outages. No valve
motors or significant electrical equipment i: %cated in the valve pit
basement cubicle.

| 9. The inspector reviewed the LERs listed below to ascertain that NRC reporting
requirements were being met and to determined the appropriateness of
corrective action taken and planned. Certain LER's were reviewed in greater
detail to verify corrective action and determine compliance with the
Technical Specifications and other regulatory requirements. The review
included examination of log books, internal correspondence and records,
review of SNSOC meeting minutes, and discussions with various staff members.l

Within the areas inspected, no violations were identified.
1

|

|
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LER 280/82-01 concerned the failure of a containment isolation valve
TV-CC-109B to close during a .spurtous Safety Injection due to teflon tape
lodged in the SOV preventing control air bleed off. The problem was
corrected and the valve tested satisfactorily. This LER is closed.

LER-980/82-02 concerned both containment vacuum pumps,1-CV-P-1A and IB
being declared inoperable due to zero flow resulting from water accumulation
in the vacuum system piping. Water had accumulated in the drain pot of the
common discharge line of the vacuum line and thereby prevented flow. The
line was drained, 1-CV-P-IA was returned to service, and 1-CV-P-1B was
replaced with a spare pump. A steam generator blowdown line leak near the
suction for 1-CV-P-1B was repaired and should reduce humidity in the area.
This LER is closed.

LER 280/82-03 and 82-21 concerned the plugging of boric acid flow trans-
mitter FT-1113 due to inadequate or damaged insulation on the transmitter
and adjacent piping. The plug was removed and flow verified. Additional
insulation was added. These LERs were closed.

LER 280/82-04 concerned fire hydrants that would not open due to unusually
low winter temperatures. The frequency of hydrant testing was increased to
insure adequate backup hydrants and to clear any affected valve weep holes
using fire main pressure. This LER is closed.

! LER 280/82-05 and 82-06 concerned high setpoints on radiation monitors
: RM-LW-108 and RM-GW-102 caused by instrument drift. The monitors were

recalibrated and returned to service. These LERs are closed.

LER 280/82-07, 82-14, 82-17, 82-18, 82-19, and 82-37 ccace aed heat tracing
failure. In each case the redundant ' circuit remained sperable and the
damaged heat tracing was replaced within the time span + equired by Technical
Specifications. Significant design changes /modifi.ations to the heat
tracing systems are in progress. These LERs are closed.

,

LER 280/82-08 concerned the loss of pressurizer heaters and letdown
isolation due to a shorted test jack in a pressurizer level comparator.
Fuses were pulled to the affected comparator to restore heaters and letdown
flow. The test jack was repaired and the fuses reinstalled. This LER is

| closed.

LER 280/81-36 concerned an inoperable ccatrol rod which resulted in a
quadrant to average power tilt of greater than 2 percent. The cause of the
dropped rod was corroded power supply conductors causing an open circuit to
the stationary coil at the electrical penetration inside containment.
Moisture penetration of damaged cable insulation caused the conductors to

* corrode. Fcilowing an unsuccessful attempt to retrieve the dropped rod, the
quadrant to average power tilt was verified. hot channel factors were

.- - _- _ .
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determined and high flux reactor trip setpoints were reduced. The open
circuit was repaired, the rod realigned, and as the power tilt subsided,
reactor power was increased and high flux trip setpoints were reset. This
LER is closed.

LER 280/82-15 concerned excessive control room leakage during performance of
PT 33. Deteriorated weather stripping around two doors was replaced and the
test reperformed with satisfactory results. This LER is closed.

LER 280/82-16 concerned boric acid flow transmitter plugging due to heat
tracing failure 'which allowed crystals to form producing a slush which
collected in the restricted area of the flow tr ansmitter. The flow
restriction was removed; acid flow to the blender was. verified; and the
heat tracing was replaced. This LER is closed.

LER 280/82-20 concerned loss of a boric acid flowpath to the charging pumps
and BIT due to a faulty operating mechanism on valve 1-CH-88 resulting in
inadequate suction to the operating boric acid transfer pump. The redundant
pump was placed in service to reestablish BIT recirculation flow and boric
acid makeup capability. The operating mechanism for 1-CH-88 has been
repaired. This LER is closed.

LER 280/82-23 concerned three inoperable snubbers discovered during snubber
inspection testing. The snubbers had low reservoir levels due to seal or
tubing leakage and were repaired or replaced. This LER is closed.

LER 280/82-26 concerned an unsampled release. The Contaminated Drains Tank
(CDT) control valve was inadvertently left open following a normal release.
Subsequently, during a release from the Liquid Waste Test Tank, the operator
began a transfer from the CDT to the laundry drain surge tank. Approxi-
mately 135 gallons from the CDT was released before the valve was shut.
Samples of the CDT indicate the unsampled release was 0.304 percent of the
TS limit. The individual involved was reinstructed. This LER is closed.

LER 280/82-30 concerned a high setpoint on radiation monitor RM-CC-105. The
improper setpoint was attributed to instrument drift. The monitor was reset
to the proper setpoint and returned to service. This LER is closed.

,

'

LER 280/82-32 concerned an accumulator fill valve left open after a filling
evolution. The valve was closed and locked and operators were instructed to
follow the apprnpriate operational procedure. This LER is closed.

LER 280/82-35 concerned having two of three charging pumps inoperable. With
1-CH-P-1C out for maintenance,1-CH-P-1B was declared inoperable due to high
vibrations from a worn outboard bearing. Maintenance was completed on
1-CH-P-IC and the pump was returned to service within 24 hours. The
1-CH-P-1B bearing was refitted, reducing the vibration within acceptable
levels. This LER is closed.
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LER 280/82-39 concerned inoperable condenser outlet valves while the Unit
was in a cold shutdown condition. The valves were left partially open with
their <i ec t ri ca '. cupply breakers open by electricians performing preventive
maintenance. The vo!ves would not have responded to automatic closure
signals as required under certain accident conditions to maintain canal
level. An operator was stationed at the valves to manually close them if
required. Subsequently the supply breakers were closed, the valves were ;
closed and the valves and breakers taggGd prior to resuming maintenance.
Electricians were instructed to maintain proper administrative control of
valves and breakers when performing maintenance. This LER is closed.

LER 280/82-41 concerned a radiation monitor recorder that failed low. The
associated monitors remained operable. The recorder malfunction was due to
dirt buildup in the stator to the drive motor. A liquid waste release was
terminated. The drive motor was cleaned and the recorder returned to
service. This LER is closed.

LER 281/82-02 concerned the dis.harge check valve for charging pump service.

water pump 2-SW-P-10A sticking open. Worn internals in the valve allowed
the disc assembly to move and resulted in the disc failing to properly seat.
The valve was subsequently replaced. This LER is closed.

LER 281/82-03, 82-06, and 82-12 concerned heat tracing failures where the
tape was replaced and tested within the time span specified by Technical
Specifications. These LERs are closed.

LER 281/82-04 concerned having less than the required three operable boric
acid transfer pumps (BATPs). With 1-CH-P-2C out for maintenance, a failed
mechanical seal on 1-CH-P-2D resulted in that pump being declared inoper-
able. Maintenance was completed on 1-CH-P-2C within 24 hours. 1-CH-P-20
was subsequently repaired and returned to service. This LER is closed.

LER 281/82-05 concerned a sample system trip valve TV-SS-204B which would
not remain in the closed position due to misalignment between the valve
operator actuating disk and the valve limit switch contacts. Instrument air
was removed from the valve operator to close the valve. The actuating disk
was subsequently adjusted -for proper contact with the limit switch. This
LER is closed.

LER 281/82-07 concerned unidentified primary leakage greater than one gallon
per minute. Relief valve RV-2209 was found to have an inlet flange leak and
was subsequently repaired. This LER is closed.

LER 281/82-09 concerned low service water flow to 2-CH-P-IC lube oil heat
exchanger caused by a foreign object lodged in the body of the service water
temperatura control valve. The valve was disassembled, the foreign object
removed, and the valve reassembled. This LER is closed.



[, ~, e

9

LER 281/82-10 concerned delta T protection channels I and III indicating
only 92 percent following refueling when the unit achieved 100 percent
power. The delta T summators were adjusted to indicate 100 percent and
readjusted af ter completion of the Calorimeteric Special Test. Modifi-
cations to the RTD bypass lines may have caused this event. This LER is
closed.

LER 281/82-14 concerned power range NI channel N-41 failing due to a shorted
high voltage connector. Water had leaked into the junction box shorting out
the high voltage supply to the ion chamber. The source of water appears to
have been a previously leaking primary shield wall cooler panel which was
isolated prior to this event. The shorted connector was replaced and the
junction box dried out. Junction boxes in the vicinity for the redundant
channels were opened and inspected and found to be free of moisture. This
LER is closed.

LER 281/82-15 concerned inoperability of an automatic containment isolation
valve when trip valve TV-CC-209B (component cooling to RHR) would not close
on demand from the control room during periodic testing. A faulty air pilot
valve was subsequently replaced and the valve tested and returned to
service. This LER is closed.

LER 281/82-16 concerned an inoperable snubber that had low level in the
reservoir due to seal leakage. The defective snubber was repaired, tested,
and reinstalled. This LER is closed.

LER 281/82-18 concerned a shorted solenoid controlling the cardox system
pilot control valves which ' prevented any automatic fire suppression
actuation to the Unit 2 service building cable vault. A fire watch was
stationed until a new solenoid was installed and tested satisfactorily.
This LER is closed.

9. Plant Physical Protection

The inspector ve-ified the following by observations:

a. Gates and doors in protected and vital area barriers were closed and
locked when not attended.

b. Isolation zones described in the physical security plans were not
compromised or obstructed.

c. Personnel were properly identified, searched, authorized, badged and
escorted as necessary for plant access control.

No violations were identified.


