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SUMMARY

Inspection on November 11 - Dacember 10, 1982

Areas Inspected

This routine, unannounced inspection involved 112 resident inspector-hours on
site in the areas of technical specification compliance, plant tour, operations
performance, reportable occurrences, housekeeping, site security, surveillance
activities, maintenance activities, quality assurance practices, radiation
control activities, outstanding items review, IE Notice followup, cold weather
preparations, enforcement action followup, target axial flux difference calcu-
lations, and spent fuel racks modification.

Results

Of the 16 areas inspected, no violations or deviations were identified in 13
areas; two violations were found in two areas: (paragraph 9.e - failure to take
adequate corrective action, and paragraph 10.b - failure to establish
procedures).
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REPORT DETAILS

1. Persons Contacted

Licensee Employees

R. B. Starkey, Plant General Manager
*J. Curley, Manager, Technical Support
*F. Gilman, Project Specialist, Regulatory Compliance
F. Lowery, Unit 2 Operations Supervisor

*W. Crawford, Manager, Operations and Maintenance
R. Chambers, Unit 2 Maintenance Supervisor

*C. Wright, Specialist, Regulator / Compliance
S. Crocker, Manager, Environmental and Radiation Control

*A. Eaddy, Environmental and Chemistry Supervisor
S. Clark, Engineer
D. Boan, Radiation Control Foreman

*P. Beane, Senior QA/QC Specialist
*G. Hudson, Radiaton Control Project Specialist

Other licensee employees contacted included technicians, operators,
mechanics, security force members, and office personnel .

Other Organizations

R. Muth, Westinghouse

* Attended exit interview

2. Exit Interview

The inspection scope and findings were summarized on December 9, 1982, with
those persons indicated in paragraph 1 above. The licensee acknowledged the
violations. The inspector discussed the licensees failure to complete
corrective action as noted in paragraphs 3 and 9e. The licensee stated
that corrective actions were being developed to better confirm completion
of regulatory corrective actions.

3. Licensee Action on Previous Enforcement Matters

(Closed) Severity Level IV Violation 82-27-02. This item concerned the use
of superceded valve lineups. The inspector reviewed the licensee's response
letter dated October 8, 1982, and reviewed the procedure verification
systems used by the Operations and Maintenance personnel. These verifi-
cation systems appear adequate. The licensee has determined that similar
systems are not necessary for use by Radiation Control and Engineering
personnel due to either the nature of the procedures, or the assignment of
responsible individuals in the case of several surveillances. Based on a
review of past procedure use by the above groups, the inspector determined
that the licensee's exception is justifiable.
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(Closed) Severity Level V Violation 82-35-02. This item concerned the entry
of an individual into a high radiation area without a survey meter. The
inspector reviewed the licensee response letter dated November 24, 1982, and
discussed corrective action with licensee personnel. The corrective action
appears adequete.

(Closed) Severity Level IV Violation 82-36-01. The inspector reviewed CP&L
response letter dated March 10, 1982, and Maintenance Instruction-10,
Procedure 1, Revision 27. The licensee's corrective actions appear to have
been adequately implemented.

(0 pen) Severity Level IV Violation 82-20-03, Valve Lineup Deficiencies. The
inspector reviewed CP&L response letter dated August 20, 1982. The licensee
conducted walkdowns of the following systems: service water, containment
spray, safety injection, auxiliary feedwater, reactor coolant, component
cooling water, residual heat removal, chemical and volume control, fire
protection, post accident containment venting, and waste disposal inside
containment. The inspector reviewed the corrected valve lineup procedures
for these systems against the deficiencies previously identified. The
following uncorrected discrepancies were found:

a. Reactor Coolant Systems valve lineup, Operating Procedure-25A,
Revision 10, uses designation RC-455C for two different valves.

b. As of November 3,1982, the copy of CP-50A, Revision 0 was still posted
outside the pressurizer cubicle. The licensee corrected this item
during November.

These uncorrected discrepancies, while minor, were brought to the attention
of the licensee for correction.

The inspector reviewed Standing Order-18 concerning procedural compliance.
The licensee also held training for all plant personnel in this area, and
personnel appear to have an adequate understanding of management require-
ments. Long term corrective actions requiring plant system walkdowns and
procedural revisions are still in progress and will be reviewed consistent
with CP&L commitment dates.

4. Unresolved Items

Unresolved items were not identified during this inspection.

5. Plant Tour

a. The inspector conducted plant tours periodically during the inspection
interval to verify that monitoring equipment was recording as required,
equipment was properly tagged, operations personnel were aware of plant
conditions, and plant housekeeping efforts were adequate. The inspec-
tor determined that appropriate radiation controls were properly
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established, excess equipment or material was stored properly, and
combustible material was disposed of expeditiously. During tours the
inspector looked for the existence of unusual fluid leaks, piping
vibrations, pipe hanger and seismic restraint abnormal settings,
various valve and breaker positions, equipment clearance tags and
component status, adequacy of firefighting equipment, and instrument
calibration dates. Some tours were conducted on backshifts. The
inspector performed major flowpath valve lineup verifications and
system status checks on the following systems:

1) Emergency Diesel generators including fuel oil, air start, and
service water subsystems.

2) Selected containment isolation penetrations

3) Component cooling water system

4) Steam driven auxiliary feedwater system

5) Isolation valves in the main steam system associated with the
reactor protection and engineering safety features systems'
instruments.

b. In conjunction with the tour of 5.a.5 above, the inspector reviewed the
licensee's procedures for controls on the valves. The inspector
reviewed Standing Order-9, Operations Work Procedures; Operating
Procedure (0P)-17A, Main and Reheat Steam System valve lineup; and
representative instrument calibration procedures of Maintenance
Instruction-4. The inspector also held discussions with operations
personnel. Based on the above, the inspector determined that:

,

1) OP-17A does not require independent verification of those instru-
; ment isolation valves associated with reactor protection and
| engineered safety features. This does not deviate from previous
| commitments.
\

| 2) Standing Order-9 does not require independent verification when
| using instrument isolation valyes to remove these instruments from

service. When feasible, independent verification should include
; valve position and observance of appropriate meter readout. A
'

review of past equipment controls indicates this has been a
documentation problem.

The licensee agreed to review and clarify the present equipment
controls in this area (This is inspector identified item 261/82-41-01).

6. Technical Specification Compliance

a. During this reporting interval, the inspector verified compliance with
selected limiting conditions for operation (LCO's) and reviewed results
of selected surveillance tests. These verifications were accomplished
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oy direct observation of monitoring instrumentation, valve positions,
switch positions, and review of completed logs and records. The
licensee's compliance with selected LC0 action statements were reviewed
as they happened.

b. On November 22, 1982, while attempting to recirculate the boron injec-
tion tank (BIT) with a boric acid storage tank (BAST), operators
received the BIT low level alarm and were unsuccessful in establishing
recirculation. The BIT level instrument is in a column above the top
of the BIT. Operations personnel tried unsuccessfully for several
hours to correct the cause of the flow blockage in the recirculation
lines and refill the level column. The Plant Nuclear Safety Committee
(PNSC) met to discuss the situation with the inspector in attendance.
The inspectors attendance at the meeting does not confer approval of
decisions made at the meeting. Because there is no other BIT level
instrumentation, the PNSC reviewed various system parameters and
alignments to determine the significance with respect to Technical
Specification (T.S.) 3.3.1.1.b on the 900 gallon BIT level. Based on
BAST levels and on absence of borated water leakage, the licensee
determined the BIT was sufficiently full to satisfy T.S. and the FSAR
accident analyses. During the PNSC meeting, the flow blockage was
found and corrected, and about 60 gallons of boric acid solution were
required to refill the level column and recirculation lines. On
December 17, 1982, CP&L engineering calculations indicated that the BIT
level could have been as low as 891 gallons. This was promptly
reported to the NRC and will be discussed in LER 82-19. Due to the'

flow blockage (despite heat tracing operability) and to the inability
to determine BIT tank level vice level column level, the licensee is
continuing to investigate and study the event. Items needing followup
include: (I FI , 261/82-41-02) .

1) evaluation of the need for a backup BIT level indication system
capable of measuring actual tank level,

2) evaluating the adequacy of the heat tracing on the recirculation
lines, pressure indicator PI-934, and various sample and drain
lines and determining if any maintenance practices contributed to
the flow blockage, and

3) evaluating the need for a T.S. revision to provide a limiting
condition for operation (LCO) on BIT level that is consistent with
the LCO on boron concentration in T.S. 3.3.1.2.f.

The licensee has taken corrective action to increase the frequency of
BIT recirculation from three times per week to daily to both prevent
and more cuickly identify BIT recirculation prcblems.

c. The inspector conducted a documentation rev k. determine if the'

requirements of T.S. 6.2.2.f. had been met tur onsite fire brigade
manning. The inspector reviewed the qualified fire brigade members

. .- _
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listing and shift manning sheets for portions of October and November,
1982, and selected training records. Discussions were held with plant
fire protection specialists. The inspector identified one shift where
documentation indicated an incomplete fire brigade. The licensee
provided additional information to verify that only a documentation
error existed. This error was corrected. No violations or deviations
were identified.

7. Plant Operations Review

a. During the inspection interval The inspector periodically reviewed
shift logs of operations records, including data sheets, instrument
traces, and records of equipment malfunctions. This review included
control room logs, auxiliary logs, operating orders, standing orders,
jumper logs and equipment tagout records. The inspector routinely
observed operator alertness and demeanor during plant tours. During
abnormal events, operator performance and response actions were
observed and evaluated. The inspector conducted random off-hours
inspections during the reporting interval to assure that operations and
security remained at an acceptable level. Shift turnovers were obser-
ved to verify that'they were conducted in accordance with approved
licensee procedures. The inspector had no further comments.

b. Radwaste Procedures Review

Tne inspector conducted a review of liquid and gaseous radioactive
waste processing and release procedures, using flow diagrams to check
procedure adequacy. The following procedures were reviewed:
Operating Procedure (0P)-33, Boron Recycle Process, including
attachments A through Q, OP-34, Waste Disposal-Liquid, including
attachments A through R; and OP-35, Waste Disposal-Gas, including
attachmer. s A through D. Through review and discussion with licensee
personnel, the inspector determined that these procedures are general-
ly adequate for startup, operation, and securing of the processing
systems. Licensee training of personnel and procedural controls
appeared adequate to ensure proper operation, however, the following'

deficiencies were noted: (IFI,261/82-41-03).

1) The references attachments used in the performance of OP-33 are
out of date. The licensee rewrote and reorganized the attachments
but did not update OP-33 to reflect this. The attachments are
clearly designated for appropriate use and operators are suffi-
ciently familiar with the procedures to perform steps correctly,
however, OP-33 should be revised to preclude confusion.

2) OP-33 Step 5.2.1 allows monitor tank condensate to be transferred
to the primary water storage tank. Precaution 3.6 specifically
forbids this due to tritium concerns.

3) OP-35 Step 4.2 for gaseous release does not require the operator
to perform required valve lineup OP-35C, which requires

__ _ _
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independent valve lineup verification. Licensee personnel have
been performing the OP-35C lineup for all releases, but this
potential for confusion should be corrected.

8. Physical Protection

The inspector verified by observation and interview during the reporting
interval that measures taken to assure the physical protection of the
facility met current requirements. Areas inspected included the organi-
zation of the security force, the establishment and maintenance of gates,
doors and isolation zones in the proper condition, that access control and'

badging was proper, that search practices were appropriate, and that
escorting and communications procedures were followed.

9. Cold Weather Preparations (71714)

The inspector reviewed CP&L response to IE Bulletin 79-24 dated October 31,
1979, Standing Order-1 for cold weather operations, LER 81-34, and System
Description (50)-16 for electrical distribution. The inspector toured the
areas associated with freeze protection panels and circuits for safety
related equipment and reviewed freeze protection system maintenance
requests. The inspector identified the following deficiencies:

a. The SD-16 discussion of the freeze protection panels and indications is
in error concerning the amber power on light and the indications of a
circuit short. The power on light is not thermostat controlled and a
short circuit will generally burn the bulb out.

b. A controlled listing of freeze protection panels and circuits has not
been incorporateo into the plant operating manual (POM) to identify
those circuits protecting safety-related equipment. Some panels do
contain circuit listings, but several appeared out of date.

c. Work requests on freeze protection system discrepancies do not specify
circuits on safety related equipment for increased priority. This
could be simplified through use of the controlled listing discussed in
b.

d. The inspector could identi fy no formal surveillance or preventive
maintenance procedure requiring periodic checks of freeze protection

| circuitry on safety-related equipment to ensure circuit operability.

e. During a tour of the freeze protection circuitry on November 18, 1982,
the inspector noted over a dozen circuits secured at their breaker,
including the circuit for the fire protection deluge system for the
main transformers. Plant operations personnel had initiated work
requests to identify why several of the circuits were deenergized, and
maintenance was being conducted on several of the out of service
circuits. While no safety-related circuits were found inoperable, the
conduct of' freeze protection maintenance without equipment controls is
not consistent with the licensee's corrective action to prevent

---- _ - - -. - . - . - . . _ -
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recurrence in LER 81-34. LER 81-34 stated that all maintenance work
on freeze protection circuits would be performed in accordance with the
licensee's clearance procedures (Administrative Instruction 11.6).
Cii.uits should not be secured without appropriate equipment controls
to ensure return to service. Discussions with plant personnel indi-
cated that maintenance personnel were aware of the requirement and had
requested a clearance, but had been dissuaded by operations personnel.
Failure to implement corrective action is a violation. (261, 82-41-04)

Until the licensee addresses the deficiencies noted in paragraphs a
through d, these items constitute a followup item. (IFI, 82-41-05)

10. Secondary Chemistry Out of Administrative Limits

a. On November 28, 1982, while regenerating the ' A' mixed bed deminera-
lizer in the water treatment system with sodium hydroxide, the caustic
inlet valve to 'B' mixed bed failed to seat fully. This allowed NaOH
contamination to enter the makeup water train since 'B' mixed bed was
inservice. The 'B' mixed bed outlet conductivity cell pegged high but
failed to activate the control room alarm and failed to shut the 'B''

mixed bed outlet valve as designed. These failures allowed about 20
gallons of sodium hydroxide addition to the condensate storage tank
(CST) which ultimately affected the chemistry of all three steam
generators (S/G). S/G chemistry samples taken November 29, revealed
out of specification sodium to phosphate ion ratio of a magnitude to
cause free caustic formation in the steam generators. Based on recom-
mendations from licensee consultants, the plant was taken to hot
shutdown on November 29, to allow reestablishment of proper S/G
chemistry and to evaluate the effects of the free caustic condition.
Additionally, a special water treatment system was obtained to restore

| CST and hotwell chemistry. Following the restoration of proper
' secondary chemistry parameters, the evaluation that the chemistry

transient did not degrade S/G integrity and repair of the conductivity
cell protective circuitry, the plant returned to power operation on
December 1, 1982. During this event, no Technical Specification
parameters or limiting conditions were violated. An eddy current
inspection of the steam generators is presently scheduled for
April-May 1983.

b. As a followup to this event, the inspector conducted a review of the
licensee's chemistry procedures contained in Appendix III of Volume 8
of the plant operating manual with respect to Operating License para-
graph 3.G. The license condition, in part, requires procedures to
identify the administrative events and corrective actions required to
return secondary chemistry to its normal control band following an out
of control band condition. Chemistry Procedure-1, Chemistry Monitoring
Program, does provide administrative limits and discusses that adjust-
ments of chemical feed can usually restore chemistry to within limits.i

No procedure, however, identifies specific potential out of control
band chemistry events and the specific appropriate corrective actions
necessary to restore proper chemistry. Failure to have established
such procedures is a violation (261, 82-41-06).

,

-- - - - - - . , . - - . - ---- ,
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11. Reactor Trip

During the plant shutdown on November 29, 1982, a reactor trip occurred from
low in the intermediate range. Operators were inserting control rods, when
neutron level decreased to the setpoint for energization of the two source
range detectors. When N31 and N32 were energized, N31 indicated pegged high
causing a high source range flux reactor trip. Safety systems responded as
required, all control rods fully inserted, and the other source range
instrument performed satisfactory. The licensee replaced the failed source
range instrument and returned N31 to operation prior to plant startup. The
reactor trip was declared an unusual event and reported to the NRC as
required.

12. Licensee Event Report (LER) Followup

The inspector reviewed the following LER's to verify that the report details
met license requirements, identified the cause of the event, described
appropriate corrective actions, adequately assessed the event, and addressed
any generic implications. Corrective action and appropriate licensee review
of the below events was verified. When licensee identified violations were
noted, they were reviewed in accordance with the enforcement policy. The
inspector had no further comments.

LER EVENT!

82-16 Containment Fan Cooler Failure to Start
82-12 CVC-203 Failure (Letdown Relief Valve)
82-14 CVC-203 Failure (Letdown Relief Valve)
82-15 Comparator LC-485A Failure (SG Lo-Lo

Level)
81-01 and Rev.1 Defeat of Rod Drop Protection

13. Review of IE Notices (IEN's)

The inspector verified that IEN's had been received onsite and reviewed by
cognizant licensee personnel. Selected applicable IE Notices were discussed
with licensee personnel to ascertain the licensees actions on these items.
Licensee action on the following IEN's were reviewed by the inspector and
are closed.

IE Notices

82-08
82-17
82-26
82-30
82-31
82-32
82-40

i
I

- . , - - - .
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14. Spent Fuel Rack Modification (50095)

The inspector conducted a review of Modification-633 Revision 0 and Special
Procedure-453 in preparation for the reracking of the spent fuel pit (SFP)
with high density storage racks. This review was conducted to ascertain
whether presently established specifications, drawings, work instructions,
and inspection procedures were adequate to meet the requirements of
Technical Specification Amendment 69 and the associated NRR Safety Evalua-
tion Report. Licensee correspondence dated December 1, 1980; April 10,
May 11, June 18, and August 28, 1981; and April 2,1982 was also reviewed.

a. Modification-633 documentation. The inspector reviewed the design and
purchase specifications and drawings including material specifications,
design codes, critical dimensions, and associated vendor documentation.
Some documentation was spot checked due to volume. The inspector
reviewed the modification implementing procedures for control of
rigging and handling, removal of existing racks, fuel handling, dimen-
sional checks during positioning, and dummy fuel element testing. The
following discrepancies were identified:

1) The modification package is not complete in that several attach-
ments addressing fuel location, reduction of SFP water level, and
decontamination and disposal of racks have not been finalized.
The licensee is actively developing these attachments and pro-
cedures.

2) The procedure of Attachment 8 for rack removal erroneously allowed
the rack to pass over spent fuel. Licensee personnel indicated
this was a typographical error and will be corrected.

3) Attachment-13 does not require a signoff for proper placement of
new racks nor does it require quality assurance personnel to
verify the orientation. Attachment 21 did not require quality
assurance personnel to inspect all cells in the 8 X 12 racks as
intended. Licensee personnel stated that these attachments would
be reviewed and appropriate corrections made.

b. Special Proccdure-453, Revision 0, for control of underwater diving
work. The inspector reviewed this procedure for adequate controls for
radiation exposure, diver safety, SFP water chemistry, and performancee
of surveys, and for delineation of responsible personnel. The inspec-
tor had the following findings:

1) An ANSI qualified health physics technician will provide constant
work area coverage during periods of work performance.

2) Following fuel movement, the procedure requires two independent
verifications of the locations of fuel assemblies and irradiated
objects with contact readings greater than 7 R/hr. The licensee
needs to identify those objects above 7 R/hr in the SFP during the
modification.

_ _ _ _ _ _
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3) The procedure does not identify what constitutes an' acceptable
independent TLD survey in terms of location and length of time.
The responsible Radiation Control Foreman agreed to review and
clarify this area.

The licensee had not initiated the modification at the end of the
inspection period due to water clarify problems in the SFP. The water
clarity problems must be resolved prior to diving operations in accord-'

ante with licensee procedures. Modification performance will' be
monitored during a future inspection.

15. Target Axial Flux Difference Calculation (61711)

This inspection is a continuation from IE Report 50-261/82-32
paragraph 11.e. The inspector has reviewed the most recent licensee axial
flux difference surveillance and calibration results. One of the N44
detector microammeters has been replaced due to reading irregularities.
Since this replacement and the latest nuclear instrument calibration,t

' detector N44 has performed acceptably in terms of power level, radial tilt,
j and axial flux difference.
i

16. Outstanding Item Review

(Closed) Open item 82-20-11. This item concerned HVH unit motor cooler
service water reliability. The licensee conducted a service water side

; inspection of the motor coolers. This inspection revealed that flow
i surfaces were generally clean with no obvious potential for blockage. Due
'

to cooler leaks from flow erosion, all four coolers were replaced with new
units. Based on the inspection results, unmonitored flow blockage over the'

life of the cooler appears unlikely.

| (Closed) IFI 82-20-12. This item concerned necessary procedural changes to
preclude previous problems which have contributed to the failure of valve
CVC-203. The inspector reviewed Revision 18 to Operating Procedure-28 and
Revision 27 to Procedure 1 of Maintenance Instruction-10. These revisions
appear to adequately address the issues.

t

i
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