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SUMMARY

Inspection on December 6,1982 - January 5,1983

Areas Inspected

This routine inspection involved 195 inspector-hours on site in the areas of
Operational Safety Verification, Unit 1 Refueling Outage, Licensee Event Report
Review, IE Bulletins Closeout and Independent Inspection Effort.

Results

In the five areas inspected, no vio'ations or deviations were identified.

O$$$$0$7
PDR

.



.,

DETAILS

1. Persons Contacted

Licensee Employees

C. C. Mason, Plant Superintendent
-J. E. Cross, Assistant Plant Superintendent
P. R. Wallace, Assistant Plant Superintendent
J. M. McGriff, Assistant Plant Superintendent
J. W. Doty, Marttenance Supervisor (M)
B. M. Patterson, Maintenance Supervisor (I)
D. C. Craven, Maintenance Supervisor (E)
L. M. Nebles, Operations Supervisor
R. W. Fortenberry, Engineering Supervisor -
R. J. Kitts, Health Physics Supervisor
J. T. Crittenden, Public Safety Service Supervisor
R. L. Hamilton, Quality Assurance Supervisor
M. R. Harding, Compliance Supervisor
W. M. Halley, Preoperational Test Supervisor
J. Robinson, Field Services Group Director

Other licensee employees contacted included field services craftsmen,
technicians, operators, shift engineers, security force members, engineers,
maintenance personnel, contractor personnel and corporate office personnel.

2. Exit Interview

The inspection scope and findings were summarized with the Plant Super-
intendent and/or members of his staff on January 11, 1983. During the
reporting period, frequent discussions were held with the Plant
Superintendent and his assistants concerning inspection fir. dings.

3. Licensee Action on Previous Enforcement Matters

|
Not inspected.

4. Unresolved Items

Unresolved items were not identified during this inspection.

5. Operational Safety Verification

[

! The inspector toured varicus areas of the plant on a routine basis during
the reporting period. The following activities were reviewed / verified:

a. Adherence to limiting conditions for operation which were directly
observable from the control room panels

b. Control board instrumentation and recorder traces
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c. Proper control room and shift manning
>

d. The use of approved operating procedures

e. Unit operator and shift engineer logs

f. General shift operating practices
c

g. Housekeeping practices

h. Posting of hold tags, caution tags and temporary alteration tags

1. Personnel, package, and vehicle access control for the plant protected
area

j. General shift security practices on post manning, vital area access
control and security force response to alarms

k. Surveillance and start-up testing f u progress

1. Maintenance activities in progress

m. Health Physics Practices

From December 14 thru 23, 1982 the inspector witnessed various portions of
Surveillance Instruction SI-26, " Loss of Offsite Power with Safety Injection

Diesel Generator Test" which was run on the four emergency diesel-

generators (DG) to satisfy periodic surveillance testing requirec by
technical specifications. The testing was performed following modifications
to the DG's lube oil and air start systems which were required by commit-
ments and license conditions. The inspector reviewed SI-26.28 in its
entirely to ensure that it properly implemented the applicable technical
specification surveillance requirements.

During the 24 hour full load run of the 28-B DG, the "A" exciter power
supply transformer failed. The inspector observed trouble shooting and
repair of the DG to ensure that the maintenance was properly authorized and
performed in accordance with written instructions by qualified personnel.
Following replacement of the failed transformer and other damaged cable, the
machine was tested and determined operable. Another 24 hour run was started
and the replacement transformer failed. The licensee again attempted to
determine the cause of the transformer failure. The vendor was contacted
and stated that he believed the second failure was coincidental and was
probably caused by damage to the transformer windings during handling.
While the licensee was waiting to procure additional replacement trans-
formers, the transformers from the 18-B DG were installed in the 2B-B DG and
monitoring equipment was installed to detect any kind of intermittent fault
that might be causing the transformer failures. The 24 hour full load run
was successfully complected without incident. Transformers were replaced in
the 1B-B DG when they were received from the vendor and that DG was
successfully retested. The inspector notified Region II power systems
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specialists of. the problem and the subsequent actions by the licensee. In
conjunction with the initial transformer failure, the licensee is rerouting
a portion of the secondary cabling in all four DG exciter cabinets to ensure
that the cable remains clear of exposed main phase bus work which could have
been involvea in the initial failure.

The inspector noted a discrepancy between the standard technical
specification (STS) requirement 4.8.1.1.2.d.11 and the licensee's test.
Apparently the licensee's DG logic was not designed to disconnect the
machine from the shutdown board if it was running in the test mode and
received a safety injection signal. This discrepancy was discussed with the
Electrical Maintenance Supervisor who recalled discussions on this subject
with the Office of Nuclear Reactor Regulation (NRR) early in the licensing
process for Unit 1. The TS requirement was never modified to reflect
testing the actual design. NRR was contacted and they elected to relieve
the licensee of the surveillance requirement until the next refueling
outage; the license was changed accordingly. Prior to the next refueling
outage, the licensee will cither modify their DG logic or request a
permanent change to their technical specifications. The licensee completed
the surveillance test as it is presently written. No other discrepancies
were noted.

On December 20 the inspector reviewed tne results of the Unit 1 ice weighing
following extensive ice addition to the Unit 1 ice condenser. The inspector
took the resultant ice basket weights and performed independent calculations
using the same statistical method used by the licensee to determine if TS
surveillance requirement 4.6.5.1.6.2 was satisfied. No distrepancies were
identified.

During the recent Unit 2 outage the licensee determined the technical
specification inleakage requirement for the Emergency Gas Treatment System
(EGTS) could not be met. The licensee was performing the 18 month
surveillance test as required by TS 4.6.1.8.d.5 and SI-264 "EGTS Annulus
Vacuum Draw Down Test." After initial performance of the test, the
inleakage exceeded the 125 SCFM limit. The licensee attempted to rework
shield building seals to reduce the inleakage but could not meet the
inleakage criteria after several attempts. The licensee approached the
Office of Nuclear Reactor Regulation (NRR) to request relief from the
inleakage requirement. NRR determined that the STS requirement for ice
condenser plants does not address inleakage. Apparu.tly the inleakage
requirement was proposed during initial licensing by the licensee.

The licensee submitted a request for both Units 1 and 2 to change the
technical specifications for EGTS to the STS requirement i.e., that the
system be capable of reducing the annulus pressure from atmospheric pressure
to negative .5 inches of. water pressure in one minute. NRR approved the
technical specification change for both Units and the licensee subsequently
performed the test satisfactorily.
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On December 31 Unit 2 restarted after a seven week outage for surveillance
testing and main generator repairs. The unit experienced several trips
during the restart due to difficulties with feed water control. The
inspector reviewed the trips 'and discussed them with the Operations
Supervisor and unit operators to determine if safety equipment performed as
designed.

Based on this review, no violations or deviations were identifie'd.

6. Unit 1 Refueling Outage

On December 9 the inspector observed work in progress' on post-accident
. radiation monitors being installed in .the Unit 1 containment spray and
residual heat removal pump rooms. Work was observed and discussed with a
quality control inspector to ensure that the installation was properly
authorized and performed in accordance with written instructions. No
discrepancies were noted.

On January 3 and 4,1983 the inspectors toured Unit 1 upper and lower
containment during plant heatup following the current refueling / modification
outage. The inspectors toured the containment to determine the status of
work, housekeeping of affected areas, system alignment and general readiness
of the containment for power operation. Following the containment
inspection, various safety-related switchboard rooms were inspected to
ensure power was available to required equipment. The East and West Main
Steam valve rooms were toured to check selected system alignment, status of
work and housekeeping. While in the steam valve rooms the inspectors
observed the chemical feed lines which were required to be modified by
license condition 2.c.(9) to meet General Design Criteria (GDC) 57 for
containment isolation systems. The licensee elected to cut and cap existing
chemical addition lines and will relocate them outside existing isolation
valves in the Auxiliary Feedwater system so that GDC 57 would not apply.
While in containment various new penetrations were observed that were
fabricated as part of the post accident sampling system. The inspector
discussed the new penetrations with the cognizant Field Services engineer,

| and reviewed applicable drawings. The inspector determined that the
penetrations observed were fabricated in accordance with applicable drawings,

| and were completed prior to the Integrated Containment Leak Rate Test.

! The inspector reviewed safety evaluations, prepared by Westinghouse and the
licensee as required by 10 CFR 50.59, which concluded that the "A" cen-
trifugal charging pump (CCP) head curve discrepancies identified during the
recent performance of SI-260 " SIS / BIT Injection Flow Balance Test Following
Modification" (see IE report 50-327/82-31, section 6) did not invalidate
accident analysis. The safety evaluations concluded that the difference
between the measured head curve and the head curve used in the Final Safety
Analysis Report resulted in a slightly higher peak clad temperature
following a loss of coolant accident (LOCA) but still well within regulatory
limits. The inspector had no further questions on this matter.
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The inspector also reviewed safety evaluations prepared by Westinghouse and
the licensee concerning the lost CRDM guide locking pin and the underwater
camera cable guard bolt heads. The parts were lost, presumably in the
reactor vessel during the current refueling outage (see IE report
50-327/82-28, section 6). The licensee was unable to locate the parts and
performed the safety evaluation to justify continued safe op'eration of the
unit. During the search for the loose parts, the licensee identified very
small paint chips in the upper internals package and on the lower core
plate. The paint chips were assumed to have come from the hand rails of the
manipulator crane. A safety evaluation was performed and the licensee
concluded that the presence of the foreign material in the reactor coolant
system would not be detrimental to the operation of the unit. The inspector
had no further questions on these matters.

The inspector reviewed selected portions of the Unit 1 system status file to
determine if current system alignments were performed following the
refueling / modification outage. The licensee's Administrative Instruction
AI-30 " Nuclear Plant Method of Operation" requires that the alignment of all
critical . systems be verified prior to startup following a refueling outage.

Based on this review, no violations or deviation were identified.,

7. Licensee Event Report (LER) Review

During the reporting period, LER's were reviewed on a routine basis as they
were received from the licensee. Each LER was reviewed to determine that:

a. The report accurately described the event.

b. The reported cause was accurate and the LER form reflected the proper
cause code.

! c. The report satisfied the Technical Specification reporting requirements
with respect to information provided and timing of submittal.

d. Corrective action appeared appropriate to correct the cause of the
event.

e. Corrective action has been or is being taken.

f. Generic implications, if identified, were incorporated in corrective,

| action.
,

'

g. Corrective action taken or to be taken was adequate, particularly to
prevent recurrence.

h. The event did not involve continued operation in violation of regula-
tory requirements or license conditions.

|
.
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The licensee reported in Unit 2 LER SQRO-50-328/82-141 that the containment
vent isolation slave relays in the solid state protection system did not
remained latched following a manual actuation signal during the performance
of SI-26.28. The inspector discussed the event with the cognizant engineer
and the compliance staff to determine the circumstances involved. The
failure of the latching mechanism on the subject relays could not be
repeated during subsequent testing. The licensee elected to replace the
questionable latches with new components and no further problems were
experienced. Inspection of the latches revealed no obvious cause for the
failure. The licensee is continuing to investigate the failure mode and
will report any new information in a followup LER report.

Based on this review, no violations or deviation were identified.

8. IE Buitetin Closecut

The inspector reviewed a letter from NRR to the licensee dated October 28,
1982. The letter stated that NRR had completed its review of the licensee's
response to IE Bulletin 80-04, " Analysis of a PWR Main Steam Line Break with
Continued Feedwater Addition." The review was completed by NRR with the
assistance of a consultant and concluded that the licensee's analysis was
acceptable and no further action was required regarding the subject. Based
on this letter and a review of the consultant's technical evaluation report,
the inspector considers the Bulletin closed for both Units 1 and 2.

The inspector reviewed a Region Il position memo which stated that the
licensee's response to IE Bulletin 79-11 " Faulty Overcurrent Trip Devices in
Circuit Breakers for Engineered Safe'y Systems" had been reviewed and was
acceptable. Based on the abovc le%.er, IE Bulletin 79-11 is closed for both
Units.

9. Independent Inspection Effort

The inspector routinely attended the morning scheduling and staff meetings
during the reporting period. These meetings provide a daily status report
on the operational and maintenance activites in progress as well as a
discussion of significant problems or incidents associated with the refuel-
ing and operations effort.

Based on this review, no violations or deviation were identified.
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