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Inspection Summary:

Inspection on January 1, 1984 - February 6, 1984 (Report No. 50-293/84-01)
Areas Inspected: Routine unannounced safety inspection of plant operations
including an operational safety verification, followup on plant events, a
review ¢f surveillance and maintenance activities, a review of chemical de-
contamination activities, and followup on inspections required by IE Bulletin
No. 84-01. The inspection involved 266 inspector-hours by two resident
irspectors and one reactor enginesr,

Results: No violations were identit’'ed. However. concerns reaarding the

fﬁéroughness of followup to a dropped control rod incident and ineffective
feedback of operating experience are described in paragraph 3.
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DETAILS

Persons Contacted

BXXMFrOvETMOE

Brosee, Chief Maintenance Enaineer

Eidredge, Assistant Chief Radioloaical Engineer
Famulari, ISI Coordinator

Harrinaton, Sr. Vice Presidert-Nuclear

. Mastrangelo, Chief Operating Engineer
. Mathis, Statior ™anager

Oxsen, Director of Nuclear Operations

. Roberts, Director of Outage Management
. Trudeau, Chief Radioloaical Engineer

The inspector also interviewed other members of the health physics,
operations, maintenance, security, and technical staffs.

Operational Safety Verification

A.

Scope and Azceptance Criteria

The inspector observed control room operations, reviewed selected logs
and records, and held discussions with control room operators. The in-
spector reviewed the operability of Secondary Containment systems in-
cluding the Emergency Diesel Generators and Standby Gas Treatment System.
Tours of the reactor building, (including all elevations of the drywell),
turbine building, staticn yard, switchgear rooms, SAS, diesel generator
rooms, cable spreading room, auxiliary bay, intake structure, radwaste
buiiuing, and control room {daily) were conducted. Observations included
a review of equipment conditions, control room annunciators, potential
fire hazards, physical security, housekeeping, radiolocical controls,

and equipment control (ta.ying); in addition, records of radiocactive
liquid and gaseous releases from the station were reviewed.

These reviews were performed in order to verify conformance with the
facility Technical Specifications and the licensee's procedures.

indings

(1) Th~ inspector reviewed plant conditions and operator actions during
this inspection period with regard to the chemical decontamination
of portions of the reactor coolant system. This review included
verification of the Technical Specification (T.S.) requirements
for reactor coolant p essure boundary integrity (heatup and
cooldown limits, reactor vessel head flanae limits) and secondary
containment integrity. No violations were identified. Additional
commerts regarding chemical decontamination are provided in Para-
araph 6 below.






(3)

(4)

4.

Duringc a review of licensee respiratory protection training, it was
noted that the licensee was not explicitly instructino workers on all
the nrecautions concerning relief from respirator use contained in
10 CFR 20.103(¢)(3). Instead, the licensee's training contained
general caution statements about respirator relief. Followina dis-
cussions with the inspector, the licensee :stated that the specific
precautions contained in 10 CFR 20.103(c)(3) had been inserted into
training handcuts and would be routinely discussed during class.

On January 2, 1984, two workers became dizzy and disoriented while
using a gas cutting torch in a temporary plastic tent on the 91 foot
elevation of the Reactor Building. The workers were wearing filter
respirators when they became dizzy and promptly left the tent and
removed their respirators. The airborne activity levels in the tent
were less than 0.3 times the concentrations listed in 10 CFR 20
Appendix B Table 1, column 1. The tent was not equipped with
ventilation blower units.

In response to the incident, the licersee installed a ventilation
unit on the tent and discussed the importance of proper ventilation
during meetings with 1i< .ee managers, contractor manacers, and
worker representatives.

In a related incident, the licensee received reports that excessive
smoke was noticed in the torus during welding. Auxiliary ventilation

units were subsequently installed in the torus to help control smoke
buildur

No violations were identified. Radiolocical work conditions will
continue to be reviewed durina routine inspections.

On January 12, 1984, the inspector reviewed conditions inside the
arywell at all elevations. The following observations were made:

- personnel were following radiation work permit requirements,

- partially disassembied Main Steam Isolation Valves were main-
tained in an orderly manner,

- piping insulation storage was marginally acceptable from both
a housekeeping and personnel safety hazard basis, and

- various objects (including vicegrips, pocket dosimeter, flash-
lights, and trash) wer: visible in the drywell-to-torus
vent headers from the drywell side.
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On January 19, 1984, the licensee's representative in charge of
the drywell stated that the fellowing actions were planned:

- the pipina insulation will be removed from the drywell afte-
chemical decontamination, and

- the drywell-to-torus downcomers will be cleaned and inspected
at the completion of the outace and prior to plant startup.

The inspector had no further questions &t this iime.

(5) On January 20, 1984, the inspector held discussions with the licensee's
fire protection officer concerning implementation of fire prevention
actions during the outage. The licensee has established additional
staff positions for both the personail injury and fire preventicn
areas. These personnel are on shift work and provide 24 hour per
day coverage.

The inspector expressed concern that in one case a welder was pre-
paring to conduct hot work in the reactor building without a fire
watch who had a fire extinguisher. The contractor foreman counselled
the individuzl involved.

The inspector reviewed the results of 2 fire incident report. On
Jaruary 16, 1984, sparks from a cuttina operation on a feedwater
heater in the condenser bay ignited paper and rubber gloves on a
lower level. The fire watch immediately extinauished the fire.
The corrective actions included addina a second fire watch on the
lower level and keeping the area clean of combustible material.

The licensee's actions were determined to be adequate. No violations
were identified.

(6) On January 19, 1984, control room operators were draining the non-
fueled reactor vassel in preparation for injection of the ch:mical
decontamination fluid. The water inside the core shroud was expected
to stop at about the 2/3 core height (elevation of jet oump suction
inlet chamber) while draining of the downcomer annulus via the re-
circulation loops. It did not stop, and operators observed vessel
level indication and racorder charts that showed a drop equivalent
to approximately 90 gpm.
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The licensee's investication revealed that the leakage wac through
the jet pump throat-tn-diffuser joints (slip joints), and that

this was in accordance with the jet pump design and safety analysis
report. The inspector reviewed section 3.3 of the Pilgrim FSAR

and verified that up to 225 gpm jet pump joint leakage is assumed
and that the core standby cooling system reflooding capacity was
designed to accommodate this leakage. No unacceptable conditions
were identified.

3. Followup on Events Occurring During the Inspection

A.

Scope

The inspector reviewed the licensee's actions associated with the

events described below in order to determine whether appropriate evalua-
tion and corrective actions were beina implemented and also in order to
determine whether generic implications were involved.

Findinas

(1)

On January 4, 1984 at 6:20 pm, a control rod blade was dropped into
the reactor vessel during a routine blade change out. No fuel was

in the reactor vessel at the time the blade was dropped. The

blade was initially 1ifted on one side of the spent fuel pocl using

a control rod blade grapple attached to a frame mounted hoist. The
blade was then moved over the spent fuel racks, through a transfer
canal, and into the reactor vessel cavity. As it was being positioned
over the reactor vessel, the blade became disengaged from the grapple
and dropped onto the upper core grid plate.

A visual inspection of the reactor using a video camera indicated
that no permanent vessel components were damaged. One control rod
blade ouide handle was bent slightly.

The dropped blade was removed from the vessel and will not be used
further. The licensee conducted an evaluation and inserted a caution
statement (recommended by General Electric Service Information Letter
(SIL) 342) into procedure 3.M.4-12.1, "Changeout of Control Rod
Blades and Fuel Support Removal", before continuing with the blade
shuffle.



&

A review of the incident identified the foilowing concerns:

The licensee received a Service Information Letter (SIL)

342 from the General Electric Company in January, 1981

which described a blade-drcp incident similar to the January 4,
1984 incident and recommended preventative actions. The SIL
was not forwarded to the Uperations Department and the pre-
ventative actions were nut incorporated into station procedures
until after the incident.

A sunplement to SIL 342, "Typical Control Rod Grapple Modi-
fication", was received in June, 1982. The supplement des-
cribed a simple equipment modification which may have prevented
the January 4, 1984 incident. The licensee's control rod
grapple was not mouified as suggested in the supplement. The
suppiement was also coded by General Electric as Category I.

The licensee stated that the grapple would be modified as re-
commended in the supplement to SIL 342, prior to reinstalling
the blades after the recirculation piping work had been com-
pleted.

Two Limited Senior Reactor Operators (LSROs) associated with
the blade changeout work were briefed on SIL 342 by a General
Electric Company representative, prior to the blade-drop
incident. However, the LSROs did not alert the Operations
Department staff and did not recommend insertion of the appro-
priate precautions into station procedures.

The licensee did not incorporate a requirement into procedure
No. 3.M.4-12.1 to manually test the grapple encagement until
after the inspector reviewed the incident and noted the
deficiency. This test was conducted improperly just prior

to the incident. Operations personnel were instructed on the
test by a General Electric Co. representative after the in-
cident, prior to moving additicnal blades. The importance

of the test is emphasized in SIL 342.

As a result of the findings regarding SIL 342, the inspector per-
formed a review of the licensee's program for feedback of opera-
ting experience in general. Findings are discussed below.






(3) The licensee informed the inspector that radioactive material ship-
ments with improper shipping papers or placard had been received
from the following sources:

-~ Southwest Research Institue, San Antonic, Tx, received on
December 12, 1983

-- J. A. Jones Applied Research Services Co., Charlotte, NC,
received on December 15, 1983

-- General Electric Company, Vallecitos, CA, received on
January 15, 1984.

The inspector forwarded the associated information to NRC:Region I
specialists for additional review and had no further questions at
this time.

(4) On January 11, 1984 the inspector reviewed the licensee's ALARA
planning for disassembling an unusually radioactive control rod drive
(80 r/hr contact dose rate). The planning appeared adequate, and
included prework discussions with workers, use of long-handled tools and
water shielding during drive disassembly, and establishing worker
exposure time limits.

On January 18, 1984 an individual received an unanticipated extremity
dose while attempting to survey small metal chips in the control

rod drive repair room. Subsequently, a Coniirmatory Action Letter 84-03
was issued by Region I to the licensee and a special inspection
(50-293/84-03) was conducted to review this incident. Findings will be
issued in separate correspondence.

(5) At 7:00 p.m. on January 23, 1984, with the reactor vessel defueled,
a temporery hose blew off a connection to the 'A' Recirculation loop
during pre-operational testing of the Chemical Decontamination
equipment. About 7000 gailons of water (mixture of primary coolant
system water and demineralized water) blew out of the recirculatio: loop

which was pressurized to 35 psig_of . Licensed operators immediatel
isolated the "A" and "§9 recircdla nitrogen A y

tion lo by clos;ng the suction and
discharge valves. This water collect:d 1n gﬁe %rywe?f gqu?pmen% and drain
sumps. No personnel contamination or equipment damage resulted.

v The Ticensee's review indicated that the hose clamp design was

¢« inadequate. The licensee's prime contractor (General Electric Co.)

» and the decontamination vendor (I.T. Corporation) replaced two hoses
. with a different design, and hydro tested the system to 125 psig.

. No violations were identified.

-
-
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11.

Surveillance Activities

A.

The inspector reviewed the licensee's actions associated with surveillance
testing in order to verify that the testing was performed in accordance

with approved station procedures and the facility Technical Specifications.

The following tests were reviewed/observed:

- Logging of reactor coolant system parameters (reactor vessel shell
and flange temperatures; recirculation loop temperatures; and reactor
vessel pressure) every 15 minutes while heating up, cooling down,
and while the vessel was not vented and £ 2209F (as required by T.S.
4.6.A.1 and 4.6.A.2).

- Routine calibration of 'B' intermediate range neutron monitoring
(IRM) system on January 5, 1984.

Findings

The inspector det:rmined that one of three pieces of test instrumenta-
tion set up in the control room in preparation for calibrating the 'B'
IRM was out of calibration. A timer-counter (serial no. 532A, control
no. 134) had a sticker which indicated that the calibration due date was
December 22, 1984, but the calibration data sheet (also attached to the
;nstrument) indicated the correct calibration due date as December 22,
983.

The licensee's I&C supervisor immediately verified that the instrument

in question had not been used and removed the irstrument from the control
room and se;regated it for recalibration. The licensee described planned
improvements for the control of measuring and test equipment which in-
clude incorporation into a computerized PM program.

No violations were identified. Proper calibration of test instrumentation
will continue to be reviewed during routine inspections.
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(3)

(5)

13

On January 12, 1984, the inspector met with the licensee's recircula-
tion piping replacement project manager to discuss procedure review
and approval for contractor work in the dirywell. The licensee's
Onsite Review Committee (ORC) approved TP 84-10, Approval and Con-
trol of Temporary Changes by G.E., Revision 0, January 11, 1984.

This procedure gives G.E. the authority to make temporary changes

to plant systems except those specifically listed in TP 84-10. M.R.
84-12-1 gave approval to cut into and weld a pipe connection to a
safety related section of the cleanup system with a G.E. procedure
(PNPS-SP Rev. 0) that was not reviewed nor approved by the ORC.

The licensee representative stated that the welding procedures
specified in PNPS-SP had been reviewed and approved by ORC, and
that the section of cleanup system piping cut into was going to be
replaced during the outage.

The inspector had no further questions at this time. Administrative
controls for equipment removal and reinstallation will be reviewed
during future routine inspections.

The inspector reviewed the status of the Halon system installation
for the cable spreading room (PDCR 83-15). The system has been
installed and tested once but it failed to achieve the required

10 second concentrations in all areas. The equipment supplier
(Automatic Sprinkler Corp.) has been requested to propose a sclution.

The compensatory fire watch patrol will continue to patruol the
'‘A' and 'B' 4160v. switchgear rooms and the cable spread na rooms
until the halon system is declared operable and the CO, system is
realigned to the switchgear rooms.

The completion of this modification will be reviewed in a future
inspection of the facility.

Following a presentation of licensed operator certificates at the
Pilgrim Training Center on January 31, 1984, NRC:Region I manaoczment
questioned the licensee's management recarding the status ana pro-
gress of outage activities. Radiation exposure results, piping
decontamination, housekeeping, and fire protection items were dis-
cussed. No inadequacies were identified during this meeting.
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(3) In general, the licensee's control of activities and corrective
actions foliowin] meny preoperational test failures was acceptable.
Evolutions were conducted with caution. As an example, while drain-
ing the reactor vessel and expected water ievels were not cbserved,
the operations staff stopped, reviewed the situation and consulted
the FSAR to verify that jet pump slip joint leakage was within
the bounds of the plant analyses.

No violations were identified during this review.

Post decontamination surveys and exposure reduction evaluations
will be reviewed during future inspections.

Followup on NRC Inspection and Enforcement Bulletin (IEB)

On February 3, 1984, at 6:20 pm, the inspector notified the licensee's
on-watch Watch Engineer of the identification of a prcolem at another
similar facility involving the torus vent header. At 8:35 pm on February 3,
1984, the licensee received a telecopied version of IEB 84-01, Cracks in
Boiling Water Reactor Mark I Containment Vent Headers.

The Watch Engineer and two other station engineers conducted .n inspection
of the vent header from the internal catwalk. No problems were identified.
The licensee reported the results of this inspection to the NRC Duty Officer
at 10:30 pm on February 3, 1984. Also on February 4, 1984, an additional
inspection was performed by the licensee's inservice inspection personnel.
A1l vent header surfaces and welds able to be seen from the catwalk were
examined and found acceptable.

The results of these inspections were presented to the NRC:NRR in a joint
utility aroup meeting on Februa'y 6, 1984.

The inspector had no further questions at this time. No inadequacies were
identified.

Unresolved Items

Areas for which more information is required to determine acceptability are
considered unresolved. An unresolved item is discussed in Paragraph 5.B(1).

Management Meetings

During the period of the inspection, licensee management was periodically
notified of the preliminary findings by the resident inspectors. A summary
was also provided at the conclusion of the inspection and prior to report
issuance. At no time during this inspection was written material provided
to the licensee by the inspector.



