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DETAILS

1. Persons Contacted

The followiny technical and supervisory personnel were contacted:

. Bowman, Principal Engineer, Incore Fuel Management
. Buffington, Fire Protection Inspector

. Carroll, General Supervisor, Operations

. Cherry, Principal Chemistry Technician

. Crinigan, General Supervisor, Chemistry

. Crunkleton, Supervisor, Electrical Maintenance

. Denton General Supervisor, Training/Technical Services
. Dunkerly, Shift Supervisor

Ensor, Assistant Genaral Foreman, PMD

Forgette, Supervisor, Emergency Planning

Gilbert, Shift Supervisor

Lohr, Shift Supervisor

Mihalcik, Principal Engineer, Fuel Cycle Management
Millis, General Supervisor, Radiation Safety
Moreira, General Supervisor, Electrical & Controis
Rivera, Shift Supervisor

Russell, Plant Superintendent

Snyder, Supervisor, Instrument Maintenance Unit 2
Taliey, Jr., Assistant General Foreman, PMD
Tiernan, Manager, nNuclear Power Department

Vogyel, Radiation Safety Engineer

Wenderlich, Supervisor, Operations Guality Assurance, Auditing
Zyriek, Shift Supervisor
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Other licensee employees were also contacted.

2. Licensee Action on Previous Inspection Findings

(Closed) Non-Compiiance Items (318/80-02-01 and 318/80-02-09) Radioactive
Material Release Path Created by Open CVCS Ion Exchanger Vents During
Reactor Coolant Ion Exchanger Resin Transfers. OQI-17C (Revision 18 dated
August 31, 1983), Section XXXI, no longer requires opening of the Chemical
and Volume Control System (CVCS) ion exchanger vents during resin
transfers from the Reactor Cociant ion exchangers. The radioactive
material relcase path of concern has thus been eliminated.

3. Review of Plant Operations

a. Daily Inspection

During routine facility tours, the following were checked: manning,
access control, adherence to procedures and LCO's, incstrumentation,
recorder traces, protective systems, control rod positions, Containment
temperature and pressure, control room annunciators, radiation monitors,
radiation monitoring, emergency power source operability, control room
logs, shift supervisor logs, tagout logs, and operating orders.




==Cn October 19, 1983, the inspector noted that the Ccntrol Room
temperature indicator for the East Piping Penetration Room (2TI5275) was
pegged high, reading greater than 150°F. The inspector pointed this out
to the Control Room Operator. The operator wiggled the electrical cabling
to the indicator, and temperature indication varied widely indicating a
loose connection. A Maintenance Request was initiated.

--During Control Room checks on October 25, 1983, the inspector questioned
the Unit 2 Control Room Operator regarding the status of several key lock
switches. The switches for the Channel A and B Safety Injection Actuation
System (SIAS) Block and the Electropneumatic Relief Valve (ERV) Block
Valves had their keys instalied in the switches. The switches were in the
correct position for the plant operating condition (SIAS block in normal,
ERV block valves open). Review of the Contrul Room Key Control file
revealed that these keys were not signed out in the logsheet, however, a
metal tag indicating that the kcys were in the handswitch were in the
locker's appropriate key holders. The inspector discussed the licensee's
Key Control System with the Operations Key Custodian. The Custodian (a
Shift Supervisor) stated that Operations keys which were to be used in the
Control Room, in the sight of the Senior Control Room Operator, did not
need to be signed out in the key logsheet. The Custodian further stated
that a key remained in a key switch or back in the key locker at the
discretion of the Senior Control Room Operator. (Some keys are captive in
certain positions and must remain in the switch.) The inspector noted that
placement of the keys in the switches could in effect change the function
of a switch from administrative controls to simply another switch. The
licensee also audits the keys at 6 month intervals (last audit performed
on August 3, 1983). The inspector discussed key control with the General
Supervisor-Operations, noting that the methodology Leing used to
administratively control keys in the Control Room was not consistent with
that specified in CCI-110, Key and Lock Control. The GS-0 stated that
their controls would be reviewed and the CCI/controls appropriately
changed to ensure consistent administrative control of these switches.
This item is unresolved (318/83-30-01).

No unacceptable conditions were identified.

b. Weekly System Alignment Inspection

Operating confirmation was made of selected piping system trains.
Accessible valve positions and status were examined. Power supply and
breaker alignment was checked. Visual inspections of major components
were performed. Operability of instruments essential to system
performance was assessed. The following systems were checked:

-=Fuel 0il Storage System checked on October 17, 1983.

--Locked Valves in Unit 2 Containment checked on October 17, 1983.

--Containment Isolation Valve Lineup in Unit 2 27' West Piping Penetration
Room checked on October 19, 1983.



==Unit 1 Containment Purge System checked on October 14, 1983.

--Containment Penetration Valves in the Unit 2 27' East Piping Penetration
Room checked on October 28, 1983.

No unacceptable conditions were identified.
c¢. Biweekly Inspection

During plant tours, the inspector observed shift turnovers; boric acid
tank samples and tank levels were compared to the Technical
Specifications; and the use of radiation work permits and Health Physics
procedures were reviewed. Area radiation and air monitor use and
operational status was reviewed. Plant nousekeeping and cleanliness were
evaluated. Verificztion of the following tagouts indicated the action was
properly conducted.

--Tagout #1858, #12 Saltwater System checked on October 18, 1983.

--Tagout #1513, Unit 2 Containment Purge Valves checked on October 28,
1983.

Records and sample results of the following activities were reviewed to
verify conformance with regulatory requirements.

--G-168-83, Unit 1 Main Vent Gas Release resulting from escaping Radiogas
from vicinity of Degasifier Vacuum Pump, released on October 28, 1983.

~-G-169-83, Unit 2 Main Vent Gas Release from escaping Radiogas from
vicinity of Degasifier Vacuum Pump, released on October 28, 1983.

--R-167-83, #12 Reactor Coolant Waste Monitor Tank and Main Waste Monitor
Tank, released on October 14, 1983.

-=The Unit's 1 and 2 Steam Generator Logs, Reactor Coolant Logs, Refueling
and Spent Fuel Pool, CVCS, and Safety Injection Chemistry Logs, and the
Chemistry Smooth Log were reviewed for the week of October 17, 1983.

No unacceptable conditions were identified.
d. Other Checks

--Two Radiological Events were declared on October 28, 1983 due to
escaping radiogas from the degasifier vacuum pumps while venting pump
accumulator reference legs. The first event was declared at 2:30 a.m.
when the Unit 1 Main Vent Gaseous Monitor readings increased. The second
event was declared at 5:30 a.m. when the Unit 2 Main Vent Gaseous Monitor
readings increased. The licensee calculated an activity release for the
2:30 a.m. event of 3.48% of the Technical Specification (T7.S.)
instantaneous release rate limit for gross activity. The second release
was caliculated to be 8.6% of the above limit.



The inspector reviewed Teciinical Support Procedure 138, Unit 1 Pressurizer
Transmitter Pressure Testing and Flushing, reviewed by the Plant
Operations and Safety Review Committee and approved October 7, 1983. This
procedure was complete and thorough regarding valving arrangements,
flushing requirewents, and hydrostatic testing precautions. It did not
address required plant conditions nor appropriately caution regarding the
effects of raising the pressure sensed by the transmitter. The Shift
Supervisor who approved the testing did recognize that the Pressure
instrument which initiates a Safety Injection signal would have to be
opened but did not recognize the need to defeat the SDC suppiy valve
interlock. The inspector noted the above procedural inadequacy and
failure to properly establish plant conditions for the test to the
licensee on October 10, 1983. An incident review had been undertaken by
the Operational Safety and Licensing unit to assess the event and propose
corrective actions. The inspector stated that he would review the
analysis and proposed actions to assess their adeguacy. As of the end of
the reporting period the licensee's investigation of this event had not
been completed. This item will be followed (317/83-30-01).

-=At 12:10 a.m. on October 14, 1983, a normal radioactive liquid discharge
from the #12 Reactor Coolant Waste Monitor Tank (RCWMT) was secured after
operations personnel realized that, during the discharge, about 1500
gallons of additional radioactive liquid (53000 gallons total discharged)
had been pumped into the RCWMT. The additional liquid had not been
properly sampled and accounted for in the existing release permit. Post
release calculations showed that the additional water effectively diluted
the liquid waste authorized by the existing, approved permit and a
composite sample of the actual discharge was obtained so that the release
was conservatively monitored and within limits. The inspector reviewed
Liquid Waste Permit R-167-83 authorizing the release of #12 RCWMT and
documenting the unplanned, monitored relzase of the MWMT. This permit
showad activity to be within limits (2.2 E-2 curies total, 1.4 E-4 curies
contributed from the MWMT). The unplanned release of the MWMT was
discovered by the Unit 2 Control Room Operator who noted the decreasing
level of the tank during a turnover walkdown of the Control Room Panels.
The Auxiliary Building Operator knew that the RCWMT was being discharged,
however, was apparently confused by a recent memorandum from the Chemistry
Group. This memorandum, dated September 30, 1983, stated that during the
Unit 1 outage the MWMT was to be pumped directly to the #12 RCWMT without
sampling or recirculating which had been the previous practice. In
addition, the Operating Instruction did not have any procedural
restriction against pumping the MWMT to the RCWMT. Additional information
surrounding this event is contained in Inspection Report
317/83-29;318/83-29).

==Unit 2 tripped from full power at 12:40 p.m. on October 26, 1983,
following the loss of the operating Electro-Hydraulic Control (EHC) pump,
causing all turbine valves to ciose. The punp was lost when a pressure
switch lead was inadvertently shorted during a Planned Maintenance (PM)
activity. I&C technicians were performing PM 2-93-IR-3 wh.ch calibrates
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ESFAS sensor cabinet ZE, which is powered by Instrument Bus #1Z, was
cdeenergized at the time and, therefore, was sending a trip signal to the B
logic cabinet. An erroneous trip signal, not shown on an indicator panel,
from a second sensor cabinet (due to a bad signal isolation device) was
also being sent to the B logic cabinet. Therefore, when the logic cabinet
was energized, the 2 out of 4 trip logic was satisfied. The isolator
problem was corrected by the licensee.

==During a Unit 2 startup, between 1:15 and 1:20 p.m. on October 19, 1983,
Pressurizer level dropped below the TS operating band lower limit of 133
inches (lowest level was 130 inches). The level problem occurred
immediately after the main turbine was paralleled to the grid and was due
to overcooling the Reactor Coolant System (RCS) when the turbine picked up
a load of about 40 MW. The turbine had operated as designed (it is
de<igned to pickup an adjustable amount load following a paralleling
operation). Following the event the licensee adjusted the turbine control
system to pickup a smaller amount of load during paralleling uperations to
minimize overcooling of the RCS.

No unacceptable conditions were identified.

5. Observation of Physical Security

Checks were made to determine whether security conditions met regulatory
requirements, the physical security plan, and approved procedures. Those
checks included security staffing, protected and vital area barriers,
vehicle searches, and personnel identification, access control, badging,
and compensatory measures when required.

No unacceptable conditions were identified.

6. Review of Licensee Event Reports (LER's)

LER's submitted to NRC:RI were reviewed to verify that the details were
clearly reported, including accuracy of the description of cause and
adequacy of corrective action. The inspector determined whether further
information was required from the licensee, whether generic implications
were indicated, and whether the event warranted onsite followup. The
following LER's were reviewed.

LER No. Event Date Report Date Subject

Unit 1

83-50 9/12/83 10/12/83 #12 Hydrogen Analyzer Inoperable
83-51 9/27/83 10/18/83 #12 Diesel Generator Inoperable
83-52 8/10/83 10/05/83 OQOyster Samples Collected during

August, 1983 showed Ag-110m to be
11848 pCi/kg (wet)
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