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y 4, 1882, the Nuclear Regulatory Commission issued a Notice of Violation (EA 81-045)

#t the Brunswick Steam Electric Plant, Units 1 and 2 Details of the NRC ingspections are

in Ingpection Report Nos, 50-325/01-26 and 50-324/91-26 dated November 22, 1981
wer & Light Company hereby responds to the Notice of Violation. The enclosure to this
§ reply 1o the Notice of Violation in accordance with the provisions of
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ENCLOSURE

BRUNSWICK STEAM ELECTRIC PLANT, UNITS 1 AND 2
NRC DOCKET NOS. 650-325 & 50-324
OPERATING LICENSE NOS. DPR-71 & DPR-62
REPLY TO NOTICE OF VIOLATION AND
PROPOSED IMPOSITION OF CIVil PENALTY

YIQLATION J:

10 CFR Part 650, Appendix B, Criterion XVI, Corrective Actions, requires in part, that measures be
established to assure that conditions adverse to quality, such as failures, malfunctions,
deficiencies, deviations, defective material and equipment, and nonconformances are promptly
identitied and corrected.

Contrary to the above, effective measures were not established to promptly identify and correct
deficiencies that resulted in the continuing breakdown of management control over work control
activities similar to those previously identified in NRC enforcement action (EA) 91-045 which was
issued on May 31, 1991, as evivenced by the following examples:

A On October 3, 1991, at approximately 3:30 a.m., a reactor operator failed to correctly
reposition Unit 1 B train Residual Heat Removal (RMR) heat exchanger bypass valve from
the shut 10 open position as required by the RHR System Operating Procedure 1-0P-17,
Revision 38, step 7.3(B)(5) to return the RHR Loop B from suppression pool cooling to the
standby mode of operation. The second operator failed to independently verify that this
valve was correctly aligned as required by the procedure. It remained in the incorrect
position until identified by the NRC at approximately 6:30 a.m. on the same date.

B On October 4, 1891, the mechanic assigned to perform the air inlet valves’ lash adjustment
on Diesel Generator No. 3 specified in step 7.3.4.2 of Maintenance Surveillance Test
Procedure, Emergency Diesel Generators Inspection, OMST-DGB00, Revision 2, tailed to
obtain and use the required instructions contained in Maintenance Instruction, Diesel
Engine: Exhaust Tappets and Inlet Mydraulic Lash Adjusters, MI-16-685C, Revision 000, in
performing this task. In addition, the mechanic did not fill out nor place in work
package MI-16-685C, the data sheet to document completion of this task. A lack of
supervisory review of this task resulted in the diesel generator operating under a condition
that could have resuited in equipment damage.

C. This example, identified by CP&L, was added with the NRC's cuncurrence.
A description of this example is contained within the response to this example.

This is a Severity Level 11l violation (Supplement 1),
Civil Penalty - $125,000
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Examples A and C - SOV Bypass Switch and RCIC FO12:

The cause of the RCIC FO12 and RPS events identified by examples A and C of Violation Il is
attributed to the failure of personnel to properly implement astablished procedures.

The ECCS trip card event identified by example B of Violation |l occurred as 8 result of improperly
established procedures. The special procedure lacked a caution stating that removal of the analog
trip units must occur In the order specified within the attachment to the special procedure to
prevent safety system actuation. Additionally, the Automated Clearance Management System
contributed to the event by automatically arranging the order of clearance alpha-numerically. This
resulted in the clearance having a sequence for pulling the trip unit cards different from that
specified by the special procedure.

Plant analysis has determined that the SW-V2094 valve was stuck in the open position at the time
of this event. The personnel implementing the valve clearance acted according to the guidance
provided within established procedures and operator training intended to protect the valve from
excessive force. Consequently, with the valve having been electrically disabled prior 1o the
hanging of the clearance, the operators relied on the physical resistance of the valve 10 support
their determination of valve position,

Corrective Steps Which Have Been Taken and Results Achieved:

Example A - SOV Bypass Switch:

1. Identification of the root cause of the event was completed and reported within
Licensee Event Report 2-81-014 on October 27, 1981, The root cause
determination provided the basis for the corrective actions taken and planned to
prevent occurrence of a similar event,

2. Counselling and admonishment of the Senior Reactor Operator involved with the
event has been completed.

3 Dissemination of information to Operations shift personnel by discussing the
significance of the event was completed on October 11, 1981, This information

E1-11



stressed the importance of increased artention to detail, improved communications,
and self check practices.

Example 8 - ECCS Trip Carg:

Identification of the root cause of the event was completsd and reported within
Licensees Event Report 2-81-016 on November 1, 1891, The root cause
determination provided the basis for the corrective actions taken and planned to
prevent occurtence of & sim'lar event.

A revision of the ECCS analog trip card special procedure to establish 8 caution
statement for ensuring proper execution of the disabling of analog trip cards was
completed on October 16, 1981,

Example G - ACIC FO12:

An exhaustive investigation was completed on Novumber 18, 1881 which proved
unsuccessful in determining the factors contributing to the RCIC FO12 valve
mispositioning event. Consequently, specific corrective actions designed to resolve
contributing factors could not be developed. However, 8 memorandum generated
by the site Vice President on December 2, 1881 was distributed to site personnel to
elevate site awareness to the need for strict compliance to the clearance process,

Exan Jle D - SW V294:

1

Identilication of the root cause of the event was completed on November 12, 1981,
The root cause determination provided the basis for the corrective actions taken and
planned to prevent occurrence of a similar event,

Repair of the 2-8W-V294 binding condition was completed on November 19, 1891,

Review of the event with the appropriate personnel was completed on January 17,
1992,

Corrective Steps Which Will Be Taken 10 Avoid Further Violations:
Example 8 - ECCS Trip Carg:

¥

Review of the ECCS trip card special procedure to ensure appropriate application of
prerequisite steps will be performed by February 28, 1992,

E1-12






