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Docket No. 50-269
License No. DPR-38
EA 91-167

Duke Power Company
ATTN: Mr. J. W. Hampton

Vice President
Oconee Nuclear Station

Post Office Box 1439
Seneca, South Carolina 29679

Gentlemen:

SUBJECT: NOTICE OF VIOLATION AND PROPOSED IMPOSITION Of CIVIL PENALTIES -
$125,000 (INSPECTION REPORT NO. 50-269/91-32)

,

This refers to the Nuclear Regulatory Consnission (NRC) inspection conducted by
Mr. R. Crlenjak on November 5-7, 1991, at the Oconee Nuclear Station. This was
a followup inspection to the Augmented Inspection Team (AIT) inspJctions con-
ducted at tne Oconee Nuclear Station during the period September 9-13, 1991,
which reviewed the facts and circumstances associated with the degradation of
decay heat removal on September 7,1991, and during the period September 20-25,
1991, which reviewed the facts and circumstances associated with the
over-pressurization of the Low Pressure injection (LPI) System piping on
September 19-20, 1991.

The AIT was chartered on September 9, 1991, and subsequently updated on
September 20, 1991, to develop and validate the sequence of events associated
with both the degradation of decay heat removal and the over-pressurization of
LPI system piping. A Confirmation of Action Letter dated Scptember 20, 1991,
was forwarded to you which discussed certain actions you agreed to take as a
result of the events. In addition, a management meeting with your staff was
conducted in the Region 11 office on September 25, 1991, to discuss the events
and on September 27, 1991, you satisfied those portions of the Confirmation of
Action' letter necessary to restart Unit 1. The report documenting the AIT
inspection was sent to you by letter dated October 30, 1991. The followup
inspection report was sent to you by letter dated December 6,1991. As a
result of inspection activities associated with these two events, significant
failures to comply with NRC regulatory requirements were identified. On
December 18, 1991, an enforcement conference was held to discuss the violations,
their cause, and your corrective actions to preclude recurrence. A summary of
this conference was sent to you by letter dated December 20, 1991.
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The first event involves the degradation of decay heat removal that occurred on
September 7, 1991, while unit I was in a refueling outage. A non-licensed
operator reported from the reactor building to the control room that he
observed a significant amount of steam coming from the reactor vessel area
and that the water in the reactor vessel was churning. The operators in the
control room subsequently noted that the LPI pump suction temperature was
indicating abnonnally high at 187 degrees F. They also noted that the Low
pressure Service Water flow to the decay heat cooler was indicating zero flow.
The other LPI system train was inanediataly aligned and decay heat cooling was
restored. Apparently, the "A" flow control valve controller on the Low
pressure Service Water system had been improperly set and this resulted in
decay heat not being removed over a period of approximately four hours.
Items A and B of the enclosed Notice of Violation and Proposed Imposition
of Civil Penalties (Notice) are related to this event.

The second event involves the over-pressurization of LPI system piping that
occurred on September 19-20, 1991, while unit I was in a refueling outage.
Control room personnel failed to follow the start-up procedure which resulted
in the over-pressurization of portions of the LPI system and the subsequent
loss of approximately 12,400 gallons of reactor coolant _ to the auxiliary
building floor. items C and D of the enclosed Notice are associated with
this event.

Item A involves five violations of failure to follow procedures and inadequate
procedures that contributed to the September 7,1991 loss of decay heat removal
event. These violations include: 1) the inadequacy of an operating procedure
for the LPI system that did not contain guidance for aligning the LPl system in
the decay heat removal mode, 2) the inadequacy of a periodic instrument
surveillance procedure that did not prescribe an adequate frequency for the
recording of reactor coolant temperature to ensure that reactor coolant
temperature was being maintained in accordance with all requirements (the-
requirement to record reactor coolant temperature every 12 hours contributed
to the failure to detect reactor coolant temperature increase (110 decrees F
to 187 degrees F) during a four-hour period), 3) the failure to follow temporary :

'test procedure requirements not to exceed 140 degrees f maximum reactor coolant
temperature during valve operation test and evaluation system (V0TES) testing
which resulted in the temperature requirements being exceedtd by 47 degrees f,
4) the failure to follow operational procedures that required control room
personnel to ensure continuous safe shutdown conditions and maintenance of
critical safety parameters which resulted in reactor coolant temperature
inc. qing 77 degrees F above the expected temperature of 110 degrees F, and '

5) the failure to follow procedures that required the utilization of effective-
consnunications during normal and abnormal plant operations and resulted in the ,

Train A LPI system being placed in operation without coordination with VOICS ;

testing personnel.
,

s

item B involves the failure to identify the non-operational status of a
nuclear safety-related system, specifically Train A of the LDI system, i

- Consequently, when Train A of the LPI system was called into service to respono
to an elevated Reactor Coolant System (RCS) temperature during the degradation
of decay heat removal event, the system was lost because V0TES testing personnel,
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who had cycled one of the system valves closed interrupting the system flow,
had not been informed by control room operators that testing should be stopped
and that the system was being placed into service,

'item C involves three violations of failure to follow procedures that
contributed to the September 19-20, 1991 LPI system piping over-pressurization i

event. These violations include: 1) the failure to follow an operational :
procedure which required the LPI system to be aligned in the "switchover" mode
of operation prior to exceeding 125 psig RCS pressure, 2) the failure to follow
operational procedures which required control room personnel to ensure <

continuous safe shutdown conditions and resulted in RCS pressure being
increased above 125 psig which over-pressurized the LPI system causing a spill
of 12,400 gallons of primary coolant to the auxiliary building floor, and 3)
the f ailure to follow procedures that required the use of effective conmuni-
cations that resulted in a unit supervisor by passing the control room senior .

reactor operator and directing a reactor operator to raise RCS pressure. *

Item D involves the failure to implement adequate corrective action in that the
corrective actions for the September 7, 1991, event were not effectively *

implemented to ensure that deficiencies in supervisor and operator responsi-
bilities were corrected. Contir.aing la)ses in the effective oversight of
shift operations directly resulted in tie September 19-20, 1991 event.

As to the first event, the NRC is concerned with the significant implications ,

of Items A and B particularly when they are considered collectively. .

Considering the root causes of inadequate management oversight of shutdown
operations, inappropriate execution of operator responsibilities, failure
to follow procedures, and inadequate procedures, the overall implication is
that operational discipline and protocol were neglected causing a fundamental <

lack of attention to shutdown operations. This is a significant safety ;

concern. Therefore, in accordance with the " General Statement of Policy and
Procedure for NRC Enforcement Actions " (Enforcement Policy) 10 CFR Part 2, -

Appendix C (1991), the viointions in Items A and B are classified in the
aggregate as a Severity Level !!! problem.

As to the second event, Items C and D are of concern to the NRC because they
reflect a continuing failure to establish adequate management oversight of.
shutdown operations and appropriate execution of operator responsibilities
during shutdown operations. The repeated failures to follow procedures and
the failure to implement corrective action to prevent recurrence of these
failures collectively represent a significant safety concern. Therefore, in
accordance with the " General Statement of Policy and Procedure for NRC :
Enforcement Actions," (Enforcement Policy) 10 CFR Part 2 Appendix C (1991),
the violations in items C and D are classified in the aggregate as a Severity
Level.lli problem.

To emphasize the importance of maintaining an appropriate safety perspective, i

continued awareness and control of critical plant operations in the shutdown
,

configuration, adequate management oversight of shutdown configuration manage-
ment activities, and the implementation of adequate corrective action, I have
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been authorized, after consultation with the Director, Office of Enforcement, ;

and the Deputy Executive Director for Nuclear Reactor Regulation, Regicnal !
Operations and Research, to issue the enclosed Notice of Violation and Proposed
Imposition of Civil Penalties in the amount of $125,000 for the two Severity

Level 111 p$50,000.
The base value of a civil penalty for a Severity Level 111 !roblems.

problem is |
|

The escalation and initigation factors in the Enforcement Policy were considered
for each Severity Level !!! problem.

With respect to the violations for the first event, neither mitigation nor
escalation is considered appropriate for ide- ;fication because although you
eventually identified the event, it was of a if-disclosing nature and more
importantly, you missed the opportunity to ic_ sify the reactor coolant
temperature increase on September 7, 1991, which resulted from the inadequate
monitoring of critical plant parameters while in a shutdown configuration.
Neither mitigation nor escalation is considered appropriate for corrective
action because your'immediate corrective action to restore decay heat removal
was rendered ineffective by the violations associated with the VOTES testing and
mitigation for your corrective action to prevent recurrence is not appropriate
because of the event of September 19, 1991, which was similar and therefore
evidence of ineffective corrective action. Escalation of 50 percent is
appropriate for past performance because of previous problems associated with
outage activities. For example, a Notice of Violation (EA 91-049) was issued
on June 4,- 1991, for an event which occurred on March 8,1991. Unii 3 was
in a-refueling outage when the Decay Heat Removal system was lost for
approximately 18 minutes due to cavitation of the operating LP1 pump caused by
a rapid primary system water loss. This resulted because a blank flange had
been erroneously installed on an LP! system emergency sump suction line. The
other factors in the Enforcement Policy were considered and no further
adjustment to the base civil penalty is considered appropriate. Therefore,
based on the above, the base civil penalty for this problem has been increased
by 50 percent.

With respect to the violations for the second event, neither mitigation nor
escalation is considered appropriate for identification based on the self-
disclosing nature of the violations. Mitigation of the base civil penalty by

-

50 percent is appropriate for your corrective actions following this event.
Those actions to prevent recurrence included the revision of management
directives defining the roles and responsibilities of operations personnel and
the supplemental training to licensed operators for procedures used during
shutdown, startup, and prolonged operation at cold shutdown. Escalation of
the base civil penalty by 50 percent is appropriate for past performance based
on the continuing nature _of problems in outage activities and for previous-
problems associated with corrective action. For example, a Notice of Violation
and Proposed Civil Penalty (EA 90-119) was issued on August 16, 1990, for-
failure to correct a deficiency in the Penetration Room Ventilation System.
The other factors in the Enforcement Policy were considered and no further
adjustment to the base civil penalty is considered appropriate. Therefore,
based on the above, a base civil penalty for this problem is being proposed.

!
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During the enforcement conference there were discussions regarding an apparent
violation concerning your Emergency implementing Proceduret. The specific
issue was whether an Unusual Event should have been declared when it was
discovered that the decay heat removal capability was degraded. After
considering all the available information, we have decided that no Notice of
Violation will be issued.

You are required to respond to this letter and should follow the instructions
specified in the enclosed Notice when preparing your response, in your
response, you should document the specific actions talen and any additional
actions you plan to prevent recurrence. After reviewing your response to this
Notice, including your proposed corrective actions and the results of future
inspections, the NRC will determine whether further NRC enforcement action is
necessary to ensure compliance with NRC regulatory requirements.

To emphasize the critical importance of licensed operator responsibilities
inherent in 10 CFR Part 55 licenses, it is my intent to meet with the licensed
operators at the Oconee Nuclear Station. I have directed my staff to make the
appropriate arrangements for such a meeting.

In accordance with 10 CFR 2.790 of the NRC's " Rules of Practice." a copy of
this letter and its enclosure will be placed in the NRC Public Document Room.

The responses directed by this letter and the enclosed Notice are not subject
to the clearance procedures of the Office of Management and Budget as required
by the Paperwork Reduction Act of 1980, Pub, t.. No. 9fs-511.

!

Should you have any questions concerning this letter, please contact us.

Sincerely.

Original Signed By:
Stewart D. Ebnete-

Stewart D. Ebneter
Regional Administrator

Enclosure:
Notice of Violation and Proposed

Imposition of Civil Penalty

cc w/ encl:
A. V. Carr, Esq
Duke Power Company
422 South Church Street
Charlotte, NC 28242-0001

cc w/enci cont'd: (seenextpage)

.
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cc w/enci cont'd:
County Supervisor of Oconee County
Walhalla, SC 29621

Robert B. Borsum
Babcock and Wilcox Company
Nuclear Power Generation Division
Suite 525, 1700 Rockville Pike
Rockville, MD 20852

Michael McGarry, Ill, Esq.
Winston and Strawn '

1400 L Street, NW
Washington, D. C. 20005

Office of Intergovernmental Relations
116 West Jones Street -

Raleigh, NC 27603

Heyward G. Shealy, Chief
Bureau of Radiological Health ,

South Carolina Department of Health
and Environmental Control

2600 Bull Street
Columbia, SC 29201

Manager, L15
NUS Corporation
2650 McCormick Drive
Clearwater, FL 34619-1035 :

R. L'. Gill
Nuclear _ Production Depa.'tment

'

Duke Power Company
P. O. Box 1007
Charlotte, NC - 28201-1007

Karen E. Long
Assistant Attorney General
N. C. Department of Justice
P. O. Box 629
Raleigh, NC 27602-

,

M. E. Patrick
- Compliance

Duke Power Company
P. 0._ Box 1439,

|. Seneca, SC 29679
;

State of South Carolina

|
|

:
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bec w/ enc:
PDR
SECY

CA
JSnizek, DEDR
SEbneter, Ril
JLieberrnan, OE
RPedersen, OE
JGoldberg, 000
JPartlow, NRR
L. Wiens, NRR ,

Enforcement Coordinators
R1, Ril, Rill, Rly, RV

BHayes, 01
EJordan, AE00
DWilliams, 01G
W. Miller, Ril
G. A. Belisle, R!l
A. R. Herdt, Rll
EA File
Day File
Docurnent Control Desk

'

NRC Resident inspector
U.S. Nuclear Regulatory Conrnission
Route 2, Box 610
Seneca, SC 29678
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