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REPORT DETAILS

1. Persons Contacted
Licensee Employees

$. Bradshaw, Shift Operations Manager
*  Forbes, Engineering Marager

S. . oye, Operations Supgort Manager

*R, Futrell, Rogulatory Compliance Manager
£. Geddie, Operations Superintendent
*1. Harrall, Safety Assurance Manager
*J. Lowery, Compliance

W. McCollum, Station Manager

*5. Mode, Safety

K. Seasely, Compliance

M. Tuckman, Catawba Site Vice-President

Other licensee employees contacted included technicians, operators,
mechanics, security force members, and office personnel,

NRC Resident Inspectors

W, Orders
| *P. Hopkins
| J. leiler

2, Plant Status
a. Unit 1 Summary

Unit 1 began the report period operating at 85 percent power, having
reduced power on March 5 to effect repairs of a Main Turbine Stop

Valve which had failed to stroke properly, and to cleanup the Main
Turbine Hydraulic 011 System which had been contaminated with waste
o1l and water. On Maych 10, followtn* these repair activities, the
unit returned to 100 percent power. The unit operated at virtually
full power for the remainder of the report period.

*Attended exit interview,
|
|
|
|
|

b, Unit 2 Summary

Unit 2 operated for the entire report period at or near 100 percent
power.
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Hot Particle Event (71707,

On April 1, 1992, at B:15 a.m., two Safety personnel entered the Radiation
Control Area (RCA) to perform procedures FPT/0/A/4400/011, Annual
Maintenance and Inspection of Portadle Fire Extinguishers, and
PT/0/A/4400/01M, Monthly Visual Inspection of Fire Hose Stations on fire
protection equipment located in the Auxiliary Building.

An RP technician reviewed the proposed activities with the personnel and
told them to use Standing Radiation Work Permit (SRWP) 92-20, Column B,
for entry into Roon 217. A copy of the SRWP was provided to the Safety
personnel for review. The lead Safety person was issued dosimetry and the
keys to Room 217,

The two safety personnel then procead:d to perform their fire protection
equipment inspections, leaving Room 217 for last. In preparation for
entering Room 217, the lead Safety person returned to the clean change
room to obtain protective clothing, He did not obtain adequate protective
clothing, in that, he nejlected to obtain a hood, as required by the SRWP,
Rdditionally, he did not review SRWP 92-20 to determine the specific
protective clothing requirements.

Ultimately, the lead safety person entered Room 217 at 10:26 ¢.m. During
the inspection, the RP issued dosimetry alarmed and the “"Low Battery"
light came on. He stated that he finished the inspection without weighino
the fire extinguisher in the room, even though a marker was used to
initial and date the inspection tag on the fire extinguisher. The marker
and the scales that were to have been used to weigh the fire extinguisher
were not wrapped by the Sarety nersonnel when they were removed from the
contaminated room.

The two personnel performed a hand and foot frisk on elevation 543' and
proceeded to the RP office to return the dosimetry and the room key. A
whole body monitor which is required by Station Directive 3.8.3, Enclosure
6.8, was not performed.

The personnel exited the RCA at the Material Access Paint (MAP). During
the whole body monitor, the lead Safety person was found to be
contaminated on the left thigh. He performed a second whole body monitor
and a second alarm was received because he had attempted to perform a
recount prior to the monitor completing a background count. According to
the personnel, the second count indicated no contamination.

Hand held items (paperwork, scales, etc.) were ‘risked for contamination
by the second Safety perso: prior to RCA exit. He was <istracted during
the frisking by the above mentioned alarms ard did not perform an adequate
survey. (The exit from the RCA at the MAP was video taped.)
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The two Safety personnel performed additional fire protection inspections
in the Waste Solidification Build‘n%. Hand held items were again frisked
prior to exit from that building, although, hand and foot frisks were not
performed, The Safety personnel did not return to the MAP area for a
whole body monitor, Additional fire protection equipment inspections were
performed in the Turbine Buildings.

Atter perf.rming additional fire protection inspections in other areas, at
approximately 5:15 p.m., the lead Safety person prepared to leave the
site. When the individual passed through the exit portal monitor, it
alarmed indicating contamination, The monitor was reset and a second
attempt was performed, A second alarm was received and RP personnel were
contacted,

Ultimately, a ho" particle was located on the person's head, above the
left ear., Initial frisker readings of the hot particle indicated 35,000
corrected counts per minute (ccpm)., The particle was removed per
HP/0/B/1004/06, Personnel Decontamination.

Isotopic analysis of the hot particle revealed that the particle was
comprised of Cobalt-60 (Co-60) and Manganese-54 (Mn-54)., Oue to the fact
that the exact time that the person came into contact with the hot
particle could not be determined, the most conservative exposure time was
used by RP, The exposure time frame used was from time of entry into the
RCA (8:15 a.m.) until the time that the hot particle was removed (5:50
p.n.). The aecay corrected activity of the Co=60 was determined to be
6.958E-01 microcuries (uCi) and the decay corrected activity of the Mn-54
was 5,729E-02 vCi. This would result in an estimated exposure of 29.855
Rem to the skin of the individual,

~tation Directive 3.8.3, Contamination Preventicn, Control, and
Decontamination Responsibilities, delineates the responsibility of
personnel in the prevention and the control of contamination; provides
information and direction concerning decontamination of personnel, work
areas and equipment; directs pcrsonnel on the proper use of monitoring
devices used to detect contaminaticn; and states the exit requirements
from the RCA and Radiation Contro! Zones (RCZs).

Section 4.4 and Enclosure 6.8 of the above station directive specify the
requirements for exiting contaminated areas. Personnel exiting
contaminated areas are required to perform a hard and foot contamination
moniter with a hand held frisker prior to leaving the local area and then
proceed to the contaminated side of the change room to perform a whole
body monitor, without hard hat,

Station Directive 3.8.8, Radiological Work Practices, describes methods
used in controlling work practices dealing with radiation areas and
radioactive material. Section 2.1.3 of this directive states that all
employees are responsibie for reading and complying with posted Standing
Radiation Work Permits (SRWPs), Section 4.4.2 instructs personnel who
have been in contaminated areas to wrap or bag materials removed from the
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that evening, the motor driven CA pumps for both units were declared
inoperable and compensatory actions were developed to keep both units
operable.

At 1:30 a.m. the next morning, the motor driven CA pumps were declared
operable upon implementation of compensatorv actions. These compensatory
actions required that dedicated licensed operators be stationed to
mitigate single failure scenarios by initiation of manual flow
optimizati. . operation.

DE determined that the signal which enables the Train B CA “low optimi-
zation circuit would fail if the Train A CA motor driven pump control
circuit lost power, The flow optimization circuit ensures that the
minimum CA flow (490 gpm) is delivered to the two non-faulted S/Gs in the
event of a feedwater 1ine break. Under these conditions, the CA System
would not provide the required minimum flow to two irtact steam generators
during @ feedwater line break without operator action.

The CA flow optimization circuits have since been m 4ified to insure
proper control circuit separation and ~peration,

The iritial review of the CA system design appeared inadequate in that the
operational functions of the flow optimization circuit were not known. 10
CRF 50, Appendix A, Section I1I, Protection and Reactivity Control
Systems, Criterion 20, System Functions states t'- following: the
protection system shall be designed, (1) to .witi o automatically the
operation of appropriate systems, and (2) to sense socident conditions and
to initiate the operation of systems and components important to safcty.

Base” upon review of the circumstances and the licensee's positive and
in-depth actions associated with this issue, the inspoctors determined
that this event constitutes a licensee identified violation, and as such,
will not be cited in that the criteria specified in section VII.B of tioe
Enforcement Policy were satisfied. This is documented as a non-cited
viclation (NCV) 413, 414/92-09-02: Failure to Perform Adequate Design
Review.

Nuclear Service Water System Inoperability (71707)

On March 12, 1992, Operations personnel planned the block tagout for
isolating and draining of the Nuclear Service Water (RN) side of the 1B
Component Cooling Water (KC) Heat Exchanger and Diesel Generator Jacket
Water Heat Exchanger as well as the RN Train B return header to allow the
cleaning of the heat exchanger tubes and associated valve maintenance.

On March 16, 1992, Unit 1 and 2 Work Lists were issued for the RN tagout
and drain evolution. These Work lLists provided direction for the RN
tagout/drain process, but, only the Unit 1 Work List contained a caution
statement emphasizing the need to align the 1A and 2A Containment Spray
(NS) Heat Exchangers for minimum flow protection for the Unit 2 Train A RN
pump, which would be operating duri ~ the activities. The RN block
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tagout, R&R 02-556, which was essentially the controlling procedure for
the RN evolutions, did not provide steps or cautions to ensure thit the NS
Heat Exchangers were aligned for minimum flow protection.

During normal operation, the heat loads provided with RN System cooling
water will normally provide the operating RN pump minimum flow
requirements, but should this not be the case, one of the non-operating KC
Meat Exchangers is used to provide a minimum flow path. If the KC Heat
Exchangers are not available, an NS Heat Exchanger c:n be configured to
provide a minimum flow path; however, this is not a normal configuration.

Bfter the Work Lists were issued, the Unit 1 SRO held a tailgate meeting
with the Unit 1 Operator at the Controls (OATC) on the tagout/drain
evolution. A tailgate meeting was then held involving only the Shift
Supervisor, Control Room SRO, Unit 1 SRO and an extra Reactor Operator
(RD). Neither the Unit 2 SRO nor ROs were in attendance at the tailgate
meetings, although, the RN maintenance activities affected both units. At
the meetings, the Unit 1 SRO was made aware of the NS miniflow require-
ment, but he failed to notify the Unit 1 ROs of the need for the NS
alignment. In addition, the Unit 2 ROs were not instructed to align the
2A NS Heat Exchanger for RN minimum flow orotection.

On March 16 at 10:30 p.m., the RN tagout/drain evolution was initiated.
The following morning, at 12:50 a.m., the extra RO closed the RN crossover
valves 1RN-47A and 2RN-47A per the specified R&R, Clezing these valves
isolated the non-operating KC Heat Exchangers being used for RN Train A
minimum flow protection, and since neither the 1A or 2A NS Heat Exchangers
had peen aligned for RN minimum flow protection, a minimum flow path did
not exist for the operating 2A RN Pump,

At 12:53 a.,m., the RN Pump 2A High RN Discharge Pressure computer ajarm
was received, as well as, the RN Train O Low Pressure and Train A Low Flow
alarm. The Train B Low Pressure alarm was expected and the Train A Low
Flow had been alarming spuricusly. The Control Room ROs failed to respond
advquately to the RN computer/annunciator alarms due to their expectation
of nuisance alarms normally received during similar evolutions, lowever,
at 1:35 a.m., the Unit 2 OATC :~ticed that the 2A RN flow indicated zeroc
GPM flow and immediately alignes it for minimum flow through the 2A NS
Heat Exchanger, The 1A NS Heat Exchanger was then aligned for RN minimum
flow protection. The 2A RN pump had been running for approximately 40
minutes without adequate minimum flow.

RN Pump 2A was declared inoperable pending successful completion of
testing to confirm that no damage had occurred. Train B RN had been
rendered inoperable by the RN drain evolution  Having three RN pumps
inoperable placed both units outside the RN System Technical Specification
action statement requirements (TS 3.7.4) At 3:45 a.m., the licensee
entered the action requirements of TS 3, .3 requiring unit shutdown on
both units. Both units exited TS 3.0.3 at 8:55 a.m., after restoring RN
Train B to service. That same day, RN Pump ZA was successfully tested
with no damage evident.
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A note associated with Item 11 states that if computer point D-4554 is out
of service, the operators are required to manually calculate the
containment floor/sump inventory and cischarge using PT/2/B/4150/29,
Containment iloor and Equipment Drain Sump Increase Test,

At 8:15 p.n., a Unit 2 operator verified that computer point D-4554 was
within acceptable limits and signed off Item 11. However, before
PT/2/A/4600/024 was completed, computer point D-4554 started alarming
every fifteen minutes. Operations personnel determined that the computer
point was giving false alarms wnd initiated work request 60460 OPS to
investinate and repair the computer point. vomputer point D-4554 was
declared inoperable and placed in the Technical Specification Action Item
Logbook (TSAIL) at 10:53 p.m, At this time, the operator voided his
signature for Item 11 and entered a procedure discrepancy, indicating that
they were “complying with TS" for the inoperabie computer point. However,
the operator overlooked the note requiring the performance of procedure
PT/2/B/4150/29; therefore, manyal calculation of the containment
floor/sump inventory and discharge was not conducted, The completed
PY/2/A/ 46007027, along with the corrective action taken far [tem 11 was
reviewed and approved by the operator's Unit Supervisor., Both had
overlooked the note for ltem 11, thus resulting in TS surveillance 1tem
(4,4.6.2.1.b) not being performed properly.

The following morning, day shift personnel began performing
PT/2/A/4600/024. During th. night, computer point D-4554 had stopped
alarmi-,, An operator verified the computer point was within acceptable
limits and signed off Item 11. The Unit Supervisor for Unit 2 reviewed
the completed procedure, and recognizing that computer point D-4554 was
inoperabie because of the previsus shift entry into TSAIL, had the
operator go back and enter a discrepancy for Item 11. The discrepancy
indicated that the operators were "complying with TS." However, again the
operator and Unit Supervisor overlooked the notve for Item 11, and failed
to perform the manual calculation using PT/2/B/4150/29.

Later that night, the operations night shift personncl began performing
PT/2/A/4600/02A. Ag2in, after reviewing the computer point value, an
pperator signed off [tem 11, and during the Unit Supervisor's review of
the test, it was discovered that computer puint D-4554 was inoperable
based on the TCAIL entry. The operator went back and voided his signature
for Item 1) and entered a procedure discrepancy. However, this time, the
operator noticed the note for Item 11 and entered “perform PT/2/8/415G/29"
under Corrective Action for the discrepancy. PT/2/B/4.50/29 was completed
at 11:56 p.m., on March 2. The results of the test concluded that sump 2A
and sump 2B had 0 gallon incresase per minute over the 60 minute test.

The above event is identified as a Violation of the requiremerts of
Technical Specification 6.8.1 for failing to follow the requirements ¢
surveillance procedure PT/2/A/4600/0°A. After the inspectors reviewed the
event circumstances and the licensee's actions, it was determined that the
event constituted a licensea identified violation; appropriute corrective
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action was accomplished before the end of the inspection period; and, the
vinlation was not willful. Conseauently, this violation will not be cited
in that the criteria spezified in Section VII.B of NRC Enforcement Policy
were satisfied, this issue is identified as NCV 414/92-09-04: Operatinns
Personne] Failure to Follow Surv: illance Procedures,

Surveillance Observation (61726)

General

During the inspecti-n period, the inspectors verified plant
operations were in compliance with various TS requirements. Typical
of these requirements were confirmation of compliance with the 18 for
reactivity control systems, reactor coclant systems, safety injecticn
systems, emergency safeguards systems, emergency power systems,
containment, and other important plant support systems., The
inspectors verified that: surveillance testing was perfcrmed in
accordance with approved written procedures, test instrumentation iwas
calibrated, limiting conditions for operaticn were met, appropriate
removal and restoration of the affected equipment was accomplished,
test results met acceptance criteria and were reviewed by personnal
other than the individual directing the test, and any deficiencies
identified dur‘ng the testing were properly reviewed and resolved by
appropriate management personnel.

Surveillance Activities Reviewed
The inspectors witnessed or reviewed the fnllowing surveillances:

ET/0/A/2200/17 Standby Shutdown Facility Diesel Test

PT/1/8/4250/02A Main Turbine Weekly Trip Test

PT/1/A/4400/02C Nuclear Service Water Valve Verification

PT/1/A/4450/03A Annulus Ventilation Svstem Train 1A
Operability Teit

PT/1/A/4600/02A Mode 1 Pericdic Surveillance Items

PT/2/A/4600/02A Mode 1 Periodic Surveillance Items

PT/1/A/6350/02 Diesel Generat: r Startup and Shutdown from
the Diesel Genarater Room

PT/2/A/4200/18 Safety Injection System Power Disconnect
Test

1P/0/B/3710/22 Exide Batteries Periodic Inspection

IP/1/B/3121/11A Calibration Procedure for Reactor Coolant
Systems Instrumentation

IP/1/A/3121/04 Calibration Procedure Reactor Coolant
System (NC) Pressurizer Instrumentation

No major discrepancies were identified from the inspection activities
in this area.

No violations or deviations were identified.
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Exit Interview

i4

The inspection scope and findings were summarized on April 8, 1392, with
those persons indicated in paragraph 1. The inspector described Lhe areas
inspected and discussed in detail the ‘nspection findings 1isted below.
No dissenting zomments were received rom the licensee. The licensee did
not igentify as proprietary any of the mate-ials provided to or reviewed
by the inspectors during this inspection,

Item Numbar

VIO 413, 414/92-08-07

NCV 414, 414/92-09-02

VIO 413, 414/%2-09-03

NCV 414/92-09-04

Pescriptin and Reference

Failure to Follow Procedures which had the
Potential to Result in an Overexposure of a
Plant Employee (Paragraph 6).

Failure to Perform Adequate Design Review of the
Auxiliary Feedwater System (Paragraph 7).

Failure to Follow or Inadequate Procedures
Resulting in the 2A RN Pump Operation without
Minimum Flow Protection (Paragraph 8).

Operations Personnel Failure to Follow
Surveillance Procedures (Paragraph 9).



