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U. S. NUCLEAR REGULATORY COMMISSION
Region I

Report No. 50-219/85-01

Docket No. 50-219

License No. DPR-16 Priority -- Category C

' Licensee: GPU Nuclear Corporation

100 Interpace Parkway

Parsippany, New Jersey 07054

Facility Name: Oyster Creek Nuclear Generating Station

Inspection At: Forked River, New Jersey

Inspection Conducted: January 1 - February 3,1984

Inspectors: [2 k--M A 'l/ b"#
W. H. Bateman, Senior Resident Inspector date
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J. F. Wechselberger, Resident inspector date
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W. H. Baunack, Project Engineer / date

3MbApproved: %_.

E. L. Conner, Chief, Reactor date
Projects Section 3C, DRP

Inspection Summary:
Routine onsite inspection by the resident inspectors and one Region based in-

| spector (229 hours) of activities in progress including plant operations,
physical security, radiation control, housekeeping, and chemistry. The inspec-
tors also reviewed licensee action taken to address previous inspection find-

,

| ings, Bulletins, and LER's; witnessed operations associated with receipt and
! storage of spent fuel from West Valley, New York; made tours of the site;
f reviewed freeze protection precautions; and inspected pipe and electrical

supports.

Results:
As a result of these inspection activities, two violations were identified: one
violation was failure to follow procedures that required the insertion of a
trip signal into a channel when the instrument undergoing routine surveillance

"
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Results (Continued): 2

testing was valved out of service for more than one hour (discussed in para-
graph 5) and the second involved failure to take prompt and effective action
to identify and address an unresolved safety concern regarding a Containment
Spray /ESW heat exchanger pressure differential anomoly (discussed in paragraph
1). Of approximately 30 open items reviewed for closure, 25 were closed. Dur-
ing this inspection, it was determined that certain older open items had not
received a comprehensive review by GPUN. Onsite discussions were held to ad-
dress this NRC concern. NRC inspections of the spent fuel shipments were per-
formed at West Valley, New York by Region-based inspectors ar.d onsite by botii
Region-based and resident inspectors. Spent fuel shipping and handling prob-
lems were identified as discussed in NRC Inspection Report 85-07.

Plant operations were good during this report period. PM's and surveillances
were generally _ performed when scheduled. Freeze protection was generally good,
although several instruments and a transmitter froze at the intake structure.
Radiation control was effective and in accordance with procedures. A new
radiation dose control system was implemented and appeared to be functioning.
Plant security reported one instance of a moderate loss of security and one
instance of improper handling of safeguards information at the Parsippany
offices.
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DETAILS

1. Licensee Action on Previous Inspection Finding

(Closed changed to an apparent violation) Unresolved Item (219/78-19-02):
During NRC Region I Inspection 78-19 conducted on August 22 - 25, 1978,
the following unresolved item was identified: "The FSAR states the service
water will be maintained at a higher pressure than the containment spray

-

water." Delta pressure data for the tests reviewed did not indicate the
proper delta pressure was being maintained. Pump discharge pressures,
however, indicated that the service water was being maintained higher than

i

the containment spray water. '

During a followup review of this item in NRC Region I Inspection 83-06
conducted February 22 - 25, 1983, it was noted that "The licensee's Tech-
nical Functions Division has been tasked with completing an engineering
evaluation to determine the orifice size necessary to increase service
water pressure in the heat exchanger to produce the required differential
pressure."

During this inspection, the licensee's actions taken to resolve this matter
were reviewed. The highlights of this review are:

-- Following Inspection 78-19, Action Item 78037.02, Improper Delta
Pressure Across Containment Spray (CS) Heat Exchangers, was written.
This item was forwarded to the Plant Operations Review Committee
Chairman for resolution. This Action Item is still open.

The CS heat exchangers were replaced in 1978-1979 with ones contain---

ing 90-10 copper-nickel alloy tubes. These tubes developed leaks and
were replaced with titanium tubes in 1980.

On July 23, 1981, Technical Functions Work Request (TFWR) A00336 was--

written. The TFWR identifies the incorrect delta pressure at the CS
heat exchanger and requests an evaluation and installation of the
necessary modification. This same TFWR also identified an emergency
service water (ESW) flow problem. This TFWR was rejected for an un-
known reason.

-- On January 12, 1982, another TFWR (A00300) was written. [ Based on
this TFWR the earlier TFWR was rejected.] This new TFWR discussed
only the ESW system flow. The delta pressure across the heat ex-
changer was not part of this TFWR.

-- A QA Site Audit S-0C-82-14 was performed from December 3, 1982 to
February 17, 1983. Among the areas audited were corrective measures
taken for Action Item 78037.02.

-- As a result of the' site audit a Deviation Report (failure to report)
was written to the Plant Operations Manager, Safety Review Manager,
and the Site Licensing Manager on February 16, 1983. The Deviation

-
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Report referenced NRC Inspection 78-19, noted the CS-ESW delta press-
ure was in conflict with the FDSAR and stated this occurrence was
determined to be reportable under 10 CFR 21.21(b)(1).

As a result of the same site audit, an Audit Finding Nonconformance--

was issued to the Vice President / Director of Oyster Creek on February
17, 1983, stating " Corrective action to avaluate and close out NRC
finding 78-19-02 has not been implemented." The nonconformance spec-
ifically noted, "The specific existence of the condition referenced
above (i.e., delta pressure across the heat exchanger) was evaluated

.

to be potentially reportable under the Technical Specification Appen-
dix A, Provision 6.9.2a(9)..." No report was made.

-- Also as a result of the same site audit, a Preliminary Safety Concern
was written to the Licensing Manager on March 11, 1983, by an aud-
itor. This Preliminary Safety Concern essentially repeated the in-
correct CS-ESW delta pressure problem and the actions taken. The
Preliminary Safety Concern recommended (1) " evaluate if operation
with a negative delta pressure constitutes an unresolved safety con-
cern" and (2) ensure any required work is performed prior to the
startup following the 1983 refueling outage."

-- On April 28, 1983, the site Audit Manager requested from the Vice
President / Director of Oyster Creek a response to the CS-ESW delta
pressure nonconformance by May 12, 1983. The request noted the
response was originally due by March 17, 1983.

-- Various correspondence between the Site Audit Manager, Plant Engi-
neering, Mechanical Systems, Parsippany, and the Fluid Systems Direc '
tor, Parsippany relative to the CS-ESW delta pressure audit finding
were written between June 1983 and May 1984.

-- On September 28, 1983, the Preliminary Safety Concern written on
March 11, 1983, was evaluated as being reportable.

On September 30, 1984, a safety evaluation was written to evaluate--

the acceptability of the existing CS-ESW delta pressure condition.

On November 2r,, 1984, the licensee submitted Licensee Event Report--

No. 84-026 describing the CS-ESW delta pressure condition.

Although a safety evaluation was eventually performed which indicated that
the condition was acceptable and an LER was subsequently issued, the facil-
ity appeared to have operated for a period of time with the CS-ESW delta
pressure opposite to that described in the FDSAR. This condition resulted
in the existence of a potential unreviewed safety question and the lack of

,

the timely submittal of an LER. The failure to place into effect proced-
ures that would have assured prompt corrective action and a timely safety

s
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evaluation to determine that an unreviewed safety question did not exist
and to assure timely reporting of a condition requiring reporting is con-
sidered to be a violation of 10 CFR 50, Appendix B, Criterion XVI.
(219/85-01-01)

(Closed) Unresolved Item (219/79-10-10): Acceptability of.the correction
factors applied to the triple low water level trip setpoint. The licen-
see's calculations associated with the temperature of water at the cali-
bration temperature and the weight of steam existing between the reference
and variable leg were reviewed and found to be acceptable. Also, Proced-
ure 619.3.006, RX Triple Low Water Level Test and Calibration, was verif-
ied to have acceptance criteria for the trip point which accounts for the
temperature correction factor.

(Closed) Inspector Followup Item (219/79-12-02): Licensee to install a
second 4160 volt bus undervoltage trip. Engineering Task 310, dated May
19, 1980, was reviewed to show that it updated GE drawing 0223R0173 to
show a second level undervoltage trip. Also, Surveillance Procedure 632.
2.002, Grid Undervoltage Channel Functional Test was verified to include
instructions for testing of this undervoltage trip.

(Closed) Unresolved Item (219/79-18-18): Adequacy of the number of writ-
ten quizzes administered during the 1979 cycle 1, 2, 3, and 4 lecture ser-
ies contained in the licensee requalification program. During inspection
84-06, a detailed NRC inspection of the licensee's total training program
was conducted. This inspection included (1) Training Department Organiza-
tion and Administration, (2) Program for Equipment Operator Training, (3)
Licensed Operator Qualification /Requalification, (4) System Modification
Training, (5) On-the-job Training for Crafts and Technicians, (6) Shift
Technical Advisor Training, (7) Plant Engineering Staff Training, (8)
Specific Plant Analysis and Transient Training, (9) Maintenance Craft
Training, and (10) Quality Assurance Overview of Training.

The licensed operator qualification /requalification inspection included
the training program manual review in the areas of the Reactor Operator
Licensing Program, NRC Senior Reactor Operator Upgrade Program and Licen-
sed Operator Requalification Program. Also reviewed were a lesson plan,
individuals' training records, accelerated requalification program for
licensed operators that failed annual written examinations, graded 1983
requalification examinations, evaluations of oral requalification examina-
tions, and Plant Procedure 102, Training of Nuclear Generation Station
Personnel.

'

During this inspection no conditions adverse to safety or contrary to NRC
requirments were identified. As noted in Report 84-06 in the area of
operator examinations, "The licensee has formed a committee to review the
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validity of the 1983 requalification examinations and improve the licensed
operator requalification process." This review will determine question
validity, orientation of the questions and question difficulty, proper
question distribution (the mix between essay and multiple choice), and
knowledge requirements for operators if the examination questions are
found to be poorly expressed." This is carried as Inspector Followup Item
84-06-01 and will be reviewed during a future inspection.

(Closed) Unresolved Item (219/79-18-19): : Substantiation of the status and
completion of the first ten year inservice inspection items. During NRC
Region I Inspection 81-07, the licensee's actions necessary for the reso-
lution of this item were reviewed with the exception of the closure of
Audit Reports 77-18 and 78-15. During this inspection, the inspector ver-
ified that Audit Reports 77-18 and 78-15 had been satisfactorily closed
out.

(Closed) Unresolved Item (219/79-18-20): The Independent Safety Review
Group (ISRG) review of Audit Reports and NRC Inspection Reports were not
being performed in'a timely manner. The licensee is to complete the
review of these backlogged reports by February 1, 1980; however, the-ISRG

'has been dissolved by a license amendment. During this inspection, a
licensee representative determined through discussions with the former
ISRG coordinator that-all ISRG reviews of Audit Reports and NRC Inspection
Reports are complete. The licensee has prepared Procedure 150.1, Conduct
of Independent Safety Reviews and Responsibic Technical Reviews by Plant
-Review Group. This procedure describes the responsibilities and activ-
ities of the Plant Review Group as required by the present Technical
Specifications.-

(Closed) Unresolved Item (219/79-18-21): During a review conducted to
determine the adequacy of management controls associated with corrective

.

and preventive maintenance, several concerns were identified. These con-
cerns included: (1) work not being performed in accordance with the gov-
erning procedure, (2) no record of an engineering evaluation for-a spare
part used, (3) failure to document post maintenance testing, (4) not up-
dating the equipment history file, and (5) a number of open Nonconformance
Corrective Action Reports.

.

Since the identification of the above items, a major site. reorganization
has occurred and a number of procedure changes associated with maintenance
have been made. Also, two comprehensive NRC Inspections (84-06 and 84-20)
of the maintenance program have been performed. These inspections includ-
ed but were not limited to a-review cf the administrative control of main-
tenance, a review of completed maintenance packages, quality _ assurance
interfaces,- equipment history records, failure trending, post job reviews

1
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and QA audits. In addition, maintenance activities are reviewed on a con-
tinuing basis by the resident inspectors. The overall conclusion result-
ing from these detailed and continuing inspections of maintenance activ-
ities is that unresolved item 79-18-21 has been resolved in that deficien-
cies of'the type identified are not recurring.

(Closed) Unresolved Item (219/79-18-22): Preventive Maintenance (PM) pro-
gram not properly implemented. Significant changes have taken place in
the management and implementation of the PM program as a result of a major
site reorganization in 1982. Since this reorganization, the licensee's
implementation of the PM program was reviewed during NRC Inspections 84-06
and 84-20. The following specific elements of the PM program are among
those which were reviewed: (1) PM organization, (2) staffing level, (3)
planning of PM activities, (4) review and recording of completed PM activ-
ities, (5) role of QC in PM activities, (6) equipment history documenta-
tion, and (7) technical content of PM check sheets. Results of these
inspections show a PM program has been implemented and is being conducted
in accordance with procedures.

(Closed) Unresolved Item (219/79-18-23): Inadequate control of completed
job orders. As a result of a major reorganization and significant changes
to Procedure 105, Conduct of Maintenance, most maintenance work is now
performed in accordance with Maintenance and Construction (M & C) short
forms. This form essentially provides the complete review and documenta-
tion associated with a maintenance task. During NRC Inspection 84-20, a
random sampling of several hundred completed M & C short forms was con-
ducted. This sample included older maintenance requests issued prior to
the initiation of the short form. In general, a substantial improvement
was noted in the documentation of maintenance since the site organization
changes in 1982. Still, in some instances, up to a year was taken from
the time work was performed and the M & C short form was returned to Plant
Materiel for recording equipment history and trending. This was noted by
the licensee and a Quality Deficiency Report was issued by the Plant Mate-
rial Department on April 13, 1984. The inspector verified that corrective
action was taken to resolve this deficiency report. This corrective
action has improved the timely closeout of M & C short forms.

(0 pen) Unresolved Item (219/79-18-28): During the Performance Appraisal
Branch inspection conducted in October and November, 1979, an unresolved
item was identified while reviewing the adequacy of management controls
associated with procurement. It concerned limited shelf life items issued
from stores and stored elsewhere having no mechanism to control their use
after its shelf life had expired. During a followup inspection conducted
in August amd September of 1982 (82-21), it was noted, " Materials Manage-
ment Policy and Procedures Number 7240-WHP-6470.01, Shelf Life, Rev.1 (A
draft in the final review process) discusses the manner in which the
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licensee intends to establish all encompassing shelf life controls."
During this inspection, Revision 1, dated September 6, 1984 of Procedure
7240-ADM-6470.01, Shelf Life, was reviewed and found to provide instruc-
tions only for storage of material having a limited shelf life within the
warehouse and did not address limited shelf life material issued from the
warehouse. This item is still unresolved. A review of the licensee's
action item tracking system revealed no evidence of any action having been
taken. However, it was verified that the chemistry department does have a
procedure which controls chemicals with limited shelf life.

(Closed) Unresolved Item (219/79-21-01): Replace control rod drive (CRD)
flow control valves. Discussions with licensee representatives and con-
trol room observations of the CRD system performance verified the CRD flow
control valves had been replaced during the 1983-84 outage.

(Closed) Noncompliance (219/80-10-02) and (0 pen) Noncompliance (219/81-08-
01). These two items are related and will be discussed together. Viola-
tion 80-10-02, written on May 9, 1980, stated that the pump and valve oper-
ability tests required by Section XI of the ASME Code had not been completed
nor had all procedures to implement the required tcsts been approved. The
licensee's reponse to this violation gave reasons for the delay in imple-
menting the program and specified an implementation date of July 31, 1981.
Noncompliance 81-08-01 written on September 24, 1981 identified a number
of examples where inservice test records did not conform to Section XI
requirements. The licensee's response dated October 26, 1981, provided
responses to the specific items identified and also described an accelerated
test schedule to develop data needed to revise test procedures. Inspection
82-06 conducted in April 1982, documented that the Inservice Testing re-
quirements for safety related pumps and valves was not implemented and
noted that a licensee letter dated March 18, 1982, which describes the
delay-of implementation of these test activities, was sent to the NRC.

During this inspection, the inspector verified the licensee's preparation
and approval of Procedure 125.1, In-Service Test Program Administration,
and reviewed specific test procedures identified in the licensee's
response to Inspection 81-08. Procedures reviewed included 645.4.018,
Fire Pump Inservice Test; 610.4.012, Core Spray Inservice Test; and-
612.4.004, Liquid Poison Pump Operability and Inservice Test. These pro-
cedures appear to meet the Section XI Inservice Test requirements. Licen-
see QA Audit Report S-0C-84-16 was reviewed in the area of Inservice Test-
ing. No negative audit findings were identified. The findings from this
inspection indicate the licensee has implemented an acceptable Inservice
Test Program. Based on these findings, Violation 80-10-02 is closed.
Item 81-08-01 will remain open only to track completion of a licensee com-
mitment to install Service Water flow IST instrumentation during the Cycle
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11 ref.ueling outage; the other concerns in 81-08-01 are closed. The en-
tire licensee's Inservice Test Program is reviewed as part of the routine
inspection program.- A complete NRC review of the licensee's program re-
mains to be performed and is considered to be an unresolved item (219/
85-01- ).

(Closed) Inspector Followup Item (219/80-30-09): Corrective actions to
ensure operability of plant dilution pumps. The work required by the di-
lution pump improvement program was accomplished under Budget Activity
402144. A full description of the work is given in SDD-9108-A. The work
was completed during the 1983-84 outage.

(Closed) Unresolved Item (219/81-03-02): As a result of an overflow of
the Chemical Waste Collection Tank (WCT) (the reason for which could not
be initially determined), the licensee was to perform an evaluation to
determine the flow path to the chemical waste collection system. By In-
ter-Office Memorandum dated May 10, 1983, which closed Lisensing Action
Item No. 81-03, the results of the licensee's evaluation were documented.
The source of the water was from the condensate transfer system. The flow
path into the chemical waste system was determined to be through the WCT
condensate flush line. Necessary procedure changes have been made and no
further incidents of this type have occurred.

(Closed) Unresolved Item (219/81-05-08): The licensee to perform an engi-
neering evaluation to determine if specific gravities are required after
completion-of battery load tests. The licensee's engineering evaluation
determined specific gravities taken directly after the load test and equa-
lizing charge would not be a valid method to establish operability due to
the inadequate electrolyte mixing with an equalizing charge. Therefore,
they agreed to take specific gravities but base the acceptance criteria
for operability on the battery charging time, the individual cell, and the
total battery voltages. The inspector verified Procedures 634.2.001, Main
Station Battery Discharge and Low Voltage Relay Annunciation Test, and
636.2.004, Diesel Generator Battery Discharge (Load Test) and Low Voltage
Annunciator, have been revised to include the new acceptance criteria.

(Closed) Unresolved Item (219/81-06-02): Evaluate a possible flow
restriction in the torus vent valves V-28-17 and V-28-18. The licensee
has performed an evaluation and documented it in response to Licensing
Action Item 81027.05, dated February 16, 1983. The torus pressurization
was determined to be caused by restricting to about 30% of maximum opening
of vent valves V-28-17 and V-28-18. Pressurization was observed to occur
at nitrogen flow rates in excess of 40,000 to 50,000 cu. ft./hr. The
nitrogen vaporizer is rated for 100,000 cu.ft./hr. The evaluation further
determined that containment inerting can be accomplished in approximately
seven hours without pressurizing the torus provided both the torus and
drywell are inerted simultaneously. The normal venting route is to vent
both the drywell and torus simultaneously.

._. .- . _ -.. - - .- -.
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(Closed) Unresolved Item (219/81-08-09): The licensee to determine
weights of replacement isolation condenser steam line vent valves and ver-
ify seismic acceptability using the weights of new valves. The weight of
the valves (Velan Valves, Velan #WO4-3076X-13MS) was determined to be 10
pounds. By Inter-Office Memorandum dated May 19, 1983 in response to
licensing Task No. B1049.28, the licensee documented that the new valves
do.not alter the isolation condenser's vent piping seismic adequacy.

(Closed) Unresolved Item (219/81-08-10): The licensee to revise Procedure-
2019 to specify system of ISRG review of documents. Procedure 2019 was
revised on May 15, 1981 to incorporate instructions for timely ISRG re-
views. The Technical Specifications which specify the review requirements
have since been changed and the current procedure which governs the GPU
Nuclear Safety review and approval process is Procedure 1000-ADM-1291.01,
GPU Nuclear Safety Review and Approval Procedure. This procedure was pre-
pared to establish a review process which satisfies the present Technical
Specifications.

(Closed) Unresolved Item (219/81-10-03): The licensee to resolve confus-
ion between new Emergency Plant Implementing Procedures (EPIP's) and the
old 905 series Emergency Procedures. All 905 series Emergency Procedures
have oeen deleted and the information incorporated into the new EPIP's.

(0 pen) Inspector Followup Item (219/81-10-04): Licensee to install a pos-
itive means of ensuring water tight doors between the torus compartment
and the containment spray compartments are closed after use. The licen-
see, by letter dated April 15, 1983 from P. B. Fiedler (GPUN) to D. G.
Eisenhut (NRC), provided justification to delay a modification to install
an alarm with remote annunciation on each door to the Cycle 11 refueling
outage. This item will remain open until licensee action is complete.

(Closed) Inspector Followup Item (81-12-02): Emergency Service Water
(ESW) System flow indication and evaluation of surveillance test accept-
ance criteria. Station Procedure 607.4.001, Containment Spray and Emerg-
ency Service Water Pump Operability Test, Revision 16, dated August 24,
1984 was reviewed to verify adequacy of the acceptance criteria. Also,
the procedure was verified to require a flow rate measurement in accord-
ance with Procedure 607.4.003 f f the ESW pump discharge pressure is less
than 100 PSIG.

(0 pen) Unresolved Item (219/81-17-02): Licensee to revise Leakage Reduc-
tion Procedures to include determination of inter-system leakage as com-
mitted to in licensee response to NUREG-0578, item 2.1.6a. Some informa-
tion relative to this item was reviewed during the end of this inspection.
Additional review is necessary before a final determination can be made.
The resolution of this matter will be discussed in the subsequent resident
inspection report.



l
.

.

I
'

11

(Closed,-changed touan apparent violation) Inspector Followup Item (219/
82-17-02): Following the identification of a Technical Specification vio-
lation for failure to place a simulated trip signal into a logic channel-
when a problem with reactor triple low water , level sensor (RE180) was
identified during surveillance testing as reported in LER 82-25, the
licensee stated that existing procedures will be reviewed and revised to
assure that_ inoperable safety-related instrumentation is placed in a trip-
-ped position when required during preventive.or corrective maintenance.

Both Plant Engineering and Plant Materiel were assigned a licensing action
item (LAI) 'to ensure that appropriate procedures are reviewed and correc-
.tive action taken. Plant Engineering, by Inter-0ffice Memorandum dated
April 13, 1983:in response to LAI-82118.02, concluded no revisions to
existing procedures were required. Plant Materiel, in response to LAI-
82118.03, stated Procedure 113, Conduct of Installed Instrument Surveil-
lance, Calibration and Maintenance had been changed to include a require-
ment to place inoperable safety-related instrumentation in a tripped po-
sition when required. Consequently, the corrective action to prevent re-

.currence of the _ violation. consisted of changing only Procedure 113 and not
individual surveillance procedures. Based on a repeat example of this
event, this item has been changed to a violation as discussed in paragraph
5 of this report.

(Closed) Inspector Followup Item (219/82-17-03): Licensee to revise the
diesel generator surveillance procedure to more clearly state the detailed
prequisites for removal from service. The inspector verified Surveillance
Procedure 636.4.003, Diesel Generator Load Test, has been revised to in-
clude a review of Procedure 341, Standby Diesel Generators, prior to tak-
ing a diesel out of service to ensure that required engineered safety
features are operable.

(Closed) Inspector Followup Item (219/82-21-03): Due to apparent proced-
ural errors the licensee was to determine the megger voltage used (500
volts or 2500 volts) and the impact of this voltage on the tested equip-

! ment during the' performance of Procedure No. Special 81-167. The licensee
performed an investigation and determined the megger ME-150 used had thei

capability to vary the voltage from 500 to 2500 volts. A review of data
indicated the megger voltage was 1000 volts or less. In addition, since

; the performance of the special procedure, the motor has been operated and
remeggered to acceptable limits at 500 volts.

.

(C1 rad) Inspector Followup Item (219/82-21-04): Due to previous person-
nel shortages and the lack of certified auditors, the 1981 and 1982 site

<

|: audit schedules slipped and a large number of audit findings remained open
pending QA verification. By Inter-Office Memorandum OCAS 83-056 datedi

November 2,1983, the completion of all 1982 audits and the resolution of
; open audit findings was documented. Additional discussions with Quality

i
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Control personnel and a review of records shows the audit department is
now fully staffed and there is no abnormal backlog of open audit findings.
At the start of 1984, there were 64 open audit findings with ten.addi-
tional findings identified during 1984. There are currently 28 open audit
findings. The 1984 audits are basically on schedule with the last audit
to be completed in January 1985. The first audit of 1985 was started on
January 18, 1985.

As a result of inspector reviews of older outstanding NRC items, it was
found that licensee action to prompity and adequately address certain
items was lacking. Discussions were held with the licensee to discuss
this concern and the licensee committed to undertake a program whereby QA
would review outstanding items for completeness prior to submitting them
to the NRC for review and closure. The effectiveness of this program will
be determined in subsequent reviews of open NRC items.

2. Plant Operations Review

2.1 Daily tours of the control room were conducted by the inspectors dur-
ing which time the following documents were reviewed:

Control Room and Group Shift Supervisor's Logs, all entries:--

Technical Specification Log;--

-- Control Room and Shift Supervisor's Turnover Check Lists;

-- Reactor Building and Turbine Building Tour Sheets;

Equipment Control Logs;--

Standing Orders; and,--

-- Operational Memos and Directives.

The reviews indicated that the logs were generally complete, although
improvement could be made if additional detail was included when ab-
normal events occur. It was determined that the Control Room Log did
not contain entries for recording out of service times for instru-
ments valved out during surveillance activities. This is discussed
further in paragraph 5. Control room housekeeping and behavior were
also observed and found to be acceptable with the exception of lunch
time activities. The control room is used as a focal point to take
orders for and distribute lunches to operations personnel and at
times serves as a lunchroom for staff not normally stationed in the
control room. The inspectors expressed their concerns regarding
these practices to operating staff management who stated they were
aware of them and were in the process of initiating improvements.

i
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During this report period, the licensee discovered that they may have
'been operating in excess of Technical Specification limits governing
maximum average planar linear heat generation rate (MAPLHGR). In
particular, a comparison of traversing incore probe (TIP) traces and
the power shape monitoring system (PSMS) indicated that, for the flux
distribution pattern existent in the core at the time, the PSMS was
underpredicting MAPLHGR by approximately 10%. When this was discov-
ered, immediate action was taken to reduce power and establish a flux
pattern that could be accurately predicted by the PSMS. The inspec-
tors reviewed this event and learned that the PSMS is not presently
accurate regarding operation of the core when peak flux conditions
exist which were not benchmarked into the PSMS model. As a result of
the situation, additional modeling or other action will be taken
prior to establishing any future rod pattern that results in flux
peaks greater than those that have been benchmarked.

2.2 Routine tours of the facility were conducted by the inspectors.
Areas accessible for inspection were observed for cleanliness and
abnormal conditions. Housekeeping was good and no abnormalities were
noted. In light of the extremely cold weather experienced during
this report period, the inspectors paid particular attention to
freeze protection practices.

Several problems were encountered with Service Water instrumentation
lines and a pressure transmitter freezing up due to inadvertent de-
energization of the heat tracing. Additionally, a normally dry fire
line was not properly drained and froze as well as a demineralized
water tank level indicator. These problems were corrected without
any impact on plant operations. In general, the precautions taken to
protect againt freezing were effective.

2.3 A comprehensive inspection of the standby Liquid Control (SLC) System
was conducted to ensure the system was lined up both electrically and
mechanically in accordance with Plant Operations Procedure 304,
Standby Liquid Control System Operation. The valve and electrical
lineups were found to be satisfactory. One discrepancy was observed
regarding the setpoint of the SLC piping heat trace controller.
Paragraph 4.2.3 of the procedure requires the system line heater con-
trol (TC-1106-32) to be set at 120 degress Fahrenheit. It was observed
to be set at 100 degress Fahrenheit. Interviews with plant chemistry
personnel and a review of boron solution charts determined that as<

long as the temperature exceeds 95 degrees Fahrenheit, there is no
.

potential problem for precipitation of boron out of solution. The

| inspector notified operations personnel of this discrepancy and it
| was immediately corrected.



.

.

14

3. Radiation Protection

During entry to and exit from the radiation controlled area (RCA), the
inspector verified that proper warning signs were posted, personnel enter-
ing were wearing proper dosimetry, that personnel and materials leaving
were properly monitored for radioactive contamination and that monitoring
instruments were functional and in calibration. Posted extended Radiation
Work Permits (RWP's) and survey status boards were reviewed to verify that
they were current and accurate. The inspector observed activities in the
RCA to verify that personnel complied with the requirements of applicable
RWP's and that workt.as were aware of the radiological conditions in the
area. No unacceptable conditions were identified.

4. Physical Security

During daily entry and egress from the protected area, the inspector ver-
ified that access controls were in accordance with the security plan and
that security posts were properly manned. During facility tours, the
inspector verified that protected area gates were locked or guarded and
that isolation zones were free of obstructions. The inspector examined
vital area access points to verify that they were properly locked or
guarded and that access control was in accordance with the security plan.

During this report period, the licensee reported a moderate loss of phys-
ical security to the NRC in accordance with 10 CFR 73.71(c). The resident
inspectors reviewed the event and questioned security personnel as to the
causes that led to it. The problem, in part, is due to the lack of a
comprehensive proventive maintenance (PM) program within the' site security
organization. The inspectors expressed their concern in this area and the
licensee stated they were aware of the problem and'were taking steps to
institute a security PM program.

5. Surveillance Testing

The inspectors reviewed the following surveillance tests to determine if
the tests were included on the master surveillance schedule, were tech-|

.

nically adequate, and were performed at the required frequency.

Reactor Triple Low Water Level Test and Calibration, 619.3.006, Re---

vision 12

High Drywell Pressure Scram Test and Calibration, 619.3.016, Revision--

!
6

. - - _ _ . - -- ..-. . .. ._- . __ __ . -.
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It was determined that the.above surveillances were performed on schedule
~and that the procedures were,technicaly adequate. A problem was identi-
fied,|however, with the performance of 619.3.006. In particular, Tech-
nical Specification (T.'S.) Table 3.1.1 states that "one instrument chan-
nel in each trip system may be inoperable provided the circuit which it
operates in the trip system .is placed in a simulated tripped condition."
The T. S. also states "When necessary to conduct tests and calibrations,
one channel may be made inoperable for up to one hour per month without
tripping .its. trip system." Based on these T. S. requirements, a reactor
triple low water level instrument undergoing surveillance can be valved
out of. service for up to one hour per month before it is necessary to sim-
ulate a trip. Paragraph-3.8.7.2 of Procedure 113, Instrument Surveillance,
Calibration, and Maintenance, incorporates the T. S. requirement when it
states, "When necessary to conduct tests and calibrations, one channel.may
be made inoperable for up to one hour per month without tripping its trip
system." Contrary to this requirement, one channel was valved out for
greater than one hour (by approximately 11 minutes) without insertion of
a trip signal. This is a violation. (219/85-01-02)

In attempting to determine why this violation occurred, the inspectors
determined that:

(1) The instrument technicans involved in the surveillance were not aware
of-the T. S. or Procedure 113 requirements, although they did recog-
nize that there might be some impact if an instrument was valved out
for greater than one hour.

(2) The control. room operators did not log the commencement / performance
of .the surveillance -in either. the GSS or Control Room Operator's logs
during the shift the. event occurred. This is not in conformance with
requirements of Operating Procedure 106, paragraph 4.4.10(g). Prior
to the end of this report period, operators commenced logging the
required data for all surveillances.

(3) Neither the control room operators nor the instrument technicians
were consciously keeping track of the time the instrument was out of
service.

Licensee action to. address this violation revealed that no requirement
existed to determine instrument out of service time for the 29 days prior
to its being taken out of service. Because the surveillance schedule is
on a 28 day cycle for monthly surveillances, it is possible to valve an
instrument out twice in one month. Subsequent to this determination, the'

licensee ~ initiated action to control instruments out of service time.;

i

.~

!
4

'
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The licensee also determined that the T. S. requirement to insert a trip
signal into a channel during surveillance activities (after an instrument
is out of service for greater than one hour), may make it impossible to
perform the surveillance. They are researching this situation and T. S.
changes may result.

An additional concern regarding performance of this surveillance was
raised by the inspectors. In particular, the procedure required the use
of a manometer with an inches of water scale and specified the setpoints
in inches of water. However, a pressure gauge with a "psig" scale was
used because no manometers were available. The instrument technician per-
forming the surveillance did get Plant Engineering verbal approval for
this gauge substitution, but a formal temporary change to the surveillance
procedure was not initiated. Plant Engineering did not supply a conver-
sion factor from "psig" to inches of water to control the gauge substitu-
tion. This resulted in the instrument technician using an incorrect, but
in this case, conservative conversion factor to verify the instrument set-
points. The potential for problems that could result from this tjpe of
activity was discussed with plant management who stated future instrument
substitutions would be properly controlled.

6. IE Bulletins Review

The inspectors reviewed the following Bulletins and took the indicated
actions:

84-01 (Closed): Cracks in Boiling Water Reactor Mark I Containment Vent
Headers. In a letter dated February 10, 1984, the-licensee responded to
the subject Bulletin stating the results of their vent ring and main
header inspections. The examination was an exterior visual inspection of
the entire vent ring header and " main" vents in the region near the in-
tersection with the vent ring header. In addition the nitrogen purge line
was inspected from the connection to the compressor to the connection with
the vacuum breaker line. The vacuum breaker line was inspected from the
connection with the nitrogen purge line to the torus shell. No evidence
of cracking was identified. It should be pointed out that the physical
arrangement at Oyster Creek is different from Hatch in that, for inerting
purposes, nitrogen is admitted to the torus via the vacuum breaker piping.
The licensee initiated two action items in response to this Bulletin and
GE SIL No. 402 which were described in a followup letter to the NRC dated
September 14, 1984. One involved an evaluation of the nitrogen inerting
system design and the other a requirement to perform a drywell/ torus
bypass leakage test to aid in the assurance that no cracks exist. The
bypass leakage test was performed during the recent integrated leakrate
test of containment and results indicated no bypass flow.

84-02(0 pen): Failures of General Electric Type HFA Relays in Use in Class
| IE Safety Systems. All work required by this Bulletin has been completed
| except replacement of nylon HFA relays in normally energized and de-

|

!

|
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energized safety-related systems. These are scheduled to be replaced
during Cycle 11 refueling outage. Oyster Creek performs monthly visual
inspections of normally energized HFA relays in safety-related systems.
These inspections will continue until relay replacement. An acceptable
basis for continuing operation was presented by the licensee. This
Bulletin will remain open pending replacement of nylon HFA relays in
safety-related systems.

7. Review of Periodic and Special Reports

Upon receipt', periodic and special reports submitted by the licensee pur-
suant to Technical Specification 6.9.1 were reviewed by the inspector.
This review included the following considerations: the report includes the
information required to be reported to the NRC; planned corrective actions
are adequate for resolution of identified problems; and that the reported
information is valid. The December, 1984 Monthly Operating Report was
reviewed by the inspector.

8. Return of Spent Fuel From West Valley

During this report period, the initial and two additional shipments of
spent fuel were received onsite from West Valley, New York. Region based
NRC inspectors observed preparation for transport activities at West Val-
ley and receipt activities at Oyster Creek. The resident inspectors also
observed spent fuel receipt at Oyster Creek and observed the handling and
unloading of spent fuel from the TN-9 spent fuel shipping casks. Problems
were encountered with failure of the licensee to radiologically survey a
TN-9 cask within 3 hours of receipt onsite and event 11 identification of
contamination in excess of 10 CFR 20 limits. These problems are discussed
in NRC Inspection Report 85-07. The TN-9 activities on the refueling
floor were noted to be performed in strict accordance with controlling
procedures. Radiation Control (radcon) personnel were observed to be
knowledgeable and in control of radcon related activities except as dis-
cussed in Inspection Report 85-07. Once reaching the refueling floor, the
TN-9 casks were moved and unloaded and spent fuel stored in the spent fuel
pool without incident. Several minor equipment problems, such as incor-
rect limit switch settings, were encountered and properly corrected. No
resident inspector concerns were identified.

; 9. Exit Interview

At periodic intervals during the course of this inspection, meetings were
held with senior facility management to discuss the inspection scope and
findings. A summary of findings was presented to the licensee at the end
of this inspection. Those in attendance at this exit interview are listed,

below. The licensee stated that of the subjects discussed at the the
exit interview and written in this report, no proprietary information is
included.
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Exit Interview Attendees

GPUN

J. Barton, Deputy Director, Oyster Creek
P. Czaya, Licensing Engineer
P. Fiedler, Vice President and Director, Oyster Creek
V. Foglia, Operational Maintenance /PM and Surveillance Manager
S. Fuller, Operations QA Manager
M. Laggart, Manager Licensing
A. Rone, Manager-Operations Engineering
G. Simonetti, Jr., Qyster Creek Audit Manager
W. Smith, Plant Engineering Director
T. Snider, Manager-Radwaste Operations
J. Sullivan, Jr., Plant Operations Director
D. Turner, Radcon Director

USNRC

W. Bateman, Oyster Creek Senior Resident Inspector
W. Baunack, Project Engineer
E. Conner, Chief, Project Section 3C
H. Kister, Chief, Projects Branch 1
J. Wechselberger, Oyster Creek Resident Inspector
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