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U. S. NUCLEAR REGULATORY COM ISSION

REGION I

Report No. 50-334/84-22

Docket No. 50-334 License No. DPR-66

Licensee: Duquesne Light Company
One Oxford Center
301 Grant Street
Pittsburgh, PA 15279

Facility Name: Beaver Valley Power Station, Unit 1

Inspection At: Shippingport, Pennsylvania

Inspection Conducted: September 25 - November 1,1984

Inspectors: //,,,, I
___ _ _ _ //Mh'

W. M. Troskoski, Senior Resident Inspector date~ si~gned

- // 5 I/
D. M. Johpton, Resident Inspector date signed

Approved by: A . b., // O
_

Lt E. Trilipf, Chief, Reactor Projects / date signed
Section No. 3A, Reactor Projects
Branch 3

Inspection Summary: Inspection No. 50-334/R_4 _22 on September _ 25_- November 1, l_984:
Areas Inspected: Routine inspections by the resident inspectors ( 160 hours) of
licensee actions on previous inspection findings, ' plant operations, housekeeping,
fire protection, radiological controls, physical security surveillance program,
engineered safety features verification, maintenance activities and I&E bulletins.

.

Results: One potential safety issue was identified (five of fifteen steam
generator safety valves failed to lift within 2.5% of the technical specification
setpoint. In addition, one safety valve, of the fifteen, lifted prior to the speci-
fled setpoint - detail 6).
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sl . . Persons Contacted _ |,

J. J. Carey, Vice-President, Nuclear Group
R.iJ. Druga, Manager, Technical Services -

;. K. D. Grada, Manager, Nuclear. Safety -
F

~

T. D._ Jones,-General Manager, Nuclear Operations - -

'

.W. S. Lacey, Plant Manager' ._ :-

'J. D. Sieber, General Manager, Nuclear Services'
,

N. R. Tonet, General Manager, Nuclear Engineering and . Construction Unit'

The inspectors'also contacted other-licensee employees and contractors
,

; 'during this inspection.
,

2.- -The NRC Outstanding Items (01) List was reviewed with cognizant. licensee
; personnel. Items-selected by the inspectors were subsequently reviewed

[ through' discussions with licensee personnel, documentation reviews and
field inspection to determine whether licensee actions specified in the

; OI's had been satisfactorily completed. The overall. status of previously-
identified inspection findings were reviewed, and planned and completed
licensee actions were discussed for those items reported below:

: (Closed) Violation.(84-15-03): Failure to follow equipment clearance
procedure rules contained in Station Administrative Procedure 4 (SAP-4).4

; A Notice of Violation was issued on July 17, 1984, concerning improper
i use of equipment clearance procedures for work on 1C river water pump -

i and motor. The scope of work on the original clearance was increased
: without the Nuclear Shift Supervisor's approval and control room prints
! and status boards were not updated to reflect the additional work. The

licensee committed to revise the equipment clearance procedure, and train
3

: personnel on this revision prior to the present refueling outage.
_

! The inspector reviewed the change to 0M Chapter 48,' Section 6.B, Mechanical
j and Electrical Clearance Procedures and verified that the requirements of

SAP-4, Section P, were incorporated into OM Chapter 48 and that additional'

,

guidance was given to operators to ensure that the work to be accomplished.

' on the clearance-is clearly and adequately stated, and that emphasis on
' updating and maintaining status boards and control room prints was included.

,

;: The. inspector reviewed Nuclear Shift-Supervisor's logs and Daily Training
i Rosters ~and verified through discussions with operations personnel that
i training of personnel on the revision to OM Chapter 48 had been conducted.
' The inspector will verify the adequacy of these corrective actions in

future inspections. The inspector had no other concerns at this time and
this item is closed..1
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(Closed) Inspector Follow Item (83-01-01): Review completion of hydrogen
recombiner modifications. This item was opened to track replacement of
the control circuit on the A hydroge:. recombiner with a new environmentally
qualified model. This was accomplished under DCP 565. The inspector |
witnessed portions of CMP l-75-261, Installation'of Halman SCR Power l

Controllers, perfomed on September 29, 1984, to proof test the system.
This. item is closed.

(0 pen) Violation (84-15-01): Inadequate test control for station batteries.
BVT 1.1-1.39.1, No. 1 Battery and Charger Load Test, used to perform the

,

18 month surveillance test required by Technical Specification 4.8.2.3.2,
did not incorporate acceptance criteria corresponding to the design duty
cycle of the DC system. By letter dated August 16, 1984, DLC committed
to develop design duty cycles for the four safety-related station batteries
and to perfom battery service tests in compliance with IEEE Standard
450-1980 prior to startup from the fourth refueling outage (scheduled for
October 13, 1984 - January 4, 1985).

On October 29, 1984, the inspector observed performance of BVT 1.1-1.39.1
for the No.1 station battery. EM 61199 identified the design duty cycles
for each safety-related battery. The conduct of the test required loading
the No.1 battery, to about 710 amps for the first minute, while sust' ininga
a minimum DC output voltage of 110.4 volts. However, the test was teminated
after five seconds when battery voltage dropped to 104 V DC.

Further licensee review of the No.1 battery duty cycle determined that
the 710 amp. load was unrealistically high. Apparently, all possible
loads on the battery were numerically added, including two charging pumps
and two river water pumps which are physically interlocked to prevent
placing both types on the same emergency bus simultaneously. The
engineering line review of EM 61199 failed to identify this prior to the
station's review and approval of the BVT. At the conclusion of this inspection
period, the licensee was recalculating the duty cycle for the No.1 battery.

On October 11, 1984, the inspector witnessed portions of the test perfomed
on the No. 3 battery. The calculated duty cycle was much less than for
No. 1 battery, about 250 amps. No difficulties were_ encountered.

This item remains open pending NRC review of the DC load profile table for
each battery for the following situations:

1. A loss of all AC power for emergency shutdown
2 following a system transient.

2. Accident conditions.

. -. ._ - .. - .. . . . _ . .-
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(Closed) Unresolved Item (82-22-05): Review and update control room
- annunciated abnormal procedures. During inspector review of control
room annunciators that were in the alarm condition, it was noted that
no corrective action / response procedures existed.for several
important annunciators on the control boards. The licensee committed
to review the control room annunciate or abnormal procedures and update _
them with approved procedures for all annunciators for safety-related
equipment and/or major components. The inspector verified through
review of the control room annunciator abnormal procedures books that
procedures were available for the required. annunciators. In addition,
the licensee has added an item to the Design Change Procedure Requirement
Sheet of S.E.P. 3.9 to require that an annunciator response procedure
be written for a new annunciator that could be added as the result of
a design change made to the unit. The inspectors had no other concerns
and this item is closed.
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L3. 'Planb0perations
_

9:;
a._ General>

Inspection tours of the plant areas' listed below were conducted during-

both day and night shifts with respect to Technical Specification (TS) . '
,

compliance, housekeeping and cleanliness, fire protection, radiation
~

>

control, physical -security and plant protection, operational and ,

maintenance administrative controls.'

' Control Room--

Primary Auxiliary Building--

' Turbine Building--

Service Building--

,
-- -Main. Intake Structure

Main Steam Valve Room: --

Purge Duct Room--

East / West Cable Vaults--

Emergency Diesel. Generator. Rooms--

: -- -Containment Building
* - - Penetration Areas

Safeguards Areas--
.

Various Switchgear Rooms / Cable Spread.ing Room--

--- Protected Areas.

Acceptance criteria for the above areas include the following:

-- BVPS FSAR
TechnicalSpecifications(TS)

-

-

'

--

'

BVPS Operating Manual (OM), Chapter 48, Conduct of Operations--
,

OM 1.48.5, Section D, Jumpers and Lifted Leads.
-- -

l OM 1.48.6, Clearance Procedures--

-- -0M 1.48.8, Records4

'

OM 1.~48.9, Rules of Practice: --

OM Chapter 55A, Periodic Checks - Operating-Surveillance Tests--
,

BVPS Maintenance Manual (R1), Chapter 1, Conduct of Maintenance'! --

,

BVPS-Radeon Manual (RCM)--
,

10 CFR 50.54(k), Control Room Manning Requirements-
--

! BVPS Site / Station Administrative Procedures (SAP):--
.

j BVPS Physical Security Plan-(PSP)--

' '

Inspector Judgement--

2
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? b. - Operations
_

The inspectors toured the Control Room regularly to verify compliance
with NRC requirements and facility technical- specifications (TS).
-Direct observations of. instrumentation, recorder traces and control
panels were made for items important to safety. Included in the reviews

~

-were the rod position indicators, nuclear instrumentation systems,
radiation monitors, containment pressure and temperature parameters,
onsite/offsite emergency power. sources, availability of reactor
protection systems, and proper alignment of engineered safety feature.
systems. Where an abnormal condition existed (such as out-of-service.
equipment), adherence to appropriate TS action statements was
independently verified. Also, various operation logs and ' records,
including completed surveillance tests, equipment clearance pemits
in progress, status-board maintenance and temporary operating procedures
were-reviewed on a- sampling basis for compliance with technical
specifications and those' administrative controls listed in paragrarh 3a.

During the course of the . inspection, discussions were conducted with
operators concerning reasons for lighted annunciators and knowledge
of recent changes to procedures, facility configuration and plant
conditions.. The inspectors verified adherence tc approved procedures q

for ongoing activities observed. Shift turnovers were witnessed and
staffing requirements confimed. Except.where noted below, inspector
comments or questions resulting from these daily reviews were acceptably
resolved by licensee personnel.

! 1. A reactor trip occurred from 94% power at 2:51 p.m. on October
11, 1984. The trip was due to loss of power to the 1B 4KV unit<

bus. At the time of the trip, the 1B 4KV bus. electrical path,

j was via System Station Service Transformer 2A, bus 2A, Unit
; Station Service Transformer 2C and the Unit 2 Main Transformer
| through 345 KV breaker 362. This alignment was made as part
j of Test Procedure 2T-GMS-35B-2.02 to verify relay protection
; on Unit 2 Hain, 2C and 20 Station. Service Transformers. An

electrician attempting to obtain a phase angle. reading in thet

; overcurrent circuit of ground overcurrent relay Sl-VA204G
i on the'4KV bus 2A feeder breaker 42A caused the breaker
; to trip resulting in a loss ~of power to 1B 4 KV bus. Due
! to the fact that OCB 92,' normal 138 KV feed to lA station
i service transfomer, was open for the test, the reactor trip-
i turbine trip also caused a loss of power to the 1A 4KV bus.
| The.No. 1 energency diesel generator started and picked up

loads on the 1AE emergency bus. All safety systems functioned
i nomally. The unit was shutdown to Mode 3.

i

!
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Inspector review of critical parameter charts indicated that
plant response was as expected, although pressurizer level
and pressure and SG levels were temporarily out of their
expected bands due to loss of 1A and 1B reactor coolant pumps.
The unit' remained shutdown as a refueling outage was scheduled
to commence on October 13, 1984. Unit 2 test personnel have
evaluated the problem with relay 51-VA204G and it was determined
that; the switch contacts on the current transfomer shorting
switch.were not clean and tight and when the phase angle meter
was connected, a path to ground was created through relay 51-
VA204G. Due to the location of the ground connection at 51-
VA204G, the relay actuated and tripped BKR-42A. Unit 2 personnel
will take action to replace the switch and-relocate the control
circuit ground. The inspector had no other concerns at this time.

2. On butch.. h 1M4, an electrician working on the Reactor Vessel
i t.evel Indicating System (RVLIS) in the control room, while

disconnecting the power supply pies te one RVLIS unit from the
socket behind the control board, caused a power spike on No.1
vital bus. This caused several annunciai.or:; cr. tN con'.rol

board to actuate including several reactor protection annunciators.;

Also, one breaker on the No.1 vital bus distribution switch-
board tripped open. The cause was due to the wall socket cover4

' screw coming in contact with a teminal -lug inside the socket
causing a momentary short circuit. The wiring problem was
subsequently corrected and the socket plug for the other RVLIS -
unit was checked and found to be satisfactory. The inspectors
had no other concerns.

~

,

I 3. During the perfomance of OST 1.36.1, Diesel Generator No.1
'

Monthly Test, operators attempted to close the output breaker
per step 18 of the procedure. The breaker failed to close on
three successive attempts. The breaker was racked out and '

successfully operated in the " test" position. The breaker was
racked in and again it failed to close. The No.1 diesel was
declared inoperable and Technical Specification Action Statement
3.8.1.1 was entered. Surveillance requirement 4.8.1.1.A and
4.8.1.1.2.A.5 were verified. These actions consisted of verifying
proper offsite power breaker lineup and proper operation of the
No. 2 Diesel Generator. Operations personnel secured the No.1 ^

; Diesel Generator and manually cycled the following relays;
OTR, VSR-1, -2, and MSR-l. The No.1 diesel fast started when
MSR-1 was cycled. The diesel generator was then subsequently
retested satisfactorily with both a spare (A8) and the nomai'

(E9) breaker installed.

- . . . - - .-
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OST 1.36.1 was successfully completed with the original breaker
(E9) installed. Operations personnel suspect that the failure
of the output breaker to close was due to dirty or sticking
contacts on Manual Start Relay, MSR-1. There have been five
(5) previous failures of the No. 1 diesel generator output
breaker closing circuitry since 1977, the most recent of which
was in 1982. Station maintenance has been requested by the

'of the No. I diese.l genera (TAG) to' investigate the failure rate
Techrical Advisory Group

tor,itSR-1 relay. Identification 6f
failure cause and follow-up corrective action is an Open Item (84-22-02).

c. Plant Security / Physical Pr_o_tection

Implementation of the Physical Security Plan was observed in the areas
listed in Paragraph 3a above with regard to the following:

Protected area barriers were not degraded;--

Isolation zones were clear;--

Persons and packages were checked prior to cllowing entry into--

the Protected Area;

Vehicles were properly searched and vehicle access to the--

Protected Area was in accordance with approved procedures;

- -Security access controls to Vital Areas were being maintained
and that persons in Vital Areas were properly authorized;

Security posts were adequately manned, eoui ced, and security--

personnel were alert and knowledgeable re.;.rding position
requirements, and that written procedures were available; and,

Adequate lighting maintained.--

No deficiencies were observed.

d. Radiation Controls

Radiacion Controls, including posting of radiation areas, the condition
of step-off pads, disposal of protective clothing,' completion of
Radiation Work Pennits, compliance with Radiation Work Permits,
personnel monitoring devices being worn, cleanliness of work areas,
rt.diation control job coverage, area monitor operability (portable
ana pennanent), area monitor calibration, and personnel frisking
procedures were observed on a sampling basis.

No safety concerns were identified by the inspector.
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.e.- Plant Housekeeping _and Fire Protection-

Plant housekeeping conditions including general cleanliness conditions
. and control of material to prevent fire hazards were observed in areas
listed in paragraph'3a. Maintenance of fire barriers, fire barrier.
penetrations, and verification of posted fire watches-in these areas
was-also observed.

, No safety concerns were identified by the inspectors.

4. Engineered Safety Features (ESF) Verification

The operability of the'following systems was verified by performing a - ;

walkdown of accessible portions that included the following as appropriate:

(1) System lineup procedures match plant drawings and the
as-built configuration.

(.2) Equipment conditions were observed for items-which
might degrade performance. Hangers and supports are
operable.

(3) The interior of breakers, electrical and instrumentation
cabinets were inspected for debris, loose material,
jumpers,etc.

(4) Valves were verified to be in the proper position with
power available. Valve locking mechanisms were checked,
where required.

(5) Technical specification required surveillance testing was-

current.

River Water System, October 4, 1984
,

--

Electrical Power Distribution System, October 26, 1984.--

No safety concerns were identified.

i

a
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'5.. . Surveillance Activitiet

A. To ascertain that surveillance of saf t;y related systems or components
is. being conducted in accordance with license requirements, the--
. inspectors' observed portions of e, elected tests to verify that:'

a. The rurveillance test procedure confonns to
technical specification requirements.'

b. Required administrative approvals and tagouts 1

are obtained before initiating the test.

c. Testing is being accomplished by qualified personnel
in accordance with an approved test procedure.

,

d ._ Required test instrumentation is calibrated. '

'
'

e. LCOs'are met.

f. .The test data are accurate and complete. | Selected
-test result data was' independently reviewed to
. verify accuracy.

'~

'g. Independently verify the system was properly returned
to service.

h. Test results meet technical specification-requirements
and test discrepancies are rectified.

1. The surveillance test was completed at the required
frequency.

Portions of the following surveillance activities were observed:

OST 1.13.2, 1B Quench Spray Pump Flow Test,--

October 2,1984.

OST 1.13.5, Recirculation Spray Pump 2A Test,--

September 28, 1984.

OST 1.7.2, CH-P-28, Boric Acid Transfer Pump--

Operational Test, October 25, 1984.

MSP 43.17, Radiation Process Monitor RM-VS-104B| --
-

I Containment Purge and Exhaust Activity Calibration,
.

! October 23, 1984. "

!

[ No deficiencies were observed.
i

:
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-6. ' Main Steam Safety Valves

Technical Specification 3.7.1.1 requires all main steam line code safety valves
associated with each steam generator to be operable when the reactor is in Modes
1 thru 3. Operability is demonstrated by verification of lift settings and
orifice sizes (as specified in TS Table 4.7-1) in eccordar.ce with ASME Boiler
and Pressure Vessel Code Section XI,1974 Edition. Subsection IWV-3510, Safety
Relief Valve Test specifies acceptable test methodology and semple size. selection.

.

On October.12,.1984, the. inspector witnessed portions of BVT 1.1-1.21.1, Main
Steam Safety. Valve. Lift Setpoint Check.. All 15 code safety valves were tested
in place as required. Review of the test results indicated the following as
found data:

Steam generator A safety valves MS-103,104, and 105 did not lift and the--

test was teminated at a pressure 2.5% above the TS setpoint. The other
two valves were acceptable, as they lifted within 1% of the designated .

setpoint.

Steam generator B safety valve MS-101 lifted slightly below its acceptable--

limit (1061 psig vs.1075 psig + 1%). The remaining four valves perfomed
satisfactorily.

Steam generator C safety valves MS-103 and 104 did not lift and the test--
,

was teminated at a pressure 2.5% above the TS setpoint. MS-102 also'

lifted higher than its 1% tolerance (1106 psig vs.1085 psig + 1%).

Required adjustments to the spring compression screws were made to each out-of-
tolerance valve so that the as-left setpoints were within the acceptable range

| for each. The valves are Type 370 RAX-RT21, manufactured by Dresser Valve
i

Division.

LER 63-19, dated July 7,1983, reported a similar problem where 10 of the 15
safety valves did not lift within 1% of the TS setnoint; four lifted more than
1% below and six did not lift at 1% above the TS setpoints, at which time the
tests were terminated.

!

The inspector discussed the test results with the Plant Performance and Test j
Supervisor, and stated that the failure of three safety valves to lift at a
pressure 2.5% above the TS setpoint on a single steam generator was considered
a significant safety concern that must be resolved prior to plant startup.
Specifically, the following items must be addressed:

| 1. Identification of excessive setpoint drift mechnnism.

2. Impact of multiple inoperable safety valves on a single steam generator
for the assumptions used in the FSAR accident analysis, when the reactor
is operating at full power.

Pending satisfactory resolution of the above questions, this item is unresolved
(84-22-01).;

.

(
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IE Infomation Notice 84-33, Main Steam Safety Valve (MSSV) Failures
Caused by Failed Cotter Pins, details several_ instances where lifted
MSSVs failed to seat due to the release nut turning on the spindle'

. to a lower position ~ This occurred- because .the release nut cotter.

pin had rusted. During observation of BVT 1.1-1.21.1, detailed above,
the inspector verified that the old cotter pins were replaced with new

-

stainless steel ones as required by a revision to the test procedure.

7. Li_censee Response to Notice of Violation
~

Inspection Report 50-334/84-15 identified two violations concerning;
(1) clearance procedures and (2) testing of-station batteries. A
notice of these violations was transmitted to the licensee via a
letter dated July 17, 1984. The licensee responded to these Notices
of Violation via a letter dated August 16, 1984, which documented
corrective and preventative actions to be taken. These actions will
be examined during future inspections.i-

8. Maintena_nce A_ctivities

The inspectors observed portions of selected. maintenance activities on
safety-related systems and components to verify that those activities
were being conducted in accordance with approved procedures, technical
specifications and appropriate industrial codes and standards. The
inspectors conducted record reviews and direct observations to detemine
that:

- Those activities did not violate a limiting condition
for operation.

,

- Redundant components were operable.

- Required administrative approvals and tagouts had been
obtained prior to initiating work. -

- Approved procedures were used or the activity was within
the " skills of the trade."

- The work was perfomed by qualified personnel.

- The procedures used were adequate to control the activity. ,

- Replacement parts and materials were properly certified.

- Radiological controls were properly implemented when necessary.

- Ignition / fire prevention controls were appropriate for the. activity.

- QC hold points were established where required and observed.

- Equipment was properly tested before being returned to service.

- An independent _ verification was conducted to verify' that the
equipment was properly returned to service.

_
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Areas inspected included the following items:
,

1. RCP-1B seal replac ment, October 31, 1984.

2. Reactor Trip Breaker A overhaul on October 29, 1984.

The inspector observed portions of PMP l-RP-BK-RTA-lE, RTA Reactor
,

Trip Switchgear Inspection, on October 29, 1984. During this test,
reactor trip breaker A failed the trip force check and functional
test of the undervoltaga trip dev ce on the first attempt. The
acceptable range for tripping was specified in the test as 14.4
thru 28.8 V DC; however, the actual trip did not' occur until voltage
was reduced to 8 V DC. The breaker was retested two additional times

i with acceptable results.

Discussions with cognizant maintenance personnel, and review of the
Westinghouse Maintenance Program for DB-50 Reactor Trip Switchgear,4

'

indicated that the PMP did not explicitly follow the recommend:d
test method. On the first trial, a quick voltage reduction is
recommended to simulate a loss of voltage.. After this, two
additional tests are run, using a slower reduction to accurately
identify the drop out voltage. The PMP did 'not incorporate the
quick voltage reduction, which resulted in the apparent out-of-
range trip. The licensee stated that the PMP would be revised to
correct this. The inspector had no further questions.

!
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19 Onsite IE Bulletin Followup

IE Bulletin'No.'84-03: Refueling Cavity Water Seal Failure. During
refuenng operations at a pressurized water reactor on August 21, 1984,
the refueling cavity water seal: failed, resulting in the water level in
the' refueling cavity decreasing to the level of the reactor _ vessel _ flange ;

in approximately-20 minutes, and subsequent flooding of the containment
with approximately 200,000 gallons of water. The seal was an inflatable

,

seal manufactured by Presray,'Inc. The seal failure was attributed to ,

lack of-. interference between the width of the" seal annulus and the width
of the opening which allowed the seal to be displaced through the opening.

As a result of this seal failure, plants were required _ to' evaluate the
_

,

consequences of (1) gross seal failure; (2)-maximum leak rate from failure '

capacity; (4)ponents such as inflated seals; (3) refueling cavity)make:up .
of active com

time to cladding damage without operator action; (5 ' potential
effect on stored fuel, and fuel in transfer and (6) emergency operating
procedures.

BVPS Unit 1 'is presently conducting a refueling outage with fuel movement
'

scheduled for mid-November, ~1984. The refueling cavity' seal to be used
i

during the fourth refueling outage at BVPS Unit 1 consists of four segment
annular steel plate and a neoprene gasket. This gasket has no compressive
failure mode and water pressure from a full refueling cavity plus the
weight of the seal plate make it unlikely that this seal would suffer a '

gross failure. This present seal has been used successfully for the past
three outages with the only problem being minor leakage to the instrument
pit below the reactor vessel which can be made up by nonnal methods.
This seal has no active components such as inflated seals that may' fail. '

The licensee considers the potential for gross seal failure unlikely,
and therefore, did not make an estimate of maximum leak rate for catastrophic
failure of an inflatable seal. The FSAR contains an estimate of leak
rate for failure of the present seal. Makeup capacity to the refueling
cavity consists of one low head safety injection pump (3200 gpm), high
head charging pumps (600 gpm) and refueling water storage tank recirculation
pumps (375gpm).

An estimate of the time for failure of the clad was made assuming the fuel
assembly out of water. This time was calculated to be a minimum of
60 minutes, with conservative estimates of initial fuel pool temperature,
containment air temperature and decay heat load. The licensee's procedures

i for transferring fuel from the core to the upender device and from the
i upender to the fuel pool racks estimate that a maximum of_6 minutes is
: required for either operation. The fuel would remain submerged when in
j the fuel transfer canal, in the upender device. The fuel would be exposed
! to air if located in the rod control cluster assembly (RCCA) change
! fixture or the upender device (positioned vertically),
i

i

!

|
i

;
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p' .The affect of seal failure on stored fuel was evaluated. Approximately 9 inches
-of. water would remain over the, fuel,.in the event of seal failure, and additional
' water could be provided via the Refueling Water Storage Tank (RWST) and ~the RWST
recirculation pumps, prior to evaporation of the remaining water above the fuel.

- ' Additional water is available through the Primary Grade Water Pumps or in ex-
treme emergencies, with River Water or Fire Protection Pumps.

Emergency operating procedures have been developed that address decreasing re-
fueling cavity water level and spent fuel pool level. These procedures are

- presently undergoing licensee review and will be approved prior to comencing
. refueling operations.

~

The licensee plans to use an inflatable seal during the next refueling outage.
This seal will be similar to the seal that failed,'but will have significant
design changes to reduce the possibility of gross seal failure. Additional
information on this new seal relative to IE Bulletin 84-03 will be provided
Prior to the use of the seal. IE-Bulletin 84-03 will remain'open as an In-
spector Followup Item (84-BU-03) pending receipt of.thi_s additional informa-
tion. 4

. .

The inspector reviewed the licensee's response to IE Bulletin 84-03 and con-
siders the response adequate to allow continued use of the present. seal ar -
rangement. Draft copies of the emergency operating-procedures were reviewed
and are considered satisfactory guidance to operators in.the event of seal
failure. The inspectors observed portions of the seal -assembly in the con-
tainment to verify proper assembly in accordance with the Westinghouse re .
fueling procedure. No problems were encountered.' .

10. Unresolved Items --

Unresolved items are matters about which more infomation'is required to de .
tennine whether they are acceptable, items of noncompliance or deviations.. One
new unresolved item was identified and is discussed in Detail 6. Followup on
one previous unresolved item is discussed in Section 2.

;

i 11. Exit Interview
I Meetings were held with senior facility management periodically during the4

i course of this inspection to discuss the inspection scope and findings. A
| summary of inspection findings was further discussed with the licensee at

the conclusion of the report period.

-
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