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SUMMARY
J

Scope: This routine, resident inspection involved 164 inspector-hours on site
in the areas of plant tours; occupational safety verification; monthly
surveillance observations; monthly maintenance observations; observation of new
fuel receipt; review of inspector follow-up items, licensee action on previous
enforcement matters and non-routine event reports; and follow up of operating
reactor events.

Results: Two violat:ons were identified; failure to follow procedures during new
fuel receipt, failure to identify and take prompt corrective action for a
condition adverse to quality.
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REPORT DETAILS

1. Persons Contacted

Licensee Employees

*0. Bradham, Director, Nuclear Plant Operations
*M. Browne, Manager, Technical Support
*R. Campbell, ISEG Engineer
*R. Clapper, Supervisor, Nuclear Documents Section
*J. Connelly, Deputy Director, Operations and Maintenance
*B. Croley, Group Manager, Technical and Support Services
*H. Fields, Regulatory Compliance Engineer
*M. Irwin, Nuclear Licensing Specialist
*A. Koon, Associate Manager, Regulatory Compliance
*F. Lamphene, Associate Manager, Administration
*G. Moffatt, Associate Manager, Technical Services

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

* Attended exit interview

2. Exit Interview

The inspection scope and findings were summarized on October 5,1984, with
those persons indicated in paragraph 1 above. The violations, failure to
follow procedures during new fuel receipt and failure to identify and take
prompt corrective action for a condition adverse to quality, were discussed
with the licensee. The licensee acknowledged this inspection finding and
took no exception.

3. Licensee Action on Previous Enforcement Matters

(Closed) Violation 84-23-01, failure to implement locked valve control
program. The inspector reviewed documentation that corrective action, which
included re-emphasizing the importance of the locked valve control program
to all plant departments, had been completed.

(Closed) Violation 84-08-01, failure to implement fire protection
procedures. The inspector reviewed the licensee implementation of
corrective action for this violation which included; upgrading the tracking
system for extinguishers issued by the tool room, revisions to procedures
PTP114.002 and FPP-003, and a review of procedure FPP-005 by all welders and
their assistants. These corrective actions have been implemented.

(Closed) Violation 83-27-03, failure to reflect the requirements of the FSAR
in 'the procedures implementing the calibration and control ~ of maintenance
and test equipment. The inspector reviewed revisions to ' the FSAR, the
Operational QA Plan, and Station Administrative Procedure 141 which now

' reflect the existing plant programs.
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4. Unresolved Items *

Unresolved items were not identified during this inspection.

5. Operational Safety Verification (71707, 71710)

The inspector observed control room operations, reviewed applicable logs and
conducted discussions with control room operators during the report period.
The inspector verified the operability of selected emergency systems,
reviewed removal and restoration logs, and tagout records, and verified
proper return to service of affected components. Tours of the control,
auxiliary, intermediate, diesel generation, service water and turbine
buildings were conducted to observe plant equipment conditions including
potential fire hazards, fluid leaks, and excessive vibrations, and to verify
that maintenance requests had been initiated for equipment in need of
maintenance. The inspector, by observation and direct interview,
verified that the physical security plan was being implemented in accordance
with the station security plan.

On September 25, 1984, during a review of control room logs, the inspector
noted that the channel check reading for overpower delta temperature (0 PAT)
indicator ITI-4228 had exceeded the range of allowable values identified on
the associated log sheet. The unit was at approximately 65% power at the
time of this event.

As required by Station Instruction 84-04, the ITI-422B reading sheet entry
had been circled in red and a note added by the operator indicating that the
OPAT reading was "within tolerance". The "within tolerance" notation meant
that although the ITI-4228 reading had exceeded the range of values
identified on the log sheet, it was still within acceptable values when the
control panel meter accuracy of four percent is considered. The accuracy of
control panel indicators are delineated in the Final Safety Analysis Report
(FSAR), Table 7.5-2. Further inspector review of this reading determined
that in actuality, the 115% reading recorded for ITI-4228 exceeded the log
sheet maximum allowable value of 109% plus 4% for meter inaccuracy. This
apparent failure of ITI-4228 to meet acceptable criteria (and verified by
independent calculation) was brought to the attention of the Operations
Department Management at approximately 3:00 pm on September 25, 1914.

i

! *An Unresolved Item is a matter about which more information is required to
determine whether it is acceptable or may involve a violation or deviation.
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At approximately 11:30 am on September 26, 1984, Maintenance Work Request
(MWR) 8402130 was initiated to investigate the apparent ITI-4228 deficiency.
Work performed under MWR 8402130 determined the indicator was out of
calibration; ITI-4228 was recalibrated and returned to service at
approximately 3:00 pm on September 26, 1984. This out of calibration
problem was determined to be associated with the isolation circuitry feeding
ITI-4228 and did not affect the protection function of this OPAT channel.

ITI-4228, along with two other indicators ITI-4128 and ITI-4328, display
the OPAT trip setpoint generated by each protective channel 0 PAT calculator.
The calculated OPAT trip setpoint for each channel is sent to a comparitor,
where it is compared to actual loop AT for initiation of protective actions,
and through isolation circuitry to the above main control panel indicators.

Technical Specification 4.3.1.1 requires the reactor trip system instru-
mentation to be demonstrated operable by performance of; a channel check
once per shift, a monthly analog channel operational test, and a refueling
frequency channel calibration. The channel check requires the facility to
evaluate instrument response as compared to established acceptance criteria
(i.e., log sheet acceptance criteria) and other instruments measuring the
same parameters, to identify potential channel malfunctions within the
associated protection instrumentation channel. The failure of ITI-422B to
meet the identified acceptance criteria constituted a failed channel check,
and as such, identified a potential problem with the associated OPAT
protection channel. TS 3.3.1 requires three reactor trip system
instrumentation channels for OPAT be op $ble. This specification allows
continued operation with two operable O . channels provided the inoperable
channel is placed in a tripped condition within one hour. 10 CFR 50,
Appendix B, Criteria XVI, requires measures be established to assure that
conditions adverse to quality be promptly identified and corrected.

As identified above, the licensee investigation of the ITI-422B deficiency
did determine that the operability of the associated OPAT protection channel
was not compromised. Nevertheless, as identified above, the licensee failed
to identify the recorded reading for ITI-422B was in excess of acceptable
values and once identified, the licensee failed to take prompt action to
correct a potential problem with a required reactor protection system
channel. This failure to identify and to take prompt corrective action is a
violation of 10 CFR 50, Appendix B, Criterion XVI (84-29-01).

6. Surveillance Observation (61726)

During the inspection period, the inspector verified by observation / review
that selected surveillances of safety-related systems or components was
conducted in accordance with license requirements. The inspector verified
that testing was performed in accordance with adequate procedures, test
instrumentation was calibrated, limiting conditions for operation were met,
results met requirements and were reviewed by personnel other than the
individual directing the tesc, and that any test -deficiencies identified
during the testing were properly reviewed and resolved by appropriate
management personnel.
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On September 7, 1984, with the unit in mode one, the licensee determined
that a refueling outage frequency channel calibration of the pressurizer
(PZR) Power Operated Relief Valves (PORV) required by Technical Specifi-
cation (TS) 4.3.3.6, had not been performed since August 1982. Following
this determination, in accordance with the TS, the PZR PORVs were declared
inoperable and the PORV block valve for PORV PCV 4448 was closed and
deenergized and the block valves for PORVs PCV 445 A&B were verified closed
and deenergized (these PORVs had previously been declared inoperable and
their block valves had been closed prior to this event).

TS Table 4.3-7, Accident Monitoring Instrumentation Surveillance Require-
ments, identified a monthly channel check and a refueling frequency channel
calibration as applicable for the PZR PORV position indicators. At V. C.
Summer the PZR PORV position indicators consist of a stem mounted limit
switch for each valve and a Resistance Temperature Detector (RTD) in the
common PORV discharge line.

During pre-implementation review of a modification planned for the PZR code
safety valves position indicators, the licensee determined that the
refueling frequency Surveillance Test Procedure (STP) 506.010, which
implements the position indicators channel calibration requirement for the
PZR PORVs did not include the calibration of the discharge line RTD.
Subsequent licensee investigation determined that the PORV discharge line
RTD was calibrated by Instrument Calibration Procedure (ICP) 340.012, which
is performed on a three year schedule. A records review which determined
that ICP 340.012 had last been performed in August 1982 precipitated the
licensee's decision to declare the PORVs inoperable.

The PZR PORV RTD was successfully calibrated on September 19, 1984, and the
licensee has committed to changing the calibration frequency to the required
refueling outage frequency. This commitment will be tracked via LER 84-38
which includes a reiteration of these commitments.

A similar situation was determined to exist for the PZR code safety relief
valve RTDs except that the safety valves have two sets of limit switches and
an acoustic flow monitor, which indicate in the control room, for each
valve. The RTDs are not taken credit for in complying with the TS
requirements regarding position indicators for the PORV safety relief valves
and therefore were not declared inoperable.

During review of this event, a concern arose regarding the adequacy of the
licensee existing system of PZR PORV position indicators to meet the TS
Table 3.3-10 requirement of two position indicators per valve. Through
inspector discussions with NRR's Instrumentation and Control System Branch
(ICSB) and NRC Region II, it was determined that the licensee's existing
system of the one per valve Namco Limit Switch and the RTD located in the
common PORV discharge line meet the requirements of TS Table 3.3-10,
NUREG 0737, and is consistent with guidance contained in Regulatory Guide
1.97, Instrumentation for Light-Water-cooled Nuclear Power Plants to Access
Plant and Environs Conditions During and Following An Accident.
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TS 3.3.3.6 requires that two channels of PZR PORV position indication be
cperable in Modes 1, 2, and 3. TS 4.3.3.6 requires that these accident

I monitoring instrument channels be demonstrated operable by performance of a
channel check and calibration at the frequencies specified. This
requi ement is not applicable if the associated PORV block valve is closed.

As identified above, on September 7, 1984, with the unit in Mode 1, it was
determined that the RTD positicn indicator channel of PORV PCV-444B had been
inoperable due to the missed channel calibration and its associated block
valve was not closed and deenergized. This was a violation of TS 3.3.3.6.

Since this violation appears to meet the criteric for a licensee identified
violazion as delineated in the NRC Enfcrcement Policy, a notice of violationi.

,
for this finding will not be issued.

!

7. Maintenance Observation (62703)

. Station maintenance activities of selected satety-related systems and
!- components were observed / reviewed to ascertain that they were conducted in
, accordance with regulatory requirements. The following items were,
I considered in this review: the limiting conditions for operations were met;

activities were accomplished using approved procedures; functional testing,

and/or calibrations were performed prior to returning components or systems
to service; quality control records were maintained; activities were
accomplished by qualified personnel; parts and materials used were properly
certified; and radiological controls were implemented as required.
Maintenance Work Requests were reviewed to determine status of outstanding
jobs to assure that priority was assigned to safety related equipment which

| might affect system performance. No violations or deviations were
; identified.

|

| 8. On site followup of Written Reports of Non-routine Event s (92700)
!

: The inspector reviewed the following Licensee Event Reports (LERs) to
! ascertain whether the Licensee's review, corrective action, and report of
| the identified event and associated conditions were adequate and in

conformance with regulatory requirements, Technical Specifications, license
conditions, and licensee procedures and controls.

LER 84-036, Degraded fire barrier

LER 84-07, Potential bomb threat

| LER 84-05, Plant trip due to personnel error
'

LER 84-30, ESF cooling unit found to have not been supplied required
structural support

|

LER 84-26, Main steamline isolation resulting from inadvertent actuation
of steam dump system '

L
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LER 84-28, Inadvertent start of turbine driven emergency feedwater pump.

9. Inspector Follow-up Items Review

(Closed) Inspector Follow-up item 84-17-01. This follow up item addressed
inspector concern regarding shift supervisor awareness of the existence in
the Technical Support Center (TSC) of certain reference material used in
making dose assessment calculations. The inspector reviewed documentatten
indicating that control personnel requiring use of this reference material
were reminded of its existence in the TSC.

10. New Fuel Receipt (60705)

The inspector observed receipt, inspection and storage of new fuel
assemblies. These activities were conducted using technically adequate,
ap.oroved procedures. The following deficiencies were noted during receipt,
inspection and storage acti.ities which occurred on October 1, 1984.

Fuel Handling Procedure (FHP)-607, precaution 4.7 states that fuel
assemblies and control components shall not be handled by equipment or
methods not covered in this procedure unless approved changes to this
procedure are made. Contrary to this requirement during removal of the new'

fuel from its shipping container, a 5000 pound spring scale was substituted
for the 2000 pound load cell specified in step 5.7.1. No approved change
to FHP-607 incorporated this equipment substitution. This failure to follow
procedures is a violation (84-29-02).

FHP-607, precaution 4.21 requires a Fuel Handling Building 1.og Book be
maintained in which pertinent information about shift activities are
recorded. Contrary to this requirement, during receipt, inspection and
storage activities on October 1,1984, no Fuel Handling Building Log Book
was kept. This is a second example of failure to follow procedures.

11. Follow-up of Operating Events (93702)

On September 28, 1984, while shutting down the plant in preparation for
refueling, the unit experienced a reactor trip from approximately 9% power.
The trip occurred when one Intermediate Range Monitor (IRM) high flux trip
bistable did not reset prior to power being reduced to less than 10% power.
When reactor power decreases below 10% power, permissive P-10 automatically
re-instates the previously blocked intermediate ranga high flux trips, which
are set to trip at a neutron flux corresponding to 25% reactor power.
During this event, the reactor protection system functioned as required.
Following the reactor trip, the plant was stabilized and unit shut down
continued.

, This problem of Intermediate Range (IR) nuclear instrument NI-35 remaining
at an elevated indicated flux (i.e., not following reactor power decreases)
is not a new problem. It has occurred during several shutdowns; each time
the NI hangs up but within a day or so it returns to normal. Similar
problems are not encountered during startup. The licensee has discussed

t-
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this problem with-Westinghouse, . the detector supplier, and determined .that
this is a not uncommon occurrence associated with getting the detector
compensating electrode isotopes saturated. According to Westinghouse, this
phenomena should disappear after about a year of high power operation.

As identified above, this phenomena- only ' occurs during shutdown, the
detector -returns to normal after a day or so and appears to function
properly dur_ing reactor startups. The licensee is continuing to investigate

-this detector problem.
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