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least two of these flowpaths during all phases of the outage and
identify the availah’e flowpaths to the Control Room operators. This
information is reviewed at each shift turnover to insure the latest
system status is maintained. Adequate procedures are in place to
pravide the operators informatisn on the use of makeup flowpaths.

ODuring reduced inventory activities, tailgate me2tings are conductcd
with cach shift and other involved personnel. The meetings provide a
review of industry mid-loop incidents and an overview of total mid-loop
and core operations, such as precautions, impact on TSs, procedure
summaries, expected alarms and annur” ‘ators,

The residents wili continue this reviaw and will doc.ment the results in
NRC Inspectior Report Nos. 50-413, 414/92-22.

No violations or deviations were identified.
Inadequate Operator Respense To BOMS Actuations (71707)

On July 17, 1992, Catawba Unit 1 was in Mode 5 in day 6 of a planned 7.
day retueling cutage. At 1:53 p.m., the Unit experienced an actuation
of train A of the vorcn Diluticn Mitigation System. This system is
designed to mitigate an inadvertent dilution of the Reactor Ccolant
System (NC). One automatic function of the system is to realign the
centrifugal charging pumps (NV) from *he volure control tank (VCT) to
the refueling water storage tank (FWST) in order to inject highly
borated (2000 ppm) water into the L( system. The BOMS system
accomplishes this realignient by closing the normal flowpath valve NV-
188 from the VCT and opening valve NV-252 from the 'WST.

In responding to the BOMS actuation 2larm, the control room operator
believing the actuation Lo be spurious, clost ' valve NV-252, but failed
to open valve NV-188. After having perio med this action, he referred
to the alarm response procedure to determine if the actior he had taken
was correct. It was at this point that the perator realized that valve
NV-188 should have been opened. As & resul« of the operator’s error,
the 1B charging pump ran for approximutely 40 seconds with ro suction
source.

Operations Management Procec e (OMP) i-8, Authority and Responsibility
of Licensed Op..-ators and Li.ensed Senior Reactor Operators, Section
7.2.B, describes the responsibilities of the OATC. Step 7.2.B.9.c of
the procedure requires that the OATC verify that the appropriate
automatic actions for the alarm have taken place prior to taking
recovery action. The OATC failed to refer to the annunciatur response
procedure, OP/1/B/6100/10C, Annunciator Response For Panel 1AD-2, which
details the automatic actions for the BDMS alarm until after he had
taken # cion to realign the systam.

Technical Specificatioi: 6.8.1 requires in part that written procedures
be established, implemented and maintained covering the activities
referenced in Appendix A of Regulatory Guide 1.33, Revision 2, February
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1978. OMP 1-8, Step and 7.2.B.9.c delineates tie actions to be performed
by contrel room personnel regarding responses to annunciators. The QATC
did not reopen the suction valve from the VCT and did not refer to the
annunciator response procedure to verify that the automatic actions for
the BOMS alarm had taken place until after “e had taken action to
recover from the actuation. This failure t. follow procedure OMP 1-8 is
identified as Violation 413/92-18-02: Inajppropriate Operator Response to
BOMS Alar- Actuation.

[t should al.o ve noted t.  this event is vi, tuzllv identical to one
which occurred on June 4, 1991. This was during the last !init |
refueling outage when Train A of the BDMS actuated causiig tiw suction
for the operating 1A NV Pump to realign from the VCT to the FWST In
that event, the operator closed the suction valve from the FWST bul
failed to reopen the suction valve from the VCT. The pump rar for
appiruximately 17 minutes without a source of water before the operator
realized that the suction valve from the VCT was closed.

In both events, the operators failed to tike required actions in
accordance with procedures and also faiied to verify that appropriate
automatic actions hud taken place as required by Operations Management
Procedure (OMP) 1-8.

The event of June 4, 1991, was cited in NRC Inspection Report Nos. 50-
413,414/91-15 as a violation of Technical Specification (TS) §.8.1 in
that the ope itor ~ad failed to refer to the BOMS alarm response
procedure as described a ' ve.

In a letter dated August 29, 199], in response to the Notice of
Violation, the licensee detaileu the corrective actions which had been
or would be taken to preclude the recurrence of the event,.

The proposed corrective actions were:

a) "The correct procedure on responding to an unexpected alarm has
been re-emphasized to the Control Room Operator involved in this
incident. The correct procedure for responding to an unexpected
alarm has been reinforced to all Ticensed operato:s through the
issuance of an operator update on this incident.”

b) "This incident will be covered during operator requalifi_ tion
training incluaing the automatic actions which occur on a oDMS
alarm. Modifications to the BDMS will be performed to elimina®.
excescive spurious alarms by April 1, 1982."

This inspectors verified that the corrective actions had been completed
and noted that the corrective actions appeared to be ineffective. This
issue was d scussed with the Ticensee during the exit interview because
recurring violations are of particular concern to the NRC. It is
expected that licensees learn from their past failur2s take effective
cerrective action to preclude recurrence.



One violation was identified.
Inadvertent Chemical Release (71707)

On July 2¢, 1992, at approximately 10:30 a.m., a conventional waste
water treatment system pipe from the turbin~ building sump (WP)
discharge line was over-pressurized causing the pipe to rupture. The
recult was the discharge of approximately 1.33 pounds of hydrazine to
the environment.

At the time of the event, Unit 2 was at 100 percent power and Unit 1 was
in Mede 6 for the EOC6 refueling outage. As part of the outage
schedule, water centaining hydrazine had Seen drained from the Unit 1
hotwell to the Uni*t 1 Turbine Building .ump (WF). Mainterance had been
scheduled on the Service Building Sump (WB) System to replace valve
1W830, and to open the spectacie flange which had been installed per a
Temporary Station Modification (TSM). Procedure OP/0/B/6500/12,
Enclosure 4.9, | tating the Spectacle Flange to Isclate W8 from WP
Header, specifies actiuns that were to have beer sequentially performed
for that evolution. These actions included the foilowing:

1.1 Have R&Rs written by Operations to tag the Unit 1 and 2
turbine building sumps in the QFF noesition.

1.2 Have R&Rs written by Chemistry to tag IWB-30 Closed.
1.3 Have R&Rs writien by Chemistry to tag IWC-162 Closed.
1.4 Have R&Rs written by Chem'stry to open 1WC-144,

1.5 Have Maintenance pre-stage *ools and equipment in the Water
Treatment Room.

1.6 Upon completion of Steps 1.1 through 1.6, notify Operations
to pump down the Unit 1 and 2 sumps to the lowest level
possible and harg their red tags.

1.7 Have Chemistry hang their red tags.

Procedure OP/0/B/6500/12 is not a safety-related procedure. The work
activity was not being performed on safecy-related systems. However,
this should not negate overall management directives for performing work
correctly. In this work activity, not only were these actions not
performed in sequence, an R&R was not written for step 1.4. The
ultimate result was that valves IWB30, 1WB29 and 1WC162 were closed
isolating the service building sump system, but the turbine building
sump pumps had not been de-energized. Consequently, when a turbine
buitding sump pump started, the system was over-pressurized and the
‘“s~harge lines ruptured. This resulted in an inadvertent chemical
release to the environment. The licensee notified the appropriate
agencies because of the inadvertent chemical release.
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8. Surveillance Observations (61726)
a. General

During the inspection period, the inspectors verified plant
operations were in compliance with various TS requirements.
Typical of these requirements were corfirmation of compliance with
the TS for reactivity control systems, reactor coolant systems,
safety injection systems, emergency safeguards systems, emergency
power systems, containment, and other important plant support
systems. The inspectors verified that: surveillance testing was
performed in accordance with approved written procedures, test
instrumentation was calibrated, limiting conditions for operation
were met, appropriate removal and restoration of the affected
equipment was accomplished, test results met acceptance criteria
and were reviewed by personnel other than the individual directing
the test, and ary deficiencies identified during the testing were
properly reviewed and resolved by appropriate management
persennel,

b. Surveillance Activities Reviewed
The inspectors witnessed or reviewed the following surveillances:

PT/1/A/4200/02C-H Containment Closure Verification

PT/1/A/420G/41C Containnent Purge Automatic Valve

PT/1/A/4550/010 Reactor Buildina Manipulator Creae load
test

PT/0/A/4150/24 Fuel Assembly "xamination

?T/0/A/4150/18 Fuel Assembly Insert Shuffle

PT/0/A/8550/09 Fue{ Assembiy Insert Shuffle for next
cycle

PT/0/A/4150/17 Fuel Assembly Core Unload For Next Cycle

PT/2/A74700/01L  Controlling Procedure for Type B & C Leak

Rate Test

Fic2/A/4E00/09A  Auxiliary Sateguards Test Cabinet Periodic
Test

PT/2/A/4200/41A Containment Purge Isolation Valve Leak
Rate Test

PT/2/A/4450/058 Containment Air Return Fan and Hydrogen
Skimmer Fan 2B Performance Test

No violations or deviatiors were identified.

9. Maintenance Observations (62703)
4 General

Station maintenance activities of selected systems and componen’ .
were observed/reviewed to ensure thal they were conducted in
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accordance with the applicable requirements. The inspectors
verified licensee conformance to the requirements in the following
areas of inspection: activities were accomplished using approved
procedures, and functicnal testing and/or calibrations were
performed prior to returning components or systems to service:
quality control records were maintained; activities performed were
accompiished by qualified personnel; and materials used were
properly certified. Work requests were reviewed to determine the
status of outstanding jobs and to assure that priority was
assigned to safety-related equipment maintenance which may affect
system performance.

b. Maintenance Activities Reviewed

The inspectors witnessed or reviewed the maintenance activities
covered by the following Work Requests (WRs):

WR 92018289
WR 92012068
WR 92020298

WR 92047057
WR 92021576
WR 92009246

WR 92001117
WR 92002288

WR 92017654
WR 92010062

WR 91096299
WR 92015178

Remove and repack Valve 11W40

Remove and repack Valve 1HW-2 heater drain
Vital Battery charger (essential charger)
capacity test

Inspection of (2B Battery Connections

2EPK inspections and clean ceils

Perform electrical/electrenics inspections
work on turdine generator

Inspect "A" Feedwater pump bearing

Eddy current testing and inspection of
Feedwater Seaters

Teardown and inspect turbine generator
Verify mechanical integrity of Diesel
Generator Cooling Water Valve 1KD-6
Replace Diesel Generator Jacket Water Pump
Drive Gear

Perform 10-year overhaul inspection of
Diesel Generator 1A

No violations r deviutious were identified.
Fellowup on Previous Inspection Findings (92701 and 92702)

(Open) Unresolved Item (URI) 413, 414/92-17-02: Review Licensee’s Ne¢a-
Conservative Change to Control Room Dose Calculation.

In 2 previous inspection, a concern was raised involving the licensee’s
removal of the ECCS leakage source term from the contrel room operator
dose anaiysis in 1989. Removal of this term reduces the tolal control
room operator dose assw ~d for a design-basis LOCA. This lower value of
control room operator dose was subsequently used in compersatory actions
implemen. .d when the control room pressure boundary was degraded.

During this report periud, the licensee completed a past roerability
review of these compensatory actions incorporating ECCS leakage in the
dose analysis. Based on this review, it was determined that for the
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