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REGION III |

' Reports No. 50-315/84-19(DRP); 50-316/84-21(DRP)

Docket Nos. 50-315; 50-316 Licenses No. OPR-58; DPR-74

Licensee: American Electric Power Service Corporation
Indiana and Michigan Electric Company
1 Riverside Plaza ;
Columbu:, OH 43216 :

.

Facility Name: Donald C. Cook Nuclear Power Plant, Units 1 and 2

!Inspection At: Donald C. Cook Site, Bridgman, NI

Enforcement Conference At: Donald C. Cook Site, Bridgman, MI ;

i

Inspection Conducted: September 1, 1984 through October 13, 1984 *

Enforcement Conference Conducted: October 26, 1984 ;

|-

Inspectors: E. R.'Swanson |

J. K. Heller ,

,

R. J. Leomon
'

dG (.JA
Approved By: G. C. Wright, Chief l .2 // 2

'

Projects Section 2A Date
,

;

Insoection and Enforcement Conference $m
,

Insoection on Sootember 1. 1984 throuah October 26. 1984 (Reports No. F0-315/
84-19(DRP): 50-316/84-01(DRP))
Arent , Inspected: Rout'ne unannounced inspection by the res1Jen; inspectors
of 'consee actions on previous inspection findings; operational safety;
surveillance maintenance; Licensee Event Reports plant trips; and IE Bulletins.

.This inspection involved a total of 230 inspector-hours by three NRC inspectors
including 36 inspector-hours during of f shif ts.
Resulth: Of the seven areas inspected, no items of noncompliance w re ident-
ffled-'n five areas; one item of noncompliance was identified in eact. of the ,

remaining two areas (Surveillance procedures lacking acceptance criteria - Para- ,

graph 3.c.(3) Failure to comply with Technical Specifications - Paragraph
6.b.(5)).
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DETAILS

1. Personnel Contacted

a. Inspection September 1. 1984 through October 26. 1984

W. G. Smith, Jr., Plant Manager
*E. Townley, Assistant Plant Manager
*8. Svensson, Assistant Plant Manager
T. Kriesel, Technical Superintendent - Physical Scier.ce

*A. Blind, Technical Superintendent - Engineering
*K. Baker, Operations Superintendent
*D. Dudding, Maintenance Superintendent
*J. Stietzel, Quality Control Superintendent
*T. Bellman, Quality Assurance Supervisor
C. Murphy, Operations Production Supervisor
K. Chapman, Performance Supervisory Engineer

The inspector also contacted a number of licensee and contrator
employees and informally interviewed operation, technical and
maintenance personnel during this period.

* Denotes personnel attending exit interview on October 11, 1984

b. Enforcement Conference October 26. 1984 AEPSC Personnel

J. E. Dolan, Vice Chairman, Engineering & Construction
M. P. Alexich, Vice President, Nuclear Operations
D. H. Williams, Jr. , Executive Vice President
B. H. Bennett, Assistant Manager, Nuclear Operations
R. F. Kroeger, Manager of Quality Assurance-

J. G. Feinstein, Manager, Nuclear Safety and Licensing
P. A. Barrett, Senior Licensing Engineer
W. G. Smith, Jr., Plant Manager

Other members of the corporate and plant staff were also present.

U.S. NRC Personnel

A. B. Davis, Deputy Regional Administrator
W. D. Shafer, Chief, Projects Branch 2
E. R. Swanson, Senior Resident Inspector
8. L. Jorgensen, Senior Resident Inspector
J. K. Heller, Resident Inspector
J. M. Ulle Reactor Inspector

2. Licensee Actions on Previous inspection Findinas

(Closed) Noncompliar.co (315/83-21-01; 316/83-22-01): A Special Report
concerning the inoperable Control Room Cable Vault Halon System was
included as part of the reply. AEPSC General Procedure No. 15.3 titled
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"AEPSC/D.C. Cook Reporting Interface" was issued June 29, 1984 to
formalize the transfer of reporting responsibility to prevent similar
occurrences.

Design Change 12-RFC-2624 has been initiated to solve problen's found
during the testing conducted in April 1983 which led to the system
being declared inoperable. During this test the concentration of Halon
1301 fire suppressant did not meet the 5% for ten minutes criteria.
The design change is premised on the apparently inadequate system
design which had Halon being discharged through the installed CDs piping
and nozzles. The change will modify piping and nozzles to provide better
distribution of Halon as well as a timed discharge, if needed, to maintain
the concentration. The noncompliances as identified are considered closed,
but an additional potential problem (discussed below) came to light as a
result of the inspector's evaluation of the licensee's corrective actions.

The inspector expressed concern over the posslutlity that the Halon and
the backup C0s fire suppression systems may both be inoperable due to
degraded integrity of the cable vault. Numarous cable routings through
the vault may have introduced numerous air teaks wnich would not allow
the suppressant to be contained. When the iqspector related the concern
to the licenset, the licensen informed the itspector that in May 1983 the
licensed operators had been instructed to maually initiate a double
charge of CO2 in response to any detected fires in the Control Room Cable
Vault. This instruction was not made e part of a procedare, but was
posted near the actuation switch. The inspector discovered that this
instruction has since been removed. Wnen the licensee was notified of
the missing instruction, the caution tag instructing operators to initiate
the C0s system twice was replaced. The Annunicator Response Procedure
has also been revised to include double actuations of CO2 for both a
detected fire in the vault or a Halon System actuation in response to a
fire. These measures did not resolve the inspector's concern. This item
is considered an Unresolved Item (315/84-19-01; 316/84-21-01) pending
successful testing of design change 12-RFC-2624.

(Closed) Unresolved Items (315/81-11-08; 316/81-14-08): The Halon System
was rendered inoperbie unnecessarily for each personnel entry into the
Control Room Cable Vault. Administrative Controls (PMI-2270 " Fire
Protection and Safety Equipment") have been changed to permit isolation
of Halon only for work or testing on the system or if other activities
will be taking place which could cause false alarms and automatic
actuation.

Na items of noncompliance or deviations were identified.

3. Operational Safety Verification

a. The inspector observed control room operations including shift
turr,over, reviewed applicable logs and conducted discussions with
control room operators during the period of September 1, 1984
through October 13, 1984. The inspector verified the operability
of selected emergency systems, reviewed tagout records, verified
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proper return to service of affected com]onents and verified a [1 h
*

,
portion of the containment isolation lineup. Tours of Unit 1 and
2 auxiliary building, turbine buf1 ding, and screenhouse were con-
ducted 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. 1

'

. . s

b. The inspector by observation ahd inter' view' ~verf fied that the physical
security plan was being implemented in accordance with station '

~

security plan.
'

The inspector performed a walkdown/ review of the sydtems listed below 'c.
to verify that: each accessible flow path valve was in its correct

s
position; power (visual breakers and fuses) was aligned td actuate s
on automatic signal; and, essential instrLmentation was operabt'e. '

Control Room Emergency Core Cooling Sssteh instrument and valve-

lineup. x s

- Unit 2 Auxiliary Feedwater sy[ tem using licensee'' print
OP-2-5106A-3 and Data /Signoff sheet 5.1 of 2 OHP 4021.056.001.

The inspector found no condition existed that degraded the system ,
but did find the writing on temporary component identification tagd,
installed during a licensee walkdown in February 1984, was fa' ding
and some tags were missing. The toor for the Unit 2 Turbine Driven
Auxiliary Feedwater Pump has a sign affixed td the door which states
" Keep Open Per PMSO .064". The sign has been' defaced and was
difficult to read. 2-

-

During the inspection activities in this area several topics of
concern were discussed with the licensee as follows*?

'

-

.

(1) The inspector questioned thd' basis for the Refueling Water ,s

Storage Tanks annunciators and this prompted an,0per'ations Memo -

which converted setpoints from feet above sea level to percent
,

indicated tank level for the various alarm and reset points.

The appropriate Annunciator Response Procedures are also being )(revised. It was also discovered, by the licensee, that the
Technical Specification limit of 350,000 gallons was specified '
as 93% in procedure OHP 4030 STP.030 and 90% in procedure '

OHP 4030 STP.002. The licensee is resolving this discrepancy,.
'~and is confident that both numbers are conservative with s

respect to the Technical Specification.

(2) The inspector discussed the status of the Residual Heat Removal
. pump' mini flow valves with the Operations Superintendent. The'
normal position of the valves is closed. The mini flow' valves
are flow controlled valves that will open when the pump starts
and flow is less than 500 GPM dnd will close when, flow is
greater than 1000 GPM. The inspector asked if'it would be2

w D

%.
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(b N preferable to have the valve normally open and let the
7 modulating circuit close the valve since a failure of the
l*' modulating circuit during a pump start with the valve closed

and the Primary Coolant Pressure above the discharge pressure
-4', could damage the pump. The Operations Superintendent pointed

out that the valve position actuates an equipment status light
which flashes when in the open position. This is evidence that

- the plant was designed for maximum injection flow on large break
)'lossofcoolantaccident. The Operations Superintendent

S ! acknowledged the inspector's comments and stated additional
' reviews would be required to assure the valve is in the desired

* " position.

The inspector also discussed the monthly operability test for
the RHR pump (12 OHP 4030 STP.005) which requires the operator
to time _open the mini flow valve prior to starting the pump and
then close the mini flow valve when STP.005 is complete. The
inspector questioned this testing sequence since this does not

^ test the open circuitry of the valve. .The Operations Superin-
ten'ent agreed that STP.005 should be performed with the valved-

eclosed and committed to change STP.005. This is an Open Item
,

pending appropriate chango's to the RHR Surveillance test.
/ (0 pen Item 315/84-19-02; 316/84-21-02).

f (3) On September 12, 1984, the inspector found the Unit 1 delta
-,_

T instruments reading low at 100% rated power. Loop one was
rea' ding 98%, loop two 97%, loop three 94%, and loop four 96%.

s
. The inspector was concerned that there appeared to be a
'' nonconservative error. The licensee agreed that the loop three

s
; reading was not accurate and tripped the protection function

* '

bistables. A bad splice was found and the compensating leads
were swapped on the RTD. Following calibration, the loop three

'
,

reading was 98%.
'

'-

Research determined that the safety analysis for Unit 1 had
been done at 3411 IMT except for the large break loss of coolant
accident (LOCA). Amendment No. 74 to the license allows the
use of 3411 MWT for calculating overpower and overtemperature
delta T trip setpoints. The Unit is still restricted to 3250
MWT until the analysis is complete for LOCA. Excore detectors

are set at 100% for 3250 MWT. This accounts for the delta
T instruments indicating low at 100% rated power.

Operators questioned were not aware of any specification as to
how far out the instruments could read although they perform

,

a shiftly channel check. They also were not aware that the
delta T instruments should not be reading 100% as did the
nuclear instrumentation. The licensee has initiated action
to verify the delta T setpoints, and provide the operators with
action limits for instrument tolerance and inform them why the
difference exists between rated power and indicated delta T
power.

5
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' * Failure to include acceptance criteria in the procedure which
^

implements the Technical Specification required channel check
.is a violation of; quality assurance and Technical Specification
requirements, as set forth in the Appendix (315/84-19-03;
'316/84-21-03).

(4) -During review of Unit 2 Control Room. Log entries on September 19,
1984 (Book Number 30, page 28), Condition Report 2-09-84-1986
and Unit.2, containment entry log dated September 19, 1984; the
following entries were noted:

0724 Perf. started STP.227 (3-Day Door. Test)-

0750 Perf. completed STP.227 (3-Day Door Test)-

1155 lower containment inner personnel access door-
-

inoperable - excessible leakage per S. Krvis T.S. 3.6.1.3
24 hours to repair, maintain outer door closed.

- 1443 lower containment inner personnel access door operable
per Mike Davis Performance.

,

The containment entry log identifies two containment entries
were made:

.

_1045 hours to check lower containment oxygen level-

1418 hours to repair the inner airlocks-

The Condition Report lists the event time as 0800 hours implying
that the door was inoperable at that time. The inspector was
concerned with the apparent. time lag from completion of the test
until the time that the control room was informed that the door
was inoperable. If the times are correct it would appear that
the 1045 hour entry should not have been made as it would have

'~

been in violation of the action requirements of Technical
,

. Specification 3.6.1.3.

These log entries were later discussed with the Performance-
Supervising' Engineer in order to resolve the apparent discrepancy
between the Control Room Log (1155. hours) and the Condition-

* Report time of inoperability -(0800' hours). He_ stated that the
first test at 0724 hours was' acceptable, but the results were

|high. Further investigation found a paint chip on the door
-seals and a retest was performed. This second test was a ~
failure and resulted in declaring the airlock inoperable per.
-Technical Specification.3.6.1.3 at 1155 hours. The action,

requirements of this specification required that the other door
remain closed and the failed door be repaired in 24 hours, or.

-the Unit taken to cold shutdown. Apparently without management'

review and without being denied access to the containment through_.
the remaining operable door, maintentace-personnel entered at
1418 hours and repaired the-leaking door seals.

Discussion of the above at the exit meeting on 0ctober 11, 1984
is summarized as follows:

.
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(a) Condition Report 2-09-84-1986 contains the incorrect time
of the event.

(b) The second STP.227 was performed Detween 0750 and 1155
hours without the knowledge of the control room operators
as evidenced by interview and lack of a log entry.

(c) There is no record of the entry which found a paint chip
on'the seals. This may bo due to the understanding that
a verbal report that "the seals were checked" may be made
after cleaning some debris from them and there is no need
to report the required cleaning. It is also worth noting
that Unit 2 Technical Specifications (TS) do not require
a visual seal inspection like Unit 1 TS do. The licensee

~

was asked to determine if additional instructions for the
visual inspection are required.

(d) Limiting Condition for Operation (LCO) 3.6.1.3 was ,

voluntarily entered to repair the seal, apparently without
management review and approval. A different route to the
inner door would have required entering the LCO action
requirement of 3.6.5.5. PMI 1040 " Plant Nuclear Safety
Review Committee" was revised effective October 1, 1984
which requires prior PNSRC approval of certain maintenance
and trouble shooting activities which require voluntary
entry into action statements.

The apparent log entry discrepancies are considered to be an
Unresolved Item pending further review by the resident inspector
(315/84-19-04; 316/84-21-04).

,

(5) At 0345 hours on September 8,1984 an operator on tour found
the Unit 1 Turbine Driven Auxiliary Feedwater Pump (TDAFP) in
the tripped condition. The trip and throttle valve was
relatched at 0355 hours and an operability test was performed
by 0900 hours on the same day. Investigation of this event had
not been completed when the TDAFP was again found tripped on
October 13, 1984 at 0350 hours by'an operator on tour. The
second time the trip and throttle valve could not be relatched
the solenoid was found burned out apparently due to a steam
leak under the solenoid. The control room has an annunciator
for TDAFP trip but it only alarms when the trip solenoid
circuitry is actuated. In neither of the above cases was the
the control room aware of the inoperability of the pump until
it was discovereo by an operator on tour.

Due to the importance to safety of this pump, the licensee was
asked wny they have not initiated a design change to annunciate
the actual status of the trip and throttle valve. The licensee's
evaluation concluded that due to the extreme difficulty in

providing this annunciation and the redundancy provided by

4
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' Auxiliary. Feedwater, that the shiftly checks of .the trip and
throttle valve are adequate. This is-an Open Item (315/84-19-05;
316/84-21-05)'pending further review by the resident inspector.

One-item of noncompliance was identified.
V

.4. fMonthly Surveillance Observation

-The inspector reviewed Technica'l Specifications. required surveillance
;~ ; testing on,the systems' listed below and verified that testing was per-

formed in accordance with adequate procedures, that test instrumentation
was calibrated, that limiting conditions for operation were met, that,

.

'c removal and' restoration of the affected components were accomplished,
.that test results conformed with Technical Specifications and procedure
requirements.and were reviewed by personnel other than the individual
-directing the test, and that any deficiencies identified during the

'

testing were properly reviewed and resolved by appropriate management
personnel.+

2 THP 4030'STP.016' Steam Generator Level Set II
2 THP 4030 STP.028 Power Range.N42 Nuclear Instrumentation

"12 THP~4030 STP.228 Engineered Safety Feature Ventilation Perform-
ance; .

.

Incore - Excore Detector Calibration-12.THP 4030 STP.362
2 OHP 4030 STP.007 Containment Spray System Operability Test
1,2 OHP 4030 STP.030 Operations Daily and Shift Surveillance Checksp
(Both Units)
12'0HP 4030 STP.235 . Acoustic Valve Position Monitor System Channel

Check
1 OHP 4030.STP.005- Emergency Core Cooling System Operability Test'

'l OHP 4030 STP.032- Quadrant Power Tilt Calculation

One item of noncompliance was identified concerning acceptance criteria,.
as discussed'in Paragraph 3.

'

5. Monthly Maintenance Observation

[ .

Station' maintenance activities of safety related systems and components
~

listed below were observed and/or reviewed to ascertain that tiiey were
conducted in accordance with approved procedures,. regulatory-guides and
industry' codes or standards and in conformance'with Technical Specifica- -

tions.

LThe following items were considered during this review: the limiting

conditions for operation were met while components or systems were
removed from service; approvals were obtained prior to initiating the-

. - . work; activities were: accomplished using' approved procedures and were'

inspected as applicable; functional testing and/or calibrations were
~

' performed prior to returning components or systems to service;~ quality
control records were maintained; activities were accomplished by-quali-
fied personnel; parts and materials used were' properly certified;

.

I radiological controls were implemented; and fire prevention controls
were implemented.

4
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The following maintenance activities were observed and/or reviewed:

Job Order 03487 (In C&I 2-2100) Resetting adjustable relays
Job Order-27899 (ME-VKC-U-150C36) Repair of fuel oil check

valves
Job Order 035840 Investigation and repair of Unit 2 CD battery

charger
Job Order 90942 Preventive maintenance on control room recorders
2 MHP-SP-081 Investigation and repair of spalled concrete

on south side of Unit 2 containment (caused by
embedded wood)

No items of noncompliance or deviations were identified.

6. Licensee Event Reports

a. Through direct observation, discussions with licensee personnel, and
review of records, the following event reports were reviewed to
determine that reportability requirements were fulfilled, immediate
corrective action was accomplished, and corrective action to prevent
recurrence had been accomplished or initiated in accordance with
Technical Specifications. The following items were closed out:

Unit 1

R0 83-058/03L-0 Containment sump flow recorder inoperable
R0 83-061/03L-0 Containment sump flow recorder inoperable
R0 83-077/03L-0 Two nonessential service water valves not on

? containment integrity checklist
R0 84-008-0 Reactor trip and safety injection from the

loss of a control room instrument distribu-
tion inverter

R0 84-010-0 Deleted - issued as R0-84-008-0
R0 84-011-0 Both ESF ventilation trains inoperable

R0 84-014-0 Both safety injection pumps inoperable

Unit 2

R0 83-084/03L-0 Reactor critical with Tavg less than 540 F

R0 83-088/03L-0 Inoperable fire barrier

R0 83-089/03L-0 Containment Spray Pump discharge valve found
inoperable

R0 83-090-03L-0 Solid State Protective Train A inoperable

R0 83-093-03L-0 and 1 Diesel Generator fire protection equipment
inoperable without taking compensatory
measures

R0 83-094/03L-0 Loop 4 Steamline pressure channel inoperable
due to blockage

R0 83-096/03L-0 Procedure error during Containment Spray
Pump testing

R0 84-002-0 Reactor trip

No items of noncompliance or deviations were identified.

9

-



-
.

.

'

b. (Closed) LER 315/84-020: Fire dampers were found inoperable due to
obstructions.

(1) Background

Technical Specification 3.7.10 requires operability of Fire
Rated Assemblies at all times and specifies a variety of
remedial actions:

a. Establish a continuous fire watch in one hour, or

b. verify operability of detection system and establish an
hourly fire watch patrol, or

c. close the damper and establish an hourly fire watch patrol.

Technical Specification 3.7.9.3 requires the CO2 suppression
system for the Control Room Cable Vault to be operable. This
system is a manual backup to the Halon system (T.S. 3.7.9.4)
which was declared inoperable April 5, 1983 due to its inability
to meet' concentration requirements.

All instrumentation and control cable for the unit pass through
the control room cable vault. Safety related cable is contained
in cable' trays and conduit and the remainder is on the floor.
The cable vault is ventilated by supply and exhaust dans whose
openings are sealed off in case of a fire by three hour rated
fire dampers. These Unit 1 dampers are 28 inches square,

or Halonguillotine-type, and actuate closed when the CO2
header is pressurized.

(2) Event

On August 22, 1984 at 0000 hours the Control Room Cable Vault
supply fan fire damper (1-HV-ACES-2) was found held open by a
piece of conduit during performance of CO2 system tasting
(**12 THP 4030 STP.225D). A CO " puff test" was conducted and2
when the damper was found to not have actuated, the conduit was
found in the side track holding it open. The conduit was
removed, the damper relatched and a retest was performed _by
0630 hours on the same date. From the time of discovery until

retested, a fire watch was posted as required by Technical
Specification 3.7.10.

(3) Investigation

It is fairly common practice at the plant to utilize an
expedient device, such as conduit, to prop the damper open
while relatching the CO2 pop-off device due to the accessibility
of and weight of the damper. The last time known to the
licensee that this damper was reset was after a maintenance
test (**12 MHP 4030 STP.028) conducted on May 21, 1984. The

10
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damper, therefore, was assumed to have been inoperable from
'May to August (approximately three months). The damper is not
easily accessible, nor.was the conduit readily observable in
the-track of the damper.' During_ investigation of the August 22
damper' problem, a review of the maintenance test.found an
additional problem in_that the damper for the Diesel Generator
Fuel.0il Day Tank Enclosure (1-HV-DGD-2) was partially obstructed
by conduit in the bottom of the damper track.

(4) Safety Significance

Based on the August 22 event, the_ inspector asked the licensee
to evaluate the effect_of the open damper on the fire suppression
capability of the control room cable vault CO2 suppression
system. Calculations by the inspector showed that the design
CO concentration of 50% would be maintained in the vault for2
nine minutes, based on the licensee's preoperational test
results for the system. The licensee verbally reported that
two independent calculations showed eight and seven minutes.
Acceptance criteria for the testing performed in 1974 did not
specify a quantitative time for maintaining the concentration,
but merely required it for a sufficient period of time.
National Fire Protection Association requirements for the 1980
Code, Section 12, require the concentration to be maintained
for twenty minutes for a deep seated fire or one minute for a
surface fire. .The licensee has argued that the fire detection
system is of the ionization type which would quickly detect a
fire and not allow it to become deep seated. However, a cable
tray fire can by its nature be deep seated, e.g. a cable
internal to a bundle in an enclosed tray which is the source of
the, fire would not be sufficiently cooled to prevent reflash by
a short discharge of CO . Testing of this type of fire was2
conducted by Sandia Labs and reported in NUREG/CR-3656 (to be
published). Results of their testing showed reflash upon simul-
ated Fire Brigade entry into an area 20 minutes after suppression
system actuation at 50% concentration.

(5) Conclusions

An Enforcement Conference was held on October 26, 1984 at the
licensee's facility to discuss this event. The U.S. NRC's
concerns were as follows:

(a) -Technical Specification 3.7.10 requires fire dampers to
be operable at all times. The Ccntrol Room Cable Vault

. Ventilation Supply fire damper was found propped open on
August 22, 1984 and had been in this condition since the
last known maintenance inspection on May 21, 1984.

-(b) : Technical Specification 3.7.9.3 requires the CO2 system
for.the~ Control Room Cable Vault to be operable since the
primary Halon Suppression system was found to be inoperable

11
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on April 5, 1983. This CO suppression system is designed2
to be a " total flooding" type system, which require
integrity of the protected volume. An open damper of 28
inches square has the potential to degrade the fire
suppression capability of the system and render it in-
operable.

(c) 10 CFR 50, Appendix B, Criterion V requires that procedures
of a type appropriate to the circumstances be implemented.
Two plant procedures (12 NHP 4030 STP.028; 12 THP 4030 STP.
2250), whose purpose, in part, is to verify the operability
of fire dampers, did not contain the level of detail
necessary to assure that the dampers were restored to an
operable condition following testing and inspection.

In response to item (a), the licensee acknowledged the open
damper but was of the opinion that the period of violation may
have been for a shorter duration. No record, however, was found
to substant' ate the occurrence of an intervening situation that
would have accounted for the damper being propped open after
May 21.

The licensee's response to items (b) and (c) included a dis-
cussion of calculations performed using NFPA-12 and their own
preoperational test results, where it was estimated that a 50%
CO concentration would be maintained for 8 minutes. The.2
licensee's second point was that, in their opinion, detection
of a fire would be "almost immediate" due to the rapid response
of the ionization detection system. The licensee maintained
that this would prevent a fire from becoming well established
or being a hazard to the redundant train's cables. A third
point made on this issue was that operators had been instructed
at the time the Halon system was declared inoperable to actuate
the manual CO system twice in response to a valid fire. Several2

= operators interviewed recalled the previous instruction, but no
written procedure or fire pre plan existed during the period
the damper was propped open.

.The licensee provided their proposed corrective actions to prevent '

recurrence and also a formal safety evaluation in a supplemental
LER (R0 84-020-1, dated 10/23/84) which is still under review
by the resident inspector. Corrective actions in progress by
the licensee. include the following:

Restore the Halon Suppression system to an operable-

condition (completion projected for the end of November
1984).

actuation switch which- -Placed a caution tag on the CO2
refers the operator to the revised procedure directing two

actuations.CO2

12
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Developing administrative measures to ensure that resetting-

of fire dampers will be done only by a qualified maintenance
individual whose function will be to restore and assure
operability of the closure device.

Failure to ensure the operability of the fire dampers at all
times is a violation of Technical Specification requirements,
as set forth in the Appendix (315/84-19-06).

One item of noncompliance was identified.

7. Unit 2 Reactor Trips

On September 11, 1984 at 1517 hours the Unit 2 reactor tripped due to
-a Reactor Protection System signal indicating low reactor coolant flow.
The signal was generated when a control room instrument distribution
(CRID III) inverter failed due to a shorted capacitor. All systems
functioned normally on the trin and the post trip review identified two
problems. A radiation monitor lost power (ERS-2400 SPING) and did not
operate on its backup D. C. power. Subsequent power supply switching
failed to reproduce the problem. Also, feedwater valve FM0-231 indicated
intermediate when initially closed. Subsequent testing did not reproduce

- the problem and it wss concluded that the high dif ferential pressure
across the valve somehow prevented the valve from going fully closed.
All CRID III diodes and SCR's were replaced as a precaution. The Unit
was back on the line at 0722 on September 12, 1984.

At 0733 hours on September 12, 1984 the Unit again tripped from 15% power
due to high steam generator level. The cause of the high level was a
combination of overfeeding and a lack of coordination between the reactor
and secondary plant operators during a shift turnover. No abnormalities
were observed. The Unit was returned to service at 2025 hours.

No items of noncompliance or deviations were identified.

8. IE Bulletins

IE Bulletin 79-11, " Faulty Overcurrent Trip Device in Circuit Breakers
~For Engineered Safety Systems", discusses Westinghouse' type DB-75 and
DB-50 breakers. The licensee's response dated July 5,1979 (AEP:NRC:
00211) states that no type DB-75 breakers are utilized on safety related
Class 1E circuits, but does not address the type DB-50 breakers which are
used at D. C. Cook. The licensee's response was reviewed and the bulletin
was considered closed. As a result of an IE headquarters request to

have a response addressing the application of both types of breakers, at
< the inspector's request the licensee agreed to supplement their response.
>The supplementai response is not expected to change the closed status of
the bulletin.

.

No items of noncompliance or deviations were identified.
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9. Open Items

Open items are matters which have been discussed with the licensee,
which.will be reviewed by the inspector, and which involve some action
on the part of the licensee. Open items disclosed during this inspection
are discussed in Paragraphs 3.c.(2) and 3.c.(5).

10. Unresolved Items

Unresolved items are matters cbout which more information is required
in order to ascertain whether they are acceptable items, items of non-
compliance, or deviations. Unresolved items disclosed during the
inspection are discussed in Paragraphs 2 and 3.c.(4)(d).

11. Exit Meetina

The inspector met with the licensee representatives (denoted in Paragraph
1).throughout the inspection, on October 11, 1984, and on October 26, 1984,
and summarized the scope and findings of the inspection. The licensee
ackncwledged the open items, unresolved items, and items of noncompliance
identified in Paragraphs 3.c.(3) and 6.b.(5).

14


