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Inspection Summary (Continued) 2

Inspection Summary
Inspections on January 23 - March 1,1985 (Combined Report Numbers

50-272/85-03 and 50-311/85-03)
Areas Inspected: Routine inspections of plant operations _. including: status of
previous inspection items, review of periodic and special reports, licensee
event report review, operational safety verification, surveillance observa-
tions, maintenance observations, ESF system walkdown, operating events, Unit 2
refueling operations and Unit 2 second refueling outage license condition re-
quirements. The inspection involved 194 inspector hours by the resident NRC
inspectors.

Results: There was one violation of a Limiting Condition for Operation which
resulted from failing to follow an operating procedure for conducting contain-
ment pressure reliefs (paragraph 4). Other concerns discussed requiring licen-
see action include: corrective actions to assure that liquid releases are con-
tinuously recorded (paragraph 4), investigation of operator actions for valve
12MS28 limit switch failure (paragraph 5), investigation of personnel errors to
determine lessons learned (paragraph 4), corrective actions to prevent intro-
ducing uncontrolled flammable materials in safety related areas (paragraph 4),
and corrective actions to restore a safety grade Auxiliary Feedwater System -
low suction pressure trip (paragraph 9).
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DETAILS

1. Persons Contacted

Within this report period, interviews and discussions were conducted with
members of licensee management and staff as necessary to support inspec-
tion activity.

2. Status of Previous Inspection Items

(Closed) Inspector Followup Item (272/84-42-01) The inspector reviewed
revised LER 84-022, and correspondence from R. Uderitz to R. Starostecki,
dated January 7, 1985. The corrective actions taken have resolved our
Concerns.

(Closed) Inspector Followup Item (272/84-10-04; 311/84-10-04) Since the
Unit 1 Technical Specifications require the meteorological tower to be
operable at all times, there is no need to amend the Unit 2 Technical
Specifications to require the same.

(0 pen) Unresolved Item (311/84-32-01) The inspector reviewed current in-
formation available that addresses the failure of the PORV Block Valve,
2PR6, to close on demand during the depressurization event on July 25,
1984. The licensee has determined that the Limitorque operator installed
on the block valve did not have the proper torque switch setting for the
spring pack in the operator. It was determined that the manufacturer had
substituted a different spring pack in the replacement operator that the
licensee purchased than was installed in the original equipment. The
appropriate torque switch setting was made by the manufacturer. However,
the licensee apparently changed the setting during installation to that
required by the original equipment. This resulted in the thrust output of
the operator being less than design. The licensee has committed to revis-
ing Unit 2 LER 84-018 to reflect the new information.

3. Review of Periodic and Special Reports

Upon receipt, the inspectors reviewed periodic and special reports. The
review included the following: inclusion of information required by the
NRC; test results and/or supporting information consistent with design
predictions and performance specifications; planned corrective action for
resolution of problems, and reportability and validity of report informa-
tion. The following periodic reports were reviewed.

Radioactive Effluent Release Report RERR-17 - February 27, 1985--

Unit 1 Month 1;, Operating Report - January 1985--

-- Unit 2 Monthly Operating Report - January 1985
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Unit 1 Ninety-Day Report (Inservice Inspection) for the Fifth Refuel---

ing Outage - January 22, 1985

4. Licensee Event Report (LER) Review

The inspectors reviewed LER's to verify that the details of the events
were clearly reported. The inspectors determined that reporting require-'

ments had been met, the report was adequate to assess the event, the cause
appeared accurate and was supported by details, corrective actions ap-
peared appropriate to correct the cause, the form was complete and generic
applicability to other plants was not in question. Details of onsite
followup are included, if applicable.

Unit 1

84-28 Reactor Trip While Reducing High Flux Trip Setpoints '

This report detailed the reactor trip on December 23, 1984 that resulted
from a technician error while reducing the flux trip setpoints. Initial
inspector review of this event is documented in paragraph 8A of Inspection
Report 50-272/84-47. The licensee has completed a review of the causes of,

' this event and determined that no procedural changes were necessary to
prevent recurrence.

84-29 Reactor Trip Due to Partial Closure of 11BF19

This report detailed the reactor trip on December 31, 1984, that resulted
fron an equipment failure that caused a partial closure of the main feed-
water regulating valve to the No. 11 Steam Generator (118F19). Initial
inspector review of this event is documented in paragraph 8A of Inspection
Report 50-272/84-47. The licensee has completed their evaluation of this
event and determined that this was a random equipment failure. This is>

based on no similar prior occurrences of this nature and satisfactory
inspection results of like equipment.

Unit 2

84-26 Radioactive Liquid Release Not Continuously Recorded

This report detailed a failure of the Unit 2 Radiation Monitoring System
computer which resulted in the operators not continuously recording the
release data for three liquid releases performed on November 24, December
1 and December 2, 1984. Based on sample analysis and a review of the
. liquid waste release monitor, 2R18, the licensee determined that no re-
lease limits were exceeded. The licensee has determined that to prevent
recurrence, a design change to install strip chart recorders on Unit 2. is
necessary and that radioactive liquid waste release procedural changes may
be required. The inspector will review these corrective actions during a
future. inspection (311/85-03-01).

- - _ - . . , , - . - - - - - - - - , . . - , - - - - .-- -
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5. Operational Safety Verification

,a. Control Room Observations

Daily, the inspectors verified selected plant parameters and equip-
ment availability to ensure compliance with limiting conditions for
operation of the plant Technical Specifications. Selected lit annun-
ciators were discussed with control room operators to verify that the
reasons for them were understood and corrective action, if required,
was being.taken. The inspectors observed shift turnovers biweekly to
ensure proper control room and shift manning. The inspectors direct-
ly -observed operations to ensure adherence to approved procedures.

b. - Shift Logs and Operating Records

Selected shift logs and operating records were reviewed to obtain
s .information on plant problems and operations, detect changes and

: trends in performance, detect . possible conflicts with Technical ;
; Specifications or regulatory requirements, determine that records are

being maintained and reviewed as required, and assess the effective-<

! ness of the communications provided by the logs.

During a review of the shift logs on February 14, 1985, it was noted
that a problem was encountered during turbine valve testing. Turbine<

stop valve, 12MS28, limit switch failed to produce a reactor trip
signal to the SSPS. Technical Specifications require that the bi-
stable be tripped within one hour in this case, which was not done.<

This would make the Technical Specification 3.0.3 applicable requir-,
' ing shutdown within six hours. Before six hours had passed, the con-

dition was fixed. The inspector was concerned that the operators did
not apparently take the appropriate actions. An incident report was
initiated for this event. The inspector will review the results of
the licensee's investigation of this event and any corrective actions

'

;
i taken to prevent recurrence (272/85-03-01).
i

' At 10:00 a.m. on February 13, 1935, the Unit 1 Containment Iodine
Radiation Monitor,1R128, became inoperable as a result of testing.
While it was inoperable, two containment pressure reliefs were made
from 10:50 to 11:22 a.m. and 1:46 to 2:12 p.m. without reducing the
setpoint of the alternate plant vent monitor, IR41B, as required by

,

Technical Specification. Technical Specifications 3.3.3.1 and 3.9.9.

require that the containment purge and pressure / vacuum relief valves
i remain closed if the iodine radiation monitor is inoperable. Failure

to maintain the pressure relief valves closed while IR12B was inoper-
able without reducing the setpoints on IR418 is a violation of a

,

t

I

+
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Technical Specification Limiting Condition for Oper tion (LCO) (272/
85-03-02). At the time of this event there wev other radiation
monitors in service which would have provided automdic isolation of
the pressure relief valves before any release limits were exceeded.
In fact, the second pressure relief was terminated by an automatic
isolation as a result of 1R11A, the containment air particulate
monitor, going into alarm.

The licensee identified the violation and notified the resident in-
spector of the occurrence. It appears that the operators failed to
follow procedures when conducting the containment venting operations.
This same LC0 was violated previously on May 28, 1984, on Unit 2. On
that occasion, senior licensed operators inappropriately changed the'

procedure, which resulted in the violation. The licensee then devel-

oped corrective actions, including measures taken to prevent recur-
rence; however, it appears that these measures were ineffective.

Also during the log review, it was noted that while restoring 1A
emergency diesel generator to service on February 14, 1985, following
a planned repair to the lube oil system, all the lube oil was pumped
out of the machine through an open petcock vent in the system. It
appears that the operator who restarted the lube oil pump did not
close the petcock as instructed and did not check for leaks. How-
ever, the Technical Specification Action Statement for resturing the
generator to service was not exceeded. This event also appears to be
a personnel error. The inspector will review the licensee's initia-
tives to minimize the number of personnel errors, such as these, in a
future inspection (272/85-03-03).

c. Plant Tours

During the inspection period, the inspectors made observations and
conducted tours of the plant. During the plant tours, the inspectors
conducted a visual inspection of selected piping between containment
and the isolation valves for leakage or leakage paths. This included
verification that manual valves were shut, capped and locked when
required and- that motor operated valves were not mechanically
blocked. The inspectors also checked fire protection, housekeeping /
cleanliness, radiation protection, and physical security conditions
to ensure compliance with plant procedures and regulatory require-
ments.

'

During plant tours on January 29 and February 6,1985, combustible
materials were found in the auxiliary building. The first occurrence
involved the temporary storage of painting materials and trash asso-
ciated with the painting of the floor between the Units 1 and 2 relay
rooms. The materials were located directly in front of the fire hose
and fire extinguisher stations and would have impeded the response of

- .- . .. -, . - - - - . - - .- - - _.
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the fire brigade had a fire occurred. The second occurrence involved
an unapproved container (1 gallon glass bottle) of acetone found in
the Unit 1 100-foot elevation inner penetration area. On both oc-
casions, the licensee immediately removed the materials. The inspec-
tor will review the licensee's actions to prevent recurrence of these
events (272/85-03-04).

d. Tagout Verification

The inspectors verified that selected safety-related tagging requests
were proper by observing the positions of breakers, switches and/or
valves.

Except as noted in paragraph 5b, no violations were observed.

6. Surveillance Observations

The inspectors observed portions of the surveillance procedures listed
below to verify that the test instrumentation was properly calibrated,
approved procedures were used, the work was performed by qualified per-
sonnel, limiting conditions for operation were met, and the system was
correctly restored following the testing:

Unit 2 Containment Spray Nozzle Flow testing per Inservice Inspection--

Department Procedure M9-ITP-2 and Work Order 84-10-066-9

SP(0)4.8.1.1.2 Emergency Power Systems Start test of IB Diesel--

Generator

-- 1 IC 18.1.010 SSPS Train B - Reactor Trip Breaker - UV Coil Func-
tional Test

-- 2 PD 2.1.007 Channel Calibration FT-110, Boric Acid Blend System per
I0 No. 403537

No violations were observed.

7. Maintenance Observations

a. The inspectors observed portions of various safety-related mainten-
ance activities to determine that redundant components were operable,
these activities did not violate the limiting conditions for opera-
tion, required administrative approvals and tagot,ts were obtained
prior to initiating the work, approved procedures were used or the
activity was within the " skills of the trade," appropriate radiolog-
ical controls were properly implemented, ignition / fire prevention
controls were properly implemented, and equipment was properly tested
prior to returning it to service.



.

.

8

.

b. During this inspection period, the following activities were ob-
served:

Unit 1 and 2 Reactor Trip Breaker periodic maintenance and test---

ing per maintenance Department Procedure M3Q-2 and WO's 85-02-
01-036-1 and 84-07-10-984-3

Repairs _ to service water valve 21SW39, per WO 85-02-02-002-1--

Replacement of Unit 1 SSPS Test Switch, TS632, per WO 85-01-31---

057-3

With respect to the Reactor Trip Breaker (RTB) periodic maintenance,
on two occasions during the inspection period, the licensee reported
that RTBs had failed bench tests. The first occurrence, January 22,
1985, was for a new Unit 2 RTB. The Undervoltage Trip Attachment
(UVTA) output force was sufficient to pass the minimum acceptance
criteria, but had failed a more conservative output force test and
subsequently failed the minimum acceptance criteria. The licensee
reviewed the test results and noted an unusual variation in the lift
force tests of the RTB trip bar. The licensee concluded that the RTB
was not acceptable and is in the process of implementing a test pro-
gram to determine the cause of the trip bar force variance.

The second occurrence, February 8,1985, was for the Unit 1 "B" RTB.
This breaker had approximately 6 months service time. The output
force of the UVTA was sufficient to trip the breaker; however, the
trip bar lift force exceeded the maximum allowable of 31 ounces as
required by procedure. Westinghouse was notified so that corrective
actions could be taken. Westinghouse representatives observed the
testing of the RTB and concluded that lubrication of the breaker was
necessary. Westinghouse provided specific directions for the lubri-
cation. Following this the breaker was satisfactorily retested.

4
'

No violations were observed.

8. Engineered Safety Feature (ESF) System Walkdown

The inspectors verified the operability of the selected ESF system by per-
forming a walkdown of accessible portions of the system to confirm that
system lineup procedures match plant drawings and the as-built configura-
tion, to identify equipment conditions that might degrade performance, to
determine that instrumentation is calibrated and functioning, and to ver-
ify that valves are properly positioned and locked as appropriate. The
Unit 1 Emergency Diesel Generator Auxiliary Systems were inspected. No
adverse conditions were identified.

- .
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9. Operating Events

a. Unit 1

On February 5, 1985, the licensee determined that a potential--

single failure of a test switch could result in a total loss of

the Auxiliary Feedwater System. The test switch is part of a
" control grade" modification, completed in 1981 for Unit I and
1983 for Unit 2, to trip the auxiliary feedwater pumps on low
suction pressure, a condition indicative of a failure of the
auxiliary feedwater storage tank. The licensee lifted the leads
on the test switch to prevent the common mode failure. Since
this feature is a requirement of the Unit 2 License, the licen-
see will complete a safety grade design change to preclude
single failure occurrence prior to restoring the unit to ser-
vice. The licensee intends to take similar action on Unit I when
parts are available. As an interim measure, procedural changes
and/or operator guidance are being formulated so proper action
would be taken to protect the auxiliary feedwater pumps in case
of the storage tank failure. This matter is considered unre-
solved pending review of the corrective actions taken (272/
85-03-05; 311/85-03-02).

On February 8, 1985, the liccnsee determined that the No. IB--

Reactor Trip Breaker could not satisfactorily pass the bench
test criteria for " trip bar force" measurement as required by
Maintenance Procedure M3Q-2. Details of event followup are in
paragraph 7 of this report.

On February 14, 1985, the licensee declared the IC Safeguards--

Equipment Cabinet (SEC) inoperable as a result of a failed relay
found after functional testing. An unusual event was declared
and the operators initiated a plant shutdown in accordance with
Technical Specifications. The licensee replaced the failed re-
lay with a spare and terminated the shutdown following satis-

'

factory post-maintenance testing.

b. Unit 2

The unit remained shutdown for the entire period for the second--

refueling outage. During the period, refueling was completed
and modifications to the plant continued. The licensee expects
to complete the outage by April 1, 1985.

During testing prior to restoring equipment to service, the--

licensee found on February 26, 1985, that a containment spray
pump discharge valve failed to open when required; and on March
1, 1985, that three of eight total Main Steam Isolation Valve
port valves failed to open when required. Work Orders were
initiated to repair the failed equipment, prior to changing
modes of operation, when the failed equipment would be required.

*
.- _ _ , _ _ _
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10. Action Plan Status Management Meeting

On February 13, 1985, a meeting was held to discuss the status of the
following Action Plans:

2.1.1 Functional Analysis of the VPN and all Direct Reports
2.2.1 Safety Review Management
2.4.1 Plant Cleanliness and General Appearance
2.6.1 Organizational Responsibility and Interface in the Maintenance Area
2.2.2 Commitment Management
2.6.3 Backlogged Maintenance Work Items

During this meeting, PSE&G made presentations to address actions taken to
improve operations at Salem. Focus of discussion was on the closecut re-
quirements of the selected Action Plans. The NRC expressed concern about
the closeout of Action Plan 2.1.1, since a personnel change was announced
at the VPN level. PSE&G acknowledged this concern. It was determined
that a meeting in March 1985 would be necessary to better discuss the
Action Plan status and closecut process.

11. Refueling Operations
4

The inspector observed portions of the Unit 2 second refueling. Cora
loading was completed during the period. Technical Specifications for
boron concentration, nuclear instrumentation, containment integrity and
water level were verified periodically. The core verification process was
also reviewed. No violations were identified.

1

12. Organization Change

The licensee announced that effective March 18, 1985, Corbin A. McNeill,
Jr., would assume the duties of Vice President - Nuclear, replacing R. A.
Uderitz, who will be ome the Vice President -Production.

13. Allegation Followup

The NRC received an allegation pertaining to the cleanup of the Unit 2
Reactor Cavity, following the core loading in which a " hot item" was
found. The radioactive item, about 1.5 inch x 0.5 inch in size, was
alleged to be reading about 7,500 R/hr. The removal of this item and the
Health Physics concerns are addressed in Inspection Report 50-272/85-05;
50-311/85-05. The inspectors were concerned about where this item may
have come from and what investigation to determine this was conducted by

- . - ___- .- - .-. . .
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the licensee. Since the licensee had conducted a complete visual exam-
ination of all the fuel bundles that were loaded into the core, the licen-
see does not believe that this item is likely to have come from that fuel.
In tddition, because of ALARA considerations, the licensee did not believe
a detailed inspection of the item to determine its origin was warrar.ted.
The licensee further stated that they do routinely monitor the reactor
coolant activity and if there is any failed fuel cladding, it will be
found through their testing. The inspectors had no further concerns about
the item's origin.

14. Full Power License Conditions (Unit 2)

The full power license for Salem Unit 2 issued on May 20, 1981 contains
" several conditions which must be met prior to specified dates or events.

The inspector reviewed the following item prior to completion of the
second refueling outage. The item is numbered as it appears in the full
power license.

2.C.(1.5)(b) Amendment 29 to the operating license dated February 7,--

1985 deleted the requirement that inspection ports be installed in
the steam generators by the end of the second refueling outage.

15. Unresolved Items

Unresolved items are matters about which more information is required in
order to ascertain whether they are acceptable items, violations or devia-
tions. The unresolved item identified during this inspection is discussed
in paragraph 9.

16. Exit Interview

At periodic intervals during the course of this inspection, meetings were
held with senior facility management to discuss inspection scope and find-
ings. On March 1,1985, the inspectors met with licensee representatives
and summarized the scope and findings of the inspection as they are de-
scribed in this report. Based on discussion with the licensee, the in-
spector concluded that none of the issues or findings detailed in this
report contain proprietary information.

s

!
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