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

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

Facility Name: Beaver Valley Power Station, Unit 1

Inspection At: Shippingport, Pennsylvania

Inspection Conducted: November 2 - December 9, 1984

/ 2-[/ 7 I_ -Inspectors: * + ~

W. {//4) \b, . Senior Resident Inspector
Tro ski date signed
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D."9. Jo'hrgefi,Nsident Inspector date signed
,

Approved by: AL [ '_/ _'If%kf4
L.' E. Tripp~, Chief, Reactcfr Projects date signed

Section No. 3A, Reactor Projects
Branch 3

Inspection Summary: Inspection No. 50-334/84-25_ on November 2_ - December 9,1984.

Areas Inspected: Routine inspections by the resident inspectors (122 hours)
of licensee actions on previous inspection findings, plant operations, refueling 4
actiwities, housekeeping, fire protection, radiological controls, physical *

security, engineered safety features verification, outage related inspections and
testing, outage maintenance and modification activities, and licensee event reports.

Resul_ts: One violation (failure to check authorization of an individual granted
.

protected area access, detail 3c) and one safety issue (failure of station
batteries to pass design duty cycle tests, detail SD) were identified.
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DETAILS )
1. Persons Contacted

J. J. Carey, Vice President, Nuclear Group
R. J. Druga, Manager, Technical Services
K. D. Grada, Manager, Nuclear Safety
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

I
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
01'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) Unresolved Item (83-10-02): Detennine whether a common mode
failure exists in the source range (SR) monitor nuclear instruments.
The licensee shipped the two failed SR monitors to Westinghouse Industrial
and Government Tube Division for evaluation. The results were forwarded
to DLC by letter dated May 29, 1984. The tests, consisting of measure-
ments of capacitance, voltage breakdown and insulation resistance, concluded
that the center wire had failed in both instruments. For this to occur,
it is theorized that the high voltage imput was energized to the detector
while the reactor was at full power, resulting in excessive current to
the center wire. It, therefore,.does not appear to be a manufacturing
defect, but rather related to the failure of the P-6 interlock, which
maintains source range cutoff above 10% reactor power. Discussions with
the Instrumentation and Control Supervisor indicated that an engineering
memorandum has been issued to investigate prcblems with P-6. Follow up
on resolution of a possible misapplication of the P-6 relay is Open Item )(84-25-01).

(Closed) Unresolved Item (83-19-02): Failure to perform surveillance test
on containment ventilation system during core alteration. Originally
throught to be a missed surveillance test, this item highlighted a
potential weakness in the method used for scheduling those tests required
for refueling which do not have the normal test frequency used by other
plant procedures. To eliminate any confusion related to these special
test frequencies, the licensee modified their refueling checklist.
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The inspectors reviewed OST 1.49.3,' Refueling Operations Prerequisites,
and verified that it was revised to require that specific tests, including
OST 1.44C.1, Containment Purge and Ventilation Test, were completed prior
to core alteration and were properly rescheduled on the Master OST Schedule.
Completion of OST 1.49.3 was verified prior to the initial core off-load
and again before core reload. Licensee action was satisfactory.

(Closed) Unresolved Item (81-15-01): Review licensee practices regarding
operability of solid waste and PAB sump alarms. This item was_ opened
after a portion of the solid waste cubicle sumps were flooded with water
that was routed from the coolant recovery tank (BR-TK-4A) through an
overfill crossconnect line that communicated with the gaseous waste sweep
_ gas subsystem. Several items contributing to the event included filling
a tank above its upper level transmitter, instructing . operators to dis-
regard the high level alam that remained offscale for about three days,
and the maintenance of several inches of water in the solid waste cubicle
area floor to cover a resin spill to prevent airborne contamination.
The inspector reviewed current licensee practices and plant configurations
to verify that the contributing events mentioned above would be precluded
from recurring. The temporary cross-connect between BR-TK-4A and 48 has
been removed; the use of temporary systems without a full 10 CFR 50.59
review to detemine whether or not an unreviewed safety question is
involved is now prohibited. Additionally, the resin in the solid waste
cubicle has been cleaned up and the sump level alarms are functional.
Station Administrative Procedures now require the use of temporary procedures
for guidance in situations not covered within the scope of the normal
procedure. These TOPS are subject to the same review and approval process
as nomal plant procedures. Current plant practices of rigerously
controlling all temporary lines and modifications according to the above
documents provides sufficient corrective actions. This item is closed.

(Closed) Unresolved Item (84-12-07): Resolve conflict between containment
isolation times contained in the FSAR and technical specifications. The
inspector reviewed the licensee's disposition of this item contained in
DLC letter NDINSM: 1232, dated October 30, 1984. It was detemined that
the items referenced in Table 5.3-1 of the FSAR were obtained from the
manufacturer's valve specification sheets. The design intent being that
containment isolation valves would close as fast as possible, consistent

-with the design of the valves and valve operators with consideration given
to water hammer effects. In a letter dated May 2,1975, Stone & Webster
Engineering Corporation, the A-E, reconnended that the closure time of the
containment isolation valves referenced in the FSAR be increased by about
50% to prevent the technical specifications from becoming unreasonably
restrictive. And, apparently, these were the values inserted into TS
Table 3.6-1, which was reviewed and approved by NRR. The maximum isolation
time referenced is 30 seconds. FSAR Table 14.3-2, Major RCS Pipe Raptures.-
Analysis Input and Results (Limiting Break), calculated a minimum hot rod

'

burst time of 31.4 seconds. Since BVPS- Unit 1 employs a subatmospheric
containment (hence, no direct communication between the containment and

| outside environment during reactor operation), it is reasonable to conclude
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that the contribution of fission. product release while the containment -
. isolation valves are closing during a design base accident -is negligible.
The licensee intends to. keep the time referenced in the FSAR consistent
with the valve specification sheets. The inspector has no further concerns.

-

(0 pen)-Unresolved Item (83-07-09): . Perfonn engineering evaluation for DCP i

408 application of PSA mechanical snubbers. This item was_ opened to
.detennine whether. PSA mechanical type snubbers currently used for earth-
quake type loads,' could be applied at locations where an occasional dynamic
-load is expected to remain unidirectional for a critical period of time,
as is expected to be encountered in the event of a high energy line break.1

The inspector reviewed Engineering Memorandum 30272 dated September 22,
1984. The EM indicated that evaluations (Stone & Webster En

17,1984)gineeringCorporation through Job Order 14110.31, dated July were perfonned
that show that the PSA snubbers installed in the steam generator blow
down lines and those installed in the pressurizer ubicle are acceptablec
under all expected. loading conditions. However, calculational results
indicated that a restriction is required for future placement of certain
PSA snubbers to insure.that only snubbers with acceleration values which
are equal to or less than the. values of the installed snubbers are used..
These results were transmitted to Westinghouse for review to ensure that the
new load on the steam generator nozzles were within design limits. This
item remains open pending DLC resolution of the load effects on the steam
generator nozzles.

(0 pen) Unresolved Item (84-22-01): Determine significance of main steam
safety relief valve lift setpoint drift. Further review of this item is
discussed in Detail 7 of this inspection report.

(Closed) Unresolved Item (84-15-04): Revise 10 CFR 50.59 review of contain-
ment airlock modification to reflect seismic effects on seals. The inspector
reviewed Revision 2 of the Engineering Safety Evaluation to Design Concept
210, dated November 11, 1984. Design references listed in the basis

-appear to adequately address previous inspector. concerns.

Licensee determination of the need for a change in Technical Specifications
(TS) identified containment and outdoor temperature parameters as limiting
conditions for nil ductility limits of the metal used in construction of the
emergency airlock. TS Change No. 82, which addressed operability of each
containment airlock, is silent in this area. The revised design concept
was approved on December 7,1984, and it correctly identified needed -TS -
changes. However, at the close of this inspection _ period, the inspector -
could not determine whether such a change had been submitted to the NRC.
This is Open Item (84-25-02).

(0 pen) Violation (.84-15-01): Inadequate test control for station batteries.~

Further review of this item is discussed in detail Sc of this inspection
report.
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3., Plant _0perations

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-

Containment Building-

Penetration Areas-

Safeguards Areas-

Various Switchgear Rooms / Cable Spreading Room-

Protected Areas-

Acceptance criteria for the above areas included the following:

BVPS FSAR-

Technical Specifications (TS)i
-

BVPS Operatir.g Manual (0M), Chapter 48, Conduct of Operations-

- OM 1.48.5, Section D, Jumpers and Lifted Leads
OM 1.48.6, Clearance Proceduresi -

i OM 1.48.8, Rscords-

! OM 1.48.9, Rules of Practice-

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

BVPS Maintenance Manual (MM), Chapter 1, Conduct of Maintenance-

BVPS Radcon Manual (RCM)-

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

BVPS Site / Station Administrative Procedures (SAP)
>

-

BVPS Physical Security Plan (PSP)-

- Inspector Judgement-

|
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b. Operations

The inspectors. toured the Control Room regularly to' verify complia'nce .
with NRC requirements and facility technical specifications (TS).i>
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 eng(ineered
safety

, ~

feature systems.- Where an abnormal condition existed such as out-
of-service equipment), adherence to appropriate TS action state-
ments was independently verified. Also, various operation logs and
records, including completed surveillance tests, equipment clearance
permits 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
paragraph 3a.*

.

During the course of the inspection, discussions were conducted with
operators concerning reasons for selected annunciators and knowledge-

of recent changes to procedures, facility configuration and plant,

conditions. .The inspectors verified adherence to approved procedures-

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

1. Refueling Operations

Core offload operations were observed on November 8 and 9, 1984,
i from the Control Room, Spent. Fuel Pool Building and Containment.

The inspector verified that refueling activities were conducted
| in accordance with approved procedures and that the pre-

requisites of BVPS Technical Specifications, Section 3/4.9 were
met. The inspectors reviewed the following procedures for
technical adequacy and verified that the surveillance testing
accomplished by these procedures was scheduled and completed
as required.

OST 1.49.3, Refueling Operations Prerequisites-

- OST. l.47.3, Containment Integrity Checklist for Refueling
- OST 1.44C.1, Containment Purge and Ventilation Test

.0ST 1.2.3, Source Range Ex-Core Detector Functional Test
E . OST 1.16.4, Fuel Building Ventilation System Verification

OST 1.20.1, Spent Fuel Pool Level' Verification- -
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Direct observations of core off-load activities included verifi-
ca. . ' of proper communications, operation of containment and,

fue. ilding deck radiation monitors, equipment and personnel
access control, control of foreign objects with the potential for
falling into the reactor vessel, proper shift manning, cooling capability
for the spent fuel, proper operation of refueling equipment
and proper operation of nuclear instrumentation.

Two incidents occurred during (1) preparation for core off-load
- and (2) the actual off-load operation. Both incidents involved

'
contract Westinghouse personnel and were caused by lack of
proper communication techniques resulting in improper operationr

+
'

.of refueling equipment. A new fuel assembly was mishandled,

during transfer from the dry storage racks to the spent fuel
pool on November 9, 1984. This occurred when the fuel bundle was
being lowered into the spent fuel racks and came in contact with
the new fuel elevator causing minor damage to the bottom of the
bundle. The fuel bundle was subsegnently deconned and shipped
offsite to the Westinghouse fuel facility for inspection and
repair. It was returned to .the site and will be used in the
Cycle 5 core. The second incident occurred when a spent fuel
assembly was bumped by the upender device in the spent fuel pool
transfer. canal as the operator failed to clear the spent fuel
assembly from the path of the upender while it was being lowered
for receipt of the next assembly. Personnel associated with
these incidents are no longer conducting refueling operations on
site. Licensee personnel are planning to add a more detailed
procedure to control the transfer of the new fuel to the spent

'

fuel pool and to modify the controls for the new fuel elevator
to allow more precise control of its movement. Core off-load
was completed on November 11, 1984. and no other problems were
encountered.

2. Cold Weather Protection

The inspectors verified that the licensee had implemented a,

program to verify that appropriate actions had been taken to
|prevent the adverse affects of extremely cold weather from '

affecting plant operations. This was accomplished by-licensee
maintenance of a Cold Weather Log, L10-1 of Operating Manual
Chapter 1.54.3, Station Logs. This checklist is accomplished
each year in October and verifies that various systems, components
and spares that are susceptible to freezing are protected.
The inspector independently verified that certain items on the
checklist were accomplished including adequate heating in the
Primary Plant Demineralized Water Storage Tank (WT-TK-10) Building,
Main Steam Valve Room, and the Safeguards Sump area and ESF
components and level indicating piping. No problems were

; encountered and the inspector had no concerns at this~ time.

|
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3. Spurious Safety Injection

On December 9,1984, a safety injection signal (SI) was generated I

with the unit in Mode 5, cold shutdown and the reactor coolant i

system depressurized. The SI was generated from a 2/3 High |

Containment Pressure Signal due to MSP testing in progress on
one of the containment pressure transmitters. The bistable
to the SI logic from PT-LM-1008 was tripped for the calibration
of the pressure transmitters and during this time, a spike

,

occurred on containment pressure transmitter PT-LM-1000. This
action made up the 2/3 logic required to initiate the SI from
containment high pressure. The origin of the spike on PT-LM-1000
is unknown. I&C personnel working in the area of the pressure
transmitter reported that no one disturbed any of the transmitters.
The cabinet door of the secondary protection racks were locked.
I&C personnel reset the channel 4 bistable for PT-LM-1000.

No injection of water into the RCS occurred as all safety
injection pumps were in the pull to lock position. The boron
injection tank inlet and outlet valves were shut with motor

control center breakers de-energized and the existing CVC
system lineup at the time precluded the addition of water
from the charging system. The inspectors identified no
concerns at this time.

.
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d. -Radiation Controls

Radiation controls, including posting of radiation areas, the conditions
of step-off pads, disposal of protective clothing, completion of Radia-
tion Work Permits, compliance with Radiation Work Permits, personnel
monitoring devices being worn, cleanliness of work areas, radiation
control job coverage, area monitor operability (portable and permanent),
area monitor calibration and personnel frisking procedures were observed
on a sampling basis.

1. The inspector was informed by the licensee that on November 25,
1984, a craft worker violated radcon postings placed in the tur-
bine building (normally a non-controlled area), to limit personnel
access during radiography of secondary system pipe welds. This
irdividual was not a radiation worker and had no dosimetry on him.
Discussions with the radcon foreman on duty at the time of the
event indicated the following:

(1) The area in the vicinity where the radiography was to
take place had been appropriately posted.

(2) Six radcon technicians had been posted in various
areas to control personnel access and to make
radiation surveys per RWP 12944.

(3) All station work groups had been previously contacted
about the radiography work planned for the backshift.

(4) The individual craft worker had entered the turbine
building through a stairwell in the water treatment
area. He stated that he thought the sign was a joke.

(5) After the radcon foreman caught the craft worker in a
controlled area and retraced his path, three other
individuals were observed as they were about to go
under the same barricade.

On November 28, 1984, the licensee had the radiographer set
up the same pipe shot, and retraced the craft worker's path,
while making a survey. The majority of th'e' area transversed
for the 1.5 minute walk and had readings of about 0.02mR/hr.
However, one area located almost directly about the pipe
weld had a maximum reading of about 480mR/hr. From this
time-dose study, the inspector determined that an estimate
of several mR exposure was realistic; and the risk to the
individual was minimal due to the angle of the shot.

The licer.see informed the inspector that the individual involv-
ed had received general employee training, which did not include
radiation worker training. Consequently, the general training
program will be updated to include the sigrificance of various
radcon signs. As this event could have involved at least three
other people, the inspector stated that it would be appropriate
for tne licensee to determine whether stronger personnel access
controls in addition to postings, would be needed to control
access to plant areas during radiography. The licensee acknowl-
edged the concern. This is an Unresolved Item (84-25-04).
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2. DLC declared an Unusual Event at 12:34 p.m., on December 1, -

1984, when a radcon technician was injured by a fall in
containment and had to be sent offsite for emergency
medical treatment, with low levels of contamination on
his clothing.

The inspector was onsite at the time of the event, and verified
that appropriate notifications were made. Attendance at the
incident critique indicated that the individual slipped on the
main refueling deck and fell into the refueling cavity, striking
the control rod drive mechanism ventilation duct on the way
down. Temporary hand rails had been removed to facilitate on-
going work. This is an example of an industrial accident inside
containment that should receive detailed DLC review to prevent
further incidents.

3. A second Unusual Event was declared at about 6:20 p.m. on
December 9, 1984. An operator, performing a valve lineup
in containment, fell from a ladder, sustaining arm injuries.
The individual was sent to a local hospital via ambulance,
while still in slightly contaminated anti-Cs (about 500 -
1000 cpm mostly on shoe covers).

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 problems were identified.

4. Engineered Safety Feature Verification

As the plant was either in cold shutdown or the refueling mode during the
inspection period, the operability of the following systems were periodically
reviewed by the inspectors:

-- Residual Heat Removal System
-- Emergency Boration Flow Paths
-- Emergency Diesel Generators

Because of the amount of work during the outage, the licensee practiced
a " prot % tad train" concept that would allow one ESF train to be taken
completely out of service, while protecting those components required to
be operable on the other train. The inspector noted that this concept
was well understood by licensee personnel, and appeared to work well.
Review of completed OSTs indicated that appropriate testing was completed
(including startup testing of modified systems) before priority trains
were switched. This is a good practice that demonstrates necessary control
over plant equipment important to safety.
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5. Outage Related Inspections and Testing |

A. Ten Year. Inservice Inspection -(ISI) Program - 10 CFR 50.55a(g)
requires the licensee to implement an inservice inspection (ISI)
program of ASME Code Class 1, 2 and 3 components in accordance
with Section XI of the Boiler and Pressure' Vessel Code.. The
purpose of these inspections is to detect and correct any code- ,

rejectable items that may occur through degradation since the
last inspection. The inspector reviewed 0QC-ISI-3.0, Ten Year
Inspection Program, Revision 3, to verify that program controls
were in place to (1) identify recordable indications, (2) evaluate.

,

those indications to detennine whether they are rejectable, and u

-(3) track and perform any necessary corrective actions. 1

The ISI work perfonned during the fourth refueling outage was conducted
for DLC by Babcock and Wilcox (B&W). Though no NRC technical review
of the ISI procedures was performed,-the inspector observed B&W
personnel being cualified on the various procedures under the review
of a DLC Level III QC engineer.

The inspector verified that items requiring resolution were placed
on the plan of the day ISI Open Items List. A QC report number
(No.176-211) was assigned for each item and;an individual
engineering memorandum (EM) issued to the Engineering Division
for a technical resolution. Final approval of any disposition
rests with the station. Discussions with 0QC engineers and the
Maintenance Supervisor indicated that a maintenance work request.
(.MWR) would be issued for any item requiring work, as a way to track
all corrective action for-the station. The inspector had no further
questions on this item.

B. Recirculation Spray System - The inspector observed portions of

BVT 1.13.5, Inside Recirculation Spray Pump (Functional Test, onNovember 5, 1984. Technical Spacification TS) 3.6.2.2 governs
the operability of the containment recirculation spray system.
The outside. recirculation spray system has been routinely tested on
an 18 month frequency per TS 3.6.2.2 to verify discharge pressure and
flow parameters. However, the inside pumps are not required to be so
tested by' the TS because of design features, ~and have not been flow
tested since initial plant startup. To fulfill inservice testing
commitments to the NRC, the licensee built a temporary dam around
the containment pump sump and ran each inside pump separately.for
30 minutes. The inspector reviewed the test data and verified that
it was consistent with design criteria.

,
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The ring header spray nozzles on the containment quench spray (QS)
and recirculation spray-(RS) systems are required to be tested on
a five year. frequency to verify that the nozzles can provide free,
unobstructed flow. These tests were perfomed by passing hot. air

1

through each nozzle while taking a thermogram per BVT 1.13.1 for |
the QS system and BVT 1.13.2 for the RS system. The inspector |reviewed portions of the video tape made for each nozzle. There was

-good resolution between the free flow nozzles and the control nozzles
that were temporarily capped. Licensee records indicated that none
of the spray nozzles were blocked. The inspector had no quertions-
on this item.

.

C. Station Batteries - During the course of the inspection, duty cycle
tests perfonned on the No.1 and 2 station batteries were observed
as inspector follow up to Violation (84-15-01), which was last

; updated in detail 2 of NRC Inspection Report 50-334/84-22. Both
batteries failed to meet the acceptance criteria contained in BVT

| 1.1-1.39.l(2), No.1(2) Battery Charger Load Test and Battery
Service Test, due to reaching the low voltage cutoff point (105 VDC);

i prior to completing the two hour run.
.

! The licensee replaced the deficient batteries with those of another
make obtained from Unit 2. Review of the licensee's duty cycle load
calculations and test program undertaken to prove design operability
is documented in NRC Inspection Report 50-334/84-30.

:

} D. Steam Generator Tube Inspection - Westinghouse, under contract to DLC,
perfonned a digital multi-frequency eddy-current test for 100% of the1

B steam generator tubes. This was done for both the hot and cold'

leg side of the tubes. Discussions with DLC QC personnel indicated
that 24 tubes were plugged due to indications of greater than 40%
thru-wall: 6 at the tube lane blocking device; 3 at the anti-,

vibration bars; and 15 at the cold leg support plates.

During the last refueling ' outage, the welded tube lane blocking device
was replaced with a Westinghouse design bolted model, to facilitate'

removal for inspection and sludge lancing. The inspector questioned
maintenance engineers as to whether improper mounting could have caused:

j the tube indications, and was informed that bolt tightness was
'

verified per, procedure prior to its removal during this outage
Hence, it'is not likely that a vibration problem caused the indication..

'

The inspections of both the hot and cold leg sides of the steam generator
tubes identified a relatively new tube degradation problem that was
initiated from the secondary side. These indications are nf a high
penetration, low volume type (pin holes) that are located mostly on
the cold leg side (about a 12 to 72 ratio). Discussions with Regional
personnel indicated that the recently identified problem was known to
both the NRC and Westinghouse Owner's Group.

; During routine tours of the containment, the inspectors verified that
proper radcon controls over this job were being implemented.1

No deficiencies were noted.,

t
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. 6. Outage Maintenance and Modifications
.

A. 10 CFR 50.59 Reviews - The inspector selected a sample of about 50% of
the 31 design change packages scheduled for completion during the
fourth refueling outage to verify that:

The modification had been reviewed by cognizant personnel--

to detemine whether an unreviewed safety question existed,
per engineering administrative procedures.

The Onsite Safety Committee reviewed the proposed changes ' '
--

and documented their detennination as to whether an
unreviewed safety question was involved, per Station
Administrative Procedures and TS 6.5.1.6.

Appropriate plant groups were notified of the proposed--

changes to facilitate revisions to procedures, prints,
and the licensed operator training program.

Within the scope of the abtve, no concerns were identified.

B. Nonconfoming Conditions - The inspector reviewed the licensee's
problem identification system associated with plant design changes
and modifications accomplished by Schneider Power Corporation
Through review of various Maintenance Work Packages (used to perfom
a segment of work within the scope of a Design' Change Package) being
used in the field, and discussions with several QC inspectors, it
was verified that safety related work was independently inspected to
specific attributes contained in QC. Inspection Procedures. The QC
inspectors were knowledgeable of previously identified deficient
. items .

The Master Nonconformity Log was reviewed by the inspector, to verify
that the deficient items discussed above were being tracked to verify
proper resolution in a timely manner. The inspector noted that of the
14 nonconformanc. s still open, one was dated from November 18, 1983,
and dealt with minimum wall thickness violation for one-half inch
stainless steel (SS) tubing (NCR 499).

The problem NCR 499 identified was that SS tubing purchased to a
minimum wall thickness of .065 inches, actually tested to .058' .061
inches. Through discussions with the General Manager, Nuclear Engineering
and Construction Unit (NECU), the inspector was infomed that an
engineering evaluation (performed July 3,1984) detemined that the
measured wall thickness was acceptable for the seismic and pressure
loads, and that the Plant Modification Manual was modified to require
procurement of the next higher class of average SS tubing. The NCR
was resubmitted to the OSC on December 5,1984, and closed out.

-
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The inspector raised a concern that though it was determined that no
L hardware problem existed with the SS tubing, a problem existed with

DLCs oversight and review of-items adverse to quality that are identified
by contractor organizations, to assure timely resolution. The inspector
was infomed that during January,1985, all QC work perfomed at>

'
' BVPS - Unit 1, would be brought under the jurisdiction of the DLC
Operations Quality Control Program. Review of this change, and |inspector followup to assure that those NCRs needing resolutica prior- '

to plant startup are closed, is Unresolved Item (84-25-05).,

-_7. . Licensee Event __Repo_rts (LERs)

The inspectors reviewed LERs submitted to the NRC:RI office to verify
that the details of the event were clearly reported, including the.

accuracy of the description of cause and adequacy of corrective action.;

t The inspectors detemined whether further-infomation was required from
'

the licensee, whether generic implications were indicated, and whether
the event warranted'onsite followup. The following LERs were reviewed:-

a LER 84-11 Degradation of Safety Valve Operability '

LER 84-12 Engineered Safeguards Features System Actuation

LER 84-13 Failure to Meet ASME Section XI IST Requirements,

!

LER 84-14 . Inoperable Hydraulic Snubbers-

Further inspector onsite followup was conducted as described below.,

!

j LER 84-11: 'NRC Inspection Report No. 50-334/84-22, detail 6, provides
j background infomation on this item. Discussions with the Plant Manager
; indicated.that one of the main steam safety valves (MSSV). with a history

of high setpoint drift, was sent to an independent testing laboratory.1

| The results indicated that the MSSV lifted within one psig of its as-
lift setpoint and a maintenance inspection identified no mechanical<

i problems with this valve.
1

To provide a final resolution of this item, the licensee is considering-
(1) changing the test procedure to require a determination of the actual |
left setpoint, rather than readjusting it when an MSSV does not pop '

at the upper range of the pneumatic assist jack, (2) conservatively setting '

all or some of the MSSV setpoints at their lower range, and _(3) retesting
those MSSVs with the worst setpoint drift history at some point into the
next cycle. This unresolved item (84-22-01) remains open pending
finalization of licenseo plans.

L
|
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LER 84-12: This item was initially discussed in detail 3 of Inspection Report
50-334/84-22. In the LER, the licensee reported that an automatic bus
transfer of the 1B bus from lA station transfomer to the 1C unit trans-
fomer should have occurred, which would have prevented the reactor trip.
Determining the cause of the automatic transfer failure is open item
(84-25-06).

LER 84-13: Technical Specification (TS) 4.7.3.1.a.2 requires the testing
of each component cooling water pump every 31 days to verify that at
least 95% of the discharge pressure is developed for the applicable flow
rate as determined from'the manufacturer's pump performance curve. TS
4.0.5 requires inservice test-!ng of ASME Class I, II and III Pumps and
Valves in accordance with the ASME Boiler & Pressure Vessel Code, Section
XI. OST 1.15.1, Reactor Plant Component Cooling Water Pump 1A Monthly
Test, contained acceptance criteria intended to meet both the ASME Secti'on
XI and the TS 4.7.3.1 requirements.

Licensee review identified two problems with the component cooling water
pump OST. First the pump was rebuilt and the invalidated manufacturer's
pump performance curve was replaced with a new curve derived from BVT
1.2-2.15.1, Reactor Plant Component Cooling Water Pump Perfomance Curve,
without changing the TS. An engineering evaluation detemined that the
new curve was conservative with respect to the manufacturer's original.
The Manager of Nuclear Safety informed the inspector that a change request
would be issued to update the TS.

The second problem with the OST was that the method used to calculate the
pump head was not consistent with ASME criteria. The OST only required that
pump discharge pressure be compared to a nominal pressure, whereas ASME
requires subtraction of pump suction pressure from discharge pressure to
calculate pump head, prior to comparing it to the nominal value. The
inspector reviewed Revision 27 to OSTs 1.15.1, .2, and .3, and verified
that they incorporated changes in the pump discharge pressure calculations
needed to comply with ASME. The inspector had no further questions on
this item.

7. Unresolved _ Items

Unresolved items are matters about which more information is required to
detemine whether they are acceptable, items of noncompliance or deviations.
Two new unresolved items were identified and are discussed in details 3d
and 6B. Followup on several previous unresolved items is discussed in
Section 2.

8. Exit Interview

Meetings were held with senior. facility management periodically during the
course of this inspection to discuss the inspection scope and findings.
A suninary of inspection findings was further discussed with the licensee
at the conclusion of the report period.

:
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