U. S. NUCLEAR REGULATORY COMMISSION
REGION I

Docket/Report No.  50-293/87-57
Licensee: Boston Edison Company

800 Boylston Street
Boston, Massachusetts 02199

Facility: Pilgrim Nuclear Power Station
Location: Plymouth, Massachusetts

Dates: December 7, 1987 - January 19, 1988
Inspectors: C. Warren, Senior Resident Inspector

J. Lyash, Resident Inspector
T. Kim, Resident Inspector
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Approved By: KM&\ B S-t (- FE
A. Randy Btough, Chief Date
Reactor Projects Section No. 3B

Areas Inspected: Routine res.dent inspection of plant operations, radiation
protection, physical security, plant events, maintenance, surveillance, outage
activities, and reports to the NRC. The inspection consisted of 350 hours of
direct inspection. Principal licensee management representatives contacted are
listed in Attachment [. Observations made by the NRC Region I, Regional
Administrator during a tour on December 8, 1987 are documented in Attachment
II of this report. A copy of Attachment Il was provided to licensee management
for followup.

Results:

Violation: Repeated occurrences of locked high radiation area doors being left
open and unattended were identified by the licensee. Problems with high radia-
tion area access control have been previously identified and were the subject
of violations during inspections 50-293/87-03 and 50-293/87-11. Corrective
actions taken 1in respunse to these findings have not prevented their
recurrence. (Section 3.b, VIO 87-57-01)

Unresolved Item. The licensee identified that two reactor vessel level gauges
were incorrectly installed. A licensee investigation is currently ongoing to
determine the cause and to assess the adequacy of post installation test.
(Section 4.d, UNR 87-57-02)
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(Closed) Inspector Follow Item (IFI 87-27-02) =~ Cracking of Surge Ring
Brackets in Large GE Motors

On July 2, 1987, IE Information Notice 87-30, Cracking of Surge Ring
Brackets in large GE motors, was issued. The purpose of the notice was
to alert recipients of a potential for failure of surge ring brackets and
cracking of felt blocks in large, vertical electric motors manufactured
by General Electric Co. Felt blocks are used in large electric motors to
keep the windings separated where they loop back at the end of the stator.
The blocks are attached to a surge ring that is held in place by L-shaped
surge ring brackets welded to the surge ring and bolted to the motor cas-
ing. Failure of these surge ring brackets and cracking of the felt blocks
allows movement and wear of the end-turns, leading to a reduction in
insulation resistance and possible motor failure. In addition, broken
pieces of the surge ring bracket may enter the space between the stator
and the rotor, resulting in electrical or mechanical motor Aegradation.

Following an investigation to determine the applicability of the subject
notice to the Pilgrim Station, the licensee found that RHR, core spray,
and recirculation pump motors were potentially affected. RHR and core
spray pump motors were overhauled on site by GE under contract with the
licensee in 1986. The surge ring brackets were not inspected during the
overhaul. However, small cracks were found on the "A" and "C" RHR pump
motor winding felt blocks. The amount of cracking found was dispositioned
by GE to be acceptable and a normal phenomenon found in form=wound motors.
On July 27 through August 5, 1987, GE performed a surge ring bracket
inspection of the RHR and recirculation pump motors using a boroscope with
the motors in place. The inspection of the RHR motors (A thru D) revealed
absence of cracks on the surge ring brackets. During the inspection of
the "B" recirculation pump motor, it was noted that the recirc motor surge
ring bracket construction is of the bolt and stud design, whereas the RHR
and core spray motor brackets are of the L-shaped design. The L=-shaped
design configuration is known to have the potential of cracking, accoraing
to the IE Notice 87-30 and the GE letter to the licensee dated
July 14, 1987.

ODuring the week of October 26, 1987, "B" core spray pump motor was dis-
assembled and the surge ring brackets inspected by G.E. Cue to the geo-
metry of the core spray pump motor internals, there is iimited access for
the bore scope, therefore, this inspection could not be accomplished with-
cut partial disassembly of the r.tor. It was verified that the design had
12 brackets per surge ring and two surge rings for the top end turn assem-
bly and two surge rings for the bottom end turn assembly. None of the
brackets had indications of cracking. The licensee scheduled the inspec=
tion of tne "A" core spray pump motor during the next outage because of
scheduling conflicts. The licensee indicated that based on the inspection









In response to the failures, the licensee drained and inspected
the lube o0il sump, and disassembled and inspected the lube o1l
filters, strainers and heater. The lube 011 heater was found
to have failed in the energized mode resulting in significant
carbon deposits in the heater and filter. No appreciable
depnsits were found in the lube ofl sump. In addition, a piece
of filter element packaging material was found in the lube oil
filter housing. No foreign material which could have contrib-
uted to the prelube pump failure, however, was found. The pump
was replaced and the diesel was returned to service. No addi-
tional failures occurred during the inspection period. The two
pumps which failed had in-sequence serial numbers. Licensee
Quality Control personnel performed magnetic particle and dye-
penetrant testing of the internals of a third in-sequence pump
in the warehouse. No flaws were noted. The licensee is pursu-
ing the root cause of the failures in cooperation with the pump
vendor, Viking Pump. The licensee stated at the exit interview
that the "A" cDG prelube pump and lube oil heater would be
inspected during the next "A" diesel outage. The inspector will
continue to monitor licensee followup to this problem.

. Steam Testing of the High Pressure Coolant Injection and Reactor
Core Isolation Cooling Systems

The licensee completed full pressure steam testing of the High
Pressure Coolant Injection (HPCI) and Reactor Core Isolation
Cooling (RCIC) system turbines by utilizing temporary oil fired
auxiliary boilers as a source of non-nuclear steam. The full
pressure steam testing is part of a post-maintenance and system
operability check. Both HPCI and RCIC systems were overhauled
during the current outage. Utilizing temporary test procedures
TP 87-198 and TP 87-199, the HPCI/RCIC testing included turbine
overspeed trip, pump full flow capacity and operation from the
alternate shutdown panels. Also during the test, the suction
path was changed from the condensate storage tank to the torus
and back,

During the testing, several problems were identified by the
licensee in both HPCI and RCIC systems. In HPCI, problems with
the governor control system were noted including a minor oil
leak in the servo-motor. Steam leaks at gauges and turbine
drain line were aiso discovered. In RCIC, the licensee dis-
covered a previously installed blank flange in the turbine steam
leak off line which caused steam leaks. A few problems were
also noted on the RCIC governor control system. The licensee is
in the process of dispositioning these {items. The inspector
noted that using non=nuclear steam for the testing enabled the
licensee to discover problems which may not have been easily
identifiable using nuclear steam due to the radiological condi-
tions. The inspector «ill review the results of the tests and
dispositioning of the prohlems identified during the tests.
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Incorrect Installation of Fire Dampers

On ODecember 17, 1987, during performance of a routine surveil-
lance test the licensee inadvertently actuated two fire dampers.
One cof the dampers failed to fully close due to interference
with a hook used to secure it in the open position. When the
fusible Tink was energized, the metal damper retaining strap
should have fallen away allowing full closure. The hook attach-
ing the strap to the fusible link was oriented with the open
side toward the damper. The damper caught on the hook and re-
mained partially open. Upon discovery the licensee immediately
stationed fire watches at all areas containing suspect dampers.
Inspections were promptly conducted and it was identified that
all of the installed hooks were oriented in this manner. The
hooks were repositioned so that the open side faces away from
the damper. Three dampers were inaccessible and compensatory
measures remain in place pending inspection.

The dampers were originally supplied to the licensee without the
hooks. A revision to the plant design change (PDC) package
added the hooks to facilitate surveillance testing. Installa-
tion instructions contained in the PDC specified hook orienta-
tion with the open side toward the damper. The vendor data
sheet supplied by Air Balance Inc. also showed the hoo« instal-
led in this manner.

Licensee event report (LER) 87-020-00 was issued describing the
problem and corrective actions taken. The LER states that pre-
liminary licensee assessment of the issue determined that it dicd
not meet the reporting threshold of 10 CFR Part 21. The inspec-
tor discussed the Part 21 reportability with the licensee's
Nuclear Engineering Department (NED). NED personnel stated that
the failure mechanism w25 created by the licensee when the hook
was added. In addition ithe presence of mitigating factors such
as fire detection and suppression, and control of combustible
materials support the conclusion that a substantial safety
hazard did not exist. The licensee also feels that LER 87-020-
00 contains sufficient information to <clearly define the
problem. The inspector had no further questions in this area.

The inspector examined two dampers in the cable spreading room
to verify that the hooks had been -eoriented. Both hooks had
been modified, however, neither of the dampers had locking rings
installed a:c the hook to retaining strap connection as required
by the 1installation instructions in the PDC. The licensee
reviewed the function of the locking rings and concluded that
they were not required. A change to the PDC was initiated to
delete the ring. The inspector had no further questions,













11

mimicking the tody posture used by the individual when he cleared
the moritor. The HP supervisor was able to pass through six

different monitors without setting off an alarm. The HP super=-

visor then used the portal mornitors in the correct manner and

all six monitors alarmed proving that the equipment was func~-

tional.

The licensee has evaluated the occurrence to identify the root
causes and immediately implemented corrective action. This
occurrence was caused by one sequence of events that involved
two distinct personnel errors. The primary cause involved the
failure of the HP technician to perform an adequate survey of
the contaminated individual's clothing when the portal monitor
alarm was received. The second problem involved the failure to
properly use the installed portal monitors at the reactor build-
ing access.

In addition to personnel interviews to identify the sequence of
events the licensee also reviewed procedural adequacy, personnel
training and portal mcnitor calibration and performance. These
reviews verified that training was adequate and portal monitor
performance was as designed. Procedures for control of contam-
inated individuals at the reactor building access did not spec-
ifically require that all articles of clothing require a 100%
frisk prior to this occurrence. Instructions have been posted
at the reactor building access which now clarify the procedure
to be followed when an individual is found to be contaminated.

The portal monitors in use at Pilgrim do not presently have a
switch at chest level which must be ac.uated to start the moni=-
toring process. Lack of this feature allowed the individual
wearing a contaminated shirt to lean away from the machine suf=-
ficiently to clear the monitor without any alarm. The licensee
has determined that the manufacture of the portal monitor now
produces a chest high switch for the installed model and will
install them in the future.

Calculations have been performed by the licensee to determine
the radiation dose received by the individual and the amount of
radiocactive material that wes released from the site on the con-
taminated shirt, The results of these calculations show that
the individual received a localized radiation dose to the skin
of 260 MRem, which is below the federal limits for skin exposure,
and that the amount of radioactive material o~ the individuals
clothing was V0.2 microcuries which meets the federal criteria as
an exempt quantity of Co-60. The inspector is satisfied with
the litensee's analysis and corrective actions and has no
further questions.
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Allegation of Improper Disposal of Radioactively Contaminated
Shrubs (RI-87-A-0107

On August 31 and September 11, 1987, the NRC resident office at
Piigrim received allegations that radiocactively contaminated
shrubs had been removed from the site and improperly disposed.
The alleged improper disposal occurred on July 23, August 26 ard
August 28, 1987. During this time period the licensee removed a
large number of shrubs from various areas of the site, including
those planted near the old administration building and the
switchyard. The shrubs were removed to facilitate site con-
struction activities and to alleviate certain security concerns.
Upon receipt of .he first allegation on August 31, 1987 the NRC
requested that the licensee perform an evaluation and provide
the results for review. In addition an independent NRC review
was initiated.

Resident and specialist inspectors reviewed the licensee's con=
clusions. The licensee evaluated material release records and
interviewed per:onnel regarding removal of shrubs during the
week of July 20, 1987. Several truckloads of shrubs that were
transported offsite during the midnight shift on July 24 were
examined in du:ail. Because trace amounts of Cobalt-60 had pre-
viously been found in soil onsite, some of the shrubs had the
soil removed from the roots prior to release. Each shrub was
hand surveyed and found to meet established offsite release
criteria. They were transported first to the licensee's shore-
front area and later to a dump site on licensee property. The
licensee concluded that the shrubs had been adequately surveyed
and that no radicactive material had been improperly released.

The resicent inspectors reviewed the licensee's program for con=
trol of release of material from the site. This area was also
evaluated by NRC specialist inspectors during inspection 50-293/
87-19. Both inspections concluced that appropriate surveys and
release limits have been established and implemented. Resident
and specialist inspectors examined licensee release records for
the dates in guestion to verify that vehicles leaving the pro-
tected area had been properly surveyed. No discrepancies were
identified. A4r NRC resident inspector accompanied by, a licensee
representative collected four samples of the shrubs which had
been deposited in the dump site discussed above. Each of the
four samples consisted of root, branch and foliage clippings
from a number of different shrubs. The samples were findepen-
dently analyzed by the NRC. Three of the samples indicated no
contamination. One sample indicated only trace levels of Cobalt
-60. Measurements showed that the amount of CO-60 present in
this sample was about 2% of the average radioactivity typically
found in soil due to naturally occurring isotopes.




The licensee's program for release of material from the site
appears adequate. Appropriate survey techniques and release
limits have been established. Review of records confirmed that
the program is being implemented. Samples of the shrubs col-
lected by the NRC showed zero or negligible contamination and
pose no health and safety concern. Based on the above this
allegat’on is considered closed. NRC Region I staff provided
status briefings concerning this allegation to Senator Kennedy's
staff and to the Massachusetts ODepartment of Public Health.

Allegation of Airborne Radicactivity in the Trash Compaction
Facility (RI-87-A-0120)

On October 5, 1987, the resident office received an anonymous
allegation that personnel working at the sort table in the trash
compaction facility (TCF) were being routinely exposed to air-
borne radioactive contamination. The alleger stated that the
two tilter systems designed to treat exhaust air from the sort
table prior to discharge into the room were not functioning, and
that the filter diffarential pressure alarm circuits had been
disabled.

On October 7 and 8, 1987, NRC specialist inspectors toured the
TCF and examined the design and condition of the equipment. The
sort table is used to separate contaminated materials for com-
paction and disposal. Potentially contamirated air is exhausted
from the table, passed through two filters operating in parallel
and released into the room. Airborne radiation levels in the
room are measured by means of a separate air monitor which is
operated whenever the sorting table is used. The alarm is
typically set at 3 X 10 -10 (3E-10) microcuries per cubic cen-
timeter (cc). In addition the filters are surveyed daily and
changed if contact dose rates exceed 2mR per hour. The inspec-
tors also examined the trash compaction unit in the area and
found that similar controls had been applied. Based on the
above, no immediate health and safety concerns were indicated.

On January 15, 1988, the resident inspectors toured the TCF,
examined equipment operation and interviewed licensee and con-
tractor personnel involved in ongoing work activities. A radia-
tion work permit specifying protective clothing, health physics
covarage, and use cf a continucus air monitor is in place to
control work at the sort table. Personnel involved stated that
trash bags were surveyed prior to sorting and rejected if radia-
tion levels exceeded 5mr/hr, if they contained liquid, or if any
powdery material was present, The health physics technician on
auty stated that filter radiation levels are monitored daily.

-
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Workers and health physics personnel also stated that filter
difforential pressure (dp) instruments are monitored to detect
filter plugging, however no one had been clearly assigned this
responsibility and no dp limit was established. The inspector
observed the operation of the table and noted that the "filter
restricted" alarm actuated for one of the two filters. The
alarm actuated for the filter displaying the lower differential
pressure. When questicned workers stated that much of the
monitoring and alarm circuitry for the table was not functional,
and that the filter alarm was not reliable. The table was
originally part of a larger processing system and much of the
disconnected circuitry was intended to perform functions which
are no longer needed. The i{ispector verified that current
filter dp readings are consistent wiith the manufactures name
plate data.

It appears that the general process applied, including inspec-
tion ana survey of trash bags prior to sorting, daily filter
surveys and continuous air monitoring would preclude airborne
radioactivity problems. Based on the above this ailegatiecn is
closed. However, the inspector noted that no work instructions
existed describing the controls applied and equipment monitoring
requirements. When discussed with licensee radiation protection
management they promptly committed to review the situation and
issue appropriate guidance. This was confirmed during the
inspector's exit interview.

Erosion of Construction Dirt into Wetland

On January 15, 1988, at 5:45 p.m. the licensee made an ENS
notificatior in accordance with 10 CFR 50.72 (b)(2)(vi) which
requires the licensee to inform the NRC of an event or situation
related to health and safety of public for which a news release
was made or notification of another government agency has been
made. During routine environmental monitoring, the licensee
observed erosion from a pile of construction dirt into an adja-
cent licensee controlled wetland. The Plymouth Conservation
Commission and the Massachusetts Department of Public Health
were notified and the press release was made by the licensee.
Also on January 16, 1988 two representatives from the Plymouth
Conservation Commission toured the area.

In the last several years during onsite excavation for plant
modifications, dirt, asphalt and concrete containing low levels
of contamination were stored in a fenced in storage area outside
the protected area on the licensee's property. The licensee
estimated that the storage area contains 110,000 cubic feet of
material, Before removal from the protected area, samples of
















Walkdowns of the aiv system piping and componenis supplying motive
air to SDIV vent valve CV302-23B were performed to verify *hat %he
as built configuration is in accordance with design doc s and
that components are in good physical condition No disucepancies
were identified. Valves CV302-238 and CVY302-22B are supplied air by
the same solenoid operated valves. The licensee caenergized these
solenoid valves and observed that (V302-22B closeu while CV302-233
did not. This indicates a mechanical problam with the valve or
operator. The licensee was identifying replacement parts and pre-
paring to disassemble the valve by the close of the inspection
period. Th& inspectors will continue tc monitor licensee followup
tou this faiiure,

Licensee review of logic drawings confirmed that the remaining equip=
ment which had not properly actuated shared common isolatfon logic
components. A series of surveiilance tests was performed to allow
monitoring of key relay ac..ations. A single contact ova a General
Electric (GE) HFA relay was determined to be misfunctioning. The
contact is required to close when an isolation signal is received,
actuating the affected equipment. However, contact resistance
remained hi¢ch with the contact closed. ne relay was replaced and
the system successfully tested. The licensee contacted GE to coor-
dinate disassembly and i.:spection of the relay. Dissasserbly had no*
begun by the close of the inspection periocd. The inspector will
continue to monito~ licen-2e investigation of this faflure.

The inspecter expresied concern that "hree separate equipment mal-
functions had occurred during the inadvertent a.tuation. This may
reflect weakness in the surveillance and post-work tect program,
However, the licensee's respouse to the ac'uation and subsequent
malfunctions was prompt, thorough and effec ve. Control room Jper-
ators quickly recognized each of the failures. They held a ~ritique
on the seme shift with invclved pzrsonnel. Critique observations
were clearly documented and provided to management. An additional
critique with manageicent preseni established pri.rities. Acticn was
taken to freeze equipmont until arn investigation plés could be
deveioped and implemented. Followup was well cocrdinated and in-
volved representatives of several portions of the organization. In
this case licensee commitmert to determining and correcting the
problem ront cause was evident.

Review of Reactor Vessel Hydrostatic Test Procedure cnd Test Results

Durin, nspection period the licensee comp.eted the reactor vessel

Mg !

Dece

2st. Several reactor vessel instrument nozzles were regaired
outage, prompting performance of a hydrostatic test rather

»m leakage test. The reactor vessei reached minimum test

4 all inspections were completed on December 9, 1987. Only

ege associated with mechanical connections, such as flanges and
.ing was 1identified. The reaccor vessel was depressurized on

.=~ 12, 1487 after completio. of excess flowv check valve testing.
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The licensee informed the inspector that penetration repairs would not be
completed until after ILRT performance. The inspector questioned the
effect of the planned repairs on the penetration leak tightness, and the
ability to perform adequate leakage test after the planned rework. The
licensee stated thzt the work would not affect penetration leakage but
that adequate testing could be performed after work completion. Based on
available drawings however, the licensee could not demonstrate adequate
testability. In response to NRC concern the licensee obtained the needed
drawings fiom the vendor and verified that the penetration was completely
testable. The inspector had no further questions.

During the ILRT, the licensee identified a water leak in the high pressure
coolant injection (HPCI) turbine room, It was determined that the in-
creasing pressure in the torus air space caused the suppression pool water
to back up through the HPCI turbine exhaust line and throujh the drain
piping, overflowing the HPCI gland seal condenser onto the HPCI room
floor. The turbine exhaust line discharges to the torus through a check
valve and a locked open stop-check valve, To prevent any condensation
from collecting in the turbine exhaust line downstream of the check valve,
a drain piping drains any condensation to the HPCI gland seal condenser
through a drain pot. Two solenoid operated drain valves on the drain pot
close automatically on a HPCI (Group IV) isolation signal. This is to
provide the isolation from the torus te the gland seal condenser. The
licensee's investigation determined that leads had been lifted in the HPCI
isolation interlock logic circuit since October 30, 1987 in support of the
HPC]l steam testing utilizing temporar; oil-fired auxiliary boilers. With
the HPCI isolation signal bypassed, the drain valves remained open as the
drain pot was filled with the suppression pool water. The licensee sub-
sequently relanded the leads in the HPCI isolation interlock logic circuit
and the drain valves closed.

After reviewing the ILRT procedure, HPCI test procedure and interviewing
licensee personnel, the inspector concluded that licensee review of the
active maintenance requests prior to the ILRT was not thorough in that the
lifted leads controllied by the MR 87-663 were not identified. The MR tags
were attached on the HPCI isolation logic circuit inside a logic panel and
thus the tags were not identified during a system walkdown pricr tu the
ILRT. The dra'n valve positions were verified by the 1ighi indicatinns on
the control room panel 9u3 as prescribed in the ILRT procedure.

The inspector also determined that the maintenance * quest above may not
be an adequate method of identifying and tracking jumpers and 1ifted
leads, especially for a long term application ard for components which
could affect other ongoing maintenance or surveillance, Station proce=
dures do not require tempor. 'y modificatien controls '.r Jjumpers and
lifted leads which are controlicy by active maintenance requests. The
inspector discussed these finding. at the exi’ interview with licensee
management. The licensee informec the inspector that a lifted leads and
jumper log will be kept in the control room to afd the operators in con-
trolling lifted leads and jumpers.



7.0

Licensee Nuclear Organization Management Realignment

On December 14, and on December 31, 1987, the Boston Edison Co. announced,
as part of a planned realignment occurring over the next several weeks,
the appointment of the following managers to key management positions in
the licensee nuclear organization at Pilgrim Station.

-

Mr. Kenneth L. Highfill was named to assume the new position of
Station Director. In this capacity, Mr. Highfill will oversee day
to day operation of the Pilgrim Station including plant operations,
planning and outage, nuclear training, plant support functions, and
administrative services. Mr. Highfill will report directly to Mr.
Ralph G. Bird, Senior Vice President-Nuclear.

Mr. Robert ). Barrett was named the new Plant Manager. Mr. Barrett
will report to Mr. Aighfill, the Station Director.

Mr. Roy Anderson, currently Deputy Outage Manager, was named to
assume the new position of Planning and Outage Manager. Mr. Anderson
will report to Mr. Highfill, the itation Director.

Mr. Ed Kraft was named to assume the new position of Plant Support
Manager. In this capacity, Mr. Kraft will oversee radiolegical,
security, industrial safety and fire protection, and other station
support funct.ons. Mr. Kraft will report to Mr. Highfill, the
Station Director.

Mr. Donald Gillespie, currently Director of Planning and Restart, was
appointed to the position of Quality Assurance Department Manager.
Mr. Gillespie will assume the oosition after completing his Senior
Reactor Operator training. The Quaiity Assurance Department Manager
reports to Mr. J. E. Howard, Vice President-Engineering.

Mr. Frank Famulari, currently Operations Quality Control Group
Leader, was named to assume the newly created position of Deputy
Quality Assurance Department Manacer. Mr. Famulari will report to
Mr. Gillespie, and be acting Department Manager until Mr. Gillespie
assumes the position after completing the Senior Reactor Operator
training.

Mr. John F. Alexander was named to assume the position of Operations
Section Manager. Mr. Alexander will report to Mr. Barrett, the Plant
Manager.

Mr. Donald J. Long was named Security Section Manager. Mr. Long will
report to Mr. Kraft, the Plant Support Manager.
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8.0 Management Meetings

At periodic intervals during the course of the inspection period, meetings
were held with senior facility management to discuss the inspection scope
and preliminary findings of the resident inspectors. On January 26, 1988,
the inspectors conducted a final inspection exit interview to formally
present inspection findings.




Attachment I to Inspection Report 50-293/87-57

Persons Contacted

Bird, Senior Vice President - Nuclear
Highfill, Station Director

Roberts, Plant Manager

Barrett, Deputy Plant Manager

Anderson, Planning and Outage Manager
Kraft, Plant Support Manager

Famulari, Deputy Quality Assurance Manager
Swanson, Nuclear Engineering Department Manager
Alexander, Operations Manager

Brosee, Maintenance Manager

Jens, Radiological Protection Manager
Seery, Tecnnical Manager

Grazio, Field Engineering Manager
Mastrangelo, Chief Operating Engineer
Sherry, Chief Maintenance Engineer

Gannon, Chief Radiological Engineer

Long, Security Manager

Wozni.k, Fire Protection Manager

* »

TMOZDOVODULL.Z2CLCOMTMDODIDXRXXD

*Senior licensee representatives present at the exit meeting.




ATTACHMENT I1I

January 6, 1938

MEMORANDUM FOR: Ken Roberts
Plant Manager

FROM: Clay Warren
Senior Resident Inspector = Pilgrim

SUBJECT: FACILITY TOUR FINDINGS, DECEMBER 8, 1987

The items on the attachment were noted during the facility tour on
December 8, 1987. Please contact the Resident Tuspector Office when your staff
is ready to discuss the evaluation of the items and the status of any actions
taken. Please note the items and the facility response will be addressed in a
routine inspection report.

Thank you for your time and attention to these matters.

Sincerely,

Clay C. Warren
Senior Resident Inspector

Attachment:
As stated

¢cc w/attachment:
R. Blough

W. Kane

W. Russell

J. Wiggins



ATTACHMENT

Numerous motors appear to have failed grease seals caused by overgreasing
without first removing grease drains. This condition causes a buildup of
grease and dirt in the cooling airflow path and in extreme cases grease
fn the motor windings. (SBGT fans and SLC pumps)

Nuts and bolts were noted loying inside an electrical cabinet in the RCIC
room.

Multiple cases of open junction boxes, terminal boxes and conduit pulled
away from terminal boxes were noted.

Motor heaters for the "B" RHR pump appear to have overheated causing the
insulation on the heaters to melt.

HPCI room cooler drip pan is full of paint scrappings which could lead to
drain clogging.

Standby Liquid Control system relief valves have boric acid crystal
buildup which could alter setpoints.

Painting effort should be more closely controlled to prevent painting
inappropriate surfaces, i.e., linkages, valve packing glands, trip
throtile valves, limit switches, etc.

Nurarous finstances of scaffolding materials, i.e., nails and wood chips,
laying on floors. This material could migrate to drain systems and cause
pump or valve damage. S:affolding was also noted attached to permanent
equipment such as piping and conduit.

Valve 1001-36A motor operator conduit had melted plastic cover.



