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Carolina Power & Light Company

Brunswick Steam Electric Plant'
P. O. Box 10429

Southport, NC 28461-0429

July 1, 1987
10CFR2.201

FILE: B09-13510E
SERIAL: BSEP/87-0707

NRC Document Control Desk
U.S. Nuclear Regulatory Commission
Washington, DC 20555

BRUNSWICK STEAM ELECTRIC PLANT UNITS 1 AND 2
DOCKET NO. 50-325 AND 50-324
LICENSE NOS. DPR-71 AND DPR-62

RESPONSE TO INFRACTIONS OF NRC REQUIREMENTS

Gentlemen:

The Brunswick Steam Electric Plant (BSEP) has received I&E Inspection Reports
50-325/87-11 and 50-324/87-11 and finds that they do not contain information
of a proprietary nature.

These reports identified one item that appeared to be in noncompliance with NRC
requirements. Enclosed is Carolina Power & Light Company's response to this
violation.

Very truly your ,

kh .

C. R. Dietz, General Manager
Brunswick Steam Elcetric Plant

MJP/mcg

Enclosure

cc: Dr. J. Nelson Grace

8707090231 870701
PDR ADOCK 05000324
G PDR
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VIOLATION

10CFR50.72(b)(2)(iii)(D) requires that the licensee shall notify the NRC
within four hours of the occurrence of any event or condition that alone could
have prevented the fulfillment of the safety function of systems that are
needed to mitigate the consequences of an accident.

Contrary to the above, the NRC was not notified within four hours of an event
that could have prevented the High Pressure Coolant Injection System (HPCI)
from performing its safety function during an accident. On April 24, 1987, at
3:50 a.m., the HPCI flow controller failed down scale preventing the system
from fulfilling its safety function to automatically inject water to the
vessel. The licensee reported the event at 8:38 a.m. on April 24, 1987,
48 minutes late.

This is a Severity Level V violation (Supplement I).

RESPONSE

I. Admission or Denial of the Alleged Violation

CP&L acknowledges that on April 24, 1987, the NRC was not notified within
four hours of the down scale failure of the HPCI flow controller that
could have prevented the HPCI System from performing its safety function
during an accident.

In addition to this event, there were two prior similcr events involving
late NRC four-hour notifications. The first of these events, which was
described in IE Inspection Report 87-02 and identified by NCR S-87-002A,
involved failure of the Unit 2 HPCI System steam supply valve E41-F002.
The other event (NCR S-87-002B), which occurred at 0309 hours on March 11,
1987, involved failure of the HPCI pump discharge valve E41-F007. Failure
of E41-F007 was reported at 0829 hours in a follow-up to the one-hour
notification required by 10CFR50.72(b)(1)(iv) for an automatic discharge
of the HPCI System into the Reactor Coolant System.

II. Reason for the Violation if Admitted

On April 24, 1987, at 0350, the Unit 2 HPCI turbine was started in
,

accordance with Periodic Test (PT)-09.2, HPCI System Operability Test.
The reason for performing PT-09.2 was to satisfy postmaintenance testing
requirements following HPCI ISI bolt stud inspection and repairs of
2-E41-F003. When started, the HPCI turbine would not accelerate past
approximately 1000 rpm with the controller in automatic. The turbine was
then shut down and the Shift Foreman (SF) and Shift Operating Supervisor
(SOS) were informed of the problem.
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With the SOS and SF present, the HPCI turbine was started again in
automatic. flow control and it reacted as before. The turbine speed
controller was then switched to manual and speed was increased as the
HPCI turbine responded normally. An attempt was made to switch the
controller back into. automatic with the controller nulled and the turbine
at normal operating conditions. This resulted in a HPCI turbine speed
decrease as the controller dem&nd signal dropped to zero. The operator
then tripped the HPCI turbine. The HPCI System was placed in a standby
lineup at 0406.

At the time of the event, the HPCI System had been considered inoperable
for approximately 51 hours and under an LCO for the ISI bolt stud
inspection and repairs of 2-E41-F003. With the HPCI auto flow controller
failure, the SF, SOS, and Shift Technical Advisor (STA) did not question
whether the event was reportable in accordance with RCI-06.5, NRC Reporting
Requirements. A Work Request / Job Order (WR/J0) was generated to trouble-
shoot and repair this auto flow controller failure and the SF added the
WR/JO number to the existing LCO on a supplement sheet. The on-coming
SOS, SF, and STA did not question reportability of the event at watch
turnover when they were told what had happened.

The on-coming SOS and STA initiated a subsequent review of this event
approximately one hour into their shift after Regulatory Compliance
questioned reportability after reviewing the unit status sheet for the
previous night (problem was noted on the HPCI flow controller). From this
review it was determined that because the flow controller was not part of
the planned maintenance, it was reportable. The four-hour red phone
report was made at 0838, 4 hours and 48 minutes after the event.

The personnel involved in the April 24 event understood, as a result of
the actions taken cfter the January 26 event, that failures of HPCI System
components which make HPCI inoperable are reportable. '

Interviews with the personnel involved with this event revealed they had
not considered reportability of this event because HPCI had already been
inoperable for over two days due to the HPCI bolt stud inspection and the
2-E41-F003 repairs. They recognized that PT-09.2 was being run to prove
the operability of the HPCI System and when PT-09.2 could not be
performed, they reasoned that HPCI was still inoperable. Once it was
questioned whether the April 24 event wan reportable, the guidance of
NUREG-1022 and Attachment 5 of RCI-06.5 was approprictely analyzed by the
shift.

Plant Operating Instruction (0I)-16, LCOs on ECCS Equipment, and 01-04,
LCO Evaluation and Follow-up, do not require or suggest that a subsequent
review of reportability requirements be made when an additional WR/JO is
written against an existing LCO. These procedures do not address when use of

ILCO supplemental sheets for multiple WR/J0s, clearances, and/or plant
modifications is appropriate. Nor do they discuss when a separate LCO
should be initiated, shich would require such a review of reportability.
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In addition, the operators had not been trained to do any of the above not
covered in the procedures. Thus administrative 1y, no system existed which
would have caused the Operations personnel to question reportability nn a
system already considered inoperative.

The event described by the violation and the two prior similar events
herein described, are attributed to insufficient familiarity by the
involved personnel with the reportability requirements of 10CFR50.72.
This unfamiliarity resulted from incomplete training on the reporting
requirements and procedures which provide administrative guidance
concerning interpretation of the requirements. As outlined in the
description of the violation, training concerning the reporting
requirements had not been completed at the time of the April 24 event.

III. Corrective Steps Which Have Been Taken and the Results Achieved

A memorandum was issued to SOS and SF to alert them to the event that
occurred on April 24. This memorandum cautioned that component failures
on systems such as HPCI, while the system is under an existing LCO, are
potentially reportable. The SC', SF, and STA on each shift were directed
to review single failure events as described in NUREG-1022.

Training on the event addressed by this violation and the two other*

events where late four-hour red phone reports were made was given to
licensed operators and STAS.

Training on the requirements of 10CFR50.72 Statements of*

Consideration, NUREG-1022, and RCI-06.5 was given to licensed
opera +ars and STAS. This training emphasized reporting that is
required when situations are discovered that could have prevented
HPCI from performing its safety function.

IV. Corrective Steps That Will be Taken to Avoid Further Violations

A computerized LCO Tracking System is under development that will
incorporate features to alert the Operations staff to make an LCO
reevaluation for reportability whenever a new component failure work
request is written against an existing LCO. The Operations staff will be
trained in the use of this system and it will be implemented by August 21,
1987.

An assessment is being conducted to evaluate potential reportability
weaknesses not covered by procedure or training. This assessment will be
utilized to develop training and/or program changes and will be complete
by July 15, 1987. The dates for implementing any training programs
and/or program changes deemed necessary by this assessment are dependent
upon the extent of the change required.

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _____________J
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V. Date When Full Compliance Will Be Achieved

The dates for implementing training and/or program changes deemed
necessary by the assessment of potential reportability weaknesses will be
submitted via a supplement to this response by August 21, 1987. The
reviewing item will also be completed by August 21, 1987.
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