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8. Petitioners allege that the licensee has failed to label and
mislabeled pressure valves and limit switches on both units.
Petitioners submitted several written statements from Texas
Utilities employees and local citizens expressing concern about safely of
the plant in support of the Petition. The statements of Ron Jones and
Dobie Hatley allege specific safety concerns, which the NRC previously
evaluated when it considered the February 20, 1992, motion of Petitioners
to reopen the record. The Commission found that these statements did not
raise substantial safety concerns. Texas Utilities Electric Company
(Comanche Peak Steam Electric Station, Units 1 and 2), CLI-92-12,
(August 12, 1992). The remaining statements express a general concern
for the safety of the plant or the treatment of employees but present no
facts or evidence to support Petitioners’ request. Sixteen signed
statements express support for Petitioners’ Motion to Reopen the Record
but do not address issues raised by the Petition herein. Five affidavits
or letters, addressed to whom it may concern, express general concern
about the operation of Comanche Peak and about the presence of waste
disposal sites containing toxic and radiation contaminated materials.
The NRC previously determined that waste disposal sites at Comanche Peak
do not ratse a substantial safety concern and denied a request for
enforcement action under 10 CFR 2.206. Texas Utilities Electric Co.
(Comanche Peak Steam Electric Station, Units 1 and 2), DD-91-04,
34 NRC 2011 (1991).
Each of the issues raised in the Petition is summarized and

evaluated below.
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alleged by Petitioners. Shortly after the event, the licensee informed
the resident inspector and gave him a copy of the written report of this
incident, Operations Notification Evaluation Form FX-9]-1455.

As a short term corrective action to maximize cleanup of the spent
fuel pool and reactor coolant system, the operators increased the amount
of reactor coolant sent through the chemical and volume contro) system
and placed three temporary filters in service,

Westinghouse Electric Corporation evaluated the effect of resin in
the reactor coolant system in a letter to the 1icensee dated November 19,
1991, Westinghouse stated that the resin products are not considered to
be corrosive to primary system piping and that normal use of the chemical
and volume control system is adequate for control of system cleanup.
Based on the small quantity of resin released, Westinghouse concluded
that the material could have had no adverse consequences on fue) assembly
integrity or operations. Upon review of the letter, the NRC staff came
to the same conclusion.

At the time of the incident, the NRC staff determined that the
licensee took appropriate corrective actions and that the incident was
not detrimental to the safety of the plant. Petitioners provide no facts
to contradict these findings. Therefore, I conclude that Petitioners

have not raised a substantial health or safety concern.
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P Hot" valve cut in two

Petitioners claim that a "hot* valve in Unit 1 was cut open, causing
a radiation release and exposure to severa) individuals.

On March 17, 1992, a work request was written to have work serformed
on valve 2(S-7048A, a valve located in Unit 2. However, personnel
disassembled and reassembled valve 105-7048A, in Unit 1, a valve similiar
to the Unit 2 valve which was the subject of the work request. Upon
reviewing the work logs after maintenance was completed, a radiation
protection technician thought the contamination levels appeared
excessively high for what should have been a Unit 2 valve. The
contamination levels were consistent with the normal levels in that area
of Unit 1. Before the maintenance work was performed, a radiation
protection technician had established a radiological barrier around the
Unit 1 valve. Because of the barrier, personnel working on the valve
took appropriate precautions and did not receive an overexposure of
radiation. After discovering the mistake, personne) performed the
required maintenance on the Unit 2 valve.

On August 23, 1992, the NRC issued a Severity Level IV violation
for failure to follow authorized work instructions, citing both this
incident and a similar incident that occurred on February 23, 1992 in
Unit 1. The dRC documented the incident in Inspection Report Nos.
50-445/97-08 and 50-446/92-08, April 23, 1992.

The NRC staff found the licensee's corrective action to be suitable.
After the event, Unit 2 management suspended all activities to

disassemble or reassemble components within the operations controlled
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area for permanent plant equipment in Unit 2 unti] the licensee reviewed
the incident. After reviewing the incident, the licensee took short-term
actions requiring double verification of component identification before
beginning work. A Unit 1 task team had been f. med previously in
response to the February 23, 1992, incident. The team was exploring a
number of corrective actions regarding procedural compliance to be
implemented in Unit |  The staff found no reason to conclude that the
Ticensee couid not or would not operate CPSES safely. Petitioners
provide no facts to conclude otherwise. Therefore, I conclude that the
event does not present a substantial health or safety concern.
D-Wmmwm

Petitioners submitted a sample of weekly reports which they claim
contain reports of 26 reportable incidents and at least 6 rea;tor'trips.
which Petitioners find excessive. The weekly reports cover ihe period
from January 19 to April 18, 1992, and consist of the Local Public
Document Room 1ist of correspondence between the NRC and TU Electric,
such as inspection reports, licensee event reports (LERs), periodic
operating reports, and general correspondence.

Upon reviewing these documents and NRC records, the NRC staff found
that the licensee submitted 10 LERs during this period. These 10 LERs
are written reports of nonemergency incidents that occurred at CPSES.
NRC regulations require that licensees report shutdowns, deviations from
technical specifications, and events that result in degradation of safety
barriers or place the plant in a condition outside of its design basis.

The licensee is also required to include in the report an assessment of
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to bring the plant to a safe shutdown condition.

The 10 reportable incidents which occurred during the time period
specified by Petitioners did not place the plant in an unsafe condition
and the reactor did not trip during this period. The six automatic trips
which occurred between January 1991 and July 1992 did not affect the
safety of the plant. Petitioners have not provided any information to
contradict this conclusion, The NRC was informed of each of the events
at the time of occurrence and determined that the licensee took
appropriate corrective actions. Accordingly, I conclude that Petitioners
have not raised a substantial safety concern.
£, Fines of $100.000

Petitioners claim that civil penalties of approximately $100,000
imposed for violations by the licensee during 1992 demonstrate that the
licensee cannot safely operate the plant.

In evaluating violations to determine the appropriate enforcement
action, the NRC staff assesses the safety and regulatory significance of
the violations, the licensee’s corrective actions to prevent future
occurrences, and other relevant factors. During its review, the NRC
considers whether a violation warrants shutting down a plant. In neither
of these cases dii the NRC staff conclude that the 1icensee was unable or
unwilling to safely operate the facility, or that shutdown of the plant
was warranted.

On December 4, 1991, the NRC proposed imposition of a civi) penalty

of $25,000 on the licensee. Texas Utilities Electric Company (Comanche

Peak Steam Electric Station, Units 1 and 2), EA 91-189 (December 27,
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safety concern,
F. Loss of cooling to spent fuel pogl

Petitioners claim that the spent fuel pool was without cooling for
20 hours, resulting in an abnormal rise in temperature which would have
caused a meltdown if not detected by the resident inspector. Both the
licensee and the NRC evaluated this incident in great detail. The NRC
proposed imposition of a civil penalty of $125,000, Texas Utilities
Electric Company (Comanche Peak Steam Electric Station, Units 1 and 2),
EA-92-107 (July 23, 1992). This incident is documented in NRC Inspection
Report Nos. 50-445/92-29 and 50-446/92-20, June 9, 1992.

The spent fuel pool is a large pool of water located outside the
containment. Fuel bundles that are depleted of most of their uranium
are stored in the pool after being removed from the core. Tho_fuel emits
a small amount of decay heat (less than 0.001 percent of the heat
generated during operation) into the water of the spent fuel pool. The
water is cooled by passing through heat exchangers that are cooled by the
component cooling water system. At the time of this event, the pool
contained only 64 fuel assemblies. The pool has a capacity of 554 fue)
assemblies and therefore, the heat in the pool was only a fraction of the
design heat load.

On May 12, 1992, the spent fuel pool was without cooling for 17
hours because the component cooling water system was misaligned. This
allowed the temperature to rise 5 degrees from 80 to 85°F. The maximum
fuel pool temperature allowed in the Final Safety Analysis Report is

152°F. Therefore, the pool was never in danger of overheating. Since
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H.  Labeling deficiencies

Petitioners allege that an employee of CPSES testified that the

licensee failed to label components and mislabeled pressure valves and
1imit switches on both units,

While conducting an inspection in October 1989, the NRC found minor
labeling deficiencies, NRC Inspection Report Nos. 50-445/89-200 and
50-446/89-200, February 14, 1590. The inspectors found a number of
valves without identification labels, uncfficial hand-written tags used
to label rooms, and smal) metal )abel tags on some components which were
difficult to read. The inspectors believed that this could cause
operator errors. The licensee had identified the missing labels earlier
and was in the process of installing temporary tags. The licensee had
initiated a program to improve labeling in 1988 but had delayed
implementation. This inspection prompted the licensee to implement the
program sooner than planned. The licensee also audited the labeling
program and revised administrative procedures to give guidance to
personnel on performing independent veri. ication of labeling.

The lic 'see labeled each of the rooms in Unit 1, and equipment
containing both Unit 1 and Unit 2 components, before the licensing of
Unit 1. The licensee scheduled to complete the upgrade program during
the first refueling outage in December 1991. The NRC inspected the
labels four more times and found that the program was on schedule and was

being implemented effectively. The NRC documented its findings in
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