February 26, 2003

Mr. Lew Myers

Chief Operating Officer

FirstEnergy Nuclear Operating Company
Davis-Besse Nuclear Power Station
5501 North State Route 2

Oak Harbor, OH 43449-9760

SUBJECT:  DAVIS-BESSE NUCLEAR POWER STATION
NRC SPECIAL INSPECTION - SYSTEM HEALTH ASSURANCE - REPORTS
NO. 50-346/02-13(DRS) and 50-346/02-14(DRS)

Dear Mr. Myers:

On November 13, 2002, the NRC completed a special inspection at your Davis-Besse Nuclear
Power Station. This inspection reviewed your actions to resolve Restart Checklist Item No. 5.b,
associated with assuring the capability of safety significant structures, systems and components
to support safe and reliable plant operation. Specifically, this inspection focused on review of
activities as described in the “Davis-Besse System Health Assurance Plan.” The plan consisted
of three review programs: an Operational Readiness Review (ORR), a System Health
Readiness Review (SHRR), and a Latent Issues Review (LIR). Our inspection of this plan
included reviewing the plans and procedures for the ORR, SHRR, and LIR, monitoring the work
of the SHRR and LIR teams in-progress, monitoring Nuclear Oversight activities, attending
review board meetings, and reviewing Condition Reports generated by the teams as reviews
were conducted and discrepancies were identified. The inspectors also monitored training of
reviewers, conducted walkdowns of selected systems, examined emergent issues, reviewed
independent self-assessments of systems, and reviewed two SHRR reports. In addition, to
assess the quality of your staff’s reviews, the NRC conducted an in-depth design and
performance capability review of the Service Water, High Pressure Injection, and 4160 Volt AC
Electrical Distribution systems. The enclosed reports document the findings of this special
inspection, which were discussed with you and other members of your staff during an exit
meeting on November 13, 2002.

Report No. 50-346/02-13(DRS) discusses the review of the plans, procedures, and
implementation of the System Health Assurance Plan. No violations of NRC rules or
regulations were identified. The inspectors concluded that the System Health Assurance Plan
was well-designed, plans and procedures were appropriate to the circumstances, the program
was rigorously implemented, and quality assurance review by the Nuclear Oversight
Department was adequate. At the close of the inspection, only two of the 36 anticipated review
reports had been completed. The inspectors reviewed the System Health Readiness Review
Report for the 125/250 Volt DC Electrical Distribution system and concluded that the review had
been performed acceptably.
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Report No. 50-346/02-14(DRS) discusses the in-depth design and performance capability
review of the Service Water, High Pressure Injection, and 4160 Volt Electrical Distribution
systems. The inspectors identified four findings, one with multiple examples, of very low safety
significance (Green) that were determined to involve violations of NRC requirements. The first
finding involved failure to complete Technical Specification surveillance requirement 4.2.5.H,
associated with High Pressure Injection pump flow following modifications that could alter
system flow characteristic. The second finding involved examples of failure to assure that
applicable regulatory requirements and the design basis for structures, systems, and
components were correctly translated into specifications, drawings, procedures, and
instructions related to a non-conservative TS value for the 90 percent degraded voltage relay, a
non-conservative relay setpoint calculation for the 59 percent undervoltage relay, an inadequate
analytical basis for the setpoint to swap the service water system discharge path, a lack of a
design basis analysis for containment isolation valve backup air supply accumulators, and
inadequate blowdown provisions for Containment Air Cooler backup air accumulators. The
third finding involved a service water surveillance test that did not use worst case values to
bound the design basis conditions. The fourth finding involved failure to take prompt corrective
actions for incorrect service water pump discharge check valve test acceptance criteria. In
addition, the inspectors identified seventeen issues where design control may have been
inadequate; however, at the close of the inspection, insufficient information was available to
draw a conclusion regarding the acceptability of these items which are identified as unresolved
items in the report. Additional analyses, in most cases by your staff, are necessary to generate
the information needed to resolve the issues.

Because of the very low safety significance of the findings and because these issues have
been entered into your corrective action program, the NRC is treating these issues as
Non-Cited Violations in accordance with Section VI.A.1 of the NRC’s Enforcement Policy. If
you deny these Non-Cited Violations, you should provide a response with a basis for your
denial, within 30 days of the date of this inspection report, to the Nuclear Regulatory
Commission, ATTN: Document Control Desk, Washington, DC 20555-0001, with copies to the
Regional Administrator, Region IlII; the Director, Office of Enforcement, United States Nuclear
Regulatory Commission, Washington, DC 20555-0001; and the NRC Resident Inspector at the
Davis-Besse Nuclear Power Station.

The results of our review of the Service Water system were consistent with your Latent Issues
Review and a corporate Nuclear Oversight self-assessment. All three efforts identified a
significant number of deficiencies in calculations, analyses, and testing which will require
resolution prior to restart. We are also aware that the Latent Issues Reviews on the component
cooling, emergency diesel, auxiliary feedwater, and reactor coolant systems identified similar
deficiencies. As a result of these findings, we have concluded that the Latent Issues Reviews
were performed in a manner sufficient to reasonably determine whether or not systems were
capable of performing their safety functions during future plant operation.

Because the majority of the System Health Assurance Plan reports were not ready for review
by the close of the inspection and because the findings of the Latent Issues Review program
dictate the need to expand the scope of system reviews, Restart Checklist item 5.b will remain
open and subject to continued inspection.
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In accordance with 10 CFR Part 2.790 of the NRC'’s "Rules of Practice," a copy of this letter
and its enclosure will be available electronically for public inspection in the NRC Public
Document Room or from the Publicly Available Records (PARS) component of NRC’s
document system (ADAMS). ADAMS is accessible from the NRC Web site at
http://www.nrc.gov/reading-rm/adams.html (the Public Electronic Reading Room).

Sincerely,

IRA/

John A. Grobe, Chairman
Davis-Besse Oversight Panel

Docket No. 50-346
License No. NPF-3

Enclosures: 1. NRC Special Inspection Report
No. 50-346/02-13(DRS)

2. NRC Special Inspection Report
No. 50-346/02-14(DRS)

ccw/encls:  B. Saunders, President - FENOC
Plant Manager
Manager - Regulatory Affairs
M. O'Reilly, FirstEnergy
Ohio State Liaison Officer
R. Owen, Ohio Department of Health
Public Utilities Commission of Ohio
President, Board of County Commissioners
Of Lucas County
President, Ottawa County Board of Commissioners
D. Lochbaum, Union of Concerned Scientists
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ENCLOSURE 1

U.S. NUCLEAR REGULATORY COMMISSION

Docket No:
License No:

Report No:

Licensee:

Facility:

Location:

Dates:

Inspectors:

Approved by:

REGION I

50-346
NPF-3

50-346/02-013

FirstEnergy Nuclear Operating Company

Davis-Besse Nuclear Power Station

5501 North State Route 2
Oak Harbor, OH 43449

September 3 through November 13, 2002

M. Farber, Senior Reactor Inspector
J. Jacobson, Senior Mechanical Engineer
G. Hausman, Senior Reactor Inspector

Ronald N. Gardner, Chief
Electrical Engineering Branch
Division of Reactor Safety



SUMMARY OF FINDINGS

IR 05000346-02-013; FirstEnergy Nuclear Operating Company; on 09/03-11/08/02;
Davis-Besse Nuclear Power Station. System Health Assurance Plan Implementation Inspection

The report covers a special inspection, by three regional inspectors, of the Davis-Besse Nuclear
Power Station System Health Assurance Building Block. The NRC’s program for overseeing
the safe operation of commercial nuclear power reactors is described in NUREG-1649,
“Reactor Oversight Process,” Revision 3, dated July 2000.

A. Inspector Identified Findings
None

B. Licensee Identified Findings
None
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REPORT DETAILS

OTHER ACTIVITIES

Event Follow-up (93812)

Background

On March 6, 2002, Davis-Besse personnel notified the NRC of degradation (corrosion)
of the reactor vessel head material adjacent to a control rod drive mechanism (CRDM)
nozzle. This condition was caused by coolant leakage and boric acid corrosion of the
head material induced by an undetected crack in the adjacent CRDM nozzle. The
degraded area covered in excess of 20 square inches where the low-alloy structural
steel was corroded away, leaving the thin stainless steel cladding layer. This condition
represented a loss of the reactor vessel’s pressure retaining design function, since the
cladding was not considered as pressure boundary material in the structural design of
the reactor pressure vessel. While the cladding did provide a pressure retaining
capability during reactor operations, the identified degradation represented an
unacceptable reduction in the margin of safety of one of the three principal fission
product barriers at the Davis-Besse Nuclear Power Station (reference NRC

report 50-346/02-03(DRS)).

The System Health Assurance (SHA) Plan is one of seven building blocks identified as
part of the licensee’s Return to Service Plan. The intent of the SHA plan was to review
plant systems prior to restart to ensure that these systems were in a condition that
would support safe and reliable information. The plan consisted of three review
programs: an Operational Readiness Review (ORR), a System Health Readiness
Review (SHRR), and a Latent Issues Review (LIR). NRC inspectors reviewed the
activities as described in the SHA plan. Given the high public interest in this subject
area at Davis Besse, and therefore the need to clearly communicate the rationale for
NRC staff conclusions regarding the effectiveness of licensee extent of condition
inspections, this report documents the inspectors’ observations.

Inspection Scope

The inspectors reviewed the plans and procedures for the ORR, SHRR, and LIR,
monitored the work of the SHRR and LIR teams in-progress, monitored Nuclear
Oversight activities, attended review board meetings, and reviewed Condition
Reports (CR) generated by the teams as reviews were conducted and discrepancies
were identified. The inspectors also monitored training of reviewers, conducted
walkdowns of selected systems, examined emergent issues, reviewed independent
self-assessments of systems, and reviewed two SHRR reports.
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Observations and Findings

Operational Readiness Reviews

Introduction

The inspectors examined the Operational Readiness Review (ORR) program, CRs
issued as a result of the reviews, and the final ORR report.

Description

The licensee initiated the ORR program before the NRC implemented the Manual
Chapter 0350 process for Davis-Besse. The licensee developed this program to
ensure that selected systems and programs were in a condition that would support safe
and reliable plant operation through the forthcoming operating cycle (cycle 14) and
beyond. The ORR was initiated by the Plant Manager and consisted of a panel
composed of system engineers and representatives of other site organizations.
Forty-one systems and eight programs were selected for review, based on risk
significance, Maintenance Rule performance, materiel condition, and operator burden.
The ORRs were patterned on the licensee’s Quarterly System Health Report and
covered the selection criteria plus significant issues or corrective actions, mode
restraints, latent issues, and operating experience.

ORRs were nearly completed when the SHA plan was in development. The ORR was
incorporated into the SHA plan to ensure that all system review efforts were captured
under one program, that findings were retained and properly documented, and that
appropriate corrective actions were specified. After the reviews were completed, a

CR was generated by the Quality Assurance (QA) Department documenting concerns
with the administration and tracking of action items identified during the ORR.
Subsequently, a rigorous validation program for ORR was conducted to ensure that the
program was adequately documented, that new issues or changes were identified, and
that issues were entered into the corrective action program. Forty-two CRs were
generated which listed the issues and related outstanding corrective actions for

40 systems and two programs.

Observations and Findings

No findings were identified. The ORR was a proactive effort at system assessment.
The concept of a multi-disciplined panel consisting of management and supervisory
personnel reviewing the system engineer’s analysis of system condition was
well-conceived. While the system engineers’ analyses and panel reviews appeared
thorough, the project lacked rigor in the recording, tracking, and statusing of issues and
action items which were identified by the program. The QA condition report (02-02941)
noted that action items were not documented in CRs, that action items were overdue,
with no formal tracking mechanism to ensure completion, and that ORR action items
were not screened for inclusion in the Restart Action List. The subsequent validation
effort identified issues that were not evident in the original ORR. The validation effort
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introduced the necessary rigor to the documentation process and resulted in a
complete, concise tabulation of issues.

System Health Readiness Reviews

Introduction

The inspectors reviewed the plans and procedures for SHRRs, reviewed the charters for
the various panels and boards established to oversee the SHA plan, monitored reviews
in progress, interviewed reviewers, examined scoping and testing memos, walked down
systems, observed meetings of the Engineering Assessment Board, Restart Station
Review Board, and Restart Senior Management Team, reviewed CRs that were related
to SHRRs, and examined emergent issues, i.e., issues not directly related to SHRR, but
identified as a result of walkdowns or examining SHRR documents.

Description

Procedure and Process

SHRRs were performed for 31 systems categorized as risk-significant under the
licensee’s Maintenance Rule program. The intent of SHRRs was to assess the

material condition of the systems and to determine whether process or programmatic
issues existed that could potentially have an adverse impact on system operability or
functionality. Five, more risk-significant systems were reviewed under the LIR program
which will be discussed later in this report. SHRRs were conducted using procedures
EN-DP-01503, System Walkdown, and EN-DP-01504, System Health Readiness
Review. Revisions to these procedures were issued during the course of reviews; these
revisions are listed at the end of this report.

The inspectors reviewed both procedures noted above, along with the charters for

the Engineering Assessment Board, Restart Safety Review Board, and Restart Senior
Management Team. EN-DP-01503, System Walkdown, provided a structured process
for conducting system walkdowns and recording deficiencies, and provided lists of
potential problems and conditions as criteria for identifying deficiencies. EN-DP-01504,
System Health Readiness Review, provided training requirements, documents to be
reviewed, a structure and process for defining the scope of the reviews, establishing the
testing necessary to support safety functions, selecting data sources and conducting
data source reviews, criteria and process for expanding the review scope, and
preparation, review, and approval of the final report.

Observations and Findings

No findings were identified. The inspectors determined that both procedures were
well-written, logical, complete, and appropriate to the circumstances. One minor
procedural problem was identified. The inspectors learned from interviews, CRs, and
schedule reviews, that walkdowns and document reviews were being conducted in
parallel with the development of the scoping and testing letters. There was no formal
mechanism in the SHRR procedure to ensure that changes mandated by EAB to either
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the scoping or testing memoranda would be reflected back into the walkdowns or
document reviews. This resulted in the potential that approved changes might not be
completely reviewed. The licensee issued a procedure revision to address this issue.
No other problems were identified.

Training

Requirements for training SHA reviewers were specified in the SHRR procedure. This
training covered system design and licensing basis, site-specific databases, Generic
Letter 91-18 (Operability Determinations), the system walkdown procedure, FirstEnergy
Principles and Expectations, and the system health readiness review process.

The inspectors reviewed training records, met with instructors, and attended a training
session for reviewers.

Observations and Findings

No findings were identified. The inspectors considered the training provided for SHA
reviewers to be well-developed, adequately administered, and appropriate to the
circumstances. Training records were properly maintained, and documented the
training and qualification of all SHA reviewers. Through the combination of interviews
and attending training sessions, the inspectors determined that instructors were
qualified, knowledgeable of the SHA program, and well-prepared to lead the training
sessions.

During one training session, the inspector observed that several class members were
apparently disinterested and not paying attention. At the end of the session, when the
instructor was questioning the class to assess the level of retention, these individuals
were unable to answer the instructor’s questions. The inspector brought this to the
attention of licensee management. The class was subsequently retrained and tested to
ensure that training objectives were met.

System Walkdown

Complete system walkdowns, covering the entire scope of the system, were required
under the SHRR procedure. These were conducted using EN-DP-01503, System
Walkdowns. The walkdowns were led by the SHRR team leader, generally conducted
by the entire team, and deficiencies were identified on CRs. To assess the quality of
SHRR walkdowns, the inspectors conducted a plant-wide walkdown which included
SHRR and LIR systems. The intent was to compare inspector-identified deficiencies to
those of the walkdown team. The inspectors’ assessment of the quality of the walkdown
was based, in part, on the number and significance of discrepancies found by the
inspectors, but not by the teams. After the inspectors’ walkdown was completed, the
inspectors reviewed a sample of the CRs issued to assess the number and significance
of discrepancies identified by the walkdown teams.
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Observations and Findings

No findings were identified. The inspectors identified a very small number of minor
discrepancies not identified by the SHRR walkdown teams; the licensee issued CRs to
document the inspectors’ observations.

Among the discrepancies was inconsistency in the lubrication of manually-operated
valves. The inspectors noted that for three identical manual valve operators, one
appeared to be over-greased, one appeared to be satisfactory, and one valve operator
did not have a grease fitting installed. This became an emergent issue which is
discussed in Section b.2.6 below. Another discrepancy was inconsistency in greasing of
seismic support struts. The inspectors noted that one seismic strut near a Component
Cooling Water pump was over-greased while the grease fittings on a nearby strut were
painted over. This became an emergent issue which is also discussed in Section b.2.6
below.

The inspectors concluded that the system walkdowns conducted by the licensee using
EN-DP-01503, System Walkdowns, were thorough and appropriate to the
circumstances. This conclusion was based on the following:

. the number of deficiencies identified by the walkdown teams;

. the inspectors did not identify any significant deficiencies missed by the licensee;
and

. the number of deficiencies found by the inspectors, but not by the teams, was
very small.

Engineering Assessment Board (EAB)

The role of the EAB was defined in DBE-0001, Engineering Assessment Board
Role/Policy in Support of the Return to Service Plan. The EAB’s mission was to provide
senior level oversight and technical review of engineering products and processes.
EAB'’s charter included:

. assist site and engineering management with oversight of Return to Service
activities;

. provide technical review of engineering products as requested by engineering
management;

. review Return to Service “Building Blocks;”

. ensure implementation of the “FENOC Engineering Principles and Expectations;”

. provide qualitative assessment of products to identify engineering progress; and

. provide feedback to engineering management and staff.

The inspectors reviewed DBE-0001 to understand the role EAB was expected to play,
interviewed the leadership and members of the EAB, examined EAB documented
reviews and comments on a large number of engineering products, and attended
several EAB meetings where SHA engineering products were reviewed.
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Observations and Findings

No findings were identified. The inspectors determined that the EAB made significant
contributions to the quality of SHA engineering products. The EAB had several specific
responsibilities in both the SHRR and LIR programs. For brevity, EAB activities will only
be discussed in this section.

EAB responsibilities in the SHA included review and concurrence with:

. scope, including the identified system boundaries, the selected components, and
justification for their selection;

. identified testing or review of other information that assessed on a periodic
frequency, the system’s risk significant maintenance rule functions;

. recommendations for expanding the scope of review when problems are found;
and

. final report to ensure the reviews complied with the procedure and were
complete, findings were adequately documented, and activities were in place to
address issues.

EAB membership was composed of very experienced consulting engineers; a large
percentage had in excess of 30 years of nuclear experience. EAB subcommittees were
established to oversee System Health, Program Review, and Management and Human
Performance. Early in the SHA program, through its review and comments on system
scope and boundaries, EAB established a high standard for completeness, accuracy,
and depth of detail. EAB members were provided engineering products which were
examined in detail. EAB then met with the author and the supervisor who presented the
product and responded to EAB questions and comments. In all the meetings that the
inspectors attended, EAB members were clearly well-prepared. Questions and
comments ranged from process to procedural to technical to philosophical; all were
in-depth, focused on the product, and challenging. The inspectors’ examination of
documented reviews of testing memos and completed reports showed that this level of
review and comment was consistent with all products.

Report Review

The inspectors reviewed the licensee’s completed “System Health Readiness Review
Report for the 125/250 VDC System.” The inspectors’ review was to verify that the
activities performed by the licensee during the SHRR report’s preparation, review, and
approval were completed in accordance with EN-DP-01504, “System Health Readiness
Review,” Revision 2.

Observations and Findings

No findings were identified. However, the inspector identified two CRs that were
considered potential restart items, a fuse issue that may be generic to all electrical
systems, and several minor editorial errors.



The two CRs were CR 01-01232, “Crack in Battery Post Seal Ring,” dated June 22,
2001, and CR 02-00412, “DC Voltage Drop Calculation,” dated February 8, 2002.

. Condition Report 01-01232 identified a broken battery post seal nut on cell 21 of
the 2P battery. The system engineer concurred that the CR should be changed
to a “recommend for restart” item because the 2P battery must be taken
out-of-service to complete the CR’s corrective action. Since the 2P battery was
being disassembled during the current outage for corrosion product removal
(CR 02-03354), this outage would be the appropriate time to replace the broken
battery post seal nut.

. Condition Report 02-00412, stated that DC Calculation C-EE-002.01.010 did not
adequately address small loads on the dc system. Based on the CR and SHRR
report, the inspectors could not conclude that this issue was not a restart item.
The system engineer concurred with the inspectors that the CR and the report
did not clearly indicate whether the issue involved an actual addition of loads to
the battery or was only concerned with the voltage drop of the circuits supplying
the small loads. Further review revealed that the issue involved voltage drops
and was properly classified.

The potential generic fuse issue was identified by CR 02-04586, “SHRR: 1992 PCAQR
Corrective Action Not Yet Completed - Fuse Size,” dated August 23, 2002, which was
identified as a “recommend for restart” item by the system engineer. This CR was
written following the 125/250 VDC SHRR walk-down, where several switches were
identified with a maintenance information tag (sticker) stating “PCAQR 92-0030.” The
PCAQR addressed several circuits throughout the plant where the installed fuse did not
match that specified by drawing E-2014. Drawing E-2014 was the licensee’s controlled
fuse drawing. All the fuses identified by the 1992 PCAQR were evaluated and
determined to be acceptable for continued operation with the understanding that the
fuses would be replaced upon fuse failure with the correct fuse. However, the E-2014
drawing was not annotated to identify that upon fuse failure the fuse was to be replaced
per the PCAQR. The inspectors were concerned that this issue may be generic to all
electrical systems and not just the 125/250 VDC system. The system engineer
concurred with the inspectors that the PCAQR identified fuses in other plant systems
that should be replaced and that he would ensure that the other affected systems’
system engineer would be made aware of this issue.

Subsequent to the NRC inspectors’ inspection, the 125/250 VDC system engineer
issued Milestone #14-1, “System Health Readiness Review for 125/250 VDC System,”
Amendment 2, Revision 00, dated November 14, 2002, which resolved the inspectors
concerns identified above.

It was the intent of this inspection to review five completed SHRR reports. At the close
of this inspection, two reports had been issued. One of those was discussed above.
The inspectors will return to examine four additional reports when all 31 have been
formally completed; results of that inspection will be documented in a separate
inspection report.
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Issues, not directly related to SHA, but needing licensee attention, were identified
throughout the course of the inspection as inspectors walked down systems, reviewed
condition reports, interviewed licensee staff, or examined other system health
documents. The inspectors monitored the licensee’s response to these issues to gain
insights on the licensee’s ability to understand the issue, determine the extent of
condition, assess significance, and identify and implement appropriate corrective
actions.

Observations and Findings

During the plant-wide walkdown, the inspectors noted inconsistencies in lubrication of
identical manual valve operators. A CR was issued and the licensee staff began to
examine the issue. In discussions with the staff, it was revealed that although the need
had been recognized, the station had no program for consistent maintenance of critical
manual valves. The licensee’s staff committed to develop such a program. During a
review of Condition Report 02-02397, the inspector noted in the description of the
condition, that the station had no preventive maintenance program for molded-case
circuit breakers. In discussions with the staff, it was revealed that the need had been
recognized, but the program had not been developed or implemented. The licensee
staff indicated plans to develop such a program. With these two issues as background,
the inspectors questioned the extent of component-based reliability or maintenance
programs and learned that the station only had a very small number. Further
discussions with the licensee’s staff revealed that an October 1999 self-assessment had
revealed this condition and recommended the establishment of component-based
programs. No action appeared to have been taken. This concern was presented to
licensee management, who acknowledged the concern and directed that a CR,
documenting the lack of response to the 1999 self-assessment, be issued. Resolution
of CR 02-08742 was in progress at the close of the inspection.

During the plant-wide walkdown, the inspectors identified inconsistencies in lubrication
of seismic support struts. A CR was issued and the licensee evaluated the condition.
The licensee identified that all the seismic supports supplied to the plant during
construction used a dry-film lubricant, intended to last for the life of the plant. Greasing
was unnecessary but if the strut was greased, it would then need periodic regreasing.
The licensee was unable to determine when the strut had been greased or if it had been
regreased. A condition report was issued to conduct an extent of condition and to
evaluate operability impacts of greasing and then failing to regrease these struts.
Resolution of CR 02-06765 was in progress at the close of the inspection.

During review of the licensee’s self-assessment conducted on the High Pressure
Injection (HPI) system, the inspectors examined a table of late commitments.
Commitment 10752, dated November 21, 1979, to submit information on HPI protection
against deadheading during a small-break loss-of-coolant accident, was listed as
pending. The licensee acknowledged that the commitment tracking system was
problematic and in need of corrective action. In response to the inspectors’ technical
questions on this issue, the licensee staff assembled a closure package which consisted
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of the November 21, 1979 NRC letter requesting information on the topic, the
licensee’s December 28, 1979 response, and procedures involving HPI operation.

The licensee’s December 1979 letter did not properly address the issue of HPI
deadheading during small-break loss-of-coolant accident. Two of the procedures were
for Integrated Leak Rate Test and contained steps for leaving the HPI recirculation
valves open during the test. The current HPI operating procedure, included in the
package, contained a caution that during HPI operation taking suction on the
containment sump, the recirculation valves must be closed. This is exactly the
alignment which could lead to deadheading the HPI pumps during a protracted
small-break loss-of-coolant accident. None of the information in the closure package
properly addressed the issue. The inspectors expressed their concerns to management
regarding this inadequate response. The NRC team inspection, documented in
Inspection Report 50-346/2002014, independently raised questions about deadheading
the HPI pumps during a small-break loss-of-coolant accident. Consequently, the
licensee’s analysis, generated as a result of the team inspection, will address the
technical issue.

Latent Issues Reviews

Introduction

The inspectors reviewed the plans and procedures for LIRs, monitored reviews in
progress, interviewed reviewers, examined scoping and testing memos, walked down
systems, reviewed CRs issued that were related to LIRs, and examined emergent
issues, i.e., issues not directly related to LIR, but identified as a result of walkdowns or
examining LIR documents. LIRs were conducted on the Reactor Coolant, Auxiliary
Feedwater, Component Cooling, Emergency Diesel Generator, and Service Water
systems.

Description

Procedure and Process

LIRs were performed for five systems listed above, all of which were categorized as
risk-significant under the licensee’s Maintenance Rule program. The intent of LIRS,

as stated in the System Health Assurance Plan, was to provide reasonable

assurance that five systems could perform their safety and accident mitigation
functions. LIRs were conducted using procedures EN-DP-01503, “System Walkdown,”
and EN-DP-01505, “Latent Issues Review.” Revisions to these procedures were issued
during the course of reviews; these revisions are listed at the end of this report.

The inspectors reviewed both procedures noted above. EN-DP-01503, “System
Walkdown,” provided a structured process for conducting system walkdowns and
recording deficiencies, and provided lists of potential problems and conditions as criteria
for identifying deficiencies. EN-DP-01505, “Latent Issues Review,” provided training
requirements, documents to be reviewed, a structure and process for defining the scope
of the reviews, establishing the testing necessary to support safety functions, selecting
data sources and conducting data source reviews, criteria and process for expanding
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the review scope, and preparation, review, and approval of the final report. These are
identical to the SHRR; however, the LIR went into greater detail, included a greater span
of data sources, and contained design basis inspection attributes that the SHRR did not.
The LIR was also more tightly structured to ensure consistency of review across the five
systems.

Observations and Findings

No findings were identified. The inspectors determined that both procedures were
well-written, logical, complete, and appropriate to the circumstances. The LIR
procedure had the same minor procedural problem as the SHRR procedure, in that
there was no formal mechanism in the LIR procedure to ensure that changes mandated
by EAB to either the scoping or testing memoranda would be reflected back into the
walkdowns or document reviews. As with the SHRR procedure, this was addressed in a
procedure revision.

Team Leader Meeting

The licensee held a weekly meeting with LIR team leaders to review progress, discuss
review approaches, identify common issues, and resolve problems. The inspectors
attended one meeting.

Observations and Findings

The meeting was attended by all team leaders, assistant team leaders, system health
assurance supervisors, and engineering management. The meeting was well organized
and conducted; there was a prepared agenda which was followed. There was a good
exchange of information, team leaders and supervisors spoke frankly about progress,
problems, and emerging issues.

System Walkdown

The inspectors performed a walkdown of the auxiliary feedwater system and
reviewed the results of the licensee’s previous walkdown efforts. The purpose of

the walkdown was to assess the physical condition of the system and verify the
quality and thoroughness of the licensee’s previous efforts. The licensee’s procedure
EN-DP-01503, Revision 2, “System Walkdowns,” was reviewed prior to the walkdown.

Observations and Findings

Overall, the licensee’s walkdown efforts were found to be effective. The materiel
condition of the auxiliary feedwater system appeared to have issues which required
corrective actions.

The “System Walkdowns” procedure provided reasonable guidance for identifying any
materiel degradations and cleanliness deficiencies in the system. The licensee’s
walkdown efforts identified numerous issues, especially in the areas of environmental
gualification and high energy line break. The inspector identified three conditions
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adverse to quality which had not been previously identified by the licensee’s effort:
Fitting leakage and boric acid build up was found on tubing from CW-275J and sample
cooler S6B2. The licensee issued condition report CR 02-06268 to document the
leakage. Fluid leakage from a hydraulic snubber near orifice AF-4630 was noted. The
licensee issued condition report CR 02-06273 to document the leakage. Bearing lube
oil supply and return lines were found rubbing together on auxiliary feedpump 1-1. The
licensee issued condition report CR 02-06274 to document this condition.

Emergent Issues

As the LIRs progressed, the licensee began to analyze and trend the CRs that were
being written. This “collective significance” review was expanded to include
self-assessment results, EAB program reviews, SHRR issues, and the NRC team
inspection. The collective significance review revealed a number of problem areas
common to all five of the LIRs. Among these problem areas were design basis
validation, environmental qualification, high energy line break, missing or flawed
calculations, calculation control, accident analysis, system descriptions, and
configuration management.

The identification of these common problem areas resulted in the recognition by
licensee management that the scope of the SHA needed to be expanded. The
inspectors reviewed the CRs issued as a result of the collective significance review,
examined the list of common problem areas and the underlying data, and met
repeatedly with SHA staff to monitor the status of the review and development of
expansion plans.

Observations and Findings

No findings were identified. The licensee examined several expansion plan methods for
feasibility, effectiveness, efficiency, scope, and depth of review. At the close of this
inspection, a final plan had not been adopted. The inspectors will continue to monitor
the licensee’s progress on this issue.

One of the proposed expansion methods involved use of the Design Basis Document
Validation Program (DBDVP), which the licensee had committed to complete in
response to the NRC’s October 1996 10 CFR 50.54.f letter on adequacy and availability
of design bases information. The licensee compared deficiencies identified during the
LIR to those identified during the DBDVP. The expectation was that if there was good
correlation on findings between the two programs, then the findings of the DBDVP
would be used as the basis for expansion. The licensee’s examination of the DBDVP
concluded that there was insufficient correlation between the two programs to support
using DBDVP for expansion plans. In addition, the licensee’s review identified problems
with the DBDVP; the program had not been completed and a portion of the deficiencies
identified had not been properly corrected.

The inspectors reviewed all of the related correspondence, the DBDVP instruction, the

Design Basis Validation Report of the Service Water System, and the Service Water
System Description. The inspectors also interviewed licensee staff members who had

11
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been involved with the project. The project, though a commitment to NRC in response
to the 10 CFR 50.54.f letter, was delayed about two years due to engineering resource
considerations. The licensee, on recognizing that station resources would remain a
restraint, elected to contract for the reports. Two engineering organizations were
contracted to prepare the validation reports and work on the project was commenced.
From all of the systems validated, there were slightly more than 1000 identified
deficiencies. These were characterized as either high, medium, or low significance
and work was initiated to correct them. At the close of this inspection, approximately
200 deficiencies had not been corrected. The inspectors reviewed the deficiency
tracking list and open item log sheets for the service water and found where the
resolution of an issue assigned a high significance rating was inadequate. The issue
concerned rated flow in the service water system description that didn’t include all
possible flows. The prescribed resolution for this deficiency was that it was to be
corrected in the system description. It failed to recognize that the analyses related to
rated service water flow or using rated service water flow needed to be examined. This
deficiency was noted by both the LIR team and the NRC team inspection. As corrective
action, the licensee plans to:

. establish an event time line of identified deficiencies and opportunities to improve
design information availability and adequacy;

. identify why the DBDVP was not completed;

. confirm that the DBDVP discovery phase was adequate; and

. evaluate why the DBDVP and other, prior programs and activities did not resolve
the identified discrepancies.

Report Review

Planning for this inspection included a detailed review of all five LIRs. This was
considered an import review effort because these were the most in-depth of all the
licensee’s reviews and conclusions drawn on the quality of the LIRs would be an
important considered in assessing the over quality of the SHA effort .

Observations and Findings

At the close of this inspection, none of the LIR reports had been reviewed or approved
by licensee management and were therefore unavailable for inspection. The inspectors
will return to examine these reports when they have been formally completed; results of
that inspection will be documented in a separate inspection report.

Quality Assessment Oversight

Introduction

During development of the Restart Action Plan and the related seven building blocks,
licensee management recognized the necessity of quality assurance oversight
throughout the process. Consequently, as the building block plans were being
developed, the Nuclear Quality Assessment (NQA) organization prepared a plan for
oversight of restart activities. The plan, entitled “Nuclear Quality Assessment Oversight

12
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of Davis-Besse Return to Service Plan,” Revision 1, was approved by the Vice President
of FirstEnergy Oversight on July 22, 2002. The stated mission was to provide oversight
and verify the adequacy of activities conducted as part of the Return to Service Plan.
For each of the seven building blocks, the NQA plan contained specific objectives to be
accomplished through monitoring and assessment of key activities. The inspectors
reviewed the NQA oversight plan, met periodically with NQA staff and management,
reviewed Quality Field Observations (QFO), reviewed CRs written by NQA staff, and
reviewed the three independent system reviews performed by the NQA staff.

Description

Planning

To meet the objectives spelled out in the oversight plan, the NQA staff developed a
comprehensive program of review and monitoring during the development and
implementation of SHA processes. The program included review of training, attendance
at ORR, EAB, Restart Safety Review Board, and Restart Senior Management Team
meetings, in-line review and comment for SHRR and LIR inspection plan and procedure
development, assessment of scope and testing for SHRR and LIR, oversight of
walkdowns, independent system health readiness reviews conducted in accordance with
the SHRR procedure, and a comparison between the SHRR team and NQA results for
the selected system.

Observations and Findings

No findings were identified. The inspectors determined that NQA had developed a
comprehensive oversight program to assess the implementation of the SHA plan.
During initial discussion with NQA staff and management, the inspectors’ recognized
that while there was a provision for generation of a quarterly roll-up of QFOs, NQA had
not established how the comprehensive results of monitoring and reviews of SHA
implementation would be documented for presentation to senior licensee management.
After deliberation, NQA management elected to prepare a complete roll-up report of
assessment activities, findings and observations, and conclusions after the SHA
programs were completed. The inspectors considered this acceptable.

Monitoring

The NQA plan directed frequent monitoring of walkdowns, briefings, LIR and SHRR
team meetings, and review boards. These activities were documented through issuance
of QFOs, in accordance with NOP-LP-2004, “Internal Assessment Process,” and
issuance of CRs in accordance with NOP-LP-2001, “Condition Report Process.”

Observations and Findings

The inspectors’ review of CRs and QFOs confirmed the frequency and depth of NQA
involvement in process and procedure development; NQA comments and concerns
strengthened the review programs.

13
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The NQA plan for oversight directed the independent performance of three SHRRs
using EN-DP-01504, “System Health Readiness Reviews.” These independent reviews
were to be conducted by NQA staff and the results compared to the findings of the
SHRR teams for the selected systems, which were 125/250VDC Electrical Distribution,
Station and Instrument Air, and Decay Heat Removal/Low Pressure Injection. The
inspectors reviewed the reports of the three independently performed reviews and the
comparative analysis for the 125/250VDC Electrical Distribution system, which was
issued as a QFO.

Observations and Findings

No findings were identified. The inspectors found that the independent reviews had
been conducted in accordance with the SHRR procedure. The inspectors determined
that the findings between the two reviews were essentially similar; this was borne out by
the review of the comparative analysis.

Self-Assessment

Introduction

After being informed that the HPI, 4160VAC Electrical Distribution, and Service

Water systems had been selected for examination by the NRC design team inspection
(Inspection Report 50-346/02-14(DRS)), the licensee elected to perform
self-assessments of the three systems. NRC encourages licensees to perform
self-assessments as a means of identifying and correcting their own issues.

Description

The licensee conducted the self-assessments under the guidance of the FENOC
Focused Self-Assessment Guideline, Revision 0, issued December 2001. Each
system was reviewed by a separate team led by a member of the licensee’s staff,
and composed of licensee and consultant engineers. As is typical of these types of
self-assessments, the licensee used NRC Inspection Procedure 71111.21, “Safety
System Design and Performance Capability,” to conduct the system reviews.

Findings and Observations

No findings were identified. The inspectors reviewed the Focused Self-Assessment
Guideline, the staffing of the three review teams, and the completed reports for all three
systems. The reports were thorough and identified some significant issues with each of
the three systems.
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40A6 Management Meetings

Exit Meeting Summary

The inspectors presented the inspection results to Mr. L. Myers and other members of
licensee management and staff at the conclusion of the inspection on November 13,
2002. The licensee acknowledged the information presented.
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KEY POINTS OF CONTACT

DAVIS-BESSE

D. Baker, Life Cycle Management (A) Manager
R. Cooper, Consultant

R. Fast, Plant Manager

J. Grabnar, Design Basis Engineering Manager
E. Grindahl, Quality Assurance

D. Gudger, Learning Organization Manager

D. Haskins, Human Resources Manager

S. Loehlein, Quality Assurance Manager
E
P
D

. Matranga, Plant Engineering
. McCloskey, Regulatory Affairs Manager
. Miller, Compliance Supervisor
G. Mountain, Licensing Engineer
L. Myers, Chief Operating Officer
L. Pearce, Vice President, Oversight
J. Powers, Engineering Director
P. Roberts, Maintenance Manager
M. Roder, Operations Manager
J. Rogers, Plant Engineering Manager
C. Price, Business Manager
R. Schrauder, Services Director
B. Saunders, President, FENOC
L. Thornsberry, Plant Engineering
S. Wise, Operations Superintendent

NUCLEAR REGULATORY COMMISSION

J. Grobe, Chairman, Davis-Besse Oversight Panel
C. Lipa, Chief, Reactor Projects Branch 4

S. Thomas, Senior Resident Inspector
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AIT
CR
CRDM
DBDVP
EAB
HPI
LIR
NQA
NRC
ORR
PCAQR
PDR
QA
SHA
SHRR
URI

LIST OF ACRONYMS USED

Augmented Inspection Team

Condition Report

Control Rod Drive Mechanism

Design Basis Document Validation Program
Engineering Assessment Board

High Pressure Injection

Latent Issues Review

Nuclear Quality Assessment

Nuclear Regulatory Commission
Operational Readiness Review

Potential Conditions Adverse to Quality Report
Public Document Room

Quality Assurance

System Health Assurance

System Health Readiness Review
Unresolved Item
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LIST OF DOCUMENTS REVIEWED

The following is a list of licensee documents reviewed during the inspection, including
documents prepared by others for the licensee. Inclusion on this list does not imply that NRC
inspectors reviewed the documents in their entirety, but that selected sections or portions of the
documents were evaluated as part of the overall inspection effort. Inclusion on this list does not
imply NRC acceptance of the document, unless specifically stated in the inspection report.

Procedures

EN-DP-01503
EN-DP-01504
EN-DP-01504
EN-DP-01505
EN-DP-01505
EN-DP-01506

DBE-0001

NG-EN-00324
NG-VP-00100
NG-VP-00100
NOP-ER-2001
NOP-LP-2001

System Walkdown, Revision 02, August 10, 2002

System Health Readiness Review, Revision 00, August 21, 2002
System Health Readiness Review, Revision 02, October 16, 2002
Latent Issues Reviews, Revision 00, September 3, 2002

Latent Issues Reviews, Revision 03, October 8, 2002

Borated Water System Inspections (Outside Containment), September 3,
2002

Engineering Assessment Board Role/Policy in Support of the Return to
Service Plan, Revision 0, June 28, 2002

Boric Acid Corrosion Control, July 20, 2002

Restart Action Plan Process, Revision 01, August 23, 2002

Restart Action Plan Process, Revision 02, August 23, 2002

Boric Acid Corrosion Control Program, July 20, 2002

Condition Report Process, Revision 1,

System Health Readiness Review Scoping Memos

Steam Feed R

upture Control System Scope Memo, September 19, 2002

125/250 VDC System Scope Memo, August 26, 2002

High Pressure

Injection System Scope Memo, September 16, 2002

Anticipatory Reactor Trip System Scope Memo, September 11, 2002
EDG Ventilation System Scope Memo, September 20, 2002

Condition Reports Generated from Inspection

02-05578
02-06565
02-06261
02-06621
02-06723
02-06765
02-07011
02-07869

02-08432
02-08742
02-09036

LIR Training Effectiveness

SHRR LIR Review of Change Initiating Documents

SHRR Boron Identified on CS17 Packing Area

SHRR LIR Reviews Initiated before Scoping Approved

SHRR LIR NRC Concern regarding Site’s Lubrication

Sway Strut Bushing Grease Fittings, September 26, 2002

SHRR LIR NRC Concerns about System Review Scoping

NRC Inspector’'s Concern Regarding Supervisor Comment for CR, October 11,
2002

Containment Design Basis Calculation, October 21, 2002

Inadequate Followup to Self Assessment 1999-0076, October 28, 2002
Greasing of Struts, November 5, 2002
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Condition Reports (CR)

02-02397
02-03157
02-03369
02-03828

02-03895
02-03923

02-03925

02-04021

02-04041

02-04033

02-04047

02-04085

02-04198
02-04473

02-04501
02-04521

02-04543
02-04546
02-04572
02-04578

02-04581

02-04635
02-04782

02-04812
02-05066
02-05092
02-05101

02-05103
02-05125

IPR: Breaker Reliability Program, May 31, 2002

HELB in Turbine Building Effects on AFP Rooms, July 11, 2002

Quiality Expectations, July 17, 2002

SHRR: ARTS Walkdown Findings from 8-7-02 for PSL4535A, B, C, D, August 7,
2002

LIR-EDG-Two Instrument Tubing Lines Damaged, August 7, 2002

SHRR Walkdown DH Train 1 DW143 Demin Water Valve Leakby, August 9,
2002

SHRR Walkdown Decay Heat Train 1 Cooler Room - Scaffold Pole, August 9,
2002 02-02941  Operational Readiness Review Action Items, July 2, 2002

SHRR Walkdown Finding During Containment System Walkdown, August 11,
2002

SHRR Walkdown Items - RPS CTMT Press SW Sensing Line Guard, August 8,
2002

Failure to Process Condition Reports through SRO Review in a Timely Manner,
August 12, 2002

SHRR Walkdown Items - Outboard Electrical Penetration Cabinet Generic
Issues, August 9, 2002

LIR-EDG - EDG 1 Air Intake Filter Can Use Paint to Overcoat Rusting,

August 11, 2002

LIR-EDG 1 - Elec Maintenance Tag on Hand Switch (C3617), August 12, 2002
SHRR - I&C Comment Regarding Test Points during Walkdown, August 13,
2002

LIR - EDG 2 Cable Pull Wire Left in Place, August 17, 2002

LIR - EDG 2 Panel C3616 Test Switch TS-3 Plastic Cover Broken, August 17,
2002

SHRR: Battery Room 2 Deficiencies, August 20, 2002

SHRR: Interlock for DC Panel Supply Breakers, August 20, 2002
LIR-EDG-D0O119 Piping Needs to be Cleaned and Painted, August 16, 2002
LIR-EDG-EDG1-2 Day Tank Room Needs General Clean & Painting All Equip &
Floor, August 16, 2002

LIR-EDG-HISNP 1951A Switch Label is Missing, Label “Start/Stop,” August 16,
2002

LIR-Emergency Diesel Generator 1-2, August 17, 2002

Potential Omission of LCO for Delay Time of Fuel Movement to Spent Fuel Pool,
August 22, 2002

LIR CCW - Lack of Identification Tags on Instrumentation Valves, August 22,
2002

LIR-AFW-ST138, August 23, 2002

LIR-AFW-Service Water valve SW6392, August 23, 2002

ORR - System Condition Report for Steam Feed Rupture Control System,
August 27, 2002

ORR - System Condition Report for Condensate System, August 26, 2002
ORR - System Condition Report for Non-nuclear Instrumentation, August 19,
2002
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02-05132 ORR - System Condition Report for Integrated Control System, August 19, 2002

02-05135 ORR - System Condition Report for RPS, DSS, and NI, August 19, 2002

02-05137 ORR - System Condition Report for Decay Heat Removal/LP| System,
August 28, 2002

02-05138 ORR - System Condition Report for Radiation Monitoring System, August 27,
2002

02-05140 ORR - System Condition Report for Switchyard and Transformers, August 24,
2002

02-05141 ORR - System Condition Report for Main Feedwater Pumps/Turbines/Piping
System, August 26, 2002

02-05143 ORR - System Condition Report for 125/250 VDC System, August 17, 2002

02-05144 ORR - System Condition Report for Main Steam System, August 26, 2002

02-05146 ORR - System Condition Report for Anticipatory Reactor Trip System,
August 15, 2002

02-05147 LIR Design Basis Recovery, August 28, 2002

02-05149 ORR - System Condition Report for Motor Driven Feedwater Pumps, August 26,
2002

02-05150 ORR - System Condition Report for Emergency Diesel Generator, August 21,
2002

02-05157 BWST Level Shift Log Acceptance Criteria May Not Meet TS 3.5.4.A
Requirements, August 28, 2002

02-05191 SHRR: 480VAC MCC & MCCB Maintenance Issues, August 28, 2002

02-05408 SHRR: Testing Review - Trip Alarm Excluded from RPS Procedures,
September 4, 2002

02-05409 SHRR: Testing Review-Not Verifying Ch Trip Light on Reactor Trip Module,
September 4, 2002

02-06040 Issues Identified during SHRR Final Report Presentation, September 14, 2002

02-06259 SHRR LIR System Health Assurance Reviews, September 19, 2002

02-06313 LIR - EDG Exciter/Voltage Regulator PM May Not be Adequate, September 20,
2002

02-06398 Some Safety-Related Breakers Lacking Pms, September 20, 2002

02-06436 SSDPC Collective Significance of Issues from SW Self Assessment and LIR,
September 21, 2002

02-06582 LIR-RCS: —273R11 Does Not Reflect the As-Built Plant Configuration,
September 24, 2002

02-06770 LIR-AFW-CR 95-0703 Action to Prevent Recurrence Missing, September 26,
2002

02-06819 Inaccurate Input Provided by Contractor for NRC Correspondence,
September 26, 2002

Correspondence

Log 4928 Ltr: James M. Taylor to R. J. Farling, Request for Information Pursuant to 10
CFR 50.54(f) Regarding Adequacy and Availability of Design Bases Information,
October 9, 1996

Log 4954 Memo: Ledyard B. Marsh, Meeting with NEI and Licensees to Discuss Generic

Letter (GL) 96-06, “Assurance of Equipment Operability and Containment
Integrity during Design-Basis Accident Conditions,” November 22, 1996
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Serial 2438  Ltr: Centerior Energy to USNRC, Response to NRC Request for Information
Regarding Adequacy and Availability of Design Bases Information Regarding
Adequacy and Availability of Design Bases Information, February 11, 1997

Log 5004 Ltr: Allen G. Hansen to John K. Wood, Response to October 9, 1996 Request for
Information Pursuant to 10 CFR 50.54(f) Regarding Adequacy and Availability of
Design Bases Information, Davis-Besse Nuclear Power Station, Unit No. 1
(TAC No. 97583), February 25, 1997

Log 5024 Ltr: Allen G. Hansen to John K. Wood, Planned Design Inspection, Davis-Besse
Nuclear Power Station, Unit No. 1, March 27, 1997

Serial 2455  Ltr: Centerior Energy to USNRC, Plan And Schedule for Completion of the
DBNPS Design Basis Validation Program, March 31, 1997

Log 5173 Ltr: Allen G. Hansen to John K. Wood, Davis-Besse Nuclear Power Station,
Unit 1 - Design Inspection - NRC Inspection Report No. 50-346/97-201
(TAC No. M99129), November 19, 1997

Serial 2623  Ltr: Guy G. Campbell to USNRC, Status of the Design Basis Validation Program
and the Planned Program to Convert to the Improved Standard Technical
Specifications, December 17, 1999

Other Documents

Davis-Besse Return to Service Plan, Revision 2, August 6, 2002
Nuclear Quality Assessment Oversight of Davis-Besse Return to Service,
Revision 1, July 22, 2002
RSMT Davis-Besse Restart Senior Management Team Charter, Revision 00,
June 24, 2002
Davis-Besse Restart Overview Panel Charter, Revision 0, June 7, 20002
RSRB Davis-Besse Restart Station Review Board Charter, Revision 00, June 24,
2002
Davis-Besse System Health Assurance Plan, Revision 2, August 5, 2002
Davis-Besse System Health Assurance Plan, Revision 3, September 9, 2002
System Health Assurance Discovery Action Plan, Revision 0, August 5, 2002
System Health Assurance Discovery Action Plan, Revision 2, October 15,
2002
FENOC Engineering Principles and Expectation, July 10, 2002
NED 87-10338 Memo, Sway Strut Bushing Grease Fittings, July 29, 1987
Manual Valve Component Reliability Template Basis Document
ENDP-01506 Leakage Reduction Program Manual, Revision 00, July 18, 2001
Design Basis Document Validation Program, Revision 1, August 21, 1997
SD-018 System Description for Service Water System, Revision 2, August 4, 1995
Design Basis Document Validation Report of the Service Water (SW) for
Davis-Besse Power Plant by Sargent & Lundy, LLC, December 23, 2000
Training Lesson Plan - Borated Water System Inspections (Outside
Containment), September 5, 2002
TM-108 Job Familiarization Guidelines - Mechanical Boric Acid Corrosion Control
Inspector (Applicable to EN-DP-01501 Only), July 22, 2002
Focused Self-Assessment Guideline, Revision 0, December 2001
SA 2002-0093  Davis-Besse NPS Self-Assessment Service Water System Report,
October 22, 2002
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SA 2002-0094

SA 2002-0095

NPE-99-0076

Davis-Besse NPS Self-Assessment High Pressure Injection System Report,
October 22, 2002

Davis-Besse NPS Self-Assessment 4160 VAC System Report, October 22,
2002

Quality Assurance Review of System Health Readiness Review for Decay
Heat Removal/Low Pressure Injection System, September 27, 2002
Quality Assurance Review of System Health Readiness Review for
125/250 VDC System, Revision 0, October 5, 2002

Quality Assurance Review of System Health Readiness Review for Station
