
May 5, 2000

Mr. S. E. Scace, Director
Nuclear Oversight and Regulatory Affairs

Northeast Nuclear Energy Company
P.O. Box 128
Waterford, Connecticut 06385

SUBJECT: NRC COMBINED INSPECTION 05000336/2000-006 and 05000423/2000-006

Dear Mr. Scace:

On April 1, 2000, the NRC completed an inspection at Millstone Units 2 & 3 reactor facilities.
The enclosed report presents the results of that inspection.

During the 6-1/2 weeks covered by this inspection period, your conduct of activities at the
Millstone facilities was generally characterized by safety-conscious operations, sound
engineering and maintenance practices, and careful radiological work controls.

Based on the results of this inspection, the NRC identified nine Level IV violations of NRC
requirements, one of which related to noncompliance with the procedural provisions for
informing your Emergency Preparedness staff of personnel changes affecting the composition
of the site emergency response organization. Two violations involved unanticipated changes in
reactor coolant system inventory at Unit 2 while shutdown, where appropriate operating
procedures were not established or implemented. Two violations at Unit 3 and one other
violation at Unit 2 involved missed or inadequate surveillance testing that was identified by your
staff and properly reported in Licensee Event Reports submitted to the NRC in 1999. The
remaining three Level IV violations of NRC requirements, which were associated with conditions
that are also described in Licensee Event Reports, were noted to have occurred prior to 1999.
All of these violations are being treated as Non-Cited Violations (NCVs), consistent with Section
VII.B.1.a of the NRC Enforcement Policy. The NCVs are further described in the subject
inspection report. If you contest the violation or severity level of these NCVs, you should
provide a response within 30 days of the date of this inspection report, with the basis for your
denial, to the Nuclear Regulatory Commission, ATTN: Document Control Desk, Washington DC
20555-0001; with copies to the Regional Administrator, Region I; the Director, Office of
Enforcement, United States Nuclear Regulatory Commission, Washington, DC 20555-0001;
and the NRC Resident Inspector at the Millstone facility.
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In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice," a copy of this letter and its
enclosures will be placed in the NRC Public Document Room (PDR).

Sincerely,

/RA/

James C. Linville, Director
Millstone Inspection Directorate
Office of the Regional Administrator
Region I
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License Nos. DPR-65, NPF-49
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R. P. Necci, Vice President - Nuclear Technical Services
L. J. Olivier, Senior Vice President and Chief Nuclear Officer - Millstone
M. H. Brothers, Vice President - Nuclear Operations
F. C. Rothen, Vice President - Nuclear Work Services
J. T. Carlin, Vice President - Human Services - Nuclear
G. D. Hicks, Director - Nuclear Training Services
C. J. Schwarz, Station Director
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First Selectmen, Town of Waterford
D. Katz, Citizens Awareness Network (CAN)
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EXECUTIVE SUMMARY
Millstone Nuclear Power Station

Combined Inspection 336/2000-006; 423/2000-006

Operations

ÿ While Unit 2 was in Mode 5, cold shutdown, with the reactor coolant system (RCS)
partially drained, the NRC identified that, although the licensee was aware that draining
the safety injection header to support work on a safety injection tank isolation valve had
the potential to drain the RCS, the licensee performed this evolution using an equipment
clearance rather than an approved procedure. Although the draining evolution resulted
in only a minor loss of RCS inventory, the NRC concluded that the failure to establish
adequate procedural controls for draining of the safety injection header constituted a
violation of technical specification 6.8.1.a. This violation is being treated as a Non-Cited
Violation, consistent with Section VII.B.1.a of the NRC Enforcement Policy. (NCV
05000336/2000-006-01) (Section U2.O1.2)

ÿ While Unit 2 was in Mode 5, cold shutdown, an unexpected increase in reactor coolant
system level occurred when the licensee filled the safety injection header associated
with the number 2 safety injection tank. The NRC found that the licensee had not
established appropriate procedural guidance to fill the safety injection header in the
existing plant conditions and that the specified prerequisites for the approved procedure
implemented to fill the header had not been satisfied. The NRC concluded that the
failure to adequately implement the procedure for filling of the safety injection header
constituted a violation of technical specification 6.8.1.a. This violation is being treated
as a Non-Cited Violation, consistent with Section VII.B.1.a of the NRC Enforcement
Policy. (NCV 05000336/2000-006-02). (Section U2.O1.3)

ÿ Unit 3 operators maintained an appropriate awareness of plant and equipment
conditions throughout the inspection period as evidenced by compliance with plant
technical specifications and appropriate response to a minor condensate system
transient. Complete operability determinations were documented, as required. Proper
operator response and corrective actions to an NRC-identified abnormal feedwater flow
indication were observed. (Section U3.O1.1)

ÿ Plant inspection-tours verified Unit 3 system configurations, equipment status,
procedural controls, and compensatory measures consistent with the applicable license
requirements, design drawings, and program commitments. The plant operators were
cognizant of the system and component conditions expected for the unit’s normal, full
power status, and responded in a timely manner to some minor equipment
discrepancies noted in the field. (Section U3.O2.1)

Maintenance

ÿ In 1999, the licensee identified a failure at Unit 2 to perform a technical specification
(TS) required surveillance on class 1E, 125 Volt direct current battery banks. A
subsequent test was adequate. The failure was a violation of TS 4.8.2.3.2.d, 125 Volt
Battery Bank, which was categorized as Severity Level IV and treated as a Non-Cited
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Violation (NCV 50-336/2000-06-03). (Section U2.M8.3)

ÿ In 1999, the licensee identified a historical failure to adequately perform technical
specification (TS) required response time testing on Unit 2 reactor coolant pumps. A
subsequent test was adequate. The failure was a violation of TS 4.3.1, Reactor
Protective Instrumentation, which was categorized as Severity Level IV and treated as a
Non-Cited Violation (NCV 50-336/2000-06-04). (Section U2.M8.4)

ÿ In 1999, the licensee identified a failure at Unit 2 to perform a technical specification
(TS) required surveillance on an air operated valve. Test data taken subsequent to the
discovery were adequate. The failure was a violation of TS 4.0.5, Inservice Test, which
was categorized as Severity Level IV and treated as a Non-Cited Violation (NCV
50-336/2000-06-05). (Section U2.M.8.7)

ÿ Observed Unit 3 surveillance and maintenance activities were performed in accordance
with approved procedures. Appropriate focus was directed toward maintenance work on
a main feedwater containment isolation valve, which ensured completion of the work
within the technical specification allowed outage time. (Section U3.M1.1)

ÿ The licensee effectively controlled and implemented corrective maintenance activities to
troubleshoot, assess, and repair or monitor, as appropriate, Unit 3 plant equipment with
degraded conditions. Proper consideration of operability requirements and control of
the work in accordance with the unit technical specifications was evident. (Section
U3.M2.1)

ÿ A licensee-identified failure to perform a technical specification (TS) required
surveillance, on ten Unit 3 electrical breakers, was a violation of TS 3.8.4.1, AC
Sources. The violation was categorized as Severity Level IV and treated as a Non-Cited
Violation (NCV 50-423/2000-006-07). LER 50-423/99-05-00 is closed. (Section
U3.M8.2)

ÿ A licensee-identified failure to perform technical specification (TS) required
surveillances on Unit 3 vital battery chargers was a violation of TS 3.8.2, DC Sources,
which was categorized as Severity Level IV and treated as a Non-Cited Violation (NCV
50-423/2000-006-08). LER 50-423/99-08-00 is closed. (Section U3.M8.3)

Engineering

ÿ The licensee had control of contracted engineering activities and an understanding of
the changes being designed for the cross-connection of the Unit 2 and Unit 3 , 4.16 Kv
electrical distribution systems. The available modification documents indicated the need
for clarifications regarding: the adequacy of the load values used in the load flow
analysis; the current carrying capacity of the Unit 3 station service transformer load
cables; and the controls that are in place to prevent Unit 2 from supplying electrical
power to Unit 3. (Sections U2.E2.1, U3.E2.2)

ÿ At Unit 2, the licensee identified historical conditions, associated with certain Unit 2 post
accident containment spray system (CSS) flow analyses, which could have produced a
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negative net positive suction head (NPSH) margin for the CSS pumps in the
recirculation phase of a design basis accident. The licensee’s corrective actions were
found acceptable. This violation of 10 CFR 50, Appendix B, Criterion III, Design Control,
is being treated as a Non-Cited Violation (NCV 05000336/2000-006-06). (Section
U2.E.8.2)

Plant Support

ÿ The licensee maintained adequate radioactive liquid and gaseous effluent control
programs. The Offsite Dose Calculation Manual contained sufficient specification and
instruction to acceptably implement and maintain the radioactive liquid and gaseous
effluent control programs. (Section R1.1)

ÿ The calibration programs for effluent radiation monitoring system (RMS) flow rate
measurement devices and the hydrogen monitoring system met the technical
specification requirements. The instrumentation and control personnel, and the RMS
Engineer performed detailed evaluations for all calibration results and tracked the
conversion factors and the linearity. (Section R2.1)

ÿ The licensee maintained and implemented an effective routine surveillance test program
for air cleaning systems. (Section R2.2)

ÿ The licensee’s Quality Assurance Surveillance Audit and self-assessment programs for
effluent control were effectively implemented. The quality assurance program to
validate analytical results for radioactive liquid and gaseous effluent control was
effective. (Section R7)

ÿ The licensee’s corrective action system identified concerns and critique items from past
emergency preparedness exercises or drills. Actions taken by the licensee were
effective in minimizing the potential for recurrence. However, in many instances, the
licensee repeatedly changed due dates and took approximately 6 to 12 months to
resolve and close condition reports. The licensee also identified this concern and
initiated a condition report (CR) M3-99-0269 to identify the root causes associated with
this timeliness issue. The self-assessment program was conducted in accordance with
program requirements. (Section P1.1)

ÿ Site Emergency Response Organization (SERO) electronic pager tests and siren
surveillances were performed as required by the licensee’s Emergency Plan. In
December 1999, the SERO pager system was upgraded. There was an inadvertent
activation of the pagers in January 2000 apparently due to procedural and human
errors. The vendor continues to troubleshoot the problem. Since January 2000, the
licensee has continued to perform pager tests to identify operational problems and
ensure the adequacy and dependability of the system. Should the pager system fail, the
licensee maintains two backup methods for ensuring immediate notification to SERO
and offsite officials. (Section P2)
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ÿ The licensee conducted emergency response training as required. However, the
emergency preparedness (EP) staff identified continual problems with SERO members
not following administrative emergency response procedures for keeping EP informed of
changes to the SERO (i.e., additions, terminations, etc.). Senior licensee management
expressed concern with this finding and stated that they intend to provide support and
oversight to the EP program in resolving this issue. This issue is being treated as a
Non-Cited Violation and is in the licensee’s corrective action program as CR M3-99-
1458. (NCV 05000336,423/2000-006-09) (Section P5)

ÿ The inspector determined through document reviews and interviews that the Nuclear
Oversight Audit Reports of the EP program met the requirements specified in 10 CFR
50.54(t) and the reports clearly demonstrated the bases for the audit conclusions.
(Section P7)

ÿ The licensee’s corrective actions were acceptable to adequately maintain a post
accident sampling system and acquire a total dissolved gas (TDG) concentration. The
Unit 2 10 CFR 50.59 change for eliminating the TDG concentration was determined to
not constitute an unreviewed safety question because TDG will not be used for
assessing core damage under accident conditions. The associated unresolved item,
violation, and LERs (URI 05000336/99-05-13; VIO 05000423/98-01-01; LERs 50-
423/97-60-00 and 01) are closed. (Section P8.1)

ÿ An in-office review of a change to the Millstone Security and Training and Qualification
Plans, submitted to the NRC in accordance with 10 CFR 50.54(p), was conducted.
Based on the licensee’s determination that the changes did not decrease the overall
effectiveness of the security plans and after limited review, no NRC approval was
determined to be required. (Section S3)



Report Details

Summary of Unit 2 Status

Unit 2 entered the inspection period in Operational Mode 5, Cold Shutdown, with preparations
to replace one control rod drive mechanism coil in progress. After completing the coil
replacement, operators brought the plant to Operational Mode 3, Hot Standby, and normal
operating temperature and pressure on February 16, 2000. While in that condition, the licensee
determined that the pressure seal for the Number 2 Safety Injection Tank outlet isolation valve
was leaking excessively and required repair. To support the valve repair, operators returned
the plant to Operational Mode 5, Cold Shutdown, and partially drained the reactor coolant
system. After completing the valve repair, operators brought the plant back to normal operating
pressure and temperature and performed a normal reactor startup on February 26, 2000. The
plant reached full power on February 28, 2000.

After a maintenance error caused a single control rod to drop on March 24, 2000, operators
reduced power below 70 percent, as required by Technical Specifications. The licensee
promptly recovered the control rod and returned the plant to full power on March 25, 2000. At
the completion of the inspection period on April 1, 2000, the plant remained in operation at 100
percent power.

U2.I Operations

U2 O1 Conduct of Operations

O1.1 General Comments (71707)

The inspector conducted frequent reviews of ongoing plant operations, including
observations of operator evolutions in the control room, walkdowns of the main control
boards, tours of the Unit 2 radiologically controlled area and other buildings housing
safety-related equipment, and observations of several management planning and plant
operational review committee meetings.

The inspector observed procedural adherence and conformance with technical
specification requirements during routine operation at power during operational mode
changes, control rod withdrawal for reactor startup, recovery of a dropped control rod,
and power ascension. Observed activities were performed satisfactorily. However, the
inspector determined that operators failed to appropriately control the draining and filling
of an emergency core cooling system header, which resulted in unanticipated changes
in reactor coolant system inventory. These events are described in Sections O1.2 and
O1.3 of this report.

O1.2 Inadequate Control of a Safety Injection Header Draining Evolution

a. Inspection Scope (71707)

The inspector reviewed the circumstances surrounding the decrease in reactor coolant
system (RCS) water inventory on February 20, 2000, that was associated with work on
the number 2 safety injection tank (SIT) outlet isolation valve. Inspection activities
included a review of operating procedures, operating logs, the equipment clearance
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associated with emergent work on the SIT outlet isolation valve, and interviews with
personnel in the licensee’s operations department.

b. Observations and Findings

Unit 2 shut down on February 11, 2000, due to two dropped control rods. While shut
down, leakage from the number 2 SIT outlet isolation valve, valve 2-SI-624, increased to
an extent that necessitated repair of the valve. Because there is only a check valve,
valve 2-SI-227, in the piping between valve 2-SI-624 and the RCS, RCS water level
needed to be lowered to accomplish the repair.

On February 20, 2000, operators drained the reactor coolant system using operating
procedure OP2301E, “Draining the Reactor Coolant System.” Operating procedure
OP2301E provides instructions for draining the RCS to the liquid radioactive waste
system via the normal letdown flow path. However, neither procedure OP2301E nor any
other operating procedure provided instructions for draining the number 2 SIT and its
associated safety injection header. Operators chose to provide the instructions to drain
the number 2 SIT in a drain plan, which was incorporated in the equipment clearance for
the work. The equipment clearance partially opened valve 2-SI-624 and provided a vent
path through the SIT to the containment atmosphere. Although the SIT water inventory
would drain with the RCS in this configuration, the equipment clearance also opened a 1
inch drain line from the safety injection header to provide additional assurance that the
piping around valve 2-SI-624 was drained.

The RCS water level was lowered to an elevation about 15 inches above the reactor
vessel flange, which is about 40 inches below the elevation of valve 2-SI-624. However,
because the check valve between the RCS and the safety injection header, valve 2-SI-
227, failed to seat with the RCS at low pressure, the RCS began to drain through the
open drain valves to the containment sump. Operators observed a change in RCS level
and promptly isolated the drain path. Based on information obtained through interviews
with operators and a review of containment sump level and wide range RCS levels from
the plant process computer, the total inadvertent RCS inventory loss was less than 50
gallons, which corresponds to less than a 0.5 inch change in RCS level. Without
operator action to isolate the drain path, the RCS inventory loss would have stopped at
an elevation about 10 inches above the reactor vessel flange and would not have
threatened the continued operation of the shutdown cooling system. Subsequently, the
operators determined that adequate conditions had been established for work on valve
2-SI-624 by equalization of level between the safety injection header and the RCS via
check valve 2-SI-227.

Considering the relatively high decay heat generation in the core at the time, the
inspector also evaluated the potential for more significant losses of RCS inventory.
Operators recognized that back-leakage through check valve 2-SI-227 would occur at
low RCS pressures, and the absence of an adequate vent path could allow siphoning of
RCS inventory via this path to the top of the RCS cold leg piping. Although the
clearance provided an appropriate valve configuration to achieve the desired plant
condition, the inspector considered that the probability of an incorrect configuration was
increased by the failure to develop an approved procedure and complete the additional
reviews involved in that process. In addition, the equipment clearance did not include
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compensatory measures like enhanced monitoring of RCS level indiction and
contingency actions like actions to stop unanticipated changes in RCS level that would
typically be included in approved procedures.

The inspector evaluated the licensee’s decision to use an equipment clearance rather
than an approved operating procedure to provide the draining instructions. Unit 2
technical specification 6.8.1.a requires that written procedures be established,
implemented, and maintained for the activities described in Appendix A of Regulatory
Guide (RG) 1.33, “Quality Assurance Program Requirements (Operation).” Section 3 of
RG 1.33, Appendix A describes draining of various safety related systems, including the
emergency core cooling systems. The SIT and its associated safety injection header
are part of the emergency core cooling system. Operating procedure OP2265,
“Requirements for Draining and Filling Activities,” recognizes the need to prepare fill and
drain procedures for activities described in RG 1.33, while permitting evolutions
classified as “simple” to be implemented with an equipment clearance. In this instance,
the draining evolution was not “simple” because the licensee was aware of the potential
to drain the RCS by back-leakage through check valve 2-SI-227. Therefore, the failure
to establish and implement a procedure covering the draining of the safety injection
header is a violation of Technical Specification 6.8.1.a This violation is being treated as
a Non-Cited Violation, consistent with Section VII.B.1.a of the NRC Enforcement Policy.
The inspector discussed the violation with licensee management, who documented the
issue in the licensee’s corrective action program as condition report M2-00-0815.

The inspector reviewed the licensee’s corrective actions to address a similar violation
regarding the failure to establish procedures for draining various safety-related systems.
In NRC Inspection Report 05000336/98-207, which was issued June 19, 1998, the NRC
issued Violation 05000336/98-207-03 for the failure to establish procedures for draining
various safety-related systems, such as the emergency core cooling system, as required
by technical specification 6.8.1.a. In the response letter dated July 20, 1998, the
licensee committed to establish procedures for draining various safety-related systems
identified in RG 1.33, Appendix A, as required to support system operation rather than
to create the procedures all at once. As part of the corrective actions for this violation,
the licensee modified operating procedure OP2265 to provide more specific instructions
on when to establish a procedure for draining safety-related systems. Although this
corrective action failed to prevent recurrence, the licensee completed their corrective
actions for Violation 05000336/98-207-03 on April 7, 2000, by establishing procedures
for draining all appropriate safety-related systems described in RG 1.33, including a
procedure for draining the SIT and its associated safety injection header.

c. Conclusions

While in Mode 5, cold shutdown, with the RCS partially drained, the NRC identified that,
although the licensee was aware that draining the safety injection header to support
work on a SIT isolation valve had the potential to drain the RCS, the licensee performed
this evolution using an equipment clearance rather than an approved procedure.
Although the draining evolution resulted in only a minor loss of RCS inventory, the NRC
concluded that the failure to establish adequate procedural controls for draining of the
safety injection header constituted a violation of Technical Specification 6.8.1.a. This
violation is being treated as a Non-Cited Violation, consistent with Section VII.B.1.a of



4

the NRC Enforcement Policy. (NCV 05000336/2000-006-01)

O1.3 Inadequate Control of a Safety Injection Header Filling Evolution

a. Inspection Scope (71707)

The inspector reviewed the circumstances surrounding the increase in reactor coolant
system (RCS) water inventory on February 22, 2000, that was associated with work on
the number 2 safety injection tank (SIT) outlet isolation valve, valve 2-SI-624.
Inspection activities included a review of operating procedures, operating logs, and
interviews with personnel in the licensee’s operations department.

b. Observations and Findings

After completing repairs to valve 2-SI-624 on February 22, 2000, Unit 2 operators
initiated actions to refill the SIT and its associated safety injection header. Operators
had refilled the number 2 SIT to 20 percent full.

Operators implemented portions of Section 4.5, “Filling Piping Between the SIT Outlet
Valves and Associated Injection Line,” of operating procedure OP2353C, “Filling and
Venting the SIT Recirculation Header,” to fill the safety injection header associated with
the number 2 SIT. The selected steps of the procedure included venting the SIT and
opening the SIT outlet valve to allow the SIT contents to refill the safety injection header.
Procedure OP2353C specified as a prerequisite that the refueling pool level be greater
than 9.5 feet above the reactor vessel flange with the plant in Operational Mode 6,
Refueling, or Defueled. However, at the time of the evolution, the plant was in
Operational Mode 5, cold shutdown, with RCS water level at 12 percent in the
pressurizer, which corresponds to a level of approximately 9 feet above the reactor
vessel flange. When the SIT outlet valve was opened, the SIT emptied and the RCS
level increased to 27 percent in the pressurizer.

In condition report (CR) M2-00-0463, the licensee documented that the observed level
changes in the SIT and the RCS were greater than anticipated. However, when
operators evaluated the observed level changes, they determined that the plant
responded as expected because there was insufficient RCS inventory and pressure to
prevent a rapid transfer of water from the SIT to the RCS. Since the water transferred
from the SIT had a higher boron concentration than the RCS water, there was no
reactivity concern.

The inspector evaluated the adequacy of the licensee’s procedures and implementation
of procedure OP2353C. Unit 2 technical specification 6.8.1.a requires that written
procedures be established, implemented, and maintained for the activities described in
Appendix A of Regulatory Guide (RG) 1.33, “Quality Assurance Program Requirements
(Operation).” Section 3 of RG 1.33, Appendix A describes filling of various safety
related systems, including the emergency core cooling systems. The SIT and its
associated safety injection header are part of the emergency core cooling system. The
licensee had not established an appropriate procedure to refill the safety injection
header in the existing plant configuration. Instead of establishing appropriate procedural
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guidance, the operators reviewed and implemented the available guidance in procedure
OP2353C. Operating procedure OP2353C was not adequately implemented in that the
prerequisite plant conditions were not established prior to implementation. This failure
to adequately implement a procedure covering the filling of the safety injection header is
a violation of Technical Specification 6.8.1.a. This violation is being treated as a Non-
Cited Violation, consistent with Section VII.B.1.a of the NRC Enforcement Policy. This
violation is in the licensee’s corrective action program as CR M2-00-0463.

The inspector reviewed the corrective action assignments the licensee developed to
address CR M2-00-0463. The inspector found that the corrective actions were
appropriately focused on revising OP2353C to better define applicability and associated
plant conditions necessary to refill the safety injection header.

c. Conclusion

While Unit 2 was in Mode 5, cold shutdown, an unexpected increase in RCS level
occurred when the licensee filled the safety injection header associated with the number
2 SIT. The NRC found that the licensee had not established appropriate procedural
guidance to fill the safety injection header in the existing plant conditions and that the
specified prerequisites for the approved procedure implemented to fill the header had
not been satisfied. The NRC concluded that the failure to adequately implement the
procedure for filling of the safety injection header constituted a violation of technical
specification 6.8.1.a. This violation is being treated as a Non-Cited Violation, consistent
with Section VII.B.1.a of the NRC Enforcement Policy. (NCV 05000336/2000-006-02)

U2 O8 Miscellaneous Operations Issues (92700)

O8.1 (Closed) LER 50-336/99-13-00; Failure to Adequately Secure a High Energy Line Break
Door Between Two Auxiliary Feedwater Pump Rooms

On October 18, 1999, the licensee determined that a high energy line break (HELB)
door between two auxiliary feedwater pump rooms had not been fully secured. The
door remained in the unlatched condition for approximately 10 minutes.

The inspector verified that the licensee event report (LER) was completed in accordance
with the requirements of 10 CFR 50.73. The root cause and corrective and preventive
actions as described in the LER were reasonable.

Because of the limited time that the HELB door was not fully secured and the
responsiveness of the licensee, the safety significance of the event was minimal. This
failure to secure this HELB door in a position assumed in the Unit 2 plant design,
constituted a violation of minor significance and is not subject to formal enforcement
action. This violation is addressed in the licensee’s corrective action program as
Condition Report M2-99-2706. LER 50-336/99-13-00 is closed.

U2.II Maintenance

U2 M1 Conduct of Maintenance
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M1.1 General Maintenance Observations

a. Inspection Scope (62707/61726)

During routine plant inspection tours, the inspectors observed, on a random sampling
basis, maintenance and surveillance activities to evaluate the activities and the
functionality of systems and components with respect to technical specifications and
other requirements.

b. Observations and Findings

The inspectors reviewed maintenance work orders and surveillance procedures and
interviewed licensee field personnel to verify the adequacy of work controls and
surveillance testing. The inspector observed a portion of activities performed under the
following automated work orders (AWOs) and surveillance procedures:

� AWO M2-00-03503 Adjust Limit Switch on Valve 2-SI-628
• AWO M2-00-03626 Control Element Drive System Maintenance to

Support Startup
• Procedure SP 2401BB3 Reactor Protection System Channel “C” Wide

Range Nuclear Instrument Calibration
• Procedure SP 2401E Reactor Protection System Channel “C”

Incore/Excore Nuclear Instrument Calibration

The inspector found that maintenance work was being performed in accordance with
approved work orders present at the work site. A review of the work packages found
that they were complete with respect to work authorizations, procedures, and inspection
requirements. Surveillance testing was performed in accordance with approved
procedures that demonstrated acceptable performance of equipment with respect to
technical specification requirements.

c. Conclusions

The inspectors concluded that the work performed under the listed maintenance work
orders and surveillance testing conducted in accordance with the listed procedures were
acceptable.
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U2 M8 Miscellaneous Maintenance Issues

M8.1 (Closed) LER 50-336/99-02-00; Steam Generator Blowndown Surveillance

On January 18, 1999, with the unit was shut down and in an extended outage, the
licensee determined that technical specification (TS) surveillance requirement (SR)
4.3.3.9, Steam Generator Blowdown, was historically not met. SR 4.3.3.9 requires a
field verification of actual blowdown valve position or pump flow in all modes of
operation.

The inspector verified that the licensee event report (LER) was completed in accordance
with the requirements of 10 CFR 50.73. The root cause and corrective and preventive
actions as described in the LER were reasonable. In addition, material history and
operating performance data were reviewed to determine if there was any consequence
or impact associated the failure to fully implement the TS SR requirement. No
operational, material condition, or maintenance history issues were identified that were
related to the issue discussed in this LER.

Because of the negligible impact of not fully performing the TS SR, the mode of the unit,
the historical nature of the event and the corrective actions taken by the licensee, the
safety significance of this event is considered minimal. Therefore, this failure to meet
the TS SR 4.3.3.9 constitutes a violation of minor significance and is not subject to
formal enforcement action. This violation is addressed in the licensee’s corrective
action program as condition report M2-99-0177. LER 50-336/99-02-00 is closed.

M8.2 (Closed) LER 50-336/99-04-00; Control Room Ventilation Emergency Air Cleanup
System Configuration

On February 11, 1999, with Unit 2 shut down in an extended outage, the licensee
determined that the requirements of technical specification (TS) 3.7.6.1, Control Room
Emergency Ventilation System, were not met during a water transfer to the reactor
coolant system (RCS) from the refueling water storage tank (RWST). TS 3.7.6.1
requires that all operations involving positive reactivity changes be suspended when
both control room emergency air cleanup systems are inoperable.

The inspector verified that the LER was completed in accordance with the requirements
of 10 CFR 50.73. The root cause and corrective and preventive actions as described in
the LER were reasonable.

Because the water addition had a negligible impact on the RCS, the unit was shut down
and in an extended outage, and the corrective actions were responsive, the safety
significance of this event is considered minimal. Therefore, this failure to meet the
requirements of TS 3.7.6.1 constitutes a violation of minor significance and is not
subject to formal enforcement action. This violation is addressed in the licensee’s
corrective action program as condition report M2-99-0556. LER 50-336/99-04-00 is
closed.
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M8.3 (Closed) LER 50-336/99-05-00; Vital Battery Load Testing

a. Inspection Scope (92700, 90712, 37551)

The inspectors reviewed the event description, root cause analysis, and corrective
actions associated with the licensee event report (LER).

b. Observations and Findings

On February 23, 1999, with the unit shut down and in an extended outage, the licensee
identified that the eighteen-month surveillance performed to verify battery loading on
class 1E, 125 Volt direct current (DC) battery banks did not meet the requirements of
technical specification (TS) surveillance requirement (SR) 4.8.2.3.2.d, 125 Volt Battery
Bank. This SR requires that battery capacity be verified adequate to supply and
maintain both actual and emergency loads.

The inspector verified that the LER was completed in accordance with the requirements
of 10 CFR 50.73. The root cause and corrective and preventive actions as described in
the LER were reasonable. Corrective actions included revised load calculations and
improved modification controls. The failure to adequately perform TS required
surveillance activities on the subject battery banks is a violation of TS 4.8.2.3.2.d. This
Severity Level IV violation is being treated as a Non-Cited Violation consistent with
Section VII.B.1.a of the NRC Enforcement Policy, which permits closure of most
Severity Level IV violations based on the issue being entered into the licensee’s
corrective action program. This violation is addressed in the licensee’s corrective action
program as condition report M2-99-0656.

c. Conclusions

In 1999, the licensee identified a failure to perform a technical specification (TS)
required surveillance on class 1E, 125 Volt direct current battery banks. Testing
subsequent to the discovery was adequate. The failure was a violation of TS
4.8.2.3.2.d, 125 Volt Battery Bank, which was categorized as Severity Level IV and
treated as a Non-Cited Violation (NCV 50-336/2000-06-03). LER 50-336/99-05-00 is
closed .

M8.4 (Closed) LER 50-336/99-06-00; Reactor Coolant Pump Response Time Testing

a. Inspection Scope (92700, 90712, 37551)

The inspectors reviewed the event description, root cause analysis, and corrective
actions associated with the licensee event report (LER).

b. Observations and Findings

On March 1, 1999, with the unit shut down, the licensee identified that the response time
of the reactor coolant pump (RCP) speed sensing circuit did not satisfy acceptance
criteria of the Unit 2 Technical Requirements Manual (TRM), Table 3.3-2. This brought
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into question the adequacy of historical test data taken to demonstrate that RCP trip
response times met the requirements of technical specification (TS) surveillance
requirement (SR) 4.3.1, Reactor Protective Instrumentation. The licensee determined
that historical RCP response time testing methodology was not adequate to ensure that
TS SR 4.3.1 was met.

The inspector verified that the LER was completed in accordance with the requirements
of 10 CFR 50.73. The root cause and corrective and preventive actions as described in
the LER were reasonable. Unit 2 surveillance tests conducted subsequent to this LER
indicated that the RCP trip response times were adequate. The failure to adequately
perform TS required surveillance activities on the subject RCPs is a violation of TS
4.3.1. This Severity Level IV violation is being treated as a Non-Cited Violation
consistent with Section VII.B.1.a of the NRC Enforcement Policy, which permits closure
of most Severity Level IV violations based on the issue being entered into the licensee’s
corrective action program. This violation is documented in the licensee’s corrective
action program as Condition Report M2-99-0772.

c. Conclusions

In 1999, the licensee identified a historical failure to adequately perform technical
specification (TS) required response time testing on Unit 2 reactor coolant pumps.
Testing subsequent to the discovery was adequate. The failure was a violation of TS
4.3.1, Reactor Protective Instrumentation, which was categorized as Severity Level IV
and treated as a Non-Cited Violation (NCV 50-336/2000-06-04). LER 50-336/99-06-00
is closed .

M8.5 (Closed) LER 50-336/99-07-00; Failure to Monitor Steam Generator Coolant
Temperatures

On March 19, 1999, while the unit was shut down and in an extended outage, the
licensee determined that initial conditions established to support a low pressure safety
injection (LPSI) system heat exchanger leakage surveillance test, caused reactor
coolant system (RCS) pressure to be increased to greater than 200 psig, when average
RCS temperature (T ave) was less than 200 degrees Fahrenheit (F). With these RCS
conditions, technical specification (TS) surveillance requirement (SR) 4.7.2.1, Steam
Generator Pressure and Temperature Limitations, requires that steam generator
primary and secondary coolant temperatures be verified once an hour. Operations
personnel performed the required measurements, but did not commence the
measurements within one hour of the discovery of the steam generator
pressure/temperature condition. The inspector verified that the LER was completed

in accordance with the requirements of 10 CFR
50.73. The root cause and corrective actions as
described in the LER were reasonable. When
performed, the test data was adequate. The failure
to adequately perform TS required surveillance
activities on the subject steam generator is a
violation of TS SR 4.7.2.1.
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Because the failure to perform the required TS SR within the first hour had no physical
consequence, subsequent measurements were adequately made and corrective actions
were adequately implemented, it is considered to have minimal safety significance. This
constitutes a violation of minor significance not subject to formal enforcement action.
This violation is addressed in the licensee’s corrective action program as Condition
Report M2-99-1060. LER 50-336/99-07-00 is closed.

M8.6 (Closed) LER 50-336/99-08-00; Auxiliary Feedwater Pump Surveillance

On May 11, 1999, while the unit was at six percent power, an auxiliary feedwater (AFW)
regulating valve failed its monthly inservice operability test. With this valve inoperable
the auxiliary feedwater flow path to one steam generator was no longer available. Since
the facility technical specifications (TS) do not address the loss of an auxiliary feedwater
flow path, TS 3.0.3 was entered. Upon further review, the licensee determined that the
valve had been operable throughout the period in question and that the entry into TS
3.0.3 was not required. Corrective actions for this event included repair of the AFW
regulating valve and revision to applicable procedures.

The inspector verified that the LER was completed in accordance with the requirements
of 10 CFR 50.73. The root cause and corrective and preventive actions as described in
the LER were reasonable. No violation of NRC requirements was identified. This issue
is addressed in the licensee’s corrective action program as condition report M2-99-1612.
LER 50-336/99-08-00 is closed.

M8.7 (Closed) LER 50-336/99-10-00; Failure to Adequately Perform Inservice Testing of an
Air Operated Valve

a. Inspection Scope (92700, 90712, 37551)

The inspectors reviewed the event description, root cause analysis, and corrective
actions associated with the licensee event report (LER).

b. Observations and Findings

On August 4, 1999, with the unit in mode 1, the licensee determined that inadequate
post maintenance testing was performed on a pressurizer relief line flow control air
operated valve (AOV). Maintenance activities had affected the AOV closing stroke time
performance characteristics, necessitating a retest of the valve stroke time, in
accordance with Unit 2 technical specification (TS) 4.0.5, Inservice Testing. However, a
retest of the valve stroke time was not performed following the maintenance activity.

The inspector verified that the LER was completed in accordance with the requirements
of 10 CFR 50.73. The root cause and corrective and preventive actions as described in
the LER were reasonable. Test data subsequent to the LER indicated the AOV
performed adequately. The failure to adequately conduct TS required surveillance
activities on the subject AOV is a violation of TS 4.0.5, Inservice Testing. This Severity
Level IV violation is being treated as a Non-Cited Violation consistent with Section
VII.B.1.a of the NRC Enforcement Policy, which permits closure of most Severity Level
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IV violations based on the issue being entered into the licensee’s corrective action
program. This violation is addressed in the licensee’s corrective action program as
condition report M2-99-2176.

c. Conclusions

In 1999, the licensee identified a failure to perform a technical specification (TS)
required surveillance on an air operated valve. Test data subsequent to the discovery
were adequate. The failure was a violation of TS 4.0.5, Inservice Test, which was
categorized as Severity Level IV and treated as a Non-Cited Violation (NCV
50-336/2000-06-05). LER 50-336/99-10-00 is closed .

M8.8 (Closed) LER 50-336/00-02-00; Failure to Adequately Test the Cask Crane Prior to
Spent Fuel Pool Movements

On February 8, 2000, with the unit in mode 1, the licensee determined that it had failed
to meet technical specification (TS) surveillance requirement (SR) 4.9.7, Crane Travel,
prior to commencing spent fuel movements with the spent fuel pool platform crane.

During an in-office review of this issue, the inspector verified that the LER was
completed in accordance with the requirements of 10 CFR 50.73. Specifically, the
description and analysis of the event, as contained in the LER, were consistent with the
inspector's understanding of the event. The root cause, and corrective and preventive
actions as described in the LER were reasonable.

Because the spent fuel pool movements, in this specific instance, did not involve the
cask crane, failure to perform the required cask crane surveillance is considered to have
minimal safety significance. This constitutes a violation of minor significance not subject
to formal enforcement action. This violation is addressed in the licensee’s corrective
action program as condition report M2-99-0177. LER 50-336/00-02-00 is closed.

U2.III Engineering

U2 E2 Engineering Support of Facilities and Equipment

E2.1 Review of Design Modification M3-99039 to Cross-Connect Unit 2 to Unit 3, 4.16 Kv
Electrical Distribution System

a. Inspection Scope (37551)

Currently, Millstone Unit 2 uses a power feed from Unit 1 to satisfy the requirement of 10
CFR 50.63 (Loss of all Alternating Current Power); 10 CFR 50, Appendix A, General
Design Criterion (GDC) 17 (Electric Power Systems); and 10 CFR 50, Appendix R (Fire
Protection Program). Unit 1 also provides power to the 354 kV switchyard auxiliaries,
the main stack flow equipment and the Unit 1 fire pump house. To support the
decommissioning of Unit 1, the licensee developed two design changes, the first
(M2-99053) to disconnect Unit 2 and the other facilities from the Unit 1 power sources
and the second (M3-99039) to reconnect them to the Unit 3 sources. Both modifications
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were being designed by licensee contractors.

The purpose of this inspection was to evaluate the impact of modification M3-99039 on
the design and operation of Unit 2 and Unit 3. Specifically, the inspector reviewed the
scope and extent of the modification and selected portions of the modification packages,
the short circuit and load flow analyses, selected breaker interlocking schemes, and the
design evaluations performed by the licensee. The inspector also conducted a
walkdown of the ongoing installation. The inspector did not review the existing cross-
connection between Units 1 and 2 or the modification M2-99053.

b. Observations and Findings

The licensee intended to install the subject design changes during the upcoming Unit 2
refueling outage. To ensure minimal impact on the outage itself and the operation of the
two units, the licensee released three individual modification packages early. The scope
of these package was to install, without terminating them, all conduits, cables, a new
fuel oil storage tank for the Unit 3 station blackout (SBO) diesel and associated piping, a
new 500 kVA transformer near the Unit 1/Unit 2 fire pump houses, and all necessary
supports and appurtenances. At the time of the inspection, these preparatory activities
were ongoing. The inspector reviewed two of the three packages, the associated safety
evaluations, and the field work that had been completed. No concerns were identified
with the planned and completed activities.

During review of the modification impact on the Unit 2 and Unit 3 design and operation,
the licensee determined that the minimum grid voltage should be increased to ensure
that adequate voltage was maintained at all the loads. Therefore, the licensee was
evaluating whether this change decreased the margin of safety and, hence, constituted
an unreviewed safety question as defined in 10 CFR 50.59. In addition, the licensee
discovered that the analyses required to ensure the adequacy of the design changes
were more complex and extensive than originally anticipated. Therefore, the licensee
postponed the completion of the project until after the outage to complete the review.

At the time of the inspection, many of the analyses as well as the test, operating, and
emergency procedures were either incomplete or under review. The inspector could not
perform an evaluation of the revised design.

The inspector identified the following areas that the licensee had either not considered
or not clearly addressed in the design documents:

1. To use more realistic load values in load flow calculation NL-038, Revision 3, the
licensee conducted voltage and current measurements of the major loads.
Using these measurements, the licensee calculated the equivalent kW and
added to it 20% of the difference between the calculated kW and the kW rating
of the load. This new load value was then used in the NL-038 analysis.
Although this new load value was potentially more reasonable than the one used
previously, the inspector observed that the calculation acceptability had not been
justified. Specifically, the calculation did not discuss the accuracy of the
measurements and their relevance under limiting electrical and operating
conditions, such as terminal voltage and pump flow.
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2. During the 1993 electrical distribution system functional inspection (EDSFI), the
NRC identified that the current carrying capacity of the Unit 3 station service
transformer load cables had only minimal margin. The preliminary modification
package had addressed the capability of the transformers to power the added
loads, but not that of the load cables. Therefore, it was not evident that the
addition of approximately 3.75 mvA on the transformer, reduced by the load
savings gained by using more realistic load values in calculation NL-038, would
not adversely impact the performance of the transformer load cables.

3. The intent of the modification was to supply power only from Unit 3 to Unit 2 as
the current Unit 3 design already meets the GDC 17 requirements. To
accomplish this unidirectional power flow, the licensee had included several
mechanical and electrical interlocks in the affected breakers. Nonetheless, once
the manual interconnection between the two units is accomplished, the potential
for reverse power flow cannot be discounted. The current design did not include
any reverse power relays and the inspector saw no evidence that such relays
would be installed. Also, because the design was still incomplete and many
procedures had not been written, the inspector was not able to verify the
existence of other electrical interlocks, design features, and/or procedural
requirements that would prevent reverse power. The inspector discussed the
observation with responsible engineering personnel, who reiterated the intent of
the design. The inspector did not evaluate the existing interlocks between Unit 1
and Unit 2.

c. Conclusions

The licensee had control of contracted engineering activities and an understanding of
the changes being designed. The available modification documents indicated the need
for clarifications regarding the adequacy of the load values used in the load flow
analysis, the current carrying capacity of the Unit 3 station service transformer load
cables, and the controls that are in place to prevent Unit 2 from supplying electrical
power to Unit 3.

U2 E8 Miscellaneous Engineering Issues (90712, 92700)

E8.1 (Closed) LER 50-336/97-01-01; Inadequate Fire Seal Material Installed Between Some
Appendix R Fire Areas

On June 21, 1996, the licensee found a combustible cork material installed between 10
CFR 50, Appendix R fire areas at Unit 2. This cork material had been installed during
original construction as a filler material for seismic gap openings between wall
interfaces. The licensee established fire watches as a temporary compensatory
measure and corrected the condition through a design change (DC). DC M2-97502,
Repair of Fire Barrier Expansion Joints Containing Cork, was issued on January 14,
1997. The DC involved removing most of the cork and replacing it with Dow Corning
silicone foam. A sample of the foam installations was inspected in NRC Inspection
Report (IR) 05000336/98-207 and found to be acceptable.
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On June 5, 1997, additional fire barrier issues were discovered by the licensee. In
response to NRC questions, the licensee updated Licensee Event Report (LER) 50-
336/97-01-00 with LER 50-336/97-01-01. NRC IR 05000336/98-207 found the
licensee's physical corrective actions to be acceptable and the failure to update LER 50-
336/97-01-00, prior to NRC questioning, a violation of 10 CFR 50.73, with minor
significance that was not subject to formal enforcement. LER 50-336/99-01-00 was
closed in NRC IR 05000336/98-207.

The inspector verified that LER 50-336/97-01-01 was completed in accordance with the
requirements of 10 CFR 50.73. The root cause and corrective and preventive actions
as described in the LER were reasonable. In addition, material history data were
reviewed to determine if there were additional extent of condition issues related to the
LER. No additional related issues were identified.

The enforcement aspect of this issue was previously addressed in NRC IR
05000336/99-207. The issue was addressed in the licensee’s corrective action program
by multiple condition reports including, M2-97-0949, M2-98-0933, M2-98-0830,
M2-98-1862, and M2-98-1040. LER 50-336/97-01-01 is closed.

E8.2 (Closed) LER 50-336/99-03-00; Containment Spray System Flow Analysis

a. Inspection Scope (92700, 90712, 37551)

The inspector conducted an on-site review of Licensee Event Report (LER)
05000336/98-03-00, Unit 2 technical specifications (TS), associated corrective actions
documented in the licensee’s corrective action process, the Unit 2 Final Safety Analysis
Report (FSAR), and supporting codes and standards.

b. Observations and Findings

On January 23, 1999, with the unit shut down and in an extended outage, the licensee
identified historical conditions, associated with certain post accident containment spray
system (CSS) flow analyses, which could have produced a negative net positive suction
head (NPSH) margin for the CSS pumps in the recirculation phase of a design basis
accident. Negative NPSH margin would cause fluid voiding and pump cavitation which
could adversely affect the ability of the CSS to perform its post accident function.

The inspector verified that the LER was completed in accordance with the requirements
of 10 CFR 50.73. Specifically, the description and analysis of the event, as contained in
the LER, were consistent with the inspector's understanding of the event. The root
cause and corrective and preventive actions as described in the LER were reasonable,
including the reanalysis of the post accident CSS NPSH. In addition, material history
and operating performance data were reviewed to determine if there were any current
NPSH trends indicated during routine surveillance testing of the system. Following the
completion of the licensee's corrective actions, no operational, material condition, or
maintenance history issues were identified.

Failing to adequately establish and implement design controls to ensure that safety
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related CSS flow analyses were correctly translated into specifications, drawings and
procedures, is a violation of 10 CFR 50, Appendix B, Criterion III, Design Control. This
Severity Level IV violation is being treated as a Non-Cited Violation consistent with
Section VII.B.1.a of the NRC Enforcement Policy, which permits closure of most
Severity Level IV violations based on the issue being entered into the licensee’s
corrective action program. This issue was entered into the licensee’s corrective action
program as condition report M2-99-0387.

c. Conclusions

The licensee identified historical conditions, associated with certain Unit 2 post accident
CSS flow analyses, which could have produced a negative NPSH margin for the CSS
pumps in the recirculation phase of a design basis accident. The licensee’s corrective
actions were found acceptable. This violation of 10 CFR 50, Appendix B, Criterion III,
Design Control, is being treated as a Non-Cited Violation (NCV 05000336/2000-006-
06). LER 50-336/99-03-00 is closed .

E8.3 (Closed) LER 50-336/99-12-00; Control Element Assembly Alignment

On September 17, 1999, while the unit was at 100% power, technical specification (TS)
action statement 3.0.3 was entered when a control element assembly (CEA) could not
be aligned with its group within one hour, as required by TS 3.1.3.1.e, Movable Control
Element Assembly Full Length CEA Position. While the unit was shutting down, the
presence of the immovable CEA caused the total unrodded integrated radial peaking
factor and azimuthal power tilt to exceed TS requirements, which caused a second,
coincident entry into TS 3.0.3.

NRC IR 05000336/2000-03 addressed three CEA events, one of which was the event
reported in this LER (condition report M2-99-2468). The inspection report states that
the root cause analysis, corrective actions and probable root causes for the CEA events
were adequate, although some weaknesses were noted. No violations of NRC
requirements were identified in IR 05000336/2000-03 regarding the CEA events.

The inspector performed an in-office review of LER 50-336/99-12-00 and verified that
the LER was completed in accordance with the requirements of 10 CFR 50.73.
Specifically, the description and analysis of the event, as contained in the LER, were
consistent with the inspector's understanding of the event. Test data subsequent to the
repair of the CEA was acceptable. No violations of NRC requirements were identified.
LER 50-336/99-12-00 is closed .
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Summary of Unit 3 Status

Unit three began the inspection period on February 15, 2000, operating at 100 percent power.
On March 9, operators reduced power to approximately 94 percent in response to an automatic
isolation of one condensate demineralizer. On March 10, following restoration of the
demineralizer and completion of pre-planned procedural revisions, operators returned the unit
to full power where it remained through the end of the report period on April 1.

On March 15, 2000, a full participation emergency preparedness exercise was conducted at
Millstone Station, utilizing the Unit 3 simulator and plant for the drill scenario. The Federal
Emergency Management Agency (FEMA) assessed offsite participation while the NRC
evaluated onsite activities. The results of the NRC’s evaluation will be documented in
Inspection Report (IR) 05000245,05000336, 05000423/2000-004. The Region I Regional
Administrator participated in the exercise as the NRC Director of Site Operations. Between
March 15 and 17, the Regional Administrator and the Director of the Millstone Inspection
Directorate, toured the station, conducted interviews of Millstone management personnel, and
met with the resident inspectors.
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U3.I Operations

U3 O1 Conduct of Operations

O1.1 General Observations

a. Inspection Scope (71707)

The inspector conducted control board walkdowns and plant tours and discussed plant
conditions with licensee operations and engineering personnel to verify operator
awareness of plant conditions and operation within the plant technical specifications
(TS).

b. Observations and Findings

During a control board walkdown on March 2, the inspector noticed that one of the two
feedwater flow indications for the "D" steam generator (SG) was reading approximately
0.7 million pounds per hour lower than all other feedwater flow indications. No tags
were observed on the control board to indicate testing or maintenance and no testing
was noted in the turnover logs. Neither the reactor operator nor unit supervisor (US)
were aware of any testing being performed on the instrument. The channel was the
controlling channel for the “D” SG. The US tapped the indicator and the indicated flow
dropped further. The licensee promptly entered the alarm response procedure (ARP)
for a failed channel, placed feedwater control for the “D” SG to manual, swapped the
controlling channel at which point the questionable channel returned to a normal
reading, and placed feedwater control back into automatic. The inspector noted, and
the licensee confirmed, that no feedwater transients occurred as evidenced by plant
process computer printouts. The licensee issued condition report (CR) M3-00-0599 and
contacted instrumentation and control (I&C) personnel to troubleshoot. The cause of the
abnormal indication was indeterminate, as a subsequent loop calibration was completed
satisfactorily. Since the plant computer showed no actual feedwater mismatches, no
feedwater transients occurred at the time. The inspector did not observe further
abnormal indications, and the licensee’s immediate response to and corrective actions
for the anomaly were appropriate.

On March 9 operators reduced power to approximately 94 percent in response to an
automatic isolation of the “A” condensate demineralizer. The isolation occurred while
maintenance was in progress on the “B” demineralizer outlet valve (CR M3-00-0669).
The licensee convened an event review team (ERT) to investigate the unexpected
isolation. As documented in the ERT report, the ERT was not able to conclusively
determine the cause of the isolation as it appeared that the controls were not
inadvertently mispositioned during the work on the “B” demineralizer. The ERT
adequately reviewed the problem and recommended reasonable corrective actions.
The ARP used to reduce power did not allow operators to use a demineralizer bypass
flow path, which would have allowed continued operation at 100 percent power.
Following a similar isolation last year, corrective actions were initiated to revise this
procedure to allow such a flow path. The revision had not yet been completed at the
time of this event. The ERT recommended implementing this procedure revision prior to
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restoring power to 100%. The inspector noted this action was taken before power was
restored on March 10. In addition, as a corrective action to prevent recurrence, the ERT
recommended removing all automatic isolation functions from the demineralizer inlet
and outlet valves. The licensee promptly acted to implement these modifications, which
were in progress at the end of the report period. Throughout the event and subsequent
corrective actions, operators remained aware of the plant conditions and responded well
to the inadvertent isolation.

During a surveillance run, the “A” emergency diesel generator engine speed indication
failed. Although the diesel passed the surveillance the licensee questioned operability
and an operability determination, (OD) MP3-006-00, was written. The inspector
reviewed the reasonable expectation of continued operability (RECO), the initial
operability document written before the OD is finalized, and discussed it with the shift
manager and system engineer. The inspector determined that the basis for operability
documented in the OD was sound and corrective actions to troubleshoot and repair the
problem were appropriate. Troubleshooting activities were complete at the end of the
report period and licensee personnel were awaiting parts to make the final repairs.

c. Conclusions

Unit 3 operators generally maintained an appropriate awareness of plant and equipment
conditions throughout the inspection period as evidenced by compliance with plant
technical specifications and appropriate response to a minor condensate transient.
Complete operability determinations were documented, as required. Proper operator
response and corrective actions for an NRC-identified abnormal feedwater flow
indication were observed.

U3 O2 Operational Status of Facilities and Equipment

O2.1 Field Inspection-Tours: System Configuration and Equipment Status

a. Inspection Scope (71707)

The inspector conducted walkdowns of selected portions of safety-related systems
during routine inspection-tours of the plant. Component conditions were observed and
system alignments and equipment status were evaluated with regard to the technical
specifications (TS) and technical requirements manual (TRM) provisions, as well as
Final Safety Analysis Report (FSAR) descriptions and piping and instrumentation
drawing (P&ID) details.

b. Observations and Findings

The inspector examined valve positions and the electrical power [i.e., motor control
center (MCC)] supply status for all eight motor operated valves (MOVs) associated with
achieving “safety grade cold shutdown” conditions using the atmosphere as the
available heat sink. In the main steam valve building, the inspector checked the main
steam pressure relieving bypass valves (3MSS*MOV74A-D) and the main steam
atmospheric relief isolation valves (3MSS*MOV18A-D) and connecting piping for
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conditions that might affect the operability requirements delineated in TS 3.7.1.6 and the
design details illustrated on P&IDs EM-123B-19 & E-19. Since the power supplies for
these valves alternate in valve pairs between Class 1E Train “A” and “B” power sources,
the inspector examined electrical separation, as well as the MOV breaker alignment in
the “MCC and Rod Control” areas within the auxiliary building.

While checking other component conditions within the “MCC and Rod Control” areas,
the inspector noted the two redundant level indicating transmitters (3RSS*LIT22A & B)
for the emergency core cooling recirculation sump within containment indicated on," but
the corresponding power bulbs were not lit. The inspector discussed this with the
operations shift manager, who confirmed that these sump level instruments were
providing proper indication on the main control board. Subsequently, the shift manager
dispatched a plant equipment operator to assess the field condition, which was caused
by burned-out bulbs, that were then replaced.

The inspector also noted that one of the four inspected 120/240 volt AC distribution
panels (i.e., 3SCV*PNL9P) had circuit breaker switch positions not matching the
operator aid (90-11) drawings that detailed Appendix R electrical loads, powered in
accordance with emergency operating procedure (EOP) 3509 requirements for a fire
emergency. Follow-up by the licensee indicated that the three switches out of position
provided power to spare circuits that were not currently required to be energized. The
breaker switches for these spare circuits were then moved to the off position. The
inspector also reviewed EOP 3509 (Revision 15) provisions, noting compliance with the
applicable TRM requirements for the circuitry for a reactor plant damper, 3HVR*MOD50,
which represented a “fire related safe shutdown component." Since this damper was
not covered by other TS-mandated surveillance requirements, the safety-related testing
provisions were appropriately specified in TRM Section 7.4I and TRM Table 7.4-5.

Also during this inspection, the inspector noted that a design modification removed from
the main control board, the lit annunciator indicating the inoperable status of the carbon
dioxide (CO2) system for the cable spreading area, while the system is manually locked
out. The inspector checked the status of the fire panel in the service building, noting
additional modifications being installed consistent with the design intent to restore the
manual actuation capability for the CO2 system to the cable spreading room. However,
since the modifications implemented also required licensing changes, the CO2 actuation
ball valves were left in a locked-closed status. Consistent with licensee commitments in
this regard, the inspector confirmed that a fire watch remains continually posted in the
cable spreading room to compensate for this lack of fire suppression capability.

c. Conclusions

Plant inspection-tours verified Unit 3 system configurations, equipment status,
procedural controls, and compensatory measures consistent with the applicable license
requirements, design drawings, and program commitments. The plant operators were
generally cognizant of the system and component conditions expected for the unit’s
normal, full power status, and responded in a timely manner to some minor equipment
discrepancies noted in the field.
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U3.II Maintenance

U3 M1 Conduct of Maintenance

M1.1 Maintenance & Surveillance Observations

a. Inspection Scope (62707, 61726, 37551)

The inspector observed portions of selected maintenance and surveillance activities.
Activities were chosen based on their safety significance and potential for causing
unplanned plant transients.

b. Observations and Findings

The inspector observed portions of the following surveillance tests and maintenance
activities:

ÿ AWO M3-99-20279 Steam Generator Feedwater Stop Valve

ÿ SP 3626.10 MCC and Rod Control Area Booster Pump 3SWP*P3A
Operational Readiness Test

The inspector observed maintenance on a steam generator (SG) feedwater isolation
valve (FWIV) which is hydraulically operated. The hydraulic system pressure is
maintained by an air-driven, hydraulic oil pump. Due to the degraded condition of this
pump on the “D” SG FWIV, the licensee decided to replace the pump with the reactor at
100 percent power.

The FWIVs are containment isolation valves (CIV). Although the licensee did not expect
the valve to close during the maintenance activity, they conservatively chose to gag the
valve open thereby preventing a reactor trip should the valve have closed inadvertently.
The action to prevent valve closure rendered the valve inoperable. Therefore, they
entered TS 3.6.3 for an inoperable CIV, which requires a plant shutdown if the valve
isn’t restored within four hours. The maintenance activity was planned to take
approximately two hours.

The inspector reviewed the maintenance automated work order (AWO), procedures
used for the work, and plant TS and confirmed that the licensee operated within the
requirements. Safety Evaluation E3-EV-00-0005, written to change the FWIV
maintenance procedure to include air/oil pump replacement, reviewed the appropriate
valve functions and justified that no unreviewed safety question was created by the
change. The inspector observed that plant operations review committee members
exhibited a questioning attitude before approving the procedure change with comments.

Proper communication was observed between the system engineer, operations, and
maintenance personnel. The pre-job brief was thorough and covered the evolution step
by step. Operators asked probing “what if” questions to ensure compensatory actions
were available and understood. The work was performed in accordance with approved
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procedures and the AWO in approximately two hours. The inspector confirmed the
post-maintenance testing adequately verified the pump would perform its intended
function. The inspector verified operators entered and exited the TS action statements
appropriately during conduct of this maintenance activity.

During the performance of surveillance procedure (SP) 3626.10 on a service water
booster pump, the inspector verified correct valve alignment through a partial walkdown
of the system. Licensee operations and maintenance personnel were observed in the
field during the performance of the surveillance and completion of independent
verifications of system alignment. The surveillance was satisfactorily completed in
accordance with the procedure.

c. Conclusions

Observed Unit 3 surveillance and maintenance activities were performed in accordance
with approved procedures. Appropriate focus was directed toward maintenance work on
a main feedwater containment isolation valve, which ensured completion of the work
within the technical specification allowed outage time.

U3 M2 Maintenance and Material Condition of Facilities and Equipment

M2.1 Equipment Problems: Review, Follow-up, and Disposition

a. Inspection Scope (62707, 92902)

The inspector reviewed the licensee’s handling of certain equipment problems that
required further review and disposition to ensure the operability of components and
systems governed by the unit technical specification (TS) requirements. The
uncertainties involved with the equipment problems, the extent of individual component
degradation, and the potential impact on system functions were discussed with
operations, maintenance and engineering personnel. In each case, the inspector
evaluated the licensee’s final disposition for each equipment concern.

b. Observations and Findings

The inspector reviewed the following condition reports, documenting problems either
identified and tracked, or updated and further dispositioned during this inspection period:

ÿ CRs M3-99-3546 dimensional tolerance and hylum blade growth issues
& M3-00-3653 identified in the sump pump 3DAS*P15 internals

ÿ CR M3-00-0318 minimum pipe wall dimensional issues identified in certain
monel/copper-nickel interfacing weld joints

ÿ CRs M3-00-0544 power range nuclear instrument 3NMP*NI41 declared
& M3-00-0558 inoperable as a result of a failed power supply

ÿ CR M3-00-0613 emergency diesel switch for fuel pump 3EGF*P2A found
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mispositioned with escutcheon plate cracked

The inspector reviewed a Condition Report Engineering Disposition addressing some of
the reactor plant aerated drain (DAS) sump pump tolerance issues. On March 7, 2000,
the licensee performed operational tests for both sump pumps (3DAS*P15A & B)
without requiring the disassembly and inspection of one of the pumps, an inspection
previously mandated by operability considerations to validate previous engineering
assumptions regarding the hylum (plastic material) blade growth impact. The inspector
requested and reviewed Operability Determination (OD) MP3-034-99, Revision 2, which
had been approved by the plant operations review committee on February 3, 2000, and
which justified the suspension of further DAS pump disassembly for the purpose of
hylum blade measurements. The inspector noted that the OD also specified the
continuation of laboratory testing to establish an acceptable design length for “new”
hylum blade material, versus the acceptability of the “as left” hylum blades in the
installed DAS sump pumps that had been subjected to periodic inspection over the past
several months.

With respect to CR M3-00-0318, the inspector discussed the wall thinning conditions
observed in certain bi-metallic service water system welds with the system engineer.
The inspector noted material engineering involvement in evaluating electrolytic corrosion
and the different material surface conditions as potential causes of the problem. The
inspector confirmed that the licensee has implemented an ultrasonic examination
process on a periodic basis that appeared to adequately address piping design wall
thickness margins and thus any operability concerns. Likewise for CR M3-00-0613, the
inspector discussed the identified component problem with the emergency diesel
generator (EDG) system engineer and examined the cracked escutcheon plate, noting
no impact upon the switch and fuel pump function. Also, the inspector verified that the
mispositioned switch, discussed in the CR, controls the start of the d-c motor driven fuel
oil pump, which provides a backup fuel supply capability and therefore would not have
prevented the EDG from starting and running. Two days after the discovery of this
problem, the “A” EDG was successfully started and run at full load during the conduct of
its routine bi-monthly surveillance test.

On February 28, 2000, power range nuclear instrument 3NMP*NI41 was declared
inoperable, which was later determined to have been caused by the failure of its power
supply. The operators took the appropriate actions in accordance with TS 3.3.1
requirements, placing the affected power range Channel I in a tripped condition within
six hours and performing flux mapping of the reactor to monitor the core quadrant power
tilt ratio every 12 hours. While the corrective action dictated replacement of the NI41
power supply, the licensee initially questioned their ability to conduct the final calibration
and testing of the Channel I repair without first restoring the channel fuses. This would
make the channel functional, but not yet operable until testing was satisfactorily
completed; thus representing an apparent violation of TS 3.1.1 to maintain the channel
tripped until operability was restored. A solution to this quandary would have been the
invocation of TS 3.0.5 provisions, allowing administrative controls of inoperable
equipment for the purpose of testing to demonstrate the requisite operability. On
February 1, 2000, the licensee submitted a proposed revision to the TS to add TS 3.0.5
controls to the Unit 3 license requirements; however, this change had not yet been
processed and approved by the NRC.
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On February 29, 2000, licensee instrumentation and control (I&C) department
management and engineering personnel met with the NRC inspectors to discuss a
corrective maintenance plan for the restoration for 3NMP*NI41, which would allow I&C
calibration of the channel and completion of certain analog channel operational test
(ACOT) requirements (i.e., to restore TS 3.1.1 operability ) before replacement of the
fuses. Subsequently, the operable channel would then be subjected to additional
testing, in accordance with established surveillance procedure requirements, for the
bistables not directly affecting the TS 3.1.1 operability issue. In accordance with this
plan, the power supply was replaced and 3NMP*NI41 was declared operable on
February 29. The remaining surveillance testing was completed on March 1, and the
final test results and documentation package were accepted on March 7, 2000. The
inspector reviewed the automated work order (AWO M3-00-03480), the documentation
of the work performed in the proper sequence, and evidence that the ACOT,
surveillance requirements, and other testing in accordance with I&C procedures were all
completed with the test results meeting the prescribed acceptance criteria. Compliance
with the Unit 3 TS and license requirements was confirmed by the inspector relative to
this repair work to restore the Channel I power instrumentation.

c. Conclusions

Licensee corrective maintenance activities to troubleshoot, assess, and repair or
monitor, as appropriate, Unit 3 plant equipment with which degraded conditions had
been identified, were effectively controlled and implemented. Proper consideration of
operability requirements and control of the work in accordance with the unit technical
specifications was evident.

U3 M8 Miscellaneous Maintenance Issues (92700, 92902)

M8.1 (Closed) LER 50-423/99-04-00; ESF Actuation of Numerous Plant Components on
Restoration of “A” Train Sequencer

On May 16, 1999, with the unit in Mode 6, the licensee determined that electrical
restoration procedure OP 3343, Station Electrical Service 4.16 KV, was deficient in that
it did not properly re-set the emergency diesel generator loss of power (LOP) sequencer
memory. This deficiency resulted in a LOP actuation signal and the repositioning of a
number of plant components. Failure to establish an adequate restoration procedure is
a violation of Unit 3 Technical Specification 6.8.1, Procedures.

The inspector verified that the LER was completed in accordance with the requirements
of 10 CFR 50.73. Specifically, the description and analysis of the event, as contained in
the LER, were consistent with the inspector's understanding of the event. The root
cause and corrective and preventive actions as described in the LER were reasonable.

Because the actuation and component realignment occurred at a time when the safety
significance was minimal, this failure to establish an adequate realignment procedure
constitutes a violation of minor significance and is not subject to formal enforcement
action. This violation is addressed in the licensee’s corrective action program as CR
M3-99-1707. LER 50-423/99-04-00 is closed.
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M8.2 (Closed) LER 50-423/99-05-00; Failure to Perform Surveillance on Reactor Coolant
System Pressurizer Heater Penetration Breakers

a. Inspection Scope (92700, 90712, 37551)

The inspector reviewed the event description, root cause analysis, and corrective
actions associated with the licensee event report (LER).

b. Observations and Findings

On May 10, 1999, with the unit in Mode 6, the licensee determined that ten containment
penetration breakers had not been tested within the sixty-month period required by
technical specifications (TS). The breakers constituted primary and secondary
containment penetration protection for one of the reactor coolant system pressurizer
heater groups. The last valid surveillance test was performed in December 1991.

The inspector verified that the LER was completed in accordance with the requirements
of 10 CFR 50.73. Specifically, the description and analysis of the event, as contained in
the LER, were consistent with the inspector's understanding of the event. The root
cause and corrective and preventive actions as described in the LER were reasonable.
When tested, the breakers performed adequately. The failure to perform TS required
surveillance activities on the subject breakers is a violation of TS 3.8.4.1, AC Sources.
This Severity Level IV violation is being treated as a Non-Cited Violation consistent with
Section VII.B.1.a of the NRC Enforcement Policy, which permits closure of most
Severity Level IV violations based on the issue being entered into the licensee’s
corrective action program. This violation is addressed in the licensee’s corrective action
program as CR M3-99-1480. This LER is closed.

c. Conclusions

A licensee-identified failure to perform a technical specification (TS) required
surveillance, on ten Unit 3 electrical breakers, was a violation of TS 3.8.4.1, AC
Sources. The violation was categorized as Severity Level IV and treated as a Non-Cited
Violation (NCV 50-423/2000-006-07). LER 50-423/99-05-00 is closed .
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M8.3 (Closed) LER 50-423/99-08-00; Failure to Adequately Perform Discharge Testing on
Vital Battery Chargers

a. Inspection Scope (92700, 90712, 37551)

The inspector reviewed the event description, root cause analysis, and corrective
actions associated with the licensee event report (LER).

b. Observations and Findings

On September 28, 1999, with the unit in Mode 1, the licensee determined that the
surveillance procedures used to verify vital battery discharge testing from 1989 to 1999
included unanalyzed direct current (DC) loads and vital loads were not isolated from non
vital loads. These conditions caused the performed surveillances to not meet the
requirements of TS 4.8.2, DC Sources.

The inspectors verified that the LER was completed in accordance with the
requirements of 10 CFR 50.73. Specifically, the description and analysis of the event,
as contained in the LER, were consistent with the inspector's understanding of the
event. The root cause, and corrective and preventive actions as described in the LER
were reasonable. When properly tested, the battery chargers and batteries performed
adequately. The failure to adequately perform TS required surveillance activities on the
subject battery chargers and batteries is a violation of TS 3.8.2, DC Sources. This
Severity Level IV violation is being treated as a Non-Cited Violation consistent with
Section VII.B.1.a of the NRC Enforcement Policy, which permits closure of most
Severity Level IV violations based on the issue being entered into the licensee’s
corrective action program. This violation is addressed in the licensee’s corrective action
program as CR M3-99-3305. This LER is closed.

c. Conclusions

A licensee-identified failure to perform technical specification (TS) required
surveillances on Unit 3 vital battery chargers was a violation of TS 3.8.2, DC Sources,
which was categorized as Severity Level IV and treated as a Non-Cited Violation (NCV
50-423/2000-006-08). LER 50-423/99-08-00 is closed .

U3.III Engineering

U3 E2 Engineering Support of Facilities and Equipment

E2.1 Steam Generator Tube Examination

During this inspection, the inspector reviewed the “Special Report - Steam Generator
Tube Examination”, submitted to the NRC by licensee letter (B17962), dated February
17, 2000. The report was submitted in accordance with the reporting requirements of
Technical Specifications (TS) 4.4.5.5.b and 6.9.2 following the completion of the
evaluation of the eddy current testing of the Unit 3 steam generator (SG) tubes,
conducted during refueling outage (RFO) 6, which ended in June 1999. Inspections
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were conducted in the “A”, “C”, and “D” SGs. As a result of these inspections, eight
tubes were plugged based upon the TS plugging limits and an additional six tubes were
plugged at the discretion of the licensee. The removal of these 14 tubes from service
brings the number of tubes plugged, to date, through six cycles of Unit 3 operation, to a
total of 55 (out of the total of 22,504 tubes available in all four SGs). The conduct of
NRC inspection activities relative to the eddy current testing of the Unit 3 SG tubes
during RFO6 is documented in Inspection Report 05000423/99-06.

The inspector also reviewed a licensee material engineering report (ME-MP-99-297)
associated with a condition report (CR M3-99-3746) that documents the preliminary
results of a secondary side examination of the Unit 3 SGs. While the sludge removal
and video examination conducted during RFO6 reveal some concern relative to potential
tube corrosion and fouling at some future time, discussion with a cognizant licensee
materials engineer revealed plans during the next refueling outage (3R7) for additional
SG secondary side cleaning, sludge sampling, and analysis. Based upon projections for
the number of effective full power years that the unit could operate without evidence of
the adverse impact that these SG secondary side conditions might have upon the SG
tubes, current licensee plans for further cleaning, testing, and evaluation during 3R7
appear soundly based, with further more extensive cleaning operations tentatively
scheduled for a later refueling outage. Examination of the condition of the SG tubes, as
determined by eddy current testing during RFO6 discussed above, provides a
reasonable confidence level that further unexpected tube degradation will not occur prior
to the next SG tube examination.

E2.2 Review of Design Modification M3-99039 to Cross-Connect Unit 2 to Unit 3 4.16 Kv
Electrical Distribution System

The discussion for this item, common to Units 2 and 3, is in Section U2.E2.1 of this
report.

U3 E8 Miscellaneous Engineering Issues (92903)

E8.1 (Closed) IFI 05000423/98-06-01; Main Steam Isolation Valve Partial and Full Stroke
Testing Requirements

Inspector followup Item (IFI) 05000423/98-06-01 noted that in December 1998, the
licensee was conducting partial-stroke main steam isolation valve (MSIV) tests at a
"graded periodicity" to demonstrate solenoid valve reliability. The noted testing activity
was compared to Unit 3 technical specification (TS) 4.7.1.5.1, which requires that each
MSIV be demonstrated operable, pursuant to TS 4.0.5, by verifying a partial valve
stroke in Mode 1. TS 4.0.5 references the applicability of the in-service testing (IST)
program and Section XI of the American Society of Mechanical Engineers Boiler and
Pressure Vessel Code.

The inspector reviewed the licensee's maintenance rule interpretation, pertinent MSIV
test records, and selected material history records. In addition, the inspector verified
that the licensee has a TS and final safety analysis report (FSAR) action plan (PTSCR
3-15-99) in place that addresses the questions identified in this IFI. The issues noted in
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the IFI are also addressed in the licensee’s corrective action program as CR
M3-99-0057 and the inspector determined that the corrective actions were adequate. No
violation of NRC requirements was identified. Therefore, IFI 05000423/98-06-01 is
closed .

E8.2 (Closed) URI 05000423/98-207-12; Diesel Generator Failure

Unresolved item (URI) 05000423/98-207-12, questioned the licensee's assumption that
a diesel generator failure was the most limiting electrical failure that should be
considered in the Unit 3 steam generator tube rupture event analysis. In response to
this question, the licensee implemented extensive reviews, conducted program
upgrades and requested a license amendment to the Unit 3 operating license. License
Amendment 172 was issued on July 2, 1999, and was incorporated into plant
procedures and practices through the corrective actions associated with condition report
(CR) M3-98-1607.

The inspector reviewed the licensee's corrective actions and found them to be
adequate. No violation of NRC requirements was identified. Therefore, URI
05000423/98-207-12 is closed .

E8.3 (Closed) URI 05000423/98-216-15; Recurrent fuse failures on Vital Inverter 3VBA*INV1

Unresolved Item (URI) 05000423/98-216-15 questioned the corrective actions for
licensee identified operational issues involving vital inverter design. The URI specifically
addressed the operability of vital inverter 3VBA-INV1 and the impact of fuse failures on
the inverter. The inspector reviewed maintenance records, vendor (Elgar) documents
and material history records. No current inverter fuse problems were noted in this
review. In addition, operability determinations (OD) MP3-115-98 and MP3-116-98, and
CR M3-98-4308 were reviewed. Based on an evaluation of the above documents and
the licensee's maintenance rule action plan (A/R 99016440), no violations of NRC
requirements were identified. The licensee's corrective actions were found to be
adequate. Therefore, URI 05000423/98-216-15 is closed .

E8.4 (Closed) URI 05000423/99-10-01; Inconsistencies in Calculation for Required
Containment Sump Trisodium-Phosphate Inventory (37551,92903)

During the conduct of the NRC Engineering Team Inspection of Millstone in September -
October 1999, the team reviewed the calculations, analyses and operational controls
used by the licensee to establish the Trisodium-Phosphate (TSP) volume, stored in
baskets at the lower level of the Unit 3 containment, at a level required to maintain the
pH concentration in the containment sump within the analyzed range following a Loss of
Coolant Accident (LOCA). The review of Calculation US(B)-350 by the inspection team
identified five apparent discrepancies that the licensee was requested to resolve.
Subsequently, the licensee initiated condition report, CR M3-99-3916, which addressed
each of the five issues raised by this NRC unresolved item.

During the current inspection, the inspector reviewed the final engineering disposition to
CR M3-99-3916, along with the calculation sheets, design change notice documents,
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and test results supporting the licensee positions in response to each of the five NRC
questions, as follows:

ÿ treatment of the assumed boric aid concentration in the containment sump, post-
LOCA: The licensee accounted for the maximum boric acid concentration (2900
ppm) in the safety injection accumulators and the refueling water storage tank
(RWST) allowed by the plant technical specifications (TS). Other sources of
boric acid are either isolated by the safety injection signal associated with the
LOCA, or are already included in the calculation of the boric acid available in the
reactor coolant system (RCS) before the accident.

ÿ treatment of the TSP basket volumes, fill levels, and potential for material
settlement: Plant Design Change Request (PDCR) MP3-94-135, which
designed and sized the TSP baskets, includes the engineering details for the
volume of TSP available in the baskets. TSP basket volume checks are a
technical specification (TS) surveillance requirement. This was inspected and
documented in Inspection Report (IR) 05000423/96-06, at which time the
potential for TSP settlement was also considered. An additional question
relating to the TSP basket sizing, associated with PDCR MP3-94-135, was
raised as significant items list (SIL) Item 62, which was reviewed by NRC
inspection and closed in IR 05000423/97-02.

ÿ treatment of the maximum RCS density at 0% power, versus the 100% power
conditions assumed in the calculation: The licensee had assumed full power
(100%) conditions in the calculations to maximize the post accident dose
consequences associated with the analyses. The licensee also determined that
there was sufficient margin in the assumptions to bound the 0% power
conditions, since the RCS volume difference (between 0 and 100% power) of
approximately 2,000 gallons is minor in comparison to the 1.16 million gallons of
inventory available, post-LOCA, from the RWST.

ÿ treatment of the variation allowed for pH, as measured in the TSP titration
analysis: A reference in Calculation US(B)-350 indicates that the test equipment
used in the titration analysis had an accuracy consistent with the calculation
assumptions for minimum pH. Also, the licensee purchase order for the TSP
used to initially fill the baskets established the required quality for TSP titration
and bulk density testing.

ÿ treatment of pH contributions from other material sources inside containment:
Calculation US(B)-350 references NUREG 5950 as the basis for the chemical
contributors to the pH analyses of the post-LOCA containment sump water.
While the licensee considered certain sources of acid, as discussed in the
NUREG, no credit was taken for any base materials inside containment, other
than the TSP. This results in a conservative determination of required minimum
pH.

As discussed above, the licensee addressed each apparent discrepancy noted by the
NRC inspectors with respect to Calculation US(B)-350. In each case, while the answer
to each NRC question was not evident in the calculation set, the logic of the licensee



30

responses was supported by the Unit 3 TS, other design documents, and the referenced
standards and test results. The inspector reviewed the licensee’s supporting
documentation to determine that no additional engineering uncertainties were evident in
the licensee’s original TSP design volume calculations. No violation of NRC
requirements was identified. URI 05000423/99-10-01 is closed .

IV Plant Support
(Common to Unit 1, Unit 2, and Unit 3)

R1 Radiological Protection and Chemistry Controls

R1.1 Implementation of the Radioactive Liquid and Gaseous Effluent Control Programs

a. Inspection Scope (84750-01)

The inspection consisted of the following areas:

(1) review of radioactive liquid and gaseous effluent release permits;
(2) review of selected effluent control procedures;
(3) review of the 1998 Annual Radioactive Effluent Report;
(3) review of the Offsite Dose Calculation Manual (ODCM); and
(4) review of overall effluent program implementation.

The inspection included tours of: (1) the control room; (2) selected radioactive gas and
liquid processing facilities and equipment; and (3) effluent radiation monitoring systems
(RMS).

b. Observations and Findings

All technical specification (TS)/ODCM required effluent radiation monitors and air
cleaning systems were operable during this inspection. Reviewed radioactive liquid and
gaseous effluent release permits were complete, including projected dose calculations
to the public, as required by the TS/ODCM.

The ODCM provided appropriate descriptions of the sampling and analysis programs for
quantifying radioactive liquid and gaseous effluent activities and for calculating projected
doses to the public. All necessary parameters, such as effluent radiation monitor
setpoint calculation methodologies, and site-specific dilution factors, were listed.

The 1998 Annual Radioactive Effluent Report provided complete data indicating total
released radioactivity for liquid and gaseous effluents and projected maximum individual
doses resulting from radioactive airborne and liquid effluents. Projected doses to the
public were well below the TS/ODCM limits with no anomalous measurements,
omissions or adverse trends.

c. Conclusions

The licensee maintained adequate radioactive liquid and gaseous effluent control
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programs. The ODCM contained sufficient specification and instruction to acceptably
implement and maintain the radioactive liquid and gaseous effluent control programs.

R2 Status of Radiological Protection and Chemistry Facilities and Equipment

R2.1 Calibration of Effluent Radiation Monitoring Systems (RMS), Flow Rate Measurement
Devices, and Hydrogen Monitoring System

a. Inspection Scope (84750-01)

The inspector reviewed the most recent calibration results for the following list of effluent
RMS and its flow measurement devices, and the hydrogen monitoring system.

RMS

ÿ Liquid Waste Monitor
ÿ Waste Neutralization Sump Monitor-Condensate Polishing Facility
ÿ Turbine Building Floor Drains Monitor
ÿ Steam Generator Blowdown
ÿ Unit 3 Ventilation Vent Stack (Turbine Building) Noble Gas Activity Monitor
ÿ Millstone Unit 1 Main Stack Noble Gas Activity Monitors (Low and High Range)
ÿ Engineered Safeguards Building Noble Gas Activity Monitor

Flow Rate Measuring Device

ÿ Waste Neutralization Sump Effluents
ÿ Liquid Waste Effluent Line
ÿ Steam Generator Blowdown Effluent Line
ÿ Unit 1 Main Stack Flow Rate Monitor
ÿ Unit 3 Ventilation Vent Stack Flow Rate Monitor
ÿ Engineered Safeguards Building Discharge Flow Rate Monitor

Hydrogen Monitoring System

ÿ Containment Hydrogen Monitor Channel

b. Observations and Findings

The I&C and Chemistry departments had the responsibility to perform electronic and
radiological calibrations for the above radiation monitors. The I&C Department also had
the responsibility to perform hydrogen monitor and flow rate measurement device
calibrations. All reviewed calibrations were within the licensee's acceptance criteria.
The calibration programs for effluent radiation monitoring systems, the hydrogen
monitoring system, and flow rate measurement devices met the TS requirements. The
I&C personnel and RMS System Engineer performed detailed evaluations for all
calibration results and tracked the conversion factors and the linearity.

c. Conclusions
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The calibration programs for effluent RMS, flow rate measurement devices, and the
hydrogen monitoring system met the TS requirements. The I&C personnel and RMS
System Engineer performed detailed evaluations for all calibration results and tracked
the conversion factors and the linearity.

R.2.2 Surveillance Tests for Air Cleaning/Ventilation Systems and Maintaining Negative
Pressures for Buildings

a. Inspection Scope (84750-01)

The inspector reviewed the licensee's most recent surveillance test results (visual
inspection, HEPA and charcoal systems leak tests, air capacity test, iodine collection
efficiency test, and delta pressure test) for the following systems:

ÿ Fuel Building Exhaust Filter System;
ÿ Control Room Emergency Ventilation System;
ÿ Auxiliary Building Filter System; and
ÿ Turbine Building Exhaust Filter System.

The inspector reviewed the response to NRC Generic Letter 99-02, Laboratory Testing
of Nuclear-Grade Activated Charcoal.

b. Observations and Findings

All surveillance test results were within the TS/administrative acceptance criteria. The
response letter to NRC Generic Letter 99-02 was acceptable.

c. Conclusions

The licensee maintained and implemented an effective routine surveillance test program
for air cleaning systems.

R7 Quality Assurance in Radiological Protection and Chemistry Activities

a. Inspection Scope (84750-01)

The inspection consisted of the following areas:

(1) review of the 1998 (MP-98-A22, RETS/REMP/ODCM) QA audits; and
(2) review of the implementation of the radioactivity measurement laboratory quality

control (QC) program for in-plant and a contractor laboratories.

b. Observations and Findings

The scope and depth of the 1998 QA audits were acceptable. The audits identified
minor weaknesses in the area of radioactive liquid and gaseous effluent control
programs. None of the findings were assessed to have regulatory significance. The
licensee continued the self-assessment process to enhance the radioactive liquid and
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gaseous effluent control programs.

The QC program consisted of measurements of spike samples through a vendor-
supplied service. No significant discrepancies were evident from QC data for
interlaboratory and intralaboratory comparisons. When minor discrepancies were found,
effective resolutions were determined and implemented.

c. Conclusions

The licensee’s QA Surveillance Audit and self-assessment programs for effluent control
were effectively implemented. The QC program to validate analytical results for
radioactive liquid and gaseous effluent control was effective.

P1 Conduct of Emergency Preparedness Activities

P1.1 Effectiveness of Licensee Controls in Identifying, Resolving and Preventing Problems

a. Inspection Scope (82701)

The inspector reviewed the licensee’s corrective action system and self-assessments to
evaluate the effectiveness of the licensee's controls in identifying, resolving and
preventing problems. The evaluation included a review of action items generated as a
result of the 1998 and 1999 emergency drills/exercises. In addition, the 1999 self-
assessment reports were reviewed and any associated corrective actions were
evaluated.

b. Observations and Findings

Corrective Actions

The emergency preparedness (EP) staff utilized Millstone’s site action item tracking and
trending system for documenting EP action items. The inspector reviewed the 1998 and
1999 condition report (CR) lists and noted they were comprehensive and contained drill
and exercise comments, plan and procedure changes, and issues identified in quality
assurance audits. A small sample of completed action items was reviewed and found to
adequately address and correct the identified issue. However, the inspector noted that
due dates were continuously changed and it took an average of 6 to 12 months to
resolve and close the CRs. There were 14 items that were overdue which the inspector
reviewed and found not to relate to any immediate safety concerns. The licensee had
identified this area of concern in a recent self-assessment which resulted in a Level 1
CR (M3-99-0269) to identify the root causes associated with this timeliness issue.

Self-Assessments

The licensee’s self-assessment program outlined program responsibilities, requirements
and instructions for performing an adequate self-assessment program. The EP staff
performed four self-assessments in 1999 and four are scheduled for 2000. The
inspector reviewed all the 1999 self-assessments and found that operational
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effectiveness was evaluated, root causes were performed for significant weaknesses,
CRs addressing any identified weaknesses were issued and actions were
recommended to prevent problem recurrence.

c. Conclusions

The licensee’s corrective action system identified concerns and critique items from past
emergency preparedness exercises or drills. Actions taken by the licensee were
effective in minimizing the potential for recurrence. However, in many instances, the
licensee repeatedly changed due dates and took approximately 6 to 12 months to
resolve and close CRs. The licensee also identified this concern and initiated CR M3-
99-0269 to identify the root causes associated with this timeliness issue. The self-
assessment program was conducted in accordance with program requirements.

P2 Status of Emergency Preparedness Facilities, Equipment, and Resources

a. Inspection Scope (82701)

The inspector reviewed the required 1997 and 1998 emergency facility equipment
surveillance and communication test records to determine regulatory compliance. Also,
a siren test on two offsite sirens was observed, visits were made to two town emergency
facilities and siren surveillance test records were reviewed for completeness and
accuracy.

b. Observations and Findings

The siren maintenance staff performed quarterly silence, growl, phase and tone
frequency tests to verify operability, mobility and the overall condition of the siren. Since
the licensee owns, tests and repairs all offsite sirens, repairs were immediately made
and retested to verify operability. The inspector reviewed the offsite siren operability
test records and found that an acceptable percentage of all sirens tested within the
Millstone emergency planning zone were operable. The inspector visited two town
emergency facilities and found the staffs to be knowledgeable in their duties for
activating the emergency sirens. They also indicated that the licensee was proactive in
providing support for training and troubleshooting any areas of concern.

Due to continual problems with their electronic pager system, the licensee upgraded the
system for activating the Site Emergency Response Organization (SERO) in December
1999. Following the upgrade, communication tests were routinely conducted to ensure
consistent and reliable operability and to work out any “bugs” in the system.

In January 2000, plant technicians were performing a pager surveillance test which
inadvertently activated the pagers and issued the message that a general emergency
was in progress. The licensee was quick to notify state, town and federal officials of the
error. The pager vendor has not been able to specifically identify the cause of the
erroneous activation and was continuing their investigation. The licensee conducted
several surveillance tests to try to mimic the problem, found some minor problems with
the surveillance procedure and concluded that “human” error contributed to the false
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activation. Since the event, the licensee has tested the activation of the pager on a
continual basis. Activation problems have been identified, entered into the corrective
action system and were immediately corrected. The inspector verified that, should the
pager system fail, the licensee maintains two backup methods for ensuring immediate
notification to SERO and offsite officials.

c. Conclusions

SERO pager tests and siren surveillances were performed as required by the licensee’s
Emergency Plan (E-Plan). In December 1999, the SERO pager system was upgraded.
There was an inadvertent activation of the pagers in January 2000, apparently due to
procedural and human errors, and the vendor continues to troubleshoot the problem.
Since January 2000, the licensee has continued to perform pager tests to identify
operational problems, and ensure the adequacy and dependability of the system.
Should the pager system fail, the licensee maintains two backup methods for ensuring
immediate notification to SERO and offsite officials.

P3 Emergency Preparedness Procedures and Documentation

a. Inspection Scope (82701)

The inspector reviewed Millstone Emergency Plan (E-Plan) revisions and several
changes the licensee had made to the associated implementing procedures. The
purpose of this review was to assess the change and its impact on the effectiveness of
the EP program. The inspector reviewed these changes in the NRC Regional office and
followed up questions with onsite inspection effort. This onsite inspection effort
consisted of discussions with licensee personnel and a review of licensee 10 CFR
50.54(q) effectiveness determinations for the revisions.

b. Observations and Findings

The inspector assessed the 10 CFR 50.54(q) effectiveness review process for E-Plan
changes and the annual E-Plan review process performed by the licensee. Based upon
the licensee's determination that the changes do not decrease the overall effectiveness
of the E-Plan, in accordance with 10 CFR 50.54(q), no NRC approval is required. Three
50.54(q) reports were reviewed by the inspector and were found to be acceptable.
Changes did not decrease the overall effectiveness of the plan.
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c. Conclusions

Licensee E-Plan changes and the associated 10 CFR 50.54(q) reports were reviewed
and found to be acceptable. Changes did not decrease the overall effectiveness of the
E-Plan.

P5 Staff Training and Qualification in Emergency Preparedness

a. Inspection Scope (82701)

The inspector reviewed EP training records, training procedures, and the E-Plan's
training requirements to evaluate the licensee's SERO training program.

b. Observations and Findings

The inspector determined through a review of training lesson plans, computer based
requalification tests and training records that the required EP training was conducted in
accordance with the licensee’s E-Plan and applicable training procedures. However,
emergency preparedness administrative procedure (EPAP)-1.15, “Management
Program for Maintaining EP,” clearly states that the EP staff needs to be informed of
any pager swapping, addition of personnel to the SERO or SERO individuals that had
been terminated. An EP self-assessment and several CRs indicated that EPAP 1.15
was not being consistently implemented by the SERO. This resulted in individuals
swapping SERO duty pagers and staff appearing on the SERO that had been
terminated without notifying the EP staff. Also, in a recent self-assessment, the EP staff
found there were 91 individuals (Units 1, 2 and 3 combined, mostly on-shift or on-call
mechanics, EP, I&C and chemistry technicians) that were considered qualified SERO
members because they had taken the computer based training. However, they were not
on EP’s SERO list because the steps to notify EP had not been followed. In addition,
during the last emergency drill conducted the week of February 7, 2000, there were
technicians that did not fill their assigned positions due to other work commitments
assigned by their immediate supervisors.

Discussions with the EP Manager indicated that SERO members were aware of EPAP
1.15 and there were no adverse consequences. During the NRC exit meeting, senior
management expressed concern with this finding and stated that they intend to provide
support and oversight to the emergency response program in resolving this issue and
for ensuring SERO members understood the importance of fulfilling their emergency
response duties. The procedural non-adherence with EPAP 1.15 is being treated as a
Non-Cited Violation consistent with Appendix C of the NRC Enforcement Policy. This
violation is in the licensee’s correction action program as condition report M3-99-1458.
(NCV 05000336, 423/2000-006-09)

c. Conclusion

The licensee conducted emergency response training as required. However, the EP
staff identified continual problems with SERO members not following administrative
emergency response procedures for keeping EP apprized of changes to the SERO (i.e.,
additions, termination, etc.). Senior management expressed concern with this finding
and stated that they intend to provide support and oversight to the emergency response
program in resolving this issue. This is being treated as a Non-Cited Violation and is
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documented in the licensee’s corrective action program (CR M3-99-1458).

P7 Quality Assurance in Emergency Preparedness Activities

a. Inspection Scope (82701)

The inspector reviewed 1998 and 1999 Millstone EP program monthly surveillance test
records and Audit Reports, conducted by the licensee’s nuclear oversight group. The
inspector also reviewed audit plans and interviewed personnel from the Nuclear
Oversight Department regarding the process for conducting a program audit.

b. Observations and Findings

Nuclear Oversight conducted monthly EP audit surveillances for both onsite and offsite
and issued monthly surveillance reports of their findings. In addition, Oversight issued
an annual report of its findings and distributed it to the offsite agencies and appropriate
senior licensee management. The reports contained strengths, weaknesses, areas for
improvement and, where applicable, assigned CRs. Also, the audit teams comprised a
minimum of four individuals, one of which was from other licensee facilities with EP
knowledge and experience. The inspector determined that the audit reports met the
requirements specified in 10 CFR 50.54(t) and the reports clearly demonstrated the
bases for the audit conclusions.

c. Conclusions

The inspector determined, through document reviews and interviews, that the audit
reports had met the requirements specified in 10 CFR 50.54(t) and the reports clearly
demonstrated the bases for the audit conclusions.

P8 Miscellaneous Emergency Preparedness Issues

P8.1 (Closed) VIO 05000423/98-01-01, Failure to Maintain Post Accident Sampling System
operational; (Closed) URI 05000336/99-05-13, Change of Post Accident Sampling
System Commitment Regarding Total Dissolved Gas; (Closed) LERs 05000423/97-60-
00 & -01, Ineffective Implementation of the Post Accident Sampling System Program

a. Inspection Scope

The inspector reviewed surveillance test records, analytical results and root cause
analysis reports to determine the adequacy of the licensee’s corrective actions in
response to NRC Unresolved Item 05000336/99-05-13 and NRC Violation (VIO)
05000423/98-01-01 regarding the maintenance of the post accident sampling system
(PASS). LERs 05000423/97-60-00 and 97-60-01, Ineffective Implementation of the
Post Accident Sampling System Program, also discuss the issues detailed in the
violation.
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b. Observations and Findings

Engineering and chemistry personnel have significantly improved the overall
maintenance of the PASS at both Units 2 and 3. The licensee conducted several
surveillance tests in the past year and records indicated operation of the system was
consistent and little corrective action was needed.

In the past, at both units, the licensee was not able to consistently meet the total
dissolved gas (TDG) acceptance criteria. Unit 2 submitted a letter to the NRC for
eliminating the TDG concentration requirement. However, chemistry continued to
troubleshoot and replace system parts which have resulted in TDG results consistently
meeting the acceptance criteria. The inspector reviewed the Unit 2 10 CFR 50.59
change and found it did not constitute an unreviewed safety question because TDG is
not used for assessing core damage under accident conditions.

Unit 3 chemistry technicians were also successful in consistently meeting the criteria. At
the time of the inspection, Unit 3 engineers had not submitted a 10 CFR 50.59 review
similar to Unit 2. The licensee determined that the Unit 3 PASS had more operational
problems than the Unit 2 system and focused on getting the system fully operational.
Unit 3 plans to make a similar change to Unit 2.

Even though the TDG commitment has been eliminated, the licensee stated that they
plan to continue to measure TDG concentrations during the surveillance tests because
the associated E-Plan procedure states that taking a TDG concentration will be an
“option” under emergency conditions.

c. Conclusions

The licensee’s corrective actions were acceptable to adequately maintain a post
accident sampling system and acquire a total dissolved gas (TDG) concentration. The
Unit 2 10 CFR 50.59 change for eliminating the TDG concentration was determined to
not constitute an unreviewed safety question because TDG will not be used for
assessing core damage under accident conditions. The associated unresolved item,
violation, and LERs (URI 05000336/99-05-13; VIO 05000423/98-01-01; LERs 50-
423/97-60-00 and -01) are closed .

S3 Security and Safeguards Procedures and Documentation

a. Inspection Scope (81700)

The area inspected was Security Program Plans.
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b. Observations and Findings

Security Program Plans. An in-office review was conducted of changes to the Millstone
Security Plan, Revisions 33, 34, and 35, and Training and Qualification Plan, Revisions
15 and 15A. These revisions were submitted to the NRC in May, July, and September
1999, and February 2000, in accordance with the provisions of 10 CFR 50.54(p).

c. Conclusion

Based on a limited review of the changes, as described in the plan revisions, no NRC
approval of these changes is required, in accordance with 50.54(p).

V. Management Meetings

X1 Exit Meeting Summary

The inspectors presented the inspection results to members of licensee management at the
conclusion of the inspection. The licensee acknowledged the findings presented.
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INSPECTION PROCEDURES USED

IP 37551 Onsite Engineering
IP 61726 Surveillance Observations
IP 62707 Maintenance Observations
IP 71707 Plant Operations
IP 81700 Physical Security Program For Power Reactors
IP 82701 Operational Status of the Emergency Preparedness Program
IP 84750-01 Radioactive Waste Treatment, and Effluent and Environmental Monitoring
IP 90712 In-Office Review of Written Reports of Nonroutine Events at Power Reactor

Facilities
IP 92700 Onsite Follow-Up of Written Reports of Nonroutine Events at Power Reactor

Facilities
IP 92902 Follow-up - Maintenance
IP 92903 Follow-up - Engineering
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ITEMS OPENED, CLOSED, AND DISCUSSED

Opened

05000336/2000-006-01 NCV Failure to establish adequate procedural controls for
draining of the safety injection header

05000336/2000-006-02 NCV Failure to adequately implement the procedure for filling of
the safety injection header

05000336/2000-006-03 NCV Failure to adequately perform TS required surveillance
activities on the subject battery banks related to LER 50-
336/99-05

05000336/2000-006-04 NCV Failure to adequately perform TS required surveillance
activities on the subject RCPs related to LER 50-336/99-
06

05000336/2000-006-05 NCV Failure to adequately conduct TS required surveillance
activities on the subject AOV related to LER 50-336/99-10

05000336/2000-006-06 NCV Failure to adequately establish and implement design
controls to ensure that safety related containment spray
system flow analyses were correctly translated into
specifications, drawings and procedures related to LER
50-336/99-03

05000423/2000-006-07 NCV Failure to Perform Surveillance on Reactor Coolant
System Pressurizer Heater Penetration Breakers

05000423/2000-006-08 NCV Failure to Adequately Perform Discharge Testing on Vital
Battery Chargers

05000336,423/2000-006-09 NCV Failure to Follow EPAP 1.15 for Notifying EP of ERO
Changes

Closed

The NCVs opened above are closed.

05000336/99-05-13 URI Change of Post Accident Sampling System Commitment
Regarding Total Dissolved Gas

05000423/98-01-01 VIO Failure to Maintain Post Accident Sampling System operational
05000423/98-06-01 IFI Main Steam Isolation Valve Partial and Full Stroke Testing

Requirements
05000423/98-207-12 URI Diesel Generator Failure
05000423/98-216-15 URI Recurrent fuse failures on Vital Inverter 3VBA*INV1
05000423/99-10-01 URI Inconsistencies in Calculation for Required Containment Sump

Trisodium-Phosphate Inventory

Discussed

None



42

The following LERs were also closed during this inspection:

LER 50-336/97-01-01 Inadequate Fire Seal Material Installed between Some Appendix
R Fire Areas

LER 50-336/99-02-00 Steam Generator Blowndown Surveillance
LER 50-336/99-03-00 Containment Spray system Flow Analysis
LER 50-336/99-04-00 Control Room Ventilation Emergency Air Cleanup system

Configuration
LER 50-336/99-05-00 Vital Battery Load Testing
LER 50-336/99-06-00 Reactor Coolant Pump Response Time Testing
LER 50-336/99-07-00 Failure to Monitor Steam Generator Coolant Temperatures
LER 50-336/99-08-00 Auxiliary Feedwater Pump Surveillance
LER 50-336/99-10-00 Failure to Adequately Perform Inservice Testing of an Air

Operated Valve
LER 50-336/99-12-00 Control Element Assembly Alignment
LER 50-336/99-13-00 Failure to Adequately Secure a High Energy Line Break Door

Between Two Auxiliary Feedwater Pump Rooms
LER 50-336/00-02-00 Failure to Adequately Test the Cask Crane Prior to Spent Fuel

Pool Movements
LER 50-423/97-060-00 & 01 Ineffective Implementation of the Post Accident Sampling System

Program
LER 50-423/99-04-00 ESF Actuation of Numerous Plant Components on Restoration of

“A” Train Sequencer
LER 50-423/99-05-00 Failure to Perform Surveillance on Reactor Coolant System

Pressurizer Heater Penetration Breakers
LER 50-423/99-08-00 Failure to Adequately Perform Discharge Testing on Vital Battery

Chargers
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LIST OF ACRONYMS USED

ACOT analog channel operational test
AFW auxiliary feedwater
AOV air operated valve
ARP alarm response procedure
AWO automated work order
CEA control element assembly
CFR Code of Federal Regulations
CIV containment isolation valves
CO2 carbon dioxide
CR condition report
CSS containment spray system
DAS reactor plant aerated drains
DC design change
d-c direct current
E-Plan emergency plan
EDG emergency diesel generator
EDSFI electrical distribution system functional inspection
EOP emergency operating procedure
EP emergency preparedness
EPAP emergency preparedness administrative procedure
ERT event review team
ESF engineered safety feature
FEMA Federal Emergency Management Agency
FSAR Final Safety Analysis Report
FWIV feedwater isolation valve
GDC general design criterion
HELB high energy line break
HEPA high efficiency particulate
I&C instrumentation and control
IFI inspector follow-up item
IR inspection report
IST in-service testing
kVA kilovolt-amperes
kW kilowatts
LER licensee event report
LOCA loss of coolant accident
LOP loss of power
LPSI low pressure safety injection
MCC motor control center
MOVs motor operated valves
MSIV main steam isolation valve
MVA megavolt-amperes
NPSH net positive suction head
NRC Nuclear Regulatory Commission
OD operability determination
ODCM offsite dose calculation manual
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P&ID piping and instrumentation drawing
PASS post accident sampling system
PDCR plant design change request
PTSCR proposed technical specification change request
QA quality assurance
QC quality control
RCP reactor cooling pump
RCS reactor coolant system
RECO reasonable expectation of continued operation
REMP Radiological Environmental Monitoring Program
RETS Radioactive Effluent Technical Specifications
RFO refueling outage
RG Regulatory Guide
RMS radiation monitoring system
RCP&C Radiological Protection and Chemistry
RWST refueling water storage tank
SBO station blackout
SERO Site Emergency Response Organization
SG steam generator
SIL significant item list
SIT safety injection tank
SP surveillance procedure
SR surveillance requirements
TDG total dissolved gas
TRM technical requirement manual
TS technical specifications
TSP Trisodium-Phosphate
URI unresolved item
US unit supervisor
VIO violation


