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UNITED STATES
NUCLEAR REGULATORY COMMISSION

REGION 11
ATLANTA FEDERAL CENTER ,
61 FORSYTH STREET, SW, SUITE 23785 R
ATLANTA, GEORGIA 30303-3415

July 7. 1998

. -

This is in reference tg our April 26, 1998, letter which indicated that we
would initiate action to review your technical concerns regarding Auxiliary
Control Panel (ACP) testing. procedure revisions not in accordance with
Technical Specifications (TS), and deletion of shutdown requirements from -
selected TS surveillances at Shearon Harris Nuclear Power Plant. Your concern
regarding ACP testing dealt with improper testing of 17 interposing relays and
additionally with hundreds of relay contact closures that must occur during a
transfer to the ACP that were not physically verified to operate in the plant
testing program. Your concern regarding procedure revisions dealt with the
p]ant's editorial change process not satisfying TS}requirements. Your concern

with performing surveillances during operation that were required to be

performed during shutdown . The NRC has completed its follow up in response to
the concerns you.brought .to our attention. The enclosure to this letter 1ists
your CONCerns and describes how the NRC resolved the concerns you raised.
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testing an plant editorial change concerns. The ACP testing issue regarding
the 17 WILErposing relays was reviewed and substantiated. however we could not

and TS requirements were met except for the 17 interposing relays identified
in your December 11 1997, letter. The inspector found a sheet of paper in
the LER 97-012 closure folder describing the ACP circuit testing sample review
which indicated that the 17 relay circuits represented the only noncompliance.
This description of the ACP circyit samnle r iew agreed with the conclusions
of LER 97-012 and I0ur April 26, 1998, Jetter to you
jregarding the ACP sample review

and asked for further ] 1cation T
deficiencies.. As yet we have received no response from you to this letter.
The NRC staff has completed its review of your concern. Qur evaluation report
of your concern is enclosed. Based on the information provided. your
allegation regarding hundreds of ACP relay contact closures not physically
verified was not substantiated.
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In our April 26, 1998, letter we provided you a Copy of LER 97-018 regarding
temporary procedure changes not properly reviewed and approved in accordance
with TS requirements and requested that you tell us if your concern regarding
editorial procedure changes was included within the scope of the LER. LER 97 -
018 was initiated in response to the condition described as Issue 5 of your
December 11, 1997. letter and was substantiated. As yet we have received no
response from you to our April 26, 1998, letter. The NRC staff has-completed
its review of your concern. Our evaluation report of your concern 1§§ .
enclosed. Based on the information provided. your allegation regardin
editorial changes not meeting TS requirements was not substantiateg&‘—

The NRC staff has completed its review of your concern regarding deltetion of
selected shutdown requirements from TS. Our evaluation report of your concern
is enclosed. Based on the information provided. your allegation was
substantiated. A TS amendment was approved to delete the shutdown
requirements from TS and enforcement action is pending on this issue.

Thank you for informing us of your concerns. We feel that our actions in this
matter have been responsive to those concerns. We take our safety
responsibilities to the public very seriously and will continue to do so
with:n the bounds of our lawful authority. Unless the NRC receives additional
information that suggests that our conclusions should be altered regarding the
nundrads of contact closures in ACP relays not physically verified or the
ecitarial procedure changes ‘not meeting TS requirements, we plan no further
action on this matter. Should you have any additional questions, or if I can
be of further assistance in this matter. you may contact me at 800-577-8510 or
404-562-4540 or by mail at P.0. Box 845 Atlanta. Georgia 30301.

Sincerely.

Michad . Conadle

ya . Michael E. Ernstes. Acting Chief
7 Reactor Projects Branch 4
Division of Reactor Projects

Fnclosure: Allegation Evaluation Report
and Attachments A-H

Certified Mail No. P 257 835 844
RETURN RECEIPT REQUESTED R
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your concerns and descri

This is in reference to our April 26, 1998 - letter which indicated, that we
would initidte action te review your technical concerns. regarding. Ams#iiary
Control Panel (ACP) testing, procedure revisions not in accordance with
Technical Specifications (TS), and deletion of shutdown requirements from
selected TS surveillances at Shearon Harris Nuclear Power Plant. Your concern
regarding ACP testing dealt with improper testing of 17 interposing relays and
additionally with hundreds of relay contact closures that must occur during a
transfer to the ACP that were not physically verified to operate in the plant
testing program. Your concern regarding procedure revisions dealt with the
plant’s editorial change process not satisfying TS requirements. Your concern
regarding deletion of shutdown requirements for selected surveillances dealt
with performing surveillances during operation that were required to-be
performed during shutdown. The NRC has completed its follow up in response to
the concern you brought to our attention. he enclosure to this letter lists
bes how the NRC resolved the concern you raised.

On April 26, 1998, we requested additional information from you on the ACP
testing and plant editorial change concerns. The ACP testing issue regarding
the 17 interposing relays was reviewed and substantiated, however we could not
substantijate that hundreds of contact closures were not physically verified.
Our reyj#v of the closure folder for LER 97-012, which addressed ACP testing
jssuess identified that a review of other ACP transfer circuits was performed
and TS requirements were met except for the 17 interposing relays identified
in your December 11, 1997, letter. The inspector found a sheet of paper in
the LER 97-012 closure folder describing the ACP circuit testing sample review
which indicated that the 17 relay circuits represented the only noncom liance.
This description of the ACP circuil SOTRLE review agreed with the conclusions
of LER 97-012 and A ‘ ¥ Qur April 26, 1998, letter to you
transmitted LER 977012 anC (e il-cgarding the ACP sampde review
and asked for further claritication ar TOME hundreds of additional testing
deficiencies. As yet we have received no response from you to this letter.
The NRC staff has completed its review of your concern. Our evaluation report
of your concern is enclosed. Based on the information provided, your
allegation regarding hundreds of ACP relay contact closures not physically
verified was not substantiated.

In our April 26, 1998, letter we provided you a copy of LER 97-018 regarding
temporary procedure changes not properly reviewed and approved in accordance
with TS requirements and requested that you tell us if your concern regarding
editorial procedure changes was included within the scope of the LER. LER 97-



018 was initiated in response to the condition described as Issue 5 of your
December 11, 1997, letter and was substantiated. As yet we have received no
response from you to our April 26, 1998, letter. The NRC staff has completed
its review of your concern. Our evaluation report of your concern is
enclosed. Based on the information provided, your allegation regarding
editorial changes not meeting TS requirements was not substantiated.
The NRC staff_has completed its review of your concern regarding de1éfien of
selected shutdown requirements from TS. Our evaluation report of your.concern
is enclosed.« Based on the information provided, your allegation wigee
substantiated. A TS amendment was approved to delete the shutdown
requirements from TS and enforcement action is pending on this issue.

Thank you for informing us of your concerns. we feel that our actions in this
matter have been responsive to those concerns. We take our safety
resgonsibi]ities to the public very seriously and will continue to do so
within the bounds of our lawful authority. Unless the NRC receives additional
information that suggests that our conclusions should be altered regarding the
hundreds of contact closures in ACP relays not physically verified or the
editorial procedure changes not meeting 1S reauirements. we plan no further
action on this matter. Should you have any a ditional questions, or if I can
be of further assistance in this matter, you may contact me at 800-577-8510 or
404-562-4540 or by mail at P.0. Box 845, Atlanta, Georgia 30301.

Sincerely,
(Ooriginal signed by M. Ernstes)
Michael E. Ernstes, Act{ng Chief

Reactor Projects Branch 4
Division of Reactor Projects

Enc]osqgga* Allegation Evaluation Report
pa and Attachments A-H )

Certified Mail No. P 257 835 844
RETURN RECEIPT REQUESTED
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ALLEGATION EVALUATION REPORT o
ALLEGATIO“ Pye
SHEARON HARRIS NUCLEAR PLANT

DOCKET NO. 50-400

-

o

An allegation letter dated December 11, 1997. 1dent1fiem / (/
- and five safety concerns. A second allegation r received
187 1998, provided further.clarification on the five safefy.goncerns :
and raised one additiorial concern. The staff's review-of the lettct
indicated that there were three safety concerns which were not resolved.
Those three safety concerns are addressed in this Allegation Evaluation
Report. ‘

CONCERN 2 - TESTING OF AUXILIARY CONTROL PANEL

(Part 1) Seventeen interposing relays located in the Auxiliary Control Panel
(ACP) had not been properly tested and would require additional testing.

(Part 2) In the February 18. 1997, allegation letter a concern was raised that
hundreds of other relay contact closures must happen on a transfer to the
Auxiliary Control Panel that are not physically verified to operate in the
plant testing program.

DISCUSSION:

(Part 1) The inspector performed followup inspection on this matter. See
section M2.2 of NRC Inspection Report (IR) 50-400/97-04 (enclosure 1 -
attachment A). The licensee subsequently jssued Licensee Event Report (LER)
50-400/97-012-00 (enclosure 1 - attachment B). The inspector reviewed the
Vicensee's corrective action and documented the inspections in enclosed IR
report xterpts sections M2.1 and M8.5 (enclosure 1 - attachment C). This
1ssue;é§g identified as Non-Cited Violation (NCV) 50-400/97-06-08. The
concerh was substantiated, and NRC believes the licensee has taken adequate
corrective action to correct the deficient surveillance procedures.

(Part 2) The inspectors reviewed the closure folder for LER 97-012 and noted
that a sample of other ACP transfer circuits were reviewed to determine if any
other TS testing deficiencies existed. The LER closure folder contained a
document describing the ACP relay transfer circuitry review indicating that
the only circuits which did not meet the testing requirements of TS were the
17 relays listed in LER 50-400/97-012-00 (enclosure 1 - attachment B). This

¢ document wa jil (enclosure 1 - attachment D). We fZ?(:_
transmitted TATS QoCOment ar R 50-400/97-012-00 to the alle on April 26,
1998, and regue itignal clarification since the allege SR
e ol ‘ B @ This contradicted the alleger s statement
regarding P relay contact closures not physically verified in

the plant testing program. We have not received any response from the alleger
regarding this April 26, 1998, letter. This part of safety concern no. 2 Was
not substantiated.
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CONCLUSION:

(Part 1) The concern regarding improper testing of 17 ACP relays was
substantiated. LER 50-400/97-012-00 was written and the issue was identified.
as NCV 50-400/97-06-08.

(Part 2) ¥he concern regarding additional relay contact testing“dfﬁégepancies
in the ACP was not substantiated. .

=

CONCERN 3 ~ PROCEDURE REVISIONS NOT IN ACCORDANCE WITH TECHNICAL SPECIFICATION
REQUIREMENTS

(Part 1) Temporary'procedure changes made in the form of the Harris Plant’s
handwritten procedure change process were not safety reviewed and approved by
magagement within 14 days as required by the plant’s Technical Specifications
(TS).

(Part 2) The plant’s editorial change process did not satisfy TS requirements
and hundreds of procedure changes had been processed in violation of TS
requirements.

DISCUSSION:

(Part 1) The licensee issued LER 50-400/97-018-00 (enclosure 1 - attachment E)
regarding the temporary procedure changes not properly reviewed. The
inspector performed followup inspection on this issue. See section 08.2 of
NRC IR 50-400/97-12 (enclosure 1 - attachment F). The licensee determined the
root cause and took adequate corrective action to resolve this issue. The NRC
issued NCV 50-400/97-12-03 for this issue. This part of concern no. 3 was
substantiated.

(Part 2) . Jbe plant’s editorial change process did not satisfy TS requirements.
In our APFil 26,1998, letter we requested additional information on this -
issue and requested that the alleger notify us if this issue was covered by
the scope of LER 50-400/97-018-00. We have received no reply from the alleger
on this issue and did not find evidence of this concern during our review and
closure of the temporary procedure changes issue detailed in LER 50-400/97-
018-00. This part of concern no. 3 was not substantiated.

CONCLUSION:

(Part 1) The concern regarding temporary procedure changes was substantiated.
LER/39-400627—018-00 was written and the issue was identified as NCV 50-
400/97-12-03.

(Part 2) The concern regarding editorial changes was not substantiated.

CONCERN 4 - DELETION OF SHUTDOWN REQUIREMENTS FROM SELECTED SURVEILLANCES
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Prior to RFO-6 selected TS surveillances were performed online rather than
during shutdown as required by TS. A TS change request was submitted in March
17 1997, to request that during shutdown the requirements be removed from TS.
Prior to NRC approval of the TS amendment request, and prior to RFO-7.
selected TS surveillances were performed online rather than during shutdown as

required by TS.

¢

DISCUSSION: ®
The inspectqrs reviewed this issue and found examples which substanid ed this
concern. The licensee submitted.and received approval of a TS _amer nt to

delete the during shutdown requirement from selected TS surveillance
requirements. The licensee subsequently reported on_this issue in LER 50-
400/98-005-00 ( enclosure 1 - attachment G). Unresolved Item (URI) 50-400/98-
04-03 was opened to track this issue. See section M7.1 of NRC IR 50-400/98-04
(enclosure 1 - attachment H). NRC enforcement action is currently pending on
this issue. This concern was substantiated.

CONCLUSION:

The concern regarding deletion of shutdown requirement for selected TS
surveillances was substantiated. LER 50-400/98-005-00 was issued and the
concern is tracked as URI 98-04-03 pending NRC enforcement action.



ATTACHMENT A
June 9, 1997

EA 97-231

Carolina Power & Light .Company
ATTN: Mr. W. R. Robinson
' - Vice President - Harris Plant

B

Shearon Harris Nuclear Power Plant ' A R,
p.- 0. Box-165, Mail Code: Zone 1 .
"New H111, NC 27562-0165 . e

SUBJECT : NRC INTEGRATED INSPECTION REPORT NO. 50-400/97-04:!!Ef
NOTICE OF VIOLATION. -

Dear Mr. Robinson:

On May 10, 1997, the NRC completed an 1nspectioﬁ at your Harris reactor
facility. The enclosed report presents the results of that inspection.

Based on the results of this inspection, one apparent violation was identified
and is being considered for escalated enforcement action in accordance with
the “General Statement of Policy and Procedure for NRC Enforcement Actions”
(Enforcement Policy). NUREG-1600. As described in section M3.1 of the subject
inspection report. the apparent violation involved 2 failure to meet the
requirements of 10 CFR 50.59 for a maintenance procedure revision that allowed
removal of the containment missile shields while in Mode 3. Although this
failure was identified by your Nuclear Assessment Section and corrected prior
to expiration of the Technical Specification Limiting, Condition for Operation
action statement, the NRC is concerned that your staff-failed to recognize
that the procedure change would require a change to the Technical
Specificetions. The circumstances surrounding the apparent violation, the
significance of the issue, and the need for lasting and effective corrective
;:E%En were discussed with members of your staff at the inspection exit

¥ ng on May 15, 1997. As a result, it may not be necessary to conduct a
prédecisional enforcement conference in order to enable the NRC to make an
énforcement decision. However, a Notice of Violation is not presently being-
issued for these inspection findings. Before the NRC makes its enforcement
decision, we are providing you an opportunity to either (1) respond to the
apparent violations addressed in this inspection report within 30 days of the
date of this letter or (2) request @ predecisiona] enforcement conference.
Please contact Milton Shymlock at 404-562-4540 within 7 days of the date of

this letter to notify the NRC of your intended response.

Your responsé should be clearly marked as a "Response to An Apparent Violation
in Inspection Report No. 50-400/97-04" and should include for each apparent
violation: (1) the reason for the apparent violation, or, if contested, the
_basis for disputing the apparent violation, (2) the corrective steps that have
been taken and the results achieved, (3) the corrective steps that will be
taken to avoid further violations, and (4) the date when full compliance will
be achieved. Your Tesponse <hould be submitted under oath or affirmation and
may reference or include previous docketed correspondence, if the
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correspondence adequately addresses the required response. 1T an adequate
response is not received within the time-specified or an extension of time has
not been granted by the NRC, the NRC will proceed with its enforcement
decision or schedule a predecisional enforcement conference. '

In addition, please be advised that the number and characterization of .
apparent violations described in the enclosed inspection report may change as

a result of further NRC review. You will be advised by separate ' ‘
correspondence of the results of our deliberations on this matté¥.

During the six weeks covered by this inspection period, our inspdetors found
three additional violations of NRC requirements. We are con d that for
violation A your staff did not adequately understand the intent of the
Technical Spcification 3.0.4. Even though your staff identified the
violation, the resident inspector had to prompt the implementation of proper
corrective actions. These violations are cited in the enclosed Notice of
Violation, and the circumstances surrounding the violations are described in
detail in the enclosed report. Please note that you are required to respond
to this letter and should follow the instructions specified in the enclosed
Notice when preparing your response. The NRC will use your response, in part,
to determine whether further enforcement action is necessary to ensure
compliance with regulatory requirements.

In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice.” a copy of
this letter, its enclosure(s), and your response will be placed in the NRC
Public Document Room (PDR). To the extent possible, your response should not
include any personal privacy. proprietary, or safeguards information so that
it can be placed in the PDR without redaction ‘

Sincerely.

( Originai signed by R. Crlenjak for )

¥ - ’ Jon R. Johnson. Director
' Division of Reactor Projects

Docket No. 50-400
License No. NPF-63

Enclosures: 1. HNotice of Violation
2. NRC Inspection Report

cc w/encls: (See page 3)
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97-02600. The steam generators’ vendor was eva]uating'tﬁéir condition
for operability at the end of the inspection period. T

c. Conclusions

The inspectors concluded that licensee activities involving.the
detection and recovery of foreign objects in the "A" Steam Generator
were conducted in an acceptable manner. The 1icensee .performed an
adequate analysis of the cause of the foreign objects, and¥a review of
the potential for -foreign objects entering the other steam generators.
The licensee was evaluating the operability of the “A" steal¥ generator
for tge degraded preheater condition at the end of the -i¥ction

period. - o

M2 Maintenance and Material Condition of Facilities and Equipment

M2.1 Surveillance Observation

a. Inspection Scope (61726)

The inspectors observed all or portions of the following surveillance
tests:

. 0ST-1033, Daily Surveillance Requirements Daily Interval,
Revision 12. _
. 0ST-1091. Containment Closure Test Weekly Interval During Core e
Alterations and Movement of Irradiated Fuel Inside Containment,
Revision 4. : -
. 0ST-1801, ECCS Throttle Valve, CSIP and Check Valve Verification,
: Revisions 10, 10/1, and 10/4.
. 0ST-1824 . 1B-SB Emergency Diesel Generator Operability Test,
Revision 11/1.
. EST-209, Type B Local Leak Rate Tests, Revision 9.
aat? MST-M0006, Emergency Diesel Generator Fuel 0i1 Tank Inspection,
j?ﬁ Revision 7. A
“b. Observations and Findings

The inspector found that the testing was adequately performed. During
the loss of offsite power and safety injection -actuation testing
(procedure 0ST-1824), plant equipment responded as expected. Some of .
the outage-related surveillance procedures required temporary changes

- either immediately prior to or during their performances. The changes
were either technical or administrative in nature, but indicated that
<ome of the test conditions or requirements had not been fully thought
out during the procedure development and review stages. Specific
problems with certain surveillance tests are discussed in sections M2.2

and M2.3 below.
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Conclusions o . i

The surveillance performances were adequately conducted. However, many
of the surveillance test procedures required temporary changes
immediately prior to or during their performance indicating that many of
the test conditions or requirements had not been thoroughly examined
during the procedure-development and review stages. The deficiencies
+ere identified by licensee personnel and decumented in condition

reports. *

Prob]em5"§5th Remote Shutdown System Test Procedure . E

Inspection Scope (62700)

The inspectors reviewed and observed portions of Operations Surveillance
Test 0ST-1813, Remote Shutdown System Operability, Revision 7/4.

Observations and Findings

0ST-1813, an 18-month (outage) surveillance test, was performed to
verify the ability to control plant cooldown from outside the main
control room. Operability of transfer switches. monitoring
instrumentation and annunciators were verified as required by Technical
Specification 4.3.3.5.2. The inspectors observed the pre-briefing,
portions of Section 7.2 Test B: NNS Transfer Panel 1A-SA and Auxiliary
Transfer Panel 1A-SA, and portions of Section 7.3 Test C: Transfer Panel
1B-SB and Auxiliary Transfer Panel 1B-SB. Observations were made from
the transfer panels, the auxiliary transfer panels, and the auxiliary
control panel. The inspectors noted that an approved, continuous use
procedure was present and followed by the test pérsonnel.
Communications were established between the control room, auxiliary
control panel, the auxiliary transfer panels, and the transfer panels.
The steps were performed in sequence at the command of the test

~director, and the results recorded and evaluated.

¥

The inspectors noted that some events such as equipment starts and
annunciator alarms were not anticipated as the transfers were made. The’
inspectors considered that the procedure caused a number of unnecessary
delays. In one case, upon the initiation of transfer of the SSPS,
annunciator -alarms (Low Pressurizer Pressure SI and Low Steam Line
pressure SI) were unexpectedly received. The licensee stopped the test
and investigated the cause of the alarms. The alarms were determined to
be valid but were not identified as expected by the procedure. ..

Subsequent to the test the licensee issued a condition report (CR)
97-01890 on anomalies of the test. Fifteen recommendations were made to
improve the test consisting mostly of procedure changes 1o identify

- expected equipment responses and improve test sequences.
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Conclusions

" As a result of the procedure probTéms, the test perfofhance was

considered weak. This test has been performed at each of the previous
six outages and procedure problems still existed.

M2.3 Prob]ems'with High Head Safetv~1njeétion System Test

. WAl

“ Inspection Scope (61726) o

The Fnspector observed portions of 0ST-1801, ECCS ThrottleeValve, CSIP,
and Check Valve Verification, 18-Month Intenva], Mode &a#mRévision 10.

Observations and Findings

. The inspectors observed operators perform Section 7.3 of 0ST-1801, which

established a differential pressure for the “B" charging/safety
injection pump (CSIP) to setup for collecting pump performance data.
During the test, after operators started the pump and throttled the
discharge isolation valve to obtain the desired differential pressure,
the pressure exceeded the allowable band by 47 psid. The pump was
secured and the procedure reviewed to determine if there was a problem
with the system alignment. Plant personnel discovered that the "B" CSIP
was aligned to the alternate cold leg injection path for this test which
was a different alignment than had been specified in previous procedure
revisions.

The procedure was revised to incorporate the normal flow path.through
the boron injection tank (BIT) and when the test was subsequently run,
the pump performance data was still outside the &cceptance criteria.
The pump was again secured and troubleshooting began. Plant personnel
determined that the seal injection flow path from the CSIPs was not in
service, another anomaly that was different from the previous revisions

.of the procedure. The procedure was again changed and the test rerun

2F with similarly unacceptable results. The procedure went through four

yd

C.

temporary changes before the test data (which was still outside the
acceptance criteria range established in the procedure) was presented to
engineering for further evaluation. :

Licensee personnel later determined that the pump’s data matched the
test performance curve with negligible degradation indicated. that the
pump’s operability was unaffected, and that the procedural acceptance
criteria-was erroneous (for either of the flow paths). Licensee
personne] later informed the inspector that the flow and differential
pressure criteria specified in the test procedure was the same criteria
established in the procedure during the previous refueling outage and
that test results then exceeded the allowable range as well.

Conclusions

The inspector concluded that although the Ticensee’'s actions to evaluate
the data against the pump performance curve for operability before



,: ATTACHMENT B ‘

NRC FORM 366 S. NUCLEAR REGULATORY COMMISSION APPROVED BY ONM NO, 3150-0104
14.931 EXPIRES 04/30/98

ESTIMATED 3URDEN PER RESPONSE T0 COMPLY WITH THIS MANDATCR
[NFORMATION COLLECTION REQUEST: 50.0 HRS. RIPOATI0 LESSONS LIARNID AR

INCORPORATED INTO THE LICENSING “PROCESS ANO Fz0 BACX TO INDUSTRY
LICENSEE EVENT REPORT (LER) FORWARD COMMENTS REGAROING BURDEN ESTIMATE TG Tt IFORMATICY A1t
. RECORDS MANAGEMENT SRANCH (T-6 F331, U.S, NUCLIAR AEGULATORY COAIMISSIZA
(See reverse for required number. of . . WASHINGTON. DC 205550001, ANO TO THE PAPEAVIORX REOUCTION PROJELT [i3C
digits/characters for each block) 0104, OFFICE OF MANAGEMENT AND 3UDGET, WASHINGTON, OC 29503
FACILITY NAME (1} DOCXET NUMBER (2} PAGE (3)
Harris Nuclear Plant Unit-1 50-400 10F2
TITLE (4}
Auxiliary. Control Panel surveillance testing deficiency. ) - -
EVENT DATE(S) .|l ... LERNUMBER (6) REPORT DATE (7) OTHER FACILITIES INVOLVED (8}
. FACIITY NAME DOCKEY NUMBER
SEQUENTIAL | REVISION . B
MONTH | DAY | YEAR || YEAR NUMBER NuMBER || MONTH DAY | YEAR o e
5 . - FACILITY NAME ; DOCKET NUMSBER
5 97 97 -- 012 -- 0 4 7
5 0 6 | ® 05000
OPERATING b THIS REPORT 1S SUBMITTED PURSUANT 1O THE REQUIREMENTS OF 10 CFR §: {(Check one or more) (11}
MODE (8} 20.2201(b) ) 20.2203(a)(2)(v) ¥ 150.73(a)(2}{i) 50.73(3)(2}(viii)
20.2203(al{ 1} : 20.2203(a)(3)(i} 50.7 3(a}{ 2} | 50.73(a}2}x)
POWER 0%
LEVEL (10) 20.2203(al2}{i} 20.2203(a)(3}{ii) 50.73(a){2)(iii) 73.71
il E—
20.2203(a){2Mi¥) 20.2203(a)(4} . 50.73(a){2Hiv) - |OTHER
20.2203{a){2Hiii} 50.36({c}(1} 50.73(a)}{2)(v) Specify in Abstrac: below
- ot in NRC Fform 3554
20.2203(a){2}{iv) 50.36(c)(2} 50.7 3(a){ 2} {vii) .

LICENSEE CONTACT FOR THIS LER (12}

TELEPNONE NUMBER (incluge Area Code)

NAME
. e
Michael Verrilli Sr. Analyst - Licensing {919) 362-2303 ‘g”@
COMPLETE ONE LINE FOR EACH COMPONENT FAILURE DESCRIBED IN THIS REPORT (13)
REPORTABLE REPORTASLE
CAUSE SYSTEM COMPONENT MANUFACTURER 70 NPROS CAUSE SYSTEM COMPONENT . MANQF&CTURER TONPADS
i
i
|
SUPPLEMENTAL REPORT EXPECTED {14} EXPECTED MONTH DAY Y£AR
YES . . x |no SUBMISSION !
(If ves, com%EXPECTED SUBMISSION DATE). DATE (15) ;

ABSTRACT (Lipfit 10 1400 spaces, i.e., approximately 15 single-spaced typewritten lines} {16}

On May 5, 1997, with the plant defueled for refueling outage 7. a condition related to inadequate testing of
control power circuitry for the Auxiliary Control Panel (ACP, EIIS Code:EB-REL/FU) was determined 1o be
reportable. Specifically, on a transfer to the ACP from the main control board, there are 17 interposing relays
that energize and actuate to wransfer the control power supply path through alternate fuses in several 6.9KV and
480V Emergency Bus Panels. These dlternate control power fuses provide a back-up power supply path in the
event that a fire in the main control room causes a failure of the primary fuses.

Investigation determined that previous ACP testing had not verified the operability of the interposing relays and
the subsequent transfer function to the alternate control power fuses. -

This condition was caused by an incorrect interpretation of Technical Specification testing requirements and an
incomplete understanding of the function of the interposing relays. The failure to test these cOmponents has
existed since initial surveillance test procedure development.

Corrective actions included a review of other ACP circuits and testing of the ACP interposing relays and their
subsequent actuation functions. Procedures will also be revised to ensure that future surveillance testing includes
verification of this function.

NAC FORM 365 14931
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EVENT DESCRIPTION: .
On May-5, 1997, with the plant defueled for refueling outage 7, a condition related to iradequate testing of

cofitrol power circuitry for the Auxiliary Control Panel (ACP, EIIS Code:EB-REL/FU) wa determined to be
reportable. Specifically, on a transfer to the ACP from the main control board, there are léimerposing relays
that energize and agtuate to transfer the control power supply path through alternate fuseggn several 6.9KV and
480V Emergency Bus Panels. These alternate control power fuses provide a back-up power supply path in the
event that a fire in the main control room causes a failure of the primary fuses. '

Investigation determined that previous ACP testing had not verified the operability of the interposing relays and
the subsequent' ransfer function to the alterndte control power fuses. :

CAUSE:
This condition was caused by an incorrect interpretation of Technical Specification testing requirements and an

incomplete understanding of the function of the interposing relays. The failure 10 test these components has
existed since initial surveillance test procedure development. '

SAFETY SIGNIFICANCE:
There were no actual safety consequences associated with this event. Special testing was completed on May 30,

1997, which verified the operability of the interposing relays and the subsequent transfer. of control power fuses.
This testing provides confidence that an alternate control power supply path would have existed if a fire had
occurred in the control room causing a failure of the primary control power fuses.

e

This event is being reported as a conditon prohibited by Technical Speciﬁcati'c‘)nvs per 10CFR50.73.a.2.1.B.

PREVIOUS SIMILAR T VENTS:
Previous Harris Nuclear Piant (HNP) LERs related 0 inadequate surveillance testing have been submitted.

These include LERs 94-001, 95-001, 95-003, 95-007, and 96-002. Corrective actions contained in LER 95-007
stated that Hmould perform a comprehensive review of the implementation of Techmnical Specification
surveillance gequirements. This review was in progress when the NRC issued Generic Lener 96-01.
Surveillance testing deficiencies identified as a result of Generic Letter 96-01 were documented in LER 96-002.
A review of surveillance est procedures will continue in conjunction with HNP’s conversion to the new Standard

Technical Specifications for Westinghouse Plants (NUREG-1431)

CORRECTIVE ACTIONS COMPLETED:

1. A sample review of other remote shurdown panel transfer circuiry was performed during the
investigation of this condition. This review concluded that the requirements of TS 4.3.3.5.2. had been
met with the exception of the 17 circuits identified in this LER.

Special testing was completed on May 30, 1997 per OST-9005T, which verified the operability of the
interposing relays and the subsequent wansfer of control power fuses.

3]

CORRECTIVE ACTIONS PLANNED:
1. Surveillance iest procedures will be revised or developed to ensure that future testing verifies the

operability of the interposing relays and the subsequent transfer of control power fuses. This will be
completed prior 1o the next scheduled performance of this testing in refueling outage 8.

2. A teview of surveillance test procedures will continue in conjunction with HNP's conversion to the new
Standard Technical Specifications for Westinghouse Plants (NUREG-1431)

NAC FORM 3004 K-85)
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July 18, 1997

EA 97-288

Carolina Power & Light Company ' e

ATTN: Mr. W. R. Robinson o
Vice President - Harris Plant A . &

Shearon Harris Nuclear-Power Plant S ¥

P. 0. Box 165, Mail Code: Zone 1
New Hi1l1, NC 27562-0165

SUBJECT : NRC INTEGRATED INSPECTION REPORT NO. 50-400/97-06
NOTICE OF VIOLATION

Dear Mr. Robinson:

on June 21, 1997, the NRC completed an inspection at Carolina Power & Light
Company’s (CP&L) Harris facility. The enclosed report presents the results of
that inspection.

During the six weeks covered by this inspection period, our inspectors found
that your staff generally took a safety conscious approach to the activities
conducted at the Harris Plant. Three violations of NRC requirements were
jdentified during the period. These violations are cited in the enclosed
Notice of Violation, and the circumstances surrounding the violations are
described in detail in the enclosed report. Violation C i§ of concern because
your planned corrective actions would not have satisfied Technical
Specification requirements for Mode 3 entry. Please note that you are
required to respond to this letter and should follow the instructions
specifzeg;in the enclosed Notice when preparing your response. The NRC will
use yod# response, in part, to determine whether further enforcement action is
necesséry to ensure compliance with regulatory requirements.

In addition, an apparent violation was jdentified and was considered for
escalated enforcement action in accordance with the “General Statement of
Policy and Procedures for NRC Enforcement Actions” (Enforcement Policy),
NUREG-1600. The apparent violation involved the failure to conduct a

10 CFR 50.59 safety evaluation for emergency diesel generator circuitry
deficiencies that have existed since initial plant operation as discussed in
detail in Section E8.1 of the enclosed report. This apparent violation will
be addressed in a separate correspondence.



CPaL 2 | B

In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice,” a copy of
Ehi; Jetter and its enclosures will be placed in the NRC Public Document Room
PDR).

Sincerely,

( Original signed by L. Plisco for)
| ==

. , ~ Jon R. Johnson, Director . age
- Division of Reactor Projects

Docket No. 50-400
License No. NPF-63

Enclosures: 1. Notice of Violation
2. NRC Inspection Report

cc w/encls; -

D. B. Alexander, Manager

Performance Evaluation and
Regulatory Affairs  OHS7

Carolina Power & Light Company

412 S. Wilmington Street

Raleigh, NC 27601

J. W. Donahue

Director of Site Operations
Carolina Power & Light Company
Shearon Harris Nuclear Power Plant
P. 0. Box 165, MC: Zone 1

New Hi1l, NC 27562-0165

Bo C1§ézﬁ

Plant-General Manager - Harris Plant
Carolina Power & Light Company
Shearon Harris Nuclear Power Plant
P. 0. Box 165

New Hill, NC 27562-0165

D. B. Alexander, Supervisor
Licensing/Regulatory Programs
Carolina Power & Light Company
Shearon Harris Nuclear Power Plant
P. 0. Box 165, Mail Zone 1

New Hill, NC 27562-0165

(cc w/encls cont’d - See page 3)
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quality control personnel were present-whenever required by procedire.
When applicable, appropriate radiation control measures were in place.

Conclusions

The maintenance performances were adequately conducted.
Maiﬁtenance and Material Condition of Facilitieg and Equiﬁﬁéﬁé N
surveillance Observation = . . _E

. . = -
Inspection Scope (61726, 70313)

The inspectors observed all or portions of the following work
activities:

. 0ST-1004, Power Range Heat Balance, Computer Calculation, Daily
Interval, Revision 13/2.

o 0ST-1823, 1A-SA Emergency Diesel Generator Operability Test 18
Month Interval, Revision 10/2.

. 0ST-1826, Safety Injection: ESF Response Time, Train B 18 Month
Interval on a Staggered Test Basis, Revision 9/2.

e  MST-10072, Train *A" 18 Month Manual Reactor Trip Solid State
Protection System Actuation Logic and Master Relay Test,
Revision 7.

. MST-10073, Train "B" 18 Month Manual Reactor Trip Solid State
Protection System Actuation Logic and Master Relay Test,

Revision 8. : «

) EPT-825T, Temporary Procedure for Boric Acid tb Blender Flow Test,
Revision 0.

. EST-724, Shutdown and Control Rod Drop Test Using Computer,
Revision 5.

e . 0ST-9005T, Temporary Procedure for OST-1813 Retest Modes 1-6,
2¥  Revision 2/1

» EST-210, Periodic Containment Integrated Leak Rate Testing (Type'A ‘

Test) Revision 8/2.

Observations and Findings

The inspector found that the testing was adequately performed. During
the calibration of excore nuclear instrumentation under procedure OST-
1004, which refers to procedure OP-105, Excore Nuclear Instrumentation,
Revision 8/1, Attachment 2, the inspector observed the operator
incorrectly record the as-left gain potentiometer setting for nuclear
instrument N44. The operator corrected the error after being notified
of it. The inspectors also noted that the course gain adjustment
potentiometer was hard for the operators to use, and just unlocking the
potentiometer caused a high flux rate trip for that nuclear instrument.
During the performance of Safety Injection: ESF Response Time, Train "B"
(0ST-1826), plant equipment responded as expected.
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0ST-9005T was performed to retest sections of 0ST-1813 that could hot be
completed because of Elant conditions and test parts of the control
power circuitry for the Auxiliary Control Panel (ACP). 0ST-9005T was
performed to verify the operability of the automatic reactor trip
function associated with transfer relays (437-4/SA and 43T7-26/SB), the
transfer switches and -controls for valves 1SW-124 and 1SW-126, the
transfer switches for Emergency Service Water Pump 1A-SA, the transfer
switches for 43TDG1/SA through 43T-DG6/SA, and the control power fuses
transferred_by interposing relays on transfer to the ACP. These
relays, switches, instrumentation, fuses, and annunciators wergsverified
as required by Technical Specification (TS) 3.3.3.5. e

Specific prob1em§ with certain surveillance test are discussed in
sections M2.2 and M2.3 below.

Conclusions

The surveillance performances were adequately conducted. Plant
personnel and equipment performed well during the 18-month integrated
safeguards test and a retest of auxiliary control panel relays.

Surveillance Test Procedure Causes Partial Safety Injection

Inspection Scope (61726)

The inspectors reviewed the root cause of the Safety Injection event
discussed in qaragraph 01.4 to determine common themes between it and
other surveillance procedural problems in recent years.

Observations and Findings

Test Procedure MST-10072, Train "A" 18 Month Manual Reactor Trip, Solid
State Protection System Actuation Logic and Master Relay Test, Revision
Z#had been revised several weeks before the event on May 14, 1997 to

‘$hcorporate testing of General Warning circuits in the Solid State
“Protection System (SSPS). A General Warning condition could be caused

by any one of several inputs including the loss of 48 VDC and 15VDC
power supplies or a removed logic card. A General Warning condition on
both trains of SSPS would generate a reactor trip signal. In 1996, the
1icensee- identified during its Generic Letter 96-01 review that the
General Warning inputs had not been independently verified or tested in
the past. Licensee personnel considered that, although not required by
Technical Specifications, such a test would be an enhancement to the
procedure.

The General Warning circuit test was added to Section 7.1 of the
procedure. Step 7.1.5, Row 3a in the associated table directed the
technician to position the Memory Switch in the "A” train SSPS panel to
position Number 1 from "off". When the technician performed this step
on May 14, memory ground circuit continuity was broken which allowed
previously blocked safety injection (SI) and reactor trip signals to
become unblocked. The unblocked signals included Low Pressurizer
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(Closed) VIO 50-400/97-01-04: Failure-to have an adequate pfocédﬁie for
correctly calculating the moderator temperature coefficient.

- Corrective actions described in the licensee’'s response, dated April 14,

1997, and supplemented on May 22, 1997 were reviewed and verified by the
inspector. The procedure, EST-702 was revised on February 7 1997 to
correct the error. The procedure is currently on administrative hold :
since it is not expected to be performed until June 1998. . Pgtor to that -
time, further enhancements may be made.. This item is closed.”

. N —
(Closed) LER 50-400/97-012-00: Auxiliary Control Panel testling
deficiency. ) .

This LER was issued on May 5, 1997 to document a condition related to
inadequate testing of control power circuitry for the Auxiliary Control
Panel (ACP). Seventeen interposing relays that energize and actuate to
transfer the control path through alternate fuses on a transfer to the
ACP were not verified operable in previous ACP testing. This condition
was caused by an incorrect interpretation of TS testing requirements and
an incomplete understanding of the function of the interposing relays.

The licensee’s corrective actions involved performing a_sample review of
other remote shutdown panel transfer circuitry and completing
ogerationa1 surveillance test 0ST-9005T, discussed in paragraph M2.1 of
this inspection report, for those circuits that had not been tested.

The inspectors verified that the corrective actions were completed. The
licensee intends to combine 0ST-9005T with 0ST-1813 for the next

~ refueling outage (Action Item Assignment 97-00735)«

The failure to verify the operability of the 17 interposing relays and
the subsequent transfer of contral power through alternate fuses is a
violation of TS 4.3.3.5.2. This licensee-identified and corrected
§2?1ation is being treated as a Non-Cited Violation, consistent with

“tion VII.B.1 of the Enforcement Policy (NCV 50-400/97-06-08). This.

.;LER is closed.

(Closed) LER 50-400/97-014-00: Safety Injection during Solid State
Protection System surveillance testing.

This LER documented the condition that resulted in the partial safety
injection during Solid State Protection System surveillance testing.
This event was discussed in this report, section 01.3 and M2.2 as a
violation (50-400/97-06-06) of TS 6.5.1.2.1. The corrective actions
will be reviewed during closure of the violation. This LER is closed.

(Closed) VIO 50-400/95-15-01: Failure to properly annotate surveillance
test.

Corrective actions for this event were described in LER 50-400/95-008-
00, issued September 28, 1995 and in the licensee’s response letter,
dated December 4, 1995.
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A sample review of other remote shutdown panel transfer circuitry .was
performed during the investigation of this condition. This review concluded
{hat the requirements of TS 4.3.3.5.2. had been met with the exception of the -

17 circuits identified in this LER.

¥

= TOTAL P.81
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4 .
On July 1, 1997, with the plant at approximately 100% power in Mode 1, an investigation determined that some Harris
Nuclear Plant (HNP) procedures had ot received proper reviews and approvals. Specifically, approximately 150 temporary
procedure changes affecting over 100 procedures were not reviewed and approved within 14 days in accordance with
Technical Specificatios TS¥6:8.3.and 6.5.1. Additionally, many of these procedures were used to operate the plant without
the required TS review and appeovali:; L .

-rilo R

The cause of this TS violation'is failure to comply with plant admimistrative procedure AP-006. Contributing factors were!
(1) A misunderstandinig of the basis of the requirements in the AP-006 by site personnel. (2) Inadequate management
involvement once the problem was brought to management’s attention as evidenced by not stopping the Handwritten
Revision non-intent process once a probiem was identified.

The following comective actions have becn performed: (1) HNP procedures identified as deficient have been properly
revicwed and approved in accordance with TS, (2) Involved Site Management has been counseled that procedure non-

, )Aqrnpliance must be prevented and promptly comrected upon discovery, (3) Communications to appropriate site personnel
7 e been made on how AP-006 implements TS requirements, (4) AP-006 has been revised to clarify implementation of TS

Juirements and (5) The Supervisor-Operations Suppost, involved in this event, has been disciplined by Plant Management.

A comprehensive review of the procedure change and review process will be completed by 9/1/97.
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SEVENT DESCRIPTION: :

On July 1, 1997 with the plant at approxxma:ely 100% power in mode 1, an investigation determined some HNP procedures |
~fhad not received the required TS reviews and approvals. Specifically, approxxma.tely 150 tempomrygoocdurc changes
bffecting over 100 procedures were not reviewed and approved within 14 days in accordance with TS 6.8.3 . Admuona]ly,
any of these proccdu:es were used to operate the plant without the required TS review and approvalf;_

¢ plant definition for a temporary pmcedum changc is a change that will eventually be removed ﬁ"om the procedure. ANSI
IN18.7 definition is somewhat differemt in that tcmpomry procedure changes could be incorporated, as appropriate, into the

1994 AP-OOG, “Procedure review and approva],” was revised to include permanent, Handwritten Revision non-intent
rocedure changes that could take advantage of the 14-day limit for review and approval described in TS for temporary
ichanges to procedures. AP-006 was revised to require the reviews and approvals described in TS for iemporary changes to
porocedures, however the procedure did not reference TS. Consequently, involved site personnel did not understand that
Handwritten Revision non-intent procedure changes were in fact temporary procedure changes as referenced in TS and ANSI

ing Refueling Outage 7 (RFO7), Handwritten Revision non-intent procedure changes were prooessed without review and
oval within 14 days as required by AP-006, especially in the Operations organization. The Operations Procedure
rdinator informed his supervisar (Supervisor - Operations Support or S-OS) that the 14-day limit for review and appmva]rj

dandwritten Revision non-intent procedure changes would not be met due to the Jarge volume (39) to be processed. The

srse of action determined by the S-OS was to direct the procedure coordinator to focus on temporary changes to procedures’
gince they were required by TS and document the Handwritten Revision non-intent procedure changes that went overdue by a'ﬂ
rondition report. The situation grew worse due to mis-communication between the S-OS and site manegement. The S-OS
informed site management of the problem and his course of action. At this time, be requested relief from the 14-day AP-006
frequirement to perform required reviews and approvals of Handwritten Revision non-intent procedure changes. The relief was
ot granted, but no other course of action was directed or suggested. Without further guidance, the S-OS concluded his course
Jof action was accepta.blc to plant management.

As a result over ]2 andw:m:u Revision non-intent procedure changes affecting approximately 90 Operation's procedures
fwere not proper iewed and approved as required by TS 6.8.3. Additionally, many of these procedures were used by
ations wuhodt being pmpaly reviewed and approved. .

After combmmg procedun: chzmgc deficiencies from other piant organizations with the Operarions organization, the total
jnumber of procedure changes that did not reccive proper review and approval was approximately 150, affecting
_proximatzly 100 procedares, Somc of these violations occurred in 1996, but were not recognized as TS violations at that

- erstanding of the basis of the requirements in thc AP-006 by site personne] and (2) Inadequatc mamgcmem
| voivcmcnt once the problem was brought to managememnt’s attention as evidenced by not stopping the Handwritten
ion nog-intent process once a problem was identified.

AF SIGNIFICANCE;
"_\*c were 10 safety consequences associated with this event. Subsequent review and approval of procedurcs specified in this
. did not reveal operation of the plant outside its licensing or design basis. Additionally, the procedure changes did not
lire alteration as a resuit ofthe subscquent 10 CFR 50.59 revicws.

L - ]
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PREVIOUS SIMILAR EVENTS:
No previous HNP events have been reported related to missing the 14-day TS mquuemcm for temporary changes to |
procedures, ' ¥

CORRECTIVE ACTIONS COMPLETED: . o ‘- .} |

1. HNP procedures identfied as deficient have been properly reviewed and approvcd in accordancc with TS.

2. Involved Site Management has been counseled that procedure non-compliance must be prevented and promptly
corrected upon discovery. ,

3. Communications to appropriate site personnel have been made on how AP-006 implements TS requirements.

4. AP-006 has been revised to clarify implementation of TS requircments.

5. The Supervisor-Operations Support, involved in'this event, was disciplined by Plant Management.

AN

JRRECTIVE ACTIONS PLANNED:

—TyvewSY

I. A comprehensive review of the procedure change and review process will be completed by 9/1/87.
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December 31, 1997

Carolina Power & Light Company
ATTN: Mr. W. R. Robinson

Vice President - Harris Plant
Shearon Harris Nuclear Power Plant

P. 0. Box 165, Mail Code: Zone 1l ' - e
New Hill. NC 27562-0165 F
SUBJECT: _ NRC INTEGRATED INSPECTION REPORT 50-400/97-12 <

NOTICE OE'VIOLATION =

Dear Mr. Robinson:

On December 6. 1997. the NRC completed an inspection at your Harris reactor
facility. The enclosed report presents the results of that inspection.

During the six weeks covered by this inspection period. our inspectors found
that your staff generally took a safety conscious approach to the operation of
the facility. Three violations were identified during the inspection. One
violation with three examples was associated with Environmental Qualification
(EQ) data package procedural requirements which would allow your data packages
to be out-of-date for equipment installed in the plant. This is of concern
since these are corporate procedures and would affect your Brunswick and
Robinson sites as well. Your Brunswick site was the subject of a civil
penalty ($150.000) for EQ‘program problems in 1996. We are concerned that
your corporate procedures would allow for this to happen, in light of your
previous corporate experience. ",

These violations are cited in the enclosed Notice of Violation. and the
circumstances surrounding the violations are described in detail in the
enclosed report. Please note that you are required to respond to this letter
and showld follow the instructions specified in the enclosed Notice when
prepaffg your response. The NRC will use your response. in part. to
deterfiine whether further enforcement action is necessary to ensure compliiance
with regulatory requirements.

The NRC has concluded that information regarding the reason for violations B
and C. the corrective actions taken and planned to correct the violation and
prevent recurrence are already adequately addressed on the docket in
Inspection Report No. 50-400/97-12. which is Enclosure 2 to this letter.
Therefore, you are not required to respond to this letter for those violations
unless the description therein does not accurately reflect your corrective
actions or your position. In that case. or if you choose to provide
additional information. you should follow the instructions specified in the
enclosed Notice.
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In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice.” a cepy-of
this letter and its enclosures will be placed in the NRC Public Document Room

(POR) .

Sincerely,

: (Original signed by Pierce H. Skinner
- for Milton B. Shymlock.- :
%

Milton B. Shymlock. Chief o
" Reactor Projects Branch 4 " m.-
Division of Réactor Projects —

Docket No. 50-400
License No. NPF-63

Enclosures: 1. Notice of Violation
2. NRC Inspection Report

cc w/encls:

D. B. Alexander, Manager

Performance Evaluation and
Regulatory Affairs  OHS7

Carolina Power & Light Company

412 S. Wilmington Street

Raleigh. NC 27601

J. W. Donahue

Director of Site Operations
Carolina Power & Light Company
Shearon Harris Nuclear Power Plant
P. 0. Box 165. MC: Zone 1

New Hill, NC 27562-0165

Bo Clér

Plant”General Manager - Harris Plant
Carolina Power & Light Company
Shearon Harris Nuclear Power Plant
P. 0. Box 165 ‘

New Hill, NC 27562-0165

Chris A. VanDenburgh. Manager
Regulatory Affairs

Carolina Power & Light Company
Shearon Harris Nuclear Power Plant
P. 0. Box 165, Mail Zone 1

New Hill., NC 27562-0165

(cc w/encls cont'd - See page 3)
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this LER that will update their corrective actions. This item refains-
open pending review of the supplement’

(Closed) Licensee Event Report 50-400/97-18: Operation with procedures
not properly reviewed and approved. A Ticensee investigation instituted
on July 1. 1997 determined that over_ 100 procedures had temporary
handwritten changes outstanding for longer than the TS required 14 days.
In-addition. the changes were used to operate the plant withgyt
receiving the required TS 6.8.3.c review and approval. On ApFil 22,
1997 . a manager informed licensee management that the 14 day rgquirement -
contained in Administrative Procedure AP-006. Procedure Rg%éggfand
Approval, would not be met. The inspector attended the PNSU meeting
where this item was discussed. A communication breakdown occurred in
that the mamager thought he had gotten approval to_exceed the time
limits. while management believed that they had told him to meet the
timeliness requirements. Licensee management did not initiate any
actions at the time to address the potential nonconformance. A report to
the NRC was made in accordance with 10 CFR 50.73 and Condition Report
97-2829 was issued.

By August 15, 1997, the licensee had performed proper review and
approval of the outstanding changes. Site management was counseled on
allowing the nonconforming condition to exist without taking prompt
actions for correction. expectations for temporary change usage was
communicated sitewide. a revision to the administrative procedure was
jssued to clarify the requirement, and the supervisor who allowed the
nonconformance to persist was disciplined. TS 6.8.3.c states. in part.
that temporary changes to procedures may be made provided that the
change is documented, reviewed in accordance with TS 6.5.1, and approved
within 14 days of implementation by the Plant General Manager. or by the
Manager of the functional area affected by the procedure. This
requirement is implemented tiirough adherence to procedure AP-006. The
inspector noted the large number of nonconformances and management
#lure to promptly address those nonconformances. These failures to

bcument . review, and obtain management approval for 128 temporary '

“changes in accordance with TS 6.8.3® and procedure AP-006 i1s a

violation. This non-repetitive. licensee-identivied and corrected
violation is being treated as a Non-Cited Violation. consistent with
Section VII.B.1 of the NRC Enforcement Policy and is identified as NCV
50-400/97-12-03, Greater Than 100 Outstanding Temporary Procedure
Changes.

The inspector reviewed the LER. unit affirmations of compliance with TS
6.8.3.c. related procedures. root cause investigation, CRs. and the
temporary change process review, based on completion of the licensee
corrective actions and issuance of the above violation. this item 1is
closed.
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the plant

On April 20, 1998, with. at approximately lwﬁédpowa in Mode 1, several instances of past
Technical Specification (TS) ments were determined to be reportable. These TS violations were
investigations initiated 1o ensure verbatim compliance with the most conservative and literal meaning of TS
o sequence of events ied to this LER; On February 24, 1998, the NRC issued its SALP Re?on for the
%). This SALP report contained a statement regarding *the lack of clear understanding of some T
ts." As a result of this statement, HNP management issued 3 memo reemphasizing
meaning of TS requircments and initiated an invest]
management memo, Operations personnel questioned past compliance with TS 3 -
Guidance for this TS requirement was contained in a HNP Technical S ification Interpretation qr
ﬁmcs;égaﬁon}q resolve this TS compliance issue, as well as other TS that may have been adversely impacted
i fately initiated. Subsequent 10 the initiation of this investigation, the Senior NRC Resident if
Component Cooling Warer System had been performed with the plant at power, rather than “During Shutdown
or to removal of the *During Shutdown” requirement by a pending license amendment request.
initiated to resolve thig TS testing question.
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| EVENT DESCRIPTION: - . ‘ ‘
On April 20, 1998, with the plant at approximately 100% power in Mode 1, several instances of past m:%c'“ compliance with
Technical Specification (TS) requirements were determined to be reportsble. These TS violations were self-identified as a
result of ipvestigations initiated to ensure verbatim commpliance with the most conservative and literal meanfpg of TS
requirements. The folloying sequence of events led to this LER. On February 24, 1998, the NRC issyed Tis SALP Report
for the Harris Nuclear Plant (HHNP). This SALP report contained a statement regarding “the lack of cicaf understanding of
some Technical Specification requirements.” As a result of this statement, HNP management (the Plant General Manager)
issued a memorandum on March 18, 1998, reemphasizing the need for verbatim compliance with the literal meaning of TS
requirements and initiated an investigation into the matter. While reviewing the HNP management memo, Operations
personnel questioned past compliance with TS 3.8.1.1 (Electrical Power Systems - A.C. Sources). This compliance question
was in regards to the verification of the required redundant features statement in Action Statement 3.8.1.1.b.4. Guidance
for this TS requirement had previously been provided in a HNP Technical Specification Interpretation (TSI 89-003). A
second investigation to resolve this TS compliance issue, as well as others that may have been impacted by TSIs was
r immediately initiated. The results of this investigation are listed below. Subscquent to the initiation of this investigation, the
Senor NRC Resident questioned if past testing of the Component Cooling Water System had been performed with the plant
at power, rather than "During Shutdown” as required by TS prior-to removal of the "During Shutdown" requircment by 2
pending license amendment request (submitied to the NRC on March 17, 1997). Specifically, TS 4.7.3.b.3 (Component
Cooling Water System) states that "At least once per 18 months during shutdown: each antomatic valve serving the gross
failed fuel detector actuates to its correct position on 2 low surge tank level test signal.” To resolve the NRC Resident’s
question, a third investigation was initiated.

e

This LER provides the reportable aspects of cach of the three investigations performed refated to the overall TS .compliance
issue. The following cight instances were identified during these investigations where the literal meaning of the TS were
not complied with in a verbatim manner. The first four instances involved inadequate Technical Specification
Interpretations that resulted in a reportable condition. In order to identify any actual Techniéal Specification violations, we
reviewed historical plant data and records for a period of one year or until a violation was identified.

1. TSI 91-004 “Metal Impact Monitoring System Channel Definition” - clarified the definition of "chanmel” in

TS 3/4.3.3.9 "Metal Impact Monitormng System”
TS 3.3.3 }?q\xires that "With one or more Metal Impact Monitoring System (MIMS) channels inoperable for
more thaiy30 days, prepare and submit a Special Report to the Commission pursuant to Specification 6.9.2 within
the next 10 days outlining the cause of the malfunction and the plans for restoring the channel(s) to OPERABLE
status.” Guidance provided in TSI 91-004 incorporated the definition of "channel® contained in NRC Regulatory
Guide 1.133, without revising the specific words of TS, As a result the following condition occured. Chanoel #751
of the Metal Impact Monitoring System monitors the «Reactor Vessel Upper” collection region. In July 1997,
intermittent noise was experienced in the MIMS Main Conirol Room Cabinet and the channel was declared
inoperable on July 19, 1997. Troubleshooting determined that the most probable source of this noise was the
Channel #751 pre-amplifier/accelerometer sensor {ocated in containment. To ¢liminate this source of intermittent
noisc and enhance the operational reliability of MIMS during plant full power operation, a temporary plant
modification was developed 10 fift the cable leads for this sensor from the back of the Main Control Room MIMS$
cabinet. By lifting these leads the Channel #751 pre-amplifier/accelerometer sensor was separated from the system
eliminating the source of noise. This channel was considered to be a spare and was not being used to monitor the
presence of a loose part or to detect metal impact. The redundant channe] (Channel #750) for the “Reactor Vessel
Upper” collection region has remained fuily operational. Based on the guidance of Regulatory Guide 1.133, this
condition was not originally considered as an inoperable MIMS “chanoel”. Following additional review and
application of the literal meaning of the exact words in the Technical Specification LCO, (regarding the word
~channcl™) it was determined that the channel #751 inoperability was rcportable. A Special Report was submitted
on May 14, 1998, However, this condition is reportable as a TS violation fot not meeting the initial 10-day
reporting requirement starting on July 19, 1997. A license amendment request to address this issue is planned.
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TSI 96-002 "Loss of Off-Site Power” - provided guidance for TS 3/4.3.2 *Engineered Saféty‘F%nues Actuation
System Instrumentation. * . A

TS 3/4.3.2 requires-a minimum of two channels per bus operable for the loss of offsite power 6.3.kV emergency
bus undervoltage relays. Each safety bus has three primary and three secondary undc:voltag{‘gy.’ There is no
specific action statement for less than 2 chanpels (primary and/or secondary relays). Guidamce provided in

TSI 96-002 stated that "with more than onc primary or secondary undervoltage relay inoperable on the same-safety
bus, then the associated bus and dicsel generator are inoperable and the actions associated with the inoperable bus
and diesel generator are applied® This TSI was based on the fact that during a loss of off-sitec power, the safety
bus undervoltage relays only provide input to one train’s function. Therefore, if more than one undervoltage relay
is inoperable on one safety bus, only that bus is affected. The other safety bus remains operable under the
requirements of TS 3.3.2 Table 3.3-3, Item 9. Thus, the effect of having two or more undervoltage relays
inoperable on the same safety bus is to make the associated safety bus and diesel generator inoperable. The HNP
design for performing a trip actuating device operational test (TADOT) resuits in both the primary and secondary
6.9 Kv emergency bus undervoltage relays being blocked by actuation of a test relay and associated contacts.
During the time that this test relay is energized and blocking the relay outputs, the primary and secondary
emergency bus undervoltage relays will be unable 10 perform their required safety function and, therefore, must be
considered inoperable. Because this condition actually only affected one safety bus, the guidance of TSI 96-002 was
considered to be valid. However, this guidance ignored the specific action requircment of TS 3.3.2, Table 3.3-3.
Item 9. As a result, past testing of these relays actually resulted in TS 3.0.3 entry, which is reportable as a TS
violation. A license amendment Has been submitted to the NRC to resolve this testing issue, but has not yet been
approved. TADOT testing for each of the 6.9 kV emergency bus relays (and the resulting TS 3.0.3 entries) was
most recently performed on May 8, 1998. NRC approval and HNP implementation of the license amendment is
expected prior to the next scheduled TADOT test. ’

TSI 89-003 "Requirements for Operable Emergency Power Sources” - provided guidance for TS 3/4.8.1.1
"Electrical Power Systems - A.C. Sources’ .
Action statemiént b.4 of TS 3/4.8.1.1 requires that "With one diese] gencrator inoperable: Verify required feature(s)
powered A the OPERABLE dicsel generator are OPERABLE. If required feature(s) powered from the

oP diesel generator are discovered to be inoperable at any time while in this condition, restore the
required feature(s) to OPERABLE status within 4 hours from discovery of inoperable required feature(s) or declare
the redundant required feature(s) powered from the inoperable A.C. source as inoperable and be in at least HOT
STANDBY within the rext 6 hours and in COLD SHUTDOWN within the following 30 hours or within the
ACTION time of the applicable ACTION statement(s) for the inoperable required feature(s), whichever is more
limiting." Guidance provided in TSI 89-003 defined those components that would be considered inoperable if their
associated diesel generator was inoperable and excluded required feature(s) that were, powered from the DC busses
or the inverters, or which could perform their function without AC power. Tt also excluded components whose
individual ‘TS would be less restrictive with both trains inoperable. This guidance contradicts a conservative and
literal meaning of the words of TS 3.8.1.1.b.4. The most conservative interpretation of the required redundant
feature of the specification would require a plant shutdown when both Fuel Handling Building Emergency Exhaust
(FHBEES) Fans are inoperable due to the loss of electrical power. However, the FHBEES LCO would only
require suspension of fuel movement. During a period from July 21, 1997 until October 2, 1997, the B-12 A-Train
Fuel Handling Building Emergency Exhaust Fan was inoperable. Within this period, on August 13, 1997, the B-
Train Emergency Diese! Generator was also inoperable for a period of greater than 10 hours. The operators
applied the FHBEES LCO and did not apply the most conservative required redundant feature interpretation, which
violated the TS requirement to be in hot standby. This condition is reportable as TS violation. A license
amendment réquest was submitted on October 29, 1997 to address this issue.
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4. TSI 95-004 "Personnel Airlock Interlock Operability” - provided guidance for TS 3/4.6.1:3 :Containment
Airlocks" R
TS 3.6.1.3 contains no specific actions for an inoperable Personnel Airlock (PAL) interlock. In the absence of
this needed information, TSI 95-004 was generated to provide guidance on operability of} AL interlock
and what actions were required in the event that the interlock became inoperable. This guidance was based on
the corresponding airlock LCO contained in the new Westinghouse Standard Technical Specifications
(NUREG-1431). Nevertheless fithe TSI guidance contradicted the literal meaning of TS 3.6.1.3 by providing
an alternative solution to allow continued airlock operability when the electrical interlock is inoperable. When
the intertock is inoperable, a more conscrvative action would have been to declare the airlock inoperable and
apply TS 3.6.1.3 action b. The alternative solution provided by the TSI did not actually return the
containment airlock to an operable status. Application of this inadequate guidance caused the following
reportable condition. On July 25, 1997, the PAL interlock was declared inoperable due to the failure of the
inner PAL door to open and the resulting need for local, manual operation of the door. The actions provided
by TSI 95-004 were taken as a result. This included verifying the operable PAL door closed within one hour
and hanging a caution tag on the RAB side local door contro} panel. The PAL interlock was then repaired,
tested satisfactorily and restored to operable status on July 30, 1997. By applying the TSI guidance, the
requirement to restore operability in 24 hours, or be in at least hot standby in the next 6 hours and cold
shutdown within the following 30 hours was violated. A Jicense amendment request to address this issuc is

- planned. - IR AN
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TEXT Hmmﬁfﬁ#mmm«mfnm an -

The next four reportable instances involved a failure to comply with the TS requirement 10 perform testing "During
Shutdown.” A license amendment request was cubmitted to the NRC on March 17, 1997 to remove the "During
Shutdown" stipulation for testing that could be safely performed at power. However, the provisions of this
amendment request were inappropriately implemented prior to NRC approval of the amendment request.

1. Testing ¢ verify that CCW is isolated to the Gross Failed Fuel Detector on a CCW Surge Tank low level per
TS 4.7.5.b.3 has been performed by MST-10178 and MST-10179. These MSTs have been routinely
performed at power while in Mode-1. The NRC Senior Resident questioned this possible testing deficiency an
immediate investigation determined that satisfactory testing had been performed during the most recent test
interval while shutdown on September 6, 1996 (MST-10178) and during RFO7 on May 22, 1997(MST-10179).
However, testing to verify this isolation function has not been normally performed while shutdown during
previous Refucling Outages. This constitutes a violation of the TS surveillance requirement o perform this test
“during shutdown.” This condition has existed since the initial development and scheduling of MST-10178
and MST-10179.

2. Testing to verify that the both EDGs start on 2 SI test signal and operates in standby for 5 minutes per TS
4.8.1.1.2.£.5 has been satisfactorily performed by OST-1825 or OST-1826 during each of the previous
Refueling Outages except RFO6. A revision was performed prior to RFO6 that removed the “A” EDG test
portion from the scope of OS -1825 and placed testing of the “A” EDG into OST-1085, which was performed
just prior to RFO6 on August 30, 1995. This constitutes a violation of the TS surveillance requirement to
perform this test “during shutdown.” :
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3.

In addition to the above described reportable conditions, the following TSIs were determined by investigation to
contradict the literal meaning of TS requirements. Research into these TSIs and the effect they may have had on
operability of plyt;quipmem' did not reveal further instances of TS non-compliance.

1.

NRC FORM J66A B35

- ]

Testing to velify that the AFW Pressure Control Valves “respond as required” per TS4.7:12.1.b.1 has been
performed in the past by OST-1087. This testing ensures that the PCVs control AFW pump ge pressure
and prevent 2 pump-run-out condition.-OST-1087 was satisfactorily performed and demonstragd that the AFW
PCVs performed-as required during Refueling Outages 1, 2, 3 and 4. However, prior to Refiueling Outage 5,
OST-1087 was revised to no longer take credit for testing the AFW PCVs. In Refueling Outages 5 and 6,
OST-1825 and OST-1826 were credited for verifying AFW PCV operability, but this was incorrect in that the
PCVs were ot being tested indp sequence that would actually verify operability. This deficiency was
identified in CR #96-2578 and was rcported to the NRC in LER 96-02. As a result of this CR and LER, OST-
1087 was revised to once again properly test the AFW PCVs. However, OST-1087 was not performed while
shutdown during RRO7. OST-1087 was performed on April 1, 1997, which was four days prior to the start
of RFO7. This constitutes a violation of the TS surveillance requirement to perform this test “during
shutdown.” :

Testing to verify the operability of 3SC-41 (Screen Wash Isolation Valve) per TS 4.7.4.b.1 has been
satisfactorily performed in the past by OST-1214 since June 1995. However, this testing has routinely been
performed at power while in Mode-1. Prior to June 1995 a testing deficiency existed in that 38C-41 was only
being stroke time tested to satisfy ISI requirements and was not being tested via the Screen Wash Pump auto
start contacts. This condition was identified in CR #95-3542 and reported to the NRC in LER #95-03. Asa
result of the CR and LER, OST-1214 was revised to properly test 3SC-41. However, OST-1214 has not been
performed while the plant was shutdown. This constitutes a violation of the TS surveillance requirement to
perform this test “during shutdown.”

TSI 87-902 “HVAC Operability Requirements” provided guidance to determine the effect of out of service
ventilation units powered by the safety busses on equipment required by TS. There are no specific TS
requirements pertaining to safety related ventilation units. However, the guidance contained in TSI 87-002
regarding the AH-12 and AH-13 (Switchgear Room Air Handling Units) implemented a 72 hour LCO period
which was less restrictive than the actual most limiting LCO. The engineering judgement used to initially
establish the 72 hour LCO period has been brought into question, since the support equipment has a more
limiting LCO.

TSI 87-006 "Gaseous Waste Processing System - Recombiner Instrumentation” provided guidance related to
the operability requirements for the hydrogen recombiner to oxygen and hydrogen monitors. However, the
guidance contained in TSI 87-006 regarding compensatory grab samples contradicts TS 4.11.2.5 requirements
by atlowing grab samples 10 be performed once per 24 hours rather than once per 12 hours.

TSI 89-005 “Sequencer and SSPS" provided guidance on the inoperability of the solid state protection system
(SSPS) and the emergency safeguards sequencer. However, TS 3.3.2 has specific minimum requirements and
associated action statements for when those requirements are not met. The guidance contained in TSI 89-005
contradicts TS 3.3.2 by allowing application of the LCO for the specific TS component affected by the
inoperable SSPS relay. The TSI further contradicts TS 3.3.2 by stating that inoperabilities should not result in
more restrictive action requirements than the component itself would require. :
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14. TSI 95-002 “Post-Maintenance Leak Testing of RCS Pressure Isolation MOVs" clarified the-types of maintenance
activities that warranted the performance of a subsequent leak test. The guidance contained in % -

TSI 95-002 contradicts TS 4.4.6.2.c,-by-allowing a leak seat test t0 be waived for a valve packing adjustment if
an Engineering Service Request (evaluation) indicates seat leakage is unaffected. This ﬁt consistent

with the Literal words of TS 4.4.6.2.2.c which requires a leak test to be done for maint ¥ Tepair or
replacement work on the valve. : .

5. . TSI 95-003 "Ultimate Heat sif®" clarified actions to be taken related to main and auxiliary reservoir level and
temperamure, The guidance contained in TSI 95-003 contradicts TS 3.7.5. However, the TSI imposes more
conservative level and temperature limitations to ensure continued Emergency Service Water System and Diesel
Generator operability.

CAUSE:

Fach of these conditions were caused by an incorrect interpretation of Technical Specification requirements. The first
four non-compliance conditions were related to improper HNP Technical Specification Interpretations and were caused by
a2 combination-of; (1) conflicting and/or ambiguous TS requirements, (2) an ingrained culture at HNP that TSIs were
appropriate and that it was acceptable 10 rely on the inferred intent of the TS, and (3) a belief that TS changes were not

always required.

The next four non-compliance conditions were related 10 testing "During Shutdown" and were caused by a failure to
follow the literal requirement to perform these tests while the plant was in a shutdown mode. An incorrect philosophy
existed at HNP in the past among plant personnel and plant management that contributed t) this non-compliance. In
certain cases, it was considered acceptable to perform testing at power as long as it was within the 18 month surveillance
!l interval, was consistent with safe plant operation, and plant conditions would allow satisfactory test completion. This
_was evidenced by the approach taken during the initial development and scheduling of OST-1214 to test 35C-41 and also
‘MST-IOI?S and MST-10179 testing of the isolation of CCW to the Gross Failed Fuel Detector. These tests have never

Y been regularly %ﬂcﬂ to be performed while shutdown.

It was also considered acceptable in some cases to satisfy the “During Snutdown” Technical Specification requirement if
‘the last test or portion of testing was completed while the plant was in a shutdown mode. This applied to TS

1 surveillances that required multiple test procedures t be performed at different times in different modes to fully satisfy
the TS requircment. In these cases, a portion of the multiple tests would be performed while at power and the TS
requirement would be considered “met” when the final portion of testing was completed during an outage. This
philosophy appeared to be consistent with industry practice in the 1995 time frame and also led to the development of
OST-1844 in August 1995. OST-1844 (Slave Relay Component Operability Verification) gathers information from
previously completed surveillance tests and documents the completion of the final portion of slave rclay testing while
shutdown. This philosophy was further indicated as acceptable by plant management in March 1995, when a proposed
Technical Specification Change (TSC #94-09) was canceled prior to submittal to the NRC. This TSC was written 10
remove the “during Shudown” requirement from Technical Specifications where appropriate, but was considered by
management to be an unnecessary clarification. Subsequently, the TSC was re-developed and submitted t0 the NRC on
March 17, 1997.

SAFETY CONSEQUENCES:

There were no actual safety consequences resulting from the failure to comply in a verbatim manner with the literal
meaning of the applicable TS requirements. The four violations resulting from inadequate TSIs had no adverse impact on
plant operation or safety. In the four *during shutdown" TS violations, adequate testing had been performed to verify
operability of the components in question, however, it was not performed while the plant was in a shutdown mode as
required. These conditions are being reported s conditions prohibited by Technical Specifications per .

10CFR50.73.2.2.i.B.
W FORW J06A 683
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. On 224-98 the NRC-ssued Inspection Report No. 50-400/98-99, the SALP for the Harris Plant. The zaport contained the

| Joz Vi v,y
 THU, -MAY-21-98  9:16AM hNRC 41y 3o w“ |

MR FORM 356A US. WUCLEAR REGULATORY COMMISSION ||
a5
LICENSEE EVENT REPDRT. (LER} -
TEXT CONTINUATION ’ ”‘
FACILITY NAME (1) ookt I A UMBER 81 Jf - FAGEGT
, T ﬂ YEAR | CEQUBNTIAL | REVISON
NUNBER NUMBER
Shearon Harris Nuclear Piant - Unit #1 50-400 7 OF 7
ﬂ % - o5 -

TEXT W sore space is required, g3¢ addional coples of NRE Form 38540 017}

PREVIOUS SIMILAR EVENTS:

following statement in the Plant Operations functional area: * The lack of clear understanding of some Technical

|| Specifications requirements by. licensed operators and management staff has been demonstrated during segeral events.”
l'I'his is the subject of another root cause investigation under CR-98 00652. -

Several HNP LERs (94-01, 95-01, 95-03, 9507, 96-02, 97-08, 97-11) have been submitted to the NRC and were caused
by Technical Specification Surveillance testing deficiencies. A comprehensive surveillance test review project is
currently in progress in conjunction withfHNP’s conversion to the new MERITS standard Technical Specifications, to
help resolve these testing problems. _

CORRE ACTIONS COMPLETED:

1. Following the NRC SALP Report issued on February 24, 1998, 2 memorandum was issued by the HNP Plant
General Manager on March 18, 1998 to reemphasize the need to comply with the literal meaning of TS
requirememts in a verbatim manner. ,

2. An Operations Night Order was issued on May 8,1998 10 provide interim guidance and prevent the use of the
conflicting TSIs.

3. The following Technical Specification Interpretations that contradicted the literal meaning of the TS requirements
have been canceled; 87-002, 87-006, 89-003, 89-005, 51-004, 95-002, 95-003, 95-004, and 96-002. This was
completed on May. 20,-1958. — - T 4

4. - License Amendment 77 1o the Harris Plant Operating License was approved and isstfed by the NRC on
April 14, 1998. The amendment was implemented on April 15, 1998 to remove the "During Shutdown"
requirement where appropriate.

CORRECTIVE ACTIONS PLANNED:

1. Training wjlLpe conducted on TS compliance and NRC Generic Letter 91-18 for licensed individuals, Operations
and Mainté#ince procedure writers, System Engineers, and key station management, including PNSC members.
This trainifg will be compieted by August 15, 1998.

2. Plant Procedure OST-i325 "Safety Injection - ESF Response Time Testing, 18 month Interval” will be revised to
ensure proper testing per TS 4.8.1.1.2.1.5 during Refueling Outage 8, which is currently scheduled 1o begin in
October 1998.

3. The remaining TSIs which do not conflict with TS will be canceled by May 29, 1998.

4. Plant procedures AP-013 "Plant Nuclear Safety Committee” and AP-107 "Technical Specification Interpretations”
will be revised to clarify TS verbatim compliance requirements. This will be completed by May 29, 1998.

TOTAL P. 09
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wxt June 18, 1998

UNITED STATES -
“ NUCLEAR REGULATORY COMMISSION
REGION I
ATLANTA FEDERAL CENTER -
61 FORSYTH STREET, SW, SUITE 23785 -
ATLANTA, GEORGIA 30303-3415

o REN o
s’WwOO N

Carolina Power & Light Company
ATTN: Mr. W. R. Robinson

Vice President - Harris Plant
Shearon Harris Nuclear Power Plant

P. 0. Box 165, Mail Code: Zone 1 | T e
‘New Hill, NC 27562-0165 | -
SUBJECT: ~ NRC INTEGRATED INSPECTION REPORT 50-400/98-04 ooy

NOTICE OF VIOLATION- S

Dear Mr. Robinson:

On May 23, 1998. the NRC completed an inspection at your Harris reactor
facility. The enclosed report presents the results of that inspection.

During the six weeks covered by this inspection period. our inspectors found
that your staff generally took a safety-conscious approach to the operation of
the facility. During this period. one violation was identified for failing to
properly execute an equipment clearance.

The violation is cited in the enclosed Notice of Violation. and the
circumstances surrounding the violation are described in detail in the
enclosed report. Please note that you are required to respond to this letter ..
and shouldfollow-the—instructions -specified in—the enclosed Notice when
preparing your response. The NRC will use your response, in part. to
determine whether further enforcement action is necessary to ensure compliance
with regulatory requirements.

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

(POR) 2

/s .
o Sincerely.

( Original signed by M. Ernstes )
Michael E. Ernstes. Acting Chief

Reactor Projects Branch 4
Division of Reactor Projects

Docket No. 50-400
License No._NEF-63

fnclosures: 1. Notice of Violation
2. NRC Inspection Report

cc w/encls: (See page 2)
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. MST-10128  Main Steam Line Loop 2 Protection Set II Testing-.

. LP-F-0156A Reactor Coo]ant'Pump 1A Flow Transmitter Calibration
. PIC-1105  Time Delay Relay 62-2/2703 Calibration

. PIC-1105 Time‘De1ay Relay 62-1/2703 Calibration

P

o PIC-1105 Time Delay Relay 62-2/2709 Calibration

{
.';WI 1. ‘j"_‘ﬁ

——

Observations and Findings o B

The inspectors found that the test equipment was properly calibrated.
test protedu;gs were followed. and testing was performed satisfactorily.
The inspecto® observed that the technicians received permission from
the shift operations supervisor to commence each surveillance.
identified the components to be surveillance tested. turned off
electricity as required, performed the tests. asked a second person for
an independent verification if required. recorded the results, restored
the electricity. and removed the test equipment. Technicians who

performed the work were experienced, skillful. and knowledgeable.

Conclusions

Thirfeen surveillances were adequately conducted. Maintenance and
operations personnel performing the surveillances were skillful and

- knowledgeable.

Quality Assurance in Maintenance Activities

Completion of Surveillance Tests

Inspection Scope (61726)

‘gﬂ% inspectors reviewed selected records of tests that were conducted to
atisfy TS surveillance requirements. The inspectors also reviewed
whether the test were conducted in the required operating mode. The
inspectors identified the procedures which were used to satisfy those
surveillances. examined plant records to determine when those procedures
had been completed, and compared those completion dates to shutdown

dates.

Observations and Findings

The inspectors noted that TS 4.7.3.b.3 requires that CCW flow paths be
demonstrated operable at least once per 18 months during shutdown. by
verifying that each automatic valve serving the gross failed fuel
detector actuates to its correct position on a low surge tank level test
signal. The inspectors determined that according to document MS-970171.
Revised Surveillance Test/Technical Specifications Cross Reference. TS
4.7.3.b.3 was satisfied by procedures MST-10178. Component Cooling Surge
Tank - Tank 1 (L-0670) Calibration and MST-10179. Component Cooling
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Surge Tank - Tank 2 (L-0676) Calibration. The inspectors examined-.
records and found that since January 1. 1994. both MST-10178 and MST-
10179 had been completed five times. However. by comparing the
procedure completion dates with shutdown dates. the inspectors
determined that during this period. MST-10178 was completed during
shutdown.only once, on September 6. 1996. Similarly. the inspectors
determined that during this period. MST-10179 had also been completed
during shutdown only once, on May 22 1997. The failure toggnsistently
complete these procedures at least once per 18 months during hut down
was contrary to TS 4.7.3.b.3.- The licensee initiated conditiog report
 98-01044 to address this issue and review other similar TSs ggr generic
considerations. , T T

On May 20. 1998. the licensee reported their initial findings in LER 50-
400/98-005-00. The LER (see Section 08.4) reported that three other
surveillance tests were performed at power instead of at shutdown. as
required by the TSs: « '

) 1S 4.8.1.1.2.f.5 required testing to be performed at least once
per 18 months during shutdown to verify that both emergency diesel
generators start on a safety injection test signal and operate in

- standby for five minutes. Testing had been normally performed
during each of the refueling outages prior to RF06. However. the
licensee failed to perform that testing during RF06. Instead. it
was performed on August 30. 1995. just prior to RF06.

. TS 4.7.1.2.1.b.1 required testing to be performed at least once
per 18 months during shutdown to verify that ‘the auxiliary
feedwater (AFW) pressure control valves (PCVs) respond as
required. Testing had been performed to satisfy this requirement
during refueling outages (RFQs) 1. 2 3. and 4. However. the
licensee failed to perform testing to satisfy this requirement

¥ during RFOs 5. 6. and 7.

e TS 4.7.4.b.1 required testing to be performed at least once per 18
months during shutdown to verify the operability of emergency
service water valve 3SC-41 (screen wash isolation valve). This
testing was routinely performed at power while in mode 1. rather
than during shutdown since initial startup.

The licensee's root cause investigation was issued on May 26. 1998,
after the end of the inspection period. This issue is considered
unresolved pending NRC review of the root cause investigation. the
assessment of the relation of this issue to the multiple other issues
reported in the LER. and the subsequent determination of safety and
regulatory significance. This unresolved item is designated
50-400/98-04-03, Technical Specification Literal Compliance.

The licensee submitted a technical specification change request on
March 17. 1997 to delete specific restrictions from TS 4.1.2.2.C.
452e 4621.c. 46.2.2c. 4632 47.1.21.b, 4.7.3.b, and
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4 7 4.b. which require the surveillance tests to be accomplished -wirile
the unit is shutdown. The licensee requested that NRC expedite approval
of the change after the inspector’s finding. Approval was received on
April 14, 1998. :

Conclusions -

An Unresolved item was opened in relation to technical spécifigcation
surveillance requirements that were required to be accomplishe® at
shutdown and were being conducted at power. One example was igentified
in relation to testing of the gross failed fuel detector CCligSolation
valves on low surge tank level. The 1icensee had identifiéd three
others by the end of the period as reported in LER 50-400/98-005.

111. Engineering

Conduct of Engineering
Engineering Service Requests
Inspection Scope (37551)

The inspectors reviewed ESR 9800158 .R0. “Operability Evaluation for
Valve 1RC-905," to determine if procedure NGR-NGGC-005. Engineering

‘Service Requests (ESR). Revision 5. was being followed.

Observations and Findings

Valve 1RC-905 was the combined reactor vessel head and pressurizer steam
snace vent valve. The valve had been declared inoperable on May 28.
1997 due to the valve having dual indication when cpened during the
pertormance of surveillance test > sced =2 0ST-1043. Reac:or Coolant
System Vent Path Quarterly Interva?. T - need to perform an operability
Juation on April 8, 1998, was due to 3 problem witn 51 89-003. and
At the head vent valve was considered a redundant required feature in

“relation to TS 3.8.1.1 for loss of a dies2l generator or off-site power

circuit (see also Section 08.4). Consequently. when the opposite train
diesel generator was out-of-service, the action statement for 7% 3.3.1.1
required the redundant required feature (in this case the head vent
valve) be restored to operable in 4 hours or declare the redundant
required feature powered from the inoperable A.C. source as inoperable
and be in at least Hot Standby within the next 6 hours. This was more
restrictive than TS 3.4.11. which allowed a 72-hour action time with
both trains of head vents inoperable.

The inspectors found that the operability evaluation was adequately
performed in accordance with the procedure. The inspectors also found
that the operability evaluation could have been performed shortly after
the condition was found in May 1997. which would have eliminated
operators having to work around the inoperability of valve 1RC-905. The
inspectors observed that plant management had been willing to 1ive with
the inoperable valve until it was discovered that the head vent valve



