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SUMMARY 

SCOPE: 

This routine, announced inspection was conducted in the areas of operational 
safety verification, surveillance observation, maintenance observation, and 
followup. The inspection effort included reviews of activities during non
regular work hours on February 5-10, 13, 15, 17, 22, 26, as well as, 
March 6-9, and 14-16.  

RESULTS: 

Plant Operations: 

Four examples of a Violation of regulatory requirements were identified during 
this inspection period. The first example involved the licensee failing to 
properly position the instrument stop valve for SWBP pressure indicator 
PI-1602B as required by the system procedure; the second example involved the 
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licensee's failure to appropriately process changes to plant operating 
procedures; the third example involved operators' use of an inadequate 
procedure to operate the auxiliary building ventilation system; and the fourth 
example involved a shift supervisor's failure to inform the operating crew of 
a procedure change as required.  

Maintenance: 

A fifth example of the Violation was identified involving the licensee's 
failure to properly establish and implement an adequate material control 
procedure pertaining to the control of Q category, field issued materials such 
as lubricants.  

One Non-Cited Violation was identified involving a technician installing an 
air regulator backwards.  

Engineering: 

One Non-Cited Violation was identified involving the licensee's corrective 
actions related to an issue concerning 120 MB light bulbs.  

One Unresolved Item was identified concerning electrical control circuits 
which utilize full voltage incandescent position indicating lamps with no 
current limiting protection. The failure of the bulb could impact the 
operability of the associated safety-related components.  

Plant Support: 

One Non-Cited Violation was identified involving licensee personnel failing to 
initiate a Condition Report when an adverse condition was identified.



REPORT DETAILS 

1. PERSONS CONTACTED 

Licensee Employees: 

W. Brand, Supervisor, Environmental and Radiation Control 
M. Brown, Manager, Design Engineering 
A.'Carley, Manager, Site Communications 
*G. Castleberry, Manager Plant Electrical Engineering 
*B. Clark, Manager, Maintenance 
D. Crook, Licensing/Regulatory Compliance 
C. Gray, Manager, Materials and Contract Services 
*D.-Gudger, Senior Specialist - Licensing/Regulatory Programs 
*C. Hinnant, Vice President, Robinson Nuclear Project 
P. Jenny, Manager, Emergency Preparedness 
*K. Jury, Manager, Licensing/Regulatory Programs 
*R. Krich, Manager, Regulatory Affairs 
*E. Martin, Manager, Document Services 
*B. Meyer, Manager, Operations 
*G. Miller, Manager, Robinson Engineering Support Section 
*J. Moyer, Manager, Nuclear Assessment Section 
*B. Steele, Manager, Shift Operations 
*D. Taylor, Plant Controller 
G. Walters, Manager, Support Training 
R. Warden, Manager, Plant Support Nuclear Assessment Section 
D. Whitehead, Manager, Plant Support Services 
*T. Wilkerson, Manager, Environmental Control 
*L. Woods, Manager, Technical Support 
*D. Young, Plant General Manager 

Other licensee employees contacted included technicians, operators, 
engineers, mechanics, security force members, and office personnel.  

NRC Personnel: 

*W. Orders, Senior Resident Inspector 
C. Ogle, Resident Inspector 
R. Watkins, Project Engineer 

*Attended exit interview 

Acronyms and initialisms used throughout this report are listed in the 
last paragraph.  

2. PLANT STATUS AND ACTIVITIES 

a. Operating Status 

The unit operated at power throughout the report period with no 
major operational perturbations, ending the report period with 223 
days of continuous operation.



Plant Activities 

The licensee has opted to perform selected maintenance activities 
on line which had been scheduled for performance during the 
upcoming refueling outage. One major maintenance evolution 
performed during the inspection period was that of preventive 
maintenance/inspection on the B emergency diesel generator. The 
maintenance efforts included, but were not limited to, engine 
internals inspection and measurements, engine lube oil and water 
pump inspection, engine blower inspection and replacement of the 
engine air start solenoid valves. The engine was successfully 
returned to service on the fourth day of the seven day TS action 
statement. The licensee plans to perform similar maintenance on 
the A diesel beginning March 27, 1995.  

b. Other NRC Inspections 

Two Region II based engineering inspections were conducted during 
the report period. The first inspection, conducted during the 
week of February 27, 1995, was performed by H. Whitener and 
M. Miller, two RH inspectors, and 0. Mazzoni, an NRC contract 
employee. Their inspection results are documented in report 
50-261/95-07. The second inspection, conducted during the week of 
March 6, 1995, was performed by G. MacDonald and J. Starefos, two 
RH inspectors. Their inspection results are documented in report 
50-261/95-08.  

3. OPERATIONS 

a. Plant Operations (71707) 

The inspectors evaluated licensee activities to determine if the 
facility was being operated safely and in conformance with 
regulatory requirements. These activities were assessed through 
direct observation, facility tours, interviews and discussions 
with licensee personnel as well as management, evaluation of 
safety system status, and review of facility records.  

The inspectors reviewed shift logs, operation's records, data 
sheets, instrument traces, and records of equipment malfunctions 
to assess equipment operability and compliance with TS. The 
inspectors evaluated the operating staff to determine if they were 
knowledgeable of plant conditions, responded properly to alarms, 
adhered to procedures and applicable administrative controls, 
were cognizant of in-progress surveillance and maintenance 
activities, and were aware of equipment status. The inspectors 
performed instrument channel checks, reviewed component status, 
and reviewed safety-related parameters to determine conformance 
with TS. Shift changes were routinely observed to determine that 
system status continuity was maintained and that proper control 
room staffing existed. Access to the control room was adequately 
controlled and operations personnel carried out their assigned
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duties in an effective manner. Control room demeanor and 
communications were professional.  

Routine plant tours were conducted to evaluate equipment 
operability, assess the general condition of plant equipment, and 
to verify that radiological controls, fire protection controls, 
physical protection controls, and equipment tagging procedures 
were properly implemented. The discrepancies identified are 
delineated below.  

Mispositioned Service Water Valve 

At approximately 9:30 a.m., on February 14, 1995, during a routine 
tour of the auxiliary building, the inspectors observed that SWBP 
B was running and the local suction pressure gauge indicated 
0 psig. This pressure gauge typically indicates approximately 
50 psig. The licensee confirmed the inspectors' observation, and 
determined that the pressure gauge instrument isolation valve was 
shut. The valve was opened, suction pressure indication returned 
to normal, and the licensee initiated a Condition Report.  

In response to this event, the inspectors reviewed the system 
drawing, the instrument detail drawing for the SWBP suction 
pressure gauge, PI-1602B, and Operating Procedure, OP-903, Service 
Water System. The inspectors also interviewed the on-watch 
auxiliary operator.  

The inspectors were subsequently advised by the licensee that it 
could not be determined how the valve became mispositioned, but 
that Operations personnel recalled seeing the pressure gauge 
indicate properly on February 10, 1995. An independent review of 
the system drawing by the inspectors revealed that no other 
indication or control feature associated with the pump was 
rendered inoperable as a result of this mispositioning.  

The failure to properly position the instrument stop for PI-1602B 
is a violation of the system lineup requirements of OP-903, 
Service Water System. This is identified as one example of VIO 
95-06-01: Failure To Follow And Inadequate Operations And 
Maintenance Procedures.  

The mispositioned valve was detected by a routine observation of 
an erroneous pressure reading on a readily accessible suction 
pressure gauge. The same parameter for the SWBP A is displayed in 
the immediate area. Despite this, the on-watch AO advised the 
inspectors that he failed to detect the erroneous suction pressure 
reading during his rounds in the area earlier that morning.  

The inspectors have noted other recent examples of erroneously 
indicating instrumentation outside the control room which have not 
been detected by the licensee's AOs. These observations have been 
identified to the shift supervisors and Operations management as



* 4 
appropriate. Based on these observations, the inspectors conclude 
that additional diligence on the part of some A~s is warranted.  

Procedure Changes Erroneously Implemented Through Night Orders 

On February 10, 1995, the inspectors questioned the manager of 
Shift Operations about their observation that Night Order 95-012 
represented an improperly processed change to plant operating 
procedures. This night order, dated February 7, 1995, reduced the 
minimum allowed CCW temperature during normal operation from 55*F 
to 450F. This reduced temperature limit was justified by 
ESR 9500145 which was attached to the night order. Referencing 
discussions with Westinghouse personnel and engineering judgment, 
the ESR concluded that "the RCPs may continue to run if CCW 
temperatures drop below 55*F. However, if CCW temperatures go 
below 45*F, the RCS loop temperatures must be lowered in 
accordance with OP-101 to allow continued RCP operation." The 
inspectors noted that at the time this night order was 
promulgated, Operating Procedure, OP-101, Reactor Coolant System 
and Reactor Coolant Pump Startup and Operation, specified that at 
normal 100 percent power operation, CCW heat exchanger outlet 
temperature should be maintained between 550 and 105*F. The 
inspectors were concerned that Night Order 95-012 had reduced the 
minimum allowed CCW temperature at normal RCS temperatures to 450F 
without the attendant safety reviews or administrative controls 
required for changes to plant operating procedures. The licensee 
acknowledged the inspectors concerns and initiated a condition 
report.  

The inspectors also reviewed other active night orders for similar 
situations. The inspectors noted that Night Order 95-008, which 
was based on ESR 9401017, provided detailed instructions for 
charging pump break-in. This night order which is applicable 
following restoration of the pumps from maintenance or after 
extended idle periods, consisted of a detailed sequence of 
operation for restoring the pump to service and was intended to 
enhance packing life. The specified sequence included time of 
operation of the pump, incremental pump loadings used in the 
break-in period, and a rate of change to be used between 
incremental loadings. The inspectors reviewed Operating 
Procedure, OP-301, Chemical and Volume Control System (CVCS) and 
noted that the night order contained significant technical detail 
for restoring a charging pump to service which is not embodied in 
the procedure. The inspectors also noted that the night order, 
differed slightly from the sequence specified in the ESR. During 
subsequent conversations, the cognizant system engineer stated 
that these differences would not significantly impact the break-in 
of the pump.  

The inspectors reviewed the licensee's requirements concerning 
procedure changes. This included but was not limited to AP-004, 
Procedure Control; and AP-022, Document Change Procedure. As a
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result of this review, the inspectors concluded that temporary 
procedure changes or procedure revisions were the required 
mechanisms for implementing the changes specified in Night Orders 
95-008 and 95-012. The failure to appropriately process these 
changes to plant operating procedures is a violation and is 
identified as an example of VIO 95-06-01: Failure To Follow And 
Inadequate Operations And Maintenance Procedures.  

Radiation Monitor R-1 Out Of Service 

At 1:27 a.m., on February 17, 1995, an instrument "FAIL" light 
illuminated for control room radiation monitor, R-1. Though the 
light subsequently extinguished, the instrument was declared 
inoperable and a work request was generated. At approximately 
7:30 a.m., that morning, the inspectors questioned the shift 
supervisor on the status of the control room ventilation system, 
due to their concern that the inoperability of R-1 defeated one of 
the two signals (high radiation or safety injection) used to 
realign the control room ventilation system to the emergency 
pressurization mode.  

The inspectors were advised by the shift supervisor that in his 
opinion, the control room ventilation system was operable since 
the realignment to the emergency pressurization mode of operation 
which would be achieved by a safety injection signal was still 
operable. The inspectors expressed the same concern to Operations 
management. At 3:43 p.m., that afternoon, R-1 was declared back 
in service following performance of Operations Surveillance Test, 
OST-924, Radiation Monitoring System (Quarterly), and E&RC 
Surveillance Test Procedure RST-001, Radiation Monitor Source 
Checks. No maintenance was accomplished on R-1 prior to returning 
it to service.  

In response to this event, the inspectors reviewed the shift 
supervisor logs, TS and design basis documents related to the 
operation of R-1 and the control room ventilation system, as well 
as plant procedures for the control of maintenance and inoperable 
equipment. The inspectors also interviewed the shift supervisor 
who declared R-1 inoperable and discussed operation of R-1 with 
the system engineer.  

The inspectors determined that the shift supervisor declared R-1 
out of service to comply with the requirements of Annunciator 
Panel Procedure, APP-021, DS/FP Annunciator "A" for a Radiation 
Monitor Trouble alarm. This procedure requires that any channel 
with an illuminated "FAIL" light be declared inoperable until the 
cause of the alarm is determined. The inspectors were advised by 
the shift supervisor that he was aware of the fact that R-1 
provided a signal to realign the control room ventilation system 
to emergency pressurization mode, and that he did not manually 
realign the system since he thought that R-1 and it's actuation 
function were still available. His belief was based on the
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momentary nature of the "FAIL" alarm light and previous 
discussions he had with the system engineer following similar 
occurrences. The shift supervisor also advised the inspectors 
that he did not consult with the system engineer or Operations 
management while making these decisions. Although no deficiencies 
were detected in the operation of R-1, the inspectors were 
informed by the system engineer that in some scenarios, a "FAIL" 
light for R-1 can result in a loss of the capability to realign 
the control room to emergency pressurization mode.  

The inspectors also determined that no explicit requirements exist 
in TS regarding the operability of the control room radiation 
monitor. Further, the Radiation Monitor System design basis 
document states that R-1 does not perform a safety function and 
that this monitor is not required to fulfill any effluent 
accountability or personnel safety commitments. The fact that R-1 
is non-safety related is also identified clearly in the Safety 
Evaluation Report for the control room ventilation system.  
However, the inspectors noted that the design basis of the control 
room ventilation system, as provided in Section 9.4.2 of the 
UFSAR, states that the system is designed to realign to the 
emergency pressurization mode on a high radiation or SI signal.  
Indeed this capability is verified by TS surveillance requirement 
4.15.f.3. which specifically requires testing at least every 18 
months to demonstrate that "...on either a safety injection test 
or a high radiation test signal, the system automatically switches 
into the emergency pressurization operating mode...". However, 
this requirement has not been translated into procedures to 
specify operator actions in the event that the actuation signal is 
lost during normal operations.  

The licensee has generated a Condition Report to evaluate the 
event.  

Overall, the inspectors concluded that the evidence suggests that 
R-1 may have remained operable despite the declaration of 
inoperability by 'the shift supervisor. However, given the 
declaration of inoperability, the inspectors concluded that the 
shift supervisor's actions were nonconservative.  

Auxiliary Building Ventilation System Rendered Inoperable 

At approximately 7:00 a.m. on Friday, February 24, 1995, operators 
secured the Auxiliary Building ventilation system to facilitate 
planned maintenance. Informal plans had been made for operations 
personnel to notify E&RC personnel to begin taking local air 
samples at auxiliary building penetrations prior to securing the 
fans. The intent was to ensure that the absence of a negative 
pressure in the building would not result in an unmonitored 
release. Due to inadequate communication, planning, and 
procedures, the ventilation fans were secured prior to 
establishing radiological compensatory measures.
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In their review of this event, the resident inspectors determined 
that a SS who was on-duty from February 21 through 23, 1995, had 
been requested by I&C personnel to place preventive maintenance 
activities associated with Auxiliary Building ventilation fans, 
HVE-2A, HVE-2B, HVE-5A, and HVE-5B on the Emergent Work List for 
Friday, February 24. (It should be noted that these PM's had been 
moved from the upcoming refueling outage schedule to be performed 
as an on-line work activity.) The SS concluded after talking with 
the Auxiliary Building Ventilation System Engineer, that removing 
the system from service with the reactor at power was acceptable 
since these fans did not automatically sequence back onto 
emergency power during accident conditions, and since plant 
procedure, OP-906, provided instruction on securing the fans.  

The SS informed his operating crew that this maintenance would be 
scheduled for Friday, February 24, and that the Auxiliary Building 
ventilation system would be secured. The E&RC supervisor on-duty 
on Thursday, February 23, also recalled being told that the 
Auxiliary Building ventilation units would be secured on Friday, 
February 24, 1995. The SS also recalled discussing this evolution 
with the Work Control Center (WCC) SRO. However, on Friday, 
February 24, the shift staff was comprised of a different SS, a 
different E&RC supervisor, and a different WCC SRO, none of whom 
had been involved in the planning of this evolution. At the shift 
turnover meeting that morning, it was mentioned that Auxiliary 
Building ventilation would be secured, but the details of the 
evolution were not discussed. As the on-coming control room 
operators assumed the watch, the offgoing night shift WCC SRO 
informed them that maintenance personnel had arrived at the WCC to 
sign onto the clearance for the auxiliary building ventilation 
system work. The control room operators obtained OP-906, Heating, 
Ventilation, and Air Conditioning, Section 7.13, and prepared to 
secure the Auxiliary Building ventilation fans. The procedure 
requires that the Auxiliary Building ventilation be secured first 
and then E&RC be notified that the building is no longer at a 
negative pressure. Unaware of the informal agreement to notify the 
E&RC Supervisor prior to securing the fans, they made a P.A.  
announcement that they were preparing to secure the fans and then 
secured the system.  

As the fans were being secured, the resident inspector entered the 
Control Room, and began discussing the rationale of removing the 
system from service with the operating crew. After further 
discussions regarding the need to maintain a negative pressure in 
the Auxiliary Building, the ventilation system was restarted and 
the maintenance was delayed until further review could be 
performed. Subsequent to these actions, the E&RC Supervisor 
informed the SS that the aforementioned air sampling had not been 
in place when the fans were secured.  

The inspectors, in assessing the root cause of this event noted 
that the SS involved with planning and scheduling this maintenance
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informally communicated the intended logistics of the evolution 
with the affected work groups. These informal communications were 
completely nullified by inadequate turnover between shift 
personnel, inadequate communications between the affected work 
groups, and the use of an inadequate procedure to accomplish the 
activity.  

The procedure used by the operators to secure the system, OP-906, 
requires that the Auxiliary Building ventilation be secured first 
and then E&RC be notified that the building is no longer at a 
negative pressure. These steps were reversed for the intended 
purpose, and as such the procedure was inadequate. The procedure 
inadequacy represents an example of Violation 50-261/95-06-01: 
Failure To Follow And Inadequate Operations And Maintenance 
Procedures.  

It is noted that using OP-906 Heating, Ventilation, and Air 
Conditioning to facilitate this maintenance was a byproduct of the 
informal process employed by Operations personnel in planning and 
executing this relatively simple task. It is indicative of a 
broader based programmatic flaw in the licensee's work 
control/plant status control methodology.  

Deviation From Cold Weather Protection Procedure 

During a routine review of operations log's, the resident 
inspectors noted that at 4:15 a.m., on March 9, 1995, the ambient 
temperature dropped to 34.9 degrees F. Operating Procedure OP-925 
requires in part that, when ambient temperature drops to below 35 
degrees, an AO is to obtain and log temperature readings from the 
segment of ECCS piping located outside the auxiliary building, 
leading from the RWST to an auxiliary building penetration. This 
line is neither heat traced nor insulated. Although a temperature 
alarm to alert operators to the drop in ambient temperature was 
acknowledged, the AO did not have time to obtain and record pipe 
temperature readings as required. He had been directed to perform 
other activities associated with the unit's entry into an 8 hour 
action statement due to PPS leakage being out of specification.  

At the end of the shift, the AO communicated to the shift 
supervisor that he had not been able to obtain the temperature 
readings and would apprise the oncoming AO of the procedural 
requirement. The inspectors independently verified that the 
Minimum Equipment List (MEL) used for AO turnover indicated that 
the offgoing AO had informed his relief that OP-925 had not been 
completed. The ambient temperature increased to above 
35 degrees F by 8:45 a.m., but no temperature readings were 
obtained. A period of 4.5 hours elapsed while the temperature was 
below 35 degrees F and the procedure requirement was in effect.  
The licensee failed to either obtain and record pipe temperatures 
in accordance with the procedure or document a justification for 
not having done so. It is noted that the oncoming AO had also
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been directed to perform activities associated with the unit being 
in an the aforementioned 8 hour action statement and did not have 
the opportunity to perform the required temperature monitoring 
before the temperature increased above 35 degrees F. This failure 
to document a justification for having failed to follow the 
procedure is considered to be a deficiency on the part of the 
operating crew.  

The inspectors independently researched the licensee's ERFIS data 
base and reviewed the AO logs to determine if there had been other 
examples of this failure, and found no other examples.  

INPO Report Review 

The Institute of Nuclear Power Operation performed a two week 
evaluation of facility activities beginning October 10, 1994. The 
licensee received the associated INPO report on January 20, 1995.  
The inspectors reviewed the details of the report on February 26, 
1995, and discussed them with RH management. There were no 
significant safety concerns identified.  

b. Onsite Response to Events (93702) 

TS 3.0 Entry Following Excessive PPS Leakage 

At 5:05 a.m., on March 9, 1995, the licensee entered TS 3.0 when 
operators recognized that Penetration Pressurization System (PPS) 
leakage was in excess of the 1.39 SCFM limit specified in 
Operations Management Manual, OMM-008, Minimum Equipment List And 
Shift Relief. This limit is derived from the containment leakage 
rate limits specified in TS 4.4.1 for Operational Leakage Rate 
Tests. TS 3.0 requires that the unit be placed in hot shutdown 
within 8 hours and in cold shutdown within the next 30 hours 
unless corrective measures are taken that permit operation under 
the permissible LCO statement. The licensee immediately began 
efforts to locate PPS leaks. At 10:38 a.m., following 
approximately an hour with PPS leakage at or below the 1.39 SCFM 
limit, the licensee exited TS 3.0.  

In response to this event, the inspectors responded to the control 
room to monitor the licensee's response. Overall, command and 
control was adequate, and it appeared that operations personnel 
received adequate support in their recovery efforts from other 
onsite work groups. As part of their efforts to bring PPS leakage 
into spec, the licensee restored SW to the penetration coolers.  
SW to these coolers had been isolated on March 8, 1995, to support 
work on the SW system. The licensee theorized that isolating 
cooling water to these penetrations resulted in increased leakage 
due to the thermal transient placed on the penetrations.  
Following restoration of SW, PPS leakage gradually decreased to 
below 1.39 SCFM.
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From a review of the RO log, the inspectors noted that exceeding 
the PPS limit was not without warning. Total PPS leakage 
gradually climbed from approximately 1.23 SCFM during the early 
morning of March 8, 1995, and actually reached 1.39 at 8:00 p.m., 
that evening. No effort was initiated at that point to reduce PPS 
leakage because the RO who was recording the hourly PPS leakage 
readings erroneously thought that the limit was 1.57 SCFM 
(details concerning this misconception are delineated below).  
Though total PPS leakage decreased slightly, it remained elevated 
until the limit was exceeded and recognized at 5:05 a.m. the next 
morning. The inspectors concluded that the failure of the 
operating crew to aggressively pursue the elevated upward trend in 
PPS recorded throughout the evening shift on March 8, 1995, is a 
deficiency, and is not representative of conservative operation.  

The inspectors efforts to understand the root cause of this event 
revealed that on March 3, 1995, the PPS leakage limit had been 
lowered from 1.57 SCFM to 1.39 SCFM through a change to Operations 
Management Manual, OMM-008, Minimum Equipment List and Shift 
Relief. The inspectors determined that the ROs on shift during 
the evening of March 8, 1995, were not aware of the change. In an 
effort to determine why the ROs had not been made aware of this 
procedure change, the inspectors interviewed the Operations 
Procedure Coordinator (OPC) responsible for effecting the 
associated procedure change and providing the revised procedure to 
Operations. The OPC stated that he chose not to prepare a 
training package, or any other formal communication medium to 
inform the operators of the procedure change. Rather, the 
afternoon the procedure was changed, the OPC delivered a copy of 
the revised procedure to the on-duty shift supervisor. The 
expectations of the OPC were that the shift supervisors would 
communicate the change to their crews as required by Operations 
Management Manual, OMM-008, Minimum Equipment List and Shift 
Relief. This procedure requires in Section 5.2, that the shift 
supervisors be sure that the oncoming crew be made aware of 
required information such as, but not limited to, "procedure 
changes". However, on the evening of March 8, 1995, the ROs on 
shift were not made aware of the change. Furthermore, the shift 
supervisor on duty that evening, was aware of the change, had 
recognized at shift turnover that PPS leakage was high (as 
compared to the new limit), yet failed to discuss this observation 
with the crew. The shift supervisor, who normally manages a 
different crew, was assigned to substitute for another SS on the 
evening shift of March 8, 1995. This was that crew's second 
evening on duty. The shift supervisor indicated that he had 
discussed the procedure change with his normal shift, and 
erroneously assumed that the crew's normal shift supervisor had 
done the same for this crew. In effect, the failure to 
communicate the procedure change was two-fold: the normal shift 
supervisor nor the surrogate shift supervisor informed the crew of 
the change. The shift supervisor's failure to inform the operating 
crew of the procedure change as required by procedure OMM-008,



Minimum Equipment List and Shift Relief is a violation and will be 
documented as an example of Violation 50-261/95-06-01: Failure To 
Follow And Inadequate Operations And Maintenance Procedures.  

The licensee has generated a Condition Report to document the 
failure of the RO to identify the increase in containment leakage 
and effect corrective action in a timely manner to avoid exceeding 
the limit.  

In their discussions with the OPC the inspectors were informed 
that no specific guidance or criteria are provided for determining 
a method of communicating a procedure change to operating shift 
crews, and that determinations were made at the judgment and 
discretion of the OPC. As a result, the inspectors concluded that 
no formal methodology exists for ensuring that (1) procedure 
changes are consistently communicated via some appropriate medium 
based upon prescribed criteria, and (2) the communication and 
understanding of the changes is confirmed and documented. This 
appears to be a programmatic deficiency.  

4. MAINTENANCE 

a. Maintenance Observation (62703) 

The inspectors observed safety-related maintenance activities on 
systems and components to ascertain that these activities were 
conducted in accordance with TS, approved procedures, and 
appropriate industry codes and standards. In particular, the 
inspectors observed/reviewed the following maintenance activities 
detailed below: 

WR/JO 95 AAGWOO1 Inspect MOV V2-20B 
WR/JO 95 ACJR001 Calibrate Auxiliary Feedwater Flow 

Instruments (FT 1426C) 
WR/JO 95 AHS002 Clean and Inspect A-1 Battery 

Charger 
WR/JO 95 AA4001 MOV-350 PM-112 Inspection 
WR/JO 95 ABDL001 Calibrate Signal Isolator QM4471B 

The inspectors determined that these activities did not violate 
LCOs and that required redundant components were operable. The 
inspectors verified that required administrative, material, 
testing, radiological, and fire prevention controls were adhered 
to.  

Maintenance On Valve MOV-380 

On March 6, 1995, the inspectors witnessed performance of WR/JO 
95 AAMDO01, inspection and greasing of MOV-350, Boric Acid To 
Charging Pump Suction. Overall, the performance of the 
maintenance was mixed. The inspectors noted strong procedure 
usage and a questioning attitude on the part of the two mechanics
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assigned to accomplish the work. Despite this, at one point the 
workers mistakenly removed plugs from the limit switch cover 
assembly for the valve. This error was also independently 
recognized by the workers and the inspectors were advised that a 
condition report would be generated in response. This mistake had 
minimal safety significance and the inspectors attributed it to a 
lack of attention to detail on the part of the technicians.  

During a review of information related to the maintenance, the 
inspectors noted that the shelf life for the Exxon Nebula EP-1 
grease used to lubricate the valve during the maintenance had 
expired. The inspectors reviewed a September 7, 1993, letter from 
Exxon which stated that the recommended shelf life for the grease 
was 2 years from the date of production. The Receiver/Inspection 
report included with the CP&L purchase order, established 
January 26, 1995, for the shelf life end date.  

In response to the inspectors' questions, the licensee conducted 
testing of the EP-1 grease which demonstrated that the drop point 
and grease consistency were within original manufacturer's 
tolerances. The licensee also provided information to the 
inspectors regarding an ongoing Materials Evaluation to eliminate 
shelf life requirements for greases and oils at the facility.  
This project was not fully complete and maintenance personnel and 
supervisors interviewed by the inspectors stated that they were 
unaware of this effort prior to the inspectors questions on the 
EP-1 shelf life.  

More troubling to the inspectors was the observation that the drum 
containing EP-1 was stored in a metal chemical storage locker 
behind the maintenance building. As this locker was outside and 
was unheated, it would not have been able to meet the minimum 
temperature requirements for the level B storage specified in the 
purchase order for the EP-1 grease.  

Based on this, the inspectors reviewed the control of Q-list 
material issued to support ongoing maintenance. During tours of 
the facility on March 13 and 14, 1995, the inspectors found 
several examples of improperly stored material and material 
missing required markings. One can of penetrant for which the 
shelf life specified on the label had expired was also found.  
This inspection primarily focused on items such as oils, greases, 
penetrants and dyes, thread sealants, and other consumables which 
can be used for multiple jobs.  

In-process material control is required by the corporate QA 
Manual. It is implemented by Maintenance Management Procedure, 
MMM-028, Control Of Field Issued Material. Based on their review 
of these procedures and the actual in-field practices, the 
inspectors concluded that the observed shortcomings could be 
categorized into two separate areas. First, the QA manual 
requirements to control shelf life are not properly established in
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MMM-028 for issued material. Second, the material control 
requirements of MMM-028 are not always implemented properly. The 
failure to properly establish and implement adequate material 
control procedures is identified as an example of VIO 95-06-01: 
Failure To Follow And Inadequate Operations And Maintenance 
Procedures.  

Technician Fails To Follow Procedure During Maintenance On RHR 
Valve HCV-758 

On March 8, 1995, routine preventive maintenance was performed to 
replace filters on pressure regulators feeding instrument air to 
the I/P transducer for RHR valve HCV-758. During this work the 
main supply air regulator was replaced. When attempting to 
perform post maintenance testing on HCV-758, it was found that the 
valve would not operate. Troubleshooting found that a three way 
valve was out of position and the main supply regulator was 
installed backwards. In discussions with the I&C technician who 
installed the new regulator, it was learned that he installed the 
main supply regulator with the drain cock down and the indicating 
gauge facing out, which is normal installation practice. The 
regulator that he removed was installed with the drain cock up and 
the gauge facing out. Turning the regulator over reversed the 
inlet and outlet ports. The technician also said that while 
working on the regulator, he hit the aforementioned three way 
valve several times, changing its position. When he finished the 
maintenance, he realigned the valve to where he thought it was 
originally set. After the valve was found out of position the 
technician stated that he probably mispositioned it. There is no 
indication that the valve was misaligned prior to being 
mispositoned by the technician since it's alignment is verified by 
OP-905. Both of these situations were corrected and HCV-758 passed 
its post maintenance testing.  

Installing the regulator in a configuration other than the as
found, constituted a design change, and is a Violation of Plant 
Program Procedure', PLP-054, Configuration Control. The procedure 
requires, in part, that items subject to design control, including 
the RHR system, shall be maintained in accordance with the design.  
This Violation will not be cited because the licensee's efforts in 
identifying and correcting the violation meet the criteria 
specified in Section VII.B of the Enforcement Policy. This is 
identified as a Non-Cited Violation, NCV 95-06-02: Technician 
Failed To Follow Configuration Control Procedure.  

It is noted that the technician did not inform his supervisor 
and/or operations concerning the possible misalignment of the 
three way valve; instead, he took it upon himself to realign it.  
The inspectors concluded that this issue suggests a weakness in 
configuration management.
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b. Surveillance Observation (61726) 

The inspectors observed certain safety-related surveillance 
activities on systems and components to ascertain that these 
activities were conducted in accordance with license requirements.  
The inspectors observed OST-409, Emergency Diesels Rapid Speed 
Start (A Only). The inspectors determined that precautions and 
LCOs were adhered to, the required administrative approvals and 
tagouts were obtained prior to test initiation, testing was 
accomplished by qualified personnel in accordance with an approved 
test procedure, test instrumentation was properly calibrated, the 
test was completed at the required frequency, and that the test 
conformed to TS requirements. Upon test completion, the 
inspectors verified the recorded test data was complete, accurate, 
and met TS requirements, test discrepancies were properly 
documented and rectified, and that the systems were properly 
returned to service.  

5. ENGINEERING 

a. Onsite Engineering (37551) 

HVH-1 Light Bulb Failure 

At 11:05 a.m., on February 6, 1995, Containment Recirculation 
Cooling Unit, HVH-1, tripped while an AO was replacing the light 
bulb for the fan running indication on the local control station.  
The unit was immediately restarted by Operations personnel.  
Subsequent investigation by maintenance personnel revealed no 
problems with the HVH-1 control circuit or the bulb socket. A 
licensee investigation concluded that the breaker tripped as a 
result of a short circuit across the indicating light. This short 
circuit was attributed by the licensee to a manufacturing defect 
of crossed filaments in the replacement bulb. During the course 
of the licensee's troubleshooting, a new bulb was installed in the 
HVH-1 local control station socket without incident.  

The inspectors reviewed the condition report generated in response 
to this event, reviewed the Control Wiring Diagram for HVH-1 and 
reviewed the shift supervisor's log. This event was similar to 
previous failures. Accordingly, the inspectors also reviewed the 
licensee's prior actions to prevent recurrence.  

The inspectors concur with the licensee's assessment for the cause 
of the HVH-1 breaker tripping on February 6, 1995. This is based 
on the inspectors' independent review of previous assessments for 
similar light bulb failures at this and other facilities. As 
corrective action to this event, the licensee has implemented a 
program to replace full voltage incandescent indicating lights in 
the facility with light emitting diodes (LEDs) or transformer 
based sockets and low voltage bulbs. The technical justification 
for the replacement is contained in ESR 9400064, Revision 1, dated
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February 24, 1995. On that date, the PNSC directed that the full 
voltage light bulb replacements occur as the affected equipment is 
deenergized.  

As mentioned above, the inspectors also reviewed historical 
documentation on the generic issue of safety-related equipment 
failures caused by faulted indicating lamps. Based on this 
review, the inspectors concluded that the licensee's corrective 
actions to previous occurrences and industry events was inadequate 
to prevent the tripping of the HVH unit on February 6, 1995.  
This conclusion is based on the failure of the licensee to take 
adequate corrective actions prior to the HVH-1 breaker opening.  

Specific shortcomings in the corrective actions included: 

- The licensee did not adequately resolve the cause of 
service water pump B control power fuses opening 
during bulb replacements in February 1993 and 
June 1993.  

- The evaluation and utilization of industry experience 
with similar bulb failures was slow. Further, this 
process failed to consider other potential issues 
raised by other sources.  

- Compensatory measures to preclude or minimize 
undesirable consequences which were known to occur as 
a result of bulb failure during replacements were not 
established.  

- The licensee failed to identify which components, due 
to their circuit design, were susceptible to 
inadvertent actuation or control power fuses opening 
as a result of a shorted bulb.  

The licensee suffered inadvertent loss of service water pump B in 
February and June'1993. In both cases, control power fuses opened 
during a changeout of position indicating light bulbs on the 
remote/emergency panel for the pump. The ACR evaluations 
attributed the failures to defective bulbs. The ACRs recommended 
case-by-case replacement of the bayonet bulb/socket assembly with 
a screw in bulb/socket assembly. Neither ACR considered a similar 
failure mechanism for the screw in bulbs nor evaluated the 
inherent vulnerability of control circuits like those of the 
service water pumps. However, when ESR 94-00064, Revision 1, was 
promulgated in February 1995, full voltage incandescent indicating 
bulbs with screw in bases were also included for replacement with 
LEDs.  

The strategy of a case-by-case replacement of the sockets left the 
licensee vulnerable to equipment trips during bulb replacements.  
Despite this, no training was provided to operations personnel,



16 

nor were compensatory measures established to minimize the 
potential for these undesirable events. In fact, no comprehensive 
list of where bayonet style bulbs were installed in full voltage 
incandescent lamp sockets was developed at that time.  

The licensee also received information from other industry sources 
concerning shortcomings of the 120 MB bulbs. In early January 
1994, Wolf Creek advised the industry in an Operational Event 
Report of a potential common mode failure concerning non
seismically qualified 120 MB bulbs being used in seismically 
qualified motor control centers. Additionally, this report also 
identified concerns about the possibility that the bulb's 
filaments could become crossed, thereby, draw more current and 
blow the associated circuit fuses. A formal Wolf Creek report 
dated May 31, 1994, reiterated these basic concerns. That formal 
report specifically cited the crossed filaments coupled with 
degraded potting material from bulb heat as a failure mechanism.  
Replacement LEDs and a design change to provide a current limiting 
device in the circuit were identified as potential corrective 
actions at Wolf Creek. The licensee received the Operational 
Event Report but it was disseminated to plant personnel for 
information only. The formal report was not received by the 
licensee, though the Robinson system engineer stated that he had 
spoken to Wolf Creek personnel about the issue.  

In April 1994, the licensee received the results of a detailed 
analysis of 120 MB bulb failures at the Harris facility. NRC IR 
50-261/94-22 documented the inspectors' previous concerns relative 
to the original inadequate disposition of the Harris ACFR at 
Robinson. The Harris evaluation attributed the observed failures 
primarily to the use of a generic style 120 MB bulb. The lower 
quality of this generic bulb was implicated as the primary 
contributor in the failures observe at Harris. The report also 
referred to the thermal degradation of the generic bulb potting 
material and the fact that one manufacturer did not recommend the 
120 MB bulbs for service in 132-134 VDC circuits. In response to 
the inspectors' concerns regarding the disposition of this 
information, in August 1994, the licensee removed the generic 
bulbs from the stock system and instituted steps to prevent their 
reintroduction. No effort was made to preemptively remove the 
bulbs from their installed locations. The inspectors' review 
revealed that neither the concerns related to thermal degradation 
of the potting material nor the potential unsuitability of the 
bulbs at nominal DC bus voltages received formal evaluation at 
Robinson.  

In January 1994, Engineering Technical Support personnel generated 
a request to evaluate potential replacements for the 120 MB 
indicating lights in the sampling control panel. In February 
1994, another request was generated for Engineering to evaluate a 
replacement for 120 MB indicating lights in unspecified locations.  
These requests were eventually combined for resolution under
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ESR 9400064. This effort was revised again on January 5, 1995, by 
ESR 9500030 which requested that LEDs be evaluated as a 
replacement for 120 MB bulbs. This ESR specifically identified 
the remote/emergency panels for the service water pumps and 
containment recirculation coolers among other locations as 
requiring evaluation. Further, this ESR also identified NRC 
Information Notice 94-068, dated September 27, 1994, as providing 
part of the basis for the need for an expanded evaluation of ESR 
9460064.  

On January 24, 1995, ESR 9400064, Revision 0, was completed, 
thereby, providing the technical justification to replace 120 MB 
incandescent bulbs in the primary sampling panel with LED 
indicators. The ESR also authorized transformer based socket and 
bulb assemblies as a replacement for some full voltage indicating 
sockets and lights on MCC 1-10. The inspectors considered that 
despite the fact that almost 2 years had elapsed since the SW pump 
B event of February 18, 1993, that ESR 9400064, Revision 0, did 
not address the remote/emergency panels for the service water 
pumps.  

This shortcoming was remedied by the promulgation of Revision 1 to 
ESR 9400064 on February 24, 1995, which expanded the scope of the 
replacement effort. This revision provided the justification to 
replace 120 MB incandescent bulbs as well as full voltage S-6 
screw in style bulbs in all areas of the plant with LEDs.  

Overall, the inspectors concluded that the licensee's historical 
corrective actions related to the 120 MB light bulb issue failed 
to promptly identify and correct the adverse condition. This is a 
violation of the requirements of 10 CFR 50 Appendix B, Criterion 
XVI. This violation will not be subject to enforcement action 
because the licensee's current efforts in identifying and 
correcting the violation meet the criteria specified in Section 
VII.B of the Enforcement Policy. This is identified as a Non
Cited violation, NCV 95-06-03: 120 MB Light Bulb Corrective Action 
Inadequate.  

During the conduct of this inspection, the inspectors became aware 
of a potentially generic issue. Electrical control circuits for 
numerous safety-related components utilize full voltage 
incandescent position indicating lamps with no current limiting 
protection. Given a short circuit across the socket assembly, as 
in the case of an internally shorted light bulb, the operability 
of the safety-related component can be impacted. The potential 
impact varies, but can range from actuation of the associated 
breaker trip coil, to opening the control power fuses for the 
component. On three separate occasions during the last two years, 
safety-related breakers or control power fuses supplying safety 
related equipment have opened as a result of light bulb shorts.
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These bulb shorts typically occur during light bulb changeouts.  
However, industry reports suggest that lamp shorts can occur 
merely as a result of degradation of the bulbs from self-generated 
heat.  

The licensee theorizes that any short induced by the bulb would 
clear as a result of the bulb construction, thereby, allowing any 
blown fuses to be replaced and/or the component to be restarted.  
In the worst case scenario, for the reactor safeguards system, the 
fuse failures could result in loss of both automatic and manual 
ESF actuation capability from the RTGB. (It should be noted that 
this condition would be alarmed in the control room and the 
ability to manually start individual ESF components would be 
retained.) The inspectors were advised that this circuit design 
is the original construction design.  

Section 3.1.1.2 of the UFSAR states that all systems and 
components designated Class I are designed so that there is no 
loss of function in the event of the maximum hypothetical ground 
acceleration. Despite this, the licensee has no documentation to 
indicate that the 120 MB incandescent bulbs or sockets have been 
seismically qualified. In fact, the inspectors have reviewed a 
Westinghouse bulb selector guide which recommends that full 
voltage incandescent light bulbs, such as the 120 MB, should not 
be used in applications subject to shock or vibration. The 
inspectors were also advised that the 120 MB light bulbs used in 
many of these indicators are procured to non-Q standards.  

Currently, the licensee is in the process of replacing the full 
voltage incandescent bulbs with LEDs. It should be noted however, 
that although the LEDs contain an internal resistor, the resistor 
may not afford current limiting protection if the LED base becomes 
shorted upstream of the resistor.  

Pending further NRC review of this issue, this item will be 
tracked as an Unresolved Item, URI 95-06-04: Potential Design 
Vulnerability Of Selected Safety-Related Circuits.  

b. On-site Follow-up Of Written Reports Of Non-Routine Events At 
Power Reactor Facilities (92700) 

The below listed LERs were reviewed to determine if the 
information provided met NRC requirements. The determination 
included: adequacy of description, verification of compliance with 
Technical Specifications and regulatory requirements, corrective 
action taken, existence of potential generic problems, reporting 
requirements satisfied, and the relative safety significance of 
each event.
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LER Number [ER Subject 

LER 94-12-0 TS 3.0 entry due to remaining channel of 
heat trace supplied powered from 
inoperable diesel.  

LER 94-15-00 TS 3.0 entries due to testing remaining 
diesel when opposite diesel removed from 
service for routine maintenance.  

LER 94-23-00 Condition prohibited by TS when reactor 
coolant pump trips disabled during 
electrical maintenance.  

LER 94-17-00 TS 3.0 entry due to testing SI pumps.  

LER 94-18-00 TS 3.0 entries due to required testing.  

[ER 94-22-00 TS 3.0 entry due to feed and bleed 
operation for SI accumulator.  

The inspectors concluded that regulatory requirements were 
satisfied. These [ERs are closed.  . 6. PLANT SUPPORT 

a. Plant Support Activities (71750) 

Carbon Dioxide Release In Auxiliary Building 

On February 13, 1995, during performance of 0sa-620, Carbon 
Dioxide Suppression System Weight Test, two Fire Protection 
Technical Aids (FPTA) were performing step 7.2.20 which directs 
the re-installation of pressure operated discharge heads on the 
reserve bank carbon dioxide (C02) cylinders. This procedure step 
provides a list of substeps which may be performed in any 
sequence.  

While one FPTA was installing the discharge head for RCD-3 and the 
other FPTA was tightening heads for cylinders RCD-6 and RCD-7, a 
popping sound was heard by both individuals. This was immediately 
followed by a release of CO2 vapor from the threaded connection at 
cylinder head RCD-3. The FPTA notified Control Room personnel and 
the Fire Protection System Engineer that a CO2 release was in 
progress and evacuated Pipe Alley.  

At 11:05 a.m., following notification of the C02 leakage, Control 
Room personnel sounded the [ocal Evacuation alarm and made a PA 
announcement directing all personnel to evacuate Pipe Alley.  
Following verification that all personnel had evacuated Pipe 
Alley, the access door was closed and posted to prevent entry.
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Control Room personnel requested that the FPTAs assess the rate of 
CO2 release and were informed that the discharge was rapid.  
Accordingly, at 11:12 a.m. an Alert was declared due to an 
uncontrolled release of toxic gas in a Vital Area as defined in 
OMM-031, Emergency Action Level Procedure User's Guide.  

At 11:20 a.m., one of the FPTA's and the Fire Protection System 
Engineer entered the area in Self Contained Breathing Apparatus to 
investigate the leakage and measure oxygen levels. Oxygen levels 
in the leak area were determined to be greater than 20 percent.  
CO2 leakage was observed around the cylinder head on RCD-3, from 
around the valve stem on the pilot operated discharge head on 
cylinder RCD-2, and from a union connection on the reserve bank 
discharge manifold. An exact determination of the number of 
cylinders discharging could not be made at that time due to 
limited system instrumentation. Shortly after the assessment, the 
resident inspectors, accompanied by an AO entered the area and 
determined that seven of the nine bottles in the bank were 
discharging.  

The Alert was terminated at 11:34 a.m., following verification of 
oxygen levels greater than 20 percent in the area of the leak 
although the CO2 release continued until 4:10 p.m., when the seven 
affected cylinders were fully depressurized. Oxygen levels were 
periodically monitored at locations throughout the Auxiliary 
Building for the duration of the release.  

After the cylinders had discharged, the licensee inspected the 
system. It was determined that the stem in the discharge head for 
RCD-6 was partially unscrewed from the piston by 0.161 inches.  
The licensee also discovered that the RCD-3 discharge head stem 
was easily unscrewed from the piston. The system vendor was 
contacted to determine the design clearance between the stem and 
the cylinder head valve seat when the head is properly secured in 
place. The vendor indicated the design clearance between the stem 
and the cylinder head valve seat was 0.125 inches. Based on this 
information and actual stem measurement, it was determined that 
the stem being unscrewed caused the cylinder head valve to open.  
The vendor also indicated that a "lock tight" compound is used on 
the stem to prevent movement. The remaining 5 discharge heads 
were inspected, and found to be tight.  

On February 15, 1995, the slave head from cylinder RCD-6 was 
tested in a manner to recreate the event. When the discharge head 
was installed, the cylinder actuated.  

Based on this evidence, the licensee concluded that installing 
this head with the partially unscrewed stem was the root cause of 
this event. The licensee plans to revise the applicable Halon and 
Carbon Dioxide Suppression System procedures to incorporate visual
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inspection of the pilot and slave discharge heads to verify the 
stem is tight and cannot be unscrewed by hand and verification 
that the operating piston on the pilot and slave discharge heads 
is returned to the fully retracted position prior to installing on 
the cylinder.  

The resident inspectors consider this event to be significant 
because on February 8, 1995, when the licensee was performing 
OST-630, Halon 1301 Suppression System Weight Test, a similar leak 
occurred when FPTAs were re-installing the cylinder actuator 
heads. In this case, the technicians were able to remove the 
subject actuator head and prevent the discharge of the system. An 
identical event initiator was identified involving the stem being 
unscrewed in the actuator head.  

The personnel involved in the performance of OST-630 on 
February 8, 1995, failed to follow the requirements of Plant 
Program Procedure PLP-026, Corrective Action Management. The 
procedure requires, in part, that a Condition Report be initiated 
if an adverse condition such as a failure which could affect 
nuclear or personnel safety is identified. No Condition Report 
was generated. This violation will not be subject to enforcement 
action because the licensee's efforts in identifying and 
correcting the violation meet the criteria specified in 
Section VII.B of the Enforcement Policy. This is identified as a 
Non-Cited Violation; NCV-95-06-05, Failure To Generate Condition 
Report Associated With Carbon Dioxide Release.  

7. EXIT INTERVIEW 

The inspectors met with licensee representatives (denoted in 
paragraph 1) at the conclusion of the inspection on March 20, 1995.  
During this meeting, the inspectors summarized the scope and findings of 
the inspection as they are detailed in this report. The licensee 
representatives acknowledged the inspector's comments and did not 
identify as proprietary any of the materials provided to or reviewed by 
the inspectors during this inspection. The licensee dissented from the 
inspectors' position that using a Night Order to change the technique 
for charging pump operation was a violation of regulatory requirements.  
Night Order 95-008 contained detailed step-by-step instructions for 
operation of the pumps following maintenance or extended idle periods.  
Administrative Procedure, AP-004, Procedure Control requires in part, 
that operating procedures be revised by procedure revision or temporary 
procedure change. Night Orders are not subject to 50.59 reviews.



Item Number Status Description/Reference Paragraph 

VIO 95-06-01 Opened Failure To Follow And Inadequate 
Operations And Maintenance 
Procedures/paragraphs 3 and 4 

NCV 95-06-02 Opened/Closed Technician Failed To Follow 
Configuration Control Procedure/ 
paragraph 4 

NCV 95-06-03 Opened/Closed 120 MB Light Bulb Corrective Action 
Inadequate/paragraph 5 

URI 95-06-04 Opened Potential Design Vulnerability Of 
Selected Safety-Related Circuits/ 
paragraph 5 

NCV 95-06-05 Opened/Closed Failure To Generate Condition Report 
Associated With Carbon Dioxide 
Release/paragraph 6 

LER 94-12-00 Closed TS 3.0 entry due to remaining 
channel of heat trace supplied power 
from inoperable diesel/paragraph 5 

LER 94-15-00 Closed TS 3.0 entries due to testing 
remaining diesel when opposite 
diesel removed from service for 
routine maintenance/paragraph 5 

LER 94-23-00 Closed Condition prohibited by TS when 
reactor coolant pump trips disabled 
during electrical maintenance/ 
paragraph 5 

LER 94-17-00 Closed TS 3.0 entry due to testing SI 
pumps/paragraph 5 

LER 94-18-00 Closed TS 3.0 entries due to required 
testing/paragraph 5 

LER 94-22-00 Closed TS 3.0 entry due to feed and bleed 
operation for SI accumulator/ 
paragraph 5 

8. ACRONYMS AND INITIALISMS 

ACR Adverse Condition Report 
AO Auxiliary Operator 
CCW Component Cooling Water 
CVCS Chemical & Volume Control System 
E&RC Environmental and Radiation Control
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EE Engineering Evaluation 
EOP Emergency Operating Procedure 
ESF Engineered Safety Feature 
HP Health Physics 
HVH Heating Ventilation Handling 
LCO Limiting Condition For Operation 
LEDS Light Emitting Diodes 
MMM Maintenance Management Manual 
MOV Motor Operated Valve 
OMM Operations Management Manual 
OP Operations Procedure 
OPC Operations Procedure Coordinator 
QA- Quality Assurance 
PI Pressure Indicator 
PLP Plant Program Manual 
PNSC Plant Nuclear Safety Committee 
PPS Penetration Pressurization System 
Psig Pounds per square inch gauge 
RCP Reactor Coolant Pump 
RCS Reactor Coolant System 
RHR Residual Heat Removal 
RO Reactor Operator 
SCFM Standard Cubic Feet per Minute 
SI Safety Injection 
SRO Senior Reactor Operator 
SWBP Service Water Booster Pump 
TS Technical Specification 
URI Unresolved Item 
UFSAR Updated Final Safety Analysis Report 
VDC Volts Direct Current


