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SUMMARY 

Sczpe: This routine, announced inspection involved resident inspection 
on-site in the areas of operations, surveillance testing, maintenance 
activities, B&W Owners Group Plant Reassessment Program and 
inspection of open items.  

Results: During this period the licensee exhibited conservative and 
expeditious actions in the identification and correction of the 
design problem associated with the electric power distribution 
system. The problem was identified, a design modification developed 
and implemented within the time requirements identified in Technical 
Specifications.  

Within the areas inspected, the following violations were identified: 

- Performance of a test without providing a written approved test 
procedure to perform the required actions resulting in the 
electrical system being placed in an unanalyzed condition, 
paragraph 7.g.  

- A licensee identified design condition associated with the 
onsite electric power distribution system resulting. in the 
system not being designed to meet single failure requirements 
specified 10 CFR 50, Appendix A, Criterion 17, paragraph 2.c.  
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REPORT DETAILS 

1. Persons Contacted 

Licensee Employees 

*M. Tuckman, Station Manager 
*C. Boyd, Site Design Engineer Representative 
J. Brackett, Senior Quality Assurance Manager 
M. Carter, Site Design Engineer Representative 
*J. Davis, Technical Services Superintendent 
R. Dobson, Electrical Engineering 
W. Foster, Maintenance Superintendent 
T. Glenn, Instrument and Electrical Support Engineer 
D. Havice, Instrument and Electrical Engineer 
C. Harlin, Compliance Engineer 
*C. Jennings, Emergency Planning Coordinator 
D. Hubbard, Performance Engineer 
*E. Leggette, Assistant Engineer, Compliance 
H. Lowery, Chairman, Oconee Safety Review Group 
*B. Peele,Oconee Engineering Division 
J. McIntosh, Administrative Services Superintendent' 
G. Rothenberger, Integrated Scheduling Superintendent 
*R. Sweigart,.Operations Superintendent 

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

NRC Resident Inspectors: 

*P.H. Skinner 
*L.D. Wert 

*Attended exit interview.  

2. Plant Operations (71707) 

a. The inspectors reviewed plant operations throughout the reporting 
period to verify conformance with regulatory requirements, technical 
specifications .(TS), and administrative controls. Control room logs, 
shift turnover records, and equipment removal and restoration records 
were reviewed routinely. Discussions were conducted with plant 
operations, maintenance, chemistry, health physics, instrument & 
electrical (I&E), and performance personnel.  

Activities within the control rooms were monitored on an almost daily 
basis. Inspections-were conducted on day and on night shifts, during 
week days and on weekends. Some inspections.were made during shift 
change in order to evaluate shift turnover performance. Actions



2 

observed were conducted as required by the Licensees Administrative 
Procedures. The complement. of licensed personnel on each shift 
inspected met or exceeded the requirements of TS.. Operators were 
responsive to plant annunciator alarms and were cognizant of plant 
conditions.  

In the course of the monthly activities, the Resident Inspectors 
included review of portions .of the. licensee's physical security 
activities. The performance of various shifts of the security force 
was observed in the conduct of daily activities which included; 
protected and vital areas access controls, searching of personnel, 
packages and vehicles, badge issuance and retrieval, escorting of 
visitors, patrols and compensatory posts. The inspectors observed 
protected area lighting and protected and vital areas barrier 
integrity, and verified interfaces between the security organization 
and operations or maintenance.  

Plant tours were taken throughout the reporting period on a routine 
basis. The areas toured included the following: 

Turbine Building 
Auxiliary Building 
Units 1,2, and 3 Electrical Equipment Rooms 
Units 1,2, and 3 Cable Spreading Rooms 
Station Yard Zone within the Protected Area 
Standby Shutdown Facility 
Units 1, 2 and 3 Spent Fuel Pool Room 

During the plant tours, ongoing activities, housekeeping, security, 
equipment status, and radiation -control practices were observed.  

Unit 1 - Unit 1 commenced this reporting period in the process of 
returning.the unit to 100% power following the end of cycle 
11 outage. The unit reached 100% power on February 19 and 
remained at that level until March 1 when a problem 
occurred with a main steam atmospheric dump valve causing 
the unit to be shutdown (see paragraph 2.b) and taken to a 
cold shutdown condition for repairs. Repairs were completed 
and the unit returned to 100% power on March 6 where it 
remained for the rest of the reporting period.  

Unit 2 - Unit 2 commenced this reporting period operating at 100% 
power. On March 1 the unit was taken to 15% power and the 
generator taken off line to identify and correct a ground 
on the pilot exciter. The problem was repaired and the unit 
was returned to 100% power on March 2 and remained at that 
power for the remainder of the period.  

Unit 3 - Unit 3 commenced this reporting period operating at 100% 
power. On February 24, the unit experienced a 
turbine/reactor runback to 90% due to an instrument
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technician causing a short circuit on the channel A 
feedwater (FDW) flow signal to the Integrated Control 
System (ICS) when working on a recorder. This caused an 
amplifier malfunction. The unit was stabilized at 90% power 
by the operators and returned to 100% power. The 
malfunction was corrected and the ICS returned to 
automatic. On March 6, the unit tripped from 100% power 
(see paragraph 2.d) at 6:58 a.m. The unit returned to 100% 
power on March 7 and operated at that level for the 
remainder of the reporting period.  

b. Failure of 1MS 155 

On March 1 at about 1:00 p.m., the licensee was making preparations 
to perform work on 1MS-155, Atmospheric Dump Valve,.on the steam line 
from the 'B' steam generator. This valve is a 12" manually operated 
(by use of a chainwheel) gate valve. It had been noted earlier that 
the yoke sleeve had separated from the yoke several inches and the 
maintenance personnel were assigned to correct this problem. In 
conjunction with, a second similar valve located immediately 
downstream of the valve (MS-164) these valves could be used to 
cooldown the steam generators by dumping steam in a controlled 
fashion upon loss of the normal cooldown mechanism. When personnel 
arrived at the area where the valve was located (before any work was 
accomplished) the valve blew open causing the handwheel to fly off 
the stem along with the yoke sleeve nut. The valve backseat stopped 
the stem from rupturing the valve bonnet and creating an unisolable 
steam leak. The individual in the vicinity of the valve was not 
injured by the loose handwheel. After a prompt. review of the 
occurrence, the licensee shutdown and cooled down Unit 1 to cold 
condition to facilitate repairs to this valve. An analysis has been 
made to determine the failure mechanism of this valve. One opinion 
on the cause of the failure was a manufacturing deficiency. The yoke 
sleeve and yoke nut fit very loosely allowing slippage between these 
parts which would eventually allow the force applied while operating 
the valve to separate these components and cause the type of failure 
that occurred. As of March 5, 1 MS-155 had been evaluated, repaired, 
tested and returned to operation. A visual inspection -has been 
performed on the similar Unit 2 and 3 valves. Similar corrective 
actions are planned for these unit's valves starting the week of 
March 6. One of the items noted by the inspector was the placement 
of a valve operating aid in the immediate vicinity of each units 
valves. The appearance of this aid prompted questions to be asked on 
the design and use of this device. Other similar devices are 
available and used throughout the plant. Pending resolution of these 
questions, this item -will be tracked as an Inspector Followup Item 
(IFI 50-269,270,287/89-08-01): Controls and guidance used by 
operations personnel during use of valve operating aids.  

c. On March 1, 1989 at about 8:00 p.m., the Design Engineering (DE) 
group identified as a result of their review of cable separation
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criteria (see Inspection Report (IR) 50-269,270,287/89-05), that a 
single failure of a lockout relay associated with each unit's startup 
transformer could cause the startup breakers to trip open (if closed) 
and also the remaining logic would not allow the standby buses to be 
automatically aligned to the main feeder buses. In response to this 
finding, the licensee declared all Emergency Power Switching Logic 
(EPSL) functional unit circuits associated with Standby Bus to Main 
Feeder Bus as identified in Technical Specification (TS) Table 3.7-1 
to be inoperable. This placed all units in TS 3.0. Since Unit 1 was 
being shutdown and cooled down due to a. previous problem (see 
paragraph 2.b), this unit continued that evolution. For-units 2 and 
3, the licensee opened power paths as defined in TS 3.7.2(a). This 
placed the plant in an analyzed condition and also allowed units 2 
and .3 to exit TS 3.0. A modification of the EPSL and an associated 
functional test was performed on unit 2 at 5:08 a.m. on March 3 and 
on unit 3 at 1:17 a.m. on March 3. The modification to unit 1 was 
completed at 1:15 p.m. also on March 3. 10 CFR 50 Appendix A, 
General Design Criteria For Nuclear Power Plants, Criterion 17, 
Electric Power Systems, requires that the onsite electric power 
supplies shall have sufficient independence, redundancy, and 
testability to perform their safety functions assuming a single 
failure. The single failure described above indicates that the 
Emergency Power Switching Logic system did not meet this criteria and 
is in violation of this criteria. Although this is a single failure.  
that, could prevent a system from automatically performing its safety 
function, it does not appear to be safety significant due to the 
following: 

- The failure mechanism would have to be such that the component 
concerned (relay) would have to fail such that it would energize 
to cause this problem.  

Manual operation of the breakers from the standby buses to 
re-energize the main feeder buses was available and procedures 
in place to accomplish this effort had the problem occurred.  

- The Safety Analysis Report in Chapter 5 states that the plant is 
designed to withstand a loss of all electrical power for 
approximately 2 hours without sustaining core damage. This is 
sufficient time to recover electrical power to the buses.  

This item is identified as a Licensee Identified Violation 
(50-269,270,287/89-08-03): Single Failure Deficiency of a Functional 
Unit of EPSL, based on the criteria specified in 10 CFR 2, Appendix 
C, Section G and the following observations: 

-' This item was found as the result of correcting deficiencies 
from the repairs and followup of the fire in the 1TA switchgear 
as discussed in IR 50-269,270,287/89-05.
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- The licensee took prompt corrective actions to perform 
modifications to eliminate this problem by March 3 on all units.  

- The problem was immediately reported to the NRC with a followup 
written.report as required by TS 3.7.9.  

Based on the actions taken by the licensee, this item is closed.  

d. Unit 3 Reactor trip 

On March 6, 1989 at 6:58 a.m., Unit 3 tripped from 100% power. The 
cause of the trip was initially attributed to a lightning strike on 
the Jocassee 500KV tra nsmission line that occurred simultaneously 
with the operation of a power circuit breaker (PCB) in'the switch
yard. Subsequent analysis indicates that the cause was not due to 
lightning, but was possibly due to a voltage regulator in the 
generator circuitry. This analysis is still being performed. The 
fault caused a loss of, excitation on the generator resulting in a 
generator/turbine trip. The reactor tripped on an anticipatory trip 
signal. The reactor trip recovery was normal except 3MS-8, a main 
steam safety valve, did not reseat at its normal reseat point.  
Pressure was reduced by the operators to approximately 950 psig in 
order for the valve to.reseat.  

In addition, a water hammer occurred in the 24 inch turbine bypass 
line between valves 3MS-20, 3MS-23 and the connection to the 
condenser, resulting in the pipe moving and damaging three hangers 
located on the pipe. The licensee believes that the water hammer 
occurred due to a slug of water in a piping low point, and is trying 
to determine why there may have been standing water in the pipe. The 
licensee determined that the pipe returned to its original location 
and that there was no visual damage to the pipe. The.three damaged 
hangers were removed and replaced. All the welded pipe connections 
for the hangers had magnetic testing (MT) performed on the welds, 
with no indications of damage to the base metal or welds.. During the 
walkdown of the pipe, it was noted that there was a substantial 
amount lagging damage on the bypass piping as well as other pipes in 
the vicinity. The most .evident physical damage was a platform 
attached to the side of the condenser, which took the impact from the 
moving pipe. Engineering reviewed all the corrective actions and 
determined that the system could be returned to service. Unit 3 went 
critical at 12:16 p.m. on March 6, and was in hot standby at 
12:51 p.m. the same day. The unit reached 100% power at 8:38 a.m. on 
March 7.  

No violations or deviations were identified.  

3. Surveillance Testing (61726) 

Surveillance tests were reviewed by the inspectors to verify procedural 
and performance adequacy. The completed tests reviewed were examined for
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necessary test prerequisites, instructions, acceptance criteria, technical 
content, authorization to begin work, data collection, independent 
verification where required, handling of deficiencies noted, and review of 
completed work. The tests witnessed, in whole or in part, were inspected 
to determine that approved procedures were available, test equipment was 
calibrated, prerequisites were met, tests were conducted according to 
procedure, test results were acceptable and systems restoration was 
completed.  

Surveillances reviewed and witnessed in whole or in part: 

IP/O/A/0301/003S .Nuclear Instrumentation NI-1 Source Range 
Instrument Calibration 

IP/2/A/0305/03D Instrument Procedure.Data Package for RPS 
Channel 'D' Calibration and Functional Test 

IP/O/A/0310/014A ES System Analog Channel 'B' On-line 
Calibration

IP/3/A/0305/03A Reactor Protection System Channel 'A' 
Calibration and Functional Test 

PT/1/A/0600/12 Turbine Driven Emergency Feedwater Pump 
* Performance test.  

No violations or deviations were identified.  

4. Maintenance Activities (62703) 

Maintenance activities were observed and/or reviewed during the reporting 
period to verify that work was performed by qualified personnel and that 
approved procedures in use adequately described work that was not within 
the skill of the trade. Activities, procedures and work requests were 
examined to verify proper authorization to begin work, -provisions for 
fire, cleanliness, and exposure control, proper return of equipment to 
service, and that limiting conditions for operation were met.  

Maintenance reviewed or witnessed in whole or in part: 

WR 050845 Check Yoke Sleeve Screws on 2MS-154 
WR 050846 Check Yoke Sleeve Screws on 2MS-153 
WR 050847 Check Yoke Sleeve Screws on 2MS-156 
WR 050848 Check Yoke Sleeve Screws on 2MS-155 
WR 056510A Lubrication of U-1 TDEFWP (Annual Lubrication) 

No violations or deviations were identified.  

5. Resident Action Item 88-01, Drawing.System Verification (71710)
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Regional Office Notice (RON) No. 2203 dated January 3, 1989, identified 
Resident Action Item 88-01 which was to be performed to determine 
conditions of a licensee's drawing system. 'The following section 
addresses the findings by the resident inspectors using the guidance 
contained in this RON.  

The inspector selected a sample totaling approximately 110 drawings from 
each of the Unit 1, 2 and 3 control rooms. Since the Technical Support 
Center (TSC) is adjacent to the control rooms, all drawings need by TSC 
personnel would be those maintained in the control room areas. This 
sample indicated all documents were the latest revisions except for one 
recent change which was in the possession of the operations document 
custodian who had not had time to upgrade that package of changes. All 
drawings were legible although several were poor quality (but still 
readable). Several concerns were identified during the inspectors review.  
These were: 

- When a nuclear station modification (NSM) is being made to a system 
an "interim as-built" drawing is issued. The control copy of the 
drawing (latest revision) is stamped to identify the NSM, but the 
interim as-built drawings are placed in a separate notebook in the 
control drawing. area. This causes the operators to use two (or 
possibly more) drawings of the same system when required for various 
evaluations.  

- A second potential problem associated with this system is that 
several NSM's are identified on an old system of drawings (i.e. P.O.  
drawings). The drawings used at the site at this time are OFD 
(Oconee Flow Diagrams) and were generated from the original P.O.  
drawings. These drawings a very different in appearance. Since some 
NSM's are identified on old P.O. type drawings, it is very difficult 
for the operators to determine quickly what the change does when they 
apply the change to the existing flow diagram.  

- The third concern is.associated with the length of time that the NSM 
is open for a particular drawing. Several documents reviewed had 
NSM's open from as early as May 1984. This is due to the NSM being 
only partially complete and the licensee's system holds the NSM 
drawing change open pending full completion of the NSM.  

The inspector discussed with operations personnel what documents and 
drawings were required for operations and emergencies. A review was made 
and all documents discussed were readily available, were in a controlled 
system and in the control room areas. Since .these documents are 
controlled and maintained by an individual with that responsibility, there 
appears to be no potential for the drawings to interfere with decision 
making other than the concerns expressed above. In general, the changes 
on a drawing are identified on the drawing such that the revised portion 
of the drawing is readily apparent.
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Station Directive 2.1.1, "Document Control," dated 06/17/87, defines the 
program implemented at the station to assure documents are current and 
maintained to support operations. There are no priorities specified in 
this directive. Periodic audits of all locations receiving controlled 
documents are conducted by the administrative organization every two 
months on a random selection basis. The audits are to determine if all 
required drawings'are present and current revisions are correct.  

Users of documents are charged with the responsibility to take action if a 
document contains discrepancies. When a discrepancy is identified a 
Station Problem Report (SPR) is generated. This SPR is sent to the 
Project Services group for evaluation. In the operations area, one 
individual is assigned as a focal point for this action. He reviews the 
deficiency, conducts an independent assessment and develops the SPR and 
assures followup. If an activity is needed for day to day knowledge of 
the operations personnel, he also assures that this information is 
identified through a memo or through the use of the shift operators 
turnover sheets. Procedures exist that specify prior to returning a 
modified system to service or the turnover of a modification the following 
items must be completed: verification activities, post-modification 
testing, personnel training, procedure revisions and interim drawings 
distributed.  

A walkdown was performed of a Unit 3 electrical drawing and a Unit 2 
piping diagram. The electrical drawing reviewed was 0-2703-D Rev. 27, One 
Line Diagram Station Auxiliary Circuits 608/208V. The following 
discrepancies were noted: 

- On panel No. 3XL 600v MCC - Drawing identifies a load as "Unit 3 LP 
Coolers Electric Hoist" (There was no label on the breaker cabinet).  

- On panel No. 3XO 208v MCC - Drawing identifies a load as "Return Line 
Penetration Block Valve 3C P-3" -. (The label on the breaker cabinet 
identifies load as 3LP-3).  

- On panel No. 3XO 208v MCC -, Drawing identifies a load as "3 RC-1" 
(There is no label for this load).  

- On panel No. 3XO 600v MCC - Drawing identifies a load as "Waste 
Shipping Area 7.5KW heaters" (The label indicates this breaker 
cabinet is a SPARE and the breaker.is open).  

The Unit 2 piping drawing selected was OFD 121D-2.1 Rev. 4, Flow diagram 
of Emergency Feedwater System. The following discrepancies were noted 
during this walkdown: 

- Pipe caps were missing from the following pipe ends downstream of 
vent or drain valves 2FDW-394, 2FDW-393, 2FDW-401, 2FDW-402, 
2FDW-398, 2FDW-399, 2FDW-90, 2FDW-396, 2FDW-386 and 2FDW-404.
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- There were hose couplings connected to the piping downstream of drain 
valves 2FDW-403 and 2FDW-377.  

Valve label missing from check valve 2FDW-99.  

- Several instruments did not have identification labels attached 

(2FDWPT-0060 and 2FDWPG-0520).  

The deficiencies listed above were provided to the licensee for 

appropriate action.  

There have been several recent issues that were raised concerning drawing 
discrepancies and configuration control as detailed in NRC IR 

50-269,270,287/88-13 and 50-269,270,287/88-17. A management meeting was 
conducted on June 7, -1988, to discuss, in part, this issue. Corrective 

actions taken by the licensee are discussed in NRC IR 50-269,270,287/88-15 

and 88-28.  

No violations or deviations were identified.  

6. Babcock and Wilcox Owners Group (BWOG) Plant Reassessment Program 

The licensee is making good progress on the review and implementation of 

the BWOG recommendations identified in BAW-1919 "Trip Reduction and 
Transient Response Improvements Program." As of December 1988 in the Trip 
Reduction/Transient Response Improvement Program, the licensee has closed 

163 recommendations and 37 additional recommendations are in the process 
of being implemented. The remaining 28 are being evaluated to determine 
if the recommendation will be implemented. In the Post Safety and 
Performance Improvement Program, the licensee has closed one out of four 
of the recommendations and the BWOG has not provided the remaining three 
reports to DPC to be evaluated. . In the area of Availability Improvement 
Recommendations, the licensee has closed 26 of 57 with 4 additional items 
being implemented and 3 more being evaluated. Information for the 
remaining 24 has 'not been received from the BWOG. In the Economic Benefit 
Recommendation area there was only one recommendation and it has been 
closed. In the area of Safety and Regulatory Commitment Recommendations 
there were only four recommendations and they have all been closed.  

No violations or deviations were identified.  

7. Inspection of Open Items (92700) 

The following open items are being closed based on review of licensee 

reports, inspection, record review, and discussions with licensee 
personnel, as appropriate: 

a. (Closed) LER 269/88-01: Technical Specification Violations Due To 
Missed ASME Section. XI Testing Resulting From Management Deficiency.  
This LER was submitted March 4, 1988 and described a situation where 
a stroke test was not performed upon completion of required
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maintenance due to a failure to properly implement the station work 

request program. The corrective actions associated with this have 

been completed. The inspectors reviewed the actions taken and have 

monitored this area on a sampling basis to determine if the correc,
tive action was adequate. Based on this review, this item is closed.  

b. (Closed) LER 269/88-06, Rev. 1: Inadequate Design Analysis of the 
High Pressure Injection System in the Emergency Core Cooling System 
Sump Recirculation Mode. This item was submitted in correspondence 
dated September 9,.1988. Since it is also the subject of violation 
50-269,270,287/88-25-01, this LER is being closed for administrative 
purposes and corrective actions will *be addressed during followup of 
the violation.  

C. (Closed) LER 269/88-07: Technical Specification Violation Due To 
Missed Firewatches Resulting From Personnel Error and Management 
Deficiency. This LER was submitted by correspondence dated July 6, 
1988. This item is also the subject of violation 50-269,270, 
287/88-13-01. This LER is being closed for administrative purposes 
and corrective actions associated with this LER will be reviewed 
during followup of violation 88-13-01.  

d. (Closed) LER.269/88-13: Emergency Backup Power Via Lee Gas Turbines 
Found To Be Unacceptable In Certain Accident Scenarios Due To A 
Design Deficiency. This LER was submitted in correspondence dated 
November 16, 1988. This item is also the subject of violation 
50-269,270,287/88-34-01. This LER is being closed for administrative 
purposes and the actions taken in response to the violation and-the 
LER will be reviewed during a subsequent inspection.  

e. (Closed) LER 269/88-14: Sliding Links Discovered Open Due To 
Management Deficiency. This LER was submitted January 9, 1989, and 
is followup of a concern identified during the NRC Quality Assurance 
Inspection performed in. May of 1987. The corrective actions 
associated with this LER will *be reviewed as part of the followup of 
Unresolved Item 50-269,270,287/88-13-06. This LER is closed ford r 
administrative purposes.  

f. (Closed) LER 269/89-03: Reactor Building Cooling Units Inoperable 
Due To Management Deficiency. This item is being closed for 
administrative purposes. Violation 269,270,287/88-35-01: 
Inoperability of RBCU Dropout Plates, will be used to track and 
determine the licensees actions taken to address this problem.  

g. (Open) LER 270/89-01: Violation of Emergency Power Technical 
Specifications Due 'To Management Deficiency and Defective Procedure.  
This LER was submitted in correspondence dated February 16, 1989 and 
identified two cases where inadequate procedures caused improper 
lineup of the emergency power system and one case where deficient 
supervision caused the electrical distribution system to be placed in 
an unanalyzed condition. The discovery of these conditions occurred



when an alert control room operator expressed concern to his 
supervisor .that the power system lineup was in violation of TS. Upon 
investigation, the licensee identified the cases identified above as 
periods when the TS was- violated. The inspector reviewed these 
findings and discussed the events with various operations personnel.  
For the event identified as deficient supervision, the LER states 
that a test was being performed testing the ability to quickly and 
effectively power up the 1B High Pressure Injection (HPI) pump motor 
from the Auxiliary Service Water Pump (ASWP) Switchgear. The 
licensee was requested to provide the test procedure to the inspector 
for review. He was informed that a specific test procedure did not 
exist. The intent of the test was to take excerpts from two existing 
procedures and determine if the actions could be readily 
accomplished.. The inspector reviewed the two procedures and 
identified that the operator was expected to use only one page from a 
29 page document and that the one page could not be followed in a 
step-by-step fashion. No prerequisites or precautions were 
identified and no initial plant or system conditions were identified.  
The motor on HPI 1B had been disconnected from the pump. This 
information *was known by the operator but no guidance, other than 
verbal, was provided as to the parameters to be monitored to insure 
the motor was operating correctly.. The second procedure to be used 
was associated with the electrical system lineup, but since the 
evolution was performed by verbal directions, the unit supervisor did 
not use the procedure to align the electric plant and as a result the 
electric plant lineup resulted in placing the plant in an unanalyzed 
electrical power configuration. It is recognized that if he had used 
the procedure it would have still been a third example of the 
violation of the TS associated with the emergency power system.  
Although the electrical lineup procedure was inadequate, manual 
operation could have been taken in case of an emergency to provide 
power to the systems if called upon. In the event caused by the lack 
of a test procedure and the supervisors error the consequences of a 
casualty occurring during this period is not known although 
probability of the scenario that would occur is extremely small. The 
Administrative Policy Manual Section 3.2.3.3 states that testing 
associated with QA Condition 1 systems and components shall be 
performed in accordance with written procedures. The lack- of a 
written procedure to power the HPI pump motor from the ASWP 
switchgear under the existing plant conditions. constitutes a 
violation 50-269/89-08-02: Performance of Testing Without Using an 
Approved Written Procedure. It is the opinion of the inspector that 
had a procedure been provided to the unit supervisor this occurrence 
would not have happened. Normally it is the policy of operations 
personnel to utilize approved procedures when conducting evolutions.  

h. (Closed) LER 270/89-03: Turbine/Reactor Trip Due To Unknown Cause.  
This trip occurred:on February 5, 1989 and was reported in corre
spondence dated March 7, 1989.. There was no cause found for this 
trip although the Master Trip Solenoid test switch was the most 
probable cause and replaced. The switch was inspected following
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removal and no problems were identified. The new test switch was 
operated numerous times and the failure could not be duplicated. The 
plant has returned to power with no additional problems attributed to 
this circuitry. Based on this review this item is closed.  

i. (Closed) LER 287/88-01: Low Pressure Injection System Declared 
Inoperable Due To A Management Deficiency. This report occurred due 
to the licensee performing lubrication on each of the Low Pressure 
Injection pumps without performing functional testing following each 
individual pumps lubrication. As a result all three pumps were 
declared inoperable. The root cause of this deficiency was that 
management did not provide adequate administrative guidance to assure 

. the required testing was performed prior to removing another pump 
from service and clarification as to the inoperability of a pump when 
removed from service for lubrication purposes-only.. The corrective 
actions specified in the LER have been reviewed by the inspector and 
based on this review this item is closed.  

j. (Closed) LER 287/88-04: A Unit 3 Load Shed And Subsequent Keowee 
Hydro Generator Emergency Start Occurred As A Result of A Defective 
Procedure. This was a voluntary LER submitted October 21, 1988. The 
inspectors have reviewed the corrective actions taken and consider 
this item closed.  

k. (Closed) Inspector Followup Item 50-270,287/87-51-02: Completion of 
NSM 22662 and 32662. This.item was concerned with overpressurization 
of the steam supply line to the Emergency Feedwater Pump Turbine if 
the steam supply valve should fail. The licensee has increased the 
pressure rating of the piping-based on engineering analysis and also 
completed modifications to install steam traps in the lines rated for 
higher pressures than the previous traps. The modifications have now 
been completed on all three units. Based on this review, this item 
is closed.  

One violation was identified.  

8. Exit Interview (30703) 

The inspection scope and findings were summarized on March 17, 1989, 
with those persons indicated in paragraph 1 above. *The following items 
were discussed in detail: 

Item Number Status Description/Reference Paragraph 

LER 269/88-01 Closed Technical Specification 
Violations Due To Missed ASME 
Section XI Testing Resulting From 
Management Deficiency 

LER 269/88-06, Rev. 1 Closed Inadequate Design Analysis Of The
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High Pressure Injection System In 
The Emergency Core Cooling System 
Sump Recirculation Mode 

LER 269/88-07 Closed Technical Specification Violation 
Due To Missed Firewatches 
Resulting From Personnel Error and 
Management Deficiency 

LER 269/88-13 Closed Emergency Backup Power Via Lee 
Gas Turbines Found To. Be 
Unacceptable In Certain Accident 
Scenarios Due To A Design 
Deficiency 

LER 269/88-14 Closed Sliding Links Discovered Open Due 
To Management Deficiency 

LER 269/89-03 Closed Reactor Building Cooling Units 
Inoperable Due To Management 
Deficiency 

LER 270/89-01, Open Violation of Emergency Power 
Technical Specifications Due To 
Management Deficiency and 
Defective Procedure 

LER 270/89-03 Closed Turbine/Reactor. Trip Due To 
Unknown Cause 

LER 287/88-01 Closed Low Pressure Injection System 
Declared Inoperable Due To A 
Management Deficiency 

LER 287/88-04 Closed A Unit 3 Load Shed and Subsequent 
Keowee Hydro Generator Emergency 
Start Occurred As A Result Of A 
Defective Procedure 

IFI 270,287/87-51-02 Closed Completion of NSM 22662 and 32662 

LIV 269,270,287/89-08-03 Closed Single Failure Deficiency of a 
Functional Unit of EPSL 

IFI 269,270,287/89-08-01 Open Controls and Guidance Used by 
Operators for Use of Valve 
Operator Aids 

VIO 269/89-08-02 Open Performance of Testing Without.  
Using an approved Test Procedure


