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DETAILS

1.0 Introduction and Overview

1. 1 NRC Staff Activities

The purpose of this inspection was to assess licensee activities in
different operational modes as it related to reactor safety and
worker radiation protection for Susquehanna Steam Electric Station
Units 1 and 2. Mithin each area, the inspectors documented the
specific purpose of the area under review, s'cope of inspection activ-
ities and findings, along with appropriate conclusions. This assess-
ment is based on actual observation of licensee activities, inter-
views with licensee personnel, measurement of radiation levels, or
independent calculation and selective review of applicable documents.

Unit 1 operated at or near full power throughout the inspection
period. Scheduled power reductions were conducted during the period
for control rod pattern adjustments, surveillance testing, and
scheduled maintenance. Three Reactor Mater Cleanup System (RWCU)
automatic isolations occurred during the period. .These are discussed
in Detail 2.2.

Unit 2 entered the inspection period in Hot Standby in order to
replace two broken U-Bolts on a main steam line hanger. Startup
recommenced on July 4, with the generator being synchronized to the
grid at 9:40 p.m. on July 5. Power ascension continued with 100
percent full power being achieved on July 10. The unit continued to
operate at or near full power throughout the remainder of the period.
Five RWCU automatic isolations occurred during the period. These are
di scussed in Detail 2.3.

1.4 Persons Contacted

During the course of the inspection, the inspector interviewed, di s-
cussed issues, and received information from various licensee
employees.

Listed below are the senior people and/or those individuals who sup-
plied substantive information. Members who attended the exit inter-
view on August 17, 1988 are indicated by an asterisk;



" J. Blakeslee, Assistant Superintendent of Plant, SSES
* F. Butler, Supervisor of Maintenance" R. Byram, Superintendent of Plant, SSES
* T. Dalpiaz, Supervisor of Technical Support

J. Doxsey, Reactor Engineering Supervisor
A. Dominguez, Senior Results Engineer, Operations" E. Figard, Supervisor of I8C/Computer
J. Graham, Assistant Manager', NgA — Operations" D. Klinger, Installation Engineering Group Supervisor

* F. Malek, Personnel and Administration Supervisor
T. Markowski, Day Shift Supervisor
D. McGann, Compliance Engineer

",T. Nork, Plant Engineering Group Supervisor
H; Riley, Supervisor of Health Physics/Chemistry

* D. Roth, Senior Compliance Engineer" R. Stotler, Supervisor of Security

2.0 Routine Periodic Ins ections

e of Review

The NRC resident inspectors periodically inspected the facility to
determine the licensee's compliance with the general operating
requirements of Section 6 of the Technical Specifications (TS) in the
following areas:

review of selected plant parameters for abnormal trends;

plant status from a maintenance/modification viewpoint, includ-
ing plant housekeeping and fire protection measures;

control of ongoing and special evolutions, including control
room personnel awareness of these evolutions;

control of documents, including log keeping practices;

implementation of radiological controls;

implementation of the security plan, including access control,
boundary integrity, and badging practices;

control room operations during regular and backshift hours,
including frequent observation of activities in progress, and
periodic reviews of selected sections of the unit supervisor's
log and control room operator's log and other control room daily
logs;



followup items on activities that could affect plant safety or
impact plant operations;

areas outside the control room; and,

selected licensee planning meetings.

Also, the inspectors reviewed specific events in more detail as
described in the sections that follow.

.2.2 Reactor Water Cleanu RWCU S stem Isolations — Unit 1

Three RWCU System automatic isolations occurred in Unit 1 during the
inspection period as follows:

On July 16, a lightning strike caused a power transfer of Unit 1

Division I loads from startup transformer T-10 to the Unit 2 startup
transformer T-20 per design. However, the momentary power loss caused
a voltage dip resulting in a Division 1 isolation of reactor building
ventilation zones 1 and 3, a reactor water cleanup system (RWCU)
isolation, loss of the "A" channel of the reactor protection system,
and actuation of the standby 'gas treatment and control room emergency
outside air supply systems. As a result of the tripping of several
chi llers and outside temperatures being high due to a meterological
heat wave, the temperatures in the RWCU increased to the point where
actual high room temperatures generated isolations of RWCU in both
units. The licensee returned T-10 to service within a few minutes
and reset those systems that were affected. Room cooling was re-,
established and the isolation signals were cleared by temperature
immediately dropping below the setpoint. RWCU systems for both plants
were placed back in service within one hour of the isolation. Actual
temperatures did not exceed the design high room temperature limit
(118.3 degrees Fahrenheit (F)) for either unit.

On July 18, a RWCU leak detection Division II high temperature isola-
tion signal was received and the RWCU outboard isolation valve (F004)
closed and the RWCU pumps tripped. Upon investigation by the licen-
see, it was determined that an actual high room temperature of 108
degrees F existed due to continuing high outside temperatures. Since
the trip setpoi.nt of 105 degrees F was lower. than that allowed by the
unit's technical specifications '(118.3 degrees F), the setpoint was
readjusted to 116.5 degrees F in order to permit higher room tempera-
tures. The RWCU system was returned to service later that day.

On August 7, a Division I RWCU isolation occurred when a RWCU filter/
demineralizer room high differential temperature (dT) signal was
received. As a result, the inboard isolation valve (F001) closed and
the RWCU pumps tripped. Upon investigation by the licensee, it was
determined that a dT greater than 31 degrees F, the trip setpoint,
existed. Investigation by the licensee determined that two days prior



to the isolation, the licensee had repositioned ventilation dampers
in this room in an attempt to direct more air flow to this room. The
increase in air flow caused the supply air temperature to respond
faster than the actual room temperature. Because of this fact, on
August 7, 1988, when the outside temperature decreased significantly
the dT increased to the trip setpoint. Following this isolation, the
licensee repositioned the dampers to alleviate unnecessary isolations
of the system. The system was restored to service later that day.

The inspector discussed the, above events with the licensee, verified
their immediate actions and considered them acceptable:for the situa-
tions involved. The inspector also verified proper system response
to the isolation signals'he setpoint change for the July 18 event
is presently a temporary change until the licensee completes an
engineering evaluation which will address both the new setpoint and
the location of the temperature elements. Because of the number of
equipment challenges, the inspector discussed his concerns associated
with the increase in the risk of equipment failure because of the
existence of high temperatures in these rooms. The licensee
acknowledged the concern and stated the problem was under review by
Nuclear Plant Engineering. The inspector stated that the licensee's
final corrective actions to prevent recurrence will be reviewed when
the licensee submits the licensee event reports.

2.3 Reactor Water Cleanu S stem RWCU Isolation-Unit 2

Five RWCU system automatic isolations occurred during the, inspection
period as follows:

On July 6, a Division I RWCU.-isolation occurred when Unit 1 operators
started the 1A Residual Heat Removal (RHR) pump. This resulted in the
RWCU inboard isolation valve (F001) closing and the RWCU pumps stop-
ping. Upon investigation by the licensee, it was determined that the
Unit 1 A RHR Pump start caused a temporary voltage transient

result-'ng

in the temperature switch failure and thus actuation of the iso-
lation system. In addition, a packing leak on the filter/deminera-
lizer bypass valve (F104) had developed in the same time frame. The
steam leak appeared too small to cause, by itself, an isolation
signal, however. Because the outside ambient temperature was high
due a heat wave, the room temperature before the leak occurred was
close to the trip setpoint. The increase in heat load from the steam
leak caused the temperature to reach the trip setpoint after the lA
RHR pump was started. Actual temperature in the room was close to
(i.e., within allowable tolerance range) of the trip setpoint of 101
degrees F. The RWCU system remained isolated until repairs to the
F104 valve were completed and the temperature switch was
recalibrated.



On July 12, a Division I RWCU isolation occurred when a RWCU leak
detection high temperature isolation signal was received. This
resulted in the RWCU inboard isolation valve (F001) closing and the
RWCU pumps stopping. Upon investigation by the licensee, it was
determined that an actual high room temperature of 107 degrees F
existed due to continuing high outside temperatures. In order to
allow for higher room temperatures, the setpoint was readjusted up to
116 degrees F but still lower than allowed by the unit's technical
specifications ( 118.3 degrees F). The RWCU system was returned to
service later that day.

On July 16, a Division I isolation of the RWCU System occur red on a
high room temperature. This resulted from a lightning strike of the
Unit 1 startup transformer and is discussed in Detail 2.2.

On July 19, a Division II RWCU leak detection high temperature isola-
tion signal was received and the RWCU outboard isolation valve (F004)
closed and 'system pumps stopped. Upon investigation by the licensee,it was determined that a high room temperature of 114 degrees F
existed due to continuing high outside ambient temperatures. The
licensee determined that the Division II temperature switch new set-
point (set at 116 degrees F on July 12, 1988) had drifted down to 109
degrees F. This isolation was concurrent with the start of the Unit 1
B RHR pump. The licensee commenced an evaluation to determine the
causal link between the starting of a large pump on the same power
supply which resulted in an isolation of the RWCU system. The RWCU

system was unisolated and returned to service shortly thereafter.

On July 21, a Division I RWCU leak detection high temperature isola-
tion signal was received and the RWCU inboard isolation valve (F001)
closed along with the system pumps stopping. The isolation occurred
during the start of the Unit 1 A emergency service water (ESW) pump.
This isolation occurred although the room temperature was 114 degrees
F, and the setpoint of the temperature switch was at 115 degrees F.
The licensee readjusted the setpoint back to 116.5 degrees F, reset
the isolation signal and returned RWCU system to ,service shortly
thereafter.

As a result of the isolations in Unit 2 in conjunction with an RHR/
ESW pump start in Unit 1, the licensee performed an evaluation to
determine a correlation between starting a pump in Unit 1 and actua-
tion of the temperature switch in Unit 2. A visicorder was installed
to monitor instrument power to the Division I and II modules to
record any unusual voltage transient occurring during RHR pump
starts. Also several Riley temperature modules were removed for
bench testing to determine their susceptibility to voltage trans-

„ ients. It was determined that the Riley modules are powered from the
same ESS Buses as the RHR and ESW pumps and that a 14 volt peak-to-
peak power transient lasting 2. 1 seconds occurs when an RHR pump is
started. This voltage transient is considered normal and within the



design for plant instrument A.C. electrical distribution voltage
droop and voltage recovery during large induction motor pump starts.
Bench testing of the Riley modules determined that they are sensitive
to small voltage transients, causing them to actuate, when the tem-
perature sensed is within a few degrees of setpoint. Design of the
RWCU isolation logic has a time delay incorporated to alleviate
spurious trips due to voltage spikes in the power supply voltage.
However, bench testing of the new Riley Modules determined that the
temperature switches will not clear the isolation signal within the 1
second time delay if the temperature sensed is a few degrees below
the setpoint. If the sensed temperature is well below the trip set-
point temperature the switches tested will reset within the one
second time delay and no- isolation will occur. Isolations of a
similar nature were not occurring in Unit 1 since the Riley modules
in place in Unit 2 were of a newer design and had just been replaced
during the Unit 2 refueling outage which ended in June. The licensee
subsequently replaced these modules with the modules previously
removed since testing revealed that they are not as sensitive to
these voltage transients.

During discussions with plant staff on these events, the inspector
questioned the licensee to determine if they had eva'luated other
systems for the same or similar problems. The licensee stated that
they were in the process of such a review and had identified a wiring
problem in conjunction with the Riley temperature modules on the main
steam pipe tunnel differential temperature (dT) system rendering
their isolation function inoperable. The problem identified involved
the miswiring of inputs to the Riley Nodules causing the modules to
always see a zero dT. This problem is reviewed and discussed in
special inspection 50-387/88-15; 50-388/88-18 conducted on July 27 to
August 4, 1988.

Although the RWCU isolation functioned as required, the inspector
expressed concern to the licensee on the frequency of challenges to
this safety function. The licensee acknowledged the inspector's con-
cern and stated that in addition to replacing the Riley modules in
Unit 2 and raising the trip setpoints in both units, they are at-
tempting to adjust ventilation and cooling in order to prevent tem-
peratures from approaching the trip setpoint. As in Unit 1, the
increased setpoints are considered temporary until the licensee
completes their evaluation.

The inspector verified proper system responses to the isolation
signals and the licensee's immediate corrective actions for the above
events and considers them acceptable for the situations involved.
Corrective actions to prevent a recurrence will be reviewed when the
licensee submits the followup licensee event reports. The inspector
had no further questions at this time.



3.0 Surveillance and Maintenance Activities

On a sampling basis, the inspector, selected several surveillance and
maintenance activities to ensure that specific programmatic elements
described below were being met. Details of this review are documented in
the following sections.

3. 1 Surveillance Observations

The inspector ob'served the performance of surveillance and special
tests to determine that: the test procedure conformed to Technical
Specification requi rements; administrative approvals and tagouts were
obtained before initiating the test; testing was accomplished by
qualified personnel in accordance with an approved procedure; test
instrumentation was calibrated; limiting conditions for operations
were met; test data was accurate and complete; removal and restora-
tion of the affected components was properly accomplished;'est
results met Technical Specification and procedural requirements;
deficiencies noted were reviewed and appropriately resolved; and the
surveillance was completed at the required frequency.

These observations included:

S0-024-014, "Monthly Diesel Generator E Operability Test",
Revision 2, performed on August 10, 1988.

SI-183-322, quarterly Calibration of ADS Timers B21-K5A and K5B,
performed on July 15, 1988.

No unacceptable conditions were identified.

3.2 Maintenance Observations

The inspector observed portions of selected maintenance activities to
determine that the work was conducted in accordance with approved
procedures, regulatory guides, Technical Specifications, and industry
codes or standards. The following items were considered during this
review: Limiting Conditions for Operation were met while components
or systems were removed from service; required administrative
approvals were obtained prior to initiating the work; activities were
accomplished using approved procedures and gC hold points were estab-

lishedd

where required; functional testing was performed prior to
declaring the particular component(s) operable; activities were ac-

complishedd

by qualified personnel; radiological controls were imple-
mented; fire protection controls were implemented; and the equipment
was verified to be properly returned to service.



These observations included:

The inspector witnessed portions of the post-maintenance vibra-
tion testing of RHR Service, Water pump 2P506A performed under
Work Authorization (MA) V73340, on August 11, 1988.

The inspector witnessed portions of the non-destructive examina-
tion (NDE) hardness testing of Unit 2 RHR System 20-inch flanges
on pipe sppol assemblies HRC-214-lA and HRC-214-2A per work
authorizations WA. V84029 and WA V84032, performed on
July 26, 1988.

The inspector witnessed portions of the investigation of main
steam pipe tunnel differential temperature sensor orientation,
including measuring and relanding the temperature element (TE)
leads on correct terminals performed under WA S87209 on
July 27, 1988.

The inspector witnessed portions of the 'E'mergency diesel
generator main, connecting rod, and thrust bearing checks per-
formed under NT-024-006 on August 4, 1988.

No unacceptable conditions were identified.

4.0 Licensee Re orts

4 ' In-Office Review of Licensee Event Re orts

The inspector reviewed LERs submitted to the NRC to verify that
details of the event were clearly reported, including the accuracy of
description of the cause and adequacy of corrective action. The
inspector determined whether further information was required from
the licensee, whether generic implications were involved, and whether'he event warranted onsite followup. The following LERs were
reviewed:

Unit 1

88-010-00 Reactor Scram Initiated By Ground Fault on 500 KY Trans-
mission Line

88-011-00 Unanticipated ESF Actuation Caused By Spurious Shutdown
Cooling Signal

88-012-00 Unanticipated ESF Actuation Due To Lifting of Mire in Wrong
Panel

88-014-00 Lightning Strike Causes Unplanned ESF Actuations





Unit 2

88-010-00 Delaminating Foil on Insulation in Primary Containment

88-011-00 Late Firewatch Rounds

88-012-00 Reactor Water Cleanup System Isolations Concurrent With
Large Induction Motor Starts

88-013-00 Reactor Water Cleanup System Division I Isolation on Pene-
tration Room H gh Temperature.

The above'ERs were found acceptable.

4.2 Review of Periodic and S ecial Re orts

Upon receipt, periodic and special reports submitted by the licensee
were reviewed by the inspector. The reports were reviewed to deter-
mine that they included the required information; that test results
and/or supporting information were consistent with design predictions
and performance specifications; that planned corrective action was
adequate for resolution of identified problems; and whether any
information in the report should be classified as an abnormal occur-
rence.

The following reports were reviewed:

Monthly Operating Report - June, 1988, dated July 14, 1988

Special Report on Control Rod Drive Mechanism Flange Bolt Cor-
rosion (PLA 3062), dated July 21, 1988.

Based on a review by the regional and resident inspectors, the
special report was incomplete in the areas addressing the effects of
lubricants on the bolts and the description of the bolt manufacturing
process. This was discussed with the licensee at the exit meeting.
The licensee agreed to submit a description of the manufacturing
process and a description of lubricants used in installation of the
bolts.

5.0 Ino erable Doors in Unit 1 Reactor Bui ldin

On August 2, 1988, during a tour of the unit 1 reactor building, the
inspector identified that fire door No. 109 on elevation 670 and venti la-
tion zone barrier door No. I-606 on elevation 779 were inoperable. Both
doors had the handles removed and the latch mechanisms taped over to pre-
vent them from engaging the recess in the door frames. A rope was passed
through where the door handles h'ad been removed to allow opening of the
doors. The inspector noted that no deficiency tag had been attached to
either door and that the licensee management staff was unaware of the
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condition of the doors. Following notification by the inspector, the
licensee immediately issued work authorizations to repair both doors. The
inspector verified that the second door to the ventilation zone barrier
was operable, thus Technical Specification 3.6.5. 1. concerning secondary
containment integrity was met. The inspector noted that the fire door was
not included on the operations daily surveillance procedure list for fire
doors and requested documentation from the licensee to verify that this
door was not a technical specification required fire door. The licensee
provided the inspector with a copy of their Appendix R required fire doors
list which did not include the door in question. Additionally, the
inspector reviewed the plant layout drawing depicting the Unit 1 reactor
building designated fire zones and verified that fire door No. 109 was not
a fire zone door.

Although neither inoperable door constituted a technical specification
violation, the inspector noted an apparent problem maintaining doors in an
operable state. The licensee agreed that a door hardware problem exists
and stated that they have commenced an evaluation to determine the extent
of the problem and to identify potential hardware upgrades. The inspector
considered the licensee's handling of the situation appropriate and had no
further questions on the subject at this time.

6.0 Sulfuric Acid Line Break

On August 7, 1988, an apparent acid injection line break was discovered in
the 3-inch line to the Unit 1 cooling tower when an area of ground in the
protected area above the line was found to be saturated with acid. An
estimated 3,300 gallons of acid was discharged from the sulfuric acid tank
over the previous several days prior to the line being isolated. It is
believed that most of the acid flowed out the break. The acid entered the
storm drains on site and from there flowed into a retention pond outside
the protected area. The retention pond releases water to a larger pond
(Lake Tookawhile) offsite before being discharged to the Susquehanna,
River. Samples taken by the licensee identified levels with a ph of 1.0
in the ground near the break and in two manholes containing electrical
cabling; however, the cabling was determined to not be safety related.
Samples of the retention pond showed a ph of 3.5 prior to the addition of
sodium carbonate, Samples taken of Lake Tookawhile exhibited no acidity
and therefore it is believed that no acid reached the river. The licensee
has excavated around the break to accomplish repairs and treat the affec-
ted soil in the immediate vicinity of the break. The licensee promptly
notified the appropriate state environmental agencies and issued a press
release.

The inspector inspected the area of the pipe break and excavation and dis-
cussed the event with the licensee and determined that no safety related
systems had been affected.



7.0 Followu on Previous Ins ection Findin s

7.1 Closed Unresolved Item 388/85-10-01: Startu Test Exce tions

In March 1985, as part of an inspection of the Unit 2 startup test
program, the inspector reviewed 46 of the licensee's startup test
exception reports and determined, that ten test exceptions required
additional analysis by the licensee to close out. These included:
lack of verification of offgas .flows, wrong recirculation valve wired
into the remote shutdown panel, LPRMs not within allowable tolerances
in indication, cause of a failed spring can, recirculation flow
coastdown too slow, and piping .supports which do not meet the FSAR
criteria.

The inspector reviewed the licensee's nonconformance report and dis-
position of each of the ten test exceptions and found the licensee's
actions acceptable for close out of this item.

7.2 Closed Violation 388/86-04-02 : Scram Dischar e Volume
Discre ancies

In April 1986, the inspectors identified a number of discrepancies
with the Unit 2 Scram Discharge Volume (SDV) Check Off List and draw-
ings. Administrative procedure AD-QA-302, System Status and Equipment
control, states that root valves that supply safety related instru-
mentation will be locked open. However, during a walkdown of the
Unit 2 system, four root valves (247155 A, B, C, and D) were found„
not locked open as required. In addition, the associated check off
list COL-255-0012, Unit 2 Control Rod Drive Hydraulic System Mech-
anical, listed these valves as open rather than locked open. The
system's drawing, M-2147, showed that these isolation valves were
locked closed while they should 'be locked open.

The licensee responded to the violation on June 5, 1986 (PLA-2656).
The corrective actions taken included revision to COL-255-0012 to
indicate "Locked Open" as the normal position for valves 247F155 A,
B, C and D. Locking devices were installed on valves 247F155 A, B,
C and D and a Drawing Change Notice was prepared to correctly show
these valves as normally being "Locked Open". Additionally, the
licensee conducted training on the requirements for locking valves
Procedure AD-QA-302, to those individuals assigned to procedure
preparation.

The inspector reviewed the revised COL, revised drawing and record of
training. In addition, the inspector verified that the valves in
question were in fact locked open. The inspector determined that the
licensee's corrective actions were adequate and considers this item
closed.
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7.3 Closed Ins ector Follow-u Item 388/84-15-02 : Resolve 0 en Test
Exce tions on the Li uid Radioactive Waste S stem

In March 1984, during an inspection of the liquid radioacti've waste
system, the inspector noted several open test exceptions for proced-
ure P269. 1A which the licensee stated would be resolved prior to
initial criticality.
The inspector verified that the open test exceptions for procedure
P269. 1A were resolved prior to initial criticality (September 6,
1984). He also reviewed design drawings P-33-7, Rev. 8 and P-34-7,,
Rev. 4 and verified that they reflected the as-built conditions of
the radioactive waste floor drains on the refueling deck. The
inspector determined that the licensees corrective actions were
adequate and considers this item closed.

7.4 Closed Unresolved Item 387/85-22-04 388/85-18-01 : Licensee
Actions to be Taken When Increased Off-Gas Levels are Detected

In July 1985, during a radiological safety inspection, the inspector
noted that no procedures were in place for initiation of reports for
increased off-gas levels at the steam jet air ejector and, for
restoration of the motive steam jet condenser discharge when noble
gas limits are exceeded.

The inspector reviewed the procedural changes made to Shiftly .Sur-

veillancee

Operating Log procedures S0-100-006, Revision 7 and SO-200-
006, Revision 8, dated September 22, 1987. The changes provide
direction to operations personnel to notify plant chemistry when
specific off-gas levels are reached. In addition, he reviewed plant
chemistry procedures which required increased off-gas sampling
analyses at specific levels of. increased off-gas release rates. The
inspector determined that the licensee's corrective actions were
adequate and considers this item closed.-

7.5 Closed Unresolved Item 387/85-31-01 : Licensee to Review the
Cause of Fuse Failures in the Reactor Protection S stem

In October 1985, a fuse blew to one of the four groups of Division I
scram pilot solenoid valves, causing the rod group to insert. The
resulting level transient caused a,full reactor scram on vessel level
since a Division II half-scram had already been inserted for routine
surveillance testing. Several previous occurrences of blown fuses to
the scram pilot solenoid valves had been documented. The inspector
considered this item unresolved until the licensee completed an
evaluation of the possible causes which would then be reviewed by the

'nspector.
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The licensee determined that the cause of the fuse failures in the
Reactor Protection System was most likely due to fuse heating, due
to fuse/fuse clip resistance, and fuse element creep due to fuse
design. To prevent a recurrence of the fuse failures, the licensee
approved and installed Plant Modification Request (PMR) No. 86-8016
to replace the existing fuse and fuse blocks with larger fuses and
fuse blocks.

The inspector reviewed PMR No. 86-8016, Safety Evaluation 86-8016 and
Licensee Event Report 85-030, which documented the details of the
reactor scram on October 28, 1985 caused by the blown fuses. The
inspector determined that the licensee's corrective actions were
adequate and considers this item closed.

7.6 Closed Unresolved Item 387/87-09-04 : Im ro er Tor ue Switch
Settin on Motor 0 crated HPCI Steam Su 1 Inboard Isolation Valve
HV-155 F002

In May 1987, the licensee determined that the torque switch setting
for the HPCI steam supply isolation valve (F002) had been improperly
set. The inspector determined that this item would remain unresolved
pending further NRC review of the cause of the improper setting and
completion of the licensee's corrective actions.

The licensee stated in Licensee Event Report 87-019 that the cause of
the incorrect torque switch setting on motor operated HPCI steam
supply isolation valve HV-155F002 was due to a mi'scommunication
between the plant worker performing the work and the job foreman.
Subsequent to the issuance of Region I inspection report 87-09, the
licensee was granted a Technical Specification amendment, dated
May 22, 1987, which allowed continued plant operation until the next
refueling outage with the improper torque switch setting. During the
Summer/Fall 1987 refueling outage, the torque switch setting was
reset to its proper value.

The inspector reviewed LER 87-09 and the contents of Significant
Operating Occurrence Report (SOOR) closure package ¹1-87-129. The
inspector concurs with the licensee's determination that the torque
switch missetting was an isolated event and considers this item
closed.

7.7 Closed Unresolved Item 387/87-12-02 : Secondar Containment
Ventilation Zones Crosstied

In August 1987, The licensee discovered that reactor building venti-
lation zones I and III had been cross-tied for approximately 10 days
in violation of Technical Specifications. The inspector considered
this item unresolved pending review of the results of the licensee's
investigation and the corrective actions taken.
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The licensee issued Licensee Event Report 87-025 on September 9, 1987,
detai ling their investigation into the cause for tPe crosstying of
the Zone I and Zone III ventilation systems.

The inspector reviewed LER 87-025 and SOOR closure package 1-87-215.
The inspector found the licensee's corrective actions adequate and
considers this item closed.

7.8 Closed Unresolved Item 387/87-18-02 : Inactive Status. SROs
Su ervisin Refuelin 0 erations

The licensee issued Licensee Event Report (LER) 87-036 on
December 23, 1987, detai ling the circumstances behind the assignment
of SROs with inactive licensees to the supervision of refueling
operations. The licensee stated that the assignment of the SROs to
refueling operations was consistent with practices and procedures
established during prior refueling'utages. However, the practice
was made unacceptable for the SROs with inactive licenses by the
revisions made to 10 CFR 55 on March 31, 1987. The SROs involved in
this incident were not aware of the revised requirements nor were
procedures adequate for. implementing the new requirements. The
licensee subsequently made changes to procedure OI-AD-044 regarding
the resumption of shift duties and conducted training for all
licensed operators to ensure that this event will not recur.

7.9

'The inspector reviewed procedure OI-AD-044, Revision 1 as well as LER
87-036. The inspector determined that the licensee's actions were
adequate and considers this item closed.

(Closed Ins ector Follow-u Item 387/85-09-02 : 0 eration of Fire
Protection Dam ers r

In March 1985, the inspector identified that there were self-actua-
ting fire protection dampers in the ducting between the standby gas
treatment system trains and the recirculation plenum in the Reactor
Building. Misoperation of these dampers could affect system opera-

bilityy.

At the time of the inspection, the licensee had been unable
to provide specific data regarding the design and operation of these
dampers. Subsequent review of this item by the inspector determined
that these dampers had not been inspected as required by the tech-
nical specification. This concern is being tracked under an out-
standing item (387/85-12-02, violation). Therefore, inspector fol-
lowup item 387/85-09-02 is closed administratively.
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7.10 U date Violation 388/85-12-02: Ins ection of Fire Dam ers

During a previous inspection, the inspector identified that the
safety-related fire dampers FPD-3-27-8-1SC, -2SC, -3SC and FPD-3-30-
8-1SC,had not been visually inspected as required in the Technical
Specifications (TS). The affected fire dampers are RUSKIN 1BD23A
self-actuating fire damper .assemblies in the ducting between the
standby gas treatment system trains and the recirculation plenum in
the Reactor Building. The surveillance procedures SM-113-009 and
SM-213-009 are used to implement TS 4.7.7. 1 which requires an 18
month visual inspection of all safety related fire dampers. It was
determined that fire dampers FPD-3-27-8-1SC, -2SC, -3SC and FPD-3-
30-8-1SC were inadvertently omitted from the surveillance procedures,

As an immediate corrective action, the licensee entered an appropri-
ate TS limiting condition for operation until the fire dampers were
inspected and found to be open, unobstructed and free of physical
damage. The inspector verified that the changes were made to the
surveillance procedures to add the omitted fire dampers. The inspec-
tor reviewed the completed surveillance procedures dated May 24, 1985
and May 7, 1985. In their response to the Notice of Violation dated
July 3, 1985, the licensee committed to walkdown all safety related
fire dampers with as-built drawings to assure that no additional
dampers were omitted from the surveillance procedures. The results
of the walkdown will be reviewed in 'conjunction with other licensee
,fire protection analyses in a future inspection,

On August 17, 1988, the inspector discussed the findings'f this inspec-
tion with station management. Based on NRC Region I review of this report
and discussions held with licensee representatives, it was determined that
this report does not contain information subject to 10 CFR 2.790 restric-
tions. At the conclusion, the licensee acknowledged the NRC findings and
did not disagree with the findings'r their characterization.


