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EXECUTIVE SUMMARY 

Dresden Nuclear Power Station, Unit 3 
NRC Inspection Report No. 50-249/9801 S(DRP) 

This special inspection involved a review of the events surrounding a Unit 3 scram from full 
power on April 9, 1998. This inspection was conducted from April 9 - 17, 1998. 

Operations 

• The inspectors concluded that the operator's action to close the high pressure coolant 
injection (HPCI) steam line isolation valve after the receipt of the HPCI drain pot high 
level alarm with reactor pressure vessel (RPV) level +60 inches medium range was 
appropriate. The licensee concluded the amount of water that entered the HPCI steam 
line after the Unit 3 scram would not have had a negative impact on the system had it 
been called upon under the specific conditions observed during this event. The 
inspectors considered this was reasonable. 

• The inspectors concluded that the operating crew was not effective in preventing RPV 
. water level from entering the HPCI steam line after the event. The combination of the 
nuclear station operator (NSO) circumventing the automatic operation of the feedwater 
level control system (FWLCS) for eight seconds, decay heat, reducing pressure when 
initiating the isolation condenser, control rod drive water addition, and the inability to 
reinitiate the reactor water clean up system in a timely manner all contributed to the high 
RPV water level. 

• The inspectors concluded that the expectation of the NSO, that the FWLCS would control 
automatically after the individual feedwater regulating valve controllers were placed in 
manual and then back in auto, indicated a training weakness. 

• The inspectors were unable to assess the effectiveness of the FWLCS contingencies 
developed by operations management due to the fact that the NSO placed the feedwater 
regulating valve individual controllers in manual before it was required and did not 
manually control the valve positions for eight seconds. In addition, the contingencies 
were sufficiently vague as to allow considerable operator discretion. As a result, the 
operator did not follow all of the contingencies. 

• The inspectors concluded that the FWLCS responded as designed to the plant transient· 
and subsequent operator actions. 

Maintenance 

• The inspectors concluded that the licensee entered the correct limiting condition for 
operation at the appropriate time for the failure of the 2E main steam line flow switch. 
The time spent in the limiting condition for operation could have been reduced by having 
a.work package to repair a mairi steam line flow switch pre-prepared. The inspectors 
concluded that having the A MSIV trip system in a tripped condition was a contributing 
cause of the scram . 
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• 
• The inspectors concluded that the licensee performed a thorough root cause analysis of 

the Unit 3 main steam isolation valve closure. The inspectors agreed with the licensee 
conclusion regarding the most probable cause for the main steam isolation valve closure 
and observed that the root cause team attempted to eliminate all other potential causes. 

Engineering 

• The inspectors concluded that the response of reactor parameters to the transient was as 
expected. However, a discrepancy between actual plant response and Updated Final 
Safety Analysis Report, Section 15.2.4.1, was identified by the root cause team. 
Licensee personnel stated that the need for an Updated Final Safety Analysis Report 
change would be addressed in the final root cause report. 
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Report Details 

Summary of Plant Status 

Unit 2 was shut dowri for a refueling outage during the entire period. Unit 3 entered a forced 
outage after an automatic scram due to the closure of all main steam isolation valves from full 
power on April 9. 

I. Operations 

01 Conduct of Operations 

01.1 {Unit 3) Transient Description 

a. Inspection Scope (71707) 

The inspectors reviewed the significance of the event, performance of safety systems, 
actions taken by operators in response to the event, and licensee corrective actions. The 
inspectors interviewed the operators involved in the event, members of the licensee's root 
cause investigation team, and the feedwater system engineer. 

b. Observations and Findings 

At the beginning of the day shift on April 8, 1998, Unit 3 was at full power. Instrument 
maintenance personnel were conducting calibration checks of Unit 3 main steam line flow 
switches, as required by Technical Specification (TS) 4.2.A.1, and in accordance with 
Dresden Instrument Surveillance (DIS) 0250-01, "Main Steam Line High Flow Isolation 
Switch Calibration," Revision 15. During the course of this surveillance test the 2E main 
steam line flow switch internal mechanism bound and prevented the correct operation of 
the switch. The appropriate main steam isolation valve trip system was placed in a 
tripped condition at about 3:43 p.m. in accordance with TS 3.2.A.i 

All Unit 3 main steam isolation valves (MSIVs) went shut about 12:40 a.m. on April 9. 
The reactor scrammed because MSIVs were less than 90 percent open. The cause of 
the MSIVs going shut was one channel of the MSIV trip system was placed in the tripped 
condition due to a failure of the 2E main steam line flow switch combined with a spurious 
trip of the other trip system caused by a loss of continuity on the 2D main steam line low 
pressure timer contact. 

Reactor parameters corresponded as previously experienced for inadvertent closure of 
the main steam isolation valves from full power. The inspectors verified this by reviewing 
1971 test results of a closure of all MSIV's from 75 percent power on Unit 3 and reviewing 
a 1986 Unit 3 licensee event report that described a closure of all MSIV's from full reactor 
power. The description of the inadvertent closure of MSIVs with a reactor scram in the 
Updated Final Safety Analysis Report (UFSAR), Section 15.2.4.1 was different than what 
was actually experienced and this is discussed in Section E2.1 of this report . 
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The isolation condenser was put into service about three minutes into the transient to 
control reactor pressure. Reactor water level dropped initially to about -20 inches 
medium range. Reactor water clean up (RWCU) isolated due to the low water level as 
expected. Reactor water level then increased to about +60 inches medium range and 
stayed at that level for about 20 minutes before RWCU letdown was restarted to lower 
level. A description of the operator's actions to control reactor water level is discussed in 
Section 04.1 of this report. Operators closed the high pressure coolant injection (HPCI) 
system steam inlet valve to prevent water from entering the HPCI turbine. A thermal 
stress to piping could have occurred, due to a combined piping run between the isolation 
condenser and the RWCU system, if both systems were operated simultaneously. 
Therefore, procedural restrictions prevented placing the RWCU system on line while the 
isolation condenser was controlling pressure. Not having the RWCU system on line was 
a contributing cause to the RPV high water level. 

02 Operational Status of Facilities and Equipment 

02.1 Operable Status of The HPCI System During The Transient 

a. Inspection Scope 

The HPCI system was declared inoperable due to water entrainment into the HPCI steam 
line following the automatic scram on Unit 3. The inspectors reviewed system 
engineering evaluations of the effect of the entrainment of water into the HPCI system 

. steam line. The inspectors also· referenced the UFSAR and HPCI system vendor manual 
documentation. 

b. Observations and Findings 

On April 9, following the automatic scram on Unit 3, indicated reactor pressure vessel 
(RPV) water level reached +60 inches medium range for about 20 minutes. The bottom 
of the HPCI steam line RPV penetration was at +59 .inches. After receiving the "HPCI 
Turb Inlet DRN [drain] Pot Alarm" control room annunciator, operators placed the HPCI 
inboard steam isolation valve (3-2301-4) into pull-to-lock because of the high RPV water 
level condition. 

Following this event, the engineering staff prepared an evaluation on the operable status 
of the HPCI system due to water entrainment in the HPCI steam line. The licensee 
concluded in DOC ID# 005656155 that the quantity of water that entered the steam line 
was small and gradual and would have not adversely impacted the design function of the 
HPCI system had it been placed in service. This conclusion was based on the following: 

• Post scram information indicated that level reached approximately three inches 
above the bottom the of the RPV HPCI steam line penetration. The HPCI inlet 
drain pot alarm annunciated 14 minutes after indicated level in the RPV went 
above the bottom of the HPCI steam line. 

• The steam-vapor properties of the relatively small amount of water that entered 
the steam line could not have caused a slug affect that could have damaged .the 
steam line exhaust diaphragm had the HPCI turbine been operating . 
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After a review of the HPCI steam line piping arrangement and the operating/alarm 
characteristics of the HPCI inlet drain pot, the inspectors determined that the licensee's 
conclusion was reasonable. 

Conclusions 

The inspectors concluded that the operator's action to close the HPCI steam line isolation 
valve after the receipt of the HPCI drain pot high level alarm with RPV level +60 inches 
medium range was appropriate. The inspectors also concluded that the licensee's 
evaluation, that the amount of water that entered the HPCI steam line after the Unit 3 
scram would not have had a negative impact on the system had it been called upon 
under the specific conditions observed during this event, was reasonable. 

04 Operator Knowledge and Performance 

04.1 (Unit 3) Operator Performance 

a. Inspection Scope 

On April 9, 1998, Unit 3 scrammed from full power due to all .MSIVs fast closing. The 
inspector assessed the operators' performance and procedural compliance in regard to 
RPV water level control. The inspectors reviewed the following: · 

• Dresden General Procedure (DGP) 02-03, "Reactor Scram," Rev. 37; 
• Dresden Operating Abnormal Procedure (DOA) 0600-01, "Transient Level 

Control," Rev. 22 and 23; · 
• Dresden Emergency Operating Procedure (DEOP) 100, "Reactor Control (Unit 2)," 

Rev. 08; 
• Portions of the Sequence of Events (SER) Printer Log for April 9, 1998; 
• Transient Analysis Data Recorder System (TARS) Graphs; 
• Nuclear Station Operator (NSO) Daily Log Book for April 9, 1998; and 
• Bailey Feedwater Level Control System (FWLCS) Graphs. 

The inspectors also conducted interviews of the on-shift operating crew and members of 
the root cause team. 

b. Observations and Findings 

Unit 3 FWLC Contingencies 

On January 23, 1998, system engineering sent operations a memorandum 
(DOC ID# 005602342) that stated that an analysis of the FWLCS in response to a Unit 2 
scram from full power, on December 23, 1997, had been completed. This analysis 
identified a potential problem with newly installed setpoint setdown logic resulting in poor 
FWLC system response. The Unit 2 scram resulted in a high RPV water level with water 
entering the HPCI steam line. · 
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In response to this memorandum operations staff developed Unit 2 FWLC contingencies . 
Operations staff described these contingencies as strategies for operators to use to 
prevent post scram RPV water level from reaching the HPCI steam line, while following 
the existing guidance provided by DOA 600-01. Operations management provided Just
in-Time simulator training on these instructions for each oncoming NSO operating crew. 
In addition, before each shift operations management discussed the strategies listed in 
the FWLCS contingency plan with the operating crew. 

On February 13, 1998, the f~edwater system engineer wrote a problem identification form 
stating that the Unit 3 FWLCS was susceptible to the same type of post-scram overfill 
problems that had been experienced on Unit 2 during an automatic scram on 
December 23, 1997. The problem identification form also stated that the problem with 
the FWLCS was expected to be corrected upon the installation of a FWLCS software 
modification. This modification was installed and tested on Unit 2 during the spring 1998 
refueling outage. In response to the problem identification form operation's management 
directed the operating crews to use the same strategies on Unit 3 developed for Unit 2 
FWLCS until the modification was installed on Unit 3. · 

Response to the Reactor Pressure Vessel (RPV) Level Transient 

Nuclear Station Operator's (NSO's) Immediate Actions 

Upon recognition of the automatic scram on April 9, an NSO initiated a manual scram and 
placed the mode switch in shutdown as required by procedures. The Unit 3 Supervisor 
then directed the operating crew to assume appropriate control stations to monitor and 
control the reactor. 

Upon arriving at the feedwater control panel, the NSO in charge of operating the FWLCS 
observed RPV level at zero inches medium range and holding steady. The NSO then 
placed both the individual "A" and "B" feedwater regulating valve (FWRV) controllers to 
manual control mode. This action also placed the FWRV master controller into the 
master manual mode. Post event FWLCS graphs indicated the FWRVs were closing 
down and the RPV level was being adequately controlled by the FWLCS at the time the 
NSO took the FWRV controllers to manual. Notations in DOA 600-01, Section C, stated 
that manual control should be performed when an evaluation of feedwater system 
performance has determined that the controllers or the FWRV are not responding, or 
responding in the wrong direction. Additionally, the post scram contingencies discussed 
above stated "Do NOT prematurely intervene and take manual control of feedwater." The 
inspectors noted that when the NSO placed the FWRV in manual, two reactor feed 
pumps (RFP) (A and B) were operating for a total feedwater addition rate of 10.4 million 
pounds mass per hour, and the FWRVs were 90 percent open. 

The NSO immediately placed the FWRV controller back in automatic mode and . 
anticipated a response by the FWRV. However, because the FWRV master controller 
was in master manual the FWRVs would not control automatically, and the FWLCS 
system setpoint setdown logic disengaged (master setpoint back to +30 inches). In 
addition, the FWLCS was designed such that with the FWRV master controller in manual 
the low flow regulating valve (LFRV) opens in accordance with the master controller's 
demand signal. The inspectors noted. that because of the NSO's actions, for about eight 
seconds FWRV was not controlled by either the NSO or the FWLCS, and the LFRV went 
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open adding more water to the RPV. The inspectors noted that within this time frame 
indicated RPV level rose from -1 to +15 inches. 

At an RPV level between 10 and 15 inches medium range the NSO again placed the 
individual "A" and "B" FWRV controllers in the manual mode and proceeded to manually 
close the FWRVs. At approximately +35 inches medium range in the RPV the NSO 
tripped a RFP, level continued to rise. At a water level of +40 inches medium range in 
the RPV the NSO tripped the "B" RFP. RPV level continued to rise. Indicated water level 
reached +50 inches medium range in approximately 100 seconds. Water level 
subsequently reached +60 inches medium range approximately five minutes after the 
initial scram signal due to control rod drive input (200 gallons per minute or about 1 inch 
RPV level per minute), feedwater heatup, and subsequent actions by the NSOs to place 
the isolation condenser in service for pressure control. This allowed the entrainment of 
water into the HPCI steam line. The licensee was unable to reset the scram signal, 
which would have reduced the control rod drive input, due to the RPV pressure being 
greater than 600 psig with the main steam isolation valves closed. 

Effectiveness of Post Event Contingencies 

Contingency actions for post event FWLC were discussed during each operating crew 
shift turnover. The following was a list ofthese strategies and the related NSO actions 
during the event. 

1. Verify setpoint setdown activated by observing the "FW LVL SETPOINT 
SETDOWN" control room annunciator had alarmed. 

The NSO told the inspectors he did not check to see if setpoint setdown had been 
activated. 

2. If 2 RFPs are running, secure 1 RFP as RPV water level turns and starts to 
increase. 

Two RFPs were running at the start of the event. When RPV water level turned at 
-20 inches medium range, the NSO did not secure the first pump. The NSO 
secured the first pump when RPV level was +35 inches medium range. 

3. Verify FWRVs which are in automatic are closing down once vessel reaches 
+5 inches. (Note: If Setpoint Setdown is active, then any level over 5 inches is 
overshoot and may require action). 

The NSO took the FWLCS to manual at about O inches medium range, 
circumventing the automatic action of the FWLCS and did not manually shut the 
FRVs until RPV level reached +10 inches medium range. 

4. Take manual control of FWRVs, as required (Note: Remember to take Manual 
control of both the master and minimum flow controllers) 

Initially, the NSO placed the individual FWRV controllers in manual before it was 
required and did not take action to close the valves for about eight seconds . 
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However, the inspectors noted that the NSO taking control of the FWRVs at 
+10 inches medium range lessened the significance of earlier mistakes. 

Subsequent Operations Department Actions 

In response to the NSO's performance during the RPV level transient, the licensee 
developed a list of corrective actions to help improve operators' performance. The plan 
included providing additional training in the area of FWLC. This training included the 
effects of placing the FWRVs in manual, the setpoint setdown logic, and the operation of 
the LFRV when the main FWRVs were placed in manual. The licensee also reviewed the 
contingency plan that was in place and determined that additional guidance was neede~. 
Revisions to the contingency plan included specific strategies to help the operators 
respond more effectively during a closure of the MSIVs and a more detailed discussion of 
problems associated with FWLCS. Additionally, the licensee provided simulator training 
for each operating crew to reinforce training efforts. 

Feedwater Level Control System Response (FWLCS) 

With the FWLCS in master automatic, upon initiation of the scram signal the setpoint 
setdown feature of the FWLC system automatically changed the master controller master 
setpoint from +30 inches to +5 inches, as designed. 

According to the TARS graphs, following the scram signal, RPV water level dropped to 
approximately -24 inches. At the time of the scram the master demand signal initially 
dropped from 70 percent to 25 percent due to RPV level approaching the master setpoint. 
The master demand signal then ramped to greater than 105 percent as RPV water level 
fell rapidly past the master setpoint of +5 inches .. Following the demand signal, the 3A 
and 38 FWRV closed 5 percent (71 percent to 66 percent) and then went full open (100 
percent) within 8 seconds. Over the next 10 seconds the master demand ramped down 
to 90 percent and the FWRV followed. 

At this point, with an RPV water level of approximately -1 inch, the NSO took manual 
control of both the "A" and "B" FWRVs. This action caused the master controller to 
change to the manual mode of operation as designed. The setpoint setdown 45-second 
time delay feature was removed causing the master setpoint to go from +5 inches to its 
original position of +30 inches. The FWRV positions stayed at 90 percent and the LFRV 
opened from O percent to 70 percent. At this point the NSO manually closed both 
FWRVs. Th.e system responded to these manual inputs per design. The inspectors 
verified that the FWLCS responded as designed based on a review of FVVLCS graphs 
and subsequent interviews with the NSOs. 

c. Conclusions 

The inspectors concluded that the operating crew was not effective in preventing RPV 
water level from entering the HPCI steam line after the event. The combination of the 
NSO circumventing the automatic operation of the FWLCS for eight seconds, decay heat, 
reducing pressure when initiating the isolation condenser, control rod drive water addition 
and the inability to reinitiate RWCU in a timely manner all contributed to the high RPV 
water level. The NSO expected that the FWLCS would control automatically after the 
individual FRV controllers were placed in manual and then back in auto. The inspectors 
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concluded this was a training weakness. The inspectors were unable to assess the 
effectiveness of the FWLC contingencies developed by operations management due.to 
the fact that the NSO placed the FWRV controllers in manual before it was required and 
did not manually control the valve positions for eight seconds. In addition, the 
contingencies were sufficiently vague as to allow considerable .operator discretion. As a 
result, the operator didn't follow all of the contingencies, such as, securing a RFP when 
water level turns. Finally, the inspecfors concluded that the FWLCS responded as 
designed to _the plant transient and subsequent operator actions. 

II. Maintenance 

M1 Conduct of Maintenance 

M1 .1 Main Steam Line Switch Maintenance 

a. Inspection Scope (71707) 

The inspectors reviewed the Unit 3 main steam line flow instrument surveillance test data 
completed on April 9. The inspectors interviewed a member of the instrument 
maintenance management staff. The inspectors also observed the inside works of a 
main steam line flow switch. 

b. Observations and Findings 

On April 8, instrument maintenance technicians were performing Dresden instrument 
surveillance (DIS) 0250, "Main Steam Line High Flow," Revision 15. Differential pressure 
instrument switch 3-261-2E failed the surveillance due to a sticking internal mechanism 

· that prevented the ability to repeat surveillance test results. The licensee entered 
Technical Specification Limiting Condition For Operation 3.2.A.2, "With the number of 
operable channels less than required by the minimum channels per trip system 
requirement for one trip system, place the inoperable channel and/or trip system in the 
tripped condition within one hour." The inspectors verified that one inoperable main 
steam line flow switch required entry into this limiting condition for operation. The 
inspectors also verified that the licensee placed the "A" trip channel in the tripped 
condition by pulling fuse 3-595-702A. · 

The licensee took four hours to generate a work package to repair the 2E main steam line 
flow switch. Repair work on the switch was delayed by operations another four hours 
because of testing of the 2/3 emergency diesel generator. As a result, the A MSIV trip 
system was still in a tripped condition when the B MSIV trip system was actuated. 

Conclusion 

The inspectors concluded that the licensee entered the correct. limiting condition for 
operation at the appropriate time for the failure of the 2E main steam line flow switch. 
The time spent in the limiting condition for operation could have been reduced by having 
a work package to repair a main steam line flow switch pre-prepared. The inspectors 
concluded that having the A MSIV trip system in a tripped condition was a contributing 
cause of the scram. 
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• M7.1 

Quality Assurance in Maintenance Activities 

Unit 3 Scram Root Cause Investigation 

• 

a. Inspection Scope (71707) . 

The inspectors reviewed Dresden Administrative Procedure (OAP) 07-15, 
"Scram/Engineered Safety Features (ESF) Actuation Investigation Program," Revision 08, 
and interviewed various members of the root cause analysis team. 

b. Observations and Findings 

The licensee assigned an appropriate number of personnel with the proper qualifications 
to perform the root cause analysis. The inspectors observed that the licensee not only 
attempted to identify the cause of the scram but also attempted to eliminate all other 
potential scenarios that could have resulted in a scram. 

Following the event, it was identified that there were no relays in a tripped condition that 
could have caused the main steam isolation valves (MSIVs) to go closed. As a result, the 
root cause team looked for'a material condition problem that could cause loss of 
continuity in the main steam isolation valve logic circuitry. The root cause team looked 
for and identified a low voltage, low current application within the MSIV closure circuitry. 
With main steam line pressure less than 850 psig and the reactor mode switch in run, a 
contact opens in the MSIV closure circuitry causing the MSIVs to close. However, there 
was a .25-second time delay relay in the MSIV closure circuitry. A low voltage, low 
current contact associated with the time delay relay on the D channel was found to have 
high variable resistance. The high resistance resulted in a loss of continuity for the 
contact in the MSIV closure circuitry. The D main steam line low pressure channel inputs 
into the B MSIV trip system. The A MSIV trip system was already in a tripped condition 
due the failure of the 3E main steam line high flow switch. A spurious momentary loss of 
continuity across the D channel main steam low pressure time delay relay contact would 
actuate the .B MSIV trip system and result in a MSIV closure signat. 

The inspectors interviewed the root cause team leader and a General Electric field 
representative, and reviewed the voltage drop recorder traces on the D main steam line 
pressure time delay relay contact. The inspectors agreed with the licensee's conclusion 
that the high resistance across the contact was the most probable cause of the MSIV 
closure. · 

c. Conclusions 

The inspectors concluded that the licensee performed a thorough root cause analysis of 
ttie Unit 3 MSIV closure. The inspectors agreed with the licensee conclusion regarding 
the most probable cause for the MSIV closure and observed that the root cause team 
attempted to eliminate all other potential causes . 
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Ill. Engineering 

E2 Engineering Support of Facilities and Equipment 

E2.1 Updated Final Safety Analysis Report (UFSAR) Event Review 

a. Inspection Scope (37551) 

While performing the inspections discussed in this report, the inspectors reviewed the 
applicable portions of the UFSAR that related to the areas inspected. Section 15.2.4.1 of 
the UFSAR discussed an inadvertent MSIV closure with a direct scram. 

b. Observations and Findings 

Section 15.2.4.1 of the UFSAR describes the plant parameters resulting from an 
inadvertent MSIV closure with a direct scram. Reactor pressure is described as 
increasing and peaking about 5-6 seconds after event initiation at a pressure of about 
1145 pounds per square inch gauge (psig). The lowest relief valve setpoint was 
1112 psig. The UFSAR stated that a relief valve will lift. Actual reactor pressure dropped 
sharply to about 900 psig after the transient. Reactor pressure never got above about 
1130 psig. The UFSAR describes reactor water level as dropping and gradually returning 
to a level just below the original reactor water level of +30 inches medium range. Actual 
water level dropped sharply and returned to a level of about +60 inches on the medium 
range scale. This water level was reached even with reactor operator. intervention. 

The licensee root cause investigation team identified this discrepancy with the UFSAR 
during the investigation. The prompt response report presented to the plant operational 
review committee stated that plant parameters were within UFSAR boundaries for the 
event. The topic was not discussed at the plant operational review committee meeting. 
The inspectors questioned what was meant by within the UFSAR boundaries. Licensee 
personnel stated that the need for a UFSAR change would be addressed in the final root 
cause report. 

The inspectors reviewed test data on Unit 3 from a 1971 test that shut all MSIVs at 
75 percent reactor power. The test data was consistent with what was seen during the 
transient on April 9. The inspectors also reviewed Unit 3 Licensee Event Report 86-17 
which discussed an inadvertent MSIV closure from 100 percent power. The plant 
response was not different from that described in the 1986 licensee event report. 

c: Conclusions 

The inspectors concluded that the response of reactor parameters to the transient was as 
expected. However, a discrepancy between actual plant response and UFSAR, 
Section 15.2.4.1 was identified by the root cause team. Licensee personnel stated that 
the need for a UFSAR change would be addressed in the final root cause report. 
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V. Management Meetings 

Exit Meeting Summary . 

The inspectors presented the inspection results to members of license management at 
the conclusion of the inspection on April 17, 1998. The licensee acknowledged the 
findings presented. The inspectors asked the licensee whether any materials examined 
during the inspection should be considered proprietary. No proprietary information was 
identified. 
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PARTIAL LIST OF PERSONS CONTACTED 

Licensee 

*M. Heffley, Site Vice President 
*P. Stafford, Station Manager 
*T. Mohr, Root Cause Team Leader 
*D. Spencer, Site Engineering Electrical Lead 
*T. Barrett, Operations Manager 
*L. Coyle, Shift Operations Supervisor 
*D. Ambler, Regulatory Assurance Supervisor (Acting) 
*T. Bezouska, Site Vice President Staff Assistant 
*W. Liscomb, Site Vice President Staff 
*D. Winchester, Q&SA Manager 
*G. Abrel, ComEd NRC Coordinator 

*M. Ring, Chief, Reactor Projects Branch 1 
*K. Riemer, Senior Resident Inspector 
*C. Phillips, Senior Resident Inspector, Braidwood 
*B. Dickson, Resident Inspector 

* Present at Exit Meeting on April 17, 1998. 
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IP 71707: 

Opened 

None. 

Closed 
None. 

Discussed 
None. 

INSPECTION PROCEDURES USED 

Plant Operations 

ITEMS OPENED, CLOSED, AND DISCUSSED 

r 
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OAP 
DEOP 
DGP 
DIS 
DOA 
ORN 
DRP 
FRV 
FWLC 
FWLCS 
gpm 
HPCI 
MSIV 
NSO 
PIF 
psig 
RFP 
RPV 
RWCU 
SER 
TARS 
TS 
UFSAR 

LIST OF ACRONYMS USED 

Dresden Administrative Procedure 
Dresden Emergency Operating Procedure 
Dresden General Procedure 
Dresden Instrument Surveiliance 
Dresden Operating Abnormal 
Drain · 
Division of Reactor Projects 
Feedwater Regulating Valve 
Feedwater Level Control 
Feedwater Level Control System 
Gallons Per Minute · 
High Pressure Coolant Injection 
Main Steam Isolation Valve 
Nuclear Station Operator 
Problem Identification Form 
Pounds Square Inch Gage 
Reactor Feed Pump 
Reactor Pressure Vessel 
Reactor Water Clean Up · 
Sequence of Events Recorder 
Transient Analysis Data Recorder 
Technical Specification 
Updated Final Safety Analysis Report 
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