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EXECUTIVE SUMMARY 

Dresden Nuclear Power Station, Units 2 and 3 
NRC Inspection Report 50-237/98024(DRP); 50-249/98024(DRP) 

This routine inspection included aspects of licensee operations, engineering, maintenance, and 
plant support. The report covers a 6-week period of resident inspection; in addition, it includes 
the results of an inspection by a regional reactor engineer. 

Operations 

• The operational status of equipment continued to challenge the smooth operations of 
the plant. Problems with the reactor recirculation system resulted in power reductions 
and significant work on the reactor recirculation control system. Failures in the rod block 
monitor systems prevented withdrawal of control rods. The inspectors identified an 
inoperable control rod. The licensee identified that the reactor building - suppression 
chamber vacuum breakers had not been proven operable. Overall, the operational 
status of facilities and equipment challenged the station (Section 02.1 ). 

• · The licensee had taken actions to prevent basic operational errors and to stop a 
negative error trend. The inspectors initially saw mixed performance in the area, but 
noted that no active violations of Technical Specifications happened in this period.· 
Toward the end of the inspection period, operator performance improved 
(Section 04.1 ). 

Maintenance 

• The major work activities were performed correctly and required equipment was · 
returned to service within the required times. The licensee reviewed the work for areas 
of improvement. The inspectors noted some minor issues that indicated a need for 

· better attention to detail. The licensee identified a negative trend in the performance of 
the electrical maintenance department (Section M1 .1 ). 

• The inspectors identified a minor record keeping violation concerning a surveillance 
performed on a shutdown cooling valve in April 1997 (Section M3.1 ). 

• - The licensee met the initial goals and objectives of the Strategic Reform Initiatives 
associated with improving the plant material condition. Sustained improvements in plant 
material condition have yet to be demonstrated (Section M6.1 ). 

Engineering 

• The involvement by engineers during maintenance and troubleshooting was appropriate. 
· The engineers were· knowledgeable of their systems, and actively participated in 
resolving identified problems (Section E4.1 ). 
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Plant Support 

•• 
• 

• 

The radwaste facilities were maintained to lower housekeeping and material condition 
standards than the rest of the plant (Section R2.1 ). 

The station lacked a formal policy regarding control of personnel secondary dosimetry 
outside the protected areas. The inspectors identified a weakness in the treatment and 
control of electronic dosimetry (Section R4.1 ). 

The licensee identified a non-cited violation where records did not support the 
qualifications of some fire brigade members (Section F3.1 ). 
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Report Details 

• Summary of Plant Status 

• 

Unit 2 began this inspection period at full power. On August 30, 1998, the load was decreased 
to about 350 MWe for a drywell entry to add oil to the 28 recirculation pump. Full power was 
restored by the end of the day. 

Unit 3 began this inspection period at full power and remained at full power throughout this 
period. 

Full power on both units was limited by main steam flow to remain within analyzed limits. The 
licensee continued work to remove the restrictions. 

01 

01.1 

I. Operations 

Conduct of Operations 

General Comments (71707) 

Using Inspection Procedure 71707, the inspectors conducted frequent reviews of 
ongoing plant operations. In general, the conduct of operations was professional and 
·safety-conscious; specific events and noteworthy observations are detailed in the 
sections below . 

During the inspection period, several events occurred, some that required prompt 
notification of the NRC per 10 CFR 50.72 or licensee event reports (LERs) per 
10 CFR 50.73. The events are listed below: 

September 17 

September 29 

State notified by the licensee of gasoline from a tank coming in 
contact with· adjacent soil 

Rod block monitors declared inoperable on both units 

02 Operational Status of Facilities and Equipment 

02.1 Equipment Operability 

a. Inspection Scope (71707) 

The inspectors monitored the impact of equipment operability.on smooth plant 
operations. 

b. Observations and Findings 

Equipment failures directly impacted smooth plant operation. Some equipment became 
inoperable during this inspection, and required the licensee to enter limiting conditions 
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for operation. Requirements to address other equipment problems forced the operating 
crews to decrease reactor power and to enter the drywell. 

28 Recirculation Pump 

The 28 recirculation pump motor's upper bearing oil level was low due to a minor 
system leak. On August 30, 1998, the licensee decreased Unit 2 power from about 810 
MWe to about 350 MWe to support a drywell entry to add oil to the 28 recirculation 
pump. Full power was restored by the end of the day. The leak was scheduled to be 
fixed during the next refueling outage. The downpower to add oil interrupted smooth 
steady-state operations, and presented a significant challenge to operators in terms of 

. equipment operation, Technical Specification compliance, and reactivity control. 

Rod Block Monitor 

Through monitoring of instruments during rod selection, the operators identified that the 
rod block monitors for both units were performing incorrectly. The rod block monitors 

. were not selecting the correct number of local power range monitors. As a result, the 
crews declared the rod block monitors inoperable and entered the appropriate Technical 
Specification. The licensee therefore could not withdraw control rods on either unit. 
This challenged the plant to complete corrective actions before the required weekly 
control rod drive exercising. Ultimately, the licensee successfully completed corrective 
actions and restored the rod block monitors prior to the weekly exercising .. 

Control Rod Drive 

The licensee did not detect all inoperable equipment, and not all inoperable equipment 
self-revealed through an alarm. For example, the NRC inspectors identified that the 
pressure in one Unit 2 control rod scram accumulator had fallen well below the alarm set 

. point, but the alarm had failed to actuate. The control room alarm should annunciate at 
985 psig, but it did not. Procedure controls and an operability evaluation required a 
minimum pressure of 940 psig. The accumulator was only at 880 psig when the 
inspectors identified the low pressure. The inspectors notified the operating crew. The 
crew promptly declared the rod to be inoperable and performed the appropriate 
Technical Specification actions. The licensee charged the accumulator and replaced 
the pressure switch for the accumulator. 

Reactor Recirculation Speed Control 

Other issues that impacted the smooth operation of the plant included un~xpected 
power, speed and flow anomalies in the 2A reactor recirculation pump. The anomalies 
stopped when the scoop tube was locked out. The licensee noted similar events in 
December of 1997, May of 1998, and June of 1998, and that no specific failures could 
be identified in the past. The licensee locked out the scoop tube positioner, and 
eventually detached the positioner while troubleshooting. The licensee subsequently 
found some loose connections in the scoop tube positioner circuit and tightened them. 
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Control Room Ventilation 

Routine review of logs showed that the control room ventilation refrigeration condensing 
unit failed to autostart on high control room temperature. This presented a challenge to 
plant operations in that during the last inspection period the licensee failed to comply 
with the Technical Specifications regarding the failed refrigeration condensing unit by 
moving irradiated fuel. During this period, operators successfully operated both units 
while the refrigeration condensing unit was inoperable. 

Vacuum Breakers 

During this period, a nuclear station operator questioned the licensee's comp,liance with 
Technical Specifications for the reactor building - suppression chamber vacuum . 

. breakers. The licensee then realized that the operability of the vacuum breakers had 
not been established. Technical Specification 3/4.7.F, "Reactor Building - Suppression 
Chamber Vacuum Breakers," required that each reactor building - suppression chamber 
vacuum breaker be verified closed at least once per 7 days. The vacuum breakers each 
had an air-operated valve with remote indication, and a passive check valve with no 
remote indication. The licensee had not been performing the closed verification for the 
check valve. Upon discovery, the licensee performed the required surveillance test. At 
the end of the inspection period, the licensee was completing a licensee event report 
documenting the non-compliance with the Technical Specifications. The inspectors will 
address the enforcement aspects of this issue after receipt and review of the LER. 

c. Conclusions 

The operational status·of equipment continued to challenge smooth operation of the 
plant. Problems with the reactor recirculation system resulted in power reductions and 
significant work on the reactor recirculation control system. Failures in the rod block 
monitor prevented withdrawal of control rods. The' inspectors identified an inoperable 

· control rod. The licensee identified that the reaCtor building - suppression chamber 
vacuum breakers had not been proven operable. Overall, the operational status of 
facilities and equipment challenged the station. · 

04 Operator Knowledge and Performance 

04.1 General Performance and Fundamental Errors 

a. Inspection Scope (71707, 61726) 

The inspectors monitored the licensee's progress toward arresting an increase in basic 
operational errors. 
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b. 

• 

• 

Observations and Findings 

Inspection Reports 98019 and 98021 documented Technical Specification compliance 
errors arid incorrect equipment manipulation errors. Operators and station management 
emphasized the use of self.:.check and verifications as part of the corrective actions to 
these errors. 

During activities directly observed by the inspectors, the operators performed correctly. 
A conservative and careful attitude was evident both in the control room and in the field. 

The licensee administered tests on Technical Specifications to its operating crews. The 
tested crews all passed. 

During this period, however, some additional fundamental errors continued to occur. 
For example, a self-revealing event showed that a non-licensed operator de-energized 
the wrong 125-Volt battery charger (the charger was not in service at the time). The 
non-licensed operator failed to assure that the correct equipment was being 
manipulated. The licensee also noted that the failure occurred in a "first-time" evolution. 
Also, the licensee considered management to have failed because management did not 
require a second check, even though management was aware that the non-licensed 
operator was doing a "first time;' evolution. A second event showed that two valves in 
the radwaste system were left in the incorrect position following operation. A non
licensed operator had failed to assure that all steps of the procedure in use were 
performed. Again, the licensee noted that management had not provided sufficient 
oversight. · 

No active violations of Technical Specifications occurred during this inspection period. 
However, during this period an operator identified that the station had been failing to 
comply with Technical Specifications through omission~ Specifically, the station had not 
been assuring that required verifications of reactor building - suppression chamber 

· Vacuum breakers were performed. At the end of the inspection period, the licensee was 
completing a LER; additional inspection will occur after receipt of the LER. 

As discussed in Section 02.1, the inspectors identified that the pressure in one Unit 2 
control rod scram accumulator had fallen below the alarm set point. A fundamental 
operator task is field walkdowns of the control rod drive scram accumulators. The 
pressure indicators for each scram accumulator are in well-lit and easily accessible 
areas, and were to be reviewed by the non-licensed operators during routine rounds. · 
The failure of the operations staff to identify the issue was another example of a 
fundamental error. The licensee has since added more-structured walkdowns of the 
accumulator pressures. 

In another example, the inspectors identified that the operating crew had assigned an 
operator to perform licensed duties in the field, but had not considered the fact that the 
operatof's 10 CFR Part 55 license required that "another qualified individual must be 

· present when [the operator is] performing licensed duties." Following identification by 
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c. 

the inspectors, the licensee sent a second individual to accompany this operator, 
therefore, no noncompliance with the Part 55 license occurred. Knowledge of the Part 
55 license conditions is fundamental; The inspectors considered this another example 
of a fundamental error. 

Conclusions 

The licensee had taken actions to prevent errors and stop a· negative error trend. The 
inspectors initially saw mixed performance in the area, but noted that no active violations 
of Technical Specifications occurred in this period. Toward the end of the inspection 
period, operator performance improved. 

07 Quality Assurance in Operations 

07.1 Results in Institute of Nuclear Power Operations (INPO} Review 71707 

The inspectors reviewed the final INPO report that documented the overall assessment 
of station activities ("Final Report of 1998 INPO Evaluation of Dresden"). The inspectors 
identified no significant differences between the results of the INPO assessment and 
NRC inspection results. No further regional follow-up is planned. 

08 Miscellaneous Operations Issues (92901) 

08.1 (Closed} Violation 50-237/249;95015-02 A. 8, C, D, & E: Configuration control and 
· tagging activities. This was a five-part violation issued for examples of failing to follow 

the out-of-service procedure, failing to verify plant conditions were as-required for work, 
and failing to secure 4-kV breakers properly following removal from service. 

The issue of securing 4-kV breakers was discussed and closed in Section E8.4 of 
. Inspection Report 96006. 

The corrective actions for the out-of-service errors were effective. This was evidenced 
by a significant (about 75 percent) decrease in the 12-month rolling average of 
operations department out-of-service events since January of 1997. This violation is 
closed. 

08.2 (Closed} Violation 50-249/96009-03: Failure of the licensee to reactivate the license of 
an operator before returning that individual to duty: This violation was issued because 

·from July 19, 1996, through August 2, 1996, a senior reactor operator whose license 
had been amended to say, "You shall not direct the licensed activities o·f any licensed 
operators or manipulate the controls of the Dresden Nuclear Power Station," was 
assigned to regular shift duty in the control room. Similar to the issue discussed in 
Section 04.1, the operator and crews were not aware of the 10 CFR Part 55 license 
conditions. 

The circumstances that led to the 1996 violation involved returning personnel to shift 
before requesting the NRC to re-amend the Part 55 licenses. The licensee responded 
to the notice of violation on November 13, 1996 (ref. JSPL TR #96-0216). In the 
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response, the licensee stated, "Station Mal")agement has reinforced to all individual 
license holders of their personal responsibility to meet the conditions and amendments 
of their NRC license." 

In response to the near-miss described in Section 04.1, the license committed again to 
train the operators on the license restrictions. 

As such, no more information regarding the 1996 violation was needed. The violation is 
closed. 

II. Maintenance 

M1 Conduct of Maintenance 

M1 .1 Overall Maintenance on Equipment Required by Technical Specifications 

a. Inspection Scope (62707. 61726) 

The inspectors reviewed the planning and performance of work on major equipment. 
The reviews included direct observation of work, monitoring of post-work critiques, and 
assessment of post-maintenance critiques. 

b. Observations and Findings 

The work performed was generally good. For example, the licensee completed 
preventive and corrective work on the Unit 3 emergency diesel generator. The staff · 
completed the work within the requirements of the Technical Specifications, and ahead 
of the planned schedule. The work was completed ahead of schedule because the 
emergency diesel generator was in good condition, therefore, potential parts-

. replacements were not necessary. 

The performance of the work was much improved from work performed on the Unit 2/3 
emergency diesel generator described in Inspection Report 98003. 

The inspectors also monitored performance of work on the Unit 3 high pressure coolant 
injection system. The work was completed within the time permitted by the Technical 
Specifications. The licensee appropriately identified areas for improvement during a 
post-maintenance critique. 

The inspectors did identify some minor issues that indicated a need for increased 
attention to detail. For example, terminal screws were left atop a cabinet in the high 
pressure coolant injection system room after the work was complete. The inspectors 
found a washer and nut left on the ground below a containment cooling service water 
pump after work was completed. The inspectors also found some sloppiness in using 
signatures and check blocks (e.g., work package checklists still showed that the 
package was incomplete even after missing information was added; initials recorded 
after work instead of during work) in the work packages. In another example, the 
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inspectors noted that the shift manager identified that maintenance personnel were 
unaware of the impact on Technical Specifications of planned maintenance in the 
containment cooling service water vault room. Maintenance personnel had planned to 
block open the containment cooling service water vault door, and did not know that 
blocking open the containment cooling service water vault door would render 
containment cooing service water pumps 8 and C inoperable according to Dresden 
Administrative Technical Requirement 3.19.1, "Condensate Pump Room Flood 
Protection." The shift manager determined this during the morning meeting between the 
shift manager and maintenance staff supervisors. · 

During this period, the licensee identified a negative trend in the performance of the 
electrical maintenance department. Both the electrical maintenance department 
management and the nuclear oversight organization identified the trend. ProblE!mS 
attributed to the performance of the electrical maintenance department included leaving 
a 250-volt charger at the wrong setting, using an oscilloscope incorrectly, failing to 
perform fire watches correctly, and using incorrect revisions of work procedures. 

Personnel from the electrical maintenance department also failed to "dog" the watertight 
doors to the emergency core cooling system corner rooms. Dresden Administrative 
Technical Requirement 3.19.3, "LPCI (low pressure coolant injection] Corner Room 
Submarine Doors," required that undogged doors be dogged within 1 hour of discovery, 
or the affected LPCI systems and Core Spray system be declared inoperable. At the 
time, the Unit 3 high pressure coolant injection system was also inoperable for planned 
maintenance. If the doors had not been dogged within an hour of discovery, all .high
pressure and low-pressure systems on Unit 3 would have been inoperable. 

Ai the end of the inspection period, the licensee was incorporating the results of a self
assessment in the electrical maintenance department into corrective actions. 

c. Conclusions 

The major work activities were performed correctly and required equipment was 
returned to service within the required times. The licensee reviewed the work for areas 
of improvement. The inspectors noted minor issues that indicated a need for better 
attention to detail. The licensee identified a negative trend in the performance of the 
electrical maintenance department. 

M3 Maintenance Procedures and Documentation 

M3.1 Review of Work from the Unit 3 1997 Refueling Outage 

a. Inspection Scope (92902) 

The inspectors reviewed Work Request 950061014-01, Out-of-Service No. 960014178, 
and Dresden Administrative Procedure 15-06, "Preparation, Approval, and Control of 
Work Packages and Work Requests," Revision 17. The inspectors also interviewed an 
out-of-service coordinator, a shift supervisor, and a maintenance foreman regarding the 
work . 
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b. Observations and Findings 

During the Unit 3 refueling outage in 1997, the licensee performed Work 
Request 950061014-01. The work required contract maintenance personnel to perform 
an environmental qualification surveillance on safety-related Unit 3 shutdown cooling 
inlet header Motor Operated Valve (MOV) 3-1001-1 B using Dresden Electrical 
Procedure 0040-09, "Limitorque Valve Operator Maintenance," Revision 6. 

On April 14, 1997, the work request was pre-authorized by the operations department 
A personal out-of-service was also in place to support this work. On April 22 and 
April 24, 1997, a licensee maintenance supervisor changed the status of the work 
package in the computer to ''working," and directed contract maintenance personnel to 
perform the surveillance. On April 24, 1997, contract maintenance personnel performed 
Step G.11 and lifted the motor leads. This was documented in Attachment F of the 
procedure. However, the documentation also showed that the contract maintenance 
personnel did not have the shift supervisor's permission to work, and had not verified the 
out-of-service. The documentation showed that the permission and verifications were 
done by May 6, 1997. Therefore, the work was performed without the required 
permission. 

Technical Specification 6.8, "Procedure and Programs," required that written procedures 
be established, implemented, and maintained covering the applicable procedures 
recommended in Appendix A, of Regulatory Guide 1.33, Revision 2, February 1978. 
Regulatory Guide 1.33, Appendix A, Section 9, "Procedure for Performing 
Maintenance," stated, in part, that maintenance affecting the performance of safety
related equipment should be properly preplanned and performed in accordance with 
written procedures appropriate to the circumstances. Dresden Electrical 
Procedure 0040-09 required maintenance personnel to obtain permission from the shift 
supervisor to perform maintenance and to verify that an out-of-service had been 

. properly implemented. 

Contrary to the above, on April 24, 1997, work on safety-related MOV 3-1001-18 was 
performed before maintenance personnel obtained the shift supervisor's permission, 
and before the personnel verified that an out-of-service had been properly implemented. 

The inspectors considered this to be of minor significance because the surveillance was 
preauthorized and covered by an adequate out-of-service. In addition, a licensee 
maintenance foreman provided oversight of the work. Th~refore, this was considered 
an isolated record-keeping problem. This failure constituted a violation of minor 
significance and was not subject to formal enforcement action .. 

c. Conclusion 

The inspectors identified a minor record keeping violation concerning a surveillance 
performed on a shutdown cooling valve in April 1997. 
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M6 Maintenance Organization and Administration 

M6.1 Status of Licensee Strategic Reform Initiatives 

a. Inspection Scope (62707) 

The inspectors reviewed the status of the licensee's Strategic Reform Initiatives 
associated with work control processes and plant material condition. 

b. Observations and Findings 

The purpose of Strategic Reform Initiative NGG-3 was to improve plant material 
condition by implementing steps to improve work planning and execution. The stated 
description of initiative NGG-3.1.2 was to "Implement the Work Planning Process to 
further improve the ability to execute work." At Dresden the licensee met the initial goal · 
by implementing a 5-week work planning program. The licensee met the stated initial 
objective of initiative NGG-3.1.9 by implementing an on-line maintenance program. The 
licensee also met the initial stated objective of initiative NGG-3.1.10 by the 
implementation of a Performance Centered Maintenance Program at the site. 

While improvements in plant material condition have been noted, overall results have 
been mixed. Self-revealing material condition failures and longstanding equipment 
deficiencies have still challenged the operators. Section 02.1 of this report provides a 
more-detailed listing of current challenges faced by operators due to plant equipment 
problems. 

c. Conclusions 

The licensee met the initial goals and objectives of the initiatives associated with 
improving the plant material condition. Sustained improvements in plant material 

· condition have yet to be demonstrated. · 

MS Miscellaneous Maintenance Issues (92902) 

MB.1 (Closed) Violation 50-2371249:95010-01: Failure to follow foreign material exclusion 
program. On August 17, 1995, some maintenance personnel were not logging 
materials passed in and out of a foreign material exclusion area. The corrective actions. 
taken and planned to correct the violation and prevent recurrence were already 
adequately addressed in Inspection Report 95010, therefore, no response was required. 
However, the licensee chose to respond to the violation and included additional 
information about foreign material exclusion program changes and procedural changes. 

Inspection Report 96002 issued a corrective actions violation (VIO 96002-068) for 
failure to correct the control of foreign material that resulted in failure of a containment 
cooling service water pump. Therefore, no further information is required for 
Violation 95010-01. This item is closed. 
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M8.2 (Closed) LER 50-237/95016-00: During Maintenance on the Reactor Protection System 
an Unexpected Group 2 and Group 3 Isolation Occurred due to Opening the Common 
Neutral Circuit. The reactor was defueled at the time, so· there was no impact on safety. 
The LER documented August 26, 1995, unplanned isolations caused by failures in the 
work planning process. The LER stated that work planning and authorization allowed 
the accidental·deenergization of hi-hi drywell pressure reactor protection system relays 
and reactor low water level relays. 

The inspectors reviewed the corrective actions for this issue. The most significant 
corrective action was revision of the methods of work preparation to include Plant 
Impact Statements in work packages. A review of problem identification forms (PIFs) 
generated this year related to plant impact statements revealed only a few instances of 
failures to use plant impact statements properly. In contrast, informal discussions with 
plant staff revealed that the impact statements were not being universally prepared 
correctly. 

The inspectors were aware of certain issues that should have been identified in a PIF 
search; but were not, such as the scram of Unit 2 on January 13, 1998. Licensee Event 
Report 237/98-002, "Unit 2 [January 13] Rea.ctor Scram from a Main Turbine Trip due to 
Inadequate Design review Performed during Modification," documented a scram that 
occurred in part because the impact of maintenance on the plant was not fully 
understood. Part of the corrective action for LER 237/98002 was to review the impact of 
maintenance on the plant. 

During discussions with maintenance staff and with nuclear oversight staff, the 
inspectors concluded that no systematic assessment or effectiveness review of plant 
impact statements had yet been performed. As a result the licensee did not appear to 
have a good understanding of the adequacy of plant impact statements as currently 
implemented. 

The licensee is tracking incorrect evaluation of the impact of on-line maintenance as a 
current issue. The nuclear oversight organization's current reviews showed that the 
licensee was not perfomiing sufficient evaluations to support moving maintenance from 
refueling to on-line. Subsequently, the inspectors noted one PIF written during this 

· inspection period that documented problems with plant impact statements for about five 
work packages. Additional review of this issue will be performed during routine 
inspections. 

The event of August 26, 1995, was of minor significance (no fuel was in the reactor) that 
would not be subject to formal enforcement action according to NUREG 1600, Rev. 1. 
This item is closed. 

M8.3 (Closed) LER 50-249/96009-00: Licensee Forced into a Technical Specification Action 
Statement to Complete Unit 3 Diesel Generator Operability Run Due to Work 
Management Process Deficiency. 
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In Section 08.1 of Inspection Report 96009, the NRC issued a violation for this issue 
(VIO 50- 237;249/96009-04), and stated that the root cause for this violation and the 
licensee's corrective actions were discussed in the subject LER, so no additional 
response was required. Revision 0 of the LER is closed. 

M8.4 (Closed) LER 50-249/96009-01: Licensee Forced into Noncompliance with Technical 
Specification 3.9.D to Complete Diesel Generator Operability Run Due to Work 
Management Process Deficiency. The licensee submitted supplement 1 of the LER on 
November 8, 1996. 

The revision to the LER added discussions regarding the need to contact the NRC for a 
notice of enforcement discretion for situations when noncompliance seemed 
unavoidable. No other new issues were raised in the revision. This LER is closed. 

M8.5 (Closed) Violation 50-237:249/96009-04: Licensee forced into noncompliance with 
Technical Specification 3.9.D to complete diesel generator operability run due to work 
management process deficiency. In Section 08.1 of Inspection Report 96009, the NRC 
stated that the root cause for this violation and the licensee's corrective actions were 
discussed in the subject LER, therefore, no additional response was required. On 
occasions since the violation was issued, the licensee has contacted the NRC regarding 
potential enforcement discretion, thus demonstrating part of the corrective actions. This 
violation is closed. 

M8.6 (Closed) LER 50-237/96-004-00: Main Steam Safety Valve 2-0203- 4G As-Found Lift 
Set Point Outside Tech Spec Limit Due to Set Point Drift .. The licensee submitted 
Revision 1 to the LER on August 15, 1996. Revision 0 is closed. 

M8.7 (Closed) LER 50-237/96005-00: Electromatic Relief Valve 2-0203-3A, 8, D, and E 
Pressure Switches Found Outside of Technical Specification Tolerance Due to Set Point 
Drift. The licensee submitted Revision 1 to the LER on October 17, 1996. Revision O is 

. closed. 

M8.8 (Closed) LER 50-237/96005-01: Unit 2 and Unit 3 Electromatic Relief Valve Pressure 
Switches Found Outside of Technical Specification Tolerance Due to Set Point Drift. 
The switches had drifted below the +/- 1 percent tolerances specified in the Technical 

. Specifications.' The drift was minor: the "as found" value for electromatic relief 
valve 2-02303-3A was 1120 psig, which was very close to the Technical Specification 
band of 1123 psig to 1145 psig. 

Subsequently, the NRC approved a change to the Technical Specifications that 
removed the lower limit. This LER is closed. 

M8.9 (Closed) LER 50-249/96010-00: Electromati~ Relief Valve 3-0203-38 and E Pressure 
Switches Found Out of Tolerance Due to Set Point Drift. The switches had drifted below 
the+/- t percent tolerances specified in the Technical Specifications. 

Subsequently, the NRC approved a change to the Technical Specifications that 
removed the lower limit. This LER is closed. · 
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M8.10 (Closed) Violation 50-237:249/96004-03: Two examples of Failure to Follow 
· Procedures. The first example was an inadequate drywell closeout inspection by the 

• 
licensee during which the licensee failed to identify loose fibrous insulation in the 
drywell. The second example was the failure to do minor maintenance in accordance 
with station requirements. 

• 

The licensee identified the following reasons for the first example: 1) the work scope for 
the drywell closeout inspection did not include the entire primary containment, 2) there 
was no formal review of the work instruction by engineering management, 
3) management's expectations were notincorporated into station procedures and, 4) the 
roles of support departments were not specifically identified. The licensee revised the 
drywell closeout inspection to address each issue discussed above. Also, the 
engineering superintendent discussed the event and the need to follow station 
procedures with all station personnel and contractors. The inspectors have completed 
at least three other drywell inspections and have not noted any other major issues of 
loose fibrous material in the drywell. · · 

The second example involved maintenance personnel performing work on the feedwater 
check valve (2-220-628) with a slugging wrench and an impact wrench while incorrectly 
using the minor maintenance process. The licensee attributed this violation to the 
maintenance general foreman and the work. analyst incorrectly deciding that work on the 
bolts of the valves did not constitute work on the safety-relat~d equipment. The licensee . 
counseled both individuals on using the appropriate maintenance process for.completing 
work on safety-related components. The inspectors noted that the Dresden specific 
procedure used during this time has been replaced with a new corporate-wide work 
control procedure (NSP-WC-3003, "Minor Maintenance"). The new procedure 
contained a more robust screening process for performing minor maintenance activities. 
The inspectors will continue to follow this issue through core inspection efforts. This 
item is closed. 

M8.11 ·(Closed) Violation 50-237:249/96004-02: Locked Valve Design Control. In response to 
NRC identified deficiencies with the implementation of the station's locked valve 
program, the licensee established a special review team to .verify the adequacy of 
controls. in place, at the time, regarding locked valves. The special review team 
discovered several discrepancies on both Unit 2 and Unit 3. 

The licensee concluded that the root cause of this event was the misapplication or 
interpretation of design inputs (engineering codes and standard regulatory 
requirements, licensing commitments, design basis, design criteria). There was not 
consistent application of Systematic Evaluation Program (SEP) VI .4 recommendations 
based on current plant configuration. The licensee's engineering department resolved 
discrepancies between the locked valve checklists and the SEP. The licensee also 
performed an operability determination to support continued plant operation. The · 
licensee also revised all applicable locked valve control procedures and updated final 
safety analysis references. A technical position document regarding locking and 
capping primary containment isolation valves was developed . 
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Since then the inspectors have performed many system walkdowns and have found no 
major discrepancies between the system valve checklist and field observations. This 
violation is closed. 

Ill. Engineering 

E4 Engineering Staff Knowledge .and Performance 

E4.1 General Support 

a. Inspection Scope (37551) 

The inspectors monitored the support provided by engineering during maintenance and 
testing of equipment. 

b. Observations and Findings 

The system engineers were generally present and participating during major work' on 
their systems. Discussions showed that vendor's and·owners' group recommendations 
were assessed by the engineers for incorporation into maintenance procedures. The 
inspectors found the engineers to be knowledgeable of the maintenance on the 
engineers' systems. 

The engineers were also active in troubleshooting the systems. Usually the engineers 
stayed in good contact with operations. However, in one instance, the engineering staff 
did not assure that the operations staff had a good understanding of the expected 
performance of a 250-VDC charger. As a result, the operations staff removed the 
charger from service when the charger was behaving as the engineer expected. 

· lhe inspectors also noted good support by engineering during resolution of the failed 
rod block monitors (see Section 02.1 for details of the rod block monitor problem). 

c. . Conclusions 

EB 

The involvement by engineers during maintenance and troubleshooting was appropriate. 
The engineers were knowledgeable of their systems, and actively participated in 
resolving identified problems. 

Miscellaneous Engineering Issues (92903) 

. E8.1 (Closed) Violation 50-237:249/94002-04: Failure to identify, determine and correct 
recurring reactor water level switch failures. The cover letter for Inspection 

• 
Report 95005, dated May 22, 1995, stated, "[l]mplementation of management's 
expectations with regards to instrument trending was weak. Corrective actions for a 
previously identified Severity Level Ill violation regarding inst1"4mentation performance 
trending were poorly implemented. We request you provide an update of your 
corrective actions associated with Violation 50-237/249-94002-04." On June 21, 1995, 
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the licensee responded by acknowledging the weakness and outlining additional steps 
to improve the program. · 

The inspectors reviewed the Nuclear Oversight's (formally Site Qu'ality Verification's) 
investigations. In the third quarter of 1996 investigations by Nuclear Oversight revealed 
that the instrument out of tolerance trending was not occurring. The Site Quality 
Verification's organization classified the finding as significant or a "Level Ill finding." 
Various additional corrective actions were implemented by the site, and in December of 

. 1996, the station submitted a new letter to the NRC to update the status of the-Out-of
Tolerance program. The Site Quality Verification organization continued to monitor 
progress in the area throughout 1997, and the station formally informed the NRC of the 
status in December of 1997. 

The Nuclear Oversight organization continued to monitor the instrument out of tolerance 
program and concluded on May 8, 1998, that ''the PIF database has been an effective 
tool in capturing instrument out of tolerances and the engineering organization appears 
to be on top of this issue." 

The inspectors reviewed the field monitoring reports and othe·r documentation 
assembled by the site quality verification organization. The findings by the site quality 
verification organization were significant and thorough, with almost fifty observations 
recorded. 

· The licensee demons.trated to the inspectors how instrument out-of-tolerances are 
tracked in the PIF database. The licensee staff had network access to a database that 
could pe used to track and trend out-of-tolerance instruments. The inspectors did note 
one weakness in the database: the information in the database originated from PIFs, 

· and the PIFs were not all filled out to the same level of detail. For example, some 
entries included the instrument's equipment part number, while others used a verbal 

. description. Also, the data fields in the PIFs were not always filled with information that 
corresponded to the data field's label. For example, the equipment part number field 
may be blank, but the title has the equipment part number present. As a result, the 
users of the database had to be very careful when constructing searches to find all 
relevant information. 

However, despite the noted minor weaknesses in the information, the licensee was 
successfully tracking instruments for repetitive out-of-tolerance issues. This item is 
closed. 

E8.2 · (Closed) Follow-Up Item 50-237:249/95002-07: Retaining of expanded hydraulic 
ranges. The licensee used expanded allowable hydraulic ranges during inservice 
testing of the high pressure coolant injection system arid standby liquid control system. 
This was allowed, but there should be sufficient justification. This inspection follow up 
item was to review the justification for expanded limits. The licensee concluded that 
expanded hydraulic ranges were not necessary, and revised the procedures to reflect 
the ASME Section XI Code numbers. Since expanded hydraulic ranges were not used, 
no justification was used. This item is closed. 
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E8.3 (Closed) Follow-Up Item 50-237:249/95002-08: Reference value multipliers used during 
in service testing. This was an Inspection Follow up Item pending submittal of a relief 
request to use reference value multipliers. 

The licensee did not submit a relief request. Instead, in August of 1995, the licensee 
changed the IST Valve Timing Acceptance criteria to meet the requirements of the 
ASME Section XI Subsection IWV for valves with stroke times of 10 seconds and 
greater, and to meet Generic Letter 89-04 for valves under 1 O seconds. 

Subsequently, on August 9, 1996, the licensee submitted LER 237/96011, "Code 
required in service tests (IST) and extrapolation of pressure isolation valve leakage not 
performed, and IST flow instruments do not meet code requirements due to related 
documents not developed or not revised." The licensee submitted this LER voluntarily 
to inform the NRC about IST program deficiencies that the licensee identified during a 
self-assessment. Therefore, the inspectors will review the implementation when the 
LER is reviewed. This item is closed. 

E8.4 (Closed) Followuo-Uo Item 50-249/95015-03: Scram discharge volume header access 
. gallery steel. This item was open to track completion of modifications to Unit 3's scram 
discharge volume header access gallery steel. The design change package was 
completed in December of 1996. This item is closed. 

E8.5 (Closed) LER 50-237/95019-00: The Control Rod Drive Scram Discharge Volume's 
Reactor Protection System Control Logic Fails to Meet the Single Failure Criteria Due to 
Design Deficiency. On February 28, 1996, the licensee submitted Revision 1 to the 
LER. Revision 0 is closed. 

E8.6 (Closed) LER 50-237195019-01: The Control Rod Drive Scram Discharge Volume's 
Reactor Protection System Control Logic .Fails to Meet the Single Failure Criteria Due to 
Design Deficiency. On February 28, 1996, the licensee submitted Revision 1 to the 

· LER. The LER described the October 20, 1995, discovery that the Unit 2 control rod 
drive scram discharge volume control logic did not meet the single-failure criterion. 
Unit 2 was defueled at the time of discovery~ 

Inspection Report 95014 documented review of this issue during the November 8 
through December 29, 1995, period. A Non-Cited violation was issued in Report 95014 
for the issue.· 

The LER described additional reviews and corrective actions associated with the design 
process. The inspectors reviewed the LER and the status of commitments, and 
concluded that no further information was needed reg;arding the reactor protection 
system control logic. 

However, during review of the LER, the inspectors noted that the licensee listed the 
following issues as ~open": 1) seismic mounting of the battery chargers; 2) use of 
balance of plant cable raceways instead of Class 1 E raceways; and 3) 480 VAC feed 
cables to the chargers were undersized. 
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Late in the inspection period, the licensee provided information stating that all three 
issues were already addressed. The charger mounting was L!Pgraded in April of 1997, 
therefore, the first issue was resolved. The licensee did not plan any actions for the 
second and third issues, and considered them acceptable as-is. For the second issue, 
the licensee stated that no requirements or commitments required using Class 1 E 
classification for 480 VAC feed cables to battery chargers. The inspectors noted 
that the NRC is currently tracking the third issue as an Unresolved Item 
(50-237/96012-03(DRS); 50-249/96012-03(DRS)). Since the cable routing and cable 
sizing are related, the acceptability of using BOP cable raceways will be added to the 
currently open unresolved item. · 

The remainder of the actions from the LER regarding the single-failure criteria and the 
scram discharge volume appeared acceptable. This LER is closed. 

E8.7 (Closed) LER 50-237/95021-00: Maximum Thermal Power Exceeded Due to 
Inadequate Modification Safety Evaluation. The licensee submitted Revision 1 to this 
LER on May 14, 1996. Revision O is closed. 

E8.8 (Closed) LER 50-237/95021-01: Maximum Thermal Power Exceeded Due to 
Inadequate Modification Safety Evaluation. The licensee submitted Revision 2 to this 
LER on August 19, 1996. Revision 1 is closed. 

E8.9 (Closed) LER 50-237/96003-00: Main Control Room Ventilation Outside Design Basis 
Due to Inadequate Implementation of Modification. The licensee submitted Revision 1 
to this LER on June 13, 1996. Revision 0 is closed. 

E8.10 (Closed) LER 50-237197001-00: Primary Containment Electrical Penetrations Never 
Subjected to Type B Local Leak Rate Test Due to Breakdown of the Modification 
Process. The licensee submitted Revision 1 to the LER on April 11, 1997. Revision O of 
the LER is closed. ·· 

E8.11 (Closed) LER 50-237/97003-00: Containment Penetrations Outside Design Basis Due 
to Analysis of Thermally Induced Post-Accident Over-Pressurization. The licensee 
submitted Revision 1 to the LER on July 11, 1997. Revision 0 is closed. 

E8.12 (Closed) LER 50-249/97013-00: Torus Cooling Outboard Test Valve Would not Close 
Resulting in Inoperable Low Pressure Coolant Injection System Due to Faulty Breaker 
Auxiliary Contact Switches. The licensee submitted Revision 1 to the LER on June 19, 
1998. Revision 0 is closed. 

E8.13 (Closed) LER 50-237198001-00: Post-Accident Temperature in the Secondary 
Containment Higher Than Values Used for the Environmental Qualification of Elect~ical 
Equipment Due to Original Design Error. The licensee submitted Revision 1 to the LER 
on June 29, 1998. Revision 0 is closed. 

EB.14 (Closed) Unresolved Item 50-237/96006-11: Shutdown Cooling Pump Room 
Temperatures. On July 10, 1996, the inspectors identified that the Unit 2 shutdown 
cooling pump room temperatures were high. Sub.sequently, the licensee measured 
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temperatures as high as 142°F, which exceeded the limit of 103°F specified in. 
Section 9.4.5 of the updated final safety analysis report (UFSAR). Also, temperatures 
were more than the 125°F specified in Table 3.8-3 of the UFSAR for containment 
electrical penetrations in the shutdown cooling pump room. This issue was an 
Unresolved Item pending the inspectors' review of the licensee's evaluation of the 
condition. · 

The licensee evaluated the condition and determined that the electrical penetrations are 
qualified for normal service temperatures of 150°F for a 40-year life. 

The licensee originally intended to update the UFSAR to reflect the shutdown pump 
room normal service temperatures. During the review of this issue, the inspectors 
determined that the UFSAR normal temperatures had not been corrected, and the 
inspectors identified an additional error in the UFSAR normal temperature table. The 
licensee entered the findings into the corrective actions process in PIF 01998-05188. 

Because the penetrations were qualified, this issue was of minor significance that would 
not be subject to formal enforcement action in accordance with NUREG 1600, Rev. 1. 
This item is closed. 

E8.15 (Closed) Unresolved Item 50-237:249/96002-08: Resolution of additional UFSAR 
deviations identified by the licensee. The licensee completed resolution of the licensee
identified UFSAR deviations on April 10, 1996. This item is closed. 

• . IV. PlantSu~port 

Radiological Protection and Chemistry (RP&C> 

• 

R2 . Status of RP&C Facilities and Equipment 

R2.1 Material Condition and Housekeeping of Radwaste Facilities (71707. 71750) 

a. . Inspection Scope 

On October 2, 1998, the inspectors toured the radwaste areas of the plant to assess 
general housekeeping practices and equipment material condition. 

b. Observation and Findings 

On October 2, 1998, the inspectors accompanied regional NRC health physics 
inspectors and licensee personnel on a general tour of the station's radwaste facilities. 
Details concerning the licensee's radwaste liquid effluents program are contained in 
NRC Inspection Report 98025. 

The inspectors noted several positive observations concerning the radwaste facilities. · 
The station's fix-it-now team appeared effective at reducing the backlog of identified 
equipment deficiencies. The radwaste control room panels did not contain an excessive 
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number of identified deficiency items and radwaste operators indicated that the 
maintenance department was responsive to their requests concerning items in need of 
repair. The general condition of the radwaste systems appeared acceptable. However, 
the inspectors noted several conditions that indicated that the standards maintained in 
radwaste were different from those established for the rest of the plant. The inspectors 
noted numerous examples where hoses and lines were routed through and around 
equipment skids/systems such that the hoses were either near, or in contact with, valve 
handwheels. The inspectors also noted local instrument panels that had small hand 
tools and debris on top of the panel. Additionally, multiple Rosemount transmitters were 
installed on local instrument racks with the vendor supplied plastic shipping cleanliness 
plugs still installed in the spare electrical ports (normal practice i's to remove the plastic 
plug upon receipt of the transmitter and replace it with a threaded steel plug before 
installation in the plant). The inspectors also entered a room where one of the two 
doors in the room was completely blocked by heavy material on the other side of the 

· door, thus preventing it from opening. All of the above observations were contrary to 
conditions observed in the rest of the plant spaces. 

The inspectors provided their observations to licensee management for disposition. The 
inspectors were informed that management expectations were the same for the 
radwaste facilities as for the rest of the plant. At the end of the inspection period, 
licensee personnel were touring the radwaste facilities to resolve the items noted. 

c. Conclusions 

While nci safety-significant items were identified during the tour, the radwaste facilities 
were maintained to lower housekeeping and material condition standards than the rest 
of the plant. · 

R4 Staff Knowledge and Performance in RP&C 

R4.1 · Control of Personnel Electronic Dosimeters 

a. Inspection Scope (71750) 

The inspectors monitored control of dosimetry at the security gatehouse. The 
inspectors assessed the licensee policies and requirements regarding control of 
electronic dosimetry monitoring equipment. · 

b. Observations and Findings 

On September 22, 1998, the inspectors noticed an individual from the licensee's 
maintenance department remove an electronic dosimeter from the security x-ray 
machine in the plant's security gate house. The electronic dosimeter had made an 
audible alarm while passing through the x-ray machine. 
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The inspectors questioned the individual regarding the proper use and controls of 
personnel dosimetry. The individual stated that, because the time spent outside the 
protected area was not long, there should have not been a problem with leaving the 
protected area with the dosimetry. The individual also stated that there was no concern 
with putting the dosimeter in the x-ray machine, despite hearing the dosimeter's high 
dose rate alarm. 

When a worker exits the radiologically controlled area and returns an electronic 
dosimeter, licensee management expected the worker to review the maximum dose rate 
shown on the screen. Failing to note the maximum dose has been the subject of past 
PIFs at Dresden. The review allows the worker to see if the worker encountered 
unusual radiological conditions. If an electronic dosimeter were placed in an x-ray 
machine, the rate in the X'-ray machine could mask the maximum dose rate frorn the 
plant. Consequently, the worker would not be aware of or report unusual or unexpected 
dose rates to the radiological protection personnel. 

In response to the inspectors' observations and questions, the licensee placed two 
groups of nine dosimeters through the X-ray machines. The maximum dose rate in the 
x-ray machine, as recorded on the dosimeters, was 95 mRem per hour. The dosimeters 
recorded no accumulated dose. 

The inspectors questioned a radiation protection department supervisor regarding the 
station's policy on taking the secondary dosimetry outside the protected area. The 
supervisor stated that the expectation was that certain individuals, such as operators, 
were allowed outside the plant with the electronic dosimeters. The supervisor also 
stated that no formal policy governed taking electronic dosimeters outside the protected 
area. 

The licensee placed placards on the entry point of the x-ray machine stating not to place 
electronic dosimeters and thermoluminescant dosimeters through the x-ray machines. 
No PIF was written until inspectors presented the issue during the routine exit meeting, 
even though the radiation protection supervisor had t~ken action to investigate and . 
. address the concern. Also, after the exit meeting, the licensee discussed the issues 
during routine station tailgate sessions. 

c. Conclusion 

The station lacked a formal policy regarding control of personnel secondary dosimetry 
outside the protected areas. The inspectors identified a weakness in the treatment and 
control of electronic dosimetry. The weakness could mask unusual radiological 
conditions. 
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Fire Protection 

F3 Fire Protection Procedures and Documentation 

F3.1 Review of Fire Protection Audit 

a. Inspection Scope (64704. 92904) 

The inspectors reviewed Dresden Fire Protection Procedure 4100-01, "Fire protection 
·Program," Revision 03, Fire Protection Audit Report, ComEd-98-01, dated 
March 3, 1998, and Corrective Action Record 12-98-007, "Fire Brigade Qualifications." 

b. Observations and Findings 

In Audit Report ComEd-98-01, the licensee identified deficiencies in fire brigade 
qualifications and initiated Corrective Action Record 12-98-007. This record identified 
two examples where many fire brigade members had not completed the required 
training. The examples were: 

• One individual acted as fire brigade leader in 1997 but training records failed to 
show the individual attended initial fire brigade training. 

• Many individuals had not completed quarterly training. No records could be 
found for some fire brigade members receiving training for the second and fourth 
quarters of 1996 and the first quarter of 1997. 

The licensee took corrective actions to exclude the first individual from performing 
fire brigade leader duties until the requirements of Dresden Fire Protection 
Procedure 100-01 were satisfied. The licensee determined the root cause to be having 

. no point-of-contact for documentation and scheduling for the Safety and Property Loss 
Prevention Department. During the in.spection period, the licensee was in the process 
of dissolving the Safety and Property Loss Prevention department and transferring fire 
brigade duties to the operations department. The single point-of-contact for . . 

documentation and scheduling for fire protection will be the Operations Training 
coordinator. 

Technical Specification 6.8, "Procedures and Programs," required that written 
procedures shall be established, implemented, and maintain covering activities 
referenced in the.fire protection program. Dresden Fire Protection Procedure 4100-01, 
Revisions O and 1, required, in part, completion of the initial fire brigade training 
program for each fire brigade member. Additionally, each brigade member must attend 
quarterly continuing fire brigade training sessions to maintain his or her status on the fire 
brigade. · 

Contrary to the above, one individual had not completed the required initial training. 
This non-repetitive, licensee-identified and corrected violation is being treated as a Non
cited Violation, consistent with Section Vll.B.1 of the NRC Enforcement Policy 
(NCV 50-2371249-98024-01 ) . 
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The inspectors considered the second incident (no records of some individuals 
completing quarterly training) to be of minor significance because the required biennial 
refresher training sessions were held in 1997 to repeat the classroom instructions for all 
brigade members. Therefore, this failure constituted a violation of minor significance 
and was not subject to formal enforcement actions. 

c. Conclusion 

The licensee identified a non-cited violation where records did not support the 
qualifications of some fire brigade members. 

V. Management Meetings 

X1 Exit Meeting Summary 

The inspectors presented the inspection results to members of licensee management at 
the conclusion of the inspection on October 6, 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. · · 

X3 Management Meeting Summary 

On October 1, 1998, a routine management meeting was conducted at the NRC 
Region Ill office. Senior licensee management presented station initiatives with respect 
to Technical Specification compliance and configuration management, work planning, 
work execution, and material condition improvements. Slides used in the licensee's 
presentation at the meeting have been included in separate NRC docketed 
correspondence . 
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PARTIAL LIST OF PERSONS CONTACTED 

Licensee 

G. Abrel, Reg Assurance NRC Coordinator 
L. Aldrich, Radiation Protection Manag.er 
J. Almon, Training Manager 
S. Barrett, Shift Operations Manager 
P. Boyle, Chemistry Manager 
P. Chabot, Site Engineering Manager 
R. Christensen, Unit 1 Operations Manager 
R. Fenili, Root Cause Investigator 
J. Heffley, Site Vice President 
R. Kelly, Reg Assurance NRC Coordinator 
W. Lipscomb, Site Vice President Assessor 
M. Pacilio, Work Control and Outage Manager 
G. Ponce, Superintendent of Electrical Maintenance Department 
F. Spangenberg, Reg Assurance Manager 
S. Stiles, Assessment Manager 
R. Weidner, Corrective Actions Program Supervisor 
D. Winchester, Nuclear Oversight Manager 

B. Dickson, Resident Inspector 
K. Riemer, Senior Resident Inspector 
M. Ring, Branch Chief 
D. Roth, Resident Inspector 
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IP 37551: 
IP 40500: 

IP 61726: 
IP 62707: 
IP 64704: 
IP 71707: 
IP 71750: 
IP 71750: 
IP 92901: 
IP 92902: 
IP 92903: 
IP 92904: 

Opened 

INSPECTION PROCEDURES USED 

Onsite Engineering 
Effectiveness of Licensee Controls in Identifying, Resolving, and Preventing 
Problems 
Surveillance Observations 
Maintenance Observation 
Fire Protection Program 
Plant Operations 
Plant Support Activities 
Plant Support Activities 
Fotlowup - Operations 
Fotlowup - Maintenance 
Fotlowup - Engineering 
Fotlowup - Plant Support 

ITEMS OPENED, CLOSED, AND DISCUSSED 

50-237;249/98024-01 NCV Failure to complete required fire brigade training 

Closed 

50-237;249/98024-01 
50-237;249/95015-02 A-E · 
50-249/96009-03 

50-237;249/95010-01 
50-237195016-00 

50-249/96009-00 

50-249/96009-01 

50-237;249/96009-04 

50-237196004-00 

50-237196005-00 

NCV 
VIO 
VIO 

VIO 
LER 

LER 

LER 

VIO 

LER 

LER 

Failure to complete required fire brigade training 
Configuration control and tagging activities 
Failure of the licensee to reactivate the license of an 
operator before returning that individual to duty 
Failure to follow foreign material exclusion program · 
During maintenance on the reactor protection system an 
unexpected Group 2 and Group 3 isolation. occurred due to 
opening the common neutral circuit 
Licensee forced into a Technical Specification action 
statement to complete Unit 3 diesel generator operability 
run due to work management process deficiency 
Licensee forced into noncompliance with Technical 
Specification 3.9.D to complete diesel generator operability 
run due to work management process deficiency 
Licensee forced into noncompliance with Technical 
Specification 3.9.D to complete diesel generator operability 
run due to work management process deficiency 
Main Steam Safety Valve 2-0203-4G As-Found lift setpoint 
outside Tech Spec Limit due to Setpoint Drift 
Electromatic Relief Valve 2-0203-3A, B, D, and E Pressure 
swi.tches found outside of Technical Specification 
Tolerance due to Setpoint Drift; 
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50-237196005-01 LER Unit 2 and Unit 3 Electromatic Relief Valve Pressure 
Switches found outside of Technical Specification 
Tolerance due to Setpoint Drift 

50-249/96010-00 LER Electromatic Relief Valve 3-0203-3B and E Pressure 
Switches found out of tolerance due to setpoint drift. 

50-237;249/96004-03 VIO Two examples of Failure to Following Procedure 
50-237;249/96004-02 VIO Locked Valve Design Control 
50-237;249/94002-04 VIO Failure to identify, determine and correct recurring reactor 

water level switch failures 
50-237;249/95002-07 IFI Retaining of expanded hydraulic ranges 
50-237;249/95002-08 IFI Reference value multipliers used during in service testing 
50-249/95015-03 IFI Scram discharge volume header access gallery steel 
50-237195019-00 LER The control rod drive scram discharge volume's reactor 

protection system control logic fails to meet the single 
failure criteria due to design deficiency 

50-237/95019-01 LER The control rod drive scram discharge volume's reactor 
protection system control logic fails to meet the single 
failure criteria due to design deficiency 

50-237195021-00 LER Maximum Thermal Power Exceeded due to Inadequate 
Modification Safety Evaluation 

50-237/95021-01 LER Maximum Thermal Power Exceeded due to Inadequate 
Modification Safety Evaluation 

50-237196003-00 LER Main.contro.1 room HVAC outside design basis due to 
inadequate implementation of modification 

50-237197001-00 LER Primary Containment Electrical Penetrations Never 
Subjected to Type B Local Leak Rate Test due to 
Breakdown of the Modification Process 

50-237197003-00 LER Containment Penetrations Outside Design Basis due to 
Analysis of Thermally Induced Post-Accident Over-
Pressurization 

50-249/97013-00 LER Torus Cooling Outboard Test Valve would not Close 
resulting in inoperable low pressure coolant injection 
system due to faulty breaker auxiliary contact Switches 

50-237198001-00 LER Post-LOCA Temperature in the secondary containment 
higher than values used for the environmental qualification 
of electrical equipment due to original design error 

50-237/96006-11 URI Shutdown Cooling Pump Room Temperatures 
50-237;249/96002-08 URI Resolution of additional UFSAR deviations identified by the 

licensee 
Discussed 

50-237198002 . LER Unit 2 [January 13] Reactor Scram from a Main Turbine 
Trip due to Inadequate Design review Performed during 
Modification . 

50-237/96011 LER Code required in service tests (IST) and extrapolation of 
pressure isolation valve-leakage not performed, and IST 
flow instruments do not meet code requirements due to 
related documents not developed or not revised 

50-237;249/96012-03 URI Adequacy of cable a_mpacity 
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... _, 

IFI 
IR 
IST 
LER 
LPCI 
NCV 
NRC 
PIF 
TS 
SEP 
UFSAR 
URI 
VIO 

LIST OF ACRONYMS USED 

Inspection Followup Item 
Inspection Report 
In Service Tests 
Licensee Event Report 
Low Pressure Coolant System 
Non-Cited Violation 

· Nuclear Regulatory Commission 
Problem Identification Form 
Technical Specification 
System Evaluation Program 
Updated Final Safety Analysis Report 
Unresolved Item · 
Violation . 

28 


