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EXECUTIVE SUMMARY 

Dresden Nuclear Power Station, Units 2 and 3 
NRC Inspection Report 50-237/98030; 50-249/98030 

This routine inspection included aspects of licensee operations, engineering, maintenance, and 
plant support. The report covers a 7-week period of resident inspection.· 

Operations 

The inspectors walked down accessible portions of the high pressure coolant injection 
systems, the.core spray systems, and the low pressure coolant injection systems. The 
inspectors identified no substantive concerns from these walkdowns. Equipment . 
operability, observed material condition, and housekeeping were generally acceptable. 
(Section 02.1) 

The licensee's response to previous problems with the post-accident hydrogen and 
oxygen monitoring system failed to identify another H2/02 monitor annunciator 
procedure that also contained errors. This issue was subsequently corrected. 
(Section 03.1) 

The non licensed operators (NLOs) effectively identified equipment abnormalities during 
the conduct of their rounds. The early identification of the equipment deficiencies 
allowed the station to remove the equipment from service in an orderly fashion before 
the problems presented a more severe challenge to plant operations. (Section 04.1) 

Four instances were identified where Technical Specification and Dresden 
Administration Technical Requirement (DATR) Limiting Conditions for Operation (LCO) 
time limits were not met either because station personnel did not understand the impact 
of their activities on these requirements, or did not realize conditions had changed which 
warranted an entry into the LCO action statements. (Section 04.2) 

Maintenance 

. . 

Material condition issues continued to adversely affect plant operations. Plant personnel 
responded appropriately to the equipment failures. (Section M2.1) 

The inspectors identified that contract maintenance activities resulted in making the 
Technical Support Center air filtration unit inoperable. The contract maintenance staff 
had propped open an emergency door in the Technical Support Center without 
operations permission. The operations staff entered the appropriate DATR LCO after 
the inspectors informed the staff. The licensee counseled the contract maintenance 
staff and highlighted the issue throughout the station. (Section M4.1) 

The maintenance activities observed by the inspectors were performed correctly. 
(Section M4.2) 
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Engineering 

Engineering personnel were satisfactorily involved in the resolution and disposition of 
previously identified issues. The licensee's corrective action process adequately 
implemented corrective actions to resolve the issues. (Sections E8.1 - E8.6) 

Plant Support 

Overall, the licensee's radiation protection staff enforced the plant's radiological control 
standards. However, the inspectors observed several minor radiation protection issues. 
The inspectors were concerned that these examples, along with others, were not 
identified and addressed by the licensee prior to the .inspectors' identification. 
(Section R 1.1) 
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Report Details 

I. Operations · 

01 Conduct of Operations 

01.1 Gen.era! Comments (71707) 

02 

02.1 

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, one event occurred that required prompt notification of 
the NRC per 10 CFR 50.72 or licensee event reports (LERs) per 10 CFR 50.73. 
The event is listed below. 

11/30/98 (Unit 3) Inadvertent closure of Core Spray system minimum flow valve. 
The licensee subsequently retracted this notification. 

Operational Status of Facilities and Equipment 

Engineered Safety Feature System Walkdowns (71707) 

The inspectors used Inspection Procedure 71707 to walk down accessible portions 
of the following engineered safety feature (ESF) systems: · 

• High Pressure Coolant Injection (HPCI) (Unit 2 and Unit 3) 
• Core Spray (Unit 2 and Unit 3) 
• Low Pressure Coolant Injection (LPCI) (Unit 2) 

The inspectors identified no substantive concerns from these walkdowns. Equipment 
operability, observed material condition, and housekeeping were generally 
acceptable. However, the inspectors noted several minor discrepancies, such as 
minor leaks on a number of valves and low oil levels on the 2C LPCI pump. The 
inspectors also noted several housekeeping issues in the Unit 2 HPCI system pump 
room. The issues were turned over to the licensee's operations staff. 

The inspectors verified that the licensee had addressed all the concerns by reviewing 
the licensee's problem identification form (PIF) and action request process . 
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03 Operations Procedures and Documentation 

03.1 Post-Accident Drvwell and Torus Sample Lines' Heat Trace 

a. Inspection Scope (71707) 

The inspectors assessed follow-up concerns with the annunciator procedures 
associated with the post-accident hydrogen and oxygen monitoring system. 

b. Observations and Findings 

In Section E4.2 and Section 02.2 of .Inspection Report 98026, the inspectors discussed 
concerns with the set points for the heat trace for the post-accident hydrogen and 
oxygen (H2/02) monitoring system. On December 12, 1998, the licensee revised 
Dresden Annunciator Procedure (DAN) 902(3)-55 A-2, "H2/02 MONITOR HEAT 
TRACE FAILURE," to show the correct alarm set points, thus completing Nuclear · 
Tracking System (NTS) Item # 237-201-98-45501. However, on December 19, 1998, 
members of the Operations department discovered that a closely related procedure. 
DAN 902(3)-55 B-2, for a heat trace power circuit failure, incorrectly listed the wrong 
division of power. The inspectors concluded that the licensee's discovery of additional 
errors in annunciator procedures associated with the H2/02 monitors' heat trace 
showed that NTS Item# 237-201-98-45501 corrective actions were narrow in scope. 
The licensee subsequently revised the procedures to list the correct power supplies. 

Report 98019, dated August 7, 1998, discussed how the post accident monitoring 
(PAM) instrumentation was lost when a nonsafety-related circuit tripped, revealing that 
instruments required by Technical Specifications (TS) were inappropriately powered by 
nonsafety-related circuits. The inspectors were concerned because the errors found on 
December 19, 1998, also involved post-accident m·onitoring systems and incorrect 
power supplies. 

c. Conclusion 

The licensee's response to previous problems with the post-accident hydrogen and 
oxygen monitoring system failed to identify an other H2/02 monitor annunciator 
procedure that also contained errors. This issue was subsequently corrected. 

04 Operator Knowledge and Performance 

04.1 Non-Licensed Operator Performance 

a. Inspection Scope (71707) 

The inspectors monitored the effectiveness of non-licensed operator (NLO) rounds with 
respect to the identification of plant equipment and housekeeping deficiencies. 
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b. Observations and Findings 

Inspection Reports 98024 and 98026 documented NRC concerns with respect to NLO 
performance and effectiveness at identifying issues and equipment deficiencies outside 
of the formal rounds procedures. The inspectors noted several examples during the 
inspection period where NLOs demonstrated a good questioning attitude as evidenced 
by their identification of several equipment abnormalities. Some examples of findings 
follow: on November 30, 1998, an NLO identified higher humidity levels in the off gas 
area of the plant and a warmer than normal door to the off gas room, which led to the 
identification of a packing leak on the 38 off gas pressure control valve; on 
December 12, 1998, an NLO noted an oil leak associated with the Unit 2 emergency 
diesel generator cooling water pump, which led to the identification of a crack in the 
stator water jacket and subsequent inoperability declaration for the diesel generator. In 

· both of the examples, the station removed the equipment from service and entered the 
equipment deficiencies into the corrective action program for repair. The NLO's early 
identification of the problems allowed the station to remove the equipment from service 
in an orderly fashion before the problems increased in severity. 

Despite this positive trend in NLO-performance, the inspectors continued to identify 
lower tier plant housekeeping and material condition issues which the NLOs should 
have dispositioned while performing daily rounds or general plant tours. For instance, 
on a plant tour on December 21, 1998 (Ref. PIF D1998-06362), the inspectors.identified 
a number of material condition and housekeeping issues (loose parts). Additionally, on 
December 30, 1998, during another plant tour, the inspectors identified evidence of poor 
radiation worker performance that should have been identified by the NLOs 
(Reference· PI F D 1999-00059). 

On December 15, a non-licensed operator driving a fork lift truck within the protected 
area inadvertently entangled the fork lift truck with some overhead lines. The driver had 
not realized that the fork lift was too tall, and that the lines sagged too low. The lines 
were communications cables and power to the plant was not affected. Station 
management appropriately took the event very seriously. The station assigned a Root 
Cause Report (RCR) 2-98-018, due February 5, 1999, to investigate all the 
circumstances. Immediate corrective actions included licensee management surveying 
all the lines on the site for other potentially t.oo-low cables. 

c. Conclusions 

The NLOs effectively identified equipment abnormalities during the conduct of their 
rounds. The early identification of the equipment deficiencies allowed the station to 
remove the equipment from service in an orderly fashion before the problems presented 
a more severe challenge to plant operations. The NLOs missed opportunities to identify 
minor housekeeping and plant equipment deficiencies. 
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04.2 Technical Specifications and Dresden Administrative Technical Requirements Issues 

a. Inspection Scope (71707) 

The inspectors monitored an emerging negative trend associated with inadvertent 
entries into TS and Dresden Administrative Technical Requirement (DATR) limiting 
conditions for operation (LCO). 

b. Observations and Findings 

Inspection Reports 98019 and 98021, documented TS compliance errors on the part of 
the licensed operators. Corrective actions tak.en to address these types of errors 
appeared effective; the inspectors have not noted any recent additional examples of 
similar errors. However, during this inspection period, several instances occurred where 
TS and DA TR requirements were not met due to errors on the part of station personnel. 

No active violations of TS occurred during this inspection period. However, during this 
period, several instances occurred where the station failed to comply with TSs or DATRs 
through omission. The specific examples are listed below. 

Missed Fire Protection Damper Surveillance 

On December 1, 1998, ,the licensee identified that the 18-month fire damper surveillance 
had not been completed prior to the critical due date of April 30, 1998. The surveillance 
work request had been improperly closed without the acceptance criteria being met. A 
total of 13 dampers had not been inspected when the surveillance had been signed off 
as being complete. Instead, station personnel had written action requests to build 
scaffold, remove insulation, and inspect the dampers. Following sign-off of the 
surveillance, another work request was automatically generated to perform the next 
18-month surveillance. The work requests that had been generated to complete the 
damper inspections were subsequently canceled and closed out for the work to be 
performed during the (newly generated) upcoming 18-month surveillance. 

Operators entered the ~pplicable DA TR LCO once the error was discovered 
(established a dedicated fire watch) and the station successfully performed the full 
.18-month fire damper surveillance to verify the operability of the dampers. The licensee 
documented the occurrence via PIF D1998-06106, and initiated a prompt investigation 
to investigate the sequence of events. The prompt investigation documented several 
failed barriers, including inappropriate actions by the personnel involved who signed off 
the surveillance as complete without the acceptance criteria being met. Closing the 
surveillance by generating work requests to inspect the dampers did not meet station 
management expectations. The inspectors reviewed the prompt investigation results 
and concluded that the investigation thoroughly identified the sequence of events and 
identified where barriers broke down. The licensee also planned to perform a full root 
cause into the occurrence. The inspectors will review the licensee's root cause report 
as part of the core inspection effort assigned to reviewing the corrective action program. 

Dresden Technical Specification 6.8.A required that written procedures be implemented 
covering the applicable procedures recommended in Appendix A of Regulatory 
Guide (RG) 1.33, Revision 2, February 1978. In Section 1 L of Appendix A, the guide 
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recommended administrative procedures for the fire protection program. Dresden 
Administrative Technical Requirement 3.1.6.1 required, in part, that " ... all sealing 
devices in fire rated assembly penetrations (fire doors, fire dampers, and cable, piping 
and ventilation duct penetration seals) shall be OPERABLE. Dresden Administrative 
Technical Requirement 4.1.6.1.a.2 (SURVEILLANCE REQUIREMENTS) required that 
"Each of the above fire rated assemblies and sealing devices, except fire doors, shall be 
verified to be OPERABLE at least once per 18 months by performing a visual inspection 
of each fire damper and associated hardware." Contrary to the above, the licensee did 
not verify the operability of all fire dampers within the required time frame. This non
repetitive, licensee identified, and licensee corrected violation is being treated as a Non
cited Violation, consistent with Section VII. B.1 of the NRC Enforcement Policy 
(NCV 50-237;249-98030-01 ). 

Locked Valve Checklist Not Completed as Required by Technical Specifications 

On December 1, 1998, the licensee identified that the monthly primary containment 
locked valve checklist was not completed in accordance with the requirements of 
TS 3. 7 .A. The TS allowed valve position checks in high radiation areas (inaccessible 
areas) to be verified by administrative controls. The licensee utilized two primary 
containment locked valve checklists, one for accessible areas and one for inaccessible 
areas. The licensee had improved radiological conditions in areas of the torus and 
previously "inaccessible" areas were now accessible for valve checks. On December 1, 
1998, a non'-licensed operator identified that some of the primary containment valves 
listed on the inaccessible valve checklist were now accessible (i.e., the areas in which 
the valves were located were no longer high radiation areas); however, they had not had 
their positions checked as required by TS 3.7.A. 

The licensee documented the omission via PIF D1998-06113 and operators entered 
Technical Specification 3.7.A. The operators also entered TS 4.0.C, which stated, in 
part, "Failure to perform a surveillance requirement within the allowed surveillance 
interval, shall constitute noncompliance with the OPERABILITY requirements for a 
Limiting Condition for Operation. The time limits of the ACTION requirements are 
applicable at the time it is identified that a surveillance requirement has not been 
performed·." Operators performed the locked valve checklist surveillance on all 
accessible valves and identified no deficiencies. The licensee planned to combine both 
of the checklists into one list and challenge the list for all valves on a monthly basis. 

Technical Specification 3.7.A required that PRIMARY CONTAINMENT INTEGRITY shall 
be maintained. Technical Specification 4.7.A.2 stated, in part, that PRIMARY 
CONTAINMENT INTEGRITY shall be demonstrated at least once per 31 days by 
verifying that all primary containment penetrations not capable of being closed by 
OPERABLE containment automatic isolation valves and required to be closed during 
accident conditions are closed. Contrary to the above, the licensee did not verify the 
position of all valves contained in the primary containment locked valve _checklist. This 
non-repetitive, licensee identified, and licensee corrected violation is being treated as a 
Non-cited Violation, consistent with Section Vll.B.1 of the NRC Enforcement Policy 
(NCV 50-237;249/98030-02). 
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Contaminants in Unit 1 Diesel Fire Pump Fuel Oil 

On December 20, 1998, licensee personnel drew the monthly fuel sample for the Unit 1 
diesel fire pump day tank and sent the results off-site for analysis. The licensee was 
notified on December 29, 1998, that the sample was out of specification. The licensee 
sent a confirmatory sample off-site for analysis. The results, which were also out of 
specification, were received by the station on January 5, 1999. Based on the 
unsatisfactory sample results, the operators declared the Unit 1 diesel fire pump 
inoperable and entered DATR 3.1.2.1, Action a. Action a of DATR 3.1.2.1, required that 
with an inoperable fire pump, the station was required to restore the pump to an 
operable status within 7 days or prepare a PIF in accordance with approved station 
procedures. Once the confirmatory sample results were obtained, the station 
documented the occurrence via PIF D.1999-00052. The licensee subsequently drained, 

·flushed, and refilled the Unit 1 diesel fire pump day tank and returned the diesel to an 
operable condition. 

Because of the amount of time required to obtain the day tank fuel oil sample results 
(16 days), the licensee exceeded the time limits (7 days) specified in the DATR LCO 
action statement. The matter was not a significant regulatory issue because it occurred 
on the. permanently shutdown unit, and because the only action statement requirement 
was to document the matter via the station's PIF process. The inspectors were 

· concerned, however, with the potential generic implications for the operating units at the 
station. The same off-site laboratory was utilized for sample analysis of the Unit 2. and 
Unit 3 emergency diesels. The licensee informed the inspectors that the PIF resolution 
for the Unit 1 issue would address the potential generic implications for the operating 
units' emergency diesels: The inspectors will continue to monitor the status of the 
operating unit emergency diesels during routine core inspection activities of plant 
operations. 

Technical Support Center Air Filtration Unit Rendered Inoperable by Personnel 
Error 

On December 15, 1998, contract workers propped the back door to the Technical' 
Support Center open, which defeated ttie function of the air filtration unit (Reference 
Section M4.1 of this inspection report for details on the occurrence.) Control room 
operators were unaware that this had occurred and consequently did not enter the 
applicable DATR LCO when required. 

c. Conclusions 

Four instances were identified where TS and DATR LCO time limits were not met either 
because station personnel did not understand the impact of their activities on these 
requirements, or the station did not realize conditions had changed which warranted an 
entry into the LCO action statements. These items represented an emerging negative 
trend with respect to TS and DATR related issues . 
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04.3 Main Control Room Panel Walkdowns 

During this inspection period, the inspectors noted that several licensed operators, while 
turning over the shift in the control room, did not walk down the back panels with the 
oncoming crew. The inspectors discussed the issue with ~he shift operations supervisor 
(SOS), and the SOS stated that the back panel walkdown was not required. The SOS 
considered the hourly walkdowns performed and documented on-shift to be sufficient. 
The inspectors reviewed the licensee's procedures and found no explicit requirement to 
walkdown the back panels during turnover. 

The back panels contain indications for power, area and process radiation levels, and 
other important parameters. The inspectors were .concerned by the possibility that 
failure to perform walkdowns of the back panels during turnover could make it more 

·difficult for the oncoming crew to understand the overall plant status. 

08 Miscellaneous Operations ·issues· 

08.1 (Closed) LER 50-249/96001-00: Inadvertent Start of the Unit 3 Diesel Generator Due to 
Personnel Error. This LER documented the unplanned start of the Unit 3 emergency 
diesel generator that was caused by a non-licensed high voltage operator inadvertently 
pressing the local start push-button instead of the lamp test push-button. This was 
originally discussed in Inspection Report 95015. The LER stated that a contributing 
cause was poor oversight by operations management. As a result, the licensee took 
steps to improve its "Management by Walking Around" program. With respect to.the 
historic error described in the LER, there has not been a repeat event. The event was 
caused by personnel error, and the safety significance was minor and not subject to 
formal NRC enforcement action. 

Current performance in operations caused the licensee to increase ·oversight of all 
operations. Technical Specification errors, non-compliance issues and other issues 
related to personnel errors spiked upward in the last half of 1998. The errors were 
discussed most recently in Inspection Reports 98026 and 98024. Operator performance 

· will be monitored by the routine core inspection program. This item is closed. 

II. Maintenance 

M2 Maintenance and Material Condition of Facilities and Equipment 

M2.1 Maintenance and Availability of Equipment 

a. Inspection Scope (62707) 

The inspectors reviewed the licensee's response to some self-revealing equipment 
deficiencies that presented potential challenges to operation of the units. 
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b . Observations and Findings 

The inspectors noted that several material condition issues and self-revealing 
equipment failures during the inspection period required plant personnel to take prompt 
action. The inspectors reviewed the failures to determine the effect on plant safety. 
The inspectors verified that the plant staff properly entered the items into the station's 
corrective action program for resolution. Specific examples are listed below. 

* Emergency Diesel Generator cooling water pump oil leak 

* HPCI steam admission valve packing leak 

* APRM 6 intermittent failure downscale 

* Core Spray System minimum flow valve inadvertent closure 

* Reactor feed pump minimum flow valve failure to operate. 

c. Conclusions 

Material condition issues continued to adversely affect plaht operations. Plant personnel 
responded appropriately to the equipment failures. 

M4 Maintenance Staff Knowledge and Performance 

M4.1 Inadvertent entry into DATR LCO 

a. Inspection Scope (62707) 

The inspectors reviewed circumstances surrounding an inadvertent entry into a 
Dresden Administrative Technical Requirement (DATR) Limiting Condition for 
Operation (LCO). 

b. Observations and Findings 

On December 15, 1998, the inspectors noted that the back door to the Technical 
Support Center (TSC) was propped open. The inspectors questioned the unit 
supervisors in the control room and found that the unit supervisors were unaware of the 
situation. This was significant because DATR 3.6.2 required that at all times, except 
during surveillance testing or during removal of charcoal test canisters, the TSC air 
filtration unit be operable. The propped-open door defeated the function of the air 
filtration unit, and thus could have prevented the habitability of the TSC in the event of 
an accident involving a gaseous radioactive release. 

The unit supervisors investigated why the door was propped open and documented the 
findings in PIF D1998-06262, and, subsequently, in an apparent cause 
evaluation (ACE). The licensee identified that contract workers had propped the door 
open to support hot work. Immediate corrective actions were to enter the LCO and to 
add the requirement to notify the control room to the hot work permit. Fortuitously, 
operators were able to enter the DA TR LCO and take the appropriate actions before the 
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DATR LCO requirements were violated. Long term corrective action was to change the 
sign on the door from "do not open" to "contact control room prior to opening." This was 
assigned under Nuclear Tracking System (NTS) Item# 237-260-98-123401A, with a 
due date of June 1, 1999. Therefore, the long term corrective actions were not · 
complete by the end of the inspection period. 

The contractor workers involved were also counseled on following posted instructions. 
The workers presumed that propping the door open was acceptable because the door 
was propped open the previous day by licensee workers. On the previous day; the 
licensee workers had coordinated with operations before opening the door, so 
operations had entered the LCO. 

The inspectors noted that this event matched the licensee's definition of a "Configuration 
Control" event. However, when the PIF was first reviewed by the licensee's Events 
Screening Committee (ESC), the ESC did not identify the PIF as a configuration control 
event. Subsequently, the inspectors challenged members of the Nuclear 
Oversight (NO) organization about whether the event was a configuration control event. 
Members of NO reviewed the event and re-presented the PIF to the ESC, and the ESC 
then properly classified the event as "Configuration Control." The licensee then drew 
the station's attention to the error through discussions and through the station's 
newspaper. The inspectors observed no other issues where the ESC initially failed to 
screen correctly. 

c. Conclusion 

The inspectOrs identified that contract maintenance activities resulted in making the TSC 
air filtration unit inoperable. The contract maintenance staff had propped open an 
emergency door in the TSC without operations' permission. The operations staff 
entered the appropriate DATR LCO after the inspectors informed the staff. The licensee 
counseled the contract maintenance staff and highlighted the issue throughout the 
station. 

M4.2 Instrument Maintenance Department Performance 

a. Inspection Scope (61726. 62707) 

The inspectors observed instrument maintenance activities and assessed the workers' 
performance and compliance with plant requirements and management expectations. 

The inspectors observed portions of the Unit 3 emergency core cooling system (ECCS) 
keepfill system pressure switch calibration performed on December 30, 1998 
(WR 980126765-01). 

b. Observations and Findings 

In general, work was being performed in accordance with the procedures. For work 
specifically observed, the workers were observed to self-check and exercised good 
communications. When questioned about activities and procedural steps, the workers 
were aware of the purpose and status of the work. 
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c. Conclusions 

• The maintenance activities observed by the inspectors were performed correctly. 

MB Miscellaneous Maintenance Issues 

M8.1 (Closed) Licensee Event Report 249/95019-00: Unit 3 Manual Scram due to Fish Run 
Blockage of Intake Structure. This LER described the event of October 29, 1995, in 
which a loss of circulating water forced the operators to scram the plant from power. 

The loss of circulating water was caused by the traveling screens being unable to 
handle a large school of fish. The weight of the fish caused some screens to bend and 
.break. 

Inspection Report 96013 documented a similar large school of fish and the school's 
impact on the traveling screens. Report 96013 stated that work completed on the 
traveling screens to enhance the performance after the 1995 fish run was successful, 
although Report 96013 also discussed a problem with service water strainers caused by 
the weight of the fish and the strainers' mode of operation. Report 96013 concluded 
that corrective action appeared adequate to reduce future vulnerability to the annual 
shad run. 

The 1995 LER documented several equipment problems associated with the scram in 
addition to the performance of the traveling screens. For example, excessive vibration 
that led to failure of a local pressure gauge was observed at the instruments associated 
with the control rod drive flow control and charging water station. The licensee 
concluded that a combination of missing hanger clips, degraded restricting orifices, and 
valve positions led to the vibration. The inspectors reviewed the problems and the 
associated corrective actions, and concluded that the actions were appropriate. Most 
work was completed in 1996 and 1997, although replacement of the Unit 3 restricting 
orifice was scheduled for refueling outage D3R 15 (January of 1999). The inspectors 
verified that the work was on the outage schedule. No additional information about the 
1995 scram was needed. The item is closed. 

M8.2 (Closed) Licensee Event Report 249/96013-00: Group l·lsolation due to Vibrations 
Caused by Dropping a Heavy Item Near the Instrument Rack due to Personnel Error. 
The LER described the event of September 10, 1996, when rigging activities resulted in 
dragging a barricade stanchion into a removed floor plug over the main steam lines 
sensing lines, thus causing a spurious Group I main steam line isolation. The licensee 
concluded that the personnel setting up the barricades had placed the barricades too 
close (about two feet) to the removed floor plug. Corrective actions included training 
and revising procedures to assure that personnel were trained to the requirements listed 
in the ConiEd Generating Stations Safety Rulebook (the handbook required 6. feet of 
clearance around the removed floor plug). The reactor was in a refueling outage at the 
time of the event, so there were no safety consequences to the Group I isolation. The 
inspectors concluded that the event was minor and not subject to formal NRC 
enforcement action. This issue is closed. 
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Ill. Engineering 

Miscellaneous Engineering Issues 

The inspectors reviewed the licensee's corrective action process with ·respect to several 
previously identified follow-up items. Inspector discussions with the applicable 
engineering personnel indicated satisfactory involvement in the resolution and 
disposition of these issues. The inspectors concluded that the licensee's corrective 
action process adequately implemented corrective actions to resolve the following 
issues: · 

E8.1 {Closed) Licensee Event-Report 249/96006-00: Reactor Scram While Shutdown due to 
Trip of the 38 Reactor Protection System due to Improperly Sized Overload Relays. 
The LER documented that on May 20, 1996, with Unit 3 in cold shutdown, the main 
power supply to the 38 Reactor Protection System (RPS) motor-generator (MG) drive 
motor tripped. The cause was improper sizing of the thermal overload relay combined 
with high ambient temperatures. 

The licensee had experienced a similar trip in 1989 (see LER 237/89015), therefore, the 
licensee concluded that the station management's reaction to the 1989 event was 
inadequate. There were also "nuisance trips" of the 2A RPS MG set in 1993 due to high 
ambient conditions, which led to use of improved thermal overload relays for the 
2A RPS MG set. 

The corrective actions included installation of a temperature compensated thermal 
overload relay for both the 3A and the 38 RPS M.G sets. Also, the 28 RPS MG set was 
upgraded to match the 2A RPS MG set. 

The licensee considered the current integrated reporting process sufficient to address 
the historical 1989 and 1993 inadequate corrective actions. 

Plant equipment response was generally as-expected, however, the control rod drive 
pump tripped on low suction pressure immediately following the scram. The installation 
of a new restricting orifice, discussed in Section M8.1 of this report, was expected to 
address this: 

The safety significance of the RPS trip was low, since the reactor was already shut 
down. The inspectors were satisfied with the corrective actions and required no 
additional information. This item is closed.· 

E8.2 {Closed) Licensee Event Report 249/96004-00: Reactor Vessel Level Transient 
Resulting in Reactor Scram and Emergency Core Cooling System Actuation Caused by 
Feedwater Regulating Valve Stem Separation. The LER described the event of 
May 15, 1996, in which a loss of all feedwater occurred on Unit 3 during power 
operations. The NRC formed an Augmented Inspection Team to investigate, and 
published the results in Inspection Report 96008. The enforcement actions associated 
with the event were subsequently published in Section E2.2 of Inspection Report 96009. 
The inspectors reviewed the LER and the documentation of the corrective actions. 
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Review of the LER revealed no new issues. The documentation showed that all items 
were complete. This item is closed . 

E8.3 {Closed) Licensee Event Report 50-237/96007-00: High Pressure Coolant Injection 
(HPCI) Inoperable Due to a Through-wall Hole in the Inlet Drain Pot Line to the 
Condenser Caused by Flow Accelerated Corrosion. In Section E8.5 of Inspection 
Report 98009, the inspectors concluded this issue had been adequately addressed by 
the licensee during a review of similar LERs. This issue is closed. 

E8.4 {Closed) Licensee Event Report 237/96014-00: Control Rod Scrammed During Half 
Scram Periodic Surveillance Testing due to Foreign Material in Scram Solenoid Pilot 
Valve. The LER documented that on September 9, 1996, control rod J-13 scrammed 
from Position 48 to Position 00 unexpectedly during reactor protection system testing. 
The cause was a 9-mg bit of foreign material that had caused the scram solenoid pilot 
valve not to seal. The licensee analyzed the material and concluded that "the material 
was a polyacrylate resin which has a variety of applications including coatings, 
adhesives, and elastomers." The licensee was unable to determine the origin of the 
material. The inspectors reviewed the LER and had no further questions. This item is 
closed. 

E8.5 {Closed) Licensee Event Report 50-237/96018-00 and 01: HPCI Declared Inoperable 
Due to Water in Lube Oil Reservoir From Lube Oil Cooler Tube Leakage. The · 
inspectors reviewed the corrective action documented in the LER and concluded that all 
issues resulting from this event had been adequately addressed. The inspectors also 
verified that all these corrective actions had been completed, with only one exception as 
noted in LER 9601.8-01. The issue involved a commitment from the licensee to develop 
a process to ensure the HPCI system heat exchangers are adequately maintained 
during prolonged lay up or outages when flushing is not possible. The inspectors 
verified that the licensee was actively pursuing this issue through its nuclear tracking 
system. This issue is closed. 

E8.6 Licensee Event Report 237/96017 and other LERs, discussed in Paragraphs E8.6.1 
· through E8.6.4 below, were issued from 1994 through 1997 and were related to control 
room ventilation system problems. The issue of control room ventilation operability and 
ineffective post modification testing was reviewed in the Independent Safety Inspection 
Report 50-237/97201; 50-249/97201, and regional Inspection Reports 50-237/96013; 
50-249/96013, and 50-237/96014; 50-249/96014. It was concluded that due to. 
inadequate impleme.ntation of modifications, the control room ventilation system was not 
capable of performing its safety function from 1989 until discovery in 1996. Some 
opportunities to identify these problems were missed, as indicated by the licensee event 
reports, but ultimately, the licensee identified and addressed each of these problems. 
Escalated enforcement action for control room operability was issued on May 21, 1997. 
The specific technical issues addressed by each LER and their resolution are discussed 
below. All of the related control room ventilation LERs are considered closed. 

E8.6.1 {Closed) LER 237194007-01 issued March 28, 1996: Potentially Unanalyzed Control 
Room Habitability Condition Due to Purge Moqe. The licensee identified that, in the 
outside purge mode, the control room ventilation system takes in significantly more than 
2,000 cfm which exceeds the control room habitability analysis. The inspector reviewed 
Dresden Operating Procedure 5750-05, "Control Room Ventilation," Rev 21 which had 
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been revised to require entry into LCO 3/4.8.D.1.a for an inoperable control room 
filtration system whenever the purge mode was used. The procedure adequately 
controlled system status. The purge mode is a configuration which is rarely used. At 
the time of this LER, the system was already inoperable as addressed in 
LER 237/96017 (see below). This item is closed. 

E8.6.2 (Closed) LER 237/95001-01 issued August 29. 1997: Inoperable Heating, Ventilation 
and Air Conditioning (HVAC) Booster Fans Due to Improperly Sized Thermal Overload 
Heater Devices Caused by a Design Deficiency. The thermal overload devices were 
determined to have been set too low. to prevent spurious trips of the booster fans A and 
B during normal plant conditions. The source of the design deficiency was attributed to 

. modification M12-2/3-82-1 which did not have sufficient guidance on the sizing of the 
thermal overloads. Engineering guidance for selection and setting of thermal overloads 
was issued. The thermal overloads were upgraded and reset and the problem has not 
recurred. Subsequent further review of the modification determined that the ventilation 
system was significantly outside its design basis as addressed in LER 23719.6017 below. 
This item is closed. 

EB.6.3 (Closed) LER 237/96003-01 issued June 13. 1996: Main Control Room HVAC Outside 
of Design Basis Due to Inadequate Implementation of Modification. During a review of 
procedures to deal with a loss of off-site power (LOOP), the licensee identified that the 
Dresden General Abnormal Station emergency procedure was not adequate to maintain 
the operability of the control room HVAC in the case of a combination LOOP and a loss
of-coolant-accident. The toxic gas analyzer and the dampers for the air filtration unit 
booster fans lose power/instrument air during a LOOP and will not pressurize the control 
room. The cause of this was identified as inadequate implementation of . 
modification M 12-2/3-82-1. Procedures were revised to address this scenario and 
station operators walked through the procedures. Additional operability issues caused 
by the modification were addressed in LER 237/96017 below. This item is closed. 

E8.6.4 (Closed) LER 237/96017-00 and 01. issued November 6. 1996. and April 11. 1997, 
respectively: Control Room Ventilation Systems Found Outside Design Limits Due to 
Inadequate Modifications. During reviews of past control room modifications, including 
modification M 12-2/3-82-1, the licensee identified that positive control room pressures 
could not be maintained in normal or emergency operating modes. The licensee 
identified that a positive control room pressure was not being maintained despite . 
passing the surveillance test in use at the time. The root cause was attributed to 
inadequate completion and testing of control room modifications going back to 1989. 
The licensee subsequently completed those modifications and developed a surveillance 
procedure adequate to verify system performance. On May 21, 1997, escalated 
enforcement action, EA 96-532 was issued which addressed system operability and the 
licensee's actions to identify and correct the issue. Based on the information provided in 
this LER, no response was required to the Notice of Violation. 

The inspector reviewed Dresden Administrative Procedure 21-03, Rev 15 "Processing 
Plant Design Changes," Dresden Technical Surveillance 5750-10, "Control Room 
Differential Pressure Measurements," performed 8/15/97, Drawing M-273, Rev H, 
"Diagram of Control Room and Office Air Conditioning," Dresden Operations Abnormal 
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Procedure 5750-01, Rev 17, "Ventilation System Failure," and Dresden General 
Abnormal Procedure 12, Rev 34, "Partial or Complete Loss of AC Power." These. 
procedures and the drawing were revised to include the steps and information 
necessary to perform surveillance testing arid to restore control room positive pressure 
under abnormal plant conditions. This item is closed. · 

IV. Plant Support 

R1 Radiological Protection and Chemistry (RP&C) Controls 

R1 .1 General Comments (71750) 

During routine inspections in radiologically controlled areas, the inspectors assessed 
licensee performance. Overall, the licensee's radiation protection staff enforced the 
plant's radiological control standards. However, the inspectors observed several minor 

· radiation protection issues. 

The inspectors noted hoses staged in the clean area of the west corner LPCI room for 
Unit 3 that crossed over into the contaminated trough area. The inspectors noted that 
part of this trough was not taped off with yellow and magenta tape. Later surveys of this 
section of the trough showed that the levels of contamination in that section of the 
trough did not meet the licensee's requirements for declaration of a contaminated area; 
however, the licensee decided to place yellow and magenta tape on that part of the 
trough for consistency purposes. 

On this tour the inspectors noted tygon tubing for a catch basin attached to piping 
coming off the Unit 3 torus was not taped as it crossed over into a contaminated drain. 
Additionally, there were several standing puddles of water in the Unit 3 torus basement. 
When the inspectors questioned radiation protection technicians on whether or not the 
water was contaminated, the technicians were unsure. Later sampling showed the 
water was not contaminated: The proper taping of hoses and proper dispositioning of 
potential contamination sources such as standing water are methods for limiting the 
spread of contamination to plant personnel. The inspectors were concerned that these 
examples, along with others, were not identified and addressed by the licensee prior to 
the inspectors' identification. 

RS Miscellaneous RP&C Issues 

R8.1 (Closed) Licensee Event Report 50-249/96003-00: Non-Routine Sample Time 
Requirement Exceeded due to Chemistry Technician Personnel Error. This LER 
documented that on April 15, 1996, a service water effluent sample was invalid because 
it was taken from an isolated section of the service water system. A correct sample was 
taken within 15 hours. · 

The error occu·rred when a chemistry technician took samples from a section of the 
service water system that had been taken out-of-service. During the next shift, a 
different technician noted that the out of service precluded taking a representative 
sample from the normal sample points. The licensee adjusted the out-of-service 
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boundary and took a sample. That sample, and the last valid sample, were below the 
lower limits of detection for the instruments. 

The licensee fqund the root cause to be a personnel error by the chemistry technician. 
The corrective actions involved disciplining the technician and adding a 
procedurally-controlled second sample point. 

\ 

The failure to collect the service water grab sample every 12 hours when the service 
water radiation monitor was inoperable (it was isolated for maintenance) was a violation 
of TS Table 3.2.4 Action A 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 50-249/98030-03). 

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 January 13, 1999. 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 
identifieo. · · 

X3 Management Meeting Summary 

On December 15, 1998, a routine management meeting was conducted at the 
Dresden ~uclear Station. Senior licensee management presented information 
concerning plant performance data, plant material condition and a functional area review 
covering Operations, Maintenance, Engineering, and Plant Support. 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, Regulatory Assurance NRC Coordinator 
L. Aldrich, Radiation Protection Manager 
D. Ambler, Senior Licensing Engineer 
S. Barrett, Shift Operations Manager 
P. Boyle, Chemistry Manager 
P. Chabot, Site Engineering Manager 
L. Coyle, Shift Operations Supervisor 
R. Fisher, Maintenance Manager 
J: Heffley, Site Vice President 
R. Kelly, Reg Assurance NRC Coordinator 

. W. Lipscomb, Site Vice President Assessor 
M. Pacilio, Work Control and Outage Manager 
F. Spangenberg, Regulatory Assurance Manager 
S. Stiles, Assessment Manager 
P. Swafford, Plant Manager 
D. Winchester, NuClear Oversight Manager 

B. Dickson, Resident Inspector 
K. Riemer, Senior Resident Inspector 
D. Roth, Resident Inspector 
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INSPECTION PROCEDURES USED 

IP 37551: 
IP 61726: 
IP 62707: 
IP 71707: 
IP 71750: 

Onsite Engineering 
Surveillance Observations 
Maintenance Observation 
.Plant Operations 
Plant Support Activities 

ITEMS OPENED, CLOSED, AND DISCUSSED 

Opened 

50-237;249/98030-01 

50-237;249/98030-02 

50-249/98030-03 

Closed 

50-237; 249/98030-01 

50-237; 249/98030-02 

50-249/98030-03 

50-237/96014-00 

50-249/95019-00 

50-249/96001-00 

50-249/96003-00 

NCV 

NCV 

NCV 

NCV 

NCV 

NCV 

LER 

LER 

LER 

LER 
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Failure to Verify Fire Damper Operability 

Failure to Verify Operability of all Primary 
Containment Isolation Valves 

Failure to collect service water grab sample 
every 12 hours 

Failure to Verify Fire Damper Operability 

Failure to Verify Operability of all Primary 
Containment Isolation Valves 

Failure to collect service water grab sample 
every 12 hours 

Control Rod Scrammed During Half Scram 
.Periodic Surveillance Testing due to 
Foreign Material in Scram Solenoid Pilot 
Valve 

Unit 3 Manual Scram due to Fish Run 
Blockage of Intake Structure 

Inadvertent Start of the Unit 3 Diesel 
Generator Due to Personnel Error 

Non-Routine Sample Time Requirement 
Exceeded due to Chemistry Technician 
Personnel Error 



!) 50-249/96004-00 LER Reactor Vessel Level Transient Resulting in 
Reactor Scram and Emergency Core 
Cooling System Actuation Caused by 
Feedwater Regulating Valve Stem 
Separation · 

50-249/96006-00 LER Reactor Scram While Shutdown due to Trip 
of the 3B Reactor Protection System due to 
Improperly Sized Overload Relays 

50-249/96013-00 LER Group I Isolation due to Vibrations caused 
by Dropping a Heavy Item Near the 
Instrument Rack due to Personnel Error 

50.:237 /96018-00,01 LER HPCI Declared Inoperable Due to Water in 
Lube Oil Reservoir From Lube Oil Coole( 
Tube Leakage. 

50-237 /96007-00 LER High Pressure Coolant Injection (HPCI) 
Inoperable Due to A Through-wall Hole in 
the Inlet Drain Pot Line to the Condenser 
Caused by Flow Accelerated Corrosion .. 

237/94007-01 LER Potentially Unanalyzed Control Room 
Habitability Condition Due to Purge Mode 

• 237/95001-01 LER Inoperable HVAC Booster Fans Due to 
Improperly Sized Thermal Overload Heater 
Devices Caused by a Design Deficiency 

237/96003-01 LER Main Control Room HVAC Outside of 
Design Basis Due to Inadequate 
Implementation of Modification 

237/96017-00 and 01 LER Control Room Ventilation Systems Found 
Outside Design Limits Due to Inadequate 
Modifications 

Discussed 

None 

21 



, 

-
~ 

• AFU 
DATR 
ESC 
HPCI 
IFI 
IR 
IST 
LCO 
LER 
LPCI 
NCV 
NLO 
NO 
NRC 
PIF 
RG 
sos 
TS 
TSC 
SEP 
UFSAR 

• URI 
VIO 

LIST OF ACRONYMS USED 

Air Filtration Unit 
Dresden Administration Technical Requirements 
Events Screening Committee 
High Pressure Coolant Injection 
Inspection Followup Item 
Inspection Report 
In Service Tests 
Limiting Condition for Operations 
Licensee Event Report 
Low Pressure Coolant Injection 
Non-Cited Violation 
Non Licensed Operator 
Nuclear Oversight 
Nuclear Regulatory Commission 
Problem Identification Form 
Regulatory Guide 
Shift Operations Supervisor 
Technical Specification 
Technical Support Center 
System Evaluation Program 
Updated Final Safety Analysis Report 
Unresolved Item 
Violation 
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