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Ins ection Summar

Ins ection on Ma 26 throu h Jul 15. 1993 Re ort No. 50-155 93007 DRP
Areas Ins ected: Routine, unannounced, inspection by the resident inspectors,
project manager, and region-based inspectors of preparations for refueling;
operational safety verification; maintenance and surveillance activities;
outage planning and control; engineering and technical support activities; and
safety assessment and quality verification activities.
Results: Of the six areas inspected, one cited violation (Section 4) and one
non-cited violation (Section 2.a) were identified. The summary of results for
the specific functional areas is as follows:

0 erations: The plant operated at near full power until the shutdown for the
refueling/maintenance outage on June 26, 1993. The inspectors noted that
before the outage, the practice of conducting shift briefings in the control
room after turnover went well. However, once the outage commenced, the dayshift briefing observed on June 29, 1993, was interr'upted several times by
personnel requesting taggings and annunciators coming in and clearing due to
ongoing surveillances. These interruptions made it difficult, at best, for
control room personnel to receive an adequate briefing. One cited violation
involving failure to follow procedures related to handling combustible
material and controlling material and tools on the refueling deck.
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Maintenance Surveillance: The preplanning and scheduling of jobs prior to the
refueling/maintenance outage helped to successfully complete the work in a
timely manner.
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'radiation doses to the workers. A weakness involving the use of notes within
the body of a procedure to accomplish action steps was identified.

En ineerin and Technical Su ort: Engineers assigned to specific projects
were in the field to assist the craft personnel in the resolution of emergent
problems, thus providing more timely response to concerns.



DETAILS

Persons Contacted

Consumers Power Com an

*P. Donnelly, Plant Manager
*D. Hughes, Executive Engineer
*E. Bogue, Chemistry/Health Physics Manager

G. Boss, Systems and Project Engineering Manager
*R. Scheels, Planning and Scheduling Administrator
*W. Trubilowicz, Operations Manager

D. Turner, Maintenance Manager
*G, Withrow, Plant Safety and Licensing Director
*H. Bourassa, Senior Licensing Technologist

D. LaCroix, Nuclear Training Administrator
*T. Turner, Public Affairs Director
*G. Rowell, Training
*R. McCaleb, Performance Specialist
*G. Petitjean, Performance Specialist
*D. Moeggenberg, Engineering Supervisor
*D. Gaiser, Acting Maintenance Manager

The inspectors also contacted other licensee employees, including
members of the technical and engineering staffs, and the reactor and
auxiliary operators.

*Denotes those attending the resident inspectors'xit meeting on
July 15, 1993.

Followu on Previousl Identified Items (92701)

Closed Unresolved Item 155 92007-02 DRP : "Conflict Between
Administrative and Surveillance Procedures in Controlling Caution Tags."
The inspectors and the licensee conducted additional reviews and
determined that a failure to follow Administrative Procedure 1.3 had
occurred. The licensee took corrective actions to revise the procedure
and issued a memo to the plant staff to inform them of the change. This
NRC-identified Severity Level V violation of requirements is not being
cited because the criteria specified in Section VII.B of the Enforcement
Policy were satisfied.

Closed Violation 155 92009-01 DRP : "HSIV Electric Motor Wiring
Requirements Not Properly Specified." The inspectors reviewed the
licensee response, dated July 9, 1992, and verified that corrective
actions were adequate and completed in a timely manner. This violation
is closed.

Closed Violation 155 92009-02 DRP : "Failure to Correct Degraded
Electrical Cable." The inspectors reviewed the licensee response, dated



July 9, 1992, and verified that corrective actions were adequate and
completed in a timely manner. This violation is closed.

Closed Violation 155 92009-03 DRP : "Regulatory Requirement Not in
Applicable Procedures." The inspectors reviewed the licensee response,
dated July 9, 1992, and verified that corrective actions were adequate
and completed in a timely manner. This violation is closed.

One non-cited violation was identified in this area.

Pre arations for Refuelin (60705 and 37700)

The inspection focused on the planning and scheduling of the upcoming
refueling and maintenance outage with particular focus on inter-
departmental coordination and control of plant activities, timely
preparation of work orders (W/0), and effective implementation of
modifications.

The inspectors interviewed a number of station personnel and reviewed
applicable procedures and documents. The following documents were
reviewed by the inspectors':

Administrative Procedures:

— Volume 1, Procedure 4.3

- Volume 1, Procedure 4.3. 1,

— Volume 1, Procedure 3.2. 1. 1

Schedules:

Refueling Outage Administrati on,
Revision 3, approved 12/15/92
Shutdown Risk Management, Revision 0,
approved 12/11/92
Processing Work Requests/Work Orders,
Revision 0, approved 5/14/93

-Daily BRP Plant Three Day Schedule
-1993 Refueling Outage System Windows Schedule
-1993 BRP Refueling Outage-Final Scope
-1993 BRP Refueling Outage-Schedule Update and System Windows
-1993 BRP Refueling Outage Hilestone Schedule

In addition, various forms, training schedules, and lesson plans were
reviewed.

The inspectors noted a number of initiatives involving planning and
scheduling had been or were being implemented. These changes resulted
from the licensee's lessons learned program provided after the last
outage. The licensee had created a rolling three day work schedule in
conjunction with weekly and main schedules, a procurement tracking
system, an outage or job prioritization listing, and a milestone
schedule. The licensee had expanded the outage planning committee from
three to twelve members to represent all departments and disciplines.
Administrative procedures for refueling outages were revised and a new
procedure on shutdown risk management was implemented. Other



improvements included grouping jobs and narrowing time windows on
schedules for surveillance, maintenance, modifications, and refueling.

The maintenance department implemented the Automated Maintenance
Management System (AMMS) that computerized the maintenance work orders
(WOs). All 626 WOs for the refueling/maintenance outage were on the
AMMS, with over 70 percent ready to commence work once the outage
started. The remainder were on hold for parts, procedures, or
engineering evaluations.

The licensee also initiated the peer inspection process of having
qualified union craft personnel perform some of the quality verification
activities. To improve oversight, intermediate level managers performed
specific job coverage activities.

Unlike the past practice of starting work on a modification with some
design work still to be completed, the engineering department made
provisions to have all modification packages complete and ready for work
at the start of the outage. The inspectors selectively interviewed
several project engineers and found that the work on their assigned
modification packages was still in progress, but the individuals
involved had expectations of completing the packages prior to the outage
start date. This included design review, parts procurement, development
of procedures, maintenance orders, .and Technical Specification changes
as required.

In the area of operations, the licensee continued to make use of a
relief shift supervisor. The individual was given expanded authority to
help keep operations activities on schedule and to work more closely
with maintenance and engineering. The relief shift supervisor, with
assistance from training and support from operations, followed the
outage activities and goals to improve interdepartmental cooperation.
The licensee's expectation was a reduction in challenges to the shift
supervisor on duty and an improvement in coordination efforts associated
with tagging, special plant evolutions, etc. The goals were to
accomplish work within the schedule windows, to better manage shutdown
risk, and to better control infrequently performed tests and evolutions.
The licensee also expected all activities associated with eventual
startup completed ahead of schedule including training and system
testing.

The training staff used the outage time to instruct personnel on changes
to the plant and to gain work experience in the plant for the
instructors.

In conclusion, the licensee's preparations foe the refueling outage
appeared to enhance performance of outage activities since all work
appeared to be better planned, non-outage work had been eliminated from
the outage, and the outage was ahead of schedule.

No violations or deviations were identified.



Plant 0 erational Safet Verification (71707)

The inspectors verified that the facility was operated in conformance
with the license and regulatory requirements and that the licensee's
management effectively implemented its responsibilities for safe
operation of the facility.
The inspectors verified proper control room staffing and coordination-of
plant activities; verified operator adherence with procedures and
Technical Specifications; monitored the control room for abnormalities;
verified that electrical power was available; observed that management
frequently toured the control room; and observed shift turnovers.

The inspectors reviewed various records, such as hold and secure card
records, jumpers and bypasses, shift logs and surveillances, daily
orders, and maintenance items.

On June 26, 1993, at 1:30 a.m. (EDT) a reactor shutdown was commenced to
begin a scheduled 49 day refueling and maintenance outage. No
abnormalities associated with the shutdown were identified.

The inspectors noted that before the outage, the practice of conducting
shift briefings in the control room after turnover went well with few
interruptions. However, once the outage commenced, the tendency for
interruptions during the shift briefings significantly increased. The
day shift briefing given by the Operations Manager on June 29, 1993, was
interrupted several times by personnel requesting taggings and
annunciators coming in and clearing due to ongoing surveillances. These
interruptions made it difficult, at best, for control room personnel to
receive an adequate briefing. The concern over the adequacy of this
briefing was discussed with plant management.

On June 29, 1993, the inspectors identified an example where personnel
failed to follow administrative procedures required by Technical
Specification (TS) 6.8. 1 in that several cans of combustible paint,
which were stored under the instrument panel that controls the operation
of the safety-,related containment isolation valves. Administrative
Procedure 4.4.7, Revision 4, Section 5.2. l.c, requires, in part, that
storage of unnecessary combustible materials shall not be in areas
containing safety-related equipment. This is an example of failure to
comply with TS 6.8. 1 (93007-0la).

On June 28, 1993, the inspectors toured the refueling area and noted
several instances where unnecessary tools and loose objects were located
on the deck in the vicinity of the spent fuel pool and reactor cavity
area. The inspectors brought these examples te the Shift Supervisor for
correction at that time. On June 29, 1993, during a tour of the same
area, the inspectors again found unnecessary tools and loose objects
were located in the vicinity of the reactor cavity and spent fuel pool.
However, in this case the reactor head had been removed and refueling
operations were in progress. Administrative Procedure 1.8, "Plant
Housekeeping and Cleanliness," Rev. 5, Section 5.3.2, requires, in part,



that with the reactor head off special care shall be taken to keep the
area around the cavity free of unnecessary tools and supplies to prevent
loose objects from falling into the cavity. Section 5.3.3 of the same
procedure requires, in part, that the immediate area around the fuel
pool shall be kept free of unnecessary or loose objects. This is also
an example of failure to comply with TS 6.8. 1 (93007-01b).

The failure of the licensee to take initial corrective action to the
inspectors concerns that had been provided to the shift supervisor on
June 28, 1993, resulted in the condition where the material was still
present after the head had been removed, hence violating the above
requirements. After the plant manager was informed of the condition by
the inspectors and the Regional Administrator, the licensee took
corrective action by stopping refueling operations, removing the loose
material, and establishing a control boundary around the reactor cavity.
A daily order was written instructing each four hour shift to perform a
walkdown of the area and remove any debris prior to continuing refueling
operations.

In addition to the loose objects around the reactor cavity, the
inspectors noted considerable debris inside containment including a pair
of wet coveralls in the lower reaches of the sphere and examples of
loose fibrous debris in many areas in the bottom of containment. The
amount of debris had accumulated in sufficient quantity to potentially
affect the operability of the strainers under accident conditions. After
discussions with plant management, the inspectors understood that this
material would be vacuumed and removed prior to restart.

On July 13, 1993, the resident inspectors observed work being performed
on control rod drives in the radwaste building. Upon exiting the
building personnel were required to use a personnel contamination
monitor (PCH) to ensure that they are not contaminated. The inspectors
noted that the daily square on the log card attached to the PCH had not
been filled in. The health physics technician in charge at the time
stated that he had not yet performed the check on the PCH. The
associated procedure, RP-29, had a temporary change in the form of a
note to do a check prior to use or daily, whichever was less frequent.
The PCH in the radwaste building was last used on July 9. The
inspectors were concerned with a procedure that used a note to perform
required actions rather than a specific procedural step.

One violation was identified in this area.

Maintenance Surveillance (61726 & 62703)

Maintenance Observations

The inspectors observed station maintenance and surveillance
activities and determined that they were conducted in accordance
with approved procedures, regulatory guides, industry codes and
standards, and in conformance with Technical Specifications.



The following items were considered during this review: Approvals
were obtained prior to initiating work; test instrumentation was
calibrated; functional testing and/or calibrations were performed
prior to returning components or systems to service; quality
control records were maintained; activities were accomplished by
qualified personnel; results were within specification and
properly reviewed, and any deficiencies identified were properly
resolved. The following maintenance activities wer e observed:

93-EPS-0075 Monthly PM on Spare Batteries

MO-FPS-12300960 Replacement of Diesel Fire Pump Jacket Water
Hose

MO-CRD-12300094 Seal Weld Modification and associated
procedure CRD 1.0, "CRD Seal Weld Modification."

On June 1, a bulge in the diesel fire pump water jacket outlet
hose was discovered during battery maintenance. The diesel fire
pump was started to determine the hose integrity. The bulge
maintained the same shape with the fire pump running or off.
Since the cooling system is a low pressure system and the bulge
didn't change in size, the diesel was declared oper able. On
June 2, a new hose was installed and the diesel was satisfactorily
tested.

Advanced Maintenance Mana ement S stem AMMS

The AMMS was in use and was a computerized system consisting of
several related data bases. These data bases were configured with
menu driven, user friendly screens that allowed the user to query
maintenance work orders and their status or history, the plant
equipment data base, and the predetermined and periodic activity
control (PPAC) system. This system replaced the previous manual
system and allowed users to determine the exact location of any
maintenance work order in the system including whether it was in a
planning hold, parts hold, engineering hold, or available for
scheduling. This categorizing of the work order into manageable
pieces helped management determine the most important work to be
done and ensure it was scheduled first.
Refuelin Outa e Maintenance

On June 26, 1993, the unit was shutdown for the refueling outage.
The outage was scheduled to last 49 days and contained 700
expected maintenance tasks. Major refueling outage tasks
included: reactor refueling, fuel inspection, control rod drive
modifications and replacements, motor operated valve program work,
feedwater regulating valve replacement, turbine repairs, plant
modifications, and the above expected maintenance items
(preventive, predicative, and corrective). More planning and



scheduling was conducted in preparation for this outage than any
previous outage.

Surveillance Observations

The following surveillance activities were observed:

HGP-44 "Inspection and Repair of SHA-0 though SMA-3
Double Torque Limitorque Valve Operators," and
associated Maintenance Order 12300903.

HGP-43 " Inspection and Repair of SMA-000 and SHA-00
Double Torque Limitorque Valve Operators," and
associated Maintenance Order 123001169.

0-TGS-1

T7-20

TR-101

TR-84

TR-30

WI-RDS-M-001

WI-SC-92-013-A

MGP-39

TV-16-ASD

WR No. 086912

Operability determination for the ¹7 SRH

"Diesel Fire Pump Surveillance Test"

"RDS Depressurizing Valve Test," and associated
Maintenance Order RDS-123000629.

"EDG Inspection and Repair."

"EDG Protective Device Testing"

"Repair of Pilot Isolation Pilot."

"BRP Work Instruction/Replace CB-REllA"

"Motor Operated Valves Post-Maintenance Test."

"Alternate Shutdown Battery Discharge Test."

"Clean and Inspect Oiler for Selector Valves."

In discussions with craft personnel, the inspectors noted that the
craft personnel demonstrated a good understanding of independent
verification and return to service of safety related equipment.
All observed surveillance activities were conducted with the
appropriate procedure in hand and no procedure discrepancies were
noted. However, two concerns were identified:

As a result of the ¹7 source range monitor (SRM) detector failing
to insert during the shutdown and subsequent problems with the
count rate noted after it was inserted, maintenance had replaced
the cabling to the SRH. During the performance of checklist 0-
TGS-1 to declare the SRH operable, the SRH detector again hung up
and the count rate continued to drop after the SRM had been given
several full insert signals. Finally, both the full in and
withdrawn lights came on in the control room. After the second



attempt to correct this condition, the shift supervisor had the
power breaker to the detector drive motor opened and requested
assistance from IKC. Although the detector was acceptably
monitoring count rate, it again hung up during the insert process.
One of the control room operators stated "they haven't fixed that
thing in 30 years," and it appears that a major design change to
widen the tube or narrow the cabling would be required to resolve
the problem. The instrument was declared operable to support core
alterations the next day after an additional attempt made by IEC
to insert the detector was successful.

C.

During the performance of T7-20, the fire pump failed to obtain
the required RPH specified in the acceptance criteria.
Haintenance personnel were immediately contacted and dispatched to
adjust the RPH into the acceptable range. The RPHs were adjusted
via the governor and the test was successfully completed. For
this particular surveillance, the RPHs tend to come up by about 10
during the running of the diesel, with an acceptance band of 1850-
1870 on initial start and a requirement to adjust the RPHs to the
midpoint if found outside the band. When it doesn't meet the 1850
after a short period, the operator would request that maintenance
make the adjustment. However, by the time the maintenance
mechanic reports to adjust the governor, it will be within the
acceptance criteria. The licensee does ensure that even in these
cases, the RPHs are adjusted upward slightly to account for the
initial discrepancy with the acceptance criteria.

Outa e Plannin and Control

The preplanning and scheduling of jobs prior to the
refueling/maintenance outage helped keep the outage ahead of
schedule. However, the adequacy of the work planning was
questioned when scheduled maintenance on the Emergency Diesel
Generator (EDG) resulted in both Instrument and Control ( I&C)
craft and mechanical craft working on the EDG at the same time.
Problems arose when the IKC craft were unable to complete steps in
their work procedure since the 24 volt battery had been tagged out
for the mechanical work. Other problems arose when IEC and
mechanical craft needed to work in the same area of the diesel.
Licensee management stated that both groups had discussed the
difficulties of working in the same area prior to starting the
work and concluded that any problems could be resolved. The
inspectors noted that good teamwork was evident during the work.

No violations or deviations were identified.

En ineerin and Technical Su ort (37700)

On June 22 and 23, 1993, the senior resident inspectors (SRI) and the
project manager (PH) attended the meeting of the Technical Review Group
(TRG), which ranked engineering projects as to their priority. Each
project was ranked against four criteria: nuclear safety, personnel
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safety, plant availability, and off-site releases. At the TRG meeting,
seven items were ranked with the turbine repairs receiving the highest
ranking.

No violations or deviations were identified.

Exit Interview

The inspectors met with licensee representatives (denoted in
paragraph I) at the conclusion of the inspection on July 15. The
inspectors summarized the purpose and scope of the inspection and the
findings. The inspectors also discussed the likely informational
content of the inspection report, with regard to documents or processes
reviewed by the inspectors during the inspection. The licensee did not
identify any such documents or processes as proprietary.
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