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Summary:

Ins ection on A ri 1 9 - Ma 20 1988 50-397/88-14

Areas Inspected: Routine inspection by the resident inspectors of control room
operations, engineered safety feature (ESF) status, surveillance program,
maintenance program, radiological protection practices, physical security,
review of periodic and special reports, response to events, refueling
activities, local leak rate testing, and licensee action on previous inspection
findings. During this inspection, Inspection Procedures 30703, 60705, 60710,
,61720, 61726, 62703, 71707,"'71709, 71710, 71881, 90712, 92700, 92713, 92702,
and 93702 were covered.

Results: No violations of NRC requirements or deviations were identified. One
open item was created in paragraph 4 to follow up the clearance order changes
that are to be made as a result of two instances wherein workers were working
on inadvertently energized equipment. As discussed in paragraph 12, one
unresolved item was identified in that a new fuel bundle was stepped on during
inspection but was not evaluated through the licensee's nonconformance report
process.
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DETAILS

Persons Contacted

2.

L. Oxsen, Assistant Managing Director for Operations
*D. Bouchey, Director, Licensing and Assurance
*C. Powers, Plant Manager
*J. Baker, Assistant Plant Manager
*R. Corcoran, Operations Manager
*K. Cowan, Technical Manager

D. Feldman, Plant equality Assurance Manager
*R. Graybeal, Health Physics and Chemistry Manager
*J. Harmon, Maintenance Manager
*C. NcGilton, Operational Assurance Programs Manager
*J. Peters, Administrative Manager
*A. Hosier, Nuclear Safety Assurance Manager

S. NcKay, Assistant Operations Manager

The inspectors also interviewed various control room operator s, shift
supervisors and shift managers, engineering, quality assurance, and
management personnel relative to activities in progress and records.

*Attended the Exit Meeting on May 19, 1988.

Plant Status

At the start of the inspection period, the plant was operating at 100Ã
power, and remained at 100K power until April 29 when the licensee began
power reduction in preparation for the annual refueling outage. Plant
shutdown was completed on April 30 when the plant was manually scrammed
from about 15%%d power. A main steam isolation valve (MSIV) isolation
occurred just after the scram due to the mode selector switch being kept
in the "Run" position for the acquisition of data. Plant pressure
decreased to the 831 psi setpoint before the mode switch could be placed
in the "Shutdown" position to bypass the trip (due to the operating staff
underestimating the expected rate of pressure decrease).

On May 1, while transferring shutdown cooling from the "B" train to the
"A" train, the "B" residual heat removal (RHR) pump was being realigned
from the shutdown cooling to the suppression pool cooling mode. The
suppression pool suction valve for the "B" train RHR pump was opened
before its shutdown cooling suction valve from the reactor pressure vessel
(RPV) was fully shut. This caused water to drain from the RPV to the
suppression pool. RPV level decreased by approximately 65" before the RHR
isolation valves automatically shut and the shutdown cooling suction valve
shut completely (this event is discussed further in paragraph 4.c).

During the performance of electrical maintenance on SM4 switchgear on
May 3, an error in a clearance order exposed two electricians to an
energized potential transformer cubicle. Subsequently, on Nay 6, the
reactor building was pressurized to +5 inches water pressure when the
reactor building exhaust fan isolation valve (REA-V2) closed unexpectedly
when fuses were removed without adquately considering the effect.





The reactor building air supply and exhaust fans were tripped automatically
by installed instrumentation. On May 12, during preparations for
transferring spent reactor water cleanup demineralizer resin, an
inadvertently open drain valve on the resin recirculation line caused a
resin spill (see paragraph ll for additional comments). A Notice of
Unusual Event was declared by the shift manager at 7:03 p.m. and was
terminated at 8:25 p.m. after the resin was cleaned up.

Another clearance order problem on May 16 caused an electrician to suffer
flash burns while working on the 4160 VAC breaker for the "C" cooling
tower make-up pump (TMUl-C). This incident occurred because the "C" pump
is capable of being supplied with power from either SM-73 or SM-83. The
breaker from SM-73 was removed and SM-73 was deenergized, but SM-83 was
energized and supplying power to the "C" pump. The load side of the SM-73
and SM-83 breakers are tied to the pump motor, and the electrician
verified that power was removed from only the supply side of the breaker
"stabs". He drew an arc as he attempted to tightened the load side "stab"
bolts,'which were energized through the motor from SM-83.

The annual refueling outage was started on May 2. Major items scheduled
for attention during the outage included removal and inspection of the
high pressure main turbine rotor, overhaul of the main turbine governor
valves, replacement of the emergency diesel generator cylinder packages,
and replacement of the reactor water cleanup (RWCU) pumps. The "fuel
shuffle" was started on May 9 and was completed on May 17 with 867
subassemblies being moved.

Previousl Identified NRC Ins ection Items 92701 92702

The inspectors reviewed records, interviewed personnel, and inspected
plant conditions relative to licensee actions on previously identified
inspection findings:

Closed Enforcement Item 397/87-19-05 : . Failure to Verify
Completed Plant Modifications.

A plant modification was implemented on the safety related auxiliary
steam system (DCP84-1096) that failed to install a designed missile
shield. The design change package was signed off as being completed.
The licensee later evaluated the design and determined that the
missile shield was not required. Licensee management committed to
revise plant procedure PPM 1.4. 1, "Plant Modifications", to require
the plant system engineer to perform a post-modification review
and/or walkdown to assure that all required work is completed before
the modification package is closed out,

The inspector reviewed PPM 1.4. 1, which was revised on April 4, 1988
and which included a statement in the procedure that the system engineer
would perform a post modification review and/or walkdown of the
system to insure completeness of the modification. This item is
closed.





~ » 1 ~

Closed Enforcement Item 397/87-19-21: Inadequate Thermal
Overload Procedures.

Discrepancies were found in procedures which control the testing of
thermal overloads for breakers used in safety related valve motor
operators. These test discrepancies included wrong current values
and incorrect time to trip.
Plant Procedure Manual (PPM) sections 7.7.8.4.3. 1 through 7.7.8.4.3.4
were revised to include the correct test current and minimum trip
times.

The inspector reviewed PPM sections 7.7.8.4.3. 1 through 7.7.8.4.3.4,
"Thermal Overload Tests", that were revised on April 19, 1988 to
include changes in the test matrices for test current and minimum
trip times. PPM 10.25.3 "Testing Motor Overloads" was also revised
on March 24, 1988 to provide enhanced instructions on the conduct of
motor overload testing. This item is closed.

0 en Enforcement Item 397/87-19-28 : Failure to Identify
Nonconforming Conditions.

On several occasions, plant problems were reported through the plant
problem reporting procedure PPM 1.3. 12, and a less than adequate
review of the problem was recorded. The licensee agreed that the
procedure needed to be revised to include specific instructions
requiring a documented root cause analysis for all nonconformance
reports (NCRs) which document scrams, significant plant transients,
or other problems deemed appropriate by management.

A revised procedure PPM 1.3. 12 issued on April 28, 1988 was reviewed
by the inspector. The revision included some of the requirements
denoted above. Root cause analysis of reactor scrams was not
included and the scope of problems deemed appropriate by management
was limited to "events affecting safety or plant operation". The
licensee staff told the inspector that this would be corrected by a
procedure deviation. The inspector also reviewed PPM 1.3.48, "Root
Cause Analysis", which was issued on April 28, 1988. This item will
remain open awaiting further review.

(Closed Enforcement Item 397/87-27-01: Overtime Limitations
Exceeded.

The inspector had identified a case wherein the licensee had exceeded
overtime requirements in the case of a maintenance electrician. As a
result, procedure 1. 3. 27 was revised to assign responsibility to each
individual for tracking his/her own overtime. Also, plant management
issued a directive to all plant personnel establishing their
individual responsibility for compliance with this procedure. The
inspector reviewed the revised procedure and also reviewed the memo
from plant management. These corrective actions were found by the
inspector to be acceptable. This item is closed.



Closed Enforcement Item 397/87-27-02 : POC quorum Less Than
Minimum.

The licensee made changes to improve the attendance of required
members when they are on site. The inspector reviewed a plant
management memorandum to all Plant Operations Committee (POC) members,
alternates, and temporary members. Based on review of additional
POC minutes and discussions with several members of senior plant
management, the inspector concluded that the consistency of the
membership in POC meetings was acceptable. This item is closed.

Closed Ins ector Followu Item 397/88-10-01: Dropped Fuel
Bundles.

Additional followup was conducted by the inspector on the dropped
fuel event that occurred on April 1. During movement of new fuel on
the refueling floor to the fuel inspection stand, two fuel bundles
fell out of the shipping container while it and the fuel were being
raised from the horizontal to the vertical position. Following this
event, plant management stopped all fuel handling until a root cause
analysis of the event and a complete evaluation of the fuel handling
activities were completed. The plant Human Performance Evaluation
System (HPES) engineer completed the root cause analysis and
documented his findings in a letter to the Plant Manager. The
inspector reviewed this letter as well as the findings of the 'peer
group review'hich also investigated the event and made a report to
management.

The investigating groups both agreed that the cause of the event was
failure of the technicians to install a restraining device while
preparing the fuel for upending. The reports also agreed that no
single individual was assigned to perform a check that the fuel was
ready to be raised to the vertical position. The Plant Safety Manual
and the lift training procedure specify that someone is to be 'in
charge'f the lift.
The inspector also learned in the review of the event that only two
of the three mechanics involved with the fuel inspection preparations
had previously read the procedure, and only one had reviewed it this
year. These three individuals had worked on this assignment in
previous years. Other than the craft supervisor assigning these
individuals to work on that detail, no additional briefings of job
assignments, procedural limitations or precautions had been made.
Technical staff engineers had conducted briefings for the other plant
staff personnel who were involved with actual inspection of the fuel.

Plant management directed that the procedures be revised before fuel
handling operations were resumed. The revisions included a
requirement that someone be'pecified as in charge of each lift. The
revised procedure also requires an additional safety strap to be
attached between the fuel and the case, and requires that the safety
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restraint devices be colored such that the crane operator can easily
see them in place before the lift.
The inspector reviewed revised procedure PPM 6. 2.2, 'New Fuel
Handling Railroad Bay Activities,'nd PPM 6.2.3, 'New Fuel Handling
on the Refueling Floor,'hich addressed the concerns identified
during review of the event. This item is closed.

4. 0 erational Safet Verification 71707

Plant Tours

The following plant areas were toured by the inspectors during the
course of the inspection:

Reactor Building
Control Room
Diesel Generator Building
Radwaste Building
Service Water Buildings
Technical Support Center
Turbine Generator Building
Yard Area and Perimeter

b. The following items were observed during the tours:

(1) 0 eratin Lo s and Records. Records were reviewed against
Technical Specification and administrative control procedure
requirements.

(2) Monitorin Instrumentation. Process instruments were observed
for correlation between channels and for conformance with
Technical Specification requirements.

()
conformance with 10 CFR 50.54. (k), Technical Specifications, and
administrative procedures.

(4) E ui ment Lineu s. Valves and electrical breakers were verified
to be in the position or condition required by Technical
Specifications and Administrative procedures for the applicable
plant mode. This verification included routine control board
indication reviews and conduct of partial system lineups.

(5) E ui ment Ta in . Selected components, for which tagging
requests had been initiated, were observed to verify that tags
were in place and the equipment was in the condition specified.
On four different occasions, inadequate tagging was identified
by licensee management as being a major contributor to
potentially serious conditions. One incomplete tagging resulted
in the injury of an electrician. The events included:





Date:

May 3

Event:

Two electricians were working on the
potential transformer cubicle in SM-4
without the transformer being deenergized
and grounded as specified.

May 6 The reactor building was overpressurized
when fuses were tested without an adequate
review of the clearance order and of the
consequences of removing the fuses '(fuse
removal caused closure of the reactor
building exhaust isolation valve, but fan
trip prevented building overpressure).

May 16 An electrician was flashed burned while
working on a motor cubicle that was
cross-fed from an energized source.

May 17 Two workers had to evacuate a feedwater
heater flooded by condensate which drained
into it when valves that had not been
isolated reopened on restoration -of power.

Licensee management took steps to improve the clearance order
process. All electrical work was stopped by the Plant Manager
until a clearance order review committee could be formed to
review the clearance orders on electrical systems. Additional
clearance order corrective actions will be followed up during a
future inspection (Inspector Followup Item 88-14-01).

(6) General Plant E ui ment Conditions. Plant equipment was
observed for indications of system leakage, improper
lubrication, or other conditions that would prevent the system
from fulfillingits functional requirements.

U

(7) Fire Protection. Fire fighting equipment and controls were
observed for conformance, with Technical Specifications and
administrative procedures.

(8) Plant Chemistr . Chemical analyses and trend results were
reviewed for conformance with Technical Specifications and
administrative control procedures.

(9) Radiation Protection Controls. Activities observed are
discussed in paragraph 8.

(10) Plant Housekee in . Plant conditions and material/equipment
storage were observed to determine the general state of
cleanliness and housekeeping. Housekeeping in the
radiologically controlled area was evaluated with respect to
controlling the spread of surface,and airborne contamination.





(11) ~Securit . Activities observed are discussed in paragraph 9.

C. On May 1, 1988, while in the process of transferring shutdown cooling
from Train "B" to Train "A", the "B" RHR system was being realigned
from the shutdown cooling to the suppression pool cooling mode.
Subsequent inspector interviews with members of the shift crew
established that the Shift Manager had briefed the operating crew
before the evolution began. This briefing included discussion of the
procedure precaution that the suppression pool suction valve
(RHR-V-4B) and shutdown cooling suction valve (RHR-V-GB) must not be
open at the same time, since this creates a direct drain path from
the reactor vessel to the suppression pool.

After the transfer of suction path began, while RHR-V-GB was still in
the process of'losing (both valves have a stroke time of 90 to 100
seconds), the Control Room Operator inadvertently turned the control
switch for RHR-V-4B to the OPEN position, causing this valve to open.
This valve has a "seal-in" control, such that once actuated, the
valve travels to its full open position before stopping. As a
result, although the operator's error was immediately recognized, it
could not be reversed. A control system interlock prevents opening
of RHR-V-6B unless RHR-V-4B is fully closed; however the valves are
not similarly interlocked to prevent opening of RHR-V-4B when
RHR-V-6B is not fully closed.

Following the operator's error, both suction valves were concurrently
in the partially open position for an estimated 30 seconds, during
which period approximately 9600 gallons of reactor coolant were
drained to the suppression pool. The containment isolation valves
for the shutdown cooling system received an auto-close signal at +13
inches reactor vessel level and also closed (stroke time of 25 to 30
seconds), and would have terminated the event (as designed) if the
suction valves had been concurrently open for a longer period.

The inspector noted that an essentially identical event had occurred
approximately three years earlier (LER 85-30), and that the licensee
had revised procedures, briefed operators, and installed permanent
caution tags on the Control Room panel to preclude recurrence. After
evaluation of the May 1 event, licensee management determined that a
control interlock was necessary to prevent another recurrence (i.e.,
to prevent opening of RHR-4B with RHR-V-GB not fully closed), and one
was installed and tested before the end of this inspection report
period.

No violations of NRC requirements or deviations were identified.

5. En ineered Safet Feature S stem Malkdown 71707

Selected engineered safety feature systems (and systems important to
safety) were walked down by the inspectors to confirm that the systems
were aligned in accordance with plant procedures; During walkdown of the
systems, items such as hangers, supports, electrical power, supplies,
cabinets, and cables were inspected to determine that they were operable



and in a condition to perform their required functions. The inspectors
also verified that the system valves were in the required position and
locked as appropriate. The local and remote position indication and
controls were also confirmed to be in the required position and operable.

Accessible portions of the following systems were walked down on the
indicated date.

~Set em Date

Diesel Generator Systems,
Divisions 1, 2, and 3

Hydrogen Recombiners

April 19, May ll,
May 17

April 25

Low Pressure Coolant Injection, (LPCI)
Trains "A", "B", and "C"

April 25, May 16

Low Pressure Core Spray (LPCS)

High Pressure Core Spray (HPCS)

Reactor Core Isolation Cooling (RCIC)

Residual Heat Removal (RHR), Trains

April 25

April 20, 25

April 20, 25

April 25, May 12

Scram Discharge Volume System

Standby Liquid Control (SLC) System

Standby Service Mater System

April 25

April 28, May 5

April 25

125V DC Electrical Distribution,
Divisions 1 and 2

250V DC Electrical Distribution

April 25, May 4
May 16

April'25, May 4

No violations of NRC requirements or deviations were identified.

6. Surveillance Testin 61726

a. Surveillance tests required to be performed by the Technical,
Specifications (TS) were reviewed on a sampling basis to verify that:
1) the surveillance tests were correctly included on the facility
schedule; 2) a technically adequate procedure existed for performance
of the surveillance tests; 3) the surveillance tests had been
performed at the frequency specified in the TS; and 4) test results
satisfied acceptance criteria or were properly dispositioned.

b. Portions of the following surveillances were observed by the
inspectors on the dates shown:





Procedure

7. 4. 8. 2. 1. 20

7.0.0

7.4.3.7.6.1

7. 4. 6. 1. 2 ~ 4

7.4.6. 1.2.4

7. 4. 3. 1. l. 34

7. 4. 3. 2. l. 48

Descri tion

Weekly Battery Testing

Control Rod Position
Check

Source Range Monitor
(SRM) "A" Channel
Check (CC)

Containment Penetration
Leak Test (Equip. Hatch)

Containment Penetration
Leak Test (HPCS-V46)

Intermediate Range
Monitor (IRM) Channel "E"
Calibration

RWCU High Differential
Flow CC

Dates Performed

April 20

April 30

April 30

April 30

May 3

May 4

May 4

7. 4. 3 ~ 7. 5. 54 125 VDC Ammeter 8

Voltmeter Calib. Check
May 5

7. 4. 4. 3. 2. 2

7.4.3.7.5.45 480 Volt Meter Calib. May 10

Local Leak Rate Tests May 10, 17, 18

The following completed surveillance tests were reviewed by the
inspectors:

Procedure

7. 4. 3. 2. l. 15

'.4.3.2.1.56

7. 4. 3. 2. l. 61

7. 4. 3. 3. 1. 22

Descri tion

Reactor Building Exhaust
Plenum Rad Monitor Channel
Functional Test (CFT)

RHR Leak Detection
Temperature Switches CFT

RWCU Leak Detection
Temperature Switches CFT

Automatic Depressuriza-
tion System (ADS) "A"
Reactor Water Low Level CFT

Dates Performed

April 21

April 21

April 21

April 21

7. 4. 3. 6. 2

7. 4. 3. 7. 2. 1. 5

Rod Block Monitor CC

Seismic Switch CC

April 21

April 21
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7. 4. 3. 7. 5. 9

7. 4. 3. 7. ll.5 Plant Service Water
Rad Monitor CFT

April 21

Drywel1 H2/02 Analyzer CC April 21

d. While removing snubbers from the drywe11 for surveillance testing per
paragraph 4.7.4.e(2) of the plant Technical Specifications, the
licensee discovered that one of the 37 randomly chosen snubbers was
located near a 2000 R/hr hot spot. Shielding was installed, but the
snubber was still located in a 700 mR/hr field, and the licensee
estimated a 1 man-Rem expenditure to remove this snubber. The
licensee determined that, in view of the high radiation field
encountered, another snubber of the same type would be removed for
testing instead of this one. The licensee committed to test the
original snubber during the next refueling outage, with actions taken
beforehand (e. g., piping replacement) to reduce the radiation level
in the area. The licensee stated that testing of this snubber would
be in addition to the required random sample of 37 to be tested
during the next refueling outage.

No violations of NRC requirements or deviations were identified.

7. Plant Maintenance 62703

During the inspection period, the inspectors observed and reviewed
documentation associated with maintenance and problem investigation
activities to verify compliance with regulatory requirements, compliance
with administrative and maintenance procedures, required QA/QC
involvement, proper use of safety tags, proper equipment alignment and use
of jumpers, personnel qualifications, and proper retesting. The
inspectors verified that reportability for these activities was correct.

The inspectors witnessed portions of the following maintenance activities:

Descri tion

Installation of Shims for
H2/02 Monitor Gas Bottles
per AT 4502

Dates Performed

April 20

Installation of Conduit and
Cables for New Sealless
RWCU Pumps per AT 3613

April 20

Removal of "B" RWCU Pump
per AT 3208

April 25, 26, 28

Clean and Inspect MC7C
Breaker Cubicles per AT 3624

May 3

Rebuild Vacuum Breakers
per AT 2972

May 3
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Replace DG3 Valve Bridges
per AT 4752

May 3

Replace 2 Sections of DG-3
Camshaft per AT 2260

I

Rebuild Control Rod Drive
(CRD) Pump "B" per AT 2645

May 3

May 3

Rebuild CRD Pump "A"
per AT 3991

May 4

Modifications to Containment
Instrument Air Train "A"
per AT 3072

May 4

Install TDAS Inputs From DG-3
per AT 2892

May4, 5

Installation of New RWCU "B"
Pump Starter Cubicle for
PMR 84-1394-0 per AT 3616

May 10

No violations of NRC requirements or deviations were identified.

8. Radiolo ical Protection Practices 71709

The inspectors periodically observed radiological protection practices to
determine whether the licensee's program was being implemented in
conformance with facility policies and procedures and in compliance with
regulatory requirements. Areas observed included control point operation;
records of licensee's surveys; and postings of radiation, high radiation,
and contaminated areas within the radiologically controlled area. The
inspectors also observed compliance with Radiation Exposure Permits,
proper wearing of personnel monitoring devices, and personnel frisking
practices. The inspectors verified that health physics supervisors and
professionals conducted frequent plant tours to observe activities in
progress and were generally aware of significant plant activities,
particularly those related to radiological conditions and/or challenges.
ALARA consideration was observed to have been given to maintenance
activities observed by the inspectors.

During a tour of the Division 1 emergency diesel generator (EDG) during a
maintenance period on May 11, the inspector noted that access to the EDG
room was being provided through the normally shut emergency exit door to
the outside of the building. The inspector verified that the normal
access door was closed and locked, but a radiation barrier to the
radiological controlled area (RCA) was not in place. A check of the other
side of the normal access door revealed that the boundary limits of the
RCA had not been installed at the doorway from the RCA into the EDG room.
This was brought to the attention of Radiation Protection supervision and
was corrected. On May 12, the inspector noted that the barriers were
again not in place on the doorway into and out of the RCA from the EDG
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room. This matter was referred to Region V radiation protection
inspectors who were on site and had made other similar observations
(see NRC Inspection Report 50-397/88-12).

No violations of NRC requirements or deviations were identified.

Ph sical Securit 71881

The inspectors periodically observed security practices to ascertain that
the licensee's implementation of the security plan was in accordance with
site procedures. The inspectors observed that the number of guards was
adequate for the requirements of the security plan; that the search
equipment at the access control points was operational; that the protected
area barriers were well maintained without breaks; and that personnel
allowed access to the protected area were badged and monitored and the
monitoring equipment was functional. Night illumination inside the
protected area was observed and obstructions were lighted adequately.
Surveillance equipment was also observed during this inspection.

No violations of NRC requirements or deviations were identified.

Review of Periodic and S ecial Re orts 90713

Periodic and special reports submitted by the licensee pursuant to
Technical Specifications 6.9. 1 and 6.9.2 were reviewed by the inspector.

This review included the following considerations: the report contained
the information required to be reported by NRC requirements; test results
and/or supporting information were consistent with design predictions and
performance specifications; and the reported information appeared valid.
Within the scope of the above,'he following reports were reviewed by the
inspectors.

o Monthly Operating Report for March 1988.
o Monthly Operating Report for April 1988.

No violations of NRC requirements or deviations were identified.

Unusual Event on Ma 12 1988 Due to Resin S ill 92703

On May 12, 1988 at 7:03 p.m., an Unusual Event was declared due to a
contaminated resin spill. At approximately 4:00 p.m., in preparation for
transferring spent resin off site, the spent reactor water cleanup (RWCU)
resin in the Cleanup Phase Separator tank (RWCU-Tkl04B) was being
recirculated to keep the resin in a slurry. At approximately 4: 15 p.m.
the operator noticed that the tank level had decreased slightly. At about
4:30 p. m., the operator noticed an additional drop in tank level,
.determined that the tank level was slowly decreasing, and commenced
investigating the cause for the drop in level. Between 4:30 and 5:00 p.m.
the operator discovered that a 3/4" pipe penetrating the shield wall of
the tank was dumping resin and water to a funnel drain. The operator
notified the control room and the health physics (HP) department at
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approximately 5:17 p.m. After being notified of the resin leak, Radiation
Protection technicians proceeded to the area and made their surveys.

Operations personnel made numerous attempts to identify the pipe and
isolate the leak. The initial radiation survey made by the HP group was
completed at 5:39 p.m. and indicated that the levels were 2 R/Hr beta and
3 R/Hr gamma at one inch and 1 R/Hr beta/gamma at 18 inches. Operations
personnel contacted the system engineer and the Operations Department's
radwaste coordinator when they were not able to locate the controls for
valves identified from the control room prints as a possible source for
the leak. At 6:00 p.m., operators found the correct switches for
RWCU-V442 and RWCU-V-443, which were in the open position. The valve
control switches were placed in the shut position and the leak stopped.

Area radiation monitor ARM-RIS29 alarmed on high radiation due to the
circulation of the resin slurry and the spilling of the resin. This
monitor, with an alarm setpoint of 75 mr/hr, was in the general area but
not near the site of the leak, and was in an alarm status (due to
recirculation of the resin) throughout most of the event period.

At 7:03 p.m., after consultations with plant management, the Shift Manager
declared an Unusual Event in accordance with the station emergency
classification procedures. At 7: 15 p.m., decontamination teams were on
the scene, the floor was washed with demineralized water, and the resin
was pushed with squeegees into a floor drain going to the equipment drain
sump. At about 8: 10 p.m. the spill was considered cleaned up, and area
radiation levels were back to near normal; the Unusual Event was
terminated at 8:25 p.m. Airborne samples were taken during the event and
no change in airborne activity was measured. Licensee personnel
estimated that approximately 1030 gallons of resin-water slurry were
released from the system with about 200-250 Ci of activity. This
represented about 25-30 cu.ft. of resin.

At the time of the event, the operators were operating the system per PPM
2.11. 1 which did not specify that valves RWCU-V-442 and 443 were to be
checked before operating the system. The valve lineup sheet for 2. 11. 1
specified that V443 was to be shut, but valve 442 was not included on the
lineup sheet. The operators had difficulty in locating the valves due to
a lack of familiarity with the valves and their location, and difficulty in
determining where the valves were located from the piping and instrument
drawings (P&IDs). The valves are located on the 437'evel of the
Radwaste Building and the control switches are located in a remote area of
the 467'evel.

In addition to the above items, the inspectors discussed the following
with plant management: the length of time to declare the event, and the
lack of direct management support at the site. He noted that the Shift
Manager conversed with several members of the plant management
organization before consulting with the Plant Manager. The prevailing
attitude of most management personnel was that this event did not
constitute an Unusual Event because a limiting condition for operation had
not been exceeded and no immediate safety concern existed. The Plant
Manager took the conservative approach and directed the Shift Manager to



14

make the declaration of an Unusual Event. The Shift Manager was directly
involved with the initial assessment of the event, but once the offsite
members of the plant staff were informed, he spent an extraordinary amount
of time engaged in phone conversations with staff members at their homes.
The inspector noted that these activities detracted considerably from the
Shift Manager's ability to direct event recovery actions. Following these
discussions, the inspector was informed by the licensee that the emergency
response procedure, PPM 13. 1. 1, had been revised to have the duty manager
report to the site after the declaration of an Unusual Event to perform an
assessment of the situation and assist the shift manager in recovery from
the event. The licensee's actions in response to this event will be
examined further in a future inspection (Inspector Followup Item
88-14-02).

No violations of NRC requirements or deviations were identified.

Refuelin Activities 60705, 60710

Preparations for the annual refueling outage were observed as well, as
activities that occurred during the refueling efforts. See paragraph 3
for additional information on the dropped fuel incident which occurred
during fuel receipt inspection preparations. Following the dropped fuel
event, the plant manager stopped all fuel handling activities until the
causes of the event and the corrective actions were determined.

Fuel handling operations resumed on April ll, and on that day, a
technician preparing fuel for inspection inadvertently step on one end of
fuel bundle ANF 3-046. Following this event the system engineer inspected
the fuel bundle and determined that it was acceptable for use-as-is. The
fuel vendor, ANF, Inc., requested that the bundle be returned to them for
further inspection. The inspector was told that the bundle was inspected
and no damage was found. In following up on this event, the inspector

'noted that a nonconformance report (NCR) was not in the licensee's
records, and that some confusion 'was indicated. by members of the plant
staff who thought that an NCR had been written. Some of the steps of the
NCR procedure had been performed in the evaluation of this event, but the
plant did not have documentation of the evaluation process or the
approvals.

Plant procedure PPM 1.3.12 requires that before equipment is declared
operable it must be evaluated, disposition, reviewed by plant gA and the
Plant Operations Committee, and approved by the Plant Manager. When

'uestionedabout how this process was avoided, the inspector was told that
an NCR was not required because the system engineer inspected the bundle
and said that it was acceptable. The inspector agreed with members of the
pl'ant staff that this specific example of an adverse condition was not
listed in the procedure examples, but noted that plant gA and other
members of the plant management staff had been told that an NCR would be
issued. gA Surveillance Report 2-88-07 noted that an NCR had not been
generated following this event. At the close of this inspection period,
the inspector had not completed his inspection of this issue, and this
item will remain unresolved (Unresolved Item 88-14-03).



The inspectors observed the movement of fuel from the transport trucks to
the refueling floor. The revised procedures (PPM 6.6.2 and 6.6.3) were
used in the fuel movement and fuel inspection. The inspector also
observed the disassembly of the reactor internal components and the
floodup of the refueling canal.

Fuel handling activities were observed from the refueling bridge. The
operators appeared to be conducting the refueling in accordance with the
plant procedures. Plant management selected the refueling senior reactor
operators (SROs) from the most experienced shift support supervisors; this
was similar to the practice that has occurred in previous years. This use
of experienced SROs allowed the plant to complete the refueling operation
with minimal problems'he inspector also checked with the control room
during the refueling process and observed that one of the control room
operators was in contact with the refueling bridge personnel, and that
all fuel movements were being tracked by the control room operators on
the plant computer.

No violations of NRC requirements or deviations were identified.

13. Local Leak Rate Testin 61720

Local leak rate testing of containment penetrations was performed during
the annual outage. All Technical Specification penetrations were included
in this test. The work was performed as directed by PPM 7.4.6. 1.2.4
(Revision 2), 'Local Leak Rate Testing'. A total of 279 penetrations and
valves were included in the testing. The testing was not complete at the
end of the inspection period and will be discussed further in the inspector's
next inspection report.

The inspector reviewed the procedure and observed testing on the following
valves:

RHR-V118
RHR-V-248
RFW-V-32A
RFW-V-108

The inspector also reviewed completed test data sheets for 12 valves and
penetrations. A check of the calculations was performed for all the test
data that were reviewed. The following valves and penetrations were
reviewed:

Penetration Descri tion/Valve

X1F
X-15
X-27A
X-278
X-63
X-4
X-1181
X-118-2

Inspection flange
Large Equipment Hatch
Flange
Flange
LPCS-RV31
RCIC-V122
RHR-V-178
RHR-V-108
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X-17-A4
X"17-B1
X-84B
X-86A
X-24
X-24

RFW"V"32A
RFM-V-lOB
PI-V-X84B2
PI-VSGA2
FDR-V3(f)
FDR-V-3(p)

No violations of NRC requirements or deviations were identified.

14. Unresolved Items

Unresolved items are matters about which more information is required to
determine whether they are acceptable items, violations or deviations. An
unresolved item addressed during this inspection is discussed in paragraph
12 of this report.

15. Exit Meetin 30703

The inspectors met with licensee management representatives periodically
during the report period to discuss inspection status. An exit meeting
was,.conducted with the indicated personnel on May 19, 1988.

The scope of the inspection and the inspectors'indings, as noted in this
report, were discussed and acknowledged by the licensee representatives.
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