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Summary:

Ins ection on A ri 1 - Ma 12 and Ma 16 1991 50-397 91-12~i«d: R i d p it i p i by id t d gi
inspectors of control room operations, operational safety verification,
surveillance program, maintenance program, refueling operations, corrective
action, licensee event reports, special inspection topics, and procedural
adherence. During this inspection, Inspection Procedures 60710, 61726,
62703, 71707, 71715, 86700, 90712, 92700, 92720 and 93702 were utilized.

Safet Issues Mana ement S stem SIMS Items: None.

~Re ults:

General Conclusions and S ecific Findin s

Si nificant Safet Matters: None.

Summar of Violations and Deviations: Three violations were identified,
involving failure to: (1) meet certain fire protection requirements,
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(2) meet certain document control requirements, and (3) follow the
operating procedure for an Emergency Diesel Generator. One non-cited
violation is discussed, in paragraph 3.b(3).

0 en Items Summar : Seven LERs were closed; one was examined and left
open. Five new items were opened.
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Plant Manager
Harrold, Assistant Plant Manager
Edwards, guality Control Manager
Graybeal, Health Physics and Chemistry Manager
Harmon, Maintenance Manager
Hosier, Licensing Manager
Davison, guality Assurance Manager
Koenigs, Generation Engineering Manager
Mebring, Plant Technical Manager
McKay, Operations Manager
Peters, Administrative Manager
Gelhaus, Assistant Technical Manager
Shaeffer, Assistant Operations Manager
Feldman, Assistant Haintenance Manager
Pisarcik, Assistant Health Physics and Chemistry Manager

The inspectors also interviewed various control room operators, shift
supervisors and shift managers, maintenance, engineering, quality
assurance, and management personnel.

*Attended -the Exit Meeting on May 16, 1991.

~11 1

At the start of the inspection period, the plant was operating at 100%
power with three qualified operating crews on a 12-hour rotation. Plans
were made to postpone the start of the annual refueling outage (by one
week) until April 19. However, the Division I Emergency Diesel
Generator (EDG) was declared inoperable on the morning of April 12 due
to indications of generator bearing degradation based on bearing oil
samples. Therefore, the outage was commenced as scheduled and plant
power was reduced accordingly on the evening of April 12. Cold shutdown
was reached on April 14. On April 17, the reactor pressure vessel (RPV)
head studs were detensioned, placing the plant in Mode 5 with reactor
coolant temperature being greater than 140 degrees, contrary to
Technical Specification requirements (discussed in paragraph 10). At
the end of the inspection period the plant was still in Mode 5 with the
refueling completed.

0 erational Safet Verification 71707

a. Plant Tours

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

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

b. The

(2)

following items were observed during the tours:

During a tour of the Radwaste Building, the inspector noted
that the licensee's controlled copy of the Emergency Operating
Procedure (EOP) flowcharts in the Remote Shutdown Room were
out of date and had been out of date since they were first
placed there in December 1990. Specifically, PPH 5.3.1
(Secondary Containment Control) was missing deviation 90-1075,
which was issued on October 24, 1990. This procedure change
corrected the listed panel location of several temperature
indications needed for accident response. This is an apparent
violation of 10 CFR 50, Appendix 8, Criterion VI, Document
Contr ol (Violation 397/91-12-01). In addition, procedure
5.0.1 (EOP Graphs) contained a deviation that was listed by
the procedure tracking system as cancelled (90-960). This
deviation was subsequently incorporated into a later revision
of the the EOP flowcharts. These discrepancies were brought
to the attention of the Administrative Hanager and were
promptly corrected.

Plant Procedures Hanual (PPH) 1.3.50 (Control of Operator
Aids) states that personnel are not to independently label
plant components or systems in the plant. This PPH also
provides instructions regarding the formal identification and
control of operator aids. During this inspection period, the
inspectors observed the following conditions which did not
appear to be consistent with these instructions: .

(a) In the Division 2 Diesel Generator room, on meter
DGAH-DG2/F, there is an informal operator aid (in the
form of a sticker) stating "Tap meter for required
reading. (New one on order.)"

(b) In the battery charger rooms of the Radwaste Building,
the following information was found written in pencil on
these cabinets:

Battery Charger Cl-7:

Battery Charger Cl-2:

"Float 130.5 +/- 1

Equalize . 139.5 +/- 1"

"Float 130.5 +/- 1

Equalize 139.5 +/- 1"

Battery Charger Cl-1: (under ammeter) "60 Amperes"

Battery Charger C2-1: "Float 26'I +/- 1

Equalize - 279 +/- 1"
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Battery Char ger CO-1A:

Battery Charger CO-1B:

"Float 27 +/- .2
Equalize 27.9 +/- '.2"

"Float 27 +/- .2
Equalize 27.9 +/- .2"

The inspector expressed concern that operators or maintenance
personnel may be depending on these unofficial aids rather
than formally approved operator aids or procedures, and that
the validity of such unofficial aids was uncertain. Plant

'anagement acknowledged the inspector's concern, and agreed
that this practice was not appropriate. Subsequent observa-
tions by the inspectors indicated that the licensee was taking
action to correct this condition.

(3)

(43

erat o s and Rec ds Records were reviewed against
Technical Specification and administrative control procedure
requirements.

The inspector noted one instance in which a control room
operator (CRO) incorrectly 'logged a problem with a control rod
that arose during the shift. The CRO logged that rod 18-11 .

had erratic indication, when in fact rod 18-03, was the correct
rod. The inspector pointed this out to the CRO, who corrected
the discrepancy in the CRO's log. H

PPM .1.3.4 (Operating Data and Logs), which provides instruc-
tions for logkeeping to the operations staff, states, "the
following shall be included as a minimum: ... Any Technical
Specification limit exceeded." No log entry was made in the
Shift Manager's 'log when operations personnel discovered that
Mode 5 had been entered by detensioning the RPV head studs
with reactor coolant temperature greater than 140 degrees.
This is an apparent violation of the Technical Specifications
in that the Technical Specifications, Section 6.8. 1, require
that the applicable procedures recommended in Appendix A to
Regulatory Guide 1.33 be established, implemented and
maintained. Regulatory Guide 1.33, Appendix A, Section 1.h,
requires a procedure for "Log Entries, ...". However, due to
its limited safety significance, and because the criteria
specified in Section V.G of the NRC Enforcement Policy (10 CFR

Part 2, Appendix C) were satisfied, this apparent violation is
not being cited (Non-cited violation (NCV) 397/91-12-02). At
the exit meeting the Operations Manager indicated that he
would review PPM 1.3.4 to determine the intent of the state-
ment quoted above.

The licensee submitted an LER regarding the errant entry into
Mode 5; this is discussed in paragraph 10 of this'eport.

onitorin Instrumentation.. Process instruments were observed
for correlation between channels and for conformance with
Technical Specification requirements.
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for conformance with 10 CFR 50.54.(k), Technical Specifica-
tions, and administrative procedures. The attent&reness of
the operators was observed in the execution of their duties
and the control room was observed to be free of disiractions
such as non-work related radios and reading materials.

The inspector noted that PPH 1.3. 1, (Conduct of Operations),
states that the operator at the controls (CRO-1) is to give
attention to Control Room Panel P-603 (reactivity control
panel), and is not to eat while attending to any control panel
functions: The inspector noted (on several occasions during
the inspection period) that the person designated as CRO-1 was

eating while attending to controls at P-603. This was brought
to the attention of licensee management, who indicated that
they would evaluate the intent of the guidance provided by
this procedure. (Followup Item 397/91-12-03)

11 d 1 tf lh 1

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. Technical Specification limiting conditions for
operation were verified by direct observation.

tf . Tl td dlf t,f ~ Ifhtggfg
requests had been initiated, was observed to verify that tags
were in place and the equipment was in the condition
specified.

General Plant E ui ment Conditions. Plant equipment was
observed for indications of system leakage, improper lubrica-
tion, or other conditions that would prevent the system from
fulfilling its functional requirements. Annunciators* were
observed to ascertain their status and operability.

Fire Protection. Fire fighting equipment and controls were
observed for conformance with administrative procedures.

During tours of the facility on April ll, 1991, the inspector
observed the following:

* Two 55 gallon drums partially filled with lube oil in the
Division I EDG room. No transient combustible permit was

posted in the area nor had one been obtained for this
combustible material as evidenced in the applicable
permit index. PPH 1.3. 10 (Fire Protection Program)
requires a transient combustible permit for all such
transient combustibles in vital areas.

* 21 large rolls of plastic in room D-113 in the Diesel
Building.- One of the rolls was marked as weighing 86
pounds, for a total estimated weight of approximately



h('~

t



-5-

1850 pounds. Room D-113 contains safety-related cabling
for the Division II EDG and is listed as a vital area in
PPH 1.3. 10. Other combustible materials fouad in room
D-113 at the time were one HEPA filter in a cardboard box
which measured about 30" X 30" X'2", as well .as four
large plastic bags full of what appeared to be cloth mop

heads. There was no transient combustible permit posted
for this material nor had one been obtained, as evidenced
in the applicable permit index. The location of these
material's in this room gave the impression that the room
was being used as a storage area. A placard was also
observed affixed to the wall outside the room reading,
"laundry storage room". Subsequent conversations with

„ the plant Fire Marshall indicated that using this room as
a storage area for this type of material was inappro-
priate and that this had previously been communicated to
cognizant members of the plant staff.

These items appear to constitute a violation 'of the Technical
Specifications, Section 6.8.1.g, which requires that proce-
dures be established, implemented and maintained covering Fire
Protection Program implementation (Violation 397/91-12-04).
PPH 1.3. 10 implements the, Fire Protection Program as
described in Section 9.5.1 of the FSAR and in Appendix F to
the FSAR.

(lp) 2lltCh i .. Ch i 1 ly d t d *1t
reviewed for conformance with Technical Specifications and
administrative control procedures.

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

Prior to the start of the outage, the inspector noted that
loose scaffolding material and unsecured hand carts with loose
scaffolding material on them were located on the 548 foot
level next to the standby liquid control (SLC) system pumps.
The inspector was concerned that the SLC system may incur
damage from this loose equipment during a seismic event. It
appeared that this equipment was placed in this location in
anticipation of the upcoming outage. The shift manager was
notified and the problem was corrected.

The inspectors generally noted that housekeeping practices in
the reactor building, turbine building, and radwaste building
were poor during this inspection period. Numerous tools and

equipment were observed not to have been returned to proper
storage after maintenance work was completed. Significant
pre-staging of materials was also being done in preparation
for the refueling outage. While it is recognized that some
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prepositioning of equipment and materials may be appropriate,
the inspectors questioned whether the degree of pre-staging
observed was appropriate while the plant was oper Wting at or
near full power. In addition, roll.-around carts, some very
heavy, were stored near important to safety and'safety related
instrumentation -- in certain instances without being chained
to restrain. them during a potential seismic event. This con-
cern was discussed with licensee management, who acknowledged
the inspector's comments.

(12) ~cubit . The inspectors periodically observed security
practices to ascertain that the licensee followed site
procedures that implemented .the security plan, that the search
equipment at the access control points was operational, that
the vital area portals were kept locked and alarmed, and that
personnel allowed access to the protected area were badged and
monitored and'he monitoring equipment was functional. The
inspectors made two observations during the inspection period
involving security and safeguards. These issues were referred
to the Region V security and safeguards specialists for
followup.

(13) adiatio otection o tro . 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. The inspectors also
observed compliance with Radiation Work Permits, proper
wearing of protective equipment and personnel monitoring
devices, and personnel frisking practices. Radiation
monitorIng equipment was frequently monitored to verify
operability and adherence to calibration frequency.

n ineered Safet Feature Wa kdown

Selected engineered safety features (and systems important to
safety) were walked down by the inspectors to confirm that the
systems were aligned in accordance with plant procedures. During
the 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. Proper lubrication and cooling of major
components were also observed for adequacy. The inspectors also
verified by local and remote position indication, as applicable,
that certain system valves were in the required position.

\

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

~Sstem

Diesel Generator Systems,
Divisions I, 2, and 3.

Dates

April 6
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Residual Heat Removal (RHR), Trains
"A" and "B"

April 25

125V DC Electrical Distribution,
Divisions 1 and 2

250V DC Electrical Distribution

No violations or deviations were identified.

Nay 7

Nay 7

u mented ontrol Room Observat'on 7 7 5

Due to the failure of a requalification examination or the subsequent
operational evaluation by a number of licensed operators or crews, three
operating crews were 'left qualified to operate the plant during the last
three weeks of the operating cycle. The licensee instituted a 12-hour
shift rotation utilizing the three crews such that each operating crew
worked six 12-hour days in a row, followed by three days off. This
schedule was in effect from the beginning of the inspection period until
the plant entered cold shutdown (Condition 4) on April 14. Due to the
unusual nature of this type of shift rotation, the NRC provided
augmented control room observation during this period utilizing several
different inspectors. This was necessary in order to assess the licen-
see's adherence to their commitments contained in the Supply System's
Basis for Continued Operation (BCO) letters dated Narch 14 and 22, 1991.
The following observations were made by the various inspectors involved
in the augmented control room observation:

Initially, management did not appear to provide the degree of back-
shift coverage they had committed to. This was corrected later,
however, and members of senior plant and corporate management were
observed more regular']y in the control room during backshifts and
weekends.

An excessive number of deficiency tags were observed on on control
room panels. Several were over one year old and some were as old
as 1988.

The role of the third SRO in the control room was apparently not
clearly. defined.

In general, crews responded well to problems and followed their
procedures.

The crews appeared to be alert and not excessively fatigued from
the 12-hour shifts.

The third RO on shift was observed to be a definite asset,
relieving the RQs on the control boards of administrative burdens.

Niscellaneous unsecured equipment,(e.g., welding machine in back-
panel area) was observed in the control room in preparation for
outage work. While this would appear to be acceptable when the.
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plant is in an outage, it is a questionable practice when the plant
is o'perating at or,near full power. This topic is also discussed
in paragraph 3.b(ll).

* The inspectors observed guality Assurance personnel frequently
monitoring control room operations, in compliance with the BCO.

Licensee management was apprised of the above observations at the Exit
Meeting, and acknowledged the inspectors'omments.

R sin S i 1 While Backw shin a C nden ate 'er Demine al'zer 9370

At about 2:30 a.m. on April 13, 1991 a major spill of a resin/water
slurry occurred on the 437-foot elevation of the radwaste building.
Operators noticed the problem after having just completed a backwash
evolution of one of the six condensate filter demineralizers (CFDs).
This evolution entails flushing spent resin from a CFD into a backwash
receiving tank (BRT) before it is pumped to phase separator tanks. The
BRT (capacity 19,000 gallons) is located in a shielded compartment
behind shield doors in the radwaste building. It apparently overflowed,
spilling the slurry onto the floor and down a floor drain as well as
under the compartment shield door. The floor drain leads to the
radwaste building sumps, which also apparently filled and overflowed.
This caused the slurry to overflow out of floor drains located in other
areas of the radwaste building 437'levation. By the time the overflow
was stopped, a majority of the 437'levation of the radwaste building
was virtually covered with a layer of resin/water slurry, a highly
contaminated mixture. General radiation levels in the affected areas
increased from a nominal 15 mrem/hr to approximately 60 mrem/hr. This
caused some area radiation monitors to alarm, although direct survey
measurements confirmed radiation levels to be below the actual alarm
setpoint. This fact, coupled with the fact that no release to the
environment occurred, meant that an Unusual Event was -not required to be
declared per the licensee's emergency classification procedure. The
areas of the 437'levation outside the shield walls were kept wet with
demineralized wa'ter to minimize the formation of airborne radioactivity.

The licensee'-s preliminary root cause evaluation determined that valve
COND-V-231C (the normal condensate inlet to the CFD) either leaked or
failed to fully close, even though closed indication was observed in the
radwaste control room. This caused condensate to flow into the CFD

through the normal condensate flowpath, and consequently into the BRT.,
Based on the, volumes of the BRT and radwaste building sumps, and the
approximate time at which the overflow occurred, the licensee estimated
the leakage through the valve to be about 1000 GPH. COND-V-231C is a

butterfly valve and was later disassembled and confirmed to have sizable
pieces of its seat material missing. Two other factors contributed
significantly to this event. One was the failure of the remote BRT

level indication which also caused the high level alarm to malfunction.
The other was the inoperability of the high level alarms on the radwaste
building sumps. One of these had been out of service since May 1990 and
the-other had been out of 'service since December 1990. Although these
sump alarms would not have prevented the event, they would have been
instrumental in mitigating it.
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Licensee personnel conducting the root cause evaluation interviewed
operations personnel involved in the event. They concluded that the CFD

backwash procedure was followed and that personnel error did-not occur.
Malfunction of key level instrumentation hindered operators from detect-
ing the valve leakage and preventing the overflow of the tank Over six
man-rem of exposure were expended by health physics technicians and
laborers in cleaning up the 437-foot elevation of the radwaste building.
At the exit meeting, plant management confirmed that the equipment fail-
ures would be corrected prior to resumption of CFD backwash operations.

No violations or deviations were identified.

urvei l nc Testin 6 726

a ~ Surveillance tests required to be performed by the Technical Speci-
fications (TS) were reviewed on a sampling basis to verify that:
(1) a technically adequate procedure existed for performance of the
surveillance tests; (2) the surveillance tests had been performed
at the frequency specified in the TS and in accordance with the TS
surveillance requirements; and (3) test results satisfied
acceptance criteria 'or were properly dispositioned.

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

P d ~it
7.4.8.1.1.2.1 DIV I Emergency Diesel

Generator. (EDG) Monthly
Operability

7.4.3.1.1.43 Average Power Range Monitor
(APRM) Ch. A Run Mode Channel
Functional Test/Channel Check

7.4.5. 1.11 High Pressure Core Spray
(HPCS) System Operability Test

ates Performed

April 5

April 8

April 9

7.4.7.3.6 . Reactor Core Isolation Cooling April 13
(RCIC) 18-Month Surveillance

7.4. 1.3.5.3 Control Rod Scram Accumulator April 14
Check Valve Operability Test

7.4.6.3.4.2 Excess Flow Check Valve Test April 25

During a performance of the operability surveillance on April 5 for the
Division I EDG, operations personnel observed a low level condition in
the bearing oil sightglass for the north generator bearing after the EDG

was taken to rated speed. The bearing oil level decreased to 3/4 inch
below the low level mark. Changes to the EGG operating procedure had
recently been made indicating that immediate action was to be taken to
secure the unit if level decreased to 3/8 inch below the low level mark.
This was because such a bearing oil level no longer provided adequate
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lubrication and the bearing would be in danger of catastrophic failure,
as was the case during the Hay 1990 event. Conversations with cognizant
members of the Plant Technical staff at the time the operating procedure
was changed indicated that immediate tripping of the EDG was intended,
as long as the plant was not in an emergency condition. This-was also
the intended action as apparently understood by plant management. This
was not the action that was taken, however. Time was taken to seek
guidance from the control room, and the EDG was taken back to idle speed
a few minutes later. Fortunately, level subsequently returned to
approximately 1/8 inch below the low level mark.

Subsequent conversations with other operations supervisory personnel
indicated that they were aware of the intended action to be taken and
would fully expect it to be accomplished .that way, given such circum-
stances. This indicated that not all operations personnel were aware of
the required actions to be taken for a low level condition such as this.
During discussions, licensee management representatives recognized the
importance of all operations personnel understanding the expected
actions in this regard. The inspector noted that the need for this
understanding was enhanced by the fact that the foaming condition still
existed, the bearing oil leak had not been corrected, and the leakage
rate had increased to the point that oil was being added every few days.

This failure to follow the EDG operating procedure is an apparent
violation of the Technical Specifications, Section 6.8.1.(Violation
397/91-12-05). Although the licensee identified this problem and
initiated a Problem Evaluation Request (PER) and a subsequent LER, which
qual-ifies for enforcement discretion pursuant to the NRC Enforcement
Policy, this violation is cited because of apparently insufficient
corrective action in response to the 1990 bearing failure and fire, and
to emphasize the following specific concerns:,

a. The importance of the EDGs.

b. The fact that the foaming condition and the bearing oil leak had
still not been corrected.

c. All operations personnel did not understand the expected action to
taken for a low bearing oil condition such as this, indicating a

failure of management to adequately communicate expectations.

7. Plant Haintenance 62703

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

The inspector witnessed portions of the following maintenance
activities:
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Replacement of Containment
Honitoring System Recorders
per AR 2856

Reinstallation of DIV I EDG

per AR 3777

No violations or deviations were identified.

ates Performed

April 25

Hay6, 7

8. Refuel n Activiti s 60 0 86 00

The 'inspector monitored activities related to core alterations during
the R-6 refueling outage. This included monitoring refueling bridge
activities, monitoring cohtrol room activities, reviewing licensee
procedures,,and interviewing licensee personnel. In general, operators in
the control room and on the refueling bridge conducted core alterations
in a deliberate and formal manner, responding to problems promptly and

properly in accordance with the Technical Specifications when required.
However, the inspector noted the following:

a. A refueling bridge operator accidentally grappled and partially
lifted an incorrect fuel assembly. After realizing his error, he
lowered the assembly back into its proper position. The inspector
noted that WNP-2 does not employ an underwater camera to verify
assembly identification during fuel shuffling. Although the
refueling mast is reasonably rigid, its length is such that swaying .

could result in movement of the wrong fuel assembly, even with
proper position coordinates indicated. It was noted that the
licensee performs a full'ore verification (using an underwater TV

camera) of the identification and location of each fuel assembly
prior to startup from the outage. The inspector still questioned,
however, whether the shutdown margin calculations completed prior
to the outage for each step of the Nuclear Component Transfer List
(NCTL) would be invalidated if a fuel assembly were mispositioned.
Five days later, the inspector interviewed a sampling of control
room operators and refueling bridge operators and noted that some

of these licensee personnel were not aware of this event. This
indicated that management did not adequately disseminate this
information among the operations department, and that operator
turnovers did not include this information. This was discussed
with licensee management.

b. The operators on the refueling bridge did not sign off steps in the
Nuclear Component Transfer List (NCTL) in a step-by-step manner.
The NCTL provided for dual verification of each step by the Senior
Reactor Operator on the refueling bridge and the bridge operator.
Although the SRO initialed each step in a step-by-step manner, the
bridge operator waited until the series of movements for which he

was responsible were complete (about 20 procedural steps), and
would sign all of these steps down the page at one time. This
practice did not appear to meet the intent of dual verification.
The Operations Hanager stated that he would review the intent of
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c ~

the dual verification instructions to determine whether this
practice is appropriate.

The inspector noted a problem encountered by the refueling bridge
personnel in that the NCTL did not point out fuel movements that
place an assembly in a temporary location. Bridge operators were
provided with core maps as an operator aid to ensure that the
proper moves were made and for status keeping purposes. However,
these maps only contained the initial and final locations of the
fuel assemblies. When one assembly was placed into a temporary
location, the operators initially thought that there was an error
in the procedure, resulting in uncertainty on the refueling bridge,
because the location of the assembly did not match that required by
the core map. After an exhaustive review of the procedure, the
crew determined that the fuel assembly had been placed in a

temporary location, and continued 'core alterations. This was
discussed with the Operations Manager, who stated that the Supply
System would evaluate existing practices for documenting temporary
locations of core components.

No violations or deviations were identified.

9. orrect ve ction 9 0

The inspector reviewed the licensee's corrective action programs to
ascertain whether they were effective in preventing recurrence of
problems. The inspector reviewed Nonconformance Reports (NCRs), the
Plant Tracking List (PTL), and various root cause assessments. The
inspector determined 'that the licensee has adequately identified and
administered corrective actions, and has a program to track corrective
actions to completion. In addition, the licensee has in place a

trending program to'keep track of the numbers of outstanding actions and
repeated occurrences. However, the inspector was concerned with the
number of open NCRs (106), although the total number has been gradually
decreasing. Approximately half of, the open NCRs had been open for
greater than two years. Twenty-three had been open for three years or
more. The actions committed to in the PTL numbered nearly 500. The
number of open items on the PTL was decreasing until January of 1991.
However, since then the total number of items in the PTL has increased
for nearly every month of 1991. The inspector expressed concern that
management may not be providing adequate attention to significantly
reducing the corrective action backlog.

No violations or deviations were identified.

10. icensed 0 eratin Trainin

Limited observation and review of remediation training were conducted to
assess the licensee's progress in preparing three crews of licensed
operators for an additional NRC requalification exam. This review
revealed no obvious deficiencies in training methodology. However,
weaknesses were noted in the content of the training material, particu-
larly in dealing with multiple flow paths in emergency operating
procedures (EOPs). This was discussed with licensee management.
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Operators participating in the remediation training were also monitored
for fatigue, since they were receiving four hours of simulator training
following an 8-hour shift in the plant. The training staffmere also
monitoring for fatigue and its possible impact on the effectiveness of
the training being provided. At the time of tlie observations> the
extended work and training schedule did not appear to be hindering the
effectiveness of the training program.

icensee vent Re ort ER Fol wu 90 2 9 700

The following LERs were reviewed by the inspectors. Based on the
information provided in the reports, it was concluded that reporting
requirements had been met, root causes had been identified, and appro-
priate corrective actions had been taken or initiated. The following
LERs are closed:

LER 90-12-01 Division I Diesel Generator Bearing Failure and Fire

LER 90-14-00 Switchover of HPCS Suction Valve to Suppression Pool on
High Level in Suppression Pool

LER 90-15-00 Diesel Generator Fuel Oil Surveillance Interval Exceeded

LER 90-20-00 Potential Overheating of Diesel Generator Control Cabinet
Internal Components

LER 90-22-00 Autoisolation of Containment Instrument Air Caused by
Depletion of Cryogenic Nitrogen Tank (to be followed up
under LER 90-22-01)

LER 90-30-00 RCIC System Returned to Service with Excessive Stroke
90-30-01 Time on Steam Isolation Valve

The following LER was examined and will remain open pending further
review:

LER 91-08-00 Entry Into Refueling Node With Reactor Coolant Tempera-
ture Greater Than 140 Degrees (Open)

This LER described an event in which Operational Condition 5 was .entered
by detensioning the reactor vessel head studs while reactor coolant
temperature was greater than 140 degrees F. This was a violation of
Technical Specifications requirements. The LER mentions only "proce-
dures less than adequate" as the root cause. This LER did not appear to
adequately address operator performance issues, in that a licensed
operator should be aware of the Technical Specifications requirements
for the plant conditions governing all operational pedes, without the
need for resorting to procedura'l guidance. The inspector noted that two
different operating crews failed to recognize the Technical Specifica-
tions requirement for entering Condition 5 with reactor coolant
temperature less than 140 degrees. The temperature was approximately
160 degrees at the time Condition 5 was entered, and remained there from
day shift into graveyard shift before the graveyard shift manager
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recognized reactor coolant temperature was too high for Mode 5.
Furthermore, the root cause analysis issued for NCR 291-262 for this
same event concluded that "personnel training less than adequate" was a

contributing cause for the problem, and contained recommended corrective
actions for this cause. At the exit meeting the licensee agreed to
compare the results of the root cause analysis with the findings in LER
91-08 to determine if enhancements should be made to the LER.

~N
The inspector met with licensee management representatives periodically
during the report period to discuss inspection status. An exit meeting
was conducted with the indicated personnel (refer to paragraph 1) on
Hay 16, 1991. The scope of the inspection and the inspectors',findings,
as noted in this report, were discussed with and acknowledged by the
licensee representatives.

The licensee did not identify as proprietary any of the information
reviewed by or discussed with the inspectors during the inspection.


