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Ins ection on November 16 — December 27 1992 Re ort No. 50-397 92-40

Areas Ins ected: Routine inspection by the resident inspectors of control
room operations, licensee action on previous inspection findings, operational
safety verification, surveillance program, maintenance program, and procedural
adherence. During this inspection, Inspection Procedures 61726, 62702, 62703,
71707, 71710, 92701, 92702 and 93702 were used.

Safet Issues Mana ement S stem SIMS Items: None.

Results:

General Conclusions and S ecific Findin s

This inspection identified two examples of not adequately maintaining
control room logs with respect to potentially reportable events (Para-
graph 6.b(1)). These examples suggest a weakness in the

operators'bility

to correctly diagnose and log plant events.

Si nificant Safet Matters: None.
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Summar of Violations and Deviations; One ci.ted violation with two
,.examples 'was identified involving the failure of the Shift Hanager to log

an Engineered Safety Features (ESF) actuation and a 50.72 notification
(Paragraph 6.b(1)).

0 en Items Summar :

Two followup items were closed; no new items were opened.
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DETAILS

Persons Contacted

*Y

*J
*L
*G
*G
*D
*D
*D

A.
S.
J.
W.

*R
*J
*L
*R.
*C

Oxsen, Acting Managing Director
Parrish, Assistant Managing Director for Operations
Gearhart, guality Assurance Director
Baker, Plant Manager
Harrold,. Assistant Plant Manager
Sorensen, Regulatory Programs Manager
Smith, Operations Division Manager
Larkin, Engineering Services Manager
Pisarcik, Radiation Protection Manager
Feldman, Assistant Maintenance Manager
Hosier, Licensing Manager
Davison, guality Assurance Manager
Peters, Administrative Manager
Shaeffer, Operations Manager
Webring, Plant Technical Manager
Rhoads, Operational Events Analysis and Resolution Manager
Hayne, Acting Chemistry Manager
Conserriere, Shift Manager
Fies, Compliance Engineer

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 December 31, 1992.

2. Plant Status

3.

At the start of the inspection period, the WNP-2 reactor was at 100%

power. On November 21, 1992, operators reduced power to 5% and took the
main turbine off line to clean insulators on 'the 500 KY transmission
system. The reactor was returned to full power on November 23, 1992.
On November 30, 1992, during a monthly surveillance, Emergency Diesel
Generator No. 2 (DG-2) failed to achieve rated voltage within the
required time and was declared inoperable. The NRC issued a Temporary
Waiver of Compliance (TWC) on December 2, 1992, to extend the 72-hour
action statement an additional 48 hours to permit troubleshooting,
replacement, and repair of the voltage regulator. Operators declared DG-

2 operable on December 3, 1992. On December 10, 1992, a grid
disturbance, coupled with problems with the breaker fault rel,ays,
resulted in only one offsite power line being available for the 500 KY

output. The plant remained in operation during this disturbance, and
operated at full power the remainder of the inspection period.

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:
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a. Closed Violation 397 92-28-01 Radiation Area Found not Posted.,

During a tour of the Reactor building, the inspector found that a

radiation area posting was not in place, a violation of Technical
Specification 6.8. 1. The radiation area posting had been removed by
mechanics to facilitate installation of a door to the area, but
health physics (HP) personnel were not notified.

As corrective actions, the licensee reviewed this event with the
individuals involved and with all station employees during an HP

"timeout," and issued a new directive to move radiation area
postings from waist high to shoulder high or use spring return gates
to preclude personnel from having to 'take down a radiation area
barricade in order to pass through. The licensee also established a

program to periodically review events such as this one. HP

technicians were given formal direction to perform more frequent
tours of the facility during their free time to encourage licensee
personnel to find their own problems. In addition, managers were
given direction to tour the plant a minimum of three times a week,
including verifying radiological postings. The inspector reviewed
the records of the above actions to ensure their completeness, and
performed tours of the reactor building to ensure the new posting
policy was in place. The inspector considered the licensee's
corrective actions to be satisfactory. This item is closed.

b. Closed Deviation 397 92-09-04 Deviation from Final Safet
Anal sis Re ort FSAR Commitment for Standb Li uid Control SLC

S stem Tank Tem erature Band.

Contrary to a commitment in the FSAR to maintain the SLC storage
tank in the band of 80 to 90 degrees Fahrenheit (F), the automatic
heater controls for maintaining the temperature of the SLC storage
tank were set at 77 to 92 degrees F.

As corrective actions, the setpoints for the SLC were added to the
equipment operator logs, the instrument was recalibrated for the
proper temperature band, a sign was posted at the controller to
require Shift Hanager permission to adjust the setpoints, and an

FSAR change was submitted to change the temperature band to reflect
the range specified in the licensee's setpoint calculations. The
inspector reviewed the records for these corrective actions, and
considered them satisfactory. This item is closed.

4. 500 KV Disturbance 93702

On December 10, 1992, a fault on the 500 KV grid initiated the opening of
several associated breakers. In addition, several alarms were received
in the control room, including inverter trouble alarms, along with other
minor transients. The net'ffect was that only one transmission line
remained connecting the plant output to the electrical grid. The loss of
that line would have resulted in a full-load rejection and plant scram.
The licensee initiated an Incident Review Board (IRB) to find the root
causes of this event and initiate corrective actions.



The inspector toured the Ashe Substation, operated by the Bonneville
Power Administration (BPA) to interview BPA operators and review the
components involved in the event.. According to the BPA personnel there
was an A to C phase fault on one of the lines supporting the 500 kv grid.
Due to a design error involving timed breaker fault relays (BFR), all but
one of the breakers in the 500KV grid at Ashe received trip signals and

opened. The inspector was concerned because these systems appeared to
respond per design, but nearly„ initiated a plant transient. For correc-
tive actions, BPA replaced the more complicated BFRs with an earlier
design, less subject to inadvertent trips due to unanticipated timing
problems. This event further emphasized the need for the licensee to
maintain a continuing close relationship with BPA, to ensure that future
transients or a loss of offsite power does not occur. The inspector
considered the licensee and BPA's corrective actions to be satisfactory.

No violations or deviations were identified.

Reliabilit Centered Haintenance RCH 62702

The inspector reviewed the licensee's preventive maintenance programs to
ascertain the status of the programs and to verify compliance with
regulatory requirements. This inspection included interviewing the
supervisor tasked with tracking the program.

In Harch of 1990, the Supply System hired General, Physics (GP) to
overhaul the Preventative Haintenance (PH) program at WNP-2. The old
program, called the "Scheduled Haintenance System," or SHS (still in use
at the time of this inspection), was derived from vendor recommendations
and engineeririg judgement for oil changes, 'gasket replacements and

pump/component overhauls. The frequencies for PHs established in SHS did
not always appear to include the optimum activities or frequencies. The

Supply System hired GP to create an RCH program so that preventive
maintenance activities could be conducted in a more effective and

efficient manner.

GP was hired for a 30 month period to provide a RCH program that directed
PHs to be performed based on condition monitoring (i.e. oil sampling,
pump vibration analysis, etc). GP committed to prepare RCH programs for
50 safety related systems as well as a number of balance-of-plant
systems. In addition, GP was to provide a computer workstation and
software support to keep the program going. The licensee terminated the
contract shortly before the 30-month period was to expire in October of
1992, at which time GP had completed its analysis for only one system
(LPCS). The computer workstation also was not ready for delivery at that
time. The licensee did not have a program manager specifically tasked to
monitor the contract for a period of approximately six months in early
1992; therefore, Supply System management did not always appear to
provide close oversight over GP in seeing the RCH program to fruition.

In late 1992, the Supply System acquired a new contractor, Halliburton
Nuclear Utility Services (HNUS), who will provide the analysis for a few
systems as a model for the Supply System to perform the bulk of the rest
of the analysis. Halliburton will then function to provide oversight and

recommendations. The software package that the licensee will receive is
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called the "EPRI Workstation," which is an RCH program put together by
EPRI. This is already in use in the nuclear industry. The Supply System
intends to complete their RCH analysis in two years (i.e., late 1994) for
about 25 systems (nine are safety related), providing a good basis for
compliance with the new maintenance rule. The .inspectors will periodic-
ally review the progress of the RCH program in future inspections.

No violations or deviations were identified.

0 erational Safet Verification 71707

a. Plant Tours

The inspectors toured the following plant areas during 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 inspectors observed the following items during their tours:

(1)' eratin Lo s and Records. The inspectors reviewed records
against Technical Specification and administrative control
procedure requirements.

On Thursday, December 10, 1992, during the performance of
Reactor Core Isolation Cooling (RCIC) surveillance procedure
PPH 7.4.3.2. 1.80, a full isolation of the RCIC system occurred.
Neither the control room operators nor the Shift Manager docu-
mented the,RCIC isolation in their logs. Following review of
the completed surveillance procedure, an Instrumentation and
Controls (IEC) supervisor initiated a Problem Evaluation
Request (PER) on December 11, 1992, because the surveillance
noted that a RCIC isolation had occurred and he considered the
isolation unexpected. On December 11, 1992, the Shift Manager
reviewed the PER for reportability and concluded that the event
was not reportable. On Monday, December. 14, 1992, during the
NRC resident inspector's control room tour, the Shift Manager
related to the inspector that a RCIC isolation had occurred and
would be discussed at Monday's meeting of the Management Review
Committee (MRC).

In reviewing the logs, the inspector recognized that neither
the control room operators nor the Shift Manager had documented
this engineered safety features (ESF) actuation. The acting
Senior Resident Inspector attended the HRC meeting. The HRC

reviewed the PER and concluded that the RCIC event met the
four-hour reporting criteria of 10 CFR 50.72(b)(2)(ii)(ESF
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Actuation). The licensee then reported the event to the NRC

Operations center,

Licensee procedure PPH 1.3.4, "Operating Data and Logs,"
requires in paragraph 4. 14.4.f that timely log entries be
provided for potential reportable occurrences, including plant
management notification. In addition, PPM 1.3.4 requires that
ESF actuations that are part of a preplanned testing or
surveillance sequence be- logged prior to the event. The
operator's failure to record the RCIC isolation, an 'ESF
actuation, is an apparent violation of Technical Specification
6.8.1 (Violation 397/92-40-01).

In discussions the inspector had with various WNP-2 managers
concerning the RCIC isolation and the operators'ailure to log
the isolation, the inspectors found that the Shift Manager had
not notified Operations management of the isolation. In
discussions with the NRC inspectors, Operations management
related that they would have expected the Shift Manager to
inform them of the isolation. The Operations Manager stated
that he would discuss the event, logkeeping expectations and

,reportability with the operating crews.

The inspectors discussed reportability with selected Shift
Managers .and the Training Manager. The inspectors found that
the training provided the operators with respect to report-
ability was very limited and was not included in the operator
retraining program. Initial operator training included only a
brief description of 10 CFR 50.72 and 10 CFR 50.73, and limited
examples. The Training Manager stated he would further review
training on reportablility and make the necessary changes.

An additional problem concerning operator logs occurred on
December 22, 1992. On December 21, 1992, a freon spill
resulted in, a licensee employee being sprayed in the face and
subsequently transported to a local hospital for observation.
The employee was not seriously injured. However, the licensee
reported the event to the State of Washington on December 22,,
1992, and then to the NRC Headquarters Operations Officer based
on 10 CFR 50.72(b)(2)(vi) reporting criteria. However, no
entries were made in the Control Room Operator's log or the
Shift Manager's log that the event had been reported to the
NRC. The operator's failure to log the 50.72 notification for
the freon spill is an apparent violation of Technical Specifi-
cation 6.8.1 (an additional example of Violation 397/92-40-01).

The inspectors discussed this issue with selected operators,
Shift Managers and the Operations Manager. Discussions between
the inspector and the operators on December 23, 1992, revealed
that at least one of the shift managers was unaware that a
50.72 notification had been made the previous day. - The
Operations Manager stated that the failure to log the 50.72
report did not meet management's expectations and that he would
discuss the event with the appropriate personnel.
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Nonitorin Instrumentation. The inspectors observed
process'nstrumentsfor correlation between channels and for

conformance with Technical Specification requirements.

~hit i i il.i i i i d i i,l iii
manning for conformance with 10 CFR 50.54(k), Technical
Specifications, administrative procedures, and the licensee's
management expectations. The inspectors observed that the
control room was free of distractions such as non-work related
radios and reading materials.

E ui ment Lineu s. The inspectors verified that valves and
electrical breakers were 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.

E ui ment Ta in . Selected equipment, for which tagging
'equestshad 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.

On December 18, 1992, the inspectors identified that the covers
for several safety-related excess flow check (EFC) valves in
various system instrument lines were missing screws. Discus-
sions with licensee representatives revealed that these screws
do not affect the operability of the EFCs. However, this
indicated that facility equipment should be carefully monitored
so that deficiencies which could involve operability concerns
do not accumulate. The inspector notified the Shift Manager,
who had maintenance initiate a maintenance work request (HHR)
to replace the missing screws.

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

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

The inspector reviewed the trend in reactor water conductivity.
The inspector noted that the value has decreased in the past 18

months from an average of 0.20 pmhos/cm to 0. 11 pmhos/cm. This
appears to indicate that management attention to this area has
resulted in improved water chemistry.
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(10)

On December 17, 1992, operators declared one of the offgas
treatment system explosive gas monitoring systems (OG-AY-12A)
inoperable. TS 3.3.7.12 allows operation in this condition for
a period of 30 days provided that grab -samples of,,the offgas
system are taken once every four hours.. Contrary. to the TS, on

'ne

occasion the licensee went 12 hours between samples.. .The
licensee determined that this was a personnel error on the part
of the chemistry technician. The inspector reviewed the
licensee's corrective actions for this licensee-identified vio-
lation, which appeared to be satisfactory. The licensee plans
to report this violation per 10 CFR 50.73. The inspectors will
follow up on the licensee's actions during review of the
licensee-event report.

Radiation Protection Controls. 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.

Plant Housekee in . Plant conditions and material/equipment
'toragewere observed to determine the general state of

clean-'iness

and housekeeping. Housekeeping in the radiologically
controlled area was evaluated with respect to controlling the
spread of sur'face and airbo'me contamination.

During this inspection period the licensee continued painting
and decontaminating the overhead on the 606-foot elevation of
the reactor building. This appears to have improved the
overall appearance of the 606 level, and should result in a

decrease in the number of personnel contaminations occurring on

that floor.

~Securit . The inspectors periodically observed security
practices to ascertain that the licensee's implementation of
the security plan was in accordance with site procedures, that
the search equipment at the access control points was opera- .

tional, that the vital area portals were kept locked and
alarmed, and that personnel allowed access to the protected
area were badged and monitored and the monitoring equipment was

functional.

En ineered Safet Features Walkdown

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,
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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 that certain system valves were in the required position by
both local and remote position indication, as applicable.

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

~Sstem

Diesel Generator Systems,
Divisions 1, 2, and 3.

Hydrogen Recombiners

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

Low Pressure Core Spray (LPCS)

High Pressure Core Spray (HPCS)

Reactor Core Isolation Cooling (RCIC)

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

Dates

December 18

December 18

December 14

December 14

December 23

December 14

December 14

Scram Discharge Volume System

Standby Liquid Control (SLC) System

125V DC Electrical Distribution,
Divisions 1 and 2

250V DC Electrical Distribution

December 4

December 4

December 4, 18

December 4, 18

One violation was identified, as discussed in paragraph 6.b(1).

7. Surveillance Testin 61726

Surveillance tests required to be performed by the Technical Specifica-
tions (TS) were reviewed on a sampling basis to verify that: (1) a tech-
nically 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 require-
ments; and (3) test results satisfied acceptance criteria or were
properly dispositioned.

Portions of the following surveillance tests were observed by the
inspectors on the dates shown:
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Procedure Descri tion Dates Performed

7.4.3. 1. 1.32 Intermediate Range Monitor November 18 ..
Channel Functional Test

7.4.0.5. 16 Standby Service Water Pump A December 20
Operability

No violations or deviations were identified.

Plant Maintenance 62703

To verify compliance with regulatory requirements and licensee admini-
strative controls, the inspector reviewed maintenance and problem
investigation documents. The inspectors checked for gA/gC involvement,
proper use of clearance tags, proper equipment alignment, proper use of
jumpers, personnel qualifications commensurate with the maintenance being
performed, and post-maintenance operability verification. The inspector
assessed the activities for reportability (see Paragraph 6).

The inspectors witnessed portions of corrective maintenance associated
with the replacement of the voltage regulator for Emergency Diesel
Generator 2 (DG 2). The replacement was necessary because DG 2 failed
its monthly surveillance test on November 30, 1992. The licensee docu-
mented the failure in PER 292-1344. The voltage regulator replacement
was accomplished in accordance with MWR AP 1394. Following initial
replacement of the voltage regulator, the licensee determined that the
new voltage regulator was faulty, and that it would have to be replaced
again. Since insufficient time remained in the 72-hour action statement
for this to be done, the licensee requested and the NRC granted a 48-hour
waiver of compliance to permit completion of the second replacement. The
licensee completed replacing the voltage regulator, concluded based on

testing that it was operating properly, and resumed plant operation.

The inspectors also reviewed portions of the work instructions (AR-9177)
associated with the replacement of the regulating transformer for safety-
related inverter IN-3, The inspector concluded that the instructions
were clear, gC hold points were properly designated, and that personnel
were qualified for the work. The completed work package appeared to
satisfactorily meet licensee requirements for documentation.

No violations or deviations were identified.

Exit Meetin

The inspectors met with licensee management representatives periodically
during the report period to discuss inspection status. The inspectors
conducted an exit meeting with the indicated personnel (refer to
paragraph 1) on December 31, 1992. At the exit meeting the inspectors
discussed their observations, findings and conclusions with licensee
representatives.

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