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Ins ection Summar :

Ins ection durin the eriod of Februar 8-12 and Februar 22-26 1993 Re ort
No. 50-397 93-08

Areas Ins ected:

The inspection was a routine announced inspection of quality assurance
functions and followup of engineering open items. Inspection Procedures
35702, "Quality Verification Function;" 92701, "Followup;" 92702, "Followup of
Violations and Deviations;" 92720, "Corrective Action;" and Temporary
Instruction 2515/111, "Electrical Distribution System Followup Inspection,"
were used for this inspection.

Safet Issues Mana ement S stem SINS Item:

None

Results:

General Conclusions and S ecific Findin s:

The licensee's Quality Assurance (QA) organizations appeared to be identifying
safety significant problems. However, the inspectors found several weaknesses
which indicated that QA did not place adequate emphasis on the prompt
resolution of significant concerns. The weaknesses included the following:
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~ gA audit reports were not issued in a timely manner.

~ The tracking and trending of the resolution of guality Finding Reports
(gFRs) and Problem Evaluation Reports (PERs) was weak.

~ gA management did not ensure that senior plant management was informed
of untimely resolution of significant findings. This was demonstrated
by the failure to ensure timely resolution of issues (discussed in
paragraph 2.D. below) concerning the initiation of PERs, maintenance
management effectiveness, and health physics program management.

Si nificant Safet Matters:

Hone

Summar of Violation or Deviations:

One violation was identified for failure to complete corrective actions in a
timely manner. One non-cited violation was identified concerning the use of
checklists for gA audit planning,

0 en Items Summar

One violation and one non-cited violation were identified. One previously
identified violation was reviewed and remains open. One previously identified
followup item was reviewed and remains open. Two new followup item were
identified.





DETAILS

1. Persons Contacted

Washin ton Public Power Su 1 S stem

*J. Baker, Plant Hanager
*L. Harrold, Assistant Plant Hanager
*J. Gearhart, guality Assurance Director
*C. HcGilton, Operational Assurance Hanager
*L. Grumme, Nuclear Safety Assurance Hanager

L. Garvin, Program and Audits Hanager
*G. Sorensen, Regulatory Programs Hanager

W. Davison, WNP-2 guality Assurance Hanager
D. Rhodes, Operating Events Analysis and Resolution Hanager

*S. Washington, Nuclear Safety Engineering Hanager
*D. Feldman, Assistant Haintenance Hanager
*C. Fies, Licensing Engineer
*D. Pisarcik, Radiation Protection Hanager
*H. Reis, Technical Programs

US Nuclear Re ulator Commission

*R Barr, Senior Resident Inspector
*D. Kirsch, Technical Assistant, Region V, DRSP

*Denotes those attending the exit meeting on February 26, 1993.

The inspectors also held discussions with other licensee personnel during
the course of the inspection.

2. ualit Yerification Function 35702

The inspectors reviewed quality assurance (gA) records and interviewed gA
personnel. The inspectors evaluated the effectiveness of the licensee's
gA organizations to:identify safety significant issues and ensure
effective corrective actions. The inspectors also discussed effective
identification and correction of the root causes of problems with the
Director of gA.

A.

The licensee's gA organization consisted of three separate audit
groups. The WNP-2 guality Assurance (Plant gA) group performed
quality assurance surveillances. The Nuclear Safety Engineering (NSE)
group performed technical assessments. The Programs and Audits (PM)
group performed the audits required by Technical Specification
6.5.2.8.

B. Audit Pre aration

The inspectors assessed the licensee's preparation for audits, The
inspectors found that the licensee scheduled audits to cover all





functional areas and that their scheduling considered performance
trends and industry experience.

The QA organization demonstrated a commitment to follow current
events. Two notable examples observed during the inspection were the
QA organization initiation and support of a "Quality Timeout" called
to address several sequential plant events in January and February and
their involvement in the identification of issues related to reactor
pressure vessel level indication concerns.

The inspectors reviewed the QA audit program to determine whether
checklists or written procedures were used in the planning and
conducting of-audits. The inspectors found that although checklists
were required by licensee procedure, their use was informal and the
checklists were not included in the audit records,

10 CFR 50 Appendix B, Criterion XVIII, "Audits," states that audits
shall be performed in accordance with the written procedures or check
lists. This requirement is also included in the ANSI N45.2 series of
standards to which the licensee is committed.

The inspectors reviewed the audit files of six audits completed in
1992 and found that only one audit file, the Joint Utilities
Management Audit (JUMA) of'he QA program, included checklists and the
findings associated with each check list question. The audit file of
the Operational QA program included a marked up copy of the relevant
procedures. Auditors made comments in the margins of the procedure
indicating their findings of the program implementation. The
following four audit files did not include checklists or marked up
procedures:

AR 291-589 - Corrective Action Program
AR 292-595 — Fire Protection Program
AR 292-607 - Special Nuclear Material
AR 292-602 - Corrective Action Program

The QA Audit Manager stated that auditors were required to use marked-
up procedures or checklists to perform audits, but it had not been
their practice to include these in the audit records.

Following the exit meeting, the Director of QA indicated that Program
and Audits procedure QAI 18-1 required that checklists be included in
audit records. The licensee issued a Quality Finding Report (QFR 93-
010) to address this issue and committed to follow procedure QAI 18-1
for future audits. The failure to include checklists or procedures in
the audit records is a non-cited violation (NCV 50-397/93-08-01).
This violation is not being"cited because the criteria specified in
Section V.A of the Enforcement Policy were satisfied.

Identification of Safet Si nificant Problems

The inspectors reviehed a sample of quality assurance sur'veillance



reports, technical assessment reports, and audit reports to assess the
significance of the findings.

The inspectors found that all three types of gA reports contained
examples of safety issues and problems. Of particular note were:

~ In Surveillance Report'R 292-0082 on the standby gas treatment
system testing, the gA engineer identified several examples of
failure to follow procedures. As a result of these findings,
maintenance management took aggressive action to restate their
expectations to all maintenance craft.

~ In Technical Assessment TA 92-008 on valve mispositioning, Nuclear
Safety Engineering made a concerted effort to factor industry
experience into their review. The inspectors found operators to
be familiar with the corrective actions implemented, such as
formal self-verification practices.

Based on the sample reviewed, the inspectors concluded that the
licensee's gA organization was focusing on performance-based issues
and identifying safety significant problems in all functional areas.

D. Verification of Effective Corrective Actions

The inspectors reviewed a sample of quality assurance surveillance
reports, technical assessment reports and audit reports to assess the
effectiveness of the corrective actions. The inspectors developed
several concerns in this area.

1) Timel Issuance of Audit Re orts

The inspectors reviewed the timeliness of the issuance of audits,
surveillances, and technical assessment reports. The timeliness
of gA reports has been an issue discussed in previous NRC

inspections (50-397/92-33) and the licensee's own gA reviews.
While the inspectors noted some improvement in this area, the
inspectors concluded that the problem noted in inspection report
50-397/92-33 that the late issuance of a gA report would lower the
effectiveness of the report and potentially allow problems to
continue until the report was issued, had not been effectively
corrected. This conclusion was based on the fact that most audit
findings were not issued until the report was issued.

The inspectors also found that this issue had been previously
identified by the licensee for audits. The guality Assurance
Program Audit, performed in December 1991 by the Western Region
Joint guality Assurance Group identified that the licensee had
failed to issue Audit Reports within 30 days of the Post Audit
Exit. This audit identified that five of six audits reviewed had
not been issued within the required time. The average time
between exit and report issuance was 55 days. The report stated



that this was a repeat finding from their 1989 QA Program audit.

The inspectors also reviewed the timeliness of the issuing of QA

surveillance reports and technical assessment reports. The

inspectors noted that recent technical assessment reports had been

issued on an average of 2 months after the audit period and
surveillance reports had been issued on an average of 3 months
after the surveillance had been performed. Licensee procedures
did not provide any specific requirements regarding how soon a

report must be issued following a surveillance or a technical
assessment. It was the practice of QA to issue QFRs with the
report, unless the finding had an immediate impact on safety. The

inspectors noted that the timely issuance of a QA surveillance
could imp'act the licensee's requirement to meet the 10 CFR 50,
Appendix B, Criterion XVI, requirement for prompt corrective
action for QFRs. However, the impact of late issue of specific
QFRs was not reviewed during this inspection.

The inspectors discussed late issue of reports with the Director
of QA. The Director of QA recognized the weakness in not issuing
timely reports and stated that he had recently taken actions to
promptly issue reports. The inspectors found that improvements
had been made with more recent reports, including Technical
Assessment Number 4, "Control Room Chillers;" Surveillance 292-
100, "Assess NCR 92-0126 Corrective Action Effectiveness;" and
Surveillance 293-0002, "DG-2 Maintenance and Testing."

The inspectors concluded that the licensee was aware of the
problem and was taking corrective actions. The effectiveness of
the corrective actions will be reviewed in a future inspection.

Failure to Write PERs

The inspectors reviewed QFR 293-0009, initiated by plant QA on

February 18, 1993. The QFR addressed plant engineering's failure
to initiate a PER to address concerns regarding reactor pressure
vessel level instrumentation fluctuations caused by abrupt
pressure changes ("notching" ).

As noted previously, the inspectors found that the QFR

demonstrated the effort on the part of the plant, QA to assess
current plant events. However, the reluctance of plant personnel
to initiate PERs to address problems has been a recurring issue.
On Hay 14, 1992, QA issued QFR 292-0041 regarding nine instances
where the plant had not initiated a PER for problems. The
inspectors reviewed the QFR and found that the corrective action
and the followup of the corrective actions were not commemorate
with the magnitude of the problem.

~ The QFR identified nine separate instances, between December,
1991 and April, 1992, where PERs were not u<ritten when



appropriate. These instances were attributed to operations,
maintenance and health physics.

~ Although the number of examples seem to indicate a
.programmatic breakdown, gA did not require that root cause
evaluation be performed.

~ The corrective action initiated by the Plant Manager were to
provide plant personnel with management expectations. This
was to be accomplished primarily through a memo to all
employees and plant staff briefings. The memo was 'issued on
May 22, 1992.

~ The plant manager did not chose to implement two gA
recommendations; (1) have HP or Operations perform a self-
evaluation or (2) revise the PER procedure to better indicate
when a PER was required. There was no indication in the
correspondence as to why these recommendations were dropped
and the basis for gA's acceptance of this conclusion.

~ The plant manager scheduled manager training of the PER
process for August 28,„ 1992, and plant staff briefings by
September 18, 1992. In addition, the manager training was not
conducted until two months later on October 23, 1992. The
inspectors concluded that scheduling plant briefings four
months after the problem was identified was not timely
considering that the PER process was not modified,

~ On February 8,. 1993, gA issued an "Unacceptable Corrective
Action" memo to the plant manager. The memo noted that the
action to have plant department managers provide expectations
on PER initiation had not been verified.

The failure to aggressively address the findings of (FR 292-0041
appears to have allowed the misunderstanding of the plant staff of
when a PER needs to be initiated. In addition to gFR 293-0009,
recent NRC inspections have found that the failure to initiate
PERs for quality problems has persisted (Service Water Team
inspection 50-397/93-201, Health Physics inspection 50-397/92-41
and resident inspection 50-397/92-43, which included a violation
listing two recent failures to issue PERs). 'The inspectors
considered that the failure to provide timely training on PER
initiation was a major .root cause in the recent occurrences where
PERs have not been initiated when required. The failure to
resolve the issues presented in (FR 292-041 in a timely manner was
found to be a violation of )0 CFR 50, Appendix B, Criterion XVI,
"Corrective Actions," requirements (NOV 50-397/93-08-02).

3) Maintenance Mana ement Effectiveness Assessment MMEA

The inspectors reviewed gA audit 92-597, "Maintenance Management
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Effectiveness Assessment (HNEA)," which was issued in October
1992. The HMEA was performed at the request of the Supply System
guality Council and was conducted between July 27 and August 13,*

1992. The assessment was performed to compare overall performance
with industry standards and emerging regulatory guidance and to
assess the effectiveness of Supply Systems management of the
overall maintenance function at WNP-2.

The inspectors found the diversity and experience of the 13 member

HMEA team to be a strength which contributed to the scope and
credibility of their findings.

The NNEA raised serious concerns with the management of
maintenance at WNP-2. The executive summary of the report
included the following statement:

"...the team concluded that Supply System's management of the
maintenance effort had been ineffective as evidenced by the
failure to significantly improve in weak areas, e.g,,
procedural compliance, backlog reduction, plant material
condition, Reliability Centered Maintenance (RCM), etc., even
though the weaknesses have been known for several years."

The HMEA provided 27 recommended "enhancements" to the management
of maintenance. These included twelve "essential enhancements"
such as the development of short and long range performance
targets, the development of business planning documents,
establishing accountability, and a plan for compliance with the
HRC maintenance rule.

The inspectors found the HHEA to be insightful and noted that it
developed substantive issues. The recommendations were focused on
management issues that appear to at the root of maintenance
weaknesses.

The inspectors discussed the HHEA and its recommendations with the
Assistant Plant Manager (the APH had been designated as the
Director of Maintenance pending the approval of a Technical
Specification amendment). The APH indicated that several of the
recommendations were being implemented. However, the inspectors
found that the status of the individual recommendations was not
being tracked by maintenance.

The inspectors discussed the NNEA recommendations with the gA
Program and Audit (PM) Manager and found that gA also was not
tracking the resolution of the recommendations. The gA PKA

Manager stated that gA had not considered the HNEA to be an audit
and that the findings were considered recommendations for the
maintenance organizations to consider and implement at their
discretion.

One of the primary conclusions of the HNEA was that maintenance



had undertaken many initiatives, but once begun, they were often
not supported with the resources necessary to ensure their
success. In light of this finding, the inspectors were concerned
that the decisions of both maintenance and QA management to not
track the resolution of the MMEA recommendations would decrease
the effectiveness of the initiatives. Maintenance management had
not considered any of the recommendations unwarranted and had
initiated several program improvements. However, without
documented tracking, and the poor record of the Supply System in
implementing past recommendations, the inspectors considered that
the licensee could lose track of and fail to make recommended
improvements.

The APH provided the inspectors a draft status of actions which
will address each of the HMEA at the exit meeting. He committed
to provide a formal response to QA on these actions.

A Escalation of Unresolved Issues

The inspectors reviewed the QA organization's use of the
Management Corrective Action Request (MCAR) process. The
licensee's QA procedure PQA-08 provided the HCAR as a process for
the escalation of conditions significantly adverse to quality when
it had been determined that an increased level of management
attention was required to obtain appropriate corrective actions.

In 1992, Plant QA identified two QFRs that required an MCAR to be
issued. HCAR 92-001, requested a resolution of QFR 291-027-05,
which was issued August 23, 1991, regarding the implementation of
Health Physics Program description requirements for portable
monitoring instrumentation. In addition, MCAR 92-002 requested a

resolution for QFR 290-050-01 regarding the incorporation of the
electrical separation design guide into the Cable and Raceway
Penetration schedule. The inspectors found that HCAR 92-001 was
still open and that QA had failed to provide adequate problem
escalation and timely resolution.

In May 1991, a QA engineer performed a surveillance of the use of
Eberline Teletectors (a portable radiation monitoring instrument)
following an overexposure event involving health physics (HP)
technicians decontaminating a radwaste building resin spill. The
QA engineer identified several QFRs regarding the use and
reliability of the Teletectors. The QA engineer documented in QFR

291-027-05 that many of his findings had been previously
identified by corporate health physics, but had not been
adequately resolved. The QA engineer also noted in the QFR that
corporate health physics was not documenting a yearly audit
required by their program and was reluctant to initiate radiation
occurrence reports (RORs) or PERs for the problems they had
identified, The QFR was issued to corporate health physics on
August 23, 1991.



Between August 23, 1991, and June ll, 1992, gA allowed three
response ext'ensions and issued one "Unacceptable Corrective
Action" memo. Corporate health physics had initiated five
corrective actions in November 1991. The inspector found that
these five corrective actions appear to have been completed by
June 11, 1992.

Plant gA issued an MCAR to the Assistant Managing Director for
Operations (AMDO) on June 15, 1992, stating that corrective
actions for gFR 291-027-05 had not been completed as of May 29,
1992. In particular, the HCAR noted that one corrective action,
regarding the criteria for the initiation of RORs, had not been
completed. The HCAR attributed the slow corrective action to a

failure of the responsible individuals to reach an agreement on

how RORs should be handled.

On July 6, 1992, the AHDO responded to the HCAR by recognizing
that all the corporate health physics policies need to be revised.
However, the response did not provide implementation dates for
corrective actions as was required by the HCAR procedure.
Although gA recognized this and issued a second memo requesting
dates, the line organization did not provide these dates until
January 1993. At the time of this inspection, gA was not
satisfied with the line organizations responses.

The inspectors identified the following concerns:

(1) Plant gA did not aggressively followup an inadequate response
to the HCAR. The HCAR process was the last programmatic
resource of the gA organization to obtain corrective action.
However, when it was not effective in obtaining a timely
response, further escalation to the Managing Director was not
taken.

(2) The proposed corrective actions were documented in general
terms. In many instances the responses to the 0FR and MCAR .

did not reference specific steps taken to provide corrective
actions, such as procedures revisions, training actions, and

memorandum, and did not provide completion dates.

(3) The completion status of individual corrective actions was not
well documented. There was no one list that included the
status of all corrective actions related to this issue.

(4) Plant gA's review of corrective actions was not well
documented. It was difficult to determine which completed

'orrectiveactions Plant gA had reviewed, accepted and the
basis for their conclusions.

(5) Plant gA was liberal in granting response extensions and slow
to escalate their actions to upper levels of management.





(6) Plant QA's basis for issuing an MCAR was not clear. While the
MCAR stated that corrective actions for the QFR had not been

completed, it appeared that the corrective actions had been

completed at the time the MCAR was'issued. However, the AMDO

response to the MCAR addressed broad programmatic weaknesses
in the corporate t ealth physics. The inspector found in
discussions with Plant QA that these programmatic weaknesses
were plant QA's primary concern.

(7) A central issue of the original QFR was the failure of
corporate health physics to initiate RORs and PERs when
necessary. This finding appears to have been a precursor to
the problems discussed Section 2.D.2 regarding failures to
initiate PERs when appropriate.

The inspector discussed these issues with the Operational
Assurance Manager. He concurred that the MCAR had not been used
effectively. He stated that the procedures governing the .control
of QFRs and MCARs were being revised to support the QA's planned
reorganization following the spring refuel-ing outage. He

committed that the inspector's concerns would be addressed in the
planned procedure revisions. The inspector will review the
committed procedure changes against the seven issues listed above
during a future inspection (Followup Item 50-397/93-08-03).

Scaffoldin in the Control Room

During a QA surveillance of control room operations, a QA engineer
observed that scaffolding was being erected to serve as the frame
for a spray painting tent. The frame was described as relatively
large and mounted on wheels so that it could be moved as

the'aintingwork progressed.

The QA engineer verbally questioned whether the appropriate
seismic review had been performed. The craft erecting the frame
responded that the spray painting tent was not going to be used to
support personnel and, therefore, was not required to be reviewed.
The QA engineer issued a QFR on the lack of a seismic evaluation
of the scaffolding. The line organization's resolution of the QFR

was to require a scaffolding procedure revision to require seismic
review for all uses of scaffolding material.

The inspectors questioned the adequacy of this resolution. It
appeared to the inspector that the craft had not demonstrated a

sensitivity to seismic issues in that they had not recognized that
any large object needs to be analyzed for its potential seismic
impact regardless of how it is specifically addressed in
procedures. This lack of sensitivity was not addressed in the QFR

resolutions

The QA Director committed to review the resolution of this QFR.

He also shared the inspector's concern that too often corrective
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actions focused on simple procedure changes and over looked the
broader root cause, which in this instance was a lack of
sensitivity to seismic issues.

E. Planned ualit Assurance Pro ram Im rovements

Several. of the issues discussed in the preceding paragraphs have been

recognized as existing weakness by the Director of gA. The Director
of gA discussed with the inspectors several planned program
improvements which should address these issues'hese included:

~ A re'organization of the gA organization, scheduled for July 1993,
grouped the engineers performing audits, surveillances, and
technical assessments under one manager. At the time of the
inspection these three groups were under separate managers and

their attention was shared with the guality Control inspection
program, the root cause evaluation program, and the industry and

operating experience programs. The purpose of the reorganization
would be to facility communications and centralize the audit
function.

~ Concurrent with the planned reorganization, gA intends to
establish functional .area groupings such as operations,
maintenance, and training/qualifications.

~ Each functional area would be assigned one or more dedicated
engineer. The dedicated engineers would be responsible for
following the activities of their area to establish continuity of
review.

~ gA was in the process of establishing critical attributes for each
of the functional areas.

~ The licensee was working to upgrade the plant tracking list. gA
was involved in this effort to insure that the new plant database
could facilitate problem tracking and trending.

The inspectors considered that the program improvements would address
many of the concerns expressed in this report if implemented to the
extent they were discussed.

One violation and one non-cited violation were identified in the areas
reviewed.

3. Corrective Actions 92720

The inspectors reviewed the scope of the licensee's program for receipt,
review, and evaluation of generic operational experience information. The
inspectors evaluated the effectiveness of the licensee's program to
adequately obtain and review generic information, assign appropriate
corrective actions and complete the actions in a timely manner.
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A. 0 erational Ex erience Review Back round

On August 15, 1992, the licensee experienced a core power oscillation
event. The NRC staff determined that a major contributing factor to
this event was failure of the licensee to review and act on a boiling
water reactor owners group (BWROG) advisory letter. Review of BWROG

information was not required by licensee procedures at the time of the
event.

Subsequent to the power oscillation event, the licensee modified their
procedures to include review of BWROG letters and reports and other
nuclear industry letters which contain nuclear safety or reliability
guidance.

B. 0 erational Ex erience Review Pro ram

Procedure PH 1. 10.4, Revision 9, "External Operational Experience
Review," contained the licensee's program for review of generic
operational experience information. Procedure NSA-05, Revision 2,
"External Operating Experience Review Process," detailed the
requirements of PH 1. 10.4.

The licensee's goal was to review all generic information within 30

days of receipt, maintain their backlog of unreviewed items below 50

and maintain the number of incomplete corrective actions below 50.
The licensee reviewed the generic information for applicability of
improving plant safety at WNP2. The licensee published a monthly
report on unreviewed items and uncompleted corrective actions, for
management review and control.

C. Unreviewed 0 erational Ex erience Information

The inspectors determined that the licensee's backlog of unreviewed
generic operating experience reports was 29 and the number of
incomplete corrective actions was 33,

The inspectors reviewed a sample of the unreviewed generic operating
experience reports and determined that there was one unreviewed item
from 1989, one from 1991, and nine from 1992.

General Electric Service Letter 470S1 discussed potential bias
errors in reactor water level measurement. This letter was

received by the licensee in Hay 1989, but was still listed as

unreviewed.

NRC Generic Letter 91-015, "Operating Experience Feedback Report,
Solenoid-Operated Valve Problems at U.S. Reactors," discussed
generic problems with solenoid operated valves. This letter was

received by the licensee in October 1991, but was still listed as

unreviewed.



12

The inspectors questioned why the licensee had not yet reviewed the
above noted operational experience issues regarding reactor water
level measurement and solenoid valve operations. The licensee's
engineers assigned to review these two items stated that they had
reviewed these issues but no corrective actions had been taken, since
these issues were still being determined by industry initiatives. The

licensee stated that they listed items as unreviewed until all reviews
were completed and corrective actions had been determined.

The inspectors noted that PM 1. 10.4 contained instructions for
management review and decision on corrective actions, when the
corrective actions could not be formulated by the assigned engineer.
The inspectors determined that the assigned engineers had not
presented these issues to plant management for a decision, and that
management reviews of the monthly reports listing the unreviewed items
had not identified the need for additional action,

The inspectors considered that PH 1. 10.4 required the reviewer to
consider if any immediate actions were required, and if not, to get
management agreement and approval of this determination and approval
of longer range 'actions, such as waiting for additional industry
info'rmation. The inspectors considered that leaving the item as
unreviewed could bypass management's determination that no immediate
safety problem existed.

The inspectors concluded that lack of specific timeliness requirements
in PH 1. 10.4 for review of unreviewed generic items and failure of
licensee management personnel to monitor the unresolved items for
untimely reviews was a licensee weakness. The inspectors did not
identify any safety significant events that had occurred at WNP2 due
to untimely reviews of these two generic operating experience reports.
The inspectors discussed this issue with the licensee's Nuclear Safety
Engineering Manager, who agreed that timely management review of these
items was required and stated that he would ensure that generic
information was reviewed in a timely manner.

D. Vendor Manual Review

The inspectors noted that the licensee also receives generic equipment
manual information from vendors. Procedure PM 1.6.3, Revision 10,
"Vendors'perating and Maintenance Manuals," contained the licensee's
program for review of new or changed vendor manuals. The inspectors
reviewed the licensee's vendor manual update program per PH 1.6.3.

The inspectors noted that PH 1.6.3 contained instructions to forward
documents to OER personnel that were not strictly new vendor manuals
or manual updates. New and updated vendor information was routed
through Engineering and Operations personnel for review and approval,
prior to entering into the licensee's manual.

The inspectors reviewed recent vendor safety related vendor manual
updates received by the licensee. The inspectors did not identify any
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operational event information, incorrectly being reviewed as only a

vendor manual change. Based on this sample, the inspectors concluded
that the vendor manual program did not contain unreviewed operational .

event information.

E. 0 erational Ex erience Review Corrective Actions

The inspectors reviewed a sample of recently completed operational
experience reviews. In general, the inspectors considered that the
reviews correctly considered the application of the information for
WHP2,„and specified conservative actions. The inspectors also noted
that none of these corrective actions appeared to be untimely.

However, the inspectors noted that the resolution of OER 81012S
exceeded vendor specified limits. Limitorque Technical Update ¹92-01,
"Kalsi Engineering Document ¹1707-C, Rev. 0 (11-25-91) Thrust Rating
Increase SMB-OOO, SHB-OO, SMB-0 & SHB-1 Actuators," stated:

"Maximum developed total thrust should not exceed 140 percent of
the currently published actuator rating... Thrust values which
exceed 140 percent of the currently published actuator rating will
require the utility to contact Limitorque for an assessment of
continued operability."

The licensee's action on OER 81012S, for Limitorque Technical Update
¹92-01, was to incorporate a thrust limit of 162 percent of the
currently published actuator rating, based on the licensee's review of
the Kalsi test. The inspectors determined that this limit of 162
percent had not yet been incorporated into the licensee's associated
engineering standards. The licensee stated that preliminary
calculations had not identified any actuator with a thrust over 140
percent.

In the absence of additional analysis, the inspector s concluded that
the proposed licensee action to exceed the Limitorque specified thrust
limit was not appropriate. The inspectors provided this conclusion to
the licensee. The licensee agreed to consider the

inspectors'oncern,prior to changing the engineering standards. This item will
be left as a followup item, for staff review of the actual engineering
standards changes made to incorporate.Limitorque Technical Update ¹92-
Ol (Followup Item 50-397/93-08-04).

No violations or deviations were identified in the areas reviewed.

4. Followu 92701 and TI 2515 111

0 en Followu Item 50-397 92-01-08: Control of the Switch ard

Ori inal NRC 0 en Item

The
not

EDSFI team noted that the administrative control of the switchyard was

sufficient to ensure that maintenance activities were safely
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performed. The licensee had contracted to the Bonneville Power

Administration (BPA) for much of the work on switchyard components.
Bonneville Power Administration work was done under a licensee/BPA
agreement.

The EDSFI team noted that the licensee/BPA agreement was not being
followed and did not include quality assurance and quality control review
of BPA work. The EDSFI team also identified a number of other safety
is'sues.

Licensee's Actions in Res onse to the 0 en Item

The licensee committed to draft and approve a new switchyard agreement
with the BPA. The licensee decided to break this agreement into two
parts, operation and maintenance.

Inspection report 50-397/92-33 updated this item and noted that draft
agreements were being routed for approval. The inspector noted that the
draft agreements would resolve a number of the issues raised by the EDSFI

team.

The licensee completed the operational agreement on February 22, 1993.
The maintenance agreement was still under review.

Ins ectors'ctions Durin the Present Ins ection

The inspectors reviewed the operational agreement, "Statement of Supply
System/BPA Operational Responsibilities for WNP2 and Integrating
Facilities," and discussed this agreement with licensee personnel.

Discussion and Conclusion

The inspectors considered the operational agreement adequate, pending
completion of the maintenance agreement. This item will.remain open
pending completion of the maintenance agreement.

No violations or deviations were identified in the areas reviewed,

Followu on Corrective Actions For Violations and Deviations 92702

0 en Violation 50-397 89-06-06: Pi e Su orts Outside Plan Re uirements

Ori inal NRC 0 en Item

This item reported that pipe supports were found outside plan
requirements.

Licensee's Actions in Res onse to the 0 en Item

The licensee corrected the installation and made process improvements.

Subsequent staff followup inspections questioned the correct location of
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other pipe supports. During October, 1992, an inspector checked on the
progress of the licensee's action on this item, as documented in
inspection report 50-397/92-33. The inspector found that the licensee's

. records for this item showed the item was closed in 1989. The licensee
could not find any records which addressed the NRC's concerns about other
pipe support problems raised by NRC inspection reports 50-397/90-11 and

50-397/90-27. The inspector observed that the licensee's review of the
original problem did not fully assess the potential for the original
problem to exist at other locations in the plant. The licensee
acknowledged the inspector's concern and agreed to review the problem and

provide the results of their review to the inspector.

Ins ectors'ctions Durin the Present Ins ection

The licensee informed the inspectors that they planned to resolve this
item by reviewing design changes and picking a sample of pipe support
changes that had been made since the original design. They plan to sight
a sample of these pipe supports and will use the results of the sightings
to resolve this open item.

Discussion and Conclusion

This item will remain open pending receipt of the results of the planned
licensee actions.

'o violations or deviations were identified in the areas reviewed.

6. ~Ei N

The inspectors conducted an exit meeting on February 26, 1993, with
members of the licensee staff as indicated in Section 1. During this
meeting, the inspectors summarized the scope of the inspection activities
and reviewed the inspection findings as. described in this report. The
licensee acknowledged the concerns identified in the report.


