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inspectors of control room operations, licensee action on previous inspection
findings, operational safety verification, surveillance program, maintenance
program, licensee event reports, special inspection topics, and procedural
adherence. During this inspection, Inspection Procedures 37551, 61726, 62703,
71707, 71711, 71750, 90712, 92901, 92902, 92903, and 93702 were used.

Results:

~et 'ons

~ The operators'esponse to high suppression pool level was inadequate.

Operators violated procedures by not entering the emergency
operating procedures (EOPs), and not documenting that a TS limit was
exceeded, which had the added effect of not declaring an Unusual
Event (UE) as would have been required by the emergency plan.

Operator corrective actions were neither prompt nor effective for
reducing suppression pool level.
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~ Operators did not properly document the high suppression pool level
event in that none of the conditions that existed, nor actions taken
by the swing shift crew, were entered in the'control room operators
log.

~ Procedures for emergency planning and for primary containment control
during emergencies had deficiencies. in that the basis for the entry

, conditions for these procedures for high suppression pool level were not
consistent with EOP guidelines and Technical Specifications.

~ Operator response to inadvertent engineered safety features (ESF)
actuations was prompt and effective and operators smoothly transitioned
the region of potential instability during the plant restart.

~ Operators performed well during plant startup from refueling.

~ A Senior Reactor Operator made an invalid signature in the licensee's
prestartup checklist indicating another example of weaknesses in the
licensee's verification process.

Maintenance

e The licensee's utilization of a train outage concept in the development
and implementation of their 12-week work cycle windows was a strength
because this eliminated work activity peaks and valleys and demonstrated

'oodmanagement of maintenance items, work lists, and surveillance
activities.

~ Instrument and controls ( IEC) technicians failed to follow procedures
during excess flow check valve testing, resulting in several ESF

actuation conditions.

~ The procedure for excess flow check valve testing w'as not well
engineered for human performance and contributed to errors during
check valve testing.

~ I&C technicians proceeded in the face of uncertainty during excess
flow check valve testing by not stopping and obtaining clarification
or a procedure change when unsure of which valve to manipulate.

~ During excess flow check valve testing, IEC technicians performed an
inadequate walkdown of the instrument rack in attempting to identify the
proper drain valve, which resulted in the manipulation of the wrong valve
and caused an ESF actuation.

~ When performing instrument rack lineups, ISC technicians erred in
assuming that they had the authority to operate valves, resulting in an
ESF actuation.



~ The licensee's modification process required strengthening, because it
was unclear to personnel which procedure governed the manipulation
instrument rack valves for systems being modified or which organization
claimed ownership for *them.

~ Inadequate control of component/system status during the integrated leak
rate test resulted in an ESF actuation.

~E

~ The licensee's engineering analysis and actions for the failure of two
Agastat relays was thorough, conservative, and precluded a generic plant
problem.

~ The licensee has a well controlled program for examining socket welds for
potential defects.

~ The licensee's process for including license amendments into control room
copies of the license appeared to be weak because the license had
inadvertently been replaced by Amendment 123.

Plant Su ort

~ The licensee's fire protection program continued to have a 1arge number
of deficiencies.

~ Inattention to detail resulted in personnel not fully documenting fire
extinguisher inspections and a contaminated area boundary sign having
fallen down.

~ Good housekeeping practices and improved setups in emergency facilities
contributed to good performance during the emergency preparedness drill
of August 2, 1994.

Summar of Ins ection Findin s

Violation 397/9424-01 (paragraph 2. 1.2) was identified.
Violation 397/9424-02 (paragraphs 2. 1.2 and 2. 1.3) was identified.
Violation 397/9424-03 (paragraph 2. 1.4) was identified.
Noncited Violation 397/9424-04 (paragraph 5. 1) was identified and closed.
Licensee Event Report 397/94-11 was reviewed and closed.
Licensee Event Report 397/29-37-03 was reviewed and closed.

Attachments

~ Persons Contacted and Exit Meeting



DETAILS

1 PLANT STATUS

At the start of the inspection period, the reactor was in Mode 5 (Refueling)
with Refueling Outage 9 in progress. On July 3, 1994, reactor reassembly was

complete and the plant entered Mode 4 (Cold Shutdown). Following completion
of outage related maintenance and system lineups, operators commenced reactor
startup and entered Mode 2 (Startup) on July 25, 1994. Operators raised
reactor power to approximately 13 percent power and Mode 1 (Power Opet ation)
was entered on July 28, 1994. The main generator was synchronized to the grid
on July 30, 1994, ending R-9. Operators shifted reactor recirculation pumps

to fast speed on August 1, 1994. The licensee continued power ascension and

the reactor achieved 100 percent power on August 3, 1994. The reactor was ,

operating at 100 percent reactor power at the end of the inspection period.

2 ONSITE FOLLOWUP TO EVENTS (93702, 92901, 92902)

2. 1 Hi h Su ression Pool Level

2.1.1 Background

On July 27 and 28, during reactor power ascension testing, suppression pool
water level increased above normal. Operators'esponse to this event
indicated a number of deficiencies in the licensee's performance and programs.

Normal suppression pool water level is 31 feet. This normal water level is
referenced on the instrumentation in the control room as >0 inches. The
annunciator for, high suppression pool level actuates at +0.5 inches. The

Technical Specification (TS) high level is 31 feet 1 and 3/4 inches or
+1.75 inches. For suppression pool level above the limits, TS Action
Statement (TSAS) 3.6.2.a requires the licensee to lower the level within
1 hour or be in hot shutdown in the next 12 hours. Additional plant procedure
manual actions were required at +2.0 inches. If suppression pool level equals
or exceeds +2.0 inches, operators are required to enter WNP-2 Plant Procedures
Manual (PPH) 5.2. 1, "Primary Containment Control," of the EOPs. In addition,
if water level exceeds +2.0 inches for one hour or more, PPH 13. 1. 1,
"Classifying the Emergency," requires the licensee to declare an UE.

2. 1,2 Sequence of Events

During swing shift on July 27, 1994, a number of activities (nine) were in
progress to support plant startup. All of these items required operations
support to complete. Some of these items included rejecting heat and or water
to the suppression pool or included changes in suppression pool pressure (e.g.
testing of the RCIC system). Therefore, tasks were in progress that affected
suppression pool level.



At approximately 4:40 p.m., the suppression pool high level annunciator
(+0.5 inches) was received in the control room. The actions in Annunciator
Response Procedure (ARP) PPM 4.601.A11 included lowering the level using a

small drain line through the fuel pool cooling (FPC) system or pumping the
level down to radwaste using residual heat removal (RHR) Pump B. Operators
elected to low'er the level by way of the FPC, system. The exact time or amount
of volume removed by way of FPC was not known to the operators because neither
the receipt of the annunciator nor the commencing of lowering suppression pool
level was logged in the control room operator's log; however, neither of the
events was required to be logged by the licensee's procedures.

Operators continued to slowly reject suppression pool water by way of the FPC

system and to perform various tests and evolutions that rejected heat and
water to the suppression pool. At approximately 8:30 p.m., the Control Room

Supervisor (CRS) noted that suppression pool level had increased to +2 '

inches. The CRS and the Shift Manager (SH) conferred and decided that an
emergency situation did not exist, because they were already letting down
water by way of the FPC system, Therefore, the SM and the CRS did not enter

'PH5.2.1 of the EOPs. The inspector noted that, in the simulator, during
examinations, not formally announcing an EOP entry condition and entry into
the EOPs was grounds for examination failure. In addition, PPH 1.3. 1C

requires entry into the EOPs whenever operators detect an entry condition.
The failure to enter the EOPs is a violation of 10 CFR Part 50, Appendix B,
Criterion V (Violation 397/9424-01).

In addition, operators also did not refer to the TS and enter TSAS 3.6.2.a.
Licensee investigation into the event later revealed that, apparently, the
operators believed that the TS high level in the suppression pool was <2,0

'nches instead of the actual TS value of +1.75 inches. PPH 1.3. 1D, "Conduct
of Operations," paragraph 4.8, requires that a TS Inoperable
Equipment/LCO/ODCM status sheet be filled out and entered in the status book
to track all entries into limiting conditions for operation (LCOs). In
addition, PPH 3. 1. 10, paragraph 4. 14.3.i, requires specific entries into the
control room operators (CRO) log for entry and exit into any TS LCO action
statement. The swing shift crew made no entries into the CRO log concerning
any actions or decisions concerning the high suppression pool level condition.
The failure to enter the TSAS and fill out an LCO status tracking sheet and
109 this entry in the CRO log is a violation of 10 CFR Part 50, Appendix B,
Criterion V (Violation 397/9424-02).

The failure of the operators to realize and track the fact that they were in a
1-hour TSAS, permitted the level to drift down slowly such that suppression
pool level was noted to be at +1.9 inches at 10:30 p.m. during shift turnover.
Testing evolutions continued that had the effect of- keeping the level at or
above +2.0 inches. At 1:40 a.m. on July 28, 1994, the Shift Technical Advisor
(STA), during a panel walkdown, noted that suppression pool level was at +2.05
inches. The STA informed the grave shift SH, who enter~.,3 SAS 3.6.2.a, and
entered PPH 5.2. 1 of the EOPs. Operators pumped down suppression pool level
using the RHR system and restored suppression pool level to normal
(+0 inches). The licensee then exited the EOPs and the TSAS. The SH then



made all the appropriate notifications of licensee management and initiated
Problem Evaluation Report (PER) 294-0746.

The inspector interviewed the operators involved with this event. The
operators stated that a large number of evolutions were in progress during the
swing shift, such that these operators were distracted and did not adequately
prioritize the significance of taking action to lower level in accordance with
the EOPs nor document their decision making. process. The operators stated
that they were well aware of the requirements for entry into the EOPs, and
other administrative requirements, but they had mistakenly allowed the large
number of activities being managed to negatively influence the decision making
processes. This situation is inconsistent with the extensive emphasis that
has been placed on WNP-2 operators'se of EOPs and raises a concern with
respect to the effectiveness of the 1991 requalification program corrective
actions. The inspector expressed concern regarding the operators allowing so
many activities to occur simultaneously, such that their attention, was
distracted from dealing effectively with a safety significant situation,
without stopping and getting control of the situation.

2. 1.3 Emergency Planning

Subsequently, the STA recognized that suppression pool level had been greater
than +2.0 inches for approximately 4 hours. PPN 13. 1. 1 requires declaration
of a UE for suppress-ion pool level greater than 2 inches for greater than 1

hour. Because operators did not adequately track suppression pool level, they
did not recognize that they were required to implement the requirements of
PPH 13. 1. 1. The licensee's failure to implement the emergency plan by
declaration of a UE was a violation of TS 6.8. I.f (Violation 397/9424-02).

2. 1.4 Corrective Actions

The total time in which the licensee exceeded the TSAS limit for suppression
pool level was approximately 7 hours. The swing shift crew had recognized the
high level condition at +2.5 inches in the suppression pool. However, the
swing shift crew failed to take effective action to reduce level to below the
TS maximum level. Rather, they continued to allow water to slowly drain down

by way of the FPC system; therefore, the high level condition was not
corrected within the TSAS time limit of 1 hour. The high level condition was
allowed to exist for approximately 7 hours. The failure to take prompt and
effective corrective actions for a condition adverse to quality is a violation
of 10 CFR Part 50, Appendix B, Criterion XVI (Violation 397/9424-03).

Following the event the licensee initiated an Incident Review Board (IRB).
The IRB determinations contained a number of recommendations for corrective
actions, including changing the applicable procedures, changing the instrument
zero setpoint for the control room indications of suppression pool water
level, training all operators in the lessons of the event, and counseling of
the individuals involved. The inspector reviewed the determinations of the
IRB and noted that the IRB did not identify the swing shift crew's failure to



follow PPH 1.3. 1D in that the crew did not enter the TS LCO. The licensee's
root cause analysis for the event was in progress at the end of the inspection
period.

2. 1.5 Procedure Deficiencies

The inspector reviewed the applicable procedures to.ascertain whether they
were adequate to address the situation. The inspector noted a number of
discrepancies in the licensee's procedures.

2.1.5.1 EOPs

PPM 5,2.1, "Primary Containment Control," has an entry condition of
+2.0 inches for high suppression pool level. The inspector researched the
basis for this entry condition and found that the licensee's basis for this
level was in the Boiling Water Reactors Owners Group guidelines. OEI
Document 8390-4B (Revision 4) states on page B-7-5 that the entry condition
for primary containment control was supposed to be set at the maximum
suppression pool water level LCO (+1.75 inches). Instead, the licensee's
procedures utilize +2.0 inches. The licensee had no technical justification
in the plant specific technical guidelines for deviating from the owner's
group recommendations. In addition, PPH 5.0. 10, "Flowchart Training Manual,"
states, incorrectly, on page 321 that +2.0 inches suppression pool water level
for the EOP entry condition corresponds to the maximum suppression pool water
level TS action statement.

The inspector interviewed the individual that was one of the principle authors
of PPH 5.2. 1, who stated that the licensee believed that +2.0 inches was the
LCO high level limit. The EOP author also stated that he had thought that the
zero was offset for control room instruments such that +2.0 inches was
equivalent to the TS high level LCO. The inspector obtained copies of the
Instrument Master Data Sheets that indicated calibration setpoints for the
suppression pool water level instruments as far back as 1991. Al,l= of the
Instrument Master Data Sheets from 1991 to the present indicated that +1,75
was the TS high level limit, for the suppression pool. The inspector noted
that a complete rewrite of the EOPs (Phase 2) was completed in 1993 when
Revision 8 was issued. The inspector concluded that the licensee did not
adequately research the basis for this entry condition in preparation of the
EOPs.

2. 1.5.2 Emergency Planning Procedures

The inspector researched the basis for the PPM 13. 1. 1, "Classifying the
Emergency," limit of +2.0 inches for greater than 1 hour. The licensee based
their entry conditions for a UE on the recommendations of NUREG 0654,
Appendix 1. The inspector found that the NUREG recommends that the UE

thresholds for containment parameters were based on the TS action statements
requiring a shutdown. The Emergency Planning Manager stated that personnel
developing the action levels believed that +2.0 was the TS high level point
for suppression pool level.



2 '.5.3 Annunciator Response Procedures (ARPs)

PPHs 4.601.A11 and 4.601.A12 were the annunciator response procedures
associated with the two high suppression pool level alarms, The high
suppression pool level alarm was received at +0.5 inches. Actions included in
these procedures included lowering level using the FPC or RHR systems. These

two ARPs contain precautions to switch over the suction of the high pressure
core spray system (HPCS) system to the suppression pool to preclude this
occurring as an automatic action. In addition, the ARPs refer the user to the
EOPs if level exceeds <2.0 inches. Neither the ARPs nor the EOPs make proper
reference to the TS LCO level of +1.75 inches. This omission could have
misled the operators to allow level to exceed the TS high level for a

significant period.

2. 1.6 Conclusions

The operators'esponse to high suppression pool level was inadequate.
Operators violated procedures by not entering the EOPs, not documenting
exceeding a TS limit, and not declaring a UE as required by the emergency
plan. Further, operator corrective actions were neither prompt nor effective
for reducing suppression pool level. In addition, the operators did not
properly document the event in that none of the conditions that existed, nor
actions taken by the swing shift crew, were entered in the control room

operators log. Further, licensee research and development of the entry
conditions for PPHs 5.2. 1 and 13. 1. 1 for high suppression pool level was weak.

The inspector noted that in February 1991 the NRC determined that the operator
requalification program at WNP-2 was unsatisfactory. Several crews, as well
as individuals, failed NRC administered requalification exams'. One of the
chief causes of the failures was that operators had a low threshold for
deviating from the EOPs to mitigate the consequences of an accident during
licensing exams administered in the simulator. The inspector noted that the
events of July 27 and 28, 1994, were similar (although not nearly to the same

level of seriousness) to the types of problems encountered in 1991.

The inspectors discussed their conclusions with licensee management. The

inspectors noted that, although the NRC considers the failure to enter the
EOPs to be an isolated occurrence, the NRC is concerned that this event
contains a similarity with the events of 1991. Licensee management stated
that the operators did not meet management's expectations in response to the

'vent.Licensee management further stated that they were taking prompt action
to ensure that this remains an isolated occurrence.

2.2 En ineered Safet Features ESF Actuations

2.2. 1 ESF Actuation with Low Pressure Core Spray (LPCS) Injection

On July 6, 1994, during restoration from excess flow check (EFC) valve
testing, several ESF actuations occurred due to errors by instrument and
control ( ILC) technicians. The LPCS system was initiated and injected into



the reactor pressure vessel (RPV). The inspector evaluated the circumstances
and concluded that several deficiencies contributed to this event.

Following testing of EFC valves, the EFC valve test procedures direct the,
users to backfill the applicable instrument lines. The I&C personnel had
performed several of these tests successfully with no problems before this
event. All of the previous performances of EFC valve backfilling followed a

standard procedure attachment. This standard procedure attachment required
the backfill pump to be connected to the instrument rack drain manifold, the
instrument line backfilled by starting the pump, and the d'rain valve opened -in
association with the applicable instrument line. However, during performance
of PPM 7.4.6.3.4. 1C, the attachment for the backfilling of the instrument line
required the backfill pump to, be attached to the high pressure test
connection. The technicians incorrectly assumed that all of the backfilling
attachments were identical and, therefore, did not refer to the backfilling
instructions contained in PPM 7.4.6.3.4. 1C. The I&C technicians then
attempted to perform backfill of pressure Transmitter MS-PS-5 from memory by
connecting the pump to the drain manifold and opening the applicable drain
valve, thus not following PPM 7.4.6.3.4. 1C.

Deviating from the format of previous backfill procedures, PPM 7.4. 6.3 .4. 1C

did not contain a valve number for I8C to operate in order to backfill the
instrument line for Transmitter MS-PS-5. This procedure had recently been
revised, but had not received a verification and validation. I8C recognized
this deficiency, but rather than stopping and obtaining clarification, or a

procedure change, I8C attempted to determine the valve number by examination
of the instrument rack. Due to the valve's proximity to Transmitter MS-PS-5,
the technicians picked Valve 129 on the instrument rack to open and backfill
the instrument line for Transmitter MS-PS-5. A more thorough walkdown of the
back of the instrument rack would have identified the proper drain valve to
use for backfilling. However, Valve 129 valve was the drain valve for the
reference leg of level Transmitter MS-LT-44A. Opening of this valve also
aligned several other RPV level transmitters associated with ESF systems to
the drain manifold.

Accordingly, a number of actuations occurred: a low RPV level trip, a 1/2
scram on Reactor Protection System B; actuation and RPV injection from the
LPCS system; actuation of low pressure coolant injection (LPCI) Train A RHR

Pump A); a 1/2 trip of the containment isolation system; and an automatic
start of Diesel Generator 1 (DG-1). RHR Pump A was aligned in the shutdown
cooling mode and, therefore, did not inject water from the emergency source.
RPV water level increased from +20 to +80 inches during the event. Operators
responded quickly to secure the systems that had spuriously actuated and reset
the associated trips.

/

The licensee initiated PER 294-0677 to document and evaluate this event. In
addition, an IRB was convened to gather the preliminary f.acts and recommend
initial corrective actions. The IRB determined that the root cause of the
event was failure to follow PPM 7.4.6.3.4. 1C. Contributing causes included
deficiencies with the procedure and I&C proceeding in the face of uncertainty.
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Initial corrective actions included reviews of procedures that had been
recently revised to ensure verification and validation had been performed,
conducting an all hands timeout on the occurrence, and counseling of the
individuals involved. The licensee was preparing a Licensee Event
Report (LER) at the end of the inspection period, which will be reviewed
further by the NRC.

2.2.1.1 Conclusions

The licensee concluded that I&C personnel failed to follow procedures during
EFC testing, although PPH 7.4.6.3.4. 1C did not contain the valve number for
the technicians to operate and was difficult to use. I&C proceeded in the
face of uncertainty by not stopping and obtaining clarification or a procedure
change when unsure of which valve to manipulate. I8C performed an inadequate
walkdown of the in'strument rack in attempting to identify the proper drain
valve. The licensee performed a good investigation and addressed the root
causes of the event.

2.2.2 High Pressure Core Spray Diesel Start

On July 4, 1994, several ESF actuations occurred, including an automatic start
of the HPCS DG-3, due to valving errors by the I&C shop during alignment of
the modification associated with the continuous fill of the RPV level
instruments.

On July 4, 1994, an I&C technician was performing a valve lineup per
PPH 3. 1.6, "Startup Instrument Rack Lineup." Ten valves associated with the
control rod drive (CRD) backfill modification were changed from the closed to
the open position in PPH 3. 1.6 through the procedure deviation process. When
I8C encountered a valve that was not in the position indicated on the lineup
sheet, the technician contacted his supervision for guidance. 'His supervision
stated that operations already knew that the valves were not properly aligned,
and that the purpose of the valve lineup was for I&C to properly position the
valve. The I&C technician was then instructed to operate any valve'hat was
out of position. However, blanket permission to reposition these valves, from
operations or the project engineering organization, had not actually been
extended.

When I&C operated Valves HS-V-792A and -B at Instrument Rack H2-P004, a
pressure transient on the RPV level system occurred that resulted in the ESF
actuations. The following actuations were received: RPV level 3-1/2 scram; .

HPCS system actuation alarm; RPV Level 2 actuation; and an automatic start of
DG-3. The HPCS pump did not start because the fuses were removed at the time.
Operators responded quickly to secure the actuated systems and then reset the
trips.

The licensee initiated PER 294-0668 and convened an IRB to address the root
causes of the event and to recommend corrective actions. The licensee's
investigation determined that PPM 8.3.291, "Continuous Backfill from CRD-
Preoperational Testing," existed to carefully sequence valve manipulation to
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procedure was already complete, but additional maintenance required the
backfill valves to be shut again. However, PPH 3. 1.6 contained none of the
precautions and limitations of PPH 8.3.291. The licensee also noted that the
intent of PPH 3. 1.6 was not to include any valve operation, but verification
that the valves were lined up properly. Corrective actions included issuing a

procedure that contains the same types of precautions and limitations as the
preoperational testing to be used after the preoperational tests are complete.
PPH 3.1.6 was revised to remove the backfill valves from the lineup. Shop
personnel were briefed on this event and any other potential problems with
recently modified components.

2.3 Conclusions

The inspector concluded that 18C technicians erred in not contacting
operations or plant engineering and assuming that it had the authority to
operate valves with PPH 3.1.6. The licensee's modification process required
strengthening in that, in this event, it was unclear to personnel which
procedure governed the manipulation of the valves or which organization
recognized ownership for them. Licensee management acknowledged the
inspector's comments and was assessing the modification turnover process to
determine if enhancements were necessary. The licensee was preparing an LER
for this event at the end of the inspection period.

3 PLANT OPERATIONS (71707, 92901)

3. 1 Plant Tours

The inspectors toured the following plant areas:

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

3.2 The inspectors observed the following items during the tours:

3.2. 1 Operating Logs and Records

The inspectors reviewed operating logs and records against TS and
administrative control procedure requirements. Discrepancies observed in
operator log keeping are discussed in paragraph 2. 1.2 of this report.
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3.2.2 Monitoring Instrumentation

The inspectors observed process instruments for correlation .between channels
and for conformance with TS requirements. No violations of deviations were
identified.

3.2.3 Shift Manning

The inspectors observed control room and shift manning and found them to be in
conformance with 10 CFR 50.54(k), TS, and administrative procedures. The
inspectors also observed that the operators were attentive in the execution of
their duties, and the control room was observed to be free of distractions
such as nonwork-related radios and reading materials.

3.2.4 Equipment Lineups

The inspectors verified valves and electrical breakers to be in the position
or condition required by TS 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.

3.2.5 Equipment Tagging

The inspectors observed selected equipment, for which tagging requests had
been initiated, to verify that tags were in place and the equipment was in the
condition specified. The inspectors did not identify any deficiencies in
observing clearance orders.

3.2.6 General Plant Equipment Conditions

The inspectors observed plant equipment for indications of system leakage,
improper lubrication, or other conditions that would prevent the system from
fulfilling its functional requirements. Annunciators were observed to
ascertain their status and operability. No violations or deviations

were'dentified.

3.2.7 Plant Chemistry

The inspectors reviewed chemical analyses and trend results for conformance
with TS and administrative control procedures and did not identify any
deficiencies.

3.2.8 Control Room Observation

On August 4, the inspector conducted an observation of control room
activities. The operators appropriately used procedures to withdraw control
rods when xenon reached equilibrium following the power escalation from the
last refueling outage. The operators appropriately responded to control room
annunciators and took appropriate corrective action as stated in the ARP.
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The inspector noted a locked in alarm for annunciator-Window 4-3 for HX B RCC
Outlet Flow Low. The inspector reviewed electrical drawings and confirmed
that the alarm was"valid. Howe'ver, ARP 4.627.FPC2, Revision 3, referenced the
wrong electrical print number. The procedure referenced Drawing EWD-38E-0026,
which applied to the redundant train annunciator window 4-3 HX A RCC Outlet
Flow Low. The correct reference Train B Drawing Number was EWD-38E-0028.
These drawings displayed contact inputs and associated logic regarding the
annunciator. The inspector noted that the incorrect drawing, reference did not
alter the operators'esponse to the alarm. The licensee submitted a
procedure change request to rectify the error.

The inspector concluded that the error, although administrative in nature,
occurred because of a lack of attention to detail by the l'icensee during the
last procedure revision. The licensee used the Train A ARP and changed the
nomenclature applicable to Train B. The licensee failed to verify that the
reference drawing was correct. The licensee stated that they have previously
identified errors and other problems in the ARPs and were" committed to
improving the quality of these procedures.

3.3 En ineered Safet Features Walkdown

The inspectors walked down selected engineered safety features (and systems
important to safety) to confirm that the systems were aligned in accordance
with plant procedures., During the walkdown of the systems, items such as

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

The inspectors walked down accessible portions of the following systems on the
indicated dates:

System

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

Low Pressure Coolant Injection
Trains A, B, and C

Dates

June 27, July 25, August 3

June 27

'ow Pressure Core Spray

High Pressure Core Spray

June 27

July 31

Reactor Core Isolation Cooling (RCIC) June 27, :ul I 26

RHR Trains A and B June 27



Standby Gas Treatment

Standby Liquid Control

Standby Service Water

125 VDC Electrical Distribution,
Divisions 1 and 2

July 25-26, 31

June 27, July 25

August 2-3

June 27, July 25, August 3

250 VDC Electrical Distribution

3.4 Conclusions

June 27, August 3

The inspectors determined that routine plant operations appeared to be

adequate during this inspection period. In addition, the inspectors
determined that the engineered safety feature systems were'in good order and

aligned in accordance with plant procedures.

4 ONSITE ENGINEERING (37551, 92903)

The inspectors performed followup inspections of the following engineering
related activities during this inspection period:

A~1
On July 15, 1994, the licensee noted that 'recent 'failures of Agastat relays
that were normally energized could be a precursor for relays installed in
other WNP-2 safety systems. Relays HS-RLY-K57 and RPS-RLY-K31C both appeared
to fail due to degraded coil bobbins which deteriorated due to thermal
breakdown from the heat of the energized coil. The licensee initiated PER

294-0700 to address these concerns. Licensee investigations revealed that,
once coil temperature exceeded a certain threshold, thermal breakdown of the
relay was accelerated.

Licensee engineers evaluated the failure of those two relays to assess the
implications to other relays installed at WNP-2. The licensee noted that a

number of relays in safety-related applications had exceeded the above
described thermal threshold and may be susceptible to accelerated aging or
were near the end of useful life, Despite satisfactory tests that
demonstrated operability of these relays, WNP-2 management made the decision
to replace all 54 of these type relays to preclude further future failures.
The licensee completed replacement of these relays prior to plant startup.
The inspector concluded that the licensee's performance with respect to the
Agastat relays demonstrated good, conservative, engineering work in which a

site specific generic problem was prevented by prompt action.

4.2 HPCS Socket Weld Failurest On July 12, 1994, the licensee identified an indication at the socket weld of
the sockolet to nipple pipe for HPCS-V-58. HPCS-V-58 is outboard of the
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containment isolation valve and, therefore, does not affect system
operability. Ultrasonic testing revealed a crack depth of 15 to 20 mils by
3/16 inch length. The licensee determined, preliminarily, that the cause of
the problem was fatigue cracking. Prior to plant startup, the licensee
reduced the length of the connection so as to reduce the moment experienced by
the connection and reduce the fatigue cycles on the weld.

The licensee had experienced a large number of fatigue cracks on vent, drain,
and test connection socket welds. In 1985, the licensee initiated a formal
program to evaluate each of these socket welds on a rotating basis every
3 years. Over 100 of these connections were in the program at the time of the
inspection period. In addition, the licensee had initiated Plant Modification
Request 91-0071 as a programmatic resolution to the problems. This plant
modification replaces each of these socket welds in the system with butt
welds. The licensee is scheduled to implement portions of the Plant
Modification Request over the next few refueling nutages. The inspectors will
evaluate the licensee's progress in resolving thi" issue during future
inspection periods.

4.3 Low Service Water Flow in the HPCS Pum Room Cooler

During surveillance testing, the licensee noted that service water (SW) flow
to the HPCS system room cooler was 39 gallons per minute (gpm). The procedure
had an acceptance band of 45 to 52 gpm. The licensee performed a prompt
operability assessment (POA) and determined that a minimum of 32 gpm SW flow
through the room cooler was necessary to ensure that the HPCS room temperature
was maintained below the TS maximum of 150'F. The inspector reviewed the
licensee's POA and determined that the engineering analysis was satisfactory.
However, the inspector was concerned that the licensee's POA did not reference
the applicable chapter in the Final Safety Analysis Report (FSAR), and that
the licensee did not perform a 10 CFR 50.59 evaluation for the new acceptance
criteria. FSAR Chapter 9.2.7 states that the HPCS SW system supplies cooling
to the loads as shown in Table 9.2-5, which lists the flow for the HPCS system
room cooler as 50 gpm (greater than the licensee's acceptance limit of
32 gpm).

The inspector discussed these observations with licensee engineering
personnel, who researched the basis for the 50 gpm. The licensee found that
the 50 gpm was a general reference value used for heat sink and flow balancing
calculations, and was not intended to be minimum flow acceptance criteria.
Accordingly, the licensee argued that a 10 CFR 50.59 evaluation was not
necessary or required. The inspector reviewed the licensee's conclusions and
found them to be satisfactory.

4.4 License Amendment Control

The inspector reviewed WNP-2 procedures PPM 1.4.5 "Technical
Specification/FSAR/ODCM Change Control Process," and Licensing Process
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Instruction (LPI) 5.0 and examined the control room TS for conformance. The
inspector concluded that license amendment control appeared to have a

weakness.

During a control room observation, the inspector reviewed the control room TS

and noted that the license was not present. The licensee stated that it had
been there earlier, but was replaced with Amendment 123, instead of keeping
the entire license in the control room. The licensee stated that it was their
expectation that the operating license remain in the control room, but the
license had been inadvertently removed and replaced with Amendment 123.

LPI 5.0 requires advanced copies of TS changes to be placed in the control
room TS, which are denoted by using pink paper. The pink sheets for
Amendment 129 were not double sided to show the amended pages as well as the
corresponding front or back pages, only the amended pages were provided in
pink. The licensee also left the old white controlled copy in the book. The
inspector was concerned that using a single sided copy along with the
superseded pages could lead to confusion and lead to operators referring to an
out of date TS. However, the inspector noted that the TS were up to date in
all cases. Further, the inspector noted that LPI 5.0 was not a plant
operations committee approved safety-related procedure, but an internal
instruction of the licensing organization. Nevertheless, the inspector
determined that licensee control of the operating license and TS did not meet
management's expectations. The licensee agreed with the inspector's comments
and corrected the discrepancies noted.

4,5 Conclusions

The licensee's engineering analysis and actions for the failure of two Agastat
relays was thorough, conservative, and precluded additional plant problems due
to similar failure mechanisms. The licensee has a well controlled program for
examining socket welds for potential defects. The licensee's process for
controlling license amendments appeared to need improvement.

5 PLANT SUPPORT ACTIVITIES (71750)

The inspectors evaluated plant support activities based on observation of work
activities, review of records, and facility tours. The inspectors noted the
following during this evaluation.

5. 1 Fire Protection

The inspectors observed firefighting equipment and controls for conformance
with administrative procedures. Due to concerns with thermolag and fire
seals, and other nonprogrammatic deficiencies, the inspectors noted that a
large number of fire impairments existed for which fire tours were being
conducted as compensatory measures. The licensee was formally tracking the
number of nonprogrammatic fire impairments* and was taking action to reduce
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their number at the end of the inspection period. The licensee conducted a
"Timeout" on fire protection requirements on July 28, 1994, to reinforce
employee sensitivity to this area.

On June 27, 1994, during a tour of the reactor bui,lding, the inspector found
that three fire extinguishers had not been signed off as having their monthly
inspection performed since April 1994. The inspector notified the shift
manager, who initiated PER 294-0625. As corrective actions, the licensee
performed a plant walkdown of fire extinguishers and identified two additional
examples in which the monthly inspection had not been signed off. The errors
were corrected. The licensee counseled the individuals involved on the
importance of self checking and procedure adherence.

PPM 15. 1.22, "Monthly Fire Extinguisher and Foam Cart Inspection,"
paragraph 7. 1.3, requires the licensee to inspect each fire extinguisher on a
monthly basis and to document this inspection on the status sheet in
PPM 15. 1.22 and on the inspection tag of the fire extinguisher.=- Therefore,
the failure to properly document these inspections is a violation of
TS 6.8.1.g. However, because of the limited significance of this occurrence,
and because the criteria of Section VII.B(1) of the enforcement policy were
met, this violation is not being cited (noncited Violation 397/9424-04,
closed).

5.2 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, and were found to be satisfactory.

On August 2, 1994, during a tour of the 522 foot elevation reactor building,
the inspectors found that a "Contaminated Area" boundary sign had fallen and
was lying on the floor near an area that had previously been posted as .a
contaminated area. The inspector observed a number of licensee personnel
touring and/or working in the reactor building at this time, none of whom had
notified Health Physics of the downed sign. The inspector notified Health
Physics personnel, who restored the boundary rope and sign to its proper
place. Heatlh Physics personnel surveyed the area to determine whether
contamination had spread and found that no spread had occurred. Health
Physics initiated PER 294-0767 to document the event and to propose corrective
actions. The inspector discussed this event with plant management, who
acknowledged the inspector's findings.
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5.3 Plant Housekee in

The inspectors observed plant conditions and material/equipment storage to
determine the general state of cleanliness and housekeepi,ng. Housekeeping in
the radiologically controlled area was evaluated with respect to controlling
the spread of surface and airborne contamination. The inspectors toured the
facility on a number of occasions during this inspection period. Early in the
inspection period, housekeeping was not good. Large amounts of trash, loose
tools, and maintenance carts were left unattended. Following plant startup,
however, licensee employees spent considerable effort in improving
housekeeping't the end of the inspection period, housekeeping was markedly
improved.

5. 4 ~Securi t
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
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 the monitoring equipment was functional. No deficiencies were identified.

5.5 Emer enc Plannin

The-inspectors toured the emergency operations facility, the Operations
Support Center, and the Technical Support Center and ensured that these
emergency facilities were in a good state of readiness. Housekeeping was
noted to be good and all necessary equipment appeared to be functional.

The inspectors witnessed portions of licensee emergency preparedness
Drill 93-03 on August 2, 1994. The inspector noted that the new configuration
and equipment in the Technical Support Center and Emergency Operations
Facility appeared to work well and help the licensee's performance. Although
there were some minor communications and scenario problems, the licensee
appeared to perform well during the drill.
5.6 Conclusions

The licensee's fire protection program continued to have a large number of
deficiencies. Inattention to detail resulted in personnel not fully
documenting fire extinguisher inspections. Inattention to detail also
resulted in a contaminated area boundary sign being in a fallen down state.
Good housekeeping practices and improved setups in emergency facilities
contributed to good performance during the emergency preparedness drill of
August 2, 1994. Plant housekeeping was markedly improved following plant
startup.
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6 SURVEILLANCE TESTING (61726)

The inspectors reviewed surveillance tests required to be performed by the
Technical Specifications 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.

6.1 Honthl Surveillance Observations

The inspectors observed portions of the following surveillances on .the dates
shown:

Procedure PPH

7.4.8.1.1.2.6

7.4.3.1.3 '7

Descri tion

DG-3 Loss of Offsite Power
Testing

Turbine Governor Valve
Closure Trip and Response
Time Test

Dates Performed

June 27

July 19

7.4.7.2.1 Control Room Emergency July 20
Filtration System A Operability

7.4.7.3.7

7.4;2.1

7.4.3.1.1.49

RCIC 18 Month Surveillance

Power Distribution Limits

Average Power Range Monitor
Calibration and Channel Check

July 29

July 29-30

July 29

7.4.1.3:2

7.4,6,1,16

Control Rod Scram Time Testing July 31

HSLC Hain Steam Line Pressure August 2
High/Low - (OB) CFT/CC

The inspectors concluded that these surveillances were performed and
documented properly.

6 ' Inte rated Leak Rate Testin ILRT

In addition to witnessing portions of surveillances, the inspector reviewed
the results of the ILRT. The Test Director opted to utilize the long
duration test methodology when results of the 8-hour duration test indicated a
margin of acceptability that, in the opinion of the Test Director, were too
close to the acceptance criteria. The results of the 8-hour duration test
indicated a leak rate of approximately 0.33 percent per day, including penalty
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,

factors. The acceptance criteria at the 95 percent Upper Confidence Limit is
0.375 percent per day. Thus the Test Director opted to use the long duration
test methodology. The results were 0.2816 percent per day with a penalty
factor of .0117, for level changes in the suppression pool and reactor vessel
and 0.0114 for minimum path leakage from penetrations not isolated from

, containment. The inspector determined the results met the acceptance
criteria.

7 MAINTENANCE OBSERVATIONS (62703)

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

The inspectors witnessed portions of the following maintenance activities:

Descri tion Dates Performed

DA1904, Replace Gaskets for CSP-V-5 June 26

HL'6101, Replace SLC System Squibb Valves June 28

F02201, Repair Disk and Seating Surface for
RHR-V-8

July 7-10

The inspectors determined that these maintenance activities were performed and
documented properly.

7. 1 Maintenance Schedulin

On August 3, the inspector reviewed the licensee's processes for scheduling
safety-related repetitive maintenance activities, work lists, and surveillance
activities. The licensee previously issued work activity cards to the
appropriate shops. The shops would then work the cards at their own

discretion. The licensee stated that this process caused peaks in high work
activity, especially during refueling outages. The '.icensee attempted to
balance work activities by moving work from weeks of higher activity to weeks
of lower activity.

The licensee attempted to address this issue by developing 12-week cycle work
windows. Each work window consisted of safety-related work activities for
Trains A, B, and N and Division 3 components. The work windows ensured that
the licensee worked safety-related trains separately so as not to impact other
trains. The shops had 1 week to start and complete work on each specified
train. Items not completed within the week would be rolled over to the next
week. After completion of one 12-week cycle, another cycle would begin.
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The licensee stated that categorizing train outages also enhanced recognition
of train impact when equipment malfunctions emerged. The inspector concluded
that the elimination of work activity peaks and valleys demonstrated good
management of these maintenance items, work lists, and surveillance activities
and was a strength.

8 PLANT STARTUP FROM REFUELING (71711)

The inspectors monitored the licensee's preparations for and performance of
startup activities associated with the plant startup coming out of Refueling
Outage 9. This assessment included personal observations, interviews with
licensee personnel and review of licensee procedures. PPMs 3. 1. 1; "Master
Startup Checklist;" 3. 1.2, "Reactor Plant Cold Startup;" and 9.3, 12, "Plant
Power Maneuvering," were used as guidance. In addition, the inspectors used
the Core Operating Limits Report and the Startup Operations Letter
Report (SOLR) as reference,

8. 1 -Startu Pre arations

The inspector walked through portions of the reactor building, radwaste
building, and turbine building. Housekeeping was not very good, with loose
debris and equipment noted. The inspector observed unused equipment being
collected from the drywell. The material was being collected outside the
501 foot elevation in the reactor building. This was being done during the
efforts to close out the containment. The inspector also walked down the
control room and discussed the status of control room deficiencies with
operations department personnel. The inspector noted that only 15 total
control room deficiencies existed at the time of plant startup. This number
of deficiencies was a considerable improvement over previous startups. The
licensee stated that, after plant operation, they would continue to work down

the number of deficiencies.

8. 1. 1 Containment Closeout Inspection

The inspector entered the containment on a tour of the drywell to determine
the status of the drywell for startup and closure. The inspector toured the
spaces in the drywell with the Drywell Coordinator. The inspector noted that
some work was still proceeding. No excess of material was observed and only
two notable deficiencies were found. The inspector was informed that the
licensee had the previous day (July 22, 1994) determined that a portion of
insulation on Recirculation Line A was missing and had not been found. The
inspector noted that the piece that was missing was approximately 6 to
8 square feet from the underside of the pipe. The licensee issued PER 294-
0727 to document this event. The licensee indicated that a thorough search
had been undertaken of the drywell and that a diver had searched the
suppression pool thoroughly. The licensee determined that the missing piece
was probably removed and very unlikely to be in the cent-inment. The licensee
indicated that a search of material taken from'the containment did not
disclose the whereabouts of the missing insulation. The inspector agreed with
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the licensee's assessment. The licensee wrote a Justification for Continued
Operation to operate without the missing

insulation'.

1.2 Events During Startup Preparations

8.1.2.1 High Drywell Pressure ESF

During pressurization of the containment on Monday, July 18, the licensee
experienced a Hi-Hi containment pressure actuation. Preliminary information
indicated that the cause was a valve, which should have isolated the
containment pressure instrument lines during the ILRT, that had been left open
following response time testing. The cause of this appears to be due to a

change in the ILRT procedure which leaves the Test Director with discretionary
control of tagging for the ILRT. The valve was riot tagged as part of the ILRT
boundary. The IEC technician performing the response time testing proceeded
on the assumption that the instrument was available for testing. To close out
the procedure, the IKC technician restored the instrument to service by
opening the valve as directed in the restoration steps in the procedure. This
left the instrument line open to the containment, thereby leaving the channel
operable. Subsequently, the Hi-Hi containment pressure condition resulted in
an ESF actuation. The inspector was concerned that the licensee was not
adequately controlling system status during testing. The inspector discussed
these observations with plant management. The licensee was conducting a root
cause analysis, and was developing long-term corrective actions for this event
at the end,of the inspection period.

8. 1.3 Startup Checklist

The inspectors performed a 25 percent sampling of items contained in the
Master Startup Checklist, PPH 3. 1. 1. Although the inspectors did not identify
any deficiencies, the inspectors noted that a number of items in PPH 3. 1. 1 had

been signed off 3 to 4 weeks prior to plant startup. The inspectors were
concerned that these early signoffs could become invalid because plant
conditions could change over that time span and discussed this concern with
licensee management. One licensee identified event occurred that appeared to
indicate that the licensee's verification process was weak.

8. 1.3. 1 Steam Tunnel Door Open

Just prior to reactor startup in July of 1994, a Senior Reactor Operator (SRO)
verified that secondary containment was set for plant startup. = This
verification was made in Attachment 7.4 of PPH 3. 1. 1 by verifying that
PPH 7.4.6.5. 1. 1 was completed for reactor startup. The SRO performed his
review that PPM 7.4.6.5. 1. 1 was satisfactorily completed by conducting a

review of the CRO logs. The SRO noted that the CRO log of July 21, 1994,
indicated that PPH 7.4.6.5. 1. 1 had been completed and signed the step off. in
PPH 3 . 1. 1 as satisfactory, instead of personally verifying the adequate
completion of the procedure. The inspector-expressed concern and the licensee
agreed that this was a poor practice. The licensee initiated actions to
preclude this practice in the future.
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PPH 7.4 '.5. 1. 1 contained operating mode-specific signoffs within it. In
paragraph 7, Step 16, the 'procedure required the steam tunnel door to be shut
for operating Modes 1, 2, and 3. For Modes' and 5, the procedure allowed the
step to be marked N/A (not applicable). On July 21, 1994, PPH 7.4.6.5. 1. 1 was

performed because it was required to be performed monthly, and the
=surveillance was due. The licensee was not performing PPH 7.4.6.5. 1. 1 on this
occasion t'o support plant startup. Therefore, the individual properly marked
Step 16 of the procedure N/A because the steam tunnel door was open for *

maintenance.

On July 25, 1994, the licensee entered operational Mode 2 (startup). Despite
the verification signature in PPH 3. 1. 1, and numerous plant tours of the
facility by licensee personnel, the steam tunnel door was still open. On

July -26, 1994, with the reactor at approximately 2 percent power and 140 psi,
during a tour of the reactor building, an Equipment Operator found the steam
tunnel door open. The licensee declared secondary containment inoperable,
then took action to close the door, and again performed PPM 7.4.6.5. 1. 1. to
restore secondary containment operability.

The licensee initiated PER 294-0741 to document this occurrence and address
the root causes of the event. The licensee performed a complete review of
PPH 3, 1. 1 to determine if any other invalid signatures existed. The licensee
found no other deficiencies. Licensee investigation revealed that the

steam'unnel

door was not required to be shut for secondary containment integrity.
Licensee procedures actually required the steam tunnel door to be closed

'uringModes 1,-2, and 3 to preserve environmental qualification (Eg) of
reactor building safety-related equipment. Therefore, the licensee concluded
that a violation of secondary containment had not occurred. Licensee
engineering personnel performed an Eg profile of the conditions that existed
(140 psi, 2 percent reactor power) to determine the safety significance of the
event. The licensee evaluation determined that Reactor Building temperatures
would not exceed approximately 128 degrees and the humidity would, not be

= excessive. The licensee determined that the Eg of the reactor building
equipment was not challenged by this event. The Regulatory Compliance
organization performed a reportability evaluation and judged the event to be
nonreportable,. However, the licensee took approximately 7 days to verify that
the plant was not outside its design basis to ensure that this decision--was
correct. The inspector expressed concern to the licensee regarding the
decision to not report the event to the NRC and noted that a more conservative
approach would have been to report the event and then withdraw the report upon
establishing the nonreportability determination. Although the licensee
insisted that the decision, to not report the event to the NRC, was based upon
sound judgment, the inspector remained concerned that the licensee had
accepted an unnecessary risk in not reporting.

8.2 Conclusions

The inspector concluded that the SRO made an inval',d verification in the
performance of PPH 3. 1. 1. The inspector also concluded that the licensee had
no clear guidance on the bases for signature verifications. The inspector
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interviewed licensee personnel concerning this event and noted that other
personnel had signed off steps in PPH 3. 1. 1 based on review of CRO logs. The
inspector concluded that this appeared to be a weak basis for PPH 3 . 1. 1

verifications. Several licensee procedures have mode specific steps in them.
In addition, the licensee often performs only partial surveillances if
restoring only one component or a portion of a system,to operability. Without
a personal review of a completed procedure for PPH 3. 1. 1 verification, the
verifiers can make invalid signatures if"mode specific or partial
surveillances are performed. The inspector discussed these conclusions with
licensee managements The licensee was evaluating enhancements to the process
of prerequisite verification at the end of the inspection period. The
inspectors will continue to monitor the effectiveness of licensee
verifications.

8. 1.4 Plant Startup

The inspector witnessed portions of the reactor startup. The inspector noted
that the rod pull and power ascension were conducted in a conservative manner
and in accordance with the SOLR, PPH 3. 1.2, and PPH 9.3. 12. The inspector
noted that PPH 9.3.12 included a new proceduralized version of the startup
plan to prevent core power oscillations during preparations for recirculation
pump shift. The startup plan had previously been a nonproceduralized document
that was committed to in LER 92-37, "Hanual Reactor Scram due to Core
Instability." The licensee revised, the LER, and the commitments therein, with
the change's to the startup plan in PPH 9.3. 12. The licensee obtained the
capability for on-line core stability analysis using the STAIF computer code.
In addition, the licensee made changes to PPH 3. 1.2, which minimized the
amount of time that the plant operated in the potential instability regions.
The inspector concluded that the licensee's amended strategies improved the
margin to stability and were conservative. Operators maneuvered the plant
through the potential instability region and shifted recirculation pumps to
fast speed on August 1, 1994, with no problems. Operators carefully brought
the plant to 100 percent power on August 3, 1994.

8.2 Conclusions

Housekeeping just prior to plant startup required improvement. The licensee
performed a thorough containment walkdown to ensure the drywell was prepared
for plant startup. The licensee made an invalid signature on the prestartup
checklist due to a weak verification process, resulting in the steam tunnel
door being open. Operator performance during plant startup was generally
good. The licensee's process for preventing core instability prior to
recirculation pump shift was improved and appeared to increase the margin of
stability.

9 REVIEW OF LICENSEE EVENT REPORTS (LERs) (92700, 90712)

The inspectors reviewed the following LERs associated with operating events.
The below LERs were reviewed and closed based on in-office review during this
inspection period:'
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50-397/92-37-03

50-397/94-11-00

"Manual Reactor Scram Due to Core Instability"

"Failure to Complete Nanual Scram Surveillance
Requirements within the Allowed Technical
Specification Interval due to Inadequate
Communication"



ATTACHMENT

1 PERSONS CONTACTED

Washin ton Public Power Su l S stem

V. Parrish, Assistant Managing Director for Operations
*H. Flasch, Engineering Director
*J. Gearhart, guality Assurance Director
J. Swailes, Plant Manager

*G. Smith, Operations Division Manager
*H. Reddemann, Technical Services Division Manager
*C. Schwarz, Operations Manager
*T. Love, Chemistry Manager
*H. Mann, Assistant Operations Manager
*C. Noyes, Engineering Programs Manager
*T. Hessersmith, Maintenance Support Manager
*J. Muth, Plant Assessments Manager
*J. Boesch,- Acting Maintenance Production Manager
*P. Bemis, Regulatory Programs Manager
*W. Barley, Radiation Protection Manager
*N. Hancock, Shift Manager
*D. Swank, Compliance Manager
*B. Hugo, Compliance Engineer
*H. Hedges, Corporate Chemist
*0. Brooks, Emergency Operating Procedures Coordinator

Nuclear Re ulator Commission

*D. Kirsch, Chief, Reactor Projects Branch E

*0. Proulx, Resident Inspector

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

*Attended the exit meeting on August 12, 1994.

2 EXIT MEETING

An exit meeting was conducted on August 12, 1994. During this meeting, the
inspectors reviewed the scope and findings of the r'eport. The licensee
acknowledged the inspectors'indings. The licensee identified the SOLR,

which was provided to and reviewed by the inspector, as proprietary. This
inspection report and its attachments do not contain proprietary information.


