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Ins ection Summar

Areas Ins ected Units 1 2 and 3 : Routine, announced inspection of onsite
response to plant events, operational safety, maintenance and surveillance
activities, onsite engineering, plant support activities, and followup items.

Results Units 1 2 and 3 :

~Oeratinns

Two reactor operators in Unit 3 exceeded Technical Specification
overtime limits (Section 3. 1).

*
; t* e

An auxiliary operator in Unit 3 failed to follow'an alarm response
procedure and inadvertently discharged water from the gas stripper
to the volume control tank. A noncited violation was identified
(Section 3.2).
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~ Auxiliary operators in Unit 3 missed opportunities to promptly
identify an adverse condition involving discharged breaker closing
springs in the train 8 low pressure safety injection pump breaker,
however, once identified, the problem was properly documented and
resolved (Section 3.3).

An auxiliary operator in Unit 3 improperly hung a clearance tag on
the Train 8 low pressure safety injection pump breaker
(Section 4.3).

An auxiliary operator in Unit 3 displayed a questioning attitude
when working with maintenance personnel, but did not display a
questioning attitude when dealing with the control room during a
functional test of the emergency diesel generator (Section 4.2).

~ Operations management recognized that the issues identified above
indicated performance problems. They identified the cause of many of
the problems to be inattention to detail and have initiated corrective
actions to improve in this area (Section 7. 1).

Maintenance Surveillance

~ Maintenance personnel altered the intent of a preventive maintenance
work order for cleaning a charging pump drain line without obtaining the
required amendment approval. 'A noncited violation was identified
(Section 2.1) .

~ Maintenance personnel responded appropriately to the failure of Unit 2
auxiliary feedwater pump steam supply valves (Section 3.4).

Instrumentation and Controls (ILC) maintenance personnel displayed a
lack of attention to detail when performing maintenance on the emergency
diesel generator. This issue was promptly addressed by I&C management
(Section 4.2).

~ Mechanical maintenance personnel performance during low pressure safety
injection pump breaker closing spring annunciator modification was good,
as evidenced by identification of an improperly hung clearance tag
(Section 4.3).

En ineerin and Technical Su ort

Mechanical maintenance engineering did not perform a timely or thorough
evaluation after charging pump seal drain lines had clogged and caused
water to back into the lubricating oil in two Unit 3 pumps and one
Unit 1 pump. A violation was issued (Section 2.1).

The condition report/disposition request (CRDR) for two Unit 3 charging
pumps, inoperable due to water in lube oil, was not categorized as
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significant. In response to this concern, the licensee initiated
actions to improve the corrective actions program (Section 2. 1).

Engineering did not perform a thorough evaluation of ground fault relayfailures in 480 volt motor control center breakers. The evaluation for
relay replacement did not consider the risk significance of replacement
versus failure, or balance of plant breakers. Additionally, the
schedule was allowed to slip without additional assessment (Section
4.1).

Plant Su ort

0

Security personnel did not display positive command and control of the
security building ingress area during a computer system failure
(Section 6.2).

~ Radiation protection personnel failed to post current area survey maps
(Section 6.3).

Summar of Ins ection Findin s:
I

One violation was identified involving failure to properly document and
evaluate a significant condition adverse to plant safety (Section 2. 1).

One noncited violation was identified involving failure to follow
procedures when changing the intent of a maintenance task (Section 2.1).

~ One noncited violation was identified involving failure to follow an
alarm response procedure (Section 3.2).

~ One inspection followup item was identified concerning the failure rate
of ground fault relays (Section 4. 1).

~ Two unresolved items were reviewed and closed (Section 9).

Three licensee event reports were reviewed and closed (Sections 10 andll).
Attachments:

1. Persons Contacted and Exit Heeting
2. List of Acronyms



1 PLANT STATUS

Unit 1 operated throughout the inspection period at full power except for the
weekend of August 25, 1995, when power was reduced to 40 percent to search For
a condenser tube leak.

Units 2 and 3 operated throughout the inspection period at full power with no
significant events.

2 ONSITE RESPONSE TO EVENTS (93702)

2. 1 Char in Pum Drain Clo in - Units 1 and 3

On August 14, 1995, a Unit 3 auxiliary operator observed water in the oil for
the train A and train 8 charging pumps. A drain line had clogged, and seal
water had migrated through the pumps'il seals after flooding the pumps'eal
cavities. The drain lines for the three charging pumps connect to one main
header before discharging to the charging pump oil drain tank. Thus, if drain
pipe clogging were to occur at a location downstream of the main header, all
three charging pumps could be flooded.

Operators declared the two pumps inoperable, leaving only one operable
charging pump. The licensee initiated a CRDR, cleared the drain line, changed
the oil in both pumps, and declared the pumps operable. On August 28, a
similar problem occurred on the Unit 1 train 8 charging pump. Again, a CRDR
was initiated, the drain line was cleared, and the oil was changed in the
pump.

2. 1. 1 Inspector Followup

On August 16, the inspector discussed the Unit 3 event with the system
engineer. The system engineer stated that there had been past charging pump
seal leakage problems and that maintenance was evaluating design changes to
reduce the leakage. The system engineer also stated that there had been past
incidents of drain line clogging attributed to loose charging pump seal
material.. The inspector learned that after a 1991 clogging event, the
licensee initiated a preventive maintenance task to clean the drain lines.
The system engineer indicated that the history of the preventive maintenance
performance would be reviewed.

On August 29, black residue was retrieved from the Unit 1 charging pump oil
drain tank drain line. The inspector and the system engineer observed the
residue, and the system engineer indicated that he planned to have the residue
analyzed. The inspector noted that the licensee had not yet reviewed the
history of the drain cleaning and had not determined the cause of the Unit 3
drain clogging.

On September 1, the inspector expressed concern to the vice president of
nuclear production that, two weeks after the initial clogging event, a formal
plan had not yet been established to identify the cause of the problem.
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On September 6, the inspector met with the mechanical maintenance engineer,
the mechanical maintenance engineering section leader, and the mechanical
maintenance department leader to review their evaluation of the events. The
inspector noted that the maintenance engineering action plan was still only in
draft form, and had not yet been fully implemented. The maintenance engineer
indicated that the drain cleaning task was performed yearly, and had been
completed in Units 1 and 3 one month prior to the clogging events. The
maintenance engineer had not yet determined the method used to clean the
drains, although she agreed with the inspector's observation that
inappropriate cleaning of the drains could have contributed to the clogging.
The maintenance engineer stated that the responsibility. for performing the
cleaning task had changed within the maintenance organization from mechanical
maintenance to the utility crew.

Ouring the September 6 meeting, the inspector was informed that a preliminary
determination indicated that the charging pumps had been operable. The
inspector was told that pump wear would have increased due to the lower oil
viscosity, but not so much as to impact operation following a design basis
event. On September 12, the inspector met with the maintenance support oil
analyst to discuss the technical basis for maintenance engineering's
operability conclusions. The inspector learned that the analyst had not

unperformed,

nor had he been requested to perform, an analysis of the water and
oil mixture.

On September 13, the inspector met with the mechanical maintenance engineering
section leader:, the maintenance support oil analyst, and a maintenance
engineer. The inspector agreed that an oil viscosity analysi's, performed on
the previous day, supported maintenance engineering's preliminary operability
determination. The inspector also inquired about the results of the analysis
performed on the Unit 1 charging pump oil drain tank residue retrieved on
August 29. The mechanical maintenance engineering section leader was not
aware of any plans to analyze the residue, and stated that she would take
action to have an analysis performed.

On September 20, the maintenance director and the mechanical maintenance
,department leader informed the inspector that'revious drain cleaning tasks
had not been consistently performed, and had more recently been performed
using cold water. The licensee speculated that inconsistent performance of
the cleaning task'contributed to the clogging. The next day, the inspector
learned that the Unit 1 Train B charging pump drain had been previously
cleaned on September 13. However, maintenance engineering had not been aware
of the Unit 1 cleaning and had not been present to evaluate the cleaning
method. The inspector reviewed the work order for the September 13 cleaning
and noted the crew had poured a two gallon bucket of, cold water down the drain
instead of using a "steam jenny" to flush the pipe with 'hot water. The
preventive maintenance work order had pen and ink changes, approved by the
work group supervisor, which documented the change.



2. 1.2 Conclusions

The inspector concluded that the licensee had not initiated a timely nor
thorough review of the event without substantial inspector involvement.
Additionally, the inspector concluded that coordination between the involved
organizations was not well controlled. In support of these conclusions, the
inspector noted: a) the period from August 14 to September 5, during which an
action plan was not developed; b) the period from August 29 to September 13,
where the Unit 1 residue was not analyzed; c) an August 16 statement by the
system engineer that the history of drain line cleaning would be reviewed, and
September 18 statements by mechanical maintenance engineering personnel that
the cleaning method had not been determined; d) a formal evaluation of the
water and oil mixture was not performed until questions were raised by the
inspector, and e) the September 13 missed opportunity to evaluate the
preventive maintenance task; Licensee management agreed, and on September 29,
discussed the need for improved communications and formality in addressing
problems with both maintenance and system engineers.

The inspector concluded that a significant contributor to the untimely and
less than thorough problem review in'his instance was improper classification
of the involved CRDRs. CRDR 3-5-0119 specified the actions to return the two
Unit 3 pumps to service, and recommended that an equipment root cause of
failure analysis be performed. CROR 1-5-0175 specified the actions to return
the Unit 1 pump to service, and recommended closing the CROR to trend.

„ Licensee procedures required that CRORs be classified as either significant,
potentially significant, adverse, or review. The inspector noted that the

'CRDR review committee had determined that neither of the above CRDRs involved
significant or potentially significant conditions. The required action for
significant conditions is patterned after 10 CFR Part 50 Appendix B,
Criterion 16, "Corrective Action." Specifically, significant conditions
require that the cause of the condition be identified and that actions be
taken to prevent recurrence. A potentially significant classification
requires prompt determination of any additional information needed to
establish significance.

The inspector concluded that the condition identified on Unit 3, which
operators determined rendered two trains of a safety system inoperable and
could have affected all three pumps, was a significant condition in accordance
with 10 CFR Part 50 Appendix B. The inspector discussed the CRDR

classification with the nuclear assurance director, who concurred with the
inspector's assessment that the conditions represented a significant
condition, and on September 12, the CRDR review committee reclassified the
Unit 3 CROR as potentially significant. Although CRDR classification alone is
not a significant safety concern, and would not normally result in issuance of
a Notice of Violation, the failure of this initial step in the corrective
action process appeared to have contributed to poor licensee evaluation of
this potential common mode failure problem, and is a significant safety
concern. Accordingly, the failure to classify the Unit 3 CROR as a
significant or potentially significant condition, in accordance with licensee
Procedure 90DP-IOP03, "Condition Report Screening and Processing," Revision 6,



has been classified as a violation of Appendix B, Criterion V (Violation
528/9516-01).

The inspector concluded that the change to the Unit 1 work order for the
September 13 cleaning altered the intent of the preventive maintenance. In
this regard, the inspector noted that the original intent of the preventive
maintenance was to clean out the charging pump well drain line using a "steam
jenny" and hot water. The inspector determined that the change to work order
00718979 for pouring two gallons of cold water'into the drain line would not
clean the line as intended. The inspector reviewed Licensee
Procedure 30DP-9WP02, "Work Document Development and Control," Revision 14,
and noted that Step 3.8. 1, states, in part, that if additional activities will
alter the scope or intent of quality related activities, then an amendment is
required. The inspector discussed the work order change with the licensee and
determined that a work order amendment was not obtained by the crew. The
inspector concluded that the change to the intent of a preventive maintenance
work order, without obtaining an amendment, was a failure to follow
procedures. However, the inspector also concluded that violation was not
significant, because use of the "steam jenny" may not have been effective in
cleaning the drain pipe. This failure to follow procedures constitutes a

violation of minor significance, and is being treated as a noncited violation,
consistent with Section IV of the NRC Enforcement Policy.

3 OPERATIONAL SAFETY VERIFICATION (71707)

3. 1 0 erators Exceed Overtime Limits — Unit 3

On September 7, 1995, operations supervision identified two reactor operators
on shift who had exceeded their overtime limitations by 1.5 hours. A CRDR was
initiated, and appropriate management was notified. The site shift manager
performed observation of the operators and determined that they were fit to
remain on shift.

3. 1. 1 Operation Shift Schedule

The operators in question had just finished a four, 10-hour day shift training
week on September 1, and were scheduled to start a four, 12-hour night shift
on September 3. However, these two individuals had signed up for voluntary
overtime and were called to work by the shift supervisor on September 2. By
September 7, they had exceeded the 72 hour time limit.

Section 6.2.2. 1 of Technical Specifications state that an individual should
not be permitted to work more than 72 hours in any 7 day period without proper
management approval. Licensee Procedure 02AC-OENOl, "Overtime Limitations,"
Revision 4, established guidelines to be followed in order to maintain
compliance with the Technical Specificat'.on.



3. 1.2 Previous Overtime Concerns Identified

In response to a CRDR that was written in April 1994 for a similar problem, an
evaluation of the operations department six week, rotating shift schedule was
performed. Two areas were identified as susceptible areas where an employee
may approach the overtime limitation. One of the areas was the period between
continuing training and the following set of night shifts.

As corrective action, the licensee implemented several restrictions in
procedures for calling operations personnel to work. The shift supervisor was
required to have an authorization form completed, submitted and approved to
allow operations personnel to exceed 60 hours in any 7 day period.
Individuals were also held accountable for their cumulative work hours.

Operations management had several discussions with operations personnel
concerning the overtime limits and placed posters in the control rooms that
act as a reminder to personnel.

Nuclear assurance has performed extensive efforts to address overtime limit
violations. It was listed as a nuclear assurance top ten issue which
increased nuclear assurance focus on the issue and provided a highlight to
management. Honthly audits were performed to identify any negative trends and
improve overall effectiveness of the program. In August 1995, nuclear
assurance removed overtime concerns from the nuclear assurance top ten issueslist when they determined that significant progress had been made.

3. 1.3 Corrective Actions

~
'he

licensee planned to perform a human performance review of the September 7
event. A night order was issued to notify the other units of this event.
Licensee management planned to review the operation shift schedule to
determine if any changes can be made.

3. 1.4 Conclusions

The inspector reviewed a sample of monthly trend reports by nuclear assurance
and the administrative procedures. The inspector determined that the
procedures were adequate as written. The inspector noted that the licensee
had promptly identified that the overtime limits were exceeded and took
appropriate actions to demonstrate the basis for the allowing the operators to
remain on shift. The inspector concluded that the immediate corrective
actions taken were appropriate and that this event had minor safety
significance.

3.2 Auxiliar 0 erator Inadvertentl Transferred Water from the Gas Stri er
to the Volume Control Tank — Unit 3

On August 'll, the control room reactor operator received a gas stripper
trouble alarm and dispatched an auxiliary operator to investigate the alarm.
The auxiliary operator discovered a gas stripper column high level. The



auxiliary operator engaged the gas stripper pump to clear the alarm. However,
the auxiliary operator assumed the system was aligned to the holdup tank when
in fact it was aligned to the volume control tank.

The control room subsequently received a volume control tank high level alarm,
which resulted in automatic diversion of reactor coolant system letdown from
the volume control tank to the holdup tank. Shortly following this, the
auxiliary operator notified the control room that the gas stripper column had
been pumped, and the local alarm was cleared. A reactor operator noted that
the gas stripper was aligned to the wrong tank and that the auxiliary operator
had transferred an unknown quantity oF water with an unknown boron
concentration to the volume control tank.

The reactor operator notified the control room supervisor of the event and
commenced enhanced monitoring of reactor coolant system parameters. The
reactor operator noted no observable @ange in reactor coolant system
temperature or axial shape index due to the'ater addition. The reactor
operator noted that turbine load had been adjusted slightly during the event
and may have masked any observable changes.

The licensee initiated a CRDR and performed an evaluation of the event. The
licensee found that the gas stripper inlet valve was leaking and increasing
level in the gas stripper column, which was in long term shutdown.
Additionally, the licensee determined that the auxiliary operator had failed
to follow the local annunciator response procedure for the gas stripper. The
procedure required the auxiliary operator to notify the control room before
transferring the contents of the gas stripper. The licensee also identified
some weaknesses in the annunciator response procedure.

The licensee took the following corre'ctive actions:

The gas stripper inlet valve was repaired.

The auxiliary operator was counselled regarding procedure compliance and
sensitivity to actions which could impact reactivity."

The annunciator response procedure was enhanced, and the licensee
planned to place caution labels on the gas stripper control panel that'irect the auxiliary operator to contact the control room to verify the
line-up prior to starting the gas stripper pumps.

A'week after the event occurred, the licensee issued a night order to
the other units describing the event. Operations management recognized
that the night order should have been more timely and took action to
communicate this expectation.

The licensee planned to cover the event in nonlicensed operator training
in the next training cycle.
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~ Operations management discussed the event at licensed operator
continuing training.

The inspector reviewed the licensee evaluation, discussed the corrective
actions with operations management, and concluded that the corrective actions
were appropriate. Although an auxiliary operator failed to follow procedure
for lowering the level of the gas stripper column, this licensee-identified
and corrected violation is being treated as a noncited violation, consistent
with Section VII of the NRC Enforcement Policy.

3.3 Low Pressure Safet In 'ection Pum Breaker Found With Closin S rin s
Dischar ed — Unit 3

On September 2, 1995, during routine area rounds, an auxiliary operator
identified an extinguished white light on the panel of the Train 8 low
pressure safety injection pump 4160 volt breaker. This indicated that the
closing springs for the breaker were discharged, precluding the breaker from
automatic closure.

The licensee quarantined the breaker and notified electrical maintenance. The
licensee initiated a CRDR and classified it as a significant condition. The
initial investigation revealed an interference problem on a mechanical linkage
which prevented the closing spring charging motor from being energized. A
replacement breaker was installed and tested, and the Train B low pressure
safety injection pump was declared operable.

The Train B low pressure safety injection pump had been previously started on
August 31, and it appeared that the closing springs did not recharge when the
pump was stopped, and the breaker opened. The licensee determined that the
pump was inoperable from 4: 16 p.m. on August 31, to 5:25 a.m. on September 3,
for a total of 61 hours and 9 minutes. The Technical Specification action
out-of-service limit was 72 hours.

e

The inspector concluded that the licensee's immediate corrective actions were
appropriate. However, the inspector also concluded that, although the problem
was identified and resolved within the allowable Technical Specification time
limit, two prior opportunities were missed for identifying the breaker
problem.

The procedure for auxiliary operator rounds of the control building required
the auxiliary operator to check the status of breaker indicating lights in the
safety-related 4160 volt switchgear rooms at least once per shift. The
licensee determined that there were two shifts where the auxiliary operator
performing the rounds had failed to identify that the light was not
illuminated. A night order was issued in all three units to notify personnel
of the event. The licensee counselled the auxiliary operator involved and
initiated a human performance evaluation assessment.

The inspector reviewed CRDR 3-3-0152, which addressed a similar event on the
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same breaker in April 1993. The inspector noted that prior to the 1993 event,
operators were required to assess breaker charging spring indicating lights on
a daily basis. As part of the corrective actions for the 1993 event, the
licensee issued a night order directing operators to assess the indicating
lights following each breaker closing operation until all breakers could be
inspected. After the inspections were performed in 1993, the frequency of the
auxiliary operator rounds observation of breaker indicating lights was
increased to shiftly. As corrective action for the August 1995 breaker
failure, the licensee planned to have operators track which breakers are
operated during a shift and perform individual inspections of the breaker
indicating lights prior to shift turnover. The inspector found these
corrective actions to be appropriate.

In addition, as corrective action for the 1993 problem, the licensee initiated
a design change to provide a control room alarm to indicate when
safety-related 4160 volt breaker closing springs are not properly charged.
The licensee had performed the modification on several breakers and had
planned to perform the modification on the low pressure safety injection pump
breaker on September 22, 1995. The licensee planned to have this modification
performed on all normally operated 4160 volt breakers by the end of the year.
Once the modification is performed, the licensee planned to return to shiftly
observation of indicating lights. The inspector found the implementation
schedule to be appropriate.

3.4 Failure of Auxiliar Feedwater Pum Steam Su 1 Valves — Unit 2

On September 8, 1995, operators started the turbine driven auxiliary feedwater
pump for a post maintenance test. Approximately an hour into the test, the
operators received a DC ground on a vital 125 VDC bus. The operators
attempted to close steam supply motor-operated Valve SGA-UV-134 at the
completion of the test, but the valve would not close. Subsequently, the
operator noted that solenoid Valve SGA-UV-134A was closed. The operators
suspected that the ground on the DC bus caused the failure of one of the
valves, and opened the common supply breaker and the ground cleared.

The licensee initiated troubleshooting of the valves, removed the cover of
Valve SGA-UV-134A, and noted that one of the vendor installed wires to the
coil was burned free of the coil connection. The ground on the 125-Vdc bus
was attributed to this failure. The licensee inspected the motor of
SGA-UV-134 and identified that one of the commutator brushes was stuck in its
holder and not contacting the commutator. Although the licensee indicated
that the condition probably caused the valve to not close, a further
evaluation was planned.

The licensee replaced the solenoid for SGA-UV-134A and,the motor for
SGA-UV-134. The licensee planned to ship the solenoid to a laboratory for a
detailed root cause of failure. The licensee revised the maintenance
procedure for motor inspection to further examine the brushes for damage or
sticking 'in the holder, and initiated work requests to perform additional
inspection of the other DC motor operated valves on site.
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The licensee indicated that the two failures were coincidental but unrelated.
However, the licensee planned to continue to eva'.uate the event for any
potential common cause. The inspector concluded that the licensee's initial
corrective actions and troubleshooting were appropriate and will review the
licensee's final evaluation.

4 NAINTENANCE OBSERVATIONS (62703)

4. 1 H dro en Recombiner Breaker Failed to Close Durin Surveillance Test—
Unit 1

On August 30, 1995, the licensee was making preparations to test the Unit 1

Train B hydrogen recombiner in accordance with Technical
Specification 4.6.4.2.a. The 480 volt breaker for the recombiner tripped when
an auxiliary operator attempted to close it locally. The shift supervisor
directed the auxiliary operator to contact electrical maintenance before
attempting to reclose the breaker.

The inspector observed electrical maintenance technicians reset the breaker.
The technicians speculated that the breaker had tripped due to the actuation
of the breaker's ground fault relay (GFR). They stated that the older style
GFRs, manufactured by General Electric, had a history of spurious actuation
and were being replaced with Westinghouse GFRs.

Once the breaker was reset, the breaker was operated successfully and
operations made the decision to continue with the test. Operations initiated
a work request to have the breaker inspected following the test. The control
room supervisor determined that the hydrogen recombiner had not been
inoperable between the time the breaker tripped and the time it was reset.

4. 1.1 Breaker Problems Not Documented in Surveillance Test Log

On September 1, the inspector reviewed the completed surveillance test and
noted that there was no indication of problems with the breaker. Step 8.3.7
of Surveillance Test 41ST-1HP01, which required that the power supply breaker
be closed, was simply initialed as completed. The inspector found that the
hydrogen recombiner breaker trip had been noted in the Unit 1 logs on
August 30. The entry was complete in that it included the actions taken, the
basis for the determination of oper ability, and the work request number.

The inspector discussed the absence of a surveillance test log entry with the
shift supervisor. The shift supervisor noted that an entry should have been
made and revised the surveillance test log. The inspector concluded the
failure to make the initial log entry was of little consequence since a work
request had been initiated and a unit log entry had been made.

4. 1.2 Ground Fault Relay Failures

The inspector discussed the GFR failure and the history of GFR failures with
the electrical maintenance engineering supervisor. The supervisor noted that

0
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the repeated failure of GFRs had been addressed in a 1990 engineering
evaluation request (EER) 90-PH-017 and in CRDR 1-4-0270.

The inspector reviewed EER 90-PH-017, which was initiated in November 1990.
The EER stated that in Harch 1988, the failure data trending system had
identified 10 failures of the General Electric GFRs on safety-related 480 volt
breakers. The EER stated that the failures had been in solid state circuit
components in the GFRs. The EER noted that General Electric had discontinued
manufacturing this model of GFRs and recommended replacement with Westinghouse
GFRs as the General Electric GFRs failed.

The inspector reviewed CRDR 1-4-0270, which was initiated by operations on
August 14, 1994, after the Unit 1 Train 8 battery charger breaker tripped due
to the failure of its GFR. This failure had put Unit 1 in a 2 hour Technical
Specification action statement until the swing battery charger could be
aligned to the bus. The initiator of the CRDR was concerned that other GFRs ~

could fail, placing the units in short Technical Spe. ification action
statements. The initiator requested that the GFRs be evaluated for preventive
replacement.

The CROR was assigned to electrical maintenance engineering for disposition.
An electrical maintenance engineer tabulated all safety-related breakers which
had the General Electric GFRs. The table identified 52 of 117 safety-related
GFRs for replacement. The CRDR disposition provided a schedule for
replacement of the 52 GFRs to be completed by August 7, 1995.

The inspector reviewed the justification and schedule for GFR replacement and
identified the following concerns:

The evaluation for CROR 1-4-0270 stated that the General Electric GFRs
. have been experiencing spurious trips due to an inherent defect

in the solid state circuitry." EER 90-PH-017 attributed the failures to
. component breakdown of the solid state electronic circuit within

the relay . . ." It did not appear that any further evaluation had been
performed to determine if recent failures were consistent with previous
failures or that the failures were well understood.

As of September 8, 1995, the licensee had not performed a formal
analysis of the GFR failure rates. The inspector considered that this
information was necessary to identify the cause of the failures and to
determine the priority for replacement.

The preventive replacement criteria in CROR 1-4-0270 appeared to be
based only on GFR failures which could place the units in a short term
Technical Specification action statement. The, li,censee had not applied
risk insights nor enlisted significant operations or engineering
department support in developing the list.



The electrical maintenance engineer who performed the CRDR review noted
that similar General Electric GFRs in nonsafety applications had a
similar incidence of failure. However, an evaluation had not been
performed to determine if there were GFRs in systems where a failure
could result in a plant transient.

The inspector reviewed the list of GFRs to be replaced and identified
that the replacement criteria had not been consistently applied. For
example, GFR replacement had been identified for the fuel handling
building essential filtration unit fan motor but not for the inlet
heater, which is required for system operability.

~ As of September 8, 1995, over a year after the CRDR was initiated, none
of the 52 GFRs had been replaced. One GFR had been replaced in June
1995 after it failed. The schedule used to "close" the CRDR indicated
that the replacements were to be completed in August 1995. However,
according to a work schedule provided to the inspector, the first
replacement was scheduled for September 22. The inspector noted that
this replacement was subsequently delayed.

The inspector discussed these concerns with the electrical maintenance
department leader on September 8. The department leader initiated a review of
the issue and discussed findings with the inspector on September 19. The
licensee compiled failure data and had performed an initial failure rate
determination. The licensee had calculated the failure rate of the GFRs and
determined that the failures were approximately one per one million hours of
operation. Additionally, they determined that this was well within the
failure rate applied to the breakers'isk assessment.

The inspector concluded that'if the licensee found the failure rate of the
GFRs to be consistent with the failure rate assumed in the risk assessment,
then they should have carefully considered whether preventive replacement was
warranted. The inspector noted that the risk impact of replacing the relays
may have been greater than the risk attributed to the failure rate,
considering the 16 hour out of service time to perform replacement;

The inspector reviewed the failure data provided by the licensee and found
that it would be difficult to determine the actual failure rate for the GFRs.
The inspector noted that spurious actuations of GFRs had not consistently been
documented. Therefore, the licensee's data did not include all instances
where GFRs initially failed to operate.

As an example of the variability in the data, in 1992, for Unit 2, the
licensee replaced 15 GFRs in safety and nonsafety-related systems after they
had spuriously actuated, regardless of whether they could be reset. The
inspector determined that this failure rate, which appeared to more accurately
reflect the actual GFR failure rate, was approximately six times greater than
the overall failure rate determined by the licensee. '
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At the end of the inspection period, the licensee was continuing its review of
the GFR failure history. The inspector will followup this issue in a future
inspection (Inspection Followup Item 528/9516-02).

4.2 Diesel Generator Functional Test - Unit 3

On September 6, 1995, the inspector observed maintenance activities and afunctional test of the Train "A" emergency diesel generator. The inspector
observed both strengths and weaknesses in the operations performance during
the functional test of the diesel generator. In addition, the inspector noted
weaknesses in the performance of I&C maintenance personnel. The inspector
discussed the observations with the licensee and conducted a review of thelicensee's corrective actions.

4.2. I Operations Performance

The inspector observed the auxiliary operator performance during the
functional test of the diesel generator. The auxiliary operator exhibited
good command and control of the operation and displayed ownership of the
equipment. The auxiliary operator ensured that he was aware of the
maintenance being performed during the functional test of the diesel generator
and the test procedure being used. During the test of the diesel generator,
the inspector observed the auxiliary operator appropriately use the local
alarm panel response procedure to address annunciators. The inspector
observed the shift supervisor assist the auxiliary operator in identifying the
cause of the problems during the diesel generator functional test.
Upon completion of the, test of the diesel generator, a reactor operator
adjusted the diesel generator nonemergency voltage setting. The control room
operators provided the auxiliary operator with a procedure to reference when
securing the diesel. The inspector noted that the reactor operator was
adjusting the voltage to a different value than the voltage in the auxiliary
operator's procedure. The inspector questioned the auxiliary operator about
the differing voltages and noted that the auxiliary operator was unsure why
the reactor operator adjusted the voltage to a different value.

The inspector questioned the reactor operator about the voltage adjustment and
noted that the reactor operator adjusted the voltage in- accordance with the
engineering recommendations for the newly installed volt meters. The
inspector concluded that the reactor operator properly adjusted the voltage of
the diesel. The inspector noted that the licensee issued a revised procedure
two days later as part of the design package change to corr'ect the voltage
differences.

The inspector concluded that the auxiliary operator"di'splayed a questioning
attitude and good command and control when working with maintenance and
engineering personnel, but did not display a questioning attitude when dealing
with the reactor operator. The inspector informed shift supervision and
Unit 3 operations management about the observations. Operations management
indicated that they would evaluate the event.
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4.2.2 I&C Performance

The inspector observed the diesel generator turbo low pressure alarm
annunciate at the start of the diesel test. ILC technicians subsequently
discovered a loose lead on a pressure switch that they had calibrated earlier
that day. The technicians tightened the lead and the alarm cleared.

The inspector reviewed the technicians statement concerning the event, The
inspector noted that after the technician had completed the calibration, he
relanded the lead and initialled the lifted lead log ~ The technician was
distracted as he retrieved a screw driver from a co-worker to tighten the
lead. The technician subsequently forgot the lead was not tight and proceeded
to replace the cover panel.

At the end of the functional test, the diesel generator continued to run and
would not automatically stop. The inspector noted that I&C technicians had
failed to remove a vent plug upon completion of the maintenance. The
inspector determined that the installed plug would not have prevented the
diesel generator from tripping should an actual emergency or nonemergency trip
have occurred.

The inspector discussed the failure to remove the vent plug with an I&C
section leader. The licensee performed a human performance review of the
event and discovered that the technician had completed the maintenance task,
performed a walkdown of the diesel generator, and then noted that the fuel
racks might not be properly positioned. The technician reinstalled the test
equipment,and vent plug to check the fuel rack position. The technician,
along with the team leader, shifted the fuel rack and noted that it operated
correctly. The technician removed the test equipment except for the plug.

The inspector determined that the technician exhibited a questioning attitude
when he walked down the diesel generator and questioned the fuel rack
position. However, the inspector concluded that the technician failed to
adequately document the actions performed in the retest of the fuel rack;

The inspector discussed both events with the I&C section leader. The section
leader indicated that he discussed the weaknesses with the technicians and
emphasized attention to detail. The licensee initiated a CRDR and human
performance evaluation to determine the scope of the problem and additional
corrective actions.

The inspector agreed with the licensee's conclusion that in both events the
technicians displayed a lack of attention to detail. The inspector noted that
both of the I&C performance weaknesses were on nonsafety-related components of
the diesel generator. The inspector concluded that the licensee's initial
corrective actions were appropriate. In addition, the inspector found that
IIC management was aggressive in their assessment of the performance issues
and was taking action to reinforce expectations with all I&C personnel. 0
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4.3 Low Pressure Safet In ection Pum Breaker Closin S rin Char ed
Annunciator Modification - Unit 3

On September 20, 1995, electrical maintenance performed the design
modification to provide control room annunciation of closing spring status for
the B train low pressure safety injection pump breaker. The closing springs
,for this breaker had not recharged after the breaker was opened on August 30.
The modification was performed in accordance with an established schedule to
implement this modification on all safety-related 4160 volt switchgear. The
inspector observed portions of the modification.

The inspector found that the modification was performed by knowledgeable craft
and observed by nuclear assurance. The craft used a detailed work order which
referenced the modification. Additionally, the work order referenced the
technical manuals for the tools used to perform butt splices and terminations.
The inspector found that the craft closely adhered to the work orders and
vendor manuals.

During the performance of work, a mechanical maintenance crew came to the
breaker to place a "maintenance in progress" tag on the master clearance tag.
They discovered that the clearance tag had been placed on the breaker's
control power breaker and not the control power fuses as specified. The crew
notified operations, the tag was properly placed, and a CRDR was initiated.
The licensee subsequently determined that an auxiliary operator had not
properly hung the tag. The inspector noted that there was no safety
consequences of the error. The control power fuses were removed, and the
control power breaker was in the open position. Additionally, the control
power breaker was upstream of the control power fuses and provided comparable
protection.

The inspector reviewed the work to determine if the electricians should have
identified the erroneously hung clearance tag. the inspector had questioned
the electricians at the beginning of the job regarding the protection for the
work. The electricians had noted that the clearance tag was hung on the
control power breaker and that the control power fuses were removed. The
inspector also noted that while the work order did not require a clearance to
be hung, it did require that the control power breaker be opened. The
inspector determined that the electricians actions to verify the position of
both the fuses and breaker was reasonable.

The inspector discussed the inappropriately hung tag with the Unit 3
operations department leader. The department leader had included this event
in the resolution of several inattention to detail issues.

4.4 Schedulin of On-line Maintenance of Safet In 'ection S stem Valves

On August 16, 1995, the inspector noted that the licensee had scheduled
testing and maintenance activities for several Unit 3 B train safety injection
system valves. The inspector noted that the licensee typically performed
these activities during refueling outages. The inspector reviewed the
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licensee's decision to perform the maintenance while the unit was at full
power.

The inspector noted that the Unit logs indicated that the B trains of low
pressure safety injection, high pressure safety injection, and containment
spray had been declared inoperable to support the valve testing and
maintenance activities. The inspector reviewed the work schedule and noted
that it did not recognize that the B train high pressure safety injection
would be inoperable. The inspector noted that the risk assessment routinely
performed by the licensee was typically based on the work schedule.
Subsequently, the inspector determined that the risk assessment for the
August 16 work had considered that the B train of high pressure safety
injection would be operable. After the inspector held a discussion with the
scheduling department leader, the work schedule was reassessed, and the risk
was determined to not have significantly increased. The scheduling department
leader noted that they should have been more thorough in their communications
with the group performing the risk assessment.

The inspector discussed scheduling of the work on-line versus during a
refueling outage. The scheduling department leader noted that there waslittle risk change in performing the work on-line versus during a refueling
outage. The work was relatively short duration (less than one shift), and the
systems would not be drained. Additionally, the valves could be operated
locally in an emergency or returned to automatic service in a relatively short
period of time. The inspector found that the licensee's evaluation to support
performance of this work on-line had been appropriate.

4.5 Other Maintenance Observations

0
The inspectors observed the following maintenance activities and determined
that they were performed acceptably:

~ Charging pump discharge check valve inspection - Unit 3

~ Spent fuel pool gate seal leakage testing — Unit 2

~ Turbocharger spin down measurement of diesel generator A- Unit 3

~ Diesel generator A nonintrusive turbocharger air discharge line check
valve test — Unit 3

5 SURVEILLANCE OBSERVATION (61726)

The inspectors observed the 92-day surveillance test of station batteries in
Unit 2 and determined that it was performed acceptably.
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6 PLANT SUPPORT (71750)

6. 1 Pad ocks on Hain Steam Su ort Structure Door — Unit 3

On August 9, 1995, the inspector observed that Hain Steam Support Structure
Door C-302 was secured with a padlock. The inspector called security to
request access to the room. A security officer responded shortly thereafter
and opened the padlock with his key.

The inspector questioned the security officer about the padlock. The padlock
had been put in place by security after discovering problems with the secu"ity
computer system. The inspector determined that the operations shift
supervisor did not have a key to the door and relied on the security for
access.

The inspector was concerned that the shift supervisor did not have access to
this room at all times and discussed the concern with the shift supervisor and
security management.

The security manager stated that compensatory measures were in place to post a
security officer at this door in case of an emergency and the security officer
would have the key to uhlock the door. The inspector was also informed that
Security obtained approval from the shift supervisor prior to placing the
padlock on the door. The shift supervisor stated that operators would have a
limited need to enter this room in an emergency and that security personnel
would be in close proximity to open the door. The security manager also
stated that an alternate access to the room existed, but was not normally
used.

The inspector concluded that appropriate actions were taken in response to a
computer system failure and that good communications between operations and
security was evident.

6.2 Securit Access Com uter Failure

On August 11, 1995, the inspector observed some problems at security
headquarters. The security computer system was experiencing hardware failures
which led to a computer system reconfiguration. The computer system
reconfiguration placed all transactions on hold. During this evolution, the
inspector identified a that condition exists where an individual could
potentially gain undetected and unauthorized access into an area.

The inspector and a plant worker were attempting to gain access into the
protected area using the hand biometrics system. Apparently, the security
computer system had "frozen" just seconds after the'a'ttempt. The posted
security officer informed the individuals in the ingress area that the
security computer system was in a reconfiguration mode. Shortly thereafter,
the turnstiles leading to the protected area unlocked, and the plant worker
proceeded through. The inspector was able to rotate the turnstile he had
previously carded into but did not proceed.
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The inspector questioned the security officer at the ingress area about the
authorization of the plant worker who was already in the protected area. The
security officer seemed to be unsure if the plant worker's location was
actually the protected area. The inspector asked the plant worker if he had
recarded, or if he just proceeded into the protected area after the turnstiles
unlocked. The individual stated that he was not sure if he had recarded, but
he did recall receiving the green entry light.

The security officer was directed by the security sergeant to escort the
individual in the protected area until his authorization was verified by the
central alarming station. Security personnel subsequently verified that the
individual had been granted authorization, and the computer recorded his
transaction.

The inspector was concerned that the security officer did not appear
knowledgeable of the protected area boundary and did not take positive command
and control of the situation. The inspector discussed the concerns with the
security manager, who stated that the security officer's response did not meet
management's expectations.

The inspector discussed the security computer issues with the operations
computer system engineering section leader. A computer system reconfiguration
"freezes" any transactions that occur during the time it takes the computer to
reconfigure itselF. Once the system is restored, the card readers are
returned to normal. If someone card keys just before the system "freezes,"
the card reader will retain the last transaction in memory. When the system
returns to normal, access may be granted without rekeying the card reader.

A normal system reconfiguration takes 2 to 3 seconds, and usually is not
apparent to individuals carding in. However, on August 11, the system was not
performing normally, and there was sufficient time to create confusion with
the individuals attempting to gain proper access to the protected area.

The engineering section leader acknowledged the condition that may exist for
gaining access into an area without proper authorization. He stated that it
would be unlikely to occur since individuals are trained on proper access
authorization.

'he

operations computer system department planned to upgrade the security
computer system and expected a reduction in computer system reconfiguration
times and in system hardware failures. The computer system upgrades were
scheduled to begin on September 26, 1995.

The inspector discussed the event with security and nuclear assurance
personnel. The inspector was concerned that access during reconfiguration
periods had not been previously evaluated. In response to the inspector's
concerns, the licensee initiated a safeguards event report (system failure)
and a CRDR. Nuclear assurance planned to evaluate the event and the
corrective actions taken.
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As corrective action, the security procedures were enhanced. Security
officers were directed by procedure to take positive command and control
during a system reconfiguration. The inspector determined that the licensee's
corrective actions were adequate and observed good performance during
subsequent protected area entries.

6.3 Surve Ha s Not Current - Unit 3

On August 29, 1995, during a plant tour, the inspector identified a
'adiologicalsurvey map located in the Unit 3 radiation controlled area yard

that was outdated. The posted survey map was dated July 20, 1995. This
survey was required to be performed on a monthly basis.

The inspector informed a radiation protection technician. The radiation
protection technician determined that the radiological survey had been
performed on August 10, 1995, but had not been posted. The inspector noted
that there was little diFference in the radiation levels between the two
surveys.

The inspector was concerned regarding the control of local survey maps since
they are routinely used by workers as references prior to entering an area.
The inspector questioned the technician about the requirements for posting
updated survey maps. He stated that there were no procedural requirements
that the survey maps be posted; however, it was management's expectation that
the survey maps are updated after a survey is performed. The technician
posted the correct updated survey map and informed his supervisor of the
inspector's concern.

On August 30, the inspector discussed this issue with radiation protection
management. The department leader stated that there are guidelines in place
that explain management's expectations for posting routine survey maps. The
department leader stated that the up-to-date survey map did not contain
significant changes from the earlier map and felt that this represented an
isolated case.

On August 31, the inspector identified another outdated survey map located on
the 88 foot elevation of the auxiliary building entering the pipe tunnel and
chase area. The survey map was dated July 17, 1995, and was a monthly routine
survey.

The inspector informed radiation protection and learned that the survey had
been performed within the required time, but had not been posted locally. The
recent survey did not contain significant changes. The radiation protection
technician stated that a complete walkdown of survey- maps would be performed
to determine if any other outdated maps existed.

The inspector noted that until August 1995, individuals entering the
radiologically controlled area had been expected to discuss the dose rates in
a work area prior to entering the radiologically controlled area. However,
during early August, the licensee implemented a digital dosimetry system which
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allowed workers to log themselves into the radiologically controlled area. As
a result, a greater responsibility was placed on workers reviewing the posted
radiological survey map prior to entering a given area. While all surveys are
available at the radiologically controlled area entry point, standard practi"e
had been to refer to the locally posted survey maps.

The inspector concluded that although the outdated survey maps did not show
any significant differences to actual conditions, this issue appeared to
warrant additional licensee attention.

7 FOLLOWUP — OPERATIONS (92901)

7. 1 0 erations Assessment- of Recent Performance Issues

The inspector noted that there were a number of operator performance issues
during this inspection (Sections 3. 1, 3.2', 3.3, and 4.3) as well as the
previous inspection period (NRC Inspection Report 50-528/95-14; 529/95-14;
530/95-14). The inspector discussed these issues with the operations director
and the Unit 3 operations department leader. The operations director
concurred that the number of operator performance errors was of concern.

The operations director noted that most of the performance errors could be
attributed to attention-to-detail issues. Specifically, he was concerned that
operators had not applied the "STAR" principle to several evolutions. The
STAR principle stands for the process of "stop, think, act, and review," which
the licensee had initiated as an expectation for plant workers. The
operations director noted that the majority of errors made appeared to involve
the "stop and think" process. Additionally, he was concerned that other
tools, such as team work, communications, and procedures, were not being used
effectively.

The operations director assigned the Unit 3 operations department leader the
task of identifying corrective actions. At the end of the inspection period,
the Unit 3 operations department leader discussed the following actions he
planned to implement.

The operations director had discussed expectations regarding the
performance of work with all crews during their training week.

The unit department leaders planned to discuss with each shift
supervisor job performance tools such as STAR, team work,
communications, procedures, and the expectations for their use.

The unit department leaders planned to discuss with each shift
supervisor, the expectation that they routinely perform work
observations and provide a documented assessment.

Operations planned to perform a trend assessment at the end of the year
to assess whether performance was improving.
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~ 'Operations planned to establish a clear guide of which activities did
not require auxiliary operators to have a procedure in hand. These
would include activities with no adverse consequences, safety impact, or
documentation requirement. This would more clearly define expectations
regarding when a procedure must be used to perform a task.

The inspector found that the licensee was appropriately sensitive to the
recent operations performance issues, understood the causes of the problems,
and was taking appropriate corrective actions.

8 FOLLOWUP — MAINTENANCE (92902)

8. 1 Followu Item 529 9514-03 0 en : Unit 2 Channel D Batter Electrol te
evels

During the inspection period, the licensee continued to perform equalizing
charges on the Unit 2 Channel D vital battery. Towards the end of the period,
the licensee noted that specific gravities and individual cell voltages for
the cells of concern had slightly increased. Additionally, the inspector
noted that the licensee had developed detailed action plans for each
equalizing charge evolution which addressed changes in cell electrolyte level
and addressed the performance of the weekly battery surveillance. The
inspector will continue to follow the licensee's actions to perform equalizing
charging of the batteries.

9 FOLLOWUP — ENGINEERING (92903)

9. 1 Unresolved Item 528 9310-02 Closed : Seismic Review of Vital Batteries

This item was opened after the licensee discovered a cover plate crack and a
bent terminal post in one cell of the Unit 1 Class lE battery. The licensee
subsequently replaced the cell and concluded that the battery had been
operable. While reviewing the licensee's operability evaluation, the
inspector raised questions regarding the overall seismic qualification of the
vital batteries, and the Office of Nuclear Reactor Regulation was requested to
review the seismic qualification.

In letters to Region IV dated May 19, 1995, and August 25, 1995, the Office of
Nuclear Reactor Regulation concluded that the licensee had demonstrated
adequate seismic qualification of the vital batteries provided the licensee
had: a) modified cable support brackets to avoid potential impact with the
batteries in case of a seismic event, b) replaced battery hard wire cables
with flexible wire, and c) justified the adequacy of foundation bolting which
did not have full thread engagement. The inspector determined that the
licensee had appropriately performed the support bracket and cable
modifications, and had justified the foundation bolting arrangement. NRC.
Inspection Reports 528/93-12, 93-26, and 94-30; 529/93-12, 93-26, and 93-30;
530/93-12, 93-26, and 94-30 document the inspector's review of the licensee's
actions.
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9.2 Unresolved Item 529 9334-01 Closed : Hi h Pressure Safet In 'ection
Valve Failed to 0 en

This item was opened when Unit 2 high pressure safety injection
Valve SIA-UV-627 failed to open during a routine ASHE Section XI stroke test.
The licensee subsequently replaced the valve's internals and motor operator
and tested the components in mockups. The licensee concluded that the valve's
failure to operate was a unique condition caused by a simultaneous occurrence
of an increase in valve stem to disc friction and pressure over the valve
seat. The licensee's assessment of this condition was described in Licensee
Event Report (LER) 529/94-005, Revision 1, issued July 28, 1995. NRC review
of the valve's failure to operate will be performed during followup of the
LER. This review will be performed during an upcoming inspection of the
licensee's motor operated valve program.

10 ON-SITE REVIEW OF LERs (92700)

The inspector performed a review of the following LERs and determined that
appropriate root cause evaluations were included:

~ LER 528/95-009, Entry Into Technical Specification 3.0.3 For Both Trains
of Low Pressure Safety Injection Inoperable.

~ LER 529/94-006, Reactor Trip on Low Departure from Nucleate Boiling
Ratio Due to Control Element Assembly Calculator Card Failure.

In addition, the inspector verified that the licensee had implemented
appropriate corrective actions.

ll IN OFFICE REVIEW OF LERs (90712)

The inspector performed an in-office review of the following LER and found
that it included an appropriate root cause evaluation and corrective action to
prevent recurrence:

~ LER 528/95-003, Entry Into Technical Specification 3.0.3 Due to
Transient Grid Voltage.
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I PERSONS CONTACTED

I. I Arizona Public Service Com an

J. Bailey, Vice President, Nuclear Engineering
*S. Burns, Department Leader, Design Engineering
*W. Chapin, Department Leader, Hechanical Maintenance
*P. Crawley, Director, Nuclear Fuels Management
*B. Dayyo, Senior Representative, Strategic Communications
*D. Fan, Section Leader, System Engineering
*R. Fullmer, Department Leader, Nuclear Assurance
*B. Grabo, Section Leader Compliance, Nuclear Regulatory Affairs
*R. Hazelwood, Engineer, Nuclear Regulatory Affairs

L. Houghtby, Director, Security
H. Hypes, Section Leader, Electrical Maintenance Engineering

*W. Ide, Director, Operations
"A. Krainik, Department Leader, Nuclear Regulatory Affairs
*J. Levine, Vice-President, Nuclear Production
*R. Lucero, Department Leader, Electrical Maintenance
*D. Hauldin, Director, Haintenance
*R. Hyrick, Department Leader, Instrumentation and Controls Maintenance
*G. Overbeck, Vice President, Nuclear Support
*C. Seaman, Director, Nuclear Assurance
*R. Stroud, Regulatory Consultant, Nuclear Regulatory Affairs
J. Taylor, Unit I Operations Department Leader
H. Windsor, Section Leader, Mechanical Maintenance Engineering

1.2 NRC Personnel

*R. Huey, Chief; Region IV Reactor Projects Branch F
*K. Johnston, Senior Resident Inspector
*D. Garcia, Resident Inspector
*J. Kramer, Resident Inspector

1.3 Others

*F. Gowers, Site Representative, El Paso Electric
*R. Henry, Site Representative, Salt River Project

*Denotes those present at the exit interview meeting held on September 22,
1995.

The inspector also held discussions with and observed the actions of other
members of the licensee's staff during the course of the inspection.

2 EXIT MEETING

An exit meeting was conducted on September 22, 1995. During this meeting, the
inspectors summarized the scope and findings of the report. The licensee
acknowledged the inspection findings documented in this report. The licensee
did not identify as proprietary any information provided to, or reviewed by,
the inspectors.
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LIST OF ACRONYHS

CRDR
EER
GFR
IS,C
LER
PDR

Condition Report/Disposition Request
Engineering Evaluation Report
Ground Fault Relay
Instrumentation and Controls
Licensee Event Report
Public Document Room


