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EXECUTIVE SUMMARY

D. C. Cook Units 1 and 2
NRC Inspection Report No. 50-315/97012; 50-316/97012

This inspection included aspects of licensee operations, maintenance, engineering, and plant
support. The report covers an 8-week period of resident inspection and includes the follow-up to
issues identified during previous Inspection Reports.

~Oerattone

~ The licensee has successfully initiated change to the nuclear organization to shift to a
more operations centered focus which has resulted in improvement in prioritization of
maintenance activities factoring operational consideration into the decision making
process. Section 01.2

~ The licensee complied with Technical Specifications during maintenance on containment
isolation valve 2-DCR-204, but the valve was not declared inoperable. After the
inspectors discussed their concerns about the valve with the operators, the Unit
Supervisor declared the valve inoperable in order to avoid a misunderstanding which
could result in the valve being improperly restored to service. Section 01.3

Maintenance

Through observation of the planning, troubleshooting, and preparation for the change out
of a solenoid valve on the air supply to a letdown isolation valve inside containment, the
inspectors determined that the work activity was well planned and implemented.
Section M1.2

The licensee was initiallyslow to evaluate the problems with the Unit 1 steam generator
level channel deviations. However, once it was recognized that operability was
questionable, licensee personnel eventually performed a complete and thorough
evaluation. Section M1.3

Enrntneerinq

~ Engineering personnel were slow to initiate a condition report for steam generator level
channel deviations. However, engineering personnel were thorough in their evaluation of
the causes for the steam generator level deviations. Section E2.1

Plant Su ort

Thorough AL'ARAplanning and work preparations contributed to the successful
restoration of operability for a letdown orifice block isolation valve. Section R1.1

The inspectors concluded that the licensee's program for sampling and storing
emergency diesel generator fuel oil was in compliance with Technical Specifications,
regulatory guides, and industry testing criteria. Section R3.1
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Re ort Details

Summa of Plant Status

Unit 1 and Unit 2 remained at 100 percent during the entire inspection period.

I. 0 erations

01 Conduct of Operations

01.1 General Comments 71707

Using Inspection Procedure 71707, the inspectors conducted frequent reviews of ongoing
plant operations. The conduct of inspector observed operational activities was generally
good. Specific events and noteworthy observations are detailed in the sections below.

01.2 Qparado~ntarerLEocusJBatbJJnitsl

a. Ins ection Sco e 71707

The inspectors observed the performance of various plant departments in order to
determine the results of the licensee's efforts to restore a site wide operations centered
focus.

b. Observations and Findin s

In previous inspection periods since the fall of 1995, the inspectors had observed
instances where equipment was not repaired or issues were not resolved in a manner
which was reflective of an operations centered organization. The licensee had also made
similar observations and had initiated corrective actions to refocus plant organizations
towards improving their support of plant operations. NRC Inspection Report
No. 50-315/97009; 50-316/97009, Operational Safety Team Inspection, also evaluated
the operations centered focus of D. C. Cook (Section 01.5).

The inspectors observed that the focus of the licensee's organization has shifted more
towards an operations centered approach. For example:

Letdown isolation valve 1-QRV-160 was determined to be inoperable and
incapable of being closed (additional discussion on this subject is in
Section M1.2). Even though safety evaluations determined that there were no
safety or Technical Specification concerns with the inoperable valve, it was
promptly scheduled for repair. The prompt repair was due to the desire to avoid
operational problems resulting from a letdown isolation.

On August 13, 1997, a thunderstorm moved through the area. Later that day a
utilitycrew identified lightning damage to a transmission line near the plant. The
damaged line was removed from service for immediate repair. In order to protect
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the line workers, one of the two Unit 2 main generator output breakers was
removed from service. This increased the risk of a generator trip. The next day
engineering personnel suggested modifications to the breaker lineup that would
allow the restoration of the output breaker but still allow for worker protection.

Improvement has been noted in focusing the organization towards operations. However,
the licensee has indicated that additional enhancement is needed. Additional discussion
concerning the licensee's improvements in this area are contained in Inspection Report
No. 50-315/97009; 50-316/97009, Section 01.5.

c. Conclusions

The licensee has successfully initiated change to the nuclear organization to shift to a
more operations centered focus. Additional change needs to be implemented but some
improvement has already been noted.

01.3 Containment Isolation Valve Technical S ecification TS Clarification Unit 2

a. Ins ection Sco e 71707

During a routine review of control room logs, the inspectors questioned the operators
about the status of an inoperable containment isolation valve. The inspectors questioned
the licensee's administrative treatment of the valve and reviewed the following additional
documents:

TS 3.6.3.1, Containment Isolation Valves

o TS Clarification 53, dated June 6, 1991

~ Condition Report (CR) 97-2047

b. Observations and Findin s

On June 22, 1997, the inspectors observed that Unit 2 containment isolation valve
2-DCR-204 was out-of-service for maintenance. The air operated valve had been closed
to replace one of its Automatic Switch Company (ASCO) solenoid valves. The ability of
2-DCR-204 to close was not in question and, with air removed, the valve was in its failed
closed position. However, the inspectors noted that the valve had not been declared
inoperable.

In response to the inspectors'perability question, the Unit Supervisor referenced TS
Clarification 53, which stated, in part:

"Ifan automatic isolation valve has been declared inoperable for reasons which
cast no doubt on the certainty of its being fullyclosed, then it may be de-energized
and compliance with the subject action statements is assured."

After the ASCO solenoid valve was replaced the licensee planned to close another valve,
re-energize 2-DCR-204 and then stroke test 2-DCR-204. This would be in compliance
with the TS and with TS clarification 53; however, the inspectors were concerned that



since 2-DCR-204 was not listed as a piece of inoperable equipment, a communications
error could result in 2-DCR-204 being stroked open without first being tested.

The Unit Supervisor agreed that misunderstandings could occur and that 2-DCR-204

should be declared inoperable. The Unit Supervisor declared 2- DCR-204 inoperable

(until testing was successfully completed) and wrote CR 97-2047.

c. Conclusions

The licensee complied with Technical Specifications during maintenance on containment
isolation valve 2-DCR-204, but the valve was not declared inoperable. After the

inspectors discussed their concerns about the valve with the operators, the Unit
Supervisor declared the valve inoperable in order to avoid 'a misunderstanding which
could result in the valve being improperly restored to service.

08 Miscellaneous Operations Issues

08.1 Closed Licensee Event Re ort 50-316/96002-00: Reactor trip on low feedwater flow
coincident with low steam generator level due to failure of the feedwater differential
pressure controller. On March 17, 1996, the Unit 1 reactor tripped as a result of low
feedwater flow coincident with low steam generator level in the number 4 steam
generator. The loss of feed flowwas due to a failure of the main feed pump differential
pressure controller, a Taylor Mod 30 controller, most likely due to electrostatic discharge.
Inspection Report 97004 discussed additional problems resulting from the electrostatic
discharge sensitivity of Taylor Mod 30 controllers. Violation 50-316/97004-02a (DRP)
was issued concerning the inadequate corrective actions to prevent recurring failure of
Taylor Mod 30 controllers due to electrostatic discharge. The corrective actions for the

LER will be tracked with the actions taken by the licensee in response to the violation;
therefore, this LER is closed.

II. Maintenance

M1 Conduct of Maintenance

M1.1 General Comments

a. Ins ection Sco e 62707 and 61726

Portions of the following maintenance job orders, action requests, and surveillance
activities were observed or reviewed by the inspectors:

~ 01-OHP 4030.STP.017E East Motor Driven AuxiliaryFeedwater System
[Operations Head Test, Revision 7

Procedure] [Surveillance
Test Procedure]

~ C40909 1 East Motor Driven Auxiliary Feedwater Pump
repair inboard and outboard oil leaks
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e C39208 1-1C6 Repair Contact High Resistance on 4 kV
normal feed to bus 1C supply breaker

~ **02-OHP 4030.SQP.051N Unit 2 North Safety Injection Pump Operability Test,
Revision 6

0 A01 43509 Investigate why 1-BLP-130 is reading 6 percent
higher than 1-BLP-131, dated June 8, 1997

~ A0142196

e C0041172

o C0041409

b. Observations and Findin s

Investigate why 1-BLP-130, ¹13 S/G narrow range
level instrument reads high, dated May 19, 1997

Calibrate 1-BLP-130, Repair transmitter as needed

Calibrate 1-BLP-130, Repair transmitter as needed

The inspectors noted that the work was generally of good quality with procedures being
utilized and workers following the appropriate safety precautions.

M1.2 Maintenance on Letdown Orifice Isolation Valve Unit 1

Ins ection Sco e 62707

While attempting to stroke Unit 1 letdown isolation valve 1-QRV-160 the licensee
determined that the valve would not close. The inspectors followed the licensee's repair
activities and reviewed their safety evaluation. Documentation reviewed included:

~ **01-OHP SP.162, Revision 0 CVCS Letdown and Charging System
Operation to Support 1-QRV-160 Control
Solenoid Valve Repair Activities

b. Observations and Findin s

Letdown orifice isolation valve 1-QRV-160 is the block valve for the 45 gpm letdown
orifice. QRV-160 is not a containment isolation valve but it would receive a close signal
on a phase A containment isolation signal to ensure that the letdown orifice block valves
were shut prior to re-establishing letdown flow. If QRV-160 failed to'close upon a letdown
isolation, then a pressure relief valve (1-SV-51) downstream of the three oriTices could
reach its set pressure and relieve to the pressurizer relief tank (PRT). Lacking operator
action, this would result in a loss of pressurizer level to the PRT until the pressurizer low
level setpoint was reached. At the low level setpoint, other isolation valves
(1-QRV-111/112) would close stopping the loss of inventory.

From the analysis of the available data, the licensee believed that a solenoid valve
(1-XSO-160) in the air supply to the actuator for QRV-160 was not functioning properly
and prevented QRV-160 from closing. Repair plans were immediately initiated.



On August 1, 1997, repairs were performed. Repair personnel entered the letdown heat
exchanger room and identified that, as expected, the solenoid valve was inoperable. The
installed solenoid was identical to the replacement solenoid, allowing the least
complicated repair to be made. The solenoid core was removed and replaced with a new
core. Due to thorough planning, the work involving only a simple core replacement, and
lower than expected dose rates, the job was completed significantly below the budgeted
dose (1.291R budgeted versus 56.1 mR expended). The isolation valve was returned to
service following appropriate post maintenance testing activities.

c. Conclusions

Through observation of the planning, troubleshooting, and preparation for the change out
of a solenoid valve on the air supply to a letdown isolation valve inside containment, the
inspectors determined that the work activity was well planned and implemented.

M1.3 Steam Generator Level Indication Process Measurin Inaccuracies Unit 1

Ins ection Sco e 62707

During routine control room inspection activities, the inspectors observed that steam
generator (S/G) number 3 level indicator 1-BLP-130 had been declared inoperable.
Routine inspection activities were performed to follow the licensee's root cause
determination and corrective actions. Documentation reviewed included:

o CR 97-2048 Notification limit exceed in June, 1997, yet no work
performed until July, 1997

e A0143509 Investigate why 1-BLP-130 is reading 6 percent
higher than 1-BLP-131, dated June 8, 1997

~ A0142196 Investigate why 1-BLP-130, ¹13 S/G narrow range
level instrument reads high, dated May 19, 1997

4,

C0041 172

C0041409

""01-OHP 4030.STP.030

Calibrate 1-BLP-130, Repair transmitter as needed

Calibrate 1-BLP-130, Repair transmitter as needed

Daily and Shift Surveillance Checks, Revision 25,
data reviewed was from May 1, 1997 through
July 19, 1997.

b.

~ 01-OHP 4030.STP.031

Observations and Findin s

Operation Weekly Surveillance Checks, Revision 8

On Tuesday, July 15, 1997, the inspectors began a routine follow up to the licensee's
removal of S/G number 3 narrow range water level instrument 1-BLP-130 from service.
1-BLP-130 had been removed from service on Friday, July 11, 1997, but due to concerns
with its operability, it had not been restored to service.



~ Each of the four S/Gs has three narrow range level indications which also perform a
protection function. There is also a fourth channel with wide range indication only. Three
times per day the operators compared the three channels and recorded their readings. If
the three channels differ from each other by a sufficient amount (6 percent) then it could

. have indicated a problem and the operators were directed to write an action request (AR)
Typically the difference between the highest reading channel on S/G number 3 (1-BLP-
130) and the lowest reading channel (1-BLP-131) would vary between 4 and 5 percent.

The inspectors determined that on the following dates the 6 percent notification limitwas
equaled or exceeded. In addition, the inspectors verified that an action request was
either written or that the operator had checked that one was written.

May 19, 20, and 21, 1997

~ June 8, 1997

~ July 10 and 11, 1997

The AR written on May 19, 1997, did not identify any cause for the apparent discrepancy
due to the 6 percent difference no longer existing when the AR was dispositioned. The
difference had drifted back to between 4 and 5 percent. So the AR was closed out. On
June 8, 1997, the difference was again 6 percent and another AR was written. This AR
was worked on July 11, 1997. In between the dates noted above and after July 11, 1997,
the difference drifted back to.vary between 4 and 5 percent.

During the work performed on July 11, 1997, 1-BLP-130 was declared inoperable and its
protection channel was placed in the trip condition. Subsequently a cause for the
6 percent error could not be determined so the licensee conservatively left the channel in
the tripped condition. Channel 1-BLP-130 was restored to operable status on July 22,
1997, after, it was determined that the cause of the error was due to process measuring
errors and was not a function of the circuitry. The licensee determined that 1-BLP-130
was not reading high but that process measuring errors were affecting 1-BLP-131 in the
low direction.

As discussed in additional detail in Section E2.1 below, licensee and the NSSS vendor
personnel (Westinghouse) re-examined a 1992 concern with process measuring
accuracies (PMA). One of the PMA concerns was with conservative errors introduced
due to the velocity effect of the feedwater. The licensee and vendor personnel
determined that 1-BLP-130 was reading accurately and that 1-BLP-131 was in error.

If an actual feedwater transient were to occur and level were to drop, 1-BLP-131 would
trip "early" and thus the error on this channel was conservative. The licensee determined
that the reason the typical 4 to 5 percent difference had increased 6 percent was that
1-BLP-131 was subject to slight instrument drift and therefore neede'd to have a routine
calibration check performed. This calibration check was scheduled to be performed the
following month.

Although the licensee determined that 1-BLP-130 was not inoperable, the inspectors had
the following concerns:





TS 3.3.1.1 required that if 1-BLP-130 was inoperable that it should be placed in
the tripped condition within one hour. Yet the AR written on June 8, 1997, was
given a routine priority (pri 30). This caused it to not be worked until July 11, „

1997.

The licensee's initial focus was on finding a steam generator level discrepancy.
Based on questioning by the inspectors, it appeared that operability was not
considered until significant effort had been spent trying to determine a cause for
the calibration error.

c. Conclusions

While initiallyslow to evaluate the problems with the Unit 1 steam generator level channel
deviations, licensee personnel eventually performed a complete and thorough evaluation.
The licensee did not question the operability of the steam generator level channel until
significant effort was expended to prove that the channel was operable. The inspectors
determined that the channel problem was given a lower priority in the work control system
than that appropriate for a component with a Technical Specification one hour Limiting
Condition for Operation (LCO).

M8 Miscellaneous Maintenance Issues

IvI8.1 Closed Ins ection Follow-u Item 50-315/94024-02 50-316/94024-02: Review of future
core inspections to assess effectiveness of the licensee actions to prevent foreign
material intrusion in the core. Recent violations concerning foreign material in the new
fuel storage vault and the reactor coolant system were cited in Inspection Reports 97002
(VIO 50-315/97002-03b; 50-316/97002-03b) and 97004 (VIO 50-315/97004-02b;
50-315/97004-02b)

~ respectively. These findings indicated that the licensee's actions to
prevent foreign material intrusion were not effective. The issue of foreign material
intrusion into the core will be tracked under the violations listed above; therefore, this
separate Inspection Follow-up Item is closed.

E1 Conduct of Engineering

During the resident inspection activities, routine observations were conducted in the
areas of engineering using Inspection Procedure 37551. Engineering personnel were
observed to promptly respond to plant issues, to perform detailed evaluations, and on one
occasion to be slow in initiating a condition report.

E2 Engineering Support of Facilities and Equipment

E2.1 Steam Generator Level Indication Process Measurin Inaccuracies Unit 1

a. Ins ection Sco e 37551 and62707

During routine control room inspection activities the inspectors observed that steam
generator (S/G) number 3 level indicator 1-BLP-130 had been declared inoperable.
Routine inspection activities were performed to follow the licensee's root cause





determination and corrective actions. The maintenance aspects of this issue are
discussed in Section M1.3; the focus of this Section is on the engineering efforts in
resolving the issue.

ENTDM 97-089 Engineering Memo on the Operability of 1-BLP-130
[Engineering Technical
Direction Memo)

AEP-92-108
[American Electric Power]

e CR 97-2051
"I

Letter from Westinghouse Electric Corporation to
AEP concerning process measuring accuracy
(PMA)

Condition Report not written in a timely fashion
concerning 1-BLP-130

b. Observations and Findin s

On July 15, 1997, the inspectors began a routine follow up to the licensee's removal of
S/G number 3 narrow range water level instrument, 1-BLP-130, from service. This
instrument had been removed from service on July 11, 1997, but due to operability
concerns, it had not been restored to service.

Engineering personnel, assisted by the nuclear steam supply system vendor
(Westinghouse), re-evaluated a 1992 concern with process measuring accuracies
because of conservative errors introduced due to the velocity effect of the feedwater.
The tap for 1-BLP-131 was located in a region of higher feedwater flow compared to the
taps for the two other narrow range instruments, 1-BLP-130 and 1-BLP-132. The velocity
effect of the feedwater flow made 1-BLP-131 read lower than actual level. Because 1-
BLP-131 was the only channel with an input signaI to the level control system, actual
steam generator water level was maintained higher. The levels indicated by 1-BLP-130
and 1-BLP-132 were close to the actual water level in the S/G.

Engineering personnel reviewed as built drawings, looked at startup and shutdown data,
and developed data to support the conclusion that the velocity effects were both
conservative and reflected in the channel deviation. The startup and shutdown data was
evaluated since at low power levels feedwater flow was small and would not be a large
factor in the levels shown by 1-BLP-131. Engineering personnel determined that the
velocity effect was present during startup and shutdown, and the data supported the
conclusions. The NRC inspectors reviewed the data and agreed with the licensee's
conclusions.

Over the weekend of July,11, 12, and 13, 1997, engineering personnel recognized that
more than a question of proper calibration existed on 1-BLP-130, yet a condition report
was not written until July 21, 1997. The licensee identified this slow initiation of a
condition report and wrote a condition report to document the problem.

Conclusions

While considerable effort was being expended to resolve the steam generator level
channel deviations, engineering personnel were slow in initiating a condition report.
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Engineering personnel were thorough in their evaluation of the causes for the steam
generator level deviations.

R1 Radiological Protection and Chemistry Controls (71750)
I

R1.1 Maintenance on Letdown Orifice Isolation Valve Unit 1

a. Ins ection Sco e 71750

While attempting to stroke Unit 1 letdown isolation valve 1-QRV-160 the licensee
determined that the valve would not close. The inspectors evaluated the licensee's as
low as reasonably achievable (ALARA)process in connection with the repair of the valve.
The maintenance aspects of the repair of 1-QRV-160 are discussed in Section M1.2.
Documentation reviewed included:

~ ALARASubcommittee Meeting S-97-52 Remove and Replace 1-XSO-160
and Test 1-QRV-160

b. Observations and Findin s

The purpose of valve 1-QRV-160, and the need for a repair of one of its solenoid valves
are discussed in Section M1.2. The solenoid valve was located inside containment in a
high radiation field inside the letdown heat exchanger room. Dose rates were expected in
the range of 500- 1000 mR/hr due to nitrogen N-16 gamma radiation. Extensive
preparations were made in an effort to ensure that the dose to the repair personnel was
as low as reasonably achievable. NRC regional radiation protection specialists reviewed
the ALARAplan, interviewed license personnel and assisted the inspectors in the review
of the repair plan. The inspectors determined that the licensee had made significant
efforts to reduce the dose to the personnel involved.

To reduce radiation dose to the repair technicians, the licensee isolated letdown flow to
eliminate the contribution of the N-16 gamma radiation. The isolation of letdown flow at
power required careful coordination of control room operators with the repair personnel.
Contingency actions were developed for evacuating the repair site if the restoration of
letdown or excess letdown flow was needed prior to completion of the repair work.

On August 1, 1997, repairs were initiated. Due to thorough planning, the work involving a
simple solenoid valve core replacement, and lower than expected dose rates, the job
was completed significantly below the budgeted dose (1.291 R budgeted versus 56.1 mR
expended).

Conclusions

Utilizing thorough ALARAplanning and work preparations, the licensee successfully
restored the operability of a letdown orifice block isolation valve within time constraints
and under the dose budget.
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R3 . Radiological Protection and Chemistry Procedures and Documentation

R3.1 ~ Emer enc Diesel Fuel Oil Anal sis Pro ram

Ins ection Sco e 71750

The inspectors reviewed the licensee's program for emergency diesel generator fuel oil

receipt and periodic sampling. During the inspection, the following documents were
reviewed:

~ Unit 1(2) Technical Specification 4.8.1.1.2 and Bases

Updated Final Safety Analysis Report, Section 8.3, "Emergency Power System"

12 THP 6020 CHM.307
[Technical Physical
Science Head Procedure]

12 THP 6020 ADM.010

12 THP 6020 ANA.002

12 THP 6020 ANA.005

12 THP 6020 ANA.009

QAP 7.1
[Quality Assurance
Procedure]

83000-STG-7200-02
[Sub-Tier General
Procedure)

22700-LTG-3700-01
[Lower-Tier General
Procedure]

ASTM D975-81
[American Society for
Testing and Materials]

ASTM D2276-83

ASTM D2622-82

~ ASTM D4057-81

Emergency Diesel Fuel Oil, Revision 4, August 28,
1996

Analytical Results, Revision 1, June 16, 1997

Specific Gravity, Revision 0, April 10, 1995

Total Dissolved Solids, Revision 0, June 2, 1997

Clear and Bright, Revision 0, April 13, 1995

Supplier Review, Revision 5, March 7, 1997

Audits, Revision 0, April 23, 1997

Control of Purchased items and Services,
Revision 0, November 9, 1995

Standard Specification for Diesel Fuel Oils

Particulate Contaminant in Aviation Turbine Fuels

Sulfur in Petroleum Products (X-ray Spectrographic
Method)

Manual Sampling of Petroleum and Petroleum
Products
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o ASTM D4176-82 Free Water and Particulate Contamination in
Distillate Fuels (Clear and Bright Pass/Fail
Procedures)

o Regulatory Guide 1.137 Fuel-Oil Systems for Standby Diesel Generators

b. Observations and Findin s

The inspectors verified that the licensee's sampling frequency and procedures were in
accordance with Technical Specification requirements. Additionally, the inspectors
compared the sample analysis procedures with the American Society for Testing and
Materials (ASTM) methods required by Technical Specifications. No discrepancies were
identified. Finally, the inspectors determined that the offsite lab used for fuel oil sample
analysis also used the appropriate ASTM methods for testing. The offsite, lab was
currently on the licensee's Qualified Suppliers List and had been recently audited as
acceptable to provide safety related testing and analysis of fuel oil, greases, and
petroleum based lubricants. A review of the most recent emergency diesel generat'uel
oil receipt sample results showed no discrepancies.

c. Conclusions

The inspectors concluded that the licensee's program for sampling and storing
emergency diesel generator fuel oil was in compliance with Technical Specifications,
regulatory guides, and industry testing criteria.

S1 Conduct of Security and Safeguards Activities (71750)

During normal resident inspection activities, routine observations were conducted in the
areas of security and safeguards activities using Inspection Procedure 71750. No
discrepancies were noted.

F1 Control of Fire Protection Activities (71750)

During normal resident inspection activities, routine observations were conducted in the
area of fire protection activities using Inspection Procedure 71750. No discrepancies
were noted.

X1 Exit Meeting

The inspectors presented the inspection results to members of licensee management at
the conclusion of the inspection period. In response to the inspectors comments the
licensee gave the following additional information:

~ Concerning Section 01.2 regarding the operations oriented focus, licensee
management stated that some plant personnel still didn't understand that an
operations oriented focus involved more than those personnel in the operations
department. Licensee management stated that they would continue their efforts
to have plant personnel understand the operations oriented focus.



Concerning Section 01.3 re'garding the containment isolation valve Technical
Specification clarification, licensee management stated that in response to the
inspectors observations management was also concerned that by not declaring'he valve inoperable as part of the work control process, the licensee could be
creating a situation in which the containment isolation valve would not be tested
prior to being placed back in service. This created an additional chance that the"
operators may miss this testing requirement when a system was returned to
service. The planning department had been requested to alter their work
documents to ensure that during similar work activities, equipment out-of-service
tags would be hung and that the equipment would be declared inoperable.

Concerning Section M8.1 regarding the foreign material exclusion problems,
licensee management stated that they were going to perform additional training
and audits in order to further improve in this area.

PARTIALLIST OF PERSONS CONTACTED

Licensee

¹M. Ackerman, Licensing Supervisor
¹T. Andert, Chemistry
¹K. Baker, Manager Production Engineering
¹A. Blind, Site Vice President
¹J. Boesch, Maintenance Manager
¹M. Depuydt, Licensing Coordinator
¹S. Farlow, Supervisor I&C Engineering
¹M. Finissi, Supervisor Electrical Systems
¹R. Gillespie, Superintendent of Operations
¹M. Green-Donner, Plant Protection
¹D. Hafer, Manager Engineering
¹R. Heathcote, Operations
¹D. Noble, Radiation Protection Superintendent
¹T. Quaka, Project Management & Inst. Services
¹J. Sampson, Plant Manager
¹P. Schoepf, Engineering Support Manager
¹J. Stubblefield, Scheduling Supervisor
¹G. Tollas, Assistant Superintendent of Operations
¹L. VanGinhoven, Materials Management
¹A. Verteramo, Nuclear Engineering
¹S. Wolf, Plant Performance Assurance

¹Denotes those present at the August 22, 1997 exit meeting.





INSPECTION PROCEDURES USED

IP 37551
IP 61726
IP 62703
IP 71707
IP 71750

On-site Engineering
Sur veillance Observations
Maintenance Observation
Plant Operations
Plant Support Activities

ITEMS OPENED and CLOSED

~Oened

None

Closed

50-316/96002

50-315/94024-02
50-316/94024-02

LER Reactor trip on low feedwater flow coincident with low
steam generator level due to failure of the feedwater
differential pressure controller.

IFI Review of future core inspections to assess effectiveness
of the licensee actions to prevent foreign material intrusion
in the core.

~Udated

None.
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LIST OF ACRONYMS

AEP .—

ALARA
AR
ASTM
CR
CVCS
DRP
ECCS
ENTDM
IFI
IP
LCO
LER
LTG
N
NSSS
PDR
PMA
PRT
QAP
R
STG
STP
S/G
THP
TS
US
VIO

American Electric Power
As Low As'Reasonably Achievable
Action Request
American Society for Testing and Materials
Condition Report
Chemical and Volume Control System
Division of Reactor Projects
Emergency Core Cooling System
Engineering Technical Direction Memo
Inspection Follow-up Item
Inspection Procedure
Limiting Condition for Operation
Licensee Event Report
Lower-Tier General Procedure
Nitrogen
Nuclear Steam Supply System
Public Document Room
Process Measuring Accuracies
Pressurizer Relief Tank
Quality Assurance Procedure
Roentgen
Sub-Tier General Procedure
Surveillance Test Procedure
Steam Generator
Technical Physical Science Head Procedure
Technical Specification
Unit Supervisor
Violation
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