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SUMMARY

Scope:
r

This routine inspection was conducted by two resident inspectors in, the areas
of plant operations, radiological controls, security, fire protection,
surveillance observation, maintenance observation, design changes and
modifications, safety systems walkdown, review of LERS, visit to alternate
emergency operating facility, review of safety evaluations, refueling
activities, outage activities, plant startup from refueling, followup of onsite
events, and licensee action on previous inspection items. Numerous facility
tours were conducted and facility operations observed. Some of these tours and
observations were conducted on backshifts.

Results:

One violation was identified: Failure to properly establish/implement plant
procedures as required by TS 6.8. l.a (paragraphs 2.c, 4, and 5).
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Technical support involvement in a maintenance activity was considered to be

weak (paragraph 4). Nanagement's conservative decision to perform a 100

percent eddy current inspection of the steam generator tubes was considered to
be a strength (paragraph ll). Control of activities during plant heatup and

cooldown were less than adequate (paragraph 13).
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REPORT DETAILS

Persons Contacted

Licensee Employees

*J. Collins, Manager - Operations
C. Gibson, Manager - Programs and Procedures

*C. Hinnant, General Manager - Harris Plant
D. NcCarthy, Manager - Site Engineering

*B. Meyer, Manager - Environmental and Radiation Monitoring
"R. Morgan, Manager - Project Assessment HNP
*T. Morton, Manager - Maintenance
*J. Nevill, Manager - Technical Support
*C. Olexik, Manager - Regulatory Compliance

R. Richey, Vice President - Harris Nuclear Project
*F. Strehle, Manager - gA Engineering
H."Smith, Manager - Radwaste Operation
E. Willett, Manager - Outages and Modifications

Other. licensee employees contacted included office, operations,
engineering, maintenance, chemistry/radiation and corporate personnel.

*Attended exit interview

Acronyms and initialisms used throughout this report are listed in the
last paragraph.

Review of Plant Operations (71707)

The plant began this inspection period in the defueled condition. At 1:33
p.m. on April 25, 1991, core reload was commenced and the refueling
condition (Mode 6) entered. On Nay 3 the reactor vessel head bolts were
tightened and the cold shutdown (Mode 5) condition entered. A plant
heatup was performed and the hot standby (Mode 3) condition was reached at
3:35 p.m. on May 14. Due to the development of a packing leak on a block
valve for a pressurizer power operated relief valve, plant cooldown was
recommenced on May 15 and the plant .was placed back into Mode 5 at 4:12
a.m. on May 16. The plant remained in the cold shutdown condition for the
duration of this inspection period.

a. Shift Logs and Faci 1 i ty Records

The inspector reviewed records and discussed various entries with
operations personnel to verify compliance with the Technical
Specifications (TS) and the licensee's administrative procedures.





The following records were reviewed: Shift Supervisor's Log; Outage
Shift Manager's Log; Control Operator's Log; Night Order Book;
Equipment Inoperable Record; Active Clearance Log; Jumper and Mire
Removal Log; Temporary Modification Log; Chemistry Daily Reports;
Shift Turnover Checklist; and selected Radwaste Logs. 'n addition,
the inspector independently verified clearance order tagouts.

No .violations or deviations were identified.

b. Faci,lity Tours and Observations

Throughout .the inspection period, facility tours were conducted to
observe operations, surveillance, and maintenance activities in
progress. Some of these observations were conducted during
backshifts. Also, during this inspection period, licensee meetings
were attended by the inspectors to observe planning and management
activities. The facility tours and observations encompassed the
following areas: security perimeter fence; control room; emergency
diesel generator building; reactor auxiliary building; reactor
containment building; waste processing building; turbine building;
fuel handling building; emergency service water building; battery
rooms; electrical switchgear rooms; and the technical support center.

During these tours, the following observations were made:

(I) Monitoring Instrumentation - Equipment operating status, area
atmospheric and liquid radiation monitors, electrical system
lineup, reactor operating parameters, and auxiliary equipment
operating parameters were observed to verify that indicated
parameters were in accordance with the TS for the current
operational mode.

(2) Shift Staffing - The inspectors verified that operating shift
staffing was in accordance with TS requirements and that control
room operations were being conducted in an orderly and
professional manner. In addition, the inspector observed shift
turnovers on various occasions to verify the continuity of plant
status, operational problems, and other pertinent plant
information during these turnovers.

(3) Plant Housekeeping Conditions - Storage of material and
components, and cleanliness conditions of various areas
throughout the facility "were observed to determine whether
safety and/or fire hazards existed.

(4) Radiological Protection Program - Radiation protection control
activities were observed routinely to verify that these
activities were in conformance with the facility policies and



procedures, and in compliance with regulatory requirements. The
inspectors also reviewed selected radiation work permits to
verify that controls were adequate.

(5) Security Control - In the course of monthly activities, the
inspector included a review of the licensee's physical security
program. The performance of various shifts of the security
force was observed in the conduct of daily activities which
included: protected and vital area access controls; searching
of personnel, packages, and vehicles; badge issuance and
retrieval; escorting of visitors; patrols; and compensatory
posts. In addition, the inspector observed the operational
status of closed circuit television monitors, the intrusion
detection system in the central and secondary alarm stations,
protected area lighting, protected and vital area barrier
integrity, and the security organization interface with
operations and maintenance.

(6) Fire Protection - Fire protection activities, staffing and
equipment were observed to verify that fire brigade staffing was
appropriate and that fire alarms, extinguishing equipment,
actuating controls, fire fighting equipment, emergency
equipment, and fire barriers were operable.

No violations or deviations were identified.

Review of Nonconformance Reports

Adverse Condition Reports (ACRs) were reviewed to verify the
following: TS were complied with, corrective actions as identified
in the reports were accomplished or being pursued for completion,
generic items were identified and reported, and items were reported
as required by the TS.

'CR 91-216 identified that instrument process tubing had not been
reconnected following the calibration of a "8" emergency diesel
generator differential pressure switch. On April 27, 1991, pressure
switch PDS-01DG-2465B2V was calibrated in accordance with procedure
MST-I-0494, Diesel Generator 1B-SB Fuel Oil Instruments Calibration.
Step 7.6.9 of this procedure requires that the process tubing be
reconnected to the switch following calibration and that this action
be independently verified. This step had been signed off as complete
by the technician and verifier on April 27. When the emergency
diesel generator was barred over in preparation for an operability
test on April 29, a fuel oil spill occurred due to one of the process
lines for switch .PDS-01DG-2465B2V not being connected. The licensee's
preliminary investigation of this event uncovered that the process
line had never been reconnected by the craft and attributed the cause



to be personnel error. The procedure step was inadvertently signed
as completed while signing numerous steps for other instrumentation
which had also been calibrated. Failure to properly implement
procedure, MST-I-0494 is contrary to the requirements of TS 6.8.l.a
and is considered to be a violation.

Violation (400/91-09-01): Failure to properly establish/implement
plant procedures as required by TS 6.8.1.a.

3. Surveillance Observation (61726)

Surveillance tests were observed to .verify that approved procedures were
being used; qualified personnel were conducting the tests; tests were
adequate to verify equipment operability; calibrated "equipment was
utilized; and TS requirements were followed.

The following tests were observed and/or data reviewed:

EST-207 Containment Spray System Nozzle Flow Test

EST-212 Type C Local Leak Rate Tests

OST-1017 Pressurizer PORV Block Valve Full Stroke Test

OST-1091 Containment Closure Test Weekly Interval During Core
'Alterations and Movement of Irradiated Fuel Inside
Containment

OST-1805 Pressurizer PORV Operability 18 Month Interval

OST-1817 Refueling Machine (Manipulator. Crane) Operability

OST-1818 Auxiliary Hoist Operability

MST-I0169 Nuclear Instrumentation System Source Range N31
Operational Test

MST-I0170 Nuclear Instrumentation System Source Range N32
Operational Test

MST-I0496 Diesel Generator 1B-SB Engine Vibration Trip Switch Test

While observing local leak rate testing for penetration M-7, Normal
Letdown Line, on April 22, 1991, the„inspector noticed technicians wiping
up the area around an adjacent floor drain. Test personnel informed the
inspector that contaminated liquid from the penetration had flowed into
the tubing for the local leak rate monitor. The leak rate monitor was
also connected to the service air header as an air supply source. Although
no liquid flowed into the service air system, the inspector'oticed that a
back flow preventer had not been installed to physically prevent this



occurrence. The licensee had recently revised procedure ISI-114, General
Use of Local Leak Rate Testing Equipment, to add a requirement to use
check valves whe'n a "clean" system was connected to a radioactive system.
This action was in response to 'a previous violation which occurred on

April 16, 1991 (Violation 400/91-06-02). When informed of this matter,
management personnel suspended local leak rate testing until appropriate
procedure controls could be implemented.

Failure to install a back flow preventer between the service air system
and the letdown system is contrary to the requirements of procedure
ISI-114 and is considered to be a violation. Since the licensee has not
had sufficient time to respond to the previous violation, this violation
will not be cited, but instead be considered to be another example'f
Violation 400/91-06-02.

4. Maintenance Observation (62703)

The inspector observed/reviewed maintenance activities to verify that
correct equipment clearances were in effect; work requests and fire
prevention work permits, as required, were issued and being followed;
quality control personnel were available for inspection activities as

required; and, TS requirements were being followed.

Maintenance was observed and work packages were reviewed for the following
maintenance activities:

Testirig of new manipulator crane upgrades in accordance with
procedure PIC-I407, Refueling Machine (Manipulator) Loadcell and
Limiting Circuit Calibration.

Replacement of emergency diesel generator vibration switch and retest
in accordance with procedure NST-I0496.

Replace motor for the "B" auxiliary feedwater pump in accordance with
procedures CM-M0039, Ingersoll-Rand Motor Driven Auxiliary Feedwater
Pump Size 3 HMTA-9 Disassembly and Maintenance, and CM-E0014, Initial
Checkout of Electric Motors.

Repair welds for valves 1CS-754 and 1CS-756.

The inspector observed retermination of the "8" auxiliary feedwater pump

power leads on Nay 7, 1991. This activity included connecting the motor
leads to the corresponding power leads for appropriate motor/pump
rotation. To accomplish this, the pump was manually rotated with the
motor leads connected to a phase rotation tester as directed by the
maintenance procedure, CM-E0014. During conversations with the
maintenance personnel performing this work, the inspector learned that
rotational arrows provided on the pump and motor casings were in opposite
directions. The maintenance foreman stated that the motor could rotate in





either direction satisfactory but the discrepancy would be discussed with
the technical support system engineer. The inspector noted that the
directional arrows for the "A" auxiliary feedwater pump and motor were in
agreement.

After the craft discussed this situation with the technical support system
engineer and correct pump rotation determined, the motor was reterminated
and functionally tested satisfactory on May 9. Motor rotation was

opposite to the arrow indications on the casing. As a followup to this
observation, the inspector researched the motor technical manual. The
technical manual stated that although the motor could be operated in

'itherdi.rection, if it was to be operated in the opposite direction of
the arrow, then the unidirectional motor blowers must be changed. The
blowers are connected to the motor rotor and provide air cooling during
motor operation. The inspector communicated this information to the
maintenance foreman on May 9. The motor housing was subsequently
disassembled and blowers visually verified to be installed incorrectly.
The motor was removed and blowers replaced with those of the correct
alignment.

A review of the maintenance procedure, step 7.4.6, revealed that only the
direction of the driven equipment was considered to determine correct
motor rotation. Installation of a motor with the blowers in the wrong
rotational configuration could result in less than adequate cooling and
render the pump/motor incapable of performing its intended safety
function. Fortunately, plant conditions did not require an operable
auxiliary feedwater pump during this maintenance. The licensee's
procedure, which failed to properly address correct motor rotation, is
considered to be inadequate and contrary to the requirements of TS

6.8. l.a. This violation is considered to be another example of the
violation discussed in paragraph 2.c of this report.

The assistance provided by the technical support group in the performance
of this maintenance, was considered to be less than adequate. The
technical support system engineer failed to adequately resolve the
identified discrepancy between the pump and motor rotation. A weakness
was previously noted in NRC Inspection Report 50-400/90-20 for inadequate
technical support for electrical maintenance. Failure to implement the
technical manual recommendation for correct motor rotation is considered
to be another example of this weakness.

Design Changes and Modifications (37828)

Installation of new or modified systems were reviewed to verify that the
changes were approved in accordance with 10 CFR 50.59, that the changes
were performed in accordance with technically adequate and approved
procedures, that subsequent testing and test results met acceptance
criteria or deviations were resolved in an acceptable manner, and that
appropriate drawings and facility procedures were revised as necessary.



This review included selected observations of modifications and/or testing
in progress. The following modifications/engineering evaluations were
reviewed:

PCR.3877 Personnel Air Lock Outer Door Lockring Maintainability

PCR 4489 Residual Heat Removal Pump Performance Monitoring During
Nid-Loop Operations

PCR 4491 Installation of RCS Standpipe Level Transmitter
LT-01RC-0403

PCR 5448 Component Cooling Water Relief Valve Setpoint Change

PCR 5599 ,Reactor Vessel Head Vent

PCR 5839 Alternate Niniflow Drain Supports

PCR 5863 Service Water Valve Stems

PCR 5885 Emergency Diesel Generator 1A-SA Silencer Foundation

As part of this inspection, control room drawings were checked to verify
that implemented modifications were accurately depicted on the system
drawings. On May 14, 1991, the inspector checked four modifications which
had been field completed and systems turned over as functional to plant
operations. Two of these modifications were found not to be included on

the applicable plant drawing. Modifications PCR-5599 and PCR-4491 both

required changes to be made to drawing 2165-S-1300, Reactor Coolant
System, to show the addition of new vent valves and a level transmitter.-
The drawing in the control room did not indicate that these modifications
were installed or reference the PCR number. The licensee's procedure for
controlling this process, NOD-204, Modification Implementation, step
5.8. l.e requires that affected drawings be annotated with the PCR number

prior to turnover of the system to operations. These modifications had

been turned over to operations on Nay 8, 1991. Failure to properly
implement procedure MOD-204 and annotate the RCS drawings as to changes
made is contrary to TS 6.8. l.a and is considered to b'e another example of
the violation listed in paragraph 2.c of this report.

When notified of this finding, licensee personnel performed an audit of
plant modifications to ensure all drawings adequately depicted system
changes.

6. - Safety Systems Walkdown (71710)

The inspector conducted a walkdown of the safety-related portions of the
auxiliary feedwater, main feedwater, and main steam systems located in the
steam tunnel area to verify that the lineups were in accordance with
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license requirements for system operability and that the system drawings
and procedures correctly reflected "as-built" plant conditions. The high
pressure safety injection piping located inside of containment was also
walked down.

No violations or deviations were identified.

7. Review of Licensee Event Reports (92700)

The followi'ng LERs were reviewed .for potential generic impact, to detect
'rends,and to determine whether corrective actions appeared appropriate.

Events that were reported immediately were reviewed as they occurred to
'determine if the TS were satisfied. LERs were reviewed in accordance with
the current NRC Enforcement Policy.

a. (Closed) LER 90-25: 'his LER reported a plant shutdown due to
excessive air leakage through the containment personnel air lock.
This event was previously discussed in NRC Inspection Report
50-400/90-26. The licensee has completed plant modification PCR-3877
to improve the reliability of the air lock.

b. (Closed) LER 91-01: This LER reported that two check valves in the
control room ventilation system were not periodically tested as
required by TS 4.0.5. This event was previously discussed in NRC

Inspection Report 50-400/91-01 and was the subject of a non-cited
violation (NCV 400/91-01-02). The licensee has performed testing for
the check valves and has revised appropriate testing procedures and
the Inservice Testing Program. A comprehensive review of this
program's procedures identified additional problems which were
identified in a supplemental report dated March 22, 1991. The
corrective actions for the additional problems were also verified.

ce (Closed) LER 91-07: This LER reported that a supporting component
for a residual heat removal system was incorrectly rendered
inoperable. Although an emergency service water pump was removed
from service, a normal service water pump was still available to

'rovidecooling water flow, if required. The licensee has completed
the corrective actions stated in the LER which included annotating
the plant TS with the applicability of interpretation 90-001, and
distribution of this event to operations management, outage planning,
and PNSC personnel.

d. (Open) LER 91-08: This LER reported that the high head safety.
injection system was incapable of performing its intended safety
function due to a common mode failure in this system's alternate
miniflow lines. The licensee issued a supplement to this report
dated May 15, 1991. During this outage the licensee performed relief
valve testing as required by the inservice testing program. During



the performance of this testing, relief valve 1CS-755 on the safety
injection alternate miniflow line for the B charging/safety injection
pump exhibited excessive seat leakage and was disassembled for
inspection. The valve was found to have internal damage to its
bellows. Based upon the failure of 1CS-755, the other relief valve
in this system ( 1CS-744) was also tested and inspected. Damage to
this valve was likewise found. The licensee's investigation into
this event determined that due to inadequate venting of this system,
air was entrapped in the piping 'upstream of the relief valves which
subjected them to severe water hammer, which is believed to have
caused the damage. The licensee concluded that the amount of flow
diverted through the failed relief valves would have resulted in
inadequate safety injection flow to the reactor vessel in the event
of an accident.

The licensee's corrective action for this event included repairing
the relief valves, addition of structure supports and rewelding of
test connection piping which had also been damaged, and
development/implementation of procedures which filled the piping
upstream of the relief valves. The licensee also plans to change
maintenance procedures to ensure the piping is full of water
following maintenance activities. The LER will remain open pending
completion of the corrective action.

This event was discussed between the resident inspectors and Regional
management personnel. Operator action specified in the plant's
emergency procedures helped mitigate the severity for this event.
The event was catagorized as a violation for not providing adequate
operating/maintenance procedures for properly venting the subject
piping. Based on the licensee's corrective action, this matter is
considered to be a licensee identified NCV and is not being cited
because the criteria specified in section V.G. 1 of the NRC

Enforcement Policy were satisfied. yt

NCV (400/91-09-02): Failure to establish an adequate procedure for
venting safety injection alternate miniflow piping.

8. Visit to Alternate Emergency Operating Facility (71707)

The inspector visited the alternate assembly location for emergency
operating facility personnel. This facility is located in the Center
Plaza Building, Raleigh, NC, at the licensee's headquarters communication
center. In contrast to the various information systems provided in the
primary emergency operating facility, the alternate location provided only
communication equipment. The intent of a backup emergency operating
facility is to function as a controlling/coordinating center during an

accident in the situation where accident conditions prevent the primary
facility from being reached. Due to the design of the primary emergency
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operating facility, which provides a high degree of radiological
protection under severe accident conditions, an alternate assembly
location was proposed instead of an entire backup facility. In
correspondence dated December 16, 1988, the NRC approved the use of the
alternate assembly location.

No violations or deviations were identified.

9. 10 CFR 50.59 Safety Review Audit

During the week of April 1, 1991, the headquarters licensing Project
Manager performed an audit of safety reviews for conformance with the
provisions of 10 CFR 50.59. The audit was commenced from the licensee's
1990 annual summary report of the 10 CFR 50.59 activity submitted by
letter dated February 27, 1991. This summary listed 19 Plant Change

Requests (PCR) which received a 50.59 review during 1990. The list was

reviewed with respect to safety significance. Based on their safety
significance, seven reviews were selected for detailed review.

The controlling plant procedure, AP-011, Safety Reviews, was reviewed in
detail against NSAC-125, "Guidelines for 10 CFR 50.59 Safety Evaluation,"
in mid-1989. The most current version of AP-011 (Revision 4, change 1)
was reviewed for any intervening changes. The 50.59 reviews of the PCRs

were then evaluated for conformance to plant procedure, AP-011, Safety
Reviews.

The PCR evaluations selected for audit were:

PCR-1546 Use of Nukon Fiberglass Insulation Inside Containment.

P CR-'1887

PCR-4192

Reconfiguration of the Fuel Handling Building Fuel Pool A

to Allow Increased Storage of BWR and PWR Fuel Assemblies.

Replacement of Turbine Trip Condenser Vacuum Switches.

PCR-4930 Instrument Air Check Valve.

PCR-4984 Emergency Service Water System Minimum Flows/Flow
Balancing.

PCR-5021

HPP-509

Engineering Evaluation of Emergency Core Cooling System
Flow Inconsistencies.

l

Operation of the UFV-260, Underwater Filter/Vacuum Unit
(A procedure change request).

No violations or deviations were identified.
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10. Refuel ing Activities (60710)

The inspectors witnessed several shifts of fuel handling operations and

verified that the refueling was being performed in accordance with TS

requirements and approved procedures. Areas inspected included
containment integrity, housekeeping in the refueling area, shift staffing
during refueling, surveillance testing, and periodic monitoring of plant
status during refueling operations. In addition, the following procedures
were reviewed:

GP-009 Refueling Cavity Fill, Refueling, and Draindown of the
Refueling Cavity.

FHP-010 Core Mapping Following Fuel Loading

FHP-014 Fuel and Insert Shuffle Sequence

FHP-020 Fuel Handling Operations

MST-10169 Nuclear Instrumentation System Source Range N31

Operational Test

NST-I0170 Nuclear Instrumentation System Source Range N32

Operational Test

OST-1091 Containment Closure Test Weekly Interval During Core
Alterations and Novement of Irradiated .Fuel Inside
Containment.,

OST-1817 Refueling Machine (Manipulator Crane) Operability

OST-1818 Auxiliary Hoist Operability

No violations or deviations were identified.

11. Outage Activities (71707)

Hajor activities performed during this scheduled refueling outage included
a 100 percent eddy current inspection on the three steam generators, shot
peening of the steam generator tubes to relieve stress, inspection of
service water pi ping and components, testing of motor operated valves, and

teardown/overhaul of the "A" emergency diesel generator. Also,
significant plant modifications were implemented to remove the
auto-closure interlock from the suction isolation valves in the residual
heat removal system, upgrade of the pressurizer power operated relief
valves to safety grade components, and installation of long term
enhancements to preclude the loss of decay heat removal capability.
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Due to the development of a steam generator tube leak which occurred in
November 1990, licensee management conservatively decided to perform the
100 percent eddy current inspection the full length of all tubes on all ,

three steam generators. This action significantly exceeded regulatory
requirements which had already been satisfied for plant startup following
the repair of the tube leak and the limited inspection required during
normal refueling outages. The decision to perform an inspection of each
steam generator tube not only improved plant reliability but also enhanced
.plant safety.

12. Plant Startup From Refueling (71711)

The inspector observed plant activities during unit startup following
refueling to verify that plant systems were properly returned to service
and that the startup was conducted in accordance with approved procedures
and in compliance with the TS.

The inspector attended a plant startup meeting which was held with senior
licensee management to discuss plant changes which had been implemented
this outage. As part of this inspection, partial implementation of the
following procedures was verified:

GP-001, Reactor Coolant System-Fill and Vent

GP-002, Normal Plant Heatup From Cold Solid To Hot Subcritical

No violations or deviations were identified.

13. Followup of Onsite Events (93702)

a ~ At 9:56 a.m. on May 15, an automatic actuation of the auxiliary
feedwater system occurred while the plant was in Mode 3. Operations
personnel were attempting to transfer feedwater control from the
running "B" auxiliary feedwater pump to the "A" main feedwater pump.
The "B" main feedwater pump was inoperable for maintenance. An
attempt to start the "A" main feedwater pump was unsuccessful'. This
generated an automatic start signal for the motor driven auxiliary
feedwater pumps. The "A" auxiliary feedwater pump started and
provided feedwater to the steam generators as designed. The licensee
is presently investigating this event to determine the cause for the
failure of the main feedwater pump to start and is determining
appropriate corrective action.

b. At 4:35 p.m. on May 15, an automatic reactor trip signal was
generated while the plant was in Mode 3. A plant cooldown was in
progress with reactor trip breakers closed and shutdown rod control
bank C withdrawn fully as directed by procedure GP-007, Normal Plant
Cooldown. During the process of removing test equipment from process
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C.

instrument cabinets, an over-temperature/differential temperature
reactor trip signal was generated.- Although operations personnel
were informed of the possibility for this event and the reactor trip
breakers had been previously opened to preclude the potential
actuation, this was overlooked when the cooldown was commenced. The
licensee is presently investigating this event to determine
appropriate corrective action.

On May 16, at 1: 10 p.m., a pressurizer power operated relief valve
(1RC -118) automatically actuated to relieve RCS pressure. The plant
was in the cold shutdown condition and water solid. To assist in
degassing the primary system, plant pressure was raised to
approximately 325 psig for the startup of a reactor coolant pump in
accordance with operating procedure OP-100, Reactor Coolant System.
A slight temperature difference existed between the steam generators
and the bulk of the reactor coolant system. When the pump was
started the resultant pressure surge and temperature change caused
the relief valve to actuate (setpoint at 400 psig). The licensee is
presently investigating this event to determine appropriate
corrective action.

The above three events indicate that the controls, established for plant
heatup and cooldown activities were less than adequate to prevent
automatic operation of safety systems and need to be improved.

14. Licensee Action on Previously Identified Inspection Findings (92702,
92701)

a ~ (Closed) IFI 400/89-28-03: Follow the licensee's activities to
resolve hafnium control rod failure.

In correspondence dated September ll, 1990, the licensee committed to
replace all the hafnium control rods with another type of material.
During this refueling outage the licensee has completed the
replacement of the 52 control rods with silver-indium-cadmium control
rods ~

b. (Closed) TI 2515/103: This inspection was performed to review the
licensee's long term programmed enhancements recommended by NRC

Generic Letter No. 88-17, Loss of Decay Heat Removal. This matter
was previously discussed in NRC Inspection Report 50-400/90-08. The
NRC has subsequently issued correspondence, dated May 23, 1990, which,
accepted the licensee's schedule and action to implement the proposed
long term enhancements for decay heat removal capabilities. The
licensee has completed the following actions:

Plant modifications PCR-4491, RCS Standpipe Level Indication in
the Control Room, and PCR-4489, RHR Pump Performance Monitoring
During Mid-Loop Operation, have been implemented. Included in
PCR-4489 was the addition of alarms/indications of RHR system
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parameters to provide main control board and computer indication
of RHR pump differential pressure and an alarm of low RHR pump
differential pressure. No alarms have been provided for RCS

temperature. Instead, the licensee is relying on frequent
operator monitoring of this parameter.

Engineering evaluation PCR-4488, Two CSIPs Available for
Mid-Loop Operation/Evaluation. This PCR analyzed an alternate
method of adding inventory to the RCS during mid-loop operation.
The second method consists of gravity-forced water addition from
the RWST through the RHR system to the RCS.

The licensee has incorporated the final Westinghouse Owners
Group guidance into applicable plant procedures.

c. (Closed) VIO 400/90-01-01: Failure to properly establish reactor
trip system trip setpoints.

The inspector reviewed and verified completion of the corrective
actions listed in the licensee's response letter, dated
March 19, 1990. This corrective action included the development of a

power ascension test program, revision to plant startup procedures,
additional training to operations, technical staff, and management
personnel, and internal investigations/human performance evaluations
of the event.

15. Exit Interview (30703)

The inspectors met with licensee representatives (denoted in paragraph 1)
at the conclusion of the inspection on May 17, 1991. During this meeting,
the inspectors summarized the scope and findings of the inspection as they
are detailed in this report, with particular emphasis on the Violations
addressed below. The licensee representatives acknowledged the
inspector's comments and did not identify as proprietary any of the
materials provided to or reviewed by the inspectors during this
inspection.

Item Number Descri tion and Reference

400/91-09-01

400/91-09-02

VIO: Failure to properly establish/implement
plant procedures as required by TS 6.8. l.a,
paragraphs 2.c, 4, and 5.

NCV: Failure to establish an adequate procedure
for venting safety injection alternate miniflow
piping, paragraph 7.
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Acronyms and Initialisms

ACR

AP'WR

CM

CFR

CSIP
EST
FHP

GP

HPP

IFI
IS I =-

LER
MOD

MST
NCV

NRC

OP

OST
PCR

PIC
PSIG
PNSC
PWR

QA/QC
RCS/RC
RHR

RWST

TI
TS
VIO

Adver se Condition Report
Administrative Procedure
Boiling Water Reactor
Corrective Maintenance
Code of Federal Regulations
Charging-Safety Injection Pump
Engineering Surveillan'ce Test
Fuel Handling Procedure
General Procedure
Health Physics Procedure
Inspector Follow-up Item
Inservice Inspection
Licensee Event Report
Modification
Maintenance Surveillance Test
Non-cited Violation
Nuclear Regulatory Commission
Operating Procedure
Operations Surveillance Test
Plant Change Request
Process Instrument Control
Pounds per Square Inch Gage
Plant Nuclear Safety Committee
Pressurized Water Reactors
Quality Assurance/Quality Control
Reactor Coolant System
Residual Heat Removal
Refueling Water Storage Tank
Temporary Instruction
Technical Specification
Violation


