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SUMMARY

Scope:

This routine inspection was conducted by two resident inspectors in the areas
of plant operations, radiological controls, security, fire protection, review
of non-conformance reports, surveillance observation, maintenance observation,
leak repair practices, safety system walkdown, evaluation of licensee self
assessment, 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.

- Resul ts:

One violation was identified: Failure to properly review/approve vendor
procedures, paragraph 5.

An unresolved item regarding the adequacy of surveillance procedure OST-1813
was,identified, paragraph 2.c.

Several weaknesses were noted in the areas of guidance to operators to confirm .
proper operation of the plant process computer, paragraph 2.a.; poor review
of source documents during self-assessment of conformance to the operating
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license and technical specifications, paragraph 7.a; and in the documentation
of project assessment functions and reports for activities required by TS

6.2.3, paragraph 7.c.

Licensee strengths were noted in the development of event review team
investigations, paragraph 7.b, and in the self verification techniques
utilized by maintenance personnel during the performance of containment spray
transmitter loop calibration procedures, paragraph 4.



C



REPORT DETAILS

Persons Contacted

Licensee Employees

*0, Batton, Manager, Work Control
J. Collins, Manager, Training

*H. Hamby, Manager, Regulatory Compliance
*D. McCarthy, Manager, Regulatory Affairs
*J. Hoyer, Manager, Site Assessment
*W. Robinson, General Manager, Harris Plant

W. Seyler, Manager, Project Management
H. Smith, Manager, Radwaste Operation
D. Tibbitts, Manager, Operations
B. White, Manager, Environmental and Radiation Control
L. Woods, Manager, Technical Support

*M. Worth, Manager, Onsite Engineering

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 continued in power operation (Mode 1) fo} the duration of this
inspection period.

a ~ Shift Logs and Facility 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;
control operator's log; night order book; equipment inoperable
record; active clearance log; grounding device log; temporary
modification log; chemistry daily reports; shift turnover
checklist; and selected radwaste logs. In addition, the inspector
independently verified clearance order tagouts.

The inspectors found the logs to be readable, well organized, and
provided sufficient information on plant status and events.
Clearance tagouts were found to be properly implemented.

During a review of control room logs on October 3, 1993, the
inspectors noted an entry which stated that manual logging of core
axial flux difference (AFD) was not performed as required when the
AFD monitor alarm was inoperable. The logs stated that at 5:43
p.m. on October 2, several plant ERFIS computer alarms were



received. Control room operators began to manually log and
monitor the AFD once per hour as required by TS 4.2. 1. l.b. Other
manual compensatory actions were also initiated for the inoperable
plant computer. - Computer technicians were called in and found a
data concentrator problem with the ERFIS computer. This
malfunction was repaired and the computer system returned to
service at 8:12 p.m. on October 2. In accordance with plant
procedures, operators verified that ERFIS datapoints were showing
good quality codes and subsequently discontinued the manual
logging of AFD and the other compensatory actions. At 3:45 a.m.
on October 3, operators noticed that two AFD datapoints were not
updating thereby rendering the AFD monitor alarm still inoperable.
Manual logging of AFD was subsequently reinitiated and ACR 93-346
initiated'o document the deficiency of the failure to manually
log AFD between 8: 12 p.m. and 3:45 a.m. The licensee determined
the cause for the computer points not updating to be a data-link
hardware problem associated with a data concentrator.

Subsequent review of this event by licensee personnel determined
that the AFD monitor alarm remained functional with two of the
four AFD data points inoperable. The two remaining operable AFD
data points enabled the computer to generate an alarm if
necessary. The inspector reviewed applicable sections of the
FSAR, TS basis, and the computer program manual for monitoring
AFD, and agreed that although the computer was in a degraded
condition, the computer was still capable of generating an alarm.

The licensee had experienced a similar problem on January 19,
1992, during which the ERFIS computer failed and required manual
logging of containment sump level. Also, the leakrate
calculations were not performed. The licensee reported this event
in LER 92-02. Corrective action for this event included enhancing
operating procedures to provide adequate details to ensure proper
operation of TS related functions that are performed by ERFIS.
The inspector concluded that this guidance was not sufficient to
provide enough detail to the operators to detect the operation of
the ERFIS computer and the degraded condition of the computer
points on October 2, 1993. Although this guidance did not result
in a significant condition adverse to quality, the inspector
considered the guidance provided to the operators to be weak.
Plant management agreed with the inspector's comments and stated
that corrective actions would be evaluated to remedy the weakness.

An event review team was formed by the licensee to investigate
this problem. During this review, licensee personnel also
identified log taking deficiencies and a lack of appropriate
channel checks which contributed to the time delay between
computer malfunction and operators noticing the degraded computer
condition. The inspector considered the conduct of the event
review team to be thorough.





Facility 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; waste processing building; turbine building;
fuel handling building; emergency'ervice 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
inspectors 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 - 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 control's, fire fighting equipment,
emergency equipment, and fire barriers were operable.

The inspectors found plant housekeeping and material condition of
components to'e satisfactory. The licensee's adherence to
radiological controls, security controls, fire protection
requirements, and TS requirements in these areas was satisfactory.

Review of Nonconformance Reports

Adverse Condition Reports were reviewed to verify the following:
TS were complied with, corrective actions and generic items were
identified and items were reported as required by 10 CFR 50.72 and
73.

ACR 92-194, written on July 24, 1992, reported that surveillance
requirements of TS 4.3.3.5.2 may not be, properly implemented by
procedure OST-1813, Remote Shutdown System Operability 18 Month
Interval. This TS requires that each remote shutdown system power
and control circuit and control switch required by the Safe
Shutdown Analysis be demonstrated operable at least once per 18
months. Plant operators compared the components tested by
procedure OST-1813 with the Safe Shutdown'nalysis and noted that
the "A" CSIP, "A" BATP and the "C" CSIP were not being tested by
the procedure. Although the licensee initiated corrective actions
to address some of the concerns raised by the ACR,,a review of the
adequacy of procedure OST-1813 to properly implement TS 4.3.3.5.2
was not performed. Licensee personnel considered the procedure to
be satisfactory and perhaps. "too thorough".

Oue to the extensive time involved since the ACR was organized,
and due to discussions with plant operators who were not satisfied
with the disposition of corrective actions for the ACR, the
inspectors compared the Safe Shutdown Analysis with procedure OST-
1813. The inspectors found'hat Table 9.5B-4d of the Safe
Shutdown Analysis contained a listing of the equipment assumed to
be available for the remote shutdown of the plant outside of the
main control room. This table listed the "A" and "C" CSIP's and
the "A" BATP as equipment available for remote shutdown. Further,
the analysis lists these components in the basis as portions of
Safe Shutdown Systems. The comparison with procedure OST-1813
revealed that the controls associated with the "A" and "C" CSIPs



and the "A" BATP were not included in the 18-month test as
required by the TS ~

The inspector discussed this matter with licensee fire protection
engineers and licensing personnel. The inspector was shown
correspondence between the licensee and the NRC, dated April 19
and May 7, 1985, which clarified the components that comprised the
minimum subset necessary to achieve safe shutdown. This document
specified that only the "B" BATP and "B" CSIP are necessary to
provide RCS inventory control and reactor reactivity control to
achieve safe shutdown. The inspector reviewed NUREG 1038, Safety
Evaluation Report Related to the Operation of Shearon Harris
Nuclear Power Plant, Supplement No. 3, section 9.5. 1.4, and noted
that the NRC reviewers agreed and accepted the licensee's proposed
minimum set of components necessary to achieve safe shutdowns

Although the minimum set of components necessary to achieve safe
shutdown was accepted by the NRC, the licensee's Safe Shutdown
Analysis did not clearly state which components were involved. In
addition, the inspector noted inaccurate references in the
analysis to non-existent tables and an inaccurate table of
contents for the analysis. The inspector concluded that. the Safe
Shutdown Analysis was in need of clarification. Licensee
personnel are presently initiating a revision to the document
which "will cl,early state which components are required to perform
the functions necessary to achieve safe shutdown. When generated
the inspectors will compare the revised Safe Shutdown Analysis
with procedure OST-1813 to ensure all components necessary are
adequately tested. This matter will be considered unresolved
until completion of this comparison.

Unresolved Item (400/93-21-01): Testing of control circuits
required for safe shutdown.

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:

MST-10043 Refueling Water Storage Tank Level (L-0993)
Calibration

MST- I0131 Main Steamline Pressure, Loop 3 (P-0494), Operational
Test

MST-I0141 Delta T/Tpyg Loop (T-0422) Operational Test



~ OST-1061 Control Room Area HVAC Remote Position Indication Test
2 Year Interval

~ OST-1131 Control Room Area HVAC ISI Test quarterly Interval

The performance of these procedures was found to be satisfactory with
proper use of calibrated test equipment, necessary communications
established, notification/authorization of control room personnel, and
knowledgeable personnel having performed the tasks. No violations or
deviations were observed.

Haintenance Observation (62703)

The inspector observed/reviewed maintenance activities to verify that
correct equipment clearances were in effect; work requests and fire
prevention work permits were issued and TS requirements were being
followed. Maintenance was observed and work packages were reviewed for
the following maintenance activities:
~ Preventive maintenance on the motor operator for CSIP discharge

header valve ICS-218 in accordance with procedure PM-10020,
Limitorque Operator Inspection.

~ Preventive maintenance on the motor operators for service water
valves ISW-39 and 1SW-276 in accordance with procedure PH-H0014,
Limitorque Inspection and Lubrication.

~ Preventive maintenance to check the loop calibration of
containment spray pump recirculation flow transmitter (FT-7132B)
in accordance with procedure LP-F-7132B, Containment Spray Pump B

Recirculation Flow.

~ Calibrate containment spray pump discharge pressure transmitter
(PT-7131B) in accordance with procedure LP-P-7131B, Containment
Spray Pump B Discharge Pressure Calibration.

The performance of work was satisfactory with proper documentation of
removed components and independent verification of the reinstallation.
The inspector noted good self verification techniques employed by the
craft during the performance of the loop calibration procedures. No
violations or deviations were identified.

Inspection of Leak Repair Practices (62703)

Following events at other nuclear facilities involving improper controls
over the use of temporary leak sealants, the inspectors reviewed the
licensee's program for on-line leak sealing at Harris. One of the,
processes at Harris involves the injection of sealant into an engineered,
device designed to capture leaks on valves (packing, body to bonnet and
through-wall leaks) and piping (through-wall leaks). For body to bonnet
or packing leaks on valves, holes may be drilled in the valve bonnet or
packing gland to provide a sealant injection pathway. Injection is





typically accomplished by attaching small injection valves at these
holes and pumping in sealant. In the case of body to bonnet leaks,
injection valves are installed along the circumference of the bonnet
flange and leak sealant is pumped through the holes in a specified order
until the leak is stopped. The injection valves are left in place until
a permanent repair can be made to the valve. For through-wall leaks on
valve bodies or pipes, a box-shaped clamping device made- of either
stainless or carbon steel is engineered for the specific application and
attached to the leaking component. Sealant is injected into the box to
contain the leak.

Temporary leak sealant is used on both safety-related and nonsafety-
related equipment at Harris. There are no formal prohibitions on its
use'; however, the process requires an engineering evaluation if it
involves drilling holes into the bonnets of safety-related valves. The
inspector reviewed EEs for three recent safety-related applications and
verified that .they addressed specific engineering concerns. In each
case, licensee personnel recognized the possibility of encroachment on
the pressure boundary, the need for a valve to stroke after being
repaired, and the possibility for valve bonnet degradation due to the
drilled holes. Post-maintenance testing requirements were specified.
Additionally, the added weight on the valve due to the injection valves
and the sealant was evaluated and found acceptable. Engineering
evaluations have also been processed for first-time non-safety-related
applications. While there are no formal prohibitions on its use,
licensee personnel indicated that, principally the process would not be
approved for components in such fluid systems as DEH or lube oil. The
process has been used for the primary system PORVs in the past. The
inspector identified no concerns with the type of applications for which
leak sealant is being used.

Although the repair jobs are typically accompanied by engineering
evaluations, they are not considered modifications. They are classified
as temporary repairs (maintenance). The work is done by a 'contractor
and covered by both licensee and contractor, procedures. The jobs are
governed by the licensee's corrective maintenance procedures CH-H0171,
Valve Repacking Using Injection Packing, and CH-H0172, On Line Leak
Repair Using Sealant Injection. These procedures incorporate the
contractor's procedures by a general reference. The licensee's
procedures receive safety reviews each time they are revised. However,
the inspector was informed that the referenced contractor procedures
were not reviewed. The inspectors identified two leak repair jobs
performed on safety-related (g-class) components by the contractor for
which the contractor's procedures did not receive an independent safety
review by the licensee. These jobs were for maintenance on main
feedwater regulating valve IFW-249 and feedwater ammonia addition valve
IFW-279, both of which had experienced body. to bonnet leaks.

While the lack of a contractor procedure review did not result in the
leak repair job being performed inadequately or the equipment being
degraded any further, the inspectors considered this inaction to be
contrary to the licensee's administrative procedur'e AP-006, Procedure
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Review and Approval. Section 5.2 of procedure AP-006 requires, in part,
that procedures generated by an off-site source for use on site shall be
reviewed and approved in accordance with Section 5. 1 of the same
procedure. Section 5. 1 requires a safety review for these procedures.
Failure to properly implement procedure AP-006 is contrary to the
requirements of TS 6.8. 1 and is considered to be a violation.

Violation (400/93-21-02): Failure to properly review/approve vendor,
procedures.

The inspectors reviewed the licensee's process for permanently repairing
component leaks. When temporary leak repair jobs are initiated, a
second work request is concurrently generated which will permanently
repair or replace the component. The latter work request is usually
scheduled for the next refueling outage. The inspectors found no
examples of temporary leak repairs from previous fuel cycles which had
not been permanently repaired.

Hased on the review of documentation and interviews with licensee
personnel, the inspectors concluded that the licensee's gA/gC function
(NAD), and engineering personnel provide adequate oversight in the
preparation and witnessing of temporary leak repair jobs. All safety-
related work tickets are reviewed by gC. Engineering evaluations for
safety-related jobs receive technical and safety reviews

from'ngineeringpersonnel. Recently, NAD observed leak repair maintenance
on feedwater regulating valve 1FW-249 and identified several minor
deficiencies. These deficiencies were documented in an observation
database maintained by NAD. Additionally, these observations were
communicated to plant management via ACR 93-331.

F

The inspectors also concluded that licensee management is aware of
issues stemming from the use of leak sealants. Leak repair items which
could affect plant operations are logged in control room logs which are
reviewed by the manager of operations. Significant leak repair jobs are
brought to management attention and are carried as "maintenance items of
interest" or "priority maintenance since last (morning managers)
meeting" in the plant manager's morning meeting minutes. A recent
safety-related job resulted in an adverse condition report which was
also brought to management attention in a morning meeting. Interviews
with licensee personnel and management indicated that they were aware of
current and more recent leak repair applications.

Although one violation was identified, the inspectors considered the
licensee's overall leak repair program to be satisfactory.

Safety Systems Wa'lkdown (71710)

The inspectors conducted a walkdown of the containment spray system to
veri,fy that the lineup was in accordance with license requirements for
system operability and that the system drawing and procedure correctly





reflected "as-built" plant conditions. Significant improvement was
noted in the material condition of exposed components located in the
RWST tank area.

No violations or deviations were identified.

Evaluation of Licensee Self Assessment (40500)

a. The inspectors reviewed NAD reports generated since the beginning
of 1993 to ascertain whether the positive trends indicated in NRC

Inspection Report 50-400/92-28 were continued. The following
areas had been assessed by NAD: fire protection, modification
program, electrical safety, spent fuel shipping, work request and
authorization process, quality control, procedure use/adequacy and
application of independent verification, flow accelerated
corrosion program, plant operations/conformance to TS and the
operating license, and emergency preparedness. Of these
assessments, only the last two were required to be performed by TS
6.5.4. l.a; the others were performed to. satisfy other commitments
from the FSAR or other programs.

In general, the inspectors found the assessments to be
satisfactory. The NAD has identified significant issues in the
areas of material control, spent fuel/cask handling, emergency
preparedness, and radioactive material storage. Many of the NAD
issues reinforce findings by the NRC inspectors indicating that an
appropriate independent look is being accomplished by the
licensee. In some cases, issues identified by NAD were not
rapidly corrected and have resulted in subsequent NRC violations
in the areas of radioactive material storage and emergency
preparedness. To address this, licensee management has emphasized
the importance of resolving these issues in a timely manner by
issuance of a nuclear group guideline from the executive
vice-president providing direction to department heads for
responding to NAD issues. In addition, plant management has
issued guidelines for corrective action due dates and extensions.

=NAD issues are further discussed in monthly status reports, PNSC
meetings, NSRC meetings, and the issues are presented by the
assessed organization to the chief operating officer during
monthly plant review meetings. The inspector considered that the
new attention provided to NAD findings properly addressed the
identified weakness in rapidly closing these issues.

Although the conformance to TS and the operating license
assessment was considered to be satisfactory, the inspectors noted
that in some cases the source document requirements were not
independently verified to be properly implemented. Specifically
the inspectors noted that although several surveillance tests were
observed by NAD to be performed, no verification was made by NAD
to ensure that tests acceptance criteri'a conformed to the TS or
operating license. The inspector considered the need for this
type of check to be essential. Licensee management agreed with
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the inspector's comments and decided to improve future assessments
by incorporating checks to ensure program requirements conform to
source document requirements.

As discussed in NRC Inspection Report 50-400/93-17, the licensee
has formed multi-disciplined event review teams to investigate
significant plant events and adverse conditions to determine the
cause for the event and identify appropriate corrective actions to
prevent recurrence. The inspectors reviewed the governing
procedure for this activity, AP-605, Root Cause Investigations and
Reporting, attended selected event review team presentations to
management on the team findings, and reviewed several of the
reports generated by the event review teams.

So far, event review teams have been formed to investigate
repetitive clearance related problems, the improper return to
service of the "B" CSIP, special nuclear material accountability,
spent fuel cask handling, loss of the "B" safety bus due to 6.9 KV
breaker problem, overflow of the waste neutralization basin, and
an axial flux difference logging error.

The inspectors found these reviews to be very thorough and
included investigative techniques such as event and causal factor
charting, barrier analysis, change analysis, and root cause
determination. Findings for the investigation of the clearance
problems were enlightening and included program problems as well
as personnel related issues. Par'ticularly noteworthy was the
decision by the plant manager to have the event review of the
clearance problems presented to all plant staff so that a better
understanding of the potential consequences for these problems
could be understood. The inspectors considered that deficiencies
identified by the teams addressed many aspects which might have
been overlooked by a regular event review by one investigator.
The inspectors considered that the licensee's procedure provided
excellent guidance on the conduct of these team investigations.

In response to an NRC survey, the inspectors reviewed the
licensee's implementation of the Independent Safety Engineering
Group (ISEG) function at Harris. The inspectors noted that this
function was performed by the NAD Project Assessment (PA) Section
whose activities are delineated in the requirements of TS 6.2.3.
The TS requires, in part, that the PA Section shall include at
least five, dedicated, full-time engineers located on site. The
PA Section shall be responsible for maintaining surveillance of
unit activities to provide independent verification that these
activities are performed correctly. Technical Specification 6.2.3
also requires that the PA Section examine unit operating
characteristics, NRC issuances, industry advisories, and other
sources of unit design and operating experience information which
may indicate areas for improving unit safety. Finally, the TS



requires that records of activities performed by the PA Section
shall be prepared, maintained and forwarded each calendar month to

'he

Manager - Nuclear Assessment Department.

The inspectors reviewed procedures and records, and conducted
interviews with appropriate personnel to verify that all of the
above requirements were being met. The inspectors verified that
the NAD organization maintained five degreed engineers who
coordinate routine surveillances of Harris unit activities. The
results of these surveillances were documented in voluntary audit
reports as well as those required by Technical Specification
6.5.4. The inspectors verified that the PA Section was on
distribution for and had reviewed the various NRC issuances and
other sources of operating experience information which may be
applicable to the Harris unit. In general, the licensee
maintained a good filing system for various NRC and industry
documents which were incorporated into NAD assessments.

The inspectors identified a weakness, however, with regard to the
incorporation of vendor-generated industry advisory letters
(specifically those issued by Westinghouse) into the PA Section's
assessment program. While the PA Section was on distribution for
advisory letters, no formal filing or logging system existed which
would indicate that the advisories were received or addressed by
NAD assessment teams. The PA section maintained an incomplete
file of Westinghouse transmittals to the Harris plant which
included only a small percentage of advisory letters. 'There was
no formal methodology for the PA section to determine whether or
not it had addressed specific industry advisories which could
affect the Harris plant. Additionally, weekly records maintained
by the PA section (to meet the monthly TS requirement) contained
only administrative information detailing assessment personnel
matters (travel and vacation times) and contained little detail
related to specific PA functions for the Harris unit. The
inspectors were concerned that while the PA section may have been
meeting the requirement of TS 6.2.3, the documentation of this
process would not allow for effective tracking of what, if any,
review activities were associated with advisory issues.

The inspectors discussed this concern with appropriate licensee
personnel who agreed that there was a need to provide clearer
documentation of the review process. The PA section manager
issued a memorandum containing a "traveler" form which will
accompany all incoming documents meeting the requirements of TS
6.2.3. The inspectors considered this action to be sufficient to
improve the identified deficiency.

The inspectors also reviewed plant .line organization activities
associated with the review of industry advisories. Again, the
inspectors focused on nuclear safety advisory letters from the
plant's NSSS vendor, Westinghouse. These letters usually document .
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technical concerns which could potentially affect the safe
operation of the facilities to which they are sent.

The licensee is committed to Item I.C.5. of NUREG 0737,
Clarification of THI Action Plan Requirements, which provides
requirements for developing procedures for feedback of operating
experience to plant staff. Item I.C.5 and the FSAR require that
procedures be prepared to assure that operating information
pertinent to plant safety originating both within and outside the
utility organization, is continually provided to operators and
other personnel.

In reviewing records and procedures related to the receipt and
dissemination of industry information, the inspector found that
-the plant line organization had no procedures which specifically
addressed processing Westinghouse nuclear safety advisory letters.
The line organization's filing system was designed to incorporate
all Westinghouse correspondence and did not separate the safety-
related advisories from the less safety-significant bulletins.
This filing system made tracking nuclear safety advisory letters
and the actions associated with them unnecessarily cumbersome.

The inspectors noted that prior to the deletion of the Onsite
Nuclear Safety group in 1991, industry information including
vendor advisory letters were formally tracked. However, since
1991, the responsibility for formally tracking vendor advisory
letters has not been incorporated into any of the line
organization's procedures for processing industry information.

While the inspector did not identify any specific technical issues
which the licensee's line organization failed to address, the
inspectors considered the lack of a formal tracking process for
industry safety advisory letters to be a weakness. This weakness
was discussed with plant personnel who agreed that a better
tracking system would enhance the internal review process for
industry safety advisory letters.

Followup of Onsite Events (93702)
I

At 4:08 p.m. on October 12, 1993, pressurizer pressure channel PT-444
failed, opened one of the three pressurizer PORVs (1RC-114) for
approximately 4 seconds. As a precautionary measure, after control room
operators verified that-the PORV was closed, the associated block valve
(1RC-113) was likewise closed. Licensee personnel investigated the
cause for this event and found a faulty power supply card in the control
circuitry for this instrument. The failed card was subsequently
replaced.

When the pressure channel was returned to service on October 13, the
block valve was reopened and operators noted increasing temperatures on
piping downstream of the PORVs. The block valve was subsequently
reclosed and downstream pipe temperatures returned to normal. Later
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that same day, licensee operators cycled the PORV to remove possible
debris from the valve seat. However, this action was unsuccessful in
preventing further seat leakage. The licensee plans to continue
operation with this .block valve shut until the next refueling outage in
Narch 1994.

The inspector discussed this action with licensee personnel and reviewed
TS 3.4.4(a). The inspector found that the licensee's action was in
accordance with the TS and that the safety function of the PORV during a
steam generator tube rupture accident could be fulfilled by the
remaining operable PORVs.

Licensee Action on Previously Identified Inspection Findings (92702 8

92701)

a. (Open) Inspector Followup Item 400/92-08-01: Follow the
licensee's activities to improve the work scheduling system.

r
From morning management meetings and a review of control room
logs, the inspectors noted that during the week of October 4,
1993, the "A" train of control room emergency filtration was
rendered inoperable on two different occasions for scheduled
maintenance. At 7: 10 a.m. on October 4, the "A" train of
filtration was declared inoperable for preventive maintenance on
inlet damper 1CZ-23. This work was completed on October 6, 1993.
A post maintenance test, OST-1131, Control Room Area HVAC ISI Test
quarterly Interval, was then performed which started the emergency
filtration fan which automatically stroked the inlet damper and
outlet damper. This testing was completed satisfactory at ll:56
a.m. on October 6 and the unit was subsequently declared operable.
At 8:36 a.m. on October 7, the "A" control room emergency
filtration train was again removed from service and declared
inoperable for preventive maintenance on outlet damper 1CZ-21.
Following this work the same post maintenance testing was
performed to declare the system operable at 3:50 p.m. on
October 8.

Although the action statements of TS 3.7.6, which allow an
out-of-service time of seven days, were not violated by the
licensee's action, the inspectors considered the coordination of
work performance to be poor which resulted in unnecessary
repetitive post maintenance testing and equipment out of service
time. This conclusion was discussed with the -licensee's work
control group personnel who agreed with the inspector's, comments.
To improve the planning/scheduling of these types of activities,
licensee personnel started to generate group computer reports
which list all the work which could be performed on a system.
This list is generated to provide a four week look ahead for
planned activities. In addition, a cross check report is
generated which lists all the work scheduled in a week so that
components are made inoperable only once during that week.
Licensee personnel initiated these processes starting on
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October 11, 1993. The inspectors consider that this action „should
improve the coordination of planned work activities. Even though
this deficiency occurred, the inspector did note substantial
progress was occurring on backlog reduction and. deletion of
unnecessary preventive maintenance on abandoned equipment. The
inspector considered that progress was being made i,n the
implementation of this new program. This item will remain open
pending further review of the implementation of the licensee's
program.

b. (Closed) URI 400/93-19-01: Review analysis regarding the
operability of the containment vacuum relief system during E-68
test.

As discussed in NRC Inspection Report 50-400/93-19, the inspectors
questioned the operability of the containment vacuum relief system
during performance of a surveillance test on the RAB emergency
exhaust system. Following identification of the concerns
discussed in the previous inspection report, the licensee
conducted an engineering analysis and determined that the TS limit
of -2.5 INWG would not have been exceeded during the August 22,
1993 surveillance test. The inspectors have reviewed the
engineering analysis and concur with the licensee's conclusion
that the containment vacuum relief system remained operable during
the test. Therefore, no Technical Specification violat'ion
occurred on August 22, 1993, and this item is considered resolved.

10. Exit Interview (30703)

The inspectors met with licensee representatives (denoted in paragraph
1) at the conclusion of the inspection on October 22, 1993. 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 violation and unresolved item 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. No dissenting comments from the
licensee were received.

Item Number Descri tion and Reference

400/93-21-01

400/93-21-02

11. Acronyms- and Initialisms

Unresolved Item: Failure to perform testing of
control circuits required for safe shutdown,
paragraph 2.c.

Violation: Failure to properly review/approve
vendor procedures, paragraph 5.

ACR
AFD

Adverse Condition Report
Axial Flux Difference



BATP
CSIP
DEH

EE
ERFIS-
FSAR
HVAC
INWG

ISEG
ISI
LER
NAD
NRC

NSRC
NSSS
NUREG-
OST
PA
PNSC

PORV

IRA/QC-
RAB
RCS/RC-
RWST

TAVG
THI
TS
URI
VIO
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Boric Acid Transfer Pump-

Charging Safety Injection Pump
Digital Electro-Hydraulic
Engineering Evaluation
Emergency Response Function Information System
Final Safety Analysis Report
Heating, Ventilation, and Air Conditioning
inches water gauge
Independent Safety Engineering Group
Inservice Inspection
Licensee Event Report
Nuclear Assessment Department
Nuclear Regulatory Commission
Nuclear Safety Review Committee
Nuclear Steam Supply System
NRC Technical Report Designation
Operations Surveillance Test
Project Assessment
Plant Nuclear Safety Committee
Power Operated Relief Valve
guality Assurance/guality Control
Reactor Auxiliary Building
Reactor Coolant System
Refueling Water Storage Tank
Average RCS Temperature
Three Nile Island
Technical Specification
Unresolved Item
Violation


