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SUMMARY

Scope:

Inspections were conducted by the resident and/or regional inspectors in the
areas of plant operations which included reviews of shift logs and facility
records, conduct of plant tours (including backshift), and LER review for RWST

channel failures; maintenance which included maintenance and surveillance
observations, follow-up on a special surveillance review effort, and LER
review; engineering which included a review of design change control
processes, guality Assurance Assessment and Oversight, technical specification
surveillance review per Generic Letter 96-01, Testing of Safety Related Logic
Circuits, review per design change packages, training and qualification of
system engineers, upgrade of the fuel handling building nuclear coatings,
review of LER for failure to perform core flux mapping and cooling system
piping not fully contained within reactor auxiliary building emergency exhaust
system boundary, and a review of spent fuel pool cooling design issues; and
plant support .which included reviews of contamination control and ALARA
programs; reviews of plant housekeeping, security and fire protection program
implementation, and three emergency preparedness practice drills.
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Results:

Plant 0 erations

One violation was identified for an inadequate procedure which resulted in an
inoperable Refueling Water Storage Tank level instrument being removed from
the "bypassed" condition (paragraph 2.6.1). Another non-cited violation was
identified when an operator opened the wrong control power knife switch during
a surveillance test procedure (paragraph 2.4). The number of control room
deficiencies has increased in recent months (paragraph 2.3). A plant nuclear

'afetycommittee meeting for an upcoming Final Safety Analysis Report
improvement plant was conducted in a professional and responsible manner
(paragraph 2.7). Self assessments by Operations Shift Supervisors

'emonstrateda commitment to reducing the number of operations human errors
(paragraph 2.4).

Maintenance

Observed maintenance and surveillance activities were conducted well. A
violation was identified for an inadequate surveillance procedure which
resulted in the wrong train of control room. emergency ventilation being
actuated during a test (paragraph 3.4). This violation example represented a
continuing problem with recently revised or developed operations-based
surveillance procedures. The licensee's ongoing Technical Specification
Surveillance Review project was approximately 60 percent completed at the end
of the inspection period (paragraph 3.3).

En ineerin

The licensee's design change program compl'ies with NRC requirements. While
design change packages appear to be adequately prepared in accordance with the
licensee's design change program, the inspector questioned the use of
information obtained in telecon with vendors as design data. An unresolved
item was identified regarding this problem - paragraph 4.4. Audits of
engineering activities were in depth and sufficient to identify deficiencies.
However the licensee's corrective actions in response have not always been
adequate. Some indications of repeat problems have been identified by the
Nuclear Assessment Section. Weaknesses were identified regarding
implementation of the licensee's programs for certification of system
engineers (paragraph 4.5) and the corrective action program (paragraph 4.2).
Discrepancies were identified between the plant Final Safety Analysis Report
and the current status of the spent fuel pool cooling system (paragraph 4.7).

Plant Su ort

All program activities, including radiological control, security, fire
protection, and emergency preparedness, were conducted satisfactorily. A
thorough Nuclear Assessment Section assessment identified change management
problems involving the fire protection program (paragraph 5.4). The licensee
has begun using the plant specific simulator in its emergency preparedness
drill scenarios (paragraph 5.5).



REPORT DETAILS

Acronyms'sed in this report are defined in paragraph 9.

1.0 Persons Contacted

2.0

2.1

Licensee Employees

*D. Alexander, Supervisor, Licensing and Regulatory Programs
D. Batton, Superintendent, On-Line Scheduling
D. Braund, Superintendent, Security

*J. Collins, Manager, Training
J. Dobbs, Manager, Outage and Scheduling

*J. Donahue, General Manager, Harris Plant
*W. Gautier, Manager, Maintenance

M. Hamby, Supervisor, Regulatory Compliance
*M. Hill, Manager, Nuclear Assessment

D. McCarthy, Superintendent, Outage Management
*W. Peevyhouse, Acting Superintendent, Mechanical Systems
*W. Robinson, Vice President, Harris Plant
*G. Rolfson, Manager, Harris Engineering Support Services

S. Sewell, Superintendent, Design Control
R. Varley, Supervisor, Emergency Preparedness
T. Walt,'anager, Performance Evaluation and Regulatory Affairs
B. White, Manager, Environmental and Radiation Control
A. Williams, Manager, Operations

/

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

PLANT OPERATIONS (40500, 71707, 92700, 92901)

Plant Status

2.2

. The plant was essentially at full power throughout the inspection
period. The unit ended the period in day 75 of power operation since
startup on January 1, 1996.

Shift Logs and Facility Records

The inspector reviewed records and discussed various entries with
operations personnel to verify compliance with the TS and the licensee's
administrative procedures. In addition, the inspector independently
verified clearance order tagouts.

Logs were legible and well organized, and provided sufficient
information on plant status and events. Clearance tagouts reviewed were
properly implemented. The inspectors identified no violations or
deviations in this area.



2.3

2.4

Facility Tours and Observations

Throughout the inspection period, the inspectors toured the facility to
observe activities in progress, and attended morning status meetings to
observe planning and management activities. The tours included
monitoring instrumentation and equipment operation, verification that
operating shift staffing met TS requirements, and that the licensee was
conducting control room operations in an orderly and professional
manner. The inspectors additionally observed several shift turnovers to
verify continuity of plant status, operational problems, and other
pertinent plant information. During the shift turnovers and meetings,
plant personnel clearly communicated important plant status changes,
weather related problems, and other deficiencies.

Overall, licensee performance, observed during facility tours and
observations was satisfactory. However, the inspector observed that the
number of control room deficiency tags had increased over recent months.
At the end of the inspection period, there were approximately 40
deficiency tags on the main control board and another 20 scattered
throughout other panels in the main control room. The licensee
indicated that it had already acknowledged the increasing backlog in
this area and had scheduled much of the required maintenance to be
completed in April 1996.

Effectiveness of Licensee Control in Identifying, Resolving, and
Preventing Problems — Plant Operations

Condition Report 96-0633.was generated after an operator error resulted
in the "B" CCW pump being inoperable for 1 minute on February 29, 1996.
The error occurred during performance of OST-1215, Revision 7, Emergency
Service Water System Operability Train B quarterly Interval, when an
operator opened the control power knife switch for the 1B-SB CCW pump
instead of the knife switch for the "B" CSIP as directed by step 7.9.12
of the procedure. The operator realized his own error and reclosed the
knife switch. The inspector's discussions with the operator indicated
that he was properly directed by the surveillance test coordinator, who
had read the step correctly to him. However, the operator indicated he
must have been getting "mentally fatigued". The operator added that he
created a distraction for himself by verifying another breaker position
on his way to performing this task. He did not carry a copy of the
surveillance procedure with him to the switchgear room, nor was it
required. Plant administrative guidelines did not require a copy of the
procedure to be present for single manipulations (e.g., opening a
breaker, valve, or knife switch).

The significance of this incident was reduced by the fact that the "B"
CCW pump was only inoperable for approximately 1 minute. The "A" CCW

pump was operable at the time, so no TS violation occurred. The
licensee's corrective actions included counseling the operator who was
tasked with brief each operating shift on the incident and events
leading up to it. To address past human error problems in plant
operations, the control room shift supervisors have been conducting self



assessments of their shifts and reviewing operator performance in the
areas of communications, decision-making, log-keeping, on-shift
turnovers, and conduct of plant rounds. The inspector reviewed the
results of some of these assessments with one of the shift supervisors
who demonstrated a strong commitment to reducing the number of operator
errors.

2.5

Technical Specification 6.8. l.a requires written procedures to be
established, implemented, and maintained covering the activities
recommended in Appendix A of Regulatory Guide 1.33, Revision 2, February
1978. Regulatory guide 1.33, Appendix A, Item 8.b requires specific
procedures for surveillance tests listed in the technical
specifications. Failure to follow procedure OST-1215, Step 7.9.12 was
contrary to these requirements. However, this licensee-identified and
corrected violation is being treated as a Non-Cited Violation,
consistent with Section VII.B.1 of the NRC Enforcement Policy, and is
identified as NCV 400/96-02-01: Operator Opens Wrong Control Power
Knife Switch Resulting in "B" CCW Pump Being Inoperable.

Review of LERs — Plant Operations

(Open) LER 96-004-00: Refueling Water Storage Tank (RWST) Level
Transmitters Fail High Due to Freezing, Resulting In Entry Into
Technical Specification LCO 3.0.3 and a Subsequent Violation of
Technical Specification Action Statement.

This LER discussed the February 5, 1996 incident involving the failures
of two out of four RWST level instrument channels due to freezing.
Circumstances surrounding this event were discussed in NRC IR 400/96-01,
paragraphs 2.5 and 2.6. The LER provided the results of the licensee's
root cause investigation. The cause of the transmitter freezing event
was ineffective controls which resulted in heat tracing and insulation
not being properly installed or restored. Additionally, the insulation
type was determined to be inadequate for wet locations. The licensee
has developed an ESR to replace the insulation, upgrade heat tracing
from a rating of 5 watts/foot to 10 watts/foot, and to reconfigure the
transmitter enclosure to help prevent water in-leakage. Operators have
been instructed to have the RWST pit pumped down if any standing water
is observed on floor drains.

2 '

2.6.1

The LER will remain open pending completion of the licensee's corrective
actions for the weather-related problems. The LER also discussed an
inadequate procedure which resulted in a TS violation. The violation is
further discussed in paragraph 2.6. 1 of this report.

Closure Items - Plant Operations

(Closed) URI 400/96-01-02: Inoperable RWST Level Channel Improperly
Returned to Service.

The inspectors determined that inoperable RWST Level Transmitter LT-0991
was improperly removed from the bypassed state on February 5, 1996
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because of an inadequate procedure change. Revision 4 of procedure OWP-

ESF-05, Engineered Safety Features Actuation., was developed in
November, 1995 to incorporate a step which would allow technicians to
restore level indication in the main control room while troubleshooting
the instrument loop. The procedure writer intended to restore control
room indication without changing the bypassed condition of any
inoperable level channel. The procedure change added step 6 to the
Bistable/Status Light Lineup. This step allowed personnel to change
logic card test switch BS-1 to the NORMAL position from the TEST
position. The procedure change also added a note stating that this step
was optional but would allow troubleshooting of the failed level
instrument without affecting the bypassed condition of the instrument.

Licensee personnel desiring to troubleshoot the failed instrument on
February 5 performed step 6 as written. After initial troubleshooting,
it was determined by the Shift Supervisor that, even after its sensing
lines had been thawed earlier and it passed a channel check, the level
instrument should remain inoperable pending further calibration of the
transmitter. Consequently, because of the note in the procedure, the
switch was left in the NORMAL position, as operators figured the channel
would remain bypassed. A maintenance technician preparing to perform
the necessary calibration on February 6 (approximately 23.5 hours later)
discovered the test switch in the NORMAL position and questioned it.
Further reviews of associated control wiring diagrams by engineers
determined that having switch BS-1 in the NORMAL position removed the
required bypass condition. The condition .was immediately corrected and
the transmitter successfully calibrated - then properly returned to
service.

The inspectors discussed the procedure with its authors who indicated
that they had not reviewed the associated control wiring diagrams while
developing the change. The inspector also determined from the procedure
review forms that the technical reviews for Revision 4 were done by
Operations. No interdisciplinary reviews (i.e., from engineering) were
solicited by the procedure writers. The inspectors concluded that the
erroneous procedure was caused by inadequate self checking and technical
reviews during the procedure development phase. Technical Specification
6.8. l.a. requires written procedures to be established, implemented, and
maintained covering the activities recommended in Appendix A of
Regulatory Guide 1.33, Revision 2, February 1978. Regulatory guide
1.33, Section I.a includes procedures for bypassing safety functions.
The failure to have an adequate procedure for maintaining inoperable
RWST level channel LT-0991 bypassed on February 5 was contrary to the
above requirement and is identified as Example 1 of Violation 400/96-02-
02: Inadequate Procedures for Bypassing RWST Level Channels and Testing
Control Room Ventilation.

The significance of having level instrument LT-0991 un-bypassed for
nearly 24 hours on February 5-6 was minimal. The other three RWST level
channels were operable. The function of the RWST level instruments, to
provide for RHR/Containment Spray Pump suction switchover to the
containment sump on RWST low-low level following a safety injection, was



not affected. A subsequent licensee engineering evaluation determined
that level transmitter LT-0991 was functional during the time it was
supposed to have been bypassed, and therefore could have performed its
intended function.

2.7

2.8

The licensee's interim corrective actions for this incident included
revising the procedure to specify the correct switch for manipulation
while troubleshooting the inoperable RWST level instrument channels.
The licensee was continuing to address the overall problem of inadequate
procedure revisions at the end of the inspection period.

Audits and Self Assessments — Operations

The inspectors conducted interviews with various plant staff members and
evaluated the condition reports that were associated with amendments to
the FSAR. The inspectors determined that the site licensing group has
been tasked to champion a systematic evaluation of the unit's FSAR.
This effort was in response to a licensee self-assessment that began in
late 1995 and continued through early February 1996.

On March 6 the inspectors attended a PNSC meeting. The meeting focused
on a FSAR improvement plan that was developed by the site licensing
group. The improvement plan outlined specific task items, assigned
responsible individuals for each task, and expected completion dates.
The inspectors reviewed the plan and observed that it contained 17 task
items. The first task required a review of the licensee's outgoing
correspondence for items expected to be included in the next amendment
(46) to the FSAR: The improvement plan calls for assignment of
individual owners for the various sections of the FSAR. These
individuals will be provided direction and guidance for reviewing their
assigned sections. The plan specified that the FSAR amendments to be
accessed will include amendment 40 through 45. This will require
careful review of licensee outgoing correspondence from January 1987
through July 1994. The long term projected date for completion of the
improvement program is March 30, 1997.

The inspectors observed that the composition of the members during the
PNSC meeting was consistent with TS, section 6.5.2., a quorum was
present, and the meeting was conducted in a professional and responsible
manner. The inspectors concluded that the FSAR improvement plan, if
successfully implemented, should improve the accuracy of the unit FSAR.

Conclusion — Plant Operations

One violation was identified for an inadequate procedure which resulted
in an inoperable RWST level instrument being removed from the "bypassed"
condition. Another non-cited violation was identified when an operator
opened the wrong control power knife switch during a surveillance test
procedure. The number of control room deficiencies has increased in
recent. months. A PNSC meeting for an upcoming FSAR improvement plant
was conducted in a professional and responsible manner. Self



assessments by Operations Shift Supervisors demonstrated a commitment to
reducing the number of operations human errors.

3.0 HAINTENANCE — (62703, 61726, 92700, 92902)

3. 1 Haintenance Observations

WR/JO AABS 001, Perform HST-E0044, 6.9 KV Emergency Bus Undervoltage
Channel Calibration (1B-SB).

The inspectors observed portions of the calibration of undervoltage
relays and a time delay relay associated with the 1B-SB 6.9 KV emergency
bus. The procedure was performed in conjunction with OST-1124, 6.9 KV
Emergency Bus Undervoltage Trip Actuating Device Operational Test
Honthly Interval. The as-left measurements for pick up and drop out
voltages were within acceptable ranges. Test equipment was within
calibration. The inspectors observed good workmanship during this
activity.

3.2 Surveillance Observations

3.2. 1 HST-I0001, Train A Solid State Protection System Actuation Logic and
Haster Relay Test.

The inspectors observed a'portion of this test that was conducted on the
"A" train reactor trip bypass circuit breaker. The inspectors referred
to the FSAR section 7.3.2 and to TS 3/4.3. 1.1 for requirements. The
test was conducted to assure that the reactor trip bypass breaker was
functional and fully'operable. The inspectors observed that test
personnel were familiar with the procedural requirements and that
control room operators communicated frequently with maintenance
personnel throughout the test. The procedure was implemented well by
all parties involved.

3.2.2 OST-1085, Revision 5, lA-SA Diesel Generator Operability Test .Semiannual
Nodes 1-6.

The procedure satisfied the testing requirement in TS 4.8. 1. 1.2.e.2 by
using an SSPS output relay to start the diesel. The inspectors observed
the second performance of this procedure on EDG "A" following a test
failure earlier that day. Operators declared the first test
unsatisfactory when generator frequency failed to stabilize between 58.8
and 61.2 Hz. within 10 seconds. The diesel speed and generator
frequency were timed by stopwatches. Frequency stabilized at 10.23
seconds. Usually, these parameters were timed by a start time recorder
installed in 1994. However, personnel had trouble setting up the
recorder prior to the first test. Prior to the second test — performed
approximately 10 hours later - personnel successfully set up the
recorder and used it to more accurately measure the start times. The
second test was performed successfully with frequency stabilizing in the
required range within 9 seconds. Licensee personnel attributed the
first failure to slow operator response while timing frequency. The



3.2.3

3.3

inspectors reviewed data sheets for both tests and verified that the
surveillance was conducted satisfactorily.

OST-9016T, Revision 0, Temporary Procedure for Containment Spray System
Manual Actuation Switch Operability Verification, Modes 1-6.

This special test was developed to verify operability for an electrical
contact in the containment spray manual actuation switch circuit. The
licensee's ongoing Technical Specification Surveillance Review team had
identified previously that existing 18-month test procedures failed to
verify operability of this contact as required by TS 4.3.2. 1. 'he
plant's decision to verify contact operability with the plant at power
meant developing the special procedure - which had its inherent risks.
These including the potential to cause a spraydown in containment if the
procedure was not developed or implemented correctly, or if certain
circuit failures occurred during testing. The licensee discussed
associated risks in PNSC meetings during the procedure development
process and during a thorough pre-job briefing with operators,
engineers, and maintenance technicians performing the test. The
procedure was implemented well with all actuation components functioning
as expected.

Review of LERS - Maintenance

(Open) LER 400/96-002-00: Failure to Perform Slave Relay Surveillance
Testing for the CSIP Alternate Mini-Flow Motor Operated Valves.

(Open) LER 400/96-002-01: Failure to Properly Perform Technical
Specification Surveillance Testing.

LER 96-002-00 identified missed slave relay testing for two valves (1CS-
" 746 and 1CS-752) in the mini-flow system for the high head safety
injection pumps. The LER attributed the missed surveillances to
procedure revisions developed in 1993. The slave relay tests had been
inadvertently transferred to an 18-month frequency 'procedure from the
procedures which satisfied testing required at other times when the
plant was in Hode 5 for greater than 72 hours.

The above LER was supplemented by LER 96-002-01 when the licensee's
ongoing Technical Specification Surveillance Review effort identified
five additional TS testing deficiencies. These involved missed
surveillances for the following:

Slave relays associated with the automatic open feature for the
AFW flow control valves,

Electrical contacts associated with the manual Safety Injection
and Containment Spray actuation switches in the control room,

Slave re1ay associated with the "B" CSIP mini-flow isolation valve
(1CS-196),



~ Automatic isolation of the effluent pathway on a loss of power for
associated radiation monitors, and

Overlap testing for actuation of the Fuel Handling Building
Emergency Ventilation system from a high radiation alarm signal.

Corrective actions for the above examples included various procedure
revisions and retests. The containment spray switch test is discussed
in paragraph 3.2.3 of this report. An exigent TS change was granted on
March 11 for the "B" SSPS input from the main control board Safety
Injection switch which is to be tested before the reactor is restarted
following the next refueling outage, or when the plant is in Mode 5 for
at least 72 hours, whichever occurs first. The effluent pathway
radiation monitor tests wer e removed from the TS in May of 1995, but
were included in the LER supplement for violations occurring prior to
that time. The LERs will remain open pending the inspectors reviews of
other corrective actions which will address the causes for the missed
surveillances. The licensee had completed approximately 60 percent of
its Technical Specification Surveillance Review effort and will further
supplement the above LERs with any related findings in the months ahead.

Effectiveness of Licensee Control in Identifying, Resolving, and
Preventing Problems - Maintenance

A CR was generated after a procedure error resulted in the wrong train
of Control Room Emergency Ventilation being actuated during a
surveillance test. The test was designed to test the control room
ventilation system's response to a fire detection signal. A special
test procedure, OST-9017T, Revision 0, Temporary Procedure to Test
Control Room Isolation, had been written after the licensee's Technical
Specification Surveillance Review team identified that this specific
attribute had not been tested in the past.

Operators writing the procedure specified electrical contacts from the
fire detection panel which were to be used for the test. Although "A"
and "B" train contacts were located on the same terminal block in the
fire detection panel and were not given "A" and "B" train designations
locally, control wiring diagrams specific to each train properly
described which contacts were associated with "A" and "B" trains. The
procedure writer and technical reviewers all failed to realize that they
were specifying the "B" train contacts for the "A" train test and vice
versa. During procedure implementation on February 26, 1996, when
personnel closed a switch jumper installed across contacts specified in
the "A" train section of the procedure, the "B" train emergency
ventilation system was actuated. Upon discovery, operators secured the
testing, corrected the procedure, and re-performed it satisfactorily the
next day.

While the safety significance of this incident was minor, it represented
a continuing problem with operations-based surveillance procedures.
Technical Specification 6.8.l.a and Regulatory Guide 1.33, Appendix A,
Item S.b require written procedures to be established, implemented, and
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maintained for surveillance tests listed in the technical
specifications. The failure to have an adequate procedure to test the
control room ventilation system was contrary to this requirement and is
identified as Example 2 of Violation 400/96-02-02: Inadequate
Procedures for Bypassing RWST Level Channels and Testing Control Room
Ventilation.

3.5 Closure Items — Maintenance

3.5.1

3.5.2

(Closed) VIO 400/95-02-01: Failure to adequately test motor-operated
valve thermal overload protection per TS 4.8.4.2.

(Closed) LER 400/95-001-00: Inadequate testing of thermal overload
bypass circuitry resulted in a violation of TS operability verification.

The inspectors reviewed a CP&L letter dated March 30, 1995, that was in
response to this violation. The inspectors observed that the violation
resulted from the inadequate testing of several auxiliary feedwater
HOVs. The testing was being conducted to satisfy. the requirements of TS
4.8.4.2. The TS required each of these valves to be electrically tested
on a frequency of every 18 months. The testing should have assured that
the normally energized motor thermal overloads were/would be bypassed
when the valves get an emergency/accident signal to operate.

As part of the follow-up on this violation, the licensee identified
other system valves that had not been sufficiently tested to assure that
the motor thermal overloads were bypassed during emergency/accident
conditions. Subsequently, LER-95-01 was written by the licensee to
report these conditions in accordance with 10 CFR 50.73(a)(2)(i). In
each instance the affected valves were evaluated for past and present
operability. The evaluations included testing the valves again, with an
improved testing methodology, to assure operability.

The inspectors determined that the licensee's actions that have been
taken for the violation and the associated LER have been satisfactorily
completed. The violation and LER are closed.

(Closed) VIO 400/95-04-01: Failure to adequately maintain a power
supply test procedure.

The inspectors reviewed CP8L letters, dated Hay 1, 1995 and June 28,
1995 that was in response to this violation. The inspectors observed
that the violation resulted from a test procedure CM-I0113 not
containing sufficient acceptance criteria to allow technicians to
determine if two spare power supplies performed/functioned ,

satisfactorily. The two power supplies had been designated for use
during a scheduled on-line modification to the SSPS. The procedure (CH-
I0113) had not been previously implemented prior to the discovery of its
inadequate acceptance criteria.

The licensee revised procedure CH-I0113 on February 13, 1995 to include
the required acceptance criteria. This new criteria included line-load



10

regulation and AC ripple evaluation during testing of the SSPS power
supplies. The inspectors noted that the new testing criteria was

" implemented satisfactorily on the two spare power supplies by
technicians on February 15, 1995. The test was finished prior to the
on-line modification being completed. However, further review showed
that during the SSPS modification process the licensee had not installed
the two spare SSPS power supplies as a part of the modification.

The licensee also revised the vendor manual that is associated with
testing the SSPS power supplies. The revision included adding vendor
information testing criteria that addresses those concerns identified in
the violation. Based on the above reviews and evaluations this item is
closed.

3.6 Conclusion - Maintenance

Observed maintenance and surveillance activities were conducted well. A
violation was identified for an inadequate surveillance procedure which
resulted in the wrong train of control room emergency ventilation being

,actuated during a test. This violation example represented a continuing
problem with recently revised or developed operations-based surveillance
procedures. The licensee's ongoing Technical Specification Surveillance
Review project was approximately 60 percent completed at the end of the
inspection period.

4.0 ENGINEERING (37550,37551,92700)

The inspector reviewed the design change program, the program for,
qualification of system engineers, the GL 96-01 technical
specification surveillance review, and audits of the design change
program.

4.1 Design Change Control Processes

The inspector reviewed the current revisions of the procedures
listed below which control design changes and verified that the
design control measures were consistent with 10 CFR 50, Appendix
B, Criterion III. The following procedures were reviewed:

ENP-005, ESR Modification Implementation; ENP-010, Preparation and
Control of Design Basis Documents; ENP-011, Preparation and Control of
Design Analyses and Calculations; ENP-012, Preparation and Control of
Design Drawings/Sketches; ENP-013, Preparation and Control of
Specifications; Review and Control of Externally Generated Design
Documents; ENP-016, Design Verification And Radwaste 0-Review; ENP-017,
Plant guality Listings; and PLP-650, Engineering Service Request.

From review of the above procedures the inspector concluded that
the following attributes were adequately addressed: design
processes, des'ign inputs, interface controls, design verification,
document control, post-modification testing, control of field
changes, and 10 CFR 50.59 safety evaluations. The inspector
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concluded that adequate controls were in place to ensure effective
implementation of design changes.

4.2 guality Assurance Assessment and Oversight

The inspector reviewed corrective actions performed in response to
findings identified during assessments performed by the Nuclear
Assessment Section (NAS) of engineering activities. Findings from
these assessments were categorized as strengths, issues, or
weaknesses. Corrective actions for the following NAS assessments
were reviewed:

~ Assessment H-MOD-94-01 resulted in identification of one
issue and two weaknesses. The issue concerned inattention
to, details which resulted in incorrect and inadequate
documentation in the design packages. Adverse Condition and
Followup Report (ACFR) 94-01610 was issued to disposition
this issue. Corrective actions included training of NED

engineers to improve attention to detail and performance of
a follow-up self-assessment to determine if the training was
understood. One weakness concerned failure to adequately
document training of NED engineers. ACFR 94-01183 was
issued to correct this weakness. Corrective actions
included revision of NED procedure 202, NED Training
Program, to clarify the requirements regarding documentation
of training. The other weakness concerned failure of the
design review process to question a design input which was
based on a telecon with a vendor. The design information
concerned the stroke time of the auxiliary feedwater (AFW)
control valves used in PCR-6502. This modification allowed
the AFW system to be used to feed the Steam generators.
This problem was documented on ACFR 94-01216. Corrective
actions included training of mechanical design engineers on
the importance of obtaining accurate design information.
The inspector noted that the results of the investigation
conducted to resolve this problem concluded that post
installation testing would identify any error in the telecon
input value assumed for design prior to system operability.
However, this testi'ng had not been performed.

Assessment H-MOD-95-01 resulted in identification of one
issue and one weakness. The issue concerned inadequate
tracking by HESS personnel of modification exceptions. ACFR
95-01071 was generated to correct this issue by training NED

personnel on management expectations on closeout of
exceptions to modifications. NED management emphasized the
need to reduce the backlog of modification exceptions.
Procedure ENP-005, ESR Hodification Implementation, was
revised to implement reduction/ elimination of modification
exceptions. The weakness involved resolution of review
comments for approved ESRs and inattention to details.
Corrective actions for this weakness, which were documented
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on ACFR 95-01072, included resolving the review comments on
the ESRs and training for NED personnel to emphasize the
need for attention to details.

~ Assessment H-TS-95-01 resulted in identification of two
strengths, four issues, and one weakness. The licensee
issued ll Condition Reports (CRs - formerly called ACFRs) to
document and disposition the four issues and one CR to
address the weakness. The inspector reviewed CR 95-02952
which was generated to correct the issue regarding failure
to list acceptance criteria for 12 of 15 valves which
receive a main feedwater isolation signal. ESR 9501026 was
issued to provide an operability determination for the
affected systems. The inspector concurred with the ESR
conclusions that the systems were operable. The inspector
also reviewed CR 95-2996 which investigated the failure to
perform ESF response time testing of the auto open feature
of the AFW flow control valves. This problem was also
related to PCR-6502. The inspector reviewed ESR 951024
which evaluated the response time of the AFW flow control.
valves. The conclusions of the ESR were that the valves
were operable and would perform the intended function.
However, the licensee reported this problem as LER 400/95-
015, which is discussed in NRC Inspection Report number 50-
400/96-01. Non-Cited Violation 400/96-01-05 was identified
for failure to incorporate the response time testing
requirements in surveillance test procedures. The inspector
reviewed CR numbers 95-02929, 95-02949; 95-02954, and 95-
02955 which were issued to document and disposition
additional findings from this assessment. These findings
concerned inconsistencies between the FSAR and ESF response
time testing in the licensee's surveillance test procedures.
Equipment operability was not affected by the findings.
Corrective actions included clarification of the FSAR and/or
revisions to the appropriate surveillance test procedures.
The ongoing Technical Specification surveillance review
required by Generic Letter 96-01, discussed in paragraph
4.3, will also provide additional corrective actions for
findings from assessment H-TS-95-01.

With the exception of the corrective actions for ACFR 94-01216,
the inspector concluded that the licensee's responses to the audit
findings were generally acceptable. Numerous issues have been
identified by the licensee regarding PCR-6502, including four
LERs. The failure of licensee engineers to verify the testing of
response time for the AFW valves was included in the PCR-6502 post
installation requirements was identified as a weakness in the
licensee's corrective action program. A violation was not
identified since the issue was similar to that identified in NCV

400/96-01-05. Performance of adequate corrective actions to
disposition ACFR 94-01216 could have prevented some of the
problems associated with PCR-6502 from occurring.
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4.3

4,4

Technical Specification Surveillance Review — Generic Letter 96-01:
Testing of Safety Related Logic Circuits r

The inspector reviewed the licensee's program for the Technical
Specification (TS) surveillance reviews of safety-related logic
circuits. This review is being conducted to meet the requir ements
of GL 96-01. The inspector discussed the status of the program
with licensee engineers and reviewed the general methodology being
used by the licensee's engineering team to complete the project.
The inspector examined Desk Top Guide RA-TSSR-0001, Revision 0,
Guidelines for the Performance of Technical Specification
Surveillance Reviews for Safety-Related Logic Circuits. This
procedure provides the requirements for performance of the reviews
and includes the project scope, references, guidelines, outlines
the review process, and contains examples of the completed TS
review data. In the review completed as of the inspection date,
34 condition reports (CRs) have been issued to identify TS
surveillance issues. Nine of the 34 CRs were determined to be
reportable under 10 CFR 50.73 and will be reported as supplement
to LER 400/96-02, which is discussed in paragraph 3.3, above.
This program will be examined by NRC in future inspections.

Review of Design Change Packages

The inspector reviewed a sample of Engineering Service Requests to
determine if licensee design engineers routinely used information
obtained from vendors in telecons for design without proper
verification. This was a weakness previously identified by the Nuclear
Assessment Section. The following design change packages were reviewed:

ESR 9400076 — Main Steam PORV Pressure Switches

ESR 9400118 — Main Feedwater Isolation Valves — Oil Filter and Nitrogen
Pressure Switches

ESR 9500120 - Permanent Installation of Thermocouples in RCP Bays

ESR 9500218 - Diesel Starting Air System

Review of the ESR packages disclosed that licensee engineers
obtained information via telecons which was included as part of
the design information in the ESR review. This information
included the material content and flame resistance for cables used
to install thermocouples in ESR 9500120; determination of material
type in switches in ESR 9400076 and the FW valve stroke for ESR
9400118. The inspector noted that, although some of these ESRs
were non-safety related, acceptance of information for use in
design, without proper verification, may be contrary to NRC

requirements. Pending further review of this issue and
determination of the specific use of the above noted information
in the design and safety analysis, this problem was identified as



4.5

Unresolved Item 400/96-02-03; Use of Potentially Unconfirmed
Information Obtained via Telecons in Engineering Design. Work.

Training and gualification of System Engineers

The inspector reviewed current revisions of the following
procedures which specify the requirements for qualification of
plant (system) engineers:

~ Training Admin Procedure TAP-607, Engineering Support
Personnel Training Guides for Plant Engineers

Technical Support Hanagement Hanual THH-118, System Engineer
Certification Procedure

4.6

These procedures establish the guidelines for training and
certification of plant (system) engineers. The procedures define
three levels of qualification: interim, fully qualified, and
certified. The certification process is applicable for system
engineers on both their primary and backup systems. The inspector
reviewed the status of the system engineers qualification
process. This review disclosed that, for assignment of primary
system engineers, approximately one-third of the systems are
assigned to fully certified system engineers, one-third are
assigned to fully qualified system engineers, while the remaining
are assigned to system engineers who are only interim qualified.
For assignment of backup system engineers, approximately only ten
percent of the systems are assigned to system engineers that are
either certified, fully qualified, or interim qualified on the
systems. On Harch 4, 1996, the licensee issued CR 96-00605 to
document and disposition a problem regarding missing training
records for system engineers assigned to 37 systems. Corrective
action is in progress to resolve this issue. The missing training
records have contributed to the problem of failure of the licensee
to have additional certified system engineers assigned as either
primary or backup engineer s on more systems. This problem was
identified to licensee management as a weakness in their system
engineer qualification program.

Upgrade of the Fuel Handling Building Nuclear Coatings

During the week of February 12 the inspectors observed in-process
nuclear coatings upgrade work activities in the fuel handling building.
These activities were associated with application of coatings on the
operating floor area, adjacent walls, associated hardware, and the
ceilings. The inspectors observed that the coating material (white
paint) should provide increased illumination, allow easier clean-up of
the coated surfaces - thereby improving ALARA efforts, improve
preservation of the existing structures and installed hardware, and
improve the general appearance and material condition of the area. The
inspectors noted that this upgrade will take several months to complete
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as the expected surface areas to be painted was estimated to be 175,000
square feet.

The inspectors observed that the fuel pools and transfer canals were
covered with protective covers to prevent any foreign material from
being introduced to the pools. The fuel pool protective covers were
supported by wire ropes that were attached to the pool handrails. The
wire ropes were installed at intervals of every eight feet and each rope
spanned above and across the pool(s). The inspectors observed that the
pool protective covers were manufactured from a "poly" type material.
Scaffolds used by the painters were enclosed with netting to help
prevent the possibility of foreign material being dropped from the
scaffold. The scaffolding structures had been analyzed by engineering.
The scaffolding was properly anchored to prevent toppling into the fuel
pool.

The inspectors reviewed two ESRs that were completed by engineering for
the work activities and temporary protective covers provided for the
pools. Both of the ESRs were tracked by ESR 9501032. The first ESR was
dated January 3, 1996 and the second (Revision 1), February 13, 1996.
The inspectors reviewed the 10 CFR 50.59 Safety Evaluation Screening
Reports and noted that both reports were completed in accordance with
the site controlling administrative procedure, AP-Oll, 10 CFR 50.59
Safety Evaluations. However, the first report did not contain a
significant amount of discussion about the basis for the temporary
covers not being an unreviewed safety question.

In contrast, the inspectors found that the second report (Revision 1)
contained more discussion showing why the temporary covers did not
present an unreviewed safety question. The second report was conducted
following instances that involved a paint roller plastic cover and a
chain attached to an "FME" sign that had fallen into the transfer canal.
The materials wer e promptly removed from the canal and engineering
evaluations were conducted. Following these two instances (which
occurred on February 13, 1996), the inspectors observed that a "stand-
down" meeting was implemented on the painting activities. During the
meeting, the paint crew was provided additional guidance concerning
foreign material control as it related to their work activities in the
fuel handling building.

During the above evaluations the inspectors referred to various sections
of the site Final Safety Analysis Report (FSAR) and design commitments;
specifically: FSAR Chapters 6, 9, 15, and TS Section 5.6. Licensee-
identified discrepancies between the FSAR and the spent fuel pool
cooling system design are further discussed in paragraph 4.7 of this
report.

In conclusion, coating upgrades to the various areas of the fuel
handling building is a strength in the areas of ALARA, housekeeping,
illumination, and plant material condition.
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4.7 Review of Spent Fuel Pool Cooling System Design and Decay Heat
Management Practices During Refueling Outages

The inspector reviewed a Condition Report detailing discrepancies
between the current design of the spent fuel pool cooling system and
that described in the plant FSAR. At licensee management's request
following recent related industry issues, plant engineers performed a

preliminary review of design assumptions contained in FSAR Section 9. 1,
Fuel Storage and Handling and documented preliminary findings in the CR.
The inspector also conducted this inspection as a follow-up to issues
identified in NRC Information Notice 95-54, Decay Heat Management
Practices During Refueling Outages. The following licensee-identified
discrepancies were noted:

The FSAR states that two spent fuel storage facilities (North and
Southend), each containing two pools and two 100 percent cooling
systems, were available. Currently, there is only one spent fuel
storage facility (the Southend with two pools and two full
capacity cooling systems). The Northend facility was not
completed. Its pools are not being used for spent fuel storage
and its cooling systems were not piped in. The licensee is
currently implementing plans to have the cooling systems piped in
and the pools ready for storing fuel assemblies around the turn of
the century or shortly thereafter.

As a result of the above assumption, FSAR Table 9. 1.3-1A, Maximum
Abnormal, Heat Load - All Fuel Pools; Table 9. 1.3-1B, Maximum
Normal Heat Load - All Fuel Pools; and Table 9. 1.3-1C, Maximum
Normal/Abnormal Heat Load - Northend Pools, all included heat load
contributions (in units of BTU/hr) from offsite fuel (Brunswick
and Robinson assemblies) assumed to be stored in the unused
Northend Pools. Consequently, equilibrium temperatures and heat-
up rates outlined in FSAR Table 9. 1.3-2, Fuel Pool Cooling and
Cleanup System Parameters, were determined assuming fuel was
stored in all four pools with two sets of cooling systems
available. However, the maximum abnormal heat load has been
recalculated periodically for the Southend pools, with heat loads
being updated to reflect changes in contributions from Brunswick
and Robinson plant fuel assemblies. These calculations have shown
that original assumptions for the Southend pools remain bounding
for more recent loading conditions (FSAR Section 9. 1.3.3, page
9.1.3-5).

FSAR Tables 9. 1.3-1A, and 9. 1.3-1B, which listed heat loads
associated with recently unloaded Harris fuel, assume that 52
assemblies from the previous core would be left in the pool after
refueling. The licensee refueled with 60 new assemblies during
the Fall 1995 outage, leaving 8 additional assemblies in the pool.
The heat load contributions from the 8 additional assemblies was
determined to be minor, having minimal effect on the overall pool
temperature analysis.
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~ Although the Harris FSAR did not explicitly state that the
practice to offload the entire core during refueling outages would
be normal, the Harris pools were analyzed in the FSAR for both the
normal (defined to be a 1/3 core offload) and abnormal (defined as
full core offload) cases. This was previously discussed in NRC IR
400/95-15.

~, An error was noted in FSAR Table 9. 1.3-2 for Spent Fuel Pool Heat
Exchanger tube side flowrates. The table specified the flowrate
as 2.256 x E6 pounds per hour. This value represented the design
flow of the spent fuel pool cooling pump. The actual heat
exchanger flowrates are approximately half of the value specified
in the FSAR. Harris engineers recalculated pool equilibrium
temperatures and preliminarily determined that the pool design
criteria of 150 degrees would not be exceeded using the revised
flowrates.

The inspector discussed these findings with engineers and plant
management who indicated that an FSAR revision would be submitted. As
stated above, preliminary calculations determined that the design basis
of the spent fuel pool cooling system was not exceeded as a result of
the errors. Discussions with control room operators indicated that
spent fuel pool temperatures have been maintained below 110 degrees F.
with the entire core offloaded and only one train of spent fuel pool
cooling in 'service. Operators log spent fuel pool temperatures every
four hours and place one train of cooling in service when temperatures
reach 105 degrees F. As discussed in NRC IR 400/95-15, the inspector
has verified on occasion during outages that pool temperatures were
within limits. This'rovided reasonable assurance that the spent fuel
pool cooling system was designed to handle the full core offload case.
However, the inspector will review the licensee's final design
calculations and track its progress to address the FSAR discrepancies
under Inspector Follow-up Item 400/96-02-04: Track Licensee's Progress
in Resolving FSAR Spent Fuel Pool Cooling Discrepancies.

4.8 Review of LERs - Engineering

4.8. 1 (Open) LER 96-003-00: Failure to Perform Core Flux Mapping Following
Short Power Excursions Over lOOX Power.

This LER was issued for previous momentary excursions over 100.0 percent
power where the licensee failed to perform a core flux map within 24
hours as required by TS 3.2.3 Action C. l. The TS specifically requires
this action within 24 hours of initially being in the region of
prohibited operation. This region was defined by a figure in the TS and
is bounded by a vertical line at 100.0 percent rated thermal power. The
licensee determined that this requirement was introduced with a TS
amendment in July 1994. The amendment incorporated the figure,
therefore flux mapping would not have been required prior to July 1994.
In January 1996, the licensee determined that between July 1994 and
November 1995, flux mapping should have been performed on 19 occasions



18

following secondary calorimetrics with calculated power slightly above
100.0 percent.

h

The safety significance of these incidents appeared to be minimal.
Calculated power was above 100. 1'percent RTP in only two of the 19
cases, with the highest being 100. 13 percent. Additionally, short
periods of reactor power excursions to less than 102 percent RTP were
used in accident and hot channel factor analyses, thus bounding the 19
incidents from a design basis standpoint. While the safety significance
for these violations was minimal, consideration of enforcement action is
deferred until a review of the licensee's corrective actions, as well as
the circumstances surrounding the July 1994 TS amendment, is completed.
Hence, this LER will remain open pending further inspector review.

4.8.2 (Closed) LER 95-006-00 and LER 95-006-01: Emergency Core Cooling System
Piping Not Fully Contained Within Reactor Auxiliary Building Emergency
Exhaust. System Boundary, Resulting'n Condition Outside Design Basis.

This LER and its supplement described the causes and consequences of
design errors resulting in portions of the ECCS system outside
containment not being enclosed in the RAB emergency exhaust system
ventilation boundary. The original dose assessments in the FSAR assumed
that any. leakage outside the containment from the ECCS following a LOCA
would be filtered by the emergency exhaust system. However, the final
plant design resulted in portions of the ECCS recirculation equipment
being located outside the system's boundaries. Therefore, any
postulated leakage from the affected equipment may not be filtered by
the emergency exhaust system, thus potentially increasing the
radiological consequences of a postulated LOCA.

The licensee resolved this issue by reanalyzing the post-LOCA dose
assessments using an administrative limit on external leakage from ECCS
equipment outside the RAB emergency exhaust system boundary. The
licensee submitted proposed FSAR changes to the NRC via letters dated
September 23, 1995 and October 10, 1995. The staff evaluated these
changes addressing the administrative limit on the amount of leakage
assumed in the reanalysis of dose calculations and the radiological
consequence assessment of the postulated ECCS leak rates from equipment
outside the exhaust system boundary. By letter dated January 22, 1996,
the NRC staff found the revised design basis and proposed FSAR changes
to be acceptable. A safety evaluation was included in the NRC letter.
The licensee's root cause investigation into this old design issue
determined that inadequate documentation and communication of
assumptions between two separate engineering groups within the plant's
architect engineering firm were the major contributors. The inspector
concluded that the factors contributing to this design error were not
evident in the licensee's current program. The licensee's corrective
actions were properly focused on resolving the design basis issue. The
LERs are closed.
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4.9

5.0

5.1

Conclusion — Engineering

The licensee's design change program complies with NRC requirements.
While design change packages appear to be adequately prepared in
accordance with the licensee's design change program, the inspector
questioned the use of information obtained in telecon with vendors as
design data. An unresolved item identified regarding this problem.
Audits of engineering activities were in depth and sufficient to
identify deficiencies. However the licensee's corrective actions in
response have not always been adequate. Some indications of repeat
problems have been identified by NAS. Weaknesses were identified
regarding implementation of the licensee's programs for certification of
system engineers and the corrective action program. Discrepancies were
identified between the plant FSAR and the current status of the spent
fuel pool cooling system.

PLANT SUPPORT (71710, 71750)

Radiation and Personnel Contamination Control

5.2

5.3

The inspectors reviewed radiation protection control activities to
verify that these activities were in conformance with facility policies
and procedures, and in compliance with regulatory requirements. The
inspectors also verified that selected doors which controlled access to
very high radiation areas were appropriately locked. Radiological
postings were likewise spot checked for adequacy. The inspector
identified no violations in the licensee's implementation of its
radiological protection program.

Plant Housekeeping Conditions

The inspectors reviewed storage of material and components, and observed
cleanliness conditions of various areas throughout the facility to
determine whether safety hazards existed. The inspector noted that
plant housekeeping continues to be good in areas recently renovated by
the licensee's ongoing plant upgrade project. The spent fuel pool
building is currently under renovation by this project as discussed in
paragraph 4.4 of this report. Overall, plant housekeeping was
satisfactory.

Security Control

During this period, the inspectors toured the protected area and noted
that the perimeter fence was intact and not compromised by erosion or
disrepair. The fence fabric was secured and barbed wire was properly
installed. Isolation zones were maintained on both sides of the barrier
and were free of objects which could shield or conceal an individual.
The inspectors observed various security force shifts perform daily
activities, including searching personnel and packages entering the
protected area by special purpose detectors or by a physical patdown for
firearms, explosives and contraband. Other activities included vehicles
being searched, escorted and secured; escorting of visitors; patrols;
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5.4

and compensatory posts. In conclusion, the inspectors found that
selected functions and equipment of the security program complied with
requirements.

Fire Protection

The inspectors observed fire protection activities, staffing and
equipment to verify that fire alarms, extinguishing equipment, actuating
controls, fire fighting equipment, emergency equipment, and fire
barriers were operable. During plant tours, the inspector looked for
fire hazards. The inspector concluded that the'fire equipment and
barriers inspected were in proper physical condition.

NAS performed a thorough assessment of the fire protection program.
While the program was considered effective, the NAS assessment
identified four issues and one weakness. The issues included:

~ Operations was not proactively identifying and correcting fire
protection system deficiencies,

Fire prevention practices were not adequately controlling fire
hazards throughout the plant site,

Operations personnel demonstrated a lack of knowledge necessary to
satis'factorily perform various aspects of their assigned fire
protection duties, and

Operations has not effectively used the self assessment process to
identify deficiencies in performance of fire protection
activities.

Some of the NAS issues were caused by organizational changes resulting
in the transferral of fire protection responsibilities from previously
trained and dedicated fire technicians to non-licensed auxiliary
operators. Licensee management has acknowledged that change management
has been a problem at Harris in the recent past and continues to deal
with this challenge as more organizational changes are planned in the
future.

5.5 Emergency Preparedness

On February 29, March 7, and March 14, the inspectors observed portions
of an EP drill exercise in the plant simulator control room and the
Technical Support Center. The drill scenario began with a seismic event
and the plant declaring an "alert" condition. Plant conditions were de-
generated when the "C" steam generator safety valve opened and finally
one of the "C" steam generator tubes ruptured. The plant condition was
then upgraded to a "general emergency" with protective action
recommendations made for the public.

Each of the four site emergency teams were receiving the same training.
Three of those teams were observed during this reporting period. This
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was the first exercise that the Harris Plant simulator was utilized to
simulate plant conditions and feed information to the ERFIS data display
screens in the Technical Support Center and Emergency Operation
Facility. The display screens provide information about plant safety
parameters in a tabular arrangement to the emergency response team.
ERFIS is the licensee's designation for the safety parameter display
system. The drill objectives included:

~ Requiring the team to demonstrate their ability to assess the
event and properly classify the plant conditions. "

~ Requiring the team to demonstrate proper notification,
communications, and tracking the event activities.

~ Demonstrating that the emergency response facilities were
adequately functioning.

~ Demonstrating that good command and control practi'ces were
followed.

5.6

6.0

The inspectors observed that the evaluators were posted at various site
locations to provide a self-evaluation of the team's performance. The
drill should help improve the various team members familiarity with the
site emergency procedures and the use of the ERFIS system during plant
emergencies. The inspectors considered the performance of the emergency
teams to be adequate. However, the inspectors concluded that the drill
scenario was not overly challenging. The site EP manager acknowledged
that the scenario had not been as challenging as previous drills.
However, this was because he wanted the emergency teams to get
comfortable with the use of ERFIS during a drill first.
Conclusion — Plant Support

All program activities, including radiological control, security, fire
protection, and emergency preparedness, were conduc'ted satisfactorily.
A thorough NAS assessment identified change management problems
involving the fire protection program. The licensee has begun using the
plant specific simulator in its emergency preparedness drill scenarios.

OTHER NRC PERSONNEL ON SITE

On February 26 - March 1, 1996, Nr. J. Brady, Senior Resident Inspector
selectee, Harris Plant, was on site for. plant familiarization and to
'discuss issues with plant management and the Acting SRI.

On March 6, 1996, Hessrs. H. Bailey, N. Franovich, A. Howe, and's. P.
Eng, all from NRC Headquarters, were on site reviewing the licensee's
program for transporting and storing spent fuel received from offsite.

On March 13 & 14, 1996, Hr. E. Imbro, Project Director, PDII-I, NRR, and
Hr. N. Le, Harris Plant Project Manager, NRR, were on site for a plant
tour and to discuss issues with plant management and the Acting SRI.
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7.0 SPECIAL FSAR REVIEW

A recent discovery of a licensee operating their facility in a manner
contrary to the FSAR description highlighted the need for a special
focused review that compares plant practices, procedures and/or
parameters to the FSAR description. While performing the inspections
discussed in this report, the inspectors reviewed the applicable
portions of the FSAR that related to the areas inspected. The following
inconsistency was noted between the wording of the FSAR and the plant
practices, procedures and/or parameters observed by the inspectors:

Spent Fuel Pool Cooling System assumptions as described in FSAR
Section 9. 1 were not consistent with the actual plant
configuration (paragraph 4.7). This condition was identified
during a licensee review following recent industry issues on the
subject.

As discussed in paragraph 2.7 of this report, the licensee has developed
a FSAR Improvement Plan which was approved for implementation by the
PNSC. The licensee intends to complete this effort in 1997.

8.0 EXIT

The inspection scope and findings were summarized on March 21, 1996 by
the Acting SRI with those persons indicated by an asterisk in paragraph
1. An interim exit was conducted on March 15, 1996. The inspector
described the areas inspected .and discussed in detail the inspection
results. A listing of inspection findings is provided. Proprietary
information is not contained in this report; Dissenting comments were
not received from the licensee.

~T e Item Number

NCV 96-02-01

VIO 96-02-02

Status

Open/Closed

Open

Descri tion and Reference

Operator Opens Wrong Control
Power Knife Switch Resulting
in "B" CCW Pump Being
Inoperable, paragraph 2.4.

Inadequate Procedures for
Bypassing RWST Level Channels
and Testing Control Room
Ventilation, paragraphs 2.6. 1

and 3.4.

URI 96-02-03

IFI 96-02-04

Open

Open

Use of Potentially Unconfirmed
Information Obtained via
Telecons in Engineering Design
Work, paragraph 4.4.

Track Licensee's Progress in
Resolving FSAR Spent Fuel Pool



VIO 95-02-01

VIO 95-04-01

URI 96-01-02

LER 95-001-00

LER 95-006-00/01

LER 96-002-00/01

LER 96-003-00

LER 96-004-00

Closed

Closed

Closed

Closed

Closed

Open

Open

Open
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Cooling Discrepancies,
paragraph 4.7.

Failure to adequately test
motor-operated valve thermal
overload protection per TS
4.8.4.2, paragraph 3.5.1.

Failure to adequately maintain
a power supply test procedure,
paragraph 3.5.2.

Inoperable RWST Level Channel
Improperly Returned to
Service, paragraph 2.6. 1.

Inadequate testing of thermal
overload bypass circuitry
resulted in a violation of TS
operability verification,
paragraph 3.5.1.

Emergency Core Cooling System
Piping Not Fully Contained
Within Reactor Auxiliary
Building Emergency Exhaust
System Boundary, Resulting In
Condition Outside Design
Basis, paragraph 4.8.2.

Fail ure to Properly Perform
Technical Specification
Surveillance Testing,
paragraph 3.3.

Failure to Perform Core Flux
Napping Following Short Power
Excursions Over 100X Power,
paragraph 4.8. 1.

Refueling Water Storage Tank
(RWST) Level Transmitters Fail
High Due to Freezing,
Resulting In Entry Into
Technical Specification LCO

3.0.3 and a Subsequent
Violation of Technical
Specification Action
Statement, paragraph 2.5.



9.0 ACRONYHS

ACFR
AFW

ALARA
CCW

CFR
CR

CSIP
ECCS

EDG

EP
ERFIS
EP
ESF
ESR

FME
FSAR
FW

HESS
IFI
IR
KV
LCO

LER
LOCA
MOV

HST
NAS
NCV

NRC

NRR

OST
PCR

PDI I-I
PDR
PNSC

RAB
RII
RTP
RWST

SSPS
TS
URI
VIO
WR/JO

Adverse Condition and Followup Report
Auxiliary Feedwater
As Low As Reasonably Achievable
Component Cooling Water
Code of Federal Regulations
Condition Report
Charging/Safety Injection Pump
Emergency Core Cooling System
Emergency Diesel Generator
Emergency Preparedness
Emergency Response Facility Information System
Emergency Preparedness
Engineering Safety Features
Engineering Service Request
Foreign Haterial Exclusion
Final Safety Analysis Report
Feedwater
Harris Engineering Support Section
Inspector Follow-up Item
Inspection Report
Kilovolts
Limiting Condition for Operation
Licensee Event Report
Loss-of-Coolant Accident
Motor-Operated Valve
Haintenance Surveillance Test
Nuclear Assessment Section
Non-Cited Violation
Nuclea} Regulatory Commission
Nuclear Reactor Regulation (NRC Office)
Operations Surveillance Test
Plant Change Request
Project Directorate II-I
Public Document Room
Plant Nuclear Safety Committee
Reactor Auxiliary Building
Region Two (NRC Office)
Rated Thermal Power
Refueling Water Storage Tank
Solid State Protection System
Technical Specification
Unresolved Item
Violation (of NRC requirements)
Work Request/Job Order
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