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License No. DPR-20 

Inspection on July 18 through August 31, 1989 (Re~ort No. 50-255/89021(DRP)) 
Areas Inspected: Routine unannounced inspection y the resident and other · 
inspectors of: configuration control program review; actions on previously 
identified items; operational safety verification; reactor trip; maintenance; 
surveillance; security; generic letters; reportable events; and safety 
assessment/quality verification. No Safety Issues Management System (SIMS) 
items were reviewed. · 
Results: Of the areas inspected, no violations, deviations or unresolved 
items were identified. Two Open Items were identified and are discussed in 
Paragraphs 2 and 11. 

The inspection disilosed weaknesses in the licensee 1 s configuration control 
program (paragraph_2), NSSD audit involvement and followup (paragraph 11) and 
administrative control of procedures (paragraph 4d). The in~pection noted 
strengths in the licensee's efforts to resolve a backlog of NRC open items and 
in the use of lessons learned from the reactor trip for operator training . 



DETAILS 

1. Persons Contacted 

Consumers Power Company 

*G. B. Slade, Piant General Manager 
*J. G. Lewis, Technical Director 
*R. D. Orosz, Engineering and Maintenance Manager 
*R. M. Rice, Operations Manager . 
*W. L. Beckman, Radiological Services Manager 
*J. L. Hanson, Operations Superintendent 
*C. S. Kozup, Licensing Engineer 

.*J. R. Brunet, Licensing Analyst 
*D. J. Malone, Licensing Analyst 

R. J. Frigo, Operations Staff Support Supervisor 

Nuclear Regulatory Commission (NRC) 

*E. R. Swanson, Senior Resident Inspector 
*J. K. Heller, Re~ident Inspector 
*D. A. Beckman, NRC Consultant 

* Denotes some of those present at the Management Interview on 
September 5, 1989. 

Other members of the Plant staff, and several ~embers of the contract 
Security Force, were also contacted during the inspection period. 

2. Configuration Control Program Review (92701,92702) 

The Configuration Control Program (CCP) was established in partiai 
response to NRC Confirmatory Action Letter CAL-RIII-86-002, of May 21, 
1986, to address prior problems with missing or inadequate design 
information. The CCP involves eight active and two inactive tasks which 
include: drawing as-built verification and correction; design basis 
reconstitution for select systems; system functional testing; safety 
system design confirmation; and Q-list and other data base verifications 
and upgrades. The objectives of this portion of the inspection were to 
assess overall project status, to assess the safety value of the project 
output and results, to assess the interface with design control and 
modification activities, and to evaluate, on a sampling basis, the 
effectiveness of program implementation. The resulting significant 
observations were: 

a. The licensee's letters to NRC of December 1, 1986, January 28, 1987, 
July 29, 1988, and December 13, 1988, collectively describe the 
CCP's purpose as a ''reconstitution" of the plant design basis which 
would include recreation of missing data, validation that the plant 
conforms to functional design requirements, and verification that 
related plant documentation is correct. The July 29, 1988, CPCo 
letter stated that the reconstitution and verification and 
validation activities would be complete in 1991. 
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This inspection found that the "Project Plan for Configuration 
Control Project'', Revision 2, and its ongoing implementation did 
not provide for completion of the reconstitution activities by 
1991. Rather, the project's objective was to complete preparation 
of about 32 design oasis documents (DBDs) (system and component. 
design descriptions) by 1991 \"Jith the DBDs identifying missing or 
inadequate design information requiring future. reconstitution. 
Plans for th~ actual reconstitution process including scop~, budget, 
schedule, and organizational responsibility for resolution of. 
CCP-identified discrepancies were identified as needed but had not , 
been formulated. Prior to the close of the inspection the licensee 
had assigned an individual to provide oversight for discrepancy 
fol 1owup and resolution.. · 

The project's current objectives fell substantially short of the 
scope and schedule described to NRC in CPCo's various letters. 
The licensee's project ~anager believed th~t the actual project 
scope had been communicated to NRC during various meetings with 
NRC Region III personnel although he acknowledged that the prior 
CPCo correspondence had not been revised. Discussions with NRC 
Region III personnel indicated that they were not specifically 
aware of the extent of the sco~e and schedule differences. The 
inspector-advised the licensee that their prior submittals should 
be corrected and that the project's current objectives would be 
subject to NRC management review of such resubmittals. (Open Item 
255/89021-01). 

b. The DBDs are the vehicles for collecting and organizing the design 
basis information and for identifying missing or inadequate 
information. The DBDs are subjected to verification and validation 
(V&V) by the safety system design confirmation (SSDC) process. The 
project task plans, administrative procedures, and implementing 
documents for these activities were inspected with the following 
observations: 

(1) The DBD and SSDC processes are generally sound and were being 
continuously adjusted through experience to achieve the desir~d 
level of information. This has resulted in overall production 
being slower than initially projected. Although the licensee 
has established a resource loaded'schedule, the historical data 
indicates that the projections might be optimistic and that 
the 1991 schedule might not be achieved. Project management 
data to date seemed to indicate that the project was somewhat 
understaffed and that major efforts for discrepancy resolution 
and design information reconstitution will require major CPCo 
resource commitments. 

(2) Although the SSDC validates and verifies the 080 information 
and is the CCP vehicle for identifying functional verifica
tion/testing inadequacies, the licensee had planned only 
thirteen SSDCs on an extended schedule through 1994. Further, 
the licensee was considering reductions in the SSDC project 
budget and scope and anticipated reducing the total number 
performed. The project manager was advised that the CPCo plans 
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were atypical of those at other facilities with similar 
programs and that 'equivalent measures should be provided to 
assure the processes' integrity. 

(3) The DBD and SSDC processes are intended, in part, to identify 
missing or inadequate design process documents (e.g. calcula
tions, engineering evaluations and studies, etc.) and/or 
design output documents (equipment specifications, drawings, 
technical manu~ls, equipment lists, etc.). Neither the DBD 
nor the SSDC provide for a structured "front end" identification 
of generic and specific documents, data, or attributes expected 
or needed to substantiate fulfillment of the design requirement. 
The licensee has found a total absence of design process 
information for some systems and information categories. For 
example, the 2400 VAC System DBD, Revision C-1~ lists 11 0riginal 
System Design Calculations" as missing design basis information 
as did several other DBDs; also, individual categories or 
specific calculation needs had not been identified. The lack 
of discrete identification of design basis information problems 
appears to be a major detriment in the current CCP program 
phase. The licensee stated that the need for additional 
discrimination in the process had been, identified as necessary 
and was being developed for long-term reconstitution efforts. 
A DBD writers guide and additional guidance of the scope and 
extent of DBD research were being prepared at the end of the 
inspection. Aaditionally, the licensee had commissioned an 
independent ~onsultant review of the program. 

(4) The SSDC process reports its findings by exception, i.e. 

( 5) 

only discrepant conditions are documented. Positive finding 
information is only informally recorded and thus no review 
record of acceptable attributes and characteri~tics is 
maintained. /J.. CPCo QA audit in progress during t_he inspection 
had similar observations and the project team was considering 
program changes to expand its reporting protocols. 

Interfaces with systems engineering and design control 
processes are generally in place but some exceptions exist. 
For example, if a systems engineer identifies a relevant 
design problem and writes a corrective action document such 
as a deviation report, the CCP project might not be informed. 
Although the project manager routinely attends Corrective 
Action Review Board meetings, the project is not provided 
controlled distribution of such documents. 

Similarly, the project is maintaining informal DBD update 
files where information pertinent to future DBD revisions is 
informally stored. Information collection, screening, and 
long term DBD revision responsibilities have not been 
determined or formalized. The licensee advised that these 
matters were under review and, additionally, the licensee had 
identified the need for a more structured ANSI N45.2.11-type 
design verification process for some design document activities 
and was instituting appropriate controls. 
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c. The electrical system drawing verifications and updates appear to be 
proceeding acceptably .. The licensee is accumulating a large backlcg 
of minor discrepancies requiring either field or drafting correction 
but relatfvely few discrepancies h~ve direct and immediate 
operational or safety implications. The licensee 1 s program for 
screening the findings for sigriificance and prioritization appears 
appropriate and effective. Mechanical/fluid systems verifications 
have not yet begun. Various CCP tasks for data base and cable ~nd 
raceway schedules were not specifically reviewed but the inspector 
confirmed that they were subject to the CPCo QA program, including 
computer software QA. · 

One open item and no violations, deviations or unresolved items were 
identified. 

3. Actions on Previously Identified Items (92701, 92702) 

a. (Twenty-Five Administrative Closures) Inspection Report 50-255/86035. 
NRC Inspection Report No. 255/86035 ~esulted in over 160 open items 
involving vari-0us licensee remedial programs established in response 
to NRC Confirmatory Action Letter (CAL) RIII-86-002 dated May 21, 
1986, and NRC 10 CFR 50.54(f) letter of November 20, 1986. During 
the period January-August 1989, an NRC consultant and the resident 
inspection staff reviewed the status and effectiveness of the 
licensee remedial programs, including the issues addressed by many 
of the open items. As a result; of the approximately one hundred 
twenty five items remaining active from that inspection, about 
ninety were reinspected and reported as satisfactory for closure 
in Inspection Reports No. 50-255/89004, 50-255/89009, 50-255/89012, 
50-255/89015, and 50-255/89018. Those inspections determined that 
the licensee 1 s programs to address these items were functioning 
satisfactorily. Based on the successfully operating programs, the 
remaining open items from Inspection Report 50-255/86035 (listed 
below) will be closed without further inspection: 22, 40, 43, 50, 51, 
52, 53, 66, 75, 93, 104, 105, 106, 108, 109, 113, 116, 125, 134, 135, 
139, 140, 142, 145, 148, and 154. · 

·b. (Closed) Open Item 255/85030-02(DRP): High Pressure Safety Injection 
(HPSI) check valve testing appeared to be conducted at differential 
pressures higher than that observed during operational testing. A 
review of 11 Pre-Op Test #12 11 showed that the. current test (R0-65) 
pressures were less than those seen during the preoperational test. 
This resolves the concern for meeting the literal requirements of 
the ASME Code (Section XI, Article IWV-3522). The possibility 
remains that a system demand for HPSI (e.g., small break LOCA) would 
place a much lower differential pressure on the check valves than 
the current testing does, and that marginal check valve performance 
might result in a failure of HP~I flow through one or more lines. 

c. (Closed) Open Item 255/86035-07(DRP): Prior to start-up from the 
1988 refueling outage the licensee will have in place a detailed 
DC Bus or ground isolation procedure. This item was previously 
discussed in Inspection Reports 50-255/88026 and 50-255/89018. 
The licensee had_committed to upgrade alarm response procedure 
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d. 

e. 

f. 

g. 

ARP~3 to include better detailed guidance, provisions for 
controlling system configuration during ground isolation and 
independent verification of system restoration. Procedure 
modification MRN-0-89-194 was issued during July 1989, 
incorporating a new Attachment 2 with detailed guidance and 
other provisions above. During July 31 - August 3, 1989, 
ARP-2 was utilized for ground isolation. This activity was 
periodically monitored by the inspectors and found acceptable. 

(Closed) Violation 255/86035-149(DRP): Inadequate quality review 
of recirculation actuation system modification. The licensee's 
initial response was provided via a letter of July 16, 1987. 
NRC found that response unacceptable; CPCo's revised response 
was submitted via letter dated October 19, 1987. The licensee's 
actions specified by the letters were reviewed and found generally 
acceptably implemented. These actions included, reviews of other 
modification packages and post modification testing for similar 
deficiencies, revision of administrative procedures, personnel 
training, and correction of erroneous drawing information. 'One
action, dissemination of lessons learned information to the 
engineering staff, was poorly docum~nted; the inspector confirmed 
its completion via interview and the licensee prepared a memo 
certifying completion of the action. 

(Closed) Violation 255/86035-16l(DRP): Failure to properly 
control quality classification of load shedding circuit breakers. 
The license proposed corrective and preventive actions in a CPCo 
letter of July 16, 1987. The CPCo actions were revised per a 
letter of October 19, 1987, submitted in response to an NRC 
Region III letter of September 14, 1987. The·licensee's actions 
included ar audit of the modification process, implementation of 
task force recommended changes to the modification process, and 
a followup quality surveillance of the results of the modification 
program changes. These actions were verified to be completed and 
appeared to be effective. 

(Closed) Violation 255/86035-162(DRP): Placards on control 
boards conflicted with Emergency Operating Procedures (EOPs). 
The licensee's response actions as detailed in CPCo letters of 
July 16 and October 17, 1987, were verified complete. These 
actions included correction of the specifically deficient plaques, 
confirmation that no other discrepancies existed, and establishment 
of administrative controls for operator information placards. The 
inspector verified implementation of Revision 3 to Administrative 
Procedure 4.09, "Control of Operator Aids". Also, NRC Inspection 
Report No. 50-255/89019 reviewed the EOPs and included a detailed 
review of control room placards and labelling. Only minor 
discrepancies were ·identified and were being resolved in conjunction 
\'Jith that inspection. 

(Closed) Open Item 255/87005-04(DRP): Use of current-trace 
instrumentation on large loads to confirm starting times during 
engineered safety system testing. The licensee has provided 
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for current measurements and contact s·tatus recording via 
multi-channel recorder in procedures RT-BC and RT -80, "Engineered 
Safeguard System-- Left /(Right) Channel Test(s) 11

, Revision 0. The 
method was used during the last (1988) performance of the tests. 

h. (Closed) Violation 255/87006-0l(DRP): Inadequate action to prevent 
recurrence of equipment operability technical specification viola
tior.s. The actions specified by the licensee 1 s letter of May 27, 
1987, were reviewed and found responsive and acceptably implemented. 
An independent human performance evaluation system (HPES) review was· 
conducted and its findings used to formulate remedial actions which 
included initial and recurrent training, addition of a control room 
equipment status board, and individual counseling of involved 
personnel. 

i. (Closed) Unresolved Item 255/87008-0l(DRP): Review CPCo action~ 
for possible violation of and submittal of TS revision to clarify 
TS 3.23.1, Linear Heat Rate (LHR). LHR is monitored by either 
incore or excore neutron instruments. With both instrument systems 
inoperable, the Technical Specifications (TS) required a power 
reduction to less than 85% within 2 hours. In April, 1987, with both 
systems inoperable, the operators misinterpreted the TS and did not 
achieve the required power reduction within the time limit. The 
1icensee 1 s followup, documented in CPCo Event Report E-PAL-87-016 
and LER 87-014, included clarifying revisions to Standing Order (SO) 
No. 5~, 11 Supplemental Technicar Specifications", Revision 12; shift 
crew briefings on the incident and the correct TS interpretation; 
and submittal of a clarifying technical specification change request 
(TSCR) for TS 3.23.1 on October 6, 1988. Subsequently the TSCR was 
withdrawn at NRC request and wi 11 be incorporated into the 
licensee's TS upgrade program. The revised S0-54 remains in effect 
as an administrative control. A violation of the TS did occur, but 
a Notice of Violation will not be issued as permitted by 10 CFR 2 
Appendix C, Section V, for licensee-identified problems. 

j. (Closed) Unresolved Item 255/87014-02(DRP): Review licensee correc
tive· actions for miswiring of remote shutdown panel instruments 
per event report E-PAL-87-022. The licensee conducted an evaluation 
of the wiring errors and implemented response actions including 
reverification of panel wiring via inspection and testing, revision 
of plant modification proced~res to ensure that adequate post 
modification testing is performed, and personnel training. 

k. (Closed) Open Item 255/87015-0l(DRP): Review development of 
preventive maintenance program for seismic instrumentation and 
licens~e evaluation of equipment upgrade or replacement to improve 
sensitivity. The licensee's actions were documented in Event 
Report (ER) E-PAL-87-025. PPAC MSI023, "Seismic Monitor Battery 
and Functional Test", was established to prevent recurrence of the 
monitor inoperability documented in the ER; the checks had resulted 
in improved monitor reliability such that the original monthly 
interval was extended to bimonthly. The licensee was evaluating 
options for replacement and upgrade of the instrumentation and was 
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l. 

m. 

n. 

o. 

p. 

preparing ~ project plan and a Five Year Plan item for future 
budgeting. 

(Closed) O~en Item 255/87018-0l(DRP): Installation of pressurizer 
power operated relief valves, and block valves, in accordance with 
NUREG 0737, Item II.D.1.3. The ·1icensee 1 s commitment to install 
the new valves was amended by CPCo letters of October 7, 1987 and 
April 18, 1989, which stated that the instal.lation would be 
completed during the 1990 refueling outage. The licensee has 
included this item in the 1990 outage plan and in the CPCo Five 
Year Plan as Work Breakdown Structure (WBS) Item 32062. This matter 
is being tracked by the NRC Safety Issue Management System; there
fore, this item does not need to remain on the Region III open item 
list. 

(Closed) Open Item 255/88010-08(DRP): Provide update for LER 
255/88002 with actions taken to correct cause of loose valve 
bonnet bolts• leading to inadvertent radioactive gas release. 
Revision 1 to the LER was issued May 11, 1988, identifying valve 
diapt)ragm/gasket compression and hardening as the cause for bonnet 
bolt torque relaxation. The licensee 1 s investigation and 
conclusions were reviewed and found reasonable. The inspector 
confirmed establishment and initial performance of periodic 
maintenance requirements (PPAC WGS056) to check the bonnet bolt 1 s, 
tcrque of all similar valves on a thirty month cycle. The 
corrective maintenance procedure generic to those valves (PPAC 
WGS049) was also confirmed to have provisions for performing 
checks immediately after routine valve repair. 

(Closed) Unresolved Item 255/88014-01 and Violation 
255/88008-0l(DRP): Inadequate 10 CFR 50.59 Safety Evaluations 
(SEs). The licensee 1 s actions as spec~fied in CPCo were reviewed 
and found acceptable. These actions were reviewed in conjuncticn 
with related violations 255/86035-152 and 255/88001-01 previously 
discussed in Inspection Report No. 50-255/89012. 

(Closed) Unresolved Item 255/88023-0l(DRP): The adequacy of post 
maintenance testirig and the use of untested equipment for isolation 
boundaries will receive continuing NRC review. The spent fuel pool 
was inadvertently drained, flooding the safeguards rooms, when a 
valve was improperly reassembled, did not receive post maintenance 
testing, and leaked exce~sively when used as isolation for other 
maintenance. The licensee 1 s actions documented in Deviation Report 
(DR) D-PAL-88-155 were reviewed and found acceptable. Maintenance 
Administrative Memo 89-009, 11 Post Maintenance Testing Guidelines 11

, 

proceduralizes requirements to perform specific testing responsive 
to the above circumstances. A sample of recent work orders 
confirmed that the guidelines were being implemented. 

(Closed) Open Item 255/88025-0l(DRP): Review cause and corrective 
actions for water spillage from control rod tool access flanges. 
The results of deviation report D-PAL-88-200 were reviewed and found· 
acceptable .. The licens~e concluded that the water emitted from the 
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flanges resulted from a high level in the RCS and a rapid charige in 
shutdown cooling flow. Operating procedures were modified to limit 
the time that the flanges would ~e open with high RCS level and to 
permit only very slow flow changes when the conditions did exist. 

q. (Closed) Open Item 255/88027~03(DRP): Review licensee corrective 
actions for recurrent tagging errors. Licensee actions in response 
to deviation report D-PAL-88-246 were reviewed and found acceptable. 
The licensee had individually counseled involved personnel, provided 
training on available computer system aids, issued an Operations 
Policy Memo and an operator awareness memo concerning the errors, 
and provided for quarterly operator review of all operations policy 
memos via establishment of a PPAC. 

r. (Closed) Open Item 255/89014-02: Due to the congestion of cable 
trays, ventilation duct work, and other miscellaneous equipment 
near the ceiling level of the cable spreading room, the inspector 
questioned whether additional reviews were required to determine 
the potentia 1 for sprinkler head spray pattern obstructions in , 
accordance with the applicable fire code. 

The inspector reviewed the analysis, dated June 26, 1989, giving a 
detailed overview as to the design effectiveness of plant sprinkler 
systems, specifically including the cable spreading room. The 
analysis specified that, although plant modifications over time may 
have obstructed some sprinkler heads, the sprinklers as a system 
remained adequate due to the overlapping of sprinkler head 
protection and other sprinkler system design features. Current 
design procedures incorporate fire system design interface concerns. 
In addition, the cable spreading room, as do other vital areas, has 
installed a fire detection system for early notification, and 
ultimately the ability of the plant to safely shut down is assured 
through the availability of the alternate shutdown system. The 
licensee's analysis has satisfactorily addressed the concern raised. 

s. (Closed) Open Item 255/89014-03(DRP): In the cableway tunnel that 
leads from Switchgear Room 1-D to the north penetration room, no 
detector was installed in the south end of the cableway tunnel where 
changes in the ceiling height occur, although each of the adjacent 
plant locations were provided with fir~ detection coverage. No 
analysis had been available, which addressed the acceptability of 
this design. On June 2, 1989, the licensee provided the inspector 
with an analysts to support exceptions to the NFPA Code criteria. 
In accordance with Generic Letter 86-10, "Implementation of Fire 
Protection Requirements", the licensee conducted an evaluation 
encompassing the locations and sp~cing of the installed fire 
detection system. However, the inspector requested additional 
information to support the licensee's conclusion that the fire 
detection system meets the full intent of NFPA 72E for this area. 
The inspector's concern specifically regarded the postulation of 
an electrically initiated fire in one of the upper cable trays, 
primarily where the trays cross under the shaft. 
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On August 7, 1989, the inspector received a licensee analysis that 
addressed the inspector's concern. The analysis provided two 
reasons for not placing a fire detector at the top of the shaft. _ 

{1) A fire of sufficient size, to be detectable in this location, 
would also be large enough to cause other indications of 
trouble (such as abnormal readings in the control room). These 
indicators would be investigated quickly. The inspectors did 
not agree with this reasoning. 

(2) The stacking configuration of the trays is such that any smoke 
generated by a fire would b.e channeled to an existing detector. 
Smoke would either travel the cable way to the detector located 
there, or be directed into the penetration room by the trays. 

- The only location where a fire might not be sensed is on the 
top tray where it crosses under the air-shaft. Even there, 
smoke will enter into the penetration room, where it would 
be senseci. 

In addition, the licensee stated that the detectors were 
installed using the applicable national fire code as a guide 
by a qualified engineering firm. 

As described in Generic Letter 86-10, tci comply with NRC fire 
detection system provisions, a detection system sufficient to 
protect vital equipment against the hazards of the area must be 
installed. According to the generic letter, a fire detection system 
providing less than full area coverage may be adequate to comply 
with NRC regulations. Further, the letter specifies that where 

- full area fire detection is not installed, licensees must perform 
ar, evaluation tc assess the adequacy of partial detection to protect 
against the hazards in the area and that this evaluation must be 
performed by a fire protection engineer. 

Therefore, based on the review performed by the licensee's corporate 
fire protection engineer in determining that the existing fire 
detector locations and spacing were adequate, this item is 
considered closed. 

A second example considered as a part of this open item regarded the 
ability of the spent fuel pool area detectors to sense a fire where 
the spatial separation between the sensing device and the fire 
hazard appeared excessive, specifically due to the potential for 
stratification of the products of combustion. The inspector 
requested that the licensee provide the information which formed the 
basis for acceptability for this configuration .. 

The licensee subsequently ~ubmitted an analysis dated July 7, 1989, 
contending that the fire detection system in the spent fuel pool 
area was adequately designed and will perform as designed. Based on 
th1s analysis and a followup telecon with the corporate fire 
protection engineer, the inspector determined that under worst 
case scenarios, the d.etection system was adequate. In addition, 
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the corporate fire'protection engineer stated that no safe 
shutdown equipment is located in the area, administrative controls 
prohibiting smoking are in place, and any equipment considered 
vital is remotely located from the tool crib area. Based on all 
of the above considerations, this issue is considered closed. 

No violations, deviations, unresolved or open items were identified. 

4. Operatior1a1 Safety Verification (71707, 71710, 42700) 

Routine focility operating activities were observed as conducted in 
the plant and from the main control room. Plant startup, steady power 
operation, plant shutdown, and system(s) lineup and operation were 
observed as applicable. 

The performance of licensed Reactor Operators and Senior Reactor 
Operators, of Shift Technical Advisors, and of auxiliary equipment 
operators was observed and evaluated including procedure use and 
adherence, records and logs, communications, shift/duty turnover, 
and the degree of professionalism of control room activities. 

Evaluation, cqrrective action, and response for off normal conditions 
or events, if any, were examined. This included compliance to any 
reporting requirements. 

Observations of the control room monitors, indicators, and recorders 
were made to verify the operability of emergency systems, radiation 
monitoring systems and nuclear reactor protection systems, as 
applicable. Reviews of surveillance, equipment condition, and tagout 
logs were conducted. Proper return to service of selected components 
was verified. Tours of the licensees emergency response facilities 
were conducted to verify readiness. 

a. General 

The unit operated at essentially 80 percent power during the 
reporting period, except for the 4 days the unit \'las off- line due 
to a reactor trip (see paragraph 5 below). The 80 percent power 
limit has been administratively imposed by the licensee to resolve 
NRC questions pertaining to steam·generator tube leakage. 

On August 30, the licensee informed the NRC that they plan to 
increase plant power from 80 percent to 90 percent sometime between 
September 13 and 17. The licensee has established acceptance 
criteria for the power increase, which are conservative when 
compared with the Technical Specifications li~its and previously 
established administrative limits. A letter documenting the plan 
was submitted to the NRC on August 31, 1989. The licensee 
intends to increase power to 85 percent and hold for a week while 
evaluating trends in primary to secondary leakage, condenser offgas 
flow, and condenser offgas radioactivity. Providing acceptence 
criteria are met, power will be raised to 90 percent and held until 
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October 1, at which time the unit will be removed from service for 
a planned maintenance/surveillance outage. 

b. Single Failure That Could Over-P~essurize The Containment 

On July 18, the licensee determined that failure of the feeder 
breaker from the station transformer to the "lC 11 engineered 
safeguard bus to open, following a main steam line break (MSLB) 
inside containment, would result in peak containment pressure 
exc~eding design by approximately 2.5 pounds. The scenario is 
as .fo 11 ows: · 

( 1) 

( 2) 

( 3) 

{4) 

( 5) 

A MSLB would cause containment high pressure and a reactor/ 
turbJne trip. 

If the station power to lC bus breaker 152-105 is assumed to 
stay shut, then transfer to start-up transformer or to the 
associated diesel generator will not occur. 

The lC safeguards bus carries two of three containment-spray 
pumps. Because both containment spray rings would be aligned; 
one spray pump would not be able to fill the spray headers and 
establish spray before containment pressure exceeds de~ign. 

The containment air coolers are available but will have a 
negligible impact in the superheated steam environment. 

For this scenario, it is more rest~ictive to have offsite power 
available to maintain primary coolant pump operability which 
will release more energy to the containment. If offsi.te power 
were not available, the design p~essure would not be exceeded. 

- l 

The li.censee is in the process of modifying the offsite power 
configuration as a result of a previous problem. The modification 
has been reviewed and appears to resolve this issue. As an interim 
measure the 1 icense·e has transferred the power supply for the 11 C11 

bus from the station transformer to the startup transformer. This 
interim measure appears to resolve the problem by. eliminating the 
need for an auto transfer, and if the startup transfer feeder 
breaker fails closed then offsite power is available 

The licensee reported this item as required by 10 CFR 50.72 and 
10 CFR 50.73 (Licensee Event Report 89015). 

c. Inadequate Testing Of Containment Penetration 

On july 19, the licensee identified that containment penetrations 
17 and 48 had sections of piping that had not been tested by a 
containment local leak rate test or containment integrated leak rate 
test. Each penetration has four 1/2 inch lines, that are open to 
the containment atmosphere. As a result of a problem encountered 
during the performance of MI-5 11 Containment High Pressure Initiation 
Circuits for RPS, SIS and CIS 11

, the licensee determined that a 
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section of each line had not been appropriately tested. The 
licensee imposed a 24 hour testing period as apparently allowed 
by Generic Letter 87-09 to determine if the lines were inoperable, 
but was unable to write and perform the testing within the 24 hour 
time c-lock. The licensee requested and was granted, by the NRC 
Region III Administrator, an additional 12 hours to complete the 
testing. All lines passed the testing. Additional discussion of 
this event is contained in Inspection Report No. 50-255/89027. 

The licensee made a 10 CFR 50.72 telephone notification on 
July 19, and issued 10 CFR 50.73 (Licensee Event Report 89016) 
on August 18, 1989. 

The NRC subsequently determined that the time clock of Generic 
Letter 87-09 was intended ~s a guideline and not to be used without 
a~ approved change to the Tethnical Specifications. The licensee 
was informed of this during a subsequent conference call, and agreed 
not to use the guidelines of Generic Letter 87-09 until a Technical 
Specification Change was issued. The licensee had submitted a 
Technical Specification Change Request to implement Generic Let~er 
87-09 on April 3, 1989. 

Plant Tour Findings 

During a tour of the auxiliary building the inspector observed an 
operator at the C-40 panel sluicing resins using RWS0-3 11 To Sluice 
Resins From T-55A, T-558 or T-55C to T-69 to T-100 11

• The inspector 
interviewed the operator and found that he was knowledgeable of the 
gene~al procedure, the specific steps he was required to perform, and 
had an adequate working knowledge of the equipment he was 
manipulating. The inspector also noticed that the procedure he was 
using was not stamped 11 control 11 or 11 information 11 copy as required by 
plant Administrative Procedure (AP) 10.43 ''Document Distribution and 
Control 11 Section 11.l.a.b, and AP 9.34 11 Special Test Procedures 11

• 

The inspector reviewed this item with operations personnel, and 
four1d that a copy was _logged out to each individual involved (four 
individually numbered copies issued during· the pre-job briefing). 
At that time, each copy was verified complete and to contain the 
correct revision. When the job was completed all copies were 
returned~ The inspector discussed this with the operations 
superintendent, noting that the only problem observed was a failure 
to stamp the copies as 11 control 11 or 11 information 11

• Another page 
of a procedure, which was not in use, was found to not be controlled 
properly. The operations superintendent committed to reinforci~g 
the administrative requirements with the shifts. By the end of the 
inspection period, the inspector verified that adequate action had 
been completed. Failure to comply with the administrative 
procedures is a violation of Technical Specification 6.8. However, 
in accordance with 10 CFR Part 2, Appendix C Paragraph V.A. A 
Notice cf Violation will not be issued for this isolated Severity 
Level V violation because the licensee initiated appropriate 
corrective action before the inspection ended . 
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•• During routine plant tours of the Auxiliary Building the inspector 
noted that labels were missi~g on se~eral instrument valves and one 
circuit breaker. A comparison chec~ was performed between plant 
piping and instrument diagrams, valve checklists, and hand over hand 
tracing of the system piping. The two systems inspected were the 
Safety Injection Containment Spray and Shutdown Cooling System and 
the Radioactive Clean Waste Treatment System. The comparison check 
revealed that components identified' in the plant diagrams (P&IDs) 
were labeled in the plant~ but that riot all instrument, root and 
isolation~ valves were labeled. Discussion with the licensee 
determined that only certain instrument root and isolation valves 
are included on the P&IDs and that these are labeled in the plant 
in accordance with their labeling standard. 

These issues were discussed at the exit meeting on September 1, 
1989. 

e. Dependence On The Shift Supervisor 

During the routine attendanc~ at the licensee 1 s Correction Action 
Review Board (CARB), the inspector observed two events which may 
indicate that plant personnel are placing an unnecessary dependence 
er. the Shift Supervisor. 

The first event pertained to Deviation Report D-PAL-89-145 which 
was reviewed by CARB on August 24. Deviation Report D-PAL-89-145 
was written because a work group failed to process a Temporary 
Modification when blocking open the entrance door to the east 
safeguard room. The group responsible for the work activity, and 
which fc.:iled to process the Temporary Modification, discussed the 
Deviation Report and indicated that they had as.ked the Shift 
Supervisor if a Temporary Modification were required. Apparently, 
the answer was no. The inspector notes that it was proper to 
discuss the \'/Ork activity with the Shift Supervisor; however, the 
requirement for a Temporary Modificatibn is clearly·stated in 
Administrative Procedure 4.03 Paragraph 17. ·The inspector observed 
that the CARB members were not concerned that the work group relied 
solely on the Shift Supervisor as the final authority with respect 
to knowledge of the Administrative Procedures. In this case, 
preplanning by the work group should have prevented the need for 
the Deviation Report. 

Failure to process a Temporary Modification when blocking open the 
east safeguards room door is similar to a violation issued in 
inspection report 255/89018. The present report does not contain 
a violation for this item, since this item occurred in the 30 day 
time frame from issuance of Inspection Report No. 50~89018 and the 
required response dat~. Also, this example is not of sufficient 
safety significance to justify additional enforcement action. 

The second event pertains to the containment integrity problem 
discussed in Paragraph 4c above. The associated deviation report 
stated, in .the last line of the root cause summary, 11 Additional 
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training on App~ndix J and the future reliance on the Shift 
Supervisor for technical assistance should prevent recurrence 1

'. 

The inspector questioned the wisdom of this statement, since the 
containment integrity problem has existed for a number of years. 
In addition the test has received a number of reviews by system 
engineers, plant management, and the Plant Review Committee without 
the problem being iaentified. 

In both cases, it appears that the Shift Supervisor was relied upon 
as a 11 Technical Consultant 11 instead using the Shift Supervisor as 
the last point of contact in a program of checks and balances. ' 
This item was discussed with plant management at the exit interview. 
At that time, the inspector was informed that the licensee is 
tracking anij pursuing resolutiort of this issue as a Management 
Concern. 

Simulator/Operating Procedure Review 

A tearr. of inspectors spent three days at the Palisades Plant 
Simulator at Midland, Michigan. The team received indoctrination 
and then utilized licensee procedures to conduct startup, shut down 
and emergency operation of the facility. Several minor ltems were 
identified where wording was confusing, correlation between 
procedure nomenclature and component labeling were inconsistent, and 
some minor simulator operational problems were encountered. With 
regard to the latter, the simulator repeatedly 11 froze 11 during rapid 
cooldowns, the pressurizer heaters cycled off without apparent 
cause, and the computer memory was not adequate to run certain 
events. The licensee identified at the exit that a Five Year Plan 
project is intended to upgrade the memory, and that a method is 
established to identify, track and resolve simulator problems 
(Simulatcr Prob_lem Reports). 

No violations, deviations, unresolved or open items were identified. 

Reactor Trip (93702) 

a. The unit tripped from 80 percent power at 7:49 p.m. on August 4, 
due to low water level in the 11 811 steam generator. The low water 
level was caused by a blown fuse in the level 'Control circuit, 
resulting in a loss.of feed to the 11 811 steam generator. The fuse 
apparently blew as a result of performing a D.C. ground investigation. 
All systems responded as designed. Initially, the operators thought 
that a 2400 volt engineered safeguard bus failed to transfer from 
station power transformer to start-up transformer. It was determined 
that a light bulb indicating the transfer did not light. Other 
information (bus voltage, amps, etc.) was available to confirm the 
transfer. The trip occurred on a Friday. The resident inspector 
monitored plant weekend startup activities. The unit was returned 
to service at 12:38 p.m. on August 7, after replacing the fuses 
to the level controllers for both Steam Generators. Additional 
followup of the trip will be continued under Licensee Event Report 
review. The Operations Superintendent was found to have developed~ 
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b. 

a training initiative to brief the operators of the lessons learned 
from the trip during the Fifth Shift Training for all of the ~hifts. 

Approximately six hours after the trip, while the operators were 
maintiining the plant in stable hot shutdown conditio~, an automatic 
start of the Auxiliary Feedwater (AFW) system was received. One 
of the motor driven AFW pumps was already in service maintaining 
desired steam generator water level. The second motor driven AFW 
pump.did not start because of an existing low suction trip and the 
turbine driven AFW pump steam supply valves received an auto open 
signal which was defeated by the operators. The operators initially 
thought the start was caused by a lightning strike but additional 
reviews determined the auto start feature had not been reset 
following the reactor trip. This meant that additional pumps would 
start when flow to the steam generators was reduced below 100 GPM. 
The operators reduced flow (below 100 GPM) to the amount required to 
maintain the desired steam generator water level~ The licensee made 
the 10 CFR 50.72 on August 5. A discussion of the AFW issue is 
included in the Licensee Event Report discussing the trip. 

No violations, deviations, unresolved or open items were identified. 

Maintenance (62703, 42700) 

Maintenance activities in the plant were routinely inspected, including 
both corrective maintenance (repairs) and preventive maint~nance . 
Mechanical, electrical, and instrument and control group maintenance 
activities were included as available. 

The foc~s of the inspection was to assure the maintenance activities 
reviewed were conducted in accordance with approved procedures, 
regulatory guides and industry codes or standards and in conformance 
with Technical Specifications. The following items were considered 
during this review: the limiting Conditions for Operation were met 
while components_or systems were removed from service; approvals were 
obtained prior to initiating the work; activities were accomplished 
using approved procedures; and post maintenance testing was performed 
as ap~licable. · · 

The following activities were inspected: 

a. Trouble Shoot and Repair RIA 2311 (24900597). 

b. Repair packing leak on MV 1805 (24903923). 

c. Calibration of temperature switch TS-1488 on Diesel Generator 
1-1 (24903928) 

d. A review of the licensee 1 s check valve maintenance history and 
program was conducted. Since 1981, about six valves have required 
recurring repairs. The condition of these valves does not pose any 
safety problems, as their repair or replacement appears to have 
been generally successful. Th~ licensee 1 s intended action to 
implemen~ Phase One of their program (in response to INPO SOER 
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86-03) was less than successful, in that only three of the intended 
eight representative valves were disassembled during the last 
outage due to a parts supply problem. Combustion Engineering is 
currently developing Phase Two, and is expected to have about 126 
valves in the scope. Current technology is being evaluated to, 
deter~ine the best method to improve their check valve testing 
program. 

No violations, deviations, unresolved or open items were identified. 

7. Surveillance (61726, 42700) 

The inspector reviewed Technical Specifications - required surveillance 
testing as described below and verified that testing was performed in 
accordance ~ith adequate procedures, that test instrumentation was 
calibrated, that Limiting Conditions for Operation were met, that removal 
and restoration of the affected components were properly accomplished, 
that test results conformed with Technical Specifications and procedure 
requirements and were reviewed by personnel other than the individual 
directing the test, and that deficiencies ide~tified during the testing 
were properly reviewed and resolved by appropriate management personnel. 

The following activities were inspected: 

a . 

b. 

c. 

d. 

e. 

f. 

g. 

M0-7 A-1 

M0-7A-2 

Q0-14 

Rl-86A 

DW0-1 

SH0-1 

MR-6 

Emergency Diesel Generator 1-1 (** K-6A). 

Emergency Diesel Generator 1-2 (* K-68). 

Inservice Test Procedure - Service Water Pumps. 

Area Monitor Calibration. 

Daily Control Room Surveillance. 

Operators Shift Surveillance. 

Area Monitor Checks. 

No violations, deviations, unresolved or open items were identified. 

8. Security (71707) 

Routine facility security measures, including control of access for 
vehicles, packages and personnel, were observed. Performance of 
dedicated physical security equipment was verified during inspections 
in various plant areas. The activities of the professional security 
force in maintaining facility security protection were occasionally 
examined or reviewed, and interviews were occasionally conducted with 
security force members. 

On August 8, the licensee notified the NRC that they had been informed, 
by the FBI, that a bomb threat, directed at a nuclear power plant 
located in Michigan, had been received. The threat was classified as 

17 



non-serious. The licensee's response and telephone notification were 
discussed v1ith NRC Region III Security specialist. The NRC has no 
further questions at this time .. 

No violations, deviations, unresolved or open items were identified. 

9. Reportable Events (92700, 92720) 

The inspector reviewed the following Licensee Event Reports (LERs) by 
means of direct observation, discussions with licensee personnel, and 
review of records. ·The review addressed compliance to reporting 
requirements and, as applicable, that immediate corrective action and 
appropriate action to prevent recurrence had been accomplished. · 

a. (Closed) LER 255/84021 Revision 2: Failed Primary Coolant Pump 
P-50C. 

b. (Closed) LER 255/89010: Breaker failure results in concurrent 
inoperability of two Safety Injection System components. 

c. (Closed) LER 255/89012: Failed yoke nut threads result in 
inoperable containment isolation valve. 

d. (Cl9sed) LER 255/89015: Potential breaker failure results in 
operation outside design basis (See paragraph 4.b). 

No violations, deviations, unresolved or open items were identified. 

10. NRC Generic Letter (92703) 

The inspector reviewed the NRC generic letter listed below and verified 
that: the li~ensee has received the correspondence; the correspondence 
was reviewed by appropriate management representatives; a written 
response was submitted if required; and plant-specific actions were 
taken as described in the licensee's response. 

(Closed) Generic Letter 87-12: Loss of Resi~ual Heat Removal while 
the Reactor Coolant System is partially filled. A subsequent 
Generic Letter (GL 88-17) was issued to follow up this subject. NRC 
Temporary Instruction 2515/101, for GL 88-17, indicated that no further 
response to GL 87-12 was required and that the licensee may modify or 
cancel commitments made in GL 87-12 when responding to GL 88-17. This 
Generic Letter is closed based on GL 88-17. 

No violations, deviations, unresolved or open items were identified. 

11. Safety Assessment/Quality Verification (35502, 40500) 

The licensee's programs for self-assessment were reviewed including the 
onsite and offsite review committees, the independent safety engineering 
functions, and other related management oversight functions. 
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a. Quality Assurance Implementation 

_The inspector reviewed the most recent SALP report, inspection 
repofts issued during the previous twelve months, Licensee Event 
Reports (LER) issued during the previous twelve months,_ the Open 
Items List (OIL), and licensee actions on selected NRC inspection 
findings. The focus of the review was to determine if neg~tive 
trends in performance existed which would be indicative of problems 
in licensee Quality Assurance (QA) implementation. 

No performance trends indicative of QA problems were identified; 
however, the inspector did _note that the licensee's tracking of 
issues requiring action or additional review was inconsistent. 
The inspector noted that issues of this type would occasionally be 
ignored for long periods of time or not addressed at all. In 
discussions with licensee staff, the licensee indicated that they 
were aware of this problem and were actively pursuing acquisition 
and implementation of a tracking system. A system had recently 
been purchased and was b,eing evaluated to determine if it met their 
requirements. 

b. _ Plant Review Committee (PRC) 

The Plant Review Committee (on-site review. committee) function was 
reviewed with respect to Technical Specification 6.5.1 requirement~. 
The effectiveness of management controls, verification, and over
sight activities was also evaluated. 

The inspector determined that PRC members were appropriately 
qualified, meetings were held as required, quorums were composed 
of the reouired individuals or their specified alternates, meeting 
minutes wer~ maintained as required, and that the responsibilities 
specified in sectipn 6.5.1.6 were met. 

The inspector frequently attended PRC and Corrective Action Review 
Board (CARB) meetings to assess management approach to plant status, 
planning and departmental coordination. The inspector noted that 
issues were thoroughly discussed and free expression of opinions was 
common. 

On September 23, 1988, the licensee submitted a proposed change to 
the Technical Specifications regarding the composition and 
responsibilities of the PRC. The Chairman of the PRC will be the 
Plant General Manager. The Plant Technical Director assumes new 
duties as the Director of Plant Safety and Licensing with increased 
responsibilities in the area of safety evaluations. The new 
composition is expected to strengthen the role of the PRC in 
revier.-ing plant safety issues. The responsibility for PRC review of 
procedures and changes thereto has been delegated to the responsible 
department head. The newly established Plant Safety and Licensing 
Department will technically review all safety evaluations and submit 
to PRC those judged to be safety significant. The intent of these 
changes is to focus PRC attention on important safety issues. At 
the conclusion of this inspection the licensee was awaiting expected 
NRC approval of the proposed changes. 
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c. Plant Safety Engineering (PSE) 

The Plant Safety Engineering (independent safety evaluation group) 
function was reviewed with respect to Technical Specification 6.2.3 
requirements. The Technical Specification change discussed above 
also proposes changes to the PSE. The organization will be 
incorporated in the newly established Plant Safety and Licensing 
Department (PS&L) under proposed section 6.5.3 and the present 
section 6.2.3 will be deleted. The transition from PSE to PS&L was 
already in progress with the functions of the PSE being f~lfilled by 
PS&L during t_he phase-in period. The inspector determined that 
PSE/PS&L was carrying out the responsibilities specified in section 
6.2.3.1, that staffin9 and qualifications of the organization was 
proper, and that reports_ to the off-site review committee were 
submitted as required. · 

The inspector reviewed a selecti6n of PSE assessments and a 
semiannual report to the Nuclear Safety Board dated Septembe~ 20, 
1988. The inspector noted that assessments were thorough, 
well-document~d, and indicative of an appreciation for nuclear 
safety. The inspector·also met with the group 1 s supervisor and 
discussed the organization 1 s relationship to the plant staff, their 
philosophy and approach to safety evaluations, and criteria for 
initiation of assessments. The inspector has concluded that the 
present organization and supervision exhibit an appropriate level 
of concern for safety review activities . 

d. Nuclear Safety Board (NSB) and Nuc-lear Safety Services Department 
(NSSD) · 

The Nuclear Safety Board (offsite review committee) functions 
were reviewed with respect to Technical Specification 6.5.2 by 
discussions with the Chairman and review of meeting minutes, review 
and audit reports, and independent nuclear safety review forms. The 
licensee was awaiting imminent NRC approval of a license amendment 
which would dissolve the NSB, reassigning its functions to NSSD. 
At the time of this inspection, most of the NSB functions had been 
assumed by NSSD. Staffing levels, personnel qualifications, and 
administrative mechanisms for identifying and tracking committee 
and department action items were found acceptable. In general, the 
NSB appeared to be fulfilling its requirements, and NSSD was 
functionally in place while awaiting NRC approval. 

Several areas warranted additional licensee action to improve 
NSB/NSSD effectiveness. 

(1) Existing Technical Specification (TS) 6.5.2.8.2, NSB Audits, 
(Amendment 108) and the new pending TS 6.5.2.4.2, NSSD Audits, 
require that various audits be performed under the cognizance 
of NSB and NSSD respectively. These TS audit requirements 
are fulfilled by including them in routine QA program audits 
managed and conducted by the Nuclear Assurance Department. 
In the. past, NSB and NSSD have routinely provided technical 
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specialist team members who were involved in the preparation, 
execution, and followup of 'the audits. However, in the more 
recent past, resource constraints have essentially eliminated 
this practice. Although audit plans are provided for preaudit 
NSB/NSSD input, such input is infrequent. The NSB/NSSD 
involvem~nt in the audit process was limited to post-audit 
review of the report and occasional followup of individual 
findings or direction for reaudits and appeared to only 
marginally meet the concept of cognizance re~uired by TS. 

This matter was discussed with the Director, Nuclear Safety 
who stated that planning would be initiated with the Nuclear 
Assurance Department to increase the NSSD involvemerit either 
through increased overview activity or by audit team 
participati'on. This item will remain open pending NRC review 
of the licensee 1 s actions (255/89021-02). 

(2) NSB/NSSD is required by TS to perform a bi~nnial preview of QA 
program performance. The 11 Consumers Power Company Report on 
the Biennial Review of the QA Program for 1987-1988, 11 dated 
March 1989, reported a number of perceptive findings involving 
needs for QA program changes and, more significantly, needs for 
additional management level attention and resource allocations. 
Although the report had clearly been reviewed and tacitly 
endorsed by executive management, no specific followup actions 
or planning had occurred. The Director, Nuclear Safety stated 
that the need for additional action would be specifically 
discussed with the CPCo Vice President - Nuclear and actions 
initiated based on the results of that review. 

One open item and no violations, deviations or unresolved items were 
identified: 

12. Open Items 

Open Items are matters which have been discussed with the licensee, which 
wi 11 be reviewed further by the inspector, and which involve some action 
on the part of the NRC or licensee or both. Open Items disclosed during 
the inspection are discussed in Paragraphs 2a and 11. 

13 . Management Interview (30703) 

The inspectors met with licensee representatives (denoted in Paragraph 1) 
on September 7 to discuss the scope and findings of the inspection. In 
addition, the inspector also discussed ·the likely informational content 
of- the inspection report with regard to documents or processes reviewed 
by the inspector during the inspection. The licensee did.not identify 
any such documents/processes as proprietary. 
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