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Inspection Summary 

License No. DPR-20 

Date 

Inspection on May 14 through July 1, 1991 (Report No. 50-255/91012(DRP)) 
Areas Inspected: Routine unannounced inspection by the resident inspectors of 
plant operations, maintenance, surveillance, quality program activities, and 
design changes. No Safety Issues Management System (SIMS) items were 
reviewed. 
Results: Of the five areas inspected, no violations or deviations were 
identified in four areas. One violation was identified (failure to submit a 
Li~ensee Event Report - Paragraph 6) in the remaining area. 

Strengths, weaknesses and an open item are discussed in paragraph 9, 
"Management Interview." 
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DETAILS 

1. . Persons Contacted 

Consumers Power Company 

G. B. Slade, Plant General Manager 
*R. M. Rice, Plant Operations Manager 

D. J. VandeWalle, Engineering Programs Manager 
*R. D. Orosz, Engineering & Maintenance Manager 
*P. M. Donnelly, Safety & Licensing Director 
*K: M. Haas~ Radiological Services Manager 
*J. L. Hanson, Operations Superintendent 

R. B. Kasper, Maintenanc.e Superintendent 
K. E. Osborne, System Engineering Superintendent 
C. S. Kozup, Technical Engineer 
R. W. Smedley, Staff Licensing Engineer 
T. J. Palmisano, Administrative & Planning Manager 

Nuclear Regulatory Commission (NRC) 

Brent Clayton, Chief, Reactor Projects Branch 2 
B. l. Jorgensen, Chief, Projects Section 2A 

*J. K. Heller, Senior Resident Inspector 
*J. R. Roton, Resident Inspector 

C. E. Brown, Project Ins~ector 
*E. R. Schweibinz, Senior Project Engineer 

*Denotes some bf those present at the Exit Interview on July 9, 1991. 

Other members of the plant staff and several members of the contract 
security force were also contacted during the inspection period. 

2. Operational Safety Verification (71707, 71710, 42700, 41301) 

Routine facility operating activities \'Jere observed as conducted in the 
plant and from the main control room. 

The performance of reactor operators and senior reactor operators, shift 
engineers, and auxiliary equipment operators was observed and evaluated. 
Included in the review were procedure use and adherence, records and 
logs, communications, shift/duty turnover, and the degree of 
professionalism of control room activities. 

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. Reviews of 
surveillance, equipment condition, and tagout logs were conducted. 
Proper return to service of selected components was verified. 
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•• a. General 

The unit began and ended the reporting report period at essentially 
100 percent power. 

b. System Walkdowns 

The inspector verified operability of the Engineered Safeguards and 
Chemical and Volume Control Systems by verifying system alignment 
using the applicable portions of Checklist (CL) No. 3.8, "Engineered 
Safeguards Systems," and·CL No. 2.1, "Chemical and Volume Control 
System." No items were found that degraded either system. The 
inspe~tor noted that CL 3.8 {page 1 of 10) for Control Room Panel 
C-126 required verification of valves HS-0437A, HS-04378, HS-0438A, 
and HS-04388. These valves were actually labeled CV-0437A, CV-04378, 
CV-0438A, and CV-04388 respectively. The inspector was informed 
that a revision to. this checklist was requested to rectify this 
discrepancy. 

c. 50.72 Not~fication 

On June 27, the licensee reported that 13 of the 16 ~nvironmentally 
and seismically qualified core exit thermocouples may not be 
seismically qualified. Two support posts .were apparently damaged 
during a previous outage and never repaired •. In addition, clips 
that secured the thermocouple cabling to the post were missing or 
broken. The remaining three thermocouples are supported by a 
different c~nfiguration and continue to be seismically qualified. 

The contractor who restored the ~essel head and components to operable 
status after the 1990 refueling outage did not understand the 
significance of the posts and failed to identify damage until after 
the plant was back in service. While that condition was evaluated, 
the licensee determined that the clips were missing or broken. The 
procedure for connecting the cabling to the thermocouples did not 
specifically require use of the clips. Because of plant conditions, 
the licensee was not able to verify the condition of the posts or how 
many clips were properly installed. 

Thermocouple seismic qualification was based on tests with the 
thermocouple cabling secured to a post approximately 2 feet above 
the thermocouple-to-head access flange and 20 feet of free moving 
cabling connected to the thermocouple. Since test data to show the 
seismic effect of an additional two feet of free moving cabling was 
not available, the seismic qualification becomes questionable. The 
inspector has reviewed the licensee's evaluation to permit continuing 
operation and could not find a reason to prohibit operation. Seismic 
qualifications of thermocouples is not addressed in the Technical 
Specifications. In addition, a seismic problem with the thermocouple 
cabling should not affect the integrity of the thermocouple-to-head 
pressure boundary. 

The inspector has no additional questions at this time. However, 
this issue will be evaluated when the associated Licensee Event 
Report is received. 
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d. Switching and Tagging Log 

During a review of the control room switching and tagging log, the 
inspector noted three of the switching and tagging orders had not 
been filled out in accordance with Administrative Procedure 4.10. 
These discrepancies were brought to the attention of the operations 
superintendent and resolved immediately. The discrepancies were 
minor in nature and did not indicate a programmatic problem. 

e. General Employee Training 

The inspector observed. general employee training conducted for all 
newly hired employees. Topics included fire protection and 
prevention, security, nuclear plant industrial safety, quality 
assurance, site emergency plans, and the radiation safety program 
and personal responsibilities. The le~son plans were followed and 
the material was presented in a clear and concise manner. 

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

3. Maintenance (62703, 42700) 

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

The focus of the inspection was to ensure the maintenance activities 
reviewed were conducted in accordance with approved procedures~ 
regulatory guides and industry codes or standards, and in conformance \'lith 
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 ~pplicable. 

The following activities were inspected: 

a. 

b. 

c. 

d. 

Work Order (WO) 24101341, "Calibrate and Test the Charging Flow 
Instrument and Alarms. 11 

WO 24102380, "Evaluate Spurious Boric Acid Critical Heat Trace 
A la rm. 11 

WO 24102357, "Calibrate Various Instruments Associated with 1-2 
Diesel Generator. 11 

WOs 24101347, 24102038 and 24102640, 11 CV-0522B Does Not Open Fully." 

The inspector observed portions of the repair performed per 
WO 24102640. The workmen demonstrated good working knowledge of 
the valve and operator. In addition, the workmen were familiar with 
previous valve stroking problems and a copy of the corrective action 
previously performed by WO 24102038 was enclosed with the ~10 package. 
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•• The system engineer remained knowledgeable of the repair both by 
telephone communications with the workers and by visits to the repair 
site. 

The inspector observed during revie~ of WO 24102640 that this valve 
had failed to fully stroke on three occasions in the last 4 months. 
The questibn of rework was discussed with maintenance supervision and 
the inspector was informed that this repair was considered repeat 
maintenance and that the applicable documentation was being processed. 

The licensee defines repeat main,tenance as any rework performed on a 
component within a 9-month period. The licensee requires that each 
work request be screened by two individuals to determine if the 
activity is repeat maintenance. If either individual identifies 
an activity to be repeat maintenance, the applicable documents are 
then processed. 

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

4. Surveillance (61726, 42700) 

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

The following activities were inspected: 

M0-38 

Q0-21 

Jl.uxi 1 i a-ry Feedwater System Pump Inservi ce Test 
Procedure. 

Auxiliary Feedwater System Valves, Inservice Test 
Procedure. 

As a result of a problem pertaining to stroking a turbine driven auxiliary 
feedwater pump stEam inlet valve discussed in paragraph 6, "Quality 
Program Activities, 11 of this report, the inspector reviewed M0-38 and 
Q0-21 .. The inspector noted that both.procedures required a valve stroke 
time for CV-05228, 11 Steam Inlet Valve from 11 A11 Steam Generator. 11 M0-38 
required the time to off seat the valve and Q0-21 required the time to 
fully open the valve. The applicable acceptance criteria are in conflict. 
M0-38 provides !a nominal time to off seat of 155 seconds. Q0-21 provides 
a nominal full stroke time of 65 seconds. It was unclear why more time 
would be required to off seat a valve than would be required to fully 
stroke the valve. This was discussed with the system engineer. This is 
apparently' a typing error that does not affect the performance of the 
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-· test. The engineer agreed to look.at this. The inspector noted that both 
procedures were quite detailed and had evolved from procedures to perform 
a quick operability check to ones that obtained data necessary for trending 
pump performance and preventative maintenance activities. In addition~ 
t_he procedure used attachments for activities that were not required to be 
performed each time the procedures were performed. The procedures 

·identified when an attachment was required and the attachment informed the 
·user where to re-enter the procedure when the attachment was complete. 

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

5. Design Changes (37700) 

Facility Change 905, "Safety Injection Tank Low Level Alarm ReplacemenL 11 

During a review of the installation and test proc~dure, the inspector 
found the tolerance used to establish the low level water setpoint was 
nonconservative. A recent Technical Specification change lowered the 
water level 12 inches. To compensate for instrument drift, the Technical 
Specification limit was reduced by 2 inches to 10 inches. The installation 
and post-installation test procedure permitted a water level of 10 inches 
with a to]erance of (+1,-0) inch. If the maximum water level decrease of 
11 inches (10 inches plus 1 inch of tolerance) was used and the instrument 
drift was a maximum of 2 inches, then the Technical Specification limit 
would be exceeded. This was discussed with the plant design group. 
Completed copies of the installation and test procedure showed that the 

. instrument was set at 10 inche~ and the tolerance was not used. The 
inspector expressed concern that this facility change may be misleading 
when referenced in the future and could provide incorrect fnformation~ 
Th~ licensee acknowledged the inspector's concerns and will process an 
engineering design change to resolve the tolerance problem. 

6. Quality Program Activities (40500) 

a. Failure To Submit A Licensee Event Report 

On ·May 26, 1991, the inspector reviewed the 10 CFR 50.72, 
"Immediate Notification Requirements For Operating Nuclear Power 
Reactors," telephone notifications made by the licensee during the 
first quarter of calendar year 1991. A 10 CFR 50.72 notification 
made on February 24, 1991, meets the threshold for a 10 CFR 50.73, 
"Licensee Event Report (LER), 11 to be submitted to NRC within 30 days 
of the event date. The 10 CFR 50.72 notification pertained to an 
unplanned autostart of the 1-2 diesel generator caused by safeguards 
bus low voltage during a surveillance test. The 10 CFR 50. 72 
notification and surveillance test were discussed in paragraphs 3.d 
"Operations" and 4. s "Surveillance" of Inspection Report 
No. 50-255/91005(DRP). The internal corrective action document 
(E-PAL-91-005) that documented the autostart of diesel generator 1-2 
stated that a 30 day 10 CFR 50.73.written report was required. The 
due date for report submittal was March 26, 1991. This was discussed 
with the site licensing department who initiated an internal 
corrective action document (D-PAL~91-009) on May 30, for failure to 
issue a 10 CFR 50.73 written report. The LER was subsequently 
submitted on June 30. 
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10 CFR 50.73.a.2 and 50.73.d require that any event or condition 
resulting in automatic actuation of any Engineered Safety Feature 
shall be reported by the licensee as a an LER within 30 days of 
9iscovery. · 

Contrary to the above, an LER was not submitted by March 26, 1991, 
for a February 24, 1991, autostart of diesel generator 1-2. Failure 
to issue an LER is a violation of 10 CFR 50.73;a.2 and 10 CFR 50.73.d 
(255/91012-0l(DRP)). . 

b. Failure of CV-05228 To Stroke Fully Open 

Deviation Report D-PAL-91-098 documented that CV-05228,."Steam 
Supply to the Turbine Driven Auxiliary Feedwater (TDAFW) Pump from 
the 11 A11 Steam Generator, 11 failed to fully open during quarterly 
surveillance test Q0-21. The shift engineer concluded that the 
TDAFW pump and CV-05228 were still operable because the pump was 
able to provide 165 gallons per minute of flow to both steam 
generators. Based on this evaluation, corrective maintenance was 
delayed approximately four days. 

The inspector discussed D-PAL-91-098 with the system engineer and 
the inservice test engineer. The inspector questioned if suffici~nt 
information was available to support the operability determination • 

. ASME Baile~ and pressure vessel code Section XI.IWV-3417(b) states 
that if a valve fails to ~ihibit the required change of valve stem 
or disk position or exceeds stroke time, the condition shall 
be corrected within 24 hours or the valve declared inoperable. 
Attachment 4 to Q0-21, 11 Jl,uxiliary Feedwater System Valves Inservice 
Test Procedure," provided the pump start and flow timing sequence. 
The TDAFW pump operability criterion was 100 gpm at 167 seconds. 
Based on the above, it appears that insufficient information was 
available to determine operability. Corrective maintenance was in 
progress while the inspector was reviewi~g the deviation report. 
This prevented the opportunity to confirm operability.· The system 
engineer acknowledged the inspector's comments and agreed to document 
the operability question in the deviation report. This is an open · 
item pending the operability review (Open Item 255/91012-02(DRP)). 

c. Operating Status Cf Breakers 

The inspector reviewed Deviation Report D~PAL-91-097, May 23, 1991, 
which details Containment Spray Pump P-54C failing to start during a 
surveillance test. The control power lights were energized prior to 
attempting the pump start. When the pump failed to start, the 
closing coil fuses were checked and found to be good and then 
reinstalled. On the second attempt the pump started. The licensee 
is still evaluating the root causes of this problem but believes 
the fuse holder fingers, which connect the fuses to the circuits, 
may have become sufficiently deformed such that poor or no contact 
was made. 
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The inspector questioned how the control power lights could be 
energized and not have power available to the closing coil circuit. 
A condition uncommon to the nuclear industry was identified when 
the internal wiring schematic diagram was reviewed. The closing coil 
circuit is wired in parallel with the rest of the control power for 
most of the plant's 2400 volt and 4160 volt-circuit breakers. Thus, 
the closing coil fuses could be blown, removed, or improperly 
installed and there would be no indication or alarm that the breaker 
could not be closed when needed. This situation exists for the 
emergency diesel generator (EOG) tie breakers, as well as the breakers 
that supply power to the following pumps: primary coolant, 
condensate, service water, auxiliary feedwater, component cooling 
\'later, low pressure safety injection, high pressure safety injection, 
and containment spray. 

This lack of indication of a loss of the control power (closing coil 
power) could lead to unrecognized inoperability of required safety 
equipment. This is an unresolved item pending further review to 
determine if other means existed to indicate the status of the 
availability of the above mentioned pumps and the EDGs (Unresolved 
Item 255/91012-03). 

One violation, one open item and one unresolved item were identified. No 
deviations were identified. 

7. Unresolved Item 

Unresolved items are matters about which more information is required in 
order to ascertain whether they are acceptable items, violations, or 
deviations. An unresolved item identified during the inspection is 
discussed in Paragraph 6.c. 

8. Open Items 

Open items are matters which have been discussed with the licensee, and 
will be reviewed further by the inspector. These involve some action 
on the part of the NRC or licensee or both. An open item identified 
during the inspection is discussed in Paragraph 6.b. 

9. Management Interview 

The inspectors n1et with licensee representatives - denoted in Paragraph 1 
- on July 9, 1991, to discuss the scope and findings of the inspection. 
In addition, the likely informational content of the inspection report 
with regard to documents or processes reviewed by the inspectors during 
the inspection was also discussed. The licensee did not identify any 
such documents/processes as proprietary. 

Highlights of the exit interview are discussed below: 

a. Strengths noted: 

( 1) Knowledge of repair activity and involvement of system engineer 
in a repair (Paragraph 3.d, "Maintenance"). 
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(2) Development of surveillance procedures (Paragraph. 4, 
11 Surveillance 11

). 

b. Weaknesses noted: 

(1) Incorrect tolerance iil calibration procedure (Paragraph 5, 
11 Design Changes 11

). 

( 2) Incorrect information used to justify operability (Paragraph 6. b, 
11Quality Program Activities"). . 

c. The 50.72 Notification was discussed (Paragraph 2.c, 11 0perations 11
). 

d .. 

e. 

Th~ inspector has no questions at this time and will revisit the 
notification when the LER is issued. 

The violation was 
Activities"). 

discussed (Paragraph 6.a, 11 Qua l ity Program 

The open item was discussed 
Activities 11

) • 

(Paragraph 6.b, "Quality Program 
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