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»vInspectIon Summarv

InspectIon from.May 10 throuqh,June.30 1994 Report No.. 50 255/94008(DRP1
Areas Inspected: Routine, unannounced safety inspection by resident and

" regional’ Inspectors of actIons on previous inspection findings, operat10na1
- safety verification, NRC Restart Team, engineered safety feature systems,

onsite event fo]]ow-up, current material condition, housekeeping and plant

' i;;_cleanlIness, radiological controls, safety assessment and quality: . S
.. ~verification, maintenance, surve111ance engineering and technical support S
- dry. fue] storage actIVItIes, and reVIew of lIcensee reports LT -

;Results WIthIn the 13 areas Inspected no VIolatIons or deVIatIOns were )

s,»identierd in 12 .areas. One violation was identified in the remaining area’

- (paragraph 6.a). - Two Unresolved Items were identified that pertained to . .
~.> containment closeout (paragraph 3 f) and’ a control rod Interlock surve111ance ‘
““u(paragraph 5.b). o I ' "

. t--”The fol]owIng is a summary of the ]Icensee s performance durIng thIs
S 1InspectIon perIod ST

: 072 s
- SDR 2017z 840720

5000255
PDR



"PlantnoperatiOn '1»1

- As a resu]t of the extens1ve amount of time. the p]ant was. shutdown . and the

" “concerns expressed by the Diagnostic’ Evaluation Team (DET) in .the area of

R operations, the NRC assembled a-restart team to .assess the readiness of the -

.-'g components_involved in heavy load 1ift applications for the dry fue] storage N Ce

~ operations. department to restart the plant. Operators on several sh1fts were

" observed prior to and during plant startup Overall performance was

-.satisfactory; ‘some spec1f1c concerns included the lack of an effective -

" containment closeout: program and the 1nforma] review of p]ant check11sts -fz'.~.'
o fo]]owing changes ' . . . A AR

The 1nspector rev1ewed the 11censee s 1nspect1on and ma1ntenance resu]ts for
prOJect -The 1nspector identified, no s1gn1f1cant prob]ems

On June 20 1994, the 11censee commenced Dry Fuel Storage act1v1t1es by
loadlng spent fue] assemblies into the multi-assembly sealed basket’ (MSB)
Dry Cask loading activities are scheduled to be accomplished. over the next
f1ve months w1th comp]et1on scheduled 1n November 1994 Co .

L Safetx Assessment[Qua11tx Ver1f1cat1o .

A management advisory group, cons1st1ng of four sen1or nuc]ear execut1ves, =
performed an independent assessment of ‘Palisades during the week of June 20,
1994. - Management. oversight. was also .provided during the p]ant startup for

cr1t1ca1 evo]ut1ons and throughout power esca]at1on S e 73;'*S:“5

. '_ gmten nce and Surveﬂ]ance

- The licensee’s performance in th]S area was’ adequate “A ‘surveillance test in .

‘hot shutdown required withdrawing a control rod less than two inches.: This is

~_considered an-unresolved item pending further review by the NRC into whether . . -
. or not the w1thdrawa1 of a contro] rod (1ess than two 1nches) constltutes a _

'”“_ mode change. :

-

Troub]eshoot1ng of High Pressure Safety InJectlon (HPSI) pump P- 66A was>

-observed after the pump failed to meet minimum flow requirements. A]though no- .

definitive root cause was -identified, the licensee thoroughly explored the -
- ‘possible causes and instituted frequent test1ng to ver1fy operab111ty No I
prob]ems have been observed to date : N '

Engineering and Techn1ca1 Support L

.~ The licensee’s performance in th1s area was 1ess than adequate A v101at10n
was issued involving the failure to test the spent fuel pool crane using ‘the’
correct interlock bypass keys. Post-modification testing failed to detect
that thg interlock bypass keys on the spent fue] poo] crane contro] box were
m1SW1re S , _ : . S ,
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U DETAILS

.'Fenech V1ce Pres1dent Nuc]ear Operet1ons

A
*T, J. Pa1m1sano, Plant Genera] Manager - =
J. W. Muffet, Nuclear Engineering & Construct1on Manager
*W. F. Peabody, NECO Manager (Interim) - : ,
~*R. D. Orosz,. Director, NOD Serv1ces : ~J'
M. Swanson, D1rector NPAD - RPN
~*D. D: Hice, Nuc]ear Tra1n1ng Manager SOOI
*S. Y. Wawro, Acting Operations Manager -~ -
W. Rogers, Safety & Licensing D1rector ;
B. Kasper, Maintenance.Manager .- .
€. Miller, System Engineering Manager . .
‘M. Haas, Radiological Services Manager ‘j
R. Ritt, Administrative Manager - .
C.'Gr1ggs Human Resource D1rector N
*H. A. Heavin, Controller -
*M. ‘A. Savage, Corporate Commun1cat1ons «
.G. Malone, Shift Operations Super1ntendent
J. Malone, Radiological Services Superv1sor
*J, H. Kuemin,_L1cens1ng Adm1n1strator

"~_ Nuc]ear Requ1atorv Comm1ss1on (NRC)

Kropp, Reactor PrOJects Sect10n Chwef ; o

IH;;J.
*M. ‘E.  Parker, Senior Resident Inspector L
*D. G. Passehl, Resident Inspector-
-.”J.jH;'Ne1sler, Reactor Inspector: oo
- J. L. Hansen, Reactor Examlner/Inspector
C. N. 0rsin1, Reactor Englneer L .

'*Denotes those attendlng the ex1t 1nterv1ew conducted on June 30, 1994

."The lnspectors a]so had dlscuss1ons WIth other 11censee emp]oyees
- including members of the technical and engineering staffs, reactor .and-
" ‘auxiliary operators, shift engineers and electrical, mechanical and

instrument ma1ntenance personne], and contract secur1ty personne]

Agtjon on. Prev10gs lnsgectlon Eind1ng (92701)

-a.  (Closed) Inspection Followip ten (255/91019-19(DRS): The battery.

~..charger rating exceeded the de-rated ampacity of the charger input -

" .....and output cables under certain conditions. "The 1nspector
- . reviewed the results of the Ylicensee’s ampac1ty study. - The cables
. were instrumented in the trays with the greatest amount of cable
. where the highest temperatures were expected to occur.
" Approximately full charger load was applied for nine hours unt11
- cable temperatures reached equilibrium. Cable temperatures at

3
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‘ ;the chargers Th1s 1tem is, c]osed

.. full load were well below thé cable désign temperature of 90° C. -
-Also, battery charger loads were well be]ow the rated 1oads for :

- (255[92015 02(DRP) "The EDSFI .team quest1oned the ab111ty of the S
Emergency Diesel Generator (EDG) room heating ventilation and air -

:‘—cond1t1on1ng (HVAC) system. to maintain room temperature be]ow 104’{§;'1‘

F with- only one of two fans fed from class 1E power. The

. inspector confirmed by review of completed modification FC- 939 andi.;
~ applicable revised electrical drawings that the EDG room HVAC had .
- 'been-modified so that all four EDG room. fans were powered from *ﬁpg“

-s1C1ass lE sources Th1s item 1s c]osed

~.... emergency diesel -generator exhaust system to function after an ;i
~earthquake. The EDSFI team questioned the lack of a documented .
-;anchoring des1gn for .the exhaust system including the mufflers:

whose anchor bolts were found to be cut off.. The inspector vi~‘-”5~

reviewed licensee’s specification change SC- 92 079 with stress
. "package 07003, DG Exhaust Piping Support Mod1f1cat1on, that
- documents the piping, including muffler, - system stress analysis, -
- and seismic support design. . The inspector’s walkdown of the =
S diesel exhaust. system confirmed that the supports had been .

‘installed according to draw1ngs and that the muff]ers restralnts‘f

~were 1n p]ace This 1tem is c]osed

most findings and issues raised dur1ng the Diagnostic Evaluation Team’

. c. . (Closed) Inspection Followup [tem (255/91019- 2(DRS): Ability of -J_":?»—;f-‘

No v1o]at1ons dev1at1ons, unreso]ved or lnspectlon fo]lowup 1tems werefu;‘ LR
1dent1f1ed in th1s area. . - S : : LT TR

R E]gnt Ogeratwn (71707 93702)

'.'fThe plant was' taken cr1tica1 and synchron1zed to the gr1d on June 18
1994, after an extensive forced outage that began on February 17, 1994 _
B Severa] 51gn1f1cant issues were identified during the forced outage w1th-

(DET) visits in March and April 1994.  DET and license identified issues - .

that requ1red reso]ut1on prIor to p]ant restart were’ proper]y addressed

.- On June 20, 1994, the 1icensee commenced Dry Fue] Storage act1v1t1es by oy
~ loading spent fue] assemblies .into the multi-assembly sealed basket -
© (MSB). 'The licensee currently anticipates loading 11 casks this year.
- Two_casks were prev10usly loaded in 1993. Each cask can accommodate up
. to 24 spent fuel assemblies. Dry Cask- loading activities were.scheduled
. to be: accomp11shed over the next f1ve months w1th comp]et1on schedu]ed
~-_in November. 1994. : S . : :

:a.jj Ogerat ong] Safetv Ver1f1cat10n (71707)

- The 1nspectors verified that the fac111ty was be1ng operated in

conformance w1th the 11cense and regulatory requ1rements and that



the licensee’s management control system was effective in ensuring..:

safe operation of the plant. On a sampling basis, the inspectors
-~ verified proper control room staffing and coordination .of p]ant
-~ activities; verified operator adherence with procedures and.

- technical specifications; monitored control room indications for
abnormalities; verified that electrical power was available; and

- .~observed.the frequency of plant and control room visits by stat1on o

management. 'The inspectors reviewed- applicable logs and condicted

4"1‘dlscuss1ons with.control room operators throughout the inspection.

" period.. The inspectors observed a number of control room shift

' “maintenance and survei11ance activities in progress or p]anned

“{.‘and assoc1ated LCO time restralnts, as app11cab1e

”':f_The 1nspectors made the fol]owlng observat1ons w1th regard to Zm
'p]ant act1v1t1es ) S : Celel . .
e o Personne] on. severa] ShlftS were observed w1th no actua] or.
.. perceived schedule pressure identified. Pre-job br1ef1ngs
-and shift turnover meet1ngs were adequate ’ : .

'"f,:O"'u.‘Several p]ant evo]ut1ons were observed hav1ng adequate "
- .. supervisory oversight. -Shift supervisors were observed not
- to be overburdened w1th co]]atera] dut1es ‘ L

e ;Operator ]ogs were. checked for several. crews on severa]

"~ . " ‘days. . -One concern was identified with the completeness of"
;aux111ary operator log sheets. . Several items were circled
as being out of the spec1f1ed range but were not explained .

~or discussed in the "comments". sectlon as required by a NOTE;-i

on the 1nd1v1dual log’ sheets

‘.: .xA A condensate pump rec1rcu1at10n valve (FV- 0730) did not open?f

T turnovers. ' The turnovers were conducted.in a professional ‘manner L
'~ .and included log reviews, panel walkdowns, discussions of -

. during the condensate pump start due to the air to the valve -

* "being secured.. The condensate system valve lineup checklist

" had ‘been comp]eted but th1s va]ve had been 1eft off of the o

‘check11st

. 11In response to the above 1tems the ]1censee eva]uated the ';-
'.;cond1t1ons and took appropr1ate act1on A =

'NRC Restart Team :

As a result of the extensive amount of tlme the p]ant was . shutdown

and the concerns expressed by the Diagnostic Evaluation Team (DET)_,f
in-the area of plant operations, ‘the NRC assembled a restart team.

The purpose of the team was to assess the readiness of the.

- operations department to restart the plant and to directly observe L

"restart activities. The team made extensive obsérvations of

:operat1ons act1vit1es for a two week . per1od prior to bringing the o

e -



' plant on.line Th1s 1nc1uded overv1ew1ng act1v1t1es performed -
‘around the clock.” Specific ‘activities observed included: valve " - .. .
" lineup checks, plant walkdowns, startup surveillances, ma1ntenance L

activities, equ1pment protective tagging, operability and.

”jﬁfﬁSpec1f1c weaknesses or areas of concern 1dent1f1ed by the DET that'4d-
; were rev1ewed by the team 1nc1uded the fo]]ow1ng e L

]'Englneered Safety Feature (ESF) Svstems (71707)

o Areportab111ty .determinations, shift briefings, shift turnovers, . - Ll s
- -pre-job briefings, rod manipulations, approach to critical, "
;- criticality, turb1ne generator synchron1zatlon, and power
"fescalat1on ' . : o e ,

"V?U{Q_'u‘fPoor p]ann1ng and d1rect1on by operatlons department
[ _management e = :'r : .
'l,lh:;f:?{ Poor onsh1ft superv1sory overs1ght
'”ig':, iLow performance expectat10ns | ’
nTQ; "fRepetltlve protect1ve tagg1ng prob]ems _
e t-Operatlons department poor]y supported by 11cens1ng and
' R englneer1ng RN A : S
';“9; _"Heak se]f assessment and correct1ve act1on .
'5tThe 1nspectors genera]ly found that the ]1censee had taken act1onftﬁl B

.or initiated steps to address the DET’s concerns. -In the: area of - " v

" operability determ1nat1ons, the-licensee -had- 1mp1emented a. o
-~ ~completely new program. Extensive management overs1ght was .. S
- provided throughout the plant startup. Specific areas of concern - ..~ -~
.~ are addressed in this inspection report. Overall, the team- IR '
- concluded- that the 11censee had a successfu] startup

Dur1ng the 1nspect1on per10d the lnspectors se]ected access1b1e T e

1 port1ons of several ESF systems to verify- status. - Consideration "~
."was given to the plant mode, applicable Technical Spec1f1cat1ons, .
- "Limiting Conditions for 0perat1on requ1rements, -and- other N
‘ ;iapplicable requ1rements ! : . ..

Various observat1ons where app11cab1e were. made of hangers and' ;’ *

supports; housekeep1ng, whether freeze protection, if required,

- -was installed and operational; valve position and conditions; :
potential ignltion sources; major. component labeling, 1ubr1cat1on_ :
~ - - cooling, etc.; whether instrumentation was properly installed and

‘ w':"funct1on1ng and s1gn1f1cant process parameter va]ues were '

A R



'f.cons1stent w1th expected va]ues whether 1nstrumentat1on was

- “calibrated; whether necessary support systems were operational;

" and whether loca1]y and remote]y 1nd1cated breaker and va]ve

B p051t1ons agreed.-

h":systems were wa]ked down:”

4 Dur1ng the 1nspect1on the access1b1e port1ons of the fo]]ow1ng N1'~

SN ;Conta1nment ".‘ 'n *T} ;{,S" ;_‘ " '17".-]f _; S

L jé)hhliLow Pressure Safety Injectlon Tra1n A and B

'3)Fg};ngh Pressure Safety Injectlon Tra1n A and B

' ";Qid)m;}”Aux111ary Feedwater, Tra1n A and B -'i'

':5)¥~;fEmergency D1ese1 Generator, Traln A and B
.,_The fo]low1ng 1tems were 1dent1f1ed durlng the wa]kdowns :i} %\:wﬂ t:d”

- ®  ‘Several bearing. coo11ng water va]ves (MV FW140, MV Fw142 -
o - MV-FW144, and MV-FW146) for auxiliary feedwater pump P- SB S
- ‘were not included on CL No. 12.5, "Auxiliary Feedwater - -
~ System Checklist (Except K-8 Steam Supply)." The licensee -
confirmed that these valves were covered under CL No 12 6
“P BB Steam Supp]y Check11st " S « :

@ . The 1nspector identified that the chem1ca1 addltlon tank -
~ . T-35-to- auxiliary feedwater pump P-8C ‘discharge: valve MV-
.- _FW249 should have been closed per CL 12.5 but was open.
. “This deviation was approved by the shift supervisor because '
‘<th1s va]ve needs to be open to add chemlcals dur1ng start- .

up.

L ;.There was a concern regard1ng the rev1ew of changes to thea.
-." plant checklists. . The licensee requires the Plant Review
Committee to review all -procedure changes, "but not changes R
~made to.checklists.. It appears that the checklists, which - .~
. are an 1ntegra1 part of procedures, are not. subject to the
‘same controls as. procedures The 11censee has agreed to j
- eva]uate this concern R

0 nsﬁte gvent Fol]ow-gp (93702)

' ‘Dur1ng the. 1nspect1on period, the 11censee exper1enced several

"”events some of which. requ1red prompt notification of the NRC

pursuant to 10 CFR 50.72. The inspectors pursued the events ,u;"
onsite with licensee and/or other-NRC officials.” In ‘each case,
L the 1nspectors ver1f1ed that any requ1red not1f1cat10n was correct



..'and. timely. The inspectors also verified that the licensee
~initiated prompt and appropr1ate actlons ~-The spec1f1c events
were as fo]]ows : L . Rt
»1)‘ -'On May 23, 1994 wh11e perform1ng a spec1a1 test on the
. service water system, the as-found flows ‘to the two contro]
room heating, ventilation; and. air conditioning’ (HVAC)
- coolers was less than the minimum required flow. The

- coolers were designed to provide cooling to control room ;?*~”*'

‘equipment and personnel during accident conditions. -The .

plant accident analyses requ1red 46 ga]]ons per m1nute at ‘ T**"

"_,81 5 degrees F to each coo]er

C The measured flow for the two coo]ers was 45 ga110ns per
" . minute and 44 gallons per.minute. A1l other flow - -
- requirements for the service water. system were measured
. satisfactorily. Upon disassembly of.the condenser,: the ~j
... licensee discovered that gasket material used to channel -
" flow through the six-pass condenser had blocked some of the .
inlet and- outlet flowpaths in the condenser. Plant workers
removed the gaskets from both end bells of the condenser.and.
installed new gaskets and retested the system.. Service - : -~
water flows through the coolers increased approximately_35;
percent, exceeding minimum design requirements. The - .
“licensee’s.’corrective actions for this event will be’

assessed dur1ng the review of the assoc1ated L1censee Eveﬁfj?,;gijsx.;

”, Report

C2) o On May 30, 1994 the ]1censee 1dent1f1ed a potentlal
- "'A~conta1nment sump blockage -caused from signs,-adhesive.’ ‘
Tabels,. and tape. The 1nspectors w111 assess the licensee’ s
corrective actlon dur1ng the reV1ew of Llcensee Event Report
94-014. : ARSI o

‘Current Materlal Cond1t1on (71707)

31(The inspectors performed genera] p]ant as wel] as se]ected system 'd;:7;~_{

~and component walkdowns to assess the general and specific

:{ -material condition of the plant, to verify that work requests had .
- been initiated for identified equipment -problems, and to evaluate

housekeeping. - Walkdowns included an assessment of the buildings,
components, and systems for proper identification and tagging,
accessibility, fire and security door integrity, scaffo]d1ng,

t“; radiological controls, and any unusual conditions.. Unusual - R
.conditions included but were not limited to water, 011, or other -

- "liquids on the floor or equipment; indications of 1eakage through f
. ce111ng, walls, or floors; loose: 1nsu1atlon, corrosion; excessive =
- .noise; unusual temperatures and abnorma] vent11at1on and

o ,11ght1ng

- Some minor mater1a1 cond1t1on def1c1enc1es were 1dent1f1ed by the '
A1nspectors during p]ant tours

A. 8. | ” ‘



A-funnel and hose routed to a floor drain from 1¥1~diese1.,'. )
‘generator jacket .and lube 0il1 cooler service water outlet
- valves MV-SW-677 and MV-SW- 676 had no work request tag and

.o did not appear to be 1eak1ng

'The 1nspector 1dent1f1ed that . pressurlzer w1de range

N ;'pressure 1nd1cator PI-105D was out of calibration.. '_
S 3)1 1»Severa1 llght bulbs for valve pos1t1on 1nd1cat1on on the hot:ﬁ-f |
- shutdown pane] were burned out. - ‘. o : LT

.‘. 4)£,¥"Severa1 011 bubblers were dr1pp1ng 0T and other 011 leaks }j:7” -
© -, existed on equipment in the safeguards equipment rooms.

.- . Many of these leaks were: not 1dent1f1ed w1th def1c1ency

4 (CPIT) tags.

5)

" Service water 1eaks on conta1nment air coo]ers VHX 2 and Ca I
. ,»VHX 3 were 1dent1f1ed dur1ng a conta1nment closeout tour. Ai L

In response to the above 1tems the 11censee eva]uated the
, conditions and took appropr1ate act1on

‘ Housekeeg1ng and P]ant C]ean11ness (71707)

The - 1nspectors mon1tored the status of housekeep1ng and p]ant ) .
~ cleanliness for fire protection and.protection of safety- -related . -
equipment from intrusion of foreign: matter The 1nspectors -

"1dent1f1ed the fo]]ow1ng concerns

o

~The 1nspector and an operat1ons department superv1sor

- identified several housekeeping and plant . cleanliness -
" deficiencies in containment during-a closeout tour on-
-June 5, 1994. The deficiencies were of concern as

. mechan1cal maintenance and radiation protection personne]

"~ had just informed operations department personnel that the
_-containment was ready for closeout inspection. - _
.. Among the items found in containment were bags of too]s,_]-'
~ ladders, flashlights, p]ast1c bags, .attachments for various =
. ‘hand power tools, and pieces of debr1s scattered about on
. different contalnment e]evat1ons :

; Further d1scuss1ons found that some of the too]s were staged'l
" for motor-operated valve testing that was to be performed
-with the unit in Hot Shutdown. This was an apparent )

mlscommunicat1on since the operations supervisor believed . .

. “this. equipment wou]d be removed from contalnment until
"~ testing. was set to start.. A

.. The inspector found the Tlicensee’s program for performlng

containment closeout was not fully effective. .Although the

- licensee’s checklist 1.3, "250# Heatup Checklist Containment
’ 1,Bu11d1ng," Rev.24, requ1red remova] of tranSIent equ1pment -

9



. -and- other loose mater1a1 from conta1nment prior .to p]ant

- startup, there was no mechanism, other than verbal. S
- notification to operatlons department, that other plant
“departments had -the areas clean and.ready for containment

. closeout inspection. The inspectors were concerned with- the 54';' S

.~ lack of coordination between stat1on departments dur1ng the
, gconta1nment c]oseout L : :

This matter is- cons1dered an Unreso]ved Item pend1ng further

review by the licensee and the NRC (50- -255/94008-01(DRP)) .

- .To facilitate timely resolution of this item, the licensee L

;f\.has agreed to respond in writing within 60 days to descr1be
." what -actions are-planned to ensure future conta1nment .
’ closeouts w111 be effect1ve ‘ ; oL R

co2) The c]ean11ness of the "west" safeguards room was not
* " commensurate with the rest of the auxiliary bu11d1ng, E
.especially .in the area of the Shutdown Cooling heat -
-exchangers. . Some examples were ladders not ‘secured proper]y

"and personne] protective cloth1ng be1ng on the floor and not SR

in the proper storage bag.

'f:g,, 3 Rad1o]oq1ca1 Contro]s (71707)

"_The -inspectors ver1f1ed that personnel were fo]]ow1ng hea1th _

~..physics procedures for dosimetry, protective clothing, fr1sk1ng,

. posting, etc., and randomly examined radiation protectlon .
1nstrumentat1on for use, operability, and ca11brat10n

;: One unreso]ved 1tem was ident1f1ed No- v101at1ons dev1at1ons or
' llnspectlon fo]]owup items were 1dent1f1ed in this area. Lo

” afetx Assessment[an]Itx Ver1f1cgt1o (40500 and 92700)

- The 1nspector noted that a management adv1sory group, cons1st1ng of four -

senior nuclear executives, was scheduled to perform an independent -
- outside assessment of Pallsades performance progress dur1ng the. week of
~* -June 20, 1994. . . : :

}Through d1rect observat1ons d1scu551ons WIth 11censee personne], and

review of records, the fOIIOW1ng Licensee Event Reports (LER) were
reviewed to determlne that reportability requirements were fulfilled,
that .immediate corrective action was accomplished, and that correct1ve
action to prevent recurrence had been or would be accomp11shed in:

o accordance with Techn1ca1 Spec1f1cat10ns (TS)

-(Closed) LER 255[94001 Fallure to maintaln m1n1mum pressure in the

‘e}icontrol room with the HVAC system in the emergency mode. because the: . - - = ..
" intake plenum was plugged with ice and snow. On January 21, 1994, while ~

- the plant was at 100 percent power, opérations department personne] were
performing monthly surveillance test M0-33, "Control Room Ventilation
5Emergency 0perat1on," Rev.3, on the 'B" tra1n and observed that contro]

0



‘room pressure had dropped‘to 0.07 inches water gauge (WG) pressure. -
. The procedure requires that control room pressure be greater than or
‘equal to 0.125 WG. .The licensee attempted to p]ace both "A and B" -

;-,‘tra1ns of control room heating, ventilation, and air conditioning (CR i
HVAC) systems in the emergency mode and was unable to maintain the 0.125

S WG pressure. The Ticensee declared both trains of CR HVAC 1noperab1e
T‘and entered Techn1ca1 Spec1f1cat1on 3. 0 3.

'~Subsequent 1nvest1gatlon found that ‘the common 1ntake plenum was c]oggedw-f “

with ice and snow. Plant workers removed the ice and. snow from the .
-plenum intake screen ‘and control room pressure was testored within a few-
,m1nutes and the. 11censee ex1ted Techn1ca1 Spec1f1cat1on 3 0 3. o

: The lnspector found the 11censee took appropr1ate preventlve act1ons

o Those actions included changing .M0-33 to record control room pressure j

Jf'from once per ten hours to once per hour. " In addition, the licensee
o changed the alarm response procedure to 1nstruct operators to inspect- . .
. the plenum intake for- b]ockage if contro] room pressure is 1ow Th1s _‘

. '1tem is closed

N A:J(Closed) LER 255[92029 Inadvertent act1vat1on of left channe] sequencer “H

-caused by operator error. On April 4, 1992, an operator opened the
output breaker of Diesel Generator (DG) 1-1 w1thout first paralleling -

" the alternate power ‘supply to bus "IC" .as requ1red by Standard 0perat1ng"~ B

Procedure 22, Section 7.5.4. This resulted in de-energization of bus -
"1C," re- c]os1ng of the DG 1-1 output- breaker, -and activation of the
liLeft Channel Normal Shutdown Sequencer The- 1icensee”s corrective::

” . actions for this incident were to discuss the importance of proceduraT

compliance w1th al] shifts and to d1sc1p11ne the operator who made the o
’error S S . S

" This 1nc1dent was ‘one of f1ve examp]es 1nc1uded in-a violation 1ssued inc
’Inspectlon Report No. 50-255/92015 for failure to follow procedures
. The: generic .issue of ‘procedure compliance at Palisades is addressed in
= the 11censee S response to this v1olation Th1s 1tem is c]osed

) 7(Closed) LER. 255[92020 SIS check va]ve ]eakage PCVs were not c]osed by

. each SIS channel as. assumed in analyses, On March 3, 1992, the ]1censee’;f'"

- discovered that four safety injection header pressure contro] valves. - ’
~ (PCVs), which should have each been closed by each safety injection.

.. .signal (SIS) channel, were arranged with two closed by one SIS channel

and two closed by the other. - The four PCVs are required to close on an

«ZSIS to prevent d1vers1on of high pressure safety 1nject10n (HPSI) f]ow Ar],;bj}. -

. This condition had been previous]y identIfled in. 1988 However, the

- ‘resolution was to use the.normal PCV pressure controllers to assure

. valve closure rather than to modify the SIS circuitry. These pressure = . .
.- controllers were non-safety/non-environmentally qua11f1ed and therefore S
1cannot ‘be re11ed upon to ensure that the PCVs rema1n c]osed : _

- In Apr11 1992 the PCV contro] c1rcu1ts vere modif1ed such that both SIS .
channels provided a close signal to each PCV. ~ This item is closed.
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No - v1o]at1ons dev1at1ons, unreso]ved or 1nspect1on fo]]owup 1tems were,j

1dent1f1ed 1n th1s area.

S

. p'ﬂg1ntenance[$urve1]lanc (62703 & 61726)

Ma1ntenance Act1v1t1e (62703)

. _'Rout1ne1y, statlon malntenance act1v1t1es were observed and/or PRI
. reviewed to ascertain that they were .conducted in accordance with ' .
.77, approved procedures, regulatory guides and industry codes or RS
, :standards, and in conformance w1th ‘technical spec1f1catlons “-f1.'

T The fo]]owlng 1tems were also conSIdered durlng this review:

s+ limiting. conditions for operat1on were met while components or- L
. systems were removed from service; approva]s were obtained .prior .

. - to initiating the work; functional testing and/or ca]1brat1ons '-;~'

- were performed prior to returning components or systems -to. -

- . service; quality control -records were ma1nta1ned and act1v1t1es e
" were accomp11shed by qua11f1ed personne] S L . '

fPort1ons of the fo]]ow1ng ma1ntenance act1v1t1es were observed and:l“"i"’“

rev1ewed

1)h ﬂork Order 24303995 Perform year]y 1nspect1on of spent ;1f”fj;€i”55;

4_fue] poo] crane.

2) - Mork Order 24510673 Perform m1sce]]aneous mechan1ca] work f?ij;iﬁl'
~ " as directed by Consumers Power Company." This’ work ‘order was“} '

‘rlthe controlling document used to document various dry fuel
" storage project preoperat1ona1 act1v1t1es (see paragraph 8
.of this report) , - . - :

; :Sgrve11]ance Act111t1e (61726)

'l:Dur1ng ‘the 1nspect1on per1od "the 1nspectors observed techn1ca1

specification required surveillance testing and verified that

' “testing was performed in accordance with adequate procedures,. thatf:';,_f-f‘}

test instrumentation was calibrated, that results conformed with .

: ;:j technical spec1f1cat1ons and procedure requirements and were - . - -
. reviewed, and that any defic1enc1es 1dent1f1ed dur1ng the test1ng S
: Awere properly reso]ved R S I :

v nhHThe lnspectors a]so witnessed or rev1ewed port1ons of the
' ».follow1ng survelllances L _ ,

1) -~ go- 6, 'Co1d Shgtdown Valve Test Procedgre (Inc]ud1ng

ont inme solatiol al es V., 3

_;_2')'” |00-19. "Inservice Test Procedire - _HpSI Pumg and ESS Check B

o Yalve Operab111tx Test,” Rev ll
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h 'The 1nspector observed the 11censee s troub]eshooting when
" High Pressure Safety Injection (HPSI) pump P-66A failed to

.~ 'meet minimum flow requirements during testing. The minimum = -

flow rate during the test was approx1mate1y 12 gpm.

The licensee drained the f1u1d from the pump discharge to

" the orifice, ‘replaced the orifice, and retested the pump.
- -The 1nspector noted the fo]]owing P

""‘Tffno";i'Step 5.3. 6 e instructed the operator to record pump R

- discharge temperature "...on the pump ‘casing at the

location- identified by T or as identified by the ‘,'AT

] ,:;system engineer.” -Neither of the two -auxiliary =
- operators. knew: what the "T" meant,. indicating this -

- flow. required was 30 gpm through the discharge orifice.” The . o

- step .needed clarification. . The operators did receive"‘ N

'finstruction from the system engineer

: 'Q\q;' "Step 2. 4 of- Attachment 2 1nstructed the operator to.}{\

‘Tightly tap miniflow check valve CK-ES3340. The

- operators obtained a piping and instrument diagram to-f'

- identify the valve since the valve was not labelled.
.. Although the lack of proper labelling was ' probiem,
' '_operators took . the proper action. .

Wi?nf'After rep]ac1ng the orifice, ‘the iicensee ran. three tests oo e
- and each had satisfactory results indicating the orifice was. ™ - .7
. probably blocked. However, the licensee found no evidence - -

of blockage of the original-orifice. - The licensee removed~;f;;i=i'f5;7

* and examined the originai orifice, and used a boroscope- tol
. inspect- accessible piping upstream and. downstream from ‘the
‘removed orifice. and found no b]ockage or debris ‘

- In order to assure adequate minimum f]ow, the ]1censee *li L s
performed additional daily testing of the pump for one week .
- and. found no other s1gn1ficant performance prob]ems :

~On June 12 1994 during the performance of surveiiiance ,
_testing, the reactor operators were directed by procedure to“.
~withdraw a control rod to verify a rod withdrawal. -
permis51ve Prior to signing on this test, the control room

supervisor (CRS) discussed with the shift superv150r (SS), .

e RI-47, "Rod Nithdrawal Prohibit Interiock Matrix Check oo
fRev 6 - ' , o -

the appropriateness of performing this test, and determined S

. that the test was acceptable to perform under present plant
- - 'conditions. The reactor was in a hot shutdown condition
.. with all control rods fu]]y 1nserted and T“, -

: approx1mate1y 532°F. o

. ‘13- ! .
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‘Dur1ng the performance of RI- 47, step 5 12 4 the reactor ,

. operator was requ1red to verify that a contr01 rod could be- -

. withdrawn while in-the manual individual rod drive control -

" system mode. At this time the operator.withdrew a single

control rod less than 2 inches to verify that the control

- rods could be withdrawn, and then subsequently inserted the"ff

',control rod- back to ltS or191na1 pos1t1on of fu]ly 1nserted.;;}’~”

Techn1ca1 Spec1f1cat1ons l 0 Def1n1t1ons Hot Standby,

_;i .- .states: "The reactor is conSIdered to be in a hot standby~_; B
'~{~cond1t1on if the average temperature of the primary coo]ant,

(T,..) is greater- than. 525°F and any of the control rods are

-;'_ff,w1thdrawn and the neutron flux power range 1nstrumentat1on o
. ,indlcates less than 2% of rated power . -

""j"jThe lnspectors had the followlng concerns

,10.‘<. Ne1ther the SS or the CRS were aware that the operator e
"+ - withdrew a control rod or that the procedure, RI-47, -
... required a partial withdrawal of a control rod to A
’ verlfy no rod withdrawal proh1b1t (1nterlock) ex1sted

S e a[‘.when the surve111ance was author1zed ne1ther the sS
. _or CRS were aware that at the conc]us1on of the I & C°
" surveillance the operator would be directed to . -
. withdraw a control rod. The CRS was not alerted to -
~’ the required contro) rod movement when he authorized :

performance of RI-47, as Sections 1.0 though 4.0.did
‘not -acknowledge that a control rod w1thdrawa1 or a’
. mode change wou]d be requlred : ,

° 'T'The reactor operator did not notlfy the SS or "CRS when .
~ . he performed.Step 5.12.4. of RI-47 by w1thdraw1ng the S
.. control rod. - o

In- rev1ew1ng plant cond1t1ons dur1ng the performance of th1s |

 .evolution, the inspectors noted that the high pressure °

safety 1nJect10n pump, P66A, was declared 1noperab1e due to

- . its inability to provide minimum flow through the :
. .recirculation line. Technicdl Specifications 3.0.4. states . -

. ‘that: "Entry into a reactor operating condition or other . °

T" specified condition shall not be.made when the conditions -
. for the Limiting Conditions for Operation -are not met and

the associated action requires a shutdown if they are not

. met within a specified time interval."” ~Thus, plant
- conditions were not approprlate under the c1rcumstances to
: go from Hot. Shutdown to Hot Standby condltlons iR

In add1t10n, the 1nspectors noted the fol]ow1ng factors that
: ;“contrIbuted to the concern: . : L .

14



e . Most notably; the failure of the reactor operator to

"~ - notify the sen1or reactor operator of the contro] rod :
:'movement o o : .

;;okf3 The lack of procedura1 gu1dance that c1ear1y R

Y recogn1zed the ‘mode change or contro] rod w1thdrawa1

"svj 5'-‘f,The fa11ure to conduct a preJob br1ef1ng to d1scuss o

© the requ1red procedure steps

nifiSubsequent to the event “the 11censee has had exten51ve

" internal dialogue to clearly define what constitutes control =~

"~ rod withdrawal and to provide a basis for those assumptions.-
. Pending review by the NRC of .the licensee’s position of what
. defines a rod withdraw, the withdrawal of a control rod. '
- "(less than two inches). on June 12, 1994, is cons1dered an
‘Unreso]ved Item (50 255/94008 02(DRP)) PR .

One unreso]ved item was ident1f1ed “No v1o]at1ons, dev1at1ons or

'T 1nspect1on fo]]owup 1tems were ident1f1ed 1n th1s area.

Eng1neer1ng gnd Technlcgl §gpp rt (37700)

- a A‘

- Spent Fue] P001 Crgne Unexpected]x Stogped Dur1ng Preoperat1ona1'x”'ﬁ.A.
~ r~,Test1nq for The Dry Fue] Storgge PrOJec .T- Lol ',h T '

. on May 23, 1994 the 11censee lifted the Mu1t1-Assemb1y Transferz'i' -

: Cask (MTC) and the Multi-Assembly Sealed Basket (MSB) out of the;{ S
-~ ‘cask washdown pit-with the spent fuel.pool crane (L-3) and . =~ - "~
-~ .attempted to .move the load to its ‘designated location in the .SFP.
" . During the 1ift, L- 3 unexpectedly stopped near the edge of ‘the

© - SFP. The 11censee returned the load to the cask washdown p1t and lit"

- commenced an investigation. The licensee’s investigation =~ .
- determined that the problem was caused by operation of the two
“interlock overrlde keys, designated as Key Number 20-and Key ~ =~ ..
Number 21 on the L-3 control .box. The override keys allow certa1n.;
. crane interlocks to be bypassed so that the crane can be moved
.. over the SFP - : : :

f-;ﬁThe 1nspectors rev1ewed th1s event and determ1ned that the safety f?‘:
.. .significance was minor. - However, the inspectors identified

several problems associated with 1nadequate post- -modification

: tl.test1ng procedures, poor work pract1ces and lack of appropr1ate

"-;‘management lnvolvement

k".jfThe operatlon of L-3 interlocks was des1gned as fo]]ows

'ﬂsfﬂb:‘ When operated Key 20 a]]ows the main hook on L 3 to trave] N
. only over the cask loading area in the north end of the SFP.

15

. e



. ;_ )_,.

e when operated Key 21 al]ows no. movement of the ma1n hook
over any part of the SFP ' . > .

e ;-when operated Keys 20 and 21 allow the main hook on L 3 to
traverse the ent1re SFP, 1nc1ud1ng the cask load1ng area.

The 11censee 3 1nvest19atlon found that the two overr1de keys were '~
; electr1ca11y reversed, such that Key 20 functioned as Key 21" and o

-. vice-versa. Thus when the Ticensee attempted to move the main :

. hoaok on. L-3 to the cask laydown area: w1th Key 20 the crane _,‘;
}fstopped ’ . . . . . . -~t'

' :The 1nspectors determ1ned that the funct1ons of Key 20 and 21, were PR

7" electrically reversed during an unapproved modification that .
.. .involved rewiring of the L-3 control box in 1986. At that tlme, B
.+ the licensee replaced the L-3 control box with an updated analog.
‘-7 "Control Chief" transmitter/receiver. Plant personnel involved-
<. with-testing the new transmitter/receiver.found the two override
.~ keys were electrically reversed as-received from the vendor..
-~ Plant personnel resolved the problem by reversing the wiring in

the L-3 control box. Although the keys operated properly after Ce o

~the reversal, no documentation was generated to record the change.

"No design change was implemented and no drawings were: updated.: .
-Furthermore, had a design change been 1mp1emented plant personne]
- would have likely changed the panel wiring on the crane rather

- than in the control box. Correcting the panel wiring would ‘have'

" been the preferred method -of repa1r s1nce the spare contro] boxes

- wou]d not need to be reconflgured

'irhe undocumented w1r1ng change in 1986 rema1ned in p]ace unt11 the .
- recent modification of L-3 performed in 1994 under: Specification-
Change (SC) 93-094. Part of SC-93-094 called for updating the

o analog L-3 control box to a new digital model. When the new

~control boxes were ordered under SC 93-094, the vendor conflgured
the control box identical to the earlier ana]og design. :
~ Consequently,. the keys on the new contro] boxes operated in the ‘

..Y‘IHCOYTECt fashion.

-~ The 1nspector rev1ewed the ]1censee s 1nvestlgat1on and 1dent1f1ed S
‘;the fo]low1ng root causes ) L

"®. - The p1ant mod1f1cat1on process 'was not used to document the
" wiring changes made to the control box in 1986. Hence,. no-
. 'documentation existed to reflect the change in the plant
~ -drawings or the vendor files. Further, the modification:
- process. would likely have identified the preferred method of
repair being changes to the panel w1r1ng versus changes to
»the control box w1r1ng : : . £

f_0:7‘4 The procedure for test1ng the crane fo]]owtng the recent_
: _,mod1f1cat1on in 1994 was 1nadequate since there were no

16 . -



1nstruct\ons to test or verlfy proper operatlon of the SFP
‘1nter10cks : ,

"~ Work - instruction WI-SC-93-094- o1, "sp‘ént‘ Fuel’ Poo] Crane.
, Control Chief Modification," Rev.3, Step 8.4 .required
~ electrical maintenance personnel to satisfactorily. perform

an operational check of the crane via a separate work -

© .instruction, WI-MSE-E-07, "Overhead Crane Electrical -

- Inspection,” Rev.0. However, WI-MSE-E-07 did not have _
.. explicit instructions ‘to test the SFP and. cask laydown area
= interlock bypass keys. _The only requirement was to ver1fy _
- that "control station- switches" at Step 5.1.2, and "crane . -~

‘1imit switches" at Step 5.1.3, “operated proper]y The L

. instructions were a bare out11ne of what.was requ1red WIth
.. 'no details or acceptance criteria to guide maintenance .

. personnel through the var1ous checks that needed to be
o performed _ . . 4

.Although they checked that both keys a]]owed the. main hook
" on L-3 to traverse the entire SFP, the crew that performed
the post-modification testing on May 6, 1994, only

""'.arbltrarlly checked one of the keys for the. north end'of theA T

- SFP. When one key did not allow movement of the main hook

over the north end of the SFP, they tried the other, w1thout'9@?7 T

.- _noting -which key they had used to allow the 1nterlock tobe .l
. bypassed. They" falled to verify that Key Number 20 operatedﬁ:»
vooas 1ntended and that Key Number 21 operated as. 1ntended

,[fThe 1nspectors found overSIght by malntenance and-. .
~- engineering supervisors was .lacking. . No superv1sors were B
;- present to observe the testing dur1ng the May 6, 1994 post- L
. mod1f1cat1on testlng on L 3 crane. - o _ i

' The - 1nspectors determ1ned that the 11censee rema1ned ln comp11ance’

with the Technical Spec1f1cat10ns (TS) during this event.” The

:fu moved over the 649 foot elevation of the aux111ary bu11d1ng (SFP L
- floor) un]ess no fue] handl1ng operations were in progress and '/:,-7* L

The L-3 lnterlocks were operab]e or S

o The L-3 1nter]ocks were bypassed and under the
. adm1n1strat1ve control of a superv1sor

. In th1s 1nstance no fuel hand11ng was in progress The L- 3

~interlocks were effectlvely bypassed with the functlons on the L 3

-,.3,7.control box reversed. A heavy loads superv1$or was: present and in
.- contro] .during the entlre evolut1on ' . R

1Safety s1gn1f1cance was. minor ‘since at no t1me was a heavy 1oad

moved ‘over or. in danger of mov1ng over fuel stored in the SFP
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T

Tn5ATT other prerequ1s1tes of crane operat1on had been fu1f111ed
o pr1or to beg1nn1ng the evo]ut1on ' : :

' 5The fa11ure to thoroughly test the L- 3 crane dur1ng a 1994 S
modification, including the control box override keys “to assure-

" the interlock/override keys functioned as des1gned, is considered f_ ft':fj
. a violation of 10 CFR 50 Appendlx B Cr1ter10n X1, Test ControT RS

(50- 255/94008 03(DRP)).

- ”_The T1censee 1mp1emented appropr1ate correct1ve act1ons as <¥{, o

kf‘warranted by-this event The correct1ve act1ons 1ncTuded
"-fﬁT9¢J“;7Correct1ng the w1r1ng probTem w1th the keys

}f:;§f~j;'Ver,fy1ng that the bypass keys and T1m1t sw1tches operated
Tl asy 1ntended S

e Rev1ew1ng test documentat1on to ‘ensure. that other aspects of;'fffijii’j

. crane operatlon were properTy tested and

e [' ‘CTar1fy1ng the scope and 1ntent of WI-MSE-E- 07.

'TI\One v1oTat1on was 1dent1f1ed No. dev1at1ons unresoTved or 1nspect10n E
"‘foTTowup 1tems were 1dent1f1ed 1n this area. : . '

Dr FueT Stora e Act1 1t1e (42700 86700)

- ,The 1nspector reviewed the 11censee 3 1nspect1on and ma1ntenance resuTtsln o
.. for components involved in heavy load 1ift applications for the dry fuel..
storage project. Included in the review were nondestructive exam1nat)on L
.- (NDE) results of critical components or highly stressed welds, and -
. preventive maintenance results on the spent fuel poo] crane (L 3) he
1nspector 1dent1f1ed no s1gn1f1cant probTems ' AR

‘““The 1nspector reviewed the licensee’s. package of. NDE reports documented

in procedure CLP-M-6, "Inspection of Heavy Load Lift Devices," Rev.2.-

. The licensee performed visual examinations (VT), magnetic.particle - o
testlng (MT), ‘and liquid dye penetrant exam1nat1ons (PT) in. accordance e
.. With the procedure, on: the following components oL e e

. 'Structural Lid Hoist Rings wn sl

. e _"_Multm Assemb]y Sea]ed Basket Spreader Bars (VT)

| 'Y.TQT o MuTt1-AssembTy Transfer Cask Llftlng Yoke (MT)

_ ’:pl:;>_Mu1t1—Assemb1y Transfer Cask (MT) -
| e f_i!Spent Fuel Pool Crane Maln Hook (PT)
E ,Ov'f _Spent FueT PooT Crane Auxillary Hook (PT)

18
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These 1tems were rev1ewed w1th records for the spent fue] poo] .
“crane as descr1bed below. : .

- In add1t1on ‘the 1nspector rev1ewed the 11censee S prevent1ve IR
' maintenance records for spent fuel pool crane L-3,. last ‘performed -in-
-7 January 1994. The work was performed according to procedure MSM-M-13,
... ."Overhead Mechan1ca1 Crane Inspection,” Rev.17.. The documentation
.. showed that most components associated with the bridge, trolley, -
- "auxiliary hoist, .and main hoist were inspected with satisfactory

results. Some minor items were identified and dispositioned with -work- .- -
orders. The_work orders were comp]eted prlor to commencement of dry fue] S

}fload1ng

Zﬁ;iNo v1olat1ons dev1at10ns unreso]ved or 1nspect1on fo]]owup 1tems were-iﬁ-'”“
. ’ident1f1ed in th1s area. Lo B A '

. f‘Beport Rev1e -

Dur1ng the 1nspect1on per1od “the 1nspectors rev1ewed the 11censee s
monthly ‘operating report for May 1994. The inspectors confirmed that

-~ the information provided met the reporting requirements of TS 6. 9 1.C
‘;1iand Regulatory Gu1de 1. 16 "Report1ng of Operatlng 1nformat1on

~ “No v10]at1ons dev1at1ons, unreso]ved or. 1nspect1on fo]]owup 1tems were23,&_}i~
T 1dent1f1ed in th1s area. .. . , S coon

N .

“j?Unresolved 1tems are matters about wh1ch more 1nformat1on 1s requ1red 1n~;.-' I

Unreso!ved Item

order to ascertain whether they are acceptable items, v1o]at1ons, or
deviations. Unresolved items- d1sclosed dur1ng the 1nspect10n are,

d1scussed in paragraphs 3.f and 5.b.

»Meet1ngs and Other Act1v1t1e (30703) o i‘:' -
'Ex1t Interview (30703) | -

- lThe 1nspectors met w1th the 11censee representatlves denoted in E :
paragraph 1 during the 1nspect10n period and at the conclusion -of the "

inspection on June 30, 1994. - The inspectors summarized the. scope and

. ‘results of the 1nspectlon and ‘discussed the likely content of.this
‘inspection report. The licensee acknowledged the information and did =~ = °
;" " not indicate that any of the information dlsclosed dur1ng the 1nspect1on Co
. '.could be considered proprietary in nature o
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