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APPENDIX B

U.S. NUCLEAR REGULATORY COMMISSION
REGION IV -

.
t

Inspection Report: 50-313/93-10 ;

50-368/93-10 |
>

Licenses: DPR-51
NPF-6 :

i

Licensee: Entergy Operations, Inc.
Route 3, Box.137G
Russellville, Arkansas i

Facility Name: Arkansas Nuclear One, Units I and 2 !
..

Inspection At: Russellville, Arkansas ,

Inspection Conducted: November 14 through December 25, 1993

Inspectors: L. Smith, Senior Resident Inspector ;

S. Campbell, Resident Inspector ;

J. Melfi, Resident Inspector j

Accompanying Personnel: K. Weaver, Engineering Aide f
i

S~-

Approved: / ,d.ltlJdA) / fil/9f i

Thomas F. Stetka, Chief, Project Section D Dat'e

!

fInspection Summary

Areas Inspected (Units 1 and 2): Tnis routine, announced inspection addressed i
!operational safety verification, engineered safety feature system walkdown,

monthly maintenance observation, bimonthly observation of surveillance,-
'

;

followup on previous inspection items, and-onsite review of licensee event
;

reports (LERs).

Results (Units 1 and 2):
1

The licensee's tracking and evaluation of the potentially degraded spent*

fuel pool service water injection line will be inspected further tot

determine whether the licensee's program for identifying appropriate .
maintenance activities following installation of leakage containment
devices is adequate (Section 2.1).
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The licensee routinely monitors accessible portions of injection i*

and containment spray systems on both units during pump testing to |

ensure leakage is identified, monitored, and repaired .i

(Sections 2.1 and 7.1). !

The licensee conservatively evaluated the Unit 1 Technical !*

Specification with respc c to the intermittent failure of one of -i

the excore detectors (Section 2.2).

The root cause analysis for the static switch transfer function ;*

failures associated with Inverter Y-13 was not timely
(Section 2.3).

iCritical system relays were not replaced on Inverter Y-13 as*

required by PMEE-107, " Inverters - 125 VDC to 120 VAC." This |

licensee identified violation was cited because the full scope of .

the problem was not identified until the NRC intervened -|

(Section 2.3).
i

A significant hot spot detected during routine surveys was !*

appropriately identified and controlled (Section 2.4).
;

The Unit I reactor coolant system leakage determination \-*

calculation was technically adequate (Section 5.1).

Removed annunciators currently listed in the Unit I annunciator ;
* '

out-of-service logs were considered appropriate (Section 2.6).

Valve alignments were determined to be in accordance with the 3*

procedures for Unit 1 Train A decay heat removal system, Unit 2- :

boric acid system, and the diesel fire pump (Sections 3.1, 3.2, j
and 5.6). ;

An inspection followuo item was opened to track the licensee's*

evaluation of chemict' stains on the borated water storage tank
discharge header (Sect on 3.2).

i

Observed maintenance activities were performed well and in 1*
accordance with established procedures. Modified replacement i

bearings were appropriately evaluated (Section 4). j
iObserved surveillance test evolutions were safely performed in*

accordance with procedures. Anomalies were appropriately i~

dispositioned (Section 5). !

J

The licensee continued to revise instructions as needed :*
|improvements were identified (Sections 4, 5, and 6).
t

i

|
i
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Summary of Inspection Findings: ,

Ir.spection Followup Item (IFI) 368/9310-01 was opened*

(Section 2.1).

Violation 313/9310-02 was opened (Section 2.3).*

IFI 313/9310-03 wa: opened (Section 3.2).*

LER 368/92-010 was closed (Section 6.2).* ,

IFI 313/9123-02 was closed (Section 7.1).*

IFI 313;368/9131-01 was closed (Section 7.2).*

Attachments:
,

Attachment - Persons Contacted and Exit Meeting*

;

e

'

t

!

,

k

a

t

%< m,,



9

.

*

-4-

DETAILS ,

1 PLANT STATUS

1.1 Unit 1

Unit 1 operated at or near 100 percent power throughout the inspection period.

1.2 Unit 2 |

'

At the beginning of the inspection period, the unit was at 100 percent power.
- On November 19, the unit reduced power to 95 percent for moderator temperature
coefficient testing. The unit returned to 100 percent power on November 20,
and remained at 100 percent until December 21, when the power was decreased to
approximately 70 percent for condenser tube repairs. The unit returned to
100 percent power on December 23, and remained at a 100 percent through the
rest of the inspection period.

2 OPERATIONAL ST.FETY VERIFICATION (71707)
;

2.1 Unit 2 - Control of System Leakaac 1
,

During routine tours of the Unit 2 auxiliary building, the inspector noted a
leakage containment device surrounding part of the low pressure safety
injection (LPSI) discharge piping and pipe-insulation. The inspector was
concerned that the observed boron buildup might be due to a small through-wall
leak in the LPSI header piping. The inspector contacted licensee personnel .

tresponsible for installing and tracking the leakage containment devices to
determine if the boron buildup had been identified. |

A job request was initiated on March 11, 1993, because the boron buildup was '

falling from the insulation causing a contamination problem.- The licensee
stated that the boron buildup was _from a previously leaking valve near the '

area of concern. . A job order (J0) was subsequently written to replace the |
insulation surrounding the piping. The licensee stated that the JO was
delayed due to high contamination problems and possible upcoming inservice
inspection pipe examinations. However, subsequent to the inspectors ,

questions, the licensee furth9r evaluated the condition and determined that no
inservice inspection exams were planned and that the J0 would be rescheduled. ;

The inspector also identified boron and rust buildup on the spent fuel pool i
'

service water injection line and asked the licensee if a job request had been
"

initiated to identify the deficiency. The licensee could not initially i

identify an open' job. request, so'a job request was initiated. The licensee i

stated that job requests for this type of problem are difficult to retrieve.
Further review will be performed to determine whether the program for .

-

identifying appropriate maintenance activities following the installation of a.
leakage containment device is adequate. .This review will be tracked as
Inspection Followup Item 368/9310-01.

.

!
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The inspector determined that the licensee had procedures for monitoring
Unit 2 safety system piping integrity. A periodic walkdown of the high ,

pressure safety injection system, LPSI system, and containment spray system >

was being performed in conjunction with pump surveillance tests to ensure ^
;

leakage was promptly identified, monitored, and repaired.

2.2 Unit 1 - Inone ility of Reactor Protection System Channel C

On November 6, the asee identified the first of a series of spurious trips ,

in Channel C of the reactor protection system. Condition reports were ;

initiated for the initial trips and the channel was placed in maintenance
bypass. The licensee determined that the bottom chamber of Excore
Detector NI-7 occasionally failed low which caused the flux / delta flux / flow
bistable in Channel C of the r' ' tor protection system to trip. Technical
Specifications permitted inde' operation with Channel C of the reactor
protection system in maintena. spass.

-

Testing and maintenance activities were reviewed by the licensee to ensure
that the rast conservative approach for placing channels in bypass and trip .

was identified. The inspector evaluated the operations manager's instructions !

to his staff regarding special considerations for testing and maintenance of |

impacted systems: emergency feedwater initiation and control, diverse reactor ,

overpressure prevention, and reactor protection. The Technical Specification i

interpretations were conser' ve. A temporary modification was proposed to !

restore functional portions ,hannel C. The inspector attended the plant !

safety review committee meeting which was conducted to evaluate the proposed -

temporary modification. The analysis of the potential impact of the __ J
~'

modification was very detailed and thorough. The committee identified that -,~

the temporary modification was in potential conflict with Technical -;

Specification 3.5.1.3 in that Channel C would be left in maintenance bypass
instead of being placed in a tripped condition while testing a second channel.
The committee requested further assistance from the licensing organization. ,

The modification was not authorized. ;

2.3 ' Unit 1 - Reliability of 120V Vital AC |
1

During shift turnover, the shift superintendent notified the operating crew ,

;that system engineering recommended that Inverter Y-13 not be taken out of
service for maintenance or testing because the transfer to the alternate .

supply might not work. The operating crew was told to perform the' transfer to .

'
the alternate supply as directed by procedures during emergency conditions.

.

The inspector reviewed associated condition reports, an operability .'

determination, a root cause analysis, the safety analysis report, electrical
preventive maintenance instructions, a preventive maintenance engineering i

evaluation (PMEE) and correspondence related to IE Bulletin 79-27, " Loss of
Non-Class IE Instrumentation and Control Power Bus During Operation."

Degradation of the static switch transfer function of Inverter Y-13 was !

identified during testing performed in response to IE Bulletin 79-27. The
'

!

i

'
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static switch transfer to the alternate maintenance power supply was
Isuccessful; however, the manual transfer back to the normal inverter output

was initially unsuccessful. A fuse was replaced between the inverter output
and the static transfer switch. Following the fuse replacement, the transfer
to normal operation was successfully performed. During this transfer, the
inverter output current peaked at 70 amps before dropping to the approximate
normal running current of 28 amps. A similar failure had occurred previously
when returning the inverter to service following inverter cleaning and
inspection.

The licensee believed the inverter was degraded but operable. The observed
failures occurred during the manual transfer back to the inverter, not during
any of the transfers that would be relied upon during emergencies. As a L

result, the inverter was not repaired prior to completion of the refueling {
outage.

The root cause analysis of the transfer failure on Inverter Y-13 was not L

completed within the normal time frames and was also not completed until after |
the completion of Refueling Outage IR11. In the root cause analysis, the !

'

licensee identified that PMEE-107, " Inverters - 125 VDC to 120 VAC," was not
fully implemented; and as a result, components which have probably exceeded :

their useful life have not been replaced. Inverter Y-11 also experienced two --j
recent failures related to the static switch transfer function which is
indicative of aging. One failure was repaired; the second failure was
determined to only impact indication. |

The inspector questioned licensee personnel regarding the partial -

implementation of PMEE-107. The licensee responded that a backlog of 34
!internal action tracking forms, which were used previously by the licensee to
Jschedule preventive maintenance activities following the issue of a PMEE, had

been lost following a reorganization. It appeared that such poor preventive :

maintenance scheduling controls could impact the reliability of other safety-
related equipment. |

The licensee's failure to replace critical system relays on oscillator,. sync j
and status switch boards as required by PMEE-107 was determined to be contrary |

to the requirements of Technical Specification 6.8.1. This issue was |

identified as a violation (313/9310-02). ,

j

2.4 Unit 1 - Locked High Radiation Area

On November 17, during weekly radiological surveys in the Decay Heat Vault A,
the licensee identified a significant radioactive hot spot. 'his hot spot was
inside the decay heat removal (DHR) system suction piping from the reactor
coolant system (RCS) and emitted a field of 4 R/hr at 1 foot. This reading
changed the area from a radiation area to a locked high radiation area. The
licensee guarded the area until the room could be locked.

|

The licensee installed shielding around the hot spot to reduce dose rates.
After the addition of shielding, the room status was changed from a locked

)

|
l
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high radiation area to a radiation area. The licensee also ran some low flow
tests through the system to see if the hot spot would move. The hot spot did
not move during these tests. Full flow testing could not be performed because
of the plant's operating status.

2.5 Units 1 and 2 - Code Compliance for Relief Valve Discharge Lines

During tours of Units 1 and 2, the inspector noticed several relief valves
that did not have discharge lines on them: the Unit 1 emergency diesel
generator air receiver tank relief valves, Valves PSV 5215 and PSV 5240; and,
Unit 2 containment penetration nitrogen sealing system relief valves,
Valves PSV 6252, PSV 6254, and PSV 6256. The discharge ports on these valves
were oriented such that they could affect personnel or equipment if the valveg '

lifted. The inspector questioned licensee personnel to determine if these
orientations were per code requirements. The affected relief valves were
procured to the requirements of ASME B31.1, " Power Piping." ASME B31.1,
Section 122.6.2 B, requires that when relief valves discharge directly into
the atmosphere, the discharge shall not impinge on other piping or equipment
and shall be directed away from platforms and areas used by personnel.

ASME B31.1 excludes piping that was not within the scope of the code or if it
was considered a low energy system. These discharge lines were never
installed since the licensee considers them to be a low energy system. The

inspector confirmed that the licensee's design specifications were correctly
implemented.

2.6 Unit 1 - Annunciator Out-of-Service log

The inspector reviewed the annunciator out-of-service log and found that
annunciators were typically returned to service within a few days after being
removed from service. All outstanding out-of-service annunciators were
appropriate.

2.7 Conclu.sions

Further inspection will be performed to ensure adequate maintenance to correct
leaks is planned when a leakage containment device is installed.

The root cause analysis associated with the degradation of Inverter Y-13 was
not performed in a timely manner. Critical system relays were not replaced on
Inverter Y-13 as required by PMEE-107, " Inverters - 125 VDC to 120 VAC." This
violation was cited because the full scope of the problem was not identified
until prompted by the NRC.

The licensee's Technical Specification interpretations, following a series of
spurious trips in the reactor protection system Channel C, regarding testing
and maintenance of related systems were conservative. A plant safety
committee review appropriately rejected a temporary modification because
conflicts with the Technical Specifications were identified.
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A hot particle in the decay heat removal system, which initially resulted in a .*

locked high radiation area, was appropriately identified and controlled.

Two aspects of equipment design were reviewed and found to be acceptable. The
relief valve inst 11ation on the Unit 1 emergency diesel generator air :
receiver tanks and the Unit 2 containment penetration nitrogen sealing system
were determined to conform with design requirements.

The Unit I annunciator removal controls were appropriately implemented.

3 ENGINEERED SAFETY FEATURE SYSTEM WALKDOWN (71710) ,

3.1 Unit 2 - Boric Acid System Walkdown
.

The inspectors performed a walkdown of the boric acid system to verify valve
alignment and system operability on December 2. Piping and Instrumentation
Diagram M-2231, Revision 63, " Chemical and Volume Control," was used as a
guide. Procedure 2104.003, Revision 22, " Chemical Addition," Attachment A,
" Boric Acid Makeup System Valve Lineup," was used to confirm proper valve
lineup. All valves were observed to be aligned according to the diagram and r

the procedure. The pumps appeared to be in good condition and no excessive
boric acid leakages were identified. The associated piping supports and i

restraints were sound and housekeeping was good. No flammable or hazardous
materials were located in the area. ,

The inspector investigated a job request for leaking Outlet Check
Valve 2CVC-41A dated September 5,1992, to evaluate the impact on system r

operability. The inspector determined that the job request was initiated in i

error and was canceled by the licensee on October 11, 1992.

3.2 Unit 1 - Decay Heat Removal Train A ;

IThe inspector performed a walkdown of portions of the decay heat removal
system to verify valve alignment and system operability from November 24 to ;

December 3. Train A valves were determined to be in the correct alignment and j
no drawing errors were identified. !

The inspector identified chemical staining on the discharge header from the i

borated water storage tank (BWST). The funnel and fill line used to pour !

chemicals into Treated Waste Monitor Tank T-168 to neutralize the tank's -|
contents was above the BWST discharge header. The inspector was concerned :
that chemicals spilled on the header may have had corrosive effects which have ;

not been evaluated. When questioned, the licensee responded that typically 'i
sodium hydroxide (20 - 50 percent solution) or sulfuric acid -(93 percent
solution) have been added to Tank T-16B as necessary to adjust the pH. The
licensee planned to evaluate the chemical stains. Further review of this ,

evaluation will be tracked as Inspection Followup Item 313/9310-03.

i

)

!
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3.3 Conclusions

The walkdown of the Unit 2 boric acid system and Train A of the Unit I decay
heat removal system indicated that valves on both systems were in proper
alignment. An inspector followup item was opened to evaluate chemical stains
on the discharge header from the BWST following the Decay Heat Removal Train A
wal kdown.

-

4 MONTHLY MAINTENANCE OBSERVATION (62703) 2
4.1 Unit 1 - Service Water Pump P-48 Impeller Replacement (JO 00890513)

The inspector observed portions of the installation of a modified service
water pump impeller. The licensee replaced the old impeller with a new
stainless steel impeller per Limited Change Package 92-5034. The work was
conducted in accordance wit' wo,i instructions by qualified personnel. The
licensee implemented appropriate security watches, fire watches, and confined
entry controls for the work.

The licensee's postmodification test was adequate. The pump was declared
operable on an interim basis, pending a full engineering evaluation of the
pump differential pressure versus flow curve. The licensee verified that the
pump was capable of supplying enough water to remove the heat from the
affected equipment, based on the low lake temperatures. The licensee planned
to eval ste whether the pump would be able to deliver enough water to remove
heat at iesign basis temperatures.

4.2 Unit 1 - Service Water Radiation Monitor RE-3815 Sample Pump Replacement
(JO 00904304)

The inspector observed portions of the Service Water Radiation Monitor RE-3815
sample pump replacement. This pump had a leak (approximately 2 gpm) through a
small hole in the pump casing. The work was performed by qualified personnel
in accordance with appropriate work instructions. j

'

The work was stopped at one point to get the work instructions changed. The
work instructions needed to be modified to allow disassembly of the pump
casing. This pump casing needed to be disassembled since an interference with
the pump motor and the discharge pipe prohibited removing this pipe. The ,

licensee initiated a JO feedback form to modify the work instructions in the
future.

4.3 Unit 2 - Overhaul of Service Water Pump 2P-4B Motor (JO 00902288)

The inspector observed the removal of Service Water Pump 2P-4B motor and motor
bearing replacement on December 1. The motor was removed in accordance with |
Procedure 2403.004, Revision ll, " Unit II 2P-4A, B, and C Service Water Motor i

Maintenance and Testing." The work activity was performed by qualified
maintenance personnel using calibrated equipment and appropriate procedures.
The inspector verified that the redundant service water pumps remained

|
I

|
.
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operable during the maintenance activity. The licensee established and
implemented appropriate controls for ignition sources and confined space -

entries. Service Water Pump 2P-4B passed the postmaintenance test and the *

system was appropriately returned to service.

The inspector reviewed the associated work package and discovered that a !

maintenance engineering request was not initiated for the replacement
bearings. The replacement bearings were not like-for-like. The licensee
stated that the replacement bearings were milled closer to the bearing's racer-

tolerance to improve load distribution for better bearing wear. The licensee ,

provided acceptable vendor documentation indicating that the replacement
bearings had been evaluated.during the procurement cycle and determined to be
an improved version and therefore, a maintenance engineering request was not

'

required.

4.4 Conclusions

All observed maintenance activities were performed according to procedures.
Modified service water pump replacement bearings were appropriately evaluated. -

Work instructions were revised as needed. j
..

5 BIMONTHLY SURVEILLANCE OBSERVATION (61726)

5.1 Unit 1 - RCS Leak Rate Determination

The inspector reviewed documentation associated with the RCS leak rate
determination. The operators peiformed the tests according to the-

instructions in Procedure 1103.013, "RCS Leak Detection." The portions of
this test observed by the inspector appeared to have been done correctly and
on the appropriate frequency.

During a review of the procedure to assure that it was technically adequate,
the inspector questioned the validity of two tank volumes which were used to
determine the RCS leak rate. The tanks in question were the quench tank and
the reactor coolant pump collection tank.

'

The inspector reviewed the quench tank level indication since the indication
provided a direct digital readout in gallons. The quench tank was a .

horizontal cylindrical tank with dished heads. The direct digital readout j
'

itank level indicator provides a linear measurement of level in the vertical
direction. Since the tank was horizontal, the inspector noted that the volume !

change was not linear in the vertical direction and was concerned whether the i

level indicator provided an accurate indication. of tank level. The inspectors 1

questioned licensee personnel regarding this observation. 'The licensee. i

responded that the control room display was changed with Limited Change
j Package 93-5023. The level indicator takes the linear current output of the

transmitter and converts it to gallons via a computer chip in the indicator.
The licensee calculated the volume in the tank versus level in i

Calculation 93D-5023-01. The licensee approximated this calculation and
programmed appropriate constants into the level indicator electronic

,
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circuitry. The licensee did a postmaintenance test on the indicator after
installation and verified that the digital readout was accurate.

The inspector also reviewed the reactor coolant pump collection tank volume
~

-

since there was not an engineering drawing for the tank, only an. engineering
sketch of the tank. Based on copies of this drawing, it was not possible to
determine if the volume was accurate. When the licensee provided the original
drawing, the inspector was able to determine that this volume calculation was r

accurate.

5.2 Unit 2 - Emergency Diesel Generator 2K-4B Troubleshootina (JO 009024441.

On December 1, the inspector observed troubleshooting performed in accordance ,

with Workplan 2409.428. The troubleshooting was being conducted prior to the .

'routine surveillance to determine the cause of Jacket cooling water pressure -
fluctuations. The jacket cooling water pressure fluctuations were not
significant enough to adversely impact the operation of the emergency diesel
generator. However, the licensee chose to investigate and repair the anomaly. ,

Temporary fittings and sight glasses were installed on the jacket cooling !
water lines to monitor the cooling water lines. Following replacement of a 1

jacket cooling water hose, the pressure fluctuations decreased to the normal ~;

range. The system was restored to normal configuration and the routine
surveillance test was performed with satisfactory results.

5.3 Unit 2 - Control Element Assembly (CEA) Exercises (JO 00904798)

On December 10 the inspector observed exercising of the CEAs. The inspector
verified that all CEAs, with the exception of the part length CEAs, were
exercised in accordance with Procedure 2105.009, Revision 14, " Control Element
Drive Mechanism Control System Operation," Supplement 2, "CEA Exercise Test."
The procedure stated that the part length CEAs were to be exercised if the
CEAs were below the programmed insertion limit. The inspector confirmed that
the part length CEAs were above the insertion limits and, therefore, were not- .

required to be exercised. |
|

While CEA 33 was exercised, the inspector noted that the CEA Computer (CEAC) 1
CEA position did not change because a temporary modification was installed.
Reed Switch Position Transmitter 1, which provided CEA position indication to
CEAC 1 and input into Core Protection Calculator Channel B, had previously

*

drifted low. The inspector confirmed that the licensee appropriately
performed a 10 CFR 50.59 determination and issued a temporary modification to |

simulate CEA 33 indication in the full-out position on CEAC 1 and Core ;

iProtection Calculator. Channel B.
i

IThe CEAs were returned to their appropriate positions and the surveillance was
successfully completed.
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5.4 Unit 1 - Monthly Emergency Diesel Generator Surveillance (JO 00905355)

On December 14, the inspector observed portions of Procedure 1104.036,
Revision 3, " Emergency Diesel Generator Operation," Supplement 1, "DG1 Monthly
Test." The inspector noted that the piping between the air compressor and the
air receiver tank inlet check valves depressurized in one subsystem and not in
the other. The difference was determined to be caused by leaking check
valves. Qualitative testing, which routinely verified that the check valve
leakage was small enough so that the operability of the emergency diesel ,

generator air start system was not affected, was included in the procedure.
The check valve leakage test results were satisfactory.

The licensee noted that Job Request 884878, which identified the leaking Air
Receiver Inlet Check Valves F0-55A2 and F0-54A2,. was opened in October of j
1992. At that time the licensee had identified that Valve F0-55A2 was not i

procured as a safety-related valve as required. However, Valve F0-54A2, which
was in series with Valve F0-55A2, was procured as a safety-related valve. i

Procedure 6010.002, "QACAT & ENVQ Component Classification," indicated that ,

only one safety-related check valve was required to establish the boundary
between the safety-related and nonsafety-related piping in this case. The
subsystem was considered to be operable, but not qualified since the check

'

valve, which was furthest from the air receiver tank, Valve F0-54A2, had been '

procured as safety-related rather than the check valve which was closest to
the air receiver tank, Valve F0-55A2. Design personnel recommended that a new
safety-related valve be installed to replace Valve F0-55A2 as soon as
possible, ,

The associated J0, to cut out and replace both check valves with new
safety-related valves, was assigned Priority 3, nonoutage. The check valves :

'

were received on site on September 16, 1993, and were available for issue on
November 29, 1993. The associated J0 was planned for work in May of 1994 ,

which was coincident with the next scheduled compressor outage. This *

prioritization was determined to be adequate. ;

5.5 Unit 1 - Quarterly Reactor Building Spray Pump Test and Train A Leak Rate !

Determination (JO 00905367 and JO 00905358) |

On December 16, the inspector observed portions of the performance of ,

Procedure 1305.004, Revision 4, Supplement 1, "RB Spray Train A-Leak Rate
Determination," and Supplement 3, "RB Spray Pump P-35A Quarterly ' Test." No . i

problems were identified. During a routine plant tour the inspector had .

previously identified boric acid on a portion of the reactor building spray ,

system. At that time the licensee had stated that the boric acid was.from an- !
iold leak which had been repaired. During this test, the inspector confirmed

the licensee's statement that the boric acid was not from an active leak.
s

|

!

!

T

P

+ _



.

f

.

-13-

5.6 Unit 1 - Monthly Diesel Fire Pump Surveillance (JO 00905353)

On December 16, the inspector observed portions of Procedure 1104.032,
Revision 41, Supplement 2, " Surveillance Test of Diesel Fire Pump." The
inspector verified the valves were aligned in accordance with the diesel fire
pump portion of Procedure 1104.032, Attachment A, " Unit 1 and Common Valve
Alignment." No valve alignment problems were identified.

The licensee correctly dispositioned anomalies identified during testing. "

One of the ammeters used during the test to evaluate the direct current
charging capacity for the diesel starting circuit was out-of-service. The
licensee correctly documented the deficiency. The shift superintendent stated
that the priority for the repair of the ammeter would be re-evaluated. The
inspector identified a small protective pad made of electrical tape between ;

the alternator and the jacket water cooling hose. The licensee removed the
tape. It was placed there to minimize chaffing on the jacket water cooling
hose, but was unnecessary. It was not of sufficient size to present a ,

combustibility hrzard. The operator did not close Drain Valve FS-3604 prior
to checking pump discharge flow. He caught his error and closed the valve. '

The licensee planned to initiate a procedure improvement form to better
highlight the instructions for closing the drain valve.

|

5.7 Conclusions
'

The surveillances performed during this inspection period were accomplished in
accordance with procedures. The licensee correctly dispositioned all |

anomalies identified during the surveillances. Procedure improvements were
appropriately identified.

6 ONSITE REVIEW 0F LERS (92700) ,

6.1 Units 1 and 2 - Transient Response Evaluation
'

The inspector reviewed and evaluated the licensee's post trip review program
to ascertain whether the program was being implemented in accordance with
Section 1.1 of Generic Letter 83-28. As a response to Generic Letter 83-28, i

" Required Actions Based on Generic Implications of Salem ATWS Events," the
licensee had implemented Procedure 1000.137, " Post Transient Review." The

'

inspector reviewed applicable condition reports and station logs to verify .

'

that post trip reviews required by Procedure 1000.137 had been performed for
previous applicable transients.

Only.one problem was . identified. The post transient reviews were not
performed for engineered safety feature actuations that occurred during cold j
shutdown conditions. Procedure 1000.137 was not clearly limited to power j

operations and appeared to require these reviews. The licensee stated that- 1
'

the procedure was only intended to be required for transients which occurred
during power operations. The licensee committed to revise Procedure 1000.137
to clarify the definition of a transient. |

!
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6.2 (Closed) LER 368/92-010: " Vendor Personnel Error Results in the Failure |
to Perform a 100 Percent Inspection of Steam Generator Tubes as Required
by Technical Specifications" ,

This LER involved two tubes in the Unit 2 steam generator that failed to be ;

inspected during Refueling Outage 2R9, as required by Technical
,

Specification 4.4.5.2. The licensee requested and the NRC granted a Technical .

'

Specification revision to Table 4.4-2 to allow Unit 2 to continue operating
with the two uninspected tubes in Steam Generator B until the next planned
steam generator tube inspection. On May 1, Unit 2 entered Steam Generator
Inspection Outage 2P-93-01, which was documented in NRC Inspection Report 50-
313;368/93-05. During the outage, 100 percent of the Steam Generator B tubes
were inspected. Based on review of the NRC letter dated February 23, 1993;
Condition Report 2-92-0486; and NRC Inspection Report 50-313/93-05;
50-368/93-05, all corrective actions were completed.

7 FOLLOWUP (92701)

7.1 (Closed) IFI 313/9123-02: Leaking Spent Fuel Poo,1 Discharge Piping

This item involved a leak in the discharge piping of the Unit I spent fuel .,

pool cooling system. Condition Report 1-92-0077 was initiated. The licensee ;

performed a visual inspection of the spent fuel pool cooling system piping and !

the effected piping was repaired. The repairs resulted in the removal and
replacement of 50 feet of piping upstream of the failure.

A section of the effected piping was sent off for metallurgical examination.
Based on the results of the metallurgical examination, the piping failure was -

attributed to intragranular stress corrosion cracking (IGSCC). It was i

determined that sulfur was the cause of the IGSCC. The source of the sulfur
was attributed to sodium thiosulfate, which was previously injected into the ',

reactor building spray system during early operation of Unit 1. j
s

As part of the licensee's corrective action, the licensee performed ultrasonic |
'

inspections on 10 percent of the welds in systems susceptible to IGSCC that
'

were not already in the inservice inspection program. During the
examinations, one weld was found to have a small IGSCC indication. The weld
was-repaired. Additional nearby welds were added to the scope of the -i
augmented inspection program and found to be acceptable. The licensee ;

'

determined that IGSCC is not a significant concern at AN0-1 at this time. -j

The inspectors walked down the Unit 1 spent fuel pool cooling system and
performed a visual inspection of the piping. No leakage was identified and a i

small amount of visual baron buildup was noted that was attributed to past_ ,

leakage. The inspector reviewed Procedure 1305.004, Revision 4, " Reactor i
!Building Spray System Integrity Test and Leak Rate Determination,"

Procedure 1305.003, Revision 4, "M/U & Purification System Integrity Test & t

Leak Rate Determination," and Procedure 1305.011, Revision 4, " Decay Heat i
'

Removal System Integrity Test and Leak Rate Determination." The procedures
provided for routine monitoring of the respective safety system's piping

!
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integrity. Based on the review of Condition Report 1-92-0077, )
'

Procedures 1304.004, 1305.003, and 1305.011, and the inspectors walkdown, the
licensee's corrective actions were appropriate.

7.2 (Closed) IFI 313:368/9131-01: System for Institutionalizing Commitments

This item involved a followup review of the licensee's commitment management ,

system to verify that the system included guidelines and requirements for the j
identification of commitments, commitment tracking functions, and statusing
and closure of commitments.

The inspector reviewed Procedure 1062.009, Revision 2, " Commitment Management
System," to verify that it contained' guidance on the identification of
commitments, maintaining a tracking system that included.a field for noting '

responsibility for completion of corrective actions, and statusing and closing
of commitments. The inspector also reviewed the licensee's commitment i
management system database. Several past LERs with associated commitments i
were used to sample the system's reliability. No problems were identified.

Based on the inspector's review of Procedure 1062.009 and evaluation of the
commitment management system database, all corrective actions associated with
this item have been completed. .
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ATTACHMENT r

'

1 PERSONS CONTACTED

Licensee Personnel *

+ C. Anderson, Unit 2 Operations Manager
*+ S. Bennett, Acting Licensing Supervisor -

+ D. Bentley, Unit 2 Instrumentation & Control Maintenance Coordinator
B. Day, Unit 1 System Engineering Manager*

*+ R. Edington, Unit 2 Plant Manager
*+ M. Harris, Unit 2 Maintenance Manager

L. Humphrey, Quality Director*

R. King, Acting Licensing Director*
-

*+ J. Kowalewski, Unit 1 Coordinator of Maintenance
+ M. McFarland, IHEA Specialist

*+ S. Pyle, Licensing Specialist
J. Sutterfield, Unit 2 Operations*

*+ J. Vandergrift, Unit 1 Plant Manager
J. Yelverton, Vice President Operations

,

*

C. Zimmerman, Unit 1 Operations Manager* .

'

The personnel listed above with an asterisk attended the exit meeting on
December 22, 1993. The personnel listed with a plus above attended a second '

exit meeting on January 3, 1994. In addition to the personnel listed above,
,

the inspectors contacted other personnel during this inspection period.
|

2 EXIT MEETING
,

An exit meeting was conducted on December 22, 1993. During this meeting, the |
inspectors reviewed the scope and findings of the report. A second exit I
meeting was conducted on January 3, 1994, to discuss the enclosed Notice of 1
Violation. The licensee did not identify as proprietary any information {
provided to, or reviewed by, the inspectors. The licensee acknowledged the ;

inspection findings. )
l

The licensee stated that both Violation 313/9309-01 and Violation 313/9310-02 |
were related to weaknesses in the process for tracking and implementing
identified preventive maintenance requirements. As a result, the licensee
viewed both violations as two aspects of the same issue. The licensee had i

previously planned to broaden the corrective action for Violation 313/9309-01
to address this weakness. Now the licensee plans to respond in two separate
responses.

,
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