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Reactor Projects Section No. 4B

angection Summarg: Combined Inspection Report Nos. 50-289/90-18 and
* . or September 22, 1990 ~ October 30, 1990

Areas Inspected: The NRC staff conducted routine and reactive safety
inspections of Unit 1 power operations and Unit Z cleanup activities. The
inspectors reviewed plant operations, maintenance and surveillance,
radiological practices, security measures and engineering support
activities as they related to plant safety. Licensee action on previous
inspection findings was also reviewed.

Results: An overview of inspection findings are summarized in the
executive summary of this report.
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Executive Summary

PLANT OPERATIONS

Unit 1 pla.t operations continue to be conducted in a safe manner. A
power reduction to repair condenser tube leaks was observed. The
evolution was well controlled and staffing during the evolution was
adequate. Tube repairs were accomplished and reactor power was
returned to 95 percent., The inspector had no concerns associated with
thic evolution or other routine plart operations.

RADIOLOGICAL CONTROLS

Routine observations of radiological controls we e conducted
throughout the inspection period. Concerns associated with
housekeeping and postings were noted but otherwise radiological
controls conti~,e to be satisfactory. The licensee's program for
unconditiordl release of potentially internally contaminated items was
found to meet NRC guidelines. The licensee has agreed to enhance the
finar surveys.

MATNTENANCE AND SURVEILLANCE

A technician was observed performing a battery maintenance procedure
using step=by=-step handwritten instructions to supplement the approved
procedure. The handwritten instructions were also used to provide a
sequence to reenergize a battery charger to help trouble~hoot a
problem. This sequence was different than the one specified in the
maintenance procedure and, therefore, the formal review and approval
process was bypassed. This is another example of a previously
fdentified violation (50-289/90-15-02). The licensee was requested to
respond to this latest concern when responding to the previous
violation,

ENGINEERING AND TECHNICAL SUPPORT

Engineering support to plant activities was appropriate

to resolve specific plant problems., In general, good engineering
interface with the plant staff continues to be noted.

EMERGENCY PREPAREDNESS (EP)

Routine review of this area identified no noteworthy observations.

SECURITY

Routine review of this area identified no noteworthy observations.
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2.2 Followup of Events Occurring During the Inspection Period

The inspectors provided onsite coverage and followup of the
following events:

2.2.1

2.2.2

Fire in TMI-2 Turbine Building

On September 24, 1990, ax 8:20 a.m., an Event of Potentia)
Publi. Interest was declared due to a fire in the Unit 11
Turbine Building. A shift foreman was sent to investigate a
control room instrument air compressor alarm. The foreman saw
smoke coming out of the 2-3 1b motor control center and called
the Unit 1 control room. The area monitor fire sensor alarmed
soon after the foreman made his report. The fire brigade

was dispatched and the switchgear was deenergized from the Unit
I1 control room. By 8:28 a.m., the fire brigade leader deter-
mined that no off-site assistance was needed and the Event of
Potentfal Public Interest was terminated. By 9:20 a.m., the
fire was verified extinguished. No vital loads were on this
switchgear. A preliminary investigation indicated that the fire
started in the "C" service air compressor breaker and was caused
by a8 loose wire connection.

The inspector reviewed the event with the licensee to determine
if 1icensee acvions were appropriate and what effect the loss =f
this motor control center had on plant safety. The irspector
corcluded that the fire brigade had responded in a timely manner
with the proper equipment. Review of the electrical loacds pow-
ered from this motor control center indicated it supplied no
safety related equipment. The inspector had no concerns as.ocia~
ted with licensee action in this area.

Power Reduction to Repair Condenser fube Leaks

Or September 28, 1990, the inspector observed a reduction 1in
reactor power to 47 percent. The evolution was well contro)lled
and staffing during the evolution was ample and included several
senfor managers. The licensee alternately secured circulating
water flow to the main condenser "A" side and "B" side to repair
condenser tube leaks. The leaks had been causing secondary
chemistry problems. Upon completion of leak repair, on October
4, 1990, reactor power was returned to 95 percent power. The
insnector had no cencerns associated with this evolution.




3.0 Radiological Controls
3.1

3.2

Routine Radiological Controls

Posting and control of radiation and high radiation areas were
inspected. Radiation Work Permit compliance and use of personne)
monitoring devices were checked. Conditions of step-off pads,
disposal of protective clothing, radiation control job coverage,
area monftor operability and calibration (portable and permanent)
and personnel frisking were observed on a sampling basis.

On October 5, 1990, the inspector conducted a tour of the spent

fuel pool's truck bay. The inspector found that housekeepinp in

this area was poor. An internal contamination sign was on the

floor with nothing connected to it and a~ arca was roped off with

a radiological boundary sign attached but it dic not specify the

type of radiological condition (i.e. radiation area or contamina=-
tion area). The inspector informed the Radiological Field manager of
the pre' " °m. The noted radiolopical posting problems were corrected
immedia - - Subsequent tours of this area and other spaces indi-
cated this to be - isolated occurrence.

No other deficiencies were noted. Other than described above,
radiological controls were satisfactory.

Release Of Material from the RCA

On October 17, 1990, a specialist inspector performed an on-site
review of the licensee's program for release of potentially con=
taminated material. The purpose of the inspection was to detcrmine
the quality of a licensee program for unconditional release of an
iter. from a radiologically controlled area (RCA). In particular, the
inspector reviewed the methodology for detecting contaminaiion on the
internal surfaces of released components. This inspection consisted
0f review of records and procedures, discussions with licensee per=
sonnel, and direct survey of material designated for uncontro)led
release from the site.

The inspector found that a radiological evaluation must be
performed by a Radiological Controls Technician prior to un-
conditional release of an item from the RCA. The evaluation is
intended to provide reasonable assurance that levels of con-
tamination are not detectable on the internal and external
surfaces of the item. The licensee's current method for
determining if contamination axists on interior surfaces of items
is to take measurements at available access points on the item
assuming that cont.umination at these locations is representative
0, cortamination on the interiors. This is consistent with NRC
guidelines provided in IE Circular No. 81=07, "Control of
Radioactively Contaminated Material."



The inspector surveyed many items which were released from the
RCA and deposited in a scrap metal dumpster outside the RCA. Al)
ftems surveyed were found to be free of detectable contamination.
The surveys were performed with a sodium fodide (Nal) detector
and a pancake GM detector tc provide high sensitivity to gamma
and beta radiation respectively.

Currently, pancake GM detectors are used by the licensee to
assess surface contamination levels. Radiation protection
management personnel stated that, in the future, the station will
use an instrument with a high gamma sensitivity (such as the Nal
detector) to survey components for interna) contamination when
internal surfaces cannot be directly frisked and when there is a
possibility that internal surfaces could be contaminated. They
further stated that procedures would be modified to encompass
this change.

The inspector concluded that the licensee is currently meeting
NRC guidelines for releasing potentially contaminated items. The
inspector believes that performing a final survey of items with a
sodium fodide detector is an improvement in the licensee's
program because this provides one additiona)l check to assure
contaminated items, including ones with inaccessible surfaces,
are nct released.

4.0 Maintenance and Surveillance Observations

4.1

Routine Maintenance Observations

The inspector reviewed selected maintenance activities to assure
that:

== The activity did not violate Technical Specitication
Limiting Conditions for Operation and that redundart
components were operable;

== required approvals and releases had been obtained prior to
commencing work;

== procedures used for the task were adequate and work was
within the skills of the trade;

== activities were accomplished by qual'“ied personnel;

== where necessary, radiological and fire preventive
controls were adequate and implemented;

== QC hold points were established where required and observed;
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4.3

Alarm checks. The handwritten instructions gave a step=by=-step
procedure to perform thase two checks. The inspector considers
it a weakness that a procedure would reference a Technical Manual
to perform a check which did not specifically provide these
instructions.

The inspector had one other concern associated with these
handwritten instructions., The battery charger is reenergized per
PM E-18, step 6.6. Handwritten step=by-step instructions were
performed instead of step 6.6. The licensee indicated that this
was done because they had been having difficulty in properly
reenergizing the charger in the past and this assisted them in
troubleshooting the problem. Although the handwritten instruce
tions were technically sound, a formal procedure change and review
process should have occurred, especially in light of their recent
problems.

The licensee has indicated the PM E-18 will be changed to reflect
the battery charger start-up sequence of Operating Procedure
1107-2, "Emergency Electrical System." The startup sequence for
the battery chargers in the oper ting precedure is different than
both PM E-18 and the handwritten instructivns. [t appears that
all three sets of instructions are technically sound.

Due to previously identified procedure deficiencies, the licensee
has implemented a procedure upgrade program to correct procedure
deficiencies during the normal two year review cycle. PM E-18
has not yet received this upgrade.

Bypassing the normal review and approval process had little
safety significance in this case but in other procedures this
could have -ignificant safety implications. Administrative
Procedure 1(01G, which is required by Technical Specification
6.8.1, state. that "Personnel shall not give directions,
guidance, recvmmendations or clarifications which conflict with
approved procecures." Failure to perform Preventative
Maintenance Procrdure E-18, step 6.6, as written, is a violation
of Technical Specy*ication 6.8.1.

The licensee has recently received Notize of Violation
50-289/90-15-02. The violaticn described in the previous
paragraph is considered to be another example of the previous
violation and therefore a separate Notice of Violation will not
be issued.

Routine Surveillance Observations

The inspectors witnessed/reviewed selected surveillance tests to
determine whether properly approved procedures were in use,
cetails were adequate, test instrumentation was properly




calibrated and used, Technical Specifications were satisfied,
testing was performed by qualified personnel and test results
satisfied acceptance criteria or were properly dispositioned.
The following surveillance testing activities were reviewed:

== Surveillance Procedure 1302-5.30, "Diese) Generator
Protective Relaying for Diesel Generator "B"," on
October 15 1990.

== Surveillance Procedure 1301-8.2, "Diese]l Generator Annual
Inspection (Mechanical) for Diesel Generator "B".," on
October 15, 17, and 19, 1990,

== Surveillance Procedure 1301-8.2, "Diese) Generator Annual
Inspection (Mechanical) for Diesel Generator A," on
October 23, 24, and 25, 1990.

== Surveillance Procedure 1301-8.2A "Diese) Generator
Inspection (Electrical) for Diesel Generator A," on
October 24, 1990.

== Surveillance Pr:ocedure 1302-3.1, RM=A-2P "Quarterly
Calibration," on September 25, 1990.

Routine evaluation of this area identified no noteworthy
observation.

Security
5.1 Routine Security Evaluations

Implementation of the Physical Security Plan was observed in the
following plant areas:

==  Protected Area and Vital Area barriers were well maintained and
not compromised;

== Isolation zones were clear;

== Personnel and vehicles entering and packages being delivered to
the Protected Area were properiy searched and access contro) was
in accordance with approved licensee procedures;

== Persons granted access to the site were badged to indicate
whether they have unescorted access or escorted authorization;

== Securfty access controls to Vital Areas were being maintained and
that persons in Vital Areas were properly authorized;
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The inspector concluded that the licensee had adequately
incorporated technical specification changes into ~pplicable
procedures and that personnel «<. e adequately trained on new
requirements. Licensee performance in this area was completed in
a timely fashion.

7.0 Followup of Previous Inspection Findings

The NRC Outstanding Items (OI) List was reviewed with cognizant
licensee personnel. Items selected by the inspector were subsequently
reviewed through discussions with licensee personnel, documentation
reviews and field inspections to determine whether licensee actions
specified in the Ols had been satisfactorily completed. The overall
status of previously identified inspection findings was reviewed and
planned/completed licensee actions were discussed for the items
reported below.

7.1 (Closed) Unresolved Item (50-289/87-02-03) Emergency Diesel
Generator Loading Evaluation

This item concerned the licensee evaluations and calculations for
loading of the emergency diesel g.ierators (EDG) under accident
conditions. Inftially, the inspector questioned the adequacy of
the liceniee computer program, DAPPER, for tracking EDG loads.
Subsequent followup inspection in Inspection Report $2-16
reviewed the licensee load calcuiations in Technical Document
Report (TDR) 836 and contained sdditional questions on the
licensee assumptions about seasonal loads. The inspector
requested the licensee evaluate the maximum seasona)l load effect
on EDG operation for LOCA and LOOP conditions.

The licensee provided an updated revision to TDR~836, approved on
June 5, 1989, with supporting calculations, which concluded that
the maximum automatic load and subsequent potential manually
added loads would not exceed the 3000 kw, 2000 hour rating of the
EDG. This evaluation was also provided in an internal licensee
memo No. 3330-88-0100 which documented the calculations for EDG
maximum foading. The licensee responded to the staff and noted
the above information in a letter dated July 31, 1989, No.
C311-89-2080.

The inspector reviewed the licensee evaluation and calculations in
TOR 836 Revision 3 and licensee memo 3330-88-0100 and concluded that
the licensee had properly calculated and documentea EDG loads, speci=
fically addressing seasonal variations in EDG loads. The maximum EDG
load on the "B" EDG as 2779.3 KW with an additional manually applied
load of approximately 211 KW. The manual loads are specified in
licensee operating procedures, and adequate instrumentation and
guidance exist to prevent inadvertently overloading the EDG.
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Licensee action on this item resolved inspector concerns related
to EDG loading and this item is closed.

(Closed) Unresolved Item (50-289/89-80-02) Correction of
Deviations Between the PSGs and the ATPs

This item concerned a 1ist of discrepancies between the Abnorma)
Transient Procedures (ATPs) and the Plant Specific Guideline
(PSGs). A list of these discrepancies was noted in Appendix "(C"
of the Inspection Report. The inspector reviewed Rev 3 to
TOR=517 wnich is the PSG for TMI-1 and the various ATP 1210
series procedures which had discrepancies. The licensee updated
TDR=517 or made changes to the ATP 1200 series procedure to
correct all {dentified discrepancies. This action adequately
resolved this item and this item is closed.

(Closed) Unresolved Item (50-289/89-80-05) Establish a Formal
Process for Updating the PSG when Safety Significant Changes are
made to the ATPs

This 1tem concerned the lack of a formal process to update the
PSG (TDR-517) when safety significant changes are made to the
ATPs. The licensee formulated a new procedure, Technical
Function Division Procedure, AS-002, "Update Process for the B&W
Owners Group Technical Basis Document and the Abnormal Transient
Procedures." The proce iure specifies the process that will be
used to ensure that TOR-b17 is updated in a timely fashion when
rhanges are made to the ATPs. The inspector reviewed this
procedure and determined t .at the new process app:ared adequate
to cesolve this concern. This item is closed.

(Closed) Unresolved Item (50-289/90-15-01) Performance of
Mainterance Procedure with Handwritten Instructions

Details of this unresolved item are contained in Section 4.2. of
this report. This item is closed.

(Closed) Unresolved Item (50-289/88-22-U3) Test Changes
Unreviewed by TAG Prior to Testing on TP 349/3

This item concerned a Quality Deficiency Report (QDR) that was
reviewed by the inspector concerning a test procedure, TP 349/3
Functional Testing of the Automatic Bus Transfer (ABT), that had
major revisions after the first draft was reviewed by the Test
Approval Group (TAG). The final TAG review required by SP-002,
Test Procedure Generation/Approval/Change was nct accomplished.
The licensee reviewed their TAG review process and concluded that
this was an isolated incident and was due to time constraints in
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the need for the TP in question. No other TPs were approved
without full TAG review. The inspector reviewed the corrective
action and concluded that licensee action in this area was
adequate and this item is closed.

8.0 Exit Meeting

A summary of inspection findings was further discussed with the
licensee at the conclusion of the report period on October 30, 1990.
Persons designated with an asterisk in Section 1.3 were present at the
exit meeting.



