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Licensee: 11linois Power Company
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Decatur, IL 62525
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Inspection At: Clinton Site, Clinton, I114nois
Inspection Conducted: October 4 « November 19, 1990

Inspecturs: P, G, Brochman

sbury; Chief ) Gy
Jects Section 3B Uafél

Approved By: Roqer

Inspection Summary

Inspection from October 4 - November 19, 1980 (Report No,
Areas Inspected: A routine unannounced, safety p Y
Tnspectors of licensee action on previous inspection findings, operationa1
safety, radiological controls, maintenance/surveillance, security, licensee
o:c?t reports, licensee effectiveness at assuring quality, and commissioner
visits,
R sults. Of the seven areas inspected, no violations or deviations were

ied in si» aress, However, one violation was identified in the remaining
area. (fatlure to update procedure acceptance criteria - paragraph 7.a);
however, in accordance with 10 CFR 2, Appendix C, Section V.G,1, a Notice of
Violation was not issued.
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DETAILS

Persens Contacted

1114nois Power Company (IP)

*J,
*J.
*R,
*J.
*F,
*R,
*D,
*J,
*P,
",
*R.
*5.
*J.

Perry, Vice President

Cook, Manager, Clinton Power Station

Wyatt, Manager, Quality Assurance

Miller, Manager, Nuclear Station Enginnor1ng
Spangenberg, 111, Manager, Licensing and Safety
Morgenstern, Manager, Scheduling and Outage Management
G111, Manager, Nuclear Training

Palchak, Manager, Nuclear Planning and Suppert
Yocum, Director, Plant Operations

Rasor, Director, Plant Maintenance

Phares, Cirector, Licensing

Hall, Director, Nuclear Program Assessment
Sipck, Supervisor, Regulatory Interface

Soyland Power

*J,

Greenwood, Manager, Power Supply

The inspectors also contacted and interviewed other licensee and contractor
personnel during the course of this inspection,

*Denotes those present during the exit interview on November 19, 1990,

Action on Previous Inspection Findings (92702)

b.

C.

(Closed) Unresolved Item (461/87035-04(DRS)): No required sequence
for procedural steps were identified in several maintenance work
requests, Because this item has 1ittle or no safety significance and
has been open for a prolonged period of time, this item is being
administratively closed; in accordance with a memorandum from S,
Burgess to P. Brochman, dated October 31, 1990, Consequently, the
inspector has no further concerns or questions regarding this issue.

(Closec) Open Item (461/87035-06(DRS)): Review of components and
equipment for adequate preventive maintenance coverage., Recause this
ftem has little or no safety significance and has been open for a
prolonged period of time, this item ¢ being administratively closed;
in accordance with a memorandum from $. Burgess to P. Brochman, dated
Octcber 31, 1990, The inspector has no further concerns or questions
regarding this issue.

(Closed} Violation (461/89014-03(DRP)): Failure of the Shift
Supervisor/Assistant Shift Supervisor to correctly evaluate the

impact on other equipment and plant operations when removing instrument
air from service to the containment. On March 20, 1989, the Shift
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Supervisor/Assistant Shift Supervisor ordered that service air to the
containment be removed from service. This resulted in the loss of
afr to the steam dryer storage gate pool seal and the dr&1n1n? of
approximately 40,000 gallons of water into the drywell., The licensee's
corrective actions included: Issuing a night order to the shift
supervisors to perform a plant impact assessment as part of the tagout
approval process and to emphasize the need to utilize reference documents
while performing this assessment, A1) Shift Supervisors were briefed

on 1this event, and Clinton Power Station (CPS) procedures 1014,01,
“Safety Tagging Procedure" and 3214.01, "Plant Air (IA & SA)" have

been revised, Based on the licensee's actions, the inspectors had

ro further concerns, and this matter was considered closed.

(Closed) Violation (461/90016-02(DRP)): Failure to adeguately
control flammable liquids. The inspectors discovered a flammable
14quid, scetone, in approved containers but unattended in four
locetions o various safety-related structures, They also discovered
acetone 1r +n unapproved container in one of the safety related
structures. "he licensee's corrective actions included: providing a
memorandum for esch keycard holder to ensure they are aware of the
proper hardlinc requirements for flammable liquids, briefing IP

plant perionnel on this issue, revising General Employee Training
(GET) to provide instruction on the proper handling of smal) quantities
of flromable 11quids, changing the method for removing flammable
1iquids from contaminated areas, and revising CPS procedure 1893,03
to provide better guidance on the control of transient materials.
Based on the licensee's actions, the inspectors had no further
concerns, and this matter was considered ¢losed,

(Closed) Unresolved Item (461/90019-02(DRP)): Adequacy .f the
1icensee's root cause analysis following failure of the Division 111
Shutdown Service Water (sx¥ pump., On May 14, 1990, the Division 111
SX pump failed to start during a routine surveillance. The thermal
overloads for the pump's breaker were found tripped. Upon investigation,
the licensee found that the pump shaft could not be turned by hand.
When & strap wrench was applied, no flexing of the shaft was observed
below the packing gland and the licensee believed the packing gland
was too tight and that the packing had dried out, The licensee was
able to use the strag wrench to break free the shaft which could then
be turned by hand. The packing gland was loosened and the pump
started, The packing was run-in (adjusted) again and the pump was
tosteg‘for adequate pressure, flow, and vibration; and was declared
operable,

The pump was not run again unti) August 17, 1990, when again it would
not start, during performance of its quarterly surveillance.

The 1icensee found that the shaft again could not be turned by hand
and an operator was unable to turn the shaft with a strap wrench,

When the strap wrench was applied initfally, by an auxiliary operator,
he could see flexing below the packing gland; however, the shaft
could not be turned, This led the 1icensee to believe that the
packing gland was not frozen and that torque applied to the shaft was
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J. A, Miller (114nois Power), dated October 19, 1980, (SLMI-23906).
The inspectors reviewed this letter and agreed with 1ts conclusions,
The root cause of this event was stil) under investigation by the
1icensee at the end of the report perfod. The licensee forwarded
this information to the NRC in a letter from F. A. Spangenberg, I1]
(1P) to A, B, Davis (NRC), dated November 8, 1990, (U-601757). Based
on this review, the inspectors considered this ftem closed.

Plant Operations

The unit operated at power levels up to 84% unti) October 14 when it was
shutdown for its second refueling outage. The unit remained shutdown for
the rest of the report period,

Operational Safety (71707)

The inspectors observed control room operation, reviewed applicable logs
and conducted discusstons with control room operators during October and
November 1990, During tnese discussions and observations, the inspectors
ascertained that the operators were alert, cognizent of glant cenditions,
and attentive to changes in those conditions, and that they took prompt
action when appropriate. The inspectors verified the operability of
selected emergency sysiems, reviewed tagout records, and verified the
proper return to service of affected compcnents, Tours of the containment,
drywell, auxiliary, fuel=handling, diesel and control, radwaste, and
turbine buildings were conducted to observe overall plant equipment
conditions, including potential fire hazards, fluid leaks, and excessive
vibrations, Maintenance requests were verified to have been initiated for
equipment in need of maintenance,

The inspectors verified by observation and direct interviews that the
physical security plan is being implemented in accordance with the station
security plan,

The inspectors observed plant housekeeping/cleanliness conditions and
verified implementation of radiation protection controls. The inspectors
also witnessed portions of the radioactive waste system contro's associated
with rad-waste shipments and procezsing.

The observed facility operations were verified to be in accordance with
the requirements established under Technical Specifications, 10 CFR, and
administrative procedures,

a, Loose Parts in the Reactor Vesse)

On October 29, 1990, licensee personne) discovered a 1/2-inch flat
washer lying on the separator flange inside the reactor vessel. The
licensee developed a plan to retrieve the washer. The inspectors’
observed the licensee successfully retrieve the washer on October 30,
1990, The was.er was determined to be stainless steel, sized for a
1/4=inch bolt, and had never been irradiated (brand new). The
licensee was unsure where the washer had come from and was performing
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additiona) underwater examinations using a video camers, when a
1/2«inch nylon bushing was seen., After finding this second item, the
licensee decided to remove and inspect the underwater 1ights to
determine if they were the source of the lcose parts, Upen inspection
of the lights, the licensee determined that 6-nuts, 2-bolts (1/4 -

20 by 3/4-inch), 5-flat washers, and €<nylon bush'ngs were all
missing from the four underwater 1ights which had been inside tne
reactor vessel, for a total of 19 missing items. The licensee

assumed that al) of the missing parts were in the reactor vessel as 2
conservatism,

The underwater lights were a1l hrand new and had just been installed
on Cctober 25, 1990, after the separator was removed. By the ena of
the report period the licensee had completed an underwater survey of
the top of the reactor core and the annulus space between the core
shroud and the reactor vesse)l wall., Only two of the parts were found
and retrieved., The licensee suspended looking for the remainin

parts unti] after the refueling was completed. The licensee obtained
2 "lost parts analysis" from General Electric which assessed the
impact of leaving the other 17 pieces inside the reactor vesse),
should they be unrecoverable. The licensee has stopped look1n? for
the parts and commenced the fuel shuffle on November 21, The licensee
has not yet made a decision 1f additiona)l searches would be performed
after the fuel shuffle is completed. The licensee's intentions were
to remove as many pieces as were recoverable. Should some of the
pieces be unrecoverable the inspectors will review the licensee's
safety evaluation of this "lost parts ana1gsis” before the reactor
vessel 1s reassembled and this 1ssue will be tracked as open ftem
(461/90021-01(DRP)).

Improperly Instalied Tem srary Modification

Durin? inspection of the cubicle for the breaker for valve 1SX020A,
the licensee found two “Startup Field Alterations" $X50-21 and
SX60-22 installed. These field alterations were installed in 1984
and were 1ifted leads, The affect of these )ifted leads was to cause
the Division I SX - Service Not Available status 1ight to come on
continuously. The licensee had been treating this status light as a
control room distraction, but had been unable to resolve it since
initial plant operation. A1l “"Startup Field Alterations" were
supposed to have been cleared before the operating license was issued
or converted to "Temporary Modifications" in accordance with licensee
procedures., The licensee relanded the 1ifted leads and removed the
"Startup Field Alterations" tags. The licensee was in the process of
inspecting all of the other components from tagout SX50 to ensure
that they were in their proper configuration, These temporary
medifications did not affect the ability of valve 15X020A to perform
its des19n function. The ingpectors will review the results of the
licensee's inspection in a subsequent report,
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and then cleared the tags on breakers 9L and 120, reversing this
process when the work on the breakers was dene. Instead, operations
personnel remnved the tag from the breaker and hung it on the load
side wire., The 9L breaker was reinstalled on Octocer 31, the same
shift that it was removed and the tag was rehung on the 9L breaker;
however, breaker 9R had a stripped screw hole and could not be
reinstalled, Since tnis panel powered circuits which feed through
containment penetrations, the breakersy were wired in series. The
standard practice was to tag only the left breaker, as tagg1ng both
would have been superfluous, The 9R breaker was reinstalled on
November 1 and was left open,

The licensee was unable to establish how the tag got from breaker 9L
to 12R and how breaker 9L and 9R got ¢losed, The licensee suspected
that the tag on 9L was bumped by parties unknown or fell off and was
rehung by an unknown individual on breaker 12R, rather than contacting
the operations department,

Subsequently, breakers 9L and SR were closed by other operations
personnel during restoration from the breaker work and/cr re-energization
of the MCC, Contributing problems were the fact that the tag was

only attached with tape to the breaker and was not tied to it, the

load 1ist on the panel was out of date, and an unapproved operator

aid was written on the panel next to bresker 12R of "SLC", The

label on tag #180 said 1t was for a valve in the Standby Liguid

Control (SLC) system.

The inspectors identified several concerns to operations department
management following this event: (1) The practice of attaching tags
to breakers using tape, instead of using strings through the breaker
handle, (2) the out of date load 1ists on 120V panels, and (3)
operetions department personne) taking shortcuts rather than following
what the ingpectors believed to be the clear and unambiguous policy
of CPS No. 1014.01,

As corrective actions, operations department manzgement reiterated

the policy to all personnel and made changes to the outage schedule

on when work will be done on 120V molded case circuit breakers,

Policy was clarified to state that only 6.9KV, 4,16KV, and 440V
breakers can be racked-out and removed with red tags on the cubicles.
The licensec was evaluating methods for attaching red tags to breakers,
The inspectors will review the results of the licenses's corrective
actions in & subsequent report.

No violations or deviations were identified.

Radiological Controls (71707)

On November 3, 1990, an event occurred where eight workers were exposed to
airborne radiocactivity without the appropriate respiratory protection.
Work was in progress on the "A" Residua) Heat Removal (RHR) pump and the
“A" RHR heat exchanger. These components were in separate rooms, but

the atmosphere in the two rooms communicated freely., The workers in the
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pump room were wire brushing the internals of a highly contaminated velve
ond were wearing respirators. The workers in the heat exchanger room were
working on the outside of the heat exchanger and were not wearing any
respiratory equipment, Additionally, the normal ventilation for the
aux111ary1buﬁ1d1ng was secured; consequently, the &ir flow patterns were
not normal,

At 1:00 g.m.. two individuals exited the heat exchanger room and alarmed
the PCM-1B whole body friskers, With no obvicus surface contamination,
the 1icensee's radiologicel protection (RP) office evacuated the other six
workers and they also had indications of contamination, A1) eight workers
were given a whole body count which indicated the presence of Co~60 and
Mn~54, in two of the workers. The licensee's calculations indicate the
maximum uptake by the workers was 40 nano Curfes (nCi), This would equate
to a 50 year eauivalent dose of 51 mrem to the lungs and 9 mrem to the
whole body, The licensee contacted their medica: consultant to evaluate
the body burden and provide any advice to the workers, After three days
the workers were recounted to determine the permanent body burden (some of
the uptake rapidiy passes out of the body via the gastrointestinal tract).
The recount indicated a body burden of 4 nCi, This equated to an equivalent

dose of less then ) mrem to the whole body and less than § mrem to the lungs.

The licensee initiated an investigation of this event and disseminated
word of this event to all workers onsite. This event will be reviewed in a
subsequent report by regional specialist inspectors,
No violations or deviations were identified.
Maintenance/Surveillance (61726, 62703, & 73756)

a. Monthly Maintenance and Surveillance Observations

Station maintenance and surveillance activities of the safety-related
systems and components listed below were observed or reviewed to
ascertain that thay were conducted in accordance with approved
procedures, regulatory guides, industry codes or standards, and in
conformance with Technical Specifications,

- CPS 9080,03, DG 1A Operability - 24 Hour and Loss Of Offsite
Power Test

. Division I and 111 diese) generator 18 month inspection
= Replacement of Local Power Range Monitors (LPRMs)

- Replacement of containment penetration VEE1BE and 1EE28E terminal
strips with Raychem splices

- Division I RHR heat exchanger inspection
- Removal of safety relief valves

. Disassembly of the 1E12f028A Main Steam Isolation Valve

10



. Inspection of Migh Pressure and Low Pressure Core Spray testable
check valves

- Functional testing of mechanical snubbers

. Inspection and adjustment of the Reactor Core .solation Cooling
turbine governor

The following items were considered during this review: the limiting
conditions for operation were met while affected components or
systems were removed from and restored to service, approvals were
obtained prior to initiating work or testing, quality control records
were maintained, parts and materials used were properly certified,
radiological and fire prevention controls were accomplished in
accordance with approved procedures, maintenance and testing were
accomplished by qualified personnel, test instrumentation was within
fts calibration interval, functiona) testing and/or calibrations were
performed prior to returning components or systems to service, test
results conformed with Technical Specifications and procedural
requirements and were reviewed by personnel other than the individual
directing the test, any deficiencies identified during the testing
were properly documented, reviewed, and resolved by appropriate
management personnel, work requests were reviewed to determine the
status of outstanding jobs and to assure that priority was assigned
to safety-related equinment maintenance which may affect system
performance,

(1) Containment Penetration and Junction Box Wire Splicing

Approximately 300 terminations were changed from terminal board
connections to parallel splices during Planned Outage 3 (P0-3)

in early 1990, Approximately 4000 terminations were scheduled

to be replaced dur1ng the present rofue\ing outage, The first
eight terminations that were completed during the present outage
had to be reworked when a craft electrician determined that he
had used the wrong die in the crimping tool and reported his
mistake to management. The inspectors considered this a positive
indication of craft workers identifying problems to management
and management evaluation and disposition of problems. Additional
concerns were identified by inspectors on the sizing of lugs to
be used to make these splices., These issues were reviewed by a
region based inspector and will be discussed in inspection

report 461/90024(0RS).

(2) Overtorquing of RHR Heat Exchanger Studs

On November 4, 1990, workers resumed torquing of studs on the
manway of the 1A Residua! Heat Removal (RHR) heat exchanger (HX)
which had been removed to allow the inspection of the HX “or
microbiologically influenced corrosion (MIC), The torquing had
been interrupted by the events described in paragraph 4, At

the same time the workers were having problems with the hydraulic
torque wrench, as it appeared to be loosing efficiency.

N



b,

Consequently, after the work was resuind the workers were using
a different head on the torque wrench, The torque wrench read

out in psi and this value was calibrated to equate to torque in
foot-pounds.

When workers checked the stud stretch to determine the torgue
which had been applied, they found that 15 studs had been
overtorqued, The licensee performed an engineering analysis on
the studs, the manway, and the MX flange. The manway and flange
were not exposed to excessive stress levels; however, the

affected studs were replaced. The licensee successfully completed

the torquing of the studs,
(3) RHR Snubbers Over Extended

On November 14, 1990, licensee personnel discovered that severa)
snubbers on a section of RHR piping had bottomed out after
temporary rigging had been removed from the pipe the snubbers
were connected to, Valve 1EV2FOE5A was a safety valve in the
RHR system, which was removed for testing. During the removal,
1icensee personnel had determined that it was necessary to
provide temporary support for pipe 1RH30BA-12, This pipe runs
from the discharge of the valve to the suppression pool and was
12-inches in diameter. The temporary r1gg1ng was accomplished
with nylon s1ings and & 1.5 ton "come-a-long", secured to &
rigoing beam on November 10 when the valve was removed. The
licensee was performing a stress analysis on the piping and
intended to remove and test any snubbers which may have been
over extended. The licensee had initiated an investigation to
determine how the temporary ricg1nq was removed. The inspectors
will review the results of the licensee's analysis, testing, and
investigation in a sudbsequent report,

Review of Check Valve Monitoring Program (73756)

The inspectors commenced a review of the licensee's program for
monitoring the performance of check valves in safety-related
applications., The licensee's program for monitoring check valves was
defined in Nuclear Station Engineering Department (NSED) document
RDF«02217-NSED. The inspectors began a rview of the licensee's
program and check valve records. The inspectors observed the
disassembly and inspection of some check valves, including the Low
Pressure Core Spray (LPCS) and High Pressure Core Spray (HPCS)
testable check valves. These valves had failed their initia)l Local
Leak Rate Test (LLRT). The valves passed their LLRT after the valve
seats were reworked. The inspectors expressed a concern with licensee
management over the fact that these valves had been reworked in the
first refueling outage, successfully passed a LLRT, had no flow
through them during the last operating cycle (no emergency core
cooling system actuations occurred) and then could not pass a LLRT
during the current (second) outage. Licensee management believed
that this condition was not abnormal, as these valves were exposed to
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The valve was technica11g inoperable from September 10 to October 15,
1990, although 1t would have performed its safety function, The
1icensee had reduced the allowable stroke time from 4 seconds to 2
seconds to avoid having to trend the stroke time of the valve, as
required by the American Society of Mechanica® Engineers (ASME) code,
Section X1, for all valves that have stroke times longer than 2
seconds, Previous to this event, the valve had t{p1ca11y stroked in
approximately 1.8 secends. The design basis stroke time for this
valve had always remained at 4 seconds,

10 CFR Part 50, Appendix B, Criterion V, required in part, that
instructions, procedures, or drawings shall include appropriate
quantitative or qualitative acceptance criteria for determining that
important activities have been satisfactorily accomplished. Contrary
to the above, CPS No, 9069.01 did not contain the correct acceptance
criteria for the refarenced valve stroke time because of a fallure to
update 1t in o timely manner, The licensee revised this procedure
and reviewed with the 151 and Procedure Writers Group the importance
of correctly making changes to critical aspects of procedures. Since
this viclation met the criteria of Section V.G.,1, of the Enforcement
Policy of 10 CFR Part 2, Appendix C, & Notice of Violation was not
fssued, and this 1ssue was considered closed (NCV 461/90021-02(DRP)).

Reactor Core Isolation Cooling (RCIC) Room Cooler

Inspection Report No, 50-461/90005(DRS) documented apparent violations
of NRC requirements associated with the Shutdown Service Water (SX)
System, In response to this report the licensee performed new
calculations in modeling the effectiveness of room coolers, As a
result of these efforts, the lice~see has determined that the RCIC
equipment room ambient temperature high trip isolation setpoint was
non=conservative, The trip setpoint was based on a design basis leak
of 25 gallons per minute (gpm) into the room. Based on the new
computer modeling of the room cooler's efficiency. the licensee
determined that the room cooler was sized such that it would have
taken a leak ‘farger than 25 gpm to raise the room's temperature to
sbove the 22£.6° F setpoint, The licensee declared RCIC inoperable
unti) the setpoint was lowered to the new value of 190° F, Other
isolation signals were always operable and aveailable to isolate the
RCIC system should a design basis steam line break have occurred.
Since the original analysis was never incorrect, but the new analysis
was more refined, the inspectors had no further concerns regarding
this issue, and it was considered closed,

No deviations were identified; however, one violation was identified, for
which a Notice of Violation was not issued.

Safety Assessment and Quality Verification

Licensee Event Report (LER) Follow-Up (90712 & 92700)

Threugh direct observation, discussions with licensee personnel, and
review of records, the folﬁowing LERs were reviewed to determine that
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