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The inspection included routine, on-site regular, backshift and deep backshift review of accessi-
ble portions of Units 2 and 3. The inspectors reviewed operational safety, radiation protection,
physical security, control room activities, licensee events, surveillance testing, engineering a4
technical support activities, and maintenance,
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procedures, documentation and communication of equipment status changes, and effective
monitoring of plant equipment,

On January 4, 1991, the inspector accompanied an auxiliary plant operator (APO, non-licensed)
on his daily rounds. Items checked by the APO included general equipment conditions,
lubrication levels, gas bottle pressures, instrument temperatures, reactor water levels, and
housekeeping. The individual acceptably answered various questions asked by the inspector,
The APO described what he looked and listened for as he passed various operating equipment
in the plant, Prior to performing certain equipment operations, the APO contacted the control
room and notified operators clearly and exactly as to what he was about to do, The APO was
very knowledgeable of his duties and procedures, and displayed a commendable attitude towards
his work,

1.4 Event Investigation Reportability Evaluation Form Review

The licensee established the Event Investigation/Reportability Evaluation Form (EI/REF) system
about one year ago to provide a vehicle for follow-up investigation, root cause determination,
and corrective action development for plant events or deficiencies. The inspectors routinely
review a sampie of completed EI/REFs. During the period the inspector reviewed El Report 2-
90-161. In November 1990, craft personnel blocked open a water-tight door between the Unit
2 'B’ residual heat remova! (RHR) pump room and the torus room. The door was blocked open
to route welding machine power cables through the opening. The cables were not removed and
the door was not closed when the workers left for the night. An operator identified the open
door, the cables were removed and the door was closed. Procedure A-134, "Flood Protection
Program for ECCS Systems," describes the controls required for blocking apen a water tight
door, It requires that the worker notify security (due to the resultant alarm), and that the open
door be attended. Licensee corrective action was to provide training to craft personnel concern-
ing the content of procedure A-134,

The inspector noted that this door penetrates a 3-hour rated fire barrier and is also considered
a fire door. Procedure A-12.1, "Administrative Controls and Compensatory Actions Required
for Fire Protection Impairments,” requires that personnel complete a Fire Protection Sys-
tem/Feature Impairment Evaluation Form prior to impacting the integrity of fire protection
equipment. This ensures adequate tracking, review, approval and compensatory actions in
response to planned impairments, None was initiated in this case. In response to the inspector's
concern, the licensee reviewed the fire suppression and detection equipment operability history
and fire watch assignment records for the area. A separate impairment had prompted implemen-
tation of an adequate fire watch in the area during this time. Licensee review of other areas
affected by the same work activity raised questions regarding the possible blocking open of the
‘A' RHR pump room door. The licensee was continuing the investigation at the close of the
inspection period. The EI initially performed in response to the incident was inadequate in that
it had not identified this issue. The inspector also questioned the level of control applied to
blocking water-tight doors that serve as flood barriers, The program as described in A-134 does
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not require pre-approval, informing operations, or provide for any tracking mechanism. The
licensee indicated that the following actions would be taken:

0 investigate if other docrs used during the activity were blocked open, and if adequate
compensatory measures were in place,

0 investigate the reasons for the craft failure to utilize the approval process defined in
Procesure A-12.1 prior to disabling the fire door;

0 evaluate the adequacy of water tight door controls as described in Procedure A-134, and
0 implement corrective actions to address the results of the reviews discussed above,

This item will remain unresolved pending review of the licensee's investigation results and
corrective actions (UNR 90-25-001).

2.0 FOLLOW-UP OF PLANT EVENTS (93702, 90712, 92700)

During the report period the inspectors evaluated licensee staff and management response (o
plant events to verify that root causes were identified ard appropriate corrective actions imple-
mented, During the inspection period both units continued to operate at or near full power with
only minor piant problems and events. These evants were handled well by the licensee staff,
The inspectors also ooserved licensee preparation for and conduct of significant operational
evolutions such as removal from and return of systems to service, and reactor power changes.
These evolutions were we!l planned and controlled.

3.0 SURVEILLANCE TESTING OBSERVATIONS (61726, 71707)

inspectors observed surveillance tests to verify that testing had been properly scheduled,
approved by shift supervision, control room operators were knov:ledgeable regarding testing in
progress, approved procedures were being used, redundant systems or components were
available for service as required, test instrumentation was calibrated, work was performed by
qualified persondel, and test acceptance criteria were met. Daily surveillances including
instrument channel checks, jet pump operability, and control rod operability were verified to be
adequately performed. The following tests were also observed during the inspection period,
with no significant questions or concerns identified by the inspector:

0 SI3A-02-ECCS-BIFM, "Functional Test of ECCS B/D-1 Card File";

0 SI3P-13-87-A1FM, "Functional Test of RCIC Low Steam Pressure Instrument PS 2-13-
R7B";

0 SP 1368, "Core Spray Motor Qil Cooler Test";
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ST 6.10.1-2, "Containment Cooling Systems Operability", and

ST 6.11-2, "RCIC Pump, Valve, Flow & Cooler."

Review of two additional surveillance activities by the ingpector identified issues requiring
lice:see attention. These observations and their resolution are discussed in detail below:

0

ST 1.1, "HPCI Logic System Functional Test."

On December 18, 1990, the inspector observed two 1&C technicians performing 8T 1.1,
"HPCI Logic System Functional Test," The inspector noted that one of the 1&C techni-
cians directly involved in performing the ST signed an indepcadent verification (I.V.)
step in the same manner as a double verification (D.V.) step. The inspector questioned
the 1&C technicians concerning the difference between D.V, and 1 V. Both stated that
they were the same. The 1&C foreman also gave the same answer and added that
informal training on this subject had just been given at all hands meetings the week of
December 3, 1990,

The inspector obtained a memo describing the informal training referenced by the
technicians, The intent of the training was to elevate the definition and conduct of D. V.
to be equivalent to L.V, Apparently, 1&C technicians did not interpret the training in
this manner,

The application and definition of D.V, and 1.V, are addressed in several licensee proce-
dures including: Nuclear Group Administrative Procedure (NGAP) NAO3IVOOI,
"Verification"; Administrative Procedure A-47, "Surveillance Test Procedure”; and the
Operations Management Manual. These documents are not consistent in their descrip-
tion. However, A-47 does state that the person performing the 1.V. can not be directly
involved with the initial performance of the task. In the example witnessed by the
inspector, the [&C technician who performed the 1.V. was directly involved in the initial
task performance.

Corrective action taken by the licensee during the inspection period consisted of redefin-
ing D.V. and L.V, and re-training 1&C technicians during all hands meetings. The
licensee committed to develop and conduct formal training on D.V. and 1.V,, and to
revise applicable Administrative Procedures for to be consistent, During the remaining
part of the inspection period, the inspector noted proper performance of D.V. and L.V,
by 1&C technicians in all cases.

In the specific example identified by the inspector the procedure step was appropriately
completed and a second verification performed, although not in accordance with the
definition of 1.V. The safety significance of this deficiency was minor. The licensee
was aware of this general weakness prior to the inspector's observation, and was working
to resolve it. Proposed licensee corrective actions appear adequate. The violation will
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not be cited because the criteria specified in Section V. A, of the Enforcement Policy
were satisfied, This item will remain open pending review of the effectiveness of the
planned licensee corrective actions (NON 90-25-02).

ST 8.7 imergency Transformer Daily Surveillance, "

The 4160/480 VAC load center transformers at Peach Bottorn are gas cooled. In the
past the licensee experienced problems with gas leakage, resulting in elevated hot spat
temperatures and reduced transformer performance. The identified leaks were repaired
and ST 8.7 was implemented to monitor gas pressures and transformer temperatures,
The inspector reviewed the engineering evaluations and vendor information that establish
the minimum acceptable gas riessu.es, leakage rates, and temperatures. ST 8.7 includes
daily wverification that gas pressure: and temperatures are acceptable. Because gas
pressures vary with transformer load, 1 o leak rate acceptance criterion is included in the
procedure. The system engineer performs an ongoing assessment of leakage rate as part
of the Plant Performance Monitoring Program, through review of ST results. However,
because system engineer review of the ST results may not be frequent enough to prompt-
ly identify a leak, the licensee indicated that the maintenance procedure used for recharg-
ing the transformers would be revised to require system engineer notification if the
recharge rate exceeds once per 60 days.

The inspector noted that 8T 8.7, Revision 7, also requires verification that transformer
temperature indication does not exceed 200 degrees Celsius (C). This is an appropriate
limit for hot spot temperature. Field walkdowns by the inspector indicated that two of
the instruments were replaced with skin temperature indicators. The maximum value for
skin temperature should be about 100 degrees C. The licensee agreed and revised the
procedure. During further review the inspector noted that this same change had pre-
viously been made by the licensee, and was reflected in Revision 6, In making unrelated
changes during the processing of Revision 7, the previous correction of the temperature
acceptance criterion was somehow undone. The procedure mark-up approved by the
Plant Operations Review Committee and forwarded to Nuclear Records was correct.
Post-revision technical review by the sponsor of the revision focused only on those areas
changed. The cause of the error had not been determined before the close of the inspec-
tion period, In this case the resulting error was minor. However, if a general underly-
ing weakness exists it could cause more serious problems if left uncorrected. The cause
for this error is still under investigation by the licensee. This item will remain unre-
soived pending review of the licensee's investigation results (UNR 90-25-003).

MAINTENANCE ACTIVITY OBSERVATIONS (62703, 71707)

The inspectors reviewed administrative controls and associated documentation, and observed
portions of ongoing work. Administrative controls checked included blocking permits, fire
watches and ignition source controls, QA/QC involvement, radiological controls, plant condi-
tions, TS LCOs, equipment alignment and turnover information, post-maintenance testing and
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reporiability. Documents reviewed included maintenance procecures, item handling reports,
radiation work permits, material certifications, and receipt inspections, No concerns were
identified during these reviews.

5.0 RADIOLOGICAL CONTROLS (71707)

5.1 Routine Observations

During the report period, the inspector examined work in progress in both units and inciuded
health physics procedures and controls, ALARA implementation, dosimetry and badging,
protective clothing use, adherence to RWP requirements, radiation surveys, radiation protection
instrument use, and handling of potentially comaminated equipment and materials.

The inspector observed individuals frisking in accordance with HP procedures, A sampling of
high radiation area doors were verified to be locked as required. Compliance with RWP
requirements was verified during each tour, RWP line entries were reviewed to verify that
personnel had provided the required information and people working in RWP areas were ob-
served to be meeting the applicable requirements. No unacceptable conditions were identified,

§.2  Anomalous Personal Dosimeter Reading

On August 22, 1990, the licensee informed the Resident Inspector that a personal thermolumine-
scent dosimeter (TLD) badge issued June 1, 1990, and measured on July 15, 1990, and found
to have a beta skin dose of 2,784 millirem (mrem) and a whole body dose of 38 mrem. The
exposure of the TLD indicated virtually a pure beta source. The individual's self reading
dosimeter record indicated a dose of 20 milliroentgen for the same time period.

Since a pure beta source is not characteristic of the isotopic spectrum in any area of the plant,
the licensee examined instrument calibration sources that could yield similar results, A 2
millicurie strontium/yttrium (SR/Y-90) check source, a pure beta emitter, is used in the health
physics instrument cage on the 116 foot elevation of the turbine building to source check
portable survey instruments. This source is a cessible to plant personnel. The SR/Y-90 source
is housed in an enclosure with appropriate double interlocks so that inadvertent exposure is not
a conzern,

To determine if the check source was the source of the TLD exposure, the licensee placed
several TLDs in different locations within the source enclosure and exposed the TLDs for
varying times. The doses measured on the TLDs were plotted cn curves of dose versus time for
beta and gamma exposures. The beta:gamma ratios were identical to those exhibited by the
personal TLD and indicated that the TLD was probably exposed to the check source for about
140 seconds. The licensee then initiated an investigation to determine the circumstances leading
to the exposure.
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control of the residua!l radionuclides by access control, surveillance of ground water intrusion
into the buildings and sumps, and peilodic monitoring of the buildings for radiation levels,
contamination, and airborne activity,  Monthly surveillances were established to moniter
accessible areas below ground level for walar accumulation. A semi-annual surveiliance was
established to insure integrity of barriers arJ iocks, and to expand radiological surveys. The
licensee implements the monthly surveillance by procedure ST 12,12, "Peach Bottom Unit |
Inspection for Water Intrusion," Revision 0, and the Semi-aunual surveillance by procecure ST
12.12.1, "Peach Bottom Unit | Exclusion Inspection. "

The inspector reviewed the amended license, the revised TS, and surveillance progedures to
verify that all requirements were being adequately implemented. In addition, the inspector
accompanied licensee personngl while performing ST 12.12.1. No evidence of ground water
intrusion into the building was observed, All sumps were dry except one, which was properly
sampled. The inspecter also reviewed the results of 8T 12,12 performed on December 1§,
1990, The inspector found no discrepancies and had no further questions,

8.0 PREVIOUS INSPECTION ITEM UPDATE (92702, 92700, TI 2515/65)

(Closed) 50-277/87-12-001, Acceptability of Reverse Direction Local Leak Rate Testing of
Certain Containment Isolation Valves (Common).

The licensee performs leak rate tests on numerous gatc, globe, and butterfly valves in the
reverse direction; that is, in the opposite direction to which the valve would be required to
perform its safety function, 10 CFR 50, Appendix J, paragraph III.C. [, requires that contain-
ment isolation valves be leak tested in the positive direction, unless it can be demonstrated that
reverse direction leak rate testing yields equivalent ur more conservative results.

The licensee submitted a request to NRR for exemption from tne requirements of 10 CFR 50,
Appendix J, III.C.1, for identified inboard containment iso'ation valves to allow for reverse
direction testing,. NRR found the exemption unnecessary wnce the licensee justified that
equivalent leakage measurements will result from applying tat test pressure in either direction,
This justification was found to be adequate for all valves ¢iscussed. The inspector noted that
MO-10-31A/B, HPCI tes: line, Units 2 and 3, where not iis:e. (n the submittal, although valves
of similar design discusszd. In response to the inspector's ¢uestion the licensee provided the
justification for reverse ¢ irection testing on MO-10-31A/B. @ solid wedge gate vaive, which is
symmetrical about the disc and seat. The stem force hoiding the disc to the seating surface is
more than seven times the force exerted to open the vailve v peak post-accident contai.ment
pressure of 49.1 psig. The sealing capabilities of this valve are the same regardless of the
direction in which the pressure is applied. The reverse dire: o1 testing is acceptable based upon
the information reviewed. The inspector had no further guestions.
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(Closed) UNR 87-25-002, S¢ram Discharge Volymg Integrated Testing Requirement (Common).

During NRC Inspection 87-25 the inspector questioned the need to perfarm a periodic integrated
scram discharge volume (SDV) test. On July 7, 1980, the NRC sent a letter to all operating
BWRs, The letter requested Technical Specification (TS) changes within 90 days to provide
limiting conditions for operation and surveillance requirements for SDV vent and drain valves,
and reactor protection system and control rod block SDV level switches, Enclosed with the
letter were model TS that would assist the utility in preparing their submittal,

In response to the above letter, the licensee submitted proposed TS changes date¢ Ociober 14,
1980. The NRC approved the TS Amendments for Units 2 and 3 on March 1, 1983, On June
24, 1983, the NRC issued a Confirmatory Order for Unit 3 requiring permanent SOV modifica-
tions and applicable TS covering the modified system, The Unit 2 modification was comglete
in July 1982, However, the Confirmatory Order enclosed a newer version of model TS for
guidance, This version of the model TS had the provision to test the operability of the entire
scram system during each operating cycle. Scram instrument volume sesponse aad “alve
function at rated pressure and temp rature were to be demonstrated by scramming (e plaat from
approximately 50% control rod density. In an August 22, 1983, letter to the NRC, the licansee
stated that there were differences between the model TS received in 1980 and 1983, The
licensee stated that the dissimilarities were minor, and that they would not be s¢dmitting
additional TS changes. No correspondence was issued by the NRC in tesponse to their leter,

Long-term corrective action to resoive generic concerns with the adequacy of SDV system
designs was being tracked by NRC Multi-Plant Action (MPA) Item B-58. On April 25, 1999,
the NRC issued Generic Letter 90-04, "Request for Information on the Status of Licensee
Implementation of Generic Safety Issues Resolved with Imposition of Requirements or Correc-
tive Actions." Item MPA B-58 was addressed in (il 90-04, A June 29, 1990, response from
the licensee stated that actions were complete for MPA B-58. A November 6, 1990, respoase
to the licensee acknowledged completion of MPA 3-58. Based on the above correspondence,
this open item is closed.

(Closed) Notice of Violation 89-16-003, HPCI Wiring Error Dug to Successive Failu:es of
Mﬂiunmemllnnmem&n.&nﬂ.lmm

Two electric leads were reversed following impleme itation of a modification which installed an
analog isolator in the high pressure coolant injection (HPCI) system, Several of the process
barriers which should have identified and corrected the discrepancy were not effective. Weak-
nesses identified included: 1) the craft worker did not follow the installation instructions; 2) the
Quality Control Inspector did not adequately verify ccmpiiance with the design drawings: 3) the
Field Engineer did not adequately inspect the completea werk, and 4) the modification accep-
tance test {(MAT) used was the routine system surveillance test, which did not cover the scope
of the modification. The licensee identified the problem when HPCI failed the 150 psig sur-
veillance test run during the subsequent plant startup. Although this violation was identified by
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the licensee, the NRC issued a Notice of Violation (NOV) because of the multiple fatlures of the
process to identify the problem prior to plant startup.,

The licensee performed an investigation to determine the root causes, and documented the results
in Licensee Event Report 50-277/89-009, and in their response to the NOV dated July 19, 1989,
The details of the incident and the proper implementation of the installation and inspection
instructions were discussed with the craft, Field Engineers and Quality Control Inspectors during
routine training sessions. Applicable modification installation administrative procedures were
revised to clarify the contents of Installation Checklists and inspection requirements, The pre-
implementation review requirements for MATS have also been changed to ensure that they are
appropriately reviewed for technicai scope. The ‘nspector reviewed these procedure revisions
and training records. The inspector also noted thac during the nast two years the licensee has
dedicated considerable cffort to strengthening tve modificatior process, These efforts will
reduce the likelihood of problem recurvence. The in pector ha- no further questions,

(Closed) TM{ Action Tian Item I1.E.4.2(7), Instailation of a High Radiation Isolation Signal for
e Primary Containment Vent and Purge Ling Jsolation Vaives.

ltem I1.E.4.2 of NUREG-0737, "Clanfication of TMI Action Plan Requirements," provided the
results of the NRC staff's evaluation of features needed to improve containment isolation
dependability, Sub-it:m number (7) required that containment purge and vent isolation valves
close on a high radiation signal. Following negotiation with the NRC, the licensee installed a
high radiation isolation signal on all containment vent and purge valves greater than two inches
in diameter on both units, The valves automatically close if a main stack high-high radiatioa
signal is received, a containment vent path exists (two in-series valves open) and there is flow
through the standby gas treatment system (SGTS). The two main stack radiation sensors, the
single SGTS flow sensor and the associated circuitry are not safety-related. The details of the
design were submitted to the NRC for review and subsequently approved. The licensee also
submitted a Technical Specification (TS) Change Request to incorporate operability and surveil-
lance r»quirements for the main stack radiation monitor high-high radiation trip signal and logic.
This submittal was reviewed and approved by the NRC, and issued as Amendment Numbers 156
and 158 to the TS for Unit 2 and Unit 3 respectively.

The inspector reviewed licensee and NRC correspondence related to this item, the completed
modification package, electrical schematic and logic drawings, operating procedures and
surveillance procedures. The modification was implemented as discussed in the licensee's
submittals. Operation of the system is described appropriately in operations training materials
and procedures. Surveillance test procedures have been established, scheduled and implemented
as required by the revised TS. During the review the inspector noted that while operahility and
surveillance requirements for the main stack radiation monitors had been incorporated into the
TS, no similar requirements addressing the SCTS flow sensor were established. Only a single
sensor is present, and its failure would prevent operation of the isolation logic. The licensee
provided procedure SI2ZF-9A-SBGT-XXO0O, "Calibration Check of Standby Gas Treatment
Exhaust Flow Instruments FT 20008, FS 20008 and FR 20008," which is performed once per
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operating cycle. This procedure performs the needea calibration and functional test of the flow
switch, The inspector discussed the absence of TS requirements for this component with
cognizant NRR persontiel who indicated that the system design and TS were considered to be
adequate. The inspector had no further questions,

9.0 MANAGEMENT MEETINGS (40500)
9.1 Routing Meetings

The Resident Inspectors provided a verbal summary of preliminary findings to the Peach Bottom
Station Plant Manager at the conclusion of the inspection. During the inspection, the Resident
Inspectors verbally notified licensee management concerning preliniinary findings. No written
inspection material was provided to the licensee during the inspection. This report does not
contain proprietary information. The inspectors also attended the exit interview for the follow-
ing mspection during the report period:

12/18-22 Water Chemistry/Inservice Inspection 00-23/23 Kaplan
12/18-21 Limited SRO - Fuel Handiing 90-24/24 Pullani

9.2 Nuclear Review Board Meeting Attendance

On January 3, 1991, the inspector attended portions of a meeting of the licensee's Nuclear
Review Board (NRB). The agenda prepared for the meeting was comprehensive, [t included
review of recent plant events, update of licensee staff actions in response to previously estab-
lished NRB open items, discussion of NRC inspection report results and Notices of Violation,
NRB Member plant tour observations and the results of other evaluations conducted by indivi-
dual NRB Members. The agenda focused on safety significant issues. Discussion and ques-
tioning was detailed and frank. Of particular value was the overview of plaat operations, and
presentations describing staff follow-up to significant issues, provided by the Plant Manager at
the opening of the meeting. These presentations provide the NRB with the opportunity to
directly question the Plant Manager and the responsible staff regarding technical issues and the
evaluation process applied to their resolution, The licensee's practice of using first line supervi-
sion and workers to present the issues provides direct feedback tc NRB, and exposes the licensee
staff to the broader assessment function provided by NRB.
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12/4
12/10

12/18
12/24
12/29

12/30-1/7

12/4-12/20

12/2i

12/24-1/7

ATTACHMENT |
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Unit.2
Reactor at 100% power.
Reactor power recduced to 78% for control rod pattern change and returned to full
power,
Reactor power reduced to 78% for control rod pattern change ¢ . returned to full
power,
Reactor power reduced to 75% in response o reduced grid requirements, Re-
turned to full power in 12 hours.
Peactor power reduced to 75 % power for control rod pattern change and returned
to full power,
Reactor at 100% power threugh the end of the period.

Unit 3

Reactor at 100% power,

Reactor power reduced to 50% for control rod exchange and corrective mainte-
nance on the #1 main turbine control valve and a leaking main stexm isolation
valve,

Reactor power remained at 100% through the end of the period.
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