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SUMMARY

Scope: This routine inspection entailed resident inspection in the following
areas: plant operations, maintenance, surveillance, and review of
licensee event reports,

Results: One violation was identified for failure to perform a special
condition surveillance which resulted in violation of TS. This
violation was similar to a N2V documented in report 50-424,425/90-30,
The immediate corrective actions of the previous event were
ineffective in preventing this violation from occurring again =
(paragraph 3.a).

Two examples of a continuin? weakness were identified in the area of
operator awareness and knowledge of operating status:

- Unit 2 control room operators, in clearing a Rod Deviation/Radial
Tilt annunciator alarm, unknowingly removed the Proteus computer
from scan which disabled the ® J Position Deviation Monitor
alarm for all the coatrol rc  (paragraph 3.a).

- * Plant Equipment Operator mistakenly racked out the Unit 2

breaker for MDAFW pump 'B' instead of the Unit 1 MDAFW pump 'B'
breaker - (paragraph 2.d)
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DETAILS
Perscas Contacted
Licensee Employees

*S. Chesnut, Manager Technical Support
*C, Christiansen, Safety Audit and Engineering Group Supervisor
*C, Coursey, Maintenance Superintendent
*T. Greene, Assistant General Manager Plant Support
H, Handfinger, Manager Maintenance
K. Holmes, Manager Training and EmorgenC{ Preparedness
*W, Kitchens, Assistant General Manager Plant Operations
*R, LeGrand, Manager Mealth Physics and Chemistry
*G, McCarley, Independent Safety Engineering Group Supervisor
R, Odom, Nuclear Safety and Comgliance Manager
*W. Shipman, General Manager Nuciear Plant
J. Swartzwelder, Manager Operations

Other licensee employees contacted included technicians, supervisors,
engineers, operators, maintenance personnel, guality control inspectors,
and office personnel,

NRC Resident Inspectors

B, Bonser
*D, Starkey
*P, Balmain

*Attended Exit Interview

An alphabetical 1ist of acronyms and initialisms is located in the last
paragraph of the inspection report.

Plant Operations - (71707)

The inspection staff reviewed plant operations throughout the reporting
period to verify conformance with regulatory requirements, Technical
Specifications, and administrative controls, Control logs, shift
supervisors' logs, shift relief records, LCO status logs, night orders and
standin? orders, lifted wires and jumper logs, and clearance logs were
routinely reviewed., Discussions were conducted with plant operations,
maintenance, chemistry, health physics, engineer ng support and technical
v ipport personnel. Daily plant status meetings wore routinely attended.

Act vities within the control room were monitored during shifts and shift
chany *s, Actions observed were conducted as required by the licensee's
proce. res, The complement of licensed personnel on each shift met or
exceed.J the minimum required by Technical Specifications. Direct



observations were conducted of control room panels, instrumentation and
recorder traces important to safety and operating parameters were observed
to verify they were within Technicul Specification 1imits, The inspectors
also reviewed Deficiency Cards to determine whether the licensee was
appropriately documenting problems and implementing corrective actions.

Plant tours were taken durin? the reporting period on a routine basis,
They included, but were not limited to, the turbine building, the
auxiliary building, electrical equipment rooms, cable spreading rooms,
NSCW towers, diesel buildings, AFW buildings and the low voltage
switchyard,

During plant tours, housekeeping. security, equipment status and radiztion
control practices were observed,

The inspectors verified that the licensee's health physics
policies/procedures were followed. This included observation of HP
practices and review of area surveys, radiation work permits, postings,
and instrument calibration,

The inspectors verified that the security organization was properly manned
and security personnel were capable of performing their assigned
functions; persons any packages were checked prior to entry into the PA;
vehicles were properly authorized, searched, and escorted within the PA;

persons within the PA displayed photo identification badges; and personnel
in vital areas were authorized.

a, Unit 1 Summary

The unit began the inspection period operating at full power, On
December 25, power was reduced to 90% to remove heater drain pump A
from service to repair a casing leak, Power was increased to 95% and
secured due to a feedwater heater relief valve lifting, On

December 29, power was reduced to 90% to replace this relief. The
unit returned to 100% power on December 30, 1990 and operated at full
power throughout the remainder of the inspection period.

b, Unit 2 Summary

Unit 2 began the period operating at or near full power and continued
until a main fesdwater pump shaft sheared on January &, 1991, (para-

graph 2a). The unit operated at approximately 70% power through the

remainder of the period while repairs to the pump were underway.

5 ESF Actuation

On January 9, 1991, at 12:55 CDT, Unit 2 experienced a CVI initiated
by a high radiation signa\ from 2RE-003, Containment Area Low-Range
radiation monitor, A1l equipment responded properly to the CVI
signal. Indications from other radiation m tors showed that there
was not an actual high radiation condition and that the isolation was



d.

caused by a spurious spiking of RE-003, RE-003 was declared
1noperab{e and remained inoperable through this reporting period.
The licensee deterained thet the most probable cause Jf the spurious
spike was a failure within the detactor assembly. Presently there
are no spare detector assemblies on site. Repairs will De made
during a future forced outage when a replacement detector assembly
becomes available.

Improper MDAFW Pump Breaker Packed Out

On January 9, 1991, at 11:30 p.n. EST, as documented in OC 2-91-0008,
a PEO was dispatched to the Control Bu1ldin? to rack out the breaker
for the Unit 1 MOAFW pump 'B', He mistakenly went to the
corresponding breaker on Unit 2 and racked out the breaker for the
Unit 2 MUAFW Pump 'B'. The unexpected condition was alarmed in the
Unit 2 Control Room, Action was immediately taken to restore the
MDA'W Pump 'B' tu service, The 'A' train of AFW was operable du ing
thisx event, This event is one of tw) examples in this report of a
continuing weakness in operator awaruness and knowledge of opevating
status.,

Main Feed Pump Shatt-Shear

On January 8, 1991, with Unit 2 at 100% power, Main Feed Pump 'A’
experienced a shearin) of the drive shaft between the MFP turbine and
MFP. The shear occurred near the turline :nd of the shaft, The
operators imnmediately received SG steam flow/feed flow mismatch
alarms on all 4 stean generators. They observed that both MFP
turbines were running at approximately 6000 RPM, but that MFP 'A’
discharge pressure was only approximately 500 psig. The operators
immediately manually inserted contro) rods, reduced main turbine
load, and started emergency boration. Reactor power and turbine
power were stabilized at approximately 54 percent power., Due Lo the
prompt operator action, no engineered safety features or reactor
protection systems were challenged or activated. Steam generator
levels during the event approached the low-low steam generator level
trip setpoint (37,.8% narrow range) but levels were turned before the
setpoint was reached, This event is noteworthy because the unit
withstood a feed pump trip from 100% power without a resultant
reactor trip. Unit 2 had recently expanded the narrow range level on
the steam generators by lowering the lower tap (see IR 50-424,
425/90-28), resulting in additional ogerating margin, Later that
day, reactor power was increased to 68%,

An event critique team was assigned to determine the cause of the
failure and recommend corrective actiuvns., As of the end of this
report period, the critique team had not completed its evaluation.
However, General Electric Compar' which manufactured the MFP turbine,
has stated that several similar failures have occurred in the
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19100240 Investigate and Repair CCW Pump 4 (utboard
Bearing Smoking
29002463 2HVE113 TDAFW Pump Alternate Suctinn Valve

From CST #2 - MOVATS

No vioiations or deviations were identified,

Review of Licensee Reports (90712)(92700)

The below listed Licensee Event Reports (LER) were reviewed to dete aine
if the information provided met NRC requirements. The determination
included: adequacy of description, verification of compliance with
Technical Specifications and regulatory requirements, corrective action
taken, existence of potential generic problems, reporting requirements
satisfied, and the relative safety significance of each event,

8.

Jlosed) 50-424/88-27, Rev, 0, "Procedure Inadequacy Leads To
~ontainment Ventilation Isolation.,"

The appropriate procedures have been revised to incorporate steps for
the 1ifting of leads to prevent CVI actuations. An evaluation to
implement CVI action blocking capabilities for RE-0002 and RE-0003
has been completed and clocking switches are scheduled to be
installed by June 1, 1991, Finally, a broadness review was conducted
to study corrective actions from this and previous similar events.

(Closed) 50-424/90-13, Rev. 0, “"Improper Application Of Grace Period
To Containment Air Lock Surveillance,"

The VEGP surveillance tracking program was revised to en. ‘e that the
grace period provisions of TS 4.0.2 are no longer applied  the
containment air lock leakage surveillance. A review of o' r
surveillances for which application of a grace period is a'lowed
by the TS was performed and it was verified that a grace period nas
not been applied to thuse surveillances.

(Closed) 50-425/89-25, Rev. 0, "Entry Into LCO 3.0,3 Due To Tripping
0f ESF Room Coolers On Tl.crmal Overload."

The heater coils installed in the thermal overload device for the
affected relays were changed. This increased the trip settings of
these overload relays. The thermal ove ‘load trip setting for all the
Unit 2 and Unit 1 Auxiliary Building ES room coolers were
conservatively increased to the maximum allowed by procedure. The
entire thermal overload relay device for the room coolers which had
experienced the tripping problems were changed out to perform testing
to determine root cause. Two of the thermal overload relay devices
which were removed were sent back to the vendor, Eaton/Cutler Hommer,
for ‘nvestigation of possible generic concerns, Finally, the Shif%



Supervisor who did not recognize that conditions for entering LCO
3.0.3 had occurred was counseled,

(Closed) 50-425/90-08, Rev. 0, "Manual Reactor Trip Following MSIV
Closure Due To O-Ring Failure."

A temporary modification using a spacer and a smaller uviameter o-ring
was installed in place of the failed o-r1n¥. A permanent
modification was implemented during 2Rl which involved machining the
boss to provide a better seating surface for the o-ring. Aiso, the
manifold assembly mounting bolts for all Units 2 MSIVs were checked
and were found to be torqued to the the specified valve. Additional
corrective actions ensured that the +22 VDC power supply voltage for
the Turbine EHC system was readjusted and that the ARVs were checked
and determined to be opening within their allowable setpoint runge.

(Closed) 50-425/90-09, Rev. 0, "Manual Reactor Trip Foilowing Delays
In Synchrenization Yo Grid."

The Shift Superintendent was counseled. The unit operating procedure
12004-C v:as revised to identify procedural steps which are to be
performed in the specified sequence unless sequence deviation is
specifically authorized by the Manager Ojerations or higher
authority. The revision to 12004-C also provided a new step for
preparation of the main generator for synchronization which is
intended to ensure early identification of problems which could
prolong low power feedwater operaticn, Additionally, system
operating procedures 13800-1 and 2, "Main Turbine Operation," were
revised to provide instructions for desaturating the load set
potentiometer and the failed PMG power supply was replaced,

(Closed) 50-425/90-16, Rev, 0, "Personnel Error Leads to Auxiliary
Feedwater System Actuation.”

The engineer involved with directing the performance of the response
time testin: procedure was counseled. Appropriate plant personnel
were reminied that procedural steps must be followed in sequence
unless deviations are allowed by procedure. A copy of this LER was
placed in the Operations Reading Book to share lessons learned from
this event. The test procedure was re ised to add a warning that
failure to 1ollow steps in sequence may result in an ESF actuation.
Similar procedures were reviewed and revised if necessary. Finally,
plant management has identified a weakness in the area of procedural

compliance and has taken steps to improve performance in this area
during 1991,

No violations or deviations were identified.










