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Inspection Summary

Inspection on December 17, 1990 to February 8, 1991 {Report No.
B0-341/90020(0RP))
Areas inspected: Action on previous inspection findings; operational safety;
ESF system walkdown; maintenance; surveillance; followup of events; LER
followup; preparation for refueling; design changes; and licensee
self-assessment evaluation,
Results: A continuation of adequate onshift operator performance was noted
during the inspection period. Major plant evolutions such as the reactor
startup in January were properly implemented. The licensee's cold weather
preparations were complete, timely and comprehensive. Management tracking and
control of staff overtime usage was found to be in compliance with the
Technica) Specifications. However, operator attention to detail was wes' in
certain cases. Stil) under review was an intentional deviation from ar
operations administrative procedure that was authorized by a Nuclear Shit:
“jpervisor., New fuel receipt operations were much improved from the previous
inspection period, Control of a contractor material storage and staging area
in the turbine building was observed to be inadequate. A potential compromise
in integrity of the most recent NRC license exam was identified by the licensee
with appropriate notifications and compensatory measures taken, Some
weaknesses were identified during inspector review of Engineering Design

| Package (EDP) installation packages. Many ISEG observations and findings from
1989 and 1990 were still outstanding at the end of the current inspection period
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with ISEG personnel not fully cognizant of their exact status, One non-cited

violation was identified addressing the compromise of the NRC exam (Paragraph 3.g).

One unresolved item was identified dealing with the intenticnal deviation from

groced:rflgParagraph 3.f) and three open items were identified (Paragraphs 8.t,
Juoan i






*Denotes those attending the exit meeting on February 8, 1991,
&Denotes those attending a periodic management meeting

on December 17, 1990.

#Denotes those attending a periodic management meeting

on January 18, 1991,

The inspectors also interviewed others of the licensee's staff during
this inspection,

Action on Previous Inspection Findings (92701)

a.

C.

(Closed) Violation (341/86011-02(DRP)): Inadequate surveillance
procedures for the primary containment sump monitoring system, The
licensee revised the appropriate surveillance procedures, However,
all aspects of the testing requirements were not incorporated,
Subsequently, violation 341/87002-01C was issued for the improperly
revised drywell sump monitoring procedures., In response to
violation 341/87002-01C, the sump surveillance procedures were
agpropr1ately and adequately modified, This matter is considered
closed.

(Closed) Violation (341/87002-01A(DRP)): Inadequate surveillance
procedure for daily channel checks of the offgas system noble gas
activity monitor, The applicable procedure, NPP-24,000,02,
"Shiftly, Daily, Weekly and Situational Required Surveillances,” was
revised to assure the monitor was appropriately channel checked,
This matter is considered closed.

(Open) Violation (341/87002-01B(DRP)): Exceeding Technical
Specification action statement while performing surveillance
procedure NPP-44,030,154, "ECCS~HPCI Condensate Storage Tank

Level Calibration." The licensee, in revision 7 to this procedure,
revised section 4, recautions and Limitations," to require 1&C
engineer and operations engineer approval to perform this
surveillance., Additionally, a caution was added for performance

of step 5.7 which renders HPCI and RCIC inoperable. However, the
inspector reviewed the current revision of NPP-44,030,154 and noted
that those particular procedural controls had been deleted, In a
meeting on January 7, 1991, the inspector informed the licensee that
the appropriate controls had been deleted. This matter will be
followed up in a subsequent inspection,

(Closed) Violation (341/87002-01C(DRP)): Inadequate surveillance
procedures for channel functional and calibration testing of the
drywell floor drain and equipme~t drain sump pump runtime system,
The inspector confirmed that the functirnal and calibration
surveillance procedures, NPP-44,'20.50 .  gh NPP-44.170.53, had
been revised to assure appropriate circuit test overlap. In
addition, the licensee initiated & Technical Specification line
item verification effort, However, this was subsequently shown
to be inadeguate and later led to the initiacion of the Technical
Specifications improvement program which is discussed in a later
violation, This matter is considered closed.



(Closed) Violation (341/87002-01D(DRP)): Failure to perform rod
worth minimizer (RWM) and rod sequence contro)l system (RSCS)
surveillance within the required time interval. The inspector
confirmed that the applicable surveillance procedurcs we' e revised
to provide additional guidance as to when the surveillan cs are
required to be performed, This matter is censidered closed.

(Closed) Violation (341/87002-01E(DRP)): Inadequa‘'e fnst* lation
of thermocouple leads associated with the reactor vater cieanup
isclation actuation instrumentation, The procedur:s associated
with the calibration and functional testing of trese instrument
channels were revised to include documentation of the differential
temperature indications for the applicable instruments. Also, the
thermocouple leads within the cabinet were relabelled to ensure the
1?adsdwou1d nct be reversed again, This matter is considered
closed,

(Closed) Violation (341/87002-02A(DRP)): Inedequate surveillance
procedure for daily channel check of the offgas noble gas activity
monitor. The inspector confirmed that procedure NPP-24,000,02,
“Shiftly, Daily, Weekly and Situational Required Surveillances,"
was revised to include the appropriate channel check,

(Closed) Violation (341/87002-02B(DRP)): Failure to set the RCIC
flow controller to its appropriate setpoint, Operations and
m@intenance personnel were retrained on independent verification
requirements and additional training was given on the RCIC pump flow
control circuit and its effect on system operability. This matter
is considered closed.

(Closed) Violation (341/87026-03(DRP)): Incorrect scheduling causes
a surveillance of the standby gas treatment carbon dioxide system to
be missed. Scheduling of surveillance NPP-24,404,06, "Standby Gas
Treatment System Manual Actuation Puff Test," was revised to reflect
the correct test frequency. In addition, a line item Technical
Specification surveillance check was performed, However, the line
item check was determined to have inadequacies, thus requiriug
initiation of a Technical specification improvement program to

more rigorously review surveillances for technical content and
scheduling, as well as for identification of other improvements

to the surveillence tracking and scheduling system,

(Closed) Vielation (341/87008-01(DRP)): Mode chance without
performing the required containment integrity testing. The
corrective actions discussed in violation 341/87008-02, were
also applicable to this violation. Therefore, this matter is
considered closed,

(Closed) Violation (341/87008-02(DRP)): Failure to perform required
overall airlock leakage tests on the primary containment airlock.
The procedure associated with this testing, NPP-43.401,206, was
divided into two events in the surveillance tracking program, One
pvent tested the interior and exterior door seals whereas the second
event assurvd that the overall airlock leakage test was met. This,
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coupled with modifications to administrative controls, were the
licensee's original corrective actions to this viclation, The
administrative controls were further strengthened in this area in
response to violation 341/89032.04 (reference paragraph 2.bb), The
1n;gector confirmed the splitting of the tests by surveillance event
"U er .

(Closed) Violation (341/87026-04(DRP)): Failure to perform primary
containment sump flow rate and drywell floor drain sump level checks
within the required time interval., In response the licensee stressed
to operations personnel the need to assure proper completion of
surveillances within the required time frame, Subsequently,
deficiencies of & similar nature occurred as discussed in

violations 341/88006-07 (paragraph 2.r) and 341/8801.-0]

(paragraph 2.s) at which time stronger corrective actions were

taken to assure proper completion of surveillences. This matter

is considered closed.

(Closed) Violation (341/87026-06(DRF)): Inadequate surveillance
procedure associated with verification of onsite Class 1E electric..
distribution s/ stem, The inspector confirmed that procedure
NPP-24,000,02, "Shiftly, Daily, Weekly and Situational Required
Surveillances,” was revised to assure proper verification of the
applicable breaker alignments and bus voltages. This matter is
considered closed.

(Closed) Unresolved ltem (341/87031-03(DRP)): Qualification of soft
seat check valves, The concern over the qualification of soft seats
stemmed from local leakrate test failures of reactor water cleanup
(RWCU) check valve G33-F120, and feedwater check valve B21-FO10E,

Following the test failure on G33-F120, a licensee inspection
concluded that the soft seat had swelled and disiodged from its
O-ring groove, A number of contributory factors appear to have
led to the failure including operation of the RWCU system in an
unapproved manner, use of a soft seat material, SR-740-70, which
was not consistent with the temperature requirements, and a less
than optimum soft seat retention design,

Corrective action included use of another material, E962-B5, wnich
was qualified for that environment. Procedural controls were
gnacted to preclude unapproved system use, potential design changes
were initiated, as well as & review of other soft seat applications,

1t should be noted that following the 1987 B21-FO10B test failure, &
11censee inspection concluded that the floating shaft bearings had
not been adjusted at original installation causing uneven
wear/leakage on the soft seat and was not a material failure of the
unqualified Kalrez material,

The review encompassed all soft seat check valves to assure that the
proper material had been selected, During that review, the Kalrez
material, used as the soft seat for valves B21-FO10A and B was
determined to be unqualified for high temperature use, The cause of












bb.

cC.

dd.

ee.

o 1

341/90007-02 and 341/90007-03 which demonstrated weaknesses in the
depth of the action plan, However, the nuclear quality assurance
overview of the action plan will be reviewed in a future inspection
report. Closure of this item is contingent upon completion of that
review,

(Closed) Violation (341/89034-04(DRP)): Failure to test valve
B31-F020 in accordance with ASME Section XI testing recuirements.
The inspector confirmed that applicable administratisve control
procedures were modified as discussed in paragraph 8.n of this
report under LER 89037. In addition, critique and required reading
was initiated on this event, This was one of three events that
initiated the licensee's accountability action plan. One of the
facets of that action plan involved a surveillance program review.
Under that surveillance program review the licensee modified the
surveillance scheduling and tracking report to provide additional
information to operators and the computer displays associated with
the tracking system were modified to help facilitate the schedule.
This matter is considered closed.

(Open) Unresolved Item (341/90002-01(DRP)): Material condition of
SGTS after completion of maintenance, No further examples of
similar problems of the type noted have been identified during unit
operation or short outage conditions., However, a number of the
examples originally noted occurred and were potentially impacted as
a result of the last refuel outage. Therefore this item will remain
open pending further inspector evaluation of equipment as-left
conditions during the next refuel outage (currently scheauled to
start on March 29, 1991.)

(Clused) Open Item (341/90002-03(DRP)): Design change to control
center heating ventilation and air conditioning (CCHVAC) to reduce
inadvertent ESF actuations of the system., Design Change EDP-11115
was implemented to eliminate initiation of CCHVAC in the
recirculation mode when an indicating lamp failed on the CCHVAC
dampers. This modification was performed and the inspector
confirmed this through record review, However, the modification did
not occur before another unplanned ESF actuation as reported in LER
80007, occurred,

(Closed) Open Item (341/90005-01(DRP)): Diesel fire punip
preventative maintenance program. The inspector reviewed a
modified preventative maintenance program for the diesel fire
pump in accordance with improved recommendations from the
manufacturer for a standby fire pump, This matter is considered
closed.

(Open) Open ltem (341/90005-04(DRP)): Followup of licensee's

actions associated with ventilation dampers T41-FQ10 and T46-F407.

The first damper failure, T41-FO10, was caused by a broken spring.

The spring was broker due to standing water in the spring can for

an extended period of time, The licensee could not ascertain the
origin of the water, This was confirmed when the only damper in close
proximity to this damper, T41-FO08, was inspected for possible water
intrusion. Only & miror amount of moisture was noted which was
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(Open) Open Item (341/90011=03(0RP)): Improvement of the Leakage
Reduction Log., The licensee hes revised the leak reduction
procedure to simplify and better control the continuing trending of
equipment leakage in the plant, Additionally, & night order was
issued giving guidance to the operators on management expectations
reletive to implementing the program, The inspector will continue
to evaluate adequacy of implementetion during the initial period of
implementation,

(Open) Open Item (341/90013-08(DRP)): Design modifications for
enhancing use of HPCI and RCIC for reactor pressure control, The
licensee has initiated a potential decign change (PDC 11665) to
provide the specified enhancement with the atsociated work for the
PEC incorporated inte Fermi's five year plan, Currently the POC is
being eveluated to determine the optimum fix, This item will
remain open pending completion of that evaluation and determination
of the final in plant modification,

(Closed) Non-Cited Violation (341/90014«01(DRP)): Failure to
initiate & deviation event report (DER) essocieted with acceptance
testing of differential current relays. As discussed in paragraph 3
of inspection report 341/90014, the licensee has taken appropriate
corrective actions for this matter. Therefore, this non-cited
violation 15 considered closed.

(Open) Unresolved Item (341/90017-01(DRP)): Use of caulking for
secondary containment integrity, The licensee completed an
engineering evaluation of the subject configuration with and without
caulking in place and determined that the caulking was required to
maintain secondary containment integrity., A further review as to
the methods employed to assure appropriate configuration control of
structures similar to the subject floor blocks revealed that this
type of caulking requirement was not included in design basis
documents nor did any forma)l means eéxist to eusure caulking would
be replaced if it was removed at some future time, The licensee
committed to prepare a caulking specification for future reference
and that guidance or caulking replacement would be included in a
revision to NPP-PS1-01, “Planning of Maintenance Activities", This
item will remain open pending completion of licensee followup
activities and subsequent inspector evaluation,

(Closed) Part 21: Kalrez. The unqualified material was only
present in two valves, B21-FOL10A and £, and was replaced with
qualificd materials,

fClosed) 1E Bulletin (341/88003-BB): The requirements of this
bulletin have been incorporated as part of the requirements of
Gereric Letter 89-10, "Safety Related Motor-Operated Valve Testing
and Surveillance". Further followup actions will be in accordance
with Generic Letter 89-10,
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| 3. Operational Safety Verification (71707) (71714)

The inspectors observed control room operations, reviewed applicable logs
and conducted discussions with control room operators throughout the
period, The inspectors verified the operabi'ity of selected

i safety-related systems, reviewed tagout records, and verified proper

| return to service of a?fected components. The inspectors observed a
number of centrol room shift turnovers, The turnovers were conducted
in a professional manner and included log reviews, panel walkdowns,
discussions of meintenance and surveillance activities in progress
or planned, and associated LCO time restraints, as applicable,

The inspectors conducted tours of the reactor, auxiliary and turbine
buildings. During these tours, observations were made regarding plant
equipment conditions, fire hazards, fire protection, adherence to
procedures, radiological controls and conditions, housekeeping, tagging
of equipment, ongoing maintenance and survei)lance activities,
containment integrity, and availability of safety-related equipment,
Walkdowns of the accessible portions of the following systems were
conducted to verify operability by comparing system lineups with plant
drawings, as-built configuration or present valve lineup lists; observing
equipment conditions that could degrade performance; and verifying that
instrumentation was properly valved, functioning and calibrated,

§ Emergency Diesel Generator No, 11

; Emergency Diesel Generator No. 12

) Core Spray System - Division 1]

8 Thermal Recombiners - Divisions I and 11

Additionally, the inspectors observed implementation of portions of
the licensee's security program during the inspection period including:
badging of personnel; access control; security walkdowns; security
response (compensatory actions); visitor control; security staff
attentiveness; and operation of security equipment,

Significant observations and reviews included the following:

a. On January 1, the inspector observed reactor startup activities
following completion of a maintenance outage to repair the main
turbine generator, All activities observed were conducted in an
adequate manner,

b. During the inspection period, the inspector reviewed personnel
overtime records for operations, maintenance, radiation protection,
and technical engineering departments, Records for the time period
September - November 1990 were reviewed and encompassed overtime
usage during power operations as well as during & short maintenance
outage that occurred in the beginning of Octcher, The inspector
determined the licensee had an estabiished adm’nistrative program to
accurately track and provide for proper management involvement in the
use of overtims in all ereas reviewed. The licensee was found to be
in compliance with Technical Specification requirements in all cases,
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The inspector reviewed the licensee process to ready the unit

for cold weather operations. The inspector reviewed

procedures NPP-27,000,04, “Freeze Protection Lineup Verification",
Alerm Response Procedures (ARPs) 707 and 708, "Division 1/11 RHR
Cooling Tower Inlet/Reservoir Temperature Abnormal," as well as
associated referenced procedures, No substantive concerns were
identified as a result of the review, Safety-related as well as
balance of plant (BOP) equipment and systems that would be sensitive
to cold weather conditions appeared to have been adequately addressed
given normal winter conditions,

On January 24, during a routine plant walkdown of the turbine
building, the inspector noted that an area being used for storage

and staging of scaffolding and other miscellaneous materials was
adversely impacting BOP inst-ument racks in the area, Specifically,
materials such as parts for scaffolding were found laying in piles in
close proximity and/or contact to the racks in three lecations and an
Argon gas cyiinder was observed tied off with nylon cord to @ fourth
rack, Although this did not present any immediate safety hazard to
the plant, the issue was discussed with plant management personnel
who stated that the area wac specified for use by contractor
personnel as a storage/sta§ing area. It was apparent that DECo
oversite of the contractor's activities was not sufficient .0
adequately control the way materials were being stored and handled in
the area. Such conditions would not be acceptable in safety-related
parts of the plant. Furthermore, the lack of oversight of contractor
activities has been an issue in the past at Fermi,

During a control room walkdown on January 4, the inspector noted
that the ammeter for the Division 11 switchgear room ESS room cooler
was flashing, indicative of & high current condition. When brought
to the attention of control room personnel they indicated they were
unaware of the problem but troubleshooting would be initiated.
Results of the troubleshooting determined that the blower motor was
drawing the norma? amount of current and that the ammeter itself
appeared defective. Subsequently, the inspector observed the
ammeter had been replaced.

On February 1, while reviewing the Nuclear Shift Supervisor (NSS)
log, the inspector noted a log entry made three days earlier that
the NSS had authorized a maintenance activity to begin before the
independent verification of the abnormel lineup sheet (ALS)
equipment tagout had been performed. Subsequent discussions with
the NSS and the operations engineer revealed that the NSS had
consciously made the decision to deviate from administrative
procedure NPP-0P1-12, "Tagging and Protective Barrier System" to
facilitate starting of preventive maintenance work on the RCIC
system as quickly as possible. Pending completion of inspector
review, this matter is considered an unresolved item
(341/90020-01(0RP)).

On December 10-14, 1990, the NRC administered initial and
requalification retake exams for 2 number of licensed operators,
Just prior to traveling to the site, the NRC examiners were informed
of a situation that had cccurred with the potential for compromising
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were verified against drawings for proper placement, aligument, avd
makeup. System components were inspected for proper installation,
position, energization, and labelling, Availability/ocperability of
ventilation and other supnort systems was also reviewed, R quirad
instrumentation was verified operable and within current calibration
periodicity.

No substantive discrepancies were identified during the walkdown,
No violations or deviations were identified in this area,

Monthly Maintenance Observation (62703)

Station maintenance activities on safety-related systems and components
listed below were observed to ascertain that they were conducteé in
accordance with approved procedures, reoulatory guides and industry
codes or standards, and in conforman.. with technical specifications,

The following items were considered during this review: the limiting
conditions for operation were mut while components or systems wete
removed from service; approvals were obtained prior to initiating the
work; activities wers accomplished using approved prucedures anu were
inspected as appiicable; functional testing and/or talihrations wore
performed prior to returning components or systems to service; guelity
contro) record: were maintained; activities were accomplished by
gqualified personnel; parts and materi 's used were properly certified;
radiological controls were implementec; and fire prevention controls
were implemented.

Work requests were reviewed to determine the status of outstanding jobs
and to assure that priority is assigned to safety-releted equipment
maintenance which may affect system performance,

The foliowing maintenance activities were observed/reviewed:

PM R50790092¢ Test 4B0v Switchgear, Megger Motor,

WR 007E910115 Troubleshoot RCIC Overspeed Trip,

PM 423901015 Inspect, Lube, Test MOY for G51-F602,

WR 0050901105 Replace Div 2 PCMS Sample Pump Motor Assembly.

PM Q314901017 Disassemble, Inspect and Clean Condensate Orain
Trap Div 11 non-interruptable ai» supply (NIAS).

. - = . =

Following completion of maintenance on the above systems, the inspectors
verified that each had been returned to service properly.

During the performance of maintenance on Divisien I1 of the NJAS system,
the inspector interviewed meintenance personnel concerning the quality

of work packages and the availability of appropriate tools, parts and
lubricants. The maintenance personnel stated that work packages appeared
better planned as evidenced by fewer problems in implementing work
instructions in the field., The workers credited plant managemert action
in resolving issues described in the work request feedback form for the
work package improvements. The interviewed maintenance personne| had no
recent personal ~xperience with work requests which were impacted by the

16
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% gron? parts, lack of necessary tools, or incorrect/lack of lubricants,
; The inspector noted there were nn problems with availability of required
| tools at the observed work sites on January 15 and 17, 19941,

However, following the subsequent return-to-service of NIAS Division 11,

| the licensee determined that the wrong solenoid valves had been ingta)’ed
| on the NIAS Division 1! air dryer (re¥erence paragraph 7 of this report;,
l No violations or deviations were identified in tals area.

6. Bimonthly Surveillance Observation (61726)

The inspectors observed/reviewed the fu ' lowing Technical Specificatiun
required surveillonce testing,

A 24.137.01 Main Steam Line Isolation Chanre! Tunctional Test
; 24,202.01 HPCé Pump Time Response and Dperability Test at
1000 PS3

The following 1tems were considered duriny the inspe~tion: The testing
was performed in accordance with appraoved procedures; that test
instrumentation was calibrated; that test results conformed with
Technical Specifications and procedure requiresants and were reviewed by
personnel other than the individual directing the test; and that any
deficiencies identified duriny the testing were veviewed and resolved by
appropriate management persormel,

The inspectors also performed a record review of the completed
suryeillance tests )isted below. The review was to determine that .he
tect was accomplished within the recuired time interval, procedural steps
| were properly initialled, the procedure acceptence criteria were met,
| independent verifications were accomplished by individuais other than
those performing the test, and that the test was signed in and out of
the control room surveillance log book,

. 24,000,02 Attch 1, 2, 3 and 6: Shiftly, Daily, and Weekly
Required Surveillances
| . 24.138.06 Jet Pump Operability Test
| . 24,425,01 Section 5.1: Primary Containment Integrity
| Verification

| . 44,020,236 NSSSS-RCIC Steam Line Pressure, Division !!
Functional Test

. 44 .080,501 Off Gas Hydrogen Monitoring System-Channel
Functional Tests and Channel Calibrations

v 44,220,201 Suppression Pool Water Temperatury Instrumentation
Channels Functional Test

i 54,000,07 Core Performance Parameter Check

F 64.713.018 Attch 4: Radiologicai Effluents Situational
Surveiliance

, 74,000,18 Attch 1 and 2: Chemistry Shiftly, 72 Hour and
Situation Surveillances

P The surveillances observed/reviewed were accomplished in accordarice with
all applicable requirements,



No violations or deviations were identified 1 thi. area,

Followup of Events /73702)

Durina 4% Wi-eition « riod, the licensec expurienced several events,
some rv which raquiced = mpt notification of the ARC sursuant to 10 CFR
60,77 The dnspectors por oed the events oniite with licensee and/or
other PAC of*icivis, In . th case, the iuspectors verified that the

no* it ice tdon was (orrect anc timely, that the licensee was taking prompt
ane ap,ra0viate actfowy, thit activities were conducted within reyulatory
requiiemeits and that corrective actions would prevent future recurrence,
The speific svents are a5 follows:

January 4 South Cooling Tower Aircraft Warning Light
Inoperable,

Januery 16  ESF Actuation., HPCI Isolation During Surveillance
Testing of Turbine Exhevst Pressure Switches,

January 20 uWrong Solencid Valves Irstalled in NIAS Air Dryer
During Maintenance,

a. Regarding the January 16 event, LER 91-001-00 will be isiued
documenting the licensee .orrective actions,

b, kegardin~ the January 20 event, the litunsee is cwrrently conducting
a formal critique intp the root cause, The inspecy = will cumplote
foliowup of this matte) during the nert inspection preiod when that
cr tique has been issu d.

No violations or deviations were identified in this area,

Licensee Event Reports Followup (92700)

Yhrough direct observations, discussions »/*h licensee personrel, and
revitw of cecords, the following event reports were revieved (o determine
that reportability reayuirements were fulfilled, immediate corrective
action was ac.omplighed, and corrective actios «© prevent recurrence had
been accomplished in accordance with technical specifications,

a. (C'osed) 1ER 86-041, Omissions in surveillance procedure for testing
the drywell ump flow monitoring system as @ result of inadequate
review. PReference paragraph 2.4 of this report for followup actions,

b. (Closed) LER B6-048 and Revisivn 1, BPCI and RCIC inoperable
requiring en'ry into Techrical Spelificatior 2.0.3 caused by
per,annel error during RCIC system ‘roublesronting and testing.
The |icensee provided additiuyna? training to licensed operators
and waintenance perscnnel on the requirermerts of Technical
Specificatinn 3.0,3 and intzpendent veritication requirements.
In addition, the licensae dbegan the implerentation of what later
becime impact statements to survedilance procedures following
this event,

¢, (Closed) LER 87-:02, Failure co verform primery containment
airlock testing prior to plant <tartup. The licensev revised

PRy S

R —



d.

h,

b

the scheduling of the airluck testing program as discussed in -
violation 341/87008+01 and 341/87008-0¢ (See paragraph 2.k). :

(Closed) LER 87029, Inadequate surveillance coverage of alternating

current power sources due to misinterpyetation of Technical

Specifications, Procedure 24.000,02, "Shiftly, Daily, Weekly 'nd -
Situational Required Surveillances," was revised t. provide '/ l
appropriate omitted breaker alignments to be checked for onsite i
power sources. '

(Closed) LER 87047, Survel!llance not completed as reyuired for
contro) center hect;ng ventilation and atr conditioning operability, _
This LER was asscr ated with violation 341/88017-01, ghe licensee .
modified the administrative controls associated with past due ,
surveil’ances to require entry into the applicable LCO when a

surveiilance time interval 1§ exceeded,

(Closed) LER BB-004, Reactor Scram and ECCS injection to the reactor '
vesse]  The reactor scram was caused by ¢ feilure of a power supply

in the feedwater control system, The power supply was subsequent .y

replaced and the feedwater control syctem returned to service,

Following the reactor scam én unanticipated reactor water cleanup

isolation occurred on high temperature from the nonregenerative heat

exchanger, The licenses determined that this iso'ation signal was

not necessary under the accidenc analysis and, following a license

change submittal, that particular isolation signal was removed from

Technical Specifications,

(Closed) LER 86-008, Missed Technical Specitication surveillances
because of misinterpretation of Technica) Specifications, This LER
corresponds to the violation 341/86011-02 (paragraph 2.a) on the
primary containment sump systems and subsequent violation
341/87002-01C. See paragraph 2.d for followup actions,

(Closed) LER 88-011, Failure to perform shiftly surveillance within :
the required time, Round sheets were modified to assure that the [
NASS assigns @ perticular individual to perform the shiftly

surveillance checks. Implementation of the controls were found to

be inadequate as discussed in a subsequent LER (88-018), Addition

corrective action under that LER appeared to resolve the program

deficiencies,

(Closed) LER 88-018, Failure to perform shiftly surveillance within
the recuired time., After the initiation of additional management
controls under LER B8+01) implementation of these controls were
inadequate and led to this LER. Subsequently, the licensee
initiated counseling and disciplinary action that appeared to have
resolved the problem. The perforoance of the shiftly checks has
been performed for approximately iwo years without any
implementation errors,

(Closed) LER 89-014, Inadequacies tn Technical Specifications and
surveillances found during surveillance review, The method used in
performing the rod block monitor functiona) end calibration
surveillances was determined to be inappropriste. The functional
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9.

Preperation for Refueling (6070%)

The inspector observed new fuel receipt and 1nscection activities during
the inspection period, Verification of proper handling, control and
inspaction, and adequacy of personnel training to safely and adequately
perform their assigned tesks was made. Associated activities observed
included truck inprocessing into the protected area, radifation protection
surveying, contatner offloading, bundle inspection and channeling, énd
assembly, The last shipment arrived onsite on February 4 and related
inspection activities completed two days later,

A1l activities observed appeared to have been accomplished per the
applicable requirements,

No viplations or deviations were identified in this area,

Design Changes and Modifications (37700)

Through & review of documents and personnel interviews, the following
engineering design packages (EDPs) and associated work packages were
inspected to verify conformance with the requirements of Technical
Specifications (T8}, 10 CFR 50,59, the Updated Final Safety Analyeis
Report, the licensee's Quality Assurance Program and 10 CFR 50,
Append‘x B, Criterion 111, "Desian Control."

’ EDP 05994 Re;ou;glﬁlAS Tubing to Actuator on Vacuum Breaker
¥Z1-2013

) EDP 09922 EPA Peplacement Circuit Cards

" EDP 10828 Modify Winges on Exterior Reactor Building Railway
Doors

- EDP 11281 Relocate E11-FO0O8 Indication on Control Room Panel
H11PE01AE02 so that valve 15 located in mimic board
flow path

@, Several administrative discrepancies were noted in EDP 09922 which
included: the wrong work request (WR) number on one document in an
implementing WR package; the incorrect Technical Specification (T§)
reference; and the apparent incorrect surveillance procedure
required for post modification testing. The inspectors also noted
4 discrepancy regarding the amount of connecting cable necescary to
implement the EDP, The apparent discrepancies were discussed with
the acting General Supervisor, Electrical, Actions were then
initiated to effect the appropriate corrections,

b, Engineering design package (EDP) 10828 was initiated by the licensee
to fnstall a boot over the railroad door hinges to protect the hinges
from the weather, A review of the EDP by the inspector identified
two concerns, The first was that the doors were not identified as &
secondary containment boundary which must be opened one at a time in
order not to violate secondary containment, The second concern was
that the KR instructions were not as detailed as the work requirements
identified in EDP 10828 and appeared insufficient to allow the
workers to adequately make the modification, The concerns were
discussed with the Modifications Supervisor and the responsible
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requirements, The licensee had asser’ . 1 persons with multiple
functiona) areas of expertise so that al) subject areas could be
adequately discussed during NSRG meetings, The NSRG process was

well organized and &)1 supporting documents for NSRG meetings

and minutes were of high quality and detailed, The NSRG had
performed reviews of required activities and any recommendations

made vere tracked to completion by an NSRG open ftem trac&iug

system, The group also reviewed OA audiie with no sudits being asked
to be reperformed during 1990,

The inspector attended a full cay session of the NSRG on January 24,
1991, The group performed excellent assessmente and had high
expectations of plant personnel, Plant personnel who were 1n
attendance at the meeting responded positivaly to NSRS
recommendations. The inspector observed that the meeting appeared
dominated by « few individuals, However, the inspector could not
determing if this had any negative effect on the quality of
reviews/analysis performed by the group.

A second observation was that few people are on distribution for
the meeting minutes, The NSRC made this issue an open ftem and
assigned 1t to an NSRG member for review,

A third observation made when reviewing QA sudits was that active
partizipation by NSKG members in sudits appeared to be low because
only two names appeered as active participants in the QA audit list,

The NSRG has in its Business Plan a goal to have each NSRG member
participate in one sudit during the year; the actual level of
participation is left to the individuals and is not mandated,

Following a discussion with NSRG, during the January 24 meeting,
the NSRG made participation an open item and assigred it to an NSRG
member to determine the actua)l level of member participation in
audits, Subsequent to the inspection, the licensee stated that the
NSRG members had participated in nine audits to some degree, but
confirmed that not all nine members had participated in an audit,

Independent Safety tngineeriry Group (1SEG)

156G met TS requirements for performing required reviews of plan.
activities. The group a'so met the TS requirement for the number of
persons in the I1SEG for 1990, In addition to conducting their
normal review activities, the members were performing an average of
two inspections per month per member of in plant activities. The
large number of items that ISEG, with only six persons in the yroup,
is required to review indicates that the resources of ISEG may be
strained, But the group did have many observations and findings,
which were added to their internal tracking system and sent to the
rlant for resolution, However, one-third of the findings for 1989
and two-thirds of the findings for 1990 were not closed out,

Further review indicated that the items, including DERs initiated by
ISEG, were not closely tracked to completion to ensure timely
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performance based, Surveillances were performed of plant activities
that were of immediate concern and appeared to require a QA
assesment,

The licensee committed greater than 1000 hours to audits for
sssessing the plant's self-assessment groups and activities,

The quality of the reports and the large use of audit resources
demonstrated the licensee's commitment to self-assessment
activities, In summary, al) QA groups were found to be contributing
sug:t:n$1a11y to licensee self-assessments and quality verification
activities,

9. Safety System Function Inspection (SSF1)

A self-initiated SS5F1 was performed by the licensee on the
safety-related HVAC Systems, The systems included the Control
Center HVAC, Reactor Building HVAC, Residual Hee* Removal (RHR)
Building HVAC, and the Standby Gas Treatment System, A total of 76
individual observations were made, A large number of the inspection
concerns were resolved within four months of the inspection which
indicated timely resolution of problems. A review of the SSFI
determined that six individuals had performed in-depth reviews

of those areas of the plant that interface with the HVAC systems to
ensure operability of systems. The group's conclusion following the
inspection was that the HVAC systems would perform their intended
functions in accordance with the design bases in the event of an
accident or transient., The SSFI demonstrated a licensee commitment
for overall self-assecsment of safety-related systems towards assuring
equipment operability,

In sumiury, with the one exception noted relative to the 15G, the self
assessment capability at Fermi appeared to be comprehensive with good
followup of findings and observations generally performed to ensure
corrective actions were implemented,

No violations or deviations were identified in this area,

12. Management Meetings

a. On December 17, 1990, the licensee and NRC management met in NRC
Headquarters for a periodic management meeting. The agenda
included:

- Introduction - Introductions of DECo/NRR management were made
and an extended discussion ensued outlining Fermi regulatory
and operating history for the benefit of those NRR minagers
recently assigned to the Fermi project,

- Plant Status - the licensee briefly summarized plent status
since the last periodic meeting. A discussion of the “urrent
maintenance outage to repair LP3 of the main turbine was held
as well as plans for the final run into the next refuel

outage (RF02).
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Lessons Learned From RFOL = The licersee mede a presentation of
the lessons learned from the first refuel cutage and plans for
their application to RFOD, In the area of planning and
scheduling, improvements in contre!ling the scope and scheduling
of work were discussed., The licensee stated that a certatn
emount of emergent work wes anticipated beyvond that originally
scheduled, An increase in upfront manloading of approximately
60 percent is anticipated to account for this extra amount of
potential work effort. Actions Lo better control contractor
work onsite has been initiated. lmproved training for
inprocessing individuals was under developement in the areas of
industrial and nuclear safety as well as Detroit Edison
management expectations of work quality, More DECo oversight of
gontractor activities will be required during the upcoming
outage, Preparation for work during RFOZ will be of better
guality due to coordinating activities being specified
beforehand, and a more timely review and closure of associated
paperwork 1s to be mandated. Finally, the licensee indiceted
thet feedback from the work groups would be evaluated towards
further improvements in RFCZ,

Fermi's Five Year Operating Plan - The licensee provided a
presentation of the me jor orograms and projects under

cons ideration for the rexy five yeais and briefly described the
process to implement those items, Some of the programs
described included simuiator up?rade. errosion/corrosion
monitoring, onssite storage facility (OSSF) usage, 1PE,
condensate filter demineralizer upgrades, cobalt reduction,
hydrogen water chemisctry, and turbine protection upgrades,

b, On January 18, 1691, the licensee and KRC management met onsite for
a second periodic management meeting, The sgenda included:

Plant Status - The licensee sumnmarized unit operation since the
December 17 management meeting including discussion of the
damage found in the main turbine, the decision to derate the
unit to B0 percent until the next refuel outege, and the
decision to postpone start of RFO2 by two weeks (new start date
specified was March 29). A discuss’'on of the upcuming refue!l
outage was held addressing the anticipated scope of work,
gurrent status of preparation for the outage, and brief
descriptions of planned contractor invelvement for the refue!l
floor, main turbine and main condenser retubing projects, NRC
management emphasized the necd for adeauate control over
contractors to have o successful outage, Finally the licensee
presented the latest data on timeliness of corrective actions
to DERs and the number of DERs currently outstanding, It wes
noted that the number had sianificantly decreased during 1990,

Refuel Outage Preparation - The Ticensee presented the latest
status of preparations for the upcoming refuel outage. Since
the previous mansgement meeting, they indicated that
substantial progress had been nade. Additionally, they
indicated that approximately 173 PMs had been pulled forward
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13.

14,

out of the RFOZ scope and sccomplished during the December
maintenance outage,

. Plant Staff Overtime Usage - A brief discussion was held on the
Ticensee's wtilization and control of overtime, NRC management
noted that the use of overtime at Fermi appeared well managed.

- Problems with Recent Radioactive Shipments - The licensee
provided a brief overview of the followup actions relative to
the recent problems with contractor work in cutting up and
disposel of materials from the spent fue! pool in geptember
1990 (as discussed in NRC insp;-tion report 341/00018),

. Root Cause of Main Turbine Damoge - The licensee made @
presentation of the root cause uf fdentified main ‘.. bine blade
damage on the fourth stage of LP3 that necessitated the 30 day
outage in December. The licensee had determined that four
factors in conjunction caused the damage. These were: 1) The
removal of fifth stage blading during the last refue! outage
which approximetely doubled the differential pressure across
the fourth stage 2) an observed decrease in fatigue strength
&t the sight o *ailure due to machining operations during
original manufacture, 3) a high stress concentration at the
blading root area, and 4) operation of the turbine with steam
bypass leakage from the third stace of LP3 directly to the
fourth stage due to poor fitup at reassembly in RFO1,

Unresolved ]tems

Unresolved items are matters about which more fnformation 1¢ required in
prder to ascertain whether they are acceptable items, violations or
deviations. An unresolved item disclosed during the inspection is
discussed in Paragraph 3.,

Open_ltems

Open items ere matters which have been discussed with the licensee, which
will be reviewed further by the inspector, and which involve some action
on the part of the NRC or licensee or both, Three open items dis  .sed
during the inspection are discussed in Paragraphs 8.t, 8,u and 1..

Exit Interview

The inspectors met with lice e representatives (deroted in paragraph 1)
on February 8, 1991, and informally throughout the inspection period and
summarized the scope and findings of the inspection activities, The
inspectors also discussed the likely informational content of the
inspection report with regard to documents or processes reviewed by

the inspectors during the inspection, The licensee indicated that it
considered those documents associated with the SL1 reviewed by the
inspector as proprietary, The licensee acknowledged the findings of the
inspection,
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