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Inspection Summary

Inspection from September 1, 1991, through October 12, 1991
TRenorts No, E0-7eL/9T0-20ThRP); S0-2¢t/ATO-TETORPY)
Kreas Inspected: Routine, unannounced satety inspection by the resident and

Tegional inspecters of licensee action on previously identified items,
operational satety verification, monthly maintenance observation, monthly
surveillance observation, training effectiveness, report review, events,
Part 21 notification, action plan follow vp, and meetings.

Results: Of the areas inspected, ore violation was identified concerning
¥3ilure to take adequate corrective actions to preclude repetition of
procedure viclations concerning NSO and SCRE responsibilities. In the
remaining areas no violations were identified.
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EXECUTIVE SUMMARY

Plant Dperation

1. Performence during this period wes mixed, Operations activities and
operator performance appeared to be on an improving trend unti)l
September 18, 1991, when & Unit 2 inboard main cteam isolation valve
(Mglv) disc separated from the stem and failed closed, The operating
crew did not notice, in a timwl% manney, the changs in reactor pressure,
averuge power range monitor (APRM) spike, or the change in steam line
flows in addition to the reduction in the B stean line, A viciation
was 1dentified for inadequacy of corrective action for previous viclations
concerning the Nuclear Station Operator's (NSO) fatlure to be atientive to
the contro) pane] indicetions and Shift Control Room Engineer's (SCRE)
feilure to maintain cognizance of the unit NSO activities. Immediate
corrective actions were comprehensive anc appropriate,

2. Operator requalification was ¢ompleted September 20, 1991, Operator
performance was weak in the area of procedural tasks,

3.  As of October 9, 1991, a new Assistant Superiniendent of Operations was
appointed, Alsn, temporacy procedures and management memos for
operators' duties ronccrnin? monitoring cf contro) panels containing
explicit instructions, logging of watch reliefs, and SCRL management
responsibilities were implemented. These corrective actions were in
;esgonse to operations performance related to the unit 2 inboard MEIV

atlure,

4, One unresolved item concerning cperability of the high pressure coolant
injection (HPC1) svstem and certain residual heat removel (RHR) pumps
with inoperable r¢ ~ coolers was identified. The licensee has performed
an analysis indic «ng that the systems are operable withcut room
coo}er:. This it is unresolved pending KRR review of the licensee
analysis,

Radioloaical Cratrols

An issue concerning a number of unlocked high radiation area dcors (K-doors)
and unattended R-door keys was identified, Region 111 inspectors are
interfucing with the resident staff to address this issuve,
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254/91014) where an LCO went unrocognized. and had taken corrective
action, The inspectors have identified no other LCO problems during
surveillances, This item 1s considered closed.

b. (Closed) Noncompliance 254/90014-02: Unauthorized Cesign Change,
This 1tem vealt with a modification installed in 1978 to support
surveillance testing, which included & terminal strip and associated
wiring connectini suxiliary contacts between divisions of emergency
core cooling systems, The inspector reviewed the licensee's current
modification and work request classification programs, vhich
appeared adequate to prevent recurrence of this violation, This
item 1s considered closed.

No viclations or deviations were identified.

Operational Safety Verification (71707)

During the inspection period, the inspectors verified that the facility
was being cperated in confermance with the licenses and regulatory
requirements, and that the licensee's management contirol system was
effectively carrying out 1ts responsibilities for safe operation, This
was done on a sampling basis through routine direct observation of
activities and equipment, tours of the facility, interviews and
discussions with licensee personnel, independent verification of safety
system status and limiting conditions for operation action requirements
(LCOARS), corrective action, and review of facility records,

On & sampling basis, the inspectors daily verified: proper control room
staffing and access, operator behavior, and coordination of plant
activities with ongo1ng control room operations; operator adherence wit'
the latest revisions of procedures for ongoing activities; safe operation
as required by Technical Specifications (TS); engineered safety features
(ESF) and ESF electrical alignmen® and valve positions; instrumentation
recorder troces and duplicate channels for bnormalities; status of
various 1it annunciators for operator under.tandinq. aff«normal
condition, and corrective actions being taken; nuclear instrumentation
(N1) and other protection channel. were operable; reviewed radiation
monitors and stack monitors for ebnormal conditions; that onsite and
offsite power was available as required; frequency of plant/control room
vizits by the station mansger, superintendents, assistant operations
superintendent, ang other managers; and thet the Safety Parameter Display
System (SPDS) was operable,

During tours of accessible eveas of the plant, the iaspectors made note
of genera) plant/equipment conditions, including control of activities in
progress (maintenance/surveillance), observation ¢f shift turnovers,
general safety items, etc, The specific areas observed were:
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s, Lngineered Sefety Fesiures (ESF) Systems

Accessible portions of ESF systems and components were inspected to
verify: valve pesition for proper flow path; proper alignment of
power supply breake . or fuseg {if visible) for proper actuation on
an 1nit1:t1n? signa  proper removal of power from components if
required by TS or F¢ "y and the cperability of support systems
essentfal to system »+ ;uation or performance through observetion of
fnstrumentation and/or proper valve ali‘gnment. The inspectors also
visually inspected components for leakage, proper lubricatien,
cooling water supply, etc.

b. Radiation Protection Controls

The inspectors verified that workers were following health physics
precedures for dosimetry, protective cloth1ng frisking, posting,
€.c., and randomly examined radiation protec §on instrumentation for
use, operability, and calibration. During the report period three
high radiation barriurs were found unlocked and cne R-door key was
found unattended, lying on the MSIV room step off pad. Adequate
con:;ol of Redoor access 1s being evaluated by the NRC Region 1!l
staff,

€. Security

The inspectors, by sampling, verified that persons in the protected
area (PA) dispiuyed proper badges and had escorts if required; vital
aress were kept locked and alarmed, or guerds posted if required;
and personnel and packeges entering the PA received proper search
and/or monitoring,

d. Housekeeping and Plant (leanliness

The inspectors monitored the status of housekeeping and plant
cleanliness for fire protection, protection of safety-related
systems and equipment from intrusion of foreign matter and general
protection,

The inspectors also monitored various records, such as tagouts, jumpers,
shiftly Jogs and surveillances, datly orders, maintenance items, various
cheristry and radiological sampling and analyses, third party review
results, overtime records, QA and QC audit results, and postings requiied
per 10 CFR 19,11,

No viclations or deviations were ider”ified,

4, Monthly Meintenance Observation (62707)
Station meintenance activities affecting the scfety-relatad systoms and
components listed below were apserved/reviewed to ascertzin that they
4
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were condvcted in accordance with approved procedures, rigulatory
guidcl1nes and industry codes or standards, and in conformance with
echnical Specifications,

ine following i1tems were considered during this review: limiting
conditions for operation were met while components or systems were
removed from and restored to service; approvals were obtained prior to
inftiating work; activities were accomplished using approved procedures
and were inspected as applicable; functional testing and/or caiibrations
were performed prior to returning components or systems to service;
quality control records were maintained; activities were accomplished by
qualified personnel; parts and materials used were properly certified;
radiologica) controls were implemented; ant fire prevention controls were
implemented, Work requests were reviewed to determire the status of
outstanding jobs and to assure that priority is assigued to satety-reloated
equipnent mgintenance which may affect system performance,

The following maintenance activities were observed and reviewed:
Unit 0
A Standby GCas Treatment System Flow Switch Repair
Unit 2
Inboard (18) Main Steam lsolation Valve Overhau)

Outboard (2B) Main Steam Isolation Valve Inspection
2B Keactor Recirculation System Motor-Generator Set Repair

The ingpectors monito «d the licensee's work in progress and verified
that 1t wes being performed in accordance with proper procedures and
approved work packages,

No violations or deviations were fdentified,

&, Monthly Surveillance Observation (61726)

—

The inspectors observed survet!liunce testing required by Technical
Specifications during ‘nw inspection pericd and verified that testing was
pertornegd in accordance with adequate procedures, test instrumentation
was calibrated, limiting conditions for operation were met, removel and
restaration of the affected components were accomplished, results
conformed with Technical Specificetiens and procedure requirements and
, were reviewed by personnel other than the individual directing the test,
' and that any deficiencies identified during testing were properly
reviewed and resolved by appropriate management personnel,

The fnspectors alse witnessed portions of the following test activities:
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Q0S 6600+01, Emergency Diesel Generator Monthly Load Test

Unit 1

Q15<60, Power Operation Functional Test

QCOS 100+2, Monthly RKR Pump/ RHRSH Pump Operability Test
QCOS 1400.4, Monthly Core Spray Pusp 0ptvcb1?1t% Test
QCOS 14008, Quarterly Core Spray System Power Operated Valve Test

Unit 2
QCOS 1000«7, Cold Shutdown RKE System Valve Test

No violations or deviations were identified,

Irairing Effectivensss (41400, 41701)

The effectiveness of training programs for licensed and non-litenced
pevsonne) wes reviewed by the inspectors during the witnessing of the
licensee's performance of routine surveillance, maintenance, and
operational activities and dur.~g the review of the licensee's response
to events which occurred during the inspection perfod, The operator's
lack of response to the MSIV faflure (MSIV failed condition went unnoticed
for about 3+1/¢ heurs) represents a signiticant weskness in the
effectiveness of the licensee's operator training program, The licensee
has conmitted to evaluate the program besed on this weakness. The
September 1991 NRU requalification gxams indicated & significent weakness
in the operator training progr:m with regard to procedura! tesks,

No violations or deviations were identified.

Report Review

Durin% the inspection period, the inspector reviewed the licensee's
Monthly Trending and Analysis Report for August 1991, The inspector
confirmed that the infermation pr  ided met the requircients of Technical
Specificatinun 6.9,1.8 and Regulatory Guide 1.16,

The inspector also reviewed the 1censee's Monthly Plant Status Report
for August 1991,

No viclations ov deviations were identified.
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Events (93702)
Unit 2 B Inboard Main Steam Isvlation Valve (MSIV) Failure

On September 18, 1991, at approximately 6:05 PM, the B inboard mein steam
isolation valve (MS1V) failed closed. The cause of the valve failure was
loosening of the nuts from the bolts of the collar device which attached
the stem to the valve disc, The lest maintenance activity requiring valve
disassembly was performed by contrectours during the February 1990 refuel
cutage, PReview of (he work package found that no torque velues were
specified for the loosened nuts, Also, observations of the valve
identified possible problems with the washer Jock tab installation,

The outboard MSIV on the © steam 1ine was also disassumbled and inspected,
No deficiencies were identified, ODuring the February outage, problems
assuciated with control of contractors were identified, Subsequent
licensee corrective actions appear to have resolved this issue, as
evidenced by the lack of significant issues related to control of
contractors identified during the spring 1991 Unit 1 refuel outage and the
Unit 1 nain transformer installation, One area of concern associated with
the valve failure was the operations crew performance, The MSIV failure
and subsequent effects on Unit ¢ went undetected for about 3<1/2 hours,

At 6:05 p.m, due to the valve failure, reactor pressure went from 960
pounds per square inch (psi) to 1016 psi, the B steam line flow
indicetion went to zero, and the AFKMs spiked, iIndicating that reactor
power went from 85% to 98% end back to 851 power, The abnormal plant
parameter fadications were not noticed :ﬁ the operations shift until
about 9:35 PM, At about 9:3%5 PM tho APRM spike was uiscovered by the
extra NSO performing @ main steam line radiation monitor surveillance,
The operations crew investigation of the APRM spike resulted in discovery
of the steam line flow condition., Interviews were conducted with the
unit Nuclear Station Operator (NSC), Shift Engineer (SE), extra NSO,
Shift Contreol Room Engineer (SCRE), ard operations trainees on shift,
Failures tc follow procedures were idenrified which were a failure by the
unit NSO to adequately monitor key plant parameters, and a failure by the
SCRE to control unit activities and be cognizant of unit status to assure
the unit was maintained in a safe operating condition, Previous to this
event, procedural violations for failure by the NSUs to adeguately monitor
control panel indications and failure by the SCRE to be cognizant o urit
status and control room activities so as to assure safe plant operation
were issued as parts of aggregate violations in inspection reports
£0-264/91006 and 50-265/90020, Failure to take adequate corrective
action to prevent repetition of these items is considered a violation of
10 CFR, Part 50, Appendix B, criterion, XV, (50-265/91020-01)

Prior to thit event oqerotions department perfornance was viewed as
fmproving, As a result of this event, operations perferinance is
considered improved when compared to previous operating history, but
net on an imprOving trend., The licensee has taken immediate corrective
meastres which include more management o.2rview of shift operations,
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administrative requirements for logging plant parameters, logging
intershift watch reliefs, guidelines for control panel monitoring, repeat
back requirements, and guidelines concerning management expectations for
the N50 and SCRE responsibilities.

Emergency Core Cooling System (ECCS) Room Coolers Followup

- .- -

The inspector reviewed the licensee's 10 CFR 50,59 evaluation conterning
the re-classification of certain emergency core cooling system room
coolers as non-attendant equipment for system operability., The safety
evaluation was based on a study of ECCS room thermal loading during &
loss of cooling accident performed by Nuclear Fuel Services (NFS)
(licensee off-site onqlneorin? group)., The application of the 50,59
criteria appeared adequate, The inspectors have forwarded the NFS
documentation to NRR for further technical review., This issue is
considered unresolved pending KRR review of the NFS analysis.
(254/91020-02, 265/91016-02)

Action Plan Followup

3,1.b.(1),8 eud b, Contractors

Mary examples of inadequate control of contractor work practices were
identified during the Unit 1 refuel outage of October 198%. Subsequent
corrective actions have been implenented. For the February 1981, Unit 2
refue) outage and the August 1991, main transformer outage contractor
work praciices were monftored, No significant examples of inadequate
contractor control were identified., This issue is considered closed,

2.1.e Shift Briefs Were Unstructured

The operations shift briefs were very informal and problems with adequate
informetion excharge and comnunication were identified, The licensee
focused managenent attention to this issue. Shift briefs are now
structured, The briefs are held cutside the control room, are attended
by representatives from all eppropriate station departments, have a
structured format, and exhibit adequate information exchange and shift
comnﬁnication. These shift briefs are considered adequate. Thigs issue
is closed,

3.1.b(2)a Station Maintenance

Maintenance management involvement in ongoing work activities was
occasionally weak, Management is now more involved in overview of
maintenance activities, Yhe Assistant Superintendent of Maintenence,
on a weekly basis, reviews and observes in-plant work activities,
Additiorally, the Master Mechanics are more involved in work activitiss
a?d have 2 better knowledge of job status. This item is considered
closed.
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