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UNITED STATES
NUCLEAR SEGLI ATORY COMMISSION
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:‘ wicensee: Virginta Eiectric & Power Company
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f Glen Allen, VA 23060
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Divisiun of Reactor Projects
SUMMARY

| Scope

| fhis voutine inspection by the resident inspecvors involved che following

; areas: operations, maintenance, minor mod’ficatinng, surveillances, evaluation
of licensee self-:ssessment, and Jecay raat removal reliability., Inspections
of Ticensee backshift activities were conductea on the followin. diys:

| January 18, 27, 29 and February 10, 1992,

Resulty:

In the area of operations, two examples of violations were identified whove
auxiliary operator: failed to follow procedures. The first resulted in
dQ-onorJizin? @ 120 volt vital AC bur and une second resultea in a valve being
left out of 1ts normal posftion (para 3.a and 3.b).

'n the area of engineering/technical support, the licensee failid to provide a
thiely resolution to a 1990 Westinghouse Bulletin which identified a concorn
that the PHR rolief valves may not be able to relieve rated capacity. About
r twn years had elapsed before the uperability concern of the kMR system was
adequately addressed (para 3.7).
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In the arc. of safety assessmenc/quality verification, the licensee's

independent review program was determined to be effective. The liconsee's
| industry operating exporience review program effectively analyzed industry
| 1ssues and Zev/eloped a gocd action plan, dowever, veaknesses were identified
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in trackinz action plan 1tams and providing oversight to assure that priorities
aré maintained (para 8).

ir the area of maintenance, good coordingtion of work and corrective action was
observed with the overhaul of several service water isolation valves (para 5.¢),

In the ares of maintenance, effective use of the valve packing extraction tool
was observed during re-packing activities, The tool reduces perionne! exposure
by allowing the old packing to be easily and quickly removed. (para 4.b).

in the area of safety assesment/quality verification, the licensee demostrated
8 high lavel of sensitivity and attention towards risk associated with unit
shutdown evolutfons, The licenses's programs provide high reliabilty for
adequaty decay heat removal (para 7).
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1.

REPORT DETAILS

Persons Contacted

Lisensee Eimployees

*M, Bow!ing, Manager, Nuclear Licensing and Programs

L. Cdmonds, Superintendent, Nuclear Training

*R, Enfincer, Assistant Station Manager, Operations and Maintenance
J. Hayes, Su?.finlﬂﬂdiﬂt of Operations

0. Heacock, Zuperintendent, Station Engineering

*G. Kane, Scation Manager

*P, Kemp, Supervisor, Licensing

W, fat*hews, Superintendent, Maintenance

*J, 0'Manlorn, Yice Prosident, Nuclear Opeyations

D, Roberts, Supervisor, Station Nuclear 'afity

D. Schappell, Superintendent, Sit: Services

R, Shears, Superintendent, Outage Management

*), Smith, Manager, Quality Assurance

A, Stafford, Superintendent, Padiologizai Protection

*J, S5tull, Ass stant Station Manager, Nuclear Safety and Licensing
*W. Stewart, scoier Yice President, Nuclear

Other licensee employees cortacted inciuded enciieers, technicians,
operstors, mechanics, seiurity force memiers, and office personnel,

NRC Resi“ent Inspectors

*M, Lesser, Senfor Resident Inspector
*D, Tayior, Resident Inspector

*Attended exit interview

Acronyms and inftialisms used throughout this report are listed in the
last paragraph.

Plant Status

Unit 1 was maintained in . cold shutdown, mode 5 conditinn, during the
entire insoection period.

Jdnit 2 began the inspection period at 100 percent puwer. On January 13,
RCS boron concentration reached iess than one PPM and a power coastdown
was commenced., On January 29, with the nit at B9 percent power, tha “CV
FRY closed due to a driver card failure causing a reactor trip. Mode 1
was re-éntered on Januury 30, The unit remained al power in & power
coastdown for the remainder of the inspection period,
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3. Operacional Safety Verification (71707)

The inspectors conducted frequent visits to the control room to verify
proper staffing, operator attentiveness and adherence to approved
procedures, The inspectors attended plant status meetings and reviewed
operator 1ogs on a Gaily basis to verify operational safety and compliance
with 18 ard to maintain awareness of the overall operaticon of the
faciitty, Irstrumentation and ECCS Vineups were periodically reviewed
from con*rol roum indications to assess operability, Frequent plant tours

~ were conducted to observe equipment status, fire protection programs,

n radiological work practices, plant security programs and housekeeping,
DRs were reviewed to *ssure that potentiyl s-‘ctg concerns wery properly

f aduress«d and reported., Selected reports were followed to ensure that

: appropricte management attention and corrective action was &pplied,

a. Inadvertent Loss of Vita) Bus 1-11

Nn Jarvary 21, an suxiliary operator assigned to transfer bus 1-1V to

' its regulating (Sola) transformer, inadvertently transferred bus
1.11, wh ch resulted in deenergizing the 1-11 120 volt AC vital bus,

1 The bus was restoced to service six minutes later and DR 92-160

' inftiated to documeni the event. Because of plant conditions at the

time of the transfer, no significant operational impact resulted,

The event occurred while performing 1-0P-26.5, 120 Volt Vital Bus
Distribution. The teut group had requested the 1-1V 120 volt vital
bus be transferred to its Sola transformer because of difficulties
esperienced «hen estadlishing a charge on battery 1-1V following a
service test.

in oerder to transfer a 120 volt vital AC bus from fts inverter to the
tola transformer, the “ransformer must be vnergized hy closing its
asso.fated breaker. The vital bus transfer can then be made, other-
wise the vita) bus would be transferred to & dead source. For this
event, Lhe auxiliary operator enero’:ed the Sola transformer
assuciated with vital bus I-1V, but went te the incorract transfer
switen panel to complete the transfer. This resulted in placing the
120 volt vital AC bus I-11 on a dead source,

The inspectors reviewed the proceaure and examined the tran.fer

switzh panels associated with the event, The transfer switches for

vital tuses 1-I11 and 1-1Y are physically separoted by a door and both

| are well marked, Although the procedure provides instructions for

r all four vital buses, instructions for each bus are separated, with
sufficient notes and cautiont., The error appeared to be an exumple
of cperator inattention to detail, and Tailure to foilow the

i licensec's self-check philosophy, The licensee's evaluation

| identified some defiziencies on behalf of the auxiliary operator

~ regarding weak component identification techniques, and a lack of

application of system knovledge to the intent of the procedure.
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any such indicator, This, however, had greviously been identified by
the licensee as a discrepancy on May 9, 1991, The inspectors
reviewed licensee corrective action and noted that the oroposal was
simply to revise the UFSAR to describe actual plant configuration
rather than plece an indicator on the chain, The inspectors
discussed the nesd for arn indicator on the chain, The licensee
decided to pain the chain at the point of locking the valve open ind
to provide a placard explaining Lhe position indicetor.

Potential for RHR System Overpressurization

On January 22, the licensee repourted to the NRC that the RHR suction
relief valves might not pass sufficient flow to protect the RHR system
from a design basis overpressurization scenario wher it is lined up
to the RCS, and the LTOP system is not in service. Operating proce-
dures do not place the LTOP system in service simultareously with the
RHR system during plant cooldown and, therefore, the units have veen
exposed to this vulnerability in the past.

The vulnerability scenirio favolves a charging/letdowr flow mismatch
which could be caused by a lois of instrument air while using the RHMR
system, This would ceusc the pressurizer to fill solid and the
ensuing pressure excursion would challeng2 the ff\‘!f valves. ‘he
BHR system 1§ restricted to operate at less than 350°F and 450 psig.
The piping 1s designed for 600 psti. The two RHR suction relief
valves would begin to discharge at 467 psig and are supposed to pass
900 gpm each at 514 psig (10 perrent relief vilve accumu1ation7.
Alihough the relief va'.es are designed to pass the desiyn basis flow
rate, thcy are prevented from doing so by choking in the relief valve
discharge piping to the PRT due to flashing of the hot water,

The LTOP system utilizes the pressurizer poqys to protect the RCS
from overpressure below 261°F on Unit 1 (3407F on Uinit 2), The LTOP
system, in conjunction with the TS requirement te havs a maximum of
one operable charging punp below 324"F on Unit 1 (3407F on Unit 2),
provides the additional protection needed to prevest RHK \ygrpressur-
fzatica, Howeaer. between temperatures of 261 nd 350°F on

Unit 1 (340-350"F on Unit 2), *he systew is not adequately jrotected,

In order to address the 1ssue in the short term, the licensee
initiated Standing Order 185, RHR system lsolation Restiictions, with
instructions to maintain the NHR system isolated from the RTS gnd use
steam genergtors to cool the reactor temperature to below 324°F on
Unit 1 (340%F on Unit 2). Additionally, the .tanding order would
require LTOP to o2 placed in service any time the RHR 1s unisolated,

Since the AFW system is designed to ccal the plant to 350%, the
inspectors questioned whether sufficient water inventory would exist
under design basis conditions to cool the »lant to a lower
temperature. On January 31, Revision 1 to Standing Order 1B% was
implemented to ensure availebility of a sufficient in.entory of
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3. The I0ER group failed to question the due dates for completion
of action ftems by engineering considering the requ.irements of
10CFRS0, Appendix B for prompt corrective action for conditions
adverse to quality.

&, Station engineering's evaluation of the {ssue was inadequete in
that 1t fatled to consider the primary concern raised,
Additionally, 1t appeared that station engineering ard corporate
engineering worked on the issue independently with 1ittle or no
communication between the two,

5. Dace operability was questioned, engineering support for
proposed coumpensatory measures was less than effective in that
the need for additional administrative controls on AFW inventory
was not fdentifred until questioned by the inspectors.

10 (Fx 50, Appendiz B, Criterion XVI, requires that measures be
established to assure thut conditions adverse to quality be promptly
fdenti’ied and corrected. As stated in the licensee's QA Topical
Report, these measures are implementnd by the DR and Potentia)
Problem Report Systems., This fssue is identified as 2 failure to
provide prompt corrective act'on to a potentially inadequate RHR
relief capacity. Violation 50-%38,339/92-03-02: Untimely Corrective
Actia: “°r Potential RHR Overpressure Reliel Inadequacy.

Unit ¢ Reactor Trip

Unit 2 experienced an automatic reactor trip on Janvary 29, from BY
percent power due to low SG C water level (25 percent) coincident
with steam Vlow ,reater than feed flow, A)) safety systems
functioned nurmally and no complications occurred, (he teip resuited
when the 7 1RY failed closed after a controi circuit driver card
fault. The 'icense: has identified failure of these driver cards to
be a mecurring problem and most recently contributed to reactor trips
in September 1991 (LER 50-339/91-09) and January 1990 (LER
50-338/90-01).

As 3 result of previou: failures, the licensse initiated a PM to
réplace driver cards on a 5 year frequency, however, this may not be
sufficient in that the last two failurec involved cards with only
12-15 morths of service. The lizensee has also initiated ¢ module
repair program to try to increase the reliability of the cards,

The inspectors attended the licensee's post-trip ceview and found it
to be thuroughly conducted. Minor equipment fatlures were identifiod
during the v#.p und included several stuck oprn feedwater ve'lief
valves, excessive N-35 IRNI compensating voltage, EH G rower Sopply
failure and a loop delta-T control circuit malfuiction, The iicensee
identified =nd prioritized all restart issues. The licensee is
continuing to evaluate the recurring failures of driver cards,



Twu violations wore identified,

Mezintenance Observation (62703)

Station maintenance activities were observed/reviewed to ascertain that
the sctivities were conducted in accurdance wi*h approved procedures,
regulatory guides and industry codes or standerds, and in conformance with
TS requirements.

a.

H-35 IRNI Compensating Voltage

Following the Unit 2 reactor trip of January 29, the 35 IRNI was
identified as potentially having excessive compensatirg voltage as
the instrument indicated off-scale low while the redundant channel
N-36 IRN! indicated a value. The fuspectors wi‘nessed licensee
actions to resolve the problem, Nuclear Instrument Channel
Functional Test, 2-PT-30,1, was used to test the channel response and
no problems were identified. The compensating voltage was checked
and 1t corresponded to the evpected value. The licensce varified
dotector operability by reducing compensating voltage ard observing
an instrument response. /fter this check, tne voltage was returned
to the previous cetting.

Discuscisn between instrumentation personnel and operators indicated
the problem only appearcd at the low end of the scale. The licensee
determined that the instrument remained operable; however, a minor
adjustment in compensating voltage ma{ be necessary. Licensec
procedures require that this be done within 60 minute. of a reactor
shutdown and rince this window wus missed, 1% will be performed at
the next oppartunity.

Valve Repacking

The inspectors witnessed a valve repacking activity on 1-CH-368 per
Work Order 5900129299, The valve is a two-inch manual ‘solation
varlve located insice containment. The inspectors a..ended the
prc-{ob briefing conducted by health physics personnel, Tne repack
involved the use of a packing extraction tonl which produces a jet of
high pressure water directed on the old packing. The jet essentially
cuts through the installed packing, hits the backseat, enc forces the
old packing out.

The technique significantly reduces the time for removing packing,
thus is effective in maintaining dose rates ALARA, The inspectors
noted good radiclegical control practices., The tool cperator used a
wet suit, facial shield and the operation was cortained within a
glove bag, The inspectors noted one problem with the packing control
form. The packing control form provides a pecking ring inctallation
sequence and designates the number of packing rings; however, an
additional ipe- ving was necessary to prevent the gland follower
from bottoming ocut. The procedure allows fur this, which appears to
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compensate for .ncorrect packing control forms, The inspector

determined that QA identified & similar concerr in hovember 1991 as a |
result of a packing failure event which required a unit shutdown, i
The licensee has taken action to inprove the valve packing program

including applying additional resources to the packing control forms

ard mplementing an industry study regarding improved packing

techniques,

No vinlations or deviations were identified,
§, Minor Modifications (37828)
| a. Piping Hydrostatic Test

The inspectors witnessed hydrostatic testing of newly installed
piping, par OCP 90-12, in the service water radiation monitoring :
system, The function of the system is to sample service wa.er down :
stream of the K3HX t~ detect a potential heat exrhangcr leak and
mitigate a radicactive releasc to the environment. The 3/4 inch
carbon steel sample piping wus susceptible to micro-organism fouling.
The DCP replaced the piping with ! 1/Z inch stainless steel. 1lhe
inspectors obeerved tie piping associated with sample pump 1-SW-P-5
and RSHK 1A peing tested to 110 percent of design pressure. The ANI
inspector and QA were jesent an! weiked down the piping with weld .
drawings. One discrepancy was identified whore a weld was rat :
progcr y labelicd on the drawing. The QA inspector stated that a DR

| would pe written to identify and correct *he error, No problems were

| fdentified with the hydrostatic test,

h, Pressurizer Heater Cable Repiacement

EWR 90-280 wes implemented on Unit 1 to address chronic problems with
pressurizer heater tripped circuit breakers and blown fuses due to

| component overheatin? refer to IF1 50-338/91-06-03). The modifica-
tion involved replacing the cable between the electrical praetratior
terminal boxes and the circuit hreaker panels and the cable inside
containment bpetween the electrical penetration and the heater
junction Loxes with a higher amperage cable, and replacing circuit
breakers with ‘emperature compensated breake-s and fustalling fuses ,
with higher ampere ratings. Additicnally, cabling was removed from
existing ronduit and installed in cable trays with louvered tray
covers for improved ventilation,

The {inspectors observed work in progress and reviewed the
modification saiety evaluation and 10 CFR 50, Appendix R design
impact checklist, The evaluations appeared to be thovuu%r and the
modification shoulr improve reliapility of the system, Additional
mai;tenance has brousht the number of operable heaters up to 76 out
of 78.



¢, Service Water System Valve Overhapls

As 2 result of recurring probleos with KSHX service water 1solatios
velves 1 Sv-MO¥-103/104 A-D, the Vicensee decided to inspect and
rebuild the valves to reduce high seating torque. Upon tear-down and
inspection, several problens were identified with one or more of the
valves which required engineering support to resolve. The problems
included: deteriorated valve stem bushings, loose pinning of valve
disc to the stem, off-center valve discs, worn tlirust collary,
brittle packing, excessive valve scat wear, and insufficient fit
between shaft buchings and valve body bore. The lTicensee developed
OCP 92.104 to modify the valves to addresi ihe concerns., The vendor
was corsulted to obtain ar improved packing arrangement,

The 'icensee expanded the scope of the vork to include Service Water
Header isolation and Cross<Connect Valves 1-5W-MOv-101/105 A-D and
1-5W<MOV-102/106 A-B, This required two service water header outayes
and eatry into 15 action statements., The licensee effectively
planned the work by first refurbishing the cross-connect valves
(outside tte LCC) and then, being the same type as the fuolation
valves, reinstalling them as the isolation valves (within the LCO) to
minimize the time duration in the action statement, The inspectors
noted good coordinatior between engineering, maintenance and cpera-
tions fcr the entire effort, Corrective action appeared to be
extensive in addressing identified problems and in expansion of the
initial work scope,

Sur¢eiliance dbservation (61726)

The 1inspectors observed/reviewed TS required testing and verified that
tosting was performed in accordance with adequate procedures, that test
instrumentation was calibrated, that LCD's were met and that any
deficiencies identified were properly reviewed and resolved.

On January 16, the inspectors observed the performance of 2-PT-82,3A, 2M
EDG Test (Sinulated Lose of Offsite Power in Conjunction with an £5F
Actuation Signal). The test veritfies that the EDG reaches rated speed,
voltage and freguency within the TS Timit of 10 seconds, and can be loaded
to 2600-2600kw within 60 seconds,

During the fast start, a chart recorder 1s used to plot EDG voltage and
frequency, The input to these measurcments are obtained through an AC te
0C voltage corverter and & frequency converter before being connected to
channel one and two of the chart recorder., The inspectors noted that the
converters were not calibrated finstruments, but rather checked by
calibrated instruments prior to each use. The inspectours guestioned this
practice since misalignment of the recorder could represent a significant
error, Upon Jiscussion with the technicians insialling the equipment, the
inspectors were informed that the voltage and frequency ranges are
programmed into the chart recorder ir the shop prior to the equipment
being brought to the control room for testing, The chart recorder was set
for & range of 95145 volts, which is scaled down from actual measured
voltage by a factor of 35, fo demonstrate that the chart recorder was set
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up to measure voltage at 9545 volts, the licensee measured input voltage

using a calibrated instrument and verified that the outnut of the chart

recorder sccurately reflocted the input voltage. The strip chart was

reading between 3-4 volts low for the input applied. This represented a
105140 volts error when consider1n$ the 35 to 1 ratio for lhe voltage

Teqsur?ment. The acceptable range for the diesel generator is 4160 +/-
20 voits,

The tnspectors discussed this matter further with licensee management, who
pointed out & third data plot provided by the chart recorder. This plot
provided direct input of frequency and voltage and is not dependent on
paper alignment, Also, the chart recorder 15 a calibrated instrument with
res¥oct to speed and voltage. Since the chart recorder is plotting
cycles, the frequency can be determined by counting the cgcles over a
period of time and voltage can be determined by measuring the peak-to-peak
value. The paper alignment dces not affect these measurements. This plot
serves as a check of the lire plots obtained from connuctions one and two.
The inspectors were further informed that the IAC technicians are required
to perform a one point check prior to and after each test. However, this
check 15 not procedurized and the licensee acknowledged that only about
half of the technicians perform the check. The licensee informed the
{nspectors that a chanye to the procedure was pending which would provide
more detailed instructions for connecting the test equipment and perform-
ing checks prior to and after each use.

7. Reliable Decay Heat Removal During Outages (T1 2515/113)

The inspectors reviewed licensee programs to ensure reliable decay heat
removal capability during plant outages, Implementation of requirements
and the conduct of certain activities during the current Unit 1 steam
enerator inspection outage were reviewed for adequacy. The inspectors
ound the licensee's programs indicalive of a hiyh level of sensitivity
towards safe snd reliable operations during shutdown conditions, Programs
in place or currently being developed are adequate to ensure that outage
activities which have the potential to affect decay heat removal, are
properly reviewed and approved by management, he licensee has
established procedures to ensure that decay heat removal is maintained
under forced and natural circulation conditions, Several examples were
identified which 11lustrated the licensee's conservative approach touwards
shutdown operations,

a. Shutdown Safety Assessment

The liceisee has identified a group of critical safety functions
while shutdown, These include reactivity, core cooling. electrical
power avai\ab111t¥. containment, water inventory and RCS integrity.
For each critical safety function an unacceptable condition is
defined and a polygon with a critical safety funciion at each point
is developed to graphically 1llustrate the current margin available,
This is reviewed by management on a daily basis in addition to &
projected polygon for the next day.

B e s R e —— el e e R e e e

e R— R e e






e aada e e

4
.

battery backed source, The fnspectors determined that this
electrical Vineup was specified in vthe design change package and
appropriately approved,

The inspectors also reviewed licensee activities during recent EDG
battery replacements, in each case the EDG was approp fately
declared inoperable when the battery was inuperable,

<. Yalve Maintenance on Non-lsolable System

The inspectors reviewed DR-92-63, that reported a primary system leak
that occurred when the packing of 1-CH-320, Letdown Lire Manual
Isolation Valve, blew out during repacking maintenance activities.
The unit was in mcde 5 at the time, The two-inch valve fis
non-1s0ladle from the RCS and the licensee historicaliy backseats the
valve to repack it. In this case the leak developed when (k2 packing
above the lantern ring was removed, It was not clear whetier the
valve was leaking past 1ts beckseat or backfiow was _curring from
the pcckinf leakoff line. Nevertheless, while & loss of inventory
was occurring, the mechanics exited containment and reported the leak
to operations., Actions were then taken to stop the leak which
involved tightening the valve on its backseat and reducing leakoff
1ine backpressure,

The leak was minor in nature as no chenges were observed in
pressurizer level, however, & delay in stopping the leak resulted
from a lack of operations involvement in the activities, The
inspectors noted that a contingency plan had not been discussed and
documented, nor had ines of communication been establis!.ed between
operations and maintenance. The {inspectors pointed out that
maintenance activities involving the potential to lose inventory,
such as this, warrants increased planning attention. The licensee
indicated they would consider additional suprort by operations for
such evolutions and additional instructions in repacking procedures
to ensure the lantern ring is aligned with the leakoff line,

Evaluation of Licensee Self-Assessment Capability (40600)

The inspectors conducted a review of the licensee's corporate independent
review functions and industry experience program. TS 6.5.2.7 requires
that the MSRC 1s responsible for the review of safety evaluations,
unreviewed safety questions, TS changes, violations, significant
abnormalities, LER's, deficiencies that could affect nuclear safety and
SNSOC meeting minutes. The licensee implemented the requirements by
submitting all LER's violations and TS changes to MSRC members for review,

Additionally, all safety evaluations are independently reviewed by (NS
while performing its role as a subcommittee to the MSRC. CNS al%o reports
to the Manager of Nuclear Licensing and Programs when conducting
independent assessments of station activities and when implementing the
[OER Program. The fullowing administrative documents which describe the
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rogram were reviewed: LICP-4000 Corporate Nuclear Safety, LICP-2001
Tnuopcndent Review Program, NLP ADM 4.1 Review and Procossing of Industry
Operating Experfence Docunents and VPAP 3002 Operating Experience Program,

Independent Review Program

Through this program CNS indepondontl{ reviews all sufotg evaluations
periormed in accordance with 10CFRS0,.59 and reviews a11 SNSOC meeting
minutes, The inspectors discussed the program with responsible
personnel, reviewed selected {independent verification packages for
effectiveness and reviewed qualifications of individuals, Personnel
assigned to perform the reviews appeared to collectively possess
experience and competence in the diverse disciplines necessary to be
effective. The program appeared to be clearly defined and
ndependent reviews were conducted effectively, Mechan! ms were
avatlable to identify and resolve concerns, and to track and report
the status of items. The fuspectors noted that while safety evalua-
tions were reviewed, no requirement existed to independently review a
sample of activity screening checklists [(used to identify the need
for a safety evaluation) to ensure that required activities received
¢ safety evaluation, The licensee agreed to consider the need for
this.

Industry Operating Experience Review

CNS s responsible for maintaining the |icensee's IOER Pro?rom with
the purpose of roviewing 10ER documents to asses: applicability and
develop action plans necessary to prevent or minimize the conse-

ences of industry events., I[OER documents include NRC Information
otices, Generfic Letters, Virginia Power LER's, 10CFRZ21
Notifications, INPO event reports and Westinghouse lechnical
Bulletins, JOER documents are initially screened within 10 days and
assigned o priority to prepare ar analysis report and develop an
action plan within 30, 60, or S0 days to address the concern, The
inspectors selected a sampling of dezuments and determired that
apyropriate priority had been assigned ard that action plans were of
high quality, clearly f{dentifying th2 cencerns and the need for
further action, The inspectors fidenti{fied weaknesses with the
1fcensee's tracking system for documents in tha' in many cases due
detes were not assigned or had been exceeded or proposed actions had
been rejected with no indication that followup was being pursued,
The inspectors determined that in oceneral the actions were being
adequately pursued and the problems were confined to maintenance of
the tracking system data base, One concern was identified with
tracking of a Westinghouse notification regarding the potential
inadequacy of RHR system overpressure protection, (This issue i3
further discussed in paragraph 3.¢ and is the subject of Violation
50-338,339/92-03-02). In this case 1t appeared the 10ER oversight of
action ftem nriorities and due dates was less than effective in that
the timeliness of an operability acetermination and corrective action
was not commensura.e with the safety significance of the issue.
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Exit (30702)

The inspection scope and findings were summarized on February 18, with

those persons indicated in paragreph '. The inspectors de.cribed the

areas inspected and discussed in detail the inspection results 1isted

below, The licensee did not fdentify as proprietary any of the materia)

Brovldod to or reviewed by the inspectors during this fnspection,
issenting conments were not received from the licensee,

Item Number Description and Reference
VIO 50-238/92-03-01 Failure to Follow Procedures Resulting in Loss

of Vital Bus and Mispositioned EDG Exhaust Valve
(para 3.2 and 3.b)

V10 50-338,339/92-03-02 Untimely Corrective Action for Fotential RHR
Leerpresssure Relief Inadequacy (para 3.¢)

Acronyms and Inftialisms

AC A!ternot%n? Current
AFW Auxiliary Feedwater
ALARA As Low A: Reasonably Achievable
ANT American Nuclear Insurer
ASME American Society of Mechanical Eugineers
CNS Corporate Nuclear Safety
CcvCs Chemical Volume Control System
0C Direct Current
oee Design Change Package
DR Deviation Report
ECCS Emergency Core Cooling System
ECSTY Emergency Condensate Storage Tank
EDG [mergency Diese) Cenerator
EM Electro Hydraulic
ESF Engineered Safety Feature
EWR Engineering Work Request
FRY Feedwater e?ullting Valve
18C Instrumentation and Control
IFl Inspector Follow-up Item
INPO Inctitute of Nuclear Power Operations
10ER Indusiry Operating Experience Review
IRN] Intérmediate Range Nuclear Instrument
JCo Justification for Continued Operation
W Kilowatts
. Q Limiting Condition for Operation
- R Licensee Cvent Report
fop Low Tenperature Overpressure Protection
MSRC Management Safety Review Committee
NLP Nuclear Licensing Procedure

NRC Nuclear Regulatory Commission



NRR
NSE

PORY
PPM
PRT
PS1G

QA
RI1
RCS
RHR
RSHX
RiLLS
56
SNSOC
STA
1§
UFSAR
VIO

1%

Nuclear Leactor Regulation

Nuclear Safety Lngineering

Preventive Maintenance

Power Operated Relief Valve

“arts Per Million

Pressure Relief Tank

Pounds per Square Inch Gage

Quality Assurance

Region 11

Reactor Coolant System

Residual Meat Removal

Recirculation Spray Meat Exchanger
Reactor Vessel Level Indicating System
Steam Generator

Station Nuclear Safety and Operating Committee
Shift Technical Advisor

Technical Specification

Updated Fina)l Safety Analysis Report
Violation



