


fully formulated 1ts long-term corrective action (paragraph 3.1,5), Ina
second instance, the corrective action associated with a reportable event
only focused on correcting the specific event even though there were previous
similar occurrences (paragraph ..5.6),

A reactor trip from 100 percent power occurred on February 19, 1992, following
the loss of a 120 volt alternating current (AC) instrument bus. The operators
responded well to the trip, However, licensee fdentified weaknesses in an
off-n. mal procedure may have contributed to the trip (Sectien 4),

In the area of operational safety verification, several personnel errors
occurred, Three of these 1ssues resulted in a violation of NRC requirements
and are similar to 1ssues that were 1dentified 1o NRC Inspection

Report 50-482/91-36 (Sections 6.5, 5.8, and 5,11). Throe other problems
appeared to have been caused by fnattention to detall (5.4, 5.6, and 5,15),

The 1icensee's long term actions associated with the permanent cavity seal ring
melted borated polyethylene will be tracked by an inspector followup 1ten
(Section 5,3). The resu'ts of the NRC's special fnspection of the February 2u,
1292, noise inside containment event will be documented {n NRC Inspection
Report 50-882/92-06 (Section 5.2),

The results of the performance of observed surveillance activities was again
mixed, While all observed surveillances were satisfaitorily performed, a
number of weaknesses were fdentified, These included weak radiologicy' control
practices and one personnel safety concern, In addition, weaknesses in @
reactor coolant system isolation check valve leak test procedure appeared to
have caused @ thermal hydraulic event or the sticking of a safety injection
accumulator fsolation motor-operated valve, This {ssue 1s discussed in further
detail 1n NRC Inspection Report 50-482/92-06 (Section 6),

Maintenance act{ 1ties, observed by the inspectors, were performed well during
this inspection perfod, An instance of fmproper material tagging was
fdentified by the licensee, but this appeared to be an isolated case, The
1icensee's corrective actions were appropriate (Section 7),

The safety injection system was determined to be aligned in accordance with

station operating procedures; however, the adequacy of a Z2-year review

?ssociatcd with the system checklist was fdentified a. an unresolved iten
Section 6),

The 1icensee maintained a good 10 CFR Part 50,59 program., The 1icensee was
working to improve the consistency of evaluations among plant organizations,
Formal trainiry exists for use of screening criteria; however, the training
department was planning to develop training on proper performance of safety
evaluations, In one instance, part of the basis for not performing a safety
evaluation was unjustified. The inspector considered this to be & weakness

(Section 9).
A 11st of acronyms snd initfalisms 1s provided in Attachment 1 of this report,



DETAILS

Lersons Contacted

Withers, President and Chief fxecutive Officer
fafley, Vice President, Operations
Rhodes, Vice President, Engineering and Technica) Services
Maynard, Director, Plant Operations
Anselmz, Licensing Engineer
Benedict, Manager, Ouality Control (QC)
Claton, Supervisor, Maintensnce Engineering
Creel, Manager, Nuclear Activities, Kansas Gas and [lectric
Dingler, Manager, Nuclear Plant Engineering (NPE) Systems
fehr, Manager, Operations Training
Flannigan, Manager, Nuclear Safely Ingineering
Fowler, Manager, Instrumentation & Control (1&(0)
Gilmore, Suporv‘sor. Operations Training
W. Holloway, Manager, Maintenance and Modifications
Jacobs, Supervisor, Mechanical Maintenance
K. Low's. Supervisor, Results Engineering
M., Lindsay, Manager, Quality Assurance (QA)
Logsdon, Manager, Chemistry
Morril1, Manager, Radiation Protection
Mosehy, Supervisor, Operations
Naylor, Supervisor, Operations Training
Norton, Manager, Technical Support
Parry, Director, Quality and Safety
Payne, Manager, Supplier/Materfal & Quality
Pippin, Director, NPE
Rich, Jr,, Supervisor, flectrical Maintenance
Smith, Manager, Modifications
Wideman, Manager, Licensing
Williams, Manager, Plsnt Supvort

The sbove licensee personnel attended the exit interview conducted on March 9,
1992, In addition to the above, the inspectors also held discussions with
various other licensee and contractor personnel during this inspection,

2. PLANT STATUS

The plant was at 100 percent thermal pc<nr at the start of the inspection
perfod, A reactor trip and turbine trip occurred on February 19, 1992, because
of “lo-10" steam generator (SG) water level, which was caused by an instrument
bus failure, The licensee stabilized the plant and cooled {1t down to Mode 5
(cold shutdown), On February 26, 1992, the plant returned to Mode 3, On
February 28, 1992, the licensee fdentified a leak on a reactor vessel head
control rod drive mechanism (CROM) canopy-seal weld, During the inspection of
the leaking canopy seal weld, 1icensee personnel inside the containment

building heard a loud noise and felt movement of the permanent cavity seal
ring, ge1smic monitor and loose parts monftor alarms were received, The




1icensee formed an Incident Investigation Team to investigate the cause(s) ~f
the nofse and, on February 29, 1992, the plant was cooled down to Mode 5, The
plant was in Mode £ at the end of v\he inspection period.

3, FOEE&EUP §N PaEVIOUSLY IDENTIF%EH NRE 4TEHSP FO%%ONHP gf LICENSEE EVENT

3.1 Inspector Fgllgggg lnd Unresolved |tens (9270]]

3,1.1 (Closed) !nresolved Item (482/9113-03) Disc cies In ical Exams

This unresolved {tem addressed the discrepancies found by the licensee in their
operator medical examination program. The deficiencies included a failure to
perform a specific test to determine tactile discrimination capability; a
fallure to perform blood tests to document the absence of hematopoietic
dysfunction; and a lack of procedural requirements to review the status of work
performance, attendance, and behavioral changes that are documented as part cf
the fitness-for-duty program,

The fnspector reviewed Procedure MR-105A, Pavisfon 1, "Medical Examination for

L 1censed Personnel,” Form KZF-19, Revisfon 10/91, "Medical History and Physical
Examination For Licensed Personnel,” and Form KZF-30, Revicsion 10/91, "Licensed
versonne) Medical Examination - Supervisor's Report." No problems were identified, '
A1l operators passed the reexamination for the deficiencies described, All
current examinations were performed in accordance with the requirements, The
fnspector randomly selected four files and found the documentation to be in
accordance with the subject reguirements, The licensee revised the Updated
Safety Analysis Report (USAR) to reflect the comuitment to Regulatory Guide (RG)
1.134, Revisfon 2, "Medical Evaluation of Licensed Personnel for Nuclear Power
Plants," that endorses American Natfonal Standards Institute/American Nuclear
Society 3.4, 1983, "Medical Certification and Monitoring of Personnel Requiring
Operating Licenses Fur Nuciear Power Plants,” This item s closed,

1,1.2 (Closed) Inspector Followup Item (I1FI) (482/9108-01): Reactor Coolant
5i§ RCS) Sample Through Chemical Volume Control Syster m"'r"r'n et

Sangle LToe

This 1F] addressed the adequacy of an alternate RCS sample point, The licensee
compared easurements of 1iquid KCS samples taken from the RCS Loop 1 hot leg
sample point and the CVC3 inlet sample point in February 1992, The results

of the comparison demonstrated that the CVCS sample location pr vided
representative RCS chemistry samples, Tais information will be included in the
semiannua) report that wil' be submitted in August 1992, This {tem is closed.

3,1.3 (Clused) 1F1 (482/9118-01): Discrepancy Found In USAR

This 4tem concerned the issue that the USAR did not include updated information
on tritium released into the cuoling lake, The licensee provided two reasons
why updating Table 11,17, “Annual Effiuent Releases or Liguid," of the USAR 15
not appropt late, First, tie information precented 1s a model for licensing
purposes and is not intended to represent actual operating data, It is,
therefore, considered historical data and does not need to be updated,



Second, the actual reieeses and resulting offsite doses are calculated and
reported as required by the offsite dose calculation manual in accordance with
10 CF/ Part 50,368 and Section !V,.B,1 of Appendix | to 10 CFR Part 50,

On the basis of discussious with Of71ce of Nuclear reactor Regulatinn and
Region 1V personnel, the licensee’'s justification way found to be acceptable,
This ftenm 1s closed,

3.5.4 (Closed) IFQ (482/9122-01): Ultimate leat Sink (UMS)

This If] addressed the NRC followup of licensee activities to ensure the design
adequacy of the UMS, The inspector reviewed the following documents :

(1) Engineering Study EER 91-EF-03, Revision O, "Review of the Ultimate Heat
Sink Performance With Two ESW Train Operation"; (2) DC~UMS<01-W(, Revision &,
"Mechanical Design Criteria For Ultimate Heat Sink"; and (3) a report prepared
by Sargent & Lundy, "Minfwum Ultimate Meat Sinx (zpacity Requirement for Safe
Shutdown of One Unit to Meet Present and Future Plant Conditfons.,” The
1icensee determined that the UHS would have performed its design function in
the "as-found" conditinn even though s11ting occurred in the channel to the
essential service water (ESU} system pumphouse, The vaximum level decrease was
estimated to be 1.69 feet, The channel depth 1s normally & feet and
approximately 7 feet of s1lt was measured,

New calculations were performed for the UHS based on RG 1.27, Revision 2, "UNMS
For Nuclear Power Plants." The licensee evaluated the impact of raising the
maximum design temperature ot the ESW supply to plant components, The USAR 1s
being changed from a maximum permissible temperature of 95°F to state that the
maximum design basis temperature of the water supplied will be 95°F, The
1icensee's calculations Indicated that a temperature of 96°F could be expected
on three occasfons during the 36-day duration following a design-basis event
and that the t rature would exceed 95°F for approximately 3 hours. The
evaluations concluded that the heat exchangers and coolers would not be
sensitive to slight increases in temperature over the short perfods of time;
therefore, no adverse impact to eguipment would occur, The inspector noted
that approximately 4°F of the temperature rise is due to solar heating based on
the weather conditions that must be assuned,

During Refuel V, the licensee dredged in the vicinity of the ESK pumphouse. A
mechanically powered cutter head in front of the suction 1ine was used for the
remainder of the UHS channel, The dredging was performed as originally planned
except at the 1970 foot elevation on either side of the 80 foct wide UNS
channel, Not dredaing this portion could result in reducing the time before
increased sedimentation occurs in the UHS channel again., lHowever, the licensee
has a monftoring program that will note increasing sedimentation rates.

The licensee determined in response to NRC questions that the UHS had in fact
lost a useable capacity of 20 million gallons, The buildup in the channel
measured 24 inches, particularly near the mouth of the channel, This buildup
acted as a dam and resulted in a 70 percent loss of the usable depth of pump
suction. The dredging in the channel was desfgned to reclaim the ysable pump
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suction depth, The sediment bufldup did not affect the ability of the UNS to
dissipate heat durina an accident, The sediment that was dredged was pumped
over the cooling lake soutnh baffle dike, This item 1s closed,

3,1.5 (Open) IFl 4B2/9136-0%: Fuse Control

This 1tem documenrts fuse contro]l problems fdentified by the licensee. The
inspector reviewed the licensee's evaiuation of Industry Technical Information
Program (1TIP) Item No, 01715, NRC Information Notice 9151, “Inadequate Fuse
Control Programs.,” The ITIP response concluded that WONOC was taking positive
steps to resolve fuse-related problems based on the inspections performed by
OC, The ITIP was closed, and the Plant Safety Review Committee [PSKC) approved
the closure on November 50. 1991, In discussions with NPE personrel, they
stated that they were racently made aware of the ITIP status but that the
conclusions drawn regarding fuse control were sti1) under review by NPL (see in
NRC Inspection Report 50-482/91-36), A Performance Improvement Request (PIR)
was generated to aetermine why thils information notice was not r!v?cued properly.
This 1tem remaini open,

3.2 Followup on Covrective Action For Violations (92707)

3.2.1 (Closed) Enforcement Action EA 91-003 (Violation 462/9039-01): Faflure

to Satisfy a Techniual Specification (15) Requirement

This violation addressed the freezing of the safety injection (S1) pump
recirculation 1ine. The inspector confirmed that STN G°-001, Revision 7,
"Plant Winterdzation," incluced a requirement to place the refueling water
storage tank (PWST) oi recirculation during winter temperature conditions, A
requirement to have electrical maintenance check heat-trace current daily to
verify proper operation when a freeze protection trouble alarm 1s activated was
included in the procedure. A requirement to calfbrate the ambient temperature
switches annually s included in INC-C-1001, Revisfon 5, “Calibration of
Switches.” The inspector reviewed the UA Surveillance TE: 53359 5-1956,
"Freeze Protection.” The surveillance included four recommendations for
{mprovement, including refercnctn? the plant winterization procedure in the
applicable system procedures, replacing “should” with "shall” in the plant
winterization procedure, periodically reviewing essential readings (required
reading) to ensure that it 1s read in a timely manner, and providing additional
trainino on heat-trace systems, The inspectors found these actions to be
acceptabla, This ftem 1s closed,

3.2.2 (Llosed) Violation (482/9118-01): Failure to Follow an Approved
P:gggdurl

This NRC identified violation pertained to a closed isolation valve for the
pressure transmitter located on the residual heat removal (RHR) Pump B discharge
piping, The inspector determined that the corrective actions comitted to in

the vgolatinn were ccceptable, The lesson plan for general employee training
which 1s pefng performed during 1992 includes a discussion of controlled
procedures and the requirement to adhere to procedures, Licensee requalification
training on industry events includes a discussion of this violation,
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The memo from the Dfrector of Plant Operations to all statfon personnel described
management expectations stating: “Operations personnel are the only individuals
author{zed to manipulate valves and operate equipment in the plant unless
specifically allowed by procedure or authorized by the control room,” This
violation 1s closed.

3.2.3 (Closed) violatfon (482/9130-01): Fatlure to Miintatn Proper Afr
Sampling During Contatrient Leak Fate Testing

This violetion resulted when air wes released from containment without required
monltoring equipment being overable, The inspector reviewed the change made to
STS PE-018, Revision 4, "Contatnment Integratec Leak Rate Test,"” The change
provided adequate direction in case of monitor inoperability. Additionally,
the 1icensee placed the PIR, that documented the concern and corrective actions
related to this vielation, into the essentfal reading pro?rcm for results
engineering personnel as part of the corrective action. The inspector found
these actfons to be acceptable, This violation is closed,

3.2.4 (Closed) Violation (452/9131.01): F.ilg:! to ﬂgk! Timelz NRC
Notification

This violation resulted from failing to repert an engineered safety
features (L5F) actuation in & timel, manner, The inspector reviewed the
juidance contatned in the October 28, 1991, revisfon to WCGS Standing Order
0., 11 on the interpretation of “preplanned” as used when determining 1f an
:von% is reportable. On the basis of this additfonal guidance, this violation
s closed,

3.3 te follo f Wr n Reports of Nonroutine Events at Power
eactor e es

3,3.1 (Closed) LER 90-017: Reactor Trip Caused by Steam Generator Atmospherd

The immediate corrective actions included closing the ARV by an IAC technician
who fsolated the nitrogen supply from the actuator, As discussed in NRC
Inspection Report 50-482/91-22, the licensee's corrective action included
{nstallation of Plant Modificatfon Request (PMR) 03651, This PMR added manual
isclation valves on the nitrogen supply 1ine to the ARVs, The inspector
verified that the valves installed during Refuel V were added to

Checklist (C¥L) AB<120, Revisfon O, "Main Steam System Lineup." The inspectors
found these actions o be acceptable. This item 1s closed,

3.3,2 (Closed) LER 90-013: Reactor Trip and Main Turbine Trip Caused by Hi h
Moisture Separator Rghtt!é%ﬂchéTE'”'

The recctor trip resulted from inadequate calfbration of two high level alarm
switches for the moisture separator drain tanks, These level switches were not
calibrated on a scheduled frequency., As a result of concerns expressed in NRC
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Inspection Report 50-482/91-11, the licensee's inspection report review group
established requirements to calibrate the level switches during each refueling

outage., This ftem 1s closed,
to Pertorm rican Society
sequired Visual Inspection of AICTBGITT Ton of

3.3,3

Survedllance Procedure STS PE-D4B(, "Refueling Fool Skimmer System Pressure
Test," aid not test a small section of the piping, The root cause was
determined to be personnel error during procedure development. The revised
procedure was performed during Refuel Vv, The inspector reviewed the completed
procedure and 1dentified no problems, This ftem is closed,

3,34 ((Closed) LER 91-010: g AMlr
H .

Withe b Regl T

gdeguate Administrative Lont
This event occurred because of the lack of administrative controls for security
system work requests (WRs) affecting power block equipment, Additionally,
electricians fafled to recognize the requirements for testing the containment
escape hatch, The inspector verified that permanent signs posted on the escape
hatch doors informed personnel of the notification requirements {f the doors
were opened, [f the containment escape hatch doors were opened, test personnel
were required to perform a leak check, The inspector reviewed the changes 1{r
Procedure SEC 01-109, Revisfon 9, "Reporting of Security System Defects and
Work Request," to ensure that the shift supervisor was made aware of work to be
performed on equipment affecting the power block, The inspector considered
that these actions were acceptable, This ftem is closed,

3.3.8 ry - Emergency Diesel Generating (DG) A
_ i ()€ ' rostatic Te ressure on

The cause of using of the wrong hydrostatic test pressure to test the jacket
water and lube o1l heat exchangers was determired to be personnel error, To
avoid future problems, the licensee enhanced the guidance for determining the
correct system design pressure, This guidance was incorpurated in

Procedure ADM 08-717, Revision 0, "Hydrostatic and Pneumatic Testing." The
change required specifying the source document used in determining the systew
test pressure and provided several sources for obtaining test pressure
information. This enhancement was intended to better focus the individual on
the information used, This item {s closed,

Lock Hatch (losed

*

3,3.6 (Open) LER 91-023: Accidental Bumping of 120 Volt Supply Panel Results

in ESF Eguigment Actgaf!oﬁt

The 1icensee attributed the ESF actuation to maintenance personne] accidentally
bumping the cubicle door for Breaker NG 0ZAT4, At the time of the event,
maintenance personnel were working in the area, WR 07164-51 was written to
investigate the sensitivity of the ground tault relay, the door of the cubicle,
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and the breaker, The licensee could not repeat the event, A memo was 1ssued
by the maintenance manager informing maintenance personnel of the event,
cautioning them about working around plant equipment, and reminding them of the
req?irement to notify the control room 1f their actions affected a control
device,

During the review of this LER, the inspector noted that LERs 86-044, 87-041,
and 89-004 also described £SF actuations that resulted from inadvertent bumping
of equipment; however, these LEW: are not referenced, The licensee stated that
these LERs described bumping that occurred while the equipment 1n guestion was
being worked on rather than bumping that occurred as a result of work being
performed on equipment located in the area, The inspector noted that this

LER d1d not consider the generic implications of other plant equipment that may
be trip sersitive because of inadvertent impact. As a result, this item will
remain open,

ngglgs1ons

Overall, the inspectors found that the LERs reviewed satisfied the
requirements of 10 CFR Part 50,72, However, in one instance, the corrective
actions that were described were not expanded to address the generic
{mplications of the event. The inspectors considered this to be a weakness,

3.4 Inofff Hey of Written Reports of Nonroutine Events at Power Reactor
:If!]jiii!::iéﬁrlzz

The following LERs were reviewed and closed on the basis r* complying with the
reporting requirements and the acceptability of corrective actions:

3.4,1 (Closed) LER 88.028-01: Individual Rgca‘ves Skin Dose in Excess of
Limits as & Result of Unexpec ] € anination

Leads to

1.,4,2 (Closed) LER 89-010-01: |Inadequate Programmatic Control

Personnel Error Resulting 1n olation
3.4,3 (Closed) LER 89-021: TS Surveillance Requi nt Not Satisfied Prior to
Equipment Being Return€d To Service Eecauue o; a_Procedural Inadequacy
3.4,4 (Closed) LER 90-021-01: Setsmic #uestions Concerning the Governor Speed
Control Conduit Causes Inoperab of Turbine priven !ux!1!§rz 4
F!sawl fgr Eut’@ )

3,4,5 (Closed) LER 91-01<001: TS Violation - Leak in Rupture Disc Allows an
Unglanned Release gf Waste Las DecCay rior sampiing

3,4,6 (Closed) LER 91-017-01: Faflure to Follow Procedure by Propping Door
Ogen ?gsults in Potential Tnoperabillity Of Tuel Eu1131ng ang Kux!11ar1
U

din, Emergency cxhaust Systems




The memo from the Director of Plant Cperatfons to all station perscnnel described
management expectations stating: “Operations personnel are the only individuals
authorized to manipulate valves and operate equipment in the plant uniess
specifically allowed by procedure or authorized by the control room,” This
violation 1s closed.

3.2.3 (Closed) Violation (482/9130-01):
Sampling During Containmert Leak ks

This violation resulted when air was released from containment without required
monitoring equipment being operable. The inspector reviewed the change made to
STS PE-018, Revision 4, "Containment In.egrated Leak Rate Test.," The change
provided adequate directicH 1n case o7 monitor inoperability. Additionally,
the 1icensee placed the PIR, that documented the concern and corrective actions
related to this violation, into the essential reading program for results
engineering personnel as part of the currective action, The inspector found
these actions to be acceptable, Thi violation 1s closed,

3.2,4 (Closed) Violatfon (482,6131-01): Faflure to Make Timely NRC
Notif jon

Faflure to Maintain Proper "' -

This violation resulted from failing to report an engineered safety

features (ESF) actuation in a timely menner, The inspector reviewed the

guidance contained in the October 8, 1991, revisfon to WCGS Standing Order

No, 11 on the interpretation of “preplanned” as used when determining 1f an

:von% is reportable., On the basis of this additional guidance, this violation
s closed,

1,3 Onsite foll of Written Reports of Nonroutine fvents at Power

3.3.1 (Closed) LER 90-012: R or Trip Caused by Steam Generator Atmospheric
Kelef Valve (ARV) R

The immediate corrective actions included closing the AR/ by an I&C technician
who 1solated the nitrogen supply from the actuator, As Jdiscussed in NRC
Inspection Report 50-482/91-22, the licensee's correciive action fncluded
installation of Plant Modification Request (PMR) 03651, This PMR added manual
fsolation valves on the nitrogen supply line to the ARVs, The fnspector
verified that the valves installed during Refuel V were added to

Checkl1ist (CKL) AB-120, Revision C, "Main Steam System Lineup," The inspectors
found these actions to be acceptable, This item {s closed,

3.3.2 (Closed) LER 90-013: Reactor Trip and Main Turbine Trip Caused by High
Moisture Separator Rghiﬁ!&r[evel .

The reactor trip resulted from inadequate calibration of two high level alarm
switches for the moisture separator drain tanks, These level switches were not
calibrated on a scheduled frequency, As a result of concerns expressed in NeC
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Inspection Report 50-482/91«11, the licensee's inspection report review group
established requirements to calibrate the level switches during each refueling
outage, This ftem 1s closed,

3.,3.3 (Closed) LER 91-003:
of } anical

TS Yiolation - Fatlum v ”
§ (ASME] Section X1 Kequired Visual Inspection ©

Survedllance Procedure 5TS PE-O4BC, "Refueling Pool Skimmer System Pressure
Test,” did not test a swall section of the piping, The root cause was
determined to be persunnel error during procedure development, The revised
procedure was performed during Refuel V. The inspector reviewed the corpleted
procedure and identified no problems, This ftem 1s closed,

3. 3“

(Closed) LE? ontainment eng Afr Lock Hatch (losed

This event occurred ceceiise of the lack of administrative controis for security
s{stcm work requests 'WRs) affecting power block equipment, Additianally,
electricians fatled to recoygnize the requirements for testing the containmernt
escape hatch, The inspeztor verified that permanent signs posted on the escape
hatch doors informed pe:.onnel of the notification requirements {f the doors
were opened, 1f the containment escape hatch doors were opened, test personne
were required to periurm a leak check, The inspector reviewed the changes in
Procedure SEC 01-109, Revision 9, "Reporting of Securfty System Defects and
Work Request,” to ensure that the shift supervisor was made aware of work to be
performed on equipment affectiny tne power block, The inspector considered
that these actions were zcceptable, This {tem 1s closed,

3.3,5 (Closed) LER 91-02i: Yoluntary - Emeﬁgenc; Diesel rating (DG) A
%gp ored With Incorr -fEV"il- ng Hydrostatic Test Pressure on
_g,_{é E Uu!ir E.na fué "TT Heat fxgﬁen' gsl'n' ]
The cause of using of the wrong hydrostatic test pressure to test the jacket
water and lube 011 heat exchangers was determined to be personnel error, To
avold future problems, the 1icensee enhanced the guidance for determining the
correct system design pressure., Thi. guidance was incorporated in
Procedure ADM 08-217, Revision 0, “Hydrostatic and Pneumatic Testing." The
change required specifying the sou~ce document used in determining the system
test pressure and provided several suurces for obtaining test pressure
information. This enhancement was intended to better focus the individual on
the information used, This ften is 2losed,

3,3,6 (Open) LER 91-023: Accidental Bumping of 120 Volt Supply Panel Results
in ESF Equipment Actiif?bﬁs o

The licensee attributed the ESF actuation to maintenance personnel accidentally
bumping the cubicle door for Breaker NG OZAF4, At the time of the event,
maintenance personnel were working in the area, WR 07164-9] was written to
investigate the sensitivity of the ground fault relay, the door of the cubicle,




and the breaker, The licensee could not repeat the event, A meno was 1ssued

by the maintenance manager informing maintenance personnel of the event,

cautioning them about working acound plant equipment, and reminding them of the

;:qgirumant to notify the control room 1f their actions affected a control
vice.

During the review of this LER, the inspector noted that LERs 86-044, 87.041,
and 89-004 also described [SF actuations that resulted from inadvartent bumping
of equipment; however, these LEKs are not referenced, The licensee stated that
these LERs described bumping that occurred while the equipment in question was
being worked on rather than bumping that occurred as a result of work being
performed on equipment located in the area. The inspector noted that this

| ER did not consider the generic implications of other plant equipment that may
be trip sensitive because of fnadvertent fmpact. As a result, this ftem will
remain open,

anglgsiggs

Overall, the inspectors found that the LERs reviewed satisfied the
requirements of 10 CFR Part 50,73, However, in one fnstance, the corrective
actions that were described were not expanded to address the generic
ifmplications of the event. The inspectors considered this to be a weakness,

3.4 Inoffice R vﬁ§s79f Hr1§ten Reports of Nonroutine Events at Power Reactor

The following LERs were reviewed and closed on the basis of complying with the
reporting requirements and the acceptability of corrective actions:

3.4,1 (Closed) LER 88-028-01: Individual Receives Skin Dose in Excess of
Limits as a Result of Unexpected Mot 5;?!16'; Tontamination
1.4,2 (Closed) LER 89-010-01: Inadequate Programmatic Controls Leads to
Personnel Error Resultiqgﬁ!n TE VioTation
3,4.3 (Closed) LER 89-021: TS Surveillance Requirement Not Satisfied Prior to
Equipment Being Returned to Service Uecause 07 & Procedural Inadequacy
3.4.4 (Closed) LER 90-021-01: Seismic Questions (oncerning the Governor Speed
| c%nérol Conduit Causes lnqperaB!1H{y o Turbine Triven Ruril1ary ——
water Putp
| 3.4,5 (Closed) LER 91-01-001: TS Violation - Leak in Rupture Disc Allows an
| Unplanned Release of Waste Tas vecay Tank WIthout Br!or ngg}1gg
| 3.,4,6 (Closed) LER 91-017-01: Faflure to Follow Procedure by Propping Uoor
| Open Results in Potential Thoperab11ity of Tuel Buliaingans Kux!11@51
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3.,4,7 (Closed) LER 91-026: U ned E! {on Kesulting From Radiation
Monftor GK RE-004 Net Fully FypasSed When Ereaker was leenery?le

4, PROMPT ONSItEﬁRKSPUNSE TO EVENTS AT OFER&TING POWER REACTORS (93702) |
4,] Rug;or Tr‘g !‘

On February 19, 1992, a reactor trip occurred when the safety-related 120 volt AC

Instrument Bus NNO1 was deenergized, The inspector verified that the plant was

stabilfzed in Mode 3, The event was preceded by the receipt ot Annunclators C5A, :
“NNC1 Undervoltage," and Annunciator 258, "NN11 Undervoltage," The operators :
entered Off Normal Procedure OFN 00-021, Revision 7, "Loss of Vital 120 volt AL

In~trument Bus.” The shift supervisor directed the turbine bufiding watch to |
energize Bus NNO1 from Transformer XNNOS, The reactor operator noted that &l
instrumentation supplied from Bus NNOI had failed, The instrumentation includec 1
power range and intermediate range nuclear instruments; the Controlling Pressurizer
Level Channel 459, Pressurizer Pressure Channel 455, Chlorine Monitor Gk AIT-2,

and varfous other instruments, Since the pressurizer level channel falled low,

the letdown isolation valves closed and the charging flow increased., The

positive displacement pump (PUP) was running at the time of the event: however,
when the operator selected Pressurizer Level Channel 460, the PDP speed reduced

to slow, The PDP tripped because of low oil pressure. The POP operates with a ;
constant speed motor, Pump speed 1s changed by increasing or decreasing the :
fluid coupling between the motor and pump, When the automatic runback occurred,

the pump controller slowed the pump too fast (overcompensated) which lowered the :
011 pressure below the low oi] pressure setpoint. An operator started Centrifugal '
Charging Pump (CCP) A when he noticed that the PDP was not operating, The

posttrip review determined that cooling water to the reactor coolant pump [RCP)

seals was stopped for approximately 42 secunds, :

The inspector determined that additional component actuations occurred when

Bus NNO1 was lost., Level instrumentation for the component C20ling water surge

tank fafled low, which resulted in the start of another component coaling

water pump, Steam generator (5G) pressure transmitters, steam flow instruments,

and turbine impulse pressure instruments also fafled low, This resulted in &

reduction in main feedwater pump speed, which caused decreasing SG water level,
Approximately 2 minutes after receipt of the undervoltage alarms, a reactor trip

occurred on "lo-10" SG A level., Tne operators entered [mergency

Procedyre EMG E-0, Revisfon 2, "Safety Injection,” verified & safety

tajection (SI) did not occur, and proceeded with Emergency Procedure £s-02, .

”

Revision 2, "Reactor Trip Response."

The licensee determined that all ESF equipment functioned as required,

Components that failed to operate as erxpected included the improper operation |
of three steam dump valves, The operators also had difficulty in starting the

main turbine 11ft pumps, and the KCPs lost seal cocling for a short period

following the trip of the PP and before a CCP was started, The 1icensee

conducted the posttrip review in accordance with Procedure ADM 02-400,

Revision 8, "Posttrip Review." The 1icensee classified the trip as a

Condition 11, which indicated the cause of the trip was known and corrective

actions {mplemented.
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The inspectors monitured the posttrip review nresentation given to the Director |
of Plant Operations, The operations supervisor determined that Procedure UFN :
00-021, Revisfon 7, “Loss Of vital 120 volt AC Instrument Bus," contributed to |
the trip., Procedure OFN 00<02] required the operator to take manual control of
the mafn feedwater pump to maintain S0 levels rather than ensuring that all
necessary instrumentation was transferred to alternate controlling channels, ;
To ald the operator in making these transfers, the supervising operator :
recommended that, for each instrument channel, a desfgnation of the applicable
power supply be added to the control beards, A PIR was fssued to document this
recommendation, Another PIR was issued to address procedure changes warranted
b{ the sroblems with the matn turbine 11ft pump CUNO filters since this prevented i
| placing the turbine on the turning gear. A third PIF was fssued for changes in
| the posttrip review reguirements tor obtaining & sequence of events printout,
- Human Performance tvaluation System Report 97-002 was generated to investigate
: whether aiy changes to procedures or cortrol room aids could have prevented the

reactor trip. Hardware Failure Analysis Report (HFAR) RE 92-001 was generated
! to address the synchrorizing card fatiure in the inverter that supplied the
= 170 volt AC instrument bus, WPE evaluated the impact of the loss of RCP seal
cooliﬁgd*or the 42-second perfod and determined that no detrimental effects
occurred,
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Equipment vepairec included safety-related Instrument inverter circuit cards,
' the steam dump valves, and & relfef velve on No, / feedwater heater, This
- reactor trip will be reviewed further following the issuance of the LEK for
this event, |

Lonciusions h

(perators responded well following the reactor trip caused by the loss of an
instrument bus., The operations supervisor performed & good, thorough posttrip w
review, The review identified weaknesses in the offnormal procedure for Toss
of an instrument bus, The review determined that the power supply for each

fnstrument should be specified on the control boards, ;

' 5, OPERATIONAL SAFETY VERIFICATION (/1707) ;

| The objectives of this inspection were to ensure that the facility was being
operated s« fe’ - and in conformance with 1icense and regulatory requirements and |
that the licensee's management control systems were effectively discharging the
1icensee's responsibilities for continued safe operation., The inspectors |
| mon{tored 1icensee activities related to: restoratfon of Inverter NN1I,
| actuation of sefsmic monitors and loose parts monitor (LPM), permanent cavity |
seal ring, ESF actuation, operability of ESW strainers, overpressurization of j
PDF discharge piping, emeryency 1ight found inoperable, discussions on dose
equivaient lodine (DE1), unexpected transfer of RWST inventory to the RCS,
chlorine monitors, digital rod position indicatfon [ORPI) deviation |
annunciator, inadvertent release in the radwaste building, inadequate control
room ventilation 1ineup, 5! accumulator boron concentrations, DG missile doors, |
and organfzational changes. The methods used to perforu this inspection
included direct observation of activities and equipment, control room
operations, tours of the facility, interviews and discussions with licensee
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personnel, independent verification of safety-system status and limiting
conditions for operation, corrective actio s, and review of facility records,

5.1 Rg;;grg;!gn gf lnvgrg;r NN11

During the restoration of NNil to 1ts normel 1ineup, the breakers for

BG LCV=112C, volume control tank outlet valve; and BN LCV«1120, the CCP suction
isolation valve from the RWST, tripped when the operator tried to reopen them,
At the same moment the operator tried to open the valves, the valve control
logic generated a close signal, These opposing logic signals caused the
breaker to trip. Additionally, the 5G A ARV failed open. Investigation
revealed that Pressure Transmitter AB PT-1 loses power when KNIl 1s lost,

When NN11 was restored, the prersure transmitter spiked "high" c0usin? the ARY
to open, Operations personnel were dispatched to close the ARV and close the
breakers for the two valves, Further review disclosed that the equipment
functioned as designed. rations Procedure SYS NN-131, Revision 8, "120 volt
AC Instrument AC (Class 1E) Energfzation,” did not provide the operator
guidcnco on how to avoid these actuations, A procedure change was approved on
ebruary 26, 1992, to increase the detail 1n SYS NN-13]1 and 5YS NN-332,
Revisfon O, “120 volt AC Instrument AC (Class 1f) Deenergization," to preclude
further probtlems,

5.2 Actyation of Seismic Monftors and LPM

On February 28, 1992, while in Mode 3, the control room received

Annunciator 98C, "R Spectrum OBE Exceed," that indicated operating basis
earthquake (OBES acceleration 1imils were exceeded, Annunciator 98E, "Sefsmic
Recorder On," alarmed which indicated that the strong motion sefsmic
fnstrumentation system detected acceleration greater than or equal to

0.01 g (feet per second). Also, the LPM received indicatfons on 10 of 12 LPM
channels, The operators noted that no major evolutions were 1n progress and
that no RCS parameters or containment parameters changed, 0OC personnel in the
containment reported that they heard & loud "nofse” and felt the permanent
cavity seal they were standing on "move.” After discussions with Region IV
~rrsonnel, the licensee 1ssued a letter to Rogion 1V confirming that they would
brief the NRC on the results of the their incident investigation team's findings
prior to entering Mode 2. An NRC special team {nspection was initfated on
March 6, 1992, and was onqo1n$ at the end of the inspection period, The
results of this inspection will be documented in NRC

Inspection Report 50-482/92-06,

5.3 Permanent Cavity Seal Ring

following the noise that occurred inside containment on February 28, 1992, the
11censee performed a walkdown of the permanent cavity seal ring (which was
recently installed during the fifth refuelin? putage) to deterwine whether any
offnorma) conditions existed, During the walkdown, the licensee determined
that a buron impregnated pulyethylene material, Type 207, had flowed from the
cavity seal "basket" corners and collected on the cavity seal fnsulation and
RCS piping, The cavity seal ring was constructed with "baskets” that hung
under the seal ring, rhe "baskets" (which are used for shielding) contained
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approximately & inches of concrete and 4 inches of borated polyethylene, The
11censee conducted walkdowns and determined additional locations where the
melted polyethylene materfal contacted. They also began an investigation of
1ts effect on equipment that 1t came into contact with, The polyethylene was :
in three forms: (1) translucent, (2) dark brown, and (3) charred black, The ﬂ
1icensee determined, after reviewing records and discussions with the vendor,
that the polyethylene has flame retardant additives that are nontoxic and
produce water vapor. Because polyethylene 1¢ a simole hydrocarbon, the material ,
releases mainly hydrocarbon and carbor dioxide upon burning, :

After reviewing the desfgn calculations, the license¢ determined the largest
source of heat was inleakage of afr at the corners of the vertical and
horizontal insulation, An adaitional heat source was the gep between the
vesse! head and the cavity seal ring, The licensee also determined sone
cooling of the cavity seal ring was reduced because of a "chimney effect” at
the excore detector wells, None of these deficiencies were detected during
the postmodification testing following the installation of the seal ring,

The licensee's corrective actions included: (1) placing insulation in the
corner where the vertical and horizontal insulation meets in order to ensure the
corner acts as a line source of heat as originally designed, (2) placing
fnsulation between the reactor vessel and the permanent cavity seal to f{1]
that space, and (3) placing fnsulation and sheet metal caps at the detector
wells to eliminate the “chimney effect” to ensure proper ventilation,
Additiona) corrective actions included redistributing air flow to enhance
proper cooling and placin? stainless stee) sheets around the reactor vessel
piping to preclude any polyethylene from cortacting the piping, The inspector
reviewed the WRs that implemented the corrective actions for adding insulation,
placing stainless steel sheet metal over RCS piping, and {1+ talling access
covers, No problems were 1dentified,

The licensee deternined the effects on equipment qualification of the head vent
valves, Rosemount transmitters, electronfc circuit boards, and conduit seals, .
The 1icensee assumed a loss of all the polyethylene and calculated the new dose

rate. The new dose rate was calculated to be 1400 mrem per hour., Previously

measured dose rates were approximately 200 mrem per hour, Approximately

7 cubic feet out of 65 cubic feet of polyethylene was lost. The 1icensee will

conduct increased neutron radiation surveys in order to determine the actual

dose rates while the unit 1s at power,

The licensee determined that the desfgn basis temperatures for the concrete
were not exceeded, The licensee contracted with a test laboratory to evaluate
the chemical content of the varfous stages of polyethylene, Upon receipt of
the lab results, the 1icensee determined that the only constituent of concern
could be the 70 parts per million (ppm) fluoride concentraiion. However, most
of the concentration was volatile and evaporated, The remaining material was
removed from the RCS piping prior to plant heatup. Followup by the NRC of the
effectiveness of the licensee's actions and their long-term corrective actions
will be tracked as [FI 482/9202-01,
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5.4 lﬂggxsggggﬁ>£SF Actuation

On February 29, 1992, as an JAC technician 1ifted & lead to Aisable the
feedwater 1solation signal (FWIS), a feedwater Ysolation occurred, Upon
investigation, the 1icensee determined that the technician accidentally touched
the lead to metal while removing the lead from the terminal strip, After
reviewing the drawings and the vendor mcnual, the licensee determined that this
was the cause ot the fnadvertent FWIS, A PIR was inftfated to ensure other
methods were researched for landing and 11fting leads related to disabling the
{:éséz ggzthor inspection followup will be performed following the {ssuance of

5.5 Qverpressurization of POP Discharge Piping Results in kelief Valve Damage

On January 31, 1992, the system engineer responsible for the CV(S noted during
review of VT~5 fnspection results that the pressure in the Class 2 piping had
reached 2900 pounds per square 1rch (psi) on January 10, 1992, This was

100 psi greater than the design pressure, but less than the 110 parcent

(3080 psi) hydrostatic test pressure, A PIR was written to determine t'e root
cause of the overpressurization, A shift supervisor knowledgeable of the
evolutions in progress performed the evaluation, The shift supervisor concluded
that the overpressurization occurred during performance of ST5 BG-004, Revision
B, "RCS Inservice Valve Test," Procedure 515 BG-004 provided instructions to
adjust the RCP seal injectfon throttle valves to 1imit total seal injection
flow, The flow would be limited to approximately 80 gallons per minute (gpm)
during an S1 with one CCF operating at runout flow, or approximately 124 gpm
with two CCPs operating,

The 11censee determined that the operators performing the test verified that
they met the initial conditions prescribed by the procedure. The operator
deterined from existing differential pressure that maximum flow to the RCP
seals was heing exceeded, The operators adjusted the seal injection throttie
valves. This was the only flow path that existed with normal charging and
| letdown secured., Closing the throttle valves rapidly increased the charging
1ine pressure since the seal injection flow path was the only avatlable path,
Charging system pressure quickly exceeded the PFOP relfef valve setpoint of
2735 pounds per square inch yage (psig), However, the operator did not realize
the setpoint had been exceeded. When the charqin? pressure gauqe began
oscillating, the operators reopened the RCP seal injection throttle valves and
suspended the test, At that time the seal injection flow was 42-44 gpm, the
| reifef flow was approximately 5-7 gpm, and the charging system pressure was
L 2900 pounds per square inch gage (pstg). The auxiliary building watch noticed
| the relief valve was leaking, Subsequently, the PDP was removed from service
| and CCP A was started, The PDP discharge pipe was overpressurized for
approximately 15 hours,

The root cause analysis revealed that the test procedure failed to properly
capture vendor design information as specified 1n a reference document, The
vendor specified that charging and letdown System be aligned in normal and
in-service. The licensee's procedure stated fiow should be balanced, which
allowed both charging and letdown to be secured, The vendor document specified

T - ” T R mTT— —— . .
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that the RCS should be at normal operating pressure (NOP) and normal ooerating
temperature (NOT), The Vicensee procedures specified the plant sheuld be in
Modes 1, 2 and 3; however, for a significant period of the time, the plant 1s
not at NOP and NOT when in Mode 3. The procedure had no precaution to indicate
a maximun system pressure while throttling the seal injection throttle valves,
Additionally, none of the control room operators realfzed that the relief valve
setpoint had been exceeded even though there was available indfcatfon, This is
indicative of a training weakness, This fs an additional recent example of a
plant event that was caused b{ an inadequate procedure, The i1nadequacy of

STS BG«004 1s a violation of Technical Specification 6.8.1,a for fatlyre to
have an adeguate test procedure (452/9200-02),

5.6 ﬂﬂl'ﬂ!"i! Light Found lgogg:’blg

On a routine tour of the auxiifary building on February 14, 1992, the
inspectors noted that fmergency Light A-65 was not energized. This information
wes given to plant management and, subsequently, the light was reenergized on
February 18, 1992, After ‘lectricians determined the !ight was inoperable
because the fuse was not installed, electrical meintenance personnel wrote a
PIR, Discussions with gcrsonnol involved revealed that individuals who
performed the annual Z-hour test failed to properly restore the 1ight, The
;:tpl?tofs considered this to be another recent example of {nattention to

tail,

6.7 High DEI Levels

On February 12, 1992, a conference call among WCG5, Region 1V, and Uffice of
Nuclear Reactor Regulation personnel was conducted concerning the increasing
levels of DEL, Licensee personnel explained that although DED levels were
increasing, lcdine-134 and lodine-131 met expected values. On the basis of
analysis and discussions with licensee personnel, the licensee concluded that
the cause of increased DE] was the presence of tramp uranium and not failed
fuel, Tramp uranfum {s residual uranium in the RCS from previous failed fuel
or uranfum dio<ide on the surface of the fuel, WCGS plans to revise
Administrative Procedure ADM 01-221, Revisfon 1, “Fatled Fuel Action Plan,” to
establish action levels on the basis of DEl and lodine-11l, After the resctcr
trip of February 19, 1992, no spike was noted in DEI levels, This indicated
that fuel faflures were not present,

5,8 Ug!xg!gtgd Trsngfcr of RWST Inventory to the RCS

On February 23, 1992, a control room operator discovered that 12,000 gallons of
water drained from the RWST to the RCS, The plant was in Mode & with RCS
temperat re and pressure at 122°F and 0 psig, respectively., The licensed
operator identified the decreszing level while taking control board readings in
accordance with Procedure STS CR-00Z, Revision 15, "Shift Log for Modes 4,5,
and 6." Between his readings, RWST level dropped from 96 percent to 9¢ percent
in 8 hours, The operator was alerted because he knew that no water transfer
activities, nor any other plant evolutions, were ongoing that could cause this

leve) decrease,
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The operator determined the possible drain paths from the RWST were through
efther the cold leg 51 injection valve, £M HV-BE3S, or the fuel pool cleanup te
recycle holdup tank fsolation valve, EC-VOEL, Upon discovering EM HY-BR3S
“open," the operator 1mmtd1ltol{ closed the valve and verified (C-VOB] closed,
After closing EM HV-BEI5, RWST leve! stopped decreasing.

At the time of the event, the operators were drafning the RLS to the
2016 elevation for repeirs to be conducted on & \cak?ng core exi1t thermocouple
penetration conoseal (see Section 7.1), The inspectors determined that the
operators completed the last steps of GLN CO-006, Revision 18, “Hot Standby to
Cold Shutdown," and started parforming GEN 00-007, Re/fston 16, "RCS Drain
Down," to draindown the RCS in order to perform the repair, A caution
statement 1n GEN 00-006 directed the vperator to ensure M HV-BB35 was closed
grior to lowering RCS pressure below 100 psig to avold drcin!n? the KWST to the
Cs through the S1 pumps, Decause reactor pressure was maintained around
350 psig for approximately 3% hours te degas the RCS, the operators failed to
reread and follow the caution, Additfonally, GEN 00-007 included no
information for closing the valve, The root cause was determined to be a
failure to specify closing the valve at 100 psig as a procedure step versus a
cautfon, The lcensee inftiated PIR 92 0P<197 to ensure that corrective
actions were {mplemented to prevent recurrence, This {s another recent example
of an {nadequate procedure and the second example of Violation 482/9207-07,

5.9 Chlorine Monttors

During the last quarterly surveillance test, the licensee experienced problems
calibrating the chlorine monftors, One problem was the ability of the chlorine
monftors to span correctly, Another problem was with the chlorine permeation
devices. Chlorine permeation devices are one-inch diameter by five-inch long
cannisters f1lled with a substance that generates chlorine gas at a set rate,
They are used during the calibration of the chlorine monitors, Gecsuse these
devices were procured from a commercial vendor, the 1icensee performed
receipt inspection test, The licensee's test generated a curve that docurents
permeation rate using the same methodology as the vendor, The licensee's data
was more conservative in that the permeation rate was lower than the vendors in
21]1 instances except one, The chlorine monitors were sent to Wyle laborator)
for qualification testing, as part of the 1icensee's commercial grade dedication
process; however, Wyle had similar probiems generating a curve with the same
permeatfon rate as the vendor, Operators placed the control room ventilation
system in & control room ventilation frolation signal (CRVIS) 1ineup when both
survelllance tests became overdue, The tests became overdue because the
1censee co-2+ not st a permeztion device to operate properly. The Director
of Plar® T “fons resuired an increased testing frequency because of chlorine
wendter seowt 0 U1y,

On Februs - ., 1992, Chlorine Monftor GK AIT-3 was tested and the monitor was
found d1f7fwult to calibrate. Chlorine Monitor GE AlT«2 was ouc of span;
consequently, operators placed the control room ventilation system in a CRVIS
1ineup or February 13, 1992 (see Section 5.1¢), both nonitors were restored on
February 15, 1992, On February 28, 1992, both Monitor GK AlT<3 and

Monftor GK Al1T-2 wera found out of span and recalibrated,
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The 1icensee has developed modifications and budgeted resources to eliminate

chlorine water treatment systams, PMR 3493 will change the circulating water
treatment to sodfum bromide from chlorine, PMR 3518 will {fmplement the same

change on the ESW system,

5,10 DRPI ng!lgiza \ng!ngigggr

On January 18, 199Z, the operators declared Annunciator 790, "Delta Flux Out Of
Band," {noperable after Vicensee personnel failed two of four channels "high"
without roccivin? the expected alarm, Because the operators could net be
alerted to an offnormal condition with a delta flux deviation, the operators

an logglng the delta flux in accordance with Procedure STS 5F«002, "Core
Axfal Flux Difference.” I&C technicians determined that the annunciator was
not functioning because a sunming amplifier on a computer card had fafled, The
computer card was repaired on January 24, 1992,

On January 24, 1992, licensee personne] determined that the computer falled to
fdentify that rod positfon points were “bad” when power to the cabinet that
housed DRP] failed. Subsequently, the DRP1 deviation annunciator,

Annunciator 79C, was declared out of service, Operators entered Offnormal
Procedure OFN 00-023, Revisfon 8, “Loss Of KPIS Computer,” and 15 4,1,3.2,
After entry into the offnormal procedure, control room personnel logged rod
position for the aff cted control rods every 4 hours. At the request of
reactor engineering personnel, Control Bank D rods were steppe! in and out four
steps, The DRPI reading on the control panel changed, but no change was seen
b{ the computer and no deviation alarm occurred, Both hardware and software

¢ un?cs were required to correct the computer deficiency. The hardware change
was installed on February 19, 1992, The software change will ensure that
affected rods are printin* out NCAL (not calibrated) instead of "GOOD" when the
annuciator 1s received, The 1icensee implenented this change, but acceptance
testing needs to be performed with the rods withdrawn, The 1{censee will
perform the test after reaching Mode &,

§.11 Inadvertent Relgesg In Radwaste Bg!lding

On March 3, 1992, there was an inadvertent waste gas release in the radwaste
building when a relief valve 1ifted, During performance of System

Procedure 5YS HA-200, Revisfon 8, "Waste Gas System Startup and Shutdown," the
operator incorrectly placed a gas decay tank on line when 1t was in the high
pressure mode, Chemistry personnel were notified as roguired by the offsite
dose calculation manual because the tank was not sampled prior to the event.
The dose calculations estimated exposures of .25 millirem (mrem)/year to the
whole body and 1,16 mrem/year to the skin, These values were wel) within the
exposure acceptance 1imits of 500 mrem/year to tie whole body and 300 mrem/year
to the skin, This release will be included in the semiannual release report,
The 1icensee added a caution prior to Step 4.7.1 to ensure that the system was
in the proper mode prior to realignment., Inadvertent releases have occurred
previously on a number of occasfons. This is the third example of

Violation 482/9202-02 for failure to have an adequate p - cedure,
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5,12 Inadequate CRVIS Lineup

On February 13, 1992, the control room chlorine detection systems were
fnoperable because Detectors Gk AIT-2 and GK AlT<3 fatled to calibrate as
specified 1n Procedures STS 1C-2B0A, Revision 11, "Analog Channel OP Test CTRL
CL DET Train A," and STS 1C-2808, Revision 9, "Analog Chennel OF Test CTRL
BRM CL DET Train B." The licensee entered TS5 3,3.3,7 and inftiated a CRVIS
using a Train B system 1ineup when both chlorine monitors were declared
1 rable, When in a manually inftiated CRVIS lineup on Train A and B, the
following must be 1nitiated for a single train, The normal ventilation supply
and exhaust flow paths are 1solated, sealing off the control building; a
contro! room air conditioning unit 1s started and aligned 1r a recirculation
flow path; part of the recirculation flow 1s diverted through a rilter absorber
unit for cleanup; a pressurization fan 1s started to ensure that 1/4-inch water
gauge positive pressure 1s maintained; and all attendant dampers are positioned
as necessary to maintain the 1ineup.

Subsequently, control room operators started the Train A air conditioner and
stopped the Train B air conditioner so that results engineering personnel could
conduct a vibration test on the Train A air conditioner. This took the control
room out of the CRVIS lineup. The error was discovered 12 hours later by a
different operating crew. This was contrary to TS 3,3,3.7 Action B, This
requires that, with both chlorine monitors inoperable, place the control room
ventilatfon In a CRVIS Tineup within 1 hour. The inspector reviewed an
evaluation of the event conducted by the licensee, The evaluation determined
that, 1f an S1 signal, fuel building isolation signal, or manual inftiation had
occurred, complete realignment of CRVIS Trains A and B would occur. Therefore,
the system would have performed 1t's intended function, This fssue will be
reviewed further following the issuance of the LER for this event,

5,13 N!gh 51 Qgggm!loggr Boron Cong!n;rggtggs

On ' abruary 1, 1992, the licensee determined that the 5i accumulator boron
concentration for the four 51 accumulators were: A-2496 parts per millfon (ppm),
B-2496 ppm, C=2494 ppm, and D-2499 ppm, The TS upper 14mit s 2500 ppm. The
Ticensee began an 1nvestigation to determine why the concentrations were high,

From discussions with vhe licensee, the inspector determined that the 1{censee
had taken samples at the outlet of the RWST and on the discharge of the SI
pump, The boron concentration at these locations was approximately 2470 ppm,
Additionally, the licensee considered the effects of instrument accuracy. The
instruments have a 1 percent accuracy that could account for the high readings
since, at the end of the "efuel V outage, the RWST concentration was 2470 ppm,

The licensee drained and refilled the 1 accumulators during the unscheduled
shutdown, After refilling the accumulaters, the chemistry sample determined
that the boron concentrations were: A-2437 ppm, B-2445 ppm, C-2435 ppm, and
D«2433 ppm,
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5,14 Pressurizer

On February 21, 199¢, during the plant cooldown, after the licensed operators
took the pressurizer solid, an excessive pressurizer heatup rate occurred for a
short perfod, The operators had completed equalizing CVCS charging and l¢tdown
to maintain 350 psi in the RCS, As pressurizer temperature increased, an
operator turned the pressurizer heaters off and inftiated pressurizer spray,
Since the heatup continued, the operator increased pressurizer spray, for &
15«minute per10d as spr ' was increased, the heatup rate increased from (4°F to
308°F for a heatup rate 257°F per hour, When pressurizer spray was stopped,
the heatup slowed to less than &°F per hour,

Engineering performed an evaluation of the temperature changes over a l-hour
window around the transient, Engineering concluded that the structural
integrity of the pressurizer walls and the pressurizer nozzles were not
affected since the heatup transient was short in duration, The root cause was
the method that operations personnel used to cool down the plant while preparing
to enter Mode 5. With only one RCF in operation, engineering determined
insufficieat cooling or mixing occurred in the upper regions of the pressurizer,
Higher flow rates or cooler water should resolve the problem, PIR OF 92-0191
was initfated to track resolution of the issue, Recommendations provided b
Engineering to ensure adequate mixing and cooling included: (1) using auxl{iary
pressurizer spray {f the RCPs are not operating, and (Z) Timiting pressurizer
heatup and cooldown rates to 30°F and 50°F, respectively,

On February 28, 1992, during the plant cooldown, Engineeriny monitored various
parameters affocting the pressurizer as operators placed the RCS into solid
plant operations, fOoth the cocldown and heatup hourly rates as specified in

TS 3,4,9,2 for the pressurizer were exceeded, Because the transients were less
than 10 minutes in duration, however, Engineering determined there was
fnsufficient time for heat energy to transfer to the pressurizer wall or nozzles,

The )icensee determined that the temperature rate changes for bath occurrences
were created by insurges and outsurges of water from the pressurizer which were
created by sudden changes in spray flow or a mismatch between charning and
letdown flows, The fnspector determined from discussions with the 1icensee
that they had contacted the vendor about the consequences of temperature
transients in the pressurizer. The vendor concurred with the licensee's
evaluation that there was no effect on the integrity of the pressurizer walls
or nozzles, In 1991, the vendor owner's group fnftiated a pressurizer
insurge/outsurge program to evaluate methods to minimize pressurizer insurges
and outsurges,

5,15 DG Missile Doors

On february 4, 1992, during performance of OC Surveillance 51963, “Combustible
Permits," a OA auditor determined that the missile doors for both DG rooms were
open at the same time, The auditor noted that combustible naterials were
located near the doors and that Combustion Permit 92-04 allowed the use of
painting materials in this ares, This concern was raised to the shift
supervisor who determined that having both doors open simultaneously exposed
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the DGs to the same missile and fire hazards, The Yicensee made a 4-hour
report in accordance with 10 CFR Part 50,72.b,0.441 and 10 CFR Part 50,
Appendix R, Subsection 3,6,a, Operators had the security officer close DG
Room § missile door,

The licensee de*ermined that Loth doors were opened without notifying the :
control room; however, a security offfcer was previously posted 1n accordance m
with procedures. From discussions with the licensee, the inspector determined
that both missile doors were opened o that craft personnel could transfer
scaffolding materdal from DG Room A to DG Room B,

The 1{censee subsequently withdrew the report after performing an evaluation of
the event, The inspector reviewed the licensee's evaluation that determined
there was no basis for reportabiifity, The lTicensee determined that the small
quantity of combustible material outside the doors ind the distance between the
doors (approximately 30 feet) prevented a flame from affecting both rooms
simultaneously,

The missile concern was based on externally generated missiles, such as from a
tornado. The inspector reviewed security department and operstions department
procedures and interviewed various personnel, The inspector determined that
sufficient controls were in place to ensure that during inclement weather
sufficient warning wil) accur and procedures will provide for closure of
external missile doors, Notwithstanding the above, the inspector considered
the lack of control over the DG missile doors to be a weakness, The licensee
fssued PIR 92-0134 to ensure the determination of the root cause,

5,16 Recent Ogggnlggslonal Changes

During this inspection period, the 1icensee implemented several organizations!

changes. The 1ic-nsee implemented the changes to fmprove communications,

increase effectiveness, and provide for better management oversight, The Vice

President of Operations relocated inside the protected area to ensure easier

access by personnel reporting to him, The Vice President of Engineering and A
Technical Services relocated into the engineering building so that he could |
provide better ovorsi?ht of engineering activities, The Manager of Technical

Services (emergency planning, enviromnental maragement) relocated from the

corporate office to the site in order to provide for better coordination of the

emergency planning activities, The licensee combined part of the compliance

group with the licensing 1roup. This consolddated common functions under one

supervisor, thus eliminating duplication of effort. Other personnel who worked

fn compliance will conduct performance monitoring of plant activities such as

PIRs and performance indicators,

gggglgsigg

One violation for failure to have appropriate procedures was fdentified, This
violaticn pertains to three plant events that were caused by inadequate
procedures, These 1ssues are similar to 1ssues fdentified in NRC Inspection
Report 50-462/91-36 and are indicative of a declining trend in both personne)
performance and prccedural adequacy. In addition, an tfnadvertent FwlS occurred
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as 8 result of personnel error, an emergency 11ght was left deenergized
following a preventive maintenance activity, and both DG fire doors were open
simultaneously. These appear to be three more examples of inattention to
detafl, A specifal inspection was dispatched to investigate the February 28,
1992, noise Inside containment event, and the results of this fnspection will
be documented in NRC Inspection Report 50-482/92-06, Licensee long-term
corrective actions assoclated with the permanent cavity seal ring me)ted
borated polyethy'ene will be tracked by an IFl, The licensee's actions
associated with the excessive pressurizer heatup rate were appropriate,

6. SURVEILLANCE OBSERVATIONS (61726)

The purpose of this *nspection was to ascertain whether surveillance of
safety-significant systems and components was b""? conducted 1n accordance
with TS, Methods used to perform this inspection included direct observation
of 1censee activities and reaview of records,

6.1 RHR Pymp Survelllance Testing

The Inspector observed the performance of STS £EJ 100A, Revision 8, “RHR System
Inservice Pump A Test." No problens were noted with the vibration tes.ina of
the pump motor or the check valve flow testing, A1l values met the acceptance
criteria specified in the procedure, The inspector noted upon entering the
room that deconning tools were leaning up against the sump pumps ocated in the
corner of the room, The inspector nogicod that the procedure for removal of
protective clothing at step-off pads was not followed by two peaple leaving the
ares. Both the presence of the deconning tools and inadequate removal of
protective clothing were brought to the attention of the radiation protection
manager. Botn tems were discussed at his supervisors' meeting, The 1icensee
cleaned up the area after being notified by the inspector.

In addition, the inspector noted that results engineering personnel climbed
over the operating pump to obtain motor vibration date, This personnel safety
hazard wis brought to the attention of safety personne! who determined that the
engineer's supervisor expected scaffolding to be erected prior to taking motor
vibration readings., The l{1censee will evaluate the need for scaf"olding prior
to tak!ng the next set of vibration readings. The safety group and the results
engineering manager intend to perform an indust=ial safety review of the
haards to determine permanent corrective actic.s,

6.2 RCS Leak Rate Cglgulggigas

On February 12, 1992, the unidentified RCS leakage rate was determined to be
0.66 gpm, The leak rate had been increasing during the previous 8 days. The
inspector determined from discussions with the 1icensee that they suspected the
leakage was through a PDP plunger. The Director of Plant Operations was kept
notified by the shift supervisor of the frcreasing leak rate, On the afternoon
o7 February 12, 1992, at the direction of management, the leak rate test,

5TS BB-004, Revision 8, "RCS Water Inventory Balance," was performed with the
POP 1solated, The unidentified leakage was determined to be 0,052 gpm, On
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NPE engineers determined that the sheath developed a leak internal to the
reactor vessel, allowing primary coolant to enter the conduit and to exit ihe
cut-off end of the cable. The enginearing disposition provided three separate
methods for repairs to the conduit, specified cleaniiness levels, and
recommended that a visual inspection be performed at normal operating
temperature and pressure. The licensee developed detailed work instructions
necessary to cap the stainless steel tubing and stop the seepage, The
technicians repairing the leak referred to the Swagelock vendor manual
instructions while performing the job, The technicians cut a 1/8-inch conduit,
installed a new reducing union, and installed a 1/8-inch cap. Proper
cleanliness levels were muinta‘nod as specified, 0(C provided complete coverage
of the work activity, A subsequent walkdown at nor«1 operating conditions
determined that the capped tubing was not leaking, Additionally, a hardware
fatlure ens'ysis wil? be conducted to identify the cause of the thermocouple
cable sheotte fatlure,

7.2 Spare CROM Canopy Seal leakage

On February 28, 1992, during the heatup following a forced outage, a QC
inspector 1dentified a leaking canopy seal weld at a spare CROM (position

No, 25) on the rector vessel head. The licensee determined the leakage to be
pressure boundary leakage and made preparations to cool down and depressurize
the plant to repair the leakage. The licensee entered 75 3.4.6.72.a, which
allowed no pressure boundary leakage. The licensee subsequently determined
that the leakage was not pressure boundary leakage because the connection for
the spare CRDMs was @ threaded cap that was ceal welded to prevent backing off,

After investigating different methods of repairing the canopy seal weld, the
i{censee decided to use a canopy seal clamp assembly (CSCA) developed by
Combustion Engineering, The mechanical (SCA required no welding, The CSCA
uses a 4-piece clamp set, socket head cap screw tensioning studs, and a grafoil
gasket. The gasket is held in place by ¢ two-piece Stainless Steel 3C4, split
retainer that is positioned by a lower housing. Tensioning studs connect the
lower housing to a flange, which rests on the head adapter plug of the spare
CROM, providing the com~ssfon force to stop the leakage. Vendor personnel
installed the CSCA and provided (C activitias during the CSCA installation. 0C
verification was provided for » erv step, The licensee performed a visual
inspection of the socket head “aj s ‘ews to ensure there were no burrs or
galling, The inspector {denti. = ., oroblems during the review of the work
penkage anc the engineering d:spusitiun supporting the CSCA installation,

The final CSCA installation for the spare CRDMs used 15 socket nead Cap screws
instead of 16 as originally specified. The licensee verified that the vendor
caleulations demonstrated that sufficient nargin existed with only 15 socket
head cap screws installed, Up to five nonadjacent cap screws could be removed
without exceeding the allowable bolt stress, The licensee will conduct a

visual examination to look for leakage after achieving normal operating pressure
and temperature,

To install the CSCAs the licensee removed two CRDM stacks and disconnected
leads for eight CRDMs in order to gain access for the repair, The licensee
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implemented a postmaintenance test to ensure the control rods functioned
projerly, The test withdrew the affected control rods to verify proper
pesition indication, Additionally, the rods were cycled after they were
withdrawn to ensure proper operation of the stationary and movable gripper
colls, For the two CRDOM coil stacks that were removed, the Ticensee will
conduct rod-drop testing,

7.3 lnstlllgtion of Encapsulation or Pressurizer Spray Valve

On February 11, 1992, the licensee determined that Pressurizer Spray

valve BB PCV455C hed a body-to-bonnet leak, The leakage was from the gasket
area becween tre body and the packing box., The licensee attempted to stop the
leak by tightening the bonnet bolts to 275-280 foot-pounds (ft-ibs). The
inspector determined that the licensee contacted and received approval from the
valve vendor to increase the bolt torque from 22C ft-1bs to 280 ft-1bs prior to
tightening the bolts to the maximum allowable bolt torque.

After leakage continued, NPE performed an evaluation to build and install an
ASME Class lE encapsulation for the pressurizer spray valve, The encapsulation
was designed to withstand RCS design pressure; however, the repair was not to
the pressure boundary since the spray valve fulfil 2d that purpose. The
licensee determined that the leakage was not from a pressure boundary flaw;
consequently, Generic Letter 90-05, "Guidance for Performing Temporary Noncode
Repair of ASME Code Class 1, 2, and 3 Piping," was nut applicable,

Westi~ “ouse performed an analysis of the impact of the modification on the
oper..: *v of the RCS while operating in Mode 1. The encapsulation weighed

app - ~* ly 35 pounds and was welded to the 4-inch valve, The material of

th oo, : ijation was compatible with the vaive body and packing box., The

ve. . = ineering analysis determined that no adverse effects would occur on
the /- v, -iping, or pipe supports as a result of the modification. The
Mee v -+ ermined all stress levels on the valve and piping were below
allov- '~ _ode values, and the effects of thormal stratification were within

design requirements,

The inspectors reviewed the qlans for the encapsulation and the weld
procedures, The longitudinal welds on the encapsulation redirected the steam
leak away from the portion of the encapsulation that was capable of being
vented and directed the leak toward the final circumfeorential weld of the
encapsulation to the valve body. The licensee identiiiec & defect on the final
circumferential weld and performed a weld repair, The penetrant test (PT)
performed following the weld repair was accomplished using an improper OC
examination procedure, The licensee determined, during the postinstallation
reviews that the examination was ‘onducted at 127°F with a procedure qualified
to 125°F, A PIR was written and the PT was reperformed. The initial
examination was accurate for temperatures up to 150°F; however, the l{censee
had not changed their procedure to allow examinations up o this temperature.

The inspectors observed the QC inspector perform the PT using the proper
procedure., The inspectors identified no problems. Continuous health physics
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coveraye was provided as specified by the radiation work permii. The licensee
pirans to remove the encapsulation and rework the valve dering Refuel VI,

7.4 Inspection and Repair of NN1l

Fatlure of the NN11 inverter synchronization card was caused by simultaneous
firing of the siiicon co trolled rectifiers that resulted in a larger current
draw from NK11 power supply than coulc pass. The inspector observed the
troubleshooting efforts for NNJ1 performed under WR 01140-92, Inftial
troubleshootin? efforts did not locate the source of the problem, The licensee
decided to replace the supply fuses and reenergize the panel. The supply fuses
failed again, After further revieu, the synchronization card was removed,
tested, and found to be unsatisfactory. The card was replaced. Further
inspection of the defective card revealed that some soldered connections on a
terminal strip were cracked. The licensee repaired the solder connections and
reinstalled the card,

On the basis of the preliminary results of HFAR RE-92-001, a decisfon was made
by WCGS management to inspect the gating and synchronization cards in the
remaining inverters. The spare inverter card was inspected and cracks were
found in the soldered connection at the terminal strip, The licensee
determined that the connector at the terminal strip was not flush with the cerd
and that this physical arrangement stresses the solder connections. The other
inverters were incpected and found to have similar cracking at the solder
connections for the terminal strips, The licensee repaired the solder
connections on all the inverter sychronization cards.

7.5 Material Evaluation Not Completed Prior to Installation

A pressure regulator installed under WR 00834-92 for the hydrogen analyzer,
SGSC2A, was found to have a materia) deficiency issued against it. A QA
supplier audit, performed at the vendor in Augus. 1990, determined that
material testing prior to the regulator heing used in the plant was required,
Materifal testing was not performed prior to release for installation because a
hold tag was not placed on the component while it was in the warehcuse. The
licensee initiated a PIR for this issue. The licensee determined the root
cause was personnel error, An individual in WCGS supplier quality generated
the wrong release form, which prevented the hold tag from being generated and
the required testing implemented. The corrective actions required placing the
controlling procedure in the required reading 11st and generating a
nonconformance report against other pressure regulators in the warehouse.

NPE conducted an evaluation to determine if the installed pressure regulator
affected the operability of Hydrogen Analyzer SGEO2A, On the basis of
additional material testing performed on February 12, 1992, NPE determined that
the component did not affect operability. This appeared to be an isolated
problem.



Conclusions

The licensee personnel who capped the thermocouple conduit performed the
maintenance well, The operations organization received appropriate support
from engineering, Engineering provided good dispositions for .he pressurizer
spray valve work activities, canopy seal thermocoupie, and encapsulation, The
1icensee's review of the inverter and failure was thorough, An impronei L
examination procedure was used; nowever, the 1icensee fdentified the condition
and took apprcpriate 2<tion, The supplier/quality group onsite implemented
effective correciive actions for a self-identified deficiency, which appeared
to be ar isolated problem,

8, ESF System Walkdown (71710)

The inspector cenducted an independent verification of the 3. system status,
The inspector verified that valves and electrical circuit breakers were in the
recuired position, power was available, and valves were locked where required,
The {nspector also inspected system components for damage or other conditions
that could degrade system performance.

The inspector compared the valve lineup sheets from Procedure CKL EM-120,
Revision 7, "Safety Injection System Lineup Checklists," to Piping and
Instrumentation Diagrams M-12EMO1 (0), Revision 1, "High Pressure Coolant
Injection System,” and M-12EMOZ (Q), Revision 2, "Hign Pressure Coolant
Injection System." Subsequently, the inspector walked down accessible portions
of the SI system using the valve checklist,

The inspector fdentified one discrepancy. CKL EM-120, Checklist B, pages 1-7,
contains the breaker and switch 1ineup requirements, The status of the
breakers was given as either “open" or “closed" or as "on" or “off.," The
inspestor checked 36 breaker positions and, of these, ¢4 had terminology
different than that listed on the checklist, If the ~hecklist required a
status of "open" or "closed," the actual positions on the breaker would be
either "on" or "ofr."

With a required breaker position description different than that on the
breaker, the equipment operator was compelled to interpret the necessary
information. During an NRC inspection conducted June 1-30, 1989 (NRC
Inspection Rer..rt 50-482/89-16, Section 7.a), an identical finding was
discovered on the contrel building heating, ventilation, and air conditioning
system. Section 7.a noted that, during the review of CKL GK-131, Revision 9,
"Control Building HVAC Electrical Checklist," the terminology for verifying
breaker positions was c¢ifferent than other CKLs., Some CKLs use “closed" or
“opened" and some use 'on' or 'off,' The licensee's corrective action was to
correct the terminology difference during Z-year procedure reviews and updates,
The licensee completed a 2-year review of CKL EM-120, Revision 1, on January 2,
1991, however, the procedure was not appropriatel; updated. This is {ndicative
of continuing weaknesses associated with the procedure revision process and
will be tracked by an unresolved {tem (482/9202-03).
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The inspector had the following additional ubservations:

$ Nomenclature used in the CKL EM-120 description column to identify the
valve, breaker, or handswitch that is to be positioned did not exactly
match the nomenclature used on the equipment, One exampie of this was
that in Checklist B, page 1 of 7, Component 5ZNGOI1BGR3 was described as
"SI Pump A Discharge Hot Leg Isolatfon Vaive EM 8802A" when 1t was
actually labeled as "EM HVBB0ZA Safety Injection Pumps To Hot Legs MOV,"
when operators manipulate a handswitch, it is important that the checklist
nome..clature match the component designator, This helps to ensure that
the proper component 1s operated,

o EM Pump B Casing Vent Valves EM-VZ08 and -V209 and EM Pump A Casing Vent
Valves EM-V206 and -VZ07 were listed in the checklist as being closed with
a flange. PMR 01206 dated December &, 1989, revised the flange connection
to a.d spool pieces and a pipe cap; however, the checklist was not revised
to reflect the field ccnfiguration,

Conclusions

The S! system was determined to be aligned in accordance with station operating
procedures; however, the failure to properly perform an adequate 2-year
procedure review was identified as an unresclved item,

9, 10 CFR Part 50,59 Evaluation

The irspector reviewed sevural aspects of the licensee's programs related to
safety evaluations performed in accordence with 10 CFR Part 50,59, Ouring the
inspection, the inspectors reviewed the procedures and controls, interviewed
personnel, and reviewed completed safety evaluations and screening evaluations,

The licensee's procedures associated with 10 CFR Part 50,59 safety evaluations
had undergone several revisions, with the latest revision issued during the
inspection period., Generally, the procedure changes resulted in improved
evaluations and better coordination of the 10 CFR Part 50,59 safety evaluations
with the other parts of the plant modification and procedure change processes.
The latest revision of the corporate procedure related to 10 CFR Part 50,59
resulted in the various l{censee organizations utilizin? the same guidance,
which should increase the consistency of the safety evaluations performed,

Employee training on performing 10 CFR Part 50,59 safety evaluations consisted
primarily of seminars provided by contract personnel several years ago, The
licensee supplemented the seminars by various in-house discussions and
self-study programs. Although a formal 10 CFR Fart 50,59 evaluator/reviewer
qualification program was not implemented, the inspectors noted that various
organizations involved in performing safety evaluations accomplished a similar
result by the use of supervi.or's task assignments. The training department
had developed and provided some training regarding the use of screening
criteria for 10 CFR Part 50,59 applicability and was planning to develop a
course for proper performance of safety evaluations. A rigorous training
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program would ensure that information related to future guidance, industry
experiences, and lessons lezrned by varfous licensee personnel 1s distributed
to al)l those involved in 10 CFR Part 50,59 related activities,

The inspector determined from the revies of safety evaluations perfornad for
plant modifications and procedure changes that the level of detail sufficiently
addressed unresolved safety question concerns, The level of detail and the
degree that was addressed varied among individuals and organizations,
Additionally, as the program changed, the level of detail in the safety
evaluations increased, The safety evaluations generated for PMRs implemented
during the recent outage were more detailed than those that were performed
several years ago,

The screening process for applicability of 10 CFR Part 50.59 was reviewed, The
inspector identified no specific safety concerns related to modifications or
procedure changes screened by the licensee, A concern was identified,

however, for the screening evaluation performed for CWR-06586-91 that involved
an engineering disposition to juuiify ESW flow rates during normal conditions
that were lower than those provided in the USAR, The evaluation was screened
from a 10 CFR Part 50.59 review since the lower flow rates were rot considered
to be a permanent condition and would not result in a change to the facility as
described in the USAR, The inspector noted that a temporary reduction in ESW
flow rates is not a basis for not performing a safety evaluation. The
inspector, therefore, considered this to be a weakness in the licensee's

10 C*R part 50,59 program, However, since the reduction of ESW flow rates did
not result in a change to the facility, the licensee's actions were acceptable.

Conclusion

The licensee maintained a good 10 CFR Part 50,59 program, The licensee was
working to improve the consistency of evaluations among plant organizations.
Formal training exists for use of screening criteria; however, the training
department was beginning to consider a lesson on proper performance of safety
evaluatfons. The inspector found no instances of inadequate 10 CFR part 50.59
screening; however, in one instance, the inspector noted that part of the
basis for not performing a safety evaluation was not provided for by 10 CFR
Part 50,59,

10, EXIT MEETING

The inspectors met with licensee personnel (denoted in Section 1) on March 9,
1992, The inspectors summarized the scope and findings of the inspection. The
licensee did not identify as proprietary any of the information provided to, or
~eviewed by, the inspectors.
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AC

ASME
ARV
cCr
CKL
CRDM
CSCA
Cves
CRVIS
DEI

DRPI
ESF
ESW

gpm
HFAR
HVAL
1&C
[FI
ITIpP
LER
LPM
mrem
NPE
NRC
Q8K
OFN
PD¥
PIR
PMR
ppm
psi
psig
PSRC
KT
0A
QC
RCP
RCS
RHK
RWST
SG
S1
STN
STS

UHS
LUSAR
WCGS
WENOC
WR

ikt b A e e el e B T e 1A e

ATTACHMENT

Acronym (ist

alternating current

adninistrative procedure

American Society of Mechanical Engineers
atmospheric relief valve

centrifugal cnarging pump

checklist

control rod drive mechanism

canony seal clamp assembly

chemical and volume control system
control room ventilation isolation signal
dose equivalent fodine

diesel generator

digital rod position indication
engineered safety features

essential service water

gallon per minute

hardware analysis report

heating, ventilation, and air conditioning
instrumentation and control

inspection followup item

Industry Technical Information Program
iicenses event repert

loose parts monitor

mi 1l irem

nuclear prant engineeving

Nuclear Reyulatory Commission
operatin? basis earthquake

of frorma

positive displacenent pump

performance improvement request

plant moditication request

parts prr million

pound per square irch

pounds per square inch gage

Plant Safety Review Committee
penetrant test

guality assuranca

quality control

reactor coolant pump

reactor cooiant system

residual heat removal

refueling water storage tank

steam generator

safety injection

surveillance nontechnical specification
surveillance technical specification
Technical Specification

ultimate heat sink

Updated Safety Analysis Report

wolf Creek Generating Station

Wolf Creek Nuclear Operating Corporation

work reguest



