U. S, NUCLEAR REGULATORY COMMISSION
REGION I1T

Reports No. 50-282/91024(DRP); 50-306/91024(DRP)
Docket Nos., 50-282; 50-306 License Nos. DPR-42; DPR-60
Licensee: Northern States Power Company
414 Nicollet Mall
Minneapolis, MN £5540)
Facility Name: Prairie lsland Nuclear Generating Plant
Inspection At: Prairfe 1sland Site, Red Wing, MN

Inspection Conducted: October 30 through December 23, 1991

Inspectors: P. L. Hartmann R. L. Bywater
D. C. Kosloff M. Depas
Approved By: B. L. Jorgensen, Chief & I -8 -7/
Reactor Projects Section ZA favs

Inspection Summary

Inspection on October 30 through December 23, 1991 (Reports

No. 50-282/91024(DRP}; 50-306/91024(DRP))

Areas Inspected: Routine unannounced inspection by resident inspectors of
plant operational safety, licensee action on previous inspection 1tems,
maintenance, surveillance, engineering and technical support, decay heat
removal reliability, licensee event reports, safety essessment and quality
verification, and cold weather preparation.

Results:

No violations of NRC requirements were identified in any of the nine areas
inspected.

Operations

No new strengths ¢ weaknesses were identified. Operator knowledge and
coordination were excellent in response to operating transients (paragraph
3.b). Operaticnal control of plant activities was generally good, however a
fire protection zone was bypassed without operator knowledge (paragraph 3.b).

Maintenance and Surveillance

No new strengths or weaknesses were identified. Personnel conducting a
surveillance .est erroneously left a switch in bypass (paragraph 5).
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Engineering and Technical Support

No new strengths were identified. A weakness was ic., ified in engineering
control of activities in the plant (paragraphs 7.a and 7.d). Response to
identified issues was excellent (paragraph 7).

Emergency Preparedness

No new strengths or weaknesses were identitied. The Ticensee begen upgrades
of the Operations Support Center and the Emergency Operations Facility.

Safety Assessment/Cuality Veritication

No new strengths werr identified. A weakness was identified in the licensee's
control ¢f plant engineering activities (paragraph 9), Management response to
the weakness appears adequate., Management response was exce?lent relative to
feedwater flow control system failures, a cooling water leak, and cracking
observed in a foreign reactor vessel head penetration,
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Eliason, Vice President, Nuclear Generation

Watz1, General Manager, Prairie Island

Seilman, Plant Manager

Fraser, Superintendent, Systens Engineering-Mechanical
Goering, Manager, Nuclear Projects Depertwent (NPL)
Stephens, Superintendent, Design Standards

Klee, Superintendent, Quality Services

Wadley, General Superintendent, Operations

Lenertz, Genera) Superintendent, Maintenance
Albrecht, General Superintendent, Engineering
Rolfson, General Superintendent, Engineering-NFD
Lindsey, Assistant to the Plant Manager

Schue ike, Superintendent, Radiation Protection
Miller, Superintendent, Operations Engineering
Reddemann, Superintendent, Technical gngineering
Mendele, §uper1ntendent. 6u311ty Engineering
Eckholt, Nuclear Support Services

Leveille, Nuclear Support Services

Ganser, Power Supply Quality Assurance (QA) - QA Specialist
Silvers, Quality Services

Hunstad, Staff Engineer

Sorensen, Shift Manager

Madson, Project Engineer

Mc "arten, Project Engineer
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fDenotes those present at the management interview of Decenber 27, 1991.

Davis, Regional Administrator

Paperiello, Deputy Regicral Aaministrator

Forney, Deputy Director, Division of Reactor Projects (DRP)

Martin, Deputy Director, Divisior of Reactor Safety (DRS)

Axelson, Deputy Director, Division ¢f Radiation Sifety and
Safeguards (DRSS)

Shafer, Chief, DRP Branch 2

. Greger, Chief DRSS Reactor Procrams Branch

Schweibinz, Sen« '~ Project Er.ineer
Masciantonio, NRR Project Manager
Kozak, Radiation Specialist
Neisler, Reactor Inspector

Pirtle, Plant Protection Analyst
Shapker, Reactor Inspector

Orsini, Reactor Engineer !Intern)

. Pegg, Technical Intern

Reth, Reactor Engineer (Intern)
Kosloff, Resident Inspector

*Denotes those present at management meeting of December 16, 1991.
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2. Licensee Pction on Previous Inspection Findings (92701, 92702)

8. (Closed) Violations 50-282/89014-01; Surveillance Performec
Late
50.282/90012-03; 50-306/90012-03: Surveillances Performed
Late

The above violations involved technical specification surveillances
which were not performed wit!  the time freme required due to
personnel error, The events were reported by the licensee as
required. Common corrective action for the violations addressed a
lack of timely review of completed surveiliances. The licensee
improved the revie. process and increased the resrurces dedicated to
the process to ensure surveillances were compleied, as required, on
a daily basis. The review of this corrective action was documented
in the recent Inspection Report 50-282/91022(DRP);
50-306/91022(DRP). The inspector now regularly reviews the dafly
surveillance checklist which is maintained by the shift supervisors
in the control room, Trhese violations are closed,

b. (losed) Violation 50-306489023»01§DRP2§: Feilure to Esteblisn a
re watch n Accordance w echnical Specification 3,14.A.2.a.
The licensee corrective action was reviewed by an inspector and the
Unit 1 violation was closed in Inspection Report 50-282/91015;
80-306/91015 at paragraph 2.e. The lnit ? violation common to this

event was not closed due to administrative error. This matter is
closed, referencing the previous inspection and its documentation,

v iCIOSde 50-306/79002-2B; Bulletin 79-02, Rev. 1, Suppl. 1: Pipe
upport Base Plate esigas Using Concrete Expansion Anchor Bolts
Foilowing a review by Division of Reactor Safety Management, it was
determined that thi- item should have been closed with the identical

Unit 1 issue (50-282/90019(DRP); 306/90020(DRP)). No concerns are
present for this issue at Prairie lsland.

No other viclations, deviations, unresolved cr open items were
identified,

3. Operational Safety Verification (71707, %3702, 92701)

a. Operational Safety Verification (71707)

Unit | operated at full power except as discussed below. Unit 2
operated at full power the entire inspection period. On

November 16, 1991, Unit 1 power was reduced to about 15 percent to
allow replacement of a feedwater flow control system trensducer and
to perform other maintenance and testing, The unit was returned to
full power the came day.
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The inspector observed conutrol room operations, reviewed applicable
logs, conducted discussions with coentrol room cperators and cbserved
shift turnovers, The inspector verified operability of selected
emergency systems, reviewed equipment control records, and veri?ied
the proper return to service of affected components, conducted tours
of the auxiliary building, turbine building, screenhouse and
external areas of the plant to observe plant equipment conditions,
including potential fire hazards, and to verify that maintenance
work requests had been initiated tor the equipment in need of
repairs, Plant material condition was excellent.

Onsite Followup of Events (3702, 92701)

On November 14, 1991, the Unit 1 operators observed .oop £ steam
generator (SG) Tevel slowly changing for no apparent reason. The
operators were unsuccessful in their attempt to control the loop B
feedwater regulating valve (FRV) manually from the control room. An
operator dispatched to the FRV was able to manually control tho
valve locally, It was later discovered that the atir valve motor in
the electropneumatic transducer for the FRV control system had
failed (see paragraph 7.b, for more information), OUperator response
to this event was excellent,

On December 2, 1991, at 4:49 p.m,, an instrument and control (1&C)
tochnician observed that the toggle switch for Fire Protection Zone
29 on panel 122 was in bypass, rendering 1t incperable, He notified
the control room operators and the zone was immediately returned tc
normal, During & fire detection panel check at about 3:30 p.m., @&
control room operator had observed all toggle switches on panel 12¢
in the normal pesition,

Fire Zone 29 covers the 733 foot level of the Unit ] Reactor
Building. Fire Zones 10 (715 foot Unit 1 Reactor Building) and 32
(755 foot Unit ] Reactor Building) were in the normal position, and
should have alarmed if a fire occurred in the Reactor Building while
Zone 29 was inoperable, Technical Specification (7S) 3.14 addresses
fire detection systems, TS LCO 3.14.A.2.b wés entered for the time
that Zone 29 wes innperable, The fire zcnes in the reactor building
are exempt from fire watch requirements sever containment
integrity is requires, ontainment integ, 'y was required while
lone 29 was inoperable

The licensee was unab,e to determine how the switch was moved to the
“bypass" position. It may have been accidentally bumped by [&C
technicieans working on an adjacent panel, or it may have been
inadvertently bumped to the "bypass" position by another person,

The licensee considered the possibility of tampering and determined
it not to be credible.

The licensee is considering the use of @ mechanical device which
could be mounted over the toggle switch to maintain it in the
“normal" position. The inspector will review the licensee's
progress on this issue in & future inspection,

On December 10, 1991, the high/low sample flow alarm bypass switch
for 1-R-22, Unit 1 Shield building Vent Stack Monitor, was placed in
5



${VOS$ during testing (SP 1296, see ?aragraph § for more information),
¢

sgitch was not returned o norme! pecsuse of @ personnel error
during the test, The test was cong1eted‘ot 6:49 pon. The high/low
flow sample &larm is provided to alert the operators to a malfunction
of the sanple pump or 1ty associeted piping. The operator performing
the daily radiation moniter chech * the procedure, €irly the next
morning dicd not notice that the sw was in the bypass position,
The procedure did not specifically adoress the bypa*s switc', At
10:23 on December 11, 1961, an operator observed the twitch in the
bﬁpﬂts pesition and returaed 1t to nermal, AL the time 1t wis noted
that the sainple pump wed operating normally with rormal flow and
there wes ho reason to believe that 1-R«27 had not been operating
nornatly while the switch was in bypa.s., The liceusee's Error
Reduction sk Force 15 evaluating this event, The fnspector will
*eview the licensee's evaluation when it ‘s complete,

On December 18, 1991, the Unit ¥ opurators cbserved Toop A S6 leve!
slowly chcnﬁing for no apparent reason. The operators were
unsuccessful in their attempt to control the loop A FRY maruell

from the control room. An operator dispetched to the FRV was able
to manually control the valve locaily, It was leter discovered that
2 1imit sw.tch in the electropneumat ¢ transducer for the FRY
control system had feiled (see paragraph 7.b. for more
information), Operator response fo this event wae excellent,

No viclations, deviations, unreso .ved or open fteme Ttems ore
identified,

Maintenance Observativr (71707, 37700, 62703)

Foutine, prevontive, and corrective maintengnce activities were obsc: ved
to ascertain that they were conducted n accordence with approved
procedures, regulatory guides, incustry codes or styndards, and in
conformance with Technica) Specifications, The folluwing ftems were
considered during this review: adherence to Limiting Conditions for
Operation while conponents or systems were removed from service,
approvals were obtatned prior to initfating the work, activities were
accomplished using approved procedures and were inspected as applicable,
functicne) testing and/or celibrations were performed prior to returning
components or systems to service, quality contro) records were
maintained. ~tivities were accomplished hy guallficd personnel,
radiologi-  controls were implementec, and fire preventiun controls
were mplc o ted,

Portions o the following maintenance activities were observed during the
intpection period:

- Unit 1 Loon B Feedwater Regulating Valve (FRV) Elettrogntumatsc
{M/P) Transducer Replacement, This transducer was replaced due
to an interna) DC motor failure (see paragraph 7.b, for more
information),

- Troubleshooting and Repair of 14 lrverter. The inspector cbserved
@ fine white powder inside some 0f the inverter relays, The
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erformance of the inverter and an engineering review by the
icensee indiceted that the performance of the relays has not been
affected. The licersee plans to replace the inverter relays
perfodically, The inspector will review this iscue further 1n @
future inspection,

- Battery Roum Heatup Test., This specia) test was pertormed becavse
the battery rooms do not have a safety-related ventilation system
(see paragrapi 7.d. for more informatior),

» Inspection of Discharge Check Valve for Residual heat Removal Pump
#21. The licensee observed that two hinge pin bushings had never
been instalied in the valve., The 'icensee notified the nufacturer
and verified that the abstence of the bushings had not irted the

ri?rmance of the check valve. The Vicensee 1nstelleu the
ushings,

. Unit 2 Loop A FRV M/P Trersducer Troubleshooting, The licensee
identified a failed 1imit switch and bypassed .t. The transducer
then functiored normally (see paragraph 7.b. for more information),

- Replacement of caoiigz water system piping spoolpiece for emergency
diese| generators (EDG) D) and DZ.

- Replacement of exhaust manifoids and piping on EDE DZ,
Preventive maintenance of EDG 02,

- Rerout!ng of Steam Trap Drain Piping for Auxiiiary Feedwoter Pump
Turbine Steam Supply Piping, When the isolation for thi: work was
comp leted the operatoi s noted that “Sefeguards Mold" regs had been
removed Lo complete the isolation. The operators stopped the job to
deternine if repositioning of valves controlled by the Sefeguards
Huld tags had affected operability of safety-related equipment, Tne
tags were vsed to help assure reliability of the auxiliary feedwater
pumps.  The {solation request was rewritten to provide more specific
?uidanco on the ops-ation of the valves contro)led by the tags, Tne

icensee 1s evaluating this event to see if the isolation process
cen be improved. The inspector will review the 1V insee's
evaluation in & future inspection,

- Operations Support Center Upgrade,

No violations, deviations, unresolved or vpen items were fdentifieq,
Surveillance (61726, 71707)

The inspector reyviewed Technical Specifications required surveiilance
testing as describead below and verified that testing was perfurmed in
sccordance with adequete procedures. Additiorally, test instrumentstion
was calibrated, Limiting Conditions for Operation were met, removal and
restoration of the affected compor 1ty were properly accomplished, and
test results conformed with Techr ical Specifications and procedure
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requirements, The results were reviewed by personnel other than the
individua) directing the test and deficiencies idertified during the
testing were properly reviewed and resolved by appropriate management
persornel,

Partions of the fellowing test activities were observed or reviewed:
- SP 1003 Analog Protection Sy«tem Monthly Test

- §P 1083  [1 Diese] Generator Slow Stary end Train A Auto Load
Sequencer Test, During this test the |icensee observed 4
small couling water leak in a short carbon stee!
spoolpiece between velve CV-3150F and the air to water
heat exchanger, The licensee declared D1 inoperable
because the structural cepebility of the 1ectin, cooling
water spoolplece could not be anelyticelly verified with
through-wall corrosion present., The licensee replaced the
spoolpiece with o vew stainless steel and carbon stee!
spoolpiece., After the new spoolipicce was irstalled and no
leakane was observed, U] was declared operable. £ timilar
spouipiece was installed for D2 (see paragraph 7.b. for
more infarmation),

P 129€ Radiation Monitor Flow Totelizer Replacement and
Calibration. A flow alerm was bypassed during this test
and not returned to normel (see paraqraph 3.b. for more
information),

.

SP 2035A Reactor Protection Logic Test at Power, UDuring this
menthly test bypass reactor trip breaker BYB opened
fmmediately after i* was closed. The breaker then
wperated norma)ly anu the licensee could not duplicate
the condition, During the next monthly test the breaker
operated normally, The licensee plans to instal)
troubleshooting instrumentation on the breaker during the
next monthly test., The frspector will continue to monitor
Yicensee activities related to trip breaker cperation,

§P 2092 0?2 Diesel Generator Slow Sturt and Train B Auto Loed
Sequencer Test

§P 2102 22 Turbine Dr. en Auxiliery Feedwater Pump Test
No violations, deviations, unresvlved or open items were identified.

6. Licensee Event Report Tollow.p (92700)
(Closed) LERs 50-26%/89014-L1

d-1

Surveillance Performed Late
Surveillance Performed Late
Surveillance Performed Late
Surveillance Performed Late
Surveillance Performed Late
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modifications had not received the scrutiny normally applied to new
fnstallations, The carpenters made the scaffold changes for the
purpose of making the electrician's work easier. The changes were
rec:nt. not having been observed in a periodic check a week or two
carlier.

To prevent & recurrence of ovestionable conditiors such as those
ued n the 4KV switchgeer rooms, the licensee undertook & series
of actions, These were generally specific to sceffold erected to
support SBO project ectivities, They included:

(1) cerpenter retraining in procedurs) controls;
(£) detly carpenter foreman scaffold fnspection;

(3) weekly engineer-oriented sceffold inspection (previcus
practice permitted "periodic” inspection « es infrequently as
each six weeks or s0); and,

{4) mandatory posteconstruction inspection by cperations staff
(previously, sceffold built with no deviations from operations
guidance was sometimes not given a followup inspection).

The inspector verified that the above activities were documented at
various scaffolds throughout the plant while inspecting the
scaffolds. The Yicensee's actions appeared appropriate to address
the concernt which the inspector had raised,

The licensee did not commit to avoiding the simultaneous utilization
of sceffold in rooms containing opposite-~train equipment, Its
position is that scaffold properiy constructed to fte criteria (and
not modified thereafter) qualifies as a "rigid structure" and has
smple safety margin such that it would not fai) during an esrthquake
and damage plent safety equipment in the vicinity, The inspector
had no further questions concerning these matters,

Feedwater Flow Contro)

On Nov.nber 14, 1991, the Unit ] operators observed loop B steam
?enerator (S6) level slowly chang1ng for no apparent reason, It was
ater discovered thot the air valve motor in the electropneumatic
transcucer for the feedwater (FW) regulating valve had feiled. Upon
replecing the electropneumatic transducer the licensee observed thai
the rew transducer was not operating properly, so a third transducer
was installed and successfully tested, FPreliminary analysis of the
first failed transducer revealed that the DC motor that operates the
air valve had worn out, Since the trensducer, part of the advanced
digital FW control system, had only been in service for about three
years, this was an unexpected failure. The second (new) transducer
failed due to a bad interna) solder joint, The licensee developed a
comprehensive action plan to investigate the observed failures,
other possible failure modes, possible system modifications, and the
ute of an air operated vaive ciagnostic system, The inspector will
observe progress on this action plan during future inspections, A
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third transducer malfunction on December 18, 1991, was caused by &
1imit cwitch failure. The 1imit switch wes bypassed. The inspector
will review the ana'ysis of this failure during a future inspection,
The inspector verified that the licensee itsued Abnorme] Operating
Frocedure (28 AUM1, “"Feedwater Reguleting Valve Control Failure,” to
provide the operators with a symptom-based procedure for FW control
system malfunctions, Engineering support of troubleshooting and
repair activities was excellent,

Ceoling Water Piping Corrasion

During @& surveillance test of EVG D1 the licensee obterved a small
cooling water leak in & short carbon steel spoolpiece between valve
(V31505 and the air to water heat exchanger. When the spooipiece
was removed the Yicensee saw that the leak had been ceused by
through-wall microbiologically induced corrosion (MIC), The
spocipiece was not classified by the licensee as ASME Code (less 3
piping. The piping upstream of (V-31506 is clessified as ASME Code
Class 3 piping, CV-31606 is normally closed so there 15 normelly
flow in the spoolpiece only when DI is vperating, The spoolpiece
wos made with schedvle 10 pipe. The licensee had previously
observed MIC in the cooling water system with throu?h-ua11 corros‘on
of piping at one location. However, the licensee di¢ not inspect
the spoolpieces for MIC, The licensee decided to replace the
spoolpiece because it could not analytically verify the structural
capability of the leaking cooling weter spoolpiece using the
methodology of NRC Generic Letter 90-06, “Guidance for Performing
Temporary Non-Coue Repairs on ASME Code Class 1,2, and 3 Piping.”

The licensee replaced the spoolpiece with a new, thicker stainless
steel end carbon steel spoolpiece., A similar spoolpiece was
installed on D2,

Non-safety-related Ventilation Systems

As discussed in Inspection Report 50-282/91020(DRP);
EN-306/91020(DRP), the Yicensee had been unable to verify that the
safety-related battery rooms have adequate ventilation durinc all
postulated accidents, The cooling system for the battery rooms i
not safety-related and the licensee could not find records of
analyses that supported the pre-operatioral decision to eliminate a
planned safety-related cooling system, The licensee performed a
specie) test to validate recent analytical heat up rate predictions,
The specie) test showed that the analytical method was relatively
accurate, The analysis showed that, with high ambient temperatures,
if & logs of the non-safety-related cooling system occurred, room
temperatures would probably exceed the maximum temperature allowed
for continuous operation of the bettery chargers. The inspector
reviewed the lirr see's safety eveluation (No, 318, of the current
plant conditions and concluded that there was no current safety
concern, This conclusion was based on current ambient temperature
conditions, procedural changes which increased the availability of
non-safety~-relateu ventilation systems anc the high probability that
the battery charger temperature limit is conservetive, The licensee
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18 continuing its analysis of this condition to allow it to develop
appropria.: permanent corrective actions, This 15 an open item
(50+262 /91024+01; 50-306/91024-04) pending a review o1 the
licensee's corrective actions,

One open item was identified. No other violetions, devietions,
unrcsolvad or open ftems were identitied.

8. Reliable Decay Meat Removal During Outages (T1 2616/113)

The inspector attended the licensee's pre-outege meeting for the Unit 2
refueling outage scheduled for February and March of 1992, The inspertor
verified that planning included consideration of activities related to
reliable decay heat removal end that plant managcmcnt erjhasized the
impor.ance of mainteining decay heat removal, The inspector, on a
separate occasion, discussed events at other plants which involved crane
interference with offsite electric power lines. The intpector will
continue inspection of this 1ssue 1n future fnspections.

No violations, deviations, unresolved or open items were identified,
8. Safety Assessment and Quality Verification (40500, 92701

Safety ossessment and quality verification activities were gencrallg
excellent. In November, the licensee was notified that cracke had been
found in & contro) rod crive uechanism penetration of a French reactor
vesse! (RY) head., The licensee's RV heads were manufactured in France.
The licensee began an engineering review to determine 11 its RV heads
need inspection, The licensee has contacted Westirghouse and a Japanese
manufacturer for contract support, The inspector will evaluate the
Ticensee's engineering review in a future inspection, The licensee's
work on this issue was an example of excellent safety assessment,
Hou:v?:. the inspector observed four isolated ceses of wminor weaknesses
as follows:

The licensee did not control the use of scaffolding in accordaf%t with
management expectations and managemen. did not identify this situation
until 1t was questioned by the inspec or (see paragreph 7.a.).

Preparations for the Battery Room Hea: Up Special Test were generally
thorough with eppropriate reviews co ducted, However, the inspector
observed two significant errors in tie procedure used to conduct the
test, The errors existed after several levels 0" review, including an
onsite safety review conmittee (Cperations Commitine) review. The
inspector notified the licensee of the errors tefore the test was
conducted.

Safety assessment of the condition of the cooling water spooipieces for
the EDGs was excellent once a leak revealed the condition. However, the
Jicensee's quality verification programs did not identify thet the
licensee's program for piping inspections did not fdentify the
spoolpieces as potentia!l significant sites of microbiologically induced
corresion | see paragraph 7.¢. for more information).
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Lue Lo congerns about the licensee s weld inspection progran. the
licensee began a cuality assurance audit in October 1§91. The Ncensee
infornec the inspectur of the concerns and the audit, The audit reviewed
safety-relat d and non-satety-related welding activities., The audit,
completed on November 11, 1991, found weaknesses 1n engineering
sctivities associated with weld control records. The weaknes s appesred
to be a4 result of poor understandirg of the )icensee's weld controg
program which was not ideel Tor the normal conditions of use., The
Ticensee did not identify any physical problems with welds, The licensee
has completed some inftial corrective actions; however, it has not
completed its evaluatios of the problem, The incpector will menitor
licensee corrective actions as they are developed and imp lemented. Once
this problem was identified safety ossessment activities were excellent,
The 1icensee recognized that 1ts quality verification program should have
fdentified these program deficiencies earlier,

No vielations, deviations, unresolived or open items were fdentified,

Cold Weather Preparations (71714)

In conjunction with the requirements of NEC Inspection Procedure /1714,
“Cold Weather Preparations,” the inspector reviewed the licensee's
surveillance procedure SP 1627, “"Winter Plant Operation,” Revision 9,
The inspector also toured the plent durine cold weather to determine the
adequacy of the licensee's program. Tours of the turbine building,
auxiliary building, radicactive waste tuildings and screenhouse revealed
temperatures well above freezing with sefety-related fluid systems
properly heat traced or contained within heated structures,

ho violations, deviations, unresolved or open ftems were identified,

Meetings With Local Public Officials (94600)

Five Minnesota state legislators visited the plant on December 19, 1991,
During their visit the inspector met with them, discusced MRC activities
and answered questions they had about NRC ectivities.

Menagement Meeting (30702)

A management meetin?; aiievyed as Indicated in paragraph 1, was conducted
!

at the Region 11 office on December 16, 1991. The purpose of the
meeting was to eiscuss the progress of and cbservetions from various
licensee initiatives and procrams,

The topics presented Ly the licensee staff were:

8. Independent Spent Fuel Storage instaliation Project
b. Station Blackout/Electrical Systems Upgrade Project
¢. Outege Risk Manacement

g. Desigr Basis Documentation

e, Plant Material Improvement Program
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13, Gpen Items

14,

Open items are matters which have been discussed with the Yicensee, and
will be reviewed further by the inspecter, These involve some action on
the part of the NRC or licensee or both, An open item ,gentified during
the inspection 18 c¢iscussed in Paragraph 7.d,

Management Interview (71707)

The inspector met with the licensee representatives dencted in paragraph
1 at the conclusion of the report period on December &7, 1991, The
ingpector discussed the purpose and scope of the inspection and the

findings., The inspector also discussed the 1ikely informetion content of

th= inspection rogort with regard tu documents or processes reviewed by
L) inspector during the inspection, The licensee did not identify any
documents or processes at proprietory,
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