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Georgia Power Company
ATTN: Mr, N, G. Hairston, 111
Senfor Vice President -
Nuclear Operstions
P, 0, Box 1295
Birmingham, AL 35201

Gentlemen:
SUBJECT: NRC INSPECTION REPORT NOS. 50-424/91-05 AND 50-4%2./91-06

This refers to the inspection conducted by Brian Bonser of this office on
February 24 - March 23, 1991, The inspection included & review of activities
authorized for your Vogtle facility. At the conclusion of the inspection, the
findings were discussed with those members of your staff identified in the
enclosed inspection report.

Areas examined during the inspect! n are identified in the report. Within
these areas, the inspection consisted of selective examinations of procedures
and representative records, interviews with personnel, and observation of
activities in progress,

Within the scope of the inspection, no violations or deviations were
identified,

In accordance with 10 CFR 2.79C of the NRC's "Rules of Mractice," a copy of
this letter and the enclosure will be placed in the NRC Public Docurent Room,

Should you have any questions concerning this letter, please contact us.

Sincerely,

. \ ‘
(4;( !::ft’/gl Al
Alan R, Herdt, Chief
Reactor Projects Branch 3
Division of Reactor Projects

Enclosure:
NRC Inspectior Report

cc w/encl: (See yage 2)
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Georgia Power Company

cc w/encl:

R, P, McDonald

Executive Vice President-Nucleasr
Operations

Georgia Power Company

P, 0, Box 129§

Birmingham, AL 35201

C. K. McCoy

Vice President-Nuclear
Georgia Power Lompany
P. 0. 1295

Birmingham, AL 35201

W. 8. Shipman

Jeneral Manager, Nuclear Operations
Grorgia Power Company

P. 0. 1600

waynesboro, GA 30830

J. A, Bailey
Manager-Licensi g
Georgia Power Company
P, 0. Box 1295
Birmingham, AL 35201

0, Kirkland, 111, Counsel
Office of the Consumer's
Utility Council
Suite 225, 32 Peachtree Street, NE
Atlanta, GA 30302

Office of Planning and Budget
Soom 6158

270 Washington Street, SW
Atlanta, 30334

Office of the County Commissioner
Burke County Commission
Waynesboro, GA 30830

Joe D, Tanner, Commissioner
Department of Natural Resources
205 Butler Street, SE, Suite 1252
Atlanta, GA 30334

Thomas HMill, Manager

Radioactive Materials Program
Department of Natural Resources
878 Peachtree St., NE., Room 600
Atlanta, GA 30309

(cc w/enc] cont'd - see page 3)
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DETAILS

‘ersons Contacted

Licensee Employees

.“.
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Beacher, Senior Plant Engineer
Beasley, Manager Operations
Bradley, Engineering Supervisor
Chesnut, Manager Technical Support
Christiansen, Safety Audit and Engineering Group Supervisor
“sursey, Maintenance Superintendent
ceene, Assistant General Manager Plant Support
Handfinger, Manager Maintenance
Hobbs, [&C Superintendent
Holmes, Manager Training and Emergency Preparedness
Horton, Manager Engineering Support

. Huyck, Nuclear Security Manager
. Kitchens, Assistant Genera) Manager M'ant Operations

LeGrand, Manager Mealth Physics and ‘aemistry

. McCarley, Independent Safety Engit.e¢i~q Group Supervisor

Sheibani, Nuclear Safety and Compliance Supervisor - Acting
Shipman, Genera) Msnager Nuclear Plait
Stinespring, Manager Plant Administration

. Swartzwelder, Manager Outage and Planning Operations

Other licensee employees contarted included technicians, supervisurs,
engineers, operators, maintenance personnel, quality control inspectors,
and office personnel.

Olgethorpe Power Company Representative

*£.

Toupin

NRC Resident Inspectors

*B.
*D.
.Pl

Bonser
Starvkey
Balmain

*Attended Exit Interview

An alphabetical 1ist of acronyms and initialisms it located in the last
paragraph of the inspection report.
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Plant Operations - (71707

General

The inspection staff reviewed plant operations throughout the
reporting period to verify conformance with regulatory requirements,
Technical Specifications, arnd administrative controls, Control logs,
shift supervisors' logs, shify relief records, LCO status logs, nignt
orders ard standing orders, litted wires and jumper logs, and
clearance 1ogs were routinely reviewed. Discussions were conducted
with plant operations, maintenance, chemistry, health physics,
engineering support and technical support personnel, Daily plant
status meetings were routinel  aitended,

Activitiss within the control room were monitored during shifts and
shift changes. Actions observed were conducted as required by the
licensce's procedures, The complement of licensed personnel on each
shift met or erxcieded the minimum required by T5s. Direct
obscrvetiors were sonducted of control room panels, instrumentation
and rrcorder tiaces importart to safety. Operating perameters were
nbierved (o verify they were within TS limits. The intpectors also
reviewed (s tu determine whether the licensee was appropriately
document ing oroblums and implementing corrective actions.

Plant tours were taken during tre r,
besis. They included, but were net -
the auxiliary building, electrical .°
rooms, NSCW towers, DG buildings, AFy
switchyard,

ceting period on a routine

i 1ted to, the turhine building,
Tpment rooms, cable spreading
a1ldings and the 1ow vcltage

During piant tours, housekeeping, security, equipment status and
radiation control practices were obterved,

The ingpectors verified that the licensee's health physics
policies/procedures were followed., 515 included observation of HP
practices and review of area surve radiation work permits,
postings, and instrument calibratio

manned and security personnel were Rpable of performing their
assigned functior;; persons and pacF ges were checked prior to entry
into the PA; vehicles were proper';®authorized, searched, and
escorted within the PA; persons within the PA displayed photo
fdentification badges; and personn* in vital areas were authorized,

.

The inspectors verified that the sf’irit organization was properly

Unit 1 Summary

The unit began the period operating at full power. Un February 25,
power was reduced to 90% for replacement of heater drain pump A due
to high vibration. Power was reduced further on February 28 to
approximately BO% due to potential electrical grid instarilities



[ #)

resulting from the West Macintosh 500 KV Yine bc\ng out of service.
Power was returned to 90% on March 5, repairs to HDP A were completed
and power was increased to 99%., On March 6, an ESF actuation
occurred due to & voltege transient on the B train dc system that
resulted in & control room ventilation and containment ventilation
isolation. The ESF actuation had no effect on power operations, The
unit operated at full power through the end of the report period.

Unit 2 Summary

The unit began the period in Mode 3 following an automatic reactor
trip on Overtemperature Delta 7 due to a circuit card failure. On
February 24, criticality was aschieved; the unit entered Mode 1 and
the main generator was tied to the grid., The unit reached )00% power
on February 25 and operated at full power unti)l Marcih 16. On March
16, the unit was shutdown for a planned outage to install a main
turbine ENC mod“fication and to repair a leak on a SG #4 handhele.
Tho"unit ;:hiﬁvod criticality and the generator was tied to the grig
on March 24,

Unplinned Fmergency Diese] Generatur Start

On Mar S 21, during performance of procedure 14608-1, SSPS Slave

Relay KOl Train A Test Safety Injection, an unplanned start of the
1A EDG occurred. rersonne! performing the surveillance had
incorrectly depressed the "Test SI" push button instead of the “SI OR
U/V Test Output Switch 1A & 1C" as called for in the procedure., The
personne! involved had walked through the procedure prior to 1ty
performance and during the walk through had incorrectly iden. fied
which test push button was to be used. Three licensed personnel were
present durin? the walkdown and none noticed that the panel
pushbutton which they intended to use was not the one described in
the procedure. This event was not considered to be reportable since
the EDGs are not, by definition, ESF equipment. However, the
licensee did write Y OC, 1-91-079, which will require & forma)
disposition as to reportability and corrective actions. The licensee
stated that the specific procedure step will be reworded and that a
broadness review of similar procedures will be performed to eliminate
possible future misinterpretations, The resident inspectors consider
this event to be an example of operator inattention to detail in
following a plant procedure.

Unit ¢ SG Secondary Side Access Handhole Leak Repair

During recent Unit 2 operation, a leak developed around the seating
surface of a secondary side handhole on SG #4. The leak became
apparent when the Containment Air Cooler Condensate .eak Detection
system was alarming continuously., An analysis of the leak off
determined the leak was not from the RCS., Walkdowns in containment
determined that the leak was from a secondary side handhole close to



the tube sheet on the #4 steam generator. Calculations on the
magnitude of the leak ranged up to 4 gpm,

The licensee developed & repair scheme which called for shutting down
the unit to Mode 3 (Mot Standby) and pressure injection of a sealant
compound into the handhole cover plate., This repair scheme was
intended to seal the void between the handhole cover and the 56
shell, Injection of the sealant cum?ound involved drilling holes
into the handhole cover plate. The licensee's safety evaluation of
th: Teak repair technique involved the assessment of two issues: an
evaluation of the structura) aspects of the SG shell to determine
that SG integrity was maintained; and the resultant effect on
secondary side chemistry following introduction of the sealant
compound. The inspectors reviewed the licensee's temporary
modification request and 10 CFR 50.59 safety evaluation and were
satisfied the licensee was taking a safe and conservative approach,

Over the weekend of March 16, Unit 2 was shutdown to Mode 3 to
rform the leak repair. The first attempt to stop the leak failed.

ollousng this attempt, the licensee discovered that the sealant used
in the effort was inadequate for the temperature and pressure
‘nvolved. Apparently, at normal operating temperature and pressure,
the sealant turned to powder. The licensee in preparing the
Temporary Modification Request failed to adequately consider the
effects of temperature. A second attempt at injecting sealant, usiing
a metal clamp around the outside diameter of the flange and a
different sealant, also failed to stop the leak, On March 20, Unit 2
was taken to Mode 5 (Cold Shutdown), The #4 steam generator was
drained and the leaking flange was removed for inspection and repair,
At the end of the inspection period the repairs had been comp ted
and the unit was returning to power, "

Technical Specification Clarifications

During this inspection report period, the inspectors noted hree
occasions where the licensee found 1t necessary to clarify or
evaluate TS for continued conduct of operations. These three
evaluations were all associated with the leak on the Unit 2 #4 steam
enerator, In all three cases, the inspectors assessed the

icensee's clarifications as safe and conservative, The inspectors
paid particular attention to these interpretations because they all
involved uoighing safety and economic factors. The conservatism of
the licensee's interpretations have been questioned in the past,

The first clarification involved the Containment Air Cooler
Condensate Leak Detection system being in constant alarm (75
3.4,6.1), The question was whether the constant alarm rendered t'is
portion of the RCS leak detection ystem inoperable. The Ticensee's
conclusion was that the alarm function is not required for the system



to perform 1ts function, The system was operable as long as it was
capable of being used for leakage detection, The licensee initiated
a surveillance to calculate leak rate from air cooler condensate once
per shift,

The second decision involved @ gudgomont on whether to go to Mode 4
(Mot Shutdown) or Mode 5 (Cold Shutdown) for removal and/or repair of
the SG handhole. 1In Mode 4, the Containment Integrity TS was stil)
applicable. With the potential removal of the handhole cover, the
question arose whether Containment Irtegrity would be violated if the
plant was still in Mode 4, After considering this and cther factors,
the licensee decided to go to Mode 5.

The third clarification, applicable in Mode § only, involved a
footnote in 15 3.4.1.4.1 which requires a RCP not be started uoless
secondary water temperature of each 56 1s less than 50 degrees F
sbove each RCS cold leg temperatire, The licensee wanted to start a
RCP with no RCPs running (1n Mode 5) after securing the only runnin
RCF upon receiving a high vibration alarm {which later proved false).
The basis for this TS 1§ to prevent RCS pressure transients through
energy addition from the secondary side. With SG #4 drained for the
handhole repair & guestion arose as to applicability of the TS to the
empty SG. The licensee performed a thermodynamic analysis of air and
water and concluded it was acceptable to start a RCP with a 5G
drained,

ESF Actuations - Containment Ventilation lsclation And Control Room
Isolation

L
’

On March 6, personne)l were troubleshooting an‘electrical ground in
the Unit 1 125 vdc switchgear., As a part of (his process, the 1B
battery output breaker, 1BD1-01, was opened creating a disconnect
between the battery chargers and the batteries., When the battery
chargers began mcking variable pitcher noises and the indicator light
on the bus began to fluctuate in inteL ity the equipment operator
reclosed the breaker. In the conirolWoom a large number of
annunciators were recieved including indications that a containment
ventilation isolation and control room isolation had occurred. ALl
valves and dampers actuated as designed.

The 1icensee's investigation determined that when circuit breaker
1B01-01 was opened one of the two battery chargers (1BDICA)

e rienced voltage fluctuations from 90 to 140 volts. A protection
circyit in inverter 1BD1112 automatically shutdown inverter gperation
when volitage from the chargers went below 105 volts, When the
inverter tripped, power was lost to various radiation monitors and
other equipment that had annunciated in the control room, This
caused the radiation monitors to send ESF actuation signals upen loss



of power. 1t was found that the voltaze »luctations in battery
charger 1BDICA could be stopped when < one of its six control
circuit boards was replaced. The licensee could not explain this
unusual condition, A search for a specific failure 15 continuing,
The licensee will report this event in LER 424/91-04,

No violations or deviations were identified.
ESF System Walkdown (71710)

On March 19, the inspectors completed a system wal.idown of both trains of
the Unit 1 Containment Spray System. The purpose of the walkdown was to
determine whether the system lineup procedure, Containment Spray System
Alignment, 11115-1, Rev. §, agreed with the plant piping and
instrumentation diagram, 1X4DB131, Rev. 22 and to identify equipment
conditions and items that might degrade plant performance.

Material condition of those areas inspected was good and nothing was
observed which might affect system operability. However, several
discrepancies were noted regarding labeling of components. Specifically,
two valves were missing plastic fdentification tags, the wordin? on seven
valve identification tags did not exactly match the valve description in
the system alignment procedure, and all twelve electrical breaker 1D tags
differed from tie a. anment procedure written description. These labeling
discrepancies were discuised with the 1icensee and corrective action will
be taken. The inspectors had no other concerns regarding this Containment
Spray System walkdown,

No violations or deviations were identified.
Surveillance Observation (61726)

Surveillance tests were reviewed by the inspectors to verify procedural
and performance adequacy, The completed tests reviewed were examined for
necessary test prerequisites, instructions, acceptance criteria, technical
content, data collection, independent verification where required,
handling of deficiencies noted, and review of completed work, The tests
witnessed, in whole or in part, were inspected to determine that approved
procedures were available, equipment was calibrated, prerequisites were
met, tests were conducted according to procedure, test results were
acceptable and systems restoration was completed,



Listed below are surveillances which were either reviewed or witnessed:

Surveillance No, Title

11121-C Containment Coolers Condensate Collection
Calculation

14546-] Turbine Driven Auxiliary Feedwater Pump
Operability Test

14563.2 ESF Room Cooler And Safety Related Chiller
Flow Path vVerification

14980-1 Diesel Generator Operability Test (6 month
fast load test)

14980-2 Diese! Generator Operability Test

289112 Seven Day Battery Inspection And Maintenance

a. Main Feedwater Regulating Valves And Bypass Valves Testing

During the licensee's review of Generic Letter 89-19, "Safety
Implication of Control Systems in LWF Nuclear Power Plants", it was
identified that the MFRVs and bFRVs, according to Westinghouse, are
credited in the safety analysis as a backup to the Feedwater
Isolation Valves. Termination of main feedwater flow to & faulted
steam generator is assumed in the steam line break and feed line
break analyses in order to 1imit the RCS cooldown and mass release
from the break. As a result, the l1icensee added the MFRVs and BFRVs
to the active valve 1ist in the FSAR and included them in the
Inservice Testing Program. When the Unit 1 active list, IST program,
and TS5 were originally developed the MFRVs and BFRVs were
deliberately excluded because it was thought that they were not
required by the safety analyses,

To date, the Unit 1 BFRVs and the Unit 2 MFRVs and BFRVs have been
tested with satisfactory results. The only remaining valves are the
Unit 1 MFRVs which will not be tested within the time requirements
now established in the testing program (MFRVs can only be tested with
the plant shutdown),

Due to the fnability to stroke test the MFRVs at power, the resident

inspectors requested that the licensee justify the capability of the

MFRVs to close within the specified time unti{ the plant 1s in a mode
in which the valves can be tested. The licensee, using completed ESF
Response Time Summation procedures and 1&C loop calibration



procedures, obtained data which included times for the sensors, SSPS
processing and closure times for the MFRVs, The response times for
each of the MFRVs was calculated to verify that they could meet the
feedwater isolation response time requirements and the inservice
testing requirements. A1l the calculations were within the specified
time requirements,

Once the need for testing of these valves was identified, the
licensee took appropriate action to add them to the IST program, test
the valves if possible, and address the safety issue on the Unit 1
MFRYS.

No violations or deviations were identified.
Muzintenance Observation (62703)

During this inspection period, a maintenance team inspection (MIT) was
conducted at Vogtle by inspectors from Region Il and NRR, The results of
that comprehensive inspection will be documented in report
50-424,425/91-03,

No violatiors or deviations were identified.
Review of Licensee Reports (90712)(92700)

The below listed Licensee Event Reports were reviewed to determine if the
information provided met NRC requirements, The determination included:
adeguacy of description, verification of compliance with TS and regulatory
requirenents, corrective action taken, existence of potential generic
problems, reporting requirements satisfied, and the relative safe.y
significance of each event,

a. (Closed) 50-425/90-03, Rev. 0, “Trip Of Heater Drain Pump Results In
Exceeding The Reactor Power License Limit. "

Reactor power was reduced to 90% of rated therma)l power and was
maintained at that power until previously scheduled ma. ‘t:.aance on
the heater drain gump was completed. The manual actuation pin for
the HDT high level dump valve was disengaged and the valve was
returned to automatic operation. The pins were modified so that they
are now restrained in the automatic position, Licensed operators
were trained during a subsequent requaiification class on the
conditions that led up to and caused the over power event,



(Closed) 50-424/90-20, Rev. 0, “"Personne) Error Leads To A Technical
Specification Viplation,"

The GPC mlectrician and foreman involved were counseled regarding the
importance of attention to detail. The Maintenance Manager sent a
memo to other appropriate personnel describing this event and tl.e
need for adequate reviews. Battery cell #35 was designated . pilot
cell, which required weekly testing and should allow future problems
with cell #35 to be identified sooner. Finally, battery procedures
were reviewed and revised to simplify data recording and to eliminate

(Closed) 50-425/90-12, Rev. 0, "Personnel Errors Leoad To Containment
Spray Pumps' Deactivation,"”

The S5 who approved the clearance to remove the containment spray
pump from service was counseled regarding the importance of accuracy
in reviewing clearances related to equipment required to be operable
per TS, The Reactor Operator was counseled regarding the importance
of maintaining a questioning attitude in the performance of his
duties, A copy of this LER was included in the Operations Reading
Boo: and was reviewed during a subsequent operator requalification
iycle.

(Open) 50-425/91-03, Rev, 0, "Diesel Generator Failures May Have
Resulted In Luss Of Ability To Mitigate Accident Consequences."”

The K4 transfer relays for both the 2A and 2B DGs were replaced and
both DGs were demonstrated to be operable. The transfer relay
contacts on DG 1A were tested and no problems were found., The Ké
transfer relay was replaced on DG 1B due to a somewhat higher
resistance across contacts 1 and 7. Furthermore, each DG has been
instrumented to measure voltage drop during paralleling operation.
No abnormal readings were observed. Testing will continue on the 2A
0G in an effort to ide tify the root cause of the failure. If the
licensee determines & defective cause of the failure, a supplementa)
LER wil) be submitted. This LFR will remain open pending further
developments in the licensee's investigation.

No violations or deviations were identified,

7. Followwr (92701,92702)

(Closed) Part 21 Report, 50-424, 425/31-02, “"Cooper Energy Services
Potential Defect With EDG Starting Air Admission Valve,"

Energy Services Group of Cooper Industries, in a letter to GPC dated
July 31, 1990, recommended a plan of action to address the valve
sticking problem. GPC subsequontly completed all recommended work
for valves in service on all Unit 1 and Unit 2 EDGs. Additionally,
appropriate maintenance procedures were revised to require that all

duplication,




Exit
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air start valves in the warehouse be modified prior to installation
on a EDG,

(Closed) VIO 424,425/90-20-01, "Inadequate Diesel Generator Procedure
Resulting in Viplation Of TS 6.7.1a."

The licensee responded to the violation in correspondence dated
November 15, 1990. Corrective actions included briefing on-shift
operations personnel regarding the correct methods for shutting down
a diesel generator after an emergency start; additional training
incorporated into licensed operator requalification; and revision of
plant procedures 13145-1 and 2, “"Diesel Generators", to provide
guidance on actions to take concerning shutting cown the diesels
after emergency starts, Based on a review of the licensee's
completed corrective actions this violation s closed.

Meeting

The inspection scope and findings were summarized on March 22, 1991, with
those persons indicated in paragraph 1. The inspector describec tha areas
inspected and discussed in detai] the inspection findings listed below,

No dissenting comments were received from the licensee. The licensee did
not identify as proprietary any of the material provided to or reviewed by
the inspectors during this inspection,

Acronyms And Inftialisms

BFRY
DC
ac
£DG
EWC
ESF
FSAR
HOP
HP
1ST
KV
LER
MFRV
RCS
RCP
56
sl
TS
uv

Byoass Feed Regulating Valve
Deficiency Cards

Direct Current

Emergency Diesel Generator
Electro-Hydraulic Control
Engineered Safet{ Features
Final Safety Analysis Report
Hea*er Drain Pump

Health Physics

Inservice Test

Kilo-Volts

Licensee Event Reports

Main Feed Regulating Valve
Reactor Coolant System
Reactor Coolant Pump

Steam Gererator

Safety Injection

Technical Specification
Undervoltage
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Georgia Power Company 3 Jan 11 1831

cc w/enclosures:

R. P. McDonald

Executive Vice President-Nuclear
Operations

Georgia Power Corporation

P, O. Box 1295

Birmingham, AL 25201

C. K. McCoy, Vice President - Nuclear Vice President-Nuclear
Georgia Power Corporation

P. O. Box 1295

Birmingham, AL 35201

W. B. Shipman

General Manager, Nuclear Operations
Georgia Power Corporation

P. 0. 1600

Waynesboro, GA 30830

J. A. Bailey
Manager-Licensing

Georgia Power Corporation
P. O. Box 1295
Birmingham, AL 35201

J. E. Joiner, Esquire

Troutman, Sanders, Lockerman, and
Ashmorce

1400 Chandler Building

127 Peachtreoe Street, NE

Atlanta, GA 30303

D. Kirkland 1II, Counsel

Office of the Consumer's
Utility Council

Suite 225

32 Peachtree Street, NE

Atlanta, Gi. 30302

Office of Planning and Tudget
Room €15B

270 Washington Street, SW
Atlanta, GA 30334
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Offi - of the County Commissioner
Bu.ke County Commission
Waynesbore, GA 30830

Lonice Barrett, Commissioner
Department of Natural Resources
205 Butler Street, SE, Suite 1252
Atlanta, GA 230334

Thomas Hill, Manager

Radicactive Materials Program
Department of Natural Resources
878 Peachtree Street, NE, Room 600
Atlanta, GA 30309

Attorney General

Law Department

132 Judicial Buil .ing
Atlanta, GA 30334

State of Georgia

Jan 11 189



ENCLOSURE 1

NOTICE OF VIOLATION

Georgia Power Company Docket Nos. 50-424 and 50-425
Vogtle Electric Generating Plant License Nor. NPF<68 and NPF-g81
Units 1 and 2

During an NRC inspection conducted on August 6 through 17, 1990,
viclations of NRC requirements were identified. In accordance with
the "General Statement of Policy and Procedure for NRC Erforcement
Actions," 10 CFR Part 2, Appendix C (1390), the vio'ations are
listed below.

A, Technical Specification 3.6.3 requires that the containment
isolation valves (CTVs) be operable in Modes 1, 2, 3, and 4.
With one or more of the ClVs incpe:able, at least one
isolation valve must be maintained operable in each aff cted
penetration that is open and the inoperable valves must be
~estored to the operable status within 4 hours or be in Hot
wstandby within the next 6 hours and in Cold Shutdown within
the following 30 hours.

Contrary to the above, ¢n August 7, 1990, the NRC identified
that CIVs 2HV=-2792A. 2HV=-2792EC, 2HV-2791B, and 2HV-2791E were
opened and, thus, incperable during surveillance testing of
the hydrogen monitor system for a total of 18 hours and 47
minutes on Unit 1 while in Mode and 21 hours and 11 minutes
on Unit 2 while in Mode 1 without complying with the limiting
condition for operation (LCO) action statement. (50~424/90~
19-02; 50-425/90-19-02)

This is a Severity Level IV violation (Supplement I).

B. Technical Specification 4.2.5.3 requires that the reactor
coolant system (RCS) flow rate be determined by precision heat
balance before operation above 7% percent of rated thermal
power. Furthermore, this specification requires that, within
7 days prior to performing the RCS flow measurement, the
instrumentation used for performing the precision heat balance
shall be calibrated.

Contrary to the above, the licensee failed to calivrate,
within seven (7) days prior to use, the instrumentation used
during the performance of the precision heat balances required
by TS 4.2.5.3 and performed on April 23 1990.
(50~424/90-19-01; 50-425/90-19-01)

This is a Severity Level IV violation {Supplement I).



Pursuant to the provisiors of 10 CFR 2.201, Geurgia Power Company
is hereby required to submit a vritten statement or explanation to
the U.S. Nuclear Regulatory Cowmission, ATTN: Document Control
Desk, Washington, DC 20555, with a copy to the Regional
Administrator, Region II, and, if applicable, a copy to the NRC
Resident Inspector within 30 days of the date of the letter
transmitting this Notice of Violation (Notice). This reply should
be clearly marked as a "Reply to & Notice of Violation" and should
include for each violation: (1) the reason for the violation, or,
if contested, the basis for disputing the violation, (2) the
corrective steps that have been taken and the results achieved, (3)
the corrective steps that will be taken to avoid further
violations, and (4) the date when full compliance will be achieved.
If an adequate reply is not received within the time specified in
this Notice, an order may be issued to show cause why the license
should not be modified, suspended, or revoked, or why such other
action as may be proper should not be taken. Where good cause is
shown, consideration will be given to extending the response time.

FOR THE NUCLEAR REGULATORY COMMISSION

Dated at Atlanta, Georgia

this 11 day cf Jan. 1991
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Although two violations were identified, the inspection concluaed
that the facility was operated in a safe manner in accordance with
the requirements of the licensee's operating license. In addition,
there were several operational practices where weaknesses were
identified.

The specific observations and conclusions of the operations
followup team are detailed in the insprction report: however, the
bases for these overall conclusions are summarized Lelow.

Technical Specifications

The inspention identified two instances in which the licensee
viclated the requirements of the Technical Specifications.

1) The licensee indicated that the limiting condition for
operation (1LCO) for TS 3.6.3, "Containment Isolation Valves,"
did not require the containment isolation valves for the
hydrogen analyzer system to remain closed during Modes 1
through 4. The inspection identified Viclations 50-424/90~-19~
02 and 50-425/90-19~02 in this area. (Section 2.2.1.1)

2) The licensee indicated that the surveillance requirements of
TS 4.2.5.3, (reactor coclant system precision heat balance
flow measureinent) did not require the calibration of ail the
instrumentation used in the performance of the precision heat
balance within seven days of performing the heat balance. The
failure to perfrrm the calibration of all the instruments used
during previous performances of the precision heat balances
had resulted in the inccrrect calculatior of the RCS flow
during the period of April 23 through May 21, 1990, The
failure to accurately calculate the RCS flow was due to the
failure to correctly perform the surveillance requirements of
TS 4.2.5.3. The inspection identified Viulations 50-424/90-
19-01; 50-425/90-19-01 in this area. (Section 2.1.1.2)

Qperational Policies and Practices

The inspection identified several instances of operational policies
and practices where there were weaknesses. Specifically:

1) The licensee's method for TS interpretations allowed the
operations manager to be solely responsible for the approval
and discribution of the interpretations. The inspection team
was concerned that the intent of the TS may be changed .y the
interpretaticns without an interdepartmenta., review and
approval of the interpretations, such as weuld be provided by
a plant review board (PRB, review. (Section 2.1.1.1)

Z) The licensee's method for interdepartmental review of
procedures appeared to rely on the procedure writer's judgment
or ancther department's regquest. As evidenced by the lack of
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an Operations Department review of Surveillance Procedure
24551-2, "Containment Hydrogen Monitor Analog Operability Test
and Channel Calibration," this methodology had not ensured
that all procedures that affect the Operations Department
receive that department's review and concurrence. The
inspection team concluded that the licensee's method of
performing intra- and interdepartmental reviews of procedures
needed improvement. (Section 2.1.1.6)

The licensee indicated that the LCO action reguirements of TS
3.7.8, "Snubbers," allowed voluntary entry into the LCO for
the performance of snubber modifications (i.e., replacement
with fixed struts). The licensee's voluntary entry into the
LCO (during modes when the snubbers were required to be
operational) was performed as an operational convenience and
not in conjunction with other pre-planned testing or
maintenance. In addition, the method used for the nuclear
service cooling water (NSCW) modifications resulted in an
unnecessary reduction in the availability of the engineered
safety features equipment. These voluntary entries into LCOs
were not necessary and were performed in order to reduce the
scope of the subsequent refueling outage. ‘Section 2.1.1.4)

The licensee indicated that the LCO for o8 3.0.3, "Shutdown
Actions," allowed a total of seven hours to achieve hot
standby and that a reduction in reactor power wus not required
until three hours after entry of the LCO. This position was
based on their ability to go from Mode 1 to Mode 4 (hot
standby) within four hours. (Section 2.1.1.3)

The licensee's method of certifying the qualifications for
plant equipment operators (PEOs) was not correctly performed.
The training evaluator delegated the responsibility for
evaluating performance of trainee PEC rounds to a gqualified
PEO. The evaluator (without discussions with the gqualified
PEQ) certified that the rounds were satisfactorily completed
based on the qualified PEO's initials, even thougn the
qualified PEO had not observed the performance of the
trainee's rounds. In addition, the licensee had not conducted
a management review of the implementation of the on-the-job
training for PEOs. (Section 2.1.3.2)

The licensee's method of identifying the actual expectations
for plant equipment operators involving the minimum acceptable
performance of general inspections was neither well defined in
procedures nor, in some instances, by on-the-job training
(OJT). (Section 2.2.6)

The licensee's method of authorizing excess overtime in the
Operations Department was considered a weakness because of the
lack of recent work history information, freguent "after the
fact" authcrization of excess overtime, and the potential
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conflicting responsibilities of the authorizing official. The
inspection team also concluded that excess overtime may have
been performed by certain individuals. In addition, the non-
supervisory staffing policy had the potential to result in
unbalanced experience levels on the night shifts. (Section
2:1.3.1)

The licensee's method of holding pericdic mini-safety meetings
for Operations Department personnel was not properly
fulfilling the administrative procedure regquirements.
(Section 2.2.4)

The licensee's method for implementing the Quality Zoncern
Program had a potential weakness with respect to the method of
exit interviews and the assignment of the investigations.
(Section 2.1.3.3)



INSPECTION DETAILS
1.0 INSPECTION OBJLCTIVES

Recent operational events which have occurred at the Vogtle
Electric Generating Plant (VEGP) have raised concerns within the
Nuclear Regulatory Commission (NRC) as to the ability and the
determination of the licensee to operate the facility in a safe
manner. To address this concern, the NRC performed a special team
inspection to determine if the l‘:ensee operates the facility in
accordance with approved procedures and within the requirements of
the facility's operating license. In addition to the occurrence of
specific events, NRC concerns regarding the safe operation of the
facility were heightened with the receipt of several allegations
relating to cperational activities at VEGP. The combination of the
facts and circumstances associated with the operational events and
the allegations warranted the immediate initiation of special
inspection activities.

A special inspection team comprising staff from the Region 1II
Office and the Office of Nuclear Reactor Regulation (NRR), assisted
by staff from the Office of Investigations (CI), was formed to
determine the individual validity and collective impact of these
concerns and allegations on the safe operation of the facility.
The purpose of the inspection was to determine if the licensee
operates the facility in a safe manner in accordance with approved
procedures and the requirements of the facility's operating
license. Specifically, the inspection objectives were to:

1) Assess the operational philosophy, policy, procedures, and
practices of the facility's operating staff and management
regarding operational safely.

2) Determine the technical validity and safety significance of
each of the allegations and their impact on the safe operation
of the facility.

These inspection objectives were accomplished by the use of two
inspection teams--an operations followup team and an allegations
followup team. Tre efforts of these two inspection teams were
closely coordinateuw: however, they independently pursued the
objectives outlined above.

The operations followup team monitored control room activities on
a 24-hour basis in order to: (1) evaluate the operational
philosophy, peolicies, procedures, and practices of the operating
staff and management and (2) determine if the plant was being
operated in a safe manner in accordance with the facility's
operating license. The results of this effort are set out in this
inspection report.

The allegations followup team verified the technical validity and
safety significance of each of the allegations. In addition, with

RS
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the assistance of the 0O staff, this team interviewed members of
the plant staff i order to determin 1 their personal
involvement and knowledge of the specific allegations and (2) their

L |
practice and understanding of the station operational pol
These interviews wvere transcribed. Although an O investigator

A - ii

was
assigned to the inspection team to assist during the transcribed
interviews, this inspection was not an OI investigation into ¢t

Ol 10 the
alleged violations The results of the allegaticorn followup team
review are still ande* consideration and will be documented 1in
separate correspondence.

In addi’;on to identifying the operations followup team's
conclusions and findings, this report identifles two violations and
several weaknesses in the licensee's operational policies,
programs, and procedures. The specif s for the

inspaction team's concerns are detalled in the sections
and in the Inspection Summary.

2.0 OPERATIONS FOLLOWUP

The coperations followup team monitored the cont:

monlitoreaq trol room activities
on a 24-hour basis 1n order to (1) evaluate the operaticnal

philosophy, practices, procedures and policies of the operating
staff, and (2) determine 1f the plant was being operated in a safe
manner in accordance with the facility's cperating license. The
inspection team's shift schedule closely coincided with the

operating staff's 12-hour shift rotation so that the NRC inspectors
could become familiar with the individual operators and their
interaction with other operators.
The operations followup team conducted performance-based
evaluation of the Operations Department in order to evaluate the
operational philoscophy, policies, procedures, and practices of the
operating staff and ~anaqem°nt. The inspection team observed
activitilies directly and held discussions with the operating staff
and manageaent during the shift monitoring activities. This effort
was .ot ntended to duplicate or substitute for the efforts of the
allegatins followup team, but was intended to address whether
operational philosophy, policles, procedures or practices similar
to those addressed by the allegations team were currently being
mplemented at the station.
The team used the guidance of Inspectior Procedurte 1
"Operational Safety Verification," to evaluate 1f the plant was
operated 1n a safe manner In addition the team used the
inspection requirements and guidance of Inspection Procedure 71
"Sustained Control Room and Plant Observation," and bserve
perational activities conducted by the licensee to eva 1te 1if

operators were attentive and respor e * AT rameter

and conditions
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interpretation and discussed both verbal and written
interpretations. The procedure allowed either the shift
superintendent, operations manager or unit superintendent to make
the initial interpretation. However, the final, written
interpretation was signed by the operations manager.

A revievw of TS 6.4.1 regarding the function and responsibility of
the Plant Review Board (PRB) indicated that the PRB was responsible
for reviewing those procedures that established plant-wide
administrative controls as well as any proposed changes to TS. The
PRB review is the review and audit method specified by T3 to
provide &«n interdepartmental review of proposed changes to ensure
that the intent of the TS5 is not changed. The TS did not
specifically require that interpretations be approved by the PRB.
As such, a licensee action, absent PRB review, appears necessary to
ensure that the TS interpretations have not and will not change the
intent of the TS.

The licensee indicated that, because the operations manager was
qualified to interpret the TS based on his experience, additional
reviews were not necessary. In addition, during the exit interview
described in Section 4 of this inspecticn report, the licensee
indicated that it was undesirable to have any other department or
individual review or concur in the Operations Department
interpretation of the Technical Specifications. This position was
based on the licensee's desire to minimize the involvement of
additional personnel to ensure that the licensed operators had the
ability to implement the requirements of +the Technical
Specifications on a timely basis.

The inspection team noted that the method used by the Operations
Department to issue TS interpretations (i.e., written answers to
written questions) allowed sufficient time to ensure that the
answer was correct. The review of these interpretations would not
have delayed a response to an immediate operational concern. In
addition, the inspecticn team note” that several of the
interpretations were requested as clarifications by the operators
and concerned areas that were beyond the routine knowledge of most
licensed operators, such as the definition of core gquadrants, the
required axial flux differenc: (AFD) target band for flux
difference units, and the applicability of TS 3.6.3, "Containment
Isclation Valves," surveillance requirements during sampling,
venting, draining, or local leak rate testing (LLRT) activities.

The inspection team's review of several sets of TS interpretation
manuals indicated that the TS interpretations were not distributed
in a controlled manner and that there was no method to ensure that
a complete set was available. The inspection team found that the
operations manager's and the control room's copies of the
interpretations were not identical. The TS interpretation book
maintained in the contrel room contained an interpretation that was
issued on August 14, 1988, concerning TS 3.0.3. This specific
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interpretation was not in the operation manager's interpretation
book. In addition, certain TS interpretations contained supporting
information that implied NRC concurrence.

The inspection team concluded that having one individual
responsible for the approval and distribution of the TS
interpretations requested by tiie licensed operators was a weakness,
The lack of an interdepartmental review and approval of the
interpretations could zasult in a change in the intent of the TS.

2:1.1.2 Calibration Regquirements for RCS Flow Instruments

During a Plant Review Board (PRB) meeting on August 6, 1990, the
inspection team noted that the PRB approved Licensee Event Report
(LER) 50-424,425/90~-15 concerning failure to calibrate all the
instruments used in the reactor coolant system (RCS) flow balonce.
The LER documented that for Units 1 and 2 the surveillance
requirensents of TS 4.2.5.3 (RCS precision heat balance flow
measurement) had not been properly performed. Specifically, TS
4.2.5.3 required that the RCS flow rate be determined by precision
heat balance at least once every 18 months and after each
refueling, before operation above 7% pnercant of rated thermal
power. TS 4.2.5.3 required the instrumentation used for performing
the precision heat balance to be calibrated within 7 days before
performing the heat balance. The precision heat balance flow
measurement was performed in accordance with Surveillance
Procedures 88014~-C, "Reactor Coclant fystem Flow Measurement," and
88075~-C, "Precision Heat Balance."

The July 12, 1990 Quality Assurance audit of the precision hzat
balance flow measurement surveillance ncted an apparent inadequacy
invelving Surveillance Procedure 88075-C. The surveillance
procedure required the calibration of special test instrumentation
used for performing the heat balance, but did not require
calibration of plant computer poinus that were 'sed for cobtaining
input values for feedwater temperatures. The inspection team's
discussion with the reactor engineering supervisor determined that
the calibration requirement of TS 4.2.5.) had been interpreted to
apply only to special test instrumentation that was installed and
removed during each performance of the precision heat balance.
Also, while the feedwater temperature computer points were being
calibrated on a routine basis, the Operations Department had not
historically calibrated the computer points within the 7 day
interval specified by TS 4.2.5.3. The Quality Assurance (QA) audit
concluded that the .nterpretation of the calibration reguirement
was incorrect in not including the feedwater temperature computer
points. Therefore, no previous precision heat balance flow
measurements had been completed in compliance with the reguirements
of T8 4.2.5.3.

LER 50-424,425/90~15 was approved by the PRB on August 8, 1990, to
meet the 3l0-day reporting requirement of 10 CFR 50.73. However,
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the licensee indicated that calibration of equipment other than
special test instrumentation was 1ot required by TS 4.2.5.3 and
intended to pursue confirmation of the Operations Department's
original interpret..ion of the TS. The LER indicated that the
surveillance procedures would be revised to require the calibration
of the feedwater temperature computer points within the 7 days
before the performance of the precisi n heat balance. In addition,
the licensee reperformed the precisiun heat balance calculatimns
for both units using estimated values for the feedwater
temperatures. These estimated values were based on the averuge
drift indicated by a subssquent calibration of the feedwater
temperature computer points. The new calculations of the RCS flow
showed the RCS flow rates to be slightly less than the previously
calculated flows, but still above the minimum values specified in
the Technical Specifications.

The inspectisn found that the licensee had previously identificd
that the RCS flow balance had not been performed correctly fu:
another reason. The RCS flow balance was incorrectly performed on
April 23, 1990, because the computer points (which the licensee
indicated were not required to be calibrated within 7 days of the
surveillance) had been incorrectly calibrated during a previous
maintenance activity. The inspection team digtcussed the chronology
of events for Unit 1 with the reactor engineer who indic .ed the
fellowing:

. The precision heat balance and RCS flow calculation were
performed on Aprili 23, 1990, at apprcximately 74 percent
of reactor power.

. When the reactor power levei was increased o
approximately 100 percent, the system perfcrmance
engineer questioned why electric output and turbine
first-stage pressure were lower than expected.

. On April 28, 1990, Deficiency Card (DC) 1=-50-240 was
written when the licensee's investication revealed that
feedwater temparature, as indicated on Proteus computer's
final feedwater temperature points (T0418, T0438, TU458,
and TO0478) were reading approximately 10 degrees
Fahrenheit lower than actual. This error was caused by
use of the wrong resistance “emperature detector (RTD43)
curves during calibration of the points under Maintenance
Work Order (MWO) 19000042 on Januarv 23, 19%0. it was
not apparent from the DC that the effects on the RCS flow
calculation were considered.

. On April 28, 1990, the feedwater temperature instruments
in question were recalibrated under MWO 1900221
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. on  May 21, 1990, the Reactor Engineering Group
recalculacad the RCS flow based on applying a ccrrection
to tha original feedwvater temperature measurements.

The inspecticn team found that on both occasions the licensee
recalculated the RCS flow rates after finding that the precision
heat balance flow measurement was incorrectly performed. However,
the licenuvee did not reperform the precision heat balance
surveillance procedure to develop the input data for the RCS flow
calculation. The inspection team discussed the licensee's basis
fur not reperforming the RCS flow balances with the responsible
sta”f of NRR and concluded that this position was technically
acceptable.

On May 21, 1990, the licensee used a linear interpolation between
the wrong feedwater temperature indication and the correct
indication to correct the RCS flow calculations performed on April
23, 1990. This correction resulted in a 1.4 percent reduction in
the RCS flow calculation (412,822 gpm to 407,294 gpm). On August
14, 1990, the licensee used estimated values for the calibration
drift of the feedwater temperature instruments as corrective action
for the failure to recalibrat: the instruments within seven days of
the RCS flow calculation. The estinated values were based on the
average drift indicated by a subseguent calibration of the
feedwater temperature computer points. This correction resulted in
2 1.5 percent reducticn in the RCS flow calculation (407,950 gpm to
401,950 gpm). As a result of both corrections, the recalcuiated
RCS flow was 1.5 percent above the minimum value (396,198 gpm)
specified in Technical Specification 3.2.5, "DNB Parameters'.

Although the surveillance procedure was not required to be
reperformed, the inspection team concludea that the failure to
perform the calibration of all the instruments used during previous
performances of the precision heat balances had resulted in the
incorrect calculation of the RCS flow during the period of ARpril 3
through May 21, 1990. The inspection team concluded that the
inaccurate calculation of the RCS flow rate was due to the failure
to correctly perform the surveillance regquirements of 7S 4.2.5.3.
This violation will be followed as.

VIO 50-424/90-19~01; 50-425/90-19-01, "Failure To Perform
Calibrations of Surveillance Requirement 4.2.5.3
Resulting in Incorrect RCS Flow Measurements."

2:.1.1.3 Anticipated Actions for TS 3.0.3

The inspection team reviewed the Operations Department's actions
with respect to the requirements of TS 3.0.3. TS 3.0.3 requires
that, when a limiting condition for operation (LCO) was not met,
except as provided in the associated action requiroments, action
shall be taken within 1 hour to place the unit in a mode in which
the specification 4id not apply by placing i* in hot standby within
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the next 6 hours, in hot shutdown within the following 6 hours, and
at least in cold shutdown within the subseguent 24 hours.

The NRC's position regarding TS 3.0.3 is that a 1 hour interval is
allowed to prepare for an orderly shutdown before initiating a
change in plant operation. This time permits the operator to
coordinate the reduction in electrical generation with tne load
dispatcher to ensure the availability of the electrical grid, The
time limits specified to reach lover conditions of operation permit
the shutdown to proceed in a controlled and orderly manner that is
well within the specified maximum cooldown rate and within the
cooldown capabilities of the facility, assuming only the minimunm
required equipment is operable.

Discussions with the unit superintendent indicated that the unit
shutdown actions will not be initiated until 3 hours into T§ 3.0.2
and that only minimum preparations will be made within the first
hour. The unit superintendent indicated that the Operstions
Department interpreted the action statement of T8 3.0.3 to allow ?
hours to be in hot shutdown and to accomplish this, the shift can
wait for 3 hours after entering the LCO before commencing a
shutdown. The only activity required by the operators during the
first hour is %o retrieve the shutdown procedure. There were no
notifications required within the first hour. 1n addition, the
general nanager indicated that an orderly, centrolled shutdown can
be accomplis™2d within 1 hour.

The documentation for 10 previcus antries into TS 3.0.3 indicated
that the actions discussed in GL £87-09 (i.e., notification of the
load dispatcher within the first hour and a controlled shutdown
within the next é~hours) were not fully implemented. Although not
required by the licensee's administrative procedures, these
previous TS 1.0.3 entxies did not indicate that the load dispatcher
was notified or that a change in plant operation was initiated.

Specifically, a review of the control room's LCO logs indicated
that on December 22, 1987, an entry into TS 3.0.) was made for a
period of 4 hours and 56 minutes. In addition, entry into this TS
action requirement did not occur until 42 minutes after discovery
of the condition. A review of the reactor operator logs and the
chart recorders indicates that a steady-state power level of
approximately 99-percent was maintained for the entire time Unit 1
was in a TS 3.0.3 condition on this occasion. Therefore, the
inoperable condition actually existed for 5 hours and 38 minutes
with the Operations Department management's full knowledge, without
initiating a change in plant operation. The inspection team
concluded that the licensee's actions with respect to th-
requirements of TS 3.0.]3 were an operational ‘ractice that was
considered to be a weakness.
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2.1.1.4 Veluntary Entry Inte TS LCO Action Requ.irements

During the inspection, the inspection team identified a concern
with the licensee's voluntary entry into the limiting condition for
operation (LCO) action requirements of TS 2.7.8, "Snubbers," to
perform modifications to the snubbers of safety-related systems.
These modifications were performed as part of the licensee's
snubber reduction program.

Phase II of the Unit 1 snubber reduction program involved the
removal of snubbers during power operation. The installation of a
rigid, fixed support was required to allow removcl of the snubber;
howe -, the licensee removed the snubbers before the installation
of the fixed support. The licensee coordinated the snubber
modifications on a system basis in order to minimize the length and
number of safety system outages required to perform the work. The
total numper of snubbers removed during this cycle on each of the
safety systems with Unit 1 at power was:

RHR Train A 11
RHR Train B 16
CCW Train A 7
CCW Train B 6
NSCW Train A 14
AFW Train C 10
TOTAL 64

The operations manager stated that, after the second Unit 1
refualing outage (1R2), the modifications to the snubbers were done
in conjunction vith system outages which were reguired for other
preventive or currective maintenance. Although another licensee
employee indicated that this may not have been entirely true for
the residual heatr removal (RHR) system, the operations manager
stated that the majority of the modifications were performed in
conjunction with pre-planned systea outages.

Although some of these modifications were made when the system was
removed from service for other maintenance and testing, the
inspection identified that few of the snubber modifications were
done jointly with pre-planned system outages. The majority of the
snubber modifications were made during a mode when the safety
system was regquired to be cperable and there was no other
maintenance or testing performed. Specifically, some of the
residual heat removal (RHR) Train B snubbers were removed during
the time the train was in a system TS LCO fcr other work activi-
ties. However, seven of the nuclear services cooling wate:  AdSCW)
Train A snubbers were removed during a system LCO that invu.ved no
other work activities. The trains and supported equipment had been
secured by the use of the "pull-to-lock" start switches or by
positioning the switches to the "stop" position. The equipment was
secured in response to the Engineering Department's recommendation
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that these snubbers vere useful in mitigating water hammer effects
during closing of a check valve, The remaining snubbers were
removed in accordance with the LCO action requirements of TS 3.7.8.
During these modifications, no other work activities were in
pzoqroso wvhich required the system LCO to be in effect at this
time.

TS 3.7.8 requires that all snubbers be operable in Modes 1 through
4 and excludes only those non-safety-related snubbers whose fajlure
would have no adverse effect on any safety-related system. The LCO
action statement requires repair or replacement of all of the
inoperable snubbers within 72 hours and the performance of an
engineering evaluation in accordance with TS 4.7.8.9 on the
attached safety-related system or the associated safety-related
systen declared inoperable. TS 4.7.8.9g defines the engineering
evaluation required for those snubbers that are found inoperable.
All of the work packages discussed above were completed within the
72 hour action statement of either the system LCC or the snubber
ILCO of TS 3.7.8.

The licensee's decision tc enter the snubber TS LCO action
statements for Che majority of the work was based upon VEGP
interoffice correspondence from M. B. Lackey to W. F. Kitchens,
d7 . Y August 2, 1987. This correspondence indicated that (1) when
ti,. . Irst snubber is removed, TS 3.7.8 should be entered; (2) work
packages should be developed so that the work can be completed
within the 72 hours allowed by the ICO action statement of TS
3.7.8, and (3) if problems were encountered, the additional 72
hours of the safety-related system's LCO would allow time for
resolution.

The inspection team reviewed the satety evaluations for the design
change packages (DCPs) associated with snubber reduction on the RHR
and NSCW systems (DCP B88-~VINC1l14-0-1 and DCP 89-VINO047-0-1,
respectively). The reason stated for the proposed modifications
was to optimize the design and reduce the guantity of snubbers,
The long-term effect anticipated was a significant savings in
inspection and maintenance costs, in addition to a reduction in
personnel radiation exposure over the life »f the plant.

The licensee jerformed an as-low-as-reasonably-achievable (ALARA)
review on each work package. In every cascu, except the RHR system
work package, the ]licensee deterrined that because of where the
piping and supports were located, there was a minimal difference in
the expected exposure betwaen performing the work with the Unit
operating at full pnwer and *he unit shut down. For the RHR system
modifications, the RHR piping provided a larger scurce term (i.e.,
more radiation exposure) if the work was performed while the RHR
train was operating in shutdown cooling because 2t power the RHR
system is secured. However, the inspection team noted that if the
modifications were performed when the unit was shut down, only one
RHR train would be required to be operating in the shutdown cooling
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mode. Therefore, the modifications on the secured RHR train could
be performed with essentially no difference in exposure than if
they were performed with the unit at power.

After discussions with knowledgeable NRR personnel, the inspection
team concluded that TS 1.7.8 was not intended to provide action
requirements for modifications to snubbers. The LCO for TS 3.7.8
should be entered only when a snubber is removed from service for
required testing or maintenance. If the snubber is not returned to
service within 72 hours, the associated safety-related system's LCO
must be entered. Furthermore, routine, voluntary entry iato the
action requirements of the LCOs should adhere to the conservative
principle that the entry represents a net safety benefit and should
be warranted by operational necessity, not just for convenierce.

The licensee's removal and replacement of snubbers with fixed
struts provided a more reliable piping support system and,
therefore, was a safety benefit to the facility. The licensee had
evaluated and implemented steps to preclude the potential damage to
the associated systems and equipment under modification: however,
for NSCW modifications, these steps included removing the entire
ESF train from service. This included securing the NSCW train and
the following supporting equipment: component cooling water, safety
injection, residual heat removal, the chemical and volume control
pump, containment coolers, and ESF room coolers. The inspection
tean was concerned that the removal of this ESF train from service
for sapproximately 40 hours avolved an unnecessary reduction in the
availability of ESF eq ' ant.

Because the licensee removed the snubbers before installation of
the fixed struts, the operability of the associated system wan
affected. Based upon the time available to plan the modification,
the licensee had the ability to verify the effect of the
modification on the operability of the associated systems and
should have entered the LCO for the system vice the snubber LCO.
In addition, the inspection team concluded that the voluntary
entries into the action requirements of the LCO (during modes when
the system was required to be operational) were performed as
operational conveniences and not in conjunction with other required
testing or maintenance. These voluntary entries into the snubber
ICO (vice the asscciated system LCO) were performed in order to
reduce the scope of the subseguent refue. .ng outage.

Although the snubber reductions resulted in a safety benefit to the
facility, the methods used for the snubber modifications (i.e., the
removal of snubbers hefore the installation of the fixed s._ruts)
resulted in an unnecessary reduction in the availability of the ESF
equipment during the NSCW modifications. Hence, in this respect,
the snubber reduction program was an operational practice where a
weakness was identified.
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2.1.1.%5 Implementation of TS Surveillance Reguirements

The inspection team reviewed the TS surveillance regquirements to
ensure that a surveillance procedure had been developed for each
requirement. As a result of this review, the inspection team found
that a surveillance procedure did not exist for the surveillance
requirements >f TS 4.7.3.a, “Component Cooling Water System." This
TS requires that at least two component cooling water trains shall
be demonstrated operable at least once every 31 days by verifying
that each valve that is not locked, sealed, or otherwise secured in
position is in its correct position. The inspection team
determined that, on April 11, 1989, the operations manager had
initiated steps to delete Surv2illance Procedures 14551-1 and
14551-2 which previously fulfilled the surveillance requirements of
TS 4.7.3.a.

These surveillances were last performed on April 4, 1989, for Unit
1, and April 7, 1989%, for Unit 2. The licensee indicated that TS
4.7.3.a required verification once every 31 days of only the valves
in the component cooling water (CCW) flow path that were not
locked, sealed, or otherwise secured in position. The licensee
also stated that surveillances were not required for any CCW flow
path valves at Vogtle because all CCW flow path valves are included
in the Vogtle locked valve program.

The inspection team noted that T§ 4.7.3.a did not specifically
exclude valves that were not flow path valves as did other
surveillance requirements. For example, Surveillance Regquirement
4.5.2.b.2 specifically requires position verification of only the
flow path valves in the emergancy core cnoling subsystems (ECCS).
In addition, the inspection team noted that the surveillance
procedures for other TS surveillance requirements which were
written sivilar to TS 4.7.3.a (i.e., where valves that were not
ma.r flow path valves were not excluded) regquired tne verification
of valve positions for valves that were not in the main flow path.
Specifically, Surveillance Proraedurec 14552-1 and 14552-2 which
incorporate the requirements of TS 1.7.+.a for the nuclear service
cooling water (NSCW) specificallyv reguired valves that were not in
the main flow path to be verified.

Although the surveillance requirement of TS 4.7.3.a does not
exclude the valves that are not flow path valves and the term "flow
path" is not mentioned in the TS, the team, after discussions with
NRR staff, concluded that the licensee correctly interpreted the
intent of the surveillance requirement to exclude the valves that
are not flow path valves. The inspectors had no further concerns
in this area.

2vi3+6 Interdepartmental Neview of Surveillance Procedures

The inspection team reviewed the manner in which the Operations
Department reviewed the procedures of other departments. The
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procedures of interest were those that had a potential! to affect
the perations of the plant. The inspection team found that the
Uperations Department did not review Surveillance Procedure 24551~
2, "Containment Hydrogen Monitor Analog Operability Test and
Channel Calibration, " before implementation,. Although
Administrative Procedure 00051-C, "Procedures Review and Approval,™
required affected departments to review revisions to, or the
deletions of department procedures, the Operations Department
failed to review Surveillance Procedure 24551-2. The inspection
team could not verify whether the Operations Department had failed
to review other Maintenance Department procedures, because the
licensee's process for interdepartmental review was conducted
informally and was not always documented.

On the basis of this informal process of performing inter-
departmental reviews, the team requested that the licensee identify
the method used in the past for intra- and interdepartmental
reviews of such Maintenance Department procedures as surveillance
procedures. This methodology was described and presented to the
NRC in the form of interoffice correspondence dated August 28,
1990, from D. E. Gustafsc: to H. M. Handfinger and titled,
"Procedure Reviews."

The dr“ermination of the need for interdepartmental reviews was
based «a whather the procedure called on another department to take
action or perform a service, c¢. whether the department expressed a
desire for a review. The need for a technical review by the
Engineering Department was based on the personal opinion of the
procedure writer. Also, for interdepartmental reviews, the
procedures were sent to the individual who, in the opinion of the
procedure writer, knew the most about the subject of the procedure.
In addition, with the exception of integrated leak rate testing
(ILRT) procedures, the Operations Department 4id not review the
instrumentation and control surveillance procedures unless
specifically asked to review them. The licensee could not indicate
how many of the surveillance procedures had received an
interdepartmental review.

The inspertion team was concerned that the method for
interdepartmental review appeared to rely on the procedure writer's
judgaent or on another department's request. As evidenced by the
lack of an Operations Department review of Surveillance Procedure
24551~-2, "Containment Hydrogen Monitor Analog Operability Test and
Channel Calibration," this methodology has not ensured that all
procedures that affect the Operations Department are reviewed and
concurred on by that department. Although the licensee indicated
that Maintenance Procedure 20022~-C, "Mechanical and Electrical
Maintenance Procedure Writer's Guide and Review Guidelines,”
Revision 6, would be revised to provide more specific direction for
inter-departmental reviews, the inspection team concluded that the
licensee's method of performing intra- and interdepartmental
reviews of procedures is a weakness and needs to be improved.
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2.1.2 Review of Deficiencies for Unanalyzed Conditions

Deficiency Cards 1-90-299 and 2-90-080 were issued concerning the
potential actuat.: n of the emergency diesel generator ground fault
relay during a fire in Zone 80. The postulated scenario assumed
that a fire in Zone 80 during a loss of offsite power (LOOP) to the
Train B emergency bus would result in damage to the unprotected
Train A cables, a loss of Train A, and damage to certain non-Class~
1E cables which are fed from Train B. The damage would be such
that the emergency diesel generator (EDG) Train B neutral
overcurrent relay would sense an overcurrent condition and trip the
EDG Train B output breaker.

A GPC letter dated July 31, 1990, from W. C. Ramsey to
C. C. Miller, indicated that the Train B cables were protected and
that Train B equipment and cables required for safe shutdown would
not be damaged. Thus, although an unanalyzed ground fault which
could separate the EDG from the Train B safety-related bus might
occur, the equipment required to achieve and maintain safe shutdown
would remain undamaged and the plant configuration would be similar
to a statien blackout. The letter also indicated that the
corrective actions needed to isolate the ground faul!lt and
reestablish power to Train B are straightforward and readily
accomplished within the time frame previously analyzed for a
station blackout. Thus, adeguate time is available to provide
Fower to the safety-related equipment :aguired to shut down t*

plant. The letter concluded that the capability to meet the desi.,n
basis of the plant is maintained and if this scenario were to
occur, it would not be a significant compromise of plant safety ard
therefore is not reportable per the reguirements of 10 CFR 50.72.

The licensee plans to modify the neutral overcurrent relay circuit
80 that it provides only an alarm function (i.e., it does not trip
the EDG output breaker). In the interim, instructions have been
given to the operating staff concerning actions to be taken if a
fire occurs in Zcne 80 simultaneously with a LOOP to the Train B

emergency bus. The inspecticn team asked for additional
information concerning what adverse plant effects, if any, might
cccur during the time required to reenergize Train B from the EDG.

On October 11 and 12, 1990, the licensee reported the results of
~heir engineering analysis of this issue. While the potential for
a double fault condition exists, SER Supplements 4 and &8
specifically addressed the potential for "hot shorts" and accepted
this potential.

The ope.ating procedures for fire zone alarm annunciation provide
adequate guidance co'cerning the regquired actions f - a fire in
Zone #" for Unit 1. The guldance for Unit 2 1s not as explicit;
however, it is considered to be adegquate when combined with the
abnormzl and emergency operating procedures. The licensee 1.s
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processing charges to the Unit 2 fire alarm procedures to include
the detailed guidance of the Unit 1 procedures.

2.1.3 Personnel Practices in the Operations Department

The inspection team identified several concerns and cbservations
with respect to the Operations Department's personnel practices.
Although this area was not originally inclu. ' in the scope of the
inspection, it was raised by operators during other inspection
activities.

2:1:3.1 Overtime and Shift Staffing Policies

The inspection teamn reviewed the amount of overtime worked by
Operations Department non-supervisory personnel, that is, reactor
operators, radwaste operators, and plant equipment operators
(PEOS) . The review of the overtime practices indicated that
excessive overtime, greater than the guidelines provided in TS
6.2.2.e, "Plant Staffing," was authorized almost exclusively to
support refueling activities. The inspection team also noted that
the unit superintendent whose primary responsibility was scheduling
manpower for the unit outages was also responsible for authorizing
the excessive overtime. These concurrent responsibilities had the
potential to be in conflict. In addition, although the individual
excess overtime authorization forms are routed to the operations
manager and general manager (who initialed the forms), the forms
did not provide information concerning the recent work history of
the individual. Thus, the context in which the excessive overtime
was authorized was not readily available for the reviewers. In
addition, the authorization forms were signed frequently after the
excess overtime was worked.

The inspection team rcviewed the use of overtime which did not
exceed the guidelines of TS 6.2.2.e, but was in excess of the
objective stated in TS 6.2.2.e (i.e., greater than a nominal 40~
hour week while the plant was operating with a 12-~hour shift
schedule.) During the period April 21 through July 27, 1990,
employees were allowed to work up to 40 percent above their normal
schedule.

The inspection team alsoc noted that the operating shifts were not
well balanced with regard to the experience levels of non-
supervisory personnel such as reactor operators and PEOs. People
working on night shifts (shifts D and E) typically had less
experience than people working day shifts. In response to this
concern, the licensee indicated that the primary contributor to
this situation was the seniority system which allowed senior
individuals (typically more experienced personnel) the choice of

the more desirable day shift positions. In addition, the
Operations Department policy of rotating supervisory personnel
(i.e., senior reactor operators) every 24 weeks partially

compensated for the unequal distribution of experience. This
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rotation involved senior reactor operators (SROs) who have been
assigned to shifts as well as those assigned to administrative
duties. The inspection team did not find evidence that the
grouping of less-experienced reactor operators and PEOs had
resulted in any disproportionate number of events or problems.
However, since most of the surveillance activities and calibrations
are performed during the night shift, this staffing pattern has the
potential to become a weakness.

The inspection team con~luded that the potential conflict of
interest, the lack of recent work history information, and freguent
"after the fact" authorization of excess overtime were weaknesses
in the Operations Department's policies for overtime approval. In
addition, the non-supervisory staffing policy had the potential to
result in unbalanced experience levels on the night snifts.

er3:3.2 Training of Plant Equipment Operators

During the inspection team's discussions with six plant eguipment
operators (PEOs), three PEOs indicated that they had been gqualified
for the auxiliary building without the evaluator having observed
their performance of rounds. Two of the PEOs indicated that they
had never accompanied another gqualified PEC on auxiliary building
rounds before being gualified. One of these two indicated that he
had already been assigned the position without having been with
another gualified PEO during rounds in the auxiliary building.

The Training Department -eviewed the circumstances surrounding this
gualifications process as described by the specific PEOs. The
training manager indicated that the training evaluator responsible
for certifying the PEOs had delegated his responsibility for
evaluating performance of PEO rounds to a qualified PEO, an
individual not designated to be an evaluator. Instead of
accompanying the trainees on the rounds, the PEQC instructe.l =ome
of the trainees to make the rounds and return the completed rounds
sheets to him. After reviewing these sheets, the PEO initialled
them, indicating that the rounds had been properly performed. The
evaluator, without speazking with the qualified PEO, observed the
PEO's initials and assumed that the PEC had observed the trainees
perform the rounds. The evaluator then certified that this task
had been satisfactorily demonstrated.

The training manager and Operations Department's training
coordinator both indicated that to their knowledge neither Training
nor Operations Departments nave reviewed the implementation of on-
the-job training (OJT) for PEOs. The inspec ion team was siown
that a management observation report (MORE-TQ-3) had been recently
issued, but not yet implemented to evaluate OJT in all departments.
The 1 'k of OJT evaluations had been identified by the Training
Departaent.
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The PEO training program was summarized by the licensee. The
training was divided into four major sections: basic, turbine
building, auxiliary building, and outside areas. Each part
involved 10 to 12 weeks of instruction, The basic training
consisted of classroom training in skills and knowledge for such
items as tagouts, lineups, and was supplemented with in-plant
training by an instructor. The thrr2e duty station training
secztions involved: 8 weeks of clessroom instruction with half of
the time spent in the plant with the instructor or qualified PEO;
2 weeks of in-plant evaluation in which the trainee was assigned to
a shift and was evaluated on rpecified tasks by either a gqualified
PEO cr an instructor:; observation of at least one turnover and
performance of PEQ duties on one full shift while being evaluated
by a qualified PEO; and OJT on performing rounds. Once these itenms
were completed, the PEO was considered fully qualified on the area
and assigned a shift, At the discretion of the shift
superintendent (S§S), a newly qualified PEQO could be assigned to a
more senior PEO for additional OJT.

The operations manager indicated that he thought a ‘"break-in
period" for PEOs would be a good idea and he said would discuss
that possibility with the unit shift supervisor responsible for
training. The desirability of this was underscored when all of
seven PEOs interviewed indicated that either additiconal time under
instruction was desirable or that they had already recommended to
management that they receive more instruction.

As discussed in Section 2.2.6 of this inspection report, the
inspection team identified inconsistencies in how the PEOs
performed rounds. As a followup to this concern, the inspection
team asked to see the PEO training records associated with a recent
PEO class. As a result of this reJuest, the licensee discovered
that when 10 PEOCs had completed their gualifications ¢ June 15,
1992, the training qualification checklist had not been signed by
the operations manager. The licensee obtained the proper
signatures on August 8, 1990.

A review of the qualification sigr-off criteria sheets for 1 of 10
PEOs indicated numerous examples of the same omission in properly
completing the sheets. In each example, Section III, "Practical
Requirements," failed to indicate whether the requirement was
completed by either performance (p), simulation (s), observation
(o), or discussion (d). The following gqualification sign-off
criteria sheets had the omission: 1, 9, 10, 12, 13, 15, 16, 20,
22, 24, 27, 29, 44, 45, and 51. These deficiencies were discussed
with the operations manager.

The inspection team concluded that the licensee's methed of
certifying the qualifications for plant equipment operators was not
correctly performed. The PEC evaluatcer, without discussions with
the qualified PEO, observed the PEO's initials and assumed that the
PEO had observed performance of the rounds. The evaluator then
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resotely-operated, manuul valves which did not receive an automatic
containment isolation signal.

On August 7, 1990, at 2053 hours, the 1/ censee opened the CIVs and
iniciated similar testing on Unit 1 even though the inspection teanm
had expressed a concern to the cperations manager earlier in the
day that opening the CIVs violated the LCO of T§ 2.6.3. After
discussion between the inspection team and the Unit 1 shift
superintendent (88), the S5 instructed the reactor operator to
close the ClYs and ° terminate the surveillance test.

TS 3.6.3, "Containment Isolation Valves," requires when in Modes 1
through 4 that with one or more of the CIVs inoperable,

Maintain at least one isolation valve operable in each
affacted penetration that is open and (1) restore the
inoperable valve to the operable status within 4 hours,
or (?) isolate each affected penetration with 4 hours by
the use of cne deactivated automatic valve secured in the
isolated condition, or (3) isolate each affe.ted
penetration within 4 hours by tl e use of a closed manual
valve or blind flange, or (4) be in hot standby within
the next € hours.

The licensee did not believe that 7§ 3.6.3, "Containment Isolation
Valves," required these CIVs to be closed because an open manual
isclation valve was not considered inoperable and the hydrogen
monitoring eystem had been designed ton withstand accident
containment pressures. However, the inspection team noted that an
interpretation for TS 1).6.2 which was approved and issued by the
opurations manager on January 18, 1990, specifically defined these
valves ar containment isclation valves and defined an open manual
isclarion valve as .inoperable. In addition, Section 4.2 of
Operations Procedure 13130-2, "“Post-Accident Hydrogen Control
System," Revision 2, cautions that the hydrogen monitoring system
isolation valves must remain closed except during hydroaen monitor
opuration to ensure -containment integrity is maintained. Also,
FSAR Table 6.2.4.1 listed these valves as containment isolation
valves and indicated in Paragraph 6.2.4.2.3 that lines not in use
during power operation are normally closed under administrative
controls during reactor operations.

The inspection team was alsc told that the hydrogen monitoring
systea was considered ‘9 be an extension of the primary containment
brindary. However, .nen gquestioned as to wnen it was tested as
part of the integrated leak rate test (ILRT), the licensee was not
sure. The inspection team asked for copies of the system design
anc test information to determine if the system was designed and
tested to a value greater than or equal to the containment design
pressure and whether it was tested as part of the ILRT. This
information indicated that the hydrogen analyzer system was not
tested as part of the ILRT. However, the Unit 2 hydrogen analyzer
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system was tested by Mainternance Work Order (MWO) 28817530 to %0
pounds per square inch gauge (psig) in accordance vith the vendor's
instruction In addition, the instrument tubing between the ClIVs
vas designed to 80 psig. Although this information indicates that
the systuw war designed and initially tested to a pressuvre higher
than contaisusent design pressure, it does not confirm that this
equipment W.'l be periodically tested as part of the primary
containme. L » undary.

Additimnally, the inspector reviewed the local leak rate procedure
(Surveiliance Procedure 24932-2) for testing the Unit 2 hydrogen
analyzer systen CIVs (valves 2HV~2792A, 2HV-2892B, and 2HV-27918B,)
Step 3.2 of this procedure stated that "I{ test .s performed in
Modes 1 through 4, obtain shift supervisor permission to open
valves 2HV-2792A, 2HV~2792B and 2HV-2791B. Opening valves requires
entry into an LCO." The review of local leak rate procedures
(Surveillance Procedures 24910-2, 24930-2, 24931-2, 24932-2, and
24932~3) indicated that the test was required to be completed
within 24~month intervals and should result in testirg the piping
in question to 45 psig. The inspector was provided copies of
completed tests performed in 1988 and 1989 ({.e., within the last
24 months)

\ subsequent review of Surveillance Procedure 24551-2, which was
wre of the four surveillance procedures required for testing the
hydrogen analyzers for both units, revealed the following:

1) The procedure's review cover sheet indicated that the
Operations Department was not involved in the review and
approval process.

2) The procedure's safety evaluation was inadeguate, in that the
safety evaluaticn did not explain why the procedure did not
involve a change to the Technical Specifications.

3) The procedure was technically inadejuate in that it instructed
operations of the CIVs and did nrot caution or specify
administrative controls over valve operation. This resulted
in vielation of TS 3,6.3 requirements. Also, the procedure
allowed the test to be conducted in any mode of reactor
operatior. wvhen containment integrity is reguired.

After discussing its observations with NRR staff, the inspection
team concluded that, from a technical position, opening the CIVs
did not pose a high risk as long as the equipment was capable of
withstanding full containment design pressure. Under these

conditions, strict administrative controls for compensatory j‘*

measures would be acceptable for ensuring that a faili.r of the
equipment would be rapidly detected and would result in timely
isolation of the penetration in question. However, opening the
CIVs at power should be controlled by tne action reguirements of
the LCO for TS 3.6.3. The team discussed this information with the

|
|

i

R
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licensee, and asked the licennee to reevaluate the need to npen the
nermally closed CIVs for the purpose of calibrating the hydrogen
monitor.

The inspection team concluded that the failure to comply with the
action requirements of TS 3.6.3 durirg the time the CIVs were open
was a violation. With inoperable CIVs, T§ 3.6.2 require” that
operability be restored within 4 bours or the units be placed in
hot standby within the next 6 hours and in cold shutdown within the
following 30 hours. The CIVs were opened on Unit 2 on August 6,
1990, at 0411 hours, and were not closed until August 7, 1990, at
0122 hours: therefore, the Unit 2 CIVs remained open in violation
of TS 3.6.3 for a period of 21 hours and 11 minutes. On unit 1,
the CIVs were open for a duration of 18 hours and 47 minutes before
they were closed in response to the inspection team's concern.
Both units were cperating in Mode 1 during the entire period when
the CIVs were open. The inspection team also concluded that this
violation resulted due to the failure cf the Operations Department
to ndoquatoly review Surveillance Procedure 24551-2. “"Containment
Hydrogen Monitor Analog Operability Test and Channel Calibration.”
This item will be followed as violation:

Vio 50-424/90-19-02; 50-425/90~19~02, "Inadequate
Surveillance Procedure Results in a Failure To Maintain
Containment Isolation as Reguired by TS 3.6.3."

% L V% | LCO Action Times

On August 10, 1990, emergency diesel generator (EDG) #1B was taken
out of service at 1154 hours for a weekly surveillance. The proper
ICO entry tim2 was recorded. However, the inspaction team noted
that the unit shift supervisor (USS) cons.dered the EDG to be
operakle and exited the LCO after the local/remote switch was
returned to the remote position and before the independent
verification steps of the surveillance procedure were completed.
Although the EDG was available to start autcmatically, the USS
based his LCO exit on visual confirmation that the remote control
of the EDG had been restored and not on the actual performance of
the steps of the surveillance procedure. The inspection team also
noted that the EDG was considered operable at 1420 hours by tihe
USE: however, the reactcr operator did not record it as operable
until 1430 hours when the auxiliary building operator reported that
the EDG cylinder 1 moisture checks were completed.

The licensee indicated that this was not the usual method of
exiting LCOs and that all the surveillance procedure steps and
verifications were required to be completed before exiting the LCO
action statement. As followup to this concerrn, the inspection team
observed that, during EDG testing on August 7, 1990, the Unit 2 USS
properly entered and exited the LCO following an EDG surveillance
test. The inspection team had no further concerns in this area.
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inadvertently tripped, the unit would have experienced an indicated
low~low 8G level trip or a feedwater isolation.

The inspection team also reviewed TM 1-90-023 for the repair of a
8CG level transnitter (1LT+~50)) and the coordinated effort to remove
the Unit 1 compoenent cooling water (CCW) Pump 1 for repair. Both
of these examples indicated that the Oper~cions Department and
other departaents worked well together to accomplish the necessary
task.

Shift superintendents and support shift supervisors freguently
conducted plant tours. However, the unit shift supervisors seldom
toured the plant. Although required by the Operations Department
administrative procedures, plant tours by USSs did not always
appear to be feasible or practical because of work demands in the
contrel reom. Additionally, discussions with operators indicated
that plant managers almost never conducted backshift plant tours.

The inspecticn team accompanied P¥Os on several building tours
during routine rounds. Generally, each PEO was knowledgeable and
conducted a detailed tour; however, specific concerns regarding one
tour are discussed in Section 2.2.6 of this inspection report.
The inspection team also noted that the plant egquipment status was
noted in the control room logs and, when appropriate, LCO logbook
entries reflected the status of TS-related egquipnent,

The inspection team observed activities in the shift
superintendent's (8§'s) office and noted two minor examples of
aduinistrative errers. These vere:

1) Two limiting condition for operation (LCO) forms were numbered
1-90~564. However, each was applicable to different sections
of the TS. One of the LCOs dealt with turbine-driven
auxiliary feedwater system and the other LCO dealt with
shutdown rod 15.

2) The operating crew entered an information LCO when boric acid
storage tank pressure indicator PI-10115 failed its
survelillance. The LCO number listed on the form was 2-90-180.
This number did not agree with the number in the LCO log, nor
was the subjecc matter for LCO 2-90~180 the same. The actual
LCO number from the ICO log was 2-90-221-1. The shift
supervisor corrected the LCO to reflect the correct tracking
number.

Through discussions and observations, the insra:ction tean concluded
that control room personnel were aware of plant conditions,
monitored appropriate parameters, and responded to plant conditions
in a satisfactory manner.
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Operations Procedural Compliance

The inspection tean performed numerous observations of on-shift

licensed

and

faplenmentation.
procedures during implementation. Alarm response procedures wvere
followed explicitly., The team cobserved the performance of the
following surveillance procedures:

non=licensed
The team observed that personnel adhered to

personnel during procedural

. 14000~2, Operations Shift and Daily Logs

. 14030~1, Power Range Calorimetric Channel Calibration

. 1444 '=1, Main Turbine Valves Weekly Stroke Test

. 14410 ., Control Rod Operability Test

. 14445-2, Remotue Shutdown Monitoring Instrumentation
Channel Check

. 14546~1, TDAFW Pump Operability Test

. 14600~1, ESFAS Slave Relay and Final Device Train A
Block Test

. 1461€6~2, SSEF5 Slave Relay K609 Train A Test Safety
Injection

. 14618~1, SSPF Slave Relay K610 Train A Test Safety
Injection

. 14618~2, SSPS Slave Relay Train A Test Safety Injection

. 14622~2, BSSPS Slave Relay K615 Train A Test Safety
Injection

. 14803~1, CCW Pumps and Discharge Check Valves Inservice

Inspection

’ 14905~1, RCS leakage Calculation

. 14908, BRCE leakage Calculation

. 14915-1, Special Condition Surveillance

. 14915-2, Special Condition Surveillance

. 14980~2, Diesel Generator Operabi.ity Test

. 24670~1, Wwaste Liguid Effluent Process Monit~r LRE-0018

ACOT and Channel Calibration
. 24670-2, Waste Liguid Effluent Process Monitor 2RI 0018

ACOT and Channel Calibration

The inspection team did not identify any deficiencies or concerns
with respect to the performance of these procedures.

2.2.‘

Shift Communications

Communications within the Operations Department and betwesn

opera‘ions persannel and other groups were generally adeqguate,
Hovever, on some occasions communications could have leen more
effective. On August 8, 1990, a high~radiation alarm was received
on the 5G No. 4 steam line, Apparently, during shift turnover,
control room personnel had been told that a source check was to be
rerformed during the shift; however, several hours into the shift,
the technician failed to notify the control room before beginning
the test. On another occasion, a Unit 2 unit shift supervisor
reneatedly acknowledged the receipt of information directed to him
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by just leoking up at the informant. During the performance of a
surveillance test, the reactor operator had to repeat the
information before the USS acknowledged verbally that he had
received the i(nformation, in one instance, when the reactor
operator repeated that he was about to trip a bistable, the USS
appeared irritated, but did respond by stating that he understood
that a biscable was about to be tripped. Though communications
could be improved, the inspection team concluded that
communications had been adequate during this activity.

The inspection team observed that the control room and PEOs
maintained continuous communications via headsets during valve
manipulations for removing the heater drain tank 18 high-level dump
valve from service for maintenance. This activity required close
coordination between the control room and PEOs at two different
locatiens in the turbine building. The team concluded that the
activity wes properly coordinatced and appropriate communications
were cdefined and properly executed.

The inspection team routinely attended shift brielings and observed
shift turnovers during the inspection period. On August 10, 19%0,
during the 0700~hour shift briefing, the team cbserved that some
personnel wers standing in the hall. Although these people could
not hear what was being said, they signed the attendance sheet.
After the team identified this concern to the shift superintendent,
the situation improved.

The shift turnover meetings tended to be concise and informative,.
The discussion .invelved plant and eguipment status as well as
descyiptions of planned major evolutions and work activities. The
shift turnover meetings of reactor operators, unit shift
supevisors and shift superintendents gave these employees
sufficient information on plant status before the oncoming shift
assumed its duties, These turnovers inveolved control board
walkdowns, review of appropriate logs, and discussions.

The inspection team also attended the 0715~hour supervisor
meetinge. At these meetings, supervisors discussed such work
activities as maintenance and testing. The inspection team
determined that the meeting adequately informed the various group
supervisors of required support for scheduled and emergent
activities.

The inspection team was informed by the shift superintendent, and
later confirmed by the cperations manager, that the shift briefings
are viewud as being mini-safety meetings. Section 4.5.1 of
Operations Procedure 00250-C, "Safety Committee and General Safety
Meetings," stated that mini-safety meetings will be held by each
department, section, team, discipline, and so forth, on a bi-weekly
basis. However, three PE0Os assigned to the Operations Department
for at least two years indicated that no safety meetings have been
held. The only items they could remember being addressed concerning
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perscnnel sarfety wvere infreguent statements such as, "Be careful
out there," and, '"Wear your hard hats."

The inspection team concluded that the Operations Department was
not properly fulfilling the administrative reqguirement for
parforning pericdic mini-safety meetings and that this was an
operational weakness.

2.2.5 Corrective Actions for Deficlencies and Equipment
Failures

The inspection tean cbserved orn-shift crew actions during equipment
malfunctions and failures. The team noted that the shift crew took
prompt actions to identify eguipment problems to the appropriate
departments for corrective actions., The operrting crews monitored
opersting Conditions associated with the mal.unctioned egquipment
and ured backup instrumentation, neasurements, and readings, as
necessary, to verify plant parameters and conditions., The teanm
ocbserved the on~shift crev during times wvhen components had failed
or ware not functioning properly. For those instances, the USS or
£8 made the determination whether “he component was operable. The
tean did not observe any instances of the on-shift crew making an
inpreper operability determination. No deficiencies were noted.
The inspnction team noted that there have been several recent
instances of £C narrow range level instrument failures. Work
request tickets (WRTs) were written to correct the problenms;
however, the root cause of the failures does not appear to have
been idantified &s evidenced by the continuing problems. Further
action is needed py the licensee to identify and correct the root
canse of the failures.

2.2.6 Performance of Plant Equipment Operators

The inspection team accompanied plant equipment operators (PEOs)
during portions of thuir routine rounds. In each instance, the
tean determined that the PEOs were knowledgeable about plant
systems, knew the location of major components. and conscientiously
performed their duties. In some instances, the team determined
that the PEO performed a detailed tour. However, in other
instances, inconsistencics were evident in the level of detail to
vhich the general area inspections were performed. Instructions on
performing a general i{nspection while performing rounds were
contained in Seccfon 3.3 of Operaticns Procedure 10001~C,
"Logketping." This section references Table 1 of the procedure for
inspection criteria when performing rounds and identifies it as the
min.mun criteria to which an operator must inspect h.s assigned
area. Table 1 of Operations Procedure 10001~C is a 3~1/2-page list
of items which includes such instructiuns as:

. Pipe hangers intact

' Insulaticn installed
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. Noise and vibration levels normal
. Hose stations properly uquipped
' Radiation areas clearly identified

. Hold tags attached

. Temporary modifications clearly marked
. Equipment locked with breakaway locks closed/locked as
required

. Operator aids properly approved

. Electrical enclosure covers installed with all fasteners
engaged

. Bearing temperature, vibration, and noise normal

. Suction, dircharge, and recirculation flow path available

. Ground straps connacted

Inconsistencies observed by the inspection team included such items
as:

1) One PEC reset every thermal overload nn each breaker.

2) One PEO failed to check any hose stations for proper
eguipment.

3) One PEO failed to identify missing instrument tubing supports
and bent tubing during their tours,

4) Not all opurating rotating equipment was touched to sense
temperatures and vibration,

Discussions with a USS, 58, and the operations manager indicated
that Table 1 is meant to be ruidance. However, this appears to be
in conflict with Section 3.3 of 10001~C which seems to impose
minimum criteria. The inspection team was concerned that the
actual expectations invelving minimum acceptable perforamance of
general inspections were not well defined in procedures nor, in
some instances, by on-~the~job training (OJT) as described in
Section 2.1.3.2 of this inspection report. This was identified as
a potential weakness in the licensee's progranm.

3:3.7 Material Conditions

The team inspected various plant buildings and accompanied licensed
and non~licensed shift personnel on their rounds in order to assess
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the overall status of the plant and equipment., During these tours,
the team made several observations concerning the status and
condition of equipment. Observations included the following:

1) Excessive amounts of oil on and around EDG #2A.

2) Standing wvater on the fleoer in the Unit 2 turbine-~driven
auxiliary feedwater pump room due to excessive leakage past
the pump seals. Although a WRT was written to identify the
problem in November 1989, the problem has not been corrected.
A second WRT was written in June 1990, which stated that the
leakage had gotten worse.

3) There appeared to be a distinct separation in responsibilities
for equipment that belonged to the Operations Department and
eguipment that was the responsibility of other departments or
groups (e.9., Chemistry, Radwaste, and Instrumentation). PEOs
indicated that they would monitor equipment belouging to
another department, but the maintenance and operation were the
responsibility of the other departments and not the Operations
Department. This was raised when the team asked the PEO to
explain why missing instrument tubing supports and bent tubing
were not identified by PEOs during their touvs.

4) Labels inside breaker panels only have breaker numbers marked;
end devices (equipment energized by the breakers) are not
designated. To help operators, the Operations Department had
to add a cross-reference between the breaker number and the
end device on the inside of the panel doors. In general, the
non-safety-related panels did not have any designations.

5) On Units 1 and 2, there were several instances of pressure
boundary leaks at valve bonnet flanges with a buildup of beric
acid precipitata. This boric acid buildup had resulted in
surface corresion.

Despite these deficiencies, the inspection team concluded that the
material condition of the facility was acceptable,.

2.2.8 Event Classification and Notifications

On August B8, 1990, at 0738 hours, the control room received a
Notification of an Unusual Event (NOUE) from the Savannah River
site (SRS) inveolving a Phase I security condition. The emergency
notification system (ENS) communicator recorded the message as
required. The shift superintendent (S§) promptly notified the VEGP
on-call duty manager. The SS informed the inspection team that if
a potential radiological release condition had existed at the SRS,
he would have made a courtesy "red phone" report to the NRC. At
2002 hours, a second message was received from SRS which stated
that the NOUE had been cancelled. The S5 notified off-site
management of the _ancellation.






Licensee

.J,
*G.
*D,
J.
J.
M.
*E.
c.
W.
*G.
J
*L.
.Dl
J.
*.
*K.
M.
B.
G.
.‘l
'.
.c.
eC.
.R.
*D.
.A.
R.
*A.
*L.
*M.
*C.
*5.
*J.
E.
*E.
c.
s.
JC

18
APPENDIX 1
PERSONS CONTACTED
Employees

Aufdenkampe, Manager Technical Support

Bockhold, Jr., General Manager Nuclesar Flant

Carter, Shift Superintendent

Bow den, Work Planning

Cash, Unit Superintendent

Chance, Senior Engineer, Engineering Support

Chesnut, GPC Technical Support

Coursey, Maintenance Superintendent

Dienl, Shift Supervisor, Operations

Frederick, Safety Audit and Engineering Group Supervisor
Gasser, Shift Superintendent, Operations

Glenn, Manager - Corporate Concerns

Gustafson, Maintenance Engineering Supervisor

Gwin, Corporate System Engineer

Handfinger, Manager Maintenance

Holmes, Manager Training and Emergency Preparedness
Horton, Manager Enginecring Support

Kaplan, Senior Engineer, Engineering Support

Lee, Plant Engineering Supervisor, Operations

LeGrand, Manager Health Physics and Chemistry

Lyons, Quality Concerns Coordinator

McCarley, Independent Safety Engineering Group Supervisor
McCoy, Vice~President, GPC

McDonald, Executive Vice~President, GPC

Moncus, Outage and Planning

Mosbaugh, VEGP Staff

Odom, Nuclear Safety and Compliance Manager

Rickman, Senior Engineer - Nuclear Safety and Compliance
Russell, Independent Safety Engineering Group - SONOPCO
Sheibani, Senior Engineer

Stinespring, Manager Plant Administration

Swanson, Outage and Planning Supervisor

Swvartzwelder, Manager Operations

Thorton, Shirt Supervisor, Operations

Toupin, Oglethorpe Power Corporation

Tynan, PRB Secretary

Waldrup, Planning and Scheduling Supervisor

Williams, Shift Superintendent, Operations

Attended exit interview, August 17, 199%0.
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APPENDIX 1
PERSONS CONTACTED (continued)

NRC Employees Who Attended Exit Interview

R.
B.
M.
K.
R.
L.
N.
D.
J.
L.
ﬂ.
'-
M.
c.
Ja

Alello, Resident Inspector - Vogtle

Bonser, Senior Resident Inspectcr - Vogtl.

Branch, Senior Resident Inspector -~ Watts Bar
Brockman, Chief, Reactor Projects Section 2B - RIl
Carreoll, Project Engineer =~ RI1I

Garner, Senior Resident Inspector - Robinson
Hunemuller, Reactor Engineer - NRR

Matthews € Project Director = NRR

Milhoan, Deputy Regional Administrator - RII
Reyes, Director Division of Reactor Projects - R11
Starkey, Resident Inspector -~ Vogtle

Taylor, Reactor Inspe-tor = RII

Thomas, Reactor Inspector - RII

VanDenburgh, Section Chief - NRR

Wilcox, Operation Engineer - NRR
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APPENDIX 2
LIST OF ACRONYMS

AFD Axial flux difference

AFW Auxiliary feedwater

ALARA As~low~as~reasonably achievabls
ARP Annunciator response procedure
CAS Central alarm station

cCw Component cocling water

CFR Code of Federal Rozulntionu
cIv Containment isolation valve

DC Deticiency card

DCP Design change package

DNB Depar‘ure from nucleate boiling
DRP Divisio: of Reactor Projects
ECCS Emercency core cooling system
EDG Emergency diesel generator

ENS Emergency notification system
ESF Engineered safety features
ESFAS Engineered safety features actuation system
FSAR Final Safety Ana.ysis Report
GL Guneric letter

GPC Georgia Power Corpany

GPM Gallons per minute

ILRT Integrated leak rate test

kv Kilovelt

LCO Limiting condition for operation
LER Licensee Event Report

LLRT Local leak rate test

Loop Loss of offsite powe:

MWO Mairtenance work order

NOUE Notification of unusual event
NPF Nuclear power facility

NRC Nuclear Regulatory Commission
NRR Nuclear Reactor Regulation
NSCW Nuclear service cooling water
ci Office of Invastigations

oJT On~the~job training

PEO Plant equipment operator

PM Prevencative maintenance

PRB Plant Review Board

psig Pounds per square inch gauge
QA Quality Assurance

RCS Reactor coolant system

RHR Residual heat removal

RII Region II Office

RO Reactor operator

SG Gteam generator

SONOPCO Southern Nuclear Operating Company
SRO Senior reactor operator
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URI
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APPENDIX 2
LIST OF ACRANYMS (continued)

Savannah Ruiver site

Shift supeiintendent

Sufety System Parameter System
Turbine~driven auxiliary feedwater
Temporary Modification

Technical Specification
Unresolved item

Unit shift superintandent

Vogtle Electric Ganerating Plant
Viclation

Work reguest ticket
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Gen* lemen:

SURZcCT: SYSTEMATIC ASSESSMENT OF LICENSEE PERFORMANCE
(NRC INSPELTION REFORT NOS, 5N-424/90-23 AND 50-425/90-23)

The NRC Systematic Assessment of Licensee Performance (SALP) has been completed
for your Vogt.e facility. The facility was evaluated for the period of
October 1, 1989 through September 30, 1990. The results of the evaluation are
documented in the enciosed Iritial SALP Report. This report will be discussed
with you at a public meeting to be held at the Vogtle facility in Waynesboro,
Georgia, on December 18, 1990, av 10:00 a =.

The performance of your Vogtle facility was evaluated in the functional areas
of Plant Operations, Radiological Controls, Maintenance/Surveillance, Emergency
Preparedness, Security, Engineering/Technical Support, and Safety
Assurance/Quality Verification. Overall, the assessment indicates that the
Vogt! acility was operated in a safe manner. Radiological Controls practices
were noted as being superior, However, demonstrated performance deficiencies
in the Security and Emergency Preparednesc areas indicate a need for continued
\ggressive and extensive management attention,

Yhe loss of vital ac power event on March 20, 1990, and the resultant
declaration of a Site Area Emergency was the dominant operational occurrence
during this rating period. While the inmediate response of site personnel was
e fective in preciuding the endangerment of the public, performance
deficiencies were identified. You have initiated an extensive corructive
action program Lo correct the shortcomings and preclude their recurrence, It
is essential that this program be continued and that the lessons learned be
integrated into your daily operational activities.

A special NRC team inspection was performed in August 1990, to determine

scither the facility was being operated in a safe manner. Based upon this
inspection it was determined that Vogtle was being operated in a safe manner,

but there were operational practices where weaknesses were identified, tbgﬁ;fﬁﬁf\
results of this special team inspection will be transmitted under separ e

correspondence, ¢ R

e - . Tar P .



Georgia Power Company 4 DEC 1 0 1990

The great diversity of categorical ratings within this report indicate that
firm mana t 18 needed to ensure uniform, consistent guidance for cperating
the facility., NRC inspection efforts over the next SALP period will focus on
evaluating whether this consistency s developed.

Any comment you have concerning our evaluation of the perforumance of your
Vogtle facility should be submitted to this offfce within 30 days following the
date of our meeting, These comments will be considered in the development of
the Final SALP Report. VYour comments and a summary of our meeting will be
issued as an appendix to the Final SALP Report,

Should you have any questions concerning this letter, we will be glad to
discuss them with you.

Sincerely,

L. 77 Fillhoay

art D, Ebneter
giunal Administrator

Enclosure:
Initial SALP Report - Vogtle

cc w/encl:

R, P, McDonald

Executive Vice President-Nuclear
Operations

Georgia Power Company

P, O, Box 1295

Birmingham, AL 35201

€. K, McCoy

Vice President-Nuclear
Georgia Power Company

P, 0, 1295

Birmingham, AL 35201

w. Shlgnun

General Manager, Nuclear Operations
Georgia Power Company

P. 0. 16L0

Waynesboro, GA 30830

J. A, Bailey
Manager-Licensing
Georgia Power Company
P. 0. Box 1295
Birmingham, AL 35201

(cc w/encl cont'd - see page 3)
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INTRODUCTION

The Systematic Assessment of Licensee Performance (SALP) program is an
integrated NRC staff effort to collect available observations and dats on
& periodic basis and to evaluate licensee performance on the basis of this
information. The program 15 sioplementa) to normal regulatory processes
used to ensure compliance with NRC rules and regulations., It is intended
to be sufficiently diagnostic to provide rational basis for allocation of
NRC rescurces and to provide meaningful feedback to the licensee's
management regarding the NRC's assessment of their facility's performance
in each functional area.

An NRC SALP Board, composed of che staff members listed below, met on
November 20, 1990, to review the observations and data on performance, and
to assess licensee performance in accordance with the guidance in NRC
Manyal Chapter NRC-0516, “"Systematic Assessment of Licensee Performance".
The Board's findings and recommendations were forwarded to the NRC
Regional Administrator for approval and issuance.

This report is the NRC's assessment of the licensee's safety performance
at the Vogtle Units 1 and 2 for the period October 1, 1989 through
September 30, 1990,

The SALP Board for Vogtle was composed of:

L. A, Reyes, Director, Division of Reactor Projects (DRP), Region 1!
(R11) (Chairperson)

A. F, Gibson, Director, Division of Reactor Safety, (DRS), RII

B. 5. Mallett, Deputy Director, Division of Radiation Lafety and
Safeguards, (DRSS), K1l

A. R, Herdt, Chief, Reactor Projects Branch 3, DRP, RII

D, B, Matthews, Director, Project Directorate 11-3, Office of Nuciear
Reactor Regulation (NRR)

D. Hood, Project Managor. Project Directorate 11+3, NRR

B. R, Sonser, Senior Resident Inspector, Vogtle, DRP, Rl!

Attendees at SALP Board Meeting:

K. E. Brockman, Chief, Project Section 3B, DRP, Ri]

S. . Sparks, Project Engineer, Project Section 38, DRP, RI!

R, F. Afello, Resident Inspector, Vogtle, DRP, RII

R, D. Starkey, Resident Inspector, Vogtle, DRP, RII

G. R. Wiseman, Reactor Engineer, Technical Support Staff, DRP, RII

SUMMARY OF RESULTS
During this assessment period, Vogtle has been operated in & safe manner,

Plant management has maintained an active involvement in directing da ly
plant operations. Concern has been expressed over the licensee's



commitment to tostering effective communicaticns channels, both with the
NRC and within its own organization, Also, operational occurrences and
inspections have identified the licensee's commitments to coni.rvative
operations and implementation of effective risk management as areas
requiring continuing attention,

On March 20, 1990, the site experienced a loss of vital ac power which
resulted in the loss of all shuidown cooling for a period of 36 minutes.
Overall, the response of the plant staff was successful in ensurina the
health and safety of the public was maintained. However, numerous
shortcomin?s were identified in areas such as procedural adejuacy, command
and control, and outage management.

Performance in the area of Radiological Controls contir.ed to be very
effective. A reduction in the number of personnel corcamination events
and a decrease in contaminated area was observed. The program to contro)
and quantify radiovactive effluents, as well as the program to reduce the
number of out-of-service channels in process and effluent monitors, was
considered a strangth,

Satisfactory pecformance was identified in the Maintenance/Surveillance
area. Improvements were noted in preventive anJ predictive maintenance
programs. The material condition of the plant is being greatly improved.
However, inadequacies were identified in the ' .fety system outage program
philosophy. Technical Specification (7S) sur efllances also continued to
be missed. Maintenance activities contributed to four reactor trips
during the assessment period,

The March 20 event identified significant problems in the Emergency
Preparedness area, as demonstrated by the site's failure to make timely
notifications to emergency agencies, event classification procedure
weaknesses, loss of command and control, and persunnel accountability
problems. Management attention and corrective actions were evident during
the subsequent annual exercise,

The licensee continued to experience significant difficulties in the area
of control and protection of safeguards information. Some improvement was
noted in the security program in the areas of training, armed response
capability, and search equipment. Mowever, corrective actions to resolve
weaknesses have been slow, Inadequacies were also identified in alarm
assessmert capabilities and the manner in which contingency drills were
conducted.

Engineering/Technical Support effectiveness was inconsistent during the
assessment period. Site engineering involvement in daily activities was
evident, control over the design change process was demonstrated, and
engineering evaluations were typically comprehensive. However, several
engineering deficiencies were noted during the assessment period, such as
drawing legibility, check valve testing, and recurring Emergency Diesel
Generator ?EDG) temperature switch problems. Communications between the

TR
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various technical departments within the plant could be improved,
Deficiencies in outaye management and risk assessment, identified after
the March 20 event, have received increased attention at both the site and
corporate levels,

Safety Assessment and Quality Verification were satisfactorily implemented
during this assessment period. The Plant Review Board was effective, The
Quality Assessment program identified numerous significant issues,
Radiological control audits were aggressive in identifying deficiencies.
Additiona) management attention was noted in root cause analysis and
corrective actions, however, longstanding problems were not always
recognized and corrected.

Cverview

Performance ratings assigned for the last rating period and the current
period are shown below,

Rating Last Period Rating This Period

Functional Area 10/1/88 - 9/30/89 10/1/89 - 9/30/90
Plant Operations 2 2
Radiological Controls 2 (Improving) |
Maintenance/Surveillance 1 e
Emergency Prcgcrodncss 2 3 (Improving)
Security and Safeguards 2 (Declining) 3
Eng1noor1ng/1.chn1ca\ 2 2

upport
Safot{ Assessment/ 2 2

Quality Verification
CRITERIA

The evaluation criteria “hich were used to assess each functional area are
described in detail in NRC Manual Chapter MC-0516, which can be found in
the Public Document Room files., Therefore, these criteria are not
repeatod here, but will be presented in detai) at the public meeting to be
held with 1icensee management, However, the NRC is not limited to these
criteria and others may have been used, where appropriate,

PERFORMANCE ANALYSIS
A. Plant Operations
1. Analysis
This functional area adiressed the control any performance of

activities directly related to operating the facility (includir
fire protection),
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Overall, operational performance during the assessment period
was adequate. Licensed and non-iicensed operators displaved
competence in performing their duties. Normal shift staffing
levels exceeded TS requirements. MHowever, past attrition of
1icensed operators prevented the licensee from attaining their
goal of assigning extra personne! to shift covora?e. In
response, early in this SALP period, the license instituted a
cash incentive pregrm to promote 1icensed operator retention,
While attrition during the past year has been low, whether this
incentive program has resulted in a long term correction has yet
to be determined.

Operators continued to d1sglcy a professional attitude toward
their responsibilities while maintaining a good control room
demeanor. They were attentive to annunciators and knowledgeable
of changing plant conditions, Turnover checklists were thorough
and detatled., Shift crew briefings were adequate and provided
necessary plant status for the oncoming crew, During the
assessment period, Reactor Operators adopted the use of a
twelve-hour shift schedule, resulting in improved continuity,
fewer shift turnovers, and better implementation of the team
concept., Control room log book entries were legible and
accurately reflected plant status. An exception to good lo
kcoping was identified with EDG start failures. Numerous EDG
start failures were not considered to be valid and were,
therefore, not appropriately logged. Proper logging of the EDG
response could have led to an earlier recognition of the EDG air
start valve protlem discussed in Section IV.G,

The most significant operational event of the asses.ment perioc
occurred on March 20, 1990, when Unit 1 experienced a loss of
all safety (vital) ac power, In response to tiis event, an
Augmented Inspection Team (AIT) was dispatched to the site on
March 21, 1990. This inspection effort was subsequently
upgraded to an Incident Investigation Team (1IT) which
culminated in the issuance of NUREG-1410.

Overall, the plant staff's response to the even! was successful
in minimizing the threat to public health and safety.
fggressive actions were taken to re-establish shutdown cooling
and containment integrity. Both short-term and long-term
alternatives were pursued by the plant staff in trying to
restore vital electrical power, However, numerous shortcomings
were identified during the event, No procedures existed to
assist the staff in re-establishing vital ac power from
potential sources such as the non-vital buses, or Unit 2,
Long-standing deficiencies in the protective trip system for the
EDGs were discovered, Application of effective risk management
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During this assessment period, Unit 1 experienced four unplanned
reactor trips. Two were manually actuated and two were
sutomatical’ly actuated. Two of these trips were caused by
personnel error when personnel working on or near sensitive
equipment initiated actions which subsequently caused the
reactor trips. The other two trips were caused by electrical
equipment malfunctions which in one case resulted in the loss of
control power to both main feedwater pumps and in the uther case
caused a Main Steam Isolation valve (MSIV) to fail closed,

Unit 2 experienced seven unplanned reactor trips during this
assessment period. Three of the unplanned trips were manually
actuated and four were automatically actuated. Four of the
seven trips were partially caused by personnel error and
included: (1) us1n? improper techniques while valving in ‘A’
Heater Drain Tank high level dump valve following maintenance,
(2) failing to maintain proper steam generator level while
awaiting main turbine roll, (3) incorrectly aligning the '8’
heater drain tank high level dump valve during maintenance, and
(4) incorrectly setting the tap for the variable ratio current
transformers located on the generator main output breakers. The
remaining three trips were caused by equipment failures and
included: (1) an MSIV closure due to & non-isolable hydraulic
fluid leak, (2) & dropped control rod due to failure of a diode
on 8 rod gripper control card, and (3) an MSIV closure due tc
the failure of a seal-in relay.

The licensee's evaluation of each trip and the resulting
corrective actions to prevent recurrence has shown mixed
success, The total number of unplanned trips has not
significantly decreased from the previous assessment period (ten
to eleven), and trips related to personnel error have increased
from three to six,

A detailed review of Emergency Operating Procedures (EOP) was
conducted by the NRC during this assessment period. The EQOPs
were adequate to cover the broad range of accidents and
equipment failures necessary for the safe shutdown of the plant,
Accident mitigation strategies were, generally, in accordance
with guidelines, Procedural steps had been appropriately
modified to improve human factors, comply with the writer's
?uido. and incorporate unique plant configurations, The

icensee had applied & single writer's guide to EOPs and AOPs
resulting in improved procedural consistency. Weaknesses
included an inadequate engineering evaluation of an emergency
response guideline which had not been included in the EOPs,
technical deficiencies and a lack of detail in the EOPs and
Ponormal Operating Procedures (AOPs), inadequate step deviation
documentation, and weak administrative controls for verification
and validation., The licensee 1s committed to correcting these
weaknesses in an expeditious ranner,









been constructed for e«sentially zero waste gas decay tank

rele ses and the plant's gaseous releases were typically
confined to containment vents and p.rges, Liquid fission and
activation products for the first half of 1990 increased as
compared to the last half of 1988, This increase was attributed
to 1R2, and to the absence of refueling outages during the last
hali of 1989,

There were no unplanned or accidental releases during the
assessment period, and no TS required liquid or gaseous effluent
monitoring instrumentatio,. inoperable fo. greater than 30 days
during this time period. The maximum doses to an individual
member of t'e public due to their 2ctivities inside the site
boundary during the first half 1990 were consistent with
formerly veported doses in *he previous semiannual effluent
report, and well within regulatory requirements,

As noted in the previous SALP report and again during this
assessment period, the licensee's program to reduce the number
of out-of-service (00S) channels in the process and effluent
monitors remains effective., The number of 00S chanvels did not
increase over the average 1989 values and TS required ronitors
received priority attention to prevent extended LCO
requirements,

Primary and secondary chemistry parameters were maintained
within TS requirements and Electric Power Research Institute
(EPR1)/Steam Generator Owners Group (SGOG) guidelines. The
facility maintained very low dose ecuivalent iodine values for
both units which indicated good fuel integrity.

The licensee continued to have ope sbility problems with the
Post Accident Sampling Systems (PASS) on both units. These
operability problems included online monitors, system valves,
and sample mixing within the system, Earlier in 1930, the
licensee determined the causes and took corrective actions for
problems associated with inconsisient automatic dilution of
1iquid samples and with low hydrogen results as compared to
routine reactor coolant analyses. Although progrcss was made in
these specific prublem areas, overall system operability was not
consistently maintained. This system is very complex and
requires extensive technical effort to correct component
failures. Consequently, thc licensee has agreed to implement a
program, with milestone dates, to improve overall PASS
reliability.

The licensae's environmental laboratory demonstrated the ability
to accurately measure radioactivity i~ the environment. The
laboratory experienced little personnel turnover and the current
staff appeared knowledgeable in their various areas. The
personnel involved in sample collection were well trained and
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knowledgeable of sampling procedures and TS requirements for

environmental monitoring. Analytical procedures were complete
with sufficient detail, Furthermore, the laboratory performed
well in the Environmental Protection Agency crosscheck program,

No violations were citad.

Performance Rating

Category: 1
Recommendations
None

Maintenance/Surveillanc.

1.

Analysis

During this assessment period, NRC inspections were conducted in
the area of maintenance, surveillance, and refueling activilies,
The inspections included a review of the administrative
controls, the technical adequacy of the procedures, and the
implementation of the Maintenance und Surveillance Programs,
Activities in.pected also includeu corrective maintenance,
preventive maintenance, predictive maintenance, equipment
control  equipment status tracking, functional testing,
containient tendon surveillance, snubber testing program, and
housekeeping.

Staffing of the maintenznce department was sufficient to
accomplish maintenance activities. Training and gqualifications
of personnc) at al) ievels was acceptalle Management and
supervisory ranks continued to remain stabie. Staffing levels
were continuously heing reviewed to ensure an appropriate mix of
craft personrel. Contract craft personnel were repleced as
maintenance personnel complete the accredited training g ogram.

The 1icensee was effective in identifying and correcting
programmatic weaknesses in the maintenance aiea. During the
past year, the maintenance engineering group issued & welding
manual which replaced several implementing procedures. In
November of 1989, the maintenance department revised the
Maintenance Work Order (MWO' program. The new program utilizes
a Work Request Tag (WRT). Operations submits tue WRT to Work
Planning which subsequently converts the “®T tag to a MWO which
includes the WRT number. With this new system, personnel in the
field can now readily identify both the problem and MWO by
utilizing the WRT cross reference.
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The maintenance department lessons learned program (outage and
non-outage) continued to play an active role in promoting & safe
and efficient working environment. Information gained was
utilized in several areas, such as shift scheduling for
supervisors, foreman and craftsman, estabiishing effective
communications at all levels of the depariment, and routine
problem areas. To reduce problems that developed in performing
routine tasks, the maintenance department set up a pilot program
to perform a self-assessment of the department, Ildentified
problems were resal.ed and documented. The maintenance
department intends Lo implement this program fully following
2R1, The outage lessons learned program has helped to improve
Vogtle's maintenance performed during the outage. Examples of
implemented improvements included equipment hatch 1ifting
technigues, containment communications, and esiablishing a
maintenance point-of-contact and a tool shop inside containment,

During the previous assessment period, planned and corrective
maintenance backlogs were significantly reduced. Maintenance
backlog continued to decrease by approximately 10 percent during
this assessment period. Work orders on hold or having a
restraint were noted and expedited. Vogtle's safety system
outage program had previously been recognized as being effective
in minimizing the time components and systems were 005, in
reducing the work scope of refueling outages, in reducing the
overall number of clearances, and in reducing the backlog of
both corrective and preventive maintenance. However, a
shortcoming in the implementation of this program was identified
during this assessment period. Phase Il of the snubber
reduction program resulted in the initiation of safety system
outages (e.g., Residual Heat Removal (RHR) and Nuclear Service
Cooling Water (NSCW) systems) solely for the purpose of
replacing saubbers with struts. Initiating outages for this
unique purpose, not integrating m@intciance, suryeillance, and
modificat;on activities, ¢ > -acted from previous accomplishments
of the safsty syctem outsage philosophy.

In January 1990, a major coatings upgrade program was
implemented. The material condition of plant components and
structures is bein? greacly improved with this program. To
accomplish the goals of the program, an integrated schedule
through December 1992 has been developed. However, a lack of
adequate administrative controls for evaluating and monitoring
painting activities within the plant resulted in an inoperable
EDG on June 19, 1990, The painter's standard practice of taping
stainless steel and moving parts of equipment resulted in the
EDG fuel racks being taped in the shutdown position. The
painters were not cautioned to be aware of the fuel racks, were
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not aware that the EDG had to remain available for emergency
starts, and did not recognize (on a walkdown) that the
operability of the diesel could be affected. In an effort to
mitigate any further occurrences of this nature, an interim
plintin? walkdown checklist has been developed to ensure
operability concerns are identified and addressed prior to
application,

Several changes and improvements have been implemented in the
predictive maintenance program in the past year. Miscellaneous
equipment not included in the normal predictive scope now
receives vibration and lubrication condition monitoring on a
routine basis chrough the use of area predictive tasks., A
corporate task force developed an infrared thermography program.
Two thermographic surveys at the Vogtle site detected anomalies
such as condenser air inleakage, overheating conductors, and
overheating of the Unit 1 Isophase Bus Duct.

Programmatic weaknesses in preventive and corrective maintenance
continued to be highlighted by both corporate and site
management. The preventive maintenance program has been
completely revised from the previous cumbersome and regimented
approach to a relfability centered program. The effort was (o
build a preventive maintenance program that woi 1d be based on
reliability centered maintenance technigues as uefined by EPRI
and the Institute for Nuclear Power Operations (INPO) but
without an expansive use of contractors or a loss of expertise
used in establishing the existing program. Effective
prioritization has allowed work activities to be accomplished
consistent with manpower availability.

A program was initiated this past year to aodify valves in the
plant to accept live ioad packing to reduce leakage and improve
material condition. Ouring 1R2 a total of 16 valves, primarily
in the secondary plant, were modified. Approximately 60 valves
will be modified during 2R1. After 2R1, additional valves for
live 101 packing will then be identified.

During the SALP period, the licensee continued the snubber
reduction program initiated to reduce maintenance activities and
exposure workers received when perferming surveillance
activities. Phase I, completed during 1RZ2, involved the removal
of 75 snubbers and 19 support modifications in the Main Steam,
Containment Spray and the Auxiliary Feedwater systems.

Phase 11, started during this assessment period, addressed al)
of the systems with snubbers outside containment. Thus far, 176
snubbers have been removed and 83 supports modified.
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During the previous assessment period, isolated instances of
missed surveillances were noted, While fewer TS surveillances
have been missed during this SALP period, this continues to be a
weakness at Vogtle, Five surveillances were noted to be
incomplete or inadequately performed prior to the due dute and
two were not performed at all by their due date. These problems
were attributed to misleading task sheets, personnel error, and
procedural inadequacy. Once discovered, the licensee promptly
performed the surveillances. The licensee is transferring the
surveillance tracking progrim to the site main-frame computer,
to improve reliability and to provide all site personnel with
access to the information,

The implementation of the Inservice Inspection (ISI) program was
reviewed during the assessment period. IS] personnel were
cognizant of examination requirements and well qualified.
Procedures were sufficiently defined and available to personne!
during examinations. Planning of testing activities and
tracking of results indicated management involvement in the ISI
program. ODuring 1R2, the major Inservice Inspection (ISI) work
performed consisted of Eddy Current testin? on all steam
generators. These exams resulted in the plugging of 4 tubes, 3
of which were discretionary. This reflects a conservative
approach to steam generator tube plugging.

During the assessment period, maintenance activities contributed
to four unplanned reactor trips: (1) Unit 1 trip when
maintenance workers accidently shut off the control air to a
MSIV causing the valve to close; (2) A Unit 1 trip when the MSIV
control fuses failed after a jumper was installed per procedure;
(3) A heater drain tank level control valve reassembly error led
to a high level in the moisture separator reheater and Unit 2
trip; (4) A Unit 2 trip after packing replacement of the heater
drain tank level control valve. These trips are further
discussed in Section V.H. In response, the licensee has
incorporated into the Plan Of the Day (POD) an evaluation of the
potential trip hazards that should mitigate any further trips of
this nature.

Three violations were cited.

Performance Rating

Category: 2

Recommendations

The Board noted that there has been improvement in numerous

areas within the predictive and corrective maintenance programs.
However, the Board also noted that the timely and comprehensive



completion of surveillances was a continuing problem. Even more
significant, maintenance/surveillance activities were direct
contributors to four reactor trips during this period. The
Board concluded that %he appropriate characterization of
performance over the entire SALP period was a Category 2.

D. Emergency Preparedness

1.

Analysis

This functional area included the evaluation of activities
related to the implementation of the Emergency Plan and
procedures, the support and training of onsite and offsite
emergency response organizations, and the licensee's performance
during emergency exercises and actual events. Performance was
also evaluated in the areas of and interactions between onsite
and offsite emergency response organizations, UOuring the
assessment period, inspectors conducted one routine inspection,
and one exercise evaluation inspection,

The loss of Unit 1 vital ac power event on March 20, 1990,
resulted in a Site Area Emergency (SAE) declaration.
Additionally, a Notification of Unusual Event was declared for a
TS required shutdown during this SALP periud. Two Emergency
Plan changes have been submitted and were being reviewed at the
end of the SALP period,

The amnr?oncy response facilities were maintained in an
acceptable state of readiness. One exception to this was that
procedures in several facilities were not maintained current.
Staffing levels and response facilities were demenstrated to be
sufficient during the August 1, 1990 exercise.

During the March 20, 1990 event, notification of Burke County
and the Georgia Emergency Management Agency Operations Center
was not accomplished until epproximately onc hour after the SA7
we" declared., This failure to make the required timely
notifications resulted from the loss of the Emergency
Notification Network (ENN) in the Contro! Room, due to the loss
of vital ac power, and the fact that the backup ENN was not
designed to reach the Georgia emergency agencivs., Training and
procedural deficiencies also contributed to the delay. This
failure to make the required timely notification resulted in a
Severity Level Il violation and a civil penalty ($40,000).

The classification of the event as an SAE was deemed
appropriate, even though the classification procedure was
ambiguous and lacked sufficient site specific detail. Ouring
the previous assessment period, 2 loss of command and control
was noted during the performance of the emergency exercise.
Command and control problems within the site's emergency
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accountability were timely, Classifications were correct &nd
timely by procedure. Notifications were timely, complete, and
the licensee followed up the verbal notificaticm using the rewly
installed multipath fax machine. The exercise critique was
thorough and substantive findings were documented for review and
correction., No exercise weaknesses were identified.

Two viol.tions were cited.
Performance Rating
Category: 3

Trend: Improving
Recommendations

It was noted that significant improvements ‘n the emergency
response organé.atian and faciliiies have Peen made since the
March 20, 1990, loss of vital ac power eveat. The upgrades to
and additions of einergency #guipment excezd regulatory
requirements in many areas.

While licensee performance during the anrual drill demonstrated
an ability to effectively implement the Emergency Plan
Implementing Procedures, the performance deficiencies which
occurred during the actual Site Area Emergency are pre-eminent
in establishing the evaluation for the SALP period. The Board
concluded that a Categ>+y 3 rating was most descriptive of
performance. An improving trend recognized the utility's
corrective actions and subsequent improved performance.

E. Security and Safeguards

38

Analysis

The adequacy of the security frrce to provide protection for the
station's vital systems and equipment was evaluated for this
functional area. The evaluation included a Regulatory
Effectiveness Review during this assessment period. To
determine the adequacy of the protection provided, specific
attention was given to the identification and i2solution of
technical issues, enforcement history, staffing, effectiveness
of training, and staff qualifications. The scope of this
assessment also included all licensee activities associated with
access control, pnysical barriers, detection and assessment,
armed response, alarm stations, power supply, communications,
and compensatory measures for degraded security systems and
equioment,
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The 1icensee continues to experience difficulties in the control
and protection of safeguards information. This was determined
to be a programmatic problem, and resulted in a civil penalty
($7,500) issued February 2, 1990. This followed several
instances of licensee identified and reported failures to
provide adequate protection for safeguards material, As &
result of inadequate corrective action and a subsequent
licensee-identified and reported instance of failure to
adequately secure safeguards material, a second civil penalty
($50,000) was issued June 27, 1990. The licensee has since
reported the occurrence of another instance in which safeguards
material was left unsecured.

Since the last assessment period, improvement was noted in the
areas of training, armed response capabilily, weapons, and
search equipment, However, the licensee has been slow to
implement necessary actions to resolve weaknesses in perimeter
alarm assessment capability that have been repeatedly identified
by the NRC, Testing and evaluations revealed some deterioration
in the functional adequacy of the security computers reiated to
call-up time for the assessment of alarms,

During the assessment period, security force management and
shift staffing level, were maintained at an acceptable level.
Sufficient security personnel were available to meet
compensatory posting requirements without excessive overtime
expenditures.

The licensee submitted seven changes to its security plans
during this SALP period. Of the s-ven, one change was not
consistent with the provisions of 10 CFR 50.54(p). The licensee
was responsive to the NRC's concerns regarding the inconsistent
change. Overall, the plan revisions were properly docun.nted.

During the assessment period, improvement in the effectiveness
of firearms training and qualification was noted, and the
routine use of compensatory measures for degraded or inoperative
security systems and equpiment was reduced. The licensee's
construction and equipping of a secondary access portal with
"state of the art" detection equipment is noteworthy.

The onsite .eview of safeguards events indicated proper licensee
identification and reperting.

The Regulatory Effectiveness Review (RER), conducted in April
1990, did not identify any violations of regulatory requirements
or any safeguards vuinerabilities.

Four violations were cited.
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Performance Rating

Category: 3
Recommendations
None

Engineering/Technical Support

1.

Analysis

The Engineering/Technical Support functional a-ea addressed the
adequacy of en?ineering and technical support for all plant
activities including activities associated with plant
modifications, technical support provided for operations,
maintenance, testing and surveillance, outage management, and
licensed operator training.

Engineering and technical support performance effectiveness was
inconsistent during the assessment period. Site engineering was
routinely involved in plant activities, addressed technical
issues, and participated in plant event critique teams and daily
plant management meetings. A duty engineer was maintained
on-call to provide a 24-hour engineering resource availability.
Engineering evaluations were typically comprehensive as
demonstrated in the Cold Leg Accumulator metallurgical concerns
issue and the HVAC equipment seismic monitoring issue.
Engineering's Ten-year Interval I1S! Program was detailed and
demonstrated a thorough understanding of applicable regulatory
and ‘ndustry guidance.

With minor exceptions, engineering demonstrated effective
control over the dcsisn change process. The modificatien to
resolve reactor vess . mid-loop level indications initially was
unacceptable in that, when installed, the local indication could
not be read without difficulty. Additional modification was
necessary to correct this human factors deficiency. The program
for development of minor design changes was effective with the
exception of some 10 CFR 50.53 safety evaluations which were not
sufficiently detailed. The design process was adequately
monitored by the licensee.

Several NRC identified engineering performance deficiencies were
noted during this assessment period., Deficiencies with the
legibility of critical drawings were identified in the previous
assessment period and again this period. Engineering's final
corrective actions were thorough. Upon identification of this
deficiency, the engineering department immeciately reviewed and
corrected all critical drawings. The long term corrective
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action was the initiation of a cumputer aided drawing system for
drawing updates to resoive legibility problems., A second
engineering deficiency involved the check valve testing portion
of the Inservice Testing (IST) orogram, where the estabiished
criteria for flow verification were inadequate., This weakness
indicated the licensee's review of Generic Letter 89-04 was not
thorough. Corrective actions included revision of implementing
procedures for check valve testing, and an additional review of
the Generic Letter positions. A final example of an engineering
deficiency involved the technical content of the licensee's
resolution to the surge line stratification issue (NRC Bulletin
88-11). Engineering did not identify the potential significance
of the difference between the assumed line analysis temperature
and the actual measured plant temperature.

During the assessment period, & practice was identified in which
a generic procedure was used to calibrate CALCON pneumatic
temperature sensors, The procedure did not establish either
consistency or repeatability in the calibration process.

Failure of CALCON temperature switches has been a recurring
problem with the EDG protective trip system, as identified by
the 1IT. Since the March 20 event, the analysis concerning
CALCON switch characteristics has been detailed and effective.
EDG reliability has been increased with the isolation of the
jacket water temperature signal from the emergency trip system.
Isolation of this signal prevents spuricus EDG failures stemming
from jacket water temperature se.sor failure,

Outage management was 2'so noted by the 11T as an area of
performance shortcomings. Plant configurations and conditions
were allowed to exist during IR2 that resulted in an unnecessary
reduction in safety margin whicn led to the March 20 event. By
planning, scheduling, and conducting outage activities based on
the relative risk, the potential loss of the RHR system could
have been 1‘mited without having a negative impact on the outage
duration. Rather than doing this, outage management relied on
its TS which contain few requirements for cold shutdown.
Electrical power sources were at minimal levels while in
mid-loop conditions. Equipment was staged such that the
containment equipment hatch could not te closed in a timely
manner, Portable equipment refueling procedures were not
implemented so as to defend against potential acciderts.

Improvements in nutage management subsequently occurred
following the March 20, 1990 event, These improvements included
an increase in the number of available electrical sources used
to power Class 1-E emergency buses during periods of Reactor
Coolant System (RCS) reduced inventory, conducting an extra
drain down of the RCS to midloop during the defueled window to
allow for maintenance of RCS valves, providing a monitoring
capability for RHR pump cavitation, developing of an electronic



transfer of data between the scheduling program and the work
order database, and providing a method for closing the
containment equipment hatch during loss of all power conditions.
Furthermore, the sequence for performing the Engineered cafety
Features Actuation System (ESFAS) testing and associated £DG
inspections has been moved to the beginning of the outage to
include as much safety equipment testing as possible.

An additional area of concern ident:fied during this SALP period
was the inadequacy of communications between the various
technical departments supporting the plant., The March 20 event
displayed this inadequacy in three ways - the use of incore
thermocouples by the operating staff which were not indicative
of core conditions, the discovery of a construction error on the
Unit 2 main turbine differential overcurrent relay setting, and
the inability to close the Unit 1 containment equipment hatch as
required. This was further exemplified by the NRC identified
condition where containment integrity was not maintained during
hydrogen analyzer testing, In all three cases, lack of
effective interdepartmental exchanges of information were
contributing factors to these problems. However, there were
instances of effective interdepartmental cooperation, An
example was ESFAS testin?. where site engineering's involvement
in daily management meetings helped enhance communications and
allowed the test to be conducted effectively,

During the last assessment period, communications between the
corporate engineering staff and the NRC displayed some
weaknesses, Siace that time, communications have been good.
This was demonstrated in the licensee's interface with the NRC
on technical issues, including the surge line stratification and
the Ten-year interval ISI Program.

A strong licensed operator training program was demonstrated by
the initial and requalification examination results. Initial
examinations were administered to 16 Senior Reactor Operators
(SROs) with 16 SROs passing. The requalification training
program was rated as satisfactory based on a 9% percent pass
rate. Six of 6 Reactor Operators (ROs), 10 of 11 SROs, and 4 of
4 crews passed requalification examinations. The simulator was
upgraded to resolve modelirg deficiencies identified in the
previous assessment period. The simulator was on schedule for
certification in late 1990,

The actions of the operators during the March 20 event aiso
demonstrated the adequacy of the training program. C(ore exit
thermocouple and water level indications were closely monitored
so that core conditions could be evaluated. EOPs and AOPs were
effectively used. However, some training deficiencies were



jdentified such as the identification of the cause of the EDa
trips and the local operation of the sequencer, In addition,
licensed and non-licensed operators and the plant engineers did
not unuerstand the operation of all ENG systems under abnormal
conditions,

No violations were cited.

Performance Rating

Category: 2
Recommendations
None

Sefety Assessment/Quality Verification

1.

Analysis

This functional area addressed the licensee imple entation of
safety policies, activities related to license amendments,
exemptions, relief requests, responses to Generic Letters,
Bulletins, and Information Notices, resolution of safety issues
{10 CFR 50,59 reviews), safety review committee activities and
the use of feedback from self-assessment programs and
activities. It included th: effectiveness of the licensee's
quality verification function in identify.ng and correcting
substandard or anumelous performance, in 1dent1fy1n? precursor”
for potential problems, and in monitoring the overall
performance of the plant,

The Plant Review Board (PRB), established to advise the General
Manager on all ma‘ters related to nuclear safety, performed its
intended function and carried out its designated responsibili-
ties, (ne improvement implemented late during the previous
assessment period and reviewed this period was the membership in
the PRB. The PRB was upgraded such that department managers
replaced supervisors as the PRB members. The Assistant General
Manager - Plant Operations was appointed as chairman of the PRB,
This change was considered a strength.

The Safety Audit and Engineering Review (SAER) group performed
audits of the Vogtle quality assurance program and conducted
activity oriented evaluations of specific work practices such as
control room turnovers, surveillance testing, maintenance
testing and refueling outage activities, These activities were
effective and resulted in the identification of numerous
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significant issues. Issues identified included an invalid
American Society of Mechanical Engineers (ASME) Section X1 valve
stroke time test, a failure to properly calibrate plant computer
data points for the primary precision heat balance resulting in
an inadequate surveillance, and valid diesel generator failures
not being recorded and evaluated as required by plant TS, Each
of these issues resulted in a Licensee Event Report (LER) or NRC
required special report.

The SAER group manager and site supervisor are licensed SROs .
Other SAEK pe-sonnel have received training in Pressurized Water
Reactor (PWR) systems similar to that received by plant
engineering personnel. A&11 site auditors are certified lead
auditors pursuant to the American National Standards Institute
(ANS1) standards. The SAER group also called upoun technical
experts to 23sist with selected audits. Staffing of this group
is adequate.

Longstanding problems were nct always recognized and corrected,
One example involved sticking starting air vaive pistons on the
diesel. On at least five occasions during this assessment
period, the diesel generators faiied to start on a non-emergency
start. The licensec was slow in recognizing that there was a
problem with the diesels and determining the cause. The
licensee's investigation into the problem finally determined
that there we. a manufacturing deficiency in the air start
systam that could allow the starting air valve pistons to stick,
As a result of this investigation the manufacturer issued a

10 CFR Part 21 report.

The licensee's corrective action program was seen as a
significant programmatic shortcoming in the previous assessment
period. Licensee management recognized the identification of
root causes and the slow or ineffective implementation of
corrective actions as a weakness and focussed attention in this
area. Actions in this area included training personnel in root
cause analysis, improving guidance in root cause determination
and the identification of corrective action, establishing formal
interdisciplinary event critique teams and improving the
deficiency card program. However, this improvement effort is an
ongoing process and has not reached its full potential.

The licensee's self-assessment activities resulted in several
licensee identified violations of NRC requirements. This
indicated a strong program whose goal was to ensure that
appropriate compliance was maintained.

Radiological control audits performed by the onsite Quality
Assurance audit organization were generally complete, timely,
and thorough. During the last assessment period, the quality of
the audits in the area of radioactive waste control was
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identified as a weakness, This aspect of the licensee's program
improved significantly in that the audits were found to be well
planned and contained items of substance rela._ing to the
radwaste and transportation programs,

The LERs adequately described all of the major aspects of the
reported vvents, including component or system failures that
contributed to the events and the significant corrective actions
taken or planned to prevent recurrence, The reports were well
written aind, generally, provided the reader with enough
information to readily undarstand the events. Previous similar
occurrences were referenced as aporopriate. The licensee
submitted updates to the LERs when needed.

Licensee oroposals and responses were generally well prepared,
accurate, and thorough., Examples of such responses included the
response to Generi: Letters 89-13 (Service Water Systems) and
89-08 (Erusion/Corrosion), and Builetins 89-03 (Shutdown Margin
during Refueling) ana 88-10 (Molded Case Circuit Breakers) . In
support of licensing activities, the licensee's submittals
concerning technical and safety issues was consistently good.
Submittals reflected a clear understanding of the technical and
regulatory issucs involved, ind the zpproach tc the resolution
of these issues was corsistently conservative. The licensee's
assessment of the impact of Generic Letters and Bulletins on the
plant resulted in timely responses. The licensee expeditiously
processed the TS amendment application to support their waiver
of compliance request to manually bypass the EDG hich jacket
water temperature sensors, and subsequently impiemented the
plant modification and performed the associated EDG testing in a
timely fashion.

Two violations were cit, !,

Performance Rating

Category: 2
Recommendationy
None

SUPPORTING DATA AND SUMMARIES

A.

Licensee Activities

During this assessment period, Unit 1 completed a scheduled refueling
outage of 56 days duration. This unit experienced a loss of vital ac

power on March 20, 1990, while the plant was in cold shutdown as

discussed in Section IV.A. Short duration power reductions or forced

outages occurred due to repair of a steam leak on a main feedwater
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pump, heater drain pump and valve maintenance, and turbine vibration
problems,

Unit 2 initiated coastdown on June 14, 1990, in preparation for its
first refueling outage. The reactor was manually tripped on
September 14, 1990. The planned outage duration of 50 days was
extended due to fuel handling machine problems and retaining ring
main generator difficulties. Forced outages and reduced power levels
were caused by heater drain tank pump and level control problems,

Direct Inspection and Review Activities

In sadition to the routine inspections performed at the Vogtle
facility by the NRC staff, special inspections were conducted as
follows:

March 23 - June B, 1990; Incigent investigaiion Team concerning
the Unit 1 loss of vital ac power event on March 20, 1890,

April 9-16, 1990; RER (Physical Security) Inspection
May 7-18, 1950; Emergcncy Operating Procedure Inspection

July 30 - August 3, 1990; Emergency Preparedness Exercise
Evaluation

August 6-17, 1990; Special team inspection of operational safety
Management Conferences

December 11, 1989; Enforcement Conference at Region Il to discuss
protection of safeguards material,

February 26, 1990; Management meeting {7 Rockville, Maryland, to
discuss problems regarding thermal stratification in the pressurizer
surge line,

May 22, 1990; Enforcement Conference in Region Il to discuss the
circumstances of an unsecured safeguards container on April 25, 1990,
and accountability and control of safeguards documents.

September 5, 1990; Enforcement Conference in Region [ to discuss
numerous items identified by the Incident Investigation Team which
was chartered in response to the Site Area Emergency event of
March 20, 1990,

Confirmation of Action Letters

A Confirmation of Action Letter (CAL) was issued March 23, 1990, as a
result of the March 20, 1990, SAE event, The licensee agreed to
cooperate with the 117 and take actions necessary to support this
investigation., The commitments identified in the CAL included the
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concurrence of the Regional Administrator prior to Unit 1 power
operation, equipment quarantine, preservation of records or damaged
equipment, availability of plant personnel for questioning, conduct
of separate investigations. The licensee was fully responsive to the
CAL fssues, and was released from the CAL on July 20, 1990,

Review of Licensee Event Reports (LER)
During the assessment period 37 LERs were analyzed. The distribution

of these events hy cause as determined by the NRC staff was as
follows:

Cause Totals Unit 1  Unit 2
Component Failure 7 2 5
Design 2 0 2
Construction/Fabrication 1 0
Installation

Personnel

- Operating Activity E! 7 2
- Maintenance Activity 5 o 1
- Test/Cilibration Activity 9 5 4
- Other | | 0
Other 3 1 2
Totals 37 21 )

Notes: 1. With regard to the area of personnel, the NRC consicers
lack of procedures, inadequate procedures, and erroneous
procedures to be classified as personnel error.

2. The Other category is comprised of LERs where there was a
spurious signal or a totally unknown cause.

3. Eight LERs were submitted as security and safeguards LERs,
and are not included in the above tabulation.

4. The above information was derived from a review of LERs
performed by the NRC staff and may not completely coincide
with the licensee's cause assignments,

Licensing Activities

In support of licensing activities various communicatiorns were
maintained with the licensee. These consisted of meetings, telephone
and written correspondence. There have been approximately 91 active
licensing actions for tne Vogtle units during this evaluation period
of which 56 were completed. Of these, 23 were license amendments.
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Unit 1

July 23, 1990 « The unit was manually trip.ed from 100% power in
anticipation of low-low steam generator level, This resulted from an
internal fault experienced on a non-lE, 4160-volt to 480-volt
transformer which caused a 10ss of power to the speed control
circuitry for the main feedwater pump turbires. This in turn caused
a 1oss of both main feedwater pumps. Steam generator water levels
had decreased to 24% (narrow range) when the operator initiated a
manual trip.

April 25, 1990 - The unit was manually tripped from 87% power 1n
anticipation of low-low steam generator level, This occurred when
local maintenance workers accidentally shut off the control air to a
main steam isolation valve (MSIV) causing the valve to close,

January 24, 1990 - An automatic reactor trip from 90% power occurred
on low steam generator level caused by f. it closure of an MSIV durirg
a partial stroke test, When a jumper was installed in accordance
with the test procedure, the MSIV control fuses failed.

October 2, 1989 - An automatic reactor trip from 100% power occurred
on low-low steam generator when an MSIV inadv.rtently closed, The
Ticensee determined that a ground on an MSIV Timit switch caused a
fuse in the MSIV control circuitry to blow, which in turn resulted in
aflo;s :zlsouer to the MSIV solenoid valve and the subsequent closure
of the MSIV,

Unit 2

June 30, 1990 - The unit was manually tripped from 18% power in
anticipation of decreasing levels in the steam generators due to
inadequate feedwater control during low power operation,

June 28, 1990 - ihe unit was manually tripped from 87% power when an
MSIV drifted closed following an O-ring failure and subsequent loss
of hydraulic fluid.

May 6, 1990 - An automatic reactor trip from 100% power occurred on
low=1ow steam generator level due the closure of an MSIV. This was
the result of a failure in the AX1 relay which energizes both the air
supply solenoid and the hydraulic pump solenoid to allow the MSIV to
remain open,

March 20, 1990 - An automatic trip from 100% power occurred due to a
turbine trip on an electrical fault.

December 2, 1989 - An automatic trip from 100% power followed a
turbine trip when a heater drain tank level control valve reassembly
error led to & high level in a moisture separator reheater,
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November &, 1989 - The unit was manually tripped from 100% power due
to decreasing level in the steam generators after the loss of the

“B" main feedwater pump. The licensee was returning the heater drain
tank level control valve (high level dump valve to the hotweli) to
service after packing replacement., The valve opened for unknown
reasons and resulted in lowering main feedwater pump suction
pressure. The standby condensate pump failed to start, and
subsnquently, the "B" main feedwater pump tripped on low suction
pressure,

October 11, 1989 - An automatic reactor trip from approximately
58% power occurred on high nevtron flux rate when a rod dropped
because a diode failed on a rod gripper control card.
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DATE:  April 18, 1968

RE: Plant tle - Units 1 & 2
OQutage Meeting
Minutes (April 14, 1988)
FROM : J. F. D'Amico
T0: J. B, Beasley

The biweekly Refueling Outage Meeti.n? was held on Thurscay, April 14, 1988
at 11:00 AM, The lollowing is a summary of topics discussed.

Ron Bush, ineering, discussed the Spent Fuel Rack Project. His handout
(attached) includes a schedule of proioct milestones, & list of involved
persciiel and the current roved s e for fuel rack installation. Also
included is the schedule which was developed when we learned of the
delay in delivery of racks mumber 7 and mumber 8. Spencer Semmes noted that
contingency plaming still allows for fuel receipt begimming on July 18, 1988,
with at least four racks in the fiel pool.

Indira Kochery, Health Paysics, explained the requirement that all
contractors arriving on-site must provide acceptable, s reports of prior
occupational radiation exposure history. Otherwise, their erposure at Vogtle
will be limited to 1 Rem per quarcer.

Elij;ﬂ Dixon, Building and Grounds, presented his recoumendacions for
Turbine ldi.n? Washdown (see attachment). Ou Plaming will take the lead
on determining feasibility and schedule restraints for this task.

Joe D'Amico stated that Chemical Clean-Up will take place at mid-loup and
will take 2 1/2 tc 3 days.

Two lists of Surveillances were distributed to the attendees. The first is
a list of those Surveillance Tasks which are currently plammed for the first
refuel outage. The second is a list of all the Surveillance Tasks which have
a late date prior to June 2, 1990, (prior to the second refucling outage). The
attendees were asked to the two liscs and identify any items which should
be added to the first refueling outage. Please address comments to Lori Potts at
extension 4288 or Marty Haase at extension 3164.

Joe D'Amico presented a list of new activities added to the cutage schedule
during the past week (attached). He stated that he intends to distribute a
similar list at subsequent outage meetings for all activities added since the
last meeting. He will add the estimated mampower for each activity to this list
if it is deemed necessary.

James Sutphin, I&C, briefly described the I&C plan to identify PM's required
for the first refueling outage. He plans to look at the PM's due within
the next 12 months and expects to begin producing results by April 21, 1988. He
anticipates completion of this project by May 15, 1988.



J. B, Beasley

Refucling Outage

Meet ing

Minutes (April 14, 1988)

April 18, 1988

Work Planning and Oucuge Plamning will get together to develop a method to
prioritize the packaging effort for PM and Corrective Work Orders.

Seven items on the Resolurion Item Trackirg List (attached) were discussed

as follows:

Number 7

Nurber 26

Number 40

Number 67

Number 70

Number 78

Number 6

Live load Packing Program - Ric Blaine said the DCP is currently
at PFED. The scope includes approximately 10 BOP valves, many
of which are in the condenser area. Questions will be resolved
and the package will be out of PFEO by April 28, 1988.

Control Rod Wear Inspection - Don Williams said the package is
currently held up by the Reactor Engineering Supervisor.

Contairment Spray Miniflow Concerns - Ric Blaine said he is
awaiting & resporse from PFEO on the RER. The resolution will
entail imposing an administrative control ori the duration of
/1 /Brg.n during ESFAS testing. Formal resolution expected by

Additional TGV Uuidelines - Art Caudill stated response is due
back from PFEC by 4/16/88.

RER For Demin Valve 1418-U8-005 - Mark Biron said the RER Number
woul be available the afternoon of 4/14/88.

Turbine Building Bri Crane - Riz Blaine stated thet two REA's
have been sent tO with response anticipated within three
weeks. One REA is to upgrade the limit of the Unit 1 crane, the
other is to determine the all~wable period of time during which
both cranes may be on one side of the building.

Determine Whtorg Co huttments - Terry Wendt said comments
are due back 4/22/88 or 1w letter to all depd "tments requesting

input.

Items brco it up during the upen discussion portion of the meeting were-

. If the AMSAC/Core Drill ran be performed within a six day window, the
question of control room sressurization will be satisfied.

N Any Schedule information received in bid packages should be immediately
forwarded to Marty Haase/Wren Stevenson.

. An

rotor.

ing device will be required during removal of the generator
This w.ll be added to the Resolutions Item Tracking List.

Y Bill Lamkin/John Qualizza need to know requirements for laydown areas
in contairment as well as polar crane usage.
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Minutes
April 18,

ril 16 1988)
988

The Breathing Air question has been resolved. The skidg unit (under a
II? Mod) will be the primary rsource and service air (with filters)
will be the secondarv source.

Supervisors need to let their Yooglc know that up-to-date refueling and
pre~outage schedules are available for their 'se and comments. The
schedules are issued for the of merating feed-back and
information. Please let O(utag !row would like
additional information, cv the sm infomtia\ in a dif erent format.

The next Rcﬁnung‘aa::qc Mesting is scheduled for April 28, 1988, at 11:00
AM. in the Outage War

LAP/cjb

i f@a. D

Attachirents

Xxc: Attendees
Refueling Outage Status Contacts



NAM™ DEPARTMENT PHONE EXT.

1. Wren Stevenson osP 4470
2. Dinos Nicolaou O&P 3236
3. Don Deisley O4P 3205
4. Fhillia;‘. Cupp 0&f 4212
5. Allen HP 4474
6., Mark Biron HP 4362
7. Robert Gumn Sec. 4111
8. Tony Prestifilippo Eng. 3869
9. Doug Akin Admin 3496
10, Daryl T. Glover Work Plarning 4422
11. Jerry Martin Work Plamning 3577
12. Jeniy Greerwood West e (S8 4176
13. Michael Cortese O&P 4139
4. T. B. Lamsford Materials 3950
15, Indire Kochery HP 3229
16, S, P. “reen Maintenance 3487
17, Tim Austin Training 3315
18. Art Caudill Eng. Swpt. 4124
19, Steve A. Phillips Maint. 3469
20. Dusty Rhodes O&P 3269
21, Jemifer Bates NPFSG 3595
22. S. Swanson O&F 3812
23, A. A. Siomson Q.C. 3293
24, Derrell Bamett Mainten~snce 3190
25. E. L. Kellum Maintenance 3481
26, Hank Thommson Maintenance 3899
27. Terry Wendt NSAC 3178
28, Mike Lackey WPG 417%
29. Tom WPG 3860
30, John Qualizza O&P 3173
31. Ron Bush GPC B8-526-7159
32. D. 0. Williams Reactor Eng. 4164
33. Rick Barlow geucicm 3497
34, David Seckinger 3474
35,  Jim Montgomery G.E. Co. 3513
36. Ric BElaine gg Sm 3162
37. Joe ¥Fehrenbach t 2 - 1517
38, David MeCary O&P/MDSG 4142
39, Fred Warrer O&P/MDSG 389
40, Cromwell Stone O&P/MDSG 3450
41, W. A. Lamkin O&P/MDSG 4114
42, J. B. Beasley O&P 4209
43, M. R, Haase o&P 3164
b4, J. F. D'Amdco O&P 3139
45, Loryi Potts Q&P L288
46, S, Sames % 4346
47, E. Dixon 3727

48, James Sutphin 1&C 3181



DETARTMEN

OUTAGE . . JNING

REFUELIM OUTAGE STATUS CONTACTS

DEPARTMENT CONTACT
Tim Adams

Wren Stevenson
Dusty Rhodes (BOF)
Jotn Qualizza (NSSS)
Jerry Martin
Fred Page
Steve Phillips
Mike Hobbs
Bill Burmei.ter
Ken Petrosky

alt. Allen Curs
Rich Tupper
Ric Blaine
Don Williams
Jermifer Bates
Ric“ Heitz
Terry Wendt
Mike Kurtzman

alt Russell Brown
$id Walker
Drug Akin
Terry lamsford

BT
3198

4470
3259
3173
3577
4172
3469
3174
3286
LO18
3871
4135
3162
G144
3595
3293
3178
3354
3353
3514
3496
3950

REEVER
#23-7564

828-9405%

233
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FUEL RACRKR PROJECT MILESTONES
: AUGUST 1§88 CONTRACT SIGNED FOR 20 RACKS FOR WEST ¥ l M1
» SERVICH
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JUNE 198 INSTALLATION OF RACKS | THRU B
NOV | 9B! DELIVERY OF RACKS 9 THRU 30
)
|GB9 INSTALLATION OF RACES 9§ THRU 2¢
v $CB1 AAS SCHEDULED DELIVERY OF RACKS 8§ THRU 1% THIS YEAR ALTHOUGH
‘_‘ CONTRACT ALLOWS FOR INCREMENTAL SHIPMENT DATES OF SEPT 1988,
,\ '#RIL 1988 AND NOV 1988
. »
»




NUCLEAR SAFETY

NUCLEAR FUELS

LICENS ING

FUEL BANDLING

MATERIALS ENG

FIELD ENGINEER

NUCL.AR ENG

CIVIL ENG

IVIL ENG

ENGINEERING MGR

ICENSING MGR

APDIYIONAL

HARRY MAJORS

RON COCHERELI

JOHN HARTEA

ON WILLIAMS

DAVE CARLSON

ED WILCOX

TJERI SURJANTO

JOR BASSAS

RAMESE BUA

BILL RANMSKY

JIM BAILRY

GPC

WESTINGEOUSE

BECHTEI

BECHTEL
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Work Plan:
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TURBINE BUILDING WAS!'DOWN

To rid Tuibine Building of accumulated dirt, debris and dust
that can't be reached by any other methods,

Service Water —— Starting at l.evel 5 and washing down to each
lower floor,

24 hours to wrap and wate roc. lectrical equipment and
motors. 24 hours for actw i v ashe

Coordinate with Operations, -3« & *  .nd Maintenance Shop as
to what equipment, supplies, ew., .. .ed to be waterproofed,
(wrapped with plastic and taped)

3 Electrical Personnel — J Test Shop Personrel. B&G will supply
additional personnel to work with these groups.

All non-essential electrical equipment to be de-energized.
Notice posted for actual date of washdown, advising personnel of
falling debris and water. A requirement of eye protection to be

posted.



FILE: wei APRIL Al A/SP CONVERSATIONAL MONITOR SYSTEm

b A i Niw ACY VITIES ADDED DURING Wi OF 4/6-4/12 evescrnesr
7246111017 "MAIN TURE Balx-UP OVERSPEED TEST & CrANNEL CaL C 24
Te4613107 TRN A SAFETY FEZATURES SEQUENCER U3DDT CHan Cal 74
TZ4614107 "TRAN B SAFELIY FEATURES SEQUINCER U002 CHaN CAL 74
T24616107 "TURE IMPULSE CHAMBER PREESSURE PROTECT vS0S CaL -~ 8
724616102 "TURE IMPULSE CHAMBER PRESSURE PROTECT #5505 ACDY © o
7246171027 "TURS INPULSE CHAMBER "QESSJURE PROTECT PSO6 CAL © @8

724617102 "TURE IMPULSE CHANME R "RESSUR: PROTECT PS06 ACOT © 8
724701107 "RLP ) OVERCURRENT RELAYS 250/25'8 CHAMNEL CaL -~ 12
747021017 "RIP #2 OVERCURRENT RELAYS 25072518 CHANNEL CaL 12
724703101 “RCP #3 OVERCURRENT RELAYS 250/2518 CHANNEL CaL  ~ 12
T247041017 "RCP 24 OVERCURRENT RELAYS 250/251M CHANNEL Car -~ 12

T24706101 "RCP #1 GROUND PROTECTION RELAYS 250/257GM CaL L
T24707101 "RCP #2 GROUND PROTECTION RELAYS 25072576 CaL * "
724708107 "RCP #3 GROUND PROTECTION RELAYS 2S0/25'Ge CaL W
72470910 "RCP s4 GROUND PROTECTION RELAYS 250/251GM CaAL * 0

724701101 “RCP 77 OVERCURRENT RELAYS 250725 CHAMNNEL CAaL 12
724702707 "RCP #2 OVERCURRENT RELAYS 2S0/725'8 CHANNEL CaL V2

7247031017 RCP #3 OVERCURRENT RELAYS 2507258 CHAMNEL CaL 12
724704101 "RCP 24 OVERCURRENT RELAYS 250/25'M CHAMNEL CaL 12
72470610 “RCP #) GROUND PROTECTION RELAYS 250/2%1GM CAL e
T24707107 "RCP 22 GROUND PROTECTION RELAYS 2S0/257GM CaL T
724708107 "RCP #3 GROUND PROTECTION RELAYS 250/7251GM CAL e
724709101 "RCP 24 GRAOUND PROTECTION RELAYS 250/251G% CaL * "
TSS01010T "COMTATMMENT SPRAY SYSTEM LEARAGE ASSESSECNT * & -
TSSC11101 "CVES LEAKAGE ASSESSEMENT . -
7S5012101 "RMR SYSTEM LEAKAGE ASSESSMENT e -
TSS5018101 “Si SYSTER LEARAGE ASSESSHENT * 8-
T2481012Y “DELTA T/7T AVG LOOP T, THAN I, T-411 CHANNEL CaL % -
T2481116) CDELTA T/T AVG LOOP 2, CHAN 11, T-42)' OHANNEL CAL" 36 -
724812100 “DELTA T/T AVG LOOP 3 CeaAN 151, M43 CHANNEL CAL 36 -
T248012707 "DELTA T/T AVG LOOP &, CHAN IV, T-441 CHANNEL CAL" 36 -
TZ49011017 "TRN & SAFETY FEATURES SEQUENCER U200! RST " ", -
7243021017 "TRN B SAFETY FEATURES SEQUENCER U30D02 RST . -
TI4676107 "REACTOR VESSEL LEVEL TRANSHITTER CALIBRATION 0 -
T24518103 ‘RAx (OOLANT PRESSURE (wR) P-403 ACOY . -
TIAS19103 "RX COOLAKRT PRESSURE fwR) P-40%5 aCOoT & =~
T24831107 “RX TRIP & ESF LOGICT (PROCESS & PROTECTION) RST 8 -
T24339107 "RCP UNMDERVOLTAGE RELAYS SENSDR RST a -
TI4570101 "RCS SUBCOOLING BARGIN MONITOR CALIBRATION 8 -
724539107 "PRESSURIZER PRESSURE (ONTROL P-4SS CHANNEL CAL 8 -
TEAS12101 "2 CHANNEL RX TRIP SYS RESPONSE TIME SUMMATION g
TI4810107 "PASS GASEOQOUS LEAKAGE ASSESSHENT 2
TINBISIVT "TREN A M2 RECOMBINER VISUAL IMSPECT AND ELEC TEST® 8
TIBBISI0J "TRAN 8 H2 RECOMBINER vISUAL INSPECT AND ELEC '!S' L
728907102 "ACP-7 13 Buv BER OVERCURRENT PROTECTION TEST q -
TIBH09113 480V BxR TYPE 47 GRP 2 OVERCURRENT PROTECT TEST a -
TIATO010! "MANUAL REACTOR TRIP TESY S
V149707107 "RTS LEAKAGE INSPECTIOY 2
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REFUELING GUTAGE MEETING
AGENDA FOR APRIL 28, 1988
OUTAGE WAR ROCM

1. OPENING REMARKS

ro

SNUBBER REDUCTION - TOM ARLOTTO

3, BREATMING AIR - MARK BIRON/JOHN AUFDENKAMPE

4. LEAD SHIELDING UPDATE - JOHN AUFDENKAMPE

5, OUTAGE WORKING HUURS - JOE D'AMICO

6. TURBINE BUILDING WASHDOWN FOLLOW-UP - DUSTY RHODES
7. CONTAINMENT COATINGS - JOHN AUFDENKAMPE

8. PIPING CLEANLINESS - JOWN QUALIZZA/RIC BLAINE

9. RESOLUTION ITEM LIST

10, OPEN DISCUSSICN
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SAFETY EVALUATION

Document ID No. g 00~
SECTION 1.0

—

OF proposed chcn’o. Test, or expe
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o ———

Does the ptopogad change tnvolve & cha

8% to Technical
Specifications Y

(1} No k
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1(t&
. Explanation; s of \ 4 *J

W
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t !;tlanatt . L Aol 4, sada

R —————
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Explanation, 1




