U.S. NUCLEAR REGULATORY COMMISSION
REGION 111

Report Nos. 50-373/91025(DRP); 50-374/91025(DRP)

Docket Nos. 50-373; 50-374 License Nos. NPF-11; KPF-18

Licensee: Commonwealth Edison Company
Opus West 111
1400 Opus Place
Downers Grove, 1L 60515

Facility Name: LaSalle County Station, Units 1 and 2

Inspection At: LaSalle Site, Marseilles, 111inois
Inspection Conducted: December 3, 1991, through January 14, 1992
Inspector: C. Phillips
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Apyroved By: B, L. Burgess, Chie Date
Reactor Projects Section 1B

A:gg;_ln;pgg%lfi Routine, unannounced safety inspection by the resident
inspectors of licensee action on previously identified items; licensee event

reports; operational safety; shut down risk assessment; monthly maintenance;
monthly surveillance; report review; evaluation of licensee ?uollty assurance

program implementation; and installation and testing of modifications,

Of the nine areas inspected, no violations were identified. Five
unresolved items were identified pending further review. These included
workers given an incorrect survey and ALARA briefing (section 4.b), an
inoperable low pressure coolant injection valve due to a pinched power lead

section 6.a), a trip of a reactor feedpump caused by oponing of an incorrect

use panel (section 6.b), a contaminated water spill caused by inadequate
controls on a sump pump (section 6.c), and setting of all six average power
range monitor gains simultaneously in the nonconservative direction due to a
miscommunication (section 7).

Plant Operations

Management supervision of the Unit 2 shutdown was a strength. Supervisors
discussed evolutions with the unit operators before the{ occurred, what the
possible outcomes were, and what the operator actions should be in each :ase.
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Radiation Controls

Performance was mixed. Two administrative overexposures occurred and a
breakdown in communications could have resulted in a third, Radiological
housekeeping declined during the beginning of the period but improved with
prompting from the inspectors. Conversely, reactor vessel internal underwater
removal saved significant man-rem exposure and was a strength.

Maintenance/Surveillance

Several events relating to this functional area occurred. These included a
temporary loss of feedwater during the Unit 2 reactor shutdown; incorrect
energization of a submersible pump which resulted in a 1000 gallons of water
being pumped onto the floor of the waste sludge tank room, and the Unit |
average power range monitor gains being set incorrectly for a short duration,
These are considered unresolved items and will be evaluated more fully in the
next inspection period.

safety Assessment/Quality Verification

The Onsite Nuclear Safety group submitted an excellent “Shutdown Risk
Assessment” for the Unit 2 outage. Several proactive steps were taken, based
on the repert findings, and are considered a strength, Inspector review of
the modified “"soft shutdown" procedure revealed a weakness in licensee
procedural review.
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DETAILS

1. Persens Contacted

*G. Diederich, Manager, LaSalle Station
*W. Huntington, Technical Superintendent

*J, Schimeltz, Production Superintendent

D. Berkman, Assistant Sugcrﬁntcndent. Work Planning
*H., Hentschel, Assistant Superintendent, Operations
*J). Malkington, Services Director

J. Leckwood, Regulatory Assurance Supervisor

M. Sentic, Assistant Superintendent, Maintenance
W. Betourne, Quality Assurance Supervisor

*D. Carlson, NRC Coordinator

*B. Wood, Onsite Nuclear Safety Administrator

*Denotes those attending the January 14, 1992, ¢t interview,

The inspectors also talked with and interviewed several other |icensee
employees, including members of the technical and engineering staffs;
reactor and auxiliary operators; shift engineers and foremen;
electrical, mechanical, and instrument maintenance personnel; and
contract security personnel.

2. Licensee Action on Previously Identified Items (92702)

a. (Closed‘ Violation (373/91009-01, 374/91008-01(DRP)): Improper
surveillance for assessment of oxygen concentration in the
suppression pool due to failure to properly upgrade a surveillance
grocoduro to reflect a 198] Technical Specification (1S) change.

he appropriate procedures were changed and the required oxygen
sampling was performed. A licensee evaluation determined that the
pre-licensing 1S "Proof and Review" copy used the words “Primary
Containment®. The copy returned from NRC review changed the
wording to "Drywell and Suppression Chamber®. The change was
misinterpreted as being editorial in nature. This is not
considered a programmatic problem. This item is closed.

b. (Closed) Violation (373/91005-01a-f(DRP)): Adequacy and use of
procedures with multiple examples. The inspector verified the
immediate and long term corrective actions for each example. The
licensee took several additional steps to enhance awareness of
procedural adherence and to communicate to the users their
responsibility to correct procedural errors. In addition, the
licensee iritiated action to improve the procedure revision
process. Licersee management was making a committed effort to
reduce the frequency of persomnel errors, This item 1s closed.

No violations or deviations were identified in this area,



Licensee Lvent Reports (LER) Followup (92700 and 90712)

Through direct observations, discussions with Yicensee personnel, and
review of records, the following event report was reviewed to determine
that rcportabiltt{ requirements were fulfilled, immediate corrective
action was accomplished, and corrective action to prevent recurrence had
been accomplished in accordance with Technical Specifications.

$C1osod) LER 373/91015-01, Inadequate Testing of Diesel Generators Due
o Inadequate Procedures/Technical Specification Misinterpretation

Additioni'ly, the inspector reviewed the Ticensee's Deviation Repurts
(DVRs) generated during the inspection period. This was done to monitor
conditions related to plant or personnel performance, or to detect
potential trends. UVRs were also reviewed to ensure that they were
goaoratod appropriately and dispositioned in a manner consistent with

he applicable procedures and the QA manual,

No violations or deviations were identified in this area.

Operational Safety Verification (71707)

During the inspection gorioﬂ. the inspectors verified daily, and

randomly during back shift and on weekends, that the facility was being
operated in conformance - ‘th the licenses and regulatory requirements
and that the licensee’s management contro) system was effectively
ccrry1n? out 1ts responsibilities for safe operation. This was done on
a sampling basis through routine direct observation of activities and
equipment, tours of the facility, interviews and discussions with
Iicentee personne!, independent verification of safety system status and
limitirg conditions for operation action requirements (LCOs), corrective
action, and review of facility records.

The inspector daily verified proper control room staffing and access,
operator behavior, and coordination of plant activities with ongoing
control room operations; verified operator adherence with the latest
revisions of procedures for ongoing activities; verified operation as
required by Technical Specifications (15); 1nc1ud1ng compliance with
LCOs, with emphasis on engineered safety features (ESH) and ESF
electrical alignment and valve positions; monitored instrumentation
recorder traces and duplicate channels for abnormalities; verified
status of varfous 11t annunciators for operator understanding, off-
normal conditions, and corrective actions being taken; examined nuclear
instrumentation (NI} and other protection channels for proper
operability; reviewed radiation monitors and stack monitors for abnormal
conditions; verified that onsite and offsite power was available as
required; observed the frequency of plant/control room visits by the
station manager, superintendents, assistant superintendents, and other
| managers; and observed the Safety Parameter Display System (SPDS) for
operability.




During tours of accessible areas of the plant, the inspectors made note
of general plant/equipment conditions, including control of activities

in pr

genera

ress (maintenance/surveillance), observation of shift turnovers,
safety items, etc. The specific areas obssrved were:

fngineered Safety features (ESF) Systems |

Accessible portions of ESF systems and components were inspected

to verify: valve position for proper flow gath; proper alignment

of power supply breakers or fuses (if visible) for proper

actuation on an initiating signal; proper removal of power from

components 1f required by Technical Specifications or the updated

final safety analysis rogort (UFSAR); and the operability of

support systems essential to system actuation or porformance |
through observation of in.trumentation and/or proper valve w
alignment. The inspectors also visually inspected components for

items such as leakage, proper lubrication, and adeguate coo)ing

water supply.

Radiation Protection Controls

The inspectors verified that workers were following health physics
procedures for dosimetry, protective clothing, frisking, and
posting. The inspectors also randomly examined radiation
protecti n instrumentation for use, operapility, and calibration,

There were several examples of communications breakdown resulting
in inadequate radiological protection of workers. These
communications problems were considered a weakness, The first
case of inadequate radiological protection was failure to perform
an adequate survey when hydrolazing the Unit 1 fuel pool cooling
heat exchanger, due to an inadequate turnover between radiation
protection technicians, This resulted in an administrative
radiation overexposure to two mechanical maintenance workers. The
second case was caused by contract workers failing to tell a
radiation protection technician that their administrative dose
Timit had changed. Because the radiation protection technician
was not informed, two contract workers received an administrative
radiation overexposure. These events will be discussed in a
separate NRC inspection report,

A third example was contract workers removing insulation from a
valve were given the survey results and ALARA brief for the w ing
Job. The contractors were told that the radiation field was less
than one millirem per hour (mr/hr) and that contamination levels
were less than 1000 disintegrations per minute (DPM). In reality,
the radiation field was 300-500 mr/hr and the contamination levels
were approximately 70,000 DPM. The job was of very short
duration; therefore, an administrative overexposure did not
result. The root cause of this problem was miscommunication
between the workers and the radiation protection technician,
Corrective actions included counseling of involved insulators and
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No violations or deviations were identified in this area; however,
one unresolved 1tem was discussed in section 4.¢.

The Onsite Nuclear Safety Group prepared a special report to analyze the
potential risks involved in the Unit 2 outage. The report identified
six outage risk concerns. The station took preventive steps to resolve
these concerns, such as procedural enhancements and placing cement
barricades around the plant transformers and power line towers. The
risks discussed in the special report were addressed appropriately in
the outage schedule t\cn changes., Actions taken by the licensee in the
area of shutdown risk were considered a strength,

No violations or deviations were identified in this area.
Monthly Maintenance Observation (62703)

Station maintenance activities affecting the safety-related systems and
components 1isted below were observed/reviewed to ascertain that they
were conducted in accordance with approved procedures, requlltor{ guides
and industry codes or standards and in conformance with Technica
Specifications.

The following items were considered during this review: the limiting
conditions for oprration were met while components or systems were
removed from service; approvals were obtained prior to initiating the
work; activities were accomplished using approved procecures and we e
inspected as applicable; octional testing and/or calibrations were
performed prior to returning cempenents or systems to service; quality
control records were mainta‘ned; activities were accomplished by
qualified personnel; parts and materiais usrd weve properly certifie;
radiological controls were implemented; and, fire prevention controls
were implemented. Work requests were reviewed to determine status of
outstanding jobs and to assure that priority is assigned to safety-
related equipment maintenance which may affect system performance.

The following maintenance activities were observed and roviewed:

Unit 0
Work Request (WR) L10678: Replace Rosemont Process Monitor Cover

Unit 2

WR L0OB878: Exercise Disassemble and Inspect 2A Diesel Generator
Starting Afr Compressor Discharge Check Valve

LST-91162: Installation of Temporary Battery Charger to Division 3
Power Supply

WR 11]1385: Rebuild of the 2A Control Rod Drive (CRD) Pump
7
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WR L71270: Reactor Core lsolation Coonling Line Addition [rom The
Suppression Pool

WR LO7478: Rebuild 2A Insirument Nitrogen Compressor
WR LO2280: Unit 2 Division 111 12% Volt DC Battery Replacement
WR L0O2278: Unit 2 Division 111 125 Volt DC Battery Charger Replarement

The inspectors monitored the licensee’'s work in progress and verified
that it was being performed in accordance with proper procedures, and

o

proved work Kackugos: that applicable drawing updates were made or
anned; and t

at operator training wa: conducted in a reasonable period

of time,

.6

On January 4, 1992, after the Unit 2 reactor shutdown and during a
valve 1ineup, the 2A low pressure core injection (LPCI) ﬁn{ection
valve would not open. Further investigation found that all three
valve motor power phases had resistance reading: of zero ohms to
ground. The ground appeared to bz a power lead that wat pinched
by the equipme~’ box cover. The last maintenance on this valve
was in Decemror 1988, The valve was last successfully cycled in
May, 1990. i wvs not known how long thz valve was inoperable.
This s cons uered an unrvesolved item (374/91025-02 (DRP)) pending
further review to determine root cause.

On January 4, 1992, while performing a pre-maintenance our-of-
service (D05) walkdown on Unit 2, a station electrician opeied a
fuse panel. This action opened a disconnect deenergizing a bus
undervoltage relay which tripped the motor-driven reactor water
ferd pump and the condensate pump. The plant was in the process
of ¢ shutdown fer the refueling outage. The bus was immadiately
reenergized and the jumps restarted. S.eam loads had been serured
and reactor water level did not change., The safet; significaice
was minimal,

The 00S removed fuses frum three potential transformer devices,
used for metiring purposes, for four electrical buses. A1l four
buses had fuse panels in the same location, Three of the four
buses nad the fuse panel and fuses removed with za out-of-service
card attached to the fuse holler, as required. The fourth bus had
a panel in the same location as the olher threo, but this ponel
contained fuses for the potential transformer to a bus
undervoltage relay which was not part of the 005, Of the two
electricians performing the walkdown the one that opened the panel
did not have the mister out-of <ervica card with him.  He opened
the panel to see if fuses had been removed and the panel
reinstalled. The pane)l was dc»i*ned such that opening 1t would
open disconnects to the fuses. The electrician was unaware of
this. The pane! was normally opened by the operating department.
This is considered an varesulved item (374/91025-03 (DRP)) pending
review of licensee training and administrative reguirements,
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On January 9, 1992, & submersible pump left in the ultra-sonic

resin cleaning (URC) sludge tank was inadvertently energized. The
pump discharge hose was not in the waste sludge tank, as believed,

and the pump was energized when 1t was inappropriately plugged
into the wall outlet. Approximately 1000 gallons of water were
pumped on to the floor of the waste sludge tank room. The water
was collected by the floor drain system and did not increase
contamination levels, 7his ftem is considered an unresolved item
(373/91025-04(DRP)) pending further clarification of event
circumstances and review of previous recent spills at the plant,

The licensee changed the method of removing the reactor internals
during the refueling outuzo on Unit 2. The dryer and separator
were both removed underwater instead of partially draining the
vessel. Using this method reduced man-rem exposure by about 4
man-rem to cp:rox.mataly fitty percent of previous totals, This
was 4 strength,

On January 13, 1092 the inspectors interviewed licensee
construction engineering and contractor craft supervisors in
reqard t- the planning and preparation for the removal and
reinstaliation of the reactor water cleanup (RWCU) i1solation
valves. The planning, training, and coordination belween
dopl;%monts in preparation for this particulas job appears to pe
excellent,

No viclations or deviations were identified; however one open item and
two unresolved 1tems were fiscussed.

Monthly Survel)lance Observation (61726)

The ingpectors observed surveillance testing required by Technical
Specifications during the inspection period and verified that testing
was performed in accordance with adequate procedures, that test
instrumentation was calibrated, that Limiting Conditions for Operation
wore met, that removal and restoration of the affected components were
accomplished, that results conformeu with Technical Specifications and
procedure requirements and were reviewed by perscnnel other than the
individual directing the test, and that any deficiencies identified
during the testing were properly reviewea and resolved by appropriate
management personnel.

The inspectors witnessed portions of the following test activities:

Unit 1
LOS-RH-Q1  RHR pump B and C surveillance test

L

v

LT15-200-1  TBCCW Heat Exchanger Performance Test
LOS-DG-SAZ 1A Diesel Generator Operability Test With Response Time
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12.

13,

Unresolved Items

Unresolved items are matters which require more information in order to
ascertain whether it 1s an acceptable item, an open item, a deviation or
a violation., Four unresolved items disclosed during this inspection are
discussed in sections C,b, 6.a, 6.b, 6.c, and 7,

Exit Interyiew (30703)

The inspectors met with Jicensee representatives (denoted in Paragraph
1) during the inspection period and at the conclusion of the inspection
period on January, 14, 19€2. The inspectors summarized the scope and
results of the inspection and discussed the 1ikely content of this
inspection report. The licensee acknowledged the information and did
not indicate that any of the information disclosed during the inspection
could be ¢ wsidered proprietary in nature.
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