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Attachment B - Rad Con Performance Summaries in Previous QPPR’'s
Attachment C - M/S Performance Summaries in Previous QPPR’'s
Attachment D - EP Performance Summaries in Previous QPPR’'s
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Performance Indicators

QPPR Executive Summary
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1.  PERFORMANCE INDICATORS

A. PI SUMMARY (DATA ATTACHED-1st QUARTER 1993 LATEST DATA AVAILABLE)
Unit 1
O SCRAMs

0 safety System Actuations
1 Significant Event

3 safety System Failures
Unit 2

2 SCRAMs

0 safety System Actuations
1l Significant Event

2 Safety System Failures

B. INSIGHTS FROM Pls

Unit 1 PIs trend with the peer group. Unit 2 SCRAMs, Safety System Actuations, and
Significant Events are high when compared tc the peer group. Both units have been
in forced outages for the entire quarter.
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2. ENFORCEMENT AND REGULATORY ISSUES

A. ESCALATED ENFORCEMENT
None A
B. SUMMARY OF NON-ESCALATED ENFORCEMENT SINCE LAST QPPR
Unit 1
Functional Area Level IV Level V NCV's Dev
Plant Operations 0 0 1 0
Maintenance 0 0 1 0
Engineering 1 0 1 0
Plant Support 0 0 0 0
Total 1 0 3 0
Unit 2
Functional Area Level 1V Level V NCV's Dev
Plant Operations 0 0 0 0
Maintenance 3 0 0 0
Engineering 1 0 1 0
Plant Sug A 0 0 0 0
Total 4 0 1 0
C. INSIGHTS FROM ENFORCEMENT

The licensee has demonstrated weak performance in the area of maintenance;
particularly in the control of contract maintenance personnel.

D. LER SUMMARY

1 LER was issued by the licensee for Unit 1 since the last QPPR. 2 LERs were issued
by the licensee for Unit 2 the last QPPR.

E. OTHER REGULATORY ISSUES

The STP Restart Panel has been active in identifying the inspection activities that
will be necessary to be performed prior to either unit’s restart. The first portion
of a Headquarters lead ORAT Ilnspection was performed during the week of December 6,
1993; the second portion is presently scheduled for the weeks of January 10 and 17,

1994.




PLANT OPERATIONS

{1) Performance Summary
IR 93:30 Loveless

Qgggg Inspected: Routine, unannounced inspection of plant status, onsite followup
of events, operational safety verification, maintenance and surveillance

observaticns, employee concerns program, licensee event report followup, and
followup on an unresolved item.

Strengths:

None
W S5e8:

A valid failure of Standby Diesel Generator 11 was caused by a preposition
circuit board failure.

IR 83-36 Loveless

n cted: Routine, unannounced inspection of plant status, onsite followup
of events, operational safety verification, maintenance and surveillance
cbservations, and review of system certification activities.

Strengths:

The identification and resolution of the loss of spent fuel pocl (SFP) water
inventory indicated an increased awareness in this area. The situaticn was
handled well and corrective actions to prevent recurrence were taken.

Early in this inspection period, inspectors noted examples of poor
communications and lack of professionalism in the control rocm. Throughout
the period an improvement was noted. Operators exhibited a heightened sense
of professionalism, and communications appeared to be more formal.

Weaknesses:

The overfilling of the reactor vessel while restoring the reactor coolant
system was caused, in part, by the failure of a reactor plant operator (RPO)
and a unit supervisor to fully evaluate and gquestion abnormal indications.

The inspector identified equipment clearance order tags that had not been
initialed as verified. Additionally, the inspector identified tags on a

feedwater system clearance which were missing or unreadable because of
exposure to the elements.

IR 93-41 Tapia
Areas Inspected: Routine, announced insgpection of open items summarized in NRC

Inspection Report 50-498/93~40; 50-499/93-40 and of the licensee’s corrective action
to resclve operations staffing issues (Restart Issue No. 6).

Strengths:

Control room personnel response to an inadvertent losz of 480 vc' 't motor
control center was observed toc be very good.

Weaknesses:

None



(2) Attachment A & G - Performance Summaries in Previous QPPR’'s
FOR NT SINCE LAST QPPR
Unit 1

93-030 10-27-93 NCV Fouling HVAC boundary in the ECW intake structure with
a sump pump hose.

Unit 2

None

AS PPR

None
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93-016 11-29~93 Inadvertent ESF actuation due to CCW Pump start
resulting from operator error.

(3) DRP_Recommendation

(4) Recommended MIP Changes




MAINTENANCE

IR 93-30 Loveless

Areas Ilnspected: Routine, unannounced inspection of plant status, .nsite followup
of events, operational safety verification, maintenance and surveillance
observations, employee concerns program, licensee event .eport followup, and
followup on an unresolved item.

Strengths:

The inspectors observed routine daily work practices in the contrel room and
at the work sites throughout the plant. Good work practices and adherence to
procedures were observed in most cases. However, specific examples of failure
to follow procedures are discussed in other sections.

Scheduled maintenance activities on Essential Chiller 11A were performed in an
acceptable manner. The on~the-job training process was observed as being
good.

Weaknesses:

During plant tours, the inspectors observed several equipment deficiencies
which had not been identified on service requests.

One noncited viclation was documented because a heating, ventilation, and air-
conditioning boundary at the essential cooling water intake structure was
found breached. No breach permit had been issued for the breach.

Excessive failures of the refueling machine caused a delay of the off-load of
the Unit 1 core. The licensee’s corrective actions will be tracked.

One violation was identified involving the failure to perform an engineering
evaluation pricr to installation of an alternate replacement part.

Standby Diesel Generator 23 was inoperable for an extended period of time
because during the maintenance outage, the reverse power relay had not been
properly modified prior to installation. This occurred as a result of
inadegquate procedures and ercors in human performance.

Portions of maintenance on the electrical auxiliary building air handling unit
fan were observed. While verifying the equipment clearance order the
inspectors discovered that the clearance had not been accepted by the
mechanics performing the job. One noncited violation was documented.

Postmaintenance test surveillance of the Standby Diesel Generator 11 were
observed. Problems with alarms, speed, and voltage indications were observed.
The failure of the voltage reguiator to increase to the proper voltage was
considered a valid failure.

IR 93-36 Loveless
Areas Inspected: Routine, unannounced inspection of plant status, onsite followup

of events, operational safety verification, maintenance and surveillance
observations, and review of system certification activities.

Strengths:

Troubleshooting and repair of the standby diesel generators following the
inadvertent starts of Standby Diesel Generators (SDGs) 12 and 22, indicated a

marked improvement in the understanding and diagnosis of control circuit
problems.




Reinstallation of the upper bearing housing cover on High Head Safety

Injection Pump 2C and a vibration analysis run were observed to be well
performed.

Good control of testing activities during a 10-hour operability run on Train B

of the control room heating, ventilation, and air conditioning system was
obmerved.

Weaknesses:

Operators failed to control configuration of fusees when two sets of fuses in
the control cabinets of SDGs 12 and 13 were inadvertsntly reversed.

Failure to follow established procedures governing freeze stop plugs was a
violation. The attempt at establishment of a freeze seal on Essential Cooling
Water System A was observed. Lack of control over contractor activities and
procedure weaknesses were noted.

IR 93-38 Satorius
Areas Inspected: Routine, announced inspection to determine the effectiveness of

the licensee’'s actions to improve reliability and testing methodology of turbine-
driven auxiliary feedwater pumps (TDAFWPse).

Strengths:

The preventive maintenance (PM) program has been re-written, with enhanced
maintenance procedures that incorporated the latest revisions of the turbine,
governor, and trip/throttle valve vendor manuals.

Acceptable repairs have been accomplished on both unit’'s TDAFWPs to adequately

address material deficiency issues identified in NRC Inspection Reports 50~
498/93-05; 50-499/93-05 and 50-498/93-07; 50-499/93-07.

Weaknesses:

None

IR 93-39 McKernon

Areas Inspected: Routine, announced inspection of postmaintenance testing program

(Restart Issue 4 of NRC Inspection Report 50-498/93-31; 50-499/93-31) and related
previous inspection findings.

Strengths:
The licensee had restructured the postmaintenance testing program. The

revised program was adequate to address thouse programmatic weaknesses noted in
the related items reviewed during this inspection.

Weaknesses:
At the conclusion of this inspection, Restart Issue 4 remained open.

Evaluation of the postmaintenance testing program will be continued in a
future inspection.

IR 93-46 McKernon

Areas Inspected: Routine, announced inspection to ascertain the effectiveiess of
the licensee’s improved postmaintenance testing (PMT) program.

Strengths:

The improved PMT program resolved many of the problems of the prior program;
however, some implementation weaknesses still exist.



The licensee was effective in identifying and pursuing problems relatei ‘.0 the
PMT program.

W ne 8

None
IR 93-53 Satoriusg

Aﬁg!!_lngggggggz Routine, anaounced inspection to determine the effectiveness of
the licensee’s efforts to reduce and maintain the maintenance backlog.

Strengths:

The licensee had made notable progress in reducing the service reguest (SR)
backlog and the material condition of the station had improved significantly
during the past 6 months. However, the inspectors considered that the
achievement of the licensee’'s goal of less than 1000 Common and Unit 1 SRs and
the subsequent management of that maintenance backlog, given the planned shift
of maintenance resources tc Unit 2, was a significant challenge.

Licensee activities to repair station automatic functions and main control
board deficiencies was viewed as a positive initiative.

Although well behind schedule, the maintenance procedure upgrade program
should improve the quality of maintenance procedures.

The Operations Work Control Group had been effective in reducing the
administrative burden on control room operators.

Tne Maintenance Rover Work Program was considered a good initiative, and that
program’s success was regarded as pivotal in the licensee’s efforts to improve
maintenance activity efficiency and reach and maintain the SR backlog goal.

The planned maintenance (PM) deferral rate was less than one percent and had
trended at that level for the past 6 months.

With the exception of two deferred SRs that constituted operator work-arounds
and several relatively minor coding errors, the licensee’s deferral process

was effective.

SRe voided to PMs were being appropriately tracked to ensure that deficient
conditions were not being removed from the SR backlog prior to being
corrected.

Nonsystem certification and acceptance systems were being effectively
monitored for deferral of maintenance activities.

Weaknesges:

The licensee’'s walkdowns conducted as a part of their system certification and
acceptance programs were generally effective in problem identification;
however, the inspectors noted several examples of poor resolution of
identified deficiencies and inconsistencies in identification of deficient

conditions,
(2) Attachment C & G - Pe ance § a Previous QPPR’'s
ENFORCEMENT SINCE LAST QPPR
Unit 1
93-020 10-27-%3 NCV  Failure of personnel to sign onto an eguipment

clearance order.



93-030 10-27~93 v
93-035 12=-17=93 v
93~036 12-02-93 v

Rs SINC AST QPPR

None

(3) DRP Recommendation

(4) recommended MIP Changes

Failure of maintenance personnel to follow procedures
when installing a replacement reverse power relay.

Failure to maintain environmental qualification of
motor-operated valves due to failing to install T-
drains to the actuators.

Failure to maintain adequate control of contractor
personnel during the formation of a freeze seal on an
ECW pipe to the essential chillers.



ENGINEERING

IR 93-28 Barnes

Areas Inspected: Regional initiative, announced inspection to review the history
and material condition of Units 1 and 2 steam generator tubing, and to assess the
effectiveness of licensee programs in detection and analysis of degraded tubing,

repair of defects, and correction of conditione contributing to tube degradation.

Strengths:

Actions were taken by the licensee to minimize tubing wear in the preheater
section of the steam generators by expanding tha tubes at two baffle plate
locations; and actions were taken to improve resistance to stress corrosion
cracking by peening of tube expansion transition areas and heat treatment of
low radius U-bends.

The 1993 eddy current examination resulte for South Texas Project, Unite 1 and
2, indicated that limited tube degradation had occurred in Unit 1. Similar
damage indications were not identified in Unit 2 tubing. Tube pull samples
will be subjected to laboratory examination to verify whether tube degradation
has occurred and the nature, as applicable, of the damage mechanisms.

The licensee adopted a comprehensive eddy current examination etrategy for the
current steam generator examinations. With one exception, prior inservice
examinations were performed using only the bobbin method and a sample size at
or near the minimum required by the Technical Specifications.

The current eddy current examination program requiremente were found to be
good, with the primary area of improvement being the adoption of formalized
training and testing of data analysts.

The 1993 eddy current data were observed to exhibit low noise, with the
performance of the contractor analysts being found to be satisfactory for the
tube data sample that was reviewed.

Visual examination of Unit 2 steam generators appeared to have been well
performed for the documented inspection scope. Procedural guidance lacked
specificity, however, on inspection scope expectations.

Since commercial operation of STP, Units 1 and 2, the secondary water
chemistry program for both units had continually ba2en upgraded to incorporate
industry guidelines as they were made available.

The licensee has maintained excellent control of the secondary water
chemistry, with only two significant out-of-specification chemistry conditions
noted since plant startup. These conditions both involved out-of-
specification sodium concentrations that occurred in Unit 1 during 1990 and
again in 1993. 1In each case, the out-of-specification condition was promptly
identified and corrected.

Weaknesses:

Operational experience is limited since South Texas Project, Units 1 and 2,
are the only U.S. pressurized water reactors which utilize Westinghouse Model
E steam generators in the plant design.

These units have been operated with a hot leg temperature of 626°F, which
appeared from available information to be the highest temperature used by any
domestic pressurized water reactor. It was noted by the inspectors that
reduction of hot leg temperature is being pursued by other individual
licensees, including South Texas Project, as an approach to limit initiation
and propagation of stress corrosion cracking.

-9 =



Belgian operating experience data provided by the licensee indicated that
significant stress corrosion cracking damage had occurred in their Model E
steam generators since commercial operation began in 1985.

IR 33:30 Loveless

eas spected: Routine, unannounced inspection of plant status, onsite followup
of events, operational safety verification, maintenance and surveillance
observations, employee concerns program, licensee event report followup, and
followup on an unresolved item.

Strengths:

puring this inspection period, the licensee performed steam generator tube
inspections on Units 1 and 2. A very small number of tubes in both units were

identified as requiring plugging. One tube in Unit 1 appeared to have
degraded at a greater rate than anticipated. A review of records showed that
the tube had a 59 percent through-wall indication when tested in 1985 and was

not plugged or reported as required.
Weaknesses:
None
AR _93-35 Ellershaw

8 In cted: Routine, announced inspection of onsite followup of previous

inspection findings and followup of licensee event reporte.

Strengths:

Based on the results of this inspection, it was concluded that significant
progress has been made concerning Restart Issue 14, "Adequacy of the
Licensee’'s Resolution of the Reliability of the Feedwater Isolation Bypass
valves." However, this restart issue will remain open pending completion of
the open findings specified in the report.

Weaknesses:

None
IR 93-36 Loveless

Areas Inspected: Routine, unannounced inspection of plant status, onsite followup
of events, operational safety verification, maintenance and surveillance
observations, and review of system certification activities.

Strengths:

The conduct of an inservice inspection of Component Cooling Water Pump 1B was
good.

Weaknessges:

One unresolved item was opened to review the licensee’s investigation and root
cause of a continuing fuse configuration control problem.

IR 93-38 Satorius
Areas Inspected: Routine, announced inspection to determine the effectiveness of

the licensee’s actions to improve reliability and testing methodology of turbine-
driven auxiliary feedwater pumps (TDAFWPs).
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Strengths:

Enhancements to the condensate removal system have been completed and tested
to ensure adequate operation, and monitoring instrumentation installed to
alert operators and engineers of potential system degradation.

Weaknesses:

None

IR 93-42 Satorius

a;g’galnggggggg: Routine, announced inspection to resolve the issue of testing

tornado dampers installed on safety-related heating, ventilation, and air
conditioning (HVAC) systems.

Strengths:

The inspector concluded that no further review of tornado damper issues was
required prior to the restart of Unit 1 and that Restart Issue 15 could be
considered resolved.

Weaknesges:

None

(2) Attachment F - Performance Summaries in Previous QPPR'S

R CE _LAST QPPR

Unit 1

33-035% 12-17-93 v Failure to promptly disposition engineering change
notice packages concerning the gualification of
positioners on main feedwater isolation bypass valves.

93-03% 12-17-93 NCV Failure to properly reclassifiy positioners for the
main feedwater isolation bypass valves.

Unit 2

93-03% 12-17-93 1y Failure to promptly disposition engineering change
notice packages concerning the qualification of
positioners on main feedwater isolation bypass valves.

93-035% 12-17~93 NCV Failure to properly reclassifiy positioners for the
main feedwater isolation bypass valves.

LERs SINCE LAST QPPR

Unit 1

93-021 10-29~93 Failure to provide backup overcurrent protection for
penetration conductors.

Unit 2

93~015 11-29-93 Inadvertent start of EDG 22 due to spurious operation

of a transistor.

(3) DRP Recommendation

(4) Recommended MIP Changes
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(1) Performance Summary
IR $3-30 Loveless

Areas Inspected: Routine, unannounced inspection of plant status, onsite followup
of events, operational safety verification, maintenance and surveillance
obsarvations, employee concerns program, licensee event report followup, and
followup on an unresolved item.

strengths:

The inspectors reviewed characteristics of the licensee’s employee concerns
program.

Areas Inspected: Routine in-office inspection of the issues contained in the
Diagnostic Evaluation Team (DET) Report, Confirmatory Action Letter (CAL) and
Supplements, the licensee’'s Operational Readiness Plan (ORP), routine and special
NRC inspection reports, licensing actions, and NRC staff actions.

The DET report, CAL and Supplements, ORP, routine and special NRC inspection
reports, licensing issues, and NRC staff actions assigned by the NRC Executive
Director for Operations following the Diagnostic Evaluation were reviewed.
Based on this review, issues that the NRC considers necessary to be addressed
prior to the restart of either unit (Restart Issues) were identified and
listed.

IR _953-33 McKernon

Areas Inspected: Routine, announced inspection of the licensee’'s station problem
report (SPR) backlog management and management of new incoming SPRs. The inspection
also included a review of the licensee’s planned corrective actions list
(operational readiness items list), comparison to the NRC Region IV restart issues
list, and review of the licensee’'s line management assessment process and the
independent assessment process. Further, the inspection included a review of
previous inspection findings.

trengths:

The inspection verified that the licensee was appropriately managing the SPR
backlog.

There was satisfactory correlation between the licensee’'s operational
readiness items list and the NRC Region IV Restart Issues list.

The independent assessment process was well structured but had not yet been
implemented.

While the licensee’'s direction for the line management assessment process
appeared appropriate, only one department had formulated and submitted their
self-assessment checklist.




IR $3-34 Lantz

\reas Inspected: Routine, announced inspection of the qualifications of applicants
for operator lLicenses at the South Texas Project facility, which included an
eligibility determinetion and administration of comprehensive written and operating
examinations. The examination team also observed the performance of on-shift
operators and plant conditions incident to the conduct of the applicant evaluations.
The examiners used the guidance provided in NUREG-1021, "Operator Licensing Examiner
Standards, " Revision 7, Sections 201, 202, 203, 301, 302, 303, 401, 402, and 403,
issued January 1993.

Strengths:

Four of the six applicants for reactor operator licenses satisfied the
requirements of 10 CFR 55.33(a)(2).

Eight of the nine applicants for senior reactor operator licenses satisfied
the requirements of 10 CFR 55.33(a)(2).

The reference material provided by the training department for examination
development was adeguate.

All applicants passed the written examinations, with scores ranging from a low
of 82 percent to a high of 94 percent with averages of 86 percenr® for reactor
operator applicants, 90 percent for senior reactor operator applicants, and
88.4 percent overall.

W 88€8:

The crews examined exhibited generally effective, formal communications, with
effective command and control on the part of crew supervision, with noted
exceptions.

The applicants demonstrated a generic performance weakness which involved a
hesitancy to secure equipment when abnormal conditions were noted immediately

following equipment startup.

The applicants demonstrated a second generic performance weakness which
involved a general unfamiliarity with low power and shutdown procedures.

Procedural guidance for loss of primary reactor coolant accident scenarios
while shutdown was unclear.

Procedural guidance for abnormal response of a reactor coolant pump when
starting was lacking.

Poor plant labeling was observed to adversely impact operator performance and
was consistent with prior NRC inspection reports.

General observations were made of poor decorum on-shift control room operators
and plant material conditions.

IR 93-35 Ellershaw

Areas Inspected: Routine, announced inspection of onaite followup of previous
inspection findings and followup of licensee event reports.

strengths:

Management was proactive by ensuring a more aggressive troubleshooting plan be
developed to identify the cause of the erratic refueling machine behavior.
Once the plan was developed, the licensee identified the root cause and took
appropriate corrective action.

“ 13 »
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Weaknesses:
None
IR 93-36 Lovelesse

1 cted: Routine, unannounced inspection of plant status, onsite followup
of events, operational safety verification, .waintenance and surveillance
observations, and review of system certification activities.

Strengths:

Overail, plant housekeeping and material condition improved over the period.
RPOs were noted assisting in this effort.

Security officers observed during a personnel accountability drill per formed
in an excellent manner.

Weaknesses:

None

IR _93-37 Whittemore

Areas 1¥gggctod: Routine, announced inspection of the licensee’'s corrective action
to resclve previous inspection findings related to fire protection.

Strengths:

The licensee had verified that the training program for fire brigade leaders
met the requiremente specified in Appendix R of 10 CFR 50. Additional
personnel were being qualified as fire brigade leader to reduce the burden on
operations personnel.

The Unit 1 fire protection computer system had undergone hardware and software
changes to enhance usability and reliability. As a result, the nuisance
alarms and operator distraction attributed to the fire protection system
computer had decreased significantly. Changes to computer alarm descriptions
had improved system reliabllity.

The licensee had correctly identified all the work necessary to improve the
material condition of the fire protection systems. However, a significant
portion of the work remained to be done by a licensee contractor.

The licensee had correctly identified, investigated, and resolved the problems
with fire barrier penetration seals. Additional occurrences of seal problems
would be identified and corrected by the licensee’'s surveillance and
corrective action programs.

The licensee program for control of transient combustibles had improved, but
required additional management attention to improve the collective employee
attitude toward fire safety.

STPEGS management appeared aggressive toward correcting identified problems
and identifying additional problems.

Weaknesges:
None
IR 93-38 Satorius

Areas Inspected: Routine, announced inspection to determine the effectiveness of

the licensee’s actions to improve reliability and testing methodology of turbine-
driven auxiliary feedwater pumps (TDAFWPe).
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Strengths:

The licensee’s surveillance testing procedures have been revised in order to
address the testing inadequacies identified in NRC Inspection Reports 50~
498/93~05; 50-499/93-05 and 50~498/93-07; 50-499/93-07. Specifically, these
enhancements should provide assurance that future TDAFWP deficiencies that
could degrade reliability will not be masked by an inadequate surveillance
testing program.

Readiness Review Committee activities were conducted in a thorough manner.
Division Managers that constituted the TDAFWP Readiness Review Committee were
appropriately critical and circumspect with respect to system status and the
acceptability of proposed deferral of maintenance activities.

Periding the satisfactory completion of MODE 3 testing of the Unit 1 TDAFWP,
the inspector concluded that no further review was required pricr to the
restart of Unit 1 and that Restart Issue No. 1 could be considered resolved.

STPEGS management’'s receptiveness to identifying and correcting problems with
respect to the TDAFWP issues, were considered to have improved since the
original problems were identified and documented in NRC Inspection Reports 50~
498/93-05; 50-499/93~-05 and 50~498/93-07; 50-499/93~07.

Weaknesses:

None
IR 93-40 Pellet

Areas Ingspected: Routine, announced inspection of open items summarized in NRC
Inspection Report 50-498/93-31; 50-499/93-31 relating to operati:ns staffing
(Restart Issue No. 6) and required to be resolved prior to the rustart of Unit 1.

Strengths:

The inspector found that the licensee had made substantial progress toward
regolving Restart Issue No. 6 open items and that most of the remaining issues
remained open to assess implementation effect ess. As a result of
observation of plant and control room activities, the inspector noted
improvement in control room crew workload and communications practices.

Weaknessges:

None
IR 93-41 Tapia

Areas Inspected: Routine, announced inspection of open items summarized in NRC
Inspection Report 50-498/93-40; 50-499/93-40 and of the licensee’'s corrective action
to resolve operations staffing issues (Restart Issue No. 6).

trengths:

The inspector found that the licensee'’'s corrective actions have been effective
in correcting the problems which existed as a result of inadequate operator
staffing.

As a result of observation of plant and “ontrol room activities, the inspector
noted improvements in communications pr: cices and in the reduction of control
room crew workload.

A review of the recent operator requalification training course content
indicated increased training resources and additional focus on reactor
startup, response to shutdown LOCA, and training on modifications made during
the outage.
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Weaknesses:

None

IR $3-43 Bundy

Areas Inspected: Routine, announced inspection of the licensee’'s self-assessment
capability, information exchange with the industry, and followup on previous
inspection findings.

Strengths:

The licensee was performing high quality audits, surveillance, and special
assessments, However, it appeared that identified deficiencies were not being
addressed in a timely manner.

The industry experience review program was acceptable. The backlog of open
operating experience communications was high, but appeared manageable. The
open operating experience review and vendor eguipment technical information
communications had been reviewed for plant restart impact.

The nuclear safety review board appeared proactive in identifying safety
issues to management; however, the backlog of nuclear safety review board
action items was unacceptably high. An action plan existed for resolving the
backlogged action items.

The plant operations review committee was performing all Technical
Specifications required activities and attempting to become more proactive in
identifying adverse performance trends.

Administration of the operating experience review program by the independent
safety engineering group (ISEG) had detracted from its ability to perform its
other duties. A minimal number of surveillance and assessments had been
performed. However, contract personnei had recently been added to the staff
to work on the operating experience review effort.

The operational readiness assessment program appeared comprehensive and was
effectively addressing safety issues.

The licensee had demonstrated effective self-assessment capability. The
personnel interviewed exhibited a safety conscious attitude and a desire to
correct past errc.s. Everyone appeared to be working toward optimizing safety
performance. Positive changes had been made in several site programs.
However, several programs were still in transition, including the
responsibilities of the ISEG and the corrective action group.

The licensee was an active participant in the appropriate industry groups.

The licensee was active in information exchange with other utilities and the
information obtained was considered when making programmatic changes.

Weaknesses:

The ISEG action item tracking system had inaccuracies. It indicated that the
final action for Report 93-04, which involved a printed circuit board
configuration control issue, was scheduled for completion in February 1994.
The final action was actually scheduled for completion at the end of 1996.

IR $3:47 Spitzberg

ted: Special, announced inspection of the emergency preparedness
program including an evaluation of the licensee’'s emergency accountability
capabilities during day shift hours to determine whether previous weaknesses in this
area have been corrected and a review of recent organizational changes as they
relate to emergency preparedness.
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Strengths:

The licensee had performed a comprehensive analysis and developed a detailed
set of corrective actions to address problems in accountability capabilities.
Corrective actions had been implemented in training, procedures, personnel,
and hardware to facilitate and improve the accountability process.
Accountability drills conducted showed steady improvemert and validated the
effectiveness of the actions taken to correct previous iicensee identified
weaknesses in this area. Recent drills including one evaluated by the NRC
demonstrated that the licensee can perform peroonnel accountability in a
timely manner during day shift hours.

It was concluded that recent organizational changes would not diminish the
licensee’s capabilities tc effectively respond to emergencies.

Weaknesses:

None

(2)

(3)

(4)

Attac nt G - Performanc mmaries in evious QPPR’'s

C T SINCE LAS PP

None
e 8 PPR

None

DRP_Recommendation

Recommended MIP Changes
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SOUTH TEXAS PROJECT

EXECUTIVE SUMKARY
QUARTERLY PLANT PERFORMANCE REVIEW 94-01
JANUARY 18, 1994

SALP CYCLE 010
(AUGUST 2, 1992 THRU JULY 2, 1994)

I. OVERVIEW

Both units have remained shutdown the entire quarter, as a result of many
concerns identified by Region IV, the Diagnostic Evaluation, and the licensee.
Poor performance has been recently identified in maintenance activities,
particularly in the area of control of contractor personnel; however, overall
licensee performance has improved. The plant’s material condition has
improved signiticantly; the maintenance backlog has been reduced and
approaches a manageable level; specific hardware issues are nearing
resolution; and the post-maintenance testing and corrective action programs
and the engineering backlog problems have improved.

11.  SUMMARY OF SIGNIFICANT REGULATORY ISSUES

No significant regulatory issues have been identified during this quarter;
however, a trend has developed concerning the licensee’s effectiveness in
management and oversight of contract workers. There have been several
examples of contract workers working on the wrong component, failing to follow
procedures, and failing to exercise adequate self-verification. In addition,
equipment clearance order and configuration control problems have been
identified; these later problems are not confined to contract workers. A
recent finding by the resident inspectors identified the containment sumps as
having unacceptable gaps and openings in their cover screens. This deficiency
could permit debris larger than the design permits to enter the suction of the
safety-injection pumps and potentially clog the containment spray nozzles or
block flow channels in the fuel assembles.

PLANT OPERATIONS
PREVIOUS RATINGS
SALP 9]: 2 $2: 2

PR 93-01: (NC) QPPR 93-02: (NC) QPFR 93-03: (-) SPPR 93-04: (-)
QPPR 94-01: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: (NC) Performance trend; control
room professionalism and decorum has improved. The licensee's efforts to
remove distractions from the control room has been successful and the addition
of the sixth shift to the control room staff is viewed as positive. Several

recent equipment clearance order and configuration control problems have been
identified.

B




IV.  MAINTENANCE

PREVIOUS RATINGS

SALP 91: 2 92: 2D

QPPR 93-01: (-) QPPR 93-02: (-) QPPR 93-03: (-) SPPR 93-04: (-)

QPPR 94-01: (NC)

PERFORMANCE ASSFESMENT WITH RECOMMENDATIONS: (NC) Performance trend. The
maintenance backlog has been significantly reduced; however, there is Timited
implementation information that would permit concluding that the lTicensee is

able to maintain the maintenance backlog numbers at manageable levels. Recent
problems have been identified in the area of contractor oversight and work

performance.

V.  ENGINEERING

PREVIOUS RATINGS

SALP 91: 21 92: 2

QPPR 93-01: (NC) QPPR 93-02: (NC) QPPR 93-03: (-) SPPR 93-04: (NC)
QPPR 94-01: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: (NC) performance trend.

Engineering backlog numbers have ber ' succes<fully reduced; restart activities
continue to assess the licensee's efferts in this area.

VI.  PLANT SUPPORT

PREVIOUS RATINGS

SALP 94:

SPPR 93-04: (-) QPPR 94-01: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: (NC) performance trend. The
weakness previously identified in emergency preparedness nave br2n corrected.
New management in the security department is viewed as a positi 2. Good
performance in radiation protection continues.

VII. TIA STATUS

There are currently no open TIA's.



VIII. OR SIT TIVITIES

IX.

3.
2.

COMPLETED

© 9230 - MOVATS Inspection

. 9235 - 0STI

. 9327 - Check Valve Tl 2515/110

. STIR

. DET

i SPEAKOUT Inspection

. Operational Readiness Assessment Team Inspection - December

1993/January 1994--Week 1 completed
. Several Regional based Restart Issue Inspection activities have
been completed

PLANNED

« Operational Readiness Assessment Team Inspection - December
1993/January 1994--Week 2 scheduled for January 13-21, 1994

. Several Regionil based inspections prior to and during the Restart
activities

ENCLOSURES

Master Inspection Plan Report 2
IFS Report 1



SOUTH TEXAS PROJECT

QUARTERLY PLANT PERFORMANCE REVIEW 94-01
JANUARY 18, 1994

SUMMARY OF MIP CHANGES - UNIT 1

MODULE TITLE AREA ADD/ FM T0 DELTA

CHANGE
71715 Sustained Control Room oPS A 0 504’ +504

and Plant Observations

71707 Operational Safety 0PS A 0 30° +30
Verification
92701 Followup SA/QV A 0 5 +5
92720 Corrective Action SA/QV A 0 60* +60
83750 Occupational Radiation PS a 0 35° +35
Exposure

YNET CHANZE I
+634

'Justification: 24-hour coverage of the Unit 1 Restart for three weeks
“Justification: Special Inspection on Containment Sumps

‘Justification: Service Request Backlog Restart Inspection

‘Justification: Service Request Backlog Restart Inspection

*Justification: Extended SALP Cycle requires additional inspection in this

area
SUMMARY OF MIP CHANGES - UNIT 2
MODULE 13 TLE AREA ADD/ I FM T0 DELTA
71715 Sustained Control Room 0PS A 0 168" | +168
And Plant Observation

71707 Operational Safety 0PS A 0 30° +30
Verification

83750 Occupational Radiation PS A 0 35’ +35

Exposure

NET CHANGE ‘ +233

‘Justification: 24-hour coverage of the Unit 2 Restart for one week
‘Justification: Special Inspection on Containment Sumps
‘Justification: Extended SALP Cycle requires additional inspection in this

area




Regulatory Information Conference Survey

Example 1:

On March 18, 1993, a Head Reactor Plant Operator (nonlicensed) was performing
Step 5.8 of Procedure 2POP0Z2-NE-0004, "Startup of Plart Computer 120 VAC
Uninterruptable Power Supply," which states, "Close 3CB Aux. AC (on Inverter)."
The Operator placed his hand on the breaker switch, read the step, and then
incorrectly opened the already closed breaker. The plant computer was being
powered from the plant computer alternate transformer via the 3CB Aux. AC breaker
which caused the plant computer to crash. The event was attributable to a
fatigue induced mental lapse as a result of eight consecutive midnight shifts,
several of which were of a twelve hour duration.

Immediate corrective actions taken were to counsel the employee on attention to
detail. A Human Performance Review Board was assembled to review the incident.
The Board recommended that a review of the Operations Dept. practices for the
utilization of overtime during dual unit outages should be conducted in order to
minimize the potential for fatigue induced events. This corrective action does
not address the real root cause: inadequate staffing.

Example 2:

On March 21, 1993, a Reactor Plant Operator (nonlicensed) was performing Step
6.16 of Procedure OPSPO3-EW-0018, "ECW System T+-in B Testing," which calls for
the throttling of valve EW-0064 in order to obi:i the target pressure. When the
Operator went to the location of the valve in the heat exchanger room, he
realized that he did not have a key to unlock the valve on him. He then went
back to the Control Room to obtain a key. He was questioneu about what was
taking him so long. He then proceeded back to the heat exchanger room and
erroneously stopped at the wrong heat exchanger and started throttling valve EW-
0027, an equivalent valve for Train A. The control room received an alarm for
A train ECW pump discharge pressure low. Control room personnel then instructed
the operator to return EW-0027 to the as-found position.

Immediate corrective actions taken involved counseling the nonlicensed operator
on the requirements for self-verification. A Human Performance Review Board was
assembled to review the incident. The Board found that the individual did not
utilize the self-verification process following a distraction. Contributing
causes included a difficulty in utilizing communications between the high noise
CCW heat exchanger area and the ECW structure. Inadequate staffing for the
implementation of this particular surveillance procedure was also a contributor.
This event occurred during the mid shift. The Board recommended that a review
of the Operations Dept. practices for the utilization of overtime during dual
outages should be conducted in order to ensure proper staffing levels. An
evaluation of communications adequacy between the ECW structure and CCW heat
exchanger room was also recommended. Again, these corrective actions do not
address the underlying issue of adequate staffing.

Example 3:

On April 1, 1993, at about 4:50 a.m., I & C technicians were performing Procedure
1PSP02-RC-0419, "Reactor Coolant Flow Analog Channel Operationai Test (ACOT)."
This procedure required that the technicians place a bistable switch in cabinet



IRRO17 1in test. The technicians erroneously went to cabinet ZRRO18 and placed
the corresponding switch to test. The cabinets are adjacent to each other.
The Solid State Protection System was in test mode and therefore the consequences
of this event were minimal.

The individuals involved were counseled. A Human Performance Review Board was
convened to review the incident. Their determination was that the repetitive
nature of the surveillance contributed to this event. Only twelve procedures
require work in cabinet ZRRO17 whereas cabinet ZRRO18 has many more surveillances
performed in it. I find this argument weak if not irrelevant. It only serves
to question the adequacy of the Board’s deliberations. It is the opinion of this
inspecter that this event is another example of maintenance personnel failing to
utilize self verification requirements.

Example 4:

On April 4, 1993, a temporary modification (TI-VC-93-0011) was being implemented
to supply temporary instrument power on Control Panels CP-001 through 004.
During the electrical preparation for installation of temporary power for CP-004,
the control room operators noticed Volume Control Tank level beginning to
decrease and Pressurizer level increasing. Reactor Coolant Pump seal injection
recorders were discovered to have lost power and seal injection fow control valve
failed full open. Charging flow control was placed in manual to regulate

inventory.

Temporary power was removed from CP-001 through -003 and normal power was
restored. While restoring power, breaker 25 to Distribution Panel 003 was found
tripped. This supplies power to CP-004. The breaker was closed and normal power
was restored to CP-004. The cause of the event was a poor temporary
modification. The Control Panels are ungrounded and the temporary power supplied
by the modification was grounded. This caused the breaker to trip.

The licensee utilizes the INPO seven step self-verification program as well as
the Human Performance Evaluation System.



SOUTH TEXAS PROJECT

EXECUTIVE SUMMARY
QUARTERLY PLANT PERFORMANCE REVIEW 94-01
JANUARY 18, 1994
FINAL

SALP CYCLE 010
(AUGUST 2, 1992 THRU JULY 2, 1994)

1. OVERVIEW

Both units have remained shutdown the entire quarter, as a result of many
concerns identified by Region IV, the Diagnostic Evaluation, and the licensee.
Poor performance has been recently identified in maintenance activities,
particularly in the area of control of contractor personnel; however, overall
licensee performance has improved. The plant’s material condition has
improved significantly; the maintenance backlog has been reduced and
approaches a manageable level; specific hardware issues are nearing
resolution: and the postmaintenance testing and corrective action programs and
the engineering backlog problems have improved.

I1.  SUMMARY OF SIGNIFICANT REGULATORY ISSUES

No significant regulatory issues have been identified during this quarter;
however, a trend has developed concerning the licensee’'s effectiveness in
management and oversight of contract workers. There have been several
examples of contract workers working on the wrong component, failing to follow
procedures, and failing to exercise adequate self-verification. In addition,
equipment clearance order and configuration control problems have been
identified; these later problems are not confined to contract workers. A
recent finding by the resident inspectors identified the containment sumps as
having unacceptable gaps and openings in the cover screens. This deficiency
could permit debris larger than the design permits to enter the suction of the
safety injection pumps and potentially clog the containment spray nozzles or
block flow channels in the fuel assembles.

I11. PLANT OPERATIONS

PREVIOUS RATINGS

SALP 91: 2 92: 2

QPPR 93-01: (NC) QPPR 93-02: (NC) QPPR 93-03: (-) SPPR 93-04: (-)
QPPR 94-01: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: Control room professionalism and
decorum has improved. The licensee's efforts to remove distractions from the

vl
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control room has been successful and the addition of the sixth shift to the
control room staff is viewed as positive. Several recent equipment clearance
order and configuration control problems have been identified.

IV. MAINTENANCE

PREVIOUS RATINGS

SALP 91: 2 92: 2D

QPPR 93-01: (-) QPPR 93-02: (-) QPPR 93-03: (-) SPPR 93-04: (-)

QPPR 94-01: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: The maintenance backlog has been
significantly reduced; however, there is limited implementation information
that would permit concluding that the licensee is able to maintain the

maintenance tacklog numbers at manageable levels. Recent problems have been
identified in the area of contractor oversight and work performance.

V. ENGINEERING

PREVIOUS RATINGS

SALP 91: 21 92: 2

QPPR 93-01: (NC) QPPR 93-02: (NC) QPPR 93-03: (-) SPPR 93-04: (NC)

QPPR 94-01: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: Engineering backlog numbers have
been successfully reduced; restart activities continue to assess the
licensee's efforts in this area.

VI.  PLANT SUPPORT

PREVIOUS RATINGS

SALP 91: (HP-1, EP-2, SEC-1) 92: (HP-1, EP-2, SEC-2)

SPPR 93-04: (-) QPPR 94-01: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: The weakness previously
identified in emergency preparedness have been corrected. New management in

the security department is viewed as a positive. Good performance in
radiation protection continues.

VII. TIA STATUS



None

MAJOR SITE ACTIVITIES

Completed

MOVATS Inspection

0STI

Check Valve (TI 2515/110)

STIR

DET

SPEAKOUT Inspection

Operational Readiness Assessment Team Inspection

Several Regional based Restart Issue Inspection activities

Planned

Operational Readiness Assessment Team Inspection (December/January 1994)
Sevoral Region-Based Inspections (prior to and during the restart)




\ SOUTH TEXAS PROJECT-UNIT 1

QUARTERLY PLANT PERFORMANCE REVIEW 94-01
JANUARY 18, 1994

SUMMARY OF MIP CHANGES

71715 Sustained Control Room 0PS RI 0 504 +504
and Plant Observations
71707 Operational Safety 0PS RI 0 30 +30
Verification
92701 Followup 0PS RI 0 5 +5
92720 Corrective Action ENGR RI 0 60 +60
83750 Occupational Radiation PS RI 0 35 +35
Exposure

JUSTIFICATION

71715 24-hour coverage of the Unit 1 Restart for three weeks

71707 Special Inspection on Containment Sumps

92701 Service Request Backlog Restart Inspection

92720 Service Request Backlog Restart Inspection

83750 Extended SALP Cycle requires additional inspection in this area




SOUTH TEXAS PROJECT-UNIT 2

QUARTERLY PLANT PERFORMANCE REVIEW 94-01
JANUARY 18, 1994

SUMMARY OF MIP CHANGES

i
1

MODULE TITLE AREA IPE FM T0 DELTA ]
= 7 s : Code 7 i

|
1

71715 Sustained Cont-ol Room 0PS RI 0 168 +168
And Plant Observation
71707 Operational Safety 0PS RI 0 30 +30
Verification
83750 Occupational Radiation PS RI 0 35 +35
Exposure
NET CHANGE +233 |
JUSTIFICATION
71715 24-hour coverage of the Unit 2 Restart for one week
71707 Special Inspection on Containment Sumps
83750 Extended SALP Cycle requires additional inspection in this area
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SOUTH TEXAS PROJECT

EXECUTIVE SUMMARY
QUARTERLY PLANT PERFORMANCE REVY # 94-01
JANUARY 18, 1994

SALP CYCLE 010
(AUGUST 2, 1992 THRU JULY 2, 1994)

I. OVERVIEW

Both units have remained shutdown the entire quarter, as a result of many
concerns identified by Region IV, the Diagnostic Evaluation, and the licensee.
Poor performance has been recently identified in maintenance activities,
particularly in the area of control of contractor personnel; however, overall
licensee performance has improved. The plant’s material condition has
improved significantly; the maintenance backlog has been reduced and
approaches a manageable level; specific hardware issues are nearing
resolution; and the post-maintenance testing and corrective action programs
and the engineering backlog problems have improved.

I1.  SUMMARY OF SIGNIFICANT REGULATORY ISSUES

No significant regulatory issues have been identified during this quarter;
however, a trend has developed concerning the licensee’s effectiveness in
management and oversight of contract workers. There have been several
examples of contract workers working on the wrong component, failing to follow
procedures, and failing to exercise adequate self-verification. In addition,
equipment clearance order and configuration control problems have been
identified; these later problems are not confined to contract workers. A
recent finding by the resident inspectors identified the containment sumps as
having unacceptable gaps and openings in their cover screens. This deficiency
could permit debris larger than the design permits to enter the suction of the
safety-injection pumps and potentially clog the containment spray nozzies or
block flow channels in the fuel assembles.

I11. PLANT OPERATIONS

PREVIOUS RATINGS

SALP 91: 2 92: 2

QPPR 93-01: (NC) QPPR 93-02: (NC) QPPR 93-03: (-) SPPR 93-04: (-)
QPPR 94-01: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: (NC) Performance trend; control
room professionalism and decorum has improved. The licensee’s efforts to
remove distractions from the control room has been successful and the addition
of the sixth shift to the control room staff is viewed as positive. Several
rgcentfequipment clearance order and configuration control problems have been
identified.
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IV.  MAINTUNANCE

PREVIOUS RATINGS

SALP 91: 2 92: 20

QPPR 93-01: (-) QPPR 93-02: (-) QPPR 93-03: (-) SPPR 93-04: (-)

QPPR 94-01: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: (NC) Performance trend. The
maintenance backlog has been significantly reduced; however, there is limited
implementation information that would permit concluding that the licensee is
able to maintain the maintenance backlog numbers at manageable levels. Recent

problems have been identified in the area of contractor oversight and work
performance.

V.  ENGINEERING

PREVIOUS RATINGS

SALP 91: 21 92: 2

QPPR 93-01: (NC) QPPR 93-02: (NC) QPPR 93-03: (-) SPPR 93-04: (NC)
QPPR 94-01: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: (NC) performance trend.

Engineering backlog numbers have been successfully reduced; restart activities
continue to assess the licensee’'s efforts in this area.

VI.  PLANT SUPPORT

PREVIOUS RATINGS

SALP 94:

SPPR 93-04: (-) QPPR 94-01: (NC)

PERFORMANCE ASSESSMENT WITH REC/MMENDATIONS: (NC) performance trend. The
weakness previously identified in emergency preparedness have been corrected.

New management in the security department is viewed as a positive. Good
performance in radiation protection continues.

VII. TIA STATUS

There are currently no open TIA's.



VIII. OR SITE ACTIVITIES

COMPLETED

. 9230 - MOVATS Inspection

° 9235 - 0STI

. 9327 - Check Valve TI 2515/110

. STIR

. DET

. SPEAKOUT Irspeztion

. Operational Readines: Assessment Team Inspection - December

1993/January 1994--Werk 1 completed
Several Regional based Restart Issue Inspection activities have

been completed

PLANNE
® Operational Readiness Assessment Team Inspection - December
1993/January 1994--Week 2 scheduled for January 13-21, 1994
. Several Regional based inspecticns prior to and during the Restart
activities
IX.  ENCLOSURES

1. Master Inspection Plan Report 2
2. [IFS Report 1



SOUTH TEXAS PROJECT

QUARTERLY PLANT PERFORMANCE REVIEW 94-01
JANUARY 18, 1994

SUMMARY OF MIP CHANGES - UNIT 1

MODULE TITLE AREA ADD/ FM T0 DELTA
CHANGE
71715 Sustained Control Room 0PS A 0 504' | +504
and Plant Observations
71707 Operational Safety 0PS A 0 30° +30
Verification
92701 Followup SA/QV A 0 5° +5
92720 Corrective Action SA/QV A 0 60* +60
83750 Occupational Radiation PS 4 0 35° +35
Exposure
NET CHANGE +634 I
h——n.

24-hour coverage of the Unit 1 Restart for three weeks

‘Justification:
Special Inspection on Containment Sumps

“Justification:

‘Justification: Service Request Bicklog Restart Inspection
‘Justification: Service Request Backlog Restart Inspection
sJustification: Extended SALP Cycle requires additional inspection in this
area
SUMMARY OF MIP CHANGES - UNIT 2
MODULE TITLE I AREA ADD/ FM T0 DELTA
CHANGE
71715 Sustained Control Room | OPS A 0 168" | +168
And Plant Observation
71707 Operational Safety 0PS A 0 30° +30
Verification
83750 Occupational Radiation PS A 0 35’ +35
Exposure
NET CHANGE +233
S R ST s

‘Justification: 24-hour coverage of the Unit 2 Restart for one week

*Justification: Special Inspection on Containment Sumps

‘Justification: Extended SALP Cycle requires additional inspection in this

area




SOUTH TEXAS PROJECT
EXECUTIVE SUMMARY
SALP CYCLE 010
(AUGUST 2, 1992 THRU SEPTEMBER 11, 1993)
FINAL
MARCH 24, 1993

I. OVERVIEW

Both units have remained shutdown since February 3, 1993, as a result of
turbine-driven auxiliary feedwater pump operability concerns and other issues.
Unit 2 entered its third refueling outage on February 27, 1993. Declining
performance trends have been observed in the areas of plant operations,
radiological controls, maintenance/surveillance, engineering/technical
support, and safety assessment/quality verification. Numerous examples of
Tittle or inadequate corrective actions taken for known Technical
Specification governed equipment problems, poor maintenance practices, and
ineffective postmaintenance testing and corrective maintenance have been
identified during the OSTI, several special inspections initiated to resolve
issues, and the AIT inspection.

I1.  PERFORMANCE INDICATORS

Quarter 92-04

Analysis: Review of the performance indicators did not reveal that any MIP
changes were required.

IT1. SUMMARY OF SIGNIFICANT REGULATORY ISSUES

A summary of significant regulatory issues include the following:

. A DET will be performing an inspection during March and April 1993. As
a result of this initiative, a number of regional initiative inspections
have been cancelled during this QPPR.

. Two enfrircement conferences were conducted on March 8, 1993, concerning
the TS 3.0.3 issue on May 17, 1992, and eight examples of a failure of
the licensea's self-verification program. The resolution of both of
these issues is pending the concurrence of the Office of Enforcement.

. An enforcement conference is scheduled for March 25, 1993, to address
the operability of a number of MOVs in the residual heat removal system
and the low head safety-injection system, and the repeated failure of
the licensee’s corrective action program to identify and correct
problems.

° A special inspection was completed on March 17, 1993, concerning the
operability of the solid-state protection system (SSPS). Although in

sl




draft, a number of violations were identified, with one being considered
for escalated enforcemert .

. A special inspection was completed on March 12, 1993, concerning the
regulatory issues identified during the AIT. Although in draft, ten
apparent violations were identified, with two being considered for
escalated enforcement.

. A special inspection was compieted on March 19, 1993, concerning the
steam generator manway leakage. A number of apparent violations were
identified. The report is presently in draft.

. During the quarter, there were nine severity level IV violations cited
in both units: one each in OPs, RC and SA/QV, five in M/S, and three in
E/TS.

3 The routine resident inspection, which is in draft, has identified two

additional severity level IV violations in OPs and M/S.

“ STP was discussed at the January 1993, Senior Managers’ Meeting.

IV.  PLANT OPERATIONS
PREVIOUS RATINGS

SALP 91: 2 92: 2 QPPR 01-93: (NC) 03-24: (NC)

STRENGTHS: The OSTI findings indicate that operators are generally motivated
and perform their duties in a professional manner. Operators’ performance
during the operator license examinations was good.

WEAKNESSES: Both Unit 2 senior reactor operator watchstanders were absent from
the control room for a period of approximately 45 seconds. An EDG was
unintentionally tripped during a maintenance run because of inadequate venting
of the lubricating oil piping. There appeared to be a lack of operations
commitment to training needs identification. A personnel error due to
inadequate self-verification by a nonlicensed operator was responsible for
inadvertently deenergizing the Proteus Computer. Operators throttled the
wrong train’'s ECW valve while conducting a test that resuited in a low flow on
the operating ECW train,

PERFORMANCE ASSESSMENT: Performance in this functiona)l area was mixed.
RECOMMENDED MIP REVISIONS:
Units 1 and ?

42700 - RI - 35 to O Hours
71500 - RI - 50 to 0 Hours
Reason: These modules being performed by DET

e



nit

60705 - RI (FIRS) - 64 to 0 Hours
60710 - RI (FIRS) - 64 to 0 Hours
86700 - RI (FIRS) - 32 to 0 Hours
Reason: These modules being performed by DET

V. OLOGICAL CONTROLS
PREVIOUS RATINGS
SALP  91: 1 92: 1 QPPR  01-93: (-) 03-24: (-)

STRENGTHS: None noted during this QPPR period.

WEAKNESSES: An individual left and reentered the radiologically restricted
area on several occasions, without frisking, while transferring storage drums.
An individual violated a radiological posting by entering the control room
while a radiation detector surveillance was in progress. Numerous problems
with the plant’s toxic gas monitors were experienced because of equipment
malfunctions. Two examples of the failure to adhere te TS requirements were
identified. A licensee HP was observed entering the radiological control area
without the required dosimetry.

PERFORMANCE ASSESSMENT: Licensee performance has degraded during this quarter.
RECOMMENDED MIP REVISIONS: None

VI. NT CE/SURY NCE
PREVIOUS RATINGS
SALP 91: 2 92: 2D QPPR 01-93: (-) 03-24: (-)

STRENGTHS: Three surveillance tests were witnessed and good self-verification
and supervisory oversight were observed based on a review of three resident
inspector reports. Two complex surveillances were effectively performed. In
general, the OSTI found that work activities were conducted in accordance with
procedure requirements.

WEAKNESSES: The Unit 1 fourth refueling outage was completed several weeks
behind schedule because of refueling equipment problems amd unanticipated
emergency diesel generator rework. Personnel errors occurred that resulted in
eight examples of work being performed on the wrong component, train, and
unit. Numerous examples of repetitive corrective maintenance included an
activity on the Unit 2 turbine-driven auxiliary feedwater pump.

Implementation of the boric acid prevention program was poor, resulting in the
failure of identified RCS leakage being appropriately dispositioned. The 0STI
identified poor implementation of the 1icensee’s lubrication control program.
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The licensee's MOVATs testing group incorrectly installed a jumper in a
safety-related MOV, which resulted in accuator motor failure.

A significant number of escalated enforcement issues are pending, involving
inadequate corrective maintenance conducted on MOVs, EDGs, and TDAFWPs in both
units

PERFORMANCE ASSESSMENT: The licensee continues to experience problems in this
functional area. Numerous maintenance-related personnel errors caused by a
lack of self-verification and degraded/failed equipment, caused by a lack of
preventive and corrective maintenance, are indicative of a declining trend in
this area.

RECOMMENDED MIP REVISIONS:
Units 1 and 2

61700 - RI - 30 to O Hours
61725 - Rl - 18 to 0 Hours
62700-03 - Rl - 25 to O Hours
62703-13 - RI - 25 to 0 Hours
62704 - Rl - 25 to O Hours
62705 - RI - 25 to O Hours
Reason: Modules to be performed by DET

62700-05 - RI - 0 to 50 Hours
Reason: Special inspection for _DG/AFW operability
VII. EMERGENCY PREPAREDNESS
PREVIOUS RATINGS
SALP 91: 2 92: 2 QPPR 01-93: (NC) 03-24: (NA)

STRENGTHS: No inspections have been completed in this functional area for
this QPPR period.

WEAKNESSES: NA
PERFORMANCE ASSESSMENT: NA
RECOMMENDED MIP REVISIONS: None

VIII. SECURITY
PREVIOUS RATINGS
SALP 91: 1 92: 2 QPPR 01-93: (NC) 03-24: (NC)




STRENGTHS: Some improvement was noted in the picture quality of assessment
aids. Effective action had been taken to identify prepositioned compensatory
post locations. The OSRE determined that STP was a good performer in this
functional area.

WEAKNESSES: The 0STI noted that security personnel were not always responsive
to operators.

PERFORMANCE ASSESSMENT: No changes in performance level were noted
RECOMMENDED MIP REVISIONS: None

IX. ENGINEERING/TECHWICAL SUPPORT
PREVIOUS RATINGS
SALP 91: 2I 92. 2 QPPR 01-93: (NC) 03-24: (NC)

STRENGTHS: Evaluators’ performance during the operator license examinations
was good. The training department appeared effective in implementing the
licensed operator requalification training program; however, the training
department did not have an approved biennial licensed operator training plan.

WEAKNESSES: Engineering support was poor in the resolution of an electrical
load sequence probiem with an essential chiller and toxic gas monitors. Both
units were required to shut down because of the discovery of incorrectly
calibrated components (steam line rate and negative rate pressure time
constants) caused by deficient surveillance procedures. A Criterion V
violation was cited because the licensee's Technical Advisory Council failed
to review and approve the current biennial training plan. Poor engineering
evaluations of steam generator manway stud elongation resulted in the licensee
apparently over-tensioning steam generator manway studs. Engineering support
in resolving MOV issues with respect to thermal binding, hydralic Tock of
springpacks, valve disk wedging, and excess thrust and torque conditions was

considered weak.

PERFORMANCE ASSESSMENT: Performance was mixed.
RECOMMENDED MIP REVISIONS:

Units 1 and 2

37001 - RI - 35 to O Hours
Reason: Module to be performed by DET

X. SAFETY ASSESSMENT/QUALITY VERIFICATION
PREVIOUS RATINGS

SALP 90: 1D 91: 2 QPPR 01-93: (-) 03-24: (-)
o8




STRENGTHS: None noted during this QPPR period.

WEAKNESSES: Four Unit 1 residual heat removal pump trips, occurring in an
11-day period, were caused, in part, by procedure weaknesses and operator
inattention. A station problem report (SPR) was not initiated until the
fourth occurrence. The 0STI identified five examples where safety-related
equipment or program implementation deficiencies were not properly identified
or inadequate corrective actions were taken. The inadequacy of corrective
actions for a number of MOVs was the subject of a special inspection that has
resulted in escalated enforcement. Inadequate corrective action was
determined to be a contributing cause to the Unit 1’s TDAFWP being in an
inoperablity condition for approximately six weeks. One apparent violation
was identified that involved eight examples of a failure to follow procedural
requirements for performing self-verification; a second apparent viclation was
identified concerning the failure to initiate an SPR concerning the May 17,
1992, 7S 3.0.3 issue. These actions were the subject of an enforcement
conference. Poor follow up of identified problems concerning the
over-tensioning of steam generator manway studs was identified in a special
inspection completed March 19, 1993.

PERFORMANCE ASSESSMENT: The licensee's performance appears to have declined.
RECOMMENDED MIP REVISIONS:
Units 1 and 2

40500-02 - Rl - 37.5 to O Hours
92720 - RI - 37.5 to 0 Hours
Reason: Mcdules to be performed by DET

92701-01 - RI - 30 to 60 Hours
Reason: Additional hours reauired to followup on the large number of
issues at STP

XI. OFFICE OF NUCLEAR REACTOR REGULATION (NRR) ACTIVITIES

The NRR input related to STP for the January 1993 QPPR consists of
observations in the functional areas of E/TS and SA/QV:

E/18

The licensee's review of the design for the toxic gas monitor modification was
less than adequate in that it did not identify that a tripped channel could
become “"untripped" without operator action.

SA/QV

The general quality of submittals has been good, although on some occasions
additional information was required and provided by the licensee. There was
one instance where a request for additional information was untimely and
delayed the completion of an amendment.

il



XIY. ATTACHMENTS

1. MIPS 2 Report
2. IFS 1 Report



SUMMARY OF MiP CHANGES
STP-UNIT 1 QPPR MEETING

MARCH 24, 1993

MODULE TITLE AREA | ADD/ | FM | TO | DELTA
CHANGE
42700 PLANT_PROCEDURES 0PS ¢ 3 | 0 | -35
71500 BOP 0PS c 50 | 0 | -50
61700 SURV_PROCEDURES M C 0 | 0 | -30
61725 ST AND CAL CONTROL MS C 18 [ o | -18
PROGRAM
62700-03 MAINT PRACTICES MS ¢ 25 | 0 | -25
62703-13 MAINT OBSERVATION MS C 25 | 0 | -25
62704 | INSTRUMENT MAINTENANCE | MS c 25 | 0 | -25
62705 | ELECTRICAL MAINTENANCE | MS C 25 | 0 | -25
62700-05 MAINT PRACTICES MS A 0 | 50 | +50
37001 50.59 SAFETY ETS C 3 | 0 | -35
EVALUATIONS
40500-02 SAFETY ASSESSMENT | SA/QV 37.5| 0 | -37.5
92720 CORRECTIVE ACTION | SA/QV C |37.5]| 0 | -31.5
PROGRAM
92701-01 OPEN ITEM FOLLOWUP | SA/QV ¢ | 30 | 60 | +30
A L




SUMMARY OF MIP CHANGES
STP-UNIT 2 QPPR MEETING
MARCH 24, 1993

ADD/ | FM DELTA
| CHANGE
42700 PLANT PROCEDURES 0PS c 3 | o | -35
71500 BOP 0PS C 50 | o | -s0
60705 PREPARATION FOR 0PS c 64 | 0 | -64
REFUELING - FIRS
60710 | REFUELING ACTIVITIES - | OPS c 64 | o | -64
FIRS
86700 | SPENT FUEL POOL - FIRS | OPS C 32 | o | -32
61700 SURV_PROCEDURES MS C 30 | o | -30
61725 ST AND CAL CONTROL MS c 18 | 0o | -18
PROGRAM
62700-03 MAINT PRACTICES MS C 25 | o | -25
62703-13 MAINT OBSERVATION MS c 25 | o | -25
62704 INSTRUMENT MAINTENANCE |  MS c 25 | o | -25
62705 | ELECTRICAL MAINTENANCE |  MS C 25 | o | -25
62700-05 MAINT PRACTICES MS A 0 | 50 | +50
37001 50.59 SAFETY ETS C 3 | 0 | -35
EVALUATIONS
40500-02 SAFETY ASSESSMENT | SA/QV C 37.5| 0 | -31.5
92720 CORRECT(VE ACTION | SA/QV c 37.5| 0 | -37.5
PROGRAM
92701-01 OPEN ITEM FOLLOWUP | SA/QV c 30 | 60 | +30
NET CHANGE -423
L _ L~ __X_ %



FACILITY: South Texas Project Unit 1
REPORT NUMBER: 94011 START DATE: 03/14/94

LEAD
INSPECTOR: Joe Tapia ORG CODE: 4613

ACCOMPANY ING
INSPECTORS: Dennis Boal - OI

MODULES TO BE PERFORMED

[PE CODE CURRENT PLANNED | ESTIMATED |
(CO/RI/RR STATUS | HOURS

AF /OA/RT (N/M/P : 10
ST/HT/S1) z ‘

OPEN ITEMS TO BE REVIEWED:

Onsite review of LER 94-003; see attached inspection plan.
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01/29/86 Gusset installation on Damper 113 LER 9403
inspected, per construction records

04/26/86 Damper cycled twice, per construction LER 9403
records

05/12/86 Final inspection of damper 113, per LER 9403
construction records

04/93 DET raised tornado damper testing issue No PM for cycling i

05/29/93 PM changes initiated to include manual LER 9403
stroking periodically

09/27/93 Tornado damper issues added to a draft Panel Meeting
restart issue list by the STP Restart Notes
Panel

10/05/93 Tornado damper testing identified as a Meeting
recently identified issue in a public presentation
meeting in RIV slide

10/14/93 STP Restart Panel discussed making Panel Meeting
tornado dampers a restart issue Notes

10/14/94 STP Restart Panel was informed that Panel Meeting
tornado damper testing would be Notes
inspected starting 11/01/93

10/15/93 Tornado damper testing added as restart
issue in CAL Supplement 2

10/21/93 SR 210282 performed revised PM on two of | LER 9403
the sections of Damper 113, cycled
satisfactorily. Other two sections had
an interference problem which prevented
measurement of closing data. Manual
override lever arm slipped on axle, so
sections could not be cycled manually.

Engineering evaluation determined that
these problems did not impact the
dampers ability to cycle under tornado
conditions.

10/29/93 In a public meeting, HL&P identified Meeting
status of tornado damper restart issue presentation
as completed- ready for NRC review slide

11/01-03/93 NRC inspection conducted on damper issue | 9342

11/19/93 Inspection Report 9342 issued, based on
inspection performed 11/1-3/93.

Concluded that tornado damper restart
issue was resolved.
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REGION IV
INSPECTION SCHEDULE

FACILITY: South Texas Project Unit 1

REPORT NUMBER: 94011 START DATE: 03/14/94
LEAD

INSPECTOR: Joe Tapia ORG CODE: 4613
ACCOMPANY ING

INSPECTORS: Dennis Boal - 01

MODULES TO BE PERFORMED

CURRENT PLANNED
STATUS
(N/M/P

R/C

MODULE [PE CODE
(CO/RI/RR
AF /OA/RT

ST/HT/S1)

OPEN ITEMS TO BE REVIEWED:

Onsite review of LER 94-003; see attached inspection plan.

RESIDENT INSPECTOR NOTIFIED: Y x N

g 2 e
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Inspection Plan - STP] LER 94-003

* Review the history of Damper 1VDA113 (3V1OlVDAl113) from construction
completion, inspection, testing in 1986 to testing, repair,
modification, and testing in 1993 and 1994.

. Review the circumstances in October and November of 1993 which led to
Inspection Report 50-498/9342 reaching an erronious conclusion with
respect to the status of the damper.

. Review the circumstances which led the licensee to tell the NRC in a
public meeting on 10/29/93 that the tornado damper issue resolution was
completed and ready for NRC review.

© Review the circumstances which led the licensee to state in LER 94-003
that the NRC had been notified of the damper deficiency on January 24,
1994, when the notification actually was not made.

. Assess the safety significance of the damper being inoperable from
original construction until 1994,
« Determine whether any violations of NRC regulations occurred.
Attachments:
Timeline

LER 50-498/94-003
NRC Inspection Report 50-498/93-42; 50-499/93-42




01/29/86 Gusset installation on Damper 113 LER 9403
inspected, per construction records

04/26/86 Damper cycled twice, per construction LER 9403
records

05/12/86 Final inspection of damper 113, per LER 9403
construction records

04/93 DET raised tornado damper testing issue No PM for cycling

05/29/93 PM changes initiated to include manual LER 9403
stroking periodically

09/27/93 Tornago damper issues added to a draft Panel Meeting
restart issue 1ist by the STP Restart Notes
Panel

10/05/93 Tornado damper testing identified as a Meeting
recently identified issue in a public presentation
meeting in RIV slide

10/14/93 STP Restart Panel discussed making Panel Meeting
tornado dampers a restart issue Notes

10/14/94 STP Restart Panel was informed that Panel Meeting
tornado damper testing would be Notes
inspected starting 11/01/93

10/15/93 Tornado damper testing added as restart
issue in CAL Supplement 2

10/21/93 SR 210282 performed revised PM on two of | LER 9403
the sections of Damper 113, cycled
satisfactorily. Other two sections had
an interference problem which prevented
measurement of closing data. Manual
override lever arm slipped on axle, so
sections could not be cycled manually.

Engineering evaluation determined that
these problems did not impact the
dampers ability to cyclie under tornado
conditions.

10/29/93 In a public meeting, HL&P identified Meeting
status of tornado damper restart issue presentation
as completed- ready for NRC review slide

11/01-03/93 NRC jnspection conducted on damper issue | 9342

11/19/93 Inspection Report 9342 issued, based on
inspection performed 11/1-3/93.

Concluded that tornaco damper restart
issue was resolved.




12/02/93 Public meeting with licensee. Status of | Meeting
restart issue on tornado dampers noted presentation
as complete slide
01/05/94 STP Restart Panel discussed the status Panel Meeting
of closure of restart issues. The Notes
tornado damper issue was noted as being
resolved.
01/07/94 Tornado damper restart issue noted by Meeting
the licensee as ciosed by inspection presentation
report in a public meeting slide
01/18/93 Work initiated to correct interference. LER 9403
Lower section was stroked successfully.
Upper left section could not be stroked
due to linkage impacting « gusset inside
the ductwork.
01/18/94 SPR 940120 written to evaluate damper Phone con with
problem licensee 3/9/94
01/19/94 Service Request written to trim the Phone con with
gusset licensee 3/9/94
01/21/94 Gusset trimmed and stroked Phone con with
satisfactorily licensee 3/9/94
01/24/94 Problem with the upper left section of LER 9403 stated
damper determined to be reportable. report was made
50.72 report was not made.
02/14/94 Closure of restart issues discussed in Meeting
public meeting presentation
slide
02/15/94 STP Restart Panel recommended restart Panel Meeting
approval Notes
02/15/%4 Unit 1 restart authorized by Regional Letter to
Administrator licensee

TN SRR SIm——
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Ho Light.: g & Power b T+ xas Provea Electric Generating Staton ox

: March 2, 1994

ST-HL-AE-4680

- File No.: G26
R -7 10CFRS0.73

U. S. Nuclear-fRegulatory Commissicn
Attention: Docuzent Control Desk
Wasnhington, 2C <0555

South Texas Project
Unit -
Docket No. 3721 SC-.98
Licensee Even: “epor:z 24-003

Recard an -noperap.e

Pursuant tc -0CFRS0.7T3, Houstcn Ligzting & Power submits the
attached “r:t 1 -.censee :Ivent -egort _ER) 94-003 regarding an
inoperable zornaco damper. This =zvent Zid not have an adverse
effect on --e hea.th and zafety =:I zhe zublic.

On Fecruar. -3, 1984, an =xtension of the due date of this
ler=er co ‘‘arch .. 1994. .as rsgusstec and granted by Mr. W. D.
Jonmson cf !RC Fzzion IV

16 <-=gre 32 any I.e8sticsns ragariln =15 matter, please
concact Mr. . . zinzom a: 31l :TI-21I7 or me at (512) 972-8664.

| \/ 4
A v
7. T. srech
‘‘ice Fresicent,
‘luc.sar Generation
Jee eg
Atcachmenz: L_EF 4-003 giheen TANRE. ense Al

4= O

Project Manager on Behail of the Participanus in the douth Texas Project
25002794 ‘9:Slam
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bn January 24. 1994, Houston Lighting & Power detzrminea that 2 condition discovered on January 18, 1994
vas reportable and noufied the NRC. On /anuan 5. 1994 X zoproximately 1100 hours, wath Unit | 1n

fode 5. Maintenance rersonnei discovered an inierterence tetween the plant exhaust vent tomado damper !
inkage and a gusset (ductwork structural suiifener) . :e uamper ConsIsts of four sections, each of which has.
inkage that interconnects the inaividual camoer blages. The cusset limited the closing travei of the damper:
inkage in the upper left section to approximateis =% of rull stroke. thus prevenung the section from:
losing. The cause of the conaiion Wwas 2n undeizcizd construction interterence which was corrected by
otching the gusset to ailow free travel of the gamper nnxage '
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EXPIRES S/31/95

ESTIRATED BURDEN PER RESPUMEE %0 CONPRY VITH THIS
:un- éﬁ'm?h“&‘.".'- A &m’n‘u" to.n’l'
LICENSEE EVENT REPORT (LER) IRFORATION AXD RECORDS PAGSSEENN SRARCE (VOIS

5. WUCLEAR
TEXT CONTINUATION u-mn:,soc m”mw,mu.
REMCTION * PROECT (5150-0%08), “m"'- oF ‘

FACILITY NAME (1) [oocxET wsser (2) § pas (3) |
REVI S 108

TEAR
05000 498 A 20F 4
South Texas, Unut | %4 00

TEXT (1f mors spece i requnired, use saditional copies of NRC Forw 366a) (1)
DESCRIPTION OF EVENT:

On January 24, 1994, Houston Lighting & Power determined that a condition discovered on Janusry 18, 1994
was reportable and noufied the NRC. On January 18, 1994, al approximately 1100 hours, Unit 1 was in
Viode § with the reactor shutdown, reactor pressure at 350 psi, and reactor emperature at 147 degrees F.
During the performance of service request VE-210282. Maintenance personnel discovered an interference
hetween the plant exhaust vent tornado damper (1 VDAI 13) linkage and a gusset (ductwork structural stiffener).
The damper consists of four sections, each of whicn has linkage that interconnects the individua! damper
blades. The gusset limited the closing travel of the damper Iinkage in the upper left damper section to
approximately 40% of full stroke, thus prevenung the secuon from closing completely. The chronology of
tus condition follows.

Each damper section consists of six vertical damper biages. eacn fixed to its own axle. The six damper blade
axles are connected by fixed linkages such that the six plades in the secion operate together. Each damper
cection has a manual overnde lever arm amtached with a friction-fit collar to two of the outer damper blade
axles. The manual overnde lever arms are used to manuaily rotate the damper blade axles to overcome the
constant ‘orce springs holding the damper blades open. in order to venfy that the damper blades, axies, and
.inkages are free to rotate. This action IS known as manually swoking the damper.

On May 29. 1993, in response 1o a Diagnosuc Evaivation [eam ooservauon that there was no evidence of
‘esting to show that tomado dampers would actuate =5 rzquirec. STP ininated changes to exisung preventve
maintenance work instructions {or all tomado damcers (iifteen rer unit) to include manual stroking on a
senodic basis. The stroking of the dampers per the r2vised preventive mainienance work insructions  was
:cheduled to be accomplished dunng the outage, based on manpower and system availability. One tornado
samper was successfully strokea in June 1993, tollowea by eignt more dunng August 1993.

n October 21. 1993, dunne the first performance 1 ‘ne revisea Work instruction on damper IVDAILIL3, the
'wo nght secuons were stro- =a successfully. However. it was found that an interference between the constant
{orce spnng assemblies ana he manual ovemnde lever arms aifected manual stroking of the two left sections
of the damper. While antempting to stroke the two ler sections. \aintenance personnel also observed that the
manual overnde lever arms slipped on theiwr damper =iade axies in both secuons. The lower left section
stroked fullv, but the measured force necessary 10 C:ose (ne aamper was increased by the interference. The
upper left section could not be stroked manuaily due 1o the interterence wath the manual overnde lever arm.
An engineenng evaluauon determined that the intertersnce \with ine upper left section manual lever arm would
not have prevented the damper olades from closing :» response (o a tomado because the damper blade axle
cotated within the friction-tit coilar. which would have iilowea the camper blades to shut. The evaluation
concluded that an operability concern did not exist
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On January 18, 1994, work was initiated to correct the interference between the constant force spnng '}
assemblies and the manual override lever arms. Following the adjustments, the lower left section was stroked |
successfully. However, after the manual overnde lever arm on the upper left section was tightened on the |
per blade axle, and the lever arm rotated the damper blade axie, the demper blade linkage moved and |
impacted a gusset installed in the ductwork. This interference had not been discovered earlier because the |
ual overnde lever had slipped on the damper blade axie and had not moved the linkage far enough to hit |

e gusset. This newiy-discovered interference was evaiuated for reporability and the NRC was notified on |
January 24, 1994,

h‘hc tornado exhaust damper is manufactured by Amencan Warming and Ventilating, Inc. as model number

NBD-70. The Energy Industry identificaton System component funcuon identifier is DMP and the system
identifiers are VF and VG.

CAUSE OF EVENT

The cause of this condition is an undetected construction interference. A revew of the construction documents |
ndicated that the gusset installation was inspected on January 29. 1986. that the damper was cycled twice on |
Apnil 26, 1986, and that the final inspection of the damper was conducted on May 12, 1986. It could not be |
determined from the records wnv the interierence was not detected. :

ANALYSIS OF EVENT
There were no actual sarety conseguences ol this event

The safetv function of tormado dampers is (0 prevent the rapid depressunzation of HVAC systems and |
buildings 1n the event of a tomado. The piant main exnaust vent tornado damper (1VDA113) protects several
PXnaust systems, inciuding the Fuel Hanaling Building exhaust. The Fuel Handling Building exhaust is the
pniy exhaust system that 1s saretv-related. as it mitigates the conseguences of a fuel handling accident and a
oss of coolant accident by limuung the site bouncarv dose withun the guidelines of 10CFR100. The
imultaneous occurrence of a tornado and a fue: hanaiing accident or a loss of coolant accident could have

tenual safety conseguences. The Severe Weather Guidelines suspend fuel movement dunng a tornado
vaming condition, wnich sigmificantly decreases the nsk of a fuel handling accident dunng a tomado. '
herefore, potential safety consequences could resuit onlv from the simultaneous occurrence of a loss of |
oolant accident and a tomado. Based on the STP Propabilistic Saferv Assessment, the probability of this
ccumng 1s extremelv small.

ue 10 the undetected gusset interterence with the damoer linkage. from early in 1986 unul early in 1994, the
‘uel Handling Building exhaust system was not protected at the plaat main exhaust vent from the adverse |
tffects of a tormado as provided in the design basis. Therefore. this event is reportable pursuant to |
10CFRS0.73(a)(2)(1XB) in that it represents a condition that was outside the design basis of the plant. ‘




| (3"2)

——n

LICEMSEE EVENT REPORT (LER)
TEXT CONTINUATION

-

EXrIaEs $/3U9
ESTINATED RUEDEN PER REWEIED TO MV ¥iTe Vll!
INFOMATION  COLLECTION  SENOEST: &
FORBAED COMENTS REGAIDIEG CLENEND EITIRATE VD T

TN&), U.S. MUCLEAR SERRASIRIEL. COMMSSI0N,

20555 -00NY AP TOT TH pRPERAUONE
SEDUCT N PROJECT aw% of

FACILITY NAME (1) AQWWI (2) LER MBBER (6 PASE (3
; I SEGENTIAL | evisice
South T Unut | | 05000 498 it 4 0OF 4
outh Texas, | 003 -1 00

TEXT (11 more space 18 required, use acditional copies of NRC Form 366A) (17)

CORRECTIVE ACTION

| The interference between the damper and gusset was removed by notching the gusset to allow free travel

of the damper linkage.

ADDITIONAL INFORMATION

No previcus similar events have been reported at the South Texas Project

All Unit | tormado dampers have been successrully swoked. The Unit 2 plant exhaust vent tornado damper
has also been successfully stroked in accorgance with the revised prevenuve maintenance work insgructon.




UNITED STATES
NUCLEAR REGULATORY COMMISSION
REGION IV

611 RYAN PLAZA DRIVE, SUITE 400
ARLINGTON, TEXAS 760118084

November 19, 1993
Dockets: 50-498
50-499
Licenses: NPF-76
NPF-80

Houston Lighting & Power Company

ATTN: William T. Cottle, Group
Vice President, Nuclear

P.0. Box 1700

Houston, Texas 77251

SUBJECT: NRC INSPECTION REPORT 50-498/93-42; 50-499/93-42

This refers to the inspection conducted by Mr. Mark A. Satorius during the
period November 1-3, 1993. The inspection included a review of activities
authorized for your South Texas Project facility. At the conclusion of the
inspection, the findings were discussed with those members of your staff
identified in the enclosed report.

Areas examined during the inspection are identified in the report. Within
these areas the inspection consisted of a review of the actions that you have
taken to resolve the issue of te.._ing tornado dampers installed on safety-
related heating, ventilation, and air conditioning systems. Based on the
results of this inspection, it was determined that Restart Issue 15 identified
in Inspection Report 50-498/93-31; 50-499/93-31 is considered resolved.

In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice," a copy of
this letter and its enclosures will be placed in the NRC Public Document Room.

Should you have any questions concerning this inspection, will be pleased to
discuss them with you.

Sincerely,

A. Bill Beach, Director
Division of Reactor Projects

Enclosure:
Appendix - NRC Inspection Report
50-498/93-31; 50-499/93-31 w/attachments
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cc w/enclosure:

Houston Lighting & Power Company

ATTN: James J. Sheppard, General Manager
Nuclear Licensing

P.0. Box 289

Wadsworth, Texas 77483

City of Austin

Electric Utility Department
ATIN: J. C. Lanier/M. B. Lee
721 Barton Springs Road
Austin, Texas 78704

City Public Service Board

ATTN: K. J. Fiedler/M. T. Hardt
P.0. Box 1771

San Antonio, Texas 78296

Newman & Holtzinger, P. C.
ATTN: Jack R. Newman, Esq.
1615 L Street, NW
Washington, D.C. 20036

Central Power and Light Company
ATIN: G. E. Vaughn/T. M. Puckett
P.0. Box 2121

Corpus Christi, Texas 78403

INPO

Records Center

700 Gaileria Parkway
Atlanta, Georgia 30339-5957

Mr. Joseph M. Hendrie
50 Bellport Lane
Bellport, New York 11713

Bureau of Radiation Control
State of Texas

1100 West 49th Street
Austin, Texas 78756

Judge, Matagorda County
Matagorda County Courthouse
1700 Seventh Street

Bay city, Texas 77414



Houston Lighting & Power Company

Licensing Representative
Houston Lighting & Power Company
Suite 610

Three Metro Center

Bethesda, Maryland 20814

Houston Lighting & Power Company
ATTN: Rufus S. Scott, Associate
General Counsel

P.0. Box 61867
Houston, Texas 77208
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J. L. Milhoan Resident Inspector

Section Chief (DRP/A) Lisa Shea, RM/ALF, MS: MNBB 4503
MIS System DRSS-FIPS

RIV File Project Engineer (DRP/A)

R. Bachmann, OGC, MS: 15-B-18 Section Chief (DRP/TSS)

T. 0. McKernon (DRS)
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APPENDIX

U.S. NUCLEAR REGULATORY COMMISSION
REGION 1V

NRC Inspection Report No.: 50-498/93-42
50-499/93-42

License Nos.: NPF-76
NPF-80

Licensee: Houston Lighting & Power Company
P.0. Box 1700
Houston, Texss 77251

Facility Name: South (exas Froject Electric Generating Station (STPEGS),
Units 1 and 2

Inspection At: Matagorda County, Texas
Inspection Conducted: November 1-3, 1993

Inspectors: Mark A. Satorius, Project Engineer, Project Section A, Division
of Reactor Projects

Approved:

W. D. Johnson, Chief, Project Section A Date

Inspection Summary

Areas Inspected (Units 1 and 2): Routine, announced inspection to resolve the

issue of testing tornado dampers installed on safety-related heating,
ventilation, and air conditioning (HVAC) systems.

Results (Units 1 and 2):
. The inspector concluded that no further review of tornado damper issues

was required prior to the restart of Unit 1 and that Restart Issue 15
could be considered resolved (Section 6.1).

Summary of Inspection Findings:
° Inspection Followup Item 498;499/9331-76 was closed (Section 6.1).

Attachments:
. Attachment 1 - Persons Contacted and Exit Meeting




DETAILS

1 BACKGROUND

Both units at STPEGS were shut down in early February 1993 and remain shut
down as a result of numerous broad scope problems identified by the NRC and
the licensee.

NRC Inspection Report 50-498/93-31; 50-499/93-31, issued on October 15, 1993,
identified 16 Restart Issues that required resolution prior to the restart of
Unit 1. In addition to these Restart Issues, a number of items related to
these Restart Issues were identified. The purpose of this inspection was to
determine the licensee’'s effectiveness in addressing Restart Issue 15,
"Tornado Damper Issues,” and to establish a basis for concluding that this
Restart Issue has been adequately resolved by the licensee.

During the Diagnostic Evaluation Team (DET) Inspection, the DET identified the
following issue concerning tornade dampers:

D Failure of tornado dampers could prevent cooling of safety-related
components and systems. Thirty dampers had not been tested to verify
their designed operation. The licensee agreed to test the dampers. NRC
will evaluate the licensee’s test procedures and results.

This inspection reviewed the licensee’s tests and results to determine whgther
a regulatory requirement existed that would have required preservice testing
and subsequent periodic testing following installation.

Fifteen tornado dampers were installed in each unit at STPEGS. The dampers
installed were:

STPEGS IDENTIFICATION NUMBER

DAMPER DESCRIPTION (UNIT 1/UNIT 2)

Control Room Outside Air Intake 3VI11VDAO75/3V112VDAO75
Electrical Auxiliary Building (EAB) 3VI11VDAO77/3V112VDAO77
Elevator Machine Room Exhaust

EAB Elevator Machine Room Supply 3V111VDAO78/3V112VDAO78
EAB HVAC Exhaust 3V111VDAO76/3V112VDAQ76
Fuel Handling Building (FHB) Supply 3V101VDA052/3V102VDAOS2
Mechanical Auxiliary Building (MAB) 3VI01VDA118/3V102VDAL18

Main HVAC Supply

MAB Main HVAC Supply 3VIO1VDA119/3V102VDAL1®




MAB Main HVAC Supply 3V101VDA120/3V102VDA120
Plant Exhaust Stack 3VI01VDA113/3V102VDAL13
Reactor Containment Building (RCB) 3V141VDAOO]/3V142VDAOO!
Purge Supply

Tendon Gallery Exhaust 3V141VDA298/3V142VDA298
Technical Support Center (TSC) HVAC 3V111VDA277/3V112VDA277
Exhaust

TSC HVAC Supply 3V111VDA276/3V112VDA276
TSC Outside Air Intake 3V111VDA302/3V112VDA302
TSC Smoke Purge Exhaust 3V111VDA275/3V112VDA275

2 DAMPER TESTING REQUIREMENTS (92720)

The inspector reviewed the following STPEGS documents to determine what
testing was required to be performed on the tornado dampers.

. Technical Specifications

- Updated Final Safety Analysis Report

. Design Basis Document for the EAB HVAC System (5V119VB1022)
. Design Basis Document for the FHB HVAC System (5V129VBO116)
“ Design Basis Document for the MAB HVAC System (5V109VB0110)
. Design Basis Document for the RCB HVAC System (2V149VBO114)

. Tornado Damper Vendor Manual (American Warming and Ventilating, Inc.,
Document 80278-722)

. Bechtel Specifications for Safety Class Dampers (3V289VS0008)

The Bechtel Specification required that the damper vendor conduct a
postfabrication shop test consisting of cycling the tornado dampers 25 times
to ensure freedom of movement. In addition to these tests, the Bechtel
specification required that the vendor test one Unit 1 supply and onc Unit 1
exhaust tornado damper for leak rate and blade defection (no requirement was
specified for conducting these later tests on any Unit 2 tornado camper). The
inspector reviewed the vendor test packages and determined that all of these
vendor required tests had been completed satisfactorily.



Further review revealed that only the design basis documents referred to any
type of postinstallation periodic testing. The design basis documents stated
that all tornado dampers were required to be manually stroked as part of
scheduled maintenance to assure damper operability. A review of preventive
and corrective maintenance conducted on the dampers since installation was
unable to confirm that the dampers had ever been cycled following
installation. Discussions with the system engineer, who was familiar with the
licensee’s HVAC systems since damper installation, stated that to his
knowledge, the tornado dampers had never been cycled during any maintenance
activity.

3 TORNADO DAMPER MAINTENANCE ACTIVITIES (92720)

Following the DET's identification of the tornado damper testing issue, the
licensee revised all of the periodic preventive maintenance procedures to
include stroking of the dampers. Previously, these procedures performed
cleaning, lubrication, and inspection, on an 18- to 24-month periodicity, and
did not cycle the dampers to ensure freedom of operation. The maintenance
procedure currently utilized by the licensee include:

IDENTIF?E:E?SN NUMBER WORK INSTRUCTION
(UNIT 1/UNIT 2) FREQUENCY (UNIT 1/UNIT 2)
3V111VDAO75/3V112VDAO75 24 Months 93000484 /485
3V111VDAO77/3V112VDAQ77 24 Months 93000498/499
3V111VDAQ78/3V112VDAO78 24 Months 93000500/501
3V111VDAO76/3V112VDAQ76 24 Months 93000495/496
3V101VDA0S2/3V102VDAOS2 Outage 93000493/494
3V101VDA118/3V102VDA118 Outage 93000518/519
3V101VDA119/3V102VDA119 Outage 93000518/519
3VI01VDA120/3V102VDA120 Outage 93000518/519
3VI01VDA113/3V102VDA113 Outage 93000491/492
3V141VDAQO1/3V142VDAOO! Outage 93000516/517
3V141VDA298/3V142VDA298 Outage 93000514/515
3V111VDA277/3V112VDA277 24 Months 93000504/505

3V111VDA276/3V112VDA276 24 Months 93000509/510




3V111VDA302/3V112VDA302 24 Months 93000502/503

3V111VDA275/3V112VDA275 24 Months 93000504 /505

The inspector reviewed these procedures and concluded that the changes would
be effective to ensure free damper operation.

This preventive maintenance had been performed on all of the Unit 1 tornado
dampers, and 11 of the 15 tornado dampers installed in Unit 2, with the
remaining 4 to be completed prior to the Unit 2 restart. Some relatively
minor damper stiffness was documented on Unit 1 Dampers 3V101VDA118, 119, and
129 on August 25, 1993. This identified deficiency was worked under Service
Request (SR) 92058 and consisted of lubricating and then manually cycling the
dampers several times.

Other problems developed during maintenance activities on Unit 1

Dampers 3V101VDAOS2 and 3VIOIVDAL13. The problem encountered on Damper
3V101VDAO52 consisted of some binding and bearing stiffness identified during
the attempts to cycle the damper on October 23, 1993. Because the
functionality of this damper affected the operability of the FHB exhaust air
system, Unit 1 entered Technical Specification 3.9.12, when operators declared
all trains of the FHB exhaust air system inoperable. These problems were
dispositioned by SR 210277, which was worked October 25, 1993, and consisted
of lubricating and exercising the damper. This activity was successful in
loosening the damper bearings.

The problem discovered with Damper 3V101VDA113 consisted of difficulties with
cycling the damper and obtaining spring tension values using a dynamometer
during maintenance performed on October 22, 1993. Damper 3V101VDA113, which
was not equipment governed under Technical Specifications, consisted of four
damper sections, eash section being a self-contained unit with its own blades
and actuation spring. During repair activities worked under SR 210282 on
October 25, 1993, two of the sections satisfactorily cycled. The other two
sections were capable of cycling; however, due to an interference problem
between the spring operator and a portion of the damper frame, maintenance
personnel were unable to measure the closing tension using the dynamometer.
After resolving the interference problems, the damper (all four sections) was
successfully cycled and the tension data recorded.

The licensee analyzed both l:tter damper problems and determined that both
dampers in their as-found condition would have been able to perform their
safety function under tornado conditions. The inspector concluded that this
determination was appropriate.

4 PROCEDURAL ENHANCEMENTS (92720)

The licensee was in the process of changing the periodic preventive
maintenance procedures to collect quantitative values for damper spring
tension in order to conduct trending analysis of tornado damper performance.
The inspector reviewed the maintenance feedback requests that were intended to



accomplish this activity. Other procedural improvements included changing
Procedure O0POP04-70-0002, Revision 3, "Severe Weather Guidelines," to require
that following any close tornado strike, all tornado dampers will be inspected
and cycled, in accordance with the preventive maintenance procedures. In
addition to this change, a second change to Procedure OPOP04-20-0002 provides
guidance that, following any close tornado strike, specific HVAC exhaust fans
will be secured 'n order to ensure that all tornado dampers that may nave
closed will reposition to their normally open condition.

5 GENERIC TORNADO DAMPER CONSIDERATIONS

Outside the scope of this inspection, the Office of Nuclear Reactor Regulation
had initiated a study to generically evaluate the lack of testing requirements
for tornado dampers. At present, there were no specific requirements for
testing these dampers, either by periodic cycling or under simulated tornado
conditions.

6 CLOSED ITEMS RELATED TO RESTART ISSUES (92701)

6.1 (Closed) Inspection Followup [tem 498;499/9331-76: Failure of tornado
dampers could prevent cooling of safety-related components and systems

This item was closed based on the licensee’s corrective action described in
paragraphs 2, 3, and 4 of this report.

7 ASSESSMENT OF MANAGEMENTS RECEPTIVENESS TO IDENTIFYING AND CORRECTING PLANT
PROBLEMS (92720)

The inspector determined that licensee management had responded in a proactive
manner to the problems identified with the tornado dampers. Actions taken
were appropriate and appeared to be taken in a manner commensurate with the
safety significance of the issue.



ATTACHMENT |

1 PERSONS CONTACTED
.1 Licensee Personnel

Albert, Administrator, Engineering Projects, Plant Engineering Department
. Bize, Licensina Engineer, Nuclear Licensing

Cloninger, Vice President, Nuclear Engineering

Conly, Licnesing Engineer, Nuclear Licensing

. Cottam, Engineering Supervisor, Plant Engineering Department

. Grim, Licensing Engineer, Nuclear Licensing

Groth, Vice President, Nuclear Generation

. Head, Deputy General Manager, Nuclear Licensing

Jordan, General Manager, Nuclear Engineering

. Johnson, Supervisor, Nuclear Assurance

. Kanavos, Manger, Mechanical and Nuclear Engineering, Design Engineering
Department

Leazar, Manager, Plant Engineering Department

. Myers, Plant Manager, Unit 1

Parkey, Plant Manager, Unit 2

Sicard, Unit Supervisor, Plant Operations

Smith, Senior Consultant, Assessments

Thomas, Assistant, Vice President Nuclear Engineering

e
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In addition to the perscnnel listed above, the inspectors contacted other
personnel during this inspection period.

1.2 NRC Personnel

M. Satorius, Project Engineer, Project Section A, Division of Reactor Projects
J. Pellet, Chief, Operations Section, Division of Reactor Safety

The above listed licensee and NRC personnel attended the exit meeting.

2 EXIT MEETING

An exit meeting was conducted on October 22, 1993. During this meeting, the
inspectors reviewed the scope and findings of this report. The licensee did
not take exception with any of the inspection findings nor identify as
proprietary any information provided to, or reviewed by, the inspectors.



SOUTH TEXAS PROJECT

EXECUTIVE SUMMARY
SEMIANNUAL PLANT PERFORMANCE REVIEW 94-02
APRIL 20, 1994

SALP CYCLE 010
(AUGUST 2, 1992 THRU SEPTEMBER 24, 1994)

1. OVERVIEW

Both units were shutdown for most of the assessment period, as a result of
many concerns identified by Region IV, the Diagnostic Evaluation, and the
Ticensee. Poor performance has been recently identified in maintenance
activities, particularly in the area of control of contractor personnel;
however, overall licensee performance has improved. The plant’s material
condition has improved significantly; the maintenance backlog has been reduced
and approaches a manageable level; specific hardware issues are nearing
resolution; and the post-maintenance testing and corrective action programs
and the engineering backlog problems have improved.

Since the Confirmatory Action Letter (CAL) for Unit 1 was lifted on February
15, 1994, the unit has entered Modes 2 and 1. On February 28, while at 28
percent power and increasing to 50 percent power, Feedwater Regulating Valve D
failed shut, ultimately resulting in the reactor being manually tripped by
control room operators, prior to receiving an automatic reactor trip from low
steam generator level. Following the trip, a primary-to-secondary leak was
identified in Steam Generator C, and was subsequently quantified at
approximately 160 gallons per day. The licensee decided to cool down, enter
midlcop operation, and repair the leak. Following repairs to the steam
generator, whiie in mid-loop operation on March 10, an inadvertent safety
injection actuation and loss of RHR for about 5 minutes was caused by operator
errors during Solid State Protection System testing. Following evaluation,
corrective actions, and a management meeting in the NRC office on March 16,
the ¥nit was restarted on March 21. The unit reached 100 percent power on
April 7.

Unit 2 has completed fuel reload and is presently in Mode 5. The licensee’s
restart plan indicates Mode 3 in May and full power operation in June 1994.
Critical path items include resolution of Emergency Diesel Generator 22
problems and completion of integrated engineered safety feature actuation
system testing.

The licensee is developing a corrective action process which will consist of
all station problems being identified using a single entry document. These
problems will then be initially dispositioned by the first line supervisor,
who will determine whether the problem is a hardware or a soft issue. Based
on this decision, the resolution of the problem will be conducted utilizing
the service request, plant change form, station problem report, or other
system. The revised corrective action program at South Texas has similarities
to other Region IV licensee’s single entry document corrective action
programs. The licensee acknowledges that they have a significant amount of

3



procedure revision, training of personnel, and implementation work to
accomplish prior to placing this new system in operation.

I1.  PERFORMANCE INDICATORS

The long term performance indicators (90-4 to 93-3) still show the number of
automatic scrams recorded by Unit 2 trended higher than the peer group, with
significant events, safety system failures, and forced outage rate trending

higher than the peer group for both units.

The short term SHUTDOWN performance indicators and to a lesser extent the long
term indicators reflect some improved performance. However, there have been
several SSAs and SSFs for both units that are not yet reflected in the
performance indicator data. These include a failure of a diesel generator to
load because of a failed field flash, a manual reactor trip because of a
failed feedwater regulating valve, a safety injection actuation signal because
of operator error, inoperable batteries on the emergency ventilation system
and inadvertent emergency diesel generator starts.

I11. SUMMARY OF SIGNIFICANT REGULATORY ISSUES

There were no escalated enforcement actions initiated during this assessment
period. A concern was identified for the personnel performance and management
controls which lead to the engineered safety features actuation signal. There
have also been several examples of contract workers working on the wrong
component, failing to follow procedures, and failing to exercise adequate
self-verification. In addition, equipment clearance order and configuration
control problems have been identified; these later problems were not confined
to contract workers. A recent finding by the resident inspectors identified
the containment sumps as having unacceptable gaps and openings in their cover
screens. The licensee had not responded effectively to prior NRC information
notices on this subject.

IV.  PLANT OPERATIONS

PREVIOUS RATINGS

SALP 91: 2 92: 2

QPPR 93-01: (NC) QPPR 93-02: (NC) QPPR 93-03: (-) SPPR 93-04: (-)
QPPR 94-01: (NC) SPPR 94-02: (NC)

STRENGTHS: The licensee has implemented 6-shift control room staffing.
Additional reactor plant operatcrs (RPOs) have also been hired and are
presently in training; these new RPOs are intended to relieve shortages that
have contributed to excessive overtime, cperator errors due to overwork, and
tight shift scheduling due to 1imited numbers of non-licensed operators. An
additional RPO has been added to each crew.

Overall performance of plant operations was generally good. It was noted that
professionalism in the control room, and attentiveness to plant indications
and alarms was good. The level of oversight of the operation of thc plant by
the senior reactor operators was good, and the licensee appeared to have



succeeded in reducing both the level of general traffic in the control room
and the burden on operators from work start, post-maintenance testing
oversight, and maintenance planning and scheduling; weak areas that had been
evident in the past and had been noted by the Diagnostic Evaluation and other
NRC inspections. During the reactor trip and subsequent transient on February
28, the shift inspectors noted good to excell .t performance by the control
room staff. RPO attention to detail in identifying component deficiencies
has been noted as another weakness.

WEAKNESSES: There were weaknesses noted with communications in some crews, as
evidenced by an absence of formality in communications with other members of
the licensee's staff and acknowledgements and repeat-backs of reports.
h.iitionally, operators’ use of self-verification was inconsistent, and in
some cases failed to meet management's expectations. An example involved the
operator performance and lack of management controls which lead to the
engineered safety features actuation signal. The inspectors also noted
examples of weak procedural compliance, as evidenced by a violation cited for
the deletion of procedural steps without reviews being performed as
procedurally required.

PERFORMANCE ASSESSMENT WITH RFZLUMMENDATIONS: Overall, operations performance
has shown some improvement in the conduct of routine activities and their
ability to direct plant cperations. However, the licensee’s performance
continues to reflect problems with the use of self-verification and their
ability to consistently meet manacement’s expectations.

MIP RECOMMENDATIONS: The MIP will be assessed during the STP panel meeting on
April 19, 1994. The recommendations from this meeting will be presented
during the SPPR meeting.

V. MAINTENANCE

PREVIOUS RATINGS

SALP 91: 2 92: 20

QPPR 93-01: (-) QPPR 93-02: (-) QPPR 93-03: (-) SPPR 93-04: (-)
QPPR 94-01: (NC) SPPR 94-02: (NC)

STRENGTHS: It was determined that the licensee had successfully achieved
their goal of reducing the service request (SR) backlog to less than 1000 open
power production SRs. Although a significant number of SRs were generated
during the plant’'s escalation to power, through effective utilization of the
operations work control group (OWCG), backlog numbers were not increased
significantly and remain at approximately 1200 open SRs. The maintenance
rover concept of working minor maintenance activities by qualified craft
permanently assigned to the OWCG has resulted in the licensee improving their
efficiency in completing work and has permitted them to maintain the backlog
numbers at what appears to be a manageable number. The plant’s material
condition has been much improved over the past operating periods.

The licensee continues to work off high priority items in an acceptably timely
fashion. Their resolution of main control board deficiencies and inoperable



automatic functions continues. The numbers of outstanding main control board
deficiencies and inoperable automatic functions has increased slightly since
the CAL was lifted, primarily due to the return to service of systems, and the
subsequent identification of problems. The licensee's efforts have been
successful in reducing the previously identified burden on both licensed and
non-1icensed operators because of main control board deficiencies and
inoperable automatic functions.

WEAKNESSES: Although the licensee has thus far been successful in maintaining
the SR backlog at a reasonable level, there have been a number of examples of
recurrent equipment maifunctions and failures that are indicative of a less
than fully effective resolution of past hardware problems. These problems are
especially troublesome due to their existence prior to the long forced outage
of both units, and the fact that they appear to have persisted through
extensive rework and improvements made to balance-of-plant and other
equipment .

Concerns were identified with management oversight of the maintenance process,
including inadequate control of scheduling pressure. One problem was the
licensee’s apparent reluctance to test reactor containment building 48-inch
purge valves, in accordance with the requirements of the ASME Section XI and
the 7S. The re have been several failures to properly implement equipment
clearance orders, but none have been identified since January 1994.

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: The licensee has been effective
in the maintenance backlog for Unit 1. However, its ability to maintain the
backlog within the established goals has not been tested once resources are
moved to Unit 2. Continuing secondary equipment problems represent a
continuing concern in this area. Management involvement to ensure scheduling
pressures do not result in inappropriate scheduling decisions was not
effectively applied. Personnel performance has been mixed but improving.

MIP RECOMMENDATIONS: The MIP will be assessed during the STP panel meeting on
April 19, 1994. The recommendations from this meeting will be presented
during the SPPR meeting.

VI.  ENGINEERING
PREVIOUS RATINGS

SALP 91: 2I 92: 2
QPPR 93-01: (NC) QPPR 93-02: (NC) QPPR 93-03: (-) SPPR 93-04: (NC)
QPPR 94-01: (NC) SPPR 94-02: (NC)

STRENGTHS: The licensee has added engineers to several of their
organizations; for example, the number of full time HL&P design engineers has
been increased and the vendor technical information program has added two
engineers, bringing the total to three. In addition to these manpower
increases, the licensee has adapted a more rigorous and state-of-the-art
engineering tracking and management system. This computer tracking system is
capable of being updated on a daily basis by supervising engineers and weekly
planning meetings are conducted with these supervising engineers and



engineering managers in order to fine tune the workload, and shift resources
or work assianments to support emergent plant requirements.

Additionally, the Ticensee’s budget for engineering enhancements to update
vendor manuals and drawings has been increased substantially for calendar year
1994.

WEAKNESSES: System engineer knowledge has shown improvement; however, were
observed by NRC shift inspectors providing non-conservative guidance to
operators. Repetitive equipment failures indicate a need for more thorough
failure analysis.

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: In general, engineering
activities have been good, providing appropriate support to operations and
maintenance. [t was noted that there have been few changes in the licensee’s
performance in engineering since the CAL was lifted. The excessive
engineering backlogs identified by the Diagnostic Evaluation and other NRC
inspections were adequately addressed and documented during Restart Issue
inspections. Since that time, the licensee has concentrated on routine
management of engineering activities and enhancing their processes.

MIP RECOMENDATIONS: The MIP will be assessed during the STP panel meeting on
April 19, 1994. The recommendations from this meeting will be presented
during the SPPR meeting.

VII. PLANT SUPPORT

PREVIOUS RATINGS

SALP  94:

SPPR 93-04: (-) QPPR 94-01: (NC) SPPR 94-02: (NC)

STRENGTHS: The radiological program implementation continued to be a
strength. An inspection in January found the radiological environmental
monitoring program to be excellent with thorough QA audits and strong internal
program reviews. A routine security inspection performed in January found
proper implementation of alarm stations and communications, properly
maintained isolation zones.

WEAKNESSES: Some long standing security equipment problems remain to be
resclved but the licensee has budgeted the necessary equipment upgrades.

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: The radiation protection
organization performance remained strong. Previous performance concerns in
EP have been corrected. The new management in the security organization is
viewed as a positive step to correcting long standing problems with that
organization's performance.

MIP RECOMENDATIONS: The MIP will be assessed during the STP panel meeting on
April 19, 1994. The recommendations from this meeting will be presented
during the SPPR meeting.



VIII. TIA STATUS

There are no open TIAs.

IX. R SITE ACTIVITIES
COMPLETED
. 9230 - MOVATS Inspection
° 9235 - OSTI
. 9327 - Check Valve TI1 2515/110
e STIR
. DET
. SPEAKOUT Inspection
“ Operational Readiness Assessment Team Inspection - December

1993 /January 1994
PLANNED

B Several Regional based inspections during the Restart Inspection
activities



SOUTH TEXAS PROJECT

SEMIANNUAL PLANT PERFORMANCE REVIEW 94-02
APRIL 20, 1994

SUMMARY OF MIP CHANGES - UNIT 1

MODULE TITLE AREA ADD/ FM T0 DELTA
CHANGE
73756 Inservice Testing M A 0 35 +35
h
NET CHANGE +35
‘Justification:
73756-03 Rl provide hours to review review implementation of IST program

including installed instrumentation.

SOUTH TEXAS PROJECT

SEMIANNUAL PLANT PERFORMANCE REVIEW 94-02
APRIL 20, 1994

SUMMARY OF MIP CHANGES - UNIT 2

MODULE TITLE AREA ADD/ FM T0 DELTA
CHANGE
73756 Inservice Testing M A 0 35 +35
71715 Plant Restart 0 A 0 300 +300
92709 Corrective Action ALL A 0 100 +100
NET CHANGE l +435
‘Justification:
73756-03 Rl to provide hours to review implementation of IST program

including installed instrumentation.



71715-03

92709-09

RI to provide Unit 2 sustained control room observation during

restart.

RI to review Unit 2 restart issues.
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PRE~DBCISIONAL

RKARRATIVE SUMMARY OUTLINE FOR
PLANTS DISCUSSED AT THE LAST SMM
SOUTH TRXAS PROJECT

I, HISTORY

South Texas Project (STP) was first discussed at the January 1993, Senior
Management Meeting (SMM), initially because of poor and declining performance
for two systematic assessment of licensee performance periods. Rapetitive
hardware problems had resulted in numerous plant trips, transients,
engineering safety features actuation, and forced outages. STP wase
subsequently discussed at the June 1993 SMM, when it wae placed on the list of
plants that were considered poor performers. Both units at STP were shutdown
under a Confirmatory Action Letter (CAL) which was issued in February 1993, as
a result of many NRC and licentee identified problems. As discussed in the
Narrative Summary for the previous three SMM diecussion papers, the identified
roblems were grouped into three broad areas, including material condition and
ousekeeping, human performance, and organizational performance. A Diagnostic
Evaluaticn was conducted in March and April 1993, and the findings of that
inspaction \vere presented to the licensee on June 3, 1993,

The CAL for Urit 1 was lifted on February 15, 1994, and the unit subsequently
entered Modes . and 1. The unit attained 28 percent power before a manual
reactor trip wae initiated because a feedwater regulating valve failed closed.
The unit restart was delayed because of a steam generator tube plug leak. The
unit was restarted on March 21 and full power operation wae attained on

April 7. Unit 2 completed reloading the reactor veesel on April 3, 1994, and
entered Mode 5 on April 8.

II. CHANGES SINCE LAST SMM

Based on the results of the Operational Readiness Assessment Team, the
Februaury 14, 1994, public meeting, and Region IV's inspection efforts at STP
since October 1993, the restart issues were found to have been adequately
addressed and the CAL was lifted for Unit 1. The staff provided 24 hour
coverage of plant activities during the startup and power ascension of Unit 1.

The STP Restart Panel developed a Restart Action Plan, following the guidance
in Manual Chapter 0350, "Staff Guidance for Restart Approval,” The Panel used
this plan to ensure coordination of NRC resources associated with the restart
of Unit 1. A similar approach has been taken for Unit 2. Management meetings
with the licensee have been held approximately monthly. Most of these
meetings have been held at the site. All of the management meetings have been
open to public observation.

A portion of the licensee’'s own assessment of the adequacy of the
effectiveness of their programs consists of independent self-assessments of
performarce that are being performed by the licensea’s Nuclear Assurance
Department. These assessmente are being conducted at specific milestones
during the recovery of both unite. Region IV has conducted inspections which
assessed both the quality and independence of these self-assessments and the
thoroughness and degree of adequacy that the licensee had addressed previously
and recently identified problems. In addition to this assassment, the
licensee has conducted independent assessments utilizing an outside party.
These assessments identified areas for improvement which included the size of
the station problem report backlog. These improvemant items were discussed by
the licensee during the April 8, 1994, public meeting.

An Office of the Ins,»ctor General inspection report that received limited
distribution and was issued Pebruary 18, 1993, identified that violations of
10 CFR $0.7 had occurred involving two former security force personnel. This
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issue was subsequently referred tc the Department of Justice. A < 'mand for
information was sent to the licensee on September 29, 1993, and a response has
been received. The licensee denied the violations.

The COperational Readiness Assessment Team completed its inspection activities
in January 1994. The team identified continuing weaknesses with configuration
management and the corrective action program but the team was generally
supportive of Unit 1 restart.

A special inspection conducted by the resident inspector staff was performed
in January 1994. The inspection addressed issues identified by the residents
during a reactor containment building sump inspection. Specifically, the as-
found condition of the emergency containment sump enclosures did not meet the
design basis because openings in the sump screen were too wide and debris
could enter the sump during the recirculation phase of the design basis
accident.

An issue has been ldentified concerning non-Tschnical Specification governed;
but safety-related heating, ventilation, and air conditioning tornado dampers.
The specific issue, which was first identified by the Diagnostic Evaluation
Team (DET), referred to the absence cof any testing or maintenance
documentation that would indicate that these . >mponente had been tested since
their installation. Although this issue was not included in the DET report,
it wae assigned as a staff action, and the Restart Panel identified the issue
a® a Restart Issue. A Restart Issue inspection closed this issue in November
1993. However, the licensee has subsequently reported that a section of one
tornado damper originally believed to be functional, would not have been
capable of performing its safety-related function in the event of a tornado at
the station. The regional staff performed a special inspection with the
Office of Investigation to review details associated with the failure to make
a 10 CFR 50.72 Notification and an inconsistency between the subject LER and
restart issue inspection report. Twc violations were cited.

The Regional Staff conducted an assessment of licensee performance as Unit 1
approached 90% power. The results of this assessment indicated that generally
plant operators were performing acceptably, with a few exceptions noted in the
areas of oversight and control of plant tests and surveillances. However,
theres were several persistent hardware issues that have not been fully
resolved. These icsues include continuing material condition and reliability
problems with gteam generator feedwater pumps, steam generator power-operated
relief valves, emergency diesel generators, and feedwater regulating valves.

On March 10, 1994, while in mid-loop operation in support of the leaking steam
generator tube repair, the licensee lost shutdown cooling for approximately
five minutes. This event occurred during the performance of a solid state
protection system surveillance when licensed operators failed to inform the
control room of procedure adherence problems encountered during the
performance of the activity. A management meeting was conducted with the
licensee on March 16, 1994. During that meeting the licensee informed the
staff that no hardware problems had been identified with the solid state
protection system. The contributing factors to the loss of shutdown of
cooling was a lack of management oversight and an unacceptable performance by
the operators conducting the surveillance.

The licensee has experienced several problems with emergency diesel
generators. These problems stemmed from former poor work practices, weak
rocedures, subcomponent failures, and failure to effectively use vendor
nformation. Efforts in late 1953 by the licensee to improve maintenance
practices and thereby improve the reliabiiity of emergency diesel generators
has resulted in extersive diagnostic testing that the staff coneiders to be

2



SOUTH TEXAS ~PRE-DBCI6IONAL -

indicative of good responsiveness to resolving the previously identified
problems in thie area. However, other problems with emergency diesel
gensrators have recently been identified. These problems consist of a relay
problem with the fielc flash circuit of Standby Diesel Generatcr 11, which has
been determined to have rendered the machine inoperable from February 3 to
March 11, 1994; inadvertent starts of Standby Diesel Generator 21; and a
broken piston and other signs of significant degradation of Standby Diesel
Generator 22. A management meeting, open to public observation, was conducted
with the licenses on March 16, 1994, to discuss these recently identified
emergency diesel generator problems and the actions the licensee has taken, or
plans to take, to resolve them. Subsequently, Standby Diesel Generator 22
experienced a fuel injection pump (jerk pump) hold down bolt failure. This
has been a recurring failure on the these engines. The Region IV and NRR
staffs are continuing to follow up on the potential standby diesel generator

operational concerns.

A reguest by Thomas J. Saporito in accordance with 10 CFR 2.206 to shut down
the facility due to a variety of issues has bsen acknowledged and denied. The
final Director‘s Decision is still under review. This decision has been
delayed until the Department of Justice completes its review of possible
criminal violations in regard to whistleblower activities. Additionally,
various allegations have been made at the facility by current and former plant
workers, and these are under review.

IXX. PUTORE LCTIVITY

Region IV has scheduled the inspection activities required to assess the
licensee’'s efforts to restart Unit 2. A public meeting following the
completion of the inspection effort will be held to ascertain whether the
Unit 2 restart CAL should be lifted. The licensee has scheduled May 16, 1994,
as the date for the restart of Unit 2. Based on the preliminary results of
the inspections conducted to date and an assessment of the licensee’'s restart
plan, Region IV anticipates that this date is achievable. The largest threat
to the schedule ies resclution of diesel generator problems.

Unit 2 remains in its third refueling outage and is currently in Mode 5. The
licensee has shifted the majority of the work activitles to Unit 2 to
facilitate completion of restart work activities.



LISTING OF SIGNIFICANT INSPECTIONS CONDUCTED WITHIN
THE PREVIOUS YEAR

DATE OF INSPECTION AREA OF INSPECTION
March-April 1993 Diagnostic Evaluation
December 1993 Employee Concern Program Review

December 1993-January 1994 Operational Readiness Assessment Team Inspection
February -~ April 1994 Continuous Control Room Observations

LISTING OF NRC SENIOR MANAGERS MEETINGS WITH THE
LICENSEE’S BOARD OF DIRECTORS

DATE OF MEETING 2URPOSE NRC MANAGERS ATTENDING

June 3, 1993 DET Exit . Jordan
Pariow
Milhoan

Taylor
Murley
Milhoan

August 4, 1993 HL&P Board

LG oM
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DATA SUMMARY

II.

OPERATIOMAL PERFORMANCE

‘.

Scram Susmary

Unit 1

On February 28, 1994, the unit was manually tripped from 28
percent thermal power because of a failed closed feedwater
regulating valve. An automatic reactor trip would have occurred
because of decreasing steam generator level.

Unit 2

None

Significant Operstor Rrzors

On March 10, 1994, with Unit 1 in Mode 5 an unexpected safety
injection actuation occurred on all three trains during
restoration from a solid state protection system logic functional
test. The reactor operators transitioned from Train S8 to Train R
which resulted in the safety injection actuation signal, a loss of
shutdown cooling and a gravity feed path from the refueling water
storage tank to the reactor coolant system. It wae determined
that the operators had conducted the surveillance test on the
incorrect train and that inadequate management oversight had been
provided in permitting the activity to performed with the plant in
midloop operation.

Exocedures

A number of procedure weaknesses and exampler of licensee
parsonnel failing to follow procedures have been identified since
the last SMM. These include:

the reactor startup procedure did not provide clear guidance
on linearly extrapolating the critical boron concentration,

two temperature switches were replaced in a standby diesel
generator room without first conducting & prejob briefing,

valve maintenance technicians failed to verify the station
component valve identifications matched resulting in work
being conducted on the inccrrect valve,

operators performed a surveillance on the incorrect train
resulting in a safety injecticn actuation signal and loss of
shutdown cooling.

CONTROL ROOM STAFFING

‘.

Numbexr of Licensed Opsrators

(HOLB)

Husber and Length of Shifte
(HOLB )
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III.

C.

Eole of STA

One STA is shared between the two units. They are not assigned to
a specific shift crew, nor do they receive training with a
specific shift crew. STAs do not hold a senior operator’s license.
The STA's primary duty is to act as an accident prevention and
mitigation advisor to the shift supervisor.

Regualiftication Program Evaluation

(HOLB)

PLANT - SPECIFIC AND UNIQUE DESIGN INFORMATION

‘Q

.0

Blant-Specific loformaticp

Owners: Houston Lighting and Power Company
City of San Antonio
Central Power & Light Company
City of Austin

Reactor Supplier/Type: Westinghouse/4-~loop PWR

Capacity, MWT: 3800 MWT
Architect /Engineer: Bechtel
Constructor: Ebasco

Commercial Operation: Unit 1: August 25, 1988
Unit 2: June 19, 1989

Unigue Design Information

Containment: Dry, carbon steel lined, prestressed, reinforced
concrete, cylindrical structure with a hemispherical dome

Emergency Core Cooling Systems: Three high head safety injection,
low head safety injection, and containment spray pumpe; three
safety injection accumulators; three motor-driven, 50 percent
capacity, auxiliary feedwater pumps, one turbine-driven, 50
percent capacity auxiliary feedwater pump per unit

AC Power: Eight 345 kV offeite sources; three 5500 kW Cooper-
Beczamer emergency diesel generators per unit

DC Power: Four sets of batteries powering four independent
<lass 1E 125-VDC subsystems per unit

SIGNIFICANT MPAS OR PLANT-UNIQUE ISSURS

‘.

Genexic Licensing Items

PROJECTS

STATUS OF THRE PEYSICAL PLANT

A

Problems Attributed to Aging
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STP is a relatively new site and noc major aging problems have
manifested themselves. Because of the length of construction,
however, equipment and cowponents are not considered new. There
have been many plant events and forced outages primarily because
of balance-of-plant equipment proulems.

Qther Eardware Issues

Several longstanding problems associated with the EDGse, the main
feedwater system, essential chillers, and MOVe were addressed
prior to the Unit 1 startup. Continuing concerns with the
adequacy of corrective actions to resolve standby diesel gsnerator
fuel injector pump (jerk pump) bolt failures are being addressed
by the licensee.

The maintenance backlog has been reduced; however, the licensee’s
ability to maintain the backlog within reason remains tc be
demonstrated following the return to power operations.

ERA Ingights
(SPSB)

ERA Pxoflle
(SPSB)

Core Damage Precursor Events

(SPSB)
VII. ENPORCEMENT HISTORY
(OE)




- ATTACHED IS_.THE INFORMATION TO BE USED FOR
THE QPPR FOR

SOUTH TEXAS PROJECT ELECTRIC
GENERATING STATION

THE QPPR DISCUSSION WILL BE HELD IN THE DRP
CONFERENCE ROOM

1400 HOURS
JULY 28, 1994

BEACH

. DYER
GWYNN

. DIR/DRS

. COLLINS
SCORANO
YANDELL

. WESTERMAN
POWERS
BARNES
PELLET

. COLLINS

. MURRAY

* K. PERKINS
* B. ANG

* W. BECKNER
* T. ALEXION
* D. SKAY

* SRI

* SENT VIA E-MAIL

MO ~r-ouVnovVv.L®



SOUTH TEXAS PROJECT
EXECUTIVE SUMMARY
QUARTERLY PLANT PERFORMANCE REVIEW 94-03
JULY 28, 1994

SALP CYCLE 010
(AUGUST 2, 1992 THRU SEPTEMBER 24, 1994)

I. OVERVIEW

In general, management influences were evident in the routine day-to-day
activities associated with operating the facility. Improvements noted in the
Unit 1 control room during the reactor startup were a direct reflection on the
implementation of management expectations. Following previous findings that
reflected poor attention to detail of the reactor plant operators, management
developed a plan of iction to correct the problems.

The licensee has been proactive in proposing several improvements to the
Technical Specifications. They hope to take advantage of the 3-train design
at South Texas to reduce some TS requirements. The licensee has found that
this unique design has resulted in additional burdens associated with
maintaining the additional train without the compensation expected in terms of
less stringent TSs. The licensee also plans to submit TS change requests that
are PRA-based and some cost-beneficial licensing actions in the near future.
The licensee has actively kept NRR informed of these programs as they
progress. NRR recently issued an amendment that included 10 TS changes based
on PRA and is currently evaluating a proposal to reduce required diesel
generator testing to reduce wear on the diesels. These are seen as positive
steps. The licensee has proposed using PRA to satisfy its commitments for
fire protection but the staff is not prepared to evaluate this unique approach
at this time.

The licensee has been supportive in discussing plant events with NRR in
response to NRR concerns. Some examples of events that resulted in conference
calls are: (1) spurious starts of diesel generators and failure of the fuel
injection pump hold down studs, (2) furmaniting of a leaking steam generator
PORV, and (3) the turbine trip/ reactor trip on 6/25. The licensee was prompt
in providing the appropriate personnel and relevant documentation to respond
to NRC questions.

HL&P senior management has made two visits to NRC Headquarters recently to
meet with he EDO and with the Chairman. These visits demonstrate HL&P's
initiative to facilitate communication. The licensee has actively pursued
meeting with the staff to discuss plans for improvement.

The licensee's response to Generic Letters, surveys, RAls, etc. has generally
been timely. When deadlines could not be met, the licensee anticipated the
need for and requested extensions. The licensing organization at STP appears
to be improving its work planning process and coordinates expected submittal
and response dates with the project manager. HL&P does appear to be
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overburdened currently with the extensive number of improvement programs and
proposed licensing actions, and new submittals have been later than expected.

There have been two instances recently of incorrect information submitted in
LERs. The LERs were subsequently corrected. This appears to be a problem in
communication within the licensee's organization.

I11. SUMMARY OF SIGNIFICANT REGULATORY ISSUES

There were no escalated enforcement actions initiated during this assessment
period. The NRC is presently reviewing a pending DOL case involving the
potential unlawful termination of a contract employee.

IV.  PLANT OPERATIONS

PREVIOUS RATINGS

SALP 91: 2 92: 2

QPPR 93-01: (NC) QPPR 93-02: (NC) QPPR 93-03: (-) SPPR 93-04: (-)

QPPR 94-01: (NC) SPPR 94-02: (NC) QPPR 94-03: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: Overa!l, licensed operator
performance in the control room was found to be good. Generally, shift
turnovers, communications, and response to annunciators improved over the
inspection period. Improvements were noted in the areas of control room
professionalism, pre evolution briefings, implementation of the clearance
order program, self-assessment and corrective action, self-verification,
contro) of operator license candidates, and senior operator command and
control. It was also noted that attention to detail by reactor plant
operators had improved significantly. The operators response to the Unit 2
reactor trip and loss of secondary plant electrical power was generally very

good.

Some weaknesses and inconsistencies continued to be noted in the areas of:
control room communications, procedural controls, and control room logkeeping.
Additionally, reactor operators did not always follow through to determine the
cause and correct the problems initiating plant annunciators. A lack of
management attention to previously identified concerns involving Technical
Specification required channel checks and use of danger tags for controlling
locked equipment resulted in additional problems occurring. Several secondary
plant configuration control problems were also identified.

The Integrated Assessment Team Inspection scheduled for August 1994 will
provide a current review of this area prior to the completion of the SALP
period in September. A total of 192 core and 316 regional initative hours
have been added to 40500 to accomplish this task.

MIP RECOMMENDATICONS: No change to the MIP is recommended.



V. MAINTENANCE
PREVIOUS RATINGS

SALP 91: 2 92: 20
QPPR 93-01: (-) QPPR 93-02: (-) QPPR 93-03: (-) SPPR 93-04: (-)
OPPR 94-0]1: (NC) SPPR 94-02: (NC) QPPR 94-03: (+)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: Maintenance practices observed
during this inspection period supported continued plant operations. Equipment
was properly removed from and returned to service and post-maintenance testing
indicated that the equipment had been properly repaired and would continue to
perform its intended safety function. Increased first line supervision and
improved self-verification techniques were observed in the field; however,
these principles were not clearly delineated in the maintenance administrative
procedures. The maintenance backlog has continued to decline and plant
material condition has been good.

In general, the plant surveillance testing implemented Technical Specification
surveillance requirements, was p-rformed in a controlled manner, and supported
-ontinued plant operations. Continued problems were noted in the use of
procedures involving failure the failure to perform a test in the required
sequence and the use of the incorrect surveillance test data sheet.

The Integrated Assessment Team Inspection scheduled for August 1994 will
provide-a current review of this area prior to the completion of the SALP
period in September.

MIP RECOMMENDATIONS: No change to the MIP is recommended.

VI.  ENGINEERING
PREVIOUS RATINGS

SALP 9]: 21 92: 2
QPPR 93-01: (NC) QPPR 93-02: (NC) QPPR 93-03: (-) SPPR 93-04: (NC)
QPPR 94-01: (NC) SPPR 94-02: (NC) QPPR 94-03: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: In general, engineering
activities were good, and provided appropriate support to operations and
maintenance. Improved engineering support could reduce repetitive secondary
system equipment problems. Throughout the restart efforts, the system
engineers’ knowledge showed improvement.

The engineering personnel’s responses to the failure of a standby diesel
generator fuel injection pump and a containment pressure transmitter were
good. Appropriate interface with the vendor anc cclculations of transmitter
accuracy permitted the timely return to service of two transmitters in
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question. There were however several concerns identified with the engineering

support for the IST program which in the aggregate were identified as an
oveRall ST program weakness.

The Integrated Assessment Team Inspection scheduled for August 1994 will
provide a current review of this area prior to the completion of the SALP
period in September.

MIP RECOMMENDATIONS: No change to the MIP is recommended.

VII. PLANT SUPPORT

PREVIOUS RATINGS

SALP 94

SPPR 93-04: (-) QPPR 94-01: (NC) SPPR 94-02: (NC) QPPR 94-03: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: The radiation protection
organization performance remained strong; however, a failure to control
contaminated zones in accordance with radiological program procedures and
indications that personnel were eating inside the RCA were identified. The
licensee's plant housekeeping activities were generally good. The new
management in the security organization is viewed as a positive step to
correcting long standing problems with that organization’s performance, but
several concerns remain in the security area involving both hardware and

personnel issues.

The Integrated Assessment Team Inspection scheduled for August 1994 will
provide a current review of this area prior to the completion of the SALP

period in September.

MIP RECOMMENDATIONS: No change to the MIP is recommended.
VIII. TIA STATUS

There are no open TIAs.



IX. MAJOR SITE ACTIVITIES

COMPLETED

9230 - MOVATS Inspection

9235 - 0STI

9327 - Check Valve TI 2515/110

STIR

DET

9352-Employee Concerns Program

Operational Readiness Assessment Team Inspection - December

1993 /January 1994
Regional based Restart Inspection activities
Augmented 24-hour startup coverage

PLANNED

Integrated Assessment Team Inspection-August 1994
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QUARTERLY PLANT PERFORMANCE REVIEW 94-03
JULY 28, 1994

SUMMARY OF MIP CHANGES - UNIT 1

MODULE TITLE AREA ADD/ FM T0 l DELTA
CHANGE

NET CHANGE

SOUTH TEXAS PROJECT

QUARTERLY PLANT PERFORMANCE REVIEW 94-03
JULY 28, 1994

SUMMARY OF MIP CHANGES - UNIT 2

MODULE TITLE AREA ADD/ FM T0 DELTA
CHANGE

NET CHANGE

[ S e ST ==



ATTACHED IS THE INFORMATION TO BE USED FOR
THE SPPR FOR

SOUTH TEXAS PROJECT ELECTRIC

THE SPPR DISCUSSION WILL BE HELD IN THE DRP

. BEACH

. GWYNN

. COLLINS

. CHAMBERLAIN
PERKINS
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WESTERMAN
POWERS
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*B. ANG
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SOUTH TEXAS PROJECT

EXECUTIVE SUMMARY
SEMIANNUAL PLANT PERFORMANCE REVIEW 94-02
APRIL 20, 1994

SALP CYCLE 010
(AUGUST 2, 1992 THRU SEPTEMBER 24, 1994)

I OVERVIEW

Both units were shutdown for most of the assessment period, as a result of
many concerns identified by Region IV, the Diagnostic Evaluation, and the
licensee. Poor performance has been recently identified in maintenance
activities, particularly in the ar 3 of control of contractor personnel;
however, overall licensec performance has improved. The plant's material
condition has improved si?nificantIy; the maintenance backlog has been reduced
and approaches a manageable level; specific hardware issues are nearing
resolution; and the post-maintenance testing and corrective action programs
and the engineering backlog problems have improved.

Since the Confirmatory Action Letter (CAL) for Unit 1 was lifted on February
15, 1994, the unit has entered Modes 2 and 1. On February 28, while at 28
percent power and increasing to 50 percent power, Feedwater Regulating Valve D
failed shut, ultimately resulting in the reactor being manually tripped by
control room operators, prior to receiving an automatic reactor trip from low
steam generator level. Following the trip, a primary-to-secondary leak was
identified in Steam Generator C, and was subsequently quantified at
approximateiy 160 gallons per day. The licensee decided to cool down, enter
midloop operation, and repair the leak. Following repairs to the steam
generator, while in mid-loop operation on March 10, an inadvertent safety
injection actuation and loss of RHR for about 5 minutes was caused by operator
errors during Solid State Protection System testing. Following evaluation,
corrective actions, and a management meeting in the NRC office on March 16,
the unit was restarted on March 21. The unit reached 100 percent power on
April 7.

Unit 2 has completed fuel reload and is presently in Mode 5. The licensee’s
restart plan indicates Mode 3 in May and full power operation in June 1994.
Critical path items include resolution of Emergency Diesel Generator 22
problems and completion of integrated engineered safety feature actuation
system testing.

The licensee is developing a corrective action process which will consist of
all station problems being identified using a single entry document. These
problems will then be initially dispositioned by the first line supervisor,
who will determine whether the problem is a hardware or a soft issue. Based
on this decision, the resolution of the problem will be conducted utiiizing
the service request, plant change form, station problem report, or other
system. The revised corrective action program at South Texas has similarities
to other Region IV licensee's single entry document corrective action
programs. The licensee acknowledges that they av: a significant amount of

v



procedure revision, training of personnel, and implementation work to
accomplish prior to placing this new system in operation.

II. PERFORMANCE INDICATORS

The long term performance indicators (90-4 to 93-3) still show the number of
automatic scrams recorded by Unit 2 trended higher than the peer group, with
significant events, safety system failures, and forced outage rate trending
higher than the peer group for both units.

The short term SHUTDOWN performance indicators and to a lesser extent the leng
term indicators reflect some improved performance. However, there have been
several SSAs and SSFs for both units that are not yet reflected in the
performance indicator data. These include a failure of a diesel generator to
load because of a failed field flash, a manual reactor trip because of a
failed feedwater regulating valve, a safety injection actuation signal because
of operator error, inoperable batteries on the emergency ventilation system
and inadvertent emergency diesel generator starts.

I11. SUMMARY OF SIGNIFICANT REGULATORY ISSUES

There were no escalated enforcement actions initiated during this assessment
period. A concern was identified for the personnel performance and management
controls which lead to the engineered safety veatures actuation signal. There
have also been several examples of contract workers working on the wrong
component, failing to follow procedures, and failing to exercise adequate
self-verification. In.addition, equipment clearance order and configuration
control problems have been identified; these later problems were not confined

to contract workers. A recent finding by the resident inspectors identified
the containment sumps as having unacceptanle gaps and openings in their cover
screens. The licensee had not responded effectively to prior NRC information
notices on this subject.

IV.  PLANT OPERATIONS

PREVIOUS RATINGS

SALP 91: 2 92: 2

QPPR 93-01: (NC) QPPR 93-02: (NC) QPPR 93-03: (-) SPPR 93-04: (-)
QPPR 94-01: (NC) SPPR 94-02: (NC)

STRENGYHS: The licensee has implemented 6-shift control room staffing.
Additional reactor plant operators (RPOs) “ave also been hired and are
presently in training; these new RPOs are intended to relieve shortages that
have contributed to excessive overtime, operator errors due to overwork, and
tight shift scheduling due to limited numbers of non-licensed operators. An
additional RPO has been added to each crew.

Overall performance of plant operations was genera’'y 300d. It was noted that
professionalism in the control room, and attentiven.s: to plant indications

2 N
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and alarms was good. The level of oversight of the operation of the plant by
the senior reactor operators was good, and the licensee appeared to have
succeeded in reducing both the level of general traffic in the control room
and the burden on operators from work start, post-maintenance testing
oversight, and maintenance planning and scheduling; weak areas that had been
evident in the past and had been noted by the Diagnostic Evaluation and other
NRC inspections. During the reactor trip and subsequent transient on February
28, the shift inspectors noted good to excellent performance by the control
room staff. RPO attention to detail in identifying component deficiencies
has been noted as another weakness.

WEAKNESSES: There were weaknesses noted with communications in some crews, as
evidenced by an absence of formality in communications with other members of
the licensee's staff and acknowledgements and repeat-backs of reports.
Additionally, operators’ use of self-verification was inconsistent, and in
some cases failed to meet management’s expectations. An example involved the
operator performance and lack of management controls which lead to the
engineered safety features actuation signal. The inspectors also noted
examples of weak procedural compliance, as evidenced by a violation cited for
the deletion of procedural steps without reviews being performed as

procedurally required.

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: Overall, operations performance
has shown some improvement in the conduct of routine activities and their
ability to direct plant operations. However, the licensee’s performance
continues to reflect problems with the use of self-verification and their
ability to consistently meet management's expectations.

MIP RECOMMENDATIONS: The MIP will be assessed during the STP panel meeting on
April 19, 1994. The recommendations from this meeting will be presented

during the SPPR meeting.

v. MAINTENANC

PREVIOUS RATINGS

SALP 91: 2 9z: 2D

QPPR 93-01: (-) QPPR 93-02: (-) QPPR 93-03: (-) SPPR 93-04: (-)
QPPR 94-01: (NC) SPPR 94-02: (NC)

STRENGTHS: It was determined that the licensee had successfully achieved
their goal of reducing the service request (SR) backlog to less than 1000 open
power production SRs. Although a significant number of SRs were generated
during the plant’s escalation to power, through effective utilization of the
operations work control group (OWCG), backlog numbers were not increased
significantly and remain at approximately 1200 open SRs. The maintenance
rover concept of working minor maintenance activities by qualified craft
permanently assigned to the OWCG has resulted in the licensee improving their
efficiency in completing work and has permitted them to maintain the backlog

-4-



numbers at what appears to be a manageable number. The plant’s material
condition has been much improved over the past operating periods.

The licensee continues to work off high priority items in an acceptably timely
fashion. Their resolution of main contro)l board deficiencies and inoperable
automatic functions continues. The numbers of outstanding main control board
deficiencies and inoperable automatic functions has increased slightly since
the CAL was lifted, primarily due to the return to service of systems, and the
subsequent identification of problems. The licensee’s efforts have been
successful in reducing the previously identified burden on both licensed and
non-1licensed operators because of main control board deficiencies and
inoperable automatic functions.

WEAKNESSES: Although the licensee has thus far been successful in maintaining
the SR backlog at a reasonable level, there have been a number of examples of
recurrent equipment malfunctions and failures that are indicative of a less
than fully effective resolution of past hardware problems. These problems are
especially troublesome due to their existence prior to the long forced outage
of both units, and the fact that they appear to have persisted through
extensive rework and improvements made to balance-of-plant and other
equipment .

Concerns were identified with management oversight of the maintenance process,
including inadequate control of scheduling pressure. One problem was the
licensee’'s apparent reluctance to test reactor containment building 48-inch
purge valves, in accordance with the requirements of the ASME Section XI and
the 1S. The re have been several failures to properly implement equipment
clearance orders, but none have been identified since January 1994.

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: The licensee has been effective
in the maintenance backlog fo: Unit 1. However, its ability to maintain the
backlog within the established goals has not been tested once resources are
moved to Unit 2. Continuing secondary equipment problems represent a
continuing concern in this area. Management involvement to ensure scheduling
pressures do not result in inappropriate scheduling decisions was not
effectively applied. Personnel performance has been mixed but improving

MIP RECOMMENDAT'ONS: The MIP will be assessed during the STP panel meeting on
April 19, 1994, The recommendations from this meeting will be presented
during the SPPR meeting.

VI. ENGINEERING

PREVIOUS RATINGS

SALP 91: 21 92: 2

QPPR 93-01: (NC) QPPR 93-02: (NC) QPPR 93-03: (-) SPPR 93-04: (NC)

QPPR 94-01: (NC) SPPR 94-02: (NC)



STRENGTHS: The licensee has added engineers to several of their
organizations; for example, the number of full time HLAP design engineers has
been increased and the vendor technical information program has added two
engineers, bringing the total to three. In addition to these manpower
increases, the licensee has adapted a more rigorous and state-of-the-art
engineering tracking and management system. This computer tracking system is
capable of being updated on a daily basis by supervising engineers and weekly
planning meetings are conducted with these supervising engineers and
engineering managers in order to fine tune the workload, and shift resources
or work assignments to support emergent plant requirements.

Additionally, the licensee’s budget for engineering enhancements to update
vendor manuals and drawings has been increased substantially for calendar year

1994.

WEAKNESSES: System engineer knowledge has shown improvement; however, were
observed by NRC shift inspectors providing non-conservative guidance to
operators. Repetitive equipment failures indicate a need for more thorough

failure analysis.

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: In general, engineering
activities have been good, providing appropriate support to operations and
maintenance. It was noted that there have been few changes ‘n the licensee’s
performance in engineering since the CAL was 1ifted. The e .essive
engineering backlogs identified by the Diagnostic Evaluation and other NRC
inspections were adequately addressed and documented during Restart Issue
inspections. Since that time, the licensee has concentrated on routine
management of engineering activities and enhancing their processes.

MIP RECOMENDATIONS: The MIP will be assessed during the STP panel meeting on
April 19, 1994. The recommendations from this meeting will be presented

during the SPPR meeting.

VII. PLANT SUPPORT
PREVIOUS RATINGS

SALP 94:
SPPR 93-04: (-) QPPR 94-01: (NC) SPPR 94-02: (NC)

STRENGTHS: The radiological program implementation continued to be a
strength. An inspection in January found the radiological environmental
monitoring program to be excellent with thorough QA audits and strong internal
program reviews. A routine security inspection performed in January found
proper implementation of alarm stations and communications, properly
maintained isolation zones.

WEAKNESSES: Some long standing security equipment problems remain to be
resolved but the licensee has budgeted the necessary equipment upgrades.



PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: The radiation protection
organization performance remained strong. Previous performance concerns in
EP have been corrected. The new management in the security organization is
viewed as a positive step to correcting iong standing problems with that
organization’s performance.

MIP RECOMENDATIONS: The MIP will be assessed during the STP panel meeting on
April 19, 1994. The recommendations from this meeting will be presented
during the SPPR meeting.

VIII. TIA STATUS

There are no open TIAs.

IX. R _SIT T 1ES
COMPLETED
. 9230 - MOVATS Inspection
. 9235 - OSTI
. 9327 - Check Valve TI 2515/110
. STIR
e DET
® SPEAKOUT Inspection
° Operational Readiness Assessment Team Inspection - December

1993 /January 1994
PLANNED

. Several Regional based inspections during the Restart Inspection
activities

X. ENCLOSURES

Master Inspection Plan Report 2
IFS Report 1
Performance Indicators
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SOUTH TEXAS PROJECT

SEMIANNUAL PLANT PERFORMANCE REVIEW 94-02
APRIL 20, 1994

SUMMARY OF MIP CHANGES - UNIT 1

MODULE TITLE AREA  ADD/ 7] T0

1 CHANGE
73756 Inservice Testing M A 0 35

NET CHANGE |

‘Justification:

73756-03 RI provide hours to review review implementation of IST program
including installed instrumentation.

SOUTH TEXAS PROJECT

SEMIANNUAL PLANT PERFORMANCE REVIEW 94-02
APRIL 20, 1994

SUMMARY OF MIP CHANGES - UNIT 2

TITLE AREA ADD/ FM
CHANGE

Inservice Testing A

Plant Restart A

Corrective Action A
NET CHANGE ' '

73756-03 RI to provide hours to review implementation of IST program
including installed instrumentation.

‘Justification:

71715-03 RI to provide Unit 2 sustained control room observation during
restart.

92709-09 RI to review Unit 2 restart issues.
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SOUTH TEXAS PROJECT

EXECUTIVE SUMMARY
QUARTERLY PLANT PERFORMANCE REVIEW 94-01
JANUARY 18, 1994

SALP CYCLE 010
(AUGUST 2, 1992 THRU JULY 2, 1994)

1. OVERVIEW

Both units have remained shutdown the entire quarter, as a result of many
concerns identified by Region IV, the Diagnostic Evaluation, and the licensee.
Poor performance has been recently identified in maintenance activities,
particularly in the area of control of contractor personnel; however, overall
licensee performance has improved. The plant’s material condition has
improved significantly; the maintenance backlog has been reduced and
approaches a manageable level; specific hardware issues are nearing
resolution; and the post-maintenance testing and corrective action programs
and the engineering backlog problems have improved.

I1.  SUMMARY OF SIGNIFICANT REGULATORY ISSUES

No significant regulatory issues have been identified during this quarter;
however, a trend has developed concerning the licensee’s effectiveness in
management and oversight of contract workers. There have been several
examples of contract workers working on the wrong component, failing to follow
procedures, and failing to exercise adequate self-verification. In addition,
equipment clearance order and configuration control problems have been
identified; these later problems are not confined to contract workers. A
recent finding by the resident inspectors identified the containment sumps as
having unacceptable gaps and openings in their cover screens. This deficiency
could permit debris larger than the design permits to enter the suction of the
safety-injection pumps and potentially clog the containment spray nozzles or
block flow channels in the fuel assembles.

IT1. PLANT OPERATIONS
PREVIOUS RATINGS
SALP 91: 2 92: 2

QPPR 93-01: (NC) QPPR 93-02: (NC) QPPR 93-03: (-) SPPR 93-04: (-)
QPPR 94-01: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: (NC) Performance trend; control
room professionalism and decorum has improved. The licensee’s efforts to
remove istractions from the control room has been successful and the addition
of the .ixth shift to the control room staff is viewed as positive. Several

recent equipment clearance order and configuration control problems have been
identified.

=3




IV.  MAINTENANCE

PREVIOUS RATINGS

SALP 91: 2 92: 20

QPPR 93-01: (-) QPPR 93-02: (-) OQPPR 93-03: (-) SPPR 93-04: (-)

QPPR 94-01: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: (NC) Performance trend. The
maintenance backlog has been significantly reduced; however, there is limited
implementation information that would permit concluding that the licensee is
able to maintain the maintenance backlog numbers at manageable levels. Recent

problems have been identified in the area of contractor oversight and work
performance.

V.  ENGINEERING

PREVIOUS RATINGS

SALP 91: 21 92: 2

QPPR 93-01: (NC) QPPR 93-02: (NC) QPPR 93-03: (-) SPPR 93-04: (NC)
QPPR 94-01: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: (NC) performance trend.

Engineering backlog numbers have been successfully reduced; restart activities
continue to assess the licensee’s efforts in this area.

VI.  PLANT SUPPORT

PREVIOUS RATINGS

SALP 94:

SPPR 93-04: (-) QPPR 94-01: (NC)

PERFORMANCE ASSESSMENT WITH RECOMMENDATIONS: (NC) performance trend. The
weakness previously identified in emergency preparedness have been corrected.

New management in the security department is viewed as a positive. Good
performance in radiation protection continues.

VII. TIA STATUS

There are currently no open TIA’s,



VIII. MAJOR SITE ACTIVITIES

COMPLETED

. 9230 - MOVATS Inspection

. 9235 - 0STI

. 9327 - Check Valve TI 2515/110

® STIR

. DET

e SPEAKOUT Inspection

. Operational Readiness Assessment Team Inspection - December

1993 /January 1994--Week 1 completed
. Several Regional based Restart Issue Inspection activities have

been completed

PLANNED
. Oparational Readiness Assessment Team Inspection - December
1993,/January 1994--Week 2 scheduled for January 13-21, 1994
. Several Regional based inspections prior to and during the Restart
activities
IX.  ENCLOSURES

1. Master Inspection Plan Report 2
2. [IFS Report |



SOUTH TEXAS PROJECT

QUARTERLY PLANT PERFORMANCE REVIEW 94-01
JANUARY 18, 1994

SUMMARY OF MIP CHANGES - UNIT 1

MODULE TITLE AREA ADD/ FM T0
CHANGE
71715 Sustained Control Room OPS
and Plant Observations
71707 Operaticnal Safety (1] A 0 30° +30
Verification
92701 Followup SA/QV A 0 5’ +5
92720 Corrective Action SA/QV A 0 60* +60
83750 Occupational Radiation PS a 0 35* +35
Exposure
NET CHANGE +634
‘Justification: 24-hour coverage of the Unit 1 Restart for three weeks
*Justification: Special Inspection on Containment Sumps
‘Justification: Service Request Backlog Restart Inspection
‘Justification: Service Request Backlog Restart Inspection
*Justification: Extended SALP Cycle requires additional inspection in this
area
SUMMARY OF MIP CHANGES - UNIT 2
MODULE TITLE AREA ADD/ FM T0 DELTA

And Plant Observation

CHANGE
71715 Sustained Control Room oPs A 0 168" | +168

71707 Operational Safety (1] A 0 30° +30
Verification
83750 Occupational Radiation PS A 0 3§’ +35
Exposure

NET CHANGE
w

‘Justification: 24-hour coverage of the Unit 2 Restart for one week

‘Justification: Special Inspection on Containment Sumps

+233

‘Justification: Extended SALP Cycle requires additional inspection in this

area



Areas Inspected: Routine, unannounced inspection of plant status,

onsite followup of events, operational safety verification, maintenance and
surveillance observations, preparation for refueling (Unit 1), followup of a
previously identified violation, followup of three inspection followup items,
management meeting, and Temporary Instruction 2515/109.

Strengthg:
None

Weaknesees

Performance in the areas of plant operations and operational support was
generally good; however, operator inat antion contributed, in part, to a
condition that resulted in the terminal vo.itage of a safety-related
battery being less than the Technical Specification (TS) minimum
required voltage.

Ik 93-3% Tapias. Evans

Areas Ilngpected: Routine, unannounced inspection of plant status, onsite
followup of events, operational safety verification, engineered safety feature
system walkdown (Unit 2), maintenance observations, refueling activities

{Unit 1), management meeting, reliable decay heat removal during outages
(Temporary Instructiofh 2515/113), followup on previously identified
violations, inspection followup items, and licensee event reports.

Stxengathe.

A walkdown of the Unit 2 auxiliary feedwater system was performed and
all components were identified as being properly positioned to support
system operation.

Weaknesses:

A Notification of an Unusual Event was declared when three Unit 1
emergency diesel generators were out of service simultaneously. The
declaration of the Notification of Unusual Event was late because of a
shift supervisor failed to follow an Rmergency Plan implementing
procedure.

The licensee experienced five engineered pafety features actuations
during the inspection period. Two events were caused by equipment
failure, two by procedure deficiencies, and one by human error.

Although the events were not significant in nature, the number of events
indicated a negative performance trend in the area of plant operations.
Two of these events constituted violations of NRC requirements.

Low terminal voltage of a safety-related battery went unnoticed by plant
operatore for approximately 7 hours. A similar event occurred 4 days
earlier.



Mar 1993 QPFR
IR 92-32 Tapis, Evans

Routine, unannounced inspection of plant status, operational
latcty verification, engineered safety feature system walkdown (Unit 1),
maintenance and surveillance observations, complex surveillance (Unit 1),
refueling activities (Unit 1), followup on previocusly identified vioclations,
and licensee event report follovup.

Stxengtha:

A walkdown of the Unit 1 Clase 1E 125 volt direct current power system
wae performed. All components were correctly aligned and a good level
of housekeeping was noted in the Electrical Auxiliary Building.

Weaknesses

The falsification of reccrds (log sheets) by two chemical operators
resulted in their dismissal.

An acid spill occurred because of weaknesses in the egquipment clearance
order procedure.

Failure to monitor plant drainage points resulted in an air handling
unit failure and halon actuation because a plugged drain did not allow
condensation to be diverted away from the air handling unit, causing an
electrical short.

The implementation of the reactor trip prevention program may have
precluded Unit 2 from tripping when the startup feedwater pump tripped
off line with a eteam generator feedwater pump out of service for
maintenance .

AR £3-35 Q811

: Non-routine, unannounced inspection of sustained control
room observations, observation of maintenance and surveillance activities,
technical support for operations, review of equipment hardware and corrective
actions implemented to resolve deficiencies, and plant area tours.

Strengthe.

The team noted several notable strengthe in the area of plant
operations. Control room decorum and operator professionalism was good.
Excellent operator communications were noted. Shift turnover activities
were well conducted.

Operator response to alarms and control board indications was very good.

The operators maintained excellent control of equipment status.
Bquipment clearance orders were well documented and appropriately
implemented. ‘The operators logs accurately reflected plant evolutions
and equipment status. Inoperable safety-related equipment was
accurately documented in the operability tracking logs.

The team concluded that operations was generally well supported by other
plant organizations.

The team noted that housekeeping has improved; however, some decline was
noted during che 2 weeks the team was onsite.

Weaknegses:

The team identified an issue of minor safety significance for a fire
door which did not satisfy the National Fire Prevention Association



requirements and transient combustibles being in a diesel generator room
without the required combustible fire load permit. The licensee
promptly addressed these conditicns.

It was noted that procedures for which the biennial review had been
completed still had outstanding field change notices posted against
them. Because the procedure review process for the biennial review was
not as extensive as that required for procedure reviews, the team was
concerned that the less formal procedure review process, along with the
policy not to incorporate all field change notices at the time of the
bionn;l; review, may not ensure that high-quality procedures were always
provided.

IR 92-26 Tepia. Evans

Areag Inspected Routine, unannounced inspection of plant status, ongite
followup of events, operational safety verification, maintenance and
surveillance observations, preparation for refueling (Unit 1), and followup on
a previously identified inspection followup item, three deficiencies, and six
ocbservations.

Strenathe;
None
¥eaknegses:

An EDG was unintentionally tripped during a maintenance run because of
inadequate venting of the lubricating oil piping.

IR 23-01 McKernon

Areap Inpgpected: Special announced inspection of the licensed operator
requalification program, which included a review of administrative controls
for licensed operator training, and observation of operators during the
conduct of facility licensee annual licensed operator requalification
examinations. The team also observed the performance of the examination
evaluatore in the simulator and during in-plant walkthroughs. The inspectors
used the guidance provided in Temporary Instruction 2515/117, Revigion 0,
issued December 8, 1992.

Stxengthe;
Operatore’ performance during the operating examinations was good.
Weaknegses.

There appeared to be a prior lack of operations commitment to training
needs identification.

July 1932 OPPR
3R 93-04 Tapia. Evans

Routine, unannounced inspection of plant status, onsite
followup of events, operational safety verification, maintenance observations,
preparation for refueling (Unit 2), followup on a previousl: identified open
item, and licensee event report followup.

Strengthe:

None



Weaknesees

. The failure to maintain the minimum shift crew composition during Mode 4
operation was a viclation of TS requirements. The cause of the event
wag human error.

. A reactivity management issue was identified when plant operators
accidently diluted the reactor coolant system while they were attempting
to add boron to the reactor ccolant system. The cause of the event, in
part, was inadequate understanding of boron thermal regeneration system
operation during shutdown conditions.

IR _23-05 Satorius

: A special inspection was conducted to determine the events
surrounding the failure of the turbine driven auxiliary feedwater
pumps (TDAFWPs) to start on demand in both Units 1 and 2. The inspection also
reviewed a previously identified unresclved item involving the failure to
satisfy Technical Specification (TS) reqguirements relative to Unit 1 emergency
diesel generator (EDG) availability and mode change restrictions.

Strengths;
None
Weaknegges:

A violation involved a failure to follow procedures in accordance with
the requirements of TS 6.8.1.a. Unauthorized valve positioning of
Unit 2's Main Steam Valve (MS) S17 resulted in an overspeed trip on
demand of the Unit 2 TDAFWP.

IR 93-07 AIT

Areap Inppected: In accordance with NRC Inspection Manual Chapter 0325, an
AIT was dispatched to South Texas Project EBlectric Generating Station (STPLGS)
on February 5, 1993, to review the circumstances surrounding the repetitive
overspeed tripping of the Unit 1 turbine driven auxiliary feedwater

pump (TDAFWP), and the failure of the Unit 2 TDAFWP to start on demand.

Strengthe.
None
Weaknesses:

The team noted that the control room loge typically did not identify
mode changes, plant heatup or cooldown conditions, and were inconsistent
in their logging of test procedure initiaticn or completion.

IR _92-08 Runyan
Areas Inppected: Nonroutine, announced, special inspection of technical issues
associated with the failure of motor-operated valve SI-31A, Unit 2, &and the

licensee’'s identification of five Unit 1 residual heat removal system
motor-operated valves that were experiencing excessive torgue.

Strengths;

None



Weaknesges

During the sequence of events following the valve failure, SI-31A may
have been torqued in excese of its actuator rating by application of
excessive force to the manual handwheel. At the time of the inspection,
the licensee had not addressed this potential problem.

IR 93:09 Singh

Areas Inspsected: Routine, announced inspection of the licensee’'s fire
protection/prevention program.

Strengths.

The inspection verified that the licensee has maintained an effective
fire protection/prevention program.

Weaknegges:
None
IR _93:-31 Tapis. Evaos

Areas Inspected: Routine, unannounced inspection of plant status, operational
safety verification, maintenance and surveillance cbsgervations, refueling
activities (Unit 2), followup un previously identified violations and open
items, and licensee event report followup.

Strengths:
None
Weaknesses:

“ A violation of Technical Specifications occurred in Unit 2 when the
plant operators failed to place two ventilation trains in the mode
required by an action statement within the required time interval. The
event was caused by a combination of operator oversight and reliance on
an uncontrolled computer generated printout of the operability tracking

log.

“ A failure to follow procedures resulted in the loss of a nonclass
electrical buss, which led to an unplanned reactor coolant system
cooldown.

@ Multiple violations of Technical Specifications occurred in Unit 1 when

the plant operators failed to maintain an operable boron injection flow
path and centrifugal charging pump during control rod testing. The
causee of the event were inadequate operability tracking log review and
postmaintenance testing. This event indicated that additional
management oversight of the operability tracking log process is
warranted.

iR _93-12 Tapis

Areas Inspected: Nonroutine, announced, special inspection of technical
issues agsociated with undersized 120 volt vital ac fuses.

strengths:

Reactor operators responded well to a loss of Resicdual Heat Removal
during Mode 5 operation.



92-029 11-25-92 v Failure to Follow an Approved Procedure.

92-029 11-25-92 v Failure to Follow an Approved Procedure.

93-011 05-21-93 v TS violation due to boron injection flow path
being operable during control rod testing.

Unag 2

92-029 11-25-92 v Failure to Follow an Approved Procedure.

92-029 11-25-92 v Failure to Follow an Approved Procedure.

93-004 04-16-93 v Both SRO's Absent From the Control Room

93-011 05-21-93 v TS violation due to control room ventilation
being in the incorrect lineup.

LERs SINCE BEGINNING OF SALP PERIOD

Unat 1

92-012 09-03-92 Entry into TS 3.0.3 due to both channels of DRPI
becoming inoperable.

$2-015 10-03-92 Unplanned ESG actuation for a Component Cooling
Water Pump due to operator inattention.

92-020 12-09-92 Toxic Gas Monitor Found in the Non-Tripped
Condition

93-013 04-08-93 TS violation due to performing positive
reactivity changes in Mode 5 without a CCP
available.

93-014 04-23-93 TS viclation due to contrcl room envelope HVAC
not operated in the correct mode.

Unig 2

92-010 12-27-92 Manual Reactor Trip Due to FWRV’'s Failing Shut

93-003 02-03-93 TS 3.0.3 entry due to the DRPI system being
incperable.

93-004 02-C3-93 Reactor trip due to low steam generator level.

93-005 02-14-93 Control room unmanned by SRO.

93-007 03-10-93 TS violation due to the contreol room envelope

HVAC not being in required mode of operation.



Arzas Inspected: Routine, announced inspection of radiation protection
program activities related to the 1992 Unit 1 refueling outage (1RE04),
including program changes, planning and preparation, external exposure
controle, internal exposure controls, controls of radicactive materials and
contamination, and the program for maintaining occupational exposures as low
ag reasonably achievable (ALARA).

dtxengths:

® The licensee properly prepared for the refueling outage.

® Qualified contract radiation protection techniciane supplemented the
permanent staff.

. Excellent external controls were implemented.

» Very effective internal exposure controls wvere implemented.

* Superior performance was achieved concerning the control of radiocactive

material and contamination.

£Y The licensee set a challenging person-rem goal for the outage. Because
the outage was extended, the actual person-rem might exceed the goal;
however, total exposure should be relatively low.

Weaknespes:
None

Mar 1993 QPPR
IR 93-35 OQSTI

Areap lugpected: Non-routine, unannounced inspection of sustained contrcl
room observations, observation of maintenance and surveillance activities,
technical support for operations, review of equipment hardware and corrective
actiones implemented to resclve deficiencies, and plant area tours.

Strengths:

None
Weaknesges:

Two events of potential radiological safety significance were observed.
An individual left and reentered the radiologically restricted area on
several occasions, without frisking, while transferring storage drums at
the 60-foot elevation of the maintenance auxiliary building. The team
found that the radiological restricted area boundary had not been
identified to the worker. A second individual violated a radiological
posting by entering the control room while a radiation detector
surveillance was in progrese. The team noted that the radiclogical
posting did not provide a conspicuous barrier t¢ the restricted area.



IR 52-36 Tapis, Evans

Routine, unannounced inspection of plant status, onsite
followup of events, operational safety verification, maintenance and
surveillance observations, preparation for refueling (Unit 1), and followup on
a previously identified inspection followup item, three deficiencies, and six
observations.

Numerous problems with the plant’s toxic gas monitors were experienced
because of equipment malfunctions. Two examples of the failure to
adhere to TS requiremente were identified. One of the TS violations
involved the failure to maintain an out of service channel in the
tripped condition. The second violation involved the failure to perform
a channel check. The licensee’s efforte to improve the reliability and
availability of the toxic gas monitor systems have not been successful .

AR _93-01 McKernmon

ed: Special announced inspection of the licensed operator
requalification program, which included a review of administrative controls
for licensed operator training, and observation of operators during the
conduct of facility licensee annual licensed operator requalification
examinations., The team alsc observed the performance of the examination
evaluatore in the simulator and during in-plant walkthroughs. The inspectors
used the guidance provided in Temporary Instruction 2515/117, Revision 0,
issued December 8, 1992.

Strengths:
None
Weaknesses .

During the inspection a licensee health prysicist entered the
radiological control area without the required dosimetry.

Jul 1993 OPPR
IR 33-18 Ricketson

Areas Inspected: Routine, announced inspection of radiation protection
program activities related to the forced outage of Unit 1 and the Unit 2
Refueling Outage 2RE03, including program changes, planning and preparation,
external exposure controls, internal exposure controls, controls of
radioactive materials and contamination, and the program for maintaining
occupational exposures as low as reasonably achievable (ALARA) .

Strengths:

The licensee made minor changes to ite organization in an effort to
increase the effectiveness of the ALARA group. State-of-the-art
equipment was added to reduce radiation exposures, increase the
efficiency of the radiation work permit generating process, and increase
the amount of information depicted by radiation surveys.

The licensee sufficiently supplemented the permaieat radiation




protection staff and stocked supplies and equipment to prepare properly
for the refueling outage.

Contract radiation protection technicians were rigorously screened and
met qualification requirements. Additional, specialized training was
given to selected radiation workers to reduce exposures and
contamination events.

Excellent external radiation exposure controls were maintained.
Radiation work permits provided appropriate guidance. The content of
pre-job briefings and job coverage by radiation protection perconnel
were excellent. Considerable effort was taken to familiarize radiation
workers with good health physice practices.

All the elements of a superior internal exposure control program were
implemented, and the program has been very effective. The licensee
proceduralized a maintenance program it had lacked for self-contained

breathing apparatuses.

Excellent performance was achieved by controls of radicactive materiale
and contamination. A low number of personnel contaminations had
occurred. Radiological housekeeping within the radiclogical controlled
area was good.

Total radiation exposures for the last refueling outage and for 1992
exceeded the licensee’s goals; however, this was the result of the
outage duration being extended. It appeared that the same may b= true
for Refueling Outage 2KEO3, but the licensee’s total exposures will
likely be below the national average for pressurized water reactors.
Management ‘s “ommitment to maintaining radiation exposures ALARA was

strong.

Weaknesses

92-035 03-03-93 v Two Examples of Weak Radiological Controls
93-011 05-21-93 NCV  Failure to Post an NRC Notice of Violation.
Unat 2

92-035 03-03-93 v Two Examples of Weak Radioclogical Controls
93-011 05-21-93 NCV  Failure to Post an NRC Notice of Violation.
LERg SINCE BEGINNING OF SALP PERIOD

None



. Routine, unannounced inspection of plant status,

oneite followup of events, operational safety verification, maintenance and
surveillance obeervations, preparation for refueling (Unit 1), followup of a
previously ideniified violation, followup of three inspection followup items,
management meeting, and Temporary Instruction 2515/109.

Strenathe:

Weaknesees

The level of housekeeping in selected areas of the facility outside the
radiclogical controlled areas was poor. Several equipment problems,

some of which are recurring, were indicative of the need for increased
management attention to improve the material condition of the facility.

A violation was identified for an inadeguate postmaintenance test of an
essential chiller circuit breaker. This violation occurred because the
corrective actions associated with a similar violation were not properly
implemented.

The repair of a steam generator power operated relief valve actuator was
untimely.

A violation occurred because an instrumentation and controls technician
failed to sign four work instruction steps indicating the performance of
work even though a second technician had signed the correspondine
signature blocks for verification of the work performed.

A minor weakness in a work package associated with an essential cooling
water system preventive maintenance activity was identified.

The inspectors identified examples of temporary procedure changes that
were not being incorporated into procedure revisions in a timely manner.

Unnecessary starts of a standby diesel generator occurred because of a
procedure problem and human error.

A new negative trend was developing in the area of surveillance and test
procedure adequacy. Three examples of inadequate or weak surveillance
procedures were identified during this inspection period, and two of
these resulted in violations.

IR _92-27 McKernon

Areag Inspected: Routine, unannounced inspection of the STP maintenance
program and its implementation.

10 -



strengths:

Mainterance documents and records reviewed were in accordance with the
licensee’'s procedures. The maintenance program appeared tc be
functioning adequately and as intended.

Weaknesses:
None
IR 22-39  NcNiell

Areas Insgpected: Routine, announced observation of work and work activitier
pertaining to inservice inspection of Unit 1. No inspections were performed
of the Unit 2 facility.

Stzenqthe:

The inservice inspection program was found to be very well defined and
effectively implemented.

Weaknegges:
None
IR _22-39 Tapis. Evang

Routine, unannounced inspection of plant status, onsite
followup of events, operational safety verification, engineered safety feature
system walkdown (Unit 2), maintenance observations, refueling activities
(Unit 1), management meeting, reliable decay heat removal during outages
(Temporary Instruction. 2515/113), followup on previously identified
violatione, inspection fcllowup items, and licensee event reports.

strengthe:
None
Weaknesges :

The licensee’'s discovery of inadequate surveillance procedures required
both units to enter Technical Specitications 3.0.3 and 4.0.3. The
inadequate surveillance procedures constituted a violation of Technical
Specification 4.3.2.1.2.1.a. However, a violation was not cited because
the criteria in Section VII.B.2 of the Enforcement Policy were
satisfied.

Electricians failed to initiate a Unit 2 surveillance test on the
correct reactor coolant pump underfrequency device.

During the S5-year inspection of Emergency Diesel Generator 12, numerous
problems were encountered. A check valve seat separated from the swing
arm and resulted in a valid emergency diesel generator failure. A lack
of periodic testing of this check valve will be tracked by an unrescolved
item. An unexplained lockout relay actuation resulted in a second valid
failure. Additionally, the emergency diesel generator was inadvertently
started in the emergency mode.

Corrective actions were taken to improve the availability and the
reliability of the Unit 1 source range monitors. The licensee believes
that the long-standing problems associated with induced electrical
noises in the circuitry have been resolved.

« 11




IR 92-33 Gilbert

Areas Ingpected: Routine, announced inspection of erosion/corrosion monitoring
activities.

Strengthe:
The licensee has developed a good erosion/corrosion program.

The adminigtrative procedures clearly defined responsibilities for the
erosion/corrosion program.

Personnel effectively implemented the ercsion/corrosion program.

Results to date indicate that no significant erosion/corrosion
degradation has occurred in carbon steel piping systems.

Weaknegges

None

Mar 1993 QPPR
iR _92-32 Tapls, Evans

Areap lngpected: Routine, unannounced inspection of plant status, operational
safety verification, engineered pafety feature system walkdown (Unit 1),
maintenance and surveillance cbservations, complex surveillance (Unit 1),
refueling activities (Unit 1), followup on previously identified violations,
and licensee event report followup.

Stxengthe:

Three surveillance tests were witnessed and good self-verification and
supervisory oversight were observed. Two complex surveillances were
effectively performed.

Weaknegses:

The draining of oil from a reactor coolant pump motor, because of a
false level indication, resulted in bearing damage. One of the causes
of the event wae a lack of knowledge of a standing order.

Personnel errore occurred which resulted in work being performed on the
wrong component, train, and unit. A similar example was documented
during a previous, recent, NRC inspection.

The discovery of an inadequate surveillance procedure resulted in a
Technical Specification (TS) 3.0.3 entry. The criteria for enforcement
discretion were satisfied. However, thige was the third example in
recent months in which a deficient surveillance procedure resulted in
one or both units being placed in TS 3.0.3.

The balance of plant (BOP) diesel generators (DGe) recently experienced
a high number of start failures, which had an adverse impact on the
reliability of the DGs.

The liner of Cylinder 6R of Emergency Diesel Generator 13 wae replaced
because of indications of tin transfer. The unintentional automatic
start of an emergency diesel generator was caused by human error and a
deficient procedure. Weaknesses in the development and maintenance of
design drawings were identified when the inspectors noted ar inaccurate
logic drawing.

12




IR 92-35 Q8T

Areas Ingpected: Non-routine, unannounced inspection of sustained control
room observations, cbservation of maintenance and surveillance activities,
technical support for operations, review of equipment hardware and corrective
actions implemented to resolve deficiencies, and plant area tcurs.

Strenaths.

Work activities were clearly controlled through the control room. The
team noted all observed work activities had received the required work
start authority. Activities which reguired entry into limiting
conditions for operation were appropriately considered and the required
actions taken.

The operations staff input into maintenance scheduling was noted to be
very good. 1In general, the team found that work activities were
conducted in accordance with procedure reguirements.

Weaknepges:

The team noted that a lack of qualified instrumentation and control
technicians provided a significant challenge for performing Unit 2 work
activities while the completing che Unit 1 refueling outage.

An instance was identified involving poor wou : planning which resulted
in maintenance personnel having to reinstall the Unit 2 turbine
auxiliary feedwater pump governor valve stem.

Three of the examples of repetitive corrective maintenance included a
repetitive corrective maintenance activity on the Unit 2 turbine-driven
auxiliary feedwater pump; an electrical load sequence problem with an
essential chiller; and design modifications which had not been
implemented on the essential chillers.

The licensee’s implementation of their lubrication control program was
poor. Vendor recommendations for system flush recommendations were not
incorporated into work instructions. Several engineering request for
action documents were not promptly responded to.

IR 92-36 Tepia, Evans

Routine, unannounced inspection of plant status, onsite
tollouup of events, operational safety verification, maintenance and
surveillance observations, preparation for t.fuelxng (Unit 1), and followup on
a previously identified inspection followup item, three deficiencies, and six
observations.

strengthe.
None
Weaknesges:

Unit 2 was manually tripped when a secondary valve failed shut. Several
additional secondary events occurred after the shutdown. Additionally,
four power maneuvers were made because of secondary equipment problems.
Higher levels of management oversight continue to be needed in this area
because of the continuing negative trend in the reliability and
availability of secondary components.

Both units were required to shut down because of the discovery of
incorrectly calibrated components. The event was caused by deficient
surveillance procedures. The failure to develop and maintain safety
related surveillance procedures was a noncited violation of Technical



Specification (TS) requirements. Following the Units 1 and 2 TS 3.0.3
required shutdowns, teams of instrumentation and controls technicians
were assembled to recalibrate suspect amplifiers.

A surveillance test on a supplemental containment purge system valve was
not performed within the required time period specified in the TS. This
was the first example of a failure to satisfy TS requirements and was a
viclation of the facility operating license.

During a plant cooldown to repair a leaking seal weld on a control rod
drive mechanism housing, a steam generator power -operated relief valve
failed to operate because of a defective pressure switch.

Emergency Diesel Generator (EDG) 11 experienced a valid failure to start
during a monthly operability test as a result of excessive exhaust
temperature on a cylinder. The excessive temperature resulted from the
binding of a fuel lever arm which had never been lbricated. This
failure to lubricate resulted from a less than adequate preventive
maintenance (PM) procedure which did not require lubrication of the fuel
lever arm.

In response to a previous commitment to review surveillance procedures
to determine their technical adequacy, a number of deficient procedures
were identified. This was the fourth instance that deficient procedures
were identified during this review. The deficient procedures were
conaidered to be noncited violations of NRC requirements. The high
number of procedures being identified were a concern to the inspectors.
The scope of the surveillance procedure review task force should be
expanded because of the high number of deficient procedures that were
sdentified.

The failure to maintain at least three channels of overtemperature
differential temperature (OTDT) operable was the second example of a
failure to satisfy TS requirements. The cause of the event was a
deficient procedure.

The failure to perform a daily channel calibration on a nuclear
instrument (NI) was the third example of a failure to satiefy TS
requirements. A contributor to the event was the failure of a licensed
operator to record a key entry in the control room logbook.

Problems continue to exist with one source range neutron flux monitor in
Unit 1. This monitor has been intermittently inoperable since the
Spring of 1992,

A crack was found and repaired in the Unit 1 ECW system piping.

Although dealloying and crack problems continue to exist with the piping
of the system, the licensee’'s response to the problems continues to be
prompt and aggressive.

During the performance of a solid state protection system logic
functional test, problems were encountered with a test pushbutton. This
pushbutton has not worked properly eince April 1992. This pushbutton
was echeduled to be replaced during the upcoming refueling outage.

IR 93:-03 Tapias

Areas Inspected: A special inspection was conducted to determine the
circumstances surrounding the drift of nuclear instrumentation setpoints and
the failure of Unit 1 Emergency Diesel Generator (EDG) 13 to start. The
inspection also reviewed previously identified problems with personnel errors.

Strenaths;

Weaknesges

An unresclved item was identified involving EDG availability and mode
change instrucrions.

14



Jud 1993 OPPR
IR _33-04 Taris, Evans

Routine, unannounced inspection of plant status, onsite

followup of events, operational safety verification, maintenance observations,
preparation for refueling (Unit 2), followup on a previously identified open
item, and licensee event report followup.

Strengthe .

None

Weakneases .

Unit 2 experienced two automatic trips during the inspection period.
The first trip was caused by an electrohydraulic control (EHC) fluid
tubing failure. The tubing failure wvas determined to be an igolated
incident that was caused by a defective valve feedback device.

The second Unit 2 trip was caused by a startup feedwater pump trip while
at reduced power operation. This trip could have been prevented,
hovever, past problems with the pump were not corrected in a timely
manner. The failure to correct the pump problems in a timely manner was
identified as a corrective action program weakness. A second weakness,
involving maintenance implementation practices, was also identified.

Both units were required to shut down because of continuing problems
with the auxiliary feedwater system turbine driven pumpe.

The failure to place a reactor coolant system delta-temperature/average

temperature (delta-T/T-avg) loop instrument in the tripped condition was
a violation of Technical Specification requirements. This violation was
caused by inadequate procedure development and review.

The use of the inrorrect measuring and test equipment on a level
transmitter resulted in an engineered safety features (ESF) actuation
signal. The preventive maintenance work instructions did not
specifically state the correct type of test equipment to use for the
application. The failure to have maintenance work instructions
appropriate to the circumstances was coneidered to be a viclation of
Technical Specification 6.8.1 requirements.

A violation of TS wae identified involving the failure to perform
containment pressure channel checks while in Mode 4 operation. This was
the second violation caused by a deficient surveillance procedure.

Numerous events occurred involving secondary plant components which had
a negative effect on primary plant components. Few improvements have
been noted in this area of plant operations despite additional
management oversight. One positive action taken by the licensee
included the development of a steam generator power operated relief
valve action plan.

The licensee's essential chiller reliability and availability rates
continue to be a concern.

Extensive testing of the auxiliary feedwater turbine-driven pump was
performed to verify pump operability and availability. During the
testing process, one maintenance implementation weakness was identified



that resulted in unnecessary test delays. Two lemporary Waivers of
Compliance were needed to complete the required testing during Mode 3
cperation,

iR 93:05 Satorius

. A special inspection was conducted to determine the events
surrounding the failure of the turbine driven auxiliary feedwater
pumpes (TDAFWPs) to start on demand in both Units 1 and 2. The inspection also
reviewed a previously identified unresolved item involving the failure to
satisfy Technical Specification (TS) requirements relative to Unit 1 emergency
diesel generator (EDG) availability and mode change restrictions.

Strengthe.
None

Weaknegses

One violation involved a failure to follow procedures in accordance with
the requirements of TS 6.8.1.a. The failure to follow procedures and
test BDG 13 following painting the machine resulted in its inoperability
from December 29, 1992, to January 22, 1993.

One violation involved a failure to satisfy the requirements of TS
3.8.1.1.b for having three separate and independent standby diesel
generators operable in Modes 1-4.

A violation involved a failure to satisfy the requirements of TS
3.8.1.1, Action f, for restoring at least two operable EDGs within the
TS required outage time while in Modes 1-4.

A viclation involved a failure to follow procedures in accordance with
the requirements of TS 6.8.1.a. Unauthorized maintenance was conducted
by ungualified personnel on the Unit 2 TDAFWP.

A viclation involved a failure to provide a teet program in accordance
with the requirements of 10 CFR 50, Appendix B, Criterion XI. Neither
unit’s TDAFWP had been consistently tested under suitable environmental
conditions to identify deficient conditions that affected operability.

A violation involved a failure to satisfy the requirements of TS
3.7.1.2.b by failing to maintain the Unit 1 TDAFWP operable while in
Modes 1-3.

A violation invoived a failure to provide adeguate procedures in
accordance with the requirements of TS 6.8.1.a. The failure to have
adequate procedures for the adjustment of the Unit 1 governor valve
contributed to the Unit 1 TDAFWP overspeed trips.

IR 93:07 MT

Areas Inspected: In accordance with NRC Inspection Manual Chapter 0325, an
AIT was dispatched to South Texas Project Electric Generating Station (STPEGS)
on February 5, 1993, to review the circumstances surrounding the repetitive
overspeed tripping of the Unit 1 turbine driven auxiliary feedwater

purp (TDAFWP), and the failure of the Unit 2 TDAFWP to start on demand.

Strengthe:

None
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Weaknesses:

For the Unit 1 TDAFWP 14, no definitive root cause was identified.
However, the AIT considered the misadjustment of the governor valve
linkage to be the most probable cause of the overspeed trips. This
misadjustment, which occurred during the previous plant outage, reduced
the governor's ability to control turbine speed.

For the Unit 2 TDAFWP 24 overspeed trip, the root cause was determined
to be a condensate build up upstream of MOV-514 caused by an incorrect
valve lineup combined with an inoperable or degraded steam trap in the
drain line for the steam admission line. This caused a slug of water to
enter the turbine and result in a turbine overspeed.

Contributing causes for these trips that affected both TDAFWPs included:

The use of MOV-514 as the steam admission valve in lieu of MOV-
143. This usage created a problem with the opening time
coordination between MOV-514 and the governor valve. It also
created additional demands on the steam admission line drain
system which could have resulted in a condensate buildup in this
line.

Excessive seat leakage past MOV-514 which had the potential of
reducing the governor control margin,

The AIT concluded that the licensee’'s Preventative Maintenance program
vas being accomplished for the TDAFWPs. The AIT also concluded that the
licensee had performed the proper corrective maintenance on both unit’s
TDAFWPs, when the need for maintenance was identified. However, it
appeared that the corrective maintenance program was only correcting
specific problems. The AIT also noted that maintenance was not
performing root cause analyses to assure that equipment reliability
probleme were being pursued when identified. As a result, it was
evident that recurring problems were not being addressed. It was also
evident that these problems are not being pursued because they are not
being entered into the corrective action system (as evidenced by the
lack of issuance of SPRs) .

The AIT determined that the turbine speed control systems did not
operate as intended. The licensee has committed that they will reset
the linkage using the appropriate vendors to assure that thev are
properly set and will verify that the linkage is adjusted correctly
during subsequent turbine testing. In addition, future adjustments to
the turbine speed control system will be accomplished with the
assistance of appropriate vendore until necessary plant procedures are
verified as adeguate and personnel are properly trained to make such
adjustments.

The AIT determined that the leakage for MOV-514 was considerably above
the manufacturer’'s acceptance criteria, It was noted that the valves
have been repaired so that they are within the proper acceptance
criteria and that the licensee committed that plant operation will not
be conducted with degraded valves. The AIT considered that this seat
leakage reduced the margin during the pump startup such that the
potential for the overspeed was increased.

The AIT noted that the refueling outage (18-month) test had been
performed three times on Unit 1 and one time on Unic 2. The AIT also
noted, however, that there was a wide variance ir the testing conditions
which could have masked turbine performance degricdation. The AIT
determined that only one of these five tests was performed under actual

37



normal standby conditions. The licensee has committed to revise
procedures to insure that all future testing is commenced with the
TDAFWPs in their normal standby condition.

The team noticed examples of poor documentation of work activities.
Examples were an abeence of reasons for changes to procedures and
surveillance data sheets that indicated ancmalies with no explanation
for these anomalies.

IR _93-08 Runyan

: Nonroutine, announced, epecial inspection of technical issues
associated with the failure of motor-operated valve SI-31A, Unit 2, and the
licensee’s identification of five Unit 1 residual heat removal system
motor-operated valves that were experiencing excessive torgue.

Strengthe:
None
Weaknegses :

The licensee identified that Unit 2 had operated from April 1989 to
October 1990 with valve SI-31A inoperable due to a burned out motor,
During that time period, the licensee would have been unable to initiate
hot leg recirculation on the "A" train of low head safety injection,.
This condition was in violation of Technical Specification 3.5.2. This
item was identified as an apparent viclation.

IR 93-09 Singh

: Routine, announced inspection of the licensee’s fire
protection/prevention program.

Ssxengths .
None
Weaknegges:

The licensee failed to implement procedures for control of combustible
and flammable materials, which resulted in a vioclation .

IR 93-10 Johnson
Areag Inspected (Unit 2): Routine, announced inspection of the inservice

inspection program and implementing work activities.
Strengths.
The inservice inspection program was well defined.

Inservice inspection procedures contained sufficient details and
instructions to enable the satisfactory performance of the examinations.

The inservice inspection program was being effectively implemented.
Weaknesses:

None



iR 93:-11 Tapis, Evanp

g ¢ Routine, unannounced inspection of plant status, operational

safety verification, maintenance and surveillance cbservations, refueling
activities (Unit 2), followup on previously identified violations and open
items, and licensee event report followup.

sStrengthse.

None

¥eaknegges:

A surveillance program implementation weakness was identified when a
section of a surveillance procedure was incorrectly performed because of
human error and several subsequent reviews failed to detect the error.

A continuation of a negative trend in personnel performance was noted.
Three examples of work performed erroneously or on the wrong component
resulted from a failure to adequately perform self-verification.

Numerous probleme were experienced during maintenance on an emergency
diesel generator. The failure to correctly assemble a strainer was an
example of a maintenance implementation weakness. The failure of fuel
injection pump mounting bolts was suspected to be the result of improper
torque. The use of an independent firm tc evaluate the bolt failures
wap a proactive initiative on the part of the licensee. A second
example of a weakness in the control and use of vendor supplied
information was identified when a torque setting was not included in
maintenance work instructions.

Two turbine-driven auxiliary feedwater pump surveillance tests were
witnessed. Both surveillance tests were unsatisfactorily completed the
first time they were performed. One maintenance implementation weakness
wvas identified when a recorder was found to be incorrectly connected.

IR 23-33 Paulk

Axeas Ingpected: Reactive, unannounced inspection of motor-operated valve
maintenance activities,

Stxengths:

None

Weaknesges:

The licensee’'s motor-operated valve (MOV) mainterance activities tend to
address the symptoms and not the cause. This has resulted in repeat
maintenance being performed.

The licensee had not issued MOV maintenance procedures in a timely
manner. This was in part the basis for voiding Station Problem
Report (SPR) 920045.

Based on the sample of maintenance instructions reviewed by the
inspection, no degradation of the MOVs was caused by inadequate
maintenance instructions. The maintenance instructions were being
utilized pending development of maintenance procedures.
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IR 83-14 Barnes

Stxengthe:

conditions.

92-026 10-16-92
92-029 11-25-92
92-035 03-03-92
92-03% 03-03-92
92-036 03-05-92
92-036 03-05-92
93-004 04-16-93
93-009 03-31-93
93-011 05-21-93
Unit 2

92-026 10-16-92
92-029 11-25-92

system leakage.

v

NCV

v

v

v

Iv

v

v

Iv

v

NCV

: Nonroutine, announced special inspection of technical issues
associated with identified steam generator primary side manway cover and
secondary side hand hole cover leakage.

Measures were entablished to effectively provide for ongoing
surveillance and corrective maintenance of identified reactor coolant
Similar programmatic controls were not apparent with
respect to identification and evaluation of recurring leakage

Failure to adequately document work completion.

Inadequate surveillance procedures required both
units to enter Technical Specifications 3.0.3
and 4.0.3. The inadequate surveillance
procedures constituted a violation of Technical
Specification 4.3.2.1.2.1.a.

TS Violation - Failure to Adequately Test
Loading Sequencer.

Two Examples of Poor Work Controls That Results
in Fire Protection Violations.

Failure to Provide Adequate Preventive
Maintenance Procedure.

Five Examples of a Failure to conduct TS
Required Surveillances.

Two examples of a failure to adhere to TS
because of inadequate procedures.

Failure to follow procedures in that
combustibles were inadequately stored overnight .

TS violation due to failing to follow procedures
for restoration of an electrical inverter.

Failure to perform an adequate post-maintenance
test.

Inadequate surveillance procedures required both
units to enter Technical Specifications 3.0.3
and 4.0.3. The inadsquate surveillance
procedures constituteéi a violation of Technical
Specification 4.3.2.1.2.1.a.
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92-035

92-035

92-036

92-036

93-004

93-009

03-03-92

03-03-92

03-05-92

03-05-92

04-16-93

03-31-93

v

v

v

v

Iv

Iv

TS Vicolation - Failure to Adequately Test
Loading Sequencer.

Two Examples of Poor Work Controls That Results
in Fire Protection Viclations.

Failure to Provide Adequate Preventive
Maintenance Procedure.

Five Examples of a Failure to conduct TS
Required Surveillances.

Failure to maintain adequate maintenance work
instructions.

Failure to follow proceduresg in that
combustibles were inadequately stored overnight.

LERs SINCE BEGINNING OF SALP PERIOD

Unit 3
92-010

92-011

92-021

93-008

93-008

93-010
93-011

93-012

93-018

93-016

92-007

92-008

08-08-92

08-24-92

12-15-92

01-20-93

02-06-93

02-24-93

03-17-93

04-05-93

04-23-93

05-03-93

09-12-92

09-15-92

Inadvertent ESF actuation due o a Component
Cooling Water Pump ftart.

Reactor Coolant Pump Undervoltage and
Underfrequency trip not tested completely per
TS.

Main Steam Isolation Response Time Testing Not
Being Correctly Tested.

Failure of EDG #13 to Start Due to Inadequate
Oversight During Painting.

TS violation due to a failure to perform RCB
pressure surveillance.

Unplanned ESF actuation-halon system.

TS violation due to a failure to perform damper
position verification during surveillance.

TS violation due to a incorrect settings of
several molded case circuit breakers.

TS violation due to a non-conservative
determination of equipment service time.
circuit breakers.

TS violation due to a circuitry for the steam
generator PORVe and RCS subcooling monitor being
inoperable.

Unplanned ESF Actuation of an Isolation Valve
for the MSIV above seat drain.

Control Room Ventilation Actuation to

Recirculation Mode Due to a Failure of a Toxic
Gas Analyzer.

- 21



92-009

93-001

93-002

$3-006

93-009

93-010

12-17-92

01-23-93

01-28-913

02-17-93

04-26-93

05-26-93

Missed TS Required Surveillance on the Toxic Gas
Monitoring System.

Reactor Trip Due to a Failed Main Turbine
Electro-Hydraulic Control Line.

Unplanned ESF Actuation Due to Poor Maintenance
Practices.

TS violation due to a LHSI cold leg injection
MOV being inoperable for greater than 72 hours.

TS violation due to the use of inappropriate
reference value data for a RHR pump IST.

Failure of ECW traveling screen coupling.
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ATTACEMENT D - PERFORMANCE SUMMARIES IN PREVIOUS QPPR’'S
EMERGENCY PREPAREDNESS

Jan 1993 QFFPE

No Inspection Effort

Max 1533 QPFR

No Inspection Effort

Jul 1993 QPPR
IR 83-17 _Spitaberg

Areas Inspected: Routine, announced inspection of the licensee’'s performance
and capabilities during an annual exercise of the emergency plan and
implementing procedures. The inspection team observed activities in the
control room (simulator), Technical Support Center, Operational Support
Center, and the Emergency Operations Facility.

SLrenqthe

Strong command and control were observed in the control room in response
to plant transients and the early scenario events. Emargency
classifications and notifications were made in an accurate and timely
manner by the control room staff.

The area of radioclogical assessment was noted to be a strength in the
Technical Support Center.

The actions taken by the Operational Support Center to support in-plant
teams and t( protect radiation workers were found to be effective.

The post accident sampling team was effective in simulating the safe
acquisition of coolant and containment atmosphere samples.

The Emergency Operations Facility was activated in an efficient and
timely manner and performed well during the exercise. The performance
of the radiological /dose assessment group was noted to be a strength.

Weaknesges :

An exercise weakness was identified for failure to recognize plant
conditions corresponding to a General Emergency.

Licengee performance in providing technical assessment, diagnosis, and
mitigative activities was identified as an exercise weakness.

Insufficient administrative staffing in the Technical Support Center and
the failure to obtain additional staffing or to reassign the missing
staff's responsibilities were identified as an exercise weaknees.

An exercise weakness was identified for unnecessary delays noted in
providing proper treatment for the victim of a medical emergency and in
removing the victim from the site by ambulance.

A repeat exercise weakness was identified for several probleme

associated with the issuance of complete and accurate notification
messages (Section 6.1).
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The licensee self-critigue process failed to identify or properly
characterize several areas 1n need of corrective action and was,
therefore, i1dentified as an exercise weakness.

Two potential areas for emergency response procedure improvement were
discussed with licensee representatives.

None
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Agg‘._xn.ggg;.g. Routine, unannounced inspection of plant status,

onsite followup of events, operational safety verification, maintenance and
surveillance obeervations, preparation for refueling (Unit 1), followup of a
previously identified violation, follewup of three inspection followup items,
management meeting, and Temporary Instruction 2515/109.

Strengths:
None
Weaknesges:

The licensee identified a willful violation involving falsification of
NRC required security records. This violation is not being cited
because the criteria in Section VII.B.2 of the Enforcement Policy were
satisfied.

Maxr 1933 QFPR
IR 22-35 Q811

Non-routine, unannounced inspection of sustained control
room observations, observation of maintenance and surveillance activities,
technical support for operations, review of equipment hardware and corrective
actions implemented to resolve deficiencies, and plant area tours.

Stxengths.
None
Heaknesses .

A concern was noted by the team that operations personnel may be
unnecessarily delayed in responding to an actual plant event if the
immediate need for the operator’s response is not promptly conveyed to
security personnel.

IR $3-02 Dexter

Areas Ingpected: Routine, unannounced inspection of the licensee’s physical
security program. The areas inspected included assessment aids, compensatory
measures, and communications.

Strengthse.

Saome improvement was noted in the overall picture quality of assessment
aide. An unresolved item was identified regarding a degraded assessment
aid (Closed-circuit Televigion System camera) .

Effective action had been taken to identify prepositioned compensatory
post locations.

Cammunications equipment was readily available and communications checks
were being conducted in accordance with established procedures.



Routine, unannounced inspection of plant status, operational
safety verification, maintenance and surveillance observations, refueling
activitiee (Unit 2), followup on previously identified violations and open
items, and licensee event report followup.

stxengthe
None
Weaknegpes:

> Ongoing problems in the security area are causing excessive use of
overtime and are negatively impacting employee morale.

IR 393-16 DRexter

Routine, announced inspection of management effectiveness,
records and reports, security system power supply, security locks and keys,
testing and maintenance, assessment aids, compensatory measures, protective
area barrier, and security plans and procedures.

Strengths:
Security events were being properly recorded and reported to the NRC.

Security lock and key procedures were consistent with commitments in the
Physical Security Plan. Contrul and accountability were properly
documented.

The protected area barrier and isolation zones were effectively
maintained to protect the plant and allow proper assessment of isclation
zones.

Implementing procedures are adequate and appropriate to meet general
performance requirements in accordance with the Physical Security Plan.

The licensee’'s test of the pecurity emergency power supply demonstrated
that the batteries and the security diesel performed as designed.

All access control equipment tested, performed as required. Security
equipment was generally repaired in a timely manner.

Weaknesges

A vulnerability was discovered in the security system by instrumentation
and controle technicians. It did not appear that the root cause of the
problem was pursued in a timely manner by security management. This
also affected the timely implementation of compensatory measures. The
licensee’s procese for problem identification and implementation of
corrective action or compensatory action will be reviewed further during
a future inspection.

Compensatory ms2asures were adeguate when imp en :nted; however, the
licensee was slow at times to implement compensatory measures. It
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appears that compensatory postings also contributed to excessive
overtime for some members of the security force. This area will be
reviewad further during a fu ire inspection.

The licensee continued to experience assessment aids problems. However,
instrumentation and controls technicians were routinely repairing
problems as they were reporteu. An independent engineering firm
evaluation recommended that the entire assessment aids eystem be
replaced. The licensee was evaluating the recommendation and possible

approaches.

ENFORCEMENT HISTORY SINCE BEGINNING OF SALP PERIOD

Unit i

92-026 10-16-92 NCV  Licensee identified violation involving
falpification of NRC required security records.

Unit 2

92-026 10-16-92 NCV  Licensee identified violation involving
falsification of NRC required security records.

SERg SINCE BRGINNING OF SALP PERIOD

None
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Routine, unannounced inspection of plant status,

Areas Inspected:

ongite followup of events, operational safety verification, maintenance and
surveillance observations, preparation for refueling (Unit 1), followup of a
previously identified violation, followup of three inspection followup items,
management meeting, and Temporary Instruction 2515/109.

Stxengthg

The Unit 1 fourth refueling outage appeared to be well planned, but the
schedule z peared to be aggressive because of the extensive motor-
operated vulve testing that will be conducted. Several positive
initiatives pertaining to the outage were identified.

The licensee had developed a comprehensive action plan to correct
problems in the MOV program.

Weaknesses:

A condition that resulted in the terminal voltage of a safety-related
battery beingy less than the Technical Specification minimum required
voltage was partially cortriputed to an inadequate procedure.

An inadequate Class 1E direct current distribution system operating
procedure was identified as a violation.

IR 92-28 |NcNiell

: Routine, announced observation of work and work activities

pertaining to inservice inspection of Unit 1. No inspections were performed
of the Unit 2 facility.

Strengthe:

None
Weaknesses

The licensee substituted a volumetric examinaLion for the ASME Code
required surface examination of the threaded inside diameter of the
reactor vessel closure head nuts, without filing a relief request as

required by 10 CFi Part 50.55a(g) (5). Thie was identified as a noncited
violation,

iR 92-39 Tapia, Bvans

Routine, unannounced inspection of plant status, onsite
followup of eventse, operational safety verification, engineered safety feature
system walkdown (Unit 2), mainten:  ce obpervations, refueling activities
(Unit 1), management meeting, reliable decay heat removal during outages
(Temporary Instruction 2515/113), followup on previously identified
violations, inspection followup items, and licensee event reports.

Strengthe

lone
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Weaknesges:

Delays in the Unit 1 outage of approximately 2 weeks were caused by
polar crane and refueling machine problems, Emergency Diesel
Generator 12 repairs, and motor-operated valve testing.

IR _92-30 Runyan

Reactive, announced inspection of safety-related motor-
operated valve testing and surveillance, and followup.

Strengths

The licensee’'s MOV program showed improvement with strong management
support.

The licensee had reduced the number of Unit 1 MOVe in an overthrust
condition and had acceptable justification for those remaining
overthrusted except for three MOVe with SB-00 actuators.

The licensee committed to document an engineering justification for
three MOVes with SB-00 actuatcrs that were subject to stem thrustse in
excess of 16,000 pounds. Both Westinghouse and Kalsi Engineering, Inc.,
have recently completed testing 8B-00 type actuators and the preliminary
review indicates comparable overthrust capability to SMB devices.

The licensee had sufficient calculations and test results to permit
justifying valve operability without relying on Westinghouse stall
thrust values.

Two observations were noted in the licensee’'s procedure for analyzing
diagnostic test cdata for final acceptance. The licensee’s acknowledged
the observations and plan to revise their final acceptance criteria.

Weaknegses

A deficiency was identified regarding the timeliness of analyzing
diagnostic test data, but was satisfactorily addressed by the licensee
during the inspection.

A review »f diagnostic test data revealed that assumptions made for stem
friction may not have been conservative in all cases.

Mar 1993 OPPR
iR _22-33 Tapia. EBvans

Axeas Inspected Routine, unannounce. inspection of plant status, operational
safety verification, engineered safety feature system walkdown (Unit 1),
maintenance and surveillance observations, complex surveillance (Unit 1),
refueling activities (Unit 1), followup on previously identified violations,
and licensee event repcrt followup.

Strengths:
None
Weaknesses:
The Unit 1 fourth refueling outage was several weeks behind schedule

because of refueling equipment problems ana unanticipated emergency
diesel generator rework.
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IR 93-01 McKernon

Areag Inspected: Special announced inspection of the licensed operator
requalification program, which included a review of administrative controls
for licensed operator training, and observation of operatore during the
nduct of facility licensee annual licensed operator requalification
Aaminations. The team also observed the performance of the examination
~valuators in the simulator and during in-plant walkthroughs. The inspectors
used the guidance provided in Temporary Instruction 2515/117, Revision 0,

issued December 8, 1992.
stiengthe;

Evaluators’' performance during the operating examinations was good.
The training department appeared effective in implementing the licensed

operator requalification training program.
Simulator fidelity appeared acceptable with one minor inconsistency
observed regarding the safety injection accumulators modeling.

Weaknepses .
The training department did not have an approved biennial licensed
operator training plan,

Jud 1993 QPPR
IR 93:04 Tapie, Evans

Routine, unannounced inspection of plant status, onsite
followup of events, operational safety verification, maintenance observations,

preparation for refueling (Unit 2), followup on a previously identified open
item, and licensee event report followup.

Strengths

. The Unit 2 refueling outage scope appears to be well planned by the
licensee, however, the work scope is aggressive because of the number of
motor operated valves (MOVs) scheduled to be tested. Shutdown risk
assessment and outage management staffing continue tc be licensee
strengths (Section 5.0).

Weaknegges

. Unit 2 entered Technical Specifications (T8) 3.0.3 when power to the
digital rod position indication was lost for 16 minutes. Contributing
factors to the event included discovery of a design application error
involving two pumps being connected to the same 2lectrical panel.

IR 33:08 Runyan

Areas Inspected: Nonroutine, announced, special inspection of technical issues
associated with the failure of motor-operated valve SI-31A, Unit 2, and the
licensee’'s identification of five Unit 1 residual heat removal system
motor-operated valves that were experiencing excessive torque.

Strenqthe .

None
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Weaknegees :

The inspection frequency of actuator springpacks may not be sufficient
to anticipate conditions leading to hydraulic lock.

The licensee identified that five Unit 1 residual heat removal suction
isolation valves had been torqued to levels exceeding 110 percent of the
nominal actuator rating for approximately S0 cycles.

The apparent unacceptable operability determination of the overtorque
condition was eimilar to a previous violation issued for unacceptable
determinations of operability for valves that were subject to excessive

thrust .
IR 23-09 Singh
mn_xn.g,g_un: ~Jutine, anno ced inspection of the licensee’'s fire
protection/prevention program.
Stxenathe

The licensee’s detailed and comprehensive administrative procedures and
Quality assurance audits were considered strengths.

Heaknesses:
None
iR 93-10 Johnson

Arcas Inspected (Unjt 2): Routine, announced inspection of the inservice
inspection program and implementing work activities.

dtxengthe;
Nondestructive examination personnel were well qualified.
Weaknegses:
None
dE_923-11 Tepis. Evans

: Routine, unannounced inspection of plant status, operational
safety verification, maintenance and surveillance cbservationes, refueling
activities (Unit 2), followup on previously identified violations and open
items, and licensee event report followup.

Strengthe:
None
Weakneeses :

@ The failure to post an NRC Notice of Violation within 2 working days was
a violation of 10 CFR Section 19.11 requirements. The violation was not
cited because it was identified by the licensee and prompt corrective
actione were taken.

. Inoperable electrical breakers resulted from the erroneous use of the

incorrect setpoint values by maintenance plannere. This error led to
exceeding several Technical Specification limiting condition for
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opeération reguirements and remains unresolved r. < ang further review.

L] An inadequate temporary modification, result - f£-om a weak engineering
review, caused a loss of automatic redactor ¢¢ !»°. gystem volume
control.

L] Selected toxic gas monitor modifications were inepected. The toxic gas

monitors, which have a history of being unreliable, are expected to
experience improved reliability and availability rates because of the

modifications.

® The failure to incorporate vendor supplied technical information into
the plant cooldown procedures resulted in stuck control rods and was
another example of weakness in the use and distribution of vendor

documents .

L] The Unit 2 third refueling outage scope eignificartly increased during
the inspection period. Manpower shortagee, because of the Unit 1
maintenance outage, also had a negative effect on the outage schedule.

IR 23-12 Tapia

Areas Inspected: Nonroutine, announced, special inspection of technical
issues associated with undersized 120 volt vital ac fuses.

strengthe.
The licensee’'s investigation to define the scope of undersized fuses was
extensive and did not disclose other operability or safety concerns.

The licensee’'s responees to notifications from the industry and from the
NRC concerning related issues has been adequate.

Weakneggses:

The liceneee did not adequately incorporate all design loads in the
design of the circuit between the Solid State Protection System (SSPS)
Actuation Cabinets and their associated power supplies. This item wase
identified as an apparent violation of 10 CFR Part 50, Appendix B,

Criterion III.

Since plant startup the licensee operated both unite in violation of
Technical Specification (TS) 3.3.2 requirements for having the actuation
relays for safety injection, containment isolation, main steam line
isoclation, turbine trip, main feedwater isolation, and auxiliary
feedwater operable. Thie item was identified as an apparent violation.

IR 93-14 Barnes
Nonroutine, announced special inspecticn of technical issues

associated vith.idontificd steam generator primary side manway cover and
secondary side hand hole cover leakage.

StrengLhe:

The boric acid corrosion prevention program procadure appropriately
addressed the criteria articulated in Generic Letter 88-05, with the
exception of absence uf guidance on engineering evaluation methods to be
used in determining the impact of identified leakage on the reactor

coolant syetem boundary.




Veaknesges:

A violation was identified in regard to the failure to issue Form (-2)s
from Station Procedure OPGP03-ZE-0033 in regard to description of
observed evidence of leakage and verification of issue of corrective
maintenance documents.

Some inconsistencies were noted between the results from different
personnel performing boric acid corrosion prevention walkdown
inspections.

Training of Plant Engineering staff for performing boric acid corrosion
prevention walkdown inspections was sclely on-the-job training.

Installation criteria recommended by Design Engineering for steam
generator secondary side hand hole covers were not incorporated by
Maintenance into the installation procedure.

ENPORCEMENT HISTORY SINCE BEGINNING OF SALP PERIOD

Unit 3

10-16-92 v Failure to have procedures appropriate to the
circumstances.

10-27-92 NCV  The licensee substituted a volumetric
examination for the ASME Code required surface
examination of the threaded inside diameter of
the reactor vessel closure head nuts, without
filing a relief request as required by 10 CFR
Part 50.55a(g) (5).

01-19-93 NCV  Failure to Completely Test Feedwater Isolation
: Logic Slave Relays

03-05-93 NCV  Inadequate TS Surveillance Procedures

02-11-93 NCV Failure to Follow Procedures When Entering the
RCA

03-05-93 Iv Failure to Include Valves in IST Program

03-05-93 v Failure to Request Relief from ASME Code
Requirements

02-11-93 v Failure to Follow Procedures

04-13-93 v Two examples of a failure to follow procedures
regarding the documentation of boric acid leaks.

10-16-92 v Failure to have procedures appropriate to the
circumstances.

10-27-92 NCV The licensee substituted a volumetric
examination for the ASME Code required surface
examination of the threaded inside diameter of
the reactor vessel closure head nute, without
filing a relief request as required by 10 CFR
Part 50.55a(g) (5).
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01-19-93 NCV Failure to Completely Test Feedwater Igsolation
Logic Slave Relays

03-05-93 NCV Inadequate TS Surveillance Procedures

02-11-93 NCV Failure to Follow Procedures When Entering the
RCA

03-05-93 v Failure to Include Valves in IST Program

03-05-93 v Failure to Request Relief fiom ASME Code
Requiremente

02-11-93 v Failure to Follow Procedures

04-14-93 NCV Failure to include all loads in determining the
size of SSPS fuses.

04-13-93 v Two examples of a failure to follow procedures
regarding the documentaticr of boric acid leaks.

LERg SINCE REGINNING OF SALP PERIQD

Unat 1
Containment Spray Channels not being completely
verified as required per TS.

Containment Ventilation Isolation Occurred Prior
to Expected Actuation During Surveillance

Testing.

92-016 09-28-92 Unplanned ESF Actuation of a Component Cocling
Water Pump Due to an Inadequate Procedure.

92-018 10-21-92 Pressurizer Safety Valve Setpoints OQutside
Required Tolerance.

92-019 12-02-92 Calculation Errors in the Setpoint Curves for
the Cold Overpressure Mitigation System.

33-001 01-05-93 TS 3.0.3 Entry Due to Two RCS Delta-T Channels
Being Inoperable

93-002 01-09-93 TS 3.0.3 Entry Due to Two Power Range NIs Being
Inoperable

93-003 01-12-93 TS 3.0.3 Required Shutdown Due to Inoperable

Steam Line Pressure Channels

93-004 01-12-93 TS Violation Due to the Failure to Perform a
Surveillance Required by ASME Section XI

93-006 01-21-93 TS Violation Due tc RCS Delta
Temperature/Average Temperature Loor Found Out-
of Tolerance

83-009 02-17-93 Plant in an unanalyzed condition due to
undersized fuses in the SSPS.

93-017 05-27-93 Extension of FWIBV pos.tiner and solenoid
equipment beyond qualification life.
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93-008 05-05-92 TS violation due to the failure to maintain
environmental qualification of a RHR MOV,



Areas Inspected: Routine, unannounced inspection of plant status,

onsite followup of events, operational safety verification, maintenance and
surveillance observations, preparation for refueling (Unit 1), followup of a
previously identified violation, followup of three inspection followup items,
management meeting, and Temporary Instruction 2515/109.

Stxengthe:

A management meeting between NRC and the licensee was conducted at South
Texas Project in order to review the schedule and scope of the planned
Unit 1 fourth refueling outage.

Weaknesges

Three inadvertent engineered safety features actuations occurred during
this inspection period. Two of these resulted in violations because of
untimely reporting to NRC and an inadequate surveillance procedure. The
licensee initiated the Unplanned ESF Actuations Task Force to prevent
future unplanned ESF actuations.

AR 92-27 McKernon

Areas lnspected: Routine, unannounced inspection of the STP maintenance
program and ite implementation.

Strxengths

The staff appeared aggressive in pursuing probleme, finding solutions,
and making improvements to the program.

Veaknesses:
None

IR 53-29 Tapis, Evens

Areas Ingpected Routine, unannounced inspection of plant status, onsite
followup of events, operational safety verification, engineered safety feature
system walkdown (Unit 2), maintenance observations, refueling activities

(Unit 1), management meeting, reliable decay heat removal during outages
(Temporary Instruction 2515/113), followup on previously identified
violations, inspection followup items, and licensee event reports.

Strengths:

The licensee has a systematic and effective method for ensuring that
reliable sources of residual heat removal are maintained during outages.

Weaknegges:
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IR 92-32 Tapis. Evans

Areap Ingpected: Routine, unannounced inspection of plant status, operational
pafety verification, engineered safety feature system walkdown (Unit 1),
maintenance and surveillance observaticns, complex surveillance (Unit 1),
retueling activities (Unit 1), followup on previously identified violations,
and licensee event report followup.

Strengthe:
Nore

Weaknepees

Four Unit 1 residual heat removal pump trips, occurring in an 11-day
period, were caused, in part, by procedure weaknesses and operator
inattention. A station problem report (SPR) was not initiated until the
fourth occurrence. Similar instances of failure to initiate an SPR for
conditions adverse to quality were identified by NRC during the conduct
of an Operational Safety Team Inspection, which was ongoing at the end
of this inspection period. These instances of failure to initiate an
SPR will constitute an additional example of ¢ violation for failure to
follow the SPR procedure which will be documented in the OSTI inspection
report.

The startup feedwater pump tripped because of a long-standing problem
with rainwater intrusion into plant eguipment.

IR 22-25 Q871

: Non-routine, unannounced inspection of sustained control
room observations, observation of maintenance and surveillance activities,
technical support for operations, review of equipment hardware and corrective
actions implemented to resolve deficiencies, and plant area tours.

Strengths:
None
Weaknepses:

The team found that the licensee’s program for the identification and
resolution of hardware and program implementation deficiencies was well
defined. It was noted that the station problem report (SPR) process
provided the means for prompt identification of concerns to the shift
supervisor and plant management. However, the team was concerned that
the process was not consistently well implemented.

The team noted that the licensee had not been effective in identifying
potential causes for erratic motor operated inservice test results. An
additional burden has been placed on the plant operators because of the
required increased testing frequency. The guidance for accessing
equipment operability based on inservice test results was not
congervative in that the time permitted to evaluate the test results
often exceeded the Technical Specification limiting condition for
operation time requirements.

The team noted that maintenance personnel had not received specific
training on the revised corrective action process. The method used to
disseminate information to maintenance personnel was not effective in
assuring they were cognizant of the recent changes to the corrective
action process. In addition, many plant workers iadicated that they had
never initiated an SPR. It was determined that management emphasized
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that plant workers should report deficiencies, which could result in
SPRs, to their supervisors and that it was not their expectation for the
plant worker to initiate an SPR. This expectation was found to
contradict the specific requirements for initiating an SPR. The team
was concerned that an informal undocumented review process may oOcCcCur
which could result in potentially generic or programmatic concerns not
being identified to the shift supervisor or management. The team
identified instances where SPRs were not initiated in accordance with
the corrective action program. The team also identified several
concerns with the resolution of known and sometimes repetitive problems.

The team identified five examples where safety-related equipment or
program implementation deficiencies were not properly identified or
inadequate corrective actions were taken. Three of the examples
included a repetitive corrective maintenance activity on the Unit 2
turbine-driven auxiliary feedwater pump; an elect: -~ 1 load sequence
problem with an essential chiller; and design modifications which had
not been implemented on the essential chillers.

An unresolved item was identified concerning the adequacy of corrective
actions for a number of motor-operated valves (MOVs) that require an
increased inservice test frequency per the American Society of
Mechanical Engineers code.

An additional concern was identified for an SPR which was voided for MOV
corrective maintenance procedures and other programmatic concerns
relating to MOV maintenance.

The team identified two observations where corrective actions were
implemented to correct the immediate deficiency; however, the reason for
the deficiencies occurring had not been determined. The deficiencies
involved a residual heat removal MOV breaker that was upgraded per a
temporary modification without determining the root cause for the
breaker tripping and a reactor trip breaker bypass breaker chafed wire.

IR 92-36 Tapia, Evane

Routine, unannounced inspection of plant status, onsite
followup of events, operational safety verification, maintenance and
surveillance observations, preparation for refueling (Unit 1), and followup on
a previously identified inspection followup item, three deficiencies, and six
observations.

Strengthe:
None
Weaknesges.

During the performance of a surveillance test on a component cooling
water (CCW) system valve, a broken terminal lug was identified.
Licensee personnel failed to issue a station problem report (SPR) to
investigate the cause of the event. After prompting by the inspector,
licengee perscnnel issued an SPR to assess the root cause of the
failure, This was an additional example of problems in the generation
of SPRe and may be further addressed in NRC Operaticnal Safety Team
Inspection Report 50-498/92-35; 50-499/92-35,

IR 93-01 McKernon

Special announced inspection of the licensed operator
requalification program, which included a review of administrative controls
for licensed operator training, and observation of operators during the
conduct of facility licensee annual licensed operato: regualification
examinations The team also observed the performance ©! the examination
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evaluators in the simulator and during in-plant walkthroughs. The inspectors
used the guidance provided in Temporary Instruction 2515/117, Revigion 0,
issued December 8, 1592.

Strengthe:
None
Weaknegses.

The lack of a formal approved training plan or formal sample plan, over
at least A 6 month period, is indicative of a lack of effective self-
analysis and prompt corrective actions.

The lack of a formal revision system for the training plan is indicative
of a weak tracking system.

IR 93-03 Tapis

Areas Inspected: A special inspection was conducted to determine the
circumstances surrounding the drift of nuclear instrumentation setpoints and
the failure of Unit 1 Emergency Diesel Generator (EDG) 13 to start. The
inspection also reviewed previously identified problems with personnel errors.

gtrenathe;
None
Weaknessas.

One apparent violation was identified that involved eight examples of a
failure to follow procedural requirements for performing self-
verification. These examples, of which seven were previously identified
and documented as unresolved items in NRC inspections, represent
ingtances in which work was performed on the wrong component, wrong
train, and, in one case, on the wrong unit.

The verification process associated with setpoints and the lack of
procedural requirements for assuring independent verification of the
nuclear instrumentation system are considered a weakness and a
contributing cause of the apparent violation identified.

IR 23-04 Tapia. Evans

Routine, unannounced inspection of plant status, onsite
followup of events, operational safety verification, maintenance observations,
preparation for refueling (Unit 2), followup on a previously identified open
item, and licensee event report followup.

Stxengths:

None

Weaknesges :

. Unit 2 entered Technical Specificaticns (TS) 3.0.3 when power to the
digital rod position indication was lost for 16 minutes. Contributing

factors to the event included the failure of the licensee to work a
service request on a defective sample pump in a timely manner.
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IR 92:05 Satoriue

¢ A special .nspection was conducted to determine the events
surrounding the failure of the turbine driven auxiliary feedwater
pumps (TDAFWPS) to start on demand in both Units 1 and 2. The inspection also
reviewed a previously identified unresclved item involving the failure to
satisfy Technical Specification (TS) reqguirements relative to Unit 1 emergency
diesel generator (EDG) availability and mode change restrictions.

Strengatha:
None

Weaknesges:

The actions taken by plant management to resolve problems on Unit 1
Valves MS 148 and MS 218, following the identification of their
deficient condition (hard to operate); and to correct the excessive
leakage on Unit 1's Motor-Operated Valve (MOV) 514 was not considered to

be proactive

Areap Inspected: In accordance with NRC Inspection Manual Chapter 0325, an
AIT was dispatched to South Texas Project Electric Generating Station (STPEGS)
on Pebruary 5, 1993, to review the circumstances surrounding the repetitive
overspeed tripping of the Unit 1 turbine driven auxiliary feedwater

pump (TDAFWP), and the failure of the Unit 2 TDAFWP to start on demand.

Strengthe:
None

Weakneapses:

The AIT ascertained that there were two TDAFWP trips that were
attributed to an overspeed condition prior to the December 27, 1992,
through February 3, 1993 events. One of these trips occurred on

TDAFWP 14 on June 11, 1990, and was attributed to a low governor oil
pressure that results when a turbine restart is attempted prior to
allowing the oil pressure to bleed off from the governor. The other
trip occurred on TDAFWP 24 on September 16, 1991, and was attributed to
a mechanical overspeed trip. Effective followup was not conducted to
determine the reason for this overspeed trip during the response time
test conducted prior to the first refueling outage. Followup to correct
the problem with the sticking overspeed trip plunger was slow and
considered to be less than adequate.

IR 93-08 Runyan
Nonroutine, announced, special inspection of technical issues
associaced with the failure of motor-operated valve SI-31A, Unit 2, and the

licensee’'s identification of five Unit 1 residual heat removal system
motor-operated valves that were experiencing excessive torgue.

Strengthe;

None
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Weaknegges:

The licensee did not undertake corrective actions following a 1989
failure of valve SI-31A, Unit 2, to prevent recurrence of the event.
The same valve failed under pimilar circumstances in February 1993.
This item was identified as an apparent violation of 10 CFR 50,
Appendix B, Criterion XVI.

The apparent failure to provide a proper cperability determination for
the five residual heat removal valves wvas identified as an apparent
violation of 10 CFR 50, Appendix B, Criterion XVI. This judgment was
based on the fact that there are no vendor or industry rerating programs
providing for the acceptance of motor-operated valveg in an overtorqued
condition.

IR 93-11 Tapis. Evans

: Routine, unannounced inspection of plant status, operational
safety verification, maintenance and surveillance observations, refueling
activities (Unit 2), followup on previously identified violations and open
items, and licensee event report followup.

Strengthe;

None

Weaknegges:

. A lack of timeliness in resolving a long-standing problem with a
centrifugal charging pump breaker was another indication c{ the

programmatic failure to take prompt and effective corrective actions and
to determine the cause of identified hardware problems.

iR 23-13 Tapis

Axeas lnspected: Nonroutine, announced, epecial inspection of technical
issues associated with undersized 120 veolt vital ac fuses.

Stxengthe:
None
Weaknesges:

There has been one other similar fuse failure for which a root cause was
never defined.

IR 33-13 Paulk

Reactive, unannounced inspection of motor-operated valve
maintenance activities.

Strengthe:
The licensee respondec properly after being notified of a condition

adverse to quality related to the use of load washers in the testing of
motor-operated valves by initiating SPR 930885,

Weaknegees:

Nor.e
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IR 33:-14 Barnes
Nonroutine, announced special inspection of technical issues

associated vith'XGanxtiod Bteam generator primary side manway cover and
secondary eide hand hole cover leakage.

Stxengths:
None
Weaknesees:
System engineer assessments of needed corrective actions were based, in

part, on the erroneous understanding that steam generator primary side
manways would be onened during each refueling outage.

A viclation was identified in regard to the failure to promptly correct
identified evidence of leakage at the Steam Generator 1B hot leg primary
#ide manwa' <nd to identify and formally evaluate primary side manway

stud elo valuee which exceeded the acceptance range of Department
Procedur RC-0004.

AR 93-2) Tex .

Arees Ingpected: A 2ction was conducted to determine the

circumstances surrounding the inappropriate dispositioning of a service
request that had identified deficiencies in the seismic qualifications of the
qualified display processing system. The inspection also reviewed a
previously identified unresolved item involving incorrect breaker setpoints
for Class 1E 480 VAC magnetic adjustable molded case circuit breakers.

StxengLhs:
None
Weaknesges:

A violation was identified that concerned a potential operability issue
was not recognized and promptly resolve and, as a result, the
appropriate Technical Specification (TS) Limiting Condition for
Operations were not entered. Personnel error also contributed to this
TS violation when a request for a conditional release was incorrectly

processed.

ENFORCEMENT HISTORY SINCE BEGINNING OF SALP PERIOD

Unit 1

92-026 10-16-92 v Failure to satisfy reporting requirements.

92-03% 03-03-93 v Four Examples of a Failure to Assure Adeguate
Corrective Actions Are Completed

93-008 03-17-93 v Failure to take adequate corrective action
regarding over-torquing of RHR valves.

93-014 04-13-93 v Two examples of a failure to take adequate
corrective action regarding steam generator
manway cover installation.

93-021 06-30-93 v Failure to take adequate zo rective action

regarding QDPS seismic qual._.fication.
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92-026 10-16-92 v Failure to satisfy reporting requirements.

92-035 03-03-93 v Four Examples of a Failure to Assure Adequate
Corrective Actions Are Completed

93-008 03-17-93 v Failure to take adequate corrective action
regarding over-torquing of RHR valves.

LERs SINCE BEGINNING OF SALP PERIOD

Unit i

93-007 02-04-93 TS required shutdown due to the inoperability of
the turbine-driven auxiliary feedwater pump.

Unit 2

None
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A. ESCALATED ENFORCEMENT

APRIL 1993

CIVIL PENALTY - The action was based on a number of violations of established
procedures which resulted in the failure to inform NRC licensed operators in
the control room of potentially significant conditions that could have
affected the operation of the plant. Because the failures to follow
established procedures involved plant management personnel, these violations
were claseified as a Severity Level I1II problem. A civil penalty was issued
to emphasize the need for managers, when necessary, to promptly and properly
interface with the NRC-licensed personnel in the control room and the
importance of plant management personnel feollowing or properly modifying
established procedures. Mitigation of the civil penalty was appropriate for
the licensee’'s corrective actions, but it was offset by the escalation for NRC
identification and the licensee’s prior opportunity to identify one of the

violations. ($75,000)

APRIL 12931

CIVIL PENALTY - The action was based on numerous examples of failures to
adhere to procedural requirements regarding self-verification that primarily
involved the failure to verify the correct unit, correct train, or correct
device before conducting testing or maintenance activities. Although none of
the errors resulted in adverse safety consequences, collectively they
represented a significant regulatory concern and were classified as a Severity
Level III problem. A civil penalty wae issued to emphasize the importance of
attention to detail and the need for the licensee to be aggressive in
implementing corrective actions of a lasting nature. The civil penalty was
partially mitigated based on the licensee’s corrective actions. ($25,000)

APRIL 1933

CIVIL PENALTY - The action was based on the licensee’s failure to take
corrective actions for a failed motor on a motor operated valve in the Unit 2
Low Head Safety Injection System. The violations involved in thie action were
classified as a Severity Level III problem because (1) a safety-related valve
went unrepaired for 18 months despite multiple opportunities to recognize the
significance of the problem, and (2) operations personnel did not recognize
the technical specification implications of operating the reactor with the
valve inoperable. A civil penalty was issued to emphasize the importance of
ensuring that identified problems that have the potential to affect the
operability of safety systems are resolved in a timely manner and are rescolved
commensurate with their relevance to ensuring compliance with plant Technical
Specifications. Mitigation of the civil penalty was appropriate for the
licensee’'s aggressive identification of the root causes of the self-
identifying event, but wae offset by the escalation for the duration of the
inoperable valve and the licensee’s inadequate corrective actions. ($75,000)

May 1933

CIVIL PENALTY - The followup inspection after the AIT inspection identified
eight apparent vioclations; including one where the inappropriate voiding of a
post maintenance test on a Unit 1 EDG resulted in its inoperability for 24
days and a second concerning an inadequate TDAFWP surveillance test program
that resulted in the Unit 1 TDAFWP being inoperable for 33 days. In addition,
the inspection identified a period of 61 hours during which a second Unit 1
EDG was inoperable. During this 61-hour period, all tiL e« of these safety-
related componernts were determined to be inoperable concuirently. An
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enforcement conference was conducted April 22, 1993, and a civil penalty was

assessed. ($325,000)
MAY 1933

A special inspection (February 13 to March 17, 1993) addressed the operability
of the SSPS. This inspection identified a condition that had existed since
initial startup where under a steam line break accident scenario, the SSPS

might not have been capable of initiating an
the consequence of the accident.

ESF signal necessary to mitigate

An enforcement conference was conducted

May 6, 1993, with one severity Level IV violation being cited.

Functional Area Level 1V

Plant Operations

Rad Controls

Maint & Surv

Emerg Preparedness

Security

Eng & Tech Support

SA/Qual Verification
Total

Qnit 2

Functional Area Level

Plant Operations

Rad Controls

Maint & Surv

Emerg Preparedness

Security

Eng & Tech Support

SA/Qual Verification

Total

Level V
3 0
1 0
8 0
0 0
0 0
S 0
5 0
22 0
v Level V
4 0
1 0
i 0
0 0
0 0
5 0
3 0
20 0

NCV'se Dev
(v 0
1 0
& o
0 0
1 0
4 ]
0 0
7 0
NCV's Dev
0 0
1 0
1 0
0 0
1 0
5 0
0 0
8 0



REGION IV
DIVISION OF REACTOR PROJECTS
QUARTERLY P E REVIEW

(Revised 01/10/94)

SOUTH TEXAS PROJECT
ELECTRIC GENERATING STATION

DATE: January 19, 1993

QUARTER: Fourth Quarter (October-December 1993)
SALP PERIOD: Auguet 2, 1992 thru July 2, 1994
PERFORMANCE SUMMARY ATTACHMENTS:

Attachment Plant Ops Performance Summaries in Previous QPPR’se
Attachment Rad Con Performance Summaries in Previous QPPR’s
Attachment C M/S Performance Summaries in Previous QU'PR’e
Attachment EP Performance Summaries in Previous QPPR’'se
Attachment Security Performance Summaries in Previous QPPR’s
Attachment E/TS Performance Summariee in Previous QPPR’'s
Attachment SA/QV Performance Summaries in Previous QPPR’e
South Texas Project QPPR Input from NRR

Pertormance Indicators

QPPR Executive Summary

MIP Form #2

IFS Form #1

1.  PERPORMANCE INDICATORS

A. PI1_SUMMARY (DATA ATTACHED-let QUARTER 1993 LATEST DATA AVAILABLE)

Unit 1

0 SCRAMs

0 Safety System Actuations
1l Significant Event

3 Safety System Failures
Unit 2

2 SCRAMs

0 Safety System Actuations
1 Significant Event

2 Safety System Failures

B. INSIGHTS FROM Pls

Unit 1 PIs trend with the peer group. Unit 2 SCRAMs, Safety System Actuations, and
Significant Events are high when compared to the peer group. Both units have been
in forced outages for the entire gquarter.




2.  ENPORCEMENT AND REGULATORY ISSUES

A. ESCALATED ENFORCEMENT
None

8. SUMMARY OF NON-ESCALATED ENFORCEMENT SINCE LAST QPPR
Unit 1
Functional Area Level 1V Level V NCV's Dev
Plant Operations 0 0 1 0
Maintenance 0 0 1 0
Engineering ! 0 1 0
Plant Support 0 0 0 0
Total 1 0 3 0
Unit 2
Functional Area Level 1V Level V NCV's Dev
Plant Operations 0 0 0 0
Maintenance 3 0 0 0
Engineering 1 0 1 0
Plant Support 0 0 0 0
Total 4 0 1 0
C. INSIGHTS FROM ENFORCEMENT

The licensee has demonstrated weak performance in the area of maintenance;
particularly in the control of contract maintenance personnel.

D. LER SUMMARY

1 LER was issued by the licensee for Unit 1 since the last QPPR. 2 LERXs were issued
by the licensee for Unit 2 the last QPPR.

E. OTHER REGULATORY ISSUES

The STP Restart Panel has been active in identifying the inspection activities that
will be necessary to be performed prior to either unit’'s restart. The first portion
of a Headquarters lead ORAT Inspection was performed during the week of December 6,
1993; the second portion is presently scheduled for the weeks of January 10 and 17,

1994,
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Afggg_iﬂgggg&ggx Routine, unannounced inspection of plant status, onsite followup
of events, operational safety verification, maintenance and surveillance

observations, employee concerns program, licensee event report followup, and
followup on an unresolved item.

Strengths:

None

Weaknesses:

A valid failure of Standby Diesel Generator 11 was caused by a prepoeition
circuit board failure.

IR 23:26 Lovelsss
8 _Inspected: Routine, unannounced inspection of plant status, onsite followup

of events, operatiocnal safety verification, maintenance and surveillance
observations, and review of system certification activities.

strengths:

The identification and resolution of the loss of spent fuel pool (SFP) water
inventory indicated an increased awareness in this area. The situation was
handled well and corrective actions to prevent recurrence ware taken.

Early in this inspection period, inspectors noted examples of poor
communications and lack of professionalism in the control room. Throughout
the period an improvement was noted. Operators exhibited a heightened sense
of profeseionalism, and communications appeared to be more formal.

Weaknesses:

The overfilling of the reactor vessel while restoring the reactor coolant
system was caused, in part, by the failure of a reactor plant operator (RPO)
and a unit supervisor to fully evaluate and question abnormal indications.

The inspector identified equipment clearance order tags that had not been
initialed as verified. Additionally, the inspector identified tags on a
feedwater system clearance which were missing or unreadable because of
exposure to the elements.

B 23-41 Tapis
Areas Inspected: Routine, announced inspection of open items summarized in NRC

Inspection Report 50-498/93-40; 50-499/93-40 and of the licensee’s corrective action
to resolve operations staffing issues (Restart Issue No. 6).

Stzengths:

Control room personnel response to an inadvertent loss of 480 volt motor
control center was observed to be very good,

Weaknesses:

None



(2)

NFOR
Unit 1
93-030

Unit 2

Unit 1

Unit 2
93-016

(3)

(4)

Attachment A & G -~ Performance Summaries in Previous QPPR's

NT SINC FPPR

10-27-93 NCV Fouling HVAC boundary in the ECW intake structure with

a sump pump hose.
None
NC P
None

11-29~93 Inadvertent ESF actuation due to CCW Pump start
resulting from operator error.

ded P Changes



MAINTENANCE

{1) Performance Summary
IR 93-30 Loveless

Areas Inspected: Routine, unannounced inspection of plant status, onsite followup
of events, operational safety verification, maintenance and surveillance
Observations, employee concerns program, licensee event report followup, and
followup on an unresclved item.

trengths:

The inspectors observed routine daily work practices in the control room and
at the work sites throughout the plant. Good work practices and adherence to
procedures were observed in most cases. However, specific examples of failure
to follow procedures are discussed in other sections.

Scheduled maintenance activities on Essential Chiller 11A were performed in an
acceptable manner. The on-the~job training process was observed as being
good.

Weaknesses:

During plant tours, the inspectors observed several equipment deficienciee
which had not been identified on service requests.

One noncited violation was documented because a heating, ventilation, and air-
conditioning boundary at the essential cooling water intake structure was
found breached. No breach permit had been issued for the breach.

Excessive failuree of the refueling machine caused a delay of the off-load of
the Unit 1 core. The licensee’'s corrective actions will be tracked.

One violation was identified involving the failure to perform an engineering
evaluation prior to installation of an alternate replacement part.

Standby Diesel Generator 23 was inoperable for an extended period of time
because during the maintenance outage, the reverse power relay had not been
properly modified prior to installation. Thie occurred as a result of
inadequate procedures and errore in human performance.

Portions of maintenance on the electrical auxiliary building air handling unit
fan were observed. While verifying the equipment clearance order the
inspectore discovered that the clearance had not been accepted by the
mechanice performing the job. One nonc'ted violation was documented.

Postmaintenance test surveillance of the Standby Diesel Generator 11 were
observed. Problems with alarms, speed, and voltage indications were observed.
The failure of the voltage regulator to increase to the proper voltage was
considered a valid failure.

IR 33-36 Lovelees

Areas Inspected: Routine, unannounced inspection of plant status, onsite followup
of events, operaticonal safety verification, maintenance and surveillance
observations, and review of system certification activities.

Strengthe:

Troubleshooting and repair of the standby diesel generators following the
inadvertent starts of Standby Diese. Generators (SD3s) 12 and 22, indicated a
marked improvement in the understanding and diagnosis of control circuit
problems.




Reinstallation of the upper bearing housing cover on High Head Safety
Injection Pump 2C and a vibration analysis run were observed to be well

performed.

Good control of testing activities during a 10-hour operability run on Train B
of the control room heating, ventilation, and air conditioning system was

observed.

Weaknesses:

Operatore failed to control configuration of fuses when two sets of fuses in
the control cabinets of SDGs 12 and 13 were inadvertently reversed.

Failure to follow established procedures governing freeze stop plugs was a
violation. The attempt at establishment of a freeze seal on Essential Cooling
Water System A wae observed. Lack of control over contractor activities and

procedure weaknesses were noted.

IR _$3-38 Satorius

Areas Inspected: Rout.ne, announced inspection to determine the effectiveness of
the licensee’'s actions to improve reliability and testing methodology of turbine-
driven auxiliary feedwater pumps (TDAFWPs).

ftrengths:

The preventive maintenance (PM) program has been re-written, with enhanced
maintenance procedures that incorporated the latest revisions of the turbine,
governcor, and trip/throttle valve vendor manuals.

Acceptable repaire have been accomplished on both unit’s TDAFWPs to adequately
address material deficiency issues identified in NRC Inspection Reports 50~
498/93~05; 50-499/93~05 and 50-498/93-07; 50-499/93-07.

Weaknesges:

None
IR 93-39 McKernon

Areas Inspected: Routine, announced inspection of postmaintenance testing program
(Restart Issue 4 of NRC Inspection Report 50-498/93-31; 50-499/93-31) and related
previous inspection findings.

Strengths:

The licensee had restructured the postmaintenance testing program. The
revised program was adequate to address those programmatic weaknesses noted in
the related items reviewed during this inspection.

Weaknesses:

At the conclusion of this inspection, Restart Issue 4 remained open.
Evaluation of the postmaintenance testing program will be continued in a
future inspection.

IR 93-46 McKernon

Areas .spected: Routine, announced ingpection to ascertain the effectiveness of
the licensee’'s improved postmaintenance testing (PMT) program.

Strengths:

The improved PMT program resolved many of the probleme of the prior program;
however, some .implementaticon weaknesses still exist.



The licensee was effective in identifying and pursuing problems related to the
PMT program.

Weaknesses:

None

iR 93:-53 Satoriue

Areas Inspected: Routine, announced inspection to determine the effectiveness of

the licensee’'s effortes to reduce and maintain the maintenance backlog.

Strengths:

The licensee had made notable progress in reducing the service request (SR)
backlog and the material condition of the station had improved significantly
during the past 6 months. However, the inspectors considered that the
achievement of the licensee’s goal of less than 1000 Common and Unit 1 SRe and
the subsequent management of that maintenance backlog, given the planned shift
of maintenance resources to Unit 2, was a significant challenge.

Licensee activities to repair station automatic functions and main control
board deficiencies was viewed as a positive initiative.

Although well behind schedule, the maintenance procedure upgrade program
should improve the quality of maintenance procedures.

The Operations Work Control Group had been effective in reducing the
administrative burden on control room operators.

The Maintenance Rover Work Program was considered a good initiative, and that
program’s success was regarded as pivotal in the licensee’'s efforts to improve
aintenance activity efficiency and reach and maintain the SR backlog goal.

The planned maintenance (PM) deferral rate was less than one percent and had
trended at that level for the past 6 months.

With the exception of two deferred SRs that constituted operator work-arounds
and several relatively minor coding errore, the licensee’'s deferral process
was effective,

SRs voided to PMs were being appropriately tracked to ensure that deficient
conditions were not being removed from the SR backlog prior to being
corrected,

Nonsystem certification and acceptance systems were being effectively
monitored for deferral of maintenance activities.

Weaknesses:

(2)

The licensee’'s walkdowns conducted as a part of their system certification ari
Acceptance programs were generally effective in problem identification;
however, the inspectors noted several examplee of poor resolution of
identified deficiencies and inconsistencies in identification of deficient
conditions.

Attachment C & G -~ Performance Summaries in Previous QPPR's

ENFORCEMENT SINCE LAST QPPR

NCV Failure of personnel to sign onto an equipment
clearance order.




Unit 2

93-030 10-27-93
93-035 12-17-93
93-0356 12-02-93

LERe SINCE LAST QPPR

None

(3)  DRP_Recommendation

(4) Recommended MIP Changes

v

v

Iv

Failure of maintenance personnel to follow procedures
when installing a replacement reverse power relay.

Failure to maintain environmental qualification of
motor-operated valves due to failing to install T-
drains to the actuators.

Failure to maintain adequate control of contractor
perscnnel during the formatiun of a freeze seal on an
ECW pipe to the essential chillers.



(1) Performance Summary
IR 53-28 Barnes

Areas Inspected: Regional initiative, announced inspection to review the history
and material condition of Units 1 and 2 steam generator tubing, and to assass the
effectiveness of licensee programs in detection and analysis of degraded tubing,

repair of defects, and correction of conditions contributing to tube degradation.

Strengths:

Actions were taken by the licensee to minimize tubing wear in the preheater
section of the eteam generatore by expanding the tubes at two baffle plate
locations; and actions were taken to improve resistance to stress corrosion
cracking by peening of tube expansion transition areas and heat treatment of
low radius U~bends.

The 1993 eddy current examination results for South Texae Project, Unite 1 and
2, indicated that limited tube degradation had occurred in Unit 1. Similar
damage indications were not identified in Unit 2 tubing. Tube pull samples
will be subjected to laboratory examination to verify whether tube degradation
has occurred and the nature, as applicable, of the damage mechanisms.

The liceneee adopted a comprehensive eddy current examination strategy for the
current steam generator examinations. With one exception, prior inservice
examinations were performed using only the bobbin method and a sample size at
or near the minimum required by the Technical Specifications.

The current eddy current examination program requirements were found to be
good, with the primary area of improvement being the adoption of formalized
training and testing of data analysts.

The 1993 eddy current data were observed to exhibit low nolse, with the
performance of the contractor analysts being found to be satisfactory for the
tube data sample that was reviewed.

Visual examination of Unit 2 steam generators appeared to have been well
performed for the documented inspection scope. Procedural guidance lacked
specificity, however, on inspection scope expectations.

Since commercial operation of STP, Unite 1 and 2, the secondary water
chemistry program for both units had continually been upgraded to incorporate
industry guidelines as they were made available.

The licensee has maintained excellent control of the secondary water
chemistry, with only two significant out-of-epecification chemistry conditions
noted since plant startup. These conditions both involved out-of-
specification sodium concentrations that occurred in Unit 1 during 1990 and
again in 1993. 1In each case, the out-of-specification condition was promptly
identified and corrected.

Weaknesses:

Operational experience is limited since South Texas Project, Units 1 and 2,
are the only U.S. pressurized water reactors which utilize Westinghouse Model
E steam generators in the plant design.

These units have been operated with a hot leg temperature of 626°F, which
appeared from available information to be the hignhest temperature used by any
domestic pressurized water reactor. It was noted by the inspectors that
reduction of hot leg temperature is being pursued by other individual
licensees, including South Texas Project, as an approach to limit initiation
and propagation of stress corrosion cracking.
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Belgian operating experience data provided by the licensee indicated that
gignificant strees corrosion cracking damage had occurred in their Model E
steam generators since commercial operation began in 198S.

IR 93-30 Loveless

Areas Inspected: Routine, unannounced inspection of plant status, onsite followup
of events, operational safety verification, maintenance and surveillance
observations, employee concerns program, licensee event report followup, and
followup on an unresolved item.

Strengths:

During this inspection period, the licensee performed steam generator tube
inspections on Unite 1 and 2. A very small number of tubes in both unite were
identified as requiring plugging. One tube in Unit 1 appeared to have
degraded at a greater rate than anticipated. A review of records showed that
the tube had a 59 percent through-wall indication when tested in 1985 and was
not plugged or reported as required.

Weaknesses:

None
IR 93:35 Ellershaw

8 spected: Routine, announced inspection of onsite followup of previous
inspection findings and followup of licensee event reports,

Based on the renults of this inspection, it was concluded that significant
progrees has been made concerning Restart Issue 14, "Adequacy of the
Licensee’'s Resolution of the Reliability of the Feedwater Isolation Bypass
Valves." However, this restart issue will remain open pending completion of
the open findinge specified in the report.

Weaknesses:

None

IR 93-36 Lovelese

A ted: Routine, unannounced inspection of plant status, onsite followup

of events, operational safety verification, maintenance and surveillance
observations, and review of system certification activities.

Strengths:

The conduct of an inservice inspection of Component Cooling Water Pump 1B was
good.

Weaknesses:

One unresolved item was opened to review the licensee’'s investigation and root
cause of a continuing fuse configuration control problem.

IR 93-38 Satorius
Areas Inspected: Routine, announced inspection to determine the effectiveness of

the licensee’'s actions to improve reliability and testing  e' nodology of turbine-
driven auxiliary feedwater pumps (TDAFWPs).
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Strengths:

Enhancements to the condensate removal system have been completed and tested
to ensure adequate operation, and monitoring instrumentation installed to
alert operators and engineers of potential system degradation.

W es:
None
IR 93-42 Satorius
n ted: Routine, announced inspection to resolve the issue of testing

tornado dampers installed on safety-related heating, ventilation, and air
conditioning (HVAC) systems.

!s:!ﬂgtnﬂt

The inspector concluded that no further review of tornadc damper issues was
required prior to the restart of Unit 1 and that Restart Issue 15 could be
considered resolved.

Weaknesses:

None

(2) Attachment F - Performance Summaries in Previous QPPR’'s

ENFORCEMENT SINCE LAST QPPR

Unit 3

93-035% 12~17-93 v Failure to promptly disposition engineering change
notice packages concerning the qualification of
positioners on main feedwater isclation bypass valves.

93-035% 12~17-93 NCV Failure to properly reclassifiy positioners for the
main feedwater isolation bypass valves.

Unit 2

93-035% 12-17-93 v Failure to promptly disposition engineering change
notice packages concerning the qualification of
positioners on main feedwater isolation bypass valves.

93-035% 12-17-93 NCV Failure to properly reclassifiy positioners for the

main feedwater isolation bypass valves.

NC S PPR

Unit 1

93-021 10-29-93 Failure to provide backup overcurrent protection for
penetration conductors.

Unit 2

93-015 11-29-93 Inadvertent start of EDG 22 due to spurious operation
of a transistor.

(3) DRP_Recommendation

(4) Recommended MIP Changes

- 11 -



PLANT SUPPORT

{i) Performance Summary

IR 93-30 Loveless

Aiggg_lﬂ!gggggg: Routine, unan- unced inspection of plant status, onsite followup
of events, operational safety ve..fication, maintenance and surveillance

observations, employee concerne program, licensee event report followup, and
followup on an unresolved item.

Strengths:

The inspectors reviewed characteristics of the licensee’'s ¢mployee concerns
program.

Weaknesses:

None
IR 83-31 Sstoriue

Areas Inspected: Routine in-office inspection of the isdues contained in the
Diagnostic Evaluation Team (DET) Report, Confirmatory Action Letter (CAL) and

Supplements, the licensee’s Operational Readiness Plan (ORP), routine and special
NRC inspection reports, licensing actions, and NRC staff actions.

esu 8

The DET report, CAL and Supplements, ORP, routine and special NRC inspection
reporte, licensing iesues, and NRC staff actions assigned by the NRC Executive
Director for Operations following the Diagnostic Evaluat<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>