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Docket Nos, 50-352
50-353

Philadelphia Electric Company
ATTN: Mr, D, M. Smith

Senior Vice President-Nuclear
Nuclear Group Headquarters
Correspondence Control Desk
P.O. Box 195
Wayne, Pennsylvaria 19087-0195

Dear Mi. Smith:

Subject: Combined Inspection Report Nos. 50-352/91-24 and 50-353/91-25

The transmittal letter for the subject .aspection report was issued without a signature. The
purpose of this letter is to forward a signed copy of the original transmittal letter, correcting
the omission, and the subject inspection report. No changes were made to the content of the
letter or inspection report.

We regret any inconvenience this may have caused you.

Thank you.,

Sincerely,

Ciging! ataned by
A. Randy Biough

A. Randolph Blough, Chief
Projects Branch No. 2
Division of Reactor Projects

Enclosure: As stated
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Philadelphia Electric Company 2

cC wi/encis:

" R. N. Charles, Chairman, Nuclear Review Board

G. M. Leitch, Vice President - Limerick Generating Station

D. R. Helwig, Vice President of Nuclear Engineering and Services
J. W. Durham, Senior Vice President and General Counsel

J. Doering, Manager - Limerick Generating Station

G. J. Beck, Manager - Licensing Section

G. A. Hunger, Project Manager - Limerick Generating Station

J. F. O'Rourke, Manager - Limerick Quality Division

G. J. Madsen, Regulatory Engineer - Limerick Generating Station
Secretary, Nuclear Committee of the Board

Public Document Room (PDR)

Local Public Document Room (LPDR)

Nuclear Safety Information Center (NSIC)

K. Abraham, PAO (20) SALP Reports, AIT, Special Insp. Rpts. and (2) Rpts.

NRC Resident Inspector
Commonwealth of "_ansylvania

bee w/encls:

Region I Docket Room (with concurrences)
Management Assistant, DRMA (w/o encl)
R. Blough, DRP

L. Doerflein, Section Chief, DRP

B. Norris, DRP

R. McBrearty, DRS SALP Coordinator

J. Laughlin, DRSS SALP Coordinator

D. Chawaga, DRSS SALP Coordinator
T. Della Ratta, DRSS SALP Coordinator
S. Sherbini, DRSS SALP Coordinator

R. Clark, NRR

R. Lobel, EDO

bee w/letter and Executive Summary only:
W. dehl, DRP

I. Wiggins, DRP

W. Hodges, DRS

J. Durr, DRS

L.. Bettenhausen, DRS

M. Knapp, DRSS

I. Joyner, DRSS

J. Lya'h, SRI-Peach Bottom

C. Miller, NRR

Rl:gkf’ ) RI:DRP

LDoerflein RBlough
2Mi92 219192
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PLANT OPERATIONS

Operational Overview







SURVEILLANCE/SPECIAL TEST OBSERVATIONS (61726




3.0 MAINTENANCE OBSERVATIONS (62

incorrect Torque Switch Settings in Valve Operators
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PECo decided to resolve the torque switch setting problem by replacing the yoke clamps with
clamps of a higher st :ngth. The new ciamps were designed by the valve manufacturer,
Anchor-Darling, and fabricated and installed by PECo. This resulted in the Uit 2 valve
being repaired and returned to an operable condition on December 18, 1991, The Unit 1
valve was also repaired on December 18, 1991, however, when attempting to restore the
system lineup to normal, the inboard HPCI isolation valve would not open. Subsequent
troubleshooting determined that the motor operator motor windings had failed.

Unit 1 was shut down on December 18, 1991, to replace the moter on the HPCI inboard
isolation valve. The cause of the failure of the Unit 1 HPCi inboard isolation valve operator
motor was that the torque switch failed to de-energize the motor when the valve was initially
closed due to the mechanical binding in the spring pack assembly. In accordance with plant
technical specifications the thermal overloads in the valve motor controller are bypassed
which removes the motor overcurrent protection.The inspector noted that the maintenance
staff performed a very thorough failure analysis in an effort to ascertain the root cause of the
failure. The licensee suspects the binding was caused by the Belleville Washers which
provide the spring portion of the spring pack. 7The licensee sent the assembly to Limitorque
for further evaluation.

The motor was replaced and VOTES testing was performed on the valve. Following this
work and various other maintenance items the plant was restarted on December 30 and
reached full power on January 2, 1992. Several aspects of this event are still under review
and will be inspected in greater depth by the NRC Motor Operated Valve Inspection Team
during the week of January 8, 1991. Areas of concern include:

- process for ensuring revisions to design calculations are evaluated for the immediate
affect on plart hardware

- technical adequacy of MOV calculations

- selection of motor operator size to ensure single failure of a torque or limit switch
does not result in a valve or operator failure.

4.0 ENGINEERING AND TECHNICAL SUPPORT (37700)

4.1 NRC Information Notice 90-51, Suppiement 1: Failures of Voitage Dropping
Resistors in the Power Supply Circuitry of Electric Governor Systems

NRC Information Notice (IN) 90-51, dated August 8, 1990, discussed failures of voliage
dropping resistors in the power supplies for the electronic control modules for emergency
diesel generators (EDGs). The cause of the resistor failures was attributed to normal aging.
Supplement 1 to the IN was issued on October 24, 1991 and discussed an additional failure
which occurred after only 15 months of operation.



RADIOLOG!ICAL

6.0 SAFETY ASSESSMENT/QUALITY VERIFICATION

6.1 Replacement of Superintendent-Technical




REVIEW OF LICENSEE EVENT REPORTS (LERs), ROUTINE AND
SPECIAL REPORTS (90712, 92760

Licensee Event Reports (LERS)




7.2 Routine and Special Reports

Routine and special reports are submitted by PECo to inform the NRC of routine operating
conditions and other noteworthy occurrences that are reportable due to requirements in

10 CFR 20, technical specifications and other regulatory documents. The inspector reviews
these reports for information and confirms the accuracy of the reports. The following
reports were reviewed and unless otherwise delineated below, satisfied the requirements for
which they were reported.

Monthly Operating Report for November 1991, dated December 6, 1991

The resident inspector had no further concerns or questions regarding the above listed reports
and LERs.

8.0 FOLLOWUP OF PREVIOUS INSPECTION FINDINGS (92702)
8.1  (Closed) Violation (50-352/91-18-02).

This violation was written when PECo welders were observed performing repair weld on a
high pressure coolant injection (HPCI) system joint with water dripping from the joint. The
welding procedure in use was not approved for welding wet joints nor was the welder
qualified *= wela under these conditions.

The weld was subsequently performed sauisfactorily after addiuonal measures were aken 1w
stop the water from reaching the weld area.

PECo has taken or plans to implement the following actions to prevent recurrence:

- Maintenance Team Meetings have been conducted to discuss the importance of not
welding in the presence of foreign material (i.e., water). The purpose of these
meetings was to clearly convey management's expectation that in the presence of
wetted conditions maintenance technicians will not attempt to fit up pipe to be welded
and welders will not commence welding.

- On December 6, 1991, training was initiated to provide all currently qualified welders
and welders to be a newly qualified with a read and sign training package. This
training package clarifies that no welding is to be performed on surfaces when
moisture, water, or other fluids are present. This *raining will be completed by each
welder during their next biannual welder maintenance of qualification training.

- The General Weld Procedure (GWP) will be revised by February 21, 1991, This
revision, in part, will clarify that no welding is to be performed on surfaces when
moisture or water are present.



Formal training on the GWP will be developed for initial welder qualification and for
wzlder maintenance of qualification training programs. This raining will be
impleme:.ted during the second quarter of 1992 following completion of the revitu n
to the GWP,

The inspector determined *he corrective actions were adequate and had no further questions
on this issue.

8.2 (Closed) Violation 50-352/91-18-01.

This violation was written as a result of PECo failing 1o take prompt corrective acuon when
a residual heat removal (RHR) valve stuck in the closed position. The valve had to be
manually taken off of the closed seat before it could be fully opened remotely using the
motor operator, During a design basis accident, remote operation Capabiiny is essential since
the postulated high radiation fields in the vicinity of the valve would preclude manual
operation. If the valve could not be opened, cooling water to the RHR heat exchanger would
be blocked, thereby, rendering one loop of shutdown cooling and suppression pool cooling
inoperable.

The valve subsequently failed a second time before corrective maintenance was performed.
The motor operator torque switch bypass limit switch required adjustment to correct
premature activation of the torque switch during valve unseating.

PECo took the following actions to ensure that operations personnel promptly initiate
appropriate corrective actions for all equipment anomalies:

A recorded phone message was distributed to all operations shift supervision and the
Shift Technical Advisors emphasizing the importance of promptly initiating corrective
actions.

A letter from the Plant Manager to all licensed Senior Reactor Operators was issued
reiterating management’s expectations of initial response to equipment malfunctions.

. An Operations Shift Supervision meeting was held to discuss the reasons why
corrective actions were not taken in a timely manner. This meeting emphasized
management’s expectations 10 initiate immediate corrective actions in response to
equipment malfunctions.

To ensure that all site personrel promptly initiate corrective actions, a For Your Information
(FYT) notice was developed and distributed to first line supervision. This notice provided a
clear and concise set of written management expectations regarding the corrective actions
required to be implemented upon discovery of deficient plant equipment.  First line
supervision then disseminated the expectations of management in this FYI 1o appropriate
slation personnel.
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The inspectors have observed an increased awareness among station workers and
management concerning the need to promptly initiate corrective actions for equipment
problems. The inspector determined these corrective actions were adequate and had no
further questions =n this lasue,

8.3  (Closed) Violation 50-352/91-16-01.

Failure to implement effective corrective action regardirg material sccountability on the
refuel floor. The inspector reviewed PFZo's response to Jie violauo. dated November 18,
1991, and also reviewed some of the corrective actions including the procedure revisions,
training conducted, postings and current refuel floor cleanliness. The inspector determized
the corrective actions were adequate and had no further questions on this issue,

9.0  MANAGEMENT MEETINGS

9.1 Exit Interviews

The NRC resident inspectors discussed the issues in this report with the licensee throughout
the inspection period, and summarized the findings at an exit meeting held with the Plant
Manager, Mr, Jay Doering on Ja-uary 10, 1992, No written inspection material *vas
provided to licensee representatives during the inspection period.

9.2 Additional NRC Inspections this Period

The following inspector exit interview was attended during the report period:

December 23, 1991 Mr. R. McBrearty 50-352/91-2§ Inservice and
Ms., C. Beardslee 50-353/91-26 Primary and

Secondary Chemistry
Inspections




