


EXECUTIVE SUMMARY
Vermont Yankee Nuclear Power Station
Report No. 50-271/92-04

Plant Operations

The plant was in coastdown operations and continued to make preparations for the
refueling/maintenance outage beginning March 7. Procedural adherence weaknesses involving
a Shift Supervisor and engineering's untimely notification of a reportable event to the Shift
Supervisor, contributed to Vermont Yankee's delay in providing a timely report pursuant 1o 10
CFR 50.72 regarding an inoperability of the high pressure coolant injection system. Based on
the recurrence of the issue from the last SALP assessment  ~n-shift reportability expertise
remains an apparent weakness.

Maintenance and Surveillance

A review of Vermont Yankee actions to address the instability of the "A" emergency diesel
generator governor to control load concluded that the corrective actions taken were appropriaie.
Surveillance activities were observed 1o be performed in accordance with procedures and by
knowledgeable wehnicians,

Lmergency Preparedness

A review of the administrative portions of the Emergency Response Data System was conducted.
A number of concerns involving configuration management ar” timely notification issues were
identified. Corrective actions by Vermont Yarkee to resolve these concerns were timely and
appropiiate.

Security

Vermont Yankee actions to respond to a group of contracior employees who exhibited a genere!
lack of regard for personnel identification and escort requirements were timely and appropriate.
Effective performance by security aided the quick medical response and assessment of an injarad
person outside the protected area,

Eaginzering and Techuical Support
The inspector reviewed VY's continuing investigation of the failure of the A¢ ~red Off-ias
Systemn rupture disk, A review by site engineering correctly identified to plant management that

the high pressure coolant injection system was inoperable as a result of the trip of its invertor.
This notification, however was not timely in accordance with VY procedures,
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DETALLS

SUMMARY OF FACILITY ACTIVITIES

PLANT OPERATIONS (71707

Inspection Activities

Inspection Findings and Significant Plant Events

Open) VIO 92-04-01: Fatlure to Follow Procedures Resulting in a Delaved 10 CFR
50.72 Notification
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work activities were observed by the inspector and determined - se in conformance with the
applicable radiological work periit and instrucdons, Routine review of radiation protection
practices indicated thal the radiological controls program was effective.

4.0 MAINTENANCE AND SURVEILLANCE (62703, 61726, 92700)
4.1 Maintenuuce Inspection Activity

The inspector observed selected maintenance activities on safety-related equipment 1o ascertain
that these activities were conducted in accordance with approved procedures, TS, and
appropriate industry codes and standards.

4.2 Maintenance Observations
4.2.1 "A" EDG Maintenance aad Surveillance Testing

Oa February 19 at 4:20 a.m., the control room operatars (CRO) secured the "A" EDG during
its monthly TS required surveillunce tun cue to the inability of the governor to control diesel
load (kilovatt, KW), After the CRO would make an adjustment to increase or decrease ioad,
the EDG tended 'o continue to change 15 load at approximately 2 KW/min, in the direction of
the last control input. The CRO considered this behavior abnormal because the KW load
changes were of greater maguitude and the governor seemed maore sensitive than normal. The
combiration of CRO inputs and the reaction of the governor to operator inputs, caused the EDG
KW output to oscillate outside of the surveillance required band of 2700 +/- SOKW. The
oscitlation had an amplitude of 50-330 KW on an operator-forced peried of 2-6 minutes, The
CRO never lost control of the diesel or exceeded operating limits. Based on the inability of the
governor to properly control generator KW output and the constant attention requirad by the
TRO, the §8 secured the diesel and considered the surveiilanve incomplete.  Even though
governor performavice was in question, the SS considered the EDG operable based on, (1) his
discussions with the OS, and (2) satisfactory diesel perfurmance during previous monthly
surveillances and the April 1991 loss of off-site power event.

The Maintenance Depawtment reviewed Service Information Letters (S1Ls) and contacted the
diesel manufacturer, Fairbanks Morse Division of Colt Industries, 10 ascertain possible causes
of this phenomena. VY conducted a series of vendor recommended visual inspections of
linkages and fuel system components. No deficiencies were identified. A maintenance engineer
stated that based on their initial veview, no SILs directly pertained to this condition. He also
stated that maintenance requests were previously written to address this condition on buth the
"A" and "B" EDCGis in December and June 1991, respectively. The work was never authorized
due to satisfactory diesel performance during the monthly surveillance runs. CROs informed
the inspector that both diesels hove previously exhibited load oscillations, however, the
oscillations had been easily contolled and did not affect the satisfactory completion of the
monthly surveillance tests.



e i e

PP R g e

6

On February 20, the Maintenance Department continued their investigation with the assistance
of the EDG vendgor representative.  The TS required montily surveillance test was again
conducted, During this run, the inspector observed the CROs actions to control the diesel. The
operutor’s actions were deliberate and in accordance with the surveillance procedure. The
inspector observed the operator adjusting the diesc) auto speed adjustment to controd load. A gain
e controller tended to ramp in the direction of the last operator input. The KW oscillations
were smaller than those experienced on the morning of February 19, et the operctor was forced
i ceatnually compensate for the instability of the governor. The TS surveillance pa: sed
satisfactory.

During the next seven hours of diesel operation to satisfy in-service testing (IST) requiremeants,
the governor droop was adjusted upwards in accordance with a procedure revision, The droop
adjustinent was made approximately six hours into the diesel run after approximately 1.5 hours
of relatively steady state operations. This was to ascertain whether droop affected governor
pertformance,  The inspector observed that the longer the diesel operated, the fewer operator
actions to control diesel load were needed. The CRO indicated that the sensitivity of the
governor decreased following the increase in the droop setting, At approximately 7:30 p.m.,
e surveillance was satisfactorily completed

Based on the inspector’s observations during diesel operation, discussions with CROs and S8s,
and a review of the TS operability requirements that were met by the satisfactory completion of
the monthly surveillunce test, VY'< assessiment to maintain the diesel in an operable status was
appropiiate. The Maintenance Departrent's decision to conatinue their investigation to determine
the root canse of this condition was appropriate and well focused o support the operability
determination,

On February 21, VY determined that the governor for the "A" EDG would be replaced 0
enhance the performance characteristics of the machine, VY recognized that the operation of
safery-related equipmient requiring continuous monitoring and interaction by operators does not
contribute to safety or efficient control room operations. On February 22, VY replaced the
governor, performad the TS reguired monihly surveillance, and declared the diesel uperable
The determunation for the root cause of the inability of the governor to control load is
continw.ng.  Even though the "B EDG governor was currently performing satisfactorily, VY
will replace the governor when the parts become available (12 week lead time) and plan
conditions can support the maintenance activaty. The inspector had no further questions on this
matter.

4.3 Surveillance laspection Activity
The inspector performec tailed procedure reviews, witnessed in-progress surveillance testing,

and reviewed completed surveillance packages. The inspector verified that the surveillance tests
were performed 1n accordance with TS, approved procedures, and NRC regulations,
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VY exhibited a commendable safety perspective to install proper seismic restraints to eliminate
the potential impact of this concern on plant operations,

7.2 (Closed) UNR 90-09-04: Resolve Issues Assoclated with Electrical Stroking of Volves
After Manual Engagement

In Inspection Report 90-09, the NKC documented that the eniteria for affixing caction lubels on
salety-related valves, and the tracking and documentation of procedures to control and determing
operability in meeting the reguirements of a procedural precaution roquiring motor-operated
valves (MOVs) to be electrically stroked following manua! operation were unclear. This concern
regarded core spray (C8) vaives which had caution labels requiring electrical stroking of the
valve following manual operation,

The mspector reviewed available VY correspondence associated with this issue, discussed this
issue with the Senior Operations Enginver, reviewed the applicable Operations Departmgat
Standing Order, reviewed the applicable equipment onerating procedures, and concludea that
VY's actions 1o address the operability of MO'/s following manual operalion were appropriate
and resclved the NRC's concerns.,

VY has added appropriate infurmation into both the CS and residual beat removal (RHR)
proceduses 1o inform operators of the moperability of MOVs following manual operation which
1s consistent with the caution labels on the valves, Further, the Standing Order instrucis control
roont operators 10 declare all MOVs inoperable, following manua! engagenent or electrical
seating or back-seating that bypasses elecivical MOV controls, uatl an engineering evaluation
can be performed 10 determine operability following these types of MOV operation:;,

Bascd on the 1aspector's review of app'icable procedurcs and the actions taken by VY to address
thia issue, this item iy considered closed.

7.3 (Update) luvestigation of the Failure of the Advanced Off-Gas (AOC) Sysiem
Rupiure Disk

On January 13 at approximately 1:30 p.w. with the plant at 100 percent of ratad power, the "B"
AOG tain isolated during a maintenance activity to replace the A" AQG tain instrument »ir
iilters. The NRC's initia! 1eview of this event was documented in Inspection Report 92-01 and
concluded thay VY actions during this event were appropricte. Subsequently, VY has initiated
a series of actions 1 address the toot cause of this event and 10 prevent recurrence.

Fellowing this event, VY obained the assistance of YNSD and held a series of meetings and
discussions to iteinize potential cavses, assess the uperation of the AQG system, and to evaluate
whether the AOG was operated within its design basis following the event.  The overall
conclusion stated that a steam pressure transient. caused system pressure to exceed the bursi
pressure of the rupture disk. 'YNSD analysis indicated that the system pressure increased at &
rate "mo.e vhan ten times® than that criginally designed. Further, YNSD has identified 10



potential causes that may have contributed to the rapid pressure increase. The majority were
associated with system isolation pressure switche: and isclation valve performance. A
preliminary concern was also related 1o a possible inadequate design margin for the svstem 1o
mitigate this pressure transient,

Regarding the operation of the AOG system, the preliminary results by YNSD indicates that VY
has operated the AOG system in accordance with its design, however possible areas for
improvemesnt were identified with maintenance activities. Recommendations were also made to
VY 10 improve the performance of the AOG system, (o ensure that the pressure transient
resulting from a dual-train system isolation wou'd not result in a rupture disk burst and a
radiation release to the environment.

In response to VY questions regarding whether the AOG system was operated within its design
basis, YNSD contends that (1) there were no unreviewed salety questions, (2) the probability
or consequences of an accident were not increased, and (3) system cperation, with a temporary
bucket forming the pressure boundary at the rupture disk, meets the intent of system operation
as described in the FSAR.

The inspoctor concludes that the actions taken by VY engineering to determine the failure
mechanism of the repture disk were appropriate and involved sufficient engineering expertise
to resolve this issue. Based on conversations with the cognizant VY engineer, the inspecior was
assured that VY will continue to review YNSD's recommendations and implement appropriate
tests and/or changes intended to improve AOG system operation. The inspector will review
VY's corrective action plan when completed and has no further questions on this matter at this
time.

.0 SAFETY ASSESSMENT AND QUALITY VERIFICATION (71707, 405000

8.1 Perlodic and Special Reports

The inspectors reviewed the following periodic and special reports for accuracy and the aJequacy
of the evaluation:

Monthly Statisticai Report for January 1992
- Monthly Status of Feedwater Nozzle Temperature Monitoring for Jiiuary 1992
> Report of Fuel Failure Status and Parameter Trends for January 1992

1991 Annual Operating Report as Required by 10 CFR 50,59(b)(2)
- 1991 Personnel Exposure Report

Fitness for Duty Program Data for the Period 7/1/91 to 12/31/91
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9.6 MANAGEMENT MEETINGS (30702)
9.1  Preliminary Inspection Findings

At periodic intervals during this inspection, meetings were held with senior plent managemen:
to discuss preliminary inspection findings, A summary of findings for the report neriod was also
discussed at the conclusion of the inspection and prior 1o report issuance. No proorietary
information was identified as being included in the report.

9.2 Region Based Inspection Findings

Two Region based inspections were conducted during this inspection period, Inspection findings
were discussed with senior plant management at the conclusion of the inspections.

Daje Subject Rpt. No.  Inspector

02/24-28/92 Emergency Operating Proceaures  92-80 P. Bonnett
Team Inspection

02/24-28/92 Security Inspection 92-05 R. Albert

9.3 Significant Meetings

Or March 4, a meeting was held in Region 1 to discuss licensed uperator regualification (LOR)
ang training issues, as they pertain to an October, 1991 (raining program inspection and the
cun :nt status of the LOR program.



