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APPCNDIX B
U,S. NUCLEAR REGULATORY COMMISSION
REGION 1V
NRC Inspection Report No: 50-382/92-03
Docket No: 50-382 License No: NPr-38
Licensee: Entergy Operations, Inc,
P,0, Box B
Killora, Louisfana 70066
Facility Name: Waterford Steam Electric Statior, Umit 3 (Waterford 3)
Inspection At: Taft, Louisiana
Incpection Conducted: February 2 through March 14, 1992

Inspectors: W. F. Smith, Senior Resident Inspector
Project Section A, Division of Reactor Projects

1. Barnes, Chief, Materials and Quality Programs Section,
Division of Reactor Safety

S. D, Butler, Res*dent Inspector
Froject Section A, Division of Reactor Projects

M, E., Murphy, Reactor I[nspector, Test Programs Section,
Division of Reactor Safety

D. R, Hunter, Reactor Inspector, Operational Programs Seccion,
Division of Reactor Safety

Approved: M aé gg 3 /3¢ J 92
(511 am U. Jonhnson, ef, Project section Date '

Inspection Sumr-ry
Insggction .onducted February 2 through March 14, 1992 (Report 50-382/92-02)

Areas Inspected: Routine, unannounced inspection of plant status, followup,
onsite roaganie to events, monthly maintenance observation, bimonthly
survedllance observation, uperational safety verification, and reitiable decay
heat removal during outages.

Results:

The {inspector concluded that the licensee's actions un the thermo-lag issue
were proactive and appropriate. The licensee has expended considerable
resources and has made good progress in a long-term effort to resolve all fire
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barrier issues identified in the past 4 ‘ears, and appeared to be approaching
completion in the near future (paragrapt 3.2.1). A viclation was identified in
paragraph 3,7.2 involving failure to pr¢ lde a complete and accurate licenses
svent report (LER) on the COLSS wmargin alarm 1ssue, This was a third example
in the past year where required information was not provided in an LER, which
may be indicative of weaknesses in both LER writing and technical reviews., The
overall format and content of recent LERs have been gnod, with exception of these
specific inaccuracies (paragraph 3,3).

Tne licensee's performance in deali..g with the zafety injection tank (SIT)
pressure problem in paragraph 3.4,2 was a strength, Therefore, a violetion was
not cited. The licensee's actions to prevent racurrence of the Struthers

Dunn 600 serfes relay failing were adequate in that the failure appeared to be
an isolated case. Loth LERs were well written (paragraph 3.4).

Based on a review of past installation and retesting practice used on steam
cenerator (SG) primary manways, the inspectors identified a violation involving
fatlure to follow written instructions (paraqgraph 4,1).

Weaknesses were i1denti‘fied in the licensee's procurement process in that
inadequate controls were placed on the procurement of commercial equipment that
cou'd have an effect on important balance-of-plant or safety-related equipment,

The licensee's actions to repair the leaking SG manway were excellent, An
unresolved item was initiated to permit further review as to whether or not the
previous installation of helicoils was in violation of NRC regulations; however,
they were installed using a sound technical basis,

The licensee's nenlicensed auxiliary operator (NAO) exhibited excellence in the
performance of his routine inspection tour by finding the Emergency Diesel
Generator (EDG) A control air supply valves out of position (paragraoh 4.3);
however, a second unresolved item was initiated to allow the licensee to
detarmine whether or not EDG A was operable during the period the valves were
out of position (paragraph 4).

Overall perfcmance of maintenance activities observed during this inspection
period was excellent. Work was accomplished fn a timely and professional
manner. A minor weakness was noted in the pla niug ard procedures aspect of
the work observed, including errors in the ' ..L gas bypass modification on
Essential Chiller B, causing it to fail the acceptance test (paragraph 5).

Survel 1lance tes.ing continued to be a strength at Waterford 3, A minor
weakness was identified during fuel handling building (FHE) veitilatfon systen
testing in that the test director, who wat a system engineer, failed to sign
off comnleted steps as they were done. This was a poor practice (paragraph €..

The licensee's performance in executing the planned outage was excellent,

Close management involvement, maintenance of appropriate priorities, and a high
sense of concern and vigiiance over operations during reduced reactor coolant
system (RCS) inventory all contributed to the orderl; completion and success of
the outage. However, the inspectors identified a weakness in the licensee’s
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hand1ing of SI-405A and -B pressure switcn drift, Only after the inspectors
intervened did the 1{zensee take action to ensure there was sufficient margin
to ensure the valves would open if called upon,

Housekeapin? during and after the outage was a strength. The inspectors noted
a distinct ‘mprovement in this area over this inspection period (paragraph 7),
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3., FOLLOWUP

3.1 Followup of Previous Inspectivn Findings (92701, 92702

3.1.1 (Closed) Inspection Followun [.em (IFI) 90C22-1

This item was opened to follow up on the licensee's fnvestigation and corrective
action for a September 19, 1990, transient caused by loss of extraction steam
to the high pressure feedwater heaters. The inspector -eviewed Significant
Occurrence Report 90-023, which war completed and approved by the plant manager
on August 5, 1991, The report corcluded that the transient was caused by valve
mislabeling on the high pressure feedwater heaters, which led an operator to
close an fsolation valve for the level switch, which closed the extraction
steam [solation Valve ES-109 on an indicated high heater level, The operator
had intended to isolate and tag a level controller on the heater for
maintenance. Corrective action included correcting the identified labeling
error and requesting the Operations Quality Ass. . ance Group to perform a
surveillance of component labeling on the condensate, feedwater and the
feedwater heater drain systems tc determine the extent of the problem,
Surveillance 05-90-032 was completed January 16, 1991, and of the 133 randomly
selected components one was mislabeled, The Operations department had already
developed and implemented a component tag and labeling enhanceient program
which was projected to take approximately 3 years to complete, They indicated
that this program should aid in identifyirg and correcting other component
labeling problems. This {tem is closed.

3,1.2 (Closed) Inspection Followup Item [FI 90024-2

This ftem was opened to follow up on the licensee's corrective action for
deficiencies idertified with fuses and fuse holders in the pover supplies for
their Westinghouse 7300 Process Analog Contro' (PAC) cabinets. Several fuse
and/or fuseholder failures had caused minor riant transients and temporary loss
of some indication, The inspector reviewed the licensee's "Fuse and Fuse
Holder Faflure Report" dated December 6, 1990, and their ront cause
investigation report, RCI 90-021, dated March 22, 1991, The licensee had done
an excellent job of investigating the cause of the fuse and fuseholder failures
and establishing corrective actions to prevent recurrence. They had determined
that *“c 20-ampere rated fuse holders were not sufficient to supply the
required power to some cf the PAC card racks. Specifically, som of :
triple-frame card racks drew as much as 17.5 amperes under normal con  ions
and would overheat and degrade the fuseholders over time and, in some  ses,
cause the fuses to fail even though current through them was less th: the
20-ampere rating, With the concurrence of Westinghouse, the liceisee replaced
the power supply fuse holders iu cabinets with triple-frame card racks with
30-ampere rated holders and used s idered connections to further reduce the
resistance, which caused heating and degradation. The system engineer indicated
that he periodica 1, monitored the PAC cabinets #ith a thermographic camera and
did not see anv further signs of overheatinj in the fuse holders. He also
indicated that a design change to supply forced ventilation to the cabinets was
pending and, even though it was intended to prolong the 11fe of the PAC cards,
it should further reduce the heat load on the power supply fuse holuers, It



was found during the investigation that some of the power supply fuse holcers
had 15-ampere fi. es installed instead of the JU-ampere fuses specified on the
vendor drawings. The licensee has ettablished a program for control of
electrical fuses at Waterford 7 which should prevent incorrect fuses ‘rom
being installed in the future. This 1tem is closed,

3.1.3 (Closed) Violation VIO 90026-5

This violation was cited under Enforcement Action 91-006 dated March 15, 1991,
as a two-part, Severity Level [Il probiem. The {ssues involved the licensee's
conclusion in late December 1930, that problems associated with work control,
surveillance testing, and operation of the control room air conaitioning system
had placed into question the irtegrity of the control room eivelope and,
therefore, the protection afforded control room operators from events such

as radiation releazses and toxic gas emergencies. The licensee responded to the
Notice of Violation on April 15, 1990, and committed tc the corrective action-
discussed below, The objective of this followup inspection was to verify
satisfactory completicn of the corrective actions.

Repairs to leakcge paths in the control room were compieted by December 21,
1990, such that subsequent testing results achiaved at least 0.i25 inches water
gauge positive pressure in the control room, with less than 200 cubic feet per
minute makeup air, The inspectors revieweu the test results and found no
problems, Survefllance Procudure PE-5-004, Revision 5, "Control Room Afr
Conditioning Surveillance," was changed to include the 200 cubic feet per
minute makeup afr flowrate 1imit as an explicit acceptance criterion, and
detailed guidance was provided when any of the acceptance criteria could not be
met. On March 4, 1992, the inspectors reviewed Revision 6 and ncted that the
changes were incorporated, with improved format, in the new revision.

Under long-term, permanent corrective actions, the licensee's Maintenance
Review Committee audited the condition identificaticn (C!) report ditabase to
ensure that Cls open for more than 3 months were adequately addressed. The
inspecter noted documentation stating that the results were satisfactory.

Also, PE-5-004 was evaluated and revised appropriately to ensure that
interfacing ventilation systems were always in the same condition while testing
the control room air conditioning system and that measured makeup air flowrates
were normalized to 0.125 ING pressure in the control room to permit meaningful
precursor trending. The inspector noted that the new Revision 6 retained those
attributes.

On June 14, 1991, the licensee developed a case study on this event so that it
could be discussed on a recurring basis with their technical staff. The
inspector noted that Training Request No. 91094 was implemented to accomplish
this and was scheduled to be covered as pert of continuing training beginning
December 1991,

The 1icensee performed an evaluation of procedures used for design change

development. The inspector noted that two procedures were changed accordingly
abruary 28, 1992, The inspector reviewed a sampling of nine Design Document
fsion Notices, which showed objective evidence that the licensee revised the



nuclear penetration 11st to identify air pressure seals within the control room
envelope or the controlled ventilation area section (CYAS) in the reactor
auxiliary building. On February 27, 1992, the lice.see completed ar evaluation
of the feasibility of labeling seals that affect pressure envelopes controlied
by Technical Specificaticns (75), Based upon changes made to procedures,

and a new "Barrier Functional List" created to work in conjunction with the
Nuclear Penetration List, the licensee considered field .abeling of nuclear
penetrations related to air boundaries was rot warranted. The inspector had no
problem with that decision since other controls had been implemented as
discussed above,

Finally, the inspector reviewed the licensee's acticns to revise Design Change
No. 3197 to address the fire seals that affected the integrity of the control
room, CVAS, FHB, and shield building boundaries. The inspector noted that
appropriate changes were made to address the control room and (VAS boundaries,
but none were made to address the FHBE and shield building because nothing in the
scope of the design change package impacted FHB and shield building boundaries.
This violation is closed.

3,1.4 (Closed) Violation Vvi0 91013-1

This violation ‘nvolved four e :mples of a failure to properly implement
procedures required by TS 6.8.1, The first example involved a failuce of
Refueling Procedure RF-006-001, Revision 3, "Reactor Vessel Head and Internals
Installation,” to properly contro! refueling cavity water level to pre.ent high
radiation durirg the 1ift of the upper guide structure from causing unnecessary
radiation exposure to personnel and an unnecessary actuation of containment
purge isolation, As corrective action, the licensee made revisions to
RF-0u6-001, RF-004-001, "Reactor Vessel Head and Internals Removal," and
RF-004-002, "Incore Instrumentation Removal and Disposal,” .o give adequate
guidance on contrnlling refueling cavity water level during high exposure 1ifts
to minimize radiation exposure to persornel and on precautions to ensure that
the containment purge system was shut down to prevent an urnecessary challenge
to that safety system, The inspector noted that the changes to the above
procedures were made before the comnmitted date and found them to be
satisfactory.

The next example involved a tailure to respond to an alarm that was intended to
alert the operators to a fatlure of the Safety Parameter Display System {SPDS),
As a result, the SPDS was not functioning for over 24 hours, which diminished
the liceisee's ability to make offsite dose assessments during an accident.
This was reportable to the NRC under 10 CFR Part 50.72. The licencee's
corrective action included a letter to all licensed operators to heighten their
awareness of the importance of this alarm and review their responsibilities to
acknowledge alarms as required by Procedure 0P-100-001, "Duties and
Responsibilities of Nperators on Duty." They also indicated that thei. computer
group would investigate ways of enhancing the alarm indication for a
nonfunctioning SPDS to ensure 1t would get the attention of the operators in
the control room. The letter to licensed operators was issued by the committed
date and was found to be satisfactory upon review by the inspectors.
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ventilation rooms and some of the fire damper barriers would he replaced with
different barrier material, The disposition of the remaining tnermo-lag
applications was pending further review of the use of thermo-lag,

Concluzions:

The inzpecter concluded that the licensee's actions on the thermo-lag fssue
were proactive and appropriate, The licensee has expended considerable
resources and has made good progress in a long-term effort to resolve all fire
barrier issues 1dentified in the past 4 years and appeared to be approaching
completion in the near future.

3.3 In-Office Review or LERs (9071¢)

The following LERs were reviewed., The inspectors verified that reporting
requirements had been met. causes had been identified, corrective actions
appeareda appropriate, generic applicability had been considered, and that the
LER forms were complete. The inspectors confirmed that unrevie~ed safety
questions and violations of TS, license conditions, or other regulatory
requirements had bean adequately described, The Region IV staff determined
that an onsite inspection followup of the event was not appropriate, The NRC
tracking status is indicated oelow.

3.3.1 (Closed) LER 91-022, “"Inadvertent Engineered Safety Features
Actuations due to Plant Protection System Test Circuit Malfunction”

The inspector reviewed tne LER and found that it was complete, accurate, and
timely. Prior to the event, the 1icensee was actively pursuing improvements to
the plant protection system test circuitry due to previous malfunctions and
indicated that the corrective action for the latest malfunction would be
included in a fesign change that was currently planned to be implemented during
the next refueling outage. The corrective actions were considered appropriate
to prevent recurrence of the failure. This LER is closed.

3,3.2 (Open) LER 92-001, "Fatlure to Satisfy Technical Specification
Surveillance Requirement due tc Inadequate Administrative Controls
and Inadequate Attention to _etail”

On Fabruary 26, 1992, the inspector reviewe. this LER for accuraCy and
completeness, in addition Lo the above attributes. This issue was acdressed 1in
NRC Inspection Report 50-382/91-31, paragraph 4.2, The licensee found the
azimythal power tilt alarm not properly set and determined, upon investigating
the causes, that Surveillance Procedure NE-5-103, Revisfon 3, "COLSS /Tcrm
verification," did not properly meet the stated requirements of TS 4,2,3.2.a.
The procedure verified that the COLSS alarm was functional, but failed to verify
the correct setpoint, A violation was not cited for failure to meet TS
surveillance requirements becavse the error had minor safety significance and
the licensee's corrective actions appeared to address all of the concerns.
During a separate surveillance program inspection conducted by Region IV on
February 4-7, the regional inspector identified a similar problem with the
COLSS margin alarm associated with the core power operating 1imit based on peak
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linear heat generation rate (PLHGR) in kilowatts per foot (7S 4.2,1.3). Waen
the regional inspector identified the problem, the licensee informed him that
the problem was being addressed along with the azimuthal tilt alarm problem,
The Region 1V {nspector documented this in NRC Inspection Report 50-382/92-04,
paragraph 3, and stated that NRC would follow up., When the 1icensee completed
their review, they found that a similar problem existed for the Departure from
Nucleate Bofling Ratio (DNBR) margin alarm (7S 4,2.4.3). The procedure for all
three alarm surveiliances was revised, and software changes were implemented in
order to meet the TS surveillance reguirements, There wa: no concern about the
alarm setpoint for the DNGR and PLHGR margin alarms because the COLSS
continuously calculated the margins, With azimuthal tilt, however, a fixed
addressable constant was set into both the COLSS and the core protection
calcul:tor (CPC), and 1t was subject to adjustment by the operators during power
operation,

The LER focused on the azimuthal tilt problem and failed to >ddress the

problems found with the DNBR and PLHGR margin alarms, On Page 7 it stated "Nc
other COLSS-CPC related procedures exist which could have a similar error.”

The inspector discussed this with the licensee, wro explained there was a
communications breakdown between personnel who perforied the corrective actions
and thowe responsible for properly reporting the issue pursuant to 10 CFR

Part 50.73. ihis was also indicative of a weakness in the review and approval
process of the LER, The licensee stated that the LER would be revised. Over
the past year, the resident inspectors identified two other cases where an LER
fafled to accurztely and fully report an event, resulting in revisions [see

LERs 91-008 and 91-011)., Faflure to identify the DNBR and PLHGR margin alarm
surveillance problems 1< a violation of 10 CFR Part 50.73(b) in that information
provided to the NRC by the licensee did not include a complete and accurate
description of the event and actions taken to prevent a recurrence (VIO 92003-1),

This LER shall =emain open until an acceptable revision is {ssued and
satisfactorily reviewed,

Conclusions:

A violation was identified in paragraph 3.3.2 above involving failure to
provide a complete and accurate LER on the COLSS margin alarm issue. This was

a third recent example where required informatior was not provided in an LER,
which may be indicative of weaknesses in both LER writing and technical reviews.
The overall format and content of recent LERs have been good, with exception of
<he above specific inaccuracies,

3.4 Onsite LER Followup (92700)

The following LERs were selected for onsite followup inspection to determine
whether the licensee has taken the corrective actions as stated in the LER and
whether responses to the events were adequate and met regulatory requirements,
licensee conditions, and commitments. The NRC tracking status is indicated

below.
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Conclusions:

The licersee's performance in dealing with the SIT pressure problem in
paragraph 3.4,2 was a strength, Therefore, a violation was w0t - ted, pursuant
to Section VII of the NRC Enforcement Policy. The licensee's actions to
prevent a recurrence of the fafied Struthers Dunn 600 series relay were
adequate 1n that the failure appeared to be ar isolated case. Both LERs were
well written,

4, ONSITE RESPONSE TO EVENTS (§2702)
4.1 RCS Leak

On January 9, 1992, the licensee discovered toric acid crystals and water
leaking below 5G No, 1. As described in paragraph 4.3 of NRC Inspection
Report 50-382/91-31, the licensee could not gain sufficient access to find the
exact source of leakage. Radiation levels were too high to gain safe access
with the plant at power. The licensee concluded, based on the available
informatior, that 1t was the SG No. 1 primary cold leg manway gasket that was
leaking and began planning an outage to make repairs,

On February 3, the licensee discovered that 150 pounds per squure inch (psi)
design gaskets were instalied on the hot and coid leg primary manways on both
SGs, when the gaskets should have heen 2500 psi design. Tie SG vendor,
Combustion Engineering ‘CE), 1dentified the required yaskets in the SG technical
manual by Part Number 276-102, “"commercial grade,"' with dimensions and material
notes which called for stainless steel and asbestos "Flexitallic Special” or
equal, The pressure ratlng was not specified. The licensee performed an
operability determination in accordance with Site Directive W4,101,
"Nonconformance/ Indeterminate Analysis Process." The determination was
documented on February 4, and the licensee concluded that the four primary
manways were operable and that no immediate safety concerns existed. This was
based primarily on discussion with CE who, in turn, discussed the problem with
Flexitallic, the gasket manufacturer. The inspectors noted that the joint
design was such that the gasket was completely captured, and that catastrophic
failure could not occur. The licensee noted that the remaining three ST
manways were not leaking.

4.1.1 Steam Generator Primary Manway Gasket Procurement

The inspector was provided a review by licensee personnel of the procurement
history of SG primary manway gaskets. Included in this review was a discussion
of the circumstances pertaining to the purchase orders (POs) erroneously
specifying 150 psi design gaskets for the application. This error was described
to have rosulted from a clerical error during transfer .f gaskets from the
piant constructor's (Ebasco) inventory control to tre licensee's inventory
control. The transfer requisition, which was prepared by nontechnical licensee
personnel with no technical review performed, identified the gaskets by the CE
Part Number 276-102 and as 18-inch, '50 psi. No reason had been established
for the 150 psi pressure rating, in tnat the gaskets were not tagged with the
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rating, and the Ebasco and CE documentation did not indicate any pressure
rating, This error was subsequently carried vorward to other documents
(includirg POs) without the error being detected,

The inspector reviewed the licensee POs that were applicable to procurement of
56 primary manway gaskets (f.e., L-23519-H, WP026851, WP030370, WPO40096, and
WP04006), It was ascertained from this review that all of the POs were placed
with a ;oca1 distributor and that the following three types of procurement
nccurred:

4.1.1,1 PO L-23519-H, which was issued on December 14, 198Z, identified the gasket
sfze and specified that the ?askets be flexitaliic, manway gaskets, 2500 psi,
with Type 304 stainless steel backing.

4.1...2 POs WPO26851 and WP040061, dated August 2, 1989, and April 24, 1991,
respectively, identified the gasket size and specified that the gaskets be
stainless steel/asbestos, 150 psi. In addition, the POs {dentified: (i) that
the gaskets were intended to be used in SG primary manways, (2) the original CE
PO number, (3) the applicable CE drawing and part number, (4) that the gaskets
were to be flexitallic type, and (5) the dimensional tolerances listed on the
CE drawing, Certain technical and quality requirements were also included 1n
the text of PO WP02685] and by attachment of Procurement

Specification PROC-M-100, “Gasket, Spiral-Wound," Revisfon 1, to PO WPO40061.
These requirements included chemical limitations and the furnishing of a
certificate of conformance.

The installed 150 psi gaskets were determined by 1icensea personnel to have
been procured by PO WP026851. Review by the inspector of receipt documentation
for this PO showed that the gasket manufacturer had furnished to the
distributor a certificate of conformance which addresseu the chemical
limitations of the PO, In addition, a final inspection report was furnished by
the gasket manufacturer to the distributor which contained a statement of
conformance to distritutor PO requirements and also fdentified PO WPO26H51 as a
“customer reference." It could not be concluded whether the "“customer
reference" signified that PO WP026851 had been transmitted to the manufacturer
by the distributor or was simply a notation of the ultimate customer, Licensee
examination of the gaskets received for PO WP04006] found that they appeared to
be higher pressurz gaskets than the 150 psi gaskets that had been specified.

4.1.1.3 POs WoN20370 and WP040096, dated December 4, 1989 and April 25, 1991,
respectively, ide:tified the gasket size and specified that the gaskets be
flexitallic stainless steel. In addition, the POs identified: ?1) tiat the
gaskets were intended for steam generator manways, (2) the part number, but
without indicating that 1t was a CE part number, and (3) that the materials
were to be furnished in accordance with Purchase Specification PROC-M-100,
Revisfon 1. The POs did not identify a required pressure rating or specify the
original CE PO number, CE drawing number, or CE dimensional tolerances.
Liconsee examination of gaskets received for these two POs found that those
furnished to PO WP030370 appeared to be the same as those received for

PO WP026851., Those received for PO WP040096 appeared to be a higher pressure
design gasket,
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The 1icensee did not consider the primary manway gaskets to be safety-related,
This was based, 1n part, on the specific exclusion by Article NB-2000 in
Saction 111 of the American Society of Mechanical Engineers (ASME) Code of
g.skets for consideration as pressure retaining material, The licensee's root
cause investigation was still in progress as of the end of this inspection, but
the preliminary root cause of the problem was determined to be the documentation
error that occurred during trarsfer of the gaskets t) the licensee's inventory
control, Contributing causes were determined to be not specifying pressure
ratings on two of the POs, the vendor supplying & high pressure gasket when a
150 psi gasket was specified, and a misunderstanding that Flexitallic could
cross-reference a CE part number and supply the correct gasket,

Observations made by the inspector during review of the procurement history
were as follows:

4,1.1.4 The gasket procurement history was an indicator that insufficient
attention had been given to technical review of important nonsafety-related
procurements,

4,1.1.5 The 150 psi value should have been identified as an error during
development of the requirements for PO WP026851, This observation would be
contingent on the procurement engineer being cognizant of the technical
requggeggnts contained in the original CE PO that was referenced in

PO WP026851.

4.1.1.6 The failure to recognize that a 150 psi gasket was not appropriate for
primary pressure during the PO technical review was an indicator of a training

weakness.

4.1.1.7 The present methods, when procuring thiough distributors, did not assure
taat the manufacturer either received the licensee purchase order or was fully
cognizant of the procurenent requirements (i.e., a certificate of conformance
was required from the supplier rather than the mar.facturer),

4.1.2 Review of Manway Cover Installation Fractices

The inspector verified that the thread lubricants used by the 1icensee

for SG primary manway studs were of a type that would not contribute %o
initiation of stress corrosion cracking (i.e., the lubricants did not contain
molybdenum disulfide), In addition, the inspector reviewed Work

Authorizations (WAs) 01071648 and 01071582 to ascertain the installation
practices that were used for the 5G manway covers during the previous refueling
outage (RFO-"" following completion of eddy current testing, It was noted
during this review that the postmaintenance retest Jisted on page 4 of both WAs
was for Onerations Quality Assurance to perform a visual inspection for leakage
(VT-2) of the S5 primary manways at normal RCS temperature and pressure, This
visual inspection was signed off as being completed on May 20, 1991, by two
different Level [l examiners for each S5GC.

Examination of the two inspection reports that were referenced by the WAS
identified, however, that the test temperature was marked “N/A" for the visual
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exanination of the primary manways in each SG, Both inspection reports had
been signed as being reviewed by a Level [I] examiner. In addition, the ASME
Section X1 Work Package Review Form for the two WAs showed that the opening
review by the repair/replacement engineer had identified that a VT-2 inspection
was required to be performed at normal operating pressure and iemperature, The
closing review by the repair/repiacement engineer for each WA was signed off
without {dentification of any deviation from the V7-2 requirement, At the
inspector's request, the licensee reviewed temperature charts and inspection

| gs and confirmed that the VT-2 inspections were performed at 450°F, which was
be'ow the normal no-load operating temperature of about 544°F, The inspector
reviewed ASME Sectfon X! Code requirements and verified that the V1-2 inspection
was required by ASME Code to be performed at normal operating pressure and not
necessarily at normal operating temperature, However, the WA should have been
change1 and properly approved to delete the normial operating temperature
requirement, The failure to comply with the WA VT-2 instruction indicates a
weakness in work control practices and is a violation of Criterinn V of
Appendix B to 10 CFR Part 50 (V10 92003-3).

4,1.3 Use of Helical Coil Threaded Inserts on SG Manway Studs

On Fehruary 4, the licensee informed the inspectors that they had instailed a
helical coil threaded insert (helicoi!) on one stud for the SG No. 1 hot leg
manway and two others on the SG No. 2 cold leg manway during the previous
refueling outage completed in May 1991, ASME Boiler and Presiure Vessel Code
Case N-496, "Helical Coil Tireaded Inserts," permitted the use of helicoils;
however, the NRC had not accepted the code case as required by 10 CFR

Part 50,.55a. On February 5, the licersee sent ¢ letter to the NRC Office of
Nuclear Reactor Regulatifon Project 'fanager for Waterford 2, informiny NRC of
the condition and providing some background information, un February 14, the
licensee formally requested specif’: approval for the use of helicoils on any
SG manway and to extend the approval to the 3 helicoils already instalied. The
basis for the request included a L0 CFR Part 50,59 evaluation, CE Calcylation
CENC-1805, "Waterford Unit No. 3 Steam Generator Manways,” which confirmed that
helicoils may be used in any or all stud holes, and ASME Zode Case N-496, not
st accepted by the NRC 1n accordance with 10 CFR Part 50.5.a, The licensee
entered the deficiency (failure to comply with 10 CFR Part 50.55a) in their
corrective action program by inftiating Quality Notice No. 92-008. As it turned
out, the licensee had no need to utilize additional helicoils during the manway
gasket replacement. On February 21, the NRC approved the specifi. application
of the three helicoils already installed in the SGs. Failure to comply with
the 10 CFR Part 50.55a requirement to apply only those ASME Code Cases that
have been determined suitable for use by the NRC would be a violation if the
Code Case had been the basis for using helicoils. Since the licensee had a
sound technical basis for applying the existing helicoils, there remained a
questicn as to whether or not the helicoils could have been instatled absent
the Code Case. Therefore, it remained unresolved, as of the end of this
inspecticn period, whether or not NRC regulations were violated, The NRC 1s in
the process of reviewing this issue (UNR 5¢003-4).

On February 16, the plant was shut down and the licensee confirmed that the R(S
leak under SG No. 1 was the primary cold leg manway. The inspectors reviewed
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scoping analysis thut the 3°F uncertainty that had been In use for lemperature
instruments was closer to 3.9°F, This was because they assumed the licensee
was using metering anc test equipment accurate to 0,25 percent when in fact it
was 0,50 percent, The cignificance of this {1ssue was that the potential
existed that ONBR and PLHGR margins might have been exceeded without 4 LOLSS
alam to alert the operators. The )lcensee was confident thut sich was not the
case. hecause there were conservatisms in other parameters contributing to the
uncertainty, 1.e., installed instrument drift had been much smaller than the
assumed value, The licensee inftiated a nonconformance condition report and
conmenced reevaluating tne 3,9°F uncertainty, Until 1t wes reevaluated, the
licensee stated that the plant would be operated assuming the greater
uncertainty, If the uncertainty could not he evaluated back to, or below, the
original 3°F, the licensee stated they would de‘ermine whether or not any
margins were exceeded and make the appropriate reports as required by NRC
regulations, Since COLSS ronftored |icensed full power operating 1imits using
a calorinetric calculation, and 1t had been most 1imiting in the pasi, 1t was
unlikely that any margins were exceeded, The ing~2ctors will monitor the
}:?cgzgz;ssactions and will track the final rescl..fon of tals 1ssue under

4.3 EDG A valves Out of Position

At 8:28 a.m, on March 11, 199,k one »f the licensee's nonijcensed auxilidary
operators (NAOs) found the EDG A left bank cranking control air shuteff

Valve EGA-302) and the left bank nonfailsafe air supply Valve EGA-404A in the
closed position when they were required to be open. ke foumd this condition
during a routine tour, and remembered both valves were frn the correct open
position about the same time on March 10, These were tucing \alves located or
a contra{ air panel, and tne status was easily determined at a glance., The
significance of this was that the left banc air start valve (one of two
redundant valves) was disabled with Valve EGA-302A closed. valve E5°-404A peing
shut had no consequence because this air supply was cross-connectec the
right bank air supply. Also, Valve EGA-304A supplied air to £0G trip devices
that would be bypassed during an emergency start,

Nuring the timeframe that EGA-302A may have been closed, Air Compressor Al,
which was suppiying air to the right bank air start valve, wai taken out cf
service for maintenance. Therefore, the only source of starting a'r was
Receiver Al, with no afr compressor to maintain pressure, The pressure had
dropped to below the low pressure alarm point of 175 psig by about 9:30 a.m, on
March 10 and was not restored to the normal pressure of 250 psig until after

12 noon on March 10. EDG A may not have been operable with dagraded starting
atr pressure on the right bank and with the left bank disabled (EGA-302A
closed) for up to 3 hours on March 10, TS 3.8.1.1 required both EDGs to be
operable during ihis period, because the plant was operating at full power,

The 1icensee promptly restored the valves to the proper position after the
discovery was made un March 11. They alio conducted treaker and valve 1ineup
checks in accordance with the EDG operating procedure and found no other
problems. U*111zing a security printout, the licensee aiso investigated who
was in the £0G A room from the time the valves were seen in the correct

——
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position on March 10, unti]l the valves were found out of position on March 11,
As of the end of this inspection period, the licensee was still in the process
of contacting the approximately 40 peopie who were in the room,

At ahout € p.m. on March 11, the licensee informed the inspectors that on
Monday, March 9 (which was a compre.sed work week day off for most employees),
the NAOs reported discrepancies in waste cortro! panel valve positions compared
with information they had received during shift turnover, This panel was
Jocated in a passagewav near the exit from the redifologically controlled area.
wWhile tais had no safety significance, 1t added to the licensee's concerns
about unexplained valve mispositioning, The licensee included the
investigation on this problem with the £EDG A problem above, because there might
have been some connection as to the cause,

The licensee directed watchstanders to increase vigiliance over the plant
systems and to watch for suspicious activity, As of the end of this inspection
nerfod, the licensee had not made a determination of whether or not EDG A was
operable during the 3-hnur perind on March 10 when right bank starting air
pressure was below the alarm point. Also, the 1icensee had not estabiished a
cause for the two left burk contral afr supply valves being out of position,
Therefore, 1t remains unresolved as to whether or not a violation of NRC
regulations occurred (UNR 52C03-6),

Conclusions:

Based on a review of past instaliation and retesting practice used on 5G
primary manways, the inspectors identified a violation involving failure to
follow written {nstructions [paragraph 4.1). Weaknesses were identified in the
1icensee’'s procurement process in that inadequate controls were placed on the
procurement of commercial equipment that could have an effect on important
balance-of -plant, or safety-related equipment, ‘he licensee's actions to repair
the leaking SG manway were excellent. It remains unresolved as to whether or
not the previous installation of helicoils was 1n violation of NRC regulations;
however, they were installed using a sound tecnnical basis., The lTicensee's NAD
exhibited excellence in the performance of his routine inspection tour by
finding the EDG A control air supply valves out of position (paragraph 4.3),

't remains unresclved as to whether or not EDC A was operable during the period
Compressor Al was out of service and the control air supply valve was
inanpropriately closed.

5. MONTHLY MAINTENANCE OBSFRVATION (62703)

The station maintenance activities affecting safety-related systems and
components 1isted below were observed and documentation reviewed to ascertain
that the activities were ronducted in accordance with approved WAs, procedures,
TS, and appropriate industry codes or standards.

5.1 WA 01065179, 01087318: Wet Cooling Tower B “aintenancs

On February 10, 1992, the inspector observed méintenance on the wet cooling
tower for Auxiliary Cowponent Cooling Water System B, One Wi was written to

R e St



replace a broken spray header nozzle and anuther was to perform a perfodic
inspection of the wet cooling tower for signs of deterforation or damage, The
inspector reviewed the wAs and found them properly preparea, approved, and
adequate for the work being performed. The persons performing the maintenance
were familfar with the equipment being maintained, No probiems were {ientified,

5.2 WA 01086148: Packing Adjuctment and Subsequent MOVATS Test of
Valve Mo-2018 4

On February 7, 1992, the inspector observed portions of the MOVATS testing on
Emergency Feedwater Pump A/B steam supply Vaive M5-401B, In November 1991, a
packing leak was fdentified on Valve MS-401B, The inspectors noted that the
leak slowly deteriorated while awaiting maintenance action, On or about
January 31, 1992, the inspectors expressed concern to the Shifi Supervisor that
ihe leakage appeared quite severe, By February 7, the packing was finally
adjusted. The technicians retested the valve in accordance w?th Maintenance
Procedure ME-007-027, Revisfon 5, "Using MCVATS 2150/2151 System for Test MOV,"
The inspector reviewed the data and found no significant problems, After the
MOVATS test was completed and the test esquipment removed, the operators
conducted a retest of the valve in 1ts normal configuration by performing
Surveillance Frocedure 0P-303-046, Revision 9, "Emergency Feedwater Pump
Operability Check." The valve and pump operated satisfactorily; however, the
valve packing began to leak slightly, Since the valve could not be safely
repacked while the plant was operating (the valve could not be isolated and
depressurized because it was piped directly from the main steam header upstrean
of the main steam isolation valve), the licensee chose to initiate a new C]
report and close out the above WA, The valve packing appeared to be leaking to
an acceptable degree,

while reviewing the WA, the inspector noted instructions to obtain a clearance,
remove the packing, and install new packing in the valve 1f leakage could not be
stopped by adjusting the existing packing. In vicw of the plant conditions
(operating at full power) and the fact that MS-401B could not be isolated from
the stean header, these instructions did not appear appropriate to the
circumstances. The inspector discussed this with the Mechanical Maintenance
Superintendent and expressed it as a weakness in planning,

During the outage, the valve was repacked. A minor burr was found on the valve
stem which appeared to be a cause of packing leakage. The burr wus removed and
the val e successiully MOVATS retested prior to the plant startu- following the
outage. After severai days of nlant operation at Dower, the ins,2ctor checked
the packing tor leakage and found none,

5.3 WA 01089639: Repair of Fssentfal Chiller B Evaporator

On January 28, 1992, Essential Chiller © was taken out of service to perform an
overhaul and to implement five design changes developea to improve performance,
On or about February 3, while the overhaul was in progres:, a workman
inadvertently bumped the refrigerant fsolation valve whicn fsolated the
refrigerant reserveir from the drained evaporator, releasing refrigerant back
te the evaporator, The partially opened valve apparently acted as an expansion
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valve, reducing the released refrigerant temperature to below freezing, The
tubes were still full of water and over 70 tubes were frozen, After checking,
the licensee found that most of the /U tubes were ruptured. The above WA was
implemented to replace the damaged tubes and perform tle required retests, The
repairs were done with the assistance of a Carrier service representative, with
special tools for removing and replacing tubes furnished by Carrier. The
inspector reviewed the WA and found the fnstructions to be sufficiently
detatled and well engineered to assure a guality repair, The evaporator shell
had to be cut open to enabie the mechanics to remove the damaged and swollen
tubes by cutting them and pulling them out the side, They could not be pulied
through the tubesheet, which would be the normal method, because of Lhe
swelling, 7The major portions of this work were observid by the inspector on
February 11-13,

The work was being done in a professfonal manner and good work practices were
executed, ASME pressure vessel code requirements were incorpurated into the
documentation and were met, When needed, a firewatch was provided in
accordance with the licensee’s procedures vhen hot work was being done, On
March 6, all five modifications were compieted and the machine had been cleaned,
evacuated, charged with Refrigerant 12, and leak tested. The machine was
started up in accordance wity the cperating procedure and loaded, The
inspector observed no abnormalities and the compressor functioned smoothly.
The 5 modifications were: (1, a motor ammeter was added to the control panel,
[2) a vehydrator was added which could be monitored and the water drained
without shutting down the machine, (3) an oil recovery line with sightglass,
(4) a fixed motor current feedback resistor, and (5) a new modulating hot gas
bypass valve. The acceptance tests specified for the modifications wore
completed satisfactorily except for the hot gas bypass modification, Statioen
Modification 3176. The essentfal chillers each had a hot gas bypass which was
designed to open under very low load conditions to prevent the units from
tripping off the 1ine on low suction pressure, They had not workad well, and
consequently there have been many low load shut downs, especially durirg cool
weather. This has not been a safety problem in that when a load was censed
the units would automatically restact (after a time delay). The hot gjas bypass
modificetion added an air operated valve with pneumatic-electric controls
designed to modulate the bypass during low load conditions. This new feature
did not function when operationally tested. The maintenance technicians
concluded, with engineering assistance, that the wiring design was flawed and
needed redesign and alteration before it would work, The inspectors met with
Design Engineering to determine the cause of the problem. The hot gas bypass
control vendor had apparently miscommunicated with the designer over what
adiustments must be made 1f an isolation device was not utiiized in the
circuit. Consequently, the desiyn called for wiring connections that would not
work, This appeared to be an {solated case, and 1t was detected by the
acceptance tes* and, therefore, was not of significant concern. The licensee
corrected the rnasign on March 13, and the inspectors will follow up on
satisfactory completion of the modification and the acceptance test during the
next inspection period,
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Conclusions:

Overal) performance of maintenance activities observen during this inspection
period was excellent, Work was accomplished in a timely and professional
manner, A minor weakness was noted in the planning and procedures aspect of
the work observed, including errors in the hot gas bypass modification on
Cssential Chiller B, causing 1t to fai! the acceptance test,

6. BIMONTHLY SURVEILLANCE OBSERVATION (61726)

The inspestors observed the surveillance testing of safety-related systems and
cumponents 1isted below to verify that the activities were being performed in
accordance with the TS, The apgplicable procedures were reviewcd for adequacy,
test instrumertation was verified to be in calibration, and test data was
reviewed for accuracy and completeness, The inspectors asr=rtained that any
deficiencies identified we-e properly reviewed ard resolv

6.1 Procedure M1-03-504, Revision 3, "Broad Range Gas Detection System Chaunel
Finctional test ana Cavibracion' s

On rebreary 11, 1992, the inspector observed the weekly celibralicn of the
8road Range Gas Monitor "B, which was required by TS Surveillance
Reguirement 4.3.3.7.3. fhe calibration was performed in accordence with
section 8.2 of Procedure MI-03-504, The surveillance test was properly
authorized anu performed by cualified personnel in accordance with an approval
procevure using calibrated test equipment. The detector was calibrated using
Benzene as the calibration gas with the instrument span corrected to the
standard gas, Acrolein, in accordance with Attacnment 10.1 of the procedure.
The surveillance procedure was considered adequate for the task and followed
vell by the technicians., No problems were identified.

6.2 Procedure PE-005-006, Revision 4, "fuel Handling Building Ventilation
Tystem Survelllance'

Or. February !1 and 12, 1992, the inspector observed the performance of sections
of PE-005-006 for both trains of the FHE emergency filtration unfts, The
procedure instructed surveillance testing of the units as required by 15
Syrveillance Requirements &.9.1.2. The sections of PE-005-006 that were being
performed were 8,1, "Pretest Visual Inspection,” 8.5, “Adrflow Capacity and
HEPA/HECA DP Check,” 8.6, “In-Place Leak Test, HEPA Filters,” and 8.7, "In-Place
Leak Test, Adso~bent.” The inspector verified Lhat the testing was properly
authorized and was beirg performed in accordance with an approved procedure.
Properly qualified personnel were performing the testing using calibrated test
equipment., Tne licensee used contract personnel to do the testing and they
we=e directed by a licensee system engineer, The inspector reviewed the
training and qualifications cf the test yersonnel and the calibration
certification for their test ecuipment, MNo protlems were jdent{fied.

Or February 11, the inspector observed testing on the Train A filtration unit,
He noted trat, with the testing well underway, a significant number of test
steps, prerequisites, and deta sheets had not been signed-off or completed even
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though it appeared that the steps had been done. This was discussed with tne
system engineer directing the test and he confirmed that the work had beer
performed but that the documentat?on had not been kept current, The procedure
was reviewed and it was aetermined that no steps had been pec~formed which
required signatures prfor to proceeding. On February 12, the ingpector
reviewed the nrocedure for the sections which were completed on the Train A
unit and the documentation was complete and all applicable acceptarce crituria
were maet, The incnector witnessed performance of Section 8.5, "Afrflow Canacity and
HEPA/HECA NP Check,” for the Train B unit and noted that adjustinents had to be
mace to the unit inlet damper, HVF-2028, to bring the airflow down into the
required range. Afrflow was remeasured and met the acceptance criteria. No
other problems were noted with the surveillance test,

6.3 Procedure JP-903-033, Revision 9, "Cold Shutcown IST vValve Tests"

On February 23, 1992, the inspector obser ed the performance of 0P-903-033 for
Valve S1-405A_ The test was being performed as a retest for the valve after
the nitrogen pressure was reduced in the valve's clesing accumulator (See
paracraph 7) as required by 15 4.0.5. The test wes properly authorized &nd
performed in accordance with an approved procedure. A qualified individual
performed the test., The valve closing ime met the test acceptance criteria,
No problems were fdentified,

6.4 Procedu:$ 0P-903-008, Revision 3, "Reactor Coclant System [colation
uﬁlkl” es ! '

On February 23, 1992, the inspector observed the performance of

Procedure OP-803-008 for Valves S[-405A and S1-4033  The test was being
performed for the velves as required by TS Suirvelllance Requirement 4,.4,5,2,3.b
following maintenance on the valves. The test was properly authorized and
performed in accordance with an app~oved procedure by gqualified ‘ndividuals.
Batn valves met the 1> and procedural acceptance cifteria for seat leakage. No
problens were identified,

Conclusions;

Surveillance testing continuec to be a strength at Waterford 3, A minor
wearness was fcentified during FHE ventilation syster testing in that the test
director, who was a system en ineer. failed to sign off completed steps as they
were done. This was a pooar praciic .

7. OPERATIONAL SAFETY VERIFICAT.ON (7170C7)

The objectives of thic inspection werc to ensure that this facilfity was being
operated safely and in conformance with regulatory requirements, to ersure that
the 1icensee’'s management controls were effectiveiy Jischarging the licensee's
recponsitilities for continued safe ofer2tion, to assure that selected
activities of the licensee’'s radiological protection prugrams were implemented
ir conformance with plant policies and nrocedires and in compliance with
regulatory requirements, and to inspect the 1{censee's compliance with the
approved physical security plan.
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The inspectors conducted contro! room observations and plant {inspection touns
and reviewed logs and licensee cocumentation of equipment problems, Through
fn-plant observatinns and attendance of the licensee's plan-of-the-da '
meetings, the inspectors maintained cognizance over plant stalus and ¥S action
statements in effect,

Ouring the 10-day outage to replace SG ranway gaskets, the inspectors

froquently monitored control room activities while the plant was in reduced
inventory conditions, the inspectors monitored the 11ce~see's compliance with
the requirements of Procedure 0P-001-003, Revisfon 13, "Reactor Coolant

System (RCS) Drain Down," which contained special precautions and requirements
for monitoring RCS level and SDC system operation when the RCS was partially
drained. The licensee maintiined redundant indicators of NCS level, a dedicated
operator to monitar SDC system operation, and cognizance of activities that had
the potential for interrupting SUC, or containment integrit, in the event that
SOC was lost, as recuired by NRC regulations.

On February 17, while attempting to place SOC 1n service, the operators were
unable to npen cne of the Train A SDC suction valves from the RCS not leg,
Valve 51-405A, The radundant Train B was successful'y piaced in service, that
1s, Valve S1-4058 opened. The licensez found that the hydraulic actuator
pressure switch setpofai had drifted downware by about 150 psi and, as o
consequence, the actuator could not generate sufficient hydraulic pressure to
unseat the valve, The switch was reset and S1-40%9A was opened, For the
duration of the cutage, $1-405A and -B were gagged open, which was a norma |
practice to prevent inadve~tent loss of SOC and isolation of the low
temperature over-pressure reliefs from the RCS,

The inspectors followed up on the actions Leing taken by the |icensee to
address the 31-405A feilure., During the previous refueling cutage, new
Paul-Muaroe hyaraulic open, nitrogen pressure close, acluators were fnstalled
on the valves to improve reliabilitv. The first time they were called upen to
open, one failed, ihe nurpose of the pressure switches wa: to maintain
hydraulic opening pressure at 2975 plus or minus 25 psig, The pressure
switches had an adjustaole setpoint range of 800 to 2800 psig (increasing),
according to the vendor manual but, upon consulting with Paul-Munroe, the
licensee was told that since the maximum recommended 4ystem pressure was

3000 psig and proof pressure was 5000 psig, 1t was acceptable to set the switch
at 2975 psig.

The licensee told the inspector that exact replacement switches were on hand,
the setpoint for S1-4058 would be checked, and engineering wais e aluating, for
the long term, whether to 2djust the hydraviic and/or nitrogen pressure to
Tower operating vi - 28, Upon checking the switch on §1-4058, the licensee
found that 1t had arifted down 85 psig. Nitrogen pressures wers verified
correct for both valves., On the basis of the manufalturer’'s assurance that 1t
wu$ acceptabie to use the pressure switches even though the setpoints were
beyond the design adjustment range, %ie 1icense indicated an intent to start up
from this outage and operate with no further action on 51-405A and -8 ' ntil
Design Engineerin; completed its long-tern evaluation. The inspector expressed
concern that no further inmediate -orrective action was unacceptable, ODoth
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valves had demonstrated a pressure switch arift, and there was »C assurance

that efther or both would not drift during powetr Jperaticn such that they might
not perform their intended safety function. [his {ssue had safety significance,
because the velves must open to provide S0C and RCS low temperature
over-pressure protection following & smail break loss of coolant accident, The
valves were located in the contairment building and, as such, would not be
accessible during such an accident scenario,

In response to the inspectur's concern, the licensee reduced the nitrogen
pressure by 160 psi to provide a margin ror potential hydraulic pressure switch
drift, The nitrogen pressure alarm was also changed accordingly, The licensee
used the proper administrative controls, reviews, and anprovals. The change

was made consistent with 10 CFR Part 50.59 requirements, The inspector reviewed
the documentation ana found no problems, The licensee aisc placed the
replacement pressure switches in an environment approximating that of the
containment during operation, so that the setpoint could be monitored for drift
on a periodic basis., If these switches drifted, the 1icensee would check (and
adiust, 1f necessary) the installed switches. The licensee's actions to reduce
the nitrogen pressure on 51-405A and -B, with the appropriace engineering
considerations, coupled with monitoring the setpoints of the replacement
svitches, was considered appropriate. Failure to take prompt and appropriate
orrective actions without the prompting of the NRC inspectors 1s considered a
seakness in the licensee's staft tec recognize and apply the correct priority to
what might have been a significant .ondi®inn adverse to quaifity. The inspectors
wigl follgw7gp on the long-term corrective actions taken by the licensee

(IF1 92003-7).

For the duration of the planned outage, clos¢ manajement controls and
involvement was evident. Throu?h the plan-of-the-day and plan-of-the-evening
me2tings the inspectors were abla to keep abreast of many of the challenges and
how they were dealt with, Since manpower resources were !imited, priorities
were kept in focus, Health Physics personnel resources were streined by the
hi?h work load. To help rel{eve this, the licensee enlisted the aid of
volunteers from the aaministrative staff to assist. Several volunteers from
the secretarial siafif appeared at the containment control point and they were
very helpful and effective in keeping opera*tions at the conirol point running
cnoothly. This was a positive aspect of the good teamwork frequently nhserved
at waterford 3,

On February 24, while the RCS was at normal opcrating temperatu: - and pressure
(Mode 3), tne ifcensee pertormed an inspection of repairs mede to correct

RCS leakage, and also the SG primary manway gaskets, as discussed in

paragraph 4,1 above, Prior to the cutage, hot leg injection Lheck

Valva $1-512B had been leaking past thc hinge pin cover gaskets, Since opening
thiz particular valve involved a high degree of risk in terms of potential loss
of SDC (see NRC Inspection Report 50-332/9i-17), the licensce decided tc
replace the four swuds and nuts holding each of two cover plates in place,
with higher strength studs and auts. In this manner, higher torque could be
applied, thus compressing the gasket to provide a Letter zeal to stop the leak,
This was done, and during the inspection there was no leakage found. However,
three of tha four nuts on one cap were cracked, as ware 'wo of the nuts on the



other cap. The cracks went all the way through one side of each nut in question.
Maintenance, with the concurrence of the Duty Plant Manager, secured the caps
with a “C" clamp and added a nut to each stud (the studs had suplus length),
and then replaced all of the nuts one at a time, The replacement nuts came

from a different source, substituted in accordance with the licensee's
procedures., This action was timely and appropriate and prevented subjecting

the plant to an unngcessary precsure and temperature transient,

The cracked nuts were machined from ligquid quenched and tempered ASME SA-134
Grade 6 stainless steel by NOVA Machine Products Corporation of Middleburg
Heights, Ohfic. The licensee had purchased “4 nuts on February 5, 1992, and
some of the unused nuts in the warehouse were similarly cracked, The licensee
accountad for all 24 nuts and noted that none were installed elsewhere in the
plant, The cracked nuts were sent to an independent laboratory *or failure
enalysis, and NOVA was informed of the problem, The licensee informed the
inspertur that NOVA was very responsive and had commenced a search to determine
if any other customers had purchased fasteners made from that heat number of
bar stock, They were also determining reportability pursuant to 10 CFR Part 21,
shich was invoked by the purchase order for the 23 nuts., The inspectors will
monitor the licensee's actions on this problem,

On February 24, the resident inspectors conducted a detailed inspection tour of
the reactor containment building as the licensee heated up the plant for

startup. The inspectors verified that no foreign material was in the safety
injection recirculation sump, and that there was no loose material in containment
that could block the sump screens during a postulated accident, The inspectors
discussed several minor deficiencies and questions with the shift supervisor,
These were addressed to the inspectors' satisfaction prior to startup.

Although there was limited work done, the clearup of boric acid deposits and
overall housekeeping in containment was excellent,

On February 27, while the plant was operating at full power, the i{nspector
noted a large number of scaffoids erected in the Safeguards “ooms, which housed
the emergency core cooling system pumps, The scaffolds had just been erected
to support smoke detector surveillance test1n$. Some of the scaffolds were
attached to structures that support seismic pipe supports for safety-related
systems, The inspector reviewed the documentation required by

Procedure NOCP-207, “Erecting Scaffold,” and founda that the appropriate |
engineering reviews were made, Still concerned about the large number of
scaffolds with a weekend coming up, the inspector was assured that the
surveiliance would be quickly implemented, and overtime was authorized to get
the scaffolding out of the safequards rooms at the earliest opportunity, The
inspector foliowed up after the weekend on March 3 and found that the
scaffolding was removed. The licensee's contre) of scaffolding has irproved
since the subject was brought up as a concern in April 1991 (See NRC Ingpection
Report 50-382/91-09).

Conclusions:

The licensee's performance in cxecuting the planned outage was excallent,
Close management involvement, maintenance of appropriate priorities, and a high



sense of concern and vigilance over operations during reduced RCS {ncentory all
contributed to the orderly completion and success of the outage. However, the
inspectnrs identified a weakness in the licensee's nandling of S1-405A and B
pressure switches drift, Only after the inspectors intervened did the licensee
take action to ensure there was sufficient margin to ensure the valves would
open 1f called upon, Housekeeping during and after the outage was a strength,
The inspectors noted a distinct improvement in this area ( ‘er this inspection
pertod.

8, RELIABLE DECAY HEAT REMOVAL DURING QUTAGFS +T1 2515/113)

On February 20 through 24, 1952, the inspectors reviewed the licensee's
procedures and practices in dealing with outage activities which had the
potential for cantributing significantly to a loss of capability to remove
decay heat from the reactor., The outage conducted during this perfod involved
core heat removal cperations while the R(CS was drained to midloop, No major
safety concerns were identified; however, the licensee was still 1n the process
of refining and developing outage risk assessment practices.

Information obtained in accordance with Temporary Instruction No, 2515/113 wil)
he transmitted to the Reactor Systems Branch, NkC Office of Nuclear Reactor
Reguliation, for review as directed by paragraph 2515/113-04,

9, SUMMARY OF TRACKING ITEMS OPENED IN THIS REPORT

The following is a syncpsis of the status of all open 1tems generated, closed,
and left open in this inspection report:

IFl 90022-1 was closed.
IFI 90024-7 was closed,
VIO 80026-5 was closed.
VIC 91013~1 was zlosed.
VIO 91021-1 was closed,
V1D 910213 was closed,
LER 91011 was closed.
LER 91017 was closed,
LER 91022 was closed.
LER 92001 remafred open.

V10 92003-1, taflure to meet 10 CF& Part 50.73 requirements, was openad.

NCV 92003-2, Operatfon in TS 3,0.3 due to incorrect SIT pressure was identi*ied
and 1s closed,

V10 92003-3, Fatlure to comply with instructions, was npened.

['NR 92003-4, Resolution of Helicoll I[ssue, was cpened,

1F1 92073-5, Followup on COLSS/CPC Uncertainty Evaluation, was opened,

UNR 92003-6, Resolution of EDG A operability during valve mispositioning, was
opened,

[F1 92003-7, Followup on actions for S1-406A & -8, was opened,



10, EXIT INTERVIEW

The inspection scope and findings were summarized on March 13, 19vZ, with those
persons indicated in paragraph 1 above, The licensee acknowledued the
inspectors’ findings, The licensee cid not 1dentify as proprietary any of the
material provided to, or reviewed by, the inspectors during this inspection,
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