





-y flier an

.

Persons Contacted

E. Watzl, General Manager, Prairie Island

M. Sellman, Plant Manager

#K. Albrecht, General Superintendent, Engineering and Radiation
Protection

#M. Wadley, General Superintendent, Operations

G. Lenertz, General Superintendent, Maintenance

R. Lindsey, Assistant to the Plant Manager

D. Schuelke, Superintendent, Radiation Protection

G. Miller, Superintendent, Operations Engineering

#M. Reodemann, General Superintendent, Electrical and Instrumentation
Systems

Breene, Superintendent, Nuclear Engineering

. Klee, Superintendent, Quality Engineering

Conklin, Supervisor, Security and Services

Eckholt, Nuclear Support Services

. Le.eille, Nuclear Support Services

#A. Hunstad, Staff Engineer

J. Hi11, Superintendent, Instrume-tation and Controls Systems

J. Maki, Superintendent, Electrical Sysiems

#J. Sorensen, Plant Scheduling and Services

#J. Anderson, Shift Manager

#M. Dapas, Senior Resident Inspector, NRC

#D. Kosloff, Resident Inspector, NRC

cmmE

#0enotes those present at the management interview of April 16, 1992.

' 71707 21711, 92701, 93702,

a. Operational Safety Verification (71707, 6070%5)

Unit 1 operated at full power throughout the inspection period
except as noted below.

On February 18, 1992, at 5:44 p.m. power was reduced by 3 percent
to ensure that the analysis limit on hot (peak) assembly average
powar was not exceeded. This derate ended at 5:20 a.m. en
February 21 when the unit returned to full power operation.

Unit 2 was shul down for a “e..- .ng outage on February 18, 1992.
The unit was restarted on Marc’ - 1992, returned to full power
on March 21, 1992, and operater _ rull power the rest of the
inspection period.

The inspectors observed control room operations, reviewed
applicable logs, conducted discussions with control room
operators, and observed shift turnovers. The inspectors verified
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No violations, deviations, unresolved or open items were identified.

Licensee Action on Previous Inspection Finding. (92701, 92702)

6El9ilﬁl.QRln_1IlILi%ﬂ:lQﬁilﬂQQf;QlLQEEil; Momentary Loss of Cooling
ater to the Unit 2 Turbine Building.

This item involved a brief, unplanned loss of cooling water to the Unit
2 turbine building due to unanticipated ramifications of running a post
maintenance test on part of the containment and auxiliary building
chilled water system while the Unit 2 turbine building was beiny
supplied cooling water through an abnormal configuration. The item
remained open pending completion of a study of lessons learned and
recommendations to prevent recurrence by the licensee,

The licensen evaluated the event as Significant Operating Event Report
Number P-SOE-2-89-2 dated February 20, 1989. That report contained
several recommendations to incorporate lessons learned and several
groposod improvements to the chilled water and cooling water systems,

he event was reviewed by the Operations Committee on April 20, 1989 and
actions were assigned to address remaining open items. At Operations
Committee meetings on July 12, 1990 and March 1, 1991, the open action
items were closed out, This item is closed,

(Closed) Violation (50-282/89008-01(DRP); 50-306/890C8-01(DRF)):

Failure to nhave established surveillance or preventize maintenance
procedures for the shield building airlock and auxiliary building.

The licensee responded to this violation with a letter dated

June 1, 1989. This issue was similar to an open item (282/87005-01;
306/87005-01) which was closed in Inspection Report 50-282/89026;
50-306/89026 with the issuance of preventive maintenance procedures ang
a semi-annual surveillance.

In addition to the reviews in that inspection, the inspectors reviewed
PM 3122-5, Category I Ventilation Zone Doors, Electrical Inspection,
The nspectors determined that the )icensee had established adequate
procedures for the doors. This item is clused.

No violations, deviations, unresolved or open items were identified.

Maintenance Cbservation (71707, 37700, 62703)

Routine preventive and corrective maintenance activities were observed
to ascertain that they were conducted in accordance with approved
procedures, regulatory guides, industry codes or standards, and in
conformance with Technica! Specificastions., The following items were
considered during this review: adnerence to limiting conditions for
operation while components or systems were removed from service,
approvals were obtained prior to initiating the work, activities were
accomplished using approved procedures and were inspected as applicable,
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functional testing and/or calibrations were periormed prior to returning
components or systems to service, qualit, control records were
maintained, activities wire accomr) shed by qualified personnel,
radiological controls were ‘zpiemen.ed, and fire prevention controls
were implemented.

Portions of the following maintenance activities were observed during
the inspection period:

-

Component Cooling Water (CCW) Meat Exchanger Flush (SP1617).

During the performance of this procedure, the breaker for CCW pump
No. 22 did not close on demand. The licensee replaced the
breaker. The failure of the breaker could not be reproduced. The
inspectors will follow the licensee's continuing investigation.

Preventive maintenance of No. 12 CCW Pump.
Aemoval of Unit 2 Reactor Vessel Head.
Removal of Unit 2 Containment Spray Pump Recirculation Piping.

Threadchasing of Unit 2 Reactor Vessel Stud Hole and Replacement
of Head Studs.

Salety Injection Pump No. 22 Flow Test (WR SO .84-57).

Bus Duct Cooling System Solenoid Modification. During the Unit 2
refueling outage, licensee gersonne] (travelers) who do not
normally work at Prairie lsland, assisted with maintenance and
modification work., Travelers were assigned to modify the main
electric generator power output bus duct cooling system. This is
not a safety-related system. Solenoid valves that had controlled
cooling water flow were removed. The intent of the modification
was to disconnect the wires that had supplied power to the
solenoids. The travelers disconnected a neutral wire that was
common to the solenoids and the e.ectrically operated cooler fan
dampers. Each fan damper normally opens when its associated fan
starts. Since the fans were off when the work was done the fan
dampers were closed. Normally onre cooling fan oparates with Lhe
second in standby, although no fans are actualiy needed until unit
power exceeds 60%. When duct temperature increased, the standby
fan started, but it had little effect because the damper
associated with 1t did not open. The licensee identified the
problem, restored power to the fan dampers, and resumed the unit
power increase to full power. The licensee noted upon review of
the work instructions, that had they been correctly followed, the
fan darpers would not have been disconnected. The licensee also
noted vhat several work instruction steps had been initialed by
the work supervisor instead of by the travelers. Although this
was not a safety-related activity, it aid affect unit operation,
aid the inspectors are concerned about the apparent poor work
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report. The inspectors will complete their review of
this event by verifying the corrective actions
proposed in the LER.

SP 2070 Reactor Coolant System Integrity Test.
P 2090 Containment Spray Pump Test.

SP 2082 D2 Diese) Generator Slow Start and Train B Auto Load
Sequencer Test

SP 2103 No. 22 Turbine Driven Auxiliary feedwater Pump Test.
During the performance of this test on
February 19, 1992, the operator allowed water level in
one steam generator to drop to the setpoint for
automatic start of the No, 21 motor-driven AFW Pump.
At 12:51 a.m., No. 2] AFW pump started automaticall{
and appropriate steam generator inventory was quickly
recovered. The inspectors observed the licensee’s
recovery from this event and discussed the event with
the operator and other personnel. The operator
considered his personnel error (observing wide range
level instead of narrow range level) to be the primary
cause of this event, although other factors
contributed. This event was reported by Licensee
Event Report (LER) 306/92-001. The inspectors will
complete their review of this event by verifying the
corrective actions proposed in the LER.

SP 2218 Monthly 4 kV Bus 25 Undervoltage Relay Test.

SP 2264 RVLIS (Reactor Vessel Level Indication System)
Instrument Calibration.

Mo violations, deviations, unresolved or open items were identified.

Engineering/Technical Support (37700, 92701, 40500)

‘0

Eire Protection Design

During a Design Basis Reconstitution evaluation of Appendix R
concerns regarding safe shutdown capability from outside the
control room, the licensee identified three potential “"hot short"
conditions during a control room fire that could adversely affect
the ability to maintain a hot shutdown status. One hot short from
a positive wire originatin: from the same battery as the wires to
the reactor coolant system (RCS) head vent solenoid valves could
result in the opening of these valves and the subsequent loss of
RCS inventory. This would result in a more rapid decrease in
pressurizer level than was predicted in the original Appendix R
analysis, To address this concern, the licensee issued a
temporary memorandum (TM-92-47) with instructions for the

e i e e e e e e s



PR pa T T TpT————

A tyd -0y Blilding operator, in the event of evacuation of the
contra] room due to a fire, to pull fuses for the head vent
solenoid valves, cauzing these valves to shut. The licensee
intends to revise the Control Room Evacuation (fire) - Safe
Shutdown Procedure (Appendix B of Section F5 to the Plant
Operations Manual, Revision 12) to specify fuse pulling for the
head vent valves. The inspectors discussed the licensee's planned
corrective action with Appendix R specialists in Region 111 and
the NRC Office of Nuclear Reactor Regulation (NRR). The
inspectors were informed that an Appendix R exemption was required
to accept the licensee's planned corrective action.

The original Appendix R insgection conducted in April 1987
fdentified a deficiency with the licensee's control room
evacuation safe shutdown procedure in that the licensee's method
of control for the pressurizer PORV high/low pressure interface
valves was by procedural action prior to evacuation of the control
room (shutting the PORV block valves). Generic Letter (GL) 86-10,
“Implementation of Fire Protection Requirements", states that a
reactor trip is the only manual action usually credited prior to
control voom evacuation. 1In response to this concern, the
licensee revised the control room evacuation safe shutdown
procedure to secure pressurizer PORVs outside the control room by
pul\ingofuses. This was considered an open item (282/87004-02;
306/87004-02) pending final review and approval. This open item
was closed in Inspection Report 282/88013; 306/88013. No Appendix
R exemption was required for accepting the licensee's corrective
action of pulling fuses.

GL B86-10 states that the licensee should conduct a bounding
analysis to assure that safe conditicns can be maintained from
outside the control room with the assumption that offsite power is
lost as well as automatic starting of the onsite a.c. emergency
diesel gunerators (EDG) and the automatic functior of valves and
pimps whose control circuits could be affected by a control room
fire. The analysis should demonstrate that malfunctions of valves
that p..'mit the loss of reactor coolant can be corrected before
unrestorable conditions occur. GL 86-10 further states that for
any control room actiont, other than manual reactor trip, deemed
necessary prior to evacuation, assurance would have to be provided
that such actions could not be negated by subsequent spurious
actuation signals resulting from the postulated fire.

The iicensee's Appendix R analysis assumes that manual start of
the EDG would require 30 minutes from the initiating event, during
which time RCS makeup would not be available. Following start of
the EDG, makeup would be provided by the RCS charging pumps. The
inspectors are concerned that should a hot short cause the PORV
block valves to open subsequent to conirol room evacuation, the
Jicensee cannot prevent the loss of pressurizer level before the
Auxiliary Building operator is able to pull fuses for the PORVs,
causing these valves to shut. Appendix R Section IIl.L., in
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defining alternative and dedicated shutdown capability for PWRs,

states that the RCS makeup function shall be capable of

mnintatning the reactor coolant level within the level indication
e

rangs in the pressur.zer.

The two other identified hot short conditions involved the No. 12
diesel driven cooling water pump and the 4160 VAC breaker lockout
relay reset circuits for several safeguards pump motors. The
inspectors also discussed thece design deficiencies with Region
111 Appendix R specialists, The Ticensee's short term corrective
action for these conditions appears adequate.

Evaluation of the licensee's resolution of all three hot short
issues is considered an open item (282/92004-0]1; 306/92004-01)
requiring further review by Region 111 and NRR,

Lubricant Trac '

Near the close of the last inspection period the licensee observed
abnormal operation of the No. 12 AFW pump motor outer bearing oil
slinger ring, The licensee changed the oil and retained samples
of the o1l that was removed. Analysis of the o1l samples revealed
that the oil was not the type expected (Mobil DTE Light). The
licensee evaluated the analyses and determined that although the
011 sampled was not Mobil DTE Light, it was suitable for use and
had not affected the operability rf the AFW pump. The inspectors
observed that the visible behavior of the oils was similar enough
so that mechanics using the o1l would not have noticed any
significant difference. The licensee stated that current practice
is to sample each drum of oil after receipt to verify its content.
In the past, one barrel in a lot would be sampled to verify the
content of the entire lot. The licensee found that the barrel
most 1ikely to have been used to provide oil for the AFW pump
motor bearings did not contain Mobil DTE Light and did not have
markings indicating that it had been individually sampled. The
licensee stopped using oil from any barrels that had not been
individually sampled and be?an a program to sampie oil in all
safety related pumps. The licensee's current program appears
acceptable, The inspectors will review the results of the
licensee's o1l <ampling program during a future inspection.

During the Unit 2 outage the )icensee used an air-operated valve
(AOV) diagnostic system (Flowscanner) to assess four Unit 2 ADV's
and one Unit 1 AOV. The system performed well and the licensee is
now planning to develop a program for regular use of Flowscanner.

Pipe Corrosion

The licensee identified additional microbiologically inducea
corrasion (MIC) indications in safety-related cooling water
piping. This piping is considered ASME Code Section X1, Class 3
piping for regulatory purposes, although it was oriainally
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designed and fabricated to comply with the ANS] B31.1 Power Piping
Code. As a result of MIC, some areas of the cooling water piping
have wall thickness less than allowed by the ASME Code for Class 3
piping. This MIC was discovered as a result of the licensee's
erosion and corrosion inspection program, The inspectors verified
that the licensee had done a prompt operability determination for
the affected piping. The licensee radiographica’ly examined the
piping to better characterize the corrosion. At the close of the
inspection period the licensee was preparing . request for relief
(GL 90-05) from the NRC to allow operation until the two-unit
outage in October 1962.

d. Pump Interaction

During the startup from the Unit 2 refueling outage, the licensee
was transferring the Unit 2 feedwater load from the No, 22 turbine
driven AFW pump to the motor driven AFW pump when the No. 22 AFW
pump tripped on overspeed. The inspectors discussed this trip
with the system engineer. The licensee concluded that tne trip
was caused by interaction between the two AFW pumps in conjunction
with less than optimum adjustment of the No. 22 AFW pump governor.
The licensee adjusted the turbine control system and successfully
tested the No. 22 AFW pump, Based on the discussion with the
licensee, the inspectors concluded that the overspeed trip was not
indicative of a problem that would have affected the operability
of the No. 22 AFW pump. The inspectors will review the Yicensee's
written repert when it is completed,

e. Diesel Cylinder Evaluation

During the 18 month inspection of D2 EDG, the inspectors verified
that the licensee inspected the cylinder liner inner surface dent
that had been seen during the previous EDG inspection. The EDG
vendor had previcusly informed the )licensee that the dent would
not affect the operation of the EDG. The licensee concluded that,
since there was no evidente that there were any negative effects
associated with the dent, the area would not be inspected during
future EDG inspections.

No violations, deviations, or unresolved items were identified. One
open item was identified.

7. Emergency Preparedness (71707, 92701)

On March 4, 1992, the licensee stationed personnel near most of its
amergency preparedness (EP) alert sirens to observe operation of these
sirens during a monthly test. The remaining sirens were observed
locally on March 11, 1992. Normally a contractor verifies the r sults
of the siren test by observing a locally mounted indicating 1ight that
was designed to stay on about three days after successful operation of
each siren during a test. Overall siren operability was 85%, which was
lower than expected. Region I11 EP inspectors reviewed the licensee's
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