U.8. NUCLEAR REGULATORY COMMISSHION

REGTON 111

Reporte No. 50 -456/92007(DRP); 50-4% 792007 (DKF)
bDocker Nos. 50-45L; Z0-457 lLiccnses No. NPF-72; NPF-77
licensec: Commenwealth Edison Company
Opus West 111
1400 Opus Place
Downers Crove, IL 60515
Facility Name: Braidwood Station, Units 1 and 2
Inspection At: Braldwood Site Braidwood, lllinois

Inspection Conducted: March 13 threugh April 20, 1992

Inspectors: §. G, Du Pont
D, J. Hartland

Approved By: 2 Fart . ,.;fz’&_._,__m
Reactor Projects Section la bate

lnspection Summary

b April 20, 1993 (Reporxts No, 50-
0-457 RP)
pet Routine, unannounced safety inspection by the vesident
inspectors of licensee action on previously identified items; licensee event
report review; operational safety verification; monthly
maintenance/surveillance observation; report review; and Commissiover visit.
Results: No violations were identifisd in five of the six areas inspected.
In the remaining area, one violation was ldentified.

. During this inspection period, several personnel errors were assessed as
2 vivlation of regulations. Of the three examples cited, two occurred
during the previous inspection period and the assessment wze ~ompleted
during this inspection. The details of the vielation arz discussed in
Paragraph 5.

. A non-cited violation pertaining to the tailure to recognize an
instrument drifting above the licensee’s limit for deviations between
channels is discussed in Paragraph 4.

. A non-cized violation pertaining to the installatiou of a jumper on the
wrong PORV circuitry during maintenance is discussed in Paragraph 5.
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Kofron, Station Manager

Masters, Projact Manager

Groth, Production Superintendent

O*Brien, Techinical Superintendent

Cooper, Assistant Superintendent - Operations

. Lepgner, Services Director

. D. Antonio, Nucleavr Quality Program Superintendent

Lyers, Assistant Suverintendent Work Planning
Vinderheyden, Technical Staff Supervisor

. Roth, Security Administrator

;. Bartes, Nuclear Safety Supervisor

Haeger, Regulatery Assurance Supervisor

.- €. Bartes, Onsivte Nuclear Safety Administrator

*P. L. Maher, Assistunt Technical Staff Superviser
#L. “uthrie, Assistaut Superintendent Maintenance
*J. M. Lewand, Repulatory Assurance

*P, Zolan, Regulatory Assurance

*R. Flessper, Station Partner

*]. E. Nalewajka, \ssistant Operating Engineer

*0. K. Chovan, Master Mechanic

*L. Alenander, Lead Chemist
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*Derstes those attending the exit interview conducted on April 22, 1992,

The inspectors also talked with and interviewed several other licensee
employees.

Licensee Action on Previously Identified items (32701, 32702)
a.  QOpen ltem
{Closed) 657/91026-02(DRP): A Containment Spray Pump was

inadvertentlv taken out-of-service. This irvem is clased,
Corrective ection will be tracked by the violation discussed in
Paragraph 5 of this report,

b.  Unresolved Items

(Closed) 457/92004-02(DFP): Technical Specification (TS) Limiting
Condition for Operation {LCO) 3 0.3 was inadvertently entered

after both hydrogen recombiner cystems were rendered inoperable,
This item is closed based on the identification of a violation
discussed in Paragraph 5 of this report,

456/9 - ; Safety Injectien (SI) Accumulator was
rendered inoperable when the boreon comncentration was found outside
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the limitz of TS requivemenis. This item is closed hased on the
identification vf a vielation discussed in Paragraph 5 of this
report,

o violatiens or deviagtions were ldeuntified.

3. ldcensce Event Report (LFR) Review (92700) .

Through review of records, the following LERs were reviewed to determine
that reportahility requirements vere ftulfilled, rthat imwediate
corrective action was accomplished, and that corrvective action to

‘ prevent recurrence had been or would be accomplished in accerdance with
A technical specifications:
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%2_: (Closad) 457,/92001
iy, | {(Closed) 45%6/9200%
& {Closed) 457792002
(Closed) 456792003
(Llosed) 456792004

Corractive actions to LERs 456792002, 457742002, aund 456/97003 will be
tracked by the violacion identified iy Paragraph % of this veporrt,
Corrective actions associated with LER 456/92004 will be addressed with
clasuve of the Opun Item discussed in Paragraph 5 of this report.

N violatlans aor deviations wevre identified.

. Opexasional Safety Verification (S1707) :

The iuspectors verified that the facility was being opevated 1n

confarnance with the licenses and regulatory requirements and that the
licersee's wavagement control system was effectively carrying nut iis !
responsibilities for safe woperation. '

On & sampling basis the inspectors verified proper conmtrel reom staffing ,
and coordination of plant activities, verified aperator adhevence with ;
procedures and TSy menitored control voow indications for :
sbnoyrmalitien; verified that slacirical power was available; and ]
ohserved the freguency of plant and contrel roem visits by statien

MATAZETS . |

Puring teurs of accessible areas of the plant, the lLuspectors wade note :
of general plant and equipwent conditions, Including control of ]
activities in progress. The specific areas observed were: ;

|

Accessible portions of ESF systems and their supporr systems
componevts were inspected to verify operability through
observetion of instrumentation and propeyr valve and electrical
power aligmsent. The inspectors also visually inspected
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components for material condicicns, The general housekeeping and
material conditions of the plant continued to improve during this
inspection period.

Radiation Protection Controls

The inspectors verified that woarkers were following health physics
procedures and randemly examined radiation protection
justrumentation for operablility and calibration. No problems were
identified during this inspection period.

fecurivy

During the inspection period, the inspectors wonitored the

licensee's security program to ensure that observed actious were
being implemented in accordance with the approved security plan.
No prioblems were fdentifled during this inspection perioed :

e e B e i

Housekeeping an® Flaut Cleanliness

The inspecters monitored the status of housekeeping and plant
cleanliness for fire protection and protection of safety-related
equipment from intrusion of foreign marver. General housekeeping
improved and was considersd to be gond duriog this inspection
period.

On April 3, 1992, the resident inspector discovered, during &

routine conrrel room panel walkdown . thac pressurizer pressure ;
char el 458 (1P7-458) was reading approximately 65 psig sbove :
normal operating presasure. The licersee had previously taken ]
power range nuclear instrumentation channel N4l out-of-service .
earlier that morning for maintenance. Both the N-41 power range i
nuclear instrument and pressuvizer pressure chamnel 457 provice
input ro twe difterent Over Tewmperature Delta-Temperature (OTDT) ,
protective cireuits. 'The licenses immediately satered TS WO
3.0.3 af er the uperations Department determined that the twe OTD1 {
channels were incperable. About three hours laver, the licenses

exited TS LCO 3.0.3 afcer successfully completing the malntevance :
ard calibration on channel N4l . The licensee returned 1F1-458 to ?
ssrvice the folloving day following replacement of the pressure ;
transmitter. :

T T —— -

1P1-458 had beern previously taken out-of-service for callbrerion
when the channel was nored reading higher than the other
pressurizer pressure. The inspecrovs reviewod the work package
and noted that the channel was adjusted to 2745 psig av 460 p.m,
on April 2, 1992, wirhin the 32 (24 psig) administrative :
requirement between the o 2rable channels au prescribed by the ;
post-maintenance verificarion. When the channel w.: returned to

=T —— - - =a R T N L R R R R I R R R L P R R R R RO R R TE R T  RERRERIRw ==




]
b

= ; o 1

gervice at 6:50 p.om., 'he channel was reading 2251 psig and
subsequently trending slowly upward, as indicated on the computer
data point priptear. On the {ollowing shift, between 11:00 p.om,
o~ April 2, 1991 and 2:45% a.m. on April 3, 1992, the unit Nuclear
§r  on Operiter (NSO} rvecorded the 17458 channel as reading

2, psig on the “"Shiftly and Daily Sarveillance Data Sheet. " At
that time, there was a 25 psig deviation between operable
chatnels, greater than 3% of scale a). Adwinistrative Frocedure
1BWOS 0.1-1,2,3, "Shiftly and Daily Operating Surveillance ™
required that deviations between operable channels greater than 3X
of scale, but less than 6% of secale, be referred to the Shift
Control Reum Engineer (SCRE) for further evaluation. The 3% value
was a licensce imposed administrative limit, while a preater thau
6% deviation represents a TS limit and would result in an
inuperable cnannel. The results of the evaluation were requived
to be recorded ju the comments section of the data sheet. The
operating staff failed to recognice that the indicated deviations
were greater than the sdainistrative lipir and did not perform the
administratively required evaluation.

When the resident inspector identified the condition on Apiril 3,
1992, the NSO had not yet perfermed the shiftly surveillance,
However, when N4l wa: taken out-of-service earlier that dav, somc
of the annunciators hat would normally alerrt the NSO of a problem
were already alarmed due to the bistables that were tripped for
the out-of-service. It such a situation, inoreaased NSG awarsness
of vital plant parameters should have been Inifidated vo identify
the conditien. However, had the channe!l contvinued to trend
higher, the anmunciater for high pressurlzer pressuré would have
eventually alarmed. The NSO was monitoring the strip recorder for
the controlling channel, which maintained pressurizer pressure by
operating the spray valves and heaters, instead of the channei
gauges. With IPT-458 indicsting higher than the ovcher pressure
chantizl, inpur te the OTOT rrip setpeint caused the setpoint to
rrend in the non-censervative direction. However, the 1P1-458
input to the OTDT trip was small compared to the other inputs
(Tavg and axial flux differantial} and woculd not have prevented
the OTDT from tripping within the analyzed setting. Dus te the
sinimal safety significance invelved and that the occurrence was
considered to be Iselaved, the inspedrvors have exercised
dis¢retion and identified this event a8 & nun-cived vioiation per
10 CFR 2, Appendix C, Section V. A,

As enrrective actlon, Uperationcs Department management briefed
operators on the proper periormance of the shifrly surveillance.

The inspectors alse wmonitered varlous records, such as tagouts, jumpers,
shiftly legs and survelllances, dally orders, maintenance items, various
chemistry and radiological sawpling and analyses, third party review
results, overtiwe records; Quality Assurance and/cr Quality Coatrol
audit results and postinge vequired per 10 CFR 19 11.
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One non-cited violavtion was identified.

Monthly Maintenance/Surveillance Observation (62703, &1726)

Routinely, station maintenance activities were observed and/or reviewed 1
to ascertain that they were conducted in accordance with approved

procedures, regulatory guides and industry codes or standards, and in

conformance with TS, :

The foliowing items were also considercd during this review: approvals
were obtained prior to initiating “he work; functional tasting and/or
calibrations were performed prior to returning components or systems to
service; quality control records wire maintained: and activities were
accomplished by qualified personnel,

The following waintenance activities wvere chserved and reviewed:

SX Valve (18X-147) repair.
Contrel reod circuirtry troubleshooting and vepait.

The aaintenance ativity asseriatzd wirh the 3X valve, 18X-147. was
considered te be an example of good cuortination and work planving.
Extensive pre-task briefings were elfe. .ve In ersuring that ihe repair
activities were completed witheuan ineident.

The inspectors obscerved several ol the surveillance testing required by
TS during the inspection peried and verified that testing was peiformed
in accordance with adequate procedures, that test lnstrumentation was
calibrated, that results conformed with TS and procedure reyuire ents
and were reviewed, ond that any Jdeficiencies identified during the
testing were properly renvlved.

Tie following surveillance asctivities were observed and reviewed:

SP 82-902; Unic | Engineered Safeguards Features Actuation System
Instrumentation flave Relay Test.

. LBwOS 5I-14, Safety Injection System Surveiliance

The station has wxperienced three events since mid February. Two of
these ~vents {(Febr ary 13 and March ¥, 1992), reported Ir Inspection
Repoit 50-456/92004 DRP); 50-457/92004(DRP), were due to sersommel
errers related to maintenance and surveillance activities. On February
13, 1992, the licensee entered TS LCO 3.0.3 for beth units after it was
deterwined that both of the station's hydrogen recombiner systems were
in an inoperable status. The "A" recowmbiner had been taken out-of-
service (00S) earlier for preventative maintenance when waintenance
personnel mistakenly started work on the "B" recombiner. The primary
cause of the event, as identificd by the licensee, was failure of
personnel to follow procedures governing 005 verification and self-

f




checking. Contribui'ng causes were inadeguate pre- job briefings ard
unclear wording in the work packape.

A second event Involving personnel errors vecurred on March %, 1042,

The evert occurred after the volume of the .A SI accwmvlator was

increased by more than 70 gallens. in accovdance witl 18 6.5.1.1.b, the
boron cencentration of the acoumulator was reqguired to be verified tuv be
between 1900 and 2100 parts per million (ppm) within six hours ufter the
addition. A sample was obrained and analyzed to be 2117.6 ppm, which
was above the TS limit. The Cheaistry ladoratory Supervision (CLS) and
the SGRE recorded tae conceatration value and signed the applicable
sections of surveillance procedure 1BwOS SI-la, "Safety Iujection
Systeéms," as satisfying the TS requirement, Later that day, the unit
NS0 discovered the condition and notified the SCRE, and TS LCO 3 5.1 was
entered for the inoperable accumulator. The licensee exited the 120
after the concentration was determined to be within the TS limits.

The rool cause was determined to be personmel error on *he part of cthe
CLS and the SCRE, The CLS was aware that the horon concentration was
above the TS limit, but believed that signing the surveillance only
verifiad the complation of the sample analysis within the six hour time
elock and net that the TS was satisfied, The SCRE failed to recoguize
the ot of specification sample results even though the required
conceutration range was adjacent to the place provided for documenting
the resulcs on the surveillance data sheets. The pracedure used for
sampling the accumulator also failed to require the notification of
operations of the out of specification conditions.

The third event that involved personnel errors occurred on March 19,
1992. While electrically isolating steam duwp valve IM500GE for planned
maintenance, an NSO inadvertently pulled the wrong fuses, resulting in &
fesdwater isolation and reactor trip due to a low-low steam generator
{8G) level., 00§ cards #10 and #11 for the associated work request
required that fuses FU-51 and FU-52 be removed from the control cabinet.
Instead, the NSO mistakenly removed fuses FU-10 and FU-11. These fuses
de-energized the water hammer prevention protection relays, which
resulted in the feedwater isolation and subsequent riactor trip. The
Auxiliary Feedwater pump auto started, as expected, due to the Low- low
$C level signal. All systems vesponded as designed. The cause of the
event was personnel error,

The inspectors independently evaluated the above = ats and determined
that the root cause was personnel error. Persomnu) failure to follow
station procedures, the cause of each of the three events, is a
violation (50-456/92007-01(DRP); 50-457/92007-01(DRP)).

On March 25, 1992, a conf iinment isclation valve closure occurred during
performance of Special Procedure (SF) 92-002, "Unit 1 Engineered
Safeguards Features Actuation System Instrumentation Slave Relay Test."
The purpose of SP 92-002 was to determine if electrical jumper could be
installed during future testing to prevent closure of Chem cal Volume
Control System letdown isolation valve 1CV8152. The eycling of 1CVELS2
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during slave relay testing had been previously identified as causing
thermal stress op the wolume control taok spray nezzle

Despite independent verification of the correct location of the jumper
by an NSO, a technical staff system test engineer, and an electrical
maintenance department electrician (EMD), a second EMD installed the
jumper at the wrong lecat‘on This caused clos re of va! re 1WOU0EA, the
coutainment chilled water iselation valve, an ESF actuation. Upon
identification of the condition, the tescing was stopped, the jumper
removed, and the valve returned tov its normal position.

The licensee deerwmined the cause of thbe event to be the location of the
terminal beard .abeling in relation to where the jumper was to be
installed and the cramped work area conditiong, The inspectors will
track liceasee corrective ac-ion as an Open ltem (50-456/92007-02(DRY);
50457 /92007 -02(DRP) ) .

On april 1, 1992, while performing maintenance on IMS01EE, the SC 18
Main Steam Power Operated Relief Valwe (PORV), a mechanic discovered
that a load resistor/jumper, whica was supposed to be installed on the
relay card for 1MSO18B {(the 1B PORV) twa days earlisr. was inadvertently
placed on the card for IMSOLBC, the IC PORV. The jumper was installed
to prevent the PORV from opening bevond the 5t of ful)l flow pesition
during maintenance. The .rrov was discovered .frer an annunciator
activated. The annunciaror should have been oypassed by the jumper
during the testing on the wvalve,

Safety significance of the personnel error was minimal. The isclation
valve to rhe 1B PORV (IMSO19B) was closed during maintenance on the™
valve, In addition, the jumper installed oun the 1C PORV rendered it
inopevable, unabl=s te open te its full flow position. dowever., &G PORVs
are not safetv-related, as they are not credited for responding to a
degign basis accident. The licensee identafied the condition and have
token the appropriate corrective actions; therefore, the even: is
considered to ha a nun-cited vinlation.

One violation and ome non-cited violation were identified,

During the inspection peried, the inspector reviewed the licensee’s
Monchly Perfeimance Report for February and March 1932, The inspector
confirmed that the informatiou provided met the requirements of TS

6.9.1.8 and Regulat.ry Guide 1.16.

The inspector also reviewed the licensce's Monthly Plant Status Report
for February and March 1992

No violations or deviations were i{dentified.
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MRC Commissioner Visit

On April 14, 1992, NRC Commissioner £, Gall de Planque, accompatried by
Eileen McKennz of thoe Commissioner’s staff, and A, Bert Davis, Regional
Adwinistrator, Region 111, toured the site and attended a presentation
by the licensee. The offsite simulator and training facility were alsc
toured.

The NRC uses the Notice of Violatien as a standard method for
formaiizing the existence of a violation of & lepally biunding
requivament, However, because the NRC wants to encourage and support
Jicensee’'s initiatives f. . self-identification and vorvection of
problems, the NRC will not generally iesue a Notice of Vielation for a
violation that meets the tests of 10 CFR 2, Appendix C. Section V. A.
These tests are: 1) the violation was identified by the licensee; 2)
the wviclatrion would be categorized as Severity Level 1V or V. 1) the
violation will be corrscted, including measures to prevenr recurrence,
swithin a reasonable ticos veviod: and &) it was not a violation cthat
sould ressenably be expecved to have been prevented by the licensee's
corrective avtion for a previous vielatien. In addition, for isvlated
Severity Level V violatlons, a notice of violation will normally not be
fssued regardless of who {dentities the violation provided the licunsee
has initiated appropriate corrective action befoie the inspection ends.
Vislations of regulatory regquirements identified during this inspection
for which @ Notice of Violacion will not be issued are discussed in
Paragraphs & and 5.

fpan Items

Upen items are matters which have been discussed with the licensee,
which will be reviewed by rthe inspecteor and which invelve same action on
the part of the NRC ov licensee ov hoth. An Open iter disclosed during
the inspecrion is discussed in Paragraph 5.

E&i! iaterview *30703)

The inspectors met with the licensees representatives denoted in
Paragraph 1 durleg the inspection period and at the conclusion of the
inspection on April 22, 1992. The inspectors summarized the scope and
results of the inspection and discussed the likely content of this
inspection report. The licensee acknowledged the information and did
net indicate that any of the information disclosed during the inspectian
could be consi‘sred proprietary in nature.
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