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SUMMARY
Scope!:

This routine, resident inspection involved inspection in the
areas of operations, maintenance activities, surv.illance
testing, installation and testing of modifications, system
walkdown and a continuing evaluation of licensee self-assessment
capability. Deep backshift inspe.tions were conducted March 31,
April 6 and April 7, 1892,

Results:

A viclation was identified during the shutdown for the Unit 2
refueling outage involving previous failure to take appropriate
corrective action, paragraph 8.d. O©On March 7, a Unit 2
pressurizer relief valve lifted inadvertently during pe.formance
of a surveillance by mechanical maintenance personnel. Further
inspector investigation of this event is on going, paragraph 5.b.
On March 19, during performance of a Unit 2 local leak rate test,
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about one gallon of contaminated water was spilled on the
auxiliary building floor, paragraph 3.a. On March 23, an
inadvertent discharge of CO2 to the *1J" 4160V emergency bus
occurred., A follow-up review by the inspectors is ongoing,
paragraph 3.b.

New procedures have been implemented to assure the rcliabilit{ of
the decay heat removal system during the current Unit 2 refueling
outage. Thie involves an innovative apprcach, for monitoring the
*eritical" shutdown safety parameters, paragraph 3.c.

Unit 2, train "B service water piping was satisfactorily
repaired and tested in accordance with ASME Section XI
requiremente. However, the licensee’s peismic II/I hazards and
tornado migsile risk evaluatione for this repair were prepared
after work activities were underway, paragraph 4.b. and 6.
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REPORT DETAILS
Persons Contacted
Licensee Employees

*W. Bayne, Supervisor Safety Audit and Engineering Review
R. Coleman, Modification Manager

L. Enfinger, Administrative Manager

*R, Hill, Assistant General Manager - Plant Support
*D. Morey, General Manager - Farley Nuclear Plant

*C. Nesbitt, Operations Manager

J. Osterholtz, Technical Manager

*L. Stinson, Assistant General Manager - Plant Operations
J. Thomas, Maintenance Manager

L. Williams, Training Manager

+J. Woodard, Vice President (Farley) - Southern Nuclear

Operating Co.
*B. Yance, Systems Performance Manager

Other licensee employees contacted included, techniclans,
operationsg personnel, sgecurity, maintenance, 1&C and office
personnel .

tAttended exit interview

During the week of March 16 to 19, NRR Project Manager, S.
Hoffman, met with the resident inspectors and site personnel
and conducted an audit of on-going site activities.

During the week of March 16 to 18, Region II Projects
Section Chief, F, Cantrell, met with the resideut inspectors
and site personnel.

Acronyms and initialisme used throughout this report are
listed in the last paragraph.

Plant Statusg
A, Unit 1 8t ve

Unit 1 operated at approximately 100 percent power
for most of the reporting period; however, on
April 4, power was reduted to abgut 85 percent in
order to conduct main turbine governor valve and
reactor control rod testing/surveillance. Unit
power was returned to 100 percent after testing.
On April 10, the unit was ramped down to
approximately 30 percent power, to allow for
investigation and repair of leaking valves
associated with the reactor coolant drain tank.
The unict was returned to 100 percent power on
April 11,
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b. Unit 2 Stetus

Unit 2 continued with scheduled refueling cutage number
8§ which ig expected to continue until avproximately
May 5, 18%92.

¢. Other NRC/Licensee Meetinge and Inspertions

During the week of March 23 - 27, Reyion 11 Materials
and Processes Seqtion personnel, conducted an
inspection of the plant structural supports and bolting
ingpection practices (Inspection Report 50-348,364/
92-08).

During the weeks of March 30 - April 3,and April 13-17,
Reg.on 1I Materials and Procespes Section personnel,
conducted an audit of licensee §/G tube inspections and
the Unit 2 reactor vessel ISI (Inspection Report 50-
348,364/92-11).

During the weeks of March 23-27 and March 30 - April 2,
Region 1I Operator Licensing Branch Section personnel,

performed a requalification examination of 16 licensed

operators. (Inspection Report 50-348/92-300).

During the week of April 6 - April 10, Region II
Facilities Radiation Protection Sectiop personnel,
conducted an inspection of licensee radilation
protection work practices. (Inspection Repart 50-
348,364/92-10) .,

Operational Satety Verifaication (71707, 37828, 60710, and TI
251%/113)

The inspectors conducted routine plant toure during this
ingpection periocd, in accordance with guidance provided by
NRC inspection procedure MU71707 to verify licensee
requirements and commiiments were being implemented.
Inspection toure included review of site documentation,
interviews with plant personnel and an on-going evaluation
and observation of site security,

The inspectors have noted a reduction in outage related
overtime; however, routine use of 12-hour days for both
the operating and the outage unit operators is often
the rule rather than the exception. Management appears
to be keeping close track of work hours. The following
reminder was noted in the plant’'s night order bock for
March €, 1992: "People are remirded that during the
outage they should keep tlree track of cheir work
hours. No one is autom{:ically approve. to exceed any
AP-64 guidelines. Any deviations must receive prior
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individual ED (emergency director) approval." The

inspectors reviewed rhe circumstances related to the

events discusased below to ensure that thc¥ undarstood
g

the event and that it was properly invest

ated and

reported if reguired:

a.

Spill of Contaminated Water During 1< ° «k Rate
Tepting - Unit 2

Op March 19, at approximately 10:00 p.m., a local leak
rate test (LLRT), FNP-2-8TP-627, was being performed on
reactor building penetration number 28, (penetration
associated with the RCP seal water outlet - excess
letdown valve nunbers Q2E21V249A, V213 and V249B). A
vent valve hose associated with this penetration had
been routed to an auxiliary building drain; however,
the vent valve was left open. Duriny pressurization of
this penetration, the hose aesembly was rapidly
preesurized and csused the hose to become dislodged
from the funnel drain., This resulted in the discharge
of approximately one gallon of ccentaminated water to
the auxiliary buiiding floor. Some slight clo.hing
contamination was experienced by two individuals
involved with the test; however, subsequent monitoring
of both individuals did not indicate any skin
contamination or intake by anyone.

The spill area was decontaminated »ad all personnel
involved with this and other similar tenting were
counselled on the need to ensure that vent lines ave
proparly secured. They were also told to ensure that
vent valves are closed, when they are requiled by
procedure, and of the need to slowly pressurize or
depressurize pa:netrations undergoing surveillance
testing. The actions taken by the licensee for
correcting the cause of thie event were reviewed by the
inspectors and appear to be adequate.

Inadvertent Discharge of Fire Protection System Carbon
Dioxide (CO2) Into Bug "1{" - Unit 1

On March 23, at approximately 8:53 a.m.,, the diesel
building fire protection 202 automatically discharged
into 4160V bus "1J". Upon investigation of the problem
by the diesel building system operator and the
operations shift foreman no fire was detected in the
area nor the bus. The CJ2 fire protection system to
the diesel building was immediately isolated.
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Security records indicated that contract personnel
(Fluor, MOVATS and Westinghouse) were in the building
just prior to actuatioca but evacuated the area prior
to the CO2 discharge. A work request wae written to
investigate and correct the cause of the discharge.
The regident inepectors were not immediately aware of
t.18 event and are reviewing the details and
ceportability of this event. This additional review is
being documented as unresolved item (URI 348/92-09-01)
pending completion of the staff's assessment on the
licensee’'s reporting of this eveut.

Shutdown Safety Assessment and Reliable Decay Heat
Removal During Outages (TI 2515/113)

The inspectors reviewad the following Unit 2 outage
procedures and evaluated the reliability of decay heat
removal per TI 2515/113:

(1) FNP has iesued the following 3pecial procedures
for use in this outage:

o FNP-0-80P-100.0; Shutdown Safety Assessmant
© FNP-2-80P-1.11; Mid-Loop Operaticns
o FNP-2-80P-14.1; Containment Closure

© FNP-2-A0P-12.0; Resgidual Heat Removal
Malfunction

¢ FNP-2-A0OP-5.0; Logs of A or B Train
Electrical Power

(2) The following procedures ensure that forced
circulation decay heat removal is maintained or if
natural circulation is used, all required
conditions are met:

0 FNP-0-SOP-100,0; Shutdown Safety Assessment

o) FNP-2-UOP-2.1; Shutdown of Unit from Min
Load to HSB (Hot standby)

0 FNP-2-UCP-2.2; Cooldown of the Unit from
HSB

(3) The use of SOP-100,0, Shutdown Safety Assessment
ensures one offsite gower source and one onsite
power source is available to each required

shutdown load whe:. less than the full complement
of power sources is available.
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(4) Use of tra following procedures ensures reguired
“‘,ackup power" is available during outage
maintenance:

+] FNP-2-A0P-5.0; Logs of A or B Train
Electrical Power

(o) FNP-2-A0P 5.1; Contingency Rlectrical
Alignments

During the development of the above "contingency
electrical alignment" procedure, an analysis of
"non-standard" electrical line-ups and load
carrying capacities wag performed.

As part of initial operator and requalification
training, use of AOP-5.0 and 5.1 is presented in
the classroom and performed using the training
simulator,

(§) Daily and during each shift a shutdown safety
agssessment per procedure FNF-0-SOP-100 ie made to
determine plant vulnerability and available power
sources.

(6) FNP declares any of the five D/Ge inoperable
whenever field flashing is removed for maintenance
or testirg.

Plant management has developed the previously
mentioned "shutdown safety assessment" toocl. It
ie somewhat similar to the safety status tree
configuration in that it results in a Red, Orange,
Yellow or Green condition. The determination of
condition is made by assigning points to the
status of certain shutdc.n pafety system
conditions. Upon completion of the assignment of
points, the total is calculated and based on this
total, individual condition colors are determined
for reactivity, core cooling, power availability,
containment, inventory, RCS integrity and, if the
vessel is in a defueled condilion, spent fuel pool
cooling. A red condition is prohibited and a
green condition is fully acceptable.

This * ' h#s been used throughout this outage and is
comg ” on each shift to ensure awareness of plant
safc - siatus. Additionally, the determination of the
sta’ 8 is informationzl. It is intended to keep people
informed of where the plant stands with regard to
gshutdown safety. It is not intended to provide
absolute restrictions on plant operations.
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These procedures provide a new approach to ensuring
availability of fuel cocling and provide management a
quick evaluation of plant conditions,

The results of inspections in this overall area indicate
the prugram was 2ffective with respect to meeting the
safety objectives. No deviations or violations were
identified in this area (ne URI was identified to obtain
more information on b. above.

Monthly Maintenanc Observation (62703) |

a. The inspectors reviewed various licensee preventative
ana corrective maintenance activities, in accordance
with guidance provided by NRC inspection procedure
MC62703, to determiae conformance with facility
procedures, plant work requests and NRC regulatory
requirements,

Portions of the following maintenance activities were
observed:

(1) MWR-246240; Replace lagging on "A" charging
pump mini-flow

(2) MWR-24683Z2; Replace R™>V flow transmitt o
indicator

(3) MWR-247248; Investigate and repair B2J
sequencer

(4) MWR-248153; Investigate and vepair "2B' prime
pump scal

({5) MWR-248360; Extraction steam supply to M8k "2A"
valve bonnet not installed
correctly - reinstall valve bonnet

(6) W0-20900; Replacement of Train "B" Service
Water Piping
b, Permanent Repair-Train "B" Service Water Piping -
Unit 2

From March 22 through April 13, permanent on-going
repairs 1ere performed on Unit 2 train "B" service
water piping. The repair served as the replacenent of
the temporary non-code repair performed in March, 1991
and dorumented in monthly inspection report 50-348,
364/91-04, paragraph 4. A portion of the piping was
replaced with a new section that required three welds
to install. The hydrostatic test and the
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