


Durirg a pas turbine generator inspection, the plant discor d significant
internal component degradation and wear. The gas turbine wus declared out of
service and attempts were initiated to obtain replacement parts.

Radiological Control

The radiological barriers around the auxiiiary building controlled zone were
changed to encompass the exit point whole body monitors. Sirce most areas in
the controlled zone were free of contaminaticn, used but clean shoe covers
were previously beiny needlessly discarded as contaminated waste, With the
monitors inside the controiled zone, shoe covers can be verified clean and
discarded as regular waste, During the current cutage, this process reduced
the amount of contaminatec waste volume generated by about one drum per day.

Extensive preventative maintenance was conducted on safequards busses and a
temporary DC distribution pancl was installed. Good managemer: -iversight was
noted during the conduct of these activities. However, a mai,. ance
technician inadvertently opened the cover of the wrong safeguards bus
potential transformer, causing the bus to deenergize. This was cited as an
example of inadequate work control,

The annual EP exercise was conducted on March 17 and performance was good with
no signiricant weaknesses being identificd.

Security

A demonstration was held April 26 = ar the plant boundary by a sma'l group
opposed to nuclzar power. Appropriate compensatory measures were taken and no
untoward events occurred.

Engineering and Technical Support

During the Unit 1 refuelin? outace, extensivc preventive maintenance was
performed on two Electrical Distribution System (EDS) safeguards busses, low
voltage statico Juxiliary transformer 1X04, and high voltage station auxiliary
transformer 1X03. This required that the EDS be lined up in abnormal and
unique configurations, some of which required entry into technical
specification limiting conditions for operation. In each case, the plant
performed a safety evaluation and engineering analysis of the EDS line up for
safety considerations associated with design basis accidents on Unit 1 and
Unit 2. Additionally, numerous precautions, clarifications, and contingency
actions were specified in each maintenance procedure to address appropriate
operator action in the event that an abnormal condition occurred during
maintenance. The work was completed sately,

The 125 volt DC distribution bus D-01 was replaced. Extensive planning and
greparations were invelved with this modification including safety reviews and
uilding <nd training on a mockup of the panel. Work was performed while the
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Persons Contacted (71707) (30702)

*G.
J.
o7,

. Maxfield, Plant Manager

Reisenbuechier, Manager - Operations & Technical Support

. Koehler, Manager - Maintenance & Engineering

Hoefert, Manager - Operations

Schweitzer, Manager - Maintenance

Palmer, Manager - Instrument & Controls

Herrman, Manager - Technical Services

Fredrichs, Manager - Chemistry

Bavelacqua, Manager - Health Physics

Seizert, Manager - Training

Becka, Manager - Regulatory & Staff Services

. ‘imann, Projert Engineer - Nuriear Regulation
‘tje, Administrative Specialist
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" ny employees were also contacted including members of the
nd engineering staffs, and reactor and auxiliary operators.

i@ personne]l attending the management exit interview for
.« of preliminary findings.

Corrective Action on Previous Inspection Findings (9270i) (92702)
a. (Closed) Violation (266/91008-01): Inadequate Procedure Review.

Several procedures had received inadequate final review after
completion of word processing, resuiting in missing or transposed
information in the procedure steps. Two of these occurrences had
led to plant events. As corrective action, the plant revised PBNP
2.1.1, "Classification, Review, and Approval of Procedures", to
define the level and detail of reviews to be performed on a
procedure. Depth of review for word processing checks was added
to the procedure, as was the requirement that final approval not
occur intil the procedure is in its final form. Additionally.
"self checking" measures were initiated to encompass the entire
1ife cycle of a procedure. These measures were started with the
Instrument & Controls group and are primarily an awareness
education program to sensitize operators and technicians to the
need for objectively reviewing each procedure before performing
it. This item is closed.

b. (Closed) Unresolved ltem {266/900
Undocumented Upgrade of Fu2l 0il
Status.

System to Quality Assurance (QA)

An electrical distribution system functional inspection performed
by the NRC identified that several modification pac.ages for the
fue! o1l system had not been clussified as QA. These
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To verify equipment operability and compliance with technical
specifications (T8), ° inspectors reviewed shift logs,
operation’s records, cata sheets, instrument traces, and records
of equipment malfunctions. Through work observations and
discussions with Operations staff members, the inspectors verified
the staff was knowledgeable of plant conditions, responded
promptly and properly to alarms, adhered to procedures and
applicable administrative controls, was cognizant of in-progress
surveillance and maintenance activities, and was aware of
inoperable equipment status. The inspectors performed channel
verifications and reviewed .omponent status and safety-related
parameters to verify conformance with TS. Shift changes were
observed, verifying that system status continuity was maintained
and that proper control room staffing existed. Access to the
control room was restricted and operations personnel carried out
their assigned duties in an effective manoer. The inspectors
noted professionalism {n most facets of control rcom operation and
that both unit control boards were generally in a 'black board’
conditior (no non-testing annunciators in alarm condition). The
Plant Manager was observed r ting periodic control room and plant
tours,

Facility Tours (71707)

Facility tours and perimeter walkdowns were conducted to verify
equipment operability and conditions, and to verify that
radiological controls, fire protection controls, physical
protection controls, and equipment tagging procedures were
properly implemented.During these tours few signs of leakage were
evident and most equipment appeared to be in good operating
vondition. Although Unit 1 was in a refueling outage, plant
housekeeping has been generally good.

Unit 1 Opere*irnal Status (93702)

The unit operat:d at full power until April 11, when it was shut
down for a scheduled 42 day refueling outage number 19, Unit |
main steum isolation valves were tested satisfactorily during the
shutdcwn evolution. Major activities planned for this outage
included a complete core off load, steam generator eddy current
testing, residual heat removal system tie-in work for the safety
injection full flow test line modification, B reaztor coolant pump
seal maintenance and motor wcrk, main turbine generator
refurbishment, safeguards electrical bus work, and instrument bus
inverter replacement. Startup is scheduled for May 23.

The inspectors verified that the plant had reviewed their controls
for reduced inventory operations and that applicable
administrative procedures were in place prior to the unit's
reactor vessel being placed into a partially drained condition.
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station blackout rule.

9. Reactor Thermal Output Exceeding 100 Percent Power (71707)

On April 1, 1992, at approximately 1:40 a.m., Unit 1 exceeded 102
percent indicated reactor thermal output (RTO) due to 'B' steam
?enerator (S/G) controiling feed flow channel failing Jow. 1lhe

icensee reported this situation as a non-emergency report as
required by 10 CFR 50.72, Upon investigation, it was determined
that during the transient, the actual power increase was less than
1 percent and that the analyzed limit of 102 percent was not
exceeded. This determination was based on the plant process
computer (which calculates RTO) utilizing feed flow in its
calculation but not steam flow. I effect, the calculation
assumes that all feed flow is converted to steam fiow. During
this incident however, most of tne increased feed flow resulted in
an increase in S/G level as the feedwater regulating valve went
full open when the contralling channel failed low. The change in
steam flow was not as appreciable and as such vesulted in a
falsely high RTO indication. The power range nuclear
instrumentation detectors exhibited 1ittle change as a decrease in
average temperature (Tavy) masked the power increase. The change
in delta temperature, which provides the best indication of power
change, showed that the actual power change was less than |
percent, not the 2.1 percent indicated. The inspectors reviewed
the transient graphs and interviewed the cognizant Reactor
Engineer and concur with the licensee's determination that 102
percent RTO was not actually exceeded.

Thase reviews and observations were conducted to verify that facility
operations were conducted safely and in conformance with requirements
establiched under technical specifications, federal regulations, and

administrative procedures.

One violation and no deviations were identified.

Radiological Controls (71707)

The inspectors routinely observed the plant’s radiological controls and
practices during normal plant tours and the inspection of work
activities. Inspection in this area includes direct observation of the
» ~f Radiation Work Permits (RWPs); normal work practices inside
vues 70 jated barriers; maintenance of radiological barriers and signs;
and heolth physics (HP) activities regarding monitoring, sampling, and
surveying. The inspectors also observed portions of the radicactive
waste system controls associated with radwaste processing.

From a radiological standpoint the plant is in good condition, allowing
access to most sections of the facility. During tours of the facility,
the inspectors noted that barriers and signs also were in good
condition. When minor discrepancies were identified, the HP staff
quickly responded to correct any problems.
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The radiological barriers around the auxiliary building controlled zone
were changed to encompass the exit point whole body monitors. Plant
routine had previously been to require removal of shoe covers at the
exit of the controlled zone and then perform a whole body frisk. The
shoe covers were discarded as contaminated waste. However, most areas
in the controlled zone are free orf contamination. Areas that are
contaminated require additional protective clothing including a second
set of shoe covers. As a result, the inner set of shoe covers worn in
the controlled zone were nearly always free of contamination, but were
nevertheless treated as contaminated waste. This increased the amount
of material disposed of as contaminated.

Under the new procedures, personnel preparing to exit the controiled
side enter the whole body monitor wearing their shoe covers. If
contamination is not detected, the person exits the area and the shoe
covers may be discarded as clean waste. During the current outage, this
process has reduced the amount of contaminated waste volume generated by
about one drum per day. Out of the thousands of personnel exits from
the controlled area, fewer than ten incidents of contaminated shoe
covers have occurred in the first month of this new program.

All activities were conducted in a satisfuictory manner during this
inspection period.

No violations or deviation were identified,
Maintenance/Surveillance Observation (62703) (61728)
a. Maintenance (62703)

Station maintenance activities of safety-related systems and
components listed below were observed/reviewed to ascertain that
they were conducted in conformance with technical specificalions
and in accordance with approved procedures, regulatory guides,
industry codes, and standards.

The following items were considered during this review: the
limiting conditicrs for operation were met 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; functional
testing and/or calibrations were performed prior to returning
components or systems to service; quality control records were
maintained; activities were accomplished by qualified personnel;
parts and materials used were properly certified; radiological
controls were implemented; and fire prevention controls were
implemented.

Work requests were reviewed to determine status of outstanding

jobs and to assure that priority is assigned to safety-related
equipment maintenance which may affect system performance.
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Selected portions of the following maintenance activities were
observed and reviewed:

. Repair of Unit | feedwater flow wiring harness

. Transfer of DC power cables to temporary distribution panel
TD-01

. Inspection of potential transformers inside safeguards bus
1406

Paragraph 3.e. contains an example of violation 92-009-01,
which occurred during the potential transformer inspection.

. Service water piping flow reducer replacement
. Auxiliary feedwater flow transmitter 1FT7-4036 scale change

Paragraph 8.b. discusses strengths identified within maintenance
activities conducted, A1l other activities were conducted in a
satisfactory manner during this inspection period.

sSurveillance (61726)

The inspectors observed surveillance testing and verified that
testing was performed in accordance with adequate procedures; that
test instrumentation was calibrated; that limiting conditions for
operation were met; that removal and restoration of the affected
components were accomplished; that test results conformed with
technical specifications and procedure requirements and were
reviewed by personnel other than the individual directing the
test; and that any deficiencies identified during the testing were
properiy reviewed and resolved by appropriate management
personnel .

Selected portions of the following test activities were observed
and reviewed:

. ICP 2.1 (Revision 11), Surveillance Test Procedure,
Prc —wction and Safeguards Analog

. TS 40 (Revision 1), Main Steam [solation Valve Operability
Trip Test,
Unit 2

. IT-03A (Revision 5), RHR Pump a»nd Valve Tests, Unit 1

. IT-750 (Revision 0), RHR Pump RWST Suction Check Valve Test
(Refueling), Unit 1

violations or deviations were identified.
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Emergency Preparedness (71707)

An inspection of emergency preparedness (EP) activities was performed to
assess the plant’s implementation of the site emergency plan and
implementing procedures. The inspection included monthly review and
tour of emergency facilities and equipment, discussions with company
staff, and a review of selected procedures,

The annual EP exercise was conducted on March 17 and performance was
good with no significant weaknesses being identified. Details are
contained in inspection report 266/301/92003.

A minor concern arose during the exercise regarding unit operation with
inadequate core cooling. Procedure CSP-C.1, "Response to Inadequate
Core Cooling", contained a step directing that reactor coolant pumps be
secured. However, the step did not require verification of sufficiently
Tow core exit thermocouple temperatures prior to securing the pumps.
The event scenario during this exercise caused some confusion among
operators at this step. It appeared that if coolant pumps were secured
at this point, they would have to later be restarted because core exit
thermocouple temperatures would be too high. The plant has since
reviewed this procedure step and initiated a procedure revision. The
revised procedure step will include a note to verify core exit
thermocouple temperatures as one of the criteria for securing coolant
pumps.

No violation or deviations were identified.

The inspectors, by direct observation and interview, verified that
portions of the physical security program were being implemented in
accordance with the station security plan. This included checks that
identification badges were properly displayed, vital areas were locked
and alarmed, and personnel and packages entering the protected area were
appropriately searched. The inspectors also monitored any compensatory
measures that may have been enacted by the plant.

A demonstration was held April 26 near the plant boundary by a small
group (approximately 80 people) opposed to nuclear power. The plant
increased their security presence onsite during this event and obtained
assistance from local and state law enforcement agencies as a
precautionary measure. The inspectors evaluated the licensee’s
preparation for and response to, these activities. The security
measures taken were proactive and appropriate. HNo civil dischedience
occurred during this demonstration, which was monitored by the
inspectors.

No vielatiius or deviations were identified.
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Engineering and Technical Support (71707) (37828)

The inspectors evaluated engineering and technical support activities to
determine their involvement and support of facility operations. This
was accomplished during the course of routine evaluation of facility
events and concerns, through direct observation of activities, and
discussions with engineering personnel.

a. Engineering Support for Electrical System Maintenance (71707)

During the Unit ] refueling outage, the plant performed preventive
maintenance on two Electrical Distribution System (EDS) safeguards
buses (l1A05 and 1A06), low voltage station auxiliary transformer
1X04, high voltage station auxiliary transformer 1X03, and
associated breakers.

To provide for adequate isolation of each section of the EDS
identified above for personnel safety and to maintain essential
Unit 1 aad 2 elvctrical loads, it was necessary to line up the EDS
in an abnormal and unique configuration for each maintenance
activity. As required over the course of this maintenance, two
safeguards divisions on Unit 1 (1BO3 and 1B04) were cross
connected, auxiliary feedwater pump P38A was placed out of service
(requiring entry into a seven day limiting condition for operation
on Unit 2), and one service water pump was electrically lined up
to its alternate AC source to allow it to remain powered.

In each case, the plant performed a safety evaluation and
engineering analysis of the EDS line up for safety considerations
associated with design basis accidents on Unit 1 and Unit 2.
Additionally, numerous precautions, clarifications, and
contingency actions were specified in each maintenance procedure
to address appropriate operator action in the event that an
abnormal condition occurred during maintenance. Included in these
compensatory measures were administrative restrictions placed on
the fuel oil transfer p.ps and the spent fuel pool cooling
svstem, The work was completed safely and no concerns wer- noted.

b.  lnstallation and Testing of Modifications (37828)

The inspectors observed onsite activities and hardware associated
with the installation of selected plant modifications to ascertain
that modification activities are in conformance with requirements.
This inspection included but was not limited to, verification of
the following items:

- Verification by direct observation that work is being
performed by qualified workers and in accordance with
approved procedures.

- Verification that the installation conforms to the as-built
drawings.

-— Confirmation that the equipment and material being used is

13



correct.
Selected portions of the following modification was reviewed:
- Mod 90-134*D, 125 Volt DC Distribution Bus D-01 Replacement

Extensive planning and preparations were involved with this
modification. An extensive safety review was performed prior to
implementation. The modification was performed while the Unit 1
reactor core was defueled to minimize potential safety concerns.

A decision was also made to reduce Unit 2 power to 55% Juring the
most sensitive part of the procedure to minimize the affect of any
plant transient had OC power been inadvertently interrupted during
the evolution. A mockup was built and used to train the
technicians that would be performing the work on the intricacies
involved. This further minimized the probability of an error
being made during the actual installation. Plant management was
observec providing extensive and direct coverage of this activity.
The extensive planning and preparations of this modification, the
service water piping replacement, and the EDS work discussed
above, was demonstrative of a strength within the Engineering
groups.

No unacceptable conditions were identified.

Residual Heat Removal (RHR) Piping Hydrostatic Test (71707)

During the current refueling outage, modifications were made to
the RHR system piping that necessitated hydrostatic testing.
While tecting a portion of the system on April 29, approximately
160 gallons of primary plant coolant water spilled into the
containment spray pump room due to vent valve RH-VIS being ieft
oper on the section of piping being tested. Although two
personnel were splashed by this wi“er, no skin contamination
resulted.

A review of the event revealed that vent valve RH-V19 had recently
been installed into the system via an engineering change request
(ECR). The ECR process did nct reguire revisions to be made to
engineering drawings to show the existence of this new valve.
Although a temporary revision was made to the engineering drawing
in the control room, other controlled drawings located elsewhere
in the plant were not modified to include this valve,

Operators lining up the system for the hydrostatic test were not
provided with a valve lineup sheet. They were suppliied with a
"hydro sheet", which was a hand drawn sk.tch defining the extent
of the pressure test. Procedure PBNP 3.2.5, "Pressure Test
Program", intends this drawing only to document the extent of the
pressure test. As such, this nydro sheet did not show all valves
within the portion being tested. A separate verificaiion is
required, and was performed, to assure system integrity. This

14



verification identified vent valve RH-V19 as needing closure, but
this information was not adequately conveyed to the operators
performing the system lineup.

The operators used the controlled engineering drawing located in
the auxiliary building as their primary guide for lining up the
system. This drawing had not been updated to include vent valve
RH-V18. Although one of the operators had been verbally informed
of and shown vent valve RH-V19, he did not recall this information
while performing the lineup. Consequently, this valve was left
open. This process violated 10 CFR 50, Appendix B, Criterion V,
“Instructions, Procedures, and Drawings", which requires that
ar*ivities be controlled by instructions or drawings - f a type
appropriate to the circumst aces (266/92009-01). Another example
of this violation is described in paragraph 3.e.

The pressure test was suspendeu and a written valve lineup sheet
was developed to isolate the system. The test was then completed
without further incident, The plant initiated a requirement that
all pressure testing lineups be performed using a written valve
lineup sheet. Additicnally, an evaluation was initiated to
determine changes needed to the ECR process regarding control of
drawings. Additional corrective action will be addressed in a
future report.

A1l other activities were conducted in a satisfactory manner during this
inspection period.

One violation and no deviations were identified.

Safety Assessment/Quality Verification (40500) (80712) (92700)

Wisconsin Electric’s quality assurance programs were inspected to assess
the implementation and effectiveness of programs associated with
management control, verification, and cversite activities. Special
consideration was given to issues which may be indicative of overall
management involvement in quality matter:s such as self improviment
programs, response to regulatory and industry initiatives, the frequency
of management plant tours and control room observations, and management
personnel’'s attendance at technical and planning/scheduling meetings.

Prior to the Unit 1 refueling outage, an Outage Safety Review was
performed. This review, performed by the combination of the Safetly
Evaluation group and the plant, was based on experienced gained from
previous outages and industry initiatives and experiences. The licensee
is also performing a review of the guidelines contained in NUMARC 91-06,
"Guidelines for Industry Actions to Assess Shutdown Management". This
review is scheduled for completion by the end of 1992. This effort is
indicative of proactiveness in assessing shutdown risk management.
During the refueling outage, daily status meetings were held to ensure
responsible personnel were aware of current outage activities. A recent
initiative was the presentation of a risk analysis briefing at the
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€.  Manager’'s Supervisory Staff Meeting (40500)

The inspector observed a session of the Manager's Supervisory
Staff reviewing the technical specification upgrade project items.
Staff members discussed the 1ist of changes being proposed to
technical specifications which are intended to ensure that all
equipment needed for safe operation as stated in the Final Safety
Analysis Report is also addressed in technical specifications.

No violations or deviations were identified.

Management Meetings (30702)

A Meeting was held between NRC Region 11l management and plant
management on March 24, to discuss items of interest and foster improved
communications between Wisconsin Electric and the NRC. Items of
discussion included plant initiatives regarding shutdown risk, the
upcoming Unit 1 refueling outage, operation at rated thermal power,
maintenance procedure upgrades, and plant management goals.

Exit Interview (717°7)

A verbal summary of preliminary findings was provided to the Wisconsin
Electric representatives denoted in Sectiun 1 on May 6, at the
conclusion of the inspection. No written inspection material was
provided to company personnel during the inspection.

The likely informational content of the inspection report with regard tn
documents or processes reviewed during the inspection was also
Jiscussed, Wisconsin Electric management did not identify any documents
or processes that were reported on as proprietary.
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