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Inspection Sumguary: This inspection report documents routine and reactive inspections
during day and backshift hours of station activities including: plant operations; radiation
protection; surveillance and maintenance; and safety assessment/quality verification,
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EXECUTIVE SUMMARY
Limerick Generating Station
Report No. 92-11 & 92-11

Plant Cperauons

Plant operations continued to be good. Diligent monitoring of plant conditions resulted in the
Unit 1 Reactor Operator promptly observing a loss of Jevel in the reactor cavity due 10 a
maintenance error, The prompt action limited the loss of water from the reactor cavity.,
(Section 1.0)

Surveillance and Maintenance

A maintenance technician caused a loss of inventory in the Urit 1 reactor cavity due to an
error during local leak rate testing of containment isolation valves., A violation was cited for
failure to foilow the current procedure (Section 3.2).

Reatasd { Technical §

Design packages for plant modifications reviewed by the inspector were found to be very
good, enabling their installation to be completed with minimal field changes. Several of
these modifications resolve conditions that had prompted LER's in the past. (Section 4.0)

Radiological Protection

Several instances were identified where the ALARA impact of scaffelding construction was
not adequately assessed by Philadelphia Electric Company (PECo). (Section 5.0

Maintenance errors resulting from inattention to detail and failure to adhere to station
procedures continued to occur during this inspection period. Corrective actions for previous
similar problems have not been fully effective. (Section 6.0)
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DETAILS
1O PLANT OPERATIONS (7T1707)

The inspectors conducted routing entries into the protected areas of the plant, mcluding the
control room, reactor enclosure, fuel floor, and drywell (when access was possible). Duning
the inspections, discussions were held with operators, health physics (HP) and instrument and
control (1&C) technicians, mechanics, secunty personnel, supervisors and plant management.
The inspections were conducted in accordance with NRC Inspection Procedure 71707 and
evaluated the licensee's compliance with 10 CFR, Technical Specifications, License
Conditions and Administrative Procedures.

LT Operational Overview
Unit 1

Uinit 1 began this report period at 100 percent power.  The unit was shutdown on March 20,
1992, to commence the fourth refueling outage.

Unig
Unit 2 operated at or near 100 percent power throughout this report period.
1.2 Reportable Events

Blowout Panel Opening

On March 21, 1992, at 7:34 p.m., the Unit 1 reactor enclosure (RE) heating, ventilation, and
air conditioning (HVAC) system was turned off as per procedures SP-S-006, "De-encrgizing
D13 Safeguards Bus," and §76.2.B, “Shutdown of Reactor Enclosuie HVAC." As required
by §76.2.8B, there was an operator stationed at elrctncal panel 10C206. When the exhaust
fans were turned off, the op2rator at panel 10C206 recognized that one supply fan did not
trip.  The operator was unable to sestart the exhaust fan because the RKE high delta pressure
logic had tripped. As a resvlt of the "C' supply fan failing to trip, the RE experienced a
positive pressure and caused the following.

. The blowout panel in the Unit | safeguards system access area blew out to rehieve the
pressure (blowout pressure 1s .25 pounds per square inch differennal (psidy). This
opened a vent path 1o atmosphere.

The NRC Inspectivn Procedures used ay guilance are hsted paronthets 5 throughout this report.
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. At the time of the event the reactor seals were deflated and the shield plugs were
removed as part of the reactor disassembly. The air flow went from ine RE to the
refuel floor and agitated the contamination in the reactor well, causing refuel floor
airborne activities o reach 300-500k counts per second.

. After the operator tripped the "C* supply fan the air flow reversed and contaminated
clevation 313 in the KE.

Due 1o the reacior being 1n cold shutdown the operators deemed that an NRC notification was
not necessary, The licensee ref.aced the blowout panel, and performed sampling that showed
there was no release of contaminated material 1o the atmosphere, The licensee reevaluated
the incident on March 23 and reported under 10 CFR 50.72(b)(2)(1ii)(¢), after concluding that
it constituted & condhtion that could have prevented the RE from controling the release of
radioactive material.

Fifteen workers on the refuel floor were siightly contaminated, none greater than regulatory
limits, Minimum efforts were required  decontaminate the workers, Most were cleaned Ly
removing the anti-contamination c¢lothing, others required a shower. Overall, a total
estimated skin dose of 2 mrem was received by four individuals with skin contamination,
Followup whole body counts did not show internal contamination to any individual.

The supply fan did not trip because the associated breaker trip cotl had failed, A team made
up of representatives of system engineering, maintenance, operations, corporate engineering
and 4 contractor specializing in breaker testing was formed 10 investigate the failure co

The scope of their review included the following:

. The trip control and indication circuitry was reviewed, inspected and found to meet
the design.

. Resistance readings of the trip control circuit logic were taken and found to 1..¢¢1
specifications.

. The aesign of the supply fan trip control logic was reviewed and determined 1o be
acceplable.

. Field testing of the trip control and indication cireuit wiring was performed veritying
that the breaker is correctly wired.

. Voltage readings were taken o mvestigate the possibility of @ voltage dip at the trip
coil. normal readings were found.

. The "1C" RE HVAC supply fan power supply breaker was sent to the manufacturer
for tailure mode analysis and investigation for generic concerns. The trip cotl
adjustment was verified to be correct, and after the failed trip coil was replaced, the

s ) oL
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suspect breaker vvas tripped approximately 20 times successfully.  'nspection and
testing did not reveal the s~ecific cause of the failure ror any generic concerns,

A transient analysis vecorder was installed on the trip control circuit logic with the
breaker racked in the test position. The t eaker was tripped via the trip control logic
and voltage and trip coil current draw were recorded. At the close of the inspection
period this data was being analyzed.

The "1C" RE HVAC supply air fan power supply breaker was repaired by replacing the trip
coil, The breaker was satisfactorily tesied on April 6, 1992, and remains in an "Emergency
Use Only" status to support continued troubieshooting. To prevent the possibility of RE
overpressurization following failure of a supply ran breaker to trip, the tollc ing corrective
actions were being taken:

.

Procedurs §76.2.B was temporarily revised on March 23, 1992, and is expacted to be
permznently revised by May 15, 1992, The revision includes addressing the concerns
identified as a result of this event, and will remain in effect until the cause of the
failure of the RE supply fans to trip has been determined and corrected.

A madification 1o increase blowout panel setpuints had been planned prior to this
event. The modification is being implemented during the curtent refueling outage for
Unit 1, and will be implemented during the next refueling outage for Unit 2. See
section 4 for further details.

To prevent future RE HV AC events nom causing contamination of the refue! floor through
the cavity seals, the following corrective actions were taken:

The reactor well seals were inflated on March 22, 1991,

Procedures $76.1.A, "Starwp of Refuel Floor HVAC," §76.1.B, "Startup of Reactor
Enclosure HVAC." §76.2 A, "Shutdown of Refuel Floor HVAC." and $76.2.B were
revised to add an additional precaution to operators performing startup and shutdown
of RE and refuel floor HVAC systems when the reactor shield plugs are removed.

The cautions highlight the potes.tial for contamination due to air flow via the deflated
reactor well seals.

PECo has committed to temporarily change the appropriate maintenance and
operations procedures 1or reactor disassembly and reassembly prior to Unit | reactor
reassembly, anc to permanently change them prior to the next refueling outage. The
revisions will add a step to ensure hat the reactor well seals are inflated when the
shield plugs are removed.

R ETE—————.
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' . A letter outlining this event has been issued 1o all personnel responsible for evaluating

r reportable events. The letter discussed the reporting requirements related to conditions
tha' alone could have prevented the fuifiliment of the safety furstions of a system,

'x even il found when the plant is in an operating condition where tue system 1s not

:’ required. The letter will be included in the Licensed Coerator Regualification training

program by June 1, 1992,

The mspector noted that the Health Physics Departmen. handling of the event was expeditious
and thorough and that the area contaminated by the event was cleaned up within two shifts,
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Containment Group 6A Isolation

On March 21, 1992, at 4.55 p.m., a groap "6A" 1solation was caused when a chemistry
techician entered an improper high radiation set point into the Radiation and Meteorological
Monitering System (RMMS) computer.  The setpoint entered was lower an the existing
reading and caused the isolation, The technician was compieting ST-5-057-810-0, "North
Stack Containment Purge Sampling and Analysis,” and was misled by an example in the |
procedure showing a negative exponent, The technician entered the negative exponent instexd :
of the correct positive one.  The following corrective steps have been taken by PECo:

. The technician was counseled regarding attention to detatl and procedural |
requirements. ‘
. Through memorandums and discussions al! chemistry technicians were reminded of
the need for diligent attention to detail while performing the'r duties,
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. The procedure was revised o clarify the exarples, and o incorporate cautions &bout
the exponents,

. All station training prog. . .« 5 were updated to emphasize the importance of procedural
adherence and the lessons learned by the madent,

The inspector concludeu that the licer <~ - rrective actions were adequate.

Retraction of an Engineered Safety Feature Report

On March 31, 1992, at 2:51 p.m., PECo notified the NRC via the Emergency Notification |
System (ENS) that an Ergineered Safety Feature (ESF) actuation had taken place when the :
D13 safeguard bus feeder breaker from the 201 safeguard transformer tripped open on an '
undervoltage signal. The independent safeguard power feeder from the 101 safegvard

transformer closed in automatically, as designed, 1o reenergize the D13 safeguard bus. The

licensee traced the problem to a fauty undervoltage relay that was later replaced.
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Afier further analysis, on April 6, 1992, PECo retracted the notification. 1% operation of
the diesel generator " (standby AC Power System) is the only ESF associated with the Class
IE power system. Operation of the fevder breaker automatic transfer is a design feature for
ihe reliability of the Class IE power system and not p.rt of the ESF, The inspector reviewed
the applicable portions of the Updated Final Safety Analysis report (UFSAR) and conciuded
that PECo was correct in the final #nalysis.

E g ble. Radiatios. Monitor }

On April 12, 1992, z:i 7:00 a.m., PECo notified the NRC that the residual heat removal
service water (RHRSW) radiation monitors were inoperable because of higher than required
setpoints. The setpoints were changed in error by a technician who inadverteitly installed
A’ loop set points into the 'B' loop. The setpoints are based on backround radiation levels
and the "A’ loop has the higher backround. After further analysis PECo determined that
although the higher numbers were entered into "B’ loop, the loop worild have tripped at a
level tiat would have controlled any relea.2 below the applicable limitations.

Tne inspector reviewed TFSAR Section 11.5 and the setpoint data recorded on ST-5-026-
880-1, "Evaluation of the Hi and Hi-Hi alarm setpoint for the RHR/SW Rad Monitors." The
inspector conf med that even with the higher set points they were still conservative with
regard to release limits, and would not have prevented the isolaticn of RHRSW heat
exchanger and/or trip of the RHRSW pump. Therefore, the RHRSW radiation monitors

remained ¢ = - of periorming their safety functions to control the release of radioactive
Meaerial,

The tech ..+ v counsel 2 concerning the need for better attention to detail. The
inspector .- . o ther questions concerning this event,

Unit 2

On April 17, 1992, at 4:34 a.m., a main control room toxic gas alarm was received due to
an ndicated high ethylene oxide concentration on the a "B’ channel 0i the toxic gas detection
system. The control room operators followed precedure SE-2, "Toxic Gas," and manuaally
isolated the control room and donned Scott Air Packs.

Subsequent chemistry sarpling did not identif th+ presence of toxic gas. The NRC received
reports of the above event via the ENS. The inspectors deiermined that the licensee's initial
response and corrective actions were appropriate. The root cause analysis and the need for
additional/long term corrective action will be reviewed upon issuance of the Licensee Event
Reports as part of the routine inspection | agram.
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2.0 SURVEILLANCE/SPECIAL TEST OBSERVATIONS (61726)

During this inspection pei.ad, the mspector reviewed in-progress surveillance testing and
completed surveillance packages. The inspector verified that suvveillances were doue
according to PECo approved procedures and plant Technical Specification regiurements. The
inspector also verified that the instruments used were within calibration tolerance and that
qualified technicians did the surveillances. The activities observed by the inspectors were
acceptable.

3.0 MAINTENANCE OBSERVATIONS (A2703)

The inspector reviewed the following safety-related maintenance activities to verity that
repairs were made according to approved procedures and in compliance with NRC regulations
and recognized codes and standards,  The inspecior also veribied thal the repiacement parts
and guality control used on the repairs were in comphance with PECo’s Quadity Assuraice
(QA) prograin.

A1 Steam Separator Removal

On March 27, 1992, problems were encountered during the removal of the steam separator.
During the lift of the separawor the main hoist motion stopped with the separator
approximately 20 feet above its normal seated position. At this point the separator was
positoned over the reactor vessel and stll engaged with the guide rods. The control room
Shift Supervisor was informed and all work stopped unni the situation was reviewed by
maintenance supervision. PECo decided to perform an inspection of the crane and if no
problems were obvious the separator would be lowered back into its normal location. No
problems were evident with the crang hoist and the separator wes reseated. The inspector
observed this operation.

The inspector attended a followup meeting waere a troubleshonting plan was developed. The
results f the troubleshooting did not wlentify anv obvious equipment problems and it was
concluded that the likely cause was the trip of an undervoltage relay due to electrical
component heatup during profonged liftng at very slow speeds. The maisture separator was
subsequently removed and placed in the equipment storage pit without any addinonal
problems.

The inspector reviewed the following procedures used during this evolution:

M-041-011  Mainterance Pro- . ure for Reactor Vessel Disassembly
M-041-049  Stean Separator Unlatching

M-041-022  Steam Separator Removal

M-098-010  Procedure tor Rigging and Handling Heav . Loads
M-098-003  Operation of Reactor Eaclosure Crane

A-90 Procedure for the Control of Heavy Loads
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During his review of these procedures the inspector found no directions for the use of the
main hoist load cell indication or load limit switch, Should a component not be fully
unlatched, or hang-up during the lift, the load cell could be used to prevent overstressing and
damaging the crane or vessel components. Section 9.1.5.2 of the UFSAR describes the load
sensing system and states that it functions to provide load indication (o the ¢rane operator,
and to limit the hoist to 100 to 115 percent of the rated load by means of a load actuated
limit switch.

During the troubleshooting effort PECo determined that the load indicator and limit switch
had not been operable since May, 1991, The maintenance staff determined that the crane was
operable, although the loud cell was not functioning. No written evaluation was performed to
document the basis for this determination, However, prior to NRC discussion, the
Mamtenance Superintendent had recognized that an evaluation had not been dowe and directed
the load cell to be repaiied prior 1o using the crane for any additional lifts. The Mairtenance
- perintendent agreed that an evaluation was needed. PECo has taken additional corrective

tions to include the periodic calibraiion of the load cell instrumentation and the checkout of
the load cell and weight converter as part of the periodic crane test.  Also, directions will be
provided 1o the ciane operators for proper use of the load cell indication prior to reactor
reassembly,

Rasca on a review of the actions taken and the addivonal actions planned, the inspector had
no further questions regarding this gvent. The inspector also noted that the oversight for not
performing an evaluation of the inoperable load cell appears to be an isolaied event.

3.2 Reactor Cavity Drain Doriag Local Leak Rate Testing

On March 23, 1992, & maintenance team commenced local leak rate tests (LLRTS) of the
containment isolation valves in the "B’ loop of the reactor feedwater system. The valves
were tested according to procedure ST-4-LLR-082-1, "Fexdwater." The leak tests were
completed on March 26, 1992, at which time the system restoratbon portion of the procedure
began. Step 7.1 directs the test personnel 1o remove the LLRT tags and return the valves to
the "as found" position documented in the Tag Accountability Log. The "as founad” positions
were recorded at the start oi the test. When the maintenance technician began restoring the
system valves, he used a copy of the iog that did not contain the “as found” data. During the
restoration of reactor water cleanup (RWCU) valve 44-1029, the technician returned the valve
to its normal (plant operating) position of “locked open" rather than the ~equired “as found”
position of "closed.” Opening thus valve aligned a vlowpath from *he RWCLI sysiem to the
turbine enclosure drains via the feedwater system. At the time of the (vent the vessel head
was removed and the reactor cavity filled to the level just below ‘he overflow weirs. No fuel
novement was in progress. The RWCU recirculauen pumps were operating at the time and
the valve misposition resulted in a 'oss of six inches of level within the reactor cavity. The
Unit 1 Reactor Operator guickly noted the loss of level in the cavity zad notified the Shift
Supervisor who then contacted the maintenance foreman 1o ascertain the status of the LLRT.
Meanwhile the maintenance techmcian, who heard flow through th.  alve, realized his

3
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isolation valves can close under full air flow, and the siandby gas treatment system
(SGTS) will not be effected even if the RE supply or exhaust funs continue to run
during isolation conditions.

The engineering evaluations supported increasing the set point of the blowout panels. There
are four blowout panels that will be increased from 0.25 psid to 0.50 psid. The panels are:

e Stcam venting tunnel 10 atmosphere - Elevation 24]
+ Steam vent.ng tunnel to stack - Elevation 307
« Main steam tunnel to condenser area - Elevation 253
o Main Steam vent stack - lower to upper positions Elevation 332

The setpoints will be increzsed by adding additional explosive release fasteners or replacing
existing fasteners with similar ones of a higher release value.

The inspector reviev.ed design change document M6183-1, "Blowout Panel Fastener
Upgrades,” an the ascociated documentation necessary to implement the modificanon. The
inspector concluded that the NRC requirements for performing a plant design change were
met including completion of a 10 CFR 50.59 review.

The inspector also reviewed a non conformance report (NCR) that questioned the use of
sealant around the panel after instaliation, and its impact on blowout pressure. PECC
evaluated testing using a control test box, with a blowout pane! installed, and found the
sealant and gasket materials acceptable. The products used for gasket and sealant matenal
wer . specifically referred to in the design package and are being incorporated into the repair
procedure. The inspector observed work in progress and concluded that:

. Materials requiring certification were certified, in writing,
. Procedures were being followed by the workers on the job.
. Personnel were knowledgeable of procedures and requirements and implemented them

according to approved administrative procedures.

The modification 1s currently being installed on Unit 1, and will be done on Unit 2 prior o
the startup following refuehng outage number two,

The inspector concluded that this design change should improve the overall secondary
contzinment integrity, and does not impact any post-accident safety-related engineered safety
fea.. s described in the UFSAR, Section 6.5.1.

4.1.2 Reactor Protection System Inverter Replacement
Modification 6112-1, "Replace RPS/UPS Inverters,” was installed to replace the two reactor

protection system (RPS) static inverters. 7ie inverters convert direct current power from a
Class IE battery source to 120 volt, 60 cycie alternating current power for the KPS, The
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inverters were replaced with state-of -the-art design inverters because the existing inverters
were no longer in production, and had a high failure rate.

The inspector observed portions of tne installation and reviewed the modification package
documentation, The new inverters are direct replacements for the existing inverters and do
not required any significant wiring changes. The inspector observed that the installation work
was of a high quality.

Th~ inspector also reviewed the following new system operating procedures and found them
to provide adequate direction for the operation of the new inverters:

§94.1.5 (COL) BEquip. ent aingnment for placing the 1A RPS UPS static inverter
IAD160 i service

S94.1.5 Placing the 1A RPS UPS static inverter in service

$94.2 5 Bypassing and removing the 1A RPS UPS static inverter from service

S94.9.5 Routine inspection of the 1A RPS UPS static inverter

PECo verified that the new procedures worked properly during Modification Acceptance
Test.

The decision o upgrade the mverters 1s a good inihative by the station and corporate
engineering personne:. Fewer inadvertent safety sysiem isolations and reactor half-scrams
should occur because of this modification. The inspector also noted close involvement of the
station system engineers in the modification process, including the witnessing of successful
performance tests =t the vendor's factory.

5.0  RADIOLOGICAL PROTECTION (71707)

During the report period, the inspector examined work in progress in both units including
health physics procedures and controls, ALARA implementation, dusimetry and badging,
protective clothing use, adherence to radiation work permit (RWP) requirements, rachation
surveys, radiation protection mstrument use, and handling of potentially contaminated
equipment and materials,

During plant tours the inspectors observed scaftold building for vanious work activities, The
mspector questioned the use of scaffolding in areas where radiation levels were in the 5 to 30
mrem per hour range, The scaffolding was constructed to work on snubber removal and
safety valve maintenance that could easily have been reached standing at ground level or on a
small ladder. In some cases, this practice is not in the best interest of the ALARA program
as more exposure 1s being obtained by the zrection of scaffolding than 18 being obtamed by
actual job activities. This practice was discussed with Limerick management,
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The inspector observed individuals frisking according to HP procedures. A sampiing of high
radiation area doors was venfied to be locked as required. Compliance with RWP
requirements was reviewed during plant tours, RWP line entries were reviewed 10 verify that
personnel provided the required information and people working in RWP areas were observed
as meeting the applicable requirements. The activities observed by the inspectors were
acceptable.

6.0  SAFETY ASSESSMENT/QUALITY VERIFICATION

As exemplitied by the reactor cavity draining event described in Section 3.2, maintenance
EITOrS CONNUE 1O Poysial 48 a result of inattention to detail and the failure to adhere to station
procedures.  PECo corrective actions faken as a result of root cause analyses of these events
have not been fully effective, The inspector also found that an analysis was not performed on
the use of a main crane heoist after the loss of the installed 'oad cell. These specific
deficiencies on the part of mainterance personnel were corrected when identified. However,
additional efforts by mainterance personnel could have prevented their happening.

Conservative reporting of two events are discussed in the Section 1.2, The inspector
reviewed the results of PECOo's investigations into these events and agrees they were not
reportable. however, in one case a technician error caused the incident. Two adaitional
techinician errors resuited in reportable events during this report period. The licensee has
taken corrective actions to address these incidents.

7.0 REVIEW OF LICENSEE EVENT REPORTS (LERs), ROUTINE AND SPrCiAL
REPORTS (90712, 92700)

7.1 Licensee Event Reporis (LERs)

LERs are 30 day reports submitted 10 the NRC, by PECe, as required by 10 CFR 50.73.
These reports document: the major occurrences present during an event, including al)
component or system faiiures: a clear, specific, narrative description of what occurred: plant
operating < nditions before the event; status of contributors to the event; dates and
approximate times of the factors; the causes and failure modes; petsornel errors if applicable;
procedural deficiencies 1f applicable and the short-term and long-term corrective actions taken
to prevent recurrence. The Resident Inspector routingly reviews these documents and
performs followup to PECo's actions regarding the disposition of corrective initiatives. In his
review, the inspector validates the above and determines whether events are described
accurately and whether corrective and compensatory actions have been properly addressed.
Unless otherwise delineated below, the following LERs meet all the requirements discussed
above,
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LER 1:92-002, Event Date: Margn 14,1992, Report Date: Apnl 7,1992

rhis LER discusses a failed inverter tor the 'D' Jow pressure injeciion system, "B’ core spray
subsystem, and high pressurc coolant injection (HPCI) system. The LER also discusses entry
mio TS 3.0.3 1o repair the inverter. The NRC granted a temporary waiver of the 15 to
repair the inverter. The discussion of this event is recorded in Combined Inspection Report
50-352/92-11 and 50-353/92-11, the inspector has no further question:.

| LER 1-92-003, Event Date: March 2i, 1992, Report Date: April 15, 1992
r This event involved an ESF actuation due to a chemistry techmician entering incorrect settings

into the radiation and meteorological monitoring system computer.  This was discussed in
Section 1.2 of this report,

LER 1-92-004, Eveat Date: March 21, 1992, Report Date: April 16, 1992
The licensee experienced a loss of reactor enclosure secondary containnient integrity due to
the operir  f a blowout panel. This was discussed in Section 1.2 of this report,

| LER 2:92:004, Event Date: _Februgry 21,24 and 26, (992, Report Date: March 19, 1592
| The HPCI system was made inoperable due 1o blown fuses in the iaverter power supply.

| This event was discussed in Combined Inspection Report 50-352/92-11 and 50-353/92-11.
The inspector has no further guestions.

E 7.2 Routine and Special Reports

\

L Routine and special reports are submitted by PECo 10 inform the NRC of routing operating
| conditions and other noteworthy occurrences that are reportable due to requirements in

| 10 CFR 26, TS and other regulatory documents. The inspector reviews these reports for

| mformation and confirms the accuracy of the reports. The Monthly Operating Report for

7 March 1992, dated April 10, 1992, was reviewed and satisfied the requireinents tor which it
V was reported.

8.0  FOLLOWUP OF PREVIOUS INSPECTION FINDINCS (92702)

E

f {Closed) Unresolvad ftem (50-352/88-07-01). This item is related to Inservice Testing (18T)
| program control and the need to 1) improve aduinistrative procedure control; 2) improve

{ administrative procedure A-80 to define 'ST responsibilities; 3) assign valve maximum

; allowable stroke times; and 4) assign rapid acting valve stroke times that are in agreement

3 with NRC guidance. The wmspector reviewed the evaluations and actions taken by the

l licensee in response to the above issues.
l
|

The IST program: document ML-008 issued Decenber 22, 1988, for the first ten vear interval
was reviewed by the inspector. ‘The original program has hbeen updated to Revision 2 and
was verified to be a fully controlled document. The inspecior reviewed severzl of the
Revision 2 changes, specifically those made to incorporate NRC safety evaluation positions,
and determined that the prograni was well prepared and meets ASME requirements and NRC
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f Generic Letter (GL) 89-04, "Guidance or Developing Acceptable {nservice Testing
Programs,” guidance. Program revisions were noied to include a descriptive index record of
the changes, and the program pages contain right hand column bars at change locations.

| The inspector determined that Admimistradve Procedure A-80, “Inservice Inspection,” was
$ augmented by the newly developed and released Procedure A-80.7 "Inser, ice Testing." This
| procedure specifically addresses controls, responsibilioes and implermentation of the ST

5 program in response to the NRC identified item, Review of A-80.7 venfied Mt individual

| responisibilities are fully defined in Secticn 5.0 of the procedure.

The valve stroke time issues were fully recvaluated by *.¢ engineering staft and a rauonale ‘
was developed that resuited in appropriate and consen at ve stroke times. The assigned |
reference siroke times wery based on vender data ar 1 the prior stroke history of each valve.

the ASME Section X1 1986 Code, ASME Standard OM-10 "wnservice Testing of Valves in :
Light Water Reactor Plants,” GL 89-04 guidance, UFSAR requirements, operating |
procedures, and TS formed the Hases for the alert and action stroke times, The most
restrictive of these was used as the maxireum ailowable stroke time.

The alert end action (maximum ailowable) vaive stroke time entena are:

, . For alectne motor operated valves:

l 1
; a) With reference stroke times > 10 seconds: .
[‘ Alert stroke time = + 1,10 (reference stroke). :
| Maximum allowalie stroke ame == [ .15 {reference stroke). '
g

b With relerence strose > 2 and € 10 seconds: .
Alert stroke bme = + 1.20 {reference stroke) + | secona.”

Maximum allovable stroke = 1,23 (refcrewe stroke) + 1 second.
4 With reference siroke < 2 seconds:
Alert stroke time = not applicable.
Maximum allowable stroke = 2 seconds,
. For other power vperated vaives. ;
a) With reference stroke > 10 seconda:

Alert stroke time = [.25 {previous test stroke) per Section XI,
Maximum allowable stroke = 1,25 (reference stroke;.
“The + 1 second 18 in process of heing ehiminated.

|
|
|
|
|
[
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L) With reference stroke > 2 and < 10 seconds:
Alert stroke time == 1,50 (previous lest stroke) per Section X1,
Maximum allowable stroke = 1.50 (reference stroke) + | seoomu.

¢) With referetice stroke < 2 seconds:
Alert stroke time = not applicable.
Maximum allowable stroke = 2 sevonds.

The inspector verified that the stoke test records of several recent surveillance tests (ST-6-
049-200-2, "RCIC Valve Test,” ST-6-087-200-1, "CAC Valve Test," and $T-6-011-203-1,
“A Loop ESW Valve Test") followed the newly estal.lished stroke time critena.  The
inspestor noted that the new acceptance Criteria were appropriate ana conservative.

The last issue of the unresolved item involved the stroke tme himis for rapid acting valves,
those that stroke n 2 seconds or less. As noted i the preceding paragraphs PECo has
maodified the rapid acting valve stroke time acceptance criteria according 10 NRC/PECo IST
program meeting agreements and Gl. 89-04 positions. The inspestor reviewed procedures
ST-6-061-200, Revision 10, and ST-6-G11-203-1, Revisin 4 and verified that the new rap d
acting valve stroke times were appropriaie.

The inspector reviewed PECo's recently implemented graphic trending program for safety-
related pumps and valves. The inspector dersrmined that the preparation for the trending
program involved the indexing of all prior and carrent surveillance test results into as
electromic data base. Graphic tiend charts that display the pr.or and current tesi result daia
are used by the IST coordinator and the system engineers 0 gvaluate component
performance. Currently the need for the continued charting of stroke times for electncal
wictor operated valves is being reviewed because of the sroke time repetinvenass of these
vaives.

Discussions were held with cognizant ~ngineers who po.ated out several ol the benefits
derived from the program. One crample reviewed by the inspector was trending wat
projected the time tnat diese! generator fuel oil transfer pump 1AP 514 would reach the
required action range. This information enabled engineering and maintenance o plan
purchase of parts and the scheduling . the repair.  The imspector concluded that the trending
program has provideu beneficial results,

The inspector cenclude | that the IST program document ML-008 s effective and well
controlled. The reformatung of the IST program improved the document and the thorough
valve stroke time evaluations resulted in conservative stroke acceptance <riteria.  This ftem is
closed.

(Closed) Unresolve! ftem (SU-352/90-00-001 ), Interin Radwaste Storage.  This item was
opened W track PECO’s progress toward planming and constructing an interim storage faciity
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for radwaste, Since this *em was opened PECo has formalated plans for a focility and has
watiated @ viant modification ‘or the design and construction of a faciiity, Based on these
acuons this item is closad.

“Cl.sed) Unresolved ltem (50-352/91- 14-001). Blowout Panel Actuations. This item was

open pending NRC review of PECo corrective actions to resolve the problem with spunous
actuations o reactor ¢aciosure blowout panels due to ventifauon system failues. based on
the implementation of the Unit 1 modification discussed in Section 4.1.1 of *his report, and
the planncd implementat.on of a similar modificetion wa Unir 2, this aem is closed.

(Closed) Unros.ived liem (L0-353/91-17-03), Additional corrective actions for LER 2 91-
012, This item was opeoed o track the NRC review of addinonal PECo ¢urrective actic.is to
be tal2n in response to an event in which the removal of floor drain plugs negatively
impacted the reactor enclosure secondary containment. The ~dditional £Crrective acuions, and
claritications of the event deserintion and cause, were reported in Revision 2 1o LER 2-9]-
012  Based on a review of th2 revisud LER the inspector enncluded that PECa took
appropnate corrective actions, This item is closed.

9.0 MANAGEMENT MEFTINGS

9.1 Eiit Intersiews

The NRC Resident luspectors discussed the ssees in this report with PECo representatives
throughout the inspection period, and summarized the findings at an exit meeting with the
Vice Prsident, Limesick Cenerciing Station, Mr. Graham Leitch, and Plant Manager, Mr. J,
Doering, on «pril 27, 1992, No writlen mspection material was provided to licensee
ropresentatives during the inspection penvd,

9.2 Additional NRC Inspections this Peviod

The Resident Inspector wiso attendnd the following exit interviews during the report period:

Date Inspactor Repurt Subject
Maich 29, 1992 Sarni Sherbini 50-352/92-13 Special inspestion
50-353/92-13 ‘worker contatanadior.
April 24, 1992 Sami Sherpini SG-352/92-14 Health Physics, oitage
spertion.
Murch 25, 1992 Routine visit by Charles W. Hehl, Director, Divizion of Reactor

Prejects. Mr. Heb! toured the facihty and had disoussions related to
moor operated valves, service waler cystems, corrective maintenince
backlog ond recent maintenance events.



