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INTRODUCTION

The “ystematic Assessment of Licensee Performance (SALP)
program is an integrated NRC staff effort to collect
available observations and data on a periodic basis and to
evaluate licer ce per‘ormance on the basis of this
information. Thre pr. ,ram is supplemental to normal
regulatory processes used to ensure compliance with NRC
rules and regulations. It is intended to be sufficiently
diagnostic to provide a rational basis for allocation of NRC
resources and to provide meaningful feedback to licensee
management regarding the NRC’s assessment of their
performance in each functional area.

An NRC SALP Board, composed of the staff members listed
below, met on July 15, 1992, to review the observations and
data on performance and to assess licensee performance in
accordance with Manual Chapter NRC-0516, "Systematic
Assessment of Licensee Performance." The Board’s findings
and recommendations were forwarded to the NRC Regional
Administrator fer approval and issuance.

This report is the NRC’s assessment of the licensee’s safety
performance at the Joseph M. Farley Nuclear Plant, Units 1
and 2, for the period January ., 1991, through May 30, 1992.

The SALP Board for Farley, Units 1 and 2, was composed of:

J. R. Johnson, Acting Director, Division of Reactor Projects
(DRP), Region IY (RII) Chairperson

E. W. Merschoff, Deputy Director, Division of Reactor Safety
(DRS), RII

J. P. Stohr, Director, Division of Radiation Safety and
Safeguards, RII

D. M. Verrelli, Chief, Reactor Projects Branch 1, DRP, RII

G. F. Maxwell, Senior Resident Inspector, Farley, DRP, RII

E. G. Adensam, Director, Project Directeorate II-1, Division
of Reactor Projects I1/I1 (DRPE), Office of Nuclear Reactor
Regulation (NRR)

S. T. Hoffman, Project Manager, Project Directorate II-1,
DI ?E, NRR

Attendees at SALP Board meeting:

F. §. Cantrell, Chief, Reactor Projects Section 1B, DRP, RI1l

T. R. Farnholtz, Project Engineer, Projects Section 1B, DRP,
RII

M. T. Markley, Operations Engineer, Performance and Quality
Evaluation Branch, NRR

M. J. Morgan, Resident Inspector - Farley, DRP, RII

J. T. Wiggins, Deputy Director, DRP, Region I

K. K. Bristow, Reactor Engineering Intern, NRR
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SUMMARY OF RESULTS

During the assessment period, Farley demonstrated noteworthy
performance in the area of Radiological Controls; the
performance in Security improved to an excellent level.
Ferformance in the areas of Emergency Preparedness and
Engineering/Technical Support continued to be good with an
improving trend observed in the area of Engineering/
Technical Support.

Although still at an acceptable level, a decline in
performance was noted in the areas of Operations,
Maintenance/Surveillance, and Safety Assessment/Quality
Verification.

An increased number of perscnnel errors and configuration
control problems contributed to a large increase in the
number of reactor transients and a 4~11 _ in Operations
performance.

A decline in material condition, performance of plant
equipment, and insufficient supervisory oversight in certain
evolutions contributed to the decline in the Maintenance
area.

Weaknesses in both the threshold to perform "root cause"
analyses and the thoroughness of those analyses as well as
insufficient actions to stem the decline in Opera: and
Maintenance/Surveillance areas contributed to the luwering
of performance in the area of Safety Assessment/Quality
Verification.

Qverview

Performance ratings for the last rating period and the
current period are shown below.

Rating Last Period Rating This Period
Functional Area 8/1/89 - 12/31/90 1/1/91 - 5/30/32

Plant Operatiocons 1
Radiological Controls 1
Maintenance/Surveillance 1
Emergency Preparedness 2
Security and Safeguards 2
Engineering/Technical Support 2
Safety Assessment/Quality
Verification 1 2

2
1
2
2
1
2

Improving
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CRITERIA

The evaluation criteria which were used to assess each
functional area are described in detail In WRC Manual
Chapter 0516, which can be found in the Public Document
Room. Therefore, these criteria are not repeated heve, but
will be presented in detail at the public meeting held with
the licensee management.

PERFORMANCE ANALYSIS
A. Plant Operations
1. Analveis

This functional area addressed the control and
performance of activities directly related to
operating the facility, including fire protection.

Fower Operations

Plant operations exhibited inconsistent
performance throughout the assessment period and
experienced an increased number of reactor
protection system challenges and plant transients.
During the rating period, Unit 1 experienced four
automatic reactor trips while Unit 2 experienced
seven. This total of 11 automatic reactor trips
ig an increase ov~~ the last assessment period
total of 5. Alst¢ Jnit 1 experienced one manual
trip; and Unit 2 experienced three. This is also
an increase over the last assessment period total
of two manual trips.

Two of the trips were attributable to lightning
strikes, one was due to a design error, five were
caused by component failures, and seven were
caused by personnel errors. Of the trips due to
personnel error, three were the result of
operations activities and four resulted from
maintenance activities.

Operator response to rapid changes duriang power
operations was good, particularly with respect to
system transients and trip response. Examples
include the response of a control board operator
to the loss of automatic feedwater regulating
valve control and another operator's response to
the failure of a pressurizer pressure transmitter.
In both cases the resulting impact on the reactor
systems was minimal and .ransients were well
controlled. Quick response and corrective actions
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invelving a loss of vacuum through the Unit 1
gland seal system and “he plugging of the leak was
another example of personnel knowledge of the
plant. Overall performance during such events
indicated that the operators were well-trained and
experienced.

Cerrain programmatic areas exhibited
administrative control problems, including
configuration control and procedural adherence
issues. Events involving configuration control
include the follewing: (1) improper valve lineup
of the Unit 2 vessel flange leakoff detection
system; (2) inappropriate manipulation of a
containment spray pump breaker cubicle door (by a
non-licensed operator); and (3) an inadvertent
placement of an Emergency Diesel Generator (EDG)
in an inoperable condition by isolating both air
start headers.

Events involving problems with procedural
adherence included failure to conduct a required
audit of locked valve and key control check-out
sheets and approval of maintenance on an EDG air
compressor without a work request or clearance.
Another example was the failure to follow a
procedure which resulted in a misalignment of
Boron Thermal Regenerative System valves.

Administrative controls to ensure proper control
room demeanor and professionalism were in place.
However, control room personnel inattentiveness
and poor communications have resulted in plaut
transiente. For example, the operations staff
deenergized a "Solatron" power supply without
verifying its function under the incorrect
assumption that & "Selectron" power supply was
being removed. This resulted in a reactor trip.
Another example of operator inattentiverness and
poor commuaications resulted in the inadvertent
isolation of service water to the control room
heating, ventilation and air conditioning system.
This event also involved inadequate supervisory
oversight. Erphasis has subsequently been placed
on increased awareness of control room
communications.

Access to the control room was limited to reduce
congestion and operator distractions. Control
room drawings were casily accessible, consistently
up to date and legible. Operator logs were
legible and identified most normal conditions,



6

special tests and events. However, the logs, at
times, lacked detail and pertinent information.

An exampl? was the lack of an entry in the control
room loge concerning the draining of approximately
4500 gallons of Refueling Water Storage Tank
(RWST) water to the Unit 1 containment building.
The licensee has emphasized the need for greater
detail, especially when noting non-routine plant
evolutions.

Station management continued to be involved in
routine, daily activities. A new morning briefing
format was initiated to improve communications and
has enhanced the role of the shift supervisors in
managing plant staff resc-'rces. The experience
level of shift personnel and support staff was
very high, and a very low operator turnover rate
has resulted in retention of experienced
personnel. Four of the six shift crews were
staffed with extra reactor operators. Recent
management planning resulted in a decrease in
overtime.

During the previous assessment period,
deficiencies were noted in the Emergency Operating
Procedures (EOPs) and in control board ergonomics.
During this assessment period, efforts made in
reworking the procedures was evident and
effective. Unit 1 human factor concerns with
control board labeling and layout were also
addressed by the licensee during this assessment
period. Unit 2 control board modifications were
completed during the previous SALP period.

Housekeeping was adequate and improving. The
licensee has completed considerable painting and
upgrading of _he radiation control area, diesel
generator, and turbine buildings. Plant lighting,
however, continued to be poor with normal lighting
insufficient in several areas, and burned out
bulbs a fregquent occurrence.

In order to increase operations department
awareness of other plant operating technigques and
practices, selected licensee management and
operations staff visited other nuclear power
stations during the evaluation period.

Shutdown Operations

During the period, the licensee's performance
during outages declined as demonstrated by
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personnel errors and lack of supervisory control.
Examples of personnel errors during outages
included the opening of a Un.. 1 service water
pump circuit breaker when a Unit 2 pump was
supposed to be secured, and the deenergizing of
the power supply for a Unit 1 residual heat
removal system valve when a Unit 2 system valve
was to be deenergized. Each of these errors
occurred within a two week time period.

Events involving lack of supervisory control
include inappropriate alignment of valves that
connect the RWST t’ the Unit 1 reactor building
which resulted in pproximately 4500 gallons of
water being drained to the reactor building and a
rendering of the Unit 1 Turbine-Driven Auxiliary
Feedwater pump (TDAFW) inoperable due to system
misalignment.

Shutdown safety has been enhanced through an
awareness program that was well publicized to the
plant staff. During the latest Unit 2 refueling
outage, the time in which the core was exposed to
reduced Reactor Coolant System (RCS) inventory was
minimized by completely unloading the core prior
to going to mid-loop operations for installation
of steam generator nozzle dams. A formal
procedure was effectively developed and
implemented for shutdown safety assessment.
Critical safety functions such as reactivity
conditions, power availabili .y, residual heat
removal and component cooling water system
requirements, as well as spent fuel pool
conditions were evaluated and posted at least once
per shift,

Eire Protection Program

Significant management attention has been applied
to correcting deficiencies in the fire protection
system during the assessment period. Several yard
loop piping and valve leaks were identified and
repaired. The licensee has an on-going yard loop
leak detection program which requires periodic
surveys by fire protection personnel. These

surveys have presented a heightened sensitivity to
the declining conditions of the system.

Improverents made to the fire protection systen

included increased staffing in the fire protection
group, completion of an extensive testing program
for all site safety related fire dampers, and the
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comprehensive initial and retraining program and
vendor supported specialized training. 1In
aduition, the licensee had a substantial number of
technicians (14 of 38} certified by the National
Regi..ry of Radiation Protection Technicians.
Special health physics training was provided for
plant radiation workers in contaminatio: control
and use of a new dosimetry system to enhance
worker avareness of problem areas and progran
changes.

The licensee’s audits of the radiation protection,
radicactive waste management, and rediological
environmental monitoring programs were devailed
and comprehensive, identified program weaknesses,
and made recommendations for corrective actions.
Actions on deficient areas vere generally timely
and appropriate.

During the assessment period, a weakness in the
licensee’s radiological incident reporting program
was noted related to the documentation of root
causes associated with radiological events.
Because root causes were not always clearly
specified, there was nr evidence that adverse
trends were being identified and corrective
actions were being taken to prevent future
radiological performance problems. Such a trend
was identified by the NRC staff regarding the
increase in personnel contamination events in
4992,

Overall, the licensee adequately controlled dose
and outage planning and preparations were
effective, Collective dose for the period was
approximately 1080 person-rem which reflected
activities for two outages. The licensee
essentially met the 1991 established dose goal
(648 versus 643 person-rem). Total exposure was
commensurate with the work performed which
included the expanded steam generator work.
Implementation of lessons learned and the use of
system mock-ups for training contributed to
significantly lower doses for the Unit 2
Resistance Temperature Detector (RTD) removal and
nozzle dam installa“ion as compared to the same
work during the 1991 Unit 1 outage. The
licensee’s cumulative exposure for 1992 through
the end of the SALP period was approximately 43
person-rem, approximately 7 percert below the
planned goal. A weakness was identcified regarding
the failure to properly label radiocactive ms’ cal
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The primary water chem’<«try was maintained well
within Technical Specii.cation (T8) reguirements.
Operation with a suspected pin-hole leak in the
Unit 1 fuel (based on a sma’l iodine (I1-131) spike
during power changes) did not result in the TS
requirements being exceeded.

The licensee demonstrated that a good
radiochemical analysie program was in place. All
detectors were within calibration, calibration
curves were in order and certificates of
calibration were available and current. Daily
source checks were properly documented.
Procedures were adequate and consistently
followed. Proper uamplin? techniques and health
physics practices were utilized. A confirmatory
measurements inspection conducted with the
Region 1l mobile laboratory confirmed the adeguacy
of the licensee's program,

The licensee continued an aggressive effort to
control the volume of radiocactive waste shipped to
the dilgOial site. For 1891, the volume of such
material matched that of the previous year (about
5300 cukic feet).

The activities within the solidification and
dewatering facility associated with filling and
l.aaing (onto the shipping vehicle) a Low Specific
Activity shipment and a High Integrity Container
were found to be well controlled and reflected the
competance, training, and experience of the staff.
Shipping documentation was thorough and well
maintained.

One viclation was identified during the assessment
period.

Performance Rating
Category: 1
Board Recommendations

None.
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conditions. These included rod control card
failures, recurring steam generator feedwater pump
problems, a low voltage system transformer
failure, and main turbine digital Electrc-
Hydraulic Control (EHC) system probleams.

A number of EDG air start system problems have
occurred during the evaluation period. To improve
the reliability of the air start systems, the
licensee conducted chemical cleaning and treatment
of the air start reservoirs and associated air
start header piping. As a result, the slow
starting times which were earlier attributed to
degraded air start piping and systems have
improved.

A review of several evente indicated a weakness in
procedural adherence and supervisory oversight.
Examples include improper termination of an
electrical time-delay relay for the TDAFW pump; a
RCS pressure reduction due to improper adjustment
of a power-operated relief valve setpoint; a RCS
pressure reduction during setpoint testing »f a
pressurizer code safety valve; inadvertent
isolation of emergency diesel generator service
water to the diesel generator building due to work
being performed on the wrong unit flow
transmitter; receipt of second degree burns by an
electrician during transformer maintenance on
energized equipment; and an unauthorized removal
of control rod power to the stationary gripper
coils.

The licensee maintained an adequate program for
ensuring that surveillances, in general, were
properly scheduled and conducted. Overall,
surveillances were conducted with well-written
procedures, adequate preplanning, and prompt
resolution of discrepancies identified during
testing.

Weaknesses in performance »f surveillances were
noted during the assessmen. period. These include
leaving test switches in an improper position
following testing of solid state protection system
components, performance of a test on the wrong
unit EDG service water flow transmitter, and a
reactor trip caused by the failure of nuclear
instrumentation control power fuses because of a
poor test setup.
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Overall, the in-service inspection program was
implemented in a satisfactory manner. The Unit 2
ten-year reactor veasel internals inspection was
conducted by well-trained and qualified personnel
using state-of-the-art equipment. The licensce's
technical procedures and administrative controls
were congistent with code and regulatory
requirements and were adequately implemented.

During the most recent Unit 2 cutage, improvements
for outage planning were evident. The
improvements included: more realistic planning to
complete outage tasks; improved coordination
between the various work groups; rigid compliance
with the general outage schedule even though
certain tasks may have been completed ahead of
schedule; and the scheduling of tasks to reduce
the likelihood that both trains of safety-related
equipment were out of service at the same time.

One violation was identified during the assessment
period.

- Performance Rating
Category: 2

3 Board Recommendations
Material condition, equipment performance, and
instances of inadequate supervisory oversight have
adversely affected plant operations. Special
attention should be placed on addressing these
concerns.

D. Emergency Preparedness

1,

Analysis

Thie functional area includes evaluation of
activities related to the implementation of the
Emergency Plan (EP) and procedures, support and
training of onsite and offsite emergency response
organizations, licensee performance during
emergency exercises and actual events.

Management support for the emergency preparedness
program wae evident during the period as the
licensee continued to generally maintain (in a
state of readiness) the basic emergency
preparedness elements needed to identify promptly,
classify correctly, and implement the EP. Program
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strengths identified during inspection activity
this assessment period included: maintenance of
emergency equipment; thorough Emergency
Preparedness program audits and a corrective
action tracking system for findings from
inspections, audits, and drill critigques; and a
new auto dial system for notifications to staff
response facilities.

Farley demonstrated sufficient preparation for
dealing with site emergency situations during a
full participation exercise in December 1991.
During the exercise the licensee demonstrated it
could implement the EP and take suitable actions
to mitigate the onsite and offsite consequences of
the accident scenarioc. Emergency classifications
were correct as the scenario progressed and
operations of the emergency response facilities
and eguipment observed during the annual exercise
were good. However, two exercise weaknesses were
identified concerning offsite notifications and
failure to conduct a reguired personnel
accountability determination within thirty
minutes. The licensee has undertaken corrective
action with respect to the exercise weaknesses.
With the exception of these weaknesses, the
overall exercise was judged to be successful.

During the SALP periocd, the licensee made
appropriate revisions and upgrades of the EP and
EP implementing procedures, conducted adeqguate
drills and exercises, assured proper upkeep of EP
equipment, and maintained coordination with
offsite support groups. An additional position
was also added to the existing EP staffing level.

NRC staff inspection of the licensee’s emergency
preparedness program disclosed several areas for
potential improvement. The licensee was reviewing
these areas for improvement and adoption, as
appropriate, including: conducting operability
tests of the emergency ventilation systems for the
Technical Support Center and Emergency Operacions
Facility (EOF); conducting real-time activation
drills to include the alternate EOF; and resolving
recurring problems with delays in notification to
on-call personnel during guarterly pager drills,

During the assessment period, all events appeared
to have been classified correctly and nu emergency
declarations were made.
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Board Recommendations

None.

G. Safety Assessment/Quality Verification

1.

Analysis

This functional area addresses ¢Chose activities
related to licensee implementation of safety
poelicies; amendments, exemptions and relief
requests; responses to Generic Letters, Bulletins
and Information Notices; resolution of safety
issues; reviews of plant modifications performed
under 10 CFR §0.59; safety review committee
activities, and use of feedback from self-
assessment programs and activities.

The licensee continued to demonstrate a high level
of corporete and station management involvement,
control, and active participation in assuring
quality in licensing activities. Management has
beer actively invelved in licensing actions and
their attention to schedules contirued. Both
corporate and site management, as appropriate,
participated in discussions with the NRC staff
concerning the resolution of issues, review cf
submittals, and responses to requests for
additional information. Comnunications between
the licensee’s management and the NRC were
effective in maintaining an understanding of the
issues of importance to the NRC and the licensee.

A rumber of significant licensing actions were
completed during the period including approval »f
interim steam generator tube plugging criteria,
addition of Southern Nuclear Operating Company,
Inc. to the licenses, use of VANTAGE-S5 fuel, RTD
bypass removal, and two leak-before~break
analyses. An amendment request for steam
generator tube alternate plugging criteria, which
was the industry lead-plant submittal, was also
received during the period. These actions
utiiized significant licensee resources, and the
licensee’s support for these actions was generally
good. However, in the case of the VANTAGE-S5 fuel
and RTD bypass removal amendrment for Unit 1, the
application was incomplete in that the licensee
failed to identify the need to revise a technical
specification rasponse tire. This necessitated
the issuance of a temporary waiver of compliance
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and an emergency TS amendment to avoid a delay in
plant startup.

Proposed licensing submittals 2nd their schedules
were normally coordinated with cthe staff in
advance. In the rare cases where a delay in
meeting committed submittal dates was necessary,
the delay was dlscussed and agreed upon with the
staff in advance of the due date. There was
usually evidence of prior planning. However, not
all activities had been adequately scheduled. For
example, to support the Unit 2 Spring 1992 outage,
expedited NRC reviews were required due to late
requests for approval of inservice inspection
relief requeste, inservice testing relief
regquests, and approval of an ASME Code Case.

Licensee actions were generally conservative,
thorough, and involved interaction with the NRC
staff when appropriate. For example, although not
strictly required by Unit 2 plant specifications,
Unit 2 wag maintained in a ghutdown status for
over one week in order to evaluate and eventually
repair faulty rod control system componentg. Also,
management reguired, on a routine basis, monthly
control rod operability and main turbine gcvernor
valve testing at conservatively low power levels,
Another example of a conservative action included
identification and correction of residual heat
removal suction valve automatic isolation cest
procedure deficiencies.

However, _here have been situations where less
conservative approaches were employeu for plant
activities. On occasion, decisions were made to
work on or near (02 fire protection actuation
devices without implementing conservative tagout
procedures or controls. Such actions resulted in
the inadvertenc release of CO02 during maintenanre
activities.

The licensee took adequate action in response to
NRC Bulletin 89-02 for surveillance of check
valves. This effort provided for an extensive
review and evaluation of check valve performance
in several of the plant piping systems,.

{ The licensee effectively utilized the guidance of

i Generic Letter %0-05 to perform a temporary non-
code repair of ASME Code Class 1, 2, and 3 Unit 2

; service water return f.ping from the diesel

{ generators. Plant general maintenance procedures
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Escalated Enforcement Action
1. Orders

None.
Civil Penalties (CP)

A Severity Level III violation (EA91-102) was
issued for not initiating an limiting condition
for operation for an opened recirculation bypass
valve which eventually rendera2d the TDAFW pump
flowpath inoperable while changino from
operational mode 2 to mode 1. ($25,000 CP)

Significant Licensee Conferences Held During The
Appraisal Period

1/4/91 NRC Region 1l Office - Discussion of
engineering and technical support activities
at Farley.

1/11/91 NRC Headquarters Office - Discussion of
Southern Nuclear Company corporate
organization.

2/26/%1 NRC Region II Office - Discussion of EP staff
augmentation and technical support center and
EOF activation.

3/26/91 Farley Site - NRC/Licersee Meeting of SALP
Board Assessment.

8/22/91 NRC Region Il Office ~ Entorcement conference
to discuss NRC concerns associated with the
restart of Unit 1 with an inoperable
emergency feedwater pump.

9/12/91 NRC Region II Office = Discussion of
operation with . luced safety mar-vins,
configuration coatrel problems, poor work
practices and inadeguate superviscry
oversight of station activities.

10/4/91 NRC Headquarters Office - Discussiun of
licensee plant AC electrical system design
and Technical Specifications.

11/20/91 NRC Headguarters Office - Discussion of steanm
generator tube support plate alternate tube
plugging criteria.
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12/16/91 NRC Headguarters Office ~ Discussion of
second ten-year interval inservice testing
program relief requests.

12/18/91 NRC Headguarters Office - licensee’s appeal
of the NRC’s imposition of a backfit
concerning operator overtime.

1/16/92 NRC Headguarters Office - Discussion of
requested amendment for steam generai.r tube
alternate plugging criteria.

2/6/92 NRC Headjuarters Office« - Discussion of
potential amendment request for an interim
steanm generator tube plugging criteria.

E. Confirmation of Action Letters
None.

F. Reactor Trips
Unit 1

Four automatic and one manual reactor trip occurred:

On May 24, 1991: Automatic reactor trip from 78
percent power due vo test error whichr resulted
from plant electrical drawings not reflecting the
"as wired" condition fur a recently completed RCS
RTD bypass loop modification.

Orn June 29, 1991: Automatic reactor trip from 100
percent power due to a failur. of th "lB" Unit
Aexiliary Transformer and a subsequent loss of
voltage to the "1B" 4160V bus. The reactor trip
was a result of a ralated turbine-generator trip.

On August 2, 1991: Automatic reactor trip from
100 percent power due to an inadvertent removal of
power to the 1E vol*age regulator Sclatron. The
Solatron power for the "C" reactor coolant pump
Lreaker position indication was lost because of
personnel error and poor communications between a
plant system operator and a ma.n control board
operator.

On August 19, 1991: Automatic reactor trip from
120 percent power due to a lightning strike which
cause an instantanebus overcurrent condition on
phase 2 of the "1B" start-up transformer.

BR PR e e B e T e S
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On May 12, 1992: Automatic reaclor trip from 12
percent reactor power Gue a low steam generato.
water level. The transient was created during an
attempt by the operators to dampen oscillations in
reactor power, RCS average temperature, steam
flow, and steam generator levels. A contributor
to the event was the lack of sufficient operator
training involving startup of the reactor with a
positive moderator temperai re coefficient. A
subseyuent low level condition in the "“2C" steam
generator was created.

On May 15, 1992: DAutomatic reactor trip from 234
percent power occurred when the control power
fuses blew in instrumentation channels NI-41 and
NI-43. The blown fuses were a result of
inadequately evaluated test procedures and the use
of unshielded versus shielded test leads.

On May 25, 1992: Manual reactor trip from 100
percont power was performed in responie to a lors
of the "2A" main feedwater pump. The pump loss was
due to inadeguate preventative maintenan.e of the
pump’s lube o0il system.

On May 16, 1992: Automatic reactor trip from 45
percent power occurred when an e.ectrician
improperly deenergized the reactor control system
power supply to the control rod drive system
stationary gripper coils.

G. Review of Licensee Event Reports (LERs)

During the assessment period, 27 LERs were analyzed.
Special reports were submitted during the period by the
licensee but are not included in the table. The
distribution of these events by cause, as determined by
the NRC staff, was as follows:

IQ%ﬂl Qni%.l Qni%.l Both

Component Failure

Design/Procedures 1 1 - -
Construction/Fabrication

Installation - - - -
Personnel

-Operating Activity & 2 3 3
~Maintenance Activity 5 - 5 -
~Testing/Calibration Activity - - - -
-Other 3 1 1 1
Other 2 - 1 1

Totals 25 7 13

L
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Enforcement Activity

FUNCTIONAL
AREA

Dev.

v

Iv

Unit 1/Unit 2

111

11

NO. OF VIOLATIONS IN SEVERITY LEVEL

1

- Plant Operations - - $/3 1/0 - -
- Radiological Controls - - 1/1 - - -
= Maintenance/Surveillance - - 1/1 - - -
-~ Emergency Preparedness - - - - - -
- Security - - 1/1 - - -
- Engineering/Technical
Support - - 1/1 = - -
~ Safety Assessment/
Quality Verification - - - - - -
TOTAL - - 977 1]0 - -




