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AREAS INSPECTED

A routine inspection of operations, engineering, maintenance, and plant
support was performed. Activities associated with the loading of the third
spent fuel storage cask and its placement in the independent spent fuel
storage installation were also inspected. A routine, announced inspection of
the operational status of the Prairie Island plant's emergency preparedness
program (IP 82701) was conducted. Announced inspections of the engineering
area (IP 37550) and follow-up to the Service Water System Operational
Performance Inspection (IP TI 2515/118) were performed. Safety assessment and
quality verification activities were routinely evaluated. Follow-up
inspection was performed for non-routine events and for certain previously
identified items.
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RESULTS

Assessment of Performance

OPERATIONS: The inspection period was characterized by routine plant
operations with no significant new strengths or weaknesses identified.
Operator response to indications of a possible steam generator tube leak were
effective and appropriate.

MAINTENANCE: The inspection period was characterized by routine plant
maintenance with no significant new strengths or weaknesses identified.
Outage planning and preparation were effective and appropriate.

ENGINEERING: A detailed inspection of the engineering organization was
conducted along with a followup inspection to the licensee's self-assessment
of the cooling water system. Control of temporary changes to plant equipment
was a strength and aggressive self-assessment efforts were noted. While the
cooling water self-assessment itself was excellent and the desire to resolve
deficiencies identified during the self-assessment was commendable, a proper
safety focus was not always seen. This led to design calculations being ,

Iperformed and reviewed without adequate understanding of the waterhammer
stresses involved and to performing a special test without determining that an
unreviewed safety question existed. A poor safety focus was also evident in
the initial proposal to install throttle valve stop pins under a work order,
even though the system's operation was changed. The self-assessment efforts
also identified an apparent. change in the licensing design basis; this change
was referred to NRR for further review.

PLANT SUPPORT: A routine inspection of the operational status of the
emergency preparedness program was conducted. The emergency preparedness
program was effective. Response facilities were in an excellent state of
operational readiness. Overall management support for the program was
excellent.

DRY CASK STORAGE: Again, a proper safety focus was not always seen. This was
evident by the licensee failing to document a written safety review for a
change made to a dry cask flange bolting as described in the Safety Analysis
Report before loading fuel into the cask and torquing the lid bolts.

SELF ASSESSMENT and QUALITY VERIFICATION: Although quality services personnel
had reviewed the nonconformance which documented the change to the dry cask
flange bolting, they failed to identify that the change needed a safety
review. This indicated a trend where quality services were not always
effective. Audits and surveillances of the emergency preparedness program
satisfied the requirements of 10 CFR Part 50.54(t).

Summary of Open Items
t

Violations: Three were identified in Sections 3.6, 3.14, and 5.3

Unresolved Items: One was identified in Section 3.13
| Inspection Follow-up Items: None identified in this reportt

Non-cited Violations: None identified in this report
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INSPECTION DETAILS

1.0 OPERATIONS

NRC Inspection Procedure 71707 was used in the performance of an inspection of |
ongoing plant operations. Both units operated near full power for the entire
inspection period except that power was briefly reduced to about 50% in unit 2
on November 28, 1995, to repair a feedwater pump coupling and unit 1 entered a
gradual coastdown period on December 10, 1995, toward a scheduled refueling
shutdown on January 6, 1996. No violations were identified.

1.1 Doerator Performance in Response to Indications of a Possible Steam |
Generator Tube Leak Was Good

On November 17, 1995, indications of a small primary to secondary leak
became apparent. The leak was approximately 0.01 gallons per minute
(gpm) which was well below the Technical Specification limit of 1 gpm.
Previous plant experience had shown that a leak of about that size could
be a precursor to a steam generator tube failure. The operators made
the appropriate preparations for that possibility. Tube failure
procedures were reviewed, operating shifts were briefed and crew
discussions were held. In addition, steam generator tube leakage
monitoring frequency was increased and preparations were made for a
possible forced outage. The inspectors interviewed operators and found
that they were well versed in the leakage limits and action requirements
in case the leak got worse. However, the leak did not become worse and
decreased after a few weeks.

1.2 New Fuel Receipt and Fuel Movements

The inspectors monitored portions of the new fuel handling activities in
preparation for the Unit 1 outage. These included new fuel receipt and
inspection, movement of fuel to the new fuel vault, and movement of new
fuel from the vault to the spent fuel pool. No deficiencies were noted.

2.0 MAINTENANCE

NRC Inspection Procedures 62703 and 61726 were used to perform an inspection
of maintenance and testing activities. No violations were identified.

2.1 Performance of Maintenance and Surveillance Testina Activities Durina
the Inspection Period was Excellent

The inspectors observed or reviewed the following routine preventive and
corrective maintenance and surveillance activities to ascertain that
they were conducted in accordance with approved procedures, regulatory
guides, industry codes or standards, and in conformance with Technical
Specifications:
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* SP 2015 4 kV Bus 21/22 UV and UF Relay Test

e WO 9510764 Rework Basket Cell D-1 to Remove Distortion

e WO 9510833 Placement of Dummy Fuel Assembly in Cask Locations C-2
and D-1

e WO 9510736 Disassemble and Inspect Caustic Addition Checkvalve
CA 11-1

e WO 9505770 22 Diesel-Driven Cooling Water Pump Annual Inspection

e WO 9510511 Repair 22 Feedwater Pump Gearbox Pinion Coupling

e WO 9510712 Replace Clamp Ring on Portable Battery Charger DC Plug
See paragraph 3.1 for further discussion regarding this work
order.

In all cases, the work was performed well. Only minor comments were
provided to the licensee.

2.2 Preparation for Unit 1 Refuelina Outaae

The inspectors reviewed portions of the licensee's activity plan and
shutdown safety assessment for its scheduled 40-day Unit I refueling
outage. The inspectors also met with the outage management staff. The
outage schedule has been divided into discrete reactor coolant system
water inventory windows for purposes of scheduling work, reviewing work
progress, and performing shutdown safety assessments. The inspectors
concluded that the licensee had a process in place for effectively
managing the refueling outage and minimizing shutdown risk.

3.0 ENGINEERING

NRC Inspection Procedure 37551 was used to perform an onsite inspection of the
engineering function. Specialized inspections of the engineering and'

technical support functional area and cooling water (service water) system
operational performance inspection self-assessment were performed per
Inspection Procedures 37550, and TI 2515/118. Two violations and oner

unresolved item were identified. One violation involved inadequate design
control on water hammer calculations. The other violation involved failure to
perform a safety evaluation before performing a special test of the cooling
water emergency intake line. The unresolved item concerned an apparent change
in the licensing design basis.

3.1 Dearaded Portable Battery Charaer Plua was Not Evaluated for Operability

The safety related No.11 portable battery charger that may be used by
the licensee to satisfy Technical Specifications if a normal battery
charger is inoperable. The inspector noted that work order tags had4

j been placed on the No.11 portable battery charger DC-outlet plug and
,
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the No.12 battery DC-input receptacle. A threaded clamp ring on the DC
plug was cracked and threads on the No.12 battery DC-input receptacle
were galled. The clamp ring was used for securing the plug to the
receptacle. The inspector determined that all batteries and their
associated chargers were operable. However, the inspector questioned
the system engineer to determine if the portable battery charger
remained fully qualified for safeguards use with its cracked clamp ring.
The inspectors concluded that an engineering determination had not been |
made to verify that the plug was acceptable in its degraded condition to '

meet its design requirements. The inspectors were concerned that the
portable battery charger would not satisfy the operability requirements
of Technical Specifications.

The clamp ring was cracked when excessive force was applieri to remove
the clamp ring and plug from No.12 battery. The licensee did not use
the portable battery charger to satisfy technical specifications after

,

the clamp ring became degraded. Therefore, no violation of technical |
specifications occurred.

The licensee initiated several corrective actions. The licensee placed
an item control tag on the plug and issued an operations temporary
instruction to not use the portable charger without consulting the
system engineer. A procedure to "hard wire" the prtable charger DC

i

output to a station battery was developed. An expedited order for a 1

replacement plug was issued and repairs were completed.

The inspectors also reviewed the licensee's commercial grade application
evaluation (CGAE PI-0177 Rev. 2) for the portable battery charger )connector assembly for seismic qualification of the assembly. The

i

evaluation concluded that the assembly was seismically rugged; however,
the inspector considered the documentation contained in the CGAE to be
weak. The documentation did not contain sufficient details to
demonstrate seismic qualification. After further discussion with the
licensee's procurement personnel, the inspector concluded that the
licensee had adequate justification based on the manufacturing of the
assembly and proper receipt inspected.

Although repairs were completed and the assembly was not used while it
was in a degraded condition, the inspector considered this a weakness in
the licensee's resolution of a degraded condition by not initiating an
evaluation for operability or qualification.

3.2 Safety Evaluations for Plant Chanaes Adeauate The inspectors reviewed
alterations, design changes, and operability safety evaluations. The
safety evaluations were generally adequate to support the conclusions
that no unreviewed safety question existed. However, a safety
evaluation on the acceptability of leaving several small objects in a
steam generator did not address operability from the larger issue of
foreign material exclusion control.
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The inspectors reviewed the specifics of the lost material and noted
that pieces were first lost from a complex piece of sludge lancing
equipment being used for the first time. Further pieces were lost from
the inspection equipment during attempts to retrieve the first pieces.
Evaluations were done by the nuclear steam supply system vendor which
concluded that leaving the parts in the steam generator for an operating
cycle would not have an adverse affect. These evaluations were reviewed
and accepted in Inspection Report 95009.

Although foreign material intrusion had not been a frequent problem at
Prairie Island, the inspectors noted that, in 1979, a tube rupture
occurred due to a spring from test equipment which got into a steam
generator. This event emphasized the need to maintain strong control
over foreign material . While focusing on the effect of the foreign
material remaining in the steam generator was appropriate, not
addressing plans to prevent further intrusion demonstrated an incomplete
safety focus.

3.3 Control of Temocrary Modifications Was a Strenath The inspectors noted
that the licensee had strong controls on use of bypasses (under 90 days)
and temporary modifications (90 days to one year). At the time of the
inspection, there were only one bypass and five temporary modifications
installed for both units. Only one of the temporary modifications was
over a year old, and the licensee had an action plan to install a
permanent modification in its place. Safety evaluations and design
reviews for the temporary modifications appeared appropriate.

3.4 Concern Over Proper Apolication of the Desian Chanae Process During !
the initial run of the thermal-hydraulic computer model in preparation

ifor the cooling water (CL) system self-assessment, the licensee
i

discovered that degraded flows existed to the containment fan coil units !

and the Unit I diesel generators.
|

The licensee proposed installing a manual stop on the valve operator to
prevent the valve from failing full open. This stop was basically a |
threaded bolt inserted to a predetermined depth. The valve operator was '

initially supplied with a threaded hole to allow a bolt to be inserted
either as a minimum or maximum stop. The licensee noted that, in fact,
the valve was described in the updated safety analysis report (USAR) as |
having a minimum stop installed. Installation of the bolt as a maximum
stop would increase the water available to the containment fan coolers.

i

This was a change to the description contained in the UFSAR. A safety '

evaluation was performed.

The licensee identified, in their safety evaluation, that the bolts
would have to be removed from the throttle valves for the heat
exchangers on the accident unit prior to going onto long-term
recirculation following a loss of coolant accident (LOCA). They would
also require removal for normal cooldowns to cold shutdown (such as for
refueling outages.) Therefore, the licensee identified various
procedures requiring changes to reflect the stop bolt insertion.
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When initially discussed with the inspectors, the licensee planned to
insert the bolt using a work order, rather than going through the formal
design change process. The rationale was that the valve came equipped
with provisions for the stop bolt, therefore the valve design was not
being changed. The inspectors considered this to demonstrate an
inappropriate safety focus as the system design was being changed. The
inspectors noted that design effort was required to determine how far l

the bolt should be inserted and to determine the acceptability of
operator action to remove the stop pins prior to going on long-term
recirculation post-LOCA. Additionally, the inspectors noted that
numerous proce<iures required changing besides those the licensee
identified, including the USAR, the design basis document, and the
emergency operating support procedures for steam generator tube
ruptures. For these reasons, the inspectors concluded that the addition
of the stop bolt should be controlled as a plant design change. This
position was presented to licensee management, who took it under
consideration and determined that a design change was appropriate.

3.5 Waterhammer Calculations were Inadeauate During the CL self-assessment,
the licensee discovered two situations that could cause waterhammer ,

events within the system. First, the " built-in" delay between a loss of i
offsite power and the motor driven CL pump initiation was sufficient to
allow water column separation in portions of the CL line supplying the
containment fan coil units (CFCUs). A waterhammer would result from
reiilling the voided piping when the pump started. Second, boiling at
the outlet of the CFCUs could occur during a design basis accident due
to the recently recalculated system pressure at that point. The
resulting interaction between this two-phase mixture and the subcooled
water downstream could cause a waterhammer. Although the identification
of these long standing design issues was considered very good, the
resolution was inadequate.

Since these waterhammer events had not been previously analyzed, the
licensee initiated calculation No. ENG-ME-147, "Waterhammer Evaluation,"
Revision 0, May 8, 1995. The calculation methodology was to determine
the pressure pulse in the affected piping, then evaluate the piping to
ensure that damage would not occur. The NRC reviewed this calculation
and concluded that the piping had not been adequately evaluated to
ensure that damage would not occur as a result of the postulated
waterhammer loads. The calculation only considered the longitudinal
pipe stresses due to the internal pressure pulse and had not evaluated
the effect of the unbalanced pressure forces within the pipe. These
unbalanced forces result in significant axial loads being applied to the
piping and were not considered by the licensee.

In addition, the calculation evaluated the waterhammer effects on the
pipe supports, but did not consider support locations and orientations
on the piping system in calculating the resulting support loads. In
several cases, supports were evaluated for applied loads which could
physically not be imposed on the supports. For support CWH-234, the
evaluation did not consider the fundamental statics of the strut
orientation in the horizontal direction. For support CWH-232, the

7
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I

evaluation used the outside diameter of a threaded rod to calculate the
stress instead of using the tensile area. |

l
Based on the deficiencies discussed above, the established verification '

measures for calculation ENG-ME-147 failed to ensure the adequacy of the
design. This is considered a violation of 10 CFR 50, Appendix B,
Criterion III, " Design Control." (95014-01)

,

This violation concerned the NRC inspectors from two perspectives. l

First, based on the fundamental engineering errors in the calculation, j
neither the checker / verifier nor approver was experienced in performing
this type of calculation. Second, the licensee's cooling water self-
assessment team had reviewed this calculation and had considered it
sufficient to close the identified waterhammer issue. The implication
was a potential weakness of the self-assessment team in this specific
area that was not recognized by the licensee and may need to be reviewed
further by the NRC.

3.6 Capture of Desian Reauirements a Good Initiative The licensee completed
a design basis reconstitution program that resulted in issuance of
design basis documents for all safety related systems. Additionally,
the licensee was preparing an engineering manual that contained the
engineering design standards. The licensee also required a design
review on all modifications and safety evaluations. These were
considered to be good initiatives.

3.7 System Enaineerina Proaram Focal Point of All Site Work The inspectors
observed that the system engineers had excellent involvement in site
activities and maintained strong awareness of activities occurring on
their systems. This was mainly due to their preparing all work orders
for their systems. For a number of systems, the system engineers were
organized such that each system had two engineers - one for each unit.
This appeared to work well, with the engineers providing strong backup
for each other. Good communications were observed among the engineers,
as well as with station management.

The overall staff experience level and training were a strength. The
licensee had an engineering certification program, which essentially
provided the engineers with training equivalent to that required to
obtain a senior reactor operator license. The majority of the engineers
had been through this certification program. In addition, the licensee
had a well defined continuing training program.

3.8 Walkdown Expectations Not Communicated The inspectors accompanied the
engineers on walkdowns of a number of systems. Overall material
condition was noted to be excellent. In general, the engineers were
knowledgeable of their systems, as well as issues affecting the other
unit. Some individual knowledge gaps were apparent. It was also
evident that there was a wide disparity among supervisors over walkdown
expectations, with some engineers not given any expectations. This
reduced the overall effectiveness of the walkdowns, as any two engineers
could have highly divergent walkdown criteria. Specific examples were:
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Ione engineer could not locate a system expansion tank; one believed that
work on motor-operated-valves in his system were the responsibility of 1

Isomeone elee; and ecgineers had not identified a bent pipe clamp and rod
on the cooling water suction piping, a loose rod hanger and pipe clamp
on the cross over pipe between the circ water pumps, nor a loose nut on
support CWH 612.

3.9 Lack of Guidance on Work Reauest Taa Removal Two cases were noted where
work request tags were not removed, even though work was complete.
Discussions with the engineers revealed that maintenance workers were
supposed to remove the tags and include them in the completed work
package; however, this did not always happen. Because tags were not
used for all maintenance, some completed work packages would not contain
tags. The engineers were not aware of any guidance on how to confirm .

that tags did not remain on the component following maintenance if no |

tags were included in the work package. ;
l

3.10 Excellent Trendina Performance Disolaved The inspectors noted that ;

there was no formal requirement to maintain trends of component
performance. However, excellent performance in this area was shown when
a feedwater pump began exhibiting excessive vibration. The system
engineer diligently monitored the situation and requested a power
reduction to repair the pump before it failed. Therefore, v:hile no |

formal program existed, the inspectors concluded that effective trending
was occurring.

3.11 Enaineerina Backloa Control is Beina Improved The licensee initiated a I

new backlog control system approximately one month before the
inspection. While there were still some issues to be resolved as to how
priorities were established, the system should provide an effective
method to manage the backlog. Additionally, the inspectors noted an
appropriate emphasis placed on closing old modifications.

3.12 Aaaressive Self-Assessment Efforts Were a Strenath The inspectors
reviewed a self-assessment performed by engineering management and
considered it to be aggressive and thorough in evaluating engineering
performance and identifying over 200 areas where engineering performance
could be improved. The inspectors also recognized an ambitious
implementation schedule for improvements resulting from this self-
assessment, with nearly 70 percent of the items planned for completion
within six months. Additionally, the most recent quality assurance
audit appeared thorough.

3.13 Apparent Chanae in Desian Basis Identified by the Inspector During the
cooling water system self-assessment (described in Inspection Report
95012), a question was raised about a preoperational test discrepancy on
a test of the seismically qualified emergency intake line and whether
there was sufficient net positive suction head (NPSH) for the cooling
water pumps following a seismic event. The test only achieved a flow
rate, at normal river levels, of 23,500 gpm, which was less than the
test acceptance criteria. This flow rate was accepted at the time
because it was greater than the 18,000 specified in the final safety

9
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analysis report (FSAR). However, the test did not extrapolate the
results to the low river level assumed in the FSAR. Following receipt
of the question during the self-assessment, the licensee extrapolated
the preoperational test results and determined the line initially would
have passed only 15,000 gpm at the design low river level.

|

In order to verify the results of the preoperational test, and to !

determine if any line degradation had occurred since initial licensing,
the licensee performed a special test of the emergency intake line (see j
section 3.15 for further discussion on the test). The test showed an )
intake flow of approximately 17,500 gpm at normal river levels; this '

extrapolated to 11,600 gpm at low river levels.

Based on the test results, the licensee concluded there was insufficient
NPSH for the cooling water pumps following a design basis seismic event.
The licensee initially deemed that immediate operator actions to reduce
cooling water demand would be sufficient to prevent the pumps from
losing suction; however simulator runs showed there was not adequate
time for the operators to take compensatory measures. Therefore, the
licensee reviewed the design assumptions for the cooling water system.

The FSAR assumed that the seismic event caused loss of a downstream dam
as well as blockage of the normal non-seismic intake canal, with suction
for the cooling water system provided by the seismically qualified
emergency intake line. Using guidance from the standard review plan,

,
NUREG 0800, Section 9.2.5 " Ultimate Heat Sink," and Safety Guide 27,

! " Ultimate Heat Sink," the licensee concluded that they did not have to
assume that the river level immediately dropped to its lowest level or
that the intake structure immediately clogged. Therefore, the licensee
determined that there was sufficient time (over one hour) available for
the operators to take action to reduce cooling water load before pump
suction was lost.

The NRC initial safety evaluation report (SER) noted that the emergency
cooling water pipe was designed to function in the event of a design

| basis earthquake and that it was provided in the remote event that the
! intake channel was lost. Furthermore, the SER noted that, in lieu of

special handling of the soils in the vicinity of the intake canal to'

ensure their stability during earthquake loading, a 36-inch diameter
pipe was installed to provide a source of emergency cooling water.
Based on these statements, the inspectors concluded that NRC's
acceptance of the cooling water system was premised on the fact that the
emergency intake line was sufficient to supply necessary cooling water.
Therefore, using the non-seismic intake canal to meet the required
cooling water suction requirements appeared to be a change in the design
basis. The inspectors referred this issue to the Office of Nuclear
Reactor Regulation for review. This issue will be tracked as an
Unresolved Item (95014-02), pending the conclusion of this review.

3.14 Safety Evaluation Not Performed Prior to Special Test As part of the
review of the above issue, the insp?ctors noted that the special test to
determine capacity of the emergency intake line was performed under a

10
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work order. The performance of this test was witnessed as a
surveillance activity, as documented in Inspection Report 95013; however
an engineering evaluation of the test was not previously performed by
the NRC. The inspectors asked whether a safety evaluation was performed
prior to running the test. The licensee stated that a safety evaluation
was not done because the system was not operated in a manner outside
that described in the USAR. The inspectors noted that: 1) the USAR did
not discuss this test; 2) this test was not normally performed; 3) the
only time the test was performed was prior to declaring the cooling
water system operational; and 4) suction to the safety-related pumps
could have been seriously degraded, perhaps rendering the pumps
incapable of performing their safety function, had any event requiring
safeguards operation of the cooling water pumps occurred during
performance of the test. Although an operator was posted to immediately
reopen the sluice gates connecting the intake canal and the safeguards
bay, this would not be an immediate action as power would have been lost !

to the sluice gates and the gates were not easily manually operated.

10 CFR 50.59 permits a licensee to conduct tests or experiments not
described in the safety analysis report provided it does not involve an
unreviewed safety question or a change to the Technical Specifications.
10 CFR 50.59(b)(1) requires that the licensee maintain records of the
tests or experiments, including a written safety evaluation which
provides the basis for the determination that the test or experiment
does not involve an unreviewed safety question.

The above test was in violation of the requirements of 10 CFR 50.59
because a written safety evaluation was not performed, determining that
no unreviewed safety question was involved, prior to the test being
performed. This is a violation. (95014-03)

Similarly, the inspectors reviewed a work order of a test performed
during the cooling water self-assessment because of an assessment team
finding. The assessment team identified that the licensee's method of
surveillance testing the cooling water pump discharge check valves did
not prove valve integrity. In order to prove valve operability, the
licensee closed the valve under full system pressure. Again, no 50.59
safety evaluation was performed. In tMs case, however, the inspectors
noted that surveillance testing of this valve was norually performed.
While this test method was not normally used, due to the potential for
damaging the valve during testing, it had been used previously to test
the valve. Therefore, as this was an alternate method to perform a i

routine surveillance, the inspectors concluded that it was not a " test !

or experiment not described in the safety evaluation report." |
3.15 Follow-up on Non-Routine Events NRC Inspection Procedures 90712 and

92700 were used to perform a review of written reports of non-routine
events. For items which are " Closed" on the basis of this inspection,
the Inspection Procedures were satisfied as regards verification of
appropriate licensee corrective and preventive actions.

11
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1 (Closed) LER 95009: Hydraulic Flow Modeling of the Cooling Water System j
Has Shown Lower Than Design Flows to Some Components. During the

,

1 initial run of the thermal-hydraulic computer model in preparation for
; the cooling water system self-assessment, the licensee discovered that
: degraded flows existed to the containment fan coil units and the Unit 1
: diesel generators. In order to restore adequate margin to these
i components, the licensee planned to install stop pins in the heat

exchanger throttle valves (see section 3.5). Additionally, the i
'

i isolation circuitry for the turbine load isolation valves was planned to
i be revised to ensure isolation under design basis conditions. The
: licensee stated that, once these fixes were installed, the cooling water
: flows would be reevaluated and additional modifications would be
j considered, if necessary. The inspectors considered these solutions to
j be sufficient to resolve the degradation issue. This LER is closed.

(Closed) LER 95011: Deficiencies Discovered in Inservice Surveillance
| of Cooling Water System. In preparing for the cooling water self-
' assessment, the licensee discovered that hydrostatic tests were not

performed as required by ASME section XI. The inspectors confirmed that
all hydrostatic testing was completed. All associated procedures had
been reviewed, and the licensee was proceeding with necessary revisions,
which should be complete by the date committed to in the LER. This LER
is closed.

(Closed) LER 95012: Determination that Cooling Water Pump Discharge
Check Valves Are Not Being Tested Adequately. The cooling water
assessment team identified that the licensee's method of testing the
cooling water pump discharge check valves did not prove valve integrity.
The licensee performed a special test to prove valve integrity (see
section 3.15). A modification was planned to allow physical inspection
of the valves with a boroscope to insure closure in lieu of full
pressure closing of the valves. The inspectors considered these actions i

satisfactory, and this LER is closed. '

1 Closed) LER 95013: Determination that Loss of Instrument Air Would
Render Control Room Chillers Inoperable. In preparing for the cooling
water self-assessment, the licensee discovered that the temperature
control valves to the control room chillers failed closed upon loss of
air. . The licensee revised system procedures to ensure that, upon loss
of instrument air, the operators would take action to restore cooling to
the control room chillers. Additionally, the licensee was performing a
systematic review of the effects of support equipment loss on Technical
Specification equipment. This LER is closed.

3.16 Follow-up on Previous 1v Reviewed Items

(00en) Temoorary Instruction 2515/118: Service Water System Operational
Performance Inspection. As documented in NRC inspection report 95012,
the licensee performed a self-assessment of the cooling water system.
The NRC performed a follow-up inspection to independently review the
assessment effort and resulting corrective actions. Some of the results
of this independent review were documented in Paragraphs 3.5, 3.6, 3.9,

12
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N

3.14, and 3.15 above. In addition to these previously discussed issues,
the NRC inspectors noted that there were several questions or errors in
the existing cooling water hydraulic model. Specifically, tiie input "K" ,

values for the containment fan coil units did not account for some !

lengths of pipe and fittings; Pipe No. 539 was modeled as 4-inch pipe l
'

instead of 8-inch pipe; and Node No. 331A was modeled at elevation 710
feet instead of 697 feet. Although none of these errors were considered
major, these inaccuracies indicated a lack of rigor in the original ;

verification of the model and demonstrated a need for additional reviews !
by the licensee. Pending resolution of the significant issues
identified by the licensee's self-assessment, this temporary instruction
will remain open.

4.0 PLANT SUPPORT

NRC Inspection Procedure 71750 was used to perfom an inspection of Plant
Support Activities. A specialized inspection of the operational status of the 1

emergency preparedness (EP) program was performed per Inspection Procedure
82701. No violations were identified.

4.1 Emeraency Preparedness Procram was Effective

4.1.1 Emeroency Plan and Imolementina Procedures

Procedure PINGP F3-4 (Rev. 24), " Responsibilities During An Alert, Site
Area, Or General Emergency," was reviewed. Figure 1, " Shift
Manager / Shift Supervisor Emergency Director Checklist" of the procedure
indicated that the NRC was to be notified as soon as practical but no
later than one hour, instead of immediately after notification of state
and local agencies and within one hour, as required. EP staff corrected
this item during the inspection.

The Control Room procedure PINGP 1189 (Revision 0) included innovative
" peel-and-stick" labels for the different Emergency Actions Levels. The
labels were designed to fit the notification forms and preclude errors
in handwriting or terminology.

A new monthly, offhour, communications test had been implemented which
tested the initial emergency notification links with offsite authorities
during different offhour time periods. The new offhour test provided
excellent practice with the equipment and notification forms for both
offsite and onsite shift emergency communicators.

Documents reviewed indicated that the annual review of emergency action
levels with State and local governmental authorities took place during
March - April 1995. Also, quarterly community meetings were held with
the Indian Community, casino management, City of Red Wing officials,
Minnesota's Health Department and Department of Emergency Management,
and Indian Health Services. Documents from the September 6, June 27,
June 7, March 23, and January 25, 1995, community meetings were reviewed
and demonstrated acceptable interfacing between the licensee and offsite
agencies.
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,

4.1.2 Emeraency Resoonse Facilities. Eouioment. Instrumentation and Suoolies |
Were Well Maintained

'

! Inspections were conducted of the Hot Cell, Control Room, Technical
Support Center (TSC), Operational Support Center (OSC), Emergency

; Operations Facility (EOF), Assembly Areas, Offsite Radiological
Monitoring Team staging area, Offsite Monitoring Team vehicles, and

i various areas of the plant having emergency response functions.
i Facilities and equipment were in an excellent state of operational

readiness.'

Installation of a new emergency response organization (ERO) callout'

: system, the Centre Pointe Automated Call-out System (Dial Logic), was
| completed in February of 1995. Personal pagers continued to be utilized

as a redundant means of notification.
;

; Upgrades in the OSC included three computer terminals that allowed
; access to the Emergency Response Computer System (ERCS), the Radiation
: Protection-Vax, and the local area network. A public address system
i with remote wireless microphone and numerous operator aids were also

observed in the facility.

Records of the licensee's offsite siren program and test documentation
were reviewed. The system reliability was excellent. No problems or
concerns were identified.

4.1.3 Oraanization and Manaaement Control Were Effective

Interviews were conducted with the EP and training staffs to determine
any changes to the organization, management, or program and impact to
the effectiveness of the program, EP training reports to the Plant
Manager through the Training Manager. The EP Coordinator reports to the
General Superintendent for Radiation Protection and Chemistry who
reports to the Plant Manager. These changes resulted in relatively l

short, effective reporting paths.

Additional EP program enhancements involved formation of two self-
assessment teams. A corporate EP self-assessment team, which included
the Monticello EP Coordinator, and a site EP self-assessment team, which
included the EP Coordinator and the Radiation Protection Specialist.
These have resulted in an effective initial oversight mechanism for tha
EP program to provide early identification of issues. Such upgrades and
enhancements indicated continued management support of the EP program.

4.1.4 Trainina Critioues Were Excellent

Records indicated that training, drills and exercises were formally
critiqued. Critique items from training and drills were captured,
tracked, and closed in an excellent manner.

Interviews were conducted with select ERO personnel including an
Emergency Director, Shift Manager, Shift Emergency Communicator, and a

14
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TSC ERCS Engineer. Personnel interviewed responded well to questions
regarding their emergency responsibilities and were familiar with
emergency actions and procedures.

Selected EP training lesson plans were reviewed and found to be
appropriately updated and as the emergency plan was revised. Lesson
Plan P7410L-032, Revision 2, November 20, 1995, correctly indicated the
NRC notification was to be imediately after State and local agencies
and within one hour of the emergency declaration.

4.1.5 Audits of the Emeraency Preparedness Proaram Were Excellent

The 1995 annual audit of the Emergency Preparedness program for Prairie
Island and Monticello (Audit AG 95-6-6, dated July 31, 1995) was
reviewed and found to be of excellent scope and depth, meeting and
exceeding the requirements of 10 CFR Part 50.54(t). The audit found
that EP activities were effectiveh 'mplemented. Documents reviewed
indicated the section of the audtt r # 111ng with the adequacy of the
offsite interface had been provided to offsite authorities as required.
The audit activities were largely performance-based, with auditors
observing in-process surveillances and continuing training.

For Prairie Island, the audit resulted in one finding related to l
'

deteriorated rubber gloves and overshoes used for anti-contamination
clothing, one deficiency related to an outdated copy of the corporate
emergency plan found at the EOF, and one recommendation to review
offsite comunications problems with the State agencies.

Corrective actions were taken by the licensee and included periodic
inspection of anti-contamination clothing rubber items for deterioration
and a verification that controlled documents in the E0F are current.
Also, a special meeting was held with Wisconsin representatives on July |

27, 1995, to clarify communications concerns identified in the audit. A |

subsequent meeting was held on November 16-17, 1995, with both Wisconsin ,

and Minnesota representatives. These meetings were very positive in |
reinforcing comunications between the States and the licensee.

Quality Control personnel have inspection procedures for performing
confirmatory inspections of emergency plan lockcrs and radiological
instrument tests. This had not been observed at other licensees and
serv d as a double check on the EP program.

4.1.6 Communications

Discussion with licensee personnel indicated that the following
communications systems are available:

o Comercial telephone lines
e Private branch exchange (PBX)
e FTS 2000 telephone lines
e NSP fiber optics network
e Microwave link to Wisconsin through off premises exchange (OPX)

15
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* Radio system to State and county Emergency Operations Centers
e Cellular telephones
e NAWAS (National Alert Warning System) telephone

:

A central point for wired telecommunications was the telephone switch
room on the second floor of the administration building. This room was
protected with fire detection and sprinkler equipment. The room was
locked and alarmed.

4.2 One Deficiency Was Noted Durina the Insoection of Routine Radioloaical

Controls Activities

The inspectors verified that personnel were following health physics
procedures for dosimetry, protective clothing, frisking, posting, etc.,
and randomly examined radiation protection instrumentation for use,
operability, and calibration. One deficiency was identified.

'

The inspectors noted that most of the extended radiation work permits
(RWPs) posted in the plant were not the current revision. Most of the
routine RWPs had been revised a few months earlier to relax some of the
protective clothing requirements. Although the new RWPs had been placed
in the binder at access control, the ones posted throughout the plant
had not been updated. This led to some confusion on what the allowed
protective clothing requirements were but, since the old revisions
posted in the plant were more conservative than the current revisions,
it would not have caused any entries into contaminated areas with
inadequate protective clothing.

The inspectors informed the appropriate licensee personnel of the
finding and the licensee took immediate action to correct the postings.

4.3 No Deficiencies Were Noted Durina the Inspection of Routine Security and

Safeauards Activities

During routine activities or tours, the inspectors monitored the
licensee's security program to ensure that observed actions were being
implemented according to the approved security plan. The inspector
noted that persons within the protected area properly displayed photo-
identification badges and those individuals requiring escorts were
properly escorted. Additionally, the inspector observed that personnel
and packages entering the protected area were searched by appropriate
equipment or by hand.

During the inspection period the inspectors observed the movement of a
spent fuel cask from inside the protective area, through the security
fence, and into the independent spent fuel storage installation.
Security personnel properly controlled and accounted for the movement of
both personnel and equipment during that evolution.
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i

4.4 One Deficiency Was Noted Durina the Inspection of Routine Fire

j Protection Activities

During routine activities or tours, the inspectors monitored the I
J licensee's fire protection program to ensure that the fire protection j

plan was properly implemented. 1

The inspectors noted a significant amount of scaffold material being
stored in such a way that it encroached into a marked clear zone around
a fire hose station in the screen house. The inspectors notified the
site safety and fire p,otection administrator and the problem was
quickly corrected.

5.0 DRY CASK STORAGE

NRC Inspection Procedures 60846, 71707, and 40500 were used to perform an
,

'inspection of dry cask storage activities. During this inspection period the
licensee received, loaded, and moved to the storage pad its third spent fuel
dry cask. Although this was the third cask handled at the site, it was
actually the second one manufactured, thus the cask was designated TN 40-02.

5.1 Cask Handlina Activities were Conducted Properly

|

The inspectors observed significant portions of the major cask handling !

activities including inspection, moving into the spent fuel pool,
loading with spent fuel, moving to the decontamination area, loading
into the transport vehicle, and moving to the storage pad. All of the
evolutions were conducted properly. Procedures were evident, in use,

|

and correctly followed. No discrepancies were noted.

5.2 One Cell in the Dry Cask Reauired Repair

During receipt inspection activities of the TN 40-02 cask, the licensee
,

identified that fuel storage cell D-1 in the cask basket failed the !

test-gauge drag test. The measured drag of the moving test gauge
exceeded the acceptance criterion of 25 pounds. It was unexpected that |
the test would fail, as the same test had been successfully performed at '

the fabricator's facility prior to cask shipment. A nonconformance
report was documented to resolve the issue. The licensee developed a
corrective maintenance procedure in consultation with the vendor and
fabricator to adjust the side wall of the storage cell using mechanical <

force. After side wall adjustment, cell D-1 and adjacent cells were |
again subjected to the drag test, but cell D-1 failed the test with an j
indicated drag force of 31 pounds. The licensee evaluated the results
and concluded that the drag force was not excessive and the cask basket
was acceptable for use. This conclusion was based on the precautions
and instructions already contained in fuel handling procedures and
specifications from the fuel vendor. Prior to loading actual spent fuel j
in the cask, the licensee loaded a full-scale model fuel assembly into
cell D-1 and adjacent-cell C-2 to verify that no binding occurred. The
inspectors observed or reviewed these activities and had no additional
concerns. )

l
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5.3 Safety Evaluation Not Performed for a Desian Chance

During inspections of the cask at the fabricator, linear indications
were found on the surface of the cask flange. The engineering
contractor issued nonconformance report (NCR) #705 to document the
disposition of the condition. A repair was conducted by removing the
entire stainless steel overlay on the cask flange and reapplying it by
weld overlay. The licensee reviewed and accepted the disposition of the
NCR.

During observations of the cask evolutions on site, the inspectors noted
that the repair technique used resulted in a loss of threads in the
flange stud holes for both the cask lid and protective weather cover
bolts. The inspectors questioned whether the repair should have been
considered a change to the cask as described in the Independent Spent
Fuel Storage Installation (ISFSI) Safety Analysis Report (SAR) and thus
should have had a safety evaluation in accordance with 10 CFR 72.48.

Although the engineering contractor had analyzed the loss of thread i

engagement ns part of the NCR, there was no formal safety evaluation.
In addition, the NCR contained no indication that other factors in the
cask design that had changed as a result of the repair such as lid bolt
bending, and overall cask height had been considered. After the
inspectors had several discussions with licensee personnel, they agreed
that a safety evaluation was necessary. The evaluation was completed on
December 20, 1995. However, spent fuel had been loaded into the cask on
December 12, and the lid was bolted and torqued on December 13.

10 CFR Part 72.48(b)(1) requires, in part, that the licensee maintain
records of changes in the ISFSI if these changes constitute changes in
the ISFSI described in the SAR. These records must include a written
safety evaluation that provides the bases for the determination that the
change does not involve an unreviewed safety question.

Contrary to the above, on December 13, 1995, the lid was bolted and
torqued on loaded ISFSI cask TN-40-02 without documenting a written
safety evaluation for a change in the ISFSI described in the SAR
involving the lid bolting. Specifically, the changes involved removal
and reapplication of the flange overlay which constituted changes to the |

cask as described in Figure 1.3-4 and Section 4A.4.4 as well as other
portions of the SAR. This was a violation. (95014-04)

6.0 PERSONS CONTACTED AE MANAGEMENT MEETINGS

The inspector contacted various licensee operations, maintenance,
engineering, and plant support personnel throughout the inspection
period. Senior personnel are listed below.

At the conclusion of the inspection on January 2,1996, the inspectors
met with licensee representatives (denoted by *) and summarized the
scope and findings of the inspection activities. The licensee did not
identify any of the documents or processes reviewed by the inspectors as
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proprietary. Separate meetings were held earlier in the report period
to discuss the results of inspection of the engineering and technical
support, service water system operational performance inspection
followup, and emergency preparedness programs. The inspectors also
attended the licensee's Safety Audit Committee (offsite safety review)
meeting on December 7, 1995. |

|

*M. Wadley, Plant Manager !
*K. Albrecht, General Superintendent, Engineering |

*T. Amundson, Director, Generation Quality Services |
R. Anderson, Director, Licensing and Management Issues

*J. Bystrzycki, General Superintendent, Project Management
*J. Goldsmith, General Superintendent, Design Engineering
*J. Hill, Manager, Quality Services
G. Lenertz, General Superintendent, Maintenance

*D. Schuelke, General Superintendent, Radiation Protection
and Chemistry

*J. Sorensen, General Superintendent, Plant Operations

7.0 DEFINITIONS

Unresolved Items Unresolved items are matters about which more
information is required in order to ascertain whether they are
acceptable items, violations, or deviations. An unresolved item i

disclosed during this inspection is discussed in paragraph 3.13. l

4
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