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SUMMARY l

Scope:

Inspections were conducted by the resident and regional inspectors in the
areas of plant operations which included plant status, refueling purification
system walkdown, refueling outage. plant operations, operator qualification
status control, evaluation of licensee self-assessment activities, and NRC
notifications; maintenance.which included surveillance observations,,

maintenance observations, electrical penetration area housekeeping, and'

,
motor-operated valve overthrust; engineering which' included safeguards

! ventilation damper, failure,. containment blowout panels review, spent fuel pool
cooling design basis, manipulator crane temporary modification, and closeout

; issues; and plant support which included radioactive effluent monitoring
i
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instrumentation, effluent and environmental monitoring, solid radioactive
waste management, transportation of radioactive materials, and closeout
issues.

Results:

Plant Operations

Refueling purification system alignment and material condition was good
(paragraph 2.2).

A continuing strength was identified in operator command and control of
compicy shutdown evolutions (paragraph 2.3).

The first example of a non-cited violation was identified for a failure to
follow procedures when an operator stood licensed duties following
administrative removal from licensed duty qualification status
(paragraph 2.4).

Self-assessment i t Wities were reviewed with no discrepancies identified
(paragraph 2.5).

Two NRC notifications .Jere appropriately made (paragraph 2.6).

Maintenance

Two surveillance tests were properly performed. Additionally, simulated loss
of power with engineering safety feature actuation and containment
depressurization actuation function tests met regulatory requirements.
Pre-test briefings were effectively utilized by the licensee to ensure that
the tests were properly performed (paragraph 3.1).

Two maintenance activities were properly performed. Additionally, maintenance
activities performed on the 1H emergency diesel generator were conscientiously
performed in accordance with procedures and with a high quality of workmanship
(paragraph 3.2).

Housekeeping and maintenance work practices in the Unit 1 electrical
penetration area was found to be below normal licensee standards
(paragraph 3.3).

The second example of a non-cited violation was identified for a failure to
follow procedures when an engineer used the wrong device to calibrate valve
testing equipment. As a result, a motor-operated valve was significantly
over-thrusted (paragraph 3.4).

Enoineerina

A weakness was identified for operating the non-seismic refueling purification
system aligned to the seismic refueling water storage tank without contingency
plans for combating a leak during a seismic event (paragraph 2.2).
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A safeguards ventilation damper failure was appropriately resolved by the
licenaee (paragraph 4.1).

A violation was identified for modifying containment blowout panels without
proper design controls (paragraph 4.2).,

Spent fuel pool cooling design basis reviews to support refueling were
appropriate (paragraph 4.3).

A temporary modification to the Unit 1 manipulator crane was controlled in
accordance with regulatory requirements (paragraph 4.4).

Eddy current examinations conducted on the Unit I reactor vessel closure head
penetrations were performed in accordance with approved examination procedures
by knowledgeable eddy current examiners. Although interferences prevented
full coverage on a significant number of penetrations, the licensee conducted
"best effort" examinations, and no crack indications were detected (paragraph
4.5).

Two previous inspection items were closed (paragraph 4.6).

Six inconsistencies were identified in the Updated Final Safety Analysis
,

Report (paragraph 7). 1

Plant Suocort

Process and effluent monitors were found to have material condition
deficiencies and had a high maintenance history. The post accident sampling,

| system was observed to be functional (paragraph 5.1).
,

Environmental data for 1994 indicated plant operations had no significant
impact on the environment or public health and safety. An unplanned gaseous

' release was properly evaluated and resulted in an insignificant incremental
offsite dose (paragraph 5.2).

A solid radwaste shipment was made in compliance with transportation
regulations. A sewage treatment deviation report and corrective actions
satisfied regulatory requirements (paragraph 5.3).

Two previous inspection items were closed (paragraph 5.4).

| eM Fire Protection Surveillance review was considered a strength (paragraph
L l.1).

i
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| REPORT DETAILS

|
Acronyms used in this report are defined in paragraph 9.

| 1.0 PERSONS CONTACTED

Licensee Employees
,

!

| Boatwright, M., Supervisor, Chemistry
| Dreyer, E., Supervisor, Health Physics Technical Services
i Edmonds, L., Superintendent, Nuclear Training

Evans, B., Supervisor, Health Physics Operations
Funderburk, C., Superintendent, Outage and Planning
Hartz, L., Manager, ISI/NDE and Engineering Programs

* Hayes, J., Superintendent, Operations
Heaccck, D., Assistant Station Manager, Nuclear Safety and Licensing
Henry, G., Supervisor, Radiological Engineering
Johnson, T., Supervisor, Radioactive Material Control

*Kemp, P., Supervisor, Licensing
Maddy, T., Superintendent, Security

*Matthews, W., Assistant Station Manager, Operations and Maintenance
; 0'Hanlon, J., Senior Vice-President, Nuclear Operations
; Roberts, D., Supervisor, Station Nuclear Safety

* Royal, H., Director, Nuclear Oversight
*Saunders, R., Vice President, Nuclear Operations
Schappell, D., Superintendent, Site Services
Shears, R., Superintendent, Maintenance

* Smith, J., Superintendent, Station Engineering
Snow, T., Supervisor, ISI/NDE and Engineering Programs

*Stafford, A., Superintendent, Radiological Protection
* Stall, J., Station Manager
'Tr:vis, H., Supervisor, ISI/NDE
Whitlock, H., Supervisor, Instrumentation and Controls

Other licensee employees contacted included office, operations,
engineering, maintenance, chemistry / radiation protection, and corporate
personnel.

2.0 PLANT OPERATIONS (71707, 40500)

The inspectors conducted frequent control room tours to verify proper
staffing, operator attentiveness, and adherence to approved procedures.
The inspectors attended daily plant status meetings to maintain
awareness of overall facility operations and reviewed operator logs to

| verify operational safetv and compliance with TS. Instrumentation and
I safety system linc ; < n periodically reviewed from control room
| Indications to assess operability. Frequent plant tours were conducted
| to observe equipment status and housekeeping. DRs were reviewed to

assure that potential safety concerns were properly reported and
resolved.
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2.1 Plant Status

Unit 1 began the inspection period at approximately 82 percent in a
coast down to a refueling outage. On February 11, the unit was removed

! from commercial operation, the reactor was shutdown, and the plant was
placed in cold shutdown for refueling. On February 20, fuel offload was
completed and fuel remained removed from the reactor until the
inspection period's end.

Unit 2 operated the entire inspection period at or near full power.

2.2 Refueling Purification System Walkdown

On February 6, the inspectors performed a walkdown of the refueling
purification system components and piping located in the basement of the
Auxiliary Building. The inspectors selected this system for walkdown
due to its planned use to move large quantities of contaminated water
between tanks for which maintenance was planned during the upcoming
refueling outage. 0-0P-16.1, Spent Fuel Pool Cooling and Purification
System, revision 2-Pl; l-0P-16.4, Purification of Unit 1 Refueling Water
Storage Tank, revision 12; Drawing 11715 FM-88A, revision 19; and the
UFSAR were reviewed and referenced for the walkdown. The inspectors
found that the system's overall material condition was good, and the
system was aligned in accordance with station procedures and drawings.

,

The inspectors noted that on February 6, the system was aligned to the
Unit 1 RWST to help maintain temperature above the TS minimum value
during cold weather. The system's four-inch suction line was tied
directly into the main RWST ten-inch supply line feeding the LHSI and
HHSI pumps. This alignment was established from February 4 until
February 11. The inspector's review of the UFSAR Chapter 6 and system
drawings noted that the system piping and components were not classified
as safety-related, and the UFSAR did not list the system as being
Seismic Class 1. Although RP system use to purify the RWST was
discussed in the UFSAR, it was not clear that this was allowed with a
unit at power. Additionally, the UFSAR did not describe using the
system for RWST temperature control.

The inspectors questioned system engineers as to whether the system was
seismically qualified. On February 15, the engineers confirmed the
inspectors' conclusions that portions of the RP system connected to the
RWST were not seismically qualified. The licensee had not reviewed this
situation in the past. Restrictions were put in place to prevent j
further RP system alignments to the RWST. Station DR N-96-278 was '

initiated to document the issue and track resolution. I

On February 26, the inspectors confirmed with NRR specialists that a
j seismic event simultaneously with a DBA did not have to be considered,
| consequently, the problem had minor significance. However, a leak or
| break in non-safety related and non-seismic RP system components had

potential to allow a significant leak and loss of makeup inventory froma

[ the RWST during a seismic event. The licensee had not previously
!
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considered this possibility, and had no contingency procedures or
guidance in place. The inspectors concluded that operating the
non-seismic RP system with the RWST without contingency plans for
dealing with a leak during a seismic event was a weakness. Since this
weakness concerned establishing and approving operating practices
consistent with the facility design bases, it was considered to have
occurred in the engineering area.

2.3 Refueling Outage Plant Operations

On February 11, the inspectors observed Unit I cooldown operations
including mode changes from MODE 3 to MODE 5 and verified that the
operators were appropriately following procedures and monitoring
cooldown rates. The inspectors also observed and reviewed operator
performance during various surveillance tests performed during the
shutdown including the following:

- 1-PT-212.29, Valve Inservice Inspection (1-RC-PCV-1455C) NDT
protection response time testing, revision 2

- 1-PT-212.30, Valve Inservice Inspection (1-RC-PCV-1456) NDT
protection response time testing, revision 2 ;

,

- 1-PT-71.4, AFW Pump Time Response and Logic Test, revision 19

- 1-PT-57.4, Safety Injection Functional - r on 20-P3

During the testing, the inspectors noted that con ca....:ations between the
operators and engineers controlling the tests were good, equipment
responded as expected, and testing proceeded in a safe manner. The
inspectors concluded that command and control of the above events were
Wod. Additionally, equipment material condition was also demonstrated
'- be good as evidenced by few problems.

On February 14, the inspectors observed control room activities
associated with RCS drain down to the 74-inch vessel level. The
inspectors observed that procedural compliance was good, water inventory
was being closely tracked by operators and STAS, and managers were
appropriately overseeing the evolution. Additionally, the inspectors
walked down the RCS level indication systems in containment. Overall
material condition was good, and no problems were identified.

On February 18, the inspectors observed fuel off-load from the
containment manipulator crane area. The inspectors observed good self |
check practices, proper communications with control room and fuel
building operators, and proper control of personnel entering the
refueling area. No problems were identified.

The above observations, along with other observations during the first
half of the Unit I refueling outage, indicated a continuing strength in
operator command and control of complex shutdown evolutions.

|



-- - . . . . _.- -.- -. _ - - - . . - - _ - . - - - _ - _ -_

. .
,

i

'

4

2.4 Operator Qualification Status Problem

On February 16, the inspectors reviewed a DR that stated a licensed R0, '

who had been administrative 1y removed from licensed duties on
January 25, stood 0ATC for approximately two hours on February 10. On

| February 16 and 23, the inspectors reviewed the incident with licensee
! supervisors and managers. The inspectors were informed that the R0 was

removed from licensed duties on January 25 due to his performance during
a requalification simulator training session. The R0 had been given an
overall evaluation of " satisfactory with remediation", and was so
informed on the day of the examination. On January 26, supervisors

| intended to communicate to the R0 that pending completion of the
| remediation program, he would be administrative 1y removed from licensed
| duties. However, his supervision failed to clearly communicate this :

action. Simultaneously, a written letter was generated to the R0 ;;

clearly informing him of the administrative removal, but due to !
'

intervening days off, the R0 did not receive the letter until after
standing the 0ATC watch early on February 10, during his first day back
on shift. After receiving the letter, the R0 immediately informed his |

j supervisor concerning the problem, and DR N-96-283 was initiated. '

| The inspectors reviewed the operator's simulator training session
! evaluation and noted that he had overall been judged as satisfactory.

'
i

The weaknesses identified were not in areas directly related to plant'

knowledge or ability to control plant operations. As a result, the
inspectors concluded that the safety significance of the R0 standing
0ATC was low. However, the inspectors remained concerned because the

| licensee's program for controlling operator qualification status had not
| been effective.

Licensee supervisors informed the inspectors that-the event demonstratedI

i a problem with the system for tracking operator qualification status.
In general, the system was set up to identify qualification status
problems if an operator was assigned duties for a full shift, but would
not identify problems if an operator was assigned duties for a shorter,
temporary period of time. To correct this problem, additional barriers
would be put in place to ensure that operators administrative 1y removed

,

from duties would be identified prior to standing short duration !

watches. Additionally, the licensee planned to clarify training
department practices and procedures used for licensed operator

1

remediation. i

Unit 1 TS 6.8.1 required that written procedures be established,i
'

implemented and maintained including, by reference to Appendix A of
; Regulatory Guide 1.33, administrative procedures for authorities and

responsibilities for safe operation. This requirement was implemented
in part by VPAP-2702, Reactor Operations Training and Licensing,

I revision 2, section 6.6.3, which delineated the processes by which
! cperators who were administrative 1y removed from licensed duties could
I not return to licensed duties until applicable actions were completed.
: Contrary to these requirements, on February 10, an operator who had been
i administrative 1y removed from licensed duties returned to licensed
!

|

|

_ _ _ _ _ ._
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duties before completing required corrective actions. This.
.

licensee-identified and corrected violation is being treated as a '

non-cited violation, consistent with Section VII.B.1 of the NRC
Enforcement Policy. This is identified as the first example of NCV
50-338/96-01-01: Failure to Follow Procedures With Two Examples.

,

2.5 Evaluation of Licensee Self-Assessment Activities

On January 18, and on several other occasions during the inspection ;

period, the inspectors met with Oversight personnel. Issues discussed ;

included Oversight activities and findings since previous meetings.
Copies of recent audits were provided for review. No discrepancies were
identified. The meetings were informative and kept the inspectors
abreast of the licensee's self-assessment efforts and focus. The .

inspectors noted that the licensee was working to address inspectors'
concerns with recent oversight organization changes as discussed in NRC
Inspection Report Nos. 50-338/95-22 and 50-339/95-22.

2.6 NRC Notifications
;

The inspectors reviewed the following licensee notifications to the NRC
to ascertain if the required reports were adequate, timely and proper

,

for the events.

On January 14, the NRC was notified as required by 10 CFR 50.72
.

concerning the identification of a potentially uncontrolled radiation
'

release path. During SAVS surveillance testing, a damper actuator
failure prevented all four system dampers from fully shifting from their
bypass mode positions to their filter mode positions. Initial 1

evaluations identified that for the short period that the SAVS dampers I

were incorrectly positioned, a path was created which could bypass the
ventilation filters under accident conditions. Following system testing
and repairs, the licensee concluded that a bypass flow path was not

! actually created, and the notification was retracted on January 22. The
] inspectors reviews of this problem are discussed in paragraph 4.1.

On February 5, the NRC was notified as required by 10 CFR 50.72
concerning the notification of off-site authorities. Specifically, the
licensee notified the Federal Energy Regulatory Commission of a Lake
Anna Dam backup diesel generator failure. The inspectors monitored the

| licensee's actions and found them to be appropriate for the situation.
i

! The first example of a non-cited violation was identified.

3.0 MAINTENANCE (62703, 61726)

Maintenance activities were observed and reviewed to verify that
j activities were conducted in accordance with TS and procedures, and 1

'

i licensee commitments to regulatory guides and industry codes or
i standards. Surveillance testing activities were observed and reviewed
I to verify that testing was performed in accordance with procedures, test
i

!

.- -. - -. - , . _ . . . . .
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i instrumentation was calibrated, LCOs were met, and any deficiencies
identified were properly reviewed and resolved.

| 3.1 Surveillance Observations

On January 18, the inspectors observed 2-PT-36.1A, Train A Reactor
Protection and ESF Logic Channel Functional Test, revision 13,
performance. The inspectors observed the pre-job briefing, local

I testing of the reactor trip and bypass breakers, and logic testing from
| the instrument rack room. Communications and procedure verification

steps were observed to be properly performed, and equipment operated as,

'

expected. The inspectors concluded that the test adequately
demonstrated equipment operability and was properly implemented.

On January 31, the inspectors observed 2-ICP-CH-F-2124, Reactor Coolant
| Pump C Seal Water Flow (F-CH-214) Calibration, revision 1-P1,

performance. The inspectors verified test instrumentation was properly
calibrated and installed, and verified that the transmitter was properly

! aligned, including independent verification steps, upon return to
service. Communications were noted to be good, and the transmitter
calibration check was completed satisfactorily. The inspectors

| concluded that the procedure was properly performed.
|

| On February 12, the inspectors observed 1-PT-83.1, Simulated Loss of
| Offsite Power (Loop) and ESF Signal - H Bus, revision 23, and 1-PT-66.3,
! Containment Depressurization Actuation Functional Test, revision 19,
| performance on Unit 1 equipment. The inspectors attended the pre-test

briefings and observed the procedures' performances from the control
room.

The pre-test briefings were conducted in the TSC to limit distractions
to the operators in the control room. Management's expectations for the
conduct of the test were clearly stated. Critical test steps and
precautions were emphasized when the test procedures were reviewed.
Individual responsibilities and assignments were discussed including

! required communications and methods for communicating. The pre-test
i briefings were effectively utilized by the licensee to ensure that the
| tests were properly performed.
|
| The tests were successfully conducted in accordance with approved

procedures by knowledgeable plant personnel. The inspectors verified
that test results for the completed test portions met the test
acceptance criteria and TS requirements. In addition, the inspectors
verified that specific components which were not available for testing
or malfunctioned were identified for subsequent testing. For example,
1-PT-66.3 was identified as a partially completed procedure until all of
its components were successfully retested. A minor administrative
discrepancy in the UFSAR was noted concerning the 1-PT-83.1 testing
technique (paragraph 7). Procedure enhancements noted by test personnel
were identified for future procedure revisions. The inspectors
concluded that the testing met regulatory requirements and that

j

i
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appropriate actions were taken to ensure that test deficiencies or
unfinished test steps would be completed prior to the outage's end.

| 3.2 Maintenance Observations

i On January 18, the inspectors observed technicians installing insulation
on the 2H EDG exhaust piping. The insulation was being installed by )DCP 95-266 to reduce room temperatures during EDG operation. The
inspectors reviewed the work package, W0 00331958, and found that the

! work was properly authorized and controlled by procedures.
| Additionally, the inspectors reviewed scaffolding installation and the

work area to ensure that EDG operability would not be impacted by the
work. Overall, maintenance practices were performed in accordance with ),

'

station procedures. The automatic fire protection system had to be ;

defeated during the work, and the inspectors verified that the ;

appropriate compensatory action, an hourly fire watch, was properly |
established and maintained. The inspectors noted one minor problem ;

where a fire hazard was potentially created by protective plastic
sheeting touching the exposed exhaust piping. This discrepancy was
promptly corrected by licensee personnel.

On January 19 and 22, the inspectors evaluated the licensee's on-line
leak repair processes by reviewing the leak sealant activities
associated with 2-FW-62, the A MFW containment isolation check valve.
The valve had developed a leak at the hinge pin flange cover. To stop
the leak, a flat blade clamp was installed, and the flange was injected
with a leak sealant compound by a contractor. The process was
controlled by 0-MCM-1904-01, On-Line Leak Repair Using Contractor
Leak-Sealing Methods, revision 2. The inspectors reviewed W0 332725,
which documented the first injection and W0 334115 which documented a
re-injection. Some minor documentation problems were identified, and
DR N-96-87 was written to address these problems. The inspectors
concluded that the work was appropriately controlled and performed.

On February 14 and 15, the inspectors observed portions of 0-MPM-0701-1,
18 Month and 5 Year Preventive Maintenance of Emergency Diesel
Generator, revision 5; 0-MCM-0701-04, Diesel Lube Oil System
Maintenance, revision 0; and 0-MCM-0701-09, Emergency Diesel Generator
Engine Block Coolant Hydrostatic Test, revision 2, performance. These
involved preventive maintenance and testing the IH EDG. The inspectors
verified that the procedures contained adequate precautions and
instructions to perform the work. For example, the allowable clearance

ibetween the crankshaft drive gear and the vertical drive gear specified
in the procedure was the same value provided in Table 6-2 of Addendum 56
to the vendor's manual. An UFSAR review disclosed no UFSAR commitments
associated with the maintenance work witnessed by the inspectors.
Through work observations and discussions with maintenance personnel,

|
the inspectors noted that procedures were implemented by knowledgeable |

Ipersonnel and that work activities were performed with quality
workmanship. The inspectors confirmed that work orders were issued to
correct identified material deficiencies such as broken cotter pins and

|
a worn main journal bearing. A visual inspection of the IH EDG did not

i

s



_ .. _____ _ . . _ _ _ . _ . _ _ _ _ . _ _ _ _ _ _ _ . _ . . _ _ _

w , s

i

8
|

reveal any adverse conditions that had not been previously identified by
the licensee.

_

P

The inspectors reviewed the inspection and repair activities associated
with SG J-tube erosion problems. Excessive erosion in the J-tube to

'

feed ring weld area had been experienced on Unit 2. The licensee opened
the steam domes for all three SGs during the refueling outage and
inspected the J-tube to feed ring weld areas. Only minor erosion was
noted in a few areas, and weld material was added in these areas. The
inspectors concluded that the licensee's action were appropriate.

3.3 Electrical Penetration Area Housekeeping

On January 31 and February 1, the inspectors performed a walk down of
the Unit 1 electrical penetration area to verify that pre-outage ;
maintenance activities were not having a detrimental effect on
safety-related equipment. The inspectors observed several general ,

housekeeping discrepancies, a number of minor material deficiencies, and -

numerous scaffolds were in contact with electrical enclosures and/or
near to safety-related equipment. Specifically:

- Housekeeping: Two folding ladders were observed to be leaning
against electrical enclosures near electrical penetrations. The
ladders had been in this condition for at least a full day.
Instrument tubing was observed laying in the overhead on top of ;

electrical enclosures and minor amounts of trash and debris were i

observed in the area.
f

- Material Deficiencies: Screws were_ observed missing from the :

covers on a number of electrical enclosures. One enclosure,
labeled "RCPV 13E", had 22 of 26 cover screws missing. Other j
enclosures, labeled "RCPV 14B" and "RCPV 9C", had open holes 3/4 |

to 1-1/2 inches in diameter where cables had been removed. Holes I

also existed in other enclosures. The inspectors reviewed EQ ;

requirements for the area and identified that the area was-
required to meet EQ requirements for radiation, but not for
pressure, humidity or temperature.

- Scaffolds: Numerous scaffolds came in contact with electrical
cabling, electrical enclosures, and/or the containment wall.
Plywood covers were erected over three containment pressure i

transmitters to prevent damage to the transmitters. The plywood
for two of the three transmitters was near (approximately 1 inch)
to the top of the detectors. The third cover was constructed such
that it would not withstand a heavy load. The inspectors
expressed concern that this cover would be used as part of the
scaffold to bear weight and could collapse resulting in damage to
the transmitter or personnel injury.

l

On February 1, the inspectors walked down this area with licensee
management and discussed the above observations. Management
acknowledged the inspectors' observations and took actions to address

|- ,

'

- -.
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the items. Specifically, the scaffold configuration was re-reviewed by' 7

the scaffold engineer and minor adjustments were made to address the '

scaffold concerns. Housekeeping issues were promptly corrected, and the
| material conditions were evaluated. Overall, the inspectors concluded *

i that the observations represented a decline from normal' maintenance work
! practices and housekeeping standards at the facility.

,

t 3.4 Motor-operated Valve Overthrust
f

On February 7, while reviewing DRs, the. inspectors learned that the
licensee had identified that on February 6, valve 1-CH-M0V-1275B had

| been overthrust during M0V testing. The valve was the Unit 1 B HHSI-
! pump recirculation isolation valve. The licensee investigated the
; problem and several days later identified that an engineer had
i incorrectly used a " mini c-clamp" sensor for MOV testing equipment

calibration, contrary to maintenance procedures which required a regular
,

' size "c-clamp" sensor. As a result, the valve was overthrust to
approximately three times its continuous duty rating. ;

!

Since the equipment was out of service at the time, the safety
significance of the problem was low. Additionally, the licensee
evaluated the valve with the vendor and concluded that valve integrity
was not compromised. As corrective action, actions were taken to :

| discipline the involved engineer in accordance with station personnel
practices. The inspectors compared this event to one which occurred in
Ar.mst 1995 (NRC Inspection Report Nos. 50-338/95-15 and 50-339/95-15).
Although personnel error was present in both cases, the inspectors
concluded that corrective actions for the previous problem could not
have reasonably been expected to prevent this problem.

Unit 1 TS 6.8.1 required that written procedures be established,
implemented and maintained including,.by reference to Appendix A of
Regulatory Guide 1,33, procedures for maintenance for safety-related
equipment. This requirement was implemented in part by 0-ECM-1505-01,
V0TES M0V Testing, revision 11, attachment 5, which stated that a " mini

| c-clamp" was designed for a maximum stem diameter of 1-1/8 inches.
Contrary to these requirements, on February 6, an engineer used a " mini
c-clamp" on an MOV with a stem 1-1/4 inches in diameter during test
equipment calibration. As a result, the valve was overthrust during
testing to approximately three times its continuous duty rating. This
licensee-identified and corrected violation is treated as a non-cited
violation, consistent with Section VII.B.1 of the NRC Enforcement
Policy. This is identified as the second example of
NCV 50-338/96-01-01: Failure to Follow Procedures With Two Examples.

!- The second example of a non-cited violation was identified.
!

:

.- - - __ .. . . - - - . - _ _ . - .
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4.0 ENGINEERING (37551, 73052, 73753, 73755, 92903)

4.1 Safeguards Ventilation Damper Failure

On January 14, the licensee informed the inspectors that during SAVS
surveillance testing, a damper actuator failure prevented all four
system dampers from fully shifting from their bypass mode positions to
their filter mode positions. Initial evaluations identified that for
the short time period the SAVS dampers were incorrectly positioned, a
path was possibly created which could bypass the ventilation filters
under accident conditions. Following system testing and repairs, the
licensee found that a bypass flow path was not actually created. The
inspectors met with licensee engineers on several occasions to review
the test results and their evaluations. The inspectors also reviewed
the work history for the dampers and the design bases for the system.
The inspectors found that the tests and evaluations were properly
performed and maintenance activities were properly completed. The
inspectors concluded that the licensee appropriately resolved the
problem.

;

4.2 Containment Blowout Panels Review

On February 13, the inspectors identified that blowout panels on the
doors to SG and RCS loop cubicles and on the incore instrumentation
tunnel access were not in accordance with UFSAR descriptions.
Specifically, UFSAR sections 6.2.1.3.2.3 through 6.2.1.3.2.6 described
the cubicle doors as having blowout sheet metal panels fastened by six
sheet-metal screws to the frame of a locked wire grid door. The
sheet-metal screws were analyzed to allow the panels to blowout at five !

psid to relieve pressure and prevent cubicle wall failure during a DBA. )The inspectors found that the sheet metal was actually tack welded onto
the frames. Additionally, the UFSAR described the incore
instrumentation tunnel access area as having six blowout panels designed
to open at 0.25 psid to prevent lower reactor cavity overpressurization
during a DBA. The inspectors found that the six blowout panels
consisted of hinged doors with spring loaded release latches. The
blowout panels had been modified to include hinged hasps and locks. The
hasps and locks had been installed to prevent entry into a very high
radiation area. The locks defeated the function of the blowout panels
by preventing their opening at low differential pressure.

The inspectors informed the licensee concerning these findings and
walked down the areas with engineers. The licensee promptly initiated a
review of the findings to ascertain the significance and required I
corrective actions. Preliminary inspections and analysis for the Unit 1
SG and RCS loop cubicle doors indicated that even with the tack welds,
the panels would still fail before the design value of five psid was !
reached. Thus, the cubicle door blowout panel configuration was not a
significant safety concern. However, the locked incore instrumentation
tunnel blowout panels required further analysis for safety significance.

!

l
- _ - _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ ._
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-Both the inspectors and the licensee were concerned that a similar
condition existed on the operating unit, Unit 2. On February 14,
personnel entered the Unit 2 containment and removed the locks to
restore the incore instrumentation tunnel blowout panels to the
configuration assumed in the design bases.

The licensee continued with analyses to ascertain the safety
significance for the hasps and locks installed on the incore
instrumentation tunnel blowout panels. Tho inspectors met with
personnel on February 20 and at other times to review the results of the.
licensee's analyses. Engineers performed extensive testing on both'new
and actual hasps to ascertain the force required to break the hasps and
open the blowout panels. This testing demonstrated that approximately
two psid on the panels would break the hasps and open the panels. When
independently verifying the methodology used and the calculations, the
inspectors found two non-conservative errors in the calculations, and>

three psid was established by the inspectors as a more conservative
number. The licensee then analyzed the effects of the additional

1

pressure required for panel opening on incore instrumentation tunnel
pressurization during a DBA. The licensee obtained the services of the
architect and engineer for the facility to assist with the analysis and
obtained the results of the analysis on February 23. The results (using
an updated version nodal analysis computer code) demonstrated that peak |

pressures would remain less than assumed in the UFSAR for pressures up |

to four psid. The licensee concluded that the presence of the hasps and ;
locks on the blowout panels did not place the facility outside of the |design bases. After reviewing the analysis, the inspectors accepted the
licensee's conclusions.

The inspectors concluded that the licensee had modified the systems such i

that their operation was inconsistent with the original design bases i

assumptions. 10 CFR 50, Appendix B, Criterion III, as implemented by I

Operational Quality Assurance Program Topical Report VEP-1-5A, Updated
Fir.a1 Safety Analysis Report, section 17.2.3, Design Control, required
that measures be established to assure that applicable regulatory
requirements and the nuclear power station design bases are correctly
translated into the company specifications, drawings, procedures and
instructions applicable to modifications. Contrary to this requirement,
on February 13, 1996, it was identified that six blowout panels for both l
units' incore instrument tunnels had been modified by installing hasps '

and locks without appropriate design controls. Additionally, several
containment cubicle door panels had been modified by tack welding their
sheet metal covers. These modifications were not reviewed prior to
installation to assure their compliance with design bases assumptions
contained in the UFSAR, sections 6.2.1.3.2.3 and 6.2.1.3.2.5, and
existed for an extended time period during past operating cycles. This
was' identified as Violation 50-338, 339/96-01-02, Unreviewed
Modifications to Containment Blowout Panels.

,. - , , - -- . . . . - , . - _. - ,
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4.3 Spent Fuel Pool Cooling Design Basis ;

Previously the inspectors reviewed the licensee's compliance with UFSAR
descriptions for SFP systems and operations (NRC Inspection Report Nos. 1

50-338/95-20 and 50-339/95-20). During this inspection period, the
inspectors observed similar evaluations in response to NRC Information
Notice 95-54, Decay Heat Management Practices During Refueling Outages.
The reviews determined that full core off-load practices might be
inconsistent with the facility's current licensing basis and design
assumptions for SFP cooling. Specifically, a review of the NRC SER for
a past SFP rerack project found that the SER was based on a 140*F design
limit for temperature in the SFP following a normal (full core)
off-load. The licensee identified that without modifying SFP cooling
support systems (CC and SW) design requirements, the potential might
have existed to exceed this 140*F basis. DR N-96-203 was initiated, and
corrective actions were taken prior to commencing refueling operations
for the Unit 1 outage. The licensee evaluated system operation and
placed administrative controls to limit CC operating temperatures which
ensured that the 140*F limit could not be exceeded. A UFSAR change was
initiated to clarify the design basis for the SFP cooling and supporting
systems. An accompanying safety evaluation was prepared and approved by
the SNSOC. Additionally, the licensee reviewed past system operations
and determined that SFP temperature during full core off-loads had never
actually exceeded 110*F. The inspectors' final review of this issue
will be done in conjunction with the closeout of URI 50-338,
339/95-20-03.

4.4 Manipulator Crane Temporary Modification

On February 17, the Unit 1 manipulator crane auxiliary hoist motor
failed during control rod unlatching operations. The hoist was
temporarily replaced with a spare reactor head hoist. The inspectors
reviewed the temporary modification package (N1-1626) after the
modification was completed. UFSAR section 9.1.4.4.4 and TS LC0 3.9.6
both provided requirements for the auxiliary hoist. The inspectors
found that the temporary modification package addressed all UFSAR and TS
requirements, contained an appropriate safety evaluation, and had been
approved by the SNSOC. Additionally, auxiliary hoist retest and TS
surveillance requirements were documented as being properly completed
prior to use of the spare reactor head hoist. The inspectors concluded
that the modification was properly controlled administratively and
addressed UFSAR and TS requirements.

4.5 Eddy Current Examinations of Unit 1 Reactor Vessel Head Penetrations

4.5.1 Inspection Scope

Although there were no specific surface or volumetric examination
requirements in the ASME Code, Section XI, to examine the reactor vessel
closure head penetrations welds, several inspections at pressurized
water reactors have shown the presence of PWSCC in some reactor vessel
closure head alloy 600 penetration tubes. This phenomenon has been
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i followed closely by NRC, NEI, EPRI, and the pressurized water reactor
| owners groups. As a result of a reassessment performed by the WOG, some

1
: of the penetrations tubes at North Anna were found to be from material '

heats that were highly susceptible to the cracking mechanism.

The NRC stated, in an SER enclosure to a letter dated February 5, 1996,
from D. Matthews to J. O'Hanlon, that the NRC had concluded that the i

vessel head penetration cracking was not a current significant safety 4

| issue based on the following: 1) the cracks would be predominately
| axial in orientation; 2) the cracks would result in detectable leakage

before catastrophic failure; and 3) the leakage would be detected during'

visual examinations performed as part of surveillance walkdowns before;

| significant damage would occur to the reactor vessel head. As a 1

; precautionary measure, based on a potential economic risk, the licensee
' planned to perform a limited EC inspection of the three outer rings of

penetrations (20) consisting of 16 locations with thermal sleeves and
! four thermocouple (non-sleeved) locations during the spring 1996

,

refueling outage of North Anna Unit 1. In addition to the EC |

examinations, the licensee also planned to perform replication of 12 '

,

| accessible penetrations to obtain grain boundary information. The I
results of both inspection methods were planned to be used to refine the
WOG guidelines for reactor vessel head penetration tube cracking and to

,

| determine the necessity for similar inspection activities in the future |
'

at North Anna.

The inspectors reviewed Westinghouse procedures NSD-ES-95-651, Reactor
| Vessel Head Penetration Inspection and Repair Decision Analysis Logic
| Instruction, revision 2; EN 2.4.1/ Gen-4, Eddy Current Examination

Procedure, revision 0; WCAP-14552, Structural Integrity Evaluation ofi

Reactor Vessel Upper Head Penetrations to Support Continued Operation,
revision 1 (Table 6.1 of this document contained the acceptance criteria
for the reactor vessel head penetrations); the licensee's letter datedi

| November 22, 1995, which raquested relief to use an alternate weld
repair technique; and the ARC's letter dated February 5, 1996, which
contained SERs for approving the alternate weld repair technique

j delineated in WCAP-14519 and WOG Program Report (MUHP-50179).
|

In addition, EC data acquisition activities including calibrations were
observed, examiner qualification records were reviewed, and EC
examination data for each of the 20 penetrations that the licensee
attempted to examine were reviewed.

4.5.2 Observations and Findings

The inspectors found the EC examination procedure to be adequate and
. approved by the licensee. The inspectors' observation of the
' examination activities revealed that every attempt had been made to

obtain coverage of the inspection area. The installation of a spacer
bar above the penetration weld prevented adequate examination coverage
of the inspection zone above the weld, prevented the thermal sleeve from
moving, and resulted in insufficient clearances between some of the

| thermal sleeves and the penetrations. This prevented complete coverage

:
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of the inspection zone on a significant number of penetrations. The
inspectors estimated that the following percentage of examination

,

coverage was obtained:
!

Row 13 No. of Penetrations Percentaae of Coveraae

1 0%
1 10%
5 50%
1 70%

Row 12 No. of Penetrations Percentaae of Coveraae
1

1 70%
1 80%
1 85%
1 90%

Row 11 No. of Penetrations Percentaae of Coveraae
i

4 100% |

3 10-20%
1 50%

The inspectors reviewed the examination data obtained for each of the 20
i

penetrations and only had one concern about the evaluation on '

penetration number 60. This penetration had an aggregation of
indications on both the low side of the penetration and the high side of
the penetration below the weld. Previous crack indications at other
utilities had been detected in this area. The Westinghouse analyst
evaluated the sicnals as having the attributes of a magnetic deposit on
or near the surface of the material. The nature, position and size of
these indicatiors suggested to the analyst that they could be due to a
former machining process of the surface in this location. The
inspectors expressed concern about the evaluation of this penetration to
the licensee. The licensee had their Level III Eddy Current Examiner |
review the data. The Virginia Power Level III evaluated the data
identically to the Westinghouse examiner. The inspectors suggested that'

the licensee ultrasonically examine the penetration if the examiners had
any reservation in their evaluations. The licensee stated that this was
not necessary because both examiners were completely satisfied with
their analysis.

Wording in the NRC SE for the WOG Program Report (MUHP-5017) indicated
! that eddy current examiners who analyze examination data for vessel head
' penetrations were required to be qualified at the EPRI. Discussions

with the Westinghouse analyst revealed that the detection ability of the
Westinghouse eddy current procedure had been demonstrated on the vessel
head penetration mockup at EPRI. But the Westinghouse eddy current,

analyst at North Anna had not been qualified at EPRI. One of the !

analysts at North Anna had been part of the procedure demonstration, but'

he was not an analyst at the time. The inspectors discussed the EPRI,

|

. _ _ _
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qualification matter, as well as, the limited inspection coverage with
no addition sample expansion with the appropriate NRR staff on
February 22, 1996. The inspectors were informed that there was no
commitment by the licensee or a requirement that the eddy current
examiners had to be qualified at EPRI on the head penetration mockup.
In addition, since the licensee had voluntarily examined the vessel head
penetrations, and based on "their best effort" and the fact that no
crack indications were found, expansion of the sample of penetrations
was not necessary. The inspectors' review of the Westinghouse examiners
certifications revealed that they were satisfactory.

With regard to the licensee's replication efforts, replicas were
performed on nine accessible penetrations prior to this inspection and,
at the conclusion of the inspection, no data had been obtained by the
licensee on the replication examination results.

4.6 Close Out Issues

The following previous inspection items were reviewed and closed. The ;

licensee's actions in response to the violations were reviewed to
'

establish that corrective actions had been completed and that programs
and practices had been strengthened to prevent recurrence.

4.6.1 (Closed) VIO 50-338/95-04-02: Inadequate Engineering Evaluation

This violation involved an inadequate engineering evaluation following a
pressurizer cooldown and heatup transient greater than that allowed by
TS. The licensee contracted the vendor to perform both qualitative and
quantitative analyses which concluded that the transient did not
adversely affect the structural integrity of the pressurizer. Also,
station operating procedures associated with heatup and/or cooldown were
revised to include a precaution to warn against such an event. Further,
the safety injection functional test procedures for both units were
revised to prevent a letdown isolation during the test performance.
Other actions, which were not yet completed but were being tracked by j
the licensee's CTS, included: reviewing a WOG study on insurge and
outsurge thermal transients for applicability to North Anna, and
revising administrative procedures to require test briefings to include
a discussion on whether the test can cause a pressurizer insurge or
outsurge transient.

The inspectors concluded that the licensee's response dated June 8,
1995, and corrective actions were appropriate and had been adequately
implemented.

4.6.2 (Closed) VIO 50-338, 339/95-11-02: Inadequate Ultrasonic Examination of |
ISI SG Welds |

This violation was first identified as URI 50-338, 339/94-23-01 and
involved observations by inspectors where ISI ultrasonic examiners had
set up their calibrations for a Unit 1 SG weld based on the material
thicknesses given on an isometric drawing. The examiners found,

- - _ _ _ _ - - - _
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however, that the actual component thickness was thicker than the
dimensions given on the drawing and would have precluded the proper
examination coverage of the weld and base material. A review of base ;
line ultrasonic data for this weld did not indicate any thickness,

! deviation. The inspectors expressed concern over the credibility of
earlier examinations performed on this and corresponding welds in other :

Unit I and 2 steam generators based on this material thickness j

deviation.

l The unresolved item was closed in NRC Inspection Report Nos.
50-338/95-11 and 50-339/95-11 and upgraded to a violation when the
licensee's review of the inspectors' concerns revealed that welds would |

have to be re-examined on Unit 1 based on the incorrect material ||

thicknesses given in the isometric drawings. Unit 2 also had welds that |
'

had to be re-examined based on ISI examiners' failure to follow I

procedure during calibration of the UT instrument which resulted in
calibrations that would not obtain proper weld coverage. The licensee's

,

corrective actions for Unit 2 were verified and reported satisfactory in
| NRC Inspection Report Nos. 50-338/95-11 and 50-339/95-11.

During the present Unit 1 outage, the inspectors reviewed the licensee's
,

! re-examination data for weld eight on the A SG and welds eight and ten l
on the C SG. The inspectors found the data to be satisfactory. 1

However, the inspectors did find that two of the welds to be re-examined
had been incorrectly identified in NRC Inspection Report Nos.
50-338/95-11 and 50-339/95-11. This difference had also been discovered
by the licensee and documented in a Memo from P. J. Naughton to H. L.

i
| Travis on October 17, 1995.

The inspectors concluded that the licensee's response dated August 10,
1995, and enrrective actions were appropriate and had been adequately

; implemented.

One violation was identified.

5.0 PLANT SUPPORT (71750, 84750, 86750, 92904) |

Plant support activities were observed and reviewed to ensure that
programs were implemented in conformance with facility policies and
procedures and in compliance with regulatory requirements. Activities

i reviewed included radiological controls, physical security, and fire
' protection.

| 5.1 Radioactive Effluent Monitoring Instrumentation
i

| A walkdown of the process and effluent monitoring system found several
; material condition problems. The electrical connections for the source
' checks were found to be bent, indicating that heavy loads had been

placed on top of the connectors. Several of the electrical supply wires
.

were not held in place at the strain relief clamp by outer protective'

jacket insulation. The aluminum housing for the radioactive source
electrical connections were missing set screws, and several were loose.,

I

l
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The licensee immediately prepared work requests to correct the material
conditions found. The inspectors reviewed selected work request logs
and interviewed licensee personnel. Spare parts for the installed
system were becoming increasingly more difficult to procure. Based on
the log reviews and interviews with licensee personnel, the inspectors ,

concluded that process and effluent monitors 1-RM-VG-101, -102, -103,
-104, -159, -160, and 2-RM-VG-259, -260 had a high maintenance history.

;
,

'TS 6.8.4.d requires that a program be established, implemented, and
maintained to ensure the capability to obtain and analyze, under ;

accident conditions, reactor coolant. This system was described in
UFSAR Chapter 9.3.2.2. The inspectors witnessed the performance of
0-PT-200.2, High Radiation Sampling System Instrumentation Calibration
Verification, revision 3. This procedure was performed weekly and
provided training, as well as, ensuring that the Post Accident Samplina
System equipment remained functional. The inspectors noted that the
equipment performed as required and the procedure was completed
satisfactorily. No items of concern were noted.

5.2 Radiological Effluent Release Report and Environmental Monitoring
Program !

1

TS 6.9.1.9 requires the licensee to submit an Annual Radiological !

Effluent Release Report within specified time periods covering the
operation of the facility during the previous year. This report was due
by May 1 of the following year. The Radiological Effluent Report for
1994, dated April 20, 1995, reported the total body dose due to liquid
effluents was 3.95E-01 mrem, which was approximately 6.58 percent of the
dose limit, and the critical organ (liver) dose due to liquid effluents
was 4.21E-01 mrem, which was 2.1 percent of the dose limit. The air
dose due to noble gases was 4.01E-02 mrad gamma, which was approximately
0.2 percent of the annual gamma dose limit, and 1.62E-02 mrad beta,
which was 0.04 percent.of the annual beta dose limit. The critical
organ dose for I-131, I-133, H-3, and particulates with half-lives
greater than 8 days was 2.38E-02 mrem, which was 0.08 percent of the
annual dose limit. There were no major changes to radioactive liquid,
gaseous,.and solid waste treatment systems during the reporting period ;

(January 1 - December 31, 1994). For 1994, North Anna liquid, gaseous, '

and particulates were maintained well below TS,10 CFR 20, and 10 CFR 50
effluent requirements. The inspectors reviewed the data from the report
and determined that the dose consequences to the maximum exposed member
of the public in an unrestricted area were negligible and consistent
with values reported in previous reports.

TS 6.9.1.8 requires that Annual Radiological Environmental Operating
Report be submitted prior to May 1 of the following year. The Annual
Radiological Environmental Operating Report (1994) was submitted on
April 19, 1995. The data for liquid and gaseous effluents released from
the site concluded that the calculated radiological dose to a
hypothetical individual located at the site boundary was 0.44 mrem. The
radiological environmental data indicated that plant operations had no
significant impact on the environment or public health and safety. The

.- . - - . - . .. - --- .-
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inspectors determined that the calculated dose was similar to values
reported in previous annual reports and a small percentage of natural

j background doses.
; i
| The inspectors reviewed the licensee's documentation and dose

'

! calculation for an unplanned gaseous release from a Primary Drain
1

i Transfer Tank on March 27, 1995. These calculations were performed
i using HP-3010.0, Unplanned Gaseous Release to Unrestricted Area
| Worksheet, revision 1. The calculated total body dose was

1.56 mrem / year which was approximately 0.3 percent of the TS limit. An
independent calculation by the inspectors verified the licensee's dose
calculation.;

! 5.3 Solid Radioactive Waste Management and Transportation of Radioactive
L Materials

| The inspectors witnessed the closeout activities associated with the !

; performance of 0-MCM-0603-01, Removal and Installation of Reactor |
| Coolant Filters (1-CH-FL-2 and 2-CH-FL-2), revision 2. The reactor |

| coolant six micron filter was removed in preparation for the unit '

refueling outage. No problems were observed.

The inspectors observed the activities associated with the transfer of
| dewatered bead resins. The work activities were performed using

0-0P-20.6, Dewatering Chem-Nuclear 14-215 or Smaller Liners Containing
Bead Resin or Activated Carbon, revision 2. The transfer and closeout
activities were performed with no problems noted.

10 CFR 20.2001 states the requirement for disposal of licensed material.
The inspectors reviewed the licensee's activities associated with
DR N-96-0030, dated January 5, 1996. The event involved the detection of
Co-60 at a concentration of 1.6E-8 pCi/ml in the B waste sludge tank.
This value was verified with a resample. The sludge was counted to'

environmental levels using HP-1032.070, Radiological Surveys for
Releasing Oil, Sewage, and Other Bulk Materials,- revision 1. The
probable cause was stated as reconcentration of runoff into septic tanks
and personnel washing undetected levels of radioactivity into the
sanitary system. The sludge was placed on drying beds and the material
packaged and disposed of as radioactive material. In an' attempt to find
the source of the material in the sludge, runoff into the septic tank
located between the Maintenance Building and Unit 1 Reactor Water
Storage Tank was collected and counted to environmental levels
(approximately 1 hour and 15 minutes). No licensed material was
detected. The inspectors determined that the material was disposed of
as required by regulations.

10 CFR 71.5 requires that a licensee who transports licensed material
outside the confines of its plant to comply with the applicable
requirements of the Department of Transportation regulations
49 CFR 170 through 49 CFR 189.

!

|

, . - - -



le .. ,

I

19

The inspectors observed the activities associated with the preparation i
of shipping papers, QA/QC checks, training of health physics
technicians, and radiological surveys associated with radioactive waste
shipment 96-0001. The shipment consisted of 8200 pounds of dewatered

i

bead resins and 4 pCi of Ra-226 fire detector sources. The inspectors
,

verified the approval for acceptance of the four sealed socces of
|Ra-226 by the South Carolina Department of Health and Enviro mental
,

Control. The approval was dated October 30, 1995. The inspectors
verified the requirements and conditions of Certificate of Compliance
No. 9176, revision 10, dated May 20, 1993. The inspectors verified that
the annual inspection had been performed, that the primary and secondary
lid gaskets were installed, and that an acceptable leak test had been
performed. This certification was dated January 17, 1996. i

The inspectors verified that the licensee met the applicable regulatory
requirements for waste shipment 96-0001 [10 CFR 20.2006, 10 CFR 71.5, ;

49 CFR 172.203(d)(i), 49 CFR 172.604(a)(1)(3) and 49 CFR 172.602]. <

5.4 Close Out Issues

The following previous inspection items were reviewed and closed.

5.4.1 (Closed) IFI 50-338, 339/94-05-02: Evaluate Fire Protection
Surveillance Review Results i

The inspectors reviewed the plants' original TS fire protection
surveillance requirements against the existing TRM surveillance
requirements. Overall, the original TS requirements were found to be
properly incorporated into the existing TRM. Several differences were.

identified by inspectors, and the licensee provided adequate SEs and
,

UFSAR change documentation to support these differences..

The inspectors also reviewed the study results which had been
permanently incorporated into surveillance documentation as Volume _7 to"

the STRIP Manual. Two major deficiencies had been previously identified
arid reported to the NRC by a special report letter dated April 6,1994. |

The inspectors previously reviewed these deficiencies and associated
corrective actions as described in NRC Inspection Report Nos.
50-338/94-05 and 50-339/94-05. The inspectors additionally reviewed
approximately one-half of the surveillance review items and found that
numerous minor procedural deficiencies had been identified. For these
deficiencies, surveillance procedure improvements or additional reviews
had been initiated. !

!
Overall, the inspectors concluded that the fire protection surveillance
review initiative was comprehensive, provided good results, and
contributed to an improvement in plant safety. The program was
considered a strength.

.
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5.4.2 (Closed) URI 50-338, 339/94-27-01: Capability to Analyze pH of
| Post-Accident Grab Sample

This URI will be closed based on review of the files and licensee
i correspondence associated with this item. The capability to analyze a

North Anna post-accident grab sample was available at Surry as a
back-up. A contract for Babcock and Wilcox services was in place at
Surry and was supplemented explicitly for North Anna on October 16,

; 1995. Health Physics Procedures were in place for the storage and
transportation of these samples.

No violations or deviations were identified.

6.0 Other NRC Personnel on Site

On February 9, the NRC Chairman, Dr. S. A. Jackson, visited the site.
Dr. Jackson toured the plant, met with licensee management and the
inspectors to discuss plant status and current issues at the facility
and held a press conference with media personnel and local officials.

| Dr. Jackson was accompanied by members of her staff and the Regional
| Administrator, Mr. S. D. Ebneter. Mr. Ebneter also met with licensee
; management and attended an interim exit meeting for several inspection
'

activities discussed in this report.

On February 20 and 21, the NRC Branch Chief, Mr. G. A. Belisle visited
the site. Mr. Belisle toured the plant and met with licensee management

|
and the inspectors to discuss plant status and current issues at the

j facility.

i \

| 7.0 Review of UFSAR Commitments
'

: i

A recent discovery of a licensee operating their facility in a manner
'

| contrary to the UFSAR description highlighted the need for a special |
! focused review that compared plant practices, procedures and/or 1

parameters to the UFSAR description. During a portion of the inspection l
Iperiod (February 1 - 24), the inspectors reviewed the applicable

portions of the UFSAR that related to the areas inspected. The
following inconsistencies were noted between the wording of the UFSAR

| and the plant practices, procedures and/or parameters:

- On February 6, the inspectors noted that RP system piping and
components were not classified as safety-related and were not

| listed as being Seismic Class 1 as described in the UFSAR,
.

i Chapter 6. Although RP system use to purify the j
| seismically-qualified RWST was discussed in the UFSAR, it was not
I clear that placing the RP system on the RWST was allowed with a I

unit at power. Additionally, the RP system was being used for
RWST temperature control, but no mention was made in the UFSAR i
about such a function. The inspectors' conclusions concerning j

this inconsistency are discussed in paragraph 2.2.

.
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- On February 7, the inspectors identified that the UFSAR Chapter
11.4, Process and Effluent Radiation Monitoring System, page
11.4-11, stated that the process vent monitors were electrically
powered from emergency (diesel-backed) bus, 480 vac power panel
1H1-1. This was inconsistent with the actual power supply which
could be panel 1H1-4 or alternate supply panel 1J1-1. The
inspectors found, at the time of the inspection, that the supply
was from the alternate supply. The licensee informed the
inspectors that the inconsistency would be corrected by accurately
describing the electrical supply including the alternate supply in
the next UFSAR update. This inconsistency was minor, and no
additional documentation is contained in this report.

- On February 13, while reviewing containment features discussed in
UFSAR chapter 6.2.1.3.2, the inspectors identified that the
configuration of containment blowout panels was not the same as
discussed in the UFSAR. The inspectors' conclusions concerning
this inconsistency are discussed in paragraph 4.2.

- On February 14, while reviewing UFSAR Chapter 8, the inspectors
identified that page 8.3-21a, revision 16, described how the EDG's
ability to carry its emergency loads was to be periodically
tested, but page 8.3-22, revision 23, also addressed this same
topic with the specific testing technique deleted. The testing
currently performed was not in accordance with the description on
page 8.3-21a. The licensee reviewed the item and determined that
page 8.3-21a should have been deleted when revision 23 was issued.
This administrative oversight was documented on DR N-96-0273, and
UFSAR change request FN 96-013 was initiated to correct the page.
This inconsistency was minor, and no additional documentation is
contained in this report.

- On February 14, while using UFSAR controlled copy number 38, the
inspectors noted that the material was not the same as that
contained in the NRC Resident Inspector Office UFSAR copy. -UFSAR
copy number 38 was located in the Engineering / Nuclear Safety and
L;icensing library. The errors were in Volume XII and were
aqsociated with UFSAR revision 23, dated October 1993. For
example, UFSAR copy number 38, Chapter 8, contained original pages
8.3-3, -4, -20, -22, and -24; page 8.3-7 dated 6/85; revision 15
pages 8.3-12 and -12a; revision 16 pages 8.3-16, -21a and -23; and
revision 19 pages 8.3-6 and -11. The latest revision for these
pages should have been revision 23. This was discussed with
licensing and engineering personnel, and DR N-96-0273 was
originated to address this administrative error in maintaining the
UFSAR current. The licensee found that Volume XII of UFSAR copy
number 38 was not marked as copy number 38. At some time in the
past, probably when the Engineering and Nuclear Safety and
Licensing libraries were combined, Volume XII copies were mixed
and the official Volume XII copy number 38 was discarded. The
licensee reviewed Volume XII against the list of effective pages
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and made corrections. This inconsistency was minor, and no
additional documentation is contained in this report. i

i

- Throughout the inspection period, the inspectors continued to ;

follow the-licensee's resolution of inconsistencies between i

current practices for handling and storing spent fuel and the |

descriptions contained in UFSAR Chapter 9.1.3. Identification of
these inconsistencies came as a result of previous inspectors
reviews (NRC Inspection Report Nos. 50-338/95-20 and 50-339/95-20)
and the licensee's response to NRC Information Notice 95-54. The
inspectors conclusions concerning this inconsistency are discussed
in paragraph 4.3.

8.0 EXIT

The inspection scope and findings were summarized on March 4, 1996, by
R. D. McWhorter with those persons indicated by an asterisk in
paragraph 1. Interim exits were conducted on February 9, 16, and 23.
The inspectors described the areas inspected and discussed in detail the

'

inspection results. A listing of inspection findings is provided.
Proprietary information is not contained in this report. Dissenting |
comments were not received from the licensee. !

Iygg Item Number Status Description and Reference !

IFI 50-338, 339/94-05-02 Closed Evaluate Fire Protection !

Surveillance Review Results
(paragraph 5.4.1) ;

URI 50-338, 339/94-27-01 Closed Capability to Analyze pH of ,

Post-Accident Grab Sample l
(paragraph 5.4.2) i

VIO 50-338/95-04-02 Closed Inadequate Engineering
Evaluation (paragraph 4.6.1)

.VIO 50-338,339/95-11-02 Closed Inadequate Ultrasonic
Examination of ISI SG Welds
(paragraph 4.6.2)

NCV 50-338/96-01-01 Closed Failure to Follow Procedures
With Two Examples
(paragraphs 2.4 and 3.4)

VIO 50-338, 339/96-01-02 Open Unreviewed Modifications to
Containment Blowout Panels
(paragraph 4.2)

9.0 ACRONYMS

AFW AUXILIARY FEEDWATER
ASME AMERICAN SOCIETY OF MECHANICAL ENGINEERS

_. ._. _ _ _ _ __ _ . . _
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CC COMPONENT COOLING<

CFR CODE OF FEDERAL REGULATIONS
CTS COMMITMENT TRACKING SYSTEM

, DBA DESIGN BASIS ACCIDENT
DCP DESIGN CHANGE PACKAGE
DR DEVIATION REPORT

| EC EDDY CURRENT
i EDG EMERGENCY DIESEL GENERATOR

EPRI ELECTRICAL POWER RESEARCH INSTITUTE;

| EQ ENVIRONMENTAL QUALIFICATIONS
| ESF ENGINEERED SAFETY FEATURE
'

F FAHRENHEIT

| HHSI HIGH HEAD SAFETY INJECTION
| IFI INSPECTION FOLLOW-UP ITEM
! ISI INSERVICE INSPECTION

LCO- LIMITING CONDITION FOR OPERATION,

| LHSI LOW HEAD SAFETY INJECTION
i

| MFW MAIN FEEDWATER i
MOV MOTOR OPERATED VALVE
mrad MILLIRAD
mrem MILLIREM
NCV NON-CITED VIOLATION !

NDE NON-DESTRUCTIVE EXAMINATION
t NDT NON-DESTRUCTIVE TESTING
| NEI NUCLEAR ENERGY INSTITUTE

NO. NUMBER
I NRC NUCLEAR REGULATORY COMMISSION

NRR OFFICE OF NUCLEAR REACTOR REGULATION
0ATC OPERATOR AT THE CONTROLS
PDR PUBLIC DOCUMENT ROOM
psid POUNDS PER SQUARE INCH DIFFERENTIAL I

PWSCC PRIMARY WATER STRESS CORR 0SION CRACKING l

QA QUALITY ASSURANCE
QC QUALITY CONTROL

| RCP REACTOR COOLANT PUMP
RCS REACTOR COOLANT SYSTEM

i R0 REACTOR OPERATOR
RP REFUELING PURIFICATION
RWST REFUELING WATER STORAGE TANKi

'

SAVS SAFEGUARDS AREA VENTILATION SYSTEM
SE SAFETY EVALUATION
SER SAFETY EVALUATION REPORT
SFP SPENT FUEL POOL|

l SG STEAM GENERATOR
SNSOC STATION NUCLEAR SAFETY AND OPERATING COMMITTEE
SSPS SOLID STATE PROTECTION SYSTEM
STA SHIFT TECHNICAL ADVISOR|-
STRIP SURVEILLANCE AND TESTING REQUIREMENTS IMPLEMENTATION PROGRAM
SW SERVICE WATER

j TRM TECHNICAL REQUIREMENTS MANUAL
TS TECHNICAL SPECIFICATION
TSC TECHNICAL SUPPGPT CENTER,
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pCi/ml MICRO-CURIE PER MILLILITER
URI UNRESOLVED ITEM
UFSAR UPDATED FINAL SAFETY ANALYSIS REPORT
UT ULTRASONIC TESTING
vac VOLTS ALTERNATING CURRENT
VIO VIOLATION
V0TES VALVE OPERATION TEST AND EVALUATION SYSTEM
VPAP VIRGINIA POWER ADMINISTRATIVE PROCEDURE
W0 WORK ORDER
WOG WESTINGHOUSE OWNERS' GROUP

,

|
!

i

,


