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The Unit 2 isnlation boundary for the component cooling water line to the
instrument air cooler was not properly defined for hold card installation,
(Section 6.4)

Two industrial safety concerns were identified: (1) 1ifting the Unit 1
service water pump over a )ift path which included an oxyacetylene compressed
gas cylinder, and (2) inattention to detail regarding the completion of a
confined space permit. (Section 4.4)

No method existed for determining operability of the offsite power supply for
the situation where the design calculations relied upon the availability of
the capacitor banks to adequately meet the design criteria and the capacitor
bank was unavailable for service. After further discussions, the licensee
agreed that in situations such as peak loading, when the capacitor banks could
be relicd upon to provide adequate offsite power, an operability determination
needs to be made w:on efther capacitcr bank is unavailable for service. The
licensee planned to view the capacitor banks as support equipment in the
future and initiate a condition report for the purpose of making an
operability determination. (Section 6.3)

The contamination control program for potentially contaminated areas 8 feet
above the floor was not as conservative as the contamination control program
for potentially contaminated areas at ground level. (Section 6.2)
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Maintenance fur the circuit was planned during Refueling Outage 1R11. The
inspector confirmed that the procedure incurporated provisions to ensure that
the annunciat: +»»uld be repaired. The inspector agreed with the assessment
and ~onclude« icensee actions were acceptable.

3.4 > pile Island Action Plan Requirement Followup (Temporary
ans *uction 2 36:-@

2.4.1 (Closed) Unit 2 Three Mile Island Action Item 11.G.1, "Power Supplies
=» P-agcurizer Relief Valves, Block Valves and Level Indications"

Wb v T1.6.1 13entified the ncad for providing vital po>- = to

gres indicat ens. The Unit . design does not include _ower

0p ‘e «ar relief valves or block vaives which were also addressed
ir thic no m.

The inspect eaviewed clectrical drawings aud the Final Safety Analysis
Report "' that the pressurizer leve! indications were capable of beinc
supplied - aer the offsite power source or the emergency power source

when offsite . »r was not available. ine Final Safety Analysis Report .tated
‘hat two channe . of prossurizer level indication were powered from a Ciass 1E
puwer s ply. The Ticensee stated that Pressurizer Level

‘nd. - ars 2L1-4627-]1 and 2L1-4627-2B were the indicators for the chanrels.

Bas 'd on the inspectors’ review, the licensee has addressed Three Mile Island
Act on Item I1.G.1 for Unit 2. This item is closed.

¢. MONTHLY MAINTT'IANCE OBSERVATION (62703)

Station maintenance act® itiec €or the safety-related systems and components
listed below were obsc, t. -scertain that thev were conducted in accordance
with approver . ocedures, .egulatory guides, and 'ndustry codes or standards,
and in confo 7+ace with the Technical Specifications.

4.1 Unit 2 - Repair of voarging Pimp 2P36B_(Job Order (J0) No. 869939)

On June ' the insLector observed performance of - portion of approved
Procedure /402.032, Revision 16, "Unit 2 Mechenical Cnarging Pumns." The
maintenance activity obs2 'ved was plunger replacemert and r2packing. The
systeim was verified to be isclated and hold carded in accc:dance with Station
Administrative Procedure 1000.27, Revision 16, "Hoid and Caution Card
Contrul." The inspector verified Category E valves listed in the Category E
Log Index were in the correct ~osition. The inspector noted qualified workers
demuustrating appropriate as low as reasonably achievahle (ALARA) practices
and using calibrated measuring and test equipment (M&TE) during performance of
the job. The inspector verified that plungers and packine were installed in
acrordance with Prc.edure 2402.03¢ Qua’ity control personnel verified system
cleanliness accountability and torquing sequence. T'e inspector observed a
portion of <ystem restoration in accordance with the procedur: and did not




observe any operator errors. The licensee stated that the pump passed the
required postmaintenance testing.

4.2 Unit 1 - Repair of Fuel Handling Ventilation Area Monitor RX-9830
(JO No, 872155)

On June 1, the licensee entered a 30-day action statement per Technical
Specification 3.5.7.3 due to inoperability of Fuel Handling Ventilation Area
Monitor RX-9830. The inspector observed a portion of the ma ' “enance activity
to restore the monitor to operable servi:e in accordance with

Procedure :304.139, Revision 11, "Calibration of Fuel Handling Monitor RX-9830
(SPING-03)." The inspector verified that calibrated equipment was used to
troubleshoot and repair the monitor and that shift supervisor approval was
obtained prior to working the job. The licensee stated that a faulty flow
transmitter and power supply rendered the monitor inoperable. The licensee
stated that the system was restored to operable status, and Technical
Specification 3.5.7.3 limiting condition for operation was exited on June 6.
The inspector concluded repair of SPING-03 was effectively performed well
within Technical Specification allowed tima.

4.3 Unit 1 - Senm.annual Inspection of Diesel Fire Pump Engine K-5
{JO No. 87030

On June 3, the inspector observed the licensee perform a semiannual inspection
and preventive maintenance of Engine K-5 for Diesel Fire Pump P6B. A
maintenance crew performed the inspection in accordance with

Procedure 1306.27, Revision 10, "Unit 1 K-5 Diesel Fire rvump Engire
Surveillance Inspection."

Required :solation and hold carding of the fire pump’s discharge valves ard
diesel day tank supply valves were executed correctly as were lifting and hold
carding of the battery bank leads. The engine oil was sampled, drained, and
replaced with the correct subsiitute. In addition, engine 0il was inspected
for contamination by metallic particles or moisture intrusion.

brocedure 1306.27 had sufficient guidance for determining if oil degradaticn
had occurr2d. M&TE used for the work had been calibrated within the required
calibration period. The associated work package had the required quality
control and supervisory approvals.

During the inspector’s review, the licensee identified significant leakage
from the diesel fire pump engine water pump casket. A job request was
initrated to correct the degradation prior to returning Diesel Fire Pump P6b
to service.

4.4 Unit 1 - Removal of Service Water Pump P4A (JO No. 872514, 87 '15)

On June 8, the licensee tagged out Service Water Pump P4/ for overhaul due to
identified Jdegraded pump hydraulic performance. Service Water Pumps P4B and
P4C were confirmed operable di ing performance of the job. Excellent security
measures were invoked while the missile shield and grating above the pump was
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removed. Guard: remained at their respective posts even during adverse
weather conditions.

The inspector observed two industrial safety concerns: (1) The service water
pump was lifted over a 1ift path whick included an oxyacetylene compressed gas
cylinder. Oxyacetylene was flammible. The inspectors brought this to the
attention of the .upervisor and the supervisor indicated that the incident
will be addressed at the next supervisory meeting. The inspector initiated a
Non-radiological Hazards Data Sheet in accordance with Regional Office Policy
Guide 0756, "Im lzmentation of Memorandum of Understanding Retween the NRC and
Occupational Safety and Health Administration (OSHA)." However, the licensee
contacted OSHA and they stated that no requirements were violated. The
licensee did concur during the exit meeting th t compressed ¢ cylinders need
to be handled with special care; (2) The confirzd crace entry — mit
initiation time was incorrectly logged. Further investigation rcveaied that
the expiration and initiation times were reversed. The initiation time was
also documented in the body cf the permit and confirmed that the workers were
not working unde, an expired permit.

The inspector concluded that, otherwise removal of the pump was well
coordinated and that no personnel errors weie identified.

The Ticensee stated that the pump was installed. Postmaintenance testing on
the rump indicated that the pump continued to operate below the limiting range
for o+ --ability based on baseline curve used for that pump. The licensee
cont i, ued to investigate potential root causes for degraded pump perfoimance.
One possibilitv considered was that the application of liquid metal in the
pump bowls for corrosion prevention over consecutive overhauls may have
contributed t- pump porformance gegradation. The licensee stated that one of
the pump bowls was sent to Kansas City for bench testing. C(onsecutive
applications of liquid n2tal to the pump bowls cou.d have gene ic implications
and, _herefore, will remain as an inspection followup item pen.ing the results
of the bench test. The review of the root cau.e evaluation will be tracked as
Inspection Followup Item 313/9209-02.

The lTicensee performed an oper pility determination on the wnstalled pump and
concluded that the i~stalled pump was operable provided that the lake
temperature remains b.low 88°F and tne emergency cocling pond remains below
94°F. Service water flow test data gathered during Refueling Outage IR10 was
corrected to aczount for a 10 percent reduction in pump performance per the
inservice testing limit. The correction was sufficient to account for the
shift in the baseline curve but did not account for error nr pump degradation.
With the restrictions on the lake and emergency cooling pond design maximum
temperature, sufficient cooling capacity would be provided by the service
water system. This restriction was implemented via a temporary change to
Procedure 1104.029, Supplement 1, "Service Water and Auxiliary Cooling
System.” A 3-week time limit was placed on the temporary change. The
licensee planned to replace the degraded pump with a rebuilt pump prior to the
expiration of the temporary change on July 6. The inspector concluded that
the assessment was acceptable.
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4.5 Unit 2 - Preventi
Recirculation Val

On June 17, the inspector observed performance of a portion of

Procedure 1412.001, Revision 4, "Preventive Maintenance of Limitorque MOV,"
for Mini-Recirculation Valve 2CV-5124-1. MOV is an acronym for motor-operated
valve. The inspector verified appropriate use of calibrated equipment for
megger checking the associated breaker and the use of qualified grease for
lubricating the MOV. Mechanics indicated that there were no abnormalities to
the MOV internals. The breaker was properly hold carded and the control room
pump handswitch was in pull-to-lock. The contrel room lug book and status
board indicated that the pump was inoperahle and listed the applicable
Technical Specification., Mechanics were very knowledgeable and conscientious
while performing the icb. Tne system was appropriately restored and the valve
passed the stroke test.

§.6 Summary of Findings

The inspector observed portions of several maintenance ictivities which were
performed well:

Unit 1 repair of the fuel handiing ventilation Radiation Monitor KX9830
(SPING-03).

Unit 1 semiannual diesel fire pump engine inspection.

Unit 2 preventive maintenance on a low-pressure safety injection mini
recirculation valve.

Two industrial safety concerns were identified: (1) lifting the Unit |
service water pump over a 1ift path which included an oxyacetylene compressed
gas cylinder, and (2) inattention to detail regarding the completion of
confined space permit.

5. BIMONTHLY SURV.[.LANCE OBSERVATION (61728)

The inspectors observed the Technical Specification required surveillance
testing on the systems and components " istea below and verified that testing
was perftormed i accordance with Techr:cal Specifications and the licensee’s
implementing procedures.

5.1 Unit 2 - Monthly Surveillance Testing uf Emergency Diesel Seneratcr 2DGI
(JO No. 569241)

On May 13, the inspector observed the performance of a portion of

Procedure 2104.036, Revision 34, “Emergency Diesel Generator Operations,”
Supplement 1, "20GI Monthly Test." The auxiliary operator’s logs were
verified for accuracy of recording diesel generator operating parameters for
pressure and temperature. The control room operator’s logs reflected
emergency diesel generator inoperability during the performance of the
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required steps when the emergency diesel generator was declared inoperable.

No discrepancies were noted in either the auxiliary or control room operator’s
logs. The licensee stated that the emergency diesel generator passed the
surveillance,

5.2 Unit 2 - Moderator Temperature Coefficient Test at Power

On May 23, the inspector observed the preparation for the conduct of

Procedure 2302.009, Revision 16, "Moderator Temperature Coefficient at Power.”
The licensee lowered power to 95 percent and achieved equilibrium xenon ard
equilibrium boron prior to commencing the test. A crew brief was conducted
with the test performers. No problems were identified.

5.3 Unit 2 - Monthly Surveiliance Testing of Emerqency Diesel Generator 2DGl
(JO No. 870930)

On May 27, the inspector witnessed a portion of Emergency Diesel

Generator 2DG1 Surveillance in accordance with approved Prccedure 2104.036,
Revision 36, "Emergency Diesel Generator Operations." Prior to emergency
diesel generator startup, Step 2.15 of the procedure required the auxiliary
operator to determine which aiy system was to be tested by the engine start.
The procedure directed the auxiliary operator to open the vent valve from
Startup Ai~ Filter 2F-210A, but the auxiliary operator proceeded to unlock
Category © Discharge Valve 2ED-10A from Starting Air Tank 2T-31A. When the
inspector questioned the auxiliary operator about unlocking Valve 2ED-10A, the
auxiliary operator referenced the procedure and confirmed that it was an
incorrect valve and proceeded to relock Valve 2EC-10A. The aux)iiary operator
took zppropriate action by notifying the control room and the control room
logged the valve in the Category E log book. 7The valve was independently
verified to be locked in its correct position in accordance with Station
Administrative Procedure 1000.27, Revision 16, "Hold and Caution Card
Control." The inspector viewed unlocking of a Category E Valve without proper
autherization (i.e., shift supervisor approval or controlled dicument) and
inattentiveness to procedural reqguirements as a woakness.

The inspector confirmed that all M&TE required for the job had been calibrated
within the required valibration neriodicity. The emergency diesel generator
was successfully started, and the inspector verified that operating parameters
required by the procedure were accurately recorded in the auxiliacy operator
surveillance log. The inspector did not notice any system abnormalities
during the observed portion of the run. The inspe_tor confirmed that the
operator logged the correct time frame when the emergency diesel generator was
declared inoperable. The licensee stated that the emergency diesel generator
successfully passed the surveillance.

5.4 Unit 1 - Surveillance Test of {.eam Driven Emergency Feedwater Pump P7A
(JO No. 871908)

Jn May 29, th=2 inspector witnessed the performance of Procedure 1106.06,
"Emergenr ; Feedwater Pump Operations,” Supplement 2. The test w:s being
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performed to diagnos: . higher than normal variation in difterential pressure
at full flow. A1l readings were still within the normal acceptable range but
the variation had incr ssed. During the testing, the licensee determined that
yarway Recirculation Valve FW-10A was leaking by at approximately 140 gallons
per minute vith “ull discharge pressure through the recirculation path. The
valve was desic- d to provide bypass flow at low flow rates to protect the
pump but was su.posed to close at high flow rates. In a normal alignment,
full flow including recirculation flow was approximately 700 gallons with a
discharge pressure of 1500 psig. Based on the test results, the licensee
determined that the surveillance performance requirement of 500 gallons per
minute at 1200 psig could be achieved with the current pump performance.
Condition Report CR-1-92-0391 was initiated to document the operability
determination. A job order was initiated to repair Recirculation

Valve FW-10A.

5.5 Uni - Monthly Surveillance Teccing of Emergency Diesel Generator 2DG2
{JO No ,ﬁﬁ?

On June 3, the inspector observed a portion of monthiy surveillance on
Emergency Diesel Generator 2DG2 in accoraance with Suppiement 2 of

Procedure 2104.036, Revision 34, "Emergency Niesel Generaior Operations." The
inspecter confirmed that calibrated tesi equipment was used by the auxiliary
operator during the run. No discrepancies were noted between diesel generator
nperating parameters recorded by the auxiliary operater and operating
parameters observed by the inspector. The licensee stated that all operating
parameters were within dcceptable tolerances. Consistency was observed
betwaen the control room operator logs and the procedure regarding the time
that the diesel was declared inoperable. The licensee stated that the diasel
passed the surveillance. The inspector concluded that the surveillance was
performed satisfactorily.

5.6 Unit 2 - Quarterly Surveillance of Charging Pump 2P36A (JO No. 869317)

On June 3, the inspector observed quarterly mandatory preventive maintenance
in accordance with Repetitive Task Instruction No. 2411.013, Revision 1,
Attachment 1, "Charging Pump Dampener Pressure Check." The mandatory
preventive mainteaance verified suciion and discharge pulse dampeners (2M-115A
and 2M-116A, respectively) inflation pressure and was used to ensure there
were no leaks on the charging pump which would render ii inopc-able. Leaks
associated with Charging Pump P36T, which were identified in 1982, were
reported on LER 82-007. The preventive maintenance was written as a
corrective action for LEP 82-007 to provide for early de.ection of similar
leaks.

The gages used to check the dampener bladder nitrogen inflation pressure were
verified within their required calibration dates. Both suction and discharge
dampener bladders required a charge of nitrogen. The inspector verified botn
bladders were charjed to within the required pressure tolerances as specified
in the task instruc*ion. The inspector noted that hold cards installed on

suction and discharge valves ~equired the valves to be closed. The qualified
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technicians were knowledgeable and demonstrated appropriate ALARA practices
during performance cf the job. A health physics technician was present to
swipe and survey all equipment exiting the contaminated boundary. No errors
were identified by the inspector during performance of this mandatory
preventive maintenance.

57 Unit 2 - Power Range Linear Channel C Calibration (JO No. 871682)

On June 9, the inspector observed a portion of Channel C excore calibration in
accordance with Procedure 2304.032, Revision 14, "Power Range Linear Amplifier
Calihration at Power." The inspector verified that calibrated electrical test
equipment was used to perform the calibration. The inspector confirmed tha.
the values recorded from core protection calculator monitors for percent power
calculations were accurate, and the percent power caliculations performed by
the qualified instrument and control technicians were acceptable. In

Step 8.3.1, the procedure directed the technician to ‘N/A" the point not used
in Step 8.1.3 to obtain calculated power from the on-lyie critical
applications program systems computers. The inspector noted that plant-
smoothed power was provided and reactor coolant system Delta T Power was not
'N{A"d. The Ticensee stated that all chaniels were within accepiable
tolerances.

5.8 Unit 1 - Surveillance Test of Turbine Driven Emergency Feedwater Pump PTA
(JO "o, 87220,

On June 15, the inspector observed performance of a portion of anproved
Procedure 1106.006, Revision 45 Supplement 2, "Emergency Feedwater Pump
Operations."™ The licensee < ~.ud and the inspector confirmed appropriate
alignment to Condensate Storage Tank T41B for recirculation during the test
and that oil levels were satisfactory prior to pump operations. Following
emergency feedwater pump startup, the licensee noted a small steam leak from
the stem of Governor Valve CV-660. As the valve packing was wetted, the
packing swelled and the steam leak diminished. The licensee stated that the
pump passed the surveillance.

5.9 Summary of Findings

The inspector observed portions of several test activities which were
performed well:

Unit 2 monthly emergency diese! generator surveillance tests.
Unit 2 moderator temperature coefficient test at power.

Unit 2 surveillance test of the Charging Pump 2P36A discharge dampener
bladders.

Unit 1 surveillance test of the steam driven emergency feedwater pump.
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Juring Unit 2 emergency diesel generator surveillance testing, an operator
unlocked (but did not manipulate) the discharge valve from tne starting air
tank rather than opening the vent valve from the startup air filter as
required by the procedure., When the inspector questioned the operator about
unlocking the wrong valve, the operator confirmed that it was an incorrect
valve, relocked the discharge valve and notified the control room.

6. OPERATIONAL SAFETY VERIFICATION (71707)

The inspectors routinely toured the facility during normal and backshift hours
to assess general plant and equipment conditions, housekeeping, and adherence
to fire protection, security, and radiological control measures. Ongoing work
activities were monitored to verify that they were being conducted in
accordance with aoproved administrative and technical procedures and that
proper communications with the control room staff had been established.

Ouring tours of the control room, the inspectors verified proper staffing,
access control, and operator attentiveness. Technical Specification limiting
conditions for operation were evaluated. The inspectors examined status of
control room annunciators, veriou* control room logs, and other available
Ticensee documentation.

6.1 Unit 1 - Inoperable Decay Heat Rewoval Valves

On May 14, the licensee performed routine valve stroke time testing on Decay
Heat Cooler Bypass Valve CV-1433 xnd Decay Heat Lube 0%1 Cooler Valve (V-3840.
Both valves failed to meet the stroke time requirements. The licensee
declared the valves inoperable, wac unable to meet the requirements of
Technical Specification 3.3.1(d), and as a result entered Technical
Specification 3.3.6. The licensee locked both valves in their engineered
safeguards actuated position and exited the Technical Specification. A job
order was initiated.

6.2 Unit 2 - Category E Valve Alignment Verification (JO No. 869038)

On May 15, the inspector accompanied an auxiliary operator on a walkdown to
verify a portion of Category E valve position and status in accordance with
Plant Operating Procedure 2102.001, Revision 37, "Plant Heatup and Precritical
Checklist," Attachment E.

During the walkdown, the auxiliary opevator donned cotton liners and rubber
gloves to verify valve alignment in the overhead space in High Pressure Safety
Injection Pump Room C. Before exiting the room, the auxiliary operator
removed the rubber gloves and cotton liners and proceeded to High Pressurc
Safety Injection Pump Room A to dispose of the protective clothing. The
inspector asked the auxiliary operator what would happen if che protective
clothing were dropped on the floor on the way to High Pressure Safety
Injection Pump Room A. The auxiliary operator stated that the gloves were
turned inside out prior to exiting High Pressure Safety Injection Pump Room C.
Subsequent interviews with the health physics supervisor and the auxiliary




operator determined that a step off pad and disposal basket were not required
because the contaminated area was greater than 8 feet above the floor and that
the normal acceptable practice for glove disposal was to turn the gloves
inside out and dispose of the articies s the closest radwaste disposal
basket. The inspector noted that the contamination control program for :
potentially contaminated areas & feet above the floor was not as conservative
as the contamination control program for potentially contaminated areas at
floor level.

The inspector cross-checked a portion of the valve status and position with a
portion of the valve position and status listed by the auxiliary operator in
the attachment and confirmed listings as accurate. The qualified operztor was
knowledgeable of valve locations and components associated with the plant. No
errors were noted by the insoector.

6.3 Units 1 & 2 - Plant Operations During Kepair of Capacitive Coupling
Device On 500 KV Side of Switchyard Autotransformer

The system dispatcher noted erroneov; 500 KV line voltage readings on May 2r,
The capacitive coupling device, which was used to proviae step down voltace
for metering the 500 KV line and for input to the lona distance protective
relaying, was determined to be degraded. On May 22, with both units at full
power the 1icensee planned replacement of the capacitive coupling device.

The licensee ueveloped Work Plan 1409.148, "Autotransformer 500 KV Outage,"
Revision 0, to provide operational guidance during the maintenance evolution.
Replacement of the capacitive coupling device involved discornecting the
autotransformer from the 500 KV supply. The autotvansformer remained
energized throughout the evolution via the 161 KV supply. however, the
condition where the autotransformer was fed only from the 161 KV supply had
not been previously analyzed. To prevent operatior in an unanalyzed
configuration both Units 1 and 2 feeder breakers from Startup Transformers SUl
and SU3 to the 4160 V and 6900 V busses were maintained in pull to lock.

Startup Transformers SUl and SU3 normally provided the immediate source of
offsite power to Units 1 and 2, respectively. To comply with Unit 1 Technical
Specifications 3.7.2.A and 3.7.2.B, Unit 1 personnel verified the operability
of both emergency diesel generators prior to placing the feeder breaker
handswitches in pull-to-lock. Similarly, to comply with Technical
Specification 3.8.1.1, Unit 2 personnel verified the operability of both
emergency diesel generators prior to placing the feeder breaker handswitches
in pull-to-lock. The evolution extended past the 8-hour limit in the Unit 2
Technical Specification, so Unit 2 personnel again verified operability of
both emergency diesel generators. The repairs were successfully completed
May 22 with one weakness noted.

Although not included in Work Plan 1409.148, the )icensee planned to place the
local capacitor bank in service on the 161 KV line prior to disconnecting the
500 KV tie to the 161 KV system via the autotransformer. The capacitor bank
had been installed t- enable the system dispatcher to raise the 161 KV line
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voltage, if necessary. The licensee wa. not initially able to place the
capacitor bank in service due to a fuse failure, This was of concern, because
of previous licensee claims to be able to routinely and quickly place this
capacitor bank in service.

Further investigation by the licensee revealed that the factory supplied
control power fuses should have heen replaced with fuse Yinks during the
original installation to conform with the approved design. Electrical
protection in the capacitor bank contro! circuit was provided by molded case
circuit breakers ratner than fuses. The licensee corrected the installation
to conform with the design and was then able to place the canacitor bank in
service. The individuals that performed the incorrect installation were
notified of the error.

The licensee did not initiate a condition report becauss the switchyard was

viewed by the licensee as .utside the scope of the formal corrective action

program. The inspector was concerned that no method existed for determining

operability of the offsite power supply for the situation where the design |
calculations relied upon the availability of the capaciter banks to adequately |
meet the design criteria and ithe capacitor bank was unavailable for service. |
The capacitor banks which were recently installed Lo be used in certain cases ‘
to meet the requirements of General Design Criteria 17 were not initially

viewed as having an impact on the operabiliiy of the cffsite power supplies. !
After f.rther discussions, the licensee agreed that in situations such as peak

loading, when the capacitor bank could be relied upon to provide adequate

offsite power, an operability determination needs to be made when the

capacitor bank is unavailable for service. The licensee planned to view the

_ipacitor banks as support equipment in the future and initiate a condition

reporl for the purpose of making an operability determination. The change in

approach was discussed with the operatina crews during crew brief.

This approach should ensure General Design Criterion 17 requirements are met
while long term licensing basis requirements are being discussed with the
Office of Nuclear Reactor Regulation.

6.4 Unit 2 - Auxiliary Operator System Walkdown

On May 28, a Unit 2 auxiliury operater was provided a hold card record sheet
to isolate "B" instrument air system for maintenance in accordance with
Station Administrative Procedure 1000.27, "Hold and Caution Card Control."
Tne hold card record sheet was generated by Operations utilizing piping and
instrumentation diagrams as a guide to establish the isolation boundary for
the component cooling water portion of the cooler. The auxiliary operator
positioned the valves in accordance with the record sheet: however,

Valve 2CCW-81 had been inadvertently omitted from the list. The auxiliary
operator commenced draining a section nf line that was precumed to be totally
isolated. After approximately 10 minutes of draining, the auxiliary operator
concluded that Valve 2CCW-81 had heen omitted from the nu 4 card record sheet.
He ciosed the valve af‘¢ obtaining control room permission. The valve was
added to the hold cai: '« .7rd sheet. After subsequent di.cussions with the
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license2, the inspector concluded that opurations inadvertently omitted

Valve 2CCY-81 from the valve line-up and the licensed operator missed the
valve during the secon¢ verification. The inspector viewed the operator error
as a weakness,

The auxilia:y operator performed a routine tour of Unit 2. The inspector did
not observe any discrepancies. The auxiliary operator was efficient and
knowledgeable. The use of new computerized logtaking equipment was viewed as
a strength.

6.5 Unit 2 - Use of "Swing" Battery Charger (2034) During Normal Battery
Charger (2032) Outage

On June 3, tne inspector noted that Battery Charger 232 was out of service
for replacement of a defective ammeter (JO No. 840276). The licensee stated
that the "Swing" Battery Charger (2034) was used during Battery Charger 2032
OQutage. The licensee stated that voltage from the 480 V green tra‘n Motor
Control Center No. 64 was used to charge the green train cattery Bus 2002.
The inspector verified that Moter Control Center No. 64 was aligned to the
"swing" battery charger and that the breaker to the green train Battery

Bus 2002 was closed., The inspector confirmed that the licensee satisfied
Technical Specification 3.8.2.3 for DC electrical source operability by
providing Battery Charger 2D34 with proper alignment while Battery

Charger 2032 was out cf service. This was acceptible.

6.6 Summary of Findings

The Unit 2 auxiliary operator was kiaowledgeable during rounds ard the
new computerized logtaking system was excellent.

The Unit 2 isolation boundary for the compcnent cooling water line to
the instiument air cooler was not properly defined for hold card
installation. The operator realized the cocler was being drained rather
than just the line. He isolated tie line and corrected the hold card
record sheet. Component cooling water was a nonsafetyv-ralated systom.

No meinod existed for determining noe-ability of the offsite power
supply for the situation whers tiu recign calcirlations relied upon the
avai'ability of the zapacitor banks to adequately meet the design
crileria and ine capazitor bank was vnavailable for service. After
further discussions, tne licensee agreed f7°t in situations such as neak
joading, when the capacitnr bark _Juld .c relied upon to provide
adequate offsita power an opei euility determination, needs to be made
when the capacitor bank is unavailable for service. The licensee
planned to view the capacitor banks as support equipment in the future
and initiate a condition report for the purpose of making an operability
determination. The change in approach was discussed with the opeirating
crews during crew brief.



The contamination control program for potentially contaminated arels

8 feet above the floor is not as conservative as the contamination
control prugram for potentially contaminated areas at ground level.
Specifically, gioves are turned inside out rather than placing them in a
clear a plastic bag ‘or transport to the nearest radwaste bag for
disposal.

7. SUMMARY OF OPEN ITEMS

The following is a svnopsis of the status of al! open items generated in
this inspection report.

Violation 368/9209-01, "Previously Undetectud Design Flaw Rendered
Diverse Emer:rncy Feedwater Actuation System Inoperable during ATW
Conditions." .as opened.

Inspection Follow up Item 313/9209-02, "Root Cause Evaluation for Unic 1
Service Water Pump Degradation with pote- ' lal Generic Implicat nns," was
opened.

Violation 313/9205-01, "Inadequate pirocedure implementation results in
reactor protection syscem Channel C Trip," was closed.

LER 313/90-013, "Location of service water piping near potential high-
energy .ine break main feedwater piping," was closed.

Unit 2 Three Mile Island Action Item [1.G.1, "Power supiiies for
Pressurizer Lavel Indications " was closed.

8. EXIT INTERVIEW

The inspectors met with members of tne Enterav Operations staff on

June 22, 1992. The list of attendees is p-ovided in )raragraph 1 of *his
iuspection repori. At this meeting, the inspectors summarized the scope
of the inspection and the findings.




ATTACHMENT

Acronyms and Initialisms

Arkansas Nuclear One

as low as reasonably achievable

anticipated transient without scram

diverse emergency feedwater actuation system
Job order

licensee event report

measuring & test equiprment

motor-operated valve

Dccupational Safety and Health Administration

10 CFR Part ¢ Part 2, Title 10, Code of Federal Regulations
JO CFR Pa~t 50.59 Section 59, Part 50, Titie 10, Code of Federal
Regulations

10 CFR Part 50.62 Section 62, Part 50, Title 10, Code of Federal
Regulations







