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OVERVIEW

The operators completed a successful second operating cycie and responded well 1o equipment
fadures. Lack of coordination/communication between operators errors resulted in a reactor trip
from low power ¢ad an inadvertent isolation of the steam generator blowdown system dutiug
surveiilance testing.

The Maintenance Department planned, coordinated, and conducted complex maintepance and
surveillance testing activities 10 support the refueling outage. The activities were safely
performed and generally well documented. The Maintenance Department planned to formalize
a procedure for removal of the spent fuel pool borofiex coupon rack after the inspector
questioned the quality of the associated work package.

The Health Physics Depurtiment appropriately implemented the radiological controls program,
The Security Department implemented the securily programs in a professional manner and
responded propecly to an excessively large annular opening in a security barrier,

The Engineering and Licensing Departments identiried nonconforming conditions and completed
required reports to the NRC, The Engineering Department developed enhanced lightning
protection designs, and conservatively evaluated and managed the risks associated with the
instaltation or the design,

The Nuciear Quelity Group’s monthly performance assessment surveiliance was effective. The
(0 CFR 50.59 process was god.
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DETANILS
1.0 SUMMARY OF ACTIVITIES [94702]
1.1 NRC Activities

The inspector conducted backshift inspeitions on August 8, August 18, August 21, and
September 4, and deep backshift inspectio 1s on August 1, Augnst 15, August 22, August 30,
September 5, and September 7. On July 27-31, the NRR Project Manager conducted an onsite
inspection,

On July 29, the Office of Nuclear Reacto - Regulation grant=d a Waiver of Compliance until an
exigency technical specification change for surveillance testing of the manual reactor trip logic
could be processed. On August |1, the NRC approved twwo Technical Specification amendment
requests. One concerned removal of the reactor coolant system resistance temperz ure deiector
bypass manifold and the second concerne | modifications to surveillance testing for the emergency
diesel generators. On August 27, the NRC approved a Technicai Specification amendinent
request 1o remove component lists from the Techmical Specification. On September 3, the NRC
approved a Technical Specification ame idment request o change the acueptance critena for main
steam hine safety valve setpoints 1© +/ 3%,

1.2 Plant Activities
The plant operated at 100% power unt:] Augnst 26 when the end-of-life plant coastdown began.

On September 2, certain Nortn Atlantic employees voted to employ the Utility Workers Union
of America as a bargaining representitive.

On September 4, operators reduced power 10 below 80% to conduct main steam line safety relief
valve testing.

On September 7, the operators opened the turbine generator output breaker to begin the second
refueling outage.

2.0 PLANT OPERATIONS [71707, 92702}

2.1 Plant Tours

The inspector conducted daily control room tours, ebserved shift turnovers, and attended plan-of-
the-day meetings. The inspector reviewed plant staffing, safety tagging orders, safety system
valve lineups, and compliance witt Technical Specification requirements. The inspector
concucted rouiine tours of safety relited equipment, the turbine building, the waste handling
building, the circulating water pumpt ouse, and the pipe chases.
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The inspector noted operator respanse to various events such as the tripping of an instrument air
compressor, the failure of a steam generator water level instrument, an increase in the seal leak
off flow of a reactor coolant pump, and a steam leak on a moisture separator reheater drain tank,
The inspector noted that the shift superintendents assured compliance with Technical Specification
requirements and provided excellent command and control for complex work activites. The
inspector concluded that operator response to equipment failures was excellent.

On August 26, steam generatc. blowdown was inadvertently isolated during performance of an
emergency safety features system quarterly curveillance test. The main control room operator
failed 1o provide the 1&C technician all the jumper installation sheets required for the test. Due
to the missing jumper, the stear generator blowdown system outboard isolation valves closed
when the test was performed. The auxiliary operators restored blowdown in approximately ten
minutes. The inspector noted that the isolation was a result of poor implementation of work
control requirements.

2.2 Reactor Trip

After tripping the main turbine generator at 10% reactor power, the operators began preparations
for conducting main turbine overspeed testing. While establishing conditions for resetting the
main turbine, the operators unintentionally allowed reactor power to decrease to anproximately
7%. The Shift superintendent directed the operators 1o increase reactor power to 15% to enhance
steam generator water level control. The feedwater control operator, who was augmenting the
normal shift complement, was maintaining steam generator water levels with the feedwater
regulating valves (FWRV) and the FWRV bypass valves in manual control.

The operators increased reactor power, causing a ievel swell . the steam generators and an
increase tn steam geuerator water levels. Also, FWRYV controller output indication failed to mid-
scale providing inaccurate indications to the operators. The Unit Shift Supervisor assigned a
second feedwater control operator o assist with steam generator water level control due to the
recognized problems with controlling level. The water jevel increase in steam generator D
caused a high steam generator level feedwarer isolation. Before the operators could restore
feedwater flow, the water level decrease in steam generator C caused a reacior tnip.

The Unit Shift Supervisor followed tne emergency procedures and stabilized the plant. The Event
Evaluation Team identitied several contributors to performance weaknesses including operator
expenience, training, and crew communication. The Team was developing recommendations for
their final report at the end of this inspection period.

The inspector concluded that safety sigmificance of the trip was small and that the Event
Evaluation Tear1's analysis provided an excellent critique of the event which concluded that the
reactor trip was preventable.
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2.3 Eutry Into Abnormal Procedures

On August 29, the Shift Superintendent made 2 non-emergency report to the NRC, based on the
operation of the control building air handling (CBA) system ouiside design basis during a fire
that occurred on July 3, 1992, The Technical Support engineer reviewing the event noted that
the operators had closed the west air intake of the CBA system in response to the fire, Initially,
engineers determined that isolation of the west air intake without first placing the CBA system
in the filter recirculation mode had caused both trains of the CBA system 10 be inoperable for
a total of 49 minutes,

Further analysis revealed that the existing design basis document was incorrect in stating that
closure of either CBA intake valve rendered both trains of CBA inoperable. With one intake
valve closed, the CBA system can perform all its design functions and meet all Technical
Specification surveillance requirements. North Atlantic concluded that the CBA system had been
operable during the July 3. 1992 event.

The inspector observed a nortion of the Station Operations Review Committee subcommittee
meeting that reviewed the draft report of the event. The Operations, Licensing, and Technical
Support representatives agreed that the operators should have entered the abnormal procedure for
the CBA system. The representatives dizcussed how the operators should have known Lo enter
the abnormal procedure and what actions were needed to correct the deficiencies, A final review
of the recommended corrective actions will be performed by SORC.

The inspector noted that the issues discussed by the SORC subcommittee are similar to issues
raised by the Probabilistic Risk Assessment Team concerning the operators’ ability to access the
appropriate operating procedure for g vormal plant conditions. The inspector concluded that
North Atlantic had identified an operational error and had constructively developed recommencde!
corrective actions to address suspected root causes.

2.3 Management of Overtime

The inspector reviewed North Atlantic’s respoase to the Notice of Violation on the management
of overtime and the subsequent implementation of corrective actions in NRC Inspection Report
50-443/92-13.

The NRC met with the Executive Director of Nuclear Production and his staff on July 29, 1992,
to discuss the routine approval for exceeding overtime guidelines and the Operations
Department's shift schedule. The Operations Department presented details of the present
operating shift schedule and the basis for the schedule. The schedule minimized the number of
| weekends that shift workers were required to work, but resulted in workers working 64 hours
| in one seven day period. The Station Manager noted that routine approval had been granted for
exceeding overtime guideline to accommodate worker preference for working 7:00 a.m. to
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7:00 p.m. shifts versus 11:00 a.m. to 11:00 p.m. shifts during weekends. The Station Manager
committed to eliminate routine approvals for exceeding the overtiine guidelines. The NRC had
no further questions,

During routine plant tours, the inspector noted an increased awareness of the need o manage
overtime. The Opcrations Department developed a computer program for tracking overtim..
Managers in the Maintenance, Heake Physics, and Chemistry Departments planned to complets
outage activities withont excesding overtime guidelines.

The inspector concluded that the corrective action. taken in response to the Notice of Violation
were effective.  Ttem 92-05-01 was theretore closed.

30 RADIOLOGICAL CONTROLS {71707]

The inspector conducted tours of the Radiologically Controlled Area (RCA) to verify that
radiation protection requirements and practices were implemented. Areas reviewed during the
tours included radiation postings and surveys, radiation monitoring equipment calibration,
contamination control practices, locked high radiation doors, and radiation work permits. The
inspector noted no deficiencies in the areas reviewed. Based on these tours and observations,
the inspector concluded the the Health Physics Departmeni was appropriately implementing their
radiological controls program.

4.0 MAINTENANCESURVEILLANCE [61726, 62703, 71707)
4.1 Mainteaance

The inspector attended the maintenance supervisor’'s morniag meetings, observed maintenance
during plant tours, and revisvax] wark packages at the job sites. Maintenance was well planned
with active supervisory wmvolvement: work packages were complete and generally of high quality,

The inspector reviewed the work package for Work Request (WR) 92-1506, that provided
chrections for removine, and inspecting boroflex coupons from the refueling pool. The inspector
observed the removal of the coupons and eid discussions with station personnel concerning the
work package.

A reactor engineer coordinated the coupon removal by briefing the workers on the condust of
the evolution and by providing directions during the evolution. An indhividual appropriately
maintained a "foreign material exclusion area.” Health Physics techmicians provided radiological
control coverage, and Quality Assurance inspector observed the work.,  The Operations
Department refueling bridge noist operator and the Maintenance Departinent overhead crang
operator successfully transferred the coupon hofder between the hoist and crane several tmes.
The inspector determined that this evolution was safely performed, with good supervision.
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The inspector determined that the work package for WR 92-1506 met the program requirements
contained in the Seabrook Station Maintenance Manual Chapter MA 3.1, "Work Request.”
However, the inspector noted that th: work package contained documentation, such as tie
planzing check hist, which did Lot accurately reflect all the planning effor.. The description of
work/ precautions on thie work reguest was handwr ften and annotated based on reviews by health
physics, reactor engineering, and quality assurance peisonnel, The Maintenance Department
committed to furmalize the portion of the description of work which provided directions for
removal of the coupon rack from the spent iuer pool.

A planning and scheduling engineer reviewed the work package and noted that a copy of the
procedure refer-nced on WR 92-1506 was not controfled. The planning ana scheduling engincer
committed to require planners o verify that a controlled copy of referenced procedurss were
mncluded in each work package. The inspector concluded that North Atiantic was taking
appropriate actions 1 improve the quality of the work package.

4.2 Steam Generator Safety Valve Surveillance

On September 5, 1992, the inspector reviewed test procedure EX 1804.041, "Main Steam Safety
Valve in Place Setpoint Verification,” and the associated 'essoa Plan. The wnspecior attended
crew briefings, observed the performance of the testing at the safety relief valves and in the main
control room, and verified the prerequisite steam generator radioactivity chemistry samples met
regulatory timits,

The Test Coordinator conducted the shft briefing which Operations, Maintenance, Quality
Assurance, and Technical Support personnui sttended. The Senior Line Manager assigned
responsibility for the test conducted the final briefing. The briefings were well orgamzed,
informative, and stimulated Jiscussions,

Furmanite techinicians performed the safety valve testing using the Trevitest Systam, The
Trevitest svstem applied a lifting force to the safety va.ve spindle. The technicians used the
system header pressure, and the additional lifting force required to lift the safety valve, 10
calculate the lift setpoint, The technicians attached the device w  ae valve at a time and
inereased the lifting force until the refief valve lifted. The relief vah =s immediately reseated,
with minunal release of steam.

initially, the Test Coordinator planned to test five valves. However, one valve did not lift at the
expected setpoint and the Shift Superintendent (8S) declared the valve inoperable. The §S
correctly prevented testing safety valves in the same steari header as the inoperable valve urnl
the high flux reactor trip setpoints were reduced to 65% reactor power in accordauce with
Technical Specification requiremerits.  Fventually, the Furmanit2 teconicians tested all twenty
steam generator safety valves. The Test Coordinator determined that two valves were inoperabie,
and needed to be removed from the steam system for repairs and testing.
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The inspector concluded that the testing was well planned and the Shift Supervisor provided the
requisite oversite, The Test Coordinator provided excellent briefings and maintained excellen’
command and control of the activities, Good teamwork existed between departments. T
inspectar noted that the in-place resting of the safety valves (a new initiative at Seabrook)
appeared to provide accurate test results eliminating the need for removing and transporting the
safety valves (o a valve testing facility.

50  SECURITY (71707, 92701)
5.1 Flant Tours

The inspector toured the protected area, observed security guards on patrol, evacuated protected
a~r.a hghting, and monitored acivities in the central alarm station and secondary alarm station.
Security personnel initiaied appropriate compensatory actions for a security door that would not
properly latch,  Security guards properly operated access control equipment and properly
controlled perconnel access.

Through discussions with Security Derartment personnel, the inspector determined that random
and pre-badging fitness- for-duty tests appropnately identified alcohol and drug failures. The
Security Department  dispositioned the FFD test falures in accordance with program
requirecaents, The inspector determined that security personnel were knowledgeable of job
resoonsibilivies and performed duties effectively. The inspector concluded that the Security
Departiment was implementing secur:ty program requirements in a professional manner

52 Security Barrier: Unresolved Item 92-13-03 (Closed)

The Security Department immediately implemented compensatory actions when the inspector
observed a vital barrier which contained an excessively large annular opening. The Engineering
Department developed and the Mamtenance Department installed a design modificatic: for the
annular opening. The inspector measured the resulting clearances and verified that the opening
conformed to secunity guidelines.

NRC Inspection Report No. 50-443/86-536 issued in January 1987, identified an unresolved item
concerning a temporary security barner in the same area.  Design Coordination Report (IDCR)
No. 0711, issued in February 1987, provided the dotails for installng a peimanent security
barricr, The unresolved item was closed in NRC Inspection Report No. 50-443/87-12, The
inspactor reviewed the completed DCR, including sketch No. 86-D-0711-L-8-002, and the
quality assurance signature for verifying the proper installation of the barrier. The inspector
measured the annular opening afier the plant was shutdown (and the niping which penetrateu e
¢pening had covled) and determined that, in shutdown conditions, the original annular vpening
contormed to the DCR installation requireinents.

The ispecior concluded that the security barrier was properly installad for cold pipe conditons,
and that North Atlantc’s responce to the recently identified security problem was appropriate.
This item was therefore closed,
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6.0  ENGINEERING, FTECHNICAL SUPPORT [37700, 71707)

6.1  Lightning Protection

North Atlantic identified that a braided ground strap suspended above all three offsite power lines
in the 345 KV termination yard had heen installed to provide lightping protection. The inspector
initially reviewed this issue in NRC Inspection Report 50-443/92-11, and subsequently reviewed
Design Coordination Request (DCR) 92-035 which provided an enhanced lightning protection
design.

Engineering and Yankee Atomic Electric Co. engineers reviewed the design for the lightning
protection structures and verified that the poles and braided strap were installed in accordance
with the approved design. The engineers determined that advances in metallurgy allowed the
same level of lightning protection to be provided by two towers instead of the ground strap. The
engineers determined that the new design, which eliminated the ground strap above the offsite
electrical lines, was an enhancement. The Licensing Department planned to upda, 'he Final
Safety Analysis Report when the design modification was completed The safety .iaysis for the
new design, included in DCR 92-035, concluded that the failure of a single structure in the new
design could affect only one offsite power line.

North Atlantic planned to remove the braided strap during the second refueling outage when all
fuel was removed from the reactor. A S0 kW temporary diese! generator was installed to
provide backup power 1o the spent fuel cooling pump during the removal of the ground strap.
Footings for the two towers were scheduled to be poured near the end of the refueling outage
when the plant enters Operational Mode 3, Hot Standby. North Atlantic planned to erect the
new poles when they arrive onsite in November 1992, The Station Operations Review
Committee planned to review a safety analysis which evaluated the increased risk of reduced
lightning protection between the time the strap was removed and the new poles were erected.
Engineering's preliminary evaluation indicated thar the risk was acceptable due to the low
probability of severe lightning storms.

The inspector concluded that North Atlantic developed an enhanced lightning protection design,
and conservatively evalusted and managed the risks associated with the installation of the
enhanced Jesign.

6.2  Extension of the Radiological Controlled Area

In preparation for the outage, North Atlantic erected a Weather Protection Walkway from the
Health Physics Contractor Control Point Trailer to the Radiwlogical Control Area access/egress
vestibule. The walkway and trailer are nonsafety-related, nonseismic temporary facilities which
will be utilized only during outages, The walkway and portions of the trailer will become a
temporary extension to the Radiological Controlled Area


















