APPENDIX B
U,S. NUC'EAR REGULATORY COMMISSION
REGION 1V
Inspection Report: 50-445/92-34 Gperating License: NPF-87
50-446/972 34 Construction Permit: CPPR-127

Expiration Date: August |, 1995

Licensee: TU Electric
Skyway Tower
4170 North Olive Street
Lock Box 8]
Dallas, Texas 7520]

Facility Name: Comanche reak Steam Electric Station, Units 1 and 2
Inspection At: Glen Rose, Texas
Inspection Conducted: August 2 through September 12, 1992

. Graves, Senior Resident Inspector
{atta, Resident Inspector
Johnson, Project Engineer

Hrabal, Project Engineer (Acting)
faulk, Jr., Reactor Inspector
Powers, Senior Reactor Inspector
. Bundy, Reactor Inspector

Inspectors:

4 =lalalal A=
"D ERE

LA\ i

{ Qand. Ly =
[""A. Vandel1, Chief, Project Section B
Division of Keactor Projects

Inspection Summary

Inspection Conducted August 2 through September 12, 1992 (Report 50-446/92-34)
gggggaigigg§;gg: Routine, unannounced inspection of preoperational test
program imylementation, preoperational test procedure review, preoperational
test witnessing, followup on previously identifi ¢ violations, faliowup on
sther inspection findings, and followup on const .ction deficiencies.

Results:

. General plant conditions and housekeeping observed during tours were
good (paragraph 2.1).
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; . Maintenance activities observed were effectively controlled and ¢ ecuted |
with the exception of the blind flange lery installed in the No. 2-C2
emergency diese) generator which was identified as an example of 4

violation (paragraph 2.5.1).

. The licensee did not effectively utilize information obtainad from
industry operating experience (paragraph 2.5.1).

- The preoperational test prozcdure reviewed was of high quality
(paragraph 3.1). i

. Control, coordinatiun, and execution of testing activities was excellent
(paragraph 4).

k3 performance of the shift operating crews during hot functional testing, |
and especially the remote shutdown capability test demonstration, was )
excellent, with the exception of an instance of system misalignment
identified as a second exanple of a vinlation (paragraph 4).

Surmary of Inspeciion Findings: :
N Violation 446/9234-01 was opened (paragraphs 2.5.1 and 4.1).

. Violations 446/9129-01, 445/9]1202-02; 44A/91201-02, 445/9208-01,
;46/9208-01. and 444/9216-C2 were closed (paragraphs 5.1, 5.2, 5.3, and
&),

- Inspection Followup ltem 446/9009-03 was reviewed but not closed
(paragraph 6.1).
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| . Uncesolved Item 446/9225-02 was closed (paragraph 6.2).

| . Construction Deficiencies (P-B8-38, (P-89-008, CP-90-001, and CP-91-006
| were closed (paragraphs 7.1, 7.2, 7.3 and 7.4),

Inspectiun Summary
Inspection Cond AL through September i -445/92-34
Areas Inspected: No inspection activites were conducted on Unit 1,

Results: Not applicable.
Summary of Inspection findings: Not applicabie.
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building, piping penetration Rooms 77 and BC, were below the level of
leanl iness exhibited in the majority of the plant.

2.2 Turbine D-iven Auxiliary Feedwater Pump Maintenance

The inspectors observed the activities associated with the replacement of the
packing on the turbine-driven auxiliary ‘eedwater pump. The work was
nerformed under Startup Work Package 7Z-21368. Al observed activities were
performed in accordance with the work document and good work p actices were
utilized regarding system cleanliness. The craft foreman was g esent at the
job site throughout the activity and the level of guality contril involvement
wis appropriate,

The inspectors observed troubleshooting of the source and intermediate range
nuchear instrumentation systems, which was performed in accordance with
Scartup Work Permit 72-20934. The troubleshooting was performed in an attempt
to icentif. the source of elec.rical noise present in the instrumentation
systems th ' exceeded the acceptance criteria. The troubleshooting activities
included insyecting the cables for insulation damage, cleaning all terminal
lugs and mounting surfaces, determining a temperature profile of the detector
ventilation system, installing a new source range detector if required,
testing rower supplies for ripple and stability, and inspecting junction buxes
for integrity and temporary power cable proximity.

The licensee could nct determine the source of the electrical noise and was
discussing with westinghouse additional methods to identify and correct the
condition,

2.4 Thermo-lag Installation

The inspectors observed the installation of prepared sections of Thermo-Lag
conduit fireproofing material, The material was instailed in accordance with
Installation Specification CQP-CV-107, Revision O, "Application of Fire
Barries and Fireproofing Materials.” The ins*allation activitiec were
well-controlled ano good work practices were util‘zed by the cra, .smen.
Quality contro! involvement in the installation process included the
contractor's (Peak Seal) internal quality control inspectors, as well as
monitoring by the licensee’'s quality control organization. The licensee's
construction quality assurance organ zation also provided monitoring of the
installation activities,

At the time ot the observed insti'lation, approximately 3,000 square feet of
Thermo-Lag had been installed out of a total anticipated instailation of
approximately 29,000 square feet,
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2.5 Emergency Diesel Generator (EDG) Issues

2.5.1 Previous EDG Damage

As discussed in NRL Inspection Report 50-445/92-25; 50-446/92-25, the Train 8
EOF sustained damage 35 a result of a blank flange that was inadvertently left
installed in a lubricating o.] header. The licensee performed an
investigation of the event which included a root cause analysis and an
extensive document review in an attempt to determine when the flange was
installed and why it was not removed. Licensee interviews with various
startup, construction, and maintenance personnel indicated that blank flanges
were installed and removed several times during the performance of oil line
flushing. The documentation that controlled theie activities, Construction
Work Document M2-0215-7€958, did not document multiple installations and/or
removals. The flush plan, FP2-3000-07, Step 4.1.11, documented the
instaliation of a flange in the subject oil Tine and was signed as completed
on May 29, 1991, but the construction work ducument that centrolied the
installation was signed September 30, 1991. The construction work document
signoff was for the entire checklist included in the document, not for &
specific step. The construction work document did not specifically include
signoff steps for blank flange installation and removal. Step 8.3 of the
flush plan, which was signed on May 18, 1992, documented the reconnection of
the oil supply header blanked off in Step 4.1.11. The construction work
document was siyned as complete on May 14, 1992. The licensee's root cause
analysis concluded that the root cause was a less than adequate procedure to
control blank “Tanges.

The task team included in 1t's documentation package, information regarding
Industry Operating [xperience Réport 4438, dated March 1°, 1981, which
discussed a blind flange inadver ently left installed in a , ‘bricating oil
Tine at another faciiity. The event was reviewed by the licensee’s
coordinator for industry experience who recommended that a method shouid be
devised to control the use of blind flanges. The industry operating
experience report was sent to the siartup ar? maintenance departments for
review and action. Startup departient’s final response in Aoril of 1991 was
that adequate controls were already established programmatically in the
startup administrative procedures governing prereguisite and preoperational
testing. The response also indicated that Comanche Peak Steam Electric
Station (CPSES) would not utilize blank flanges to stop oil flow to bearings
during startup.

Maintenance’s response, dated May 15, 1991, stated that adequate controls were
astablished by Procedure STA-606, "Work Controls.” In addition, the industry
operating experience report would be distributed to mechanical maintenance
planners and supervisors as a "lessons learned.”
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diesel engine was being shut down. When the operator opened the generator
output breaker, the engine accelerated to approximately 600 rpm, and then
returned to approximately 450 rpm. The overspeed alarm acluated, and the trip
setpoiny of approximately 520 rpw was exceeded. The engine failed to trip
automatically, and ¢ oper tors attempted to shut the engine down from the
contirol room, but the fuel racks failed to completely close and the engine did
nat shut down. The test engineer unsuccessfully attempted to trip the EDG
Tocally, An auxiliary operator was dispatched to close the fuel 031 day tanik
outlet valve to shut off the fuel supply to the engine. The engine ran for
approximately 10 additiona) minutes before 1t finally shut down from lack of
fuel. The licensee's investigation determined that a jam nut on the threaded
idle stop was missing which had allowed the idle stop to back out of the fuel
rack operating arm and prevent full closure movement of the fuel racks. The
investigation determincd that the initial overspeed was due to the unloading
of the engine by opening the output breaker, This would normally cause the
governor to reposition the fuel racks to the idle position. With the idle
stop not allowing full movement of the fuel racks, fuel rack movement was
physically stopped prior to reaching the idle pesition, thus providing more
fuel than required for the unlosded condition. The initial surge due to
suddenly unloading the engine resulted in the temporary oyerspeed condition.

ONE Form 92-884 was initic ed to document the event and to reques! that
ngineering evaluate the condition for Unit 1. No conclusive reason for the
missing jam nut could be determined by the licensee. The Unit 2 Train A
engine and both Unit | engines were inspected and the jam nuts were verified
to be properly installed A vendor representative was on site at the time,
was consulted regarding the condition, and recommended reinstalling the jam
nut and sealing it in place. This activity was witnessed by the inspectors
and was satisfactorily completed. The vendor also indicated to the licensee
that no abnormal wear on engine parts should occur below 625 rpm.

The inspectors witnessed the testing of the engine subsequent to the repair
described above. Proper operation af the governor and mechanical overspead
trip device were verified,

2.6 Jechnical tvaluation Review

The NRC reviewed the licensee's program developed to meet the requirements of
Generic Letter 89-10, “"Safety-Related Motor-Operated Valve Testing and
Surveillance.” This inspection was documented in NRC Inspection

Report 50.445/91-51; 50-446,/91-51. Ouring that inspection, the inspectors
noted that the reactor coolant pump thermal barrier component ¢-%iing water
returs isolation valves (TV-4691, -4692, -4693, and -4694), wer. not included
in the scope ¢ the program. The licensee stated at the time of the
inspection that the valves would be included in the program if the NRC
concluded that misposi ioning of the valves was a valid concern. Subsequent
to that inspection, t} licensee performed an evaluation of the subject valves
on each unit to deter » *he safety significance of mispositioning the
valses,
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During this inspection, the licensee provided the evaluation, Technical
[valuation 92-1130, to the NRC for review, The inspector’s review of the
gvaluation concluded that the licensee's position to not include the reactor
conlant pump thermal barrier component Zooling water isolation valves in the
program was acceptable. These valves had been previously identified and
questioned by the NRC, and discussed in the Safety Evaluation Report,
Supplement 17. In that supplement, the NRC found that the licensee's
corrective actions to install additional check valves upstream of the reactor
coolant pump therma! barrier, to install safety-related instrumentation to
provide a means of positively sensing a thermal barrier rupture, and the
replacement of a flow orifice plate with an orifice plate that could withstana
the resulting pressure from a thermal bivrier rupture were acceptable, The
evaluation also addressed the effects of mispositioning the valves and
concluded that no safety significant concerns existed. Additionally, the
inspectors reviewed emergency and abnormal operating procedures related to
these valves and determined that no problems would have resulted from
inadvertent closure of the subject valves.

2.7 Material Controls During Preoperational Phase

During this reporting period, the inspectors evaluated selected aspects of the
licensee's materials control program. Specifically, the inspectors examined
the programmatic controls associated with the uze of "picking tickets" as
detined in Materials Management Organization Procedure MMO 4.03, Revision 4,
“lssues And Returns." As described in this procedure, picking tickets are
purchasing and materia's management system computer generated forms which are
uted by warehouse personnel to issue materials, parts, components and supplies
from the warehouse.

Personnel requesting stock items from the warehouse are required to process a
material request for issue form. The description and material attributes are
then delineated on the associated picking ticket. As determined by the
inspectors, the picking tickets nominally contain information relating to the
utility's stock number, the quantity desired, material description, code and
class information, work order number, vendor catalog number, serial number,
heat number/code, and purcha‘e order number. Additionally, this process
directs that picking tickets specify the appropriate procurement level for the
material (i.e., safety-related, augmented quality, or nonsafety-related).
Thus, the material, which is specified on the picking ticket, 15 uriquely
identified to the associated work item.

The inspectors also ascertained that procedural barriers, which would prohibit
the misapplication of material drawn from the warehouse with picking tickets,
were provided in the following procedures:

. ACP-11.1, Revision 13, “Pipe Fabrication And Installation"

. ACP-11.5, Revision 11, "Component Support Fabrication And Installation”
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- CQP-CV-105, Revision 1, “Fabrication And Erection of Structural And
Miscellaneous Steel”

. (QP-ME-102-4, Revision 1, "Fabrication, Insta'lation, Rework, Repair And
Replacement of Pipe Whip Restraints And Support Structures”

Specifically, these procedures required that material identification be
maintained on all items during the fabrication and installation activities and
that the material identification be maintained between the item and its
associated documentation. Furtherr_re, these procedures directed that a
material requisition/issue torm (picking ticket/quality assurance tag) be
verified by quality control to indicate that the specific materials issued
matched the description specified on the material requisition/issue form.

Within this area, the inspectors also reviewed the following quality assurance
surveillances which evaluated the use of picking tickets:

. QAS-91-098, Material Control
- (AS-9]1-202, Material Control, Housekeeping, and Combustibles
. (AS-91-238, Material Control, ,ousekeeping, Rigging, and Combustibles

Based on the review of these quality assurance surveillances and the
previously referenced quality procedures, no deficiencies were identified
relative to the use of picking tickets and the programmatic controls governing
materials issuance wuore determined to be acceptable.

2.8 Conclusions

The observed work and inspection activities performed by the licensee were
excellent. One violation was identified relative to the EDG flushing
activities which were actually performed several months agc. The failure to
fully evaluate and implement the recommendations of the industry coerating
experience report related to the blank flange issue indicate a potential
weakness in the use of industry experience to prevent the faiiure of
safety-related equipment.

3 PREOPERATIONAL TEST PROCEDURE REVIEW (70300, 70305)

The inspectors reviewed selected precvperational test procedures to determine
if they conformed to the licensee's admin.strative requirements for format and
content, and to ascertain whether the procedures incorporated the requisite
test criteria. The procedures were also reviewed to determine if the stated
test objectives satisfied the appropriate Regulatory Guides, Final Safety
Analysis Report (FSAR), Safety gvaluation Report, and licensing commitments;
that the prerequisite test conditions were delinealed; trat human factor
considerations were incorporated, that the test metiodology would produce the
desired acceptance criteria; and that the appropriate qualitative and
quantitative acceptance criteria were identified.
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technicians, tve unit supervisor, the reactor operators involved, the field
support supervisor, the participating auxiliary operators, and a quality
assurance representative. The scope of the tests was discussed as well as
expected operator actions, plant responses, and required hold or data
recording points. The operators typically exhibited a good knowledge of the
test expectations and occasionally asked for clarification or additional
information on specific actions required by the lest procedure. Shift
staffing was observed and found to be satisfactory. No ‘nstances of shift
staffing dropping below 1icensee management’s expectations were observed by
the inspectors., Provisions were made in the daily shift orders to notify
licensee management if shift staffing levels dropped below expectations.

On September 3, 1992, during a static fill and vent of the Train B of the
residual heat removal system, the licensee determined that the residual heat
removal system pump discharge Valve (2-8724R) was closed when it was expected
to have been cpen. The Unit 2 shift supervisor was immediately notified and
directed that a compiete valve lineup be performed on both trains of residual
heat removal. No additional valves were identified out of position in the

B train. Four valves in Train A were found to be out of their expected
position, valve 2RH-0026, the Train A residual heat removal pump to the post
accident sampling system isolation valve, was found open when it should have
been closed per the residual heat removal valve lineup., This valve was
determined to have been repositioned during ch: performance of and in
accordance with Procedure 2CP-PT-59-01, "Post Accident Sample System,”
Revision 0. The other three valves identified out of position (251-0028,
251-0026-9, and 251-0134), were vaives asscciated with the valve tank
enclosure for Valve 2-8811A, the Train A containment sump to residual heat
removal suction valve, and were .not directly connected to the re ‘fual heat
removal system.

The licensee conducted interviews with the operators, test personnel, and
supérvisors that may have had cause to reposition the subject valves or may
have 5ad the opportunity to misposition the valves during the performance of
other activities. A review was performed of other activities or testing that
may have required repositioning the subject valves. No cause for the valves
heing out of their expected position could be determined.

ONE Form 9 -87% was written to eccument the event and the licensee indicated
that a "lessons learned" memcrar © auld be issued to emphasize the
importance of maintaining and verd y g valve lineups, and that changes in
valve status not specifically controiled by a specific procedure should be
logged in the unit log. The licensee indicated that, although not formally
proceduralized, operators routinely verify the major flow path; i.e., suction
and discharge valve positions prior to starting major pumps. The inspectors’
review of the ONE form determined that one of the valves listed on the
original form was numbered incor:ectly. This was brought to the Ticensee’s
attention and the ONE form was corrected,

Step 5.1.3 of Operations Department Administration Procedure ODA-410,
Revision 4, states that the position of components not controlled by a
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with the reactor operator maintaining constant observation of reactor coclant
system parameters. The systems responded as required, and no deficiencies
were obrerved by the inspectors.

4.6 Reactor Protection System Operational Checks

The inspectors witnessed various poctions of Test Procedure 2(P-PT-54-02,
“Reactor Protection System Operatioral Checks," Revisien 1. The sections of
the test witnessed by the inspectzrs were well controllied and performed by the
test engineer. The test procesure was reviewed to determine that the
appropriate prerequisite were completed and that the test procedure was
current, Although no dericiencies were noted b the inspectors, Test
Procedure Change No. 2, while appropriately authorized and implemented, was
inftiated to correct numerous procedure and typographical errors.

4.7 Solid State Safequard Sequencer festing

The inspectors observ'd the performance of Section 7.18 of

Procedure 2(P-PT-64-07, Revision 1, "Solid State Safeguard Sequencer
Preoperational Test Procedure." The observed testing consisted of actuating
numerous master relays and verifying the expected response of the appropriate
slave relay contacts. Additional sections of this test vere observed to
ensure that the test was being performed in accordance with the test
procedure, and that procedure changes were appropriately initiated when
required. The observed testing and administration were determined to be well
executed and documented.

4.8 Anticipated Transient Without Scram Mitigation System Actuation
Circuitry Operational Testing

The inspectors observed the performance of portions of Section 7.1 of
Procedure 2CP-PT-64-11, Revision 0, "Anticipated Transient Without Scram
Mitigation System Actuation Circuitry Operational Test." The witnessed
portions of testing included the verification of contact operation following
the actuation of various anticipated transient without scram mitigation system
actuation circuitry reliys. The procedure was also reviewed for changes and
their implementation. The observed testing was performed by the test engineer
following authorization by control room personnel. No plant equipment was
actuated during the observed testing other than the specific relays actuated
by the test engineer as part of the test procedure. Test performance results
were documented as reguired by the test procedure,

4.9 Containment Inteqrated Leak Rate Tast and Structural Integrity Test

The inspectors verified portions of 1« jrerequisite valve lineups for the
subject testing, Jne-hundred thirty-tour vaives inside the containment
building were inspected to verify that they were in the positions required by
Section 6.0 of Procedure 2CP-PT-75-02, Revision 0, "Containment Integrated
{eak Rate Test." The valves were not only verified for position, but were
also checked to ensure that they were clearance tagged as specified in the






LT r—

-11-

from the pump bearing and was found to contain metal shavings. The pump
thrust bearing was replaced. The pump was operated again on August S5 ara 6,
1992, and again the thrus: bearing temperature reached 175°F without
stabilizino. The licensee began an onsite inspection of the pump with a
vendor representative present to determine the cause of the high bearing
temperatures. On August 9, 1992, the pump was operated following reassemply
and the thrust bearing temperat.re rose to approximately 180°F in ten minutes.
The licensee subsequently decided to remove the pump and send it back to the
wsdor for troubleshooting. The pump was operated several times by the verdor
anu various alignments and tolerance adjustments were made. The pump was
shipped back to the site and was installed on August 24, 1992. ‘The pump
vender previded documentatinn and authorization for the licensee to raise the
temperature alarm setpoint to as high as 200°F and to require shutdown of th
pump at 230°F. Technical Evaluation 92-1802 was also nenerated to allow the
use of a synthetic lubricant in the thrust bearing instead of the previously
utilized lubricant because of the improved lubricating qualiti-s at higher
temperatures. A pump acceptance run was performed and the bearing temperacire
stabilized at 192°F with an iritial pump roon temperature of approximately
¥5°F, During the 48-hour endurance run, “earing temperature stabilized at
approximately 200°F. The last 2 hours of the enduvance run were scheduled to
be perform:i with no forced ventilation in the rcom to simulate a blackout
condition. When the door and the single ventilation damger ware cloied, the
room temperature began to increase to approximateiy 127°7, wiile the pump
bearing temperature increased to approximately 204°F. The decision was made
by the licensee to reestablish ventilation prior to completion of the 2-hour
pump run, complete the endurance run, shut down the pump, and then perform the
2-hour test without ventilation in conjunction with a previously scheduleu
1-hour run following pump cooldewn. When the test was subsequently performed
from ambient conditions, the bearing temperature peaked at approximately 199¢F
and the room temperature was approximately 105°F. The portions of L. e
preoperational test requiring the pump to be operated have bee: .ompleted.

The observed sections were performed in accordance with test and
administrative procedures, and test procedure changes were praper! processed.

4.11 Conclusions

The performance of testing activities was determined to be exceptional.
‘Operations and test personnel coordin*tion during . 1 facets of the test
process was excellent. Test procedure changes and test deficiencies were
quickly addressed and resolved with good technical justification. In general,
plant operations were good, although one violation was identified regarding
the residual h.at removal system valve misalignment. Notaworthy, was the
performance of operations personnel during the rumote shutdown capability
demonstrat .un.
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5 FOLLOWUP ON CORRECTIVE ACTIONS FOR VIOLATIONS (92702)

5.1 (Closed) Violation 446/9129-01: Commodity Clearance Nonconi  ‘mance
Reports

This violatien involved the fai,ure to provide - »quate technical
justification for the hulk closure ui approxima. ¢ 850 nonconformarre reports
associateu with commodity clearance violations. bSpecifically, the technical
disposition provided on TUE Forms 90-023, 91-463, and 9.-464, did not provide
¢ yective evidence to indicate that the identified commodity clearance
deviations had been evaluated by engineering to preclude potentially adverse
interactions due to seismically and thermally induced displacements.

During this reporting period, the inspectors reviewed the licensee’s response,
which was delineated in TU Electric’s letter (TXX-91313) dated August 28,
1992, As indicated in this correspondence, the three previously referencey
TUE Forms were closed and transferred to TUE Form 91-1778, Revicion 0, in
order to document the resolution of each ccmmodity clearance deviation. The
inspectors reviewed TUE Form 91-1778 and determined that these deviations had
heen appropriately resolved by engineering calculations and supporting
documentation.

Based on these reviews, the inspec. - rs determined that appropriate corrective
actions had beer. .mplemented to adaress the ide vified violation,

5.2 (Closed) Violation 445/91202-02; 446/91201-02: Inc.rument air lines to
component cooling water control valves installed incorrectly

This viotlation involved '"he incorrect installation of the instrument air lines
to the air accumulators, which are routed to the Compcnent Cooling Water
Control Valves X-"CV-H116A and -H116B for Trains A and B of the
uninterruptible power supply air-conditioning system. Specifically, Atwood
and Morrill Co. Drawing 18-120-02. "Actuavor Bailey Positioner," Revision I,
showed the instrument air line being routed from the middle of the associated
air accumulator and a drain coming off the bottom. The inspectcrs, however,
determined that the air lines were connected to the bottom and the drains were
roiited frow the middle of the accumulator. Ir addition tLhis installation had
been quality control inspected.

The inspectors reviewed the licensee’s corresponding corrective actions which
involved initistion of ONE Form FX-91-1659 to address the as-found condition
and revision of procedures for acceptance of vendor supplied equipment. The
ONE Form was dispositioned to correct the condition via work orders, which
we-e completed on January 18, 1992, for both trains. Since early 1989, CPSES
monitors vendor supplied equipment via Procurement Procedure MMO-6.02, and
Procurcment Quality Procedure NGA-86.02. The inspectors also conducted an
examination of the design modification in the field, and reviewed the
implement ing work documents, ‘ncluding drawings and construction work
documents .
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Based on the above documentation reviews and inspection results, it was
determined that the licensee had implemented appropriate corrective actions to
address the identiiied violatien,

5.3 (Closed) Violation 445/9208-01; 446/9208-01: Improper removal of
Borg-Warner swing check valve clevis arm pins

This violation involved the misapplication of mechanical maintenance
procedures during the disassembly of Sorg-Warner swing check valves. In
particular, during the disassembly of Check Valves 2FW-201 and 2FW-202, the
clevis arms on both valves were uroken when mechanical mairte ance personnel
improperly removed the pivot pins by shearing the associated retaining arm
pins with dynamic force.

As subsequently determined, this inap’ vopriate work practice, which was not in
accordance with the governing maintenance procedure, had been employed during
the disassembly of bath Units 1 and 2 Borg-Warner check valves.

In response to this violation the licensee initiated deficiency documents for
Units 1 and 2, to address both the programmatic aspects of this issue as well
as the potential residual hardware effects. Additionally, as documented in
TU Electric’s letter (TXX-92243), a task team was appointed by CPSES
management to resolve the procedural and generic implications of this
ocuurrance.

The inspectors reviewed the results of the task team investigation which were
incl ded in the corrective act.ons documented on TUE Form 97-4142, Revisicn 0.
As dcscribed in this document, ‘he practice of employing disassembly methods
an Borg-Warner check valves, other than these delineated in

Procedure MSM-C0-8801, was prohibited by maintenance and startup personnel
through the issuance of project letters. Additionally, as determined by the
inspectors, Unit 2 startup mechanical craft and supervision received training
relative to compliance with approved work packages. This training emphasized
the process to be adhered to when procedural steps cannot be performed in
accordance with existing work documents. Mechanical maintenance also
promulgated a "lessons learned" to maintenance personnel to provide additional
assurance that work artivities accurately reflect the steps specified in the
vark documents.

With respect to the putential detrimental effects associated with the
alternate method of driving out the pivot pins which attach the swing arm to
the valve bonnet, the inspectors reviewed the safety analysis which was
included in the task team investigation. Based on the results of this review,
it was determined that the licensee had properly evaluated the mechanical and
metallurgical aspects of tha failed clevis arms and that the operability
conclusions were reasonable. Accordingly, based on the inspectors reviews of
the licensee’'s correciive and preventive actions, it was concluded that
appropriate measures had been implemented to address the identified
deficiency.
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7 FOLLOWUP ON LICENSEE ALTION ON !0 CFR PART 50.55(e) DEFICIENCIES (92700)

7.1 (Llosed) Construccion Deficiency Significant Deficiency Analysis Report
(SDAR) CP-88-38: “"SG Relief Capacity - SGTR"

This deficiency involved tne relief capacities of the steam generator
power-operated relief valve in the analysis of the design basis steam
generator tube rupture event presented in Section 15 of the FSAR.
Specifically, the calculated relief capacities of the steam generator power-
operated relief valves were higher than previous estimates, resulting in
higher calculated offsite radiologica’ doses, which were conservatively
assumed to exceed allowable limits. However, the previous analysis ausumed
the power-opera 4 relief valve failed to clcse during the steam generator
tube rupture event and the power-operated relief valve block valve could not
be closed to isolate the stuck-open power-operated relief valve. This was
assumed because the manual operator for the power operated relief valve block
valve 15 in close proximity to the steam discharge stacks, making this closure
a hazardous procedure for an auxiliary operator. As previously documented in
NRC Insnection Report 50-445/89-65; 50-446/89-65, this construction deficiency
was reviewed and closed for Unit | based on a design modification which
permitted menual operation of tie power-operated relief valve block valve via
a 20-foot valve stem extension that was installed to relocate the manual
operator to a po.ition outside the doorway of Valve Rooms 109A, B, C, and D.

With respect to Unit 2, the inspectors reviewed the licensce’s corresponding
corrective actions which involved the above design modification per
DMRC-88-1-195 in accordance with Design Change Authorizations OCA-100708,
-100737, and -101054, which provided instructions for construction of valve
stem extens<ions. The inspectors also conducted an examination of the design
modification in the field; reviewed Calculation No. RXE-TA-CP2/0-Cl4,
Revision 1, which evaluated the applicabiiity of the Unit ] steam generator
tube rupture evaluation to Unit 2; and reviewei a sample of the implementing
work documents, including drawings and construction work documents.

Based on the above documentation reviews and inspection re.ults, it was
determined that the licensee had implemented appropriate corrective actions to
address the identified deficiency.

7.2 (Ciosed) Construction Ceficiency SDAR (P-89-008: fisher Control Valve
Actuators

Thy. reportable deficiency involved various deficiencies regarding several
Fisher valve actuators. This issue was reviewsd and closea for Unit 1 in NRC
Inspeclion Report 50-445/90-0%: 50-446/90-03. Corrective actions for Unit 2
included replacement of the meior ictuators on eight component cooling water
valves, and the replacement of the stem assemblies and adjustme:t of the
operating air regulator pressure on two main steam valves.

The inspectors reviewed the Design Change Authorizations associated with this
activity (DCAs -93703, -93839, -93843, -93936, and -93455). Additionally, the









1 PERSONS CONTACIED
1 TU ELECTRIC

Bruner, Senior Vice President

. Cahill, Jr., Group Vice President

. Davis, Manager, Plant Analysis

Gully, Unit 2 Engineering Management
Harrison, Manager Unit 2 Project Overvieas
. Heatherly, Licensing Engineer

. McAfee, danager, Quality Assurance
Palmer, Stipulation Minager

. Rau, Unit 2 Project Manager

Snyder, Startup

. Wells, Unit 2 Operations

. £. Wren, Construction Quality Assurance Manager
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1.2 CITIZENS ASSOCIATION FOR SOUND ENERGY (CASE)

0. L. Thera, Consultant

1.3 NRC Personnel

The personnel listed above attended the exit meeting. In addition to the
above personnel, the inspectors contacted other personnel durir; this
inspection period,

2 EXIT MEETING

An exit meeting was conducted on September 10, 1992. ODuring this meeting, the
inspectors reviewed the scope and findings of the report. The licensee did
not identify as proprietary, any information provided to, or reviewed by the
inspectors,



