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Inspection Summary

jn:ngg;ign from August 4,1992 th h m port Nos. 50-
454/9 -1

Areas Inspected: Routine, unannounced safety inspectien by the resident
inspectors of action on previous inspection findings, operational safety
verification, current material condition, housekeeping and plant cleanliness,
radiological controls, security, safety assessment/qualily verification,
maintenance activities, surveillance activities, engineering and technical
support, emergency preparedness and report review.

Of the twelve areas inspected, one non-cited violation was
identified for failure to enter a LCO (paragraph 3a). Also, two unresolved
items and one inspection followup item were identified. The unresolved items
pertained to the failure to identify an event as reportable [paragraph 3a) and
the other for apparent falsificatiun of records during non-licensed operatur
rounds (paragraph 9). The inspection followup item pertained to the
installation of Agastat relays (paragraph 6). The following is a summary of
the licensee’s performance during this inspection period:

Plant Operations

The licensee’s performance continues to be good with invoivement by the
operating engineers contributing to the good zommunications between station
departments. There was one instance during this inspection period where the
licensed operators failed to enter & iechnical Specification LCO. The failure
to enter a LCO alse occuw=rved in April, 1992. A review by the inspectors of
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the causes for these two events could not identify any similarity. Therefore,
a non-cited violation was issued. A'so, during control board walkdowns, the
inspectors noted there was - problem with the 1D reactor containment fan
cooler dew point outiet temperature indicator which was not identified in a
timely manner by the licensee. The licensee’s response to the failure to test
residual heat and component cooling pump discharge check valves was well
managed, responsive and cuordinated which resulted in expeditious testing of
the check valves,

Safety Assessment/Quality Yerification

The LERs reviewed during this inspection period appeared to have the
appropriate corrective actions to preclude similar events, Based on the

the review of the LERs, the licensee’s performance was considerea good. The
Human Performance Enhancemert System (HPES) investigation performed for the
event pertaining to the failure to test discharge check valves in accordance
with Generic Letter 89-04 was considered thorough. The HPES investigation
identified additional eahancements in the operation of the station’s technical
staff,

Maintenance and Surveillance

The licensee’s performance in maintenance and surveillance during this
inspection period was considered good. There was one LER issued (454/92006)
that documented the failure to test residual heat and component cooling pump
discharge valves in accordance with Generic Letter £9-04.

Engineering and Technical Support

The inspectors reviewed one Onsite Review (OSR) that pertained to a problem
with Agastat relays installed in the emergency diesel generator control
panels. The OSR was thorough and adequately addressed the technical issue.

As demonstrated by the resolution of this relay problem, there continues to be
good interface and support from corporate engineering on operability concerns.
The licensee has continued to show improvement in this area.
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RETAILS

Persons Contacted
Commonwealth £dison Company (CECo)

*R. Pleniewicz, Station Manager
*K., Schwarrz, Product.on Superintendent

M.
i
*D.
¥
*D.
*T.,
"p.
W.
W,
.

Burges:, Technic.i Superintendent

Grerich, Planning

Brindle, Regulatory Assurance Supervisor
Zittle, NRC Cocordinator

St. Clair, ENC Project Manager

Tulon, Assistant Sunerintendent, Maintenance
Juhnson, Technical Staff Supervisor

Dran, Senior Engineer

vijstelbergen, Site Engineering Supervisor
Grundman, SQV Superintendent

*Denotes tho.¢ attending the exit interview conducte¢ on
September 15,1992,

The inspectors also had discussionc with other licensee employees,
including members of the technical and engineering staffs, reactor and
auxiliary operators, shift engineers and foremen, and electrical,
mechanical and instrument maintenance personnel, and contract security
personnel .

Action on Previous Inspection {indings (92701 & 92702)

a.

(Closed) Cpen Item 454/92012-02(CRP); 455/92012-02(DRP): The
coordi.ation in the performance of surveillances OBVS 3.3.1-4 and
0BOS 7.6.b-1(2) would decrease the number of starts on the control
room ventilation (CRV) systems. The licensee has revised
surveillance procedures OBOS 7.6.b-1 and OBOS 7.6.b-2 to add a
prerequisite to notify the Technical Staff that Operations has
started the CRV system. This would allow the Technical Staff to
perform surveillances OBVS 3.3.1-4 without unnecessarily starting
the makeup fan. The inspectors have no further concerns in this
area,

(Closed) Unresolved Item 454/91003-02(DRS); 455/91003-02(0RS):
VOTES MOV diagnostic egquipment overall end-to-end system error
analysis. The documents provided by the licensee were reviewed
and found to provide the necessa:~ system error information for
inclusion in the torque switch setting calculations. The licensee
will also be responsible for incorporating any subsequent vendur
information into the calculations. This item is closed.

(Closed) Open Item 454/91019-01: Failure to adequately direct
available personnel and ensure procurement of supplies to expedite
the response of the ambulance crew. A medical driil held on
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August 20, 1992 demonstrated good on-scene command and control
which expedited the response of the ambulance crew.

Plant Operations

Unit 1 operated at power levels up to 100% in the load following mode
since January 30, 1992,

Unit 2 operated at power levels up to 100% in the load following mode
since July 25, 1992,

a. Operational Safety Verification (71707)

The inspectors verified that the facility was being operated in
conformance with the licenses and regulatory requirements, and
that the licensee's management control system was effectively
carrying out its responsibilities foi safe operation.

On a sampling basis the inspectors verified proper control room
staffing and coordination of plant activities; verified operator
adherence with procedures and technicul specifications, monitored
control room indications for abnormalities; verified that
electrical power was available; and observed the frequency of
plant and control room visits by station management.

During a Unit 1 main control board walkdown by the inspectors, the
10 reactor containment fan cooler (RCFC) dew point outlet
temperature was indicating slightly higher than the dew point
inlet temperature with tt 1D RCFC fan secured. The inspector
compai ed the dew point inlet and outlet temperature indicators for
the 20 RCFC, which was also was secured, The dew point
temperatures were indicating the same temperature. The inspector
informed the Nuclear Station Operator (NSO) about the potential
problem with the 10 RCFC dew point outlet temperature indicator.
During a subsequent Unit 1 main control board walkiown by the
inspector several days later, the 10 RCFC outlet uew point
temperature indicator was indicating significantly higher than
previously noted. The inspector informed the Shift Control Room
Engineer of the problem with the 1D RCFC dew point outlet
temperature indicator and a nuclear maintenance work request (NWR)
was initiated. The inspectors were concerned that the problem
with the 1D RCFC dew point outlet temperature indicator on the
Unit 2 main control board was not identified on a NWR in a timely
manner. The malfunctioning of the 1D RCFC dew point outlet
temperature did not affect operapcility of the 1D RCFC.

On August 14, 1992, the licensee identified that a Technical
Specification (TS) Limiting Condition of Operation (LCO) was not
entered for Unit 2 when maintenance to repair a packing leak was
performed on non-return check valve, ES002. A valve stroke test
(2B0S 3.4.2.c-1) was immediately performed to verify post
maintenance operability of 2£5002. The surveillance was
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-LL: Several pump discharge check valves in the
component cooling (CC) and residual heat removal (RHR) systems were not
tested as required by the response to Generic Letter B9-04. As a
result, the station entered Technical Specification (TS) Limiting
Condition for Operation 3.0.3 for CC and RHR for both units. The
licensee immediately initiated testing of the check valves as required
by the Inservice Testing (IST) program. The tests were successful and
TS LCO 3.0.3 was exited for both units without the need for a Temporary
Waiver of Compliance. The licensee’s response to this event was well
managed and coordination between the station and corporate departments,
including licensing, was very good. The inspectors have reviewed the
proposed corrective actions with no problems noted. The inspectors also
reviewed the licensee's Human Performance Enhancement System (HPES)
investigation, 92-09. The inspectors considered HPES 92-09 thorough and
identified additional enhancements in the operation of the station's
technical staff.

{(Closed)455/92003-1L: Supplemental report to manual reactor trip on
June 10,1992, when feedwater regulating valve, 2FW530, failed closed.
The supplemental report added corrective actions pertaining to
performing work outside the work instructions., Examples of the effects
of performing work outside the work instructions will be reviewed with
all maintenance departments. Also, adherence to current work
instructions will be reviewed with the maintenance supervisors who will
also be informed of the need to enforce these adherence policies. The
inspectors have no concerns with this additional corrective action.

In addition to the foregoing, the inspector reviewed the licensee's
Problem Identification Forms (PIF) generated during the inspection
period. This was done in an effort to monitor the conditions related to
plant or perconnel performance, potential trends, etc. The PIFs were
also reviewed to ensure that they were generated appropriately and
dispositioned in a manner consistent with the applicable procedures.

No violations or deviations were identified.

Maint - i1] (62703 & 61726)
a. Mainten i Ty

Routinely, station maintenance activities were observed and/cr
reviewed to ascertain that they were conduct~4 in accordance with
approved procedures, regulatory guides and industry codes or
stondards, and in conformance with technical specifications.

The following items were also considered during this review:
approvals were obtained prior to initiating the work; functional
testing and/or calibrations were performed prior to returning
components or systems to service; quality control records were
maintained; and activities were accomplished by qualified
personnel .









Unresolved Items

Unresoived (tems are matters about which more information is required in
order to ascertain whether they are acceptable items, violations, or
deviations. Unresolved items disclosed during the inspection are
discussed in paragraphs 3.a and 9.

Meetings and Other Activities

Management Meetings (3C702)

On August 11-13,1992, Mr. M. J. Farber, Section Chief 1A, toured
the Byron plant and met with licensee management to discuss plant
performance and plant material condition.

Exit Interview (30703)

The inspectors met with the licensee representatives denoted in
paragraph 1 during the inspection period and at the conclusion of
the inspection on September 15, 1992. The inspectors summarized
the scope and results of the inspection and discussed the likely
content of this inspection report. The licensee acknowledged the
information and did not indicate that any of the information
disclosed during the inspection could be considered proprietary in
nature,

10



