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AREAS INSPECTED

A routine, unannounced inspection of operations, engineering, maintenance, and
plant support was performed. A routine, announced inspection of the physical
security program and effectiveness of licensee controls in identifying,
resolving and preventing problems were also performed. Follow-up inspection
was performed for non-routine events and for certain previously identified
items.
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RESULTS

OPERATIONS personnel continued to perform well during infrequent evolutions
such as reactor shutdown and fuel movements. Operators demonstrated
attentiveness to panels and identified flow indicator problems on two
occasions. The OPERATIONS department self assessment efforts reviewed were
acceptable. The operations committee provided good reviews of issues and
challenged site personnel to resolve issues appropriately. However, the
inspectors noted that on two occasions, OPERATIONS management failed to follow
procedures. A discrepancy between technical specification wording on normal
operators hours and current practices was identified; however, this
discrepancy did not constitute a violation.

With the exception of one activity, the inspectors observed good procedure
adherence and self-checking by NAINTENANCE personnel. However, NAINTENANCE

! and quality control personnel failed to follow installation procedures during
| the installation of a speed sensing relay. MAINTENANCE self-assessment
| efforts were acceptable.

The licensee evaluated the planned refueling outage schedule using shutdown
risk guidelines and identified areas of increased risk. The licensee made
appropriate changes to the schedule to reduce the risk. The licensee,

'

implemented requirements for equipment availability which were more
;restrictive than technical specifications. This effort was considered a

strength.

ENGINEERING personnel provided strong support to other departments
specifically during troubleshooting of the #12 emergency diesel generator
voltage regulator problems. ENGINEERING personnel identified a non-
conservative error in the high energy line break (HELB) analysis which was
considered a strength and demonstrated ENGINEERING's commitment to problem
identification. However, the licensee's first justification for operability;

I was not rigorous and did not address the potential effect on plant. systems.
The licensee performed a more rigorous analysis and showed that the
consequences of the HELB was minimal. ENGINEERING self-assessment processes
reviewed during the inspection period were effective. Some increase in the |backlog of corrective actions was identified. !

The inspectors noted strengths in management support to the SECURITY area and
|an excellent self assessment program. SECURITY staff members were

knowledgeable of assigned work areas and appeared to be well motivated. The
SECURITY force staff was at the minimum level to achieve compliance with
security plan commitments. Intrusion detection systems were functional,
effective, and met security plan commitments. A review of security loggable
events and incident reports showed no negative trends. Station personnel
errors in SECURITY were low. Corrective actions to an identified vital area
barrier degradation were comprehensive and timely. The inspectors questioned
the staffing level in the protected area ingress search of the gatehouse
during peak traffic periods. The licensee stationed another individual during
these peak periods to better control the area.
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The inspectors observed several aspects of S4FETY ASSESSMENT AND QUALITY
VERIFICATION (SAQV). The inspectors reviewed selected self assessment
programs in all departments and concluded those reviewed were adequate.
However, the self-assessment programs in some areas were not very self-
critical, did not assess site standards or performance levels, and did not
identify any areas to concentrate to improve. The condition reporting system
was acceptable; however, the trending of findings was minimal.

Summary of Ooen Items

Violations: One violation with two examples were identified in paragraphs 1.3
and 2.2..

Unresolved Items: Two identified in paragraphs 3.1 and 3.2.
Inspection Follow-up Items: Two identified in paragraphs 2.5 and 3.2.
Non-cited Violations: Two identified in paragraphs 1.3 and 4.2.4.
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INSPECTION DETAILS

1.0 OPERATIONS

NRC Inspection Procedure 71707 was used in the performance of an
t inspection of ongoing plant operations. The unit remained in a gradual

coastdown until April 10 when a manual shutdown was initiated for a-
planned refueling outage. The unit was shutdown for the remainder of
the period.

Accessible portions of the following systems were inspected: -

Alternate Shutdown System
Emergency Diesel Generator Emergency Service Water System (EDG-
ESW) |

Equipment operability, material condition, and housekeeping were ;'

acceptable. Some minor discrepancies were brought to the licensee's i
attention and were corrected. The inspectors identified no operability
concerns as a result of these walkdowns.

1.1 Unit Shutdown Was Performed in a Controlled Manner '

On April 10, 1996, the licensee shut down the unit for a scheduled 38
1

day refueling outage. The licensee inserted a manual reactor shutdown
from 10 percent power to verify the capability of the control rods to
scram. All equipment responded as expected. Some control rods 5%
insertion scram times were slower than previous; however, the average
scram time of all rods was within technical specifications. The unit
had been operating for 476 continuous days.

The inspectors observed various plant activities pertaining to the
scheduled plant outage. Activities observed included power reduction,

! individual control rod testing, and manual reactor shutdown. The
' inspectors observed good procedure adherence, communication, and self; '

checking during these activities.

1.2 General Observations of Operations Personnel Performance

The inspectors accompanied non-licensed auxiliary plant operators during|
'

the daily plant walkdowns to assess the operators' knowledge of their
duties and responsibilities. Additionally, the work activities of
radwaste operators were observed. The inspectors accompanied radwaste
operators during the preparation of placing the fuel pool cooling system

- into service. Activities observed included backwashing of strainers,
I valve alignments, backwashing and pre-coating of filter /demineralizer

with resin. The inspectors observed that the work activities were
adequately performed and in accordance with the operations manual

i procedures.
I
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! 1.3 Operations Personnel failed to Follow Procedures on Two Occasions

| The inspectors identified two examples of operations personnel failure
to follow procedures. These included:'

On March 8, the emergency diesel generator (EDG) system engineer*

identified that a wire in the voltage regulator circuitry for the
#12 EDG was not secured properly. The licensee declared the #12
EDG inoperable, installed a nut and bolt, and inspected the
remainder of the panel. No other discrepancies were identified.;

| As part of the post maintenance testing, operations personnel
initiated procedure 0187-02, "#12 Emergency Diesel Generator and
#12 Emergency Service Water Pump System Tests." Step 91 of this
procedure allowed the operator to declare the EDG operable after
electrically disconnecting the EDG from the grid. Operations
personnel declared the EDG operable and exited the technical
specification (TS) limiting condition for operation (LCO).
However, the preventive maintenance test (PMT) specified
additional steps to be performed such as obtaining oil samples and
realigning the EDG-ESW system. The operability of the EDG was'

proven technically. However, in accordance with 4AWI.04.05.06,
" Post Maintenance Testing" step 4.1.6, the EDG should not have
been declared operable until the PMT was completed, reviewed, and
signed off. This review was completed about two hours later which
was well within the LC0 time. The inspectors discussed this.
incident with the system engineer and operations management. The
licensee planned to revise 0187-02. This failure to follow
procedure constituted a violation of minor significance and is
being treated as a Non-Cited Violation, consistent with Section IV
of the NRC Enforcement Policy (50-263/96003-01),

On April 16 through 18, the inspectors observed various aspects ofe

the control rod drive changeouts performed under procedures 9309
"Changeout Selected Control Rod Drives - Maintenance" and 9019
"Changeout Selected Control Rod Drives - Operations". Early in
the evolution, the inspectors discussed portions of procedure 9019
with the shift manager. The procedure allowed the operator to
withdrawn one control rod from the core to facilitate drive
removal. Step 4 required the operator to notify personnel on the
refuel floor to halt any activity over the reactor cavity. The
inspectors inquired about the status of the activities on the
refuel floor. The shift manager replied that since the shutdown
margin was known and shielding was provided by the flooded cavity,
the procedure step was not necessary. The shift manager had
discussed the validity of this step with the nuclear engineer. On

. April 18, the inspectors observed operators'at the hydraulic
| control units manipulate valves and noted that the procedure step
j had not been revised on the working copy. The inspectors later
| determined that shift manager failed to revise the master

procedure as well.!

|
t
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I Administrative work instruction 4-AWI-02.02.05 required temporary
changes to procedures be reviewed and approved prior to,

| implementation. Failure to initiate a temporary change to'

procedure 9019 is contrary to 10CFR50 Appendix B, Criterion V and
! is considered an example of a violation (50-263/96003-02A). The
| inspectors discussed this incident with operations management and

a temporary change was initiated by the nuclear engineer.

1.4 Operator Responsiveness to Panels and Conservative Operations
?

On April 1, operators observed that the containment computer display
showed a total emergency core cooling system (ECCS) vortex limit
problem. The operators confirmed that the flow controller for reactor
core isolation cooling (RCIC) had indication of less than zero flow.
Further investigation showed that when the flow controller was placed in

,

manual, the output signal to the controller was responsive. However, |
,

when placed in automatic, no feedback was provided to the RCIC turbine
to prevent an inadvertent overspeed trip. The operators declared the

|

,

RCIC system inoperable. Instrument and control personnel identified a '

blown fuse in the power supply to the circuit as the cause of the
controller failure. The system was declared operable after replacement

t of the fuse.

On April 6, the operators noted a similar alarm and determined that the
computer point for high pressure coolant injection (HPCI) flow
indication was reading less than zero. Although the flow controller did
not show any abnormalities, operations personnel conservatively declared
HPCI inoperable until a root caused was determined. The operations
personnel checked the flow controller input and output signals but'

nothing appeared wrong. Further investigatior, showed that the output of
the controller was 3.99 mA which was slightly outside the computer point
tolerance band of 4-20mA. Computer support personnel adjusted the band
and operations personnel declared the system operable. The HPCI system
had technically remained operable during this event; however, operations
personnel conservatively declared it inoperable due to an earlier
problem with RCIC.;

1.5 Fuel Movements Were Conducted in a Controlled Manner
|

| The inspectors observed several activities involving fuel movements
during this inspection period. These included: receipt, inspection, and

| channeling of new fuel; dechanneling and individual fuel rod removal;
'

and core alterations. The inspectors attended the infrequent evolution
discussions for each of these activities. Management and engineering
personnel discussed in detail the evolutions and contingency actions and:

| stressed communication, foreign material exclusion practices, and self
| checking. The operators performing these tasks were knowledgeable and

adhered to procedures. Quality control inspectors also provided
oversight of the activities and contributed constructive observations.

!
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1.6 Discreoancy Noted in Technical Specification

The inspectors reviewed TS 6.1.F.1 and noted a discrepancy with licensee
current practices. The specification required the licensee to develop
and implement administrative procedures to limit working hours of unit '

staff performing safety-related functions. The TS stated that " adequate
shift coverage shall be maintained without routine use of heavy
overtime. The objective shall be to have operating personnel work a
normal 8-hour day, 40-hour week while the plant is operating." The
inspectors verified that adequate shift coverage was maintained duringi

normal operations without a strong reliance on overtime. However, the
- inspectors noted that operations personnel had been working rotating 12

| hour shifts since early 1990. The licensee did not change the TS when
the 12-hour shifts were officially implemented. The inspectors
concluded that the discrepancy with " normal" working hours did not
constitute a violation of this specification; however, the licensee
planned to submit a TS change by the end of 1996.

1.7 Operations Committee (00) Appeared Effective

The inspectors attended several OC meetings and verified that the OC met
, the requirements of TS 6.2.B. The OC members were cognizant of issues
'

and were candid and open in their discussions. Several 0C meeting
reports were reviewed to ensure quorum and membership requirements were
met. The committee reviewed a variety of topics. Members appeared to
perform good reviews prior to the meetings. Discussions were detailed
and had good safety focus. When questions were raised which could not
be answered within the scope of the meeting, the topic was appropriately
tabl ed.

| The inspectors noted that the OC meeting regarding the fuel rod
replacements was excellent. The fuel vendor notified the licensee of

| inconsistencies with some of the new fuel pellet densities. About 47
fuel rods in 36 fuel assemblies were involved and required replacement.
The committee reviewed the procedures to be used and were not satisfied

! with the planned rod accountability process. After further discussion,
| the engineers developed a better verification method to ensure the
! proper rod was removed and replaced. The inspectors observed a good

questioning attitude by all committee members.

1.8 Operations Department Self-Evaluation

! The inspectors reviewed several self-assessment processes performed by
operations personnel and made the following observations:

In mid-1995, the licensee performed an operations self-evaluation*

of operations based on industry objectives and criteria. The
licensee's self-evaluation was primarily a program review against
industry and regulatory standards. The self-evaluation determined
that the operations programs met industry standards, with very few,

weaknesses identified. It did, however, identify a hesitancy in'
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operations to report minor problems. The inspectors reviewed the
self-evaluation and concluded that the effort was not very self-

| critical, did not assess site standards or performance levels, and
! did not identify any areas to concentrate efforts to improve.

|!

Station management identified human performance was a significante
area for improvement. Outside industry assistance and an j
independent contractor evaluation were performed to assess this |

i area. The inspectors considered these efforts to be a strength. I
Following the outside evaluations, operations management modified

|
i

| the criteria for self assessment to assess human performance .

objectives.-

The inspectors determined that the monitoring and evaluation ofe
performance during simulator sessions was good. While mostly
performed by the Generai Superintendent Operations, monitoring was,

'

frequent. Other senior management participation in simulator
performance monitoring, however, was minimal. Emphasis appeared
to be placed on self-assessment by the crew of simulator
performance and all crews had received formal training on
simulator performance evaluation. This appeared only partially,

,
I successful in breaking down operator resistance to being self- I

critical, a weakness identified by the operations self-evaluation. |

Overall, the self assessment processes in the operations departmentr

appeared acceptable.'

2.0 MAINTENANCE
,

NRC Inspection Procedures 62703 and 61726 were used to perform an
inspection of maintenance and testing activities.

2.1 General Observations of Maintenance and Surveillance Testina Activities
|

; The inspectors observed or reviewed the following routine preventive and
| corrective maintenance and surveillance activities. The inspectors
'

verified approved procedures, regulatory guides, industry codes or
standards and TS limitations were followed. These activities included:

Surveillances:,

0006 Scram Discharge Volume Hi level Scram Test and Calibration
0301 Safeguard Bus Voltage Protection Relay Unit Functional Test
4109-01 Emergency Diesel Generator 8-Cycle Maintenance
4530 Capacity Test on 24/48 Volt Battery

. 4850-602 #12 EDG to Bus 16 Relay Maintenance, Calibration and Testing
I 4850-603 #14 RHR pump Relay Maintenance, Calibration, and Test

Tripping
4858 GE, 4KV AMH Magnablast Air Circuit Breakers Maintenance

,

|



- _ - _ _ __ _ _ _ _ - _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ - - _ _ _ _ _ _ - _ _ _ _ _ -

> -

4920 Changeout Procedure for ASCO Solenoids
9019 Changeout of Selected Control Rod Drives - Operations
9309 Changeout of Selected Control Rod Drives - Maintenance

Work Orders:

WO 9600519 Replacement of Solenoid Valves SV-3-31 (A-D). These SVs are
the pilot valves for the SCRAM Discharge Volume (SDV) drain
valves.

WO 9600639 Replace Scram Valve Position Switches
WO 9600644 Install Missing Terminal Screw for CRIA in C-92
WO 9600649 Changeout Air Control Assembly on MSIV A0-2-86-A

Modifications:
93Q415 Electrical Modification of 12 EDG Panels C-92 and C-94

Except as noted in paragraph 2.2, the work was performed well. The
technicians and maintenance personnel followed procedures and
established appropriate communications with operations personnel. The
completed surveillance tests were verified to have met the test
acceptance criteria. The personnel performing the tests were
knowledgeable of the test ree.uirements and expected system responses.
The inspectors concluded that these activities were performed in an
acceptable manner. Specific observations made during these activities
are provided below.

2.2 Failure to Follow Procedure Durina Emeraency Diesel Generator Electrical
Modification

The inspectors observed portions of the installation of modification
93Q415 on 12 EDG electrical panels C-92 and C-94. The installation work
was performed satisfactory with exceptions as noted below:

The inspectors observed that the two new speed sensing panels were*

not installed in accordance with the design change package. The
design change procedure, HP-93Q415-05, (Revision 0), Step 8.23.3,
provided instruction to remove the old speed sensing panel BS
(SSP 1) and BT (SSP 2) and install the new speed sensing panels as
specified in drawings NGS 93Q415-170043-1A, -18, and NGS
93Q415-9216-6. Drawing 170043-1B contained a construction note
which stated to install the relay assembly using existing bolt
holes. The inspectors noted that the existing bolt holes were not
used. New bolt holes were drilled on the back plate of the panel,
about 1.5 inches away from the original bolt holes. The
electrician did not obtain an approved engineering change notice
prior to deviating from this drawing.

A quality control (QC) inspector reviewed the installation and*

signed the step verifying that the installation was performed
correctly. The QC inspector failed to recognize that the speed
sensing panels were not installed as specified in the drawing.

9
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During the observation of this work, the inspectors also noted*

that the electrician used a pin and a hammer to punch marks on
this thick plate. The effect of such hammer blows on the
instruments mounted on the panel was not clear. Such action could
disturb settings on some relays or other instrumentation mounted

; on the panel. The licensee identified several loose wires in the
panel days after this observation. Although not conclusive, the

; use of the hammer and pin could have contributed. The work
package did not include any caution / note to prevent the use of a-

hammer on the panel.

Failure to-follow drawing NGS 93Q415-170043-1B during the installation.

of two new speed sensing relays is considered another example of a
i violation of 10 CFR 50, Appendix B, Criterion V (50-263/96003-028). The
| licensee issued condition report 96000868 to address this concern. The
;

root cause(s) or corrective actions had not been identified at the
.

I conclusion of this inspection. l

2.3 Good Attention to Detail by Ouality Control Inspector
1i The inspectors witnessed the re-termination of the internal wiring and I

installation of the solenoid cover for SV-3-31-A. The inspectors noted;

: that the work performed was implemented in accordance with the
; instructions in procedure 4920PM. This procedure provided generic ,

instructions for the replacement of SVs. The inspectors verified that |
the generic procedure was applicable to the SVs being replaced. The i

inspectors discussed the scope of work with the technicians and QC
,

inspector. The inspectors were informed of a discrepancy regarding the |

shelf-life of the SVs. Prior to installation of the SVs, the QC i

inspector had noted that the SV package contained a shelf-life which had |
expired. After several discussions with engineering personnel and I

engineering evaluation of the component shelf-life, the QC inspector was
satisfied that the components to be installed were acceptable. The )
inspectors determined that the QC inspector exhibited good questioning
practices and ensured that the identified discrepancies were adequately

,

resolved. Good attention to detail was evident on the part of the QC
inspector.

2.4 Initial Outaae Work Observations Showed Manaaement Involvement and
Shutdown Risk Planning

The inspectors reviewed the original planned outage schedule and
equipment maintenance windows. The inspectors also reviewed operations
manual C.3 " Shutdown Procedures" and the licensee's plans to address
outage risk management. The following observations were made:

The inspectors concluded that the equipment operability and*

availability requirements listed in C.3 were more limiting than
technical specifications under shutdown conditions. This was
considered a strength. The inspectors verified that the
requirements of C.3 were strictly followed during the outage

10
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planning stages. The inspectors noted that the plant manager
could approve deviations from the shutdown risk guidelines;
however, this was conducted informally. The inspectors expressed
concern that the informal process could result in unapproved
deviations if contingency actions approved by the plant manager
were not followed. The licensee revised the procedure to document
the assumptions used in approving deviations.

e The licensee performed a shutdown probabilistic risk assessment
and identified periods of increased risk. Appropriate changes

i were made to the schedule to minimize this risk.
,

The licensee assembled a multi-disciplined outage management teame
,

! to lead outage activities. The inspectors attended several outage
meethgs and noted that one achedule was being followed by all
departants and that problems affecting the schedule were
discussed and tracked. Higher risk activities were discussed in

advance to identify additional concerns. The licensee also placed
plant status boards in the shift supervisors office and control
room to track equipment and system statuses.

Training which included emphasis on self checking, proceduree
adherence, and a review of the schedule, was provided to all staff :

and contractor personnel.

The inspectors concluded that shutdown risk concepts were adequately;

addressed by the licensee.!

I- 2.5 Some Material Condition Concerns Were Noted

During routine plant tours and observations of activities, the
inspectors concluded that material condition of equipment remained

| acceptable. However, some material condition problems were noted:
i

e During a panel inspection, the EDG system engineer identified that
L a wire in the voltage regulator circuitry for the #12 EDG was not

properly secured. This condition could have rendered the diesel
inoperable during a seismic event. This issue will be followed up
in Inspection Report 50-263/96005 during inspectors review of LER

I 96002.

The licensee identified wall thinning on a section of #8 residuale
heat removal (RHR) service water piping and a pin hole leak in a
section of #13 ESW piping. The licensee was required to perform
ASME code repairs prior to unit start up. These repairs are
considered an Inspection Followup Item (50-263/96003-03).

e The licensee determined that the A, B, and D inboard main steam
isolation valves failed the as found local leak rate tests.

!
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The inspectors verified the licensee initiated actions to correct these
conditions.

2.6 Mintenance Self-Assessment Was Acceptable

The licensee's self-assessment effort in the maintenance area was
focused on problem areas in specific programs. The licensee's root
cause evaluation in response to recent personnel errors was thorough and
well supported by the plant management. The self-assessment on the
post-maintenance program identified needed improvements in the PMT
process such as clarification of the overall responsibility for the PMT
as well as in training of. personnel . The motor operated valve (MOV)
program self-assessment performed in March 1995 utilized four
specialists from other utilities and provided the licensee with insights
into the current program status and identified areas that needed
additional strengthening. This self-assessment made contributions to an

.

already well managed, comprehensive, and consolidated MOV program. The
'

licensee planned to perform a third party review of the Maintenance Rule
implementation program in the near future.

3.0 ENGINEERING

NRC Inspection Procedure 37551 was used to perform an onsite inspection
of the engineering function.

3.1 Duct Tape Used in Drywell Durina Operations: Concern with Strainer
Pluaaina

On April 15, the inspectors identified several areas in the drywell
,

where duct tape had been used during the operating cycle. These areas
included: i

e duct tape was wrapped around drywell ventilation in at least two
locations. This location is significant because a direct path
existed through the downcomers into the torus,

about twenty feet of reactor head vent piping was wrapped ine
insulation apparently held in place by duct tape.

e access hatches to the ventilation system were taped around the
edges.

The inspectors also noted sealing tape around various portions of the
drywell ventilation ducts. The inspectors were concerned that during an
event, high temperature and humidity in the drywell could cause the tape
to loosen and potentially plug the emergency core cooling system
strainers in the torus. While the migration path appeared to be
tortuous for some of the tape, the tape on the ventilation system
appeared to have a direct path to torus through the downcomer. The
licensee performed a strainer inspection; however, substances that were
found on the strainer had not been identified by the end of this

12
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inspection. The use of duct tape in the drywell is considered an
Unresolved Item (50-263/96003-04) pending results of the strainer
inspection and further review of the root cause.

3.2 Justifyina Eauipment Operability Based on a leak-Before-Break Theory For
a Hiah Enerav Line Break Was Non-Conservative

a. Inspection Scone

On April 4, 1996, the licensee identified a non-conservative error in
their model for environmental effects due to a high energy line break
(HELB). During a review to support the rerate project, the engineers
determined that an open stairway on the turbine building 931 ft -

elevation was modeled incorrectly. A pathway existed such that a high
energy line break on the turbine floor elevation or in the feedwater
pump area would subject the nonqualified safety-related motor control
centers (MCC) 142, MCC 143, and 4KV switchgear to harsh environments.
The licensee recognized this was a condition outside their design basis
and made the appropriate notifications.

The inspector reviewed the licensee's immediate corrective actions, the
applicable sections in the updated final safety analysis report and

i

operator procedures, including: i

e USAR Appendix I, section I.5.2.2.1, revision 5, " Reactor feedwater
pump area - compartments IX/13B and IX/13C
Issue 4 in Federal Register notice FR 41290 (volume 52, number 207e
dated October 27,1987)

e Federal Register notice FR 18649 (volume 54, number 83 dated
.

May 2, 1989) I

b. @.sfrvations and Findinas

The licensee initiated an evaluation to continue operation until the
start of the refueling outage. The licensee established a 4 hour watch
to identify leaks. The licensee based their decision on leak before
break analysis.

The inspectors had the following observations:

The licensee justified operability based on the low probability of*

a catastrophic failure of piping. The licensee justified
operation with the idea that the pipe would leak before breaking;
therefore establishing a 4 hour HELB watch to ensure leaks were
detected prior to a guillotine-type break.

The licensee's original evaluation was not rigorous. Current*

operating conditions and discussion on effects were not addressed
in the evaluation.

13
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The licensee's second evaluation (although still stating LBBe

analysis) was more rigorous and included an analysis assuming
current conditions. The licensee determined that the MCCs 142 and
143 would be exposed to a harsh environment of 189'F for about 4
minutes. A previous study showed that the MCCs would remain
operable in an environment of 212*F for 300 seconds. The analysis
showed that the 4kV switchgear would be exposed to a peak
temperature of 136*F for about 4 minutes. The licensee determined
that the division 11 equipment would remain operable during this
postulated event.

The licensee initiated a condition report and intended to correcte

the condition prior to startup from the current refueling outage.
This is an Inspection Followup Item (50-263/96003-05) pending
completion of the corrective actions. ,

The inspectors discussed with the plant manager that the NRC did not
recognize the leak-before-break approach for use in justifying the
environmental qualification of equipment. In this incident, the
licensee used LBB to justify not environmentally qualifying MCC 143 to
the new harsh environment. The NRC staff regards this as an
inappropriate use of LBB assumptions in operability determinations
associated with high energy line break (HELB) piping. The licensee did
not agree with the NRC's position on this issue. This issue is
considered an Unresolved Item (50-263/96003-06) pending further review
of the licensee's bases for assuming LBB will provide sufficient notice
to ensure future leaks would be detected prior to HELB pipe failure.

c. Conclusion

The identification of the non-conservative error in the HELB analysis
was considered a strength and demonstrated a commitment to problem
identification. However, the licensee's first justification for

;

operability was not rigorous and did not address the potential effect on i

plant systems. The licensee performed a more rigorous analysis and
showed that the consequences of the HELB was minimal. j

3.3 Review of Licensina Basis for a Feedwater Hiah Enerav Line Break
4

a. Inspection Scope

During investigation of the high energy line break issue discussed in ;

paragraph 3.2, the inspectors questioned whether the current USAR on
HELB in the feedwater area met the original design basis.

The inspectors reviewed correspondences between the licensee and the
NRC, applicable sections in the updated final safety analysis report,
and operator procedures including:

USAR Appendix I, section I.5.2.2.1, revision 5, " Reactor feedwater*

pump area - compartments IX/13B and IX/13C

14
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* Letter dated December 18, 1972 from the Atomic Energy Commission
(AEC) (now known as the NRC) to Northern States Power (NSP)
regarding requirement to protect equipment from high energy line
breaks I

* Letter dated June 29, 19874 from the AEC to NSP with attached
safety evaluation report

Letter dated February 17, 1989 from NSP to NRC providing*

additional information on a procedure for EDG bus swaps

* Letter dated June 13, 1990 from NRC to NSP regarding corrected
HELB discrepancies

D0R Guidelines, " Guidelines for Evaluating Environmental*

Qualification of Class lE Electrical Equipment in Operating
Reactors"

* Operations Manual B.9.8-05, " Loss of AC Power Concurrent with a
High Energy Line Break Near the Reactor Feedwater Pumps"

* Operations Manual C.4-B.9.07.C " Loss of Load Center 103 or Its
MCCs"

b. Observations and Findinas

The inspectors reviewed the applicable USAR sections and questioned the
validity of the evaluation. USAR section I.5.2.2.1 stated that for
certain HELBs, flooding would result in a loss of MCC 133. The MCC

,

provided power to division I ECCS and other primary containment i

isolation valves. The inspectors were concerned that in this scenario, |

division I equipment would be inoperable and the licensee would rely on i

only division II equipment for a safe shutdown. Assuming a single I
failure of the division II EDG (#12 EDG), recovery from this event would
require manual operator actions. The inspectors determined the
following:

The loss of MCC 133 was analyzed in the original HELB submittal to*

the NRC. During the NRC's review, questions regarding the
potential of losing both MCC 133 and MCC 143 were raised. These
concerns were resolved through modifications to the concrete walls
adjacent to MCC 133 and installation of jet impingement shields.

After the licensee resolved other discrepancies noted in the*

original HELB analysis, the NRC approved the submittal.

The licensee used D0R guidelines to environmentally qualify*

equipment. Section 4.3.1 of this document stated that areas
exposed to HELB were evaluated on a plant by plant basis based on
the requirements set forth in the December 18, 1972 letter
referenced above. Equipment required to mitigate the HELB should

15
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be qualified for the service conditions reviewed. The licensee
did not identify MCC 133 or Division I equipment as necessary to
recover from this particular HELB. Therefore, the licensee was
not required to maintain MCC 133 operable during a HELB.,

The inspectors discussed the above observations with various members of
.

'

NRR including the project manager and the acting project directorate.
The NRC staff concluded that the failure of MCC 133 during a HELB was
acceptable. The licensee could sustain the worst single active failure
(failure of the #12 EDG) concurrent with a HELB in the feedwater area.
The inspectors reviewed the applicable cperator procedures to assess if
adequate guidance was provided to the operators to control this event.-

If the feedwater piping failed concurrently with a loss of offsite power
and a single failure fault of the #12 EDG, the operator would be
directed to initiated HPCI or RCIC to provide decay heat removal and
inventory control. The operator would have about 4 hours to identify
the fault on MCC 143 and initiate actions to crosstie the division II
bus to the operable division I EDG (#11 EDG). Through review of the
procedures and discussions with operators, the inspectors concluded that
adequate procedural guidance was provided f.o mitigate the consequences
of this event.

c. Conclusions

The inspectors concluded that the assumed loss of MCC 133 due to
flooding during a HELB was within design basis and was acceptable. The
loss of this MCC would not prevent the licensee from achieving hot
shutdown conditions. Division II equipment would be available

~

regardless of the operability status of its associated diesel generator.
The inspectors had no further concerns on this matter.

3.4 Soent Fuel Pool Licensina Basis Review for Monticello

The inspectors reviewed applicable sections of the station technical
specifications, USAR, NRC Safety Evaluation Report supporting the spent i

fuel pool (SFP) rerack amendment (issued on April 14, 1978), and the l

licensee's rerack amendment request dated August 17, 1977. The
inspectors interviewed station personnel and reviewed the applicable
station procedures to ensure that the licensee's refueling operation was
conducted in accordance with the station's licensing basis. The
inspectors made the following observations: )

As discussed in Inspection Report 50-263/96002, the licensee !*

identified discrepancies in the USAR and its spent fuel pool
rerack amendment rec' 4 The discrepancies included the residual
heat removal (RHR) s, <:apacity in the SFP cooling mode assumed"

in the rerack amendment request and two different values (125 F
versus 140 F) specified in the USAR as the maximum fuel pool
temperature.

!
i

16

1

!



_. _ _ __ . __ _ __ _ _ _ - - - -

. .

i.
L
1

The licensee identified that a statement in the rerack amendment4

I request regarding the RHR system capacity (57.5 x 10' BTU /hr in
each of two independent loops) was incorrect. The relatively |

-

small temperature change.for the RHR heat exchanger in the SFP.

1 cooling mode required excessive RHR flow rates to remove 5.he
specified emergency heat load. However, the SFP spargers
constrained the amount of RHR flow that could be provided for SFP
cooling. In addition, high RHR flow (in excess of about 4500 gpm)

| would likely cause flooding of the fuel pool ventilation ducts.

I During March 1996, the licensee performed a 10CFR50.59 safety
. evaluation and using more realistic decay heat loads, determined
: that the emergency heat load was limited to 19 x 10' BTU /hr. The
i licensee also clarified that the removal of heat for the emergency

heat load was accomplished by the use of either the SFP cooling-

system or by.the residual heat removal system. In addition, the j
,-

i licensee determined that an RHR flow rate of 1800 gpm through the
j SFP cooling system discharge piping was justified. With this flow
: rate, the RHR heat exchanger would remove 21.4 MBTV/hr which was
'

12.6 percent higher than the emergency heat load of 19 MBTU/hr !

.,

(this is based on RHR service water flow rate of 8000 gpm and at ;.

88*F).j

.' The licensee planned to revise the USAR to reflect the results of
the safety evaluation. Inspection followup item (50-263/96002-03)
will remain open pending this change.

:

j' Although the RHR system in the SFP cooling mode has never actuallye
: been operated, the inspectors assessed the licensee's ability to ,

j operate in this mode. The inspectors verified that Operation-
g ' Manual B.3.4-05.6.5, " Emergency Fuel Pool Cooling," was in place

to initiate RHR cooling prior to exceeding 125*F. (This procedure
| was changed to reflect higher fuel pool temperature limit of
1 140 F). The inspectors also verified that the Operations Manual
: B.2.1-05 H.5, " Emergency Makeup Using-RHRSW via Residual Heat

Removal System," was in place to tie in the RHR service water4

; system if necessary.
:

i In the past, the licensee did not have the procedural controlse
j that reflected the USAR assumptions (a delay time before fuel

transfer of 96 hours for all fuel transferred to the fuel pool for
all normal offloads and 150 hours for a full core offload'

'

specified in USAR 10.2.2.3). Recently, the licensee revised the
i procedure 9007, " Procedure for Moving Fuel Into, Out of, and-

Within the Core," to require an outage specific analysis.
:

The inspectors concluded that the licensee was in compliance with the.

'

licensing basis for spent fuel pool operations.
4

4
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3.5 ULensee Actions to Re';olve Control Rod Insertion Time DiscrfpAqqigi

| The licensee continued actions to address control rod insertion time ;

degradation due to scram solenoid pilot valve (SPPV) problems. On March |

| 10, 1996, the licensee performed individual control rod scram testing on '

| 12 control rods previously tested in December 1995 and 1994. The
inspectors concluded that no significant change in the ave, age 5% I
insertion scram time was noted. However, the licensee replaced the I
diaphragms of two SSPVs which showed 5% insertion time of 384 and 385 I

milliseconds. On April 10, insertion time data was collected for all
121 control rods. The average time was 338 milliseconds which was less
than the TS 3.3.C.1 limit of 375 milliseconds. The licensee determined
14 control rods had 5% insertion times which exceeded 375 milliseconds; !

,

however, TS 3.3.C.2 requirements were met for all 2x2 cell arrays. The
licensee replaced 41 SSPVs which were trending negatively.

13.6 Enaineerina Self-Assessment Was Acceptable

i|The inspectors examined two self assessment mechanisms used in the '

engineering department. One prograa was the design basis documentation
(DBD) reconstitution program and verification process. This program ;

provided an effective self-assessment tool. The DBD effort identified
|numerous design and construction issues requiring corrective action. '

The DBD verification efforts also provided the licensee management with
the insights on the effectiveness of departmental interfaces.

Another tool used in self assessment was trending of key performance
indicators on a quarterly basis. The inspectors noted that 26

'

engineering-related followup actions for condition reports were reported
as overdue in the most recent quarterly report. The stated management
goal war zero overdue. The department management was well aware of this
problem and attributed this to the higher priority items such as outage
preparations,-power uprate effort, and the maintenance rule
implementation. Station management reviewed overdue condition report '

action items on a weekly basis to ensure safety significant issues
receive high priority attention. The inspectors independently reviewed
the overdue action items list and concurred with the licensee's
conclusions.

4.0 PLANT SUPPORT

NRC Inspection Procedures 71750, 81700 and 83750 were used to perform an
inspection of Plant Support Activities.

4.1 Radioloaical C_qntrols

The inspectors observed workers adherence to radiological procedures.
Specifically, the inspectors verified proper contamination area boundary
controls, personnel practices within these boundaries, and control of
activities including methods for dose reduction. Minor discrepancies
were discussed with licensee management and were promptly addressed.

18



. . .

. .

i

4.2 Security*

The inspectors conducted a routine security inspection of corrective
actions and management support; effectiveness of management controls;.

; security program plans; protected area detection equipment; vital area
access control of personnel and vehicles; and alarm stations and
communications.

.

4.2.1 1ecurity Self Assessment Proaram Was a Strenath

The licensee's self assessment audits of the security program were
detailed and thorough and were effective in identifying and resolving
identified weaknesses.

The licensee initiated the program informally in 1990 using NRC
inspection modules (81000 series) as guidance. In 1995 the licensee,

,

implemented security administrative procedure (SAP) 01.10 which provided
formal guidance. Additionally, the licensee expanded the scope of the
assessment program to include security implementing procedures,
contingency plan implementing procedures, security administrative
procedures, paperwork reduction, surveillance tests, and preventative
maintenance procedures.

i In 1995 forty-six assessments were performed and all concerns or
findings were properly documented. Each shift crew provided findings
and recommendations to management. About 147 concerns were raised, most
of which were closed after appropriate action was taken. Most of the

; findings concerned ways to improve security processes. No violations of
; the security plan were identified. Improvements realized through the

self assessment program included the streamlining of the administrative;

| process by eliminating or consolidating logs, forms or procedures;
improved observation of the isolation zone; qualification of 1st and 2nd
Lieutenants as Site Emergency Communicators; responsibility for testing
mace identified; responsibility for monthly weapons tests clarified; and-

'

improved camera coverage. Some safety issues of moderate significance
were identified. One such issue involved radio communications problems
identified during drills. The licensee created and posted a map showing
these communication " dead spots".

The licensee's security self assessment program expanded general
security force knowledge by exposing the security force members to an
indepth review of the security organization and functions. The program
also effectively reduced or eliminated programmatic, documentation,
personnel equipment, and policy and procedure concerns internally.

4.2.2 Manaaement Support for Security Was Evident

The initiatives listed below demonstrated good management support for
the security program:

19
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Upgrades in the firearms Training System (FATS) included shotgune

usage, instinctive shooting.
;

Site training personnel attended a Midwest Security Associatione
1

Trainer's Meeting.
!
!

The development and procurement of a weapons simulatore

(paint ball) program for future training.

Security Computer Syrtem update including hardware and software*

changes.
.

Site knowledge exchange program developed. Security personnele

visited three other nuclear plants in 1995 to identify the best
practices in the industry,

Armed responder capabilities improved through the procurement of Ie

semi-automatic shotguns. Training will conducted in May and June |1996. Night assessment capability of the organization improved |
through the purchase of an additional night vision device. |

Realistic alarm station training provided through the use of ae
Central Alarm Station Simulator.

Owner controlled area physical security upgraded through newe
intermediate barrier fencing and a manned gatehouse. This barrier
is not required by the NRC approved security plan.

Security superintendent attended 4th National Nuclear Security*

Conference.

Extensive review and analysis to include a human performance task*

force review of non-routine event involving a degraded vital area
barrier. (See paragraph 4.2.4)

The inspectors concluded that the level of management involvement
demonstrated continued support to the security area.

4.2.3 Adeauate Staffina Concern Noted in protected Area Inaress Search Lane

On March 19,1996 at 7:00 a.m., the inspectors noted that the volume of
personnel traffic though the protected area ingress search lanes was
very high. One security force member was assigned to monitor the search
process, search packages, hand-wand individuals who alarmed the metal
detectors, and process visitors through the turnstiles. The inspectors
noted that the badge issuance officer attempted to assist this security
force member by withholding security badges to slow the ingress traffic.
Although the inspectors did not identify any violations of security
procedures during this time period, this situation had the potential for
the introduction of prohibited items.
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The inspectors discussed this observation with the Security
Superintendent who concurred. A second security force member was
stationed in the ingress search area during high volume traffic periods.

4.2.4 Follow-up on Non-Routine Events

(Closed) LER 50-263-96001: During performance of maintenance on a pump,
a security breach was identified when the metal plate covering the pump
entrance was not secured properly and compensatory measures were not
taken in accordance with the approved security plan.

The inspectors verified that all corrective actions discussed in the LER
had been completed. The licensee was conservative in reporting this
event. The inspectors onsite evaluation indicated that the opening
would likely not have allowed unauthorized or undetected access to the
vital area because of other physical barriers. The root causes of the
event related to weaknesses in the practice of establishing compensitory
measure posts which were corrected administrative 1y. Post orders were
required to be issued for compensatory posts and a supervisor must be
present to open and close compensatory posts. The absence of
compensatory measures for a degraded vital area barrier was contrary to
Section 7.3.2 of the security plan, the details of which are considered
exempt from disclosure in~accordance with 10 CFR Part 73.21. This
licensee-identified and corrected violation is being treated as a Non-
Cited Violation (50-263/96003-07), consistent with Section VII of the
NRC Enforcement Policy. The LER is considered closed.

4.2.5 Follow-up on Previous 1v Opened Items A review of previously opened
items (violations, unresolved items, and inspection follow-up items) was
performed per NRC Inspection Procedure 92902.

(Closed) Unresolved Item (50-263/96002-04) Security barrier breached
during maintenance. This issue was discussed in paragraph 4.2.4 and was
the subject of a non-cited violation.

5.0 SAFETY ASSESSMENT AND QUALITY VERIFICATION

In addition to the individual departmental assessment processes, the
inspectors reviewed processes common within the site. -These included
the condition reporting system and plant inspection program. The
inspectors observations are presented below.

i

5.1 (pndition Reports (CRs) aM the Corrective Actions Process Were
Acceptable

In January 1996, the licensee instituted the condition report program to
combine non-conformance reports (NCR), industry operating experience
reports, minor event reports, security deficiency reports, and quality
assurance findings into a single corrective action reporting system.
The new CR process as defined by procedure 4AWI-10.01.02, " Employee
Observation Reporting" was completely paperless, but retained the basic |

process used under the old NCR program. I
!

21
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The inspectors had the following comments on the implementation of the |
CR program:

Participation in the process was limited Training on the new*

process was not presented to all site personnel. Although any we
could identify a problem, not all individuals had the
responsibility to initiate a CR. Also, the licensee recognized
that some site personnel resisted using the CR system to report i

iself-identified minor issues.
|
|

Trendina of events and root causes was weak. The licensee*
1

recognized a weakness in CR trending and in the dissemination of
information from the CR process. The licensee was pursuing
industry assistance to establish an effective trending program and
reporting process for the line organizations. ,

1

The safety assessment and improvement team (SA&IT) issued
quarterly trending reports on completed CRs. In the third-quarter
1995 report, SA&IT personnel made recommendations to licensee
management to issue two CRs on trends. While the intent of the
recommendation was to elicit a policy on how to report trends, no
action had been taken (issuing CRs or a policy) by mid March.

The process lacked a review to check that the final actionse
;

corrected the oroblem. The licensee assigned separate tracking
numbers for each action created during the assessment process.
The CR was automatically closed by the computer when all
associated actions were closed. The licensee's process did not
require programmatic reviews of completed CRs to assess the
adequacy of corrective actions or standardization in the
corrective actions process. Also, the process lacked a final
review by the CR originator to verify the concern was resolved.

e Initial review orocess aopeared vulnerable The licensee'su
procedure did not require operations personnel or senior
management to review new condition reports for operability or
reportability concerns. However, it appeared that the site's
communication culture consistently raised problems to the
operations, engineering and management personnel promptly,
independent of the CR process. The inspectors did not identify
any missed operability or reportability decisions.

Manaaement's expectations for timeliness were unclear Noe

requirement or policy for timeliness of CR initiation existed.
The inspectors were concerned that some conditions for which a CR

!
would be appropriate might not be entered into the CR system.

;Also, there was a high rate of overdue CR actions.

Employee observation report proaram was a mechanism for low level*

concerns. The employee observation report or the " blue card"
program was developed to identify and correct low threshold
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problems to enhance work place safety, human performance,
appearance, and plant reliability. The inspectors determined that
for the most part the program served its purpose. Of the 150 blue
cards generated in 1995, the inspectors identified a few instances
where the problems identified in the blue cards should have been

| escalated to the CR system. The inspectors verified that these
i problems were either resolved satisfactorily or were being tracked

by the responsible engineering group for resolution. The
inspectors also noted that two blue cards weren't acknowledged for
over a year; however these appeared to be isolated cases.

Overall, the inspectors concluded that the corrective actions process-
was acceptable. Very few repeat problems were identified. However, the l
licensee was still working on gaining maximum benefit from the program. |

5.2 Plant Insoection Proaram

The plant inspection program (PIP) was a management observation program
based on industry good practice. The program was structured such that
supervisory personnel from first line supervisors through the plant
manager performed monthly inspections of the designated areas in thei

plant. The inspectors determined, through interviews and audits of
. inspection reports, that the PIP program served as an effective self-
| assessment tool. The PIP program enabled managers to be out in the

plant for first hand observation of ongoing activities and plant
material conditions. The inspectors noted that the PIP reports
contained meaningful assessment of observed activities. A PIP
coordinator was assigned to coordinate inspection schedule and ensurei

| close out of action items.
.

6.0 REVIEW OF UPDATED SAFETY ANALYSIS REPORT (USAR) REQUIREMENTS

A recent discovery of a licensee operating their facility in a manner
contrary to the Updated Final Safety Analysis Report (UFSAR) description
highlighted the need for a special focused review that compares plant
practices, procedarts, and parameters to the UFSAR descriptions. While
performing the inspections discussed in this report, the inspectors

| reviewed the applicable portions of the UFSAR that related to the areas
| inspected. The licensee identified that motor control center 143 would
| be exposed to harsh environment during a postulated high energy line
' break. This is contrary to USAR I.5.2.2.1. and is discussed in

paragraph 3.2.

! 7,0 MANAGEMENT MEETINGS
|

7.1 Exit Meeting

On April 24, the inspectors met with Mr. W. Hill, Plant Manager, and
summarized the scope and findings of the inspection activities. The
licensee did not identify any of the documents or processes reviewed by
the inspectors as proprietary.

1
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The inspectors contacted various licensee operations, maintenance, i

engineering, and plant support personnel throughout the inspection
period. A partial list of persons contacted is provided in
Attachment 1.

7.2 Safety Audit Committee Meeting

On March 27, the inspectors attended the Safety Audit Committee (SAC)
meeting. The committee was required by TS 6.2.A to provide an
independent review of overall plant operations. The licensee provided
materials to the SAC members for their review prior to the meeting. The
meeting agenda included discussions on probablistic risk assessment-

applications during shutdown and operating conditions; status of the
emergency core cooling system suction strainer issue; power rerate,
technical specification changes and license amendments.

8.0 DEFINITIONS

8.1 Violations for Which a " Notice of Violation" Will Not be Issued

| The NRC uses the Notice of Violation as a standard method for
formalizing the existence of a violation of a legally binding
requirement. However, because the NRC wants to encourage and support
licensee's initiatives for self-identification and correction of

I problems, the NRC will not generally issue a Notice of Violation for a
violation that meets the tests of the NRC Enforcement Policy. These
tests are: 1) the violation was identified by the licer.see; 2) the
violation would be categorized as Severity Level IV or V; 3) the

L violation will be corrected, including measures to prevent recurrence,
' within a reasonable time period; and 4) it was not a violation that

could reasonably be expected to have been prevented by the licensee's,

corrective action for a previous violation. Violations of regulatory
|- requirements identified during this inspection for which a Notice of

Violation will not be issued are discussed in paragraphs 1.3 and 4.2.4.

8.2 Inspection Followuo Items

Inspection Followup Items are matters which have been discussed with the
licensee which will be reviewed further by the inspectors and which

! involve some action un the part of the NRC or licensee or both.
Inspection Followup Items disclosed during this inspection are discussed
in paragraphs 2.5 and 3.2.

8.3 Unresolved Items

Unresolved Items are matters about which more information is required in
order to ascertain whether they are acceptable items violations or

|. deviations. Two Unresolved Item disclosed during this inspection are
| discussed in paragraphs 3.1 and 3.2.

|
1
'
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PARTIAL LIST OF PERSONS CONTACTED

Licensee

E. Watzl, Vice President Nuclear
W. Hill, Plant Manager
B. Day, Training Manager
J. Eikikis, District Manager, The Wackenhut Corporation
M. Hammer, General Superintendent Maintenance
K. Jepson, Superintendent, Chemistry & Environmental Protection
G. Miserendino, Corporate Security Manager
L. Nolan, General Superintendent Safety Assessment .

M. Onnen, General Superintendent Operations
E. Reilly, Superintendent Plant Scheduling
C. Schibonski, General Superintendent Engineering
W. Shamla, Manager Quality Services
L. Wilkerson, Superintendent Security
J. Windschill, General Superintendent, Radiation Protection

!

!

!

l
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INSPECTION PROCEDURES USED

IP 40500: Effectiveness of Licensee Controls in Identifying, Resolving, and
Preventing Problems'

IP 62703: Maintenance Observation
,

| IP 64704: Fire Protection Program
| IP 71707: Plant Operations

IP 71750: Plant Support
| IP 81700: Physical Security Program

|IP 92700: Onsite Followup of Written Reports of Nonroutine Events at Power ;

Reactor Facilities
IP 93702: Prompt Onsite Response to Events at Operating Power Reactors

ITEMS OPENED, CLOSED, AND DISCUSSED

1Opened i

j 50-263/96003-01 NCV Operations personnel failure to follow procedures !
50-263/96003-02A VIO Operations personnel failure to follow AWI procedures

.

'

50-263/96003-028 VIO Maintenance and quality control personnel failure to |

follow procedures
50-263/96003-03 IFI Wall thinning on safety related piping

i

50-263/96003-04 UNR Duct tape used in drywell during operations '

50-263/96003-05 IFI Inoperable equipment in high energy line break
50-263/96003-06 URI Inappropriate use of leak before break assumptions in

operability determinations
50-263/96003-07 NCY Security barrier breached during maintenance

|

| Closed

50-263/96001 LER Security barrier breached during maintenance
50-263/96002-04 UNR Security barrier breached during maintenance

|
|

Discussed
,

|

| 50-263/96002-02 IFI Spent fuel Pool USAR discrepancies

|

|

.
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LIST OF ACRONYMS USED
'

AEC Atomic Energy Commission
ASME American Society of Mechanical Engineers
CFR Code of Federal Regulations
CR Condition Report

)DBD Design Basis Documentation
ECCS Emergency Core Cooling System
EDG Emergency Diesel Generator
ESW Emergency Service Water
HELB High energy line break
HPCI High Pressure Coolant Injection

;IFI Inspection Followup Item i

IR Inspection Report |

LBB Leak before break
LC0 Limiting Condition for Operation
LER Licensee Event Report
MSIV Main Steam Isolation Valve
NCV Non-Cited Violation
NRC Nuclear Regulatory Commission
NSP Northern States Power i

OC Operations Committee I
PMT Preventive Maintenance Test
QC Quality Control
RCIC Reactor Core Isolation Cooling
RHR Residual Heat Removal
SFP Spent Fuel Pool
SPPV Scram Solenoid Pilot Valves j
TS Technical Specification '

UNR Unresolved Item
USAR Updated Safety Analysis Report
VIO Violation
W0 Work Order

I

|
|

|

|
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