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p Ent:rgy Oper;tions,Inc.
,

River Benc13tatron '

: e 5485 U S. tlighway 61Q PO. Box 221)n- St. rrancisvde. LA 70775
Tel 504 336 6225
Fax 504 635 5068

mck J. King
Director
Nuclear Safety & Regulatory Affairs

July 3,1996

U.S. Nuclear Regulatory Commission
Attn: Document Control Desk
Mail Stop Pl-37
Washington, D.C. 20555

Subject: Reply to Notice of Violation IR 96-04
River Bend Station - Unit 1/ Docket No. 50-458

File No.: G9.5, G15.4.1

RBF1-96-0266
RBG-43077

Ladies and Gentlemen:

Pursuant 10CFR2.201, please find the Entergy Operations Inc. response to the notice of violation
described in NRC Inspection Report (IR) 96-04. This inspection was conducted by W. F. Smith
from April 7 through May 18,1996. The root cause evaluations and corrective actions for the
associated siolations are contained in the attachments.

We have carefully evaluated each of the identified violations and have initiated appropriate actions
as discussed in the enclosed response. Concerning the Rosemount transmitter configuration
issues, the inspection report noted the NRC's concern with previous opportunities to correct the
condition. As discussed in the attached response, we have examined each environmentally
qualified transmitter to ensure that the configuration is appropriate.

In the report a concern was alm noted regarding implementation of the Inservice Testing
program. As you are aware we. have implemented improvement initiatives in the past and believe
that significant progress has been nd. flowever, as evidenced by our recent EOI peer review,
we are continuing to assess and improve this program. In addition, as committed, we completed
an extensive review of the IST Program Plan and issued an updated revision on June 12,1996.
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Should you have any questions, please contact Mr. D. N. Lorfing at (504) 381-4157.

Sincerely,

i

RJK/RMM/kym
'

attachments
,

;

cc: U. S. Nuclear Regulatorf Commission
Region IV
611 Ryan Plaza Drive, Suite 400
Arlington, TX 76011

NRC Sr. Resident Inspectori
'

P. O. Box 1050 |
| St. Francisville, LA 70775 1

|
David Wiggmton 1

; NRR Project Manager
| U. S. Nuclear Regulatory Commission

'

NRR Mail Stop 13-H-3, One White Flint North
11555 Rockville Pike
Rockville,MD 20852
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ATTACHMENT A

REPLY TO NOTICE OF VIOLATION 50-458/9604-01

Violation

10 CFR 50.49(a) requires, in part, that licensees establish programs to environmentally qualify
equipment important to safety

Section 6.1 of River Bend Nuclear Procedure RBNP-034, " Equipment Qualification," Revision 4,
partially implemented this requirement and stated, in part, that qualified equipment shall be
installed and maintained such that its qualification is not invalidated.

Drawing EE-450BD-5, " Class IE Equipment Conduit Seal List and Devices," Revision 5,
required Transmitters IDFR*LT-136 and -137 to have stainless steel plugs installed to seal the
spare conduit ports.

Contrary to the above, as of April 9,1996, the environmental qualification of safety-related
Rosemount transmitters IDFR*LT-136 and -137 was not maintained in that the inservice
transmitters had plastic shipping plugs in place of the required stainless steel plugs in the spare
conduit ports.

Reasons for the Violation

Entergy Operations, Inc. (EOI) has determined lack of adequate oversight during construction as
the root cause for the missing conduit plugs. Environmentally Qualified (EQ) Rosemount
transmitters are required to have a stainless steel plug inserted in the unused conduit plug. The
EQ transmitters with missing plugs had not been replaced or relocated since they were installed
during initial construction and previous maintenance activities had not identified the missing plugs.

In December,1994, a missing EQ Rosemount transmitter conduit plug was identified. As a
result, in January,1995, corrective actions were implemented to perform a samp!e walk-down

(115 out of 265 EQ transmitters) of similar EQ Rosemount transmitters. Since there was no
~

evidence indicating a generic issue, the sample was limited due to ALARA considerations. It was

believed that a sample of this size was suflicient to provide confidence that this one missing plug
was an isolated case. The walk-downs did not identify any additional missing plugs. However, to

j provide added assurance that any additional occurrences were identified, Instmmentation and
Control personnel were briefed to heighten the awareness for observation of this potential
condition during maintenance activities.

I
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As a result of the awareness training, in March,1995, another missing plug was identified on a
non-EQ transmitter. In April,1996, two additional occurrences were identified during NRC
walk-downs (one EQ and one non-EQ transmitter). These transmittec:: had not had any
maintenance performed on them since the shop briefing held in January,1995.

During the investigation, no evidence was identified indicating deficiencies with current
maintenance practices concerning replacement or relocation of Rosemount tnnsmitters.

Replacements are performed in accordance with the vendor manual which requires that the
unused conduit hub be plugged with a stainless steel plug.

Corrective Steps That Have Been Taken and the Results Achieved

On April 9,1996, a plant walk-down was conducted to identify missing conduit plugs on the
remainder (150 out of 265 EQ transmitters) of the Rosemount transmitters not included in the
January,1995 walk-down. This walk-down identified one additional transmitter without a plug.
This walk-down, in addition to the January,1995, walk-down, completes the walk-down of the
EQ Rosemount transmitters.

For each transmitter found without the required plug, inspections of the instrument were
performed. No internal moisture or corrosion was identified. An evaluation of each condition
concluded that these findings were oflittle safety significance.

In addition to the EQ transmitters, the remaining non-EQ Rosemount transmitters were identified
for a planned walk-down.

Corrective Steps That Will Be Taken to Avoid Further Violations

A walk-down of the non-EQ Rosemount transmitters will be performed to ensure, in part, that the
spare conduit hubs are properly plugged. This walk-down is expected to be completed prior to
refueling outage seven.

Date When Full Ccmpliance Will_Be Achieved

A complete walk-down of EQ Rosemount transmitters has been performed and the identified
deficiencies resolved. As discussed above, additiona! corrective actions are being implemented to
ensure that non-EQ applications are appropriately installed.
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ATTACHMENT B

REPLY TO A NOTICE OF VIOLATION 50-458/9604-02

Violation

Technical Specification 5.4.1.a states, in part, that written procedures shall be maintained
covering the applicable procedures recommended in Appendix A ofRegulatory Guide 1.33,
" Quality Assurance Program Requirements (Operations)," Revision 2, February 1978.

Appendix A of Regulatory Guide 1.33, Item 8.b.(2)(j) states, in part, that specific procedures for
emergency core cooling system tests are applicable. Surveillance Test Procedure STP-204-6302,
" Division II LPCI (RHR) Quarterly Pump and Valve Operability Test," Revision 10, an
emergency core cooling system test, provniad, in part, instmetions for inservice testing of the
Division II residual heat removal punips and the associated line fill pump.

Contrary to the above, as of May 7,1996, Procedure STP-204-6302, Revision 10, was not
maintained in that Section 7.3 did not contain adequate instructions for the operators to obtain
valid suction and discharge pressures during an inservice test of the Division II residual heat
removalline fill pump.

Reasons for the Violation

Entergy Operations, Inc. (EOI) has determined loss of configuration control as the root cause for
this condition. This was evidenced by the fact that the Division II RHR line fill pump
instmmentation valves were not maintained in the out-of-service configuration and prevented
fulfillment of the associated surveillance test. An investigation could not determine how these
valves were repositioned. A contributing cause was the failure for the associated system
operating procedure to include these instrument valves in the system valve line-ups.

During the May 7,1996, performance of STP-204-6302, "Div II RHR Quarterly Pump And
Valve Operability Test," the indicated pump suction pressure read high and was believed to be

invalid. The indicated results were later confirmed to be invalid and were determined to be due to
several instmmentation valves, connecting to the same main header, being in their open position.
This provided a path for pump discharge pressure to be measured at what was intended to be the
pump suction pressure where the test gauge was installed.

1

STP-204-6302 did not ir clude any specific direction to either manipulate the associated
instmment valves or to ensure that the instrument valves were in the out of service positions.

I
- -

However, had the associated instrument valves been in the appropriate configuration, STP-204-
6302 could have been adequately performed.
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The investigation identified similar line fill pump instrument configurations on the High Pressure
Core Spray, Reactor Core Isolation Cooling, and Low Pressure Core Spray systems. The
associated system operating procedure for these systems included defined valve positions for the
instrument configurations.

Corrective Steps That Have Been Taken and the Results Achieved

Upon discovery of the test deficiency, work was halted and the control room was notified.
Subsequently, an engineering operability evaluation was performed which concluded that the
associated RHR system had remained operable. This was based on operability requirements for
the line fill pumps and records of RHR discharge header pressure.

Using administrative controls for plant equipment, the associated RHR instmment valves were
repositioned to the correct configuration. On May 9,1996, STP-204-6302 was performed
successfully.

Corrective Steps That Will Be Taken to Avoid Further Violations

Because interim administrative controls heve been imposed on the subject instrument valves, STP-
204-6302 is adequate to perform the intended test. However, the applicable system operating
procedure is being revised to defme the appropriate instrument valve configuration.

A natural work team has been established to review similar mispositioning events. This
occurrence will be included as an example for the review.

Date When Full Compliance Will Be Achieved

Based on a review of operations logs, it was determined that the Division II RHR system had
remained operable during the period of time the valves were not positioned correctly.
Compliance was achieved when the valves were positioned appropriately. As discussed above,
additional corrective actions are being implemented to prevent recurrence.
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ATTACIIMENT C
4

REPLY TO A NOTICE OF VIOLATION 50-458/9604-03

Violation

Technical Specification 5.5.6 states, in part, that an inservice testing program shall be
implemented.

Surwillance Test Procedure STP-052-6301, " Control Rod Drive Quarterly Valve Operability
Test," Revision 6, partially implemented the inservice testing program and provided instructions
to perform stroke testing of the scram discharge volume vent and drain valves. Procedure STP-
052-6301 required data that falls in the " Alert" range to be marked as " conditionally acceptable"
and the testing frequency increased, as required by the inservice test program.

Plant Engineering Procedure PEP-0009, "ASME Section XI IST Program Documentation,"
Revision 7A, partially implemented the inservice testing program. Section 7.5.2 of Procedure
PEP-0009 required review of valve surveillance test data to be completed within 30 days.

Contrary to the above:

1. On February 4,1996, the licensee failed to mark the test results obtained for Valves
ICl1*AOVF180 and -181, outboard scram discharge volume vent and drain valves
respectively, as " conditionally acceptable," as specified in Procedure STP-052-6301 for

data in the " Alert" range. As a result of the " acceptable" annotation, the testing frequency
for the valves was not increased.

2. As of April 15,1996,70 days had passed since engineering had obtained the scram
discharge volume vent and drain valve data on February 5, and the data had not been
reviewed in accordance with the 30 days required by Procedure PEP-0009.

Reasons for the Violation

Entergy Operations, Inc. (EOI) has determined that less than adequate work practices
implemented by operations personnel responsible for performing Inservice Testing (IST) and the
IST Engineer were the primary root cause of this condition. The specific examples are discussed
below.

Example 1

On three sequential performances of STP-052-6301, " Control Rod Drive Quarterly Valve
Operability Test," va|ve stroke time test results ir.dicated that one valve was in the " Alert" range.
In addition, on the third test, a second valve was identified with stroke time test results in the
" Alert" range. Because the operator performing the test was aware that maintenance had been
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performed on the valves and understood, based on previous discussion with the IST Engineer,
that the acceptance criteria would be re-baselined in accordance with IST program requirements,
the valve test results were noted as " Acceptable."

Per procedural requirements, the operator should have designated the valve test results as
,

" Conditionally Acceptable" which would require increased test frequency until the re-baseline l

evaluation was completed.
;

!

Example 2

The IST Engineer responsible for reviewing the completed tests and ensuring that the re-baseline
evaluation was performed within the required time, did not do so within the 30 days allowed by
procedure. The procedure was reviewed by the IST Engineer subsequent to the third
performance discussed in the above paragraph but due to difficulties in determining what
maintenance had been performed on the valves, the re-baseline evaluation was delayed. Perceived
higher priority work items decreased the attention to this activity.

The IST Engineer was new to the position and, as a result, did not appropriately prioritize the
surveillance data reviews to ensure the procedure requirements were met. The unfamiliarity with
site documentation, processes, and personnel, were additional contributing factors that prevented
completion of the review and evaluation. In addition, the responsibilities of the organization
implementing the procedure (Operations) and the IST pr > gram owners (Engineering) were not
clearly defined in the program procedures.

Corrective Steps That Have Been Taken and the Results Achieved

The valves were re-baselined in accordance with the IST program procedure and determined to be
acceptable.

In an effort to determine if other similar events had occurred, a review of completed IST
surveillance test procedures was performed for tests which were conducted between January 1,
1996 and May 1,1996 and marked " Acceptable With Comments" on the surveillance data
package cover sheet. One additional instance was identified and similarly corrected.

Personnel responsible for the IST program have been changed and additional experienced

| personnel have been temporarily assigned to the group. These temporary assignments will remain
l until programmatic controls and implementing procedures have been appropriately upgraded to

effectively implement program requirements.

Operations has assigned an individual responsible for IST implementation coordination.

The personnel involved with these conditions have been counseled on the importance of-

'

procedure compliance, the consequences ofincorrectly marking acceptznce criteria in a
procedure, and the importance of good communication with other departments and personnel. {
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A guideline has been prepared to train IST test personnel to ensure that test performances are
properly documented in accordance with administrative requirements and any specific surveillance
reouirements.

Corrective Steps That Will Be Taken to Avoid Further Violations

The IST program procedure is currently being revised to provide better guidance for IST program
administration and is scheduled to be issued by July 26,1996. In addition, a procedure is
currently being developed to provide Operations with specific guidance on IST implementation.
This procedure is scheduled to be issued by July 26,1996.

The Operations IST Coordinator or designee will begin reviewing the completed STPs for
accuracy, completeness, and consistency. This change is intended to prevent incorrect
designation of test results and ensure the procedure data sheet addresses applicable commentary.
This activity is currently scheduled to begin by July 26,1996.

Date When Full Compliance Will Be Achieved

The re-baseline evaluations were completed on April 15,1996. On April 19,1996, the valves
were successfully tested. As discussed above, additional corrective actions are being implemented
to prevent recurrence.
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