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In response to NRC Generic Letter 89-13, the licensee performed heat transfer tests of the Unit
2 and 3 HPCI room coolers which indicated that the calculated fouling factor for these heat
exchangers exceeded the design fouling factor. The inspector found the licensee's calculations
and evaluations, which concluded that operation with the increased fouling was acceptable, to
be appropriate (Section 3.2),

Assurance of Quality

Licensee corrective actions involving a 1991 standby liquid control overheating event, and
previously identified deficiencies in the Inservice Testing Program, document control programs,
and operations procedure records storage, were evaluated and found to be appropriate and
effective. A failure to retain documents, identified by the inspector, is not being cited as a
violation, because the issue was of minor safety significance and the licensee had taken
appropriate corrective action to prevent recurrence (Section 8.0),
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DETAILS

1.0 PLANT OPERATIONS REVIEW (71707, 71710, 71711)*

I'he inspectors completed NRC Inspection Procedure 71707, "Operational Safety Verification,"
by directly observing safety significant activides and equipment, touring the facility, and
interviewing and discussing items with licensee personnel. The inspectors independently verified
safety system status and Technical Specification (1§) Limiting Conditions for Operation (LCO),
reviewed corrective actions, and examined facility records and logs. The inspectors performed
11 hours of deep backshift and weekend tours of the facility.

During the period, the licensee completed the Unit 2 ninth refueling outage. Coordination of
outage activities continued to be very good. The licensve completed maintenance activities,
returned systems to operable status, and successfully completed several major testing evolutions,
The reactor was made critical on December 5, 1992, At the end of the period, the licensee was
holding reactor power at about 27% to allow repairs related to various equipment problems,

Following resolution of deficiencies in the motor operated valve (MOV) test program (see NRC
Inspection Report 92-82), the licensee restarted Unit 3 on November 8, 1992. The unit
remained at about 16"% power throughout the period, with no significant challenges to the
operation of the Unit.

1.1 Operability Determinations

During the period, the inspectors reviewed a sample of outstanding maintenance ite' . ., - ‘oerator
aad LCO Logs, and surveillance test (ST) results to assess the licensee's approach t¢ - aluation
and tracking of system operab.lity issues.

1.1.1 Scope of Review

In support of this assessment, the inspectors reviewed relevant guidance and management
expectations established in individual operating and test procedures, and the Operator’s Manual
(OM). During the review the inspectors detrrmined 1) if the licensee staff had properly
evaluated the impact of identified deficiencies, 2) if shift management had identified and ente. .d
applicable LCOs, and 3) if the licensee had completed appropriate actions such as completion
of maintenance activities, post-maintenance testing, Check-Off Lists (COL), and STs before
restoring systems to an operable status. The inspectors reviewed the licensee's operability
determinations, tracking an. closure of the following istJes:

.

i The inspection procedure from NRC Maaual Chapter 2515 that the inspectors used as guidance is
purcathetically listed for each report section.






3

before plant start-up. Although no LCO Log entry existed to track performance of RCIC
testing, operators performed the RCIC pump, valve, and flow functional test (ST-0-013-300-3)
during Unit 3 start-up on November 8, 1992, During testing at 11:30 p.m., the system failed
to produce the flow and discharge pressure required to meet the test acceptance criteria. The
Unit was critical and holding reactor pressure at 150 psig. This pressure was lower than the
value of 175 psig at which the test is typically conductad. The operator logged and initialed the
data as unsatisfactory in the body of the ST. The Shift Supervisor (SSV) wrote "aborted" across
the ST cover sheet, and returned the system to its standby line-up. The ST was reperformed on
November 9, at 4:00 a.m., and the same unsatisfac.ory results were obtained, This test was
also aborted, however, the SSV entered the RCIC system into the LCO log as inoperable. Later
the licensee performed the test a third time with reactor pressure about 170 psig and RCIC
performed as required.

The inspector questioned why no Potential LCO Log or LCO Log entry tracking the operating
restriction had been maintained pending successful completion of the required RCIC test. It
appears that the operations staff believed that while the final test demonstrating operability could
not be performed during shutdown, closure of the item was required to allow piaat start-up,
However, Plant Operations Review Commuttee's (PORC) Position No. 24 allows reactor start-up
to occur provided that RCIC is not known to be inoperable, and the test is completed before the
start-up proceeds beyond a reactor pressure of 175 psig. The Potential LCO Log entry, and the
actions needed to clear it, should have remained in effect to track completion of the test.

The inspector questioned why the RCIC system was not declared inoperable following failure of
the first ST on November 8, Operators informed the inspector that OM Section 9, “Procedures
and Operators Aids," allowed the SSV to abort an ST in the event that a procedure step
produced an unexpected response. The same guidance allowed the system to be restored to a
standby line-up and considered operable after the test was terminated. The inspector pointed out
that OM-9 also states tha' if one or more of the critical acceptance critena steps were
unsatisfactory before the ST was aborted, then the test should be signed off as unsatisfactory.
The portions of OM-9 referred to by the operalors would only apply in the event that a plant
condition arose that would prevent completion of the ST, and the system had performed within
the acceptance criteria. Discussions with control room staff revealed less than adequate
knowledge regarding this point. In response to the unexpected results observed during the
performance of the ST and failure to meet the acceptance criteria, the SSV should have aborted
the test, recorded the results as unsatisfactory and declared the system inoperable.

The iicensee operations staff clearly intended to perform the RCIC ST before exceeding 175
psig, and in fact the test was performed satisfactorily. However, the LCO and Potential LCO
Logs were not effectively used, and shift management processing of the first RCIC ST was
inappropriate.
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1.1.3 Containment Atmospheric Dilution System Gas Analyzer Failures

On December 2, 1992, the solenoid operated gas inlet valve from the Unit 2 drywell to the "B’
CAD gas analyzer was identified as inoperable by an 1&C technician during a routine ST. Since
Unit 2 was shutdown, the analyzer was not required to be operable. Shift management was
notified of problems with the valve, but did not clearly understand that it was inoperable, and
no entry was made in the Potential LCO Log. When the system was blocked for repair on
December 4, operators appropriately entered the "B’ analyzer into the Potential LCO Log. It
was later transferred to the LCO Log when Unit 2 went critical on December §.

On December 11, at 2:00 a.m, the 'C' CAD analyzer failed its ST, The ST procedure provides
direction to the performer to notify shift management if acceptance criteria are not met. In this
case the 1&C technicians and the control room staff did not communicate clearly concerning the
status of the 'C’ analyzer, therefore, shift management did not recognize that the analyzer was
inoperable. At 7:40 a.m. when the 1&C technicians brought the completed ST to the control
room, shift management recognized that both the Unit 2 "B' and "C" analyzers were inoperable,
and entered a 12 hour shutdown LCO. The licensee promptly implemented repairs, returned
both analyzers to service before the LCO expired, and initiated a Reportability Evaluation\Event
Investigation Form (RE/EIF) to track follow-up.

The delays in entering the 'B' analyzer into the Potential LCO log, and in recognizing entry into
the 12 hour LCO resulted from less than adequate communications between the 1&C and
operations staffs.

|.1.4 Conclusion

Based on review of the nine issues listed above, the inspector concluded that the licensee's
process and procedures for tracking issues potentially a“fecting safety system operability are
sound, In general, the process is well implemented and in all examples reviewed, compliance
with the Technical Specifications was maintained. However, some weaknesses in the
implementation of administrative controls such as the Potential LCO and LCO Logs, and in
communications between tie operations and [&C staffs were noted. These observations were
discussed with licensee management. The licensee's event investigations concerning the abosve
issues is continuing.

1.2 Preparations For Unit 2 Restart Following the Refueling Outage

The inspectors independently reviewed the licensee's readiness for restart of Unit 2 following the
ninth refueling outage. This review included 1) verification of completion of required system
check-off lists, 2) evaluation of work order (WO) status for Unit 2 and Common systems, 3)
evaluation of nonconformance report (NCR) status, 4) evaluation of surveillance testing status,
S) verifica: on of completion of modification acceptance tests (MAT) and 6) tours of the
drywell, Inspection in each of these areas is further discussed below.
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The inspectors verified compledon of required COLSs by independently performing a sample of
COLs during the period November 9 through December 3, 1992, The inspectors performed
steps of COLs for the following systems: HPSW, KHR Core Spray, backup instrument nitrogen
to the automatic depressurization system (ADS), safety grade instrument gas, and control rod
drive. The inspector's review included verification of proper alignment of equipment in the
reactor building, drywell, outboard main steam isolation valve room, the north and south
isolation valve rooms and the turbine building, to support start-up of the plant. The inspectors
found all equipment to be aligned per the COLSs.

The inspectors reviewed a sample of work orders initiated during the outage, for which work
was not completed at the time of start-up. The systems reviewed were the high pressure coolant
injection (HPCI), SBGT, and the intermediate range monitor (IRM) systems. The inspectors
reviewed the WOs to determine if it was appropriate to commence plant start-up without
performing this work. In addition, the inspectors reviewed a sample of the NCRs which were
initiated during the outage and remained open at the time of start-up, to determine if it was
appropriate to start-up the Unit without further resolution of the NCRs. For both the WOs and
NCRs, the inspectors found no issues which needed to be resolved prior to start-up.

The inspectors evaiuated the status of STs required to be completed prior to plant start-up. The
inspectors discussed the ST tracking controls with the licensee’s Site ST Coordinator and the
Operations Department ST Coordinator. The results of a sample of required STs were reviewed
in the Plant Information Management System (PIMS) computer. The inspectors reviewed the
STs required by GP-11.C, "Reactor Protection System Refuel Mode Operations,” and GP-2,
“Normal Plant Start-up.” There were no issues identified by the inspectors.

The inspectors performed independent walk-down inspections of the drywell and accompanied
the licensee for the drywell close-out tour. The inspectors noted that the drywell was generally
clean, the under-vessel area was properly secured, and all loose items were removed. The
inspectors noted some piping insulation ¢iscrepancies and verified that the conditions had been
previously identified and addressed by the licensee. The inspectors noted that one of the reactor
vessel wide range level variable leg taps was insulated for about 15 feet, and that similar
instrument lines were not insulated. The licensee determined that this was not an operability
concern and initiated NCR 92-00966 to track long-term resolution. The inspectors found the
licensee's determination to be acceptable.

The inspectors reviewed the licensee's controls for ensuring that all MATs associated with
maodifications implemented during the outage were properly compleied and reviewed by PORC,
The inspector reviewed a sample of completed MATS, verified that the results were acceptable,
evaluated licensee disposition of any noted test deficiencies, and reviewed the MAT Report
presented to PORC. In all cases, the MAT results and licensee review were acceplable.

Overall, the inspectors concluded that the licensee's actions in preparing Unit 2 for restart were
thorough and very well done.
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2.0 FOLLOW-UP OF PLANT EVENTS (93702, 71707)

During the report period, the inspector evaluated licensee staff and management response to
plant events 0 verify that the licensee had identified the root causes, implemented appropriate
corrective actions, and made the required notifications.

On November 28, 1992, at 4:15 a.m., the Unit 3 reactor operator (RO) identified that the HPCI
system flow controller was not functioning properly. The unit was at 100% power and the RO
was performing a routine visual surveillance of the HPCI control panel. The RO noticed that
the signal demand indicator on flow controller FIC-3-23-108 was indicating 0%, instead of the
expected [00% with the flow controller in automatic. Shift management evaluated the condition
of the HPCI system and declared the system inoperable. The licensee notified the NRC of the
condition via the Emergency Notification System (ENS).

The failed flow controller was a General Electric Manual/Automatic Controller (GMAC). It
was observed to be operable by the RO during the shift turnover, about 4.5 hours prior to
discovery of the faulure. The licensee performed troubleshooting uctivities and identified that the
controller operational amplifier had failed. The licensee repaired the flow controller and
declared the HPCI system operable on December 1.

The inspector determined that the GMAC could not have been inoperable for more than 4.5
hours and that the RO was particularly aware of changes on his control panels. The
troubleshooting was effective in locating and repairing the problems, The inspector had no
further questions,

3.0 ENGINEERING AND TECHNICAL SUPPORT ACTIVITIES (37700)

The inspectors routinely monitor and assess licensee support staff activities. During this
inspection period, the inspectors focused on review of modifications being implemented during
the Unit 2 outage, and HPCI heat exchanger heat transfer testing. The results of these reviews
are discassed in detail below.

3.1  Modification 2285, Alternate Power Supply to the RHR Minimum Flow
Valve

During the period, the inspector reviewed Modification (MOD) 2285, "Alternate Power Supply
to the RHR Minimum Flow Valve." The review included an examination of the Design Input
Document, Safety Evaluation, Appendix R requirements, hardware installation, MAT and
procedural changes.
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The licensee corrected the measured air side temperatures for the heat addition resulting from
the room cooler fan, assuming the entire energy input of the fan is measurable as a change in
air temperature. Since a significant portion of the energy input of the fan is measurable only as
an increase in pressure across the room cooler, the inspector determined that a rigorous
thermodynamic evaluation, considering the work and heat addition to the air from the room
cooler fan separately, would improve the accuracy of the heat transfer analysis.

Enclosure 2 to NRC Generic Letter 89-13 requests that licensees use "necessary and sufficient
instrumentation” in their heat transfer testing program. The intent of this request is to ensure
that the accuracy of the heat transfer testing is sufficient to detect degradation of safety-related
heat exchangers. Although substantial error in the heat transfer analysis exists, the inspector
determined that the analysis of heat transfer testing results was of good quality. Also, the errors
in the calculation under review resulted in prediction of a conservatively larger fouling factor,
due 1o the larger value of the air-side film coefficient at higher than actual air flow rates.

Based on the above review, the inspector found that the results of the HPCI room cooler heat
transfer tests were sufficiently conservative to provide assurance that the heat exchanger was not
fouled beyond the calculated amount,

3.2.2 Calculation of HPCI Room Heat Loads

The inspector reviewed calculation number PM-680, which documents the HPCI pump room
temperature analysis. The inspector found that the calculation accounted for all reasonable heat
loads, including equipment heat loasw., piping heat loads, convective heat transfer from adjacent
compartments, infiltration heat loads, and steam leakage heat loads resulting (rom failure of the
unqualified barometric condenser. The heat added from piping and adjacent compartments was
calculated as a function of the HPCI room temperature. The inspector considered the calculated
heat loads to be conservative.

Heat removal rates were calculated for the HPCI room cooler and the convective heat transfer
to adjacent compartments, The HPCI room cooler heat removal rate is a function of the room
temperature and the calculated fouling factor, The convective heat transfer is a function of the
HPCI room temperature only. Since the convective heat transfer to adjacent compartments is
based on steady state heat transfer to compartments at their maximum analyzed temperature, the
inspector found these heat transfer values to be conservative.

The licensee used an iterative computational approach to determine the HPCI room temperature
under equilibrium conditions. The inspector found this approach to be acceptable for
determination of the peak HPCI room temperature under design basis accident conditions. The
peak temperature was determined to be below the maximum evaluated temperature based on
equipment qualification concerns. Therefore, the inspector concluded that the change in the
HPCI pump room cooler heat transfer capability does not increase the probability of failure of
the HPCI system,
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3.2.3 Determination of Need for a Safety Evaluation Under 10 CFR 50.59

The inspector reviewed NCR 92-00207. Since the change in the HPCI pump room heat transfer
capability did not require a change in information relied upon by the NRC to determine that the
functional capability of the HPCI system was adequate, such as equipment qualification
temperatures, the inspector determined that the conclusions of NCR 92-00207 were acceptable.

4.0 SURVEILLANCE TESTING OBSERVATIONS (61701, 61726, 71707,
73753)

The inspectors observed conduct of surveillance tests to verify that approved procedures were
being used, test instrumentation was calibrated, qualified personnel were performing the tests,
and test acceptance criteria were met. The inspectors verified that the surveillance tests had
been properly scheduled and approved by shift supervision prior to performance, control room
operators were knowledgeable about testing in progress, and redundant systems or components
were available for service as required. The inspectors routinely verified adequate performance
of daily surveillance tests including instrument channel checks and jet pump and control rod
operability.  The inspectors found the licensee's activities 10 be acceptable,

4.1 Unit 2 Reactor Pressure Vessel Leakage Pressure Test

During the current Unit 2 refueling outage, the licensee performed a test to verify the integrity
of the reactor pressure vessel (RPV) and Class | system boundary containing pressurized reactor
coolant, The inspectors reviewed ST-J-08C 675-2, "Reactor Pressure Vessel Leakage Pressure
Test," Revision i, and applicable temporary procedure changes for adequacy prior to test
performance. On November 19, 1992, upon reaching reactor pressure of about 1015 psig,
licensee Quality Verification (QV) personnel performed the required inspections of the RPV and
piping. Later on November 19, the inspectors performed an inspection of the drywell, while the
reactor was still pressurized. The inspectors noted several leaks and compared their findings
with those identified by the licensee. All leakage had been identified by the licensee with the
exception of a packing and bonnet leak on the 'B' RHR loop injection check valve (AO-2-
1046B). Licensee personnel stated that they had specifically looked at both the 'A" and 'B’ loop
RHR check valves during the initial entry to the drywell, because the check valves had
experienced leakage in the past. However, at that time the valves showed no signs of leakage.
The valve was insulated, and the licensee had not allowed a hold time before performing their
inspection. This may have contributed to the oversight, On November 20, licensee QV
personnel performed additional inspections of the drywell to identify any leaks which may not
have been evident during the initial walk through. No additional leaks were identified, however,
leakage from some of the previously identified leaks had increased.



The inspectors discussed the test methodology with licensee personnel. ASME Code Section X1
does not require a hold time at rated pressure for conduct of the RPV leakage pressure test, as
is required for an RPV hydrostatic test, Therefore, no hold time was specified in $T-J-080-675-
2. The licensee stated that they would evaluate the adequacy of not requiring a hold time for
future RPY leakage pressure tests (AR AO681668). The inspectors reviewed the test results
following completion of the test and did not identify any additional concerns, e inspectors
found the licensee's performance of this test to be acceptable.

4.2 Unit 2 Loss of Offsite Power Test

On November 24, 1992, the licensee performed surveillance test ST-0-052-110-2, "Diesel
Generator Simulated Auto Actuation and Load Acceptance For Unit 2." The purpose of the test
was 1o verify the diesel generators (DG) ability to start automatically on a loss of offsite power
(LOOP) condition coincident with a simulated loss of coolant accident (LOCA) signal; and to
load emergency equipment on the DGs within the required time sequence. The inspectors
reviewed the test procedure, attended the test pre-briefing, witnessed conduct of the test from
the control room, the DG building, and th® emergency switchgear rooms, and reviewed the test
results. The test pre-brief was very thorough, with the Shift Manager clearly communicating the
need for caution and conservatism during the evolution, The procedure was well written and
testing was conducted in an orderly, well planned manner. Communications by operators and
technicians in the control room and in the plant were excellent. All equipment functioned as
expected within the required times and the test was declared satisfactory, One problem occurred
during performance of the test, when a technician inadvertently turned the wrong test switch,
causing the E2 and F4 DGs to start antomatically and the drywell cooler fans to trip. This error
aceurred while performing steps of the procedire prior to the actual simulation of loss of offsite
power and therefure had no impact on the results of the test. The licensee stopped conduc: of
the test, took the necessary steps to recover from the error, and reported the emergency safe-
guard feature actuation to the NRC via the ENS. vhe licensee initiated an RE/EIF to investigate
the cause of this error,

During conduct of the LOOP test, the licensee performed Special Procedure SP-1471, "RHR
Pump Trip and Restart to Diesel Powered Bus." The purpose of the test was to verify the
ability of the DG to reject a load of greater than or equal to that of the RHR pump motor while
maintaining voltage and frequency within acceptable limits. The licensee also verified the ability
of the DG to accept the RHR pump motor upon restart on the partially loaded bus. The licensee
performed the test successfully and the preliminary results were acceptable. The inspectors
found the licensee's performance of these two tests to be acceptable.
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50 MAINTENANCE ACTIVITY OBSERVATIONS (62703)

The inspectors observed portions of ongoing maintenance work to verify proper implementation
of maintenance procedures and controls. The inspector verified proper implementation of
administrative controls including blocking permits, fire watches, and ignition source and
radiological controls. The inspectors reviewed maintenance procedures, action requests (AR),
WOs, item handling reports, radiation work permits (RWP), material certifications, and receipt
inspections, During observation of maintenance work, the inspectors verified appropriate
QA/QC involvement, plant conditions, TS LCOs, equipment alignment and turnover, post-
maintenance testing and reportability review. The inspectors found the licensee's activities to
be acceptable.

6.0 RADIOLOGICAL CONTROLS (71707)

The inspectors examined work in progress in both units to verify proper implementation of
health physics (HP) procedures and controls, The inspectors monitored ALARA implemen-
tation, dosimetry and badging, protective clothing use, radiation surveys, radiation protection
instrument use, and handling of potentially contaminated equipment and materials. In addition,
the inspectors verified compliance with RWP requirements. The inspectors reviewed RWP line
entries and verified that personnel had provided the required information. The inspector
observed personnel working in the RWP areas to be meeting the applicable requirements and
individuals frisking in accordance with HP procedures. During routine tours of the units, the
inspectors verified a sampling of high radiation area doors to be locked as required. All
activities monitored by the inspectors were found to be acceptable.

7.0 PHYSICAL SECURITY (71707)

The inspectors monitored security activities for compliance with the accepted Security Plan and
associated implementing procedures. The inspectors observed security staffing, operation of the
Central and Secondary Access Systems, and licensee checks of vehicles, detection and
assessment aids, and vital area access to verify proper control. On each shift, the inspectors
observed protected area access control and badging procedures. In addition, the inspectors
routinely inspected protected and vital area barriers, compensatory measures, and escort
procedures. The inspectors found the licensee's activities to be acceptable,
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criteria and questioned if the valves should have been considered Category A/C in
Specification M-710, During this inspection, the inspector reviewed EWR A0004403
which provided engineering justification for the acceptance criteria and discussed the
evaluation with the system engineer at Chesterbrook. The inspector found the evaluation
to be acceptable. The EWR also indicated that Specification M-710 should be revised to
indicate Category A and C test requirements for the subject valves, The licensee stated
that the Specification M-710 would be revised in an upcoming revision. The inspector
verified that the licensee was appropriately tracking the need to revise Specification
M710 to reflect the additional testing (ategory through Action Item Tracking List
(AITL) A0363346.

Based on the review identified above, the inspector determined that the licensee had
appropriately addressed all of the issues identified in this unresolved item. Therefore, the item
15 closed.

(Closed) Violation 91-16-02, Standby Liquid Control QOverheating Eveot

On May 29, 1991, the licensee overheated the Unit 3 standby liquid control (SBLC) tank while
preparing to perform a chemical addition to the tank. The licensee initially believed that the
SBLC system was inoperable due to insvfficient pump net positive suction head (NPSH).
Subsequent calculations by the Nuclear Engineering Department (NED) indicated that the SBLC
system was operable and could have performed its safety function throughout the course of the
event, At that time, the inspector evaluated the event causal factors and the licensee’s response
to the incident and identified several areas of concern. Each of these concerns, and the
corresponding correcti\ ¢ actions, are discussed below:

. Documents associated with MOD 867, replacement of the standard SBLC solution with
boron-10 enriched sodium pentaborate, stated that the high temperature alarm indicates
that the solution has been hea‘ed above its design temperature alarm and that potential
NPSH problems exist. Although this information was apparently understood by the
licensee's engineering organization, it was not adequately transferred to the station and
incorporated into technical staff and operator training, operating procedures and alarm
response cards (ARC),

During the current period, the inspector found that the licensee had effectively
disseminated information regarding MOD 867. Wamings on SBLC NPSH
considerations are now found in chemical addition procedures, ARCs, and locally at the
SBLC tank. Currently, the Operations Support Group reviews all modification packiges
for completeness prior to final turover to Operations. This review includes assurance
of proper testing, comparison between MOD training letters and other pertinent MOD
documents, venfication of applicable procedure revisions, and verification of drawing
revisions.
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The RO, directing the evolution, used the wrong procedure for the chemical addition and
was unresponsive to the SBLC high temperature alarm. Guidance issued in the Night
Orders was less than adequate regarding this activity, During the May 1991 event, the
RO selected procedure SO 11.1.A-3, "Standby Liquid Control System Setup for Normal
Operation,” instead of SO 11.7.A-3, "Standby Liquid Control System Chemical
Makeup." Procedure SO 11.1.A-3 is for fill and setup following maintenance. The RO,
having mistakenly selected this procedure, ordered the tank heated to 150°F and
disregarded the SBLC tank high temperature alarm at 110°F.

To ensure selection of the correct procedure, the licensee revised OM-10 guidance and
directed Unit Coordinators to include procedure references in the Night Orders when
applicable. Also, SBLC procedures were revised so that tank heat-up is no longer
required for chemical addition.

During the incident, the plant staff was insensitive to NPSH requirements and the
resultant effect on pump operability. In response to this weakness, the licensee provided
pertinent information concerning NPSH and the SBLC event to the appropriate personnel
through a licensed operators required reading package, Nuclear Engineering Bulletin
9113, and a technical section All Hands Meeting.

The licensee's internal operating experience review associated with a previous similar
cvent in December 1989, was less than adequate. Following the December 1989 event,
PORC approved a temporary change (TC-89-2494) to the chemical makeup procedure
that altered the temperature range allowed for chemical additions.  Although this TC
was based on MOD 867, the temperature range specified was valid only for the initial
filling process when system operability was not a concern. Failure to understand the
importance of setpoint information and the possible impact of exceeding these limits
contributed to the May 1991 event.

The Operations Superintendent issued a letter dated October 28, 1991, to PORC
members and alternates directing them to increase their scrutiny of all procedure limit
changes presented to PORC for approval to ensure that the document continues to
address setpoint information. The licensee is conducting a design basis document
reconstitution to consolidate pertinent design basis information for future reference.

Following the event, the inspector identified that the value for the required NPSH used
in the licensee's calculation to determine operability was inconsistent with the vendor
supplied data. The calculation error was due to inadeguate initial and independent
review of the supporting documentation by NED. Poor communication between NED
and the vendor contributed to this miscalculation.

NED contacted the vendor and expeditiously resolved the discrepancy and revised their
calculation. On September 27, 1991, the licensee issued a Training Bulletin (TB 91-13)
to all NED personnel who perform calculations. The bulletin described the event and















