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Drawing 11405-M-253, Steam Generator and Blowdown Flow Diagram

The inspectors noted the material condition of the equipment was good. All supports
and seismic restraints were properly anchored and in good condition. Valves and
breakers were verified to be in the correct positions. However, during the auxiliary
feedwater system walkdown, the inspectors noted a few minor discrepancies
between the operating instruction and the piping and instrumentation diagram.
Specifically, the inspectors noted that Valve FW-1317 (emergency feedwater storage
tank condensate makeup bypass valve) was shown as being locked on the operating
instruction, but was not locked on the piping and instrumentation diagram.

Valves FW-333 (emergency feedwater storage tank level alarm upper isolation valve)
and FW-334 (emergency feedwater storage tank level alarm lower isolation valve)
were shown as closed on the operating instruction, but were locked closed on the
piping and instrumentation diagram. Valves FW-661 (emergency feedwater storage
tank condensate makeup inlet valve) and FW-652 (emergency feedwater storage tank
demin makeup water inlet valve) were shown as closed on the operating instruction,
but were shown as open on the piping and instrumentation diagram. The as-found
position of the auxiliary feedwater valves was consistent with the operating
instruction,

The inspectors inquired about the discrepancies. Licensee personnel stated that they
relied on the operating instruction to show the current plant valve position. The
licensee initiated Document Change Engineering Change Notice 97-246 to change
the piping and instrumentation diagram to ensure that they match the operating
instructions.

02.3 Failure to Remove Work Request Sticker

b.

Inspection Scope (71707)

The inspectars followed up on inadequate corrective action to ensure work request
stickers were removed from the control room following maintenance.

Observations and Findings

On June 17, 1997, while walking down the control room panels, the inspectors
noted Work Request Sticker 970291 attached to the motor-driven fire pump. Work
request stickers were used to visually identify items requiring maintenance. The
work request sticker indicated that the pump had tripped on overcurrent. The
inspectors asked a licensed operator if the pump had been repaired. The licensed
operator stated that he thought the work had been completed. The inspectors asked
that, if the work had been completed, why was the work request sticker stili
attached to the control room panel. The inspectors questioned whether all
operational staff were aware of the status of the equipment.
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IV. Plant Support

and Control Facilities and Equipment




b.

P2.1

Observations ard Findings

The inspectors observed the radiation protection technician attempt to unlock
Shutdown Heat Fxchanger Valve Room 15A. The radiation protection technician
was unable to unlock the door. A review of maintenance history on this door and
other doors in the auxiliary building was conducted by maintenance personnel. This
review determined that eight doors which had been serviced utilizing

Procedure GM-RM-FP-AD1, "Fire Door Lockset Inspection and Repetitive
Maintenance,” Revision 5, on July 3, 1997, had .he tumbler assembled backwards.
This did not affect doors which were normally open in that the doors would still
open. However, any door which was locked with the tumblere reversed could not be
opened using the keys, without disassembling the lorking meunanism, Maintenance
personnel identified that the door to the volume control tank room, Room 29, was
also locked and would not open.

The licensee determined that it took approximately 30 minutes to open the doors
with the appropriate tools.

The inspectors questioned the licensee concerning the impact on operations of these
doors being locked and not easily accessible. The licensee reviewed the components
in these rooms and determined that both rooms contained equipment that was
referenced in the abnormal operating procedures and/or emergency operating
procedures. The licensee concluded that, in an accident condition, not having access
to the equipment in the rooms for approximately 30 minutes would not impact plant
safety. The licensee aiso performed a reportability evaluation and determined that
the condition was not reportable. This item will remain unresolved pending the
inspectors’ review of the assumptions in the reportability evaluation and review of
the abnormal and emergency operating procedures (50-285/97015-02).

Congclusions

During & tour of the radiation controlled area, the inspectors identified that locked
doors could not be opened because the tumblers had been incorrectly installed. This
item wiil remain unresolved pending the inspectors’ review of the abnormal and
emergency operating procedures.

sritioality Acc Reaui
Inspection Scope (92904)

The inspectors assessed the license2's compliance with 10 CFR 70.24. The
inspectors used guidance entitled "Inspection Plan for “ompliance with

10 CFR 70.24, ‘Criticality Accident Requirements,’ at Operating Nuclear Plants.”

The inspectors interviewed several licensee personnel and reviewed the following
documents:









VI. Management Meetings

X1 Exit Meeting Summary
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