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1.

Persons Contacted
Licensee Employees

T. Beckham, Vice Presfdent-Plant Hatch

C. Coggin, Training and Emergency Preparadness Manager
*D. Davis, Manager General Support

J. Fitzsimmons, Nuclear Security Manager
*P, Fornel, Maintenance Manager

0. Fraser, Site Quality Assuranie Manager

*M. Googe, Outa?os and Planning Manager

H, Nix, General Manager

T. Powers, Engineering Manager
*D. Read, Plant Support Manager
*H. Sumner, Operations Manager

S. Tipps, Nuclear Safety and Compliance Manager

R. lavadoski, Health Physics and Chemistry Manager

Other licensee employees contacted included technicians, operators,
mechanics, security force members and office personnel.

NRC Resident Inspectors

*J. Menning
*R. Musser

*Attended exit interview

Acronyms and initialisms used throughout this report are listed in the
last paragraph.

Operational Safety Verification (71707) Units 1 and 2

The inspectors kept themselves informed on a dally basis of the overal)
plant status and any sfignificant safety matters related to plant
operaticns. Datlly discussions were held with plant management and varfous
members of the plant operating staff. The fnspectors made frequent visits
to the control room. Observations included instrument readings, setpoints
and recerdings, status of operating systems, tags and clearances on
equipment, controls and switches, annunciator alarms, adherence *o
limiting conditions for oparation, temporary alterations in effect, daily
journals and data sheet entries, control room manning, and access
controls. This inspection activity included numerous informal discussions
with operators and their supervisors., Weekly, when on site, selected ESF
systems were confirmed cperabls. The confirmation was made by verifying
the following: accessible valve flow path alignment, power supply breaker
and fuse status, instrumensation, major component leakage, lubrication,
cooling, and general conditfon,




General plant tours were conducted on at least a weekly basis. Portions
of the control building, turbine bu11d1n?. reactor bufiding, and cutside
areas were visited. Observations {included general plant/equipment
conditions, safety related tagout verifications, shift turnover, sampling
program, housekeeping and general plant conditions, fire protection
equipment, control of activities inm progress, radiaticn protection
controls, physical security, problem identificatfon systems, missile
hal?rds. instrumentation and alarms in the control room, and contiinment
fsolation,

In the area of housekeeping the following discrepan:ies were observed by
the inspector and brought to the attention of licensee personnel:

" On July 10, 1988, water appeared to be leaking onto the floor from a
capture funnel under valve 2C11-FUD2A. This 1s a CRD hydraulic
system valve on elevation 130 in the Unit 2 reartor building.

. On July 13, 1988, apparently used gloves were observed on the floor
outside of contaminated liquid sample panel 1P33-P101. This panel is
located on the 110 elevation in the southwest diagonal of the Unit |
reactor buflding.

Durina the performance of control room tours, the inspector noted that on
a few occasions operations personnel were lax in properly logging the
responsible findividual as control board operator, Hatch procedure
3CAC=0PS=003-08, “"Plant Cperations,”" paragraph 8.6.2.2 requires that the
designated control board operator not leave the front panels without
proper relief and documentation in the Plant Operator's Log for extended
periods (eg., greater than approximately S minutes). This matter has been
brought to the attention of licensee personnel,

During this repuriing pericd, the inspector reviewed the licensse's
controls on overtime of personnel who perform safety=related functions.
Section 6.2.2.9 of the technical specifications establishes requirements
faor the control of such overtime and Section 8.4 of licensse procadure
3045-0P5-003-08, "Plant Operations,” provides implementing instructions to
support the technical specification requirements. The inspector reviewed
an Operatiens Department Over:ime Report for the month of June and
deternined that the requ rements of 3J0AC-0PS-003-05 and the technica)
specifications had been m v, Particular emphasis was nlaced on confore
mance with the requirement that overtime deviations be approved in advance
Ly the Plant Manager,

The inspector noted during tours of the contro) room that the condition of
critica) drawings was detériorating., The edges of some drawings were
crimped ard torn, However, no cases were seen in which the deterioration
had affected readability. On July 15, 1988, the inspector discussed these
observations with the Operations Superintendent. The inspector was told
that tme current system of maintaining critical drawings in the control




room was interim, and that the department hoped to have an improved system
in place prior to the upcoming Unit 1 outage. During these discussions,
the inspector also expressed a concern related to the proximity of the
drawings to the 603 panels in the control room. The drawings are
currently secured by meta) "sticks" ard maintained in an area immediztely
berind the 603 panels. The backs of these panels are uncovered, It
appesred to the {nspector that personnel could {inadvertentiy coutact
circuits 1n the panels with the "sticks" and thereby damage equipment or
become injured. The Operations Superintendent agreed to consider the
inspector's concern relative to the 603 panels.

At 0126 on July 18, 1988, an unanticipated closure of the No. 3 main
turbine control valve occurred in Unit 2. The unit was operating at rated
power at the time of this event, The EMC system responded by fully
opening the other control valves and opening the No. 1 bypass valve,
Shift personnel subsequently decreased load with recirculation flow to
approximately ¢50 MWe. The No. 3 control valve was observed to recpen and
close again after the inftial closing, The licensee determined that the
anomalous operation of this contro) valve was most likaly caused by aa
existing high temperature condition fn the main control room. The
compressor for contral room air conditioner 241-BO03A had failed the
previous day. At 0020 on July 18, 1983, the PSW .nlet pressure contro)
valve for conmtrol rcom air conditfoner Z41-BOO3B closed and would not
reopen, Since cnly one air conditioner was then operating, temperaturas
in the main control room increased to a maximum of approximately

95 degrees F. Afr conditicner Z41-B003B was returned to service at D34S
on July 18, Shift personnel subsequently increased reactor powsr with
recircylation flow to approximately 90 percent of rated. Power was
mainta‘ned at that leve)l until control room temperatures dropped to more
normal levels. During this time peried personnel observed cperation of
the No. 3 contro) valve to provide assurance that the anemalous oparation
was indesd temperature irelated, At approximately 0930 on July 18, 1988,
shift personre! infviated the ircrease on reactor power from 20 percent to
rated.

As reported previously fmn Inspection Report Nos, b50+321,366/88-14 and
§0-321,366/88-17, the licensee continues in thelir effort to repair the
Unit 1 spent fuel pool liner leak., The licensme has discovered an
impression in the fuel posl liner bottom surface close to the transfer
cana) between Unit 1 spent fuel pool and the reactor cavity., This
impression s the shape and size of a "Baby's Foot" and i3 of unknown
orfgin. The licenses has confirmed that this fimpression is & source of
leakage, &5 the line~ leakage rate decreased approximately 15 percent from
3 previously fdentified rate of 4.7 gpm when & suction cup device was
placed over the area, The licensee 18 currently seeking a cuntractor to
develop & welding procedure for repair of the area in question. AVl
easily accessible areas of the fuel pool liner have been inspected, but
the 11 ensee 18 taking measures 10 develop a method to inspect under the




feel racks if repair of the "Baby's Foot" does not stop the liner leakage.
The inspector will continue to monitor the licensee's progress in
repairing the spent fuel pool liner leakage.

No violations or deviations were identified.
3. Maintenance Observations (62703) Units 1 and 2

During the report period, the inspectors observed selected maintenance
activities, The observations included a review of the work document: for
adequacy, adherence to procedure, pruper tagouts, adherence to techni.al
specifications, radiolegica) controls, observation of all or part of the
actual work and/or retesting in progress, specified retest requirements,
and adherence to the appr: rlate quality controls. The primary
maintenance observations Aduring this month are summarized below:

Maintenance Acti.ity Date
a Preparatiuis for the removal of 07/05/88

the 20 Residual Heat Removal Service
Water Motor and Fump for mafntenance
per MWO 2-88-1809 (Unit 2)

b. Manufacture of a 3" minimum flow line 07/07/88
for the 1C Plant Service Water Pump
per MWD 1-88-3720 (Unit 1)

¢. Thirty=six month insgection of Limitorque 07/10/88
operator on HPCI Stean Supply to RMR
valve 1EL1-F140A per procedure
S52PM=MNT~005-0S (Unit 1)

d. Thirty=six month Limitorque Valve Operator 07/21/88
Inspection on RCIC Torus sucticn valve
1ES51-FO3) per procedure 52PM=MNT-005-0S
and MWO 1-88-3247 (Unit 1)

During this reporting period, the frspector noted that repeated problems
were experfenced with Unft 1 LPCI frnverter 1R44-35002, On June 28, 1928,
the inverter's output Dreaker tripped and attempts %o restart the ifnverter
were unsuccessful. On July 5, 1988, ilarms wors recefved indicating that
fuses were blown, On July 15, 1988, the LPCl invarter again tripped and
could not be restarted., helated aintenance was performed under MWOs
1=88<2660, 1-B8~3768, and 1-88-35% .. The inspestor noted that in each
case fuses were found to be blown and replaced. These recurring problems
ware discussed with licensee personnel. The inspector learned that the
1icensee balieves that the first problem was caused by high fnverter room
temparatures. A cooler serving thi~ room was found to be tripped and was
subsequently restarted. The licenr e indicated that any additfona) actien
in this ares would be based upon future probliems that are fdentified, The
{nspector will track additiona) problems with this LPCI faverier and the
Jicensea's corrective acticns,

No violations or deviations were i1gentified.




Su veillance Testing Dbservations (61726) Units 1 and 2

The inspectors observed tha pe-furmance of selected surveillances. The
chservation included a review of the procedure for technical adequacy
cor‘ormance to technical -oecifications, verification of test instrument
cal bration, observation of all or part of the actual surveillarces,
removal from service and return to service of the system or components
affected, anc¢ review of the cata for acceptability based upon the
acceptance criterta, The primary surveillance testing Jbservations during
this month are summarized below:

Surveillance Testing Activity Date
a, High Pressure Coolant Injection 06/30,'88

Pump Operability per procedure
345V-E41-002-15 (Unift 1)

b, Diesel Generator 18 Monthly lest 07/08/88
per procedure 345V-R43-002-185
(Unit 1)

¢. Talibration of Remote Shutdown 07/10/88

Reactor Vesse)l Leve)l Differential
Pressure Transmitter 2C82-N205 per
procedure 575V-C82-003+-2 (Unit 2)

d. RHR Service Water Pump 2C Quarterly 07/21/88
I3T per procedure 345V-E11-004-2§5
(Unit 2)

On June 28. 1988, while performing Diesel Generator 1B/ZB monthly testing
per procedure 345V-R43-002-28 (Tre "1B" Diesel fenerator is a swiag diese)
an' serves both Unfts 1 and 2), the voltage regulator failed upscale when
placed in automatic. The diesel was declared inoparable, and repair
cormenced on the volt-ge regulato=, After replacement of the voltage
rtz1lator. an operability test was performed per procefure
345V=R43-002-25. During this run, a generator field ground annuncia’er
was received in the contro)l voom, The licensee performed an extensive
fnvestigation into the situation. No giounds cou'd be found in the
diwsel's circuitry, The licensee has attributed the condition to a “hung
up" relay as the condition could not be repeated. All relays that could
have caused the alarmed condition were checked and performed satisfac-
torily. To preclude a recurrerce, the involved relays were cleaned to
allow for optimum performancze. Following a successful operability run,
the diesel was declored operable on July 1, 1988,

On July 8, 1988, while perforcing Niesel Generator 1B8/28 monthly testing
per procedure 348Y-R43-002-25, the diesel tripped approximately 1 minute
after being tied to the bus. The ciese) was declared inoperadle.







Physical Security (71881) Units | and 2

In the course of the monthly activities, the resident inspectors include.
a review of the licensee's physical security pregram. The performance of
varifous shifts of the security force was observed in the conduct of daily
activities to fnclude: avatlability of supervision, availabilisy of armed
response personnel, protected and vital access controls, searching of
personnel, packages and venicles, badge issuance ard retrieval, escorting
of visftars, patrols and compensatory posts.

The resident finspectors verified the absence of obstructions 1a the
fsolation zone area on each side of the protected area fence that could
conceal an unauthorized entry or interfere with the capability of the
detection/arsessment system. The adequacy of f{llum‘nation in the
protected *a was also verified., On July 14, 1338, the resident
inspestor visi* »d the central and segondary a’arm stations and determined
that survel)” ice equipment was functioning properly.

No violations or deviations were identified,
Reportable Occurrences (90712 and 92700) Units 1 and 2

A number of Licensee Event Reports (LER) were reviewed for potential
generic impact, Y detect trends, and to determine whether corrective
actions appeared appropriate, Events which were reported immediately were
4150 reviewsd as they occurred to determine that technical specifications
were being met and the public health and safety were of utmost consideras
tion.

Unit 1: 87-03 Personnel Errors in Technical Specification Amendment
Implementation Cause Missed Surveillances

This LER concerns a fatlure to satisfy all technical
specification surveillanca requiremerts for ligui4d
vadwaste effluent line radiation monitors 1D11-Ké04
and 2011-Ké04, More specifically, the inavolved
surveillance procedures did not demonstrate auvtomatic
isclation of the release pathway when the nontrols for
the monftors were taken out of the operate mode. The
Ticensee also getermined that the Unit ] design did
not provide for such an automatic fsolation,
Corrective action involyved mogifying the surveillance
procedures and changing the desian via impleméntation
of DCR 87-13. Procedure 575V-D11-011-18, "“Liguid
Ragwaste Effluent Racfation Monitor Functiona) Tes:,*
was revised effective 2/13/B7. The revision of
procedure 575v-D11-011-2S5, "Liguid Racdwaste Effluent
Ragiation Monitor Functicnal Test." became effective
on 9/2/87. This matter appr*rs to be a violation of
the technical specification . rvei.lance reguirements.







87-12

87-13

87-14

in the LER are most likely no longer appropriate. The
inspectnrs indicated to the licensee that the LER
should be revised to reflect the changes in their
plans. Review of this LER remains open.

Low Setpoints and Closed Damoer Cause High Temperature
Is>lation of Reactor Water Cleanup

This LER concerned an ynanticipatad isolation of “he
RWCU system on a high ambient temperature signal. The
fnspector reviewed the licensee's corrective actions,
The long term corrective action to prevent recurrence
involved a planned increase in the instrument set-
points for the air temperature sensors in the PWCU
area. A pronosed change to the technical specifica~
tion had besen submitted to the NRC prior to this
event. These changes were issued as Amencments Nos,
144 and 79 to the Units 1 and 2 technical specifica=
tions, respectively, on 8/10/87. Review of this
LER 1s closed.

Feadwater Controller Fails Causirg Feedwatar Dacrease
Resulting in Reactor Scram

The events of this LER were previo ily discussed in
NRC Inmepection Nos. 50-321/87-21 and 50-366/87-21.
The root cause of this event was determined to be
equipment fatlure. Two capacitors in the mister
feedwater controller amplifier short circuited,
resulting in a loss of voltage output signal toc the
individual feedpump cortrollers. Corrective action
involved replacing the capacitors, functionally
testing the contrel ampiifier circuit board, and
checking u>mponents fn the Unit 2 feedwator control
gcontro! ~ipnuitry, Review of this LER is closed,

Equipment Fa)lure and Instrument Drift Cause Monitor
Activation and ESF Actuatien

This LER concerned thres unanticipated initiatfons of
the MCREC system in the pressurization made,
Operation in this moce was initiated on radfation
signals from a refueling floo~ 2RM, The first two
events were caused by & lTeaking GM tube. The third
eveént was attributed to instrumert drift. The
inspectors reviewed the corrective actions taken by
the ligensee. A long term solution to the problem of
spurfous MCREC imitiations 1s afscussed above in the
review of LER 87-06. ieview of this LER 15 closed.







87-12

87-13

g7-18

11

Corrective action involved shutting Jow) the unit and
fnstalling a weld overlay. The licenzee alse intended
to subsequently remove and metallurgically analyze the
fatled area. The LER indicated that the analysis
results would be presented in an update to the LER
whizh woule be developed by approximately April 2§,
1988. The inspectors reminded )icensee personne)l of
the commitment to provide these results, Review of
this LER remains ope~.

Calcium Deposits Foul Chiller Causing High Room
Temperature and ESF Valve Isolation

The events of this LER concern the umantizipated
closing of the outboard RWCU suction valv: as a result
of a high ambient afr temperature conc.tion in the
RWCU heat exchanger room, The high temperature
condition, in turn, was caused by failure of reactor
building and radwaste building chiller “A", The
chiller was found to be fouled by calcium deposits
which tripped the chilier motor., The {inspectors
reviewed the corrective actions talen by the licensee,
which included the ‘mstallation of a chemiral
treatment system on the chillers' cooling tower to
prevent future calcium accumuletions. In reviewing
this matter, the inspectors noted that related chemical
treatment operations are delineated In procedure
3450-P65~001-25, "Radwaste Building Chilled Water
System." Review of this LER is closed,

Uninsulated Steam Piping Rafses Differential Alr
Temperature Causing ESF Valve Isolations

Th.s LER concerns an unanticipatad isolation of the
RCIC system due to missing imsulation on some MWPCI
steam supply piping, Approximately six feet of pipe
were not insulated and this piping was near one of the
RCIC torus chamber differential air temperature
sensors. Plant personnel were unadle to determine
when cr why the HPCI steam supply piping was
urinsulated. In reviewing this matter, the inspectors
determined that the licensee's corrective actions were
both extensive and ippropriate. Review of this LER is
closed.

Surveillance Superyisor Makes Incorrazt Assumption
Resulting in Missed Surveillance Test

The events of this LER concern a fallure to satisfy
two 92~-day technica) specification surve!llance
regquirements until thv surveillance period and grace
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-signal until 2E41-FCOE gpens fully, Procedure S7SV-MNT-004-25,

"Instrumentation Time Response Testing Comparison with Technical
Specifications,” was revisad to provide for “‘=ing of the initiation logic
from sensor actuation to actuation of the lost relay. The inspector
reviewed procedures 43SV-E41-002-25, Rev. §; 423V-E41-002-25, Rev.3; and
E7SV-MNT-004-25, Rev. 3. Reviaw ¢f this IFl fs closed.

(Closed) IFI 121,366/86-22-05, Provide engineering review of causes; of
main steamline leak detection instrumentation drift, This IF! was upened
foilowin? review by an inspactor of several MwWOs associated with the
calibration of turbine building main steamlime leak detection instrumen=
tatfon 1UGLI-NICIA = D, The finspectar was concerned about finstrument
trending, and the causes of observed instrumentation drift. The I&C
superyisors indicated at that time that the drift was possibly due to
environmental conditions at the time of calfbration. The inspector
requested a related engineering review ard cpened the IFI. In following
up on this matter, the resident inspector reviewed the results of the
Ticensee's study &5 documented in letter AC4.43 dated November 4, 1987,
The licensee determined that environmental conditions at the time of
calibration or testing should not be & factor in instrument drift,
Rather, instrument drift is attributed to the anticipation characteristics
of the switches in guestion. The vendor advised the licensee that the
switches may trip earlier than the desired setpoint when cycled for the
first “ime. The vendor recommended that the switches be cycled several
timés Lefore setpoint adjustments are made. Review of this IFI 15 closed.

Licensse Action on Previous Enforcement Matters (82702)

(Closed) Violatien 321,206/88-07-03, Inadequate APRM surveillance. The
GPC Yetter of response dated May 12, 1988, was eoviewed. Corrective action
involved revising survetlilance procedures to pravide for weskly functional
testing of the APRM flow referenced the.mal power and APRM downscale
trips. Tne inspector wverified that reguired surveillance procedure
¢changes had beer made. Procedures 345V-(51-002-1S, Rev. 2, and
34SV-C51-002-25, Rev, 3, were veviowed, This item 13 closed.

(Closed) Violation 321,366/88-07-04, Fatlyre to feollow surveillance
aprocedures. The !icensae's letter of response dated May 12, 1983, was
reviewed. Corrective actfon involved counselling involved I&C personnel
and labeling main contro) room cabinets on the inside., The labeling of
the panels was completed on Apri) B, 1988, and subsequently verified by
the taspector, The item i3 clo ~d.

(Closed) Violation 366/32-07-08, In. ‘eguate turbime contro! valv test
procedure. The C°C letter of response dated May 12, 1988, was rey ewad,
Corrective action fnvolved wpgrading the inadequate surveil’.unce
procedure. The inspector reviewed procedure 34S5V-C71-005-25, Rev. 2,
#Turbine Control Valve Fae* Closure Instrument Furctiona) Test,™ and
determined that reguirved hanges nhad been made. Tnis item is closed.
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3 ARM
W CRD
N 0CR
| ENC
‘ ESF
; FT&C
' aM
Gov
HPC1
1&¢
1RM
Is7
LER
LPCI
MCREC
MWO
PSw
RCIC
RG
RHR
RHRSW
RWCU
$GTS

Acronyms

[ O B D U B AR U B LR SR DR D R D DR B R S B R S A

1%

and Abbreviations

Average Power Range Monitor
Arag Radiation Monitor

Control Rod Drive

Desfgn Change Request
Electronydraulic Contro)
Engineered Safety Feature
Fynctional Test and Calibration
Geiger=Mualler

Gallons per Minute

High Pressurs Coolant Injection
Instrumentation gnd Control
Intermediate Range Monitor
Inservice Testing

Licenses Event Report

Low Pressure Coolant Injection
Main Cantrol! Room Environmertal! Control
Maintenance Work Order

Plant Seryice Water

Reactor Core Isolation Louling
Regulatory Guide

Residual Heat Removal

Residual MHeat Removal Service Water
Reactor Water Cleanup

Standby Gas Treatment Systenx




