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EXECUTIVE SUMMARY

Sequoyah Nuclear Plant, Units 1 & 2
NRC Inspection Report 50-327/97-18, 50-328/97-18

This integrated inspection included aspects of licensee operations,

maintena~ce, engineering, plant support. and effectiveness of licensee

controls in identifying, resolving, and preventing problems: in addition. it
}nclud:i the results of a Generic Letter 89-10 Motor Opcrated Valve closeout
nspection.

Qperations

. A weakness was 1dentified because operators failed to promctly identify
that a TS reguired remote shutdown instrument was 1noperab1e and did not
enter the 7-day LCO for approximately 90 hours (Section 01.2).

. Unidentified reactor coolant system leakage slowly increased over a
seven month neriod and was approximately .30 gpm at the end of the
inspection period (Section 02.1).

. A Non-Cited Violation was identified for the failure to take hourly log
readings of AFD with the AFD monitor alarm inoperable (Section 08.1).

. A weakness was identified in operations based on an assistant unit
o?erator (AUO) Teaving an area while draining a tank which resulted in a
8 ﬁcol spill, operations inspecting the wrong sump/pit and signing off a
ER 3s complete. and not removing caution tags after the documented
completion of sump cleaning. These issues contributed to a 700 gallon
contaminated water spill on January 9, 1998 (Section R1.2).

Maintenance

. The licensee's past corrective actions to correct problems with the site
storm drain system were effective (Section M2.1)

. A Non-Cited Violation was identified for a missed TS surveillance

requirement (SR 4.4 3.2.1.b) for not stroking the pressurizer PORVs in
e 4 (Section M8.1).

Engineering

. Engineering support for the :eactor coolant ﬁump stator high temperature
problem was considered to be good based or the guidance provided to

rations which resulted in 3 well controlled and successful evolution
(Section 02.1).
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Qbservations and Findings

Since June 1997, to tre present, thie Unit 1 unidentified leakage rate
has increased from approxtmatzly 05 gpm to appr~ximately .30 gpm. At
the same time the Unit 1 RCP #2 seal leakoff had slowly increased, and
subsequently stabilized at approximately 4 8 gpm (normal leakoff 1s
approximately 2.5 gpm). An increase in RCP #2 stator winding
Lemperature from approximately 250 °F to 292 °F was also observed.

On Januarz 9, 1998, the licensee entered Unit 1 containment to visually
inspect RCP #2 for seal leakage and to inspect the pump motor cooler for
accumulation of boron which was believed to be collecting on the motor
ccoler caus1ng the increase in stator winding temperature. The visual
inspection noted only a smail amount of voron accumulated in the pump
bow! but observed that a more significant amount of boron had
accumulated on the pump motor cooler. The location of the RCS leak
causing boron accumulation 1:: the motor cooler could not be determined.

On January 13, 1498, the licensee finalized a plan, based on previous
experience with RCP motor cooler boron accumulation, to 1solate ERCW to
the motor coolei. This would allow the boron to heat up, powderize, and
blow out of the cooler. System Operating Instruction 1-50-68-2, Reactor
Coolant Pumps, Revision 17, was used during the performance of this
evolution. The licensee knew from previous experience that when ERCW
was 1solated that the stator winding temperature would increase,

stabi11 .t a slightly higher temperature, then decrease as the boron
dried out and was blown out of the cooler. When this evolution started,
the A-phise w1nd1ng temperature was approximately 292 °F. After the
ERCW was 1solated to the motor cooler, the stator winding temperature
slowly increased to approximately 304 °F, where it stabilized and then
begai @ slow decrease as the boron was apparently being blown out of the
cooler. Subsequenily, ERCW was a?ain supplied to the cooler and the
w1ndtng temperature decreased to less than 250 °F. BK the end of the
inspection period the RCP stator w1nd1n8 temgerature ad started to
increase and had reached approximately 260 °F.

Conclusions

Engineering support was considered to be good based on the guidince
provided to operations which r wuited in a well controlled and
successful evulution.

Unidentified reactor coolant system leakage slowly increased over a
three month period and was approximately .30 gpm at the end of the
inspection period. The source of the reactor coolant system leakage has
not been determined.

Miscellaneous Operations Issues (92901)

: onitor 2 e plant operatcrs had questioned the
operability o - ue to the “Computer Alarm, Rod



Maintenance

Conduct of Mainterance










M8.3

3
£l1.1

7

- 8. 21 4
W“W&# W, o o
censee s corrective actions to address an 15sue with calibration

instrumentation. A standard voltmeter had been used to perform a
calibrati-1 of a switchyard instrument; however, the voltmeter did not
have the required accuracy. The licensee initiated a PER to address the
1ssue and performed a root cause investigation of the problem. The
licensee identified that the controlling procedure was inadequate in
that 1t was a preventive maintenance ?rocedure as opposed to being a
surveillance instruction. The controlling procedures were revised to
specify the proper measurement and test equipment. An extent of
condition review was performed and no other problems with maintenance
and test equipment were identified. The inspectors concluded that the
Ticensee's corrective actions for resolving the i1ssue were reasonable
and complete.

I11. Engineering
Conduct of Engineering

2afety Injection Relief Valve Setpoint Drift Investigation
Inspection Scope (37651)

The inspectors reviewed the licensee's investigation into the drifting
safety injection relief valve setpoints.

Observations and Findings

The safety 1nqection system relief valves have experienced 11ft setpoint
drift1n$ problems during the present SALP cycle. Until recently, the
cause of the relief valve setpoint drift had nct been identified.

Inspection Report 96-14 noted that the safetg injection system relief
valves had failed to 1ift within the acceptable setpoint range on
November 2. 1996. The relief valve setpoints were not reset prior to
startup which appeared to conflict with the ANSI B31.7 requirements.
IF1 50-328/96-14-01 was identified, at that time, to follow up the
resolution o/ the ANSI code issue.

Inspection Report 97-06 identified a violation (VIO 50-328/97-06-08)
because the licensee had failed to 1m?lement prompt corrective actions
to resolve a condition adverse to qua 1t% in that following the Safety
ln?ectton System over pressure event on November 2. 1996, the relief
valves were not reset as re$u1red by e ANSI/ASME OM-1 requirements.
The lirensee had not identified the cause for the drifting set points at
this time.

Inspection Report 97-12 ncted that the safetg injection system relief
valves had failed to 11ft within the acceptable setpoint range durin? a
s.'stem over pressure condition on September 9, 1997. IFI 50-328/97-12-
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03 was 1dentified to follow the licensee's resolution to the safety
injection relief valve setpoint drift problem.

Inspection Report 97-17 identi“ied a weakness with the licensee's
g:event1ve maintenance progre -5 noted by the licensee. The licensee
sed this finding on industry reports that noted 70% of all relief
valve failures were caused by aging and that the licensee's preventive
Ta}nten:?ce program had not revised to incorporate the industry

nformation.

During the 1997 Unit 1 and Unit 2 refueling outages. the licensee
performed setpoint testing of 10 relief valves from Unit 1 and 20 relief
valves from Unit 2. Three valves were identified with setpoints being
“out of tolerance.” Others had drifted but were not out of tolerance as
defined by the ANSI code (»6% from setpoint). The licensee also noted
that cince 1992, only five valves (three in 1997) were found with
setpoints "out of tolerance.”

Following the 1997 Unit 2 refueling outage. the licensee disassembled
five of the relief valves, three of which had failed the “as found”
tolerance testing. Two relief valves removed from the safety injection
system were found to have severe corrosion on the guide rings. The
Ticensee noted that the guide rings were fabricated from type 416
stainless steel which wat subject to rust and corrosion especially in
borated water service.

The inspectors noted that if a relief valve had not 1ifted or simmercd
and 1f the discharge piping did not allow borated water to enter the
discharge port, the relief valve would not exhibit the corrosion of its
guide ring. The safety injection system relief valves had 1ifted on
multiple occasions and it appeared that the discharge piping could
provide a loop seal and retain water in the discharge port of the relief
valves. These observations would a_zount for the excessive corrosion of
the safety 1ngect10n relief valves and why there was very little
corrosion to the remainder of the relief valves used on other borated
water systems.

The licensee concluded that the megor cause for failure of the reliet
valves was ag1n?. The licensee noted that most of the valves had little
or no internal lubricatinrn present and two of the valves were severely
corroded. At the conclusion of the inspection period, the licensee was
evaluating/discussing the guide ring material problem with the
manufacturer (Crosby). The licensee and manufacturer were evaluating
vhether the ?u1de rings could be economically manufactured out of the
same material as the relief valve, type 300 stainless steel. The
followup of the licensee's corrective action to resolve the Crosby
relief valve raded guide rin? material issue is being identified as
an inspe~tor follow up item (IFI 50-328/97-18-03).
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At the end of the inspection period, the licensee informed Lhe
inspectors that the manufacturer had identified the probable cause of
the setpoint drift. The manufacturer concluded that the enclosure
mounting support for the electric micro switches within the pressure
switch was deforming. The manufacturer stated that a new pressure
switch with stron?g: support would be provided to resolve the drifti
setgo1nt 1ssue. affected pressure switches were identified as B7618
1000 PSI Ashcroft pressure switches manufactured by Dresser Industries.
They are used in qua11t¥ related rather than safety related applications
at the Sequoyah site. The pressure switches provide pressure signals
for the turbine run back circuitry and for the auxiliary feedwater
actuation circuitry. The followup of the licensee's corrective actions
to resolve the Ashcroft pressure switch dr1ft1n8 setpoint issue 1s being
fdentified as an Inspector Followup Item (IFI 50-328/97-18-09).

Conclusions

Engineering suppurt in dealing with the ongoing turbine impulse pressure
switch setpoint drift problem was considered to be good.

Pressurizer Backup Heater Operation Due To Spray Valve Leakage
Inspection Scope (37551 and 71707)

The inspectors reviewed the cause of the gressurizer spray valve
ahnormal leakage, which has resulted in the need for the continuous
operation of one group of pressurizer backup heaters during the present
Unit 2 operating cycle.

Qbservations and Findings
During a contrcl room walkdown the inspectors noted that a pressurizer
backup heater group was continuously energized to maintain reactor

coolant system pressure. Discussions with the operators indicated that
the pressurizer spray valve was leaking.

The inspectors verified that the required operation of the backup heater
orou, .1d not impact technical specification (TS) requirements for
pressurizer heater capacity. The TS requirement for 150 kW of heater
capacity 1s based on o?erat1on during niatural circulation and the spray
va vetleakaqe would only be a concern during forced circulation
operation.

The inspectors discussed the issue of setting the valve stroke for the
pressurizer s?ray valve. Engineering noted that during the last
ogerat1ng cycle the pressurizer spray valve wa; rotating slightly past
th: fully closed position which was causing a valve position indication
problem. During the Unit 2 Cycle 8 refueling outage. the licensee
adjusted the valve operator. This was done while the plant was in
Made 5 and the adequacy of the adjustment could not be verified at that
time.
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The system engineer informed the inspectors that he had planned to
verify the adﬂgg:ment when the plant reached Mode 3. However, when the
unit reached 3, the S{stem engineer was invcived with other 1ssues
and was unable to perform the post maintenance testing on the valve.

rations energized one of the backup heater groups and continued with
the plant startup. Because of plant conditions. the valve position
cannot be adgusted once the unit 15 in Mode 1 or Mode 2. The missed
opportunity to perform the post maintenance position verification 1s
considered to be a weakness.

Lonclusions

A weakness was identified based on system engineering's missed
op?ortunity to verify prog:r positioning of the pressurizer spray valve
following adjustment of the positioner resul.ing in abnormal pressurizer
backup heater operation.

Potentially Degraded Pressurizer Level Instruments
Inspection Scope (37661)

The inspectors reviewed the eguipment history, surveillances and various
roblem evaluation reports (PERs) associated with concerns related to
6803 Soper operation of pressurizer level (hot calibration) instrument

Observations and fFindings

During the Unit 2 refueling outage, durin? October and November, 1997,
the inspectors noted in the control room logs that a pressurizer
instrument channel had failed its calibration surveillance and that a
Technical rability Evaluation (TOE) had been completed. The TOE
indicated that the instrument had failed its “as left” calibration (3 of
9 points out of specification), did not meet manufacturer's
sRecifications for hysterisis (required .5% vs. actual 1%) and pressure
shift (required .5% ger 1000 psi vs actual 1% per 100 psi) and was not
in conformance with the scaling documents for generation of the
calibration setpoint data. The TOE concluded that the pressurizer
instrument was acceptable as-is and Unit 2 was restarted.

The inspectors reviewed the issue further and noted in the surveillance
history that the calibration data was changed in 1988. The change was
based on personnel having stegped on the instrument condensing pots and
bent them dowrnwards. The work history indicated that either the
calibration data needed to be changed or the condensing pots restored
prior to startu?. The calibration procedure was revised and the bent
condensing pot lines were deferred.

When the condensing pot lines were eventually repsired, the calibration
procedure was not revised. Following the Unit 1 drain down event in
April of 1997, the licensee noted a conflict between the pressurizer
level instrument as-built piping diagrams and the values used for
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calibration ~f all three of the pressurizer level instruments (hot
calibration). During walkdowns of the pressurizer level sensing lines
and iristruments in containment, the liceasee ve, fied that the p1p1n?
diagrams were correct and that the calibratior procedures were in slight
error of 1% to 2%.

At the end of the 1ns?ect1on period, Lhe inspectors were reviewing the
requirements for resolution of deg‘aded equipment condicions as
documented by Generic Letter 91-18. Revision 1. The inspectors were
also reviewing concerns with the accuracy of the TS pressurizer high
level trip setpoint (92%) and repairs to the pressurizer level sensing
piping following the 1988 discovery non-conformance. This 1ssue is
ggeggsyagdlgsog? Unresolved Item pending further inspector review (URI

Conclusions
An Unresolved Item was identified concerning potentially degraded

pressurizer level instruments,

TVA's implementation of GL 89-10 was previously reviewed and determined
insufficient during NRC Inspection 50-327, 328/97-06. OQutstanding issues
were identified which involved the long-term capabilities of certain
motor-operated valves (MOVs) and MOV groups. In a letter to the NRC
dated July 8, 1997, TVA committed to nine actions to address these
1ssues . C verification of completion of the actions was identified as
inspector followup item 50-327, 328/97-06-07, Actions to Resolve
Remaining GL 89-10 Issues.

e Test |

Rerated U

The current inspection assessed TVA's resolution of the nine issues and

completicn of related conmitments. In addition, the inspection further

examined TVA'¢ implementation of trend1ng recommended by

GL 89-10. The inspection was conducted through reviews of documentation
and interviews with licensee personnel.

Observations and Findings
1. Commitment Completion and Issue Resolution
Commitment 1 (Licensee Tracking No. NCO970056001)

NAC Inspection 50-327, 328/97-06 found that TVA did not have sufficient
test data to justify the 0.40 valve factor that it had assumed in
calculating the design-basis thrust requirements for several gate valve
groups. To resolve this issue, TVA committed to revise its calculations
and use a (more easily supported) group valve factor of 0 .60, unless
test data was available to support a different value. TVA further
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indicated that, 1f it did not already have test data to justify the
;al:e factors used, 1t wouid evaluate industry data to justify the valve
actors.

To assess TVA's completion of this commitment and resciution of the
related issue, the inspectors reviewed summary data for all of
Sequoyah's GL 89-10 gate valves and the thrust calculaticns and valve
factor bases for the following sample of the gate valves: 1FCV-01-018,
1FCV-03-179A, 2FCV-03-047 2FCV-68-332, and 2FCV-68-333. The inspectors
found that the thrust calculations applied a valve factor of 0.60 or
higher unless a lower value had been justified based on Sequoyah's
in-plant testing. Further, TVA made an effort to obtain and evaluate
industry test data to justify the valve fac*.rs applied when it did not
have agp11cable data from it's own tests. However, the inspectors found
that the data TVA had obtained to gustifv its valve factors were
inadequate in several instances. Therefore, the commitment was generally
met but did not result in complete resolution of the original issue.

The inspectors identified the following concerns regarding the test data
that TVA used in valve factor justifications:

S group ¢ steam supp solation vaives to the Turbine
Driven Aux1l1ar¥ Feedwater Pump ( WP). Three of the valves
(2FCV-001-17, 1FCV-001-018, and 2FCV-001-018) were required to
is0late for a steam line rupture accident and, therefore, would
have to close under blowdown flow. TVA applied a 0.60 valve
factor in the thrust calculations for all Group 1 valves. It did
not have in-plant cr industry test data for these valves but did
have data for larger Walworth valves which supported a 0.50 valve
factor under pumped flow. On the basis of that data. the licensee
considered 1t conservative to apply a .60 valve factor to the
Group i valves. The inspectors questioned vasing the valve factor
iust‘ficat1on on testing of largur valves, especidlly as blowdown

low conditions were experienced by some Group 1 valves.

L] . .
gaixﬁ‘ ‘Eis groug consistég o} a s ie gate valve E%E86-88§-17)
ich served as a steam supply isolation valve to the TDAFWP. TVA

used test data obtained from similar valves that were tested at
Arkansas Nuclear One (ANO) to justify the use of a 0.65 valve
factor for 1FCV-001-17. However, the inspectors noted that this
valve would have to close under steam blowdown flow conditions.
Because the ANO valves were not tested under steam blowdown
conditions, the inspectors were concerned that the test data would
not be directly applicable to 1FCV-001-17.

v 2 » i
ivk ass&#ga a valve 5actor of 8.28 n caicuiat1ng tﬂrust

requirements for these safety injection valves. TVA nad no
Sequoyah test data to justify the 0.60 value and indicated it had
not been able to obtain industry test data agg}ic?bIE t$ these

s lack o

valves. The inspectors were concerned with
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the inspectors found that licensee ?ersonne1 had revised the thrust
calculations to include margin for load sensitive behavior, as
committed. This resolved the 1.s5ue.

Commitment 9 (Licensee Tracking No. NC0970056010)

NRC Inspection 50-327, 328/97-06 identified that the reactor coolant
system pressurizer block valves (2FCV-68-332 and 2FCV-68-333) had
marginal capability with respect to their actuators’ torque structura)
limits for the open direction. TVA committed to revise the Sequoyah
calculations to increase in the torque ratings of the actuators and
resolve the actuator structural capability i1ssue.

In the current inspection, the inspecto.s confirmed that TVA had agplied
results from Limitorque Actuator Fatigue Life Analysis, Version 1.0, to
Justify extend1n? the actuators’ ratings from 250 ft-1b to 280 ft-1b (a
i2% increase). The analysis indicated that 1t would be acceptable to
open the valves 150 times under the worst-case design-basis conditions.
A safety factor of 5.25 was applied to arrive at the 150 cycle limit,
The inspectors considered the licensee's actions to adequate to complete
the conmitment and resolve the issue.

Comnitment 10 (Licensee Tracking No. NC0970056011)

TVA committed to provide a letter to the NRC describing status of the
nine commitments above by December 31, 1997. The inspectors verified
%gag TVA had provided the subject status letter, dated December 19,

Degraded Voltage

In reviewing TVA's calcuiations for block valves 2/CV-68-332 and 2FCV-
68-333. the inspectors quescioned the degraded voltage values used in
the capability calculations. For MOVs that did not actuate
automatically in response to a design accident, TVA assumed that the
grid voltage supplied to the 480 V bus would be at about 100 percent
rather than at the degraaed grid setpoint of 93.5 percent. is
assumption was based on Sequoyah's use of automatic taﬁ changers .
Details of Lhe licensee's bases were evaluated by the NRC Office of
Nuclear Reactor Regulation (NRR), Electrical Engineering Branch, and the
assumption was determined acceptable. The evaluation was documented in
a docketed NRC memorandum from J. Calvo to R. Wessman, dated

February 12, 1998.

2.  lmplementation of MOV Trending

The inspectors previously reviewed the licensee's implementation of MOV
trending during Inspection 50-327, 328/97-06. At that *° the
licensee had just completed an outage and had not prep report
documenting the trending recommended by GL 89-10. Dur @ current
inspection, the inspectors obtained and reviewed the tn eport
subsequently prepared to determine if it indicated that 2xamination
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of MOV data for trends recommended by GL 89-10 was completed. The
inspectors found that information included in the report generally
indicated that trending was being performed in accordance with the
recommendations of GL 89-10. However, the inspectors noted that
enhancements could be made in the following areas:

. Although the report contained a large amount of data. there were
1o churts or graphs to indicate trends or the lack thereof.

. There were no ccmments or comparisons on the effectiveness of the
MOV program. The status of resolution of previnus problems was not
mentioned. For example, there were no comments on the effect of
replacement of contactors that were previously a problem.

c. Conclusions

£8
£8.1

With th* commitments made in the licesee's letter dated February 12,
1998, t e inspectors determined that the licensee met the intent of GL
39-10 .n verifyine the design-basis capability of the safety-related
MOV. at Sequoyah. The licensee's letter identified the following items
to be addressed:

. The valve factors employed in calculating the required thrusts for
gate valve Groups 1, 2, and 8, will be more fully justified.

. TVA was obtaining test data for smaller (18-inch and under) Pratt
butterfly valves from Duke Power Company. TVA will further
evaluate the data and revise the Sequoyah calculations based on
the results. In addition, TVA will improve 1ts support for the
predicted torgue requirements calculated for Sequoyah's larger (20
and 24-inch) Pratt butterfly valves.

. Maintenance improvements will be completed on the Unit 1
pressurizer V block valves.

Based on the NRC inspections and the licensee's commitments in its
letter dated February 12, 1998, the NRC is closing the review of the
GL 89-10 program at Sequoyah. Resolution of the outstanding licensee
commitments 1s identified as inspector followup item 50-327, 3¢8/97-18-
08, Remaining GL 89-10 Concerns. The outstanding commitments are
described above under the head® ,s for Commitments 1, 2, 5, and 6. This
item will also track the com'.etfon of the remaining commitments from
inspector followup item 50-377,328/97-06-07.

Miscellaneous Engineering Issues (92902)

Jpen ) - 9/-18-
Update To Include Plant Mod
993 NRC inspection at uoyah, 3
adequacy of the 161 kv offsite power grid voltage. TIA 94-0
initiated by Region Il and forwarded to NRR for evaluation. After the
TIA was initiated, the licensee implemented switchyard modifications to
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Conclusions

A violation with two examples was identified for not properly frisking
out of a posted radiologically controlled area.

Communications were considered to be weak in that both the rad‘ation
control technician and the AUD were aware on the morning of January 26
that the posted requirements had not been met: however, ap?ropriate
levels of management were not informed of the issue which led to the
second example of the inappropriate frisking violation.

Inadvertent Release from Unit 2 Additional Equipment Building Sump
Inspection Scope (71750)

The inspectors reviewed the events associated with an inadvertent
release of several hundred gallons of contaminated water from the Unit 2
additional equipment building (AEB) sump. The inspectors also reviewed
the previous 1ssues related to the release which contributed to the
adverse condition.

Observations and Findings

On January 10, 1998, at anproximately 12:35 a.m., the Unit 2 Auxiliary
Building AUO reported water flowing out of the AEB from under the
exterior door. The event resulted in contamination of the AEB lower
floor and the outside yard area from the security door to the storm
drain. It was estimated that approximately 700-800 gallons of low level
contaminated water s out under the AEB door and the majority of the
contaminated water probably entered the storm drains during the release.

The inspectors reviewed the historical issues that led to the release.
On September 1, 1997, the ice condenser ice making machines were taken
out of la{ up and placed in standby in preparatior ‘or the Unit 2
outage. This ?ermitted a leaki s1?ht glass on the ice machine to
overfill tie giycol overflow collection tank. Operations noteu the
overfilled tank and directed the auxiliary building AUO to drain the
tank. = AUO began to drain the overflow collect1n? tank to a 55
gallon ‘1. however, he left the area before completing the task.
When he eturned, he found the barrel had overflowed onto the floor.

The AEB building sump was tested for glycol and the test noted that the
sump contained aggroximately 10% glycol. It was estimated that the sump
contained about 500 gallons of nearly black water which contained
glycol, o1l and other debris. On September 1 the sump pumps were
caution tagged to prevent glycol contemination of the waste cleanup
system, The licensee planned to clean the sump prior to removing the
caution tags.

The sump cleaning was delayed until after the Unit 2 outage in the event
that more glycol leaked into the sump during the ice making evolution.
“he Unit 2 outage was completed on November 3, 1997, and documentation
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noted that the sump cleaned by December 3, 1997. The caution order
on the sump pumps 40t released and the pumps remained deactivated.

Following the event, ‘he licensee discovered that th. AEB sump had not
been cleaned as docun ited. The plant support labore s had mistakenly
cleaned the adjacent upper head injectio~ pit instead of the AEB sump.

A radiation control technician had been ussigned to monitor the
laborers, in lieu of & special radiation work permit. The technician
also mistakenly identified the abandoned upper head 1neect1on pit as the
assigned cleanup area. Subsequently, operations mistakenly verified the
AEB sump had been cleaned after inspecting the upper head injection pit
and signed off the PER.

At 9:29 g.m.. on January 9, 1998, the main control room received an AEB
sump high level alarm. The AUO noted that the AEB sump level was high
but not 1ncreas1ng rapidly. The AUO set up a temporary pump to pump the
sump contents to 55 gallon drums and requested drums be sent to the AEB.
At 12:22 a.m., on January 10, the drums were delivered to the door
outside the AEB. At 12:28 a.m., the AUO noted water flowing out from
under the AEB door and the control room directed that the sump pumps be
started to gump the AEB sump to the floor drain tank. Outflow of water
from the AEB stopped at about 12:36 a.m.

The licensee subsequently noted that the AEB sumg pumﬂ discharge
isolation check valves were deggaded and had leaked though excessively
while operations was pump1n? the Cask Decontamination Co 1ect1ng Tank to
the Floor Drain Collecting Tank. This led to overflowing the AEB sump
due to the sump pumps being disabled.

The inspectors noted r operating practices in that the AUQ left the
area while draining the glycol overflow collecting tank to a 55 gallon
drum which subsequer (1y overflowed, operations signed off the PER that
the sump had been cleaned after inspecting the upper head injection pit,
and the clearance on the sump pumps was not removed in a timely manner
after the documented completion of the AEB simp cleaning.

The inspectors noted poor action in that the radiation control laborers
cleaned the wrong area and signed off the work documents.

Conclusion

A weakness was identified in the area of operations based on an AUO
leaving the area while draining a tank which resulted in a glycol spill,
inspecting the wrong sump/pit and signing off the PER as complete, and

not removing the caut‘on tags after the documented completion of the
sump cleaning.
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A weakness was identified in the are. of plar. support based on the
plant support laborers cleaning the a.and~ .ed upper head 1n2ect1on pit
inctead of the AEB sump and the assigneu radiation control technician
controlling work in the abandoned pit versus the AEB sump.

V. Management Meetings
Exit Meeting Summary

The inspectors ﬂresented the inspection results to members of licensee
management at the conclusion of the inspection on February 9, 1998. The
MOV inspection exit was conducted on January 23, 1998. The licensee
acknowledged the findings presented.

During the inspection period. the inspectors asked the 1icensee whether
any materials would be considered proprietary. No proprietary
information was identified.

PARTIAL LIST OF PERSONS CONTACTED
Licensee

*Bajestani, M., Site Vice President

*Burton, C.. Engineering and Support Systems Manager
*Butterworth, H., Operations Manager

Fecht, M., Nuclear Assurance Manager

Gates, J., Site Support Manager
*Freeman, E. Maintenance and Modifications Manager
~Herron, J., Plant Manager

Kent, C.. Radcon/Chemistry Manager

Koehl, D, Assistant Plant Manager

0'Brien, B., Maintenance Manager

Salas, P., Manager of Licensing and Industry A€fairs
*Summy, J., Assistant Plant Manager
*Valente, J.. Engineering & Materials Manager

* Attended exit interview

INSPECTION PROCEDURES USED

37551 : Onsite Engineering

61726: Surveillance Observations
62707 : Maintenance Observations
71707 Plant Operations

71750: Plant Support

92901 : Followup - Operations
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Closed
Iype Item Number

URI

URI

LER

IF1

UR]

IF]

50-328/97-08-01

50-328/97-14-04

50-327/97014

50-327, 328/96-08-04

50-327/97-06-09

50-327, 328/97-06-07

Riscussed
Iype Item Number

VIO

50-327/97-04-02
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atatus
Closed

Closed

Closed

Closed
Closed

Closed

Status
Withdrawn

Description and Reference

Potentially Inoperable Axial Flux
Difference (AFD) Monitor Alarm
(Section 08.1)

Missed TS Surveillance Requirement
SR 4.4.3.2.1.b for Stroking the
Pressurizer PORVS During Mode 4
(Section M8.1)

Missed Surveillances as a Result of
Inadequate Procedures and a Failure
to Follow Procedure (Section M8.2)

Review Calibration Instrument
Accuracy Requirements (Section M8.3)

Remote Position Indicator Test
(Section £8.2)

Actions to resolve remaining GL 89-
10 1ssues (Section E8.3).

Description and Reference

Failure to Meet Surveillance
Requirements of TS 4.10.3.2 for
Performing Functional Testing of the
Nuclear Instruments (Section 08.2)



