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Qperations

o1 Conduct of Operations







Con_lusions

The inspectors concluded that plant operators, fully qualified to administer

. learances, failed to properly focus attention on the details involved in restoring a
clearance, Consequently, the neutral breaker for the Division | EDG was
inappropriately left open after completion of maintenance. A violation of TS 5.4.1.a
was identified for failure to follow protective tagout restoration procedures.

Receipt Inspection of New Fuel
Inspection Scope (60705)

The inspectors observed the receipt inspection and storage of new reactor fuel
assemblies to be loaded in the reactor during the approaching refueling outage. In
addition to the inspection procedure, the inspectors focused on the deficiencies
identified with fuel receipt inspection activities during the Fuel Integrity and Reactor
Subcriticality (FIRS) inspection conducted in 1998 (NRC Inspection Report
50-458/96-001).

Observations and Findings

On July 30, 1997, the inspoctors observed portions of the training and qualification
activities conducted with the first new fuel assemblies that were unloaded. The
qualification was being conducted under the supervision of both the General
Electric (GE) fuel vendor representative and licensee supervision. These activities
were conducted in an efficient and professional manner. Portable criticality
monitors were in the area and evacuation drills were held as required by

10 CFR 70.24.

On July 31 through August 13, the inspectors observed new fuel receipt inspection,
assembly of the fuel bundles to the channels and storage of the fuel assemblies in
the spent fuel pool. The personnel involved in the activities demonstrated good
teamwork and coordinated the various parts of the process in an effective manner.
Lessons learned from the 1996 FIRS Inspection were incorporated into the process.
For example, the requirement to verify that the maximum dimension between the
outer surface of the channel fastener guard and the channel was less than 0.208
inch was implemented by a procedural requirement to use a go-no-go measuring
tool. During the FIRS Inspection, the licensee had identified that one fuel inspector
was accepting this dimension through visual observation rather than taking a direct
measurement.

The fuel assembly misorientation problem identified during the FIRS Inspection was
resolved by placing all assemblies in the same orientation in the spent fuel pool.
There were no orientation problems noted by the inspectors during this activity., A
third issue identified during the FIRS Inspection was damaged channel fastener
springs ‘aught on the spent fuel rack, because the springs were not inspected by


















(CRs 86-0677, 86-07562 and 93-0621B) under comparable circumstances. In a
letter dated August 7, 1986, GE stated that SRVs lifting against their springs in the
safety mode with reactor pressure below the nominal setpoint of the SRVs could
have been causecd by a pressure wave produced by main steam isolation valve or
turbine stop valve closure.

The system engineer initiated CR 97-1268, to identify noncompliance with the
posttrip review checklist. The checklist required an engineering evaluation of any
observed premature SRV lifts in the safety mode prior to restart.

The inspectors questioned licensee management about the extent the SRV lift was
discussed at the FRC meeting that reviewed the posttrip review checklist. The
licensee responded that the SRV lift was not discussed at length, because the lift
was expected during a load reject transient. The inspectors cencluded that the
basis for the statement in the posttrip review regarding the status of SRVs was
inadequate and should have been challenged by the FRC. As discussed above,
sufficient information was retrievable to determine if the SRVs lifted in the safety
mode.

Failure to identify SRV lifts in the safety mode and perform an engineering
evaluation of the event prior to restart on August 22 as required by
Procedure GOP-0003, Enclosure 1, is a violation of TS 5.4.1.a (50-458/97013-03).

Failure to identify that the SRVs lifted in the safety mode for evaluation prior to
startup was not safety significant in this instance, because the lift of SRVs during a
load rejection was addressed in UFSAR Section 5.2.2.2.2.2. The licensee has
continued its evaluation of these issues as of the end of this inspection period.
Actions such as revising Proced'~~ ~JP-00073 to more clearly articulate the need
for an engineering evaluation prior to startup if én SRV lift occurred during a reactor
scram event are/were being considered. The licensee was also developing an
analysis to better support the concept of pressure waves in the steam headers on a
load rejection.

The inspectors observed portions of the startup evalution on August 23 and noted
that the operators were limiting access to the control room to prevent unnecessary
distractions and that the Control Room supervisor demonstrated good command and
control practices. The startup procedure was followed closely as were the
applicable system operating procedures. In general, the operators and supporting
organizations demonstrated good performance throughout the startup and ascension
to power. The only significant challenge was the unavailability of feedwater

Pump B which was out of service because of overheated pump bearings. However,
maintenance personnel proceeded to implement timely repairs. The inspectors
noted that the pump may not be needed until after the refueling outage because the
reactor was coasting down to a power level that could be achieved with the
remaining two feedwater pumps.






Il. Maintenance

Conduct of Maintenance

160-Volt Breaker
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Observations and Findings
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The licensee performed the following corrective actions: (1) revised the TRM to
allow certain PM tasks to be performed during power operation, (2) perfoermed a
review to determine if any other maintenance or surveillance activities were
inappropriately performed during an incorrect operational mode and (3) reviewed the
program that evaluated moving tasks from an outage.

The failure to perform a proper safety evaluation of a change to the TRM prior to
performing the web deflection measurements during power operation (s a violation
of 10 CFR 50.59. This non-repetitive, licensee-dentified and corrected violation is
being treated as an NCV, consistent with Section VII.B.1 of the NRC Enforcement
Policy (50-458/97013-05).

Conglusions

An NCV was identified for the failure to perform a proper safety evaluation prior to
performing EDG maintenance on line, cuntrary to the TRM. The system engineer
exhibited good attention to detail in identifying this issue and the licensee performed
a good investigation and root cause analysis.

Failure to Meet Foreign Material Exclusion Requirements for Suppression Pool
Inspection Scope (62707)

The inspectors toured the plant to verify that maintenance activities and refueling
outage preparations would not impact plant operational safety,

Observations and Findings

The inspectors toured the p'ant to evaluate the effectiveness of immaintenance
activities and refueling outage preparations to ensure that plant safety was not
being impacted or degraded as a result of work. In general, staging of materials and
erection of scaffolds were not adverse to safety. Welding machines, power
supplies and scaffolds were secured to appropriate structures.

On August 11, 1397, the inspectors entered the suppression pool area where Plant
Modification and Constructior ~“ersonnel were working o a modification to expand
the floor grating in the containment equipment hatch area. Most of the area was
within a radioactive contamination zone. During this tour the inspectors identified
an overflowing bag of used anti-contamination clothing (approximately 6 cubic feet)
which was laying uncontrolied at the suppression pool step-off-pad. The inspectors
concluded that this uncontrolled material could clog multiple ECCS stainers if there
was a loss of coolant accident. While the inspectors were observing this activity,
radiation protection personnel removed the bag of clothing. The inspectors alerted
the radiation protection office and the Operations Manager of their concerns over
potential suction strainer clogging, in view of a pest related violation in NRC
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isolated example of a weak independent verification. TS LCOs were entered when
required. Measuring and test equipment was verified to have been in calibration.
The inspectors reviewed the completed test documentation and noted that it was
legible and all acceptance criteria were met.

Conclusions

The surveillance test observed during this inspection period was performed properly
and in accordance with the applicable procedures. However, the inspector noted an
isolated example of poor physical separation between the independent verifier and
the initial verifier. The licensee took appropriate corrective action,

Inspection Scope (71707)

The inspectors reviewed the causes of the water tight door to RHR Pump Room A
being blocked open during power operation of the plant, when the UFSAR indicated
that the door was kept closed to protect the room from floocing.

Qbservations and Findings

On August 19, 1997, the inspectors identified that the water tight door (A95-6) to
RHR Pump Room A was blocked open to allow test cables to be routed from the
RHR heat exchangers to processing equipment outside the room. Section 3.4.1.1.3
of the UFSAR states that these doors are required to be closed to prevent any
adverse effect from flooding. The inspectors learned that the cables were staged
for use during the plant cooldown for the September 12 refueling outage, in
accordance with Plant Engineering Procedure PEP-0239, "Performance Monitoring
Program for Residual Heat Removal Heat Exchangers E12-EBOO1A and E12-EBOO1C
(Div 1)," Revision 1. However, blocking the water tight door open was not
addressed 'n the procedure, nor could the licensee produce any documentation that
evaluated the condition.

The test cables were promptly rolled back and the water tight door closed. The
door had bwen open from August 11 through August 19. CR 97-1231 was initiated
to enter the problem into the licensee’s corrective action program. The licensee's
preliminary investigation revealed that the operators had authorized the door to be
open on the basis that it was a fire door. They had not realized that the door also
provided flood protection. Drawings detailing plant door functions were provided to
the operators on August 20. Engineering indicated that a database was being
developed to show door, hatch and penetration functions as a long term corrective
action. The licensee initiate. a past operability assessment and a reportability
determination.
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Failure to immediately notify the Shift £. cerintendent or Control Room Supervisor
ihat a problem was encountered during a surveillance procedure is a violation of
TS 65.4.1.a(50-458/97013-07) and procedure ADM-0015.

The licensee investigated the cause of the burned diode and found that Procedure
STP-251-3602 inappropriately directed the positive cable to be lifted from one
battery to simulate a failed battery without disconnecting the battery charger.
When the diesel fire pump attempted to start, it resulted in high current in the
starting and charging circuits, thus overheating the blocking diode. The diode was
replaced and the procedure was corrected to require both the battery charger and
the battery to be disconnected. An operational retest was performed successfuliy.

Conclusions

While conducting operational testing of the fire pumps, test personnel failed 1o
obtain the proper approvals to proceed after obtaining unexpected results for the
sequential cranking test. A violction was identified for failure to comply with the
surveillance test program procedure,

Maintenance and Material Condition of Facilities and Equipment
Fai : Divisi EDG Air £ :
Inspection Scope (62707, 37551)

The inspectors reviewed CR 97-1155 and observed the licensee's actions in
response to a weld failure on the Division Il EDG intake air adapter that occurred
during a 24-hour surveillance run.

rvati indin

On August 6, 1997, the outboard vertical weld failed on the carbon steel air adapter
iocated on the inlet (bottom) of the intake air aftercooler. This occurred
approximately 2 hours into the 24-hour operability run of the Division Il EDG, wkhich
was being performed in accordance with Procedure STP-309-0612, "Division Il
Diesel Generator 24 Hour Run.” The failure was a crack that ran along the weld for
about 1/2 of the vertical weld length (5 inches). During the last hour of the run, the
inspectors noted that, although a small amount of air escaped through the crack, it
was not enough to affect combustion air pressure or cause any significant increase
in fuel consumption. The 24-hour run was completed satisfactorily.

The licensee indicated that this weld cracked in the same location in 1989
(CR 89-0173) and again in 1980 (CR 90-0752). The other 3 sides of the weld
attaching the adapter plate did not crack at any time and the crack observed on
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. Engineering
Conduct of Engineering
ineer ntified | [ i n
Inspection Scope (37551, 61726)

The inspectors reviewed the licensee’s actions in response to CR 97-1079 and
CR 97-1111, documenting that design engineering identified a nonconservative

discrepancy in the specified test loads for the Division IIl battery service discharge
surveillance test.

. Fin

On July 24, 1997, the licensee's design engineers were in the process of resolving
inconsistencies noted in the standard methodologies employed in determining the
design basis load profiles of the safety-related batteries. The engineers identified a
problem with the Division Il battery, in that the load profile specified for the battery
service test of TS Surveillance Requirement 3.8.4.7 was nonconservative. The
values specified in the TRM were >53.6 amperes for the first 60 seconds and
215 .8 amperes for the next 119 minutes. These values were used for all previous
tests. The revised values were calculated to be 284.24 amperes and 216.11
amperes respectively. In addition, the revised calculation changed the battery size,
such that the 80 percent minimum capacity specified in TS Surveillance
Requirement 3.8.4.8 became nonconservative. The minimum capacity for the
presently installed Division |l battery was 91 percent.

The primary cauce for tivs problem was that the original vendor-supplied calculation
tor the Division Il battery duty cycle failed to consider momentary loads such as
intush, motor starting currents and plant-specific cable lengths. The licensee
informed the inspe=tors that inconsistencies were resolved previously in 1996 on
the Division | and |l batteries and there were no ronconservative values indicated by
the revised calculations. The licensee identified the errors in the calculations for the
Division |ll battery as a result of the corrective actions they initiated for the errors
identified in the calculations for the Division | and |l batteries.

With the plant operating at full power, the operators declared the Division Il battery
inoperable. The limiting action required by TS 3.8.4.B was to declare the HPCS
system inoperable, which allowed 14 days for restoration or shut down. However,
within 2 hours, the Shift Superintendent decided to shut down in response to
increasing drywell unidentified leakage as described in Section 02.1 above.

The licensee had no reason to believe the battery capacity was near or below the
91 percent value. Capacity discharge test results on June 12, 1994, were
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subm:tted a TS change to reflect the new values. As described in the LER, GE

implemented comprehensive corrective actions to prevent a recurrence and issued a
10 CFR Part 21 notification.

IV. Plant Support
Quality Assurance in EP Activities

Conduct of Pager Test Augmentation Drills
Inspection Scope (71750)

The inspectors reviewed the licensee’s actiors in response to CR 97-1204, where

an emergency response organization team’s participation was poor during an
augrentation pager drill,

ol . rd Findi

During an emergency preparedness program audit, quality assurance observed that
an after-hours augmentation drill had not been performed in several years. Quality
assurance requested that this drill be parformed to test the response of the on-call
emergency response organization team.

The licensee configured the automated call-out system such that it would only
address the on-call team. Normally, if there was not a response from an on-call
team member, the system would telephone a member from one of the other duty
teams. The intent of the drill was to determine what percentage of the team would
actually respond and to determine how quickly the emergency response facilities
could be staffed. Using this modified process, the drill was conducted on

August 12, 1997, at 7 p.m. Only 27 of the 74 on-call emergency team reported to
their assigned facilities. The licensee initiated a condition report to investigate this
situation,

Some hardware problems were identified. Two pagers were found to be broken and
were replaced. A number of people did not respond to the automatic call-out
properly. These included not answering "yes" to all of the prompts, pressing the
wrong key, incorrectly answering the questions and hanging up before all the
message was completed. These problems were considered training issues since
they indicated either improper technique or lack of understanding on the operation
of the automatic call-out system. The remaining problems were personnel
performance issues. These included people having their pagers turned off, not
realizing they were on call, or when they heard it was a drill, they did not listen to
the message to determine what response was required.

Following the August 12 drill, the licensee distributed a notice containing
expectations for emergency response organization members carrying pagers.



.24.

Letters were sent to supervisors requesting that they discuss these expectations,
document the discussion and forward the documentation to emergency planning.
Emergency planning staff contacted specific team members to discuss the

appropriate responses and expectations of what should have occurred during the
drill,

On August 18, 1997, at 7 p.m., the licensee conducted a second after-hours
augmentation drill. The results were much better than the August 12 drill. All
facilities were staffed with minimum staffing within the goals stated in the
licensee’'s emergency plan with the exception of the emergency operations facility.
One minimum staffing position was not filled due to a problem with the individual's
pager.

The inspectors recognized that the method used to conduct the drill was not
consistent with the routine way the licensee would cail out emergency response
personnel. As such, emergency response organization personnel from other teams
were not called when the on-call team members did not respond. The licensee
r=~ognized that this problem was generic ard promptly initiated corrective actions
following the identification of the probler.s. Additional pager drills and
«'amentation drills were scheduled. Tne corrective actions were still in process at
the e:d of the inspection period.

The statf augmentation problem identified by the licensee was considered to be a
matter that required further inspection because corrective actions and an evaluation
of their effectiveness were pending. As such, the review of licensee corrective
actions is an inspection followup item (IFi) (50-458/97013-08).

nclusion

Conduct of after-hours, augmentation drills resulted in licensee-identified problems
related to on-call emergency team response. Corrective actions were promptly
initiated. An IFl was identified to review the effectiveness of corrective actions
during a subsequent inspection.

Conduct of Security o4 Safeguards Activities
General Comments (71750)

During routine tours, the inspectors noted that the security officers were alert at
their posts, security houndaries were being maintained properly and screening
processes at the Primary Access Point werc performed well, During backshift
inspections, the inspectors noted that the protected area was properly illuminated,
especially in areas where tempora’y equipment was brought in.
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Douet, Manager, Maintenar
Hutchens, Superintendent

Lorting, Supervisor, Liced
McGaha, Vice President-Operati
McHugh, Licensing Engineer !l
O'Malley, Manager, Operations
Pace, Director, Des ign Engineering

lls, Superintendent, Radiation
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