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EXECUTIVE SUMMARY

South Texas Project, Units 1 and 2
NRC Inspection Report 50-498/97-06; 50-499/87-06

This resident inspection included aspects of licensee operations, engineering, maintenance,
and plant support. The report covers a 6-week period of resident inspection,

Qperations

Control room operators performed their duties in a professional manner, were
attentive to control board indications, and maintained a good focus on safety
(Section 01.1).

The licensee failed to track the Technical Specification action statements associated
with the inoperability of the hydrogen analyzer. This condition continued for 7 days
without identification by on-shift opurators (Section 01.2),

A lack of understanding of corrective action for a previous event coupled with less
than adequate communications and attention to detaill resulted in an inadvertemt
partial drain down of the Unit 1 spent fuel pool (Section O1.3).

Plant systems were maintained in good material condition. The instrument air
system and selected containment isolation valves were properly aligned
(Sections 02.1, 02.2, and 02.4).

A reactor plant operator exhibited good attention to detail and safety system
knowledge by identitying low hydraulic fluid level in a power-operated relief valve
(Section 02.3).

One example of an inadequate equipment clearance order resulted in an inadvertent
start of a Unit 2 essential cooling water screen wash booster pump while the
system was drained (Section 04.1).

Maintenance

Planners failed to identity that painting of the air start solenoids could adversely
affect Standby Diesel Generator 11 operability (Section 02.1).

In general, maintenance activities were performed in accordance with
management's expectations. However, several cxamples of the failure to properly
implement maintenance related programs were discussed (Section M1.1).

Surveillance test procedures were well performed and properly implemented
Technical Specification surveillance requirements (Section M1.2).
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. Craftsmen did not initially remove plastic bags from containment as required by the
containment inspection procedure. A lack of understanding of previous corrective

actions caused plant workers to not fully understand requirements regarding loose
debns in containment (Section M4.1),

. A second example of the failure to estabiish an effective equipment clearance order
boundary was identified when craftsmen breached an unisolated portion of the
component cooling water system. In addition, craftsmen had prior opportunity to
identify this condition (Section M4.2).

Engineering

& The actions of the engineers in stopping the attempted removal of the essential
cooling water structure gantry crane was notable, The recalculation of the crane
weight and potential impact on operability of the essential cooling water systems
were considered to be conservative (Section E1.1).

. The licensee failed to perform adequate surveillance testing of the Pressurizer
Pressure Interlock P-11 (Section E2.1),

. The dentification of surveillance testing inadequacies associated with
Permissive P-11 during an operational experience review was considered to be
excellent (Section E2.1).

0 Maintenance and engineering personnel properly evaluated the causes of a fire that
initiated during a leak sealing evolution on main steam isolation Valve 2D. The
associated temporary modification package was properly developed and reviewed.
The use of an injection clamp during this evolution was considered conservative
(Section E2.2).

. The licensee failed to assure that all of the requirements of IEEE 338-1997,
Regulatory Guide 1.22, and Regulatory Guide 1.118, related to rer..oving the AFW
and containment spray systems from service, were correctly translated into the
applicable procedure for testing of the AFW system,

Plant Support

. Routine observations of radiological work practices indicated that controls were in
place and effective with one minor exception. Several contaminated area signs
were not properly secured and had fallen down (Section R1.1).

. Routine observations of daily security force activities, secondary chemistry controls,
emergency response facility readiness, and meteorological tower operability
indicated appropriate management attention to these functional areas
(Sections R1.2, P2.1, P2.2, and S1.1).
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piping and instrumentation diagrams, However, several discrepancies were noted.
Penetrations M-71 and M-87, the integrated leak rate test penetrations, were not
shown on Figure 6.2.4-1. The inspectors verified that the penetrations were still
installed and required a locked-closed valve and a blank flange to provide
containment isolation.

During a review of Procedure OPSP03-51-00186, the inspectors noted that the
manual valves associated with 10 penetrations were not included on the outside
containment integrity checklist. The following penetrations were affected:

L] Three trains of component cooling water to the residual heat removal system
. Penetration M-33
. Penetration M-35
L] Penetration M-37
. Three trains of component cooling water to the reactor containment fan
coolers
" Penetration M-24
¥ Penetration M-25
. Penetration M-27
. Four trains of auxiliary feedwater to the steam generator

Penetration M-28
Penetration M-84
Penetration M-94
Penetration M-85

Procedure OPSP03-S1-0016 implemented the requirements of Technical
Specification Surveillance Requirement 4.6.1.1.a. This specification required that:

Primary containment integrity shall be demonstrated at least
once per 31 days by verifying that all penetrations not capable
of being closed by operable containment automatic isolation
valves and required to be closed during accident conditions are
closed by valves blind flanges, or deactivated automatic
valves secured in their positions

Licensee engineers stated that the penetrations addressed were not required to be
closed during accident conditions. Therefore, the specification was not considered
applicable to the 10 subject penetrations. However, the inspectors noted that
certain manual valves providing isolation of piping within the penetration isolation
scheme were not capable of automatic closure and were required to be closed
during accident conditions.
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AFW test. This action was noted and tracked by control room operators to
completion, The licensee tracked the restoration s ' 'us to restore the system
following completion of the slave relay test.

The AFW steam-driven pump testing requires the inlet valves to be isol:ted by
opening fused disconnects to prevent the pump from starting. This opening of the
fused disconnects for the inlet valves does not trip the associated protection svstem
channel nor does it cause the startup and operation of the associated Class-1E loag
group. Therefore, the AFW steam driven pump bypass testing does not fully
conform to Regulatory Guide 1.118 since removal of the disconnect fuses does not
cause the startup and operation of the associated Class-1E luaed group. However,
the licensee had initiated a design change which will install a second slave relay,
which will negate any further removal of the fused disconnects.

The licensee’s failure to assure that all of the requirements of IEEE 338-1997 and
Regulatory Guide 1.118 were correctly translated into the applicable procedure for
testing of the AFW system was a noncited violation.

The inspector reviewed the issues identified in the condition reports and determined
that they were not reportable in accordance with 10 CFR 50.73 because, overall,
the AFW system was not outside its design basis. The removal of each AFW
system during testing was conducted in accordance with the Technical
Specification 3.7.1.2 action statement, noted in the control room, and tracked to
completion,

Operator Knowledge and Performance

On June 24, the Unit 2 operating staff removed the Train A essential cooling water
system from service and established Equipment Clearance Order 27-76518 for
planned maintenance activities. The system was also drained to support the
maintenance activities. One of the maintenance activities was the replacement of a
relay in the screen wash booster pump logic circuit in accordance with Design
Change Package 95-14323-4. During the relay installation, Screen Wash Booster
Pump 2A, a safety-related pump, inadvertently started. Condition Report 97-10415
was developed to address the failure of Equipment Clearance Order 97-76518 to
prevent the pump from starting with the system drained.

The pump operated for approximately ten minutes with the system drained before it
was secured by a control room operator. Following completion of maintenance
activities and filling and venting of the essential cooling water system, Screen Wash
Booster Pump 2A was tested. All acceptance criteria for flow, pressure, and
vibration were met in accordance with Plant Surveillance

Procedure OPSPO3-EW-0017, Revision 10, "Essentiai Cooling Water Train A
Testing.” Personnel safety was not affected since there was no work being
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occur. The inspector noted that Section 2.¢ of the Regulatory Guide indicated that
acceptabie meth.ods of including the actuation devices in the periodic tests of the
protection system include preventing the operation of certain actuated eguipment
during a test of their actuation devices. In addition, Subsection b of the Regulatory
Guide indicated that acceptable methods of inciuding the actuation devices in the
periodic tests of the protection system included testing all actuation devices and
actuated equipment individually of in judiciously selected groups.

Based on a review of Regulatory Guide 1.22, the inspector confirmed that the
licensee was conducting the.r actuation device testing in accordance with the
fegulatory guidance and that the bypass testing was acceptable. However, the
inspector noted that this testing methodology did not specifically meet the
descrption provided in the onginal FSAR design. UFSAR 7.3.1.2.2.5.4.5 stated
that automatic actuation circuitry will override testing activities and actuate the
system. The licensee had identified this discrepancy and had decided to install a
field change to install a second slave relay which would inactivate the discharge
motor-operated valve in the respective train. The field change had been scheduled
to be implemented during the 1998 and 1999 refueling outage time frames. This is
8 third example of a failure to implement the design commitments from applicable
regulatory guidance into the AFW system design.

10 CFR Part 50, Appendix B, Criterion I, "Design Control,” requi:as, in part, that
measures be established to assure that applicable regu’ story requirements be
correctly translated into specifications, procedure., and instructions. The three
examples of the licensee’s failure to assure that all of the requirements of IEEE 338
1997 and Regulatory Guide 1.11R were correctly transiated irito the applicable
procedures for testing of the AFW system represents a violation of C. tarion Il of
Appendix B to 10 CFR Part 50, However, the inspector determined that: the
violation was identified by licensee personnel; corrective actions had been
developed; the violation was not a repeat of a previous violation or finding; and the
violation was not willul, Therefore, this noi repetitive, licensee identified and
cerrected violation 1s being treated as a noncited violation, consistent with

Section VILB.1 of the NRC Enforcement Policy (NCV 498;499/97006-* *fix
numbering* *).

In light of these findings, the inspector questioned whether these issues required a
report to the NRC in accordance with 10 CFR $0.73(a)(2)(i}{B), which stated the\
the licensee shall report any condition that was outside the design basis of the
plant. The inspector noted that on November 26, 1926, the licensee had generated
a reportability review for Condition Report 96-14496, wherein they concluded that
the AFW system testing deficiencies were not reportable. The licensee stated that
the testing of the AFW system was done with the system properly removed from
service in accordance with the Technical Specifications, and that the testing

ate Juately tests the system components in accordance with the Technical
Specification requirements.
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nonrepetitive, licensee dentified and corrected violgtion s being treated as a
noncited violation, consistent with Section VII.B.1 of the NRC Enforcement Policy.

The inspector reviewed the issues identitied in the condition reports and determined
that they were "ot reportable in accordance with 10 CFR 50,73 because, the AFW
System was never outside its design basis. The removal of each AFW system
during testing was conducted in accordance with the Technical

Specification 3.7.1.2 action statement, noted in the control room, and tracked to
completion,

V. Plant Support
Radiological Protection and Chemistry Controls

Tours of Radiological Controlled Areas
Inspection Scope (71750)

The inspectors routinely toured the mechanical-auxiliary and tuel handling buildings
in Units 1 and 2. These tours included observation of work verification of proper
radiological work permits, sampling of locked doors, review of radiological postings,
and observations of personnel entrance and egress from the radiological controlled
areas

Qbservations and Controls

Radiological housekeeping in the areas toured was very good. Doors required to be
locked in accordance with Technical Specification 6.12.2 and the licensee's
radiological program were properly secured. No entrance/egross discrepancies were
identitied.

However, on July 17, during a routine tour of the fuel handling builuing, the
inspector identified eight contaminated area signs that had fallen down. The signs
had beer, hunj across portholes going into emergency core cooling system pump
room sump areas. The radiation protection technician determined that high
condensation in the areq had lonsened the adhesive used to hang the signs. The
signs were immediately re-hung. The postings were later secured with bolts to the
walls for more permanent mountings, The significance of this condition was low
because access through the portholes would be difficult and unnecessary.

On July 17, the inspectors obse'ved health physics technicians providing
radiological control oversight in support of the rod cluster contro! assembly tool
repair in Unit 1. Two technicians provided continuous coverage. One technician
was in the contaminated area monitoring and making contamination surveys. The
other technician operated an air monitor and provided support from outside the
contaminated area. A thorough radiological protection briefing was conducted
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before the start of the work., The tool laydown area was properly marked and
plastic sheeting was placed on the refuelling deck 1o control contamination,

On July 21, the inspector accompanied maintenance and health physics technicians
on an at-power containment entry in Unit 2. The purpose of the contain nent entry
was to repair a flange leak on Residual Heat Removal Pump 2B. The prejob
radiological protection briefing was thorough, The health physics technician verified
that each worker had properly donned the protective clothing and was waaring
alarming dosimetry that would indicate high dose rate areas. The workers were
cogrizant of radiological conditions and exhibited good work practices.

Conglusions

Routine radiclogical controls observed were considered in place and effective with
one exception. On two occasions, the radiological work practices of health physics
technicians and maintenance personnel were considered notable.

Secondary Chemistry Controls

The inspectors routinely reviewed secondary water chemistry reports and radiation
monitor alarm status. Secondary chemical analysis, the calculated primary to
secondary leak rate, and indication from the Nitrogen-16 radiation monitors all
confirmed steam generator tube integrity. The chemical analysis results provided
evidence of management attention and commitment to maintaining chemistry
parameters within appropriate limits,

Status of EP Facilities, Equipment, and Resources
Emergency Response Facilities (7175C)

The inspectors observed that the Technical Support Centers ar 1 Operations Support
Centers in both units were readily available and maintained for emergency
operation.

Meteorological Towers and Indications (71750)

The inspectors routinely observed indication of meteorological conditions in the
main control rooms of both units. The data obtained indicated that both the
10-meter and the 60-meter towers remained operable.
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Conduct of Security and Safeguards Activities
Raily Physical Security Activity Observations (71750)
Inspection Scope (71750)

The inspectors observed the practices of security force personnel and the condition
of security equipment on a daily basis. On one occasion, the inspector reviewed
the practice of skirting temporary trailers on site,

; : Eindi

The security officers searched packages and personnel in a professional manner.
Vital area doors were verified to be locked and in working condition. The inspectors
verified that isolation zones around protected area barriers were maintained free of
equipment and debris. During backshift tours, the inspectors determined that the
protected area was properly illuminated.

During this inspection period, the inspectors observed the placement of temporary
traillers inside the protected area in preparation for the upcoming outage. In all
cases, the trailers were properly skirted or had temporary lighting installed for
Humination,

Conglusions

Daily security force operations were handled professionally. Trailers in the
protected area were skirted or properly illuminated.









