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EXECUTIVE SUMMARY

Crystal River 3 Nuclear Station
NRC Inspection Report 50-302/97-13

Thiz integrated inspection included aspects of licensee operations,
engineering, maintenance, and plant support. The report covers a 5-week
period of resident inspection; (1 addition, it included the results of
announced inspections by regiosal reactor inspectors and visiting resident
inspectors.

Operations

The licensee was well prepared for the evolution to draw vacuum in the main
condenser and successfull{ verified the secondary plant was ready to support
unit restart (Section 01.1).

A Non-Cited Violation (NCV 50-302/97-13-01) was identified for improper
clearance restoration causing a Reactor Coolant System leak. However, the
licensee's actions for this problem were comprehensive and proactive and
included a significant planned effort to label all instrument valves in the
plant (Section 01.2).

The inspectors concluded that Operations questioning attitude and
communications remain a challenge to the licensee, but licensee management
continues to pursue the problems and implement initiatives aggressively in an
effort to improve performance.

Licensee system requalification training and STAR (Stop-Think-Act-Review)
Simulator training was good. The Star training was very effective at
reenforcing desired rator behaviors. However, some problems were noted
with system trainin ause of the 1imited coverage of recent modifications
(Sections 05.1 and 5.2).

The inspectors concluded that the licensee's progress to date on the
Management Corrective Action Plan (MCAP I1) was sat1sfactor¥. The licensee
was not yet ready for restart but had plans to get there. Ten, open MCAP ]
items were on the licensee's restart 1ist. Also, inspectors identified tvo
additional items on which progress was needed prior to restart: personnel
errors (quality of work) and availabiiity and knowledge of licensing and
design basis information (Section 07.1).

The inspectors concluded that the licensee's recent assessment of MCAP 1] was
generally good. However, the MCAP |1 Assessment Report did nct assess the
current status on MCAP action items with respect to readiness for plant
restart. Also, the licensee did not have a good plan for follow up and
%;osxta:e oéTtrlu)e MCAP 11 Assessment Report findings and recommendations

ection 07.1).

The licensee's response to a viclation and corresponding closure package
adequately addressed the technical 1ssue but was inadequate because 1t lacked
any resolution of the inadequite corrective action that was the cause of the
violation (Section 08.3).
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Maintenance

The licensee's maintenance department achieved a significant goal to reduce
the corrective maintenance backlog. On September 13. the Ticensee achieved
their goal of less than 200 corrective maintenance work requests, down
from a peak of 768 in May of 1997, (Section M1.1,.

A review of work packages and corrective actions for a sgﬁnt fuel pump rebuild
revealed that the licensee's investigation was adequate but not especially
thorough and the corrective actions were limited (Section M]1.2)

The 1icensee had made significant improvement in improving the coordination of

the hydrostatic testing process, but problems continued to occur regarding

communications between different groups. Port1c1Eants exhibited excellent

?§::{$1v1§{ g? reactivity management, and work package documentation was good
on Ml.

A Violation (VIN 50-302/97-13-02) was identified for failure to perform an
ineering evaluation for the installation of scaffolding in the vicinity of
safety related equipment (Section M2.1).

Engineering

A Violation (VIO 50-302/97-13-03) was identified for failure to follow
procedure in controlling circuit breakers when removed from switchgear
cubicles (Section £2.1).

The licensee’'s Final Safety Analysis Report (FSAR) review project. which was

completed in March, 1997, was limited in scope. The results of the review
indicated that additional FSAR reviews may be required to assure the FSAR was

accurate. The licensee's Restart Readiness Review and Configuration Document
Integration Project should provide additional assurance that the FS5AR

?ggggatelgsrfglects the design, operation, and licensing basis of the plant
section £3.1).

Plant Support

A Non-Cited Violation (NCV 50-302/97-13-04) was identified for failure to
control tools contaminated with radioactive material in accordance with
regulatory and licensee contamination control procedures (Section R1.1).

The inspector concluded that the licensee was implementing good radiological
protection controls in accordance with licensee procedures and regulatory
requirements . Good interaction between the Health Physics staff and radiation
workers were observed in the inspection (Section R1.2).

A Non-Cited Violation (NCV 50-302/97-13-05) of licensee radiation safety
procedure requirements was identified for failure to secure access to a high
radiation area (Section R1.3).

The sampling and analysis process for the reviewed gaseous effluent samples
was adequate. The technicians performing the work understood the processes
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very well. The applicable procedures provided sufficient detail to ?erform
the work and the procedure was properly utilized throughout the sampling and
analysis process (Section R1.4).

A potential problem concerning the accuracy of reactor building gaseous
effluent release start times and volumes was identified by the licensee and
will be reviewed b; the NRC in a future inspection as an Inspector Follow-up
Item (IF] 50-302/97-13-06) (Section R1.4).

The 1996 Effluent Report was complete and met Technical Specification
irements, The radiological effluents were well within the Timits
specified in the Offsite Dose Calculation Manual (Section R3.1).

The 1996 Annual Environmental Monitoring Report met Technical Specification
requirements (Section R3.2).

The inspectors found the practical factor qualification training an excellent
training com?onent with the licensee s computer based training program
(Section RS.1).

The inspector concluded the Mana?er of Radiation Protection met the Technical
%g:g::1cc§éo?)qua1111cat1on requirements for the Radiation Protection Manager
on R6.1).

The fundamental objectives of the annual Emergency Preparedness drill were met
and the inspectors considered the drill to be a success. Some minor
communication problems occurred, but nothing that was considered to detract
from the drill's intent and purpose (Section P1.1)
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The inspectors assessed the licensee s performance in the five areas of continuing NRC concern in the
following sections: the assessments are limited to the specific issues addressed in the respective
sections.

1
Management Oversight G A jAlI] S |IG]JA]l A ] GGG
“ngineering £ffectiveness A {AlG Al A | GIGIGI A
Knowledge of Design Basis A IAlA Al A GJGIG| A
Compliance With Regulations | A A |AJI|] G |AJA} A | G |G]G
Operator Performance A A A G |Gl A A

S = Superior G = Good A = Adequate/Acceptable [ = Inadeguate
Blank = Not Evaluated/Insufficient Informction

Section 04 1: (erations Readiness
Section 07.1: Management Corrective Action Plan (MCAP 1)

Section 08.1: (Closed) VIO 50-302/94-25-01: Failure to Properly Control the Control Complex
Habitability Envelope (Door Blocked Open for Maintenance Work)

Section 08.3: (Closed) VIO 50-302/96-01-01: Inadequate Corrective Action to Fix High Pressure
Injection (HPI) Flow Indication Problems

Section 08 .4: ;Closedué V(I)O 33-302/97-01-01: Inadequate Clearance Tagging Requirements [Restart
ssue No. O-1
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Report Details

aummary of Plant Status

The unit remained in Mode 5 throughout the 1n%R:ct1on period, continuing in
the outage that began on September 2. 1996 reactor coolant system (RCS)
remained filled to a normal pressurizer level with a nitrogen over pressure of
approximately 40 psig. One train of forced decay heat removal system flow
remained in service. Both once-through steam generators (0TSG) remained
filled to a normal inventory with a nitrogen over pressure to s rt use as a
backup decay heat sink 1f needed. On September 13 through Sept r 19,
vacuum in the main condenser was established by using Auxiliary Steam from
adjacent fossil fuel plants. The majority of the secondary cycle flowpaths
and all major pumps were exercised for post-maintenance testing and to assess
the readiness of the plant for startup after being i1n lay = for over a year.

Work on magor physical modifications related to the licen restart efforts
continued this report period. Work that commenced August 2 (o replace the
radiator and upgrade cooling airflows for the A Emer ncg Diesel Generator
grogressed rela 1ve1% on schedule. The addition of the Backup Diesel Power

ly to Feedwater Pump 7 was nearing completion and containment tration
relief valve work continued to address concerns in NRC Generic Letter 96-06,
Assurance of Equipment Operability and Containment lnt88r1ty During Design
Basis Accident Conditions. Modifications to address EDG loading concerns were
completed which added ?u11~to-1ock switches on redundant cooling water system
pumps and a defeat switch for motor-driven emergency feedwater pump 1.

1. Operations
01  Conduct of Operations

01.1 Drawing Vacuum
a. Inspection Scope (71707)

Using Inspection Procedure 71707 the inspectors conducted routine
reviews of ongoing plant operations which included shift turnovere,
response to problems, use of procedures, log reviews, system lineup
verifications, and review of clearance tagging processes. Significant
observations are discussed in the following paragraphs.

b. Observations and Findings

On Saturday. September 13, two days earlier than originally planned, the
Ticensee admitted auxiliary steam into the plant from the adjacent coal
plants (Units 1 & 2) and drew a vacuum in the main condenser. The
secondary side of the plant had been in lay-up since Crystal River shut
down on tember 2 of last year. The evolution went very well, and

only minor complicatiuns were encountered such as valve stem and gasket
leakage and intermittent actuations of pump protective features. The
encountered ?roblems were quickly corrected. Chemistry results were
also extremely favorable and allo ad the transition to long ¢

cle
cleanup from short cycle earlier than expected on September liv Levels
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of dissolved solids and corrosion products and oxygen in the condensate
were very low.  The licensee ran both condensate pumps, both feedwater
booster s. and both main feed pumps. Vacuvm was maintained until
FP‘dl{. tember 19 to support numerous post-maintenance tests. An
Institute of Nuclear Power Operations (INPO) assist team was onsite
through the weekend of tember 13 and 14 to support the licensee and
evaluate their operational readiness. The inspector reviewed the
results of their observations and concluded that their review was
beneficial to the licensee and their fﬁr?tngs were similar to problems
noted previously by the licensee and the NRC.

As discussed 1n Section £2.1, problems were observed with previous
reportabi ity determinations that did not have an adequate technical
basis and were not timely. Problems were also noted with internal
Op::atvons department communications regarding implementing corrective
action,

The inspectors frequently observed operations shift turnover briefings
and noted improvement over recent inspection ger1odsA Some nota le
improvements were: operator knowledge of plant activities: briefings now
held inside control room rather than outside in break room (all
enerators can now attend): more questions and comments coming from
buiiding operators. Room for improvement still exists in the areas of
operator knowledge of plant activities while off-shift for a few days
and consistency amongst shift supervisors in information on plant status
conveyed to the shift during turnover brief1ngs (1.e., some shift
suggrv;sors provide more ‘nformation to operators durinj turnover than
others).

- Lonclusions

The inspector concluded the licensee was well prepared for the evolution
of drawing a vacuum and successfully verified that their secondary plant
was ready to support unit restart.

On August 9. 1997, an error by an operator removing clearance tags and
restoring an RCS pressure transmitter (PT) to service resulted in an
Inadvertent and unreco?nlzed draining of the RCS. The inspectors
reviewed the details of the event and the results of the licensee's root
cause investigation under PC 97-5264.

 Qbservations and Findings

The subject RCS PT was 1solated by system root valve RCV-83 which was
red tagged closed per electronic clearance order (ECO) 97-08-065. A
second valve included on the ECO for position control was the instrument
drain valve described as valve "Valve V-1 - Drain Valve for RC-132/38-
PTI&3 . “ It wa unprugged and opened to drain the PT but was not tagged.
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when the rator went to remove the clearance and restore the PT, he
went directly to the root valve, RCV-83. Adjacent to this was a high
point vent valve for the PT that was labelled "V-1." This valve was
closed and pl already but the operator assumed it was the
aforementioned V-1 drain valve and signed on the clearance restoration
that the valve was closed with the plug installed. The drain valve V-1
that he should have restored was on a different level in the reactor
building and not visible to the operator. He then removed the red tag
from RCV-83, opened 1t, and left the reactor building. This created a
leak path from the RCS. through the root valve, through the V-1 drain
valve which remained open, to the reactor building sump. The leak
continued for aggrox1mately 47 minutes and resulted in a pressurizer
level drop of 100 gallons. The drop was noted by control board
operators who directed RCV-83 to be closed, stopging the leak. The
inspector considered the operator's actions exhibited a significant lack
of a questioning attitude and a lack of verification of the results of
his actions. The licensee's investigation also identified this as a
root cause. However, their root cause investigation extended beyond
this obvious cause and recognized the challenges ?resented to the
operators by inadequate labeling of the valves. The licensee has not
had labels on instrument valves downstream of main root valves. Some of
the valves have generic labels such as the V-1 designator used on these
valves but no nomenclature. The licensee did not have a system for
these generic labels which was why two valves on the same PT 1 were
labelled V-1 The licensee has had other recent problems where labeling
has been a contributing cause. As a result of this, the licensee
comnitted to label these instrument valves as part of their corrective
action, This was a significant pro?ect that will require engineering
and operations coordination to develop a system for labeling numbers and
affixing the labels. The inspector considered this initiative to be
consistent with the resolve of the licensee to enhance programs to
eliminate challenges to the operators that the inspector has previously
observed. The licensee's investigation also identified unclear
expectations for tagging of vent and drains to support work and an
inadequate pre-job briefing as contributing causes. They identified
appropriate corrective actions to revise the clearance procedure to
address these problems.

- Conclusions

The inspector concluded the licensee's corrective actions for this
problem were comprehensive and proactive. The plan to label instrument
valves 1s a very significant task fc *he lice see. Consequentlg.
consistent with Section VII B.1 of ¥ " Enfurcement Policy. this
1icensee 1dentified failure to follc edure 1s identified as a Non-
Cited Violation NCV 50-302/97-13-01, lup .2r Clearance Restoration
Causes RCS Leak.
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Operator Knowledge and Performance

Qperations Readiness
lnspection Scope (71207)

The inspectors continue to assess examples of Operations performance to
auge t ogerators questioning attitudes and communications practices.
¥ {ations eadiness 1s a restart restraint item on the NRC Restart
st.

Observations and findings

Problems continued to occur that indicated weaknesses in Operations
communications with other departments and 1nconsistenteguest10n1
attitudes. The improper clearance restoration discussed earlier in this
report was a significant examgle of poor questioning attitude and
verification of actions. Another notable negative example was the notes
and memos from the licensing organization that were found by the
inspector in the main control room cop{ of Technical Specifications on
August 22. The inspector observed that the memos clarified what
specific instrument tag numbers corresponded to required Technical
Specification (T5) 3.3.17 Post-Accident Monitoring (PAM) Instrumentation
verbal descriptions and what other procedure, would be agp11cable if an
instrument failed. The inspector observed that a Shift Supervisor used
these memos to respond to a question on PAM operability but did not
guest1on their presence in the controlled TS copy. While the inspector

id not identify anyth1ngeincorrect in the guidance, the inspector
considered the memos to potential TS interpretations made through an
uncontrolled process. One memo dated in February 1996 noted that the
?uidance given would be incorporated into the TS Bases by July 1996.

his did not happen. The licensee replaced the control room copy of the
1S and performed an audit to verify no other examples were in other
copies. This audit revealed some other minor discrepancies with
updattggdof the Technical Specifications controlled copies that were
corrected.

The inspectors did observe several good examples of operator questioning
attitude. A clearance was questioned by the operator who hun? the tag
and this hanger resulted in 1dentification of an inadequate clearance on
August 21 (PC 97-7°127). Another operator rejected a clearance request
to fi11 and vent a system because this was prohibited procedurally and
would result in the clearance process being used in lieu of procedural
uidance (PC 97-6142). Operations shi®. turnovers remain good.
rators usually demonstrated good knowledge of plant status and

evo{qt1ons and appropriate 1n.formation was conveyed at turnover
meet ings .

- Lonclysions

The inspectors concluded that Operations questioning attitude and
communications remain a challenge to the licensee, but licensee
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management continued to pursue the problems and implement initiatives
aggressively in an effort to improve performance.

The inspector assessed the licensee's performance. with respect to this
restart-related 1ssue, in the five NRC continuing areas of concern:

Management Oversight - Good
Engineering Effectiveness - N/A
Knowledge of the Design Bas s - N/A
Conpliance with Regulations - Adequate
Operator Performance - Adequa.e

Operator Training and Qualification
oIAR Simylator Training

lnspection Scope (71707)

On September 9, 1997, the inspector observed Stop-Think-Act-Review
(STAR) Simulator training for operators. The ?urpose of this training
was to train operators in communications and STAR techniques.

) ¢

The STAR simulator 15 a cabinet with various knobs, buttons, switches,
lights, and labels that are situated in such a manner that 1s confusing
and 11logical. The labels are confusing because of the way they are
enumerated. For example, one switch was labeled "2USXF6" and another
"2UXFS6" (subtle differences). A switch to start a motor indicated
“START-STOP" and another switch, with the same identification label,
indicated “OPEN-CLOSE. " The exercise in this instance was to recognize
that starting a motor requires a switch to be manipulated in a START-
STOP and not an OPEN-CLOSE manner. In addition, 1t requires the
students to question the labeling since two different switches could
have 1dentical labels.

The STAR simulator cabinet was connected to a computer terminal so that
the instructor could follow the students’ progress and anticipate the
next manipulating function. An audible alarm was also connected to
indicate when a wrong manipulation had occurred. There were two
students at a time performing the training, with one performing the
manipulations and the other readin? steps in a procedure. Both students
were visually isolated from each other, but able to communicate via
electronic ieadsets. This reenforced the need for formal and precise
verbal communications.

The procedure itself contained some potential problem areas for the
students. Time was allowed beforehand for the students to review the
procedure and ask ouestions of the instructor. The procedure contained
t{pograph1cal errors, out-of-sequence steps. missing steps. and notes
placed in inappropriate locations. For example, a note placed after one
step and at the top of the next page indicated that the next step must
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be cunglcted within ten seconds of the g:evious step. If the students
did not recognize this beforehand, by the time they turned the page and
read the note, ten seconds would more than likely have passed and thus
caused an alarm. Another time constraint built in was 1f the students
roceeded too cautiously and used more f;:guent repeat-backs, the
emperature inside the cabinet would exceed its operating range and the
audible alarm would actuate. The procedure itself was written to
establish ventilation to avoid overheating of the cabinet.

The 1icensee indicated the intention to develop other simulators and
offer this training to other plant personnel sometime in the future.

Lonclusions

The STAR simulator training provided to the operators appeared to be
very thorough and effective. Feedbeck received from the rators by
the inspector was very positive, Other plant personnel will benefit
greatly when sialar Azpe simulators are developed for instruction in

communications and STAR techniques.
EEIC System Training
Inspection Scope (71707, 62707)

On September 11-12, 1997, the inspector observed emergency feedwater
initiation control (EFIC) system tra1n1n?. The purpose of this
requalification trgining was to grovide nstrumentation and Control
(1&4C) personnel with a brief system review along with instruction on the
latest changes to the system and associated procedures.

Observations and findings

All of the students in the class had previously received EFIC system
training, although in most cases it had been at least two {ears. Most
of the students had not performed any type of work on the £FIC system
within that two year period. Because of this, most of the first day of
the two day training session was used to review the system and 1ts
various purposes and functions.

Many drawings were used in the conduct of this course because of their
necessity and value when performing troubleshootin? on the EFIC system.
The drawings that were used extensively were the 118-series drawings
(electrica lo?‘c diagrams) and the flow diagram for the emergency
feedwater (EFW) system. Recent modifications to the EFW system,
specifically, the cavitat1n? venturi modification, resulted in revisions
and changes to varicus drawings and procedures. The revised EFW system
flow diagram was not used during this class, even though 1t had already
been issued. Some of the 118-series drawings used in class were also
not the revised and 1ssued drawings.

The inspector followed up with questions regarding the effectiveness of
the training with a few students. Some indicated that the written
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examination wus very challenging because a lot of material was covered
in only two days and that the training should be 1onger ‘n order to
cover all the material. Others indicated that the examiration was
challenging but appropriate for what was presented in the class.

(onclusions

Overall. the EFIC requalification tra1n1n? was adequate. The inspectcr
questioned the effectiveness of the training due to 'he extensive time
spent on system review and hurried manner in present ng the various
modifications affecting the EFIC system and associated procedures.
Better lesson plan preparation would be prudent to eisure an effective
and thorough training class 1s provided to students with or without
prior system knowledge and experience.

Operations Organization and Administration
fffective September 2, 1997, the following management changes were mude:

. Mike Danford assumed the role of Manager. Nuclea~ Safety
Assessment Team (NSAT) on an interim basis, during the recover{
effort prior to restart. Mike will rema.a in this position until
a permanent replacement 15 named.

. Dave Daniels assumed responsibilities for ccordineting the site
gelf»assessment program under Jim Baumstark, Director, Quality
rograms

Quality Assurance in Operations
Management Corrective Action Plan (MCAP 11)
Inspection Scope (40500)

The inspectors reviewed the licensee's status on the actions described
in Management Corrective Action Plan (MCAP 1) to verif{ satisfactory

rogress.  The NRC Confirmatory Action Letter to Crystal River of

rch 4, 1997, included five actions to be taken by Crystal River before
restart of Unit 3. Action four of the letter required that FPC "Meet
with the NRC to discuss FPC's acceptance criteria for and achievement of
sut\sfactoricprogress on the actions described in FPC's Management
Corrective Action Plan (MCAP), Phase 1], forwarded by FPC's leiter of
November 12, 1996."

The five sections in MCAP 11 that were inspected for satisfactory
g;ggress were 1) Section A, Leadership Oversight and Involvement; 2)
ion B, Engineering Performance; 3) Section C., Configuration
Management /Design Basis. 4) “action D, Regulatory Compliance: and 5)

Section £, Operations berformance.

The inspectors also reviewed the licensee's recent self assessment of
MCAP 11. The stated purpose of the MCAP 1] Effectiveness Assessment
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1ngrovenent had been made, root causes had been partially satisfied, and
full reso’ution of the problem was pending completion of remaining
significant corrective actions. The inspectors found this assessment to
be reasonably accurate. However, the inspectors noted that the MCAP [l
Assessment Report did not assess the current status on MCAP action items
with respect to readiness for plant restart. Also, inspectors noted
that the licensee s plan for follow up and closure of the MCAP 11
Assessment Report findings/recommendations consisted of asking
Department Directors to review the report and address the
recommendat 1ons as they deemed appropriate The plan did not include
documenting the actions taken in response to the recommendations.

section B - Engineering Performance

The MCAP 11 concern in this area was that the engineering department had
not supported plant operations well, particularly in maintenance and the
application of the plant design basis. The focus of the concern was
primarily on design and analytical work, configuration management, and
teamwork with other departments. Two root causes and several

contributing causes were identified that required corrective actions.
The two root causes l1isted were 1) safety culture was not effectively
emphasized and 2) inadequate communication of managemert expectations
with respect to safety culture. The contributing causes included
inadequate performance monitoring, trending. self-a:sessment, detection
of adverse trends, inadequate root cause analysis, and ineffective
communication of problems.

The inspectors verified that the 1icensee had completed or made
satisfoctor{ progress 1n implementing the corrective action i1tems listed
in MCAP 11 that addressed engineering performance. The licensee had
ident1fied one uncompleted P11 1tem as a restart item:

MCAP 11 Item B-CC2-1. Assure the tracking and trending of measures

and indicators for the contributing cause (above) arc assessed by

engineering managers to uncover 1. adverse trends requiring

increased management attention and 2) potential common causes of

both equipment and human performance issues. The due date was

?gpteggeg 30, 1997 This 1ssue was identified as licensee restart
em OP-2.

The inspectors noted that, while engineering errors had been a concern,
the licensee did not have a plan to reduce engineering errors. Unlike
Operations or Regulator{ Assurance, Engineering had no performance
monitoring for personnel errors or quality of work.

The inspectors reviewed the MCAP 1] Effectivencss Assessment Report and
noted that ineering performance was rated 4 out of , pds.ible 6. e
rating indicated that significant improvement was made . ndz ' the “wrent
engineering management . Problems and causes had been re.c nized an'
corrective actions had been implemented. Corrective actions beyond mCAP
I1 had also been 1mplemented. The inspectors found this assessn .nt to
be reasonable, but it was not confirmed by performance monitoring.



The MCAP 11 concern in this area was that weaknesses had existed in
implement ing prog:ams for maintaining plant configuration consistent
with the design basis. The problem description identified weaknesses in
the following areas: 1) ciscrepancies between the plant and design
documentation: 2) inaccuracies in the technical content of design
documents; 3) incorrect assumption and calculational errors: 4)
discrepancies between operational configuration and supporting des1gn
documentation; and 5) irconsistencies among design documents and between
the design basis and 11:ensing basis. The root cause was identified as
a limited emphasis on nuclear safety culture. The contributing cause
was inadequate self assessment for identifying and correcting these
issues.

The inspectors verified that the licensee had completed or made
satisfactory progress 1mﬂ1ement1n9 the corrective action items listed 1in
MCAP |1 that addressed the above concern. Of those not completed, the
licensee had 1dentified six as restart 1tems:

MCAP 11 item C-10-1-1; Implement the Design besis and Licensing
Basic as major programs. The due date was September 15, 1997,
This was identified as licensee restart item OP-7.

MCAP 11 item C-RC1-7; Establish a comprehensive management control
rocess for the Design Basis. The due date was December 1, 1997.
his was identified as licensee restart item OP-8.

MCAP 1] i1tem C-1D-1-3; Establish the legal and reguiatory status
of the FSAR, The due date was November 30, 1998. This was
ident1fied as licensee restart items 9P-8 and R-20.

MCAP 11 1tem C-1D-1-6: Revise procedure NOD 11, Maintenance of the
Current Licensing Basis, to require eng1neer1ngorev1ew of the FSAR
and design basis documents. The due date was November 30, 1997.
This was identified as licensee restart items OP-8 and R-20.

MCAP 11 item C-1D-1-7; Promulgat. a procedure for the control of
design and licensing basis documentation for the entire nuclear
organization, The due date was September 30, 1997. This was
identified as licensee restart item OP-8.

MCAP 11 item C-ID-VI1-6: Improve the definition, understanding.
and use of the licensing basis The due date was September 15,
1997. This was identified as licensee restart item D-23.

The inspectors also reviewed the MCAP 11 Effectiveness Assessment Report
and noted that Configuration Management and Design Basis was rated "3".
The rating indicated the work grocesses had improved: the review of
design basis 1ssues on safety had been completed:. procedures had been
revised: the modification process had been revised. a Design Review
Panel ensures requirement are addressed; and the utilization of the
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corrective action progran for precursor cards (deficiencies) had been
increased for documenting conf\guration and design 1ssues. The

inspectors found this assessment reasonably ac urate.

aection D - Regulatory Compliance

MCAP 1 described the problem in this area to be that CR3 did not have a
sufficient understanding of NRC regulations and did not assign full
compliance with the intent of NRC regulations a sufficiently high
priority. Also, there had been a perception that conservative decision
mak:?gb:] :rdinq regulatory i1ssues was seen as secondary to plant

availa y.

The inypectors verified that most of the MCAP 1] action items in this
area were completed. Of those that were not completed, the licensee had
identified one as a restart item

MCAP 11 item D-RC1-6; Benchmark key regulatory processes against
Systematic Assessment of Licensee Performance (SALP) 1 plants and
revise processes as necessary This was identified as licensee
restart item OP-5, with a due date of November 30, 1997

The inspectors considered that the other uncompleted MCAP 11 action
items in this area were not needed for restart. However, the inspectors
fdentified one additional item on which progress was needed grior to
restart . One MCAP 1tem was to conduct an assessment of Requ ator;
Compliance and l1cens1n?. which had been completed in January 1997.

That assessment identified that the availability and knowledge of
licensing and desrgn basis information to the plant staff was not
ade?uate to support 10 CFR 50 .59 evaluations, operability evaluations,
or TS interpretations. A Precursor Card on this finding had been
written in February 1997, but was one of about 4000 low level PCs that
had been closed without tracking of corrective actions to completion.
(The 1nspectors had previously addressed the i1ssue of prematurely closed
PCs as IF]1 50-302/97-11-04, Corrective Actions for Approximately 4000
Precursor Cards not Tracked to Completion). The licensee s QA group was
doing an audit of those 4000 PCs.) Licensing had a plan to address the
availability and knowledge of licensing and design basis information by
March 1998. In response to inspector questions. Licensing be?an
developing a plan to adequately improve the availability and knowledge
of licensing and design basis information prior to restart.

The 1n:gectors reviewed the l1icensee’ s performance monitoring in this
area. which included trend charts showing improvement in submittal
quality and timeliness for LERs, violations, and other licensing
submittals. The inspectors concluded that the licensee's performance
mon1tor1ng in this area was good. While improvements had made 1n
the quality of licensing submittals, both the licensee’'s monitoring and
the inspectors’ reviews of submittals indicated that additional
improvement was warranted.
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The inspectors reviewed the licensee's recent MCAP 11 Effectiveness
Assessment and noted that 1t rated the area of regu1ator‘ compliance a
‘3", The rating of “3" indicated that some improvement has been made.
root causes have been partially satisfied, and full resolution of the
problem was pending completion of remaining significant corrective
actmn:. The inspectors found this assessment to be reasonably
accurate.

b.5 Section £ - Operatiang Performance

In this area, the problem description was that the Operations Department
had not attained a level of performance equivalent to those measured as
excellent by Institute of Nuclear Power Operations (INPO) and the NRC.
Also. outside and internal audits had detailed several areas in need of
improvement in order to attain operational excellence.

The nspectors verified that most of the action items in this area were
completed. Of those that were not completed, the iicensee had
identified two as restart 1tems:

MCAP 11 1tem £-FU-3; Address all identified emergenc:{ operating
procedure (EOP) weaknesses. This was tdentified as licensee
restart 1tem OP-19D0, which was scheduled for completion by
November 21. 1997

MCAP |1 1tem E£-CC1-4; Reduce the abnormal procedure (AP) backlog
to less than 10 outstanding comments through the use of contrac
procedure writers. This was partially addressed by licensee
restart 1tem OP-19C, which scheduled rewriting of certain APs
required for restart to be completed by Nov r2l, 1997,

The inspectors assessed that the other uncompleted MCAP 11 action 1tems
in this area were not needed for restart. However, the inspectors did
identify one additional 1tem on which ?r'ogress was needed prior to
restart. The licensee's recent MCAP I] Effectiveness Assessment had
found that operator errors were excessive. While the Operations
Department had completed their MC'P I action 1tems in the area of
operator performance early in 1997, they continued to have excessive
operator errors. The inspectors found that the Operations Department
recognized the problem and had a new action plan, including performance
monitoring, to address operator errors before restart. The inspectors
noted that the Operations Department action plan was not captured in
MCAP 1] or the licensee's Restart List. but concluded that it was
receiving adequate management attention.

The inspectors reviewed the licensee's performance monitoring in this
area, which included trend charts on operator errors. The inspectors
assessed that the licensee's performance monitoring in this area was
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The inspectors reviewed the licensee's recent MCAP 1] Effectiveness
Assessment and noted that 1t rated the area of Operations performance a
“3". The rating of “3" indicated that some improvement had been made,
root causes had been partially satisfied, and full resolution of the
problem was pending completion of remaining significant corrective
action:. The inspectors found this assessment to ue reasonably
accurate.

Lonclusions

The inspectors concluded that the licensee's progress to date on the
Management Corrective Action Plan (MCAP 1) was satisfactory. The
11censee was not yet ready for restart, but had glans to get there. Ten
open MCAP 11 items were on the licensee's restart list. Also,
inspectors identified two additional items on which progress was needed
prior to restart: personnel errors (quality of work) and availability
and knowledge of licensing and design basis information.

The inspectors concluded that the licensee's recent assessment of MCAP
1] was generally good. However, the MCAP 1] Assessment Report did not
assess the current status on MCAP action 1tems with respect to readiness
for plant restart. Also, the licensee did not have a good plan for
follc.: up and c'osure of the MCAP |1 Assessment Report findings and
recommenJdations .

The inspectors assessed the licensee's performance, relative to MCAP [1,
in the five areas of continuing NRC concern:

® Management Oversight - Adequate

e [Engineering Effectiveness - Adequate

® Knowledge of t#= Design Basis - Adequate
e Compliance witk . ogulations - Adequate
® Operator Performance - Adequate

Miscellaneous Operations Issues
Inspection Scope (92901)

This viplation involved maintenance personnel blocking open a control
cum?lex habitability envelope (CCHE) door for maintenance work on the
building roof. The inspectors followed up on the licensee s corrective
actions as stated in the response to the NRC Notice of Violation.

The inspectors verified that vew s19.5 were installed on the contro!
complex habitability envelope doors to 1dent1f{ clearly actions to be
n

taken when work activities affect the doors. addition, the licensee
had installed door alarms which sounded when a CCHE do.r was open. The

0 50-302/94-25-01. Fg » 10 Prop
Habitabi[1ty Envelope (Door Blocked O

" UCT |
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licensee had also installed a vestibule, with another door, at each of
the three large double CCHE doors. The inspectors noted that the
licensee had installed the door alarms and vestibules in response to
subsequent additional instances of CCHE doors being inappropriately left
open. The inspectors also reviewed the licensee s completion of
maintenance training on a related LER and a maintenance study book entry
on the event  There had been no recent instarces of CCHE doors b ing
left open. Related design 1ssues with control complex habitabili
envel leakage were being tracked under URI 95-02-02, Control Room
Habitability Envelope Leakage.

Lonclusiong

The inspectors concluded that the licensee's stated corrective actions,
and more, had been completed. These included actions to prevent
recurrence of the violation. VIO 50-302/94-25-01 is closed.

The inspectors assessed the licensee's performance. relative to
ﬁggrective actions for this violation, in the five areas of continuing
concern:

Management Oversight - Adequate
Engineering Effectiveness - Adequate
Knowledge of the Design Basis - Adequate
Compliance with Regulations - Adequate
Operator Performance - Adequate

q-{7: Una

This LER involved unauthorized tests of makeup tank level and pressure
that had been conducted by operators. The issue described in the LER
was related to CA 95-126. VIO 1.A (01013). Nine Instances Where
Operators Violated Procedures for MUT Pressure/Level; VIO 1.B (02013).
Conduct of Unauthorized “ests of MUT Without .0 CFR 50 .59 Evaluation;
and VIO 1. C.1 (03013), “ailure to Take Adequate Corrective Actions for
Operator Concerns Regarding OP-103B. Curve ¥, for MUT Pressure/
Temperature Limits; which were closed in IR 50-302/97-07. The
12:rfgaors followed up on the licensee's corrective actions as stated in

Qbservations and Findings
The inspectors reviewed the licensee s corrective actions stated in the

LER and concluded that they were encompassed by the corrective actions
for the three closed related violations.

Conclusions
The inspectors concluded that the licensee's corrective actions had been



08.3

15

implemented and had been previously inspected and documented. LER 50-
302/94-009-02 1s closed.

brediite

¥t -U1 -0
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- Inspection Scope (92901)

This 1tem was tracked by the licensee as Restart Issue D-53 on their
restart 1ist. It pertained to the condition of the four MPI Tine flow
indicators prior to February 1996. In 1989, as documented in LER 50-
302/89-037, the licensee determined that the existing, single, wide-
range indicators in each HPI line were inadequate to support the
required operator action to balance HPI flow in response to a broken
line. Consequently the licensee added four narrow range (NR)
instruments, one in each HP1 1ine. In February 1996. the licensee
determined that the failure of the DC power supply t¢ the NR instruments
during a specific accident scenario would a?a1n result in inadey.ate
indications for the operators to balance HP] flows. This violation was
identified for inadequate corrective action to resolve the 1ssue the
first time in 1989. The licensee also 1ssued LER 50-302/96-07 which was
reviewed and closed by the inspector in Inspection Report 50-302/97-11.
The inspector reviewed the closure ggckaqe the licensee assembled that
justified their closure of Issue D-53 and VIO 50-302/96-01-01.

. Qbservations and Findings

The inspector noted that the licensee’'s closure package justified in
detai) that the currently installed HP1 flow indicators were technically
adequate. The inspector did not identify any problems with the
licensee's technical conclusions and verified they were consistent with
the bases used for closing LER 96-07 on the same 1ssue. However, the
licensee's package, which was based on their violation response letter
dated May 13, did not address the title and basis of the violation,
which was inadequate corrective action. The inspertor was espec1allg
concerned with this omission because the licensee's closure package had
been reviewed and approved by their Nuclear Regulatory Assurance Group
(NRAG). The inspector discussed the importance of responding directly
to the requirement that was cited with the NRAG Manager and was
satisfied that the licensee's sensitivity was now appropriate. The
licensee attributed the root cause of the event to personnel error in
1989 but then did not identify any corrective actions t- audress this
cause. The inspector determined the cause of the event was related to
the 1nadequacies of the licensee's design process in the past which have
a1read{ been the subject of recent extensive NRC enforcement (EA 96-
365), licensee corrective action, and NRC inspection (Inspection Report
50-302/97-11). Numerous actions have been taken by the license2 during
the current shutdown to correct engineering design processes as well as
their corrective action system. These have been previously inspected as
satisfactory and are tracked on the restart restraint list,
Consequently, the inspector determined the licensee had adequately
addressed the root cause of this violation.
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«. Conclusions

The inspector determined the licensee’'s completed restart item fully
addressed *he original technical concerns of the item, Consequently VIO
50-302/96-01-01 15 closed. However, their violation response letter and
closure package were inadequate because they were lacking any resolution
of the inadequate corrective action that was the cause of the violation.
The inspector concluded the omission was another example of the already
reported weaknesses in the licensee's sensitivity to regulatory
requirements .

The inspector assessed the licensee's corrective action Berformance,
with respect to th*s restart-related 1ssue, in the five NRC continuing
areas of cuncern:

e Management Oversight - Inadequate

e Engineering Effectiveness -

e Knowledge of the Design Basis - Adequate
e Compliance with Regulations - Inadequate
e Operator Performance - N/A

By letter dated April 23, 1997, the licensee responded to Violation
(V10) 50-302/97-01-01 describing the corrective actions they had taken
and results achieved. However, the NRC considered FPC's response too
narrowly focused and by letter dated May 16, 1997 requested the
licensee to provide a supplemental Notice of Viciation (NOV) response
that would address more comprehensive corrective actions. By letter
dated June 16, 1997, FPC submitted its supplemental response.

An inspector reviewed the licensee's comprehensive corrective actions to
address this and other prohlems related to implementation of their
clearance control and ta*ging program prescribed by Compliance Procedure
(CP) 115, Nuclear Mant Tags and aggin? Orders. As part of the
corrective actions identified in their letter dated April 23, 1997, FPC
conducted a formal root/common cause analysis documented by Root Cause
(RC) 96-5457 dated April 1, 1997. The summary results and additional
corrective actions from this analysis were provided in the

June 16. 1997, letter.

The inspector reviewed t"e licensee's closure package for Restart [ssue
0-12, which included the applicable incident report, training records,
required reading material, CP-115 revisions (Nos. 74 and 75), short term
instruction (STI). RC 96-£457, etc. The inspector alsc met with the
Operations Manager to discuss the details associated with the
accomplishment of these corrective actions. The licensee’ s corrective
actions were generally thorough, complete and well documented. However,
several minor deficiencies were identified: 1) Incomplete training
attendance records for STI 97 008; 2) Incomplete training attendance
records for the Minager, Nuciear Power Operations (MNPO) Event Free
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Seminar D1 tussing CP-115 Events during Operator Rggualification
training of April and May 1997; and 3) No documented evidence that the
maintenance shops were provided copies of and actually reviewed RC 96-
5457 and the training summary of CP-115 changes. The inspector
discussed these Jiscrepancies with the Operations Manager, who managed
to locate more complete attendance reco.ds for STI 97-008. No
additional records could be found regarding the Event Free Seminar. In
fact. the Operations Manager confirmed there was no supporting evidence
that three of the on shift senior reactor operators (SRO) had attended
the required seminar. Also, the SROs themselves could not =« :all the
specific seminar. Notwithstanding the missed training, ' 'w . ‘erations
Manager considered subsequent regualification training or .-  "am
changes associated with CP-115, Revision 75 to be sufficicoc. Lastly,
he confirmed that the information provided to the maintenance shops for
their review was conducted on an informa! basis, the only evidence being
verbal assurances from maintenance management. The inspector considered
these to be reasonable explanations.

In addition, the inspector reviewed a number of active in plant tagging
orders, interviewed shift personnel r2sponsible for developing and
processing tagging orders, and independently verified over 100 tags in
the field. All tagging orders and individual tags examined by the
inspector were in ﬁgoper order. Responsible personnel were
knowledgeable in their duties and familiar with recent changes to the
process (1.e.. CP-115 revisions). To their credit, these individuals
were st11] exploring potential improvements in plant processes for
tagging and clearance control, and providing suggestions. Furthermore,
the licensee's commitments to assess the long term effectiveness of
their corrective actions by ggrform1ng a common cause analysis of
Precursor Cards (PCs) dated March 1 through December 31. 1997. and
conducting a special audit of CP-115 compliance by February 24, 1998
were considered positive steps in their determined efforts to prevent
recurrence. This VIO is considered closed.

The inspector assessed the licensee's performance, with respect to this
restart-related issue, in the five NRC continuing areas 0. ~oncern:

® Management Oversight - Superior

® Engineering Effectiveness - N/A
® Knowledge of Design Basis - N/A

e Compliance with Regulations - Good
e Operator Performance - Good

estart e o 0T

B{ letter dated April 23, 1997, the licensee responded to VIO 50-302/97-
01-02 describing the corrective actions they had taken and results
achieved, In this letter the licensee stated that the violation
occurred due to personnel error and the responsible Primary Plant
Operator (PPO) had been counseled by tne Operctions Manager. Also, a
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g;gsona\ improvement plan, dated February 7, 1997, was developed for the
using FPC's progressive discipline pro?ram. The PPO was not

rmitted to resume his duties unti)l the plan was completed and approved
y the Operations Manager. An inspector reviewed the personal
improvement plan and discussed it with the current Operations Manager.
The Operations Manager indicated that the PPO had since completed the
plan satisfactorily and his qualifications were restored.

In addition to the corrective actions identified in their letter dated
AR£1‘ 23, 1997, the licensee re-examined the time-sensitive nature of
the procedure steps for functionally restoring an emergency diesel
enerator (EDG) to service. FPC concluded that the prescribed time
rame for performing steps 4.6.30 thru 4.6.34 of Surveillance Procedure
(SP)-354A(B), Month % Functional Test of Emergency Diesel Generator EDG-
1A (EDG-1B). was much too restrictive (1.e.. PPO was only allowed 5
minutes). Although this principal contributing cause to the PPO’s
failure to follow procedure was recognized and addressed by the
licensee, 1t was not included as part of the closeout package for
Restart Issue 0-13 nor mentioned in their NOV response. The inspector
varified that the latest revision of SP-354A, Revision 45, did
incorporate the newly expanded time interval (i.e.. 40 minutes) for the
PPO to tr1g the EDG fuel racks and roll the diesel after a run.
However, SP-354B had not as yet been revised. The Operations Manager
indicated that SP-354B would be revised prior to the next monthly
functional test of EDG-1B. This VIO is considered closed.

The 1nspector assessed the 1icensee's performance, with respect to this
restart-related issue, in the five NRC continuing areas of concern:

® Management Oversight - Good

e Engineering Effectiveness - N/A

e Knowledge of Design Basis - N/A

e Compliance with Regulations - Adequate
e Operator Performance - Good

11. Maintenance
Conduct of Maintenance

General Comments (62707)

The licensee has implemented several changes 1n the maintenance
department over the last several months to improve performance. These
included assigning new management, developing the position of proauction
coordinator in each shop to assist with emergent job problems and
scheduling. and developing a maintenance support groug to perform
corrective action investigations and remove some of the administrative
burden from the shops to allow them to focus on production. Although
the results of these changes have not yet been consistently displayed,
the inspecior concluded they were a good initiative by the licensee

The Ticensee maintenance department has also focused on a goal of
significantiy reducing the corrective maintenance backlog. On September
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13, the licensee achieved their goal of less than 200 open corrective
maintenance work requests. This was doun from a peak of 768 in Mag of
1997. The inspector concluded this was a significant achievement by the
1'censee and would allow the licensee to focus resources expeditiously
on emergent problems.

apent. Fuel Cooling Pump 1A Rebuild (62707)

In June of 1997, the licensee replaced the bearings and mechancal seal
far Spent Fuel Cooling pump (SFP) 1A to correct mechanical seal leakage.
This was performed under work request (WR) 0334957, Post-maintenance
testing of this work revealed excessive noise and vibration when the
pump was run. A mechanical rubbing sound was also heard when the shaft
was rotated by hand. WR 0344929 was generated to trouble shoot and
repair this problem. The troubleshooting revealed that a rubber preload
spacer for the mechanical seal had not been removed and that the pump
impeller had contacted the pump casing. The Ticensee iniliated
Precursor Cards (PC) 97-4239 and 97-4611 to investigate the problem.
The inspector reviewed both of the aforementioned work ?ackages and the
apparent cause investigation results for the PCs. The licensee
concluded that the preload spacer was not the cause of the noise and
vibration but that groper referencing and use of a vendor mechanical
seal drawing would have ensured 1t was removed. The licensee
implemented appropriate corrective actions to prevent recurrence. The
cause 0“ the noise and vibration was determined to be excessive shaft
end play as a result of missing bearing end cover shims. Although
various circumstances with the pump rebuild led to the decision to omit
the end cover shims, the licensee and inspector concluded that a lack of
questioning attitude by the mechanics and failure to elevate the problem
with the new bearings to supervision was the cause The mechanics made
inappropriate assumptions that their activities were within the skill of
their craft. The only corrective action the licensee implemented for
this problem was a review of the problem with all mechanical maintenance
personnel. Although the licensee performed an extent of condition
review in their PC that noted that they had several other pump problems
due to maintenance activities in the last three years, they did not take
any generic corrective actions to address the problem. The inspector
was concerned because several of these problems have occurred 1n the
past year. Licensee managemen® was focusing on the ?eneric implications
of the problems. The inspector verified the physical prcblems with the
mp were adequately corrected and it was returned to service. The
inspector did not identify any further problems with the work packages
or PCs and concluded that the licensee's investigation was adequate. but
not thorough, and the corrective actions were limited.
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M1.3 Decay Heat Removal System Hydrostatic Testing

Inspection Scope (62707)

The inspector reviewed the preparations and observed portions of the
g:rformance of hydrostatic testing of a newly installed manual Decay

at system (DH) pump suction valve (DHV-21) performed under WR 0346318
on August 18 through 20,
Qbservations and Findings
The inspector observed the pre-job briefing and noted that all involved
parties attended, the test was reviewed in detail by the cognizant
mechanical supervisor, and questioning was open and encouraged. This
was a vast improvement in coordination from previous observations by the
inspector of gdrostat1c testing in May 1997 that resulted in Violation
50-302/97-07-02. The inspector also noted that proper planning and
precautions had been implemented to ensure adjacent systems were not
inadvertently pressurized, although not all of the contingency actions
were formally incorporated in the work package. The lack of
consideration of adjacent systems had been a problem in the testing in
May. Several of the participants questioned the use of demineralized
water for the test and the potential for dilution of the primary coolant
if a test boundary leaked by. They ensured that an analysis was
performed to verify that the worst possible leakage would not cause a
dilution groblem. The inspector concluded that this was excellent
sensitivity to reactivity management .

During the performance of the test. the S{Stem pressurization had to be
suspended due to excessive leakage. The licensee’'s investigation
revealed that a boundary valve was not fullgeseated when 1t was manually
checked. This valve had been specified to red tagged closed in the
recommended valve 1ineup that the hydrostatic test engineer developed
Eer M intenance Procedure (MP) 137, System Hydrostatic Pressure Testing.
evicion 30, attachment 1. Procedure MP-137 was encompassed within WR
034.,318. However, Operations had decided the valve did not need to be
tagged or included on the clearance. Consequently the valve was never
checked closed prior to commencing the test. The valve also should have
been checked closed as part of the position verification required by
step 4.3.1 of MP-137, but this step was misinterpreted by the
maintenance supervisor who signed 1t. While the consequences of this
were very minimal. the failure of Operations to resolve their
differences in inplementing the valve alignment formally were indicative
of incomplete communication between Operations and Engineering. The
inspector considered these communications critical to ensure rations
correctly implements specific hydrostatic test requirements that are
fully understood and recommended by engineering personnel. These
incomplete communications were a direct cause of the failure to consider
adjacent system ﬁressurization in the aforementioned Violation 50-
302/97-07-02. The licensee initiated PC 97-6106 to 1dentify appropriate
corrective action
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The inspectors review of the completed WR package did not reveal any
additional problems. The inspector noted that the chronological "Work
Performed" notes in the WR were very detailed and were an accurate and
informative account of the testing and preparation performance.

Conclusions

The inspector concluded the 1icensee had made significant improvement r
the coordination of the hydrostatic testing ggocess. but problems
continued to occur regarding communications between different groups.
The inspector considered these communications essential to ensure
successful implementation of hydrostatic test requirements.

Part1c1Eants exhibited excellent sensitivity to reactivity management
and work package documentation was good.

Maintenance and Material Condition of Facilities and Equipment
scatfolding Control
Inspection Scope (62707, 92902)

The inspector reviewed the licensee's program for controlling |
scaffolding in the plant. The inspector performed walk-downs of various
saf$$ylgelated equipment to assess the potential impact from installed
scaffolding.

Observations and Findings

On August 20, 1997, during a walk-down of the 4160V ES switchgear rooms.
the inspector noted that scaffolding was erected in vicinity of both the
protected operable train and the inoperable train. Examination of the
scaffolding revealed that i1t was free standing, unrestrained between the
two panels. in both rooms, with some scaffolding over the top of the
panels. In addition, for the B 4160V ES switchgear, which was the
operable train, portions of the scaffolding were in contact with conduit
and cabling where i1t entered the top of the panels. The scaffolding was
erected within one foot of the panels, in areas. on both trains. In
addition, walkdowns 1n the main control determined that scaffolding
erected in front of the main control panels was not restrained.

affect ing safety related components.

Licensee Procedure Al-1803, Sufety Standard for Ladders. Scaffolds. and
Ancillary Equipment, Revision 11, section 3.2. Responsibility, has a
note that acknowledges that inadvertent movement of scaffolding in the
vicinity of safety related or protected train equipment may cause damage
to personnel or equipment. Section 4.0, Instructions. contains a note
that states that plant safet{ and reliability must be considered during
erection of scaffolding and ladders: which must be erected with a

minimum potential for creating a plant transient. Al-1803, section 4.2,
Scaffolds, step 4.2.1, stated that the installation of scaffolding was
contralled to allow the Nuclear Operations Department to approve the
location of scaffolding before actual construction. A note in the

-
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procedure, section 4.2, states that scaffolding in the vicinity of
safety related equipment wil) be secured to walls or I-beams to prevent
1ngdvertent movement and damage to safety related equipment or personnel
injury.

Licensee Procedure 01-07, Control of Equ1?ment and System Status,
Revision 5, section 6.0. Maintenance and Testing Work Authorization and
Documentation, step 6.2, stated that installation of scaffolding in the
plant must be authorized by operations personnel. According to this
procedure, an operator must review the actual in plant configuration to
ensure no adverse affect on nuclear safety, transient response, or
normal operations has occurred. 01-42, Operations Work Control
Supervisor Position, Revision 0, section 1.0, rations Work Control
Supervisor Responsibilities, step 1.6, stated that the work control
supervisor was the operations representative for the scaffold control
program. Step 2.5 states that the work control supervisor was
respon§1b1e for the walkdown and approval of scaffold installation and
removal.

Quality Prggrams Surveillance (QPS) Report QPS-97-0102 was issued on
July 28, 1997, which reviewed the installation and removal of
scaffolding. The QPS identified a weakness in the program which allowed
scaffolding to be installed in contact with, or in close proximity to,
safety related systems, structures and ¢ ts without prior
evaluation and approval of engineering. The QPS concluded that Al-1803
was inadequate 1in addressing the scaffolding program. As a result of
the surveillance, PC 97-5315 and PC 97-5606 were 1ssued. PC 97-5606 was
issued on July 30, 1997, and stated that initial and periodic inspection
of scaffe'ding was being performed without any defined instruction or
criteria . tablished for installation. This PC was ggaded as a level D
PC on August 4, 1997, and wuo losed on August 22, 1997, with inclusion
in a computer tracking system for procedure comments, NUPOST. which is
not part of the licensee s corrective action program. At the time of
the inspection, these comments had not been incorporated into the
l1cersee procedures.

10 CFR 50, Appendix B, Criterion III. Design Control, requires that
measures be established to assure that appropriate quality standards are
specified in documents and that deviations from such standards are
controlled. The design control measures shall provide for verifying or
checking the adequaC{ of design, such as by the performance of design
reviews. The scaffolding control prcjram has no documented review of
impact on the plant by the installation of scaffolding in the vicinity
of safety related systems. Experience and judgement are the on1{
criteria used by operations in the ap?roval of scaffolding installation.
The procedure did require that scaffolding in the vicinity of safety
related equipment be restrained to the wall or to [-beams. “he
inspector observed that operations was a?proving installation of
scaffolding in the vicinity of safety related equipment that was not
restrained. The lack of specific installation criteria or engineerin
review of impact on safety related equipment was a violation of the 18
CFR 50, Appendix B, Criterion III requirement, and will be addressed as
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V10 50-302/97-13-02, Failure to perform a safety evaluation prior tn
erecting scaffolding in the vicinity of safety related equipment.

Since the concerns were identified by the inspector, the licensee has
taken steps to restrain the scaffolding in the 4160V ES switchgear
rooms. Engineering performed a review of the existing scaffolding and
concluded that with the restraints, seismic concerns did not exist.
Impact on operation of the safety related equipment has not been
formally or systematically performed. The licensee maintenance
organization was working with the engineerin? department to develop
criteria and proceduralize scaffolding installation practices, to
prevent adverse impact on safety related equipment

¢ Conclusions

Even though the lirensee’'s QA organization identified weaknesses in the
scaffolding control program in July of 1997, changes were not instituted
to the procedures and erected scaffolding was not brought into
compliance when the inspector examined scaffolding in the immediate
vicinity ¢. critical safety related equipment, such as the main control
board and the operable 4160V ES switchgear on August 26, 1997. A lack
of timely response to the QA identified concerns resulted in the
existing scaffolding remaining in noncompliance and the inspectors
independent 1y 1dentifying the programmatic inadequacies. The licensee’s
scaffolding control program was inadequate, in that it did not require
an engineering evaluation prior to installing scaffolding where it may
impact safety related equipment.

M8 Miscellaneous Maintenance Issues

1056 A _96-36 96 - 46 96-5¢ R (020 - EXAMPL UNLY .

Three [nadequate Procedures for Containment Penetration Survelllance
(FPC Restart Items 0-2. OP-15)

a. Inspection Scope (61726, 92902)
The 1ns?ector reviewed the corrective actions developed in response to
the violation of March 12, 1997. in a letter dated April 11, 1997, and
supplemented in a letter dated June 16, 1997. The inspector also

reviewed the corrective actions for the related LERs; dated July 5. 1996
and November 25, 1996

b. Qbservations and Findings

The responses to the violation example for the inadequate procedures to
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assure containment in‘earity address several currective actions to
resolve the concern. Licensee procedures SP-324, Containment Inspection
and SP-341. Monthly Containment Isolation Valve Operability Check were
revised to include containment isolation valves identified to be
excluded from the existing procedure. The inspector reviewed the
licensee root cause analysis and extent of condition review, which
included extensive containment walkdowns, and determined that the
licensee properly identified the totai containment isolation valve
lation. Procedure SP-324, Revision 35 became effective on June 20,
7, and SP-341, Revision 31 became effective on July 25. 1997. Both
procedures were verified to include the valves previously omitted.

The 1icensee committed to revislng Procedure SP-346, Containment
Penetrations Weekly Check During Refueling Ogerations. to include
appropriate isola. on valves and to address leakage pathways potentially
created during refueling outages. This was committed to be completed
prior to the next refueling outage. the next time this procedure will be
used. The inspector verified that this commitment 1s being tracked in
the licensee's corrective action system and 1s scheduled to be completed
prior to the next refueling outage.

The Ticensee created a new series of drawings, the 315 series, which
were penetration drawings. A Document Change Notice (DCN). 97-042A was
issued on June 13, 1997, to control the development and i1ssuance of
these drawings. Valve and instrument tags as shown on the drawings were
verified by the licensee during extensive containment walkdowns. The
inspector reviewed a sampling nf the drawings and found them to be
detailed and comprehensive.

Licensee Procedures, NEP-210, Modification A?proval Records., Revision
16. 1ssued on March 31, 1997, a NEP-254, Plant Equipment Equivalency
Replacement Evaluation, Revis.. ssued on March 31, 1997, were
revised to provide guidance to u.. . _.. engineers for handling changes to
items which affect containment integrity. The inspector reviewed the
changes to the procedures and determined that in reaard to changes which
affect containment integrity. open items are required to be opened and
dispositioned to update affected documentation.

Corrective actions for LER 50-302/96-018 and LER 50-302/96-018-01 were
reviewed and were similar tu those developed for the violation response,
with additional initial corrective actions to address immediate
concerns. cnaineering ?rovided a listing of penetrations which had not
been previously surveilled to the operations department. The SS0D
maintained 8 required action log entry to require that the penetrations
be surveiiled in accordance with TS requirements until the issuance of
the procedure revisions. The inspector verified that the penetrations
were all verified to be in the correct configuration.

gonclusions

The licensee has adequately addressed the concerns relating to restart
for the issue, which includes both LERs and the example of the violation
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addressed in the inspection. Both LERs are closed, and example 5 of
violation B of EA 96-365 are closed. The remainder of EA 96-365 remains
open, pending inspection of each 1ssue.

The inspector assessed the licensee's performance, with respect to this
restart-related issue, in the five NRC continuing areas of concern.

Management Oversight - Adequate
Engineering Effectiveness - Adequate
Knowledge of Design Basis - Adequate
Compliance with Regulations - uate
Operator Performance - Adequate

111. Engineering

Engineering Support of Facilities and Equipment

Seismic Qualification of Circuit Breakers
Inspection Scope (37501, 6€2707)

The inspectors reviewed documentation for the licensee’'s review of the
issue of seismic qualifications for circuit breakers in various
configurations, including connect. test disconnect, and racked out.
This review ncluded precursor cards (PC), licensee evaluation of NRC

generic communications, and reportability determinations performed by
the Ticensee.

0 _ | Findi

On April 21, 1997, the licensee issued PC 97-2032 to address a concern
on a maintenance practice that allowed a circuit breaker to be racked
out of the bus cabinet and be stored on the floor. Two concerns were
discussed; whether the cabinets were seismically qualified with the
breakers removed and whether an interaction problem existed with the
breaker stored on the floor outside of the cabinet. A reportability
determination on April 21, 1997, was made that until an engineering
g;a]ugtion was performed, a final reportability determination could not
made

On June 4, 1997, engineering personnel issued a memorandum discussing
the issue. The memorandum discussed the two concerns and stated that
the first concern was resolved by a review of ?lant switchgear usi
earthquake experience data per the Seismic Quality Upgrade Group (SQUG)
standards. A separate interoffice communication, 96-0235, was
referenced and documented that review. Suggestions from this NOE were
discussed as being reviewed and incorporated into Request for
Engineering Assistance (REA) 97-0570, dated June 4, 1997, to address the
second concern. As of the compietion of this inspection period, the
recommendations from the REA had not been incorporated into any plant
procedures .
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NOE 96-0235, dated December 31. 1996, contained four attachments.
documenting di.ferent aspects of the seismic reviews of 450V and 4160V
circuit breakers, performed by a consultant. These attachments are
gated between December 6, 1996 and December 23, 1996. The original
evaluation report, dated December 20. 1996 addressed both 480V and 4160V
breakers. Due to the physical construction of the 480V breakers, only
three positions can be set; connect, test. and disconnect. For the
three breaker types in use at the site, the consultant determined that
the 480V switchgear has a positive and adequate load path for all
directions of motion. The review of the 4160V breakers addressed four
possible configurations; connect, test, disconnect. and racked-out (left
in the enclosure). The consultant concluded that the 4160V switchgear
have a positive and adequate load gath for all directions of motion for
all positions except racked-out. The consultant concluded that for the
racked-out position, licensee Prccedure OP-703, Plant Distribution
System, stated that th- reaker was to be removed from the enclosure.

No procedure existed tha. allows the breaker to be racked-out and left
inside the enclosure with the door closed. The NOE did not address the
seismic qualifications of the erclosure with the breaker removed.

Attachment D to NOE 96-0235, dated December 19, 1996 stated that during
a walkdown of the 4160V switchgear to review the seismic adequacy of the
breakers in the test, disconnect, and racked-out positions, the
consultant noted that unracked breakers were stored in the walkway
between the switchgear panels. The attachment states that the potential
interaction issue had not been previously identified and was not
addressed in the earlier evaluations and needed to be addressed. The
report included a 1ist of recommendations for revisions to licensee
storage practices to prevent interaction during seismic events. These
recommendations were reviewed bﬁ the licensee and some were included as
proposed corrective actions in REA 97-C570.

On July 18, 1997, the NRC issued Information Notice (IN) 97-53, Circuit
Breakers Left Racked Out in Non-Seismically Qualified Positions. This
IN was 1ssued to alert licensees to the potential that some safety-
related circuit breakers in their racked-out positions may not be
seismically qualified. The IN notes that removal of the circuit breaker
from the switchgear will result in mass redistribution of the
switchgear. Mass redistribution of the switchgear may then change the
frequency of the switchgear and 1ts dynamic response during a seismic
event and may invalidate the original seismic qualification of the
switchgear. The IN states that the situation needs to be evaluated to
ensure that the removal of the circuit breaker will not invali“ite the
original seism13egua11ficat10n of the switchgear. On July 3u, 1997, PC
97-5635 was 1sS to document the review of the IN. The PC was closed
on August 22, 1997, with the comment that these concerns were being

a progr1ately addressed by engineering and are being tracked under PC
97-2032, which remains open.

The inspector reviewed the reportablility determination from June 7.
1997. The licensee concluded that the issue was not reportable based on
the reevaluation of PC 97-2032. The first concern was resolved per
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verbal communications with engineering personnel and the second concern
was resolved based on NOE 96-0235 conclusions. The inspector reviewed
the NOE. the attachments, and the PC. There was no documentation
attached to support the verbal communication from engineering to close
the first concern. The inspectar discussed the issué with engineering
and was informed that the attachments to the NOE implied that the issue
hzd been evaluated The inspector reviewed the NOE and found nn mention
of the seismic qualification of the switchgear with the breakers racked-
cut and removed. The second concern had been closed b2sed on the NOE;
however, the attachments identified the potential seismic interaction as
being of concern and stated that it needed to be addressed. As a
result of the 123u1r1es of the inspector, on September 4, 1997, the
licensee obtained & clarification from the consultant for the original
attachments to the NOC which addressed the seismic qualifications of the
4160V switchgear with breakers racked-out and removed from the panels.
The inspector determined that the reportability deternination performed
by the licensee on June 7, 1997, did not include the necessary technical
basis to justify the conclusion reached.

On September 10, 1997, discussions with management personnel in
maintenance and operations revealed that the REA had been distributed to
those departments on June 4, 1997, whc were responsible for revising the

rocedures which control the removal and storage of the 4160V breakers,
gut. the REA had not been transmitted to the procedure writers for
either ?roup. The licensee has now distributed this document to the
resporsible personnel in both departments. and the required revisions
were seing developed. The changes recommended by the REA include
stor.ng the breakers in a marked off setdown area that includes loose
cha'ning of the breaker to a building structure at approximately 2/3
heiynt of the breaker, to preclude sliding or overturning of the
breaker.

The inspector examined the A 4160V ES switchgear room. At the time of
the inspection, the unit was in Mode 5 with the A 4160V ES bus
inoperable and not required to be operable. Examining the switchgear
room revealed nine breakers being stored on the floor. Five were
unrestrained against a wall. Four were stored in front of the cabinet.
None of the five breakers stored against the wall had their wheels
chocked. Three of the four breakers on the floor in front of the panel
had a single chock on the side away from the cubicle. The fourth
breaker had no chocks. On August 18, 1997, a building rator had
written PC 97-6020 stating that the yellow chock blocks being used
throughout the plant, including the 4160V ES switchgear rooms, were
ineffective in preventing breakers from moving. Even though this
observation was made several weeks prior to the inspectors examination,
no corrective actions had been taken.

Technical Specification 5.6.1.1. Procedures. requires that written
procedures established and implemented covering the applicable
procedures recommended in Regulatory Guide 1.33, Revision 2. Appendix A,
February 1978. This includes Qrocedures for equipment control,

Licensee procedure CP-115, Nuclear Plant Tags and Tagging Orders.
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Revision 75, step 4.5.9.3 states that all breakers outside of a cubicle
are to have their wheels chocked. The inspector’s examination of the A
4160V ES switchgear room revealed that six breakers were removed from
cubicles without their wheels being chocked and that three additional
breakers were chocked in such a manner as to be unable to restrain
motion of the breakers. This is identified as a failure to follow
licensee Procedure CP-115, for storing breakers removed from cubicles,
and will be tracked as VIO 50-302/97-13-03, Failure to follow pror~dure
for controlling breakers removed from switchgear cubicles.

Conclusions

The reportability determination made on June 7. 1997, was not timely for
an 1ssue 1dentified on April 21, 1997, and based on a report 1ssued
during December of 1996. The decision reached in the June 7, 1997,
determination was not supported by the evidence available in the
December 1996 report. That information was not available unti] the
clarification issued on September 4, 1997, in response to questions by
the inspector.

Internal communications in both the maintenance and operations
departments were weak, as demonstrated by the fact that the REA,
including storage requirements for removed breakers. was transmitted to
managers in both departments on June 4, 1997, but neither procedure
writers nor department heads were aware of the existence of the REA when
interviewed in September 1997,

Procedures for controlling removed breakers were inadequate to address
concerns with potential interactions between *he breakers and cubicles
during a postulated seismic event. Adequate ~ rections did not exist to
store circuit breakers removed from cubicles to prevent interactions
during a seismic event. as determined by the licensee during the
evaluation from December 1996. Examinations by the inspector revealed
that the licensee failed to follow the procedure for controlling
breakers removed from switchgear cubicles.

Engineering Procedures and Documentation
ESAR Review Project
Inspection Scope (37550)

The inspectors examined the licensee's Final Safet{ Analysis
Report (FSAR) review proqect. The purﬁgse of the licensee’'s FSAR
review, which was accomplished during May 1996 through March 1997,
was to ensure that the information contained in the Enhanced

Design Basis Document (EDBD) and implementing plant procedures was

consistent with the descriptions in the FSAR.
Qbservations and Findings
The FSAR Review Project was accomplished using an Action Plan
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which provided an outline with a description of the objective of
the review, the method of implementation, and the schedule for
completion. The findings from the review were categorized as A
through £, as defined in the Action Plan. Findings A, B, and £
were tracked as Nuclear Operations Tracking and Expediting System
(NOTES) 1tems per the licensee's corrective action program.
Category A findings, which totaled 49 findings, were editorial
(typos. incorrect references, etc.) The 103 Category B findings,
which were defined as clearly bounded by the FSAR, were also
tracked as NOTES items. Category £ findings were identified for
potential deficiencies in documents other than the FSAR. These
totaled 67 findings and involved documents such as the EDBD in
which discrepancies were identified during the FSAR review. The
135 Category C findings, which were identified as those clear]
bounded by the FSAR, were documented on Precursor Cards. Problem
Reports were initiated for the nine categorg D findings, which
were defined as 1ssues not clearly bounded the FSAR, but which
required additional review. The extent of the review completed
under the Action Plan involved one individual for ten months, with
assistance from two other individuals on a part time basis.

The inspectors reviewed approximately one-half of the 363 findings
identified in the FSAR review, The inspectors noted that there
were numerous duplicate findings. That 1s, often the same issue
was identified more than once since it may have affected more than
one plant procedure or document. The inspectors reviewed the
licensee s corrective actions to resolve the findings and verified
the FSAR review findings had been included in the licensee s
corrective action program. The inspectors verified findings
affecting restart were so identified and corrective actions were
appropriate. Corrective actions included revisions to plant
operating procedures, editing the FSAR, and clarification of
information in the EDBDs. The licensee determined that none of
the findings from the FSAR review project were reportable, and
none affected operability of any safety related systems. The
inspectors reviewed six of the more significan* findings and
verified that they were not reportable and did not affect

operabi ity

Conclusions

The inspectors concluded that the licensee's FSAR review project
performed under the Action Plan was limited in scope. The results
of the review indicated that additional FSAR reviews may be
required to assure the FSAR 15 accurate in all respects.  The
licensee s Restart Readiness Review and Configuration Document
Integration Project should provide additional assurance that the
FSAR accurately reflects the design, operation, and licensing
basis of the plant.
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The 1n5gectors assessed the licensee's performance, relative to the FSAR
Review Project, in the five areas of continuing NRC concern:

® Management Oversight - Adequate
e Engineering Effectiveness - Adequate
® Knowledge cf the Design Basis - Adequate
e (ompliance with Regulations - Adequate
e Operator Performance - N/A

Miscellaneous Engineering lssues

"‘l‘

psed, R D0 lewed Safety Question NCe
D1esel Generato ad1ng by Interpretation of Requls
Requirements Other than hed

Inspection Scope (92907)

These three violations and LER involved inadequate 10 CFR 50.59
evaluations for a modification., an emergency operating procedure (EOP)
change, and an operating procedure (OP) change. Each of these changes
increased EDG loading to heyond what was described in the FSAR or TS.
The chan?es involved unreviewed safety questions or a required TS change
and the licensee made the modi“icatior and procedure changes without
obtaining the required prior NRC approval. The 1n5ﬁ:ctors followed up
on the licensee’s corrective actions as stated in the response to the
NRC Notice of Violation and in the LER.

Observations and Findings

T?e inspectors reviewed the following procedures and training lessor
ptans:

CP-213, Preparation of a Safety Assessment and Unreviewed Safety
Question Determination (10 CFR 50 59 Safety Evaluation), Rev. 2,
dated June 3. 1997

Nuclear Operations Engineering Standard 0ES-3, 10 CFR 50.59
SA/USQD Expectations, Rev. 2. dated July 11, 1997

?56;00. Plant Review Committee Charter, Rev, 40. dated March 27.

. Al-400C. New Procedures and Procedure Change Process, Rev. 19,
dated March 31, 1997

Al -400F , New Procedures and Procedure Change Process for EOPs.
APs . and Supporting Documents. dated March 31, 1997
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question and the )icensee made the change without obtaining the required
prior NRC approval. The inspectors followed up on the licensee's
corrective actions as stated in the response to the NRC Notice of
Violation and in the LER,

Observations and Findings

In addition to the corrective actions discussed above, the inspector
verified that the licensee had installed EFW flow 1imiting venturis.
The modification design. 10 CFR 50.59 evaluation, installation, and
initial testing had been inspected and documented in previous inspection
reports. Completion of the modification prior to restart was tracked as
licensee restart items D-05 and D-06A. In addition, the licensee was
completing a failure modes and effects analysis of the LOCA. LOOP, and
loss of DC power scenario, and was tracking completion of that as
restart item D-8. Licensee completion of this failure modes and effects
analysis was also scheduled for NRC inspection prior to restart. Also,
the inspector verified that engineering staffing levels had been
increased and that the licensee was working toward increasing system
design margins throu?h physical means (modification or testing) as

ca

opposed to analyti means .
Conclusions
The im »s concluded that most of the licensee's corrective actions

had been 1mplemented. Completion of the modification prior to restart
was in a licensee tracking system. The licensee's corrective actions
included actions to prevent recurrence of the violation, and represented
effective improvements. EA 96-365, 96-465, 96-527, VIO A (01042) and
LER 50-302/97-001 are closed.

The inspectors assessed the licensee's performance, relative to
corrective actions for this violation, in the five areas of continuing
NRC concern:

Management Oversight - Good
Engineering Effectiveness - Good
Knowledge of the Design Basis - Good
Compliance with Regulations - Good
Operator Performance - N/A

This violation involved an inadequate 10 CFR 50.59 evaluation for a
modification that increased the probability of failure of the turbine-
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driven EFW pump. This change involved an unreviewed safety question and
the licensee made the change without obta1n1n? the required prior NRC
approval. The inspectors followed up on the licensee s corractive
actions as stated in the response to the NRC Notice of Violation.

o t | Finds

In addition to the corrective actions discussed above, the inspectors
verified that the licensee was installing a modification to restore the
automatic opening signal to ASV-204. The modification design and 10 CFR
50 59 evaluation had been inspected and documented in previous
inspection reports. Completion of the modification prior to restart 1s
tracked as licensee restart item D-05C.

Conclusions

The inspectors concluded that most of the licensee’s corrective actions
had been implemented. Completion of the modification prior to restart
was in a licensee tracking system. The licensee's corrective acticns
included actions to prevent recurrence of the violation, and represented

e{fegé1ve improvements. EA 96-365. 96-465, 96-527, VIO A (01052) 1is
closed.

The inspectors assessed the licensee's performance. relative to
corrective actions for this violation, in the five areas of continuing
NRC concern:

Management Oversight - Good
Engineering Effectiveness - Good
Knowledge of the Design Basis - Good
Compliance with Regulations - Good
Operator Performance - N/A

Egﬁgﬁi §E§§ffﬂﬁ§ﬂ 5‘”” 50-302/97-07-03; Reactor Building Liner Plate

Dur\n? the inspection documented in NRC Inspection Report 50-
302/97-07, NRC 1dentified the containment liner plate at the
Junction of the liner plate and elevation 95 concrete floor
appeared to be corroded. The extent of the corrosion was
indeterminate since the liner plate had already been recoated.

The licensee initiated a precursor card to document and
disposition this issue. The licensee’ s corrective actions
included removal of the coatings and an{ corrosion areas from the
liner plate for a height of approximately ten inches above the
concrete floor slab and implemented a nondestructive testing
program to determine the thickness of the liner plate and depth of
corrosion, The measured liner plate thickness was compared to the
calculated minimum plate thickness value of 0.312 inches
determined bg licensee engineers. The inspectors reviewed the
results of the ultrasonic testing (UT) which was performed to
determine the actual thickness of the liner plate. The UT
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measurements were taken in areas not affected by corrosion to
obtain the most accurate data on plate thickness. The irregular
corroded surfaces would have affected the accuracy of the UT data.
These measurements showed that the installed liner plate had an
average thickness of approximately 0, 390 inches, which exceeded
the specified value of 0.375 inches. The inspectors also reviewed
the results of visual examinations of the liner plate. The areas
inspected extended below the concrete slab since the licensee
removed gasket materie's and a portion of the one inch thick cork
bond breaker placed between the concrete and 'iner plate below the
top of the concrete floor., During the visual inspections the
licensee measured the depth of the corrosion and subtracted this
amoLn: from the plate thickness measured using UT. One area was
meastred which had a depth of corrosion of 0.065 inches, in an
area where the measured UT plate thickness was 0.372 inches. The
actual remaining plate thickness in the corroded area was 0.307
inches after the corrosion depth was deducted. This was less than
the minimum plate thickness (0.312 inches) specified by licensee
engineers. The corrosion was classified as pitting, with the
deepest corroded area (0.065 inches) identified by the licensee to
be a single pit., The licensee was in the process of performing an
engineering evaluation to determine 1f additional repairs, that
15, weld repairs were required. Pending further review of the
licensee s corrective actions by NRC. this URI will remain open.

£8.5 ‘
i

Soue No. D-54) (92907)

This item concerned the licensee's identification of an unanalyzed
fatlure in the Nuclear Services Closed Cycle Cooling Water (SW) system.
The SW sgétem is flow balanced for only two Reactor Building Cooling

Units (RBCU) to be in operation. ODuring certain accident conditions,
where a third RBCU was placed in operation, SW total flow would increase
and individual flows would decrease. This would cause an increase load
on the Emergency Diesel Generator (EDG) above its approved load limit
and would also result in lower than required flows to individual
components. The cause was an error made by Engineering personnel during
the pre?arat1on of a design change for the RBCUs which did not consider
all failure modes.

The licensee's immediate corrective actions were to declare the SW
system inoperable until one of the RBCUs was isolated by closing manual
valves in the SW system and to notify the NRC via 10 CFR 50.72.

The inspector reviewed “he licensee's closure documentation and
interviewed Operation and Engineering personnel. The short term
corrective actions to prevent exceeding EDG loading and ensure adequate
SW flow were. 1) the C RBCU has been red-tagged out-of-service with a
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identified. A precursor card, number 97-6132, was initiated to document
the problem for corrective actions,

On August 27, 1997, personnel working in the diesel generator area
reported the discovery of a hammer having faded radioactive material
tape on the handle. A HPT was dispatched to the work area to retrieve
the hammer. A survey of the hammer identified fixed radiocactive
contamination at a concentration of approximately 5,000 dpm/100 cm’.
Again HPTs conducted additional radiation surveys in the area. The
technicians found a carpenter’'s speed wrench marked "caution radioactive
material” in a tool box in the area. Three other tools in the diesel
generator area were found having contamination at concentrations between

,000 to 50,000 dpm/100 cm®, Precursor card number 97-6206 was
initiated to document the problem. In response to the findings.
meetings with maintenance personnel working in the diese! generator area
were held on August 27. 1997, to address the radiological control
requirements for tools exiting the RCA.

The HP staff began surveying other tool storage areas outside the RCA.
Surveys were made in the Fabrication Shop. Cold Machine Shop. and
Maintenance Support Building. The licensee estimated approximately
4,000 to 5,000 tools were surv&ged by the staff on August 27 and 28,
1997. On August 27, 1997, a tubing tool was found in a Cold Machine
Shop tool box having contamination of approximately 8.000 dpm/100 cmr’.
Four contaminated 23915 having radioactive contamination between 12,000
to 50.000 /100 were found in the Cold Machine Shop Tool Room on
August 28, 1997,

The inspectors reviewed Radiation Safety Procedur2 (°SP) 101, Basic
Radiological Safety Informatior and Instructions for Radiation Workers,
revision dated July 9, 1997. Paragraph 3.1.17.2 of the procedure
required HP ?ersonnel perform a radiation survey of equipment being
unconditionally released from the RCA. HP personnel were required to
verify no radioactivity was present and all radioactive material
indicators, stickers, and tags were removed or defaced.

Title 10 CFR, Part 20.1801 required the licensee to secure from
unauthorized rem val or access licensed materials that are stored in
controlled or unrestricted areas.

Title 10 CFR Part 20.1501(a). required. n part, that each licensee make
or cause to be made. surveys that may be necessary for the licensee to
comply with the regulations and are reasonable under the circumstances
to evaluate the extent of concentrations or quantities of radioactive
material and the potential radiological hazards that could be present,

The regulations applicable to nuclear power reactor licensees do not
rovide for release of materials for unrestricted use that are known to
contaminated at any level. The licensee's failure to control
licensed byproduct contaminated materials and make adequate radiation
surveys to detect fixed byproduct contamination was identified as a
violation of Title 10 CFR Part 20.1801, 20.1501, and licensee procedure
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requirements. However, the licensee identified the violation and had
taken corrective measures to prevent recurrence. Consistent with
Section VI1.B.1 of the NRC Enforcement Policy, this licensee identified
and corrected violation was treated as a Non-Cited Violation, NCV 50-
302/97-13-04, Farlure To Control Licensed Byproduct Materials and Make
Adequate Contamination Surveys of Contaminated Tools Released from tf
Licensee's RCA.

«

A NCV of regulatory requirements and the licensee's contamination
(t:on%rol procedures was identified for failure to control contaminated
00ls.

Radiation Controls
Inspection Scope (83750)

Radiation Protection (RP) control activities were observed to verify
that the activities were performed in accordance with the facility
procedures and regulatory requirements.

Qbservations and findings

The inspectr 's observed the following within the licensee's RCAs:
housekeepin . radiological postings and labeling, work activities within
radiation, high radiation, and contaminated areas, and the condition of
radiation monitoring equi t. The inspectors also observed
interactions of various plant staff with HPTs concerning appropriate RP
measures prior to performing tasks in the RCAs. The inspectors made
independent radiation surveys in the licensee's Auxiliary, Intermediate.

and Reactor Buildings, and surveyed RCA boundaries and facilities
outside the RCA.

Radiological housekeeping within the Auxiliary Building was good. All
areas surveyed by the inspectors were properly posted and consistent.
No unlabeled containers of radioactive materials were identified. All
ra?18t1ggdmon1tor1ng equipment found in the RCA was operational and
calibrated.

The inspector concluded that the licensee was implementing good RP
controls in accordance with licensee procedures and regulatory
requirements. Good interactions between the HP staff and radiation
workers were observed in the inspection.

High Radiation Door Controls

The inspectors reviewed the events concerning the licensee's d scovery
of an unlorked high radiation area on May 22. 1997,



39

b. Observations and findings

Licensee Technical Specification (7S) 5.8.2 required high radiation
areas with radiation levels = 1 rem/hr at 30 cm from the source be
provided with locked or continuously guarded doors to prevent
unauthorized entry. The keys for those high radiation areas were
required to be maintained under the administrative control of the Shift
Supervisor on duty or health physics supervision. Doors were to remain
locked except during perio. of access by authorized personnel.

On May 22, 1997, Instrumentation and Control (I&C) personnel checked out
a high radiation key for the Make-Up Prefilter Room. The work area was
a high radiation area controlled by a locked gate. While in the room
the workers were distracted and caused to depart the area. The I&C
technicians failed to lock the Make-Up Prefilter room gate when they
left the room. Approximately 30 minutes later a HPT touring the area
found the gate to the room open with the key sti1l in the lock. The KPT
secured the area and the licensee began an investigation into the event.
At the time the event occurred the HP staff was controlling the area as
a locked high radiation area.

The licensee did a good job of investigating the event and produced Root
Cause Report 97-3530, Make-up Prefilter Locked High Radiation Door Left
Unattended. The licensee documented the event as a violation of TS
5.8.2. 10 CFR 20.1601, and RSP-1J1. Corrective actions included:

Staff review of radiation workers responsibilities (RSP-101):
Placing a "Responsibilities For High Radiation Area Key Sign-Out”
document in the high radiation key log for workers to review when

. ecking out a high radiation ke{; and Proposed gate modification to
install a audible alarm thot would sound when the gates were open.

The inspectors initielly believed the May 22 event was a violation of
Jicensee 1S 5 8.2. However, upon review of a licensee radiation survey
for the area made May 22, 1997, the inspectors concluded the licensee
was not in violation of TS 5.8.2. The radiation levels at 30
centimeters from the radiation sources in the area were not in excess of
vhe 1,000 mrem/hr dose rate criteria specified in the licensee's TS.

While the inspectors concluded no violations of TS 5.8.2 had occurred,
the inspectors found the licensee had intended the [&C personnel
maintain positive control of the Make-up Prefilter Room at the time the
key was issued. Step 4.4.3 of licens2e Procedure RSP-101, Basic
Radiological Safety Information and Instructions for Radiation Workers,
required radiation workers ensure all gates, doors, and other access
control mechanisms were secured when access to a high radiation area was
left unattended. Failure to secure the Make-up Prefilter Room was a
violation of the licensee's RSPs. However, the licensee identified the
violatior and had teken corrective measures to prevent recurrence.
Consistent with Section VII.B.1 of the NRC Enforcement Policy. this
licensee 1dentified and corrected violation was treated as a NCV, NCV
50-302/97-13-05, F~ilure To Secure Unattended High Radiation Area Door.
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Conclusions

A NCV of the licensee's radiation safety procedure requirements was
ident :fied for failure to secure access to a high radiation area.

£fi.gent Release

inspection Scope (84750)

The sampling and analysis of a continuous gaseous radioactive waste
release for the Auxiliary Building Exhaust was observed to verify

applicable licensee procedures for radioactive gaseous effluents were
properly utilized.

Observations and Findings

The inspectors reviewed applicable licensee procedures for the
preparation of a gaseous effluent release. The inspectors observed the
sampling and analysis of the Auxiliary Building exhaust and reviewed the
gaseous release permit. The results of the analysis were all below
measurable concentrations as the unit had been shutdown for
approximately 12 months. The analysis results were documented in
accordance with licensee procedures.

Licensee personnel reported that there was a procedure probliem with the
Reactor Building (RB) purges. There was some confusion on whether
operators were recording the correct start time of all RB purges.
Precursor Card 97-6145 was initiated to cause proper review of
applicable procedures. The problem concerred the following procedures:

?§§§17' Containment Operating Procedure, revision dated August 25,
997 and

SP-335C, Radiation Monitoring Instrumentation Functional Test of
RM-Al., A2, A6, All, and Al2; revision dated April 11, 1997,

According to licensee personnel. when a functional test of the
monitering system was performed prior to the beginning of the release,
the time of the functional test may not be recognized as the start time
of the release. If the release start time incorrectly excluded the time
of the preceding functional test. approximately 40 minutes of release
time may not be included in the release calculations. The unaccounted
for volume during that period could be greater than one million cubic
feet. The licensee had only initiated a review of the concern and the
extent of the problem was unknown. A review of the gaseous effluert
release volum: will be made in a future NRC inspection. The item is
tracked as an Inspector Follow-up Item (IFI) 50-302/97-13-06, Review
Accuracy of Gaseous Effluent Release Start Times and Volumes.
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Conclusions

The sampling and analysis processes for the reviewed gaseous effluent
release were adequate. The technician performing the work was very
knowledgeable of the procedure processes. The applicable procedures
provided sufficient detail to perform the, work and the procedures were
properly utilized throughout the sampling and analysis process.

A potential problem with determining Reactor Building (RB) gaseous
effluent release start times and volumes was identified by the 1.censee
?gd02111 be reviewed by the NRC in a future inspection as IFI 50-302/97-

RP&C Procedures and Documentation

Annual Radiological Effluent Release Report
lnspection Scope (84750)
The Annual Radiological Effluent Release Report for 1996 was reviewed to

identify any adverse trends and to verify that the requirements of TS
were met .

0 t | Findi

Licensee TS 5.7.1.1.c required the licersee submit an annual
Radiological Effluent Report covering the operation of the unit in
accordance with 10 CFR Part 50.36a. The TS also required the material
grov1ded be consistent with the objectives outlined in the Offsite Dose

alculation Manual (ODCM) and Process Control Program and in conformance
with 10 CFR 50.36a and Appendix I, Section IV.B.1.

The release of radioactive material to the environment from Crystal
River for 1996 was a small fraction of the 10 CFR Part 20, Appendix B
and 10 CFR Part 50, Appendix 1 limits. The inspectors compared the
reported measurements in the 1996 report with those of previous years
and did not identify any adverse trends. The licensee appeared to be
effectively managing radiological effluents to maintain offsite doses as
low as reasonably achievable.

Conclusions

The 1996 Effluent Report was complete and met TS requirements The
Sgg;ological effluents were well within the 1imits specified in the
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The Annual Radlolo$ica1 Environmental Operating Report for 1996 was
reviewed to identify any adverse trends and to verify that the
requirements of TS were met.

Observations and Findings

Licensee TS 5.7.1.1.b required the licensee submit an Annual
Radiological Environmental Operating Report summarizing and tabulating
the results of all radiological environmental samples and environmental
radiation measurements taken during the period.

Sampling of the facility environs was performed by the State of Floriga
Department of Health, Bureau of Radiation Control. The State of Florida
also performed the required analyses, participated in the Environmentai
Protection Agency's Interlaboratory Comparison Program and performed the
annual Land-use Census.

The inspectors compared the reported radiation measurements in the 1996
report with those of previous years. There were increases in the
radioactivity observed in sediment and oyster samples. The increases
were attributed to an increase in radicactive liquid e ¥ '.onts released
during 1996. The liquicd affluent increased from 0.2 c. .3 1n 1995 to
0.5 curies in 1996. The licensee attributed the liquid effluent
increases to the two shutdowns in 1996 versus none 1n 1995.

Conclusions

The 1996 Annual Environmental Monitoring Report met TS requirements.
fhe report indicated that plant operations in 1996 had not resulted in
any significant impact on the environment.

Staff Training and Qualification in RP&C

Rad) Teains 1ifi ;

Inspection Scope (83750)

The inspectors reviewed e'ements of ihe licensee's RP General Employee
Training (GET).

Qbservations and Findings

Title 10 CFR Part 19.12, required the licensee provide radiation
protection instructions to radiation workers.

The licensee was one of the first to utilize the computer as an
instructor of GET and had utilized comguter based training for several
years. In addition to completing the RP training on 112 computer, the
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licensee developed practical factors to supplement the training.
Students were required to demonstrate knowledge and precautions
associated with various radiation protection controls. The practical
factors included reviews of radiation worker precautions,
responsibilities, and tours within the licensee s RCA with qualified HP
personnel. The tours provided the students the opportunity to see and
utilize radiation protection equipment, radiological posting and
labeling, radiation work permits, and radiation surveys in the RCA,
Students were encouraged to ask questions tnroughout the training.

conclusinns

The inspectors found the practical factor training an excellent training
component with the licensee's computer based training program.

RP&C Organization and Adrinistration

Organization Changes

Inspection Scope (83750)

The inspectors reviewed changes in the RP Organization since the last
radiation protection inspaction in 1996.

Observations and Findings

Licensee 1S 5.3.1 required. in part. each member of the unit staff meet
or exceed the minimum qualifications of ANSI N18.1, 1971 for comparable
positions, except for the Radiation Protection Manager (RPM), who shall
ngg or exceed the qualifications of Regulatory Guide 1. 8. September

The designated RPM 1s responsible for providing groper program oversight
and technical direction. The previous RPM, the Manager of RP, vacated
the position in 1996  The position was temporarily filled by a RP
Supervisor dur\n? thac period and a new Manager of RP was appointed in
November 1996. The inspector reviewed the qualifications of the new
Manager of RP and found the individual qualified for the RPM position.

The licensee had aluo cheénged the reporting and organization structure
of the RP&C organization in April 1497. Prior to the changes the
Nuclear Chemistry Department reported to the OBg;gt\ons Department and
the RP Department reported to the Maintenance rtment. In the
revised organization the Managers of Nuclear Chemistry and RP
dapartments raport to the Manager of Nuclear Chemistry and RP, a new
ﬁOSition‘ The Manager of Chemistry and RP reported to the Director of
fucleang;ant Operations. The new Manager of Chemistry and RP was the
ormer .
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fenclusions

The inspectors concluded the Manager of RP met the TS qualification
requirements for the RPM,

Conduct of EP Activities

Emergency Drill Observations
lnspection cope (71750)

On September 3, 1997, 1inspectors observed the licensee's annual
emer?ency greparedness drill, from both the technical support center
(TSC) and the simulator control ream. On September 5, 1997, an
inspector attended a rritique of the drill,

Qbservations and findings

The 1 ?g:tor observed in dri1) activities in the simulator control
room . ~imulator operating crew used good command and control and
were always aware of plant conditions because of frequent crew updates.
Throug the drill, a few comunication related i1ssues surfaced. One
1ssue was in obtaining sufficient persornel from operations (non-
licensed operators) to participate in the drill. Drill controllers
reported an exercise vehicle accident prematureiy. Another i1ssue was
with information reported by the state regarding steam generator tube
leak rates. Leak rates of grester than 200 gallons per minute were
st111 being reported by the state after the leak rates had decreased
when the reactor coolant system was depressurized. Lastly, 1t took
approximately half an hour before the simulator control room received
word At a fire onad been extinguished.

The 1 ector observec the emerYency preparedness drill in the TSC. The
Ticens 's response was in ¢ iance with procedure. however, 1t was
observed that the briefings held by the emergency coordinator (EC) did
not occur on a regular basis, but when the need was determined by the
EC. At times, this appeared to interfere with the personnel maintaining
awareness of ?lant status. For example, 1t was noted that approximately
20 minutes following the simulated evacuation of the auxiliary building,
the security resentative in the TSC was unaware that the evacuation
had been initiated and had not taken action to assure that the building
had been evacuated. Following notification, security was able to assure
timely completion of the simulated evacuation.

¢. Conclusions

The fundamental objectives of the drill were met and therefore the
inspectors consider the drill to be a success. Some minor communication
problems occurred, but nothing that was considered to detract from the
dri1l’s intent and purpose
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Conduct of Security and Safeguards Activities
Review of Lost Security Badge Incidents (71750)

As part of the licensee's implementation of their licensee exemption on
July 24 to allow security badges to t.2 taken offsite, *he inspectors
reviewed the results of the licensee's efforts to correct a problem with
individuals losing their badges while in the protected area. The
inspectors observed that licensee management had made correcting tnis
problem a significant priority starting in May of 1997. One step taken
was to purchase and strongly encourage the use of nylon lon‘:rds to
affix and retain an individual ‘s badge. Anot.er step was t

irvolvement of an individual's supervisor following each occurrence and
the develoESent of a consistent and progressive discipline process.

Alt these initiatives did not achieve significant results through
June, the inspector observed that only six lost badge events were
reported in July and none 1n August as of the 25th, . iese were
s1gn1f\<f:m‘1t reductions and indicated *h2 licensec's erforts w.re
successful .

In response to several problems with contractor per.onnel losing their
badges in June, the licensee strongly encouraged contractors to also
develop a policy to address inuividual accoun*abili y to minimize the
number of lost badges. The licensee did not specify any particular type
of policy for the contractor to develop. One contractu: adopted a
?oltcv on June 13 that any just badge would result in site termination.
n response to concerns about the negative effect this policy would have
on an individual be1ng reluctant to report a lost badge to Security and
looking for 1t instead. the inspector verified the contractor revi:ed
the policy on July 14 to require a case-by-case review of each lost
badge incident. The inspector reviewed 2ach of the six lost badge
occurrence reports for July and verified that in four of the occurrences
the individual noti1fied security about the missing badge and in the
other two the individual was unaware that his badge was missing. One of
these latter two examples involved a contractor employee after the new
policy was implemented July 14. The corrective action taken was
appropriate considering the extenudting circumstances involved with the
loss. The inspector concluded that individuals were not reluctant to
report missing badges to allow security to remove their access ability
until they could be located. The inspector did not identify any
concerns with the licensee's actions and concluded they were successful
ot significantly reducing lost badge incidents.

V.Management Meetings
Exit Meeting Summary
The inspection scope and findings were summarized on September 22, 1997.

Proprietary inforsation 1s not contained in this report. Dissenting
comments were not received from the licensee.
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PARTIAL LIST OF PERSONS CONTACTED

Licensee

Anderson, Senior Vice President, Nuclear Operativas
Baumstark, Director, Quality Programs

Cowan, Vice President, Nuclear Production

Davis. Assistant Plant Director, Operatiors and Chemistry
Grazio, Director, Nuclear Regulatory Affairs

Halnon, Assistant Plant Director, Nuclear Safety
Hickle, Director, Restart

Holden, Site Director

Kunsemiller, Manager, Nuclear Licensing

Marano, Director, Nuclear Site & Business Support
Pardee, Director, Nuclear Plant Operations

Pite, Mlnoger. Nuclear Regulatory Compliance
Rencheck , Director, Nuclear Engineering and Projects
Schiavoni, Assistant Plant Director, Maintenance
Taylor, Director, Nuclear Operations Training

i~ S T

. Bi11ings. Resident Inspector, Oconee (September 9 through 11, 1997)
i J’gg??. Director, Division of Reactor Safety, Region 11 {August 20 through

ENNoo

Er R4 XEXX

1P 37550:
1P 37551
1P 40500

- Molland, Reactor Inspector. Region 11 (

. Landis. Branch Chief, Region | (Au?ust 2

. Miller, Reactor Inspector, Region Il (Sep

. Ninh, Project E

. Raghaven, Projec

. Ross. Senior

. Schin, Reactor Inspector, Region Il (August 20 through 21, September 15
hrough 19, 1997)

. Thomas, Reactor Inspector Region Il (September 15 through 19, 1997)

tember 8 through 10, 1997)
through 21, 1997)

tember 15 through 19, 1997)

ineer, Region il (August 20 through 21, 1997)

Manager, NRR (August 20 through 21, 1997)

esident Inspector, Farley (August 19 through 22, 1997)

INSPECTION PROCEDURES USED

Engineeri

Onsite Engineeri

Effectiveness of Licensee Controls in [dentifying. Resolving. and
Preventing Problems

Surveillance Ob- . rvations

Conduct of Maintenance

Plant Operations

Plant Support Activities

Occupational Radiation Exposure

Radioactive Was.. atment and Effluent and Environmental
Monitoring

Follow up - Operations

Follow up - Maintenance

Follow up - Engineering
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ITEMS OPENED, CLOSED, AND DISCUSSED

Opened
Lype / ltem Number  Status  Description and Reference

VIO 50-302/97-13-02 Open Failure to perform a safety
evaluation prior to erecting
scaffolding in the vicinity of
;sffgy related equipment. (Section

V1O 50-302/97-13-03 Open Failure to follow procedure for
controlling breakers removed from
switchgear cubicles. (Section £2.1)

IF1 50-302/97-13-06 Open Review Accurac¥ of Gaseous Effluent
Release Start Times and Volumes.
(Section R1.4)

Closed
Type/lten Number aLatus Description and Re o7 nce

NCV 50-302/97-13-01 Closed Improper Clearance Restoration
Causes RCS Leak. (Section 01.4)

VIO 50-302/94-25-01 Closed Failure to Properly Control the
Control Complex Habitability
Envelope (Door Blocked Open for
Maintenance Work). (Section 08.1)

LER 50-302/94-009-02 Closed Unauthorized Tests Involving Makeup
agng)Level and Pressure. (Section

V10 50-302/96-01-01 Closed Inadequate Corrective Action to Fix
HPI Flow Indication Problems
(Section 08.3)

V10 50-302/97-01-01 Closed Inadequate Clearance Ta 1n?
Requirements (Section 08 .4

V10 §0-302/97-01-02 Closed Failure To Follow Procedures.
Resulting In An Inadvertent
Emergency Diesel Generator Start.
(Section 08.5)

LER 50-302/96-018-00  Closed Failure to Verify Reactor Building
Penetrations Closed per Technical
Specifications. (Section MB.1)
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LER 50-302/96-018-01

VIO EA 96365, 96-465

96-527, V10 B (0201%)

V10 EA 96-365, 96-465,

96-627, V10 A(01012,
01022 and 01032)

LER 50-302/96-020

VIO EA 96-365, 96-465,

96-527. V10 A 01042)

LER 50-302/97-001

VIC EA 96-365, 96-465,

96-527. VIO A (010562)

NCV 50-302/97-13-04

NCV §0-302/97-13-05

Discussed

Type / 1tem Number
IF1 50-302/97-11-04

URT §0-302/95-02-02

Closed

Closed

Closed

Closed

Closed

Closed

Closed

Closed

Closed

Open

L e

Failure to Verify Reactor Building
Penetrations Closed per Technical
Specifications. (Section M8.1)

Three Inadequate Procedures
for Containment Penetration
Surveillances. (Section M8.1)

£0G Loading USQs due to inadequate
10 CFR 5C 59 evaluations: three

examples (one modification and two
procedure changes). (Section £8.1)

Unreviewed Safet{ Questions
Concerning Diesel Generator Loading
Caused by Interpretation of
Regulatory Requirements Other than
Prescribed. (section EB.1)

EFW NPSH USQ due to Inadequate
10 CFR 50 .59 Safety Evaluation for A
Modification. (Section E8.2)

Ineffective Change Management
Results in Unrecognized NPSH [ssue
Affecting EFW Availability.
(section £8.2)

EFW USQ due to Remov1n$ the
Automatic Open Signal from ASV-204,
Reducing the Reliability of EFP-2.
(section £E8.3)

Failure To Control Licensed
Byproduct Materials and Make
Adequate Contamination Surveys of
Contaminated Tools Released from the
Licensee s RCA. (Section R1.1)

Failure To Secure Unattended High
Radiation Area Door. (Section R1.3)

Corrective Actions for roximately
4000 Precursor Cards not Tracked to
Completion. (Section 07.1)

Control Room Habitability Envelope
Leakage. (Section 08.1)
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VIO EA 96-365.96-465, Open Use of Unverified Calculations to

96-527. V10 B (02013) EB )rt Mod) fications. (Section

UR] 50-302/97-07-03 Open Reactor Building Liner Plate
Degradation. (Section E8.4)

V10 50-302/96-01-06 Open Failure to Correctly Translate

Design Basis of Service Water System
into Procedures., Drawings, and
Instructions. (Section £8.5)

LER 50-302/96-005-01  Open Inadequate Failure Modes Review
Creates Possibility of Cooling Water
Flow Outside of Design Limits.
(Section E8.5)

LIST OF ACRONYMS USED

ABD - Analysis Basis Document

Al - Administrative Instruction

AP - Abnormal Procedures

AR < Air Removal

BAST - Boric Acid Storage Tank

CARB - Corrective Action Review Board

CCHE - Control Complex Habitability Envelope

CFR - Code of Federal Regulations

CFT - Core Flood Tank

v - T R Caanatmcy Vastitation Sysh
- Control Room y Ventilation System

CR3 - Crystal River umg 3

cr - Current 1ransformers
DBD - Design Basis Document
DH - Decay Heat

DHP - Decay Meat Pump
DHV - Decay Heat Valve
DNPO - Director, Nuclear Plant Operations
DPM - Disintegration Per Minute
Eecs . Enforcomené Actéon] :
- tmergency Core Cooling System
EDBD - Enhanced Design Basis Document
£DG - Eme y Diesel Generator
- Escalation Enforcement [tem
EFIC - Emergency Feedwater Initiation and Control
EFW - Emergency Feedwater
£OP - Emergency Operating Procedure
£S - Engineered Safeguards
£ESQPM - Environmental and Seismic Qualification Program Manual
FLA - Full Load res
FLUR - First Level rvoltage Relays
FME - Foreign Material Exclusion
FPC - Florica Power Corporation
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Final Safety Analysis Report
Fire Service
Framatome Technologies, Inc.

- General Employee Training

- Generic Letter

- Mealth Physics

« High Pressure Injection

- Health Physics Technician

- Heating Ventilation and Air Conditioning
- Instrumentation and Controls

« Inspector Follow-up 1tem

- Institute of Nuclear Power Operations

- Integrated Performance Assessment Process
- Inspection Report

- Instrumert Society of America

< Inservice Inspection

- Kilowatts

- Licensee Event Report

- Loss of Coolant Accident

- Loss of Offsite Power

- Low Pressure Injection

- Modification Approval Record

. Nuna?enent Corrective Action Plan

Mi111 Roentgen Equivalent Man

- Main Steamline Break

- Make-up Tank

. MKC'UD Vulve

- Non-cited Violation

- Nuclear Engineering Procedure

- Nuclear General Review Committee

- Nuclear Operations Tracking and Expediting System
- Notice of Violation

- Net Positive Suction Head

- Nuclear Procurement and Storage Mar.al
- Nuclear Quality Assessments

- Nuclear Regulatory Commission

. Office of Nuclear Reactor Regulation

- Operability Concerns Resolution

- Off-site Dose Calculation Manual

- Operating Instruction

- On The Job Training

- Operating Procedure

- Precursor Card

- Preventive Maintenance

- Plant Modification Review Group
- Post Maintenance Test

- Power Operated Relief Valve
< Primary Plant Operator

- Problem Report

- Plant Review Committee

- Liquid Penetrant Test

- Quality Assurance
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- Reactor &Mdmg

- Radiologically Controlled Area

- Reactor Coolant Bleed Tanks

- Reactor Coolant Pump

- Reactor Coolant System

- Request for Engineering Assistance

- Regulatory Guide

- Radiation Monitor

- Radiation Protection

- Radiation Protection Manager

- Radiological Protection and Chemistry
- Radiation Safety Procedure

- Systematic Assessment of Licensee Performance

- Small Break Loss of Coolant Accident

- Security Event Lo?

- Security Information Reports

- Second Level Undervoltage Relays
- Shift Manager

- Surveillance Procedure

- Setsmic Quality Upgrade Group

- Survetllance irement

- Senior Reactor rator

- System, Structure or Component

- Safety System Functional Inspection
- %h\ft SupeEmsor on Duty

- Temporar nge

- Topical Design Basis Document

- Technical ification

- Unresolved Item

- Unreviewed Safety Question

- Violatica

- Work Irstructions

- Work R/ quest

- Welding Services, Inc.




