
November 22, 1996 

M r .  D. R. Gipson 
Senior Vice President 
Nucl ear Generation 
The D e t r o i t  Edison Company 
6400 North D ix ie  Highway 
Newport, M I  48166 

~ 

SUBJECT: NRC INSPECTION REPORT NO. 50-341/96007 

Dear M r .  Gipson: 

On September 13, 1996, the NRC completed an inspection a t  the Fermi 2 reactor 
f a c i l i t y .  The enclosed repor t  presents the resu l t s  o f  t h a t  inspection. 

During t h i s  6-week inspection period, your s t a f f  demonstrated a good safety 
focus i n  response t o  an emergency diesel  generator t r i p  by promptly t e s t i n g  
the other three diesels t o  assure t h a t  the po ten t ia l  f o r  common mode f a i l u r e  
d i d  not ex is t .  
encountered during safety system outages were prompt and aggressive. However, 
as re f l ec ted  i n  the f i v e  examples o f  v io la t i ons  described below, problems w i t h  'u modi f i ca t  i on imp1 ementat i on , work control  , procedural compl i ance, and post 
maintenance res tora t ion  pe rs i s t  and needs t o  be addressed. 

I n  addit ion, your act ions t o  i d e n t i f y  and assess problems 

Based on the resu l t s  o f  t h i s  inspection, the NRC has determined t h a t  several 
v io la t i ons  o f  NRC requirements occurred. These v io la t i ons  are c i t e d  i n  the 
enclosed Notice o f  V io la t ion  (Notice) and the circumstances surrounding them 
are described i n  d e t a i l  i n  the subject inspect ion repor t .  

The f i r s t  v i o l a t i o n  concerned a modi f icat ion t h a t  was made t o  a safety service 
water system i n  a manner contrary t o  e x p l i c i t  ins t ruc t ions  i n  the 10 CFR 50.59 
Safety Evaluation. While i t  was subsequently determined tha t  the impact was 
minor, your s t a f f  v io la ted a process c r i t i c a l  t o  maintaining the p lan t  w i th in  
i t s  l i cens ing  basis. It i s  a concern t o  us t h a t  the oversight by your s t a f f  
was not s u f f i c i e n t  t o  i d e n t i f y  t h i s  condit ion. 

The second v i  o l  a t i  on concerned inadequate on1 i ne maintenance contro l  s . 
previous inspections, we have expressed concerns w i t h  coordination problems 
associated w i th  plann ng and conducting onl ine maintenance. This spec i f i c  
on l ine maintenance t o  the Reactor Core I s o l a t i o n  Cooling System was performed 
w i th  ex i s t i ng  system n-leakage t h a t  was not  proper ly evaluated. As a resu l t ,  
t h i s  important safety system was un in ten t iona l l y  rendered inoperable. 

Duri ng 
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The t h i r d  v i o l a t i o n  concerned adherence t o  procedurei. We c i t e d  two examples, 
one per ta in ing  t o  inadequate control  of scaffolding. Scaf fo ld ing was b u i l t  
and used without the required reviews, inc lud ing required rad ia t i on  surveys. 
As a resu l t ,  the  impact on p lan t  operations were not known. The other example 
pertained t o  changes t o  a work package being performed i n  v i o l a t i o n  o f  your 
work cont ro l  inst ruct ions.  

'- 

The f o r t h  v i o l a t i o n  pertained t o  the continuing problem w i th  procedure 
adequacy. 
w i th  procedure adequacies. 
resolv ing t h i s  issue. The current v io la t i on  addresses inadequacies w i th  the 
System Operating Procedure f o r  Emergency Diesel Generator switchgear room 
vent i la t ion .  The procedure was inadequate i n  t h a t  i t  f a i l e d  t o  provide 
ins t ruc t ions  f o r  damper restorat ion.  
a damper fo l low ing  maintenance. 

During several previous inspections, we have ra ised the  concern 
Your correct ive actions have not been e f f e c t i v e  i n  

This contr ibuted t o  a f a i l u r e  t o  restore 

You are required t o  respond t o  t h i s  l e t t e r  and should fo l l ow  the  ins t ruc t ions  
speci f ied i n  the enclosed Notice when preparing your response. 
use your response, i n  part,  t o  determine whether fur ther enforcement act ion i s  
necessary t o  ensure compliance w i th  regulatory requirements. 

I n  accordance w i th  10 CFR 2.790 o f  the NRC's "Rules o f  Practice," a copy o f  
t h i s  l e t t e r  and i t s  enclosures, and your response w i l l  be placed i n  the NRC 
Publ i c  Document Room (PDR) . 

The NRC w i l l  

Sincerely, 

Original signed by: 
John A .  Grobe, Acting Deputy Director 
James L. Caldwell, Act ing D i rec tor  
Div is ion o f  Reactor Projects 

Docket No.: 50-341 
License No. : NPF-43 

Enclosures: 
1. Notice o f  V io la t ion  
2. Inspect ion Report 

NO. 50-341/96-07 

cc w/encl : N. Peterson, 
Supervi sor o f  Compl i ance 

P. A. Marquardt, Corporate 
Legal Department 

James R. Padgett, Michigan Public 
Service Commission 

Michigan Department o f  
Publ i c Heal t h  

Monroe County, Emergency 
Management D iv is ion  

(See attached continued d i s t r i bu t i on )  
LJ 
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NOTICE OF VIOLATION 
ie! 

Detroit Edi son Company 
Fermi 2 

Docket No. 050-341 
License No. NPF-43 

During an NRC inspection conducted on August 2 through September 13, 1996, 
violations of NRC requirements were identified. 
"General Statement of Pol icy and Procedure for NRC Enforcement Actions, 'I 
NUREG 1600, the violations are listed below: 

1. 10 CFR Part 50.59, requires in part, that changes to a utilization 
facility as described in the safety analysis report shall be reviewed to 
ensure that the change does not involve an unreviewed safety question. 

In accordance with the 

- 

Contrary to the above, inspectors identified that on September 10 and 
11, 1996, a modification to the Division 1 Residual Heat Removal Service 
Water System (RHRWS) drain lines was performed without a review to 
ensure that the modification did not involve an unreviewed safety 
question in that both RHRSW lines in Division 1 were worked 
simultaneously which had not been analyzed. 

This is a Severity Level IV Violation (Supplement I). 

2. Technical Specification 6.8.1 requires, in part, that written procedures 
be established, implemented, and maintained covering the applicable 
procedures recommended in Appendix A of Regulatory Guide 1.33, Revision 
2, February 1978. Item 9.e of Appendix A of Regulatory Guide 1.33, 
Revision 2, requires general procedures for the control of maintenance. 

Operations Conduct Manual (MOP) 05, "Control of Equipment," Revision 5, 
Section 2.2.1, requires that operations evaluate the consequences of 
removal o f  equipment from service, including technical specification 
(TS) limiting conditions for operations (LCO) actions which might 
require an action statement to be carried out, expected time for 
restoration, and other systems which may be affected. 

Contrary to the above, on September 9, 1996, operators failed to 
adequately evaluate the consequences of removing the Reactor Core 
Is01 ation Cooling Barometric Condenser Condensate Pump from service. 
Removal of the pump from service rendered the Reactor Core Isolation 
Cooling system inoperable and required an entry into Technical 
Specification LCO actions. 

This is a Severity Level IV Violation (Supplement I). 

3. 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures and 
Drawing," requires in part, that activities affecting quality shall be 
accompl ished in accordance with procedures appropriate to the 
circumstances. 



Notice o f  Violation -2- 

a. Fermi 2 Maintenance Conduct Manual , Chapter 8 ,  "Scaffolding," 
.- Section 3.12, s t a t e s  in part, t h a t  scaffolds erected i n  the 

Auxiliary Building be inspected by a senior reactor operator or 
reactor operator t o  ensure tha t  the operabili ty of safety related 
equipment is not compromi sed. 

Contrary t o  the above, on August 21, 1996, four scaffolds erected 
i n  the Auxiliary Building were not inspected by a senior reactor 
operator or  reactor operator. - 

Fermi 2 Work Control Conduct Manual, Chapter-2, "Work Control," 
Section 3.7, stated i n  part, tha t  a general supervisor must 
clear ly  i n i t i a l  and date a minor revision t o  a work instruction. 

b. 

Contrary t o  the above, on August 3, 1996, a general supervisor 
fa i led  t o  i n i t i a l  and date a change i n  step sequence, a minor 
revision t o  Work Instruction 0002964041 t ha t  required performance 
of steps i n  sequenc-e. 

T h i s  is  a Severity Level IV Violation (Supplement I). 

4.  10 CFR Part 50, Appendix B y  Criterion V, "Instructions,  Procedures and 
Drawing," requires in part, that  a c t i v i t i e s  affecting qual i ty  shall  be 
accompl i shed i n  accordance w i t h  procedures appropriate t o  the 
circumstances. 

Contrary to  the above, on September 5, 1996, System Operating Procedure 
23.420, Revision 18, "Residual Heat Removal Complex Heating and 
Ventilation," a procedure prescribing an ac t iv i ty  affect ing quali ty,  was 
not appropriate t o  the circumstances. Specifically,  the procedure was 
inadequate i n  that  i t  fai led to  ensure tha t  a temporary blocking device 
was removed from Emergency Diesel Generator 11 Switchgear Room Damper 
X4103-F109. 

This is  a Severity Level IV Violation (Supplement I ) .  

Pursuant t o  the provisions of 10 CFR 2.201, the Detroit Edison Company is  
hereby required to  submit a written statement o r  explanation t o  the U.S. 
Nuclear Regulatory Commission, ATTN: Document Control Desk, Washington, D.C. 
20555 w i t h  a copy t o  the Regional Administrator, Region 111, and a copy t o  the 
NRC Resident Inspector a t  the f a c i l i t y  t h a t  i s  subject of this Notice, within 
30 days of the date of the l e t t e r  transmitting t h i s  Notice of Violation 
(Notice). T h i s  reply should be clearly marked as a "Reply t o  a Notice of 
Violation'' and should include for  each violation: (1) the reason fo r  the 
violation, or, i f  contested, the basis fo r  disputing the violation, ( 2 )  the 
corrective steps tha t  have been taken and the results achieved, (3) the 
corrective steps tha t  will be taken t o  avoid further violations,  and (4) the 
date when f u l l  compliance will be achieved. Your response may reference o r  
i ncl ude previous docketed correspondence, i f  the correspondence adequately . "  

'e 
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Notice o f  Violation 
L/ 
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addresses the required response. 
the time specified in this Notice, an order or a Demand for Information May be 
issued as to why the license should not be modified, suspended, or revoked, or 
why such other action as may be proper should not be taken. 
is shown, consideration will be given to extending the response time. 

If an adequate reply is not received within 

Where good cause 

Because your response will be placed in the NRC Public Document Room (PDR), to 
the extent possible, it should not include any personal privacy, proprietary, 
or safeguards information so that it can be placed in the PDR without 
redaction. If personal privacy or proprietary information is necessary to 
provide an acceptable response, then please provide a bracketed copy of your 
response that 
identifies the information that should be protected and a redacted copy of 
your response that deletes such information. If you request withholding of 
such material, you must specifically identify the portions of your response 
that you seek to have withheld and provide in detail the bases for your claim 
of withholding (e.g. explain why the disclosure of information will create an 
unwarranted invasion o f  personal privacy or provide the information required 
by 10 CFR 2.790(b) to support a request for withholding confidential 
commercial or financial information). If safeguards information is necessary 
to provide an acceptable response, please provide the level of protection 
described in 10 CFR 73.21. 

Dated at Lisle, Illinois, 
thisaaqtday o f ' n w ,  1996. 



U. S. NUCLEAR REGULATORY COMMISSION 

REGION 3 

Docket No: 50-341 
License No: NPF-43 

Report No: 50-341/96-07 

Licensee : Det ro i t  Edison Company (DECo) 

Faci 1 i ty: Enrico Fermi, Unit 2 

Location: 6400 N. D i x i e  Hwy. 
Newport, M I  48166 

Dates: August 2, through September 13, 1996 

Inspectors : A. Vegel , Senior Resident Inspector 
C. O’Keefe, Resident Inspector 
A. Kugler, Project  Manager, NRR 
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EXECUTIVE SUMMARY 

Enrico Fermi, Un i t  2 
NRC Inspection Report 50-341/96-07 

This inspect ion included aspects of l icensee operations, engineering, 
maintenance, and p lan t  support. 
inspection; i n  addit ion, it includes the resu l t s  o f  inspections by the  NRR 
Project  Manager and a regional pro jects  inspector. 

The repor t  covers a 6-week per iod o f  resident 

ODerati ons 

Licensee i d e n t i f i e d  inadequate res tora t ion  from emergency d iesel  
generator switchgear room maintenance resul ted i n  a damper being l e f t  i n  
the wrong conf igurat ion.  This was an addi t ional  example o f  a cont inuing 
concern w i th  inadequate configuration contro l  on res tora t ion  f rom 
maintenance a c t i v i t i e s .  (04.1) 

The lack  o f  operator understanding o f  the design funct ion o f  the Reactor 
Core I s o l a t i o n  Cool ing(RC1C) barometric condenser whi le the system was 
i n  standby, and an inadequate alarm response procedures contr ibuted t o  
the delayed recogni t ion tha t  the system was inoperable. (M4.1) 

Mai n t enance 

Poor cont ro l  o f  t e s t  equipment and inadequate documentation resul ted i n  
not removing a t e s t  device from the output breaker f o r  Combustion 

d Turbine Generator 11-1 during vendor refurbishment. This caused damage 
t o  breaker support equipment whi le attempting t o  rack the breaker. 
( M l .  2) 

A ser ies o f  ex i s t i ng  equipment def ic ienc ies i n  a reactor bu i l d ing  
equipment d ra in  sump went un ident i f ied  u n t i l  a new equipment leak began 
increasing the  input  t o  the sump. 

Maintenance, Engineering, and Operations response t o  an emergency d iesel  
generator t r i p  was prompt and wel l  coordinated. 
common mode f a i l u r e  was e f f e c t i v e l y  addressed. 

(M2.1) 

0 
The poten t ia l  f o r  

(M2.3) 

0 Inadequate administrat ive control  o f  scaf fo ld ing was i d e n t i f i e d  by 
inspectors. (M3.1) 

0 Inadequate work documentation f o r  reactor bu i l d ing  equipment d ra in  sump 
was i d e n t i f i e d  by inspectors. (M3.2) 

Reactor Core Is01 a t ion  Cooling System (RCIC)  rendered unexpectedly 
inoperable dur ing on1 i ne maintenance because system in1 eakage was not 
adequately considered during work planning. 

Safety system outage c r i t i ques  were e f f e c t i v e  i n  i d e n t i f y i n g  and 
assessi ng probl ems. (M7.1) 

0 

(M4.1) 

2 



Ensineering 

%L/ Inspectors identified that safety system service water modification was 
performed in manner contrary to the applicable 10 CFR 50.59 safety 
evaluation. (El. 1) 

RCIC leak at a hose connection was not reported to operations or 
radiation protection. Contaminated leakage was not collected or posted 

' as a result. (E2.1)  

Failure mode for control room recorders was identified by the licensee 
during preparation for a plant modification. Prompt investigation and 
corrective actions were taken. (E7.1) 

System engineering did not adequately assess the impact of removing the 
barometric condenser condensate pump from service with the RCIC steam 
inlet valve leaking. As a result, the operability of the RCIC system 
and the control room staff were unnecessarily challenged. (M4.1) 

P1 ant Surmort 

Licensee identified several instances of eating and drinking in the 
radiologically restricted area. 
(Rl. 1) 

Prompt corrective measures were taken. 

._ - 
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Summary o f  Plant Status 

U n i t  2 oDerated between 

RePort Detai 1 s 

84 and 89 percent power throughout t h i s  inspect ion 
period. 
nuisance main turb ine v i b r a t i o n  alarms. 

Per iod ica l ly ,  reactor  power was lowered t o  reduce the number o f  

I .  ODerati ons 

01 Conduct o f  Operations 

01.1 General Comments (71707) 

Using Inspection Procedure 71707, the inspectors assessed p l a n t  
operations. The conduct o f  p lan t  operations was professional and 
safety-conscious; spec i f i c  events and noteworthy observations are 
deta i led i n  the sections below. 

02 Operational Status o f  F a d  1 i t i e s  and Equipment 

02.1 Ensineered Safetv Feature System Walkdowns (71707) 

The inspectors used Inspection Procedure 71707 t o  walk down accessible 
port ions o f  the fo l lowing systems: !v’ 
0 High Pressure Cool ant I n j e c t i o n  System 
0 Reactor Core I s o l a t i o n  Cooling (RCIC)  System 
0 Emergency Diesel Generators (EDGs) 11, 12, 13 and 14 
0 Residual Heat Removal Service Water (RHRSW) System 

0 Reactor Protect ion System Power 
0 Hydrogen Recombiner System 

Standby Gas Treatment (SBGT) System 

Equipment operabi l i ty ,  mater ia l  condition, and housekeeping were accept- 
able i n  a l l  cases. 
1 i censee’ s a t t e n t i  on and were corrected. 

Several minor discrepancies were brought t o  t h e  

The inspectors i d e n t i f i e d  brass nuts on s tee l  studs fastening the heater 
covers on both d iv is ions  o f  SBGT f i l t e r  housings. System engineering 
invest igated the mater ia l  and determined t h a t  the o p e r a b i l i t y  o f  the 
system was not  a f fected because the system operated a t  a low pressure, 
therefore not  chal lenging the strength o f  the fasteners. I n  addit ion, 
due t o  the e l e c t r i c a l  po ten t ia l  o f  the mater ia l  being s i m i l a r  and low 
humidity i n  the SBGT room, the po ten t ia l  f o r  galvanic corrosion was 
minimal. 

‘4’ 
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As discussed i n  d e t a i l  i n  Section M3.1, the inspectors i d e n t i f i e d  
numerous sca f fo ld  problems. I n  one case, on September 13, the 
inspectors i d e n t i f i e d  tha t  a scaf fo ld  was erected such t h a t  a cross bar 
was w i t h i n  one inch o f  an a l ternate rod i n j e c t i o n  solenoid valve. With 
such a small clearance between the valve and the scaffolding, the  
inspectors were concerned tha t  the scaf fo ld ing could p o t e n t i a l l y  impact 
the solenoid valve, thereby a f fec t ing  the a b i l i t y  o f  the valve t o  
perform i t s  safety function. The sca f fo ld  tag ind icated t h a t  operations 
had previously inspected and accepted the scaffold.  The inspectors 
discussed the questionable conf igurat ion w i th  operations personnel and 
management. 
no spec i f i c  guidance was given t o  operators on how t o  determine the 
adequacy o f  scaf fo ld ing i n s t a l l a t i o n  w i th  respect t o  clearances around 
safety  re la ted  equipment. One l icensed operator stated t h a t  i f  the 
sca f fo ld  could be j i g g l e d  without touching safety re la ted  equipment, i t  
was acceptable. Operations management had the sca f fo ld  i n  question 
moved and was reviewing the issue of acceptance c r i t e r i a  f o r  scaffold 
near safety re1 ated equipment t o  ensure the equipment would remain 
operable. 

Based on these discussions, the inspectors determined t h a t  

This w i l l  be tracked as an inspection fol lowup i tem ( I F I )  
(50-341/96-07-01), 

02.2 Main Turbine Low Pressure InterceDt Valve Closure 

a. InsDection ScoDe (717071 

Inspectors reviewed l icensee act ion i n  response t o  an unexpected closure 
o f  the Numbers 4 and 5 Main Turbine Low Pressure In te rcept  Valves 
(LPIV). The inspectors reviewed l icensee documentation, inc lud ing  
Devi a t i on  Event Report (DER) 96-0904 t h a t  documented event occurrence, 
and discussed the cause for the event w i th  operations and engineering 
personnel. 

b. Observations and F i  ndi nqs 

On August 7, wi th  the p lan t  operating a t  84 percent power, the No. 4 
(N3021F0310) and No. 5 (N3021F013E) LPIVs closed unexpectedly. 
cont ro l  room annunciators were received inc lud ing "Uni t ized Actuator 
In tercept  Val ve Faul t" a1 arm. No appreci ab1 e change i n  reac tor  
parameters occurred as a r e s u l t  o f  the t rans ient .  
inves t iga t ion  determined tha t  the cause f o r  valve closure was a blown 
power supply fuse (FS-39). Both power supply fuses were replaced and 
the LPIVs were restored t o  service. Licensee inspect ion o f  the  blown 
fuse determined t h a t  an overcurrent condi t ion caused the fuse t o  open. 
However, no spec i f i c  cause f o r  the overcurrent condi t ion was iden t i f i ed .  
The l icensee i d e n t i f i e d  tha t  fuse FS-39 had previously f a i l e d  i n  
December 1989, and March 1990. 
not determined. 
encountered w i th  the fuse. 

Expected 

Licensee 

The roo t  cause f o r  these f a i l u r e s  was 
Since the f a i l u r e  i n  1990, no other problems have been 

5 



C. 

\'Ll 

04 

04.1 

a. 

b. 

+.,d 

Concl us i  ons 

The 1 icensee concluded t h a t  the cause f o r  the overcurrent condi t ion and 
resul  t a n t  fuse f a i  1 ure was indeterminate. However, the 1 i censee p l  anned 
t o  replace the hydraul ic actuators f o r  LPIV's No. 4 and 5 dur ing the  
upcoming re fue l ing  outage. The inspectors concluded t h a t  l icensee 
invest igat ion o f  the fuse f a i l u r e  was adequate. 

Operator Know1 edge and Performance 

Emeraencv Diesel Generator No. 11 Venti 1 a t i  on DamDer Conf i clurat i on 
Control Inadeauacies 

InsDection ScoDe (71707) 

Inspectors reviewed the circumstances t h a t  l e d  t o  EDG 11 Switchgear Room 
Damper X4103-F109 being l e f t  blocked a f t e r  the completion o f  maintenance 
a c t i v i t i e s .  This damper was required t o  be operable by Technical 
Specif icat ions. 
s t a f f  and management and attended a lessons learned meeting f o r  
operators, maintenance technicians, and engineering s t a f f  on September 
16. 
event , i nc l  udi ng DER 96-1090 and System Operating Procedure (SOP) 
23.420, Revision 18, "RHR Complex Heating and Vent i lat ion."  

The inspectors discussed the event w i th  operations 

The inspectors also reviewed 1 icensee documentation r e l a t e d  t o  the 

Observations and Findinqs 

On Ju ly  12, EDG 11 switchgear room re turn  a i r  damper X4103-F104 was 
found open, when i t  should have been shut. With the damper inoperable, 
Technical Speci f icat ions 3.8.1.1 and 3.8.3.1 f o r  an inoperable d iesel  
generator were entered and actions were i n i t i a t e d .  The EDG 11 
switchgear room dampers were blocked open i n  according t o  SOP 23.420 and 
the TS act ion statements were exited. Section 7.0, "Operation wi th  
Inoperable Dampers,' o f  SOP 23.420 d i rected t h a t  w i th  the X4103-F104 
damper inoperable, a l l  other dampers f o r  the EDG 11 switchgear room also 
be declared inoperable and be blocked open t o  predetermined pos i t ions 
w i t h  clamps. Tracking LCO 96-0396 was i n i t i a t e d  t o  t rack  manual 
pos i t ion ing o f  dampers. On September 5, maintenance completed work on 
damper X4103-F104 and were d i rected by control  room operators t o  
"unblock and re tu rn  a l l  the EDG 11 switchgear room dampers t o  service." 
Later, maintenance personnel reported t o  the control  room t h a t  the  
dampers were unblocked. A 1 icensed operator then conducted a wal kdown 
o f  the dampers, v e r i f y i n g  t h a t  the dampers were restored t o  normal and 
t rack ing LCO 96-0396 was exited. On September 6, a non-licensed 
operator reported t o  the contro l  room t h a t  the EDG 11 exhaust a i r  damper 
X4103-F109 was blocked. The damper was unblocked and returned t o  
service. Deviat ion Event Report (DER) 96-1090 was i n i t i a t e d  t o  document 
event occurrence and t r a c k  correct ive actions. 

SOP 23.420, Section 7.2.2.4.b stated "Track a l l  manually posi t ioned 
dampers as inoperable on the LCO log. Tracking should be done as a 
group so t h a t  each group i s  e n t i r e l y  returned t o  service." However, the 

1 .  
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inspectors noted there i s  no procedure f o r  res to r ing  dampers t o  service. 
The inspectors noted t h a t  LCO 96-0396 re fer red only t o  damper X401-F104, 
but ind icated t h a t  dampers were blocked per SOP 23.420. The l icensee 
stated t h a t  the l a t t e r  notat ion was equivalent t o  t rack ing  the dampers 
as a group. 

Licensee inves t iga t ion  o f  the event determined t h a t  the cause f o r  the  
event was the l ack  o f  conf igurat ion control  o f  switchgear room dampers. 
Spec i f i ca l l y ,  there was not a structured process f o r  the operators t o  
fo l l ow  t o  ensure t h a t  the dampers were returned t o  service, fo l low ing  
maintenance a c t i v i t i e s .  

c. Conclusion 

The inspectors concluded tha t  due t o  the lack o f  a res to ra t ion  
procedure, non-specific d i rec t i on  t o  restore the dampers, and a l ack  o f  
a t ten t ion  t o  d e t a i l  by the operator performing the independent 
ve r i f i ca t i on ,  damper X4103-F109 was not restored t o  service and the LCO 
was improperly cleared. 

Based on inspector observation o f  1 icensee immediate cor rec t ive  actions 
i n  progress a t  the end o f  the inspection period, l icensee inves t iga t ion  
and review o f  the event were thorough. However, the inspectors were 
concerned by continued recurrence o f  events caused by poor equipment 
configuration contro l  during post maintenance restorat ion.  As 
documented i n  Inspection Reports 96002 and 96004, several events had 
occurred prev i  ousl y due t o  inadequate restorat ion o f  equipment . For 
example, on February 23, fo l lowing the completion o f  maintenance 
a c t i v i t i e s ,  operators d i d  not restore the s t a r t i n g  a i r  system f o r  EDG 14 
whi le re tu rn ing  i t  t o  a standby l ineup. On A p r i l  11, the D iv is ion  1 
Emergency Equipment Cooling Water Pump Motor Breaker was not  restored 
adequately fo l lowing maintenance. On Apr i l  16, a contro l  rod d r i ve  
hydraul i c  cont ro l  u n i t  Val ve was not restored f o l  1 owing maintenance . 
Based on the  continued occurrence o f  conf igurat ion contro l  problems, the 
cor rec t ive  actions taken f o r  previous events have not been e f fec t i ve .  

Though the safety consequences o f  the misposi t ioned damper was minor, 
the continued recurrence o f  problems w i th  res to ra t ion  o f  equipment 
fo l lowing maintenance was a concern. 
f o r  previous events could reasonably have prevented t h i s  event, 
m i  t i g a t i o n  o f  enforcement sanctions was not  warranted per Section V I I B  
o f  "General Statement of Pol icy  and Procedure f o r  NRC Enforcement 
Actions," (NUREG 1600). Consequently, the f a i l u r e  o f  the l icensee t o  
ensure t h a t  procedure SOP 23.420 was adequate t o  ensure EDG switchgear 
room damper conf igurat ion was a v i o l a t i o n  o f  10 CFR Part 50, Appendix B y  
Cr i te r i on  V (50-341/96-07-02). 

Since 1 icensee cor rec t ive  act ions 
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I I .  Hai ntenance 
i’j 

W1 Conduct o f  Maintenance 

M 1 . l  General Comments 

a. InsDection ScoDe (627031 

The inspectors observed a l l  o r  port ions o f  the fo l lowing work 
a c t i v i t i e s :  

Emergency Diesel Generator No. 12 Star t ing  A i r  Compressor Repai r 
Emergency Diesel Generator No. 12 Fast S t a r t  
New Fuel Receipt Inspection 
New Stat ion A i r  Compressor SOE Testing 
MLO Cool e r  C1 eani ng 
Load Shed Agastat Replacement f o r  Bus 72E 
RHR Room Cooler Fan Motor Replacement 
RHR System F i l l  and Vent Survei l lance 
Combustion Turbine Generator (CTG) 11-1 Refurbishment and Testing 
Sump DO73 Repairs and Troubleshooting 

b. Observations and Findinqs . 
The inspectors found the work performed under these a c t i v i t i e s  t o  be 
wel l  control led.  A l l  work observed was performed w i t h  the work package 
present and i n  act ive use. 
assigned tasks. When applicable, appropriate rad ia t ion  exposure contro l  
measures were i n  place. 
are l i s t e d  below. 

Technicians were knowledgeable o f  t h e i r  

Speci f ic  discussions o f  maintenance observed 

On September 10 whi le  observing i n s t a l l a t i o n  o f  new dra in  l i n e s  i n  the 
r e t u r n  l i n e s  t o  the D iv is ion  1 Mechanical Draft Cooling Towers, the 
inspectors observed questionable fore ign mater ia ls exclusion contro l  
practices. W r i n g  performance o f  the work, the inspectors observed t h a t  
a t  times the f l o o r  drains were not  covered. The f l o o r  drains i n  
question, drained t o  the Ul t imate Heat Sink (UHS). 
appeared t o  have f a l l e n  i n t o  the UHS and the drains were subsequently 
covered, cont ro ls  a t  times were weak. 

Though no debr is 

M1.2 Fa i lu re  t o  Remove Breaker Test Device (62703) 

The inspectors observed funct ional  t e s t i n g  of CTG 11-1 dur ing 
refurbishment. When an operator attempted t o  rack i n  the generator 
output breaker, the e levator  motor f a i l e d .  An inspector i d e n t i f i e d  t h a t  
a t e s t  device was jammed between the breaker and the cubicle. 
personnel were unaware o f  the presence o f  the t e s t  device and had 
planned t o  attempt t o  rack the breaker i n  w i t h  a replacement motor. 
Deviat ion Event Report (DER) 96-1033 was w r i t t e n  t o  document the event 
and t rack  correct ive action. 

Licensee 
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The breaker and cubic le  were undamaged, but the elevator motor burned 
out. The licensee’s invest igat ion found t h a t  a contractor had i n s t a l l e d  
the t e s t  device dur ing work without documentation and d i d  not  remove it. 
The CTG was s t i l l  under contractor cont ro l  a t  the time o f  the event, but 
s i t e  operators were required t o  perform a l l  component operations and 
were performing breaker racking. Neither organization performed a 
s u f f i c i e n t  v isual  inspection t o  i d e n t i f y  t h a t  the t e s t  gear was s t i l l  
i n s t a l l e d  before attempting t o  rack i n  the breaker. 

This event demonstrated a l ack  o f  cont ro l  over the breaker t e s t  
equipment and ina t ten t ion  t o  de ta i l .  The l icensee missed an opportuni ty 
t o  avoid t h i s  event when the operator cor rec t ly  removed another piece o f  
t e s t  equipment f rom the breaker but d i d  not remove the breaker c losure 
t e s t  device before he attempted t o  rack i t  i n t o  the cubicle. 
inspector reviewed the correct ive actions taken by the l icensee and they 
appeared appropriate. 

The 

M2 Maintenance and Hater i  a1 Condition o f  Faci 1 it i es and Equi pment 

M2.1 Emerqencv Core Coolincl Svstem fECCS) Room Eauioment Drain SumD DO73 
M a t e r i a l  Condition Problems 

a. Inspection Scooe (62703) 

Through observation o f  d a i l y  p lan t  a c t i v i t i e s ,  attendance a t  morning 
status meetings and discussions w i th  l icensee s t a f f ,  inspectors 
monitored l icensee actions i n  response t o  mater ia l  condi t ion problems 
w i th  reactor bu i l d ing  equipment d ra in  sump 0073. I n  addit ion, 
inspectors observed maintenance a c t i v i t i e s  re la ted  t o  the sump repa i r  
and reviewed l icensee documentation o f  the work. Assessment o f  the  work 
documentation i s  discussed i n  Section M3.2 o f  t h i s  report .  

b. Observations and Findings 

I n  June 1996, the water input  t o  sump DO73 increased. 
located i n  the D iv is ion  1 RHR Pump Room, co l lected equipment drainage 
f rom ins ide secondary containment. The hot water being co l lec ted  was 
i d e n t i f i e d  as mainly leakage f rom the reactor water cleanup system. 
leve l  detector f o r  sump DO73 had a known problem w i th  c a l i b r a t i o n  d r i f t  
such t h a t  indicated l eve l  was higher than actual due t o  contaminants 
coating the detector over time. It was cleaned without s i g n i f i c a n t l y  
improving the l eve l  er ror .  This leve l  e r ro r  caused operators t o  b r i e f l y  
enter emergency operating procedures several times w i th  normal actual 
sump levels .  
adjustments t o  the sump leve l  detector instrument t o  correct  an 
ind icated e r ro r  t h a t  had grown t o  11 inches higher than actual. 

Coincident w i th  the increased leakage o f  hot  water i n t o  sump D073, sump 
high temperature alarms were pe r iod i ca l l y  received. 
designed t o  rec i r cu la te  water when a high temperature condi t ion existed. 
However, operators rea l i zed  tha t  the sump was ac tua l l y  being pumped down 
instead. This was determined t o  be caused by Gll-FO21, the sump pump 

Sump D073, 

The 

Instrumentation and Control technicians made c a l i b r a t i o n  

The sump was 

. .  
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outlet valve not shutting fully due to air operator misalignment. 
temperature of the sump was not sufficient to cause damage in the liquid 
radwaste system when water was inadvertently being sent to radwaste 
instead of being recirculated and cooled. When the F021 problem was 
corrected, it was realized that recirculation was still not cooling the 
sump. 
by sediment. This was corrected by replacing a section of the pipe. 

The 

Further investigation revealed plugging in the recirculation 1 ine 

' After the inspection period, sump DO73 was functioning normally. 
Troubleshooting to determine the cause of the sump level instrument 
calibration shift continued; the level error was suspected to be caused 
by the elevated temperature in the sump. 

c . Concl usi ons 

The safety significance of this sequence of events was minor. However, 
the inspectors were concerned by several aspects of this issue. The 
instrumentation providing sump level developed an error sufficient to 
force operators to enter emergency operating procedures more than once 
when sump level was actually normal. 
was required to bring to the licensee's attention, a string of existing 
material deficiencies that were not previously identified. 
was slow to identify that hot water was being pumped to the liquid 
radwaste system. 
not sufficient to cause damage in the liquid radwaste system. 
Individually, these deficiencies were minor, but the simultaneous 
existence of all these unidentified deficiencies challenging the ability 
to keep plant leakage away from ECCS equipment was of concern. 
Additionally, it is a concern that operators were required to enter 
their emergency operating procedures on several occasions without 
initiating corrective actions. This is an unresolved inspection item 
until the inspector can review the conditions surrounding the operators 

A moderate amount of plant leakage 

The licensee 

Fortuitously, the temperature of the sump waste was 

entry into emergency procedures (50-341/96-07-03), 

M2.3 EDG 12 Trip on Failure of Generator Field 

On August 15, during a slow start of EDG 12 per Surveillance 24.307.015, 
EDG 12 engine tripped on a generator field failure when the local output 
breaker control switch was taken to the close position. DER 96-0969 was 
written to document occurrence and track corrective action. 

Troubleshooting was conducted and the potential for a common mode 
failure was identified. The licensee proceeded to successfully test all 
remaining EDGs. Cards were replaced in the EDG 12 automatic voltage 
regulator, and the engine was started to perform a post maintenance 
test. Further 
troubleshooting identified that the Woodward Governor Actuator Speed 
Control Dial had slipped when it was dialed down for initial EDG 12 
troubleshooting. The 1 icensee determined that the speed dial slippage 
would not have impacted the ability of the EDG to perform its safety 
function. DER 96-0986 was written to document the problem and track 
corrective actions. 

The engine speed could not be raised above 500 rpm. 

This problem was corrected, but additional testing ._ - 
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was delayed several hours when a cy l inder  d ra in  valve broke dur ing pre- 
s t a r t  checks. With the  valve repaired, EDG 12 was successful ly tested. 

Overall l icensee response t o  t h i s  event was coordinated and proper. The 
po ten t ia l  f o r  c o m n  mode f a i l u r e s  were appropr iately addressed, and 
repai rs  were made i n  a del iberate manner. Licensee inves t iga t ion  o f  t he  
cause f o r  the f a i l u r e  o f  the c i r c u i t  card i n  the automatic vol tage 
regulator  was i n  progress a t  the end o f  t h i s  inspect ion period. Pending 
inspector review o f  the cause o f  the  card fa i l u re ,  t h i s  i tem w i l l  remain 
open ( I F I )  (50-341/96-07-04). 

' 

M3 Maintenance Procedures and Docmentation 

M3.1 Scaffold Probl ems 

a. InsDection ScoDe (627031 

During rou t ine  inspect ion o f  the a u x i l i a r y  bu i ld ing,  inspectors 
i d e n t i f i e d  several examples o f  scaf fo ld ing i n s t a l l e d  and being used 
without proper admin is t ra t ive approval. The inspectors reviewed 
1 icensee documentation re la ted  t o  scaf fo ld ing control ,  inc lud ing 
Maintenance Conduct Manual , Chapter 8, "Scaffolding," and DER'S 96-0117 
96-1014. I n  add i t ion  the inspectors discussed scaf fo ld ing cont ro l  w i th  
the Modif icat ions and Projects Supervisor, maintenance workers, and 
p l  ant operators. 

b. Observations and Findinqs 

On August 21 and August 27, inspectors i d e n t i f i e d  t h a t  several scaf fo lds 
erected i n  the Aux i l i a ry  and Turbine Bui ld ing were not inspected by 
operations personnel as required by s i t e  procedures. Maintenance 
Conduct Manual, Chapter 8, "Scaffolding," Revision 1, Section 3.12, 
stated: " A l l  scaf fo lds erected i n  the Aux i l i a ry  Building, Reactor 
Building, and RHR Complex sha l l  be inspected by a senior reactor  
operator (SRO) o r  reac tor  operator (RO). The inspect ion sha l l  ensure 
the operabil i t y  o f  safety  re la ted  equipment i s  not compromised. 
o r  RO should s ign and date the back side o f  the Scaffolding 
I d e n t i f i c a t i o n  Tag. 'I 

The SRO 

The inspectors observed t h a t  four  scaf fo lds i n  the Aux i l i a ry  Bu i ld ing  
were not inspected by operators as evidenced by a l ack  o f  a s ignature 
and date on the back o f  the  Scaffolding I d e n t i f i c a t i o n  Tag. 
scaf fo lds erected i n  l a t e  Ju l y  and ea r l y  August were located i n  the  
D iv is ion  1 and 2 Standby Gas Treatment Rooms and near contro l  room 
v e n t i l a t i o n  ducting. The inspectors n o t i f i e d  l icensee personnel o f  the 
discrepancy. 

Licensee immediate cor rec t ive  act ions included the conduct o f  a walkdown 
by operators and modif icat ions and pro jec ts  supervision o f  the  A u x i l i a r y  
Bui ld ing.  Licensee personnel agreed t h a t  the operator inspections 
discussed above had no t  been completed, and i d e n t i f i e d  addi t ional  
examples where the sca f fo ld ing  was not  proper ly inspected. 

The 

Based on 
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licensee walkdowns and subsequent inspector observations, the scaffolds 
in question were built according to procedural guidelines. All 
scaffolds in the plant were inspected by plant operators. 
corrective actions planned by the license included review of the current 
scaffolding procedure for enhancements. 

Long term 

c. Conclusions 

The inspectors considered licensee immediate corrective actions in 
response to the scaffolding problems to be prompt and aggressive. 
Though the safety consequence of the scaffolding control weaknesses was 
minimal, the occurrence of the event was another example of maintenance 
personnel not following site procedures and poor coordination with 
operations. The continued inspector identification o f  maintenance 
procedure compliance problems was of concern. As discussed in 
Inspection Report 96006 and in the subsequent section of this report, 
maintenance procedure compliance remains a problem. The failure to 
foll ow the requirements of Maintenance Conduct Manual, Chapter 8, 
"Scaffolding," in that the scaffolding in the Auxiliary Building was not 
inspected by operators, was a violation of 10 CFR Part 50, Appendix B y  
Criterion V (50-341/96-07-05). 

M3.2 Poor Documentation of Maintenance Activities Related to EauiDment Drain 
Sump DO73 

As di scussed in Section M2.1 , maintenance personnel performed correct i ve 
maintenance on sump DO73 components. 
sump pump outlet valve (Gll-FO21) were performed under Work Request 
0002964041 and were completed on August 13. 
review of the work request, inspectors identified several questionable 
entries, including changes in step sequences without proper 
documentation and several steps not signed off when accomplished. 

./- 

d 
The maintenance activities on the 

On September 11, during 

The licensee initiated DER 96-1134 to document the potential problems. 
Subsequent licensee review concurred with the inspectors initial 
assessment of the work documentation, in that the overall documentation 
was poor. Though the maintenance task was apparently performed 
according to the specific work request and the corrective maintenance on 
the valve was effective, the presence of the administrative errors 
reflected on poor adherence to site work control procedures. 
Specifically, on page 8 of the work request, a note was added on August 
1, stating that, "steps in this procedure may be worked out of 
sequence after step 8." The inspectors noted that the sequence of steps 
14, 15, and 16 were changed without initials or a date. 
the licensee determined that the step sequence was changed on August 3, 
by a work group supervisor. 

Subsequently, 

The Fermi 2 Work Conduct Manual, Chapter 2, "Work Control," Section 3.7, 
"Minor Revisions to Work Instructions," stated in part that during 
performance of a job a work group supervisor may make minor revisions to 
work instructions, including step sequence changes, however, the general 
supervisor must clearly initial and date the revision. The failure of 1 . .  
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the work group supervisor t o  date and i n i t i a l  the step sequence change 
was a v i o l a t i o n  o f  the Work Conduct Manual. Though the safety 
consequences o f  the missed i n i t i a l  and date was minimal, the continued 
inspector i d e n t i f i c a t i o n  o f  maintenance personnel not  fo l lowing s i t e  
procedures remained an area o f  concern. The f a i l u r e  t o  fo l low the 
requirements o f  the Fermi 2 Work Conduct Manual, was a v i o l a t i o n  o f  10 
CFR 50, Appendix B, C r i t e r i o n  V (50-341/96-07-06). 

H4 Naintenance Sta f f  Knowledge and Performance 

M4.1 R C I C  Online Maintenance Resulted i n  Unintent ional lv  Renderinu the Svstem 
InoDerabl e 

a. InsDection ScoDe 1627031 

On September 10, the RCIC system was unexpectedly rendered inoperable 
due t o  on l ine maintenance and poor mater ia l  condit ion. 
reviewed preventive maintenance event W311, "Inspect and Test 260V DC 
Motor Control Center Load Compartment, " contro l  room operator logs, DER 
96-1103, and system documentation. I n  addit ion, inspectors interviewed 
system engineers, operators, and 1 icensee management. 

The inspectors 

b. Observations and Findincrs 

As previously discussed i n  Inspection Report 96004, the l icensee had 
experienced problems with seat leakage past the R C I C  Turbine Steam I n l e t  
Valve (E5150-F045). 
hose on the gland seal l i n e  on September 4, the inspectors questioned 
the impact o f  continued steam leakage past the E5150-F045 valve on the 
o p e r a b i l i t y  o f  the R C I C  turbine. The inspectors were concerned t h a t  
water could b u i l d  up i n  the turb ine and cause a potent ia l  water hammer 
i n  the exhaust l i n e  when the turb ine was started. The gland seal l i n e  
leak i s  f u r t h e r  discussed i n  Section E2.1 o f  t h i s  report.  

Based on observations o f  a small leak on a braided 

Based on discussions with system engineers, the o p e r a b i l i t y  o f  the RCIC 
Turbine was not  affected by the leakage since the barometric condenser 
was c o l l e c t i n g  the leakage and not  al lowing water t o  b u i l d  up i n  the 
turbine. 

A t  9:00 am, on September 10, the RCIC system barometric condenser 
condensate pump was tagged out f o r  preventive maintenance event W311 on 
the motor and breaker. The expected durat ion o f  work, dur ing which the 
barometric condenser could not  be pumped down, was three hours. 
However, anomalous behavior o f  a r e l a y  discovered dur ing test ing,  
s i g n i f i c a n t l y  delayed the completion o f  t h i s  work. 

A t  2:55 pm, the R C I C  barometric condenser high water l eve l  alarm was 
received i n  the contro l  room, j u s t  as s h i f t  turnover began. 
turnover, the s h i f t  discussed dra in ing the barometric condenser by 
opening the dra in  plug, but  decided no t  t o  do t h i s  because i t  was 
decided t h a t  t h i s  would render R C I C  inoperable. The operating s h i f t  
then attempted t o  get maintenance t o  restore the condensate pump t o  

Following 
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service. The barometric condenser sight glass was not checked to 
determine level because operators were not aware one existed. 

At 9:15 pm, a non-licensed operator reported water leaking from the RCIC 
system such that it appeared possible that the R C I C  turbine was half 
full of water. The Nuclear Shift Supervisor (NSS) discussed with the 
system engineer this possibility based on the available indications. 
R C I C  was subsequently declared inoperable because the possibility could 
not be quickly refuted, thought the system engineer did not agree. 

At approximately 10:39 pm, the barometric condenser condensate pump was 
restored to service. On September 11, at 3:35 am, the R C I C  system was 
declared operable following verification that the turbine oil moisture 
content was satisfactory. 
water in the casing and for recommended corrective actions. 
was run satisfactorily on September 14. 

The vendor was consulted on the impact of 
The system 

DER 96-1103 was written to document the event and track corrective 
actions. The DER was discussed at the September 11, morning managers 
meeting and assigned a Level 3 priority, the lowest significance level. 
The significance was considered low because the system was thought at 
that time to have been functional throughout the event. 
discussions with inspectors, the DER was raised to a higher (Level 2) 
cl assi fication. 

Following 

The inspectors determined that the decision to perform this preventive 
maintenance on 1 ine, without declaring the system inoperable, was 
related to vendor documentation with which all people interviewed had 
only a general knowledge. The document was reviewed by the inspectors, 
and it indicated that the barometric condenser condensate and vacuum 
pumps were not required to be environmentally qualified equipment 
because failure of these pumps during operation would not prevent the 
RCIC system from performing its safety function. 
did not discuss the impact of the condensate pump not being available 
when the R C I C  turbine was in standby. 

However, the document 

The inspectors determined that with the R C I C  system in standby, the 
barometri c condenser was requi red to function to prevent exi sting seat 
leakage past the RCIC Steam Admission Valve (E51-F045)  from condensing 
and backing up into the turbine. After reviewing the event, operations 
management and system engineering agreed with this assessment. Per the 
vendor, the consequences of water in the turbine casing during a start 
was likely to result in a turbine trip on high exhaust pressure. 

The inspectors determined that system engi neeri ng , pl anni ng , and work 
control personnel did not evaluate the impact of existing seat leakage 
past E51-F045  on system operability when planning this work to be 
performed online. The NSS raised questions in this regard, but was 
apparently satisfied by the system engineer's response that the 
barometric condenser condensate pump was not required for RCIC system 
operability. 

1. - 
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Operations management t o l d  the inspectors t h a t  operators had performed 
according t o  t h e i r  expectations dur ing t h i s  event, both i n  response time 
and decision-making. However, they stated t h a t  RCIC should have 
conservatively been decl ared i noperabl e when water 1 eve1 was above the 
barometric condenser s igh t  glass; t h i s  was issued as a p o l i c y  statement 
i n  a night order dated September 13. 

I n  addit ion, the inspectors determined t h a t  the operators were unable t o  
perform any o f  the steps i n  Alarm Response Procedure 1063, " R C I C  
Condenser Vacuum Tank Level High." A t  the t ime the annunciator was 
received, the steps i n  the alarm procedure could not be performed 
because the condensate pump was out o f  service and the procedure d id  not 
address supplementary actions f o r  t h i s  condi t ion when the R C I C  system 
was i n  standby. 

' 

Operations Conduct Manual (MOP) 05, "Control o f  Equipment," Revision 5, 
Section 2.2.1, requires t h a t  operations evaluate the consequences. o f  
removal o f  equipment from service, inc lud ing technical spec i f i ca t ion  
(TS) l i m i t i n g  condit ions f o r  operations (LCO) actions t h a t  might requi re  
an act ion statement t o  be carr ied out, expected time f o r  restorat ion,  
and other systems which may be affected. 

c. Conclusions 

The inspectors determined t h a t  dur ing t h i s  event, R C I C  should have been 
declared inoperable no l a t e r  than when water l e v e l  was above the 
barometric condenser s igh t  glass. 
t h i s  event was inadequate work planning and assessment o f  p lan t  
condit ions by operations and system engineering p r i o r  t o  removing the 
barometric condenser condensate pump from service. 

Contr ibut ing t o  the occurrence o f  

Operators and system engineering d i d  not adequately understand the 
design funct ion o f  the barometric condenser and gland exhaust funct ion 
whi le the system was i n  standby, and as a r e s u l t  misapplied vendor 
information. As a resu l t ,  operators were slow t o  declare the system 
inoperable and take act ion t o  restore the system and pump down the 
water. Also as a resu l t ,  management i n i t i a l l y  underestimated the 
signi f icance o f  t h i s  event dur ing the DER screening process. 

The ex is t ing  condi t ion o f  seat leakage past E51-F045 was not  quant i f ied,  
e i t h e r  before o r  a f t e r  the event t o  support work planning o r  event 
assessment. Operators, work contro l  personnel, system engineers, 
planners and schedulers d id no t  adequately evaluate the impact o f  t h i s  
e x i s t i n g  condi t ion on the o p e r a b i l i t y  o f  a safety re la ted  system as i t  
re la ted  t o  performing Preventive Maintenance Event W311. This was a 
v i o l a t i o n  o f  Operations Conduct Manual MOP05 t h a t  requires i n  p a r t  t h a t  
operators review the consequences o f  removing equipment from service. 
(50-341 /96-07-07) 
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H7 Qual i ty Assurance i n Nai ntenance 
4’ M7.1 Safety System Outaue Self-Assessments 

a. InsDection ScoDe (40500) 

W 

The inspectors reviewed and assessed a number of safety system outage 
critique reports for outages performed during the period June through 
August 1996. 
RHR, Division 2 Core Spray System, Division 1 Hydrogen Recombiner 
System, Non-Interrupti ble Air System, and Division 2 Primary Containment 
Monitoring System (PCMS). The results of the various outages and 
critiques were discussed with 1 icensee senior management. 
also attended the critique meeting for the Division 1 RHR outage. 

The assessments reviewed included Divisions 1 and 2 of 

Inspectors 

b. Findinas and Observations 

The licensee instituted a policy to include a critique session and 
report as part of each safety system outage. The first 6 critiques were 
reviewed. 
assessment in these reports; the reports ranged from 4 sentences up to 9 
pages. 

The inspectors noted a great diversity in the detail and 

A number of common problems were identified in these reports: 
a Late assignment o f  outage managers (as late as the day prior to 

the start of the outage) hampered coordination planning and fixing 
of outage scope. 
Scope reductions during or immediately prior to the outage due to 
inadequate planning (lack of parts, job time longer than outage 
goal, initial conditions not met, ALARA review). 
Safety tagging problems (last minute changes, delays in hanging or 
clearing tags). 
Although noted to be improving, work packages not getting to all 
parties in time for proper review (this caused the PCMS outage to 
be delayed more than a month). 

testing . 
Incomplete or inaccurate Engineering Design Package (EDP) 
information complicated installation and testing. 

a 

Coordination of qualified personnel and test equipment for 

a 

The inspectors considered the PCMS and Hydrogen Recombiner critiques to 
be excellent. Each was detailed in assessing strengths and problems 
encountered, and included specific recommendations for improvements. 
Among the findings of these critiques was a lack of clear policy on the 
handling of safety system outages and the duties and qualifications of 
outage managers. Also, while a checklist for preparation for safety 
system outages existed, it was not always completed according to 
schedule, in part due to late assignment of outage manager and late 
planning of work. 

W 
.. - 
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Among recomnended improvements were: 

0 

Perform bench tests of new parts prior to the outage to reduce 
time equipment is out o f  service. 
Walk down tagouts prior to the outage to identify conflicts and 
admi ni strati ve problems. 
Assign maintenance personnel to jobs sufficiently in advance so 
the same workers would perform the pre-job reviews/wal kdowns and 
do the work. 

c. Conclusions 

On average, the sel f-assessments reviewed provided a good, candid 
assessment of problems encountered. These critiques were conducted 
immediately following the outage, while the events were still fresh, and 
included representatives of a1 1 involved groups. 
considered that a number of the above critiques fell short of providing 
information useful for preparation for future outages of the same 
system, primarily through lack of detail. 
meetings prior to outages were becoming more effective, based on fewer 
coordination problems cited in later reports. 

The inspectors 

It appeared that coordination 

I I I. E n d  neer i ng 

El Conduct o f  Engineering 

El.l Modification Fails to ComDlv with Conditions Set Forth in 50.59 Safety 
Eva1 uat i on 

‘d 

a. Inspection Scooe (37551) 

The inspectors observed a plant modification to move drain lines in 
safety related service water lines. Following the observation, the 
inspectors reviewed the safety evaluation for the plant modification. 
The inspectors identified a disparity between the safety evaluation and 
implementation and brought the problem to the attention of the licensee, 
then monitored corrective actions. 

b. Observat i ons and Fi ndi nss 

The licensee began a modification to the combined safety system cooling 
water return lines to the mechanical draft cooling towers on September 
10. As documented in Inspection Report 96004, inspectors identified the 
one-inch drain lines from these return lines clogged, defeating the 
design function to prevent freezing of the lines. 
was issued for failing to maintain the design function of the drain 
lines. On July 29, inspectors again found plugging in one of the drain 
lines on the Division 1 system. Violation 96006-03 was .issued for 
inadequate corrective actions to prevent recurrence. 

Violation 90004-05 
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On September 10 and 11, the inspectors observed i n s t a l l a t i o n  o f  EDP 
28556 t o  re locate the dra in  l i n e s  t o  the s ide of . the pipe so sediment 
would no t  p lug the drains. 
a t  the same time, and both new dra in  l i n e  penetrat ions were bored a t  the 
same t i  me. 

Both dra in  l i n e s  on D iv is ion  1 were removed 

The inspectors reviewed the basis for the decis ion t o  perform the 
modi f icat ion wi thout declaring the affected d i v i s i o n  inoperable. 
Evaluation 96-0086, Revision 0 evaluated the effect o f  water spraying 
from the pipe when the boundary d i d  not meet i t s  l i cens ing  basis (not 
in tac t ) .  
evaluat ion t o  avoid spraying other equipment and t o  p lug open holes i f  
any o f  the associated pumps automatical ly started. The "Par t ia l  
Implementation" section stated: "This EDP sha l l  be implemented as 
necessary by the p lan t  f o r  each l i n e  ind iv idua l l y .  Both dra in  l i n e s  i n  
a s ing le  d i v i s i o n  sha l l  not  be replaced i n  p a r a l l e l ,  nor sha l l  d ra in  
l i n e s  i n  separate d iv is ions be replaced i n  para l le l . "  Contrary t p  t h i s  
statement, the l icensee replaced the D iv is ion  1 d r a i n  l i n e s  i n  p a r a l l e l .  
Upon discovering t h a t  t h i  s requirement was not  met, the inspectors 
brought i t  t o  the at tent ion o f  the licensee. 

The inspectors reviewed the four  work packages for  performing the f o u r  
d r a i n  1 i ne  replacements and EDP 28556 i n s t a l l a t i o n  inst ruct ions.  None 
o f  these documents included inst ruct ions t h a t  d ra in  l i n e  work was t o  be 
done ind iv idua l l y ,  as speci f ied i n  the safety evaluation. 

Safety 
' 

Speci f ic  compensatory actions were discussed i n  the safety 

Fol lowing i d e n t i f i c a t i o n  o f  the problem on September 11, engineering 
immediately reevaluated the safety aspects o f  the modi f icat ion t o  
determine the impact o f  performing work on both d ra in  l i n e s  i n  a s ing le  
d i v i s i o n  i n  p a r a l l e l  and determined the added r i s k  was negl ig ib le .  DER 
96-1115 was w r i t t e n  t o  document the event and t r a c k  correct ive actions. 

The l icensee promptly stopped a l l  work i n  progress f o r  which a safety  
eval u a t i  on had been prepared pending a compari son o f  safety eval u a t i  on 
requirements against implementing documents. No addi t ional  problems 
were ident i f ied .  The event was promptly invest igated by the l icensee. 
Correct ive actions were being developed a t  the close o f  t h i s  inspection 
period. 

c. Concl u s i  ons 

The inspectors considered t h i s  event t o  be a v i o l a t i o n  o f  the 10 CFR 
50.59 process f o r  changes t o  the l icensed f a c i l i t y .  
evaluation o f  the safety impl icat ions o f  the change t o  the plant,  i n  
t h i s  case the modif icat ion t o  RHRSW, was not  car r ied  through i n  the 
implementing documents t o  maintain the v a l i d i t y  of the evaluation. 
Fa i lu re  t o  implement the modif icat ion t o  RHRSW dra in  l i n e s  i n  the manner 
speci f ied i n  Safety Evaluation 96-0086 was a v i o l a t i o n  o f  10 CFR 50.59 

The r e s u l t s  o f  the 

(50-341/96-07-08). 
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E2 Engineering Support o f  F a c i l i t i e s  and Equipment 

E2.1 Inadequate ReDortinq o f  R C I C  Leak 

On September 4, inspectors i d e n t i f i e d  a p i n  hole leak on the  RCIC 
tu rb ine  gland exhaust. 
i d e n t i f i e d  by the system engineer i n  December, 1995, but operations and 
rad ia t i on  protect ion were unaware o f  the leak. The hose was scheduled 
t o  be replaced during a system outage i n  June 1996, but j u s t  p r i o r  t o  
the outage, the work was removed from the schedule because the wrong 
pa r t  was ordered. The leak was p o t e n t i a l l y  contaminated, but was not 
being col lected, nor was a contaminated area marked around the leak. 
Following inspector inqui r ies,  a catch was i n s t a l l e d  and a contaminated 
area sign was posted. 
on comnunication o f  the leak t o  rad ia t i on  protect ion and operations was 
considered a weaknesses. 

Further inves t iga t ion  revealed t h a t  the leak was 

The f a i l u r e  o f  system engineers t o  fo l l ow  through 

E2.2 Licensee Review o f  Updated Final Safety Analysis ReDort 

S tar t ing  i n  June, 1996, the l icensee began a review o f  the Fermi 2 
Updated Final  Safe ty  Analysis Report (UFSAR). The f i r s t  phase was 
comprised o f  the review of about 440 sections o f  the UFSAR by the 
responsible system expert t o  determine i f  the t e x t  was subs tan t ia l l y  an 
accurate descr ipt ion o f  the current p lant .  A f te r  completing the i n i t i a l  
review, the need f o r  addi t ional  reviews was t o  be assessed. 

The inspectors reviewed more than 70 DERs generated t o  t rack  items 
i d e n t i f i e d  during t h i s  review. 
the ex i s t i ng  t e x t  t o  match ex is t ing  p lan t  configuration, although i n  
several cases the DERs requested a reduct ion i n  the l eve l  of d e t a i l .  
The inspectors i d e n t i f i e d  no issues o f  immediate safety consequence 
among the DERs. 

These mostly requested c l a r i f i c a t i o n s  t o  

E2.3 D i  screDanci es Ident i  f i ed i n  the UFSAR 

A recent discovery of a l icensee operating t h e i r  f a c i l i t y  i n  a manner 
contrary t o  the Updated Final  Safety Analysis Report (UFSAR) descr ip t ion 
h igh l ighted the need f o r  a special focused review t h a t  compares p lan t  
practices, procedures , and parameters t o  the UFSAR descr ipt ions . While 
performing the inspections discussed i n  t h i s  report ,  the inspectors 
reviewed the applicable port ions o f  the UFSAR t h a t  re la ted  t o  the areas 
inspected. The inspectors v e r i f i e d  t h a t  the  UFSAR wording was 
consistent w i th  the observed p lan t  practices, procedures, and 
parameters. 

'W 
1.. . 
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E7 Quality Assurance in Engineering Activities 

E7.1 Data Recorder Failure Mechanism Identified Durinq Pre-Installation 
Testinq 

'U 

W 

a. InsDect i on ScoDe (37551 1 

The inspectors reviewed corrective actions following 1 icensee 
identification of problems with a number of data recorders used in the 
pl ant. 
interviewed and avail able investigation documents were reviewed. 

* 

Engineers and operators i nvol ved i n the i nvest i gat i on were 

b. Observations and Findinqs 

While installing new data recorders in the control room simulator in 
preparation for plant installation per EDP 27297, the simulator group 
identified that the recorders locked up and indicated "Data Corrupt" 
following cycling of electrical power. 
this condition, the specific programing was lost and the recorders 
reverted to factory-default settings. 
operati ons was informed. 

While attempting to recover from 

DER 96-0914 was written and 

EDP 27297 was to install 12 Westronics Model 2100 recorders with circuit 
cards susceptible to this type of failure (revisions "A" and "C"). The 
licensee determined that four recorders of the same type were installed 
in the control room with circuit cards susceptible to this problem, but 
their operability was determined to be unimpaired because they were 
powered by a reliable battery. The programing was verified to be 
intact for the plant recorders. 

The vendor was contacted by engineering, and was aware of this behavior. 
However, the vendor did not consider this behavior to be a failure mode, 
and thus had not issued a 10 CFR Part 21 report. A hardware fix was 
identified by the vendor, that was incorporated in a later circuit card 
revision than the ones in the recorders received by Fermi. The licensee 
performed the modification recommended by the vendor on installed 
recorders, and were then unable to repeat the problem. 

The licensee was reviewing this issue for 10 CFR Part 21 reporting 
criteria. 

c. Concl usi ons 

The inspectors concluded that the 1 icensee identification and prompt 
reporting of this possible failure mode was proper. The operability 
determination and corrective actions were prompt and appropriate. 

Mi scell aneous Engineering Issues (92902) 

Drywell sump 1 evel 
recorder indication di ffers from actual drywell 1 evel (Licensee Event 

E8 

E8.1 IC1 osed) InsDection Fol l o w u ~  Item 50-341/95003-01: 

Report 94009). The existing recorder scale is 0-40 inches. Since the 1 -  
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'W 
bottom o f  the sump i s  12 inches below the l eve l  detector. The inspector 
reviewed EDP 27223, t ha t  indicated the recorder scale has been changed 
t o  12-54 inches. This change provides l eve l  i nd i ca t i on  tha t  r e f l e c t s  
actual drywell  sump level .  This i tem i s  closed. 

E8.2 /Closed) InsD ect ion F o l l o w u ~  I t  em 50-341/95011-02: Calculat ions t o  
ensure t h a t  p ip ing  support margins f o r  torus hardened vent p ip ing  are 
adequate. The inspectors reviewed Design Calculat ion (DC) 3121, Volume 

2 lA ,  Revision A. The ca lcu lat ion shows t h a t  por t ions o f  the vent 
attached t o  the torus has been evaluated f o r  seismic s t a t i c  and dynamic 
loads, also f o r  higher temperatures associated w i th  venting. The f l o w  
i n  the hardened vent l i n e  i s  i n i t i a t e d  through the s i x  inch bypass 
instead o f  the 20 o r  24 inch pipe run. 
needed. Since the downstream valves are opened f i r s t ,  the f low i s  
through an essent ia l l y  open ended pipe. Calculated condensation 
r e s u l t i n g  from an assumed nominal 135 degree fahrenhei t  temperature and 
100 percent humidity i n  the torus dur ing p lan t  operations was 
approximately two ounces, not enough t o  have a deleter ious e f f e c t  on the 
pipe during f l o w  i n i t i a t i o n .  This i tem i s  closed. 

The main pipe i s  opened l a t e r  i f  

I 

IV. Plant Support 

R1 Radi ol ogi cal  Protect ion and Chemi s t r y  Control s 

R 1 . l  Eatinq and Drinkinq i n  Radioloqical lv Restr icted Area (RRAZ 

a. Inspection Scope (71750) 

As previously documented i n  Inspection Report 96006, the l icensee 
i d e n t i f i e d  several examples where p lan t  personnel d i d  not  f o l l o w  s i t e  
rad ia t i on  protect ion guidance, inc lud ing eat ing and dr ink ing  i n  the 
rad io log i ca l l y  r e s t r i c t e d  area (RRA). During t h i s  inspect ion per iod the 
l icensee i d e n t i f i e d  addi t ional  evidence t h a t  personnel were eat ing and 
dr ink ing  i n  the RRA. 

On August 19, secur i ty  personnel found a soda can and candy wrappers i n  
a desk drawer on the second f l o o r  mezzanine o f  the radwaste bui ld ing.  
Deviat ion Event Report 96-0998 was i n i t i a t e d  t o  document the problem. 
I n  addi t ion,  on August 26, rad ia t ion  protect ion supervision i d e n t i f i e d  
chewed gum and sunflower seeds i n  and around the Turbine Bui ld ing t h i r d  
f l o o r  turb ine o f f i ce .  Deviation Event Report 96-1042 was i n i t i a t e d  t o  
document the problem. 

Licensee correct ive actions t o  prevent f u r the r  problems w i th  the contro l  
o f  a c t i v i t i e s  i n  the RRA included: 

0 addit ional  t ra in ing  t o  maintenance, secur i ty  and contractor 
workers on RRA requirements; 

0 site-wide communication o f  recent problems t o  increase s i t e  
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s1 

s l . l  

‘u2 x1 

x3 

awareness of RRA requirements; 
increased supervisory tours to increase awareness; a 

Concl usions 

The inspectors concluded that 1 icensee corrective actions in response to 
the above events were aggressive. This licensee-identified and 
corrected violation of radiologically administrative procedures is being 
treated as a non-cited violation, consistent with Section V11.8.2 of the 
NRC Enforcement Pol icy (50-341/96007-10). 

Security and Safeguards Activities 

Fitness For Dutv Issue 

On August 15, the licensee notified the NRC Operations Center in 
accordance with 10 CFR 26.73 that a supervisor tested positive foy 
alcohol. The test was administered due to the odor of alcohol on’ the 
individual’s breath upon reporting for work. The individual’s access to 
the plant’s protected area was suspended, and it was confirmed that no 
safety related duties had been performed. This event will be reviewed 
as an inspection fol 1 owup i tem (50-341/96-07-09) 

V. Manaciement Meetincis 

Exit Meeting Sumnary 

The inspectors presented the inspection results to members o f  licensee 
management at the conclusion o f  the inspection on September 16, 1996 
The licensee acknowledged the findings presented. 

The inspectors asked the licensee whether any materials examined dur 
the inspection should be considered proprietary. 
information was identified. 

Management neet i ng Sunmary 

On September 12, W. Axelson, Acting Deputy Regional Administrator, 
Region I11 called the Senior Vice President, Nuclear to discuss the 

No proprietary 

‘4’ 

occurrence o f  events discussed in sections 04.1, M4.1, and E l . l  above. 

._ - 
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PARTIAL LIST OF PERSONS CONTACTED 

'- Licensee 

S. Booker, Supervisor, Electrical Maintenance 
C. Cassi se, General Supervisor, Maintenance 
W. Col onnel 1 o , Director, Safety Engineering 
R. Del ong, Superintendent, Rad/Chem 
T. Dong, NSSS, Technical Engineering 
R. Eberhardt, Director, Nuclear Training 
P. Fessler, Plant Manager, Operations 
D. Gipson, Senior Vice President, Generation 
M. Hoffmann, Compliance Leader, NQA 
J . Hughes , Supervisor, Inspecti on & Supervi sor Group 
R. Johnson, Audits Supervisor, NQA 
E. Kokosky, Superintendent, RP and Chemistry 
J. Korte, Director, Nuclear Security 
R. McKeon, Assistant Vice President/Manager, Operations 
J. Nolloth, Superintendent, Maintenance 
N. Pederson , Supervi sor, Compl i ance 
3. Plona, Technical Director 
W .  Romberg, Assistant Vice President and Manager, Technical 
J. Thorson, Supervisor, Reactor Engineering 
E. Vinsko, Supervisor, Maintenance 

'4 
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INSPECTION PROCEDURES USED 

'.e' I P  37551: Onsite Engineering 
I P  40500: Self-Assessment 
I P  62703: Maintenance Observation 
I P  71707: P lant  Operations 
I P  71750: P lant  Support A c t i v i t i e s  
I P  92902: Followup - Engineering 

ITEMS OPENED, CLOSED, AND DISCUSSED 

ODened 

50-341/96-07-01 

50-341/96-07-02 

50-341/96-07-03 

50-341 /96-07-04 

50-341/96-07-05 

50-341 /96-07-06 

50-341 /96-07-07 

50-341/96-07-08 

50-341/96-07-09 
50-341/96-07-10 

I F 1  

VI0 

URI  

I F 1  

VI0 

VI0 

VI0 

VI0 

I F 1  
NCV 

Review o f  acceptance c r i t e r i a  f o r  placement o f  
sca f fo ld ing  near safety  re1 ated equipment 
Inadequate procedure f o r  res to ra t i on  o f  EDG switchgear 
room dampers 
Entry i n t o  emergency operating procedure due t o  f a u l t y  
i n d i c a t i o n  
F a i l u r e  o f  EDG 12 c i r c u i t  card i n  the  automatic 
voltage regulator  
Scaffolding i n  the A u x i l i a r y  Bu i l d ing  no t  inspected by 
operators 
F a i l u r e  o f  work group supervisor t o  date and i n i t i a l  
step sequence change i n  WR 0002964041 
RCIC on l i ne  maintenance resu l ted  i n  u n i n t e n t i o n a l l y  
rendering the system i noperabl e 
Fa i l u re  t o  implement modi f icat ion t o  RHRSW d r a i n  l i n e s  
i n  the manner spec i f i ed  i n  Safety Evaluat ion 96-0086 
Fitness f o r  Duty Issue - Fai led For-Cause Test 
V i o l a t i o n  of  rad io log i ca l  admin is t ra t ive procedure 

Closed 

50-341/95003-01 IF1 Drywell sump l e v e l  recorder i n d i c a t i o n  d i f f e r s  from 

50-341/95011-02 I F 1  Calcu lat ion t o  ensure t h a t  p i p i n g  support margins fo r  
actual drywel l  l e v e l  

torus hardened vent p i p i n g  are adequate 
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LIST OF ACRONYMS USED 

-' CFR 
CTG 
DECo 
DER 
EDG I 

EDP 
ECCS 
I F 1  
I R  
LCO 
LER 
LPIV 
NRC 
NSS 
PCMS 
R C I C  
RHR 
RHRSW 
RO 
RP 
RRA 
SBGT 
SOP 
SRO 
TS 
UHS 
VI0 

Code o f  Federal Regul a t  i ons 
Combustion Turbine Generator 
D e t r o i t  Edison Company 
Deviat ion Event Report 
Emergency Diesel Generator 
Engineering Design Package 
Emergency Core Cool ing System 
Inspection Fol 1 owup I tem 
Inspect ion Report 
L imi t ing  Condition f o r  Operation 
Licensee Event Report 
Low Pressure Intercept Valves 
Nucl ear Regul atory Commi ss i  on 
Nuclear S h i f t  Supervisor 
Primary Containment Monitoring System 
Reactor Cool ant In jec t ion  System 
Residual Heat Removal 
Residual Heat Removal Service Water 
Reactor Operator 
Radiat ion Protection 
Radio log ica l ly  Restr icted Area 
Standby Gas Treatment System 
System Operating Procedure 
Senior Reactor Operator 
Techn i cal  Speci f i cat ion 
Ul t imate Heat Sink 
V i  ol a t i  on 
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