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"Potenf"l:al lssuesIA arent. Cause

Reliability of 230kV protective relays

1. The redundency of the prolective

relay scheme has been improved by

APS,

2. APS has indicated that OC

protection would be installed on their

230KV transformers.

3. Modifications to included double trip

coils on the WW and Devers breakers
.is being considered.
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Recommendatlons for‘-'Followup Team.

Arizona Power System transformers
ected to Palo Verde 500kv systems

Independence of 500kV transrmssnon
1. Hassayampa negalive sequence
: protect:ve relaying wasLemgved by
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:;g;{:bhc 4 SNIA No action needed
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Apparent cause'of‘EDG fallure‘w%sﬁ’y
failure, of:dlode.m' xcntegrectlf iercircuit.
[OK];Resulted in loss of | ower to Train

Public
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1. Review licensee determination of root and
contributing cause(s).

2. Review licensee's extent of condition
analysis.

3. Verify that licensee's corrective actions are
consistent with industry operating experience
for these types of diodes.
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ecommendations. forFoIlowup Team it

Problems were identified with the
emergency notification of state and

local officials.

Public
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v ,’;’l?Rewew licensee determination of root and
: kcontnbutlng cause(s),

Rewew licensee! S‘extent of condition
€l ualysﬁ\,x ,si'
3\@ssesstllcensee corrective actions.
Wy
4, Deﬁemig%uf’é finding or violation occurred
and assess'significance.

Problems were identified with the ability

to develop protective action

recommendations following a LOOP.

Public

1. Review licensee determination of root and
contributing cause(s).

!
T 3 Review licensee's extent of condmon
#analysis.

3. Assess licensee corrective actions.
4, Determine if a finding or violation occurred
and assess significance.

Problems were identified with the,
implementation of emergency respopse
organization notification of an,event.

1. Review licensee determination of root and
contributing cause(s).

2. Review licensee's extent of condition
analysis.

3. Assess licensee corrective actions.

4. Determine if a finding or violation occurred

and assess significance.
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Potential:lssues/Apparent Causes i |1 Pubiis Tracking’ ‘Recommendations.for Followup Teams i
pe-td .

1. Review licensee determination of root and
contributing cause(s)
\2 Review licensee's extent of condition
+|7analysis
3. Verify licensee's corrective actions
consistent with industry operating experience
for AOVs

Apparent cause was internal control air | Public z.URI;. 25
‘leakage allowing valve to drift close on e
low demand signals. [OK] Minor
operator distraction during event.

Note: Licensee still troubleshooting

1. Review adequacy of temporary modification.
2. Review adequacy of training.
3. Review adequacy of procedures.

Apparent cause was poor design (‘f
contral, inadequate training on desngn
maodification, and madequate ‘,f:::"‘"
procedures. [OK] Moderate operator

dlstractlon during evenL‘\ ?‘“!




Potential Issues/Apparent Cause. 3

:Recom endatlons for Followup Team.

Bypass valve control system causeda | Public
Unit 3 main steam isolation. The
licensee declared apparent cause as
control system "anomaly." The teams
review found potential design issues.

" f1“§ReV|ew the electrical characteristics of the
vl K ‘U3‘event Focus particularly on how the
4 *control@abmets areegowered and what role the

iD-14static switc gad on the controls.
2‘{5ev1evmll_qen see determination of cause and
correctlve,‘aggons

3. Deferming if a design control violation
occurred

4, Compare control system design to analyses
assumptions.

3 1D. Review extent of condition.
%6, Assess significance

Given the actual plant conditions, the
team could not explain why U3 ;.f’"
responded differently than U1 and U2
The licensee noted that the gener tgr
excitation current on the U3 generator
responded differently than expggt'é’&

and plans on conducting an evaluatlon
of the excnter control system. yThss may:l

valve con

explam both the VOPT:2 and -the \tiypass(ﬁ R

' _:,cabmet anomaly

1. Review licensee determination of root and
contributing cause(s).

2. Review licensee's extent of condition
analysis.

3. Determine if a finding or violation occurred
and assess significance.

U3 vReactor Cool

R operator distraction ?uqvplant
“lirecovery.

A

Reactor‘ggolant pump Iub&ogl ‘pump | Public
circuit breakegtherma| overloa\gs arg/
only set 0; A :amp: above‘normal rgvmng
current.ﬁ"Thls result&m mcreased
probabuhty of breakeatr1ppmg nd

URI

1. Review design of thermal overload
protection of RCP lube oil pump breakers.
2. Assess significance of delay on plant
recovery.
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Reactor coolant pump starting
procedures do not caution operators on
potential thermal overload trip if pumps
are operated for an extended duration.

Public

vy

; x.;l‘{vRewew design control aspects of

1)

prmodlf ications to the thermal overload protection
5 ‘@RCP lube oil pumg.breakers

Detel;mme if de})gn control or procedure
vnalatlon;,gvccurred

Operators were required to manually
implement low pressure safety injection
system depressurization procedures to
prevent over-pressurization. Operator
distraction. Licensee apparent cause
involved a thermal and hydraulic
phenomena that caused the leakage.
[Not OK] Most likely apparent cause
was mechanical misalignment of Borg-fv
Warner check valves. ;

Ai,‘.‘

Public

1. Rg%iemhcé’rgee determination of root and
contributing cause(s).
2. Review licensee's extent of condition
analysis.
,3. Determine if a finding or violation occurred
sfocusing particularly on the effectiveness of
Borg-Warner corrective actions from past
issues.
4, Focus on whether the licensee is
adequately assuring check-valve operability.
5. Focus on adequacy of check-valve as-found
testing and what the results of as-found testing
imply about operability.
6. Assess significance.

opgrate: 'pén demand d.diiring’p
<Th e‘chensee s&pparent
i

1. Review licensee determination of root and
contributing cause(s).

2. Review licensee's extent of condition
analysis.

3. Assess licensee corrective actions.

4. Review licensee's use of industry operating
experience for GE Magna Blast breakers.

5. Assess whether the issues identified
involved any human performance or PI&R
aspects.

6. Determine if a finding or vnolatnon occurred

and assess significance,
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{potential Issues/Apparent Cause 5 Recommendatlons for Followup
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During plant recovery, U1 experienced
thermally induced vibration of the
feedwater piping.

{Rewew licensee determination of root and
ont[lbutlng cause(s)

L8 cl-rn

S’Kt\ssess‘lice e corrective actions.
termmg,l a finding or violation occurred
and assess’sugmf cance. I

Emergency procedures which direct a Public
main steam isolation do not caution
operators on the fact that the MSIS
isolated TDAFW steam drains. The
emergency procedures do not result in
the implementation of manual drain
processes to ensure TDAFW o
operability. ,f;/’

Following the 1990 TDAFW overspged Eﬁ'ﬁ‘ﬁc ?)Rl 1. Review design control aspects of the

1. Review design control aspects of the
TDAFW manual drains.

> Determine if a design control or inadequate
! Tprocedure violation exists.

3. Assess whether the issues identified
involved any human performance or PI&R
aspects.

trip, the licensee directed corgg.c jve’ TDAFW manual drains. ,
actions that included prog:edu; 2. Determine if a design control or inadequate

rewsnons and the use of¢ jal drains/ procedure violation exists.

§ ‘{ ‘ 3. Assess whether the issues identified
involved any human performance or PI&R
aspects.

4, Assess the adequacy of previous corrective
actions.
: Public UR! 1. Review licensee determination of root and
mgrgency respong effectweness in contributing cause(s).

_directing the equupment’ eeded to 2. Review licensee's extent of condition

5nanually drain the 'I;D,AE)N steam traps analysis.

saway from U2 (the upit with one ESF 3. Assess significance.

; (bus denergized). .@/9
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Recommendatlons for Followup Team

Inspectors noted that the licensee did
not enter TS LCO's until EOP's directed
a review of LCO status. This occurred
very late into EOP implementation. In
addition, when the LCO was entered,
the time clock started when directed in
the EOPs. This resulted in LCO entry
hours after the condition occurred. If
the practice continued, the inspectors
were concerned that some TS LCO

Action Statements could not be
implemented when necessary.

Public | URI

gﬂffﬁEvaluate potential Conduct of Operations

; Land TS violations for the event:

Zt;,l:alm%; attery Charger
ow:Pressure Safety Injection

Technical Support

Licensee electrician failed to return test ,
switch to the normal position followmg aj 5
test run six-days prior to the event. /3

1. Review licensee determination of root and
contributing cause(s).

2. Review licensee's extent of condition
analysis.

3. Assess licensee corrective actions.

4. Determine if a finding or violation occurred
and assess significance.

1. Review licensee determination of root and
contributing cause(s).

2. Review licensee's extent of condition
analysis. .

3. Assess licensee corrective actions.

4. Determine if a finding or violation occurred

and assess significance.
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Potential Issues/Apparent Cause
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<« Recommendations for.Followup Team =%

The team found that the auxiliary
operator did not implement Appendix
10, Step 1 of emergency operating
Procedure 40EP-9EO10. Instead of
requesting a radiation protection person
to accompany him, the operator went to
the radiologically controlled area
access to perform a routine entry.

Public

& §g§ng{ibuting cause(s).

“Review licensee determination of root and

g

L

S |y ngiiw licensee’s,extent of condition

£
L

Qualysist, & . .
Swﬁsseas;ll)gg?;ee corrective actions.
b, o 0 ) . . R

4. De&gnmn a finding or violation occurred
and assess’significance.

1wk ne

The team found that the auxiliary
operator did not properly implement
emergency operating _
Procedure 40EP-9EO10 as required.

1. Review licensee determination of root and
Jcontributing cause(s).

+]72. Review licensee's extent of condition

analysis. .

3. Assess licensee corrective actions.

4. Determine if a finding or violation occurred
and assess significance.




