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After your staff reviewed this issue, the VIVs were set to 100 percent open on July 11, 1992,
based on engineering judgement that this position was superior to the 20 percent open position.
Subsequent testing revealed that neither filter fan would have operated during an accident with
the VIVs fixed at the 100 percent open position, as existed between Julv 11 and
August 24, 1992, This condition constituted a violation of a technical specification (Violation
I.A). Further, the testing also revealed that the exhaust fans would not have started reliably
since initial plant startup with the VIV fixed at 20 percent open.

In addition to Violation LA, the review of this event also identified a deficiency in the
operability testing of the ABF and SLCR systems, Since initial startup, operability testing of
these systems was conducted by placing the VIVs in the automatic control mode, which was
different than the normal operating mode, and therefore different thin the configuration that
would exist during an accident. Therefore, the testing failed to identify that the systems would
not function as designed following a design basis accident since having the VIV fixed at the 20
or 100 percent limit could =esult in the filter exhaust fans tripping when actuated by wn accident
signal. (In the automatic mode, the VIVs modulate to maintain inlet plenum pressure o prevent
the filter fans from tripping.)

In addition, the ability of the SLCRS to draw and maintain a vacuum in the structures
surrounding the primary containment following a design basis accident had not been tested with
the ABFS aligned to its accident configuration. Subsequent festing of the SLCRS indicated that
under accident conditions, the system could not draw a vacuum in the reguircd titme (i.e., 50
seconds), due to the timing delays designed into the ABFS fan control circuitry. “Toe failure to
test properly ABFS and SLCRS so as to verify that these systems would perform their design
function constitutes a violation of the NRC requirements set forth in 10 CFR Part S0, Appendix
B, Criterion XI, Test Control (Violation 1.B).

The NRC recognizes the complexity of the ABFS/SLCRS relationship. Nevertheless, the NRC
is concerned that since initial startup, your staff was not full: aware of the ABFS design basis
and operating parameters and their adverse impact on the SLCRS operation.  This concern is
heightened by the fact that prior to initial plant startup you had decumented the inability of the
ABFS exhaust fans to operate properly in the automatic mode as an outstanding design
deficiency. Furthermore, there were several opportunities for identification of this safety issue,
including each time the surveillance test was performed. However, your staff did not adequately
evaluate the potential safety significance of the system's operating limitations, In addition, we
are concerned that your operating staff did not adequately resolve the question of the plenum
door's status after two notifications of the open plenum door, which were made in the days
immediately prior to its final identification and resolution. We are concerned that this failure
may be indicative of a problem regarding the response to deficient conditions. Therefore, your
response 1o this action should address the issue of the inadequate follow-up of these two
notifications,
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The base civil penalty amount for a Severity Level {1l problem is $50,000. The escalation and
mitigation factors set forth in the enforcement policy were considered and, on balance, the base
civil penalty was escalated by 25 percent to $62,500, The violations were identified by your
staff; therefore, S0 percent mitigation of the base civil penalty on this factor 1s warranted. Your
ultimate corrective actions, including the shutdowrt of the unit, were prompt and placed the plant
in compliance with the regulations; therefore, 25 percent mitigation of the base civil penalty on
this factor is warranted. The fuil S0 percent mitigation under this factor was not warranted since
your root cause analysis of the problems leading up to the unit shutdown was not considered to
be comprehenstve or aggressive. For example, upon initial discovery of VIVs being improperly
set, the corrective action was to reset them 1o a position that was not supported by the design
basis.

No escalation or mitigation was deemed warranted based on your overall past performance.
This determination was made after considering your overall performance documented in the
latest Systematic Assessment of Licensee Performance report and a recent enforcement history
that includes only ane Severity Level 111 violation that impacted the same performance areas.
The base civil penalty was increased by 100 percent based on your prior opportunities o
identify and correct the violations associated with the event, Specifically, each time the
surveillance on the ABFS was performed questions should have been raised as to why the VIVs
were placed in automatic to verify system performance, but upon completion of the testing were
returned to a fixed position. Additionaliy, the NNECO enginecring concern about the VIVs,
identified during the May 19, 1992, performance of IST 3-92-014, represented another
opportunity to identify the problem earlier. Finally, the two carlier reports of the open plenum
door also represented prior opportunities, The other factors were considered and no further
adjustment was deemed appropriate.

In addition to the violations described above, another violation, which is described in Section
I1 of the enclosed Notice, was discussed duriug the enforcement conference. The violation
involved the degradation of hydrogen recombiner sysiem for a period of about 90 days due to
inadequate work control ol a lifted lead durving maintenance, and the failure of your staff to
perform a maintenance retes! prior to returning the system to service. While the safety
significance of this event was minimal because this condition likely would have been identified
and corrected for this manually initiated system, the NRC is nonetheless concerned waih the
breakdown of the work control process within your organization that allowed this failure to
oceur.
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