





CECo has reviewed the circumstances surrounding the violation regarding
the Out-Of-Service (00S) Program (50-373/92027-02) and believes that its 00S
procedures comply with the cited requirements. Our basis for this is provided
in the attached response. For this reason, CECo respectifully requests the NRC
to reconsider the violation.

If you have any questions concerning this response, please contact
Ms. Sara Reece-Koenig of my staff at 708-663-7250.

Sincerely,
p f éiﬂ'\c’w A
for
T. J. Kovach
Nuciear Licensing Manager

Attachments

cc: A, B. Davis, Regional Administrator - Region 111
R. J. Stransky, Project Manager, NRR
D. Hills, Senior Resident Inspector - LaSalle
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VIOLATION: 373(374)/92027-01a,b,c,d

1. LaSalle Technical Specification 6.2.A.1 requires, in part, that
detalled written procedures covering ftems in Regulatory Guide 1.33,
Appendix A, Revision 2, be prepared, approved, and adhered to.
Regulatory Guide 1.33 11sts procedures for preparation for refueling
and refueling equipment operation, the reactor water cleanup (RWCU)
system, and the liquid radicactive waste system.

Contrarv to the above, procedures for preparation for refueling and
refueling equipment operation, the RWCU system, and the 1liquid
radioactive waste system were not adhered to in the following
examples:

a. On Octobter 29, 1992, RACU system downstream resin drain stop
valves, 2G33-2001-43A and 2G33-7Z001-42A were not sufficliently
closed prior to returning a filter demineralizer to service in
accordance with LaSalle Operating Procedure (LOP)-RT-06,
"Reactor Water Cleanup System Filter/Demineralizer Precoat,"”
steps F.15.a.2, F.15.a.4, and F.15.b,

b. On November 21, 1992, a radiocactive waste system operator falled
to verify proper flow line-up in accordance with LOP-WZ-03,
“"Chemica! Waste Collector Tank Transfer To Chemical Waste
Process Tank And Vice Verc<a", step F.5.

¢. On October 25, 1992, a fuel handler falled to fully raise the
grapple, check tne digital height indicator, or verify receipt
of the “Normal Up Limit" 1ight in accordance with LFP-400-1,
“Fuel Movements Within the Reactor and Spent Fuel Storage
Pools," step F.1.n.

d. On October 23, 1992, a licensee contract fuel handler failed to
properly verify steps on the Nuclear Component Transfer List in
accordance with LaSalle Fuel Procedure (LFP)-100-2,
"Administrative Control of Transfer Of Fuel Or Special Nuclear
Material Between Or Within the Spent Fuel Pool(s) Or Vaults",
step F.3.

This s part of a Severity Level IV violation (Suppiement 1).
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REASON FOR THE VIOLATION: (example a)

LaSalle County Station acknowledges the violation. Two experienced
operators were assigned the task of precoating and placing on-1ine the
“2A" Reactor MWater Cleanup (RT) filter-demineralizer (F/D). Actions had
been completed to precoat the F/D, and it was being placed back on-line
when the isolation occurred. A Root Cause Investigation was conducted and
identified an inadequate valve position verification as the cause.

Operating procedure LOP-RT-06, Step F.15.b states, “Verify (locally) that
the following remote manual valves are closed.” Included in this 1ist are
valves 2G33-2001-42A and 2G33-2001-43A which are "2A" RWCU F/D
posi-strainer backwash drain isolation valves. The operators performed an
inadequate verification of the valve position by looking only at the
position indication of the handwheels for these remotely-operated valves,
rather than performing a hands-on verification of position. Because of
the design of the remote operators, the indicator stop positions on these
valves cannot lways be used to determine valve position,

Although 1t cannot be positively determined how the 42A and 43A valves
were opened, it is apparent that inadequate verification of valve position
was performed.

CORRECTIVE STEPS TAKEN AND THE RESULTS ACHIEVLD:

Upon receipt of the RWCU isolation signal, the isolation was verified to
be valid, and the Nuclear Station Operator verified that the isolation
occurred properly., Investigation revealed that the 42A and 43A valves
were no* fully closed, and that no other leakage paths existed. The 42A
and 43A valves were properly closed and the RWCU System was subsequentily
restarted. The proper ENS notifications were made.

CORRECTIVE ACTIONS TAKEN TO AVOID FURTHER VIOLATIONS:

The two individuals involved in this event were counseled by Operating
Management on the importance of “hands-on" valve position verification
when possible, and their responsibility on performing every step of the
procedure.

Tallgates have been given to all Operating Department personnel by the
Assistant Superintendent of Operating or his desipnee to discuss this
event and other recent personnel error events. During these tailgates,
use of proper self-checking techniques were stressed as a viable barrier

to preventing errors.
DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED:

Full compliance was achieved when the valves were verified closed and the
system restored to proper operation.
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‘REASON FOR THE VIOLATION: (example d)

LaSalle County Station acknowledges the violation. The contractor
employee involved in this event used poor technigue in performing
verification of proper fuel hundle movement. The fuel handlers relied on
verbal communication of bundle serial number and falled toc perform the
required visual verification of bundle identification prior to movement
into the Unit 2 fuel pool. This fallure resulted in a transpositional
error of two fuel bundles.

CORRECTIVE STEPS TAKEN AND THE RESULTS ACHIEVED:

The Lead Nuclear Engineer completed an inventory of all new fuel received
up to that point and no oiner bundle location anomalies were found.

The misplaced bundles were placed into thelr proper locations.

CORRECTIVE ACTIONS TAKEN TO AVOID FURTHER VIULATIONS:

The Assistant Superintendent of Operating conducted a meeting to discuss
this event with the contractor Project Manager, Technical Staff Supervisor
and Lead Nuclear Engineer. Several corrective actions were identified and
implemented prior to resuming new fuel receipt:

A1l contractor fuel handlers and inspectors were counselled on the
seriousness of the infraction, and instructed that the fuel bundle
number must be verified at each applicable step in the transfer list.

The verbal exchange of fuel bundle serial numbers between contractor
fuel inspectors and fuel handlers was eliminated. Both the fuel
handler and the "spotter" were required to visually verify bundle
serfal number prior to moving the bundle underwater.

The use of binoculars to verify serial number, location, and
orientation of the fuel bundle immediately after placement into the
fuel pool was started.

Shiftly verification of proper bundle loading into the fuel pool was
accomplished by contractor fuel handling supervisory personnel.

The contractor fuel handling personnel involved in this incident were
removed from site.

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED:

Full compliance was achieved when the bundles were properly positioned.
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VIOLATION: 373(374)/92027-02

3 10 CFR 50, Appendix B, Criterion XIV, as implemented by Regulatory
Guide 1.33, Revision 2, which endorses ANSI N.18.7-1976 requires
prior to granting permission for release of equipment, operating
personnel shall verify that the equipment can be released, determine
how long 1t may be out-of-service, and to document such granting of
permission.

Contrary to the above, LaSalle Administrative Procedure (LAP)-900-4,
“Equipment Out-Of-Service Procedure," Revision 48, did not require
operating personnel to verify that equipment can be released or to
document such granting of permission. These actions were not taken
for out-of-service 2-2202-92.

This 1s a Severity Level IV violation (Supplement 1).

DISCUSSION:

This provides Commonwealth Edison Company's (CECo) response to the Nuclear

Regulatory Commission's (NRC) Notice of Violation (NOV) issued to LaSalle
County Station (LaSalle) for an alleged violation of 10 C.F.R. Part 50,
Appendix B, Criterion XIV. The issue ralsed in the NOV is the adequacy of
LaSalle Administrative Procedure (LAP)-900-4, Rev, 48, "Equipment
Out-Of-Service Procedure,” as it applies to the hanging of out-of-services
(00S), CECo believes that the ANSI Standard does not place requirements on
non-safety-related systems. Since 00S 2-2202-92 dealt with a

| non-safety-related system, no documentation of the granting of permission was

| required in this specific case.

| This procedure has proved its appropriateness through extensive,

successful use. Moreover, LaSalle believes that the procedure does comply

with Appendix B for the reasons stated below.

Regulatory Requirements

To understand how LaSalle's 005 procedure complies with Criterion XIV, it
is useful to start by reviewing the regulatory requirements. Append'x B to
Part 50 establishes quality assurance requirements for the operation of
safety-related structures, systems and components. Appendix B can be complied
with by implementing the guidance in Regulatory Guide (Reg.Guide) 1.33,
| Revision 2, which endorses ANSI N.18.7-1976/ANS-3.2 (ANSI Standard). CtCo has
| adopted this ANSI Standard.
|
|

For Criterion XIV of Appendix B, Section 5.2.6 of the ANSI Standard,
Equipment Control, specifies the actions necessary for compliance. Section
5.2.6 provides that:
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Permission to release equipment or systems for maintenance shall be
granted by designated operating personnel. Prior to granting
permission, such cperating personnel shall verify that the equipment
or system can be released, and determine how long it may be out of
service. Granting of such permission shall be documented. Attention
shall be given to the potentially degraded degree of protection when
one subsystem of a redundant safety system has been removed for
maintenance.

After permission has been granted to remove the equipment from
service, it shall be made safe to work on. Measures shall provide
for protection of equipment and workers. Equipment and systems in a
controlled status shall be clearly identified. Strict control
measures for such equipment shall be enforced.

LaSalle's Procedures

LaSalle has implemented these requirements through LAP-900-4. This LAP
applies to both safety-related and other work. Not all procedural steps are
applicable to all work under the procedure.

LaSalle's procedure works as follows. When any individual, usually in
either the operating department (Operating) or the maintenance department
(Maintenance) identifies a plece of equipment which needs to be taken
out-of-service either to be maintained or repaired, an 00S request is sent to
Operating. It is reviewed, and if the work to be done is accepted, the 00S is
prepared. Once prepared, the 00S then receives another review by a second
gualified individual, usually a licensed Senior Reactor Operator (SRO). For
safety and Technical Specification (Tech Spec) related equipment OOSs
additional documentation (Attachment F) is included which documents review for
requirements in the ANSI Standard. Prior to being issued for "hanging," the
00S is reviewed (a third review) and the Attachment F is signed by the Control
Room SRO. This final signature meets the documentation requirement of the
ANSI Standard, which requires the “"regulatory issues" review.

Even though non-safety-related equipment 00Ss do not receive the
Attachment F documentation, before authorizing the hanging of all 00Ss, the
Shift Supervisor reviews the 00S to ensure that the plant configuration
permits the safe conduct of the work. LaSalle management expects Shift
Supervisors to be alert to any unusual plant conditions which would prevent
the work from being performed as originally scheduled.

LAP-1600-2, “"Conduct of Operations,” steps F.1.n and F.1.z state the
following respectively concerning plant configuration awareness. Since it is
the standard expectation and policy at LaSalle that Operations be aware of
plant status/configuration and to not allow action that may compromise
operation or safety, LaSalle does not require personnel to sign for such
consideration on every action they may take.

INLD/2435-9
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A1l on-duty licensed and unlicensed operators and operating
supervisors are to be aware of and responsible for the status of the
plant at all times. Al1 operating supervisors are responsible for
all personnel assigned to their particular shift, regardless of
specialty, whose actions could affect plant safety.

Operations personnel shall be attentive to the conditions of the
plant at all times. They must be alert to ensure that the plant is
operating safely and take action to prevent any progress toward a
condition that might be unsafe.

NRC Concerns

The NRC is concerned that this process does not require review of the
plant's configuration when the 00S 15 actually implemented. In the NRC's
view, 1t 1s impossible to anticipate all possible piant configurations whe. an
00S is written. Therefore, the NRC believes that an additional review of the
plant configuration is necessary right before the OOS is implemented in order
to establish a last barrier against unintended adverse consequences.

The NRC's Concern was triggered by a scram of Unit 2. That scram occurred
after an 00S was hung because the plant's configuration was inconsistent with
the 00S. That inconsistency, the NRC believes, would have been discovered had
the shift supervisor who authorized the tagout reviewed the plant condition
more thoroughly.

The NRC also believes that LaSalle failed to provide the necessary
documentation of the grant of permission to release the equipment for work.

LaSalle's Compliance

LaSalle believes that the demonstrated history of the procedure's
successful use shows that 1t does include appropriate reviews of the plant's
status before an 00S is hung.

LaSalle also belleves that its procedures satisfy Criterion XIV as interpreted
in the ANSI Standard. LaSalle considers the permission contempiated by
Section 5.2.6 for release of the covered equipment to be granted when
Operating signs the Attachment F of the 00S documentation. That authorization
is given by operating personnel which LaSalle considers designated to release
equipment, qualified to verify releasability of equipment, and ¥/ wledgeable
about how long the equipment may be out of service.

Furthermore, LaSalle recognizes that the removal of equipment from service
by hanging the 00S requires a review of plant status at the time, and does
require the operating department to conduct such a status review. However, as
LaSalle has interpreted the ANSI Standard, there is no requirement to document
the grant of perm!ssion to release equipment other than safety-related
equipment. Notwithstanding the documentation requirements for safety-related
equipment, LaSalle will continue to review every 00S prior to issuance to
assure plant configuration is ~ompatible with the 00S.
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VIOLATION: 3737374)/92027-03a,b.c

3, 19 CFR 50, Appendix B, Criterion V regquires, in part, activities
affecting guality be prescribed by documented procedures of a type
appropriate to the circumstances.

Contrary to the above, procedures were inappropriate to the
circumstances in the following examples:

a.

LaSalle Electrical Surveillance (LES)-RD-102, "Unit 1 Alternate
Rod Insertion Division 1 Logic Functional Test," Revis‘on 1, did
not delineate a specific applicable step sequence. This
resulted 'n a reactor scram on October 9, 1992, when the control
rod charging water header supply stop valve was improperly
closed prior to taking the mode switch to the shutdown position.

LaSalle Technical Surveillance (LTS)-100-11, "Feedwater Qutboard
Stop and RWCU Return Valves Local Leak Rate Test," Revision 8,
falled to take into account that a check valve between the RWCU
discharge valve 1G33-F040 and the required vent path would
invalidate the results of the test.

LaSalle Limited Procedure (LLP)-92-159, "Alternate Method For
Performing Channel Check Of VC Intake Radiation Monitors,"
Revision 0, failed to specify that a greater than two cecond
delay between returning the monitor switch to the "OPERATE"
position and depressing the red trip light would cause the
actuation circuitry to seal-in. This resulted in an unplanned
control room emergency ventilation actuation on October 16, 1992.

This is part of a Severity Level IV violation (Supplement 1).
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REASON FOR THE VIOLATION

CORRECTIVE STEPS TAKEN AND THE RESULTS ACHIEVED

CORRECTIVE ACTIONS TAKEN TO AVOID FURTHER VIOLATIONS

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED
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‘REASON FOR THE VIOLATION: (example b)

During an inspection conducted by the NRC and Il11inois Department of
Nuclear Safety (IDNS) on 'ctober 14 through November 25, 1992, it was
determined that the Local Leak Rate Test (LLRT) performed on 1(2)G33-F040
using procedure LT5-100-11 was technically invalid because the upstream
side of the valve was not properly vented. The 1(2)G33-F040 valve was
tested in the normal direction, or from the containment side. A vent path
was established by opening test tap valves 1(2)G33-F037 and 1(2)G33-F038
upstream of the 1(2)G33-F040 valve, however check valve 1(2)G33-F039 is
installed between the 1(2)G33-F040 containment isolation valve and the
open vent valves. If check valve 1(2)G33-F039 was leak tight, then any
leakage through the 1(2)G33-F040 valve would be undetected. When the
procedure was criginally written, it was deemed adequate to assume leakage
through the non-safety related check valve,.

CORRECTIVE STEPS TAKEN AND THE RESULTS ACHIEVED:

During the time period that this discrepancy was identified, Unit 1 was in
its fifth refuel outage. A special test procedure (LST) was written to
perform a valid Local Leak Rate Test on the 1G33-F040 valve by testing the
valve In the reverse direction with a proper vent path established through
the "B" Feedwater 1ine. The test results indicated zero leakage for the
1G33-F040 valve.

Because Unit 2 was at full power during this time period, a Local Leak
Rate Test could not be performed on the 2G33-F040 valve without bringing
Unit 2 to a Cold Shutdown condition. LaSalle County Station requested and
was granted a2 Walver of Compliance from the Office of Nucleay Reactor
Regulation (NRR) until an emergeicy Technical Specification change could
be processed to delay the testing of 2G33-F040. Ladaiie County Station
has committed to performing a satisfactory Local Leak Rate Test on the
2G33-F040 valve at the first available outage of two weeks or greater in
cold shutdown, and no later than the noext refuel outage L2ROS.

LTS-100-11 has been revised to eliminate the possibility of performing an
tnvalld leak rate test.

INLD/2435-14
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CORRECTIVE ACTIONS TAKEN TO AVOID FURTHER VIOLATIONS

DATE WHEN FULL COMPLIANCE MWILL BE ACHIEVED
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REASON FOR THE VIOLATION: {(example c)

LaSalle County Station acknowledges the violation. LLP-92-159 "Alternate
Method for Performing Channel Check of Control Room Ventilation Intake
Radiation Monitors" is a Limited Duration Procedure which was written in
response to ongoing troubleshooting on the Control Room Radiation
Monitors. LLP-92-159 was written to give control room personnel an
alternate method to perform the CHANNEL CHECK required by Technical
Specifications. It did not specify that the radiation monitor on the
Control Room Ventilation system would trip if the monitor switch was not
taken to the OPERATE position within 2 seconds of performing a source
check of the monitor. Adequate steps were not included in the procedure
to assure that an actuation of the Control Room Ventilation system would
not occur following the source check. This procedure was used as needed
for 2 weeks prior to this event without any problers. Upon receipt of the
actuations, various resources were used to identify the cause of the
problem, Additional extensive research into the vendor documentation of
the radiation monitor internal electronic circuitry eventually revealed
the 2 second time delay circuitry. Personnel writing and reviewing the
procedure did not fully understand the 2 second condition caused by
internal detector electronics prior to procedure generation. The
procedure which recsulted was technically and operationally correct, but
did not give sufficient precauticns to avoid a start of the Control Room
Ventilation Emergency Makeup Unit. This procedure was generated in
response to specific plant conditions for use on a 1imited basis while
corrective actions continued to be pursued for previously occurring
spurious trips of the radlation detectors.

CORRECTIVE STEPS TAKEN AND THE RESULTS ACHIEVED:

The affected procedure was revised to give operators additional guidance.
The procedure has been in place since this event with no further problems.

| CORRECTIVE ACTIONS TAKEN TO AVOID FURTHER VIOLATIONS:

Personne! involved in this event were made aware of the procedural
discrepancies and that additional research would have been warranted in
this case.

l This event will be discussed with techinical staff system engineers and
instrument maintenance management personnel as an example of an event
where the vendor manual did not provide adeguite written description of
circutt operation in the abnormal configuration. When writing procedures
to operate ‘t may be necessary to perform a detailed review of the circuit
diagrams to ensure all operations are as desired.

!

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED.

Full compliance was achieved upon revising the procedure to reflect the
added caution.
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