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Inspection Summary
Inspection from November 23 through 25, 1992, and from Nevember 27, 1992,
through January 11, 1993 (Report No. 50-254/205-92028(DRP)

Areas_Inspected: This was a routine, unannounced safety inspection by
resident and regional inspectors of licensee action on previocusly identified
items; licenrsee event report review;, regional request; operational safety
verification; monthly maintenance observation; monthly surveillance
observation; refueling activities; training effectiveness; report review; and
events.

Results: In the areas inspected, two cited violations were identified. The
first violation concerned a lack of corrective actions for the 1/2 diesel
generator (paragraph 2.a), and the second concerned an unauthsrized
installation of a temporary alteration (paragraph 6.) A non-cited violation
was discussed in paragraph 3.9, and an inspector concern regarding licensee
control of balance-of-plant activities was addressed in paragraph 5.
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Pleniewicz, Site Vice Prasident
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C. Tieta, Executive Assistant
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Kopacz, Operating Engineer - Unit 2
Misak, Regulatory Assurance Supervisor
Walsh, Technical Staff Supervisor
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Leech, Security Administrator
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Bucknell, Assistant Technical Staff Supervisos

k, Fire Protection System Engineer
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EDG logic problem: 1) provide an improved "loss of excitation®
relay; 2) change the EDG logic to hypass the "loss of excitation®
relay; 3) change the EDG Togic to add a time delay to the "loss of
excitation" relay. The licensee stated that a formai proposal
would be submitted for station approval and funding by february
1993. The inspectors concluded that the current station
procedures and proposals were acceptable and considered this item
closed. Based upon the licensee's response tuv the violation, the
long term corrective action was to develop a modification to
resolve the issue. The excessive delay in implementing this
corrective action is a violation of 10 CFR Part 50, Appendix B.
Criteria AVI (254/265-92028-0]1(DRP). The inspectors were
concerned that the licensee did not provide sufficient attention
to ensure prompt resolution of the previous violation.

M&MMWP Nine examples concerning
the control of transient combustible material. The licensee’s

response letter dated December 21, 1989, concurred with the
insgection finding and stated that corrective actions had been
completed. The inspectors reviewed procedures QAP 1700-1, QA
1700-5, and other applicable documentation, which indicatea thit
the licensee had taken adequate corrective actions to identify and
control transient combustible materials used in the plant. The
licensee had provided appropriate training for personnel, rrovided
for the use of additional fire protection tours when required, and
completed development and implementation of a computerized
transient combustible materials tracking system. The inspectors
reviewed transient fire load permits and compared them with
existing plant cenditions; no discrepancies were identified. The
inspectors concluded that the licensee’s actions were acceptable
and had no further concerns. This item is closed.

- ~02(DRS): Length of time four
control room fire detectors remained out-of-service (00S).
Although the four detectors were 00S, sufficient additional
detectors were in service within the respective fire zones and
were available to meet minimum NRC requirements. The inspectors
conducted a review of the plant’s fire detection zones, which
indicated that tne minimum detectors required to Le operable were
within the established requirements. The i1icensee stated that the
delay in detector repair was due to a bi’ling misunderstanding and
a spare part replacement vendor change. As a vesulc, sufficient
numbers nf spare parts were not available to perform repairs. An
approved vendor for replacement parts was identified and the four
detectors were replaced. The licensee stated ti.at this problem
should not recur due te "minimum/maximum” spare parts stocking
requirements. The inspectors concluded that the actions taken by
the licensee were acceptable and the inspectors had ne further
concerns. This item is closed.









is closed and the concern will be tracked urnder Unresolved Item
254/265-92025-02.

m.  (Closed) Unresolved Item 254/91020-02; 265/91016-02:

Reclassification of certain emergenty core cooling system room
coolers. This item was addressed during the service water
inspection, documented in IR 254/265-92201. To aveid duplicate
tracking, this item will be closed and the concern tracked under
Unresolved Item 254/265-92201-01,

n.  {Closed) Unresolved Item 265/92008-01: Low bottom head
temperature. This 1t.m was the subject o7 a violation
(265,92011-01b) diarxssed in IR 254/265-92011, paragraph 10.d.
Corrective actions will be evaluated during review of that
violation. This item is closed.

a. _Unresolved Item 254,265-9220]-G4: Environmental
qualification (EQ) of the flow reversing valves on the residual
heat removal (RHR) heat exchanger. The inspectors were concerned
that the valves, which were not environmentally qualified, coulu
fail in an intermediate position and render the "HR heat exchanger
inoperable while mitigating an accident. The licensee revised
operating procedures, which removed the possibility of operating
the valves during accident conditions. The licensee stated that
ihe vaives would be evaluated for inclusion in the EQ program. In
a letter to the NRC dated Novemoer 13, 1992 the licensee
requested en extension until May 29, 1993, to complete the
evaluation and documentation prucess This item remains
uanresolved pending completion of the licinsee’s inspection and
evaluation of resuits and final NRC review.

One violation was identified.
Licensue fvent Report (LER) Review (52700)

Through direct observations, discussions with licensee personnel, and
review of records, the following event reports were reviewed to verify
reportability requirements weres fulfilled, immediate corrective action
was accomplished, and corrective action to prevent recurrence had been,
or will be, accomplished in accordance with TS requirements:

In addition, the inspectors reviewed the licensee’s deviation reports
(DVRs) generated during the inspection period. This was done in an
effort to monitor the conditions reiated to plant or personnel
performance, or potential trend development. DVRs were also reviewed
for proper initiation and disposition as required by the applicable
procedures and the QA manual.
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(Closed) LER 254/90011-LL: Y diesel fire pump out of service
longer than seven days to inctall new suction line. The
inspectors reviewed the licensee's compensatory actions and found
them adequate. This item is closed.

(Closed) LER 254/90012-LL: "B" control room heating, ventilation,
and air conditioning (HVAC) failed to attain required temperature
differential, believed to be due to heater problem. The heater
was repaired and the HVAC system was returned to operation. The
inspectors reviewed the licensee's corrective actions and found
them adequate. This item is closed.

26-L1: Control room vent isolation due to
toxic gas concentration high. The inspectors reviewed the
licensee's completed investigation and found it adequate.
Additionally, the licensec received a TS revision removing the
toxic gas analyzer from the TS. This item is closed.

-LL: Fire diesel inoperable for more than
seven days. The inspectors reviewed the licensee's compensatory
actions and found them acceptable. This item is closed.

] -.L: Standby gas treatment (SBGT) system
heater logic circuitry missing due to in inadequate review of
original safety analysis report. This LER documents the same
concern discussed in Unrzsolved Item 254/91017-04 (discussed in
paragraph 2.1 of this report.) This item is closed.

losed) LER 254/91C19-LL: Control room HVAC inoperable due to
low delta-temperature and high delta-pressure. The licensee's
corrective actions were found acceptable. This item is closed.

(Ciosed) LER 254/91620-LL: Missed T¢ survc'1lance. The
inspectors reviewed the reasons for (i) missed surveillance
against the corrective actions for previous violations on missed
TS surveil ances and found that this was an isolated occurrence,
identified by the licensee, not reflective of the licensee’s
surveillance program, and categorized at Severity Level IV, The
corrective actions were adequate to prevent recurrence, as shown
by no TS surveillances being missed during the last year. The
missed surveillance was in violation of the requirements of TS
section 4.8.A.5; however, no Motice of Violation will be issued
necause the criteria of 10 CFR Part 2, Appendix C, paragraph
VI1.B.2 were met. This item is closed.

=L1: "B" train control ruom HVAC
inoperable. The inspectors reviewed the licensee’s completed
investigatiun and found it adequate. This item is closed.



Lng;gﬂl_LLBTZQ_ -L1: Unit shutdown due to water impingement
on electrical bus 14-1. The LER was revised to change a
commitment date which had no effect or the adequacy of the
Ticensee's corrective actions. This item is closed.

54/92028-LL: SBGT design deficiency due to reliance
on instrument air. On October 16, 1992, the licensee determined
that general design critaria 19 control room dose limits would be
exceeded during the postulated design basis accident with a loss
of instrument air. The licensee's immediate corrective action was
to revise control room HVAC initiation procodures and to place the
control switches for both circuits in the priwary .nade, The
inspectors reviewed the licensee's compensatory measures and
proposed corrective actions, which appeared adequate. This event
was discussed in greater dotail in IR 254/265-92025, paragraph
2.a.(1). This item is closed.

(Clnsed) LER 265/91007-L1: Reactor low water level scram. The
inspectors reviewed the revised LER and determined that it did not
affect the conclusions discussed in paragraph 2.e, or closure of
the original LER in IR 254/91017; 265/91013. This item is closed.

Josed) LER 265/91009-LL: Failure of the core spray room drain
check valves. The inspectors reviewed the LER and determined that

the discussion in IR 254/265-92016, paragraph 3, adequately
addressed the event. This item is closed.

One non-cited violation was identified.

4. Regionai Request (92701)

A,

The inspectors completed an Office of Nuclear Reactor Regulation
survey regardin? the possibility of contamination of suppression
pool water supply to emergency core conling systems from piping
insulation materials. The information supplied by the licensee
was verified for accuracy and completeness, and was determined to
be adequate. The licensee was aware of the concern and has
modified the majority of the Unit 1 containment piping insulation
to address the concern. Modification of the Unit 2 insulation was
being planned and is in progress. The inspectors have no further
questions at this time.

Tne inspectors received a regional request to determine when Quad
Cities would no longer have full ccre off-load capability. The
inspectors determined that the licensee would no longer be capable
of performing a full core off-load capability (assuming no fuel is
moved between pools) by November of 1998. This date included
installation of four more high density fuel racks in the Unit |
spent fuel pooi. The Unit 2 spent ;uel pool has already been






b.  Engineered Safety Features (ESF) Systems

Accessible portions of ESF systems and components were inspected
to verify: valve position for proper flow path; proper alignment
of power supply breakers or fuses for proper actuation on an
initiating signal; proper power supply to components required b,
1S or the final SAR; and the operability of support systems
essential to system actuation or performance through observation
of instrumentation and/or proper valve alignment. The inspectors
also visually inspected components for leakage, and proper
lubrication and cooling water supply. The inspectors’ review did
not identify any discrepancies.

£, Radiation Protection Controls

The inspectors verified that workers were adhering to health
physics procedures for dosimetry, protective clothing, frisking,
and posting, and randomly examined radiation protection
instrumentation for v.e, operability, and calibration. No
problems concerning radiation protection practices were
identified.

d.  Security

The inspectors, by sampling, verified that persons in the
protected area (PA) displayed proper badges and had escorts if
required; vital areas were kept locked and alarmed, or guards
posted if required; and personnel and packages entering the PA
received proper search and/or monitoring.

e. Housekeeping and Plant Cleanliness

The inspectors monitored the status of housekeeping and plant
cleanliness for fire protection and protection of safety related
equipment from intrusion of foreign matter. Recent housekeeping
tours and resident inspector plant tours have identified a decline
in plant housekeeping. The licensee is aware of this decline and
is assessing impruvement needs.

The inspectors also monitored various records, such as tagouts, jumpers,
shift logs and surveillances, daily orders, maintenance items, various
chemistry and radiolojical sampling and analyses, third party review
results, overtime records, quality assurance andjor quality control
audit resilts, and postings required per 10 CFR 19.11.

No vic'ations or deviations were identitied.

Monthly Maintenance Observation (62703)

Station maintenance activities were observed and/or reviewed to
ascertain that they were conducted in accordance with approved

11



procedures, regulaicry guides and industry codes or standards, and in
conformance with TS.

The following items were considered during this review: the limiting
conditions for operation were met while components or systems were
removed from and restored to service; approvals were obtained prior to
initiating the work; functional testing and/or calibrations were
performed prior to returning components or systems to service,
activities were accomplished by qualified personnel; and proper
radiological and fire prevention controls were implemented.

The following specific maintenance activities were observed and
reviewed:

Unit 0

Q00839 Instaltlation of 250VDC Battery System for Emergency Bearing
011 Pump (EBOP)

Unit 1

Q02880 Install TBCCW Lines to Instrument Air Compressors

Q00980 Unit 1 Reactor Vessel Transmitter (LT1-646A) A Channel
Calibration

2
Q72748 2B Condensate Pump Motor Changeout
Observations

On December 14, 1992, during preparations for reactor vessel transmitter
calibration performed under Work Request Q00980, an instrument mechanic
(IM) performed an unauthorized activity. The IM assigned to perform the
transmitter calibration, identified to the job foreman that a tygon
tube, used for vessel indication during unit shutdowns, was still
connected to the transmitter. The IM foreman contacted the operations
department, to notify them of the problem. The operations shift foreman
responded to remove the tygon, which was a temporary alteration, and,
after the tygon was removed, to double verify the removal. The job
foreman relayed this information to the IM performing the work. After
completing the transmitter calibration, the IM reconnected the tygon
tubing, intending to notify the foreman of the need to permanently
remove the tubing. The reinstallation was performed even though the IM
had no instructions or authorization to do so. The IM subsequently was
assigned another job. Neither the IM foreman nor the operations shift
engineer were informed tnat the tygon tubing had been reattached. Based
on the double verification of temporary alteration’s removal, the
operations department assumed the temporary alteration was dicconnected.

Following reinstallation of the tygon tubing, the selected reactor
vessc] level indication (channel A) indicated a decreasing level. The
feedwater system responded correctly to the erroneous indication, and
began increasing feedwater flow. The unit nuclear station operator
noted the increasing feedwater flow and decreasing level, recngnized it
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for the A ouiboard MSIV. The licensee was in the process of swapping
power feeds to the B reactor protection system (RPS) bus. Dur’‘ng the
transfer, ac power to the MSIV solenoids was interrupted, allowing the
2A MSIV to close upon dc solenoid failure. The resultant pressure
increase caused a neutron flux spike and tripped the A RPS system. With
the B RPS already deenergized, the full scram logic was satisfied.

The plant responded to the scram as expected, with the following
exceptions: 1) the source range and intermediate range instrumentation
failed to automatically insert, and were inserted manually, 2) the A
recirculation system automatic runback on low feedwater flow was slower
than expected, 3) the feedwater pumps ran ou* and tripped on low net
positive suction head due to the standby condensate booster pump being
unavailable for automatic start, and 4) the B feedwater regulating vaive
Tocked up at approximately 63 percent open. The effect of these items
on the plant recovery was minimal. The licensee placed the unit in cold
shutdown at approximately 5:00 p.m. CST on January 7, 1993.

Operator action in response to the event was considered prompt and
appropriate. The unit remained offline to effect repairs of the above
mentioned items. The failed dc solencid was sent offsite for analysis
to determine its failure mode. During the subsequent unit startup
problems with high turbine vibrations were encountered. The unit was
shutdown to {avestigate the cause of the high vibrations,

Investigations identified the cause to be a bowed turbine rotor due to
turning gear and indication problems. The licensee repaired the turning
gear indication. The inspectors had no concerns with this event.

Ne violations or deviations were identified.

Violations For Which . ~ Jtice of Violation® Will Not Be Issued

The NRC uses the Notice of Violation (Notice) to formally document
failure to meet a Tegally binding requirement. However, because the NRC
wants to encourage and support licensee’s initiatives for self-
identification and correction of problems, the NRC will not issue a
Notice if the requirements set forth in 10 CFR Part 2, Appendix (,
Section VII.B.2 were met. A violation of regulateory requirements
identified during the inspection for which a Notice will not be issued
is discussed in paragraph 3.g.

Exit Interview

The inspectors met with the licensee representatives denoted in
paragraph 1 during the inspection period ard at the conclusion of the
inspection on January 11, 1993, The inspectors summarized the scope and
results of the inspection and discussed the likely content of this
inspection report. The licensee acknuwledged the information and did
not indicate that any of the information disclosed during the inspaction
could be considered proprietary in nature.
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