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SUMMARY
Scope:

This routine safety inspection by the resident inspector involved the areas of
maintenance observatien, <urveillance observation, operational safety
verification, onsite review committee, onsite followup of events, and action
on previous 1nspection findings.

Results:

One violation with three examples was identified for failure to follow
procedures with regard to manual overtorquing two RHR system valves, damaging
one valve and potentially damaging the other (paragreph 6), and failure to
maintain adequate log keeping and equipment clearances (paragraph 4).

Operator log kecping was inconsistent (gara raph 4). An observed lack of
sensitivity to out of position circuit breakers which have potential personnel
safety significance (paragraph 4) and inadequacies in the new Post Maintenance
Testing Program procedure, PLP-20 (paragraph &) are all indicators of lack of
attention to detail,

The corrective maintenance backlog increased about 10 percent from the
previous inspection period. Some of this increase can be attributed to the
area walkdowns (paragraph 5).
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Outstanding work requests were reviewed to ensure that the iicensee gave
priority to safety-related maintensnce. The inspectors
observed/reviewed portions of the following maintenance activities:

PM 9]-064 Unit 1 Refueling Platform Upgrade |
92-AMLK4 Repair of Corroded U-2 Ductwork r
92 -BGNB1 Repatr of Unit 2 - FO280, Outboard MSIV ;
PM 90-064 Service Water Inspections - Unit 2 |
GE Contract ZA LP Turbine Wheel luspections

PM 92.071 Instrument Rack Upgrade/Replacement (Unit 2)

PM 92-070 Instrument Rack Upgrade/Replacement (Unit 1)

No violations or deviations were identified.
3. Surveillance Observation (61726)

The inspectors observed surveillance testing required by Technical

Specifications. Through observation, interviews, and record review the

inspectors verified that: tests conformed to Technical Specification

requirements; administrative controls were followed: personnel were

qualified; instrumentation was calibrated; and data was accurate and ,
complete. The inspectors Indepenaently verified selected test results i
and proper return to service of equipment, |

The insoectors witnessed/reviewed portions of the following test
activities:

Calibration of instruments on Instrument Racks:

1-H21-P018 RHR A Instrument Rack
2-H21-PO1S Main Steam Instrument Rack -
2-H21-PD21 RHR B Instrument Rack ;
2-H21-P025 Main Steam Instrument Rack

The inspector observed that the work was done with the procedures at the
jok site and there were no concerns identified, Violations and
deviations were not identified.

4. Operational Safety Verification (71707) :

The inspectors verified that Unit 1 and Unit 2 were maintained in
compliance with Technical Specifications and other regulatory
requirements by direct obse-vations of activities, facility tours,
discussions with personnel, reviewing of records and independent
verification of safety system status,

The inspectors verified that control room manning requirements of 10 CFR :
50.54 and the Technical Specifications were met. Contro)l operator, |
shift supervisor, clearance, STA, daily and standing instructions and

| Jumper/bypass logs were reviewed to obtain information concerning

| operating trends and out of service safety systems to ensure that there
were no conflicts with Technical Specification Limiting Conditions for
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Operations. 0Direct observations of centrol room panels ano
instrumentation and recorded traces important to safety were conducted
to verify operability and that operating parameters were within
Technicsl Specification limits. The inspectors observed shift turnovers
to verify that system status continuity was maintained. The inspectors
also verified the status of selected control room annunciators.

The inspectors verified the system alignment and operability of
equipment used for the normal and backup means for shutdown cooling on
each unit. They additionally verified that there was no leakage of
major components; that proper lubrication and cooling water was
available; and conditions did not exist which could prevent fulfiliment
of each system’s functional requirements. Instrumentation essential to
system actuation or performance was verified to be operable by observing
on-scale indication and proper instrument valve lineup.

The inspectors verified that the licensee’'s HP policies and procedures
were followed. This included cbservation of HP practices and a review
of area surveys, radiation work permits, posting and instrument
calibration.

The inspectors verified by genera)l observations that: the security
organization was properly manned and security personnel were capable of
performing their assigned functions; persons and packages were checked
prior to entry into the PA; vehicles were properly authorized, searched
and escorted within the PA; persons within the PA displayed photo
identification badges: personnel in vital areas wece authorized;
affective compensatory measures were employed when required; and
security’s response to threats or alarms was adequate. The inspectors
also observed adequate plant housekeeping controls, verified position of
certain containment isolation valves, checked clearances and verified
the operability of onsite and offsite emergency power sources,

Repeated NRC observations concerning the inadeguacies of operator log
keeping have been documented in previous inspection reports. The
inspector has observed some improvement; however, the improvement lacks
consistency. The inspector has observed that the starting and stopping
of major pieces of equipment was not always recorded in the unit log as
required by Secticn 3.2.4.3 of Operating Instruction, 01-01, "Operating
Principles and Phi\osogh{,' Revision 048. 01-01, requires that a
detailed explanation shall be provided in the shift supervisor’'s log for
major events such as major plant evolutions. The qua11t{ of log keeping
varies by individual. Inconsistent entries are frequently observed as
demonstrated by an entry which denotes the review of the results of a
performance test but neither the test noi the operation of the equipment
was documented. While review1ng operator logs, the inspector noted that
on December 14, 1992, an entry had been made at 1440 in the Unit 1 or
shift supervisor's (SS; log which stated "Completed review of PT12.28,
0G No. 2 Monthly Load Test. PT was SAT." There were no entries to
indicate that DG No. 2 had been operated or that PT12.28 had been
performed. The missing entries were in the control operator’s jog. An
operations manager, when queried, thought that the entries were
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acceptable yet the missing entries are required by 01-01. The failure :
to maintain logs in accordance with the 01-01 is a violation (325/92 44

01). These deficiencies would make it difficult to recreate events., It

should be noted that only the unit or S5 log is sent to the vault as a

permanent record.

Another example of poor log keeping practices was demonstrated by a

Unit 1 SCO not signing into the unit log until seven hours into a twelve
hour shift and the licensee did not consider this to be a deficiency.
The inspector discussed his concerns with the licensee and noted a
significant improvement which proved to be short lived, Poor |

keeging ?ractices and management tolerance are indicative of inattention
to detail.

The 1icensee had three occurrences of mispositioned circuit breakers
during the inspection period. On December 8, 1992, the breaker for
recirculation system valve 2-B32-F023B was found “on" with a clearance
(2-92-02902) tag hanging on it for “"off/removed." On December 22, two
containment atmospheric control system control circuit breakers 2-32AB-5
and 2-32AB-6, located in panel 32AB, were found in the on position while
under ¢learance 2-92-2887, The clearance required the breakers to be in
the of f position. Both breakers were Tast verified ‘n the correct (off)
position on November 25, 1992, Additionally, on December 23, the
breaker for RCIC system valve 1-E51-F066 was found "on" while displaying
a placard statﬂng that the breaker was to be left “off" pending testing
under Plant Modification, PM91-009, Administrative Instruction, Al-58,
fquipment Clearance Procedure, requires that equipment be maintained in
a safe operating condition,

These are not isolated cases as there were three mispositioned circuit
breaker events in September involving eight circuit breakers. Only the
most recent breaker mispositioning event was discussed at the da11g
outage meeting and that discussion was held following questioning by the
inspector. The inspector noted that the event was described in the C0's
log but not described in the unit log. An ACR has not been written for
the latest breaker event. The inspector is corcerned that events which
are potentially safety significant were not being elevated for increased
attention and vis1b|11t{. The inspector has discussed his concerns with
various members of the licensee’s staff and found that they did not feel
the fssue was significant. The licensee stated that the problem was
being investigated; however, there was no urgency as clearance errors
were considered to be statistically insignificant., Additianally,
responses by some licensee personnel rogardin? mispositioned circuit
breakers indicated to the inspector that tie licensee was not sensitive
to certain potentially safety significant events. The failure to
maintain equipment in the required clearance position is a violation of
Al-58 and is the second example of violation (324/92-44-01).

The inspector discussed his concerns with senfor site management, The
immediate response was to have operations review all logs daily for
potentially significant events and have them discussed at the morning
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subsequent reviews of WR/JO backleg items for deletion or inclusiv® into
the outage. The procedure provides for the methodology to review
backlog and emergent items. This procedure is the governing document
for the backlog prioritization and vutage scope control,

[tem B4 Unit 2 - Main Generator Exciter Coupling Replacement

The original coupling provided by the turbine generator vendor, General
Electric, was manufactured by Faik (Model 210-H). The licensee
experienced elevated exciter vibration levels as did other utilities
which had this coupling. General Electric recommended replacing the
Falk coupling with Kop Flex, Model 704, which would reduce exciter
vibration. The inspector reviewed the direct replacement evaluation, DR
No. 92-0052, dated February 27, 1992, and considered it to be adequate.
WR/J0 92-ACRF), which the inspector reviewed, was issued to replace the
coupling. During the coupling reglacement. the licensee detected loose
sole plates while sounding the sole plates. The Ticensee determined on
May 9, that the sole plates were shimmied in place, there were no
support bolts at each end, and the sole plates were not adequately
grouted, WR/JO 9:-ACRF4 was written to regrout the sole plates. The
inspector observed portions of the grouting and coupling replacement and
observed that the craft were proceeding cautiously and that procedures
were at the job site. The work associated with the coupling replacement
was completed ovn May 21, 1992. Post maintenance testing, which consists
of vibration readings, will be accomplished when the unit is back on
line. The completion of the physical work closes out this item.

Item BS Unit 2 - Partial Arc Modifications
Item B5 Unit 2 - CV and EHC Accumulator Refurbishment

The turbine bucket replacement and modifications for partial arc
admission were completed Yurina the Unit 2 refuelin? outage in September
to December 1991. 1his work was discussed in detail in Inspection
Reports 325,324/91-39 and 325,324/92-01. After startup in late December
1991, the system would not operate at full power without oscillations on
partial arc admission. This resulted in operating the unit at less than
80% power until the unit was shutdown on April 21, 1992, During the
current outage, the limit switches and control bearings for the control
valves have been replaced. The EHC accumulaters were removed and
rebuilt with new seals. After investigation, the turbine vendor
determined that the incorrect curves had been used to set control valve
ope~ation. The EHC system was electronically realigned using the
corrected curves. This system will undergo further testing and
realignment during plant restart after steam is available for turbine
opéeration.

Instrument Racks

The structural segments of the instrument rack modification/rebuild

program are being accomplished under plant modifications PM92-070 and
PM92-071 for Units ' and 2, respectively. The balance of the work is
being accomplished under the WR/JO process. Separate job orders have
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been written for each task. This has resulted in the generation of a
large number of WR/JOs. There have been 230 WR/J0s written for Unit 1
and 351 WR/JOs written for Unit 2 Instrument Racks. [1?hty—n1na WR/J0s
have been written for the non-structural work for rack 2-H21-PO14. The
inspector has witnessed all phases of this program but not all WR/JOs.
The observations have been limited to work practices. The inspector has
observed that appropriate instructions have been at the job site,
workers were cautious and fire watches were on location when required.

Violations and deviations were not identified.

Maintenance Process Improvements

Post Maintenance Testing Program

Plant Prucedure, PLP-2C, Post Maintenance Testing Program, was issued on
December 8, 1992. The purpose of this procedure is to provide post
maintenance testing guidelines and controls and establish the overall
post maintenince testing process,

The inspector reviewed the new program procedure for generil content and
with regard to past post maintenance testing issu2s, including
violations 325,324/92-01-01 (LA92-024), 325,324/91-02-02 and
325,/92-04-02 and veviation 325,324/92-04-01.

The inspector concluded that the new program procedure should improve
the licensee s post maintenance testing program overall, but several
shortcomings were apparent which indicate that several site specific
events were not incorporated:

e The test matrix for pumps, valves and miscellaneous equipment
appropriately indicate that external leak tests are required but
no guidelines are included in the procedure for determining proper

test pressure. This was a topic of Violation 325,324/91-02-02,

¢ The test guidelines for cranes do not include testing of fail-safe
features and both electric and mechanical brakes. These topics
were revealed as a result of a dropped fuel bundie on January
2, 1991 (Inspection Report 325,324/91-01 and LER 1-81-001.)

e The test guidelines for air operated valves include tests for
maintenance on the air/nitrogen pressure source, but do not
consider maintenance on vent paths. Restricted vent paths could
disable these components.

» The test guidelines for manual valves do not include guidelines
for remote position indication checks. Some manual valves have
remote position indication.
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* Requircments for testing valve interlocks are appropriately
included (Inspection Report 325,324/92-04) but no testing
methodology is provided and no 1ist or easily managed information
about installed interiocks is available.

o The test guidelines for emergency diesel generators state that no
post maintenance testing is required for painting, cleaning or
other cosmetic maintenance. This was an issue in the failure of
DG No. 2 to start on demand on January 6, 1992 (Inspection Report
325,324/92-01 and EA 92-024),

The inspector concluded, bhased on these observations, that the
licensee’s review of PLP-20 concentrated on administration of the
program instead of technical content. Administratively, the program
appears viable, but assessment of the program in use will be required to
determine its overall effectiveness.

Procedure [ssues

Inspection Report 325,324/92-04 indicated that inadequate procedures
and/or failure to follow procedures were a major contributer to work
contral problems, Licensee efforts to improve procedure work ethic have
included changes to MMM-001, Maintenance: Conduct of Operations, that
better define the houndary between skill-of-the-craft and procedure
need, the level of detail allowed on WR/JOs and steps to be taken when
procedure errors are detected in the field. No firm conclusions can be
made on the overall effectiveness of the improvement efforts, but one
recent event confirms that continued management attention is needed:

In preparation for RHR system decontamination, a need to manuaily
torque the Unit 1, E11-F006 B and D valves (pump suction for
shutdown cooling) was identified; accordingly, WR/JOs 92-BGREI and
92-BGRF] were initiated, respectively. These valves are motor
operated 28 inch gate valves wilh SMB-0 Limitorque operators
equipped with manual override actuators. A mechanical maintenance
planner with Technical Support assistance selected the incorrect
torque values from EDBS choousing the Limitorque operator torque
switch setting of 450 ft.-1bs, instead of the indicated handwheel
torque values of approximately 60 to 70 ft.-1bs. This was caused
by confusion over the EDBS information in a telephone conversation
between the planner and a Technical Support Component Engineer.
Yhe high value of 450 ft.-1bs. was discussed by the maintenance
personnel involved. However, the WR/JO was implemented without
questioning the maintenance planner and this resuited in tailure
of the actuator on the first FO0& valve on December 2, 1992,
Recognizing the failure, the mechanics reduced the torque setting
for the second valva to 200 ft.-1bs., and completed torquing that
valve without obvious failure, but resulting in potential internal
actuator or valve damage. Subsequently, ACR 92-953 was initiated
by Maintenance on December 4, 1992, The foliowing problems were
revealed by this event:
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e following selection of the wrong torque value, the mechanics
performin? the work Tailed to question the planner on the
excessively high torque requireaent. Application of this
torque reguired use of a large torque wiench on a handwheel
of twelve inches in diameter,

o After obvious failure of the first valve's actuator, the
mechainic proceeded to the second valve, choosing a different
maximum torque, without obtaining additional guidance from
PIa?ning or Maintenance Supervision nor documenting the
failure,

There was no direct safety impact as a result of this event, but
significant maintenance errors occurred indicating that the
maintenance organization procedure work ethic is not yet fully
adequate.

The inspector concluded that the MMM-001 guidelines for use of a WR/JO
instead of a formal procedure for this application were ccrrectly
applied. The guidelines does not require a review of the planning
product prior to the WR/JO being released for performance. The action
of the maintenance personnel indicated a lack of knowlecge (skill-of-
the-craft) on torquing valves. By design, vilve handwheel diameters
indicate the relative amount of force that should be normally applied to
avoid valve and actuator damage. Motor operated vaive actuators
normally have relatively small handwheel sizes appropriate for the larce
mechanical advantage of the motor operated drive train.

The inspector reviewed training material included in Lesson Plan MNO37G,
Motorized Valve Operators, to assess what level of skill-of-the-craft
could reasonably be expected. If implementcd as written, this training
provides thorough instruction and hands-on experience on movor operated
valves including principles of operation, disassembly, reassembly and
routine maintenance and adjustment. Also included is specific
instruction to not use handwheel cheaters {levers that effectively
increase handwheel diameter). This training attribute is also included
in the Lesson Plan review questions. Repeated instruction is provided
on the potential adverse effects of manual torquing. The inspector
concludeu that ample training is provided to reasonably expect qualified
maintenance pe,sonnel to recognize the inappropriateness of the
instructions provided to torque shut the FOOC valves to 450 ft./1bs.

Subsequently, the inspector determined that the planner who prepared the
WR/JOs had received this training, but the Lead Mechanic involved had
not. Also, the Maintenance Supervisor fulfil'ing the duties of the on-
shift supervisor for the involved mechanics when the WR/JOs were
assigned for accomplishment wus an I&C Supervisor and, therefore, was
not the most gualified to recognize the inappropriate torque values.

The major concern was the mechanics’ failure to take reguired actions
following damage to the first valve instead of proceeding on to the
second valve. MMM-001 requires that when unexpected results occur
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Onsite Review Committee (40500)

The inspectors attended selected Plant Nuclear Safety Committee meetings
conducted during the period. The inspectors verified that the meetings
were conducted in accordance with Technical Specification requirements
regarding quorum membership, review process, frequency and personnel
qualifications. Meeting minutes were reviewed to confirm that decisions
and recommendations were reflected in the minutes and followup of
corrective actions was completed.

There were no concerns identified relative to the PNSC meetings
attended. The resolution of safety issues presented during these
meet ings was considered to be acceptable.

Violations and deviations were not identified,

Engineering

Fire Protection/ Prevention Program{64704)

The inspector observed an announced fire drill at 8:00 PM on

December 16. This drill was conducted to train the site Fire Brigade
and test the ability of lo-al fire departments to provide assistance,
The local fire departments from the towns of Beiling Spring Lakes,
Yaupon Beach, Long Beach and Southport and the Brunswick County Director
of Emergency Preparedncss participated in the drill. The Southport Fire
Department was pre-staged in the plant parking lot and provided on scene
assistance inside the power block. The remaining fire departments
responded to the call without sirens, excessive speed or lights. No
problems were incurred in processing the Southport Fire Department
through Security. They and the other fire departments responded in a
timely manner. The Southport Rescue Squad assisted in processing of a
potentially contaminated person with simulated injuries. This aspect of
the exercise also had the Southport Fire Department fight a fire in a
potentially contaminated area. The time scale for the exercise was
deliberately slowed down to allow active participation of these non-
piant units. Overall, the exercise went well. Detailed briefs and
evaluation were presented by the assigned observers. The inspector did
not identify any discrepancies that were not detected and briefed by the
assigned observers/evaluators,

Violations and deviations were not identified.
Safeguards (81054)

On December 22, 1992, the jicensee’s security organization performed
three drills utilizing tactical team members. The inspector vbserved
one of the drills including briefings and the critique. The inspector
observed no weaknesses in the team’s performance and considered that the
players met the objectives of the drill. The team leader s\opped action
and took roll call after the initial confrontation with the intruders
which the inspector considered to be a strength. The failure of an
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NRC Nuclear Regulatory Commission

NRR Nuclear Reactor PRegulation

PA Protected Area

PM Plant Modification

PMTR Post Maintenance Testing Requirements
PNSC Plant Nuclear Safety Committee

POD Plan of the Day

P Periodic Test

AHR Residual Heat Removal

RHR SW Residual Heat Removal Service Water
SCO Senfor Control Operator

SS Shift Supervisor

STA Shift Technical Advisor

STSI Short Term Structural Integrity

SW Service Water

SWECG Site Work Force Control Group

15 Technical Specification

URI Unresolved Item

uT Ultrasonic Testing

WR/JO Work Request/Job Order



