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MEMORANDUM FOR: James L. Blaha, Assistant I
for Operations

Office of the Executive Director for Operations

FROM: Edward L. Jordan, Director
Office for Analysis and Evaluation of

Operational Data

' SUBJECT: TRACKING AND CLOSE OUT OF ISSUES RAISED AS A RESULT OF
THE SAN ON0FRE, RANCHO SEC0, AND DAVIS-BESSE INCIDENT

'
INVESTIGATION TEAM (IIT) INVESTIGATIONS

References: A. OIG 88A-11, "0IG Review of NRC's Incident Investigation
Program," dated August 1989 |

B. Memorandum from Edward L. Jordan to Patricia G. Norry,
"NRC Incident Investigation Program Manual Chapter
0513," dated November 30, 1989

This is in response to your request for information and documentation in response
to congressional staff inquiries on the above subject.

As you know, in accordance with NRC Manual Chapter 0513, NRC Incident Investiga-
tion Program, dated August'5, 1987, upon receipt of the IIT report, the Executive
Director for Operations (ED0) shall identify and assign NRC office responsibility
for gen;ric and plant-specific actions resulting from the investigation that are
safety significant and warrant additional attention or action. Office Directors
designcted by the ED0 as having responsibility for the resolution of issues or
concerns are responsible for providing written status reports on the disposition
of assigned actions. In addition, followup actions associated with the IIT
rep;rt do not necessarily include all licensee actions, nor do they cover NRC
staff. activities associated with normal event followup such as authorization for
restart, plant inspections, or possible enforcement actions. These items are
expected to be defined and implemented through the normal organizai,ional

~

structure and procedures.

Enclosure 1 provides a written disposition and/or status, along with appropriate
references, for each of the NRC staff action items that were assigned by the E00
(Enclosure 2) to the various NRC offices associated with the San Onofre, Rancho
Seco, and Davis Besse IIT reports, respectively. Per our discussion, details of
resolution of plant specific items were not included for Rancho Seco because of
the shutdown status and the utility decision to decommission. AE0D plans to
document the status of the action items from Enclosure 1 in the AE00 Annual
Report for CY 1989. Based on this review, it is concluded that all actions
assigned by the E00'in response to the Davis Besse, Rancho Seco, and San Onofre
IITs have been adequately. addressed.

Y'kbezsozsk .
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Gathering this information was complicated by the extensive NRC reorganization
involving personnel reassignments and elimination of many files and records,
which became evident during the Office of the Inspector General (OIG) audit of
the. Incident Investigation Program conducted during January 1988 through
August 1988 (reference A). The EDO decided to make specific changes to NRC
Manual Chapter 0513 in response to the audit to improve the documentation,
tr:cking, and closeout requirements of followup actions resulting from IITs
(reference B). -These changes are effective with the next IIT report, and the
revised NRC Manual Chapter 0513 is currently being reviewed by the appropriate
NRC offices for final concurrence.

If you have any questions, or if I can be of further assistance, please feel
free to contact me at 492-4848, or Robert Freeman of my staff at 492-7613. In
addition,.for your convenience, a listing of NRC staff personnel who were
contacted to provide information and for reviewing Enclosure 1 for accuracy
and completeness is provided in Enclosure 3. Their input and support in this
effort were greatly appreciated.

Origintj $s.Jo W
E. L Jrm !

Edward L. Jordan, Director
Office for Analysis and Evaluation of

Operational Data

Enclosures:
1. Disposition of NRC Staff Followup Actions
2. EDO Staff Action Memoranda
3. NRC Staff Listing

cc e/encls:
W. Kennedy, OEDO
M. Callahan, OCA

Distribution: See page 3

*See previous concurrence
3/|
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ENCLOSURE 1

* STAFF ACTIONS RESULTING FROM THE INVESTIGATION OF THE-
NOVEMBER 21, 1985 SAN ONOFRE NUCLEAR GENERATING STATION

(SONGS) UNIT 1 EVENT

(Reference: NUREG-1190)

Adequacy of feedwater check valves to perform safety function.
:nces: Commission Briefing, Sections 6.2.4, 6.4, 6.7, and Principal
9)

ent and coordinate the staff and industry actions necessary to
the reliability of safety-related check valves. (Responsible
Office of Inspection and Enforcement (IE), other offices to

as requ sted).

to be Cvaluated include:

icensa's engineering report on root cause analysis and proposed
Jrrectiva actions

Jequacy of check valve design for this apnlication

dequacy of Inservice Testing (IST) Program and procedures to detect
egrcd:d cnd failed valves

tquacy of check valves (and related testing programs) in other
/ste:S such as residual heat removal (RHR) system

ition

ice 1 documents the IE review of plant-specific aspects of the event
aonse to item 1 and concludes that plant-specific check valve
ns have been adequately resolved. Generic adequacy of check valve

allowing the loss of power and water hammer event whic. accurred
1 November 21, 1985, the NRC developed an action plan for the review
f licensee actions required as a result of the event and the
absequent IIT report. This plan involved actions by Region V (RV)
ffice of Nuclear Reactor Regulation (NRR) and IE. The NRC concerns
ad lic:nsee commitments were predominately addressed prior to the
tartup of Unit 1 (July 15, 1986). This effort was documented in
1specticn Report No. 50-206/86-34 (reference 4).
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designs and IST programs was coordinated with utility owners' groups and
the Institute of Nuclear Power Operations (INP0), and the results were fed
back to the industry; this is documented in references 2 and 3.
Concurrent with this industry activity, the NRC staff conducted in-depth4

plant inspections'to assess check valves in accordance with NRC.
Inspection Manual Inspection Procedure 73756, " Inservice Testing of Pumps
cnd Valves," dated March 16, 1987. These inspections found that licensee'

programs to address check valves ranged from little attention to
: reasonably good. In April 1989, the Nuclear Industry Check Valve Group

was formed. This group plans to develop specific guidelines for. plant'

actions pertaining to database information on check valve performance,
non-intrusive examination procedures to access check valve performance,
and maintaince procedures. In addition, the NRC recently issued a generic"

letter (reference 5), which covers certain aspects of IST requirements for
.

check valves.

2. Item: Completeness of resolved Unresolved Safety Issue (USI) A-1, " Water
Hammer." (References: Finding Numbers 1, 2, 3, 8, and 9)

Action

Assess the.need to reevaluate USI A-1 to specifically address the
potential for and prevention of condensation-induced water hammers in
feedwater piping (assume the issue concerning check valve integrity will
be resolved in item 1). (Responsible Office: NRR)

Disposition

Reference 6 documents the results of NRR reassessment of USI A-1 in
response to item 2 and concludes that the event at San Onofre was due to
grossly failed check valves in the feedwater system and a basis did not
exist for reopening the water hammer safety issue. Additionally,
resolution of USI A-1 recognized that water hammer events would continue
to occur and that such events would not produce unacceptably high
contributions to core-melt frequency or public risk. The imposition of
new requirements to reduce water hammer events is not supportable by
current cost-beneff t guidelines and, thus,- no further action is warranted
at this time.

ll. . Item: Adequacy of San Onofre Unit 1 design.
(Commission Briefing, Finding Numbers 11 and 13)

Action

Implement and coordinate the staff's actions to reevaluate the following
San Onofre design features: (Responsible Office: NRR)

.

Manual loading of the diesel generators following 1 loss of power.

event

Manual actuation of steam-line' isolation valves and assurance of.

-steam. generator availability to remove-decay heat

- -
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Lack of steam generator blowdown status in control room.
,

!

Adequacy of the licensee's design change to eliminate spurious safety.

injection (SI) indication.on loss of power

Disposition
|

Reference 7 documents the resolution of design issues performeu by NRR in
response to item 3. Reference 8 documents the resolution of the last
outstanding item identified in reference 7 and, thus, all plant-specific
design issues have been resolved.

"#4. otem: Adequacy of post-trip review. -

(References: Sections 6.6 and 7.2.2.4 and Finding Number 17)

Action
i

a. Evaluate NRC requirements for ensuring that sufficient event data
are retrievable to accurately reconstruct the event following a loss
of offsite power. (Responsible Office: NRR)

b. Evaluate the licensee's process for post-trip review and evaluation,
including the thoroughness of review and oversight provided by the
onsite and offsite nuclear safety review groups. (Responsible
Office: RV)

Disposition

Reference 9 documents the NRR evaluation in response to item 4a and -

concludes that this issue is adequately addressed as part of item 1.2 of
NRC Generic letter 83-28.

Reference 10 documents the RV assessment of the adequacy of the licensee's
safety review process in response to item 4b and concludes that the
licensee's process for post-tri~p review and evaluation meets regulatory
requirements.

5. Item: Adequacy of licensee's recordkeeping practices. (References:
Section 6.5 and Finding Number 20)

Action

Evaluate the adequacy of the licensee's maintenance records.
(Responsible Office: RV)

Disposition-

' Reference 11 documents the RV assessment of the adequacy of the licensee's
maintenance records in response to item 5 and concludes that the
licensee's recordkeeping practices were satisfactory.

._ _ _ _ .
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Item: Adequacy of operator training and/or procedures.
(R ferences: Section 7 and Finding Numbers 14, 15, and 16)

Action

R: view the implementation of the training program regarding operator
understanding and actions in the area of electrical systems, and invoking
technical _ specification action statements. (Responsible Office: RV)

Disp *sition

R;f;rence 10 documents the RV assessment of the licensee's training program
in r;sponse to item 6 and concludes that operator training and/or
proc'dures were adequate.

Item: Adequacy of Emergency Notifications and NRC response.
(R]fGrences: Section 7.3 and Finding Number 22)

Action

a. Verify the adequacy of the licensee _'s procedures and trai;:ing for
reporting of events to NRC Operations Center. (Responsible
Office: RV)

b. Evaluate the need for changes in NRC policy or guidance regarding:
the use of the emergency notification system (ENS) line; the use of
NRC personnel as ENS communicators; and possible approaches to
improve the ability to determine the overall plant status.
(Responsible Office: IE)

Disposition

Reference 12 documents the RV assessment of the adequacy of the licensee's
reporting to the NRC in response to item 7a and concludes that it was
adequate.

References 13 and 14 documents the IE evaluation in response to item 7b,
and concludes that the NRC policy on the use of the ENS was clear. To
ensure that the NRC policy regarding the use of NRC personnel as
ENS communicators would be followed, action was taken, as documented in
rsfarence 14, to communicate NRC's policy and guidance regarding the
resident inspector's role during licensee events to all regions. Actions
that were taken to improve the ability.to determine the overa?.1 plant
st:tus included: development of the' Emergency Response Data System
(ERDS), increased emphasis on site specific training for NRC Headquarters
Operations Officers (H00s), and development of various site specific
information systems for use by the H00s. These actions, as documented in
references 14 and 15, are in various stages of implementation and/or are
being upgraded, and with the exception of EROS, are expected to be fully
implemented within a. year. The ERDS is expected to be fully operational
in about 3 years.
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-Item: Significance of backlog of license amendments. 3

-(Raference: Commission Briefing) I
:

.. Actinn |
\

-

Evalutte whether a backlog of license amendments and technical !

specification changes contributed to delays in approving.the licensee's ;
IST program. -(Responsible Office: NRR)

-Disposition
3,

I
'

| Reference 16 documents the NRR evaluation of the backlog of; licensee.

Lisendments i'n response to item 8 and concludes that the backlog of license'
amendments did not delay approval of the licensee's IST program.
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STAFF ACTIONS RESULTING FROM THE INVESTIGATION OF THE
DECEMBER 26, 1985 RANCHO SECO INCIDENT

(Reference: NUREG-1195)

Issua: Adequacy of the Auxiliary Feedwater (AFW) System.

Action
i

a. Verify the acceptability of the existing initiation and control of j
the AFW system. (Section 7.2) (Responsible Office: NRR) '

b. Determine the status of any licensee commitment to install the
emergency feedwater initiation and control (EFIC) system,'and
determine the acceptability of the current schedule for installation.
(Principal Finding No. 11) (Responsible Office: NRR)

Disposition
|

For disposition of plant-specific issue la, see footnote below.

Reference 17 documents the status of licensee commitments deemed acceptable
by.the staff in response to issue Ib, which stated that all other Babcock i

& Wilcox (B&W) designed plants have completed the safety grade upgrade of
the AFW system, except Three Mile Island (TMI) Unit 1, which was completed
during the November 1986 refueling outage.

Issue: Completeness of various staff and licensee actions associated with
control systems.

*

Action

a. In. light of the ongoing B&W generic review, assess the.need to
reevaluate the actions taken by the staff and by the licensees in
response to the findings, conclusions, and recommendations associated

'

with BAW-1564; Bulletin 79-27; NUREG-0667; the February 1980 loss of
non-nuclear instrumentation (NNI) power at Crystal River; the
March 19, 1984 partial loss of NNI at Rancho Seco; and BAW-1791.
'(Principal Finding No.15 and-other Finding No.11) (Responsible
Office: NRR)

ete: Only the. disposition, and/or status of generic actions for Rancho
Seco'are addressed due to the change in operational status of the

. facility. However, it should be noted that all plant-specific
~ issues that require resolution for plant' restart were resolved, as
documented.in references 18 and 19.

_ ,
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b. Assess the'need to expand the scope of USI A-47 to include additional
consideration of frequent events with undesirable consequences even
if the consequences of a particular event are bounded by the Final
Safety Analysis Report (FSAR) analysis, and the degree to which
events that are not significant at the referenced plants might be
significant at other plants. (Principal Finding No. 15h)
(Responsible Office: NRR)

c. Consider the need for issuing further generic communications.
(Responsible Office: IE) ;

O_isposition

Reference 20 documents NRR assessment of prior actions taken by the
licensees and NRC staff and details the NRC staff's plans and ongoing
activities by the B&W Owner's Group (B&WOG) in response to issue 2a. This
issue, along with others, was examined by the B&WOG Plant Reassessment
Program, which was initiated in response to a number of significant events
at B&W-designed reactors that led the NRC staff to conclude that the basic
design requirements for B&W reactors needed to be reexamined. The B&WOG
assumed leadership role in this effort. The 208 specific tasks that
resulted from this effort were evaluated by the NRC staff. References 21
and 22 document the results of the NRC staff's evaluation. In addition,
the staff is currently auditing the implementation of these tasks at each
B&W designed facility.

Reference 17 documents the NRR assessment of the need to expand the scope
of USI A-47 in response to issue 2b and concludes that further expansion
does not appear appropriate.

'

Reference 23 documents the IE assessment of the need for further generic
communications in response to issue 2c and concludes that further generic
communications do not appear warranted since the issues are specific to
B&W designed plants and are already being addressed by the B&WOG and the
NRC staff.

3. Issue: Adequacy of the design of the Integrated Control System (ICS).

Action

' Assess the adequacy of the design of the ICS. (Responsible Office: NRR)

Particular features to be included are:

a. Whether the ICS is sufficiently reliable to assure that the frequency-

of unnecessary safety challenges is acceptably low (i.e., is the ICS
properly classified as a nonsafety-related system).

b. l.oss-of remote'(i.e., hand) power coincident with loss of automatic
' control . (Principal Finding No. 2)-

_ - . . ., -_ -__ _
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esults of Sacramento Municipal Utility District (SMUD's) analysis to
[vate of the power supply monitor.(Principal Finding No. 1)

esults of SMUD's contractor analysis of the power supply monitor.
._ Principal Finding No. 1)

: ole of the power supply monitor as a potential single failure in the
CS and/or NNI. (Principal Finding No. 1)

esults of a study of the response of the ICS upon restoration of
ower. (Other Finding No. 3)

cc:ptability of the failure mode of meters and recorders that are
ffccted by a loss of ICS power. (Other Finding No. 4)

ition

aluation of the adequacy of the ICS in response to issues 3a through
J addressed by the B&WOG Plant Reassessment, and the improvements
led by the B&WOG were evaluated by the staff in sectiun 6.1 of
nce 21. The staff concluded in it's safety analysis report that with

implementation of the B&WOG recommendations, the performance of the
ll be significantly improved.

Adequacy of the maintenance program for manual isolation valves.

valuate the need for a maintenance program for manual isolation
alves in safety-related systems. (Principal Finding No.3)
lesponsible Office: RV)

Laluate the adequacy of industry standards and NRC requirements
agarding periodic testing and maintenance of manual valves in
afety-related systems. (Principal finding No. 3) (Responsible
ffice: NRR)

ition

sposition of plant-specific issue 4a, see footnote on page 6.

ace 17 documents the NRR evaluation of the adequacy of industry
rds and NRC requirements in response to issue 4b and concludes that
:iustry d:es not have a formal maintenance program that applies to
,anual valve, nor are there NRC requirements for maintenance and
i of " convenience" valves. Actions taken to address this issue
ed issuance of an NRC information notice (reference 24) and
ament of a generic issue (Generic issue 127, " Maintenance and
a of Manual Valves in Safety-Related Systems"). Evaluation of this

issue indicates that there is little or no prospect of safety
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imprcsements that are both substantial and worthwhile and that it is not
clear from currently available information whether the generic issue

|merits further pursuit.

5. Issue: Adequacy of procedures and training.
,

Action

Evaluate the adequacy of the procedures and operator (licensed and I
nonlicensed) training, particularly with regard to:

a. The degree to which event specific procedures (e.g., loss of ICS, |

station ble.ckout) are needed to quickly recover from events that have ;

been diagnosed by the operators, and to mitigate such events if the i

initiating condition cannot be immediately corrected. (Principal
Findings Nos. 4 and 7) (Responsible Office: NRR)

b. The consistency between E0Ps and NRC approved procedure generation
packages. (Responsible Office: RV)

c. The consistency between emergency operating procedures (EOPs) and NRC
approved procedure generation packages. (Responsible Office: IE)

1

d. The adequacy of procedural guidance concerning: (1) when to trip
auxiliary feedwater pumps, and (2) the relative priorities of
avoiding the pressurized thermal shock (PTS) region and maintaining |
pressurizer level. (Principal Finding Nos. 5 and 6) (Responsible i

Office: NRR & RV) |

e. The adequacy of the training of nonlicensed operators in the use of
valve wrenches, the methods for manually overriding and operating
valves, and the use of various indications of valve position.
(Principal Finding #9) (Responsible Office: RV)

f. The adequacy of the annunicator response procedures (e.g., the
Annunciator Procedures Manual). (Other Finding #2) (Responsible
Office: RV)

g. The adequacy of the program to insure that all applicable procedures
and operator training are reviewed and updated when plant
modifications are made. (Other Finding #6) (Responsible Office: RV)

Disposition

For disposition of plant-specific issues 5b, 5d, and 5e through Sg, see
footnote on page 6.

Reference 17 documents the NRR evaluation of event specific procedures and
concludes that there appears to be no basis for the generic concern
regarding the need for event-specific procedures expressed under issue
Sa. This issue, however, was included in the B&WOG Plant Reassessment
Program effort.
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Reference 17 documents the actions taken by IE and NRR in response to
issue Sc, which included: the issuance of an NRC information notice
(reference 25); implementation of an E0P inspection program by NRR; and
the issuance of a temporary instruction to the regions to. inspect E0Ps at

]operating plants (issued in June 1986).
3

|
Reference 17 documents that the generic aspects of issue 5d was addressed I
by the B&WOG Plant Reassessment Program as part of their procedural review
effort.

|
6. Issue: Adequacy of the radiological control and emergency preparedness |

program. |

Action

Evaluate the' adequacy of the radiological control and emergency |
preparedness program, including procedures, operator training, equipment
availability, and coordination between operating and health physics
psrsonnel. (Principal Finding #10 and Other Finding #5) (Responsible
Office: RV)

Disposition I

For disposition of plant-specific issue 6, see footnote on page 6.

7. Issue: Adequacy of the FSAR accident analysis. |

Action

IVerify the' adequacy of the Rancho Seco FSAR accident analysis, particularly
the degree'to which credit is given for the nonsafety-related ICS and the
n:nsafety-related Main Steamline Failure Logic. (Section 9) and (Principal
Finding No. 14) (Responsible Office: NRR)

Disposition

R3ference 17 documents that issue 7 was handled as a plant-specific issue
and was subsequently addressed as part of licensee restart evaluation
d:cumented in reference 18. The scope of the review performed focused
primarily on the effects of the ICS on the FSAR accident analysis. In
addition, reference 19 documents the resolution of all of the remaining
plant-specific issues that had not been resolved in reference 18. Thus,
all plant-specific issues that required resolution for restart of Rancho
S:co were. resolved.

. 8. Issue: Adequacy of required staffing.

Action
.

Evaluate the adequacy of plant staffing to deal with expected operational
' transients. (Other Finding No. 7) (Responsible Office: NRR)

_ _ _ . _ _ - - _ _ _ _ _ _ _ _ .



-.

4

- 11 -

Disposition

Refercnce 17 documents that issue 8 was addressed by the B&WOG Plant
Reassassment Program as part'of the procedural review effort.

Issue: - Adequacy of.the troubleshooting program.

Actirn

Evaluate the adequacy of the' licensee's' program to troubleshoot damaged
iequipment in a controlled and systematic manner to determine the root
causo and appropriate corrective actions. (Other Finding'#9)

-(Responsible Office: RV)

Disp sition

For disposition of plant-specific issue 9, see footnote on page 6.
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STAFF ACTIONS RESULTING FROM THE INVESTIGATION OF THE
JUNE 9, 1985 DAVIS-BESSE EVENT

(Reference: NUREG-1154) ;

1. Item: Adequacy of the licensee's management and maintenance practices.
3

(Reference: Conclusion Section 8) j

Action

(a) Evaluate and take action on the licensee's response to findings
relating to corrective actions and preventive maintenance problems

-(including testing, root cause determination of equipment
i

misoperation and operating experience). (Responsible Office: NRR)

(b) Evaluate and take action on the licensee's response to findings
concerning management practices (e.g. , control of maintenance
programs and post-trip reviews). (Responsible Office: Region III ;

(RIII))
Disposition

Reference 26 documents the NRC staff's evaluation of the licensee's
response to all plant-specific findings regarding the event. In a number
of cases, the staff relied upon commitments made by the licensee to
complete certain actions to adequately address certain issues (roference
27). All licensee actions required prior to restart were
completed prior to restart. All other plant-specific actions required to
resolve the IIT findings have been completed except for the human
engineering enhancements in the control room that are being completed
during the January 1990 through May 1990 refueling outage.

2. Item: Completion of analyses for loss of feedwater events. (Reference:
SGction 7)

Action
.

l Evaluate the time margins and consequences of alternative sequences for a
loss of feedwater event at Davis-Besse. (Responsible Office: NRR)

Disposition

: For plant-specific actions in response to item 2, see the disposition of
item 1.

' 3. - Item: Adequacy of the Steam Feedwater Rupture Control System (SFRCS).
(References: Section 5.2.2 and Finding 6)

_ _ _
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Actirn

k. view the design basis for SFRCS and the susceptibility of the SFRCS to:
(c) spurious actuations involving such items as main steam isolation
/alve (MSIV) closure; and (b) single failures. (Responsible Office: NRR)

31sp~sition

for plcnt-specific actions in response to item 3, see the disposition of '

item 1.

Item: Interaction of plant security features and operator actions.
(Rgfercnces: Section 3.6 and Finding 9)

\ction

Evaluate the effect of security features (locked doors, locked equipment,
4tc.) on the operator's ability to gain prompt access to equipment required
~.0 perform safety actions outside the control room in accordance with
rmerg:ncy procedures. (Responsible Office: NRR)

Jisp sition

i

or plant-specific actions in response to item 4, see the disposition of
tem 1.

Qfer;nce 28 documents the staff action taken regarding item 4 and a
elated operational experience evaluation performed by the Office for
.nalysis and Evaluation of Operational Data (AE00) (reference 29), which
ubsequ:ntly resulted in the issuance of an NRC information notice
reference 30). In addition, reference 31 documents that item 4 was also
valuated under Generic Issue 122.3, " Physical Security System
Instraints," which resulted in a low priority ranking.

Se::: Availability of the Shift Technical Advisor (STA). (References:
;ction 6.1.3 and Finding 14)

ation

saluate the time available and role for STA assistance during a complex
perating event. (Responsible Office: NRR)

isp sition

or plant-specific actions in response to item 5, see the disposition of
lem 1.

ferenc::s 32 and 33 documents the NRR review of the IIT report, which
b:sult:dintheidentificationofanumberofshort-termandlong-term
b.eric issues for staff action. The status of these generic actions is
|ocumentedinreference31. The generic issue of the availability of the
hift t:chnical advisor (Generic Issue 125.I.1, " Availability of the
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' Shift Technical Advisor") was dropped based on_the results of a survey |

]of licensees, which indicated that STAS are in the control room or .|
|immedictely available at the majority of operating plants. For the three {; plants identified with a deficiency, licensee corrective action was 1

: reviewed by the staff on a plant-specific basis.

dte2: Reliability of the AFW containment' isolation valves and other
: safety-related valves. -(References: Section 5.2.5'and Finding 4, 5, 6,
tand 15) |

Action 'l

'(a) Monitor the licensee's troubleshooting activities. (Responsible
Office: RIII), .

j
'

:

.(b) Evaluate the licensee's engineering report on root cause analysis and |~

. proposed corrective actions.'_ (Responsible Office: NRR)

.(c)' D:termine if the safety function of the AFW containment isolation I

valves has been properly specified, i.e., are the valves required to
op:n as well as close for design basis events. (Responsible i

,

Office: NRR) i

'd) -Verify that these valves constitute a single failure point of the AFW,

system for certain design basis events. (Responsible Office: NRR)

Ee) Determine that the procedures for adjustments of the AFW isolation
-valves such as torque switch bypass switches are clear and proper, i
'and that the associated training programs are adequate. Confirm that i

i adjustment' settings are consistent with plant procedures. |(Responsible Office: RIII)

.; f) 0:;termine if the engineering basis for the specification of the |

adjustments for safety-related valves such as the torque switch and j

torque switch bypass switch setting are adequate for all design basis i

_ Responsible Office: NRR)(evsnts.
,

;g) Evaluate the test program for the AFW containment isolation valves to
confirm operability for all design basis events. (Responsible
Office: NRR)

h) Evaluate whether other safety related valves.in Davis-Besse may be
; subject'to the same type /cause of failure. (Responsible Office: NRR)

!i)! ' Conduct a review of failures of safety-related motor-operated valves
and provide an assessment of pertinent' failure modes affecting valve
performance under design basis conditions. (Responsible Office: 'AE00)

ij )' 03termine if further generic correspondence, such as an NRC Bulletin,
is warranted on this. type /cause of failure'of safety related valves.
(Responsible Office: IE)

. - .
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Disposition:
. . 1

*

For plant-specific actions.in response to items 6a through 6h, see the i

disposition of item 1. ;

l

Reference -34 documents the results of AE00's review of safety-related
,

motor-operated valve experience in response to item 61. '

|

R2ference 27 documents the IE evaluation of item 6j. This evaluation
'

detcrained that improper setting of torque and limit switches on
motcr-op-<ated valves was a significant contributor to the event. As a
r:sult, the NRC issued a bulletin regarding this subject (reference 35.)
Tha NRC subsequently. issued a generic letter (reference 36) that expanded
tha scope of-the bulletin based on a NRC staff assessment which indicated
th:t the program to verify switch settings should be extended to ensure
the operability of all safety-related fluid systems.'

'. Item: Adequacy of emergency notifications. (References: Section 6.1.4
and Finding 12)

Action

(a) Verify the adequacy of the licensee's procedures and training for
,

reporting of events to the NRC Operations Center. (Responsible l
Office: RIII) |

.

(b) Review the adequacy of NRC guidance for determination of severity )
levels when plant conditions vary and may be stable when the licensee i
has an opportunity to report. (Responsible Office: IE)

J

(c) Review the adequacy of shift staffing for assuring that knowledgeable
.' ndividuals will be available for properly implementing the emergencyi
plan during complex and long operational events. (Responsible
' Office: IE)

~0isposition

For plant-specific actions in response to item 7a, see the disposition of
item 1.

t

Reference 37 documents the IE review of item 7b. .As a result of this
, review, an NRC information notice (reference 38) was issued to clarify the i

requirement _for licensees. to notify the NRC Operations Officer of
emergencies.

: Reference:37 documents the IE review of item 7c and concludes that it is
not necessary or desirable to require additional personnel on shift to
implement the emergency plan. NRC Information Notice 85-80 addresses the i

-sp;cific corrective actions undertaken at Davis-Besse and provides generic
,

.. recommendations to licensees to minimize the potential. emergency planning '

' problem raised by the~ Davis-Besse event.

|

|
I

.
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Item: Reliability of the AFW pump turbines. References: Section 5.2.4.

and 6.2.4 and Findings 4, 8, and 15)

Action

(a) Monitor the licensee's troubleshooting activities including possible
hot plant operation to confirm failure mode. (Responsible
Office: RIII)1

'(b) Evaluate the licensee's engineering report on root cause analysis and
proposed corrective actions. (Responsible Office: NRR)

(c) Evaluate the licensee's response and corrective actions relating to
the.unreliability of the auxiliary feedwater system (including the
need for a third pump and turbine trip reset capability).
(Responsible Office: NRR)

(d) Verify that the AFW system has been adequately tested to confirm
system configuration involved with design basis events. |

I(Responsible Office: RIII)

(c) Review the implementation of the operator training program to assure j

proper operator actions, such as rt. setting of trip throttle valve. 1

(Responsible Office: RIII)

(f) Conduct a review of past operating experience and determine the
causes for overspeed turbine trips. (Responsible Office: AE00)

(g) Determine the need for further generic correspondence on this
mode /cause. (Responsible Office: IE) -

Disposition

For plant-specific actions in response to items 8a through 8e, see
the disposition of item 1.

Rsference 39 documents AE00's review of operating experience in response
to item 8f.

Reference 37 documents the IE assessment of the need for generic
correspondence in response to item 8g. It was determined that an NRC
information notice was warranted (reference 40). Following AE0D review of
op^; rating experience, a supplemental NRC information notice was issued
(reference 41) to address and communicate the results of the AE00
evaluation.

Item: Reliability of the pilot-operated relief valve (PORV).
(R;ferences: Sections 5.2.8 and 6.2.1 and Findings 10 and 13)
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sction-

a) -Monitor the licensee's troubleshooting activities. (Responsible
Office:-RIII)

.b) Evaluate the licensee's engineering report on root cause analysis and
proposed corrective actions. (Responsible Office: NRR)*

c) Determine the need for a test program to establish reliability.
(Responsible Office: NRR)

d) D:t;rmine if surveillance' tests are necessary to confirm operational
r:cdiness. (Responsible Office: NRR)

2) Determine if additional protection against PORV failure is necessary,
i.e., automatic block valve closure. (Responsible Office: NRR) i

isposition'

or plant-specific actions in response to items 9a and 9b, see the
1sposition of item 1.

eference 31 documents the status of two generic issues (Generic Issue
25.I.2.A, "Need for a Test Program to Establish Reliability of the PORV
1 response to item 9c, and Generic Issue 125.I.2.B. "Need for PORV
arveillance Tests to Confirm Operational Readiness in response to item
1). Both issues are being addressed in the resolution of Generic Issue
3, "PORV and Block Valve Reliability." Generic Issue 70 is currently
onsider d resolved based on the development of an NRC generic letter,
lich was presented and subsequently approved during Committee for the
eviu of Generic Requirements (CRGR) Meetings 167 and 168. Issuance
f,the'NRC generic letter is expected in early 1990.

eference 31 documents another generic issue (Generic Issue 125.I.2.C,
ted for Additional Protection Against PORV Failure" developed in
esponse to item 9e) was dropped' based on the results of safety analysis
eports performed on the three vendor group responses (Combustion
agineering (CE), B&W, Westinghouse (W)) to TMI Action Plan
;em II.K.3(2), " Report in Overall Safety Effect of PORV Isolation
esten." The safety analysis reports concludes that an automatic PORV
iolatien system was not necessary and in light of the control room
idicatiens available to the operators, the safety concerns of issue 9e

~

ave btn' adequately resolved.

Lem: Ad:quacy of control room' instrumentation and controls. (References:
ections 6.1.1, 6.1.2, and 6.2.2 and Findings 10, 11, 17, a'nd 18)

,

I4

1 I
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Actirn

(a) Evaluate the adequacy of the SFRCS actuation controls and associated |
Itraining program. (Responsible Office: NRR)
i

(b) Evaluate the adequacy of the installed control room instrumentation |

to allow operators to make the necessary and prompt determination for
procedure conformance and PORV position. (Responsible Office: NRR)

)
(c) Determine if NRC requirements should be revised regarding. |

(1) safety parameter display system (SPOS) availability; and (2) the '

need for plant-specific simulator. (Responsible Office: NRR)

Disposition

For plant-specific actions in response to items 10a and 10b, see the i

disposition of item 1. '

>

Reference 31 documents the status of the generic issue developed in
response to item 10c (Generic Issue 125.I.3,'"SPDS Availability"). The
staff evaluated licensee / applicant implementation of the SPDS requirements
at 57 units and found that a large percentage of designs did not satisfy
requirements identified in Supplement 1 to NUREG-0737. As a result, NRC
Gen;ric Letter 89-06 was issued to inform licensees of the staff's

'
findings.to aid in implementing SPDS requirements. With the issuance of
NRC G:;neric Letter 89-06, the generic issue of SPDS availability was
resolved and requirements were established. Reference 31 documents another
generic issue, (Generic Issue 125.I.4, " Plant-Specific Simulator")
devaleped in response to item 10c, which was addressed in the rulemaking
amendments to 10 CFR 55 under THI Action Plan Item I.A.4.2(4).

Item: Need for isolation of the startup feedwater pump. (References:
Section 5.1.3 and Finding 7)

Acticn

Reass ss acceptability of the provisions which resulted in the inability
to place the startup feedwater pump in service from the control room.
(Resp:nsible Office: NRR)

Disp sition

For plant-specific actions in response to item 11, see the disposition of
item 1.

Item: Resolution of equipment deficiencies. (References: Section 5 and
Tablo 5.1)
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ion

Monitor the licensee's troubleshooting activities. (Responsible
Office: RIII)

Evaluate the licensee's report on the root cause analysis and correc-
tive action for the equipment listed on Table 5.1 and not addressed
by other items in this action plan. (Responsible Office: NRR)

Det rmine the need for generic correspondence on equipment problems.
(Resp:nsible Office: IE)

positio.)

plant-specific actions in response to items 12a and 12b, see the
position of item 1.

erance 37 documents the IE evaluation of the need for generic
resp:ndence on equipment problems in response to item 12c, which
ermined that no further generic correspondence was warranted.

a: Adequacy of plant procedures. (References: Sections 6.1.1 and
.2 and Findings 10 and 17)

IED

ify that plant procedures involving " drastic" actions are required
le sufficiently precise and clear to ensure prompt implementation.
sponsible Office: NRR)

oositirn

erence 31 documents the status of the staff's evaluation of this generic
ue (Gen ric Issue 122.2, " Initiating Feed-and-Bleed") in response to
m 13 and concludes that there was no r,eed for new regulatory
sirements/ guidance. This conclusion was based on the determination
3 there is adequate reactor safety and ongoing industry initiatives to
tinue cnhancing safety involving feed-and-bleed. More specifically,
staff's conclusion was based on the following: (1) as a result of the
accident, NRC required licensees to have new E0Ps to prevent / mitigate

idents; (2) licensees currently have E0Ps in place that incorporate
lear steam supply syste:n (NSSS) vendor guidance for feed-and-bleed; (3)
:ns::s are continuing to enhance feed-and-bleed procedures taking into
ount current NSSS vendor recommendations; and (4) NRC has ongoing
:,nsing review / inspection activities concerning NSSS vendor / licensee
ancement of E0Ps including feed-and-bleed. Thus, this issue was
sider:d resolved and no new requirements were established.
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14. Item: Adequacy of safety system testing. (Reference: Finding 15)

~ Action
i

Evaluate the NRC requirements and guidance to assure that safety systems
are tested in all configurations required by the design basis analysis.
(Responsible Office: NRR)

Disposition

Reference 31 documents the status of the staff's evaluation of a generic
issue (Generic Issue 125.I.5, " Safety Systems Tested in All Conditions
Required by Design Basis Accident (OBA)") in response to item 14, and
concludes that using integral plant / system testing, as near as practical
to design basis accident conditions to detect comon mode design
deficiencies seems too limited in its goal, considering the potentially
large expenditure of time and resources that may be needed to develop the
program. The estimated success probability of the tests to detect all

unforeseencommonmodedesigndeficiencies.y/reactoryear,whichborders
esults in a potential

reduction in core melt frequency of 3.4x10
between the generic issue ratings of drop and low priority. Based on the
results of the staff's evaluation and other considerations, this generic
issue was dropped.

15. Item: Acceptability of current safety assessment methods. (References:
Findings 1 and 2)

Action

Assess the implications of multiple independent and common mode failures
as they relate to departures from design assumptions and specifications
used in probabilistic safety analyses. (Responsible Office: Office of
Nuclear Regulatory Researca (RES))

Disposition

Reference 42 documents the RES actions to be taken in response to item 15.
References 43 through 48 describe the research results. This research
developed reliability technology applicable to operational safety of
nuclear power plants, and the results are being applied to improve the
regulatory program.
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ACRONYMS

4E00 0FFICE FOR ANALYSIS AND EVALUATION OF OPERATIONAL DATA
tFW AUXILIARY FEEDWATER
40T ALLOWED OUTAGE TIME
3&W BABC0CK AND WILCOX
3&WOG BABC0CK AND WILCOX OWNERS GROUP
:E COMBUSTION ENGINEERING
:FR CODE OF FEDERAL REGULATIONS
RGR COMMITTEE FOR THE REVIEW 0F GENERIC REQUIREMENTS

b:8A DESIGN BASIS ACCIDENT
$D0 EXECUTIVE DIRECTOR FOR OPERATIONS
EFIC EMERGENCY FEEDWATER INITIATION AND CONTROL
ENS EMERGENCY NOTIFICATION SYSTEM
'OP EMERGENCY OPERATING PROCEDURESE

EPRI ELECTRIC POWER RESEARCH INSTITUTE
ERDS EMERGENCY RESPONSE DATA SYSTEM

PSAR FINAL SAFETY ANALYSIS REPORT

[00 HEADQUARTERS OPERATIONS OFFICE
PCI HIGH PRESSURE COOLANT INJECTION

fCS INTEGRATED CONTROL SYSTEM
E OFFICE OF INSPECTION AND ENFORCEMENT
IT INCIDENT INVESTIGATION TEAM
NPO INSTITUTE OF NUCLEAR POWER OPERATIONS
RB INCIDENT RESPONSE BRANCH
ST INSERVILE TESTING

(WR LIGHT WATER REACTOR

glV MAIN STEAM ISOLATION VALVE
-

NON-NUCLEAR INSTRUMENTATION
[NIRR OFFICE OF NUCLEAR REACTOR REGULATION
3555 NUCLEAR STEAM SUPPLY SYSTEM

}ORV
IG 0FFICE OF INSPECTOR GENERAL

PILOT-0PERATED RELIEF VALVE
TS PRESSURIZED THERMAL SH0CK
R PRESSURIZED WATER REACTOR

jCIC REACTOR CORE ISOLATION COOLING

qES OFFICE OF NUCLEAR REGULATORY RESEARCH
HR RESIDUAL HEAT REMOVAL

fl11 REGION 3

(V
REGION 5

'C E SOUTHERN CALIFORNIA EDISON
FRCS STEAM FEEDWATER RUPTURE CONTROL SYSTEM
I SAFETY INJECTION
MUD SACRAMENTO MUNICIPAL UTILITY DISTRICT

f0ER SIGNIFICANT OPERATIONS EXPERIENCE REPORT
IONGS SAN ONOFRE NUCLEAR GENERATING STATION
!PDS SAFETY PARAMETER DISPLAY SYSTEM
TA SHIFT TECHNICAL ADVISOR
AC TASK ACTION C0!HITHENT
E TOLEDO EDISON
I THREE MILE ISLAND

USI UNRESOLVED SAFETY ISSUE
WESTINGHOUSE
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N'arold R. Denton WPEMORANDUM FOR:

James M. Taylor.. Director, NRRf> N [
-Director. IEi

John 5. Martin Regfonal Administrator, Regfon V Ng:
i FROP:
' Victor $tello, Jr. %

Actin Executive Directori ,

of perations ;
,

S

! ulutCT: STAFF ACTIONS RESULTING FROM THE INVEST! Gaff 9N
a

0F THE HOVEM8ER 21 SAM ON0FRE NUCLEAR GENERAT}NGI
STATION, UNIT 3 EVENT (NUREG-1190)

.

.. -
so

?, .
! An " advance copy of the subject report was transattted to you by memorandusidated January 20,1986

! report documents the Team's efforts in identifying the circumstances andfrom the San Onofre Team Leader. Thomas T. Martin. The
'causes of the November 21. 1945
:which form the basis for identifying f'ollow-on actions. event, together wlth findings and conclusions'

!you util note from the report that the licensee has not completed
9roubleshootIng and the determination of root causes for all equipment

i

ifaf fures or malfunctions.
or analysis activities may fonn th,t kalDL for additional follow on act,fons. Consequently. the.Iasu_1tn of futura e =hleshoottne

'

TW ioentirication or thtse addf tiaa21 actions is a responstbtitty of the'
'

no %er program office. |

the Itcensee s continued troubleshooting and deterinination of root cause forThe responsibility for the followup and repersing on
'-

equipment failures is Region V.

N purpose of this memorandum is to identify and assign responsibility for
. . .

ienerte and plant-speciffe actions resultin from the investigation of the San )
inofre event (documented in WUREG-1190).I
tview the enclosure ~ which specifies staff actions resulting from thethis regard, you are rer'sted to!

!nvestipation of the San Onofre event.
You are requested to determine the

nd. where appropriate. Identify additional staff actions or revistons as ouretions necessary tn resolve each of the items in your area of responsibility
2 view and understanding of this event are refined.
equired for plant restart should receive priority attention. Plant-specific actions

n view sf the importance of this subject. I intend to closely monitor toeessivtion of these items. By March 1,1986, please prev 1de a writles sunnary
f the schedule and status of each item witliin yowr responsibility "isted in ~
\e enclosure or tiiaWou nave toentinea.

:tions for uncompleted items) within. three to sta months.wnnen status repor; on the oisposition of your itese (and anticipatedrurther. I request that you prepare
~

i m e to dispose of these items proeiptly. Every effort should

.a
gf*' d / M t o 'e ~ $ - +^-
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~

()] T \ V1 -

w
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The e.7 Closure is based on the Team's report and its presentation to the
Cosmission on January 72. 1986. Accocdtngly, it does not include all licensee
actions, nor does it cover NRC staff activtties associated with*hormal event
followp such as authorf ration for restart plant fnspections, or possible
enforcement items. These items are expected to be deffned and iglemented fa
a rou:fr.e manner. Qverall leadfacility restart is separatg h,nsjoctihmty foe itaff ac.t. font celattag to-_tists effort and rests trf th Reefen V.
AdditionaJ.,y, AV 15.,responsf Oe for coordinating and promptly nemunTesting the
stTff's requfrements khich must be resolved before operations at San Onofre may,

be resumed.;
,

, , , , ~ . .

k _ , % .. ).
1,

~

V ctor Stello. Jr ** ''

. ,

:. . . .
Acting Executive rector

.
'.

for Operations .
3 ,,

s 5

Enclosure:-
*

: As stated
!
'

cct</ enclosure:
1 J. Osvis, NH$$
; T. Nurley, RI

J. N Grace, Rif;

J. respier, A!!! l.

i R. It tin, RIV
'

i

l

j ,

*
i

i

.

^

1
* |

j
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* ACTIONS M$44,f!M FtoM THE INVEST!GAfl0N
'

~ 0F THE N0YtMEA 2130NGS.1 (VENT -

; (Aeference: NURit.1190) ,

i

of feedwater check valves to perform safety function.
annission briefing. Sections 6.2.4. 4.4, 6.7 and Prf acfpal

Responsible Office Catesory
,

oordfaste If Plant speciffe
:ndustry actions Genetic
isure the relfability |

ed check valves. |
I:o assist es

its 13 be.- --

|det

! angfwering ,

root cause
;nd prtposed
iactions
,

'I check valve
i this applica.

l

't Inservice ;

i

ST) Q tectProgram andto ;

nd failed valves ,

!

Ifchec'svalves
ed testing
'in other systems
a systee' |

ness of resolved U$! A-1 * Water Hammer *.
Indtag numbers 1, 2. 3. I and 9) |

Responsible Offlee Catenary

: to re. NRR teneric
.1 t1 i

dress the
ad prevention
'-f r.duced water
tater piping
we concerning
egrity will be
o1).-
i
,

s
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3. Iteet Adequac: of San Onofre Unit'l design.
(Commission brseflag, Finding neders 11 and 13)'

-

Action Responsible Office Category

: faplement and coordinate sat Plant-speciffe
the staff's actions to.

re-evaluate the following'

san Onofre design features:<

manual loading of the: -

| diesel generators follow.
ing a loss of power event;

manual actuation of steam !4 -

!
- Ifne-isolation valves and |

assurance of steam generator '' -~

' ' ' 'availability to remove decay ).
.

heat
i 1

!. lack of steam generator-
,

! blowdown status in control * '

roca
j

' adequacy of the Ifeensee's-

* design change to eltainate3

spurious 51 fadicetton on,

t loss of power
4

0. Ites: Adequacy of post-trip review.
(References: Sections 4.6 and 7.2.2.4 and Finding number 17)'

' Action Responsible Office Cattoory

a. Evaluate NAC re 6 fre- NRA (,enerte
; ments for ensuring that

sufffctent event data
are retrievable to
accurately reconstruct
the event following a,

Ioss of offstte power.>

h. tvaluste the licensee's Region V Plant specific
process for post-trip
review.and evaluation.
facteding the thoros hness
of review and overst ht '

provided by the onst e and
,

offsite nuclear safety review
groups.

,

.,

t

i

. . . - - - ._ _ _. _ - - , _ _ _ . . . _ _ - . . -_---
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'

L i
'

3

ens. Adequacy of Itcensee's recordkeeping practfees.
'

eferences: Section 6.5 and Ffedf ag avseer 20)

tion Responsible'0fffee CateNew

aluate the adequacy of Regfon V plant spectfic
o Ifcensee's maintenance
cords.

em: ' Adequacy of operator trafnf ag and/or procedures.
;ferences: Section 7 and Finding numbers 14.15 and 16)

tfon Reeconstble Offfee Catagery-.

(fes the taptementation tegfon V Plant-speciffc
the training prograa ,

perding operator onder-
inding and actions in the -

ra of electrical systems, and
reking technical spc)ffcagfon
tion. statements. '

em: Adequacy of emergency notifications and NRC response.
tferences: Section 7.3 and Finding number 22)

:fon Responsible Office fategory

Verffy the adequacy of Region V plant-speg W e
the Ifcensee's procedures W-

jand trafnfag for reporting4

of events to NRC Operations>

' Center.
-

3
1'

[ valuate the need for i IE 8eneric
changes in NRC polic ~ "

] guldance regarding y orthe -

' use of the IN5 Ifne ; the ,

use of NRC personnel as,

' '(NS communicatorst and
* possible approaches to

improva the ability to
! determine the overall
: plant states.

.

N

I

i

..,...g. a. m.. ,. , - -
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4- .
,

1
1

,

at 5feniffcence of backlog of Ifeense amendments.
forencer Commistfonbriefing) '

-

**

fore Responsible Office fatenory -

Iluate whether a backlog ' kRR Plant. specific |
;licease amenenents and
iintcal spectffcation

iliges contributed to delays
|

inpproving the Ifeensee's i

: progrea.
;

e

' *%

>
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.

J

4

4
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.
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MEM0RAN0(M FOR: / Harold R. Denton, Director. NRR
James M. Taylor. Director IE ,

John 8. Martin,RegionalIdministrator.RegionV |
,

,

;

'

lFROM Victor Stello Jr. I
'

; ActingExecutIveDirector |
''

for Operations
-,

SU8 JECT: STAFF ACTIONS REstA. TING FROM THE INVESTIGATION .,

0F THE DECEM8ER 26 INCIDENT AT RANCHO- |
'SECO (NUREG-1195) , 1985: l

i

i4

An advance copy of the subject ' report was transmitted to you by memorandum,

dated February 15. 1986 from the Rancho Seco Team Lesder. Frederick J. Hebdon.1

: The report documents the Team's efforts in identifying the circumstances and
. causes of the December 76.1985 incident. together with findings and conclusions
|whichformthebasesforfollow-onactions. ,

You will note free the report that the licensee has completed troubleshooting

the quarantined equipments (however, some additional analysis and testing of theIntegrated Control System ICS), and particularly the ICS power Supply Monitor.
; is'still planned by the Itcensee. Consequently, the results of future analysis
and testing may form the basis for additional follow-on actions. The identiff-

: cation of these additional actions is a responsibility of the normal program
' offices. The responsibility for the follow up and reporting on the licensee's
continued analysis and testing is Region V.

The purpose of this memorandum is to identify and assign responsibility for
; generic and plant-specific actions resulting from the investigation of the <

; Rancho Seco incident as documented in NUREG-1195. In this regard, you are
' requested to review the enclosure which speciffes staff actions resulting from
' the investigation of the Rancho Seco incident. You are requested to determine

the actions necessary to resolve each of the issues in your area of responsi- ..
bility and, where appropriate, identify additional staff actions or revisions
as our review and understandtag of this event are refined. plant-specific

. actions required,for plant restart should receive priority attention. :

p .

!-
'

.

,

*
! .

. . , ' .; .

Lt 0/V
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#
.

2. ,

|

view of the importance of this subject. I intend to closely monitor the
olution of these items. By April 14, 1986, please provide e tiritten

4

! mry of the plans, schedule, and status for each item within your responst.
: ity listed Onhe enclosure or that you have identified. Further. I request
| t you prepare.a written status report on the disposition of your items (and
; icipated actions for uncompleted items) withW6 months. Every effort
j vid be made to resolve these items prodytly.

e:: closure is based on the Team's report and its presentation to the
j mtssion on February 25,1986. Accordingly, it does a t include all
: ensee actions, nor does it cover NRC staff activities associated with
: mal event follow-up such as authorization for restart, plant inspections,
j possible enforcement items. These items are expected to be defined and
|lemented in a routine manner. Overall lead responsibility for staff -

nions relating to facility ' restart is separate from this effort and rests
f h NRR. -Thus. NRR is responsible for coordinating and promptly comunicating
' staff's requirements which must be resolved before operations at Rancho
;o may be resumed. Other' offices involved in plant-specific actions are
: coordinate their efforts with NRR.
! Original signed bF4

Victor 5%elle #
,

Ytetor.Ste110. Jr.*

Acting Executive Director,

for Operations

.:losures
, stated
:

|w/ enc 1csure: .'

1. Davis. IMS$
!. Murley. RI
1. N. Grace. RI!
.l. Keppler RI!! -

.,, .

;t. Martin. RIV

stribution ,

% 5/F '

)0 C/F
altenes-
ts11o *

) Reading File
te previous concurrence . Revised per Stello 3/13/86

.

3 :Epe .: : : : :

:......:..... .....:............:............:............:............:.........
ines:jz V$tello : ' : : : :
.......:............:............:............:............:............:...........
6 23/13/86 : : : : :

OFFICIAL RECORD, COPY
* : 1

|:

L__ . _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ . . _ _ _ _ _ _ _ . _ _ _ _ _ . . - - ---



_ _ __ _ . _ _ _ __ .. _ ___ _ . _ _ _ _ _ __ _ ____ . _ _ _ _ _ _ _ __.

.

STAFF ACTIONS RESULTINS FROMTHE ' INVESTIGATION ..

OF MIE DECEMBER 26. 1985 RANCHO SECO INCIDENT
(Reference: NUREG-1195)

,

Issue: Adequacy of the Auxiliary Feedwater System.
'

'

,

Action Responsible Office Category

a. Verify the acceptability of NRR Plant Specific
.

the existing initiation and
control of the AFW system.

,

- (Section7.2) .

N . Deteruine the status of any NRR B&W Generic e-

b
i Itcensee cosaltment to install Review
. the EFIC system, and determine
i the acceptability of the current -

! schedule for installation. .

(Priacipal Finding fil) . ', ,
,,-

t

j . Issue: Com>1eteness of various staff and ifcensee actions associated
witi control systems. -

*

Action * Responsible Office Category

i T s. In light of the ongoing B&W NRR Generic -
generic review. ' assess the need .

'

to reavaluate the actions taken; . .

" by the staff and by the licensees'
-

:

| in response to the findings.
. conclusions, and recosmendations

associated with BAW-1564
Bulletin 79-27 NUREG-0667; the
February 1980 Ioss of NN! power at '

':

Crystal Rivers the March 19. 1984:

! partial loss of NN! at Rancho
Secos and BAW-1791. (Principal'

Finding ill and Othe.r Finding ill), ,,
.

.

,

b. Assess the need to expand the NRR Generic <'
4

| scope of U$! A-47 to include
i additional consideration of

frequent events with undesire-
.

-

able consequences even if the.
,

consequences of a > articular '

event are bounded by the FSAR
analysis, and the degree to which
events that are not significant.

: at the referenced plants might be
significant at other plants...

(PrincipalFinding#15h):

c. Consider the need'fsr issuing further IE Generic 3--. .

generic cessunications. ,

./

._ _ __ ______ _ _ _ - _ _ _ _ ______ _ __ -. - . - - _- - - --
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uer Adequacy of the design of the integrated control system (ICS).:

I Action- Responsible Office Category

' ess the adequacy of the design NRR 88W Generic

, the IC5. Particular features -paview

i be included are:
1

~ Whether the ICS is sufficiently'
'

. reliable to assure that the -

! frequency of unnecessary safety
gha11enges is accep0 ably low1

it -(i.e., is the ICS properly
' classified as a nonsafety-reisted -

, '

system).-
-

. ,

; . . . .
,

! Loss of remote (i.e., hand)' |
power coincident with loss of '

! automatic control. (Principal
Finding #2)

'

Results of SMUO's analysis to
- .

;
date of the power supply moni- ;
tor. (Principal. Finding #1)

!

Results of $ MUD's contractor I

analysis of the power supply #1)- |
monitor. (Principal Finding

.

Role of the power supply monitor
as a potential single fa1Vure-
in the ICS and/or NNI. (frincipal ..

'

Finding #1)

Results of a :tudy of the response ,-,

of the ICS upon restoration of
power. (Other Finding f3)

!
i Acceptab111ty of the failure mode
'

of meters and recorders that are
' affected by a loss of ICS power.
(OtherFinding#4)

...

~

asues Adequacy of the maintenance program for manual isolation valves.
,

,

Acties Pesponsible Office Catepary

. Evaluate the need for a main- Region V * Plant Specific
-tenance program for manual -

isolaties valves in safety. '

related systems.- (Principal .-
'

Finding #3) - -
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.

4

,

-3- ,

'

,

Evaluate the adequacy of NRR Generic

industry standards and NRC 1
.

require.wnts regarding periodic
;

i testing and maintenance of
manual valves in safety-related
systems.-(PrincipalFinding(3)

1;

Jet Adequacy of procedures and training.

Action Responsible Office Category
|

luste the adequacy of the i

:ceduresandoperator(licensed |~

Ji nonlicensed) training.
-

.

ticularly with regaAl to: ,
,

.

NRA Generic
j The degree to which event
; specific procedures (e.g.,

loss of 105, station black-
out)areneededtoquickly 1! *

Irecover free events that have
-

!besn diaiinosed by the operators.
and to a' tillate .such events if'

i the initist'ng condition cannot .

t be imediately corrected. j
:'(Principal Findings (4 and f7)

,

.;

' The consistency between the E0Ps Region V Plant Specific
and the AT0Gs and the adequacy of

., operator training on E0Ps.
I

| The consistency between E0Ps and IE Generic
I

NRC approved procedure generation
packages. :

s

The ade'quacy of procedural Region V Plant Specific. . . ..

guidance concerning: (1)when
to trip auxiliary feedwater NRR BW Generic*

Reviea' pumps and (2) the relative
priorities of avoiding the PTS'

region and antataining pressurizer
level. (Principal Findings #5 and 6) ,.

.The adequacy of the training Region V Plant Specific
of nonlicensed operators
in the use of valve wrenches,
the methods for manually ,

overriding and operating
valves, and the ese of

-

'

various indications of
-

* ,

yalve positten.- (Principal , . ;'
Finding M)

4

._ _ ._ - . - . , - , ,
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The adequacy of the annunciator Region Y Plant Specific
response procedures (e.g., the
AnnunciatorProceduresManual). .

-(Other Finding #2) ..
,

.

The adequacy of the program Region V Plant Specific
to insure that all applicable ,

procedures and operator .

training are. reviewed and
updated when plant modifica- ,

tions are made. (Other .

Finding #6)
*

'

.:
,

sues Adequacy of the radiological control and emergency preparedness
agram. . |

. .

Action Responsible office category

aluate the adequacy of the Region V plant Specific |
'

diological control and emergency ,

aparedn2ss program, including ,

ocedures, operator training, l

utpoent avf alability, and
ordination between operatin
d health physics personnel.g

.

rincipal Finding #10 and other
nding#5)

#sues Adequacy of the FSAR accident analysis.
.,.

Action Responsible Office Category
!

~rif;r the adecuacy of the panche NRR B&W Generic
'

Review'co PSAR accicent analysis , -<

ticularly the degree to which
gdit is given for the nonsafety-u
lated ICS and the nonsafety-
lated Maia Steam 1tne Failure Logic.
;ection 9) and (Principal Finding #14)

,

sue Adequacy'of required staffing.

Action Responsible Office Category.

>aluate the adequacy of plant NRR 84W Generic.

Review.affing to deal with expected.
-erational transients. -(Other

~

fnding#7)
'

.

i
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.

equacy of the troubleshooting program. '.

Action Responsible Office Category

.he adequacy of the Region V Piant specific
; program to trouble- ~|

iged equipment in a .

' f and systematic manner- !

Ine the root cause and i

te corrective actions. .

1 ding N) ..

|

f

.

e
#

G

e
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9
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!MEMORANDUMFOR: . Harold R. Denton, Director. NRR
James M. Taylor. Director. IE
Robert B. Minogue. Director. RES
C. J. Heltemes. Jr. Director. AE00

: James G. Keppler. Regional Administrator. Rl!!

FROM:- .
William J. Dircks.4

j . Ixecutive Cirector for Operations'

SUBJECT: STAFF ACTIONS RESULTING FROM THE INVESTIGATION
OF THE JUNE 9 DAVIS-BESSE EVENT (NUREG-1154)

!

! An advance copy of the subject report was transmitted to you by memorandum
~ . dated July 22, 1985 from the Davis-Besse Team Leader. C. E. Rossi. The

report documents the Team's efforts in identifying the circumstances and
> causes of the June 9.1985 event, together with findings and conclusions

which form the basis for identifying follow-on actions.'

,

. You will note from the report that the licensee has not completed trouble-
shooting and the determination of root causes for all equipment failures or

; malfunctions. Consequently, the results of future troubleshooting or analysis
' activities may fore the basis for additional follow on actions. The identifi--

, cation of these additional actions is a responsibility of the norma 1' program
' office. The responsibility for the followup and reporting on the licensee's-

< continued troubleshooting and deterni..ation of root cause for equipment
' failures is Region 111.
.

.

. The purpose of this memorandum is to identify and assign responsibility for
generic and plant-specific actions resultin from the investigation of the
Davis-lesse event (documented in NUREG-1154 In this regard, you are

'~ requested to review the enclosure which specifies staff actions resulting
from the investigation of the June 9 Davis-Besse event. You are requested
to determine the actions necessary to resolve each of the items in your area -

of responsibility and, where appropriate, identify additional staff actions
or revisions as our review and understanding of this event are refined.
Plant-specific actions required for plant restart should receive priority
attention.

'.- Although the NRC Team that investigated the Davis-lesse event did not identify
major NRC deficiencies, nonetheless this event provides an opportunity to learn

:ffrom emperience and to feed back the pertinent lessons into our activities.
' Consequently, all responsible program managers should conduct an in-depth and

. searching reappraisal of the effectiveness of their programs and the lessons-
,-of the Davis-lesse event, in sun, how can we make our programs more effective

1 'ke

. . - - ._ . - . - .- .-.
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and the NRC a better regulatory agency? For example, what actions are needed
when a utility continues to receive low sal.P ratings; what impediments or
procedures are delaying decisions regarding needed plant upgrades; how can
effective corrective action be achieved when plants have a history of
maintenance deficiencies; and what should be done when voluntary licensee
improvement programs prove less than satisfactory? We need to reflec,t on
these and similar questions and identify further, perhaps more focused actions
to gain needed improvements.,

In view of the importance of this subject, I intend to have periodic progress
review meetings. The first meeting will be in September, u d at that time you
should be prepared to: (1) discuss the schedule and status of each item with-
in your responsibility listed in the encloture or that you have identified;
and (2) provide a written sumary of those actions you have identified for
-achieving improvements in your program areas. Further, I request that you
prepare a written status report on the disposition of your items (and
anticipated actions for uncompleted items) within six months. Every ef fort
should be made to dispose of these items promptly.

The enclosure is based directly on the NRC Team's report. Accordingly, it
does not include all licensee actions, nor does it cover NRC staff activities
associated with nonnal event followup such as authorization for restart, plant'

inspections, or possible enforcement items. These items are expected to be
defined and implemented in a routine manner. Overall lead responsibility for
staff actions relating to facility restart is separate from this effort and
rests with NRR. Additionally, NRR is responsible for coordinating and promptly
comunicating the staff's requirements which must be resolved before operations
at Davis-Besse may be resumed. Other offices involved in plant-specific actions
are to coordinate their efforts with NRR.

Separately from this action, I will be dis ussing with you further how we may
improve the lli procedures based upon the experience with the Davis-Besse Team.

William Dircks
Executive Director for Operations

Enclosure.
As Stated

cc w/ enclosure:
J. Davis, NMS$
1. Murley, R1
J. N. Grace, R!l
R. Martin, RIV
J. Martin, RV

2

.



STAFF ACTIONS RESUI. TING FROM THE INVESilGATION

OF THE JUNE 9 DAVIS-BESSE EVENT

(Reference: HUREG-1154)

4: Adecuacy of the licensee's management and maintenance practices.
(Reference: Conclusion Section 8)

0 Responsible Office Category

valuate and take action on NRR Plant-specific
he licensee's response to
indings relating to corrective
etions and preventive main-

5enanceproblems(including
Testing, root cause determina-
fionofequipmentmisoperation
fndoperatingexperience).

valuate and take action on the Region !!! Plant-specific
icensee's response to findings
oncerning management practices
e.g., control of maintenance
regra:s and post-trip reviews).

Completion of analyses for loss of feedwater events.
(Reference: Section7)

Resoonsible Office Cateoory

te the time margins and NRR Plant-specific
quences of alternative
Sees for a loss of feed.
event at Davis-Besse.

Adeovacy of the Steam Feedwater Rupture Control System (SFRCS).
(References: Section 5.2.2 and Finding 6)

1
Responsible Office Cateoory

the design basis for SFRCS NRR Plant-specit a4

he susccptib(11ty of the SFRCS
a) spurious actuations involving
itemsasMSlVclosurelandb)
e failurcs.

3
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4, Ites: Interaction of plant security features and operator actions. |
'

i
~ (References: Section 3.6 and Finding 9)

i Responsible Office Cateoory I

Action l

j Evaluate the effect of security NRR Plant-specific
Genericfeatures (locked doors, locked

j equipment,etc.)ontheoperator's
ability to gain prompt access to
equipment required to perform

,

safety actions outside the control
,

'

. room in accordance with emergency

4

_. procedures..
.

s
'

Availability of the Shif t Technical Advisor (STA)5.. Item:
[ (References: . 5ection 6.1.3 and Finding 14) ,

Action Responsible Office Cateoory

: Evaluate the time available and NRR Plant-specific
;- role.for STA assistance during Generic

complea operating event!.

6. Item: Reliability of the AN containment isolation valves and other'

safety-related' valves.-

(References: Section 5.2.5 and Findings 4, 5, 6 and 15)"

,

Action _ Resoonsible Office Cateoory

(a) Monitor the licensee's Region 111 Plant-specific
troubleshooting activities.

: (b) Evaluate the itcenste's engineer. MRR Plant-specific
ing report on root cause analysis
and proposed correctivt actions.

(c) Determine if the safety function NRR Plant-specific
of the A W containment isolation
valves has been properly specified,
i.e., are the valves required to

; open as we11 as close for design
basis events.'

-(d) Verify that these valves constitute NRR Plant-specificI

a single fatture point for. the AN
system for certain design basisi

events.4

.

*
.

. . . . _ . . _ . . _ _ __ . _ -.
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Action Responsible Office Category

,
..

(e) Determine that the procedures for Region 111 Plant-specific
adjustments of the AFW isolation

.

valves such as torque switch bypass
switches are clear and proper. and

I that the. associated training programs
, are adequate. Confirm that adjust-

ment settings are consistent with
; plant procedures.

Determine if the en intering NRR Plant-specific(f) basis for the specification of
> the adjustments for safety- '

related valves such as the
torque switch and torque
switch bypass switch settings
are adequate for.all design
basis events.

4

(g) Evaluate the test program for NRR Plant-specificI

' the AFW containment isolation
valves to confirm openbility

.

for all design basis events.'

1

(h) Evaluate whether other safety- NRR Plant-specific
related valves in Davis-Besse
may be subject to the same type /

t< cause of failure.

(1) Conduct a review 0: failures of AE00 Generic
safety-related motor-operated
valves and provide an assessment
of pertinent failure modes'

affecting valve performance
,

; under design basis conditions.

'(j) Deterstne if further generic corres- 1E Generic
pondence. Such as an NRC Bulletin,
is warranted' on this type /cause of
failure of safety-related valves.

7. Itear Adequacy of emergency notifications.<

(References: Section 6.1.4 and finding 12);

Action Responsible Office Catecory

(a) . Verify the adequacy of the Region 111 Plant-specific
licensee's procedures and
training for reporting of

. events to the NRC Operations
'

Center.
]

+

.

.

m
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4
'

4

(b) Review the adequacy of HRC IE- Generic

i - guidance for determination of
; severity levels when plant
j conditions vary and may be
i stable when the licensee has
| an opportunity to report.

(c) Review the adequacy of shift IE Generic"

staffing for assuring that
: knowledgeable individuals will

be avai' able for properly
implementing the emergency
plan during complex and long
operational events,

i 8. Ites: Reliability of the AFW pump turbines.
(References: Sections 5.2.4 and 6.2.4 and findings.4. 8. and 15)

| Action Responsible Office Cateaory

: (a) Honitor the licensee's Region Ill Plant-specific
troubleshooting activities;

{ including possible hot plant
operation to confim failure

j mode.

(b) Evaluate the licensee's engineer. NRR Plant-specific.

ing report on root cause analysis:

and proposed corrective actions.

(c) Evaluate the licensee's response NRR Plant-specific'

and corrective actions relating
,

to the unreliability of the
auxiliary feedwater system2

j (including the need for a third
pump and turbine trip reset.

capability).
,

(d) Verify that the AFV system has Region !!! Plant-specific

been adequately tested to con-
firm system configuration
involved with design basis,

events.

! (e) Review the implementation of Region 111 plant-specificr

: the operator training program
to assure proper operator
actions, such as resetting of
trip throttle valve.

(f) Conduct a review of past AEOD Generic
operating experience and
detemine the causes for
overspeed turbine trips.

i

6'
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i
4

I (g) Ocstemine the need for further IE Generic
| generic correspondence on this
: failuremode/cause,

l 9. Item: Reliability of the PORV.
; (References: Sections 5.2.8 and 6.2.1 a .d Findings 10 and 13)

-Action Responsible Office _ Category

I (a) Monitor the licensee's Region III Plant-specific
troubleshooting activities.'

(b) Evaluate the licensee's NRR Plant-specific
engineering report on root,

cause analysis and proposed
e corrective actions.'

! -(c) Determine the need for s' NRR Generic
test program to establish

; reliability.
.

(d) Deterrine if surveillance tests NRR Generic
are necessary to confirm opera-

: tional readir. css.

-(e) Determine if additional NRR Generic'

i protection against PORY
failure is necessary, i.e..
automatic block valve closure.-

'

10 Itep: Adequacy of control room instrumentation and controls.
(References: Sections 6.1.1. 6.1.2, and 6.2.2 and Findings

j 10,11,17. and 18)

Action Responsible Office Catecory

(a) Evaluate the adequacy of NRR Plant-specific'

the SFRC$ actuation
controls and associated
training program.

,

(b) Evaluate the adequacy of NRR Plant-specific
the installed control room
instrumentation to allow
operators to make the
necessary and prompt
-determination for
procedure conformance
and P0RV position.

4

.
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,

i

- Action Responsible Office Cateoory

;

(c) Determine if HRC requirements NRR Plant-specific
should be revised regarding: Generic
(1)$PDSavailability;and
(2) the need for plant-
specific simulator.

11. Item: Need for isolation of the startup feedwater pump.
(References: Section5.1.3'andFinding7)

;

Action Responsible Office Cateoory

Reassess acceptability of the NRR Plant-specific
prcvisions which resulted in
the inability to place the
startup feedwater pump in
service from the control room.'

12. Ites: Resolution' of equipment deficiencies.
; (References: Section 5 and Table 5.1)

Action Responsible Office Cateoory
-

(a) Monitor the licensee's Region !!! Plant-specific-

troubleshooting activities.

(b) Eval'uate the licensee's NRR Plant-specific
'

engineering report on the
,

root cause analysis and;

corrective action for the:
equipment listed on Table 5.1

1 and not addressed by other
items in this action plan.

(c) Determine the need for IE Generic
.

generic correspondence on
equipment problems.

13. Item: Adequacy of plant procedures.+

(References: Sections 6.1.1 and 6.1.2 and Findings 10 and 17)

Action Responsible Office Cateoory
,

,

Verify that plant procedures NRR Generic
i involving " drastic" actions-

are required to be sufficiently
precise and clear to ensure
prompt implementation.

,

' 8
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14. Item: Adequary of safety system testing.
(Reference: finding 15)

Action Responsible Office Category-
,

Evaluate the NRC m quirerents NRR Generic
and guidance to assure that-
safety systems are tested in
all configurations required by
the design basis analysis.

15. Item: Acceptability of current safety assessment gthods.
(References: Findings 1and2)

Action Responsible Offig Category

Assess the implications of RES Generic
multiple independent and

. cosinon sede failures as they
relate to departures from

'

design assumptions and
specifications used in
probabilistic safety
analyses.

,

4
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ENCLOSURE 3

NRC STAFF PERSONNEL CONTACTED

in Onofre IIT Action Items

Stuart A. Richards, RV
Charles M. Trammell III, NRR
Thomas M. Novak, AE00
Wayne D. Lanning, NRR
Thomas,T. Martin,- RI
Aleck W. Serkiz, RES
William Ang, RV
Howard J. Wong, RV
Anthony'J. D'Angelo, RV
Phillip H.. Johnson, RV

' Don 'G. Marksberry, AE00
Eric Weiss, AE00

incho Seco IIT Action Items

Stu rt A. Richards, RV
G:crge Kalman, NRR
Byron Siegel, NRR
Rick Kendall, NRR
Robsrt C. Jones, NRR
Fred 2 rick Hebdon, NRR

ivis B;sse IIT Action Items

Rons1d C. Emrit, RES
Ihor M. Jackiw, RIII
Paul M. Byron, RIII
Thomas V. Wambach, NRR
' Albert W. DeAgazio, NRR
Carl Johnson, RES
James C..Glynn, RES
Jittndra P. Vora, RES

-Lcuis M. Shotkin, RES
Ch rles E. Rossi, NRR
Thomas M. Novak, AE00
Wayne D..Lanning, NRR
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ENCLOSURE 3

NRC STAFF PERSONNEL CONTACTED

San Onofre IIT Action Items

Stuart A. Richards, RV
Charles M. Trammell III,.NRR
Thomas M. Novak, AEOD
Wayne D. Lanning, NRR |
Thomas T. Martin, RI '

Aleck W. Serkiz, RES
William.Ang, RV
Howard J. Wong, RV
Anthony J. D'Angelo, RV
Phillip N. Johnson, RV

. Don G. Marksberry, AE00
Eric Weiss, AE00 4

!

Rancho Seco IIT Action Items

Stuart A. Richards, RV
George Kalman, NRR .

lByron Siegel, NRR
Rick Kendall, NRR
. Robert C. Jones, NRR
Frederick Hebdon, NRR

Davis Besse IIT Action Items

Ronald C. Emrit, RES
Ihor M. Jackiw, RIII ..

Paul.M. Byron, RIII j
Thomas V. Wambach, NRR i

Albert W. DeAgazio, NRR
Carl Johnson, RES
James C. Glynn, RES
Jitendra P. Vora, RES
Louis M. Shotkin, RES

lCharles.E. Rossi,' NRR
Thomas'M, Novak, AE00
Wayne D. Lanning, NRR

i
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POWER REACTOR EVENT NUMBER: 26877

,

FACILITY: DRESDEN REGION: 3 NOTIFICATION DATE: 03/03/94
UNIT: [] [] [3] STATE: IL NOTIFICATION TIME: 19:59 (ET)
RX TYPE: [1] GE-1, [2] GE-3,[3] GE-3 EVENT DATE: 03/03/94

EVENT TIME: 18 : 3 0 (CST)
NRC NOTIFIED BY: THRONE LAST UPDATE DATE: 03/03/94
HQ OPS OFFICER: GREG SCARFO !

NOTIFICATIONS
EMERGENCY CLASS: NOT APPLICABLE
10 CFR SECTION: PATRICK HILAND RDO'

AOUT 50. 72 (b) (1) (ii) (B) OUTSIDE DESIGN BASIS
NLCO TECH SPEC LCO A/S

l

UNIT SCRAM CODE RX CRIT INIT PWR INIT RX MODE CURR PWR CURR RX MODE

1

3 N Y 63 POWER OPERATION 63 POWER OPERATION )
!

I
|EVENT TEXT

_

THE HIGH PRESSURE COOLANT INJECTION (HPCI) SYSTEM WAS DECLARED INOPERABLE
WHEN AN ANALYSIS DETERMINED THAT TWO STEAM LINE ISOLATION VALVES WOULD NOI'
CLOSE DURING A HPCI STEAM LINE BREAK.

AN ENGINEERING ANALYSIS DETERMINED THAT THE CRANE MOTOR-OPERATED VALVES
WITH CARBON STEEL DISCS AND VALVE GRINDS UTILIZED AS HPCI STEAM LINE
ISOLATION VALVES ("3-2301-4", "3-2301-5") WILL NOT CLOSE DURING A HPCI
STEAM LINE BREAK. THIS ANALYSIS WAS BASED ON DATA FROM EPRI BLOWDOWN
TESTING AND FOUND THAT THE TWO-ROTOR MOTOR OPERATORS CANNOT GENERATE THE
TORQUE NECESSARY TO CLOSE THE VALVES. THEREFORE, THE HPCI SYSTEM WAS
DECLARED INOPERABLE AND TECHNICAL SPECIFICATION ACTION STATEMENT 3.5.C (7
DAY LCO) WAS ENTERED.

THE VALVES HAVE BEEN CLOSED AND TAKEN OUT OF SERVICE. THE " FAULTY" VALVE
OPERATORS WILL BE REPLACED WITH FOUR-ROTOR MOTOR OPERATORS AND A TORQUE
SWZTCH BYPASS CAPABILITY DURING THE UPCOMING REFUELING OUTAGE (03/12/94).
THE EPRI DATA INDICATES THAT THESE OPERATORS GENERATE AN ADEQUATE TORQUE TO
ALLOW ISOLATION OF THE HPCI STEAM LINE. UNIT #2 CURRENTLY UTILIZES SUCH
VALVE OPERATORS ON ISOLATION VALVES IN THE HPCI SYSTEM. THE ISOLATION
CONDENSER AND ALL LOW PRESSURE ECCS SYSTEMS (CORE SPRAY, LPCI) ARE FULLY
OPERABLE. THE LICENSEE INFORMED THE NRC RESIDENT INSPECTOR.

?/
\J,
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POWER REACTOR EVENT NUMBER: 26884

FACILITY: QUAD CITIES REGION: 3 NOTIFICATION DATE: 03/05/94
UNIT: [1] [] [] STATE: IL NOTIFICATION TIME: 01:17 [ET]
RX TYPE: [1} GE-3, [2] GE-3 EVENT DATE: 03/04/94

EVENT TIME: 23:00[ CST]
NRC NOTIFIED BY: HOUZENGA LAST UPDATE DATE: 03/05/94
HQ OPS OFFICER: TIM McGINTY

NOTIFICATIONS
EMERGENCY CLASS: NOT APPLICABLE
10 CFR SECTION: PATRICK HILAND RDO

AIND 50.72 (b) (2) (iii) (D) ACCIDENT MITIGATION l

NLCO TECH SPEC LCO A/S j

UNIT SCRAM CODE RX CRIT INIT PWR INIT RX MODE CURR PWR CURR RX MODE |
|

1 N Y 87 POWER OPERATION 87 POWER OPERATION l

EVENT TEXT

BASED ON AN ENGINEERING EVALUATION, IT WAS DETERMINED THAT THE UNIT 1 RCIC l

(RX CORE ISOLATION COOLING) CONTAINMENT INBOARD STEAM ISOLATION VALVE
(MO-1-1231-16) WOULD NOT CLOSE AS PER DESIGN.

,

1

THE VALVE IS A 6" GATE VALVE, MANUFACTURED BY CRANE. BASED ON THE RESULTS
OF EPRI TESTING UNDER BLOWDOWN CONDITIONS AT RATED PRESSURES ON THESE
VALVES, WHICH DETERMINED VALVE FACTORS TO BE AS HIGH AS .85, THE LICENSEE
EVALUATED THE MOTOR SIZING CALCULATIONS AND PREVIOUS TEST RESULTS ON EIGHT
SUCH VALVES. THE "16" VALVE IS THE ONLY ONE THAT COULD NOT MEET THE i

OPERABILITY ACCEPTANCE CRITERIA. THE PREVIOUS ANALYSIS FOR THE "16" VALVE |

ASSUMED A VALVE FACTOR OF .447.
1

THE RCIC SYSTEM WAS DECLARED INOPERABLE AND A 14 DAY LCO A/S ENTERED PER TS
'

3.5.E. ALL ECCS SYSTEMS ARE OPERABLE AT THIS TIME. THE SYSTEM HAS BEEN
ISOLATED BY CLOSING AND TAKING OUT OF SERVICE THE "17" VALVE (OUTBOARD
CONTAINMENT ISOLATION). THE LICENSEE WILL CONTINUE TO EVALUATE THE
SITUATION FOR CORRECTIVE ACTIONS, AND HAS INFORMED THE RESIDENT INSPECTOR.

c
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