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Scope: This routine resident inspection was conducted onsite in the areas
of plant operations review, surveillance observations, maintenance
observations, fire protection review, review of nonroutine events,
review of licensee event reports, and followup of previous
inspection findings. Backshift inspection was performed on
October 24, 31, November 2, 7, 8, 13, and 20.

Results: Plant Operations:

Operators responded well to a number of off-normal conditions.
Control room communications and conduct were excellent during
the startup of Unit 2. The Unit 2 post trip review was
thorough and appropriate system lineup precautions were
implemented prior to startup. (paragraph 3)

Maintenance:

Operators were sensitive to the first use of a new procedure
and implemented it in a controlled fashion. In contrast, the
operators had not questioned lack of specified tolerahces
associated with EDG idle speed. The licensee promptly
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corrected this upon identification by the inspector. In the
aggregate, the licensee has continued to perform surveillances
well. (paragraph 4)

Maintenance activities were performed with a high degree of
technical competence. (paragraph 5)

Within the area inspected, the following non-cited violations
were identified associated with events reported by the
licensee:

Non-cited Violation 389/93-23-01, Hissed Technical
Specification Required Surveillance Test of 2AI Safety
Injection Tank Horon Concentration. (paragraph 7.e)

Non-cited Violation 389/93-23-02, Hissed Technical
Specification Required Surveillance Tests of Reactor
Coolant System Pressure Isolation Check Valves.
(paragraph 7.g)

Plant Support:

No fire protection deficiencies were identified during this
review. The fire protection aspects of control room
modifications, involving extensive hot work, were well planned
and executed. (paragraph 6)
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REPORT DETAILS

Persons Contacted

Licensee Em lo ees

D. Sager, St. Lucie Plant Vice President* C. Burton, St. Lucie Plant General Manager* W. Bladow, Site guality Manager
H. Buchanan, Health Physics Supervisor
R. Church, Independent Safety Engineering Group Chairman* R. Dawson, Maintenance Manager
W. Dean, Electrical Maintenance Department Head
J. Dyer, Maintenance guality Control Supervisor
H. Fagley, Construction Services Manager
P. Fincher, Training Manager
R. Frechette, Chemistry Supervisor
K. Heffelfinger, Protection Services Super visor* J. Holt, Plant Licensing Engineer* J. Hosmer, Site Engineering Manager* L. HcLaughlin, Licensing Manager
G. Madden, Plant Licensing Engineer* A. Henocal, Mechanical Maintenance Department Head
C. Pell, Site Services Manager
L. Rogers, Instrument and Control Maintenance Department Head* J. Scarola, Operations Hanager
C. Scott, Outage Manager
J. Spodick, Operations Training Supervisor
D. West, Technical Manager* J. West, Operations Supervisor
W. White, Security Supervisor
D. Wolf, Site Engineering Supervisor* E. Wunderlich, Reactor Engineering Supervisor

Other licensee employees contacted included engineers, technicians,
operators, mechanics, security force members, and office personnel.

NRC Personnel

S.
M.
R.
R.
N.
M.
H.
G.

Stohr, Director, Division of Radiation Safety and Safeguards, NRC
Region II
Elrod, Senior Resident Inspector
Miller, Resident Inspector
Carrion, Radiation Specialist, NRC Region II
Schin, Project Engineer
Stinson, Intern
Thomas, Reactor Inspector, NRC Region II
Whitener, Reactor Inspector, NRC Region II
Wiseman, Reactor Inspector, NRC Region II

* Attended exit interview

Acronyms and initialisms used throughout this report are listed in the
last paragraph.
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2. Plant Status and Activities

Unit 1

b.

Unit 1 began the inspection period at 100 percent power. On
November 1, the unit experienced a dropped rod event when CEA 63
dropped into the core. Operators recovered the CEA within the TS
allowable time limit and returned the unit to full power with
Reactor Engineering concurrence. Unit 1 ended the inspection period
in day 56 of power operation since turbine startup on September 28.

Unit 2

Unit 2 began the inspection period at 100 percent power. On
October 31, the licensee began reducing power to 'approximately 45
percent. This derating, planned to last until mid-December, was
premised on continuing unit operation until a refueling outage
planned for February 15, 1994.

On November 2, operators manually tripped the unit due to increasing
main generator cold gas (hydrogen) temperature. Unit post-trip
response was normal. The hydrogen temperature increased because a
TCW temperature control valve was positioned so as to rob cooling
water flow from the hydrogen coolers. The unit was returned to
power (output breaker closed) on November 3. Unit 2 ended the
inspection period in day 24 of power operation since startup on
November 3.

The licensee took advantage of the Unit 2 downpower to maintain a
number of components, including rebuilding the 2A HFP, 2B heater
drain pump, and 2A condensate pump, 2A and 2B TCW pumps, and
partially retubing the 2A and 2B TCW heat exchangers. The condenser
water boxes were cleaned also.

C. NRC Activity

During this period, an inspection of the licensee's engineering
program was conducted from November 1 to 5 by G. Wiseman and others
of NRC Region II. The inspection results were reported in IR 50-
335, 389/93-25.

During this period, an inspection of the licensee's radiological
effluent and chemistry programs was conducted from November 15 to 19
by R. Carrion of NRC Region II. The inspection results were
reported in IR 50-335,389/93-27.

J. Philip Stohr, Director of Radiation Safety and Safeguards, NRC

Region II, visited the site on November 15 and 16. His activities
included a site tour, discussions with licensee management, and an
overview of resident office activities and issues.
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3. Review of Plant Operations (71707)

a 0 Plant Tours

The inspectors periodically conducted plant tours to verify that
monitoring equipment was recording as required, equipment was
properly tagged, operations personnel were aware of plant
conditions, and plant housekeeping efforts were adequate. The
inspectors also determined that appropriate radiation controls were
properly established, critical clean areas were being controlled in
accordance with 'procedures, excess equipment or material was stored
properly, and combustible materials and debris were disposed of
expeditiously. During tours, the inspectors looked for the
existence of unusual fluid leaks, piping vibrations, pipe hanger and
seismic restraint settings, various valve and breaker positions,
equipment caution and danger tags, component positions, adequacy of
fire fighting equipment, and instrument calibration dates. Some
tours were conducted on backshifts. The frequency of plant tours
and control room visits by site management was noted to be adequate.

The inspectors routinely .conducted partial walkdowns of ESF, ECCS,
and support systems. Valve, breaker, and switch lineups, as well
as, equipment conditions were randomly verified both locally and in
the control room. The following accessible-area ESF system and area
walkdowns were made to verify that system lineups were in accordance
with licensee's requirements for operability and equipment material
conditions were satisfactory:

~ Unit 1 High Pressure Safety Injection Train B,
~ Unit 1 Low Pressure Safety Injection Train A, and
~ Unit 2 Auxiliary Feedwater Train C.

While touring in the Unit 2 letdown cubicle, the inspector noted an
approximate 15'ength of 6" braided hose in the overhead area of
the cubicle. One end of the hose penetrated the south wall of the
cubicle, approximately 15'bove the floor. From this point, the
hose hung downward in a loose arc before turning upward. The other
end of the hose was lashed with hemp line to a section of instrument
air piping. The hose hung above portions of the letdown heat
exchanger CCW piping and temperature control valve, with a portion
of the hose resting on a support for CCW flow instrumentation
tubing. Other components in the vicinity included an instrument
rack containing pressure transmitters for containment pressure and
building pressure differentials (e.g., containment/outside
differential pressure).

The licensee informed the inspector that the line had been used as a
temporary connection between the shutdown cooling system and the
purification system, but had been rendered obsolete by the
installation of a permanent connection around 1984. The inspectors
questioned the termination point for the end of the hose penetrating
the cubicle wall. The licensee found that it ended in a pipe. chase
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that remained within the confines of the letdown area, thus
remaining within the ventilation and fire zones.

At the close of the inspection period, the licensee had prepared
NPWO 7995/62 for the removal of the line and was evaluating the
actions necessary to affect the removal during the upcoming
refueling outage. The inspectors, concluding that the licensee's
actions thus far have been prudent, will continue to follow the
issue.

Plant Operations Review

The inspectors periodically reviewed shift logs and operations
records, including data sheets, instrument traces, and records of
equipment malfunctions. This review included control room logs and
auxiliary logs, operating orders, standing'rders, jumper logs, and
equipment tagout records. The inspectors routinely observed
operator alertness and demeanor during'plant tours. They observed
and evaluated control room staffing, control room access, and
operator performance during routine operations. The inspectors
conducted random off-hours inspections to ensure that operations and
security performance remained at acceptable levels. Shift turnovers
were observed to verify that they were conducted in accordance with
approved licensee procedures. Control room annunciator status was
verified. Except as noted below, no deficiencies were observed.

During this inspection period, the inspectors reviewed the following
tagouts (clearances):

1-93-08-040 Unit 1 Charging Pump Suction Pressure Switch,
1-93-10-085 Unit 1 Pressurizer Heater Bank B-3, and
2-93-11-038 Unit 2 ICW pump 2A.

(1) Unit 1 Dropped CEA Event

At 1:32 a.m. on November 1, Unit 1 CEA 63 dropped into the
core. Twenty-three minutes after the CEA dropped, operators
began reducing power while troubleshooting activities were
underway. TS allow operation in this configuration for up to 1

hour before requiring that power be reduced to less than or
equal to 70 percent. IEC personnel discovered a loose power
supply card and reseated the card. The CEA was verified to be
operable and the downpower was stopped at 95 percent. The
operators promptly recovered the CEA within the TS time limit
and returned the unit to full power .

(2) Unit 2 Manual Trip

At 4:47 a.m. on November 2, operators manually tripped the Unit
2 reactor from 45 percent power, and then tripped the turbine,
because of increasing main generator cold gas (hydrogen)
temperature. Safety-related equipment performed as designed.
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The plant was, placed in operational Hode 3. The inspectors
responded to the plant and found the unit stable and a post
trip review underway.

The licensee determined that operators had received an
annunciator indicating that a cold gas system alarm was
actuated. Operators then found that cold gas temperature had
reached 47 degrees C and was increasing. The unit was tripped
per ONOP 2-2200030, "Hain Generator," which required a trip
upon reaching 49 degrees C.

The licensee determined that the increased hydrogen temperature
was the result of a lack of TCW flow to the hydrogen coolers.
TCW cooled a number of parallel heat loads, including the
hydrogen coolers and the turbine LO coolers. An operator,
dispatched to the area when the control room alarm was
received, noted that TCW flow to the LO coolers had
approximately doubled over the previously recorded value.

The TCM system had been operating in an abnormal lineup, with
one TCM pump out of service for maintenance while Unit 2
operated at 45X power as discussed in paragraph 2.b above.
Both LO coolers were in service and, due to their size and
physical proximity to the TCW pumps, the coolers were capable
of passing a significant percentage of the single TCW pump's
output. TCW flow through the coolers was regulated by
temperature control butterfly valve TCV 13-28, which throttled
TCW flow from the LO coolers based upon LO temperature. Due to
a recent reduction in ambient air and ICW temperatures (ICW
provides the heat sink for TCW), TCV 13-28 was throttled such
that small changes in valve position resulted in large changes
in flow. The controller which positioned the valve was slow
acting, tuned for the relatively slow temperature response on
the LO system.

The licensee concluded that a gradual increase in LO
temperature resulted in TCV 13-28 assuming a position which,
when combined with the coolers'apacity to accept flow,
radically increased the flow of TCW through the LO coolers.
The increase in flow through the LO coolers, combined with the
limited capacity of the single operating TCW pump, resulted in
a reduction of flow to the hydrogen coolers and the attendant
increase in hydrogen temperature.

The inspectors found the licensee's explanation of the
conditions leading to the trip plausible. Tests and
inspections of TCV 13-28, witnessed by the inspectors, did not
indicate flawed valve performance. System-level testing
demonstrated the ability of the LO coolers to divert TCW flow
from other loads. Additionally, ICW temperatures were at a
relative minimum compared to recent data. The decrease in ICW
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temperature could well have resulted in TCV 13-28 operating in
a more closed, and therefore sensitive, position.

As one TCW pump remained out of service for maintenance, the
licensee chose to operate TCV 13-28 in the manual mode during
the ensuing startup. Additionally, the licensee isolated one
turbine LO cooler to minimize flow diversion. The inspectors
found the licensee's actions appropriate.

Unit 2 Reactor Startup
E

The inspectors observed the prestart preparations and startup
of Unit 2 on November 2. Principal procedures in use were:

OP 2-0030120, Rev 46, Prestart Checkoff List,
OP 0030126, Rev 13, Estimated Critical Conditions and
Inverse Count Rate Ratio, and
OP 2-0030122, Rev 35, Reactor Startup.

During the reactor startup, the inspector observed the operator
performing OP 2-0030122, section 8.9, which checked CEA
deviation alarms, which was an acceptable substitue for OP 2-
0110050, Control Element Assembly Periodic Exercise. Control
room activities during the startup were controlled, a
reactivity manager was assigned, and communications such as
operator-operator and operator-reactor engineer were excellent.
Unit 2 startup commenced at 3:58 p.m., Node 2 was entered at
4:50 p.m., criticality was attained at 5:37 p.m., and the unit
entered operational Mode 1 at 6:55 p.m.

Unit 2 Turbine Startup

Following the reactor startup, the inspectors observed portions
of Unit 2 turbine startup per OP 2-0030124, Rev 62, Turbine
Startup. During two attempts to latch the turbine, governor
valve GV-2 did not open. The inspector observed the first
attempted repair by hydraulic control valve replacement.
Operational elements observed included coordination,
communications, management attention, and system alignment for
personnel safety. The "clearance" or tagout for this repair
was a tagless one based on the control room operator putting
the DEH pumps'ontrol switches in "pull-to-Lock" in
conjunction with locally closing a manual valve at the valve
control block itself. Since this was the work location, the
closed valve was under. continuous observation by both the
technician and the supervisor. The repair was unsuccessful and
GV-2 did not subsequently open when called upon. The
maintenance technician had noticed that virtually no hydraulic
oil" spilled when the hydraulic control valve was removed.
Further troubleshooting found that a local filter was stopped
up. Upon filter replacement, GV-2 functioned properly. The
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licensee sent the filter to a laboratory for analysis prior to
pursuing further corrective action.

c. Technical'Specification Compliance

Licensee compliance with selected TS LCOs was verified. This
included the review of selected surveillance test results. These
verifications were accomplished by direct observation of monitoring
instrumentation, valve positions, and switch positions, and by
review of completed logs and records. Instrumentation and recorder
traces were observed for abnormalities. The licensee's compliance
with LCO action statements was reviewed on selected occurrences as
they happened. The inspectors verified that related plant
procedures in use were adequate, complete, and included the most
recent revisions.

d. Physical Protection

The inspectors verified by observation during routine activities
that security program plans were being implemented as evidenced by:
proper display of picture badges; searching of packages and
personnel at the plant entrance; and vital area portals being locked
and alarmed.

4

In conclusion, the inspectors found that operators responded well to a
number of off-normal conditions and that control room communications and
conduct were excellent during the startup of Unit 2. The unit 2 post
trip review was thorough and appropriate system lineup precautions were
implemented prior to startup.

4. Surveillance Observations (61726)

Various plant operations were verified to comply with selected TS
requirements. Typical of these were confirmation of TS compliance for
reactor coolant chemistry, RWT conditions, containment pressure, control
room ventilation, and AC and DC electrical sources. The inspectors
verified that testing was performed in accordance with adequate
procedures, test inst} umentation was calibrated, LCOs were met, removal
and restoration of the affected components were accomplished properly,
test results met requirements and were reviewed by personnel other than
the individual directing the test, and that any deficiencies identified
during the testing were properly reviewed and resolved by appropriate
management personnel. The following surveillance tests were observed:

a 4 OP 2-2200050B, Rev 5, 2B Emergency Diesel Generator Periodic Test
and General Operating Instructions

The inspector witnessed the 2B EDG surveillance performed October
27. In general, the evolution was performed well, with good
communications between operators performing the local start.
However, the inspector noted a deficiency 'in the verification of EDG

speed following the idle start of the EDG.
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The subject procedure required that, following the local start of
the EDG, EDG speed be verified to be 450 rpm (no tolerance was
specified). In verifying the EDG idle speed, the inspector found
that the EDG tachometer was tagged as requiring maintenance because
the meter did not accurately indicate speed. The inspector found
that the meter indicated approximately 400 rpm. The inspector
questioned the SNPO performing the test as to how the procedural
verification of speed would be accomplished. The SNPO explained
that the meter, in conjunction with panel lights indicating a speed
of greater than 100 rpm and less than 500 rpm, were used to provide
speed indication. The inspector questioned the ANPS on this issue,
who stated that the meter had been previously cross-checked with a
strobe tachometer to provide a basis for verifying speed with the
meter.

In responding to the issue, the Operations Supervisor stated that it
was the practice of the site to provide tolerances for values listed
in procedures. An evaluation was performed that determined that the
appropriate range for EDG idle speed was 375 to 475 rpm. The lower
limit was based upon ensuring adequate lubricating oil pressure and
minimizing the accumulation of unburned fuel byproducts in the
exhaust system. The upper limit was established to avoid field
flashing at idle speeds. This speed band was promulgated to
operators via night order.

With regard to known tachometer inaccuracies, the licensee stated
that the degree of the inaccuracy was known and that the inaccuracy
was bounded by the speed band determined in the evaluation referred
to above. The subject procedure was revised to incorporate the
tolerances specified above.

OP 2-0810050, Rev 18, Main Steam/Feedwater Isolation Valves Periodic
Test

OP 2-1210051, Rev 7, Wide Range Nuclear Instrumentation Channels
Functional Test

OP 1-0030150, Rev 64, Secondary Plant Operating Checks and Tests,
Sections 8.2 through 8.7

The inspector witnessed the periodic testing of the Unit 1 turbine
trips, including the overspeed trip, thrust bearing trip, low
bearing oil pressure trip, low vacuum trip, and solenoid valve trips
20/ET, 20-1/OPC, and 20-2/OPC.

The procedure sections had been rewritten to enhance human
performance since the last time the inspector witnessed the test in
September, 1993, and discussed it in IR 50-335,389/93-20. The
previous procedure was of concern because a miss-step could trip the
turbine, then the reactor, and challenge safety systems. Examples
of corrections made include use of valve number vice generic valve
name in some cases, and splitting into three sections a repetitive
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section for three separate solenoids which previously had a poor
listing of the individual valve numbers.

This current test was the first field performance of the rewritten
sections. They were much easier to follow than the previous
version. The current test was performed by a SRO and the turbine
operator in direct communication with the RCO by radio.
Coordination, management control, and test performance were
excellent. They performed the test properly and recorded the data
corrrectly. The equipment performed properly.

Operators recognized three errors in the new procedure text and
corrected each by TC prior to proceeding. TC 1-93-342 contained the
appropriate text corrections and was intended to become a permanent
procedure change via the licensee's administrative process.

Operators were sensitive to the first use of a new procedure and
implemented it in a controlled fashion. In contrast, the operators had
not questioned lack of, specified tolerances associated with EDG idle
speed. The licensee promptly corrected this upon identification by the
inspector. In the aggregate, the licensee has continued to perform
surveillances well.

5. Maintenance Observation (62703)

Station maintenance activities involving selected safety-related systems
and components were observed/reviewed to ascertain that they were
conducted in accordance with requirements. The following items were
considered during this review: LCOs were met; activities were
accomplished using approved procedures; functional tests and/or
calibrations were performed prior to returning components or systems to
service; quality control records were maintained; activities were
accomplished by qualified personnel; parts and materials used were
properly certified; and radiological controls were implemented as
required. Work requests were reviewed to determine the status of
outstanding jobs and to ensure that priority was assigned to safety-
related equipment. Portions of the following maintenance activities were
observed:

a 0 CWO 8082, Remove Unit 2 Control Console

The inspector witnessed portions of the work performed to remove RCO

workstation foundations from the control room in preparation for the
installation of new workstations. The work involved grinding and
the use of acetylene torches in close proximity to control panels.
The inspector found that industrial safety and fire protection were
appropriate to the location of the work. Management presence was
also commensurate with the potential impact to control room
habitability.
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b.

c ~

d.

e.

NPWO 6989/62, Clean and Inspect Open Blowdown Heat Exchanger 2B

On November 5, the inspector observed the subject work activities.
At the time, the Hx was opened and tubes were being cleaned using
high pressure water jet nozzles attached to a long slender hose and
snaked completely through the tube. Satisfactory industrial safety
practices included use of a face shield for the operator, barrier
tape limiting access to the immediate area, and local start-stop
operation of the pressure control for the hose. The NPWO was posted
on a readily accessible location on a stanchion at the job site.

NPWO 9259/64, Bad Moog [brand] Valve

On November 3, the inspector observed the subject work activities.
This was an emergent work activity identified by operators when
attempting to start up the Unit 2 turbine. Turbine governor valve
GV-2 would not latch. Troubleshooting of the turbine controls and
valve GV-2 indicated that the signals were present at the valve but
the hydraulic system was not moving the valve. Work preparations
included safety considerations for working on top of a hot, but
insulated, turbine, and precautions for the potential spill of
hydraulic fluid when the hydraulic control [Moog] valve was removed.
System isolation is discussed in the operations section, paragraph
3.6.5. Though the repair proceeded smoothly, with no spillage of
hydraulic oil, the repair did not correct the problem. The
technician had noticed that there was much less hydraulic oil
present than normal. Subsequent removal of the local hydraulic oil
filter found the old filter plugged. Valve GV-2 worked well after
the filter was replaced. The licensee sent the filter to a
laboratory for analysis prior of pursuing further corrective action,
and initiated a review of DEH maintenance and operation to better
understand why the filter clogged.

NPWO 1247/63, Calibrate A-Train ICW Instruments

On November 5, the inspector observed the subject work activities.
Three instruments, FIS 21-9A, FI 21-8A, and PI 21-5A, were specified
for calibration using specifically named procedures for each.
At the time, calibration of FI 21-8A was in progress per IEC
1-1400064F, Rev 27, Installed Instrument Calibration - Flow. The
technician was using precision gage No. PSL-677, which had a current
calibration sticker. The inspector independently confirmed several
gage readings and also found the technician to be knowledgeable.

NPWO 7138/66, Repair HFA Relay

On November 5, the inspector observed the electricians repairing a
safety-related GE HFA latching relay that had failed to latch during
a special surveillance test. The surveillance has been scheduled
monthly because these relays have been so unreliable. The utility
plans to replace the relays with a redesigned circuit using pull-to-
lock switches during the February, 1994, Unit 2 refueling outage.



The repair per HP 0960066, Rev 6, General Electric Type HFA Relay
Testing and Set-up Procedure, Sections 9. 1, 9.3, and 9.4, involved
partial disassembly of the relay in place, addition of a shim, then
reassembly and an extensive alignment process. TC 2-93-151 modified
the procedure regarding work on installed relays because, though the
procedure addressed the repair technique, it focused on bench work.
The TC was properly processed. The electrician had a number of good
questions which were addressed by the supervisor. The 2A ICW pump
was tagged out on clearance 2-93-11-038, which included removal of
the trip and close fuses and racking out of the circuit breaker.
The inspector observed the disassembly, repair, and portions of the
retest and reassembly. Workmanship was excellent. The relay
functioned properly when released for use.

Haintenance activities were performed with a high degree of technical
competence.

6. Fire Protection Review (64704)

During the course of their normal tours, the inspectors routinely
examined facets of the Fire Protection Program. The inspectors reviewed
transient fire loads, flammable materials storage, housekeeping,
hazardous chemical control, and fire barriers. No deficiencies were
identified during this review. The fire protection aspects of control
room modifications, involving extensive hot work, were well planned and
executed.

7. Onsite Followup of Written Nonroutine Event Reports (Units 1 and 2)
(92700)

LERs were reviewed for potential generic impact, to detect trends, and to
determine whether corrective actions appeared appropriate. Events that
the licensee reported immediately were reviewed as they occurred to
determine if the TS were satisfied. LERs were reviewed in accorda'nce
with the current NRC Enforcement Policy.

a ~ (Closed) LER 335/92-005, Removing an Emergency Diesel Generator From
Service for Preventive Haintenance Resulted in a Condition
Prohibited by Technical Specifications

This event was discussed in detail in paragraph 3.b.(6) of IR 50-
335,389/92-11. The LER and associated NCV 50-335/92-16-02, Failure
to Provide a Technical Boration Flow Path, were discussed in detail
in IR 50-335,389/92-16, paragraph 8. The LER remained open pending
completion of corrective action. The root cause involved personnel
failure to check that all conditions were proper prior to removing
the EDG from service. One of the major corrective actions with long
term effects was to modify the EDG operating procedures with an
appendix containing specific items to check prior to removing the
EDG from service, and to modify the minimum equipment check list to
remind the operator each shift to check this as needed. Inspector
review found that OP 2-2200050A, Appendix B, showed the items. that
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must be operable prior to removing the 2A EDG from service, and AP
2-0010125, Rev 47, Step 20.S, plainly reminds the ANPS and requiresinitials on an "each shift" schedule'hat the appropriate Appendix B

must be performed prior to removing the EDG from service. The
inspectors verified that the licensee's corrective actions have been
completed. This LER is closed.

(Closed) LER 389/92-007, Inadvertent Start of the 2B Containment
Spray Pump

This event was discussed in detail in paragraph 3.b(2) of IR 50- ,

335,389/92-21. It involved a personnel error in turning a rotary
switch the wrong way. In addition to corrective actions such as
training evaluation, the licensee determined that the switch
manipulation involved in the LER was not actually needed as part of
the surveillance test. The licensee deleted the switch manipulation
from surveillance test procedure 2-0010125, Schedule of Periodic
Tests, Checks, and Calibrations. The inspector verified that the
manipulations were removed from current procedure revision 47. The
inspectors verified that the licensee's corrective actions have been
completed. This LER is closed.

(Closed) LER 50-389/92-008, and Supplement 1, DDPS Calorimetric
Error Due to Instrument Calibration Error

This was submitted as a voluntary LER. The event was discussed in
detail in paragraph 3.b.(4) of IR 50-335,389/92-21, was tracked as
URI 389/92-21-06, Potential Operation Above the Licensed Power
Level, and was the subject of subsequent IR 50-335,389/93-03, which
discussed corrective actions and closed the URI. The event involved
multiple feedwater RTDs drifting undetected in a nonconservative
direction and operation above the licensed power level. The LER
supplement mainly addressed the vendor's findings. The inspector
reviewed the analysis report on the failed RTDs, which concluded
that the failure (resistance shift) occurred internal to the sensing
element and that the exact cause could not be determined. The
inspector also verified that the procedure for the weekly Primary
System Hanual Calorimetric was revised to require weekly feedwater
temperature channel checks to compare feedwater temperature inputs
into the DDPS calorimetric with feedwater temperature indications
used in manual calorimetrics. The inspector concluded that the
licensee's corrective actions were adequate. This LER is closed.

(Closed) LER 50-335/93-001, Four Safety Injection Header Isolation
Valves Open to Their Operational Position due to an Engineered
Safety Feature Subgroup Relay Failure

This event was discussed in IR 50-335,389/93-02, paragraph 3.b.(3).
The licensee replaced the failed relay and sent it to a laboratory
for failure analysis. The inspector reviewed the failure analysis,
which found five breaks in the relay coil, with a likely cause of
localized overheating and possible root causes of a transient .
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voltage condition or insulation breakdown with age (it had been in
service for approximately 15 years). The failed relay had been in a
cool air-conditioned environment, and the analysis provided the
licensee no basis for inspecting other, installed relays. The
inspector concluded that the licensee's corrective actions were
adequate. This LER is closed.

(Closed) LER 50-389/93-001, Hissed Surveillance for Safety Injection
Tank Sampling Due to Personnel Error

On January 8, 1993, the licensee discovered that sampling of the.2A1
safety injection tank had not been performed by the chemistry
department within the required six hours after filling the tank. At
5:30 a.m., operators informed the onshift chemistry technician that
the three SITs had just been filled. The next shift chemistry
technician sampled two of the SITs and at 8:30 a.m. informed the
control room that the two SITs were satisfactory with respect to
boron concentration. The fact that the 2A1 SIT had not been sampled
as required was discovered at 11:14 p.m. by the oncoming ANPS. The
2Al SIT was then sampled and found to have a satisfactory boron
concentration. The licensee's corrective actions included
counselling the personnel involved, issuing an operations night
order emphasizing the need for operators to track such surveillances
via the operator turnover sheet, and creation of a chemistry
department status board for tracking surveillances that are not
periodically sch'eduled. The inspector verified that this chemistry
status board was in use. The licensee's missing of this required
sampling of the 2Al SIT was a violation of TS 4.5.l.l.b. This
violation will not be cited because the licensee's efforts in
identifying and correcting the violation meet the criteria specified
in Section VII.B of the NRC Enforcement Policy. This will be
identified as closed NCV 50-389/93-23-01, Hissed TS Required
Surveillance Test of 2A1 SIT Boron Concentration. This LER is
closed.

(Closed) LER 50-335/93-002, Inability of Emergency Core Cooling
System Ventilation to Haintain a Negative Pressure in the ECCS Pump
Room due to a Ventilation Imbalance

This event was discussed in detail in paragraph 3.b.(5) of IR 50-
335,389/93-02. The inspectors considered the licensee's initial
actions to be adequate. Since that time, the licensee balanced the
ventilation flow dampers so that the ECCS room exhaust fans (HVE-9A
and HVE-9B) would generate an acceptable negative pr essure in the
ECCS room with respect to the auxiliary building (as described in
the UFSAR) with the main auxiliary building exhaust fans (HVE-IOA
and HVE-10B) stopped. Also, the licensee installed a modification
that will automatically stop the auxiliary building main exhaust
fans on an SIAS signal. They then discontinued the use of a
dedicated licensed operator on shift in .the control room to stop the
auxiliary building exhaust fans in the event of an SIAS.
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The inspectors reviewed the licensee's Engineering evaluation JPN-
PSL-SEMP-93-006, "Evaluation of the Unit 1 ECCS Area HVAC System,"
which determined that the ECCS area ventilation system would have
met its design function of cooling the ECCS room and filtering
exhaust air under the conditions found on January 28, 1993
[atmospheric pressure in the ECCS pump room slightly higher than in
the auxiliary building with only one of the ECCS room exhaust fans
running (HVE-9B) and with one of the auxiliary building exhaust fans
running (HVE-10A or HVE-lOB)]. The inspectors also reviewed Rev. 9
to drawing 8770-B-327, Sheets 501 and 502,,Reactor Auxiliary
Building Main Exhaust Fans HVE-10A and HVE-lOB, which showed the ,

modified control circuits. The inspectors reviewed revised
Emergency Operating Procedures that required control room operators
to verify that fans HVE-10A and HVE-10B were stopped after an SIAS
and reviewed revised surveillance procedures that required
verification of the proper negative pressure differential between
the ECCS pump room and the Auxiliary Building with HVE-9A or HVE-9B
running and with HVE-10A and HVE-10B stopped. The inspector
concluded that the licensee's actions in response to this event were
adequate and that this voluntary LER was timely and well written.
This LER is closed.

(Closed) LER 50-389/93-002, Missed Surveillance on Reactor Coolant
System Pressure Isolation Check Valves

On February 3, 1993, a licensee review discovered two instances (on
December 1 and December 7, 1992) of past missed surveillances of the
RCS pressure isolation check valves. The licensee attributed the
root cause of the missed surveillances to a procedural deficiency,
in that there was no note or caution in the plant heatup procedure
on the requirement for testing the valves within 24 hours after they
were exercised during recirculation of the SI headers during plant
heatup. The inspector verified that the plant heatup procedure had
been changed to include such a note. The surveillances were
required by TS 4.4.6.2.2, and the failure to accomplish them on
December 1 and December 7, 1993, was a violation of this
requirement. The licensee reported the event on February 26, which
was within the required 30 days from the time of discovery.'his
violation will not be cited because the licensee's efforts in
identifying and correcting the violation meet the criteria specified
in Section VII.B of the NRC Enforcement Policy. This will be
identified as closed NCV 50-389/93-23-02, Missed TS Required
Surveillance Tests of RCS Pressure Isolation Check Valves. This LER
is closed.

(Closed) LER 50-335/93-003, Inadvertent Start of the 1B Emergency
Diesel Generator due to Personnel Error

This event was discussed in IR 50-335,389/93-07, paragraph 3.b.(7).
The inspector verified that both Unit 1 and 2 procedures for
Integrated Safeguards/ECCS Test Support for the 1A/1B/2A/2B Diesel
Generator were revised to require that the EDG be removed fronr
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service by a clearance prior to checking or disconnecting a test
instrument lead in the EDG control cabinet or breaker cubicle. The
LER was timely and the corrective actions adequate. This LER is
closed.

(Closed) LER 50-389/93-003, Discharge from the Safety Injection
Tanks to the Reactor Coolant System due to Personnel Error While
Shutdown

j ~

This event was discussed in IR 50-335,389/93-05, paragraph 3.b.2 and
related VIO 50-389/93-05-01, Failure to Follow Cooldown Procedure.
'After conducting stroke time tests of the SIT discharge valves with
the unit in Mode 5 during an RCS cooldown, operators erroneously
left the four SIT discharge valves open. When the RCS was
subsequently depressurized below the SIT pressure of 260 psia,
approximately 2000 gallons of SIT water was injected into the RCS.
Licensee corrective actions included counselling the involved
personnel, revising the Unit 1 and Unit 2 procedures for reactor
plant cooldown to include the required post-test SIT valve
position, and revising the Unit 1 and Unit 2 SIT valve test data
sheets to include post-test valve position information. The same
corrective actions were stated in the licensee's response to VIO 50-
389/93-05-01. The inspector verified that these procedure changes
were in effect, that the licensee's LER and VIO response were
timely, and considered that the licensee's corrective actions were
adequate. LER 50-389/93-003 and VIO 50-389/93-05-01 are closed.

(Closed) LER 50-389/93-004, Pressurizer Instrument Nozzle Leakage
due to Primary Water Stress Corrosion Cracking

This event and the licensee's corrective actions were discussed in
IR 50-335,389/93-05, paragraph 3.b.7; IR 50-335,389/93-07,
paragraphs 3.b.(2) and S.e; IR 50-335,389/93-08; and VIO 50-
335,389/93-08-01, Failure to Provide Adequate Measures to Control
Welding. The licensee replaced the leaking nozzles and committed to
monitor instrument nozzle integrity by inspections during subsequent
refueling outages on both units. The inspector verified that the
outage inspections of pressurizer steam space nozzles were included
in the licensee s inservice inspection program for both units. The
inspector concluded that, other than the open violation, the
licensee's corrective actions were adequate. This LER is closed.

LER corrective actions appeared to be good and the reports were well
prepared.

8. Onsite Followup of Events (Units 1 and 2)(93702)

Nonroutine plant events were reviewed to determine the need for further
or continued NRC response, to determine whether corrective actions
appeared appropriate, and to determine that TS, were being met and that
the public health and safety received primary consideration. Potential
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generic impact and trend detection were also considered. Events are
discussed in paragraph 3.

9. Followup of Headquarters and Regional Requests (Units 1 and 2) (92701)

NRC Region II requested information concerning whether or not the
licensee had evaluated operation of Unit 2 at "low - 45 percent" power
for an extended time. This mode of operation was in use during this
report period to extend the refueling outage start from mid-October,
1993, to mid-February, 1994. Interviews with licensee management showed
that the effects on fuel were formally evaluated with satisfactory
results. Evaluation JPN-PSL-SEFJ-93-017 addressed this area. Effects on
systems and operations were informally evaluated by engineering and
operations. Engineering recommended inspecting the feed-check valves
during the next outage. Operations did not see any special needs.

10. Followup of Corrective Actions for Violations and Deviations
(Units 1 and 2)(92702)

a. (Closed) VIO 50-389/92-07-03, Isolation of Containment Sensing Line
Without Placing Effected Instrument Channels in Trip or Bypass

The corrective actions for this violation were reviewed and
discussed in IR 50-335,389/93-12, paragraph 12.c. The remaining
item was the issuance of final as-built drawings for the instrument
line penetrations by August 1, 1993. The inspector reviewed Unit 1

drawing 8770-8321, Sheet D, Rev 2, dated July 26, 1993, and Unit 2
drawing 2998-B-321, Sheet D, Rev 0, dated October 8, 1992. These
clearly showed the mud dauber fittings and capped spare lines.
This, item is closed.

b. (Closed) VIO 50-389/93-05-01, Failure to Follow Cooldown Procedure

This issue is discussed and closed in paragraph 7.i.

The licensee met their corrective action commitments.

ll. Exit Interview

The inspection scope and findings were summarized on November 24, 1993,
with those persons indicated in paragraph 1 above. The inspector
described the areas inspected and discussed in detail the inspection
results listed below. Proprietary material is not contained in this
report. Dissenting comments were not received from the licensee.
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Item Number Status Descri tion and Reference

50-389/93-23-01

50-389/93-23-02

closed NCV — Missed TS Required Surveillance Test
of 2Al SIT Boron Concentration,
paragraph 7.e.

closed NCV - Missed TS Required Surveillance Tests
of RCS Pressure Isolation Check
Valves, paragraph 7.g.

50-389/92-07-03 closed VIO — Isolation of Containment Sensing Line
Without Placing Effected Instrument
Channels in Trip or Bypass,
paragraph 10.a.

50-389/93-05-01 closed VIO — Failure to fol'low cooldown procedure,
paragraph 7.i.

Abbreviations, Acronyms, and Initialisms

AC
ANPS
AP
C

CCW

CEA
CWO

DC

DDPS
DEH

DPR
ECCS
EDG

ESF
FI
FIS
GE

GV

HFA
HVAC
HVE
HX
I&C
ICW
IR
JPN
LCO

LER
LO
MFP
MP

NCV

Alternating Current
Assistant Nuclear Plant Supervisor
Administrative Procedure
Centigrade
Component Cooling Water
Control Element Assembly
Construction Work Order
Direct Current
Digital Data Processing System
Digital Electro-Hydraulic (turbine control system)
Demonstration Power Reactor (A type of operating license)
Emergency Core Cooling System
Emergency Diesel Generator
Engineered Safety Feature
Flow Indicator
Flow Indicator/Switch
General Electric Company
Governor Valve
A GE relay designation
Heating, Ventilation, and Air Conditioning
Heating and Ventilating Exhaust (fan, system, etc.)
Heat Exchanger
Instrumentation and Control
Intake Cooling Water
[NRC] Inspection Report
(Juno Beach) Nuclear Engineering
TS Limiting Condition for Operation
Licensee Event Report
Lube Oil
Main Feedwater Pump
Maintenance Procedure
NonCited Violation (of NRC requirements)
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No.
NPF
NPWO

NRC

ONOP

OP

PI
PSL
RCO

RCS

Rev
RII
rpm
RTD
RWT

SI
SIAS
SIT
SNPO
SRO

St.
TC
TCV
TCW

TS
UFSAR
URI
VIA
VIO

Number
Nuclear Production Facility (a type of
Nuclear Plant Work Order
Nuclear Regulatory Commission
Off Normal Operating Procedure
Operating Procedure
Pressure Indicator
Plant St. Lucie
Reactor Control Operator
Reactor Coolant System
Revision
Region II - Atlanta, Georgia (NRC)
Revolutions per Minute
Resistive Temperature Detector
Refueling Water Tank
Safety Injection
Safety Injection Actuation Signal
Safety Injection Tank
Senior Nuclear Plant [unlicensed] Oper
Senior Reactor [licensed] Operator
Saint
Temporary Change
Temperature Control Valve
Turbine Cooling Mater
Technical Specification(s)
Updated Final Safety Analysis Report
[NRC] Unresolved Item
By May Of
Violation (of NRC requirements)

operating license)

ator
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