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Scope: This routine resident inspection was conducted onsite in the areas
of plant operations review, maintenance observations, surveillance
observations, engineering support, plant support, review of
nonroutine events, followup of previous inspection findings, and
other areas.

Inspections were performed during normal and backshift hours and on
weekends and holidays.

Results: Plant operations area:

Operations responded well to the transients involving a Unit 1

heater drain pump trip and reactor trip that occurred due to a
lighting strike. Added emphasis on control room log keeping
will increase the ability to recreate events. Unit 1 entered
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the scheduled refueling outage five days early as a result of
the reactor trip. Licensee procedures and supervisory and
management controls while in reduced inventory were found to be
a strength. Licensee self assessment capabilities were
examined and found to be effective.

Maintenance and Surveillance area:

Three maintenance and six surveillance activities were
observed. In each case procedural compliance was observed and
the performance of craftsman and technicians was considered
excellent. Maintenance provided timely and consistent support
to plant operations, A new procedure for critical maintenance

'anagementwas developed and implemented to control LCO online
maintenance activities. The new procedures and controls

...included"a risk assessment of-the work-and- provided for.
'increas'ed management 'and'supei vi'Sory'involvement.' ':

Engineering area:

Excellent engineering support was noted in developing the test
procedures and assisting in the Engineering Safety Features
Surveillance test to verify the load shed and sequencing of
loads on the EDGs. They also provided timely short and long
term resolution of the design problem on the NaOH piping
system.

Plant Support area:

The plant support functions continued to be effective. All
support areas'reparation and response to the early entry into
the Unit I refueling outage was timely and focused.
Radiological exposure control and physical security measures
have been very effective in managing the outage demands.

Within the areas inspected, the following violations were
identified:

The
the

VIO 335/94-22-01, Inadequate Corrective Action to NRC Violation
Regarding Emergency Diesel Operability, paragraph 5.

VIO 335/04-22-02, Improper Modification of Control Room Logs,
paragraph 5.

following non-cited violation associated with events reported by
licensee was also identified:

NCV 335/94-22-03, Waste Gas Release with Meteorological
Instruments out of Service, paragraph 3.j.



REPORT DETAILS

Persons Contacted

Licensee Employees

R. Ball, Mechanical Maintenance Supervisor
W. Bladow, Site equality Manager
L. Bossinger, Electrical Maintenance Supervisor
H. Buchanan, Health Physics Supervisor
C. Burton, St. Lucie Plant General Manager
R. Church, Independent Safety Engineering Group Chairman
R. Dawson, Licensing Manager
D. Denver, Site Engineering Manager
J. Dyer, Maintenance equality Control Supervisor
H. Fagley, Construction Services Manager
P.,Fincher, Training Manager
R Freche'tte, "Chemistry Superv'isor " . ' "'." '"'*'-" '-

"'.

Heffelfinger, Protection Services Supervisor
J. Holt, Plant Licensing Engineer

'.

Madden, Plant Licensing Engineer
J. Narchese, Maintenance Manager
W. Parks, Reactor Engineering Supervisor
C. Pell, Outage Manager
L. Rogers, Instrument and Control Maintenance Supervisor
D. Sager, St. Lucie Plant Vice President
J. Scarola, Operations Manager
D. West, Technical Manager
J. West, Site Services Manager
C. Wood, Operations Supervisor
W. White, Security Supervisor

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

NRC Personnel

R. Prevatte, Senior Resident Inspector
M. Hiller, Resident Inspector
H. Miller, Reactor Engineer, USNRC RII
S. Rudisail, Reactor Engineer, USNRC RII

* Attended exit interview

2.

Acronyms and initialisms used throughout this report are listed in the
last paragraph.

Plant Status and Activities

a, Unit 1

Unit 1 began the inspection period at 100 percent power and operated
at essentially full power until the unit tripped as the result of a



b.
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lightning strike in the switchyard on October 26. Since the unit
was scheduled to start a refueling outage on October 31, a decision
was made to start the refueling outage at that time.

Unit 2

C.

Unit 2 operated at essentially 100 percent power for the inspection
period.

NRC Activity

During this period, R. Baldwin and G. Hopper of the Division of
Reactor Safety, Region II, and two consultants administered operator
license exams. The inspection results were reported in IR 335,
389/94-300.

M. Miller and S. Rudisail of the Division of Reactor Safety, Region
II, assisted the residents in inspecting the integrated safeguards
system tests. The results are contained in this report.

The Region I NDE mobile van started a two week independent
assessment during the week of October 31. The results will be
contained in IR 335,389/94-405.

3. Plant Operations~

~a. Plant Tours (71707)

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.

The inspectors routinely conducted main flow path 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 requirements for operability and equipment
material conditions were satisfactory;



Unit 2 HPSI Train A and B

No deficiencies were identified.

Engineered Safety, Features System walkdown

The inspector performed a detailed walkdown on the Unit IA and
B diesel generators and support systems to verify their
operability. The support systems included the DGFOS, EDG air
start system, demineralized water system, radiator cooling
system, the engine and generator skid mounted systems, and
associated electrical controls and breakers. All valves,
breakers, and control switches were checked for correct
labeling and position, leakage, and lubrication, and for any
damaged or missing parts. All .areas and equipment were
verified to be free of excessive leakage or combustible
hazards. Hangers and supports were attached to components as
required and found to be operable. Housekeeping and
cleanliness of equipment and areas was determined to be
satisfactory. The inspector found overall conditions to be
satisfactory. The following minor deficiencies and comments
were identified to the licensee for corrective action:

oil accumulation under engine bases
oil leaks around all soak back pumps
oil/water leaks around attached pumps/heat exchangers
tygon hoses used to route leakage from air dryer filters
to drains (both EDG's)
FO day tank high level alarm switches on EDG's 1AI and 161
did not appear to be calibrated
oil leaks around IBI governor
oil leak IB air compressor
the need for operator aides on how to add water to cooling
system
Leaks around engine port covers
different labels for identical valves or engines
some labels not clear as to valve purpose
V59182 - LIS-59-012B labelled as LIS-59-012A
V59052 labelled as drain - it is actually a vent
V59053 labelled as vent - it is a drain
Inspection ports on starting air lubricators painted over
Exposed wires to electric shutdown solenoids not properly,
supported/anchored

Overall these systems appeared to be in good material conditi,on
and well maintained. A review of the equipment history
indicated a high level of reliability. The licensee submitted
PWO's to correct the identified deficient conditions.



b. Plant Operations Review (71707)

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 orders, jumper, logs, and
equipment tagout records. It was noted that the procedure for
control room log keeping had been strengthened and a hard bound
ledger provided for this log, The control room log entries have
also improved with additional detail that will assist in recreation
of events. 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. No
significant deficiencies were observed.

c. Plant Housekeeping (71707)

Storage of material and components, and cleanliness conditions of
various areas throughout the facility were observed to'determine
whether safety and/or fire hazards existed. Even though Unit 1 was
in a refueling outage, housekeeping was still determined to be good.

No violations or deviations were identified.

d. Clearances (71707)

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

~ The inspector did a walkdown verification of clearance 1-94-10-
115 on the containment sump supply to LPSI/HPSI, NV-07-28.
This clearance was placed to permit VOTES testing and routine
maintenance on this valve. All tags were verified to be in
place and all breakers/valves were found in the correct
position

~ The inspector also walked down clearance 1-94-10-069, which
isolated the HOV for V3206 during VOTES testing. All tags were
verified to be in place and all breakers were found in the
correct position.

e. Technical Specification Compliance (71707)

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.

ECCS System Leakage into Reactor Auxiliary Building (71707, 37551)

On September 20, water was found on the floor of the Reactor
Auxiliary Building after differential pressure testing of the 1B
Shutdown Cooling Heat Exchanger to 1B HPSI Pump Suction Isolation
Valve (V3662). This testing was accomplished to complete the
requirements of NRC Generic Letter 89-10. The licensee determined
that the water had come out of the ECCS pump suction header relief
valve SR-07-1A.

The licensee's investigation of the event determined that 1B CS

pump, which was used to provide the upstream pressure on valve
V3662, also pressurized the ECCS suction piping through the NaOH

system and the idle CS pump. A subsequent test was conducted with
the same lineup using 1B LPSI pump to provide pressure and the same
results were achieved. A piping system walkdown found that the
train A and B CS recirculation piping that is used as the motive
supply to the train A and B NaOH eductor for containment spray was
tied together into a common header supplying both train A and B

eductors. The pressure from the above test had resulted in
pressurizing the ECCS suction piping of A train and actuating relief
valve SR-07:IA.

After the above investigation, the licensee considered the status of
the core spray system questionable. They requested that engineering
perform an evaluation to determine if the completed testing could
have overpressurized the ECCS suction piping and if the safety
relief valve would lift if CS or ECCS activated in response to an .

ESFAS. They also requested that engineering determine the impact on
safety system performance if the relief valve lifted during a
postulated accident.

The engineering analysis initial results were provided to the plant
on October 23. They showed that the valve testing which resulted in
actuation of the relief valve did overpressurize the system, but did
not result in any damage. The inspector reviewed this data and
agreed with the licensees conclusions.

The engineering review of the adverse effects of the relief valve,
should it actuate under accident conditions, found that if one
engineering safeguards pump was operating in each train the suction
piping pressure would not reach a level to actuate the relief
valves'owever, it was found that if a CSAS occurred concurrent
with a LOOP and the failure of a EDG during a LOCA or HSLB then the
running CS and NaOH system could pressurize the idle ECCS suction



piping and actuate the relief valve. This could result in a flow of
approximately 100 gpm of RWT and/or containment sump water into the
auxiliary building. This exceeds the FSAR Section 15.4. 1.7 maximum
leakage of two liters per hour from ESF equipment external to
containment.

Based on the above analysis, the licensee isolated one train of the
NaOH system and entered the 72 hour AS of TS 3.6.2.2. at 12:50 p.m.
on September 23. They also issued instructions for operator actions
to be taken to realign valves needed under accident conditions. The
inspector reviewed the licensee's above actions and attended a plant
FRG meeting on this item. The actions taken at that time appeared
to be timely and appropriate.

The licensee also directed engineering to develop both a short term
resolution that would permit continued operation until the unit was
shutdown for refueling on October 31, and a long term permanent
design change. The short term solution proposed gagging the ECCS
suction relief valves to prevent their inadvertent operation in case
a train of ECCS equipment failed to actuate due to a loss of
electrical power.

In order to accomplish this,'he licensee reviewed design data and
found that the relief valves had been installed to preclude
overpressurizing this piping if leakage should occur past a motor
operated valve or the piping was not isolated prior to initiating
shutdown cooling. They additionally found that the system could
withstand an internal pressure of 250 psig which is well above the
pressure that the system would be exposed to under the above
scenario.

After receipt of the above evaluation, the licensee performed a
pressure test and leak inspection to verify that the system could
withstand the pressures it could experience under the postulated
conditions. The tests achieved satisfactory results and the relief
valves were gagged and the system was declared operable on October
26 at 5:54 a.m.

Engineering reviewed the options available for a permanent fix and
decided on October 27 that the piping would be modified to provide
independent .flow paths from train A and B containment spray system
to the NAOH eductors. They are currently developing a modification
package to accomplish this work during the current refueling outage.

The inspector reviewed this issue, when identified, with operations,
engineering support and plant management. He attended management
and safety review meetings where interim and long term solutions
were developed. A detailed review of the proposed actions and
engineering evaluations found the licensees actions to be timely,
conservative, and appropriate for the existing conditions. The
licensee long term fix also appears to be an acceptable way to
address this item. The inspector noted strong management



involvement in developing the interim and long term fixes.
Engineering support on this issue was very responsive at the site
and corporate offices.

The licensee submitted LER 1-94-06 on this item on November 2, 1994.
The inspector is currently reviewing this submittal.

Unit 1 Reactor Trip due to Lightning Strike (71707)

At 2:26 p.m. on October 26, Unit 1 experienced an automatic reactor
trip due to a loss of turbine load. The trip followed a generator
main transformer differential trip and generator lockout due to a
lightning strike in the switchyard. Witnesses reported seeing a
bright flash which one witness identified as lightning. Unit post-
trip response was normal with the following exceptions:

~ The SBCS quick-open feature did not function. Notwithstanding
the quick-open feature failure, the system performed adequately
to return RCS temperature to no-load values. An NPWO was
initiated to'roubleshoot the condition.

~ Operators experienced difficulties controlling A SG level
following the trip due to leakage past the A FRV. Operators
closed the A NFIV to aid in controlling level. Internal
inspections of both FRVs are scheduled to be conducted during
the outage.

The inspectors responded to the control room shortly after the trip
and found operators performing standard post-trip actions.
Operators were found to be responding properly to the event;
however, the inspectors noted that additional personnel present in
the control room added to the general noise level and complicated
communications between operators. Licensee management was noted to
take action to reduce the number of personnel in the operating areas
of the control room.

Shortly after the trip, a fire was identified in the switchyard.
The fire was a result of the ignition of oil from a- ruptured
potential transformer. The licensee summoned offsite fire fighting
support and the decision was made to allow the fire to burn out
rather than risking damage to other switchyard components in a
firefighting effort. The fire was declared extinguished at
approximately 11:00 p.m. the same day. The inspectors noted that
the fire was offsite (the switchyard is outside the protected area
and across the intake canal from the turbine buildings) and was
localized. 'The inspectors reviewed the license's Radiological
Emergency Plan, Table 3-1 revision 23, which stated that an Unusual
Event would be declared for "Uncontrolled fire within the plant
lasting more that 10 minutes." As the fire was both outside the
plant and controlled, the inspectors agreed with the licensee's
decision that the fire did not require a Notification of Unusual
Event.



As a result of the reactor trip, the licensee decided to enter a
Unit 1 refueling outage rather than returning to power. The outage
had been planned to begin on October 31.

h. Effectiveness of Licensee Controls in Identifying, Resolving, and
Preventing Problems (40500)

Safety Review Committee

The inspector attended the FRG meeting conducted on October 11
and verified that a quorum was present. This meeting focused
on a new procedure that will provide critical maintenance
management (AP-0010460). This procedure is being implemented
to incorporate risk management into the scheduling and
performance of on-line maintenance on safety related equipment
that results in, entries into an LCO AS. This issue was
initially discussed by the resident inspectors with the
licensee in September and contained in IR 94-20. The inspector
noted that the,-licensee appeared to be aware of a need to
formalize procedural guidance in this area. Their aggressive
and timely response to this item is noteworthy.

The November 1 FRG meeting covered several procedural changes
and a major item involving the removal and replacement of the
damaged Unit 1 main transformer. Management was very concerned
with the activity due to its close proximity to the Unit 1

startup transformer that supplies off-site power. A detailed
review was conducted of the procedure and .process controls
being used by a vendor to do this task. A vendor
representative and licensee engineering personnel were
available to answer and resolve management concerns. The
inspector was impressed by management's sensitivity to safety
and involvement in this issue.

(2) Licensee Sel f Assessment

The inspectors met with site gA/gC management on October 20 to
discuss gA audits and gC inspections completed in the past
three months. These meetings are conducted on a quarterly
basis with the NRC residents to review the status of site
assessment activities and resolution of identified
deficiencies. gC provided an overview of their inspections and
gA reviewed'he strengths, weaknesses, and findings from their
audits. The inspector found the meeting to be informative. It
appears that gA and gC are performing detailed audits and
inspections. Their findings reached similar conclusions with
the residents review of their audits and inspection reports.



The following gA audits were reviewed:

gSL-OPS-94-22 - Performance monitoring of:

Health Physics HTKE calibrations
Operations compliance with Technical Specifications
Electrical Haintenance Department status of GL 89-10
Preventive Haintenance on cable spreading room halon
system
IKC Department's new equipment repair facility

No significant deficiencies were identified in the above
audit.

gSL-OPS-94-17 - Control of special process (welding)
'hisaudit evaluated the welding control program. It

found that although management had directed that the
maintenance and construction welding program be governed
by a common procedure, two separate and distinct programs
actually existed. Construction services had a disciplined
and well-controlled program. The maintenance department,
although governed by the same common procedure, had
developed liberal and ineffective controls in areas

of'eldfi,lier material control and the administration and
tracking of personnel training requirements. The audit
did not identify any potential field weld problem on
safety equipment but clearly found that improvements and
strict controls were needed in this area.

As a result of this audit, the maintenance manager placed
a stop work order on maintenance welding until the
identified deficiencies could be corrected.

The inspector found this audit to be detailed and
thorough. Hanagement corrective action to the identified
deficiencies was timely and effective.

gSL-OPS-94-15 - Site Corrective Action Program.

This audit reviewed all site discrepancy reports and logs.It also reviewed the recently implemented (July 94) "STAR"
program that will replace all existing discrepancy
reporting system by the end of 1994. The audit found that
all programs were adequately implemented and effective.
The inspector noted that the STAR program was new and has
been implemented in parallel with other existing programs.
The inspector did not attempt to evaluate this new program
at the present time.
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gSL-OPS-94-19 - Plant Training and gualification.

This audit reviewed plant training. No significant
weaknesses were identified. Strengths were identified in:
the professionalism and quality of the training department
staff; licensed operator training; site training; STA
training; industry operating experience feedback program;
self assessment; and the training department
effectiveness.

A review of the audit by the inspector found it to be an
in-depth review of the training program.

's

a part of the above meeting, the ISEG manager also provided
an overview of ISEG projects for the past three months and ISEG
plans for the upcoming refueling outage. These projects have
included:

STAR program development and implementation
ORAH adaptation and implementation
Integrated safeguards test review
Review of inhouse events
Review of LERs
Review of NRC inspection reports and findings
Review of new critical maintenance management procedure
Plans for upcoming outage

The inspector found ISEG to be open and frank in their
discussion on items that they had reviewed. It was also found
that ISEG plans to provide around-the-clock coverage of
critical outage activities. The inspector also noted that gA
and gC was performing detailed, timely, and effective audits
and inspections.

(3) Nuclear Safety Speakout,Program

Administrative procedure AP-0010519 describes this program,
which is a vehicle for employees to identify and express
nuclear safety concerns without fear of harassment,
intimidation, or retaliation and also provides a method to
investigate and resolve reported concerns. This procedure
provides for:

~ Inclusion of all levels of mana'gement. Supervisory and
working'level employees of the licensee or contractors.

~ , Steps to prevent disclosure of the concern identifier.
~ Speakout site representatives who report to corporate

management.
~ Accessibility to each person on site to provide a written

or verbal concern.
~ Requiring each exiting site employee being given the

opportunity to express concerns,
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~ Hailing postage paid form to any person who missed the
exit process.

~ . Investigation of concern (safety and quality= related by
speakout staff, others may be referred back to responsible
organization)..

The inspector reviewed the above procedure, met with the site
manager for speakout, and discussed this program in detail.
The site speakout manager had agreed to meet with the SRI and
provide him with a monthly update on issues being identified
and their resolution. The inspector concluded that the
licensee had an effective program that seeks to identify and
resolve employee concerns and protect the identity of the
person who voices the concern,

Outage Activities (71707)

Following the Unit 1 reactor trip and the decision to enter the
refueling outage, operators commenced a controlled RCS cooldown and
entry into refuel-ing conditions, The inspectors verified during
control room tours that operators were conforming to procedural and
TS requirements. Hode 4 was achieved on October 27, Hode 5 on
October 28, and Hode 6 on November 2. Operators entered and exited
reduced inventory conditions without incident and were noted to be
attentive to plant conditions throughout.

Reduced Inventory Operations (71707)

On October 31, Unit 1 entered a reduced RCS inventory condition.
The inspector reviewed the licensee's procedure OP 1-041022 revision
18, "Shutdown Cooling," and safety evaluation for reduced inventory
JPN-PSL-SENP-94-029 prior to reduced inventory. The following items
were observed prior to and during reduced inventory:

Containment Closure Capability - Instructions were issued to
accomplish this; men and tools were on station. The licensee's
procedures required the ability to close containment within 30
minutes. A dry run was conducted prior to reducing inventory
and containment was established in 17 minutes.

RCS Temperature Indication - Normal mode 1 CETs were available
for indication.

RCS Level Indication - Independent RCS wide and narrow range
level instruments, which indicate in the control room, were
operable. An additional Tygon tube loop level in the
containment was manned during level changes and was available
to control room operators via closed circuit television. An
operator was stationed in the control room to continuously
monitor reactor water level during mid-loop operation.
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~ RCS Level Perturbations - When RCS level was altered,
additional operational controls were invoked. At plant daily
meetings, operations took actions to ensure that maintenance
did not consider performing work that might effect RCS level or
shutdown cooling.

~ RCS Inventory Volume Addition Capability - One (of three)
charging, pumps and a HPSI pump were dedicated and available for
RCS addition. The components were powered from B train
electrical buses, as the A EDG had been declared inoperable
(though available) due to low fuel oil levels following a 24
hour EDG run performed prior to the reduced inventory
condition.

~ RCS Nozzle Dams - Given that, this evolution was the first
inventory reduction of the outage, the nozzle dams were not
already -installed. On November 1, nozzle dams were installed
to support S/G eddy current testing.

Vital Electrical Bus Availability - The B train of electrical
power was operable per'S during the inventory reduction. The
A train EDG was available. The licensee's procedures
prohibited switchyard work while in a reduced inventory
condition.

V

Pressurizer Vent Path - The manway atop the pressurizer was
removed to provide a vent path.

~ Operations performed and documented a surveillance each eight
hours to ensure that above items were being accomplished.

Operations also assigned a shift mid-loop manager to ensure that:
all procedures for drain down were reviewed and accurate; all outage
meeting personnel were aware that the plant was on reduced inventory
and that appropriate conditions were maintained; the containment
closure crew remained on station, were knowledgeable on their
procedure, closure tools were in place and the crew was aware of all
containment penetration status. The manager also conducted frequent
tours of the containment building, ECCS, freeze seals and any other
work that could affect containment integrity. This added attention
to safety provided by the mid-loop manager is considered a, strength.
The unit exited mid-loop on November 1 and reduced inventory on
November 3.

Onsite Followup of Operations LER's (92700)

(Closed) LER 50-335/93-006, Waste Gas Releases with Meteorological
Instruments out of Service due to Personnel Error

On September 10, 1993, the licensee performed controlled releases of
the radwaste gas decay tanks from Unit 2. On September 12, the
licensee discovered that the meteorological tower instrumentation
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had been out of service since September 9. IEC specialists had
inadvertently left the data logger locked up and transmitting the
last meteorological values without updating the data. Licensee
corrective actions included restoring the meteorological tower
instrumentation to service on September 13; revising operating
procedures to enhance the control room meteorological checks; and
conducting training for operations, chemistry, and IKC personnel.
The inspector reviewed training records and revisions to Unit 1 and
Unit 2 operating procedures. The procedure revisions required
operators to verify on daily channel checks that the recorders for
wind speed, direction, and temperature had not drawn a straight line
for the previous 24 hours,

The waste gas release on September 10, 1993, with inoperable
meteorological tower instrumentation was a violation of Unit 2 TS
3.3.3.4. 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.
It will be identified as NCV 50-389/94-22-03, Waste Gas Releases
with Meteorological Instruments out of Service due to Personnel
Error.

4. Maintenance and Surveillance

a ~ Maintenance Observations (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 compone'nts 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:

(1) Unit 1 ECCS A Train Maintenance

On October 12, the licensee began work on several Unit 1 HOVs
in the A Train of the HPSI and LPSI systems. The work involved
packing adjustments, torque switch and spring pack
replacements, and VOTES testing under the licensee's GL 89-10
program. The activities were the first conducted under AP-
0010460 revision 0, "Critical Maintenance Management," a
procedure developed to provide guidance for work conducted
during voluntary entries into TS LCOs.

I



The inspector reviewed the subject procedure and found that it
provided guidance which was generally reflective of NRC

Inspection Manual chapter 9900 guidance on LCO maintenance.
Noteworthy aspects included:

Guidelines advising the use of PRA information in
determining the effect of such maintenance on plant safety
Guidelines advising contingency planning based upon PRA
and qualitative assessments
Forms and checklists which identified personnel on a shift
basis with responsibilities for coordination and support
Checklists to ensure proper pre-staging, equipment
availability', and pre-job briefings

The inspector reviewed the documentation assembled under the
subject procedure for the A train work. PRA evaluations had
been prepared for the work which considered the work involved,
the order in which the work was to be performed, assumptions as
to the operability of non-affected components, and-quantified
core damage probability changes as a result of the planned
work. The quantification indicated minimal safety impact.

The inspector attended a pre-job briefing for work conducted by
the day shift on October 13. The briefing was attended by the
personnel performing the work, the assigned shift director
(coordinator) for the shift, and the Unit I ANPS. The briefing
was conducted by the licensee's Outage Manager and the day
shift NPS. The safety significance of the proposed work was
emphasized, contingency actions were discussed, and PRA
insights were highlighted.

The inspector observed selected portions of the overall
maintenance effort and found work to be conducted well. Close
coordination was noted between maintenance personnel and
operators. Clearances were hung and lifted in a timely
fashion. Management attention was obvious, and shift director
presence was frequent. Overall, the activities were planned
and executed to minimize the time spent in the LCO AS.

The inspector reviewed the control room Out of Service Log
relative to the work being conducted. The inspector found that
the A ECCS train was declared OOS, followed by each individual
valve as each was worked. While the practice appeared
redundant, the inspector concluded that the practice was
ultimately a good one. IR 94-15 documents an inadvertent entry
by Unit 2 operators into TS 3.0.3 which was at least partly the
result of declaring a train of shutdown cooling inoperable
without logging individual components inoperable. That failure
contributed to a lack of recognition of the impact of declaring
additional components out of service as a clearance boundary
was extended.
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Notwithstanding the soundness of logging both train and
components inoperable, the inspector found that, in the course
of these actions, operators had assigned the 72 hour allowed
action time, provided under the TS LCO AS, to each individual
component at the time each component was declared inoperable.
As a result, the required return-to-'service time and date for
each logged valve, if permitted to remain out of service for
the entire allowed time, would have exceeded the overall time
allowed by the TS AS for the A ECCS train as a whole.
Specifically, the A train was declared OOS on October 12 and
was required to be returned to service o'n October 15. Valve
HCV-3627 (part of the A train) was declared OOS on October 13
and was required (by the log) to be returned to service by
October 16. Valve HCV-3637 (part of the A train) was declared
OOS on October 14 and was required (by the log) to be returned
to se'rvice by October 17. In both valve examples, the period
of inoperability, as logged, should have been bounded by the
overall A train AS'he inspector discussed the matter with
the Unit 1 ANPS, who acknowledged the problem and directed
operators to use the A train return-to-service date as a
bounding date. The LCO AS was not actually exceeded for either
of the two above cases.

Overall, the inspector found the ECCS A train LCO maintenance
to be well-planned and executed. The use and methodology of
AP-0010460 was effective both in establishing cognizance of the
safety impact of planned maintenance and in coordination work
to minimize time in a TS AS. The licensee has stated that the
process will be refined over time and experience. The
incorporation of PRA data into work planning was considered an
improvement in safety. The development of the data to
facilitate maintenance indicated good support by the licensee's
corporate engineering organization to the site organization.

NPWO 63/2515 - 1C AFP Governor Replacement

On October 4, the licensee experienced electrical overspeed
trips of the 1C AFP. PWO 63/2515 was written to troubleshoot
the condition. The licensee isolated the problem to a corroded
connector and low coil impedance of the EGR actuator. The
actuator was replaced; however, post-replacement testing
indicated that actuator internal pressure to the remote servo
was not being developed. Additional investigation revealed
that the actuator had been configured for a clockwise-rotating
device. The 1C AFP was a counter-clockwise rotating device.

The rotational orientation of the actuator was determined by
the placement of a plug in the base of the actuator. By moving
the plug from one plug hole to another, the rotational
orientation could be altered. The licensee changed the plug
configuration in accordance with the vendor's technical manual.
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(3)

The inspector witnessed the post-maintenance testing and
adjustment of the actuator, which was conducted in accordance
with a scope change to the PWO, developed through consultations
with the vendor. The inspector found the test to be conducted
satisfactorily.

The licensee initiated a STAR which documented the as-found
condition of the replacement actuator. The subsequent
investigation concluded that the proper component had been
ordered by FPL, but that the vendor had filled the order with
an improperly oriented actuator. The vendor concurred in
writing with the licensee's findings. Additional corrective
action involved the licensee's adding of the vendor's
calibration sheet for the actuator (which had been provided) to
the list of items verified in receipt inspection. The
inspector found the licensee's corrective actions satisfactory
and of appropriate scope.

WR 94025984-01, Temporary repair of through wall leak on lA ICW
header.

The inspector observed a temporary repair performed to reduce
the flow out of a through wall leak from an instrumentation tap
that had corroded and broken off in the ICW cooling water
discharge line from component cooling water heat exchanger IA.

This leak had been identified September 26 and the licensee
planed to perform repairs during the refueling outage scheduled
for October 31. The licensee submitted a relief request on
this item to NRR on October 6, 1994. A temporary repair had
been performed when'he leak was initially identified. The
leakage increased significantly and an additional repair was
needed to reduce flooding in the sump areas of the CCW heat
exchanger.

This leak was in the discharge piping between the CCW heat
exchanger and the discharge canal so it did not effect CCW heat
exchanger capability. Neither this nor the localized flooding
to a depth of about three inches of water affected system
operability.

The temporary repairs were performed with hemp rope and a nylon
strap used as a soft patch to reduce leakage. The repair
reduced leakage to an amount that could be trapped in a catch
basin and routed to the area sump. This was deemed to be
satisfactory until the system could be shut down for permanent
repairs.

The inspector noted that this effort was accomplished in a
timely manner by the maintenance group with operations support
to reduce the system flow while repairs were being made.
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The inspector observed all aspects of this maintenance
timely and effective.evolution and found it to be

b. Surveillance Observations (61726)

The inspector witnessed the portions of this calibration
relating to the C and D NI channels. I&C personnel were found
to perform the procedure well. Frequent alarms were generated
during the calibration, and communications between the
personnel performing the calibration and operators was noted to
be good. Timely support was provided by the I&C system
supervisor, who responded when a D channel voltage could not be
properly calibrated. The system supervisor discussed„ the issue
with the I&C personnel performing the calibration, a circuit
board problem was diagnosed, the board was replaced, and the
calibration was completed satisfactorily.

(2) 2-2200050A revision 13, "2A Emergency Diesel Generator Periodic
Test and General Operating Instructions"

The inspector witnessed portions of this surveillance and found
the pre-start checks, starting and loading of the EDG to be
good. The EDG performed satisfactorily.

(3) I&C 1.0700051, "Auxiliary Feedwater Monthly Functional Test"

The inspector observed selected portions of the above test.
The technician had the procedures in their possession and were
conducting the test in a detailed and professional manner. Two
technicians were required for the test. The inspector noted
that good repeat back communications was used and each channel
was properly restored to service when the testing was
completed.

(4) OP-0360050, REV 9, "Emergency Cooling Water Canal Periodic
Test"

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 instrumentation was calibrated, LCOs were
met, removal and, restoration of the affected components weve
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:

(1) 2-122052 revision 19, "Linear Power Range Safety and Control
Channel Monthly Calibration"
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The inspector observed this test on October 19. A prejob
briefing was conducted by the ANPS prior to beginning the test.
Precautions, limits, and test prerequisites were covered in
detail. The ANPS discussed each individuals job assignment,
expected. test results, and measures that would be taken if
problems should occur during this test.

This test allowed fresh water from Big Hud Creek to enter the
saltwater intake canal. As a result of the potential
environmental problems and the silt in Big Hud Creek water,
steps were taken to minimize the time that the two valves to
Big Hud Creek were open. The test cycled each valve full open,
verified control room indication and valve control, and
immediately closed the valve.

This test required extensive coordination with Operations,
Maintenance, Technical Engineering, Environmental, Security,
Safety, and guality Control. Representatives from each of the
organizations were present to assist in this test.

The inspector attended the prejob briefing and observed all
portions of the test. It was conducted in a timely and
professional manner without incurring any problems.
Communication between the valves and Unit 1 and 2 control rooms
was clear and repeat back communication was used. The
inspector verified that the test was performed in accordance
with the procedure, and that all manipulated components were
restored to their required positions at the completion of the
test. 'll components functioned as required during the test.

OP 2-0030150 revision 52, "Secondary Plant Operating Checks and
Tests"

The inspector witnessed turbine valve testing conducted in
accordance with section 8. 1 of the subject procedure. The test
exercised turbine reheat stop and interceptor valves, governor
valves, and throttle valves and satisfied TS surveillance
requirements 4.3.4.2.a and b. Power was reduced to 92%
(procedure required <95%) and the test was performed in a well-
controlled fashion. Results were satisfactory.

MPI-0919955 Revision 5, "Periodic Test of Automatic Load
Sequence Relay for BAMT 1B Heater IA".

This test'erified the relay timer setpoint. The test was
performed in accordance with the test requirements and the
relay was found to be within allowable tolerance.
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c. Outage Activities (62703)

The inspector observed the following overhaul activity during the
ongoing Unit 1 outage:

Steam Generator Nozzle Dam Installation

The inspector witnessed portions of the installation of nozzle
dams in the B steam generator in support of the Unit 1

refueling outage. The inspector found the evolution well-
planned and appropriately pre-staged. Good coordination
between personnel installing the dams resulted. in quick
installation (on the order of 4 minutes for cold legs and 3
minutes for the hot legs) which ultimately resulted in
minimizing personnel radiation exposure.

Good support was provided by HP personnel in controlling
access, aiding in the donning of anti-contamination protection
and monitoring the evolution. The work was monitored by camera
to reduce HP technician exposure, with remotely indicating
radiation monitoring. A noteworthy new practice involved the
use of a camera on a specially fabricated boom for inspection
of the installed dams. The camera was remotely articulated
with a joystick controller at an HP monitoring station and was
moved about inside the steam generator bowls by workers who
installed the dams. Continuous communications were provided by
headsets.

(2)

The inspector monitored the nozzle dam inspection on closed-
circuit television, and found that the combination of camera
articulation and boom movement was adequate to inspect all
angles of the installed dams. The dams were installed
properly. By performing the inspection in this way, the
licensee was able to eliminate the need for a second person to
enter each steam generator bowl. In so doing, an entry which
typically resulted in approximately 200-300 mRem was reduced to
approximately 6-10 mRem of exposure (to the worker manipulating
the boom). The inspector found this innovation to reflect
positively on the licensee's commitment to ALARA.

Reactor Vessel Disassembly

The inspectors witnessed portions of Unit 1 reactor vessel
disassembly and preparation for refueling. Portions of the
cavity seal ring seal pressure test were observed and found to
be conducted properly. Seal air supply lines were pre-staged
and personnel performing the test were found to be
knowledgeable about the task.

The inspectors witnessed the reactor vessel head lift,
conducted November 3. The upper level of containment had been
roped off to prevent access by HP personnel. Hanagement
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presence was noted and good area control was established by HP.
The containment equipment and personnel hatches had been
closed, as required by procedure and the inspectors verified
that penetrations E-4 and P-54, which were employed for passing
outage-related electrical and fluid lines into containment, had
the necessary tools and equipment nearby in case full
containment integrity was required. The lift progressed
without incident.

d. Licensee Action on Previous Haintenance Findings (92902)

(Closed) URI 335,389/93-02-01; Startup Strainer Issues

The inspector reviewed the licensee's actions following the
discovery of a startup strainer in the 28 CCW pump suction piping.
In response to the issue, the licensee performed a comprehensive
review of system flow diagrams in an attempt to identify possible
startup strainer locations. The results of the licensee's efforts
were presented in the closeout to Operating Experience Feedback
Program item 85-191S. The document included a list of strainer
locations and the status of each. Where strainers were verified to
have been removed, references to documentation which verified the
removal was included. For strainers whose removal had not been
verified, references to work requests were included (the inspector
reviewed the completed work packages in question and found them
adequate to verify that strainers were not present). This item is
closed.

5. Onsite Engineering (37551)

(Closed) URI 335/94-20-01; 1A Emergency Diesel Generator Operability
Concerns and Control Room Logkeeping

IR 94-20 documented an occurrence in which the „inspector found Unit 1 in
a configuration for which TS surveillance requirements for EDG
operability had not been met. Specifically, the 1C ICW pump, which could
be powered from either lE 4160V electrical train, was found to be powered
from the A train. This configuration had not been tested for load
shedding capabilities as required by TS and resulted in the 1A EDG being
declared inoperable after the inspector brought the configuration to the
licensee's attention. A root cause for this event was a Night Order
which inaccurately transmitted the findings of NRC IR 94-12 to operators.
The IR had described the noted configuration as not having been
adequately tested and described the configuration in terms of EDG
operability requirements; however, the Night Order issued to operators
stated that swing pumps should not be taken credit for in such a
configuration, failing to describe the impact of the configuration on the
EDGs. Additionally, IR 94-20 identified a discrepancy in logkeeping
associated with this issue. The discrepancy involved the modification of
a previous shift's control room logs to reflect the declaration of the 1A
EDG as inoperable. This URI was opened to group the two issues and to-
track the licensee's corrective actions. At the close of the inspection
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period documented in IR 94-20, the licensee was beginning a comprehensive
review of their integrated safeguards testing procedure to ensure that
TS-required testing, as it related to selected 18 month surveillances,
was being performed as required.

'n IR 94-20, the inspector reviewed the adequacy of OP 1-0400050 revision
32, "Periodic Test of the Engineered Safety Features," as it related to
ICW pumps and documented a number of findings. Upon the conclusion of
the licensee's review, the inspector discussed the issues with the
licensee and found them to be appropriately resolved or addressed. The
specific issues and their resolutions were as follows:

~ Load shed testing had not been adequately performed for cases in
which the C ICW pump was powered from the IA 1E train. The
licensee's review resulted in a complete rewrite of the subject
procedure and included this testing.

~ The effect of a failure to load-shed by an ICW pump would be to move
the pump from its design 9 second load block to the zero second load
block. The ability of the Unit 1 EDGs to assume this additional
zero second loading had not been analyzed. During the current
inspection period, the licensee provided an evaluation, JPN-PSL-
SEEP-94-051; revision 1, which indicated that the Unit 1 EDGs could
start and accelerate auto-connected motor loads with an ICW pump on
the zero second load block; however, the decrease in voltage would
exceed the AEC Safety Guide 9 criteria of 20%, to which the licensee
was 'committed in Unit 1 FSAR section 8.3. 1. 1.7. The licensee's
calculation predicted a voltage drop to 78% of nominal terminal
voltage.

~ Relay contacts, which prevent 1C ICW pump automatic starts under
SIAS conditions 'if the lA ICW pump is running and the 1C ICW pump is
aligned electrically to the 1A3 bus, had not been tested. The
testing of this feature would assure that a start of a second ICW

pump would not occur during the loading sequence of the IA EDG with
the 1C ICW pump aligned electrically to the 1A3 bus under SIAS
conditions. The licensee explained that, under a PC/H being
installed during the current outage, this test would be unnecessary.
The PC/M involved installing pull-to-lock switches for the pumps
which would have the effect of removing the standby start feature
from the pumps.

Relay contacts which provide for a sequenced 1C ICW start if the 1C
ICW pump is operating in lieu of the IA ICW pump had not been
tested. The subject procedure modification included a test of this
feature.

The load sequence timing for the 1A and 1B ICW pumps was found to be
9 seconds; the timing for the 1C ICW pump was 10 seconds. The
timing for the 1C ICW pump was selected to bring about a standby
start of the 1C pump upon receipt of a SIAS signal unless the
operating (IA or IB) ICW pump started first. The timing tolerance
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provided for these sequencing times are provided in OP 1-0400050 as
+/- 1 second. The inspector found that this tolerance allowed for
an unfavorable stackup which could result in the 1C pump acceptably
starting in 9 seconds with the IA/1B pump acceptably starting in 10
seconds. As no interlock was provided to prevent a 1A/1B pump startif the 1C pump started first, an unfavorable stackup could result in
two ICW pumps starting nearly simultaneously. The PC/H providing
pull-to-lock switches for the pumps would have the effect of
removing the standby start feature from the pumps.

~ The inspector noted .that, should the lA/1B ICW pump trip following a
LOOP/SIAS start, the timing sequence for the 1C pump would begin.
This scenario would lead to 1 1C ICW pump start 10 seconds after the
lA/1B pump trip, effectively adding a load to another load block.
The licensee provided information indicating that the EDGs could
support this loading sequence; however, the addition of pull-to-lock
switches would eliminate the possibility of this scenario.

In addition to ICW pump testing issues, the licensee's review effort
considered swing component testing in general for both units. As a
result of this review, the licensee found that the 2C charging pump had
not been adequately tested, and a Night Order was issued directing that
the 2C charging pump not be aligned electrically to the 2B3 bus. At the
conclusion of the review, OP 1-0400050 was rewritten to incorporate the
results of the review, Noteworthy in the new. revision were:

~ A new format which clearly coupled TS requirements to the procedure
sections which satisfied the requirements.

~ An enhanced acceptance criteria section, requiring verifications
that loads both sequenced onto their. respective 1E-buses within
appropriate tolerances and that individual load blocks were
appropriately separated in time.

~ Comprehensive testing requirements for swing components, which
verified proper operation while aligned to either 1E bus under both
LOOP and LOOP/SIAS conditions.

The inspector concluded that the licensee's efforts to review the
adequacy of integrated safeguards testing was successful in ensuring that
TS surveillance requirements, as they relate to LOOP and LOOP/SIAS
testing, were being met and in addressing issues raised in the course of
the NRC inspection documented in IR 94-20. The identification of
inadequate testing and its impact on the 2C charging pump, and the
subsequent Night Order on the subject, indicated appropriate followup to
the review findings.

The inspectors witnessed portions of the integrated safeguards testing,
conduct'ed per the new revision to OP 1-0400050, on October 28 and 29.
The tests were generally well coordinated, and involved multiple
(planned) losses of offsite power, both alone and in conjunction with
SIAS signals. The inspectors attended briefings conducted by plant
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management prior to major testing sequences and found them informative,
of appropriate scope and detail, and focused not only on successful
testing, but on plant safety.

Of the tests performed under OP 1-0400050, the inspectors directly
observed the following:

Loss of Offsite Power with SIAS
600 HP Load Reject Test
Manual SIAS/CIS/CSAS Actuation Verification
Loss of Offsite Power without SIAS/Swing Pump LOOP Testing
LOOP with Concurrent SIAS Swing Bus Testing

Each test successfully satisfied its intended goal. Difficulties were
experienced during LOOP testing when the 18 EDG was required to be
manually tripped when megavars and voltage were noted to-be varying at
the local control panel. Test personnel stationed at the EDG also
reported having smelled smoke just prior to the event. The cause for the
event was a burned generator field power wire which provided power for
the generator's exciter. The inspector observed the wire to be, melted
near its point of termination and noted that the wire's insulation had
been melted and charred for a length of approximately 6". A portion of
the damaged wire was noted to be heavily oxidized. The inspector
questioned the licensee as to whether the oxidation could have been a
contributing factor in the overheating. The licensee stated that
examinations made of other exposed wire and of the affected wire away
from the damaged area indicated that a general oxidation problem did not
exist. The inspector concluded, based upon the proximity of the
oxidation to the damage, that the oxidation could have been the result of
the heat generated in the event itself. The licensee found that the lug
terminating the wire was loose and concluded that the loose termination
led to the overheating of the wire. The licensee removed the damaged
section of wire, reterminated the line employing existing slack in the
wire run, and is considering whether further corrective action is
warranted. This EDG failure occurred prior to the TS-required 24 hour
run. Following the repair, a I hour operability run was satisfactorily
completed. The next day, the 24 hour run was successfully performed.
The licensee is preparing a Special Report on the EDG failure, pursuant
to TS.

Of particular interest, the swing pump LOOP and LOOP/SIAS testing was
performed satisfactorily. The swing pumps both load-shed and loaded
appropriately when aligned electrically to each EDG. Given these
results, and the results of the licensee's technical evaluation of EDG
capabil'ities, there exists assurance that, had a postul.ated DBA occurred

.with the IC ICW pump aligned to the A electrical train, the IA EDG would
have performed as designed. Thus, the significance of the configuration
found and described in IR 94-20 is limited to the effectiveness of the
licensee's corrective actions in light of the findings of the report.
The inspectors found that, the night order entry incorrectly described
the impact of aligning the "C" pumps to the "A" train'afeguards bus.
The licensee's failure to provide control room operators with accurate



information regarding the impact of aligning the IA8 bus to the 1A3 bus
is a violation (VIO 335/94-22-01, Inadequate Corrective Action to NRC
Violation Regarding EDG Operability).

With respect to the issue of control room logkeeping, the inspectors
found that control room RCO log entries regarding 1A EDG inoperability,
described in IR 94-20 were not conducted in accordance with
Administrative Procedure 0010120, Revision 63, "Conduct of Operations."
Appendix F to the procedure stated, in part, "...entries are to be made
in chronological order. Where this is'OT possible, entries shall be
preceded by the words Late Entry." The ANPS's actions, involving the
modification of an entry made on the previous shift and the creation of
an 'entry which appeared to the observer as having been made on the
previous shift, is a violation (VIO 335/94-22-02, Improper Modification
of Control Room Logs).

6. Plant Support (71750)

a. Fire Protection

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, control hazardous chemicals, ignition source/fire risk
reduction efforts, fire protection training, fire protection system
surveillance program, fire barriers, fire brigade qualifications,
and gA reviews of the program. No deficiencies were identified.

b. 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.

c. Radiological Protection Program

Radiation protection control activities were observed to verify that
these activities were in conformance with the facility policies and
procedures, and in compliance with regulatory requirements. These
observations included:

~ Entry to and exit from contaminated areas, including step-off
pad conditions and disposal of contaminated clothing;

~ Area postings and controls;
~ Work activity within radiation, high radiation, and

contaminated areas;
~ Radiation Control Area (RCA) exiting practices; and,
~ Proper wearing of personnel monitoring equipment, protective

clothing, and respiratory equipment.
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Area postings. were independently verified for accuracy by the
inspector. The inspector also reviewed selected Radiation Work
Permits (RWPs) to verify that the RWP was current and that the
controls were adequate.

The inspectors verified that the Notice to Employees (NRC Form 3)
was posted at several locations to inform employees of their rights.
These posting areas included - site access training area, site
access areas, and entrances into the RCA.

No violations or deviations were identified .

7. Exit Interview

The inspection scope and findings were summarized on November 4, 1994,
with those persons indicated in paragraph 1 above. The in'spector
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.

Item Number Status Descri tion and Reference

335,389/93-02-01 closed URI Startup Strainer Issues, paragraph
4.d.

335/93-06

335/94-20-01

closed LER Waste Gas Releases with Meteorological
Instruments Out of Service due to
Personnel Error, paragraph 3.j.

closed URI 1A EDG Operability Concerns and
Control Room Logkeeping, paragraph 5.

335/94-22-01

335/94-22-02

open

open

VIO Inadequate Corrective Action to NRC
Violation Regarding EDG Operability,
paragraph 5.

VIO Improper Modification of Control Room
Logs, paragraph 5.

335/94-22-03 'losed NCV Waste- Gas Releases with Meteorological
Instruments Out of Service due to
Personnel Error, paragraph 3.j.

8. Abbreviations, Acronyms, and Initialisms

AEC
AFP
ALARA
ANPS
AS
BAMT
CCW

Atomic Energy Commission
Auxiliary Feedwater Pump
As Low as Reasonably Achievable (radiation exposure)
Assistant Nuclear Plant Supervisor
Technical Specification Action Statement
Boric Acid Makeup Tank
Component Cooling Water



CET
CFR
CIS
CSAS
DBA
DGFOS

ECCS

EDG

EGR

ESF
ESFAS
FO

FRG

FPL
FRV
FSAR
GL

gpm
HCV

HPSI
I&C
ICW

IFI
IR
ISEG
JPN
LCO

LER
LOCA
LPSI
MFIV
MOV

mRem

MSLB
MV

NaOH
NCV

NDE

NI
NPS
NPWO

NRC

NRR

00S
OP

ORAM

PRA
PSL
PWO

QA

QC

RCO
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Core Exit Thermocouple
Code of Federal Regulations
Containment Isolation System
Containment Spray Actuation System
Design Basis Accident
Diesel Generator Fuel Oil System
Emergency Core Cooling System
Emergency Diesel Generator
Electrohydraulic Valve Actuator
Engineered Safety Feature
Engineered Safety Feature Actuation System
Fuel Oil
Facility Review Group
The Florida Power 8 Light Company
Feedwater Regulating Valve
Final Safety Analysis Report
[NRC] Generic Letter
Gallon(s) Per Minute (flow rate)
Hydraulic Control Valve
High Pressure Safety Injection (system)
Instrumentation and Control
Intake Cooling Water
[NRC] Inspector Followup Item
[NRC] Inspection Report
Independent Safety Engineering Group
(Juno Beach) Nuclear Engineering
TS Limiting Condition for Operation
Licensee Event Report
Loss of Coolant Accident
Low Pressure Safety Injection (system)
Main Feed Isolation Valve
Motor Operated Valve
millirem
Main Steam Line Break
Motorized Valve
Sodium Hydroxide
NonCited Violation (of NRC requirements)
Nondestructive Examination
Nuclear Instrument
Nuclear Plant Supervisor
Nuclear Plant Work Order
Nuclear Regulatory Commission
NRC Office of Nuclear Reactor Regulation
Out Of Service
Operating Procedure
Outage Risk Assessment and Management
Probabilistic Risk Assessment
Plant St. Lucie
Plant Work Order
Quality Assurance
Quality Control
Reactor Control Operator



RCS

Rev
RII
RWP

RWT

SBCS
SG

SIAS
St.
STA
STAR
TS
URI
VIO
VOTES
WR
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Reactor Coolant System
Revision
Region II - Atlanta, Georgia (NRC)
Radiation Work Permit
Refueling Water Tank
Steam Bypass Control System
Steam Generator
Safety Injection Actuation System
Saint
Shift Technical Advisor
St. Lucie Action Report
Technical Specification(s)
[NRC] Unresolved Item
Violation (of NRC requirements)
Valve Operation Test Evaluation System
Work Request


