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EXECUTIVE SUMMARY

St. Lucie Nuclear Plant, Units 1 8 2
NRC Inspection Report Nos. 50-335/96-17, 50-389/96-17

This integrated inspection included aspects of licensee operations, engineer-
ing, maintenance, and plant support. The report covers a 6-week period of
resident inspection; in addition, it includes the results from two weeks of
region-based inspection effort in the area of radiological controls and one
week of region-based inspection effort on corrective action programs.

~oerati ons

~ Operator knowledge of their responsibilities for maintaining an up-to-
date Clearance Index was identified as a deficiency (paragraph 01.2).

~ Walkdowns of both units'uxiliary Feedwater and Hydrogen Monitoring
systems identified only minor deficiencies (paragraphs 02.1 and 02.2).

~ A review of four clearances identified only minor deficiencies
(paragraph 02.3).

Main Steam Isolation Valve partial stroke testing was performed
satisfactorily in a controlled, step-by-step, manner by operators who,
on their own initiative, employed good work practices to ensure success
(paragr aph 04.1).

Full Length Control Element Assembly periodic testing was performed
satisfactorily. Operators'esponse to a disabled rod. involving entry
into off-normal operating procedures and a Technical Specification
Action Statement was judged excellent. Also, the licensee identified
two procedural changes as enhancements for future use (paragraph 04.2).

~ Weaknesses were identified in determinations of shutdown margin.
Specifically, no procedural requirement to verify the currency of
reactor physics data and, in at least two instances, the use of
incorrect data were identified (paragraph 04.3).

Maintenance

On-line maintenance of the Unit 1 steam driven Auxi liary Feedwater Pump
was effectively executed and returned the pump to service well under the
planned outage time (paragraph Hl.l).
On-line maintenance efforts wer e effective in successfully completing
the cleaning of both Unit 2 Component Cooling Water heat exchangers.
The licensee's attention to the task and management oversight was very
good (paragraph H1.2).

A lack of rigor in applying QA design control measures in maintenance
and repair procedures (properly identifying acceptance criteria in
procedures) was identified as an Non-Cited Violation (paragraph H3. 1).





Documentation of trouble shooting and maintenance activities for
reviewed plant radiation monitoring equipment did not consistently
identify exactly what the problems were or the maintenance and
corrective measures performed (paragraph M3. 1).

A violation of TS requirements was identified for failure to provide
training on plant radiation monitoring systems to I8C technicians prior
to assigning the calibration responsibilities for the systems (paragraph
M5.1) .

En ineer in

~ Failures to accomplish timely updating of the Total Equipment Database
following design modi'fication resulted in a Non-Cited Violation
(paragr aph E3..1).

~ The failure to perform updating of reactor physics data resulted in an
error in a shutdown margin calculation and was cited as a violation. A
licensee-identified transpositional error in the procedure to perform
shutdown margin calculations indicated poor procedure review and
resulted in a Non-Cited Violation (paragraph E4.1).

~ Fewer CRs were being written for poor procedure usage. The CR process
needed clarification regarding repeat problems (paragraph E8).

~P1 tS t
A violation of TS requirements was identified for failure to follow
procedures for a primary calibration following the replacement of a
detector on the Unit 1 Control Room Outside Air Intake radiation monitor
(paragraph R3.2)

A violation of TS requirements was identified for an inadequate
procedure. The licensee's procedure did not adequately describe
calibration process, documentation and record keeping requi rements
(paragraph R3.2).

The threshold for issuing findings in a 1995 licensee Ouality Assurance
audit report of Process Control Program, Offsite Dose Calculation Manual
and effluents activities appeared high. Several issues identified as
recommendations could have been identified as findings requi ring
corrective actions (paragraph R7.1).



Summar of Plant Status

Unit 1

Re ort Details

Unit 1 operated at power the entire report period. On October 17. the unit
reduced power to approximately 93 percent in order to repair a steam leak on
the 4B feedwater heater. The next day power was lowered to 78 percent to
allow repair of a tube leak in the 1B2 condenser . The unit returned to full
power on October 20. Power was reduced on November 4 to allow work on the
Turbine Cooling Water (TCW) heat exchanger and the 1B1 Circulating Water pump.
Work was completed the next day and the unit was returned to full power. On
November 7. load was reduced to approximately 90 percent due to level control
problems in the 5B feedwater heater. While performing on-line maintenance,
electricians accidentally shorted .a wire to the level controller causing the
heater to fill and its safety valve to lift. Repairs were completed on the
November 8 and the unit remained at full power the rest of the period.

Unit 2

Unit 2 remained essentially at full power the entire period except for load
reductions for turbine valve testing on October 29 and an inadvertent closure
of a MSR temperature control valve on November 5.

I. 0 erations

01 Conduct of Operations

01.1 General Comments 71707

Using Inspection Procedure 71707, the inspectors conducted frequent
reviews of'ngoing plant operations. In general. the conduct of'pera-
tions was professional and safety-conscious; specific events and
noteworthy observations are detailed in the sections below.

01.2 Control Room Observation 71707

a. Inspection Scope

The inspector reviewed the Equipment Clearance Order (ECO) logs which
were maintained in the control .room when the Work Control Center was not
staffed.

Observations and Findings

During a review of both units'CO logs on October 27, the inspector
noted that the Clearance Index had not been updated since October 25.
The inspector discussed this with the Unit 1 ANPS and the NPS. Their
understanding was:

~ That the Clearance Index was not a dynamic document and was used
primarily as a pointer to identify the applicable ECOs associated
with a particular piece of equipment and,
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02.1

~ That the Work Control Center was responsible for maintaining and
issuing updated Clearance Indices.

Procedure OP 0010122. Revision 65, "In-Plant Equipment Clearance
Orders," identified the Clearance Index as a "Qua1ity Assurance Record"
(step 7.2. 1) which would be reviewed by the NPS/ANPS/NWE prior to
authorizing removal of safety related equipment from service (step
8.1.5). Further, the procedure stated that "An up-to-date index
(similar to Figure 6) shall be maintained in the log (step 8.5.2)." A
NOTE in step 8.5 stated that "The Electronic Clearance Order System may
be used for filling out the Equipment Clearance Order Index. In this
case, Figure 6A may be used in lieu of Figure 6."

Although the same information was contained in both Figures 6 and 6A,
the usage differed. Figure 6 was a hand log and, as such. sequentially
and/or chronologically identified ECOs. It was not unreasonable to
assume. based on current logkeeping practices, that a Clearance Index
update would be perf'ormed whenever an ECO was issued or released, thus
making this a dynamic document. Figure 6A, on the other hand, was a
computer generated document .formatted by equipment sort. The current
practice was for the Work Control Center, when staffed. to perform a

daily update. This, in effect. created a "snapshot" of ECO status.
This differing usage was discussed with the Operations Supervisor, who
issued a Night Order on October 28 to all Operations Personnel which
provided the management expectation in maintaining the Clearance Index
on the peakshift, midshift, and weekends.

Conclusions

The issue of maintaining an up-to-date Clearance Index was identified as
a deficiency in previous Inspection Reports 95-10 and 95-21. At that
time,:the licensee identified this as a personnel performance issue and
took appropriate corrective actions. The inspector concluded that
although no violation of NRC requirements had occur red (no cases of the
index being inaccurate were identified). the licensee continues to show
a weakness in ensuring that personnel understand ECO procedural
requirements.

Operational Status of Facilities and Equipment

Auxiliar Feedwater S stem Walkdowns 71707

Inspection Scope

The inspectors performed a walkdown of the accessible portions of the
Unit 1 and 2 Auxiliary Feedwater (AFW) systems.
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b. Observations and Findings

In performing these walkdowns, the inspector verified the following:

~ Up-to-date procedures for system operation were available to
operators in the control room

~ System correctly aligned for the current mode of operation

~ Material condition of system components including pipe support
hangers. local indication, valves and pumps.

c. Conclusions

Equipment operability, material condition, and housekeeping were accept-
able in all cases. The inspectors identified no concerns as a result of
these walkdowns.

02.2 H dro en Monitorin S stem Walkdowns 71707

The inspector walked down accessible portions of the Containment
Hydrogen Monitoring systems on both units. This included a review of
procedures and engineering drawings. The procedures reviewed included:

~ 1-C-80, Revision 19, "Determination of Hydrogen Gas in
Containment"

~ 2-C-80. Revision 10, "Determination of Hydrogen Gas in
Containment"

~ 1-1400201. Revision 2," Containment Hydrogen Analyzer, Quarterly
Calibration"

~ 1-1400202, Revision 2, "Containment Hydrogen Analyzer, Monthly
Channel Functional Test"

~ 2-1400201, Revision 5," Containment Hydrogen Analyzer, Quarterly
Calibration"

~ 2-1400202, Revision 3, "Containment Hydrogen Analyzer, Monthly
Channel Functional Test"

The following discrepancies were noted:

~ PI-29-5, Unit 1 Reagent Gas Train A pressure gage, not labelled.

~ Procedure 1-C-80, Revision 19, standby valve lineup did not match
the normal valve positions as indicated on Drawing 8770-G-092,
Revision 22. The drawing valve positions did correspond with the
as-found valve positions. In particular:



02.3

a.

~ Both trains sample bomb inlet and outlet valves (1-V27104, 1-
V27108, l-V27109, 1-V27113) were listed as open in the valve
lineup, but were closed under normal standby condition.

~ Both trains reagent Gas to Local Cubes Valves were listed as
closed, but were open under standby conditions.

Equipment operability, material condition, and housekeeping were
acceptable in all cases.

E ui ment Clearance Orders ECOs 71707

Inspection Scope

The inspector reviewed four ECOs on Units 1 and 2.

b. Observations and Findings

On October 27, the inspector performed an audit of four ECOs. This
included a review of the Clearance Index, ECO, tags and the
position/condition of'he affected switches and valves.

The four ECOs selected were:

1-96-10-002 - HVE-SA Centrifugal Fan for Containment Purge System
1-96-10-092 - V3443 Isol Valve for LPSI Pump Disch Hdr to Sample
2-96-10-112 - SR09537 Safety Relief Valve for Moisture Separator

Reheater 2B
2-96-04-075 - HVS-4A Centrifugal Fan for RAB Hain Supply System

The inspector identified one discrepancy associated with ECO 1-96-10-
002. Step Number 1 required the positioner to verify that HVE-SA,
Centrifugal Fan for Containment Purge System, was off prior to opening
the associated breaker and hanging a danger tag in Step Number 2. The
positioner block in Step Number 1 contained no time or initials that the
required action was taken. However, the Independent Verification block
was initialed. Both the positioner and Independent Verification blocks
in Step Number 2 were completed properly. The inspector brought the
error to the attention of the ANPS who took prompt corrective action.

The inspector discussed this ECO with the operator who performed the
Independent Verification to better understand the cause of the error.
The operator said that it was not uncommon for either the positioner or
the independent verifier to use a working copy of the ECO in the field.
This was, in part, to prevent potential contamination of the ECO and/or
allow operators to complete a clearance during operator rounds. In this
particular instance, the operator who performed the independent
verification used the original ECO during the I.V. bef'ore the positioner
had transposed information from the working copy. This practice was not
uncommon since independent verification, particularly for clearances
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04.1

involving extensive tags,. had been performed prior to the overall
completion of steps by the positioner and transposition of information
from the working copy.

Conclusions

The inspector concluded no violation of NRC requirements had occurred
and that this was an isolated instance involving personnel performance.
The Operations Supervisor issued a Night Order on October 28 to all
Operations Personnel which, in item 2, provided details of this incident
including management expectations.

Operator Knowledge and Performance

Unit 1 Main Steam Isolation Valves Periodic Test 61726

Inspection Scope

The inspector observed the Part-Stroke Testing of Unit 1 MSIVs conducted
on October 30.

Observations and Findings

The inspector observed the tailboard briefing, pretest walkthrough by
operators, the test evolution and debriefing.

The tai lboard conducted by the ANPS was thorough and detailed following
the guidance provided in Checksheet 9 of Procedure AP 0010120, Revision
87, "Conduct of Operations." The pretest walkthrough ensured that no
unforeseen difficulties would delay completion and helped establish the
communication protocol between the control room and both operators
necessary to verify proper system response.

The inspector noted that the acceptance criteria for part-stroke of the
MSIVs involved observing downward travel of the valve stem approximately
5/8 inch accompanied by the momentary illumination of the associated
MSIV in TEST Position light (white). at which time the test pushbutton
was to be released, allowing the MSIV to return to its full open
position. Although not required by the test, operators removed and
tested the bulb prior to part-stroking the MSIV.

During the part-stroke of HCV-08-1A, the operator at MSIV Test Panel A
was watching the operator for a hand signal indicating stem travel.
Consequently, he did not observe the MSIV in Test Position light
momentarily illuminate. The control room was contacted and the part-
stroke successfully reperformed using verbal communication.

Part-stroke of HCV-08-1B was completed successfully with no
difficulties.
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The inspector noticed a plastic envelope inside MSIV Test Panel B.
Further examination found several P8IDs including pages from a Vendor
Tech manual used in a PC/M which were over twenty years old and which
did not reflect current design. This condition was brought to the
attention of the operator and later the ANPS who disposed of the
material. The inspector discussed the presence of the uncontrolled
material with the ANPS and suggested that, since operators perform this
-test every 92 days while at power, a more questioning attitude would
have helped to identify and dispose of the material. thus preventing
potential misuse.

Following completion of the test, the inspector observed the ANPS
conduct a debrief which identified several areas for procedural
enhancement.

Conclusion

The inspector concluded that the test was performed satisfactorily in a
controlled step-by-step manner by operators who, on their own
initiative, employed good work practices to ensure success.

Unit 1 Control Element Assembl Periodic Exercise 61726

Inspection Scope

The inspector observed portions of the Full Length Control Element
Assembly (FLCEA) test performed on October 31 and reviewed applicable
documentation after testing was,completed on November 1.

Observations and Findings

The inspector reviewed the procedure, observed the tai lboard briefing
and portions of the test before testing was secured on October 31 due to
the failure and replacement of CEA f50 Timer Module.

During review of Procedure OP 1-0110050. Revision 33, "Control Element
Assembly Periodic Exercise, " the inspector noted that Appendix A stated
"...Exercise Due Date: 4th Thursday of'eb.. May, Aug. and Nov." The
Plan of the Day (POD) showed a Drop Dead (D.D.) Date of Nov 15. The
D.D. Date included a twenty-five percent extension for this quarterly
surveillance which did not coincide with the frequency specified in
Appendix A. The inspector discussed this discrepancy with the planner
responsible for establishing the surveillance schedule and learned that
Unit 1 suryeillances were shifted thirteen weeks to minimize the impact
of performing dual unit surveillances simultaneously. Temporary Change
(TC) 1-96-275 changing Appendix A to read "...Exercise Due quarterly"
was issued prior to performing the test.



The inspector observed the tailboard conducted by the ANPS which was
thorough and detailed following the guidance provided in Checksheet 9 of
Procedure AP 0010120. Revision 87, "Conduct of Operations."

After the tailboard, the Board RCO reviewed the Precautions and Limits
contained in the procedure and established headset communications with
18C personnel at the Control Element Drive System (CEDS) cabinet located
at a lower elevation in the Reactor Auxiliary Building (RAB).

During the test, the inspector observed the following:

Step 8.2.1 loaded the FLCEA program into CEAPDS.

This step provided instructions on loading a computer program
using a temporary keyboard without identifying the expected system
response. Consequently, operators needed the assistance of the
18C System Engineer to ascertain whether the program had been
successfully loaded.

Step 8.3.5 required insertion of the target CEA to 7.5 inches.

While inserting CEA ¹1, the first CEA selected, inward motion
stopped at 6 inches deviation due to actuation of the actual
motion inhibit interlock as described in the CAUTION immediately
preceding step 8.3.5. The operator needed the assistance of the
18C System Engineer to determine that the Inhibit Bypass
pushbutton for Group 7 was not selected as specified in step
8.3.4. If the Inhibit Bypass for the group containing the CEA
under test has not been selected, depressing and holding the CEA
motion inhibit bypass pushbutton as described in step 8.3.5 does
not allow inward CEA motion. The Group 7 Inhibit Bypass was then
selected and the test continued at step 8.3.5.

The inspector discussed this observation with the Operations
Supervisor who was in the control room at the time. The
Operations Supervisor directed the NPS to back out of the
procedure and temporarily relieve the board RCO for a debriefing
of what had occurred. The Operations Supervisor concluded that
step 8.3.4 was not as clear as it should be and that the operator
did understand system operation. The board RCO returned to his
station and CEA testing resumed.

Later in the day .the inspector discussed this observation with the
Operations Manager. It was his intention to include this item in
operator training. The Operations Supervisor directed that a
Temporary Change to the procedure, TC 1-96-278, clarifying step
8.3.4, be prepared.





04.3

~ During subsequent testing, the operator promptly identified dimlylit CEDS control panel pushbutton selectors which indicated
circuit problems for immediate investigation as required by
Precaution and Limits step 4.2.

The 18C System Engineer investigated, however, was unable to
determine the cause.

Testing was discontinued when CEA $50 did not respond to an outward
command from the 126 inch position. The licensee entered the CEA Off-
Normal Procedure ONOP 1-0110030 for CEA misalignment. Unit 1 Technical
Specification 3. 1.3. 1 and the Action Statement required that all CEAs be
operable and that each CEA be positioned within 7.5 inches of all other
CEAs in its group. CEA f50 was subsequently declared inoperable and the
Action Statement allowed continued operation for 7 days per Action
(d)(2). Operators commenced a Shutdown Margin Verification per
Procedure OP 1-0110055, Revision 16, "Surveillance Requirements for
Shutdown Margin, Modes 1 and 2 (Critical)" required every 12 hours by
Technical Specification 3. 1. 1. 1. The inspector left the control room
while I&C prepared a sensiti.ve system work package to replace CEA 850
Timer Module. The licensee subsequently completed the Timer Module
replacement and returned CEA f50 to service. Both the Technical
Specification Action Statement and the FLCEA test were exited. FLCEA
testing resumed and was completed on November 1. Additional problems
were encountered with CEA f26 which also required a Timer Module
replacement.

The inspector reviewed post-FLCEA documentation and observed that
logkeeping entries, i.e., RCO chronological and Equipment Out-of-Service
logs. were consistently good.

Conclusion

The operators'esponse to the inoperable CEA f50 involving entry into
the CEA ONOP and the above mentioned Technical Specifications was judged
excellent. Also, the licensee identified two procedural changes as
enhancements for future use.

Unit 1 Determination of Reactor Shutdown Mar in 71707

a. Inspection Scope

The inspector reviewed the last four completed Unit 1 Reactor Shutdown
Margin Determinations.

Observations and Findings

On November 5, the inspector completed a review of the FLCEA testing
which was performed on October 31 and November 1. During this review
the inspector noted that the Shutdown Margin Verifications performed on
October 31 and November 1 in Procedure OP 1-0110055, Revision 16,
"Surveillance Requirements for Shutdown Margin, Modes 1 and 2





(Critical)," were incorrect. This was due to operators not having
available the most recent Reactivity Deviation value of +27.97 pcm as
determined and verified by Reactor Engineering on October 10.
Consequently, a Reactivity Deviation of -153.06 pcm, determined on
September 18, was used. This resulted in a calculated shutdown margin
of 6803.94 pcm vice 6979.97 pcm; both of which were more conservative
than the required shutdown margin of 4995 pcm.

On the November 1 calculation (Data Sheet 1) , the inspector noted that
the appropriate condition, i.e.. single dropped rod/stuck rod was not
circled and that the data obtained from the Unit 1 Plant Physics- Curves
had numerous line-throughs indicating an apparent misunderstanding as to.
what should be entered. Specifically. the following completed steps
showed evidence of misunderstandings:

1.C Worth of second stuck rod Figure B.4 (enter zero if dropped rod
condition) and,

2.A Worth of worst stuck rod Figure B.4

Figure B.4 identified, under Stuck CEA Information:

~ Single Worst Stuck CEA = 1395 pcm

~ Worst Double Stuck CEA = 2863 pcm

The procedure requi red operators to recognize that the data required for
Step 1.C was 1468 pcm (the difference between the Worst Double Stuck CEA
and the Single Worst Stuck CEA). Instead the entry by the operator was
2863, the worst double stuck CEA. A subsequent review of shutdown
margin verifications performed on July 23 and July 24 during Low Power
Physics Testing confirmed that the incorrect value for the Worst Double
Stuck CEA had been used in the data for 1.C. The inspector informed
Licensing of'his deficiency.

Conclusions

The inspector concluded that although no violation of NRC requirements
had occurred. there were weaknesses in the licensee's implementation of
determining shutdown margin. Specifically, no procedura:I requirement to
verify currency of reactor physics data and, in at least two instances,
incorrect data entry.
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II. Haintenance

Auxiliar Feedwater Pum 1C Outboard Seal Re lacement 62703

Inspection Scope

The inspector observed portions of the Critical Maintenance Management
(CHH) 96-107 activities performed on Auxiliary Feedwater Pump 1C October
23 and 24.

Observations and Findings

The inspector observed the afternoon tailboard briefing performed on
October 23 and returned to the site later that evening to observe
disassembly, inspection and partial reassembly throughout the evening
until approximately 8:30 am the following morning. The tailboard
conducted by the NPS was thorough and detailed. A brief delay in
starting the tailboard occurred when the NPS noted that peak shift
electrical maintenance personnel were not present.

The inspector reviewed work package PWO 61/8193 including Mechanical
Maintenance Procedure 1-MMP-09.02, Revision 5, "Auxiliary Feedwater Pump
1C Disassembly. Inspection and Reassembly." with the Mechanical
Maintenance Supervisor on October 23. The scope of work involved
replacement of the outboard seal and thrust bearings. Since the MMP had
a number of steps N/A'd due to the limited scope of work. the inspector
questioned step 8.6.3.A which stated "the radial and thrust bearings
(655 and 654) shall be replaced with new bearings." The Hechanical
Maintenance Supervisor added a note "radial bearings are N/A'd, see
below", thus allowing the Mechanic to initial this step following
completion of work.

During the work, the inspector observed the following:

ECO 1-96-09-163 involving. in part. eleven valve danger tags was
properly hung.

Mechanics performing the work followed the procedure and initialed
each step as completed.

The Mechanical Maintenance Supervisor remained at the work site
and resolved questions to expedite the work.

Three brief delays occurred when Mechanics returned to the shop
for additional tools; i.e., a jaw type bearing puller for use
instead of the hydraulic bearing puller during disassembly and a
higher range torque wrench and induction heater for installing the
replacement bearings during reassembly.
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The inspector left the work site during the final reassembly where the
assembled shaft end play was measured at .018" in step 8.14.3. The thrust
bearing end cover was sent to the machine shop to machine the upper inside
face so as to establish the thrust bearing end play between 0.005" to 0.007"
as described in the NOTES for step 8. 14 and Appendix A, "Technical Data and
Characteristics."

The inspector obtained a completed copy of the work package after
licensee review and noted that step 8. 14.5, which stated "repeat steps
8. 14. 1 through 8.14.4 unti 1 thrust bearing (654) end play is
satisfactory...Record as-left end play reading below," had a value of
.0045", which was less than the minimum recommended value of .005". The
inspector brought this to the attention of a QC Supervisor and the
Maintenance Manager for resolution.

c. Conclusions

The inspector concluded that CMM 96-107 was effectively executed and
returned AFW Pump 1C to service well under the planned outage time. The
failure to pre-stage several tools did not result in any significant
time delay.

M 1.2 CCW Heat Exchan er .Maintenance Observation 62703

a. Scope

The week of November 18 through 22, maintenance performed a mid-cycle
cleaning of the 2A and 28 Component Cooling Water (CCW) Heat Exchangers.
While a heat exchanger was removed from service for cleaning, one
complete loop of CCW was declared inoperable. This also caused the High
Pressure Safety Injection Pump to be inoperable due to loss of seal
cooling and Containment Fan Coolers to be inoperable due to no cooling
flow. Procedure MMP-14.01, Revision 6, "Component Cooling Water Heat
Exchanger Cleaning and Repair,"- was used to perform the work. The
entire job was controlled by Procedure AP 0010460. Revision 8, "Critical
Maintenance Management."

Findings

The inspector reviewed the follewing items during this safety
significant evolution:

~ Emergency Core Cooling System (ECCS) component availability - On
the morning of November 18. Operations hung a clearance for work
on the 2A CCW heat exchanger and declared the loop inoperable.
With one heat exchanger isolated. the normal A loads were supplied
by the N-header. However on a Safety Injection Actuation Signal
(SIAS). the A and B headers isolate from each other and the N-
header. When questioned by the inspector as to the status of the
2A HPSI pump and the two containment coolers supplied by the 2A
CCW loop. the operators reported that both systems were operable.
This confusion was the result of an engineering evaluation that
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seemed to indicate that the HPSI pump would run f'r a short time
without seal cooling, and that maintenance could quickly restore
the CCW heat exchanger to service. Upon further discussion with
the ANPS and Operations management, it was finally determined that
both the 2A HPSI pump and two of the containment coolers were out
of service while the 2A CCW heat exchanger was being cleaned.
Operations maintained good awareness of the status of all ECCS

components after this.

~ Clearance Control - Clearances hung to control the work boundaries
were well planned and well executed.

~ Work Preplanning - The work was well planned with a couple of
examples for continued improvement. First, the packing on the

rimary hydrolaser failed early in the evolution. Maintenance did
ave a backup hydrolaser ready, so the impact was negligible.

Also there was some misunderstanding of the level of QC inspection
required prior to placing the unit back in service.

Procedural Adherence -. Generally, maintenance followed the
procedure quite well. There were a few instances of minor

rocedural deviations that were identified and corrected by the
icensee. For example, NNP-14.01 had a note that required that

each tube be hydrolased for one minute to one minute and 15
seconds. Contrary to this, QC noted that some tubes were taking
over one and one half minutes to clean. After some investigation,
the licensee determined that the upper limit was based on a
production rate and not on a technical basis. The procedure was
changed to allow a longer cleaning time if required.

Equipment Restoration - All components were restored to service in
a timely manner and with appropriate controls applied.

~ Training - All crews were briefed appropriately. Haintenance
identified ear ly that two of their personnel required more
training in hydrolaser operation. This allowed the Training
Oepartment to fully support these workers at the onset of
hydrolasing.

Conclusions

The inspector concluded that the licensee's critical maintenance efforts
were effective in successfully completing the cleaning of both of Unit
2's CCW heat exchangers. Licensee's attention to the task and
management oversight were very good.
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Maintenance Procedures and Documentation

Maintenance of Auxiliar Feedwater Pum 62703

Inspection Scope

The inspector reviewed the licensee's program to incorporate vendor
recommendations in maintenance activities with respect to CHH 96-107.

Observations and Findings

During a review of the CHM 96-107 completed work package, the inspector
noted that the as-left thrust bearing end play of AFW Pump 1C shaft was
outside the value recommended in the maintenance procedure (see section
Hl.l). Procedure 1-HMP-09.02. Revision-5, "Auxiliary Feedwater Pump 1C
Disassembly, Inspection and Reassembly," step 8. 14. Note 1, stated,
'Thrust Bearing (654) End Play should be between 0.005" to 0.007".'he
cognizant Maintenance Engineer had indicated in the Journeyman's Trouble
Found/Work Performed section of PWO 61/8193 "endplay SAT 8 0.0045."

The inspector discussed this deviation from the specified clearance
range of 0.005" to 0.007" with the cognizant Maintenance Engineer and a
QC Supervisor. The Engineer believed that the range specified in the

g
rocedure was a vendor recommendation and not a requirement and that,
ased on his engineering judgment, clearances as small as 0.0025" were

acceptable. He referred to page 4-7 of the Byron Jackson Technical
Manual for Horizontal Double-Bearing Pumps, PSL File No. 8770-6130, step
4.10. 1.A which stated "Ball or Ball/Sleeve Bearings: Recommended End
Play is 0.005" to 0.007." Further, he pointed out that Procedure QI 5-
PR/PSL-1, Revision 73, "Preparation, Revision, Review/Approval of
Procedures" in step 5.14.6 stated "When used in a procedure the word'shall's used to denote a requirement, the word 'should'o denote a
recommendation and the word 'may'o denote permission, neither a
requirement nor a recommendation."

The Maintenance Manager disagreed with the above conclusion and
initiated Condition Report No. 96-2652 to more clearly define a
policy/program for deviating from vendor recommendations and to verify
operability of AFW Pump 1C. In the interim, he issued instructions to
all maintenance personnel requiring that "Any deviation from a written
vendor recommendation, during the performance of maintenance work shall
be addressed through a CRN, CR, or TC/PCR. This means that the work
shall halt, provided that personnel or nuclear safety are not
jeopardized, and a CR. CRN. or TC/PCR shall be written and resolved~ ~

rior to implementing the deviation."
he cognizant Maintenance Engineer contacted the vendor and documented

via telecon, in part, the following:

~ An endplay of 0.0045", versus the recommended target of 0.005" to
0.007", would not create an operability issue for the 1C AFW Pump.
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~ The 0.005" to 0.007" range is the optimum setting for this
articular pumps endplay, as determined by the pump element and
earing designer .,

~ An endplay range of 0.004" to 0.008", essentially a 0.001"
deviation on both ends of the optimum recommended range would be
acceptable.

The inspector referred to the Byron Jackson Technical Nanual for
Horizontal Double-Bearing Pumps, PSL File No. 8770-6130 which, in part,
states:

~ "... If indicated end play is less than recommended, either
increase the thickness of the cover-to-housing gasket (not to
exceed a total gasket thickness of 0.010"), or machine the lower
inside face of the end cover, by an amount equal to the recorded
difference." [section 4.3 Inspecting Thrust Bearing End Playj

The inspector reviewed archived maintenance procedures performed on this
pump which documented the assembled end play on Hay 8, 1993 and November
11, 1994. In both cases the end play was within the 0.005" to 0.007"
range.

The inspector reviewed the applicable portions of regulatory
requirements which pertain to acceptance criteria. The basic
requirement, and its implementing documents't St. Lucie are listed in
the table below.

Source

10 CFR 50
Appendix B

FPL TQAR

Location

Criterion III

TQR 5,
Revision 11,

Section 5.2.2

Re uirement

"Design control measures shall be applied to
items such as the following: ...
maintenance, and repair: and delineation of
acceptance criteria for inspections and
tests."
"Quality Instructions shall require that
instructions, procedures, and drawings
affecting quality include adequate
quantitative and qualitative acceptance
criteria, as appropriate, for determining
satisfactory work performance and quality
compliance. These acceptance criteria
requirements apply to important activities
such as design, operation, test control,
ins ection, and lant modifications."
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Source

Quality
Instruction

QI 5-
PR/PSL-1,

Revision 73

Location

Step 5.1.1

Re uirement

Acceptance Criteria "detail the criteria for
the successful completion of the test or
measurement. The criteria against which the
success or failure of the test or
measurement is judged will be clearly
identified. In some instances, these will
be qualitative criteria, i.e., a given event
does or does not occur (include description
of expected response when necessary). In
other cases, quantitative values and limits
may be designated as acce tance criteria."

M3.2

The inspector concluded that the failure of Procedure 1-MMP-09.02 to
include requi red (as connoted by the word "shall" ) acceptance criteria
for AFW pump thrust bearing end play constituted a failure to provide
design control measures for maintenance and repair, as required by 10
CFR 50 Appendix B, Criterion III, and as such constituted a violation of
regulatory requirements. However, the inspector noted that no actual
adverse condition existed as a result of this deficiency, that the
licensee's QA program contained appropriate requirements that acceptance
criteria be provided (indicating that a programmatic problem did not
exist), that appropriate initial and planned corrective actions were
developed, and that the licensee's enforcement history does not include
similar cases. Consequently. this fai lure constitutes a violation of
minor significance and was being treated as a Non-Cited Violation,
consistent with Section IV of the NRC Enforcement Policy (Non-Cited
Violation (NCV) 335/96-17-01, "Failure to Include Acceptance Criteria
for Auxiliary Feedwater Pump Thrust Bearing End Play" ).

Conclusions

The lack of rigor in applying QA design control measures in maintenance
and repai r, vis-a-vis properly identifying acceptance criteria in
procedures, was identified as an NCV.

Documentation of Plant Radiation Monitorin E ui ment Maintenance
84750

Inspection Scope

The inspectors reviewed the maintenance activities for selected plant
radiation monitoring equipment to identify any adverse trends in the
equipment reliability.
Observations and Findings

The inspectors reviewed a licensee document dated January 11, 1995,
titled "Failure History for the Radiation Monitoring System." The
document was a collection of information concerning equipment fai lure
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between January 1. 1993 and December 31, 1994. The data was presented
in graphs and tables, however, the document did not make any assessments
of the equipment reliability or establish any performance objectives.
Loss of indication, loss of communications, false response and flow
problems made up approximately 67 percent of the documented problems.
The licensee did not have a more recent tabulation of system problems or
an assessment of the system performance.

The inspectors reviewed the maintenance histories of the selected
radiation monitors for the period of January 1, 1995 through the
November 1996. The documented maintenance activities were not
significant for most of the monitors reviewed by the inspectors.
However, flow switches appeared to be a nuisance on the Unit 1
containment atmosphere particulate monitor that the licensee was still
working with and the licensee had some memory problems with the Unit 1
plant vent monitor. The licensee did not have trending information on
the plant radiation monitoring system. The licensee had recently
assigned the first system engineer to the radiation monitoring system.
The system engineer reported plans to assess the system performance and
generate trending information in the future.

The inspector noted that the documentation of maintenance activities was
minimal. It was difficult to determine what the maintenance activities
the maintenance personnel had performed. Entries such as "repaired
detector" provided poor documentation of completed work activities that
could be useful in trending equipment performance. The inspectors also
noted that. in at least one case, the records were not reviewed for
several weeks.

Conclusions

No adverse trends in radiation monitoring equipment performance were
noted from the limited records reviewed by the inspectors during the
inspection. However, the licensee did not have good assessment of
system performance. Documentation of maintenance activities was not
always specific which could result in inaccurate trending system
information.

Haintenance Staff Training and Qualification

Instrumentation and Control I&C Radiation Monitorin E ui ment
Trainin and ualifications 84750

Inspection Scope

The inspectors reviewed the qualifications of I&C personnel performing
calibration of plant radiation monitoring equipment.

Observations and Findings

Technical Specification (TS) 6.3. 1 states each member of the unit
staff'hall

meet or exceed the minimum qualifications of ANSI/ANS-3. 1-1978.
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TS 6.4.1 states a retraining and replacement training program for the
unit staff shall be maintained under the direction of the Training
Manager and shall meet or exceed the requirements and recommendations of
Section 5.5 of ANSI/ANS-3. 1 1978.

Licensee Quality Instruction (QI) 2-PR/PSL-2, "Indoctrination and
Training of St Lucie Plant Personnel," revision 23, dated October 23.
1996, states the instruction shall apply but not be limited to training
in several general areas, including 6.0 Job Specific Technical Training.
Section 4.3.2 states that Department Heads shall be responsible for
approving department personnel qualification standards, appropriate for
the duties to be performed. Section 4.3.3 states that Department Heads
shall ensure that personnel performing activities affecting quality
receive departmental training commensurate with the work performed prior
to performing those activities or are performing those activities under
the supervision of a trained individual until the required training is
complete.

Proper calibration of radiation instrumentation requires an
understanding of the radiation being measured and the interaction of
that radiation with the detection material. Capabilities and
limitations of various radiation detection processes vary significantly.
The radiation monitors at Plant St Lucie (PSL) also differ between the
units and were designed by several different vendors.

Responsibilities for calibrating St Lucie plant radiation monitors were
found in different departments. On July 1. 1996, I8C assumed
maintenance and calibration responsibilities for all Unit 1 radiation
monitor systems, with the exception of the source checks and alarm
settings for gaseous and liquid releases. which were still performed by
Chemistry Department personnel in accordance with Offsite Dose
Calculation Manual (ODCM). The Chemistry Department also .calibrated all
of the Unit 2 plant process monitors. The I&C Department had been
performing Area Radiation Monitor (ARM) calibrations for several years
and took responsibility for calibrating the Unit 1 Control Room Outside
Air Monitors (CROAIMs) from the HP department in 1995. The inspector
learned that the I8C Department actually began calibration of the Unit 1

plant radiation monitors in the April 1996 ReFueling Outage (RFO) on
Unit 1.

The inspectors inquired about the qualifications of I8C staff and the
licensee's training program for I8C per sonnel specifically involved with
the calibration of plant radiation monitoring instrumentation. The
inspectors found that the licensee had not qualified the I8C technicians
prior to assigning them the responsibility to maintain the radiation
monitors on Unit l.
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The Chemistry and ILC departments were trained by the Technical and
Mechanical Staffs of the Training Department respectively. The
inspectors found that the licensee had a list of courses concerning
specific radiation monitoring equipment that management had planned to
provide the 18C technicians that were equivalent to the training
provided to the chemistry technicians. However, the inspector found the
following:

~ The licensee had not completed 20 percent of that training;

~ Neither the I8C Manager nor Training Department had a schedule to
complete the training;

~ The training did not address fundamental radiation detection
theory; and

~ The training did not address controls and limits for ensuring
radioactive liquid and gaseous effluents released to unrestricted
areas met Federal, State and licensee requirements, such as
defined in the licensee's TS and ODCM.

In conversations with ILC technicians the inspectors found the
technicians did not fully understand certain detector interactions with
radiation. the reasons for certain alarm set points or detection
responses. The inspectors discussed the findings with licensee
management. The failure to provide training in accordance with the
requirements of the licensee's TS and implementing procedures was
identified as Violation 50-335/96-17-2, "Failure to provide 18C
technicians training on calibration methodologies for plant radiation
monitors and plant radiation monitoring systems."

The inspectors inquired about interaction of radiation and matter,
radiation monitor calibration methodology and radiation detector theory
training for the 18C personnel and learned that with the exception of
minimal topics discussed in a 16 hour course, 1725 2120003, "Unit One
Radiation and Process Monitors;" the licensee had not planned to provide
any such training. In discussions with the training department
personnel the inspectors learned that the licensee was discussing and
considering the development of a detector theory training program for
the I&C technicians.

Conclusions

The licensee failed to ensure personnel responsible for calibrating
plant radiation detection instrumentation were properly qualified and
trained prior to assigning them the responsibility f'r calibrations on
Unit l.
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III. En ineerin

E3 Engineering Procedures and Documentation

E3.1 Desi n Im lementation 37551

a. Inspection Scope

The inspector reviewed several closed out PC/Hs from the last Unit 1

outage.

Observations and Findings

The inspector randomly reviewed the following seven Plant
Change/Modifications (PC/Ns) completed in the last Unit 1 outage:

~ PC/N 91123 "DC Load Sequencing Relay Replacement"
~ PC/N 94144 "RCS Flow Transmitters Dampening Board Addition"
~ PC/N 96028 "FCV-07-1A/1B Modifications"

~ PC/N 96034 "RCGVS Solenoid Valve Replacements, Addition of
Flanged Valve/Spool Assemblies and Manual Valve
Additions"

~ PC/M 96040 "Pressurizer Code Safety Valve Replacement - Forged
Body Design"

~ PC/M 96085 "RWT Vortex Suppressor"
~ PC/H 96117 "RCS Hot Leg Temperature Alarm Setpoint"

The inspector had the following observations:

~ The Total Equipment Database (TEDB) was reviewed for PC/Ms 96034.
,96040 and 96117. The TEDB Change Package (TCP) for PC/Hs 96034
and 96040 had not been entered.

~ The Minor Engineering Package (HEP) for PC/H 96040 identified Dwg.
No. JPN-040-196-004 affecting Vendor Drawing 8770-989. Revision 3.
This HEP was issued February 28, 1996 while Vendor Drawing 8770-
989, Revision 4 was issued October 26, 1993, well before the HEP
was prepared, indicating inadequate review.

3. The DDPS manual listed the RCS Hot Leg Temperature Alarm Setpoint
(PT-317 and -318) as 605'F rather than the revised 608'F per PC/H
96117. The DDPS manual was not identified in the PC/M package.

The first two items were brought to the attention of an Engineering
Supervisor. Condition Report No. 96-2666 was issued to resolve these
discrepancies.

The third item was brought to the attention of the ANPS. Condition
Report No. 96-2696 was issued to resolve this discrepancy.



20

Based on the above findings, the licensee performed a 100 percent audit
of all the PC/Ms completed on the last Unit 1 outage. The licensee
reviewed a total of 98 packages, 58 of which contained TCPs. The
licensee's review found the following:

~ One TCP. associated with PC/M 96040, was not entered into the
Document Management System (DMS) at the point of PC/M preparation,
and accordingly, the TCP update was missed (CR96-2666 was written
to document this condition). This item was the same as that
identified by the NRC inspector. as stated previously.

~ One Change Request Notice (CRN f6093) containing a TCP. was input
to DMS but was missed during the update process'his CRN was
associated with PC/M 96034 (CR96-2666 documented this condition).
This item was the same as that identified by the NRC inspector, as
discussed previously.

~ One Change Request Notice (CRN $4901) containing a TCP was not
input to DMS; however, this CRN had not yet been released for TEDB

updating.. Entry into DMS was to occur prior to
release for TEDB updating. This CRN was associated-
with PC/M 92200 (CR96-2714 was written to document
this condition).

~ Data associated with a TEDB update for PC/M 95157 was entered
incorrectly upon initial data entry (CR96-2714 was written to
document this condition).

~ One TCP, associated with PC/M 96018, was not entered into DMS at
the point of PC/M preparation, and accordingly, the TCP update was
missed (CR96-2714 was written to document this condition).

The licensee's proposed corrective actions included:

~ Providing training to personnel involved in TEDB updating.

~ Performing an audit of Unit 2 PC/Ms implemented during the 1995
outage to identify similar deficiencies.

~ Evaluating causal factors identified during the planned (and
already completed) PC/M reviews for the development of additional
corrective actions.

~ Performing a review of PC/M implementation following the upcoming
Unit 2 outage to assess the efficacy of corrective actions to this
issue.

10 CFR 50, Appendix B. "Quality Assurance Criteria for Nuclear Power
Plants and Fuel Reprocessing Plants." Criterion III requi res, in part,
that measures be established to assure that applicable regulatory
requi rements and the design basis for safety-related structures,
systems. and components are correctly translated into specifications,
drawings, procedures, and instructions.
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Florida Power and Light Company Quality Assurance Report, TQR 3.0,
Revision 11, implements these requirements. Section 3.2.4, "Design
Verification," provides, in part, that design control measures shall be
established to verify the design inputs, design process, and that the
design inputs are correctly incorporated into the design output.

Engineering Procedure QI 3.6, Revision 1, "Total Equipment Data Base
(TEDB)", step 5.2.6, in part, states that "Design related fields shall
be updated within 30 days of turnover."

The System Acceptance/Turnover Sheets (SATS) for PC/Ms 96040 and 96034
were completed on August 5 and August 1. respectively. The failure to
update the TEDB design related fields within the 30 days of turnover is
identified as a violation of the licensee's procedure and. thus a
violation of'RC requi rements. The inspectors noted that the licensee's
activities in response to the identification of the deficiencies
identified above were prompt and thorough. Additionally, the inspectors
noted that the number of identified deficiencies as compared with the
total volume of PC/Hs reviewed indicated isolated (as opposed to
programmatic) fai lures. Consequently, this issue constitutes a
violation of minor significance and was being treated as a Non-Cited
Violation, consistent with Section IV of the NRC Enforcement Policy
(NCV 50-335/96-17-03, "Failure to Adequately Maintain Total Equipment
Data Base" ).

Conclusions

The inspector concluded that a violation of NRC requirements had
occurred with respect to the timely updating of the Total Equipment
Database and concluded that the proposed corrective actions were timely
and appropriate.

Engineering Staff Knowledge and Performance

Unit 1 Plant Ph sics Curve Book 37551

Inspection Scope

The inspector reviewed portions of the Unit 1 Plant Physics Curve Book
maintained in the Unit 1 Control Room by Reactor Engineering (RE).

Observations and Findings

Following completion of'LCEA testing, the inspector reviewed the
Shutdown Margin Verifications that were performed on October 31 and
November 1 (see section 04.2). Procedure OP 1-0110055. Revision 16,
"Surveillance Requirements for Shutdown Margin, Hodes 1 and 2
(Critical)," required operators to obtain reactivity information
provided in Figures A.6, B.3 and B.4 of the Unit 1 Plant Physics Curve
Book. This Operator Aid, as defined in step 3.4.6 of'rocedure AP
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0010140, Revision 9, "Control of Operator Aids," is "generated and
updated by the Reactor Engineering department for use by Control Room
operators in the operation of the plant." The inspector noted that the
Unit 1 Plant Physics Curve Book showed 8.3 Reactivity Deviation Log
(Updated Honthly). The last entry on Figure B.3 was dated September 18.

The inspector brought this to the attention of the ANPS who contacted
Reactor Engineering. RE verified that Operating Surveillance Procedure
64.01, Revision 16, "Reactor Engineering Periodic Tests, Checks and
Calibrations" Appendix 7, "Reactivity Deviation From Design," was
performed on October 8 and not entered in the Unit 1 Plant Physics Curve
Book Figure 8.3 Reactivity Deviation Log. Condition Report No. 96-2751
was written to address this issue.

Procedure QI 5-PR/PSL-1, Revision 73, "Preparation, Revision,
Review/Approval of Procedures" in step 5. 14. 1 stated "A strict adherence
to procedure/guideline requirements - Verbatim Compliance - is the
policy expected and required of all St. Lucie Plant personnel."
Procedure OSP 64.01, Revision 16, "Reactor Engineering Periodic Tests.
Checks and Calibrations" Appendix 7, "Reactivity Deviation From Design,"
step 4.15 stated "Document the results in Plant Physics Curve B.3,
Reactivity Deviation Log. in the Control Room (applicable Unit) and
Reactor Engineering Plant Physics Curve Book."

This fai lure to perform step 4. 15 and update the Unit 1 Plant Physics
Curve Book Figure B.3 which resulted in operators using an incorrect
Reactivity Deviation in two Shutdown Hargin Verifications performed on
October 31 and November 1'per Technical Specification 3.1.1. 1 was
identified as a violation (VIO 50-335/96-17-04, "Failure to Update the
Unit 1 Plant Physics Curve Book" ).

Subsequent to this finding, RE reviewed Procedure OP 1-0110055 and
determined that a positive reactivity deviation was incorrectly added as
available shutdown reactivity which could introduce a non-conservatism
to the Shutdown Hargin determination. The error involved the sign
conventions assigned to reactivity in the two procedures involved
(procedures for calculating reactivity defect and shutdown margin). In
the case of reactivity deviation determination. reactivity was treated
as a fractional departure from criticality with a departure greater than
zero being positive and a departure less than zero being negative. In
the shutdown margin calculation, shutdown margin was treated as a
positive value. even though it expressed a negative reactivity
condition. Thus, a positive reactivity deviation carried a positive
sign and, when factored into the shutdown margin calculation,
erroneously added to shutdown margin.

10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and
Drawings," requires, in part, that activities affecting quality be~ ~

rescribed by procedures of a type appropriate to the circumstances.
he licensee's failure to provide a shutdown margin calculation

procedure which correctly treated reactivity deviation values
constituted a failure to satisfy this requirement. However, the
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inspector noted that the licensee identified and adequately corrected
this deficiency and that this violation could not have reasonably been
prevented by the corrective actions to a previous violation.
Consequently, this licensee-identified and corrected violation was being
treated as a Non-cited Violation, consistent with Section VII.B.1 of the
NRC Enforcement Policy (NCV 50-335/96-17-05, "Inadequate Procedure for
Determining Shutdown Margin").

Conclusions

The inspector concluded that a violation of NRC requi rements had
occurred with respect to the timely updating of reactor physics data.
The licensee's identification of a transpositional error in the shutdown
margin calculation procedure resulted in a Non-Cited Violation.

Miscellaneous Engineering Issues

Corrective Action Pro ram

Ins ection Sco e 40500 92903

The purpose of this inspection effort was to review licensee actions in
resolving and preventing conditions that degrade the quality of plant
operations or safety. This included reviewing the licensee's corrective
actions implemented to address the areas for improvement.

Observations and Findin s

The inspector reviewed the licensee's implementation of actions to
identify issues and monitor progress through monthly status meetings as
outlined in the St. Lucie Plan to Improve Operational Performance. which
was presented by the licensee in meetings with the NRC on February 8,
1996, June 12, 1996, and August 29, 1996. The areas for improvement
included: resolution of long-standing problems, equipment per formance,
personnel performance, procedure improvement, and identification and
correction of deficient conditions. The inspector also reviewed
management oversight and assessed the overa11 implementation,
effectiveness, and scope of the corrective actions. Management
oversight of the corrective actions included involvement in the monthly
status meetings.

The inspector noted that procedure usage and attention to detail,
quality of procedures, and repetitive equipment problems, continued to
be challenges for the licensee during the second quarter of 1996. These
challenges were discussed by the licensee during the August 29. 1996,
management meeting with the NRC. The inspector reviewed licensee
efforts to address these challenges. which included indicators that were
being used to monitor progress and increased involvement by system
engineers in monitoring the performance of assigned systems. This
included indicators such as condition reports (CR). During this
inspection, the inspector noted that preliminary data for the third
quarter of 1996 indicated that there was a significant reduction in the
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number of CRs initiated for procedure usage and attention to detail
deficiencies (when compared to second quarter 1996 data).

During review of selected CRs, the inspector noted that CR 96-2190 was
initiated to identify a condition involving through-wall leakage
observed at a pipe to weld-o-let weld interface of the inlet pipe of the
1B boric acid makeup pump. This CR was designated and processed by the
licensee as a nonconformance report (NCR). In accordance with licensee
Administrative Procedure No. 0006130, Condition Reports, Revision 4. CRs
designated as NCRs require evaluation or disposition by Site
Engineering, which is the design engineering organization. Site
Engineering performed an operability evaluation for CR 96-2190. A root
cause evaluation was still in progress. During further review of CR 96-
2190. the inspector rioted that the CR also stated that the deficiency
identified in the CR had been noted previously on NCRs and St. Lucie
Action Reports (STARs). However, even though the CR indicated that
there had been previous occurrences of this deficiency, the CR was not
coded as a repeat occurrence. The inspector discussed this CR with
licensee personnel and questioned why this CR was not coded as a repeat
problem for CR tracking and.trending purposes. Licensee personnel
indicated that the CR trending process focused on repeat failures of the
same component in the same system and was not designed to focus on
deficiencies that were generic in nature and could apply to various
systems. Although CR 96-2190 indicated there had been previous NCRs and
STARs for weld deficiencies, there had not been a previous deficiency
with this particular weld. The inspector noted that it was not clear
whether all conditions involving repeat problems were being captured for
tracking and trending through the CR process. The licensee indicated
that the question of what was considered a repeat problem for CR
trending purposes would be reviewed further to determine if there was a
need to strengthen their CR tracking and trending process in this area.

During further review of selected CRs, the inspector noted that CR 96-
2181 was initiated in conjunction with a finding identified during QA
Audit QSL-PH-96-17. The audit finding and CR documented that nine
instances of improper configuration control of plant valves were
identified in connection with plant change/modification (PCM) 153-194.
The CR was marked yes which indicated that this condition had been
designated as a NCR. The inspector noted that the CR and audit finding
were assigned to Operations. The inspector questioned whether the CR
should have been assigned to Site Engineering for evaluation since it
met the criteria for a NCR. Licensee personnel indicated that the
normal practice was to forward the CR to Site Engineering for evaluation
once the CR was designated as a NCR. The inspector did note that
engineering was subsequently involved in the review and disposition of
the CR 96-2181 through the issuance of change request notices to PCH
153-194 to correct the configuration deficiencies. During review of
Procedure 0006130. the inspector noted that the procedure was not clear
with regard to what point in the process when Site Engineering becomes
involved in the evaluation or disposition once a CR was designated as a
NCR. Licensee personnel acknowledged the inspector's observations and
indicated that Procedure 0006130 would be reviewed to determine what
changes needed to be made to address the question raised.
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Conclusions on the Corrective Action Pro ram

The inspector concluded that the licensee had implemented actions to
address the areas that continued to be challenges. Positive results
were noted in one area. There was a significant reduction in the number
of CRs initiated for procedure usage and attention to detail
deficiencies (when compared to second quarter 1996 data).
Observations noted in the licensee's CR process indicated that
additional attention was warranted regarding what was considered a
repeat problem for CR tracking and trending purposes; and Procedure
0006130 clarification with regard to what point in the CR process does
Site Engineering become involved in the evaluation or disposition once a
CR was designated as a NCR. Licensee personnel acknowledged the
inspector's observations and indicated that Procedure 0006130 would be
reviewed to determine what changes -needed to be made to address the
question raised.

IV. Plant Su ort

Status of Radiation Protection and Chemistry (RP8C) Facilities and
Equipment

Wide Ran e Gas Monitor 84750

Inspection Scope

During the inspection the licensee declared the Unit 2 Plant Vent Wide
Range Gas Monitor (WRGM) out of service. The inspectors reviewed the
licensee's response concerning the monitor failure.

Observations and Findings

On November 20, 1996, the Unit 2 Plant Vent WRGM, RS 26-90, failed after
operators had switched electrical busses on the unit. The control room
lost communication with the monitor and requested chemistry personnel
check the equipment to see if it could be returned to service. The
chemistry staff was unable to restore operability of the radiation
monitor and it was declared inoperable.

On the following shift, the licensee determined that the monitor had a
circuit that shut the monitor down when power voltage dropped below a
setpoint. The licensee believed the voltage reduction could have
occurred during the exchange of electrical busses. The plant vent WRGM

monitor was designed to measure radioactive gas concentrations of Xe'"
from 1 E-7 to 1 E+5 pCi/cm'uring accident conditions. The instruments
failure is a concern, in that. during accident conditions bus exchanges
are likely and the monitor could fail at a time when the monitor was
needed to perform it's intended function. The licensee planned to
review the problem thoroughly and the inspectors stated a review of the
licensee's assessment and corrective actions would be made in a
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following inspection and that the issue would be identified as an
Inspection Follow-up Item (IFI) 50-335, 389/96-17-6, "Review results of
licensee investigation and corrective measures f'r the November 20. 1996
failure of the Unit 2 plant vent wide range gas monitor."

c. Conclusions

The monitor was returned to service the day of it's failure and the
licensee planned to evaluate possible causes and seek a resolution to
ensure the monitor would work during accident conditions. A review of
the licensee's assessment will be made in a future inspection.

R3

R3.1

Radiation Protection and Chemistry Procedures and Documentation

Plant Radiation Honitorin E ui ment Calibration Procedures and Records
84750

Inspection Scope

The inspectors reviewed calibration procedures to determine if the
calibration process was appropriate and if the procedures were adequate
to ensure radiation monitors were proper ly calibrated.

The inspectors reviewed licensee calibration records to determine if
calibrations were made at requi red frequencies, records demonstrated
proper instrument performance, and calibrations were valid.

Observations and Findings

The inspectors reviewed the last two secondary calibrations, the last
primary calibration and all functional checks performed in 1996 for
approximately 10 specific radiation monitoring systems. In general, the
records were sufficient to demonstrate that the activities had been
properly performed.

The licensee performed two types of calibration, primary and secondary.
The primary calibration was the determination of system efficiency when
exposed to a known radiation activity. The known radioactivity had
routinely been determined from the licensee's calibrated gamma nuclide
identification systems. The secondary calibration was a determination
of a response of a system with radiological sources whose effects on the
system were established at the time of primary calibration.

The inspectors found that some of the licensee's procedures needed
additional clarification and guidance. The licensee was in the process
of upgrading many of the site procedures including those used to
calibrate plant radiation monitors. The inspectors noted the following
quality control measures and requirements that were not fully described
or included in many of the procedures reviewed.
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~ All calibration procedures did not specifically require the
primary calibration of a radiation monitor following radiation
detector replacement.

~ Procedures did not describe effects and limitations for certain
instrument adjustments such as changes in detector bias.

~ All procedures did not requi re the documentation of both "as
found" and "as left" instrument settings.

~ All procedures did not specifically describe the required
documentation necessary to demonstrate proper primary and
secondary instrument calibrations and traceability of radioactive
sources used in'alibrations to National Institute of Standards
and Technology (NIST) standards.

~ Procedures did not state the requirements for the use of
calibrated instruments such as counter sealer and voltmeters or
provide documentation of instrument serial numbers for
traceability to calibrated standards.

~ Guidelines and processes for performing specific tasks such as
generating a voltage plateau and acceptance criteria for selection
of an operating voltage were not detailed in the procedures.

~ The procedures did not require the testing and documentation of
local alarms for monitors having such equipment.

The procedure required the connection of a gas injection apparatus
but did not describe it. Specific valve lineups and connecting
points were not specified.

All of the procedures did not clearly describe specific corrective
action requirements when a functional test or calibration failed.
Other than notifying the supervisor, specific notifications or
reporting requirements, applicable procedures or processes to
implement were not described.

Each of the reviewed procedures was not deficient in all of the above
areas. Hany of the above issues had been addressed in the new
procedures issued in 1996 and the newer calibration procedures were a
significant improvement over the older procedures. However, some of the
new procedures did not address all of the above calibration quality
measures and considerations.

The inspectors reviewed a new licensee procedure, "Process Honitor
Setpoints,'ev. 0. dated November 8, 1996. The procedure provided the
specific monitor setpoints. However. the procedure did not describe the
basis f'r those setpoints. There were also several errors in the
procedure concerning titles on certain forms. Some forms for use on
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Unit 2 had Unit 1 indicated in the title. The document appeared to have
been assembled with several errors that were not identified in the
licensee's procedure review processes.

The inspectors asked to review the document describing objectives and
guidelines for the PSL chemistry program. Licensee personnel reported
that the Nuclear Energy Staff in the corporate office had developed and
issued. a document titled "Nuclear Plant Chemistry Parameters Manual,"
Rev. 18, dated March 27, 1995, that described the PSL and Turkey Point
chemistry programs. However, a recent reorganization 'eliminated the
group that had issued and maintained the document. At the time of the
inspection, the document was not being maintained. PSL chemistry
representatives reported plans to issue a similar document at the site.
However, the licensee'ad not started document preparations and had no
schedule for completing the project. A .lack of sufficient resources for
the project was reported. The inspectors stated that the Quality
Controls for the chemistry program were weakened without a current
planning and policy document.

Conclusions

Needed improvements in the content of the plant procedures was
previously recognized by licensee management and the licensee had
initiated efforts to improve the quality of plant procedures. However,
procedures that lack thoroughness and contain inaccuracies such as those
discussed in the Process Monitor Setpoint procedure continue to be
issued. Some of the calibration procedures for plant radiation
monitoring equipment did not contain clear instructions on record
requirements and were weak in quality controls.

Control Room Outside Air Intake Monitor 84750

Inspection Scope

One of the systems selected for review was the Unit 1 CROAIM. The
records were reviewed to verify the licensee was performing required
calibration and functional checks.

b. Observations and Findings

The function of the control room ventilation system was to assure
control room habitability and proper functioning of control equipment
and instruments during both normal and abnormal plant operating
conditions. Upon receipt of a Containment Isolation Signal (CIS) or a
high radiation signal from the CROAIMs from either Unit 1 or Unit 2; the
outside air makeup would be isolated and the control room ventilation
system would be placed in a recirculation mode. The CROAIMs also permit
control room operators to monitor the airborne radioactivity in the two
ducts for the selection of an outside air makeup path following an
accident.
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ISC Procedure No 1-1220053, "Calibration of the Control Room Outside Air
Intake Monitors, Revision 2, dated September 15, 1994, provided
instructions for calibration of the CROAIMs. Section 7.0, of I8C 1-
1220053, required:

~ A completed copy of the procedure be maintained in the plant files
in accordance with QI 17-PR/PSL-1, "Quality Assurance Records";
and

~ A copy of the assay report for the radiation check sources and
data sheets associated with the procedure be retained and included
as a calibration package upon completion.

During review of the Unit 1 CROAIM calibration records completed in
April 1995, the inspector noted that the instrument response appeared
low for monitor RE-26-47. The specific check source response for the
two sources used in the secondary calibration were low and outside the
accepted check source ranges when compared to the licensee's source
response acceptance criteria for that monitoi . The acceptance criteria
was documented in a May 1993 memorandum and attached to the April 11,
1995, calibration package sent to records. It appeared that the
licensee had replaced the detector and failed to perform a required
primary calibration and failed to identify an unacceptable instrument
response during a secondary calibration. When this was brought to the
licensee's attention, an informal investigation was initiated by IBC
personnel.

I&C personnel later reported that a work order (95010013 01) for one of
the detectors RE-26-47 initiated April 6, 1995, documented the channel
would not calibrate and the detector needed to be replaced. The work
order noted: "Removed. replaced and calibrated detector in accordance
with 18C 1-1220053" and "Detector was calibrated under PNO 2326/63".

I8C Procedure No 1-1220053, required, in part, "If high voltage is
adjusted more than 50 volts. or a new detector is installed, or if
monitor cannot be adjusted to within +/- 10 percent tolerance go to step
9.4 New Calibration."

Step 9.4 described the licensee's process for a primary calibration
where the detector was to be exposed to various known concentrations

of'oblegases for the purpose of determining a new calibration efficiency
for the monitor.

The inspectors requested a copy of the primary calibration records that
should have been performed when the detector was replaced. in accordance
with I8C procedure 1-1220053. The documentation provided to the
inspector did not state that a primary or "New" calibration had been
performed. The I8C department presented a graph identified only as
Channel 47 and dated April 11. 1995, with 3 points plotted on the graph.
The licensee reported that the graph had been found in the I8C
Supervisors desk. The supervisor reported that he had no additional
calibration records in his desk.
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The inspectors requested the documentation tracing the identified
quantities (points) on the graph to known quantities of radioactive
material. The licensee identified 3 air sample data sheets included in
the calibration package. The associated assay reports for the
radioactive gas samples were not included in the calibration package.
However, the air sample sheets with the calibration package identified 3
noble gas concentrations. However, only one of the three concentrations
actually matched the points plotted on the graph. Additionally, step
9.4.6 of the procedure requi red at least four points to be determined on
the graph for a primary calibration. The calibration documentation did
not specifically state that a primary calibration had been performed and
there was no evidence that a required voltage plateau had been performed
or whether a new operating voltage had been established as required by
the procedure.

The inspectors reported to licensee management that the April 11, 1995
calibration appeared inadequate. The licensee stated a new calibration
of the monitor would be perf'ormed. The failure to calibrate the CROAIM
in accordance with the requirements of 18C procedure 1-1220053, was
identified as an example of .Violation 50-335/96-17-7, "Failure to follow
licensee procedures for calibration of the CROAIHs."

The inspectors reviewed the adequacy of the 18C Procedure 1-1220053 and
found it inadequate in several areas including:

~ The documentation required by the procedure did not provide for a
clear indication whether a primary or secondary calibration was
performed;

~ The procedure did not specifically identify each document required
for a completed instrument calibration package;

~ The procedure did not specify test equipment calibration
requirements or provide for documenting the use of calibrated
equipment during the calibration;

~ The procedure did not provide guidance to ensure the calibration
sources were properly quantified, NIST traceable and properly
documented:

Concerning primary calibration: the procedure did not describe the
radioactive gas injection sequence. specific valve lineups, sample
collection methods, use of accurate and calibrated gauges,
position of pump in calibration loop, or a system leak check
procedure;

~ Concerning the voltage plateau: the procedure did not state
whether several counts were to be averaged at the various voltage
steps to minimize statistical errors, state whether a background
voltage plateau was required, provide any acceptance criteria for
voltage plateau slope. or describe documentation required;
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~ The procedure required the removal of relays during the
calibration to prevent the control room ventilation system from
cycling to the recirculation mode while performing the

procedure.'owever,

the procedure did not have a signoff or verification that
relays are restored to proper positions.

~ Step 9.2 required the verification of operability of the outside
air intake process monitor by injecting a simulated signal to
activate the alarms and observe that the control room HVAC is in
recirculation. However, the procedure did not require or provide
for the documentation of the test.

~ The procedure stated in section 9.4. 10 that correlation of
original -calibration data in Step 9.3. 10 was not necessary since
data generated in Section 9.4.4 "New Calibration" becomes the new
data from which future calibrations will be obtained. This step
was not clear, in that, the establishment of a new base line for
secondary calibrations should be made following the primary
calibration and should be clearly identified as such for future
secondary calibrations..

The failure to maintain an adequate procedure to ensure the Unit 1
CROAIM was properly calibrated, documented and that calibration records
were proper1y identified and maintained were identified as an examples
of Violation 50-335/96-17-8, "Failure to develop and maintain adequate
calibration procedures for calibration of the CROAIMs."

Other quality control activities the procedure failed to address
included:

~ Procedure did not address bias adjustments, limitations and their
effect on monitor performance.

The procedure did not address or clearly address documentation
requirements for; the secondary source measurements, detector high
voltage settings, "As Found" and "As Left" values.

The procedure did not describe the calibration review process and
what it included; statistical analysis, trending comparisons of
"as found" and "as left" discriminator settings etc.;

Conclusions

Two violations were identified; Failure to follow the calibration and
record keeping instructions of licensee procedure I8C 1-1220052 and
failure to provide an adequate calibration procedure for the calibration
of the CROAIMs.
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Procedures for the Trans or tation of Radioactive Mater ials 86750

Inspection Scope

Selected transportation procedures were reviewed to verify that the
licensee had revised applicable licensee procedures for the
implementation of various changes in Revised 49 Code of Federal
Regulations (CFR) Parts 100-179 and 10 CFR Part 71, reviewed by the
inspector.

Observations and Findings

The inspector reviewed the licensee's procedures concerning the use of
A, and A, values in both DOT (49 CFR 173.435) and Nuclear Regulatory
Commission (NRC) (10 CFR Part 71 Table A-1) regulations and verified
that the licensee had made appropriate changes in the licensee's
procedures and nuclide data .library of the computer program the licensee
used in preparation of low level radioactive material shipments.

Conclusions

The inspector determined that the licensee personnel responsible for the
shipments of radioactive material were familiar with the reviewed
regulatory changes and licensee had adequately implemented those changes
in plant

procedures'adiation

Protection & Chemistry Organization and Administration

Res onsibi lit Chan es for the Calibration of Unit 1 Plant Radiation
Monitorin E ui ment 84750

Inspection Scope

The inspectors reviewed the licensee's organization responsibilities for
the calibration of the plant radiation monitoring systems.

b. Observations and Findings

At one time the Chemistry Department staff performed most of the
calibrations for plant process radiation monitoring equipment. In 1991
the I8C department became more involved with the plant radiation monitor
calibration process as they were required to operate some of the
electronic testing equipment utilized in the calibration process.
According to licensee representatives the calibration process became
more cumbersome with the necessary coordination of the Chemistry and I8C
Departments. As discussed in paragraph M5. 1, the I&C Department
received responsibility for calibrating most of the Unit 1 plant
radiation monitors on July 1, 1996. However, the I8C Department
actually began calibrating the Unit 1 monitors during the April 1996
Unit 1 RFO. The Chemistry Department retained responsibilities for
calibrating the Unit 1 liquid and gas effluent radiation monitors and
all plant radiation process monitors on Unit 2. When the inspection
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began, the I8C department planned to take responsibility for calibrating
the Unit 2 monitors prior to the Unit 2 Re-Fueling Outage (RFO)
scheduled in April 1997.

The I8C department had formed a small group of technicians within the
I8C department that would have the responsibility for maintaining the
plant radiation monitoring systems. The group included a senior lead
technician and four other I8C technicians. None of the technicians had
any formal training in health physics or radiation detection theory.
During the review, the inspectors determined that the change in plant
monitor calibration responsibilities was not managed well. The licensee
gave the I8C Department responsibility for calibrating the monitors
before any of the I8C technicians were qualified to perform the assigned
tasks. When the inspection began none of the I8C technicians were
qualified and most of the technicians had less than 3 of the 9 Unit 1
calibration courses completed. The licensee did not have a schedule for
completing I8C training on the Unit 1 or Unit 2 monitor systems but
planned to give the I&C technicians the additional responsibility for
Unit 2 radiation monitoring systems by April of 1997. It did not appear
that management had considered the full impact of the change on the
organization. On November 26. 1996 the licensee reported the senior I&C
technician was fully qualified for Unit 1 work.

The licensee had also recently assigned an individual system engineer
responsibilities for the radiation monitoring systems in 1996. The
system engineer had not been in the position long enough to have
completed any self assessments of the plant radiation monitoring systems
or established any equipment trending information. The engineer was
still learning the systems.

Conclusions

The licensee was making the organization responsibility changes to make
the calibration process more efficient. However, the program changes
were poorly planned. controlled and implemented. The I&C department
qualifications for the new responsibilities were inadequate at the time
of the inspection. The inspector notified licensee management that the
I8C qualification issues warranted timely licensee assessment and
attention.

The assignment of a system engineer to the plant radiation monitoring
systems provided a focus for system performance improvements and is
considered a program improvement.

guality Assurance in Radiation Protection and Chemistry Activities

Review of Audits 84750 86750

Inspection Scope

Review the most recent audit concerning plant radiation monitoring
instrumentation to see if any programmatic issues were identified and to



verify that the responsible organizations were responding to identified
problems and taking appropriate corrective actions.

Observations and Findings

The inspectors reviewed Quality Assurance Audit QSL-OPS-95-04, "Process
Control Program,-Offsite Dose Calculation Manual, Effluents - Functional
Area Audit." conducted during the period of January 17, through March
31, 1996. The audit report did an adequate job of describing the review
and findings. The inspectors noted that some of the issues identified
as comments in the audit report appeared to be significant enough to
meet the definition of a finding which required corrective actions to
prevent recurrence. The inspectors reviewed responses to the findings
and the supporting documentation that proposed corrective actions. The
inspectors found that. while some of the auditor comment issues could
have been identified as findings, the responsible organizations had
responded to the audit comments and taken some corrective actions.

Conclusions

The inspectors found the line organizations response to the 1995 audit
findings and auditor comments were adequate to correct identified
problems. However. the inspectors reported to licensee management that
the licensee's threshold for identifying findings requiring corrective
actions appeared to be high.

F2 Status of Fire Protection Facilities and Equipment

F2.1 Unit 1 Control Room Fire Extin uisher 71750

a. Inspection Scope

The inspector periodically audited inspection tags/records of plant Fire
Extinguishers.

Observations and Findings

On October 31, the inspector identified that Fire Extinguisher A-46,
located in the Unit 1 Control Room, was not inspected in October. The
inspector informed the ANPS who. took prompt action in notifying
Protection Services of the discrepant condition. The Fire Protection
Super visor and a Technician who performs monthly inspections arrived
shortly thereafter to correct this discrepancy.

The inspector reviewed PWO 69/5505 which performed Procedure GHP 1-H-
0018F, Revision 23, "Mechanical Maintenance Safety-Related Preventative
Maintenance Program (Fire PH'S)," which documents that this Fire
Extinguisher was checked between October 7 and October ll. The
inspector concluded that the extinguisher was serviced in October but
the Technician forgot to update the tag on the unit.
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The inspector concluded that no violation of NRC requirements had
occurred and that this incident was isolated and related to personnel
performance.

V. Hang ement Heetin s and Other Areas

X1 Exit Heeting Summary

The inspectors presented the inspection results to members of licensee
management at the conclusion of the inspection on November 27. Interim exit
meetings were held on October 25 and November 22 to discuss the findings of
Region based inspections. 'The licensee acknowledged the findings presented.

r

The inspector s asked the licensee whether any materials examined during the
inspection should be considered proprietary. No proprietary information was
identified.

PARTIAL LIST OF PERSONS CONTACTED

Licensee

M. Allen, Training Manager
E. Benken, Licensing Compliance Engineer
W. Bladow, Site Quality Manager
G. Boissy, Materials Manager
H. Buchanan, Health Physics Supervisor
J. Burgess, Chemistry Supervisor
C. Burton, Site Services Hanager
R. Cox, Chemistry Assistant Supervisor
R. Dawson. Protective Services Manager
D. Denver, Site Engineering Manager
R. Enfinger, Operations Support Supervisor
D. English, Rotating Equipment Supervisor
D. Fadden, Services Manager
D. Faulkner, Chemistry Supervisor
R. Frechette, Maintenance Services Supervisor
P. Fulford, Operations Support and Testing Supervisor
F. Gusmano; Instrument and Control System Supervisor
K. Heffelfinger, Protection Services Supervisor
R. Heroux, Business Manager
P. Higgins, Work Control Manager
J. Holt, Information Services Supervisor
H. Johnson, Operations Manager
P. Kendrick. Radiation Monitoring Systems Engineer
W. Korte, Electrical Supervisor
T. Kreinberg, Nuclear Material Management Superintendent
A. Locke. Corrective Action Trending
D. Lowens, Quality Assurance
D. Maley, Instrumentation 'and Control Training
J. Marchese, Maintenance Manager
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C. Harple. Operations Supervisor
L. Hotjey. Valves & Welding Supervisor
C. O'Farrel, Reactor Engineering Supervisor
R. Olson, Instrument and Control Maintenance Supervisor
A. Pawley, Acting I&C Supervisor
R. Pennenga. Procedures Development Group Supervisor
J. Porter, Primary Systems Engineering Supervisor
T. Qui lien, Licensing Compliance Engineer
J. Scarola, St. Lucie Plant General Manager
B. Sculthorpe, Predictive Maintenance Supervisor
R. Sipos, Steam Gen. Replace. Proj. Manager
A. Stall. St. Lucie Plant Vice President
J. Voorhees, Corrective Action Group Supervisor
C. Wasik. Design Engineer
E. Weinkam, Licensing Manager
J. West, Systems and Component Engineering Manager
D. Wol fe, Electrical/1&C Systems Engineer ing Supervisor
C. Wood, Work Control Manager
W. White. Security Supervisor

Other licensee employees contacted included office, operations, engineering,
maintenance. chemistry/radiation, and corporate personnel.

INSPECTION PROCEDURES USED

IP 37551:
IP 40500:

IP 61726:
IP 62703:
IP 71707:
IP 71750:
IP 84750:

IP 86750:

IP 92902:
IP 92903:

~0ened

Onsite Engineering
Effectiveness of Licensee Controls in Identifying, Resolving, and
Preventing Problems
Surveillance Observations
Maintenance Observations
Plant Operations
-Plant Support Activities
Radioactive Waste Treatment and Effluent and Environmental
Monitoring
Solid Radioactive Waste Management and Transportation of
Radioactive Materials
Followup-Maint./Surv.
Followup-Engineering

ITEMS OPENED, CLOSED. AND DISCUSSED

50-335/96-17-02

50-335/96-17-04

50-335, 389/96-17-06

VIO Failure to Provide I&C Technicians
Training (paragraph H5. 1)

VIO "Failure to Update the Unit 1 Plant
Physics Curve Book" (paragraph E4. 1)

IFI Review Results of Licensee Investigation
and Corrective Measures for the Wide Range
Gas Monitor (paragraph R2. 1)



50-335/96-17-07

50-335/96-17-08
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VIO Failure to Follow I8C Calibration Procedures for
CROAIHs (par agraph R3.2)

VIO Inadequate Procedure f'r the Calibration of
CROAIHs (paragraph R3.2)

Closed

50-335/96-17-01

50-335/96-17-03

50-335/96-17-05

NCV

NCV'CV

"Failure to Include Acceptance Criteria
for Auxiliary Feedwater Pump Thrust
Bearing End Play" (paragraph H3. 1

"Failure to Adequately Haintain Total
Equipment Data Base" (paragraph E3. 1)

"Inadequate Procedure for Determining
Shutdown Hargin" (paragraph E4. 1)



AFW
ANPS
ANS
ANSI
AP
ARM

ATTN
CCW

CEA
CEAPDS
CEDS
CFR
CI
CIS
cpm
CMM

CR
CRN

CROAIM
DC

D.D.
DDPS
DMS

DPR
DWG

ECCS
ECO
FCV
FLCEA
FPL
FR
GMP

HCV
HPSI
HVAC
HVE
HVS
I8C
IFI
IP
IR
ISOL
JPN
LPSI
MEP
MMP

MSIV
N/A'd
NCR
NCV
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LIST OF ACRONYMS USED

Auxiliary Feedwater (system)
Assistant Nuclear Plant Supervisor
American Nuclear Society
American National Standards Institute
Administrative Procedure
Area Radiation Monitor
Attention
Component Cooling Water
Control Element Assembly
Control Element Assembly Position Display System
Control Element Drive System
Code of Federal'egulations
Curie
Containment Isolation Signal
Co'unts Per Minute
Critical Maintenance Management
Condition Report
Change Request Notice,
Control Room Outside Air Intake Monitor
Direct Cur rent
Drop Dead (Date)
Digital Data Processing System
Document Management System
Demonstration Power Reactor (A type of operating license)
Drawing
Emergency Core Cooling System
Equipment Clearance Order
Flow Control Valve
Full Length Control Element Assembly
The Florida Power 8 Light Company
Federal Regulation
General Maintenance Procedure
Hydraulic Control Valve
High Pressure Safety Injection (system)
Heating Ventilation Air Conditioning
Heating and Ventilating Exhaust (fan, system, etc.)
Heating and Ventilating Supply (fan, system, etc.)
Instrumentation and Control
Inspector Follow-up Item
Inspection Procedure
[NRC] Inspection Report
Isolated
(Juno Beach) Nuclear Engineering
Low Pressure Safety Injection (system)
Minor Engineering Package
Mechanical Maintenance Procedure
Main Steam Isolation Valve
To mark a step Non Applicable
Nonconformance Report
NonCited Violation (of NRC requirements)



NIST
No.
NPF
NPS
NRC

NWE

ODCM

ONOP

OP
PC/M
PCR
PDR

PAID
PM

POD

PSL
PWO

QA
QC

QI
RAB
RC

RCA
RCGVS
RCS
RE
RFO
RG

Rev
RII
RG

RWT

SAT
SIAS
St.
TC
TCP
TCW

TEDB
TQAR
TQR
TS
VIA
VIO
WRGM

39

National Institute of Standards an
Number
Nuclear Production Facility (a typ
Nuclear Plant Supervisor
Nuclear Regulatory Commission
Nuclear Watch Engineer
Offsite Dose Calculation Manual
Off Normal Operating Procedure
Operating Procedure
Plant Change/Modification
Procedure Change Request
NRC Public Document Room
Piping 8 Instrumentation Diagram
Preventive Maintenance
Plan of the Day
Plant St. Lucie
Plant Work Order
Quality Assurance
Quality Control
Quality Instruction
Reactor Auxiliary Building
Radiation Control
Radiation Control Area
Gas Vent System
Reactor Coolant System
Reactor Engineering
Re-Fueling Outage
Regulatory Guide
Revision
Region II - Atlanta, Georgia (NRC)
Regulatory Guide
Refueling Water Tank
System Acceptance/Turnover Sheets
Safety Injection Actuation System
Saint
Temporary Change
TEDB Change Package
Turbine Cooling Water
Total Equipment Data Base
Topical Quality Assurance. Report
Topical Quality Requirement
Technical Specification
By Way Of
Violation (of NRC requirements)
Wide Range Gas Monitor

d Technology

e of operating license)


