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REGION II
101 MARIETTAST., N.W., SUITE 3100

ATLANTA,GEORGIA 30303

Report Nos. 50-250/80-06 and 50-251/80-06

Licensee: Florida Power and Light Company
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SUMMARY

Inspection on February 4-7, 1980

Areas Inspected

,This special, announced inspection involved 69 inspector-hours on site in the
areas of small break loss of coolant procedures and training..

Results

Within the areas inspected, no items of noncompliance or deviations were
identified.

4 I
Soo4aao < ~+,





0 DETAIIS

1. Persons Contacted

Licensee Employees

+H.'E. Yeager, Site Manager
*J. K. Hayes, Plant Manager
J. E. Moore, Operations Superintendent

*V. B. Wager, Opexations Supervisor
-K. E. Beatty, Training Supervisor
+W. C. Miller, Nuclear Training
-R. E. Dodson, Nuclear Training
*S. M. Feith, Supervisory Engineer, QAO
+D. W. Jones, Quality Control Supervisor

Other licensee employees contacted included 8 operators.

NRC Resident Inspector

R. Vogt-Lowellt ="Attended exit interview

2. Exit Interview

The inspection scope and findings were summarized on February 7, 1980
withthose persons indicated in Paragraph 1 above, Inspection findings
presented in these details were discussed including licensee commitments in
paragraphs.

3. Licensee Action on Previous Inspection Findings

Not inspected.

4. Unresolved Items

Unresolved items were not identified during this inspection.

5. Small Break I,oss of Coolant-Operator Interviews

The inspectors reviewed and discussed, with licensee plant management,
their emergency procedures for "Loss of Reactor Coolant". Westinghouse
guidelines, procedure development, procedure content, and reactor operator
training given to terminate or mitigate the consequences of a small break
loss of coolant accident (SBLOCA) were also".. @.scussed.
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Upon completion of the above plant management interview, the inspectors
interviewed ten licensed operators, which included four Nuclear Plant
Supervisors {SRO's), four Nuclear Control Center Operators (SRO's and
RO's), and two operational line management personnel.

The licensed operator interviews were performed to determine the adequacyof the appropriate procedures from a functional standpoint and the effec-
tiveness of the training program. The following areas were covered:

a. Understanding of small break IOCA.

b. Differentiation between loss of coolant accidents (LOCA's) and other
depressurization events.

c. Familiarity with the SBLOCA procedures.

d. Operator knowledge of appropriate related procedures.

e. Knowledge of transient response characteristics necessary to guide the
licensed operator to the correct procedure.

f. Evaluation of any individual or generic deficiencies.

g. Walk-throughs of the procedures including system-related aspects of
the procedures to ensure that the licensed operator actions could be
performed.

h. Confirmation that the appropriate procedures immediate actions were
memorized.

i. Understanding of the procedures subsequent actions and precautions
that ensure plant safety.

j. Ability to determine break locations.

k. Recognition of the importance of the primary and backup heat sinks.

l. Ability to recognize adequate subcooling and core voiding, importance
of subcooled versus saturated conditions, indications of inadequate
core cooling and implementation of natural circulation.

m. Recognition of possible instrumentation abnormalities including those
encountered during the TMI transient and environmental considerations.

0
6. Small Break LOCA Related Procedures'. Evaluation

Based on the operator interviews in the above.areas, the inspectors deter-
mined that the licensee's SBIOCA procedures were marginal. Based on these
licensed operator interviews and walk-throughs of the SBLOCA and other



0 reactor coolant depressurization events, the inspectors recommended the
following changes in emergency procedures dealing with Ioss of Reactor
Coolant.

a. Add a "diagnostic chart" to aid the operators in clarifying symptoms
and channeling his actions towards the correct procedure.

b. 'eferences to use of incore thermo'couples to aid in determining actual
core temperature should be included.

c A caution or note
coolant pump seal
due to the actual
component cooling

should be included to prevent possible reactor
damage following a safety injection actuation signal
loss of seal flow and the potential for loss of
water to the pump thermal barriers.

d. More definitive direction should be provided to terminate safety
injection components i.e., containment coolers, RHR pumps, spray
pumps, etc.

e. The saturation curve provided to the operators should be upgraded to
allow more efficient utilization.

f. Direction should be provided to place the steam dump control system in
the pressure mode prior to tripping the reactor coolant pumps.

g. Direction should be provided to allow use of the steam dump system to
.verify adequate subcooling and natural circulation if necessary.

h. Procedure for switchover from safety injection phase to long-term
recirculation phase should be reevaluated and revised as necessary to
more properly prioritize the sequence of valve operations and breaker
closures to insure completion of the switchover sequence within the
required time frame.

3 ~

Emergency procedure 20000, step 5.2.7, item 3, should be corrected to
read "items 4 through 7", rather than, "items 4 through 9". The
licensee identified this item.

Emergency procedure 20001 should be revised to relocate the note on
step 5.2.3 to a position just prior to the statement "Safety injection
can be terminated if...".

~,.
The licensee agreed to implement the above procedure changes and have
operator training on these changes completed by March 14, 1980. This itemwill be carried as a followup item, pending further inspection by the
Regional Office (250,251/80-06-01).

0

Small Break Ioss of Coolant and TMI Related Training

The inspectors reviewed the training that licensed personnel received in
connection with small break IOCA and TMI concerns outlined in paragraph 5
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above. The inspectors determined that due to deficiencies outlined below,

d
the licensee's small break IOCA training was inadequate. The inspecto s
etermined that the following training had, been conducted for all licensed

e ors

personnel:

a. Simulator training on small break transients.
b. TMI accident scenario.c.'mall break LOCA procedures training.

However, the inspectors identified the following training deficiencies:

a ~ Inadequate training was conducted
especially in the area of related
and conditions of break flows vs.
natural circulation verification,

on the small break transient analysis,
thermodynamics, i.e., various types
break sizes, void recognitioq,,

etc.

b. Basis for establishment of the reactor coolant pump trip criteria was
not understood.

c ~ Inadequate training was conducted in the areas of use of core thermo-
couples, expected range of cores T vs. decay heat, and use of secondary
steam generator parameters and steam dump in connection with reactor
coolant system void recognition and natural circulation verification.

d. Inadequate training was conducted on NVREG-0578 system modifications.

(1) Power operated relief valve position indication.
(2) Subcooling meter
(3) High range radiation monitors

e. Walk-through training on the small break LOCA procedures was not
conducted for licensed personnel.

The inspectors reviewed the training outlines, hand-outs, and materials
associated with the above training areas. In addition, training
records were reviewed to insure that all licensed personnel had attended
training sessions that had been completed prior to the inspection.

Based upon the 'review of the training program, in conjunction with
operator interviews discussed in paragraph 5,- the inspectors determined
that the licensee's training program was inadequate in the areas
inspected. Moreover, the licensee's schedule for all licensed personnel
to complete the training in the requalification program extended to
the end of 1980. Therefore, to,insure that licensed personnel were
aware of the most updated smali break transient analysis information
in a timely manner, licensee management agreed to conduct additional
training. r

The licensee committed„to providing this additional training, in the
deficient areas outlined above, to all available licensed personnel by
March 14, 1980, and to those unavailable licensed personnel within one





0 week of their return to duty. The one exception to the above commitmentis that IOCA procedure walk-through training will be completed for all
licensed personnel by March 31, 1980. These commitments will be
carried as a followup item pending further inspection by the regionaloffice (250,251/80-06-02).

8. Small Break Ioss of Coolant-System Considerations

The inspectors reviewed system-related aspects of procedures to ensure that
operator actions required subsequent to an SBLOCA could be performed.
System considerations in the following areas were reviewed:

a. Instrumentation to carry out operator actions in the SBLOCA procedure.

b. Power operated relief valve position indication.

c. Equipment response to safety injection reset.

d. Safety injection effects on containment isolation.
e. Real-time consideration of SBLOCA procedure actions, including adequate

time to switch over from injection to recirculation modes.

The inspectors identified two potential problem areas in connection with
item e above:

a Due to numerous safety-related valve power breakers being maintained
in a "racked out" position, by NRR direction, and the necessary manipu-lation of numerous manual valves, there could be a real time problem
with accomplishment of the recirculation switchover sequence within
the allowable time frame. A reevaluation of the procedure sequence is
being accomplished by the licensee to prioritize sequence steps in aneffort to correct this problem.

b. The Residual Heat Removal System (RHR) suction isolation valves from
the Reactor Coolant System hotleg (MOV's 750 and 751) are not environmentally
qualified for post IOCA operation however, they are deemed necessary
as an alternative hotleg recirculation flow path. The licensee's
procedure dictates that these valves be opened prior to two hours
after the start of an IOCA event. The inspectors determined that
opening of these valves could possibly lead to overpressurization of
the 600PSIG design portions of the RHR system and therefore creates
the potential for a large leak path outside of containment.

These two concerns have been identified to NRC headquarters for resolution
and are being carried as followup item (250,251/80-06-03)

Facility Management and Supervisory Personnel Training

The inspectors pointed out during the exit interview that licensee management
and supervisory personnel who would or could be in a position to provide





direction during an accident situation must be adequately trained in appli-
cable areas. This training should include but not be limited to training
in the following areas:

a. Applicable requalification program training.
b. Training on changing industry requirements.
c. Accident a'nalysis training.
d.'mergency preparadness training.
e. Specialized training in areas of concern as they are identified.

Licensee management acknowledged the inspector's comments, indicated agreement,
and committed to an increased emphasis in this area to insure that management
personnel are adequately trained to direct any situation that may arise.
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