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SUMMARY

Scope:

This routine resident inspector inspection entailed direct inspection at the
site in the areas of monthly surveillance observations, monthly maintenance
observations, operational safety, fitness for duty training and plant events.

Results:

There was one violation with two examples, two URIs**, four IFIs, and two NCVs,
identified. Also, the residents expressed a concern regarding two recent
events that resulted from operators'nattention to detail and the fai lure to-
maintain communications during EDG runs which was a contributing factor in one
of the events.

e " Unresolved Items are matters about which more information is required to
determine whether they are acceptable or may involve violations or deviations.
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50-250,251/89-52-01, IFI. Excessive acceptable leak rate through fire
protection-PIV. (Paragraph 2)

50-250,251/89-52-02, IFI. Modify procedures to ensure personnel notified
of site evacuation alarm and evacuation has occurred. (Paragraph 7)

50-250,251/89-52-03, IFI. Verification of tygon tubing indication for
BAST level indicator channel check. (Paragraph 7)

50-250,251/89-52-04, IFI. Initiation of PM requirements to prevent lint
accumulation in laundry room. (Paragraph 9)

50-250,251/89-52-05, Violation, two examples. Failure to follow
procedures resulting in inadvertent release of liquid waste from the B. MT

(paragraph 9) and failure to follow procedure resulting in the B EDG speed
droop not being adjusted during a Surveillance Test. (Paragraph 5)

50-250,251/89-52-06, NCV. Failure to maintain RCP seal injection throttle
valve closed resulting in an inadvertent 'increase in RCS level while in
Mode 5. (Paragraph 3)

50-250,251/89-52-07, NCV. Failure to incorporate required testing into
plant procedures for ICW isolation valves 4-4882 and 4-4883 to TPCW heat
exchangers. .(Paragraph 3)

50-250,251/89-52-08, URI ~ Followup on investigation of NCR 86-421 being
closed without required actions being completed. (Paragraph 4)

50-250,251/89-52-09, URI. Followup on licensee's corrective actions
regarding failure to establish TS required fire watch in time following
Auxiliary Building evacuation. (Paragraph 9)





REPORT DETAILS

Persons Contacted

Licensee Employees

T. Abbati el 1 o, equal i ty Assurance, Supervi sor
J. W. Anderson, guality Assurance Supervisor
J. Arias, Technical Assistant to Plant Manager

"L. W. Bladow, equality Assurance Superintendent
R. M. Brown, Health Physics Supervisor
J. E. Cross, Plant Manager - Nuclear
R. J. Earl, guality Control Supervisor
T. A. Finn, Assistant Operations Superintendent
S. M. Franzone, Lead Engineer
S. T. Hale, Engineering Project Supervisor

*K. N. Harris, Vice President
G. Heisterman, Electrical Assistant Superintendent

*RE J. Gianfrencesco, Assistant Maintenance Superintendent
~V. A. Kaminskas, Technical Department Supervisor
J. AD Labarraque, Senior Technical Advisor
G. Marsh, Reactor Engineering Supervisor

*R. G. Mende, Operations Supervisor
"L. W. Pearce, Operations Superintendent

D. Powell, Regulatory and Compliance Supervisor
K. Remington, System Performance Supervisor
G. M. Smith, Service Manager - Nuclear
F. H. Southworth, Assi stant to Site Vice President
R. N. Steinke, Chemistry Supervisor
J. CD Strong, Mechanical Department Supervisor

"G. S. Warriner, guality Control, Supervisor
M. B. Wayland, Maintenance Superintendent
J. D. Webb, Assistant Superintendent, Planning and Scheduling

Other licensee employees contacted included construction craftsman,
engineers, technicians, operators, mechanics, and electricians.

*Attended exit interview on December '22, 1989.

Note: An Alphabetical Tabulation of acronyms used in this report is
listed in paragraph 11.

Followup on Items of Noncompliance (92702)

A review was conducted of the following noncompliances to assure that
corrective actions were adequately implemented and resulted in conformance
with regulatory requirements. 'erification of corrective action was

achieved through record reviews, observation and discussions with licensee
personnel. Licensee correspondence was evaluated to ensure that the
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'responses were timely and that corrective actions were implemented within
. the time periods specified in the reply.

(Closed) Deviation 50-250,251/88-36-02. Failure to have a test program as
required by the FSAR to demonstrate conformance to design and system
readiness requirements for the Fire Protection System. On October 29,
1988, an event occurred where a portion of the fire main could not be
isolated due to leaking PIVs. This condition resulted in both fire pumps
being declared OOS. The licensee in response to this event issued
Surveillance Procedure OSP-016.30, Fire Main Post Indicator Valve Leak
Test and System Flush, dated June 29, 1989. The inspector reviewed the
procedure and found the licensee's method for determining PIV leakage to
be acceptable for those leak rates less than 50 gpm. The basis for the
maximum allowable leakage rates for the specific fire main isolation
valves identified in Enclosure 1 of the procedure, were established
through the use of a computer model. The computer model evaluates the
various sprinkler system demands, hose stream flow, and pressure require-
ments, flow paths, fire pump flow and pressure requirements and then
calculates the remaining system flow which could be lost due to system
leakage without the fire suppression (water) system being declared
inoperable. The inspector reviewed the computer model calculation results
for PIV-23 and PIV-33, and found the results to be reasonable, based on
fire suppression system water flow demands in the event that a fire were
to occur concurrent wi,th a pipe break requiring PIV-23 or PIV-33 to be
isolated. The inspector in reviewing, O-OSP-016.38, found the five gallon
bucket and stop watch leak rate measuring method f'r leak rates less than
50 gpm to be feasible. However, for leak rates in excess of 50 gpm this

, method could not be easily implemented. For example, PIV-33 has a leak
rate of 590 gpm, this would require 118 five gallon 'buckets of water to be
collected in a one minute time frame. In response to this concern the .

licensee initiated a request for -procedure review and provided a draft
revision of procedure O-OSP-016.30 to the inspector for review. The
licensee draft'rocedure includes provision for calculating flows in
excess of 50 gpm using data gained by Pitot Tube Flow measurements. The
inspector agrees that the l.icensee through the implementation of this
revised draft test procedure can demonstrate system design conformance.
This item is closed. However, the inspector is still concerned that with
established acceptable leak rates in excess of the Jockey Pump Capacity
and with a pipe break in the underground fire main, both fire pumps may
still have to be placed OOS in order to facilitate repairs. This is
identified as IFI 50-250,251/89-52-01, exce'ssive design acceptable leakage
rates through PIVs may require total fire suppression system to be placed .

OOS to facilitate repairs in the event of fire main pipe break.

(Closed) Violation 50-250,251/88-21-01. Concerning the Failure to Follow
Procedure to Place Transfer Switches on Channel IV for Steam Generator "B"
Testing. In order to prevent recurrence, the licensee modified procedures
of this nature during which incorrect channel selection could place the
unit in a transient to have the channel selections independently verified





by a qualified operator. In addition, identification labeling of the
subject equipment was modified to reflect the protection channel numbers.
This item and LER 50-251/88-10, (discussed in paragraph 4) are closed.

(Closed) Violation 50-250,251/89-12-03. Failure to fol low procedur es

resulting in valve 201B being open and draining RCS water to the
containment sump. The licensee, in response to this violation, performed
a review of procedure AP-0103.4, In Plant Equipment Clearance Orders, to
determine procedure adequacy with respect to vent and drain hose install-
ation and vent/drain valve manipulations. In order to prevent recurrence,
the licensee revised procedures 3/4-0P-41.8, Filling and Venting The
Reactor Coolant System and 3/4-OSP-041. 1, Reactor Coolant System Leak Rate
Calculation. Procedure 3/4-OSP-041. 1, was revised to incorporate the
requirement to visually inspect RCS vent and drain valves'ith hoses
connected to assure no leakage is occurring. In addition, the inspector
verified that procedure 3/4-0P-41.8 was revised to require that whenever
RCS 'filling and venting operations are occurring that one containment
sump pump and one channel of sump level indication be operable. The
inspector found the licensee's actions in response to this violation, to be
satisfactory. This item is closed.

(Closed) Violation 50-250,251/89-18-01. Fai lure to fol low procedure
resulting in the inadvertent actuation of Train A Safeguards. The
licensee, in response to this violation, placed warning signs inside the
safeguard racks of both units and at the power supply breakers to these
racks. The warning signs inside the safeguard racks state that installing
fuses FU4 or FU3 may result in an SI being generated. This sign also
references that procedure 3/4-0NOP-049, Re-energizing Safeguards Racks
After Loss of Single Power Supply, should be utilized when installing
these fuses. The sign at the power supply breakers identifies to the
operator that closing these breakers can also result in an SI signal. In
addition, the licensee revised the standard clearance, for this activity in
the plant clearance network to require that procedure 3/4-ONOP-049 is to
be used when releasing clearances associated with the safeguards racks.
The inspector found the licensee's corrective actions associated with this
event to be satisfactory. This item is closed.

Followup on Inspector Followup Item(s), Inspection and Enforcement
Information Notice( s), IE Bulletin( s) (information only), IE Circular(s),
and NRC Request(s) (92701).

(Closed) URI 50-250,251/88-11-01. Evaluate Licensee's Method of Testing
Check Valves to Meet the Requirements of ASME Code Section XI. The
inspector reviewed OP-0209. 1, Valve Exercising Procedure, dated May 17,
1989, to determine, that LHSI pressure boundary isolation check valves,
4-876A, B, and C, are included in their Valve Exercising Program. These
valves are classified as valves which cannot be exercised during plant
.operations and have been included in Appendix B to OP-0209 ' as valve





which are required to be exercised full open whenever a unit is in Cold
Shutdown. The inspector also verified that the licensee had developed a

method for determining the flow split between v'alves 4-876B and C, and
incorporated the method into the procedure. The licensee's corrective
actions and code test requirements associated with check .valves is
consistent with the requirements of ASME Boiler Pressure Code, Section XI,
Division I, Subsection IWV, 1980 Edition through Winter 1981 Addenda;
IWV-3520, Tests for Check Valves. This item is closed.

(Closed) URI 50-250,251/89-12-02. This item concerned RCP seal injection
throttle valve 4-297A being opened contrary to GOP 4-305, Hot Standby to

. Cold Shutdown. This resulted in an increase in the reactor, drain down
water level with Unit 4 in Mode 5. Investigation revealed that work
needed to be done on 4-297A during the outage'herefore, the clearance
boundary was modified and the tag on 4-279A was removed to allow the work
to be done. When the maintenance was completed, the clearance was
released prior to re-tagging and reclosing 4-279A allowing water from the
CVCS to enter the RCS through the RCP. The Unit 4 RCO noted the increase
in level and promptly identified the source of inleakage. Valve 4-279A
was closed and tagged as required. The fai lure to reclose and tag 4-279A,
as specified by GOP 4-305, after maintenance was completed constitutes a

violation of TS 6.8. 1. However, this violation meets the criteria
specified in 10 CFR 2, Appendix C, Section V.A,'herefore, no notice of
violation will be issued. The licensee was in the process of and is
continuing to'eview the equipment clearance procedure and training of
personnel to prevent recurrences.'his item is closed and will be tracked
as NCV 50-250,251/89-52-06.

(Cl osed) URI 50-250,251/89-24-03. Resoluti on of Document Contr ol
Discrepancies. During the same time frame the document control
discrepancies, noted in NRC IR 89-24 were identified, the licensee was
conducting a QA Audit in the same area. The inspector reviewed the
results of QA Audit Report QA-O-PTN-89-988, dated May 23, 1989, which
covered the audit conducted on May 11, 1989 thru May 22, 1989, in the area
of Document Control. Based on the inspectors review, the scope of the
document discrepancies identified by NRC IR 50-250,251/89-24 were included
in the findings of the licensee's audit report. The inspector reviewed
the response to the audit report and QI-6-PTN-1, Document Control, dated
August 17, 1989, and AP 0190.86, Document Control, dated October 27, 1988.
The inspector found response to this audit report to be satisfactory and
the scope of the QI was consistent wi,th the scope of the AP governing
document control. This item is closed.

(Closed) IFI 50-250,251/88-30-06. Corrective Actions to Prevent EDG

Overload From ICW Pump Auto Start During'ccident Conditions. The

licensee implemented PC/M 88-393, ICW Overcurrent Trip, which modified the
control circuits of the ICW pumps to defeat the overcurrent trip
auto-start interlocks between the pumps. This modification, as

implemented, prevents the train "B" EDG from potentially being overloaded



during a DBA concurrent with a loss of off-site power. The inspector
reviewed the PC/M and verified this modification was completed on
November 17, 1988. This item is closed.

(Closed) IFI 50-250,251/88-39-02. Resolution of Root Cause for Unlanded
Spade Connection in the EDG Control Panel. The. licensee, under PWO 5390,
ER69 relanded a pair of wires to the ES 200 RPM relay and the EZ 40 RPM

relay. The cause of this condition was attributed to the routing and
pulling of cable B4B0698P inside the control panel. During the
installation of this cable, the cable rubbed up against the affected
stake-on push type lugs, causing these wire connections to become loose.
The inspector agrees this was the most probable cause for this condition.
This item is closed.

(Closed) IFI 50-250,251/88-40-03. Followup on Licensee's Determination of
the Cause For Leakage Through Seal Table Conduit at J7 and J12. The
licensee had Westinghouse perform a failure analysis on the Unit 3 leaking
conduit guide tubes. The inspector reviewed the Westinghouse Analysis
WCAP-12146, dated March 13, 1989. The analysis concluded that the type of
cracking observed is indicative of transgranular stress corrosion
cracking. In addition, the analysis identified that the localized pitting
on the shoulder and socket outside diameter. surfaces is indicative of
attack from a corrodant such as chlorides. The metallographic analysis of
the fracture face and the crack tip region revealed chlorides were
present. This chloride contamination,'long with the subject tubes being
wetted from the leaks observed on the swage lock fittings., coupled with
the stresses from the RCS service pressure and from the cold worked
microstructure promoted this transgranular stress corrosion cracking
failure. The cracks propagated from this outside diameter surface in the
shoulder and socket region to the. inside diameter. The inspector agrees
with the results of the licensee's analysis. This item is closed.

(Closed) URI 50-250,251/89-45-05. This item concerned the failure to
perform quarterly IST for ICW isolation valves 4-4882 and 4-4883 to the
TPCW heat exchangers. The cause of this event was determined to be
personnel error. AP 0190. 15, Plant Changes and Modifications (PC/M),
Figure J, System Acceptance Turnover Sheet, required the PUP coordinator
to list all procedures not required for system acceptance/turnover, but,
required revision. This section .was marked N/A by the PUP coordinator.
The need to revise OP 209. 1, Valve Exercising Procedure, was identified by
PUP on October 26, 1988 'n June 27, 1989, a Request for Procedure Review
was initiated by PUP group to revise OP 209. 1. However, during the review.
process, comments concerning test frequencies were not resolved at the
reviewer level. This was not elevated to higher levels of management.
Therefore, the testing was not done prior to the due date of August 1,
1989. The failure to perform the ASME, Section XI, testing of valves
4-4882 and 4-4883, constitutes a violation of TS 4.0.3. The inspectors
determined this violation met the criteria specified in 10 CFR 2,
Appendix C, Section G. l. for a Licensee Identified NCV. The basis for the



determination was as follows: (a) the licensee identified the 'violation,
(b) the violation was classified as Severity Level IV, (c) the event was
reported to the NRC via LER 50-251/89-13, (d) the licensee initiated
corrective " actions which included adding the valves to OP 0209. 1 on
October 24, 1989, counseling the personnel involved and .initiating a

review of procedures requiring revision for PC/Ms to identify any other
needed procedure changes, (e) the violation,was not willful and,it could
not have been prevented by corrective actions for,a previous violation.
The inspectors. mentioned in IR 50-250,251/89-45, other recent examples of
failure to incorporate design requirements into plant procedures. The
root causes for those events was inadequate administrative controls, where
in thi s case, the administrative controls were adequate but were not
implemented. Therefore, the corrective actions for the, previous
violations would not have prevented this occurrence. URI
50-250,251/89-45-05 is closed and this item will be tracked as NCV

50-250,251/89-52-07.

(Closed) IFI 50-250,251/89-12-01. Possible Improper Oil Level in the AFW

Governor. The licensee, in response to this item, revised the PWO

guidance associated with checking the oil levels in the AFW governors.
The guidance presently utilized provides a definition with regard to
normal levels under standby and operating conditions. The inspector
reviewed PWO 69-8207, 69-7458, and 69-7459 and verified this revised
guidance was being properly incorporated in the PWO work descriptions.'n
addition, the licensee incorporated caution notes into the AFW

surveillance procedures with regard to the actions to be taken if the oil
level in the governor is not within its normal level range. The inspector
reviewed 3-OSP-075. 1, and 4-OSP-075. 1, both dated July ll, 1989, and
verified this guidance was properly incorporated into these procedures.
The inspector found the licensee's corrective actions to be satisfactory.

. This item is closed.

(Closed) IFI 50-250,251/89-18-03. Recurrence of Voids in the RCS ~ The
licensee performed an investigation of the sudden pressurizer level
decreases which occurred on„January 25, 1989, and March 9, 1989, while the
reactor was in Mode 5, depressurized and vented. The inspector reviewed
the results of the licensee's investigation. This investigation
determined that a gradual increase in pressurizer level occurred prior to
each event along with a subsequent pressurizer level decrease of
approximately 2.4%. The licensee determined this condition is indicative
of dissolved gas being released into the reactor vessel and forming a void
in the reactor head area. The gas formation in the head area is caused by.
the nitrogen cover gas on the VCT being entrained by the charging flow and

being released when the flow velocity and pressure decreases in the
, reactor. The licensee's investigation also determined that nitrogen
venting of the reactor head area is restricted by the resistance of the
head vent orifice and the loop seal which is incorporated in the head vent
system design configuration. Based on this investigation it can be

concluded that the increase in pressurizer level is a result of gas void



formation in the reactor head area and the sudden drop in pressurizer
level can be attributed to sudden venting of collected gas in the reactor
head area. The licensee based on the results of their investigation
revised procedures 3/4-0P-041.7, Draining The Reactor Coolant System, and
attachment to 3/4-OSP-201. 1, RCO Daily Logs. The inspector reviewed
procedures 3/4-0P-041.7, dated June 29, 1989, and 3/4-OSP-201. 1,
Attachment 7, dated June 29, 1989, and determined the investigation
recommendations associated with establishing and maintaining a reactor
head vent path had been incorporated. In addition, the inspector has
determined the corrective actions are satisfactory and reactor vessel
level perturbations under similar operating conditions which were present
on January 25 and March 9, 1989, should be reduced as a result of 'these=-

actions. This item is closed,

Onsite Followup and In-Office Review of Written Reports of Nonroutine
Events and 10 CFR Part 21 reviews (92700/90712/90713)

The Licensee Event Reports and/or 10 CFR Part 21 Reports discussed below
were reviewed and closed. The inspectors verified that reporting
requirements had been met, root cause analysis was performed, corrective
actions appeared appropriate, and generic applicability had been
considered. Additionally, the inspectors verified that the licensee had
reviewed each event, corrective actions were implemented, responsibility
for corrective actions not ful.ly completed was clearly assigned, safety
questions had been evaluated and resolved, and violations of regulations
or TS conditions had been identified. When applicable, the criteria of
10 CFR 2, Appendix C, were applied.

(Closed) 50-250,251/P2186-03. This deficiency involved damage to lead
wire insulation for Limitorque MOVs DC Motors manufactured by Peerless-
Winsmith. The failure mechanism was attributed to insulation damage due
to bending during field installation and setup. FPL experienced a failure
of a Peerless — Winsmith DC motor on Unit 3 AFW Steam Supply MOV-3-1403,
in December 1986. Root cause analysis determined the lead wire failures
were due to mechanical damage during packaging, shipping, or installation.
The licensee performed inspections and testing of all the subject DC

motors which indicated no damaged lead Hires. NCR 86-421 was written to
address this problem. Engineering resolution required the plant to
replace MOV-3-1403 with a qualified motor and to return any spare motors
to the vendor for lead wire sleeving. The licensee identified two spare
motors with suspect serial numbers. One spare motor was in the Electrical
(}C locker and the other spare motor was located in the nuclear warehouse.
The NCR was closed out due to MOV-3-1403 being replaced and the spare



motors being returned to the vendor for electrical lead replacement. The
~ inspectors verified that MOV-3-1403'as replaced by reviewing the

completed work order and performing a field „walkdown. The inspectors
could not verify the spare motors were returned to the vendor. The
licensee determined that this task was not completed contrary to the NCR

disposition. One spare motor was still in the nuclear warehouse, without
any gC hold tags to prevent field installation. The licensee was
investigating how the NCR was closed without all of the required actions
completed. The inspectors will'ollowup on this investigation. This item
will be tracked as URI 50-250,251/89-52-08.

(Closed) 50-250,251/P2185-02. Concerning a defect in TEC Model 914-1,
Acoustic Valve Flow Monitor Modules. A Safety Evaluation was conducted by
the licensee .and documented in JPE-L-85-42, dated January 15, 1986. The
evaluation concluded the concern was not a substantial safety hazard. The
inspectors reviewed the SE and O-PMI-041.5, RCS Safety Valve, Position
Indicator Instrumentation Channel S-6303 Calibration which performs, the
calibration and functional testing of this system. This item is closed.

(Closed) LER 50-251/88-10. Concerning the Failure to Follow Procedure to
Place Transfer Switches on Channel IV for Steam Generator "8" Testing.=
This issue is discussed and closed in paragraph 2, Violation
50-251/88-21-01. Thi s i tern i s closed.

Monthly Surveillance Observations (61726)

The inspectors observed TS requi red surveillance testing and verified:
The test procedure conformed to the requirements of the TS, testing was
performed in -accordance with adequate procedures, test instrumentation was
calibrated, limiting conditions for operation were met, test results met
acceptance criteria requirements and were reviewed by personnel other than
the individual directing the test, deficiencies were identified, as
appropriate, and were properly reviewed and resolved by management
personnel and system restoration was adequate. For completed tests, the
inspectors verified testing frequencies were met and tests were performed
by qualified individuals.

The inspectors witnessed/reviewed portions of the following test
activities:

3-0SP-050.2 Residual Heat Removal Pump Inservice Test.

3-SMI-04. 16 Tavg and Delta - T Protection Channel T-3-412,
T-3-422, and T-3-432 Analog Test.

O-OSP-074.3 Standby Steam Generator Feedwater Pumps
Availability Test.

O-OSP-023.1 Diesel Generator Operability Test.





On December 21, 1989, the operators tested the B EDG in accordance with
0-OSP-023. 1, Diesel Generator Operability Test, dated June 22, 1989. The
inspectors noted the speed droop setting on the EDG governor was set at
zero. Step 7.2.21 of the procedure required the operator to set the
governor speed droop control to 30 on the droop scale. The NPO notified
the Unit 3 RCO and the droop was set at 30 as required. While setting the
droop, the EDG load decreased to 900 KW which invalidated the test. The
licensee decided to run the EDG for one hour as recommended by the
manufacturer'. After the engine was shut .down, the operability test was
performed successfully. The failure to set the speed droop as required by
0-OSP-023. 1, constitutes a violation of TS 6.8. 1. This is the second
instance of operators inattention to detail this inspection period, with
the first being the release of the incorrect liquid waste tank. This item
is discussed in paragraph 9. The inspectors also noted that constant
communications were not established during'his test. Good communication,
between the RCO and NPO could have prevented this problem from occurring.
The licensee is considering using the Alternate Shutdown Communications
headsets in the future. This violation is the -second example of
50-250,251/89.-52-05.

6. Monthly Maintenance Observations (62703)

Station maintenance activities of safety related 'systems and components
were observed and reviewed to ascertain that they were conducted in
accordance with approved procedures, regulatory guides, industry codes and
standards, and in conformance with TS.

The following items were considered during this review, as appropriate:
LCOs were met while components or systems were removed from service;
approvals were obtained prior to initiating work; activities were
accomplished using approved procedures and were inspected as applicable;
procedures used were adequate to control the activity; troubleshooting
activities were controlled and repair records accurately reflected the
maintenance performed; functional testing and/or calibrations were
performed prior to returning components or systems to service; gC records
were maintained; activities were accompli shed by qualified personnel
parts and materials used were properly certified; radiological controls
were properly implemented; gC hold points were established and observed
where required; fire prevention controls were implemented; outside
contractor force activities were controlled in accordance with the
approved gA program; and housekeeping was actively pursued.

The inspectors witnessed/reviewed portions of the following maintenance
activities in progress:

Repair of 4-942Y cracked weld.
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Troubleshooting Unit 4 Containment Personnel Hatch Interlocks.

Repair of Unit 4 Main Condenser Tube Leak.

Troubleshooting 3A HHSI pump breaker.

Replacing prop spring in the 3A HHSI pump breaker.

On December 7, 1989, the licensee identified a cracked weld on the branch
connection to drain valve 4-942Y in the safety injection system. This
section of piping provides a minimum recirculation flowpath for the CSPs

for pump testing and to protect the pump in the event the pump discharge
valve failed to open upon starting the. pump. The license'e performed an

engineering assessment of operability to allow isolation of the
recirculation flowpath to facilitate repair of the cracked weld. The
repaired weld wa's tested satisfactorily and the system was returned to
normal configuration on December 12, 1989.

No violations or deviations were identified in the areas inspected.

7. Operational Safety Verification (71707)

By observatio'n and direct interviews, verification was made that the
physical security plan was being implemented.

Plant housekee in /cleanliness conditions and implementation ofp g
radiological controls were observed.

Tours of the intake structure and diesel, auxiliary, control and turbine
buildings were conducted to observe plant equipment conditions including
potential fire hazards, fluid leaks and excessive vibrations.

The inspectors walked down accessible portions of the following safety
related systems to verify operability and proper valve/switch alignment:

The inspectors observed control room operations, reviewed applicable logs,
conducted discussions with control room operators, observed shift
turnover s and confirmed operability of instrumentation. The inspectors
verified the operability of selected emergency systems, verified that
maintenance work orders had been submitted as required and that followup
and prioritization of work was accomplished.. The inspectors reviewed
tagout records, verified compliance with TS LCOs and verified the return
to service of affected components.

A and B EDGs
Control Room Vertical Panels and Safeguards Racks
ICW Structure
4160 Volt Buses and 480 Volt Load and MCCs

Unit 3 and 4 Feedwater Platforms
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Unit 3 and 4 Condensate Storage Tank Area
AFW Area
Unit 3 and 4 Main Steam Platforms
Aux i l i a ry - Bui 1 di ng

The inspectors reviewed the licensee's test of the site evacuation alarm.
Procedure- 0-OSP-200. 1, Schedule of Plant Checks and Survei llances,
requires the noted test be conducted at 11:45 a.m. every Wednesday.
0-OSP-200. l.references procedure OP-0204.2, Periodic Tests, Checks and
Operating Evolution. Section 8.4.6 of OP 0204.2, lists the site
evacuation alarm lights to check to ensure proper light operation. The
inspectors positioned themselves outside the protected area and near
personnel trailers and the construction tool room to determine if the site
evacuation alarm was audible. The alarm was barely audible in some
locations and inaudible at other locations. The inspectors reviewed the
security procedure SFI 6307, Emergency Procedures — Security Force
Requirements, and although Security makes a sweep of the general area
following the initiation of. a site evacuation alarm, there is no specific
guidance to do a .detailed building by building check to ensure personnel
have evacuated the area. The licensee committed to revise security
procedures to ensure that all personnel in the area are aware of any site
area emergency or general emergency declaration and/or a site evacuation
alarm. Also, following any site evacuation alarm, a sweep of the -area

(building by building) will be accomplished to ensure all personnel have
evacuated as necessary. The modification of procedures to accomplish the
notification of personnel of any site emergency and/or site evacuation
will be IFI 50-250,251/89-52-02. Other specific areas such as the Scout
Camps, Air Force Sea Survival Training School, recreation areas, boat
ramps, and the cooling canal system are specifically addressed in
EPIP 20110, Criteria For and Conduct of Owner Controlled Area Evacuation,
and are accomplished by detailed security procedures.

The inspectors noted a concern regarding the use of a level hose on the
BAST. The licensee'ses these level hoses to perform the weekly channel
check required by TS 4. 1. 1, item 14. These hoses are connected to the
drain line at the bottom of each tank and are routed up the side of the
tank where tape marks are provided indicating percent level for the tanks.
The channel check is performed in accordance with OP 0204.2, Periodic
Tests, Checks, and Operating Evolutions. The procedure directed the
operator to compare the control room tank level indication with the local
indication. The operator may use the level hose if the ultrasonic level
indicator is inoperable. The operators had been using the level hose due .

to the ultrasonic indicators not working properly for some time. The
acceptance criteria was 10:o'f span between indicators (685 gallons). The
inspectors questioned how the temporary level indicators were installed.
Drawing 5610-T-E-4505, sheet 5, revision 5, contained a note mentioning
the tygon tubing used for local level indication. The tubing note was-

added to the drawing in 1983 during an as-built walkdown. Investigation
by the licensee could not find any engineering documents that approved the
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use of the tygon tubing for level indication. The licensee indicated that
the tank markings would be verified and the temporary level indicators
will be controlled via the TSA process. The licensee plans to repair the
ultrasonic level indicators during the next outage with vendor assistance.
The inspectors will followup the licensee's actions to verify the accuracy
of the tank markings and the control of the temporary installation. This
item will be tracked as IFI 50-250,251/89-52-03.

No violations or deviations were identified in the areas inspected.

Licensee Fitness for Duty Training (TI 2515/104)

The resident inspectors attended one licensee initial training session for
supervisors which was approximately 8 hours in duration, one. training
session for general employees which was approximately 2 hours in duration
and one followup training session for supervisors which was approximately
2 hours in duration. The licensee's supervisory and/or general employee
training sessions also qualify personnel for escort duties. Copies of the
licensee's FFD program for the Nuclear Energy Department were used as the
basis for the training session with the stipulation the FFD program was
still under Corporate Nanagement review and minor changes could occur
since the FFD program is to be implemented on January 3, 1990. Personnel
are to be notified of any changes made to the FFD program subsequent to
the training. Also discussed was the EAP and when, in general, an .

employee becomes ineligible for the EAP. An experienced policeman,
associated with a Vice/Narcotics strike force, supplemented the FPL

instructors and was very effective in making employees aware of the need
for an FFD program.

No deviations or violations were identified.

Plant Events (93702)

The following plant events were reviewed to determine facility status and
the need for further followup action. Plant parameters were evaluated
during transient response. The significance of the event was evaluated
along with the performance of the appropriate safety systems and the
actions taken by the licensee. The inspectors verified that required
notifications were made to the NRC ~ Evaluations were performed relative
to the need for additional NRC response to the event. Additionally, the
following issues were examined, as appropriate:. Details regarding the
cause of the event; event chronology; safety system performance; licensee
compliance with approved procedures; radiological consequences, if any;
and proposed corrective actions.

On December 2, 1989, with Units 3 an'd 4 operating at 100% power, the
Unit 4 RCO attempted to fill the cold leg SI accumulators using-the 4A HHSI

pump. The RCO noted that motor amps went to zero approximately one second
after starting. The pump was declared OOS and a work request was
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initiated for electrical maintenance. Investigation by electrical
maintenance revealed a broken prop spring on the 4KV breaker. The spring
was replaced and the pump returned to service on December 3, 1989. The
licensee'ent the broken prop spring to a metallurgical expert for failure
analysis. The licensee believes that fatigue was the failure mechanism.
The breakers for the HHSI pumps had experienced a high number of cycles
compared to the other 4KV breakers, therefore, the licensee decided to
replace the prop springs for the other three HHSI pump breakers. These
breakers are General Electric Magna Blast breakers. GE recommended that a

modification to the breakers be done to add a second prop spring. GE

indicated this was not a requirement but only a recommendation, therefore,
continued operation with only one prop spring was acceptable. The
licensee was considering implementing this modification during an outage
of sufficient length.

On December 10, 1989, at 2:45 a.m., with Unit 4 at 100% power, a unit load
reduction was commenced due to a main condenser tube leak. Load was

'educedto approximately 20% and the ruptured tube and six adjacent tubes
were plugged. The unit returned to 100% power at 4:00 a.m., on

December 13, 1989.

On December 14, 1989, with Unit 3 at 100% power, the 3C ICW pump failed to
start. Investigation of the pump breaker revealed the white light was out
and the charging springs were discharged which indicated DC charging power
was not available. The licensee identified that the cause was that closing
fuses were not fully engaged. The fuses were engaged and the pump was

cycled successfully and returned to service later that day. The licensee
checked the fuses for,. t'e other 4KV breakers and no problems were
identified.

On December 15, 1989, at 6:01 a.m., with Unit 3 at 100% power, the NPO was

in the process of hanging a clearance on the 3A=- HHSI pump 4160 volt
breaker 3AA13, when the 3A HHSI pump inadvertently started. The Unit 3

RCO noted the 3A HHSI pump red run light was lit and notified the PS-N.

Normal plant conditions were verified and since RCS pressures were normal,'o SI flow to the reactor vessel occurred. The 3A HHSI pump was secured
from the control room at 6:08 a.m. The 3A HHSI pump was placed in pull to
lock with the breaker closing fuses removed and a caution tag hung stating
to keep the 3A HHSI pump in pull to lock until electrical department
completes troubleshooting and repair. The licensee notified the NRC of a

significant event per 10 CFR 50.72(b)(2)(ii) at 6:53 a.m. Subsequent
investigation has led the licensee to conclude the NPO inadvertently
contacted the manual close button on breaker 3AA13 while removing the
control power fuses inside the breaker cubicle for the clearance.

On December'5, 1989, at 1:47 p.m., a fire was reported in the laundry
room in the auxiliary building. The fire team was dispatched and the fire
extinguished at 1:50 p.m. The cause of the fire was an excessive
accumulation of lint on top of a dryer. The dryer was turned on and the
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heaters ignited the lint. The local breakers to the dryers were opened,
and cleaning of lint accumulation was initiated. The STA report'f this
event recommended that periodic inspection/cleaning of the dryers be
.initiated as a PM measure. The licensee's actions to 'prevent recurrence
will be followed up as IFI 50-250,251/89-52-04.

On December 18, 1989, at 2:55 a.m;, a SNPO notified the PS-N the B MT had
been inadvertently released rather than the B WMT as authorized by LRP

89-641. The MT capacity is 10,000 gallons versus a WMT capacity of 5,000
gallons. The SNPO had received the LRP and correctly logged that the
discharge was to"be from the B WMT. The SNPO then obtained procedure OP

5163.2, Waste Disposal System - Controlled Liquid Release to the
Circulating Water, and proceeded to follow Section 8. 1, Controlled Liquid
Release from Monitor Tanks, rather than Section 8.2, Controlled Liquid
Release from Waste Monitor Tanks (Radwaste Building). Investigation
showed the B MT had been sampled at 10:45 p.m., on December 17, 1989, and
the PS-N then requested that an LRP be prepared for the B MT. A

comparison of the B MT (LRP 642) versus the B WMT (LRP 641) gave the
following results:

B MT B WMT

Specific Activi ty
Specific Activity (after
dilution-non-gaseous)
Specific Activity (after
Dilution-'gaseous)
R-18 Background cpm
R-18 Setpoint cpm

6.351E-7
4.071E-10

9.705E-11

3.9K
8.9K

1.057E-5
6.776E-9

1.404E-6

4.2K
10K

TS 6.8. 1 requires that written procedures and administrative policies
shall be established, implemented and maintained that meet or exceed the
requirements and recommendations of Appendix A of USNRC Regulatory
Guide 1.33'nd Sections 5. 1 and 5.3 of ANSI N18.7-1972. Section 5. 1 of
ANSI N18.7-1972 requires that procedures be followed. Operating Procedure
5163.2, Waste Disposal System - Controlled Liquid Release to the
Circulating Water, Section 8.2, Controlled Liquid Release from Waste
Monitor Tanks (Radwaste Building), provides di rections for the release of
liquids from the WMT. Nuclear Chemistry procedure NC-44, Preparation of a

Liquid Release Permit, provides instructions for preparation of an LRP for
a controlled radioactive liquid discharge to the circulating water. On

December 18, 1989, a liquid release was performed per Section 8. 1,
Controlled Liquid Release from Monitor Tanks, of OP 5163.2, resulting in
the inadvertent release of the B MT liquid waste for which no LRP had been
issued. The inspectors determined that this release did not exceed NRC

requirements. Failure to follow procedure OP 5163.2 to release the B WMT

will be identified as the first example of violation 50-250,251/89-52-05.

On December 18, 1989 the licensee reported an Unusual Event in accordance
with Emergency Plan Implementing Procedure 20101, Duties of Emergency
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Coordinator, dated November 7, 1989, Category 20, Loss of Engineered
Safety Features/Fire Protection. The licensee determined that on
December 1, 1989, the hourly roving fire watch for the Auxiliary Building'as not performed at the 4:00 p.m. and 5:00 p.m. intervals. The Auxiliary
Building had been evacuated as a precautionary measure due to an alarm on
the plant gas vent monitor and an air sample. The roving fire watches,
which were in place to cover approximately 31 fire protection impairments,
did not resume until the 6:00 p.m. interval. TS 3. 14 required that a fire
watch patrol be established within one hour when fire detection
instrumentation is lost. The inspectors were evaluating this event at the
end of the inspection period and will followup on the licensee's
investigation and corrective actions. This item will be tracked as URI
50-250,251/89-52-09.

On December 19; 1989, at 2:29 p.m., feeder breaker 41406 on the 4F LC to
the 4E MCC tripped. This disabled'he Unit 4 intake screens and the
differential pressure started increasing. A load reduction was initiated
at 4:00 p.m. and power was reduced to 89%. Electrical maintenance
restored 'power to the 4E MCC and is initiating a clean up of the MCC to
prevent recurrence.

On December 19, 1989, at 5:45 p.m., the Unit 4 RCO reported high SG

conductivities with an upward trend. At 5:55 p.m., a load reduction was
initiated to reduce power to less than 50% to facilitate removing the
water boxes from service. = The 4B north, and 4B south water boxes were
initially removed from service but it was later determined the leak was
most likely from the 4A .water boxes. The 4B north and 4B south water
boxes were retur'ned to service. At 4:20 a.m., on December 20, 1989, a

load reduction to 30% was initiated. The licensee is currently trying to
identify the source of the leak.

10. Exit Interview (30703)

The inspection scope and findings were summarized during management .

interviews held throughout the reporting period with the Plant Manager—
Nuclear and selected members of his staff. An exit meeting was conducted
on December 22, 1989. The areas requiring management attention were
reviewed. No proprietary information was provided to the inspectors
during the reporting period. The inspectors had the following findings:

50-250,251/89-52-01, IFI. Excessive acceptable leak rate through fire
protection PIV. (Paragraph 2)

50-250,251/89-52-02, IFI. Modify procedures to,ensure personnel notified
of site evacuation alarm and evacuation has occurred. (Paragraph 7)

50-250,251/89-52-03, IFI. Verification of tygon tubing indication for
BAST level indicator channel check. (Paragraph 7)

50-250,251/89-52-04, IFI. Initiation of PM requirements to prevent lint
accumulation in laundry room. (Paragraph 9)
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50-250,251/89-52-05, "'Violation, two examples. Failure to follow
procedures resulting in inadvertent release of liquid waste from the B MT

(paragraph 9) and fai lure to follow procedure resulting in the B EDG speed
droop not being adjusted during Surveillance test. (Paragraph- 5)

50-250,251/89-52-06, NCV. Failure to maintain RCP seal injection
throttle valve closed resulting in an increase in RCS level while in
Mode 5. (Paragraph 3)

50-350,251/89-52-07, NCV. Failure to incorporate required testing into
plant procedures for ICW isolation valves 4-4882 and 4-4883 to TPCW heat
exchangers. (Paragraph 3)

50-250,251/89-52-08, URI. Followup on investigation of NCR 86-421 being
closed without required, actions being completed. .(Paragraph 4)

50-250,251/89-52-09, URI. Followup on licensee's corrective actions
regarding failure to establish TS required fire watch in time following
Auxiliary Building evacuation. (Paragraph 9)

Acronyms and Abbreviations

ADM
AFW
ANSI
AP
ASME
BAST
CFR

cpm
CSP
CVCS
DBA
EAP
EDG

EOF
EP IP
ES
FFD
FPL
FSAR
GE
GOP

gpm
HHSI
HP

HPN

ICW
IFI

Administrative
Auxiliary Feedwater
American National Standards Institute
Administrative Procedures
American Society of Mechanical Engineers
Boric Acid Storage Tank
Code of Federal Regulations
c'ount per minute
Containment Spray Pump
Chemical and Volume Control System
Design Basis Accident
Employee Assistance Program
Emergency Diesel Generator
Emergency Operations Facility
Emergency Plan Implementing Procedures
Engineered Safeguards
Fitness for Duty
Florida Power 8 Light
Final Safety Analysis Report
General Electric
General Operating Procedure
Gallons Per Minute
High Head Safety Injection
Health Physics
Health Physics Network
Intake Cooling Water
Inspector Followup Item
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IR
IST
LC

'CO
LER
LHSI
LRP
MCC

MOV

MP

MT

NCR

NCV
NPO

NRC

ONOP

OOS

OP

OSP

PC/M
PIV
PM

PMI
PS-N
PUP

PWO

QA
QC

QI
RCO

RCP

RCS

SE
SG

SI
SNPO

STA
Tavg
TPCW
TPNP
TS
TSA
URI
VCT
WMT

Inspection Report
Inservice Testing
Load Center
Limiting Condition for Operation
Licensee Event Report
Low Head Safety Injection
Liquid Release Permit
Motor Control Center
Motor Operated Valve
Maintenance Procedures
Monitor Tank
Non-conformance Report
Non-Cited Violation
Nuclear Plant Operator
Nuclear Regulatory Commission
Off Normal Operating Procedure
Out of Service
Operating Procedure
Operations Surveillance Procedure
Plant Change/Modification
Post Indicator Valve
Preventive Maintenance
Preventive Maintenance Instrumenta
Plant Supervisor Nuclear
Procedure Upgrade Program
Plant Work Order
Quality Assurance
Quality Control
Quality Instruction
Reactor Control Operator
Reactor Coolant Pump
Reactor Coolant System
Safety Evaluation
Steam Generator
Safety Injection
Senior Nuclear Plant Operator
Shift Technical Advisor
Temperature Average Reactor Coolan
Turbine Plant Cooling Water
Turkey Point Nuclear Plant
Technical Specification
Temporary System Alteration
Unresolved Item
Volume Control Tank
Waste Monitor, Tank

tion

t System
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