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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, and plant events.

Results:

Within the scope of this inspection, the inspectors determined that the
licensee continued to demonstrate satisfactory performance to ensure safe plant
operations. In addition, the licensee, through self-assessment, took prompt
action to correct the following non-cited violation:

Non-cited Violation 50-250,251/90-43-01. Inadequate procedure resulting
in the bumping of the lower internals package on a reactor cavity seal
ring assembly hold down clamp and in the increase of radiation fields in
the area (paragraph 9).
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REPORT DETAILS

Persons Contacted

Licensee Employees

T. V.
J. Ari
L. W.
T. A.
R. J.
S.- T.
K. N.
E. F.
R. G.

*M. P.
V. A.

*J. E.
J. A.
G. L.
R. G,

*L. W.
*T F
*D. R.
*K. L.
*R. E.

C. V.
G. M.

R. N.
J. C.
F, R.
M. B.
J. D.

*A. T.

Abbatiello, guality Assurance Supervisor
as, Jr., Technical Assistant to Vice President
Bladow, equality Manager
Finn, Assistant Operations Superintendent
Gianfrencesco, Assistant Maintenance Superintendent
Hale, Engineering Project Supervisor
Harris, Senior Vice President, Nuclear Operations
Hayes, Instrumentation and Controls Supervisor
Heisterman, Assistant Superintendent of Electrical Maintenance
Huba, Engineering
Kaminskas, Operations Superintendent
Knorr, Regulatory Compliance Super visor
Labarraque, Senior Technical Advisor
Marsh, Reactor Supervisor
Mende, Operations Supervisor
Pearce, Plant Manager, Nuclear
Plunkett, Site Vice President
Powell, Superintendent, Plant Licensing
Remington, System Performance Supervisor
Rose, Design Control Supervisor
Rossi, equality Assurance Supervisor
Smith, Service Manager, Nuclear
Steinke, Chemistry Supervisor
Strong, Mechanical Department Supervisor
Timmons, Site Security Superintendent
Wayland, Maintenance Superintendent
Webb, Assistant Superintendent Planning and Scheduling
Zielonka, Technical Department Supervisor

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

Resident Inspectors

+R. C. Butcher, Senior Resident Inspector
*G. A. Schnebli, Resident Inspector
*L. Trocine, Resident Inspector

* Attended exit interview on January 11, 1991

Note: An alphabetical tabulation of acronyms
listed in paragraph 12.

used in this report is



Plant Status

Unit 3 operated at 100% power through December 12, 1990, at which time the
unit was shut down for the planned dual unit= outage. The core was
off-loaded on December 29, 1990.

Unit 4 was shut down throughout this inspection period. for. the dual unit
outage. The core off-load was completed on December 12, 1990.

h

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

(Closed) YIO 50-250,251/90-09-01. Concerning two examples of failure to
follow procedures resulting in the inadvertent realignment of the control
room air ventilation system to the= recirculation mode and the spill of
approximately 2000 gallons of water in the auxiliary building. The
licensee responded- to this violation in letter L-90-231 dated June 27,
1990. The inspectors reviewed the corrective actions taken to prevent
recurrence and consider them to be adequate. This violation is closed.

Followup on Inspector Followup Items (92701)

(Closed) IFI 50-250,251/89-24-02. Followup on concerns identified with
the storage and control of hydrogen on site. The licensee has modified
their hydrogen storage facilities to ensure that hydrogen is no longer
located near safety-related equipment. A placard on the entr ance gate to
the RCA prohibits hydrogen except for bottles with trace amounts of
hydrogen for test purposes. Procedure 3-0SP-201.3, NPO Daily Logs,
Attachment 3, cautions that only one hydrogen trailer is to be allowed on
site at a time. The hydrogen trailer is tied in at a gas house which is
located outside the RCA, west of Unit 2 (fossil unit), and approximately
60 feet northwest of any Unit 3 components. Safety-related components are
located further away. Attachment 3 is completed once each shift. The
inspector considers this item complete.

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

The Licensee Event Reports and/or 10 CFR Part 21 Reports discussed below
were reviewed. the inspectors verified that reporting requirements had
been met, root cause analysis was performed, corrective'ctions appeared
appropr'iate, and generic applicability had been considered. Additionally,
the inspectors verified the licensee had reviewed each event, corrective
actions were implemented, responsibility for corrective actions not fully





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 Part 2, Appendix C,
w'ere applied.

(Closed) LER 50-250/90-19. Concerning entry into TS 3.0. 1 due to .

inoperable critical heat tracing circuits. This issue was previously
discussed in IR 50-250,251/90-31 and identified as IFI
50-250,251/90-31-01. Final closeout of this event will be accomplished
when closing out the IFI. This LER is closed.

(Closed) LER 50-250/90-21. Concerning operation of the CCM system in a

split header configuration longer than allowed by TS. This issue was

previously discussed in IR 50-250,251/90-36 and identified as NCV

50-250,251/90-36-04. This LER is closed.

(Closed) LER 50-250/90-22. Concerning a fire protection surveillance not
being performed within the allowed time interval. This issue was

previously discussed in IR 50-250,251/90-40 and identified as VIO
50-250,251/90-40-01. This LER is closed.

Monthly Surveillance Observations (61726)

The inspectors observed TS required 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 f'ollowing test
activities:

3-0SP-038.3, Auxiliary Hoist Operability Test.
3-0SP-038.7, Fuel Transfer System Operability Test.
O-OP-031, Black Start Diesel Operation (for black start
diesel No. 1).

The inspectors determined that the above testing activities were performed
in a satisfactory .manner and met the requirements of the TS. Violations
or deviations were not identified.

Monthly Maintenance Observations (62703)

Station maintenance activities of safety related systems and components

were observed and reviewed to ascertain they were conducted in accordance
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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 accomplished 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 Unit 3 N-31 source range instrumentation.
troubleshooting Unit 4 a'udio count rate drawer.
troubleshooting LT-3-6421, Unit 3 RCS draindown level indication
due to deviation from the level hose.

For those maintenance activities observed, the inspectors determined that
these activit'ies were conducted in a satisfactory manner and that the work
was properly performed in accordance with approved maintenance work
orders. Violations or deviations were not identified.

Operational Safety Verification (71707)

The inspectors observed control room operations, reviewed applicable logs,
conducted discussions with control room operators, observed shift
turnovers, and confirmed operability of instrumentation. The inspectors
verified proper valve/switch alignment of selected systems, verified
maintenance work orders had been submitted as required, and verified
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.

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

A

Plant housekeeping/cl eanl iness - condi tions and implementation of..
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. In
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addition, the inspectors walked down accessible portions of systems which
are currently required to be operable/functional in order to verify proper
valve/switch alignment.

The licensee conducted a safety evaluation ,to define the plant
configuration during the emergency power system enhancement project of'he
dual unit outage. Procedure TP-645, Defueled Operations Without Emergency
Diesel Generators, was issued to proceduralize the requirements determined
in the safety evaluation to be in effect from the time both units enter
the defueled condition and both EDGs are removed from service. Also,
portions of the revised TSs were to become effective when both units enter
the defueled condition. Unit 4 completed defueling at 10:50 a.m. on
December 12, 1990, and Unit 3 completed defueling at 5:00 a.m. on December
29, 1990. The A EDG was removed from service at 5:40 a.m. on January 2,
1991, and the B EDG was removed from,service at 5:50 a.m. on January 2,
1991.

The inspectors, as a result of routine plant tours and various operational
observations, determined that the general plant and system material
conditions were being satisfactorily maintained, that plant security
program was being effective, and that the overall performance of plant
operations was good. The inspectors verified that SFP cooling backup
systems were available and procedures for their implementation were
issued.

The inspectors also reviewed the licensee's RCS Reduce'd Inventory
Operation. On December 17, 1990, the licensee drained the Unit 3 reactor
vessel to slightly below the upper ID of the RCS hot leg while remaining
above mid-nozzle. Mid-nozzle is 6 feet 10-1/2 inches below the reactor
flange mating surface. The drain down was to allow the S6 U-tubes to
drain in preparation for the upcoming refueling outage. On December 13
and 14, 1990, the inspectors reviewed GL 88-17 and discussed the controls
and administrative procedures governing mid-loop operations with the
licensee. The short term requirements of the GL- are addressed in
3-0P-041.9, Reduced Inventory Operations, and 3-0SP-051.14, Reduced
Inventory Containment Penetration Alignment Verification.

a. General

The licensee completed its response to GL 88-17 expeditious actions
in licensee letter L-88-559, dated January 3, 1989, and subsequently
letter L-89-37, dated February 1, 1989, addressed additional prog'ram
enhancements. The inspectors reviewed the subject .responses for--
implementation by discussions with procedures and licensee actions.
Previous review of licensee preparations for mid-loop operations was
documented in IRs 50-250,251/89-27 and 50-250,251/90-09.

b. Containment Closure Capability

Procedure 3-0P-041.9 defines the required containment closure
criteria which is satisfied by satisfactory completion of

r
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3-0SP-051.14. Procedure 3-0SP-051.14 is required to be performed
prior to entry into a reduced inventory condition (when RCS level is
lower than 3 feet below the RV flange and irradiated fuel is in the
RV) and at least once per 7 days during reduced inventory operations.
Procedure 3-0P-041.9 contains provisions for administrative control
of containment penetrations required to remain open with the
requirement that closure within the allowable time be demonstrated
and verified acceptable by the PSN and STA. The closure criteria and
containment closure times meet the criteria specified in GL 88-17.

RCS Temperature Indication

The existing core exit thermocouples meet GL 88-17 requirements when
the reactor vessel head is located on top of the reactor vessel. The
core exit thermocouples do not currently provide an alarm function;
however, Turkey Point will evaluate the feasibility of providing this
function. — Two independent channels will'be monitored and recorded
every 15 minutes when operating in a reduced inventory condition.
The inspectors verified that these requirements are included in the
licensee's procedure. Procedure 3-0P-041.9, Steps 3.11, 3. 17, 4.14,
4. 15, 5.2.2.2, and Attachment 2 required logging of the temperatures.
The licensee is investigating adding an alarm function in the future.
The RCS temperature indication monitoring meets the criteria
specified in GL 88-17.

d. RCS Water Level Indication

e.

Turkey Point currently has two methods of RCS level indication. One
is a pressure transmitter which provides level indication to the
control room. The other is a tygon hose located inside containment
and vented to the pressurizer. Both indicator s are connected to the
RCS at the A loop intermediate leg drain. The licensee has developed
a correlation graph between indicated intermediate leg level and
actual hot leg level for use during reduced inventory conditions.
When in a reduced RCS inventory condition, the level transmitter will
be monitored and recorded every 15 minutes until alarm functions can
be provided. When alarm functions are provided, the level
transmitter will be monitored and recorded every hour. The licensee
will monitor the tygon hose and record the level every 15 minutes
when the RCS is in a reduced inventory condition. The operator
monitoring the tygon hose will be in. communication with and report
each reading to the control room. These requirements are included in
the licensee's Operating Procedure 3-0P-041.9, Steps 3.12, 3,13,
3.19, 4.2, 4.10, 4.14, 4.15, 5.1.1.3, 5.1.1.4, 5.1.2.3, 5.2.2.1,
5.2.2.2, and Attachment 2, which requires logging level indications.

RCS Perturbations

Procedure 3-0P-041.9 includes a general precaution in Step 4. 12 that
states: "When RCS water level is lower than 3 feet below the Reactor
Vessel Flange, all activities which may cause perturbation of the RCS
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water level, including the manipulation of systems that maintain the
RCS in a stable condition, should be prohibited."

In addition, Enclosure 1 to the procedure provides a list of
activities that are undesirable during reduced--inventory conditions
as they may cause RCS perturbation. Step 5.1.2.8 of the procedure
requires verification that these activities are not in progress or
will not cause perturbations prior to reducing RCS inventory.

f. RCS Inventory Addition

As a prerequisite to entering a reduced RCS inventory condition,
Procedure 3-OP-041;9, Step 3. 14, requires that at least one high
pressure safety'njection pump is available and capable of taking
suction from the RWST and providing injection to the hot and cold
legs. In addition, Step 3.15 requires that two charging pumps be
available and capable of taking suction from the RWST and providing
injection to the RCS. Step 4.8 states, that'guidance for operation of
these systems during loss of RHR're contained in existing off-normal
procedure, 3-0NOP-050, Loss of RHR. These requirements meet the
criteria of GL 88-17.

g. Nozzle Dams/Loop Stop Valves

Loop stop valves are not installed at this facility. At this time,
Turkey Point does -not use nozzle dams. However, Procedure 3-0P-41.9
requires that a vent path be provided whenever an opening of one
square inch or greater exists in the cold leg, the RCPs or the
intermediate leg. Until further analysis is performed, this vent
will consist of either the pressurizer manway, a steam generator hot
leg manway or a steam generator cold leg manway. These requirements
are contained in procedure Steps 4. 16 and 4.17. These provisions
meet the criteria of GL 88-17.

h. Contingency Plans to Repower Vital Busses

Procedure 3-0P-041.9, Step 3.18, requires EDGs A and B be operable.
This would provide emergency backup power to both emergency busses.,

Violations or deviations were not identified.

9, Plant Events (93702)

The following plant event was 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'long

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.

At approximately 6:00 a.m. on December 14, 1990, the lower internals .

package was removed from the Unit 4 reactor vessel in preparation for the
10-year inservice inspection of the reactor vessel. This job was
performed in accordance with MP 1407.19, Reactor Vessel - Removal of Lower
Internals. All stay times were based on a 10-rem/hour dose rate limit,
thereby making the stay times approximately 2 minutes and 15 seconds.
Prior to the actual lift, the water level in the refueling canal was
reduced 'from 57 to 55 feet in order to prevent wetting of the load cell
while connecting the lifting rig to the lower internals package. During
the lateral movement of the lower internals package across the refueling
cavity, the bottom of the lower internals package bumped a hold down clamp
on the reactor cavity seal ring assembly. Since radiation levels were
within expected levels, the lower internals package was moved back
slightly and then raised an additional 1 to l-l/2 feet to clear the
obstruction. However, by raising the lower internals package higher out
of the water than 'riginally anticipated, a portion of the highly
activated thermal shield was exposed. As a result, the radiation field
escalated to 70 rem/hour at contact, and the general area dose rates
increased to 10 rem/hour in and around the cavity. The HP technicians
made a decision to allow personnel to stay for an additional 45 seconds

„ and moved all personnel to the maximum distance 'to facilitate completion
of the job. Transverse motion of the lower internals package was
continued until it was over its stand, and then it was lowered into place.
The total movement required less than 3 minutes.

At completion of this evolution, it was .noted that the polar crane
operator, a signalman, and a spotter had pocket dosimeter readings that
were off scale (greater than 0.5 rem), but the dosimeter needles were
still visible. The TLDs for these individuals were subsequently analyzed,
and the maximum individual dose received during this event was 0.606 rem.
The dose margins for these individuals were adequate. The reactor cavity
seal ring assembly in the area of the interference was also subsequently
inspected for gross damage, and only slightly raised metal. on a 4 inch
area was noted. A detailed inspection of, the Unit 4 lower internals
package, reactor cavity seal ring assembly, and reactor vessel upper
inside radius was performed during a previously scheduled reactor
internals surface inspection conducted by Westinghouse, and no indications
of damage to the lower-internals package were noted.

This event resulted in the following two issues:

the contact of. the lower internals against a hold down clamp. on the
reactor cavity seal ring assembly and

the increase in radiation dose to the personnel performing the,
removal of the lower internals package.





The lower internals struck a cavity seal ring assembly hold down clamp
because HP 1407.19 did not have an accurate method to verify the vertical,lift needed to clear the highest obstruction on the refueling cavity
floor. At the time of this event, Step 9.43 of this procedure required
the operator to determine an approximated 6-inch minimum clearance between
the secondary core suppor t and the reactor vessel flange by viewing a 'TV
monitor.'he TV system was not calibrated to detect a 6 inch clearance
thereby forcing the operator to estimate when the required clearance was
achieved. At the time of this event, a redundant method of clearance
verification was not required. In addition, the reactor cavity seal ring
assembly had been modified, and no calculations had been made to determine
whether or not a 6-inch clearance over the reactor vessel flange was
sufficient to clear the highest obstacle.

The higher personnel dose was the result of the reduction of the water
level in the refueling canal in conjunction with the need to raise the
lower internals package higher than originally anticipated. Although
Step 4.6 of HP 1407. 19 required that care be taken to prevent damage to
the load cell during usage of the internals lifting rig, there were no
hold points or prerequisites in this procedure to require a 'specific
maximum water level for .attaching the .lifting rig to the lower internals
or for a specific minimum water level for allowing adequate clearance
between the bottom of the lower internals package and the highest
obstruction of the refueling- cavity floor without exposing the highly=
activated portions of the lower internals package and significantly
raising radiation fields in the area.

As a result of this event, a number of improvements were added to the
process prior to the, removal of the Unit 3 lower internals package. The
improvements included the. following revisions to HP 1407.19:

the addition of a redundant method for verifying the correct lift
height for the lower internals package to provide adequate clearance
(per the new procedure, the top of the nozzle should be 32 inches
above the 58 foot elevation),

the addition of specific refueling canal water levels .so that the
water level would be lowered 3 feet to connect the lifting rig and
would be raised again once the lower internals package was raised
about 3 feet,

the increasing of the maximum clearance height from 6 inches above
the top of the reactor vessel flange to 13 inches above the refueling
cavity floor,

the provision for- isolation of the-spent .fuel pool transfer canal
from the refueling cavity,

the addition of a requirement for higher range dosimetry (0 to
1 rem),



0



10

the addition of a requirement for the approval of an HP shift
supervisor prior to horizontal movement of the lower internals
package,

changing the location of the TV monitor to a low dose area, and

increasing the length of the guide ropes from 30 to 60 feet.

TS 6.8. 1 requires that written procedures be established, implemented, and
maintained covering activities recommended in Appendix A of Regulatory
Guide 1.33, Revision 2, February 1978. Section 9 of this Appendix
recommends procedures for'erforming maintenance, and HP 1407.19 provides
detailed instructions for removal of the lower internals package.
Contrary to the above, NP 1407.19 was inadequate in that it did not
provide an accurate method to verify the vertical lift needed to clear- the
highest obstruction on the refueling cavity floor and in that it did not
provide hold points or prerequisites for specific refueling canal water
levels during performance of this procedure on December 14, 1990. This
licensee-identified violation is not being cited because the criteria
specified in Section V.G.1 of the NRC Enforcement Policy were satisfied.
This item will be tracked as NCV 50-250,251/90-43-01, Inadequate procedure
resulting in the'umping of the lower internals package on a reactor
cavity seal ring assembly hold down clamp and in the increase of radiation
fields in the area. This item is closed.

One non-cited violation was identified.

Allegation Followup

In reference to allegation"90-221 concerning a fire in the Auxiliary
Huilding on September 6, 1990, at 10: 15 p.m., the resident inspectors were
notified of the fire the following morning and were informed that a minor
fire had occurred in the old machine shop . The shop was being converted
to a new battery and switchgear room as part of the Emergency Power
Enhancement Project. In a recent review of this fire, the inspectors

'concluded that the fire was minor and was extinguished immediately by a
welder and an operator who were in the area. No damage to equipment
occurred and the licensee followed their procedures. In summary, the
allegation was not substantiated. This allegation is closed.

Information Meeting Mith Local Officials (94600)

On December ll, 1990, the Resident Inspectors, Region II Projects 28
Section Chief, and the Region II Public Affairs Officer met with Homestead
city .local officials. The.. FPL Site Vice . President was also present.
Attendees wer e presented a handout illustrating the oral presentation
which consisted of the following: Introduction of NRC personnel; NRC

Mission and Statutory Authority; NRC organization; NRC functions; and
telephone numbers for contacting NRC Region II, Headquarters, and Resident
Inspectors. -- A short question and answer per iod followed.



12. Exit Interview (30703)

The inspection scope and findings were suomarized 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 January 11, 1991. The areas requiring management attention were
reviewed. No proprietary information was provided to the inspectors
during the reporting period. Dissenting comments were not received from
the licensee. The inspectors had the following finding:

Item Number

250,251/90-43-01

Descri tion and Reference

NCV - Inadequate procedure resulting in the bumping,
of the lower internals package on a reactor cavity
seal ring assembly hold down clamp and in the
unexpected increase of radiation fields in the area
(paragraph 9).

13. Acronyms

CCW

CFR
EDG

FPL
GL

HP

ID
IFI
IR
LCO
LER
MP

NCV

NPO
NRC

ONOP

OP

OSP

PSN

QA

QC

RCA

RCP

RCS

rem
RHR

RV

RWST

SFP
SG

and Abbreviations

Component Cooling Water
Code of Federal Regulations
Emergency Diesel Generator
Florida Power 8 Light
Generic Letter
Health Physics
Inside Diameter
Inspector Followup Item
Inspection Report
Li'miting Condition for Operation
Licensee Event Report
Maintenance Procedure
Non-cited Violation
Nuclear Plant Operator
Nuclear Regulatory Commission
Off Normal Operating=Procedure
Operating Procedure
Operations Surveillance Procedure
Plant Supervisor Nuclear
Quality Assurance
Quality Control
Radiation Control Area
Reactor Coolant Pump
Reactor Coolant System
Roentgen Equivalent Man
Residual Heat Removal
Reactor-Vessel
Refueling Water Storage Tank
Spent Fuel Pit .

Steam Generators
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STA
TLO
TS
TV
VIO

Shift Technical Advisor
Thermoluminescent Oosimeter
Technical Specification
Television
Violation
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