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SUMMARY

Scope:

This resident inspection was performed to assure public health and safety, and
it involved direct inspection at the site in the following areas: plant
operations including operational safety and plant events; maintenance
including surveillance observations; engineering; and plant support including
radiological controls, chemistry, fire protection, and housekeeping.
Backshift inspections were performed in accordance with Nuclear Regulatory
Commission inspection guidance.

Results:

Within the scope of this inspection, the inspectors determined that the
licensee continued to demonstrate satisfactory performance to ensure safe
plant operations. The inspectors identified the following items:
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Non-Cited Violation 50-250.251/95-04-01. Failure to Follow Chemistry
Procedure for Containment Isolation Valve (section 4.2.6)

Unresolved Item 50-250,251/95-04-02, Hissed Operator Round (section
4.2.10)

During this inspection period, the inspectors had comments in the following
functional areas:

Plant 0 erations

Strong performance by the assistant nuclear plant supervisors resulted
in the identification of. the wrong instrument air. drawing (section
4.2. 1) and an open non-automatic containment isolation valve (section
4.2.6). The licensee conservatively conducted instrument air cross-
connect evolutions with strong management oversight. Weaknesses
associated with an instrument air off-normal procedure were being
address (section 4.2, 1). Labelling deficiencies with a steam generator
sample cooler were corrected (section 4.2.2). The licensee was
proactive in reviewing cold weather procedures prior to the onset of
potential cold weather conditions (section 4.2.3). The licensee's
decision to review and revise an off-normal procedure for locating
grounds was conservative (section 4.2.4). The technical specification
compliance, troubleshooting, repair, and surveillance activities
associated with emergency diesel generator failures on Unit 3 were
conducted in an efficient manner, and strong interdepartmental team work
was noted. Howeve'r, licensee management's decision to test the 3B
emergency diesel generator during an easy repair of the 3A emergency
diesel generator was not deemed to be prudent in that this decision
resulted in having two Unit 3 emergency diesel generators inoperable at
the same time (sections 4.2.5, 5.2.4, 5.2.5, and 6.2. 1). Operators
conservatively addressed issues with non-automatic containment isolation
valves (section 4.2.6 and 6.2.3). Licensee operators demonstrated a
proactive nature by noting three abnormal and unexpected valve position
conditions during periodic tours and control room board walkdowns.
Although the out-of-position valves and de-energized valve power supply
were of concern; the licensee appropriately responded to these
instances, and each item was of minimal safety significance (section
4.2.7). The licensee took appropriate precautions and followed
applicable requirements in response to a Unit 3 reactor protection
system relay failure (section 4.2.8). Although observed switchyard work
was procedurally documented and controlled, the licensee initiated
process enhancements to address inspectors concerns regarding an
instance where work placed one unit at risk (section 4.2.9). guality
assurance continued its periodic audit of operator rounds and noted an
isolated instance of a missed non-safety-related reading which remains

'nresolved. guality assurance reviews were effective, and operations
management's treatment of this issue demonstrated a strong commitment to
nuclear safety (section 4.2. 10). Licensee self-assessment activities
were effective as evidenced by the results of an independent evaluation
team and a review of condition report trends (section 4.2. 11).





Maintenance

'nspectorobserved station maintenance and surveillance testing
activities were completed in a satisfactory manner (sections 5.2. 1 and

5.2.2). Based on inservice failures, the licensee added Unit 4 diesel
generator room non-safety-related fans to the preventive maintenance
program (section 5.2.3). Event response team efforts in resolving the
3A and 3B emergency diesel generator issues were noteworthy. Although
an inadvertent emergency diesel generator start occurred during
maintenance and troubleshooting due to lack of attention to detail,
overall activity was appropriately conducted. Emergency diesel
generator reliability remains at or above licensee goals (sections
5.2.4, 5.2.5, 5.2.6). The licensee aggressively and appropriately
resolved the 3A steam generator level control problems; however,
problems with steam generator level control continue to demand licensee
attention (section 5.2.7). The inspectors noted strong team work among

operations, maintenance, and engineering personnel during auxiliary
feedwater pump troubleshooting and testing (section 5.2.8). Technical
specification requirements associated with venting of the emergency core
cooling systems were appropriately conducted (section 5.2.9).

En ineerin

Strong team work among the shift technical advisors, the system
engineers, and operations personnel was noted relative to a Unit 3

auxiliary feedwater problem and a Unit 3 pressurizer relief tank issue
(sections 5.2.8 and 6.2.3). Licensee efforts in identifying an

emergency diesel generator circuit relay race deficiency, that did not
affect operability, were noteworthy. The decision to review post-
modification practices in view of the relay race was conservative
(section 6.2. 1). The licensee's operating experience feedback program
was functioning well as evidenced by the proactive and appropriate
disposition of information notices regarding solid state protection
systems (section 6.2.2) and reactor coolant leak-rate calculations
(section 6.2.3). The licensee was aggressive in identifying and
dispositioning issues associated with boric acid system leaks including
operability determination (section 6.2.4). Licensee event reports and

special/periodic reports were well written and appropriately and
expeditiously submitted (sections 6.2.5 and 6.2.6).

Plant Su ort

Failure to follow a chemistry sample procedure resulted in a non-
automatic containment isolation valve being open for 31 hours. This is
a licensee-identified non-cited violation (section 4.2.6). The licensee
identified and reported an instance of a loss of safeguards material.
This issue remains open (section 7.2. 1). Licensee conducted emergency
drills were effective in providing training for emergency response
personnel (section 7.2.2).
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REPORT DETAILS

Licensee Employees

* T. V. Abbatiello, Site guality Manager
J. C. Balaguero. Technical Department Supervisor
W. H. Bohlke, Vice President, Engineering and Licensing
M. J. Bowskill, Reactor Engineering Supervisor
S. H. Franzone, Instrumentation and Controls Maintenance

Supervisor
J. E. Geiger, Vice President, Nuclear Assurance
R. J. Gianfrancesco, Maintenance Support Services Supervisor
J. H. Goldberg, President, Nuclear Division
R. G. Heisterman,'aintenance Manager

* P. C. Higgins, Outage Manager
* G. E. Hollinger, Training Manager

M. P. Huba, Procurement Supervisor
* D. E. Jernigan, Plant General Manager

H. H. Johnson, Operations Manager
H. D. Jurmain, Electrical Maintenance Supervisor
V. A. Kaminskas, Services Manager
J. E. Kirkpatrick, Fire Protection/Safety Supervisor

* J. E. Knorr, Regulatory Compliance Analyst
* R. S. Kundalkar, Engineering Manager

J. D. Lindsay, Health Physics Supervisor
* F. E. Harcussen, Security Supervisor
* C. L. Howrey, Licensing Assistant
* H. 0. Pearce, Projects Supervisor
* T. F. Plunkett, Site Vice President
* D. R. Powell, Technical Manager
* R. E. Rose, Nuclear Materials Manager
* A. M. Singer, Operations Supervisor

R. N. Steinke, Chemistry Supervisor
B. C. Waldrep, Maintenance Mechanical Supervisor

* E. J. Weinkam, Licensing Manager

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

1.2

1.3

NRC Resident Inspectors

* B. B. Desai, Resident Inspector
* T. P. Johnson, Senior Resident Inspector
* L. Trocine, Resident Inspector

Other NRC Personnel on Site

J. F. King, Intern, Office of Nuclear Reactor Regulation
K. D. Landis, Chief, Section 2B, Division of Reactor Projects,

Region II, visited the site on February 1 and 2.



* Attended exit interview (Refer to section 8.0 for additional
information.)

Note: An alphabetical tabulation of acronyms used in this report is
listed in section 9.0 of this report.

2.0 Other NRC Inspections Performed During This Period

Re ort No. Dates Area Ins ected

50-250,251/95-02
(Partial)

50-250,251/95-03

January 30-
February 3, 1995

January 30-
February 3, 1995

Licensed Operator
Requalification Program

Health Physics

50-250,251/95-300
(Partial)

February 13-24, 1995 Licensed Operator Exams

NOTE: The initial portion of NRC inspection No. 50-250,251/95-02 was

conducted during the previous resident inspector reporting period,
and the final portion of NRC inspection No. 50-250,251/95-300 is
currently scheduled to be conducted during the next resident
inspector reporting period.

3.0 Plant Status

3.1 Unit 3

At the beginning of this reporting period, Unit 3 was operating at
full power and had been on line since December 29, 1994. The unit
remained at or near full power during the period.

3.2 Unit 4

At the beginning of this reporting period, Unit 4 was operating at
full power and had been on line since December 2, 1994. The unit
remained at or near full power during the period.

4.0 Plant Operations (40500, 71707, 71714, and 93702)

4.1 Inspection Scope

The inspectors verified that the licensee operated the facilities
safely and in conformance with regulatory requirements. The
inspectors accomplished this by direct observation of activi.ties,
tours of the facilities, interviews and discussions with
personnel, independent verification of safety system status and
technical specification compliance, review of facility records,
and evaluation of the licensee's management control. The
inspectors also reviewed licensee preparation for cold weather
conditions.



4.2

The inspectors reviewed plant events to determine facility status
and the need for further followup action. The significance of
these events 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 and that licensee followup including event chronology,
root cause determination, and corrective actions were appropriate.

In addition, the inspectors performed a review of the licensee's
self-assessment capability b'y including PNSC activities, gA/gC
audits and reviews, line management self-assessments, individual
self-checking techniques, and performance indicators.

Inspection Findings

Instrument Air Modifications

In order to support instrument air modifications, which included
the installation of permanent air compressors, the licensee was

required to re-align air supplies for valve corrective maintenance
and for tie-in activities. This resulted in the units being
cross-connected for instrument air. Temporary compressors were
utilized, and the licensee implemented procedure 3-0P-013,
Instrument Air System, sections 7.3 and 7.4, and clearance No. 0-
95-01-044. Further, licensee management considered this to be a

unit risk potential job and, therefore, required a red sheet
approved by the plant general manager. During the inspection
period, multiple cross-tie evolutions were successfully performed.

Because of leaking boundary valves, the licensee was required to
modify the clearance. During peak shift turnover on February 13,
1995, the on-coming ANPS noted that the clearance referenced a

drawing (5614-M-3013. sheet I) which had been recently updated.
The clearance was written prior to the drawing update; however,
the clearance was implemented after the effective date of the
drawing revision. The ANPS immediately corrected this on-the-
spot. Further, the licensee initiated condition report No. 95-132
and made an entry in the night order book reminding personnel to
verify the latest drawing revision prior to use in the plant.

The instrument air system is non-safety-related; however, a loss
of the system could cause the loss and trip of the respective
unit. This would affect both units when instrument air was cross-
connected. Safety-related pneumatic systems are supplied with
safety-grade backups including tanks, bottles, or accumulators.

The inspectors reviewed the clearances, drawings, procedures, and

the condition report. The inspectors observed portions of the
cross-connect activities in the field and in the control room
noting strong management oversight. Further, an aggressive and

questioning attitude on the part of the ANPS in noting the drawing
discrepancy was considered to be a strength.





The inspectors also reviewed procedure O-ONOP-013, Loss of
Instrument Air, and questioned operators regarding their knowledge
of the ONOP. Operators were well versed in the ONOP actions and

entry conditions, However, the inspectors noted that the
procedure did not address plant effects if air pressure decreased
below the alarm, isolation, and automatic compressor start
setpoints. Further, the ONOP lacked guidance relative to the
expected operator actions for the steam generator air-operated
feedwater regulating valves. The inspectors discussed these
issues with licensee operations personnel who stated that these
shortcomings were already identified and were scheduled to be

addressed in a future ONOP revision.

4.2.2 Plant Tours and Labelling

During a periodic plant tour, the inspectors noted that the 4B

steam generator sample cooler inlet and outlet valves'4-20-
487/505 and 488/506) identification labels located in the sample
room were reversed. The inspectors verified this with the piping
drawing. This was of concern because step 8 of procedure 4-EOP-E-

3, Steam Generator Tube Rupture, required valves 4-20-487 and 505

to be closed if the MOV isolation valve failed to close.

The inspectors informed the on-shift NPS regarding this issue, and

actions were taken immediately to correct this. The inspectors
verified that the other two Unit 4 sample coolers and all three
Unit 3 sample coolers were correctly labelled.

4.2.3 Cold Weather Preparations

Several times during this inspection period, cold weather was

forecasted for south Florida including the Turkey Point site.
Licensee operations personnel reviewed procedure O-ONOP-103.2,
Cold Weather Conditions. ONOP entry is required when the outside
temperature is less than 32'F, when temperature is predicted to be

less than 39'F, or if auxiliary building temperature is less than
65'F. The licensee reviewed the ONOP requirements, actions, and
precautions prior to the predicted cold weather.

The inspectors reviewed the ONOP and.applicable technical
specifications and discussed this item with operators and
operations management personnel. The inspectors concluded that
operations was proactive in reviewing cold weather preparations
prior to actual onset and that the ONOP was an appropriate
procedure.

'4,2. 4 Ground on 4B Vital DC Bus

On January 30, 1995, Unit 4 received an annunciator alarm
indicating a ground on the 4B vital DC load center. The NWE was
dispatched to investigate the ground. Off-normal operating
procedure, 0-ONOP-003. 10, 125 VDC System - Location of Grounds,





was implemented to locate the ground. As directed by the ONOP,

the NWE cycled several breakers but was unable to clear the
ground. The NWE continued to cycle the breakers as per the ONOP.

Breaker No. 4001-12 (associated with the 4B sequencer) was cycled,
and the 4B sequencer trouble annunciator and a local annunciator
alarmed. This indicated a system error, and the ground did not
clear. Additionally, the annunciators associated with the 4B

sequencer remained in an alarm condition after breaker No. 4001-12
was re-closed.

After consulting with IKC and the technical department, the NPS

directed the sequencer to be reset. This cleared the annunciators
with the 4B sequencer. At this point, the ONOP was put on hold
upon request by the plant general manager. The 4B sequencer which
was in an 8-hour action statement pursuant to Technical
Specification 3.8.3. l.a was declared back in service following a

surveillance test. The DC ground annunciator alarm continued for
the next several days and cleared by itself.

The ONOP was reviewed by plant personnel, and it was confirmed
that the NWE performed the ONOP in accordance with the included
guidelines and precautions. However, the plant general manager
requested a complete review and upgrade of the ONOP with the
intent of making it more clear as to the consequences of each
action as well as permissibility of opening breakers while at
power to locate grounds.

The inspectors reviewed the ONOP and concluded that the NWE acted
in accordance with the ONOP. However, recent problems associated
with the sequencers require the automatic test function to be

disabled. Thus, in retrospect, the most conservative action would
have been to stop and determine the consequences when the ONOP

called out for sequencer supply breaker (4001-12) to be opened.
The licensee's decision to review and revise the ONOP was deemed

to be conservative. The inspectors plan to review the revised
ONOP.

4.2.5 Emergency Diesel Generator Technical Specification Compliance

At 8:45 p.m. on February 1, 1995, the licensee declared the 3A EDG

inoperable due to a small leak in a cooling water sensing hose
connected to the low water pressure trip switch (PS-3-6668A).
This placed Unit 3 in a 72-hour LCO in accordance with action
statements b and d of Technical Specification 3.8. 1. l.b due to a

required EDG being inoperable and 'in accordance with action
statement f of Technical Specification 3.5.2.a because the 3A HHSI

pump was not capable of being powered by its associated EDG (3A).
The second action statement also applied to Unit 4. The licensee
initiated corrective maintenance activities and applicable
technical specification action statement required activities.





Action statement b of Technical Specification 3.8. 1. I.b required
the following actions: demonstration of the operability of the
required startup transformers and their associated circuits per
Technical Specification 4.8. 1. l. I.a within 1 hour and at least
every 8 hours thereafter, demonstration of the operability of the
remaining required EDGs per Technical, Specification 4.8. 1. 1.2.a.4
within 24 hours, and restoration of the inoperable EDG to operable
status within 72 hours. The licensee initially verified the
startup transformers and their associated circuits to be operable
at 9:30 p.m. per attachments 1 and 2 of procedure 3-0SP-205.1,
Startup Transformers and Onsite AC Power Distribution
Verification. In order to verify operability, the licensee
attempted a rapid start of the 3B EDG at 9:53 p.m. in accordance
with section 7.2 of procedure 3-OP-023, Emergency Diesel
Generator. The 3B EDG failed to start, and it was also declared
out of service. The inoperability of both Unit 3 EDGs placed Unit
3 in a 2-hour LCO in accordance with action statement f of
Technical Specification 3.8. 1. I.b and Unit 4 in a, 72-hour action
statement in accordance with action statements b and d of
Technical Specification 3.8. 1. l.b. As a result, the licensee
promptly initiated troubleshooting and repair activities and
generated condition report No. 95-084.

After replacement of the cracked cooling water sensing hose on the
3A EDG, the 3A EDG was successfully started in accordance with
section 7. 1, Rapid Start of 3A Emergency Diesel Generator, of
procedure 3-OP-023. The licensee returned the 3A EDG to service
at 11:20 p.m., and Unit 3 exited the 2-hour LCO in accordance with
action statement f of Technical Specification 3.8. 1. l.b after 1

hour and 27 minutes. The 72-hour LCO in accordance with action
statements b and d of the same technical specification for Unit 4

was also exited at this time. However, Unit 3 remained in a 72-
hour LCO in accordance with action statements b and d of Technical
Specification 3.8. 1. l.b because of the 3B EDG failure, and both
units remained in another 72-hour LCO in accordance with action
statement f of Technical Specification 3.5.2.a because the 3B HHSI

pump was not capable of being supplied by its associated EDG (3B).
The 3A EDG was out of service for a total of 2 hours and 35

minutes.
t

At 1:00 a.m. on February 2, 1995, the licensee's engineering staff
notified the control room that while both Unit 3 EDGs were
inoperable (from 9:53 p.m. until 11:20 p.m. on February 1, 1995),
Unit 3 may have been outside the design basis for a LOOP/LOCA

event. During this time frame all four HHSI and RHR pumps were
operable, and the 4A and 4B HHSI pumps were capable of being
powered by their associated EDGs. As a conservative measure, the
licensee notified the NRC Operations Center of a Significant Event
in accordance with procedure O-ADH-115, Notification of Plant
Events, and 10 CFR 50.72(b)(1)(ii)(B), Outside Design Basis, at
1:59 a.m. This was based on inoperable emergency power for the 3A

and 3B RHR pumps. The licensee also generated condition report



No. 95-085 to expedite'n engineering evaluation of a LOOP/LOCA
event with both affected unit EDGs inoperable.

Later that morning, 'the licensee's engineering staff subsequently
determined that the plant remained within its design basis because
the technical specification action statements which allowed the
plant to operate for a limited period of time with both Unit 3

EDGs inoperable were complied with: As a result, the licensee
notified the NRC Operations Center of a retraction of Significant
Event No. 28322 at 7:53 a.m. on February 2, 1995.

During various troubleshooting and repair activities (Refer to
sections 5.2.4, 5.2.5, and 6.2. 1 for additional information.), the
licensee verified the operability of the startup transformers and
their associated circuits at least every 8 hours by successfully
completing attachments 1 and 2 of procedure 3-OSP-205. 1'at 5:00
a.m., 12: 15 a.m., and 7:45 p.m. on February 2, 1995, and at 3:45
a.m. and 10:55 a.m. on February 3, 1995. The licensee also
demonstrated the operability of the remaining required EDGs within
24 hours by successfully performing sections 7. 1 and 7.2 of
procedure 4-0P-023, Emergency Diesel Generator, at 4:40 p.m. and
6:30 p,m. on February 2, 1995, for the 4A and 46 EDGs,
respectively. These actions met the intent of Technical
Specification 3.8.). 1.b of action statement b. The licensee's
troubleshooting activities revealed high resistance contacts on a

relay in the 3B EDG starting circuitry. Following the repair of
this relay and extensive testing, the licensee returned the 3A EDG

to service at 1:20 p.m. on February 3, 1995. All applicable
technical specification action statements were exited at this
time.

4.2.6

The inspectors witnessed portions of the licensee's maintenance
and surveillance activities, followed up on the licensee's
troubleshooting process and the status of the repairs, and
verified technical specification and procedural compliance. The
inspectors also reviewed applicable event documentation and
attended ERT and PNSC meetings associated to the'DG problems.
The inspectors concluded that troubleshooting, repairs, and
surveillance activities were conducted in an efficient manner, and
strong interdepartmental team wor k was noted. However, licensee
management's decision to test the 38 EDG during an easy repair of
the 3A EDG cooling water sensing line was not deemed to be prudent
in that this decision resulted in having two Unit 3 EDGs
inoperable at the same time.

Unit 3 Accumulator Sample Valve

During a routine plant tour at 10: 14 a.m. on Sunday, February 5,
1995, the 3A accumulator sample valve (CV-3-955C) was found open
by an ANPS as indicated by the local sample room status panel.
The ANPS immediately closed the valve and verified the redundant





valve (CV-3-956D) was closed and operable. Procedure O-ONOP-053,

Loss of Containment Integrity, was consulted for actions.

The licensee initiated a condition report (No. 95-100) and
verified compliance with containment-related Technical
Specifications 3.6. 1. 1 and 3.6.4. The licensee determined that a

chemistry technician opened CV-3-955C at 3:20 .a.m. on February 4,
1995, to obtain a 3A accumulator sample. Apparently, the
chemistry technician failed to re-close the valve as required by
step 12.b of procedure O-NCZP-064, Obtaining Accumulator Samples.
Further, an independent verification was not performed as required
by the procedure. The licensee also informed one of the resident
inspectors at home of this issue on Sunday, February 5, 1995.

The licensee initiated corrective actions including strong
disciplinary actions against the individual, promulgation of the
event. and retraining of chemistry personnel relative to
procedural compliance and independent verification requirements.
In addition, the licensee conducted a human factors review of the
event. The PNSC reviewed the completed condition report and
approved the root cause analysis and corre'ctive actions.

The inspectors reviewed the event during the .morning tour and
during log review activities on February 6, 1995. The inspectors
confirmed (by DDPS printout) that CV-3-955C had been left open for
about 31 hours. Further, the redundant valve (CV-3-956D) was

confirmed to be closed by DDPS printout. The inspectors reviewed
UFSAR section 6.6, Containment Isolation. UFSAR Tables 6.6-1 and
6.6-3 for penetration No. 55 noted that valve CV-3-955C is inside
containment, does not have an automatic isolation function nor
isolation times, and is administratively controlled. Further,
valve CV-3-956D is outside containment and does automatically
isolate on a phase A isolation signal. The line size is 3/8 inch.
The inspectors also reviewed the licensee's condition report, root
cause review, and corrective actions.

The inspectors concluded that the failure to follow procedure 0-
NCZP-064 is a violation. This included both a failure to close
the valve (CV-3-955C) after sampling and a failure to
independently verify its position. The licensee was aggressive in
its corrective actions'urther, operations'ecognition of this
issue during a routine ANPS tour in the plant was noteworthy. The
inspectors also concluded that based on licensee's actions, no
violation of the containment-related technical specification
occurred. The failure to follow the chemistry procedure violation
will not be subject to enforcement action because the licensee
identified the issue and because licensee corrective actions were
prompt and appropriate. This meets the criteria specified in
Section VIII.B of the NRC Enforcement Policy. This item is being
tracked as NCV 50-250,251/95-04-01, Failure to Follow Chemistry
Procedure for Containme'nt Isolation Valve. The item is closed.



4.2.7 Licensed Operator Tours and Board Walkdowns

Ouring this inspection period, licensee operators noted the
following abnormal and unexpected valve position conditions during
periodic tours and control room board walkdowns:

Unit 3 accumulator sample valve (CV-3-955C) was open instead
of being closed (Refer to section 4.2.6 For additional
information.),

Unit 3 3B steam generator sample valve (MOV-3-1426) did not
have any MCC power, and

Unit 4 reactor vessel flange leakoff valve (CV-4-544) was

closed instead of being open.

The licensee immediatel.y responded to each of these issues and

took corrective actions to place the component in the correct
position. For MOY-3-1426, the licensee surmised that the MCC

breaker in the auxiliary building was probably inadvertently
bumped as the breaker was near the floor level. The licensee
added a MCC guard chain to prevent any further inadvertent
bumping. For CV-4-544, no explanation could be found; therefore,
the licensee began checking and logging valve position for both
units periodically. Further occurrences have not been noted.

The inspectors reviewed each event, the licensee's analysis and

corrective actions, and the abnormal valve position significance.
In each case, the licensee took the appropriate actions including
technical specification entry. Violations or deviations not were
identified. Although out-of-position valves and de-energized MOV

power supply are of concern; in these instances, the licensee
appropriately responded, and each item was of minimal safety
significance. Further, licensed operators demonstrated a

proactive nature in noting these items during routine board
walkdowns and tours.

4.2.8 Unit 3 Reactor Protection System Relay Failure

On February 7, 1995, during the performance of procedure 3-OSP-

049. 1, Reactor Protection System Logic Test, the licensee noted
that RPS relay RT-7 (associated with Unit 3 RPS train B) had
burned up and de-energized. Relay RT-7 and a parallel relay, RT-

8, both de-energize to effect a'eactor trip on steam generator
low-low level or high pressurizer 'pressure. Relay RT-7 was

replaced, with the related reactor trip bypass breaker closed,
within 6 hours as permitted by Technical Specification Table
3.3-1.

The inspectors observed the replacement activity and concluded
that appropriate precautions were followed and that all applicable
technical specification requirements were satisfied.
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4.2.9 Switchyard Work Controls

During the week of February 13, 1995, the inspectors noted that
several vehicles were within the switchyard fenced boundary and

that personnel were working on a breaker in the southeast
switchyard quadrant. The inspectors checked with the control room

and verified that a work authorization form had been initiated and

was approved by the NPS/ANPS. This was required by attachment 3

of procedure O-ADN-216, Control of Work on Systems Shared by
Turkey Point Fossil and Turkey Point Nuclear Plants, and
Switchyard Access.

The routine breaker work required the removal of the Florida City,
240-kilovolt, off-site line and the opening of breaker Nos. SW16

and SW52. This resulted in the 4C transformer and bus being fed
from only one power source via breaker No. SW75. Although the 4C

bus is non-vital, a loss would result in a unit transient due to a

loss of the 48 steam generator feedwater pump. The inspectors
also noted that predicted thunderstorms were in the area during
one afternoon while this switchyard clearance was in effect. The

inspectors questioned operations and plant management personnel
regarding their policy/philosophy regarding switchyard work during
potentially vulnerable periods (e.g., storms). The inspectors
also noted that this planned switchyard work was not listed on the
daily "plan-of-the-day" document.

Based on the inspectors'indings and related discussions, the
licensee instituted the following actions:

reminded operations personnel to notify management of any
switchyard work,

included switchyard work in the "plan-of-the-day" document,

required that the NPS status board include switchyard
status,

reviewed procedure 0-ADH-216 for possible revisions, and

made a night order book entry regarding this issue.

The inspectors concluded that although switchyard work was

performed using the approvals of procedure O-ADH-216, certain
process and program enhancements were prudent to ensure that
management personnel maintained cognizance of and approval
authorization for unit risk-related switchyard work. The
inspectors also noted that the licensee was. very responsive to the
inspectors concerns.
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4.2. 10 Operator Rounds Verification

Based on industry related problems, the licensee in the past
identified instances where non-licensed operators failed to make

their, required plant rounds and falsified their log readings.
This issue was documented in NRC Inspection Report No. 50-
250,251/92-28 and was the subject of a violation.

As corrective action, the licensee instituted a program to
periodically check operator rounds against the security computer
card history. This was performed by both operations line
management and by gA using procedure ODI-C0-008, Operator Rounds

Verification.

On January 16, 1995, licensee gA personnel noted that an ANPO

(non-licensed operator) did not access the water treatment plant
security gate in order to take a hydrogen bottle gas pressure
reading at Units 1 and 2 (fossil units).'he hydrogen bottles
were used to supply hydrogen to both the fossil and nuclear units.
In the nuclear units, it was used for hydrogen additions to the
main generator and the VCT. Operations management confirmed this
problem with log readings during this inspection period, and

strong disciplinary action was taken. Additional corrective
actions included night order entries. and crew briefings during
shift change meetings. A complete review of several months of log
readings taken by this individual did not result in any other
identified deficiencies.

The inspectors reviewed condition report No. 95-058; procedure 0-
OSP-201.4, ANPO Daily Logs; the security computer card history;
and the licensee's corrective actions. The inspectors confirmed
that this non-safety-related hydrogen reading was filled out
without accessing the water treatment security gate and,
therefore, without actually checking the hydrogen bottles. The

inspectors concluded this was an isolated instance for one non-
safety-related reading. Further, gA periodic reviews of operator
rounds were effective. Operations management's treatment of this
issue demonstrated a strong commitment to nuclear safety.
However, this item remains unresolved pending further NRC review.
It will be tracked as URI 50-250,251/95-04-02, Hissed Operator
Round.

4.2. 11 Self-Assessment Activities

During this inspection period, the inspectors noted two licensee
initiatives relative to self-assessment. The first was a pre-
INPO, independent, self-assessment team. The second was a

quarterly trend review of condition reports.

During the week of February 13, 1995, the licensee assembled an

independent team of evaluators from its corporate office, the
industry, and both nuclear plant sites. The team reviewed
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operations, maintenance, engineering support. health physics,
chemistry, and operating experience feedback programs. The team's
findings were debriefed with site management on February 17, 1995.

On February 16, 1995, the technical department human performance
evaluation coordinator performed a data base search of all 1993
and 1994 condition reports for similar event and cause codes.
Trend areas were identified for several areas and condition
reports Nos. 95- 141, 142, and 143 were written. These areas
included reactivity management, environmental issues, and ESF
actuations. The licensee is currently reviewing these areas.

The inspectors reviewed these self-assessment initiatives
including discussions with the appropriate management personnel.
Based on these activities, the inspectors concluded that the
licensee has an effective self-assessment program.

5.0 Maintenance (61726 and 62703)

5. 1 Inspection Scope

The inspectors verified that station maintenance and surveillance
testing activities associated with safety-related systems and
components were conducted in accordance with approved procedures,
regulatory guides, industry codes and standards, and the technical
specifications. They accomplished this by observing maintenance
and surveillance testing activities, performing detailed technical
procedure reviews, and reviewing completed maintenance and
surveillance documents.

5.2 Inspection Findings

5.2. 1 Maintenance Activities Mitnessed

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

replacement of cracked cooling water hose leading to low
water pressure trip switch PS-3-6668A on the 3A EDG (Refer
to sections 4.2.5 and 5.2.4 for additional information.),

troubleshooting and repair of a relay failure on the 3B EDG

(Refer to sections 4.2.5, 5.2.5, and 6.2. 1 for additional
information.),

replacement of Unit 3 RPS relay RT-7 (Refer„ to section 4.2.8
for additional information.),

troubleshooting of the 3A steam generator level control
problems (Refer to section 5.2.7 for additional
information.), and
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replacement of boric acid system piping. (Refer to section
6.2.4 for additional information.)

For those maintenance activities observed, the inspectors
determined that ihe activities were conducted in a satisfactory
manner and that the work was properly performed in accordance with
approved maintenance work orders.

5.2.2 Surveillance Testing Activities Observed

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

various testing related to the 3A and 38 EDG problems (Refer
to sections 4.2.5, 5.2.4, 5.2.5, and 6.2. 1 for additional
information.);

procedure 0-OSP-075 . 11, Auxiliary Feedwater Inservice Test,
for all AFW pumps (Refer to section 5.2.8 for additional
information.); and

procedures 3/4-OSP-041. 1, Reactor Coolant System Leak Rate
Calculation. (Refer to section 6.2.3 for additional
information.)

The inspectors determined that the above testing activities were
performed in a satisfactory manner and met the requirements of the
technical specifications.

5.2.3 Unit 4 Emergency Diesel Generator Room Exhaust Fans

At 9:55 a.m. on January 29, 1995. an ANPO heard a squeaking noise
during his rounds in the 48 EDG room. Upon further investigation,
the ANPO discovered a missing pulley belt for the 48 EDG room
exhaust fan (4V648), The fan motor was also the source of the
squeaking noise. The ANPO suspected a faulty bearing and
subsequently opened breaker 45211 which supplied power to the fan
motor. Suspecting a similar problem with the 4A EDG room exhaust
fan (4V64A), the ANPO examined the fan and discovered that the

,pulley belt was frayed and hanging from the pulley.

The licensee initiated PWOs and replaced the pulley belts for each
fan. In addition, the licensee added the fan motors to its
quarterly inspection program. The licensee currently plans to
inspect the fans every other quarter.

The inspectors examined the fans in the field and verified that
these fans were not safety-related. The fans'unction is to
limit the EDG room temperature to 104'F. In the event of a fan
failure, a roof ventilator in the EDG room prevents the room
temperature from rising above a design limit of 122'F. This is
consistent with the maximum design ambient temperature for the



5.2.4

5.2.5

safety-related electrical equipment installed in the EDG room.
The inspectors reviewed the completed PWOs and verified that the
licensee added the fans to the PN program.

3A Emergency Diesel Generator Repairs

During a visual check prior to starting the 3A EDG for a scheduled
test, an operator noted some engine coolant on the floor. (Refer
to section 4.2.5 for additional information.) The cause of the
failure of the rubber hose was determined by the licensee to be
mechanically induced. The location of the hose was such that it
interfered when operators verified position of certain valves
located in the vicinity of the hose. This interference caused
excessive bending which led to the failure of the hose. The low
water pressure trip is bypassed during an emergency EDG start.
However, a prolonged leak or a gross failure of the hose would
depleted the EDG cooling water inventory. Based on this, the
operators felt it was necessary to initiate actions to replace the
hose upon identification of the leak.

The licensee verified that the similar hose on the 3B EDG was not
compromised, The licensee is evaluating the need for the operator
verification of the valves located in the vicinity of the hose.

The nspectors concluded that the licensee appropriately responded
to ine EDG cooling system hose fai'jure.

3B Emergency Diesel Generator Failure

As a result of the cooling water sensing line failure on the 3A
EDG, an attempt was made to rapid start the 3B EDG. When the
rapid start push button on the Unit 3 console was depressed, the
3B EDG failed to start. (Refer to sections 4.2.5, 5.2.4, and
6.2. 1 for additional information.) The NPO assigned to the EDG

start reported that the EDG cranked twice for about three to four
seconds and then did nothing. Additionally, no alarms indicating
a start failure lockout were received. An ERT was formed to
identify and correct the cause of the 3B EDG valid failure.

An investigation revealed that contacts on auxiliary start relay
STRX had intermittent high resistance varying from 10 ohms to as
much as 200 ohms. A visual inspection of the relay revealed a
slight corrosion film on the contacts. The STRX relay functions
to energize the starting air solenoids and its failure would also
have prevented the 3B EDG from emergency starting. The acceptable
value to ensure sufficient voltage to the starting air solenoids
is one ohm. The licensee replaced the STRX relay.

The licensee plans to perform a root cause failure analysis on the
STRX relay and has plans to inspect all similar relays. This
failure was deemed by the licensee to be reportable to the NRC.



5.2.6

The licensee issued a special report (L-95-053) to the NRC on
February 20, 1995.

During the troubleshooting of the 3B EDG following its failure,
the 3B EDG inadvertently started. Apparently, during the
electrical maintenance activity involving connecting a multimeter
to the terminal strip points for the rapid start relay seal in
contacts, the seal in contact was inadvertently shorted due to
personnel error causing the EDG to start. The intermittent nature
of the high contact resistance was supported by this start as the
STRX relay functioned during this time. This inadvertent start
was not reportable as the EDG was out of service For maintenance
and troubleshooting activities.

The inspectors reviewed the ERT and special reports and followed
up on the licensee's activities. The inspectors concluded that
ERT efforts in resolving the issue were aggressive. appropriate,
and conservative. Although an inadvertent EDG start occurred
during maintenance and troubleshooting due to lack of attention to
detail, overall activities were appropriately conducted.

Emergency Diesel Generator Failure History

Turkey Point Technical Specification 4.8. 1. 1.2 requires that each
EDG be demonstrated operable in accordance with the frequency
specified in Table 4.8-1. Per Table 4.8-1, the EDG test frequency
is required to be once per 31 days if the'umber of failures in
the last 20 valid tests is less than or equal to 1 or if the
number of failures in the last 100 valid tests is less than or
equal to 4. The EDG test frequency is required to be once per 7
days if the number of failures in the last 20 valid tests is
greater than or equal to 2 or if the number of failures in the
last 100 valid tests is greater than or equal to 5. During the
1991 dual unit outage, the 3A and 3B EDGs were overhauled, and the
new 4A and 4B EOGs were placed into service. Consequently, the
Unit 3 EOG failure counts were zeroed following the overhaul.

Currently, all four EOGs have less than 100 valid tests and are on
a 31-day test frequency as required by Technical Specification
Table 4.8-1. The following details the EDG valid test failure
history since 1991:
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EDG

3A

Failures

There has been 1 valid failure in the last 20 valid
tests.

There has been 1 valid failure in the last 55 valid
tests.

3B

The failure on Hay 7, 1994, was due to a voltage meter
relay problem, and it was discussed in NRC Inspection
Report No. 50-250,251/94-11.

There has been 1 valid failure in the last 20 valid
tests.

There have been 2 valid failures in the last 53 valid
tests.

The failure on November 18, 1992, was attributed to a
problem with the EDG output breaker, and it was discussed
in NRC Inspection Report No. 50-250,251/92-28.

The failure on February 1, 1995, was due to a failure
with the STRX relay as discussed above in this report.

There have been 0 valid failures in the last 20 valid
tests.

There have been 0 valid failures in the last 48 valid
tests.
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EDG Failures

There have been 0 valid failures in the last 20 valid
tests.

There have been 4 valid failures in the last 76 valid
tests.

The failure on December 26, 1991, was due to a hard
ground on a voltage regu',ator which caused the EDG to
trip from full load. This failure was discussed in NRC

Inspection Report No. 50-250,251/91-50.

The failure on February 25, 1993, was due cold solder
joint (i.e., a loose lead on the remote gate firing
module), and it was discussed in NRC Inspection Report
No. 50-250.251/93-06.

The failure on December 23, 1993, was due to a prob'lem
with the remote gate firing module, and it was discussed
in NRC Inspection Report No. 50-250,251/93-29.

The failure on January 12, 1994, was due to a loose
connection in the voltage regulator. and it was discussed
in NRC Inspection Report No. 50-250.251/94-01.

The inspectors reviewed the current history of all four EDGs with
respect to failures and consequent testing frequency. The
inspectors noted that the 4B EDG was on an accelerated test
frequency from December 23, 1993, through April 20, 1994, and from
October 24, 1994, through November 24. 1994. Therefore, the 4B
EDG has a higher number of valid start attempts. The inspectors
concluded that the testing frequency was commensurate with
Technical Specification requirements. The inspectors did not
identify any underlying common cause related to the failures
discussed above. EDG availability was at or above licensee set
goals.

5.2.7 3A Steam Generator Level Control Problems

With Unit 3 at 100% power at approximately 2: 15 a.m. on February
1, 1995, vital 120-volt AC distribution panel 3P06 breakers Nos. 5
and 9 tripped, and the 3A steam generator feedwater regulating
valve swapped from automatic to manual control. Several
annunciators were received in the control room. These included:
Vital Inverter Trouble, P06 Tripped, OMS Low Pressure Operations,
Reactor Vessel Leak-Off High Temperature, S/G A W/R High-Low
Level, and S/G A Level Deviation. Additionally, several control
room indications including the 3A steam generator level
indication, which was the input to the steam generator level
control circuit, failed and was indicating zero level. The RCO
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took manual control of the 3A steam generator feedwater regulating
valve.

At this time, IKC technicians were performing troubleshooting in
the waste gas analyzer panel which was powered from AC panel 3P06
via breaker No. 9. The NPS issued a stop work order on the I8C
troubleshooting pending further investigation. The 3A steam
generator level control rack (3(R06) is powered from 3P06 via
breaker No. 5. At approximately 2:27 a.m., the NPS ordered
closure of breaker No. 5 to restore automatic control of the 3A
steam generator feedwater regulating valve. Closure of breaker
No. 5 cleared all alarmed annunciators. When the RCO placed the
Hagan control switch in automatic, the feedwater regulating valve
started to travel closed. The RCO immediately returned the
controller to manual and restored the 3A steam generator level.
Another attempt was made to return the controller to automatic
with similar results.

The following morning, an ERT was formed to determine the cause of
the 3A steam generator level control abnormalities in automatic
and to determine the cause and eFfect relationship between loads
from 3P06 breakers Nos. 5 and 9. The ERT conducted an
investigation and determined that two grounds initiated the
tripping of breaker Nos. 5 and 9. A pre-existing ground was
located in the Hagan Control rack 3gR06 which was caused by the
degeneration of the wiring harness to Hagan module LH-3-478. The
insulation on the harness was found to be badly damaged and
crumbling. Hodule LH-3-478 is a lead-lag controller which acts as
a filter for steam generator level process noise and is mounted in
the rack inside a metal enclosure and connected to the rack wiring
via a wiring harness. The controller is on a PH program and is
calibrated every refueling outage. The licensee attributed the
insulation damage to aging.

The ERT investigation also determined that another ground occurred
during ISC troubleshooting in the waste gas analyzer panel. A cut
wire associated with an alarm bell on the waste gas analyzer panel
was found. IKC personnel accidently grounded this wire during
their troubleshooting. With the two grounds, a low resistance
path was created between the loads supplied by breaker Nos. 5 and
9 causing both breakers to open. The current passing through the
module LH-3-478 wiring harness contributed to its breakdown and
inability to control 3A steam generator level in automatic at
program level.

As corrective action, the licensee replaced the wiring harness and
output capacitor for module LH-3-478; satisfactorily bench tested
Hagan modules LH-3-478, LC-3-478A, and FC-3-478; verified 39R06 to
be free of grounds; and taped the cut wire in the waste gas
analyzer panel. The licensee tested the 3C inverter ground
detection circuit and determined that the alarm was set at 80
volts AC. The licensee also performed an assessment confirming
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the operability of the pressurizer pressure protection loops,
since they make use of the Hagan lead-lag unit to filter the
signal to the low pressure reactor trip and safety injection
comparators. The 3A steam generator level control was
satisfactorily returned to automatic on February 2, 1995. Planned
licensee corrective actions include determining if the 3C inverter
ground detection alarm setpoint is appropriate as the correct
setpoint did not warn of an existing ground in rack 3gR06,
inspecting all Hagan wiring harnesses in the near future, and

evaluating the status of the waste gas analyzer panel and its need

for vital AC power.

The inspectors observed a large portion of licensee activities
associated with the problem including troubleshooting and ERT

meetings. The inspectors also reviewed condition report No. 95-
082 which documented the ERT activities. The inspectors concluded
that the licensee aggressively pursued and appropriately resolved
the problems. The inspectors noted that problems continue with
steam generator level and this continues to demand licensee
attention.

5.2.8 Auxiliary Feedwater Pump Testing

On February 20, 1995, during the B AFW test for Unit 3 train 2,
the FCVs unexpectedly closed 20 minutes into the test. Operators
declared the train out of service and entered the 72-hour action
statement for Technical Specification 3.7. 1.2.

System and electrical engineering troubleshooting found the
following two problems: dirty contacts on agastat relay CR-403

and two loose terminal contacts in the field at TB-3D06. This was

associated with the steam supply MOV-3-1403. Other relays and

terminal connections were checked for all AFW pumps in both trains
for both Units 3 and 4. No additional problems were noted. The

licensee corrected the noted abnormalities and retested the AFW

system. Results were satisfactory, and the system was returned to
service.

5 '.9

The inspectors verified engineering and operator actions, reviewed
selected electrical drawings, and walked down the noted problems
in the field. Discussions were held with engineering and plant
management personnel. The inspectors noted that the licensee
developed problem status summary sheets which were provided to
operations. The summa'ries included the problem, root cause, and
corrective actions. The inspectors concluded that the licensee
appropriately responded to this issue. Strong team work was noted
among operations, maintenance, and engineering.

Emergency Core Cooling System Pump Venting

The inspectors reviewed licensee controls associated with venting
of ECCS and CS systems. This included a walk down of selected
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portions of these systems to determine if licensee methods and

assumptions were appropriate to prevent air and/or steam binding
of the HHSI, RHR, and CS pumps. The HHSI and RHR pumps and

associated discharge piping are required by Technical
Specification 4.5.2.b to be vented on at least a 31-day frequency.

Procedures 3/4-0SP-202.2, RHR Pump and Piping Venting, and 0-OSP-

202.3, Safety Injection Pump and Piping Venting, are utilized to
accomplish the requirement of Technical Specification 4.5.2.b.
The inspectors verified that the above listed OSPs were adequate
to accomplish the objective of the technical specification.
Additionally, discussions with the system engineer indicated that
the plant had not experienced any problems in this area in the
recent past. The inspectors did note, however, that the CS system
was not subjected to any periodic venting. The inspectors
verified that there was no requirement to vent the CS systems.
The inspectors discussed this issue with the site engineering
supervisor and requested a review to determine if the lack of CS

system venting would have any undesirable effects. Additionally,
the inspectors discussed the air binding of the RHR pump event
during an IST at the St. Lucie plant and its applicability to
Turkey Point.

The inspectors concluded that technical specification requirements
associated with venting of ECCS pumps were appropriately
conducted. Additionally, the inspectors noted strong involvement
and ownership of the systems by the system engineer. The
inspectors plan to follow up on the CS issue and engineering
review of the applicability of the problem experienced at St.
Lucie during future inspections.

6.0 Engineering (37551, 90712, 90713, and 92700)

6.1 Inspection Scope

The inspectors verified that licensee engineering problems and

incidents were properly, reviewed and assessed for root cause
determination and corrective actions. They accomplish this by
ensuring that the licensee's processes included the
identification, resolution, and prevention of problems and the
evaluation of the self-assessment and control program.

The inspectors also reviewed the reports discussed below. The
inspectors verified that reporting requirements had been met, root
cause analysis was performed, corrective actions appeared
appropriate, and generic applicability had been considered. When

applicable, the criteria of 10 CFR Part 2, Appendix C, were
applied.
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6.2

6.2.1

Inspection Findings

Emergency Diesel Generator Start Failure Relay Race

During the troubleshooting following the 3B EDG failure (section
5.2.5), the licensee identified a situation where a relay race
could occur within the 3B EDG start failure circuitry. This relay
race was between the following two parallel relays: SF (energizes
to initiate a lockout) and SFX (energizes to block EDG start
signals). The relay race was such that the EDG would not lockout
following a start failure, which could result in the air start
receivers becoming depleted. The EDG start failure logic is
enabled if the EDG is not up to speed (greater than 200 rpm)
within a time period of 15 seconds as sensed by timing relay TD2

after a manual, rapid, or emergency start attempt.

Normally, following a start failure, the EDG would not be able to
reach 200 rpm within 15 seconds, and consequently, the SFX and SF

relays would energize to initiate a lockout and block all EDG

start signals. Due to the relay race following a start failure,
the SFX relay would energize first and reset timing relay TD2.
Resetting timing relay TD2 would de-energize the SF relay and

prevent it from latching. This would also de-energize the SFX

relay. With the SFX relay de-energized, all manual, rapid, and

emergency starts would not be blocked. The EDG could continue to
attempt to start. and could deplete the air receivers. The failure
to latch the SF relay would prevent annunciation of the start
failure and would also prevent the EDG lockout from occurring.
The SF relay has no other interactions and is only applicable when

a valid start failure has occurred. Based on this, the licensee
concluded in operability assessment (JPN-PTN-SEES-95-005) that the
operability of the 3B EDG was not affected. Additionally, since
the 3A EDG is of similar design, the same conclusion applied.

The start failure relays had been satisfactorily tested following
the dual unit outage. However, the latching relay (SF) had been
modified during the 1994 refueling outage. The post-modification
test was done at a component level versus the functionality of the
entire start failure circuitry. The licensee is postulating that
the relay race was introduced due to new characteristics
associated with the new relay. The licensee plans to evaluate the
post-modification practices and scope that would .preclude similar
problems.

The inspectors concluded that ERT efforts in identifying the relay
race were noteworthy and also independently concluded that no EDG

operability issues existed. The inspectors plan to review the
final licensee resolution of the relay race issue. The inspectors
plan to review the licensee's evaluation of the post-modification
practices and scope in view of the introduction of the relay race
during a prior modification. This decision was deemed by the
inspectors to be conservative.
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6.2.2 NRC Information Notice 95-10, Potential Loss of Automatic ESF

Actuation

During this inspection period, several Westinghouse PWRs reported
conditions to the NRC for the potential for a loss of automatic
ESF actuation caused by electrical faults in non-class 1E input
signals in the RPS. As a result the NRC issued Information Notice
95-10 on February 3, 1995.

Turkey Point had become aware of the 10 CFR 50.72 reports made by
the other plants and had contacted Westinghouse regarding this
issue prior to receipt of the information notice. The licensee
reviewed the issue and concluded that Turkey Point was not
susceptible to this postulated condition. This was due to the
fact that the electrical design of the RPS and the ESF actuation
logic had appropriate separation and isolation between the safety-
related and non-safety-related portions. Turkey Point has a

relay-driven reactor protection and safeguards logic system with
isolation fuses and breakers in the DC power scheme.

The inspectors reviewed the licensee's disposition of this issue
including a condition report'. The inspectors reviewed electrical
distribution and logic schematics (drawing Nos. 5610-M-430-171 and

146) and confirmed the fuse/breaker separations and isolation.
The inspectors concluded that the licensee proactively and
appropriately dispositioned this operating experience feedback
issue.

6.2.3 Unit 3 Pressurizer Relief Tank Abnormal Indications .

Since about the beginning of the year, the control room operators
have observed a small trend of increasing level, temperature, and

pressure in the Unit 3 PRT. The Unit 3 RCS combined unidentified
and identified leak rates remained low (less than 0. 10 gpm). The
condition worsened, and on February 6, 1995, the licensee
initiated condition report No. 95-104. System engineering and the
on-shift STA performed a review of plant indications, records, and
trends and researched possible PRT inputs. The PORV and safety
valve tail pipe temperatures were normal, and no other control
room or remote indications indicated the leakage source. The
licensee quantified the leak rate into the PRT to be about 0.02
gpm.

The licensee planned and conducted a containment entry on February
9, 1995, to check for possible leakage sources. System
engineering personnel, using thermography, determined the leakage
source to be the packing leak-off line from PORV block valve MOV-

3-536. Subsequently, the licensee closed MOV-3-536, and this
successfully stopped the PRT in-leakage.

The inspectors reviewed licensee actions including the condition
report and the control room indications. The inspectors also
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reviewed printouts of ERDADS information and leak rate
information. Several RCS leakrate rate calculations were reviewed
and verified to be in accordance with procedure 3-OSP-041. 1,
Reactor Coolant System Leak Rate Calculation. The Technical
Specification 3.4.6.2 limits of 1.0 gpm unidentified leakage and

10.0 gpm identified leakage were met.

The inspectors verified that the licensee met the PORV and PORV

block valve Technical Specification 3.4.4 requirements. The
affected PORV and PORV block valve remained operable in this
instance; therefore, no action statement was entered nor required.
Closing the PORV block valve isolated reactor pressure from the
packing, thus stopping the packing leak into the PRT.

ll

In order to cool the PRT, the licensee opened the primary water
supply valves to containment (CV-3-519A and B). Valve CV-3-519B
exhibited dual indicatjon, and the licensee declared it inoperable
and closed CV-3-519A per Technical Specification 3.6.4.
Naintenance personnel tightened the body-to-bonnet bolting and

repaired a leak in the air actuator. Engineering determined valve
CV-3-519B to be operable per evaluation. JPN-PTN-SEHS-95-007
dated February 13, 1995. The PNSC subsequently reviewed and

approved this evaluation on February 14, 1995.

The inspectors reviewed this evaluation and discussed it with
licensee engineering personnel. The inspectors noted that valve
CV-3-5198 is not an automatic isolation valve; however, it is part
of the containment isolation boundary. The inspectors verified
that retest requirements were met for valve stroking. This valve
fails closed on loss of air or on loss of power. A spring
maintains the valve seated and closed. Further, the automatic
isolation valve (CV-3-519A) remained operable.

In reviewing the PRT issue, the inspectors noted that procedure 3-
OSP-41. 1 referenced NRC Information Notice 94-46, Nonconservative
Reactor Coolant System Leakage Calculation. The licensee's
operating experience feedback program reviewed this notice in 1994

including dissemination of training brief No. 484 dated August 8,
1994. Both the Unit 3 and Unit 4 OSPs were revised on September
29, 1994, addressing the notice concerns. The concern related to
additional non-RCS inputs into the PRT and the RCDT which could
depict a non-conservative unidentified leakage. The licensee
verified that it has historically met the RCS leakage limits.
Further, the revised OSPs now require action if either the
identified or the unidentified leakage reaches 0.5 gpm.

The inspectors reviewed the notice, the training brief, and the
revised OSPs. The inspectors noted that the licensee's operating
experience feedback program was effective in addressing this
industry issue. Overall, the inspectors concluded that strong
team work among the STA, system engineering, and operations
identified and corrected the Unit 3 PRT issue. Further, on-site



engineering appropriately addressed the operability questions
raised relative to valve CV-3-519B. Violations or deviations were
not identified.

6.2.4 Boric Acid System Leaks

On February 10, 1995, the licensee noted numerous through wall
leaks in the common CVCS boric acid system. The licensee was

improving general area housekeeping and overall material condition
by removing the abandoned heat tracing and related thermal
insulation. Boric acid concentration reduction PC/M No. 90-440
was completed in 1991 which disabled the boric acid heat tracing
system. There were 17 minor leaks identified in the 3, 2, and

3/4-inch; stainless-steel; class-2; schedule-10 piping. Two of
the leaks exhibited wet boric acid, and the remaining exhibited
dry boric acid deposition.

The licensee initiated a condition report (No. 95-115) and PWOs

for each leak, contained the leaks and posted the area, and

performed an operability review. Engineering specialists
performed selected ultrasonic and dye penetrant examinations. The
cracks were in the proximity of the heat affected zone of the
socket-welded piping. The licensee believes the cracking to be
stress corrosion cracking caused by contaminants, residual stress,
and accelerated 'by the temperature of the heat tracing system.
The licensee's engineering group concluded that the Unit 3 and 4

boric acid supply system was operable and recommended the
following corrective actions:

replace the affected piping with'in 60 days using ASHE code
repairs,

determine the root cause of leaks by performing non-
destructive and destructive testing,

perform'eekly inspections of system for further evidence of
leaks, and

perform root cause evaluation and assessment of additional
inspections.

The inspectors examined the leaks in the plant, confirmed the
licensee's findings, and agreed with the licensee's operability
assessment. The inspectors verified that each leak was identified
and contained and that a repair PWO was written. The inspectors
reviewed the condition report, operability determination, and

drawing No. 5610-N-3046, CVCS Boric Acid System. Further, the
inspectors reviewed Technical Specification 3/4. 1.2.2, Boration
Flow Paths, and Technical Specification 3/4. 1.2.5, Borated Water
Sources. The inspectors noted that each unit requires two
independent sources and paths. Without the boric acid storage
tanks and transfer pumps, each unit would have the single boration



25

source of the RWST to the charging pumps. This would be a 72-hour
LCO;

The inspectors questioned whether similar piping in the plant
would also be inspected. This would include the boric acid piping
to each unit's blender and the Unit 3 and 4 BITs and relating
piping. Licensee engineering personnel stated that this would be
addressed as part of the corrective actions. The inspectors
concluded that the licensee was proactive in identifying this
issue and was aggressive in dealing with the situation once
identified. The inspectors intend to follow the repair
activities.

6.2.5 Licensee Event Reports

(Closed) LER 50-250/94-005-01, Design Defect in the Safeguards
Sequence Logic

The licensee issued a revision to this LER which updated the
independent assessment team's findings and the notification of
manual testing. These items were reviewed in NRC Inspection
Report No. 50-250,251/95-04. The inspectors reviewed the revision
to the LER and determined it to be appropriate. This item is
closed.

6.2.6

(Open) LER 50-250/95-001, Loss of Control of Safeguards Material

This item remains open pending NRC regional specialist review.
(Refer to section 7.2.'1 for additional information.)

Special and Periodic Reports

The inspectors reviewed the January 1995 monthly operating report
and determined it to be complete and accurate.

The inspectors also reviewed a special report (L-95-053) regarding
the 3B EDG failure. The report was complete and accurate. (Refer
to section 5.2.5 for additional information.)

In addition, the inspectors reviewed the semi-annual fitness-for-
duty report (L-95-60) required by 10 CFR 26.71. The trend for
confirmed positive results continued to decrease.

Regulatory compliance issues relative to these reports were not
identified.

7.0 Plant Support (71750)

7.1 Inspection Scope

The inspectors verified the licensee's appropriate implementation
of the physical security plan; radiological controls; the fire
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7.2

7.2.1

7.2.2

protection program; the fitness-for-duty program; the chemistry
programs; emergency preparedness; plant housekeeping/cleanliness
conditions; and the radiological effluent, waste treatment, and
environmental monitoring programs.

Inspection Findings

Safeguards Event

On January 27, 1995, at 4:25 p.m., the licensee discovered that
safeguards information located at the corporate records center was

not appropriately controlled. The material included eight boxes
of PC/H material at the Riviera Beach, Florida, facility. The

material was not being properly stored and, therefore, was

uncontrolled.

The licensee notified the NRC via the ENS line at 5: 14 p.m. and

informed the resident inspectors. Immediate compensatory measures
were taken including custody of the material, return of the
material to the Turkey Point site, and appropriate storage on

site. The licensee initiated a condition report (No. 95-072) and

submitted LER 50-250/95-001. (Refer to section 6.2 ' for
additional information,) The licensee also contacted NRC regional
specialists concerning the issue.

The inspectors reviewed the ENS notification and worksheet; the
condition report; the LER; and procedure O-ADH-410, Protection of
Safeguards Information. The inspectors discussed the event with
licensee security and management personnel. Final disposition of
this issue and closure of LER 50-250/95-001 will be addressed
during future inspections. This issue remains open pending NRC

regional specialist review.

Emergency Plan Drills

During this inspection period, the licensee conducted drills to
test the emergency facilities including the control room
(simulator), the on-site TSC and OSC, and the off-site EOF. These
drills were conducted on February 16 and 24, 1995. The licensee
critiqued each drill.
The inspectors observed and participated in these drills from the
simulator, the TSC, and the OSC. The inspectors concluded that
the licensee appropriately tested these facilities and activated
the emergency plan. Drill critiques were effective in identifying
issues and providing feedback to the participants.

4

8.0 Exit Interview

The inspection scope and findings were summarized during management
interviews held throughout the reporting period with both the site vice
president and plant general manager and selected members of their staff.



27

An exit meeting was conducted on March 2, 1995. (Refer to section 1.0
for exit meeting attendees.) The areas requiring management attention
were reviewed. The licensee did not identify as proprietary any of the
materials provided to or reviewed by the inspectors during this
inspection. Dissenting comments were not received from the licensee.
The inspectors had the following findings:

Item Number Status Descri tion and Reference

50-250,251/95-04-01 (Closed) NCV, Failure to Follow Chemistry
Procedure For Containment Isolation Valve
(section 4.2.6)

50-250,251/95-04-02 (Open) URI, Hissed Operator Round (section
4.2.10)

Additionally, the following previous items were discussed:

Item Number Status Descri tion and Reference

LER 50-250/94-005-01

LER 50-250/95-001

(Closed) LER, Design Defect in Safeguards
Sequencer Logic (section 6.2.5)

I

, (Open) LER, Loss of Control of Safeguards
Material (section 6.2.5)

9.0 Acronyms and Abbreviations

AC
ADM

AFW

a.m.
ANPO
ANPS
ASHE
BIT
CFR
CO

CR
CS

CV
CVCS
DC

DDPS
E

ECCS

EDG

e.g.
ENS

EOF
EOP

ERDADS

Alternating Current
Administrative
Auxiliary Feedwater
Ante Meridiem
Associate Nuclear Plant Operator
Assistant Nuclear Plant Supervisor
American Society of Hechanical Engineers
Boron Injection Tank
Code of Federal Regulations
Conduct of Operations
Control Relay
Containment Spray

. Control Valve
Chemical Volume Control System
Direct Current

'igitalData Processing System
Electrical
Emergency Core Cooling System
Emergency Diesel Generator
For Example
Emergency Notification System
Emergency Operating Facility
Emergency Operating Procedure
Emergency Response Data Acquisition and Display System



0



28

ERT
ESF
D

F

FC
FCV

gpm
HHSI
IKC
i.e.
INPO
IST
JPN
L
LC
LCO
LER
LM
LOCA
LOOP
M

MCC

MOV

NCV

NCZP
NPO

NPS
NRC

NWE

ODI
OMS

ONOP

OP

OSC

OSP

PC/M
p.m.
PM

PNSC

PORV

PRT
PS

PTN
PWO

PWR

QA
QC

QR
RCDT
RCO

RCS
RHR

rpm

Event Response Team
Engineered Safeguards Feature
Degrees Fahrenheit
Flow Controller
Flow Control Valve
Gallons Per Minute
High Head Safety Injection
Instrumentation and Control
That Is
Institute for Nuclear Power Operations
Inservice Test
Juno Project Nuclear (Nuclear Engineering)
Letter
Level Controller
Limiting Condition for Operation
Licensee Event Report
Level Module
Loss-of-Coolant Accident
Loss of Off-Site Power
Mechanica'I
Motor Control Center
Motor-Operated Valve
Non-Cited Violation
Nuc1ear Chemistry Sampling Procedure
Nuclear Plant Operator
Nuclear Plant Supervisor
Nuclear Regulatory Commission
Nuclear Watch Engineer
Operations Department Instruction
Overpressure Mitigation System
Off-Normal Operating Procedure
Operating Procedure
Operational Support Center
Operations Surveillance Procedure
Plant Change/Hodification
Post Meridiem
Preventive Maintenance
Plant Nuclear Safety Committee
Power-Operated Relief Valve
Pressurizer Relief Tank
Pressure Switch
Project Turkey Nuclear
Plant Work Order
Pressurized Water Reactor
Quality Assurance
Quality Control
Quality Rack
Reactor Coolant Drain Tank
Reactor Control Operator
Reactor Coolant System
Residual Heat Removal
Revolutions Per Minute





RPS

RT
RWST

SEES
SEHS
SF
SFX
S/G
STA
STRX
TB
TD
TSC.
UFSAR
URI
VDC

W/R
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Reactor Protective System
Reactor Trip
Refueling Water Storage Tank
Safety Evaluation Electrical - Site
Safety Evaluation Mechanical - Site
Start Failure
Start Failure Auxiliary
Steam Generator
Shift Technical Advisor
Auxiliary Start
Terminal Block
Time Delay
Technical Support Center
Updated Final Safety Analysis Report
Unresolved Item
Volts Direct Current
Wide Range




