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Leak detected at Point Beach

TWO CREEKS « A small Jeak
of ndlmdlvlty from & gas
“ the Polot Beach
Nucw}‘o\ml’hnt um

ing resuliad (n the
aty evacudtion o g uw

“auxilary bulid

s"aul ‘Am po ou weu

conum‘?nnlou hn buu
addressed, accordl o »
) ulln
Clec Pm Onmpany.
aton of the plant, The euct
pumber of employees was nol
known early thia inorning, tat

(he spokesmian sald !t {a probab-
ly three or four.

“Ai the lovauutlon co« on.
we may
tgnstod." fhe spok e °°°“u
mina ASMNAD BA
“AL firet fust two were contami-
nated then wo found a third
and tfuerew
WI‘I in the ”thoapoteum
sald,

The level of expoture to the

empleyees will be determined
hplodn

mmtbeguut?‘olm

and was terminated at 8: mm
by lso.atln& the gas anal
& statament [rom

the il ? The release of

radloactivity was only one-one

hundredih (0.01) of the sllow:

able it. Accoss (o the auxili
ary bu has been res
and the Nuclear @

Commssion has been Inform

The gas analyrer lesia pm
{n various systets of the reac-
tor toolant system. Oxygen and
hydrogen In the ractor codlant
system must be kept at & Pgz)clﬂc
Jevels, according to WE

The moalyrer also measures
waste gosss for composition
level.

The gases or environment the
analyzers |8 examining can
contaln radloactivity, according
to the apoku‘mm .

employees who were
conhmlmr showered and
they ‘:&ro co:'t‘lnued to °‘be
examined through a process
whaole count which takes
scveral They are being
cnamloedbymlnslmuumoau
tion (o mmlno the entire body,

The hes yaics stalf on
site s dolu examination,
The employees are remalning

ot site for the examinalion,
nwordlnc to the utllity 1f the
employecs had been injured and
contaminated, they may be
tram&orled to Community
Hoapital In Two Rivers. There
were no fnjuries In thie
'(uallon
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This morning 8 (non-reportob1e) event occurred ot point Beach Nuclear Plant
tnvolving the relesse of sbout § curies of noble gases, contemination of four
individuals, end partis) evacvation of the aux$\10r§ butlding, At 7:46 a.m,
COT 8 stack monitor “elert Yevel" ¢larm orcurred, his alarm fndicates that
relepses &re exceeding the normal level, the alert alarm setpoint s 2E-5.
(The tech spec release rate 1imit is 3E-3). The sctus) relesse rate resched 8
pesk value of 1.8, Evacuation of the auxiliary butléing was initiated.

Point Besch

1t wes quickly determined that the release resuited from actions of technicians
dging the dedly sampling of the volume control tank (VCT). hpparently sligament
of the

of the semple into the suxiliary butlding atmosphere,

Whole body counts were made of individuals evatuating the building, Skin
contemination was found on four individusls, The four had been {nvolved in
the ¥CT sampling. The highest nose smear was 700 counts,

The integrity of the V(T system was subsequently restored and access to the
ausiliary builcing was reesiablished by sbout g:60 a.m, COT.

1t was estimelec that & curies were released to the outside atmosphere.
Retatively high winds, gusting 1o 26 miles per hour from the south, were
occurring at e time, Thus it 18 untikely that releases were detectadble ot

the site woundaries,

Kithough they determined that the event was not reportable, the licensee made
8 courtesy cal) to the NRC ops center. There has been some medid interest in

the event,

sampling epparatus to the VLT was done in 8 manner which permitted venting
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Inadvertent O11g:te Release (95702)

tihile attempling to obtain a daitly aaceons sample of Undt § rear oy
coolant on Dotober ', a feleave of radioactive gas occuvrred, O
pump 2eal in the Unit 1 gas analvzer failled allowing coolant aa=reg
to vent (nto the primary auxiligry bujlding (FPARY , whon Lthe ose
analvzer was aligned to the volume control tanl for samplinog, 1he
garses wore then drawn into the PAE ventilation svetem, driveo
throuah roughirg and hioh efficiency filters, and finally exhasted
out the vent stack., The plant made an informational totifical bou
teo the NRC via the emeroency notification svetem,

The release comnmenced at 09740 and caused the Ak evhaust vent
radiation monitors to atarm. Another process radiation monitoe
located near the gas analyzer aleo alarmed due to Lhe radiation
levels produced by the released gasses, The radiation monitors
have tuwo alarm setpoints, a lower alert ldmit Lo warn of above
normal levels, and a hioh alarm limit to warn of radiaticon levels
above permissable limite, ‘The ceal reading wn the venl stack
monitor was about &6,2E-5 microcuries/mi, which is above Lhe aler
Yimit ©f 2.1E-9 but well Lelow the high alarm 1imit of O,0L-0, (AT
radiation monitor staved above the alert limit for about one by
while the ges wag veniled out of the Pal,

Flast personnel responded rapidly to Lthe evert by isolating the
“upply line to the gas analvier and injtiating a pertial evacuation
Gf the FAR, Operators dressed jn anti contamination clothing and
breathing epparatus were then cent back in to aselate the entire
Oas analyzer. PAR ventilation was shifted to evhavst through
charcaal filters., The inspector noted that the plant aanaaer aind
other management personnel responded auichly to the control roon o
assist {in recovery from the event,

Four oaperators involved in the sampling orocess receyved shin
contamination due to immersajon jn the gas cloud, The principal
contaminante were {sotopes of Cesium and Rubidium, fhe Your
operators were decontaminated and received whole hody counts, The
higheat intake measured cn one f the cperators was 2467 nanocurice
with the principal isotopes beinc Xe 137 and Xe 138, A1l pecsonnel
b were in the FAB at the time of the event also recelved whole
hody counts. HNo abnormal levels were found, fhe operators
involved in the sampline activity were ecstimated to have received
dosee of 34 mrem ta the ekin and 20 mram whele body from Ioamer & on

in the ovas cloud.

The licensee caleculated the total offeite release to be 1.] Chries
consjeting entirely of noble gasses., Their mazinum worst case
assesament of afirborne activity during the one hour of the releare,
determined the activity levels to be O,07% of the maiinum
permissible concentration at the site boundary., Wind conditians at
the time were favorable, being out of the south with guste of up to
28 miles per Lour,

Ot note is that the letdown oee «tripper was out of sorvice 1ot
maintenance during this event. Had 1t been operatine. mach of the
gaspoun activity thatl was releoased would have heen previously
removed, resulting {0 a reduced relsase amount, The i1ospector
ebserved the event recoverv process and discuesed the details wi th
plant personnel. HNo additional concerns were noted.
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. PRELIMINARY NOTIFICATION OF EVEKT Ok UNUSUAL OCCURRLNCE PNO-111-%0-67 Date October 3, 1990

This preliminary notification constitutes EARLY notice of events of POSSIBLE safety or
public interest significance. The informition is as initially received without
verification or cvaluation, and is basically all that is known by the Region 11! staff
on this date,

Facility: Point Beach Station Unit 1 Licensee Emergency
Wisconsin Electric Power Company Classification:
6612 Kuclear Road __Unusual Event
Two Rivers, W1 54241 T Mlert
_____Site Area Emergency
Docket: 50-266 General Emergency

"X "Hot Applicable

-

Subject: MINOR NOBLE GAS RELEASE

At 7:40 a.m, on October 3, 1990, & small release of noble gases occurred while plant
personnel were collecting a gas sample from the Volume Control Tank, The release
apparently occurred as a result of ¢ seal failury on a gas ana1yzer19\“74\ Jriseny

Four individuals received minor skin contamination and were subsequently decontaminated,
About 30" workers were evacuated fror the Auxiliary Building as a precsution,
te

The licensee reported the release was about}g curief., The gases were removed by the
auxiliary building ventilation system and released from the plant through the ventilation
stack, The release path is filtere¢ and monitored, No measurable radicactivity wag—-
detected off-site, the licensee reported.

The resident inspectors are reviewirg the event,

There has been news media interest in the releuse.

The State of Wisconsin will be nctified. The information in this Preliminary Netification
has been reviewed by licensee maragzment.

The licensee notified the NRC Operstions Center at 8:44 a.m. (COT), This information is
current as of 3:00 p.m, (CDT) October 3, 1990.

CONTALT: W. Snell FTS 388.65]3 R, Greger FTS 388-5644
DISTRIBUTION:
HEANQUARTER. CIFICES REGIONS MAIL TO:

airman Carr RHSS Fegion T bes gﬁf?g)
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Gen., Counsel *ASLAP i FAX T0:
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OCT 30 1880

Docket No. 50-266
Docket No. 50-301

E wisconsin Electric Power Company
| ATIN: Mr. C. W. Fay
Vice President
Nuclear Power
23] West Michigan Street = P37%
Vilwavkee, W1 $320.

] Sentlemen: Y

This refers to the routine safety inspection conducted by Messrs, C. L. Varderniet
and J. Gadzala of this office, from September 5 through October 15, 1990, of
activities at the Point Beach Nuclear Plant Units 1 and 2. Our findings were
discussed with Mr. G. J. Max'ield and members of his staff at the conclusion of
- the inspection.

R d
The enclosed copy of our inspection report identifies areas examined during
the inspection. Within these areas, .he inspection consisted of a selective
examination of procedures and representative records, observations, and
interviews with personnel.

During this inspection, certain of your activities appeared to be in violazien
| of NRC requirements, as specified in the enclosed Netice, An event requiring
| the submission of a licensee report was not filed until noted by our

inspectors about one year later. Since corrective actions have already been

taken in response to this viclation, no response is required.

In accordance with 10 CFR 2.790 of the Commission's regulations, a copy of
this letter and the enclosures will be placed in the NRC Public Document Room.

We wil) gladly discuss any questions you have concerning this inspection
Your cooperation with us is appreciated,

Sincerely,

| Richard C. Knop, Chief
' Reactor Projects Branch 3

Enclosure: Inspection Reports
) No. 50-266/90019(DRP);
No. 50-301/90019(DRP)

dee Mstached Disctbution RS D DR
i
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; Jeckiw/sd Vanderniet Gadzala Castleman Knop ;
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Wisconsin Electric Power Company

Distribution

cc w/enclosures:

6. . Maxfield, Plant Manager
DCD/DLB (R1DS)

OC/LFDCB

Resident Ins ectgr, R111
Virgi] Kanable, hict
Boiler Section
tharles Thonpsen, Char, man
Wisconsin Public Service
Commission
Leroy £, Conner, Acting Administretor
Wl Div. of Emergency Government
Teri L., Vierime, Chief
Rediation Protection Section
K1 Department of Health and
Social Services

0CT 30 1890
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NOTICE OF VIOLATION

wisconsin Electric Power Company Docket Nos. 50-266; 50-301
Point Beach Nuclear Plant Licenses No. DPR-24; DPR-27

As & result of the inspection contucted from September 5 through October 15,
1990, and in accordance with the “General Statement oi Policy and Procedure
for NRC Enforcenent Actions,” 10 CFR Part 2, Appendix C (1989) (Erforcement
Policy) the folluwing violation was fdentified:

10 CFR 50,73, “Licensee Event Report System," requires that the licensee shall
cubmit & Licensee Event Report (LER) for any type of event described in this
paregraph within 30 deys efter the discovery of the event. Section a.2.(iv)
of this paragraph specifies that an LER s required for any event cr condition
that resulted in manua) or sutometic ectuation of any Engineered Safety
Feature, including the Reactor Protection System,

Contrary to the above, on October 8, 1989, an inadvertent actuation of the
Resctor Protection System occurred when two out of three conteinment pressure
bistables were trippec.  This event was not reported until October 11, 1990,
over one year from the cate of the occurrence,

This s & Severity Level V violation (Supplement 1),
The inspection showed thet actions had been taken to correct the jeentified

violation snd to prevent recurrence. Consequently, no reply to the violation
1$ required and we have nc further questions egarding this metter,

0CT 30 1690 6)_?._{:.%67,/
fated ' Kichard €. ¥nop, Chie ‘417.

Reactor Projects Branch 3




: U.S. NUCLEAR REGULATORY COMMISSION
REGION 111

Reports No. 50-266/90019(DRP); $0-301/90019(DRP)
é Docket Nos. 50-266; 50-301 Licenses No. DPR=24; DPR-27
i
; Licensee: Wisconsin Electric Company

23] West Michigan

Milwauvkee, W1 53201

Factiity Name: Point Beach Unfts ) and 2

. Inspection At:  Two Kivers, Wisconsin
1

!

Dates: September 5 through October 15, 1990

: Inspectors: C. L. Vanderniet
* J. Gadzala
P. Castleman
I ."".,/'wd.. V’»'Jf"
T Approved By: 1. N. Jackiw, Chief /11:::L:;;;m‘ﬁ‘

Reactor Projects Section 3A Date

Inspection Summary

R —

Inspection from September § through Octeber 15, 1990, (Reports
No. P65 26678001(CRF); No ¥0-501/30013(0RR)) :
Areas Inspected: Routine, unannounced inspection by resident inspectors of
| outstanding items; operational safety; radiological controis; maintenance a~d
| - surveilTance; emergency preparedness; security; engineering and technical
| support; and safety assessment/quality verification,
| _Results: Durin? this inspection period, Unit 1 operated at full power with
only requested load following power reductions, Unit 2 operated at full
power un*il September 14, when it began an end of 1ife Tavg coastdown, The
unit was shutdown October 6 for refueling outage 16. Issues addressed in
this inspection report include: Inadvertent Migratory Waterfowl Deaths,
paragraph 3.f.; Inadvertent Auxiliary Feedwater Pump Actuation, paragraph -
Inadvertent Offsite Release, paragraph 4.a.; Emergency Preparedness Training
| Dri)), paregraph 6.a.; Inattentive Security Guard, paragraph 7.a.; Single
Failure Potentia) on Bus Tie Breakers, paragraph B8.a.; Service Water
| Radiography, paragraph 9.a.; Fatlure to Issue an Even. Report, paragraph .25
) and Plant Management Changes, paragraph 9.e. New fssues which remain
unresolved include: Inadvertent Auxiliary Feedwater Pump Actuation,
paragraph 3.9.; and Single Failure Potential on Bus Tie Breakers,
paragraph 8.a.

-
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times to conform to those of the FSAR with an appropriate tolerance
band., This will confirm the existing practice as being not only
acceptable, but preferable. The inspector reviewed the amalysis and
discussed the corrective actions with the licensee. No additional
concerns were noted and this item is closed,

Plent Operations (71707) (71710) (93702)
8. o1 Room Observation (71707)

The inspector observed control room operations, reviewed appiicable
logs and conducted discussions with control room operetors during
the inspection period, During these discussions and obcervations,
the inspectors ascertained that the operators were glert, cognizent
of current plant conditions, attentive to changes in those
conditions and took prompt action when appropriate. The inspectors
noted that a high degree of professionalism attended 211 facets of
control roon operation and that both unit control brards were
generally in & 'black board' condition (no non-testing annunciators
in alarm condition). Severs] shift turnovers were elso observed and
appesred Lo be handled in a thorough manner

The contro) room has only one copy of alarm response cards for use
in responding to various annunciators on the control boards. This
copy 18 meintained at the shift supervisor's station, requiring the
uriit operators to leave their control panels if they need to obtain
an alarn response card, Having only a single copy would also be

an inconvenience 1f both units were to receive the sere alarm
simultaneously. The inspector d.scussed this i1ssue with plant
management and the licensee plans to take appropriete ¢orrective
action,

The inspectors performed walkdowns of the control boards to verify
the operability of selected emergency systems, reviewed tagout
records and verified proper return to service of affected
components,

b. Facility Tours (71707)

Tours of the turhine building, primary auxiliary building, service
water building, and Unit 2 containment were conducted to observe
plant and equipment conditions, including plant housekeeping/
cleanliness conditions, status of fire protection equipment, fluid
leaks, and excessive vibrations and to verify that maintenance
requests had been initiated for equ’:«cnt in need of meintenance.

During facility tours, inspectors noticed several steam leaks on the
secondary sicde of Unit 2. Normally, very few leaks are in evidence.
The noted leeks were identified with tags as requiring maintenance
work, A1) equipment appears to be in good operating condition,
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Plant clesnliness has improved noticeably during the recent
Institute of Nuclear Plant Operations (INPO) evaluation. Portions
of the service water systes piﬁing cuntinue to show heavy surface
rust, especially the sections leading to the auxiliary feedwater
pump bearings.

The inspectors noted several installations of temparary hoses
connected to vent fittings or hooked between vent and drain
fittings. Examples include the auxiliary feedwater pumps and the
charging pumps. The length of time these temporary hoses have been
connected suggests a permanent installation, The licensee informed
the inspector that connecting hoses to permanent vent or drain
fittings does not fall under the jurisdiction of their temporary
wodification requirements, hence no controls are necessary. They
added that plens are nonetreless being made for replacing these
hoses with hard piping under a permanent modification,

Unit 1 Operational Status (93702)

The unit continued to cperste at full power during this period with
only requested load follewing power reductions and one power
reduction to 86% on Septerder 7, to repair a teak on a feedwater
heater operating vent,

) Status [§2702)

P

Unit 2 Operatio

The unit continued to operste at full power during this period until
September 14, when 1t beger #n end of life Tavg coastdown, The unit
was shutdown October 6 for refueling outage 16, The inspector
verified that the plant hed reviewed their controls for mid-loop
operations and that appliceble administrative procedures were in
place for use prior to the unit's entering into a partially drained
condition,

Engineered Safequards Festures (ESF) System Walkdown (71710)

The inspector performed @ detailed walkdown of portions of the
containment air recirculation cooling systems in order to
independently verifv operebility. The containment air recirculation
cooling system walkdowns included verification of the following
Ttems:

. Inspection of syster equipment conditions,

. Confirmation that the system check-off-1ist (COL) and
operating procedures are consistent with plant drawings.

¥ Verification that system valves, breakers, and switches are
properly &ligned.

1 Verification that irstrumentation is properly valved in and
nperable.
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\d Verification that valves required to be locked have appropriate
Jocking devices,

i Verificetion that control room switches, indications, and
controls are satisfactory.

* Verification thet surveillance test procedures properly
implement the Technica) Specificetions surve‘1lance
requirements.

ceveral vent tooler valves irside containment were found to have
only the origingl construction lebels identifying them. Several
vert cooler differentia)l pressure indicators also have either the
censtruction Yabel or a hand written identifier under the gouge.
The system drawing did not correctly depict the location ¢of three
fire hose connections on the service water piping supplying the vem
coolers. The inspector conveyed these discrepancies to the licensee
for correction,

Iregvertent Migratory Waterfowl beaths (71707)

koproximately 275 Double Crested Cormorants (Phalacrocorax Auritus)
heve been found dead in the weter inteke forebay at the plant.
These birds, which are largs migratory weterfow), are o protected
fpecies.

Point Bewch has a large doughnut sheped inteke structure about

300 yords offshore that is survounded by concrete riprap. The intake
coughnut resembles a rocky 18land, which 15 & favorite roosting
plece for the birds, Since the birds began roosting on the intake
structure, fumerous birds have ei'er fallen into the inside of the
riprap, or dived in after fish, Once in the water on the inside of
<hee inteke structure, the birds become too watereladen to be able to
fly out of the structure, 1t has been postulated that these birds
tive from swimming or accidentally dive into one of the suction
vortexes end are drown into the plant, thereby drowning in the
*process.,

This is the first suth occurrence of these birds roosting at the
glent, he plant is teking action to remedy the situation. A
propane~powered air canon has been installed 8t the intake structure
to frighten off the birds. Though this worked for the first couple
of days after installetion, it hes since become ineffective. The
Vicensee is considering further options to prevent the entry of the
birds into the intake structure,

kepresentatives from the State uf Wisconsin Department of Natural
Rescurces (DNR) and the U.S. Fish and Wildlife Service have been
sent to investigate this issue, The DNR is in the process of
considering enforcement action against the utility for this event,
Media interest has occurred and severa) articles and news items have
been circulated.

TV NI TS S ———
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g. Inadvertent Auxilisry Feedwater (AFW) Pump Actuation (93702)

On October 9, the licensee notified the NRC via the emergency
notification system regarding the inadvertent fnitiation of motor-
driven AFW pump (P38A4). Point Beach has two motor-driven AFW pumps
which are shared between the two units.

The event occurred during the performance of a main steam 1ine
hydrostatic test on Unit 2. During this test, an unrelated
mainterance action was being performed on the Unit 2 "B" train
safeguards reléys. This maintenance required the deenergizirg of
the B troin of sefeguards power and removal of the B steam generator
level bistable. Consequently, although both steam gererators were
full, the AFW actuction circuitry censed a low-low level from the

B steal generetor. This satisfied Yogic for the initiation of AFW,
however, the rain feed pump contro) switches were in the pull-to-lock
position, which blocks the signal, The intended pressure source for
the hydrostatic test was the Unit 2A main feed pump. Wwhen the main
feed pump contre) switch was taken out of the pull-to-lock position
in preparation for starting the pump, the initiation signal was
urblocked and the A AFW pump started. The B AFW pump was already
running as purt of the hydrostatic test,

The Unit 1 operator attempted to secure the A AFW pump by placing
the control switch in "OFF", Since the actuation signal was still
present, when the spring loaded switch returned to the "AUTO"
position, the pump restarted, The rapid restart apparently tripped
the A AFW purp treaker on overcurrent, After determining whet had
happened, the crerator reset the breaker and allowed the pump to
restert in the “AUTO" position, Some water was injected into the
Unit 1A steen generator durinx the event although 1ts effect on
level was neclizible. The A AFW pump discharge into the Unit 14
steam generator was shut to preclude continued water addition,

The simulated Yow-low level signal from t:: Unit 2B steam generator
was subsequertly reset and the motor driy - AFW pumps were secured,

* The hydrostatic test was then completed + . thout further incident.
This event renains unresolved pending ar «valuation by the licensee
and subsequent review by the NRC (266/90019-013 301/90019-01),

These reviews ént cobservations were conducted to verify that facility
gperations were cenducted safely and in conformance with requirements
established under technical specifications, federal regulations, and

administrative procedures.

Radiological Controls (71707), (93702

The inspectors routinely observed the 1icensee's rediological controls
and practices during normal plant tours and the inspection of work
activities., Inspection in this area includes direct observation of the
yse of Radiation hork Permits (RWPs); normal work practices inside

e B



|

|
|

BT T R P e —

contaminated barriers; maintenance of radiological barriers and signs;
and health phﬁ:ics (HP) activities regarding monitoring, sampling, and
surveying., The inspector alsc observed portions of the radicactive waste
system controls associated with radwaste processing,

From a rediological standpoint the plant s in good condition, allowing
access to most sections of the facility. Ouring tours of the facility,
the inspectors noted that barriers and signs also were in good condition.
When minor discrepancies were identified, the HP staff quickly responded
tu correct any problems,

Tnadvertent Offsite Release (93702)

While preparing to obtein a weekly gaseous sample of Unit 1 reactor
coolant on October 3, & release of radioactive gas occurred. A pump
seal in the Unit 1 gas analyzer failed allowing coolant gasses to
vent into the primary auxiliary building (PAB), when the gas
analyzer was aligned to the volume contro) terk for sampling. The
gasses were then drawn into the PAB ventilation system, driven
through roughing and high efficiency filters, end finally exhausted
out the vent stack. The plant made an informational notification to
the NRC via the emergency notification system.

The release commenced at 0740 end caused the PAB exhaust vent
radiation monitors to alarm. Another process radiation monitor
located near the gas analyzer ¢lso alarmed due to the radiation
levels produced by the relecsed gasses. The radiation monitors have
two ¢larm setpoints, a lower alert 1imit to warn of above norma)
levels, and @ high alarm 1ir{t to warn of radiation levels above
permissible 1imits. The peak reeding on the vent stack monitor was
about 6.2E<5 microcuries/ml, which is above the alert limit of
2,165 but well below the high alarm 1imit of 5,0E-3. The radiation

‘monitor stayed above the alert limit for about one hour while the

gas was vented out of the PAB,

Upon receipt of the radistion elerm, control room operators
attefpted to determine the source of the release. The operators
involved in the sampling activity were not initially aware they had
caused the release. PAB ventilation was shifted to exhaust through
charcoal filters to further reduce the release rate, Plant
personnel identified the ga: sampler as the cause of the release
about one-half hour into the event, They responded by isolating the
supply line to the gas analyzer and initiating & partial evacuatiun
of the PAB. Operators dressed in anti-contamination clothing and
breathing apparatus were then sent back in to isolate the entire gas
analyzer., The inspector noted that the plant manager and other
management personnel responded quickly to the control room to assist
in recovery from the event,

Four operators involved in the sampling process received skin
contemination due to immersion in the gas cloud. The principal
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contamivants were isotopes of Cestum and Rubidium. The four
operators were decontamineted and received whole body counts, The
highest intake measured on one of the operators was 263 nanocuries
with the principal isotopes being Xe-133 and Xe-135, A1l personne)
who were in the PAB at the time of the event also received whole
body counts and no abnormal levels were found. The operators
involved in the sampling activity were estimated to have received
doses of 34 mrem to the skin and 20 mrem whole body from fmmersion
in the gas c¢loud,

The licensee calculated the tota) offsite release to be 1.2 Curies
consisting entirely of noble gasses, Their worst case assessment of
sirburne activity during the one hour relesse determined the highest
sctivity level to be 0.07% of the maximum permissible concentration
ot the site boundary, Wind conditions at the time of the event were
:avorable. befng out of the south with gusts of up to 25 miles per
our,

Of note 15 that the letdown gas stripper was out of service for
meintenance during this event, Mad it been opersting, much of the
gaseous activity that was released would have been previously
removed, resulting in a reduced release emount, The ircrector
observed the event recovery process and discussed the - .eils with
plant personnel, No additional concerns were noted,

A1 activities were conducted in a setisfactory manner during this
inspection period,

Maintenance/Surveillance Observation (62703) (61726)

a. Meintenance (62703)

Station maintenance activities of safety-related systems and
components 1isted below were observed/reviewed to ascertain
that they were conducted in accordance with approved procedures,
regulatory guides and industry codes or standards and in

* conformance with technical specifications.

The following items were considered during this review: the
limiting conditions for operation were met while components or
systems were removed from service; approvals were obtained prior to
initiating the work; activities were accomplished using appr ved
procedures and were inspected as applicable; funct1ona* testing
and/or calibrations were performed prior to returning components or
systems to service; quality contrel records were maintained;
sctivities were accomplished by qualified personnel; parts and
meterials used were properly certified; radiological controls were
implemented; and fire prevention controls were implemented.

work requests were reviewed to determine status of outstanding jobs
and 10 assure that pricrity is assigned to safety-related equipment
maintenance which may affect system performance.

10
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Portions of the following maintenance activities were
observed/reviewed:

2P<118 component cooling water pump motor repair

The inspector expressed concern about the method of 1ifting the
pump motor. A cable used to support the motor was being
pertially cdeflected by en intervening pipe. The inspector's
cuncern regarded the side load” g being placed on the
intervening pipe. The licens.. informed the inspector that
they had performed an informal evaluation on the side loading
and determined that it was well within the limit of the pipe,

Ml 5,2 'Revision 4), Air diaphragm operated control valve
mainter.sce of AF-40)12

The specificetions for valve operating pressure end regulator
setting listed in the procedure specified a single value
without providing any tolerence band around thet value. This
practice tends to produce inconsistencies in the tolerances
that a given technician thinks is a.ceptable. The technicians
performing the work used a 0-150 psi range pressure gauge to
measure & 1 psi test pressure. When questioned about this
practice, the technicians proved knowledgeable about the gauge
range suiteble for the pressures being worked with, but the
procedure only specified & generic test rig, which they used.
The procedure alsc ¢id not require logging "as found" date on
the valve to be worked, The techniciens obtained this data
anyway because they knew it would be needed for comparison
leter, No flush of the valve was specified despite the need
for grirding inside the valve body. The technicians also took
it upon themselves to perform this task., The inspector
discussed these concerns with the licentee for correction.

ICP 9,11 (Revision 6), Special Maintenance Procedure, Tavg
Range Change

After installation of resistors to change the incicating range
of the Tave instruments, reactor engineers must update the
plant computer database conversion parameters to enable it to
correctly interpret the new signals. There is no procedure for
this evclution so it is done by reviewing log entries from when
the evolution was last performed and entering the same data as
is recorded in the log.

1WP 89-188*D (Revision 0), Replacement of Breakers 27, 4, 14, 16
on panel D13

Surveillance (617¢6)

The inspector observed surveillance testing and verified that
testing was performed in accordanie with adequate procedures; that

11
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An inspection of emergency preparedness (EP) ectivities was performed to
assess the licensee's implementation of the site emergency plan and
implementing procedures. The inspection included month1¥ review and tour
of erergency facilities and equipment, discussions with 1icensee staff,
and @ riview of selected procedures.

£P Yreining Drill (71707)

The site conducted an EP training dril) on September 17 to assist

in prepering personnel for handling their assignments during
declared emergencies. The technical support center was activated
snd an accident scenario was played out, Tne inspector observed
portivns of the training and played the role of the NRC headquarters
duty cfficer, Although there were notable flaws in the scenariv
data, the training was considered worthwhile,

A1l sctivities were conducted in & satisfactory manner during this
inspection period,

Security (71707)

The irspector, by direct observation and interview, verified that
portions of the physical security program were being implemented in
accordarce with the station security plan. This included checks thet
igentification badges were properly displayed, vital areas were locked
and alarmed, and personnel and packsges entering the protected ares were
apprepristely searched. [The irspector also monitored any compensatory
measures that may have been eracted by the licensee. )

Inattentive Security Guard (71707)

On October 10, the licensee notified *'e NRC via the emergency
notificetion system that a security guard at the Unit 2 containment
hatch had fallen esleep while on duty. The inspector discussed this
even® with the licensee and determined that appropriate compensgtory
measures were subsequently taken. No additional concerns were

noted.

A1) cther activities were conducted in a satisfactory manner during this
inspection period.

Engireering and Technical Support (71707)

The inspector evaluated licensee engineering and technical support
activities to determine their involvement and support of facility
operations. This was accomplished during the course of routine
evaluation of facility events and concerns through direct observation of

activities and discussions with engineering personnel,



Single Failure Potential on Bus Tie Breakers (71707)

On October 8, the Vicensee identified & potential for a single
foilure on the tie breaskers between the sofeguards and non-
safeguards electrical busses (BO1/BO3 and BO2/BO4) to sccidentally
shut the tie breskers. If this accident happened while & diese)
generator wes supplying the safeguards bus, 1t would tie the non-
safeguarcs bus onto the diesel generater and probably overload it,

As immediate corrective action, the licensee removed the control
power fuses for these tie breakers and 1s administratively
contre'1ing the breaker control switches in the pull-to-lock
position, This removes the potential for the inadvertent closure.
The breakers are vsed only for maintenance purposes and have no
safety function, Kisconsin Electric is performing an analysis of
this situation &nd this item remains unresolved pending completion
of that eralysis and subsequent review by the inspector
(266/90019-02; 301/90619-02).

A1) activities were conducted in a satisfactory manner during this
inspection period,

Sefety Assessment/Quality Verification (92701) (90712) (92700)

The licensee's quality assurance programs were inspected to ossess the
implementation arg effectiveness of programs associated with management
control, verificetion, and oversite activities. Special consideration
was givern to issves which may be indicative of overall maragement
invulvement in guelity matters such as self improvement programs,
response to reguletory and industry initiatives, the Trequency of
management plant tours and cortrol room observations, and management
personnel's attendarce at technical and planning/scheduling meetings.

a. Service Water Radiography (92701)

An extensive rediographic examination program was performed on the
service water system in response to Generic Letter €9-13, "Service
Water System Problems Affecting Safet‘ Related Equipment”, and
Information Noetice 89-001/01, "Valve Body Erosion". About 70
selected areas were radiographed including 10 areas inside the

Unit 2 containment during the current outage. This examination
1dentified piping areas in the service water system that have up to
@ 75% wal' loss in highly localized areas. The areas of high wall
loss are in the form of pitting rather than general thinning. The
licensee has determined that this is a leakage concern instead of a
pipe wall strergth concern, The inspector discussed this with the
licensee and was informed that plans are being made to repair
several sections of piping once the evaluation is complete,

b, Licensee Event Report (LER) Review (90712)

The inspector reviewed LERs submitted to the NRC to verify that the
details were clearly reported, including accuracy of the description

14
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and corrective action taken, The inspector determined whether
further information was required, whether generic tnplications were
indicated, ard whether the event warranted onsite followup. The
following LERs were reviewed and closed:

*:01/89-010 Unantiripated Containment Pressure Trip Signal

Gn October 8, 1989, an inzavertent actuation of the reactor
protection system occurred while performing a surveillance on the
conteinment pressure trip instrumentation, Unit 2 received a trip
signal when two of the trip bistables generated a trip signal
satisfying the two of three logic requirement. The unit was
thutoown at the time. The cause was determined to be a combination
of operator errer and procedure insdequacy. The procedure did not
cortain any precautions instructing the operator to check for the
existence of & tripped chennel prior to performing the test éend the
operetor d1d not notice thet one channel was already in ““e tripped
position from an earlier unreleted maintevance, The licensee
subsequently revised the procedures invoived to include appropriate
caution stetements regarding tripped channels. This event report
was submitted nearly one year late as discussed in paragraph 9.4,

LER Followup (92700)

The LER denoted by asterisk above was selected for additivnal
followup. The 1nspector verified that appropriaté corrective action
was token or responsibility wes assigned and that continued
operation of the fecil ty was conducted in accordaice with Technical
Specifications and did not constitute an unreviewsd safety question
as defined in 10 CFR 50.5%. Report accuracy, compliance with
current reporting requirements and applicability to other site
systems and conponents were also reviewed,

Failure to Issue an Event Repovt (90712)

During a review of LERs, the inspector noticed that no report wes
filed for a resctor protection system (RPS) actuation which occurred
on October 8, 1989, This is a violation of 10 CFR 50,73, "Licensee
fvent Reports" (301/%00]9-03), The event in question is documented
in inspection report (766/84027; 3061/89%026) and is similar to
another RPS actuation which occurred two days prior to this one.

An LER was submitted for the earlier RPS actuation. The inspector
determined that corrective ection for this second actuation hed
already been completed even though no LER was submitted. The
licensee has since submitted the missed LER, therefore, no written
response to this violation is required. Although this incident
meets the criteria for considering enforcement discretion, the
licensee's past history of missed commitment dates for LER
corrective actions and occasional weaknesses noted in the material
content of some LERs warrarts issuance of the violation citation.
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