U.S. NUCLEAR REGULATORY COMMISSION
REGION 111

Reports No, 50-266/90n27(DRP); 50-301/90027(DRP)
Docket No. 50-266; 50-301 License No. DPR-24; DPR-27

~

Licensee: Wisconsin Electric Company

23] West Michigan

Milwaukee, W1 53201
Facility Name: Point Beach Units 1 and 2
Inspection At: Two Rivers, Wisconsin

Dates: December 3, 1990, through January 15, 1981

Inspectors: C. L. Vanderniet
J. Gadzala

Approved By: T:Z%\w. o?//ﬁ/q/
Reactor Projécts Section 3A Date i

Inspection Summary

nspection from December 3, 1990, through Januar 1991

eports No. 56-?66/933*7(§§ﬁ5 No ., 55-%01/ V%Bﬁp
Areas Inspected: Routine, unannounced inspection by resident inspectors of
outstanding items; operationa1 safety, radiological controls; maintenance and
surveillance; emergency preparedness; security; engineering and technical
support; and safety assessment/quality verification.
Results: During this inspection period, Unit 1 operated at full power with
the exception of requested load following power reductions and a brief power
excursion. A technician 11f*=~ - ‘ead from a pressure instrument, causing a
low pressure feedwater hea*.r to bypass. Reactor power reached a maximum of
101.9% and was reduced by operator action within minutes.

Unit 2 continued to operate at full power with the exception of requested load
foliowing power reductions, one inadvertent transient, and ¢ power reduction
to repair a condensite pump. The transient was ca:sed by an ' dvertent relay
actuation which resulted in a loss of condensate and heater di: 1 flow to the
main feedwater pumps. The relay was actuated by an operator b 1ing into it.
Operators were able to control the resultant transient and avert a reactor
trip from occurring.
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safeguards bus tie breaker. The use of onfy cng normal’y upen tie
breaker between two safeguards buses was part of rhe plant's
original design. The licensee had & program in place fer preventing
spurious closure of the tie breaker. 1his program included rimo.a)
of the fuses in the DC contro) power supply to the breaker and
administrative controls to limit use of the tie breaker in each
unit. This information was presented to the NRC during the
Enforcement Conference (EA 90-159) held on Octaber 4, 1990,

Based on the above, the NRC determined that the licensee has taken
adequate corrective action to resolve this violatien. Since this
was an originel design issue of low safety significance, this
example was not included in the citation (EA 90-159). This {tem
is closed

€. (Closed) Violation (266/90018-01d; 301/90018-01d): Design Controd

The EDSF] identified the potential for & cable line~to=lire short in
vertical Riser B2 that would simultaneously open control power fuses
for both Unit 1 component cooling water (CCW) pump breakers. This
condition also exi..ed in the Unit 2 CCW pusp circuitry. The (W
pump control circuitry was original plant design. The licensee
inftiated a temporary modification to prevent simultaneous electrica)l
fatlure of both pumps. In addition, they comkittel to implement
permanent modifications to provide adequate cable separation. Thest

| modifications will be accomplished by the end of 82 ~ unit's next

! refueling outage. This information was presented to cthe NRC during
the Enforcement Conference (EA 90-159) held on October 4, 1990,

Based on the above, the NRC determined that ".he licensee h.s taken
adequate corrective action to resolve this violation. Since this
. was an original design 1ssue of low safety significance, *his
: example was not included in the .itation (EA 90-158). This item
| is closed.

| d. (Closed) Violation (266/90018-0ie; 301/90018-0le): Desiyn Control

While evaluating the seismic capability of the Emergency Diese)
Generator (EDG) fuel ofl system piping during the EDSFI. the
licensee determined that the piping supports in tha furl of) pump
house did not meet operability or Code allowable strers limits.

| Both EDGs were consequently declared inoperable, requiring the plant
} to design and install new supports.

The major factor contributing to this issue was an aubiguous original
design and 1icensing basis for the EDG fuel oil supply system. The

: underground emergency f.el oil tank was designed a. & seismic
Category 1 structure to meet the seismic requirements of the fuel ofl
pump house. However, this gualification did not appeu> to extend to
the supply piping itself. The original Point Beach desig~ basis did

’ not consider the fuel ofl supply system to be safety related The
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introduction of a new nrocedure user's guidelines (PBNP 2.1.X);
training on these new procedures; revision of the 10 CFR 50.59
review procedure (QP 3+3); and an upgrade of the instruction
governing perfodic procedure reviews (PBNP 2.1.2). There were also
several minor commitments.

The commitment dates for thece rorrective actions vary from Apri)
1990 to March 1951, with all but the training to be completed by
December 1990. Most of the minor commitments were finished and
reviewed by the inspector. The utility was unable to meet some of
the earlier commitments and slipped the dates tc December 1990.
Although the inspectir has noted significant improvement in the
quality of the procedures that have beea upgraded, the only
corrective action completed is the revision of QP 3=3. This 1ssue
was discussed with the utility during @ meeting with the NRC. The
fnspector will continue to follow the licensee's actions.

{Closed) Unresolved Item (266/89032~01; 301/89022-01): Fotentially
Inadequate Boric Acid Storage Tank (BAST) Levels

During a procedure review, a utility engineer noted that about 900
gallons of boric acid solution are needed to mitigate a steam 1ine
break accidet. This 900 gallens must be in excess of the 1550
gallun automatic shut off point of the tank, which yields a minimum
tank level of 2450 gallons. The plant Technical Specifications,
however, specify a minimum leve! of only 2U00 gallons. A
reverification of the calculations revealed severa) mathematica)
errors resulting in 1740 vice 900 gallons being the amount needed
for accident mitigation. Upon discovering this, the plant
established an administrative minimum leve) for the BASTs of 3290
gallons (1550 + 1740) plus & 5% margin (65% tank level).

Using the information in Generic Letter 85-16, "High Boron
Concentrations”, Wisconsin Electric contracted with the reactor
vendor, Westinghouse, to reevaluate the design bases and the
calcylations involved in the analysis. The Westinghouse analysis
(WCAP-12602) demonstrated that the acceptance criteria for a number
of conditions, including the following, remain satisfied with only
2000 ppm boric acid in the safety injection system:

Steam 11ne rupture Small break loss of coolant accident (LOCA)
Large break LOCA Post=LOCA Tong term core cooling
subcriticality reguirement

Since the refueling water storage tanks (RWSTs) contain a large
quantity of 2000 ppm boric acid, the BASTs are not needed for

the above 1isted conditions. Point Bwach is planning a modification
to discontinue the autumatic use of the BAST in the safety injection
system. The normal automatic suction source for safety injection
would become the RWST. with the BAST available for manual emergency
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equipment, fluld leaks ant excessive vibrations snd to verify that
maintenance requests had been initiated for equipment in need of
maintenance.

During facility tours, inspectors noticed very few signs of leakage
and that all equipment appea.'s to Le 'n good operating condition.
Plant cleunlini.s remains sdequate, although the ‘nspestar continued
Lo note cas where mobile equipment 15 sioves unsecired hear
important plant machinery. Scaffolding materia) was found 1e|n1ng
sgatnst two auxiliary feedwater flow vranemitters (2FT=4036 § 4037)
in the component cooling water room., Shortly afterwards. one of

the vcected scaffold legs was found pressed up against ons of these
transmitters. The fnspector informed the shift supervisor of this
deficiency for correction.

Unit 1 Coerational Status (93702)

The unit coctinued to operate at full power during this period with
only requetted load following power reductions,

On Decencer 21, Point Beach observed 1ts 20th anniversary of
commercial operation,

On January 2, the unit experienced a 2% power excursion when @
tec:afctan 11fted a lead from pressure fnstrument PI1=2273, causing
the low pressure feedwater heater to bypass. Roactor power reached
a maximum of 101 .9% and was reduced by operator action within
minutes. The unit was returned to normal in about a half hour.

The plant 1s st1)1] evaluating this event.

Unit 2 Operational Status (93702)

The unit continued to operate at fu)) power during this period with
the except*=n of requested load following power reductions, one
inadverte:: ‘ransient, and one power reduction to repair a
condentate pump.

On December 13, at 0300, all condensate and heater drain pumps were
inadvertently tripped as & result of the inadvertent actuation of
relay 2CPAX. This relay functions to trip a1) operating condensate
and heater drain pumps in the event of a containment high pressure
to prevent the continued feeding of a faulted steam generator. The
relay was accidentally humped by an operator who was performing
verification of electrica) Jata inside the unit 2 main contro)
board. After the relay actuation, operators manually ran the
turbine back and reduced reactor power to 36%. At 0309 the unit was
stable, one heater drain and two condensate pumps had been restarted
and the licensee commenced power ascension. The unit was restored
to full power in 4 hours. The utility issued event report
301/90-005 discussing this issue and plans to either install a
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protective cover over Lhis relay or velocate 1t to an ares of lower
ingcidents! contact risk,

On December 20, power was reduced to 58% to rapair & sheared cop)
water inlet pipe on the B condensate pump. The condensate pump was
required to be secured and fsolated to effect repatrs. Full power
was restored yithin 11 hours.

e Blizzarg (71718)

On December 2, a severe winter storm swept into the area, developing
into a biizzard the following day. The storm, packing sustained
winds of 55 mph and ?usts in excess of 60 mph, droppy. 15 inches of
snow and lasted unti] early morning December 4th. Abo- .50 plant

personnel were stranded at the plant through the night .. December 3rd.

Sufficient operators were either onsite or able to arrive onsite to
maintain full shift compliments. The plant maintained two full shift
crews onsite, in anticipation of port and starboard snifts, as a
precautionary measure in event of plant inaccessibility, The site
implemented procedure AOP=13C, "Severe Weather Conditions", in
preparation for the storm,

The inspector reviewed the plant's preparations for and observed
their performance during the storm. No concerns were raised. The
only notable damage to the site was portions of the roof blowing off
the north gatehouse,

Ine plant's security personne)l received commendations in a letter
from the Manitowoc County Sheriff's Department for their assistance
in rescuing stranded motorists from rcads near the nlant. A number
of stranded people were brought in and temporarily housed in the
plant's Energy Information Center.

These reviews and observations were conucted to verify that facility
operations were conducted safely and ir. .onformance with requirements
established under technical specifications, federal regulations, and
administrative procedures.

Radiological Controls (71707)

The inspectors routinely observed the licensee's radiological controls
and practices during normal plant tours and the inspection of work
activities. Inspection in this area includes direct observation of the
use of Radfation Work Permits (RWPs): normal work nractices inside
contaminated barriers; maintenance of radiclogical barriers and signs;
and health physics (HP) activities regarding monitoring, sampling, and
surveying. The fnspector also observed portions of the radivcactive waste
system controls associated with radwaste processing.

From a radiological standpoint the plant is in good condition, allowing
access to most sections of the facilfty. Ouring tours of the facility,
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the fnspectors noted that berriers and signs also were 1n good congition,
when minor discrepancies were fdentified, the MP staff Luichly responded
t0 correct any problems.

Elevated Afrborne Ragfoactivity Levels (71707%

On Janvary 2, the licensee informed the NRC via the emergency
notification system that the plant had performed a 1imited
evacuation of the primary auxiliary building (PAB) due to a rise in
afrborne radicactivity levels. Two gaseous leaks in the cryogenic
compressor, a component of the letdown gas stripper system, resulted
in a bulldup of noble gases in the PAD when the ventilation system
was secured for maintenance. The noble gas buildup caused radiation
Tevels to rise. Health Physics technicians discovered the 1ncressed
levels during routine surveillance before any alarm Vimits were
reached. Thirteen personne) evacuated from the area exhibited
varfous degrees of contamination to thefr hard hats, badges, and
clothing. Two cases of minor skin contamination were observed. No
r:gulatory Timits were exceeded. Ventilation was restored and the

PAB atmosphere was ventilated through high efficiency filters to
restore airborne levels to normal. The cryogenic leaks were
subsequently fsolated and repair~d. An additional leak was found

on January 5, which was also repaired. The inspector observed the
plant's response to this event and had no additional concerns.

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

Maintenance/Surveillance Observation (62703) (61726)

Maintenance (12703)

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 fndustry codes or standards and in conformance
with technical specifications.

The following ftems were considered during th*s review: the
Timiting conditions for operation were met while components or
systems were removec from service; approvals were obtained prior to
inftiating the work; activities were accomplished usin approved
procedures and were inspected as applicable; functiona testing
and/or calibrations were performed prior to returning components

or systems to service; quality control records were maintained;
activities were accomplished by qualified personnel; parts and
materials used were properly certified; radiological controls

were implemented; and fire prevention controls were implemented.
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The inspector reviewed LERs submitted to the NRC to verify tnat the
details were clearly reported, inclueing accuracy of the description
and corrective action taken. The intpector determined whether
further information was required, whether generic implications were
indicated, and whether the event warranted ons'te Tollowup. The
following LER was reviewed and c¢losed:

*301/90-005 éncdvrrtont Relay Actuation Causes Loss of Condensate
low

This report detatls an inadvertent relay actuation which caused @
loss of condensate and heater drain flow to the main feedwater
pumps. The relay was actusted by an operator bumping into 1t during
the performance of electrica) data verification. Operators were
able to control the resultant transient and avert a reactor trip,
The ut1lity 1s planning to efther instal] & protective cover over
the relay or relocate 1t to a dess vulnerable posftion. Additiona)
details are contained in paragraph 2.d.

LER Followup (92700)

The LER denoted by asterisk above was selected for additional
followup. The inspector verified that appropriste corrective action
was taken or responsibility was assigned and that continued
operation of the facility was conducted in accordance with Technica)l
Specifications and did not constitute an unreviewed safety quescion
as defined in 10 CFR 50.59, Report accuracy, compliance with
current reporting requirements and applicability to other site
systems and components were also reviewed.

Off Site Review Committee Vaeting (40500)

The fnspector observed meeting 44 of the Off S{te Review Committes
(OSRC). The required quorum was maintained throughout the moct1ng
and was periodically supplanted by additiona) persons including the
President of Wisconsin Energy and the President of Wisconsin
Electric, Cocmmittee members were experienced in various aspects of
tne nuclear industry. Issues discussed included INPG findings and
recommended corrective actions; NRC findings; effectiveness of the
OSRC in getting issues resolved; safety reviews; plant open 1tems;
and various technical is:ues selected by the committee members. The
committee asked direct and probing questicns and interviewed those
people personally respon.ible for the ftems being reviewed. lssues
that were not resolved were left open in the committee's tracking
system and several technical presentations were requested of plant
personnel for the next biannual meeting. The inspector considered
the effectiveness of the OSRC's reviews to be geod.
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priority 1 or 2 NCRs and AFRs that were allowed to lapse thefr due
dates with either no or late escalation initiated:

N-90-062 originally due 6/15/90, not escalated untii 10/27/90
N-90«173 originally due 9/01/90, not escalated until 10/17/90
N-90-190 originally due 9/15/90, not escalated until 10/17/90,
A-SP<87.-01-004 originally due 6/1/89, not escalated until 10/31/90,
A<P<£9-14-107 originally due 6/01/90, not escalated until 10/31/90.

A<P-BB-10-031 was extended on 7/30/90 to 9/30/90 and egain extended
on 9/30/90 to 11/30/90, not escaleted as of 12/7/90.

This is inconsistent with the requirements to carry cut the quality
assurance program in accordance with written policies, procedures or
instructions as stated in 10 CFR 50, Appendix B, (This issue remains
unresolved pending further review by the NRC) (266/90027-01;
101/90027+01). Although only the above specific examples are cited,
implementation of the entire escalation procedure needs to be
addressed. The licensee has stated that they intend to again revise
the escalation procedure, upgrading it to the status of a QA program
policy, However, it appears that more than a revision of the
procedure 1s needed if imnlementation of the program is to be
significantly improved,

To address this, the utility has indicated that they are performing
an interna) audit of the corrective action program to follow up on
the inspector's findings. The inspector reviewed the procedure for
this audit and noted that it should adequately cover the escalation
process. The inspector will review the results of the utility's
findings and continue to monitor performance in this area. Details
will be documented in a Yuture report.

The inspector also reviewed portions of the utility's adherence te
the quality assurance program outlined in section 1.8 of the Final
Safety Analysis Report (FSAR). Several discrepancies were noted,

The FSAR states that in matters related to quality assurance, the
plant manager remains cognizant through direct involvement and
througn input from various sources, including the in-plant Quality
Assurance Coordinator and QA Representatives., These two positions
are defined by proc:dures PBNP 1,7.3, "Quality Assurance
Coordinator®, and PBNP 1.7.4, "Quality Assurance Representative",
respectively. These state, in part, that the QA Coordinator shall
have either one year of related QA experience, three months on-site
training in QA, or a combination of the two., Upon questioning, the
licensee stated that the current QA Coordinator does not meet the
experience level criteria called out in the procedure. When also
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ordar to ascertain whether they are acteptable ftems, ftems of
noncompliance, deviations, or violations, An unresolved item disclosed
during the inspection 1s distussed in paragraph 9.d.

Exit Interview (71707)

A verbal sunmary of preliminary findings was provided to the Ticensee
representatives denoted n Section 1 on January b, 1991, at the
conclus an of the 1nspection. No written ingpection material was
provided to the 1icensee during the fnspection.

The 1ikely informationa) content of the inspection report with regard o

documerts or processes reviewed during the inspection was alss discussed,

The licensee did not identify any documents or processes as proprietary,
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