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SUMMARY

Inspection on August 26 - September 25, 1982

Areas Inspected

This routine announced inspection involved 259 resident inspector-hours on site
in the areas of licensee actions on previous inspection findings, followup on
previous inspection report commitments, LER followup, plant operations, and plant
tours.

Results

Of the five areas inspected, no violations or deviations were identified in three
areas; three violations were found in two areas (Violation - performance of
maintenance with an inadequately processed plant work order - paragraph 7;
Violation - unauthorized absence of a lock from an administratively controlled
valve - paragraph 8; Violation - unauthorized blocking of critical heat tracing
circuits - paragraph 8).
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DETAILS

1. Persons Contacted

Licensee Employees

D. W. Haase, Plant Manager Nuclear (Acting)
; J. P. Mendieta, Maintenance Superintendent Nuclear

*V. A. Kaminskas, Operations Superintendent - Nuclear (Acting)
J. P. Lowman, Assistant Superintendent Mechanical Maintenance - Nuclear
W. R. Williams, Assistant Superintendent Electrical Maintenance - Nuclear,

J. W. Kappes, Instrumentation and Control Supervisor
*E. F. Hayes, Instrumentation and Control Engineer
*V. B. Wager, Operations Supervisor
A. E. Byrnes, Auxiliary Building Supervisor
R. Mende, Reactor Engineering Supervisor - Acting
J. S. Wade, Chemistry Supervisor
P. W. Hughes, Health Physics Supervisor
J. H. Hopkins, Rad Waste Supervisor

*D. W. Jones, Quality Control Supervisor
K. N. York, Decument Control Supervisor

*J. A. Labarraque, Technical Department Supervisor
J. C. Balaguero, Licensing Engineer

*R. Tucker, Operations QA Supervisor - Acting
*H. Paduano, Manager, Nuclear Energy Services

Other licensee employees contacted included construction craftsmen,
technicians, operators, mechanics, and security force members.

* Attended exit interview

2. Exit Interview

The inspection scope and findings were summarized on September 30, 1982,
with those persons indicated in paragraph 1 above. The inspector maintained
frequent unprogramed discussions and communications with the Plant Manager
during the inspection report period. The licensee did not take exception to
the findings discussed in this inspection report.

3. Licensee Action on Previous Inspection Findings

a. (Closed) 250, 251/82-24-01 - Inadequate corrective action on inoperable |

fire stops: The inspector reviewed the licensee's corrective action
and had no further questions.

b. (Closed) 250, 251/82-24-02 - Incomplete adherence to the Radiation Work
Permit. The inspector reviewed the licensee's corrective action and
had no further questions.



-

* *
. .

2

c. (Closed) 250, 251/82-22-02 - Defeating Heat Tracing Annunciator - The
inspector ieviewed procedure ONOP 208.15 and the changes to procedure
A.P. 103.2 and had no further questions.

d. (Closed) 250, 251/82-22-03 - Failure to log removal of C Boric Acid
Storage Tank from service: The inspector reviewed the licensee's
corrective action and had no further questions.

4. Unresolved Items

Unresolved items are matters about which more information is required to
determine whether they are acceptable or may involve violations or devia-
tions. One unresolved item identified during this inspection is discussed
in paragraph 6.

5. Followup on Previous Inspection Report Commitments

(Closed) IFI 50-250, 251/82-24-04

The licensee committed to the following:

a. To incorporate, in 0.P. 11550.2, Radiaticn Rules of Practice, the
requirements that Health Physics be notified in all instances where
contamination is detected on material (e.g. clearance tags) originating
from areas thought to be clean. The licensee committed to implementing
this procedural change by August 2,1982.

The inspector confirmed that step 4.9 of 0.P. 11550.2 had been changed
on July 5, 1982 to address the concern. Step 4.9 now reads as follows:

" Report any contamination found on personnel or equipment which
may have occurred while working in an area not posted as contami-
nated or shown not to be contaminated on a survey sheet, to the
Health Physics Shift Supervisor (RPM during off-normal hours) so
that the source of contamination may be identified and controlled.
Appropriate decontamination assistance will be provided as neces-
sa ry. "

b. To incorporate the " Annunciator Control Policy" promulgated in a
May 28, 1982 inter-office correspondence signed by the plant manager
into formal plant procedures. The committment date for this action was
established as August 2, 1982. The inspector confirmed that new
procedure, 0.P. 0208.15, " Annunciator-General" incorporating the above
referenced controls was reviewed and approved by the Plant Nuclear
Sa''ety Committee on July 29, 1982.

c. To determine, by August 2, 1982, the impact of discarding contaminated
equipmeat clearance tags on the post maintenance system operabiHry
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verification function. The inspector reviewed the licensee's determi-
nation that any possible negative effect on operability would be
nullified by the independent verification performed after clearance
tags are removed.

6. Licensee Event Report (LER) Followup

The following LER's were reviewed and closed. The inspector verified that
reporting requirements had been met, causes had been identified, corrective
actions appeared appropriate, generic applicability had been considered, and
the LER forms were complete. Additionally, for those reports identified by
asterisk, a more detailed review was performed to verify that the licensee
had reviewed the event, corrective action had been taken, no unreviewed
safety questions were involved, and violations.cf regulations or technical
specification conditions had been identified.

a. 251-82-11, 4B Accumulator Low Pressure

b. *251-82-12, Boric Acid Flowpath Heat Tracing Circuit

The inspector reviewed the. circumstances surrounding.the discovery of the
inoperability of the heat tracing circuit associated with the boric acid
flow path to the CVCS blender. The Nuclear Plant Supervisor's (NPS) logs
indicate that on August 31, 1982 at 9:10 p.m., following a review of the
equipment clearance logs, be noted that Heat Tracing Circuit 57A and 57B had
been removed from service at 10:30 a.m. on August 23 and were, at the time
of his review, still out of service. The NPS checked the control room heat
tracing circuit drawings which showed circuits 57A and 57B to be in the
flowpath to Unit 4 blender station. Since technical specifications para-
graph 3.6.b.5 requires two channels of heat tracing to be operable for the
flow path from the boric acid tanks and since the time limit allowance. (24
hours) for being in operation with one channel of heat tracing out of
service had been exceeded, a Unit 4 shutdown from 100% power was commenced
at 10:10 p.m. on August 31. The shutdown was discontinued at 1:00 a.m. on

_

September 1 once circuits 57A and 57B had been restored to operable. The
unit was then returned to 100% power.

Discussions with the NPS disclosed that at the time of his discovery of the
inoperable heat tracing he immediately proceeded to ascertain that blockage
in the unheated line had not developed as evidenced by the ability to obtain
flow through the line in question.

The root cause of the finding appears to have been an improperly executed
Plant Change / Modification (PC/M) during November of 1978 under the require-
ments of plant administrative procedure 190.15 " Plant Changes and Modifi-
cations". PC/M package 78-13, " Replace Existing Heat Tracing circuits"
contains the following description of the modifications made:

1. Replace following Heat Tracing Circuits
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a. CKT. #23
b. CKT. #24

2. CKT. #23 - will be split up into four (4) separate circuits, each
having its own thermostat and recorder thermocouple.

1

3. CKT. #24 - will be split up into three (3) separate circuits, each
having its own thermostat and recorder thermocouple.

The completed PC/M package for 78-13 obtained from Document Control
indicates that the modifications were completed November 17, 1978. At that
time, the original span covered by circuits 23 and 24 was shortened with the
remaining span being covereo by newly installed circuits 56, 57, 93, 94 and
95.

The following inadequacies were noted by the inspector during his review of
the 78-13 PC/M package:

a. Paragraph 1, " Quality Control Requirements" of the PC/M description
sheet, omits any reference to updating the plant Q-List to reflect the
new safety-related circuits. As a result, the Q-List was never revised
to incorporate circuits 56, 57, 93, 94 and 95.

b. Paragraph 1, " Areas affected by completing this PC/M", subpart 2, of
the PC/M description sheet requires a listing of affected procedures
and an attachment to the PC/M package of one marked up copy of each.
Procedure 0.P. 2504.1, " Heat Tracing System - Periodic Test", affected
by this PC/M, was not listed. Also, although the addition of circuits
56, 57, 93 and 95 to " Operations - Log sheet #6 -Critical Heat Tracing
Circuits" was requested by this paragraph of the PC/M description
sheet, the marked up copy attached as part of the package neglected
addition of circuits 57, 93, 94 and 95 to the log sheet.

,

In as much as the above inadequacies were identified, reported and the
corrective action in progress by the licensee, a notice of violation
will not be issued for these findings.

c. 251-82-13 Reactor Coolant System Pressure Transient

d. *250-82-12 Improperly Designed Electrical Penetration

The inspector reviewed the circumstances surrounding the discovery of
the improperly designed penetration. On September 16 contractor
personnel examining spare electrical penetrations for TMI modifications
on Unit 3, observed that one penetration was different from normal
configuration. The unit was operating at full power at the time, and
plant management conducted a prompt investigation. On 9/17 plant
management reported the matter to Pegion II.

The penetration in question is an unused " spare" on Unit 3. It did not
have a cap welded on the inside end, as do other spares. It had a

. ,
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single steel plate welded on the inside end with five multiconductor
electrical cables passing through approximately 1/2" diameter holes in
the plate. The cables were sealed inside and outside with a hard black
epoxy-like substance that has been sampled. An analysis will be
conducted to determine the sealant adequacy. The electrical cables
were not in use and merely stopped in cable trays locally.

The penetration was soap bubble tested and no . leakage was observed. A
design change was expedited to change the penetration to conform to

r standard design. Two more plates were welded on the outside of the
penetration and a leak test was successfully completed by 1:00 a.m. on
9/18.

The licensee believes that this condition existed since plant startup.
The leads were known to have been used as a temporary hookup for
humidity detectors during integrated leak rate tests (ILRT) in 1979.
The containment passed ILRTs in 1979 and 1982 with the abnormal
penetration condition, thus it was apparently well sealed. Inspection
shows the penetration was carefully constructed and a deliberate
installation, rather than a temporary installation that' was forgotten.
A record was found of successfully leak testing such a penetration on
10/9/70, but it is not directly traceable to the penetration in
question.

In summary, the penetration was apparently tightly sealed so as to
negate excessive containment leakage. Its ability to withstand a LOCA
environment is being analyzed with results to be reported in a sup-
plement LER. Although the penetration was well sealed, it was of a
configuration different from normal design and could not be tested via
local leak rate test (LLRT). This condition apparently existed si'1ce
startup of the unit. The safety implications of performance of the
penetration in a LOCA environment is unresolved pending NRC review of
FP&L's analysis (50-250/82-30-03).

7. Plant Operations

The inspector kept informed on a daily basis of the overall plant status and
any significant safety matters related to plant operations. Discussions
were held with plant management and various members of the operations staff

! on a regular basis. Selected portions of daily operating logs and operating
data sheets were reviewed during the report period. The inspector conductedi

various plant tours and made frequent visits to the control room. Observa-
tions included witnessing work activities in progress, status of operating
and standby safety systems, confirming valve positions, instrument readings
and recordings, annunciator alarms, housekeeping, radiation area controls,
and vital area controls. Informal discussions were held with operators and
other personnel on work activities in progress and the status of safety-
related equipment or systems.
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The inspector reviewed the circumstances surrounding the 0127 hours trip of
Unit 4 on September 14, 1982 from 100% power. This review disclosed the
following.

The reactor trip was caused by personnel error on the part of an instru-
mentation and control technician who was involved in replacing reactor trip
relays on train A of the Reactor Protection System (RPS). The error
consisted of failing to energize the A-train Reactor Trip Bypass Breaker
prior to deenergization of the A-Train Reacter Trip Breaker. A major
contributor to the origin of the error was an inadequately processed plant
work order.(PW0) which allowed the technician to commence work prior to
meeting all of the required administrative controls contained in A.P.
190.19, " Control of Maintenance on Nuclear Safety Related and Fire
Protection Systems". PWO-7991 used on this job had the following
inadequacies. Although maintenance procedure M.P. 0732, "QC Check and
Replacement of BFD/NBFD Relays in Reactor Protection and Safeguards Systems"
was in existence at the time, it was neither mentioned on the PWO as
required by step 8.1.4 of AP 190.19 nor used at the job site. The
" Preplanning" portion of the PWO form utilized by the technician was
incomplete, in that it lacked signatures for who checked and approved the
work to be.done in addition to a failure to check the appropriate boxes for
clearances required, radiation work permits required and whether the work
was nuclear safety-related. Section C, " Work to be Done", of PWO 7991 was
totally blank with the exception of an annotation indicating that the PWO
was verbally approved by a QC inspector. Step 8.1.8 of AP 190.19 states, in
part, the following:

"The QC inspector shall indicate his approval by initialing the QC inspector
block on the " Canary" copy or by marking the Plant Work Order with a "QC
Approved" stamp and initialing same.

NOTE 1: In the event a PWO is written and must be worked during a time
when there are no QC personnel on site, an acceptable method for
meeting the intent of this section is to phone a QC Inspector at
home, read the PWO instructions and QC requirements to the
inspector, add additional items as directed by the inspector, and
document the inspector's verbal approval on the PW0. The PWO
shall be submitted to the QC Department at the earliest con-
venience in order that step 8.1.5 requirements may be completed."

In this case, the inspector learned from interviews with plant personnel
that verbal telephone approval was obtained from a QC inspector. Based on
the inadequacies associated with PWO-7991, QC approval for its implementa-
tion was unjustified. The failure to comply with all of the requirements of
A.P. 190.19 constitutes a violation (50-251/82-30-02).

On September 10, 1982, the inspector witnessed the preparation for shipment
of spent charcoal filter media in accordance with Operating Procedure
11550.40 " Shipping and Receiving Radioactive Material". No discrepancies
were noted.
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On September 10 and 13, 1982, the inspector witnessed portions of the
periodic test on unit 3 and 4 component cooling water pumps in accordance
with OP 3104.1, " Component Cooling Water System - Periodic Test of Pumps".
The test for pumps 3A and 3B was observed locally at the pumps. The test
for unit #4 pumps was observed from the control room where operations
personnel adjusted flow to cooled components to establish the 6500 gpm flow
required by the procedure. No discrepancies were noted.

On September 14, 1382, the inspector observed transferring of spent resins
from the spent storage tank to the shielded shipping cask per Operating
Procedure 5333.1, " Waste Disposal System - Transferring Spent Resin Storage
Tank to Shielded Shipping Cask". Prior to commencing the transfer the
interior of the shipping cask lines and the associated hose connections were
inspected. During actual transfer operations the inspector was stationed at
the shipping cask and liner. This was also the control point for the
evolution. No discrepancies were noted.

On September 17, 23 and 24, 1982 the inspector witnessed the transfer of
eight new fuel assemblies from the new fuel shipping containers to the new
fuel storage racks. Applicable sections of the following procedures were
observed to ensure compliance:

1. OP 16000.1 Limitations and Precautions for Handling Fuel Assemblies.

2. OP 16009.1 Receipt and Handling of New Fuel Containers.

3. OP 16009.2 Site Removal of New Fuel Assemblies from Shipping Containers
and Handling of Shipping Containers.

4 OP 165t;0 New Fuel Bridge Crar.c Operating Instructions

5. AP 0149.1 Special Nuclear Material Accountability (New Fuel Receiving
Record)

6. OP 16900.12 New Fuel Assembly Handling Fixture Operating Instructions.

No discrepancies were noted.

On September 22, 1982 the inspector witnessed the complete performance of OP
14004.3 (Tavg and Delta - T Protection Channels - Periodic Test) for Unit 3,
and OP 12304.2 (Power Range Nuclear Instrument Periodic Channel Functional
Test) on Unit 4. Both tests were completed satisfactorily except for the
following on OP 12304.2:

Observed Value
Protective Function Max Value Ch I Ch II

Rod Stop 103% 103.5% 103.5%
High PWR Trip 108% 108.7%

_ _ _ _ _ _ _
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The inspector observed that Plant Work Orders to correct the observed
deficiencies were properly initiated by operations personnel in accordance
with Administrative Procedure 103.14, PW0's - Equipment Identification and
Status.

On September 21, 1982 the inspector witnessed performance of 0.P. 4004.2,
" Safeguard Relay Rack Train A, B and Emergency Load sequencer Timer
- Periodic Test" on Unit 3. No discrepancies were noted.

8. Plant Tours

Various plant tours were conducted by the inspectors. Attention was focused
on the operability of safety-related equipment in the following areas:
cable spreading room, inverter and b6ttery room, motor generator set and
battery rooms, Rod Control Equipment Rooms, switchgear rooms, Diesel
Generator and Day Tank rooms, and Auxiliary Building.

Effective 8-26-82 the inspector has initiated a periodic walk-through of the
construction site where the unit 4 replacement steam generators are being
readied for install 3 tion. The primary purpose of the inspections duringt

this phase of the project is to ascertain that adequate measures are being
taken to maintain the cleanliness of the replacement steam generators and
provide protection for the tube sheet and tube bundle.

On 9-15-82 the inspector spent approximately one hour with FPL construction
personnel discussing the use of Daniel's Construction personnel as Quality
Control inspectors for the Steam Generator Replacement Rroject. During this
time a comparison was made between Administrative Procedure 0190.71
(Qualification of Quality Control Inspectors) and the corresponding pro-
cedures (Quality Instructions 2.1, 2.4 and 2.7) used by FPL's construction
personnel to qualify the Daniels Construction Company inspectors. In all
cases the requirements of AP 0190.71 were met or exceeded by the correspond-
ing procedures.

On September 16,1982 at 2:40 p.m., during a tour of the Unit 4 feedwater
platform, the inspector noted the absence of a lock on manual valve
4-20-239, 4B Steam Generator supply from the Auxiliary Feedwater Pump, as
required by paragraph 2.B of page 26 (page revision dated 3/19/81) of
procedure A.P. 0103.5, " Administrative Control of Valves, Locks and
Switches", in effect at the time of the finding. Upon determining that the
lock for this valve was not logged in the Lock Deviation List, the inspector
questioned the Nuclear Plant Supervisor (NPS) to find out whether removal of
said lock was covered by an approved plant procedure and/or an equipment
clearance order as would be allowed by steps 8.2. and 8.2.3 of A.P. 0103.5
which states:

"8.2.2: The position of a valve or switch under Administrative Control may
be changed only with the authorization of the Plant Supervisor - Nuclear
and/or the Nuclear Watch Engineer. The Plant Supervisor - Nuclear and/or
Nuclear Watch Engineer shall authorize each opening of a lock under
Administrative Control.

.
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8.2.3: Each such valve or switch position change or lock opening shall be
entered in the Valve, Lock, and Switch Deviation List, Figure 1, when said
change is not covered by an approved plant procedure and/or equipment
clearance order."

The NPS responded that the missing lock was not authorized to be removed and
pr'ceeded to have valve 4-20-239 restored to the locked position. (It
should be noted that the valve, although improperly unlocked, was in the
OPEN position as required by the procedure.)

The unauthorized absence of the lock from valve 4-20-239 is contrary to the
requirements of AP 0103.5 and is a violation. (50-251/82-30-03).

During a tour of the Auxiliary Building on September 17, 1982, the inspector
examined the Heat Tracing System (HTS) temperature recorders. The inspector
noted that critical circuits 2, 23 and 57 were in the " blocked" rather than
the " normal" position. This finding took place at 2:00 p.m.; an hour after
the readings for all the critical circuits had been logged by the Nuclear
Operators (N.0.)at 1:00 p.m. with circuits 2, 23 and 57 being logged as
" NORMAL". A discussion with the N0, on shift, and a review of the 1 P.M.
logs disclosed that there was no valid justification for these circuits
being blocked.

This finding is a repeat of the violation identified _as " Finding A"
documented in inspection report 50-250,251/82-21 conducted April 3-25,
1982. This constitutes a repeat violation (50-250, 251/82-30-01).


