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SUMMARY

Scope:

This unannounced, reactive inspection was conductad by the resident inspector’
| and accompanying recional personnel to review the details of the reactor trip
] and Engineerec Safety System aciuation that occurred at Crysta! River Unit 3 on
3 December 8, 1991. This trinsient was inftiated by a fatlure of the pressurizer
e spray valve. The inspection included a review of the transient description,
o> sequence of events, licensed operator performance, procedure adequacy and
fly implementation, Emergency Plan implementation and reo:rting, pressurizer spray
| valve failure analysis, previous reactor trips, and licensee initial corrective
actions,

Results:

I
|
! Four apparent violations discussed in this inspection report wer: deemed of
i sufficient significance to warrant consideration for escalated enforcement.
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REPORT DETAILS

Persons Contacted
Licensee Employces

Alberd!, Manager, Nuclear Plant Operations

Boldt, Vice President Nuclesr Production

Breedlove, Nuclesr Records Management Supervisor

Fuller, Sentor Nuclear Licensing Engineer

. Mickle, Director, Quality Programs

Porter, Nuclear Operations Superintendent (Acting)

Mckee, Director, Nuclear Plant Operations

Neuman, Supervisor, Inservice Inspecting

Roppe!l, Manager Nutlear Plant Maintenance

lossfciﬂ. Manager, Nuc'ear Compliance

. Welch, Manager, Nuclszar Electrical /Instrumentation and Contro)
Engineering Services

R. Widel)l, Director, Nuclear Operations Site Support

Mo oWilliams, Nuclear Regulators ' ecialist

K. Wilson, Manager, Nuclear Licensing

-
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Other Ilicensee employees contacted | ‘ﬂudod office, operitions,
engineering, maintenance, chemistiy/radiation, and corporate personnel.

NRC Resident Inspector and Accompanying Personne)

Landis, Chief, Section RP2B, RII
Holmes~Ray, Sen or Resident Inspectior
Freudenberger, Resident Inspector
Mellen, Reactor Engineer, RIl
Burnett, Reactor Engineer, R1]
Talbot, NRC Intern, R1)

-V X

*Attended exit interview
Transient Description

The transient description and sequence of events were verified by the
inspectors by wusing information from the Annunciator Events Recorder,
Recall System, Contro) Room Logs, and Operator Interviews. Based on
information gathered tc develop the sequence of events, the inspectors
conducted a review to assess licensed operator performance and procedure
adequacy and implementation during %h: reactor coolant system pressure
transient.

This transient began on December 8, 1991, at 2:50 a.m., with the plant at
approximately ten percent reactor power. The operators were gradually
increasing reactor power in preparation for phasing the unit to the grid,
In accordance with operating procedure OP~203, “Plant Startup," the



operators initiated a transfer of the auniliary steam supply from Units |
and 2 to Unit 3 supplying fts own auxiliary steam from main steam. During
the transfer, the turbine building operator reported a large steam flow to
the deaerator feed tank, The control room operators anticipated a
gecrease 10 reactor coolant system temperature as & result of increased
steam flow from the steam yenerators to the deaerator feec tank. The
steam flow to the deserator feed tank was Vsolated and control “ods were
withdrawn to increase reactor power and maintain reactor coolant system
temperature.

This power increase was sufficient to increase reactor conlant system
pressure to the point that the pressurizer spray valve (RTV-14) received
an opet signal. Main control board position indicetion continued to
indicate RCV=14 was closed. HMowever, based on the reactor coolant system

| pressyre response, the valve had partially opened. A second power
increase was made which also resulted in an increase in reactor coolant
system pressure sufficient to send an open signal to the pressurizer spray
valve, Again, based or reactor ceoolant system pressure response, the
pressurizer spray valve had opened further, with main cortrol board
indication that the valve was closed. Reactor coolant system pressure
dropped rapidly for & short period of time, then continued to decrease at
8 slower rate, apparently due to partial closure of the pressurizer spray
valve and/or actuation of the prassurizer heaters., As reactor coolant
system pr.ssure continued to decrease, two more power increases were made
by the operators. Reector power wai now approximately fifteen percent of
full power.

Reactor coolant system pressure approached the reactor protection system
reactor trip setpoint of 1800 psig approximately fifteen minutes after
reactor coolant system depressurization began. The reactor sutomatically
teipped on low RCS pressure at 3:09 a.m. As a result of the reactor trip,
‘edctor coolant system pressure decreased rapidly to approximstely 1650
psig, then cuntinved to decrease at a rate similar to that before the
trip. Siortly after the reactor trip, control panel alarms actuated to
indicate that the reactor coolant system pressure had decreased to 1640
psig. Approximately une minute after these alarms, the nuclear operator
bypessed both traing of the automatic actuation of high pressure
fnjection.

The above alarms and bypase switches are further described as follows.
During & controlled plant depressurization and cooldown, the alarms at
1640 psig alert the operators that the automatic actuation of the ESFAS
for high pressure injection 15 not bypassed. Thiy s intended to prevent
inadvertent actuation of high pressure injection during controlled plant
shutdowns. During an event, these alarms alert the operators of an
impending automatic actuation of high pressure injection, The ESFAS logic
associated with low (1500 psig) RCS pressure is comprised of two trains
with three channels each., Each train requires a two-out-of-three logic to
actuate. The channels inm both the "A" and the "B" trains are designated
“RC1," “RC2," and “RC3." Since the bypass switches were installed to
allew bypass of individual rhannels, a total of six switches, three per
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train, labelled “WP]1 RC1.™ “WP] RC2.“ and WP] RC3" were placed in the
bypass position by the ruclear opevator. This bypassed the sutomatic
actuation of high pressure fnjection on low (1500 psig) RCS pressure. The
ESFAS for automatic actuation of high pressure injection in response to
low=low (500 psig) RCS pressure and nigh (4 psig) reactor building
pressure remained available. The ESFAS high pressure ‘njection actuation
includes: high pressure injection, partial contatrment isolation,
emergency fecdwater initiation and control, and start of the emargency
diese! generators,

Approximately six minutes after the ESFAS high pressure fnjection
actuation signals were bypassed, sufficient actuation logic distables
tripped, as indizated by main contro! pane! 2larms, to actuate the system
had 1t not been bypassed. Twelve seconas later, operators took the "AY
train of the high pressure injection actuetion logic out of Lypass. The
A" train of WPl immediately accuated. Four seconds after that, operators
took the “B" train of the high pressure injection actuation logic out of
bypass and the "B* train of WPl immediately actuated. Engineered safety
equipment started and operated properly. As a result of (perator actions,
ESFAS HP] wes disebled for just over six minutes. Actuation of tne “AY
train engineered safety couipment was delayed by twelve secuids and “BY
train by sixteen seconds from the time they were c#lled uprn to actuiate,

Following the high pressure fnjection actuation, full high pressure
injection cccurred for appruximately one minute. The operatnrs then took
actions to throttle, then stop, high pressure injection, serure the
emergency diesel generators, and secure emergency feed ater. Reacter
coolant system pressure had increased and was above the high pressure
injection actuation setpoint. The reactor coolant system pressyre
increase was sufficient to result in the automatic reset of the ligh
pressure injection actuation bypass.

With high prossure injection secured, reactor coolant system pressu e
again began tu decreass. At 3:35 a.m. one of the ht?h pressure Injection
bistables tripped on low RCS pressure. Ten seconds later, both traing of
high pressure injection actuation were bypassed by the operators to
prevent & second start of thy emergency Olesel generators, emergency
feedwater, and containment isolation. Approximately ten minytes later,
one of the high pressure injection valves was opened to increase flow to
the reactor coolant system from the make-up pumps. After reactor coolant
system pressure had increased to about 1700 psig, the high pressure
injection valve was closed. Pressurizer level indication was off scale
high, but based on the reactor coolant system pressure response, the
pressurizer did not go soléd. At 3:54 a.m. the pressurizer spray block
valve (RCV=13) was closed, Reactor coolant system pressure control was
regained and normal make-up and let-down were established shortly
thereafter. An Unusual Event was declared at 4:55 a.m. based on the valid
actuation of the high pressure injection portion of the emergency core
cooling systems. The Unusua) Event was rerminated at 5:06 a.m,
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03:3%5: 43 Wide Range RC Pressure Law Low (<1600 pstg)

N%:37.46 HPL Ch #3 1500 PS] Bi«" . vie Tripped

03:42:5 Makeup Valve (MUV = 24) opened by operators

03:45:07 Pressurizer Level Hi=Hi Alarm (2275 inches in
pressurizer)

03:.48 4} HP] Ch #3 150C PS] Bistable Reset by operator

03:50:%? KP1 Ch #C 150C PS] Bistable Reset by operator

03:51:13 HPL Ch #) 150C PS] Bistable Reset by operator

03:53:46 MUY = 24 closes (RCS pressure incresasing)

03:54 RCY = 13 ¢losed (spray block valve)

04:55 Unusua)l Event Declared

0506 Terminated Unusual Event

05:15 Notified State of Florida of Unusual Event

08:32 Notified KRC ¢f Unyswa)l Event and high pressure
injection

+ ES WP] actuated immediately following reset of ES Bypass

While reviewing this sequence of events, the inspectors noted that on both
occasions that the high pressure “njection actuation signa) was bypassed,
the annunciator alarm orinter indcated that the "A" ang "B" trains were
bypassed within 0. 025 seconds. Tre location of the bypass switches and
operator actions based on the coerator interviews caused the inspectors to
guestion the accuracy of these alamm points, A review of the operatien of
the annunclator system did not ‘ce~tify a cause for this apparent anomaly.
Surveillance Procedure SP=130, "Ergineered Safeguards Monthly Functiona)
Test," verifies the proper operation of these annunciator alarms on a
monthly basfs. This minor distrecancy had minimal impact on the ability
to analyze the transiert., No cther discrepancies with tne annunciator
alarm status were identified. The licensee 1s investigating the cause of
this apparent discrepancy. The frspector will review the results of the
licensee's evaluation, Unresoive:z [Item 50+~302/9125-01, Accuracy of
annunciator alarm status printer.

Licensed Operator Performance

The inspectors interviewed licensee personne)l and determined that some
licensed operator actions imnediately preceding and during the transient
aggravated the situation and were considered inappropriate.

As described above, during the initial phase of the transient, the
operators believed & reactor coo ant system cooldowt was in progress.
Four reactor power increases were ~ade. Two of these power Increases were
accomplished while the reactor coc'ant system was depressurizing and after
an RC Pressure Low alarm was received. wWhile the RCS was depressurizing,
and prior to the reactor trip, tre RCS Tavg remained constant at normal
operating temperature. The rod withdrawal to increase power after the RCS
Pressure Low alarm, and while the cause of the RCS depressurization was
not understood, 1. considered a ncnconservative action,






unidentified path, this actien could have placed the facility in an
unanalyzed condition. This appears to be & second example of & violation
of Technica) Specificarion 3.3.2.1, example (b) of apparvent viclation
50+302/91-25+02.

Procedure Adequacy and Implementation

The inspectors conducied s review of procedurss utflized by the licensee
during the reactor coolant pressure transfent to sssess the adequacy of
the procedures and their implementation.

In the initia) stages of the reactor coolant system depressurization, the
reactor coolant system pressure low (RCS PRESS LOW) annunciator alarmed,
indicating RCE pressure less than 205% psig  The operators verified that
the alarm was valid based on indicated reactor covlant system pressure.
The Annunciator Response Procedure AR-502, "1CS J Annunciator Response,”
wat not ~eferenced by the operaters 4s & means to atd 1n diagnosing the
plant condition. Inspector review of AR-502, “ICS J Annur. ‘ator
kesponse,” concludea that the procedure contained minimal inf o mution
regarding operator actions in response to & valid a.arm condition, Prior
L0 the resctor coolant system pressure transient, the licensee had
tnitieted actions to improve the quality of the Annunciater Response
Procedures.

The operators implemented AP+580, “Reactor Trip," and AP-380, "Engineered
Safeguards Actuation," and referred to AP-450, "Emergency Ferdweter
Actuation.' as entry conditions warranted during the repctor coolant
system pressure transient, The inspectors noted a discrepancy in the
imalementation of AP=380, “Engineered Safeguards Actuation.”

AP-=380 entry conditions r.ar‘f.d operators to enter the procedure.  The
entry conditions include: RCS pressure less than 1500 psig, manua) ESFAS
actuation, and reactor butlding pressure greater than & psig. AP 380
follow=up action step 3.14 isclates possible sources of low reactor
coolant system pressure. Included as one of the detalled actions of that
step was direction to “Close RCV=13, PIR spray block valve ™ The
inspectors concluded that had this procedure been implen<. 2d in
stepwise fashion, and a))l applicable actions been taken, the pressurizer
spray block valve would have been isolated significantly earlier in the
transient, This appesrs to be an example of failure to implement
procedures and appears to be a violation of Technical Specification 6.8.1,
spparent violation £0-302/91-25-03, Failure to implement procedures for
correcting abnormal plant operating conditions.

Adminisirative Instructions delineating the implementation of Annunciator
Pesponse, Abnormal, Emergency, and Veriffcation Procedures contained in
Al-400E, “Performance and Transmitta)l of Procecures," anc AI-500, “"Conduct
of Operations," were reviewed. The Administrative Instructions state that
Annunciator Response, Abnormal, Emergency, and Verification Procedures
“provide guidance for mitigating the effects of unusua)l events or
returning the plant to normal operation ™ The instructions indicate that




when entry conditions for Abnormal and Emergency Procedures erist, all
imnediate actions are to be performed. Follow=up actions mey De om'tted
and the Abnorma) or Emergency Procedure may be exiied based on operator
{udgouont. with Shift Supervisor concurrence. These Adn.nistrative
nstructions appeared to contribute to the failure to appropriately
implement the portions of AP-380, “Engineered Safeguards Actuatien”
mentioned above, 0 Lha' Lthey were vague.

Also, minimal guidance was included in the Aaministrative Instructions as
to when operators were expected to reference Annunciator Resporse
Procedures.

Emergency Plan Imprementation and Reporting

The inspectors performed & review of the Rod\olo?ical Emergency Restonse
Plan and the reporting requirements of 10 CFR §0.72 as implemented by the
licensee during the reactor coclant system pressure transient

The reactor trip which occurred at 3:09 a.m. was reportable as & four hour
report in accordance with 10 CFR 50.72 (b) (2) The actuation of ~1?h
pressure injection at 3:19 a.m was reportable in accordence with 10 CFR
$0.72 (1) (1) Nen-Emergency Events = One hour reports. 10 CFR 50.77 (b)
(1) requires that the licensee shall notify the NRC as soon as practical
and in 2)) cases within one hour of the occurrence of any event that
results or should have resulted in Emergency Core Conling System Oischarge
into the reactor coolant system as & result of a valicd signal,

The high pressure injection actuation due to 8 valid low reactor coolant
system cressure 15 a condition which 13 classified as an Unusua! Event in
accordance with the Radioloyical Emergency Response Plan, Table 8]
During the transient, in‘tiation of high pressure injection was recognized
as requiring a one hour reyort, however 1t was not recognized as @
condition requiring classification as an Unusua! Event. After plant
conditions were stabilized, an Unusual Event was declared at 4:55 a.m
The Unusua! Event was terminates et 5:06 a.m, State of Florica
authorities were notified of the Unusuval Event st 5:15 a.m. ., twenty
minutes after the event was declared, and a total of one hour and
fifty=six mingtes after the event occurred. The NRC was notified of the
Unusual Event and the asctuation of high pressure injection at 5:32 a.m.,
two hours and thirteen minutes after the event occurred

The Florida Power Corporetion Radiological Emergency RKesponse Plar was
developed using the guidance of NUREG-0654/FEMA-REP-]1, "Criterta for
Preparation and Evaluation of Radiclogical Emergency Responie Plans and
Preparedness Support of Nuclear Pcoer Plants. Section 13.1 of the FPC
Radiologica) Emergency Response Plan, "Range of Assessment Activities "
discusses the duties of the Emergency Coordinator (Shift Supervisor),
Relative to his duties regarding the classification of events, it states
that "The initia) classification uf an emergency is used as the first
indicator of the leve) of assezsment activity required" and ". .the
Emergency Coordinator shall assure that those assessment activities
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leakoff connection and carbon spacer, could have caused the damage. The
replacement packing for the valve was redesigned.

Further, the missing velve stem antisrotation device was allowing the
valve stem to rotaie during operation of the valve. This caused the
stem's physical position to be different from that indicated by the 1imit
switeh, Fatlyre to instal) Lhis device appeared to be the source of past
position indication fallures associated with the valve and was @
contributing cause to the packing ring fatlure. Inspector review of the
as found conditions determined that the licensee's postulated faillure mode
was credible,

Prior to plant restart, the va've was refurbishied and repacred, the stem
anti=rotation device was reinstalled, a refurbished motor operator was
fnstalled, and motor-operated valve and contro) circuitry testing was
performed. The motor operated valve and control circuftry testing was
reviewed by the finspector. The testing was thorough and no significant
geficiencies were identified.

The licensee a's0 reviewed the maintenance history assoristed with the
pressurizer spray valve. Repetitive similar fatlures of the valve were
igentified ang had been documented in NCOR 90-122.  These previous
failures included:

DATE FALLURE
1278/91) Fatled indication, valve failed in mid position,
1/91 Fatled indication, valve apparently continued to

operate satisfactorily,
6/9C Fatled indication, valve falled in mid position.

Although the repotitive nature of these similar failures was identified by
the licensee, root cause determination and actions to preclude repetition
of the malfunction were not effective. This fs an apparent violation of
10 CFR S0, Appendix B, Criteria Xv1, Corrective Action, apparent violatien
50-302/91-25-05, Fatlure to implement effective corrective actions for @
defective pressurizer spray valve.

The licensee's Quality Programs Department plans to ps-furm & specia)
evaluation of the effectiveness of the implementation of programs
currently in place to fdentify and correct repetitive equipment failures.

Review of Previous Reactor Trips

The 1inspectors conducted a review of two previous reactor trips since
startup from the mid~cycle refueling outage which ended in November 1991.
This review was limited ti potential common contributing causes of the
reactor trips and the reactor coolant pressure transient reviewed in
detaf) by this fnspection. A detailed review of each of the previous
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reactor irips was condusted by the Resident Inspectors and documented in
NRC Inspection Report 50-302 91-¢4 A summary of these reacter trips is
included here for comp.eteness.

On November 25, 1991, at 5:16 p.m., L@ unit was synchronized with the
grid when the output breaker was closed. At about $:20 p.m., with reactor
power at approximately twenty percent of fyull power, a reactor trip
occurred when the operating rain feedwater pump tripped. The cause of the
wain feedwater pump trip was & spurious low Deaerating Feed Tank leve)
signal. The spurfous signal was the result of a failure of the level
indicator gaskets. This derressuriznd the leve! lngs and crested an
indicated low DFT leve: wher actud) level was high. The high leve) was
caused by the tailure of the DFT dump valve to operate. Upon
investigation of the foilure of the dump valve, its breaker was found
tripped. The breaker was rewut and functioned properly. The Senior
Resident lmspecier was in tie control room at the time of the trip aid he
observed operations response. The operators responded to this event in a
prumpt, oruper, and professicnal manner,

On Deromber 2, 1991, CR=3 wis being shutdown from 100% reactor power to
investigate the location of tne reactor vessel refueling canal seal plate.
At 50%, power was stabilizez to adjust the RPS Nuc'e’r Overpower Trip
Setpoint down to 64 .5% in accordance with TS action req.‘red when QPT
Timits are extewvoed. Power Range ocetector NI-8 had feiled low. In the
pre~job meeting, pricr to adiusting the trip setpoint, the effect of NI-8
faile:e on the ICS and RPS was discussed. The J&C technician, 1nm
accordance with $SP=113, “Power Range Huclear [astrumentation Calibration"
placed “"A" channel F RPS t: "Lypass" then placed the Power Range Test

Module in "Test/op: : . Tris caused an immediate downward feeowate:
transient. A raacto v eocurred about one minute later from high
reastor coolant systen sure. Tne cause of this event was a

misunderstinding by the .iatt staff of the processing of power range
nuclear instrumentation signa'c to the ICS and the effects of channel test
switches. The response of tre plant was correct for the switch positions
that occurred.

4 majur contributor to this reactor trip was inadequate and inaccurate
operator training. If the I(S feedwater control and reactor control had
been placed in “Hand" (Manuai) prior tc placing the Power Range Test
Moaule to "Test/operate,” no t. nsient would have occurred. SP-113 had no
step t0 accomplish placing ICS feedwater cuntrol to "Hand." On December
§, 1991, a change wa: incorporated into 5P-113 to piace ICS Feeowater
Demand in "Hand" 1f any Pcwe- Rarge Channel is not operable.

The inssectors did not idertify any significant root cause commonality
be‘ween the three transients.

Licensee Initial Corrective \ctions

The inspectors evaluated the licensee's reactor trip review analysis, and
initial corrective actions for the three reactor trips and verified the
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implementation of the torrective actions on a sampling basis. As a result
of the resctur coolant pressure transient, the licensee initiated various
corrective actions. Tre Senior Vice Presideat, Nuclear Operations placed
an agministrative holg on plant startup and established a Startun Review
Pane! to svaluate the three reactor trips since com. tien of the
mid-cycle main.enance outage. Each of the reactor trips was also
evaluated for corrective action by Administrative Instruction Al-704,
"Reactor Trip Review and Analysis. " The licensee also requested an
independent evaluation of the reactor coclant pressure transient be
performed by the B&W Nuclear Services, Transfent Analysis Group.

The Al-704 corrective action plans included appropriate corrective attions
to resoive event specific concerns regarding plant equipment malfunctions,
procedure improvements, and training deficiencies The implementation of
these corrective actions was generally good, with the exception of
operating procedyre improvements as a result of the reactor coolant system
pressure transient. Guidance to aid in diagnosing and terminating a
decreasing reactor coolant pressure transient was included in Operating
Procedures OP-203, "Plant Startup," and OP-204, "Power Operations." The
inspector considered “he OP procedure revision to be too event specific,
and inappropriately f.cused on normal Operating Procedures verses
Annunciator Response Prucedures and/or Abnormal Operating Procedures. The
Yicensee ‘ndicated that these procedure revisions were temporary, pending
implementation of broager procedure improvements including an improvement
of the Anrunciator Response Procedures which was initiated prior to events
svalyated in this report.

The purpcse of the Startup Review Panel was to review the events that had
occurred at Crystal River, Unit 3 since initial criticality after the
mid=cycle maintenance outage. The results of this evaluation and planned
corrective actions were ciscossed with the NRC in a meeting held in the
NRC Headquarters Offices on Docember 13, 1991, Clorrective Actions prior
to piant startyp included adgitional training of licensed cperators on the
causes of the three events and a simulator exercise which demonstrated the
trips and practiced faulted turbine startups. One session of this
training was observec by the inspectors. This use of the simulator was
considered a4 positive "nitiative.

The preliainary results of the Transient Ana’,.is Program did not differ
significantly from the results of the licensee's evaluations. The
Trans.ent Analysis Group made one recommendation that the licensee had not
yet initiated The licensee adopted the recommendation, which was to
perform a human factors based evaluation of the transient.

Exit Interview

The inspection scope and findings were summarized on December 23, 1991,
with those persons indicated in paragraph 1. The inspectors described the
areas inspected and discus.ed the inspection results in detail.
Dissenting comments were not received from the licensee., Proprietary
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information 1s not contained in this report,

13

The inspectors also attonded

interviews conducted by personne! from the NRC's Office for Analysis and
Evaluation of fperational Data, who conducted an independent human
factors review of this event.

Item Number Status

Description and Reference

50-302/91~25-01 open URI = Accuracy of annunciator alarm

status printer, paragraph 3.

$0-302/91-25-02 open VIO - Fatlure to maintain Engineered Safety

50-302/91-25-03 open vIG

Foature Actuation System operability,
paragraph 4.

L

Failure to implement procedures for
correcting abnormal plant operating
conditions, paragraph 5.

$0-302/91-25-04 open VIO - Failure to report a high pressure

fnjection actuvation in a timely manner
and to declare and report the related
Unusya! Event in a timely manner,
paragraph 6.

50-302/91-25-05% open VIO = Failure to implement effective

corrective actions for a defective
pressurizer spray valve, paragraph 7.

Acronyms and Abbreviations

AFW
a.m
AP
ASS
B&wW
CFR
DF1
ECCS
EFIC
EFP
CFw
ES
ESF
ESFAS
FPC
HPI
1CS
MUP
NRC
op
p.m.
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Auxiliary Feedwater System

ante mericiem

Administrative Procedure

Assiscant Shift Supervisor

Babcock & Wilcex

Code of Federal Regulations

Deaerating Feed Tank

Emergency Core Cooling System(s)

Emergency Feedwater Initiation Control System
Emergency Feedwater Pump

Emergency Feedwater

Engineered Safeguard (this term ‘s used interchangeably with ESF)
Engineered Safety Feature

Engineered Safety Feature Actuation System
Florida Power Corp.

High Pressure Injection

Integrated Control System

Make-Up Pump

Nuclear Regulatory Commission

Operating Procedure

post meridiem



14

PS1 = Pounds per Square Inch

psig = pounds per square inth gauge
QrT ~ Quadrant Power 111t

IC = Reactor Coolant (System)

RCP = Reactor Coolant Pump

RCS = Reactor Coolant System

RO - Reactor Operatcr

KPS = Reactor Protection System

SP -~ Surveillance Procedure

Sw = Nuclear Services Clcsed Cycle Cooling System
T8 « Technical Specitication

URT = Unre.olved Item

VIO =~ Violation

wR ~ work Regquest



