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Report Nos.: 50-259/93-25, 50-260/93-25, and 50-296/93-25

Licensee: Tennessee Valley Authority
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SUMMARY

a e gne

Scope: This routine resident inspection included maintenance observation,
operational safety verification, engineered safety features
walkdown, Unit three restart activities, reportable occurrences,
and action on previous inspection findings.

One hour of backshift coverage was routinely worked during the
work week. Deep backshift inspections were conducted on June 20,
1993.
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One violation was identified for failure to follow the technical
specification action statement for an inoperable turbine stop
valve channel input into the reactor protection system, paragraph
three. The inspector questioned the licensee action and it was
determined that only one input was tripped instead of two. Plant
operators had to make this determination using only plant drawings
and did not have procedures or other guidance for the action
required within one hour.

One non-cited violation was identified for two one-half inch torus
return PASS sample line containment isolation valves installed
reversed, paragraph three. The licensee found this problem when
one valve failed a local leak rate test. The valves were
installed incorrectly for an entire operating cycle. The valves
were installed for flow into containment when taking a PASS
sample, but should have been installed for containment isolation
with flow out of the torus. The valves were reinstalled
correctly, other valves checked, and procedures revised.

One unresolved item was identified concerning mislabeled fuses,
paragraph three. Two trains of standby gas treatment were made
inoperable for one and one-half hours due to pulling the wrong
fuses while performing a tagout, paragraph three. The licensee is
conducting an incident investigation of this event. Initial
assessment indicates both a mislabeling and drawing error
occurred. This problem is another example of fuse labeling
problems in the plant previously addressed in inspection report
93-08.

A weakness was identified in the control of transient combustible
material.





REPORT DETAILS

Persons Contacted

Licensee Employees:

*0. Zeringue, Vice President
J. Scalice, Plant Manager

*J. Rupert, Engineering and Modifications Manager
R. Baron, guality and Licensing Manager
D. Nye, Recovery Manager

*N. Herrell, Operations Manager
*J. Haddox, Engineering Manager
*H. Bajestani, Technical Support Manager
A. Sorrell, Chemistry and Radiological Control Manager

*C. Crane, Maintenance Manager
*P. Salas, Licensing Manager
*R. Wells, Compliance Manager
J. Corey, Radiological Control Manager
J. Brazell, Acting Site Security Manager

Other licensee employees or contractors contacted included licensed
reactor operators, auxiliary operators, craftsmen, technicians, and
public safety officers; and quality assurance, design, and engineering
personnel.

NRC Personnel:

P. Kellogg, Section Chief
*C. Patterson, Senior Resident Inspector
*J. Hunday, Resident Inspector

R. Musser, Resident Inspector
*G. Schnebli, Resident Inspector
*T. Liu, Intern

*Attended exit interview

Acronyms and initialisms used throughout this report are listed in the
last paragraph.

Maintenance Observation (62703)

Plant maintenance activities were observed and/or reviewed for selected
safety-related systems and components to ascertain that they were
conducted in accordance with requirements. The following items were
considered during these reviews: LCOs maintained, use of approved
procedures, functional testing and/or calibrations were performed prior
to returning components or systems to service, gC records maintained,
activities accomplished by qualified personnel, use of properly
certified parts and materials, proper use of clearance procedures, and
implementation of radiological controls as required.

Work documentation (HR, WR, and WO) was reviewed to determine the status
of outstanding jobs and to assure that priority was assigned to safety-



related equipment maintenance which might affect plant safety. The
inspectors observed the following maintenance activities during this
reporting period:

a ~ Control Rod Drive

b.

On June 23, 1993, the inspector observed replacement of the
upstream filters for the CRD stabilizer valves. The maintenance
was performed using WO 93-07760-00 as the controlling document.
The inspector verified the clearance and the WO were adequate for
the work being performed. Radcon support was present and had
taken measures to limit spills that might occur when the system
was opened. The old filters were removed and replaced and a leak
check was satisfactorily performed upon completion of the work.
No deficiencies were noted by the inspector.

Offgas Excess Air Inleakage

The licensee identified the source of excess condensor air
inleakage during this inspection period. On June 9, 1993, offgas
flow had stabilized at around 183 scfm. The FSAR indicates that
18.5 scfm air leakage is the design for offgas flow. The licensee
organized a task force consisting of operations, chemistry,
technical support, maintenance, and radiological controls to
identify the source of leakage.

Helium leak detection was utilized to locate the leak. A strong
indication was identified in the area of the turbine shaft on the
north end of the 2C LP turbine. Additional checks were conducted-
and confirmed that a waste water and oil drain line that traversed
through the 2C condenser to be the major source of offgas high air
inleakage.

On June 24, 1993, this line was cut and plugged. The plug
contained a fill line and isolation valve to allow water injection
to form a water seal in the line. When demineralized water was
injected into the drain line off-gas flow dropped by 140 scfm down
to 45 scfm.

C.

The inspector and the task force staff discussed the progress of
corrective actions for the condenser inleakage, with no major
deficiencies being identified.

Post Accident Sampling System Leakage

On July 14, 1993, the inspector observed portions of the
activities associated with WO 93-09198-00. This WO was written to
repair a small leak within the PASS sample station panel.

No violations or deviations were identified in the Maintenance
Observation area.



Operational Safety Verification (71707)

The NRC inspectors followed the overall plant status and any significant
safety matters related to plant operations. Daily discussions were held
with plant management and various members of the plant operating staff.
The inspectors made routine visits to the control rooms. Inspection
observations included instrument readings, setpoints and recordings,
status of operating systems, status and alignments of emergency standby
systems, verification of onsite and offsite power supplies, emergency
power sources available for automatic operation, the purpose of
temporary tags on equipment controls and switches, annunciator alarm
status, adherence to procedures, adherence to LCOs, nuclear instruments
operability, temporary alterations in effect, daily journals and logs,
stack monitor recorder traces, and control room manning. This
inspection activity also included numerous informal discussions with
operators and supervisors.

General plant tours were conducted. Portions of the turbine buildings,
each reactor building, and general plant areas were visited.
Observations included valve position and system alignment, snubber and
hanger conditions, containment isolation alignments, instrument
readings, housekeeping, power supply and breaker alignments, radiation
and contaminated area controls, tag controls on equipment, work
activities in progress, and radiological protection controls. Informal
discussions were held with selected plant personnel in their functional
areas during these tours.

a 0 Unit Status

b.

Unit 2 operated at power without any significant problems during
this report period. At the end of the period the unit has been
on-line for 43 days.

Turbine Stop Valve Limit Switch Failure

As previously discussed in inspection report 259,260,296/93-23,
paragraph 2b, the licensee failed to completely carry out the
actions required by TS 3. 1.A, Table 3. 1.A when the limit switch
associated with the number one stop valve failed. The following
paragraph is a review of the matter.

On June 16, 1993, at approximately 6:37 a.m., during the
performance of surveillance instruction 2-SI-4. 1.A-15(II), the
licensee determined that the number one turbine stop valve closure
RPS function (> 10 per cent valve closure) was inoperable. Hore
specifically, a half-scram was expected and not received while
simultaneously closing the number one and three turbine stop
valves. While in the process of troubleshooting the problem, the
valves were closed individually and the licensee determined that
the appropriate relays were being deenergized for the number three
stop valve but not the number one stop valve. TS 3. 1.A (Table
3. 1.A) states that if the minimum number of instrument channels





per trip system cannot be met for one trip system, the inoperable
channels on the entire trip system shall be placed in a tripped
condition within one hour. The licensee determined that by
pulling fuse 5A-FlOB, the applicable RPS relays in the 'Bl'rain
of RPS logic would be deenergized and therefore satisfy the TS
action statement. This action was taken at approximately 7: 10
a.m. At approximately 8:00 a.m., the inspector entered the Unit 2
control room to investigate the licensee's actions as they related
to the failed stop valve RPS function. While reviewing the
applicable RPS logic diagrams, the inspector questioned the
operations shift if they had taken the appropriate actions
(removing the fuse) for the 'Al'rain of RPS as it appeared that
the number one stop valve had an input to this portion of RPS
logic also. The licensee investigated the inspectors concern and
determined that an additional fuse was also required to be
removed. This action was taken at approximately 8:32 a.m. or 55
minutes in excess of the LCO delineated in TS 3. 1.A, Table 3. 1.A,
note one.

This matter was reviewed by the inspectors and Region II
management. The failure to implement the actions of TS 3. 1.A,
Table 3. 1.A, note one, within the required time is a violation of
TS 3. 1.A and will be tracked as VIO 260/93-25-01, Failure to
Perform TS Action Within the Required Time Frame.

Containment Isolation Valves Incorrectly Installed

On April 27, 1993, the licensee discovered that the two
containment isolation valves (2-FSV-43-40 and 2-FSV-43-42) serving
the Unit 2 PASS sample return line (penetration number 2-X-229J)
to the torus were incorrectly installed. More specifically, the
piloted, normally closed solenoid operated half inch globe valves
were installed backwards such that postulated accident pressure
would have been in the opposite direction from which the valves
were designed to seat. The condition was discovered during the
LLRT of the valves in accordance with 2-SI-4.7.A.2.g-3/43d,
Primary Containment Local Leak Rate Test PASS Return to Torus:
Penetration X-229J. At the time of the discovery, Unit 2 was shut
down and in the midst of its cycle 6 refueling outage.

The valves were initially atested on February 6, 1993, or
approximately one week after the unit was shut down for the
outage. During the initial test, valve 43-42 (outboard valve) had
an acceptable leak rate of 0. 1417 scfh while valve 43-40 (inboard
valve) had a leak rate of 2.9899 scfh which was in excess of the
leak rate of 0.5 scfh referenced by procedure. The licensee
assumed that the valve contained debris and performed a flush of
the line. On April 18, the valve was retested and again failed to
meet the procedures reference leak rate criteria value of 1.7066
scfh. Further investigation into the matter revealed that the
valves were installed with the "flow arrow" being in the direction





of process flow of the PASS system rather than accident pressure.

Following this discovery, the licensee removed the valves and
reinstalled them with the "flow arrow" pointing in the direction
of accident pressure (away from containment). Subsequent leak
rate testing was satisfactory with valve 43-40 having a leak rate
of 0.0606 scfh and valve 43-42 having a leak rate of 0.0461 scfh.
Additionally, the licensee reviewed the solenoid operated primary
containment isolation valves installed on containment influent
lines to determine if a similar condition existed elsewhere in
Units 1, 2 or 3. Of the 28 valves reviewed, no additional
problems were'identified.

The inspectors independently reviewed the matter including the
history and design of the valves. The valves were installed prior
to the restart of Unit 2 in 1991 as a part of the PASS system
installation. Prior to the Unit 2 restart, the valves were tested
on Harch 3, 1991, with satisfactory results (leak rates of less
than 0.5 scfh). Due to a wiring deficiency, the valves were
retested on Harch 13. Valve 43-40 had a leak rate of 0.3538 scfh
while valve 43-42 had a leak rate of 0.6863 scfh. Although the
leak rate of valve 43-42 exceeded the reference leak rate of 0.5
scfh, a test person qualified to NDE Level III accepted the leak
as-is due to the value only slightly exceeding the reference value
and having no significant impact on the .6 La criteria.

Additionally, the inspectors reviewed the Target Rock
Corporation's technical manual describing the operation of the
subject solenoid valves. The valves in question are half inch
piloted, normally closed solenoid operated uni-directional globe
valves - model number 81NN-001. The valves are designed to
positively seat only in the direction of the fluid flow. When
properly installed, flow within the line/val.ve will assist in the
seating of the valve. However, in the condition described above,
flow within the line/valve would tend to unseat the valve and
therefore potentially allow flow past the containment isolation
valves.

The licensee initiated a LRED to determine if the matter was
reportable. Initially, it was determined that an LER was
warranted, however, after further review, the licensee deemed the
matter not reportable. The bases of not reporting the improperly
installed containment isolation valves was the fact that valve 43-
42 passed its LLRT and therefore the penetration was not
compromised. In order to prevent a similar occurrence, the ~

licensee revised System Design Criteria BFN-50-7064 to address the
directional flow and leakage characteristics of solenoid valves
utilized in primary containment isolation applications. As
previously mentioned, as part of the corrective actions for SCAR
93005, the licensee reviewed 28 solenoid operated primary
containment isolation valves and no others were found incorrectly
installed. 10 CFR 50, Appendix B, Criterion III, Design Control,





requires, in part, that measures be established to assure that
applicable regulatory requirements are followed during the design
process. The failure to properly install containment isolation
valves 2-FSV-43-40 and 2-FSV-43-42 is a violation of 10 CFR 50,
Appendix B, and is titled NCV 260/93-25-02, Improperly Installed
Containment Isolation Valves. This violation will not be subject
to enforcement action because the licensee's efforts in
identifying and correcting the violation meet the criteria
specified in Section VII.B of the Enforcement Policy.

Fuse Mislabeling

On June 29, 1993, the licensee discovered that during a hold order
tagout for work on a damper, two trains of SBGT were inadvertently
removed from service. At 5:00 a.m., control power fuses were
removed from A and B SBGT trains rendering them inoperable. At
6:30, a unit operator observed that there were no indicating
lights for these two trains of SBGT. Personnel found that the
control power fuses had been removed due to a fuse labeling
problem. There were four sets of fuse holders in a breaker
cabinet. Each was painted a certain color and the color matched a
fuse label. The blue and green color labels were reversed.

This error was made when the fuse labels were originally installed
using a drawing called a fuse "tab." The operator pulled a fuse
labeled as FU2-65-18B for 2-FCV-65-22, but due to the„mislabeling,
fuse FU2-65-18C was pulled for the 'A'rain of SBGT control
power. This error was also made for the 'B'rain.
The inspector reviewed the hold order clearance sheet, 0-93-0531,
480 volt diesel auxiliary power schematic, 0-45E771-2, and fuse
tabulation, 0-45B721-45-1. The inside of the breaker cabinet,
fuse holder colors, and labeling were inspected. The inspector
concluded that apparently the labels were reversed when they were
installed.

This error resulted in two trains of SBGT being inoperable for one
and one-half hours. TS 3.7.B requires that all three trains of
the SBGT system shall be operable at all times when secondary
containment integrity is required. TS 3.7.B.3 states, if one
train is inoperable, operation is permitted for seven days
provided all other trains are operable. On the date of this
event, the unit was operating at power with secondary containment
required. The mislabeling problem is a continuation of fuse
labeling problems in the plant. Inspection report 93-08 discussed
the details of the fuse labeling problems. This issue will be
tracked as URI 259, 260, 296/93-25-03, Inoperable SBGT Due to Fuse
Mislabeling, until the licensee completes incident investigation,
93-034. Initial assessment of this event determined that both a
drawing error and labeling error occurred.



fire protection would have to reassess the combustible fire
loading.

During the current SALP period the inspectors reviewed the
licensee's Fire Protection Program. Areas of inspection included
transient combustible control, fire brigade training and drills,
firewatch program, and fire 'protection and detection system
modifications. Modifications performed during the cycle six
refueling outage included an upgrade of the HPCI Room sprinkler
system and installation of a new plant fire detection and alarm
system, both considered to be system enhancements. The inspector
will continue to monitor activities in this area.

One violation and one NCV were identified in the Operational Safety
Verification area.

ESF Walkdown (71710)

a ~

b.

Standby Gas Treatment Walkdown

During routine inspection of the SBGT system the inspector noted
that temperature element O-TE-65-14A, located on train A was
disconnected from the temperature controller. It appeared as
though the wire which connects the two had been cut. The element
which performs the same function on train B, O-TE-65-36A, was
observed to be intact. Operations, maintenance, and engineering
were informed and determined that both instruments had been
removed from service and abandoned in place by a modification. To
prevent confusion in the future, maintenance placed a label on the
instruments to indicate they were no longer in use.

Additionally, the inspector noted that the SBGT Filter A and B

dampers 0-DMP-65-16 and O-DNP-65-38, were required to be locked
open but noticed no locks attached. The ASOS was informed and
attempted to stroke the damper from the local control switch but
the damper did not respond. Further investigation by the ASOS
determined that the damper was not locked with a locking tab but
rather was mechanically dogged open with a threaded rod. He
determined that a modification had removed the operator and
disabled the local control switch. Because the modification had
not removed the local switch or relabelled it as spare or
abandoned in place, it appeared as though the switch should have
worked. The inspector will continue to monitor the licensee's
process of abandoning equipment in place.

Refuel Floor CANs

On July 13, 1993, the inspector toured the refueling floor and
inspected the CAN's on the floor. A handswitch 3-HS-90-250 for
CAM 3-RN-90-250 was in the "CAL" position. The inspector
questioned the status of the CAM. New CAM's were installed prior
to Unit 2 restart in 1991. The handswitches were behind the CAM's



on the wall and found to be no longer in the circuit. This is
another example of abandoned in place equipment not being
identified as such.

No violations or deviations were identified in this paragraph.

Unit 3 Restart Activities (30702)

The inspector reviewed and observed the licensee's activities involved
with the Unit 3 restart. This included reviews of procedures, post-job
activities, and completed field work; observation of pre-job field work,
in-progress field work, and QA/QC activities; attendance at restart
craft level, progress meetings, restart program meetings, and management
meetings; and periodic discussions with both TVA and contractor
personnel, skilled craftsmen, supervisors, managers and executives.

The licensee is still working on the Unit 3 Recovery Schedule which
should be finalized in the near future. The inspectors will continue to
follow the progress of the schedule and will provide copies of it to NRC

management when issued. Currently, the work is being scheduled and
tracked by a Summer Semester Schedule which provides a three month look
ahead for both maintenance and modifications. Progress on the three
month schedule will be used as input to more accurately project work
duration on the long range schedule. The licensee commenced an
additional daily meeting to facilitate management overview of the Unit 3
Recovery Schedule due to a noted slippage in work progress during this
reporting period.

Construction activities continue to increase with the completion of the
Unit 2 cycle 6 refueling outage. Hajor activities in progress include:
CRDR work in the control room panels; reactor internals T Box repairs;
fire protection systems; seismic upgrades; and pipe supports.

a ~ Design Changes and Plant Hodifications

The inspectors review selected Design Change Notice packages
associated with plant modifications to support the Unit 3 recovery
effort. The DCN work packages were reviewed and work in progress
was observed to: ensure that the DCN packages were properly
reviewed and approved by the appropriate organizations in
accordance with the licensees administrative controls; verify the
adequacy of the 10 CFR 50.59 evaluations performed and that the
appropriate FSAR revisions were planned or completed, if
applicable; ensure that the applicable plant operating procedures
and design documents were identified and revised to reflect the
modification; verify that the modifications were reviewed and
incorporated into the operations training program, as applicable;
verify that the modifications were installed in accordance with
the work package (for those that could be physically inspected);
ensure that the modification was consistent with applicable codes
and standards, regulatory requirements, and licensee commitments;
and ensure that post modification testing requirements were
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specified and that adequate testing was accomplished. The
following DCNs were reviewed:

~ DCN W18096A, Core Spray T-Box Crack Resolution

During the fall of 1991, the licensee performed a visual
examination of the core spray piping adjacent to the T-box
on both core spray line headers at Browns Ferry Unit 3, as
recommended by Inspection and Enforcement Bulletin 80-13 and
GENE Service Information Letter 289. These examinations
identifyed the presence of linear indications in the welds
joining the piping to the T-Box. If such indications
propagated circumferentially throughout the pipe thickness,
complete separation of the pipes from the T-box may result.
Similar indications have been observed at other BWR's, and
the core spray lines at those BWR's have been modified to
prevent complete pipe separation.

The core spray nozzle thermal sleeve extends into the vessel
and is attached to a T-box that splits the core spray flow
into two 6" schedule 40 pipes. These two pipes then extend
circumferentially around the vessel to locations where they
turn down and penetrate through the shroud. At the point of
attachment of the two 6" pipes and the 120'nd 240'zimuth
location T-boxes, circumferential cracks have been found
which extend part-way around the pipe. This DCN provided
the engineering requirements for the repair of the reactor
pressure vessel core spray T-boxes in Unit 3. The purpose
of this repair was to contain the cracked core spray pipe at
the T-box on the end of the thermal sleeve at the 120 and
240'zimuth locations. This repair consisted of in place
welding upper and lower reinforcement brackets connecting
the Core Spray pipe's penetration.to the T-boxes so that the
structural integrity is retained in case of pipe weld
failure.

Unit Separation

Access Control

During a routine tour of the reactor building on June 23,
1993, with Unit 2 operating, the inspector noted contractor
personnel in light blue hard hats use the Unit 2 reactor
building as a passage way from Unit 3 to Unit 1. The
personnel apparently were looking for scaffolding parts
stored in Unit 1 reactor building. This practice appeared
to be contrary to site procedure SSP-12.50, Unit Separation
for Recovery Activities, Control of Access into Unit 2

Operating Spaces. This procedure was revised prior to
startup of Unit 2 for cycle seven to allow removal of
physical barriers between the Units. Contractor personnel



,



entering an operating space would only be permitted if
working an approved activity in the area.

This was discussed with the acting plant manager. The
contractors were instructed to stop this practice until
reviewed further. It was not clear to all personnel whether
this was acceptable or not. After further review the site
V.P. stated this practice would be stopped.

2.) Unit 1 Reactor Building Work

During the tour, the inspector noted significant new
scaffolding in Unit 1. Discussions were held with
modifications supervision of the work activities to
determine if any impact could affect Unit 2 operations. The
work was primarily associated with three DCNs.

a) DCN W7728A

This DCN relabels, reroutes and/or replaces the normal
power supply cable to 250 Volt RMOV Board 1B to
correct existing electrical separation concerns.
Cable is run through all three units. Scaffolding on
elevation 565 of Unit 1 reactor building was expected
to be in place for 45 days.

b) DCN W17792A

This DCN .replaces two five ton ACU with 25 ton units
and associated duct work to cool the Unit 1 board
rooms. The EECW piping is also modified to supply
cooling water to the ACUs. These upgrades are needed
for any multi-unit operation.. ScafFolding on
elevation 565 and 593 was expected to be in place for
45 days for the piping modifications. On elevation
593, scaffolding for the duct work was expected until
the end of the year.

c) DCN 17780

This DCN relocates the power supply for Control Air
Compressor A feeder from 480 volt shutdown board IA to
480 volt shutdown board 1B to provide more equitable
loading on power supply transformers. Scaffolding was
located on elevation 621 and was expected to be in
place for three weeks.

The inspector reviewed the safety assessment associated with each DCN.
Each addressed unit separation and any effect on the operating unit.
These issues were adequately addressed.

No violations or deviations were identified during this review.



6. Reportable Occurrences (92700)

12

7.

The LERs listed below were reviewed to determine if the information
provided met NRC requirements. The determinations included the
verification of compliance with TS and regulatory requirements, and
addressed the adequacy of the event description, the corrective actions
taken, the existence of potential generic problems, compliance with
reporting requirements, and the relative safety significance of each
event. Additional in-plant reviews and discussions with plant
personnel, as appropriate, were conducted.

a. (CLOSED) LER 259/92-06, Violation of Control Room Emergency
Ventilation System Technical Specification Due to Failure to
Perform Surveillance Testing After Haintenance.

The basis for this closure is discussed in the paragraph that
closed the NRC violation (93-02-01) which encompassed this event.

b. (CLOSED) LER 259/93-01, Reactor Building Crane Surveillance Hissed
as a Result of Ambiguous or Hissing Instruction.

The basis for this closure is discussed in the paragraph that
closed the NRC violation (93-02-01) which encompassed this event.

c. (CLOSED) LER 260/93-001, Inoperable Reactor Core Isolation Cooling
System Due To Ground Fault In The 250 Volt DC Power System

On January 24, 1993, the RCIC system outboard steam line isolation
valve was discovered closed. Investigation indicated that the
valve closed when a ground fault was created by water intrusion
into the local control switch, 2-HS-71-03B. It was determined
that an RWCU valve which had developed a bonnet leak sprayed water
onto the local control switch and caused the ground to occur. The
affected switch was used for convenience during maintenance and
testing and has no effect on system operation or operability.
Corrective action included removing the local control switch.
Because the area has significant dose rates at power the licensee
removed the local switch after the reactor was shutdown. To
prevent leaks in this area from causing similar complications in
the future, another similar switch located in the same area, 2-HS-
01-56B, was also removed. It too was simply a maintenance switch.
In addition, the leaking RWCU valve was repaired. Based on these
corrective actions the inspector considers this item closed.

Action on Previous Inspection Findings (92701, 92702)

'a ~ (CLOSED) Deficiency 93-201-01, Failure to Evaluate the
Radiological Consequences Due to the Operation of the Vent Drain
Valves.

This deficiency was generated when the inspectors learned that
operation of the hardened wetwell vent could not be carried out,
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entirely from the control room. The original design of the HWWV

required manual operator action to open drain valves in the
reactor building, yard pit and main stack. During certain
accidents, which entail fuel failure, the manual operation of the
vent drains could have exposed the operators to significant
radiation dose.

To alleviate the NRC's concern in this matter, the licensee re-
designed the drainage system of the HWWV. The manual drain valves
located in the reactor building and yard pit were replaced with
float operated automatic type drain valves (steam traps). In
addition, in the event of a failure of the automatic drain valves,
a manual normally closed by-pass valve has also been installed.
The final valve of concern was stack drain valve, 0-77-2284, a
normally closed valve located at elevation 665'n the main stack.
Design Change S24922A was prepared and implemented to change the
position of valve 0-77-2284 to normally open. This DCN also
eliminated the potential of ground-level radioactive material
release by qualifying exposed portions of the drain piping in the
stack and radwaste building to Seismic Category 2, taking credit
for the water seal provided by the stack and off-gas condensate
sumps, and determining that a breach of underground piping would
not be a credible release path. With these changes, no remote
operator action will be required when initiating containment
venting via the HWWV. Based on the inspectors review of the
corrective actions and observations made during the HWWVs

construction, this matter is considered closed.

(CLOSED) VIO 259, 260, 296/93-02-01, Hissed Surveillance Test and .

Procedural Step.

This violation of TS 6.8. 1 was cited with three specific examples
of failure to follow procedures. The first example involved the
failure to perform SI 0-4. 10.D, Reactor Building Crane (Functional
Test) prior to handling new fuel with the crane. This was
discovered by the licensee's guality organization during an audit
of operations activities. As a result of this finding, new fuel
handling activities were suspended and the crane functional test
was performed satisfactorily. A contributing factor to this
violation was that the licensee had not clearly designated who was
responsible for verifying the performance of SI's prior to the
commencement of an evolution such as new fuel handling. To
correct this problem, the licensee has revised numerous GOIs to
designate the work control organization to verify SI completion.
The inspector verified the inclusion of work control signoffs in
various GOIs. In addition, operations personnel have been
instructed to contact work control when verifying SI completeness.
This corrective action was disseminated to operations personnel
(SOS's) via a memorandum from the operations superintendent and at
shift turnover. The final corrective action in this matter was
that Tech Support was to review all conditional SIs and determine
if sufficient procedural controls were in place to ensure that



conditional SIs would be performed as required. The inspector
discussed this matter with the Tech Support Hanager and reviewed
procedures with requirements for conditional SIs. Based on this
discussion and review of procedures, it appears an adequate
control of conditional SIs exists.

The second example of this violation dealt with the failure to
perform a halogenated hydrocarbon test on the CREV unit

'B'ollowingmaintenance of a temperature switch (and removal and
replacement of a charcoal absorber tray) within the train. This
matter was discovered approximately one month later following
maintenance on the CREV unit 'A'. Following this discovery, the
CREV unit 'B'as declared inoperable and the required SI
performed. The root cause of this event was determined to be
issuing the work order without sufficient details and insufficient
procedural controls which permitted the improper removal of the
charcoal absorber tray. Corrective actions for this matter
included the following: 1) a note has been added to the System
Instrument Maintenance Index, O-SIHI-31B, which states that the
CREV units would require a HHT if the charcoal trays were removed
from the CREV units; 2) a step was added to the repetitive task
instruction forms for the CREV temperature switches to verify
completion of HHT as required; 3) a review of PH repetitive tasks
affecting the SBGT system and the containment purge system
determined that a similar event should not affect the SBGT system,
but due to the location of instrumentation within the containment
purge system a similar occurrence was possible; therefore, the PH

repetitive tasks affecting the containment purge system have been
modified to include ensuring the appropriate SIs are performed
following maintenance on the system; 4) all licensee mechanical
maintenance personnel were briefed on the event to ensure their
understanding of the matter; and 5) procedures for the
troubleshooting and configuration of electrical equipment and
instrumentation (EII-0-000-TCC-106 and SII-0-X-00-3014) were
amended to prevent the disassembly of major plant equipment (such
as CREV trains) during troubleshooting without specific approved
instructions. The inspector reviewed and verified the corrective
actions and determined that they were adequate.

The final example of this violation was the failure of an
electrical maintenance foreman to verify the prerequisites of
WO 93-00507-01 prior to the commencement of work on HPCI valve
73-16. This matter was identified by an NRC inspector during a

routine maintenance observation. As a result of this finding,
work was stopped on the HPCI valve until the prerequisites could
be verified. In addition, the Electrical Haintenance Nanager
discussed this matter with electrical maintenance personnel
stressing the importance of attention to detail when performing
work. Lastly, the involved foreman was counseled and subsequently
resigned his position as foreman.
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Based on the inspectors review of the above listed corrective
actions, this violation is closed. In addition, LERs 259/93-01
and 259/92-06 are considered closed based on this review.

c. (CLOSED) URI 259, 260, 296/93-23-01, Failure to Perform TS Action
Within the Required Time Frame.

This matter was determined to be a violation of TS and is
documented as such in this IR.

Exit Inter view (30703)

The inspection scope and findings were summarized on July 16, 1993, with
those persons indicated in paragraph 1 above. The inspectors described
the areas inspected and discussed in detail the inspection findings
listed below. The licensee did not identify as proprietary any of the
material provided to or reviewed by the inspectors during this
inspection. Dissenting comments were not received from the licensee.

Item Number Descri tion and Reference

260/93-25-01

260/93-25-02

259, 260, 296/93-25-03

VIO, Failure to Perform TS Action Within
the Required Time Frame, paragraph three.

NCV, Inoperable Containment Isolation
Valves, paragraph three.

UNR, Inoperable SBGT Due to Fuse
Hislabeling, paragraph three.

Licensee management was informed that 3 LERs, 1 Deficiency, 1 URI, and 1

VIO were closed.

Acronyms and Initialisms

ACU
ASOS
BFN
BWR

CAN

CFR
CRD

CRDR

CREV
DCN

EECW

ESF
FCV
FSAR
GOI

Air Cooling Unit
Assistant Shift Operations Supervisor
Browns Ferry Nuclear Plant
Boiling Water Reactor
Continuous Air Monitor
Code of Federal Regulations
Control Rod Drive
Control Room Design Review
Control Room Emergency Ventilation
Design Change Notice
Emergency Equipment Cooling Wate}
Engineered Safety Feature
Flow Control Valve
Final Safety Analysis Report
General Operating Instruction
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HHT
HPCI
HWWV

LCO
LER
LLRT
LRED
MR

NCV
NDE
NRC

QA
QC

RCIC
RMOV

RPS
RWCU

SALP
SBGT
SCFH
SCFM
SI
SIMI
SSP
TS
URI
VIO
WO

WR

Halogenated Hydrocarbon Test
High Pressure Coolant Injection
Hardened Wetwell Vent
Limiting Condition for Operation
Licensee Event Report
Local Leak Rate Testing
Licensee Reportable Event Determination
Maintenance Request
Non Cited Violation
Non Destructive Examination
Nuclear Regulatory Commission
Quality Assurance
Quality Control
Reactor Core Isolation Cooling
Reactor Motor Operated Valve
Reactor Protection System
Reactor Water Cleanup
Systematic Assessment of Licensee Performance
Standby Gas Treatment System
Standard Cubic Feet Per Hour
Standard Cubic Feet Per Minute
Surveillance Instruction
System Instrument Maintenance Index
Site Standard Practice
Technical Specifications
Unresolved Item
Violation
Work Order
Work Request


