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Accompanying Personnel: D. R. Brewer
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SUMMARY

Scope: This special, unannounced inspection involved 51 inspection hours in the
areas of plant events, independent inspection and enforcement conference.-

Results: Of ther three areas inspected no violations or deviations were identi-
*

fied in one area: four violations were identified in two areas; paragraph 4,
violation of a Technical Specification (TS) Limiting Conditions of Operation
(LCO)-when sufficient information was available to have recognized the condition;
paragraph 5, TS operability requirements not being met; paragraph 5,10 CFR 50.59
evaluations not made; and paragraph 5, the Plant Nuclear Safety Committee not
evaluating facility operations to detect potential safety hazards.
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REPORT DETAILS

1. Licensee Employees Contacted

*K. N. Harris, Vice President - Turkey Point
*J. A. Labarraque, Technical Department Superintendent and Acting

Plant Manager
*D. W. Haase, Chairman Safety Engineer Group
D. D. Grandage, Operations Superintendent Nuclear
J. W. Kappes, Maintenance Superintendent Nuclear

*T. A. Finn, Operations Supervisor
*P. W. Hughes, Health Physics Supervisor
M. J. Crisler, Quality Control Supervisor

*K. L. Jones, Site QA Superintendent
*L. C. Huenniger, Startup Superintendent
*E. A. Suarez, Technical Department Supervisor
*W. R. Williams, Assistant Superintendent Electrical Maintenance
*J. Arias, Jr., Regulation and Compliance Engineer
*R. H. Reinhardt, Site QC
*F. A. Houtz, Site QC
*J. M. Donis, Site Resident Engineer
*J. M. Mowbray, Site Engineer
*P. J. Baum, Training Supervisor
*R. G. Mende, Reactor Engineer
*J. E. Moaba, Corporate Licensing

Other licensee employees contacted included technicians, operators,
mechanics, and electricians.

* Attended exit interview

2. Exit Interview

The inspection scope and findings were summarized during management inter-
views held throughout the reporting period with the Acting Plant Manager
Nuclear and selected members of his staff.

An exit meeting was held on August 30, 1984, with Messrs. Harris,
Labarraque, Grandage, Kappes, and Finn. The events surrounding the
isolation of the Intake Cooling Water (ICW) strainer on August 24 and the
discovery of the condition on August 29 were discussed. The licensee
presented their immediate corrective actions which were:

a. the clearance logs and summary sheets would be changed to include
whether or not the item to be removed from service was TS related and
what the TS was;

b. the clearances would be reviewed during each shift by the Plant
Superintendent Nuclear (PSN);
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c. all TS related equipment which was removed from service would be
entered in the Equipment Out of Service (E00S) log and in the PSN log;

d. the Operations Supervisor would meet with all of the operations staff
to emphasize these changes, the event, and the requirements of
operating the plant within the T5 Limiting Conditions of Operation
(LCO);

e. a review of operation's. logs and other data which is being kept as QA
records would be made to assure that the proper information is being
kept; and

f. when one maintenance foreman turns-over a job to another maintenance
foreman, a turnover will be performed for clearances, and other
pertinent information.

An exit meeting was held with the persons noted in paragraph 1 on
September 14, 1984, and the findings of the inspection were summarized.
These included: a violation of a TS LC0 when adequate information was
available to have recognized the condition (251/84-30-01); 10 CFR 50.59
evaluations of. ICW and Component Cooling Water (CCW) system changes should
have been accomplished before the system was operated differently than the
FSAR had analyzed (250/84-29-01 and 251/84-30-02); surveillance tests and
evaluations of ICW and CCW system performance to assure TS operability

.should have been accomplished (250/84-29-02 and 251/84-30-03); and the Plant
Nuclear Safety Committee should have reviewed facility operations to detect
potential safety hazards (250/84-29-03 and 251/84-30-04). The licensee
acknowledged the findings. The following questions were requested to be
answered for the Enforcement Conference to be held on September 19, 1984.
(1) Does an evaluation or analysis exist for Emergency Containment Cooler

-(ECC) accident performance with M Containment Spray (CS) available and does
one exist for CS performance with NO ECC? (2) What are the design flow
rates for the ICW strainers? (3) What are the accident flows assumed for
the ICW system and CCW system and what is the actual flow capability of the
system in its present configuration with the manual valves throttled?
(4) What is the component in the suction piping for the Component Cooling
Water (CCW) pumps, which has a four psi drop across it and which appears on
the operating drawings as a restrictive orifice? An evaluation should be
performed to establish the allowable psi drop.

3. Enforcement Conference

An enforcement conference was held with the persons listed below in
attendance on September 19, 1984, in the Region II office.

Licensee Personnel

C. O. Woody, Vice President Nuclear
K. N. Harris, Vice President Turkey Point
J. A. Labarraque, Technical Department Superintendent and Acting

Plant Manager

L
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D. D. Grandage, Operations Superintendent Nuclear
J. M. Donis, Site Resident Engineer
J. M. Mowbray, Site Engineer Lead Mechanical
J. E. Moaba, Corporate Licensing

NRC Personnel

J. P. O'Reilly, Regional Administrator
R. C. Lewis, Director, Division of Reactor Projects
J. A. Olshinski, Director, Division of Reactor Safety
H. C. Dance, Chief, Reactor Projects Branch 2
A. R. Herdt, Chief, Engineering Branch
A. F. Gibson, Chief, Operations Branch
J. M. Puckett, Director, Enforcement and Investigations
S. A. Elrod, Chief, Reactor Projects Section 2C
T. A. Peebles, Senior Resident Inspector
D. R. Brewer, Resident Inspector
K. N. Jenison, Project Inspector
G. M. Nejfelt, Enforcement Specialist

The licensee presented a discussion of the sequence of events surrounding
the August 24-29, 1984, isolation of 48 ICW strainer and then presented an
analysis of the significance of the event. The Region subsequently
concluded that several areas of licensee performance needed improvement and
requested that the licensee respond in writing concerning the corrective
actions to be accomplished. The Region will assess the adequacy of the
response and issue a Confirmation of Concurrence letter.

4. Plant Events (93702)

An independent review of the following events was conducted: on August 29,
1984 at 8:50 p.m., the licensee discovered that the 4B ICW strainer had been
removed from service since 11:45 a.m. on August 24, 1984. This removed one
of.two headers of ICW which is allowed to be removed for only 24 hours.

a. The following is the sequence of events.

In plant clearance tags were placed to remove the 4B ICW strainer from
service by the Nuclear Plant Operator (NPO) at 10:50 a.m. , August 24,
1984 and independently verified by second NPO. The reason for the
clearance was to clean the strainer.

The NPO log book entry at 11:00 a.m. indicated that a clearance (CL
8-73) was placed on the 4B intake cooling water strainer.

The in plant clearance order indicated that CL 8-73 was issued to a
maintenance foreman at 11:15 a.m. on August 24, 1984. A second
clearance was issued to a seccad maintenance foreman at 2:00 p.m. on
August 24, 1984.



fL.
_

.

.

4

The in plant clearance order also indicated that the second maintenance
foreman released his clearance at 4:00 p.m. on August 24, 1984.
However, the first maintenance foreman clearance was not released. t

On August 29, 1984, at 8:50 p.m., the NPO reported to the control room
that 4B intake cooling water strainer was out-of-service on clearance.

At 8:54 p.m., August 29, 1984, the 4B intake cooling water strainer was
returned to service and independently verified.

The total time out of service was 5 days and 10 hours.

: During this time both units were at essentially 100% power.

b. The circumstances surrounding this incident were reviewed to determine
the root causes. The following are the items determined to be direct
contributors to this incident:

(1) The first and primary contributor was that the Reactor Controls
Operator (RCO) did not enter the 4B strainer in the equipment,

! E00S log. Discussion with the RC0 indicated that this was an
oversight.

t (2) The second item was that the PSN did not detect the RC0 oversight
'

during his review of control room activities. This clearance
; order was issued during a short relief of the regular PSN by
'

another PSN. The regular PSN was scheduled for a whole body count
and had gone to the health physics department. Upon his return
from HP, a shift turnover did not mention the 4B ICW strainer
status.

(3) The third item was that this equipment being out-of-service was
not identified during the daily peak shift clearance review. At
the time of this review, the allowable time out-of-service still
available was approximately 16 hours. On the following day, the
peak shift review of clearances was for the previous 24 hours and
therefore, would not go back to the dayshift. Therefore, this
review should not have identified this out-of-service condition.

Therefore, two separate causes were identified; one was personnel
oversight of the RCO by the failure to log the 4B strainer status
in the E00S log as required; and the other was administrative
inadequacy as the review process was weak.

c. TS 3.4.5.a requires three ICW pumps and two headers to be operable
prior to taking the reactor critical. TS 3.4.5.b allows one of the two
headers to be placed out-of-service for a period of 24 hours during
power operations. If the 24 hour time limit is not met, then the
reactor shall be placed in hot shutdown.

- _ _ - _ _ _ _ _ _ _ _ _ _ _ _ _
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Contrary to the above, the requirements of TS 3.4.5 were not met and
the reactor was not placed in hot shutdown condition. On August 24,
1984 at 11:15 a.m., the 48 ICW strainer was removed from service for
cleaning, which disabled a portion of the B ICW header. On August 29,
1984, at 8:50 p.m., the licensee discovered that only one of the two
headers was in service and returned the 4B strainer and B header to
service at 8:54 p.m. The 128 hours that the header was out-of-service
exceeded the 24 hours allowable without the unit being placed in hot
shutdown as required by the action statement. This resulted in a
degraded condition.

d. The following administrative. requirements should have provided suffi-
cient information so that the licensee should have been alerted that
the unit was in an action statement.

- AP 0103.4, dated August 15, 1984, titled "In Plant Equipment
Clearance Orders", stated in step 5.6 that the RCO shall enter TS
and safety-related equipment to be taken out-of-service in the
equipment out-of-service book. This was not done by the RCO who
filled out the clearance. The RCO, the PSN, and the Nuclear Watch
Engineer (NWE) signed the clearance.

- OP 0204.2, dated June 28, 1984, titled " Schedule of Periodic
Tests, Checks, and Operating Evolutions", required in step 8.2.5
that each operating shift shall complete the minimum equipment
lists. The RCOs completed the list each shift and the two ICW
headers were " turned over" to the on-coming shift as operable.

- AP 103.2, dated June 28, 1984, titled " Responsibilities of
Operators and Shift Technicians on Shift and Maintenance of
Operating Logs and Records", required chronological logs to be
maintained by the PSN, RC0 and NPO. The NPO chronological log was
the only log in which the 48 ICW strainer appeared. The NPS
signed the log as having reviewed it.

- AP 103.2 required shift turnover sheets to be filled out by the
PSN, NWE, RCO and NPO. The turnover sheets were filled out with
no method of the 4B ICW strainer being out-of-service, even though
out-of-service conditions are required to be logged,

e. Therefore, a TS Limiting Condition for Operation was exceeded where the
appropriate action statement was not satisfied within the time allowed
by the action statement. This resulted in a degraded condition, and
sufficient information existed which should have alerted the licensee
that the unit was in an action statement condition. The above out-of-
service condition is a violation (251/84-30-01).
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5. Independent Inspection

Problems in the following areas were found as part of the inspection of
events surrounding the isolation of one header of ICW during the period of
August 24-29, 1984.

Maintenance or calibration of instruments and components which are part of
the FSAR analysis was not consistent with the importance of the instrument
or component.

During the inspection period, several instruments and components which
provide a safety function were found not to have been in a surveillance
program nor to have been treated as safety-related. Operators took readings
from instruments but the data was not evaluated to determine the operability
of the systems. Examples are:

Pressures across the ICW strainers and ICW flow through the CCW heat
exchangers (Pressures and flows of ICW through the CCW heat exchangers
were not evaluated for an unreviewed safety question when the system
was operated differently than the FSAR assumptions. Also, the system
was not tested and evaluated for operability; and when it was tested,
it was found to.be degraded such that two CCW heat exchangers would not
allow the assumed design flow for the required heat removal capacity as
stated in the FSAR).

Pressure across strainers in the CCW pump suctions (Pressures across
the strainers in the suction of five of the six CCW pumps were not
evaluated even though log readings were taken. Also, they were not
shown on operating drawings and were not known to exist by the opera-
tions staff).

Components which did not receive proper attention or surveillance include:

CCW heat exchanger temperature control valves which control the ICW
discharge flow, CV-2202

ICW isolation valve from the turbine plant cooling water heat exchangers,
CV-2201, which is a parallel path to the CCW heat exchangers, and which
should isolate on loss of offsite power

CCW return isolation valves from the Reactor Coolant Pumps (RCP),
CC-626, should shut when greater than 100 GPM is sensed in order to
preserve the integrity of the CCW system

ICW strainer differential pressures did not have adequate operating
criteria.
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Solenoid operating valves-which control the main CCW supply and return
valves (4-2905 and 4-2907) to two of the ECCs were found not to be
operating properly in that they were stuck in the vented position.
Supply valve 4 - 2905 could not have been isolated in case of system
rupture and return valve 4-2907 could not have opened to allow maximum
CCW flow.

Valve 4-2814, which during normal and accident conditions allows 200
GPM of CCW mini-flow through the 4A ECC, did not have flow from May 24,
1984, until at least September 29, 1984.

Instrumentation. for shutdown from outside the control room; specifi-
cally, Unit 4 Pressurizer level indication in the charging pump room
was found failed low and no maintenance was requested.

Valves 4-4668A and B, containment isolation valves on the discharge of
the Unit 4 Reactor Coolant Drain Tank pump, are 200 psi designed but

11eak when 112 psi is applied. This was known to PNSC members but no
evaluation was made or corrective action taken.

A lack of proper review of facility operations to detect potential safety
hazards was also found, partly in the above and additionally:

On September 20, 1984, when the 4A inverter was lost, a unit 4 reactor
trip occurred, and the standby inverter could not be placed in service.
A loss of 120 VAC Vital Bus procedure was not available and the post
trip review did not address these known inadequacies and the PNSC did
not review these inadequacies in facility operations.

The following summarizes the findings:

TS 6.5.1.6.f requires that the Plant Nuclear Safety Committee (PNSC) review
facility operations to detect potential safety hazards.

Contrary to the above, the PNSC did not adequately review facility opera-
tions in that potential safety hazards in the ICW system, CCW system, ECC,
120 Volt AC Vital Bus inverters, and remote shutdown instrumentation were
not detected. The following are specific examples.

a. Operating criteria for differential pressures across the ICW strainers
were not adequate and no review was conducted to detect this
inadequacy. These pressures were required to be taken by a PNSC
approved procedure but no acceptance criteria was specified.

b. Solenoid operating valves which control the main CCW supply .;nd return
valves (4-2905 and 4-2907) to two of the ECCs were not operating
properly and no review was conducted.

c. Flow thecugh valve 4-2814, which during normal and accident conditions
allows 200 GPM of CCW mini-flow through the 4A ECC, was blocked from

i
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May 24, 1984, until at least September 29, 1984. The PNSC did review
the lack of miniflow but did not review it against the FSAR.

d. Valves 4-4668A and B, containment isolation valves on the discharge of
the Unit 4 Reactor Coolant Drain Tank pump, are 200 psi designed but
leak when 112 psi is applied. This was known to PNSC members but no
evaluation was made or corrective action taken.

e. A loss of 120 VAC Vital Bus procedure was not available on September 20,
1984, when the 4A inverter was lost, a unit 4 reactor trip occurred,
and the standby inverter could not be placed in service. The post trip
review did not address these inadequacies and the PSNC did not review
these inadequacies in facility operations.

f. Unit 4 Pressurizer Level indication in the charging pump room was found
failed low and no maintenance was required or evaluation made. Remote
shutdown instrumentation is used in analysis discussed in the FSAR.

This is considered a violation (250/84-29-03 and 251/84-30-04).

The Facility Operating Licenses, DPR-31 and DPR-41, Section III states that
the license is subject to 10 CFR 50.59. 10 CFR 50.59 requires that evalua-
tions -be conducted to determine if an unreviewed safety question exists
prior to a facility change or procedure change being accomplished for any
system previously evaluated in the FSAR.

Contrary to the above, the following changes in the facility were made and
an unreviewed safety question evaluation was not conducted, as noted.

a. Flow of Intake Cooling Water through the Component Cooling Water heat
exchangers was altered when the system was operated differently than
the FSAR assumptions for a period in excess of five years, and no
evaluation was made. This flow was found to be less than FSAR assump-
tions concerning accident heat removal capability in FSAR Chapter
14.3.4, " Containment Integrity Evaluation".

b. In January 1983, the Unit 3 Intake Cooling Water discharge piping from
the Component Cooling Water heat exchangers was found to be leaking
from a through-wall crack in a tee between the heat exchangers and the
discharge pipe. This is a safety-related, seismically designed system.
The crack in the tee was caused by erosion of the concrete pipe lining
and subsequent corrosion. The crack was patched by applying a temporary
epoxy-like material on the outside of the pipe tee. This patch and the
degraded system were not evaluated to consider the potential for and
the consequences of pipe failure, including whether the piping and
near-by components were still within margins for seismic design.

This is considered a violation (250/84-29-01 and 251/84-30-02).

A review of the requirements for the above systems to be operable
showed that few administrative requirements existed and this was
contrary to the following.
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TS requirements for operability were not met as follows:

(1) Technical Specification 1.4 states that a system, subsystem,
train,- component or device shall be OPERABLE or have OPERABILITY
when it is capable of performing its specified function (s).
Implicit in this definition shall be the assumption that all
necessary attendant instrumentation, controls, normal and emer-
gency electrical power sources, cooling or seal water, lubrication
or other auxiliary equipment that are required for the system,
subsystem train component, or device to perform its function (s)
are also capable of performing their related support function (s).

(2) Technical Specification 3.5.5 requires that prior to taking the
reactor critical, three ICW pumps, two headers and all valves,
interlocks and piping required for post accident operation are
operable.

(3) TS 3.5.4 requires that prior to taking the reactor critical,
three .CCW pumps, three CCW heat exchangers and all valves
interlocks and piping are operable.

Contrary to the above, operability of the ICW and CCW systems was not
demonstrated or known in that:

(1) Tests for TS operability of the ICW and CCW systems were not,.

conducted. The system performance degraded so that three CCW
heat exchangers per unit were required to be on line instead of
two in order to provide the equivalent performance assumed by the
analysis in the FSAR Chapters 6 and 14.3.4.

(2) Valves 3(4)-CV-2201, which isolates flow from each unit's turbine
plant cooling water heat exchangers, had not been tested and were
not known to be operable. These valves are assumed by the FSAR
to shut during loss of offsite power as this is a parallel path
around the CCW heat exchangers.

(3) Valves 3(4)-CC-626, which isolate the CCW return's low pressure
piping from each unit's RCP thermal barriers and high pressure
piping, had not been calibrated or tested and were not known to
be operable. The FSAR analysis assumes that these valves shut at
greater than 100 GPM flow to assure integrity of the CCW system
and prevent a LOCA with direct outside release.

(4) CCW pump operability did not include all elements which might
affect performance. Pressures across'the strainers in the suction
of five CCW pumps were not evaluated. The strainers were not
shown on operating drawings and were not known to exist by the
operations staff.
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(5) .CCW heat exchanger outlet temperature control valves on' the ICW
discharge, CV-2202, were operated in " manual" versus " automatic".
No surveillance of the automatic mode of. operation was conducted
and the valves were not operable to carry out this function as
assumed in the FSAR.

This is considered a violation (250/84-29-02 and 251/84-30-03).

.
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