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SUMMARY

Inspection on September 26 - October 25, 1983

Areas Inspected

This routine, unannounced inspection involved 292 inspector-hours on site in the
areas of licensee event report followup; containment spray system misalignment;
maintenance activities; plant operations; surveillance testing; and plant tours.

Results.

Of the six areas inspected, no violations were identified in two areas, and four
apparent violations were identified in four areas; (containment spray isolation -
paragraph 6; failure to follow procedures paragraphs 6, 7, and 8; procedural
changes paragraph 8; and notification of significant events paragraph 5).
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REPORT DETAILS

1. Persons Contacted
;

1

Licensee Employees .

H. E. Yaeger, Site Manager
*C. J. Baker, Plant Manager - Nuclear
*J. P. Mendieta, Maintenance Superintendent - Nuclear
*D. W. Haase, Operations Superintendent - Nuclear
J. P. Lowman, Assistant Superintendent Mechanical Maintenance - Nuclear
L. L. Thomas, Assistant Superintendent Mechanical Haf ntenance
W. R. Williams, Assistant Superintendent Electrical Maintenance - Nuclear

*J. W. Kappes, Instrumentation and Control Supervisor
T. Finn, Operations Supervisor (Acting)
A. E. Byrnes, Auxiliary Building Supervisor
V. A. Kaminsaka, Reactor Engineering Supervisor
P. W. Hughes, Health Physics Supervisor

*0. W. Jones, Quality Control Supervisor
K. N. York, Document Control Supervisor

*J. A. Labarraque, Technical Department Supervisor
J. Arias, Licensing Engineer
M. Crisler, Operations QA Supervisor

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

" Attended exit interview

2. Exit Interview

The inspection scope and findings were summarized on November 7, 1983, with
those persons indicated in paragraph I above. The inspector conducted
frequent unprogrammed discussions with the plant manager and various members
of his supervisory staff. Significant aspects associated with the inspection
scope and relevant findings were routinely brought to their attention. In
addition an Enforcement Conference was held on October 21, 1983 at the
Miami, Florida general office of the licensee to discuss the misalignment
of the containment spray systems paragraph 6.

3. Licensee Action on Previous Enforcement Matters

Not inspected.

4. Unresolved Items

Unresolved items were not identified during this inspection.

5. Licensee Event Report (LER) Followup

The following LERs 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
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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 violation of regulations or Technical
Specification conditions had been identified.

*250-83-18, Uncontrolled RCS Heatup - The inspector reviewed the circumstances
surrounding the unanticipated RCS temperature increase that took place at
approximately 6:35 a.m., on October 7, 1983. The maximum average temperature
reached in the RHR system was approximately 210F. The total time RHR temp-
erature exceeded 200F was approximately 20 minutes. Technical Specification
3.3.1 states that containment integrity shall not be violated unless the
reactor is in the cold shutdown condition. In this case the containment
equipment hatch was open. This situation was licensee identified, immediately
corrected, and posed no significant safety hazard; therefore, a violation
will not be issued. This item will be reviewed under inspector followup
item (50-250/83-38-01). However, 10 CFR 50.72, as implemented by item 3 of
Appendix A to A.P.103.12, Notification of Significant Events to NRC,
requires reporting to the NRC Operations Center any event that results in
the unit not being in a controlled or expected condition while operating or
shutdown. The failure to report this event to the NRC Operations Center is
a violation (50-250,251/83-38-02).

*251-83-16, " Containment Spray System", see paragraph 6.

*251-83-18, "4B RHR Pump", see paragraph 7.

6. Containment Spray System Misalignment

a. On October 4, 1983, with Unit 4 at 100*4 power and while verifying
containment spray system lineup in preparation for a routine periodic
test of the Unit 4 containment spray pumps, it was discovered, by the
licensee, that the manual discharge valves (4-891 A and B) for both the
4A and 4B containment spray pumps were locked in the closed position,
thus rendering ineffective the Unit 4 containment spray system. A
non-licensed operator assigned to close the identical valves on Unit 3
(which was in a cold shutdown) closed the 4-891A and B valves on Unit 4
in error. Upon discovery, the manual discharge valve for the 4B pump
was immediately returned to the open position and locked as required.
Valve (4-891A) was returned to the open position following completion
of the monthly pt:riodic surveillance test of the 4A pump. The total
time that the containment spray system was isolated was approximately
50 hours. The normal and emergency containment coolers were available
for the duration of the incident.

b. Subsequent to the discovery, a series of corrective actions was initiated
by plant management. These included:

A flow path verification of all safety systems on Unit 4 that-

verified all safety systems to be correctly aligned.

1
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The Operations Supervisor discussed the incident with all opera--

ting shifts (except vacationing personnel).

All the locks associated with the flow paths of the Emergency Core-

Cooling Systems were upgraded to a different level. The Plant
Supervisor - Nuclear must now issue the key to these locks. In
addition, . and to further differentiate between units, new lock
tumblers were ordered so that the keys will not be interchangeable
between units. The locks will also be color coded (red - Unit 3
and green - Unit 4) with locks on common system valves to have a
different color from that of either unit. Also, signs clearly
labeling Unit 3 or Unit 4 will be posted appropriately throughout
the auxiliary building.

Instructions were issued by the Operations Supervisor to require-

performance of equipment clearance orders in conjunction with
procedural valve manipulations.

It was noted that independent verification of the closure of the-

valves would have been performed when the cold shutdown clearance
tags were hung but was delayed due to a contamination and injury
accident, and that the Unit 4 emergency containment coolers and
filters were operable throughout this time period. These components
are completely independent and redundant to the containment spray
system.

c. On October 21, 1983, an Enforcement Conference was held with licensee
management at their Miami, Florida general office building. During
this meeting, the licensee presented information concerning the inci-
dent and the results of their investigations and corrective actions.

It was determined during this Enforcement Conference that the licensee
identified the item and took immediate concise corrective actions; also
because of the existence of operable doubly redundant systems and the
fact that no safety functions had been lost, the severity of this event
was mitigated.

d. As a result of the inspector's review of the incident, the following
violations of regulatory requirements were identified.

(1) Technical Specification 3.4.2.6 requires that two containment
spray pumps be operable during power operation.

Contrary to the above, both Unit 4 containment spray pumps were
inoperable during power operations for approximately 50 hours
commencing from October 2, 1983.

(2) Technical Specification 6.8.1 requires procedures to be implemented.
Step 8.3.4 of administrative procedure, A.P.103.2, Outies and
Responsibilities of Operators on Shift and Maintenance of Operating
Logs and Records, requires the oncoming operator (s) to review their
station's Log Book for the previous 24 hours and current Log
Sheets, then initial the "left hand column" next to their shift

_ _ _ _ _ . _ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - - _ _ _ - _ _ _ - _ _ _ _ _ _ - _ _ _ - _ _ _ _ - _ - - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _



_ _ _ _ _ __

y_
,

o e47 g,

.&..
* N

-4
,.

.

,-
.

-entry. This was'not performed on October 2, 1983, by the' operator
,

relieving the operator who had mispositi,oned the Unit 4 containmentx
,

spray pump discharge valves. A review of,the station's Log Book-

/, would have revealed an entry made. indicating that valves 891A and
B had been closed.

Step 8.2.11.6 of A'. 103.4, In-Plant Equipment. Clearance Orders,
requires that tne operator wno actually positions and Legs the

e component must initial in the appropriate column and include the
, time the operation was done. Contrary to this requirement, the

operator that executed steps 4 and 5 (closure of valves 3-891A and
3-891B)"of clearance .10-1 on Unit 3 on October 2,1983, did not

. himself ' initial these steps on the clearance order.

(3) ' Step 6 of Appendix A, Criteria and Examples of When One Hour
Notification of NRC is required, to A.P.103.12, Notification of
Significant Events to NRC states in part that any personnel-error
er procedural inadequacy which, during normal operations, antici-
pated operational occurrences, or accident conditions, prevents or
could prevent,'by itself,- ti.e fulfillment of the safety function
of those structures, systems, and comp 6nents' important to safety
'thatrare needed to (1) shutdown the reactor safely and maintain
it 'in a safe shutdown condition, or (2) remove residual heat
following reactor- shutdown, or (3) limit the release of radio-
active material to acceptabli levels or reduce the potential for,

such release should be reported to the NRC Operations Center.
Contrary to the above, the personnel error rendering the contain-
ment spray pumps for Unit 4 incperable on October 2, 1983, was'not
reported to the NRC Operations Center. This is a second example
ofviolation(50-250,251/83-38-02).

(4) Step 8:16 Sf 0.P. 205.2, Reactor Shutdown - Hot to Cold Shutdown
Condition states that the following . valves 1should be closed,
locked, and tagged to isolate the containment spray pumps:

"

3-891A A cont spray pump isolation
3-8918 B cont, spray pump isolation

Contrary to the above, the operator wno mistakenly closed these
valves on Unit 4 on October 2,19E3, failed to tag the valves he
had closed and by his omission, disabled the independent

' verification of his actions that was required by the equipment
clearance order. |

'

.

7. Maintenance Activities

The inspector observed various maintenance activities in progress on safety
related systems to ascertain that 'the activities were not violating LC0;
redundant components were operable; required administrative approvals and
tagouts were obtained prior to initiating the work; approved procedures were
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used; replacement parts and materials used were properly certified; radio-
logical controls, as applicable, were being implemented; Quality Control
(QC) hold points were observed; and equipment was properly tested prior to
returning to service.

On October 11 at 11:35 a.m., the 48 RHR pump was declared inoper'able as a
result of an A and B phase fault in the motor connection box. This caused
the pump to trip during testing. The inspector observed portions of the
repair activities on October 12-14, 1983.

The following documentation was reviewed in connection with this maintenance
activity:

a. Plant work order PWO-3543 (dated 11/11/83), covering work on -the 4B
pump motor;

b. Maintenance Procedure 3207.8, "RHR Pump Motor - Overhaul and Maintenance"
(revision dated 3/31/83);

c. On the spot change (OTSC) No 1710 to M.P. 3207.8 to allow disassembly /
assembly of RHR motor without removal of pump impeller;

d. OTSC No. 1715, Change to M.P. 3207.8 updating OTSC 1710;

e. pWO-3544 (dated 10/13/83), covering inspection of motor lead connection
box for the 4A RHR pump motor; and

f. Radiation Work Permit, RWP-83-161 for removal / replacement of the 4A and
4B RHR pumps. Step 5 of the special instruction of RWP-161 requires
that prior, to entering and exiting locked high radiation areas,
individuals must sign in and out with Health Physics ~on form HP-2.
While reviewing access control on October 13, 1983, at approximately
12:50 p.m., to the Unit 4 RHR pits, the inspector noted that two
individuals (TLD 504 and TLD 11680), who had logged in under RWP 161
at 10:30 a.m., had failed to log out with Health Physics upon their
departure as required by the RWP. This is one example of a violation
(50-251/83-38-03). Another example is the protective clothing require-
ments of RWP-588 (paragraph 8) which were not met on October 24, 1983,
by one individual.

8. 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 conducted
various plant tours and made frequent visits to the control room. Observa-
tions included witnessing work activities in progress, obtaining the status
of operating and standby safety systems, confirming valve positions, observing
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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.

On September 30, 1983, the inspector walked down Appendix J, Emergency
Diesel Generators of A.P.103.19, Monthly Verification of Safety Related
Systems Flowpath.

On October 7,1983, the inspector confirmed a proper lineup of components
i' the Auxiliary Feedwater System vital area pump room as prescribed by
Appendix A of A.P.103.19, " Monthly Verification of Safety Related Systems
Flowpath".

On October 11, 1983, the plastic nameplate was still missing (since before
October 7,1983) from the Unit 4 480V transformer E low voltage ground and
high temperature annunciator. The reactor operator did not know why it was-

missing or when it would be replaced. The operator could identify the
annunciator only after consulting a reference book. Similarly, the alarm
card was still removed (since before October 7,1983) for the Unit 4 con-
denser water box low vacuum annunciator. The operator said that the card
remained pulled for the major portion of each shift because of numerous
spurious alarms, and it was not known whether the problem was with the water
box vacuum itself, the sensing instrument, or the annunciator circuit. No
corrective action had been initiated. The first of these two items is
another example of a violation for failure to take corrective actions in
accordance with A.P. 0103.2, 251/83-38-03.-

Administrative Procedure 0103.2, entitled " Responsibilities of Operators on
Shift and Maintenance of Operating Logs and Records" requires corrective
action be taken. Corrective action for tne specific annunciator problems
identified by the inspector occurred shortly after they were brought to the
attention of senior supervisory personnel. The Operations Supervisor promptly
responded to this problem area with a written memo to all operators reminding
them that strict compliance with Administrative Procedure 0103.2 was expected.

On October 18, 1983, a failed pen trace was observed for channel 2 on power
range chart recorder number 426. Examination of the past chart history
revealed that for the past 40 hours the channel 2 pen trace had indicated
approximately 60% power, while the reactor was actually operating at 100%
power. When the reactor operatar moved the affected pen slightly, it
apparently became unjammed and aegan to indicate actual reactor power.
Analysis of the chart history showed that the pen had become stuck during
the reactor power increase following reactor startup on October 16, 1983.
The licensee provided no evidence that any operator between late afternoon
on October 16 and midmorning on October 18, took action to investigate the
problem or to initiate a maintenance request as required by section 8.1.4
of procedure 0103.2. Additionally, no evidence could be found that any
operator reported the abnormal indication to the Nuclear Watch Engineer and

-Plant Supervisor - Nuclear as required by section 8.4.7.8. The inspector
established that the on-shift operator had not been aware of the problem

'
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prior to the inspector bringing it to his attention. It is significant to
note that the chart recorder had been stamped and dated at midnight on
October 16 and October 17, 1983, and apparently not been analyzed for
perturbances and trends as required by section 8.4.7.5 of the procedure.
This is another example of a violation 251/83-38-03.

On October 19, 1983, at 9:30 a.m. , prior to the recommencement of the
reactor fuel offload, the Unit 3 startup rate indicatfon for source range
nuclear instrument N-32 was indicating a constant positive startup rate of
approximately 0.75 decades per minutes. The N-32 source range power level
was indicating (apparently properly) at approximately 100 counts per second.
Operations personnel were aware of the problem which had existed for at
least several hours, and had not initiated a plant work order as required by
A.P. 0103.2. Even though senior supervisory personnel maintained that'the
TS did not require the rate meter portion of the source range instruments to

#be operational during refueling, they ceased refueling preparations and
repaired the startup rate portion of the instrument thereby having fully
operational source range instrumentation when the fuel offload recommenced.

On October 19, 1983, at approximately 3:00 p.m. , during the Unit 3 fuel
offload, the manipulator crane operator was removing fuel assemblies from
the core in a manner not strictly in accordance with the crane operating
procedure, OP-16200 section 8.4. Further investigation revealed that
contractor personnel had recommended that after a fuel element was gripped
it should be raised approximately 10 inches off the bottom of the core,and
then, if space allowed, walked clear of other fuel elements prior to com-
pletion of further vertical hoisting. The walking procedure was to/ be
accomplished by manually rotating the bridge and trolley motors to move the
element approximately 4 inches from the remaining elements. The purpose of
this maneuver was to preclude grid damage due to vertical scraping of
potentially warped assemblies. Licensee management accepted the contractor
recommendation and prcmulgated the change by written memo in the Operations
Supervisor's information notebook kept in the control room. No copy of the
modified crane operating procedure (OP-16200) was distributed and the fuel
assembly walking memo was not available at the bridge crane.

Technical Specification 6.8.3.b states that temporary changes to procedures
shall be approved by two members of the plant management staff, at least one
of whom holds a Senior Operators License on the unit affected. This is
implemented by Operating _ Procedure 0109.3, entitled "On the Spot Changes to
Procedures." At the time of inspection, the change had not been reviewed by
a second member of the plant staff. The inspector expressed concern that
the crane operators did not have a formally approved copy of the fuel
removal procedure which incorporated the desired fuel removal changes. Fuel
removal continued throughout the night of October 19, 1983, and supervisory
personnel-issued On The Spot Change 1724 on the morning of October 20, 1983.
Failure to properly imple c,t temporary procedure changes is a violation of
Technical Specification 0,h 3. (250,251/83-38-04)

~
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- On October 24, 1983, the inspector observed fuel handling activities in
the Spent Fuel Pit. Fuel sipping, a procedure which tests individual fuel
elements for cladding failures, was in progress. The following observations
were made:

- One contractor was not wearing all the protective clothing required by
RWP-588. His mode of dress had not been challenged by health physics
personnel working in the immediate vicinity. This is an example of
a . violation of the RWP Requirements of OP 11550.1, which implement
Technical Specification 6.8.1; other examples are found in paragraph "i,
50-251/83-38-03.

- The motor operated spent fuel pit door was not electrically isolated.
If the door were inadvertently shut, it could have severed internally
contaminated tubing running from the spent fuel pit through the doorway
to the monitoring equipment set up in the cask handling area.

- Personnel moving fuel in the pit were in phone communication with the
control room when fuel was actually being moved. However, on occasion,
phone communications were not manned while fuel was suspended from the
bridge hoist undergoing examination via underwater television camera.
The most conservative approach would be to establish communications
between the spent fuel pit and the control room any time the potential
existed to drop a fuel element.

- The operating procedure for the spent fuel pit bridge crane was not
available at the local work site. The off-normal procedure foF handling
accidents involving spent fuel was not available in the spent fuel pit.

- Several small items, ,such as rolls of tape and hand tools were lying
loose on the crane bridge and could have been accidently knocked into
the water. The inspector discussed these areas of concern with
supervisory personnel and prompt corrective action was noted in every
instance.

- Spent fuel pit water temperature was 143 F. Stanchions and lifelines
were not installed because of an inability to move the crane with
stanchions and lifelines installed along the pool edge. Although such
high temperature water is a scald hazard during a full fuel offload,
the heat load on the spent fuel pit cooling system is such that lower
temperatures are not possible. The inspector recommended expanding the
cooling capability of the system so that reduced temperatures are
possible. This is identified as inspector followup item 250, 251/
83-38-05.

9. Surveillance Testing

The inspector observed portions of various surveillance testing activities
in progress on safety related systems to ascerain whether testing was I

conducted in accordance with approved procedures; test instrumentation was
Icalibrated; the testing was not violating LC0; systems tested were removed i

from service and returned to service following the testing in accordance '

I
l
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with,requiredadministrativecontrols;radiologicalcontrolswereTimplemented
as applicable; surveillance test documentation was reviewed . and that

. . discrepancies were Erecertified; surveillance tests results .and schedules
met TS reqdirements.

.0n October 13, 1983,~ t$inspectorwitnessedperformanceofOP4104.'1,High.
Head Safety Injection System on Unit 4.

On _ October .16, ~ 1983, . the inspector witnessed the performance of the Unit 3
containment emergency access hatch local leak rate test, 0perating Procedure

.

13514.2. The test was conducted as part of the prerequisites for verifying
containment integrity prior to -offloading fuel. On 0ctober 25, 1983, the
inspector reviewed quality assurance records documenting the test.

During the performance of the test, a vacuum gage on the test equipment
indicated that the maximum vacuum drawn between the door' seals was 15 inches
of mercury.instead.of the 17.7 inches of-mercury specified by the procedure
(OP| 13514.2- section 4.1). The technician could not reconcile the
discrepancy so he substituted replacement test equipir.ent and re performed
the. test. Similiar results were obtained with indicated maximum vacuum:at-
16.5 inches of mercury. Supervisory personnel informed the technician that
the local reading gage was present for information purposes only. Further-

f more, its use was not mentioned in the procedure nor had the gage been
calibrated. Calibration of the vacuum relay inside the test box was-
verified by determining that the date of last calibration was within the
past six months. The test was reinitiated and the outer airlock door failed
twice, passing only after the door seals wer'e cleaned. -

During the subsequent review of the quality assurance documents several
discrepancies were noted:

The two unsuccessful tests of the outer door. were not -documented.-

Section 8.3.5 of OP 13514.2 sho*uld have been initiated by the techni-
cian when the outer door failed the test. This section was marked as
"not applicable" which is the correct entry only when the' door passes-
the test. The techn,1cian also failed to document problems associated
with the test as required by section 9.2. In paragraph four he was
required to report problems associated with test failures. He entered
the word "NONE", omitting any mention of the two test failures.

' Consequently, senior supervisory personnel were not aware of the
problems encountered and future quality assurance reviews of. the
documents in question will provide no insight as to the difficulties

~

commonly encountered during the test. This is a violation (251/83-
38-06).

Section 9.2 of OP-13514.2 does'not provide a space to record the serial--

number of the test box. Consequently, during reviews of the test
results it- is not possible to determine which of the three available

- test boxes were used.
-

,
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- It was observed that the test boxes are being calibrated to draw a
vacuum of 17.5 inches of mercury while step 4.1 of OP 13514.2 requires
the test to be performed at 17.7 inches of mercury. The leakage involved
here is small compared to allowed leakage and the as-calibrated box
gives conservative results, therefore, the licensee was requested to
reconcile the two numbers.

'

Supervisory personnel were informed of the various discrepancies and have
decided to update the procedure. The inspector will re-examine the proce-
dure whan the revision is completed. (IFI 250, 251/83-38-07).

10. Plant Tours

Various plant tours were conducted by the inspector. Attention was focused
~

on the operability of safety-related equipement in the following areas:
cable spreading room; inverter and battery room; motor generator set and
battery rooms; rod control equipment rooms; switchgear rooms; diesel generator
and day tank rooms; auxiliary building.

11. Implementation of Independent Verification Requirements

TMI Action Item I.C.6 requiring independent verification has been committed-
to by the licensees and made a requirement by confirmatory order at all
operating nuclear power plants. During the followup of significant events
at Turkey Point various deficiencies in the licensee's program have come to
light. Events that have been the subject of recent escalated enforcement
actions might have been prevented had there been an effective program for
independent verification. Subsequent to these events, the licensee has
taken corrective action including further definition and clarification of

: the independent verification function. The following summarizes the existing
policies and practices on this issue:

(1) All safety related system component manip'ulation shall be independently
verified whether manipulated as a consequence of an equipment clearance

; order or as a result of a procedure step.

(2) All other valve and breaker manipulations should be independently
verified.
<

(3) Procedure steps requiring components to be repositioned and tagged will
be performed.with the clearance in hand. Independent verification of
this action will be performed pursuant to #1 above.

! (4) Procedure steps requiring lineup changes for safety related systems are
independently verified and documented on the procedure.

(5) For valve and breaker manipulations that produce a system parameter
change: The co.' rect system parameter change is satisfactory

| verification of correct positioning (closing pump breakers, opening
! feedwater isolation valves, opening PORVs, etc.).
!

_
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The inspector understands that it is the intention of the Plant Manager to
formulate a consolidated position on the issue of independent verification
as it applies to Turkey Point. During the management interview conducted on
November 7, 1983, the Plant Manager indicated that he expected to be able to
consolidate and promulgate this policy within the next several weeks, although
a precise commitment date was not established. The position will be reviewed
when it is issued (IFI 250,251/83-38-08).

.
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