.“o”' lu.‘,% UNITED STATES

9 NUCLEAR REGULATORY COMMISSION
& F REGION 11
bl - % 101 MARIETTA STREET, N.W.
3 £ ATLANTA, GEORGIA 30303
W, @45
Taan®

Report Nos.: 50-327/84-17 and 50-328/84-17

Licensee: Tennessee Valley Authority
S00A Chestnut Street
Chattanooga, TN 37401

Docket Nos.: 50-327 and 50-328

License Nos.: DPR-77 and DPR-79

Facility Name: Sequoyah ! and 2

Inspection Dates: June 6 - July 5, 1984

Inspection at Sequoyah site near Chattancoga, Tennessee
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SUMMARY

Scope: This routine inspection involved 138 inspector-hours onsite in the areas
of Operational Safety Verification, ESF System Operability Verification,
Independent Inspection Effort, Surveillance and Maintenance, and LER review.

Results: Of the six areas inspected no violations or deviations were identified

in five areas; two were found in one area (Failure to lock containment isolation

valve 1-33-704 (paragraph 5), and failure to maintain containment clear of debris
(paragraph 5)).
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EPORT DETAILS

gineering Superintendent

rintendent
Harding, git ing Group Sunervisor
Anthony, Operations Group Supervisor
Craven, Maintenance Supervisor (f
Tollis, Maintenance Supervisor (M)
Patterson, Maintenance Supervisor (I)
Fortenberry, Engineering Section Supervisor
Walker, Assistant Operations Group Supervisor
Wilson, Assi 't Operations Group Supervisor
Crawley, ysics Supervisor
Crittenden, Public Safety Service Supervisor
Hamilton, ]

\

ineering Supervisor
1 -~ ‘- ~ Ly . <

E. Alsup, Compliance Supervisor

M. Halley, Preoperational Test Supervisor

licensee employees cont d included field services craftsmen,
technicians, operators shift eng ' security force members, engineers,
maintenance personnel, .- | ate office personnel.
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Surveillance and Maintenance (61726, 62703)

During the inspection period the inspector reviewed numerous completed
surveillance instructions which were in the review and approval circuit in
the main control room. The instructions were reviewed to ensure proper
procedural review and PORC approval, correct formatting for procedure type,
and technical and Technical Specification (TS) surveillance requirement (SR)
adequacy. Additionally, surveillances in progress were observed to ensure
procedures usage and proper sign off. Among those observed were surveil-
lance instructions SI 137.2 "RCS Water Inventory" Rev. 5 which satisfies
S.R. 4.4.6.2.1.d performed on June 20 on Unit 1 and SI-2 "Shift Log" Rev. 34
which satisfies various SR's which are required on an eight-hour (i.e., per
shift) basis performed on June 22 on Unit 2. No violations or deviations
were identified.

On June 30 the licensee declared the Turbine Driven Auxiliary Feedwater
(TOAFW) terry turbine inoperable and entered the appropriate LCO (3.6.1.2).
The inoperability was discovered when a portion of the auxiliary feedwater
system (AFW) apparently failed to respond to a partial engineered safety
features actuation signal (ESFAS). The signal generated was due to an
inadvertent trip of a main feedwater pump which was undergoing maintenance
on the evening shift. At the time of the event the unit was in mode 2
startup mode, <5% rated thermal power with the main feed pumps out of
service and the steam generator water levels being maintained by the motor
driven auxiliary feeawater pumps.

During the day shift the TDAWF pump turbine steam supply had been isolated
by improper operator action in that no procedure was used. nor did the
maintenance request authorizing the main feed pump work direct the operator
> put the TDAFW in a standby mode by closing the steam supply valves (FCV
-17 and 18) As a result of a main feed pump trip during authorized
maintenance actions and the steam supply valve Tineup, a set of circum-
stances was created which caused a seal-in circuit to exist in the turbine
parallei steam supply line switchgear logic This seal=-in caused the
turbine throttle valve to be held in the closed position after the steam
isolation valves were reopened by operator action. The TDAFW inoperability
was then discovered on the evening shift as previously mentioned.
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The resident inspector condur“*ed a preliminary technical inquiry, determined
that an immediate safety question did not exist and reviewed regulatory
compliance. A Region II inspection team responded to the event and
conducted a detailed technical, regulatory, and management controls review.
The results of their inspection, with appropriate regulatory enforcement
action resulting from that inspection and further technical details are
available in inspection report 50-328/84-18.

Licensee Event Report (LER) Review

During the reporting period, LER's were reviewed on a routine basis as they
were received from the licensee Each LER was reviewed to determine that:

The report accurately described the event




The reported cause was accurate and the LER form reflected the proper
cause code

The report satisfied the technical specification reporting requirement
with respect to information provided and timing of submittal

Corrective action appeared appropriate to correct the cause of the
event

Generic implications if identified were incorporated in corrective
action

Corrective action taken or to be taken was adequate, particularly to
prevent recurrence

The event did not involve continued operation in
regulatory requirements or licensee conditions.

No violations or deviations were identified




