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t o t:1 | During normal full power operation, critical heat tracing circuit #20 was declared 1

ioi3i i inoperable. This circuit provides heat tracing on the line from Unit 3 boric acid filter I

i3,.i i to the Unit 3 charging pumps. In accordance with T.S.3.6.c.5, load reduction was i

i o ,,i i commenced and the unit was brought to hot shutdown. A short circuit was identified i

r5 Tin i on train A and an open circuit was found on train B. This is reportable in accordance i

l o ! i ! with T.S.6.9.2.b.2. No blockage occurred in the affected lines. A similar event was i

i o is i i reported as LER 251-82-014. The health and safety of the public were not affected. I
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CAUSE DESCRIPTION AND CORREC'avt ACTIONS h
I i io 1 I The laceing was removed from the line near MOV-350 (emergency boration valve) and !

t._ia.) I insnection revealed that train B heat tracing was cut. An investigation was I

I unsuccessful in determining the catise. A fatrity onwer sunniv connection and a faulty ;i 62

iei: I I solice in the heat tracing were Incated nn train A. Train B was still functioning !

m I between MOV-350 and its nnwer sunniv. Renairs were comnleted within 20 hours. !
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Additional Event Description and Probable Consequences

Beginning on 9/8/83, it was noticed that heat tracing recorder #72 was not
functioning properly. Also, on 9/8/83, heat tracing circuit #20 was observed to
have higher than normal temperature and a plant work order was submitted to
investigate. On 9/9/83, adjustments were made to recorder #72 to attempt to
correct the problem noted on 9/8/83.

The first time circuit #20 dropped below the minimum required temperature of
1450F, coincident with the time when log readings were being taken, was on
9/10/83. The nuclear operator contacted the control room and asked if any steps
were being taken to correct the problem on critical circuit #20. He was told that
there was a Plant Work Order written for the circuit, so no further action was
taken. (This PWO, as mentioned above, was for high temperature). Again on
9/11/83, the temperature of circuit #20 was noted as low. At this time, the

misunderstanding was resolved and the Electrical Department was called in to
determine the extent of the problem. Ammeter readings on train A of ciruit #20
indicated that it was drawing excessive amperage. Train B exhibited very low
ammeter readings. The entire critical circuit was declared inoperable and unit
shutdown was commenced in accordance with T.S.3.6.c.5.

The last heat tracing periodic test performed on 8/11/83 revealed no problem with
circuit #20.

Additional Cause Description and Corrective Action

As the inspection of the circuit progressed, it was discovered that train A had a
faulty power supply connection and also a faulty splice in the heat tracing itself.
The lagging was removed from the line near MOV-350 (emergency boration valve),
revealing that train B heat tracing was cut. Temperature readings along the line
showed that train B heat tracing was functioning and maintaining temperature on
the section of line from its power supply to MOV-350. Because the thermocouples
were positioned in this section of the line, it seemed that the temperature recorder
should have continued to indicate normal, not low, temperature readings for this
circuit. Malfunction of the recorder was suspected and a review of the previous
recorder charts revealed that the recorder gears apparently went out of step by
two when the adjustments were made to it on 9/9/83. As a result, every point that
was printed on the chart was actually indicating the temperature for the circuit
number two greater than the printed point number. When the recorder gears
malfunctioned, point #20 began to show the temperature for circuit #22. Circuit
#22 typically cycles between low and high temperature because it is on the line
normally used to dilute and borate the RCS. The low temperatures. observed for
circuit #23 were actually circuit #22 responding to chemical additions to the RCS.
Temperature readings for circuit #20, as indicated by recorder point for circuit
#1S, was indicating IS00F for the duration of the event.

During the entire event, no boric acid blockage occurred in any of the affected
lines. The critical heat tracing circuit and the recorder were repaired in
approximately 20 hours.

Additional corrective actio,s were deemed necessary in order to verify that all
heat tracing circuits were performing as required. First, Technical and Operations
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personnel checked that the heat tracing recorder points were indicating the correct
circuit and correct temperature. Electrical and Operations are presently
performing continuity checks of all critical heat tracing circuits. An inspection of
the insulation on all critical heat tracing circuits has been completed and found to
be satisfactory. Plant procedures will be changed:to require a check of the circuit
continuity monitoring light and the verification of recorded heat tracing
temperature when assessing the status of a heat tracing circuit. Also, a plant
change and modification was prepared and submitted earlier this year for the
replacement of existing heat tracing recorders with new digital type recorders.
Implementation is expected to be complete in the next few months.
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Mr. James P. O'Reilly ,7 J'.gRegional Administrator, Region 11
U.S. Nuclear Regulatory Commission y i

101 Marietta Street N.W., Suite 2900 4
Atlanta, Georgia 30303

Dear Mr. O'Reilly:

REPORTAplE OCCURRENCE 250-83-15

TURKEY POINT UNIT 3

DATE OF OCCURRENCE: SEPTEMBER 11, 1983-

TECHNICAL SPECIFICATION 3.6.c.5,

i
'

H_ EAT TRACING CIRCUIT

The attached Licensee Event Report is being submitted in accordance with
Technical Specification 6.9 to provide 30-day notification of the subject
occurrence.

Very truly yours,

,

- 2D fJ. W. Williams, Jr.

'g pyb, _g},fVice President .

Nuclear Energy '~

JWW/PLP/j s

Attachment

cc: Director, Office of Inspection and Enforce,ent (30)
Harold F. Reis, Esquire
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