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SUMMARY

Scope: This routine imspection was im the areas of cperational safety,
matntenance cbservation, surve'!llance testing cobservatfon, restart
test program, Q-List concerns, fuel reconstitution, sefsmic aralysis
of the Stangby Gas Treatment Building, employee concerns program,
Unit 2 crywel! fire followup report, and licensee action on previous
inspection fingings,

Results: Inspector Followup Item (255,260,296/88-16-01): Comtrol of systems
while testing per the Restart Test Program (RTP) is 1in progress,
(Restart Item)

Urresolved Item (260/788-16-02): Quality requirements for components
not on the O-List. (Restart [tem)







REPORT DETAILS

Licensee Employees Contacted:
“). G. Walker, Plant Manager

P. J. Spledel, Project Engineer
*J. D. Martin, Assistant to the Plant Manager
*R. M. McKeon, Operations Superintendent

*T. F. Itegler, Superintandent - Maintenance

D. C. Mims, Manager = Technical Services Superviser

*J. G, Turner, Manager - Site Quality Assurance

M. J. May, Manager = Site Licensing
*J. A, Savage, Compliance Superyisor

A. W. Sorrell, Site Radiologizal Control Superintendent
R. M, Tuttle, Site Security Manager

L. E. Revzer, Fire Protection Supervisor
"W, J. Kuhnert, Office of Nuclear Power, S‘te Representative
*T. C. Valerzamo, Director = Restart Operations Center

Other licensee employees contacted included )icensea reactor operators,
aixiliary operators, craftsmes, technicians, public safety officers,
quality assyrance, and design and engineering personne).

*Attenged exit interview.
Operational Safety (71707, 7i710)

The inspectors were kept informed of the overall plant status and any
significant safety matters relited te plant operations. Datly discussions

were held with plant management and various members of the plant cperating
staff,

The inspectors nade routine visits to the control rooms when an inspector
was on sfte, Observations inc)uded Instrument readings. setpoints
and recordings; status of PURrating systems; status and alignments of
emsrgency standdy systems; onsite ang effsite emargency power sources
dvailable for automatic operation; purpose of temporary tags on equipment
controls and switches; annunciator alarm Status; adherence to procedures,
adherence to limiting conditiens for operations; muclear instruments
operable; temporary alterations ia effect; datly fournals ang logs; stack
monftor recorder traces; and contrel room manning. This inspection
activity also included numerous Informal discussisns with operators and
their supervisors,

General plant tours were conducted on at least a week)y basis, Portions
of the turbine butlding, each reactor Puilaing and outside areas were
visfted. Observations imcluded valve positions and system allgnment;
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Diesel Generatnr "B" was started with the cyiinder vent valves being
‘eft open., The test was stopped approximately 45 to 50 seconds
'"to the test., Operatfons generated critique report number 88<025 to
accrass the vent valve problem,

b.  Repo-t QBF-S«88-0455, Dated May 8-17, 1988. The Quality Monitoring
Inspector documented the fact that during Special Test 88-17, Diese)

Generator "B" was started the load limiter set at zero instead of
maximum.

These two items are befng tracked as an Inspector Followup Item (IFI)
(259,260,296 /38-16-01) pending review of the licensee's response to the
reports.

Fuel Reconstitution (60710)

Fuel 1leconstitution activities continued throughout the month. The
inspector made weekly visits to the refuel floor to observe the recon-
stitution activities and corduct discussions witn the inspection
personnel., There have been some personnel errors during the {nitial
inspection and reconstitution ictivities. These were detected either by
the contractor sunervisior or licensee supervision during their reviews of
the paperwork foilowing reconstitution of fuel bundles. The problems can
be categurized 'n three areas:

a. Typographical or transcription errors. Rod transfers within the same
bund'e and from donor bundles haye been erroneously documented on the
fuel burdle Matrix Sheets and rod movement sneets. Changes have been
made to the sequence of rod movement documentations in order to
prevent recurring deficiencies of this type.

b. Use of donor fuel rods which haven't been inspected. When the second
gonor Lundle was selected, rods were used in the reconstitution
process which had not been inspected. A reconstituted bundle was
actually finished and replaced back fnto the storage razks with rods
that were of unknown quality. This error was attributed to a lack of
familfarity of the process by a contractor QC inspector. ketraining
of the inspectors was conducted to prevent racurrence.

g. Some rods which were determined to be Visual Standard 5 (VS$-5) and
unacceptable durirg the bundle inspection were not removed from the
tetonstituted buncdle. This was attributed to an cvers‘ght by the
contractor QC inspector who directed rod swaps. The three question=
avle bundles were refnspected and the QC fnspectors reinstructed.

The fnspectors discussed all of shese errors with the licensec's
supervisor cf Tesu Directors and tne contractor managar in charge of
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the reconstitution process. CAQR 880377 was written to document the
probiems and the corrective action taken. The problems are considered to
be licensee identified and therefore no violations will be issued.

General Electric Contractor Recomnendations

(Open) Unresclved Item (259,260,296/85-39-04) Licensee Resolution of GE
Report Safety Related Items. The licensee hai contracted with several
outside consultants to perform various evaluations as part of the
Regulatory Performance Imnrovement Program (RPIP). The RPIP was imposed
by Confirmatory Order (EA 84-54) on July 13, 1984. 1In July 1985, the
resident inspector followed up on the Genera) Electric (GE) NSSS recom-
mendations and dncurented the results in Inspection Report 259, 260,
296/85-32. Basically, the inspection found that the licensee had not
developed a coordinated program for resolution of numerous deficiencies
ani recommendations identified ty GE. Subsequent to this, in a NRC
Request for Information pursuant to 10 CFR 50.54(f), dated September 17,
1985, the NRC asked for an evaluation and proposed disposition of
contractor recommendations. TVA responded to this request in the Browns

Ferry Nuclear Performance Plan (Volume ?) Aopendix B, Evaluation of
Contractar Recommendations.

A followup inspectinn of the implementation of the above commitments was
conducted by the resident inspectors and documerted in Inspection Report
259,260,296/87-20. During that repcriing period the inspectoers identified
‘arfous problems with the licensee's program for resclution of the
contractor recommendations. These problems included failure to classify
items as restart, failure to include all contractor findings on computer
tracning lists, failure of the Plant Operating Review Committee (PORC) to
review reccnmendations, and the lack of timely resolution on itams that
had been tracked for extended time periods.

During this reporting period the inspector reviewed the status of the

resolutior of GE contractor recommendations. This prograa fncluded items
associated with 22 NSSS and safety related systems for Unit 2. The items
were reviewed for applicability to Browns Ferry, desirability, and if a
determination of requirement for restart was performed. As of May 130,

1988, there were a total of 676 itens in the tracking program which were
divided into 5 separate categories as shown below:

Category / tion Total Item: Completed
A Required for restart 49 22
B Applicable/Desirable 459 260
o Applicable/Not Desirable 42 Hso
b Not Applicable 23 —e
Other 103 75
Totals 676 357

The licensee stated that the computer tracking 1ist and assignment of each
category haa been reviewed and approved by PORC. Additionally a system
documentation file is prepared for the closeout of each ftem and will




receive management review 4)cer the recolution of each recommendation.
This management review effort is approximately 25% complete.

to perform a Quality Assurance Surveillance on the system review plan,
The program is currently scheduled for completion by August 1, 1988.

The licensee stated that the QA surveillance would be complete shortly
thereafter,

Additionally, the licensee has comritted in the Nucl .r Performance Plan f

The inspector reviewed licensee memos dated August 10, 1987 (R4D 870810
976) and November 12, 1987 (R<0 87110 997) which p.ovided the criteria and
additional guidelines for determining Category A {restart) items. The
inspector feels that the guidance contained in the above two memos
generally contains ade,jate cetail to support the proper classification of
each item. However, the folliowing concerns .xist:

GE renommendations concerning GE design specs are auiomatically
classified as Category C (not desirable). The inspector questions

the adequacy of this assumption without evaluiting each fter on a
case by case basis,

Any item being worked/tracked/completed by another TVA program such
as a drawing discrepancy or ECN 1s classified as Category E, The
fnspector questiors the adequacv of this assumpt’ion especially when
alternate tracking items such as ECNs can be cancelled.

The inspectors will Took at these shecific concerns and continue to follow
the progress of resolution of contractor recommendatiors in the next
reporting perfod. The e still remains a considerable amount of effort to
resolve the recommendations. This ftem will remain open pending further
review by the inspectors,

Within this area no violarions or deviations were found.

Q-List Program Implementation

The inspect- - reviewed the implementation of the Unit 2 Q-List program as
fdentified o I.E. Inspection Reports 88-05 and 88-10. Follow=up man-ge*
ment meetings with site program management indicated numerous program and
procedural changes have been implemented %o correct tha inspector
fdentified deficiencies.

i e — o —
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To fulfil) the commitments in the NPP Volume 111, the BFN Unit 2 Phase I
Q=List was implemented on February 26, 1988, 11sting nuclear safety=

related components, systems, and structures. The Q-1ist was im;lemented
by 1ssuing design drawing #47A502-1, Unit 2 Phase ! Q-Lis%, and SOSP 3.10
Use of the Q-List, and deleting Unit=2 components from BF 1,11, Critical
$¥ructures, Systems, and Lomponents (CSSC) List. Some system components
are only required for the mitigation of abnormal operating transients and
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specfal events and are ~ot included in the Q-List because of the present
Q-List definition. Components that were on the CSSC list that should have
been included on the Q-list are s dby liquid control system pumps,
valves, tanks and controls: the vacu., breaking system; shutdown cooling
mode components of the RHRS; and the fuel poc) cooling system. The

following steps were being taken to alleviate concerns regarding those
components:

(1) A review of the Q=List Design Review File, the BFN Safe Shutdown
Analysis (SSA), and the associated System Reguirements
Calculations shall be performed to etermine the operating modes
(and components) not included in @ Q-List because they were
required to funciion in the miti stion of abnorma) operating
transients and special events.

(2) For those systems which have operating modes (and components)
for the mitigation of abnormal operating transients and special
events that are determined not to be included on the Q-List
because they are not safety-related, the system designations
shall be compared to the BFN CSSC to determine that all systems

originally specified on the CSSC are considered in this
evaluation,

(3) A comparative review and evaluation of components within the
operating modes of steps 1 and 2 will be performed to reduce the

total set due to any components that appear common to safety-
related operating modes.

(4) The set of components developed through step 3 will be added .o
the Q-List on a systomatic revision basis with definition of
limfted QA program requirements.

(5) A review of the general boundaries of the CSSC and the included
cperating modes of the SS5A shall be performed to determine
whether the Q-List for each system is enveloped by the CSSC, If
not, CAQRs will be generated as appropriate.

(6) Once all systems have been considered, as indfcated in steps 1
through 5 above, Q-List procedures will be revised to indicate

the Unft 2 Q-List wil) stand alone independent of the Unit ! and
3 C5SC 14st.

TVA intends to do the following to resolve existing weaknesses in the
Q=List and make the Q-List usable:

(1) A training program is in progress and upper level management
emphasis has been provided to the appropriate organizations.

The interfacing requirements of $0$P=3.10 and B8F 1.11 will be
included in this traiaing.




505P=-3.10 was revised to provide direction to users when system
components cannot be located on the Q-List.

S0SP-3.10 and PI 87,52, Development and Control of BFNP Unit 2
Phase I Q-List, were revised to clarify the language regarding
adherence to 10 CFR 50, Appendix B.

In adiition, an evaluation program of system operating modes
(and equipment; for systems of specfal significance and limited
QA requirement: will be completed and components added to the
Q-List as appropriate. This will eventually replace any depen-
dence on BF 1.11 (and the CSSC listing).

On May 6, 1988, temporary change No. 10 was {ssued to BF 1.11 to reinstate
the CSSC 1ist for Unit 2. The failure of the Q=11st to include components
that were on the CSSC list is an unresolved ftem. (260/88-16-02) The
licensee will be asked to respond to this item describing how they ensured
that the ~uality contro) activities for the components that had been on
the CSSC 1ist but were .at on the Q-11st were properly specified and
implemented from February 26, 1988 until May 6, 1988,

The inspector learned that the Q-List was prone to misuse and that train-
ing was required for Q-List end=users to alleviate the potential problems
with the Q-List not being a stand alone document. The fnspector attended
one of the training classes conducted on May 19, 1988. The pitfall of

“default classification" was stressad many times during the session. A
default classification would be to assume that a component was not safety-
related or not under the program of limited QA controls if it could not be
found or the Q-List. Because the Q-List is not a stand alone document and
it is being issued in a phased approach, this assumption cannot be made.
The only thing that can be interpre.ed from the Q-List is that if a
component is on the list, it fs safety-related. If a component is not on
the 1ist, a request must be made to ONE %o perform a component-spacific
classification. Part of the reason for this is that the Q-List was
developed using ONE "as-designed" drawings. This was prior to the Design
Baselire Verification Program (DBVP) which was to reconcile the deviations
between the as-constructed and as-designed drawings. Thus there were
known problems with the Q=List fnputs ans therefore a lack of confiderce
exists in the Q-List 1tself. The inspector found that the training could
have been enhanced by use of several example cases where a component woula
be selected and the Q-List consulted for a safety classification. This
feedback was provided to the instructor.

During a review of the Q=List Equipment Data Packages (QEDP), the inspac~
tor fdentified a noncompliance with the licLusee's procedure. Section 5.7
of BFEP P] 87-52, Development and Control of the Browns Ferry Unit 2
Phase 1 Q-List, identifies the info mation required to be placed in the
QEDP. This fncludes drawings, commitment/requiremint data sheets, classi~
fication derivations, correspondence, des.gn baseline program results, and
other miscellaneous data. Step 5.7.3 of Pl 87-52 requires that QEDPs
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shall be controlled as QA Records upon completion. The inspector's review
of the QEDP for System 001, Main Steam, detccted a violation of the QA
Records requirements in the Q-List Data Entry, Update and Input Sheets
contained in Tab Bl Analysis Componen. Pickoff and the Tab B1/8B2 Analyses
Component Pickoff. The following examples expressly prohibited by
Section 6.1, QA Records Administration, of the NQAM Part II1, Sectiun 4.1,
Quality Assurance Records, were detected:

a. A majorfty of the QA record was not in black ink (some entries were
in light blue and red ink).

b. A majority of the corrections were not made by marking a single line
through the ftem to be changed, marking the new entry, and entering
the dated initials of the person making the correction.

g, There was no name or date included in the reviewer block on a

majority of the input sheets, nor were these blocks marked as being
not applicable (N/A).

These problems were fdentified to the licensee's compliance organiza-
tion as a violation of the NOAM during the first week of May 1988,
These are considered to be examples of a violation of 10CFR 50, Appendix

B, Criterion v, Instructions, Procedures an: Drawings. (259,260,296/
88-16-03).

Employee Concern Prograr (ECP)

The inspector reviewed the employee concern program at Browns Ferry to
determine program adequacy and procedura)l controls. Site Director

Standard 15.1, Employee Concern Program, and Site Director Standard

Practice 15.5, Employee Concerns Handling Procedure, were reviewed for
adequacy and adherence to regulatory requirements.

A generic deficiency was fdentified by the finspector that should be
addressed by a program procedure change. SDSP 15.5 does not specifically
address the review process required of ECP completed investigations to
evaluate the findings for reportability requirements. This concern was
thoroughly discussed with licensee program management., The licensee
commitied to review all issued (26) ECP fnvestigation reports for reporta-
bility and correct SDSP 15.5 to Acdress this concern. This ftem will be
listed as an inspector followup ftem to varify completion of this task
(260/88<16-04). This ftem was tdentified during the review of ECP Inves-
tigation Report 87-BF=BS7-n1,

Witnin this area no violations or daviations were identified.
Unit 2 Orywel) Fire Followup Report
The NRC conducted a special fnipection of the fire in the Unit 2 drywell

of November 2, 1987. Details of the inspection are delineated in Inspec=
tion Report 87-43. Specific concerns fdentified in the inspection report
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prevent the fulfiiiment of the safety functiun of a system needed to
control the release of radioactive material should be noted as
sfgnificant. 1In fact, the basis of this CAQR was the transfer of
this known deficiency from g brevious licensee significant condition
report (SCR 86-29) of February 1987,

"atlure to conduct an adequate CAQR review and evaluation is another
example of the violation agafnst 10 CFR 50, Appendix B, Criterion V and
Site Director Standard Practice 3.7 (260/88=16-03). 1In responsg to this
violation TVA 15 requested t0 adiress their confidence that CAQR operabil-
ity and reportability determinations have been properly made in the past.

Licensee Action on Previous Enforcement Matters (92802)

(CLOSED) violation 259,260,296/85-45-02, Improper closeout of modifica~
tion activity without the update of drawings. The licensee was unable to
determine the reason for the ,folation; however, the drawings that were
fn error have been updated to reflect the as-bujlt configuration, The

inspector toured the area and performed a walkdown of the affected piping,

valves, and components for drawing verification and found no further
problems. This item is closed.

Followup of Qpen Inspection ltems (92701)

(CLOSED) Unvesolved Item (259.269.295-86*28-04) Labeling nroblems asso=-
cfated with shutdown board normal - emergency control nower selector
switch., The finspectors had fdentified a concern with adequate circuit
breaker identification labeling in both the 3A and 3B 480 volt '\ shutdown
hoard rooms. The inspector reviewed maintenance request 855228 whict
:orrected the spacific discrepancies as described in the original fnspec=
cion report, Additionally, the inspector toured the 4KV and 480 VAC
shutdown board rooms in Unfts 2 and 3 and noted no apparent labeling
discrepancies, Many new labels were noted which appeared to have adequate
adhesive to prevent recurrence of the problem of many labels becoming
Toose. The frspector considers that the licensees efforts with componeat
identificatfon walkdowns as part of the Design Baseline Verification
Program (DOBVP) has resulted in an improvement of the overall condition of
labeling in thic ares This item 1s zlosed,
(CLOSED) Unresolved ltem (259.260‘296/87-27-02). Transportation, control
of cortamination, and fnadequate radiolegica) surveys associated with a
Carbon=14 Tracer used at the Browns Ferry Biotherma) Rescarch Facilfty.
A followup inspection ‘/as conducted by NRC Region 11 on August 4, 1987,
to evaluate this item. The detafls of the inspection are delineaied
in Inspection fejort 01-16821-02/87-01 {ssued January 6, 1988, whicn
satis actorily riosed this fssue.

(OPEN) Unresolved Item (259.260.296/86-28-02). Discrepant scram valve
opening times. In July 1986, the licensee discovered during the perfor-
mance of Specfal Test 26-10, that several scram inlet and outlet valves
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delayed opening for up to 20 seconds. The licensee researched GE Service
Information Letters 441 and 373 and NRC Information Notice number 86-78 in
an attempt to resolve the anomaly. Another special test (86-26) was
performed on October 22, 1986, to determine the effect of rebuilding the
scram pilot valves on scram valve opening times. The test determined that
opening times improved by up to 15 secords; however, the licensee's
analysis of the data (RIMS R40 870407 930) which was presented to the
Plant Operations Review Committee (PORC) documented that even after
solencid pilot valve rebuilding, the times remain up to "4 seconds greater
than expected." The licensee considers the anomaly resolved; however,
since General Electric representatives have indicated that four other
plants have experienced similar delays, the anomaly was not specific to
BFNP. The inspector's review of the data and other reference material

1. .icated that a potential problem exists with the spring tension adjust-
ment of the scram inlet and outlet valves and a possible excessive
pressure drop across the scram pilot valves. The following issues should
be addressed in closing this item;

a. Acceptance criterfa for scram pilot valve timing upon scram air
header blowdown should be addressed. The data already accumulated
supports compliance with this time or perform followup tests to
demonstrate compliance should be considered.

b. Perform either single rod scram testing prior to plant startup or
scram valve time tests prior to plant startup for each scram solenoid
pilot valve that has been refurbished in accordance with the GE
recommendations in SIL No. 441. This is to ensure HCU operability
and to detect further anomalies.

¢. The licensee should check the adjustment of all scram valve opening
air pressures which have indicatea a potential for noncompliance with
the recommended spring tension settings in GE SIL No. 373.

(CLOSED) Inspector Followup Item (259,260,296/86-25-02), Control room
emergency ventilatfon walkdown deficifencies. This IFIl was opened to track
numerous deficifencies discovercd during a walkdown of the CREV systenm.
A1l of the items except two were corrected and dispositioned in Inspection
Report 259, 260, 296/87-46. The remaining concerns were: 1) operator
knowledge of damper locations which were required to be checked shut upon
a control room fsolatfon and 2) accessibility of dampers for manua)
operation, The licensee revised 0I<31 and AOI-31, Contro) Bay Emergency
Pressurization Operating Instructions and Abnormal Operating Instructions,
t- provide damper locations to the operator. The licensee also evaluated
the necessity for remote reach-rod linka-es to the dampers but concluded
that since the actuators are not expected to fail by remote operation, no
need existed for manually operated reach rods. This IFI is closed.

(CLOSED) Unresolved Item (259,260,296/85-28-09), Secondary containment
blowout panel deficiencies., The licensee discoversd that an unauthorized
modification had been made to some secondary containment blowout panels
that would have preventad them from relieving at 26 pounds per cquare foot
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differential pressure. Thus, seconcary containment and varifous other
safety systems could have been compromised in the event of a tornado
depressurization or a stear break outside primary containment. The
licensee repaired the blowout panels and inspected all other blowout
panels for similar problems. An engineering evaluation was performed in
order to evaluate the as-found deficient condition. The evaluation
concluded that faflure of certain block walls could have cccurred during a
tornado depressurization resulting in fiilure of one of the Emergency
Equipment Cooling Water (EECW) headers. This together with a single
failure on the other EECW header could have resulted in & total loss of
EECW. Since the problem was licensee identified and corrective action has
been completed with periodic inspections to prevent recurrence included,
this ‘ter is closed.

(OPEN) Inspector Followup Item (259,260,296/86-32-03) Reactor protection
system (RPS) calibration frequency. This item concerned a discrepancy
identified by the inspector between the safety analysis which supported
Technicai Specification changes for the new RPS Analog Transmitter and
Trip Units (ATTU) and actual plant practice. The licensee assembled a
documentation package on this concern which would resolve it to their
satisfaction. The inspector noted; however, that QIR EEN BFN 88070, which
was contafned in the package, still reported that "present Technical
Specifications have an 18 month calibration cycle. This is not support-
able for the TOBAR transmitters, " The package also noted that calcula=
tions for the calibration frequency of PT-68-95 and PT-68-96 are not yet
completed but will be {ssued prior to restart of Unit 2. A licer.se
representative was informed that this IFI will remain open pending
resolution of these outstancing discrepancies.

(OPEN) Inspector Followup Item (260/87-33-05) Postemodification testing
of drywell electrical penetrations. This concern relatad to a failure to
require an fnspection of the electrical penetration welds during the
containment integrated leak rate tests (CILRT) to be performed prier to
restart. A licensee representative stated that it was planned to perform
& soap=bubble leak inspection of the new welds while the containment was
pressurized for the CILRT. This ftem remains open pending completion of
the planned inspection.

(CLOSED) Unresolved Item (260/87-02-02), (OPEN) Unresolved [tem (259,
296/37=02-02), Limitorque Gear Ratios. The fnspectors documented a
concern that the Unit 2 High Pressure Coolant Injection (HPCL) system
steam fsolation valve, 2=FCV~73=2, may not have been able to close agafnst
design differential pressure dus to improper Limitorque Operator gear
ratio. The operator had a 33:1 ratio rather than the regyired 60:1 ratio.

The 1icensee had ide tified the incorrect gear ratio during review of
valve requirements for IE Bulletin 85-03. As part of the corrective
actions for this ftem, the licensee has performed an evaluation to deter-
mine any additional valves with unexplatned timing differences which could
be due to other errors in gear ratios. In addition to 2=FCV=73-2, valves
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A1l these documents include the above mentioned items as "safety-related",
The MCEL and the Q-List classify the heat tracing temperature switches
18=23-70, 71, 72, and 73 as safety-related, but are being revised under
CAQR 870018 to remove these switches. The Q-List receives its information
from the MCEL for these switches,

Upon a visual inspection of the equipment located in the fntake pumping
station, 1t was observed that the piping and instrument lines (as well as
the strainers themselves) were protected with heat tape and controlled by
thermostats, A1l lines appeared to be finsulated. The possibility of
these lines freezing is the subject of MEB Calculation BWR=M2-751-1. It
has been determined by this calcLlation that the possibility of the large
diameter (greater than 14 faches) pipes freezing when the pumps are
running does not exist, but the smallest instrument lines could concefy=
ably freeze ‘f subjected to extreme cold. This is a credible event since
the pumps, pwping, equipment, and specialties are essentially located in
an outdoor environment. This calculation s being revised under the
corrective action for CAQR BFPS70018. The revision was prompted by
concarns that the parameters used fin the calculation were overly conserva-
tive or improper (incorrect temperature gradients, no credit taken for
insulation, etc.), Therefore, 1t is questionable whether the small

the existing MEB calculation, The results of the revised calculation will
reveal whether or not freezing of any instrument lines will occur, and the
significance of this freezing (i.e., loss of EECW flow, room flooding,
etc.).

Specfal precautions have been taken by TVA to annunciate the condition of
the heat tracing fn the control room for proper operator actions to occur.
The heat trace dutomatically initiates at a temperature of 39°F, A2 a
temperature of 35%F, annurciators TA=23-70, 71, 72, and 73 for pumps A, B,
C, and D respectively fnform the operator that the heat tracing equipment
in the pumping station has failed to prevent the piping from reachi g
potentfal freezing conditions. The operator then takes action according
to the Browns Ferry Alarm Response Procedures (BFARP) for panel 9-20. The
actions that are prescribed fnclude a visual inspection of the equipment,
This wiuld allow maintenance to fdentify any freezing/rupture problems
that may exist or have the potential to develop. If the cause of the
failure cannot be determined, the field personne! are instructea to refer
to GOI-200-1 (Browns Ferry General Operating Instructions), and to {ssue a
Maintenance Request (MR) on any affected equipment or instruments that are
found to be frozen due to inoperative heat tracing. GOl 200<1 in turn
guides the operator to the Electrical Maintenance Instructions (EMI=46).
Corrective actions to prevent/correct freezing of piping in the pumping
statfon could then be inftfated.

No specific actions are described by the BFARP for panel 9-20 other than
writing an MR against affected equipment. It is left to the discretion
of field personnel/shift supervisor to determine what corrective actions
are appropriate. In this respect, the existing response procedures are













