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EXECUTIVE SUMMARY
Three Mile Island Nuclear Power Station
Report Nos. 50-289/92-20 & 50-320/92-14

The licensee conducted overall plant operations in a safe and conservative manner. The
station blackout diesel was inoperable for approximately one month due to a mispositioned
cooling water valve. Although the diesel is not safety related equipment, this incident
reflects a weakness in maintaining control of the status of important plant components.

The Unit 2 accident generated water evaporator continues to operate and approximately
1,299,000 gallons of AGW have been vaporized to the atmosphere at the close of the
mnspection period.

Radiological Controls

During the routine auxiliary building tours, the inspector paid particular attention to ensure
radiological surveys were current and that the proper warning signs were posted, The
mspector noted no discrepancies and concluded that overall radiological controls were good.

The inspector found two unsupported 30 gallon bottles of liquid petroleum gas improperly
stored within 15 feet of the borated water storage tank. The licensee changed the
maintenance procedure which controls hot work permits to require cognizant personnel to
review the potential effect of this fire/missile hazard on safety related equipment,

A review of past Plant Review Group meeting minutes determined that the licensee missed a
core tlood tank boron sampling surveillance and did not report this to the NRC as required.
The Plant Review Group's understanding and application of the Licensee Event Report
regulations were found to be incorrect, This failure to report is cited as a violation,

The inspector noted that the licensee has been changing the preveitive maintenance (PM)
frequencies to correspond with system maintenance outages without fully evaluating and
documenting a technical basis why the change is acceptable,

The reactor bullding atmosphenc monitor was rendered inoperable due the failure to properly
return the monitor to service during the surveillance procedure restoration. The licensee's
corrective actions were comprehensive and the incident was reported as required. This
incident is characterized as a non-cited violation,

The inspector attended General Office Review Board meetings and found that the board's
review of safety issues was comprehensive and demonstrated the proper safety perspective.
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The inspector found that the modification packages for the spent fuel pool re-rack
modification were comprehensive and management involvement in the re-rack activities was
evident,

The inspector closed an open item concerning whether the leak rates through DH-V-22B, i
CF-V-4B, and CF-V-5B, as evidenced by core flood tank level decrease, were within the :
technical specification required band. Subsequent surveillance testing was satisfactory. ‘

Repair of the hzater drain pump discharge check valve through-wall leak was well engineered
and performed.

Securi

During the period the secondary alarm station was unavailable, the inspector verified that the
licensee implemented appropriate compensatory measures.,
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DETAILS

SUMMARY OF FACILITY ACTIVITIES
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The inspector conducted detailed walkdowns of accessible areas to inspect major components _J
and systems for leakage, proper alignment, proper lubrication, proper cooling water supply,
and any general condition that might prevent fulfillment of their safety function, The
inspector observed plant housekeeping controls including control and storage of flammable
material and other potendal safety hazards.
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On November 23, 1992, the inspector noted four fire extinguishers in the station blackout |
diesel building that did not receive the required monthly inspection. The licensee indicated

that the problem had also been noted during a Fire Protection Engineer's tour. The licensee

stated that the cause of the missed inspections was the poor transfer of the responsibility for

the extinguishers from Unit 2 to Unit 1. The safety significance of this incident is

considered to be minor,

Ihe inspector found that shift turnovers were comprehensive and accurate, and adequately
reflected plant activities and status.  Control room operators effectively monitored plant
operating conditions and made necessary adjustments. Housekeeping was good. The
inspector concluded that the licensee conducted overall plant operations in a safe and
conservative manner.

2.2 Station Blackout Diesel Inoperable

On Novernber 1S, 1992, the licensee found FS-V-652, the station blackout (SBO) diesel
cooling water outlet valve, closed rendering the diesel inoperable. The SBO diesel air,
lubrcating oil, and jacket water heat exchangers use the fire service system for heat removal.
Even though FS-V-632 maintained the fire service system designator (FS) the licensee
downgraded the quality classification of the valve to regulatory required and the valve is
corsidered ai SBO diescl valve. The valve was found closed by an observant auxiliary
operator,  Gperating Procedure 1107-9, "SBO Diesel Generator," requires the valve to be
open, The licensee performed a valve lineup of all SBO diesel val' <+ and did not find any
other valve out of position.

The licensee was unable to determine when the valve was closed but suspects it was closed
on or about November 7, 1992, when fire service system valves were manipulated o locate a
small fire service system leak. Operations persennel involved in the troubleshoo ing do not
recall shutting FS-V-652. There were several log entries to document the manipulation of
fire service system valves but FS-V-652 was not mentioned. The diesel was last operated
during its gquarterly surveillance on September 12, 1992. The SBO diesel cooling water
system was flushed on October 6, 1992, indicating the valve was open on this date.

Administrative Procedure (AP) 1029, "Conduct of Operations,” states that operation of
equipment or systems shall only be accomplished with the knowledge and consent of the Shift
Supervisor or Shift Foreman. AP 1012, "Shift Relief and Log Entries," states that the Shift
Foreman log 1s to be a detailed narrative of major plant status changes, problems, or
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commencing work; procedures used for the task were adequate and work was within the
skiils of the trade; maintenance technicians were properly qualified; radiological and fire
preventive controls were adequate; and, equipment was properly tested and returned to
service,

Maintenance activities reviewed included:

®  Job Order No. 056439, "Brass Chips Found on NR-P-1B Packing Leakoff
Indicating Bearing Wear," was inspected on November 11, 1992,

L] Corrective Maintenance Procedure 1410-Y-26, "Control of Hot Work," was
inspected on November 26, 1992,

®  Job Order MNo. 055173, "Calibration of GE Type 180 Panel Meters," was
inspected on November 7, 1992

®  Job Order No. 063016, "HD-V-18C Valve Repair," was inspected on October 6,
1992,

For nuclear river water pump maintenance (Job Order No. 056439), the inspector found that
individuals performing the maintenance were knowledgeable, maintenance procedure quality
was good, and proper QA documentation existed for replacement parts. The inspector
concluded that overall performance of this maintenance activity was excellent. A detailed
evaluation the HD-V-'8C repair can pe found section 8.3. The inspector had several
concerns with the control of liquid petroleum gas and the changing of PM frequencies which
are discussed in sections 5.2 and 5.4,

5.2 Fuel Bottles Located Next to Bora*od Water Storage Tank

On November 23, 1992, the inspector noted two unsupported 30-gallon bottles of liquid
petroleum gas stored within 15 feet of the borated water storage tank (BWST). The bottles
were being used by the electrical maintenance personnel to supply fuel to a portable heater.
The inspector was concerned because the bottles were a missile hazard since they were
unsupportec and also a fire hazard. The inspector raised his concerns to the licensee’s fire
protection engineer, who had the bottles ticd to a cement block 30 feet away from the
BWST. Discussions with the licensee indicated that no evaluation of the location of the
bottles had been performed.

To prevent recurrence of a similar incident the licensee changed Corrective Maintenance
Procedure 1410-Y-26, "Contro! of Hot Work," to provide a permit system for the use of
liguid or gas fueled portable heaters. The permit will ailow cognizant nersonnel {0 review
the hazards associated with the type and volume of fuel and the potential affect of the fuel on
safety related equipment.
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