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ABSTRACT (Limit to 1400 spaces, i.e., approximately 15 single-spaced typewritten lines)
A non-qualified relay was mistakenly installed in the pump control unit of a process radiation monitor on
November 21, 2008. This condition was discovered on April 13, 2009, during review of work to replace a pump
control relay for a different monitor. In response to this discovery, the non-qualified relay was replaced with a
qualified K1 relay on April 14, 2009. During the time that the non-qualified relay was installed, RM-062 (Auxiliary
Building Vent Stack Radiation Monitor) and RM-051 (Containment Noble Gas Radiation Detector) were
inoperable at the same time in violation of TS 2.15, Instrumentation and Control Systems.

The root cause was determined to be that management expectations are not clearly established to verify the safety
classification of replacement components as required by the station’s maintenance work control procedure.

Appropriate station documents will be revised to clearly establish management expectations to verify the safety
classification of replacement components. This will be completed by November 1, 2009.
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BACKGROUND

Technical Specification (TS) 2.0.1 reads as follows:

(1) In the event a Limiting Condition for Operation and/or associated action requirements cannot be satisfied
because of circumstances in excess of those addressed in the specification, the unit shall be placed in at least HOT
SHUTDOWN within 6 hours, in at least subcritical and < 300°F within the next 6 hours, and in at least COLD
SHUTDOWN within the following 30 hours, unless corrective measures are completed that permit operation under
the permissible action requirements for the specified time interval as measured from initial discovery or until the
reactor is placed in an Operating Mode in which the specification is not applicable. Exceptions to these
requirements shall be stated in the individual specifications.

TS reads as follows 2.15(1) and (3) read as follows:

The operability, permissible bypass, and Test Maintenance and Inoperable bypass specifications of the plant
instrument and control systems shall be in accordance with Tables 2-2 through 2-5.

(1) In the event the number of channels of a particular system in service falls one below the total number of installed
channels, the inoperable channel shall be placed in either the bypassed or tripped condition within one hour if the
channel is equipped with a key operated bypass switch, and eight hours if jumpers or blocks must be installed in the
control circuitry. The inoperable channel may be bypassed for up to 48 hours from time of discovering loss of
operability; however, if the inoperability is determined to be the result of malfunctioning RTDs or nuclear detectors
supplying signals to the high power level, thermal margin/low pressurizer pressure, and axial power distribution
channels, these channels may be bypassed for up to 7 days from time of discovering loss of operability. If the
inoperable channel is not restored to OPERABLE status after the allowable time for bypass, it shall be placed in the
tripped position or, in the case of malfunctioning RTDs or linear power nuclear detectors, the reactor shall be placed
in hot shutdown within 12 hours. If active maintenance and/or surveillance testing is being performed to return a
channel to active service or to establish operability, the channel may be bypassed during the period of active
maintenance and/or surveillance testing. This specification applies to the high rate trip-wide range log channel when
the plant is at or above 10-4% power and is operating below 15% of rated power.

(3) In the event the number of channels on a particular engineered safety features (ESF) or isolation logic subsystem
in service falls below the limits given in the columns entitled "Minimum Operable Channels" or "Minimum Degree
of Redundancy," except as conditioned by the column entitled "Permissible Bypass Conditions," sufficient channels
shall be restored to OPERABLE status within 48 hours so as to meet the minimum limits or the reactor shall be
placed in a hot shutdown condition within the following 12 hours; however, operation can continue without
containment ventilation isolation signals available if the ventilation isolation valves are closed. If after 24 hours
from time of initiating a hot shutdown procedure sufficient channels have not been restored to OPERABLE statuis,
the reactor shall be placed in a cold shutdown condition within the following 24 hours.
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EVENT DESCRIPTION

On November 21, 2008, Work Request (WR) 129600 was initiated because the sample pump for process radiation
monitors RM-050/051 (containment particulate and noble gas) tripped off during restoration from a surveillance test.
The WR was converted to Work Order (WO) 324091-01. This WO was prepared by a maintenance planner. The
system engineer reviewed and approved the WO. This work order authorized instrument and control technicians to
replace the K1 and K2 relays in the pump control unit of RM-050/051-P (radiation monitor sample pump for RM-
050/051). Two replacement parts were obtained for WO 324091-01; K1 relay (non-qualified) and K2 relay (qualified).

WO 324091-01 was created for component RM-050/051-P (sample pump). The information contained in the
Equipment/Component panels in Passport (an equipment database) indicates the relay is a qualified safety class
component. Drawing 801498-001 (Interconnection Diagram for RM-050) was listed in the documents section of the
work order. This drawing is not stamped as indicating there were qualified components on the drawing. In addition,
relay K1 does not appear as a specific component in Passport. With this information, the maintenance planner could
not determine the qualification classification for the relays directly from Passport. When confronted with conflicting or
incomplete information as to whether the item should be considered qualified, the maintenance planner contacted a
system engineer for assistance. The system engineer reviewed design documents and consulted with the maintenance
planner and an instrument and control technician. Based on this review/consultation, the safety classification of the K1
relay was incorrectly determined to be non-qualified. As directed, the instrument and control technician installed a
non-qualified replacement for the qualified K1 relay in the pump control unit of RM-050/051-P later in the day on
November 21, 2008.

On April 13, 2009, this condition was discovered by the system engineer while reviewing a WO to replace a pump
control relay for RM-052 (Containment/Vent Stack Radiation Monitor). It was documented with condition report
2009-1770. In response to this discovery, the non-qualified K1 relay was replaced with a qualified K1 relay on April
14, 2009.

On May 29, 2009, it was discovered that the condition documented in CR 2009-1770 may be reportable under 10 CFR
50.73 because RM-062 (Auxiliary Building Vent Stack Radiation Monitor) and RM-051 (Containment Noble Gas
Radiation Detector) were inoperable at the same time in violation of TS 2.15, Instrumentation and Control Systems.
On June 3, 2009, it was determined that in fact TS 2.15 had been violated for failure to take actions when having RM-
051 and RM-062 both inoperable for approximately 17 days (March 29 — April 14, 2009) during which time several
containment pressure reductions were performed. On April 12, 2009, at 1302, all three monitors were inoperable while
a containment pressure reduction was in progress. The containment pressure reduction was secured at 1311, as
required by TS 2.0.1. This event is being reported pursuant to 10 CFR50.73 (a)(2)(G)(B).

CONCLUSION

A root cause analysis was performed to determine why a non-qualified replacement for the K1 relay was installed in
the control circuit for the pump for radiation monitor RM-050/051 per WO 324091-01. The root cause was
determined to be management expectations are not clearly established to verify the safety classification of
replacement components as required by Standing Order M-101, Maintenance Work Control. A thorough review of
plant operating experience was conducted and it was determined that this was an isolated event.
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CORRECTIVE ACTIONS

Immediate Corrective Actions

The non-qualified K1 relay was replaced with a qualified K1 relay on Aprii 14, 2009.
Long Term Corrective Actions

Appropriate station documents will be revised to clearly establish management expectations to verify the safety
classification of replacement components. This will be completed by November 1, 2009.

SAFETY SIGNIFICANCE

RM-052 is a swing monitor that can be used as a back-up to RM-051 when RM-051 is out of service. During the
period that the non-qualified relay was installed in RM-051 (November 21, 2008, to April 14, 2009), RM-052 was
out of service 7 times for a total of about 27 days. During the approximately 17 days when RM-052 was the only
operable monitor, RM-051 was functioning and monitoring the containment atmosphere with the unqualified part
installed. If a loss of coolant accident had occurred at this time, either RM-051 or RM-052 would likely have
responded to the event and initiated a ventilation isolation actuation signal (VIAS) as required.

TS 2.15 requires that at least two of three radiation monitors must be OPERABLE to initiate a containment high
radiation signal to VIAS. The margin of safety was reduced during the times that either RM-052 or RM-062 was
inoperable. This would have reduced the number of operable monitors to only 1 of the 3 radiation monitors
available to perform the engineered safety feature initiation function. On April 12, 2009, at 1302, all three monitors
were inoperable while a containment pressure reduction was in progress. The containment pressure reduction was
secured at 1311, as required by TS 2.0.1. While the requirements for safety related equipment were not met for this
brief period of time it is likely that the unqualified component would have operated as designed and the required’
safety function of isolating the containment would have occurred. In addition the probability of a design basis
accident occurring during this brief period was very low. Therefore this event has very little impact on the health
and safety of the public. ‘

SAFETY SYSTEM FUNCTIONAL FAILURE

This event does not result in a safety system functional failure in accordance wifh NEI-99-02.

PREVIOUS SIMILAR EVENTS

LER 2006-002 “Inadequate Design Control Results in Potentially Insufficient Auxiliary Feedwater Flow,”

documents a similar event in that, an unqualified power supply was used for a component that had an impact on the
. flow capability of the safety related auxiliary feedwater system.
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