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On June 24, 1998, with the unit at cold shutdown, an engineering analysis being performed in support 
of design reviews identified that the feedwater isolation actuation logic surveillance test procedures did 
not individually test the four parallel auxiliary relay contacts that actuate feedwater isolation. On June 
25, 1998, engineering analysis identified that surveillance test procedures did not test the turbine trip 
logic relay contact input to the Reactor Protection System. Following these discoveries, an extensive 
investigation of the plant surveillance procedures was undertaken. This investigation identified parallel 
auxiliary relay contacts that are not individually tested in the containment ventilation isolation actuation 
logic and in the 480V bus "blackout with safety injection" or "blackout with unit trip and no safety 
injection" logic. This investigation also identified the lack of verification of actuation of an auxiliary relay 
associated with the low steam generator level logic input for starting the auxiliary feedwater pumps 
and the lack of verification that the low pressurizer pressure safety injection block automatically clears.  

Immediate corrective action being taken is to revise the applicable surveillance test procedures and 
perform the required testing of the safety-related logic circuits in accordance with Generic Letter 96-01 
prior to returning the unit to service.  

The root cause of the inadequate procedures is presently under investigation. This report will be 
supplemented upon determination of the root cause.  
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PLANT AND SYSTEM IDENTIFICATION: 

Westinghouse 4-Loop Pressurized Water Reactor 

IDENTIFICATION OF OCCURRENCE: 

Deficiencies Identified in Surveillance Procedures for Testing of Safety-Related Logic 

EVENT DATE: 

June 24, 1998 

REPORT DUE DATE: 

July 24, 1998 

REFERENCES: 

Condition Identification and Tracking System (CITRS) Nos. 98-E05426, 98-E05476, 98-E05894, 98
E06242, E06303, and 98-E06306 

PAST SIMILAR OCCURRENCE: 

None.  

DESCRIPTION OF OCCURRENCE:' 

On June 24, 1998, with the unit at cold shutdown, an engineering analysis being performed in support 
of design reviews identified a deficiency in the plant's response to Generic Letter (GL) 96-01. The 
feedwater isolation actuation logic surveillance test procedures did not individually test the four parallel 
auxiliary relay contacts that actuate feedwater isolation. On June 25, 1998, engineering analysis 
identified that surveillance test procedures did not test the turbine trip logic relay contact input to the 
Reactor Protection System. Following these discoveries, an extensive investigation of the plant 
surveillance procedures was undertaken. On July 9, 1998, parallel auxiliary relay contacts in the 
containment ventilation isolation actuation logic were found to be not individually tested by the existing 
surveillance test procedures. On July 19, 1998, this investigation identified the lack of verification that 
the low pressurizer pressure safety injection block automatically clears.
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On July 21, 1998, this investigation identified the lack of verification of actuation of an auxiliary relay 
associated with the low steam generator level logic input for starting the auxiliary feedwater pumps, 
and also identified parallel auxiliary relay contacts that are not individually tested in the 480V bus 
"blackout with safety injection" or "blackout with unit trip and no safety injection" logic. Any additional 
items identified by this ongoing investigation will be reported in a supplement to this report.  

ANALYSIS OF OCCURRENCE: 

GL 96-01 required a review (including a line-by-line comparison) of electrical schematic drawings and 
plant surveillance test procedures for Technical Specification compliance and adequate coverage of 
segments of the logic circuitry, and modification of surveillance procedures as necessary for complete 
testing to comply with Technical Specifications. These actions were reported as completed in a July 
25, 1997 letter from Con Edison to the NRC, "Proposed Test Procedure Changes Resulting from 
Reviews Performed in Accordance with Requested Action of Generic Letter 96-01: Testing of Safety
Related Logic Circuits." The items described above identify additional portions of the safety-related 
logic circuits that are not adequately covered in the surveillance procedures. to fulfill, the Technical 
Specifications (TS) as detailed in GL 96-01. This resulted in the plant being in a condition prohibited 
by TS and in an unanalyzed condition, and this is reportable under 1 OCFR5O.73(a)(2)(i)(B) and 
1 0CFR5O.73 (a)(2)(ii).  

CAUSE OF OCCURRENCE: 

The root cause of the inadequate procedures is presently under investigation. This report will be 
supplemented upon determination of the root cause.  

CORRECTIVE ACTION: 

The applicable surveillance test procedures are being revised to include all portions of all safety
related logic circuits in accordance with GL 96-01. The revised surveillance test procedures will be 
performed successfully prior to returning the unit to service. Further corrective actions following 
completion of the above investigations and determination of the root cause will be detailed in the 
supplement to this report.
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