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NORTHERN STATES POWER COMPANY 

MINNEAPOLIS, MINNESOTA 55401 

April 8, 1971 

Dr. Peter A. Morris, Director 
Division of Reactor Licensing 
United States Atomic Energy Commission 
Washington, D.C. 20545 

Dear Dr. Morris: 

MONTICELLO NUCLEAR GENERATING PLANT E-5979 
Docket No. 50-263 License No. DPR-22 

Reporting of Unusual Occurrences 

Four conditions have occurred recently at the Monticello Nuclear Generating 
Plant which we interpret to be reportable to your office in accordance with 
Section 6.6.C of Appendix A, Technical Specifications, of the Provisional 
Operating License DPR-22. The four occurrences are: 

1. Isolation of Reactor Building to Suppression Chamber Differential 
Pressure Switch. (March 10) 

2. Low Condenser Vacuum Scram Switch Setpoint Drift. (March 12) 

3. Inadequacies in the Implementation of Liquid Radwaste Release 
Procedures. (March 13 and March 15) 

4. Failure of ECCS Initiating' Low Low Reactor Water Level Switch to 
Trip Within the Allowable Deviation. (March 26) 

Occurrences 1 and 3 are being reported under Section 6.6.C.4 of the Technical 
Specifications and occurrences 2 and 4 are being reported under Section 
6.6.C.1 of the Technical Specifications. The Region III Compliance Office 
has been previously notified of the occurrence.  

On-site investigations of the occurrences have been completed and the 
Operations Committee has reviewed each occurrence. The attached reports 
describe the occurrences and summarize the actions taken to prevent future 
similar occurrences.  

Your ve ruly, 

R. 0. Duncanson, Jr., P. .  

Gen. Supt. of Power Plants-Mechanical 
Chairman - Monticello Safety Audit Committee oa!\0 
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MONTICELLO NUCLEAR GENERATING PLANT 

April 8, 1971 

Subject: Isolation of Reactor Building to Suppression Chamber Differential 
Pressure Switch 

1. Summary Description of the Occurrence J -1 

On March 10, 1971, during a check of the Reactor Building to Suppression 
Chamber vacuum relief system, it was discovered that the manual instrument 
isolation valve for differential pressure switch 2573 was seal wired closed.  
DPIS 2573 will open the Reactor Building to Suppression Chamber vacuum 
breaker valve, AO 2380, if the differential pressure reaches 10 inches of 
water.  

2. Summary of Plant Conditions 

At the time of the discovery of the occurrence, the reactor was shutdown 
and all control rods were fully inserted.  

3. Account and Analysis of the Occurrence 

On March 10, 1971, during a check of the Reactor Building'to Suppression 
Chamber vacuum relief system, the manual instrument isolation valve for 
differential pressure switch 2573 was found seal wired closed. The instru
ment had been previously checked on February 9, 1971, as part of an 
established surveillance test; the instrument isolation valve was apparently 
secured in the improper position at that time.  

Immediately following the discovery of the closed instrument isolation valve, 
the surveillance test on the system was completed to insure that the vacuum 
relief system was functioning properly. The manual isolation valve for 
DPIS 25.73 was sea-lfwired open.  

Two pressure suppression chamber - reactor building vacuum breakers are 
required to be operable at all times when the primary containment integrity 
is required. During the period of February 9, 1971 to March 10, 1971, 
containment integrity was required on approximately 19 days. Although 
vacuum breaker, AO 2380, would have been prevented from performing its 
function if a vacuum had developed in the primary containment, vacuum 
breaker AO 2379, which is also designed for 100 percent vacuum relief 
capability, was operational and would have provided vacuum relief if required.  

4. Actions Taken to Prevent Future Similar Occurrences 

The occurrence was immediately reviewed with all members of the instrumen
tation crew to further explain to them the significance and importance of 
properly performing calibration and surveillance testing.  

Also, a program has been initiated to revise the applicable surveillance 
procedures to include instrument system checks to assure that each system 
has been returned to its normal operating condition following the completion 
of the surveillance test.



MONTICELLO NUCLEAR GENERATING PLANT 

April 6, 1971 

Subject: Low Condenser Vacuum Scram Switch Setpoint Drift 

1. Summary Description of Occurrences 

On March 12, 1971, while performing a regularly scheduled surveillance test, 
it was discovered that the trip settings of the four low condenser vacuum 
scram pressure switches were significantly off the desired setting of 23" Hg.  
vacuum. The switches were recalibrated to the correct settings and an 
investigation of the problem was initiated.  

2. Summary of Plant Conditions 

At the time of the discovery of the occurrence, the reactor was shutdown and 
depressurized and all control rods were fully inserted.  

3. Account and Analysis of the Occurrence 

On March 12, the four low condenser vacuum scram pressure switches were 
found significantly off of the previously calibrated setting of 23" Hg 
vacuum. The "as found" trip settings of the four switches were found to 
be: 

PS 5-11A 20.2" Hg Vacuum 
PS 5-11B 19.2 Hg Vacuum 
PS 5-11C 20.2 Hg Vacuum 
PS 5-11D 20.1 Hg Vacuum 

The allowable deviation is -1/2" Hg.  

Prior to the calibration performed on March 12, the four vacuum switches 
were previously calibrated on February 5, 1971. At that time, three of 
the four switches were found in calibration; the fourth switch required 
only a small adjustment. The February 5 and March 12 calibrations were 
performed by the same instrument man applying a standard procedure. The 
vacuum test gage which was used has been verified to be in calibration.  
It is very unlikely that an error in the calibration procedure caused the 
setpoint change.  

Although the cause of the drift problem has not been positively identified, 
checks performed on the switches following the occurrence indicate that 
the switches were most probably affected by forces applied to the switch 
bodies through the instrument sensing lines. The four switches are 
rigidly mounted to a concrete shield wall and the sensing lines are supported 
at the switch by means of the switch body. Each sensing line is connected 
directly to the metal diaphragm capsule. Checks performed subsequent 
to the occurrence demonstrated that the switch settings could be changed 
by several inches Hg by merely pulling down or.pushing up on the sensing 
line. Although the vacuum switches were calibrated several times prior 
to the occurrence9 setpoint drift only occurred subsequent to operation 
of the condenser under vacuum conditions. It is suspected that the appli
cation of condenser vacuum caused the sensing lines to exert forces on the 
switches, causing the switch settings to be affected.
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4. Corrective Actions 

On March 12, following the discovery of the setpoint errors on the low conden
ser.vacuum scram switches, the switches were immediately reset to the desired 
setting of 23" Hg vacuum. On March 22, the switches were recalibrated to 
23.5" Hg vacuum to allow for possible drift until the cause of the drift 
problem is positively identified and corrected. In addition, sections of 
flexible tubing have been installed between the switch bodies and the 
sensing lines to prevent the sensing lines fhom exerting forces on the 
switch diaphragm capsules.  

The calibration of the switches will be verified when condenser vacuum is 
initially established during the next startup and weekly thereafter until 
the drift problem has been resolved.



MONTICELLO NUCLEAR GENERATING PLANT 
April 7, 1971 

Subject: Inadequaci;es in the Implementation of Liquid Radwaste Release 
Procedures 

1. Description of the Occurrences 

On Saturday, March 13, 1971, shortly after initiating a release of liquid 
waste from Laundry Drain Tank T-21A, it wassdiscovered that the liquid 
waste in Laundry Drain Tank T-21B was also being released. The operator 
immediately isolated Tank T-21B after approximately 50 gallons of liquid 
waste had been released to the discharge canal.  

The discharges from both Laundry Drain Tanks tie into a common discharge 
header and at the beginning of the release from T-21A, the liquid from 
Tank T-21B was being recirculated to obtain final sampling prior to its 
release. The operator had failed to suspend the recirculation of flow 
from Tank T-21B prior to initiating the release from Tank T-21A.  

Analysis of the waste in Tank T-21B showed a radioactive concentration 
of 5.86 x 10 8 uci/ml. The total activity released was 1.1 x 10_2 uci-12 
which resulted in a concentration, above river background, of 9.8 x 10 
uci/ml after dilution in the discharge canal.  

On Monday, March 15, 1971, while releasing liquid radwaste from Laundry 
Drain Tank T-21A to the discharge canal, it was discovered that water 
was being siphoned from the heel in the Floor Drain Sample Tank T-32.  
The operator immediately isolated Tank T-32; however, approximately 345 
gallons of waste liquid from Tank T-32 had been released to the discharge 
canal before it was isolated. The water remaining in Tank T-32 was analyzed 
and showed a radioactive count of less than the normal background of 
the countroom instrument.  

2. Corrective Action 

The Shift Supervisors have held discussions with the operators concerning 
the importance and significance of maintaining the proper procedures for the 
release of liquid waste.  

Also, valve line-up checklists which are now required for each release 
of liquid waste must be verified by a second knowledgeable operator prior 
to the release of each batch of liquid waste.

I



MONTICELLO NUCLEAR GENERATING PLANT 

April 7, 1971 

Subject: Failure of ECCS Initiating Low Low Reactor Water Level Switch to 
Trip Within the Allowable Deviation 

1. Summary Description of the Occurrence _ Dgto i 

On March 26, 1971, while performing a regularly scheduled surveillance 
test, one of the four reactor low-low water level switches used in the 
ECOS initiation logic was found to trip outside of the allowable deviation.  
The switch was immediately recalibrated and can investigation of the problem 
was initiated.  

2. Summary of Plant Conditions 

At the time of the discovery of the occurrence, the reactor was shutdown 
and depressurized and all control rods were fully inserted.  

3. Account and Analysis of the Occurrence 

The four level switches used in the ECCS initiation logic are Yarway 
instruments which use mercury wetted, magnetic switches. Each of the 
four level switches (LIS2-3-72A thru D) has two separate switches in the 
ECCS initiation logic circuitry. It was the #1 switch of LIS 2-3-720 that was 
found outside of the allowable deviation. The desired switch setting is -48" 
and the allowable deviation is -3". Switch #1 (LIS 2-3-720) was found to 
trip at -55 1/4".  

A visual inspection revealed that switch #1 (LIS 2-3-720) was loose in its 
mounting clip. Previous calibration experience had demonstrated that a 
relatively small displacement of similar switches could change the trip value 
by several inches. Investigation of other similar switches revealed that 
normally one lead of the switch was routed through the mounting clip to 
keep the switch secure. Neither lead of switch #1 (LIS 2-3-72C) was routed 
through its mounting clip. The switch was removed and reinstalled tightly 
with one lead routed through the mounting clip. The switch was recalibrated 
and functionally tested.  

Although the #1 switch of LIS 2-3-720 exceeded the allowable deviation for 
low-low reactor water level initiation of Core Spray and RCIC, the remaining 
low-low reactor water level switches would have initiated Core Spray and 
RCIC at the desired trip setting of -48". The low-low reactor level initiation 
of LPCI and HPCI was unaffected by this occurrence since separate switches are 
used in the initiation circuitry for LPCI and HPCI.  

4. Corrective Action 

The discovered problem was corrected by routing. one of the magnetic switch 
leads through the mounting clip. Although no other mounting problems have 
been encountered with similar switches, all similar switches will be checked 
as part of scheduled surveillance testing to verify that the switches are 
tightly mounted.
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