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ABSTRACT (Limit to 1400 spaces, i.e., approximately 15 single-spaced typewritten lines)

On July 2, 2012, at 15:05, while operating at 100% power, a spurious isolation of the High Pressure Coolant Injection
(HPCI) Outboard Steam Supply Valve and Outboard Torus Suction Valve occurred. The isolation resulted from a trip
of the HPCI Steam Leak Detection (SLD) system. Immediate investigations into the event determined that there was
no steam leak and the probable cause was from a bad connection in the SLD system. Subsequent investigation
identified a broken solid conductor thermocouple extension wire. The wire was damaged earlier in the day as part of
maintenance activities investigating erroneous readings on unrelated circuits. The damaged wire was replaced and
HPCI was declared operable on July 3, 2012, at 0002. The root cause of this event was an inadequate installation
position of a recorder in the control room panel. The recorder was installed in such a manner that the removal of its
terminal cover placed excessive stress on the thermocouple wire resulting in its failure.

This condition was reported under 10 CFR 50.72(b)(3)}(v)(D), any event or condition that at the time of discovery
could have prevented the fulfillment of the safety function of the structures or systems that are needed to mitigate the
consequences of an accident. Reference EN#48064.

The safety significance of this event was minimized by the fact that all other Emergency Core Cooling Systems
(ECCS) remained fully operable during the time that HPCI was inoperable.
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L Description of Event:

On July 2, 2012, at 15:05, while operating at 100% power, a spurious isolation of the High Pressure
Coolant Injection (HPCI) (System Code BG) Outboard Steam Supply Valve and Outboard Torus
Suction Valve occurred. The isolation resulted from a trip of the HPCI Steam Leak Detection (SLD)
system. Immediate investigations into the event determined that there was no steam leak and the
probable cause was from a bad connection in the SLD system. Subsequent investigation identified a
broken solid conductor thermocouple extension wire. The wire was damaged earlier in the day as part
of maintenance activities investigating erroneous readings unrelated circuits. The damaged wire was
replaced and HPCI was declared operable on July 3, 2012, at 0002.

There were no structures, systems or components inoperable at the start of this event that
contributed to the event.

I1. Assessment of Safety Consequences:

During the period HPCI was inoperable, all other Emergency Core Cooling Systems were
operable, and therefore fully capable of mitigating the consequences of an accident had it
occurred.

This event did result in a safety system functional failure.
III.  Cause of Event:

A root cause evaluation was completed for this event. The root cause of this event was an inadequate
installation position of a recorder in the control room panel. The recorder was installed in February
2007 in such a manner that the removal of its terminal cover placed excessive stress on the
thermocouple wire resulting in its failure.

IV. Corrective Actions:

On July 03, 2012, all maintenance activities associated with replacing the failed thermocouple
wire were completed, and HPCI was declared operable.

The following actions are planned to address the root cause of this event:

Installation of signs inside the cabinet containing the SLD thermocouple wires warning of the
potential fragility of the wires in the vicinity of the terminal covers for the associated recorders.
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Completion of an inspection of other thermocouple wires associated with recorders installed by
the Engineering Change Package that installed the recorder identified as the root cause of this
event.

Revision of the model Work Order associated with work inside the cabinet containing the SLD
thermocouple wires to require maintenance technicians be briefed on the susceptibility of the SLD
wires to break.

V. Additional Information:

Previous Similar Occurrences:

A review of License Event Reports from the past 5 years did not identify any previous similar
occurrences where HPCI was declared inoperable due to an invalid SLD isolation.

EIIS System and Component Codes:

BJ - High Pressure Coolant Injection System (BWR)

Reporting Requirements:

This event is being reported as an Event or Condition that Could Have Prevented Fulfillment of a
Safety Function, 10CFR50.73(a)(2)(v)(D). Additionally, this event was reported under
50.72(b)(3)(v)(D), any event or condition that at the time of discovery could have prevented the
fulfillment of the safety function of the structures or systems that are needed to mitigate the
consequences of an accidentjidiekdihfjiejfieikdbobmurrelll. Reference EN#48064.




