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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES ‘ ,
[o]z] | At 2004 hours on October 30, 1980, while returning "B" containment spray pump to |

! normal lineup per Operating Work Procedure (OWP-CS~2), valve SI-892A was found shut. |

[5T4] | Valve SI-892A is the common isolation valve for the sodium hydroxide addition line. 1

o13] | The plant was operating at 68% power and isolation of the sodium hydroxide system, B

cTs] | under this plant condition, is contrary to Technical Specification 3.3.2.1.e which is |

| reportable pursuant to 6.9.2.a(2). B
[0718] | ]
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS
[TT0] IDurlng the isolation of containment spray pump "B" the normally locked open spray |

| additive tank educator feed isolation valve SI-892A was mistaken for a valve on the 1

6T lOWP and inadvertently closed. This discrepancy was identified and corrected at 2004 |

| hours on October 30, 1980. The procedure will be revised to incorporate double B
lvalve lineups. : : |
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SUPPLEMENTAL INFORMATION
FOR

LICENSEE EVENT REPORT 80-026

Cause Description and Analysis: On October 30, 1980 at 2004 hours

while returning containment spray pump 'B" to normal lineup as per
Operating Work Procedure, OWP-CS-2, valve SI-892A was found to be
shut. This closed valve caused isolation of the Sodium Hydroxide
Addition Tank which is contrary to Technical Specification 3.3.2.1.e
and is reportable pursuant to 6.9.2.a(2). The plant was operating
at 687 power and startup physics testing following refueling was in
progress.

"B" containment spray pump had been declared inoperable and isolated
for repair using OWP-CS-2 at 0420 hours on October 30, 1980. This
procedure requires the normally locked open containment spray pump
"B" educator suction valve SI-892G to be closed. However, the
normally locked open spray additive tank feed isolation valve SI-892A
(common to both pumps) was inadvertently closed instead of SI-892G.
This resulted in the isolation of the Sodium Hydroxide Spray Additive
Tank from the operable "A" containment spray pump for fifteen hours
and forty-four minutes. These two valves are similar two inch globe
valves located in close proximity to one another. No adverse
consequences resulted from this misalignment and the system was
restored to full operability when valve SI-892A was reopened at 2004
hours on October 30, 1980.

Corrective Action: When SI-892A was found shut, it was reopened,

thereby regaining automatic sodium hydroxide addition to "AY
containment spray pump. '

Corrective Action to Prevent Recurrence: The plant procedures will
be revised to require double valve lineup verification on all
Operating Work Procedures associated with safety systems. This
redundancy should provide for immediate identification of this type
of event. The appropriate revisions to the applicable procedures
will be implemented by January 31, 1981.

In addition, the operator involved in this error has been admonished
and the circumstances surrounding this incident and the lessons to be
learned have been reviewed in detail with all operations personnel as
further action to preclude recurrence.



