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ABSTRACT (Limit to 1400 spaces, i.e., approximately 15 single-spaced typewritten lines)
On May 25, 2016, it was determined that there had been a violation of Technical Specifications during a recent planned maintenance
outage of the Division 1 diesel generator (DG). During that outage, three material deficiencies of various subcomponents were
discovered while conducting maintenance tasks. The initial operability screening of each deficiency determined that the as-found
condition did not, by itself, cause the DG to be inoperable. However, the associated condition report for each item was flagged as
"inoperable." These determinations should have, thus, caused the operators to invoke the requirements of the TS to perform common
cause evaluations to assure that the same conditions did not exist on the operable Division 2 DG. This action was not performed.
Human performance evaluations of the operators involved in the condition report screening concluded that a cognitive, undocumented
decision was made that the individual deficiencies did not meet the threshold of requiring a common cause evaluation. This event
constituted operations prohibited by Technical Specifications, and is being reported in accordance with 10 CFR 50.73 (a)(2)(i)(B).
Approximately four days following the discovery of the air leaks and the governor drive coupling configuration, DG system engineers
documented operability evaluations which concluded that none of these conditions posed any potential challenge to the ability of the
DG to fulfill its safetY function. It was confirmed that no similar conditions were present on the Division 2 DG. The air leaks were
repaired and the governor drive coupling assembly was corrected prior to restoration of the Division 1 DG to an operable status. This
event had no significance with respect to the health and safety of the public.
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REPORTED CONDITION
On May 25, 2016, it was determined that there had been a violation of Technical Specifications during a recent planned
maintenance outage of the Division 1 diesel generator (DG)[EK]. During that outage, three material deficiencies of various
subcomponents were discovered while conducting maintenance tasks. These discoveries should have caused the
operators to invoke the requirements of the TS to perform common cause evaluations to assure that the same conditions
did not exist on the operable Division 2 DG. This action was not performed.
This condition constituted operations prohibited by Technical Specifications, and is being reported in accordance with 10
CFR 50.73 (a)(2}(i)(B).
INVESTIGATION
The material deficiencies found during t~e DG outage involved two minor air leaks on pressure switches in the engine air
start subsystem and a DG governor drive coupling that was not in compliance with design drawings. Condition Reports
were initiated in accordance with the corrective action program, and these CRs underwent the initial operability
assessment. The CRs were individually flagged by the operations shift managers (OSM) as conditions that would cause
the DG to be inoperable. Since the DG was already inoperable for the planned maintenance outage, the CRs were added
to the work tracking system to assure that the conditions would be corrected prior to restoring the DG to an operable
status.
Limiting Condition for Operation (LCO) 3.8.1 was already in effect for the maintenance outage. One of the Required
Actions of this LCO specifies that a common cause evaluation will be performed for material defects discovered to
potentially have an adverse effect on the operability of the DG. This evaluation is meant to assure that the same condition
does not exist on the other DG. The TS requires that this evaluation be completed within 24 hours. Although there were
discussions between OSM and the maintenance staff at the time, there was no documentation of the conclusions.
Human performance evaluations were conducted with the OS Ms involved in the processing of the Condition Reports
written on each of the deficiencies. Following are the conclusions:
• With regard to the air leaks, the OSM reasoned that the leaks had likely been induced by the maintenance activities,
since the system had been depressurized and then restored to normal pressure prior to discovery of the leak. No leakage
had been reported prior to this activity.
• Regarding the condition of the DG governor drive coupling, the initial assessment concluded that the coupling had been
in the as-found configuration since the DGs were installed during plant construction. This was seen as significant
evidence that the as-found condition did not adversely affect the ability of the DG to perform its design safety function.

CORRECTIVE ACTIONS TO PREVENT RECURRENCE
The causal analysis of this event has been reviewed as operational experience by each of the active OSMs. A training
analysis is being conducted to define and correct knowledge gaps that contributed to this event.
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PREVIOUS OCCURRENCE EVALUATION
In the last three years, River Bend Station has reported the following incidents of operations prohibited by Technical
Specifications:
• LER 050-458 I 2016-03-00 (report date 3/17/16)- This event involved a postulated malfunction in a reactor control rod
drive mechanism, not a human performance deficiency. The investigation of this event will be completed during the next
refueling outage.
• LER 050-458 I 2015-06-00 (report date 9/14/2015) - This event involved the use of superseded vendor manual data in
the initial troubleshooting of an abnormal system response during surveillance testing. Later analysis confirmed that the
affected subcomponent should have been declared inoperable at the time of discovery.
• LER 050-458 I 2015-03-00 (report date 7/9/2015) - This event involved the mis-positioning of a manual valve in the
Division 2 containment penetration leakage control system. The investigation found that operators failed to adequately
apply configuration control requirements regarding that valve.
• LER 050-458 I 2015-01-00 (report date 4/16/2015) - This event involved a deficient surveillance test procedure.
• LER 050-458 I 2014-03~00 (report date 8/11/2014) - This event involved the concurrent inop.erability of redundant
channels of an RPS trip function due to a common cause malfunction in channels containing a certain type of relay.
While the second and third items above were related to human performance deficiencies, neither of them were attributed
to a root cause involving errors in the application of Technical Specifications requirements.
SAFETY SIGNIFICANCE
Approximately four days following the discovery of the air leaks and the governor drive coupling configuration, DG system
engineers documented operability evaluations which concluded that none of these conditions posed any potential
challenge to the ability of the DG to fulfill its safety function. It was confirmed that no similar conditions were present on
the Division 2 DG. The air leaks were repaired and the governor drive coupling assembly was corrected prior to
restoration of the Division 1 DG to an operable status. This event had no significance with respect to the health and safety
of the public.

(NOTE: Energy Industry Identification System component function identifier and system name of each component or
system referred to in the LER are annotated as (**XX**) and [XX], respectively.)
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