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EVENT DESCRIPTION AND PROSABLE CONSEQUENCES .
[Z] | _During Mode 1 operation, the sta tor ]

| coolant accident was discovered to be inaccurate in that the quench spray pumps were |
[GT7] | secured prior to pumping the required amount of water into the containment as |

[6T5] | specified in the FSAR. This event is reportable per T.S. 6.9.1.8.f. The health and |

[6T6] | safety of the general public were not affected by this incidznt. |
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CAUSE DESCRIPTION AND coaascnvs ACTIONS @
[T]0] | The cause of this problem is that tho procedure was written incorrectly in that |

[CI7] |the quench spray pumps were secured prior to the RWST being emptied., The procedure |

| was corrected. |
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Virginia Electric and Power Company

North Anna Power Station, Unit #1 Attachment: Page 1 of 1
Docket No. 50-338

Report No. LER 79-i11/01T-0

Description of Event

During Mode 1 operation, the station emergency procedure for a loss of reactor
coolant accident was discovered to be inaccurate in that the quench spray
pumps were secured prior to pumping the required amount of water into the
containment as specified in the FSAR. This event was discovered while review-
ing emergency procedures. This event is reportable as a procedural inadequacy
which could prevent the containment depressurization system from coping with
accidents analyzed in the FSAR. This event is reportable per T.S. 6.9.1.8.f.
No significant occurrences resulted from this evert. The Unit #2 emergency
procedure is also incorrect.

Probable Consequences of Occurrence

The health and safety of the general public were not affected by this incident.
The FSAR requires 455,000 gallons of water from the refueling water storage
tank (RWST) to be expended into the containment at the end of quench spray
pump operation. Using the emergency procedure would have prevented this
amount of water from entering the containment. It was possible that the
containment may not have been subatmospheric within one hour or may have
returned to positive pressure after one hour with the reduced water inventory
in the containment following an accident. An increase in radiocactive releases
would then be expected.

Cause of Occurrence

The cause of this occurrence is that the procedure was writte: Ir-orrectly in
that the quench spray pumps were secured prior to the RWST being  cied.

Immediate Corrective Action

Standing Order #36 was written and approved by the Station Nuclear Safety and
Operating Committee when the procedure error was discovered. This standing
order instructed operations personnel not to secure the quench spray pumps
until the pumps were no longer pumping water into the containment. Omn 09-13-79,
the emergency procedure was corrected.

Scheduled Corrective Action

This is considered an isolated incident, no further corrective action is
required.

Action Taken to Prevent Recurrence

No further action required.
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