‘ '
’

-

NRC FORN Jod U. S NUCLEAR REGULATORY COMMISSION

2.
LICENSEE EVENT REPORT
ssvmoLmoex | Lt 1 1 C (PLEASE PRINT OR TPE ALL REQUIRED INFORMATION)
F1] w3 ouc'P'1IC!0101-!ou)loLo!ol-!Oi%JCl [112]1] ®| ded ®
! 8§ * - SBNSEE CO0F LICENSE NUMBER $ LICENSE TYPR
Cian ®
Can S - ol sjojoloj2j1i9)rlolelllolelol Luiu.l..a..ﬁ.u_l
Lo P loo p[ - L.ocur».wu- ‘C EVENT CATE REPORT CATE
EVENT DESCRIPTION mo PROBABLE CONSEQUENCES
FTTT | On August 19, 1980, the Standly Gas Treatment System (SGTS) was operated J
TTT | in a degraded mode as allowed by T.5. 3.5.B.3.A. During routine sur- |
77T | veillance testing SGTS #2 initiated normally byt subsequently tripped J
(G375 _out. SGTS 41 immediately initiated automatically and performed satis- |
=) ' factorily. An investi 10 Vi - t —
=1 _sensing flow LMWWMM .
_lead that was inadver o) . J
B
rsTEM CAUSE CAUSE “Ome VaALVE
csve I .....e SV8ClliE sornedng T 208 S.S.:"“ 5.!::3!/\
ENEX sic)@ i@ Ll Ginlslrizle)® 1@ L@
,_: . alle‘a 1AL .c.,aaz Wi nv*uf ‘ AEVISION
o~ 38 ag | TVENT YEeA REPORT NO coos TYPE NO
L ‘i‘;:;LLeIoJ =] lo 3 l2] ] Lol 3} Lo = lo_J
- o! 3 a3 14 % 27 4 9 ] 3 2
ALTION BUTURE Lidd 3" i—,TQCwN ATTACHMENT NPRC 4 PRIME D000 COMPONENT
TAKEN aACTION ON PLANT METHOO “QURS @ SUBMITTED EQAM 3u8 SUPPLIER MANUFACTURER i
le@l® z2J® 2@ olol ol ol ¥ @ W@ Lzi@ Lzlol 9 9l
;i 7 3% 1) 4 a2 ') 4 a.
-AUGE DESCRIETICN AND CORRECTIVE ACTIONS @
MT77 | The cause of this occurrence is attributed to personnal error. The weld- |
[T | ing lead was removed, the sensing element was aligned properly tc sense i
L:‘low. and an operability test was performed to prove the system funct- |
T | ional. A memo stressing the need for tighter controls when working |

EE l around safety related equipment will be issued to appropriate personnel. |

L sC
's‘vc.'? W soweR onvansrane 0 ST DISCOVERY DESCRIPTION @
18] B JO [o | 8 [9 1@[ NA IRENG Surveillance Test [
T Vdnary  conrent " . "
PEL8Asso 28 MELeAsE AMOUNT OF ACTIVITY LOCATION OF AELEASE
1% [ f | th |
7 ]

aa 45 80
mlsoomn umsu(s
NLMBEA hd ] :u..mwo-n( )

[ ledo s @1z @1 NA :
' . “HSCNNI-.‘ AT ¢
.EaC.""O?d®

Ll e o' Jo J@9)| NA |

9 1t 12 -
. 058 0K OR DAMAGE TO FACILITY (33
0 *ves ,_\:ucmv "™ s
o] 2 @) NA |
' o : J
Y L) s :C e ac
wiL i CITY N\
$5UED - JESCRIPTION E5) NAC USE ONLY A
EDLx.J"‘l _lieekly News Seleace. IR RN SNEREnE
58 82 -3
D. A. Ross - A
NAME OF PREIARER PHONE 201-455-8784 H

$00026044



NJCP& %’ G p u JMMgi"E;ﬂ W?m:{%%:‘;g? Roaa

(201) 455-8200

QYSTER CREEK NUCLEAR GENERATING STATION
Forked River, New Jersey 08731

Licensee Event Report
Reportable Occurrence No. 50-219/80-37/3L

Report Date
September 18, 1980

Occurence Date

August 19, 1980

Identification of Occurrence

Operation of the Standby Gas Treatment System in a degraded mode as allowed by
Technical Specifications, Paragraph 3.5.B.3.A when Standby Gas Treatment System
42 was found to be inoperable during a scheculed surveillance test.

This event is considered to be a reportable occurence as defined in the Technical
Specifications, paragraph 6.9.2.b.2.

Conditions Prior To Occurrence

The plant was operating at steady state power.
Plant parameters at the time of occurrence were:

Power: Reacter, 1717 MWt
Generator. 558 NWe

Recirculation 13.7 X 104 gpm
Feedwater 6.32 X 106 lb/hr
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Description of Occurrence

On Tuesdav, August 19, 1980, at approximately 1830 hours, during routine surveill-
ance testing of the Standby Gas Treatment System, SGTS #2 initiated normally but
subsequently tripped out. SGTS #1 immediately initiated automatically and per-
formed satisfactorily.
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Apparent Cause of Occurrence

The cause of the occurrence is attributed to personnel error. Pressure Sensor
PN~-4 was not sensing flow properly due to misalignment apparently caused by a
welding lead that was inadvertently run across the tubing below the duct.

Analysis of Occurrence

The Standby Gas Treatment System is used to process the Reactor Building atmo-
sphere, should conditions be present which require its functioning, and exhaust

it through the plant stack. Although SGTS #2 was observed to be inoperable when
the system was initiated, the control logic did, as . ysigned, initiate SGTS #1
which proved to be functional. The safety significanc* of this event is considered
minimal since the only concern was a loss of redundancy ‘n the SGTS.

Corrective Action

The welding lead was removed from the tubing and the PN-4 sensing element was
aligned properly to sense flow. An operability test was performed to prove the
system functional. A memorandum will be issued to the appropriate maintenance
personnel stressing the need for tighter supervisory and administrative controls
when working around safety related equipment.

Failure Data

Not applicable.



