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Abstract

This monthly report contains Licensee Event Report (LER)
operational information that was processed into the LER data file of
the Muclear Safety Information Center (NSIC) during the one month
period identified on the cover of the document. The LERs, from which
this information is derived, are submitted to the Nuclear Regulatory
Commission (NRC) by nuclear power plant licensees in accordance with
federal regulations. Procedures for LER reporting for revisions to
those events occurring prior to 1984 are described in NRC Regulatory
Guide 1.16 and NUREG-0161, Instructions for Preparation of Data Entry
Sheets for Licensee _vent Reports. For those events occurring on and
after January 1, 1984, LERs are being submitted in accordance with the
revised rule contained in Title 10 Part 50.73 of the Code of Federal
Regulations (10 CFR 50.73 - Licensee Event Report System) which was
published in the Federal Register (Vol. 48, No. 144) on July 26, 1983,

NUREG-1022, Licensee Event Report System - Description of Systems and
Guidelines for Reporting, provides supporting guidance and information
on the revised LER rule,

The LER summa:ies in this report are arranged alphabetically by
facility nam¢ and then chrenologically by event date for each facility.
Component, system, keyword, and component vendor indexes follow the
summaries. Vendors are those identified by the utility when the LER

form is initiated; the keywords for the component, system, and genera)

keyword indexes are assigned by the computer using correlation

¢ 2lation tadbies

from the Sequence Coding and Search System. Questions concerning this

report or its contents should be directed to

Gary T. Mays

Nuclear Operations Analysis Center

Oak Ridge National Laboratory

P. 0. Box 2009, Oak Ridge, TN 37831-8065
Telephone: 615/574-0391, FTS Number 624-039]

s A

Questions regarding LER searches should be directed to

o

W. P. Poore (saime address as above)
ele- one: 615/574-0325, FTS Number 624-
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1] ARKANSAS NUCLEAR 1 DOCKET 50-313 LER 90-010
INOPERABLE CONTROL ROOM HABITABILITY SYSTEMS DUE TO LE“&GE IN AIR SUPPLY SYSTEM
TO CONTROL ROOM ISOLATION DAMPERS CAUSED BY FAILURE TO AUEQUATELY TEST AND
MAINTAIN SYSTEM FOLLOWING MODIFICATION,.

EVENT DATE: 092190 REPORT DATE: 102290 NSS5S: EW TYPE: PWR
OTHER UNITS INVOLVED: ARKANSAS NUCLEAR 2 (PWR)

(NSIC 219894) ON 9/15/90, IT WAS DETERMINED THAT & CHECK VALVES LOCATED IN AIR
SUPPLY SYSTEM TO 2 DAMPERS USED FOR ISOLATION OF THE ANO~1 CONTROL ROOM NORMAL
VENTILATION SYSTEM HMAD NOT BEEN PREVIOUSLY TESTED. DAMPERS ARE PNEUMATIC VALVES
REQUIRING AIR PRESSURE FOR INFLATION. AIR SUPPLY IS PROVIDED BY NON-SAFETY
RELATED INSTRUMENT AIR (IA) SYSTEM AND 2 REDUNDANT RESERVE AIR ACCUMULATORS WHICH
SERVE AS A BACKUP RESERVOIR OF CLOSING AIR, CHECK VALVES FUNCTION TO PREVENT A
LOSS OF ACCUMULATOR AXR PRESSURE DUE TO BACKLEAKAGE SHOULD IA SYSTEM BECOME
UNAVAILABLE. ON 9/21/90, TESTING OF AIR SUPPLY SYSTEM REVEALED UEVERAL AREAS OF
DEGRADED SYSTEM I TEGRITY INCLUDING CHECK VALVE LEAKACE. IMMEDIATE CORRECTIVE
ACTIONS INCLUDED REPAIRS OF LEAKAGE AT PIPING JOINTS AND THREADED CONNECTIONS.

THE CHECK VALVES WERE REPLACED AND THE SYSTEM WAS MODIFIED BY ADDING A MANUAL
ISOLATION VALVE IN EACH LINE TO PROVIDE ISOLATION OF THE ACCUMULATORS FROM THE IA
SYSTEM. PROCEDURE CHANGES WERE IMPLEMENTED REQUIRING MAINTAINING THE MANUAL
VALVES IN A CLOSED POSITION EXCEPT FOR PERIODIC CYCLING FOR RECHARSING THE
ACCUMULATORS. ROOT CAUSE OF THIS CONDITION WAS DETERMINED TO BE AN INADEQUATE
DESIGN CHANGE PROCESS THAT WAS IN PLACE IN 1978 WHEN SYSTEM WAS MODIFIED TO ITS
CURRENT CONFIGURATION.

{ 21 ARKANSAS NUCLEAR 1 DOCKET 50-313 LEF 90-012

DEFECTS IN ASME III CLASS 1 STAINLESS STEEL PIPE DISCOVERED DURING PREFABRICATION
WELDING WHICH IF INSTALLED COULD HAVE RESULTED IN FAILURE OF TKE HIGH PRESSURE
INJECTION SYSTEM DURINC OPERATION.

EVENT DATE: 092990 REPORT DATE: 102990 NSSS: BW TYPE: PWR

VENDOR: SANOVIK SPECIAL METALS CORP.

(NSIC 2198%6) ON 9/29/90, WHILE PREPARING TO MAKE A PREFABRICATION WELD ON A
CLASS 1 STAINLESS STEEL PIPE TC BRE USED IN A HIGH PRESSURE INJECTION SYSTEM
MODIFICATION, A WELDER VISUALLY IDENTIFIED AN APPARENT DEFECT IN A SECTION OF 2
172 INCH PIPE. THE PIPING WAS ULTRASONICALLY TESTED AND THREE SICNIFICANT
DEFECTS RA ¢u.\u FROM 176 TO 1/3 WALL THICKNESS WeRE DETECTED. ALL OF THE SUSPECT
PIPE (MANUFACTURED BY SANDVIK) WAS PUT ON QUALITY CONTROL HOLD PENDING AN
ENGINEERING DETERMINATION OF ITS ACCEPTABILITY. ON 10-/3/90, IT WAS DETERMINED
THAT THE DEFECTS RENDERED THE PIPING UNSUITABLE FOR USE AT ANC. REPLACEMENT PIPE
MANUFACTURED BY COMBUSTION ENGINEERING WAS PURCHASED. THE ROOT CAUSE OF THIS
EVENT LIES WITH THE VENDOR AND/OR ITS SERVICE SUPPLIERS IN THAT THE NONCONFORMING
PIPE WAS SUPPLIED TO ANO WITH DOCUMENTATICN INDICATING THAT I‘ WAS ASME III CLASS
1 PIPING., THE SUPPLIER DELIVERED hC\vO‘FCRWI«G PIPE TO ANO WITH DOCUMENTATION
INDICATING THAT IT WAS ASME III CLASS 1, ANO HAS REMOVED RnD\OR ALLOYS FROM ITS
QUALIFIED VENDURS LIST PENDING AN INVESTIGATION BY RADNOR OF THIS EVENT. AKQ
WILL VISIT RADNOR ALLOYS TO VERIFY THE IMPLEMENTATION OF CORRECTIVE ACTICNS
ADEQUATE TO PRF\E\. RECURRENCE OF SIMILAR EVENTS., THIS LER ALSO SATISFIES THE
REPORTABILITY REQUIREMENTS OF 10CFR21

3] ARKANSAS NUCLEAR 1 DOCKET 50~313 LER 90~011%
{ADVERTENT ACTUATION OF THE CONTROL RCOM E\LRJ‘\ Y VENTILATION SYSTEM INITIATED
BY A TRIP OF A CHLORINE MONITOR !MOST LIKE ¥ CAULED BY RADIO FREGQUENCYX
INTERFERENCE.

EVENT DATE: 093090 REPORT DATE: 103090
OTHER UNITS INVOL "™D: ARKANSAS NUCLEAR 2 (PWI

e
>
1

I§8S5: BW TYPE: PWR

NSIC 2198%5) ON ¢ L0790, AT APPROX. 0050, AN UNEXPEC IFu ACTUATION OF THE CONTROL

ROOM EMERCENCY VENTILATION SYST EW (CREVS) OCCURRED. NVESTIGATION INTO THE CAUSE

OF THE ACTULTION REVEALED THAT CHLORINE MO |I10r 2CLS~ 8 62~ 2 WAS TRIPPED,

HOWEVER, IMMEDIATE CAUSE OF THE MONITOR xh COULD NOT BE POSITIVELY DETE V’HE'

SINCE NO ATTLLL ICH CHLORINE CONDITION F('. D, XHE MONITOR WAS RESET AND THE
VEN O NORMAL AT 0058 HOURS., THE MOET
OF NCY INTERFERENCE (RFI) CAUSED BY

CONTROL ROOM

LIKELY CAUSE

»var

E
ILATIOM NEUP WAS RETURNED T
HE «vfanIV| WAS RADIO FREQUE




THE KEYING OF A HAND HELD RADIO IN TKE VICINITY OF THE MONITOR. ROOY CAUSE OF
THIS EVENT IS DIRECTLY RELATED TO SYSTEM DESIGN, EXTREME SENSITIVITY OF THE
CHLORINE MONITORS COUPLED WITH THE ACTUATION LOGIC CONFIGURATION, WHICH REQUIRES
ONLY ONE MONITOR TO TRIP IN ORDER TO INITIATE THE CREVS, MAKES THE SYSTEM KIGHLY
SUSCEPTIBLE TO INADVERTENT ACTUATIONS. ACTION WAS INITIATED TO BETTER MARK AREAS
IN THE PLANT WERE RADIO USAGE 18 PKOMIBITED., ADDITIONALLY, SINCE THE USE OF
CHLORINE AS A BIOCIDE IN THE SERVICE WATER SYSTEM IS BEING DISCONTINUED AND

REP! ACED WITH AN ALTERNATE METHOD, A CHANGE WILL BE PURSUED TO REMOVE THE
CHLORINE MONITORS FROM THE TECH SPECS, AND IF APPROVED, A PLANT CHANGE WILL BE
IMPLEMENTED TO REMOVE THE MONITORS FROM THE CREVS ACTUATION LOGIC,

£ &) ARKANSAS NUCLEAR 2 DOCKET 50-368 LER 90-021
PRESSURIZER AND STEAM GENERATOR LOW PRESSURE VARIABLE SETPOINT TRIPS NOT

CALIBRATED IN ACCORDANCE WITH TECHNICAL SPECIFICATION REQUIREMENTS DUE TO
INADEQUATE PROCEDURES,

EVENT DATE: 092790 REPORT DATE: 102690 NSS8S: CE TYPE: PWR

(NSIC 219913) ON 9/27/90, DURING A REVIEW OF SURVEILLANCE PROCEDURES IT WAS
DISCOVERED THAT SETPOINT TOLERANCES SPECIFIED IN THE PLANT PROTECTION SYSTEM
(PPS) CALIERATION AND MONTHLY TESTING PROUEDURES WOULD ALLOW THE PRESSURIZER
PRESSURE-LOW VARIABLE EETPOINT (VSP) CARDS AND THE STEAM GENERATOR PRESSURE-LOW
VSP CARDS TO BE SET SUCH THAT TECH SPEC (TS) REQUIREMENTS COULD BE EXCEEDED
DURING A PLANT COOLDOWN AND DEPRESSURIZATION. PROCEDURES WERE CHANGED TO SPECIFY
NEW TOLERANCES AND CALIBRATION CHECKS WERE PERFORMED ON ALL FOUR PPS CHANNELS.
SOME OF THE VALUES FOR THESE PARAMETERS WERE FOUND TO BE SLIGHTLY (APPROXIMATELY
1 PSIA) GREATER THAN ALLOWED BY THE TS. THE TRIP SETPOINTS WERE CHANGED WHILE
PERFORMING THE CALIBRATION PROCEDURES. THE ROOT CAUSE WAS DETERMINED TO BE
PERSONNEL ERRORS RESULTING IN THE PROCEDURAL DEFICIENCIES. A REVIEW OF OTHER
ANO=-1 AND ANO-2 PROCEDURES USED TO ADJUST AND VERIFY TRIP SETPOINTS WILL BE
PERFORMED., THERE WAS NO SAFETY SIGNIFICANCE RELATED TO THIS EVENT,

3) ARKANSAS NUCLEAR 2 DOCKET 50-368 LER 90-020
FAXLUR! OF MOTOR OPERATED VALVE ON MAIN CONDENSER CIRCULATING WATER PUMP TC CLOSE
RESULTS IN LOSS OF VACUUM AND SUBSEQUENT MANUALLY INITIATED REACTOR TRIP.
EVENT DATE: 092890 REPORT DATE: 102690 NSS8S: CE TYPE: PWR
VENODOR: LIMITOREYE CORP,

(NSIC 219912) AT 2142 HOURS ON 9/28/90, DURING A PLANNED POWER REDUCTION FROM
FULL POWER, MAIN CONDENSER CIRCULATING WATER PUMP 2P-3B WAS SECURED. THE PUMP
DISCHARGE VALVE FAILED TO AUTOMATICALLY CLOSE ALLOWING A FLOWPATH FOR CIRCULATING
WATER FLOW TO BYPASS THE MAIN CONDENSER. AT 2143 HOURS AN AUTOMATIC MAIN TURBINE
TRIP ON NIGH CONDENSER PRESSURE OCCURRED AND CONTROL ROOM PERSONNEL MANUALLY
TRIPPED THE REACTOR IN ANTICIPATION OF AN AUTOMATIC REACTOR TRIP. THE EMERGENCY
FEEDWATER SYSTEM, ACTUATED AUTOMATICALLY AND WAS USED TO RESTORE AND MAINTAIN
NORMAL STEAM GENERATOR WATER LEVELS. THE PLANT WAS SUBSEQUENTLY STABILIZED IN
MODE 3 (HOT STANDBY) CONDITIONS. INVESTICGATIONS REVEALED THAT THE VALVE FAILED
TO CLOSE DUE TO A MECHANICAL KEY WHICH DISENGAGED FROM THE MOTOR SHAFT ALLOUWING
THE MOTOR PINION GEAR TO TURN FREELY ON THE SHAFT, VIBRATION CAUSED A SETSCREW
USED TO SECURE THE KEY TO LOOSEN. THE ROOT CAUSE WAS DETERMINED TO BE INADEQUATE
WORK INSTRUCTIONS LEADING TO THE PREVIOUS INSTALLATION OF A SETSCREW THAT WAS T0O
SMALL TO ALLOW PROPER LOCKWIRING. THE PROCEDURE FOR MOTOR PINION GEAR
INSTALLATION HAS BEEN CHANGED TO INCLUDE DETAILED INSTRUCTIONS ON MOTOR PINION
OEAR INSTALLATION. HOWEVER, THE PROCEDURE WILL BE EVALUATED TO DETERMINE IF
ADDITIONAL GUIDANCE CONCERNING THE SELECTION OF SETSCREWS I8 WARRANTED.

£ 6] ARNOLD DOCKET 50-331 LER 90-015
MANUAL SCRAM FOLLOWING LOSS OF AIR SYSTEM PRESSURE DUE TO POORLY SOLDERED JOINT.
EVENT DATE: 091390 REPORT DATE: 101290 NSSS: GE TYPE: BWR

(NSIC 219740) ON SEPTEMBER 13, 1990, WITH THE REACTOR AT APPROXIMATELY 37% POWER,
OPERATIONS PERSONNEL MANUALLY SCRAMMED THE REACTOR (REACTOR PROTECTION SYSTEM
INITIATION) WHEN RAPIDLY DECREASING INSTRUMENT AIR PRESSURE RESULTED IN REACTOR
VESSEL LEVEL CONTROL DIFFICULTIES. THE FEEDWATER REGULATING VALVES, WHICH



<
« o
O had
- <~ “
< < W O
. [
P 4 <L K P -
- o Z 00O WO w
K INOdre L h @
B el L Okt ki
- > Oz 0
DWwOoOox > X b= o
AWk ODO«~0D O X
-“ ZEZ0O0FEWO—a
o ad L O e < & re O b
Wkire Db M X X =
X Wkl O Wb e
WA -O OeO O
WZE X A3 >
e > O 2
e ¥ ENOLE Ok
O el < W v s d
E O> XA Wre Ll o e
B b e 0> - O
e & ) O o< P
< ZODIOQODT A
OuW>X<0 CF ol < < N
WED.d QWX e
= e s L e O3
0 & Mg o>
CHEMIDWMZOOXOZ2
- E X < mt bl 0 s v
E QO & <X
- - OO 1 XX A0
-l O O e G
ek = x - g
e e EX00. 300
< <X Dk OOWA
O wes < Vi & <
Al b O W O
T OWnw ZTOS [
W o Fuwrmga.a0
Faegdwwwo o=z«
DWOX ST ~OuIC<—-DO
[+ ayeq e x &< o & =
~OF OF il id i ~dre
WX WO XK FaDv kv b
ZrabrZ G b2 L es
[l Ve O
A e B E WO OWVI0
ESWBOWOoOo W
o2 - O b= (VR &
EOZIAHWIZFWEOO-
OO O £l v
o) S Sl X0
& O e P el ow
- < -3 e DO > L
T JWwOoOddzZzOZOACAL
o O > berers o
SV E X O 3
R S N LA ™
- e X M E QX
>OOWa - W
e T A UEg O
el O W WZWe OO
rbhA“r\k.‘FA\ hr't,ﬂ.[\n.l
EAZO00ZHAEiHE-D
o -l wo ox
K~ .30 SOD»
b - PR I S e -
hes vlirkf.'b\\ 4585
. OOZX.J3 » fad <1
e ~0 - &= OO0 oW
z Q0 &™) e Sl v 2
i O Ol £ O > U0 B ad
e Z oK ek Z O e
e L D300 0 W WO
e Ereln O3 el >
Dl +» el
)

‘.
MWOZWHErmdZO0OZOC
EosDuwe. < drsd ")

-

= b
oz
el
—
< D
- B
P
=3

-
Ll -
—Q
vy -

-
vl
3
N
-

")
8.3
-l Ly
“d
& <

Bh

TYPE

NG &€

REPC

e
O
A
e
o
O &
i .3
e

=
O
- i3
7

>

'

20, 1990,

SEPTEMBER

TRUMENT

Y

w
i
=
O W
-
<L X
QO
- b
S i
s T I
= »
o
& O
W O
b X
s
-
< X
3 e
< Z
[es
O
X
-y
-
Z &
L
e
W O
S »e
-
-3

-
e

ia
<
’
b

e
= e
H
ad
v
§
3
¢
O
" K
Lad
a2
e
£
"

-
A L SRR
*J
>~ B
et {
La - “
L
L + d
/
1 "
& & L




SIGNIFICANT INCREASE IN ACTIVITY AT THIS TIME.

NO PERSONNE!

A LOCAL EVACUATION OF I[HE
AFFECTED AREAS WAS INITIATED AS A PRECAUTIONARY MEASURE.

CONTAMINATION OCCURRED, RADIATION CONTROL TECHNICIANS INSPECTED THE & MONITOR
THE DETEC 'OR WAS

AND IDENTIFIED THAT ITS DETECTOR KAD BECOME CONTAMINATED.

1812 HOURS.,
OCCURRED DURING AN INCREASE IN CONTAINMENT AIRBORNE ACTIVITY PRFQULT

CLEANED AND THE MONITOR RETURNED TO SERVICE AT

THE CON" AMINATION
NG FROM WATER

TURBULENCE DURING THE REACTOR CAVITY FILL. INDICATION FROM THE vnwONTAMINATED A
17X ABOVE BACKGROUND.

MONITOR SHOWED THE MAXIMU4 AIRBORNE ACTIVITY INCREASE WAS
THE HIGH ALARM SETPOINT WAS 300X ABOVE BACKGROUND,

IMPLICATIONS DUE TO IHXS EVENT. ISOLATION OF

TO A HIGH F IATION SIGNAL IS5 DESCRIBED IN UNIT

PCONTAINMENT PURGE AIR SYSTEM".

£ 10) EEAVER VALLEY 2 UC"“ll
SERVICE WATER SYSTEM FLOW BLOCKAGE DUE TO BUILDU
EVENT DATE: 0921920 REPORT DATE: 1025%¢C NG6SS

(NSIC 219929) ON 9721790 WITH THE UNIT, IN REFUELING,
(SWS) PIPING TO THE "B"™ TRAIN MOTOR CONTROL CENT

THERE WERE NO
CONTAINMENT VENTILATION
> UFSAR SECTION 9.4.

5”—&‘2

SAFETY
XN RESPONSE

LER 90-016
RROSION PRODUCTS.
TYPE: PWR

THE SERVICE WATER SYSTEM
CUBICLE COOLINC COIL,

2HVPXCLCR2G5B, WAS DIASSEMBLED FOR INSPECTION AND CLEANING IN RESPONSE TO GENERIC

LETTER 89-13., IT WAS DISCOVERED THAT THE LINES WERE BLOCKED BY A
CORROSION PRODUCTS. ON 9/25/90, THE SHS PIPING TO THE
COOLING COIL, Z2HVPXCLCR265A, WAS DIASSEMBLED FOR

LINES WERE DISCOVERED 70 BE PARTIALLY BLOCKED.
THE INLET AND OUTLET, PIPING TO BOTH TRAINS OF

TRAIN MCC CUBICLE COOLING COIL WAS RESTORED ON

WATER CLEANING.
ADDITIONALLY,

BUILDUP OF
"A"™ TRAIN MCC CUEICLE

INSPECTION AND CLEANING.

RADIOCRAPMY REVEALED BLOCKAGE OF
MCC CUBICLE COOLING COILS.
"B"™ TRAIN MCC CUBICLE COOLING COIL WAS RESTORED TO PROPER FLOW CONDITIONS ON
921790 BY A COMBUSTION OF CHEMICAL AND HIGH PRESSURE

THE

THE

THE 'A’
SAFETY

e
RELATED SERVICE WATER LOADS WILL BE TESTED FOR REOLIRED DESIGN BASIS SWS FLOW.

THERE WERE NO SAFETY IMPLICATIONS AS A RESULT CF THIS EVENT.

THE CCOLING COILS

ARE LOCATED WITHIN THE CUBICLES AND ARE DESICGNED TO MAINTAI' THE AMBIENT AREA

TEMPERATURE FOR THE MCC CUBICLES LESS THAN 104F W11
FLOW. THESE ”UWFO‘EPXS ARE DESCRIBED IN THE UPDATED
REPORT, SECTION 9. "ETATION SERVICE WATER SYSTEMS",

BEAVER VALLEY 2 DOCKET 50-412 LER 9%0-0

ATION SPRAY PUMPS' TIMER FAILURES.

092790 REPORT DATE: 102599 NSSS

UTOMATIC TIHING AND CONTROL INC.

219930) ON 9/27/90, DURING THE SECOND RIFLELIN
THE RECIRCULATION SPRAY PUMP TEST (2BVT

S THAT THE RECIRCULATION SPRAY PUMPS START 62
:NT ISOLATION PHASE B (CIB) SIGNAL. DURING

' STAR. WITHIN THE REQUIRED TIME PERIOu.

THE C AXTER 650 SECONDS AND THE D AFXFP éQb SECONDS.

' THESE PUMPS ARE BEING REPLACED WI

THESE REPLACEMENTS WILL BE COMPLETED PRIOR 10 Pl
IMPLICATIONS DUVE TO THIS EVENT. ENGI

'S FIRST REFUELING OUTAGE SHOWED THAT START
) HAVE NO ADVERSE AFFECTS ON THE PUNMPS' OP&RNIX N

FUNCTION. THIS ANALYSIS BOUNDS ALL "AS

BRAIDWOOD 1

OCK
TRAIN B SOLID STATE FR”TE ON SYSTEM AC

PLHSQNNEL ERROR, AND HDM!E\I DESIGN
DATE: 092990 REPORT CA. 1 102990
{ Rfl‘AN"E ELECTRIC COMPANY
WESTINCHOUSE ELECTRIC CORP

119947) AT 0345 ON 9729790 THE
D A CONTAZNMENT VENTILATION
NERE IN THEIR REQUIRED STATE.

TYPE: PWR

THE REQUIRED SERVICE WATER
FINAL SAFETY ANALYSIS

OUTAGE AT BEAVER VALLEY
WAS PERFORMED,
T0 633

THIS TEST
SECONDS AFTER A

MIS TEST, THE B, C AND D

THE B PUMP STARTED AFTER
THE MECHANICAL

PRECISE SOLID STATE

ANT PE%lARX

ABILITY TO

START DELAYS.

THERE WERE
‘EFRIhv AMAZVSXS PERFORMED DURING
(S AS LONG AS 668 SECONDS

ILL THEIR

COMPONENT

PRJ‘VCT'O' SYSTEM (SSPS)
GWPO (ENTS REPOSITIONED

IN B SAFETY

INJECTION




SIGNAL (81) OCCURRED CAUSING A REACTOR TFIP AND CONTAINMENT ISOLATION TO OCCUR AS
WELL AS STARTING TRAIN B ECCS COMPONENTS., THE B TRAIN OF SSPS WAS DECLARED
INOPERABLE AND A PLANT COOLDOWN WAS INITIATED. AT 0013 ON 9/30/90 A REACTOR
OPERATOR WAS PERFORMING AN SSPS TEST PROCEDURE WHEN THE TRAIN B SSPS MEMORIES
TEST SWITCH WAS INADVERTENTLY ROTATED FROM OFF TO POSITION 23. THIS ENABLED THE
PRESSURIZER AND STEAMLINE LOW PRESSURE SI AND STEAMLINE ISCLATION CIRCUITS WHICH
HAD BEEN BLOCKED. WITH BOTH PRESSURES BELOW THEIR RESPECTIVE SETPOINTS, A TRAIN
B SI AND A STEAMLINE ISOLATION OCCIPRED. DUE TO THE STEAMLINE ISOLATION, THE RCS
TEMPERATURE INCREASED ABOUT 12 DEGREES FROM 340 TO 352 F OVER THE NEXT 14 MINUTES
UNTIL COOLING WAS RE~ESTABLISHED, 350F IS THE LOWER LIMIT OF MODE 3 OPERATION.
AT 1020 ON 10/3/90 A SPURIOUS TRAIN B FEEDWATER ISOLATION OCCURRED WITH THE UNIT
IN COLD SHUTDOWN, THE CAUSES OF THE EVENT WERE COMPONENT FAILURE, PERSONNEL
ERROR, AND COMPCNENT DESICN INTERFACE. TRAIN B SSPS WAS REPAIRED, TRAINING WILL
BE PROVIDED, AND THE MEMORIES TEST SWITCH WAS RE-ORIENTED.

[ 13) EROWNS FERRY 1 DOCKET 50-259 LER 86-021 REV 02
UPDATE ON REACTOR BUILDING FLOOD LEVEL SWITCHES NOT SEISMICALLY QUALIFIED DUVE TO
DESIGN DEFICIENCIES.
EVENT DATE: 062086 REPORT DATE: 102990 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)

BROWNS FERRY 3 (BWR)
VENDOR: ROBERTSHAW CONTROLS COMPANY

(NSIC 219796) THIS LER REVISION IS BEING SUBMITTED TO PROVIDE SUPPLEMENTAL
INFORMATION AND IS8 A VOLUNTARY REPCRT., DURING THE DESIGN PROCESS, DESIGCN
ENGINEERS NOTICED THAT THE REACTOR BUILDING FLOCU LEVEL SWITCHES WERE LISTED IN
THE FINAL SAFETY ANALYSIS REPORT (FSAR) AS ONE OF AT LEAST TWO SEISMICALLY
QUALIFIED MEANS OF FLOOD DETECTION INSIDE THE REACTOR BUILDING. MOWECVER,
DOCUMENTATION AND DESIGN DRAWINGS DO NOT INDICATE THAT THIS MEANS OF INDICATION
IS SEISMICALLY QUALIFIED. THE FLOOD LEVEL SWITCH CIRCUIT PRCVIDES ANNUNCIATION
ONLY AND PERFORMS NO CONTROL FUNCTIONS. THEREFORE, SHOULD THESE CIRCUITS FAIL
DURING A SEISMIC EVENT IT WOULD REDUCE THE QUANTITY AND DIVERSITY OF INDICATION
OF FLOODING IN THE REACTOR BUILDING., NO ACTUAL FAILURES HAVE OCCURRED.
TENNESSEE VALLEY AUTHORITY'S (TVA'S) SAFETY EVALUATION CONCLUDED THAT THE
NONCOMPLIANCES DO NOT CONSTITUTE AN UNREVIEWED SAFETY QUESTION AND FURTHERMORE
THAT NO NUCLEAR SAFETY CONCERNS EXIST WITH THE CURRENT NONSEISMIC CONFIGURATION.
THE BROWNS FERRY NUCLEAR PLANT (BFN) FSAR HAS BEEN REVISED IN THE ANNUAL FSAR
SEISMIC DESCRIPTION AND TAKE CREDIT FOR EXISTING OPERATOR ACTIONS TO DETECT AND
MITIGATE FLOODING EVENTS., ALSO, THE BROWNS FERRY EARTHQUAKE PROCEDURE HAS BEEN
25:{?5?!30 CORRECTLY IDENTIFY THESE FLOOD SWITCHES AS NOT BEING SEISMICALLY

[ 14) EROWNS FERRY 1 DOCKET 50-239 LER 90-012 REV 01
UPDATE ON MIGH~-PRESSURE FIRE PROTECTION SYSTEM IN VIOLATION OF TECHNICAL
SPECIFICATIONS BECAUSE FUNCTIONAL TEST NOT PERFORMED.
EVENT DATE: 080190 REPORT DATE: 101590 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)

BROWNS FERRY 3 (BWR)

(NSIC 219827) ON AUGUST 1, 1990 DURING A REVIEW OF THE FIRE PROTECTION TECHKNICAL
SPECIFICATICNS (TS) TVA DISCOVERED THAT THE MIGH-PRESSURE FIRE PROTECTION (HPFP)
SYSTEM FIRE PUMP START LOGIC WAS NOT BEING TESTED TO VERIFY THAT THE FIRE
PROTECTION SYSTEM SWITCH SETPOINT ACTUATE AT 120 PSIG AFTER AN INITIAL PUMP
STARTUP AS REQUIRED BY CURRENT TS. THE ROOT CAUSE OF THIS EVENT WAS PERSONNEL
ERROR. DURING PREPARATION OF THE SURVEILLANCE INSTRUCTION (SI) THAT VERIFIED TS
COMPLIANCE, THE REQUIREMENT TO VERIFY THAT AFTER INITIAL HIGH-PRESSURE FIRE PUMP
ACTUATION EACH SUBSEQUENT MIGH-PRESSURE FIRE PUMP STARTS SEQUENTIALLY TO MAINTAIN
THE HPFP SYSTEM EQUAL OR GREATER THAN 120 PSIC WAS NOT INCLUDED. THE CORRECTIVE
ACTION FOR THIS EVENT WAS TO RAISE THE SETPOINT OF THE PRESSURE SWITCH THAT
CONTROLLED THE FIRE PUMP SEQUENCING FROM 100 PSIG TO 120 PSIG. FURTHER
CORRECTIVE ACTICNS WILL INCLUDE: REVISING THE APPROPRIATE SI TO FULFILL THE
REQUIREMENTS OF THE TS, RE~EVALUATING THE PRESSURE SWITCH SETPOINT, AND
CORRECTING THE ERROR CREATED DURING THE ENGINEERING CHANGE NOTICE CLOSURE.



[ 18] BROWNS FERRY 2 DOCKET 50-260 LER 90-005
DEENERGIZATION OF REACTOR PROTECTION SYSTEM DUE TO MOTOR GENERATOR SET OPERATION
CAUSED BY THE MOTOR OVERLOAD RELAY MISOPERATION,
EVENT DATE: 100290  REPORT DATE: 103190 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: BROWNS FERRY 1 (BWR)

BROWNS FERRY 3 (BWR)
VENDOR: GENERAL FLECTRIC CO.

(NSIC 219828) ON OCTOBER 2, 1990 AT 0455 WOURS UNIT 2 REACTOR PROTECTION SYSTEM
(RPS) BUS ZB WAS DEENERGIZED WHEN THE ASSOCIATED RPS MOTOR CENERATOR (MG) SET
TRIPPED. THIS RESULTED IN THE ACTUATION LOGIC OF PLANT ENGINEERED SAFETY
FEATURES INCLUDING A PRIMARY CONTAINMENT ISOLATION SYSTEM (PCIS) GROUP 6
ISOLATION OF THE UNIT 2 REACTOR BUILDING VENTILATION AND PCIS GROUP 3 (REACTOR
WATER CLEANUP) ISOLATION. AN INVESTIGATION INTO THE CAUSE OF THE RPS BUS
DEENERGIZATION REVEALED THAT CIRCUIT PROTECTORS 2B1 AND 2B2 TRIPPED AND RPS MG
SET 2B COASTING DOWN. A VISUAL INSPECTION OF THE MG SET CONTROL PANEL FOUND NO
FAILED OR BURNED COMPONENTS WITHIN THE MG SET CONTROL CIRCUITRY. THE PHASE A
MOTOR OVERI.OAD RELAY WAS FOUND TO MAVE AN ABNORMALLY HIGH RESISTANCE. THE ROOT
CAUSE OF THE EVENT WAS RANDOM COMPONENT FAILURE. THE MIGH RESISTANCE OF THE
MOTOR CVERLOAD RELAY CONTACT IN THE MG SET CAUSED A MG MOTOR STARTER COIL CONTROL
RELAY TO DROP OUT., THIS TRIPPED THE MG SET AND DEENERGIZED THE RPS BUS. THE HIGH
RESISTIVITY OF THE MOTOR OVERLOADP kELAY CONTACT WAS REDUCED BY REPEATED ACTUATION
OF THE CONTACT RESET MECHANISM, THE CONTACT WAS CLEANED TO ENSURE THAT GOOD
CONTACT CONTINUITY WAS ESTABLISHED. THE MOTOR WAS BRIDGED AND MEGGER TESTED TO
ENSURE NO PHASE IMBALANCE OR WINDING INSULATION DAMAGE EXISTED.

[ 16) ERUNSWICK 1 DOCKET 50~-325 LER 90-016
OPERATION PROMIBITED BY PLANT TECHNICAL SPECIFICATIONS DURING SCRAM DISCHARGE
VOLUME MAINTENANCE AND SURVEILLA.E ACTIVITIES.

EVENT DATE: 091790  REPORT DATE: 101790 NSSS: GE TYFE: BWR

(NSIC 219864) DURING REVIEW OF MAINTENANCE THAT HAD BEEN PERFORMED ON THE
C11«LSH~ 4516C SCRAM DISCHARGE LEVEL SWITCH IT WAS DETERMINED THAT, AS A RESULT
OF A JUMPER BEING USED DURING THE EVOLUTION TO DISABLE THE KALF-SCRAM INPUT
STGNAL FROM THE AC CHANNEL THE TECHNICAL SPECIFICATION REQUIREMENT FOR OPERABLE
CHANNELS 1N THE "A™ TRIP SYSTEM WAS NOT MET SUBSEQUENTLY. THE TECHNICAL
SPECIFICATION ACTION STATEMENT FOR PLACING THE TRIP SYSTEM IN THE TRIPPED
CONDITION WITHIN CNE MOUR OF NOT HAVING THE MINIMUM NUMBER OF CHANNELS OPERABLE,
WAS NOT MET. THE CAUSE OF THE EVENT WAS THE FAILURE OF THE SENIOR REACTOR
OPERATOR INVOLVED IN THE EVENT TO RECOGNIZE THE SCOPE OF THE INVOLVED JUMPER. 1IT
WAS NOT RECOGNIZED THAT THE JUMPER INSTALLED BY THE SURVEILLANCE PROCEDURE USED
FOR THE MAINTENANCE DISABLED BOTH INSTRUMENTS IN THE A2 INSTRUMENT CHANNEL,
THEREFORE THE CMANNEL AND TRIP SYSTEM DID NOT MEET OPERABILITY REQUIREMENTS.
CORRECTIVE ACTIONS INCLUDE TRAINING OF BOTH OPERATIONS AND I&C PERSONNEL ON THE
EVENT, AND FURTHER CLARIFYING THE SURVEILLANCE PROCEDURE NOTATION AS TO THE
INSTRUMENTS BEING MADE INOPERABLE BY THE JUMPER. THE SAFETY SIGNIFICANCE OF THE
EVENT 1S CONSIDERED MINIMAL. THE REDUNDANT A1 CHANNEL WAS OPERABLE DURING THE
EVOLUTION, AS WELL AS THE CORRESPONDING "B" TRIP SYSTEM CHANNELS. THE SYSTEM WAS
STILL FULLY CAPABLE OF PROVIDING THE REQUIRED LOGIC RESPONSE,

£ 172 BRUNSWICK 1 DCCKET 50~325 LER 90-015
INCORRECT LOCAL POWER RANCE MONITOR ASSIGNMENT DUE TO REVERSED TABLES.
EVENT DATE: 092690 REPORT DATE: 102690 NS§SS: GE TYPE: BWR

OTHER UNITS INVOLVED: BRUNSWICK 2 (BWR)

(NSIC 215899) WHILE REVIEWING THE UNIT 2 ON-DEMAMND COMPUTER PRINTOUTS OF THE
LOCAL POWER RANGE MONITOR (LPRM) READINCS FOR THE CURRENT REFUEL OUTAGE STARTUP
SEQUENCE, TWO LPRMS KERE FOUND BY THE SYSTEM ENGINEER TO BE READING INCONSISTENT
WHEN COMPARED TO OTHER LPRMS IN THE SAME OENERAL AREA. INVESTIGATION HAS
DETERMINED THAT THE CABLE REVERSAL OCCURRED DURING LPRM MARDLIME CABLE
MODIFICATION INSTALLATION. EXACT CAUSE FCR THE REVERSAL HAS NOT BEEN DETERMINED
AT THIS TIME DUE TO LACK OF ACCESSIBILITY TO THE AREA WHERE THE CABLES ARE
REVERSED. CORRECTIVE ACTIONS INCLUDE DEVELOPMENT OF A PROCEDURE TO VERIFY LPRM
RETECTOR CONFIGURATION FOLLOWING EACH REFUEL OUTAGE, ADUITIONAL TAGGING CCNTROLS



OF UNDERVESSEL CABLES, RESLURING THE CABLES TO THEIR PROPER CONFIGURATION DURING
UPCOMING REFVEL OUTAGES, REVIEW OF MISTORICAL DATA FOR OTHER POTENTIAL PAST
OPERABILITY CONCERNS, AND FURTHER INVESTIGATION UPON ACCESSIBILITY OF THE DRYWELL
AREA, AN ANALYSIS PERFORMED BY GENERAL ELECTRIC HKAS DETERMINED THAT NO POTENTIAL
OPERABILITY CONCERNS EXISTED FOR THERMAL LIMIYS, APRM CONFIGURATION, OR THE ROD
BLOCK MONITOR SYSTEM. THE EVENT WAS DETERMINED NOT TO BE REPORTABLE UNDER
10CFRS0.73; HOWEVER, THIS REPORT 1§ BEING SUBMITTED AS A VOLUNTARY LER IN
ACCORDANCE WITH NUREG-1022 DUE TO THI POTENTIAL SAFETY SIGNIFICANCE OF THE ISSUVE,
AND THE POTENTIAL FUR SIMILAR CONCERNS AT OTHER UTILITIES.

[ 18] BRUNSWICK 1 DOCKET 50-325 LER 90-017
HIGH PRESSURE REACTOR SCRAM WHILE PERFORMING PT-40.2.10 DUE TO ERRONEOUS
PROCEDURE GUIDANCE AND DEFECTIVE TURBINE STOP VALVE SWITCHES.

EVENT DATE: 092790  REPORT DATE: 10269¢C NS§SS: GE TYPE: BWR

(LSIC 219665) DURING A SCHEDULED UNIT 1 SHUT DOWN FOR A REFUEL/MAINTENANCE OUTAGE
9N SEPTEMBER 27, 1990, THE REACTOR SCRAMMED ON HIGH PRESSURE AT 0348, DURING THE
PERFORMANCE OF PERIODIC TEST (PT) 40.2.10, TURBINE CONTROL/STOP VALVES (TCV/TSV)
LEAK TIGMTHESS TESTING. PRIOR TO THE EVENT, THE REACTOR WAS AT APPROXIMATELY 22%
POWER AND THE EMERGENCY CORE COOLING SYSTEMS (ECCS) WERE OPERABLE IN STANDBY
READINESS. EVENT RECOVERY WAS IN ACCORDANCE WITH SITE EMERGINCY OPERATING
PROCEDURES, NO ECCS OR ENGINEERED SAFETY FEATURE ACTUATIONS OR ISOLATIONS OTHER
THAN SCRAM SIOGNALS OCCURRED. THE EVENT WAS OCCURRED BY ERRONEOUS PROCEDURAL
GUIDANCE, INCORPORATED INTO THE PT FROM A VENDOR DOCUMENT, AND DEFECTIVE SWITCHMES
ON THE TSVS WHICH ALLOWED THE TCVS TO OPEN WHEN THE TSVS WERE CLOSING, THIS
RESULTED IN THE TURBINE BYPASS VALVES (BPV) OPEN DEMAND SIGNAL BEING LIMITED BY
THE MAXIMUM COMBINE FLOW CIRCUITRY OF THE TURBINE CONTROL SYSTEM., THE CLOSURE OF
THE TBVS OCCURRED REACTOR PRESSURE TO INCREASE TO THE SCRAM SETPOINT. MAXIMUM
POWER ATTAINED DURING THE SCRAM WAS 28%. THIS EVENT HAD MINIMAL SAFETY
SIGNIFICANCE AS THE REACTOR 18 ANALYZED FOR A HIGH PRESSURE SCRAM FROM FULL
POWER., PAST MIGH PRESSURE SCRAM EVENTS WERE REVIEWED AND FOUND NOT TO BE RELATED
TO THIS EVENT. THE PROCEDURE WILL BE REWRITTEN AND THE SWITCHES WILL BE REPAIRED.

[ 19) ERUNSWICK 1 DOCKET 50-325 LER 90-018
PRIMARY CONTAINMENT ISOLATION SYSTEM GROUP & ISOLATION AND STANDBY GAS TREATMENT
SYSTEM AUTO START DUE TO LOSS OF POWER TO MAIN STACK RADIATION MONITOR.

EVENT DATE: 092790 REPORT DATE: 102690 NS§§8S: G& TYPE: BWR

(NSIC 219866) ON 9/27/90, UNIT 1 RECEIVED A PRIMARY CONTAINMENT ISOLATION SYSTEM
(PCIS) GROUP & ISOLATION AND STANDBY GAS TREATMENT SYSTEM (SBGT) AUTOSTART AS A
RESULT OF A MOMENTARY LOSS OF POWER TO TKE MAIN STACK RADIATION MONITOR. THE
LOSS OF POVWER TO THE MAIN STACK RADIATION MONITOR WAS DUE TO MOMENTARY ELECTRICAL
SYSTEM PERTURBATIONS FOLLOWING A REACTOR SCRAM ON UNIT 2. SYSTEMS RESPONDED AS
EXPECTED. THE UNIT 2 SCRAM CAUSAL FACTORS AND CORRECTIVE ACTIONS ARE REPORTED IN
LER 2+90-15. NO FURTHER CORRECTIVE ACTIONS RELATIVE TO THIS EVENT ARE CONSIDERED
NECESSARY. THE SAFETY SIGNIFICANCE OF THIS EVENT RELATIVE TO UNIT 1 IS
CONSIDERED MINIMAL,

[ 20) BERUNSWICK 1 DOCKET 50-325 LER 90-019
PRIMARY CCNTAINMENT ISOLATION SYSTEM GROUP 6 ISOLATION WITH STANDBY GAS TREATMENT
SYSTEM AUTO START AND REACTOR BUILDING VENTILATION ISOLATION WHILE PERFORMING
MAINTENANCE SURVEILLANCE TEST.

EVENT DATE: 100290 REPORT DATE: 110190 NSSS: CE TYPE: BWR

(NSIC 219867) ON 10/2/90, AT 0938, WHILE PERFORMING A SURVEILLANCE TEST ON
VENTILATION RADIATION MONITOR DETECTOR CHANNEL "A", A TECHNICIAN MISTAKENLY
PLACED THE "B" CHANNEL DETECTOR TO THE RADIATION SOURCE. THIS RESULTED IN
REACTOR BUILDING OUTBOARD VENTILATION DAMPER AND GROUP & VALVE ISOLATIONS. AND
STANDBY GAS TREATMENT (SBGT) SYSTEM AUTO STARY. THE CAUSE OF THE EVENT WAS
PERSONNEL ERROR, FAILURE BY THE INVOLVED TECHNICIAN TO PROPERLY VERIFY THE
CHANNEL BEINGC TESTED. A MUMAN PERFORMANCE EVALUATION PERFORMED FOR THE EVENT
DETERMINED THAT COMPONENT LABELING, PERSONNEL MINDSET, AND COMMUNICATION WERE
POTENTIAL CONTRIBUTING FACTORS. CORRECTIVE ACTIONS INCLUDE DISCIPLINARY ACTION



LING THE DETECTORS, AND TRAI )
ES. THE EVENT HAD MINIMAL SATE £ ICANC(

WITH THE INVOLVED INDIVIDUALS LABE
PERSONNEL ON COMMUNICATION GUIDLIN

[ 213, ERUNSWICK 1 CKET 50~3258
TECHNICAL SPECITICATION 3.0.3 ENTRY DUE TO LOf OF ALL DIESEL GE
EVENT DATE: 100,90 REPORT DATE: 110190 3

OTHER UNITS INVOLVED: BRUNSWICK 2 (EBWR)

VENDOR: ALLEN~BRADLEY CO.

(NSIC 219900) UNIT 1 WAS IN REFUVEL WITH XT&
UNDER CLEARANCE FOR MAINTENANCE, AND UNIT 2 WAS
PERFORMANCE OF A DIESEL GENERATOR (DG) PERIODIC
INOFERABLE . BASED ON REVIEWS OF TECH SPECS AND
B4-06, REV., 102, THE 2B NSW PUMP "WAS DECLARED { .RABL ' ) LC {

POWER SOFTTY‘ AS A RESULT, PEP THE BASES CF 1 JG=06 V., 10, IT WAS

DETERMINED THAT BOTH UNITS WERE IN AN UNAN . ) IVE TC THE
ADEQUACY LF SERVICE WATER FLOW UNDER CEK‘A AI 0420 ON
1078790, ALL FOU R DGb WERE DECLARED XNOPERAEIL. . 3 ENTERED FOR
UNIT 2 UNIT 1 SPENDED CORE ALTERATIONS AND AC H \HI'“ FAU THE POTENTIAL
FOR DRﬁINIKS TNF VLSS[L. THE FAILURE OF DG B& WAS SULT OF A FAILED RELAY IN
THE PRE~START CIRCUITRY. THE RELAY WAS REPLACED, ) DG #6 WAS TESTED AND
RETURNED TO S®ERVICE. UNIT 2 COMMENCED A FOWER INCR E TO RATED CONDITIONS, AND
OUTAGE ACTIVITIES ON UNIT 1 RESTARTEL, NO GENERIC CONCERNS WERE IDENTIFIED WITH
THIS FAILURE THE SAFETY SIGNIFICANCE OF THE EVENT FIH ”Zh'ﬂkl. AS THE SMUTDOWN
REQUIREMENTS WAS PREDICATED ON A TSI WHICH EVALUATES SW SYSTEM REQUIREMENTS
DURING A DESION BASIS LOCA WITH A CONCURKENT LOSS OF OFF+~SITE POWER AND A FAILURE

OF AN EMERCENCY BUS THE PROBABILITY OF THESE STIMULTANEOQOUS EVENTS 18 EXTREMELY
LOW,

)m-«r:._r-4~

[ 22 BERUNSWICK 2 DOCKET 50-326 LER 90~012 REV 01
UPDATE ON SCRAM CAUSED BY FAILURE OF THE START-UP LEVEL CONTROL VALVE RESULTING
IN A LOW LEVEL RPS ACTUATION

EVENT DATE: 083090 REPORT DATE: 110190 NSSS: GE TYPE: BWR

VENDOR: FISHER FLOW CONTROL DIV (ROCKWELL INT)

(NSIC 219862) ON AUGUST 30, 1990, UNIT 2 REACTOR START-UP WAS IN PROGRESS. THE
REACTOR WAS AT APPROXIMATELY 8X POWER AND 300 PSIG. THKE EMERCENCY CORE COOLING
SYSTEMS WERE OPERABLE IN STANDBY LINE UP EXCEPT FOR THE RIG) SURE COOLANT
INJECTION SYSTEM WHICH WAS INOPERABLE AWAITING THE PERFORMA THE MPCI SYSTEM
OPERABILITY TEST. AT 1656 THE START-UP LEVEL CONTROL VALVE ) FAILED CLOSED
RESULTING IN A LEVEL TRANSIENT. AT 1657 THRE REACTOR PROTECTION SYSTEM (RPS) LOW
LEVEL #1 SETPOINT (165%) WAE REACHED CAUSING A REACTOR SCRAM. PRIMARY
CONTAINMENT ISOLATION SYSTEM GROUPS 2, & AND & ALS0 RECEIVED AN ISOLATION SIGNAL
AND ACTUATED PER DESIGN. SCRAM RECOVERY WAS IN ACCORDANCE WITH THE EMERGENCY
FLOWCHARTS AND PROCEDURES. APPROXIMATELY R0 MINUTES AFTER THE SCRAM, LEVEl WAS
STABILIZED. THE CAUSE OF THE SULCV FAILURE IS BELIEVED TO BE WORN O~-RING SEALS,
THE SEALS MAVE BEEN REPLACED AND THE SULCV IS OPERATING PROPERLY. THE WORN SEALS
ARE BEING ANALYZED TO DETERMINE THE CAUSE OF THE FAILURE. THE SAFETY
SIOGNIFICANCE OF THIS EVENT IS MINIMAL. LEVEL WAS RECOVERED WITHOUT THF NEED FOR

SAFETY SYSTEM INJECTION AND THE UNIT IS DESIUNED FOR A LEVEL TRANSIENT ¥FROM FULL
POWER.

{ 23] BRUNSWICK 2 DOCKET 50-324 LER 90-013
HPCI DECLARED INOPERAELE DUE TO ERRATIC PERFORMANCE DURING PERIODIC TESTING.
EVENT DATE: 090690 REPORT DATE: 100490 NSSS: GE TYPE: BHWR
VENDOR: WOODWARD GOVERNOR COMPANY

(NSIC 219732) UNIT 2 WAS OPERATING AT 95X POWER. ON ©/6/90, DURING PERFORMANCE
OF THE QUARTERLY HIGH PRESSURE COOLANT INJECTION (HPCI) OPERABILITY TEST, THE
HPCI TURBINE EXHIBITED ERRATIC OPERATION AND DID NOT STABILIZE UPON REACHING
RATED CONDITIONS. THE SYSTEM WAS TRIPPED AND DECLARED INOPERABLE, AND AN LIMITED
CONDITION FOR OPERATION (LCO) INITTATED. DURING INVESTIGATION OF THIS EVENT, THME
NEEDLE VALVE ON THE COVERNOR SPEED CONTROL SYSTEM WAS FOUND TO BE MORE OPEN THAT
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ASSEMBLY T77K HMAD BEEN COMPLETED AFTER REMOVING THE INDICATED FUEL RODLET AND
REPLACING 1T WITH A STAINLESS STEE’. DUMMY RODLET. THE RECONSTITUTION BASKET LID
WAS CLOSED AND THE STEPS WERE PERFORMED TO SECURE THE LID IN PLACE PRIOR TO
ROTATING THE BASKET TO THE UPRIGHT POSITION. DURING THE ROTATION PROCESS, TKE
FUEL ASSEMELY SLIPPED OUT OF THE BASKET AND CAME TO REST ON THE TOP OF AN EMPTY
FUEL RACK WHILE REMAINING PARTIALLY INSERTED IN THE RECONSTITUTION BASKET. THE
ASSEMBLY M/S BEEN TRANSFERRED TG A FAILED FUEL STORAGE CANISTER IN THE SPENT FUEL
POOL. PROCEDURAL AND WORK ACTIVITY CHANGES MAVE BEEN M/~%., THIS EVENT WAS
DETERMINED TO BE REPORTABLE IN ACCORDANCE WITH 10CFR20. ‘(A)(4),

[ 27] CALLAWAY 1 DOCKET 50-483 LER 90-010
TECHNICAL SPECIFICATION 3.3.3.1 ACTION 27 WAS NOT MET WITHIN ONE KHOUR DUE T0O
COGNITIVE PERSONNEL ERROR.

EVENT DATE: 091890 REPORT DATE: 101890 NSSS: WE TYPE: PWR

(NSIC 219951) ON 09/18/90 AT 0715 CDT, THE OPERATING CREW DETERMINED THE TECH
SPEC (T/8) 3.3.3.1 ACTION 27 ONE MOUR LIMIT TO INITIATE A CONTROL ROOM
VENTILATION ISOLATION SIGNAL (CRVIS) "HAD NOT BEEN MET UPON DISCOVERING BOTH
CONTROL BUILDING VENTILATION EXHAUST FANS AND THE SUPPLY FAN MAD BEEN TURNED OFF
AT 0410 TO PERFORM PREVENTIVE MAINTENANCE AND TO ALLEVIATE A PROBLEM WITK OPENING
THE CONTROL ROOM DOOR. TURNING OFF THE FANS RESULTED IN A STATIC AIR CONDITION
AROUND THE RADIATION MONITOR (CK-RE-4 & 5) WHICH COULD PREVENT AN AUTOMATIC
CONTROL ROOM VENTILATION ISOLATION SIGNAL. THE EXHAUST FAN WAS IMMEDIATELY
STARTED UPON DISCOVERY. PLANT WAS IN MODE 1, 80% REACTOR POWER, THE LICENSED
OPERATORS DID NOT RECALL THWAT THE CONTROL BUILDING EXHAUST FANS AND THE SUPPLY
FAN SUPPORTED THE RADIATION MONITORS. SINCE THE CONTROL BUILDING SUPPLY FAN AND
EXMAUST FANS ARE NOT SAFETY-RELATE NOR SPECIFICALLY R!QUIRED IN T/8, THE
OPERATORS DID NOT CONNECT THEIR OPERATION TO T/8 3.3.3.1. NOTES WERE ADDED TO
THE APPROPRIATE WORK DOCUMENTS TO CONNECT THE FANS TO THE RADIATION MONITOR'S 1/8
5.3,3.1., THE ADDITION OF AN ANNUNCIATOR TO ALERT THE OPERATORS WHEN THE FANS
HAVE BEEN SECURED WILL BE EVALUATED IN THE ABSENCE OF SUCH AN ANNUNCIATOR.
OPERATOR AIDS WILL BE PLACED AT THE FAN SWITCHES TO REFER THE OPERATOR TO 1/S.
SHIFT SUPERVISORS WILL REVIEW THIS EVENT WITH THEIR RESPECTIVE OPERATING CREWS.

[ 28] CALLAWAY 1 DOCKEY1 50-48% LER 90-011
ENGINEERED SAFETY FEATURES ACTUATIONS DUE TC A SPURIOUS SIGNAL ON A FUEL BUILDING
RADIATION MONITOR.

EVENT DATE: 10039¢C REPORT DATE: 110290 NSSS: WE TYPE: PWR

(NSIC 219952) ON 10/3/90 AT 0850 CDT, ENGINEERED SAFETY FEATURES CONTROL ROOM
VENTILATION ISOLATION AND FUEL BUILDING VENTILATION ISOLATION ACTUATIONS WERE
RECEIVED DUE TO A SPURIOUS SIGNAL ON FUEL BUILDING EXKAUST RADIATION MONITOR
GU-RE-27. PROPER ACTUATION OF DAMPERS AND FANS WAS VERIFIED BY THE LICENSED
OPERATORS. UTILITY HEALTH PHYSICS TECHNICIANS CONDUCTED A RADIATION SURVEY IN THE
FUEL BUILDING AND FOUNN NO ABNORMAL RADIATION LEVELS. GG-RE-27 WAS DECLARED
INOPERABLE AND THNE "A"™ TRAIN EMFRGENCY EXHAUST SYSTEM WAS ISOLATED. THE PLANT WAS
IN MCDE 6 - REFUELING. THE PROBABLE ROOT CAUSE OF THIS EVENT WAS A SPIKE ON
OC~RE-27. A CONTRIBUTING FACTOR WAS A MISCALIBRATED GG-RE-27 DUE TO A TAPED OVER
CALIBRATION SOURCE. UTILITY INSTRUMENT AND CONTROL (I&C) TECHNICIANS HAVE REMOVED
THE TAPE AND RECALIBRATED GG-RE-27 AND ONE OTHER MONITOR AFFECTED BY USE OF THE
TAPED OVER SOURCE. IN ADDITION, UTILITY I&C TECHNICIANS WILL BE TRAINED ON PROPER
USAGE OF CALIBRATION SOURCES. AN EVALUATION TO DETERMINE THE CAUSE OF THE
GG-RE~27 SPIKE IS ONGOING. OG-RE~Z7 WAS RETURNED TO SERVICE AT 1643 ON 10/5/90
AND THE "A"™ EMERGENCY EXHAUST SYSTEM WAS RETURNED TO OPERATION.

[ 29) CALLAWAY 1 DOCKET 50-483 LER 90-012

CORE ALTERATION PERFORMED WHEN A SOURCE RANGE NUCLEAR INSTRUMENT WAS INOPERABLE
DUE TO PERSONNEL ERROR.

EVENT DATE: 100390 REPORT DATE: 110190 NSS8S: WE TYPE: PWR

(NSIC 219953) ON 10/3/90 AT 0900 CDT, A CREW HEADED BY AN UTILITY LICENSED SENIOR
REACTOR OPERATOR BEGAN TO REMOVE AN IRRADIATION SPECIMEN FROM THE REACTOR VESSEL.
PER TECHNICAL SPECIFICATION (T/S8) DEFINITION THIS IS A CORE ALTERATION. AT 1020,
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A SOURCE RANGE NUCLEAR INSTRUMENT (SRN1) WAS DECLARED INOPERABLE TO ALLOW
PREVENTIVE MAINTENANCE (PM). PER T/8 3.9.2, NO CORE ALTERATIONS ARE ALLOWED WITH
AN INOPERABLE SRNI. THE CORE ALTERATION WAS CEASED AT APPROXIMATELY 1200. THE
PLANT WAS IN MODE 6 - REFUELING WITK 53 OF 193 FUEL ASSEMBLIES IN THE REACTOR
VESSEL CORE. THE ROOT CAUSE OF THIS EVENT IS ATTRIBUTABLE TO COGNITIVE PERSONNEL
ERROR. KNOWING THAT THE SPECIMEN REMOVAL WAS OUTSIDE THE CORE, THE LICENSED
SHIFT SUPERVISOR FAILED TO REALIZED THAT THIS WAS A CORE ALTERATION. BOTH THE
SPECIMEN REMOVAL AND THE SRNI PM KAD BEEN ADVANCED IN THE SCHEDULE WHEN FUEL
MOVEMENT MAD BEEN MALTED DUE TO MECHANICAL PROBLEMS WITH THE FUEL TRANSFER CART.
PROCEDURE OTS-KE«00009 FOR REMOVING THE SPECIMEN DID NOT IDENTIFY THIS AS A
POTENTIAL CORE ALTERATION., THE DEFINITION AND SPECIFIC EXAMPLES OF CORE
ALTERATION WILL BE EMPHMASIZED IN INITIAL OPERATOR TRAINING AND FUTURE REFUEL
TRAINTNG. OTS-KE-00009 MAS BEEN REVISED TO DEFINE THE SPECIMEN REMOVAL EVOLUTION
AS A CORE ALTERATION WHEN FUEL 18 IN THE VESSEL.

[ 30) CALVERT CLIFFS 1 DOCKET 50-317 LER 89-025 REV 01
UPDATE ON MISSED FIRE WATCH TOUR DUE TO PERSONNEL ERROR,
EVENT DATE: 121189  REZPORT DATE: 101990 NSSS: CE TYPE: PWR

(NSIC 219802) ON DECEMBER 8, 1989, YHE ACTION STATEMENT FOR UNIT 1 TECHNICAL
SPECIFICATION (TS) 3.7.12 WAS ENTERED AS A PRECAUTIONARY MEASURE. 1IT HAD BEEN
DETERMINED THAT VENTILATION DUCTE PENETRATING A TS FIRE BARRIER COULD NOT BE
ACCESSED TO DETERMINE IF FIRE DAMPERS WERE INSTALLED. FOR OME BARRIER, THERE 1§
SMOKE DETECTION ON BOTH SIDES OF THE BARRIER, BUT AUTOMATIC SPRINKLERS ONLY ON
ONE SIDE. THEREFORE, AN HOURLY FIRE WATCM TOUR WAS INITIATED. ON DECEMBER 11,
1989, THE HOURLY FIRE WATCH TOUR WAS MISSED AT MIDNIGHT. THE HOURLY TOUR AT 2300
ON DECEMBEPR. 10, 1989% AND THE KOURLY TOUR AT 0100 ON DECEMBER 11, 1989 WERE
PERFORMED. UNIT 1 WAS IN COLD SHUTDOWN (MODE 5) DURING THE INCIDENT, THE CAUSE
OF THE EVENT HAS BEEN DETERMINED TO BE COUNITIVE PERSONNEL ERROR. LACK OF
MANAGEMENT OVERSIGHT CONTRIBUTED TO THE EVENT. A CONTRACT FIRE BRIGADE MEMBER
WAS ASSIGNED TO PERFORM THIS TOUR AT MIDNIGHMY. THE TOUR WAS NOT PERFORMED.

THERE WAS NO PROGRAM IN PLACE TO INSURE THAT THIS ASSIGNMENT WAS CARRIED OUT. TO
PREVENT FUTURE EVENTS OF THIS TYPE, A SINGLE CONTRACT FIRE BRIGADE MEMBER IS

égsagglgﬁxﬁg THEIR PRIMARY RESPONSIBILITY, TO PERFORM ALL HOURLY FIRE WATCH TOURS

[ 31] CALVERT CLIFFS 1 DOCKET 50-317 LER 90-026
TILTED EXCORE DETECTORS CAUSED BY INADEQUATE PROCEDURAL GUIDANCE.
EVENT DATE: 082490 REPORT DATE: 102290 NSSS: CE TYPE: PWR

OTHER UNITS INVOLVED: CALVERT CLIFFS 2 (PHR)

(NSIC 219858) ON AUGUST 24, 11790, IT WAS DISCOVERED THAT TWO EXCORE NUCLEAR
INSTRUMENTATION (NI) DETECTOR WELLS ON UNIT 1 WERE TILTED SIX DEGREES. ON
SEPTEMBER 20, 1990, IT WAS DETERMINED THAY THESE DETECTORS WOULD BE CONSIDERED
NOT OPERABLE FOR THE AXIAL POWER DISTRIBUTION (APD) TRIP WHILE TILTED. THIS
CONSTITUTES A VIOLATION OF TECHNICAL SPECIFICATION (TS) 3.3.1.1. THE ROOT CAUSE
OF THIS EVENT WAS INADEQUATE PROCEDURAL GUIDANCE. TO CORRECT THKIS CONDITION, THE
TILTED DETECTORS WERE CORRECTLY POSITIONED. THE PROCEDURES FOR INSTALLING THE
NDETECTORS ARE BEING REVISED AND APPROPRIATE PERSONNEL WILL BE TRAINED. POWER
ASCENSION T7OUR UNIT 1 WAS HELD AT 30 PERCENT POWER TO PERFORM EXCORE ASI
CALIBRATIUNS. WE ALSO ZTOPPED TO CALIBRATE EXCORE ASI BETWZIEN 85 AND 90 PERCENT
POWER AS PART OF OUR NORMAL STARTUP PROCESS FOLLOWING AN EXTENDED OUTAGE. THIS
PROCESS WILL BE REPEATED DURING UNIT 2 STARTUP. THIS ISSUE WAS FOUND DURING THE
DEVELOPMENT OF ROUTINE TRAINING. IT WAS ALSC INDEPENDENTLY IDENTIFIED DURING A
PROCEDURE REVIEW AS PART OF THE PROCEDURE UPGRADE PROJECT UNDERWAY AS PART OF OUR
PERFORMANCE IMPROVEMENT PLAN. SIMILAR DEFICIENCIES, IF THEY EXIST, WILL BE FOUND
AS THIS PROJECT CONTINUES,

[ 321 CALVERT CLIFFS 1 DOCKET 50-317 LER 90-025
POWER LOST TO SAMPLE PUMP FOR GASEOUS EFFLUENT MONITORING.
EVENT DATE: 091190 REPORT DATE: 101190 NSSS: CE TYPE: PWR

(NSIC 219726) ON SEPTEMBER 11, 1990, THE GASEOUS EFFLUENT MONITORING SAMPLING
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PUMP FOR IODINE AND PARTICULATE WAS INADVERTENTLY DE-ENERGIZED FOR APPROXIMATELY
ONE HOUR. NO GASZOUS EFFLUENT RELEASES WERE IN PROCRESS OTHER THAN AUXTLIARY
BUILDING VENTILATION. THKE PUMP COLLECTS SAMPLES WHICH ARE COUNTED WEEKLY AND
USED TO CALCULATE CUMULATIVE OFFSITE DOSE AND DOES NOT PROVIDE ALARMS OR
CONTINUCUS INDICATION OF RELEASE RATES. THE CAUSE OF THE EVENT IS INADEQUATE
DESIGN COUPLED WITH A PERSONNEL ERROR. THE PUMP IS8 NOT PROVIDED WITH A DEDICATED
POWER SUPPLY. AN INEXPERIENCED HEALTH PHYSICS TECHNICIAN MISTAKENLY DISCONNECTED
AN EXTENSION CORD BEING USED TO POWER THE PUMP TEMPORARILY WHILE MAINTENANCE WAS
BEING PERFORMED IN THE AREA. A DESIGN CHANGE HAS BEEN PREPARED TO PROVIDE A
DEDICATED POWER SUPPLY FOR THE GASEQUS EFFLUENT MONITORING EQUIPMENT TO MINIMIZE
THE POTENTIAL FOR LOSING POWER TO THE CIRCVIT. UNTIL THE DESIGN CHANGE 1S
IMPLEMENTED, ADDITIONAL INFORMATION TAGS MAVE | ZEN INSTALLED TO MINIMIZE THE
POTENTIAL FOR INADVERTENT DE-ENERGIZATION.

[ 33) CALVERT CLIFFS 2 DOCKET 50-318 LER 89-007 REV 02
UPDATE ON EVIDENCE OF LEAKAGE FROM PRESSURIZER HEATER PENETRATIONS DUE TO
INTERGRANULAR STRESS CORROSION CRACKING CAUSED BY RESIDUAL FABRICATION STRESS.
EVENT DATE: 050589 REPORT DATE: 101990 NS§§S: CE TYPE: PWR

CT'MER UNITS INVOLVED: CALVERT CLIFFS 1 (PWR)

VENDOR: GOMBUSTION ENGINEERING, INC.

(NSIC 219803) AT 0820 HOURS MAY 5, 1989, AN IN-SERVICE INSPECTION OF THE UNIT 2
PRESSURIZER DISCOVERED EVIDENCE OF REACTOR COOLANT LEAKAGE FROM 28 OF THE 120
PRESSURIZER VESSEL WHEATER PENETRATIONS AND ONE UPPER LEVEL NOZZLE. UNIT 2 WAS IN
A REFUELING OUTAGE (MCDE G) AT THE TIME OF THE DISCOVERY. AT 0430 HOURS UN MAY
6, 1989, UNIT 1 WAS SHUTDOWN FROM 100 PERCENT POWER (MODE 1) TO ALLOW INSPECTION
OF ITS PRESSURIZER., NO SIGNS OR EVIDENCE CF LEAKAGE WERE FOUND ON THE UNIT 1
PRESSURIZER HEATER PENETRATIONS OR PRESSURE/LEVEL PENETRATION®. ADDITIONAL
INSPECTIONS, INCLUDING DYE PENETRANT AND EDDY CURRENT TESTS, .~ 28 UNIT 2 AND 12
UNIT 1 KEATER SLEEVES WERE CONDUCTED. THREE SLEEVES FROM UNIT 2 WERE
DESTRUCTIVELY EXAMINED. THE CAUSE OF LEAKAGE WAS INTERGRANULAR STRESS CORROSION
CRACKING OF INCONEL 600. ALL CRACKS WERE AXIAL AND DETERMINED TO MAVE MINIMAL
SAFETY SIGNIFICANCE. REAMING AND REPAIR OPERATIONS ASSOCIATED WITH FABRICATING
THE UNIT 2 PRESSURIZER APPEAR TO MAVE CONTRIBUTED TO THE CAUSE. ALL UNIT 2
PENETRATIONS USING J-WELDS AND INCCNEL 600 WERE VISUALLY INSPECTED. ALL UNIT 1
PRESSURIZER PENETRATIONS WERE VISUALLY INSPECTED., THE UNIT 2 PRESSURIZER MEATER
SLEEVES AND UPPER LEVEL NOZZLES WERE REPLACED.

[ 34) CATAWBA 1 DOCKET 50-413 LER 89-027 REV 01
UPDATE ON TECHNICAL SPECIFICATION REQUIRED UNIT SKUTDOWN DUE TO AN INOPERABLE
CHEMICAL AND VOLUME CONTROL CENTRIFUGAL CKARGING PUMP.
EVENT DATE: 112089 REPORT DATE: 102590 NE5S: WE TYPE: PWR
VENDOR: DRESSER INDUSTRIAL VALVE & INST DIV

WESTINGKOUSE ELECTRIC CORP,

(NSIC 219805) ON NOVEMBER 20, 1989, AT APPROXIMATELY 1650 HCURS, WITH UNIT 1 IN
MODE POWER OPERATION, AT 100% POWER, CHEMICAL AND VOLUME CONTROL (NV) SYSTIM
CENTRIFUGAL CHARGING PUMP 1B WAS DECLARED INOPERABLE DUE TO ITS INABILITY 70O
MAINTAIN A SUFFICIENT CHARGING FLOW. SUBSEQUENTLY, A WORK REQUEST WAS INITIATED
TO INVESTIGATE AND REPAIR NV PUMP 1B. ON NOVEMBER 22 AT APPROXIMATELY 1400
HOURS, WITH UNIT 1 IN MODE 1 AT 100% POWER, THE CONTROL ROOM OPERATORS (CROS)
COMMENCED A PCWER REDUCTION AS REQUIRED BY TECHNICAL SPECIFICATIONS DUE TO TME
INOPERABILITY OF NV PUMP 1B. ON NOVEMBER 28, WITH UNIT 1 IN MODE &, WOT
SHUTDOWN, NV PUMP 1B REPAIR WORK WAS COMPLETED AND THE PUMP WAS DECLARED
OPERABLE. THE REPAIR WORK INVOLVED REPLACING THE PUMP'S ROTATING ELEMENT. THE
CROS THEN PROCEEDED TO PLACE THE UNIT IN MODE 5, COLD SHUTDOWN, FOR FURTHER
OUTAGE RELATED WORK. ON NOVEMBER 30 AT 2246 HOURS, UNIT 1 ENTERED MODE 1 AND THE
CROS BEGAN INCREASING REACTOR POWER TO 100%. THIS INCIDENT MAS BEEN ATTRIBUTED
TO EQUIPMENT FAILURE. A FAT (RE ANALYSIS WAS PERFORMED ON THE PUMP ROTATING
ELEMENT., TMIS EVALUATION Dil NOT CONCLUSIVELY DETERMINE THE ROOT CAUSE OF TH1S
INCIDENT. HOWEVER, GAS ENTRAINMENT WAS POSTULATED AS A POSSIBLE CAUSE, AND
ACTIONS KAVE BEEN TAKEN TO PRECLUDE THE POSSIBILITY OF GAS ENTRAINMENT.
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35) CATAWBA 1 DOCKET 50-6413 LER 90~-017
CHNICAL SPECIFICATION 3.0.3 ENTRY DUE TO LOZS OF CONTROL ROD POSITION
INDICATIONS DUE TO EQUIPMENT FAILURE, 3
EVENT DATE: 092690  REPORT DATE: 102390 NS85 W TYPE: PHWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 219531) ON SEPTEMBER 26, 1990, AT 0535 HOURS, WITK UNIT 1 IN MODE 1, POWER
OVERATION, THE ABILITY OF THE DIGITAL ROD POSITION INDICATION SYSTEM TO PROPERLY
INDICATE THE POSITIONS OF SIX CONTROL RODS WAS LOST. ANNUNCIATORS INDICATING ROD
POSITION INDICATION FAILURE WERE RECEIVED IN THE CONTROL ROOM. TECHNICAL
SPECIFICATION 3,0.3 WAS ENTERED BECAUSE ROD POSITION INDICATION FOR MORE THAN ONE
ROD IN A BANK WAS INOPERABLE. THE APPROPRIATE ABNORMAL PROCEDURE WAS ENTERED,
AND CONTROL ROOM OPERATORS VERIFIED ACTUAL CONTROL ROD POSITIONS USING OTHER
CONTROL ROOM INDICATIONS. A HIGH PRIORITY WORK REQUEST WAS INITIATED, AND
(NSTRUMENTATION AND ELECTRICAL FERSUNNEL FOUND THAT A MALFUNCTIONING PRINTED
CIRCUIT BOARD (DISPLAY CARD A130, FOR CONTRCL ROD F-10) WAS CAUSING THE ERRONEOUS
TNDICATIONS. THE CARD WAS REMOVED BY 0600 HOURS, AT WHICH TIME NORMAL
INDICATIONS WERE RESTORED FOR ALL RODS EXCEPT F-10. WHICH WAS RESTORED TQ NORMAL
INDICATION AT 0625 HOURS WHEN THE DISPLAY CARD WAS REFLACED. NEITHER CONTROU ROD
POSITIONS NOR CONTROLS WERE AFFECTED BY THE MALFUNCTION. THIS INCIDENY 18
ATTRIBUTED TO EQUIPMENT FAILURE/MALFUNCTION, VUZ TO THE FAILURE OF DISPLAY TARD
A130. CORRECTIVE ACTIONS INCLUDRED ENTRY INTO THE APPROPRIATE ABNORMAL PROCEDUVRE,
AND REPLACEMENT OF THE CARD.

[ 36) CATAWBA 2 DOCKET 50-4164 LER 88-026 REV 02
UPDATE ON TECHNICAL SPECIFICATION REQUIRED SHUTDOWN DUE TO AN INOPERABLE CHEMICAL
AND VOLUME CONTROIL CENTRIFUGAL CHARGING PUMP.

EVENT DATE: 071388 REPORT DATC: 102590 N§S§: WE TYPE: PWR

VENDOR: PACIFIC PUMPS

(NSIC 2197%8) ON JULY 13, 1988, AT APPROXIMATELY 2145 HOURS, THE CONTROL ROOM
OPERATOR (CROJ NOTED THE TREND RECCRDERS INDICATED THAT VOLUME CONTROL TANK (VCT)
LEVEL WAS INCREASING AND THE PRESSURIZER (PZR) LEVEL WAS DECREASING., CHEMICAL
AND VELUME CONTROL (NV) SYSTEM CENTRIFUGAL CHARGING PUMP 2A (NV PUMP 2A) WAS IN
SER' .E AT THIS TIME. AFTER THE CRC STABILIZED THE PZR AND VCT LEVELS BY PLACING
T .« POSITIVE DISPLACEMENT CHMARGING PUMP 2 (NV PUMP 2) IN SERVICE, NV PUMP 2A WAS
SECURED AND NORMAL OPERATING CONDITIONS WERE RESTORED. THE UNIT WAS AT 100X
POWER AT TME TIME OF THE INCIDENT. CONTROL ROOM PERSONNE' DETERMINED THAT THE
MAXIMUM CHARGING FLOW ACHIEVABLE BY NV PUMP 2A WAS APPROXIMATELY 50 GPM, ALTHOUGH
NORMAL CHARGING FLOW IS APPROXIMATELY 87 GPM. THEREFORE, NV PUMP 2A WAS DECLARED
INOPERABLE AT 2248 MOURS, ON JULY 13, AND THE UNIT ENTERED A 72 HOUR ACTION
STATEMENT., PUMP REPLACEMENT WAS SUBSEQUENTLY INITIATED. WHEN 1T BECAME APPARENT
THAT PUMP REPLACEMENT WOULD NOT BE ACHIEVED WITHIN 72 HOURS, A SHUTDOWN ON UNIT 2
WAS INITIATED AT APPROXIMATELY 1930 HOURS, ON JULY 16. SUBSEQUENTLY, ON JULY 20,
NV PUMP 2A WAS REPLACED AND TESTED. AT 0937 HOURS, THE PUMP WAS DECLARED
OPERABLE, THIS INCIDENT HAS BEEN ATTRIBUTED TO AN EQUIPMENT FAILURE DUE TO NV
PUMP 2A INABILITY TO DELIVER THE REQUIRED CHARGING FLOW,

£ 37) COMANCHE 1 DOCKET 50-445 LER 90-031
FAILURE TO COMPLY WITH TECHNICAL SPECIFICATION ACTION STATEMENT DUE TO
NON~CONSERVATIVE ALARM SETPOINTS.

EVENT DATE: 082290 REPORT DATE: 101790 N6SS: WE TYPE: PWR

(NSIC 219062) ON 7/23/90, THE CONTAINMENT ATMOSPHERE GASEOUS RADIQACTIVITY
MONITORING SYSTEM (CAGRM) DECLARED INOPERABLE DUE TO STEADY STATE BACKGROUND
ACTIVITY LEVELS ABOVE THE sRT SETPOINT. ON 8/10/90, THE CONTAINMENT AIR COOLER
(CARCS) CONDENSATE FLOW RATE ALARM SETPOINTS WERE DETERMINED TO BE
NON~CONSERVATIVE., AND WAS DECLARED INOPERABLE., WITH BOTH CARCS AND CARGM
INOPERAELE OPERATIONS PERSONNEL ENTERED TECH SFEC (T8) ACTION STATEMENT 3.4.5.1.
CONTAINMENT ATMOSPHMERE SAMPLING BEGAN AT THE TIME OF DISCOVERY. ON B/27/90, A
NEW CARCS CONDENSATE FLOW RATE ALARM SETPOINTS WERE INSTALLED AND CARCS DECLARED
OPERABLE., RECONSTRUCTION OF THE EVENT, PRIOR TO DISCOVERY, SHOWS THAT CARCS HAD
BEEN INOPERABLE DUE TO NON-CONSERVATIVE ALARM SETPOINTS SINCE 2/8/90.
FURTHERMORE, CONTAINMENT ATMOSPHERE GRAB SAMPLES BETWEEN 7/23/90, AND 8/10/90
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WERE NOT TAKEN, AND PLANT SHUTDOWN AFTER 30 DAYE (8,/22/90) WAS NOT ACCOMPLISHED,
NON=-COMPLIANCE WITH THE TS ACTION STATEMENT WAS DUE TO CARCS INOPERABILITY NOT
BEING DISCOVERED UNTIL 8/10-90, THE ROOT CAUSE WAS DETERMINED TO BE
NON~CONSERVATIVE ASSUMPTIONS MADE IN ESTABLISHING THE ORIGINAL AND SUBSEQUENT
CARCS CONDENSATE FLOW RATE ALARM SETPOINTS. CORRECTIVE ACTIONS INCLUDE A REVISION
g;nggiag ALARM SETPOINTS AND A MEMO TO ENGINEERING PERSONNEL ADDRESSING THESE

[ 38) COMANCHE 1 DOCKET 50-445 LER 90-027
M?ﬁg:gzkgﬁgTOR TRIP DUE TO SHEARING OF FEEDWATER FLOW CONTROL VALVE FEEDEACK
b .
EVENT DATE: 090790 REPORT DATE: 100990 NSSS: WE TYPE: PWR
VENDOR: BAILEY CONTROLS CO,

LOPES-VULCAN, INC.

(NSIC 219940) ON 9/7/90, AT 0033, COMANCHE PEAK STEAM ELECTPIC STATION (CPSES)
UNIT 1 STEAM GENERATOR (SG) NUMBER (NO.) 2 FEEDWATER FLOW CONTRCL VALVE (FCV)
FAILED FULL OPEN DUE TO SHEARING OF THE POSITIONER FEEDBACK LINKAGE ARM. THE
FAILED VALVE OVERFEED SG NO. 2 AND THE REACTOR WAS MANUALLY TRIPPED AT 0036 WITH
5G NO., 2 LEVEL AT APPROXIMATELY 80X NARRUW RANGE INOICATED LEVEL. THE FLANT WAS
STABILIZED AT 0043 IN MODE 3. AT 0130, A BALANCE OF PLANT REACTOR OPERATOR (RO)
DECREASED AUXILIAR( FEEDWATER FLOW TO 8G NO. & SINCE THE LEVEL WAS INCFREASING
FASTER THAN THE OTHER THREE. AT 0232, A RELIEF RO NOTED THAT 86 NO. & LEVEL WAS
APPROACHING THE LO-LO LEVEL SETPOINT AND INCREASED AUXILIARY FEEDWATER FLOW. THE
LOW LEVEL COMBINED WITM THE INCREASED FLOW WHICH CAUSED A "SHRINK AND SWELL"
EFFECT IN SG NO, ¢ RESULTED IN LO-LO LEVEL SIGNAL WHICH GENERATED AN AUTOMATIC
START SIGNAL FOR "HE AUXILIARY FEEDWATER SYSTEM. THE CAUSE OF THE LINKAGE ARM
FAILURE IS ATTRIBUTED TO FATIGUE RESULTING FROM FLOW INDICED OSCILLATIONS.
CORRECTIVE ACTIONS INCLUDE REPAIR OF SG NO. 2 FCV AND A DESIGN MODIFICATION TO
MODIFY THE VALVE INTERNALS TO REDUCE FLOW INDUCED OSCILLATIONS.

£ 3%9] COMANCHE 1 DOCKET 50-445 LER 90~030
s:gﬁzgRszgP RESULTING FROM IMPROPER ROUTINE OF HEATER DRAIN PUMP CABLE SMIELD
EVENT DATE: 091590 REPORT DATE: 101590 NSSS: WE TYPE: PWR

(NSIC 219941) ON 9/15/90, COMANCHE PEAK STEAM ELECTRIC STATION UNIT 1 WAS IN MODE
1, POWER OPERATION, WITH REACTOR POWER A™ *GX. OPERATIONS PERSONNEL WERE
PREPARING TO RAISE REACTOR POWER TO SUPPURT SECONDARY SYSTEM FERFORMANCE
EVALUATION AND TUNING. WHEN A SECOND CONDENSATE PUMP WAS STARTED, THE OPERATING
HEATER DRAIN PUMP AND MAIN FEEDWATER PUMP TRIPPED. AS A RESULT OF DECREASING
STEAM GENERATOR LEVELS, A MANUAL REACTOR TRIP WAS INITIATED. THE CAUSE OF THE
EVENT WAS AN IMPROPERLY ROUTED HEAT DRAIN PUMP SHIELD GROUND LEAD WHICH CAUSED A
FALSE GROUND OVERCURRENT S1GNAL. CORRECTIVE ACTION INCLUDED REWORK OF THE
AFFECTED COMPONENT AND REVIEW OF SIMILAR COMPONENTS FOR THE SAME PROBLEM,

[ 40) COMANCHE 1 DOCKET 50-445 LER 90-032
FAILURE TO IDENTIFY PROPER DESIGN BASES RESULTED IN OPERATION AND TESTING OF THE
ggg;gﬁNH!NT PERSONNEL AIR LOCK HYDRAULIC SYSTEM INCONSISTENT WITH THE EXISTING
EVENT DATE: 091990 REPORT DATE: 102990 NSSS: WE TYPE: PWR

(NSIC 219943) ON 9/19/90, COMANCHE PEAK STEAM ELECTRIC STATiON UNIT 1 WAS IN MODE
1, POWER CPERATION, WITH REACTOR POWER AT 100%., AN ENGINEERING EVALUATION
DETERMINED THAT PLANT DOCUMENTATION DID NOT ADEQUATELY ADDRESS THE QUALIFICATION
OF THE PERSONNEL AIRLOCK (PAL) HYDRAULIC SYSTEM AND AS A RESULT THE DESIGN
REQUIREMENTS FOR TKE PAL HYDRAULIC SYSTEM TC FUNCTION AS A CONTAINMENT ISOLATION
BARRIER WERE NOT ADEQUATELY IDENTIFIED AND ADDRESSED IN ENGINEERING AND OPERATING
DOCUMENTATION. INSUFFICIENT ADMINISTRATIVE CONTROLS FOR OPERATION OF THE PAL
HYDRAULIC SYSTEM HAD EXISTED SINCE 2/8,/90, UNTIL 9.,20/90, WHEN HYDRAULIC. SAFETY
CLASE 2, ISOLATION VALVES WERE UTILIZED AS CONTAINMENT ISOLATION VALVES, TESTED
SUCCES>FULLY AND LOCKED SHUT. CORRECTIVE ACTION INCLUDED ENGINEERING ANALYSIS TO
PROVIDE DOCUMENTATION FOR THE MYDRAULIC SYSTEM AS MEETING SAFEYY CLASS 2 AND



SEIEMIC CRTEGORY QUIR A . A 81¢ QD )4 8 BEIND PERFORMED TO ADD
ADDITIONAL 180 ) 'ALVES Al 0 S ) {ER SCLETION VALVES IN THE PAL
HYDRAULIC SYSTEM. FLANT CUMENTA N I8 N .V ) Y0 REFLECT THE NEW
CONFIGURATION { N A W ! SIMIL “RO 1S .

[ &1) COMANC!E DOCKET 50-G45 LER 90-034
MISSED S‘FVE;LXAI\: FOR UHMANNEL RESPONSE TIME DUE TO PERSONNEL ERROR
EVENT DATE 092890 PEPORT DATE 10299¢C NSSS: WE TYPE: PWR

(NSIC ?‘?“‘w«l ON 1716790, D
TRANSMITTER, A TECHN'CXAq F
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( 42) CNNECTICUT (ANFEE DOCKET 50-213 LER 89-006 REV 01
PDATE ON HEATING STEAM CONT : ) Al“' VALVES FAILED SURVEILWLANCE TEST.
VENT DATE 041409 REPORT DATE: \_' ) NS§SS: WE TYPE: PWR

VENDOR. CONTROMATICS ['ORP.

(NSIC 219799) ON APRIL 14, 1989, Al

5, WITH THE FLANT IN MODE 1 AT 5007 POWER,
THE TWO C( ‘"AINVEN. ISOLATION VALVE

3
$ R HEATING 32‘“% TO CONTAINMEMT (HS-TV~-380
AND 381) FAILED TO OPERATE DURING QUARIERLY SURVEILLANCE TESTING. 'HESE FAILURES
CONSTITUVIED A uObS OF CONTAINMENT INTEGRITY. THE OPERATORS IMMEDIATELY "LOSED
THE MANUAL I% lATk?N VALVES FOR THIS PENETRATION AND COMMENCED A LOAD REQUCTION
AT 0903. OF THE VALVES WAS VERIFIED OPERACLE AT 0905 AND THE LOAD REDUCTION
WAS TERMI LD AT 0911. AT THE TIME OF THE ORIGINAL LER, THE CAUSE OF THIS EVENT
WAS UNKNOWN, AN ENGINSERING EVALUATION KAS SINCE DExER“I‘EL THE CAUSE OF THE
EVENT TO BE A COMBINATION OF AN L"ER‘I &D A OPERATOR AND THE USE OF A SEAT
MATERIAL THA E““IRF‘ “"REFHLJ OPERATING TORQU AT “ISWER TEMPERATURES SHORT
TERM CORRECT u“TIOV COKSISTED Lr LOCKING ‘ ‘ L”\TMI iIMENT TRIP VA&VE‘ U
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TERMINATED. THE CAUSE OF TIE WA FE “”EYLE DIFFERENCES IN
THF CALIBRATION METHODS USEL \N UNSCHEDULED SHUTDOWN ON
9720790 THE TR&\S“’FTE& FOR CHA | AW' LHQN\ELQ 2 AND 3 WERE
RECALIBRATED BASED ON THE “‘HVF,”?'r'T' {(MENDATIONS. LONG TERM CORRECTIVE
ACTION CONSJ 'TS OF REVISING ('uIG ATIOM PRO 2 URES, CONTINUED CHANNEL MONITORING
AND ASSESSING THE NEED TO MOUIFY {E DESIGN OF THE FEFEuFNuF LEGS, THMIS EVENT IS

REPﬂhluuli UNDER 10CFRS50.73(A)(2)VII){R) SINC CHANNELS WERE INOPERABLE IN A
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"A" CONDEHSATE PUMP WAS UNABLE TO PROVIDE GUFFICIENT PRESSURE TO THE SUCTION OF
THKE MAIN FEED PUMP REQUIRING CONTROL ROCM OPERATORS TO MANVALLY TRIP TKE PLANT,
THE ROOT CAUSES OF THE EVENT CONSISTED OF THE UEGRADATION OF THE RUBBER FLEXIBLE
COUPLINGS IN THE CONDENSATE PUMP SUCTION PIPING TC THE POINT THAT FLOW WAS
BESTRICTED AND PERSONNEL ERROR bI\LE THE PUMP WAS SKHUT DOWN AT A MIGHER POWER
LEVEL THAN THAT REQUIRED BY PROCEDURE. CORRECTIVE ACTIOUN INCLUDED REPLACING THE
FLEXIBLE RUBBER COUPLINGS WITH STAIhLESS STEEL COQUPLINGS AND RE-EMPHASIZING THE
IMPORTANCE CF PROCEDURAL COMPLIANCE 70 ALL OPERATORS THMIS EVENT IS REPORTABLE
UNDER 10CFRS50,.73C(AX(2)CIV) SINCE IT RESULTED IN MAKUAL ACTVATION OF THE REACTOR
PROTECTION SYSTEM,

[ 45) ONNECTICUT YANKEE DOCKET 50-2i LER 90~021
SURVEILLANCE FREQUENCY EXCEEDED FOR TURBIME BUILDING MEAT DETECTOR TEST.
EVENT DATE: 100290 REPORT DATE: 103090 NGSS: wE TYPE: PWR
NSIC 279890) ON OCTOBER 2, 1990, AT 0930 HOURS, WITH THE PLANT IN MQUE 1 AT 100
'ERCET POWER MAINTENANCE DEPARTMENT FERS?N‘!L, WHILE PERFORMING A WMONTHLY CHECK
ON TRE ﬂf.~8 OF SURVEILLANCES, DETERMINED THAT THE MONTHLY TURBINE BEVILDING

R/

SYSTEM HWEAT DETECTCR SURVEILLANCE TEST WAS NOT PERFORMED FOR THE
r‘»lEMBEF AS REQUIRED BY THE PLANT'S TECHKNICAL SPECI!*CATIONS. THKE ROOT
S PERSONNEL ERROR IN THAT ALTHOUGH THE TEST WAS SCHECULED TG RE PERFORMED
IT WAS TEMPORARILY POSTPONED DUVE TO MANPOWER (VN TRAINTS AND NOT RESCHEDULED.

THE SURVEILLANCE TEST WAS IMMEDIATELY STARTED AND THE TEST RESULTS WERE
SATISFACTORY. CORRECTIVE ACTION CONSISTS OF REVISING THE MAINTENANCE DEPARTMENT
SCHEDULING CHART TO INCLUDE SPECIFIC COMPLETION DUE DATES FOR SURVEILLANUES AND
COUNSE'XN: APPROPRIATE MAINTENANCE PERSONNEL ON THE IMPORTANCE OF COMPLETING ALL
SURVEILLANCES PRIOR TO THEIR DUE DATE. THIS EVENT IS REPORTABLE UNDER

DSFRSO.73CAX(R2)(I)(B) SINCE IT RESULTED IN A CONDITION PROHIBITED BY THE PLANT'S
TECHNICAL SPECIFICATIONS

MONTH C

S

DELUGE SP

¥

CAUSE WA
1

[ 46) COOK 1 DOCKET 50~-3158 LER 90-01
10CFRS0 APPENDIX R DEFICIENCIES RESULTING IN POTENTIAL LOSS OF LOCAL SHUTDOWN
INDICATION DPANEL FUNCTION.

EVENT DATE: 082490 REPORT DATE: 0921%¢0C NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: COOK 2 (PWR)

(NSIC 219723) ON AUGUST 26, 1990 WITH UNIT ONE OPERATING AT 100 PERCENT POWER AND
UNIT TWO IN MODE SIX, IT WAS DISCOVERED THAT THE ROUTING OF CABLE ASSOCIATED WITM
I'HE UNIT ONE LOCAL SHUTDOWN INDICATION (L5I) PANELS WAS NOT IN CUMPLIANCE WITH
10CFR50 APPENDIX R. ON SEPTEMBER 6, 1990, IT WAS SUBSEQUENTLY DISCOVERED THAT A
SIMILAR C)\llllﬁh EXISTED FOR THE UNIT TWO LSI PANELS. THE IMMEDIATE CORRECTIVE
ACTION TAKEN WAS INITIATION Of PLANT MODIFICATIONS TO BRING THE SUBJECT PLANT
CABLING INTO CQMFLIANCE WITH 10CFRSC APPENDIX R, ALL ITENTIFIED AREAS ARE
PROVIDEDS WITH ADEQUATE FIRE DETECTION AND SUPPRESSION TO SUBSTANTIALLY MITICATE

THE IMPACT OF A FIRE ON NORMAL AND LSI INSTRUMENTATION. THEREFCRE, THE EVENT

SHOULD NOT HAVE PRESENTED A SI” ' "ICANT HAZARD TO THE PUBLIC HEALTH AND SAFETY.
{ 47) COOK 1 DOCKET 50-313 LER 90-011
MISSED STEAM GENERATOR FRESSURE CHANNEL CHECK SURVEILLANCE DUE TO PERSONNEL ERROR.

EVENT DATE: 100490 REPJRT DATE: 1102%0 NSSS: WE TYPE: PWR

(NSIC 219857) ON OCTOBER 4, 1990, AN OPERATOR CONDUCTING THE SHIFTLY SURVEILLANCE
INCORRECTLY LOGGED THE SCEAM GENERATOR LEVELS IN THE STEAM GENERATOR PRESSURE
CHANNEL SECTION OV THWE S ZVEILLANCE FOR THE LOOP 3 AND LOOP & CHANNELS. THE
REVIEW OF THE SURVEILLAN £ BY THE OPERATOR AND THE UNIT SUPERVISOR DID NOT
IDENTIFY THE ERAUR. Af RESULT OF THE FAILURE OF THE OPERATOR AND THE UNIT
SUPERVLSOR TO RECOGNIZE [HE LOGGING ERROR, THE TECHNICAL SPECIFICATION
REQULREMENT TO PERFORM A CHMANNEL CHECK OF THE REDUNDANT STEAM G.INERATOR PRESSURE
CHANNELS WAS NOT COMPLETED. THE CAUSE OF THIS EVENT WAS PERSONNEL ERROR., THE
INVOLVED OPERATOR AND UN'T SUPERVISOR FAILED TO \ONFIRN THE PROPER SURVEILLANCE
READINGS DURING THEIR RE\ 'EW TO ENSURE THE TECHNICAL SPECIFICATION SURVEILLANCE
REQUIREMENTS WERE SATISFIED. WHEN THE ERPOR WAS DISCOVERED, A CHANNEL CHECK OF
THE REDUNDANT STEAM GENERATCR PRESSURF CHANNELS WAS COMPLETED. THIS CHANNEL
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CHECH CONFIFEMED THAT THE REDUNDANT CHANNELS OF THE AFFECTED S-/G PRESSURES WERE
WITHIN REQUIRED LIMITS DURING THE TIME OF THE SURVEILLANCE.

[ 483 COOK 2 DOCKET 30-318 LER 89-008 REV 0%
UPDATE ON REACTOR CABLE ‘TUJNEL CO(2) FCR QUADRANTS 1, 3 AN!' & INOPERABLE WITHOUT
REQUIRED FIREWATCH BVE TO FALSE INDICATION OF STATUS CAUSLL BY WORN ISOLATION
SWITCH KEY.

EVENT DATE: 031189 REPORT UATE: 092890 NSS8S: WE TYPE: FWR

(NSIC 219800) ON 3/11/89, AT O0E21 HOURS, IT WAS IDENTIFIED THAT AUTOMATIC CARBON
DIOXIDE (COR2) AUTUATION SY!TEM FOR REACTOR CABLE TUNNEL QUADRANTS 1, 3, AND &,
HAD BEEN ISOLATED SINCE 06403 MOURS WITHOUT THME REQUIRED FIREWATCH. CC2 AUTOMATIC
AUTUATION WAS ISOLATFD VIA LOCAL KEY LOCK ISOLATION SWITCH AT 0357 TO ALLOW
PERSONNEL ENTRY. AFTER PERSONNEL EXITED THE AREA, KEY LOCK SWITCHN WAS RESTORED
TO WHKAT WAS THOUGHT TO BE NORIMAL POSITION THIS WAS VERIFIED BY THE LOCAL
ANDICATING LIGHT EXTINGUISHING WHEN THE KEY LOCK SWITCH WAS TURNED. A SECOND
PERSON VLRIFIED BY VISUAL OBSERVATION THAT THE SWITCH HAD BEEN RESTORED TO THE
NORMAL POSITION. AT 0831, PERMISSION WAS REQUESTED TO ISOLATE THE REACTOR CABLE
TUNNEL CC2 SYSTEM., CONTROL ROOM OPERATOR IDENTIFIED THAT ASSCCIATED "Co02
ISOLATED™ ANNUWCIATOR ALARM WAS ALRPEADY IN. IT WAS IDENTIFIED THAT THE KEY LCZK
SWITCH WAS NOT FULLY IN THE NORMAL POSITION. ROOT CAUSE OF THIS WAS AN
EXCESSIVELY WORN KEY WHICH ALLOWED THE KEY TO BE REMOVED PRIOR TO THE SWITCH
BEING FULLY IN THE NORMAL POSITION AND WITH ONLY ONE OF THE TWO SWITCH CONTACTS
MADE UP (0! F SET OF CONTACTS IS FOR THE LOCAL INDICATING LIGHT, THE OTHER SET IS
FOR THE CO02 ISOLATION AND C NTROL ROOM ANNUNCIATOR)., THE WORN KEY WAS REPLACED
AND A POLICY HAS BEEN INSTITUTED T0 REPLACE AFFECTED KEYS ON A PERIODIC BASIS,.

[ 49) COOK 2 DOCKET 50~316 LER 89-017 REV 02
UPDATE ON LOSS OF TURBINE D'UIVEN AUXILIARY FEED PUMP FLOW RETENTION DUE TO
INACCURATE FLOW MEASUREMENT.

EVENT DATE: 101989 REPORT DATL: 110290 NS8SS: WE TYPE: PWR

VENDOR: BARTON INSTRUMENT CO., PIV OF ITT
\‘TiERx SIMAs, INC,

(NSIC 219801) THIS REVISION 'S BEING 5 JEMITTED TO PROVIDE ADDITIONAL INFORMATION

-n

REGARDING THE CORRECTIVE ACTIONS ”Ab N A'D UPDATE THE CAUSE DESCRIPTION. N
OCTOBER 19, 1989 WITH UNIT 2 IN MO 1 (POWER OPERATION) AT 100 PERCENT RATED
THERMAL POWER, DURING SURVEILLANCE EEQTXhu, AN NRC INSFPECTOR CONDUCTING AN IST
AUDIT DISCOVERED AN INSTRUMENT DISCREPANCY BETWEEN THE RBINE DRIVEN AUXILIARY
FEEDPUMP (TDAF®?) TEST LINE FLOH 'HGIC&TICN AND THE PRJC.55 FLOW INDICATION., THE
PROCESE FLOW INSTRUMENT INDICATED A FLOW OF 500 GPM WHILE ACTUAL FLOW WAS 700
GPM THE :ROCESS FLOW I} IR”WF" A\TION ACTUATES A FLOW RETENTION S5.GNAL WHEN THE
TDAFP FLOW REACKES 975 G¥M TO PREVENY PUMP RUNOUT. TME FLOW RETENTION FUNCTION
WOULD HAVE M\Iuh 'ED AT # }OLFP FLOW OF APPROXIMATELY 1225 GPM AND WOULD NOT MAVE
PREVENTED PUMP RUNOUT, IN THE E”Lhr OF AN ACCIDENT SUCH AS A FEEDWATER LINE

BREAK. THE FLOW AND PROCESS INSTRUMENTATION FOR THE OTHER UNIT 1 AND 2 AUXILIARY
FEEDWATER PUMPS WAS CHECKED, NO f'“IlAP C'Y'”X{N”IFS EXIST. THE FLOW RETENTION
ACTUATION SETPOINT WAS RESET TO AN ACCEPTABLE VALUE, THE CAUSE FOR THE FLCW
INSTRUMENT ERROR CANMNOT BE DETERMINEL AT THIS T ME AND THE INVESTIGATION IS8
CONTINUING THROUGH THE UNIT 1 REFUELING OUTAG

[ 50) COOK 2 DOCKET 50-316 LER 90-009
POTENTIAL LOSS CF CONTROL ROOM NVA- DURING POSTULATED FIRE, WITHOUT COMPENSATORY
ACTION, D;L TO OVERSIGHT IN APPEND X R LOSS OF HVAC STUDY.

EVENT DAT 092190 REPORT DATE: 101990 NSSS: WE TYFE: PWR
OTHER U\llw INVOLVED: COOK 1 (EHR)

(NSIC 219897) ON 9721/90 DI RIH. AN INVESTIGATION CONCERNING THE NEED FOR CONTRO
ROOM HEATING, VENTILATION L D AIR-CONDITIONING (HVAC) SYSTEM FOR SAFE SHUTDCHN
EITHER UNIT, IT WAS DETERMINED 1“fx A SINGLE +"RE IN FIRE ZONES GGN/GGS, 51/F
69 COULD CAUSE A LOSS DF BOTH PRIMARY AND REDUNDAN. HVAC SYSTEMS FOR BOTH CONTY
ROOMSE WMICH IS NOT CURRENTLY COVERED BY PLANT T"SOCEDURES. IMMEDIATELY UPON
DETERMINATION THAT THFF¥ PROBLEM EXISTED. T L WATCHKES VERE POSTED FOR THE AFFECTED
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AREAS, THE LONG-TERM CORRECTIVE ACTION 1§ TO INSTITU”L PROCEDURES TO COPE WITH
FIRE-INDUCED LOSS OF NORMAL CONTROL ROOM MVAC. THE PAIMARY CAUSE OF THE
CONDITION WAS AN OVERSIGMT IN THE WVAC SYSTEMS EVALUATED FOR THE APPENDIX R LOSS
OF MVAC STUDY, WITHOUT IN-PL CE PROCEDURES AND TRAINING, THF EXACT COURSE OF
EVENTS FOR THE POSTULATED FIRE CANNOT BE DETEAMINED. MWOWEVER, IF REASONABLE
JPERATOR ACT!ON! ARE TAKEN 70 MITIGATE A RISE IV CONTROL ROOM TEMPERATVRE
FOLLOWING A FIPF, THE CONTROL ROOM(S) WOULD NOT RIQU!II EVACUATION DVE 70
MABITABILITY OR EQUIPMENT OPERABILITY CONCERNS FOR A NUMBER OF MOURS. BASED nV
THIS, WE BELIEVE THMIS CONDITION DOES NOT REPRESENT A SIGNIFICANT MAZARD TO THE
MEALTH AWD SAFETY OF THE PUPRLIC,

‘ COOK DOCKET 50-316 LER 90-010
LANT OUTSIDL DllION BASIS DUE TO DOKNGRADING OF POLAR CRANE MOISTS.
EVENT DATE: 100590  REPORT DATE: 110280 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: COOK 1 (PWR)

(NSIC 219698) ON 10/85/90, IT WAS DITIRMINID THAT A PART 21 NOTIFICATION FILED BY
THE WHITING CNAN: COHPANY RESULTS IN A REPORTABLE LONDITION PER 10 CFR
50,73(ACRICITILD) A "CONDITION THMAT WAS OUTSIDE THE Dll!GN BAS1S OF THI
PLANT.® THE PART I\ NOTI?!CA?!ON INFORMED THE PLANT THAT AS A RESULT OF A DE»IGN
ERROR, THE POLAR CRANES WER™ DERATED FROM 250 TONS TO 55 TONS FOR TME HA!N HOISTS
AND FROM 35 TONS TC & TONS .OR THE AUXILIARY MOISTS. THE DESIGN ERROR W

DISCOVERED DURING AN ANALYSIS WHICH REVEALED SIGNIFICANT OVERSTRESS ON GONNIFTION
DOINTS OF THE CRANE TROLLEY. THE OVERSTRESSED CONNECTIONS CAN RESULT IN METAL
FATI”VE AND SUBSEQUENT FAILURE. TME CORRECTIVE ACTIONS INVOLVED THME REMOVAL OF
THE §.9JECT CRANES FROM GENERAL SERVICE UNTIL THE TIME REPAIRS COULD BE MADE.
REPAIRG IAVE BEEN COMPLETED TO RETURN THE CRANES TO THEIR ORIGINAL RATING. THE
UNIT 1 MODIFICATIONS WERE COMPLETED ON 10-11-90, AND THE UNIT 2 MODIFICATIONS
WERE COMPLETED ON 9710790,

L3
o~y

[ 52) CRYSTAL RIVER 3 DOCKET 50-302 LER 90-014

LACK OF KNOWLEDOE C7*1* %8 AUXILIARY NUCLEAR OPERATOR TO DE-ENERGIZE CONTAINMENT
ISOLATION VALVE PRY ; /O BEING FULLY SEATED.

EVENT DATE: 097690 LPORT DATE: 101890 NSSS: BW TYPE: PWR
VENDOR: LIMITORQUE P

(lec 218853) ON 9/18/90 AT 1845, WHILE CRYSTAL RIVER UNIT 3 WAS OPERATING IN
MODE I (POVER OPERATION) AT 95% REACTOR POWER, VALVE DHV-43 WAS DISCOVERED
PARTIALLY OPEN. THIS VALVE ISULATES THE REACTOR BUILDING SUMP FROM THE SUCTION
MEAGER OF THE "B" DECAY WEAT REMOVAL SYSTEM. THE PARTIAL! ' OPEN VALVE WAS A

VIOLATAON OF TECMNICAL SPECIFICATIUN 3.4.1.1 WHICH SPECI THAT OON?AINNINT
!NTIOR!TY MUST BE MAINTAINED IN MODE I, DMV=43 WAS NOT F .  SEATED FOLLOWING ITS
USE AS A DRAIN PATH AT 0430 ON 05/18/90. WHEN TKE VALV, ¢ ED" INDICATION WAS
RECEIVED, THE AUXILIARY NUCLEAR OPERATOR OPENED IHE BREA “EMOVING CLOSING

POWER FEOM THE MOTOR-OPERATOR PRIOR TO THE VALVE BEING FU. ' SEATED. THE
"CLOSED"™ LIONT IS OPERATED BY A UIAIID LIMIT SWITCH BUT THE MOTOR-OPEKATOR

CLOSING POWER IS CONTROLLED BY A TORQUE SWITCH. THE VALVE MOTOR-OPERATOR MWAD NOT
DEVELOPED SUFFICIENT TORGUE TO BE FULLY SEATED. CONTAINMENT INTEGRITY WAS
RESTORED WITHWIN 15 MINUTES OF DISCOVERY OF THE NON-CONFORMANCE, CORRECTIVE ACTION
INCLUDES ENMANCING THE TRAINING GIVEN TO LICENSED AND NON-LICENSED OPERATORS.

5%] CRYSTAL RIVER 3 DOCKET 50~-302 LER $0-015
ECAY MEAT VALVE ENCLOSURES AS JUILT DO NOT MATCH FSAR DESCRIPTION,
EVENT DATE: 092590  REPORT DAié: 102590 NSSS: BW TYPE« PWR

(NSIC 219855) ON SEPTEMBER 25, 1990, “RYSTAL RIVER UNIT 3 JAS IN MODE 1 (POWER
OPERATIONS) AT 97%¢ REACTOR POWER, AT 1445, IT WAS CONFIRMED THAT THE FNCLOSUR(I
AROUND THE ISOLATION VALVES FOR THE R/ ACTOR CONTAINMENT BUILDING (RB) §
RECIRCULATION LINES TO THNE DECAY MEAT PUMP SUCTION DID NOT MATCM THE DIICR!PTION
IN THE FINAL SAFETY ANALYSIS REPORT (FSAR). THE FSAR SECTION THAT DESCRIBES
THESE INCLOSURIS WAS REVISED IN JUNE OF LAST YEAR. THE ENCLOSURF DESIGN HAS NOT
BEEN MODIFIED., A SEARCH OF DESIGN CRITERIA BY THE ORIGINAL ARCHITECT/ENGINEERS
NAS TO THIS POINT NOT PROVED THE FSAR CORRECT OR ERRONEOUS. A SEARCN OF
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THE CCW CONDITIONS INVOLVED THE POTENTIAL FOR DEGRADATION OF CONTAINMENT AIR
COOLER PERFORMANCE AND-OR LOSS OF CCW SYSTEM OPERABILITY FOLLOWING A LOSS OF
INSTRUMENT AIR. THE RW CONDIT.ONS INVOLVED THE INARILITY OF THE RW SYSTEM TO
PROVIDE BACKUP COOLING TO CCW FOR THE CONTAINMENT AIR COOL!RI. THE CS CONDITIONS
INVOLVED THE POTENTIAL FOR THE LOSS OF OPERABILITY JF A SINGLE OPERATING CS PUMP
FOLLOWING A SINGLE ACTIVE FAILURE OF AN EMERCENCY DIESEL CENERATOR, THESE
CONDITIONS RESULTED FROM ORIGINAL PLANT DESIGN DEFICIENCIES. CORRECTIVE ACTIONS
INCLUDE IMPLEMENTATION OF A TEMPORARY MODIFICATION TO PRECLUDE LOSS OF CCW
FOLLOWING A LOSS OF INSTRUMENT AIR, AND A PERMANENT MODITICATION TO ASSURE
ADEQUATE POST~ACCIDENT CS FLOW WITHOUT THREATENING THE OPERABILITY OF A SINGLE
OPERATING CS PUMP., APFLICABLE BASES TO TECHNICAL SPECIFICATION 2.4 MAVE BEEN
REVISED, A PERMANENT RESOLUTION TO THE CCW/RW CONDITIONS IS STILL BEING
:::LUAT;D; RESULTS OF THIS EVALUATION WILL BE PROVIDED IN A SUPPLEMENT TO THIS

[ 69] GINNA DOCKET 50-2644 LER 90-012
TURBINE TRIP RELAY ACTUATION DUE TO DROPPED FLASKLIGHT IN RELAY RACK (PERSONNEL
ERROR), CAUSES A REACTOR TRIP.
EVENT DATE: 092690 REPORT DATE: 102690 NS8S: ME TYPE: PWR
VENCOR: ATIOOD & MORRILL CO., INC.

PAPKER MANNIFIN CORP.

WESTINGHOUSE ELECTRIC CORF.

(NSIC 219814) ON SEPTEMBER 26, 1990, AT 1100 EDST WITH THE REACTOR AT
APPROXIMATELY 97X FULL POWER, A REACTOR TRIP OCCURRED FROM 4N OPENING OF THE "A"
REACTOR TRIP BREAKER, FOLLOWED IN APPRUXIMATELY SEVEN (7) SECONDS BY A LOW
PRESSURIZER PRESSURE REACTOR TRIP SIGNAL AND THE OPENING OF THE "B" REACTOR TRIP
BREAKER, THME "A™ REACTOR TRIP BREAKER OPENING WAS CAUSED BY YME INADVERTENT
DROPPING OF A FLASHLIGHT ON TWO OF THREE TURBINE AUTOSTOP TRIP RELAYS. THE LOW
PRESSURIZER PRESSURE REACTOR TRIP WAS CAUSED BY THE REACTOR COOLANT SYSTEM
COOLDOWN DUE TO THE REACTOR BEING TRIPPED WITH THME TURBINE STILL ON THE LINE.
IMMEDIATE CORRECTIVE ACTION WAS TO STABILIZE THME PLANT IN HOT SHUTDOWN,
CORRECTIVE ACTION TO PREVENT RECURRENCE WILL BE BASED UPON THE RECOMMENDATIONS OF
A HUMAN PERFORMANCE ENHANCEMENT SYSTEM (MPES) EVALUATION OF THE DROPPED
Kt:g"kéﬂ:{xgxlﬂr. CORRECTIVE ACTION FOR SUBSEQUENT HMARDWARE MALFUNCTIONS WILL

{ 70) GRAND QULF 1 DOCKET 50-416 LER 90-017 REV 01
UPDATE ON REACTOR SCRAM DUE TO LOSS OF BALANCE OF PLANT BUSSES,
EVENT DATE: 091690 REPORT DATE: 101190 N8SS: OF TYPE: BWR

(NSIC 219932) A DIVISION I LOAD SHEDDING AND SEQUENCING SYSTEM MALFUNCTION CAUSED
A BALANCE OF PLANT (BOP) LOAD SHED ON SEPTEMBER 16, 1990. THE LOSS OF MAJOR
PLANT EQUIPMENT, WHICH RECEIVED POWER FROM THE SHEDDED BOP BUSSES, RESULTED IN A
REACTOR SCRAM, DUE TO MAIN TURBINE CONTROL VALVE FAST CLOSURE. SUBSEQUENT TO THE
SCRAM, REACTOR WATER LEVEL DECREASED TO =-41.6 INCHES WHERE AN AUTOMATIC MIGM
PRESSURE CORE SPRAY SYSTEM ACTUATION OCCURRED. DURING IIBTORATION OF MAIN STEAM
ISOLATION VALVES, AS A PART OF SCRAM SUBSEGQUENT ACTIONS, A SECOND RIACTOR SCRAM
OCCURRED DUE TO LOW REACTOR WATER LEVEL. THE LOAD SHED IS ATTRIBUTED TO A
DEFECTIVE LIGHT BULB BFING PLACED IN THE LOAD SHED PANEL. THE SHORTED LIGHT BULS
CAUSED AN OVERCURRENT WHICH SUBSEQUENTLY CAUSED DEORADATION OF A COMPUTER CHIP
WHICH INITIATED THE LOAD SHED. THE CARDS WHICH CONTAINED DEGRADED COMPUTER
CHIPS, DUE TO THE CVERCURRENT, WERE REPLACED. THE DIVISION I LOAD SHED PANEL WAS
TESTED SATISFACTORILY AND OPERABILITY WAS VERIFIED. ALL SAFETY SYSTEMS
F'INCTIONFD AS DESIGNED. THE MINIMUM WATER LEVEL REACHED WAS ~56.1 INCHES WHICH
WAS APPROXIMATELY 2 INCHES ABOVE THE TOP OF ACTIVE FUEL.

[ 71) MATCH 1 DOCKET 50-321 LER 90-017
DIESEL GENERATOR OUTPUT BREAKERS CLOSE IN GREATER THAN 12 SECONDS
EVENT DATE: 082990 REPORT DATE: 100190 NSSS: GE TYPE: BWR

OTHER UNITS INVOLVED: MATCH 2 (BWR)
(NSIC 219727) ON 8/29/90 AT APPROX, 0330 CDT, UNITS 1 AND 2 WERE IN THE RUN MODE
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PRODUCTS MONITORING SYSTEMS ISOLATED. ADDITIONALLY, A GROUP 2 PRIMARY
CONTAINMENT !lOLATtON SYSTEM (PCIS) ISOLATION SIGNAL TO SOME OTHMER UNIT 2
IKBOARD, GROUP 2 PRIMARY CONTAINMENT ISOLATION VALVES (PCIVS) WAS GENERATED. ALL
SYSTEMS FUNCTIONED PER DESIGN AND UNIT OPERATION WAS UNAFFECTED. THE CAUSE OF
THIS EVENT WAS COMPONENT FAILURE. THE INSULATION ON THE COIL !N RELAY 20C61-K60
FAILED AND EXPOSED THE WINDINGS. THE WINDINGS SHORTED CAUSING A CURRENT SURGE
WHICH BLEW FUSE 2C61-F19., THIS FUSE IS IN THE POWER SUPPLY TO THE
INITIATION/ISOLATION LOGIC FOR THE ABOVE SYSTEMS. WHEN THE FUSE FAILED, TKESE
LOGIC SYSTEMS LOST POWER AND THEIR ASSOCIATED SYSTEMS INITIATED/ISOLATED PER
gzc!gzi .Egaslgzgxl ACTIONS FOR THIS EVENT INCLUDED REPLACING TME FAILED RELAY

Wil HOPE CREEK 1 DOCKET 50-354 LER 90~-016 REV 01
UPDATE ON DISCOVERY OF INADEQUATE DIESEL FUEL OIL ANALYSIS METMODS EY CONTRACT
LABORATORY RESULTS IN ENTRY TO TECHNICAL SPECIFICATION,

EVENT DATE: 082690 REPORT DATE: 103190 N§SS: GE TYPE: BWR

(NSIC 219606) ON B/C3/90 AT 1630, THE SYSTEM ENGINEER RESPONSIBLE FOR THE MOPE
CREEK EMERCENCY DIESEL GENERATORS (EDG) IDENTIFIED TO BTATZON MANAGEMENT AND THE
SENIOR NUCLEAR SHMIFT SUPERVISOR (SNS3, SRO LICENSED) THAT A CONTRACT LABORATORY
HAD NOT CONDUCTED FUEL OIL ANALYI!I IAW TECHNICAL SPECIFICATIONS. WMEN INFORMED
OF THE PROBLEM, THE SNSS INVOKED A 24 HOUR DELAY OF IMPLEMENTING TECH SPEC ACTION
REQUIREMENTS (AS PERMITTED BY TECH SPEC 4.0.3) TO ALLOW FOR PROPER COMPLETION OF
TESTING, RATHER THAN DECLARE ALL EDGS INOPERABLE, AN ADDITIONAL 48 WOUR WAIVER
OF COMPLIANCE WAS REQUESTED FROM NRC REGION I DUE TO TIME CONSTRAINTS INVOLVED IN
APRANGING FOR SHIPMENT AND TESTING OF THE FUEL OIL SAMPLES BY A DIFFERENT
CONTRACT LAB, THE WAIVER WAS NOT RECEIVED BY 1630 ON 8/264/90, AS SUCH, ALL EDGS
WERE DECLARED INOPERABLE, AND TECH SPEC 3.0.3 WAS ENTERED. AT 1730, THE
REQUESTED REGIONAL WAIVER WAS GRANTED AND TECH SPEC 3.0.3 WAS EXITED AT THIS
TIME. SUBSEQUENT TESTING OF THE FUEL OIL PER ASTM-D2274-70 WAS COMPLETED AT 0345
ON 8/25/90, AND CONFIRMED THAT THE FUEL OIL WAS OF PROPER QUALITY. AN IN-DEPTM
INVESTIGATION BY THE STATION QUALITY ASSURANCE DEPARTMENT DETERMINED THAT A
VARIETY OF FACTORS CONTRIBUTED TO THIS OCCURRENCE, THE PRIMARY AMONG THESE
::g;g:= BEING A PROGRAMMATIC DEFICIENCY IN CONTROL OF THE FUEL OIL SAMPLING

é MOPE CREEK 1 DOCKET 50-354 LER 90-017

ONTROL ROOM VENTILAT™ON TRAIN TrIPS DUE TO LACK OF CALIBRATION OF A DIFFERENTIAL
PRESSURE SWITCH.

EVENT DATE: 091290  REIORT DATE: 101290 NSS§S: GE TYPE: BWR

VENDOR: BAILEY METER COMPANY

(NSIC 219887) ON 9/12/90 AT 1954, CONTROL ROOM OPERATORS NOTICED AN AUDIBLE
SURGING OF THE "A"™ CONTROL ROOM CHILLER, BEFORE THME OPERATORS COULD RESPOND TO
INVESTIGATE THE CAUSE OF THE SURGING, THE CHILLER TRIPPED, RENDERING THE "A"
CONTROL ROOM VENTILATION (CRV) SYSTEM INOPERABLE. WITH THE "B"™ CRV TRAIN
INOPERABLE FOR SCHEDULED MAINTENANCE, THE SENIOR NUULEAR SHIFT SUPERVISOR (SNSS,
SRO LICENSED) DIRECTED ENTRY INTO TECH SPEC 3.0.3 AT 2000, IMMEDIATE
INVESTIGATION PETERMINED THAT THE "A"™ CHILLER KAD TRIPPED DUE TO A TRIP OF THE
"C" SAFETY AUXILIARIES COOLING SYSTEM (SACS) PUMP DURING THE CALIBRATION OF THE
"C" SACS PUMP DIFFERENTIAL PRESSURE TRANSMITTER (PDT), CONTROL ROOM PERSONNEL
STARTEL THE REDUNDANT "A® SACS PUMP, RESTARTED THE "A"™ CONTROL ROOM CMILLER, AND
RETURNED THE "C"™ CRV SYSTEM TO A NCRMAL OPERATIONAL CONFIGURATION. TECH SPEC
3.0.3 WAS EXITED AT 2001, EXTENSIVE TROUBLESHOOTING FOLLOWING THE EVENT
DETERMINED THAT THE SETPOINT FOR THE DIFFERENTIAL PRESSURE SWITCH (PDSL)
ASSOCIATED WITH THE "C" SACS PUMP PDT KAD DRIFTED WIGM, RESULTING IN AN
INADVERTENT TRIP OF THE "C" SACS PUMP WHEN THE PDT WAS RETURNED TO SERVICE. THE
PRIMARY CAUSE OF THIS OCCURRENCE WAS THE LACK OF A RECURRING TASK TO PERIUDICALLY
CALIBRATE THE PDSL, CORRECTIVE ACTIONS CONSISTED OF RECALIBRATING 'I'ME PDSL AND
REVIEWING OTHER SACS INSTRUMENTATION FOR PROPERLY SCHEDULED CALIBRATION.



[ 79 HOPE CREEK 1 DOCKET 50-3564 LER $0-015
THROUGH WALL LEAK DUE TO SAFETY AUXILIARIES COOLING SYSTEM PUMP CASING LEAK
RESULTS IN NRC NOTIFICATION DUVE TO EQUIPMENT FABRICATION DEFICIENCY.

EVENT DATE: 092690 REPORT DATE: 101790 NESS: GF TYPE. BWR
VENDOR: INGERSOLL-RAND CO.

(NSIC 219905) ON 9/26/90 AT 0911, THE SENIOR NUCLEAR SHIFT SUPERVISOR (8NS5, SRO
LICENSED) DECLARED THE "A®" SAFETY AUXILIARIES COOLING SYSTEM (SACS) PUMP
INOPERABLE IN PREPARATION FOR CONDUCTING NON<DESTRUCTIVE EXAMINATIONS ON AN
APPARENT THROUGH-WALL LEAK ON THE LOWER PUMP CASING, TECM SFECS REQUIRE THAT AN
INOPERABLE SACS PUMP BE RETURNED TO SERVICE WITMIN 72 MOURS, OR THAT THE PLANT BE
IN MOT SHUTDOWN WITMIN TME NEXT 12 KOURS., RESULTS OF THE NDE DETERMINED THAT A
ONE-INCH LINEAR INDICATION EXISTED IN THE PUMP CASING. S..4CE THE STRUCTURAL
INTEGRITY OF AN ASME 111 CLASS 3 COMPONENT WAS INVOLVED, IN ACCORDANCE WITH A
PREVIOUS ACREEMENT BETWEEN PSEAG AND NRC REGION I, A NOTIFICATION OF THE
DISCOVEREL CONDITION WAS MADE AT 1040. THE APPARENT CAUSE OF THE DIS! OVERED
CONDITION WS A CASTING DEFECT IN THE LOWER PUMP CASING DURING INTIZ.
FABRICATION., SUBSEQUENT INVESTIGATION DETERMINED THAT ASME 11! CODE REPAIRS
COULD NOT BE ACCOMPLISHED ON THE PUMP CASING WITMIN TECH SPEC TIME CONSTRAINTS,
&8 SUCH, 17 WAS NECESSARY TO REPLACE TME PUMP CASING., DUE 70 THE AMOUNT OF TIME

TOVIRED TO REPLACE AND RETEST THE PUMP, A 264 HOUR WAIVER OF COMPLIANCE WITH TECM

£C PROVISIONS WAS REQUESTED ON 9-/28/90, THME WAIVER WAS GRANTED BY NRC REGION
"+ EFFECTIVE AT 0911, 9/29/90, AND EXPIRING AT 0911, 9/30/90,

[ 80) HOPE CREEK 1 DOCKET 50-354 LER $0-019
LATE INSERVICE IMSPECTION SURVEILLANCE DUE TO SCHEDULING ERRORS.
EVENT DATE: 092790 REPOR™ DATE: 102490 N§SS: CE TYPE: BWR

(NSIC 219906) ON 9/27/90 AT 1425, AN INSERVICE INSPECTION (181) SUPERVISOR
INFORMED THE SENIOR NUCLEAR SHIFT SUPERVISOR (SNSS, SRO LICENSED) THAT A
SEMI-ANNUALLY TYPE "B" LOCAL LEAK RATE TEST (LLRT) ON THE DRYWELL PERSONNEL
AIRLOCK WAS DISCOVERED TO BE ONE DAY OVERDUE. TECKNICAL SPECIFICATIONS REQUIRE
THAT TYPE "B" LLRT BE PERFORMED ON THE DRYWELL AIRLOCK AT LEAST ONCE PER 6 MONTMS
(1864 DAYS), WITH NO GRACE PERIOD AS NORMALLY ALLOWED BY SPECIFICATION 4.0.2.
FOLLOWUP INVESTIGATION DETERMINED THE PRIMARY CAUSE OF THIS INCIDENT TO BE
INADEQUATE SCHEDULING OF THE COMPLETION OF THE SUBJECT SURVEILLANCE BY 181
DEPARTMENT PERSONNEL. CORRECTIVE ACTIONS INCLUDE REVIEWING THIS CCCURRENCE WITH
ALL I51 PERSONNEL, ADMINISTRATIVELY SCMEDULING THE SURVEILLANCE FOR COMPLETION 1
MONTH PRIOR TO THE ACTUAL DUE DATE, AND REVIEWINC TECHNICAL SPECIFICATIONS T0
ENSURE NO OTHER REQUIRED SURVEILLANCES EXIST WHMICK DO NO ALLUW USE OF THE GRACE
PERIGO IN SPECIFICATION 4.0.2.

[ 81) HOPE CREEK 1 DOCKET 50-354 LER 90-020
PRE-PLANNED ENTRY INTO TECHNICAL SPECIFICATION 3.0.3 10 REPLACE SUSPECT ROSEMOUNT
TRANSMITTER IN ACCORDANCE WITH NRC BULLETIN 90-01.

EVENT DATE: 100390  REPORT DATE: 110190 NSS§5: GE TYPE: BWR

VENDOR: ROGEMOUNT ENGINEERING COMPANY

(NSIC 219907) ON 10/03/90 AT 2031, THE SENIOR NUCLEAR SHIFT FUPERVISOR (§V . SRO
LICENSED) DIRECTED ENTRY INTO TECH SPEC 3.0.3 TO REPLACE A SUSPECT PRESSU. .
TRANSMITTER IN ONE OF THE REACTOR VESSEL INSTRUMENT RACKS. THE TRANSMITTER WAS
DISCOVERED TO BE EXHIBITING SIGNS OF FAILURE AS DESCRIBED IN NRC BULLETIN 90-01
DURING AN ENHANCED SURVEILLANCE. REPLACEMENT OF TRANSMITTER REQUIRED PLACING
REACTOR VESSEL LEVEL AND PRESSURE INSTRUMENTS ON A COMMON SENSING LINE IN AN
INOPERABLE CONDITION TO PRECLUDE INADVERTENT ESF ACTUATIONS. INCLUDED IN THESE
INSTR'MENTS WERE LEVEL AND PRESSURE TRANSMITTERS WMICH PROVIDE INPUTS TO THE NIGM
PRESSURE COOLANT INJECTION (MPCI) AND CORE “PRAY (C8) SYSTEM LOGICS. TWO ENTRIES
INTO SPECITICATION 3.0.3 ARE REQUIRED TO CONDUCT THIS EVOLUTION; TME FIRST
OCCURRED AT 2031 AND WAS EXITED AT 2050, THE SECOND OCCURRED AT 2216 AND WAS
EXITED AT 2240, SUBSEQUENT TO REPLACEMENT, IT WAS DETERMINED THAT A POTENTIAL
ENVIRONMENTAL QUALIFICATION (EQ) CONCERN EXISTED WITH THE NEW TRANSMITTER, AS
SUCH, ANOTHER ENTRY INTO SPECIFICATION 3.0.3 OCCURRED ON 10/4/90 AT 1806 TO AGAIN
REPLACE THE TRANSMITTER., SPECIFICATION 3.0.3 WAS EXITED AT 1822, ENTERED AGAIN
AT 2140 10 RETURN THE REFERENCE LEC TO OPERABILITY, AND WAS EXITED AT 2153 WHEN




ae

TOTAL EQUIPMENT RESTORATION WAS COMPLETED. ROOT CAUSE OF THE EQ CONCERN WAS A
DEFECTIVE TRANSMITTER

{ &2 INDIAN POINT 2 DOCKET 50-247 LER 90~-008
PLANT VENT GASEOUS ACTIVITY MONITOR ESF ACTUATION DUE TO ELECTRICAL SPIKE.
EVENT DATE: 09189C REPORT DATE: 101890 NSSS: WE TYPE: PHWR

(HGIC 219816) AT THE CONCLUSION OF A CONTAINMENT PRESSURE RELIEVING OFERATION ON
SEPTEMBER 18, 1990, WITH THl PLANT AT 96% POWER, THE PLANT VENT GASEQOUS ACTIVITY
MONITOR (R=14) EXPERIENCED A SPURIOUS ELECTRICAL SPIKE, WHICH IN TURN INITIATED
CONTAINMENT VENTILATION ISOLATION AND PARTIALLY ACTUATED THE WELD CHMANNEL AND
CONTAINMENT PENETRATION PRESSURIZATION SYSTEM. A REVIEW OF OTKER RADIATION
MONITCRING INSTRUMENTATION CONFIRMED THERE KAD BEEN NO ACTUAL INCREASE IN GASEQOUS
ACTIVITY THE MEALTH AND SAFETY OF THE PUBLIC WERE NOT AFFECTED BY THIS EVENT.

B3] INDIAN POINT 2 DOCKET 50-247 LER 90-010
lﬂf ACTUATION DUE TO ELECTRICAL SPIKE ON RADIATION MONITORS.
EVENT DATE: 092390 REPORT DATE: 102390 NESS: WE TYPE: PWR

(NSIC 219818) DURING THE PERFORMANCE OF A PRESSURE RELIEF OF CONTAINMENT ON
SEPTEMBER 213 1990, WITH THME PLANT AT 97.5% POWER, THE CONTAINMENT RADIOGAS
MONITOR (R<12) AND THME PLANT VENT GASEOUS ACTIVITY MONITOR (R-14) SIMULTANEOUSLY
EXPERIENCED A SPURIOUS ELECTRICAL SPIKE, WHICH IN TURN INITIATED CONTAINMENT
{ ISOLATION AND PARTIALLY ACTUATED THE WELD CHANNEL AND CONTAINMENT

ON PRESSURIZATION SYSTEM, AFTER DETERMINING THERE MAD BEEN NO ACTUAL
INCREASE IN GASEOUS ACTIVITY, BOTH RADIATION MONITORS WERE RESET AND PRESSURE
RELIEF WAS REINSTITUTED, THME MEALTH AND SAFETY OF THE PUBLIC WERE NOT AFFECTED

{ 84) NDIAN POINT 2 DOCKET 50-2647 LER 90-009

TOXIC GAS MONITOR ALARM RESULTING IN CENTRAL CONTROL ROOM VENTILATION SYSTEM

ISOLATION

EVENT DATE: 092690 REPORT DATE: 102690 NSSS: WE TYPE: PHWR

VENDOR: WISCONSIN BRIDGE & IRON

(NSIC 219817) ON SEPTEMBER 26. 1990, AT ABOUT 0443 HOURS, WITH REACTOR POWER Al

7%, THE CHLORINE TOXIC GAS MONITOR CHANNEL 1 ALARMED, RESULTING IN THE TRANSFER

OF TME CENTRAL CONTROL ROOM (CCR) VENTILATION SYETEM FROM THE NORMAL MODE TO THE

INCIDENT MODE. AS DESIGNED, THE DETECTION OF CHLORINE BY EITMER CHANNELS 1 OR 2

OF THE TOXIC GAS MONITORS WILL GENERATE AN ALARM IN THE CCR AND ISOLATE THE CCR

VENTILATION SYSTEM, TME TOXIC GAS MONITORING SYSTEM 18 CLASSIFIED AS AN

fh&lhlf[i{ SAFETY FEATURE (ESF). NO TECHNICAL SPECIFICATION OR NRC LIMITS WERE
CEEDED.

{ 85) KEWAUNEE DOCKET 50-305 LER 90-009

BOTH DIESEL GENERATORS INOPERABLE FOR 1

RETAINING RING INSTALLATION DUE TO FC Sl
EVENT DATE 091790 REPORT DATE: 101790
VENDOR: ELECTRO -~ MOTIVE DIV. OF GM

MOUR AND 40 MINUTES AS A RESULT OF A
BLE PERSONNEL ERROR.
NSSS8: WE TYPE: PWR

(NSIC 210854) AT 1035 ON 9719790, WITH TME PLANT AT 100X POWER, IT WAS DETERMINED
THAT BOTN DIESEL GENERATORS (DG) MAD BEEN OUT OF SERVICE FROM 1443 TO 1623 CON
/17, IHE EVENT WAE DISCOVERED kPF‘ IT WAS DETERMINED THAT THE 1A DG HAD BEEN
INOPERABLE SINCE 9714 AND THAT THE 1B DG MAD BEEN REMOVED FROM SERVICE DURING
THIS TIME PERIOU FOR SURVEILLANCE TESTING. THE 1A DG WAS CONSIDERED INOPERABLE
BECAUSE TH { FUEL INJECTION ROCKER FOR THE NUMBER 10 CYLINDER BECAME DISENGAGED
FROM T!‘ FUEL Z\'E”"F THIS COULD MAVE PREVENTED THE 1A DG FROM REACHING ITS
DESICA Al ITY THMEREFORE THE 1A DG WAS CONSERVATIVELY DECLARED INOPERABLE.
THE LOST | BABLE ‘ﬂlﬁl OF THIS EVENT IS AN IMPROPERLY INSTALLED RETAINING
SPRINC THE RETAINING SPRING I8 LOCATED IN THE DG FUEL INJECTION SYSTEM.
I'*““.w;l N OF G OPERABILITY REQUIRES STARTING A DG BUT NOT LOADING I1
THEREFC THE INOPERABILITY OF THE 1A DG WAS NOT DISCOVERED PRIOR TO REMOVING
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ADMINISTRATIVE IN NATURE ONLY BECAUSE IT SHARES A COMMON TS DOCUMENT WITH UNIT 1,
THE CMANGE WILL ONLY APPLY UNTIL 7/16/91. AFTER THMAT TIME, THE NRC WILL REQUIRE
THE UNIT 1 AND A UNIT 2 TS T0 READ THE SAME. THIS EVENT 1S ASSIGNED A CAUSE OF

gs::ggoggflC!lNCY BECAUSE OF UNANTICIPATED INTERACTION OF SYSTEMS DVE TO DESION

[ 96 MCGUIRE 1 DOCKET 50-369 LER 90-025 RZV 01
UPDATE ON SHUTDOWN BECAUSE OF UNIDENTIFIED REACTOR COOLANT SYSTLM LEAKAGE GREATER
THAN TECHNICAL SPECIFITATION LIMITS CAUSED BY EQUIPMENT FAILURE.

EVENT DATE: 082790  REPORT DATE: 092690 NSSS: WE TYPE: PWR

VENDOR: BORG-WARNER CORP,

(NSIC 219915) ON AUGUST 27, 1990, AT 05564 MOURS, UNIT 1 BEGAN REDUCING LOAD TO
COMPLY WITH THE UNIDENTIFIEN LEAKAGE TECKNICAL SPECIFICATION, LEAKAGE
CALCULATIONS INDICATED THMAT NIDENTIFIED LEAKAGE WAS GREATER THAN 1 GALLON PER
MINUTE. AN UNUSUAL EVENT WAS DECLARED AT THIS TIME. UNIT 1 ENTERED MODE 3 (MOT
STANDBY), AT 1013 MOURS. ENTRIES WERE MADE INTO CONTAINMENT AND PRESSURIZER PORV
HEADER MI POINT VENT VALVE, 1NC~252, WAS FOUND TO MAVE A PACKING LEAK OF
APPROXIMATELY & OUNCES PER MOUR. THE PACKING WAS ADJUSTED AND THE LEAK STOPPED.
IN ADDITION, PRESSURIZER RELIEF ISCLATION VALVE, INC-33, WAS FOUND TO HAVE A
PACKING LEAK AND THE VALVE STEM LEAKOFF LINE WAS SEPARATED FROM THE DRAIN PIPING.
THE LEAKOFF LINE WAS REPLACED AND VALVE 1NC-33 WAS BACKSEATED TO STOP 17§
LEAKAGE. THE PACKING ON VALVE 1NC-33 WAS TORQUED TO ITS MAXIMUM ALLOWED VALUVE.
THE POWER TO THE ASSOCIATED PRESSURIZER POWER OPERATEL RELIEF VALVE SOLENOID WAS
DEENERGIZED BECAUSE VALVE INC-I3 IE TECMNICALLY INOPERABLE WNILE BACKSEATED.
VALVE INC-33 WILL BE REPACKED DURING THE NEXT APPROPRIATE OUTAGE. THIS EVENT 18§
ASSIGNED CAUSE OF EQUIPMENT FAILURE. UNIT 1 WAS IN MODE 1 (POWER OPERATION) AT
100 PERCENT POWER AT THE TIME THE LEAKAGE WAS DISCOVERED,

[ 95) MILLSTONE 1 DOCKET 50-245 LER 90-010 REV 01
UPDATE ON EQUIPMENT ENVIRONMENTAL QUALIFICATION BARRIERS VIOLATED.
EVENT DATE: 061390  REPORT DATE: 100590 N§SS: GE TYPE: BWR

(NSIC 219815) ON 12725789, WITH THE PLANT AT 100X POWER (530F AND 1030 PSIG), THE
TURBINE DECK TO MEATING AND VENTILATION (M&V) ROOM DOUBLE DOORS AND MEATING
VENTILATION SUPPLY (MVS) GA/B DOOR TO TME SWITCHGEAR AREA WERE OPENED FOR A
DURATION OF APPROXIMATELY 16 MOURS, THIS WAS DONE IN AN ATTEMPT TO CORRECT A LOW
TEMPERATURE CONDITION IN THE SWITCHUEAR AREA BY DRAWING WARM AIR FROM TME TURBINE
DECK THROUGH THE VENTILATION SYSTEM TO THE SWITCHGEAR AREA. WITH THE SWITCHGEAR
AREA AND M&V ROOM A MILD ENVIRONMENT, AND THE TUREINE DECK A POTENTIAL MARSH
ENVIRONMENT, EEQ BARRIERS WERE VIOLATED, THIS RESULTED IN CHANGING THE
ENVIRONMENTS IN THE M&V ROOM AND SWITCHGEAR ROOM TO POTENTIAL MARSH ENVIRONMENTS.
A REPORTABILITY EVALUATION WAS INITIATED ON 5/14/90, T0 DETERMINE IF A

REPORTABLE CONDITION EXISTED. ON 6/13/90, RESULTS OF THE REPORTABILITY
EVALUATION CONCLUDED BLOCKING OPEN THE DOUBLE DOORS BETWEEN THE M&V ROOM AND THE
TURBINE DECK AND THE DOOR MWVS 6A/B REPRESENTED A DEGRADATION BETWEEN POTENTIAL
HARSH AND MILD ENVIRONMENTS., ON 7/20/90 WHILE REVIEWING ROUTINE PLANT
EVALUATIONS TO DETERMINE IF ADDITIONAL EEQ HARSH-MILD STRUCTURAL BARRIERS ARE
OPENED DURING THESE ACTIVITIES, IT WAS DISCOVERED THAT CERTAIN ACTIVITIES, SUCK
AS BIMONTMLY LOADING OF RESINS FROM THE 14'€"™ ELEVATION OF THE TURBINE BUILDING
TO THE 34'6" ELEVATION OF THE TURBINE BUILDING, INVOLVED OPENING AN ACCESS
BETWEEN A HARSH AND MILD ENVIRONMENT.

[ 96) MILLSTONE 1 DOCKET 50-245 LER 90-014
LOW PRESSURE COOLANT INJECTION WEAT EXCHANGER FLOW RATES.
EVENT DATE: 090790  REPORT DATE: 100990 N5SS: O TYFE: BWR

VENDOR: PERFEX, INC.

(NSIC 219694) ON 9/7/90, AT 1845 HOURS, WITH THE PLANT AT 1004 POWER (S30F AND
1030 PSIC), AN INCONSISTENCY BETWEEN PROCEDURAL AND DESIGN PARAMETERS ASEOCIATED
WITH THE LOW PRESSURE COOLANT INJECTION (LPCI) MEAT EXCHANGER FLOW RATES WAS
IDENTIFIED. THE INCONSISTENCY WAS ASSOCIATED WITM THE MAXIMUM LPCI FLOW
PERMITTED THROUGH THE HEAT EXCHANGER TO PRECLUDE FAILURE DUE TO EROSION AND
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PERSONNEL ERROR DLANY PERSONNEL FAILED TO INCORPORATE ALL OF THE AUTOMATIC
RELEASE TEAMINATION CAPABILITY OF 3JCND~07 INTO THE hllLI ABLE SURVEILLANCE
PROCEDURE WITH THE RADIATION MONITOR INOPERABLE AN EXPLANATION WAS NEVER
PROVIDED IN THE SEMIANNUAL EFFLUVENT RELEASE REPORT NO IMMEDIATE CORRECTIVE
ACTION WAS REQUIRED THE SURVEILLANCE PROCEDURE WAS CMANGED TO INCORPORATE TNE

INTERLOCKS FOR ALL RELEASE PATMS AND WEKE SATISFACTORILY TESTED. AN EXPLANATION
WILL BE PROVIDED IN THE NEXT SEMIANNUAL RELFASE REPORT HO OTHER DEFICIENCIES
WERE IDENTIFIED IN OTHMER RADIATION MONITORING SURVEILLANCES., LESSONS LEARNED
WILL BE INCLUDED IN THE TRAINING FOR APPLICABLE PLANT PERSONNEL

y 100) TX ILLO DOCKET 50-263 LER #0-007 REV 01

UrDATE ON i. CTRIC FAULT IN REACTOR RECIRCULATION PUMP DISCHAROE VALVE MOTOR
WHICKN COULL rnm; E LOW PRESSURE COOLANT INJECTION SYSTEM
EVENT DATE: 0705%0 REPORT DATE: 11019¢ NSSS: O TYPE: BWR
VENDOR: LIMITORQUE CORP

RELIANCE ELECTRIC COMPANY

(NsIC 2! ON JULY 5, 1990 WITH THE REACTOR IN COLD SHWUTDOWN, THE #1232 REACTOR
RECIRC \le!'h PUMP DISCHARGE VALVE MOTOR FAILED WMILE CLOSING THE RECIRCULATION
PUMP DISCMARGE VALVE. POSITION INDICATION LIGHTS WENT DARK APPROXIMATELY 8

SECONDS AFTER A CONTROL ROOM OPERATOR OAVE THME VALVE A CLOSE SIGNAL. THE VALVI
WAS FOUND TO BE ABOUT 98 PERCENT CLOSED, THE REACTOR WAS IN COLD SHUTDOWN. THIS
EVENT I5 REPORTABLE BECAUSE THE #12 RECIRCULATION FUMP DISCHARGE VALVE 1S
REQUIRED T0 CLOSE UPON LOW PRESSURE COOLANT INJECTION BYSTEM INITIATION WNEN
RECIRCULATION SYSTEN "B" LOOP 1S SELECTED FOR INJECTION THE ROOT CAUSE OF THIS
EVENT WAS FAILURE TO COMPLETELY EVALUATE THE POSSIBLE LATENT EFFECTS OVERLOADS
OF THE OPERATOR IN 1984 AND 1986 MAY MAVE MAD ON THE OPERATOR, CUMULATIVE MEAT
DEGRADATION OF THE MOTOR OR THE MOTOR FUSES DUVE TO THE OVERLOAD EVENTS LED TO
SINOLE PMASE OPERATION OF THE MOTOR IN 1990, AND ULTIMATELY TO FAILURE OF THE
MOTOR CORROSION OF THE MAGNESIUM ROTOR MATERIAL WAS NOT A CONTRIBUTING FACTOR
T0 THE FAILURE, THE MOTOR WAS REPLACED TME POWER CIRCUIT COMPONENTS WERE
INSPECTED AND/OR TESTED. THE VALVE WAS DECLARED OPERABLE PRIOR TO PLANT STARTUP,

£101) ONTICELLO DOCKET 50-263 LER 90014
NQN"OVH("\AZIVI CALIBRATION OF CORE FLOW MEASUREMENT SYSTEM DUE T0 PROCEDURE
INADEQUAC

EVENT Uhll 080790 REPORT DATE: 100990 NS§SS: GE TYPE: BWR

(NSIC 219699) A REVIEW OF A RECENT GENERAL ELECTRIC SERVICE INFORMATION LETTER
CONCLUDED THAT THME CORE FLOW MEASUREMENT SYSTEM MAD NOT BEEN PROPERLY CALIBRATED
CALIBRATING THE CORE FLOW MEASUREMENT SYSTEM USING THE METHOD RECOMMENDED IN THE
SERVICE INFORMATION LETTER RESULTS IN DECREASING THE INDICATED CORE FLOW BY
APPROXIMATELY 3.5 MAVING AN INDICATED FLOW 3.5% HIGMER THAN IT SHOULD BE
RESULTS IN THE RATED DRIVE FLOW ALSO BEING 3.5% TOO HIGM. THIS IN TURN RESULTS
IN NONCONSERVATIVFE AVERACE POWER RANGE MONITOR FLOW BIASED ROD BLOCK AND SCRAM
SETPOINTS OF AS MUCH AS 2X AT RATED CORE FLOW, ALSO, INDICATED CORE FLOW 3, 5%
HIGMER TMAN ACTUAL CORE FLOW RESULTS IN A 1% NONCONSERVATISM IN THE CALCULATION
OF THE REACTOR CORE THMERMAL LIMITS. THE ROUT CAUSE IS AN INADEQUATE CORE FLOW
MEASUREMENT SYSTEM INSTRUCTION MANUAL. THE IMMEDIATE CORRECTIVE ACTIONS WERE TO
INCREASE THE RATED DRIVE FLOW SIGNAL USED IN THE FLOW BIAS SETPOINT CIRCUITRY BY
3.5% AND 70 REDUCE THE ACTION LIMIT ON THF THERMAL LIMITS BY 1%X. TNE LONG TERM
CORRECTIVE ACTIONS WILL BE TO CALIBRATE THE CORE FLOW MEASUREMENT SYSTEM ONCE PER
CYCLE, REVIEW FOR ACCURACY OTHCR MEASURED INPUTE TO THE THERMAL LIMITS
CALCULATIONS, AND AS PART OF THE ON-GOING DESIGN BASIS DOCUMENTATION PROGRAM
FURTHER REVIEW WILL BE DONE ON SIMILAR SETPOINTS

1021 ‘?N!XCFLLC DOCKEY 50-263% LER 90-015 REV 01
UPDATE ON FAILURE TO PERFORM REQUIRED STROKE TIMING OF PRIMARY CONTAINMENT
ISOLATION \uL\l FOLLOWING VALVE MAINTENANCE.

EVENT DATE: 091690 REPORT DATE: 110190 NESS: Ok TYPE: BWR

(NSIC 219831) MINOR MAINTENANCE AND SUBSEQUENT POST MAINTENANCE TESTING WERE
PERFORMED ON A PRIMARY CONTAINMENT AUTOMATIC ISOLATION VALVE. IT WAS RETURNED TO




SERVICE FCLLOWING THIS MAINTENANCE, LATER, IY WAS DISCOVERED THAY REQUIRED
STROKE TIMING OF THE VALVE WAS NOT PLRFORMED AS A PART OF THE POST MAINTENANCE
TESTING., THIS WAS A VIOLATION OF TECHNICAL SPECIFICATIONS WHICH REQUIRE PRIMARY
CONTAINMENT AUTOMATIC ISOLATION VALVES TO BE STROKE TIKED PRIOR TO PLACING THEM
BACK IN SERVICE. THE FAILURE TO STROKE TIME VALVE MO-2373 FOLLOWING MAINTENANCE
AS REQUIRED BY TECHNICAL SPECIFICATIONS WAS ATTRIBUTED TO COGNITIVE PERSONNEL
ERROR, THE CORRECTIVE ACTION TAKEN WAS TO STROKE TIME THE VALVE. ADDITIONAL
ACTIONS TO PREVENT RECURRENCE ARE TO IMPLEMENT IMPROVED ADMINISTRATIVE CONTROLS
AND TO REMIND PLANT PERSONNEL OF THE STROKE TIMING REQUIREMENT,

(103} NINE MILE POINT 2 DOCKET 80-41¢ LER 90014
SERVICE WATER PUMF INSERVICE TESY PROCEDURE NOY IN COMPLIANCE WITH ASME SECTION
XI REQUIREMENTS.

EVENT DATE: 0924%0 REPORT DATE: 10264%0 NESE: GF TYPE: BWR

{(NSIC 219927) ON SEPTEMBER 24, 1990, IT WAS DETERMINED THMAT THE NINE MILE POINT
UNIT 2 (NMPZ) TEN YEAR INSERVICE INSPECTION PROGRAM PLAN WAS NOT BRING
IMPLEMENTED IN ACCORDANCE WITH ASME CODE, SECTION XI GUIDELINES AS REQUIRED BY
THE PLANT TECHNICAL SPECIFICATION, THE METHODS DEVELOPED TO DETERMINE SERVICE
HATER PUMP OPERABILITY ACCEPTANCE, AND SPECIFICALLY, THE USE OF PUMP PERFORMANCE
CURVES, WERE NOT CONSISTENT WITK ASME SBECTION XI REQUIREMENTS. NMP2 WAS IN A
REFUELING OUTAGE AT THE TIME THIS CONDITION WAS DETERMINED REPORTABLE, THE CAUSE
FOR THIE CONDITION WAS A PROCEDURAL DEFICIENCY. THE ROOT CAUSE WAS DETERMINED TO
BE A MISINTERPRETATION OF AN ASME SECTION X1 REQUIREMENT. INITIAL CORRECTIVE
ACTION INCLUDED REVISING THE OPERATING SURVEILLANCE PROCEDURE TO ELIMINATE USE OF
PERFORMAN CURVES., AN ADDITIONAL ACTION INCLUDES PERFORMING A 100 PERCENT
REVIEW OF JS0CIATED INSERVICE TESTING PROGRAM IMPLEMENTING PROCEDURES.

[104) NORTH ANNA 2 DOCKET 50-339 LER §9-006 REV 01
UPDATE ON PRESSURIZER CODE SAFETY VALVES OUT OF TOLERANCE.

EVENT DATE: 031589 REPORT DATE: 100890 NESS: WE TYPE: PHWR
VENDOR: DRESSER INDUSTRIAL VALVE & INST DIV

(NSIC 219687) AT 1600 HOURS ON 3/15/89, WITH UNIT 2 IN MODE 6 (REFUELING) THE "A*
PRESSURIZER CODE SAFETY VALVE, 2-RC-SV-2551A, "AS FOUND" SET PRESSURE WAS FOUND
TO BE OUT OF TOLERANCE., THME “AS FOUND*® SET PRESSURE WAS NOT WITHIN THE SET
PRESSURE OF 2485 PSIG 47+ 1% ALLOWED BY TECH SPEC 5.64.3. THIS EVENT IS REPORTABLE
PURSUANT TO 10CFRSO.73CAXCR)CIIC(R), ON 3/8/8%9, ALL THREE PRESSURIZER CODE SAFETY
VALVES WERE SENT TO WYLE LABS FOR THE PERFORMANCE OF THE *PRESSURIZER CODE RAFETY
VALVE SETPOINT VERIFICATION® PERIODIC TEST (2-PT-50)., EACK VALVE WAS
FUNCTIONALLY TESTED FOR THE "AS FOUND"™ SEY PRESSURE AND LEAK TIOGHMTNESS. THE "AS
FOUND® SET PRESSURE FOR THE *A™ SAFETY VALVE WAS FOUND T0 BE BELOW THE MINIMUM
SET PRESSURE ALLOWED BY TECH SPEC 3.4.3. ALSO, ALL SAFETY VALVES LEAKED
FOLLOWING "AS FOUND*® TESTING. AS A CORRECTIVE ACTION, THE SAFETY VALVES WERE
REPAIRED AND READJUSTED AT WYLE LABS TO WITNIN THE CORRECT SETPOINT TOLERANCE
ALLOWED BY TECH SPEC 3.4.3., FOLLOWING REPAIR AND READJUSTMENT NONE OF THNE SAFETY
VALVES EXMIBITED LEAKAGE. THIS EVENT POSED KO SIONIFICANT SAFETY IMPLICATIONS
BECAUSE THE “A"™ PRESSURIZER CODE SAFETY VALVE WOULD HKAVE PERFORMED ITS SAFETY
FUNCTION IN THE EVENY OF AN OVERFRESSURE CONDITION,

[105) NORTN ANNA 2 DOCKET 50-339 LER 90-004

UREATER THKAN ONE PERCENT OF INSERVICE TUBES DEFECTIVE ON STEAM GENERATORS "A" AND
.ge.,

EVENT DATE: 100290 REPORT DATE: 102590 NSSS: WE TYPE: PWR

VENDOR: WESTINOHMOUSE ELECTRIC CORP,

(NSIC 219875) ON OCTOBER 2, 1990 WITH UNIT 2 IN MODE & (REFUVELING), IT WAS
DETERMINED BY INSERVICE INSPECTION THAT *A" BTEAM GENERATOR (8/0) MAD 33 TUBES
DEFECTIVE OUT OF THE 3277 TYUBES IT MAD IN SERVICE., ON OCTOBER 5, 1990 WITH THE
SAME PLANT CONDITIONS, IT WAS ALSC DETERMINED THAT *C* S/G MAD 40 TUBES DEFECTIVE
OUT OF THE 3249 TUBES IT MAD IN SERVICE., THUS, GREATER THAN ONE PERCENT OF TUBES
INSPECTED ON EACH OF THE S/0'S, "A"™ AND *"C", WERE FOUND TO BE SUFFICIENTLY
DEFECTIVE TO REQUIRE PLUGGING., AS THE RESULY, BOTM §$/G'S ARE CLASSIFIED AS




CATEGORY C+3, THIS EVERT 1§ REPORTABLE PURSUANT TO T0CFRSO0.73(A(RI(VIC(C) AS
REQUIRED BY TECHNICAL SPECIFICATION (T5) &.4.5.5.C, A FOUR HOUR REPORT WAS MADE
PURSUANT TO Y0CFPS0.72(B)C2)C1). NO REACTOR CORE SAFETY CONCERNS EXIST SINCE
EACH 676 16 BOU, ED BY THE TUBE PLUGGING LIMIT OF EIGHT (8) PERCENT ALLOWED BY

THE SAFETY ANALYSIS. THEREFORE, THE WEALTH AND SAFETY OF THE PUBLIC WERE NOT
AFFECTED AT ANY TIME DURING THIS EVENT.

{106) NORTH ANNA 2 DOCKET 50-339 LER 90-0058
PRESSVRIZER AND MAIN STEAM SAFETY VALVE SETPOINTS OUT OF TOLERANCE DUVE TO
BETPOINT DRIFT.

EVEXT DATE: 100590 REPORT DATE: 101790 NSSS: WE TYPE: PHWR
VENDOR: CHOSBY VALVE & GAGL CO

DRESSER INDUSTRIAL VALVE & INST DIV

(NSIC R19876) AT 0950 MOURS ON CCTOBER 5, 1990, WITH UNIT 2 IN MODE 6
(REFUELING), THE "AB FOUND* SET PRESSURES FOR THE 3 PRESSURIZER SAFETY VALVES AND
10 OF 15 MAIN STEAM BAFETY VALVES (MBSVS) WERE FOUND TO BE OUTSIDE THE SETPOINT
TOLERANCES ALLOWED BY TECHNICAL SPECIFICATIONS 3.4.3 AND ¥.7.1.1, RESPECTIVELY.
THIS EVENT I8 REPORTABLE PURSUANT TO 10CFRSO0.73C(AX(R)CI)(B) FOR CONDITIONS
PROMIBITED BY TECHNICAL SPECIFICATIONS 3.64.2, 3.6.3.17 AND 3,7.1.1., THE SAFETY
VALVES WERE SENT 70 WYLE LABS FOR TESTING TO ENSURE CONFORMANCE TO TECHNICAL
SPECIFICATIONS 3.6.2, 3.6.3.1 AND 3.7.1.%, RESPECTIVELY. THRE “"AS FOUND" BET
PRESSURES FOR THE 3 PRESSURIZER SAFETY VALVES AND 10 MSSVS WERE FOUND TO BE
OUTSIDE THE TOLERANCE OF TECHNICAL SPECIFICATIONS 3.6.2, 5.64.3.1 AND 3.7.1.1,
HOWEVER, THE EXPECTED PEAK PRESSURE WAS FOUND TO BE LESS THAN THE DESIGN BASIS
PRESSURE. THE SAFETY VALVES WERE REPAIRED AND READJUSTED, AS NECESSARY TO BE
WITHIN THE CORRECY SETPOINT TOLERANCE ALLOWED BY TECHNICAL SPECIFICATIONS. TNIS
EVENT POSED NO SIGNIFICANT SAFETY IMPLICATIONS BECAUSE THRE SAFETY VALVES WOULD
MAVE PERFORMED THEIR SAFETY FUNCTION IN THE EVENT OF AN OVERPRESSURE CONDITION,

TM: HEALTH AND SAFETY OF THE PUBLIC WERE NOT AFFECTED AT ANY TIME DURING THIS
EVENT,

£107) OCONEE 2 DOCKET 50-270 LER 90-001
MANUAL REACTOR TRIP WHILE SUBCRITICAL AFTER 2A FEEDWATER PUMP TRIP DUE TO
EQUIPMENT MALFUNCTION,

EVENT DATE: 091390 REPORT DATE: 101590 NS5SS: BW TYPE: PWR
VENDOR: GENERAL ELECTRIC CO.

(NBIC 21§70 ON $/715/790, AT 02644 MOURS, WITH UNIT 2 SUBCRITICAL AND GROUP 1
CONTROL RODE POSITIONED AT 50X WITHDRAWN, THE REACTOR WAS MANUALLY TRIPPED IN
ACCORDANCE WITH THE OPERATIONS MANAGEMENT PROCEDURE WHEN THE ONLY OPERATING MAIN
FEZDWATER FUMP TURBINE (FWPT), 2A FWPT, TRIPPED. UNIT 2 WAS IN THE PROCESS OF
BEING SHUT DOWN IN PREPARATION FOR A REFUELING OUTAGE. EMERCGENCY FEEDWATER
CEFDW) WAS MANUALLY INITIATED AFTER THE 2A FWFT TRIPPED BECAUSE ITS AUTOMATIC
ACTUATION MAD BEEN PREVIOUSLY BYPASSED BY THE SHUTDOWN PROCEDURE. EFDW PERFORMED
AS EXPECTED AND COOLDOWN WAS MAINTAINED WITHIN LIMITS. TME REACTOR COOLANT
SYSTEM (RCC) WAS AT APPROXIMATELY 490F AND 2150 PSIG PRIOR TO THE EVENT. EFDW
WAS SECURED 47 F.NUTES LATER WITHN THE CONDENSATE BOOSTER PUMP FEEDING THE STEAM

GENERATORS AND THE RCSHE WAS AT APPROXIMATELY G65F AND 1950 PSIG. THE ROOT CAUSE IS
EQUIPMENT MALFUNCTION.

f108) OYSTER CREEK DOCKET 50~219 LER 90-013

T:gu:chL SPECIFICAYION VIOLATION DUE TO NMISSED FIRE WATCH CAUSED BY PERSONNEL
ERROR

EVENT DATE: 092690 REPORT DATE: 102490 NSSE:. GE TYPE: BWR

(NSIC 219811) ON SEPTEMBER 26, 1990 AT APPROXIMATELY 1500 MOURS, A PREVENTIVE
MAINTENANCE ACTIVITY ASSOCIATED WITH THE C BATTERY ROOM VENTILATION WAS COMPLETED
AND THE MOURLY FIRE WATCH FOR THE C BATTERY ROOM WAS SECURED BY THE ON DUTY GROUP
SHIFT SUPERVISOR, AT 1700 MOURS, AFTER SHIFT TURNOVER, THE NEW ON DUTY GROUP
SHIFT SUPERVISOR RIVIEWED THE FIRE WATCH PATROL LIST AND REALIZED THAT THERE WAS
STILL A REQUIREMENT FOR THE C BATTERY ROOM FIRE WATCHM, DUE TO A MALFUNCTIONING
DOOR. THE FIRE WATCH WAS IMMEDIATELY REINSTATED, MOWEVER ONE OF THE MOURLY FIRE




WATCHES WAS MISSED THE CAUSE OF THIS OCCURRENCE IS ATTRIBUTED TO PERSONNEL
ERROR., A CONTRIBUTING FACTOR TO THIS OCCURRENCE 185 THME PRIORITY ASSIGNED TO THE
MAINTENANCE ACTIVITY ASCOCIATED WITH REPAIRING THE MALFUNCTIONING DOOR. THME
SAFETY SICNIFICANCE OF THIS EVENT 1S5 MINIMAL BECAUSE ALL FIRE DETECTORS IN THE €
BATTERY ROOM, AS WELL AS ADJACENT AREAS WERE OPERABLE. THE MISSED FIRE WATCH WAS
QUICKLY RECOGNIZED AND CORRECTED. FOR CORRECTIVE ACTION, MANAGEMENT WILL ENSURE
APPROPRIATE PERSONNEL ARE AWARE OF THE NEED TO CIVE A WIGM PRIO.CITY TO ACTIVITIES
ASSOCIATED WITH THE RESTORATION OF FIRE PROTECTION EQUIPMENT. ALSO, THIS

LICENSEE EVENT REFORT WILL BE ASSIGNED AS REQUIRED REANING FOR ALL LICENSED
PERSONNEL IN THE OPERATIONS DEPARTMENT.

£109) PALISADES DOCKET 50-255 LER 90-016
PRIMARY COOLANT SYSTEM VENT VALVE SIZING ERROR.
EVENT DATE: 091190 REPORT DATE: 101190 NSSS: CE TYPE: PWR

(NSIC 219825) ON FEPTEMBER 11, 1990 THE PLANT WAS OPERATING AT APPROXIMATELY 80X
POWER., TECHNICAL SPECIFICATION 3.1.8 REQUIRES THAT WHENEVER THE TEMPERATURE OF
ONE OR MORE OF THE PRIMARY COOLANT SYSTEM COLD LEGS IS LESS TMAN &30 DEGREES F,
BOTH POWER OPERATOR RELIEF VALVES (PORV'S) BE OPERABLE. IF ONE OR BOTH PORV'S
ARE INOPERABLE THEN THE TECHNICAL SPECIFICATIONS PROVIDES ACTION STATEMENTS TO
EVENTUALLY DEPRESSURIZE AND EITHER VENT THE PCS THROUGH A VENT GREATER THAN OR
EQUAL TO 1.3 SQUARE INCHES IN SIZE, OR CPEN BOTH PORV VALVES AND BOTH PORV BLOCK
VALVES THIS REQUIREMENT ENSURES THAT THE 10CFRS0 APPENDIX G PRESSURE LIMITS
WILL NOT BE EXCEEDED., DURING THE 1989 FALL MAINTENANCE OUTAGE THE PORV'S AND
BLOCK VALVES WERE REPLACED, AND VENT VALVES WERE ADDED UNDER FACILITY CHANGE (FC)
791, AN ENCINEERING ANALYSIS PERFORMED AS PART OF THE FACILITY CHANGE SHOWED TME
VENT VALVES TO MAVE THE REGUIRED VENT PATH OPENING SIZE OF GREATER THAN 1.3
SQUARE INCHES. THMIS WAS INITIALLY CONFIRMED BY THE VALVE VENDOR. THE LATER
CONFIRMATORY CALCULATIUNS BY THE VALVE VENDOR SHOWED THAT THE VALVES DID NOT
PROVIDE A VENT PATH OPENING OF 1.3 SQUARE INCHES. THEREFORE THE OPERATING
PROCEDURES IN PLACE ALLOWED A PLANT CONFIGURATION THAT WAS NOT IN CONFORMANCE
WITK THE TECHNICAL SPECIFICATIONS LIMIT.

[110) PALISADES DOCKET 50-258 LER 90-017
LOW TEMPERATURE OVER-PRESSURIZATION PROTECYION INOPERABLE AS POWER OPERATED
RELIEF VALVE ACTUATION CIRCUITRY INAPPROPRIATELY DISAR: D

EVENT DATE: 092690 REPORT DATE: 102690 NSSS: CE TYPE: PWR

(NSIC 219826) ON SEPTEMBER 26, 1990 AT 0830 HOURS THE PLANT WAS IN COLD SHUTDOWN
AND ON SHUTDOWN COOLING. TECHNICAL SPECIFICATION 3.1.8, “"OVERPRESSURE PROTECTION
SYSTEMS®, REQUIRES THAT WHENEVER THE TEMPERATURE OF ONE OR MORE OF THE PRIMARY
CUOOLANT SYSTEM (PCS) COLD LEGS IS LESS THAN 4350 DEGREES F, BOTH POWER OPERATED
RELIEF VALVES (PORVS) BE OPERABLE. DURING A DAILY CONTROL ROOM TOUR, THE
INSTRUMENT AND CONTROL (JI&C) SUPERVISOR NOTICED THAY AN ALARM WAS ANNUNCIATED ON
THE MAIN CONTROL BOARDS A8 "NO PCS PROTECTION®™ AND QUESTIONED THE OPERABILITY OF
THE PORVS WHICH WERE BEINC USED FOR OVERPRESSURE PROTECTION. DISCUSSIONS WITH
THE PROJECT ENGINEER AND THE I&C SUPERVISOR FAILED TO PROVIDE A CLEAR ANSWER AS
TO THE OPERABILITY OF THE SYSTEM. DURING THIS REVIEW, THE PORVS AND ASSOCIATED
BLOCK vALVES WERE OPENED YO PROVIDE A POSITIVE VENT PATH. TO VERIFY THE ACTUAL
SYSTEM RESPONSE, PORTIONS OF MI-R27E TEST PROCEDURE WERE PERFORMED TO TEST THE
OPERABILITY OF THE CVERPRESSURE PROTECTION SYSTEM IN THE SMUTDOWN COOLING MODE.
IT WAS DETERMINED THAT THRE PORVS WOULD NOT OPEN UNDER AN ACTUAL HIGH PRESSURE
CONDITION, WITH A FAILURE OF THE TEMPERATURE INPUT, TNIS EVENT IS REPORTABLE AS
A CONDITION PROMIBITED BY PLANT TECHNICAL SPECIFICATIONS IN THAT THE REQUIREMENT

TO VERIFY THE PCS VENT PATM EVERY 12 HOURS WHMEN THE VENT IS BEING USED FOR
OVERPRESSURE PROTECTION WAS NOT MET.

£111) PALO VERDE 2 DOCKET 50-529% LER $0-009
VOLUNTARY REPORT ON FIRE BARRIER INSPECTION.
EVENT DATE: 091190 REPORT DATE: 102490 NSSS: CE TYPE: PWR

(NSIC R19957) PALO VERDE UNIT 2 WAS IN MODE 1 (POWER OPERATION) AT 100 PERCENT
POWER WHEN THE UNIT 2 EIGHNTEEN MONTH INSPECTION OF FIRE AREA BOUNDARIES (WALLS,
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FLOORS, AND CEILINGS) AND ASSOCIATED SEALED PENETRATIONS (EXCEPT FIRE DNCREY WAS
COMPLETED ON SEPTEMBER 11, 1990, APPROXIMATELY 256 INSTANCES WERE 1wenTIFIED OUT
OF APPROXIM/ "ZLY 2000 ATTRIBUTES EXAMINED WHERE EITHER AN INSPECTION ACCEPTANCE
CRITERION W, ' NOT MET OR THE ADEQUACY OF THE INSTALLED CONFIGURATION WAS
QUESTIONABLE. BECAUSE OF THE EXTENT OF OUR INSPECTION ACTIVITY AND THE TYPES OF
DISCREPANCIES IDENTIFIED, APS IS SUBMITTING THIS INFORMATIONAL LER. IF, THROUGH o
POST-INSPECTION ANALYSIS, A DISCREPANCY 18 IDENTIFIED THAT MEETS THE REPORTING

REQUIREMENTS OF 10 CFR 50.73, A SUPPLEMENT TO THIS REPORT WILL BE SUBMITTED.

FIRE BARRIER IMPAIRMENT COMPENSATORY ACTIONS WERE ESTABLISHED IN ACCORDANCE WIT)

PLANT PROCEDURES. A SCHMEDULE TO DISPOSITION/CORRECT THE IDENTIFIED DISCREPANCIES

1§ BEING DEVELOPED. ADDITIONALLY, EVALUATION OF THE LFFECTS OF THE DISCREPANCIES

04 PLANT SAFETY WILL BE PERFORMED AS PART OF THE DISPOSITION OF EACH DISCREPANCY.

SIMILAR FIRE BARRIER/PENETRATION INSPECTIONS ARE SCMEDULED FOR UNITS 1 AND 3

t112) PEACH BOTTOM 2 DOCKET 50-277 LER 90-028
MISSED SURVEILLANCE ON A DRYWELL-SUPPRESSION CMAMBER VACUUM BREAKER DUE TO AN
IMPROPER USE OF A PARTIAL PROCEDURE.

EVENT DATE: 080190 REPORT DATE: 10188¢ NSSS: GE TYPE: BWR

(NS1IC 219842) WHILE REVIEWING A COMPLETED PROCEDURE ON 9 19/90. 1T WAS DISCOVERED
THAT A DRYWELL-SUPPRESSION CHAMBER VACUUM BREAKER MAD NOT BREEN EXERCISED AS
REQUIRED 8Y TECHNICAL SPECIFICATIONS. 1IN PREPARATION FOR PERFORMING THE VALVE
EXERCISE TESTING ON 7/11/90, THE SHMIFT SUPERVISOR DIRECTED THAT A PARTIAL TEST BE
PERFORMED. THE *"C" VACUUM BREAKER WAS EXCLUDED FROM BEING EXERCISED BECAUSE 1T
WAS THOUGMT TO BE INOPERABLE, THE CAUSE OF THE EVENT WAS AN IMPROPER USE OF A
PARTIAL PROCEDURE. THERE WERE NO SAFETY CONSEQUENCES AS A RESULT OF THIS EVENT.
1T WAS PROVEN DURING THE FOLLOWING SCHEDULED SURVEILLANCE PERFORMANCE THAT THE
VAZUUM BREAKER WAS CAPABLE OF PERFORMING iTS INTENDED SAFETY FUNCTION. AN ENTRY
WAS MADE IN THE LCO LOG STATING THAT THE "C" VACUUM BREAKER SHOULD BE EXERCISED
MONTHLY IN ADDITION TO BYPASS AREA TESTING WHKICH WAS BEING PERFORMED BECAUSE THE
VACUUM BREAKER WOULD NOT INDICATE FULLY SEATED. THE INDIVIDUAL INVOLVED HAS BEEN
INFORMED OF THIS EVENT. THE PERTINENT INFORMATION CONTAINED IN THIS REPORT WILL
BE INCLUDED IM REQUIRED READING FOR APPROPRIATE OPERATIONS PERSONNEL. NO
PREVIOUS SIMILAR LERS WERE IDENTIFIED.

£113) PEACH BOTTOM 2 DOCKET 50-277 LER 90-021%
PLANT SMUTDOWN REQUIRED DUE TO INOPERABLE REACTOR WATER LEVEL INSTRUMENTATION.
EVENT DATE: 083090 REPORT DATE: 100190 NS§SS: GE TYPE: BWR

VENDOR: ROSEMOUNT, INC,

(NSIC 219707) ON B/30/90 AT 1750 HOURS ALL UNIT 2 REACTOR LEVEL INSTRUM _NTATION
ASSNCIATED WITH THE 2B REFERENCE LEG CONDENSIV™ CHAMBER WAS DECLARED INOPERABLE.
PLANT SHUTDOWN W/ INITIATED AT 1£12 HOURS TO JOMPLY WITH TECHNICAL SPECIFICATION
3.0.C. SHUTDOWN . UNIT 2 WAS COMPLETED ON 8/30/90 AT 2151 HOURS, THE CAUSE OF
THIS EVENT IS BELIEVED TO BE A LOSS OF INVENTORY IN THE 28 CONDENSING CHAMBER
REFERENCE LEC COUPLED WITH A LOSS JF MAKEUP CAPABI .ITY TO THE REFERENCE LEC. THWIS
RESULTED IN ERRONEOUS REACTOR WATER LEVEL READINGS PRCCEDURES MAVE BEEN
EUMANCED WITH TIGHNTER ACCEPTANCE CRITERIA. MONIT_.RING OF LEVEL INSTRUMENTATION
WILL BE INCREASED. THE DESIGN AND CONFIGURATIP' OF THE CONDENSING CHAMBERS 18
BEING EVALUATED. NO PREVIOUS SIMILAR LERS MA.« BEEN IDUNTIFIED.

{114) PEACH BOTTOM 2 DOCKET 50-277 LER 90-023
CONDITION OUTSIDE DESIGN BASIS CONCERNING WALL PENETRATION SEALS NOT FLOODTIGHT
DUE TO PROCRAMMATIC WEAKNESS

EVENT DATE: 091090 REPORT DATE: 101090 NS§S56: GE TYPE: BWR

OTMER UNITS INVOLVED: PEACK BOTTOM 3 (BWR)

(NSIC 219827) ON 9710790, ENGINEERING PERSONNEL DISCOVERED AN UNQUALIFIED
EXTERNAL TEMPORARY PENETRATION SEAL ASSEMBLY IN THE SOUTM WALL OF THME UNIT 2 HIGH
PRESSURE SERVICE WATER (MPSW)/EMERGENCY SERVICE WATER (ESW) PUMP MOTOR AREA
COMPARTMENT. THIS CONDITION COULD COMPROMISE THE WATERTIGHT INTEGRITY OF THIS
AREA IN THE EVENT OF A LOCAL EXTERNAL FLOOD, ON 9/14/90, IT WAS DISCOVERED THAT
AN UNQUALIFIED TEMPORARY SEAL IN A STANDBY CGAS TREATMENT (SBGT) SYSTEM CONDUIT
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THE TECHNICAL SPECIFICAY

EXCESS OF CATION 3.6.1.2(C) LIMIT OF 25 SCFN WHMEN TESTED AT
PA (11,31 PSIG), SEVERAL OF THE MSIV'S MAD NOT BEEN FAST CLOSED FOLLOWING TME
REACTOR SHUTDOWN THE MSL'S WERE TESTED ACAIN FOLLOWING THE OPENINC AND FAST
CLOSING CF EACH MSIV AND WERE STILL FOUND TO BE LEAKING IN EXCESS OF TECMNICAL
SPECIFICATION REQUIREMENTS THE CAUSE JF THESE FAILURES IS8 UNDER INVESTIGATION
AS A RESULT OF THESE RECENT FAILURES, THE MSIV'S ARE BEING REWORKED AND
MODIFICATIONS TO ENMANCE PROPER SEATING OF THE MSIV'S ARE BEING PURSUED. THESE
MODIFICATIONS INCLUDE POPPET ANTI-ROTATION DEVICES, NOSE CONE IMPROVEMENTS AND
STEM/COVER MODIF.CATIONS TO MINIMIZE VIBRATION GF THE POPPET WHEN THE MSIV 1S
OPEN ALL OF THE MSL'S WILL BE TESTED AND VERIFIED TO BE OPERABLE PRIOR TO
STARTUP AND A SUPPLEMENTAL REPORT WILL BE ISSUED DETAILING THE WORK NECESSARY TO
RETURN THEM TO SERVICE THIS SUPPLEMENTAL REPORT WILL IDENTIFY THE MODIFICATIONS
TO BE IMPLEMENTED DURING THE NEXT REFUELING OUTAGE.

(121} PERRY 1 DOCKET 50~6440 LER 90~026

FAILED LOCAL LEAK RATE TEST RESULTS IN EXCEEDING ALLOWABLE SECONDARY CONTAINMENT
BYPASS LEAKAGE.

EVENT DATE: 091990 REPORT DATE: 101990 NSSS: GE TYPE: BWR

VENDOR: TARGET ROCK CORP

(NSIC 219930) ON SEPTEMBER 19, 1990 AT APPROXIMATELY 1115 THE TOTAL COMBINED
SECONDARY CONTAINMENT BYPASS LEANAGE RATE DEFINED BY TECKNICAL SPECIFICATION
3.6.1.2.D WAS DETERMINED TO WAVE BEEN EXCEEDED. THE MAJOR CONTRIBUTORS TO THE
TOTAL LEAKAGE WERE THE POST ACCIDENT SAMPLING SYSTEM (PASS) INSTRUMENT SAMPLE

LINE CONTAINMENT ISOLATION VALVES, 1PB7-~F049 AND FO55. ONE OF THESE VALVES WAS
SUBSEQUENTLY REBUILT AND THE OTHER REPLACED., TMEY WERE SATISTACTORILY LEAK
TESTED ON CCTOBER 7, 1990, THE CAUSE OF THIS EVENT MAS NOT BEEN DETERMINED. A
00T CAUSE ANALYSIS IS BEING PERFORMED ON TNE REPLACED VALVE. A SUPPLEMENTAL
REPORT WILL BE ISSUED TO DISCUSS TME RESULTS OF TMIS ANALYSIS AND TO IDENTIFY
CORRECTIVE ACTIONS WMICH WILL BE TAKEN. THIS SUPPLEMENTAL REPORT WILL ALSO
IDENTIFY MAJOR CONTRIBUTORS TO SECONDARY CONTAINMENT BYPASS LEAKAGE. PENDING
COMPLETION OF THE ROOT CAUSE ANALYSIS, CORRECTIVE ACTION WILL BE TAKEN TO LIMIT
THE CYCLING OF THESE VALVES FOR POSITION INDICATION TESTING AND PASS TRAINING TO
ONCE PER QUARTER., FLOW W.LL ONLY BE ALLOWED THMROUGM TME VALVES SEMI~ANNUALLY FOR

PASS SAMPLING AND WHMEN REQUIRED AS A BACKUP TO THE NORMAL REACTOR WATER SAMPLING
PANEL .

[122) PERRY 1 DOCKET 50~440 LER 90027
PERSONNEL ERROR RESULTS IN AIR ROLL OF DIVISION 1 DIESELL GENERATOR AND LICENSE
VIOLATION,

EVENT DATE: 092590 REPORT DATE: 101990 NSS5S5: GE TYPE: BWR

(NSIC 219849) ON 9/25/90, AT APPROX. 0700, AN AIR ROLL TEST WAS PERFORMED ON THE
DIVISION 1 DIESEL GENERATOR WHILE THE DIVISION 2 DIESEL GENERATOR WAS INOPERABLE.
THIS TESTING RESULTED IN THE INOPERABILITY OF THE DIVISION 1 DIESEL GENERATOR

AND A FACILITY OPERATING LICENSE VIOLATION, THE CAUSE OF THIS EVENT WAS
PERSONNEL ERROR, FAILURE TO FOLLOW PROCEDURE. THE OPERATORS WHO PERFORMED THE
TESTING DID NOT TAKE MEED OF THE NOTE PRECEDING THE FIRST STEP OF A SECTION WHICH
PRONIBITED THEM FROM PERFORMING THAT SECTION OF THME PROCEDURE. ALTHOUGH THE
OPERATORS WERE AWARE OF THE DIVISION 2 DIESEL GENERATOR BEING INOPERABLE, THE
CONTROL ROOM OPERATOR WHO WAS DIRECTING OPERATOR ACTIVITIES AT THE DIVISION 1
DIESEL GENERATOR DID NOT DIRECTLY CONSULT THME PROCEDURE AL THE TIME THE OFERATORS
AT THE DIVISION 1 DIESEL GENERATOR REQUESTED THE PERFORMANCE OF SWITCM
MANIPULATIONS TO PROCEED WITHM THE AIR ROLL TEST. THE CONTROL ROOM OPERATOR
PERFCRMED THE SWITCH MANIPULATIONS ALSO WITHOUT READING THE NOTE AND AS A RESVLT,
THE FACILITY OPERATING LICENSE VIOLATION OCCURRED. O PREVENT RECURRENCE, TME
OPERATIONS PERSONNEL WHMO PERFORMED THE AIR ROLL ON THE DIVISION 1 DIESEL
GENERATOR WERE COUNSELED CONCERNING THME EVENT AND CONCERNING THE IMPORTANCE OF
PROCEDURAL COMPLIANCE. TMESE TOPICS WERE ALSO DISCUSSED BETWEEN OPERATIONS SHIFT
SUPERVISORS AND THEIR OPERATING CREWS.

1
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;
EVENT OCCUPERED WHILE SHUTNOWN WITH THE P‘ACT?P MOIL SELECTOR SWITCH IN THE REFUEL
POSITION FOR INSTRUMENT CHECKS., REACTOR POWER LEV

(RV) PRESSURE WAS 0 PSICG AND THE RV WACER TEMPERALU
THIS REPOR IS SUBMITIED IN ACCORDANCE WITH 10 CFR 73(ACRICIV) THE BLOIN
fUSES WERE REPLACED AND THE VALVE L!“}‘55 \[P[ RETURNED TO NORMAL. A TASK FO(CI
HAS BEE* FORMID TO DETERMINE THE VARIOUS PROBLEMS THA UL CCUR WHEN
INSTALLING JUMPEFS.

643

(1% FILGRIM 1 DOCKET 50-293 LER 90~-015§
LN”L\‘L PARTIAL ISOLATIONS OF THE MYDROGCEN AND OXYGEN ANALYZER SYSTEM “.4D THE
REACTOR CHOOLANT PRESSURE BOUNDARY LEAK DETECTION SYSTEM DURING JUMPER
INSTALLATION,
EVENT DATE 091390 REPORT DATE: 101390 NSSE: GE TYPE: BWR
(NEIC 219888) ON 9713790 AT 1640 HOURS. UNPLANNED ACTUATIONS OF PORTIONS OF THKE
PRIMARY CONTAINMENT ISOLATION CONTROL SYSTEM (PCIS) CAUSED PARTIAL ISOLATIONS OF
THE MYDROOEN AND OXYGEN ANALVZER SYSTEM AND THE REACTOR COOLANT PRESSURE BOUNDARY
LEAK U[XI’IX{N SYS EM THE ISOLATIONS OCCURRED WMILE INSTALLING A GROUNDING
JUMPER REGUIRED FOR THE PLANNED REPLACEMENT OF RELAY 16A-K29% IN PANEL C-941,
WHILE ATTEMPTING TO ATTACH THE GROUNDING JUMPER TO TERMINAL NUMBER 14 OF RELAY
16A-K17X Ih PANEL C-941, TERMINALS NUMBER 10 AND NUMBER 12 WERE ACCIDENTALLY
CONTACTED '.l(H CAUSED FUSES PPFUY AND FU~RADA TO BLOW THE ACCIDENTAL CONTACT
WITH TERMINALS NUMBER 10 AND NUMBER 12 DURING JUMPER INSTALLATION WAS A RESUVLT OF
AN INADEQUATE WORK PLAN. THE LOCATION OF THE RELAY AND ARRANGEMENT OF PANEL
C-9641 MADE THE JUMPER INSTALLATION DIFFICULT AND CONTRIBUTED TO THE EVENI THE

E

E

L WAS 0%, THE REACTOR VESSEL
RE WAS APPROXIMATELY 102F
Y.
|+

(124) PLLGRIM 1 DOCKET 50-293 LER 90~016
AUTOMATIC CLOSING OF THE GROUP 1 ISOLATION VALVES WHILE SKUTDOWN DUE TO HIGH
FEACTOR WATER LEVEL.

EVENT DATE 091790 REPORT DATE 101690 NSSS: CEF TYPE: BWR

(NSIC 219852) ON SEPTEMBER 7, 1990 AT 1923 HOURS, AN L?CWITIC ACTUATION OF THE
MAIN STEAM SYSTEM/GROUP 1 (ONE) PORTION OF THE YFI“LRY CONTAINMENT ISOLATION
CONTROL SYSTEM (PCIS) OCCURRED WHILE SHUTDOWN DUE TO A NIGH REACTOR VESSEL (RV)
WATER LEVEL, fHE ACTUATION RESULTED IN THE AUTOMATIC CLOSING OF THE MAIN STEAM

€
POSITION. THE CAUSE OF THE ACTUATION WAS

ISOLATION VALVES THAT WERE IN THE OPEN
ER LEVEL OCCURRED DUE TO REACTOR WATER SWELI
OF
E

HIGH RV WATER LUVEL THE HIGH RV KA

’IM'4

WHEN THE SHUTDOWN COOLING (SDC) MODE THE RESIDUAL MFAT REMOVAL SYSTEM (RHRS®
WAS BEING SECURZD WITH TWO PUMPS IN SERVICE. THE RV LLVLL WAS HIGKUR THAN NCREAL
PRIOR T0 THIS EVOLUTION BECAUSE, IN FREPAPATION FOR REACTOR STARTUP THE RV WAS
BEING HEATED I.E. VESSEL MEAD TEMPERATURE WAS BEING INCREASED . THE CAUSE OF
THE HIGH WATE LEVEL WAS THAT T%i RKRS OPERATING PROUEDURE DID NOT ADDRESS TWO
PUMP RHRS OPERATION CORRECTIVE ACTION INCLUDES REVISING THE RHRS OPERATING
PROCEDURE TO ADDRESS SECURING SLC WITH TWO PUMPS IN OPERATION AND IKCLUDE AN
ACCEPTABLE RV WATER LEVEL BAND IN ORDER TO COMPENSATE FOR A RV WATER LEVEL
INCREASE WHEN THE RMRS IS SECURED FROM SDC SERVICE THE EVENT OC C;FP[[ WHILE IN
( LE OF
1

Cil“ ‘.~1 N WITH THE REACTOR MODE SELECTOR SWITCH IN THE REFUEL POSITION FO
INST “F"f 1ON CHECKS, THE REACTOR PCWER LEVEL WAS ZERO PERCENT WITH THE
Cc ‘lv”l RODS IN THE INSERTED POSITION

[{1258) RAIRIE ISLANC DOCKE S0-282 LLR 920-014
AUTO~STARIT F ONE TRAIN OF CONTROUL ROOM SPECIAL VENTILATIOM O TO INADEQUATE
WORK INSTRUCTION:

EVENT DATE 091220 REPORT DATE C1ES NSES NE TYPE PWR

OTHER UNI1 INVOLVED: PRAIRIE ISLA} 2 (PWR)

(NSI el ON SEPTEMBER 5 199 [1 WAS AT 1 FOWER AND UNIT 2 W AT
COLD S$NMl N FOR REFUELING, MAI ENANCE AS PLANNED FOR CIRCVIT BREAKER €
THE SHIFT ERVISOR HAD APPROVEI t EMUNT OF THE RK AFTER VERIFYIN KE
TRAIN A ( RINE MONITORS OPERABLE ANI FTER REVIEWINC NE ELECTRICAL LOAD LIST
ME WARNEC LEAD CPERATOR THA1 HEN CIRC I BREAKER & WAS TURNED OF} NE }
THE T 1 N B CHLOURINE MONITORS WOULD BE DE-ENZRGIZED, AND HE COULD EXPEICT A
CKLORINE TCR ALARM EUT NO OTMER ACTUATION WHEN CIRCUIT BREAKER 226 W
TURNED OFF T 1500, THE CHLORINE MONITOR ALARM WAS RECEIVEL NO 122 CONTROL
ROOM CLEANUP FAN STARTED AUTOMATI Li AN Ol IDE AIR T THE CONTROL ROOM WAS
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SEPTEMBER 9, 1990, AFTER FURTHER REVIEW, THIS EVENT WAS DETERMINZD TO BE
REPORTABLE UNDER 10 CFR 50.73, THE CAUSE OF THE MISEED SURVEILLANCES IE BEINC

S TRIBUTED TO OPERATOR MISJULGUMENT. A CONTRIBUTING CAUSE IS THAT THE REVIINWS
PERFORMED 710 VERIFY COMPLETION ALSO FAILED TO IDENTIFY TME MISSED SURVEILLANCES,
CORRECTIVE ACTION TAKEN WAS T0O DISCUSS THIS EVENT WITH OPERATORS. FURTHER ACTION
WILL INCLUDE A TRAINING EVALUATION AND PROCEDURE ENVANCEMENT. TMIS REPORT 1S
BEING SUBMITTED IN ACCORDANCE WITH 10 CFR 50.73 (A (R2)(1)(B),

(109 QUAD CITIES 1 DOCKET 50-284 LER 90-020
CONTINUOUS FIRE WATCHES BEING PERFORMED ON A TWENTY MINUTE ROVING lAlll DVE TO A
MISINTERPRETATION OF CONTINUOUS FIRE VATCH.

EVENT DATE: 092090  REPORT WATE: 101990 N§SS: GE TYPE: BWR

OTHER UNITS INVOLVED: QUAD CITIES 2 (BWR)

(NSIC 219822) AT 1048 MOURS ON SEPTEMBER 20, 1990, UNIT ONE WAS IN THE RUN MODE
&% 100 PERCENT OF RATED CORE THERMAL POWER, AT THIS TIME, 1T WAS DETERMINED THAT
A MISINTERPRETATION OF THE MEANING OF CONTINUOUS FIRE WATCH HAD OCCURRED. IT WAS
ALSO DETERMINED THAT THE MATCHWAYS FOR THE UNIT ONE CABLE TUNNEL MAD BEEN OPENED
WITHOUT ESTABLISHING ANY CCHPENSATORY MEASURES. A FIRE WATCH WAS IM EFFECT FOR
SEVERAL OTHER AIIA' IN THE PLANT AS A ROVING TWENTY MINUTE FIRE WATCH WHICH
ACTUALLY REGUIRED A CONTINUOUS FIRE WATCH. THE CAUSE OF THIS EVENT 1S PERSONNEL
ERROR. THE REQUIREMENTS OF A CONTINUOUS FIRE WATCH WERE PERCEIVED TC BE
SATISFIED EY A ROVING TWENTY MINUTE INSPECTION., THE KATCHWAYS TO THE CABLE
TUNNEL WERE NOT KNOWN BY THE OPERATING DEPARTMENT TO BE FIRE BARRIERS.

CONTINUOUS FIRE WATCHES WERE IIMEDIATELY ESTABLISHED FOR THE NECESSARY AREAS.

ALL FIRE “'RRIERS WILL BE INSPECTED TU ENSURE THAT TMEY ARE DESIGNATED AS SUCM.
QAP 1170-14 HAS BEEN CHANCED T0 DESCRIBE A CONTINUOUS FIRE WATCH AND THE FXISTING
FIRE PROTECTION PHOGRAM WILL BE ENMANCED 10 AVOID ANY FUTURE CONFUSION. TMIS
REPORT 15 EEING SUBMITTED PER 10CFR30.73(AN(2)(I1)(B).

£130) QUAD CITIES 1 DOCKET 50-2564 LER 90-022
PIPING SYSTEM OUTSIDE FSAR CONPLIANCE CAUSED BY LOMPUTER USER INPUT ERROR,
EVENT DATE: 092790  REPORT DATE: 102690 KN§88: GF TYPE: BWR

(NSIC 219824) ON SEPTEMBER 27, 1990 AT 0850 WOURS, UNIT ONE WAS IN THE RUN MODE
AT 96 PERCENT OF RATED CORE THERMAL POWER. AT THIL TIME, THE STATION WAS
INFORMED THAT A DESIGN INPUT ERROR WAS DISCOVERED BY AN ARCHITECT ENGINEER (AE)
ASSIONED TO ANALYZED THE RESIDUAL WEAT REMOVAL (RMR) TORUS ATTACHED PIPING. THME
RHR LINES AFFECTED WERE 1-1013A-16", 1-10164A~14" AND 1-1017A-6". THE ERROR
RESULTED IN A PORTION OF THE PIPING MODEL BEING ANALYZED FOR A DESIGN TEMPERATURE
OF 90 DEGREES FAMRENHEIT (F) RATHER THAN 146F. THE RESULT 1§ THAT THIS PIPING
MODEL DID NOT MEET THE FINAL SAFETY ANALYSIS REPORT (FSAR) CRITERIA FOR THE RMR
SYSTEM, MWOWEVER, OPERABILITY CRITERIA FOR THE PIPING, PIPING SUPPORYS, AND TORUS
PENETRATIONS WAS VERIFIED. THE APPARENT CAUSE OF TH1S EVENT WAS COMPUTER USER
INPUT ERROGA. A REVIEW OF THE OTHER TORUS ATTACHED PIPING AM LYZED IN THE MARK I
PROURAM REVEALED TEN OTHER SIMILAR INPUT ERRORS, HOWEVER «ONE OF THESE EVENTS ARE
SIGNIFICANT WITH RESPECT TO FSAR CRITERIA. CORRECTIVF ACTION FOR THIS EVENT IS
TO RETURN THE THREE RMR LINES TO FSAR COMPLIANCE, CO'/PLETE TRAINING FOR VSERS OF
THE COMPUTER PROGRAM, AND REVISE THE USERS MANUAL. THIS REPORT IS BEING
SUBMITTED IN ACCORDANCE WITH 10 CFR 50.73(A (011D B .

£1311 QUAD CITIES 2 DOCKET >»-265 LER 90-009

HIGH PRESSURE COOLANT INJECTION DECLARED INOPERABLE DUE TO FAILURE OF THE GLAND
SEAL HOTWELL PUMP CAUSED BY LEVEL SWITCH FAILURE,

EVENY DATE: 091590 REPORTY DATE: 1075%0 N§SS: CE TYPE: BWR
VENDOR: MERCOID CORP.

(NSIC 2198232) ON SEPTEMBER 15, 1999 AT 2225 MOURS, UNIT TWO WAS IN THE RUN MODE
AT 88 PERCLHNT OF RATED CORE THERMAL POWER. AT THIS TIME, THE MIGH PRESSURE
COOLANT INJECTION (HPCI) GLAND SEAL HOTWELL PUMP WAS OBSERVED TO BE CYCLING OFF
AND ON. THE MPCY SUBSYSTEM WAS DEQLARED INOPERABLE AND A 24 HOUR LIMITING
CORDITION OR OPERATION (LCO) WAS ENTERED IN ACCORDANCE WITH TECHNICAL
SPECIFICATION 3.5.C.3. RON SEPTEMBER 16, 1990 AT 0153 HOURS, AN YESRGENCY




46

NOTIFICATION SYSTEM (ENS) PHMONE NOTIFICATION WAS COMPLETED AS REQUIRED BY 10 CFR

50,72(B)(25(I111), AT 0330 HOURS, ELECTRICAL MAINTENANCE (EM) PERSONNEL FOUND

THAT THE WICH LEVEL SWITCH FOR THE MPCI SLAND SEAL MOTWELL PUMP MAD FAILED. TKE

SWITCH WAS REPAIRED AND THE SYSTEM WAS SUCCESSFULLY TESTED. CORRECTIVE ACTION

WILL INCLUDE INSPECTING THE WPCI LEVEL SWITCMES AND PERFORMING AN EVALUATION OF

;SI1§N8PEgT13N glsuLTS. THI® REPORT IS BEING SUE“ITTED IN ACCORDANCE WITH 10 CFR
TR IVICD) .

[132) RIVERBEND 1 DOCKET 50-458 LER 86-045 REV 02
UPDATE ON REACTOR SCRAM DUE TO KIGM STEAM SEAL EVAPORATOR TANK LEVEL.
EVENT DATE: 071386 REPORT DATE: 101190 NSSS: GE TYPE: EWR

VENDOR: FISHLCR CONTROLS CO.

(NSIC 219677) AT 0310 HOURS ON 7/13/86 WITH (HF """« JTOR AT 55X POWER THE MAIN
TURBINE TRIPPED DUE TO LOSS OF CONDENSER V.:7UU... ESULTING IN A REACTOR SCRAM.
REACTOR POVER HAD BEEN REDUCED FROM 85X STARTING AT 0305 HOURS WHEI IT WAS NOTED
THAT VACUUM WAS STARTING TO DECAY. VACUUM WAS LOST BECAUSE OF THE FAILURE OF THE
TURBINE STEAM SEAL SYSTEM TO SUPPLY ADEQUATE SEALING STEAM DUE TO A MALFUNCTION
IN THE STEAM SEAL EVAPORATCR CONTROL SYSTEM. A LEVEL INDICATION TRANSIENT CAUSED
THE ISOLATION OF CONDENSATE FLOW TO THE EVAPORATOR. WHEN THE EVAPORATOR SHELL
SIDE LF L DROPPEU BELOW THE MEATING TUBeS5, THE SUPPLY OF SEALING STEAM TO THE
TURBINE WAS LOST. WHEN CONDENSATE FLOW WAS REINTRODUCED TO THE EVAPORATOR THE
CHANGE IN LEVEL CAUSED A SIGNIFICANT CHANGE IN FLOW 10 THE TUBE SIDE DRAIN TANK
CAUSING THE TANK LEVEL TO SURGE. THIS LEVEL SURGE RESULTED IN A MIGH TUBE SIDE
DRAIN TANK LEVEL INDICATION CAUSING AN ISOLATION OF THE MAIN STEAM SUPPLY TO THE
EVAPORA™ ~. THE MAIN STEAM SUPPLY VALVE WAS RE-OPENED WITH A RESULTANT DRAIN
TANK LE . SURGE AND ANOTHER ISOLATION. ON THE NEXT ATTEMPT TO RE-OPEN THIS
VALVE IT u,nIPPED ON THERMAL OVERLOAD RESULTING IN A COMPLETE LOSS OF THE SYSTEM.
THIS EVENT DID NOT THREATEN THE HEALTHM AND SAFETY OF THE PUELIC,

[133] RIVERBEND 1 DOCKET 50-458 LER 90-027
MISSED FIRE WATCH DUE TO PERSONNEL ILLNESS,
EVENT DATE: 091690 REPORT DATE: 101690 NSSS: GE TYPE: BRR

(NSIC 219949) AT APPROXIMATELY 1540 HOURS ON 9/16/90, THE LLECTRICAL MAINTENANCE
FOREMAN DISCOVERED THAT NO ONE HAD SIGNED THE FIRE WATCH LOG FOR THE 0900 ROVING
FIRE WATCH PATROL IN THE CONTROL BUILDING (XNAX), RADWASTE BUILDING (xNEX),
TURBINE BUILDING (¥NMx), NURMAL SWITCHOEAR AND SERVICES BUILDINGS (%MFx). THE
FOREMAN QUESTIONED PERSONNE INVOLVED AND DZTERMINED THAT THE FIRE WATCH HAD NOT
BEEN PERFORMED, THE PERSON ASSIGNED TO THE MIS<ED FIRE WATCH BECAME VERY ILL
BETWEEN 0700 AND 0800 AND WA3 TOLD SHE SHOULD f HOME. HER I'CReMAn CONTACTED THE
LEVEL 1 TECHNICIAN TO REPLACE HFR ON SHIFT. THer LEVEL I TECHNICIAN ronCEEDED TO
GET THE CONTROL BUILDINC KF(S AN. STARTED THE FIRE WATCH RUN AT 0850, BUT Did NOT
COMPLETE THE FIRE WATCH IN TIME. IN ADDITION, THE LEVEL I TECHNICIAN FZILED TO
IMMEDIATELY INFORM THE FOREMAN AFTER THE FIRE WATCH WAS MISSED., TO PREVENT
RECURRINCE, EACH PERSON ASSIGNED TO A FIRE WATCH ON SHIFT AND THE LEVEL I
TECHNICIAN WILL BE REQUIRED TO CARRY A COMPLETE SET OF KEYS TO MAKE ALL ROUNDS.
?ﬁg?g::;NG OF ALL FIRE PROTECTION PERSONNEL WILL BE CONDUCTED DUE TO THIS

[134)] RIVERBEND 1 DOCKET 50-458 LER 90-030
VIOLATION OF A MIGH RADIATION AREA DUE TO PERSONNEL ERROR.
EVENT DATE: 101090 REPORT DATE: 110190 NS8S: CF TYPE: BWR

(NSIC 219950) ON OCTOBER 10, 1990 AT APPRUXM TELY 2213 HOURS WITH THE PLANT IN
OPERATIONAL CONDITION 5 (REFUELING), THWO WORKERS ENTERED A MIGH RADIATION AREA
(HRA) WITHOUT AN ALARMING DOSIMETER OR A RADIATION PROTECTION (RP) TECHNICIAN
ESCORTING THEM. SINCE THE REQUIREMENTS OF TECHNICAL SFECIFICATION 6.12.1 WERE
NOT MET, THIS EVENT IS REPORTABLE PURSUANT TO 10CFR50.73(A)(2)(I)(B) AS OPERATION
PRONIBITED BY THE TECMNICAL SPECIFICATIONS. THE ROOT CAUSE OF THIS EVENT WAS
PERSONNEL ERROR ON THE PART OF A CONTRACT RP TECHNICIAN:; ME FAILED TO RECOGNIZE
THE HRA. CORRECTIVE ACTIONS INCLUDED LIMITING THE NUMBER OF RP TECHNICIANS
AUTHORIZED TO SET ENTRY REQUIREMENTS INTO AN AREA FOR WHICH A CONTROL POINT IS
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THE CON ENT PURGE/PRESSURE - VACUUM RELIEF SYSTEM UPON DETECTION OF WIGH
ACTIVITY E ROOT SE OF THIS EVENT MA3 BEEN ATTRIBUTED TO AN EQUIPMENT/DESIGN
CONCERN MDENSATION HAD CAUSED CORROSION (RUST) WHICH SEIZED THE MOVING VANES
OF THE POSITIVE DISPLACEMENT SAMPLING PUMP. UPON REPLACEMENT OF THE SAMPLE PUMS
THE TR11A AND YR12A MONITORS WERE DECLARED OPERABLE AND THE APPROPRIATE ACTION
STATEMENT WERE EXITED. AN INSPECTION PROGRAM WILL BE INITIATED TO IDENTIFY THE
MEAN TIME SAMPLE PUMP FAILURE. THE DESIGN OF THE CONTAINMENT
1R11A/ IR R12B RMS WILL BE REVIEWED, APPROPRIATE DESIGN CHANGE(S) TO ADDRESS
CONDENSATION CONCERNS WILL BE MADE AS APPLICABLE. THE PUMP WILL BPE REPLACED WITH
A MORE RE! E PUMF
[13 LEM 1 DOCKET 50-27: LER 90-034
CONTAI NME ENTILS S CHANNEL SPIKES.
EVENT DATE 059¢ WE TYPE: PWF
VENDOF LFE RP
NSIC 219836) ON 9 SSURE-VACUUM RELIEF SYSTEN
P/P=VR LATION 7S OF A CHANNEL SPIKE UN THE
RADIATION MONITORING SYST ITA TICULATE RADIATION MONITOf
1R11A. SUBSEQUENTLY, TECH. ¢ 3.4.6 TATEMENT WAS ENTERED. THE
ISOLATION VALVES WERE CLOSE! HE TIME SIGNAL; THEY DID NOT CHANGE
POSITION N 10/6/90, UPON COMPLETION OF A SUCCESSFUL CMANNEL CALIBRATION, THE
CHANNEL | ECLATED OPERABLE AND TECHNICAL SPECIFICATION X.4.6.1 ACTION
STATEMENT EXITED. ON 11/1/90, ANOTHER 1R11A CHANNEL SPIKE OCCUKRED RESULTING
IN ACTUATION OF A CP/P-VRS SIGNAL. A CONTAINMENT PRESSURE RELIEF WAS IN PROGRESS
AT THE TIME OF THIS EVENT. THE ASSOCIATED VALVES CLOSED IN RESPONSE TO TKE
ISOLATION SIGNAL. TECH. SPEC. 3.4,6.1 ACTION STATEMENT WAS AGAIN ENTERED. THE
ROOT CAUSE OF THE TWO (2) 1R11A CHMANNEL SPIKES HAS NOT YET BEEN IDENTIFIEL
INVESTIOATIVE TROUBLESHOOTING I8 CONTINUING. A MISTORICAL REVIEW OF PRIOR 1R11A
CHANNEL FAILURES WAS CONDUCTED. THE CHANNEL HAS BEEN SUBJECT TO SPIKES
(APPROXIMATELY ONCE OR TWICE A YEAR). THE CORRECTIVE ACTIONS FOR THE PRIOR
EVENTS INCLUDED CONTACT CLEANING AND CONNECTOR ADJUSTMENT. NO FAILED COMPONENT
WAS IDENTIFIED FOR SEVERAL OF THE PRIOR EVENTS. A PREVIOUS RMS MISTORICAL REVIEW
WAS CONDUCTED (REFERENCE LER 311/90-031-00),

[139) SALEM 2 DOCKET 50~311 LER 90~037
¢C DIESEL GENERATOR START AND START OF SAFEGUARDS EQUIPMENT DUE TO 2C SEC
EQUIPMENT FAILURE

EVENT LATE 9228

VENDO PO

L 292290 REPORT DATE 101790 NSSS: WE TYPE: PWR
TTER & BRUMFIELD

(NSIC 219893) ON 9,/22/90 /™ 0245 HOURS, APPROXIMATELY ONE (1) MINUTE AFTER
RESETTING THE 2C SEC (UPOM SUCCESS Ft' COMPLETION OF A 2C DIESEL OGENERATOR (D/G
ONE (\1 ‘i.? SURVEILLANCE RUN), A 2C SEC MODE I ACCIDENT SAFECUARDS ACTUATION
OCCURRED. FOLLOWING THE 2C SEC MODE I ACTUATION, THE SEC WAS SUCCESSFULLY RESET
AND bn} Xri?EYCRE CONSIDERED O“EP&ELE THE SEC IS REQUIRED TO BE RESET AS PART
OF THE PROCEDURE FOR RESTORING A DIESEL GENERATOR (D/G) TO NORMAL ALIGNMENT UPON
COMPLETION OF A ONE (1) HOUR SCRVEILLANCE RUN WHEN THE D/G SURVEILLANCE IS
INITIATED, THE D/0 INFEED BREAKER CHANGES STATE TO ALLOW LOADING OF THE D/G DUE
TO THE CHANGE OF S8

STATE OF THE D/G INFEED BFEquF THE SEC "AUTO TEST FEATURE"
(WHICH CONTINUQUSLY TESTS SEC CIRCUIT CONTINUITY) WILL CAUSE ACTUATION OF THE
"SEC TROUBLE ALARM", THE 2C SEC MODE i A:CXCEMT SAFEGUARDS INITIATION WAS
VERIFIED BY “LSE&M»; ON OF THE ACTUATION OF THE 2C SEC "INPUT LAMP NO. 1™ AND TME
PRINTOUT OF THE CONTROL ROOM AUXILIARY ALARM TYPEWRITER. SPECIFIC ALLY, 2C D/G
STARTED ALONG WITH SAFEGUARDS EQUIPMENT ASSOCIATED WITH THE 2C VITAL BUS, THE
ROOT C&”n! \i THE 2C SEC MODE I ACCIDENT LOADING AND 2C D/G START IS EQUIPMENT
FAILURE, VESTIGATION REVEALED THAT THE XK1 INPUT RELAY (POTTER- LR'WFIELE RELAY
MODEL K?F~“-u‘5‘ HAD FAILED, THE RELAY FAILURE WOULD NOT HAVE PREVENTED THE 2C
SEC FROM PERFORMING ITS DESIGN FUNCTION(S).




AN ONOFRE 1 DOCKET 50-206 LER 90-007 REV 01
“L\.“ TRIP ON A \l‘rlﬁ OW REACTOR COOLANT SYSTEM FLOW SICNAL.
064309¢ REPORT DATE: 1 7 ) NSSS: WE TYPE: PWR
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‘ DOCKET 50~206 LER S0-018

TESTED IN ACCORDANCE “'ITH TECHNICAL SPECIFICATION &.7
REQUIREMENTS" .

REPORT DATE 102290 NSSS§: WE TYPE: FWR

’

20790 AND 09725/9¢C

B
{ED THAT THE F‘.!\;L‘IK' {E

ITH UNIT 1 DEFUELED, ENGINEERING
MENTS OF TECHKNICAL SPECIFICATION 4.7,
REQUIREMENTS ., " MAY NOT
£ Cl

HAVE BEEN MET. THE EVALUATIONS
MAIN STEAM [SB] ASM A88 2 VALVES (FOUR MOISTURE SEPARATOR
‘”EA ER (MSR ! UP{RAT[O WARM=UP [FCV) VALVES, FOUR MOTOR OPERATED MSR BLOCK
VALVES SVY, AND TWO AIR OPERATED MAIN CONDENSER STEAM DUMP VALVES (PCV]) WHICH
VIRED TO BE CLOSED PER GDC-57, "CLOSED SYSTEM ISOLATION VALVES,"™ MAD BEEN
DELETED FROM THE INSERVICE TESTING (IST) PROGRAM., A PRELIMINARY INVESTIGATION
REVEALED TIUAT THE TEN MS VALVES HAD BEEN DELETED FROM THE PROGRAM IN 1978. A
CLEAR BAS1S FOR DELETION OF THESE VALVES HAS hCT YET BEEN ESTABLISHED. THEY HAVE
NOW BEEN INCLUDED IN THE IST PROGRAM AND THEIR OPERABILITY WILL BE VERYFIED
BEFORE UNIT 1 IS RETURNED 7' SERVICE. \I“IlﬂR DISCREPA&CIES WERE PREVIOUSLY
REPORTED IN LERS 89-013, ¢ )&, AND 90~-009 (DOCKET 50-206). AS A RESULT OF
THESE EVENTS AND OTHER SCE EVIENWS, RECTIVE ACTIONS NERE UNDERTAKEN TO UPDATE
THE SONGS IST PROCGRAM, REVIEWS R ING CONTINUED IN ORDER TO ENSURE THAT THE
SONGS IS8T v"oruw FOR ALL {(REE UNITS URATELY REFLECTS PRESENT DESIGN,
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[145) SEABROOK 1 DOCKET 50-443 LER 90~-023
UNSECURED HIGH RADIATION AREA RESULTS IN TECH SPEC NONCOMP'.IANCE.
EVENT DATE: 092790  REPORT DATE: 102690 NSSS: WE TYPE: PWR

(NSIC 219938) ON $/27/90 AT 4:07 P.M. EDT, WHILE IN MODE 1, IT WAS DISCOVERED
THAT A DOOR TO A LOCKED HIGH RADIATION AREA, THE "DEMIN ALLEY"™, LOCATED IN THE
PRIMARY AUXILIARY BUIDING, WAS UNLOCKED AND HAD BEEN UNLOCKED FOR APPROXIMATELY
FIVE HOURS., THIS EVENT OCCURRED CONTRARY TO SEABROOK STATION TECH SPEC 6.11.2.
ON 9727790 AT 11:08 A.M. A KEALTH PHYSICS FOREMAN ENTERED THE DEMIN ALLEY TKROUGH
DOOR P203. UPON CLOSURE, HOWEVEL, THE DOOR LATCH DID NOT COMPLETELY ENGAGE AND
THE DOOR WAS CONSEQUENTLY LEFT UNLOCKED. ADDITIONALLY, THE FOREMAN INVOLVED
FAILED TO CMECK THI DOOR TO ENSURE THAT IT WAS PROCERLY LOCKED PRIOR TO EXITING
THE AREA. THE ROOT CAUSE MAS BEEN ATTRIBUTED TO PERSONNEL ERROR., THE HMEALTH
PHYSICS FOREMAN WAS COUNSELLED AND RECEIVED DISCIPLINARY ACTION. ADDITIONAL
CORRECTIVE ACTIONS INCLUDE: (1) THE INSTALLATION OF A PADLOCK MECHANISM ON
CURRENT LOCKED MIGM RADIATION DOORS, EXCEPT FOR THE CONTAINMENT PERSONNEL KATCHM
CONTROLS AND AREAS INSIDE CONTAINMENT; (2) REMOVAL OF KEY CARD ACCESS
AUTHORIZATION TO LOCKED HIGK RADIATION AREAS FOR ALL PERSONNEL; (3) NEW
PROCEDURAL REQUIREMENTS WHICH INCLUDES A DOUBLE VERIFICATION SIGN-OFF TKAT THE
LOCKED MIGM RADIATION AREA DOOR IS INDEED LOCKED: AND (&) A REQUIREMENT THAT A
PERSON WITH THE WORK PARTY REMAIN OUTSIDE THE LOCKZD HIGH RADIATION AREA DOCR TO
ENSURE PROPER ACCESS CONTROLS.

r146] SEQUOYAN 1 DOCKET 50-327 LER 90-018 REV 01
U-oATE ON REQUIRED SURVEILLANCE INSPECTION NOT PERFORMED ON FOUR FIRE ULOOR
DAMPERS AS A RESULT OF AN INADEQUATE PROCEDURE.

EVENT DATE: 083190 REPORT DATE: 102990 NSSS§: WE TYPE: PWR

OTHER UNITS INVOLVED: SEQUOYAK 2 (PWR)

(NSIC 219868) THE LER I8 BEING REVISED TO ADD REFERENCE TO ONE PREVIOUS
OCCURRENCE OF A SIMILAR EVENT INADVERTENTLY OMITTED FROM THE INITIAL LiR. ON
AUCUST 31, 1990, WITH UNITS 1 AND 2 IN MODE 1, IT WAS DISCOVERED THAT
SURVEILLANCE INSPECTIONS ON FOUR FIRE DAMPERS LOCATED IN FIRE DOORS IN THE
AUXILIARY OSUIWDING MAD NOT BEEN PERFORMED WITHIN THE REQUIRED TIME INTERVAL.
ALTHOUGH THE SUBJECT FIRE DOORS ARE INCLUDED IN THE APPROPRIATE SURVEILLANCE
INSTRUCTION (81), NO ACCEPTANCE CRITERIA ARE GIVEN FOR THE FIRE DAMPERS.
THEREFORE, THERE IS NO RECORD OF THE FIRE DAMPERS HAVING BEZEN INSPECTED. THE
ROUT CAUSE OF THIS EVENT HAS BEEN ATTRIBUTED TO AN INADEQUATE PROCEDURE. UPON
DISCOVERY OF THE PROBLEM LIMITING CONDITION FOR OPERATION (LCO) 4.0.3 WAS
ENTERED. A WORK REQUEST wAS PREPARED AND COMPLETED THE SAME DAY FOR INSPECTION
OF EACH OF TNE FIRE JAMPERS. ALL FOUR FIRE DAMPERS WERE VERIFIED TO BE
FUNCTIONAL, AND LCO 4.0.3 WAS EXITED. THIS PROBLEM WAS VERIFIED TO BE LIMITED TO
ONLY THE FOUR SUBJECT DAMPERS. THE SI WILL BE REVISED TO INCLUDE ACCEPTANCE
CRITERIA FOR THE FIRE DAMPERS PRIOR TO THE NEXT SCHEDULED PERFORMANCE, BUT NO
LATER THAN DECEMBER 1, 1991,

£147] SEQUOYAH 1 DOCKET 50-327 LER $0-021
REACTOR TRIP FROM LOY STEAM GENERATOR LEVEL AS A RESULT OF A FEEDWATER TRANGIENT
INITIATED 8Y THE FAILURE OF A VITAL INVERTER DURING A TRANSFER FROM THE
MAINTENAICE OF THE NORMAL POWER SUPPLY.

EVENT DATE: 091490 REPORT DATE: 101590 NSSS: WE TYPE: PWR

VENDOR: SOLID STATE CONTROLS, INC.

(NSIC 219726) ON SEPTEMBER 14, 1990, WITH UNIT 1 IN MODE 1, A REACTOR TRIP
OCCURRED AT 1613 EASTERN DAYLIGHT TIME. THE TRIP WAS GENERATED FROM A LOW-LOW
STEAM GENERAYOR WATER LEVEL SIGNAL IN LOOP 2. THE LOW LEVEL WAS THE RESULT OF A
FEEDWATER TRANSIENT INITIATED BY THE FAILURE OF A VITAL INVERTER, THE INVERTER
FALLURE OCCURRED AFTER THE COMPLETION OF MAINTENANCE ACTIVITIES ON THE INVERTER
AND DURING THE TRANSFER OF THE INVERTER FROM ITS MAINTENANCE PCWER SUPPLY TO ITS
NORMAL POWER SUPPLY. DURING THE TRANSFER, THE INVERTER OUTPUT VOLTAGE DROPPED TO
ZERC BECAUSE OF THE RANDOM FAILURE OF THE INVERTER'S SILICON-CONTROLLED
RECTIFIERS. TMIS5 DEENERGIZED THE 1-I11 VITAL INSTRUMENT POWER BOARD. THE LOSS OF
POWER RESULTED IN THE MAIN FEEDWATER REGULAWOR VALVES CLOSING AND THE MAIN
FEEDWATER FUMPS DROPPING TO MINIMUM SFEED. THIS REDUCED FEEDWATER FLOW TO ALL
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FOUR STEA CENERATORS. PLANT SYSTEMS RESPONDED PROPERLY AnD THE SHUTDOWN POSED
NO DANGER TO PLANT EMPLOYEES OR THE GENERAL PUBLIC. THE UNIT WAS STABILIZED IN
ASCORDANCE WITH PLANT PROCEDURES. THE VITAL INVERTER WAS REPAIRED AND RETURNED
TO SERVICE ON SEPTEMBER 15, 19%¢C.

{148) VOYAMN DOCKET 5f~327 LER $0-022
REACTOR TRIP AS A RESULT OF A TURBINE TRIP CAUSED Fi CORRODED AND SHORTED
TERMINALS ON THE SPARE (A PHASE) MAIN TRANSFORMER' GAS RELAY
EVENT DATE 091990 REPORT DATE: 1019%0 NSSS \E' TYPE: PWF
VENDOR: ASEA ELECTRIC, INC

i (NSIC 219869) ON SEPTEMBER 19, 1990. WITH UNIT 1 OPERATING AT APPROXIMATELY 60
PERCENT REACTOR POWER, 2235 P;.A:S PER SQUARE INCHM GAUCE (PSIG), AND 564 DEGREES
FAKRENHEIT (F), A TURBINE TRIP FOLLOWED BY A REACTOR TRIP OCCURRED AT 0357
EASTERN DAYLIGHT TIME., THE TURBINE TRIPFMED AS A RESULT OF "A™ PHASE MAIN
TRANSFORMER DIFFERENTIAL RELAY (SUDDEN PRESSURE) OQPERATION CAUSED FROM CORRODED
AND SHORTED TERMINALS ON THE TRANSFORMER GAS RELAY. BECAUSE THE REACTOR POWER
WAS GREATER THAN THE REACTOR TRIP INTERLOCK FOR AUTOMATIC BLOCK OF REACTOR TRIF
ON TURBINE TRIP PERMISSIVE (P-9), A REACTOR TRIP OCCURRED AS A RESULT OF THE
TURBINE TRIP. OPERATORS RESPONDED TO THE TRIP USING ERGENCY OPERATING PROCEDURE
1-E-0, YREACTOR TRIP OR SAFETY INJECTION,"™ AND STABILIZED THE REACTOR AT HOT
STANDBY CONDITIONS (MODE 3) AT 547 DEGREES F AND 2235 PSIG ALL REACTOR
PROTECTION SYSTEMS OPERATED AS DESIGNED, AND NO ANOMALIES OCCURRED. THE SUDDEN
PRESSURE RELAY WAS REPLACED, AND THE EQUIPMENT WAS RETURNED TO SERVICE
(149] EQUOYAN 2 DOTKET 50-321 LER 90~012
GAS AC ATION Ih CFH'RIPL AL CHARGING PUMP SUCTION FIPING AS RESULT OF GAS

v STRIPP IN MINITLOW LINE ORIFICES.
EVENT 082290 REPORT DATE: 1512%0 NSSS5: WE TYPE: PHWR
OTHER S INVOLVED: SEQUOYAN 1 (PWR)

THIS REPORT IS BEING SUBMITTED A
UNITS IN MODE 1, UNIT 2 WAS DISCOVE
JITION WHEN A QUANTITY OF GAS WAS FOU

Jﬁ
:)

NTARY LER. ON AUGUST 22,
TC BE IN A POTENTIALLY

N THF CENTRIFUGAL CHARGING
ON HEADER THAT EXCEEDED THE MAXIMUM ALLOWED AS VOLUME., IT WAS

Ak NAD

l/'

2198
1990, WITH :
UNANALYZED C
PUMP (CCP) ﬂ
SUBSEQUENTLY :TERMINED THAT HYDROGEN GAS HAD BEEN COMING OUT OF SOLUTION ON BOTH
UNITS AND ACC W-LAIIFC IN THE SUCTION PIPING AS A PROBABLE RESULT OF GAS
\ *TRXF""" EY THE CCP MINIFLOW ORIFICES. ON SEPr'WBEP 6, 1990, UNIT 1 WAS ALSO
DISCOVERED TO HAVE MORE THAN THE MAXIMUM ALLOWED GAS VOLUME IN PIPING THAT COULD
BE QLIGV, TO THE CCP SUCTION. THE SUCTION PIPINC IS BEING MONITORED AND
Y 'ENYEC. POSITIVE DISPLACEMENT CHARGING PUMPS ARE BEING OPERATED AS
E CHARCING .JLrCE AT THIS TIME. RELATED NUCLEAR EXPERIE\CE REVIEW
3 FF PREVIOUSLY CLOSED ARE BEING REVIEWED. LONG~- TFR” CORRECTIVE
H ARE EXPECTED TO INVOLVE HARDWARE MODIFICATIONS, ”E STILL BEING
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ON OF THE AUTO SHUNT TRIP TEST PUSKBUTTON., THE NON~LICENSED OFERATOR
0 AND RECEIVED DISCIPLINARY ACTION, IN ADDITION A TRAINING MODVLE

THE IMPORTANCE OF ATTENTION TO DETAIL AND SELF-VERIFICATION WAS

D PRESENTED T0 FMPLOYEES ENGAGED IN OPERATIONS AND MAINTENANCE OF THE

Y
4
E
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{157) SOUTH TEXAS 2 DOCKET 50-499 LER 90-014
INADVERTENT ENGINEERED SAFETY FEATURES ACTUATION DUE TO IMPROPER USE OF TEST
EQUIPMENT.

EVENT DATE: 092690 REPORT DATE: 102490 NSSS: WE TYPE: PWR

(NS1C 219956) ON SEPTEMBER 26, 1990, UNIT 2 WAS IN MODE 1 AT 100% POWER., AT 1319
MOURS A CONTAINMENT VENTILATION ISOLATION (CVI) ACTUATION OCCURRED AS A RESULT OF
IMPROPER USE OF TEST EQUIPMENT DURING A MONTHLY SURVEILLANCE ON THE SPENT FUEL
POOL RADIATION MONITORS, THE HIGH RADIATION DETECTION RELAYS FOR CVI, FUEL
HANDLING BUILDING C(FHB) HVAC AND CONTROL ROOM (CR) HVAC ARE CONTAINED IN A SINGLE
CONTROL ROOM PANEL. DURING THE SURVEILLANCE TEST MAINTENANCE TECHNICIAN
INADVERTENTLY CONNECTED A TEST LEAD TO THE CURRENIT SENSING JACK ON A DIGITAL
MULTIMETER A SECOND TECHNICIAN ATTEMPTED TO MEASURE THE VOLTAGES ACROSS THE
COIL OF A FHB HVAC ACTUATION RELAY WITH THE MULTIMETER, EFFECTIVELY SHORTING THE
POWER SUPPLY AND DFENERGIZING THE ACTUATION RELAYS FOR CVI, THE CAUSE OF THIS
EVENT WAS FAILURE OF THE TECHNICIAN TO VERIFY THAT AHE TEST EQUIPMENT WAS
CONNECTED PROPERLY. CORRECTIVE ACTIONS INCLUDE THE DEVELOPMENT OF A TRAINING
MODULE EMPHASIZING THE IMPORTANCE OF ATTENTION TO DETAIL AND SELF~VERIFICATION
WHICH WAS FRESENTED TO EMPLOYEES ENGAGED IN MAINTENANCE AND OPERATION OF THE
PLANT,

’
1

(158) ST. LUCIE 1 DOCKET 50~-335 LER $0-009
ENGINEERED 'ETY FEATURE VALVE CLOSURE DUE TO A FAILED RELAY.
EVENT DATE )9 24 REPORT DATE: 102490 N§SS: CE TYPE: PWR
VENDOR: CON JIDATED CONTROLS CORP.

1Y ON 9726790, WITH UNIT 1 IN MODE 1 AT 100% POWER, SEVERAL NON-SAFETY
ECONDARY PLANT MIGH TEMPERATURE ALARMS WERE RECEIVED IN A SHORT PERIOD

IVESTIGATION REVEALED THAT THE INTAKE COOLING WATER ISOLATION VALVE,

{ICH SUPPLIES THE 'B' HEADER OF THE NON-ESSENTIAL TURBINE COOLING WATER
SYSTEM IN THE CLOSED POSITION WHEN IT SHOULD HAVE REMAINED OPEN.
TROUBLESHOOTING OF THE CAUSE OF THE ISOLATION VALVE GOING "LOSED SHOWED THAT A
COMPONENT ACTUATION RELAY IN THE ENGINEERED SAFETY FEATURES ACTUATION SYSTEM
(ESFAS) ACTUATION CIRCUITRY HAD FAILED. THIS RELAY ACTUATED THE SAFETY INJECTION
ACTUATION SIGNAL (SIAS) FOR MV-21-2, WHEN IT FAILED IN ITS DEENERGIZEO STATE
MV=21=2 CLOSED TO ITS SIAS POSITION. THE VALVE WAS REOPENED AND THE RELAY
REPLACED THE UNIT REMAINED AT 1004 POWER. THE ROOT CAUSE OF THE EVENT WAS A
FAILED ESFAS PELAY. THE RELAY WAS REPLACED. IN CONSULTATION WITH THE VENDOR, I1
MAS BEEN DETERMINED THAT THE FAILURE OF THIS TYPE OF RELAY IS A VERY RARE
OCCURRENCE. TMEREFORE, THE ONLY FUTURZ CORRECTIVE ACTIOCNS PLANNED ARE TO
COGNTINUE TO TRACK THESE TYPE OF RELAYS TO DETERMINE IF THEIR FAILURE RATE 1S
INCREASING THIS LER IS BEING SUBMITTED VOLUNTARILY. 1IT IS NOT REPORTABLE UNDER

10CFRS0.73(AX(2)C1V) SINCE NO ESFAS ACTUATION LOGIC WAS CCMPLETED AND NO ESFAS
CHANNEL ACTUATED.

URRY 1 JOCKET )«2BC LER 90
rg® AND TYPE "C" TESTING DUE TO 10CFR50 APPENDIX J INTERPRET
091390 REPORT DATE: 10 ( NSSS k TYPE

INVOLVED: SURRY 2 (PWR)

(NSJC 219¢ )N SEPTEMBER 13,
OPERATING AT 10C% POWER, IT WAS
SPECIFYING 10CFRS50 APPENDIX J, ¢
REQUIREMENTS IN TWO RESPECTS
ON A COMPONENT BASIS ONLY IN AGG
COMPONENT TEST WAS RECORDED AS

SECOND, A ¢ 25% EXTENSION ALLOWANC
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THE METHOD
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TYPE B TESTING FREQUENCY A REVIEW OF COMPLETED TEST DATA REVEALED THAT THE
FIRST METHODOLOGY HMAD CAUSED UNIT 1 TYPE C TESTING INTERVALS TO BE EXCEEDED FOR
APPROXIMATELY TWO MONTHS IN EARLY 199G. ADDITIONALLY, SEVERAL INSTANCES
PREDATING 1986 WERE IDENTIFIED WHERE UNIT 1 AND UNIT 2 CONTAINMENT AIR LOCK TYPE
B TESTING WAS APPARENTLY NOT PERFORMED WITHIN THE ASSUMED +/- 25X GFA.E PERIOD.
THESE OCCURRENCES CONSTITUTED A VICLATION OF TECHNICAL SPECIFICATION (TECH SPEC)

6.64.0 WHICH REQUIRES TESTING TO BE PERFORMED AS SPECIFIED BY 1CCFRSV APPENDIX J,
SECTION III1.D.

{1607 SURRY 1 DOCKET 5

0-280 LER 90-013
FAILURE TC OBTAIN WASTE GAS DECAY TANK SAMPLE WITHIN TECHNICAL SPECIFICATION
SAMPLING INTERVAL.
EVENT DATE 092890 REPCORT DATE: 102€9%0 NSS§S5: WE TYZE: PHR
OTHER UNITS INVOLVED: SUKRY 2 (PWR)
(NSIC 219845) ON SEPTEMBER 28, 1990, WITH UNIT 1 AT 57X POWER AND UNIT 2 AT 100X
POWER, THE TECHNICAL SPECIFICATION SAMPLING INTERVAL FOR THE "A"™ WASTE GAS DECAY
TANK WAS FVCFEDED< THIS EVENT IS5 REPORTABLE IN ACCORDANCE WITM
10CFRS0. ,1£2>(Iii81 SINCE IT IS A CONDITION NOT ALLOWED BY TECHNICAL
SPECIFICATIONS, THE EVENT WAS CAUSED BY UNEXPECTED DELAYS ENCOUNTERED IN
PA”I(L’ZICfM CONTROL ACTIVITIES. A SAMPLE WAS TAKEM, ANALYZED, AND VERIFIED TO
BE WITHIN ACCEPYABLE LIMITS., MODIFIED MYDROGEN AND OXYGEN ANALYZERS ARE EXPECTED
TO BE IN SERVICE BY

DECEMBER 31, 1990, ELIMINATING THE REQUIPEMENT FOR ROUTINE
(JRAY ‘ﬁ.v ::A 1().

LER 90-020

U‘V
"AS FOUNI AIN S1EAM LINE PENETRATION LEAKAG EDS TECHNICAL

(161) “,Hs’LHANhA 1 D0
. E
SPECIFIC 1 h LIMITS.
E

)CKET
RATE
A
EVENT DAT ﬁqhﬁgc REPORT DATE: 101990 NSSS: GE TYPE: BWR
VENDOR: ATWOOD & MORRILL CO., INC,.
(NSIC 219919) AT 123C HOURS ON SEPTEMBER 20, 1990 WITH UNIT 1 IN ITS FIFTH
REFUELING AND INSPECTION OUTAGE, AN EVALUATION OF DATA FROM THE SCHMEDULED MAIN
STEAM LINE (MSL) PENETRATION LOCAL LEAK RATE TESTS (LLRTS) DETERMINED THAT THE
"AS ‘Cvuu” LEAKAGE WAS IN EXCESS OF THE LIMIT OF TECHNICAL SPECIFICATION
3.6.1.2(C) FOR THE TOTAL MSL CONTAINMENT PENETRATION LEAKAGE OF 46.0 STANDARD
-UBIC FEET PER HOUR (SCFH). THE "AS FOUND"™ MINIMUM PATH LEAKAGE RATE WAS 110.9
S’FH THE C MSL CONTAINMENT PENETRATION ACCOUNTED FOR 99.6 SCFH OF THE TOTAL
ENETRATION LEAKAGE. 1IN ACCORDANCE WITH 10CFRS0.72(B)(2){I) AN ENS & HOUR
HW\ EMERGENCY CALL WAS MADE AT 1355 MOURS. THE C MSL INBOARD AND OUTBOARD MAIN
STEAM ISOLATION VALVES WERE REWORKED AND A POST MAINTENANCE LLRT WAS PERFORMED
WITH SATISFACTORY RESULTS. THE INSPECTION ONLY REVEALED SLIGH1 AREAS OF LIGHT
OXIDATION AND MINOR SURFACE SCRATCHING, NEITHER OF WHICH ARE CONSIDERED
CONTRIBUTORS TO THE CAUSE OF THE HIGH "AS FO »hD” LEAKAGE RATE. TOTAL MSL
JONTAINMENT PENETRATION LEAKAGE WAS REDUCED TO 20.9 SCFM. THERE WAS NO SAFETY
SIGNIFICANCE OR RISK TC THE HEALTH AND SAFETY OF THE PUBLIC DUE TO THIS EVENT

{162) USQUEKANNA 2 DOCKET 50-~368 LER 90-009

HPCI & RCIC STEAM SUPPLY PRESSURE LOW RESPONSE TIME TESTING NOT PERFORMED WITHIN
REQUIRED TIME INTERVAL.

EVENT DAT 091990 REPORT DATE: 101990 NSSS8: GE TYPE: BWR

(NSIC 219920) ON SEPTEMBER 19, 1990 WITH UNIT 2 IN CONDITION 1 AT 100X POWER, IT
WAS DISCOVERED THAT TIME RESPONSE TESTING FOR KPCI AND RCIC STEAM SUPPLY LOW
FREGS“RE X‘%IPFNEN*A?IOH WAS NOT COMPLETED WITHIN THE REQUIRED 18 MONTH

SURVEIL CE _INTERVAL SPECIFIED BY TECHNICAL SPECIFICATIONS. THE CAUSE OF THE
EVENT NA SCE TO AN INCORRECT DETERMINATION OF THE REQUIRED TESTING FREQUENCY OF
EACH CHANNEL OF THE AFFECTED INSTRUMENTATION DURING A REVIEW IN 1988, THMIS
RESULTED IN PROCELLRAL REVISIONS WHICH ALLOWED TESTING AT A LESSER THAN PER
ALLOWABLE FREQUENCY. THIS EVENT WAS DETERMINED REPORTABLE PER
10CFR30.73(AX(2)(1)(B) IN THAT NOT COMPLETING SURVEILLANCES WITHIN THE REQUIRED
FREQUENCY REPRESENTED A CONDITION PROMIBITED BY THE PLANT'S TECHNIC/L
SPECIFICATIONS. THERE WERE NO SAFETY CONSEQUENCES OR COMPROMISE TO THE PUBLIC
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(NSIC 219879) ON SEPTEMBER 29, 1990, THE TROJAN NUCLEAR PLANT WAS IN MODE 3 (MOT
STANDBY). AT 0941, THE COUNT RATE ON THE IODINE CHANNEL OF THE CONTAINMENT
MONITORING SYSTEM PROCESS AND EFFLUENT RADIATION MONITOR (PERM-1B) RAPIDLY
INCREASED FROM APPROXIMATELY 2,000 TO OVER 40,000 COUNTS PER MINUTE (CPM)
RESULTING IN INITIATION OF A CONTAINMENT VENTILATION ISOLATION SIGNAL, NO
RELEASES WERE IN PROGRESS AT THE TIME AND NO COMPONENT ACTUATION OCCURRED.
TROUBLESHOOTING OF PERM-1B WAS PERFORMED; NO APPARENT PROBLEMS WERE FOUND, THE
IODINE ABSCRBER CARTRIDGE WAS ANALYZED, THE ANALYSIS INDICATED THAT THE LEVEL OF
IODINE BUILT UP IN THE CARTRIDGE SHOULD NMAVE RESULTED IN A COUNT RATE NEAR 40,000
CPM. A CONTAINMENT ATMOSPHERE GRAB SAMPLE SHOWED NO ABNORMAL LEVELS OF IODINE
WHICK WOULD HAVE CAUSED THE RAPID INCREASE IN ACTIVITY INDICATED BY PERM-1B. THE
MONITOR WAS RECALIBRATED, TESTED AND RETURNED TO SERVICE WITH A NEW IODINE
ABSORBER CARTRIDGE. AT 01644, ON SEPTEMBER 30, CONTAINMENT VENTING WAS STARTED.
THE COUNT RATE ON PERM-1B AT THE TIME THE PRESSURE REDUCTION WAS STARTED WAS
APPRCXIMATELY 400 COUNTS PER MINUTE. AT 0248, THE COUNT RATE INCREASED TO
APPROXIMATELY 900 COUNTS PER MINUTE, CAUSING A CONTAINMENT VENTILATION ISOLATION.
gsggngxtﬂTS WERE CAUSED BY A RANDOM INTEPMITTENT FAILURE OF TVE PERM-1B

[166) TURKEY POINT 3 DOCKET 50-250 LER 88-026 REV 04
UPDATE ON OUTSIDE FINAL SAFETY ANALYSIS REPORT DESIGN BASIS WITH REGARD TO
HURRICANE FLOOD PROTECTION.

EVENT DATE: 110788 REPORT DATE: 101790 NS55: WE TYPE: PWR

OTHER UNITS INVOLVED: TURKEY POINT & (PWR)

(NSIC 219795) ON NOVEMBER 7, 1988, AT APPROXIMATELY 1900, WITH UMIT 3 IN COLD
SHUTDOWN AMD UNIT & DEFUELED, IT WAS DETERMINED THAT UNITS 3 AND 4 WERE OUTSIDE
THEIR DESIGN BASIS WITH REGARD TO NURRICANE FLOOD PROTECTION. THE FINAL SAFETY
ANALYSIS REPORT STATES, "THE UNIT IS DESIGNED FOR A HURRICANE TIDE TO AN
ELEVATION OF +20 FEET WITH WAVE RUN-UP TO AN ELEVATION OF 22.5 FEET ON THE EAST
SIDE OF THE UNIT."™ THE FOLLOWING CONDITIONS WERE IDENTIFIED BY A QUALITY
ASSURANCE AUDITOR: 1) THE DIESEL OIL TRANSFER PUMPS ARE MOUNTED AT ELEVATION
19,0 FEET WITHOUT FLOOD PROTECTION. 2) A SECTION OF A FLOOD PROTECTION WALL
BETWEEN THE EMERGENCY DIESEL GENERATOR BUILDING AND THE UNIT 3 SWITCHGEAR
ENCLOSURE HAS BEEN TEMPORARILY REMOVED AS A PORTION OF A PLANT MODIFICATION. 3)
THE STOP LOGS ON THE EAST FACE OF THE AUXILIARY BUILDING PROVIDE PROTECTION ONLY
TO ELEVATION 20 FEET. SUBSEQUENT TO THESE CONCERNS, SEVERAL STOP LOGS ON THE
NORTH, SOUTH, AND WEST SIDES OF THE PLANT WERE IDENTIFIED AS BEING DEFICIENT.
ITEMS 1 AND 2 ABOVE WERE CAUSED BY DESIGN ERROR. ITEMS 3 AND & WERE CAUSED BY
INADEQUATE PLANT ORAWINGS; NO PLANT DRAWINGS EXIST WHICH CLEARLY IDENTIFIES THE
STOP LOG'S DESIGN CRITERIA. APPROPRIATE COMPENSATORY MEASURES HAVE BEEN TAKEN IN
THE EVENT OF A HURRICANE WARNING, PRIOR TO COMPLETION OF MODIFICATIONS TO CORRECT
THE ABOVE CONCERNS.,

[167) TURKEY POINT 3 DOCKET 50-250 LER 90-018
MISSED FIRE PROTECTION SURVEILLANCE ON THE 4160V SWITCHGEAR ROOM LOUVER SPRAYS
DUE TO PERSONNEL ERRORS.

EVENT DATE: 091790 REPORT DATE: 101790 NSSS: WE TYPE: PWR

OTHER UNITS I VOLVED: TURKEY POINT 4 (PWR)

(NSIC 219619) ON 9/17/90, WITH UNITS 3 & 4 IN MODE 1 (POWER OPERATION) AT 100X
POWER, THE QUALITY ASSURANCE GROUP (QA), RELEASED A REPORT INDICATING THAT UNITS
3 AND 4. 4160V SWITCHGEAR ROOM LOUVER SPRAYS HAD NOT BEEN INSPECTED IN ACCORDANCE
WITH TECH SPEC (TS8) 4.15.3.A.2. THIS TS REQUIRES A VISUAL INSPECTION OF THE
LOUVER SPRAYS EVERY 18 MONTHS. THE LOUVER SPRAYS WERE LAST INSPECTED ON 1-/18/85
IN ACCORDANCE WITH MAINTENANCE PROCEDURE (MP) 15537.2, "FIRE PROTECTION
EQUIPMENT~ANNUAL MAINTENANCE.®™ PRIOR T0 THE 1985 SURVEILLANCE, ASSOCIATED
LOUVERS HAD BEEN REMOVED AND REPLACED WITH 3-HOUR RATED FIRE BARRIERS.
INSTALLATION OF BARRIERS RENDERED THE FUNCTION OF LOUVER SPRAYS OBSOLETE. ON
3/29/85, PROCEDURE MP 15537.2 WAS UPDATED BY THE FIRE PROTECTION GROUP TO DELETE
THOSE STEPS THAT REQUIRED LOUVER SPRAYS INSPECTION. ON 8,20/85, FPL SUBMITTED
PROPOSED LICENSE AMENDMENT (PLA)-025 TO THE NRC REQUESTING THAT THE OPERABILITY
TS5 FOR THE 4160V SWITCHGEAR ROOM LOUVER SPRAYS BE DELETED. ON 3/6/87
NOTIFICATION WAS RECEIVED FROM THE NRC INDICATING THAT NO ACTION WOULD BE TAKEN
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REPLACED WITH STAINLESS STE
OF THE ACCUMULATOR ASSEMBLI
1990 REFUELING OUTAGE.

T F 1“ THE CONTAINMENT ATMOSPHERE SYSTEM (EI1S=LE) CARBON
1 F WMEN THE SYSTEM WAS SUPPLIED BY AIR THE SYSTEM
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F
R
f
E

{171) VOGTLE 1 DOCKET 50-624 LER 90-019

PROGRAM INADEQUACY RESULTS IN NOT REPERFORMING A LEAK RATE TEST AFTER A VALVE
INSPECTION
EVENT DATE: 031490 REPORT DATE: 103190 NSE5: WE TYPE: PKWR

Z‘QUTKJ ON 9719790,

HE PL
DURING THE b*G”XNG UN

(

L

ANT ENGINEER ASSIGNED TO MONITOR LEAK RATE
2 REFUELING OUTAGE FOUND A CONDITION WHICH WOULD
'N\trVZ?F INSPECTIONS I18) OF SOMZ CONTAINMENT ISOLATICN VALVES TO BE
FOLLOWING THE COMP ION OF ASME SECTION XI LOCAL LEAK RATE Tt\AIN
2 VALVES. THE ENGINEER QUESTIONED IF THE INSPECTIONS INVALIDATED THE
lsH BECAUSE THE VALVE BONNETS AND SOME OF THE INTERNALS WERE 55157
AN EXAMPLE WAS FOUND TO MAVE OCCURRED ON 3/14/90 DURING A UNIT 19
OUTAGE WHEN VALVE 1-1206-U6-016, A CONTAINMENT ISOLATION CHECK VALVE,
D IO SERVICE FOLLOWING AN 15I INSPECTION WITHOUT BEING FUNCTIONALLY
TED FOLLOWING A NUMBER OF CONVERSATIONS WITH NRC PERSONNEL X'r WAS
5

p
17
18
ET

10-2-90 THAT A RETEST WOULD BE REQUIRED. A LLRT ON VALVE
6 tL WAS COMPLETED ON 10-6G-90 WITH SATISFACTORY RESULTS. THE CAUSE OF
E\fhl WAS A PRIOCEDURAL DEFICIENCY WHICH ALLOWED REMOVAL OF VALVE COMPONENTS,
SEQUENT T) THE COMPLETION OF AN LLRT, WITHCUT A RETEST. TMHE APPROPRIATE
'iG\EDIFF MAS BEEN REVISED.

(1721 VOGT
REMOVING POWER

EVENT DATE 092

LE & DOCKET 50-42 LFP 90-013
TO PLANT VENT MONITOR LEADS TC "[CHMI&AL RPE ATION VIOLATION,.
690 REPORT DAT 102390 585: WE sltL PWR
(NSIC 219934) ON 9-26-90 Al > MOTOR CONTROL CENTER (MCC) Z2ABC WAS REMOVED
FROM SERVI FOR PREVENTIVE ; 1 C (PM) THIS MCC FEEDS POWER PANEL 2NYCZ2,
WHICH IN TURN POWERS THE AIR PUNP FOR thf VENT RADIATION MONITOR 2RE~12444,
ONCE THIS AIR 06 WAS STOPPED -126644 WAS NO LONGER CAPABLE OF MEASURING THE
RADIATION LEVELS Rf‘thl IN THE AIR ESCAPING THROUGH THE PLANT VENT, Ac?‘HEF
PAA'. VENT {ON ”. ~2LuQ.. WAS IN SERVICE AT THE TIME WITH THE EXCEPTION OF
L A TNE P [1C TE MONITOR., TMEREFORE, THE REQUIREMENTS OF TECH SPEC
3.10 PuR PARTICULATE MONITORING WERE NO LONGER BEING MET BECAUSE
NOR 2RE-12462 WAS PERFORMING THE PARTICULATE MONITORING
27790 AT 1800 CDT, PERSONNEL PERFORMING TME DAILY CHECK OF
OUND THAT NO AIR FLOW WAS REGISTERING ACROSS THE MONITOR. AUXILIARY
lQVIPWFNY WAS INSTALLED TO INITIATE CONTINUOUS SAMPLING AS REQUIRED BY THE TS
ACTION STATEMENT. THE CAUSE OF THIS EVENT WAS A DEFICIENCY IN THE ELE Clxl\n.
DRANING WHICH WAS REVIEWED WHILE FL&\”T* THE PM. THE DRAWING DID NOT SHOW
THE 2NYC2 FOWER PANEL WOULD BE AFFEC . A REQUEST FOR A DRAWING CHARGE TO
CORRECT THE DEFICIENCY HAS I

THAT

(173) WATERFORD 3 DOCKET 50-382 LER 90-003 REV 01
UPDATE ON REACTOR TRIP DUE TO GRID DISTUREBANCE
EVEN ; 032990 REFORT DATE: 101190 NSSS: CE TYPE:
AT 0730 HOURS ON MARCH 29, 1990, WITH WATERFORD STEA
3 AT 99.9%X POWER, A SEVERE TRANSIENT ON THE 230 KV PCh
GRID AT TAFT, Lu;s“IANA. RESULTED IN A REACTOR TRIP.
WHEN AN OCCIDENTAL CHEMICAL COMPANY EMPLOYEE CAUSED
OWNED BY THE CHEMICAL COMPANY THE REACTOR COOQLAN!
96.5 X OF NORMAL SPEED AS VOLTAGE DROPPED, THIS
N THE CORE PROTECTION CALCULATO RS AND A REACTOR 'F P
'ORY DEPARTURE FROM NUCLEATE BOILING RATIC TRIP S
> RE E AS AN AUTOMATIC REACT
SUPPLEMENT 15 SUBMITTED FOR POTENTI

-
-

OR PRO FLTX" SYSTEM ACT L»l.L‘.
AL GENERIC INTEREST WITH RESPECT
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GRID CONDITIONS, AS A RESULT OF THIS SYSTEM TRANSIENT, A DEGRADED VOLTAGE
CONDITION OCCURRED ON THE 4.16 KV 'B' SAFETY BUS WHEN A 'B' BUS TIE BREAKER
OPENED AUTOMATICALLY WHICH DE-ENERGIZED THE 'B' SAFETY BUS., EMERGENCY DIESEL
GENERATOR 'B' STARTED AND RE-ENERGIZED THE 'B' LAFETY BUS AS DESIGNED. THE ROOT
CAUSE OF TMIS EVENT WAS A GRID VOLTAGE DROP ON THE LOUISIANA POWER AND LIGHT
COMPANY 230 KV SYSTEM CAUSED BY A FAULT AT OCCIDEXTAL CHEMICAL COMPANY. BECAUSE
PLANT PROTECTIVE FEATURES FUNCTIONED AS DESIONED, THIS EVENT DID NOT TAREATEN THE
HEALTH OR SAFETY OF THE GENERAL PUBLIC OR PLANT PERSONNEL.

[174] WATERFORD 3 DOCKET 50~-382 LER 90-014
INADVERTENT CONTROL ROOM OQOUTSIDE AIR ISOLATION DUE TO PROC!DUEAL INADIQUACY
EVENT DATE: 092290  REPORT DATE: 102290 NSSS: CE YPE: PWR

(NSIC 219917) ON SEPTEMBER 22, 1990, WATERFORD STEAM ELECTRIC STATION UNIT 3
EXPERIENCED AN UNPLANNED ACTUATION OF THE ENGINEERED SAFETY FEATURE (ESF) PORTION
OF THE CONTROL ROOM VENTILATION SYSTEM. THE ACTUATION WAS INITIATED BY A MIGH
ALARM FROM ONE OF THE FOUR NORMAL CONTROL ROOM OUTSIDE AIR INTAKE (CRCAI)
RADIATION MONITORS, RESULTING IN A CONTROL ROOM ISOLATION AND AN AUTOMATIC START
OF THE ASSOCIATED CONTROL ROOM EMERGENCY FILTRATION UNIT. ALL OTHER CROAI
RADIATION MONITORS WERE INDICATING NORMAL RADIATION LEVELS AND AIR SAMPLES TAKEN
IN THE AREA OF THE ALARMING RADIATION MONITOR SHOWED 'O DETECTABLE ACTIVITY.
THIS EVENT IS REPORTABLE AS AN UNPLANNED ESF ACTUATION. THE ROOT CAUSE OF THIS
ACTUATION WAS AN INADEQUATE PROCEDURE WHICH CAUSED THE CROAI HIGH ALARM SETPOINT
TO 8E INADVERTENTLY SET AT A LOW VALUE. NORMAL BACKGROUND RADIATION FLUCTUATION
EXCEEDED THE ALARM SETPOINT AND CAUSED THIS ACTUATION, THE CONTROL ROOM
EMERGENCY FILTRATION SYSTEM FUNCTIONED AS DESIGNED AND THERE WAS NO ACTUAL
RELEASE OF RADIOACTIVE MATERIAL: THEREFORE, THIS EVENT DID NOT RESULT IN AN
INCREASED RISK TO THE HEALTH AND SAFETY OF THE PUBLIC OR PLANT PERSONNEL. THE
QEC?gzg!TPOINT HAS BEEN CORRECTED AND THE ALARM SETPOINT PROCEDURE WILL EE

[175] WATERFORD 3 DOCKET £0-382 LER 90-015
INADVERTENT CONTROL ROOM VENTILATION ACTUATION DUE TO EQUIPMENT MALFUNCTION,
EVENT DATE: 092990 REPORT DATE: 102990 N§S8S: CE TYPE: PWR

VENDOR: CENERAL ATOMIC 0.

(NSIC 219918) ON SEPTEMBER 29, 1990, WATERFORD STEAM ELECTRIC STATION UNIT 3
EXPERIENCED AN UNPLANNED ACTUATION OF THE ENGINEERED SAFETY FEATURE (ESF) PORTION
OF THE CONTROL ROOM VENTILATION SYSTEM. THE ACTUATICN WAS INITIATED BY A HIGH
ALARM FROM THE CONTROL ROOM OQUTSIDE AIR INTAKE (CROAI) RADIATION MONITCR,
RESULTING IN A CONTROL ROOM ISOLATION AND AN AUTOMATIC START OF THE ASSOCIATED
CONTROL ROCUM EMERGENCY FILTRATION UNIT. ALL OTKF"R CROAI RADIATION MONITORS WERE
INDICATING NORMAL RADIATION LEVELS AND AIR SAMFLES TAKEN IN THE AREA OF THE
ALARMING RADIATION MONITOR SHOWED NO DETECTABLE ACTIVITY. THIS EVENT IS
REPORTABLE AS AN UNPLANNED ESF ACTUATION. THE ROOT CAUSE OF THE ESF ACTUATION IS
EQUIPMENT MALFUNCTION OF THE HWIOM VOLTAGE POWER SUPPLY TO THE CROAI RADIATION
MONITOR, THE HIGH VOLTAGE POWER SUFPLY WAS REPLACED AND THE CROAI RADIATION
MONITOR RETURNED TO SERVICE., THE CONTROL ROOM EMERGENCY FILTRATION SYSTEM
FUNCTIONED AS DFSIGNED AND THERE WAS NO ACTUAL RELEASE OF RADIOACTIVE MATERIAL;
THEREFORE, THIS EVENT DID NOT RESULT IN AN INCREASED RISK TO THE HEALTH AND
SAFETY OF THE PUBLIC OR PLANT PERSONNEL.

[176) WPPSS 2 DOCKET 50-397 LER 90-019

PRESSURE SUPPRESSION PRESSURE LIMIT CURVE IN THE EOPS DID NOT AGREE WITH THE

8§g§g¥cC%L:ULATION DUE TO INADEQUATE COMMUNICATION/PROCEDURAL REVIEW AND
ATION.

EVENT DATE: 091290 REPORT DATE: 101290 N8SS: GE TYPE: BWR

(NSIC 219922) ON SEPTEMBER 12, 1990 AT 1108 HOURS 1T WAS DETERMINED THAT A
DISCREPANCY WITH TKE PRESSURE SUPPRESSION LIMIT (PSPL) CURVE IN THE EMERGENCY
OPERATING PROCEDURES (EOPS) WAS REPORTABLE AS A CONDITION ALONE THAT COULD HAVE
PREVENTED THE FULFILLMENT OF THE SAFETY FUNCTION OF STRUCTURES OR SYSTEMS THAT
ARE NEEDED 70 MITIGATE THE CONSEQUEMCES OF AN ACCIDENT. TKIS DISCREPANCY WAS



DISCOVERED 8Y AN NRC INSPECTOR DURING A RECENT NRC TEAM INSPECTION OF THE ECPS,
THE PSPL CURVE IN THE EOP PROCEDURE DID NOT AGREE WITH THE DESIGN CALCULATION
THAT FORMED THE BASIS FOR THE CURVE. THE PROCEDURAL CURVE SPECIFIED A WETWELL
PRESSURE LIMIT WHICH WAS AS MUCH AS 2.0 PSI TOO HIGH BETWEEN 19.2 AND 37.0 FEET
OF SUPPRESSION POOL WATER LEVEL. THKIS PRESSURE IS A FUNCTION OF PRIMARY
CONTAINMENT WATER LEVEL AND THE LIMIT 1S USED DURING EME.“ENM: SITUATIOMNS TO
EMSURE THAT THE PRESSURE SUPPRESSION FUNCTION OF THE CONTAL!MENT 18 MAINTAINED
WHILE THE RPV 1§ AT PRESSURE. THE PROCEDURAL DISCREPANCY CJULD WAVE RESVLTED IN
é:ﬁ:skg:R6A£§ OPERATOR ACTION IF A SITUATION HAS OCCURREY WMICH REQUIRED THAT THE

£177) WPPSS 2 DOCKET 50-397 LER 90020
OVERHEATING OF CONTROL CABINET INTERNAL COMPCNENTS COULD CAUSE DIESEL GENERATOR
FAILURE DUE TO INADEQUATE DESIGE AND PROGRAMMATIC CONTROLS,

EVENT DATE: 091790 REPORT DATE: 101790 NSS§: GE TYPE: BWR
VENDOR: STEWART & STEVENSON SERVICES, INC.

(NSIC 219923) ON 9/17/90 IT WAS DETERMINED BY PLANT ENGINEERS THAT A SINGLE
CONDITION, OVERMEATING IN THE DG EXCITATION CONTROL CABINETS, COULD PREVENT THE
DIVISION 1 AND 2 DIESEL GENERATORS (DG1 AND D52 FROM FULFILLING THEIR SAFETY
FUNCTION. DURING WORST CASE DESIGN CONDITIONS, THE DG ELECTRICAL EQUIPMENT ROOM
WOULD REACH ITS DESIGN TEMPERATURE OF 104F. IT WAS DETERMINED BY PLANT TESTS
THAT OPERATICN OF THE DGS, COINCIDENT WITH A 104F ROOM TEMPERATURE WOULD CAUSE
THE TEMPERATURE IN THE DG EXCITATION CONTROL CABINET TO STABILIZE AT 136F. THE
STATIC EXCITOR VOLTAGE RESULATOR (SEVR) MANUFACTURER'S RECOMMENDED CONTINUOUS
OPERATION (OPERATION EXCEEDING 24 HOURS) TEMPERATURE IS 122F. THUS, FOR THESE
CONDITIONS, CPERABILITY OF THE SEVR IS NOT ASSURED AND, SINCE THE SEVR CONTROLS
THE VOLTAGE AND FIELD OF THE GENERATOR, THE OPERABILITY OF TKE DG ALSO CANNOT BE
GUARANTEED. IN 11/89, WHILE RE-EVALUATING THE DG ROOM HEATUP UNDER DESIGN BASIS
ACCIDENT CONDITIONS, IT WAS DETERMINED BY SUPPLY SYSTEM ENGINEERS THAT THERE VAS
INSUFFICTENT DATA TO DETERMINE TKE HEATUP CHARACTERISTICS OF THE DG EXCITATION
CONTROL CARINETS. TEMPERATURE TESTS WERE THEN INITIATED TO OBTAIN THE NECESSARY
DATA TO COMPLETE THE RE-EVALUATION. CAUSES OF THIS EVENT ARE A MANUFACTURING
ERROR AND AN ERROR IN THE SUPPLY SYSTEM START~UP PROGRAM.

(1781 WPPSS 2 DOCKET 50-397 LER 90-021
;:?EaklkthTOR SCRAM CAUSED BY TURBINE CONTROL OIL LEAK DVE TO PIPE NIPPLE
EVENT DATE: 092590 REPORT DATE: 101790 NSSS: GE TYPE: BWR

(NSIC 219024) AT 0557 HOURS ON SEPTEMBER 25, 1990 PLANT OPERATORS MANUALLY
SCRAMMED THE REACTOR AFTER EXPERIENCING MAIN TURBINE HYDRAULIC CONTROL OIL
PRESSURE PROBLEMS IN THE DIGITAL ELECTRO-HYDRAULIC (DEW) SYSTEM. THE DEM SYSTEM
PROVIDES AUTOMATIC AND MANUAL CONTRCL OF THE MAIN TURBINE GENERATOR BY
POSITICONING THE TURBINE STEAM ADMISSION AND BYPASS VALVES. THE POSITIONING OF
THESE VALVES ALSO AFFECTS REACTOR FRESSURE AND POWER. THE CAUSE OF THICZ EVENT WAS
TRACED TO A BROKEN PIPE NIPPLE IN THE AUTO STOP OIL WEADER PORTION OF THE TURBINE
LUBE OIL (TO) SYSTEM. THIS RESULTED IN A DECREASE IN PRESSURE IN THE DEH SYSTEM,
THE PRELIMINARY ROOT CAUSE OF THE EVENT WAS TRACED TO THE IMPROPER INSTALLATION
OF A STABILIZER STRAP THAT MAY HAVE CONTRIBUTED TO THE FAILURE. THE INSTALLATION
COMBINED WITH THE UNANTICIPATED VIBRATION IN THE AREA OF THE PIPE NIPPLE LED TO
FATIGUE FAILURE. IMMEDIATE CORRECTIVE ACTION WAS TAKEN TO PLACE THE PLANT IN A
COLD SHUTDOWN CONCITION. ALL SYSTEMS AND COMPONENTS PERFORMED AS DESIGNED. PLANT
MAINTENANCE PERSONNEL REPLACED THE BROKEN NIPPLE AND REINSTALLED THE RELIEF VALVE
AND THE STABILIZER STRAF. THE EVENT POSED NO THREAT TO THE MEALTH AND SAFETY OF
EITHER THE PUBLIC OR PLANT PERSONNEL.

£179) WPPSS 2 DOCKET 50-397 LER 90-022
ENCINEERED SAFETY FEATURE ACTUATION OF CONTAINMENT INSTRUMENT AIR CAUSED BY
DEPLETING THE NITROGEN CRYOGENIC TANK.

EVENT DATE: 093090 REPORT DATE: 102690 NS8S§: GE TYPE: BWR

(NSIC 219925) AT 1600 HOURS ON SEPTEMBER 30, 1990, WHILE PLANT OPERATORS WERE



INERTING THE PRIMARY CONTAINMENT DURING A REACTOR STARTUP, A PRESSURE DECREASE
OCCURRED IN THE CONTAINMENT INSTRUMENT AIR (CIA) SYSTEM. THE PRESSURE LOSS
OCCURRED WHEN NITROGEN CRYOGENIC TANK CN-TK-1 (THE NORMAL SUPPLY USED FOR
CONTAINMENT INERTING AND FOR CIA) RAS INADVERTENTLY DEPLETED OF LIQUID NITROGEN.
THIS PRESSURE DECREASE CAUSED THE SAFETY RELATED PART OF THE CIA SYSTEM TO BE
ISOLATED AND AUTOMATICALLY PLACED YHME BACKUP BOTTLED NITROGEN SOURCE INTO
SERVICE., 1TMIS ACTION 18 CONSIDERED AN ENGINEERED SAFETY FEATURE ACTUATION,
FURTHER EVALUATION SHOWED THAT THE PRESSURE MAINTAINED BY THE BOTTLED NITROGEN
SOURCE IN DIVISION II DID NOT MEET DESIGN REQUIREMENTS BECAUSE OF A MISADJUSTED
PRESSURE REGULATOR, THE ROOT CAUSE OF THIS EVENT WAS LESS THAN ADEQUATE
PROCEDURES THAT DID NOT CONTAIN ADEQUATE PRECAUTIONS FOR CONTAINMENT INERTING
WITH LOW TANK LEVELS. TMIS ALLOWED THE LEVEL IN THE TANK TO DROP TO THE POINT
WHERE THERE WAS A LOSS OF PRESSURE IN THE CIA SYSTEM. THE ROOT CAUSE OF THE LOW
NITROGEN PRESSURE IN DIVISION 11 WAS PROCEDURES NOT EEING FOLLOWED BY PLANT
g:gs:gsggawltﬁ A CONTRIBUTING CAUSE BEING LACK OF CLARITY IN THESE SAME

[180] YANKEE ROWE DOCKET 50-029 LER 90-007
INCORE INSTRUMENTATION SPIRE FAILURE RESULTS IN PRESSURE BOUNDARY LEAKAGE.
EVENT DATE: 092790 REPORT DATE: 102990 NSSS: WE TYPE: PWR

(NSIC 219606) ON SEPTEMBER 27, 1990 AND OCTOBER 13, 1990, FOLLOWING THE CORE
20721 REFUELING OUTAGE AND CORRECTIVE MAINTENANCE, PRESSURE BOUNDARY LEAKAGE WAS
LISCOVERED DURING PLANT MEAT-UP WITH BOTH INSTANCES BEING RELATED TO THE SAME
CAUSE. IN BOTH CASES, UNUSUAL EVENTS (UE) WERE DECLARED SINJE TECKNICAL
SPECIFICATION (718) 3.,4,5.2 DOES NOT ALLOW PRESSURE BOUNDARY LEAKAGE.
NOTIFICATIONS WERE MADE TO THE COMMONWEALTH OF MASSACHUSETTS AND THE STATE OF
VERMONT AND TO THE NRC. THE UES WERE TERMINATED FOLLOWING ORDERLY PLANT
COOLDOWNS AND ENTRY INTO MODE 5, COLD SHUTDOWN. THE LEAKAGE IS SUSPECTED TO BE
OCCURRING AT A PRESSURE BOUNDARY SEAL IN AN INCORE INSTRUMENTATION SPIRE LOCATED
BELOW THE REACTOR HEAD. INITIAL CORRECTIVE ACTION INSTALLED MECHANICAL PLUGS IN
TUBING AT THE PRIMARY SEAL LOCATION TO STOP SUSPECTED INSTRUMENTATION TUBE
LEAKAGE. WHILE THIS ATTEMPT WAS UNSUCCESSFUL, ADDITIONAL CORRECTIVE ACTION IS IN
PROGRESS T0 INSTALL A SEAL CAP TO ENCAPSULATE ANY LEAKAGE WHILE PROVIDING AN
EXTENSION OF THE PRIMARY SYSTEM PRESSURE BOUNDARY. THERE WAS NO ADVERSE EFFECT
TO THE PUBLIC HEALTH AND SAFETY AS A RESULT OF EITHER EVENT.

[1a1] ZION 1 DOCKET 50-295 LER 90-020
INADVERTENT AUTOSTART OF 1A AUXILIARY FEEDWATER PUMP.

EVENT DATE: 091590 REPORT DATE: 101590 NSSS: WE TYPE: PWR
VENDOR: WESTINGHMOUSE ELECTRIC CORP.

(NSIC 2198£9) ON 9/15/90 AT 1226, WHILE PERFORMING PERIODIC TEST (PT) 5B,
*REACTOR PROTECTION LOGIC REACTOR AT NORMAL OPERATION CONDITIONS", SECTION & OF
THE TEST FAILED, SECTION & TESTS THE TRAIN A 2/4 REACTOR COOLANT PUMP (RCP) BUS
UNDERVOLTAGE REACTOR TRIP LOGIC BY DE-ENERGIZING LOGIC RELAYS TO SIMULATE RCP BUS
UNDERVOLTAGE. TROUBLESHOOTING EFFORTS IDENTIFIED THAT THE BUS 144 UNDERVOLTAGE
LOGIC RELAY, 27-2/XA, WAS DEFECTIVE. DURING THKE REPLACEMENT OF THE RELAY, 1A
AUXILIARY FEEDWATER (AFW) PUMP STARTED AUTOMATICALLY. DE-TERMINATION OF THE
RELAY CONTACTS OPENED THE NORMALLY ENERGIZED 2/4 LOGIC CIRCUIT WHICH AUTOSTARTED
THE AFW PUMP, FOLLOWING RELAY REPLACEMENT, THE "RCP BUS UV RX TRIP" ANNUNCIATOR
DID NOT ACTUATE AS REQUIRED DURING TESTING DUE TO A WIRING ERROR ON RELAY
27-2/XA. THE WIRING DISCREPANCY WAS CORRECTED AND SECTION 4 OF THE TEST
COMPLETED SATISFACTORILY. THERE WAS MINIMAL EFFECT ON PLANT SAFETY SINCE TRAIN B
OF REACTOR PROTECTION WAS ALWAYS AVAILABLE.

[1821 ZION 1 DOCKET 50-295 LER 90-021
GAS SAMPLE NOT ANALYZED DUE T0O PERSONNEL ERROR.
EVENT DATE: 092290 REPORT DATE: 102290 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: ZION 2 (PWR)

(NSIC 219890) RADIATION MONITORS 1 AND 2 RT-Pn12 (REACTOR VESSEL LEAK DETECTION
RADIATION MONITORS) WERE OUT OF SERVICE, REQUIRING SHIFTLY AIR SAMPLES TO BE
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COMPONENT INDEX

This index is based on

component and component-related keywords assigned by the
NBIC staff when the summaries of the LERs are prepared for computer entry.

ACCUMULATORS 174 FAILURE, PIPE 2, 58, 67, €8, 2, 93,
AIR 51 96, 116, 120, 121, 131, 161, 168, 169,
BEARING 2 178
BLOWERS 1 : ] FAILURE, ) 6, 22, 964, 105
BEREAKER 18, 3, 264, 3§ b2, ’ 7, 9 FASTENER , 44, 5G, B85, 94, 178
118, 125 127, 3, 47, ' 3 FILTERS
BEYPASS 12 ,\ "IRE 45
CABLES AND 8 7, ’ . ) » ’ "IRE PROTECTION
- s 59, 7 LOW 6, 12, 18,
147, 178
FLUX DIt "RIBUTION 17,
69, V°
FUEL ELEMENTS 61, 101
FUEL HANDLING MACHINE
FUSE 7, 54, &0, 65, 76,
! 125, 137, 147, 154
LOCK &¢C, 0, 129, 5% GAS 3, 84, 8B, 125
IPMENT HATCH 95, 4 GENERATOR, DIESEL 21,
RHWF 82 87, 122, 166, 177
SONCEL 2) ) B, ; 0, GENERATOR, MOTOR 15,
5& 57, s 67, 68, 77, GENERATORS 65
118, 132, 34, 162, HEAT EXCHANGERS 5, 8,
50, 56, 68, 69, 78,
25, r 57, 65, 86, 132, 142, 144, 147,
Y / HEATERS 93, 114, 168
CONTROL PA 98, L INDICATORS 3: 9. 17,
CONTROL Poth 32, 34, 35, , 41, &4,
gvu..ﬁler 0, , B6, 7 55, 60, 69, . 78, 76,
COOLIN 0, ’ 3 9799, 101, , 125, :
COOLING u{ E , 78, 7 140, 142, 1 154, W57, 160,
CRAN 51 163, 178: 1 182
CYLINDER QGAS 0 INSTRUMENT LX 9?, 113
DOOR 26, 27, € B85, 108, 3 " 4 INSTRUMENT, y 37, 764, 84, 132, 136,
DRAINAGE - 142, 163, 181
DRIVE 36, 4, B85, 120 NSTRUMEN"', 'HPLI?IFR 18
ELECTRIC POWER 12, 15, 24, 8, B, ’ INSTRLMENT. CONTROL 122
62, 71, 87, 98, 118, 125, 127, 43, INSTRUMENT, LOW 78, 91
167, 15¢€ 173 INSTRUMENT, INTERLOCK 17,
ELECTRONIC FUNCTION UNITS &, 12, 16, INSTRUMENT, LIQUID LEVEL
18, 35, 84, 60, 62, 70, 73, 74, 76, 132
87, 127, 1647, 154, 158 INSTRUMENT, POSITION 12,
ENCINES, INTERNAL COMBUSTION 75, 5 38, 44, 4B, 1642, 155
EQUIPMENT 264, 48, 70, 89, 148 INSTRUMENT, PROTECTIVE
FAILURE, COMPONENT S8, 21, 34, 36, 38, 132
49, 56, 57, 65, 81, 84, B 07, 12¢ INSTRUMENT. SPEED
131, 137, 145, 147, 48, 7 INSTRKUMENT, SWITCH
FAILURE, EQ IPWFNT s 10=12, - 48, 59, 61, 70, 78,
18, Z\v;’. 9, ’ 8~40, ) 119, 122, 131, 139,
G4, S6-56 . \ =80 -87, ' 151, 153, 155, 156,
1001164, 7=127, 129, » 133, INSTIL.UMENT, TESTING
137, 140~ . b 173, 77 INSTRUMENT, VOLTAGE
181, 183 177, 181
FAILURE, STRUMENT s 73 9 e1, 2 INSULATION 76, 100,
27+-29., , o8, 34, 38, 37, 38 L1, ¢ INVERTER 7., 89, 147,
48, 4B, 49, 54, 55, 59~-61, 65, -76, LICENSED OPERATOR 12,
78, 8 I, 86, 87, B8Y-H1, 97-101, )7 » W&, 47, 48, 55, 61,
B e 3, 115, 116, , 128, 12 110, 1 :
131, 132, 136-140, 2 . ‘43, 1
150, 151, 15 158, 0, 162, MOTORS
178, $74; 173, 177, 179, 100,
166,
8, 18, 81; 4%, &% NEUTRON

NPT
“—pHpoon
w

P—
] —»
3~
B
L R el o il
io]
—
[

OO~
~
-




66

COMPONENT INDEX

NONLICENSED CPERATOR 5, 52, 91, 98

NOZZLE 33, 149, 180

OPERATOR ACTION 7, 13, 22, 40, 42, 44,
46, 49, 50, 53, 73, 74, 78, 93, 109,
111, 116, 130, 137, 139, 140, 142,
183, 154, 166, 172

PENETRATION &0, 42, 52, 58, B0, 95,
120, 121, 129, 159, 161, 169

PENETRATION, ELECTRICAL 152

’l¥§$RA¥:gN' PIPE &2, 52, 58, 120, 121,

PIPES AND PIPE FITTINGS 2, 12, 18, 21,
?:i 67, &8, ®2, 93, 96, 116, 131, 168,

PNEUMATIC SYSTEM 6, 22, 38, 42, 142

POWER DISTRIBUTION 153, 175

PRESSURE DROP 147, 179

PRESSURE RELIEF 67, 104, 110

PRESSURE VESSELS 6, 18, 22, 24, 61, 70,
74, 97, 124

PRESSURE, INTERNAL 147, 179

PRESSURIZER 33, €9, 109

PUMPS 5, 11, 12, 14, 18, 21, 24, 32,
36, 36, 44, 49, 62, S8, 70, 74, 78,
79, 96, 100, 103, 107, 114, 119, 124,
126, 131, 135, 137, 147-149, 153, 164,
166, 166, 172, 173, 178

RADIATION MONITGRS 9, 19, 20, 27, 28,
32, 37, 72, 73, 75, 76, 82, 83, 98,
99, 128, 136-138, 147, 153, 154, 157,
168, 172, 174, 175, 182

Rl?g{b! 6, 18, 22, 24, 61, 70, 74, 97,

RECORDERS 72, 74
RELAYS 11, 15, 24, 70,
132, 144
RESPONSE TIME 11, 71
SEAL 22, 24, 64, 66,
102, 111, 114, 164,
SENSORS, FLOW 37, 49, 73,
115, 140, 147, 153, 172
SENSORS, LEVEL 13, 16, 41,
97, 113, 131, 132
SENSORS, PRESSURE 14, 60,
115, 150, 162, 163
15,
52,

71, 100, 127,

74,
166,

94, 96,
169

78, 91,
43, 60, 81,
764, 81, 98,
100, 110, 127,

74, 91, 100,

100,
101,

SENSORS, TEMPERATURE
132, 142
SERVOMECHANISM 5, 18,
127, 132
SMOKE 45
SOLENOID 1, &9, 70, 173
SOLID STATE DEVICE &, 16, 35, 54,
‘3! 700 73) 7" 1’“
STEAM GENERATOR 5, 8, 3R, 39, 47,
105, 142, 144, 147, 155, 156, 173
STEEL, STAINLESS 2
STORAGE CONTAINER 132, 160, 179
STRUCTURE 53, 65, 150, 166
SUPPORT STRUCTURE 12, 166
SYSTEM CAPACITY 147
TEMPERATURE 116
TOXICITY 3, 84, B8,
TRANSFORMERS 24, 147,
TUBING 6, 10, 22, 56,
TURRINE 5, 12, 18, 23,

60,
69,

125

183

68, 94,
26, 49,

105

60, €9,

TU?:%NI 74, 107, 132, 144, 173, 178,

VALVE OPERATORS 5, 6, 12, 18, 22, 38,
42, 52, 70, 74, 91, 100, 110, 127,
132, 142, 147, 158

VALVE, CHECK 1, 63, 166, 169, 170

VALVES 1 8, 6, '0 10. 12, 1'. 22'370
30, 38, 40, 42, 52, 53, 87, 58, 61,
63. 64, 67'71» 76' 7,' "p '20 ""7.
100, 102, 1064, 106, 108~-110, 112, 117,
120, 121, 127, 129, 132, 161-147, 150,
165, 158, 159, 161, 166, 169-171, 178

VIBRATION 54, 89
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ACTUATOR 3
8g, 97,
139, 142,

ADDITIVE 7

AIR 6, 22

187, 163,
AUXILIARY

53, 66, &

138, 158,
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165-16G¢

ANNUNCIATORS
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staff when the summarinrs
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CONNECTORS
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-ONNECTORS

1, &, &
37 40
y 7175
$: 118; %
16

.f the

or
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sub-system fault
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based on syst.m and
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SYSTEM INDEX

system-related keywords assigned by the NSIC
computer entry. Please note
system keyword of interest

total system fault, respectively.
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YSTEM, SE NDARY - ¢ 8, 12
24, 38, 39, &1, 44, 47, 49,
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3, 6, 7, 15, 19, 20
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DRIVES/8SF 1€
DRIVES/TSF €0
SCRAM MECHANISM 60
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5, 6971 76, 87, 97, 107,
147, 148 131; 156, 1738,
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ENG.
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SYSTEM INDEX

BTACK/TSF 172

STANDBY GAS ?RIATHlNT 15, 19, 20, 24,
62, 76, 93, 98, 114, 118

STANDBY GAS TREATMENT/TSF 15, 93, 114

STEAM 42, 132

STEAM GENERATOR 4, S5, 8, 12, 38, 39,
61, &7, 69, 105, 106, 142, 1644, 147,
185, 186, 173

STORAGE CONTAINER 119, 178

STRUCTURE 63, &4, 95, 106, 108, 111,
166, 167

STRUCTURE/SS8F 63, 95, 167

STRUCTURE/TSF 166

SUBSYSTEM FAULT 11, 12, 16, 18, 21, 25,
31, 36, 46, 49, 52, 63, 65, 68, 78,
1" 05-87. ’Ov ”' 1°°! 10’. 10.. 11“0
116-118, 122, 129, 143, 147-150, 164,
167, 172, 177-17%

SUPPORT STRUCTURE 63, 114, 129

TESTING 1, &4, 6, 12, 14, 16, 18, 20,
23, 26, 28, 37, &40, 41, 43, 45, 47,
,’n ’6; %1! 71‘7’: 77' ,.p .o. '.' ’00
97-99, 101-103, 112, 118, 122, 123,
188, 131, 136, 161, 142, 144, 146,
:;:-157. 159, 160, 162, 163, 167, 171,

TORUS 24, 96, 176

TORUS/TSF 24, 96, 176

TOTAL SYSTEM FAULT 1, 2, 5, 6, 1
15, 18, c20-264, ,60 37-39, 44, 5
l‘! ‘°o 62, 63, "p 5.‘7‘1 7’.
81' ‘s. 91"',0 ‘.l ’70 101, 107
116, 117, 119, 124, 186, 127, 1
132, 135, 1642, 146, 147, 155, 1
164, 166, 170, 172, 173, 176, 1
179, 182

TURBINE 5, 12, 18, 24, 44, 45, 60, 69,
7 L 7“. 950 ’6) 1’9! 133; 161) “.2'
1646, 147, 148, 166, 173, 178, 183

TURBINE/SSF 178

TURBINE/TLF 70, 132, 173

VENTILATION SYSTEM 1, 3, 7, 9, 12, 15,
19, 75, 24, 27, 28, 37, 80, 56, 62,
664, 8, 76, 78, '2"‘“0 .8- ’;r ’5; 06,
9.4 1%2¢, 114, 116‘11'0 125’ 137"1390
164", 1648, 151, 154, 157, 164, 165,
174, 175

VENTTILATION SYSTEM/SSF 12, 78, 108, 116

VENTLLATION SYSTEM/TSF 15, 20, 50, 56,
78, ¥% 114, 164

WASTE MANAGEMENT 146

WASTE TREATIIENT, GAS 160

WASTE TREATMENT. LIQUID 99, 153

WATER 78



This index

ACCUMULATO?

ACTUATOR

AIR/
t\l

157, 163
ARKANSAS !
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on the
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ADMINISTRA

SEE EFFEC
17&
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BINDING
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BEAVER VALL
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words
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SEE
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for computer entry.

COMANCHKE 1 (PWR)
COMPONENT COCLING
78, 79, 126
COMPONENT COOLING SYSTEM
COMPONENT COCLING SYSTEM/
COMPONENT FAILURE =~
COMPONENT
COMPONENTS 5,
57, 65, 81, B4,
137, 145, 148,
CONCENTRATION
CONDENSATION
CONDENSER 113
CONDENSER COOLING
CONDENSER COCLING
CONNECTICUT YANKEE
CONTAINMENT 6, 9,
33, 37, 40, 82, 54, 56,
72, 76, 79, 80, 82, 83,
98, 100, 104, 112, 114,
118, 129, 130, 137-139, 147,
154, 157, 159, 165, 176, 180,
by\TAlNlEAT AIR LOCK &0, 80,
CONTAINMENT ATMOSPHERE 19,
123, 169
CONTAINMENT
CONTAINMENT

37-41

SYSTEM &2,
SSF
TSF

21, 34,
85,
175
173

114,

36,
107,

137, 148,
SYSTEM 5, 163
SYSTEM/TSF 8§
(PWR) 42-45
12, 13, 15,
24,
68,

96, 11

EQUIPMENT HATCH
ISOLATION 6, 8,
40, 42, 52, 53, 58, 61,
80, 82, 83, 91, 92, 98,

121, 123, 127, 142, 143,
159 161, 169, 1M
CONTAINMENT AS»&NTX IN/3SF
\w.TAYN“ENT SPRAY 11, 58,
CONTAINMENT SPRAY/SSF 11,
CONTAINMENT SUMP 52
CONTAINMENT VACUUM BREAKER
ZCN.AXNWEM' SSF 86, 114,
NTAINMENT/TSF 37, 54,
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col 15“\;54 MENT,
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161, 170 FAILURE 1-183
> CRACK 22, 36, %8, 51, 587, 79, 84, 120, FAILURE, ADMIMISTRATIVE CONTROL 1, &~
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ELECTRIC POWER, VITAL 7, 15, &6, 6%, 122, 123, 127, 128, 1X1, 132, 136~
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1664, 147, 155, 156, 169, 173, 181 131

FERMI 2 (BUR) 60-62 HUMAN FACTORS 7, 12, 17, 20, 22, 23,

FILTERS 27, 95, 107, 178 4%, 61, 70, 73, 74, 78, 79, 8%, 90,

FIRE &S, 4«6, 50, 86, 142, 183 123, 131-133, 139, 151, 154, 166, 178

FIRE PROTECTION 14, 30, 45, 48, €4, HUMIDITY, RELATIVE 93
66, 86, 90, 108, 111, 129, 146-148, HYDRAULIC EFFECT 12, 149
152, 167 HYDROGEN 19, 20, 76, 123, 169

FIRE FROTECTIOM/SSF &8, 86, %0, 129, IMPACT SHOCK €9, 143, 166

147, 148, 167 INCIDENT, HUMAN ERROR 1-6, 12-14, 16~
FIRE PROTECTION/TSF 14 18, 20, 27-30, 32, 33,

: 36, 37, 39-42,
FITZPATRICK (BWR) 63 44-37, 59, 61, 64-69, 72, 74, 75, 77.

FLAW &, 180 80, 85, 86, 91, 93, 96, 96100, 102,
FLOOD 114, 137, 148, 166, 168 103, 108~112, 114~-116, 122, 123, 126~
FLOw 2, 5, 6, 10-12, 15, 18, 20-25, » 133, 134, 136, 137, 139, 140,
e7, 32, 34, 36, 38, 44, 49, 50, » 143, 1645, 149, 150, 152-1§87,
82, 56, 57, &0, 62, 68, 70, 73, » 160, 162, 163, 166, 167, 169,
78, 79, 81, 86, 91, ' ' ' 175177, 179, 181
101, 107-109, 114, JOINT 2 (PWR ga-84
124, 126, 127, ' DICAT(QS 3, 9.1 19, 20, 27-29,
43, 144, 147, 32, 34, 35, 37, & 4G, 46, 48, 49,
7
1
15
1?

— A

Dk DI D
PO~

0O -4

166, 166, 170, 55, 6L, 69, 73, » 76, 82-84, 88,
FLOW BLOCKAGE 2., 89, 97-99, 101, 5, 125, 128, 136~
23, 27, 32, 34, 128, 1640, 147, » 156, 157, 160,
52, 56, 60, 62, 165, 172, 174, 182
79, 81, 86, INDUSTRY, NUCLEAR 01
INSPECTION 1, &, 10, 11, 16, 18, 20,
21, 23, 25, 33, 34, 37-40, 42-44, 46,
&8, 49, 54, 58, 61, 63-65, 70, 71,
’ 74, 78, 81, 85, 87, 89~91, 94, 97,
FLUX DISTRIBUTION 17, 29, 31, 34, 55, 106-106, 111, 117, 119-122, 135-13%
61, 101 139, 140, 142, 145, 147-1649, 153,
FT. CALMOUN 1 (PWR) 64-68 “55, 156, 158, 151, 168-170, 180, 181
FUEL ELEMENTS 15, 26, 28, 61, 76, 104, INSTALLATION ERROR ~ SEE FAILURE,
156, 157 INSTALLATION ERROR
FUEL HANDLING MACHINE 29 INSTRUMEN" FAILURE - SEE FAILURE,
FUEL, FOSSIL 77 INSTRUMENT
FUEL, FOSSIL/TSF 77 INSTRUMENT LINE 91, 97, 113
FUBE 7. 54, 60, 65, 76, 86, 87, 100, INSTRUMENT, ABNORMAL INDICATION 3, 9,
123, 137, 147, 154 11-13, 15«21, 23, 24, 27-29, 31, 32,
GAS 2

3, B84, B8, 125 34, 35, 37, 38, 43, &4, 46, 48, 49,
GENERATOR, DIESEL 21, 65, 75, 77, 85, 54, 59, 60, 65, 69, 70, 73, 74, 74,

87, 122, 166, 177 78, B1-8B&, 87-89, 91, 97,
GENERATOR, MOTOR 15, 118 1¢7, 118, 119,

OENERATORS 24, 44, 65, 69, 70, 74, 127, 129,
152, 144, 148, 178, 183 166, 1&7,
168,

)
7
1
5
1
3
8,
1

MOt AW
“« .. SO

1
3
85
T

GINNA (PWR) 69 160,

GRAND GULF 1 (BWR) 70 181, 182

HATCH 1 (BWR) 71-76, 76 INSTRUMENT, ALARM 24,
HATCH 2 (BWR) 71, 75, 76 76, 86, 88, 110, 136
HEAT ZXCHANGERS 5, 8, 38, 39, ’ 172, 1764, 172, 178,

1

1
56, 68, 69, 74, 78, 96, 105, INSTRUMENT, CONJROL 12
117, 132, 14%, 144, 155, INSTRUMENT, FLOW 78, 9

HEATERS 93. 114, 168 INSTRUMENT, IN CORE 17

35,
81
2
1
» 29,




7
KEYWORD INDEX

INSTRUMENT, IN CORE 355, 1M MATERIAL & EQUIP. MANDLING SYSTEM 51
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INSTRUMENT, TESTING 12 MONTICELLO (BWR) 100-102
INSTRUMENT - VOLTAGE 65, 70, 87, 177, MOTORS 10, 21, 39, 68, 70, 78, 86,
181 100, 1164, 119, 127, 131, 137, 148,
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143, 144, 147, 149, 150, 153, 155, ERROR; LICENSED OPERATOR;:NONLICENSED
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1640, 189 SEQUOYAH 8 (PW.) 146, 149~-152
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4%, 33, 34, 36, 38, 39, 44, 60, 68~ SERVICE WATER SYSTEM/SSF 21, 63, 114,
70, Y&, 94, 96, 97, 107, 113, 13z, 116
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GEMS, INC. 153
GENERAL AYOMIC S0, 173
SENCPAL FLECTRIC CC. 15, 24, 62, 65,
76 76, 107
H) HONEYWELL CORP 1642
INGERSOLL-RAND CO, 79
LEEDS & NORTHRUP CO. 74
LFE CORP. 136, 138
LIMITORUUE CORP, &, 52, 100, 1
MERCOID CORP. 131
NEWARK 142
NUPRO COMPANY 170
PACIFIC PUMPS 36
PARKER MANNIFIN CORP. 69
PERFEX, INC. 96
POTTER & BRUMFIELD 139
PROTECTIVE COATINGS &4
RELIANCE ELECTRIC COMPANY 12, 100, 127
ROBERTSHAW CONTROLS COMPANY 13
ROME CABLE CGRP 140
ROSEMOUNT ENGINEERING COMPANY 81
ROSEMOUNT, INC. 60, 113
SANDVIK SPECIAL METALS CORP. 2
S0LIV STATE CONTROLS, INC. 147
STEWART & STEVENSON SERVICES, INC, 177
TARGET ROCK CORP. 121
TERRA TECKNOLOGY CORP, 54
THERMAL INSTRUI'™NTS COMPANY 73
VELAN VALVE JC..F. 63
VICKERY SIMNS, INC. &9
VICTOREEN INSTRUMENT DIVISION 165
WESTINGHMOUSE ELECTRIC CORP. 12, 34
6%, 105, 156, 181, 183
WISCONSIN BRIOGE & IRON ©4
WOODWARD SOVERNOR COMPANY 23

37
158

)
~3

.
wn




f_.; '.;f.; o .n. ;A..l;l.it.uu ‘-‘"”".“':-'_-—-;ny ieos W """ 'A-.o - - ' - e
.- KRt 4 ) | '
YD 5088 BIBLUOGRAPHIC DATA SHEET i
LTI AR Al e “thivearm :
‘0":“:"‘:::; v LY | ——— S R ——————— T T 1
2 | |
" - |
TR,
i Y Y nth ' i AT RN Lo TR
, o g s '
.~ el | '
A anuanry b Ly
- (R 1 l"T"I“I‘.OO
rrepare DYy ak § & Nat " A aboratory ——— f L 9
ALAY ' 194
L-':;To'm»nn DRLARUEA T W™ WA AND Wb il VRS M (ins Ju Comm § PRGAE T T abh Wb e L | el B
K b 1014 l.{ t t 1 ratory -
Ny ear Uperat ne | y ¢ enter IR R ™y
Jab } age , 'N - ‘:" I-::.:'f
B T e T R L S e R I T e— the TV0R OF RERGAT
Cffice for Analysis and Evaluation Monthly Report
of Operational Data =
T ) ' . o, ' . e - N L T LY VO ——
v weiear xeguiatory LOmmissior
weshington, DC 2065¢ December 199
I B imstabhy w00 Y
- . - -
| —’"hll."-"—‘". o
e-' 1s monthly report contains Liceisee Event Report (LER) operational in ormmation that was
processed into the LER data file of the Nuclear Safety Information Center (*5'C) duiing the
ong month period identifiad on the cover of the document, The (ERs, vrom which this
information 1s de-~ived, are submitted to the Nuclear Regulatory Commission (NRC) by nuclear
power plant licensees in accordance with federal regulations., Procedures for LER reporting
for revisions to those events occurring prior to 1984 are described in NRC Regulatory Guide i
1.16 and NUAEG-016]1, Instructions for Preparation of Data Entry Sheets for Licensee Event
Reports, For those events occurring on and atter January 1, 1984, (ERs are being submitied
- in accordance with the revised rule containe: in T tle 10 Part 50.73 of the Code of Federal
Regulations (10 CFR $0.73 « Licensee Event Report system) which was published in the Federal
Register (Vol, 48, No, 144) on July 26, 1983, NUREG-1022, Licensee Event Report System -
Descr iption of Systems and Guidelines for Report ing, pm?\des supporting guidance and
g o s e g o o . st B 1 s e g <t e e R g8 e B e a—"- 3 4 .
information on the revised LER rule., The LER sumaries in this report are arranged
alphabetically by factlity name and then chronologically by event date for each facility,
Component , system, keyword, and component vendor indexes follow the summaries, Vendors are
those fdentified by the utility when the LER form 1s initifated; the keywords for the
component , system, and general keyword indexes are assignea by the computer using correlation
tables from the Sequence Coding and Search System,
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