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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 Nuclear Operations Analysis Center (NOAC) 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 cccurring prior to 1984 are described in NRC Regulatory
Guide 1.16 and NUREG-0161, instructions for Preparation of Data Entry
Sheets for Licensee Event 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 summaries in this report are arranged alphabetically by
facility name and then chronologically 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 general
keyword indexes are assigned by the computer using correlation tables
from the Sequence Coding and Search System. Questions concerning this
report, its contents, or LER searches should be directed to:

W. P. Poore
Nuclear Operations Analysis Center
Oak Ridge National Laboratory
P. O. Box 2009, Oak Ridge, TN 37831-8065
Telephone: 615/574-0325, FTS Number 624-0325
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( il ARKANSAS NUCLEAR 1 DOCKET 50-313 LER 91-010
0FFSITE POWER SURGE POTENTIALLY UNABLE TO MAINTAIN ADEQUATE VOLTAGE TO SAFETY
LOADS DURING SPECIFIC ACCIDENT CONDITIONS DUE TO INCREASED OFFSITE GRID LOADING.
EVENT DATE: 100591 REPORT DATE: 110591 NSSS: BW TYPE: PWR
OTHER UNITS INVOLVED: ARKANSAS NUCLEAR 2 (PWR)

(NSIC 223432) ON OCTOBER 5, 1991, AN ANO ENGINEERING EVALUATION IDENTIFIED
SPECIFIC CONDITIONS WHICH COULD JEOPARDIZE THE CAPABILITY OF AN OFFSITE POWER
SOURCE TO MEET THE REQUIREMENTS OF GENERAL DESIGN CRITERIA 17 TOR ANO-1 AND
AN0-2. IT WAS DETERMINED THAT DURING PEAK SUMMERTIME LOAD CONDITIONS THE 161 KV
0FrSITE POWER SOURCE (STARTUP TRANSFORMER 2) MIGHT NOT BE ABLE TO MAINTAIN

'

ADEQUATE VOLTAGE TO ANO LOADS DURING ACCIDENT CONDITIONS WITH BOTH UNITS OFF LINE
AND THE 500KV POWER SOURCE (AUT0 TRANSFORMER) UNAVAILABLE. THIS CONDITION
DEVELOPED AS A RESULT OF INCREASED 161KV GRID LOADING WITH TIME. THE ROOT CAUSE
OF THIS CONDITION IS STILL BEING EVALUATED AND WILL BE INCLUDED IN A SUPPLEMENT -

TO THIS REPORT WHICH IS EXPECTED TO BE SUBMITTED BY MARCM 30, 1992. CORRECTIVE
ACTIONS INCLUDED PLACING ThE FEEDER BREAKERS FROM STARTUP TRANSFORMER 2 IN THE
" PULL TO LOCK" POSITION, WHICH PREVENT SIT FRCM AUTOMATICALLY PICKING UP AND
LOADS DUE TO LOSS OF POWER TO THE 6.9KY OR 4.16KV BUSES. PROCEDURAL GUIDANCE WAS
ALbo IMPLEMENTED TO RESTRICT THE LCADING OF STARTUP TRANSFORMER 2 WHEN THE S00KV
SOURCE IS UNAVAILABLE TO ENSURE ITS CAP ABILITY TO SUPPLY ADEQUATE VOLTAGE TO
SAFETY LOADS. THIS REPDRT IS ALSO INTENDED TO MEET THE SPECIAL REPORTING
REQUIREMENTS OF ANO-1 TECHNICAL SPECIFICATION 3.7.2.H.

( 21 BEAVER VALLEY 1 DOCKET 50-334 LER 91-029
AUXILIARY FEEDWATFR PUMP ACTUATION DUE TO LOW-LOW STEAM GENERATOR LEVEL.
EVENT DATE: 110691 REPORT DATE: 120691 NSSS: WE TYPE: PWR

(NSIC 223521) ON 11/6/91 WHILE IN MODE 3, HEAT UP OF THE REACTOR COOLANT SYSTEM
(RCS) WAS TERMINATED AND A PLANT C00LDOWN TO MODE 5 WAS COMMENCED. STEAM
GENERATOR LEVELS WERE BEING MAINTAINED WITH CONDENSATE PUMP FLOW THROUGH THE
BYPASS TEEDWATER REGULATING VALVES. A MAIN STEAM ISOLATION VALVE BYPASS VALVE WAS
OPENED TO FACILITATE THE RCS C00LDOWN. CONCURRESTLY, STEAM CENERATOR BLOWDOWN
SYSTEM FLOW WAS INCREASED TO AID IN STEAM GENERATOR LHEMISTRY CONTROL. STEAM a
GENERATOR LEVELS BEGAN TO DECREASE. OPERATORS TOOK MANUAL CONTROL OF THE BYPASS *

FEEDWATER REGULATING VALVES BUT WERE UNABLE TO RESTORE STEAM GENERATOR LEVEL.
GENERATOR LEVEL CONTINUED TO DECREASE UNTIL THE A STEAM GENERATOR REACHED THE
LOW-LOW LEVEL SETPOINT AND STARTED THE STEAM DRIVEN AUXILIARY FEEDWATER PUMP.
STEAM GENERATOR LEVELS WERE RESTORED TO NORMAL PRIOR TO SECURING THE AUXILIARY
TEEDWATER PUMP. THE CAUSE OF THE EVENT WAS DUE TO A LACK OF SECONDARY FLOW TO THE
STEAM GENERATORS. CONDENSATE FLOW WAS INEFFECTIVE DUE TO THE STEAM GENERATOR
PRESSURE BEING NEAR THE SHUT 0FF HEAD OF THE CONDENSATE PUMPS. AT NO TIME WAS THE
MARGIN OF SAFETY TO THE GENERAL PUBLIC REDUCED, AS THE AUXILIARY FEEDWATER PUMP
STARTED AS DESIGNED. THE EVENT WILL BE REVIEWED IN A FUTURE OPERATOR LICENSE
RETRAINING SESSION.

! 31 BRAIDWOOD 1 DOCVCT 50-456 LER 91-012
REACTOR TRIP AS A RESULT OF A FEEDWATER PUMP TRIi> DUE TO A LOSS OF EH FLUID
PRESSURE.
EVENT DATE: 110691 REPORT DATE: 120591 NSSS: WE TYPC: PWR

(NSIC 223580)-PRIOR TO THE EVENT, SIGNIFICANT LEAKAGE HAD BEEN IDENTIFIED ON MAIN
FEEDWATER (FW) MOTOR-OPERATED ISOLATION VALVE 1FWOO6A. THE VALVE IS IN THE
FLOWPATH TO THE 1A STEAM GENERATOR (S/G). ATTEMPTS TO REDUCE LEAKAGE HAD BEEN
UNSUCCESSFUL DUE TO THE HIGH TEMPERATURE AND PRESSURE OF THE WATER SPRAYING FROM
THE VALVE BODY. REPAIRING THE VALVE REQUIRED A UNIT SHUTDOWN. THE PLANT WAS
SCHEDULED TO BE TAKEN OFF-LINE ON 11/2/91. ON 11/1/91 DUE TO A LOW RESERVE
MARGIN ON THE COMMONWEALTH EDISON CO. SYSTEM GRID, THE LOAD DISPATCHER REQUESTED
THAT THE OUTAGE BE POSTPONED. THE LEAKAGE WAS NOT AFFECTING UNIT CAPACITY, SINCE
ALL S/0 LEVELS COULD BE MAINTAINED AT THEIR NORMAL LEVEL (66%). AT 0013 ON
11/6/91 AN ELECTRO-HYDRAULIC (EH) FLUID LEAK TRIPPED THE 1B FW PUMP. CONTROL ROOM
PERSONNEL INITIATED A TURBINE RUNDACK. S/G LEVELS IN ALL FOUR S/G'S DECREASED
DUE TO THE REDUCTION IN TOTAL FW FLOW. AFTER THE TURBINE RUNBACK WAS COMPLETED,

' S/G LEVELS IN ALL FOUR S/G'S DECRIASED DUE TO THE REDUCTION IN TOTAL FW FLOW.

|
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AFTER THE TURBINE RUNBACK WAS COMPLETED, S/G LEVELS IN THE 1B, 1C AND 1D S/G'S
STABILIZED AT 45%. HOWEVER, THE 1A S/G LEVEL CONTINUED TO DECREASE. AT 0017 THE
LEVEL IN THE 1A S/G REACHED Tat LOW-LOW LEVEL REACTOR TRIP SETPOINT (40.8%) AND A
REACTOR TRIP OCCURRED. THE R03T CAUSE OF THE 1B FW PUMP TRIP WAS A CRACK IN A
5/8 INCH SUPPLY LINE. THE LINE WAS REPAIRED.

( 41 BROWNS FERRY 2 DOCKET 50-260 LER 91-018
FAILURE TO OPEN THE GENERATOR EXCITEP FIELD BREAKER AFTER MANUAL TURBINE TRIP
RESULTED IN A REACTOR SCRAM REQUIRED BY TECHNICAL SPECIFICATION.
EVENT DATE: 101891 REPORT DATE: 111591 NSSS: E TYPE: BWR

(NSIC 223471) ON OCTOBER 18, 1991 AT 0458 HOURS, DURING A CONTROLLED SHUTDOWN,
BROWNS FERRY UNIT 2 REACTOR WAS MANUALLY SCRAMMED FROM APPROXIMATELY EIGHT
PERCENT THERMAL POWER DUE TO UNEXPECTED EQUIPMENT RESPONSES. THE ROOT CAUSE OF
THIS EVENT WAS INAPPROPRIATE PERSONNEL ACTION. A PLANT OPERATOR FAILED TO FOLLOW
THE PROCEDURE FOR TURBINE GENERATOR SHUTDOWN WHEN HE DID NOT OPEN THE EXCITER
FIELD BREAKER AFTER THE MANUAL TURBINE GENERATOR TRIP. THIS ACTION CAUSED
UNEXPECTED EQUIPMENT RESPONSES INCLUDING ACTUATION OF THE GENERATOR REVERSE POWER
RELAY AND SUBSEQUENT TRIPPING OF THE REACTOR RECIRCULATION PUMPS. THE REVERSE
POWER RELAY WAS TESTED. THE EVALUATION AND TESTING OF THE RECIRCULATION PUMP
BOARDS WAS COMPLETED. OPERATIONS PERSONNEL WILL RECEIVE LIVE-TIME TRAINING ON THE
EVENT. TVA WILL CHANGE THE PLANT DESIGN TO INCLUDE AUTOMATIC TRIPPING OF THE
GENERATOR FIELD BREAKER WHEN THE TURBINE GENERATCR IS TRIPPED. THE BROWNS FERRY
SIMULATOR WILL BE UPGRADED TO MATCH PLANT CONDI!;0NS.

! 51 BROWNS FERRY 3 DOCKET 50-296 LER 91-004
INABILITY TO IDENTIFY AND ESTABLISH COMPENSATORY MEASURES FOR LOSS OF HIGH
PRESSURE FIRE PROTECTION SYSTEM HOSE STATIONS WHICH LEAD TO A CONDITION
PROHIBITED BY TECHNICAL SPECIFICATIONS.
EVENT DATE: 110491 REPORT DATE: 120391 NSS.. GE TYPE: BWR

(NSIC 223493) ON NOVEMBER 4, 1991 AT 1310 HOURS, THE UNIT 3 CONTROL ROOM WAS
NOTIFIED OF A LEAK IN A THREE-INCH HIGH PRESSURE FIRE PROTECTION SYSTEM PIPE. A
UTILITY-LICENSED ASSISTANT SHIFT OPERATIONS SUPERVISOR DISPATCHED TO THE SCENE
ISOLATED THE LEAK. PARALLEL ACTIONS WERE TAKEN TO INITIATZ REQUIRED COMPENSATORY
MEASURES; HOWEVER, REQUIRED COMPENSATORY MEASURES WERE NOT ESTABLISHED WITHIN ONE
HOUR AS REQUIRED BY TECHNICAL SPECIFICATIONS. THE 300T CAUSE OF THIS EVENT WAS AN
INADEQUATE METHOD FOR IDENTIFYING WHICH PARTS OF THE SYSTEM REQUIRED ONE HOUR
COMPENSATORY ACTIONS AND WHICH ALLOWED 24 HOURS. THIS RESULTED IN AN EXCESSIVE
AMOUNT OF TIME REQUIRED TO IDENTIFY AND IMPLEMENT THE ONE HOUR COMPENSATORY
MEASURES FOR ISOLATED FIRE HOSE STATIONS. CONTRIBUTING TO THE FAILURE TO MEET
COMPENSATORY MEASURE REQUIREMENTS IS THE EXISTING DESIGN OF THE OPEN N0ZZLE FIXED
SPRAY SYSTEMS. THE IMMEDIATE CORRECTIVE ACTIONS INCLUDED ISOLATING THE LEAK,
INITIATING ESTABLISHMENT OF COMPENSATORY ACTIONS AND THE INSTALLATION OF A
TEMPORARY PATCH. TVA WILL DEVELOP A METHOD TO ENABLE PERSONNEL TO BEGIN
COMPENSATORY MEASURES IMMEDIATELY WHEN A PORTION OF THE HIGH PRESSURE FIRE
PROTECTION IS ISOLATED. AN APPROPRIATE AMOUNT OF COMPENSATORY ACTION HOSE KITS
WILL BE STAGED. TVA HAS STAGED PATCH KITS.

[ 61 BRUNSWICK 1 DOCKET 50-325 LER 91-026
REACTOR SHUTDOWN REQUIRED WHEN EMERGENCY DIESEL GENERATOR MAINTENANCE WAS
DETERMINED TO REQUIRE MORE TIME THAN THE TECHNICAL SPECIFICATION LIMITING
CONDITION OF OPERATION WOULD ALLOW WITH A UNIT IN POWER.
EVENT DATE: 101591 REPORT DATE: 111591 NSSS: GE TYPE: BWR
VENDOR: WISCONSIN BRIDGE & IRON

(NSIC 223S03) AT 0700 ON OCT03ER 1, 1991, #3 EMERGENCY DIESEL GENERATOR (EDG) WAS
DECLARED INOPERABLE TO ALLOW FOR SCHEDULED MAINTENANCE AS PART OF THE UNIT 2
REFUELING OUTAGE. BY 0600 ON 10/15/91, IT WAS APPARENT THAT THE #3 EDG WOULD NOT
BE RETURNED TO SERVICE IN TIME TO AVOID THE REACTOR SHUTDOWN REQUIRED BY THE
LIMITING CONDITION FOR OPERATION (LCO) ACTION STATEMENT OF THE ELECTRICAL POWER
SYSTEMS A. C. SOURCES TECHNICAL SPECIFICATION. THE TIME REQUIRED TO COMPLETE THE
ORIGINAL WORK SCOPE THAT INCREASED DUE TO ?HE ITEMS DETAILED IN A MANAGEMENT

_ _ - _ _ - . . -
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MEETING HELD WITH THE NRC STAFF AT THE BRUNLDICK SITE ON 11/01/91. ON 10/15/91 AT
0600, UNIT 1 WAS AT 100% REACTOR POWER WITH THE EMERGENCY CORE COOLING SYSTEMS
(ECCS) OPERABLE. UNIT 2 WAS DEFUELED IN A REFUELING OUTAGC. THE DECISION WAS MADE
TO COMMENCE A REACTOR SHUTDOWN BEGINNING AT 0630 ON 10/15/91. *JNIT 1 ENTERED HOT
SHUTDOWN AT 1803 ON 10/15/91, AND COLD SHUTDOWN AT 1740 ON 10/16/91. UPON
COMPLETION OF 3-EDG MAINTENANCE ADD TESTING, THE EDG WAS DECLARED OPERABLE AT
1850 ON 10/20/91. UNIT 1 REACTOR STARTUP WAS COMMENCED AT 0048 ON 10/21/91 AND
THE UNIT WAS SYNCHRONIZED TO THE SYSTEM CRID AT 1724 ON 10/21/91.

[ 71 BRUNSWICK 1 DOCKET 50-325 LER 91-027
TWO INOPERABLE CONTROL ROD ACCVMULATORS RESULT IN ENTRY INTO TECHNICAL
SPECIFICATION 3.0.3
EVENT DATE: 110591 REPORT.DATE: 112791 NSSS: GE TYPE: BWR

(NSIC 223502) ON NOVEMBER 5, 1991, UNIT 1 WAS AT 100% REACTOR POWER. AT 0040 DN
NOVEMBER 5, 1991, AS CONTROL ROD DRIVE (CRD) HYDRAULIC CONTROL UNIT (HCU) 34 19
WAS BEING RECHARGED WITH NITROGEN, A SECOND HCU ACCUMULATOR 46-27 LOW NITROGEN
PRESSURE CAUSED A CRD ACCUMULATOR LOW PRESSURE /HIGH LEVEL ALARM IN THE CONTROL
ROOM. WITH TWO OR MORE CONTROL RCD DRIVE SCRAM ACCUMULATORS INOPERABLE, TECHNICAL
SPECIFICATION 3.0.3-WAS INV0KED. THIS REQUIRED PLACING THE UNIT IN A SIX HOUR TO
HOT SHUTDOWN CONDITION. AFTER VERIFYING THE SECOND ALARM WAS DUE TO LOW NITROGEN
PRESSURE, THE AUXILIARY OPERATOR CONTINUED RECHARGING THE FIRST HCU 34-19 WITH
NITROGEN. THERE WAS NO INTENT TO COMMENCE A UNIT SHUTDOWN UNLESS PROBLEMS WERE
ENCOUNTERED DURING THE RECHARGING EVOLUTION. AT 0055, ON NOVEMBER 5, 1991 THE
ACCUMULATOR RHCL 34-19 WAS SUCCESSFULLY RECHARGED AND TECHNICAL SPECIFICATION
3.0.3 UAS EXITED. -THE CAUSE OF THIS EVENT IS THE SIMULTANEOUS INOPERABILITY OF
TWO CONTROL ROD DRIVE HYDRAULIC CONTROL UNITS DUE TO THE DROP IN THE REACTOR
BUILDING AMBIENT TEMPERATURE. A COLD FRONT RESULTED IN AREAS OF THE REACTOR
BUILDING REACHING NEW SEASONAL LOUS (AS RECORDED BUILDING TEMPERATURES DROPPED
APPROX. 7 DEG F OVER THE PREVIOUS 3 DAYS). PREVIOUS LER WAS 1-91-015.

! 81 BRUNSWICK 1 DOCKET 50-325 LER 91-028
COMPONENT FAILURE OF A REACTOR WATER CLEANUP SYSTEM ISOLATION LOGIC RELAY
RESULTED ON AN UNPLANNED ENGINEERED SAFETY FEATURE ACTUATION.
EVENT DATE: 110591 REPORT DATE: 120591 NSSS: GE TYPE: BWR
VENDOR: GENERAL EicCTE!C CD.

(NSIC 223501) ON NOVEMBER 5, 1991 AT APPR0X. 1518 HOURS (EST), THE UNIT 1
REACTOR WAS AT 100% POWER. THE REACTOR WATER CLEANUP (RWCU) SYSTEM WAS IN SERVICE
WITE BOTH FILTER /DEMINERALIZES ON-LINE. THE EMERGENCY CORE COOLING SYSTEMS
(EC05), THE REACTOR CORE ISOLATION COOLING (RCIC) SYSTEM, AND THE EMERGENCY
DIESEL OTNEPATORS (EDGS) WERE OPERABLE AND IN STANDBY READINESS. AT THIS TIME,
THE ,$dlMAR7 50NIAINHENT ISOLATION SYSTEM (PCIS) RECEIVED A SPURIOUS VALVE GROUP 3
ISutr! ION 3IGNAL RESULTING IN THE AUTOMATIC CLOSURE OF THE RWCU SYSTEM INLET
INBOARD ISOLATION VALVE (1-G31-F001). THE UNIT CONTROL OPERATOR (CO) BECAME
AWARE OF TiiIS UNPLANNED ESF ACTUATION BY CONTROL ROOM ANNUNCIATION AND
IN3ICATION. IE SPURIOUS ISOLATION SIGNAL WAS GENERATED PER DESIGN WHEN A NORMALLY
ENERGIZED JtWCU ISOLATION LOGIC RELAY (1-A71-R37) COIL BURNED UP CAUSING FAILURE
IN THE DEENERGIZED DEPOSITION, WHICH THEN ACTUATED THAT PORTION OF THE RWCU LEAK
DETECTION LOGIC THAT COMMANDS 1-G31-F001 TO CLOSE. INSPECTION OF THE CONTROL ROOM
BACKPANEL AREAS REVEALED A FAINT BURNING SMELL;(HOWEVER, THERE WAS NO VISIBLESMOKE OR FIRE FROM THE FAILED GENERAL ELECTRIC GE) MODEL No. CR120 RELAY. THE
RELAY FAILURE WAS DETERMINED TO BE NORMAL END OF COIL LIFE FAILURE DUE TO AGING.
THE COIL FOR THE FAILED REItY WAS REPLACED WITH A NEW ONE FROM STOCK FOLLOWING

' SATISFACTORY POSTMAINTENANLE TESTING.

i 91 BRUNSWICK 2 DOCKET 50-324 LER 91-005 REV 01
UPDATE ON ESF ACTUATIONS CAUSED BY YOLTAGE REGULATOR TRANSIENT WITH FAILURE OF
PRIMARY CONTAINMENT ISOLATION SOLENOID OPERATED VALVES,

.

EVENT DATE: 063091 REPORT DATE: 112691 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: ERUNSWICK 1 (BWR)
VENDOR: AUTOMATIC SWITCH COMPANY (ASCO)

_ - _ _ _ _ _ _ _ _
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(NSIC 223505) A SURVEILLANCE TO CHECK THE OPERATION OF THE MANUAL AND AUTO MAIN
GENERATOR VOLTAGE REGULATORS WAS IN PROGRESS. FOLLOWING A STEP OF THE PROCEDURE
WHICK REQUIRED THE VOLTAGE REGULATOR MODE SELECTOR SWITCH TO BE PLACED IN THE
MANUAL POSITION, TF.E TRANSTER VOLTMETER DEFLECTED SIGNIFICANTLY. EMERGENCY BUS
E4 WAS LOST AND THE REACTOR PROTECTION SYSTEM MOTOR-GENERATOR SET 2B TRIPPED.
EMERGENCY DIESEL GENERATOR #4 AUTO-STARTED AND A HALF SCRAM SIGNAL WAS RECEIVED
ALONG WITH PRIMARY CONTAINMENT SYSTEM ISOLATION SIGNALS; GROUP 3 (REACTOR WATER
CLEANUP), GROUP 6 (CONTAINMENT ATMOSPHERIC CONTROL), HALF CROUP 1 (MAIN STEAM
LINE), GROUP 2-DIVISION II (TRANSVERSE INCORE PROBE AND DRYWELL FLOOR / EQUIPMENT
DRAINS). MAIN GENERATOR OUTPUT VOLTAGE WAS RAISED USING THE MANUAL VOLTAGE
REGULATOR AND THE VOLTAGE REGULATOR WAS TRANSFERRED TO THE AUTOMATIC H0DE. ESF
ACTUATIONS OCCURRED EXCEPT FOR THE OUTBOARD DRYWELL FLOOR DRAIN ISOLATION VALVE
WAS CLOSED AFTER FOUR ATTEMPTS AND THE LINE WAS ISOLATED. THE CAUSE OF THIS
EVENT IS STILL UNDER INVESTIGATION. DUE TO THE PLANT BEING AT FULL POWER, THE
DECISION WAS MADE TO ALLOW THE VOLTAGE REGULATOR TO REMAIN IN THE AUTOMATIC MODE
UNTIL TROUBLESHOOTING TAKES PLACE DURING THE SEPTEMBER, 1991 SCHEDULED SHUTDOWN
FOR A REFUELING. SIMILAR LERS ARE 2-88-001, 2-81-01, 1-86-024, AND 2-90-015.

I 101 BRUNSWICK 2 DOCKET S0-324 LER 91-017
SAFETY RELIEF VALVES TESTED IN WYLE LABORATORIES EXCEEDED 1ECHNICAL SPECIFICATION
LIMIT DUE TO PILOT DISC-TO-SEAT BONDING.
EVENT DATE: 101791 REPORT DATE: 111691 NSSS: GE TYPE: BWR <

VENDOR: TARGET ROCK CORP.

(NSIC 223506) UNIT 2 WAS SHUT DOWN AND IN DAY 36 0F A 77 DAY SCHEDULED REFUELING
OUTAGE.-11 SAFETY RELIEF VALVE (SRV) PILOT ASSEMBLIES WERE REMOVED FROM THE UNIT
AND SHIPPED TO WYLE LABORATORIES FOR SET PRESSURE TESTING AND RECERTIFICATION.
'AS-RECEIVED' TESTING WAS PERFORMED BY WYLE LABORATORIES USING WYLE TEST
PROCEDURE NO. 1025 WITH THE FOLLOWING RESULTS: TWO OF THE SRV PILOTS HAD A
SETPOINT DRITT OF LESS THAN 1%, FIVE OF THE SRV PILOTS HAD A SETPOINT DRIFT OF
BETWEEN 1.6% AND 3.6%, ONE SRV PILOT HAD A SETPOINT DRIFT OF 8.6%, THE REMAINING
THREE SRVE PILOTS DID NOT INITIALLY LITT AT STEAM TEST PRESSURES OF 1207, 1303
AND 1260 PSIG RESPECTIVELY. SPECIAL DIAGNOSTIC TESTING WAS PERFORMED ON THE
THREE SRV PILOT ASSEMBLIES THAT DID NOT INITIALLY LITT. THE AVERAGE PERCENT
DRIFT FOR ALL SRV'S IS 7.0%, WITH THE HIGHEST DRIFT FOR ANY SRV AT 20.2%. AN
ENGINEERING EVALUATION HAS DETERMINED THAT OXYGEN INDUCED PILOT-DISC-TO-SEAT
BONDING PREVENTED THE THREE PILOTS FROM INITIALLY ACTUATING. FOUR OF THE PILOT
DISCS HAVE BEEN REPLACED. PH13-BM0 DISC HAS BEEN REPLACED WITH A STELLITE 6B
DISC. OTHER SRV PILOTS SENT TO WYLE HAVE ALSO EEEN RECERTIFIED. CP&L WILL
REQUEST A T.S. CHANGE FOR SETPOINT TOLERANCES FROM +/- 1% TO +/- 3%.

['ill BRUNSWICK 2 DOCKET 50-324 LER 91-018
REACTOR BUILDING VENTILATION ISOLATION AND STANDBY GAS TRAIN START DUE TO LOW

' LEVEL #2 ACTUATION CAUSED BY PEACTOR LEVEL INSTRUMENTATON REFERENCE LEG
PERTURBATION.
EVENT DATE -102091 REPORT DATE: 111991 NSSS: GE TYPE: BWR

(NSIC 223504) UNIT 2 WAS IN REFUEL (MODE S) WITH THE REACTOR VESSEL DEFUELED. AT-
1208 ON 10/20/91, WHILE TURNING TO SERVICE AN A LOOP REACTOR PRESSURE INDICATOR
FOLLOWING TECHNICAL SPECIFICATION REQUIRED CALIBRATION TESTING, A HYDRAULIC
PERTURBATION OF A SHARED REFERENCE LEG OCCURRED. THE PERTURBATION RESULTED IN
ISOLATION OF THE UNIT 2 REACTOR BUILDING VENTILATION SYSTEM AUTOMATIC START OF
THE 2A AND 2B STANDBY GAS TRAIWG (BG). SPECIAL PROCEDURE WAS DEVELOPED TO SUPPORT
ROOT CAUSE DETERMINATION. THE RESULTS OF THE TECHNICAL PROCEDURE INDICATE THAT
THE PERTURBATION WAS DUE TO A LACK OF ATTENTION TO DETAIL WHILE VENTING APPLIED
CALIBRATION PRESSURE FROM A REACTOR PRESSURE INDICATOR. IMMEDIATE CORRECTIVE
ACTION WAS IMPLEMENTED TO ENSURE-THAT THE B LOOP REACTOR PRESSURE INDICATOR
LIBERATION PROCESS WAS MONITORED BY THE RESPONSIBLE MAINTENANCE SUPERVISOR.
ADDITIONAL CORRECTIVE ACTIONS INCLUDE COUNSELING OF THE RESPCN!IBLE
INSTRUMENTATION AND CONTROL (I&C) TECHNICIAN AND PERFORMANCE OF A HRMAN
PERFORMANCE EVALUATION. A REVIEW OF THE EVENT WILL BE CONDUCTFJ WITh APP 40."RIATE
MAINTENANCE PERSONNEL TO STRENGTHEN THEIR AWARENESS OF THE PO?ENT!?L F?R
PERTURBATION OF REACTOR VESSEL LEVEL INSTRUMENTATION DURING SHUTDOWN CUPDITIONS.
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'( 121 BYRON 1 DOCKET 50-454 LER 91-004
2NADVERTENT SAFETY INJECTION DURIN0 REFUELING DUE TO PERSONNEL ERkOR.
EVENT DATE: 101691 REPORT DATE: 111591 NSSS: WE TYFr PWR

(NSIC 223409) ON OCTOBER 16, 1991 AT APPROXIMATELY 1304, WITH UNIT 1 !W MODE 6
(REFUELING) A NUCLEAR STATION OPERATOR (NS0) WAS ATTEMPTING TO REGET A STATUS

-LIGHT FOR " AUTO SI BLOCKED" FOLLOWING A TRAIN A ENGINEERED SAFEGUARDS TEA:"RES
ACTUATION SYSTEM (ESTAS) SURVEILLANCE. CYCLING THE REACTOR TRIP BREAKER CONTROL
SWITCH DID NOT RESET THE LIGHT, BECAUSE THE CREAKERS WERE OUT OF-SERVICE. THE NSO
THEN RESET THE BLOCK ON LOW STEAMLINE PRESSURE SI. TRAIN B SI ACTUATED ON LOW
STEAMLINE FRESSURE. THE 1B DIESEL GENERATOR AND SEVERAL OTHER PIECES OF EQUIPMENT
ACTUATED. MOST OF THE TRAIN B SI EQUIPMENT WAS OUT-OF-SERVICE FOR THE OUTAGE AND
DID NOT ACTUATE. THE SI SIGNAL WAS RESET AND EQUIPMENT WAS RESTORED. THE CAUSE OF
THE EVENT WAS COGNITIVE PERSONNEL ERROR. CONTRIBUTING T0-THIS EVENT WAS A LACK OF
GUIDANCE IN THE PROCEDURES ON HOW TO CLEAR THIS LIGHT WHEN THE SURVEILLANCE WAS
PERFORMED WITH THE REACTOR TRIP BREAKERS OPEN AS DURING AN OUTAGE. THE PROCEDURE
WILL EE REVISED. ADDITIONAL TRAINING WILL BE PROVIDED ON OPERATION OF THE AUTO SI
BLOCK. THIS EVENT IS REPORTABLE PER 10CFR50.73 (A)(2)(IV) ANY EVENT OR CONDITION
THAT RESULTED IN MANUAL OR AUTOMATIC ACTUATION OF ANY ENGINEERED SAFEGUARDS
FEATURE.

I 13) BYRON 1 DOCKET 50-454 LER 91-005
HDDE CHANGE MADE WITH CONTAINMENT SPRAY SYSTEM INOPERABLE DUE TO PERSONNEL ERROR.
EVENT DATE: 102791 REPORT DATE: 112091 NSSS: WE TYPE: PWR

(NSIC 223579) ON OCTOBER 27, 1991 AT 1655, HOT SHUTDOWN (MODE 4) WAS ENTERED WITH
THE CONTAINMENT SPRAY SYSTEM AND EMERGENCY CORE COOLING SYSTEM RECIRCULATION SUMP
ISOLATION VALVES INOPERABLE. TECHNICAL SPECIFICATIONS REQUIRE THESE OPERABLE FOR

-A MODE CHANGE FROM COLD SHUTDOWN (MODES) To HOT SHUTDOWN (MODE 4). THIS EVENT WAS
CAUSED BY FAILURE OF CONTROL ROOM PERSONNEL TO FOLLOW THE PROCEDURE THAT
CONTROLLED THE MODE CHANGE. SHIFT PERSONNEL DIRECTED THEIR ATTENTION TO
COMPLETING THE ASSOCIATED MODE CHANGE CHECKLIST WHICH IS A SUB-DOCUMENT OF THE
MDDE CHANGE PROCEDURE. MSDE CHANGE CHECKLISTS WILL BE REVISED TO SPECIFICALLY
REFCRENCE THE GOVERNING MODE CHANGE PROCEDURE TO ENSURE ALL APPROPRIATE STEPS ARE
COMPLKTED PRIOR TO CHANGING MODES. IN ADDITION, SHIFT BRIEFINGS WILL BE HELD
PRIOR 70 MODE CHANGES TO DISCUSS RELATED ACTIVITIES AND REQUIREMENTS. THIS EVENT
IS REPOKTABLE PURSUANT TO 10C-R50.73(A)(2)(II) AN EVENT ON CONDITION THAT RESULTS
IN BEING !N AN UNANALYZED CONDITION.

[ 141 BYLON 2 DOCKET 50-455 LER 90-006 REV 01
UPDATE ON INADVERTENT TRAIN "A" SAFET'.' INJECTION SIGNAL DUE TO MISCOMMUNICATION
AND PROCEDURAL DEFICIENCY.
EVENT DATE: 090390- REPORT DATE: 103091 NSSS: WE TYPE: PWR
VENDOR: 00ULDS'CD.

WESTINGHOUSE ELECTRIC CORP.

(NSIC 223343) ON 9-03-90 AT APPROX. 0805, WITH UNIT 2 IN MODE 5 2B05 3.2.1.1. A-1,
WAS BEING PERFORMED PER THE REFUELING OUTAGE SCHEDULE. AFTER PERFORMING THE

-NORMAL SAFETY INJECTION (SI) (JE). IT WAS NOTED THAT THE 2C REACTOR CONTAINMENT
FAN COOLER (RCFC) LOW SPEED FAN BREAKER DID NOT CLOSE. ATTEMPTS TO CLOSE THE
bnEAKER WERE UNSUCCESSFUL. AT 0B20, THE 480 VOLT BUS THAT FEEDS THE BREAKER WAS

"

DE-ENERGIZED TO ALLOW REMOVAL OF THE BREAKER. AT 0850, WHILE STRIPPING THE BUS OF
ITS ALTERMATING CURRENT LOAD, INSTRUMENT INSERTERS 211 AND 213 WERE DE-ENERGIZED
DUE TO A COMMUNICATIONS BREAKDOWN. WHEN THE INSTRUMENT BUSES WERE DE-ENERGIZED,

-THE PRESSURIZER PRESSURE LOW SI AND STEAMLINE PRESSURE LOW SI BLOCKS WERE LOST ON
TRAIN A. THE UNIT-REACTOR OPERATOR WAS UNAWARE THAT THE BLOCKS HAD BEEN LOST AND

-THE SURVEILLANCE DID NOT CONTAIN AN EMERGENCY EXIT SECTION TO PROVIDE RESTORATION
GUIDANCE. AT 0902, THE TRAIN A REACTOR TRIP BREAKER-WAS CLOSED PER THE
SURVEILLANCE AND A SAFETY INJECTION SIGNAL RESULTED DUE TO A LOSS OF THE REACTOR
TRIP INTERLOCK (P-4) WHILE CYCLING THE REACTOR TRIP BREAKER CORRECTIVE ACTIONS
2NCLUDE A PROCEDURE REVISION TO THE MANUAL SI SURVEILLANCE TO INCLUDE AN
EMERGENCY EXIT SECTION. THIS EVENT WILL ALSO BE INCLUDED IN OPERATOR REQUIRED
LISTENING.

,

=. - _ _ _ _ - - ---
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I 15) BYRON 2 DOCKET 50-455 LER 91-003
EXCESSIVE RCS LEAKAGE DUE TO A VALVE PACKING LEAK.
EVENT DATE: 102791 REPORT DATE: 112091 NSSS: WE TYPE: PWR
VENDOR: ANDERSON, GREENWOOD & CO.

(NSIC 223562) ON OCTOBER 26, 1991, UNIT 2 EXPERIENCED A PEACTOR COOLANT SYSTEM
(RCS) LEAK WHICH WAS IN EXCESS OF TECHNICAL SPECIFICATION REQUIREMENTS FOR AN
UPIDENTIFIED LEAK. THE LEAK WAS INDICATED BY A HIGH LEAK DETECIION ALARM FOR THE
C NTAINMENT FLOOR. DRAIN, AND WAS VERIFIED USING THE 2BOS 4.6.2.1.D-1 RCS LEAK
RATE TEST. THE LEAK WAS APPROXIMATELY 2 GPM AND WAS EELIEVED TO BE LOCATED IN THE
2C RTD BYPASS MANIFOLD AREA BECAUSE THE RTD BYPALS FLOW LOW ALARM FOR LOOP C HAD
ANNUNCIATED SHORTLY BEFORE LEAKAGE INCREASED. LCOAR ZBOS 4.6.2-1A WAS ENTERED AT
0122 ON 10/27/91. AN INITIAL CONTAINMENT ENTRY WAS MADE TO INVESTIGATE THE
SUSPECTED AREA OF LEAKAGE OUTSIDE OF THE MISSILE EARRIER. NO MAJOR CONTRIBUTIONS
TO THE LEAK WERE FOUND. THE PLANT STARTED A POWER RAMP DOWN TO SUPPORT A PENDING
CONTAINMENT ENTRY INSIDE THE MISSILE EARRIER. SHORTLY AFTER ENTRY INTO MODE 3
(HOT STANDEY), A CONTAINMENT ENTRY INSIDE THE MISSILE BARRIER INDICATED THAT THE
2RC029C VALVE HAD A PACKING LEAK. THE VALVE WAS ISOLATED AND SUBSEQUENTLY
REPAIRED BY MECHANICAL MAINTENANCE. THIS EVENT IS REPORTABLE FURSUANT TO
10CFR50.73(A)(Z)(1)(A).

[ 16) CALLAWAY.1 DOCKET 50-483 LER 91-006
A REACTOR TRIP DUE ?O A FAILURE OF A GATING / SEQUENCING CARD IN THE INVERTER FOR A
120 VOLT AC INSTRUMENT BUS.
EVENT DATE: 110591 REPORT DATE 120591 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELEC CORP.-NUCLEAR ENERGY SYS

(NSIC 223567) ON 11/5/91, AT 1031 CST, A REACTOR TRIP OCCURRED DUE TO THE FAILURE
OF A GATING / SEQUENCING CARD IN THE INVERTER (NN12) SUPPLYING A 120 VOLT AC
SAFETY-RELATED INSTRUMENT BUS (NN02). THE NN02 BUS WAS DE-ENERGIZED. THIS FAILED
A CONTROLLING FEEDWATER CHANNEL RESULTING IN A HIGH WATER LEVEL IN THE 'A' STEAM
GENERATOR WHICH CAUSED A TURBINE TRIP SIGNAL. THE REACTOR TRIP OCCURRED ON A UNIT
TRIP / TURBINE TRIP SIGNAL. A FEEDWATER ISOLATION AND AN AUXILIARY FEEDWATER
ACTUATION WERE GENERATED BY DESIGN. THE PLANT WAS IN MODE 1 - POWER OPERATIONS AT
100 PERCENT REACTOR POWER. THE REACTOR COOLANT SYSTEM TEMPERATURE WAS S88 DEGREES
T AND THE PRESSURE WAS 2237 PSIG. THE LICENSED OPERATORS RECOVERED FROM THE TRIP
AND THE ENGINEERED SAFETY FEATURE ACTUATIONS VIA PLANT PROCEDURES. THE NN02 BUS
WAS ENERGIZED FROM BACKUP POWER VIA THE SOLA TRANSFORMER AT 1109. THE FAILED
INVERTER CARD WAS REPLACED AND THE INVERTER LINED UP TO NN02 AT 0242 ON 11/6/9'..
THE PLANT MAS RETURNED TO MODE 1 - POWER OPERATIONS AT 2018 ON 11/6/91.
CORRECTIVE ACTIONS INCLUDE: AN ANALYSIS OF THE CARD FAILURE; A DETERMINATION IF
ADDITIONAL PREVENTIVE MAINTENANCE FOR THIS CARD IS NECESSARY; PROCEDURES WILL BE,
DEVELOPED WITH NN BUS LOAD INFORMATION FOR OPERATOR USE; AND OPERATOR TRAINING ON
THIS TYPE OF EVENT WILL BE DEVELOPED AND PERFORMED.

( 171 CALVERT CLIFFS 2 DOCKET 50-318 LER 91-008
STEAM GENERATOR EFFLUENT FLOW RATE NOT ESTIMATED EVERY FOUR HOURS PER TS ACTION
STATEMENT DUE TO OPERATOR ERROR AND INSUFFICIENT PROCEDURE CLARITY.
EVENT DATE: 103091 REPORT DATE: 112791 NSSS: CE TYPE: PWR

(NSIC 223512) ON OCTOBER 30, 1991, AT APPROXIMATELY 0810, A CONDITION PROHIBITED
BY TECHNICAL SPECIFICATIONS (TS) WAS IDENTIFIED AT CALVERT CLIFFS UNIT 2. WHILE
DRAINING STEAM GENERATOR (SG) NO. 21, FLOW RATE WAS NOT ESTIMATED EVERY 4 HOURS
WHEN THE DISCHARGE FLOW RATE MEASURING DEVICE WAS NOT OPERABLE AS REQUIRED BY TS
3.3.3.10. AT THE TIME, UNIT 2 WAS IN COLD SHUTDOWN AT A TEMPERATURE OF 102
DEGREES FAHRENHEIT AND A REACTOR COOLANT PRESSURE OF 100 PSIA. THE CAUSES OF THE
EVENT WERE INSUFFICIENT OPERATOR ATTENTION TO DETAIL AND INSUFFICIENT CLARITY OF
THE APPLICABLE OPERATING INSTRUCTION. THERE WERE NO SAFETY CONSEQUENCES
ASSOCIATED WITH THIS EVENT. CORRECTIVE ACTIONS INCLUDE PERSONNEL ACTION,
REEMPHASIZING TO THE OPERATORS THE IMPORTANCE OF ATTENTION TO DETAIL, EVALUATING
SG DRAINING RELATED PROCEDURES AND CLARIFYING THEM AS NECESSARY, INSTRUCTING
PERSONNEL TO IDENTITY SIMILAR PROBLEMS IN OTHER PROCEDURES FOR CLARIFICATION.
ESTABLISHING A OPERATIONS POLICY REQUIRING A EACKUP FOR SENIOR REACTOR OPERATOR

I

|
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REVIEh3 0F TSS REFERENCED BY PROCEDURES, AND PROVIDING THE DETAILS OF THIS EVENT
TO ALL LICENSED OPERATORS.

[ 18) CATAWBA 1 DOCKET 50-413 LER 91-028
TECHNICAL SPECIFICATION VIOLATION DUE TO EXCEEDING LIQUID WASTE RELEASE LIMITS AS
A RESULT OF INAPPROPRIATE ACTIONS.
EVENT DATE: 102491 REPORT DATE: 112091 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: CATAWBA 2 (PWR)

(NSIC 223552) ON 10/24/91, BETWEEN 1000 HOURS AND 1120 HOURS, WITH UNIT 1 IN MODE
1. POWER OPERATION, AT 100% POWER AND UNIT 2 IN ?! ODE 5, COLD SHUTDOWN, A
TECHNICAL SPECIFICATION (T/S) VIOLATION OCCURRED DUE TO EXCEEDING THE LIQUID
WASTE RELEASE (LUR) LIMITS BECAUSE INADEQUATE DILUTION FLOW WAS AVAILABLE FOR THE
LWR DISCHARGE RATE SELECTED FOR THE LUR. THE INCIDENT WAS DISCOVERED WHEN
RADIATION PROTECTION (RP) SPECIALIST B REVIEWED THE LUR BECAUSE A CHEMISTRY
ASSISTANT TECHNICIAN QUESTIONED THE VALIDITY OF THE DILUTION FLOW REQUIREMENTS
SPECIFIED BY THE LWR CottPUTER. RP SPECIALIST B NOTIFIED AFPROPRIATE RP MANAGEMENT
OF THE INCIDENT. THE EXCESSIVE DISCHARGE FLOW WAS SELECTED FOR THE LUR BECAUSE
CHEMISTRY SPECIALIST A MISREAD THE EXPONENT ON THE DILUTION FLOW REQUIRED FOR THE

' DISCHARGE RATE SELECTED. CHEMISTRY ASSISTANT TECHNICIAN B INDEPENDENTLY VERIFIED
THAT THE SELECTED DISCHARCE RATE AND DILUTION FLOW WERE CORRECT. THIS INCIDENT IS
ATTRIBUTED TO INAPPROPRI ATE ACTIONS BECAUSE THE EXPONENT WAS !!ISREAD. CORRECTIVE
ACTIONS INCLUDED COUNSELING THE CHEMISTRY SPECIALIST A AND ASSISTANT TECHNICIAN B
AND APPROPRIATE NOTIFICATIONS OF THE INCIDENT. PLANNED CORRECTIVE ACTIONS INCLUDE
PROCEDURE ENHANCEMENTS TO HP/0/B/1004/04, RADI0 ACTIVE LIQUID WASTE RELEASE, AND
OP/0/B/6500/60, DISCHARGE OF AN AMT TO THE ENVIRON!!ENT, AND CHANGES TO THE LVR
COMPUTER PROGRAM TO IMPROVE THE INFORMATION PROVIDED.

[ 19) CATAMBA 2 DOCKET S0-414 LER 91-012
UNEXPECTED EMERGENCY SATEGUARD FEATURE ACTUATION DURING SHUTDOWN FOR REFUELING.
EVENT DATE: 101791 REPORT DATE: 111891 NSSS: WE TYPE: PWR

(NSIC 223408) ON OCTOBER 17, 1991, WITH UNIT 2 IN MODE 1, POWER OPERATION, WHILE
IN THE PROCESS OF REDUCING REACTOR POWER IN PREPARATION FOR THE END OF CYCLE
(EOC) 4 REFUELING OUTAGE, AN UNEXPECTED E!!ERGENCY SAFEGUARD FEATURE (EST)
ACTUATION OCCURRED AT APPROXIMATELY 1953 HOURS. CONTROL ROOM OPERATORS (CROS) HAD
SUCCESSFULLY LEDUCED REACTOR POWER LEVEL FROM 100 TO 45 PERCENT. TURBIII IMPULSE
PRESSURE (TIP) WAS APPk0XIMATELY 260 PSIG. CROS WERE CLOSELY MONITORING TIP IN
ANTICIPATION OF AN AUTOMATIC RESET OF THE ANTICIPATED TRANSIENT WITHOUT SCRAtt
MITIGATION SYSTEM AND ACTUATION CIRCUIT (AMSAC). THE AUTOMATIC RESET SHOULD OCCUR
APPROXIMATELY TWO !!INUTES ATTER TIP IS LESS THAN 260 PSIG. WHEN THE CROS REALI2ED
THAT AMSAC DID NOT PROPERLY RESET, ACTION MAS TAKEN, PER PROCEDURE, TO MANUALLY
BYPASS AND DEACTIVATE THE t.MSAC CIRCUIT. SUBSEQUENTLY, AN UNEXPECTED, PARTIAL
ACTUATION OF A!! SAC OCCURRED RESULTING IN AN AUTOSTART OF THE AUXILI ARY FEEDWATER
(CA) SYSTEM PUt!P '3 AND ISOLATION OF THE STEAM GENERATOR BLOWDOWN (BB) SYSTEM AND
STEAM GENERATOR sat!PLING PORTION OF THE NUCLEAR SAMPLING (NM) SYST Erf. THE CA PUMP
2A WAS ALREADY INSERVICE. THIS INCIDENT IS ATTRIBUTED TO A FUNCTIONAL DESIGN
DEFICIENCY OF THE AMSAC CIRCUIT. CORRECTIVE ACTIONS INVOLVED SECURING THE CA PUMP
2B, REALIGNING THE BB AND NM SYSTEMS, AND INVESTIGATION OF THE AMSAC CIRCUIT
ANOMALY.

[ 20) CATAWBA 2 DOCKET 50-414 LER 91-013
TECHNICAL SPECIFICATION VIOLATION DUE TO INAPPROPRIATE ACTION RENDERING ONE TRAIN
OF THE BORON DILUTION MITIGATION SYSTEM INOPERABLE.
EVENT DATE: 110291 REPORT DATE: 112791 NSSS: WE TYPE: PWR

(NSIC 223554) ON SUNDAY, NOVE!!BER 2, 1991, UNIT 2 WAS IN MLDE 6, REFUELING.
DURING THE MORNING, SPORADIC AND SPURIOUS ALARMS WERE RECEIVED IN TRAIN A BORON
DILUTION MITIGATION SYSTEM (BDMS). DURING AN INVESTIGATION BY CPERATIONS, VALVE
2NV252A (CHEMICAL VOLUME AND CONTROL-NV-PUMP SUCTION FROM REFUELING WATER STORAGE
TAMK-FWST) WAS FOUND RED TAGCED CLOSED AND DEENERGIZED. THE VALVE AND ITS EREAKER
WERE RED TAGGED SINCE OCTOBER 26, 1991. THIS VALVE IS REQUIRED TO OPEN ON A HIGH
FLUX SIGNAL FROM BDMS. THEREFORE, TRAIN A BDMS WAS INOPERABLE PER TECHNICAL

..

____ ____ _ '
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SPECIFICATION (T/S). TWO TRAINS OF BDMS ARE REQUIRED FOR MODES 5 AND 6 NO ACTION
STATEMENT WAS ENTERED AND, HENCE, A T/S VIOLATION OCCURRED. B TRAIN WAS OPERABLE
AND UNAFTECTCD. TO RETURN TRAIN A TO OPERABILITY, THE RED TAGS WERE REMOVED FROM
THE VALVE AND BREAKER AND THC EREAKER ENERGIZED. THE BDMS TEST PUSHEUTTON WAS
ENCAGED AND THE INTERLOCKS WERE VERIFIED: 1) BOTH REACTOR MAKEUP UATER PUMPS
STOPPED, 2) 1NV18BA (VOLUME CONTROL TANK OUTLET ISOLATION) CLOSE0 AND 3) 1NV252A
CPENED. THIS INCIDENT IS ATTRIBUTED TO IMPROPER OR INADVERTENT AC7 ION DUE TO LACK
OF ATTENTION TO DETAIL DURINC PR2PARATION OF THE TAGOUT. THE PLANNED CORRECTIVE
ACTION IS TO EVALUATE WHAT REFERCNCE nA1LRIALS SHALL RFFLFCT EDMS INTERLOCKS.

I 211 COMANCHE 1 DOCKET 50-445 LER 91-025
COMPONENT COOLING WATER STOP CHECK VALVES INOPERABLE DUE TO LESS THAN ADEQUATE
PREVENTIVE MAINTENANCE.
EVENT DATE: 102991 REPORT DATE: 112991 NSSS: WE TYPE: PWR
VENDOR: ROCKWELL MANUFACTURING COMPANY

(NSIC 223576) AT 1215 ON OCTOBER 29, 1991, THE STOP CHECK VALVES (SCV) IN THE
COMPONENT COOLING WATER LINES TO THE REACTOR COOLANT PUMP THERMAL BARRIERS WERE
EEING TESTED TO SATISFY INSERVICE TESTING REQUIREMENTS. DURING THE TEST, FIVE OF
THE EIGHT SCVS FAILED TO STROKE CLOSED. THE FIVE SCVS WERE SUBSEQUENTLY MANUALLY
EXERCISED, AFTER WHICH THEY OPERATED AS DESICNED. ON NOVEMBER 6, 1991, TWO OF THE
SCVS WERE INSFECTED. A SMALL ACCUMULATION OT CORROSION PRODUCTS BETWEEN THE PLUG
AND STEM OF THE VALVES, AND A SLIGHT SCALING ALONG THE BORE, WERE FOUND. LARCER
ACCUMULATIONS OF CORROSION PRODUCTS THAT MAY HAVE EEEN PRESENT WERE FLUSHED OUT
WHEN THE VALVES WERE MANUALLY EXERCISED. AT APFROXIMATELY 021S ON NOVEMEER 23,
1991, ALL FIVE SCVS WERE IN SERVICE AND DETERMINED TO BE CAPABLE OF PERFORMING
THEIR INTENDED FUNCTION. THE ROOT CAUSE OF THIS EVENT IS BELIEVED TO EE THE
ACCUMULATION OF CORROSION PRODUCTS IN THE SCVS DUE TO LESS THAN ADEQUATE
PREVENTIVE MAINTENANCE (FM). CORRECTIVE ACTION INCLUDES THE DEVELOPMENT OF A PM
PROCEDURE TO MANUALLY EXERCISE THESE VALVES AND MONITORING OF THE EFFECTIVENESS
OF THE PM.

I 221 COMANCHE 1 DOCKET S0-445 LER 91-026
PRESSURIZER SAFETY VALVES DISCOVERED TO BE INOPERABLE USING NEW TEST METHODOLOGY.
EVENT DATE: 103091 REPORT DATE: 112991 NSSS: WE TYPE: PWR

(NSIC 223577) ON OCaCBER 18, 1988, ALL THREE PRESSURIZER SATETY VALVES (PSV) WERE
TESTED AND ADJUSTED AT THE CROSBY VALVE AND GAGE COMPANY USING 200 +/- 10 DECREE
FAHRENHEIT WATER AT THE VALVE INLET, APPROXIMATING INSTALLED PLANT CONDITIONS FOR
PSYS WITH HOT WATER LOOP SEALS. ON CCTOBER 28, 1991, USING THE STATE-OF-THE-ART
TEST METHODOLOGY (SATURATED STEAM AS THE TEST MEDIUM), ALL THREE PSYS WERE FOUND
TO HAVE SETPOINTS ONE TO FOUR PERCENT LESS THAN THE SETPOINT TOL!RANCE ALLOWED BY
TECHNICAL SPECIFICATIONS (TS). ALL THREE PSV SETPOINTS WERE SUBSE UENTLY RESET TO
TS LIMITS. THE ROOT CAUSE OF THIS EVENT WAS A LESS THAN ADEQUATE PSV TEST
METHODOLOGY / PROCEDURE. CORRECTIVE ACTION INCLUDED TESTING OF THE PSVS TO
STATE-OF-THE-ART METHODOLOGY AND RESETTING THE PSVS TO TS LIMITS.

I 231 COMANCHE 1 DOCKET 50-445 LER 91-027
SOURCE RANGE FLUX DOUBLING ACTUATION CAUSED nY CIRCUIT RESPONSE DURING POWER
SUPPLY TRANSFER.
EVENT DATE: 110791 REPORT DATE: 120991 NSSS: WE TYPE: PWR

(NSIP 223578) ON NOVEMBER 7, 1991, COMANCHE FEAK STEAM ELECTRIC STATION UNIT 1
WAS IN MODE 6, REFUELING, WITH ALL FUEL REMOVED TROM THE REACTOR VESSEL.
OPERATIONS PERSONNEL TRANSFERRED THE POWER SOURCE FOR A PORTION OF THE NUCLEAR
INSTRUMENTATION FROM THE ALTERNATE POWER SUPPLY TO THE NORMAL POWER SUPFLY.
COINCIDENT WITH THE SWITCHOVER, A SOURCE RANGE FLUX DOUELING SIGNAL WAS
INITIATED, ACTUATING THE INADVERTENT CORON DILUTION MITIGATION FUNCTION. THE
CAUSE OF THE EVENT WAS DETERMINED TO BE THE NUCLEAR INSTRUMENTATION CIRCUIT
RESPONSE TO POWER SUPPLY SWITCHOVER. CORRECTIVE ACTION CONSISTS OF PROCEDURE
CHANGES TO ACCOUNT FOR CIRCUIT RESPCNSE.

_ _ - _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ ____
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I 24) CONNECTICUT YANKEE DOCKET 50-213 LER 91-022
LEAKING FLANGE ON RESIDUAL HEAT REMOVAL 70 CHARGING SYSTEM CROSSTIE PIPING.
EVENT DATE: 110491 REPORT DATE: 120491 NSSS: WE TYPE: PWR

(NSIC 223461) ON NOVEMBER 4, 1991, AT 0015, WITH THE PLANT IN MODE 6 (REFUELING),
A BLANK FLANGE ON A LINE WHICH CONNECTS THE DISCHARGE OF THE RESIDUAL HEAT
REMOVAL (RHR) SYSTEM TO THE CHEMICAL AND VOLUME CONTROL SYSTEM (CVCS) WAS FOUND
TO BE LEAKING. LEAKAGE WAS ESTIMATED TO EE APPROXIMATELY 1 GALLON PER MINUTE. AT
THE TIME OF THE EVENT, THE RHR SYSTEM MAS IN OPERATION AND SEAL WATER TO THE
REACTOR COOLANT PUMPS (RCP'S) WAS BEING SUPPLIED BY THE RHR FUMPS VIA THE
CROSS TIE LINE TO THE CVCS. INITIAL CORRECTIVE ACTION INVOLVED STARTING A
CHARGING PUMP TO SUPPLY RCP SEAL MATER FROM THE VOLUME CONTROL TANK AND THEN
ISOLATING AND DEPRESSURIZING THE RHR TO CVCS CROSS-TIE LINE TO STOP THE LEAKAGE
FROM THE FLANGE. A PROMPT REPORT OF THIS EVENT WAS MADE UNDER 10 CFR
50.72(B)(2)(I). THIS EVENT IS REPORTABLE UNDER 10 CFR 50.73(A)(2)(II) AS A
CONDITION THAT COULD HAVE RESULTED IN THE PLANT BEING IN AN UNANALY2ED CONDITION,
SINCE THE RHR TO CVCS CROSS-TIE LINE IS ONE OF THE PATHWAYS FOR CONTAINMENT SUMP
RECIRCULATION FLOW FOLLOWING A LOSS OF COOLANT ACCIDENT. LEAKAGE FROM THIS FLANGE
DURING SUMP RECIRCULATION OPERATION AFTER AN ACCIDENT COULD HAVE RESULTED IN
ADVERSE RADIOLOCICAL CONSEQUENCES. CORRECTIVE ACTION WILL INVOLVE A PLANT
MODIFICATION TO REPLACE THE BLANK FLANGE WITH A WELDED CAP.

I 25) COOK 1 DOCKET 50-31S LER 91-007 REV 01
UPDATE ON SHUTDOWN RODS MISPOSITIONED DURING ATTEMPT TO MOVE CONTROL RODS DUE TO
MALFUNCTION OF MULTIPLEXING RELAY IN THE ROD CONTROL SYSTEM.
EVENT DATE: Obt991 REPORT DATE: 11'591 NSSS: WE TYPE: PWR
VENDOR: CLARE RELAYS CD.

(NSIC 223520) THIS REVI3 ION PROVIDES INFORMATION ON THE RESULTS OF THE ROOT CAUSE
ANALYSIS AND CORRECTS THE FAILED COMPONENT IDENTIFICATION INFORMATION. ON
8/19/91, DURING ROUTINE SURVEILLANCE TESTING OF THE FULL LENGTH RODS, CONTROL
BANK A WAS ORDERED INTO THE CORE BY THE ROD CONTROL SYSTEM BUT APPEARED NOT TO
MOVE INTO THE CORE BY OBSERVATION OF THE ANALOG ROD POSITION INDICATION. FURTHER
POSITIONING OF CONTROL BANK A RESULTED IN AN URGENT ALARM BEING RECEIVED. INITIAL
TROUBLESHOOTING OF THE ROD CONTROL SYSTEM FOUND NO REASON FOR THE URGENT ALARM
AND IT WAS RESET. THE RODS WERE MOVED PER THE TEST REQUIREMENTS AND THE
SURVEILLANCE COMPLETED. AT APPROX. 1200, A ROD MISALIGNMENT IN SHUTDOWN BANK A,
GROUP 2 WAS SUSPECTED DUE TO ADDITIONAL SMALL AMOUNT OF DILUTION REQUIRED TO KEEP
THERMAL POWER AT THE PRE-SURVEILLANCE LEVEL AND A DECREASE IN THE ANALOG TOD
POSITION INDICATION FOR SHUTDOWN BANK A, GROUP 2 IN RELATION TO PRE-SUPVLILLANCE
READINGS. AT 1305 HOURS THE FLUX MAPPING SYSTEM WAS USED TO DETERMINE fHAT THE 4
RODS OF SHUTDOWN BANK A, GROUP 2 WERE INSERTED APPROXIMATELY 6 STEPS INTO THE
CORE. FURTHER TROUBLESHOOTING OF THE RCD CONTROL SYSTEM DISCOVERED A FAILURE OF
THE 2AC POWER CABINET MULTIPLEXING RELAY, MXR-1. IT WAS REPLACED AND PROPER
OPERATION OF THE ROD CONTROL SYSTEM WAS VERIFIED.

I 26) COOK 1 DOCKET 50-315 LIR 91-010
LIQUID RELEASE TO UNRESTRICTED AREA IN VIOLATICN OF TECHNICAL SPECIFICATION DUE
TO POOR HUMAN FACTORS IN THE DESIGN AND OPERATION OF THE RELEASE MONITOR.
EVENT DATE: 101691 REPORT DATE: 111591 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: COOK 2 (PWR)
VFNDOR: EBERL*NE INSTRUMENT CORP.

(NSIC 2Z3433) ON 10/16/91 APPROX. 1310 HOURS, A SAMPLED BUT UNMONITORED LIQUID
RELEASE OCCURRED WHEN THE LIQUID RADWASTE EFFLUENT HEADER SAMPLE GAMMA RADIATION
DETECTOR RR5-1000 WENT INTO AN EXTERNAL FAIL STATUS CHANGE ALARM. AT THAT TIME
THE ALARM WAS ACKNOWLEDGED BY DEPRESSING THE ACKNOWLEDGE BUTTON. THIS ACTION Alta
BYPASSES THE TRIP FUNCTIONS WHICH ALLOWS OPENING OF THE WASTE RELEASE ISOLATION
VALVE TO INITIATE SAMPLE FLOW TO ABOVE THE LOW FLOW TRIP SETPOINT OF 3.1 GPM. TO
RE-ARM THE TRIP FUNCTION THE SAMPLE FLOW MUST BE INCREASED TO 5.5 GPM. DURING THE
6 MINUTES OF RELEASE PRIOR TO DETECTING THE MONITORS INOPERABLE STATUS, THE
REARMING FLOWRATE HAD NOT BEEN REACHED, AND ONLY 598 GALLTdS OF THE 16,134 GALLON
TANK HAD BEEN RELEASED. THE EVENT WAS CAUSED BY POOR HUMAN FACTORS IN THE DESIGN
AND OPERATION OF THE SYSTEM WHICH MADE IT DIFFICULT FOR THE OPERATORS TO

. _ - _ _ _ _ _ _ _ _ _ . _. . _ _ _ _ _ _ _____ -___
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DETERMINE 1 HEY HAD BYPASSED THE TRIP FUNCTION WHEN THE ALARM ACKNOWLEDOE CUTTON
WAS DEFRESSED. EliHAtiCEMENTS WERE tiADE TO 1HE LIQUID WASIE RELTA5E PROCEDURE TO
REQUIRE INCREASIlic THE SA!!PLE FLOW hA1E TO 1HE LLVEL REQUIRED FOR Ant 11NG 1HE TRIP
SETPOINT. IN ADDITION, TO AID THE OPERATORS IN 1DENTITY!!iG THE ALARf1 CONDITION.
THE DURATION Of THE AUDICLE ALARM WILL BE INCREASED FROM SEVEtt TO FIFTEEN SECONDS.

I 27) COOK 2 DOCKET 50 316 LER 91 000
C0!iTAINMENT FRESSURE RELIEF PERT 0RMED WITH THE RADI ATION 110NITOR TRIP FUNCTION
ELOCKItiO DUE TO PERSONNEL ERROR.
EVENT DATE: 110591 REPORT DATE+ 112791 NSSS: WE 1YPE: PWR

(NSIC 223513) Off NOVEt1CER 5, 1991 AT 1906 HOUR 6. TiiE CONTAINMENT PRESSURE RELIET
YALVES WERE OPEtiED TO PERFORM A CONTAItiMENT PRESSUttE RELIEr bHILE 1HE VALVE'S
ASSOCI A1ED RADI ATION Moti!TORItiG SYSTEM TRIP /BLt'CK SWITCHES WERE Ill THE CLOCK
POSITION. THE PRESSURE RELIEF VALVES ARE ALLOWED TO EE OPENED LY 1ECH!i! CAL
SPECIFICATION J 6.3.1 CONTAINMEllT ISOLATION VALVES, ON AN INTERMITTENT CASIS
UtiDER ADt11NISTRATIVE bONIROL. THE OPENING OF THESE VALVES WITH THE RADI A110N
MONITORING SYSTEM SWITCHES IN CLOCK WAS NOT THE FROTLR AD!!!NISTRATIVE CONTROL FOR
1HE CONDITIONS THAT EXISTED AT THE tit 1E. DUE TS A 111SINTEnrRETATION OF A
TBCCEDURE STEP, A REACTOR OPERATOR (RO) TRAINEE SIGNED OFF THE STEP IN 1HE
C0!iTAltlMENT PRESSURE RELIEF PROCEDURE WHILE THE SWITCHES WERE IN THE CLOCK
POSITIOlli HOWEVER, THE SWITCHES SHOULD HAVE BEEN IN THE NORMAL POSITI0ll. THIS
ERROR WAS NOT IDENTIFIED BY THE UNIT SUPERVISOR (US) OR THE RO UtiTIL THE
CONTAIN!1ENT TRESSURE RELIEF WAS COMPLETED. THE CAUbE OF THIS EVENT WAS I!1 PROPER
1RAINEC CONTROL. fiEITHER THE US NOR THE RO WERE IN DIRECT CONTACT WITH THE R0
TRAltlEE WHEN THE PROCEDURAL ERROR OCCURRED. THE OPERATIONS DEPARTMENT
SUPERINTEtiDENT ISSUED LETTERS 70 ALL LICEllSED OPERATORS, RO TRAINEES AND SHIFT
SUPERVISORS EttFHASIZING It4DIVIDUAL RESPO!1SIBILITY FOR CONTROLLING 1RAlliEE
ACTIVITIES IN THE CONTROL ROOM.

I 28) COOPER DOCKET 50 29D LER 91-010
REACTOR WATER CLEANUP ISCLATION DUE TO HIGH SYSTEM TEMPERATVRE CAUSED BY BACKFLOW
FROL THE RECENERATIVE HEAT EXCHANGERS.
EVENa DATE: 100291 REPORT DATE: 103191 NSSS: GE TYPE: EWR

(NSIC 223357) ON OCTOBER 2, 1991, AT 10:35 A.M., A GROUP 3 ISOLATION (REACTOR
WATER CLEANUP (RWCU) SYSTEtt) OCCURRED DUE TO HICH TE!!PERATURE CONDITIO!iS (140
DEGREES FAHRENHEIT) D0kNS1 REAM or THE HON RECENERATIVE HEAT EXCHANGERS. THE RWCU
SYSTEM HAD BEEN ret 10VED FROM SERVICE AND RAPIDLY DEPRESSURIZFD TO ALLOW
MAINTENAliCE ON AN RWCU PUt!P SUCTION VALVE kHICH HAD DEVELOPED A STEAM LEAK. EOTH
RWCU SYSTEM ISOLATION VALVES WERE CLOSED AT THE tit 1E OF THE EVENT. DURING THIS
EVENT, THE REACTOR WAS AT APPROXIMATELY 72 PERCENT POWER, 517 DEGREES FAHRENHEIT
AND 973 PSIG. 1HE HICH TEMPERATURE CONDITION NAS THE RESULT OF HOT WATER EZINO
DRAWN BACKWARDS FROM THE REGENERATIVE HEAT EXCHAll0ERS INTO THE SECTION OF PIPING
CONTAINING THE HIGH TEMPERATURE ISOLATION SWITCH. THE BACKFLOW WAS A RESULT OF
VOID FORT 1AT10H CAUSED BY THE RAPID PRESSURE REDUCTION AND SUBSE0 VENT COOLING OF
THE SYSTEM. THE EFFECT OF BACKFLOW ON THE TEftPERATURE SWITCH WA, AN UNFORESEEN
RESULT OF THE PHYSICAL ARAANGEMENT or THE SYSTE!!. A PROCEDURE CHANGE KILL EE
PROCESSED TO IDENTITY THE NEED FOR A SLOW DEPRESSURIZATION, WHEN POSSIBLE, S!!!CE
A SLOW DEPRESSURIZATION SHOULD NOT RESULT IN AN ISOLATION SIGNAL. A CAUTION WILL
BE ADCFD TO EXPECT A GROUP 3 ISOLATION SHOULD A RAPID PRESSURE REDUCTION BE
NECESEARY. THIS EVENT WILL ALSO DE DISCUSSED IN INDUSTRY EVENTS TRAINING.

( 19) COOPER DOCKET 50-290 LER 91-014
UNPLANNED GROUP 6 ISOLATION FROM SSORT CIRCUIT DURItJO DES 7CN CHAtlGE ACTIVITILS,
EVENT DATE: 103091 REPORT DATE: 112791 NSSS: GE TYPE: BWR

(NS!C 223495) ON CCTCCER 30, 1991, AT 11:36 A.M., WITH THE PLANT IM COLD SHUTDOWN
FOR A REFUELING CUTAGE, AN UNPLANNED ACTUATION OF THE GROUP 6 ISOLATION LOGIC
OCCURRED, RESULTI!10 IN ISOLATION OF THE SECONDARY CONTAltiMENT AND STARTUP OF THE
B TRAIN OF STANDBY CAS TREATMENT. THE A TRAIN Or FTANOFiY GAS TREATMENT WAS OUT OF
SERVICE FOR t1AINTENANcE. CONTRACT ELECTRICIAtlS, WORKI!M IN A CONTROL ROOM PANEL,
WERE PREPARING TO INSTALL WIRING FOR A DESIGN CHANGE. UPON MOVING THE WIRING, AN

!
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UNINSULATED METAL CLIP (USED FOR SURVEILLANCE TESTING) DN THE END TERMINAL OT A
TERMINAL BOARD CAME IN CONTACT WITH THE TERit!NAL EDARD MOUNTING HARDWARE,ATIER DETER!!!NING Tilt CAUSE,
RESULTING IN A ELOWN TUSE AND THE CROUP 6 ISOLATION.AND THE REACTOR EUILDING VENTILATIONTHE ISOLATION RTSETTHE FUSE WAS REPLACED,
SYSTEM AUTot1ATICALLY RETURNED 10 ITS fiORt1Ab LINEUP. THE CAUSE OF THIS EVEt1T ISTHE
THE IMPROPER SELECTION OF AN UtlINSULATED HETAL CLIP TOR SURVEILLANCE TESTING.
USE OF Ti!IS STYLE CLIP DID NOT CONSIDER THE POTENTI AL CONSEQUEtiCES OF IIS USE. AANDTAB ON THE TERf11NAL BOARD MOUNTING HARDWARE WAS EENT IN TOWARD THE TERMI!iALS,
THE SCREW HOLDING THE CLIP MAY NOT llAVE BEEN TICitT DUE TO I!;STALLATION ACTIVITIES
OR AN OVERSIZE WIRE LUG. CONCESTED CONDITIONS IN THE PANEL PREVENIED THE CLIP AND
EENT TAB ON THE 1ERMINAL BOARD !!OUNTING HARD WARE TROM DEING DISCOVERED.

,

( 30) COOPER DOCKET $0 298 LER 91 015=

SAFETY /RELIET AND SATETY VALVE SETPo!!1T VARIANCE NOT WITHIN TECHNI0AL
SPECITICATION LIMITS.
EVENT DATE: 110591 REPORT DATE: 120S91 HSSS: CE TYPE: BWR

VEtiDOR: DRESSER INDUSTRIAL VALVE & INST DIV
TARGET ROCK CORP.

(NSIC 213496) WHILE THE PLANT WAS SHUTDOWN TOR THE 1991 REFUELING OUTAGE, TESTING
AtlD A SAFETY VALVE (SV) WAS CONDUCTED AT WYLEOF SATETY/RELIET VALVES (S/RVS)LAEORATORIES, HUNTSVILLE, ALAEAMA. THE AS - TOUND SETPOINT TOR Tile S/RV5 UAS NOT

WITHIN THE TECHNICAL SPECIFICATION LIMIT OF +/- 1 PERCFNT (11 PSI). ADDITIONALLY,
THE SETPOINT FOR THE SV WAS tiOT WITHIll THE TS LIll!T OF +/- 1 PERCENT (13 PSI).
THIS IS A VOLUNTARY REPORT IN ACCORDAtiCE WI1H 10CTR50.73 GUIDELINES. NO SPECIFIC
DISCREPANCIES WERE IDENTITIED DURING TESTING OR SUCSEQUENT DISASSEt1DLY AND
INSPECTION ETTORTS. REVIEW OF THE TEST DATA INDICATES THE SAFETY RELIEF VALVES
GENERALLY DISPLAYED PERTORMA!1CE CHARACTERISTICS TYPICAL OF IliDUSTRY WIDE PROBLEMS
WITH CORROSION BollDING OF THE PILOT DISC. TO DATE, THE ROOT CAUSE AND CORRECTIVE
ACTIOli TOR THIS ItiDUSTRY-WIDE PROBLEtt RE!!AINS UNRESOLVED. ALSO tiOTED WERE
PERTOR!!AfiCE CHARACTERISTICS TYPICAL OF LADYR!tlTH SEAL INDUCED TRICTION. THE
TAILURE OF THE SAFETY VALVE IS C0!iSIDERED RAND 0!1 SETPO!!iT DRIFT. THE VALVES WERE
2fiSPECTED, REFUREIS!!ED AND SAT!STACTORILY RETESTED AT WYLE LAEORATORIES EETORE
THEIR RETURN TO THE SITE. A TS CHANCE REQUEST, IllCREASING THE SETPOINT TOLERANCE

3 PERCENT, HAD PREVIOUSLY BEEN SUET 11TTED TO THE f4RC ON JAt4UARY 26, 1990.TO +/-
THE PROPOSED CilA!10E WAS IDENTIFIED AS CORRECTIVE ACTION IN LER 89-015. NO
CORRECTIVE ACTION IS PLANNED NOU.

( 31] CRYSTAL RIVER 3 DOCKET 50-302 LER 91-011
DISCOVERY OF CONDITION HAVING THE POTENTIAL TO COMPROMISE LONG TERM COOLING
POST-LOCA.
EVENS DATE: 110491 REPORT DATE: 120491 NSSS: EW TYPE: PWR

(NSIC 223519) CRYSTAL RIVER UNIT 3 (CR-3) WAS IN MODE 5, CULD SHUTDOWN, ON
1991. AT 1630 UTILITY PERSONNEL DETERf11NED FROM ANALYSES THAT ANOVEMBER 4,

C0!!DITION EXISTED WHICH APPEARED TO HAVE THE POTEllTIAL TO ATTECT LONG TERM
C00LIfiG IF A LOSS OT C00LAfiT ACCIDENT (LOCA) OCCURRED DUE TO A EREAK IN OliE OFTHE BASIS FOR CR 3'S OPERATING LICENSE1HE REACTOR C00LAtiT SYSTEll COLD LEOS.
IllCLUDES THE POST-LOCA LO!10 TERM COOLING ANALYSES PERr0RtlED TOR EACCOCK L WILC0X
PLAtiTS, WHICH INDICATES THAT ACTIONS TO PREVENT BORON PRECIPITATION IN THE CORE
WOULD NOT EE REQUIRED UNTIL APPROXI!!ATELY FORTY DAYS FOLLOWING A COLD LEO BREAK
LOCA.110RE RECENT ANALYSES INDICATED DORON PRECIPITATION COULD EEGIN MUCH S001tER
AliD ACTIONS TO PREVENT EORON TRECIPITATION WOULD CE REQUIRED WITHIN TWENTY TOUR
HOURS. PROCEDURES FOR CR-3 ALREADY REQUIRED THESE ACTIONS WITilIN TWENTY TOURSIllCE NOTITICATION OF THIS PROBLEtt, ADDITIONAL ANALYSIS HAS SHOW!i THATHOURS.
TLOW PHENONENA WITHIN THE REACTOR WILL TREVENT Tilt BORON CONCENTRATION FR0!!
INCREASING TO THE SOLUDILITY lit 1!T. TilEREFORE, NO EORON PRECIPITATION WOULD OCCUR
50 NO PROCEDURAL OR HARDWARE REVISIOfiS ARE REQUIRED.

( 32) DAVIS BESSE 1 DOCKET S0-346 LER 91-006
ANALYSIS OF POST LARCE ERCAK LOCA BORON CONCENTRATION WAS POTENTIALLY
NON CONSERVATIVE.
EVENT DATE: 110591 REPORT DATE: 120591 NSSS: BW TYPE: PWR

i
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(N3IC 223527) ON NOVTMETR 5, 1991, WITH THE FLANT IN MODE 2, TOLEDO EDISON i

DETERMINED THAT ANALYSIS OT BORON CONCENTRATION IN THE CORE ATTER A LARGE BREAK
LOCA 0F A COLD LEG WAS POTENTIALLY NON CONSERVATIVE. A PRELIMINARY SATETY CONCERN
(PSC 2-91) WAS INITIALLY EVALUATED BY CACCOCK AND WILCOX NUCf. EAR SERVICES COMPANY
(NSSS VENDOR). THE EVALUATION CONCLUDED THAT THE EORON DILUTION TLOW PATH

3 THROUGH THE REACTOR VESSEL VENT VALVES WOULD NOT CARLY TWO THASE FLOW TOR THE
TORTY DAY PERIOD PREVIOUSLY PREDICTED. THE NSSS VENDOR HAD NOT ACCOUNTED TOR THE
ETTECT OF THE PLENUM CYLINDER IN THE REACIOR VESSEL KHEN MODELING THE COILING IN

SUCSEQUENT TO THE EVALUATION,P, OR SG TUDE RUPTURE),
THE PLENUM REGION. A PROCEDURE CHANGE TO THE LARGE
LOCA SECTION OF DD*0P-02000 (STAS, STRCS, RPS TRI WAS
ISSUED. THIS CHANGE PROVIDES ADMINISTRATIVE REQUIREMENTS TO ESTABLISH A LONG TERM
ECRON DILUTION TLOW PATM, VIA THE DTCAY HEAT DROP LINE OR THE PRESSURIZER
AUXILIARY STRAY, AT THE EARLIEST TIME POSSIELE TOLLOWING THE TRANSTER TO THE
EMERGENCY SUMP, WHICH WILL NORMALLY DE WITHIN HOURS. RECENT ANALYSIS HAS
CONTIRMED THE GAP EETWEEN THE PLENUM AND THE HOT LEG N02ZLES PROVIDES AN ADEQUATE
TLOW PATH TO PREVENT BORON PRECIPITATION IN THE CORE UNTIL EITHER THE DECAY HEAT .

DROP LINE OR AUXILIARY SPRAY TLOW CAN SUCCESSTULLY PROVIDE ADEQUATE DILUTION TLOW.

i ,

[ 33] DIABLO CANYON 2 DOCKET 50 323 LER 91-011
*TAILURE TO TEST A VALVE TOLLOWING MAINTENANCE DUE TO PERSONNEL ERROR.3

EVENT DATE: 102091 REPORT DATE: 11:091 NSSS: WE TYPE: PWR

(NSIC 223507) ON CCTOBER 20, 1991, AT 1400 PDT, THE 72-HOUR LIMITING CONDITION:

TOR OPERATION (LCO) 0F TECHNICAL SPECITICATION (TJ) 3.5.2, ACTION A. WAS EXCEEDED
WHEN VALVE SI-2*E802B WAS NOT TESTED TOLLOWING CORRECTIVE MAINTENANCE. TS 4.0.5
REQUIRED SURVEILLANCE WAS NOT PERTORMED. ON OCTOBER 20(HOT STANDBY)1991, AT 1724 PDT, TS4.0.4 WAS NOT MET WHEN UNIT 2 TRANSITIONED TROM MODE 3 70 MODE 2
(STARTUP) WITH THE REQUIRED POST-MAINTENANCE TEST (PMT) REQUIREMENTS OT VALVE
SI-2-8002B NOT COMPLETED. ON OCTOBER 22, 1991, AT 2100 PDT, THE TAILURE TO
CONDUCT A PMT WAS IDENTITIED BY PLANT ENGINEERING WHILE REVIEWING REQUIRED
ACTIONS FOR A SECOND TRANSITION INTO MODE 2. THE REQUIRED SURVEILLANCE TEST WAS
REVISED TO PERMIT PERTORMANCE IN MODE 3 AND WAS SUCCESSTULLY PERTORMED ON OCTOBER
22, 1991, AT 2139 PDT. THE ROOT CAUSE OF THESE EVENTS WAS PERSONNEL ERROR DUE TO
A TAILURL TO RECOGNIZE 1 HAT MAINTENANCE PERTORMED ON VALVE SI 2-88020 WOULD
REQUIRE POSI-MAINTENANCE OPERAEILITY TESTING. INFORMATION SUPPLIED IN THE TIELD i

COPY OF THE WORK PACKAGE WAS CONTUSING AND NOT SUTTICIENT TO READILY IDENTITY PMT i

REQUIREMENTS. TO PREVENT RECURRENCE, (1) AN OPERATIONS EVENT REPORT WILL DE
ISSUED, (2) WORK PLANNING WILL ISSUE ENHANCED WORK POLICIES, AND (3) THE
ENGINEERING TEST GROUP WILL DE TRAINED PERTORMING MODE TRANSITION SEARCHES.

I 341 DIAELO CANYON 2 DOCKET 50-323 LER 91-010
IHOPERAELE REACTOR CAVITY SUMP WIDE RANGE LEVEL CHANNEL DUE TO UNKNOWN CAUSE.
EVENT DATE: 102291 REPORT DATE: 112191 NSSS: WE TYPE: PWR

(NS!C 223508) ON OCTOBER 22, 1991, AT 0950 PDT, WITH UN!1 2 IN MODE 2 (STARTUP)
AT 0 PERCENT POWER, ACTION STATEMENT A 0F TECHNICAL SPECITICATION (TS) 3.3.3.6
PAS EXCEEDED DUE TO REACTOR CAVITY SUMP WIDE RANGE LEVEL CHANNEL 942A BEING-

INOPERACLE TOR GREATER THAN SEVEN DAYS IN MODES 1 (TOWER OPERATION), 2, OR 3 (HOT >

i- STANDEY). ON OCTOBER 15, 1991, AT 0958 PDT, UNIT 2 TRANSITIONED TROM MODE 4 (HOT %SHUTDOWN) TO' MODE 3, AND CHANNEL 942A WAS THEN REQUIRED TO DE OPERACLE. CHANNEL
942A WAS SUESEQUENTLY DETERMINED TO HAVE DEEN OUT OT TOLERANCE AND INOPERAELE
SINCE OCTOBER 10, 1991. ON OCT0 DER 22, 1991, AT 1500 PDT AN NRC INSPECTOR

't IDENTIFIED A POTENTIAL PROBLEM WITH REACTOR CAVITY SUMP WIDE RANGE LEVEL CHANNEL
ON A SECONDARY SCREEN OF THE SATETY PARAMETER DISPLAY SYSTEM. THE OUT OF
TOLERANCE CONDITION OF CHANNEL 942A WAS VERITILD ON THE S1 RIP CHART RECORDER. THE'

CHANNEL WAS DECLARED INOPERABLE, AND TROUBLESHOOTING ETTORTS WERE IHITIATED.
{TROUBLESHOOTING DID NOT IDENTITY ANY EQUIPMENT PROBLEMS WITH CHANNEL 942A. THE '

CHANNEL WAS RETURNED TO SERVICE AT-APPROXIMATELY 1700 PDT. THE CHANNEL WAS
DECLARED OPERACLE AT 2115 PDT ON OCTOBER 22, 1991 EECAUSE THE CHANNEL PARAMETERS
WERE DETERMINED TO EE WITHIN ALLOWAELE TOLERANCES. 1HE ROOT CAUSE OT IHE TAILURE
IS UNDER INVESTIGATION. THE ROOT CAUSE AND THE CORRECTION ACTIONS WILL BE
SUEMITTED IN A SUPPLEMENTAL LER.

|

E
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! 3S) DRESDEN 2 DOCKET 50 237 LER 91 s47
VENT AND PURGE SYSTEM EXHAUST DUCTWORK SEPARATION DUE TO
C0!ISTRUCTION/ INSTALLATION DEFICIEllCY.
EVENT DATE: 091Gv1 REPORT DATE: 112591 NSSS: GE TYPE: CWA
OTHER UNITS INVOLVED: DRESDEN 3 (EWR)

(NSIC 223464) AT 0515 HOURS ON SEPTEMBER 10, 1991, WITH UNIT 2 AT 95X POWER AND
UNIT 3 IN A REFUEL CUTAGE, A JOINT IN 1HE EXHAUST DUCTWORK OF THE UNIT 3 DRYWELL
VENT AND PURGE SYSTE!! WAS TOUND SEPARATED. THE TWO PIECES 0T EXHAUST DUCIWORK
UERE TOUCHING AND SLIGHTLY OUT OF ALIG!! MENT REPAIRS WEDE COMPLETED BY 0600 HOURS
ON SEPTE!!EER 18 1991. THE EXHAUST DUCTWORK HAD DEEN VERITIED TO DE INTACT ON

1h91 AT 1600 HOURS BY A 1ECilNICAL SIATT ENGINEER THIS IllDICATED
SEPTEMBER 10(UREOCCURREDSUBSEQUENTTOTHATTIME.INITIALREVIEWOFTHEEVENTTHAT THE TAI
TOCUSED ON SCATTOLDIllo ERECTION WORK IN THE AREA AS A POTENTIAL CAUSE OT THE
DAt1 AGE. HOWEVER TURTHER INVESTIGATION INTO THE EXISTINO JOINT CONTIGURATION
CONCLUDED THAT IT HAD NOT EEEN TASTENED IN ACCORDANCE WITH !TS DESIGN
REQUIREMENTS. INSPECT!OllS OF THE OTHER DUCTWORK SECTIONS WERE ALSO COMPLETED.
ENG!! LEERING REVIEW CONCLUDED CH NOVEMBER 12 1991 THAT THE AS TOUND CONFIGURATION
OF THE TAILED JOINT DID NOT CONTORM TO DESIbH BASIS CRITERIA; HOWEVER, TAILURE OF
THIS JOINT UNDER DESIGN BASIS CONDITIONS WOULD NOT HAVE TREVENTED THE STANDDY CAS
TREA111ENT SYSTEM TROM MAINTAINING A SIGNITICAllT VACUUM IN 1HE REACTOR EUILDING.

I 361 DRESDEN 2 - DOCKET 50-237 LER 91-031
CONTROL ROD DRIVE R 10 FAILURE TO LATCH DDE TO COLLET PISTON BINDING.
EVENT DATE: 092191 REPORT DATE: 100091 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC Co.

(NSIC 223340) AT 0327 HOURS ON SEPTEMBER 21 1991 WITH UNIT 2 AT B5% POWER,
CONTROL ROD DRIVE (CRD) EXERCISING WAS CEINb DUCIED ON-CRD R 10 PER DRESDEN
OPERATING SURVEILLANCE (DOS) 300 1 DAILY / WEEKLY CONTROL ROD DRIVE EXERCISE.

UWHILE- ATTE!!PT!!!O TO EXERCISE CRD R 10 TROM POSITI0ff "48" (TULL OUT) TO POSITION
"46", THE CRD LED TO LATCH AT POSITIONS "46" AND "44". WITH QUALITIED NUCLEAR
ENGINEER (QNE) PEnl11SSION, AN ATTEMPT TO LATCH AT POSITION "42" WAS ALSO 11ADE AND
TAILURE TO LATCH AGAIN OCCURRED. THE CRO WAS !!!SERTED AND CONTAINED AT POSITION
"00" BY CONTINUOUSLY APPLYING AN E!!ERCENCY+IN SIGNAL. AT 0535 HOURS, CRD R 10

- EEGAN DRITT OUT THE CRD WAS SCRA!1!!ED TO POSITION "C0" (TULL IN) AND HELD IN
POSITION BY CHARGING UATER PRESSURE. TESTS WERE CONDUCTED PER SPECIAL PROCEDURE
(SP) 91 9 114 TO RE!!ATCH CRD R-10 AND TLUSH THE CRD COLLET PISTON. DURING
TESTING,IN THE DIRECTIONAL CONTROL VALVES.URD R*10 WAS SUCCESSTULLY RELATCHED. TESTING INDICATED THAT THERE IS NO
LEAKAGE THE CRD COLLET HOUSING WAS DETERMINED
TO BE INTACT AND LATCHING TAILURE WAS DETERMINED TO BE A RESULT OF COLLET PISTON
BINDING. UPON C0!!PLETION OF TLUSHING, LATCHING TAILURE AGAIN OCCURRED AND CRD
R to WAS SCRA!1MED TO TOSITION "00" WHERE IT SUCCECSTULLY LATCHED. THIS EVENT HAD
MINIMAL SATETY SIGNITICANCr.

I 37] DRESDEN 2 DOCKET 50 237 LER 91 032
ACTUATION OT GROUP I ISOLATION VALVES DUE TO PERSONNEL ERROR DURING PLACEMENT OF
JUMPERS.
EVENT-DATE: 102591 REPORT DATE: 112291 NSSS: GE TYPE: BWR'

- (NSIC 223463) ON 10/2S/91 AT 10S2' HOURS WITH UNIT 2 IN COLD SHUTDOWN DRESDEN
OPERATING SURVEILLANCE (DOS) 0250 3, MAIN STEA!1 ISOLATION VALVE (!!SIV$ FAIL-SATE
CLOSURE TEST. WAS BEING TERTORf1ED. THIS TEST REQUIRES JUMPERS TO BE PLACED ACROSS
THE CONTROL RELAYS FOR THE t1SIVS 70 PREVENT THEIR 110VEMENT DURING THE TEST. WHILE
INSTALLING TO JUMPERS, TWO FUSES OPENED RESULTING IN CLOSURE SIGNALS BEING SENT
TO CERTAIN PRIt1ARY CONTAIN!!ENT GROUP I ISOLATION VALVES. THE PERSONNEL INVOLVED
INITIALLY BELIEVED THAT THE CAUSE OF THE OPEN TUSES WAS INADVERTENT GROUNDING OF
THE JUMPERS DURING INSTALLATION. AT 2049 HOURS, IN PREPARATION TOR DOS 250-3,-THE
NSO ATTE!!PTED TO RESET ONE SIDE OF THE CROUP I ISOLATION LOGIC AND ONE OF THE
TUSES OPENED AGAIN. IT WAS THEN DISCOVERED THAT THE JU!!PERS HAD CEEN INCORRECTLY
INSTALLED ON THE MSIV CONTROL SWITCHES RATHER THAN THE CONTROL-RELAYS SPECITIED
IN DOS 250-3, WHICH RESULTED IN A PARTIAL GROUP I ISOLATION SIGNAL. THE JUMPERS
WERE RE!!DVED AtlD THE CIRCUIT TUNCTION WAS VERITIED. BOTH OF THE ELECTRICIANS
INVOLVED HAVE BEEN COUllSELLED BY THE MASTER ELECTRICIAN AND APPROPRIATE

i
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DISCIPLINARY ACTION WAS TAKEN. OPERABILITY OF THE ISOLATION LOGIC WAS NOT REQUIRE
DURING COLD SHUTDOWN, A PREVIOUS EVENT INVOLVING AN UNRELATED SURVEILLANCE ERROR
RESULTING IN A UNPLANNED START OF THE STANDBY GAS TREATMENT SYSTEM WAS REPORTED
BY LER 91-4/050249.

I 38) TARLEY i DOCKET 50-348 LER 91-011
INADEQUATE TEST OF CCW SAMPLE COOLING SUPPLY CHECK VALVES.
EVT.NT DATE: 102391 REPORT DATE: 112291 NSSS: WE TYPL: PWR
OTHER UNITS INVOLVED: TARLEY 2 (PWR)
VENDOR: KER0 TEST MANUTACTURING CORP.

(NSIC 223528) ON 10-23-91, DURING A PROCEDURE REVIEW, IT WAS DISCOVERED THAT
TNP-2-STP-23.8, " COMPONENT COOLING WATER VALVE INSERV!CE TEST" CONTAINED AN
INADEQUATE SYSTEM LINEUP TOR DETERMINING IT COMPONENT COOLING WATER (CCW) CHECK
VALVE Q2P17V288 WOULD SEAT AGAINST REVERSE TLOW AS REQUIRED. FNP-1-STP 23.8 WAS
TOUND TO HAVE THE SAME DEFICIENCY. AS A RESULT OF THIS REVIEW IT WAS DETERMINED
THAT CHECK VALVES Q1P17V2BB AND Q2P17V288 HAD NOT DEEN ADEQUATELY TESTED PER
TECHNICAL SPECITICATION 4.0.5. EDTH CHECX VALVES WERE DECLARED INOPERABLE AND
MANUALLY ISOLATED. EACH UNIT INITIATED A 72 HOUR LIMITING CONDITION TOR OPERATION
(LCO) TOR THE ON SERVICE TRAIN OF CCW AT 1630 ON 10-23-91. THESE CHECK VALVES ARE
LOCATED IN THE CCW RETURN LINE FROM THE CROSS TA! LED TUEL DETECTOR (GTTD) AND
SAMPLE COOLERS FOR THEIR RESPECTIVE UNIT. THIS EVENT WAS CAUSED BY PROCEDURAL
INADEQUACY. TNP-1-STP 23.8 AND TNP 2-STP 23.8 WERE REVISED ON 10 23 91 TO PROVIDE
A CORRECT SYSTEM ALIGNMENT TOR THE DETERMINATION THAT CHECK VALVE Q1(2)P17V288
PREVENTS CCW TLOW IN THE REVERSE DIRECTION. A TEST OF THE UNIT 1 VALVE USING THE '

AND THE CORRESPONDING LCO WAS
,

REVISED PROCEDURE WAS PERTORMED SATISTACTORILY,HOWEVER,I

CLEARED AT 2340 ON 10-23-91. THE UNIT 2 VALVE, DID NOT PASS THE REVISED'

| PROCEDURE CRITERIA. A MAINTENANCE WORK REQUEST (MWR) WAS WRITTEN, AND CORRECTIVE

| HAINTENANCE WAS PERTORMED.

I 391 FIT 2 PATRICK DOCKET S0-333 LER 91-015 REV 01
.

UPDATE ON HIGH PRESSURE COOLANT INJECTION SYSTEM INOPERABLE DUE TO SLOW RESPONSEI
| TIME.

EVENT DATE: 081991 REPDRT DATE: 112591 NSSS: GE TYPE: CWR
|

(NS!C 223499) SURVEILLANCE OF THE HICH PRESSURE COOLANT INJECTION SYSTEM (HPCI)
(BJ) REQUIRED DURING A REACTOR START-UP, WAS PERTORMED ON 8/19/91 IN ACCORDANCE
WITH, TECHNICAL SPECITICATION 4.5.C.1. TEST DATA INDICATED THAT THE FULL TLOW
INJECTION TIME OF 30 SECONDS SPECITIED IN THE FINAL SATETY ANALYSIS REPORT
(TSAR) WAS EXCEEDED BY 0.84 $ECONDS. THE TURBINE STOP-VALVE OPENING TIME OT 25.3
SECONDS SPECITIED BY THE INSERVICE TESTING (IST) PROGRAM WAS EXCEEDED BY 2.46
SECONDS. ALSD, THE MAIN PUMP DISCHARGE INE0ARD ISOLATION VALVE (23MOV-19)
CALCULATED RESPONSE TIME OT 32.7 SECONDS EXCEEDED THE IST REQUIREMENT BY 2.7
SECONDS. HPCI WAS DECLARED INOPERABLE INITIATING A 7-DAY LIMITING CONDITION FOR
OPERATION (LC0). DURING THE NEXT 2 DAYS, HPCI WAS SUBJECTED TO 3 TEST RUNS. THE .

'

EXTENDED TIMP TO TULL TLOW WAS CAUSED BY THE EXCESSIVE TIME PERIOD TOR THE
TURBINE STOP VALVE (23HOV-1) TO COME OTT ITS FULLY SHUT SEAT. OIL PRESSURE TO
OPEN THE STOP VALVE WAS DELAYED DUE TO AIR IN THE DUPLEX TILTER HOUSING. HPCI MET
THE IST, ST AND-TSAR CRITERIA AND WAS DECLARED OPERABLE ON 8/21/91. HPCI WAS
INOPERABLE h0R 45.75 HOURS. CORRECTIVE ACTIONS INCLUDE ADJUSTING OIL SYSTEM
PRESSURE-AND PLACING-STANDBY TILTER IN SERVICE. LERS 87-010, 89-019, AND 89-025

|
ARE RELATED.

[ 40] TITZPATRICK DOCKET S0-333 LER 91-022
PRIMARY CONTAINMENT VENT AND PURGE VALVES ISOLATED BY SPURIOUS HIGH SIGNAL TRIP
TROM CONTAINMENT HIGH RANGE RADIATION MONITOR DUE TO ELECTRICAL NOISE DURING
TESTING.
EVENT DATE: 101591 REPORT DATE:_111391 NSSS: GE TYPE: BWR

(NSIC 223497) A SPURIOUS PRIMARY CONTAINMENT (NH) HIGH RADIATION MONITOR A (IL)
ISOLATION SIGNAL OCCURRED AT 0201 ON 10/15/91. THE PRIMARY CONTAINMENT VENT AND
PURCE VALVES WHICH ARE ISOLATED BY THIS SIGNAL WERE ALREADY IN THE CLOSED
POSITION. REDUNDANT INSTRUMENTATION CONTIRMED THAT CONTAINHENT RADIATION LEVELS

_ _ _ _ _ _ . _ _ _ - , _ _ _ _ _ , , _ . _ _ - , - . , . - _ . _ . _ _ , _ . . _ _ . . _ .
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WERE NPRMAL AND LOGIC CIRCUITRY RESET IMMEDIATELY. THE TRANSIENT INPUT SIGNAL
WHICH ACTIVATED THE MONITOR TRIP IS BELIEVED TO HAVE BEEN CENERATED BY THE
ACTUATION OF THE OTT-GAS VENT LINE ISOLATION DELAY TILLER WHICH WAS INITI ATED
DURING THE PERTORMANCE OF SURVEILLANCE TESTING. 1HE EXACT NATURE OF THE
INTERACTION HAS NOT BEEN IDENTITIED AT THIS TIME. A PROCEDURE IS BEING DEVELOPED
TO MORE CLOSELY EXA!!!NE THE RELATIONSHIP OT ACTUATION TO THE NOISE TRANSIENT.
DURING THE 1992 RETUELING OUTAGE INSTRUMENT PANELS CONTAINING THE PRIMARY
CONTAINMENT HIGH RANGE RADIATION MONITORS WILL BE INSPECTED AND EVALUATED TO
DETERMINE IT It1 PROVE!1ENTS ARE POSSIBLE WHICH WILL REDUCE RANDOM TRANSIENT OR
SPURIOUS ELECTRIC NOISE WHICH CAN CAUSE ISOLATION SIGNALS. RELATED LERS: 90-428,
91-001, %ND 91-018.

t 411 TT. CALHOUN 1 DOCKET 50-285 LER 91 010 REV 01
UPDATE ON AUXILIARY STEAM PIPING IN ROOM 57 CUTSIDE DESIGN BASIS.
EVENT DATE: 081791 REPORT DATE: 112291 NSSS: CE TYPE: PWR

(NSIC 2234B2) ON MAY 17, 1991, AT 1420 HOURS, PLANT MANAGEMENT DETERMINED THAT
ROOM 57 (THE UPPER ELECTRICAL PENETRATION ROOM), WAS OUTSIDE THE DESIGN BASIS OF
THE PLANT AS A RESULT OF DISCOVERING THE PRESENCE OT HICH ENERGY AUXILIARY STEAM
(AS) PIPING IN THE ROOM. THIS PIPING HAD NOT BEEN IDENTITIED DURING THE INITIAL
PLANT HIGH ENERGY LINE BREAK (HELB) EVALUATION. THE MAJOR CONCERN FOR THIS
CONDITION IS THE IMPACT ON THE OPERABILITY OF RELATED ELECTRICAL EQUIPMENT IN THE
HIGH HUMIDITY / TEMPERATURE ENVIRON! TENT THAT WOULD OCCUR BASED ON A CRITICAL CRACK
IN THE TWO-INCH AUXILIARY STEAM LINE IN ROOM 57. THE CAUSE FOR THIS CONCERN WAS
THE LACK OF ATTENTION TO DETAIL DURING ORIGINAL DRAWING REVIEW AND PHYSICAL
WALKDOWNS PRIOR TO PERFORMING THE PLANT HELB EVALUATION IN 1973. THIS RESULTED IN
TAILURE TO IDENTITY THE SUBJECT PIPING AND TO TAKE PROPER CORRECTIVE ACTIONS. THE
IfillEDIATE ACTION TAKEN WAS TO ISOLATE THE REDUNDANT TRAINS OF EQUIP!iENT BY
CLOSING THE NOR!! ALLY-OPEN TIRE DA!!PERS BETWEEN THOSE AREAS AND ROOM 57, THEN TO
ISOLATE STEAtt SUPPLY TO THr. AS PIPING IN THE ATTECTED R00!!. LPNG TERf1 CORRECTIVE
ACTIONS INCLUDED COMPLETION OF AN ENGINEERING ANALYSIS TO EVALUATE THE REMAINDER
OF THE AS SYSTEM SIMILAR HELB CONCERNS AND ISOLATION OF AS SUPPLY PIPING TO THE
DIESEL GENERATOR ROO!!S PRIOR TO ENERGIZING THE AS HEADER TO THE AUXILIARY
BUILDI.lG.

[ 42) TT. CALHOUN 1 DOCKET 50-205 LER 91-026
EXPIRED NRC LICENSED OPERATOR MEDICAL EXAMINATION.
EVENT DATE: 110591 REPORT DATE: 120591 NSSS: CE TYPE: PWR

(NSIC 2234B4) ON 11/5/91 WHILE TORT CALHOUN STATION (TCS) WAS OPERATING AT 100
PERCENT POWER (MODE 1), IT WAS DISCOVERED THAT A SENIOR REACTOR OPERATOR (SRO) AT
TCS DID NOT HAVE A CURRENT NRC LICENSED OPERATOR MEDICAL EXAt11 NATION AS REQUIRED
IN 10 CTR 55.21. BEFORE, IT WAS CONSERVATIVELY ASSUllED THAT TCS DID NOT MEET THE
MANNIMG REQUIREMENTS SPECITIED IN TECHNICAL SPECITICATION TABLE 5.2-1 " MINIMUM
SHITT CREW COMPOSITION" DURING TIMES THE SRO STOOD WATCH. THIS REPORT IS BEING
SUBMITTED PURSUANT TO CTR 50.73(A)(2)(I)(B). THE SAFETY SIGNIFICANCE OF THIS
EVENT IS MINIMAL BASED ON THE TACT THAT THE SRO INVOLVED PASSED A SUBSEQUENT NRC
PHYSICAL WITH NO RESTRICTIONS OR DISCREPANCIES NOTED BY THE ATTENDING THYSICIAN.
THE ROOT CAUSE OF THIS INCIDENT IS A LACK OF SINGLE POINT CONTROL (PROCEDURE) 0F
THE NRC LICENSED OPERATOR (LO) MEDICAL EXAMINATION PROGRAM. CONTRIBUTING CAUSES
INCLUDE THE TOLLOWING: ADMINISTRATIVE PROCEDURES WITH INADEQUATELY DEFINED
RESPONSIBILITIES, ADEQUATE TRACKING FROGRAM TCR NRC LICENSED OPERATORS (LO)
PHYSICALS, AND A LACK OF UNDERSTANDING OF NRC LO PHYSICAL REQUIREMENTS BY
PERSONNEL INVOLVED. CORRECTIVE ACTIONS CONSIST OF ESTABLISHING SINGLE DETINITIVE
PROCEDURE TO CONTROL THE PROCESS, UPCRADING THE OPTIli (ONLINE PERSONNEL TRAINING
INFOR11ATION MANAGEMENT) COMPUIER PROGRAM, AND ISSUIhG A liANAGE!!ENT ME110RANDUM
THAT ENSURES THAT LICENSED OPERATORS ARE AWARE OF THE REQUIREMENTS OF 10 CTR
55.11.

! 43) TT. CALHOUN 1 DOCKET 50-185 LER 91-024
UNPLANNED ENGINEERED SATETY TEATURE ACTUATION ATTER PULLING TUSES.
EVENT DATE: 110691 REPORT DATE: 120691 NSES: CE TYPE: PWR

--_ ..
.. .
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(NSIC 223483) AT 0831 HOURS, ON NOVEMEER 6, 1991. WHILE TORT CALHOUN STATION WAS
OPERATING AT 100 PERCENT POWER (MODE 1), AN ELECTRICIAN WAS REMOVING TUSES TROM
INSIDE A CONTROL PANEL IN CONTROL ROOM WHEN HE PULLED A TUSE TROM THE WRONG TUSE
BLOCK. THE REMOVAL OF 1HE CAUSED THE VENTILATION ISOLATION ACTUATION SIGNAL
(VIAS) RELAYS B/94-1, B/94-2 AND B/94-3 TO DE-ENERGIZE. LOSS OF POWER 70 THE VIAS
RELAYS CAU3ED TWO CONTAINMENT RADIATION MONITOR SAMPLE VALVES 10 CLOSE AND THE
CONTROL ROOM AIR CONDITIONING UNIT AND RADIATION MONITOR RM-065 TO START. THE 'ELECTRICI AN WAS INSTRUCTED TO REINSTALL 1HE TUSE AND POWER WAS RESTORED TO THE
VI AS RELAYS ALLOWING THE OPERATORS 10 RESET THE COMPONENTS. THE COMPONENTS WEEE '

RETURNED TO THEIR NORMAL CONTIGURATION WITHIN TWO MINUTES OF THEIR ACTUATION.
THIS REPORT IS BEING SUEMITTED PURSUANT TO 10 CTR 50.73(A)(2)(IV). THE SATETY'
SIGNIFICANCE OF THIS EVENT IS MINIMAL BASED ON THE SHORT DURATION OF THE EVENT
AND THE COMPONENTS WHICH WERE ATTECTED. THE CAUSE OT THIS EVENT WAS ATTRIBUTED
TO PERSONNEL ERROR. THE ELECTRICIAN TAILED TO CHECK THE DANGER TAG SHEET TO
ENSURE THAT HE WAS IN THE CORRECT TUSE BLOCK PRIOR TO PULLING THE TUSE.
CORRECTIVE ACTIONS INCLUDE A PROCEDURE CHANGE AND AN PVALUATION Or THE NEED TO
ESTABLISH A TORMAL SELT-CHECKING PROGRAM TOR THE ELECTRICAL MAINTENANCE AND
INSTRUMENT AND CONTROL CROUPS.

! 44) HATCH 1 DOCKET S0 321 LER 91-025
LESS THAN ADEQUATE PROCEDURE RESULTS IN TECHNICAL SPECITICATIONS NONCOMPLIANCE.
EVENT DATE: 102491- REPORT DA1Es 112291 NSSS: GE TYPE: EWR
OTHER UNITS INVOLVED: HATCH 2 (BWR)

(NSIC 2235113-0N 10/24/91, AT 1300 CDT, UNIT 1 WAS IN A SCHEDULED MAINTENANCE AND
RETUELING 0UTACE WITH THE VESSEL DISASSEMBLED AND WITH NO TUEL IN THE VESSEL.
UNIT 2 WAS IN THE RUN MODE AT APPROXIMATELY 2436 CMWT (APPROXIMATTLY 100 PERCENT
OF RATED THERMAL POWER). AT THAT TIME, NONLICENSED PERSONNEL DETERMINED THAT THE
AUTCMATIC TUNCTION OT MAIN CONTROL ROOM ENVIRONMENTAL CONTROL SYSTEM (HCRECS) '

EXHAUST DAMPER 1Z41-T018B WAS NOT EEING TESTED AS REQUIRED BY THE PLANT'S ,

TECHNICAL SPECITICATIONS. UNIT 1 TECHNICAL SPECITICATIONS TABLE 4.2 8 AND UNIT 2 t

TECHNICAL SPECITICATIONS SECTION 4.7.2 E.3 REQUIRE A LOGIC SYSTEM TUNCTIONAL TEST
OF THE PRESSURIZATION MODE TUNCTION OF MCRECS TO-BE PERTORMED AT LEAST ONCE PER
18 MONTHS. DAMPER 1Z41-T01BB AUTOMATICALLY CLOSES AS PART OF THE AUTOMATIC
TRANSTER OF MCRTCS TO THE PRESSURIZATION MODE. HOWEVER,-ITS AUTOMATIC TUNCTION
WAS NOT BEING CHECKED DURING THE ASSOCIATED LOGIC SYSTEM TUNCTIONAL TESTING.
LICENSED PERSONNEL WERE N0!! TIED OF THE DEFICIENCY. AT 1500 CDT, A CLEARANCE WAS
IESUED TO ISOLATE THE MOTIVE FORCE (IHE ACTUATOR'S AIR SUPPLY) TROM THE DAMPER
ACTUATOR TO ENSURE THAT THE DAMPER WAS MAINTAINED IN THE CLOSED POSITION UNTIL IT
COULD BE PROPERLY TESTED. THE CA'JSE OF THE EVENT WAS A LESS THAN ADEQUATE
PROCEDURE. PROCEDURE 41SV-Z41-001-OS, DID NOT INCLUDE VERITICATION OF THE DAMPER
CLOSINO TOLLOWING AN AUTOMATIC TRANSFER OT MCRECS TO THE PRESSURIZATION MODE.

! 451 HATCH 1 DOCKET 50-321 LER 91-026
PRESSUPE PERTURBATION CAUSES TALSE LOW REACTOR WATER LEVEL SIGNAL AND EST
ACTUATIONS.
EVENT DATE: 110691 REPORT DATE: 120491 NSSS: GE TYPE: BWR

(NSIC 223510) ON 11/6/91 AT 0441 CST, UNIT-1-WAS IN THE RETUEL MODE WITH THE CORE
COMPLETELY LOADED AND REACTOR PRESSURE VESSEL REASSEMBLY IN PROGRESS. AT THAT
TIME -A FULL REACTOR SCRAM SIGNAL OCCURRED TROM A TALSE LOW WATER LEVEL SIGNAL *

CAUS5D BY A PRESSURE PERTURBATION ON A COMMON SENSING LINE. THIS OCCURRED WHEN A
NEW INSTRUMENT ISOLATION VALVE WAS OPENED DURING ROUTINE VALVE LINEUPS. ALL
CONTROLS-RODS WERE FULLY INSERTED: THUS NO ROD MOTION RESULTED. SEVERAL-GROUP 2
PRIMARY CONTAINMENT ISOLATION SYSTEM VA,VEs ALSO RECEIVED AN ISOLATION SIGNAL ON.

LOW WATER LEVEL AND VALVES 1E11*T008, SHUTDONN COOLING SUCTION OUTBOARD ISOLATION
VALVE, AND 1E11-T015B RESIDUAL HEAT REMOVAL INBOARD INJECTION VALVE, CLOSED PER
DESIGN. THIS RESULTEb IN INTERRUPTION OF THE NORMAL SHUTDOWN COOLING TLOW PATH.
THE TRIP SIGNAL CLEARED 12 SECONDS ATTER ITS RECEIPT. LICENSED OPERATIONS
PERSONNEL THEN RESET THE SCRAM AND ISOLATION SIGNALS AND, AT 0517 CST, RESTGRED
SHUTDOWN COOLING TLOW. DURING THE 36 MINUTES SHUTDOWN COOLING WAS OUT OF SFRVICE,
REACTOR WATER TEMPERATURE INCREASED TROM 105 TO ONLY 109 DEC T. THE CAUSE OT

-THIS EVENT WAS A LACK OF ADEQUATE CONTROLS GOVERNING THE POSITION OF THE NEW ,

;
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INSTRUMENT ISOLATION VALVE DURING INSTRUMENT VENTING ACTIVITIES. THE VALVE WAS
NOT OPENED Ph!OR TO INSTRUMENT VENTING ACTIVITIES AS IT SHOULD HAVE DEEN.

( 46] HATCH 1 DOCKET 50-321 LER 91-027
ZMTROPER SENSING LINE INSTALLATION RESULTS IN EST ACTUATION.
EVENT DATE: 110891 REPORT DATE: 120491 NSSS: GE TYPE: EWR

(NSIC 223509) ON 11/08/91 UNIT 1 WAS IN THE RETUEL MODE WITH VESSEL REASSEMBLY
IN PROGRESS. A FLOW CONTROLLER FOR A REACTOR WATER CLEANUP (RUCU) SYSTEM TLCW
CONTROL VALVE, 1G31 T033, HAD BEEN REPAIRED. AT 0020 CST. THE VALVE WAS BEING
OPENED TOR TESTING PURPOSES WHEN THE RUCU LEAK DETECTION SYSTEM (LDS) ANNUNCIATOR
ALARM WAS RECEIVED TOLLOWED BY THE AUTOMATIC CLOSURE OF GROUP S PRIMARY
CONTAINMENT ISOLATION SYSIEH (PCIS) VALVES 1G31-T001 AND 1031-T004. THE OPERATING
RWCU PUsiP TRIPPED AS DESIONED. A SECOND EVENT OCCURRED ON 11/1S/91 WITH UNIT 1 IN
THE REFUEL MODE AND T!!E VESSEL TULLY ASSEMBLED. A RESIRICTING ORITICE WAS TO BE-
INSTALLED IN THE RWCU SYSTEM P! PING NEAR VALVE 1G31-T033. THE VALVE WAS REQUIRED
10 EE UPENED IN ORDER TO ESTABLISH THE CLEARANCE BOUNDARY. WHEN THE VALVE WAS

OPENED AT 1341 CST}NG RWCU PUMP. NO I!! MEDIATE OPERATOR ACTIONS WERE REQUIRED IN
AN ISOLATION OF THE GROUP 5 PCIS VALVES OCCURRED ALONG'WITH A

TRIP OF THE OPERAT
EITHER EVENT. THE CAUSE OF THIS EVENT WAS CONCLUDED TO EE AN IMPROPER
INSTALLATION OF THE INSTRUMENT SENSING LINES FOR DITTERENTIAL PRESSURE
TRANSMITTER 1G31-N012. THIS ROUTING RESULTS IN THE INSTRUMENT TUBING PARTIALLY
DRAINING WHEN2VER THE RWCV SYSTEM PIPING AT THE INSTRUMENT LINE TAPS IS DRAINED.

! 47] HATCH 2 DOCKET 50-366 LER 91-020
SPURIOUS BREAKER TRIP RESULTS IN ENGINEERED SATETY TEATURES ACTUATION.
EVENT DATE: 110591 REPORT DATES- 120291 NSSS: GE TYPE: BWR
0?HER UNITS INVOLVED: HATCH 1 (BWR)
VENDOR: GENERAL ELECTRIC CD.

(NSIC 223534) ON 11/05/91 AT 0350 CST UNIT 2 WAS IN THE RUN MODE AT A POWER
LEVEL OT 2436 CMWT (100% RATED THERMAb POWER). AT THAT TIME, PROTECTIVE BREAKER
2C71-S2-3D ON THC OUTPUT OF THE 'B' MOTOR-GENERATOR SET IN THE REACTOR PROTECTION
SYSTEM (RPS) POWER SUPPLY TRIPPED. THIS CAUSED A LOSS OF POWER TO THE 'B'
CHANNELS OF THE RPS, PROCESS RADIATION MONITORS, NEUTRON MONITORING SYSTEM (NMS),
PRIMARY CONTAINMENT ISOLATION SYSTEM (PCIS), AND OTTGAS RADIATION MONITORING
SYSTEM. THE " TAIL-SATE" DESIGN OF THESE SYSTEMS RESULTS IN THEIR ASSUMING THE
' TRIPPED' STATE WHEN POWER IS INTERRUPTED. THEREFORE, THESE TRIPS ALSO RESULTED
IN CLOSURE OF VARIOUS PCIS VALVES AND IN THE MAIN CONTROL ROOM ENVIRONMENTAL
CONTROL SYSTEM (MCREC) ENTERING THE PRESSURIZATION MODE. LICENSED SHITT
PERSONNEL RESTORED. POWER TO RPS BUS 'B' VIA ITS ALTZRNATE SUPPLY BY 0355 CST PER
PROCEDURE-34AB-OPS-066-2S, "LDSS OF RPS BUS," AND ALL ATTECTED EQUIPMENT WAS
SUBSEQUENTLi RESTORED TO ITS NO.". MAL CONTICURATION RPS BUS 'B' WAS RESTORED TO
ITS NORMAL POWER SUPPLY BY 1148 CST. THE CAUSE OF THIS EVENT WAS A EPURIOUS TRIP
OF RPS PROTECTIVE CIRCUIT BREAKER 2C71-52-3D. INVESTIGATION INDICATED THAT NO
SYSTEM CONDITION EXISTED WHICH WOULD HAVE RESULTED IN A VALID TRIP. CORRECTIVE
ACTIONS TOR T:!IS EVENT INCLUDED ADJUSTING THE RPS OUTPUT YOLTAGE AS A PRECAUTION.
THIS ACTION IS COMPLETE. IN ADDITION, A DESIGN REVIEW OF THE BRTAKER APPLICATION
WILL BE PERTORMED BY 02/28/92.

l 48] -HATCH 2- DOCKET 50-366 LER 91-021
PERSONNEL ERROR RESULTS IN TECHNICAL SPECITICATION NONCOMPLIANCE.

-EVENT DATES 110591 REPORT DATE - 120491 NSSS: GE TYPE: BWR

(NSIC 22353S) ON 11/5/91100% RATED THERMAL POWER 5.AT 2230 CST, UNIT 2 WAS IN THE RUN MODE AT 2436 CMWTATz THAT TIME, THE UNIT 2 LICENSED SHIFT SUPERVISOR
DETERMINED THAT THE PLANT HAD NOT BEEN IN COMPLIANCE WITH ACTION A. OF UNIT 2
TECHNICAL SPECITICATICNS SECTION 3.3.6.4. SPECITICALLY, POST-ACCIDENT MONITORING

-SYSTEM RECORDER 2T48-R608 HAD BEEN INOPERABLE TCn GREATER THAN 30 DAYS. SINCE THE
-CONDITION WAS NOT IDENTIFIED, THE REQUIRED TECHNICAL SPECITICATIONS ACTION WAS
WOT TAKEN. RECORDER-2T48-R608 PROVIDES POST-ACCIDENT MONITORING CAPABILITY OF THE
DRYWELL AND SUPPRESSION POOL PRESSURES. THE SHIFT SUPERVISOR INITIATED A
DEFICIENCY CAPD TO ENSURE THAT THE EVENT WAS PROPERLY INVESTIGATED. BY THEN THE

o

_ _ _ _ _ _ _ _ _ _ _ _ _
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' RECORDER HAD ALREADY BEEN RETURNED TO SERVICE; THERETORE, NO LIMITING CONDITIONS '

TCR OPERATION WERE ENTERED. THE CAUSE OF THE EVENT WAS COGNITIVE PERSONNEL ERROR
ON THE PART OF CONTROL ROOM PERSONNEL. IT WAS CONCLUDED TROM AN INVESTIGATION
THAT THE RECORDER WAS MOST LIKELY TURNED OFF OH 9/26/91 IN ORDER To REPLACE ONE
OT THE RECORDER PENS AND WAS INADVERTENTLY NOT TURNED BACK ON. SUESEQUENTLY,
OPERATORS NOTED THAT THE CHART PAPER WAS NOT ADVANCING BUT THEY CELIEVED THE TENS.

WERE TRACKING PROPERLY THE OPERATORS CONSIDERED THE RECORDER OPERABLE ANDi

| INITIATED A DEFICIENCY CARD ON THE CHART PAPER NOT ADVANCING. THE TROBLEM WAS NOT
INVESTIGATED AND, THUS, THE RECORDER NOT TOUND SWITCHED OFF UNTIL 11/5/91.

! 491 INDIAN POINT 2 DOCKET 50-247 LER 91 008 REV 01
UPDATE ON SATETY INJECTION DESIGN INCONSISTENCIES.
EVENT DATE: 040391 REPORT DATE: 112791 NSSS: WE TYPE: PWR

(NSIC 223467) DURING A RETUELING OUTAGE, AT CON EDISON'S INITIATIVE THE SIX HICH
TRESSURE SAFETY INJECTION TLOW ORIFICES WERE REMOVED AND INSPECTED. IT WAS

'

DETERMINED THAT THREE PLW.EC WERE INTERCHANGED AND ONE WAS REVERSED. NEW ORITICE
PLATES WERE INSTALLED AND THE TLOW TRANSMITTERS WERE RECALIBRATED. TULL TLOW
TESTS AND TLOW CALANCING TESTS WERE CONDUCTED AND THE RESULTS HLI THE ACCEPTANCE
CRITERIA..

,

! 501 INDIAN POINT 3 DOCKET 50 286 LER 91-011
SAFEGUARDS INITIATION TRAIN 'B' INOPERABLE DUE TO FAULTED INDICATING LAMP.
EVENT DATE: 101591 REPORT DA*,*E 111491 NSSS: WE TYPE: TWR

' VENDOR: GENERAL ELECTRIC CD. [

(NSIC 223485)-0N OCTOBER 15, 1991, WITH THE REACTOR OPERATING AT 100 PERCENT
POWER, AN INDICATING LAMP DN SAFEGUARDS INITIATION TRAIN B ELECTRICALLY FAULTED.
AS A RESULT, A TEN AMPERE CONTROL POWER FUSE BLEW, RENDERING THE AUTOMATIC
INITIATION FEATURE OF SATEGUAROS TRAIN E INOPERABLE. THE LIMITING CONDITION TOR
OPERATION ACTION STATEMENT OF 7ECHNICAL SPECIFICATIONS FOR SAFETY INJECTION AND
RESIDUAL HEAT REMOVAL SYSTEMS WAS ENTERED AND PREPARATIONS TOR A PLANT SHUTDOWN
WERE STARTED. AN IDENTICAL REPLACEMENT TUSE WAS NOT AVAILABLE, SO A TEMPORARY
MODIFICATION WAS WRITTEN TO PERMIT USE OT A TIVE AMPERE TUSE OF THE SAME CLASS.
THE TEMPORARY MODIFICATION VERITIED THAT THE SMALLER TUSE WAS ADEQUATE FOR THE
LCADS OF A SATEGUARDS ACTUATION AND WOULD NOT DEGRADE ANY PLANT SYSTEM TUNCTION.
A TECHNICIAN INSTALLED THE SMALLER TUSE BEFORE ANY CHANGE WAS MADE 70 REACTOR
POWER. TECHNICIANS EXCHANCED THE TUSE WITH THE CORRECT TUSE ON OCTOBER 18, 1991.
TECHNICIANS REPuACED THE DAMAGED LAMP SOCKET ON OCTOBER 19, 1991 WHILE THE PLANT
WAS AT HOT SHUTDOWN DUE TO A PROBLEM IN THE MAIN CENERATOR. THE PLANT STArr WILL
DETERMINE IP A BETTER QUALITY INDICATING LAMP CAN BE TR0 CURED FOR USE IN THE
SAFEGUARDS INITIATION RACKS.

! Sil KEWAUNEE DOCKET 50-305 LER 91-009
ERROR IN SATETY INJECTION ACCUMULATOR LEVEL INDICATION CAUSED BY NOT COMPENSATING
FOR EFFECTS OF NITROGEN DENSITY DURING CALIBRATION.
EVENT DATE: 090991 REPORT DATE: 111591 NSSS: WE TYPE: PWR
VENDOR: I.T.T. BARTON, INC.

(NSIC-223510) ON SEPTEMBER 9, 1991, WITH THE PLANT AT 99X POWER, AN ERROR IN THE
CALIBRATION OF THE SAFETY INJECTION ACCUMULATOR LEVEL TRANSMITTERS WAS
IDENTIFIED. THE ERROR WAS CAUSED BY THE FAILURE TO CONSIDER THE EFTECTS OF THE
NITROGEN DENSITY AT 750 PSIG ON THE ITT BARTON MODEL NO. 384352 DIFFERENTIALa

PRESSURE TRANSMITTERS USED FOR LEVEL MEASUREMENT. THE LEVEL TRANSMITTERS ARE USED
TO MEASURE LIQUID LEVEL IN THE ACCUMULATORS OVER A TWENTY-EIDHT (28) INCH SPAN
AND PROVIDE AN INDICATION OT 0-100% LEVEL. WITHOUT COMPENSATION FOR THE EFFECTS
OF NITROGEN DENSITY AT 750 PSIG, THE LEVEL ERROR, WHICH IS LINEAR OVER THE
MEASURED SPAN, IS 5.52% HIGH AT 0X ACTUAL LEVEL AND OX ERROR AT 100X ACTUAL
LEVEL. THE ROOT CAUSE FOR THE EVENT COULD NOT BE CONCLUSIVELY DETERMINED. THE
METHODOLOGY FOR DETERMINING THE CALIBRATION REFERENCE VALUES WAS DEVELOPED PRIOR
TO INITIAL PLANT STARTUP AND HAb REMAINED UNCHANGED UNTIL THE IDENTIFICATION OF
THIS EVENT. AS AN INTERIM MEASURE, TO ENSURE THAT THE TECHNICAL SPECITICATION FOR
MINIMUM ACCUMULATOR WATER VOLUME IS SATISFIED THE LOW LEVEL ALARM SETPOINTS HAVE

I
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BEEN SET AT 6.5% ABOVE THE LEVEL REQUIRED BY THE SPECIFICATION. DURING THE 1992
RETUELING OUTAGE THE TRANSMITIERS WILL BE RECALIBRATED TO COMPENSATE FOR THE

,

LEVEL ERROR DUE TO THE NITROGEN DENSITY. |

[ 52] KEWAUNEE DOCKET 50-305 LER 91-011 i
REACIOR PROTECTION SYSTEM OVERPOWER AND OVERTEMPERATURE DELTA *T TRIP SETro!NT
TOUND LESS CONSERVATIVE THAN TECHNICAL SPEC 1TICATION REQUIREMENTS. ,

EVENT DATE: 102391 REPORT DATE: 112291 NSSSt WE TYPE: PWR ;

(NSIC 223517) AT 1000 DN OCTOBER 23 1991, WITH THE PLANT AT 100% POWER, IT WAS
DETERMINED THAT DURING THE PERIOD of MAY 10 17, 1991, THREE OF THE TOUR CHANNELS |

TOR REACTOR COOLANT SYSTEM (RCS) OVEMTEMPERATURE AND OVERPOWER (OT/0P) DELTA-T
PROTECTION HAD REACTOR TRIP SETPOINTS AT VALUES LESS CONSERVATIVE THAN THAT
REQUIRED BY THE TECHNICAL SPECIFICATIONS (TS). DURING THE 1991 REFUELING OUTAGE A o

NUMBER OF PREVIOUSLY PLUGGED STEAM GENERATOR (S/0) TUBES WERE RESTORED TO SERVICE
BY SLEEVING THE DETECTIVE TUBES. EDDY CURRENT TESTING IDENTIFILS OTHER TUBES
WHICH REQUIRED PLUGGING. HOWEVER, THE NET RESULT WAS AN INCREASE IN AREA FOR RCS
TLOW. THIS WAS CONT!RMED ON MAY 17 1991 BY RCS TLOW TESTING WHICH INDICATED A
1.4% INCREASE FROM THE PREVIOUS FUEL CYCbt TLOW. THE INCREASED TLOW CAUSED A
CORRESPONDING DECREASE IN THE RCS DELTA-T AT RATED POWER. THE TECHNICAL
SPECITICATIONS REQUIRE THAT THE OP DELTA T AND Of DELTA-T TRIP SETP07bTS BE </s
1.10 AND </s 1.11, RESPECTIVELY Or INDICATED DELTA T AT RATED POWER. ON OCTOBER
23 1991 TOLLOWING THE REVIEW bT THE NENLY DETERMINED RATED POWER DELTA-T
VAbUES, $T WAS DISCOVERED THAT DURING THE PERIOD OF MAY 10 (PLANT STARTUP) TO MAY
17, 1991, THREE OF THE FOUR CHANNELS HAD OP/0T DELTA-7 TRIP SETPOINTS WHICH WERE
AN AVERAGE OT 0.56% LESS CONSERVATIVE THAN THE TECHNICAL SPECITICATIONS LIMITS.

! S3] LA SALLE 1 DOCKET 50-373 LER 91-014
LOST STATION VENT STACK PARTICULATE COMPOSITE SAMPLE BY OTTSITE VENDOR.
EVENT DATE: 101591 REPORT DATE: 111491 NSSS: GE TYPES BWR

-

;

'
(NSIC 223539) ON OCTOBER 15, 1991 THE CHEMISTRY SERVICES DEPARTMENT AT LASALLE
COUNTY STATION RECEIVED A TELEPHONE CALL FROM A REPRESENTATIVE OT TMA/NORCAL, (A
VENDOR THAT PROVIDES RADI0 ANALYTICAL ANALYSES SERVICE TO THE STATION) INFORMING ,

THE STATIDH THAT THEY COULD NOT TIND THE MONTHLY STATION VENT STACK PARTICULATE
COMPOSITE SAMPLE TOR JULY, 1991. DUE TO THE LOSS OF THIS SAMPLE, THE SURVEILLANCE
REQUIREMENTS IN TECHNICAL SPECITICATION TABLE 4.11.2 1, FOR A MONTHLY GROSS ALPHA

"

ANALYSIS AND A QUARTERLY STRONTIUM 89/90 ANALYSIS ON COMPOSITE PARTICULATE
SAMPLES COULD NOT BE PERFORMED. THE EXACT CAUSE OF THE LOST SAMPLE IS NOT KNOWN.
THE CHEMISTRY SERVICES LEPARTMENT BELIEVES THAT THE SAMPLE WAS IN THE SHIPPING

' CONTAINER WHEN IT LETT THE SITE. THE VENDOR CANNOT DETERMINE IT THE SAMPLE WAS
LOST BEFORE RECEIPT, OR WHETHER IT WAS LOST AT THEIR TACILITY. GAMMA ISOTOPIC
AND TRITIUM ANALYSES OF THE SAMPLES OBTAINED TROM THE STATION VENT STACK WERE
REVIEWED TOR THE MONTHS OF JUNE, JULY AND AUGUST 1991 AND SHOWED A NORMAL RELEASE
TREND. THERETORE IT IS BELIEVED THAT THE LOST DATA WOULD ALSO BE NORMAL. A
REVISION TO CHEM $STRY PROCEDURE LCP-410-9, WILL BE MADE REQUIRING THE STATION
QUALITY CONTROL DEPARTMENT TO RbVIEW THE SHIPMENT OT MONTHLY TECHNICAL

,'SPECITICATICH COMPOSITES PRICR TO LEAVING THE STATICN TO ENSURE ALL THE SAMPLES
ARE IN THE SHIPMENT WHEN IT LEAVES THE SITE.

'

! 54) LA SALLE 1 - DOCKET 50-373 LER 91-017
REACTOR CORE ISOLATION COOLING OVERSPEED TRIP DUE TO GOVERNOR VALVE STICKING OPEN.
E"ENT DATE: 102391 REPORT DATE: 112191 NSSS: GE TYPE: BWR

. VENDOR: DRESSER INDUSTRIAL VALVE & INST DIV
'

(NSIC 223541) ON OCTOBER 23, 1991, AT 1031 HOURS, WHILE UNIT 1 WAS IN OPERATIONAL
CONDITION 1 (RUN),-AT 100% POWER, THE REACTOR CORE ISOLATION COOLING (RCIC) (BN)
TURBINE TRIPPED ON MECHANICAL OVERSPEED. THIS EVENT OCCURRED WHILE THE OPERATING
DEPARTMENT WAS PERFORMING THE QUARTERLY SURVEILLANCE THAT DEMONSTRATES THE COLD.
QUICK START CAPACILITY OF THE RCIC SYSTEM, LASALLE OPERATING SURVEILLANCE,
LOS-RI-Q4, " REACTOR CORE ISOLATION COOLING SYSTEM COLD QUICK START." THE CAUSE

' FOR THE MECHANICAL OVERSPEED DURING THE SURVEILLANCE WAS FAILURE of THE GOVERNOR
VALVE TO CLOSE DURING THE START OF THE SYSTEM. IN AN ATTEMPT,TO IDENTITY THE ROOT

-
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CAUSE OF THE PROBLEM, THE VALVE WAS DISASSEMBLED, AND INSPECTLD. TOLLOWING
INSPECTION OF THE MECHANICAL VALVE, THE GOVERNOR VENDOR, WOODWARD GOVERNOR
COMPANY, INSPECTED THE ELECTRONIC CONTROLS AND THE ELECTRONIC COVERNOR ACTUATOR
TOR THE SYSTEM. AT THE TIME OT THIS INCIDENT THE HICH TRESSURE CORE SPRAY (HPCS)
SYSTEM, AND THE OTHER EMERGENCY CORE COOLING SYSTEMS WERE FULLY OPERABLE. THE
RCIC SYSTEM WAS DECLARED IHOPERABLE AND WORK REQUESTS WERE WRITTTN TO INVESTIGATE
AND REPAIP THE FROBLEM. THIS EVENT IS REPORTED To THE NUCLEAR REGULAIORY
COMMISSION AS A LICENSEE EVENT REPORT IN ACCORDANCE WITH 10CTRSO.73(A)(2)(V) DUE
TO RCIC BEING DECLARED INOPERABLE (LOSS OT A SATETY SYSTEM TUNCTION).

( 55] LA SALLE 1 DOCKET 50-373 LER 91 016
DIVISION 3 125 VDC BATTERY INOPERABLE DUE TO A LOOSE CONNECTION.
EVENT DATE: 102491 REPORT DATE: 11:291 NSSS: GE TYPE: BWR

(NSIC 223540) ON OCTOBER 24 1991, WITH VNIT 1 IN OPERATIONAL CONDITION 1 (RUN)
AT 9B% POWER, THE DIVISION $ 125 VOLT DC BATTERY WAS DECLARED INOPERABLE AT 104$
HOURS WHEN A LOOSE CABLE CONNECTION ON CELL #1 WAS REPORTED. SINCE THE DIVISION 3
BATTERY IS THE EMERCT.dCY DC POWER SUPPLY TOR THE HIGH PRESSURE CORE SPRAY (HPCS,
HP)(BG) SYSTEM THE HPCS SYSTEM WAS DECLARED INOPERABLE. THE REACTOR CORE
ISOLATION COOLING (RCIC, RI) (BN) SYSTEM WAS ALREADY INOPERABLE DUE TO A TAILED
OPELABILITY SURVEILLANCE. THE BATTERY CABLE CONNECTION WAS QUICKLY RET 0RQUED TO
THE PROPER VALUE AND RESISTANCE MEASUREMENTS VERITIED ACCEPTABLE. THE DIVISION 3
BATTERY WAS DECLARED OPERABLE AT 1143 HOURS ON OCTOBER 24, 1991. THE CAUSE OT-
THIS EVENT IS UNKNOWN. THE CONSEQUENCES OF THIS EVENT WERE MINIMAL, $1NCE
DIVISION 1 AND DIVISION 2 EMERGENCY COLE COOLING SYSTEMS WERE TULLY OPERABLE
DURING THIS EVENT. THE UNIT 1 AND UNIT 2 DIVISION 3 BATTERIES WERE INSPECTED TO
VERITY THE BATTERY CONNECTIONS WERE T10HT. TECHNICAL SPECITICATIONS REQUIRE THE
UNIT TO BE SHUTDOWN VITH BOTH HPCS AND RCIC SYSTEMS INOPERABLE. THIS EVENT IS
REPORTABLE TO THE NUCLEAR RECULATORY COMMISSION AS A LICENSEE EVENT REPORT IN
ACCORDANCE WITH 10CRSD.73(A)(2)(V)(A) DUE TO A DECREASE IN SATE SHUT DOWN
CAPABILITY.

[ 561 LA SALLE 2 DOCKET 50-374 LER 91-014
REACTOR SCRAM DUE TO A TALSE HIGH VIBRATION TRIP SIGNAL.
EVENT DATE: 102991 REPORT DATE: 112791 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CORP. (NUCLEAR ENG DIV)

(NSIC 223542) AT 072S HOURS, ON OCTOBER 29, 1991, WITH Uh!T 2 IN OPERATIONAL
CONDITION ONE (RUN) AT 100% POWER (1122 MWE), THE REACTOR SCRAMMED ON TURBINE
STOP VALVE CLOSURE DUE TO THE MAIN TURBINE TRIPPING ON HIGH #6 BEARING VIERATION.
AT THE TIME OF THIS EVENT, NO RELATED TESTING OR MAINTENANCE WAS BEING PERTORMED.
ALL OTHER EQUIPMENT RESPONDED AS DESIGNED. ALL CONTROL RODS INSERTED, THE MAIN
TURBINE BYPASS VALVES OPENED AS REQUIRED, THE MOTOR DRIVEN REACTOR TEEDWATER PUMP
STARTED AND MAINTAINED REACTOR WATER LEVEL, AND MAIN STEAM SATETY RELIET VALVES
K,E, D, C, S AND Y CYCLED TO CONTROL PRESSURE AND THEN RESEATED. THE ROOT CAUSE
OF THE SCRAM WAS A SPURIOUS TRIP TROM A TURBINE SUPERVISORY SYSTEM VIERATION
AMPLIPIER CIRCUIT CARD. THE CARD HAS BEEN REPLACED AND ITS TRIP TEMPORARILY
DEFEATED ADMINISTRATIVE CONTROLS ARE IN PLACE TO MANUALLY TRIP THE TURBINE
SHOULD ACTUAL HIGH VIBRATION BE EXPERIENCED ON THIS BEARING. THE TURBINE
SUPERVISORY SYSTEM WAS SUPPLIED BY GENERAL ELECTRIC. THIS EVENT IS REPORTABLE
PURSUANT TO THE REQUIREMENTS OF 10CTR50.73(A)(2)(IV) DUE TO AN AUTOMATIC
ACTUATION CT THE REACTOR PROTECTION SY5 TEM.

! 57] LIMERICK 1 DOCKET 50-352 LER-91-024
EQUIPMENT FAILURE-AND PERSONNEL ERRORS CAUSE 'A' LOOP 0F THE EMERCENCY SERVICE
WATER SYSTEM TO BE INOPERABLE.
EVENT DATE: 102S91 REPORT DATE: 112791 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: LIMERICK 2 (BWR)

(NSIC 223529) ON OCTOBER 25, 1991, AN EMERGENCY STRVICE WATER (ESW) SYSTEM
SURVEILLANCE TEST (ST) PROCEDURE WAS PERTORMED TOR ITS NORMALLY SCHEDULED
QUARTERLY PERTORMANCE BY A NON-LICENSED OPERATOR. THE NON-LICENSED OPERATOR
OBSERVED PRESSURIZED TLOW THROUCH A CHECK VALVE AND NOTED THIS IN THE ST
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PROCEDURE. MA!N CONTROL ROOM OPERATIONS PERSONNEL REVIEWED THE TEST AND i
DETERMINED IT WAS UNSATISTACTORY DUE TO THE NOTED ST PROCEDURE STEP, CUT TA! LED
TO DECLARE EQUIPMENT INOPERABLE. ON OCTOCER 29, 1991 AN EVALUATION OT THE ST ,

PROCEDURE DY THE PLANT STATT DETERMINED THAT THE ESW, SYSTEM CHECK VALVE TAILED TO
FERTORM AS DESIGNED AND WAS THERET0ht INOPERAELE. THE PLANT STATT ALSO DETERMINED
THAT A CONDITION PROHIBITED BY TECHNICAL SPECITICATIONS EXISTED. CORRECTIVE
ACTIONS WERE IMMEDIATELY TAkEN BY OPERATIONS PERSONNEL TO ADDRESS 1HIS CONDITION.
THE ACTUAL CONSEQUENCES OT THIS EVENT WERE MINIMAL IN THAT NO ACCIDENT OR
OPERATING TRANSIENT OCCURRED REQUIRING OPERATION or THE ATTECTED SATETY SYSTEMS.
THE CAUSES OF THIS EVENT WERE AN EQUIPMENT TAILURE AND A TAILURE TO TOLLOW L

PROCEDURES.

'

( 58) LIHERICK 2 DOCKET 50+353 LER 91 012 REV 02
UPDATE ON THE REMOVAL OF TWO TLOOR DRAIN PLUGS ASSOCIATED WITH REACTOR ENCLOSURE
(RE) SECONDARY CONTAINMENT (SC), RENDERING RC SC INOPERABLE DUE TO PERSONNEL
ERROR.
EVENT DATE: 061491 REPORT DATE: 112791 NSSS: OE TYPE: BWR

(NSIC 223530) ON JUNE 27 1991 THE RADWAUTE SYSTEM ENGINEER (SE) RECOGNI2ED THAT
TWO NORMALLY LOCKED IN PbACE T[00R DRAIN PLUGS ASSOCIATED WITH MAINTAINING UNIT 2
REACTOR ENCLOSURE (RE) SECONDARY CONTAINMENT (SC) INTEGRITY HAD EEEN REMOVED BY
MAINTENANCE PERSONNEL ON JUNE 24, 1991 AT APPROXIMATELY 1300 HOURS. THE SE
IMMEDIATELY INSTRUCTED MAINTENANCE PER$0NNEL 70 RE-INSTALL AND LOCK IN PLACE THE '

TWO UNIT 2 TLOOR DRAIN PLUGS. THE TWO UNIT 2 TLOOR DRAIN PLUGS WERE REINSTALLED
AND LOCKED IN PLACE AT 1000 HOURS,IN h CONDITION PROHIBITED BY TECHNICAL 1991, THEREBY RESTORING UNIT 2 REON JUNE 27
SC INTEGRITY. THIS EVENT RESULTED
SPECITICATIONS. THE ACTUAL CONSEQUENCES OT THE EVENT WERE MINIMAL IN THAT NO '
RADICACTIVE RELEASE OCCURRED DUE TO THE UNIT 2 RE BEING MAINTAINED AT THE
REQUIRED NEGATIVE DITTERENTIAL PRESSURE TOR THE DURATION OF THIS EVENT. THE CAUSE <

'

OT THIS EVENT IS PERSONNEL ERROR-!NVOLVING THE TOLLOWING CAUSAL TACTORS: LESS
THAN ADEQUATE JOB PLANNING AS A RESULT OT INADEQUATE TLOOR DRAIN SYSTEM DESIGN '

DRAWINGS, INADEQUATE COMMUNICATION A SENSE OT URGENCY TOR JOB COMPLETION,
TAILURE TO COMPLY WITH ADMINIS1 RAT}VE (A) DUE TO A LACK OT

PROCEDURE.A 0, LACK OT A QUESTIONING' RAINING, LESS THAN ADEQUATE ATTENTION 70 DETAIL AND A
-ITITUDE'BY MAINTENANCE PERSONNEL ON ADMINISTRATIVE PROCEDURE A*0.

! 591 MAINE YANKEE DOCKET $0 309 LER 91 008
APPENDIX R DIESEL TUEL OIL TANK C0ATING TAILURE.
EVENT DATE: 080891 REPORT DA1Es 111591 NSSS: CE TYPE: PWR t

(MSIC 223516) THIS VOLUNTARY LER IS SUBMITTED TO ALERT LICENSEES 70 POTENTIAL
PROBLEMS WITH TUEL OIL TANKS. ON AUGUST 8, 1991, MA!NE YANKEE DISCOVERED TOREIGN
MATERIAL IN THE TUEL CIL TANK SUPPLYING DO 2, THE APPENDIX R ALTERNATE SHUTDOWN -

DIESEL. MAINE YANKEE FURSUED INSPECTION PLANS AND EVALUATED TOR POTENTIAL FAILURE
MODES. SUBSEQUENTLY, D0 2 SUCCESSTULLY PERTORMED A TOUR HOUR OPERABILITY RUN. THE
TUEL OIL TANK WAS THEN DRAINED AND INSPECTED. IT WAS DETERMINED THAT THE FOREIGN
MATERIAL WAS A LOOSE SECTION OT INTERNAL TANK EP0XY COATING. THE TANK LINING WAS

. THEN STRIPPED TO BARE CARBON STEEL. A TUEL OIL SAMPLE WAS SENT OUT TOR ANALYSIS
AND THE LINING WENT OUT FOR MATERIALS TESTING. THE TANK WAS RETILLtp WITH NEW
TUEL OIL AND PLACED BACK IN SERVICE. ATTER ANOTHER OPERABILITY RUN, TVEL DIL
TILTERS WERE CHANGED AND THE DIESEL WAS DECLARED OPERABLE.

! 60) MAINE YANKEE DOCKET 50-309 LER 91-011
EMERGENCY DIESEL GENERATOR BREAKER LOCKOUT.
EVENT DATE: 101191 REPORT DATE: 111591 NSSS: CE TYPE: PWR

(NSIC 223515) DURING A REVIEW OT THE EMERGENCY DIESEL GENERATOR (EDO) OUTPUT'

BREAKER CIRCUITRY, MAINE-YANKEE POSTULATED THAT A LOCKOUT OT THE EDO BREAKER MAY
OCCUR WHEN THE BREAKER IS REQUIRED TO BE CLOSED. IT THE EDO IS PHASED ONTO THE
BUS AND A PLANT TRIP OCCURS CONCURRENT WITH A LOSS OT OTTSITE POWER, THE
COINCIDENT OPEN AND CLOSE SIGNALS TOR THr BREAKER MAY LOCK OUT THE BREAKER LUE TO
ITS ANTI-PUMPING TEATURE. AT THE TIME 0." DISCOVERY ONE EDO HAD BEEN RUNNING
PHASED TO ITS EMERGENCY ELECTRICAL BUS FOR APPROXIMATELY 24 HOURS WHILE

.
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11AINTENAtlCT WAS CE!NO PERTORf!ED 011 THE REDUNDANT EDO. OTERABILITY OT BOTH EDOS
HAD DEEll QUESTIONED DUE TO CONCERNS WITH IHE AIR START SYSTEMS. SINCE 1HE
POSTULATED LOCt:0VT COULD OCCUR 1HE RUNN1t;G EDO WAS ALSO CONSERVATIVELY
C0!1S!DERED INOPERABLE AND THERkTORE WAS Illf1EDIATELY UNLOADED BY DISCONNECTING
TROM ITS ELECIR! CAL OVS. 1HE EDC WAS LETT RUNNING AT HALT SYNCHRONOUS SPEED IN
ACCORDANCE WITH T1ANUTACTVRER'S RECOMf1ENDATIONS TO RESOLVE ANY QUES 110N or DIESEL
OPERAt!LITY. ON OCT0EER 16 1991, MAltiE YANKEE VERITIED THAT THE OPERATING TIMES
OT THE RELAYS COULD PER!!!T BREAKER LOCKOUT IT THE EDG IS PHASED 10175 EUS A!;D A
PLANT TRIP OCCURS WITH A LOSS OT OTTSITE POWER. THE PLAT 1T THERETORE HAD OPERATED
IN A CONDITION PROKlCITED BY TECHNICAL SPECITICATIONS SINCE C01H ESOS WERE
INOPERADLE TOR GREATER THAN ONE HOVR.,

.

! 61) MCCUIRE 1 DOCKET $0-369 LER 91+015
AN IllADVERTENT TRAIN A EN0!NLERED SATETY TEATURES ACIVATION OCCURRED-DECAUSE OT

,'

AN INAPPROPRIATE ACTION.
EVENT DATE: 101391 REPORT DATE: 111291 NSSS: WE TYPE: PWR
OTHER UNITS INYOLVED: 11CGUIRE 2 (PWR)

4

(NSIC 223437) ON OCTOBER 13 1991, AT 0411, OPERATIONS (OPS) PERSONNEL WERE'

DE-ENERGIZ1NG UNIT 1 TRAIN $ 4160 VOLT CUS 1 ETA FOR f1A!NTENANCE ACTIVITY. UNIT 1
WAS IN NO MODE AND UNIT 2 WAS IN H0DE i (POWER OPERATION) AT 100 PERCENT POWER.
UPON OPENING BREAKER 1EPC BK 1 ETA 2, STANDBY TECDER BREAKER TOR 1 ETA SW11CHGEAR, A
BLACKOUT SIGNAL WAS SENT 70 DIESEL LOAD SEQUENCER 1A. CONSEQUEN1LY, AN ENGINEERED

',

SATETY TEATURES ACTUATION (ESTA) OCCURRED ON TRAIN A CAUSING ASSOCIATED YALVES
AND EQUIPMENT 70 BE MOVED OR ACTUATED AS REQUIRED TOR A BLACKOUT CONTICURATION.
THIS EVENT IS ASSIGNED A CAUSE OT INAPPROPRIATE ACTION BECAUSE CONTROL POWER WAS
NOT ISOLATED TO DIESEL CENERATOR LOAD SEQUENCER 1A PRIOR TO DE ENERGIZING UNIT 1
TRAIN A 4160 EUS 1 ETA. OPS 11ANAGEMENT WILL REVIEW THIS EVENT W11H APPROPRI ATE OPS,

PERSONNEL.

! 62) MCCUIRE 2 DOCKET 50-370 LER 91 010
MANUAL REACTOR TRIP RESULTING TROM POSSIBLE DESION, MANUTACTURING,
CONSTRUCTION / INSTALLATION DET!CIENCY,
EVENT DATE: 09:591 REPORT DATE: 102591 HSSS: WE TYPE: PWR'

(NSIC 223311) A UNIT 2 REACTOR TRIP WAS MANUALLY INITIATED AT 1450:50 ON
SEPTEMBER 25,1991. PRIaR TO THE EVENT, UNIT 2 WAS OPERATING IN MODE i (POWER _
OPERATION) AT 100 PERCENT POWER. THE TRIP WAS itAtJUALLY INIT!ATED BY OPERATIONS
CONTROL ROOM PERSONNEL UPON RECEIPT OT ALARM PANEL 2AD-4, ANNUNCIATOR C 4 (STEAM
GENERATOR D TLOW MISMATCH LOW CT TLOW). THE ANNUNCI ATION RESULTED TR0!1 t1AIN
TEEDUATER VALVE 2CT 26, STEA!! OENERATOR D CONTA!!U1ENT ISOLATION VALVE MOVEMENT
TO ITS TAIL-SAFE (CLOSED) POSITION UPON LOSS OT POWER 70 THE CONTROLL$NG
SOLEN 0!D. THE LOSS OT POWER WAS CAUSED BY A VOLTAGE SURGE THAT BLEW TUSE EA 11-12
IN TERMINAL BOARD (TB) 1209. THE VOLTAGE SURCE WAS CAUSED BY GROUNDING BOTH LEGS
OF VITAL BATTERY EVCD AS A RESULT OF THE REPLACEMENT OT THE CONTROL BOARD
INDICATOR LAMP TOR VALVE 2VX-33B, CONTAINMENT SAMPLE SUPPLY INSIDE ISOLATION.
THIS EVENT HAS EEEN ASSIGNED A CAUSE OT POSSIBLE DESIGN, MANUTACTURING,
CONSTRUCTION / INSTALLATION DETICIENCY BECAUSE OT DA!! AGED INSULATION RESULTING IN A
POSITIVE LEG GROUND ON THE SOLENDID ASSOCIATED WITH VALVE 2CT-26. CORRECTIVE
ACTIONS INCLUDE INSPECTION OT SURPLUS SOLENOIDS TO ENSURE SERVICEADLE CONDITION
OF THE INSULATION.

! 631 MCGUIRE 2 DOCKET 50-370 LER 91-011
AN EST ACTUATION WAS EXPERIENCED WHEN AN ENGINEERED SAFEGUARDS TEATURES ACTUATION
WHEN OPERATIONS PERSONNEL MANUALLY STARTED THE AUXILIARY TEEDWATER PUMPS DECAUSE
OT A DETFCTIVE PROCEDURE.
EVENT D.FZ: ;00491 REPORT DATE: 110491 HSSS: WE TYPE: PWR

(NSIC 223374) ON OCTOBER 4, 1991, AT 1202, OPERATIONS (OPS) CONTROL ROOM (CR)
PERSONNEL MANUALLY STAR 1ED THE UNIT 2 tt0 TOR DRIVEN ALXILIARY TEEDWATER (CA) '

.

PUMPS. THIS WAS CONSIDERED AN L8GINErRED SATEGUARDS TEATURES (EST) ACTUATION.
UNIT 2 WAS IN MODE 3 (HOT STANb?Y) AT 1HE TI!!E OF 1HIS EVENT. CR INSTRUMENTATION
INDICATED DECREASING AUXILIARY STEAM HEADER PRESSURE. SUBSEQUENTLY, A DECREASE IN

4

| --
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CONDENSER VACUUM AND A DECREASE IN THE STEAM SEAL PRESSURE ON THE MAIN TURB!NE
AND MAIN TEEDWATER (CT) PUMPS OCCURRED. OPS CR PERSONNEL TRIPPED CF PUMP B AND !

GRADUALLY REMOVED CF PUMP A TROM THE TEEDWAffR HEADER ONCE THE AUXILI ARY STEAM
'

HEADER PRESSURE RETURNED TO NORMAL, OPS CR PERSONNEL PLACED CF PUMP A BACK INTO
THE TEEDWATER HEADER AND SECURED 1HE CA PUMPS THIR1Y MINUTES LA1ER. THIS EVENT !

HAS BEEN ASSIONED-A CAUSE OF DETECTIVE PROCEDURE BECAUSE NO PROCEDURAL DU! DANCE r

18 PROVIDED TO ALLOW OPS PERSDNNEL TO USE THE CA SYSTEM AS AN OPTION DURING !

NORMAL UNIT SHUTDOWN WHEN THE CT SYSTEM IS UNAVAILABLE. AS A CORRECTIVE ACTION, i
'

OPS MANAGEMENT WILL REVISE 1HE UNIT 1 AND 2 UNIT SHUTDOWN PROCEDURE 10 REFLECT
THIS OPTION. [

( 641 MCGUIRE 2 DOCKET 50 370 LER 91 012 !
AN AUTOMATIC REACTOR TRIP WAS INITIATED DUE TO A CONTROL ROD TAILURE CAUSED BY AN ;

'EQUIPMENT TAILURE,
. REPORT DATE: 120991 NSSS: WE TYPE: PWR [EVENT DATE: 110091

(NS!C 223538) ON 11/8/91 AT APPROX. 1142 OPERATIONS (OPS) CONTROL ROOM
TERSONNEL WERE TERTORMINb THE MONTHLY PRobEDURE PT/2/A/4600/01, ROD CLUSTER

*

CONTROL ASSEMBLY MOVEMENT TEST. SHUTDOWN BANKS A AND B MOVED TROPERLY. HOWEVER,
SHUTDOWN-BANF C DROPPED INTO THE CORE AS THE REACTOR OPERATOR AT THE CONTROLS
ATTEMPTED TO STCP THIS BANK IN. THE SOLID STATE PROTECTION SYSTEM SUBSEQUENTLY ,'
OENERATOED A NLCATIVE TLUX RATE 1 RIP S!GNAL WHICH AUTOMATICALLY TRIPPED THE ;

REACTOR. OPS CONTROL ROOM PERSONNEL ALSO INITIATED A MANUAL REACTOR TRIP AS |

REQUIRED BY THE REACTOR TRIP PROCEDURE. DIESEL GENERATOR 2B WAS RUNNING AT THE
TIME AND THE EMERGENCY BREAKER FOR DIESEL GENERATOR 2B OPENED DUE TO AN OVERLOAD l
WHEN A LOW LOW LEVEL IN STEAM CENERA10R A CAUSED 1HE AUXILIARY TEEDWATER AND '

NUCLEAR SERVICE WATER PUMPS TO START. UNIT 2 WAS IN MODE 1 (POWER OPERATION) AT
-100% POWER PR10R 70 THE TRIP. THE UNIT PERTORMED AS EXPECTED DURING THE
TRANSIENT AND THERE WERE NO NUCLEAR SAFETY SICNITICANT PROBLEMS. AN'

INVESTIGATION WAS PERTORMED AND IT WAS DETERMINED THAT AN ELECTRONIC EQUIPMENT >

TAILURE WITH THE SHUTDOWN BANK C INPUT LOGIC CIRCUIT HAD CAUSED THE STATIONARY ;'

! RCD CRIPPER COILS TO STAY DE Eh2R012ED 700 LONG. AN INDEPENDENT SAFETY REVIEW
WAS PERTORMED AND IT WAS DETERMINED IT WAS SATE AND PRUDENT TO RESTART THE,'

REACTOR. UNIT 2 WAS RETURNED TO MODE 1 ON 11/9/91, AT 0510.

l- 651 MILLSTONE 1 DOCKET 50 245 LER 91 006 REV 01
UPDATE ON UNJACKETED CABLE RESULTING IN LOSS OF ENVIRONMENTAL QUALIFICATION.
EVENT DATE: 030191 REPORT DATE: 111391 NSSS: GE TYPE: BWR

t(NSIC 223465) ON MARCH 19 1991 WITH THE PLANT AT 09% POWER (530
DECREES TAHRENHEIT AND 10$0 PS!b)AT 1400 HOURS, THE AS BUILk CONT!GURATICN OF THE PIOTAIL TO

,

FIELD TERMINATION FOR A CABLE IN THE DRYWELL WAS DETERMINED NOT TO BE TULLY
ENVIRONMENTAL QUALITIED. THIS CONDITION IS REPORTABLE UNDER 10CTR50.73. ON ;

TEBRUARY 25 1991 AN EVALVATION WAS INITIATED WHEN A QUESTION AROSE AS TO
WHETHER A CABLE JkCKET WAS RECONSTRUCTED ON KERITE CABLE AT THE PINTAIL 70 T! ELD
TERMINATION TOLLOWING THE INSTALLATION OT RAYCHEN HEAT SHRINK TUDING SLEEVE.
KERITE CABLE MUST BE FULLY JACKETED TO TAKE CREDIT TOR BETA RADIATION SHIELDING
TO THE CABLE INSULATION TO ENSURE ENVIRONMENTAL QUALITICATION. SPECITICALLY THAT ,

"

CABLE INSULATION EXPOSED TO AN ACCIDENT DRYWELL ENVIRONMENT. OPERABILITY OF THE
CABLE END DEVICE COULD BE ATTECTED AND THUS THE ABILITY OF THE DEVICE TO IMITIATE ,

THE CONSEQUENCES OF A LOSS OF COOLANT ACCIDENT. AN OPERABILITY EVALUATION WAS
'

PERTORMED ON THE UNJACKETED KERITE CABLE TOUND ON 19 END DEVICES LOCATED IN THE .
i

DRYWELL. OF THE 19 END DEVICES EVALUATED ALL WERE-TOUND TO REMAIN OPERABLE TO
PERTORM THEIR DESION-EASIS ACCIDENT TUNCTION WITH THE EXCEPTION OF THE TICLD
CABLE TO THE AIR SOLENOID ON VALVE 1 CU-2A. THE SOLENDID SUPPLIES AIR TO
CONTAINMENT ISOLATION VALVE 1-CU-2A, 1-CU-2A IS A 1/2" BYPASS VALVE AROUND 1 CV- L

THE RWCU SYSTEM IN BOARD CONTAINMENT ISOLATION VALVE,

l'661 MILLSTONE 1 DOCKET 50-245 LER 91-027'
345KV SYSTEM INSTABILITY. .,

EVENT DATE: 110191 REPORT DATE: 120291 NSSS: CE TYit SUR'

-(NSIC 223466) ON 11/1/91, AT 1340 HOURS, WITH THE PLANT SHUTDOWN (142 T AND 0

a .=---- ~ , , - - - - _ . _ . - - - - - - , _ - , - - - ~ -~._ -,
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AN ENGINEERING EVALUATION CONCLUDED A SINGLE ELECTRICAL FAULT COULD RESULT
PSIG)(OSS OT ALL OTTSITE POWER.IN A THIS CONDITION IS REPORTABLE PURSUANT TO
10CTR50.73(A)(2)(II). DURING A RECENT DESIGN REVIEW IN AUCUST 1991 OT THE
MILLSTONE UNIT ONE 345KV IRANSMISSION SYSTEM TOR STABILITY, IT WAS RECOGNIZED A
TRANSTER TRIP TIME OT 8.5 CYCLES FOR THE SWITCHYARD BREAKERS TO OPEN UNDER A
1HREE THASE BOLTED TAULT INSIDE THE MAIN STEP-UP TRANSTORMER COULD RESULT IN LOSS
OT OTTSITE POWER SOURCES TO MILLSTONE ONE AND LOSS OF THE MILESTONE SWITCHYARD.
THE LOSS OF THE MILLSTONE SWITCHYARD COULD THEN CAUSE INSTABILITY IN THE 315KV
SYSTEM IN THE NORTHEAST. A PLANT DESIGN CHANGE HAS CEEN IMPLEMENTED TO CORRECT
THE DEFICIENCY. THIS EVENT WAS THE SUEJECT OT A REPORTABILITY EVALUATION IN
ACCORDANCE WITH NORTHEAST UTILITIES PROCEDURE (NED 2.25). THE EVALUATION WAS
INITIATED AUGUST 21 1991, HOWEVER THE ACTUAL REPORT WAS NOT MADE UNTIL NOVEMBER
1, 1991 DUE TO A TA$ LURE 10 RECOGNIZE THE EXISTENCE OT SUTTICIENT TECHNICAL DATA
TO MAKE A REPORTABILY DETERMINATION. IN ADDITION THE REPORTABILITY TIMELIhESS
LIMITS WERE NOT MET PER PROCEDURE NE0 2.25. THESE WERE AN OVERSIGHT. RECENT I

IMPROVEMENTS HAVE BEEN INITIATED TO CORRECT THE TIMELINESS ISSUE.
'

( 67) MILLSTONE 3 DLCKET 50 423 LER 91 020
IMPROPER POWER RANGE TRIP RATE DECAY TIME TRIP SETPOINT DUE TO IMPROPER kORK .

iPRACTICES.
EVENT DATE: 121590 REPORT DATE: 111891 NSSS: WE TYPE: PWR ;

AT 1100 HOURS WHILE IN COLD SHUTDOWN, AT 93 DECREES(NSIC 223559) ON 10/18/91, INSTRUMENT AND CONTROL TECHNICIANS DISCOVERED THAT THEAND ATMOSPHERIC PRESSURE
POWER RANGE ANALOG CHANNbL QPERATION TEST WAS PERTORMED INCORRECTLY. THE TEST HAS
BEEN PERTORMED INCORRECTLY SINCE 12/15/90. THE NEUTRON TLUX POWER RANGE HIGH

l

RATE TRIP WAS NOT CALIERATED WITHIN THE TECHNICAL SPECITICATION TRIP SETPOINT.
IT WAS CALIERATED WITHIN THE TECHNICAL SPECITICATION ALLOWABLE VALUE. THERE WERE
NO IMMEDIATE OPERATOR ACTIONS REQUIRED. THE CALIBRATED VALUES WERE ALWAYS WITHIN .

THE VALUES CREDITED IN THE SATETV ANALYSIS. THERETORE, SATETY TUNCTIONS WERE I

MAINTAINED AT ALL TIMES. THE ROOT CAUSE OF THIS EVENT IS IMPROTER WORK
PRACTICES. PERSONNEL DID NOT CORRECTLY TOLLOW THE PROCEDURE. IHE POWER RANCE
CHANNELS WERE RECALIERATED AND PERSONNEL WERE INTORMED or THE Ph0BLEM AND

'

INSTRUCTED ON THE PROPER CALitRATION TECHNIQUE. THE FROCEDURES WILL EE MODITIED t

70 INCLUDE A MORE DETA! LED DESCRIPTION OF THE RATE TRIP DECAY TIME CALIBRATION.
THE COMPANY'S POSITION ON-PROCEDURAL COMPLIANCE HAS BEEN EMPHASIZED TO ALL PLANT ;

PERSONNEL AND DISCOVERY Or THIS EVENT IS THE RESULT OF DILIGENCE TOWARD3 THE
'

WHILE INVESTIGATING THIS EVENT IT WAS jCOMPLIANCE POSITION. ADDITIONALLY
DISCOVERED THAT 1HE POWER RANCE RESPONSE TIME TEST DID NOT ENCOMPdSS THE ENTIRE
POWER RANCE CIRCUIT.

! 681 MILLSTONE 3 DOCKET 50 423 LER 91 027
SOURCE RANGE REACTOR TRIP DUE TO INTERTERENCE CAUSED BY MALTUNCTIONING WELDING
MACHINE.
EVENT DATE: 101491 REPORT DATE: 111391 NSSS: WE TYPEi PWR t

(NSIO 223558) ON 10/14/91, AT 1104 HOURS WHILE IN HODE 5 (COLD SHUTDOWN), AT 93T
AND ATMOSPHERIC PRESSURE, A REACTOR TRIP SIGNAL WAS GENERATED DUE TO HICH SOURCE

'

RANai CHANNEL 31 DETECTOR COUNTS. THE REACTOR TRIP BREAKERS WERE OPEN PREVIOUS
TO TdIS EVENT. THE PROBABLE ROOT CAUSF OT 1HIS EVENT IS ELECTRO-MAGNETIC
INTERTERENCE ON THE SOURCE RANCE $!s"Ab CAUSED EY A MALTUNCTIONING WELDING
MACHINE. A WELDING MACHINE TAN CAUSED A SHORT ON ONE LEO OT THE THREE PHASE 4B0
VOLT NON VITAL AC POWER SUPPLY. THE POWER CABLE AND SOURCE RANGE CAELE ROUTING
HAS A MINIMUM 15 TEET SEPARATIL.- PROCEDURES HAVE BEEN MODITIED TO CYPASS THE
SOURCE RANGE TRIP WHEN THE REACTOR 1 RIP BREAKERS ARE OPEN AND THE SOURCE RANGE >

TRIP IS NOT REQUIRED EXCEPT TOR PLANNED TESTING AS DICTATED BY PLANT PROCEDURES.
-EXISTING-PROCEDURES =fREVENT WELDING IN CONTAINMENT WITH-THE REACTOR TRIP-
'CREAKERS CLOSED DURING A REACTOR STARTUP,

! 69) N!NE MILE POINT 1 DOCKET 50 220 LER 91 006 REV 01
'

UPDATE ON CONTAINMENT HYDROGEN /0XYGEN MONITORING INOPERACLE DUE TO NON=SATETY
RELATED OAS.
EVENT DATE: 050091 REPORT DATE: 111491 NSSS: GE TYPE: BWR

--_--_-L.--.---. - - - - - - - , - - - . - - . - . - - . , , - .
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(NSIC 223462) DURING THE PERTORMANCE OF N1 ISP-201 M020, ON DECEMBER 11, 1990, AT
APTR0XIMATELY 2025 #11 AND #12 CONTAINMENT HYDROCEN AND OXYGEN HONITORS WERE
TOUND TO CONTAIN NbN-SATETY RELATED CALIERATION GASES. THE MODE SWITCH WAS IN THE
RUN POSITION AND REACTOR POWER WAS AT 1811 MW. AN EVALUATION WAS PERFORMED BY .

NIAGARA MOHAWK LICENSING DEPARTMENT FOR PAST OPERABILITY. IT HAS DETERMINED THAT !

THE CALIERATION GAS SHOULD HAVE BEEN SAFETY RELATED SINCE DECEMDER 10 1987. THE
CAUSE OT THIS CONDITION WAS A PROGRAMMATIC DEFICIENCY. THE SPEC!/IC CdUSE
RESULTED TROM A LACK OF GUIDELINES OR A PROGRAM THAT ADDRESSES NECESSARY ACTIONS
AND REVIEWS WHICH SHOULD TAKE PLACE WHEN CC'!PONENTS OR SYSTEMS SAFETY
CLASSITICATIONS ARE CHANCED FROM NON SAFE!Y TO SAFETY RELATED. CORRECTIVE
ACTIONS TAKEN HERE TO IN!!IATE THE PRE-PLANNED ALTERNATE SAMPLING METHOD, TO
INSTALL SAFETY RELATED CALIBRATION GAS EDTTLES AND REVISE PROCUREMENT
REQUIREMENTS TO ENSURE INSTALLATION OF SATETY RELATED GASES IN THE FUTURE.
SPECIAL REPORT NMP73977 DATED DECEMBER 22, 1990, WAS WRITTEN AS REQUIRED BY TECH
SPECS.

! 70) HINE MILE POINT 2 DOCKET 50 410 LER 91 016 REY 02
UPDATE ON LOSS OF CONTIOURATION CONTROL CAUSED BY MISPOSITIONED VALVES DUE TO

-INADEQUATE WORK PRACTICES.
EVENT DATE: 070291 REPORT DATE: 112191 NSSS: GE TYPE: BWR

(NSIC 223550) ON 7/2/91 AT 0545, DURING THE PERTORMANCE OF PROCEDURE
N2 OSP SWP M001, "SERVIbE WATER VALVE POSITION VERITICATION," NMP2 CPERATIONS I
PERSONNEL DISCOVERED THAT THE COOLING WATER INLET AND OUTLET VALVES FOR REACTOR
BUILDING UNIT COOLER 2HVR*UC404D WERE NOT IN THEIR NORMAL OPERATING POSITIONS. ,

THESE CONDITIONS RESULTED IN THE UNIT COOLER BEING INOPERACLE. AT THE TIME THE '

CONDITIONS WERE DISCOVERED THE REACTOR MODE SWITCH WAS IN THE "RUN" POSITION
(MODE 1) WITH THE REACTOR bPERATING AT 100% RATED THERMAL PONER. THE ROOT CAUSE
OF THIS EVENT HAS BEEN DETERMINED TO DE PERSONNEL ERROR DUE 70 INADEQUATE WORK
PRACTICES. A C0HIRIBUTING CAUSE HAS BEEN DETERMINED TO BE PROCEDURAL INADEQUACY.
THESE ERRORS RESULTED IN A LOSS OT UNIT COOLER 2HVR*UC404D CONFIGURATION CONTROL.
THE IMMEDIATE CORRECTIVE ACTIONS WERE TOR PLANT OPERATORS TO CORRECTLY POSITION
THE COOLING WATER VALVES FOR UNIT COOLER 2HVR8UC404D, AND TO DECLARE THE UNIT
COOLER OPERABLE. ADDITIONAL CORRECTIVE ACTIONS INCLUDE: REVIEWING THE INCIDENT
WITH NMP2 OPERATIONS PERSONNEL: ISSUING A LESSONS LEARNED TRANSMITTAL: COUNSELING
AND DISCIPLINING PERSONNEL INVOLVED WITH THE MARKUP HOLDING DEPARTHENTAL

MEETINGS WITH NMP2 PERSONNEL TO EMPHASIZE EXPECTED WORK PRACTICES;L INADEQUACY;
ISSUING AN

INTERIM INSTRUCTION FOR PLANT OPERATORS TO ALLEVIATE THE PROCEDURA
REVISING THE APPROPRIATE PROCEDURE.

! 711 NORTH ANNA 2 DOCKET 50 339 LER 91-011
PLANT SHUTDOWN REQUIRED BY TECHNICAL SPECITICATIONS DUE TO RESIDUAL HEAT REMOVAL
VALVE PACKING TAILURE.
EVENT DATE: 110391 REPORT DATE: 112791 NSSS: WE TYPE: PWR
VENDOR: CHESTERTON PACKING & SEALS

COPES-VULCAN, INC.

(NSIC 223523) ON NOVEMBER 3 1991 AT 0803 HOURS WITH UNIT 2 OPERATING AT 100
PERCENT POWER OPERATIONS DEPARTMkNT PERSONNEL HbTICED INCREASED MAKEUP TLOW TO
THE REACTOR CbOLANT SYSTEM (RCS) AND AN INCREASED PUMPING TREQUENCY OT THE
PRIMARY DRAINS TRANSTER TANK (PDTT). AT 0841 HOURS IDENTITIED LEAKAGE WAS ,

DETERMINED TO BE GREATER THAN THE 10 GPM LIMIT OT TECHNICAL SPECITICATION (TS)
3.4.6.2 AND THE ACTION STATEMENT WAS ENTERED. A CONTAINMENT EN1RY TEAM
IDENTIT$ED THE RESIDUAL HEAT REMOVAL (RHR) SYSTEM INLET MOTOR OPERATED VALVE AS
HAVING AN ELEVATED LEAK-OFT TEMPERATURE. AT 1456 HOURS THE UNIT WAS PLACED IN HOT
STANDBY (MODE 3) IN ACCORDANCE WITH THE ACTION STATEMENT. THIS EVENT IS
REPORTABLE PURSUANT TO 10 CTR 50.73 (A)(2)(1)(A). A ONE HOUR NOTITICATION WAS
MADE PURSUANT TO 10 CTR 50.72 (B)(1)(!)(A). THE CAUSE OF THE EVENT WAS FAILURE OT
THE RHR SYSTEM INLET ISOLATION VALVE PACKING. ATTER REPAIRING THE VALVE PACKINO,
THE RCS LEAKAGE-WAS DETERMINED TO BE WITH IN TECHNICAL SPECIFICATION LIMITS AND
THE ACTION STATEMENT WAS CLEARED. NO S10HIFICANT SAFETY CONSEQUENCES RESULTED
FROM THIS EVENT BECAUSE THERE WAS NO RELEASE OF RADI0 ACTIVE MATERIAL TO THE
ENVIRONMLNT. THEREFORE, THE HEALTH AND SATETY OF THE PUBLIC WAS NOT ATTECTED AT
ANY TIME DURING THIS EVENT.

_ . _ - __ _ _ _ .. _ . _ _ _ _ ~ __ _ _ . _ - . . _ . _ _ _ _-
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( 72) OCONEE 1 DOCKET 50-269 LER 91-012
DESIGN DETICIENCY IN ESTABLISHING RELIET VALVE SEIPOINT RESULTS IN TECHNICAL
INOPERABILITY OT ALTERNATE REACTOR COOLANT MAKEUP SYSTEM.
EVENT DATE: 101491 REPORT DATE: 112691 NSSS: BW TYPE: PWR
OTHER UNITS INVOLVED: OCONEE 2 (PWR)

DCONEC 3 (PWR)

(NSIC 223476) ON OCTOBER 14 1991 DUKE POWER DESIGN ENGINEERING (DE) INITIATED
AN INVESTICATION INTO A POS$1BLE INADEQUATELY LOW ACTUATION SETPOINT ON A RELIET
VALVE WHICH HAS INSTALLED ON THM REACTOR COOLANT MAKEUP SYSTEM (RCMU). RCMU IS A
PORTION OF THE STANDBY SHUTDCHN TACILITY (SSF) USED TO ESTABLISH HOT SHUTDOWN
CONDITIONS TOLLOWING A TIRE ILOOD OR SAB0 TACE EVENT. IT INJECTS BORATED WATER
INTO THE SEALS OF THE REACTbR COOLANT PUMPS (RCPS). THE RCMU PUMP IS REQUIRED BY
A PROPOSED TECHNICAL SPECITICATION. ON OCTOBER 28, 1991, WITH ALL THREE UN!15 AT
100 PERCENT TULL POWER, AN OPERABILITY EVALUATION PERTORMED BY DE DECLARED THE
RCMU SYSTEM ON ALL THREE UNITS INOPERABLE BASED ON THE INABILITY TO PROVIDE
ADEQUATE RCP SEAL TLOW TO PREVENT SEAL FAILURE AND A LOSS OF REACTOR COOLANT
UNDER CERTAIN ACCIDENT CONDITIONS. THE RCMU SYSTEM WAS TECHNICALLY INOPERABLE
SINCE ITS ORIGINAL DESIGN IN 1981. CONDITIONAL OPERABILITY TOR ALL UNITS WAS
ATTAINED ON NOVEMBER 4, 1991. BY VERITYING NEW TEST ACCEPTANCE CRITERIA TOR SST
EQUIPMENT AND BY IMPLEMENTING SST EMERGENCY CPERATING PROCEDURE CHANGES. THE ROOT
CAUSE OF THE EVENT WAS A TUNCTIONAL DESIGN DEFICIENCY. PROPERLY SET RELIEF VALVES
WILL BE INSTALLED-ON EACH UNIT.

( 731 OCONEE 1 DOCKET 50-169 LER 91 013
POST LOCA DECAY HEAT REMOVAL SYSTEM DECLARED TECHNICALLY INOPERABLE DUE TO DESIGN
DEFICIENCY.
EVENT DATE: 110491 REPORT DATE: 112691 NSSS: BW TYPE: PWR
OTHER UNITS INVOLVED: OCONEE 2 (PWR)

DCONEE 3 (PWR)

(NSIC 223477) ON NOVEMBER u, 1991, AT 1645 HOURS BABC0CK AND WILCOX (B&W)
NOTITIED UTILITIES THAT BORON PRECIPITATION INSIbE THE CORE WOULD CCCUR. SOONER
THAN PREVIOUSLY ANALYZED ATTER CERTAIN LOCA SCENARIOS. AS A RESULT. THE POST LOCA
BORON DILUTION SYSTEM (BDS) MUST EE IN SERVICE SIGNITICANTLY EARLITR THAN
PREVIOUSLY REQUIRED TO AVOID BORON CRYSTALLIZATION ON TUEL ASSEMBLIES AND THE

'RESULTING DEGRADED HEAT TRANSTER. OPERATORS WERE INSIRUCTED TO PLACE BDS IN
SERVICE WITHIN 90 MINUTES OF THE LOCA IN ACCORDANCE WITH PRELIMINARY CUIDANCE

DUKE POWER CALCULATED THAT BDS MUST BE IN SERVICEFROM B&W. ON NOVEMBER 524)1991, HOURS ATTER THE LOCA CORRECTIVE ACTION WAS TO REVISEWITHIN 9 (RATHER THAN
PROCEDURES TO INITIATE SYSTEM OPERATION WITHIN THE NEW TIMT LIMIT. THE LOW
PRESSURE INJECTION SYSTEM WAS DECLARED TECHNICALLY INOPERnBLE TROM INSTALLATION
OF THE BDS (IN 1976) UNTIL NOVEMBER 5 1991, BECAUSE THE BDS MAY.NOT HAVE BEEN
PLACED IN SERVICE WHEN NEEDED. ALL THkEE OCONEE UNITS WERE AT 100X TULL POWER
WHEN HOTIFIED. THE ROOT CAUSE IS DESIGN DEFICIENCY.

t 741 PALO VERDE 1 DOCKET 50-528 LER 91 010
REACTOR TRIPS CAUSED BY CRID PERTURBATION.
EVENT DATE: 102791 REPORT DATE: 112691 NSSS: CE TYPE: PWR
OTHER UNITS INVOLVED: PALO VERDE 2 (PWR)

PALO VERDE 3 (PWR)

(NSIC 223572) ON 10/27/91, AT-APPROX. 0722 MST, PALO VERDE UNITS 1 AND 3 WERE
OPERATING AT APPROX. 100X POWER WHEN A GRID PERTURBATION CAUSED THE MAIN TURBINE
CONTROL SYSTEM 70 FAST CLOSE AND IMMEDIATELY REOPEN THE TURBINE CONTROL VALVES
(TVCS). THE MOMENTARY REDUCTION-IN STEAM TLOW CAUSED THE STEAM BYPASS CONTROL
VALVES IN UNITS 1 AND 3 70 QUICK OPEN. A REACTOR POWER CUTBACK OCCURRED IN UNIT
3, BUT NOT IN UNIT 1. REACTOR TRIPS IN UNITS 1 AND 3 OCCURRED WHEN REACTOR POWER
EXCEEDED THE CORE PROTECTION CALCULATOR VARIABLE OVERPOWER TRIP SETPOINTS.
IMMEDIATELY TOLLOWING THE TRIPS, SAFETY INJECTION ACTUATION SYSTEM (SIAS) AND
CONTAINMENT ISOLATION ACTUATION SYSTEM (CIAS) ENGINEERED SATETY TEATURE ACTUATION

-SYSTEM ACTUATIONS OCCURRED ON LOW PRESSURIZER PRESSURE. ALL SATETY SYSTEM
COMPONENTS ACTUATED AS DESIGNED IN EACH UNIT. BY APPROX. 080S MST OH 10/27/91,
THE PLANTS WERE STABILIZED IN MODE 3 (HOT STANDBY). THE CAUSE OT THE EVENT WAS

..
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DETERMINED TO BE THE EXPECTED PLANT RESPONSE TO A UNIQUE COMBINATION OF
CIRCUMSTANCES. THE EVENT WAS PRECIPITATED BY A GRID TAULT RESULTING TROM A
LIGHTNING STRIKE ON A SUCSTATION TEEDER LINE. THE TAULT WHICH OCCURRED WAS

TAULT WITHOUT GROUND). THE
DITTERENT TROM PREVIOUS GRID DISTURBANCE EVENTS (I.E. BERING A MOMENTARYGENERATOR OUTPUT CURRENT AT PALO VERDE DECREASED TRIG
POWER / LOAD UlTALANCE TURBINE PROTECTION ACTUATION.

[ 75] PALO VERDE i DOCKET 50 528 LER 91 011
LOSS OF ESSENTIAL AIR HANDLING UNIT DUE TO POSTULATED TIRE.
EVENT DATE: 102991 REPORT DATE: 112791 NSSS: CE TYPE: PWR
OTHER UNITS INVOLVED: PALO VERDE 2 (PWR)

PALO VERDE 3 (PWR)

(NSIC 2235731 ON OCTOBER 29, 1991, PALO VERDE UNITS 1 AND 3 WERE IN MODE 3 AND
UNIT 2 WAS IN MODE 6 AT APPROXIMATELY 96 DEGRTES TAHRENHEIT AND DEPRESSURIZED TO
ATMOSPHERIC PP. ESSURE WHEN APS ENGINEERING PERSONNEL DE1 ERMINED THAT A DESIGN
BASIS APPENDIX R TIRE IN THE CONTROL ROOM COULD RESULT IN THE LOSS OT ONE TRAIN
"C" ESSENTIAL AIR HANDLING UNIT (AHU). THE TRAIN "B" ESSENTIAL AHU PROVIDES
COOLING TO TRAIN "B" ENGINEERED SATETY TEATURES (EST) EQUIPMENT, TRAIN "B" DC
EQUIPMENT, AND TRAIN "B " DC BATTERY ROO!!S. THE TRAIN "B" EQUIPMENT IS HECESSARY
TOR THE SATE SHUTDOWN OF THE PLANT IT THERE WAS A TIRE IN THE CONTROL ROOM. UPON
DISCOVERY OF THIS P0TENTIAL EVENT APTROPRI ATE C0!!PENSATORY MEASURES WERE
ESTABLISHED IN ACCORDANCE WITH THk PVNGS TIRE PROTECTION PROGRAM. THE CAUSE OF
THIS POSTULATED EVENT WAS A TAILURE OF THE ORIGINAL APPENDIX R EVALUATION TO
RECOGNIZE THE CONTROL CIRCUIT TOR THE ESSENTIAL AHU BEING IN THE CONTROL ROOM. A
TREVIOUS SItt!LAR EVENT WAS REPORTED PURSUANT TO TECHNICAL SPECITICATION 6.9.3 IN
LER 52B/91 006 01.

! 76) PALO VERDE 2 DOCKET 50 529 LER 91-005 REV 01
UPDATE ON MSSV AND PSV SETT0!NTS OUT OF TOLERANCE.
EVENT DATE: 100991 REPORT DATE: 120491 NSSS: CE TYPE: PWR
VENDOR: DRESSER INDUSTRIES, INC.

(NSIC 223560) ON 10/9/91, WHILE UNIT 2 UAS IN MODE 1 (POWER OPERATION) AT
APPROXIMATELY 97.5 PERCENT POWER, AN ENGINEERING EVALUATION OF ASME SURVEILLANCE
TESTING RESULTS DETERMINED THAT ELEVEN (11) 0F THE 1WENTY (2) MAIN STEAM SATETY
VALVE (MSSV) AS-TOUND RELIEF SETTINGS WERE OUT OT THE TOLERAtCE LI!11TS SPECITIED
IN TECHNICAL SPECITICATION (TS) 3.7.1.1 AND IN THE TESTING REQUIRE!!ENTS
ESTABLISHED BY APS. THE TESTING AND ADJUSTilENTS WERE PERTORMED DURING THE PERIOD
OT OCTOBER 8 THROUGH OCT0EER 9, 1991, WHILE UNIT 2 WAS IN MODE 1, TO VERITY THE
RELIET SETTINGS OF THE MS$VS. ON HOVE!!BER 4 AND 5, 1991, WHILE UNIT 2 WAS IN
MODE 6 WI1H THE CORE OTTLOADED ASME SURVEILLANCE TESTING WAS PERTORMED ON THE
PRESSURIZER SATETY VALVES. THREE OF TOUR VALVES WERE OUT OF TOLERANCE ON THE
INITIAL LITT. THE CAUSE OF THE EVENT IS SETPOINT DRITT. AS IMMEDIATE CORRECTIVE
ACTION THE MSSVS AND PSVS HAVE BEEN ADJUSTED AND TESTED SATISTACTORILY. PREVIOUS
SIMILAR EVENTS WERE REPORTED IN MSSV LERS 528/B0 014-1, 528/89 010-00,
529/89-002-00, 529/89 007 00 AND 530/91-001-00.

t 771 PALO VERDE 2 DOCKET 50-529 LER 91-006
TECHNICAL SPECITICATION VIOLATIONS DURING CORE ALTERATIONS.
EVENT DATE: 102791 REPORT DATE: 112691 NSSS: CE TYPEi PWR

(NSIC 223574) ON 1C'27/01, PALO VERCE UNIT 2 WAS IN MODE 6 (RETUELING) WITH THE
REACTOR VESSEL HEAL REMOVED DURING A PLANNED RETUELING OUTAGE. AT APPROX. 1220
MST, THE CONTROL ROOM SHIFT SUPERVISOR HAS NOTITIED THAT THE CONTROL ELE!!ENT
ASSEMBLIES HAD EEEN WITHDRAWN APTROXI!1ATELY ONE (1) TOOT OUT OF THE CORE DURING
DETUELING OPERATIONS WITHOUT DIRECT COMMUNICATION ESTABLISHED WITH THE CONTROL
ROOM DURING THIS CORE ALTERATION AND WITHOUT THE RETUELING SENIOR REACTOR
OPERATOR TRESENT TO OBSERVE AND DIRECTLY SUPERVISE THE CORE ALTERATION. THIS IS
CONTRARY TO THE REQUIREMENTS OF TECHNICAL SPECITICATION (TS) LIMITING CONDITION
FOR OPERATION (LCO) 3.9.S AND TS AD:11NIS1RATIVE CONTROL 6.2.20. CORE ALTERATIONS
WERE IM!!EDIATELY SUSPENDED PER THE ACTION REQUIREMENT OF LCO 3.9.5. TOLLOWING
RESUMPTION OF CORE ALTERATIONS ATTER IMPLEt!ENTATION OF Itt!!EDI ATE CORRECTIVE

- _ - _ _ _ -
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ACTIONS, CORE ALTERATIONS WERE NOT SUSPENDED AT 1716 MST CONTRARY TO THE ACTION
REQUIREMENTS OF TS 3.0.3.2 WHEN ONE (1) 0F THE TWO (2) REQUIRED 120 YOLT VITAL AC
EUSdES TRANSTERRED TROM ITS NORMAL POWER SOURCE TO ITS AL1ERNATE POWER SOURCE.
THE CAUSE OF THESE EVENTS WAS DUE TO A COMBINATION OF COGNITIVE PERSONNEL ERRORS.
THE CONTROL ROOM SHITT SUPERVISOR SUSPENDED CORE ALTERATIONS AND PLANT MANAGEMENT
SUSPENDED ALL WORK ATTECTING OR INVOLVING CORE ALTERATIONS. THERE HAVE BEEN NO
PREVIOUS SIMILAR EVENTS REPORTED PURSUANT TO 10CTR50.73.

[ 7B] PALO VERDE 3 DOCKET $0-530 LER 91-011
AUXILIARY TEEDWAIER TLOW TRANSMITTERS EQUALI2ING YALVE IMPROPERLY ALIGNED.
EVENT DA*T: 110491 REPORT DA1Es 113091 NSSS: CE TYPE: PWR

(NSIC 223575) ON 11/4/91 t.7 APPR0X. 2342 MST, PALO VERDE UNIT 3 WAS IN MODE i
(POWER OPERATION) OPERATIND AT APPROX. 100X POWER WHEN AN AUXILIARY OPERATOR (AO)
ASSISTING IN THE PERTORMANCE OF A SURVEILLANCE TEST (ST) DISCOVERED THAT THE
CHANNEL "B" AUXILIARY TEEDWATER TLOW TRANSMITTER AFBTT 41B EQUALIZING VALVE WAS
IMPROPERLY ALIGNED. THE A0 NOTITIED THE CONTROL ROOM REACTOR OPERATOR DESIGNATED
AS THE ST TEST LEADER OF THE IMPROPER VALVE ALIGNMENT. WHILE WAITING TOR CONTROL
ROOM RESPONSE, THE A0 DISCOVERED THAT THE OTHER CHANNEL "B" AUXILIARY TEEDWATER
TLOW TRANSMITTER ATB-TT 41A EQUALIZING VALVE WAS ALSO IMPROPERLY ALIGNED. SINCE
BOTH CHANNEL "B" TLOW TRANSMITTERS WERE TOUND TO EE IMPROPERLY ALIGNED, ONE LESS
THAN THE REQUIRED NUMBER OF CHANNELS (I.E., TWD) SPECITIED IN THE TECH SPEC (TS)
LIMITING CONDITION TOR OPERATION (LCO) 3.3.3.6 "AS OPERABLE. SINCE IT HAS NOT
BEEN DETERMINED WHEN THE FLOW TRANSMITTER EQUALIZING VALVES WERE MANIPULATED, 17
IS ASSUMED THAT 1HE OPERABILITY REQUIREMENTS AND THE ASSOCIATED SEVEN (7) DAY
ACTION HERE NOT MET TOR TS LCO 3.3.3.6 SINCE THE LAST TIME THAT THE TLOW
TRANSMITTERS WERE DETERMINED TO BE OPLRATING PROPERLY ON OCTOBER 27, 1991. BASED
UPON THE RESULTS OT-THE INVESTIGATION, THE CAUSE OF THE AUXILIARY TEEDWATER TLOW
TRANSMITTER EQUALI2ING VALVES BEING IMPROPERLY ALIGNED HAS NOT BEEN DETERMINED.
THERE HAVE BEEN NO PREVIOUS SIMILAR EVENTS REPORTED PURSUANT TO 10CTR50.73.

I 79) PEACH BOTTOM 2 DOCKET 50-277 LER 91 035
ENGINEERED SATETY TEATURE ACTUATIONS-WHEN THE INCORRECT TEST PLUG WAS INSTALLED
DURING A SURVEILLANCE TEST.
EVENT DATE: 102591 REPORT DATE: 112191 NSSS: GE TYPE: BWR

(NSIC 223478) ON 10/25/91 AT 1230 HOURS. A TRIP OT AN EMERGENCY BUS BREAKER
CAUSED AN AUTOMATIC 4KV TAST TRANSTER WHICH RESULTED IN A CONTROL ROOM EMERGENCY
VENTILATION SYSTEM ACTUATION. THE CAUSE OT THE EVENT WAS THAT THE !&C TECHNICIAN
INCORRECTLY-INSTALLED TEST EQUIPMENT DUE TO INADEQUATE LAEELING. THE TEST PLUGS
AND CONNECTIONS HAVE BEEN RELAEELED. THE EVENT HAS BEEN DISCUSSED WITH THE
INVOLVED INDIVIDUALS AND THE PERTINENT INFORMATION HAS BEEN PROVIDED TO THE
APPROPRIATE I&C PERSONNEL. NO ACTUAL SATETY CONSEQUENCES OCCURRED AS A RESULT OF
THIS EVENT. THERE WERE NO PREVIOUS SIMILAR LERS IDENTITIED.

I DC) PEACH BOTTOM 2 DOCKET 50 277 LER 91-037
'2B' REACTOR PROTECTION SYSTEM MOTOR GENERATOR SET TRIP ON UNDERVOLTAGE DUE TO
DECRADED DIODES.-
EVENT DATE: 110491 REPORT DATE: 112991 NSSS: GE TYPE: BWR

(NSIC 223480) ON 11/4/91 AT 1535 HOURS, A UNIT 2 "B" CHANNEL REACTOR PROTECTION
SYSTEM (RPS) HALT SCRAM OCCURRED WHEN THE '2B' RPS MOTOR GENERATOR (M/0) SET
OUTPUT BREAKER TRIPPED. THE TRIPPED BREAKER CAUSED A PRIMARY CONTAINMENT
ISOLATION SYSTEM HALT GROUP III ISOLATION WHICH INCLUDED A STANDBY GAS TREATMENT
SYSTEM INITIATION. THE CAUSE OF THE EVENT HAS BEEN DETERMINED TO DE AN
UNDERVOLTAGE CONDITION ON THE OUTPUT OF THE '2B' RPS M/G SET DUE TO DEGRADED
DIODES. TOLLOWING THE EVENT THE '2B' RPS WAS ALIGNED TO ITS ALTERNATE TEED WHICH
ALLOWED THE HALT ECRAM AND }SOLATIONS TO BE RESET. SUESEQUENTLY THE ATTECTED
SYSIEMS WERE RESTORED TO NORMAL. SEVERAL DIODES WERE REPLACED k TEMPORARY PLANT-
ALTERATION WAS INSTALLED TO MONITOR THE 28 M/G SET. THE RPS WdS RESTORED TO ITS
NORMAL POWER-SUPPLY. NO ACTUAL SATETY CONSEQUENCES DCCURRED AS A RESULT OT THESE
EVENTS. NO PREVIOUS SIMILAR LERS HAVE BEEN IDENTITIED.
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I! 811 PERRY 1 DOCKET 50-440 LER 91 011 REV 01
UPDATE ON REACTOR WATER CLEANUP CONTAINMENT ISOLATION OCCURRED DURING PLANT
SHUTDOWN DUE-10 HICH DITTERENTIAL FLOW. :

EVENT DATE: 041691 REPORT DATE: 120691 NSSS: GE TYPE: CUR

(NSIC 223556) ON APRIL 16 1991 AT 0706 HOURS DURING A MANUAL PLANT EHUTDOUN, A
REACTOR WAIER CLEANUP (RWbU) SYSTEM CONTAINMENT ISOLATION OCCURRED DUE TO HICH
DIFFERENTIAL TLOW. Il1 MEDIATE CORRECTIVE ACTION WAS TAKEN TO VERITY 1 HAT NO ACIVAL !

SYSTEM LEAKAGE HAD OCCURRED. THE RWCU SYSIEM WAS SECURED AND SUBSEQUENTLY r

RETURNED TO SERVICE , THIS EVENT WAS DUE TO A DESION DEFICIENCY ASSOCIATED W11H
THE REDUCED TEEDUATER TEMPERATURE HODE OT-CPERATION. THE RWCU SYSIEtt WAS NOT !

ORIGINALLY INTENDED TO BE OPERATED IN A REDUCED TEEDWATER TEMPERATURE !! ODE, WHICH
WAS ADDED ATTER INITI AL CONSTRUCTION IN ORDER TO !!!NI!!!ZE THE POTCHTI A: TOR
TEEDWATER SYSTEM THER!!AL STRATIFICATION AND STRESS. HOWEVER, OPERATION IN THE
kEDUCED TEEDUATER 1EMPERATURE !! ODE OT OPERATION INTRODUCED UNTORESEEN SYSTEM
VOIDING WHICH CAUSED RWCU ISOLATION ON HIGH DITTERENTIAL TLOW. ATTER EVALUATING A
NUMBER OF PROPOSED REC 0!!?1ENDATIONS FOR REDUCING SUCH EVENTS THE OPTION OF
PURSUING A TECHNICAL SPECITICATION CHANGE TO INCREASE THE DlTTERENTIAL TLOW TIMER
SETPOINT WAS CHOSEN. ADDITIONALLY, A VENDOR ANALYSIS DETERMINED THAT NO
LONG TERM DELETERIOUS ETTECTS HAD RESULTED OR WOULD RESULT FROM OCCASIONAL RWCU
SYSTEM TRANSIENTS INYCLVING TLASHINO OR VOIDING.'

I 821 PERRY 1 DOCKET 50 440 LER 91 023
HISADJUSTED LEAK DETECTION INSTRUMENTATION RESULTS IN TECHNICAL SPECITICATION
VIOLATION.

'EVENT DATE: 110591 REPORT DATE: 120591 NSSS: GE TYPE: BWR
VENDOR: TRANSMATION, INC.

(NSIC 223557) ON 11/5/91, AT 1911 THE ft1SADJUSTHENT OF TWO MAIN STEAM LINE
ISOLATION ACTUATION INSTRUMENTATION TURBINE DUILDING MAIN STEAtt LINE TEMPERATURE
- HICH CHANNELS RESULTED IN THE INOPERABILITY Or DOTH CHANNELS AND IN VIOLATION
OF TECH SPECS. THESE CHANNELS HAD BEEN CONSIDERED OPERAELE TR0!! 11/5/91 AT 1811
UNTIL 1917 AT WHICH TI!1E THEY WERE DECLARED INOPERADLE ACA!N TOR TESTING.
HOWEVER DURING THIS PERIOD, WERE IN TACT INOPERABLE AND THE ACTION TO PLACE AT
LEAST ONE TRIP SYSTEM IN THE TRIPPED CONDITION WITHIN ONE HOUR, AS REQUIRED RY
TECH SPEC LC0 3.3.2 ACTION C. WAS NOT TAKEN. THE CAUSE Of THIS EVENT IS
EQb1PMENT PROBLEM (OTHER). A TRANSLATION !!DDEL 1010 RETERENCE CELL USED AS PART
OF THE TEST EQUIPMENT TOR SURVEILLANCE TESTING HAD INTERMITTENT fiktTUNCTION
WHICH CAUSED THE REFERENCE CELL TO PROVIDE AN $!! ACCURATE OUTPUT DURING THE TEST.
THIS CAUSED THE INSTRUf1ENTATION CHANNELS TO APPTAR TO REQUIRE ADJUSTMENT AND
RESULTED IN THE SUBSEQUENT INOPERABILITY OF BOTH CHANNELS. A REVIEW OT THE
PREVIOUS USES OF THE REFERENCE CELL IN QUESTION HAS BEEN CONDUCTED AND THE
OPERABILITY OT OTHER PLANT EQUIPMENT HAS NOT BEEN ATTECTED. ADDITIONALLY, ALL
APPLICABLE RETERENCE CELLS HAVE BEEN CHECKED TO ENSURE THAT BATTERY CONNECTIONS
ARE CLEAN AND TICHT. 70 PREVENT RECURRENCE QUALITICATION TRAINING ON THE =

REFERENCE CELL IS BEING ENHANCED 70 INCLUDb DIRECTION ON HOW TO CHECK THE
~

REFERENCE CELL.

( 'fa i PILCRIM i DOCKET 50-293 LER 91-024
Lt43 0F PREFERRED AND SECONDARY OTTSITE POWER DUE TO SEVERE COASTAL STORM WHILE<

SHUTDOWN.
EVENT DATE: 103091 REPORT DATE: 112991 NSSS: CE TYPE: EWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.' '

.i

(NSIC 2234B8) ON OCTOBER 30 1991 AT 1942 HOURS A LOSS OT PREFERRED OTTSITE 345
KV POWER OCCURRED WHILE SHUT DOWN DURING A SEVERE COASTAL STORM. THE LOSS OT
PRETERRED OTTSITE POWER RESULTED IN DESIGNED RESPONSES INCLUDING AUT0tlATIC
ACTUATIONS OF THE REACTOR PROTECTION SYSTEM, PRIMARY AND SECONDARY CONTAINMENT
ISOLATION CONTROL SYSTEMS, AND E!1ERGENCY DIESEL GENERATORS. THE CAUSE OF THE
LOSS OT PRETERRED OTTSITE POWER WAS THE FLASH 0VER OT A'345 KV SWITCHYARD
EP*JLATOR AND SEPARATE OPERATION OF A STUCK BREAKER CIRCUIT. THE FLASH 0VER

S ED THkEE SWITCHYAE3 AIR CIRCUIT EREAKERS (ACBS) TO CPEN AS DESIGNED. A TOURTH
$(T- OPENED ABOUT 1.4 SECONDS LATER (STUCK EREAKER CIRCUIT)i EVEN THOUGH THE

'? TED ACB OPENED AS DESIGNED. THE MOST PROBABLE CAUSE OF THE STUCK BREAKER,
,
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CIRCU!T OPERATION WAS 345 KV ELECTRICAL NOISE COUPLED INTO THE STUCK BREAKER
CIRCUIT CORRECTIVE ACTIONS PLANNED INCLUDE THE INSTALLATION OT A HICH hPEED
RECORDER TO MONITOR SWITCHYARD CIRCUITRY. A LOSS OF THE SECONDARY SOURCE OT
OTTSITE POWER OCCURRED AT 1953 HOURS AND AN UNUSUAL E%ENT WAS DECLARED AT 2003
HOURF. THE CAUSE OF THE LOSS OF SECONDARY CTTS!TE POWER (23 KV) WAS ALSO STORM

WHEN A TREE TELL ONTO A 23 KV LINE. PREFERRED OTTSITE POWER WAS RESTORED
RELATED, HOURS AND THE UNUSUAL EVENT WAS-1ERMINAIED AT 2230 HOURS. THE LOSS OTAT 21421

PREFERRED OTTSITE POWER OCCURRED ABOUT 2.5 HOURS ATTER THE REACTOR WAS SHUTDOWN. ;

4 I 841 P!LORIM 1 DOCKET 50-293 LER 91 025 i

REACTOR CORE ISOLATION COOLING SYSTEM BECAME INOPERABLE DUE TO OVERSPEED TRIP AND
'

INVERTER TRIP. t

EVENT DATE: 103091 REPORT DATE: 112991 NSSS: CE TYPE: BWR
i VENDOR: TOPAZ ELECTRONICS

(NS!C 223489) ON 10/30/91 AT 1942 HOURS, THE REACTOR CORE ISOLAT' N COOLING
1 (RCIC) SYSTEM TURBINE TRIPPED AS OPERATORS MANUALLY STARTED THE wiSTEM TOR

REACTOR VESSEL (RV) HATER LEVEL CONTROL. THE TRIP WAS RESET AND THE RCIC SYSTEM i
!WAS MANUALLY STARTED. HOUEVER THE RCIC INVERTER HAD TRIPPED WHEN THE "A"

RESIDUAL HEAT REMOVAL (RHR) PUMP WAS STARTED AT 1946 HOURS RESULT!NO IN.THE RCIC
SYSTEM NOT REACHING RATED TLOW. THE OPERATORS MANUALLY SHUT DOWN THE RCIC SYSTEM,
RESET THE INVERTER AND RESTARTED THE SYSTEM SUCCESSTULLY. THE RCIC TURBINE
TRITPED DVE TO MECHANICAL OVERSPEED. THE LICENSED OPERATOR DID NOT OPEN 1HE
INJECTION VALVE WITHIN TOUR (4) SECCNDS ATTER OPEN1HO THE TURBINE STEAM INLET '

VALVE. DURING SYSTEM RESTORATION THE RCIC INVERTER (TOPA2 ELECTRONICS , MODEL
125 GW-125(601) TRIPPED DUE TO A DC V0LTACE TRANSIENT CAUSED WHEN THE "A" RHR
PUMP WAS STARTED. THE BATTERY CHARGER WAS NOT OR10!NALLY DESIGNED TO MAINTAIN DC
OUTPUT DURING AC VOLTAGE TRANSIENTS CAUSED BY STARTING LARGE AC HOTORS.
CORRECTIVE ACTIONS FOR THE OVERSPEED TRIP INCLUDE CHANCING THE PROCEDURE TO
REQUIRE VALVES TO BE OPENED SIMULTANEOUSLY. A MODITICATION WAS COMPLETED THAT
INSTALLED NEW RCIC AND HIGH TRESSURE COOLANT INJECTION INVERTERS HAVINu A HICHER
TRIP SETPOINT AND AN AUTOMATIC RESET TUNCTION. EXTENSIVE TESTING WAS PERTORMED TO
ENSURE THE INVERTERS WILL NOT TRIP DUE TO DC VOLTAGE TRANSIENTS.

! 85) PILCRIM 1 DOCKET S0 29$ LER 91-026
AUTOMATIC ACTUATIONS OF PRIMARY CONTAINMENT SYSTEM CROUP 6 ISOLATION VALVE.
EVENT DATE: 103091 REPORT DATE: 112791 NSSS: GE TYPE: BWR

(NSIC 223490) ON OCTOBER 30 AND 31-, 1991 TWO AUTOMATIC ACTUATIONS OCCURRED IN THE 5

REACTOR WATER CLEANUP (RWCU) SYSTEM PORTION OF THE PRIMARY CONTAINMENT ISOLATION
CONTROL SYSTEM (PCIS). THE ACTUATIONS RESULTED IN THE AUTOMATIC CLOSURE OT ;

'

ISOLATION VALVES IN THE RWCU PORTION OF THE PRIMARY CONTAINMENT SYSTEM (PCS). THE ;

FIRST ACTUATION OCCURRED-ON OCTOBER 30, 1991 AT 2335 WHEN THE RWCU SYSTEM WAS
j BEING PUT INTO SERVICE. THE SECOND ACTUATION 0CCURRED ON OCTOBER 31, 1991 AT 0248
! HOURS WHEN THE POSITION OT A RWCU VALVE WAS BEING ADJUSTED. THIS CAUSED

INTERRUPTIONS IN THE OPERATION OF THE RWCU SYSTEM. THE CAUSE OT THE ACTUATIONS
,! IS BELIEVED TO HAVE BEEN MOMENTARY TLUCTUATIONS IN RWCU SYSTEM TLOW. THE NUCLEAR

ENGINEERING DEPARTMENT IS EVALUATING THE HICH TLOW DESIGN SETPOINTS AND THE
SYSTEM DESIGN TO ENHANCE DETECT;0N CAPABILITY WITHOUT UNNECESSARY ISOLATIONS. THE
ACTUATIONS OCCURRED WHILE SHUTDOWN WITH THE REACTOR MODE SELECTOR SWITCH IN THE

-SHUTDOWN POSITION. DURING THE FIRST ISQLATION REACTOR PRESSURE WAS ABOUT 250
PSIO AND REACTOR WATER TEMPERATURE WAS ABOUT 400 DECREES TAHRENHEIT. DURING THE I

I

SECOND ISOLATION REACTOR PRESSURE WAS ABOUT 165 PSIG AND REACTOR WATER
TEMPERATURE WAS ABOUT 365 DECREES TAHRENHEIT. THIE REPORT IS SUEMITTED IN i

ACCORDAhCE WITH 10 CTR S0.73(A)(2)(IV) AND THE ACiUAT!ONS POSED NO THREAT TO THE ,

HEALTH AND SATETY OT.THE PUBLIC.

I B61 POINT BEACH 1 DOCKET 50-266 LER 91 012 REV 01
UPDATE ON NUCLEAR INSTRUMENTATION TURBINE RUNBACK.
EVENT DATE: 092491 REPORT DATE: 112791 NSSS: WE TYPE: PWR I

. VEND 0%: ELCAR, CORP.

(NSIC 223474) AT 1027 ON 9/24/91 UNIT 1 EXPERIENCED A TURBINE RUNBACK TROM 100%

_ _ _ _ _ _ _ -~ _ _ _ _ _ _ u __ _ _ _ _ , _ . _ , _ _ _ _ _ , _ .
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- TO APPROXIMATELY 80% POWER DURING MAINTENANCE ON INVERTER DYOD. THE RUNBACK WAS
CAUSED BY A VOLTAGE LOSS ON INSTRUMENT BUSES 1YO4 AND 1Y104 WHEN THE SUPPLY
BREAKER TROM DC BUS D04 TO INVERTER DYOD WAS CLOSED. PRICR TO THIS EVENT, SWING
INVERTER DYOD (ELOAR MODEL 253+1-103) HAD BEEN TAKEN OUT OF SERVICE TOR
MAINTENANCE. THE TURBINE RUNBACK OCCURRED WHEN THE D04 TO DYOD SUPPLY BREAKER WAS4

CLOSED WHILE BRINGING THE INVERTER BACK INTO SERVICE. THE INPUT CIRCU1T BREAKER
TILTER CAPACITORS TO INVERTER DYOD HAD NOT BEEN CHARGED PRIOR TO ATTEMPTED
CLOSURE. THE UNCHARGID CAPACITORS CAUSED A VOLTAGE SPIKE TO OCCUR ON THE DC
SUPPLY BUS 70 INVERTER 1DYO4 (BUS D04). THIS LOLTAGE SPIKE SCRAMBLED THE
INVERTER'S LOGIC BLOWING A TUSE AND SHUTTINO DOWN INVERTER 1DY04. ALSD, THE
UhCHARGED CAPAC1YOR CREATED AN EXCESSIVE CURRENT DRAW ON INVERTER DYOD CAUSING
THE DC SUPPLY BREAKER TO TRIP ON OVERCURRENT. POWER TO YELLOW INSTRUMEkT BUSES ,

1YO4 AND 1Y104 WHICH WAS BEING SUPPLIED BY INVERTER 1DYO4, WAS SUBSEQUENTLY
LOST. THIS LOS$ OT POWER PRODUCED A NEGATIVE VOLTAGE SP!KE ON NUCLEAR INSTRUMENT
CHANNEL N44, ACTIVATING THE DROPPED ROD TURBINE RUNDACK CIRCUITRY. ALL
INSTRUMENTATION AND CONTROL SYSTEMS OPERATED AS DESIGNED. UNIT 1 WAS RETURNED TO
TULL POWER AT 1257.

! 871 POINT BEACH 1 - DOCKET $0+266 LER 91+014 [
NUCLEAR INSTRUMENTATION TURBINE RUNBACK CAUSED BY A VOLTAGE SPIKE ON POWER RANGE
CHANNEL N44.
EVENT DATE: 110391 REPORT DATE: 112791 NSSS: WE TYPE: PWR

- VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 223475) AT 1140 ON NOVEMBER 3 1991 WHILE UNIT 1 WAS OPERATING AT 100%
POWER, A 20% RUN BACK OF THE TURBINk CENEkATOR OCCURRED. THIS RUNBACK WAS CAUSED
BY AN OUTPUT TRANS!ENT ON POWER RANCE NUCLEAR INSTRUMENTATION CHANNEL N44 THE
REACTOR PROTECTION SYSTEM SENSED A DROPPED CONTROL ROD AND INITIATED THE TURBINE
RUNDACK. TOLLOWING THE RUNBACK, THE LOAD INCREASE WAS COMMENCED AT 1145. TULL
POWEM WAS ATTAINED AT 1220. t

t 881 POINT BEACH 2 DOCKET 50 301 LER 91+004
CONTAINMENT ISOLATION VALVE LEAKAGE IN EXCESS OF TECHNICAL SPECITICATION LIMITS.
EVENT DATE: 100891 REPORT DATE: 111591 NSSS: WE TYPE PWR
VENDOR: GRINNELL INDUSTRIAL PIPINO, INC.

MASSACHUSETTS EHOINEERING CO., INC.

(NSIC 213650) ON 10/1/91, DURING THE UNIT 2 RETUELING SHUTDOWN, OPERATIONS
RETUELING TEST (ORT) 67, " COMPONENT COOLING WATER TO AND TROM THE EXCESS LETDOWN
HEAT EXCHANGER, UNIT 2 " WAS IN PROGRESS. THIS TEST, AS WELL AS THE OTHER TESTS
DI.9 CUSSED IN THIS REP 0kT WAS BEING PERTORMED TO MEET THE prQUIREMENTS OT 10 CTR j

50, APPENDIX J TOR TYPE b CONTAINMENT ISOLATION VALVES. DUAING THE INITIAL
'

CHECK VALVE CC 767 TAILED TO SHUT.
PERTORMANCE Of THIS SEAT LEAKAGE TEST, REQUIRED 1EST PRESSURE COULD NOT BEBECAUSE THE VALVE TAILED 70 SHUT, THE

' ACHIEVED 1 THERETORE, THE AS TOUND LEAK RATE COULD NOT BE QUANTITIED. A SECOND
ATTEMPT WAS MADE TO PRESSURIZE THIS LINE. THIS TIME THE LINE PRESSURIZED TO THE i

REQUIRED PRESSURE. THE LEAK RATE MEASURED DURING THIS SECOND ATTEMPT WAS WITHIN i
THE LIMITS OF TECHNICAL SPECITICATIONS SECTION 15.4.4.!!I.B.

! 89) QUAD CITIES 1 DOCKET 50-254 LER 91-02:
"B" TRAIN CR HVAC EME.91ENCY TILTRAT!0N UNIT UNABLE TO ATTAIN PROPER DITTERENTIAL
TEMPERATURE (DT) ACROSS HEATER DUE TO EXCESSIVELY CONSERVATIVE DT REQUIREMENTS.
EVENT DATE: 110491 REPORT DATE: 120491 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: QUAD CITIES 2 (BWR)

(NSIC-223470) ON NOVEMBER 4,-1991 AT 1940 HOURS UNIT ONE WAS IN THE RUN MODE AT
100 PERCENT OF RATED CORE THERMAL POWER. UNIT TWO WAS ALSO IN THE RUN MODE AT 79
PERCENT OT RATED CORE THERMAL POWER. AT THIS TIME, THE CONTROL R00:1 (VI) (CR) "B" *

TRAIN AIR TILTRATION UNIT (ATU) WAS DECLARED INOPERABLE. DURING THE SURVE!LLANCE :
TESTING, THE HEATER (EHTR) TAILED TO ATTAIN A 15 DEGREE TAHRENHEIT DITTERENTIAL !

- TEMPERATURE (DT). AN EMERGENCY NOTITICATION SYSTEM (ENS) PHONE CALL WAS COMPLETED
AT 2104 HOURS PCR 10CTR50.72(B)(2)(III)(D). TECHNICAL SPECITICATION AMENDMENTS
133 AND 128 WERE APPROVED AND IMPLEMENTED ON NOVEMBER 10, 1991 TOLLOWING A 30 DAY
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COMMENT PERIOD. THE CAUSE OF THE TAILURE TO REACH A DITTERENTIAL TEMPERATURE IS
: UNKNOWN. A SUPPLEMENTAL REPORT WILL BE SUEMITTED AT A LATER DATE. CORRECTIVE

ACTIONS INCLUDED THE NEW IECHh! CAL SPECITICATION HEATER DT REQUIREMENTS REVISING
1HE MONTHLY SURVEILLANCE TU INCORPORATE THE NEW REQUIREMENTS, AND PERTOdMING THE'

MONTHLY CPERADILITY SURVEILLANCE. THIS REPORT IS BEING SUBMITIED TO COMPLY WITH
10CTR50.73(A)(2)(V).

[ 90) QUAD CITIES 2 DOCKET $0 265 LER 91 011
HICH PRESSURE COOLANT INJECTION DECLARED INOPERABLE DUE TO TAILURE OT CLAND SEAL
HOTWELL PUMP CAUSED BY HIGH SEAL SWITCH TAILURE.
EVENT DATE: 101591 REPORT DATE: 110891 NSSS: CE TYPL BWR
VENDOR: MERCOID CORP.

(NSIC 223444) ON OCTOBER 15 1991 AT 1304 HOURS, UNIT TWO WAS IN THE RUN MODE-AT !
BB PERCENT OT RATED CORE THERMAL h0WER. AT THIS TIME, THE HIGH PLESSURE COOLANT '

INJECTION (HPCI) GLAND SEAL HOTWELL PUMP WAS OBSERVED TO BE CYCLING ON AND OTT.
1HE HPCI SYSTEM W4S DECLARED INOPERABLE ATTER TURTHER INVESTIGATION AND A HPCI

OCTOBER 15, 1991 AT 1442 HOURS AN EMERGENCYi SYSTEM OUTAGE REPORT WAS INITIATED.
' NOTIFICATION SYSTEM-(ENS) PHONE NOTITICATION WAS COMPLETED AS REQUIkED BY-

10CTR50.72(B)(2)(!!!)(D). AT 1125 HOURS ON OCTOBER 16 1991 ELECTRICAL
HAINTENANCE (EM) HAD DISCOVERED THE HICH LEVEL SWITCH f0R THE HPCI GLAND SEAL ;

HOTWELL PUMP HAD Sb!PPED OUT OT THE C CLIP. THE SWITCH WAS REPAIRED AND THE ;
'

SYSTEM WAS SUCCESSPULLY TESTED. CORRECTIVE ACTIONS INCLUDE THE CONTINUATION OT
THE INSPECTION AND PREVENTIVE ACTIONS DOCUMENTED IN LER 2 90 009. THIS REPORT IS
BEING SUBMITTED IN ACCORDANCE WITH 10CTR50.73(A)(2)(V)(D).

II 91) RIVERBEND 1 DOCKET 50 456 LER 91-020
HYDROCEN ICN!TERS DECLARED INOPERABLE DUE 70 DISCREPANCIES BETWEEN THE
SURVEILLANCE PROCEDURC AND THE-TECHNICAL SPECITICATIONS.
EVENT DATE: 10:491 REPORT DATES- 112491 NSSS: CE TYPE: BWR

(NSIC 223563) AT 0800 HOURS ON OCTOBER A 1991, WITH THE REACTOR IN OPERATIONAL'

CONDITION 1 (POWER OPERATION), WHILE PERTORMING A REVIEW 0F TECHNICAL
SPECITICATION (TS) SECTION 3/4.6.6.3 " PRIMARY CONTAINMENT /DRYWELL HYDROGLN
IGNITION SYSTEM", A DISCREPANCY WAS TOUND BETWEEN THE TS AND THE APPLICABLE
SURVEILLANCE TEST PROCEDURE (STP). THE STP HAS BEEN NONCONSERVATIVE WITH RESPECT
TO THE TS. SIXTY-TWO HYDROGEN IGNITERS WERE DECLARED INOPERABLE AND THE REACTOR
WAS SHUTDOWN PURSUANT TO TS SECTION 3.0.3. THERETORE, THIS REPORT IS SUBMITTED
PURSUANT TO 10CTR50.73(A)(2)(I)(A) (PLANT SHUTDOWN REQUIRED BY THE TS) AND *

10CTR50.73(A)(2)(1)(B) (OPERATION PROHIBITED BY THE TS). CORRECTIVE ACTIONS
INCLUDE REVISION OF THE STP TO RESTORE CONSISTENCY WITH THE TS ADDITIONAL
TRAINING, AND A REVIEW OF A SAMPLE OT STP REVISIONS AND TEMPORdRY CHANGE NOTICE
FOR 10CTR50.59 APPLICABILITY, AND A VERITICATION OT A SAMPLE OF STPS AGAINST THE
TS. THE REACTOR WA3 SHUTDOWN IN ACCORDANCE WITH TS 3.0.3. SUBSEQUENTLY, HYDROGEN
IGNITER SYSTEM OPERABILITY WAS VERITIED PURSUANT TO TS 4.6.6.3.

I 92) RIVERBEND 1 DOCKET 50+450 LER 91 019
SURVEILLANCE ON THE RADWASTE BUILDING VENTILATION EXHAUST DUCT NOBLE GAS ACTIVITY
MONITOR NOT MET WITHIN THE TECHNICAL SPECITICATION REQUIRED. TIME TRAME.
EVENT DATE 102691 REPORT-DATE: 112491 NSSS: GE TYPE: BWR

(NSIC 223561) AT 2050 ON 10/26/91 WITH THE REACTOR IN OPERATIONAL CONDITION 2
(STARTUP), OPERATIONS PERSONNEL DISCOVERED THAT SURVEILLANCE TEST PROCEDURE
(STP)-511-4 516, A QUARTERLY STP WHICH CONCERNS THE RADWASTE BUILDING VENTILATION

,

| EXHAUST DUCT NOELE CAS ACTIVITY MONITOR, HAD NOT BEEN COMPLETED WITHIN THE
REQUIRED TECH SPEC TIME TRAME. OPERATIONS PERSONNEL-REVIEWED THE TECH SPEC
REQUIREMENTS UNDER SECTION 3.3.7.11.B-4A, DECLARED THE MONITOR INOPERABLE AND
ENTERED THE ACTION STATEMENT REQUIRING CHEMISTRY SAMPLING UNDER A. LIMITING
CONDITION FOR OPERATION (LCO). THE STP-WAS SUCCESSTULLY PERTORMED BY 2300 HOURS
ON 10/28/91. TO DOCUMENT THE NON-COMPLIANCE WITH THE SURVEILLANCE REQUIREMENT,
THIS REPORT IS SUBMITTED PURSUANT TO 10CTR50.73(A)(2)(!)(B) AS OPERATION
PROHIBITED BY THE TECH SPECS. BASED ON A TASK ANALYSIS OF THIS EVENT AND
PERSONNEL INTERVIEWS, THE ROOT CAUSE FOR HISSING THE SCHEDULED PERTORMANCI. DUE

,
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DATE WAS PERSONNEL TRROR WHICH INVOLVED TWO PRIMARY CAUSAL TACTORS, SELF* CHECKING
AND VERBAL COMMUNICAT10NS BETWEEN THE ISC TOREMAN AND CONTROL ROOM PERSONNEL. -

EETWEEN 10/12/91 AND 10/26/91 THE MONITOR WAS ADMINISTRAT!YELY INOPERABLE; i

SATISTACTORY PERTORMkNCE OF THE STP ON 10/28/91 VERITIED THAT THEHONEVER,WAS TUNCTIOMAL DURING THIS TIMETRAME AND WAS CAPABLE OF PERFORMING ITSMONITOR
INTENDED SATETY TUNCTION.

,

e

i I $31 ROBINSON 2 DOCKET 50 261 LER 91-009 REV 01
UFDATE ON OVEhTEMPERATURE DELTA TEMPERATURE CHANNELS INOPERABLE DUE TO SUMMATOR
MODUI.E LAD CONSTANTS.
EVENT DATE: 081691 REPORT DATE: 112791 NSSS: WE TYPE: PWR

(NSIC 223472) IN AUCUST OT 1991 AN ON GOING ANALYSIS AND REVIEW WAS IN PROGRESS
REGARDING DELAY TIMES AND LAG CbHSTANT3 ASSOCIATED WITH OVERTEMPERATURE DELTA
TEMPERATURE (OTDT) INSTRUMENTATION AND CIRCUITRY. THE OVERALL RESPONSE TIME OF
REACTOR COOLANT SYSTEM HOT AND COLD LEO TEMPERATURE INSTRUMENTATION AND CIRCUITRY
WAS REVISED BY A 1908 MODIFICATION. HOWEVER CERTAIN SUMMAT0n MODULES WITHIN THIS i

CIRCUITRY CONTAINED CAPACITORS (LAG CIRCUITS) THAT WERE NOT CONSISTENT WIIH THE
VALUES ASSUMED WITHIN THE ACCIDENT ANALYSES. THE THREE OTDT CHANNELS WERE
DECLARED INOPERABLE AT 1200 HOURS ON AUGUST 16, 1991 AND TECHNICAL SPFCIFICATION
3.0 WAS ENTERED. SINCE REPAIRS COULD NOT BE COMPLETED WITHIN E10HT HOURS AS
REQUIRED BY THE TECHNICAL SPECITICATIONS A UNIT SHUTDOWN WAS INITIATID AT 1345-
HOURS, WITH THE REACTOR BEING MADE SUBCRITICAL AT 1845 HOURS. THE CAPACITORS WERE
REMOVED AND THE OTDT CHANNELS WERE DECLARED OPERAELE AT 0630 HOURS ON AUCUST 18,
WITH THE UNIT BEING PLACED ON LINE AT 1432 HOURS. AN INDEPENDENT TEAM OF ONSITE

'AND OFTSITE PERS?NNEL COMPLETED AN INVESTIGATION AND ROOT CAUSE ANALYSIS OF THIS
OCCURRENCE. ONE OF THE ROOT CAUSES IDENTIFIED BY THE TEAM WAS THE FAILURE OF THE
VENDOR WHO DEVELOPED AND DESIGNED THE 1988 MODITICATION TO IDENTITY THE REMOVAL
GP THE LAG CIRCUITS AS A DESIGN BASIS REQUIREMENT.

5

I 94) SALEM 1 DOCKET 50 272 LER 91-003 REV 01
UPDATE ON TWO STEAM TLOW CHANNELS FOR 1 STEAMLINE INOPERABLE DUE TO PERSONNEL
ERROR.
EVENT DATE: 020991 REPORT DATE: 102491 NSSS: WE TYPE: PWR

(NSIC 223333) ON 2/9/91, DURING REACTOR SHUTDOWN (IN SUPPORT.0F THE UPCOMING
NINTH RETUELING OUTAGE), A NO. 14 STEAM GENERATOR (S/G) STEAMLINE TLOW CHANNEL I
TRANSMITTER SENSING LINE WAS ISCLATED DURING INVESTI0ATION OF A 14 5/0 STEAMLINE
FLOW CHANNEL II ERRONEOUS READING. SUBSEQUENILY, ACTION STATEMENT 3.0.3 UAS
ENTERED SINCE THE ACTION STATEMENTS FOR TECH SPECS 3.3.2.1 AND 3.3.3.1 DO NOT
ADDRESS REQUIRED ACTIONS WITH MORE THAN ONE INOPERABLE STEAMLINE TLOW CHANNEL TOR
ANY ONE S/G. THE ROOT CAUSE OF THIS EVENT IS PERSONNEL ERROR AS ATTRIBUTED TO
INAPPROPRIATE SUPERVISORY DIRECTION. THE SUPERVISOR INVOLVED ACTED UPON AN
INVALID ASSUMPTION. WHEN THE TRANSMITTER SENSING LINE WOULD NOT STOP VENTING
(AFTER THE ROOT VALVE WAS CLOSED) THE SUPERVISOR INCORRECTLY ASSUMED EITHER THE
SCHEMATIC WAS NOT READ CORRECTLY, THE VALVES WERE MISLABELED OR THE SCHEMATIC WAS
INCORRECT. THE SUPERVISOR DID NOT CONSIDER THAT THE CORRECT TRANSMITTER SENSING
LINE ROOT VALVE WAS CLOSED BUT WAS LEAKING BY (DUE TO IT NOT BEING CLOSED TIGHT
ENOUCH). CONTRIBUTING TO THIS EVENT WAS THAT THE SCHEMATIC DRAWING, WHICH
DETAILS COMPONENT ALIGNMENT, (FOR THE TRANSMITTER SENSING LINES) WAS NOT TAKE TO
THE JOB SITE. UPON NOTIFICATION OF THE ISOLATION OF VALVE AND SUCCESSFULLY
CLOSED THE CORRECT ROOT VALVE (I.E., THE FIRST ONE CLOSED) AND VENTED THE SUBJECT
SENSING LINE.

! 951 SALEM 2 DOCKET 50-311 LER 91 016
MISSED TECHNICAL SPECITICATION, TWO TIRE HOSES NOT INSPECTED IN THE REQUIRED

. TREQUENCY.
EVENT DATE: 102591 REPORT DATE: 112291 NSSS: WE TYPE: PWR

(NSIC 223431) ON.10/25/91, A STATT ENGINEER DISCOVERED THAT PROCEDURE
M10-SST 023-2 " DETAILED INSPECTION OF TECHNICAL SPECITICATION RELATED HOSE
STATIONS", USED TO SATISFY SURVEILLANCE REQUIREMENTS FOR TECHNICAL SPECIFICATION
4.7.10.4.B EVERY 18 MONTHS, WAS JNCORRECT. TWO (2) HOSE STATIONS, 2TP229 AND

,

I
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2FP230, HAD BEEN INADVER1ENTLY DELETED FROM ATTACHMENT 1 0T THE PROCEDURE WHEN IT
WAS REVISED IN JUNE 1909. THE SURVEILLANCE WAS REVISED. THE LAST SUCCESSFULLY

l COMPLETED SURVEILLtNCE, PR10P TO THE INAFTROPHIATE PROCEDURE REVIS!0d, WAS IN MAY
1989. THE OPERATING SHITT WAS INFORMED AND ACTION STATEMENT 3.7.4.10 WAS
ENIERED. THE ROOT CAUSE OF THE INAPPROPRIATE PROCEDURAL REVISION IS PERSONNEL
ERROR (INA1TENTION To DETAIL). THE TROCEDURE WRITER DID NOT VERITY THE ACCURACY
OT THE REVISION WHICH DELETED TIRE HOSE STATIONS 2FP229 AND 2FP230 FROM'

ATTACHEMENT 1. THE PROCEDURE URITER AND PROCEDURE REVIEWER, WHO PROCE3 SED THE
,

PROCEDURE REVISION HAVE BEEN COUNSELED. THE PROCEDURE ERROR WAS CORRECTED AND
H0SE STATIONS 2FP219 AND 2FP230 WERE INSPEC1ED AS PER THE CORTsECTED PROCEDURE.
THE FIRE PROTECTION DEPARTMENT WILL REVIEW THEIR TECHNICAL SPECIFICA110H
SURVEILLANCE FROCEDURES REVISED AFTER JULY 1909. THE T!RE PROTECTION DEPARTMENT
REVIEWED THIS EVENT WITH THEIR PROCEDURE WRITERS AND PROCEDURE REVIEWERS.
FROCEDURE, NC.NA AP.ZZ-0032(Q) WILL DE REVIEWED AND REVISUD.'

I 96) SALEM 2 DOCKET 50-311 LER 91 017
REACTOR / TURBINE TRIP ON LOW AUTO STOP OIL PRESSURE TOLLOWE;) BY TURBINE /CENERAL
FAILURE.
EVENT DATE: 110991 REPORT DATE: 120991 NSSS: WE TYPE: PWR

'

(NSIC 223514) ON 11/9/91, A REACTOR TRIP EVENT OCCURRED DURING PERFORMANCE OF THE
MONTHLY AUTO STOP OIL SYSTEM PROTECTION DEVICE TESTING. ATTER THE CENERATOR
BREAKER OPENED (PER DESIGN),-A TURBINE OVERSPEED CONDITION DEVELOPED RESULT!NO IN
TAILURE OF THE TURBINE / GENERATOR. THE REACTOR TRIP INITIATED WHILE THE AUTO STOP
OIL (AST) SYSTEM TEST / NORMAL LEVER WAS STILL IN THE " TEST" POSITION. FOLLOWING
THE INITIAL DROP IN AST SYSTEM HEADER PRESSURE, PRESSURE RETURNED. ONCE THE AST
BISTABLE RESET SFTPOINT WAS REACHED, THE TURBINE RELATCHED ALLOWING THE TURBINE
VALVE TO REOPEN. WITHIN 15 SECONDS OF THE GENERATOR OUTPUT EREAKERS' OPENING, THE
MAIN STOP VALVES FLUCTUATED AT THE 90% OPEN LIMIT. WITHIN THE FOLLOWING 6 SECONDS
THE 4 MAIN SIOP VALVES HAD CONE TULL OPEN. THE GOVERNOR VALVES THEN OPENED DUE 70 e

TAILURE OF THE 63-3 AST TURBINE PROTECTION FRESSURE SWITCH TO LOCK IN THE TURBINE
TRIP SIGNAL IN CONJUNCTION WITH THE TAILURE OF 3 OVERSPEED PROTECTION EHC
S0LENDID VALVES (20/ET, 20-1/0PC AND 20-2/0PC) TO OPEN. THE OPERATORS AT THE
FRONT STANDARD HTARD SEVERAL HICHLY UNUSUAL SOUNDS FROM THE TURBINE AND MANUALLY ;

TRIPPED THE TURBINE CAUSING CLOSURE OF THE TURBINE VALVES. THE TRIP CAUSE WAS :
'

BLOCKAGE OF THE AST PRESSURE REDUCTION ORIFICE. INVESTIGATION TO IDENTITY THE
SOURCE OF THE FCREIGN MATERIAL IS CONTINUING. SEVERAL CAUSAL TACTORS OF THE
TURBINE TAILURE HAVE BEEN IDENT! TIED.'

I

I 97] SAN ONOFRE 1 DOCKET 50-206 LER 91-013 REV 01
UPDATE ON MIS ASSEMBLY OF THE 4160 VOLT ROCM HALON SYSTEM ACTUATION LINES.
EVENT DATE: 070191 REPORT DATE: 120691 NSSS: WE TYPE: PWR

(NSIC 223458) AT 0524 ON 7/1/91, AN INADVERTENT ACTUATION OF THE HALON TIRE
J SUPPRESSIDH SYSTEM IN THE UNIT 1 4160 VOLT (4 KV) SWITCHCEAR ROOM OCCURRED.

MOISTURE INTRUSION IN TO THE HALON CONTROL PANEL ACTUATION CIRCUITRY CAUSED THE
INADVERTENT ACTUATION. CONTRARY TO DESI3N, THE DISCHARCE WAS LIMITED SutELY TO
THE MAIN BANK MASTER EDTTLE. THE MASTER DANK SLAVE BOTTLES TAILED TO PROPERLY
ACTUATE AS DESIGNED DUE TO AN INCORRECTLY CONNECTED ACTUATION LINE BETWEEN THE
MASTER BOTTLE AND THE SLAVE EDTTLES. THI RESERVE BANK (REDUNDANT) HALON SYSTEM
WAS SIMILARLY INCORRECTLY CONFIGURED AND WAS THEREFORE ALSO INCAPABLE OF COMPLETE

; DISCHARGE. AS A RESULT, EDTH BANKS OF THE 4 KV ROOM HALON SYSTEM WERE ;NOPERABLE.
CUR INVESTIGATION HAS C0hCLUDED THAT THE ACTUATION LINES WERE INCORRECiLY
CONNECTED DURINC MAINTENANCE ACTIVITIES THAT OCCURRED EITHER IN JUNE 1988 OR IN
APRIL /MAY 1989, WHEN THE MAIN AND 1.ESERVE BANK MASTER BOTTLES WERE DISCONNECTED
AND TRANSPORTED TO AN OTT SITE VENDOR FOR SERVICING, AND SUBSEQUENTLY REINSTALLED
BY SCE. THIS EVENT PRESENTS A CONDITION PRCHIBITED BY TECHNICAL SPECIFICATION
3.14.4, "HALON SYSTEMS," PART B, SINCE THE OPERABILITY REQUIREMENTS OF THE HALON

,

SYSTEM HAD NOT EEEN SATISTIED DURING THE PERIOD OF TIME THAT THE SYSTEM WAS NOT
PROPERLY CONFIGURED. SCE'S INVESTIGATION HAS IDENTIFIED DEFICIENCIES IN-

MAINTENANCE PROCEDURES, POST MAINTENANCE VERITICATION AND OTHE55.
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! 98) SAN OH0TRE 1 DOCKET 50 206 LER 91-017 |
AUT0!!ATIC REACTOR TRIP UPON TRANSTER OT VITAL BUS #1 WITH PRE EXISTING TAILURE Or i

HIGH STARTUP RATT BLOCK RELAY.
EVENT DATE: 101791 REPORT DATE: 111B91 HSSS: WE TYPE: PWR i

VENDOR: WESTINCHOUSE ELECTRIC CORP.

(NSIC 223459) AT 1314 ON 10/17/91, DURING THE PERTORMANCE Or CORRECTIVE ,

MAINTENANCE ON AN ALARM HODULE POWERED TROM V!TAL BUS NO. 1 (VB1), AND WITH A
PRE EXISTING TAILURE OF THE HICH STARTUP RATE (SUR) BLOCX RELAY (AP4D) UNIT 1
AUT0!!ATICALLY TRIPPED TRC!! 91% POWER ON A SPURIOUS HICH SUR SIGNAL. THb SPURIOUS r

SUR SIGNAL WAS GENERATED WHEN A !!OMENTARY POWER INTERRUPTION TO VD1 OCCURRED
DURING AN AUT0!!ATIC TRANSTER OT VB1 TO ITS ALTERNATE POWER SOURCE, WHICH WAS
INITI ATED DUE TO A M0!!ENTARY GROUND TAULT ON THE CUS. AS A TAPED ALAR!! MODULE
POWER LEAD WAS EEING ROUTED THROUGH A CROO!!!NG 110LE IN THE !!ODULE CHASSIS, THE
LEAD ARCED APPARENTLY THROUCH THE TATE TO THE MODULE CHASSIS, CAUSING THE GROUND. .

'

THE REACTOR PROTECTION SYSTEM (RPS) AND AUTO 1ATIC C0llTROL SYSTEMS FUNCTIONED AS
DESIGNED AND THE PLANT WAS STABILI2ED IN MODE 3 AT 1342. AN AUXILIARY TEEDWATER r

(ATW) ACfUATION OCCURRED DUE TO THE EXPECTED DECREASE IN STEAM GENERATOR LEVELS t

TOLLOWING THE Tk!P. ALL ATW C0!!PL!lENTS RESPONDED IN ACCORDANCE WITH DESIGN, AND
THE ATW ACTUATION WAS RESET AT 1401. LABORATORY A!!ALYSIS OF THE TAPED LEAD .

REVEALED THAT THE INSULATING CAPABILITY OF THE TAPE HAD APPARENTLY BEEN DECRADED
'

DURING HANDLING. THIS IS POSTULATLD TO !! AVE OCCURRED WHEN THE TAPED LEAD
CONTACTED A SHARP EDGE OT THE GROO!!!NG HDLE ON THE ALARM MODULL CHASSIS WHEN THE
LEAD WAS INSERTED THROUGH THE HOLE. '

,

'! 99) SAN ONOTRE i DOCKET 50-206 LER 91-020
DELINQUENT REACTOR COOLANT PUMP TLYWHEEL INSTECTIONS.
EVENT DATE: 102491 REPORT DATE: 112S91 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SAN ON0TRE 3 (PWR)

(NSIC 223S33) ON 10/24/91, WITH UNIT 3 IN MODE 1 AT 100% POWER IllE REACTOR
COOLANT PUt!P (RCP) MOTOR TLYWHEEL INSPECTION INTERVAL, AS SPECITIED BY TECHNICAL
SPECITICATION (TS) SURVEILLANCE 4.4.9 " REACTOR COOLANT SYSTEM + STRUCTURAL &

INTEGRITY," AND REGULATORY GUIDE (h0),1.14, WAS IDENTITIED TO HAVE BEEN EXCEEDED,-

IT WAS SUBSEQUENTLY DISCOVERED O!! 10/2S/91 WITH UNIT 1 IN !!CDE 1 AT 90% POWER,
THAT THE TLYWHEEL INSPECTION INTERVAL, AS $PECITIED BY TS 4.7, " INSERVICE ,

INSPECTION REQUIRE!!ENTS," AND RG 1.14, FOR UNIT 1 RCPS "B" AND "C" HAD ALSO BEEN
EXCEEDED. SINCE THE SURVEILLANCE INTERVALS HAD BEEN EXCEEDLD, THE TOUR UNIT 3
RCPS AND UNIT 1 RCPS "B" AND "C" WERE CONSIDERED INOPERACLE. AS UNITS 1 AND 3 ;

TSS DO NOT ADDRESS OPERABILITY REQUIREMEN4S FOR RCP MOTOR TLYWHEELS, TS 3.0.3 WAS
ALSO APPLICABLE. PLANT SHUTDOWN WAS DELAYED, AS ALLOllED BY TS 4.0.3, WHILE SCE
SOUGHT A TE!!PORARY WAIVER OF C0!!PLI AllCE FOR UNITS 1 AND 3 TO DETER SHUTDOWN OF 'Tl!E UNITS TO INSPECT THE RCP MOTOR TLYWHEELS UNTIL 12/1/91. VEREAL APPROVAL WAS
OBTAINED OH 10/25/91 AND ON 10/30/91, THE WAIVER REQUEST WAS TOR!! ALLY CRAt2ED.
THE CAUSE OF THE DELINQUENT UNIT 1 TLYWHEEL INSPECTION HAS CEEN ATTRIBUTfD TO A
WEAKNESS IN THE TRACKING OF THE TLYWHEEL SURVEILLANCE. THE CAUSE OF THC UNIT C
INSPECT *0N INTERVAL BEING EXCIEDED WAS A SCHEDULING DVERSIGHT Uk' SCE FERSONNEL
DUE TO WEAKNESSES IN ADi11NISTRATIVE CONTROLS.

(100) SAN ONOTRE 1 DOCKET 50-206 LER 91 019
~

E!!ERGENCY LIGHT INOPERABLE CONTRARY TO TECHNICAL.JPECITICATTONS DUE TO PRDCEDURAL
DEFICIENCY.
EVENT DATE: 103091 REPORT DATE: 120291- NSSS: WE TYPE: PWR

(NSIC 223460) ON NOVE!1BER 1. WITH UNIT 1 IN MODE 1, DURING THE REVIEW OF ROUTINE
*PREVENTATIVE MAINTENAtlCE INSPECTION DATA TR0!! 8 HOUR EMERGENCY LICHTS, IT WAS

DETERMINED THAT EMERGENCY LIGHT L2 25-1-R HAD BEEN INOPERACLE SIflCE OCTOBER 23,-
1991, WHEN A BATTERY LEAD BECAME DISCONNECTED TR0!1 A SEVERELY CORRODE 0 BATTERY
TERMINAL AS IT WAS EEING CLEANED. ON NOVE!!EER 1, 1991 THE EMERGENCY LIGHT WAS
REPAIRED. THE LIGHT WAS SATISTACTORILY TEETED AtlD DE!!0NSTRATED TO BE OPERABLE ON
11/3/91. CONTRARY TO TECHNICAL SPECITICATION (TS) 3.14.9, "8 HOUR EMERGENCY
LICHTING UNITS," THE REPAIR OF THE LICHT WAS NOT C0!!PLETED WITHIN THE 7 DAYS -

PERMITTED, WHICH ENDED ON OCTOBER 30, 1991. THE INCIDENT RESULTED TROM AN
INADEQUATE INSPECTION PROCEDURE THAT FAILED TO PROVIDE APPROPRIATE GUIDANCE

.

d
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RELATIVE TO OBSERVED 10 CFR 50, APPENDIX R, EMERCENCY LIGHT DEFICIENCIES
REQUIRING PROMPT ACTION AND NOTIFICATIDN. AS A RESULT, INITIATION OF CORRECTIVE
ACTION FGR THE IDENTIFIED DEFICIINCY WAS INCORRECTLY DEFERRED FROM THE TIME OF
DISCOVERY TO OCTOBER 30, 1991, UHEN THE OTHER EMERGENCY LIGHT INSPECTIONS WERE4

COMPLETED AS CORRECTIVE ACTION, A MAINTENANCE SURVEILLANCE TEST PROCEDURE WILL
BE DEVELOPED EXCLUSIVELY FOR UNIT TS RELATED 10 CFR 50,-APPENDIX R, LIGHTING
UNITS. THIS EVENT IS OF NO SAFETY SIGNIFICANCE, SINCE EVEN WITHOUT THE USE OF
THE INOPERABLE EMERGENCY LICHT, ADEQUATE LIGHTING, WAS AVAILABLE FOR OPERATORS.

(101) SAN ONOFRE 3 DOCKET 50 362 LER 91-005
. DELINQUENT CORE PROTECTION CALCULATOR TECHNICAL SPECIFICATION SURVE!LLANCE.
t EVENT DATE: 110491 REPORT DATE: 120491 NSSS: CE TYPE: PWR

(NSIC 223531) AT APPROXIMATELY 1940 ON 11/4/91, WITH UNIT 3 IN MODE 1 AT 100%
POWER, IT WAS DISCOVERED THAT THE ONCE PER 12-HOUR CORE PROTECTION LALCULATOR'

(CPCL AUTO-RESTART TECHNICAL SPECIFICATION (TS) SURVEILLANCE HAD EXCEEDED THE
SURVEILLANCE INTERVAL BY-1 HOUR AND S MINUTES. UNITS 2/3 0FERATIONS DEPARTMENT
RECENTLY CHANCED THEIR SHIFT SCHEDULE FROM 8-HOUR SHIFTS TO 12-HOUR SHIFTS. AS A
CONSEQUENCE, THE TIMES AT WHICH VARIOUS SURVEILLANCES ARE PERFORMED WERE CHANGED

,

TO ACCOMMODATE THE NEW SHIFT SCHEDULE. IN IHIS CASE, THE TIME THAT THE ONCE PER
12-HOUR CPC AUTO-RESTART SURVEILLANCE WAS TO BE PERFORMED WAS CHANGED ON
10/31/91, FROM 0000 AND 1200 HOURS TO 0800 AND 2000 HOURS, WHEN THE SURVEILLANCE
INSTRUCTION CHANGE DELINEATING THE REVISED SCHEDULE BECAME EFFECTIVE, THE
COMPUTER GENERATED TS SURVEILLANCE SCHEDULE USED THE OPERATORS TO 00NTROL TS ,

SURVEILLANCES WAS NOT PROMPTLY UPDATED TO REFLECT THE SCHEDULE CHANGE.
i ADDITIONALLY, THE OPERATCRS WFRE NOT REQUIRED To READ THE SURVEILLANCE OPERATING

INSTRUCTION CHANGE NOTICE PRIOR TO ASSUMING SHIFT RESPONSIBILITIES.
CONSEQUENTLY, ON 11/4/91, A NEW ONCCMING DAY-SHIFT CREW (WHO HAD 3EEN OFF THE

i PREVIOUS 3 DAYS) PERFORMED THE SURVEILLANCE IN ACCORDANCE WITH THE OUT OF DATE
COMPUTER GENERATED SCHEDULE, RESULTING IN THE SURVEILLANCE INTERVAL BEING
EXCEEDED. CORRECTIVE ACTIONS INCLUDE ENHANCING ADMINISTRATIVE CONTROLS AND
REV. EWING THIS EVENT.

.

(102] SAN ONOFRE 3 DOCKET 50 362 LER 91-007
FUE! HANDLING ISOfATION SYSTEM TRAIF "A" SPURICUS ACTUATION DURING RADIATION
MONITCR RETURN TO SERVICE.
EVENT DATE: 110791 REPORT DATE: 120691 NSSS: CE TYPE: PWR
VENDOR: MICR0 SWITCH |

V#IC 223532) AT 2255 ON 11/7/91, WITH UNIT 3 AT 100% REACTOR POWER, THIS TRAIN
"A" SPURIOUSLY ACTUATED AS RADIATION MONITOR 3RI 7022 WAS BEING RE!URNED To
SERVICE FOLLOWING A FILTER CHANGE-0UT FOR THE PARTICULATE / IODINE CUANNEL. THERE i
WAS NO INDICATION OF INCREASED RADIATION LEVELS IN THE FUEL HANDLING BUILDING .

(FHB). AT ?'14, AFTER THE AIRBORNE ACTIVITY LEVELS IN THE THE WERE CONFIRMED TO
BE NORMr ?n7" TRAIN "A" WAS RESET AND THE FHB VENTILATION-SYSTEM WAS RETURNED
TO NORK '.. ' . UAUSE OF THE FHIS TRAIN "A" ACTUATION WAS AN INTERMITTENT FAILURE
INTERNAL 71 14E NORMAL / BYPASS SWITCH ASSOCIATED WITH THE FHIS CIRCUITRY. THE
PLANNED CORacCTIVE-ACTICNS INCLUDE: 1) REPLACEMENT OF THE THIS NCRMAL/ BYPASS
HANDSWITCH; AND 2) PERFORMANCE OF A FAILURE ANALYSIS ON THE REPLACED HANDSWITCH
TO DETERMINE THE ROOT CAUSE OF THE FAILURE. A SUPPLEMENT TO THIS LER W!LL DE
SUBMITTED 10 UPDATE THE CAUSE AND CORRECTIVE AC1 ION IF THE ROOT CAUSE IS
DETERMINED TO DE OTHER iHAN AN ISOLATED FAILURE. THERE IS No SAFETY SIGNIFICANCE
TO THIS EVENT SINCE FHB AIRBORNE ACTIVITY LEVELS REMAINED NORMAL AND ALL FHIS
TRAIN "A" COMPONENTS OPERATED IN ACCORDANCE WITH DESIGN.

.

-[1031 SEQUDYAF 1 DOCKET 50-327 LER 91-024
INOPERABLE FIRE DEIECTOR CIRCUIT SUPERVISION DUE TO INADEQUATE UNDERSTANDING AND
REVIEW.
EVENT DATE: 102291 REPORT DATE: 412191 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SEQUOYAH 2 (PWR).

(HSIC 223500) ON OCTOBER 2, 1991, WITH UNIT 1 IN MODE 5 AND UNIT 2 IN MODF 1, IT
WAS DISCOVERED THAT AN ALARM CONDITION ON A FIRE DETECTION PANEL " MASKS" TROUBLE

,
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ALARMS ON THE PANEL. DECAUSE SEVERAL ALARMS HAVE DEEN IN CONTINUOUSLY, THE
DETECTOR SUPERVISORY CIRCUITS REQUIRED BY SURVEILLANCE REQUIRE!1ENT 4.3.3.8.2 HAVE
BETH FUNCTIONALLY Ill0PERAELE, WITHOUT COMPLYIliG WITH THE CORRESPONDING ACTION
PROVISIONS. THIS CONDITION RESULTED FROM A LACK OF UNDERSTANDitiG OF THE SFCCIFIC
FIRE DETECTION EYSTE!1 FEATURE AliD A LACK OF SEllSITIVITY TO FULLY EVALUATING
CONTINUED OPERATION WITH ALARM CONDITIONS.' THE CONTINUOUS ALAnti CONDITIONS HAVE
BEEN DISABLED, AND OPERATORS HAVE EEEN TRAINED ON THE 11ASKING FEATURE OF ALARM
CONDITIONS. ADDITIONAL CORRECTIVE ACTIONS ARE EEING TAKEN TO INSTITUTIONALIZE THE
AWARENEbS OF THE 11ASKIfiG FEATURE.

[104] SHEARON HARRIS 1 DOCKET 50-400 LER 91-019
UNPLANNED EST ACTUATICN DUE 70 SPIKE ON RADIATION MONITOR.
EVENT DATE: 102291 REPORT DATE: 112191 NSSS: WE TYPE: PWR
VENDOR: GENERAL ATOMIC CO.

(NSIC 223549) ON 10/22/91, AT 1505 HOURS, A CONTAINMENT VENTILATION ISOLATION
SIGNAL WAS GENERATED. THIS CONSTITUTED AN UNPL ANNED ACTUATION OF AN ENGI!iEERED
SAFETY FEATURE (EST) COMPONENT. THE EVENT OCCURRED WHILE REll0VItiG ONE OF THE FOUR
CONTAINMENT VENTILATION RADIATION M0!i1 TORS FROM SERVICE DURING SURVEILLANCE
TESTING. THE CAUSE OF THE SIChAL UAS AN INADVERTENT SPIKE ON ONE OF THE THREE
RADIATION MONITORS THAT REMAINED OPERAELE (R!1-3561A). THE CONTROL ROOM STAFF
ItFIEDIATELY VERIFIED THAT ALL ASSOCIATED CONTAINt1ENT VENTILATION C0!1PONENTS HAD
FUNCTIONED AS REQUIRED AND THAT NO ABNORMAL RADIATION LEVELS ACTUALLY EXISTED.
THE SYSTEtt WAS THEN REALIGNED TO ITS NORflAL OPERATING LINEUP. CORRECTIVE ACTIONS
TO PREVENT RECURRENCE WILL INCLUDE NEEDED REPAIRS AND/OR ADJUST!!ENTS TO THE PONER -

SUPPLY CIRCUITRY FOR RADIATION MONITOR Ril-3561A, THERE WERE NO SIGNIFICANT SAFETY
CONSEQUENCES AS A RESULT OF THIS EVENT AS THE CONTAIN!!ENT VENTILATION SYSTE!! WAS
IN THE REQUIRED E!!ERGENCY MODE HAD AN ACTUAL EVENT OCCURRED. THIS IS DEING

s REPORTED IN ACCORDANCE WITH 10CFR50.73 (A)(2)(IV) AS AN UNPLANNED ACTUATION OF AN
[ CSF COMPONENT.
.,

i* (10S1 SOUTH TEXAS 1 DOCKET 50-498 LER 91-002 REV 01'

UPDATE ON UMPLANNED SAFETY INJECTION ACTUATION DUE TO LESS THAN ADEQUATE UORK
INSTRUCTIONS FOR A 11AINTENANCE ACTIVITY.
EVENT DATE: 012691 REPORT DATE: 111891 NSSS: WE TYPE: PWR

(NSIC 223568) ON JANUARY 26, 1991, UNIT 1 WAS IN ITS THIRD REFUELING OUTAGE WITH
NO FUEL IN THE REACTOR VESSEL AND THE REACTOR C00LAtiT SYSTEM VENTED TO .

ATMOSPHERE. AT 0850 HOURS, DURING THE FIRST PERFORt1ANCE OF A PREVENTIVE
MAINTENANCE (FM) WORK ACTIVITY, AN AUTOMATIC ACTUATION OF THF SAFETY INJECTION
(SI) SYSTEM OCCURRED IN ONE OT THREE TRAINS (TRAIN C) AS A RESULT OF LESS THAN
ADEQUATE P!! WORK INSTRUCTIOffs. ALL ASSOCI ATED ENGINEERED SAFETY FEATURES (EST)
EQUIPMENT OPERATED AS EXPECTED. THE CAUSE OF THE LESS THAN ADEQUATE WORK
INSTRUCTIONS WAS PERSONNEL ERROR IN THAT TWO SUPERVISORS FAILED TO REQUIRE
FURTHER REVIEW OF UORK INSTRUCTIONS WHICH THEY DELIEVED HAD POTENTIAL FOR CAUSING
AN UNPLANNED EST ACTUATION. CORRECTIVE ACTIONS INCLUDE INACTIVATING THE SUBJECT
PM AND THE ASSOCIATED Pi1S FOR THE OTHER ACTUATION TRAINS IN EDTH UNIIS. THESE PMS ^

WILL EE CORRECTED PRIOR TO FUTURE USE. FURTHER CORRECTIVE ACTIONS WERE TAKEN TO
ISSUE A TRAINING BULLETIN TO APPROPRI ATE OPERATIONS AND MAItiTENANCE SUPERVISORS
DESCRIBING THE EVENT, AND TO COUNSEL THE TWO SUPERVISORS ON THE NECESSITY OF
PERFORl11NG THOROUGH REVIEWS OF PROCEDURES AND WORK INSTRUCTIONS THAT HAVE THE )

POTENTIAL TO CALSE UNPLANNED ESF ACTUATIONS.

[106) SOUTH TEXAS 1 DOCKET 50-498 LER 91-010 REV 01
UPDATE ON MANUAL ENGINEERED SAFETY FEATURES ACTUATION DUE TO A T0XIC CAS ALARM.
EVENT DATE: 040491 REPORT DATE: 111891 NSSS: WE TYPE: PWR

(NSIC 223569) ON APRIL 4, 1991, UNIT 1 WAS IN MODE 1 AT 13 PERCENT POWER. AT 0843
HOURS, THE MAIM CONTROL RO0t1 RECEIVED A T0XIC GAS HIGH CONCENTRATION ALARM. THE
CONTROL ROOM VENTILATION SYSTEM UAS MANUALLY PLACED INTO THE RECIRCULATION MODE
AS A CONSERVATIVE RESPONSE. NO T0XIC GAS WAS DETERMINED TO BE PRESENT AFTER AN
IMMEDIATE INVESTICATION. THE ALARM OCCURRED AS A RESULT OF A FAILURE IN THE
EMERGENCY RESPONSE FACILITIES DATA ACQUISITION AND DISPLAY SYSTE!! COMPUTER. THE
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CAUSE OF THE ALARM MAS A FAILED FIBER OPTICS DATA ACQUISITION CONTROLLER
SUBSYSTEM PRINTED CIRCUIT BOARD. THE FAILED PRINTED CIRCUIT E0ARD HAS BEEN
REPLACED AS A RESULT OF THE EVENT.

[107) SOUTH TEXAS S DOCKET 50-498 LER 91-021
REACTOR TRIP DUE TO PERSONNEL ERROR INADVERTENTLY TRIPPING THE FEEDER BREAKER TO
AUXILIARY BUS "1J".
EVENT DATE: 101091 REPORT DATE: 110891 NSSS: WE TYPE: PWR

(NSIC 223570) ON OCTOBER 10, 1991, AT 2056, UNIT 1 WAS IN MODE i AT 100% F0WER
WHEN PONER FROM THE 1J EUS WAS LOST. DURING THE PERFORMANCE OF WORK ACTIVITIES, A
MAINIENANCE ELECTRICIAN MISAPPLIED MULTIMETER TEST LEADS IN AN ENERGIZED CIRCUIT
WITH THE MULTIMETER SET TO READ " RESISTANCE". THE MISAPPLIED TEST LEADS ENERCIZED
RELAY 2A WHICH ACTUATED THE 86X LOCKOUT RELAY CAUSING EREAKER P150 TO TRIP AND
DE-ENERGIZE THE 1J BUS. UPON LOSS OF POWER ON 1J EUS, REACTOR COOLANT PUMP (RCP)
1D TRIPPED AND CAUSED A REACTOR TRIP DUE TO LOW COOLANT FLOW. THE EUS WAS
RE-ENERGIZED AT 2f59 FROM THE UNIT AUXILIARY TRANSFORMER WITH NO FURTHER
INCIDENTS. THE PRIMARY CAUSE OF THIS EVENT WAS PERSONNEL ERROR. THE MAINTENANCE
ELECTRICIAN'S ATTENTION TO DETAIL DURING WORK PERFORMANCE, ELEMENTARY DRAWING
READING AND TROUBLESHOOTING TECHNIQUES WERE LESS THAN ADEQUATE. A TRAINING
SESSION IS CEING HELD FOR APPROFRIATE PLANT PERSONNEL STRESSING THE APPLICATION
OF SELF VERIFICATION DURING WORK PERFORMANCE. A TESTING PROGRAM WILL EE
*MPLEMENTED TO ENSURE THAT APPLICAELE PERSONNEL ARE QUALIFIED TO USE EI.EMENTARY
DRAWINGS TO AID IN PERFORMANCE OF MAINTENANCE ACTIVITIES.

[108) SOUTH TEXAS 1 DOCKET 50-498 LER 91-023
RESIDUAL HEAT REMOVAL MOTOR LEAD CRACKING ON EP0XY INTERFACE.
EVENT DATE: 102091 REPORT DATE: 111991 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SOUTH TEXAS 2 (PWR)
VENDOR: GENERAL ELECTRIC CO.

(NSIC 223571) ON OCTOBER 20, 1991 UNIT 1 WAS IN MODE 4 AND UNIT 2 WAS IN NO-MODE
DURING A SCHEDULED REFUELING OUTAGE, WHEN THE DETERMINATION WAS MADE THAT CRACKS
FOUND ON THE RESIDUAL HEAT REMOVAL (RHR) MOTOR "T" LEADS EP0XY INTERFACE WERE
REPORTABLE. ON OCTOBER 11, 1991, WHILE PERFORMING WORK ON UNIT 2 RHR MOTOR "A",

LEADS FOR THE MOTOR WERE DISCOVERED TO BE DAMAGED. EXAMINATION OF THE REMAINING
UNIT 2 RHR PUMP MOTORS AND UNIT 1 TRAIN A AND TRAIN C, REVEALED SIMILAR MOTOR
LEAD INSULATION CRACKING ON ALL OF THESE RHR PUMPS. THE APPARENT CAUSE OF THIS
CRACKING IS THAT DIFFERENCES IN THE FLEXIBILITY OF THE MOTOR LEAD BETWEEN THE
ORIGINAL INSULATION AND INSULATION USING RAYCHEM SLEEVES, CONCENTRATED THE
EENDING STRESS IN THE CAELE IN THE AREA ADJACENT TO THE EPOXY CAUSING THE
CRACKING. THE UNIT 1 RHR PUMP MOTOR "T" LEAD INSULATION CRACKS HAVE BEEN
REPAIRED, AND UNIT 2 RHR MOTOR "T" LF3DS WILL EE REPAIRED DURING THE CURRENT
REFUELING OUTAGE. THE REPAIRS ARE DEd1GNED TO PREVENT RECURRENCE OF THE CRACKING.

(109] ST. LUCIE 1 DOCKET 50-335 LER 91-007
DIESEL CENERATORS ADMINISTRATIVELY DECLARED OUT OF SERVICE BECAUSE OF PARTICULATE
CONTAMINATION IN THE DIESEL FUEL OIL DUE TO PROCEDURE DEFICIENCIES.
EVENT DATE: 110491 REPORT DATE: 120291 HSSS: CE TYPE: PWR

(NSIC 223522) ON NOVEMBER 4, 1991 ST. LUCIE NUCLEAR UNIT 1 MAS IN MODE 6
(REFUELING) AND UNIT 2 WAS IN MODE 1 AT 100% POWER WHEN SAMPLE RESULTS TELEPHONED
FROM AN OFF-SITE CONTRACT LABORATORY INDICATED OUT OF SPECIFICATION PARTICULATE
CONTAMINATION IN THREE OF THE FOUR DIESEL FUEL OIL STORAGE TANKS (TOSTS) ON SITE.
BOTH THE UNIT 1 FOSTS AND THE 2B FOST CONTAINED GREATER THAN 10.0 MILLIGRAMS PER
LITER (MG/L) PARTICULATES. AS A RESULT OF THIS, THE 1A, 1B, AND 2B EMERGENCY
DIESEL GENERATORS WERE ADMINISTRATIVELY DECLARED OUT OF SERVICE. A MOBILE
FILTRATION SYSTEM MAS BROUGHT IN FROM A VENDOR TO RECIRCULATE THE FUEL OIL IN THE
TANKS AND FILTER OUT THE PARTICULATE CONTAMINATION CONTAINED IN THE FUEL OIL. THE
FOSTS WERE CLEANED AND RETURNED TO SERVIOE WITHIN THE TIME LIMITS OF THE
APPLICABLE TECHNICAL SPECIFICATION ACTION STATEMENT ON BOTH UNITS. THIS EVENT WAS
CAUSED BY THE USE OF A CONTAMINATED FUEL OIL TANKER TRUCK TRANSFER PUMP AND HOSE

!
!
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DURING THE RECEIPT OF DIESEL FUEL OIL ON OCTOBER 10, 1991. THE ROOT CAUSE OF THIS
EVENT IS PROCEDURAL DEFICIENCIES IN PLANT CHEMISTRY PROCEDURES.

(1101 SUMMER 1 DOCKET 50-395 LER 91-010
INADVERTENT START OF THE ENGINEERED SAFETY FEATURE.
EVENT DATE: 110691 REPORT DATE: 120.571 NSSS: WE TYPE: PWR
VENDOR: AUTOMATION INDUSTRIES INC.

FAIRBANKS MORSE

(NSIC 223545) ON NOVEMBER 6, 1991, DURING MAINTENANCE OF THE "A" TRAIN ENGINEERED
SAFETY FEATURES LOAD SEQUENCER (ESFLS) (XPH-6020), AN EXTENDER BOARD RESULTED IN
THE LOSS OF POWER TO THE CIRCUIT BOARD BEING TESTED WHICH CAUSED THE SEQUENCER TO
MALFUNCTION AND THE FOLLOWING TO OCCUR: THE NORMAL INCOMING 7.2 KV CIRCUIT
BREAKER TRIFFED OPEN; THE EMERGENCY DIESEL GENERATOR (EDG) STARTED; THE EDG
OUTPUT BREAKER CLOSED; AND ALL NORMALLY SEQUENCED LOADS (EXCEPT THOSE WITH
BREAKERS RACKED OUT) LOADED ON THE DIESEL CENERATOR BUS IN ONE STEP
(APPROXIMATELY 5000 KW IN-RUSH AND 2000 KW RUNNING). OPERATIONS PERSONNEL
IMMEDIATELY 700K ACTION TO RESTORE THE NORMAL OFFSITE POWER TO THE 7.2 KV BUS AND
TO SECURE THE EDG, A NDHCONTORMANCE NOTICE (NCN) WAS INITIATED T3 EVALUATE THE
EDO FOR ANY ADVERSE EFFECTS DUE TO THE ABNORMAL LOADING. THE NCN DISPOSITION
IDENTIFIED SPECIFIC INSPECTIONS AND TESTS THAT NEEDEv To BE PERFORMED. THE DIESEL
GENERATOR WAS INSPECTED, VARIOUS DATA AND MEASUREMENTS TAKEN, AND THE UNIT WAS
RUN AT VARIOUS LOADS WITH ADDITIONAL DATA TAKEN. IT WAS DETERMINED THAT THE EDG
WAS NOT ADVERSELY AFFECTED AS THE RESULT OF FAST, ABNORMAL LOADING. THIS
OCCURRENCE WAS DUE TO TEST EQUIPMENT FAILURE.

[1111 SURRY Z DOCKET 50-281 LER 91-010
LOSS OF CONTAINMENT INTEGRITY CAUSED BY FAILURE OF MAIN STEAM TRIP VALVE BYPASS
VALVE.
EVENT DATE: 103191 REPORT DATE: 120291 NSSS: WE TYPE: PWR
VENDOR: CRANE COMPANY

(NSIC 223481) ON OCTOBER 31, 1991, AT 0017 HOURS, WITH UNIT 2 CRITICAL AT 10E-8
AMPS INTERMEDIATE RANGE INDICATION, IT WAS DETERMINED THAT DAMAGE TO THE "C" MAIN
STEAM TRIP VALVE (MSTV) BYPASS VALVE, 2-MS-155, RENDERED THE VALVE INCAPABLE OF
IMMEDIATE CLOSURE. THE ON-SHIFT OPERATIONS STAFF DETERMINED THAT THE INABILITY TO
CLOSE THIS MANUAL VALVE IMMEDIATELY WAS CONTRARY TO THE REQUIREMENTS OF TECHNICAL
SPECIFICATION 3.8.A.1 CONCERNING CONTAINUENT INTEGRITY. AN ACTION STATEMENT WAS
ENTERED IN ACCORDANCE WITH TECHNICAL SPECIFICATION 3.0.1. THE "C" MAIN STEAM
NON-RETURN VALVE AND ASSOCIATED DRAIN VALVES WERE CLOSED AT 0605 HOURS TO
REESTABLISH CONTAINMENT INTEGRITY AND TERMINATE THE ACTION STATEMENT. THE "C" "

MSTV EYPASS VALVE WAS CLOSED USING A HYDRAULIC JACKING DEVICE AND MECHANICALLY
ELOCKED CLOSED BY 0900 HOURS. NO ADVERSE CONSEQUENCES TO PUBLIC HEALTH AND SAFETY
WERE CREATED BY THE EVENT SINCE THE NON-RETURN VALVE WAS AVAILABLE TO ISOLATE THE
MAIN STEAM LINE. THE EVENT WAS CAUSED BY FAILURE OF THE YDKE BUSHING THREADS IN
2-MS-155, WHICH IS BELIEVED TO BE THE RESULT OF GALLING ON THE VALVE STEM
THREADS. A FAILURE EVALUATION WILL BE PERFORMED ON 2-MS-155 AND IT WILL BE
REPAIRED OR REPLACED. THIS REPORT IS REQUIRED BY 10 CFR 50.73(A)(2)(I)(B).

[112) SUSQUEHANNA 1 DOCKET 50-387 LER BB-016 REV 01
UPDATE ON MAIN STEAM LINE LEAK DETECTION UIFFERENTIAL TEMPERATURE SYSTEM DESIGN
DEFICIENCIES.
EVENT DATE: 072788 REPORT DATE: 120391 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: SUSQUEHANNA 2 (BWR)

(HSIC 223543) ON JULY 26, 1988 A DEFICIENCY WAS DETECTED ON UNIT 1 AND 2 0F THE
SUSQUEHANNA STEAM ELECTRIC STATION WITH THE MAIN STEAM LINE LEAK DETECTION
SYSTEM. THE DIFFERENTIAL TEMPERATURE (DT) SUBSYSTEM OF THE SUBJECT LEAK DETECTION
SYSTEM WAS DETERMINED TO BE INOPERABLE ON BOTH UNIT 1 AND 2 BECAUSE INSTALLATION
OF THE TRIP CHANNEL ELEMENTS WERE SUCH THAT AN ACTUAL DT CONDITION WOULD NOT HAVE
BEEN DETECTED. THE APPROPRIATE CORRECTIONS WERE MADE BY REWIRING THE CIRCUITS ON
JULY 27, 1988. FURTHER EVALUATION DETERMINED THAT THE LOCATION OF THE TEMPERATURE
ELEMENTS WHICH INPUT TO THE MAIN STEAM LINE LEAK DETECTION SYSTEM DT SUBSYSTEM ON

I
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UNIT 2 RENDERED THE ISOLATION SETPOINTS NONCONSERVATIVE. THE UNIT 2 TEMPERATURE
ELEMENTS WERE RELOCATED-TO THEIR PROPER POSITION A STEAM LEAK DETECTION TASK
TEAM WAS FORMED AND EVALUATED ALL STEAM LEAK DETECTION SYSTEMS AT THE STATION.
ROOT CAUSES FOR MAIN STEAM LEAK DETECTION PROBLEMS WERE THE LACK OF A LEAK
DETECTION SYSTEM FOCAL POINT, NO EXPECTED VALUES FOR LEAK DETECTION INDICATORS
DURING NORMAL OPERATION WERE PROVIDED AND THEREFORE "ZER0" WAS ACCEPTED, ANU
STARTUP TESTING COULD ONLY SIMULATE PROCESS VARIABLES. ENGINEERING
RESPONSIBILITIES WERE ASSIGNED TO LEAK DETECTION. NORMAL VALUES FOR LEAK
DETECTION SYSTEMS WERE ESTABLISHED. MODIFICATIONS WERE MADE TO SEVERAL SYSTEMS.

l

[113) THREE MILE ISLAND 1 DOCKET 50-289 LER 91-005
INADVERTENT ESAS ACTUATION CHANNEL "A" DUE TO PERSONNEL ERROR.
EVENT DATE: 110191 REPORT DATE: 112791 NSSS: BW TYPE: PWR

(NSIC 223486) ON NOVEMBER 1, 1991, AT 11:56 P.M. TMI UNIT 1 WAS IN A REFUELING
SHUTDOWN CONDITION. THE "C" INVERTER WAS BEING RETURNED TO SERVICE AFTER
PREVENTIVE MAINTENANCE WAS COMPLETED. VITAL BUS "C" (VEC) WAS BEING POUERED FROM
TRANSFORMER REGULATED BUS "B" (TRB) WHILE THE "C" INVERTER WAS OUT OF SERVICE.
ESAS TRAINS "C' AND "B " WERE BOTH BYPASSED. UTILI2ING ENCLOSURE V 0F PROCEDURE
1107-2 REQUIRES THAT VITAL BUS "C" BE DE-ENERGIZED. THIS CAUSES CHANNEL 3 0F "A"
& "B" ESAS TO DE-ENERGI7E, PUTTING EACH TRAIN IN A DNE OUT OF TWO ACTUATION
LOGIC. UPON RE-ENERGIZING VEC FROM THE "C" INVERTER, ESAS CHANNEL 3 "A" & "B"
MUST BE BYPASSED TO CLEAR ALL ESAS CHANNELS PUTTING THE SYSTEM BACK IN A FULLY
BYPASSED CONDITION. THE SHIFT SUPERVISOR DIRECTING THE BYPASS OF CHANNEL 3 "A"
AND "B" F.SAS OBSERVED-THE BYPASS OF TRAIN "B" AND THEN WITNESSED THE ENABLING OF
CHANNEL 1 0F THE "A" ESAS TRAIN WHICH ACTUATED THE SYSTEM. CHANNEL 3 AND CHANNEL
1 WERE QUICKLY BYPASSED AND THE AFFECTED COMPONENTS WERE RETURNED TO THEIR
DESIRED POSITIONS. THE ROOT CAUSE OF THE EVENT WAS PERSONNEL ERROR. THE CR0
MISTAKENLY PUSHED THE WRONG BUTTON. THE EVENT'WAS REVIEWED WITH THE INDIVIDUAL
INVOLVED BY ADDRESSING THE NEED TO BE MORE AWARE OP HIS ACTIONS. THE EVENT WAS
REPORTED PER 10 CFR 50.72 II(B)(2)(II).

[114] THREE MILE ISLAND 1 DOCKET S0-289 LER 91-006
DISCOVERY OF INCREASED POTENTIAL FOR POST LOCA BORON PRECIPITATION DUE TO AN
ERROR IN THE NSSS VENDOR'S LICENSING BASIS ANALYSIS.
EVENT DATE: 110491 REPORT DATE: 120491- NSSS: BW TYPE: PWR

(NSIC 223487) TMI-1 WAS SHUTDOWN FOR REFUELING. AT APPROXIMATELY 5:45 PM ON
NOVEMBER 4,- 1991 GPU NUCLEAR WAS INFORMED BY THE NSSS VENDOR THAT AN UPDATED
PRELIMINARY CALCULATION DOES NOT SUPPORT THE PREVIOUS CONCLUSIONS ATTRIBUTED TO
BAW 10103A REV. 3 REGARDING BORON CONCENTRATION DURING THE LONG TERM COOLING
PERIOD FOLLOWING A LARGE BREAK LOSS OF COOLANT ACCIDENT (LOCA). BASED ON THE
REVISED ANALYSIS, THE VENDOR CONCLUDED THAT THE AUXILIARY PRESSURIZER SPRAY MODE
OF RECIRCULATION FOR-LONG TERM COOLING MAY NOT PROVIDE SUFFICIENT FLOW AND TMAT

.THE TIME ALLOWED TO INITIATE A LONG TERM COOLING MODE WOULD BE SIGNIFICANTLY LESS
THAN THAT PREVIOUSLY RELIED UPON FOR OPERATOR ACTION. THIS DEFICIENCY WAS
REPORTED AT APPROXIMATELY 6:35 PM ON NOVEMBER 4, 1991 IN ACCORDANCE WITH 10 CFR
50.72(B) (2).(I). PRIOR TO RESTART OF THE UNIT, CPU NUCLEAR PERFORMED
CALCULATIONS AND PREPARED A REPORT WHICH JUSTIFIES OPERATION AT FULL POWER.

"

PROCEDURES WERE REVISED TO REFLECT THE CONSERVATIVE TIME PROPOSED BY BWNS AS THAT
REQUIRED FOR ACTUATION OF BORON RECIRCULATION AND TO IDENTITY THE DROP LINE
METHOD AS THE PREFERRED MODE OF LONG TERM RECIRCULATION.=GPU NUCLEAR'S REPORT
CONCLUDES THAT THERE ARE TWO ACTIVE METHODS (DHR SYSTEM RECIRCULATION AND
AUXILIARY PRESSURIZER SPRAY) AND A-PASSIVE METHOD (CLEARANCE-GAP FLOW) AVAILABLE
TO MITIGATE BORON PRECIPITATION.

[11S] TROJAN DOCKET S0-344 LER 91-018 REV 01
UPDATE ON TECHNICAL SPECIFICATION SURVEILLANCE MISSED DUE TO SENSORS NOT BEING
INCLUDED IN THE CALIBRATION OF THE REACTOR VESSEL LEVEL INSTRUMENTATION SYSTEM.
EVENT DATE: 070291 REPORT DATE: 120391 NSSS: WE TYPE: PWR

(NSIC 223525) ON JULY 2, 1991 THE PLANT WAS IN MODE S (COLD SHUTDOWN), FOLLOWING
CORE RELOAD DURING THE 1991 REFUELING AND MAINTENANCE OUTAGE. DURING AN
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INVESTIGATION OF AIR INLEAKAGE INTO REACTOR VESSEL LEVEL INDICATION SYSTEM
(RVLIS) SENSING LINES AS A POTENTIAL CAUSE FOR-INABILITY TO CALIBRATE
TRANSMITTERS, IT WAS DETERMINED THAT THE RVLIS CHANNEL CALIBRATION HAD NOT
INCLUDED THE SENSOR BELLOWS LOCATED CLOSEST TO THE REACTOR VESSEL. THE 1991 RVLIS
CHANNEL CALIBRATION WHICH INCLUDED THE SENSOR BELLOWS LED TO THE IDENTIFICATION
OF AIR INLEAKAGE INTO THE RVLIS SENSING LINES, alR INLEAKAGE IN THESE SENSING
LINES WOULD CAUSE THE RVLIS WATER LEVEL INDICATIONS TO BE INACCURATE UNDER
REDUCED-PRESSURE (ACCIDENT) CONDITIONS. CORRECTIVE ACTIONS INCLUDE: ELIMINATION
OF POTENTIAL SOURCES OF AIR INLEAKAGE; PURGE, EVACUATION FILL, AND COMPLETE
CHANNEL CALIERATION OF THE RVLIS; PROCEDURAL CLARITICATIbN OF THE REQUIREMENTS
FOR PERFORMING RVLIS CHANNEL CALIBRATIONS; A REVIEW FOR SIMILAR OCCURRENCES IN
TECHNICAL SPECIFICATION CHANNEL CALIBRATIONS: AND IMPROVED ADMINISTRATIVE CONTROL
OF OPERATIONAL ASSESSMENT REVIEWS FOR THOROUGH TECHNICAL EVALUATION AND TARGETED
90-DAY EVALUATION TIME.

[1161 TROJAN DOCKET 50-344 LER 91-029 REV 01
UPDATE ON POTENTIAL FOR CONTROL ROOM DOSE TO EXCEED DESIGN LIMITS FOLLOWING A
FUEL HANDLING ACCIDENT DUE TO INCORRECT ANALYSIS.
EVENT DATE: 081591 REPORT DATE: 112691 NSSS: WE TYPE: PWR

(NSIC 223526) ON AUGUST 14, 1991, THE TROJAN NUCLEAR PLANT WAS IN MODE S (COLD
SHUTDOWN) DURING THE 1991 REFUELING OUTAGE. DURING A REVIEW OF A FINAL SAFETY
ANALYSIS REPORT (FSAR) AMENDMENT RFCARDING CONTROL ROOM HABITABILITY SYSTEMS, THE
PLANT REVIEW BOARD RAISED A QUESTI0h REGARDING THE DESIGN OF THE CONTROL ROOM
AREA RADIATION MONITOR (ARM-11). IT WAS QUESTIONED WHETHER ARM-11 MUST BE SAFETY
RELATED IN ORDER TO FULFILL ITS DESIGN FUNCTION TO ISOLATE THE CONTROL ROOM UPON
DETECTION OF RADIATION ASSOCIATED WITH A FUEL HANDLING ACCIDENT. ARM-11 IS
NEITHER SAFETY RELATED, NOR REDUNDANT, AND IT IS NOT PROPERLY CONFIGURED TO
PROVIDE AUTOMATIC CONTROL ROOM ISOLATION AS ASSUMED IN FSAR ANALYSES. THEREFORE,
MAINTENANCE OF OPERATOR DOSES WITHIN THE LIMITS OF GENERAL DESIGN CRITERION 19
FOLLOWING A FUEL HANDLING ACCIDENT COULD NOT HAVE BEEN ASSURED. THIS CONDITION
APPEARS 70 be. THE RESULT OF AN ORIGINAL PLANT DESIGN ERROR. THE ORIGINAL FSAR
EVALUATISN OF A FUEL HANDLING ACCIDENT WAS PERFORMED UNDER THE ASSUMPTION THAT
THE CONTh0L ROOM WAS ISOLATED. HOWEVER, THERE WAS NO EXPLANATION OF HOW THE
ISOLATION WAS TO BE INITI ATED, NOR DOES THE PLACEMENT OF THE ARM-11 DETECTOR
SUPPORT THIS ASSUMPTION. A SAFETY-RELATED RADIATION MONITORING SYSTEM WILL BE
INSTALLED FOR THE CONTROL ROOM.

[117) TURKEY POINT 3 DOCKET 50-250 LER 91-009
AXIAL FLUX DIFFERENCE WAS OUTSIDE THE LIMITS OF TECH SPEC FOR MORE THAN IS
MINUTES.
EVENT DATE: 101891 REPORT DATE: 111591 NSSS: WE TYPE: PWR

(NSIC 223468) ON OCTOBER 18, 1991, AT 0010 EDT,-WITH UNIT 3 AT 100% POWER AND
UNIT 4 IN MODE S (COLD SHUTDOWN), THE 1S MINUTES ALLOWED BY TECH SPEC (TS) 3.2.1
(A) (AXIAL FLUX DIFFERENCE) FOR AXIAL FLUX DIFFERENCE OUTSIDE THE TARGET BAND wad
EXCEEDED. ON OCTOBER 18, 1991 AT 0135 EDT, THE CONDITION WAS DETERMINED.TO BE
INCONSISTENT WITH THE TS. REACTOR POWER WAS THEN REDUCED TO BELOW 90% AND THE
AXIAL FLUX VALUE WAS RETURNED TO WITHIN THE TARGET BAND. AN EVALUATION OF THE
EVENT SHOWED THAT FOR THE WORST CASE, INDICATED AXIAL FLUX WAS OUTSIDE THE TARGET
BAND TOR ABOUT 2 HOURS. THE TURKEY POINT NSSS-VENDOR PERFORMED A SAFETY
EVALUATION ON THIS EVENT. THE SAFETY EVALUATION CONCLUDED THAT THE' NUCLEAR SAFETY
PARAMETZRS FQ AND DNBR STAYED WITHIN THEIR LIMITS. THIS EVENT WAS CAUSED BY A
PROCEDURE THAT DID NOT MEET THE TS REQUIREMENTS AND AN ERROR THAT WAS DISCOVERED
IN THE PLANT TS. A TS AMENDMENT REQUEST HAS BEEN SUBMITTED TO CORRECT THE TS
ERROR. A TEMPORARY WAIVER OF COMPLIANCE WAS ISSUED ON OCTOBER 30, 1991, ALLOWING
TURKEY POINT TO PERFORM THE SURVEILLANCE. OPERATIONS PROCEDURE OP-12304.8,
" INDUCING XENON OSCILLATIONS TO PRODUCE VARIOUS INCORE AXIAL OFFSETS," IS BEING
REVISED TO REQUIRE PERFORMANCE OF THE PROCEDURE BELOW 90% POWER.
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(118) TURKEY POINT 4 DOCKET 50-251 LER 91-006 REV 01
UPDATE ON AUT0 START OF AUXILIARY FEEDWATER PVHPS FOLLOWING LOW SUCTION PRESSURE
TRIP OF MAIN FEEDWATER PUMP DUE TO MECHANICAL FAILURE OF THE REGULATOR TO '4HE
CONDENSATE POLISHING VESSEL INLET VALVE.
EVENT DATE: 102991 REPORT DATE: 112291 NSSS: WE TYPE: PWR
VENDCR ECODYNE GRAVER (H2O) DIVISION

(NSIC 223469) ON 10/29/91, AT 2316 EST, WITH UNIT 4 AT APPROXIMATELY 22 PERCENT
POWER, AND UNIT 3 AT 100 PERCENT POWER, ALL THREE AUXILIARY FEEDWATER (AFW) PUMPS
AUTO STARTED FOLLOWING A TRIP OF THE ONLY OPERATING MAIN FEEDWATER (MFW) PUMP FOR
UNIT 4. AUTOSTART OF THE ATW PUMPS IS CLASSIFIED AS AN ENGINEERED SAFETY FEATURE
(EST) ACTUATION. A BACKWASH OF THE 4 "D" CONDENSATE POLISHER VESSEL HAD BEEN
INITIATED JUST PRIOR TO THE AUTOSTART OF THE AFW PUMPS. A PLANT OPERATOR
IMMEDIATELY STARTED THE 4B MFW PUMP. AT 2323, THE THREE AFW PUMPS WERE SECURED
AND RETURNED TO STANDBY MODE. THE NRC WAS NOTIFIED OF THIS EVENT IN ACCORDANCE
WITH 10 CFR 50.72 AT 0020 EST, OCTOBER 30, 1991. THE IMMEDIATE CAUSE OF THE
AUTOSTART OF THE AFW PUMPS WAS THE TRIP OF THE 4A MFW PUMP UPON LOSS OF SUCTION
PRESSURE. THE LOSS OF SUCTION PRESSURE TO THE MFW PUMP WAS CAUSED BY THE
DIVERSION OF CONDFNSATE FLOW TO THE "D" POLISHER VESSEL, THROUGH THE OPEN INLET
VALVE, AND THROUGH THE BACKWASH RECEIVER. THE "D" POLISHER VESSEL INLET VALVE,
CV-4-6351D, FAILED TO CLOSE BECAUSE OF THE FAILURE OF THE VALVE LIMIT SWITCH.
THE LIMIT SWITCH WAS FOUND TO BE OUT OF ADJUSTMENT. THE LIMIT SWITCH WAS
ADJUSTED, TESTED SATISFACTORILY AND RETURNED TO SERVICE.

(1191 V0GTLE 1 DOCKET S0-424 LER 91-000
TRANSFORMER FAILURE LEADS TO E3F ACTUATION AND TECHNICAL SPECIFICATION VIOLATION.
EVENT DATE: 102391 REPORT DATE: 112191 NSSS: WE TYPE: PWR
VENDOR: SOLA BASIC INDUSTRIES

(NSIC 223553) ON 10-23-91 AT 1110 EDT, A TRANSFORMER WAS FOUND TO BE SMOKING
HEAVILY. THE INVOLVED TRANSFORMER POWERS RADIATION MONITOR 1RE-2565 AND OTHER
RADIATION MONITORS. A CONTAINMENT VENTILATION ISOLATION (CVI) SIGNAL IS
INITIATED FROM 1RE-2565. SUPERVISION IN THE CONTROL ROOM ELECTED TO DEENENERGIZE
THE TRANSFORMER, IN ORDER TO STOP THE SMOKE PROPAGATION, WITH THE KNOWLEDGE THAT
A CVI ACTUATION WOULD OCCUR. AT 1125 EDT, THE TRANSFORMER WAS DEENERGIZED AND A
CVI ACTUATION OCCURRED AS EXPECTED. ON 10-24-91, PERSONNEL WERE PREPARING TO TEST
EST SYSTEMS. AS A PART OF THIS TESTING, THE ESF ACTUATION SYSTEM (ESFAS)
SEQUENCER SHEDS THE LOADS FROM SOME BUSES. ONE OF THESE BUSES POWERS THE SAMPLE
AIR PUMP FOR PLANT VENT RADIATION MONITOR 1RE-12444. THE TECHNICAL SPECIFICATIONS
(TS) REQUIRE AT LEAST ONE PLANT VENT MONITOR TO BE IN SERVICE, BUT THE REDUNDANT
MONITOR HAD BEEN PEMOVED FROM SERVICE BY THE TRANSFORMER FAILURE AS A RESULT,
PLANT VENT MONITORING CEASED WHEN THE ESF TESTING WAS INITIATED. PRIMARY CAUSE OF
THE CVI AND CONTRIBUTING CAUSE FOR THE TS VIOLATION WAS THE FAILURE OF THE
TRANSFORMER. A TASK FORCE IS INVF.STIGATING THE FAILURE.

[120) V0GTLE 1 DOCKET 50-424 LER 91-010
PERSONNEL ERROR LEADS TO INADEQUATE SURVEILLANCE.
EVENT DATE: 110691 REPORT DATE: 120591 NSSS: WE TYPE: PWR

(NSIC 223555) ON OCTOBER 15, 1991, TWO VALVES (11208U4482 AND 11208U4169) IN THE
BORATION FLOW PATH FROM THE BORIC ACID STORAGE TANK (BAST) TO THE REACTOR COOLANT
SYSTEM (RCS) WERE TAGGED SHUT TO ISOLATE ANOTHER VALVE SO THAT WORK COULD BE
PERFORMED. ON NOVEMBER 5, 1991, PERSONNEL VERIFIED THAT TWO BORATION FLOMPATHS TO
THE RCS EXISTED PER PROCEDURE. HOWEVER, VALVE POSITION FOR MANUAL VALVES SUCH AS
11208U44 82 AND 11208U4169, WHICH ARE NORMALLY LOCKED OPEN, IS NOT VERIFIED BY
THIS PROCEDURE. TECHNICAL SPECIFICATION (TS) 3.1.2.1 REQUIRES ONE FLOWPATH TO BE
AVAILABLE DURING SHUTDOWN. THE FLOWPATH CONTAINING THE AFOREMENTIONED MANUAL
VALVES ORIGINATED FROM THE BAST AND CONTINUED THROUGH THE POSITIVE DISPLACEMENT
PUMP (PDP) TO THE RCS. THEREFORE, THIS FLOWPATH WAS NOT AVAILABLE. ANOTHER
FLOWPATH ORIGINATED FROM THE REFUELING WATER STORAGE TANK (RWST) AND CONTINUED
THROUGH THE TRAIN B CENTRIFUGAL CHARGING PUMP (CCP) TO THE RCS, ON NOVEMBER 6,
1991, AT 0253 EST, AS PART OF PLANNED MAINTENANCE THE TRAIN B CCP WAS TAKEN OUT
OF SERVICE, REMOVING THE ONLY REMAINING AND DEMONSTRATED OPERABLE BORON INJECTION
FLOWPATH FROM THE RWST TO THE RCS. THE TRAIN A CCP HAD PREVIOUSLY BEEN TAKEN OUT

_
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OF SERVICE FOR CORRECTIVE MAINTENANCE. THE CAUSE OF THIS EVENT WAS A COGNITIVE
PERSONNEL ERROR ON THE PART OF THE UNIT SHIFT SUPERVISOR (USS) AND REACTOR
OPERATOR (RO) ON DUTY WHEN THE ADEQUACY OF FLOWPATHS WAS VERIFIED. THE USS AND RO
HAVE BEEN COUNSELED.

[121] WOLF CREEK 1 DOCKET S0-482 LER 91-021
EMERGENCY DIESEL GENERATOR "A" RESTORED WITH INCORRECT POST-WELDING HYDROSTATIC
TEST PRESSURE ON JACKET WATER AND LUBE OIL HEAT EXCHANGERS.
EVENT DATE: 102191 REPORT DAIE: 111891 NSSS: WE TYPE: PWR

(NSIC 223S65) ON OCTOBER 29, 1991, WITH THE UNIT SHUTDOWN AND ALL FUEL REMOVED
FROM THE CORE, IT WAS IDENTIFIED THAT THE POST-MAINTENANCE HYDROSTATIC TEST FOR
THE EMERGENCY DIESEL GENERATOR (EDG) "A" JACKET WATER HEAT EXCHANGER AND LUBE OIL
HEAT EXCHANGER WATER BOXES WAS PERFORMED AT AN INCORRECT TEST PRESSURE. EDG "A"
HAD BEEN CONSIDERED OPERABLE SINCE COMPLETION OF POST-MAINTENANCE TESTING ON
OCTOBER 21, 1991. SUBSEQUENT TO RETURNING EDG "A" TO SERVICE, EDG "B" WAS REMOVED
FROM SERVICE ON OCTOBER 21, 1991; THEREFORE, AN OPERABLE EDG WAS NOT AVAILABLE
UNTIL EDG "A" WAS AGAIN RETURNED TO SERVICE AN OCTOBER 30, 1991, FOLLOWING
COMPLETION OF THE HYDROSTATIC TEST AT THE CORRECT PRESSURE. THIS CONDITION IS NOT
8N COMPLIANCE WITH ADMINISTRATIVE CONTROLS AND IT WAS THEREFORE DECIDED TO
VOLUNTARILY REPORT THIS CONDITION. USE OF THE INCORRECT TEST PRESSURE RESULTED
FROM A COGNITIVE PERSONNEL ERROR BY NON-LICENSED PERSONNEL WHO HISINTERPRETED AN
EQUIPMENT DRAWING. AN ENHANCEMENT WILL BE ADDED TO PROCEDURE ADM 08-217,
" HYDROSTATIC AND PNEUMATIC TESTING," WHICH WILL INCLUDE GUIDANCE TO BE USFD WHEN
OBTAINING A SYSTEM'S DESIGN PRESSURE,

11221 WOLT CREEK 1 DOCKET S0-482 LER 91-020
CONTAINMENT ISOLATION VALVES FAILED LOCAL LEAK RATE TEST CAUSING TOTAL PATH
LEAKAGE TO BE ABOVE 0.6 LA.
EVENT DATE: 102291 REPORT DATE: 111991 NSSS: WE TYPE: PWR
VENDOR: FISHER CONTROLS CO.

(NSIC 223564) ON OCTOBER 22, 1991 DURING REFUELING OUTAGE V, WITH ALL FUEL
REMOVED FROM THE CORE, THE CONTR0b ROOM WAS INFORMED THAT THE TOTAL PATH
CONTAINMENT LOCAL LEAKAGE RATES FOR TYPE B AAD C TESTS WAS ABOVE THE TECHNICAL
SPECIFICATION LIMIT OF 0. 6 LA. THIS WAS DETERMINED FOLLOWING THE PERFORMANCE OF
A LOCAL LEAK RATE TEST ON CONTAINMENT ISOLATION VALVES EF HV032 AND EF HV034.
THESE VALVES, ASSOCIATED WITH PENETRATION 28, ISOLATE CONTAINMENT AIR COOLERS "B"
AND "D" FROM ESSENTIAL SERVICE WATER TRAIN "B". ALSO, THESE VALVES ARE NORMALLY
OPEN VALVES ANb RECEIVE AN OPEN SIGNAL ON A SAFETY INJECTION SIGNAL. THE
EXCESSIVE LEAKAGE THROUCH VALVES EF HV032 AND EF HV034 RESULIED FROM
EROSION / CORROSION (E/C) 0F THE VALVE DISCS. THE VALVE DISCS WERE REPLACED. AN
EVALUATION OF E/C DAMAGE TO THE NEWLY INSTALLED DISCS WILL BE CONDUCTED DURING
THE NEXT REFUELING OUTAGE.

1123] WOLF CREEK 1 DOCKET S0-482 LER 91-024
DEFICIENCIES DISCOVERED IN MOTOR-OPERATED VALVE TESTING PROGRAM WHICH CAUSED
POTENTIAL INOPERABILITY OF SAFETY RELATED VALVES.
EVENT DATE: 110291 REPORT DATE: 120291 NSSS: WE TYPE: PWR

(NSIC 223566) IN OCTOBER AND NOVEMBER OF 1991, WITH THE UNIT IN MODE 6,
REFUELING, DEFICIENCIES WERE DISCOVERED IN WOLF CREEK NUCLEAR OPERATING
CORPORATION'S PROGRAM FOR IMPLEMENTING COMMITMCNTS TO THE PROVISIONS OF GENERIC
LETTER 89-10, "SAFEIY RELATED MOTOR-OPERATED VALVE TESTING AND SURVEILLANCE". IN
RESPONSE TO THESE DEFICIENCIES A TASK FORCE EFFORT WAS INITIATED TO PROVIDE A
DETAILED ENGINEERING EVALUATION AND DETERMINE THE OPERABILITY OF VALVES EN HV15,
EN HV16, EM HV8807A, EM HV8807 B, BB HV83S1A, B, C, D, BB HV8000B, BC HV8111, EJ
HV8716A, EJ HV8716B AND OTHER MOTOR-OPERATED VALVES IDENTIFIED BY THE TASK TORCE.
OPERABILITY OF ALL VALVES IDENTIFIED TO HAVE DEFICIENCIES WILL EE ASSURED PRIOR
TO STARTUP. IT IS NOT POSSIBLE TO DETERMINE THE ROOT CAUSE AND CORRECTIVE
ACTIONS FOR THIS EVENT UNTIL FURTHER INFORMATION IS OBTAINED FROM ENGINEERING
EVALUATIONS. THEREFORE, A SUPPLEMENT TO THIS REPORT WILL BE SUBMITTED UPON
COMPLETION OF THE ENGINEERING EVALUATION BY JANUARY 31, 1992.

!
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(1241 WPPSS 2 DOCKET S0-397 LER 91-027
INADEQUATE PROCEDURES REGARDING JET PUMP OPERABILITY.
EVENT DATE: 093091 REPORT DATE: 110691 NSSS: GE TYPE: BWR

(NSIC 223377) ON OCTOBER 1S, 1991 IT WAS CONCLUDED, BASED ON THE RESULTS OF A
REPORTABILITY EVALUATION, THAT THE PREVIOUSLY ACCEPTED UNDERSTANDING OF TECHNICAL
SPECIFICATION REQUIREMENTS FOR JET PUMP TESTING IN MODE 2 WERE NOT IN LITERAL
COMPLIANCE WITH THE PLANT TECHNICAL SPECIFICATIONS. ON SEPTEMBER 26, 1991 AT
1636 HOURS WNP-2 ENTERED OPERATIONAL CONDITION 2. AT 2330 HOURS ON SEPTEMBER 29,
1991 WNP-2 ENTERED OPERATIONAL CONDITION 1. ON SEPTEMBER 30, 1991 A QUESTION ON-
JET PUMP OPERABILITY AND SURVEILLANCE APPLICABILITY IN OPERATIONAL CONDITIONS 1
AND 2 BELOW 2SX OF RATED THERMAL POWER WAS RAISED. IT WAS CONCLUDED AFTER
EXTENDED EVALUATION THAT THE TECHNICAL SPECIFICATION REQUIRES PERFORMANCE OF THE
TESTING WITHIN 24 HOURS AFTER ENTRY INTO MODE 2. THE IMMEDIATE CORRECTIVE ACTIONS
FOR THIS EVENT WAS THAT PLANT STARTUP PROCEDURES WERE DEVIATED TO REQUIRE
PERFORMANCE OF THE SURVEILLANCE PROCEDURE WITHIN 24 HOURS AFTER ENTRY INTO MODE 2
BUT PRIOR TO EXCEEDING 2S% OF RATED THERMAL POWER. THE ROOT CAUSE FOR THIS EVENT
WAS PROCEDURES LESS THAN ADEQUATE / INSTRUCTIONS AMBIGUOUS. THE TECHNICAL
SPECIFICATION FOR JET PUMPS DOES NOT CLEARLY DEFINE WHEN OPERABILITY HUST BE
DEMONSTRATED. IN ADDITION, PLANT PROCEDURES FAILED TO PROVIDE SUFFICIENT
INFORMATION TO CLEARLY DEFINE WHEN THE SPECIFICATION IS APPLICABLE.

[12S] WPPSS 2 DOCKET S0-397 LER 91-029
INADEQUATE PRIMARY CONTAINMENT HYDROGEN RECOMBINER RECYCLE PLOW CONTROL.
EVENT DATE: 103191 REPORT DATE: 112791 NSSS: GE TYPE: BWR
VENDOR: BAILEY INSTRUMENT CO., INC.

(NSIC 223546) ON OCTOBER 31, 1991, A REPORTABILITY EVALUATION WAS COMPLETED THAT
CONCLUDED THAT A PROBLEM ASSOCIATED WITH FLOW CONTROL OF THE PRIMARY CONTAINMENT
HYDROGEN RECOMBINERS WAS REPORTABLE. A CONTRACT ENGINEER PERFORMING A SETPOINT
CALCULATION REVIEW HAD DISCOVERED THAT INCORRECT CONTAINMENT ATMOSPHERIC CONTROL
(CAC) RECYCLE FLOW CONTROL CONTROLLERS (CAC-FC-67A/B) WERE INSTALLED FOR BOTH
DIVISIONS IN THE CONTROL ROOM. THE PLANT DESIGN AND OPERATING PROCEDURES REQUIRED
THESE INSTRUMENTS TO BE USED IN THE AUTO MODE OF OPERATIONS TO CONTROL RECOMBINER
RECYCLE FLOW. IF THESE INCORRECT CONTROLLERS HAD BEEN USED IN THE AUTO MODE, THEY
WOULD NOT HAVE CONTROLLED RECYCLE FLOW WHICH COULD HAVE RESULTED-IN A REDUCED
RECOMBINATION RATE OR POSSIBLE SYSTEM SHUTDOWN DUE TO EXCESSIVE RECOMBINATION.
IMMEDIATE CORRECTIVE ACTION WAS TAKEN TO CHANGE PLANT PROCEDURES REQUIRING
OPERATION OF THESE INSTRUMENTS IN THE MANUAL MODE. THIS ALLOWS PLANT OPERATORS TO
CONTROL RECYCLE FLOW FROM THE CONTROL ROOM BY MANUALLY POSITIONING THE RECYCLE
FLOW CONTROL VALVE (CAC-FCV-6A/B).

[1261 WPPSS 2 DOCKET S0-397 LER 91-030
TECHNICAL SPECIFICATION REQUIRED PLANT SHUTDOWN DUE TO REACTOR PRESSURE BOUNDARY
LEAKAGE THROUGH DEFECTIVE WELD ON RESIDUAL HEAT REMOVAL SYSTEM DRAIN LINE PIPING.
EVENT DATE: 110491 REPORT DATE: 112791 NSSS: GE TYPE: BWR

(NSIC 223547) ON NOVEMBER 4, 1991 AT 0423 HOURS, AN INSPECTION-TEAM THAT WAS
PERFORMING A ROUTINE 1000 PSIG DRYWELL INSPECTION DURING STARTUP FROM AN OUTAGE
INFORMED THE SHIFT MANAGER THAT A SMALL LEAK (APPROXIMATELY 20 DROPS PER MINUTES

.HAD BEEN IDENTIFIED IN A WELDED CONNECTION BETWEEN A RESIDUAL HEAT REMOVAL (RHR)
SYSTEM DRAIN VALVE AND THE RHR, LOOP A, SHUTDOWN COOLING RETURN LINE. THE SHIFT-
MANAGER DETERMINED THAT THIS CONDITION REPRESENTED PRESSURE BOUNDARY LEAKAGE.
ALTHOUGH THE LEAKAGE COULD HAVE BEEN ISOLATED BY MANUALLY CLOSING AN RHR
ISOLATION VALVE, THE DECISION WAS MADE BY PLANT MANAGEMENT TO DECLARE AN UNUSUAL
EVENT AND COMMENCE A REACTOR SHUTDOWN BECAUSE OF THE LEAKAGE AND THE EXTENDED
LENGTH OF TIME REQUIRED TO CLOSE THE VALVE AND ISOLATE THE LEAKAGE FROM THE
REACTOR PRESSURE C00LANT-E0VHDARY. AT 04S4 HOURS AN UNUSUAL EVENT WAS DECLARED
AND PLANT CCNTROL ROOM OPERATORS COMMENCED SHUTDOWN OF THE PLANT. AS IMMEDIATE
CORRECTIVE ACTIONS, THE PLANT WAS MANUALLY SCRAMMED AT OS2S HOURS AND AT 0608
HOURS, THE MANUAL ISOLATION VALVE WAS CLOSED TO ISOLATE THE LEAKAGE. dT 0618
HOURS, THP UNUSUAL EVENT WAS TERMINATED.

_.- __ - _ . _ _ . _ _ _ _ _ _ _ _ _ _ _ _ _
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11271 WPPSS 2 DOCKET 50 397 LER 91-031
INTERMEDI ATE RANGE MONITORS CONTROL ROD BLOCK CHANNEL CALIBRATIONS NOT PERFORMED
IN THE REQUIRED FREQUENCY.
EVENT DATE: 110491 REPORT DATE: 112791 NSSS: GE TYPE: BWR

(NSIC 223548) ON NOVEMBER 4, 1991 IT WAS DETERMINED THAT THE PROCEDURES PERFORMED
TO SATISFY THE INTERMEDIATE RANGE MONITORS (IRMS) CONTROL ROD BLOCK FUNCTION
QUARTERLY (EVERY 92 DAYS) CHANNEL CALIBRATION REQUIREMENTS DID NOT MEET THE
TECHNICAL SPECIFICATION DEFINITION OF A CHANNEL CALIBRATION. THIS CONDITION IS A
DEVIATION FROM THE TECHNICAL SPECIFICATIONS AND IS REPORTABLE PER
10CTR50.73(A)(2)(1)(B). AS AN IMMEDIATE CORRECTIVE ACTION, THE 18-MONTH IRM
REACTOR PROTECTION SYSTEM (RPS) CHANNEL CALIERATION PROCEDURES WERE PERFORMED.
THESE PROCLbURES ALSO SATISFY THE QUARTERLY IRM CONTROL R0D BLOCK CHANNEL
CALIBRATION REQUIREMENTS. THE ROOT CAUSE OF THIS EVENT WAS PROCEDURES THAT WERE
LESS THAN ADEQUATE. THE IRM CONTROL ROD BLOCK QUARTERLY SURVEILLANCE PROCEDURES
DID NOT PERFORM A COMPLETE CHANNEL CALIBRATION. PROCEDURES USED TO SATISFY THE
IRM CONTROL ROD BLOCK FUNCTION CHANNEL CALIBRATION REQUIREMENTS WILL BE REVISED
TO INCLUDE THOSE STEPS NECESSARY TO CONSTITUTE A CHANNEL CALIBRATION. THIS EVENT
WAS NOT SAFETY SIGNIFICANT SINCE AN IRM CONTROL ROD BLOCK FUNCTION CHANNEL
CALIBRATION WAS PERFORMED EVERY 18 MONTHS AS PART OF THE IRM RPS CHANNEL
CALIBRATION. THE IRM CONTROL ROD BLOCK FUNCTION IS NOT REQUIRED FOR ACCIDENT
PREVENTION AND MITIGATION SINCE THE LICENSING BASIS ACCIDENTS ARE MITIGATED BY
THE RPS SYSTEM TRIPS (AVERAGE POWER RANGE MONITORS (APRMS) AND IRMS).

-(128) YANKEE ROWE DOCKET 50-029 LER 91-005
ALL EMERGENCY DIESEL GENERATORS DECLARED INOPERABLE.
EVENT DATE: 110591 REPORT DATE: 120491 NSSS: WE TYPE: PWR
VENDOR: FURNAS ELECTRIC CO.

(NSIC 223457) THE PLANT MAS IN MODE S, AT 0% REACTOR POWER, WITH A MAIN COOLANT
SYSTEM TEMPFDATURE OF 103 DEGREES FAHRENHEIT. EDG NO. 2 WAS OUT OF SERVICE.
DURING WEEKLY C'tRVEILLANCE TESTING OF EDG NOS. 1 AND 3, EXCESSIVE ARCING WAS
OBSERVED ACROSC CONTACTS IN A CONTROL RELAY. THE EDGS WERE REMOVED FROM SERVICE
FOR EVALUATION, AND DECLARED INOPERABLE. AT 1115 HOURS, AN UNUSUAL EVENT WAS
DECLARED DUE TO THE LOSS OF ALL THREE EDGS. AT 1300 HOURS, EDG NO.2 WAS RETURNED
TO SERVICE AND THE UNUSUAL EVENT WAS TERMINATED. THE ROOT CAUSE OF THE CONTROL
RELAY ARCING WAS THE INSTALLATION OF 240/480 VAC STARTING CONTACTOR COILS IN A
SYSTEM DESIGNED FOR 125 VDC. SHORT TERM CORRECTIVE ACTION INCLUDES REPLACEMENT OF
THE AC COILS WITH DC COILS AND REPLACEMENT OF THE STARTER CONTACTOR WITH ONE
RATED FOR DC APPLICATIONS. LONG TERM CORRECTIVE ACTION IS TO UPGRADE THE EDG
CIRCUITRY DURING THE PRESENT REFUELING OUTAGE. ALTHOUGH EDGS NOS. 1 AND 3 WERE
DECLARED INOPERABLE, THEY REMAINED CAPABLE OF BEING STARTED AND LOADED IF NEEDED.
THERE WAS NO ADVERSE IMPACT ON THE HEALTH AND SAFETY OF THE PUBLIC AS A RESULT
OF THIS EVENT. NO SIMILAR EVENTS OF THIS NATURE HAVE BEEN REPORTED IN ANY
FREVIOUS LERS AT THE YANKEE NUCLEAR POWER STATION.

[129] ZION 1 DOCKET 50-295 LER 91-016
REACTOR TRIP AND SAFETY INJECTION DUE TO A.C. INSTRUMENT INVERTER FAILURE.
EVENT DATE: 110791 REPORT DATE: 120991 NSSE: WE TYPE: PWR
VENDOR: MOORE PRODUCTS COMPANY

WESTINGHOUSE ELECTRIC CORP.

(NSIC 223491) AT 0434 ON 11/7/91, WITH THE UNIT AT 100% POWER AND STEADY STATE
CONDITIONS, A.C. INSTRUMENT INVERTER 114 FAILED, CAUSING THE ' LOW STEAM GENERATOR
LEVEL' AND ' LOW STEAM GENERATOR PRESSURE' BISTABLES TO TRIP. SIX SECONDS LATER A
STEAM FLOW / FEED FLOW MISMATCH SIGNAL WAS GENERATED DUE TO 1C FEED PUMP FLOW
REDUCTION CAUSING A REACTOR TRIP. THE REACTOR TRIP SIGNAL CAUSED THE HIGH STEAM
FLOW PROGRAM TO RESET AS DESIGNED, RESULTING IN A HIGH STEAM FLOW SIGNAL. THE
HIGH STEAM FLOW SIGNAL COMBINED WITH THE ' LOW STEAM GENERATOR PRESSURE' EISTABLES
PREVIOUSLY TRIPPED TO ESTABLISH THE COINCIDENCE NECESSARY TO ACTUATE SAFETY
INJECTION AND MAIN STEAMLINE ISOLATION. THE CAUSE OF THE INVERTER FAILURE WAS A
COMPONENT FAILURE. A SILICON CONTROLLED RECTIFIER (SCR) IN THE MASTER SECTION OF
INVERTER 114 MISGATED CAUSING A REDUCTION IN THE INVERTER OUTPUT VOLTAGE. THIS
VOLTAGE REDUCTION WAS GUFFICIENT ENOUGH TO TRIP THE CHANNELS OF REACTOR
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PROTECTION AND SAFEGUARDS INSTRUMENTATION FED FROM THIS INVERTER. DURING THIS
EVENT ALL SAFETY RELATED EU'IPMENT OPERATED AS DESIGNED AND THERE WAS MINIMAL
SAFETY SIGNIFICANCE TO TH7' YENT. CORRECTIVE ACTIONS INCLUDED REPLACING ALL
UNIT i INVERTER SCRS PRILd TL STARTL'P, INCLUDING THE SCRS IN THE PREVENTATIVE
MAINTENANCE PROGRAM AND ENSURING ALL UNIT 2 SCRS WILL BE REPLACED DURING THE NEXT
UNIT 2 REFUELING OUTAGE.

[130) 2 ION 1 DOCKET 50-295 LER 91-017
LOSS OF SERVICE BUS 142 DUE TO A PERSONNEL ERROR.
EVENT DATE - 110891 REPORT DATE: 120991 NSSS: WE TYPE: PWR

(WSIC 223492) AT 1445 ON FRIDAY NOVEMBER S, 1991, WITH UNIT 1 IN HOT SHUTDOWN,
4KV SERVICE BUS 142 LOST POWER. SERVICE BUS 142 IS THE NORMAL TEED TO ENGINEERED
SAFETY-FEATURES (EST) BUS 147. THE LOSS OF POWER TO SERVICE BUS 142 RESULTED IN
LOSS OF POWER TO ESF BUS 147. THE LOSS'0F EST BUS 147 RESULTED IN AN AUTO-START
SIGNAL TO THE 'O' EMERGENCY EIESEL GENERATOR (EDG). THE 'O' EDG AUTO STARTED DUE
TO THE LOW VOLTAGE SENSED ON EST BUS 147. THE FMERGENCY BREAKER TO BUS 147
CLOSED, ALLOWING 0 EDG TO PICK UP BUS 147. ALL FSF EQUIPMENT OPERATED AS
DESIGNED. THIS EVENT WAS CAUSED BY A PERSONNEL ERROR ON THE PART OF THE
OPERATIONAL ANALYSIS DEPARTMENT (OAD) ENGINEER. THE ENGINEER DID NOT RESET THE
LBB TRIP RELAY PRIOR TO RESTORING THE TEST SWITCHES FOR THE FIVE UNIT 1 SERVICE
BUSES. CONTRIBUTING CAUSES INCLUDED OAD ENGINEERS PERFORMING THE 345 KV
SWITCHYARD PROTECTIVE RELAY SYSTEMS TEST USING SCHEMATIC DIAGRAMS, JOB SPECIFIC
VENDOR MANUALS, AND JOB SPECIFIC TECHNICAL TRAINING, A LACK OF FORMAL WRITTEN
PROCEDURES FOR OAD PERSONNEL TO USE-WHEN TESTING THE 345 KV SWITCHYARD PROTECTIVE
RELAY SYSTEMS, A LACK OF CLEARLY EXPRESSED GUIDANCE FOR CHECKING FOR THE PRESENCE
OF TRIP VOLTAGES, AND INADEQUATE COMMUNICATION BETWEEN OAD ENGINEER AND SHIFT
PERSONNEL. THE SAFETY SIGNIFICANCE OF THIS EVENT IS BOUNDED BY THE FSAR LOSS OF
A ESF BUS DURING HOT SHUTDOWN ANALYSIS.

Dr
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COMPONENT INDEX

This index is based on component and component-related keywords assigned by the
NSIC staff when the summaries of the LERs are prepared for computer entry.

ACCUMULATORS 7, 51 GENERATOR, DIESEL 6, 57, 60, 64, 70AIR 75 109, 110, 121, 128
BATTERIES & CHARCERS 9, 55, 62, 75, 84 GENERATOR, MOTOR 9, 47, 80
SLOWERS 47, 68, 75, 112 HEAT EXCHANGERS 2, 3, 14, 16, 52, 57,
BREAKER 4, 9, 14, 20, 23, 47, 60, 61, 62-64, 70, 74, 75, 81, 83, 97, 98
64, 77, 79, 80, 83, 86, 98, 104, 107, HEATERS 63, 89
110, 128, 130 HOSE 95

BYPASS 2, 81, 111 HYDRAULIC SYSTEM 39
CABLES AND CONNECTORS 9, 16, 29, 37, INDICATORS 14, 17, 20, 23, 26, 29, 34,

47, 55, 63, 65, 74, 77, 79, 82, 83, 40, 43, 46, 47, 56, 67-69, 78, 79, 82,
86, 98, 100, 107, 108, 126, 130 86, 87, 92-94, 102, 104, 112, 115,

COMPONENTS 10, 36, 54, 88, 90, 96, 99, 116, 119, 129
122, 123, 129 INSTRUMENT LINE 11, 45, 46, 115

COMPUTER, DIGITAL 101 INSTRUMENT, ALARM 51, 64, 74, 103, 106
CONDENSER 63, 83 INSTRUMENT, AMPLIFIER 56, 67
CONTRACTOR PERSONNEL 9, 10, 29, 31, 32, INSTRUMENT, CONTROL 12, 13, 27

53, 54, 73, 77, 91, 93, 108, 128 INSTRUMENT, FLOW 46, 49, 78
CONTROL 16 41, 45, 50, 54, 62, 84, INSTRUMENT, INTERLOCK 44, 60, 83, 98,118, 119 , 107, 127, 130
CONTROL PANEL / ROOM 41, 79, 97 INSTRUMENT, LIQUID LEVEL 11, 45, 51
CONTROL R0D DRIVES 25, 36, 64, 117 INSTRUMENT, POSITION 918
CONTROL RODS 25, 36, 64, 77, 117 INSTRUMENT, SWITCH 9, 12-14, 19, 27,
CONTROLLER 6, 41, 50, 119 28, 48, 52, 90, 96, 102, 113, 118,
COOLING DEVICE 57, 70, 97 128, 130
CYLINDER GAS 69 INSTRUMENT, TESTING 96, 130
DEMINERALI2ERS 18 INSTRUMENT, VOLTAGE 9, 79, 98DRAINAGE 97 INSTRUMENTS, MISC. 46, 64, 93, 103DRIVE 9, 21, 54, 111 INSULATION 8, 62, 65, 83, 98, 100
ELECTRIC POWER 4, 9, 14, 20, 23, 47, INVERTER 14, 16, 75, 84, 86, 113, 129
60, 61, 64, 77, 79, 80, 83, 86, 87, LICENSED OPERATOR 2, 4, 9, 12-14, 17,
98, 104, 107, 110, 128-130 19, 20, 27, 40, 42, 48, 57, 63, 70,

ELECTRONIC FUNCTION UNITS 8, 9, 14, 16, 77, 84, 103, 105, 106, 113, 114, 117,
46, 56, 64, 67, 83, 86, 87, 93, 104, 120
106, 110, 128, 129 LIGHTING 74, 100

ENGINES, INTERNAL COMBUSTION 60, 70 MOTORS 2, 41, 48, 50, 57, 83, 84, 99,
EQUIPMENT 50, 68, 96, 111 107, 108, 119
FAILURE, COMPONENT 10, 36, 54, 88, 90, NEUTRON 14, 20, 23, 47, 67, 68, 86, 8796, 99 122, 123, 129 NONLICENSED OPERATOR 23, 26-28, 57, 61FAILURE,, EQUIPMENT 1-4, 6-11, 13-16, OPERATOR ACTION 19, 29, 35, 41, 49, 54,

18, 20-27, 29-33, 35-39, 41, 43-48 59, 60, 62, 66, 75, 103, 111, 112,50-52, 54-66, 68-101, 103, 104, 10,- 116, 123, 125, 126
126, 128-130 PENETRATION 9

FAILURE, INSTRUMENT 6, 8, 9, 11-14, 16, PENETRATION, PIPE 9
17, 19, 20, 23, 26-29, 34, 37, 40, 43- PIPES AND PIPE FITTINGS 3, 5, 12, 10,
52, 56, 6b-62, 64,-67-69, 78, 79, 82- 17, 18, 24, 28, 31, 32, 35, 39, 41,
84, 86, 87, 90, 92-94, 96, 98, 102- 54, 64, 65, 73, 74, 81, 84, 85, 56,104, 107, 110,.112, 113, 115, 116, 97, 114
-118, 119, 125, 127-130 PNEUMATIC SYSTEM 9, 62, 65

FAILURE, PIPE 3, 5, 9, 12, 14, 17, 18, POWER DISTRIBUTION ~4824, 28, 31, 32, 39, 41, 54, 64, 65,- PRESSURE RELIEF 22, 39, 72, 123
73, 74, 81, 84, 85, 96, 97, 114 PRESSURE VESSELS 56, 83FAILURE, TUBING 52, 83, 126 PRESSURIZER 14, 74

FASTENER 29, 33, 35, 88 PUMPS 2-4, 13,-54, 57, 72, 83, 84, 90,FILTERS 39 92, 99, 103, 107, 108, 119, 120,.124,
FLOW 16, 46, 62, 74, 84, 118, 125 129
FLOW, RECIRCULATION 123 RADIATION MONITORS 26, 27, 29, 40,-43,FLUX DISTRIBUTION 14, 20, 23, 47, 67, 47, 79, 92, 102, 104, 116, 119

68, 86, 87 REACTOR 56, 83
FUEL ELEMENTS 31, 32, 64, 73, 74, 114, RECOMBINERS 91, 125

117 RECORDERS 48
FUSE 14, 29, 37, 43, 50, 62, 86 RELAYS 6, 60, 61, 79, 83, 98, 107, 110,GAS 106 130

. ._ -. - _ ,_ - _ _ . - _ _ _ _ _ _ _ _ _ _ - _ _ _ - _ _ _ _ - _
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RESPON?E TIME 40, 83
SAMPLINO 26, 43, 119
SEAL 15, 21, 24, 33, 09, 58, 63, 71,

72, 88, 96
SENSORS, FLOW 17, 46, 49, 78, 94, 103,

129
SENSORS, LEVEL 11, 34, 45, 51, 90, 115,

129
SENSORS, PRESSURE 14, 19, 48, 129
SENSORS TEMPERATURE 28, 52, 82, 93,

112
SERV 0 MECHANISM 84, 123
SOLENDID 9, 62, 65, 96
SOLID STATE DEVICE 9, 14, 16, 56, 64,

80, 83, 86, 93, 106, 110
STEAM GENERATOR 3, 16, 52, 62, 64, 74,
~ 98
STEEL 21, 88
STEEL, STAINLESS 76, 88
STORAGE CONTAINER 59, 109
STRUCTURE 14
T0XICITY 106
TRANSTORMERS 1, 66, 83, 119
TUBING 52, 83, 126
TURBINE 4, 16, 54, 56, 63, 83, 84
VALVE OPERA 1CRS 9, 10, 30, 39, 45, 46,

62, 65, 78, 81, 84, iii, 123, 129
VALVE, CHECK 21, 36, 38, 57, 63, 88,

103
13, 15, 16, 20-2, 3, 6, 9-11,36, 38, 39, 43-46,VALVES

22, 26, 27, 30, 33,
54, 56, 57, 62, 63, 65, 70-72, 74, 76,
78, 81, 84, 85, 88, 94, 96, 103, 111,
112, 118-120, 122, 123, 129

VIBRATION 56

. . _
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1

; TEis index is based on system and system-related keywords assiDned by the NSIC
staff when the summaries of the LERn are prepared for computer entry. Please note

that the terms "/SSF" or "/TSF" appended to the system keyword of interest
indicate sub-system fr. ult or total system fault, respectively.

ACTUATOR 11, 12, 14, 37, 40, 43, 44, COOLING SYSTEM, SECONDARY /TSF 62, 72, I

47, 50, 75, 79, 113, 129 118, 129
ANNUNCIATORS 51, 64, 74, 106 CORE 14, 20, 23, 25, 31, 32, 36, 47,

t AUXILIARY 2, 3, 16, 19, 41, 50, 61-64, 64, 67, 68, 73, 74, 77, 86, 87, 98,
[ 72, 74, 78, 97, 98, 103, 107, 118 101, 114, 117
i BLOWDOWN 2, 17, 19 CORE REFLOODING SYSTEM 51, 105

8 LOWDOWN /TSF 2 CORE STRAY 55, 57, 126
BUILDING 3, 43, 44, 47, 61, 64, 74, 75, CORE SPRAY /SSF 57
79, 89,'92, 96, 97, 100, 102, 103, CORE SPRAY /TSF 55
106, 116 CYLINDER CAS 69, 88

BUILDING /SSF 96, 97 DEMINERALI2ERS 118
BUILDING /TSF 75 DRAINAGE 9, 54, 58,-71
BYPASS 74 ELECTRIC POWER 1, 4, 9, 14, 20, 41, 43,
CALIBRATION 9, 11, 12, 14, 17, 22, 33, 50, 55, 57, 60-64, 66, 72, 74, 75 77,
37, 38, 40, 44, 51-53, 57, 67, 69, 79, 79, 83, 84, 86, 100, 104, 107, 108,
82, 91, 92, 95, 96, 99, 101, 104, 109, 110, 119, 128, 130
115, 117, 119, 121, 124, 125, 127, 130 ELECTRIC POWER /SSF 1, 83

COMPONENT COOLING SYSTEM 14, 21, 38, ELECTRIC PONER/TSF 1, 57, 60, 66, 72,
50, 57, 88 77, 83, 84

COMPONENT COOLING SYSTEM /SSF 50 ELECTRIC POWER, VITAL 9,-14, 16, 23,
CONDENSER 63, 83, 126 n7; bu, 75, 77, 80, 84, 86, 98, 113,
CONDENSER COOLING SYSTEM 61, 74, 83 1Lv
CONDENSER COOLING SYSTEM /TSF 83 EMERGENCY COOLING SYSTEM 13, 14, 33,
CONSTRUCTION 35, 126 49, 50, 61, 123, 129
CONTAINMENT 7, 11, 12, 14, 15, 24, 27, EMERGENCY COOLING SYSTEM /SSF 50
29, 31-35, 39, 40, 43, 48, 57, 65, 70- EMERGENCY COOLING SYSTEM /TSF 49
73, 80, 81, 83, 104, 105, 112-115, EMERGENCY POWER, ELECTRIC 6, 9, 12, 57,
119, 126 59, 60, 64, 70, 74, 77, 83, 109, 110,

CONTAINMENT ATMOSPHERE 9, 69, 91, 125 113, 121, 128, 110
CONTAINMENT ATMOSPHERE /TSF 125 EMERGENCY POWER, ELECTRIC /SSF 6, 57,

L CONTAINMENT ISOLATION 2, 3, 9, 27, 37, 59, 60, 64, 70, 77, 109, 121, 128
47,158, 62, 65, 74, 85, 88, 105, 111, EMERGENCY POWER, ELECTRIC /T3F 60, 109,
11%, 119, 122, 123 121, 128

CONTAINMENT ISOLATION /SSF 47 ENGINEERED SAFETY FEATURE 11, 12, 14,
CONTAINMENT PURGE 35, 40 37, 40, 43, 44, 47, 50, 75, 79, 113,
CONTAINMENT SPRAY 13, 50, 63, 74, 123 129
CONTAINMENT SPRAY /SSF 50 ENGINEERED SAFETY FEATURE /SSF 47, 75,

' CONTAINMENT SPRAY /TSF 13 113
CONTAINMENT /TSF. 7, 72 ENGINES, INTERNAL COMBUSTION -6, 57, 59,
CONTROL 9, 43, 44, 47, 61, 69, 74, 75, 64, 100, 109, 110,:121, 128
79, 89,.91, 103, 106, 116, 125 EQUIPMENT 9, 54, 58, 71

CONTROL ROD DRIVES- 7, 25, 36, 64, 75, FAILURE, ADMINISTRATIVE CONTROL, 20, 27,
101, 117, 127 42, 55, 57, 61, 65, 66, 69, 70, 77,

CONTROL ROD DRIVES /SSF 75 86, 91-93, 95, 101, 105, 106, 112, 116
CONTROL SYSTEM 3, 4, 6, 9, 16, 19, 25, FAILURE, DESIGN ERROR 19, 31, 32, 41,
56, 62, 64, 74, 78, 96, 105, 110,-128, 60, 66, 72, 73, 75, 81, 84, 93, 103,
129 112, 116, 125,

~ COOLANT PURIFICATION SYSTEM 8, 9, 11, FAILURE, FABRICATION ERROR 9, 10, 54,!

I,
12, 14, 20,-23, 28, 46, 47, 61, 65, 108, 128
72, 74, 81, 83, 85, 120, 123, 129 FAILURE, INSTALLATION ERROR 29, 46, 49,

, -COOLANT PURIFICATION SYSTEM /SSF 20, 120 54, 65
| COOLANT PURIFICATION SYSTEM /TSF 72, 81, FAILURE, MAINTENANCE ERROR 14, 20, 21,

120 39, 43, 45, 46, 48, 58,.61, 70, 86,
COOLING 57, 64, 74, 121 94, 96-98, 100, 102,'105, 107, 113,
COOLING SYSTEM, SECONDARY 2, 3, 12, 14, 119

16, 17, 19, 37,-50, 52, 61-64, 72, 74, FAILURE, OPERATOR ERROR 2, 4, 5, 13,
76, 78, 82, 83, 94, 98, 107, 111, 112, 18, 19, 23, 26-28, 45, 63, 77, 81, 83-

| 118, 126, 129 85, 103, 114, 120
COOLING SYSTEM, SECONDARY /SSF 50, 83 FEEDWATER 2, 3, 16, 19, 50, 61-64, 72,
COOLING SYSTEM, SECONDARY /TSF 2, 3, 16, 74, 78, 83, 98, 107, 118, 129

_ - _ _ _ -
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FIRE PROTECTION 5, 95, 97, 103 STACK /TSF 53
FIRE PROTECTION /SSF 5, 97 STANDBY GAS TREATMENT 11, 29, 70, 80,
FUEL ELEMENTS 102, 116 83
FUEL, FOSSIL 59, 109 STANDBY CAS TREATMENT /5SF 29, 70
FUEL, FOSSIL /SSF 109 STANDBY CAS TREATMENT /TSF 70
. FUEL, FOSSIL /TSF 109 STEAM 41, 47, 63
GENERATORS 4, 9, 16, 19, 47, 56, 63, STEAM CENERATOR 2, 3, 16, 17, 19, 52,

74, 83, 86, 87, 96 62, 64, 74, 76, 98, 129
HPCI 39, 83, 90 STEAM /SSF 63
HPCI/TSF 39, 90. STEAM /TSF 63
HYDROGEN 9, 69, 91, 125 STORAGE CONTAINER 39, 96
INSTRUMENT, ALARM 51, 64, 74, 106 STRUCTURE 5, 41, 95, 103
INSTRUMENT, IN CORE 9, 14, 20, 23, 47, STRUCTURE /SSF 5
67, 68, 86, 87, 127 SUB5iSTEM FAULT 1,2,5,6, 14, 20, 29,

INSTRUMENT, NON-NUCLEAR 9, 13, 16, 17, 47, 50, 57, 59, 60, 63, 64, 70, 75,
45, 46, 49, 51, 65, 69, 75, 83, 84, 77, 83, 89 96, 97, 99, 108, 109, 113,
86, 90, 98, 107, 118, 125 129, 130 120, 121, $28

LEAK DETECTION 8,28,40,46,82,112 TESTING 9, 11, 12, 14, 17, 22, 33, 37,
LIGHTING 74, 100 38, 40, 44, 51-53, 57, 67, 69, 79, 82,
LUBRICATION 39, 96 91, 92, 95, 96, 99, 101, 104, 109,
MAIN COOLING SYSTEM 2-4, 10, 14-17, 21, 112, 115, 117, 119, 121, 124, 125,

22, 30-32, 41, 52, 56, 62, 64, 65, 72- 127, 130
99, 107, 114, TORUS 48, 837412$,76,83,85,93,98,124, 129 TORUS /TSF 83

MAIN COOLING SYSTEM /SSF 2, 83, 99 TOTAL SYSTEM FAULT 1-4, 7, 13, 14, 16,
MAIN COOLING SYSTEM /TSF 4, 14, 31, 32, 31, 32, 39, 45, 49, 52-55, 57, 60, 62,

52, 72, 74,_99, 107, 114 63, 66, 70, 72, 74, 75, 77, 81, 83,
MONITOR 103 84, 90, 96, 99, 107-109, 114, 116,
MONITORING SYSTEM, RADIATION 26, 27, 118, 120, 121, 125, 128, 129

29, 43, 47, 79, 92, 102, 104, 116, 119 TURBINE 4, 9, 16, 19, 47, 56, 63, 74,
OFF SITE 1, 57, 60, 66, 72, 74, 77, 83, 83, 86, 87, 96

84, 130 TURBINE /SSF 96
ON SITE 4, 9, 14, 20, 41, 43 60, 61, TURBINE /TSF 74, 96

63, 64, 79, 83, 104, 107, 1$0, 119, VENTILATION SYSTEM 11, 12 14, 27, 29,
128, 130 35, 40, 43,_44, 47, 57, di, 70, 74,

PRESSURE RELIEF 10, 30, 56, 76, 83, 129 _ 75, 79, 80, 83, 89, 92, 97, 102, 104-
PRESSURE VESSELS 11, 45, 56, 73, 83, 106 112, 113, 116, 119

115 VENTI [ATION SYSTEM /SSF 29, 70 89
PRESSURIZER- 14, 22, 74, 76, 123 VENTILATION-SYSTEM /TS7 70, lib
PROCESS MONITORING 9, 14, 23, 34, 41, WASTE MANAGEMENT 92
45, 47, 48, 52, 64, 75, 80, 93, 94, WASTE TREATMENT, GAS 26, 40,i:7
98, 101, 113, 115 WASTE TREATMENT, LIQUID 18, 81

RCIC 37, 54, 55, 57, 81, 83, 84 WATER 57, 74
RCIC/TSF 54,'55, 57, 84-

REACTOR CONTROL 25, 64
REACTOR POWER 25, 64
REACTOR PROTECTION SYSTEM 9, 14, 23,
41, 45, 47, 52, 64, 75, 80, 93, 94,
98, 101

REACTOR PROTECTION SYSTEM /SSF 47, 75
RHR-LPCI 45, 57, 83, 84, 126
RHR-LPCI/SSF 57
RHR-LPCI/TSF 45
RHR-LPSI 14, 24, 50, 71, 73, 74,-108,

123
RHR-LPSI/SSF 14, 50, 108
RHR-LPSI/TSF 108
SAMPLING 19, 37, 83, 88
SEAL 47

| SERVICE WATER SYSTEM 18, 50, 57, 64,
' 70, 74, 121, 122

SERVICE WATER SYSTEM /SSF 50, 57
SHUTDOWN SYSTEM, SECONDARY 20
SOLID STATE DEVICE 19, 105
STACK 53, 119

. - _ _ _ - _ _ _
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This index is based on the keywords assigned by the NSIC staff when the summaries
of the LERs are prepared for computer entry.

ACCUMULATORS 7 51 CONDENSATION 54, 97, 108
ACTUATOR 11 ik 37, 40, 43, 44, 47, CONDENSER 63 12650,75,79,,11$ CONDENSER C00b!NG SYSTEM 61, 74, 83
ADMINISTRATIVE PERSONNEL ERROR - SEE CONNECTICUT YANKEE (PVR) 24

FAILURE CONSTRUCTION 35, 126
AGE EFFECf ADMINISTRATIVE CONTROL- SEE EFFECT, AGE CONTAINMENT 7, 11 15, 24 27,
AGENCY NRC 34 29, 31 35 46,124$,14,40, 65, 76-73,
AIR 78 81,85,39164, 105, 112-115, 119,80
AIR / STEAM BINDING 28, 46, 85 128
ANNUNCIATORS 7, 9 11 15, 16, 20, 25, CONTAINMENT ATMOSPHERE 69, 91, 12526, 28,-46,151,d2,d4,68,77,83, CONTAINMENT ATMOSPHERE /TSF 125

97, 104, 106, 119 CONTAINMENT ISOLATION 2, 3, 9, 27, 37,
AQUATIC ORGANISM B3 47, 58, 62 65, 85, 88, 105, ill,
ARNANSAS NUCLEAR 1 (PWR) 1 112 119, $22, 123
ARKANSAS NUCLEAK 2 (PWR) 1 CONTAINMENT ISOLATION /SSF 47
AUXILIARY 2, 3, 16, 19, 41, 50, 61-64, CONTAINMENT PURGE 35, 40
72, 78, 97, 98, 103, 107 118 CONTAINMENT SPRAY 13, 50, 63, 123

BATTERIES & CHARGERS 55, 52, 75, 84 CONTAINMENT SPRAY /SSF 50
BEAVER VALLEY 1 (PWR) 2 CONTAINMENT SPRAY /TSF 13
BLOWDOWN 2, 17, 19 CONTAINMENT /TSF 7, 72
BLOWDOWN /TSF 2 CONTAMINATION 9, 18, 59, 80, 83, 88,
BLOWERS 68, 75, 112 96, 109, 116
BRAIDWOOD 1 (PWR) 3 CONTRACTOR PERSONNEL 10, 29, 31, 32,
BREAKER 4, 14, 20, 23, 47, 60, 61, 77. 53, 54 73, 77 91, 93 108, 128

79, 80,-83, 86, 98, 104, 107, 110, CONTROL ,9, 16, 41, 43, 44, 46, 47, 50,
128, 130 54, 61, 69, 74, 75, 79, 84, 89, 91,

-BROWNS FERRY 2 (BWR) 4 103, 106, 116, 118, 119, 125
BROWNS FERRY 3 (BWR) 5 CONTROL PANEL / ROOM

41,25, 36, 64, 75,79, 97
BRUNSWICK 1 (BWR) 6-9 CONTROL ROD DRIVES 7,
BRUNSWICK 2 (BWR) 9-11 101, 117, 127
BUILDING 3, 43, 44, 47, 61, 64, 75, CONTROL ROD DRIVES /SSF 75

79, 89, 92, 96, 97, 100, 102, 103, CONTROL RODS 25, 36, 64, 77, 117
106, 116 CONTROL SYSTEM 3, 4, 6, 9, 16, 19, 25,

BUILDING /SSF 96, 97 56, 62, 74, 78, 96, 105, 110, 128
BUILDING /TSF 75 CONTROLLER 6, 41, 50, 119
BWR REACTOR - SEE REACTOR, BWR COOK 1 (PWR) 25, 26
BYPASS 2, 74, 81, 111 COOK 2 (PWR) 26, 27
BYRON 1 (PWR) 12, 13 COOLANT PURIFICATION SYSTEM 8, 11, 12,
BYRON 2 (PWR) 14, 15 14, 20, 23, 28, 46, 47, 61, 65, 72,
CABLES A!W CONNECTORS 9, 16, 29, 37, 74, 81, 85, 120, 123, 129
47, 55. E3, 65, 74, 77, 79, 82, 83, COOLANT PURIFICATION SYSTEM /SSF 20,86, 98, '30, 107, 108, 126, 130 120

CALIBRATION- 6, 10-12, 17, 22, 30, 33, COOLANT PURIFICATION SYSTEM /TSF 72,
37-40, 44, 51-53, 67, 69, 76, 79, 82, 81, 120

~

91, 92, 95, 99, 101, 104, 109, 112 COOLING 74, 121
115, 117-119, 121, 124, 125, 127, 130 COOLING DEVICE 57, 70, 97CALLAway.1-(pWR) 16 COOLING SYSTEM, SECONDARY 2, 3, 12,

CALVIRT CLIFFS 2 (LWR) 17 14, 16, 17, 19, 37, 50, 52, 61-64,
CATAWBA 1 (PWR) 18 72, 76, 78, 82, 94, 98, 107, 111,
CATAWBA 2 (PWR) 18-20 112, 118, 126, 129
CLADDING FAILURE' - SEE FAILURE, COOLING SYSTEM, SECONDARY /SSF 50

CLADDING COOLING SYSTEM, SECONDARY /TSF 2, 3,COMANCHE 1 (PWR) 21-23 16, 62, 72, 118, 129
COMPONENT. COOLING SYSTEM 21, 38, 50, COOPER (BWR) 28-30

88 CORE 14, 20, 23, 25, 31, 32, 36, 47,
COMPONENT COOLING SYSTEM /SSF 50
COMPONENT FAILURE - SEE FAILURE, lik,67, 68, 73, 77, 86, 87, 98, 101,64

117
F 2iPO!ENT CORE REFLOODING SYSTEM 51, 105

COMPONENTS 10, 36, 54, 88, 90, 99, CORE SPRAY 55, 57, 126
122, 123 CORE SPRAY /SSF 57

COMPUTER, DIGITAL 101 CORE SPRAY /TSF 55
CONCENTRATION 31, 32 CORROSION 10, 21, 30, 57, 96, 100, 122

- - , -, __ , _ __ _ ____ _- . - _ _ _ _ _ _ _ _ _ _ _ _ _
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CRACK 88, 96,-100, 108 FAILURE, ADMINISTRATIVE CONTROL 93,
CRUD S,-59, 80, 83, 88, 96, 109 95-97, 99-101, 103, 105, 106, 109,
CRYSTAL RIVER 3 (PWR)' 31 112, 114 117, 119, 120, 124, 125,
CYLINDER GAS 69, 88 127, 130
DAVIS BESSE 1 (PWR) *s 2 FAILURE, CLADDING 73
DEFORMATION 9, 62, 98, iii, 129 FAILURE, COMPONENT 10, 36, 54, 88, 90,
DEMINERALIZERS 18, 118 99, 122, 123
DESICN ERROR - SEE FAILURE, DESIGN FAILURE DESIGN ERROR 19, 31, 32, 41,g

ERROR 60, 6e, 72$25 , 75, 81, 64, 93, 103,73
DESTRUCTIVE WIND 83 112, 116,
DIALLO CANYON 2 (PWR) 33, 34 TAILURE, EQUIPMENT 1-4, 6-11, 13-16, i

,

DIESEL GENERATOR - SEE CENERATOR, 18, 20-27, 29 33, 35-39, 41 43-48, '

DIESEL
. 50 52, 54-66, 68-101,103,304, 106-

DRAINAGE 9, 54, 58, 71, 97 126 128-130
DRESDEN 2 (BWR) 35-37 FAILUkE FAERICATION ERROR 10, 54,
DRESDEN 3-(BWR) 35 108, $28
DRIFT 30, 76, 112 FAILURE

49, 54, INSTALLATION ERROR
29, 46,

DRIVE 21, 54, 111 65
EFFECT AGE 8, 24, 98, 129 FAILURE, INSTRUMENT 6 8 9, 11-14,
ELECTRIC POWER 1, 4, 9, 14, 20, 23, 16, 17, 19,20,23,16-19,34, 37,
41, 43, 47, 50, 55, 60-63, 66, 72, 40, 43-52, 56, 60-62, 67 69, 78, 79,
77104,79,80,83,84,86,87, 98, 100, 82, 86, 87 90, 92-94, 98 102-104,

107, 108, 110, 119, 128-130 107, 110, 312, 113, 115, $16, 118,
ELECTRIC POWER /SSF 1 119, 125 127-130
ELECTRIC POWER /TSF 1, 60, 66, 72, 77, FAILURE, MkINTENANCE ERROR 20, 21, 39,

84
43, 45, 46, 48, 58, 61,107,70, 86, 94,

ELECTRIC POWER, VITAL 14, 16, 23, 47, 97, 98, 100, 102, 105, 113, 119
50 75, 77 80, 84, 86, 98, 113, 129 FAILURE, OPERATOR ERROR 2, 4, 5, 13,

ELECYRICAL FAILURE '1, 8, 9, 14, 16, 18, 19, 23, 26-28, 45, 63, 77, 81,
23, 29, 37, 41, 47, E0, 55, 57, 60, 84, 85, 103, 114, 120
62-66, 68, 72, 74, 75, 77,J79, 80, TAILURE, PIPE 3, 5, 12, 17, 18, 24,

82-84, 85,121,87, 97, 93, 104, 107-109, 28, 31, 32, 39, 41, 54, 64, 65, 73,
113,-119, 128-130 81, 84, 85, 96, 97, 114

ELECTRONIC FUNCTION UNITS 8, 16, 46, FAILURE, TUB 1NG 52, 126
56, 64, 67, 86, 87, 93, 104, 106, FARLEY 1 (PWR) 38
110, 128, 129 FARLEY 2 (PWR) 38

EMERGENCY COOLING SYSTEM .13, 14, 33, FASTENER 29, 33, 35, 88
49, 50, 61, 123, 129 FATIGUE 3

EMERGENCY COOLING SYSTEM /SSF 50 TEEDWATER 2, 3, 16, 19, 50, 61-64, 72,
EMERGENCY COOLING SYSTEM /TSF 49 78, 98, 107, 118, 129
EMERGENCY POWER, ELECTRIC 6, 9, 12, FILTERS 39
57, 59, 60, 64, 70, 74, 77, 109, 110, FIRE 8, 75, 119
113, 121, 128, 130 FIRE PROTECTION 5, 95, 97, 103

EMERGENCY POWER, ELECTRIC /SSF 6, 57, FIRE PROTECTION /SSF 5, 97
59, 60, 64, 70, 77, 109, 121, 128 FIT 2 PATRICK (BWR) 39, 40

EMERGENCY POWER, ELECTRIC /TST 60, 109, FLAW 126
121, 128 FLOOD 54, 97, 108

ENGINEERED SAFETY FEATURE 11, 12, 37, FLOW 2-5, 13, 14, 1b 18, 20, 29, 31,
40, 43, 44, 47, 50, 75, 79, 113 32, 39,45*47,49,10,52,54, 55,

ENGINEERED SAFETY FEATURE /SSF 47, 75, 57, 59, 62,
70, 72-74, 81,108,83-85, 90,113 92, 96, 97, 99, 103, 107, 112,

ENGINES, INTERNAL COMEUSTION 6, 59, 114, 118-120, 125, 129
60, 64, 70, 100, 109, 110, 121, 128 FLOW BLOCKAGE 2-5, 13, 14, 18, 20, 29,

EQUIPMENT 9, 50, 54, 58, 68, 71, 96, 31, 32, 39, 45, 47, 49, 50, 54, 55,
121 57, 59, 62, 70, 72, 73, 83, 84, 90,

EQUIPMENT FAILURE - SEE FAILURE, 92, 96,'97, 99, 107, 108, 112, 114,
EQUIPMENT 118-120, 125, 129

EROSION 111, 122 FLOW, RECIRCULATION 123
FABRICATION ERROR - SEE FAILURE, FLUX DISTRIBUTION 20, 23, 47, 64, 67,

FABRICATION ERROR 68, 86, 87, 117
FAILURE 1-130 FT. CALHOUN 1 (PWR) 41-43
FAILURE, ADMINISTRATIVE CONTROL 2, 5, FUEL ELEMENTS 31, 32, 73, 102, 114,

12, 14, 17, 19-23, 27, 28, 38, 39, 116, 117
42, 44, 45, 48, 51, 53, 55, 57, 58, FUEL, FOSSIL 59, 109
61, 63, 65-67, 69, 70, 77, 84-86, 91- FUEL, FOSSIL /SSF 109

- _ . - _ _ -__ _ -- __.
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FUEL, FOSSIL /TSF 109 INSTRUMENT, INTERLOCK 44, 60, 98, 107,
' FUSE 29, 37, 43, 50, 62, 86 127, 130
GAS 106 INSTRUMENT, LIQUID LEVEL 11, 45 51
GENERATOR,-DIESEL 6, 57, 60, 64, 70, INSTRUMENT NON-NUCLEAR 9, 13, $6, 17, ,

109, 110, 121 128 45,46,49,51 65, 69, 75, 84 06,
GENERATOR, MOT 0k 47, 80 9. 98, 107,il8, 125, 129, 136
GENERATORS 4, 9, 16, 19, 47, 56, 63, INE'4Fone.,T, POSITION 118
74, 86 87 96 INSTRUMENT, SWITCH 9, 12-14 19, 27,

HATCH 1 (EUR$ 44-47 28, 48, 52, 90, 102, 113,$18,128,
HATCH 2 (BWR) 44, 47, 48 130
HEAT EXCHANGERS 2, 3, 16, 52, 57, 63, INSTRUMENT, TESTING 96, 130

70, 75, 81, 97, 98 INSTRUMENT, VOLTAGE 79, 98
HEATERS 63, 89 INSTRUMENTS, MISC. 46, 93, 103
HIGH 2, 16, 18, 31, 32, 39, 41, 52, INSULATION 8, 62, 65, 98, 108

*

56, 74, 81, 83-85, 93, 97, 103, 118 INVERTER 14, 16 75, 84, 86, 113, 129
HIGH RADIATION 65 KEWAUNEE (PWR) $1,52
HIGH TEMPERATURE 14, 57, 70, 75, 129 LA SALLE 1 (BWR) 53-55
HOSE 95 LA SALLE 2 (EUR) 56
HPCI 39, 83, 90 LEAK 3, 5, 15, 24, 31-33, 35, 38, 39,
HPCI/TSF 39, 90 41, 57, 64, 65, 71-73, 81, 80, 96,
HUMAN FACTORS 4, 5, 9, 26, 29, 46, 48, 103, 114, 115, 122, 126

54, 59, 62, 78, 79, 82, 104, iii, LEAR DETECTION 8, 28, 40, 46, 82, 112
119, 123 LICENSED OPERATOR 2, 4, 12, 13, 17,

HUMIDITY, RELATIVE 41 19, 20, 27, 40, 42 48, 57, 63, 70,
HYDRAULIC EFFECT - 11, 45, 81, 90 77, 84, 103, 105,$06,113,114,117,
HfDRAULIC SYSTEM 39 123
HYDROGEN 69, 91, 125 LIGHTING 74 100
IMPACT SHOCK 100 LIGHTNING 74
INCIDENT, HUMAN ERROR 2, 4, 10-13, 17- LIMERICK 1 (BWR) 57

20, 27, 29, 31-33, 35, 37, 41-43, 48, LIMERICK 2 (BWR) 57, 58

39, 45, 47, 49-52, 54,20, 29,2-5, 7, 12-14, 18 31, 32,49, 52,=53, 55, 57, 58, 60, 61, 65- LOW
55, 57, 59,67, 70, 72, 73, 75, 77, 79, 81, 84,

83, 84, 89, 90,86, 91-96, 98, 101, 103, 105-108, 62-64, 70, 72-74, 81,112, 114,112, 113, 115, 116, 120, 121, 125, 92, 96-99, 107, 108, 118-
126, 128, 130 120, 125, 129

INDIAN POINT 2 (PWR) 49 LUBRICATION 9, 39, 129
INDIAN POINT 3 (PWR) 50 MAIN COOLING SYSTEM 2-4, 10, 14-17,

INDICATORS 14, 17, 20, 23, 26, 29, 34, 21, 22, 30-32, 41, 52, 56, 62, 65,
40, 43, 46, 47, 56, 67-69, 78, 79, 72-74, 76, 85, 93, 98, 99, 107, 114,
82, 86, 87,-92-94, 102, 104, 1*2, 123, 124, 129
115, 116, 119, 129 MAIN COOLING SYSTEM /SSF 2, 99

INSPECTION 3, 9, 10, 12, 14, 21, 22, MAIN COOLING SYSTEM /TSF 4, 14, 31, 32,
24, 30, 3.1, 36-40, 49, 54, 55, 62, 52, 72, 74, 99, 107, 114
64, 69, 76, 78 89, 91, FAINE YANKEE (PWR) 59, 6093,96,97,104,79,82,88,iii,115,108, 109, M-TNTENANCE AND REPAIR- 3, 6, 8, 9, 11,

39, '!3, 46, 47, 52,21, 29, 35, 36,63, 64,117, 119, 122, 126, 128-130
54, 57, 59-61, 68, 70, 71,INSTALLATION ERROR - SEE FAILURE,

INSTALLATION ERROR 80, 83, 86, 90, 94, 98, 130, 102,
INSTRUMENT FAILURE - SEE FAILURE, 103, 105, 107, 109, 113, 120, 121,

INSTRUMENT 128
INSTRUMENT LINE 11, 45, 46, 115 MAINTENANCE ERROR - SEE FAILURE,
INSTRUMENT, ABNORMAL INDICATION 4, 6, MAINTENANCE ERROR
8, 9, 11, 14, 16, 17, 19, 20, 23, 25- MCGUIRE 1 (PWR) 61
29, 34, 40, 43, 45-51, 56, 60, 61, MCGUIRE 2 (PWR) 01-64
64, 68, 74, 75, 78, 79, 82, 84, 86, MILLSTONE 1 (BWR) 45, 66
87, 90, 92-94, 98, 102-106, 110, 112, MILLSTONE 3 (PWR) 67, 68
113, 116,-118, 119, 125, 129, 130 MONITOR 103

7, 9, 11, 15 MONITORING SYSTEh, RADIATION 26, 27,28,46,51,62,6k,16,INSTRUMENT, ALARM
68, 29, 43, 47, 79, 92, 102, 104, 116,20, 25, 26,

74, 77, 83, 97, 103, 104, 106, 119 119
INSTRUMENT, AMPLIFIER 56, 67 MOTORS 2, 41, 48, 50, 57, 83, 84, 99,
INSTRUMENT, CONTROL 12, 13, 27 107, 108, 119
INSTRUMENT, FLOW 46, 49, 78 NEUTRON 20, 23, 47, 67, 68, 86, 87
INSTRUMENT, IN CORE 20, 23, 47, 67, NINE MILE POINT 1 (BWR) 69

68, 86, 87, 127 NINE MILE POINT 2 (BWR) 70

_ _ _ _ _ _
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NOISE 40, 68, 83, 104 QUAD CITIES 1 (BWR) 89
NONLICENSED OPERATOR 23, 26-28, 57, 61 QUAD CITIES 2 (BUR) 89, 90
NORTH ANNA 2 (PWR) 71 RADIATION MONITORS 26, 27

118,291$9
40, 43,

OCONEE 1 (PWR) 72, 73 47, 79 92, 102, 104,
OCONEE 2 (PWR) 72, 73 RADI0 ACTIVITY RELEASE 15, 18, 24, 26,
OCONEE 3 (PWR) 72, 73 27, 71, 116, 126
0FF SITE 1, 18, 26, 27, 60, 66, 72, RCIC 37, 54, 55, 57, 81, 84

77 83, 84, 130 RCIC/TSF 54, 55, 57, 84
ON SITE 4, 20, 41, 43, 54, 60, 61, 63, REACTOR 56, 83

.

|
'

79, 97, 104, 107, 108, 110, 119, 128, REACTOR CONTROL 25
130 REACTOR POWER 25

OPERATION 1, 3, 4, 6-9, 15, 16, 18, REACTOR PROTECTION SYSTEM 9, 14, 23,
25-28, 35, 36, 38-44, 47, 48, 50-62, 41, 45 47, 52, 64, 75, 80, 93, 94,
64, 65, 69-74, 76, 78 80, 82 83, 86, 98, 10$
87,89-91,93,95-104,107,509, 112, REACTOR PROTECTION SYSTEM /SSF 47, 75
117, 118, 125, 129

~

REACTOR SHUTDOWN 3, 4, 6, 15, 16, 45,
OPERATOR ACTION 9, 19, 29, 35, 40, 41, 56, 62, 64, 10f,71, 74, 81, 83, 91,60

126, 12945, 46, 49, 54, 59, 60, 62 66, 75, 93, 96, 98,
102-104, iii, 1I2, 116, REACTOR STARTUP 32, 34, 81, 92, 106,81, 83-85,125,119, 123, 126 iii, 124, 126

OPERATOR ERROR - SEE FAILURE OPERATOR REACTOR, BWR 53-58, 65, 6b,35-37, 39,4-11, 28-30
ERROR; LICENSED OPERATOR;NON(ICENSED 40, 44-48, 69, 70, 79-
OPERATOR 85, 89-92, 112, 124-127

OXIDATION 10, 21 30, 57, 96, 100, 122 REACTOR, PWR 1-3, 12-27, 31-34, 38,
PALO VERDE 1 (PWR5 74, 75 41-43, 49-52, 59-64, 67, 68, 71-78,
PALO VERDE 2 (PWR) 74-77 86-88, 93-111, 113-123, 128-130
PALO VERDE 3 (PWR) 74, 75, 78 RECOMBINERS 91, 125
PEACH BOTTOM 2 (EWR) 79, 80 RECORDERS 48
PERRY 1 (BWR) 81, 82 REFUELING 10-12, 14, 20-24, 29, 30,
PILCRIM 1 (BWR) 83-85 35, 44-46, 49, 61, 74, 75, 77, 84,
PIPE FAILURE - SEE FAILURE, PIPE; PIPES 88, 103, 105, 108, 109, 113-116, 119,

AND PIPE FITTINGS 121-123
PIPES AND PIPE FITTINCS 3, 5, 12, 17, RELAYS 6, 60, 61, 79, 98, 107, 110,

18, 24, 28, 31, 32, 35, 39, 41, 54, 130
64, 65, 73, 74, 81, 84, 85, 96, 97, RESPCHSE TIME 9, 17, 26, 33, 38-40,
114 44, 53, 67, 91-93, 95, 99-101, 115,

PHEUMATIC SYSTEM 65 121, 124
POINT BEACH 1 (PWR) 86, 87 REVIEW 1, 5, 10, 13, 17, 19-22, 27,
PPINT BEACH 2 (PWR) 88 29, 31-33, 35, 36, 38, '.9, 41, 42,
PDISON, SOLUBLE 31, 32, 73, 114 44-46, 48-55, 57-62, 65% 7, 69, 70,
POWER DISTkIBUTION 48 72, 73, 75, 77, 78, 81, 84, 86, 90-

-PRECIPITATION 31, 32, 73,-114 93, 95-97, 99-101, 103-105, 108, 109,
PRESSURE DROP 118 111, 112, 114-116, 120, 121, 123-128
PRESSURE PULSE 11, 45, 81 RHR-LPCI 45, 57, 83, 84, 126
PRESSURE RELIEF 10, 22, 30, 39, 56, RHR-LPCI/SSF 57

72 76, 123, 129 RHR-LPCI/TSF 45
PPES$URE VESSELS 11, 45, 56, 73, 115 RHR-LPSI 14, 24, 50, 71, 73, 74, 108,
PRESSPRE, EXTERNAL 2, 7, 12, 39, 56, 123

6?, ?4, 25 RHR-LPSI/SSF 14, 50, 108
PRESSURE, INTERNAL 2, 7, 12, 39, 56, RHR-LPSI/TSF 108

63, 74, 81, 96 RIVERBEND 1 (BWR) 91, 92
PRESSURIZER 22, 76, 123 ROBINSON (PWR) 93
"ROCEDURES AND MANUALS 1, 2, 4, 5, 9- SALEM 1 (PWR) 94

14, 17-23, 27-29, 31-33, 35-39, 41- SALEM 2 (PWR) 95, 96
46, 48-55, 57-63, 65-67, 69, 70, 72, SAMPLING 19, 26, 37, 43, 83, 88, 119
73, 75, 77-79, 81, 84-86, 90-101, SAN ONOFRE 1 (PWR) 97-100
103-109,'111-117, 119-121, 123-128, SAN ONOFRE 3 (PWR) 99, 101 102
130 SCRAM, REAL 3, 4, 16,56,$2,64,74,

PROCESS MONITORING 9, 14, 23, 34, 41, 83, 96, 98, 107, 129
45, 47, 48, 52, 64, 75, 80, 93, 94, SCRAM, SPURIOUS 45, 68
98, 101, 113, 115 SEAL 15, 21, 24, 33, 39, 58, 63, 71,

PROPERTY, CHEMICAL 18, 69, 109 72, 88
PUMPS 2-4, 13, 54, 57, 72, 84, 90, 92, SENSORS, FLOW 17, 46, 49, 78, 94, 103

99, 103, 107, 108, 118-120, 124 SENSORS, LEVEL 11, 34, 45, 51, 90,
PWR REACTOR - SEE REACTOR, PWR 115, 129
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SENSORS, PRESSURE 14 19, 48 TOTAL SYSTEM FAULT 83, 84 90, 96, 99,
SENSORS, TEMPERATURE ,28, 52, 82, 93, 107-109, 114, 116, 118, $20, 121,

112 125, 128, 129
' SEQUQYAH 1 (PWR) 103 T0XICITY 106

SEQUOYAH 2 (PWR) 103 TRANSTORMERS2,5b,66,1 119
SERVICE WATER SYSTEM 18, 50, 57, 64, TRANSIENT 62, 64, 83, 98, 129

70, 74, 121, 122 TROJAN (PWR) 115, 116
SERVICE WATER SYSTEM /SSF 50 TUBING 52 126
SERV 0 MECHANISM 84, 123 TUBING FAIbURE - SEE FAILURE, TUBING
SHEARON HARRIS 1 (PWR) 104 TURBINE 4, 9, 16, 19, 54, 56, 63, 74,
SHUTDOWN SYSTEM, SECONDARY 20 84 86, 87, 96
SMOKE 8, 75, 119 TURBINE /SSF 96
SOLENOID 9, 62, 65, 96 TURBINE /TSF 74, 96
SOLID STATE DEVICE 16, 19, 56, 64, 80, TURKEY POINT 3 (PWR) 117

86, 93,
105,(PWR$106 110 TURKEY POINT 4 (PWR) 118

SOUTH TEXAS 1 105 108 UPDATE 9, 14, 25, 39, 41, 49, 58, 65,
SOUTH TEXAS 2 (PWR) 108 69, 70, 76, 81, 86, 93, 94, 97, 105,
ST. LUCIE 1 (PWR) 109 106, 112, 115, 116
STACK 53, 119 VALVE OPERATORS 10, 30, 39, 45, 46,
STACK /TSF 53 65, 78, 81, 84, iii, 123, 129
STANDBY GAS TREATMENT 11, 29, 70, 80, VALVE, CHECK 21, 36, 38, 57, 63, 80,

83 103
STANDBY GAS TREATMENT /SSF 29, 70 VALVES 2, 3, 6, 9-11, 13, 15, 16, 20-
STANDBY CAS TREATMENT /TSF 70 22, 26, 27, 30, 33, 36, 38, 39, 43-
STEAM 41, 63 46, 54, 56, 57, 62, 63, 65, 70-72,
STEAM CENERATOR 2, 3, 16, 17, 19, 52, 74, 76,1,78, 81, 84, 85, 80, 94, 96,62, 76, 98, 129 103, 11 112, 118-120, 122, 123, 129
STEAM /SSF 63 VENTILATION SYSTEM 11, 12, 14, 27, 29,
STEAM /TSF 63 35, 40, 43, 44, 47, 61, 70, 75, 79,
STEEL 21 88 80, 83, 89, 92, 97, 102, 104-106,STEEL,ST11NLESS 76, 88 112, 113, 116, 119
STORAGE CONTAINER 39, 59, 109 VENTILATION SYSTEM /SSF 29, 70, 89
STRUCTURE 5, 41, 95, 103 VENTILATION SYSTEM /TSi 70, 116
STRUCTURE /SSF 5 VIBRATION 4, 11, 19, 45, 56, 81, 126
SUBSYSTEM FAULT 1, 2, 5, 6, 14, 20, V0GTLE 1 (PWR) 119, 120

29, 47, 50, 57, 59, 60, 63, 64, 70, WASTE MANAGEMENT 92
75, 77, 83, 89, 96, 97, 99, 100, 109, WASTE TREATMENT, GAS 26, 40, 47
113, 120, 121, 128 WASTE TREATMENT, LIQUID 18, 81

SUMMER 1 (PWR) 110 WATER 74
SURRY 2 (PWR) 111 WEAR 8, 24, 90, 129
SUSQUEHANNA 1 (BWR) 112 WELDS 126
SUSQUEHANNA 2 (BWR) 112 WOLF CREEK 1 (PWR) 121-123
SYSTEM CAPACITY 2, 3, 14, 16, 39, 45, WPPSS 2 (BWR) 124-127

51, 62, 64, 83, 97, 98 YANKEE ROWE (PWR) 128
TEMPERATURE 7, 52, 74, 89 ZION 1 (PWR) 129, 130
TEST INTERVAL 9, 17, 33, 38, 44, 53,

67, 91, 92, 95, 99, 101, 115, 121,
124

TEST, SYSTEM OPERABILITY 3, 9, 10, 12,
14, 21, 22, 24, 30, 33, 36-40, 49,
54, 55, 62, 64, 69, 76, 78, 79, 82,
88, 89, 91, 93, 96, 97, 104, 108,
109, ill, 115, 117, 119, 122, 126,
128-130

TESTING 1, 5, 10-13, 17, 19-22, 27,
29, 31-33, 35-42, 44-46, 48-55, 57-
62, 6S-67, 69, 70, 72, 73, 75, 77-79,
81, 82, 84, 86, 90-93, 95-97, 99-101,
103-105, 108, 109, 111, 112, 114-117,
119-121, 123-128, 130

THREE MILE ISLAND 1 (PWR) 113, 114
TORUS 48, 83
TOTAL SYSTEM FAULT 1-4, 7, 13, 14, 16,

31, 32, 39, 45, 49, 52-55, 57, 60,
62, 63, 66, 70, 72, 74, 75, 77, 81,

. .
.
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VENDOR CODE INDEX-

ANDERSON GREENWOOD & CO. 15
AUTOMATIb SWITCH COMPANY (ASCO) 9
AUTOMATION INDUSTRIES INC. 113
BAILEY INSTRUMENT CO. INC. 125
CHESTERTON PACKING & SEALS 71
CLARE RELAYS CO. 25
COPES-VULCAN, INC. 71
CRANE COMPANY 111
DRESSER INDUSTRIAL VALVE & INST DIV 30,

54
DRESSER INDUSTRIES, INC. 76
EBERLINE INSTRUMENT CORP. 26
ECODYNE GRAVER (H2O) DIVISION 118

A RBAN MbRS 110
FISHER CONTROLS CO. 122
TURNAS ELECTRIC CD. 128
CENERAL ATOMIC CO. 104
GENERAL ELECTRIC CO. 8 36, 47, 50, 1C8
GENERAL ELECTRIC (ORP. (NUCLEAR ENG 56
GOULDS CO. 14
GRINNELL INDUSTRIAL PIPING, INC. 88
I.T.T. BARTON, INC. 51
KEROTEST MANUTACTURING CORP. 38
MASSACHUSETTS ENGINEERING Co., INC 88
MERCOID CORP. 90
MICR0 SWITCH 102
MOORE PRODUCTS COMPANY 129
ROCKWELL MANUTACTURING COMPANY 21
SOLA BASIC INDUSTRIES 119
TARGET ROCK CORP. 10, 30
TOPAZ ELECTRONICS 84
TRANSMATION, INC. 82
WESTINGHOUSE ELEC CORP.* NUCLEAR ENE 16
WESTINGHOUSE ELECTRIC CORP. 14, 83, 87,

98, 129
WISCONSIN BRIDGE & IRON 6
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11. A6si R Ac T sm e e, ...

This monthly report contains Licensee Event Report (LER) operational information that was processed into the LER data
file of the Nuclear Operations Analysis Center (NOAC) during the one month period identified on the cover of the
document. The LERs, from w hich this information is derived, are submitted to the Nuclear Regulatory Commission (NKC)
by nuclear power plant licensees . ordanse with federal regulations. Procedures for LiiR reporting for revisions to
those events occurring prior to th e described in NRC Regulatory Guide 1.16 and NUREG-0161, Instmcrions for
Prepamrion of Data Entry Sheets for Licensee Event Repo ts. For those ewnts 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 Repon System - Description of Systems and Guidelines for Reporting, provides
supporting guidance and information on the revised LER rule. The LER summaries in this report are arranged
alphabetically by facility name and then chronologically 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 general keyword indexes are assigned by the computer using
correlation tables from the Sequence Coding and Search System,
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