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L 1 ARKANSAS NUCLEAR 1 DOCKET 50-313 LER 90-020
DESIGN DEFICIENCY RESULTS IN POTENTYAL FOR STRUCTURAL DAMAGE OR FAILURE OF
CONTAINMENT POLAR CRANE DURING DESIGN BASIS ACCIDENT CONDITIONS.

EVENT DATE: "03090 REPORT DATE: 011091 NSSS: BW TYPE: PWR

(NSIC 220660) ON 10/30/90 DURING A REFUELING OUTAGE, DESIGN ENGINEERING PERSONNEL
DETERMINED THAT AN ANALYSIS HAD NEVER BEEN PERFORMED TO ENSURE THAT CERTAIN
STRUCTURAL COMPONENTS OF THE ANO-1 CONTAINMENT BUILDING POLAR CRANE COULD
WITHSTAND THE EFFECTS OF A RAPID INCREASE IN CONTAINMENT PRESSURE DURING A LOSS
OF COOLANT ACCIDENT WITHNOUT SUSTAINING STRUCTURAL DAMAGE. THE POTENTIAL CONCERN
WAS THAT INADEQUATE VENTING COULD RESULT IN A LARGE DIFFERENTIAL PRESSURE ACROSS
THE CRANE'S GIRDERS WHICH MIOWT CAUSE THE GIRDERS TO YIELD OR COLLAPSE ALLOWING
THE CRANE OR A PART OF THE CRANE STRUCTURE TO FALL FROM ITS STORED POSITION.
FURTHER INVESTIGATIONS DETERMINED THAT THE ANO-2 POLAR CRANE, WHICH IS SIMILARLY
DESIGNED, HAD BEEN MODIFIED DURING THE CONSTRUCTION PHASE OF THE UNIT TO ADDRESS
THE SANE CONCERN. THE ANO-1 POLAR CRANE VENDOR WAS CONSULTED AND AN ANALYSIS WAS
PERFORMED WHICH INDICATED THAT MODIFICATIONS WERE NECESSARY TO ENSURE THE CRANE
COMPONENTS WERE ADEQUATELY VENTED. THE CRANE WAS MODIFIED BY CUTIING VENT MHOLES
IN THE BRIDGE GIRDERS, TROLLEY SIDES AND END TRUCKS. THE ROOT CAUSE WAS
DETERMINED TO BE AN OVERSIGMT BY THE ANO-1 ARCHITECT ENGINEER DURING THE
CONSTRUCTION PHASE OF ANO-1,

[ 2 ARKANSAS NUCLEAR 1 DOCKET 50-313 LER 90-019%
INADVERTENT ACTUATION OF THE CONTROL ROOM EMERGENCY VENTILATION SYSTEM DUE TO A
SPURIOUS TRIP CAUSED BY AN UNSOLDERED CONNECTION WHIC:! RESULTED FROM A
MANUFACTURING/PRODUCTION DEFECT.

EVENT DATE: 120990 REPORT DATE: 010891 NSSS: BW TYPE: PWR

OTHER UNITS INVOLVED: ARKANSAS NUCLEAR 2 (PWR)

(NSIC 220659) ON 12/9/90, AT APPROXIMATELY 2228, AN INADVERTENT ACTUATION OF THE
CONTROL ROOM EMERGENCY VENTILATION SYSTEM (CREVS) OCCURRED. AT THE TIME OF TKE
ACTUATION, OPERATIONS PERSONNEL CBSERVED THAT TKE INDICATION OF THE ANO-2 CONTROL
ROOM (CR) VENTILATION RADIATION MONITOR (2RE-8750-1) FAILED LOW, THEN INCREASED
TO THE TRIP SETPOINT AND ACTUATED THE CREVS. 2RE-8750~1 WAS RESET AND THE
VENTILATION LINEUP WAS RETURNED TO NORMAL. HOWEVER, AT 2235, THE MONITOR WAS
DECLARED INOPERABLE AND THE CR WAS ISOLATED AND VENTILATION WAS PLACED IN THE
RECIRCULATION MODE. THE IMMEDIATE CAUSE OF THIS EVENT WAS DCTERMINED TO BE AN
UNSOLDERED ELECTRICAL CONNECTION ON THE RADIATION MONITOR OPERATION SELECTOR
SWITCH. THE SWITCH WAS REPAIRED TO NORMAL AT 0855 ON 12/12/90. A REVIEW OF THE
MAINTENANCE RECORDS WAS CONDUCTED AND NO DOCUMENTATION WAS FOUND TO INDICATE THAT
PREVIOUS MAINTENANCE HAD BEEN PERFORMED ON THE SWITCH. THEREFORE, IT WAS
CONCLUDED THAT THE MOST LIKELY ROOT CAUSE OF THIS EVENT WAS A
MANUFACTURING/PRODUCTION DEFECT. OTHMER ANO-2 TECH SPECS RADIATION MONITORS WERE
VISUALLY INSPECTED. SINCE ONLY ONE ADDITIONAL UNSCLDERED CONNECTION WAS
IDENTIFIED, IT WAS CONCLUDED THAT THIS CONDITION WAS NOT A GENERIC PROBLEM.

T 3] ARKANSAS NUCLEAR 1 DOCKET 50-313 LER 90-022
FIACTOR TRIP DURING PLANT HEATUP DUE TO PERSONNEL ERROR WHILE SMIFTING REACTOR
COULANT PUMPS.

EVENT DATE: 121890  REPORT DATE: 011791 NSSS: BW TYPE: PWR

(NSIC 220815) ON DECEMBER 18, 1990, WHILE CONDUCTING A PLANT HEATUP IN
PREPARATION FOR STARTUP, AN AUTOMATIC REACTOR TRIP WAS INITIATED BY THE REACTOR
PROTECTION SYSTEM (RPS) UPON SENSING NO REACTOR COOLANT PUMPS (RCPS) RUNNING IN
THE "8" REACTOR COOLANT SYSTEM (RCS) LOOP, AT THE TIME OF THE TRIP, RCPS P-32C
AND P-320 WERE RUNNING IN RCS LOOP 'A' AND P-32A WAS RUNNING IN LOOP 'B'. RCPS
WERE BEING BALANCED TO REDUCE VIBRATION IN ACCORDANCE WITH AN APPROVED PROCEDURE.
THE OPERATORS WERE REQUESTED TO SHIFT FROM P-32A TO P-32B IN RCS LOOP 'B',

AFTER REVIEWING THE RCP OPERATING PROCEDURE, THE INVOLVED OPERATORS ASKED THE
SHIFT SUPERVISOR (8S8) IF HE WISHED TO STOP P~32A AND START P-32B. THE SS GAVE AN
AFFIRMATIVE RESPONSE. AT THAT TIME, A TRAINEE UNDER THE SUPERVISION OF A SENIOR
REACTOR OPERATOR, STOPPED P-32A. A REACTOR TRIF THEN OCCURRED DUE TO ZERO PUMPS
RUNNING IN THE 'B' RCS LOOP. TKE ROOT CAUSE OF THIS EVENT WAS PERSONNEL ERROR.
AN INADEQUATE PROCEDURE WAS A CONTRIBUTING FACTOR. THE RCP OPERATING PROCEDURE



CONTAINED NO CAUTIONS REGARDING THE POSSIBILITY OF INITIATING TRIP WHEN STOFPING
RCPS. A CREW BRIEFING WAS HELD WITH THE CREW INVOLVED TO DISCUSS THIS EVENT AND
1TS SIGNIFICANCE. THE RCP OPERATING PROCEDURE WILL BE REVISED TO INCLUDE
ADDITIONAL GUIDANCE REGARDING SHIFTING RCPS.

[ &) ARKANSAS NUCLEAR 2 DOCKET 50-368 LER 86-003 REV 02
UPDATE ON INOPERABLE FIRE DAMPERS RESULT IN TECHNICAL SPECIFICATION VIOLATION DUE
T0 FAILURE TO PERFORM FUNCTIONAL TESTING FOLLOWING INSTALLATION.
EVENT DATE: 031286  REPORT DATE: 021591 NS§SS§: CE TYPE: PWR
VENDOR: AMERICAN WARMINC & VENTILATING INC.

RUSKIN MANUFACTURING COMPANY

(NSIC 2209971) DURING THE INITIAL PERFORMANCE OF PERIODIC FUNCTIONAL TESTING OF
FIRE DAMPERS, A TOTAL OF 19 FIRE DAMPERS WERE IDENTIFIED AS INOPERABLE. THE
TESTING INVOLVES REMOVAL OF THE FIRE DAMPER FUSIBLE LINK AND VERIFYING THAT THE
FIRE DAMPER COMPLETELY CLOSES IN THE PRESENCE OF NORMAL VENTILATION AIR FLOW. OF
THE 19 INOPERABLE FIRE DAMPERS, 9 FAILURES WERE ATTRIBUTED TO MECHANICAL
INTERFERENCE AND 10 WERE ATTRIBUTED TO A DESIGN DEFICIENCY OF THE FIRE DAMPER.
THE CAUSE OF THIS EVENT WAS INADEQUATE FUNCTIONAL TESTING OF INSTALLED FIRE
DAMPERS IN THAT THE ABILITY OF THE FIRE DAMPERS T0O COMPLETELY CLOSE WITH NORMAL
VENTILATION AIR FLOW HAD NOT BEEN PREVIOUSLY VERIFIED, AS A RESULT OF TKIS
EVENT, THE FIRE DAMPERS THAT FAILED TO COMPLETELY CLOSE DUE TO MECHANICAL
INTERFERENCE WERE REPAIRED AND SUCCESSFULLY TESTED. A PLANT MODIFICATION HAS
BEEN IMPLEMENTED TO REPLACE THE FIRE DAMPERS THAT FAILED TO COMPLETELY CLOSE
UNDER NORMAL VENTILATION AIR FLOW. PERIODIC FUNCTIONAL TESTING WILL BE
DISCONTINUED TO ELIMINATE THE POTENTIAL FOR PERSONNEL INJURY OR EQUIPMENT DAMAGE.
THE PERFORMANCE OF FUNCTIONAL TESTS FOLLOWING MAINTENANCE OR MODIFICATION
ACTIVITIES COMBINED WITH THE TECH SPEC REQUIRED VISUAL INSPECTIONS WILL ENSURE
THE CONTINUED OPERABILITY OF THE FIRE D..MPERS.

[ 53 ARKANSAS NUCLEAR 2 DOCKET 50-368 LER 90-0264
INADEQUATE PREVENTIVE MAINTENANCE PROGRAM FOR STEAM TUREINE DRIVEN EMERGENCY
FEEDWATER PUMP RESULTS IN DEGRADED TURBINE GOVERNOR SYSTEM AND SUBSEQUENT
OVERSPEED TRIPS OF TURBINE.

EVENT DATE: 120590 REPORT DATE: 010481 NSSS: CE TYPE: PWR
VENDOR: WOODWARD GOVERNOR COMPANY

(NSIC 220677) ON DECEMBER S, 1990 BASED ON EVALUATIONS OF TWO PREVIOUS EVENTS
INVOLVING OVERSPEED TRIPS OF THE STEAM TURBINE DRIVEN EMERGENCY FEEDWATER PUMP,
IT WAS CONCLUDED THAT THE CAUSE OF TKE TRIPS HAD BEEN WATER SLUGGING OF THE
TURBINE ON STARTUP DUE TO CONDENSATE ACCUMULATION IN THE STEAM SUPPLY LINE TO THE
TURBINE. FOLLOWING ANOTHER OVERSPEED TRIP ON DECEMBER 6, 1990, THE ACTUAL CAUSE
FOR THE TURBINE TRIPS WAS FOUND TO BE SLUGGISH RESPONSE OF THE TURBINE GOVERNOR
VALVE DUE TO A CONTAMINATED CONTROL OIL SYSTEM. THE ROOT CAUSE WAS CONSIDERED TO
BE INADEQUACIES IN THE PREVENTIVE MAINTENANCE PROGRAM. THE PROGRAM DID NOT
APPROPRIATELY ADDRESS ANMD MINIMIZE THE POTENTIAL EFFECTS OF OIL CONTAMINATION AND
DEGRADATION OF GOVERNOR COMPONENTS OVER TIME. FOLLOWING THE LAST OVERSPEED TRIP,
THE OIL AND OIL FILTER ASSEMBLY WERE CHANGED, A HYDRAULIC ACTUATOR WAS REPLACED
AND A REMOTE SERVO VALVE AND CONTROL OIL TUBING WERE CLEANED. THE TURBINE 1S
BEING TESTED ON AN INCREASED FREQUENCY AND THE OIL QUALITY IS BEING MONITORED TO
ENSURE IT IS NOT DEGRADING. LONG TERM ACTIONS INCLUDE PROCEDURE REVISIONS TO
INCLUDE PERIODIC CLEANING AND/OR REPLACEMENT OF CONTROL OIL SYSTEM COMPONENTS.
ADDITIONALLY, THE TURBINE OIL SYSTEM WILL BE CLEANED TO REMOVE VARNISH AND
HARDENED OIL DEPOSITS DURING THE NEXT REFUELING OUTAGE.

L 6] ARNOLD DOCKET 50-331 LER 91-00"
MANUAL SCRAM SHUTDOWN OF PLANT DUE TC STEAM LINE IN THE HEATER BAY.
EVENT DATE: 010691 REPORT DATE: 013091 NSSS: GE TYPE: BWR

(NSIC 220941) ON 1/6791, WITH THE PLANT OPERATING AT 95% POWER, A CONTROLLED
REACTOR SHUTDOWN WAS INITIATED DUE TO A STEAM LEAK IN THE HEATER BAY. AT 1107
OPERATORS RAPIDLY REDUCED RECIRCULATION FLOW TO MINIMUM IN PREPARATION FOR
INSERTION OF A MANUAL SCRAM. THE DECISION TO MANUALLY SCRAM WAS CONSERVATIVELY



MADE TO ENSURE HEATER BAY TEMPERATURES WOULD NOT CHALLENGE THE MAIN STEAM LINE
ISOLATION SETPOINT OF 200F, AT 1113, WITH REACTOR POWER AT APPROX. 60%, A MANUAL
SCRAM WAS INSERTED. THE INTERMEDIATE CAUSE OF THIS EVENT WAS A BREAK IN A TWO
INCH EXTRACTION STEAM DRAIN LINE JUST BELOW THE WELDED JOINT WHICH ATTACHES THE
DRAIN LINE TO A 12 INCH EXTRACTION STE/’M LINE. THE CAUSE FOR THE EREAK IN THE
PIPE WAS CYCLIC FATIGUE DUE TO THE RELATIVE MOVEMENT OF THE TWO INCH AND TWELVE
INCH PIPE DURING PLANT OPERATION. THE SECTIOMN OF TWO INCH PIPE, WHERE THE EREAK
OCCURRED, WAS REPLACED WITH A NEW PIPE. THE NEW PIPE WAS CONSTRUCTED WITH AN
EXPANSION LOOP TO COMPENSATE FOR RELATIVE MOVEMENT BETWEEN TME TWELVE AND TWO
INCH PIPES. THIS EVENT HAD NO EFFECT ON THE SAFE OPERATION OF THE PLANT.
FOLLOWING THE SCRAM THE PLANT WAS QUICKLY BROUGHT TO A STABLE CONDITION.

{ 7] BEAVER VALLEY 1 DOCKET 50-334 LER 90-020
COMPUTER FAILURE CAUSES INOPERABLE FLUX DIFFERENCE MONITOR.
EVENT DATE: 121790 REPORT DATE: 011781 NSSS: WE TYPE: PWR

VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 220819) ON 12/17/90 AT 1030 HOURS., A REVIEW OF THE P250 PLANT COMPUTER LOGS
DETERMINED THAT ON 12,1390 AT 1030 HOURS, A MEMORY ALLOCATION ERROR HAD OCCURRED
IN COMPUTER OPERATION. THIS ERROR WAD PERSISTED UNTIL THE COMPUTER WAS REBUOTED
ON 12715/90 AT 0207 HOURS. DURING THIS TIME, ALL THE COMPUTER'S AVERAGED PLANT
PARAMETER VALUES WERE INACCURATE. PLANT PROCEDURES USE SEVERAL OF THESE AVERAGED
VALUES TO VERIFY COMPLIANCE WITH TECHNICAL SPECIFICATION REQUIREMENTS FOR THE
SECONDARY HEAT BALANCE AND THE REACTOR'S AXIAL FLUX DIFFERENCE. ON 12/17/90,
OPERATORS VERIFIED THAT THE ROUTINES TO CALCULATE THESE AVERAGED VALUVES WERE
FUNCTIONING PROPERLY. OPERATORS MAD ONLY PERFORMED ONE SECONDARY HEAT BALANCE
CALCULATION DURING THE PERIOD WHEN THE AVERAGED DATA WAS INACCURATE. THE STATION
REEVALUATED THIS HEAT BALANCE USING LOGGED ACCURATE DATA FOR THAT FERIOD AND
VERIFIED THAT NO THERMAL OR OPERATIONAL LIMITS WERE EXCELDED. A SIMILAR REVIEW
OF LOGGED VALUES FOR AXIAL FLUX VERIFIED A STABLE FLUX DISTRIBUTION DURING THIS
EVINT. THE STATION HAS INITIATED A PROCEDURE TO VERIFY PROPER COMPUTER OPERATION
PRIOR TO USING DATA FROM THE P250 FOR TECHNICAL SPECIFICATION REQUIRED
CALCULATIONS, THERE WERE NO SAFETY IMPLICATIONS DUE TO THIS EVENT AS ALL PLANT
PARAMETERS REMAINED WITHIN THEIR TECHNICAL SPECIFICATION REQUIRED RANGES.

{ 8) AEAVER VALLEY 1 DOCKET 50-334 LER $0-019%9
CLOSURE OF MAIN STEAM TRIP VALVE DURING PARTIAL STROKE TESTING.
EVENT DATE: 122690 REPORT DATE: 012491 NSSS: WE TYPE: PWR

VENDOR: NAMCO CONTROLS

(NSIC 220818) ON 12/26/90, UNIT LOAD WAS REDUCED TO 30% TO SUPPORT EORIC ACID
ADDITIONS TO THE SECONDARY PLANT. WHILE THE STATION WAS AT REDUCED LOAD,
OPERATORS PERFORMED THE PARTIAL STROKE TEST FOR THE B MAIN STEAM ISOLATION VALVE
(MSIV). THIS PROCEDURE VERIFIES FREE MOVEMENT OF THE MSIV BY CYCLING IT OPENED
AND CLOSED 3 DEGREES USING THE INSTALLED TEST CIRCUITRY. AT 1110 HOURS, DURING
THE PERFORMANCE OF THIS TEST, THE VALVE FULLY CLOSED, ISOLATING STEAM FROM THE B
STEAM GENERATOR. OPERATORS INITIATED THE EMERCENCY SHUTDOWN PROCEDURE AND
PERFORMED A MANUAL PLANT SHUTDOWN. BY 1140 HOURS, THE PLANT WAS IN OPERATIONAL
MODE 3 (HOT STANDBY) WITH ALL CONTROL RODS INSERTED. THE REMAINING SHUTDOWN RODS
WERE MANUALLY INSERTED AND THE REACTOR TRIP BREAKERS WERE MANUALLY OPENED AT 1404
HOURS. INVESTIGATION DETERMINED THAT THE CAUSE OF THIS EVENT WAS INTERMITTENT
BINDING OF THE 3 DEGREE PARTIAL CLOSURE LIMIT SWITCH IN TKE MSIV TEST CIRCUIT.
THIS LIMIT SWITCH HAS BEEN REPAIRED AND A DESIGN CHANGE HAS BEEN INITIATED 10
IMPROVE LIMIT SWITCH RELIABILITY. THERE WERE NO SAFETY IMPLICATIONS DUE TO TKIS
EVENT. THE FAILED LIMIT SWITCH IS ONLY USED BY THE TEST CIRCUIT AND HAS NO
SAFETY RELATED FUNCTION.

[ 91 BEAVER VALLEY 2 DOCKET 50-612 LER 90~08& REV 01
UPDATE ON CONTAINMENT ISOLATION VALVES EXCEED STROKE TIME LIMIT.
EVENT DATE: 060590 REPORT DATE: 021631 NSSS: WE TYPE: PWR

VENDOR: AUTOMATIC SWITCH COMPANY (ASCO)
FISHER CONTROLS CO.
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(NSIC 220962) ON €-/5/90 AT 1315 HOURS, WITH THE UNIT AT B6% REACTOR POWER,
SURVEILLANCE TESTING OF THE LETDOWN ORIFICE ISOLATION VALVES, 2CHS*AQV200A,B,.C
WAS IN PROCRESS. THIS TESTING IDENTIFIED THAT ONE SET OF SERIES SOLENOID VALVES,
FOR PCHSXAOV200A,B,C FAILED TO MEET THE TECHNICAL SPECIFICATION (TS) 3 6.3.1
CONTAINMENT ISOLATION PHASE A (CIA) CLOSURE LIMIT OF LESS THAN 10 SECONDS. THE
VALVES WERE DECLARED INOPERAELE. NORMAL REACTOR COOLANT SYSTEM CHARGING AND
LETDOWN WERE ISOLATED AND EXCESS LETDOWN WAS PLACED IN SERVICE. THE OUTSIDE
CONTAINMENT ISOLATION VALVE WAS CLOSED ISOLATING THIS PENETRATION. THE CAUSES
FOR THIS EVENT WERE A DEFICIENCY IN THE SURVEILLANCE PROGRAM AND DIFFERENCES
BEETWEEN THE DESIGN CONFIGURATION AND THE INSTALLED SOLENCID VALVE ARRANGEMENT FOR
2CHSXAOVR200A,B,C. A TEMPORARY WAIVER OF COMPLIANCE FOR TS 3.6,3.1 WAS OBTAINED
FROM THE NUCLEAR REGULATORY COMMISSION ALLOWING CONTINUED OPERATION WITH NORMAL
CHARGING AND LETDOWN IN SERVICE. THERE WERE NO SAFETY IMPLICATIONS AS A RESULT
OF THIS EVENT. THE AS FOUND CLOSURE TIMES OF R2CHSXACV200A.B,C ARE BOUNDED BY THE
CLOSURE TIME LIMIT ESTABLISHED FOR THE QUTSIDE CONTAINMENT ISOLATION VALVE,
ENSURING THAT THE PENETRATION 1S ISOLATED WITHIN THE TIME REQUIREMENTS STATED IN
THE UPDATED FINAL SAFETY ANALYSIS.

f 10] EEAVER VALLEY 2 DOCKET 50-612 LER 90-007 REV 01
UPDATE ON OPERATION WITH REFUELING CAVITY DRAIN FLANGES INSTALLED.
EVENT DATE: 062290 REPORT DATE: 012391 NSSS: WE TYPE: PWR

(NSIC 220971) DURING REVIEW OF IE NOTICE 90-19, POTENTIAL LOSS OF EFYFECTIVE
VOLUME FOR CONTAINMENT RECIRCULATION SPRAY AT PWR FACILITIES, NO DOCUMENTATION
COULD [E FOUND VERIFYING THE REMOVAL OF UNIT 2'S REFUELING CAVITY TRANSFER CANAL
DRAIN FLANGES. THE UFSAR ASSUMES THESE FLANGES ARE REMOVED DURING POWER
OPERATION TO PREVENT THE TRANSFER CANAL FROM ACTING AS A CATCH BASIN IN THE EVENT
OF A CONTAINMENT SPRAY ACTUATION. ON 6/22/90, A CONTAINMENT ENTRY WAS PERFORMED
TO DETERMINE IF THE FLANGES WERE INSTALLED. THE FLANGES WERE FOUND TO BE
INSTALLED AND WERE IMMEDIATELY REMOVED. THE FLANGES WERE LEFT INSTALLED DUE T0 A
DEFICIENCY IN THE TRANSFER CANAL DRAINING PROCEDURE. TMIS PROCEDURE HAS BEEN
REVISED TO VERIFY THAT THE FLANGES ARE REMOVED AFTER THE CANAL IS DRAINED. THERE
WERE NO SAFETY IMPLICATIONS DUE TO THIS EVENT. AN ENGINEERING EVALUATION HAS
xgg{?i:grfﬁ:gnrnl CONTAINMENT SPRAY SYSTEM WAS STILL OPERABLE WHILE THE FLANGES

A .

[ 113 BRAIDWOOD 1 DOCKET 50-456 LER 90-021
REACTOR TRIP AS A RESULT OF A FEEDWATER PUMP TRIP DUE TO LOW CIL PRESSURE,
EVENT DATE: 120190 REPORT DATE: 123190 NSSS: WE TYPE: PWR

(NSIC 221097) AT 1645 ON 12/1/90 THE 1B FEEDWATER PUMP (FW), ONE OF THE TWO ON
LINE FW PUMPS, TRIPPED. THE NUCLEAR STATION OPERATOR (NSO) INITIATED A TURBINE
RUNBACK TO 60% POWER IN ACCORDANCE WITH PROCEDURE. STEAM GENERATOR (SG) LEVELS
DECREASED DUE TO BOTH THE REDUCTION IN FW FLOW FROM THF LOSS OF THE FW PUMP AND
THE “SHRINK® EFFECT ON THE SG LEVEL INSTRUMENTATION FROM THE REDUCTION IN STEAM
FLOW AS A RESULT OF THE TURBINE RUNBACK. AT 1647 THE LEVEL IN THE 1B SG REACMED
THE LO-2 REACTOR TRIFP SETPOINT AND A REACTOR TRIF, TURBINE TRIP, FEEDWATER
ISOLATION, AND AUX. FW AUTOMATIC INITIATION OCCURRED AS DESIGNED. ALL COMPONENTS
ASSOCIATED WITH THESE ACTUATIONS FUNCTIONED AS DLSIGNED. THE CAUSE OF THE FW
PUMP TRIP WAS LOW OIL PRESSURE. IT IS BELIEVED THAT THE SUCTION OF THE WIGH
PRESSURE QIL PUMP BECAME PARTIALLY PLUGGED FROM A YLUDGE BURST. THE STANDBY OIL
PUMP STARTED BUT THE LOW PRESSURE "DIP" THAT OCCURRED WAS OF SUFFICIENT MAGNITUDE
TO REACH THE LOW OIL PRESSURE TRIP SETPOINT. THE TURBINE RUNBACK WAS INITIATED,
BUT EQUILIBRIUM FW FLOW/STEAM FLOW WAS NOT ACMIEVED PRIOR TO REACHMING THE REACTOR
TRIP SETPOINT. A CONTRIBUTING CAUSE TO THE EVENT WAS A PROCEDURAL DEFICIENCY.
THE PROCEDURE DID NOT ADDRESS CLOSING THE RECIRCULATION VALVE ON THE TRIPPED FW
PUMP. THE OIL SYSTEM HAS BEEN CLEANED AND IS BEING MONITORED. THE PROCEDURE MAS
BEEN REVISED. NO PREVIOUS OCCURRENCES.

[ 12] BRAIDWOOD 1 DOCKET 50-456 LER 90-023
REACTOR TRIP CAUSED BY MAIN GENERATOR PHASE C GROUND FAULT.
EVENT DATE: 123090 REPORT DATE: 012491 N5SS: WE T/PE: PWR

VENDOR: WESTINGMOUSE ELECTRIC CORP,






DOOK . FOR ENSURING UNAUTHORIZED ACCESS DID NOT OCCUR. THE LOCKING OF VITAL AREA
DOOF" DETAINED A FIRE WATCH FROM ENTERING BATTERY BOARD ROOM NUMBER 1 ELEVATION
593 N THE CONTROL BAY BUILDING. THIS CONTRIBUTED TO A REQUIRED TECHNICAL

SPEL FICATION (TS5) HOURLY FIREWATCH TOUR FROM BEING PERFORNMED ON TIME. THE ROOT
CAUSE OF THIS EVENT WAS PERSONNEL ERROR DUE T0 AN INADEQUATE JOB PLAN (1.E.,
INADEQUATE TIME SCHMEDULED FOR FIREWATCH TOUR CONTINGENCIES). CONTRIBUTING
CONTINGENCIES WERE: (1) TIME SPENT BY TNE SECURITY OFFICER TO FIND THE FIREWATCHM,
{2) THE SECURITY OFFICER'S AND FIREWATICH'S COMMUNICATION WAS NOT PROACTIVE, (3)
THE ATTEMPTS TO CONTACT THME SHIFT OPERATING SUPERVISOR WERE UNSUCCESSFUL, AND (&)
THE CURRENT MAC-540 SYSTEM 1S SUSCEPTIEBLE TO ELECIRICAL SPIKES AND FAILURES DUE
TO AGING OF THE ELECTRONIC COMPONENTS. THE IMMEDIATE CCPRRECTIVE ACTIONS WERE TO
REPROGRAM THE MAC-540 COMPUTER., THE SECURITY OFFICER SEARCHED AND FOUND THE
FIREWATCH TO ALLOW THE FIREWATCN TO CONTINUE THE WOURLY FIREWATCH TOUR,

[ 16] BROWNS FERRY 1 DOCKET 50-259 LER 90-019 REV 01
UPDATE ON LOSS OF POWER ON INSTRUMENT AND CONTROL BUS 1A RESULTED IN LOSS OF
VARIOUS FIRE PROTECTION PANELS PLACING THE PLANT OUTSIDE TECHNICAL SPECIFICATIONS,
EVENT DATE: 121290 REPORT DATE: 02149 NSSS: CE TYPE: BUWR
OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)

BROWNS FERRY 3 (BWR)

(NSIC 221035) ON DECEMBER 12, 1990 AT 1245 HOURS, AN WHOURLY FIRE WATCH WAS NOT
ESTABLISHED WHEN INSTRUMENT AND CONTROL BUS 1A TRIPPED, RESULTING IN A LOSS CF
POWER TO VARIOUS FIRE PROTECTION SYSTEM FIRE DETECTIION PANELS. THE ROOT CAUSE OF
THIS EVENT 15 THAT THE PLANT PROCEDURE FOR LOSS OF INSTRUMENT AND CONTROL BUS 1A
DID NOT GIVE CLEAR GUIDANCE FOR WATCH AREAS. THE CORRECTIVE ACTIONS TAKEN DURING
THE EVENT INCLUDED THE RETURN OF INSTRUMENT AND CONTROL BUS 1A TO SERVICE AND AN
ATTEMPT WAS MADE TO ESTABLISH COMPENSATORY ACTIONS TO MEET TECHNICAL
SPECIFICATIONS FOR LOSS OF FIRE DETECTION EQUIPMENT. TO PREVENT RECURRENCE,
OPERATIONS WILL CREATE A LIST THAT IDENTIFIES AREAS THAT WILL NEED A FIREWATCH
UPON LOSS OF INSTRUMENT AND CONTROL BUS A.

[ 17} BROWNS FERRY 1 DOCKET S50~R59 LER 90-020 REV 01
UPDATE ON ENGINEERED SAFETY FEATURE ACTUATION DURING RELAY TESTING CAUSED BY
PROCEDURE INADEQUACY AND PERSONNEL ERROR.
EVENT DATE: 121490 REPORT DATE: 013191 N§SS: GE TYPE: BWR
OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)

BROWNS FERRY 3 (BWR)

(NSIC 220956) ON DECEMBER 14, 1990 AT 0400 WOURS, 480V SHUTDOWN BOARD 1B WAS
DEENERGIZED WHEN THE NORMAL FEEDER BREAKER TO THE BOARD WAS TRIPPED DURING A TIME
DELAY RELAY TEST, THE DEENERGIZATION OF THE SHUTDONN BOARD IN TURN DEENERGIZED
REACTOR PROTECTION SYSTEM BUS 18 AND THE PRIMARY CONTAINMENT ISOLATION SYSTEM
LOGIC RELAYS POWERED BY THE BUS, RESULTING IN THE ISOLATION OF GROUP 2 VALVES.
THE COMPLETION OF CROUP 2 ISOLATION LOGIC 1S CONSIDERED A PLANT ENGINEERED SAFETY
FEATURE. THIS EVENT OCCURRED WHEN TEST EQUIPMENT (SYNCHRONOUS TIMER) WAS PLACED
ACROSS THE SHUTDOWN BOARD'S BREAKER CONTROL TRANSFER SWITCH. THIS CAUSED THE
NORMALLY CLOSED FEEDER BREAKER T0 TRIP. THE ROCT CAUSE OF THIS EVENT 18 PROCEDURE
INADEQUACY AND PERSONNEL ERROR. THE TIME DELAY RELAY TESTING PROCEDURE DID NOT
PROVIDE ANY DIRECTION ON A PROPER DC POWER SOURCE TO BE USED FOR THE SYNCHRONOUS
TIMER. MAINTENANCE PERSONNEL INVOLVED IN THE TEST DID NOT APPLY A SUFFICIENT
DEGREE OF ATTENTION IN THOROUGHLY DETERMINING THE IDENTIFICATION OF THE DC
SOURCE. ELECTRICAL MAINTENANCE PERSONNEL WILL REVIEW THIS LICENSEE EVENT REPORT.
PERSONNEL CORRECTIVE ACTION IN ACCORDANCE WITH TVA POLICY HAS BEEN GIVEN TO THE
INDIVIDUALS INVOLVED IN TMIS EVENT. THE APPLICABLE ELECTRICAL MAINTENANCE
gg?gggggﬁcﬁgékslt REVISED TO REQUIRE A PORTABLE DC SUPPLY FOR TIME DELAY RELAY

{ 18} EROWNS FERRY 1 DOCKET 50~259 LER 91-001
DIESEL GENERATOR VOLTAGE RELAYS FAIL TO STAY ENERGIZED.
EVENT DATE: 010291 REPORYT DATE: 020891 NSSS: GE TIYPE: BWR

OTHER UNITS INVOLVED: BROWNS FERRY 2 (BWR)
BROWNS FERRY 3 (BWR)










BEEN DOCUMENTED IN GENERAL ELECTRIC SERVICE INFORMATION LETTERS (SILS 416 AND
443) AND IE INFORMATION NOTICE 86-69, CP&LS ORIGINAL PLANS WERE TO INSTALL
TIME-DELAY RELAYS IN THE SLDS CIRCUITRY TO REDUCE THE PROBABILITY OF SPURIOUS
TRIPS; MOWEVER, IT MAS SINCE BEEN DETERMINED THIS WAS ONLY A PARTIAL REMEDY FOR
BROADER PROBLEMS WITH THE CURRENT SLDS. CURRENT PLANS INCLUDE REPLACING THE
EXISTING RILEY SCAM TEMPERATURE SWITCH UNITS WITH MORE MODERN NUMAC HARDWARE.
DURING THIS EVENT THE REACTOR WAS AT 100% POWER. PRIOR EVENTS INCLUDE: LERS
2-83-58, 2-86-17, 1-86-008, 1-86~014, 2-87-007, 2-87-009, 1-88-002, 2-88-020,
1~89-004 AND 1-89-00S5.

{ 261 BRUNSWICK 2 DOCKET 50-3264 LER 90-020

HPCI SYSTEM MINIMUM FLOW VALVE INOPERABLE BECAUSE OF A BLOWN CONTROL POWER FUSE
WHEN MOTOR CONTROL CENTER COMPARTMENT POSITION INDICATING LIGHT BULB SHORTED.
EVENT DATE: 122690 REPORT DATE: 012491 N§SS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 220725) ON DECEMBER 26. 1990, THE UNIT 2 REACTOR WAS AT 100% POWER: THME
EMERGENCY CORE COOLING SYSTEMS WERE OPERABLE. THE MIGH PRESSURE COOLANT INJECTION
(HPCI1) SYSTEM WAS REMOVED FROM SERVICE FOR SURVEILLANCES AND MAINTENANCE. WHILE
RETURNING THE SYSTEM TO SERVICE, THE MINIMUM FLOW VALVE CONTROL POWER FUSE WAS
DETERMINED TO BE BLOWN. THIS WOULD PREVENT TME VALVE FROM OPENING AUTOMATICALLY.
THE HPCI SYSTEM WAS PREVENTED FROM AUTOMATICALLY INITIATING AND THE FUSE WAS
REPLACED. THE FUSE BLEW BECAUSE OF A SHORT WITHIN THE VALVES MOTOR CONTROL
CENTER COMPARTMENT POSITION INDICATING BULB WHMEN THE FILAMENT TWISTED WITHIN THE
GLASS WHILE THE BULB BASE REMAINED STATIONARY. THE FILAMENT EVENTUALLY CROSSED
OVER ITSELF CAUSING THE SHORT. AN INTERVIEW WITH THE CO DETERMINED TMAT VALVE
INDICATION WAS PRESENT ON THE CONTROL BOARD PRIOR TO THE HANGING OF THE CLEARANCE
VERIFYING THAT THE CONTROL POWER FUSE WAS NOT BLOWN PRIOR TO THIS EVENT. THE
FUSE WAS REPLACED AND THE SYSTEM WAS RETURNED TO SERVICE. THE SYSTEM WAS OUT OF
SERVICE FOR 13 HOURS AND 33 MINUTES, APPROXIMATELY 4 MOURS WERE AS A RESULT OF
THIS EVENT., THE EVENT WILL BE REVIEWED WITH APPROPRIATE PERSONNEL, EXAMPLES OF
BULES WHICH MAVE SEPARATED FROM THEIR BASE WILL BE PROVIDED TO HELP IN THE
IDENTIFICATION OF POTENTIAL PRC.LEMS.

[ 25) BYRON 1 DOCKET 50-454 LER 90-007 REV 01
UPDATE ON MAIN STEAMLINE ISOLATION SYSTEM INOPERABLE DUE TO FAILURE TO TEST
MANUAL INITIATION HANDSWITCN.

EVENT DATE: 061290 REPORT DATE: 022091 NSSS: WE TYPE: PWR

CTHER UNITS INVOLVED: BYRON 2 (PWR)

(NSIC 221061) ON 06/12/90, DURING A REVIEW OF TKE BYRON UNIT 1 MAIN STEAM
ISOLATION VALVE (MSIV) FULL STROKE TEST SURVEILLANCES. IT WAS FOUND THAT THE
STEAM LINE ISOLATION HANDSWITCH ON MAIN CONTROL BOARD PANEL 1PM0O6J HAD NOT BEEN
TESTED DURING THE PAST REFUELING QUTAGES FOR BOTH UNITS. TECHNICAL SPECIFICATION
5.3.2, TABLE 4.3-2 1TEM 4.A.2, REQUIRES TESTING OF THE STEAM LINE ISOLATION
HANDSWITCH ON A REFUELING OUTAGE INTERVAL AND REQUIRES THAT TWO TRAINS BE
OPERABLE IN MODES 1, 2 AND 3. AT 1100 ON 6-12-90, THE MSIV MANUAL ISOLATION
SYSTEM WAS DECLARED INOPERABLE FOR BOTH UNITS. DUE TO AN UNRELATED PROBLEM, UNIT
1 WAS SHUTDOWN (MODE &) ON 06/13/90, THEREFORE , IT WAS DECIDED TO PERFORM THE
TEST ON UNIT 1 FIRST. THE WANDSWITCHES WERE TESTED AND THE SYSTEM WAS DECLARED
OPERABLE AT 1545. ON 06/13/90, AT 2345, WITH UNIT 2 OPERATING IN MODE 1, THE UNIT
ENTERED TECHNICAL SPECIFICATION 3.0.3 BECAUSE BOTH TRAINS OF MANUAL ISOLATION
WERE INOPERABLE DURING THE TEST. ON 06-/1w4/90 AT 0001, THE TEST WAS COMPLETED AND
TECHNICAL SPECIFICATION 3.0.3 WAS EXITED. THE SYSTEM WAS DECLARED OPERABLE AT
0730. AS PREVENTATIVE ACTION, BYRON PLANS TO WAVE A REVIEW PERFORMED ON ALL
SIMILAR EQUIPMENT TO ENSURE THAT PROPER TESTING IS BEING DONE. IN ADDITION, THE
STATION WILL REVIEW RELATED PROCEDURES AND THE PROCEDURE REVIEW PROCESS.

[ 28] BYRON 2 DOCKET 50-455 LER 90-010
MANUAL REACTOR TRIP AND MAIN STEAM ISOLATION DUE TO SAMPLE PROBE WELD FAILURE.
EVENT DATE: 122090 REPORT DATE: 011791 NSS5§5: WE TYPE: PWR

OTHER UNITS INVOLVED: BYRON 1 (PWR)
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(NSIC 220832) ON DECEMBER 20, 1990 AT 0400, A SEVERE STEAM LEAK WAS REPORTED IN
THE UNIT 2 MAIN STEAM TUNNEL. AFTER VERIFYING THE S1ZE OF THE LEAK, THE REACTOR
WAS MANUALLY TRIPPED. BY ELIMINATING STEAM GENERATOR BLOWDOWN AND FEEDWATER AS
CAUSES, IT WAS DETERMINED THAT THT LEAK WAS ON THE MAIN STEAM SIDE. THE MAIN
STEAM ISOLATION VALVES WERE THEN CLOSED WHICH ISOLATED THE LEAK. THE MAIN STEAM
DUMPS WERE OPENED TO DEPRESSURIZE THE MAIN STEAM HEADER. VUPON ENTRY INTO THE
MAIN STEAM TUNNEL, THE 2C MAIN STEAM SAMPLE PROBE VWAS FOUND LYING ON THE FLOOR.
THE WELD FOR THE PROBE HWAD BECEN IMPROPERLY REPAIRED DURING THE PREVIOUS REFUELING
OUTAGE CAUSING THE PROBE AND ITS ISOLATION VALVE TO BE EJECTED LEAVING A ONE INCH
HOLE IN THE MAIN STEAM LINE. SINCE THIS PROBE WAS NEEDED ONLY FOR INITIAL
START-UP TESTING, THE NOZZLE WAS CAPPED. THIS EVENT IS REPORTABLE PURSUENT TO
1O0CFRS0.73CAX(2)(IV) ANY EVENT THAT RESULTS IN A MANUAL OR AUTOMATIC ACTUATION OF
THE ENGINEERING SAFETY FEATURES INCLUDING REACTOR PROTECTION SYSTEM.

[ 27) CALLAWAY 1 DOCKET 50-483 LER 90-017

A REACTOR TRIP DUE TO A FAILURE OF A CONTROLLER/DRIVER CARD FOk THE 'B' FEEDWATER
REGULATING VALVE,

EVENT DATE: 123090 REPORT DATE: 012591 NSSS: WE TYPE: PWR

VENDOR: WESTINGMOUSE ELEC CORP.-NUCLEAR ENERGY SYS

(NSIC 220729) ON 12-30-90, AT 1152 CST, A REACTOR TRIP OCCURRED DUE TO THE
FAILURE OF A CONTROLLER/DRIVER CARD FOR THE 'B' FEEDWATER REGCULATING VALVE (FRV).
THE FRV FAILED CLOSED AND COULD NOT BE RE-OPENED BY THE LICENSED OPERATORS FROM
THE MAIN CONTROL BOARD IN EITHER THE AUTOMATIC OR MANUAL MODE. THE SUBSEQUENT
'B' STEAM GENERATOR LOW WATER LEVEL ACTUATED THE REACTOR TRIP SIGNAL. AS A RESULT
OF THE RPS ACTUATION, A FEEDWATER ISOLATION (FWIS) AND AN AUXILIARY FEEDWATER
ACTUATION (AFAS) WERE GENERATED BY DESIGN. THE PLANT WAS IN MODE 1 - POWER
OPERATIONS AT 100 PERCENT REACTOR POWER. THE REACTOR COOLANT SYSTEM TEMPERATURE
WAS 588 DECREES F AND [HE PRESSURE WAS 2235 PSIG. THE LICENSED OPERATORS
RECOVERED FROM THE TRIP AND ENGINEERED SAFETY FEATURE (ESF) ACTUATIONS VIA PLANT
PROCEDURES. THE FRV CONTROLLER/DRIVER CARD WAS REPLACED AT 1330 ON 12/30/90. THE
MANUFACTURER OF THE CARD IS WESTINGHOUSE (COMPONENT #2837A16G03). THE PLANT WAS
RETURNED TO MODE 1 - POWER OPERATIONS AT 01364 ON 12/31/90. A CAPACITOR IN THE
POWER SUPPLY SECTION OF THE CARD WAS THE CAUSE OF THE CARD FAILURE. THE FATLURE
OF THE CAPACITOR IS INDETERMINATE. CORRECTIVE ACTIONS INCLUUE THE FAILURE HISTORY
AND OTHER APPLICATIONS OF THE USE OF THI!S CAPACITOR WILL BE EVALUATED; AND AN
EVALUATION WILL BE PERFORMED TO DETERMINE THE FEASIBILITY OF ADDING A REDUNDANT
CONTROLLER/DRIVER CARD TO THE CIRCUIT FOR THE FRV'S.

28} CALVERT CLIFFS 1 POCKET 50-317 LER 88-015 REV 01
UPDATE ON MOVEMENT OF MEAVY LOADS OVER THE SPENT FUEL POCL.

l
: EVENT DATE: 123088 REPORT DATE: 0206491 NSSS: CE TYPE: PWR
|

(NSIC 220930) IN MAY, 1983, THE NRC ISSUED A SAFETY EVALUATION DOCUMENTING THE
STAFF'S APPROVAL OF BALTIMORE CAS AND ELECTRIC'S (BG&ES) RESCOLUTION OF GENERIC

| ISSUE A-36, CONTROL OF HEAVY LOADS NEAR SPENT FUEL. THTS RESOLUTION INCLUDED THE
USE OF ADMINISTRATIVE CONTROLS TO PREVENT THE MOVEMENT OF HEAVY LOADS OVER THE
SPENT FUEL POOL. ON DECEMBER 30, 1988, IT WAS DISCOVERED THAT ONE OF THESE
ADMINISTRATIVE CONTROLS WAS NOT BEING PROPERLY MAINTAINED AND THAT A HEAVY LOAD
(THE SPENT FUEL CASK CRANE LOAD BLOCK> HAD BEEN MOVED OVER THE SPENT FUEL POOL.
IMMEDIATE CORRECTIVE ACTION WAS TAKEN TO PREVENT RECURRENCE BY NOT ALLOWING THE
CRANE TO TRAVEL OVER SPENT FUEL. THE CAUSE OF THIS EVENT WAS PERSONNEL

| RESFONSIBLE FOR CONTROLLING CRANE MOVEMENT WERE UNAWARE THAT THE CRANE LOAD
ELOCK, IN AND OF ITSELF, CONSTITUTED A HEAVY LOAD. PREVENIIVE MEASURES WERE TO

| REVISE THE CONTROLLING PROCEDURES TO ENSURE THE SAFE MOVEMENT OF KEAVY LOADS OVER
THE SPENT FUEL POOL.

[ 29] CALVERT CLIFFS 1 DOCKET 50-317 LER 89-016 REV 01
UPDATE ON RESISTANCE TEMPERATURE DETECTORS NOT ENVIRONMENTALLY QUALIFIED DUE 10
UNSEALED HOUSING,

EVENT DATE: 090889 REPORT DATE: 012591 N§SS: CE TYPE: PUWR

OTHER UNITS INVOLVED: CALVERT CLIFFS 2 (PWR)
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(NSIC 220880) ON SEPTEMBER 8, 1989 IT WAS DETERMINED THAT THE RESISTANCE
TEMPERATURE DETECTORS (RTDS) INSTALLED IN THE HOT AND COLD LEGS OF TME REACTOR
COOLANT SYSTEM IN BOTH UNITS MAD NOT BEEN PROPERLY SEALED TO PREVENT MOISTURE
INTRUSION. THIS CONDITION WAS ASSUMED TO INVALIDATE THE ENVIRONMENTAL
LVALIFICATION (EQ) OF THE RTDS. SUBSEQUENT ANALYSIS HAS SHOWN THE RTDS WER®
CAPABLE OF FUNCTIONING IN A POST-ACCIDENT ENVIRONMENT. THE ROOT CAUSE OF TH1S
EVENT WAS AN INADEQUATE PROCEDURE. THE EQ DESIGN MANUAL DID NOT SPECIFICALLY
REQUIRE IDENTIFICATION AND REVIEW OF MECHANICAL INTERFACES SUCH AS THE NIPPLE TO
BASE INTERFACE IN THE PRIMARY RTDS. WE MAVE IDENTIFIED, EVALUATED, AND OBTAINED A
QUALIFIED THREAD SEALANT TO BE USED SPECIFICALLY IN APPLICATIONS WHERE A

MECHANICAL INTERFACE MUST BE ENVIRONMENTALLY SEALED. FIELD ENGINEERING CHANGES

HAVE BEEN COMPLETED FOR UNIT 1 TO PROPERLY SEAL THE INTERFACE WITH AN

ENVIRONMENTALLY QUALIFIED SEALANT. A FACILITY CHANGE REQUEST MAS BEEN ISSUED TO

REPLACE THE UNIT 2 RTDS. THE EQ DESIGN MANUAL WAS REVISED TO SPECIFICALLY REQUIRE
IDENTIFICATION AND REVIEW OF MECHANICAL INTERFACES.

{ 30] CALVERT CLIFFS 1 DOCKET 50-317 LER 90-002 REV 0
UPDATE ON FUEL REPAIR ACTIVITIES PERFORMED ON MORE THAN ONE £ 'SEMBLY DURING THE
SAME TIMF PERIOD IN VIOLATION OF FUEL HANDLING INCIDENT SAFETY ANALYSIS.

EVENT DATE: 011690 REPORT DATE: 012691 NSSS: CE TYPE: PHWR

OTHER UNITS INVOLVED: CALVERT CLIFFS 2 (PWR)

(NSIC 22086%9) ON DECEMBER 11, 1989, WITH UNIT 1 IN MODE 5 AND UNIT 2 DEFUELED, WE
DETERMINED THAT OUR PREVIOUS PRACTICE OF RECONSTITUTING MORE THAN ONE SPENT FUEL
ASSEMBLY AT A TIME WAS NOT BOUNDED BY THE ASSUMPTIONS OF THE FUEL HANDLING
INCIDENT SAFETY ANALYSIS, WHICH ASSUMES THAT ONLY ONE FUEL ASSEMBLY COULD BE
DAMAGED IN THE EVENT OF A FUEL HANDLING INCIDENT. ON JANUARY 16, 1990 THIS
PRACTICE WAS DETERMINED TO PLACE THE PLANT IN A CONDITION OUTSIDE ITS DESIGN
BASIS AS DESCRIBED IN THE UPDATED FINAL SAFETY ANALYSIS REPORT (UFSAR). THE ROOT
CAUSE OF THIS CONDITION WAS A DEFICIENT PROCEDURE WHICH DID NOT PREVENT MOVEMENT
AND PLACEMENT OF FUE' ASSEMBLIES SUCH THAT MORE THAN ONE COULD BE DAMAGED IN THE
EVENT OF A FUEL HANDLING INCIDENT. FUEL HMANDLING PROCEDURE FH-48 HAS BEEN
REVISED TO REQUIRE TKAT ONLY ONE ASSEMBLY AT A TIME BE PLACED IN A DESIGNATED
LOCATION FOR RECONSTITUTION. THIS CHANGE ENSURES THAT NO MORE THAN ONE ASSEMBLY
COULD BE DAMAGED IN A FUEL HMANNLING INCIDENT, ALL FUEL MANDLING PROCEDURES HAVE
BEEN REVIEWED AGAINST THE UFSAR WITH NO DISCREPANCIES IDENTIFIED. FUTURE CHANGES
zo FUEL HANDLING PROCEDURES WILL BE REVIEWED AGAINST UFSAR ACCIDENT ANALYSIS
SSUMPTIONS.

[ 31) CALVERT CLIFFS 1 DOCKET 50-317 LER 90-018 REV 01
UPDATE ON AXIAL SHAPE INDEX NOT CONTINUQUSLY MONITORED AS REQUIRED BY TECHNNICAL
SPECIFICATIONS DUE TO INCORRECT LABELING OF POWER RANGE DETECTOR CONNECTORS.
EVENT DATE: (52990 REPORT DATE: 013191 N§S§S5: CE TYPE: PWR

VENDOR: WESTINGHOUSE ELECTRIC CORP,

(NSIC 220931) ON MAY 29, 1990, IT WAS DETERMINED THAT THE UPPER AND LOWER CABLE
CONNECTIONS FOR THE UNIT-1 Y-CHANNEL EXCORE POWER RANGE DETECTORS WERE REVERSED,
MAKING THE POWER RATIO CALCULATOR (PRC) INOPERABLE. THE PRC IS REQUIRED FOR
CONTINUOUS AXIAL SMAPE INDEX MONITORING IN MODE 1 WHEN THE PLANT COMPUTER IS NOT
AVAILABLE. THERE HAVE BEEN FOUR INSTANCES WHEN THE PLANT WAS IN MODE 1 AND THE
PLANT COMPUTER WAS NOT AVAILABLE. THIS CONDITION IS NOT IN ACCORDANCE WITH
TECHNICAL SPECIFICATIONS. THE ROOT CAUSE OF THE EVENT WAS THE IMPROPER LABELING
OF THE DETECTOR CONNECTIONS, A CONTRIEUTING FACTOR WAS THAT THE PRE-INSTALLATION
TEST OF THE SYSTEM DID NOT DETECT THE PROBLEM. CORRECTIVE ACTIONS INCLUDE
CORRECTION OF THE DETECTOR CONNECTION LABELING AND CONNECTING SYSTEM LEADS TO THE
CORRECT DETECTOR CONNECTIONS. PRE-INSTALLATION TESTING OF THE EXCORE DETECTORS
HAS BEEN REVIEWED AND WILL BE REVISED. DATA WILL BE COLLELTED FOR UNIT-2 X- AND
Y~CHANNEL EXCORE DETECTORS DURING THE NEXT UNIT-2 STARTUP TO CONFIRM THAT THE
PROBLEM DOES NOT APPLY TO UNIT-2. THE DESICN SPECIFICATION FOR THE DETECTORS HAS
BEEN IMPROVED TO ENSURE PROFER LABELING IN THE FUTURE.
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[ 32] CALVERT CLIFFS 1 DOCKET 50-317 LER %0-030
FATIGUE CRACKING IN THE SAFETY INJECTION TANK NITROGEN VENT LINE WELDS DUE TO
DESIGN ENGINEERING PERSONNEL ERROR.

EVENT DATE: 120490 REPORT DATE: 021491 NSSS: CE TYPE: PWR
OTHER UNITS INVOLVED: CALVERT CLIFFS 2 (PWR)

(NSIC 220986) ON 12/6-90 WITH UNIT 1 IN MODE 5 AT 170 DEGREES AND 180 FSIA, THE
NITROGEN VENT LINES ON TOP OF TANKS 11B AND 12B WERE INSPECTED AND CRACKS WERE
FOUND IN THE STRUCTURAL WELD AT THE COUPLING-TO-VENT LINE JUNCTION. NO SIMILAR
CRACKS IN THE OTHER UNIT 1 SITS (11A AND 122) OR THE UNIT 2 SITS WERE FOUND. THE
ABILITY OF THE CRACKED LINES TO WITHSTAND A SAFE SHUTDOWN EARTHQUAKE CONCURRENT
WITH A LOSS OF COOLANT ACCIDENT COULD NOT BE DETERMINED. THIS PLACED THE PLANT
OUTSIDE ITS DESIGN BASIS, THE ROOT CAUSE OF THIS EVENT WAS PERSONNEL ERROR IN
THAT DESIGN ENGINEERS FAILED TO RECOGNIZE A CANTILEVER CONDITION DURING
REPLACEMENT OF THE SIT RELIEF VALVES. THE RELIEF VALVES ON ALL FOUR TANKS FOR
BOTH UNITS WERE RELOCATED TO THE NITROGEN SUPPLY LINE AT THE BASE OF THE TANKS
AND ADEQUATELY SUPPORTED TO PREVENT RECURRENCE OF THIS EVENT. A SPECIAL TRAINING
SESSION WILL BE HELD WITH DESIGN ENGINEERING PERSONNEL TO REVIEW THE MAJOR ISSVES
ASSOCIATED WITH THIS MODIFICATION AND TO REINFORCE THE PROGRAM REQUIREMENTS
REGARDING PRE~ AND POST-DESIGN WALKDOWNS. THIS EVENT WILL BE REVIEWED WITH
ENGINEERING PERSONNEL IN FUTURE CODE TRAINING CLASSES.

[ 33] CALVERT CLIFFS 1 DOCKET 50-317 LER 90~-027
UNDERSIZED FUSES COULD HAVE PREVENTED SAFETY-RELATED EQUIPMENT FROM PERFORMING
ITS INTENDED SAFETY FUNCTION CAUSED BY A CALCULATIONAL ERROR.

EVENT DATE: 120690 REPORT DATE: 010791 NSSS: CE TYPE: PWR

OTHER UNITS INVOLVED: CALVERT CLIFFS 2 (PWR)

(NSIC 220663) ON DECEMBER 6, 1990 A CONDITION WAS DISCOVERED AT CALVERT CLIFFS
WHICH COULD HAVE PREVENTED VARIOUS SAFETY-RELATED (SR) MOTORS FROM PERFORMING
THEIR INTENDED SAFETY FUNCTIONS. IF A DEGRADED VOLTAGE CONDITION EXISTED AT THE
MOTOR CONTROL CENTER POWER SOURCE WHILE AN ENGINEERED SAFETY FEATURE ACTUATION
SIGNAL (ESFAS) WAS ATTEMPTING TO START SR LOADS, FUSES FOR THE CONTROL CIRCUITRY
OF SR MOTORS SUPPLIED BY THE MOTOR CONTROL CENTERS WOULD HAVE BLOWN BEFORE THE
DEGRADED~VOLTAGE RELAYS .'JULD TIME OUT AND SWITCH THE POWER SOURCE TO THE
EMERGENCY DIESEL GENERATORS (EDGS). AT THE TIME UNIT 1 WAS IN A COLD SHUTDOWN
CONDITION AND UNIT 2 WAS IN A REFUELING CONDITION. THE CAUSE OF THE CONDITION
WAS A CALCULATIONAL ERROR IN THE DESIGN PACKAGE THAT INSTALLED THE 4160-VOLT BUS
POWER VOLTAGE PROTECIION RELAYS IN 1977. THE CALCULATION ERROR RESULTED IN
ALLOWING SOME UNDERSIZED FUSES IN SR MOTOR CONTROL CIRCUITS TO REMAIN INSTALLED.
ALL UNDERSIZED FUSES FOR BOTH UNITS HAVE BEEN REPLACED WITH PROPERLY RATED FUSES.
FUSING SIZES FOR ALL ESFAS AND EDG LOADS HAVE BEEN VERIFIED AS CORRECT. THE
CALCULATION HAS BEEN REVISED. APPROPRIATE DRAWINGS WILL BE REVISED. A PROBLEM
REPORT HAS BEEN INITIATED TO ANDRESS ONE OF THE UNDERLYING CAUSES OF THE
CALCULATIONAL ERROR.

[ 34) CATAWBA 1 DOCKET 50-413 LER 91-001 REV 01
UPDATE ON BOTH TRAINS OF RESIDUAL HEAT REMOVAL AND AUXILIARY CONTAI.MENT SPRAY
INOPERABLE DUE TO DEFECTIVE PROCEDURES AND INAPPROPRIATE ACTION.

EVENT DATE: 111290 REPORT DATE: 021391 NSS8S: WE TYPE: PWR

OTHER UNITS INVOLVED: CATAWBA 2 (PWR)

(NSIC 221048) IN OCTOBER 1990, PERFORMANCE BECAME AWARE OF A MCGUIRE NUCLEAR
STATION INCIDENT THAT RENDERED DOTH TRAINS OF THE RESIDUAL HEAT REMOVAL (ND)
SYSTEM INOPERABELE WH ILE STROKE TESTING VALVES NI136B, NS38S, AND NSG3A. WITH ANY
OF THESE VALVES OPE N DURING A LOSS OF COOLANT ACCIDENT, ND INJECTION FLOW COULD
EE DEGRADED. THESE VALVES HAVE BEEN TESTED QUARTERLY AT CATAWBA SINCE UNIT
STARTUP PERFORMANCE REVI SED TEST PROCZDURES FOR NS38B AND NS43A TO CLOSE
DOWNSTREAM VALVES SO THAT QUART ERLY TESTING COULD CONTINUE. WHILE REVIEWING THE
FINAL SAFETY ANALYSIS REPORT (F SAR), PERFORMANCE MISINTERPRETED INFORMATION
RELATED TO THE AUXILIARY CONTAINMEN T SPRAY HEADERS AND ALLOWED THE TEST TO BE
COMPLETED WITHOUT DECLARING ND/NS INO PERABLE. ON NOVEMBER 12, WITK UNIT 1 IN
MODE 1, POWER OPERATION, LNS3IBB WAS TEST ED WITH TRAIN A ND INOPERABLE; THEREBY,
RENDERING BOTH TRAINS OF AUXILIARY CONTA INMENT SPRAY INOPERABLE. THIS INCIDENT
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INTO THIS EVENT IDENTIFIED OTHER PENETRATIONS FOR WHICH NOT ALL POTENTIAL
CONTAINMENT ATMOSPHERE LEAK PATHS IN ACCORDANCE WITH THE REQUIREMENTS OF 10CFR50,
APPENDIX J WERE CONSIDERED: AND IDENTIFIED THREE PENETRATIONS WHICH DO NOY
TERMINATE IN THE SUPPRESSION POOL AT OR BELOW THE DESIGN LEVEL REQUIRED TO
MAINTAIN THE PENETRATION LINES WATER SEALED FOLLOWING A LOSS OF COOLANT ACCIDENT
(LOCA). THE CAUSE OF THIS EVENT IS STILL UNDER INVESTIGATION. CORRECTIVE
ACTIONS INCLUDE: A REVIEW OF ALL CONTAINMENT PENETRATIONS TO ENSURE THAT PROPER
TEST CRITERIA ARE BEING IMPLEMENTED; IDENTIFICATION OF MECHANICAL JOINTS THAT
COULD BE POTENTIAL CONTAINMENT ATMOSPHRERE LEAKAGE PATHS; AND MODIFICATION OF THE
IDENTIFIED PENETRATIONS TO FACILITATE CONFORMANCE WITH THE REQUIREMENTS OF
10CFR50, APPENDIX A, GENERAL DESIGN CRITERIA 55 AND 56, AND APPENDIX J.

[ 38) COMANCHKE 1 DOCKET 50-445 LER %0-023
REACTOR TRIP ON LOSS OF FEEDWATER FLOW CAUSED BY A LOOSE CONTROL POWER FUSE,
EVENT DATE: 080850 REPORT DATE: 090590 NSSS: WE TYPE: PKR

(NSIC 220895) ON 8,8/90, COMAN“HE PEAK S17AM ELECTRIC STATION UNIT 1 WAS IN MODE
1, POWER GPERATIONS, WITH RF° OR POWER AT 17%X. A LOOSE FUSE IN THE MAIN
FEEDWATER CONTROL POWER CIR .T CAUSED CLOSURE OF A VALVE IN THE FEEDWATER FLOW
PATH TO STEAM GENERATOR NUMwER 4. WATER LEVEL IN STEAM GENERATOR NUMEBER 4
DECREASED TO THE LO-LO LEVEL SETPOINT, INITIATING A REACTOR TRIP SIGNAL.
CORRECTIVE ACTIONS INCLUDED INSPECTION OF SIMILAR COMPONENTS IN OTHER
APPLICATIONS, MAINTENANCE ON THE MALFUNCTIONING COMPONENT, AND PERSONNEL TRAINING.

L 391 COMANCHE 1 DOCKET 50-445 LER 90~036 REV 01
UPDATE ON PERSONNEL ERROR RESULTING IN FAILURE TO COMPLY WITH TECHNICAL
SPECIFICATION ACTION REQUIREMENTS.

EVENT DATE: 101590 REPORT DATE: 021491 NSSS: WE TYPE: PWR

{NSIC 220988) ON 10/15,90, COMANCHE PEAK STEAM ELECTRIC STATION UNIT 1 WAS IN
MODE 1, POWER OPERATION, WITH THE REACTOR AT 65% OF RATED THERMAL POWER. WHILE
PERFORMING A ROUTINE SYSTEM/AREA WALKDOWN, THE SYSTEM ENGINEER FOR THE PRIMARY
PLANT VENTILATION SYSTEM DISCOVEREP THAT ONE OF TWO TRAIN "B" ENGINEERED SAFETY
FEATURES (ESF) FILTRATION UNITS WuS OUT OF SERVICE. THE UNIT REMAINED OUT OF
SERVICE UNTIL 1072390, WHEN CONTROL ROOM PERSONNEL ACAIN DISCOVERED THE
CONDITION WHILE ATTEMPTING TO PERFORM REQUIRED SURVEILLANCE TESTING. IT WAS
DETERMINED THAT THE ESF FILTRATION UNIT INOPERABILITY EXCEEDED THE TIME LIMIT
PRESCRIBED BY THE ASSOCIATED TECH SPEC. THE CAUSE OF THE EVENT WAS DETERMINED TO
:§D§¥¥gg¥¥g: ERROR. CORRECTIVE ACTION INCLUDES EVENT REVIEW AND A SYSTEM DESIGN

[ 401 COMANCHE 1 DOCKET 50-445 LER 90-037
BLACKOUT SEQUENCER ACTUATION DUE TO PERSONNEL ERROR.
EVENT DATE: 110590 REPORT DATE: 120590 NSSS: MWE TYPE: PHWR

(NSIC 2208986) AT APPROXIMATELY 0300 ON 11/5-90, ELECTRICAL MAINTENANCE PERSONNEL
WERE COMDUCTING A TEST OF THE NUCLEAR SAFETY RELATED TRAIN B 6.9 KV SWITCHGEAR
UNDERVOLTAGE (UV) RELAYS. AT 0443, WHILE ATTEMPTING TO RE~LAND A WIRE, THE
ELECTRICIAN INADVERTENTLY MADE CONTACT WITH AN ENERGIZED POINT ON THWE UV RELAY,
RESULTING IN A UV ACTUATION. AS A RESULT OF THE UV ACTUATION, THE REACTOR
OPERATOR (RC) OBSERVED THE TRANSFER OF TRAIN B 6.9 KV SWITCHGEAR TO THE ALTERNATE
POWER SUPPLY, AND ACTUATION OF THE TRAIN B BLACKOUT SEQUENCER (BOS). AT 0454,
THE RO RESET THE BOS, AND RESTORED ACTUATED COMPONENTS TO THEIR ORIGINAL
CONFIGURATION. AT 0652 ON 11/5/90, WITH RESTORATION COMPLETE, THE RO RESTORED
THE NORMAL POWER SUPPLY TO TRAIN B 6.9 KV SWITCHGEAR. THE ROOT CAUSE WAS
DETERMINED TO BE PERSONNEL ERROR. A CONTRIBUTING FACTOR WAS DETERMINED TO BE THE
UV RELAY TEST PROCEDURE NOT WRITTEN TO MINIMIZE THE RISK OF HUMAN ERROR.
CORRECTIVE ACTIONS INCLUDE A MEMO T0 ELECTRICAL MAINTENANCE PERSONNEL ADDRESSING
THESE CONCERNS, AND A FROCEDURE CHANGE.
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[ &81] COMANCHKE 1 DOCKET 50-445 LER 90-038

GAS CHANNEL ALARM INITIATED A CONTAINMENT VENTILATION ISOLATION DUE TO STAGNANT
AIR POCKETS IN CONTAINMENT.

EVENT DATE: 110590 REPORT DATE: 120590 NS5S: WE TYPE: PWR

(NSIC 220897) ON 11/5/90, COMANCHE PEAK STEAM ELECTRIC STATION UNIT 1 WAS IN MODE
5, COLD SHUTDOWN, WITH A CONTAINMENT PURGE IN PROGRESS. THE CONTAINMENT AIR
COOLING AND RECIRCULATION SYSTEM (CACRS) FANS WERE RUNNING, RECIRCULATING AIR
INSIDE CONTAINMENT. APPROXIMATELY THREE KOURS AFTER SNIFTING THE CACRS FANS, A
CONTAINMENT AIRBORNE CONTAMINATION HIGM RADIATION ALARM WAS RECEIVED WHICM
INITIATED A CONTAINMENT VENTILATION ISOLATION. THE INCREASE IN NOBLE GAS
ACTIVITY WAS ATTRIBUTED TO STAGNANT AIR POCKETS IN CONTAINMENT THAT WERE
SUBSEQUENTLY MIXED WHEN THE CACRS FANS WERE SHIFTED, CAUSING AN INCREASE IN
DETECTED AIRBORNE ACTIVITY. THE ROOT CAUSE WAS DETERMINED TO BE A PHENOMEWON IN
WHICH STAGNANT AIR WITH A HIGHER NOBLE GAS CONTENT EXISTED DURING A CONTAINMENT
PURGE ALONG WITH HAVING THE HIGH ALARM SET POINT ON THE GASEOUS MONITOR SET TOO
CONSERVATIVELY FOR THE EXISTING CONDITIONS. CORRECTIVE ACTIONS ARE TO REVISE
CONTAINMENT PURGE PROCEDURES TO ENSURE A GOOD MIXING OF THE CONTAINMENT
ATMOSPHERE PRIOR TO PURGING AND TO REVIEW THE GUIDELINES FOR RADYOACTIVE EFFLUENT
RELEASES, TO ENSURE THAT SET POINTS ARE NOT SET SO CONSERVATIVELY THAT AUTOMATIC
SAFETY FUNCTIONS ARE ACTUATED UNNECESSARILY.

[ 42) COMANCHE 1 DOCKET 50-445 LER 90-040
MISSED TECHNICAL SPECIFICATION SURVEILLANCE RESULTING FROM FAILURE TO FOLLOW
PROCEDURAL REQUIREMENTS.

EVENT DATE: 111390 REPORT DATE: 121390 NSSS: WE TYPE: PWR

(NSIC 220909) ON 117/13/90, COMANCHE PEAK STEAM ELECTRIC STATION UNIT 1 WAS IN
MODE 3, HOT STANDBY. WHILE UPDATING THE SURVEILLANCE SCHEDULING SYSTEM DATABASE,
THE OPERATIONS SURVEILLANCE TEST COORDINATOR DISCOVERED THAT TWO OPERATIONS TEST
PROCEDURES WERE NOT INCLUDED IN THE DATABASE. FURTHMER INVESTIGATION REVEALED THAT
THE TESTS HAD NOT BEEN PERFORMED AS REQUIRED TO DEMONSTRATE OPERABILITY OF THE
MAIN STEAM DRIP POT ISOLATION VALVES. FAILURE TO PERFORM THE SURVEILLANCE
CONS1ITUTES A FAILURE TO MEET THE OPERABILITY REQUIREMENTS FOR A LIMITING
CONDITION FOR OPERATION. THE CAUSE OF THE EVENT WAS DETERMINED TO BE FAILURE TO
;gb%ga PROCEDURES. CORRECTIVE ACTIONS INCLUDED PROCEDURE REVISIONS AND DATABASE

[ &3] COMANCHE 1 DOCKET 50-445 LER 91-001
INADVERTENT ACTUATION OF CONTROL ROOM AIR CONDITIONING ENGINEERED SAFETY FEATURE
CAUSED BY SENSITIVITY OF RADIATION MONITORING DEVICE TO OVERCURRENT CONDITIONS.
EVENT DATE: 010391 REPORT DATE: (2049¢1 NSSS: WE TYPE: PWR

(NSIC 220852) ON 1/3/91, AT APPROXIMATELY 2348 CST, AN AUXILIARY OPERATOR WAS
ATTEMPTING TO CHANGCE A BURNED-OUT BULB ON THE LOCAL MICROPROCESSOR ASSOCIATED
WITH ONE OF THE RADIATION MONITORS IN THE CONTROL ROOM AIR CONDITIONING AIR
INTAKE. WHEN THE BULB WAS UNS ™YWED, A SHORT PIECE OF THE BULB'S LOOP FILAMENT
FELL ACROSS THE TWO TERMINAL P): 1S5 INSIDE THE BULB. THE MOMENTARY CURRENT SURGE
EXCEEDED THE CAPACITY OF THE POWE& SUPPLY OUTPUT FUSE, RESULTING IN A LOSS OF
POWER TO THE MONITOR. THE CONTRL ROOM AIR CONDITIONING SYSTEM AUTOMATICALLY
REALIGNED TO THE EMERGENCY RECIRCULATION MODE. THE CAUSE OF THE EVENT WAS
DETERMINED TO BE EQUIPMENT SENSITIVITY TO OVERCURRENT CONDITIONS. CORRECTIVE
ACTIONS INCLUDED TRAINING AND ADMINISTRATIVE CONTROLS OVER BULB REPLACEMENT IN
MONITORS WITH AUTOMATIC ESF FUNCTIONS.

[ 64] CONNECTICUT YANKEE DOCKET 50-213 LER 90-009

DESIGN DEFICIENCY IDENTIFIED IN CONTAINMENT AIR RECIRCULATION FAN DAMPER SOLENOID
VALVES .

EVENT DATE: 071190 REPORT DATE: 080890 NSSS: WE TYPE: PWR

VENDOR: AUTOMATIC SWITCH COMPANY (ASCO)

(NSIC 220899) ON 7/11,/90, AT 0800 HOURS, WITH THE PLANT IN COLD SHUTDOWN (MODE 5)
AN EINGINEERING EVALUATION DETERMINED THAT A DESIGN DEFICIENCY EXISTED THAT COULD
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DISAELE ALL FOUR CONTAINMENT AIR RECINCULATION (CAR) FANS DUWNING A LOSS OF
COOLANT ACCIDENT (LOCA). SPECIFICALLY, A FAILURE OF THE PRESSURE REGULATOR WHICH
SUPPLIES AIR 10 THE CAR FAN DAMPER SOLENOID VALVES COULD RFSULT IN A DIFFERENTIAL
PRESSURE AT THE VALVES THAT 1S OREATER THAN DESIGN. THE RESULTING AIR PRESSURE
COULD HAVE PREVENTED THE SOLENOID VALVES FROM VENTING AIR AND, AS R RESULT, THE
CAR FAN DAMPERS MAY NOT MAVE ALIGNED TO THEIR ACCIDENT POSITION. THE ROOT CAUSE
OF THIS EVENT WAS A DESIGN DEFICIENCY. CORRECTIVE ACTION CONSISTED OF INSTALLING
QUALIFIED SOLENOID VALVES. THE EVENT IS REPORTABLE UNDER 10CFRSO.73(A(2)(VI(D)
SINCE THIS CONDITION ALONE COULD HAVE PREVENTED THE FULFILLMENT OF THE SAFETY
FUNCTION OF A SYSTEM NEEDED TO CONTROL THE RELEASE OF RADIOACTIVE MATERIALS.

[ 48] CONNECTICUT YANKEE DOCKET 50-213 LER 90~032
LOAD REDUCTION DUE T0 INOPERABILITY OF CONTAINMENT FAN COOLERS.
EVENYT DATE: 122790 REPORT DATE: 01259 NSSS: WE TYPE: PUWR

(NSIC 220876) ON 12/27/90, AT 1335 HOURS, WITH THE PLANT IN MODE 1 AT 100% POWER,
ALL & CONTAINMENT AIR RECIRCULATION (CAR) FANS WERE DECLARED INCPERAELE DUE 10
THE ¥OULING OF BOTH SERVICE WATER FILTERS THAT SUPPLY THE FAN COOLERS. 1THIS
CONDITION WAS IDENTIFIED DURING AUXILIARY OPERATOR SURVEILLANCE OF FILTER
DIFFERENTIAL PRESSURES. A LOAD REDUCTION WAS IMMEDIATELY INITIATED IN ACCORDANCE
WITH TECH SPEC 3.0.3. THE ROOT CAUSE OF THE EVENT WAS EXCESSIVE SILT SUSPENSION
IN THE CONNECTICUT RIVER. ONE OF THE FILTERS WAS CLEANED AND RETURNED 10 SERVICE
AND THE LOAD REDUCTION WAS TERMINATED AT 1447 HOURS AT APPROXIMATELY 70% POVER.
CORRECTIVE ACTION CONSISTS OF PROVIDING OPERATORS WITH ADDITIONAL GUIDAKNCE FOR
MONITORING INCREASING DIFFERENTIAL PRESSURE ACROSS THE FILTERS. THIS EVENT IS
REPORTABLE UNDER 10CFRS0.73(A)(2)(3)(B) SINCE IT RESULTED IN A CONDITION
PROMIBITED BY THE PLANT'S TECH SPECS.

[ &6) COOK 1 DOCKET 50-315 LER 90-016&

FAILURE OF TWO PRESSURIZER SAFETY VALVES TO MEET TECHNICAL SPECIFICATION REQUIRED
SURVEILLANCE TEST CRITERIA.

EVENT DATE: 122190 REPORT DATE: 012191 NSSS: WE IYPE: PHR

VENDOR: CROSEY VALVE & GAGE CO.

(NSIC 220724) ON DECEMBER 21, 1990 IT WAS DETERMINED THAT TWO OF THREE
PRESSURIZER SAFETY VALVES SENT TO A TEST LABORATORY OFF SITE FOR TESTING REQUIRED
BY TECHNICAL SPECIFICATION &.%.3 HAD BEEN FOUND WITH LIFT SETTINGS OUISIDE OF THE
ACCEPTANCE CRITERIA. ACCEPTABLE SETTINGS ARE BETWEEN 2461 PSIG AND 2509 PSIG.
VALVE 1-8V-458 LIFTED AT 2451 PSIG AND VALVE 1-3V-45C AT 2568 PSIG, AN EVALUATION
OF THE TEST DATA REVEALED THAT THE VALVE WITH A LIFT SETTING OF 10 PSI BELOW
ACCEPTANCE CRITERIA WOULD HAVE MAD NO IMPACT ON THE OPERABILITY OF AFFECTED
COMPCONENTS, AS IT WOULD HAVE LIFTED PREMATURELY. THE VALVE WITH A LIFT SETTING
EXCEEDING THE ACCEPTABLE RANGE DID SO BY 39 PSI. CALCULATIONS PERFORMED INDICATE
THAT IF THE REACTOR COOLANT SYSTEM PRESSURE HAD REACHED 25648 PSIG, NO DAMAGE
WOULD H2VE BEEN INCURRED BY PIPE, FITTINGS, VALVES AND/OR THE PRESSURIZER. THE
UFSAR Wi 5 REVIEWED FOR IMPACT OF THE AS-FOUND SETPOINTS. THE HIGH SETPOINT WOULD
HAVE BELEM OFFSET BY THE ADDITIONAL CAPACITY OF POWER OPERATED RELIEF VALVES AND
FULL SAFETY VALVE CAPACITY 1S NOT REQUIRED. ALSO REVIEWED WERE CRITERIA
ASSOCIATED WITH DEPARTURE FROM NUCLEATE BOILING. NO ADVERSE CONSEQUENCES AFPLIED
TO SAFETY ANALYSES. AN INVESTIGATION INTO THE CAUSE IS BEING CONDUCTED BY THE
VALVE MANUFACTURER.

[ 47] CODPER DOCKET 50-298 LER 91-001
UNPLANNED ACTUATION OF GROUP VI ISOLATION DURING SURVEILLANCE TESTING DUE 70
PERSONNEL ERROR.

EVENT DATE: 4107891 REPORT DATE: 020191 N§S8S: GE TYPE: BUWR

(NSIC 220926) ON JANUARY 7, 1991, AT 1:38 PM. WITH THE PLANT IN OPERATION AT FULL
POWER, AN UNPLANNED ACTUATION OF THE GRCUP VI ISOLATION LOGIC OCCURRED, EESULTING
IN ISOLATION OF THE SECONDARY CONTAINMENT AND INITIATION OF THE STANDEY GAS
TREATMENT (S5GT) SYSTEM. THE ACTUATION OCCURRED DUE TO INCORRECT PLACEMENT CF &
JUMPER DURING PERFORMANCE OF SURVEILLANCE PROCEDURE 6.3.7.5, REACTOR BUILDING
VENTILATION RADIATION MONITOR SOURCE CHECK, WHICH WAS BEING PERFORMED BY 1&C
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TRAINEES, UNDER THE SUPERVISION OF QUALIFIED I&C TECHNICIANS. THE PROCEDURE WAS
BEING CONDUCTFP A€ A REGULARLY SCHEDULED SURVEILLANCE TEST AND AS AN ON-THE=-JOB
TRAINING (OJT) EXERCISE. THE CAUSE OF THE UNPLANNED ACTUATION WAS THE FAILURE OF
BOTH THE QUALIFIED TECHNICIAN, ACTING AS AN OJT INSTRUCTOR, AND THE TRAINEE TO
REFER TO THE PROCEDURE STEP PRIOR TO INSTALLATION OF THE JUMPER. CORRECTIVE
ACTION TAKEN INCLUDED TEST TERMINATION, JUMPER REMOVAL, RESET OF THE GROUP VI
ISOLATION, AND RESTORATION OF REACTOR BUILDING VENTILATION TO NORMAL. THE
PROCEDURE WAS REVIEWED AND DETERMINED TO BE SATISFACTORY FROM A CONTENT AND HUMAN
FACTORS STANDPOINT. BOTH THE QUALIFIED I&C TECHNICIAN AND THE TRAINEE WERE
COUNSELED. FURTHER CORRECTIVE ACTION 10 BE TAKEN INCLUDES INCORPOYATION OF THIS
EVENT IN INDUSTRY EVENTS TRAINING FOR I&C TECHNICIANS.

[ 48] CRYSTAL RIVER 3 DOCKET 50-302 LER 89-022 REV 01
UPDATE ON UNKNOWN CAUSE LEADS TO ERRONEOUS INDICATION OF LOSS OF MAIN FEEDWATER
PUMPS AND RESULTS IN MANUAL ENGINEERED SAFETY FEATURE ACTUATION.

EVENT DATE: 061489 REPORT DATE: 012191 N§SS: BW TYPE: PWR

(NSIC 220873) ON JUNE 164, 1989, CRYSTAL RIVER UNIT 3 WAS IN MODE 3 (HOT STANDBY)
NEARING THE END OF A MAINTENANCE OUTAGE. ONE MAIN FEEDWATER PUMP (MFWP) WAS
SUPPLYING FEEDWATER TO THE ONCE THROUGH STEAM GENERATORS (OTSG'S) WITH THE OTHER
MFWP IN STANDBY (LATCHED). A REFUELING INTERVAL ENGINEERED SAFEGUARDS (ES)
ACTUATION SURVEILLANCE WAS IN PROGRESS., AT 1910, DURING THE ES SURVEILLANCE, A
CONTROL BOARD OPERATOR OBSERVED INDICATIONS THAT BOTH MFWP'S WAD TRIPPED. IN
ACCORDANCE WITH PLANT PROCEDURES, HE MANUALLY ACTUATED EMERGENCY FEEDWATER AND
COMPLIED WITH THOSE PLANT PROCEDURES. SHORTLY THEREAFTER IT WAS NOTED THAT THE
MFWP'S HAD NOT ACTUALLY TRIPPED. THE STATUS OF THE MAIN FEEDWATER PUMPS WAS
DETERMINED TO BE NORMAL AND EFW WAS RETURNED TO NORMAL STANDBY STATUS IN
ACCORDANCE WITH PLANT PROCEDURES. THIS EVENT WAS A MANUAL OPERATOR RESPONSE T0 AN
INDICATED LOSS OF BOTH MFWP'S. THE LOSS OF INDICATION WAS CAUSED BY AN
INTERRUPTION OF POWER TO THE SUPERVISORY CIRCUIT. THIS IS8 AN EXPECTED RESULT OF
THE SURVEILLANCE TEST, BUT WAS NOT INCLUDED AS A NOTE OR CAUTION IN THE
PROCEDURE. TKE CAUTIONARY NOTE WAS BEEN ADDED. FURTHER INVESTIGATION WILL BE
CONDUCTED TO DETERMINE THE CAUSE AND APPROPRIATE CORRECTIVE ACTIONS WILL BE
?Egg&g:igu?¥0 IMPLEMENTED FOR THE REMAINING ANOMALOUS RESPONSE IN THE FEEDWATER

[ &49] CRYSTAL RIVER 3 DOCKET 50-302 LER %0-019

AN INCORRECT MOTOR INSTALLED ON A VALVE OPERATOR RESULTS IN A CONDITION OUTSIDE
THE DESIGN BASIS.

EVENT DATE: 121490 REPORT DATE: 011391 NSSS: BW TYPE: PWR

(NSIC 220811) ON DECEMBER 14, 1990, CRYSTAL RIVLA UNIT 3 WAS IN MODE 5 (COLD
SHUTDOWN) FOR REQUIRED MAINTENANCE. DURING THIS OUTAGE, THE PRESSURIZER SPRAY
CONTROL VALVE (RCV-14), A NON SAFETY-RELATED, NON ENVIRONMENTALLY QUALIFIED (EA)
VALVE, WAS BEING REPACKED. IN ORDER TO ACCOMPLISM THIS TASK, THE VALVE MOTOR
OPERATOR WAS REMOVED. WHILE IT WAS REMOVED FROM THE VALVE, THE MOTOR WAS BEING
REPLACE. IN THE COURSE OF REPLACEMENT, IT WAS DISCOVERED THAT THE INSTALLED
MOTOR WAS NOT AS ORIGINALLY SPECIFIED FOR THIS VALVE. THE CAUSE OF THIS EVENT IS
NOT SPECIFICALLY KNOWN. A REVIEW OF PLANT RECORDS REVEALED NO DOCUMENT THAT
AUTHORIZED THE CHANGE. AN ENGINEERING CALCULATION WAS PERFORMED AND IT SHOWED
THAT THE INSTALLED MOTOR WAS ACCEPTABLE. A PLANT MODIFICATION RECORD WAS
GENERATED TO CHANGE THE DESIGN DOCUMENTS. THIS DEFICIENCY IS REPORTABLE UNDER 10
CFR 50.73 (A)(2)(II)(B). SEVERAL OTHER VALVES IN SIMILAR SERVICE IN THE PLANT
WILL BE VISUALLY EXAMINED TO CONFIRM THAT THIS IS AN ISOLATED EVENT.

[ 501 CRYSTAL RIVER 3 DOCKET 50-302 LER 90-020

LOSS OF AUXILIARY BUILDING VENTILATION CAUSED BY JARRING OF THE THERMAL SWITCH
DURING SCAFFOLD ERECTION LEADS TO CONDITION PROWIBITED BY TECHNICAL
SPECIFICATIONS.

EVENT DATE: 1227%0 REPORT DATE: 012391 NSSS: BW TYPE: PWR

(NSIC 220721) ON DECEMBER 27, 1990, CRYSTAL RIVER UNIT 3 WAS IN MODE 1 (POWER
OPERATIONS) AT 100X RATED THERMAL POWER. AT 1317 WOURS, ALL AUXILIARY BUILDING
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VENTILATION WAS LOST WHEN THE OPERATING EXMAUST FANS TRIPPED AND THE REDUNDANT
FANS WOULD NOT START. THE CAUSE WAS DETERMINED TO BE THE ACTUATION OF A
TEMPERATURE SWITCH [VL,TS) IN THE EXHAUST DUCT, THE SWITCH IS5 INTENDED TO DETECT
A FIRE IN THF CHARCOAL AND WIGH EFFICIENCY PARTICULATE (MEPA) FILTER [VL,FLT)
UNITS. IF AN ELEVATED TEMPERATURE 1S DETECTED, THE SWITCH TRIPS ALL OF THE
AUXILIARY BUILDING FANS [VL,FAN) IN BOTH TRAINS. THE SWITCH WAS ACTUATED EY A
MECHANICAL SHOCK, WHICH OCCURRED WHEN IT WAS INADVERTENTLY JARRED DURING THE
ERECTION OF SCAFFOLDING. THE SCAFFOLD WAS BEING ERECTED T( CHANGE LICHT BULES IN
THE AREA. THE SCAFFOLD ERECTION CREW WAS APPRISED OF THE SENSITIVITY OF THE
SWITCH AND TOLD TO REPOSITION THE SCAFFOLD. THE SWITCH WAS RESET, THE FANS
RESTARTED, AND THE VENTILATION SYSTEM RESTORED TO NORMAL AT 1344. THERE WERE NO
EQUIPMENT FAILURES DURING THIS EVENT AND ALL SYSTEMS PERFORMED AS THEY WERE
DESIGNED. FOR THIS REASON, THE EVENT HAD NO SAFETY CONSEQUENCES, THERE WAS NO
RELEASE IN PROGRESS AT THE TIME OF THE EVENT. THIS IS AN ISOLATED EVENT AS THERE
ag:l:gTSSEVIOUS SIMILAR EVENTS AND NO OTHER CORRECTIVE ACTION IS PLANNED OR

[ 51) DAVIS-BESSE 1 DOCKET 50-346 LER 90~015
FIRE PANEL C4720C SIX MONTH SURVEILLANCE TEST EXCEEDED LATE DATE.
EVENT DATE: 121290 REPORT DATE: 011191 NSSS: BW TYPE: PWR

(NSIC 220710) ON DECEMBER 12, 1990, AT 0700 HOURS, THE SHIFT SUPERVISOR
RECOGNIZED THAT AT 0005 HOURS THE LATE DATE FOR TECHNICAL SPECIFICATION
SURVEILLANCE REQUIREMENT (SR) &.3.3.8.2 MAD BEEN EXCEEDED FOR LOCAL FIRE PANEL
C4720C. THIS PANEL MONITORS THE CONTAINMENT FIRE DETECTION ZONES. THE SR DONE
BY DB-MI-03806 IS A CHECK OF THE SUPERVISED CIRCUITS. THE TEST WAS RUN IN
SEPTEMBER, BUT A DEFICIENCY (WHICH WAS EVALUATED AS NOT AFFECTING OPERABILITY)
PREVENTED THE TEST FROM BEING SIGNED OFF AS COMPLETE. THE FAILURE TO RESOLVE THE
DEFICIENCY BY THE TEST SPONSOR AND THE DESIGNATED REVIEWER CAUSED THE TEST 70
EXCEED ITS LATE DATE. OVERSIGNT BY THE SHIFT SUPERVISOR IN NOT DECLARING THE
PANEL INOPERABLE BEFORE THE LATE DATE WAS EXCEEDED CAUSED THIS INCIDENT ' &E
REPORTABLE. THE MISSED SURVEILLANCE REQUIREMENT 1S REPORTABLE AS AN LER LNDER
10CFRS0.73(AY(2)(I)(B) AS A CONDITION PROMIBITED BY THE TECHNICAL SPECIFICATIONS.
DB-MI~03806 WAS COMPLETED AND THE ACTION STATEMENT EXCITED AT 2142 HOURS &
DECEMBER 12, 1990. THE INCIDENT WTLL BE REVIEWED WITH ALL SHIFT SUPERVISORS AS
WELL AS THOSE PERSONNE!, WHO MAVE RESPONSIBILITIES FOR PERFORMING TECHNICAL
SPECIFICATION SURVEILLANCE REQUIREMENTS AND THOSE WHO HELP RESOLVE DEFICIENCIES.

{ 52) DAVIS-BESSE 1 DOCKET 50-346 LER 90-016
REACTOR TRIP DUE TO GROUP ROD DROP.
EVENT DATE: 121390 REPORT DATE: 011491 NSSS: BW TYPE: PWR

(NSIC 220711) ON DECEMBER 13, 1990 AT 0844 HOURS, THE PLANT EXPERIENCED A REACTOR
COOLANT SYSTEM (RCS) LOW PRESSURE TRIP. A FUNCTIONAL TEST OF THE REACTOR
PROTECTION SYSTEM (RPS) CHANNEL 1 REACTOR TRIP MODULE LOGIC AND REACTOR TRIP
BREAKER B WAS IN PROGRESS WHEN THE TRIP OCCURRED. REACTOR TRIP BREAKER B HAD
BEEN PREVIOUSLY TRIPPED AS PART OF THE RPS FUNCTIONAL TEST. SEVEN OF EIGHT
CONTROL RODS IN ROD GROUP 7 DROPPED INTO THE CORE CAUSING REACTOR POWER TO
INITIALLY DECREASE TO APPROXIMATELY 48 PERCENT. RCS PRESSURE AND TEMPERATURE
DECREASED DUE TO A RESULTING MISMATCH BETWEEN REACTOR POWER AND FEEDWATER FLO™.
RPS SUBSEQUENTLY TRIPPED THE REACTOR ON LOW RCS PRESSURE. PLANT RESPONSE TO iHE
REACTOR TRIP WAS NORMAL WITH KEY PARAMETERS REMAINING IN THE NORMAL POST-TRIP
BAND. THE APPARENT CAUSE OF THE GROUP ROD DROP WAS A DEGRADATION IN THE "A" SIDE
POWER TRAIN OF THE CONTROL ROD DRIVE (CRD) SYSTEM SUCH THAYT WITH THE “"B" SIDE
REACTOR TRIP BREAKER OPEN, THE CURRENT SUPPLIED TO THE CRD MOTOR STATORS WAS NOT
SUFFICIENT TO SUPPORT MOTION OF THE GROUP 7 CONTROL RODS. AN ACTION PLAN WAS
DEVELOPED TO IDENTIFY THE SPECIFIC CAUSE. ACTION PLAN IMPLEMENTATION IS
CURRENTLY IN PROGRESS. IMMEDIATE NOTIFICATION WAS MADE PER 10CFR50.72(Bi(2)(ID)
ON DECEMBER 13, 1990, AT 0944 HOURS. THE REACTOR TRIP IS BEING REPORTED PURSUANT
TO THE REQUIREMENTS OF 10CFR50.73(A)(2)(IV). A REVISION TO THIS LER WILL BE
SUBMITTED WHEN THE ROOT CAUSE IS DETERMINED.
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CHEMISTRY AND RADIATION PROTECTION (CARP) TECHNICIANS. CORRECTIVE ACTIONS TO
PREVENT RECURRENCE INCLUDE COUNSELING THE TECHNICIANS INVOLVED AND TAILBOARD
BRIEFING OF ALL CARP TECHNICIANS REGARDING "HIS EVENT,

[ 26) DIABLO CANYON 1 DOCKET 50-275 LER 90-015 REV 01
UPDATE ON ESF ACTUATION, P~14 (MIGK-MIGH STEAM GENERATOR LEVEL), CUVE TO FEEDWATER
VALVE LEAKAGE.

EVENT DATE: 120890 REPORT DATE: 012591 NSSS: HE TYPE: PWR

(NSIC 220840) ON DECEMBER 8, 1990, AT 0031 HOURS PST, WITH UNIT 1 IN MODE 2
(STARTUP) AT APPROXIMATELY 2 PERCENT REACTOR POWER, STEAM GENERATOR (SG) 1-3
LEVEL EXCEEDED THE 67 PERCENT NARROW RANGE LEVEL SETPOINT INITIATING A P-14
SISNAL, AN ENGINEERED SAFETY FEATURE (ESF) ACTUATION. THE ROOT CAUSE OF THE
EVENT IS LEAKAGE THROUGK FEEDWATER REGULATING AND BYPASS VALVES FW=-1-FCV-530 AND
FW-1-FCV-1530. LEAKAGE PAST FEEDWATER CHECK VALVE FW-1-531 AND FEEDWATER
RECIRCULATION CONTROL VALVE FW-1~FCV-420 CONTRIBUTED TO THIS EVENT. OTHER
CONTRIBUTING CAUSES INCLUDED PLANT MANAGEMENT'S FAILURE TO RECOGNIZE THE
CONSEQUENCES OF THE COMBINED LEAKAGE OF THE FEEDWATER CHECK AND REGULATING
VALVES, AND TO PROVIDE DIRECTION FOR EITMER A TIMELY REPAIR OF THE FEEDWATER
VALVES OR AN ADEQUATE STRATEGY FOR OPERATCRS TO ENABLE THEM TO STARTUP THE UNIT
WITH LEAKING FEEDWATER VALVES. OPERATING PROCEDURE OP L-3 WAS REVISED TO INCLUDE
STEPS TO CHECK FOR MAIN FEEDWATER REGULATING AND BYPASS VALVE LEAKAGE DURING
STARTUP, AND TO PROVIDE GUIDANCE FOR TAKING ACTION TO DEAL WITH ANY LEAKAGE
IDENTIFIED. OP L-3 WAS ALSO REVISED TO REQUIRE ISOLATING FW-1-FCV-420 WHEN IT IS
NOT IN SERVICE. FW-1-FCV-420 WAS ISOLATED AND WILL BE REPAIRED DURING THE NEXT
REFUELING OUTAGE. CORRECTIVE MAINTENANCE WAS PERFORMED ON FW~-1-FCV-530,
FW-1~FCV-1530, AND FW-1-531 DURING A UNIT 1 FORCED OUTAGE.

L 37 DIABLO CANYON 1 DOCKET 50-2758 LER 90-018
FIRE DAMPER CARDOX ACTUATION FUSIBLE LINK ASSEMBLY INCORRECTLY INSTALLED FOR
INDETERMINATE REASON.

EVENT DATE: 122190 REPORT DATE: 012191 NSSS: WE TYPE: PWR

(NSIC 220841) ON DECEMBER 12, 1990, DURING PERFORMANCE OF SURVEILLANCE TEST
PROCEDURE (STP) M-39B, “NOUTINE SURVEILLANCE TEST OF CABLE SPREADING ROOM CARBON
DIOXIDE FIRE SYSTEM OPERATION,"™ UNIT 1 CABLE SPREADING ROOM VENTILATION SYSTEM
SUPPLY FIRE DAMPER VAC-1-FD-220 WAS OBSERVED TO BE OPEN AFTER FRESSURIZATION OF
THE CO2 MEADER, CONTRARY TO THE INTENDED CLOSED POSITION. THE FAILURE OF THE
FIRE DAMPER TO CLOSE WAS DUE TO INCORRECT INSTALLATION OF THE CARDOX SYSTEM
ACTUATION ROD AND FUSIBLE LINK ASSEMBLY FOLLOWING THE LAST SURVEILLANCE ACTIVITY
ON THIS DAMPER ON NOVEMBER 29, 1989. THE ROOT CAUSE OF THIS EVENT WAS
INDETERMINATE BUT WAS MOST LIKELY DUE TO PERSONNEL ERROR. THIS CONDITION COULD
HAVE RESULTED IN DILUTION OF THE CO2 DISCHARGED IN THIS AREA IN THE EVENT OF A
FIRE. THE ROD AND LINK ASSEMBLY WAS REASSEMBLED TO THE CORRECT CONFIGURATION AND
SUCCESSFULLY TESTED. THE SIMILAR ASSEMELY FOR THE UNIT 2 CABLE SPREADING ROOM
DAMPER WAS INSPECTED AND FOUND ACCEPTABLE. STP M-39B WILL BE REVISED TO INCLUDE
AN ILLUSTRATION OF THE CORRECT ASSEMBLED CONFIGURATION OF THE CARDOX ACTUATION
ROD AND FUSIBLE LINK ASSEMBLY.

[ 58] DIASLO CANYON 1 DOCKET 50-275 LER 90-017
REACTOR TRIP RESULTING FROM FAILED OPEN PRESSURIZER SPRAY VALVE DUE TO INCORRECT
SCREW INSTALLATICN.

EVENT DATE: 122490 REPORT DATE: 012391 NSSS: WE TYPE: PWR

VENDOR: COPES~VULCAN, INC.

(NSIC 220915) ON 12/24-90, AT 0318 PST, WITK UNIT 1 IN MODE 1 (POWER OPERATION)
AT 88X POWER, A REACTOR TRIP AND SAFETY INJECTION OCCURRED DUE TO LOW PRESSURIZER
PRESSURE. DURING THE RECOVERY FROM THE TRIP, REACTOR COOLANT SYSTEM (RCS)
COOLDOWN EXCEEDED THE ALLOWABLE RATE OF 700F PER HOUR OF TECH SPEC 3.4.9. AN
UNUSUAL EVENT WAS DECLARED AT 0320 PST. A ONE-KOUR EMERGENCY REPORT REQUIRED BY
10 CFR 50.72(A)(1)(1) WAS MADE ON 12/24,/90, AT 0342 PST. ON 12/24/90, AN EVENT
INVESTIGATION TEAM WAS FORMED TO INVESTIGATE THE EVENT. THE CAUSE OF THE TRIP
WAS A PRESSURIZER SPR/AY VALVE THAT FAILED OPEN DUE T0 ITS FEEDBACK LINKAGE
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BECOMING DISCONNECTED. THE FEEDBACK LINKAGE BECAME DISCONNECTED BECAUSE A
LOCKING DEVICE WAS NOT INSTALLED ON THE SCREW HOLDING THE LINKACE T0O THE VALVE
STEM. THE FAILURE UF THE PILOT STEM OF A CONDENSER STEAM DUMP VALVE CONTRIBUTED
T0 THE OVERCOOLING OF THE RCS. THE ROOT CAUSE FOR THE PILOT VALVE FAILURE IS
UNDER INVESTIGATION AND WILL BE REPORTED IN A SUPPLEMENTAL LER. CORRECTIVE
ACTICNS FOR THE EVENT INCLUDE REVISING MAINTENANCE PROCEDURE I-2.25-1 10 ADDRESS
THE USE OF APPROPRIATE LOCKING DEVICES ON FEEDBACK LINKAGES, REVISING ABNORMAL
OPER/TING PROCEDURE AP-13 FOR DEALING WITH FAILED OPEN PRESSURIZER SPRAY VALVES,
REVISING EMERUENCY PROCEDURE E-0 ON CLOSING THE MAIN STEAM ISOLATION VALVES,
REVISING DESICN DRAWINGS, AND SENDING A LETTER TO THE VENDOR.

{ 59] CIABLO CANYON 1 DOCKET 50-275§ LER 90-019
ACTUATION OF CONTAINMENT VENTILATION ISOLATION DUE TO PERSONNEL ERROR.
EVEN™ DATE: 122790 REPORT DATE: 012891 NSS§S: HE TYPE: PWR

(NSIC 220842) ON DECEMBER 27, 1990, AT 1431 PST, WITH UNIT 1 IN MODE 3 (HOT
STANDEY), A CONTAINMENT VENTILATION ISOLATION (CVI) ACTUATION OCCURRED. THIS
EVENT CONSTITUTES AN ENGINEERED SAFETY FEATURE ACTUATION. THE 4-HOUR,
NON-EMERGENCY REPORT REQUIRED BY 10 CFR 56.72 (B)(2)(I1) WAS MADE T0 THE NRC ON
DECEMBER 27, 1990, AT 1518 PST, A CONTRACT ELECTRICIAN WAS PERFORMING DESIGN
MODIFICATIONS IN AN ENERGIZED RADIATION MONITOR CABINET. AS THE ELECTRICIAN
REMOVED THE PLIERS FROM THE CABINET, THE PLIERS CAME IN CONTACT WITH THE
TERMINALS ON A FUSE BLOCK, CAUSING A VOLTAGCE TRANSIENT ON AN INVERTER. THE
TRANSIENT CAUSED ALARMS ON TWO RADIATION MONITORS SUPPLIED BY TNE INVERTER,
RESULTING IN THE CVI. THE ROOT CAUSE WAS DETERMINED TO BE PERSONNEL ERROR
(COGNITIVE) IN THAT IF THE ELECTRICIAN KAD TAPED THE TOOL IN ACCORDANCE WITH
STANDARD WORK PRACTICES FOR WORKING IN ENERGIZED CABINETS, ELECTRICAL CONTACT
WITH THE FUSE BLOCK MAY NOT HAVE OCCURRED. A CONTRIBUTARY CAUSE WAS DETERMINED
TO BE THAT A PREVIOUSLY ISSUED MAINTENANCE BULLETIN REGARDING WORK ON ENERGIZED
EQUIPMENT, WHICH RECOMMENDS TAPING TOOLS, MAD NOT BEEN REVIEWED WITH THE
ELECTRICIAN. TO PREVENT RECURRENCE OF THIS EVENT, ALL PREVIOUS MAINTENANCE
EULLETINS NOT DISTRIBUTED TO GENERAL CONSTRUCTION (GC) WILL BE DISTRIBUTED,
TAILEOARD MLETINGS WILL BE HELD WITH A11 GC CREWS TO REVIEW PREVIOUS MAINTENANCE
BULLETINS RELEVANT TO THIS EVENT.

[ 60) ORESDEN 2 DOCKET 50-237 LER 90-011
UNPLANNED AUTOMATIC START OF THE DIESEL GENERATOR DUE TO PROCEDURE DEFICIENCY.
EVENT DATE: 102790 REPORT DATE: 110590 NSSS: GE TYPE: BWR

OTHER UNITS INVOLVED: DRESDEN 3 (BWR)

(NSIC Z208E5) AT 0520 HOURS ON 10/237-90, AN UNPLANNED AUTONM.. .C START OF THE UNIT
273 DIESEL GENERATOR (DG) OCCURRED WHILE OPERATIONS DEPART!: T PTRSONNEL WERE
PREPARING TO TAKE & KV BUSSES 23 AND 23-1 OUT OF SERVICE (Ou.) T FACILITATE
GREAKER AND CUBICLE PREVENTATIVE MAINTENANCE WORK. DRESDEN UNIT ® WAS IN COLD
SHUTDOWN FOR A REFUVEL OUTAGE, WHILE UNIT 3 WAS UNDER NORMAL POWER "PERATION AT
90°. RATED CORE THERMAL POWER. THE UNIT 2/3 DG PROVIDES EMERGENCY +»~ POWER TO
EITHER Ol BOTH UNITS; THE SAFETY SIGNIFICANCE OF THIS EVENT WAS MIN.“ ( BECAUSE
THE UNIT 2 AND UNIT 3 DGS WERE OPFRABLE AND THE UNPLANNED UNIT 2/3 DG UTOSTART
HAD NO AFFECT ON ITS AVAILABILITY TO POWER EMERGENCY AC LOADS IF NEEDEu. THE
ROOT CAUSE WAS ATTRIBUTED TO PROCEDURE DEFICIENCY DUE TO INADEQUATE PROCEDURAL
GUIDANCE TC PREPARE THE 00S INSTRUCTIONS, CORRECTIVE ACTIONS WILL INCLUDE
DE'"LOPMENT OF IMPROVED PROCEDURES FOR DE-ENERGIZING 4KV BUSSES WWICH MAVE THE
POTENTIAL FOR UNFLANNED DG STARTS, CLARIFICATION OF POLICY CONCERNING TECM'I™ AL
ASSISTANCE FOR SUCH EVOLUTIONS, AND LABELING IMPROVEMENTS. A PREVIOUS EVEN.
INVOLVING AN UNPLANNED ESF ACTUATION DURING THE CURRENT UNIT 2 REFUEL OUTAGE WAS
REPORTED BY LER 90-10-/050237.

[ 611 DRESDEN 2 DOCKET 50-237 LER 90-015
INTERMEDIATE RANGE MONITOR FULL SCRAM DUE TO INDUCTIVE NOISE INPUT TC THE IRM/SRM
POWER SUPPLIES,

EVENT DATE: 1123%0 REPOPT DATE: 121890 NSSS5: GE TYPE: BER

VENDOR: GENERAL ELECTRIC CO.
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LINE DRAIN VALVE 2-220-1 HAD MINIMAL EFFECT ON PLANT OPERATION. A PREVIOUS
OCCURRENCE OF THIS TYPE AT DRESDEN STATION WAS REPORTED BY LER 90-002/0500237.

[ 67) DRESDEN 3 DOCKET 50-249 LER 91-001
DE~ENERGIZATION OF REACTOR PROTECTION SYSTEM DUE TO PROCEDURAL DEFICIENCY.
EVENT DATE: 011491 REPORT DATE: 020691 NS§SS: GE TYPE: BHWR

(NSIC 220974) AT 1246 HOURS ON 1/164/91 WITH UNIT 3 IN SHUTDOWN AT 0% RATED CORE
THERMAL POWER, DRESDEN TECHNICAL STAFF SURVEILLANCE (DTS) 500-2, FUNCTIONAL
TESTING OF REACTOR PROTECTION SYSTEM (RPS) MOTOR GENERATOR (MG) SET AND RPS
RESERVE POWER SUPPLY, WAS BEING PERFORMED. WHEN THE POWER FEED TO THE "B" RPS
WAS TRANSFERRED FRCM THE MG SET T0 UNIT 3 BUS 39-5, AN UNPLANNED REACTOR SCRAM
SIGNAL OCCURRED. DURING TME TEST A MALF SCRAM WOULD NORMALLY OCCUR WHEN THIS
STEP IS PERFORMED. HOWEVER, THE REACTOR WAS ALREADY UNDER A FULL MANUAL SCRAM,
AND BECAUSE THE SCRAM DISCHARGE VOLUME (SDV) KIGH WATER LEVEL RPS TRIPS WERE
BYPASSED. BOTH CHANNELS OF RPS PRODUCED A SCRAM SIGNAL. THE SAFETY SIGNIFICANCE
OF THIS EVENT WAS CONSIDERED MINIMAL BECAUSE THE REACTOR WAS ALREADY IN SHUTDOWN
FODE, WITH ALL CONTROL BLADES FULLY INSERTED, AND A FULL SCRAM SIGNAL WAS ALREADY
INSERTED. THE CAUSE ATTRIBUTED TO THE DE-ENERGIZATION OF BOTH RPS CHANNELS IS
PROCEDURAL DEFICIENCY. THE PROCEDURE LACKED SUFFICIENT CONSTRAINTS CONCERNING
PERFORMANCE OF THE SURVEILLANCE UNDER A PREEXISTENT SCRAM CONDITION. A REVISION
TO THE FUNCTIONAL TESTING PROCEDURE, DTS 500~2, WILL BE MADE T0 INCLUDE THE STEPS
g;cg:gsk¥ygg ADEQUATELY PERFORM THE SURVEILLANCE. THIS WAS THE FIRST OCCURRENCE

[ 68] FERMI 2 DOCKET 50~-341 LER §0-013
INADEQUATE CONTROL DURING THE PRIMARY CONTAINMENT AIR GRAB SAMPLING PROCESS.
EVENT DATE: 122890 REPORT DATE: 012891 N§SS: GE TYPE: BWR

(NSIC 220867) DURING A RECENT INDUSTRY OPERATING EXPERIENCE REVIEW, IT WAS
DETERMINED THAT FERMI 2 PRIMARY CONTAINMENT ATMOSPHERE SAMPLING PRACTICES COULD
POTENTIALLY COMPROMISE PRIMARY CONTAINMENT INTEGRITY. THE NEED FOR PROMPT
ISOLATION OF THE SAMPLING LINE IN THE EVENT OF A DESIGN BASIS ACCIDENT/LOSS OF
COOLANT ACCIDENT (DBA/LOCA) WAS NOT IDENTIFIED IN A PROCEDURE. THE ROOT CAUSE OF
THIS CONDITION WAS A LACK OF PROPER ADMINISTRATIVE CONTRCLS IN THE SAMPLING
PROCEDURE. THME TECHNICIAN COULD NAVE MANUALLY ISOLATED THE SAMPLE LINES IN &0
SECONDS WHICK IS CONSISTENT WITH THE TECH SPEC MAXIMUM ALLOWED AUTOMATIC
ISOLATION TIME OF 60 SECONDS. IF THE TECKNICIAN FAILED TO TAKE ACTION, THE
CONTROL ROOM OPERATOR COULD HAVE ISCLATED THE LINES. IMMEDIATE CORRECTIVE ACTION
WAS TAKEN TO ADD SAMPLE SUCTION AND RETURN TAPS TO THE PRIMARY CONTAINMENT
RADIATION MONITORING SKID WHICH HAS REDUNDANT AUTOMATIC CONTAINMENT ISOLATION
VALVES UPSTRFAM OF THE SAMPLE SUCTION TAPE AND DOWNSTREAM SAMPLE RETURN TAPS.
THESE VALVES WILL ISOLATE SHOULD A DBA/LOCA SIGNAL BE RECEIVED. SAMPLING
PROCEDURES HAVE BEEN REVISED TO REFLECT THE USE OF THIS MODIFIED SAMPLING SYSTEM
FOR PRIMARY CONTAINMENT ATMOSPHERE SAMPLING.

[ 69] FITZPATRICK DOCKET 50~333 LER 90-025 REV 01
UPDATE ON FIVE SERVICE WATER TO EMERGENCY SERVICE WATER SWING CHECK VALVES FAIL
TO CLOSE DURING TESTING DUE TO CORROSION AND SILT ACCUMULATION IN HINGE.

EVENT DATE: 111590 REPORT DATE: 012591 NSSS: GE TYPE: BWR

VENDOR: VELAN VALVE CORP.

(NSIC 220879) ON 11/15/90 AND 12/26/90 THE PLANT WAS OPERATING AT 100% POWER.
DURING A SCHEDULED ASME SECTION XI IN-SERVICE TEST PROGRAM SURVEILLANCE TEST,
THREE 3-INCH SWING CHECK VALVES FAILED TO CLOSE ON *1/15/90. TWO ADDITIONAL
VALVES FAILED ON 12/26-90. FOLLOWING THE INITIAL TEST{, FOUR OF THE FIVE VALVES
CLOSED WHEN TAPPED WITH A TOOL HANDLE. THE VALVES SUPPLY FSRVICE WATER (SWS)
(KG) TO NINE AREA VENTILATION UNIT ""OLERS LOCATED IN SPACES CONTAINING
SAFETY-RELATED ELECTRICAL SWITCHGEAK AND EMERGENCY CORE COOLING SYSTEM EQUIPMENT.
THE VALVES ARE INTENDED TO CLOSE UPON LOSS OF SERVICE WATER PRESSURE TO PREVENT
DIVERSION OF THE EMERGENCY SERVICE WATER (ESW) (BI) SUPPLY AWAY FROM THE COOLERS.
ON 11716790 AND 12/27/90 CARBON STEEL VALVE INTERNALS WERE REPLACED WITH
STAINLESS STEEL COMPONENTS TO AVOID CORROSION PROBLEMS WHICH CONTRIBUTED TO THE
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STICKING CONDITION. THE AS-FOUND STUCK OPEN VALVE CONDITION WOULD NOT BE
EXPECTED TO RESULT IN CONDITIONS ADVERSE TO SAFETY IN THE EVENT OF AN FSAR
:gg?ggAgfg ACCIDENT. THIS 1S A VOLUNTARY REPORT. RELATED LERS: 88-055, £8-009,

{ 70) FITZPATRICK DOCKET 50-333 LER 90-026
REACTOR SCRAM DURING REACTOR WATER LEVEL INSTRUMENT SURVEILLANCE, SECOND REACTOR
SCRAM DUE TO AIR DIAPHRAGM FAILURE IN FEED FLOW CONTROL VALVE.

EVENT DATE: 121290 REPORT DATE: 011191 NSS8S: GE TYPE: BWR

VENDOR: MASONEILAN INTERNATIONAL, INC.

(NSIC 220668) A REACTOR SCRAM FROM FULL POWER OCCURRED AT 1352 ON 12712790 DUPING
CALIBRATION OF REACTOR WATER LEVEL INSTRUMENTATION. THE INSTRUMENT BEING
CALIBRATED SHARED COMMON REFERENCE AND VARIABLE LEVEL LEGS WITH INSTRUMENTS OF
THE REACTOR PROTECTION SYSTEM (JC), THE REACTOR SCRAMMED AS THE INSTRUMENT WIGH
PRESSURE I1SILATION VALVE WAS BEING CRACKED OPEN DURING RETURN TO SERVICE. THE
SCRAM RESULTED FROM A FALSE LOW REACTOR WATER LEVEL SIGNAL. DURING THE ACTUAL
LEVEL TRANSIENT FOLLOWING THE SCRAM DIFFICULTY WAS EXPERIENCED WITH RESTARTING
THE REACTOR FEEDWATER PUMPS AND A FAILURE OF THE REACTOR FEEDWATER LOW FLOW
CONTROL VALVE OCCURRED. A SECOND SCRAM OCCURRED DUE TO AN ACTUAL LOW REACTOR
WATER LEVEL AT 1416 DUE TO FAILURE OF THE REACTOR FEEDWATER LOW FLOW CONTROL
VALVE AIR OPERATOR DIAPHRAGM. THE PLANT RETURNED TO SERVICE AT 0658 ON 12717790
AFTER BEING OFF LINE FOR 4 DAYS, 17 HOURS, AND & MINUTES. A ROOT CAUSE
INVESTIGATION OF THIS SCRAM IS IN PROGRESS AND 15 EXPECTED TO BEE COMPLETED PRIOR
TO THE END OF THE FALL 1991 REFUELING OUTAGE. UNTIL THEN, FUTURE CALIBRATIONS
WILL BE CONDUCTED DURING SCHEDULED OUTAGES. RELATED LERS: 90-001 AND 90-027.

L 71 FITZPATRICK DOCKET 50-333 LER 90~-027

REACTOR SCRAM DURING START-UP DUE TO HIGM NEUTRON FLUX DUE TO FAILED AIR OPERATOR
DIAPHRAGM ON REACTOR FEEDWATER LOW FLOW CONTROL VALVE.

EVENT DATE: 121590 REPORT DATE: 011491 NSSS: GE TYPE: EWR

VENDOR: MASONEILAN INTERNATIONAL, INC.

(NSIC 220817) A REACTOR SCRAM FROM SIX PERCENT POWER OCCURRED DURING A START-UP
ON DECEMBER 15, 1990 AT 2140. THE CAUSE WAS A FAILURE OF A FABRIC-WOVEN BUNA-N
DIAPHRAGM WHICH HAD BEEN IN SERVICE FOR 15 YEARS IN THE AIR OPERATOR FOR THE
REACTOR FEEDWATER LOW FLOW CONTROL VALVE AND AIR LEAKAGE FROM THE OPERATOR STEM
PACKING GLAND. THE FAILURE OF THE VALVE TO STROKE FULL OPEN RESULTED IN AN
INABILITY TO SUPPLY SUFFICIENT FEEDWATER FLOW TO THE REACTOR. THIS RESULTED IN
DECREASING REACTOR WATER LEVEL AND THE NECESSITY TO USE THE REACTOR FEED PUMP
(RFP) DISCHARGE VALVE TO CONTROL WATER LEVEL. AFTER SEVERAL CONTROLLED JOGS 1IN
THE OPEN DIRECTION OF THE RFP DISCHARGE VALVE, THE INCREASE IN WATER FLOW
RESULTED IN A HIGH NEUTRON FLUX SCRAM OF THE REACTOR DUE TO EXCEEDING THE 15
PERCENT POWER LIMIT WHILE THE MODE SWITCH WAS IN THE START-UP MODE POSITION.
CORRECTIVE ACY'" 'S INCLUDED REPAIRING THE REACTOR FEEOWATER LOW FLOW CONTROL
VALVE OPERATC: ° IVISING THE START-UP PROCEDURE TO VERIFY FULL STROKE CAPABILITY
OF THE VALVE, wND ADDING A CAUTION LIMITING THE ACCEPTABLE OPEN DEMAND SIGNAL FOR
THE VALVE TO 70 PERCENT. THE PLANT WAS RESTORED TO SERVICE AT 0658 ON 12717790.
RELATED LER: 90-026.

{ 72] FITZPATRICK DOCKLT 50-333 LER 90-028
PARTIAL ISOLATION OF REACTOR BUILDING VENTILATION SYSTEM DUE TO JERSONNEL ERROR
CONTRIBUTED TO BY STEP LOCATION IN PROCEDURE.

EVENT DATE: 122790 REPORT DATE: 012891 NSSS: QGE TYPE: BWR

(NSIC 220933) THE PLANT WAS OPERATING AT FULL POWER ON DECEMBER 27, 1990. TKE
REACTOR BUILDING VENTILATION EXHAUST RADIATION MONITOR (IL) WAS BEING REMOVED
FROM SERVICE AS A PREREQUISITE TO PREVENTIVE MAINTENANCE ON THE MONITOR SAMPLE
PUMP. THE TECHNICIAN TOUCHED A VOLT METER PROBE TO THE MONITOR HIGH VOLTAGE
CIRCUIT TEST CONNECTION T0 DETERMINE THE VOLTAGE IN ACCORDANCE WITH PROCEDURE.
THE MONITOR SPIKED KIGH RESULTING IN ISOLATION OF THE REACTOR BUILDING
VENTILATION SYSTEM (VA) AND PRIMARY CONTAINMENT ATMOSPHERE SAMPLING SYSTEM (BB)
AND START OF THE STANDBY GAS TREATMENT SYSTEM (BH) AT 0830. THE SYSTEMS WERE
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RESET AT 0835. THE RADIATION MONITOR AND VOLT METER WERE CHECKED AND DETERMINED
TO BE OPERATING PROPERLY. VOLTAGE SPIKES ARE NOT AN UNUSUAL OCCURRENCE WHEN
MAINTAINING RADIATION MONITOR ELECTRONICS. CORRECTIVE ACTION WILL BE TO GENERATE
A SPECIFIC PROCEDURE FOR THIS MAINTENANCE EVOLUTION. THIS PROCEDURE WILL
DESCRIBE THE POTENTIAL FOR SPURIOUS ISOLATION AS THE RADIATION MONITOR IS REMCVED
AND RETURNED TO SERVICE.

ft 73] FITZPATRICK DOCKET 50~333 LER 91-001
SPURIOUS PARTIAL ACTIVATION OF PRIMARY CONTAINMENT ISOLATION SYSTEM DUE TO
ELECTRICAL NOISE WHILE CALIBRATING ADJACENT INSTRUMENT.

EVENT DATE: 010991 REPORT DATE: 020791 NSSS: GE TYPE: BWR

(NSIC 220944) A FALSE PRIMARY CONTAINMENT HIGH RADIATION ISOLATION (JM) SI1GNAL
OCCURRED AT 1105 ON 19791 WHILE THE PLANT WAS OPERATING AT FULL POWER. THE SIX
PRIMARY CONTAINMENT ISOLATION VALVES WHICH ARE ACTIVATED BY THIS SIGNAL WERE
ALREADY IN THE CLOSED POSITION. THE TRIP WAS RESET AT 1109. REDUNDANT
INSTRUMENTATION CONFIRMED THAT RADIATION LEVELS WERE NORMAL. AN ELECTRICAL NOISE
SIGNAL WAS GENERATED WMEN CONTACTING A VOLT METER PROBE WITH THE HIGH VOLTAGE
TEST CONNECTION DURING A CALIERATION OF AN UNRELATED INSTRUMENT. THE UNRELATED
INSTRUMENT WAS PHYSICALLY LOCATED ABOUT ONE FOOT ABOVE THE ELECTRONIC DRAWER FOR
THE PRIMARY CONTAINMENT HIGH RADIATION MONITOR WHICH GENERATED THE FALSE SIGNAL.
CALIBRATION PROCEDURES FOR RADIATION MONITORING INSTRUMENTS WILL BE REVISED TO
NOTE THAT THE POSSIBILITY OF SPURIOUS TRIP STGNAL BEING TRANSMITTED TO ADJACENT
INSTRUMENTS EXISTS. DURING THE 1991 KREFUELING OUTAGE THE PANEL CONTAINING THE
RADIATION MONITORS WILL BE THOROUGHLY INSPECTED AND ANALYZED TO DETERMINE IF
IMPROVEMENTS IN NOISE SUPPRESSION ARE POSSIBLE. RELATED LER: 90-028.

[ 74) FT. CALHOUN 1 DOCKET 50-285 LER 90-022 REV 02
UPDATE ON NONFUNCTIONAL FIRE BARRIER PENETRATIONS DUE TO LACK OF DOCUMENTATION.
EVENT DATE: 090790 REPORT DATE: 020691 NSSS: CE TYPE: PWR

(NSIC 220959) ON SEPTEMBER 7. 1990, APPROXIMATELY 460 FIRE BARRIER PENETRATION
SEALS, 60 FIRE DAMPERS AND 6 FIRE DOORS ASSOCIATEDR WITH 25 FIRE AREAS WERE
DECLARED NONFUNCTIONAL DUE TO EITKER LACK OF DOCUMENTATION TO QUALIFY
NON-VERIFIABLE PENETRATION CRITICAL PARAMETERS, OR PENETRATION "AS BUILT"
CONFIGURATIONS WHICH DID NOT MATCH TYPICAL CONFIGURATIONS PREVIOUSLY QUALIFIED BY
FIRE TESTS. THESE NONFUNCTIONAL PENETRATICNS WERE DISCOVERED THROUGH A SPECIAL
DESIGN BASIS VERIFICATION WALKDOWN PROMPTED BY NRC INFORMATION NOTICE 88-04. AS
REQUIRED BY TECHNICAL SPECIFICATIONS, THE APPROPRIATE COMPENSATORY MEASURES WERE
IMPLEMENTED. ON NOVEMBER 27, 1990 AND ON JANUARY 2, 1991, ADDITIONAL BARRIER
PENETRATIONS WERE DETERMINED TO BE NONFUNCTIONAL AND THE REQUIRED COMPENSATORY
MEASURES WERE ESTABLISHED. THE COMPENSATORY MEASURES WILL REMAIN IN PLACE UNTIL
THE AFFECTED FIRE BARRIER PENETRATIONS ARE RESTORED TO FUNCTIONAL STATUS THROUGH
ENGINEERING EVALUATION, REPAIR, OR REPLACEMENT. THIS REPORT IS SUBMITTED
PURSUANT TO TECHNICAL SPECIFICATION 2.19(7) BECAUSE MOST OF THE NONFUNCTIONAL
FIRE BARRIER PENETRATIONS WERE NOT RESTORED TO FUNCTIONAL STATUS WITHIN 7 DAYS.
IT IS BEING SUBMITTED ALSO AS A VOLUNTARY LER DUE TO POTENTIAL REGULATORY AND
INDUSTRY INTEREST.

t 751 FT. CALHOUN 1 DOCKET 50-285 LER 90-028
LEAKAGE THROUGH CONTROL ELEMENT DRIVE MECHANISM HOUSING.
EVENT DATE: 121490 REPORT DATE: 011491 NSS§S: CE TYPE: PWR

VENDOR: COMBUSTION =NGINEERING, INC.

(NSIC 220703) ON DECEMBER 14, 1990, AN INVESTIGATION OF UNKNOWN REACTOR COOLANT
SYSTEM (RCS) 1LEAKAGE IDENTIFIED THE SOURCE AS INSTALLED SPARE CONTROL ELEMENT
DRIVE MECHANISM (CEDM) HOUSING NUMBER 9. SUBSEQUENT REMOVAL AND INSPECTIOHN
IDENTIFIED TWO AXIAL CRACKS IN AN INSIDE DIAMETER WELD OVERLAY REGION
APPROXIMATELY TWO FEET FROM THE BOTTOM FLANGE OF THE HOUSING. SIMILAR INSTALLED
SPARE CEDM MOUSING NUMBER 13 WAS ALSO REMOVED AND INSPECTED, REVEALING TWO
SIMILAR CRACKS IN THE WELD OVERLAY REGION. THE CAUSE OF THIS EVENT WAS LACK OF
VENTING, WHICH CREATED CONDITIONS CONDUCIVE TO TRANSGRANULAR STRESS CORROSION
CRACKING (TGSCC) IN THE SPARE KCUSINGS. THIS REPORT IS SUBMITTED VOLUNTARILY DUE
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?g POTENTIAL nnc ANL INDUITIY INTEREST. BLANK FLANGES WERE INSTALLED IN PLACE OF
CEDM HOUSINGS & AND 13, PROCEDURE CMANGE MAS BEEN IMPLEMENTED 7O ASSURE
COHPLIT: VENTING O' T™wWo OTHIR SIMILAR NOUSINGS. OTHER APFROPRIATE CEDM MOUSINGS
HAVE BEEN IXANINID WITH NO CRACKS FOUND. AN ENMANCED RCS LEAKAGE MONITORING
PROGRAM MAS BEEN IMPLEMENTED.

& 7‘1 FT. CALHOUN 1 DOCKET 50-285 LER §1~001
'ggz!;:g:¥;°:=NDON SURVEILLANCE DETERMINED NOT IN ACCORDANCE WITH TECHNICAL
EVENT DATE. 010991 REPORT DATE: 020891 H888: CE TYPE: PKR

(NSIC 220937) ON 179791, WITH THE REACTOR IN MODE 1 AT APPROXIMATELY 26% POWER,
IT WAS DETERMINED THAT PRIOR TO THE PERFORMANCE OF THE CONTAINMENT TENDON
SURVEILLANCES IN :98) AND 1985, THE TIIT PIOG!DUIIO WERE CMANGID TO REFLECT 'HE
GUIDANCE OF REVISION 3 TO REGULATORY GUIDE 1,35. TECH SPEC 3.5(7)A, WHICH
INCORPORATES THE GUIDANCE IN REVISION 1 OF REGULATORY GUIDE 1.35, IS8 MORE
IIO;I‘GT!VI RELATIVE TO DETENSIONING OF TENDONS., BY USING OGUIDANCE NOT REFLLCTED

TECH SPECS, .0!! 1“(" fl‘?l f‘l ED TD COMPLEVELY DETENSION ALL THE
REQUIRED TENDONS., THIS LATION © TECH SPEC IS REPORTABLE PURSUANT 70
10CFR 50.7 (A)(!)(l)(l). 7“ ROOT AUI! FOR THIS EVENT WAS [NADEQUATE
ADMINISTRATIVE CONTRO 0' THE TENDON SURVEILLANCE PROGRAM, WITH INAPFROFRIATE
ACTIONS BY PERSONNEL GONTlllgTINC FACTOR., CORRECTIVE ACTIONS !NCLUD:.
ENHANCEMENT OF STATION IQORNIIR!N SUPPORT, INCLUDING IMPLEMENTATION OF A
OONfAlNHlNT ?tlf!"ﬂ PROGRAM PLAN; IMPR OVlHtNTI IN THE SAFETY EVALUATION PROCESS
FOR PROCEDURE CHANGES; AND SUBMITTAL OF A PROPOSED LICENSE AMENDUENT TO
INCORPORATE APPROPRIATE REGULATORY GUIDE 1.35, REVISION 3 GUIDANCE INTO THE
TECHNICAL SPECIFICATIONS.

77 ; GINNA DOCKET 50244 LER 90~-018
DIOP ED CONTROL ROD DURING ROD CONTROL EXERCISE CAUSES AUTOMATIC ACTUATION OF
RADIATION PROTECTION SYSTEM.

EVENT DATE: 122090  KEPORT DATE: 012191 NSSS: WE TYPE: PWR
VENDUR: WESTINGHUUSE ELECTRIC CORP,

(nsxc ISOIOI) ON chlﬂltl 20, 1990 AT 1321 IST, WITH THE REACTOR AT APPROXIMATELY
22% FULL POWER, A TURBINE RUNBACK JCCURRED DUE TO A DnOPPED CONTROL ROD. THWE
CONTROL ROOM OPERATORS PERFORMED THE APPROPRIATE ACTIONS OF ABNORMAL PROCEDURES
AP-TURB.2 \AUTOMATIC TURBINE RUNBACK) AND AP-RCC.2 (RCC/RPI MALFUNCTION) 10
I!Allt!l THE PLANT., THE CONTROL ROOM OPERATORS MANUALLY TRIPPED THE TURBINE T0
PREVENT REVERSE POWFR TO THE GENERATOR. SUBSEQUENTLY THE REACTOR WAS TAKEN
SUBCRITICAL TO ACCOMAODATE ANTICIPATED CORRECTIVE MAINTENANCE ACTIVITIES. THE
MAIN STEAM ISOLATION VALVES WERE THEN CLOSED TO LIMIT A PLANT COOLDOWN, THE
UNDERLYING CAUSE OF THE EVENT WAS ATTRIBUTED TO DEGRADED POWER BRIDGE THYRISIOR
SUPPRESSION FILTER CAPACITORS IN THE CIRCUIT SUPPLYING POWER TO THE STATIONARY,
MOVABLE AND LIFT COILS OF THE AFFECTED CONTROL ROD, CORRECTIVE ACTION WAS TO
:;;ksggbfggonlﬂllﬂlo CAPACITORS IN THE POWER CABINET SUPPLYING FCWER TO THE

{ DOCKET 50-244 LER 90-019

0~ L LIVKL !N "A" STEAM GENERATOR, DURING PLANT STARTUP, DUE TO MAIN FEEDWATER
UMP TRIP, CAUSES A REACTOR TRIP.

IV!NT DATE: 122190  REPORT DATE: 012191 NSSS: WE TYPE: PWR

(NSIC 220963) ON DECEMBRR 21, 1990 AT 1237 EST, WITH THE REACTOR AT AFPROXIMATELY
16% FULL POWER, A REACTOR TRIP OCCURRED DUE T0 LO LO LEVEL (<« OR * 17%) IN THE
A" STEAM GENERATOR., THE CONTROL ROOM OPERATORS IMIEDIATELY PIRFORMED THE
APPROPRIATE ACTIONS OF E~0 (REACTOR TRIP OR SAFETY INJECTION) AND ES-0.1 (REACTOR
TRIP RESPONSE). BOTH MAIN STEAM ISOLATION VALVES WERE SUBSEQUENTLY CLO&ED T0
LIMIT AN RCS COOLDOWN AND THE PLANT WAS STABILIZED IN HOT SHUTDOWN, THE
NTERMEDIATE CAUSE CF THE EVENT WAS THE "“A™ MAIN FIIDWATII PUMP TRIPPING DUE TO
EED PUMP SEAL WATER LOW DIFFERENTIAL PRESSURE CAUSED BY A CONDENSATE LOW WEADER
PRESSURE TRANSIENT, THE UNDERLYINGC CAUSE OF THE EVENT WAS A DEFICIENCY IN THE
OPERATING PHILOSOPHY FOR THE PROPER NUMEER OF CONDENSATE PUMPS RUNNING DURING LOW






CORRECTIVE ACTIONS INCLUDE PROVIDING THE CORRECT INTERPRETATION OF THE
REQUIREMENTS TO CHEMISTRY PERSONNEL, ISSUING A TECHNICAL SPECIFICATIONS
CLARIFICATIONS AND REVIEWING CHEMISTRY PROCEDURES.

[ 82) HATCH 2 POCKET 50-366 LER B9-007 REV 01
g:agg=°0N IA?ITY RELIEF VALVES EXPERIENCE SETPOINT DRIFY DUE TO CORROSION INDUCED
EVENT DATE: 092689 wEPORT DATF: 020791 NSSS: GE TYPE: BWR

VENDOR: TARCET ROCK CORP.

(NSIC 220951) REVISION 1 TO THIS LER PROVIDES UPDATED INFORMATION REGARDING THE
CURRENT INDUSTRY UNDERSTANDING OF THE ROOT CAUSE OF TME SETPOINT DRIFT EXHIBITED
BY SOME OF THE PRESSURE VESSEL SAFETY RELIEF VALVES (SRVS) AND SUMMARIZES THE
CURRENT BOILING WATER REACTOR OWNERS' GROUP (BWROG) ACTIVITIES TO REDUCE SETPOINT
l!'?. ON ¥/26/89, AT APPROXIMATELY 1800 EDT, UNIT 2 WAS IN THE REFUEL MODE AT
N APPROXIMATE POWER LEVEL OF 0 MWT (APPROX. 0% OF RATED TMERMAL POWER). AT THAT

TIME PLANT ENCINEERING PIIIONNIL RECEIVED WRITTEN NOTIFICATION OF THE RESULTS OF
OFF-SITE TESTING OF THE SRVS. OF THE ELEVEN SRVS, FOUR MAD EXHIBITED DRIFT IN
THE MECHANICAL LIFT SETPOINTS IN EXCESS OF THE +/- 3% TOLERANCE SPECIFIED BY
IN-SERVICE TESTING (IST) REQUIREMENTS. THIS VOLUNTARY REPORT IS BEINO SUBMITTED
DUE TO THE POTENTIAL INDUSTRY INTEREST IN THIS EVENT IN VIEW OF THE REFERENCED
BWROG ACTIVITIES., THE EXPERIENCED SETPOINT DRIFT WAS WELL WITHIN THE ANALYTICAL
LIMITS EXISTING FOR REACTOR VESSEL OVER-PRESSURE PROTECTION. THE ROOT CAUSE OF
THE EVENT 18 CORROSION-INDUCED BONDING OF THE SURFACE BETWEEN THE PILOT VALVE
DISC AND SEAT. THE EXPERIENCED SETP?OINT DRIFT IN THIS EVENT IS8 CONSISTENT WITH
CURRENT INDUSTRY DATA DEMONSTRATIIWG THAT POTH PH13-8M0 DISCS AND STELLITE DISCS
g:;pggs#‘gggg%L' FORM CORROSION BONDS WITH THE STELLITE SEAT RESULTING IN

s HATCH 2 DOCKET 50-366 LER 90-013
FFGAS RADIATION MONITORS INOPERABLE DUE TO INCORRECT VALVE LINEUP.
EVENT DATE: 122090 REPORT DATE: 011891 NSSS: GE TYPE: BWR

(NSIC 220823) ON 12/20/90, AT APPKUX. 0950 CST, UNIT 2 WAS IN THE RUN MODE AT
APPROX, 26436 CMWT (APPROX. 1950 RATED THMERMAL POWER). WHILE PREPARING TO OBTAIN
AN OFFGAS SAMPLE, A NONLICENSED CHEMISTRY TECHNICIAN DISCOVERED 3 VALVES
MISALIGNED IN THE OFFGAS POST-TREATMENT RADIATION MONITORING SYSTEM. BECAUSE OF
THE VALVE MISALIGNMENT, OFFGAS POST-TREATMENT RADIATION MONITORS 2011-K615A AND B
WERE NO LONGER MONITORING OFF GAS SYSTEM EFFLUENT AND WERE, THEREFORE,
INOPERABLE. UNIT 2 TECH SPECS SECTION 3.3.6.1 REQUIRES THE MONITORS TO BE
OPERABLE IN THE RUN MOULE. THE TECHNICIAN, iN OBTAINING THE SAMPLE PER PROCEDURE
E4CH~SAM-001-08, "OFFCAS SAMPLING," IMMEDIATELY CONFIGURED THE SYSTEM SUCH THAT
OFFGAS SAMPLE FLOW WAS RESTORED TO THE MONITORS. AT THIS TIME, THE MONITORS WERE
OPERABLE AND THE PLANT WAS IN COMPLIANCE WITH THE TECH SPECS. A UEFICIENCY WAS
INITIATED AND THE SHIFT SUPERVISOR WAS NOTIFIED OF THE AS-FOUND VALVE
MISALIGNMENT. IT IS NOTED THAT OFFOAS POST-TREATMENT ACTIVITY REMAINED WELL
BELOW TECH SPECS LIMITS DURING THE EVENT. THE CAUSE OF THE EVENT IS
INCONCLUSIVE. HOWEVER, THE MOST LIKELY CAUSE WAS COGNITIVE PERSONNEL ERROR IN
THAT NONLICENSED PERSONNEL FAILED TO RESTORE THE VALVE LINEUP DURING PRIOR
SAMPLING. A CONTRIBUTING FACTOR TO THE EVENT WAS A LESS THAN OPTIMAL SAMPLING
PROCEDURE IN THAT IT DID NOT REQUIRE APPROPRIATE DOCUMENTATION AND VERIFICATION
OF AS-LEFT VALVE POSITIONS.

E 84) HOPE CREEK 1 DOCKET $50~384 LER 90~012
REPLANNED ENTRY INTO TECHNICAL SPECIFICATION 3.0.3 TO REPLACE SUSPECT ROSEMOUNT
TRANSHITTER IN ACCORDANCE WITH NRC BULLETIN 90~ 01.

EVENT DATE: 08Y190 REPORT DATE: 091260 NSSS: GE TYPE: BHWR

VENDOR: ROSEMOUNT ENGINEERING COMPANY

(NSIC 220907 ON l/11/'0 AT 0905, MOPE CREEK MADE A PREPLANNED VOLUNTARY ENTRY
INTO TECH SPEC 3.0.3 TO REPLACE A SUSPECT ROSEMOUNT MODEL 1153 LEVEL TIANSH!TTIR
PER PSEAG'S RESPONSE TO NRC BULLETIN 90-01. PRIOR TO ENTRY INTO TECH SPEC 3.0.3,
AN ENGINEERING REVIEW WAS CONDUCTED TO DETERMINE THE MOST FEASIBLE METHOD oF



l

30

AFFECTING REPLACEMENT OF THE SUBJECT TRANSMITTER, THE METHOD CHOSEN REQUIRELED
VALVING OUT A VESSEL LEVEL REFERENCE LEG DURING REPLACEMENT OF THE TRANSMITTER.
THIS METHOD ISOLATED TRANSMITTERS AFFECTING VESSEL LEVEL INPUTS TO CHANNEL "B"
REACTOR PROTECTION SYSTEM AND ENGINEERED SAFETY FEATURES (ESF) SYSTEMS, CHANNEL
"0" AUTOMATIC DEPRESSURIZATION SYSTEM, "B"™ LOOP OF THE CORE SPRAY SYSTEM, AND "p*
LOOP OF THE LOW PRESSURE COOLANT INJECTION SYSTEM. PRIOR TO VALVING OUT THE
REFERENCE LEG FOR REPLACEMENT OF THE SUBJECT TRANSMITTER., ALL TRANSMITYERS ON THE
REFERENCE LEG WERE PLACED IN A "TEST® CONDITION. THE ENTRY INTO 3.0.3 WAS
REQUIRED BECAUSE INSTRUMENTS FOR THE ABOVED DESCRIBED ECCS SYSTEM CMANNELS/LOOPS
WERE CONCURRENTLY INOPERABLE. IT SHOULD BE NOTED THAT ALTERNATE CMANNELS-LOOPS
WERE AVAILABDLE FOR THE AEOVE SYSTEMS, TECH SPEC 3.0.3 WAS EXITED AT 0942 WHEN
THE INSTRUMENT RACK WAS RETURNECD TO SERVICE.

[ 85) KOFE CREEK 1 DOCKET 50-354 LER 90-013
VIOLATION OF TECHNICAL SPECIFICATION 4.0.5 DUE TO INADEQUATE REVIEW OF WORKORDER
SCOPE BY SRO LICENSED SUPERVISORY PERSONNEL,

EVENT DATE: 081390 REPORT DATE: 091290 NS§S: GE TYPE: BWR

(NSIC 220908) ON B/13/90 AT 1045, THE STATION INSERVICE TEST ENCINEER ADVISED THE
WORK CONTROL CENTER NUCLEAR SHIFT SUPERVISOR (NSS, SRO LICENSED) THAT A
RE-BASELINE TEST, AS REQUIRED BY ASME SECTION XI, MAD NOT BEEN PERFORMED ON THE
"E"™ SERVICE WATER SYSTEM SPRAY WASH PUNP FOLLOWING CORRECTIVE MAINTENANCE IN
JULY, 1990, THIS CIRCUMSTANCE WAS DETERMINED TO BE A VIOLATION OF THE
REQUIREMENTS OF TECM SPEC 4.0.5, AS SUCH, THE SUBJECT PUMP WAS DECLARED
ANOPERABLE. AT THE DIRECTION OF THE NSS, RE-BASELINE TEST OF THE PUMP WAS
IMHEDIATELY COMPLETED., FOLLOWUFP INVESTIGATION DETERMINED THE ROOT CAUSE OF THIS
EVENT TO BE AN INADEQUATE SUPERVISORY REVIEW OF THE JULY, 1990 CORRECTIVE
MAINTENANCE WORKORDER, TME NSS WHO WAS KESPOUNSIBLE FOR CLOSING OUT THE WORKORDER
INCORRECTLY DELETED THE REQUIREMENT FOR A RE~BASELINE RUN OF THWE PUMP AS PART OF
THE RETEST FOLLOWING WORK COMPLETION BECAUSE, WHEN REVIEWING THE WORKORDER, ME
DID NOT RECOGNIZE THAT THE PUMP MAD BEEN DISASSEMBLED DURING MAINTENANCE.
CORRECTIVE ACTIONS NICLUDED COUNSELLING FOR THE NSS§, AND IMMEDIATELY COMPLETING
THE REQUIRED TESTING.

[ 86) KOPE CREEK 1 DOCKET 50-354 LER 90-025 REV 01

UPDATE ON RECIRCULATION SYSTEM INSTRUMENT LINE CRACK IN WELDED JOINT DUE 710

VIBAATION INDUCED FATIGUE AND A NONSYMMETRICALLY J™STALLED PIPE.

EVENT DATE: 110490  REPORT DATE: 011691 NSSS§. LE TYPE: BWR |

(NSIC 220989) ON 11/64/90 AT 1515, WITH THE REACTOR IN OPERATIONAL CONDITION 3
(HOT SHUTDOWN), AKD WHILE CONDUCTING AN INVESTICATION TO DETERMINE TKE SOURCE OF
UNIDENTIFIED DRYWELL LEAKAGE, A LEAK WAS DISCOVERED AT A WELD ON A REACTOR
RECIRCULATION INSTRUMENT LINE. SUBSEQUENT TO THE DISCOVERY OF THE LEAK, THE
SUBJECT INSTRUMENT LINE WAS CUT OUT AND REPLACED WITHM A NEW SECTION OF PIFING.
THE FAILED LINE WAS FORWARDED TO AN INDEPENDENT LABORATORY FOR FAILURE ANALYSIS
OF THE JOINT WELD. ANALYSIS RESULTS MAVE BEEN RECEIVED WNICH INDICATE THAT THE
ROOT CAUSE OF THE LEAKING WELD WAS VIBRATION INDUCED FATIGUE. STRESS
CONCENTRATION AT THE WELDC ROOT COUPLED WITH A NONSYMMETRICALLY POSITIONED PIPE
CONTRIBUTED TO THE INITIATION OF THE CRACK. OTHER SIMILAR PIPING AND CONNECTIONS
IN THE REACTOR RECIRCULATION SYSTEM WERE VISUALLY INSPECTED AND A SAMPLING OF
SIMILAR WELDS )L RE NON-DESTRUCTIVELY EXAMINED TO ENSURE PRESSURE BOUNDARY
INTEGRITY. NO FURTHER PROBLEMS WERE NOTED., ONE DESIGN CHANGE WAS IMPLEMENTED T0O
INSTALL INSTRUMENTATION TO MONITOR VIBRATION LEVELS OF THE REACTOR RECIRCULATION
INSTRUMENT LINES AND ANOTHER DESIGN CHANGE WAS IMPLEMENTED TO REDUCE THE
POTENTIAL FOR FATIGUE INDUCED FAILURE DUE TO VIBRATION JY ADDING PIPE SUPPORTS
AND MODIFYING SOME EXISTING SUPPORTS. THIS EVENT WILL BE DISCUSSED WITM THE
AFPROPRIATE PERSONNEL.

{ 87) HOPE CREEK 1 DOCKET 50-354 LER %0-023
ENGINEERED SAFETY FEATURES ACTUATION DUE TO TRIPPING OF REACTOR PROTECTION SYSTEM
CHANNEL "A" ELECTRICAL PROTECTION ASSENMBLY DUE TO EQUIPMENT MALFUNCTION.

EVENT DATE: 121990 REPORT DATE: 011691 NS§S8S: GE TYPE: BWR

VENDOR: GENERAL ELECTRIC CO.
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(NSIC 220949) ON JANUARY 11, 1991 AT 0128, AN ACTUATION OF THE CHANRNEL *“b*
PRIMARY CONTAINMENT ISOLATION SYSTEM (PCIS) OCCURRED DURIKG THE PERFORMANCE OF A
MONTHLY FUNCTIONAL TEST OF CHANNEL "B" EMERGENCY CORE COOLING SYSTEM (ECCS)
REACTON VESSEL LEVEL INSTRUMENTATION. FOLLOW-UP INVESTIGATION DETERMINED TMAT A
CMANNEL "B® PCIS ACTUATION SIGNAL WAS INPUT DURING THE SURVEILLANCE AT THE SAME
TIME THAT A SEALED IN ISOLATION FROM THE NUCLEAR STEAM SUPPLY SHNUTOFF SYSTEM
(NS4 EXISTED DUE TO A PREVIOUS RPS BUR rRANgr R FROM ALTERNATE TO NORMAL POWER.
THE CONCURRENT EXISTENCE OF BOTH SIONALS SATISFIED THE CHMANNEL *B* PCIS LOGIC,
AND THE REGUIRED SYSTEM ACTUATIONS OCCURRED. 11T WAS DETERMINED THAT THE
PREREQUISITES OF THE ECCS FUNCTIONAL TEST PROCEDURE DID NOT REQUIRE RESETTING OF
POTENTIALLY SEALED IN ISOLATION SIGNALS FROM THE NSG P 13! T0 INITIATING A PCIS
SIGNAL. ADDITIONALLY, A NUCLEAR CONTROL OPERATOR (NCO, RO LICENSED) DID NOT
RESET TME NiG CIRCUIT AS REQUIRED BY THE RPS OPERATING PROCEDURE FOLLOWING TH
RPS BUA TRANSFER AND NO INDICATIONS EXIST TO ALERT CONTROL ROOM PERSONNEL WHEN A
SINGIE CHANNEL N86 ISOLATION SIONAL IS PRESENT., CORRECTIVE ACTIONS INCLUDED
MODIFYING THE ECCS FUNCTIONAL TEST PROCEDURE TO REQUIRE THE RESETTING OF
POTENTIALLY SEALED IN NSG ISOLATION SIGNALS AND COUNSELLING FOR THE NCO WHO
FAILED 70 RESET THE NS& ISOLATION PER PROCEDURE.

[ 911 INDIAN POINT 2 DOCKET 850-247 LER 90-017
TOXIC GAS MONITOR RESULTS IN AN ESF ACTUATION.
EVENT DATE: 1228790 REPORT DATE: 012591 NSSS: WE TYPE: PWR

VENDOR: WISCONSIN BRIDGE & IRON

INBIC 2209E3) ON 12/27/90 AT APPROXIMATELY 0330 MOURS, WITH THE UNIT OPERATING AT
94" POVEE, THE TOXIC GAS MONITOR MYDROCEN CYANIDE (MCN) CHANNEL 2 INADVERTENTLY
ALARMED, RESULTING IN THE TRANSFER GF THE CENTRAL CONTROL ROOM (CCR) VENTILATION
SYSTEM FROM THE NORMAL MODE TO THE INCIDENT MODE. FOUR ADDITIONAL INADVERTENT
ACTUATIONS OF THE CCR VENTILATION SYSTEM OCCURRED SUBSEQUENTLY, WITHIN THE PERIOD
OF JANUARY €& THROUGH 13, 1991, AS A RESULT OF FALSE ALARMS GENERATED BY THE TOXIC
BAS MONITOR CMLORINE (CL(2)), AMMONIA (NM(3)), AND MCN GMANNt%I. AS DESIGNED,
THE DETECTION OF THE TOXIC GAS MONITOR CHANNELS OF EITHER CL(2), NM(3) OR HCN
WILL CENERATE AN ALARM IN THE CCR AND ISOLATE THE CCR VENTILATION SYSTEM. THE
TOXIC OAS MONITOR SYSTEM AND THE CCR ISOLATION SYSTEM ARE ENGINEERED SAFETY
FEATURES. NO TECHNICAL SPECIFICATION OR NRC LIMIT WAS EXCEEDED, LIKEWISE THERE
WAS RO IMPACT ON PUBLIC MEALTH AND SAFETY.

[ 921 INDIAN POINT 3 ROCKET 50-286 LER 90-010
PRESSURIZER PRESSURE TRANSMITTERS OUT OF TECHNICAL SPECIFICATION RANGE DUE TO
INSTRUMENT DRIFT.

EVEKT DATE: 112190  REPORT DATE: 122190 NES8: WE TYPE: FWR
VENDGR FOXBORO CQ., THE

(NSIC 220580) ON OCTOBER &, 1990, WITHM THE PLANT IN COLD SHUTDOWN FOR THNE CYCLE
7/8 REFUELING OUTAGEL, TECHNICIANS PERFORMING THE ‘PllllUI‘::l PRESSURE CONTROL
SYSTEM TRANSMITIER ‘MECK AND CALIBRATION® FOUND THAT CALIBRATION DATA FOR TH
FOUR (&) PRESSURIZER PRESSURE TRANSMITTERS WERE OUT OF THE ACCEPTANCE RANGE.
ITHIS RESULTED IN THE MIGM PRESSURIZER PRESSURE TRIP BEING GREATER THAN THAT
ALLOWED BY THE TECHNICAL SPECIFICATIONS, THE CAUSE OF THIS EVENT 1S THE WEARING
OF THE ZERO SUPPRESSION SPRING IN THE PRESSURIZER PRESSURE TRANSMITTERS. ALL
"AS-LEFT®™ VALUES WERE WITHIN THEIR RESPECTIVE TOLERANCE BANDS.

£ ¥3) INDIAN PDINT 3 DOCKET 50-Z8é LER 91~-003
MANUAL REACTOR TRIP FROM LOSS OF ALL CONDENSER COOLING WATER.
EVENT DATE: 122790  REPORT DATE: 012191 HSE8: WE TYPE: PWR

VENDOR: GENERAL ELECTRIC CO,
WESTINGHOUSE ELECTRIC CORP.

(NSIC 220720) ON DECEMBER 27, 1990, WITH YHE REACTOR AT 48 PERCENT POWER, A
MANUAL UNIT TRIP WAS INITIATED BECAUSE CONTROL ROOM OPERATOR3S OBSERVED ALL
CIRCULATING WATER PUMPS HAD TRIPPED OFF. PLANT SYSTEMS FUNCTIONED PROPERLY
FOLLOWING THE TRIP, WITH THE EXCEPTION OF 32 REACTOR COOLANT PUMP, WHICH TRIPPED
DURING &,9KV TRANSFER FROM ONSITE TO OFFSITE POWER. TME CAUSE OF THE LOSS OF
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BATTERY ALSO PROVIDES EMERGENCY POWER TO THE REACTOR CORE ISOLATION COOLING
(RCIC) SYSTEM, TME RCIC SYSTEM WAS ALSO DECLARED INOPERABLE AND A 164-DAY
TIMECLOCK INITIATED IN ACCORDANCE WITH TECH SPECS. THE APPARENT CAUSE OF iM1S
EVENT APPEARE T0 BE THE INABILITY GF THE UNIT 1 DIVISION 1 SWITCHGEAR WEAT
REMOVAL SYSTEM (VX) TEMPERATURE CONTROLL*R TO MAINTAIN PROPER TEMPERATURE IN THE
250V BATTERY ®wOOM DUE TO OUTSIDE SEASOwAL TEMPERATURE CMANGES. TNE CONSEQUENCES
OF TMIS EVENT APPEARS 10 BE TNE INABILITY OF THE UNIT 1 DIVISION I SWITCHGEAR
MWEAT REMOVAL SYSTEM (VX) TEMPERATURE CONTROLLER TO MAINTAIN PROPER TEMPERATURE IN
THE 250V BATTERY ROOM DUE T0 OUTSIDE SEASONAL TEMPERATURE CHANGES. THE
CONSEGUENCES OF TH18 EVENT WERE MINIMAL. THE WIGM PRESSURE CORE SPRAY SYSTEM,
WHICH 18 THE ALTLRNATE WIGM PRESSURE INJECTION SYSTEM, WAS FULLY OPERABLE
THROVGHOUT THIS EVENT,

{ 97 LA SALLE 2 DOCKET 50-374 LER 90-013
MAIN sTEAM JSOLATION VALVE INITIATION SIGNAL LURING SURVEILLANCE TEST DUE TO
PERSONNEL ERROFR

EVENT DATE« 121790  REPORT DATE: 0116 NESS: GE TYPE: BWR

(NSIC 220625) ON DECEMBER 17, 1990 AT 1316 KOURS, UKIT 2 WAS IN NOT SHUTDOWN WITH
THE MAIN STEAM ISOLATION VALVES (MSIV'S) CLOSED, TECHNICIANS FROM THE INSTRUMENT
MAINTENANCE DEPARTMENT WERE PERFORMING LASALLE INSTRUMENT SURVEILLANCE L1S-MS-406
UNIT 2 CONDENSER LOW VACUUM MSIV ISOLATION FUNCTIONAL TEST." WHILE IN THIS MODE
THE MSIV ISOLATION SIGNALS ARE BYPASSED BY MEANS OF A KEY SWITCM., 1IN THIS EVENT,
THE FUNCTIONAL TEST OF THE SWITCM AND ASSOCIATED ALARMS WAS SATISFACTORILY
COMPLETED ON TME INITIAL CHANNEL AND IT WAS RETURNED TO BYPASS, HOWEVER, THE
MSIV MALF ISOLATION RECEIVED FROM THE TEST WAS NOT RESET DEFORE TME SECOND
CHANNEL WAS REMCVED FROM BYPASS, AND A FULL ISOLATION SIGNAL OCCURRED. THE EVENT
OCCURRED AS A RESULT OF PERSONNEL ERROR WHERE THE INSTRUMENT MAINTENANCE
TECHNICIAN DID NOT FOLLOW THE STEPS OF TME INSTRUMENT SURVEILLANCE PROCEDURE IN
SEQUENTIAL ORDER, THE ISOLATION SIGNAL WAS IMMEDIATELY RESET AND THE
SURVEILLANCE FOR THAT CHANNEL COMPLETED SATISFACTORILY. ALL INSTRUMENT
MAINTENANCE DEPARIMENT PERSONNEL WERE INFORMED OF THIS EVENT AND WERE TAILGATED
ON THE PERFORMANCE OF PROCEDURE. THIS EVENT IS BEING REPORTED TO THE KRC
PURSUANT T0 THE REQUIREMENTS OF 10CFRS0.73(AX(2)(IV) DUE 710 ACTUATING AND AN
ENGINEERING SAFETY FEATURE SYSTEM SIONAL.

[ 983 LA SALLE 2 DOCKET 50-374 LER 90~016
5:5¥k:5{2¥15§R! ON THME 2A TURBINE DRIVEN REACTOR FEEDWATER PUMP DUE 10 OIL LEAK
EVENT DATE: 122290 REPORT DATE: 012191 NS6S: OE TYPE: BKR

(NSIC 220728) AT APPROX. 0745 HOURS ON 12/22/90 WITH UNIT 2 IN OPERATIONAL
CONDITION 1 (RUN) AT £0° POWER, SECURITY PERSONNEL NOTIFIED THE CONTROL ROOM THAT
A FIRE WATCH ON ELEVATION 815 OF THE AUX, BLDG. NOTICED A SMELL OF SOMETHING
BURNING ON THAT ELEVATION. THE CENTER DESK DISPATCHED AN OPERATOR TO
INVESTIGATE. AT THE SAME TIME A SHIFT FOREMAN KAS IN THE AUX. BLDG. AND NOTICED
THE SMELL. THE SHIFT FOREMAN PROCEEDED TO THE TURBINE DRIVEN REACTOR FEEDWATER
PUNP (TDRFP) ROOMS TO INVESTIGATE. UPON ARRIVING AT THE 2A TDRFP, HE NOTICED
SMOKE COMING FROM THE FRONT AREA OF THE TDRFP. HWE THEN NOTIFIED THE CONTROL
ROOM, A FIRE WATCH WAS ESTABLISHED AND ADDITIONAL FIRE SUPPRESSION EQUIPMENT WAS
BROUGHT 70 THE AREA. REACTOR POWER WAS REDUCED TO $00 MWE AT 0845 HOURS 1IN
PREPARATION FOR TAKING THE 2A TORFP OFF-LINE. AT 0915 MOURS THE MOTOR DRIVEN
REACTOR FEEDWATER PUMP (MDRFP) WAS ON-LINE AND THE 2A TDRFP WAS SHUYT DOWN, AT
0925 MOURS THERE WAS A REPORT OF FLAMES IN THE 2A TDRFP ROOM, THE FIRE BRIGALE
RESPONDED AT 0927 MOURS. AT THIS TIME, THE CONTROL ROOM OPERATORS CLOSED THE
MIGH PRESSURE AND LOW PRESSURE OIL SUPPLIES TO THE TURBINE IN ORDER TO PREVENT
THE FIRF FROM SPREADING. AT 0945 HOURS THE FIRE WAS EXTINCUISIHED., THE FIRE
BRICADE WAS NOT ABLE TO ESTINGUICH THE FIRE WITHIN TEN MINUTES OF ARRIVING ON THE
:SEQSQSNgongIN!RATING STATION EMERGENCY PLAN (GSEP) UNUSUAL EVENT WAS DECLARED
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DECEMBER 14, 1990, WHEN THE UNIT Y OPERATIONAL CONDITION (OPCON) WAS CHMANGED FROM
OPCON &4 (COLD SHUTDOWN) T0 OPCON 2 (STARTUP). AS A RESULT, ON JANUARY 13, 1991,
THE 30 DAY TIME LINMIT FOR RETURNING THE LPMS TO OPERABLE STATUS EXPIRED REQUIRING
THE SUBMITTAL OF A SPECIAL REPORT IN ACCORDANCE WITW TS SECTIONS 3.3.7.10 AND
6.9.2. THE CAUSE OF THE MALFUNCTION MAS NOT YET BEEN DETERMINED WITH CERTAINTY
EEYOND RECOONIZING THAT A FAULTY COMPONENT IN ONE OF THE DLPL PRINTED CIRCUIT
BOARDS 1S THE PROBABLE CAUSE, A PURCNASE REQUISITION MAS BEEN INITIATED 10
REPLACE ALL THE BOARDS IN THE DLPL CIRCVIT.

(1023 LILERICK 2 DOCKET 50-353 LER 90-021
SPECIAL REPORT FOR AN INVALID DIESEL OENERATOR START FAILURE DURING A VALID TEST.
EVENT DATL: 120690 REPORT DATE: 01029% NESS: CE TYPE: BWR

(NSIC 220673) ON DECEMBER &, 1990, PLANT PERSONNEL WERE PERFORMING SURVEILLANCE
TEST (ST) PROCEDURE $T-6-092-311-2, "D21 DIESEL GENERATOR OPERABILITY TEST RUN.*
AFTER RUNNING FOR APPROXIMATELY 90 MINUTES, TME D21 EMERGENCY DIESEL GENERATOR
(EDG) OUTPUT BREAKER TRIPPED ON REVERSE POVER. THE D29 EDG WAS DECLARED
INOPERABLE AT 12280 HOURS ON DECEMBER 6, 1990. TME CAUSE OF THIS EVENT WAS
INTERMITTANT CLOSURE OF CROSS CURRENT CONTROL RELAY (CCCR) CONTACTS WNICH CAUSED
THE D21 EDG CONTROL CIRCUITS TO GO INTO AND OUT OF THE ISOCHRONOUS MODE. THE D21
EDG CCCR WAS REPLACED. THE D21 EDG WAS DECLARED OPERABLE AT 2340 WOURS ON
DECEMBER 7, 1990, AFTER THE SUCCESSFUL PERFORMANCE OF PROCEDURE ST-6-092-361-2.
THE TERMINATED D21 EDG TEST WAS CLASSIFIED AS AN INVALID FAILURE IN ACORDANCE
WITH THE GUIDANCE OF REGULATORY GUIDE 1.108, "PERIODIC TESTING OF DIESLL
GENERATOR UNITS USED AS ONSITE ELECTRIC POWER SYSTEM AT NUCLEAR PONER PLANTS,®
REVISION 1. 1IN THE EVENT OF AN ACTUAL LOSS OF OFFSITE PAWER, THE THREE REMAINING
OPERABLE UNIT 2 EDGS WOULD MAVE PROVIDED ADEQUATE POWER T0 ACMIEVE THE SAFE
SHUTDOWN OF IME REACTOR,

[103) LIMERICK 2 DOCKET 50-353 LER #1-001

A CONDITION PROWIBITED BY TECH SPECS DUE TO AN INOPERABLE OVERCURRENT PROTECTIVE
gf:{cgzaggo'"' REQUIRED TECH SPEC ACTION WAS NOT PERFORMED WITHMIN THE REQUIRED
EVENT DATE: 010791 REPORT DATE: 020691 NSSS. GE TYPE: BWR

(NSIC 220948) ON 1/7/91, 1&C PERSONNEL IDENTIFIED A CONDITION WHICH WAS
FROHIBITED BY TECH SPECS (TS). A UNIT 2 PRIMARY CONTAINMENT PENETRATION
CONDUCTOR OVERCURRENT PROTECTIVE DEVICE WAS NOT CALIBRATED TO THE TS (SECTION
3.6.4.1) REQUIRED TOLERANCE WHEN IT WAS INSTALLED AS A REPLACEMENT FOR A
DEFECTIVE OVERCURRENT PROTECTIVE DEVICE ON 12/3/90 AND THE REQUIRED 1§ ACTIONS
WERE NOT TAKEN, THE OVERCURRENT PROTECTIVE DEVICE IS AN INSTANTANEOUS MAGNETIC
CIRCUIT BREAKER (D234-R-E~10) THAT 1§ ALIGNED TO TME UNIT 2 A2 DRYWELL UNIT
COOLER FAN AND PROTECTS THE ELECTRICAL PENETRATION IN THE PRIMARY CONTAINMENT
WALL. THE REPLACEMENT BREAKER FOR THE A2 DRYWELL UNIT COOLER FAN WAS INCORRECTLY
CALIPRATED ON 12/3/90 IN ACCORDANCE WITH PROCEDURE PMQ-093-007, "PREVENTIVE
MAINTENANCE PROCEDURE FOR TESTING AND CALIBRATION OF 480V MOLDED CASE CIRCUIT
BREAKERS." THIS PROCEDURE DID NOT DIFFERENTIATE BETWEEN TS AND NON-TS REQUIRED
CIRCUIT BREAKERS WHICH MAVE DIFFERENT ALLOWABLE TOLERANCES. IN ADDITION,
MAINTENANCE PERSONNEL AND OPERATIONS PERSONNEL FAILED TO PERFORM THE SURVEILLANCE
TEST (ST) WNICH REQUIRES TWE OPERABILITY OF THE CIRCUIT BREAKER, THE PMQ-093-007
PROCEDURE WILL BE REVISED TU INCLUDE A NOTE SPECIFYING THAT ST PROCEDURE
ST-8-093-320-17 OR 2 SHALL BE PERFORMED FOR TKE TS5 REQUIRED CIRCUIT BREAKERS.

[104] MAINE YANKEE DOCRET 50-309 LER 90-012
PLANT SHUTDOWN DUE TO STEAM GENERATOR NO. 1 TUEE LEAK,
EVENT DATE: 121790 REPORT DATE: 011791 NSSS: CE IYPE: PWR

VENDOR: EAST MOLINE METAL PROD CO

(NSIC 220846) ON 12/17/90 AT 0450, MAINE YANKEE COMMENCED A REACTOR SHUTDOWN FROM
955 FOWER WHEN REACTOR COOLANT SYSTEM LEAKAGE THROUGH A TUBE IN STEAM GENERATOR
#1 EXCEEDED ADMINISTRATIVE LIMITS OF 0.035 GPM. THE CALCULATED LEAK RATE AT o521
WAS 0.105 GPM. BY 0636, LEAK RATE HAD INCREASED TO APPROXIMATELY 1.4 GPM. THE
TECH SPEC LIMIT FOR PRIMARY TO SECONDARY LEAKAGE IS 0.15 GPM TROM ANY ONE STEAM
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OTHER UNITS INVOLVED: MCGUIRE 2 (PWR)

(NSIC 220834) ON 11/6/90, THE ALTERNATE POWER SUPPLY (SHARED LOAD CENTER 2SLXC,
BREAKER 5D) TO SHARED MOTOR CONTROL CENTER SMXR, WAS DEENERGIZED FOR
IMPLEMENTATION OF MODIFICATIONS BY CONSTRUCTION AND MAINTENANCE DEPARTMENT -
NORTH (CMD-N) PERSONNEL. ON 11/10/90, AT 0913, WHILE THE MODIFICATIONS WERE IN
PROGRESS, THE NORMAL POWER SUPPLY TO SMXR (2SLXI, BREAKER 4D), TRIPPED. THIS
RESULTED IN A POWER FAILURE TO EMF-53, RADIATION MONITOR FOR THE WASTE MANDLING
AREA (WHA) VENTILATION SYSTEM, WOWEVER, THE WHA VENTILATION SYSTEM CONTINUED TO
OPERATE, RESULTING IN A POTENTIAL UNMONITORED RELEASE TO THE ENVIRONMENT.
OPERATIONS (OPS) PERSONNEL SHUT DOWN THE VENTILATION SYSTEM AT 1130. POWER WAS
RESTORED EMF-S3 AT 1257, UNITS 1 AND 2 WERE IN MODE 5 (COLD SHUTDOWN) AT THE
TIME OF THIS EVENT. THIS EVENT WAS BEEN ASSIGNED A CAUSE OF INADEQUATE GROUP
INTERFACE, WHICH RESULTED IN OPERATION OF NEW EQUIPMENT PRIOR TO THE ACCEPTANCE
OF OPERATIONAL CONTROL BY THE STATION, A CONTRIBUTORY CAUSE OF POSSIBLE
INAPPROPRIATE ACTION MAS ALSO BEEN ASSIONED. SUBSEQUENT SANPLING AND ANALYSIS BY
RADIATION PROTECTION (RP) PERSONNEL INDICATED THERE WAS NO MEASURABLE
RADIOLOGICAL RELEASE.

[108) MCGUIRE 1 DOCKET 50-369 LER 90-033
DAILY SURVEILLANCE REQUIREMENT FOR THE POWER RANGE DETECTORS WAS NOT COMPLETED
WITHIN THE REQUIRED TIME FRAME DUE TO PROCEDURE DEFICIENCIES.

EVENT DATE: 120690  REPORT DATE: 010791 NSSS: WE TYPE: PWR

(NSIC 220678) ON DECEMBER 6, 1990, AT 0700, OPERATIONS PERSONNEL ENTERED
TECHNICAL SPECIFICATION (75) 3,.0.3. OPERATIONS PERSONNEL WERE UNABLE TO VERIFY
THE READINGS FROM THE POWER RANGE DETECTORS TO THE THERMAL POWER BEST ESTIMATE
(TPBE) VALUE IN ACCORDANCE WITH TEWCNICAL SPECIFICATION 4.3.1.1.(2)., OPERATIONS
PERSONNEL COULD NOT VERIFY THE READINGS FROM THE POWER RANGE DETECTORS BECAUSE OF
THE TPBE VALUE BEING INVALID. TKIS WAS DUE TO A PARTIAL LOSS OF THE OPERATOR AID
COMPUTER (OAC). PERFORMANCE PERSONNEL WERE CALLED IN TO PERFORM A MANUAL
CALCULATION OF PRIMARY POWER TO VERIFY THE READINGS FROM THE POWER RANGE
DETECTORS. PERFORMANCE PERSONNEL INITIATED PROCEDURE PT/0/A/G150-03, THERMAL
POWER OUTPUT MEASUREMENT, FOR CALCULATING PRIMARY POWER AT APPROXIMATELY 0600 ON
DECEMBER 6, 1990; MOWEVER, THE RESULTS WERE NOT OBTAINED UNTIL APPROXIMATELY 0750
ON DECEMBER 6, 1990. THIS EVENT IS ASSIGNED CAUSES OF PROCEDURE DEFICIENCIES ON
THE LOSS OF OAC PROCEDURE AND THE TKERMAL POWER OUTPUT MEASUREMENT PROCEDURE,
THIS EVENT IS ALSO ASSIGNED A CAUSE OF A POSSIBLE MANUFACTURING DEFICIENCY
BECAUSE THE PARTIAL LOSS OF THE OAC WAS DUE TO INADEQUATE SOLDERING. A
CONTRIBUTORY CAUSE OF A MANAGEMENT DEFICIENCY IS ALSO ASSIGNED DUE TO INADEQUATE
COMMUNICATIONS BETWEEN GROUPS. UNIT 1 WAS IN MODE 1 (PONER OPERATION) AT 100
PERCENT POWER AT THE TIME OF TH1S EVENT.

[108) MCGUIRE 2 DOCKET 50-370 LER 89-010 REV 02
UPDATE ON A LEAK OCCURRED ON CONTAINMENT SPRAY HEAT EXCHANGER 2A AFTER VALVE
STROKE TIMING BECAUSE OF A DEFICIENT PROCEDURE AND AN INAPPROPRIATE ACTION.
EVENT DATE: 090589 REPORT DATE: 102389 NSSS: WE TYPE: PWR
VENDOR: DELTA SOUTHERN CO.

GARLOCK, INC,

WESCHLER ELECTRIC CORP,

(NSIC 220881) ON 9/5/89, AT APPROY. 1609, CONTROL ROOM (CR) PERSONNEL OPENED
VALVE 2NS-18A, CONTAINMENT SPRAY (NS) PUMP 2A SUCTION FROM CONTAINMENT SUMP
BLOCK, FOR STROKE TIME MFASUREMENT. CR PERSONNEL THEN NOTICED PRESSURIZER LEVEL
DECREASING AND PRESSURIZ R RELIEF TANK LEVEL INCREASING AND CLOSED VALVE 2NS-18A.
AT AFPROXIMATELY 1655, LEAK WAS REPORTED IN THE AUX., BLDG. 716' ELEVATION PIPE
CHASE. ABOUT A MINUTE LATER LEVEL BEGAN DECREASING IN THE REFUELING WATER
STORAGE TANK. AFTER SEVERAL VALVE MANIPULATIONS. CR PERSONNEL DETERMINED THE
PROBLEM WAS WITH NS MEAT EXCHANGER (KX) 2A. A VISUAL INSPECTION AT 1900 REVEALED
A LEAK ON THE HX AT THE LOWER HEAD GASKET, CR PERSONNEL CLOSED VALVE 2NS-20A, NS
PUMP 2A SUCTION FROM REFUELING WATER STORAGE TANK BLOCK, WHICH ISOLATED THE LEAK.
LATER ESTIMATES CONCLUDED THAT APPROX. 10,000 GALLONS OF WATER LEAKED THROUGH

THE GASKET. TMIS EVENT IS ASSIGNED A CAUSE OF PROCEDURE DEFICIENCY BECAUSE OF
AMBIGUOUS AND INCOMPLETE INFORMATION CONCERNING STROKING OF VALVE 2NS-18A. TNIS
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ORDER TO TAKE EXCEPTION TO THE TECH SPEC REQUIREMENT TO ESTABLISM CONTAIMMENT
INTEGRITY IN ACCORDANCE WITH ACTION STATEMENT 3.8.2.2. A NEW PIPE SUPPORT WAS
DESIGNED AND INSTALLED AT THE OUTLET FLANGE OF EACH OF THE 3 SERVICE HATER
STRAINERS . ALL LIMITING CONDITIONS FOR OPERATION WERE MET AND THE UNUSUAL EVENT
WAS TERMINATED ON 11/164/89 AT 0310 HOURS,

[113) MILLSTONE 2 DOCKET 50-336 LER 90-004 REV 01
UPDATE ON CONTROL ROOM VENTILATION TECHNICAL SPECIFICATION VIOLATION.
EVENT DATE: 022890  REPORT DATE: 02059 NSSS: CE TYPE: PWR

(NSIC 220943) ON 2/28-/90 WITH THE UNIT IN MODE 6, REFUELING, IT WAS DETERMINED
THAT IT WAS NOT SATISFYING TECH SPECS 3.7.6.1, FOR CONTROL ROOM AIR CONDITIUNING,
(CRAC), THIS SPECIFICATION REQUIRES THAT 2 INDEPENDENT EMERGENCY VENTILATION
SYSTEMS BE OPERABLE, WHILE IN MODES 5 OR 6. WITH 1 EMERGENCY VENTILATION SYSTEM
INOPERABLE, RESTORE THE INOPERABLE SYSTEM TO OPERABLE STATUS WITHIN 7 DAYS OR
INITIATE AND MAINTAIN THE OPERABLE CONTROL ROOM EMERGENCY AIR CLEAN UP SYSTEM IN
THE RECIRCULATION MODE. THE DEFINITION OF OPERABILITY REQUIRES AN EMERGENCY
DIESEL GENERATOR TO BE AVAILABLE. AFTER 7 DAYS OF PERFORMING MAINTENANCE ON THE
EMERGENCY DIESEL GENERATOR FOR TME "A"™ FACILITY, "B" CRAC WAS PLACED IN THE
RECIRCULATION MODE OF OPERATION, ON 2/27 AT 22:26 HOURS, 2 NOURS LATEP ON 2/28
AT 00:25 HOURS, "B" CRACK WAS TAKEN OUT OF THE RECIRCULATION MODE OF OPERATION
AND PLACED IN NORMAL UNTIL 16:31 HOURS ON 2/28. CRAC WAS TAKEN OUT OF
RECIRCULATION ON THE BASIS OF TECH SPEC 3.05 WHICH STATES THAT WHEN A SYSTEM 18§
DECLARED INOPERABLE SOLELY BECAUSE OF IT§ EMERGENCY OR NORMAL POWER SUPPLY BEING
INOPERABLE, 1T MAY BE CONSIDERED OPERABLE IF THE NORMAL OR EMERGENCY POWER SUPPLY
18 OPERABLE AND ALL REDUNDANT SYSTEMS ARE OPERABLE. AFTER APPROX. 16 HOURS OF
OPERATION WITH THE CRAC IN THE NORMAL MODE IT WAS DETERMINED THAT TECH SPEC 3.0.8
DID NOT APPLY FOR MODE 5 OR 6 AND THE CRAC WAS PLACED IN THE RECIRCULATION MODE.

[116) MILLSTONE 2 DOCKET 50-336 LER 90-018
CONTAINMENT INTEGRITY VIOLATED DURING FUEL MOVEMENT WHEN THE §/6 ATMOSPHERIC DUMP
VALVE WAS OPENED WITH S5-/G HANDHCLE OFF,

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

(NSIC 220906) ON 10/2/90, AT 1950 MOURS, OPERATIONS DEPARTMENT DETERMINED THAT
REQUIREMENTS OF LCO 3.9.4 WERE NOT SATISFIED WHILE PERFORMING REFUELING
OPERATIONS. A VENT PATH MAD BEEV ESTABLISHED FROM THE NO. 1 SG ATMOSPMERIC DUMP
VALVE (ADV) TO ALLOW DRAINING OF THE NO. Y SG. THE OPERATOR INADVERTENTLY FORGOT
THE SECONDARY MANWAY WAS REMOVED FROM THE NO. 1 §G. UPON DISCOVERY OF THE
SITUATION, TSAS 3.9.4.C WAS IMMEDIATELY ENTERED: ALL REFUELING OPERATIONS IN
CONTAINMENT WERE SUSPENDED., NO. 1 SG ADV WAS CLOSED TO RE-ESTABLISH CONTAINMENT
INTEGRITY. THERE WERE NO SAFETY IMPLICATIONS BECAUSE NO FUEL MANDLING ACCIDENTS
OR FUEL DAMAGE OCCURRED WHILE THE CONTAINMENT INTEGRITY WAS VIOLATED. THE ROOT
CAUSE OF THE EVENT WAS PERSONNEL ERROR. THE OPERATOR FORGOT THE NO. 1 S0
SECONDARY MANWAY WAS REMOVED WHICH PROVIDED A DIRECT PATH TO THE ENVIRONMENT FROM
CONTAINMENT WHEN THE NO. Y SG ADV WAS OPENED. CONSEQUENTLY, ME DID NOT REALIZE
LCO 3.9.64 WAS NOT SATISFIED WHEN THE ADV WAS INITIALLY OPENED. TO PREVENT
RECURRENCE, AN EXISTING CAUTION IN OP 2316A WAS BEEN RE-LOCATED TO A MORE
APPROPRIATE OPERATIONAL SEQUENCE OF STEPS TO PROVIDE CLEAR GUIDANCE TO OPERATORS.
IN ADDITION, OPERATIONS DEPARTMENT SUPERVISORS NAVE BEE4 COUNSELED ON THEIR KEY
ROLE IN ENSURING TMAT ATTENTION TO DETAIL DOES NOT LAPSE DURING PERIODS OF
EXTENSIVE MAINTENANCE WORK AND CHANGING PLANT CONDITIONS.

511! MILLSTONE 2 DOCKET 50~336 LER S0-022
ERVICE WATER HEADERS CROSS-TIE VALVE OPEN DUE TO UNKNOWN CAUSE.
EVENT DATE; 111590  REPORT DATE: 011491 NS8SS: CE TYPE: PHWR

VENDOR: FISHER CONTROLS CO.

(NSIC 220820) ON NOVEMBER 15, 1990, AT 1330, WITH THE PLANT IN MODE 1 (75% POWER,
S65F, 2270 PSIG), SERVICE WATER MEADER CROSS-TIE VALVE, 2-SW-97A, WAS FOUND OPEN
BY A PLANT ENGINEERING TECKNICIAN PERFORMING A ROUTINE INTAKE STRUCIURE
INSPECTION. THE CONTROL ROOM WAS NOTIFIED AND AN OPERATOR MANUALLY CLOSED TME
VALVE. NO EMERGENCY OPERATIONS WERE PERFORMED. NO EQUIPMENT WAS CYCLED TO ITS
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ON CHANNEL 12 DUE TO THE FAILURE OF A MAIN STEAM ISOLATION VALVE (MSIV) TO MEET
ITS SURVEILLANCE TEST REQUIREMENTS. WHEN THE SCRAM OCCURRED THE UNIT WAS
CONDUCTING A FORCED SHUTDOWN DUE TO THE MSIV FAILURE AND INCREASED DRYWELL
LEAKAGE. THE CAUSE OF THE EVENT WAS A SPIKE ON IRM 12 (RPS CMANNEL 11)
COINCIDENT WITH A HALF-TRIP INSERTED ON RPS CHANNEL 12 DUE TO THE MS1V FAILURE,
THE CORRECTIVE ACTION FOR THE IRM SPIKE IS THE CONTINUATION OF THE NEUTRON
MONITORING TROUVBLESHOOTING AND UPGRADE EFFORTS.

[123) NINE MILE POINT 1 DOCKET 50-220 LER 91~001
REACTOR SCRAM DUE TO SPURIOUS NON-COINCIDENT LOGIC TRIP SIGNAL.
EVENT DATE: 010891 REPORT DATE: 020191 NS§S: CE TYPE: BWR

(NSIC 220993) ON 178791, AT 0327 MOURS, NINE MILE POINT UNIT 1 (NMP1) EXPERIENCED
A FULL REACTOR SCRAM AND A MAIN STEAM ISOLATION VALVE (MSIV) ISOLATION., THE MODE
SWITCH WAS IN THE REFUEL POSITION, ALL CONTROL RODS WERE AT POSITION 00, REACTOR
COOLANT TEMPERATURE WAS 163F, AND REACTOR PRESSURE WAS 0 PSIG. WATER LEVEL WAS
BEING LOWERED FOLLOWING THE PERFORMANCE OF A REACTOR VESSEL INSERVICE LEAK TEST.
THE INSIDE MSIV'S CLOSED DUE TO THE .SOLATION SIGNAL AND THE OUTSIDE MSIV'S WERE
ALREADY CLOSED DUE TO THE WYDRO. TME CAUSE OF THE EVENT WAS DETERMINED TO BE A
SPURIOUS ACTUATION OF REACTOR PROTECTION SYSTEM (RPS) NON-COINCIDENT LOGIC,
SPECIFICALLY CONDENSER LOW VACUUM AND MAIN STEAM ISOLATION CLOSED BYPASS LOGIC.
CORRECTIVE ACTIONS TAKEN WERE TO PERFORM CHECKS, TROUBLESHOOTING, AND MONITORING
OF COMPONENTS THAT MAKE UP THE CONDENSER LOW VACUUM AND MAIN STEAM 1SOLATION
CLOSED BYPASS LOGIC. THE RESULTS OF THESE CORRECTIVE ACTIONS DID NOT INDICATE
ANY EQUIPMENT MALFUNCTION OR DEGRADATION THAT COULD MAVE CONTRIBUTED TO A
SPURIOUS ACTUATION.

[124) NINE MILE POINT 2 DOCKET 50-410 LER 89-003 REV 01
UPDATE ON UNANALYZED CONDITION DUE TO DESIGN DEFICIENCY,
EVENT DATE: 021689 REPORT DATE: 021591 NSSS: GE TYPE: BWR

(NSIC 221045) ON FEBRUARY 16, 198%, WITH NINE MILE POINT UNIT 2 (NMP2) IN COLD
SHUTDOWN, IT WAS NOTED THAT THE SURVEILLANCE TEST PROGRAM DID NOT INCLUDE FOUR
SAFETY RELATED VALVES IN THE SERVICE WATER SYSTEM (SWP), AN ENGINEERING
EVALUATION ALSO IDENTIFIED THAT THE ASME SECTION XI PUMP AND VALVE INSERVICE TEST
(18T) PROGRAM CONTAINED VALVE STROKE TIME LIMITS FOR VARIOUS SWP VALVES WHICH
WERE DIFFERENT THAN THOSE USED IN THE SWP FLUID TRANSIENT ANALYSES. FURTHER
REVIEW OF THE SWP LOGIC INDICATED THAT TWO PAIRS OF SAFETY RELATED ISOLATION
VALVES, WMICH ISOLATE SWP SAFETY RELATED SECTIONS FROM NON-SAFETY RELATED
SECTIONS, DID NOT MEET SINGLE FAILURE CRITERIA. THE ROOT CAUSES FOR THIS EVENT
WERE DESIGN DEFICIENCY DUE TO AN INADEQUATE UNDERSTANDING OF THE SYSTEM DESIGN
BASES, AND A PROGRAMMATIC DEFICIENCY REGARDING THE IST PROGRAM, INITIAL
CORRECTIVE ACTIONS INCLUDED REVISION OF THE NMP2 IST PROGRAM, AND INITIATION OF
ENJINEERING EVALUATIONS. ADDITIONAL CORRECTIVE ACTIONS INCLUDED: MODIFICATION 10
THE SWP SYSTEM, THE INITIATION OF FURTHER ENGINEERING EVALUATIONS, CORRECTIONS TO
gg;g;irgsgrgsgﬂ IST PROGRAM DEFICIENCIES, AND AN IST PROGRAM REVIEW OF OTHER

rias) NINE MILE POINT 2 DOCKET 50-410 LER 90-021 REV 01
UPDATE ON TECHNICAL SPECIFICATION VIOLATION DUE TO SAFETY SYSTEM VALVE TESTING
REQUIREMENTS NOT INCLUDED IN THE INSERVICE TESTING PROUGRAM PLAN.

EVENT DATE: 102690  REPORT DATE: 013191 N§SS: GE TYPE: BWR

(NSIC 220917) ON 10/26/90, i7 WAS DETERMINED THAT THE NINE MILE POINT UNIT 2
(NMP2) INSERVICE TESTING (IST) ®ROGRAM PLAN, DURING ITS DEVELOPMENT, HAD CERTAIN
RESIDUAL WEAT REMOVAL SYSTEM (RHS) VALVE TESTS INCORRECTLY OMITTED. SUBSEQUENT
REVIEWS OF PLANT SAFETY SYSTEMS HAVE IDENTIFIED ADDITIONAL ASME VALVES WITH
INCORRECT IST PROGRAM PLANT TEST REQUIREMENTS, PLUS VALVES WHICH WERE OMITTED
FROM THE PROGRAM PLAN WITHOUT ADEQUATE JUSTIFICATION OR DOCUMENTATION. NMP2 WAS
IN A REFUELING OUTAGE AT THE TIME THESE CONDITIONS WERE DISCOVERED AND REPORTED.
THE ROOT CAUSE FOR THESE CONDITIONS WAS DETERMINED TO BE INADEQUATE DESIGN
ANALYSIS, CORRECTIVE ACTIONS INCLUDED: REVISING THE IST PROGRAM PLAN; REVISING
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(NSIC 220892) 8/17/90 AT 1720, IT WAS DETERMINED THAT CONTAINMENT AVERAGE
TEMPERATURE/RELATIVE HUMIDITY WAD NOT BEEN VERIFIED TO BE WITHIN TECHM SPECS (T§)
LIMITS AS SHOWN IN TS FIGURE 3.6.5.2-1 FOR A PERIOD OF APPROX., SIX DAYS. FOR
DETERMINED REASONS, PROCESS COMPUTER DATA ACQUISITION FOR CONTAINMENT WUMIDITY
MAD BEEN SECURED ON 8/12/90; HOWCVER, TME FAILURE OF THE COMPUTER DISPLAY 710
UPDATE WAS NOT RECOGNIZED BY CONTROL ROOM PERSONNEL. THE PROCESS COMPUTER POINT
WAS IMMEDIATELY RESTORED TO NORMAL, AND AN I4C TECHNICIAN WAS DISPATCHMED TO
MEASURE CONTAINMENT RELATIVE WUMIDITY USING A PSYCHROMETER TO CONFIRM TECMNICAL
SPECIFICATION COMPLIANCE. ROOT CAUSE OF THE FAILURE TO COMPLY WITH TS WAS
DETERMINED TO BE A PROGRAMMATIC WEAKNESS IN THME USE OF TME PROCESS COMPUTER
SYSTEM INFORMATION TO DETERMINE TECHNICAL SPECIFICATION COMPLIANCE. ALTHOUGH
INSTRUCTIONS SPECIFICALLY REQUIRE THE PROCESS COMPUTER TO BE USED TO OBTAIN
CONTAINMENT WUMIDITY DATA, FORMAL RAINING AND PROCEDURAL GUIDANCE 1S INADEQUATE
70 ENSURE EFFECTIVE AND CONSISTENT USE BY THE CONTROL ROOM OPERATORS., A
CONTRIBUTING FACTOR WAS THE DEGREE OF COLOR CMANGE IN THE PROCESS COMPUTER SYSTEM
DISPLAY WHEN DATA INPUT BECOMES INVALID, 70 PREVENT RECURRENCE, INITIAL AND
REQUALIFICATION TRAINING PROGRAMS FOR LICENSED OPERATORS WILL BE ENMANCED TO
INCLUDE ADEQUATE TRAINING ON THE PROCESS COMPUTER.

1 PERRY 1 DOCKET 50-6440 LER 90-019
VID RADWASTE DISCHARGES NOT MADE IN ACCORDANCE WITH TECHNICAL SPECIFICATION

qul
ﬁ;" DUE TO PROGRAM DEFICIENCIES AND PERSONNEL ERROR.
1

4
i
DATE: 081790  REPORT DATE: 091490 NSSS: GE TYPE: BWR

C 220893) ON 8717 AND 9/1/90, LIQUID RADIOLOGICAL EFFLUENT RELEASES WERE
PERFORMED WITH RADIOACTIVE EFFLUENT MONITORING INSTRUMENTATION INOPERABLE WITHOUT
COMPLETING INDEPENDENT VERIFICATION OF VALVE LINEUPS REQUIRED BY TECH SPEC
5.5.7.9, ON 8/20/90, DURING THE INVESTIGATION INTO THE AUGUST 17 EVENT, IT WAS
DISCOVERED THAT THE RADWASTE HIGH FLOW DISCMARGE MEADER FLOW INSTRUMENTATION
CHANNEL WAS IMPROPERLY CALIBRATED BETWEEN APRIL 7, 1987 AND 7/8/90. DISCHARGES
DURING THMAT PLRIOD WERE PERFORMED WITH NONCONSERVATIVE INDICATIONS OF DISCMARGE
FLOW, THE ROOT CAUSES OF THESE EVENTS INCLUDE PERSONNEL ERROR AND PROCEDURAL
INADEQUACY. THE FAILURES TO PERFORM INDEPENDENT VERIFICATION ARE ATTRIBUTED TO
FAILURE TO FOLLOW PROCEDURE BY RADWASTE OPERATORS, PARTIALLY ATTRIBUTED TO LACK
OF CLARITY IN THE DISCHARGE SURVEILLANCE PROCEDURE. THE FAILURE TO APPROPRIATELY
CALIBRATE THE FLOW INSTRUMENTATION, DISCOVERED ON 8/%0, IS ATTRIBUTED 70 A
PROCEDURAL DEFICIENCY. THE SURVEILLANCE INSTRUCTION FOR INSTRUMENT CALIBRATION
DID NOT INCLUDE PROVISIONS TO ENSURE THE PROPER CALIBRATION FACTOR WAS UTILIZED.
APPROPRIATE MODIFICATINNS ARE BEING MADE TO SURVEILLANCE INSTRUCTIONS FOR
RADWASTE DISCHARGES TO ENSURE INDEPENDENT VERIFICATION OF VALVE LINEUPS ARE
REVIEWED BY THE SHIFT SUPERVISOR PRIOR TO INITIATION OF A DISCHARGE.

[
L
3
E
(

[142 PERRY 1 DOCKET 50-440 LER 90-025 PEV 02
UPDATE ON LOCAL LEAK RATE TESTS RESULT IN EXCEEDING ALLOWABLE PRIMARY CONTAINMENT
LEAKAGE RATES FOR MAIN STEAM LINES A, B, C AND D.
EVENT DATE: 091690  REPORT DATE: 021991 NSSS: OF TYPE: BWR
VENDOR: ATWOOD & MORRILL CO., INC.

BORG-WARNER CORP.

ROCKWELL MANUFACTURING COMPANY

(NSIC 220992) DURING THE PERIOD SEPT. 16-17, 1990, FOLLOWING SHUTDOWN AKD
COOLDOWN OF UNIT 1 FOR TME SECOND REFUELING OUTAGE, LOCAL LEAK RATE TESTING
(LLRT) OF THE MAIN STEAM ISOLATION VALVES (MSIV) WAS CONDUCTED. ALL FOUR OF THE
MAIN STEAM LINE (MSL) PENETRATIONS EXHIBITED LEAKAGE IN EXCESS OF THE TECHNICAL
SPECIFICATION 3.6.1.2(C) LIMIT OF 25 SCFH WHEN TESTED AT PA (11.31 PS1G),
SEVERAL OF THE MSIV'S HAD NOT BEEN FAST CLOSED FOLLOWING THE REACTOR SHUTDOWN.
THE MSL'S WERE TESTED AGAIN FOLLOWING THE OPENING AND FAST CLOSING OF EACH MSIV
AND WERE STILL FOUND TO BE LEAKING IN EXCESS OF TECHNICAL SPECIFICATION
REQUIREMENTS . THE CAUSE OF THESE FAILURES WAS INADEQUATE SEATING CONTACT ON THE
OUTBOARD MSIV'S, PILOT VALVE SEAT DAMAGE ON THE A AND D INBOARD MSIV'S, LEAKBY ON
ALL FOUR OUTBOARD MSIV DRAIN VALVES AND LEAKBY ON THE B AND D MSL MSIV LEAKAGE
CONTROL SYSTEM (LCS) ISOLATION VALVES. AS A RESULT OF TMESE FAILURES, SIX OF
EIGHT MSIV'S, ALL FOUR OUTBOARD MSIV DRAIN VALVES AND THE B AND D MSL MSIV-LCS
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TURBINE STOP VALVE (18V) CLOSURE SIONAL RESULTED IN A FULL SCRAM SIOGNAL BEING
GENERATED, AT THE TIME OF THE EVENT THE PLANT WAS IN OPERATIONAL COKDITION 2 WITH
ALL OF THE CONTROL RODS INSERTED. THE ROOT CAUSE OF THIS EVENT IS INDETERMINATE.
A POSSIBLE ELECTRICAL MALFUNCTION WAS INVESTIGATED BY TROUBLESHOOTING THE SPEED
CONTROL LOGIC AND TROUBLESHOOTING EFFORTS DID NOT IDENTIFY ANY EQUIPMENT
PROBLEMS . TME TWO SURVEILLANCES WERE REVIEVED FOR POSSIBLE INTERACTION EFFECTS.
ALTHOUGH SVI-N31+T1181, *"MAIN TURBINE VALVE EXERCISE TEST®, COULD MAVE PROVIDED
MORE OETAIL FOR ADJUSTING CONTROL VALVE POSITION, THE OPERATOR'S CHOSEN METHODS
WOULD NOT MAVE INITIATED THE RPS ACTUATION AND INTERACTION BETWEEN THE
SURVEILLANCES WAS NOT FOUND, CONTROL ROOM AND I14C PERSONNEL WERE INTERVIEWED AND
THE EXACT ACTIONS PERFORMED PRIOR TO THME SCRAM SIGNAL VERE REVIEWED. ALTHOUGH
NONE OF THE INDIVIDUALS COULD DISTINCTLY REMEMBER DEPRESSING OR INADVERTENTLY
TOUCHING THE CLOSE VALVES BUTTON, THIS ACTION WOULD MAVE CAUSED THE TSV 710 CLOSE
AND A SCRAM TO OCCUR. THE CLOSE VALVES CONTROL BUTTON 1S LOCATED IN CLOSE
PROXIMITY TO THE LOAD SET BUTTON AND WAS OBSERVED TO BE LIT FOLLOWING THE SCRAM.

[149) PERRY 1 DOCKET 50-6440 LER 91-003
PERFORMANCE OF INADEQUATE PROCEDURE RESUVLTS IN MAIN STEAM LINE DRAIN ISOLATIONS.
EVENT DATE: 010691 REFORT DATE: 020491 NSSS: GE TYPE: BWR

(NSIC 220923) ON JANUARY 6, 1991 AT 1311, THE PERFORMANCE OF AN INADEQUATE
PROCEDURE RESULTED IN MAIN STEAM LINE DRAIN ISOLATIONS. CONTROL ROOM OPERATORS
WERE IN THE PROCESS OF RESTORING FEEDWATER MEATER &A TO SERVICE IN ACCORDANCE
WITH SYSTEM OPERATING INSTRUCTION (SOI-N27) "FEEDWATER SYSTEM (UNIT ONE)."™ AT
1257, THE CONTROL ROOM OPERATORS BYPASSED THE TRIP FUNCTIONS FOR ALL FOUR MAIN
STEAM LINE (MSL) RADIATION MONITORS AND, IN ADDITION, PLACED THE NSSSS MSL DRAIN
ISOLATION LOGIC TEST SWITCHES TO THE "TEST" POSITION. THE RESULTING LOGIC
CONFIGURATION RESVULTED IN THE GENERATION OF ISOLATION SIGNALS TO THE INBOARD AND
OUTBOARD MSL DRAIN ISOLATION VALVES. THE ROOT CAUSE OF THIS EVENT 1S PROCEDURE
DEFICIENCY. SOI-N27 INSTRUCTS OPERATORS TO PERFORM APPLICABLE STEPS OF
APPROPRIATE SURVEILLANCE INSTRUCTIONS TO BYPASS THE MSL RADIATION MONITORS.
THESE SURVEILLANCE INSTRUCTIONS ARE USED TO MEET TECKNICAL SPECIFICATION
SURVEILLANCE REQUIREMENTS AND DO CONTAIN STEPS THAT IN EFFECT "BYPASS"™ MSL
RADIATION MONITOR TRIP FUNCTIONS; MOWEVER, THESE STEPS ARE NOT READILY
DISCERNIBLE OR PLACED IN A SPECIFIC SECTION SEFARATED FRCM OTHER NON-APFLICABLE
STEPS. AS A RESULT, THE CONTROL ROOM PERSONNEL MAD TO DETERMINE, WITHOUT
PROCEDURAL GUIDANCE, THE "APPLICABLE STEPS"™ TO BE PERFORMED. TO PREVENT
RECURRENCE, S0I~N27 1S BEING REVISED TO INCLUDE OR REFERENCE THE APPROPRIATE
STEPS TO BYPASS THE MSL RADIATION MONITORS.

[150) PILGRIM 1 DOCKET 50-293 LER 87-002 REV 01
UPDATE ON LOGIC SYSTEM FUNCTIONAL TEST PROCEDURAL INADEQUACIES.
EVENT DATE: 012387  REPORT DATE: 013191 NS§S: GE TYPE: BWR

VENDOR: GENERAL ELECTRIC CORP. (NUCLEAR ENG DIV)

(NSIC 220843) ON 1/23/87 DURING AN EXTENDED OUTACE, CERTAIN INADEQUACIES
INVOLVING LOGIC SYSTEM FUNCTIONAL TEST (LSFT) PRCCEDURES WERE DISCOVERED. THE
DISCOVERY RESULTED FROM A COMPREMENSIVE ASSESSMENT OF THE CONPLETENESS AND
TECHNICAL ADEQUACY OF LSFT PROCEDURES THAT WAS PROMPTED BY FINDINGS IDENTIFIED IN
NRC INSPECTION 50-293/86-21. THE ROOT CAUSE WAS THE PREVIOUS INTERPRETATION OF
TECH SPECS REQUIREMENTS FOR LSFT. WHMHEN THE ORIGINAL TECH SPECS WERE APPROVED,
THE APPROACH FOR INTERPRETING FUNCTIONAL TEST REQUIREMENTS WAS CONSISTENT WITH
EXISTING (C.1972) INDUSTRY PRACTICE. THE ASSESSMENT APPLIED A MORE CONSERVATIVE
INTERPRETATION OF LSFT REQUIREMENTS THAT MORE CLOSELY REFLECTS CURRENT INDUSTRY
PRACTICE. CORRECTIVE ACTION TAKEN CONSISTED OF REVISING (THEN) EXISTING
PROCEDURES AND/OR WRITING NEW TEST PROCEDURES, TME PROCEDURES WERE TMEN
PERFORMED PRIOR TO REFUELING, AND PRIOR TO STARTUP AND DURINC SUBSEQUENT
OPERATION, CORRECTIVE ACTION ALSO INCLUDED A CHANGE TO TECH SPECS THAT
LENJTHMENED THE LSFT INTERVAL TO ONCE PER 18 MONTHS. LONG TERM CORRECTIVE ACTION
INCLUDES A STUDY FOR POSSIELE HARDWARE IMPROVEMENTS RELATED TO TESTS (E.G. LSFT)
THAT INVOLVE THE INSTALLATION OF JUMPERS, BLOCKING RELAY CONTACTS, LIFTING WIRES,
2: ;ng?%Q?Y?L g? FUSES. THIS REPORT IS SUBMITTED IN ACCORDANCE WITH 10 CFR

. 1B,



"

.

EVEN
PERS }

REV

HAVE

ITNE
VURGENT

r
!

1
i

THE
GF

:

Al

i

UNIT
v

v

NCE

GENERATEL
THE

FOR
FAILURE
REGULATION
CEL
ACTU!

OPER/
REVEALED

NE
SHIE]
ENERATE
INVEST
REFERE
STATIONARY
SINCE

NEED
CIR(

A"‘ (';lhj
L
CH OPERATING
BUT
THE
OF
THE
WE
G
AN
TWO
THE
5C
SYSTEM

r

WERE REPL/

OWER
REACTOR

BEI]

TKE SECOND
T0 THE

OF

EA

UGE

BOTH
1
Ml

N

ENTS

THE FIRST FAILURE
SE

/LD HAVE
DOCKET

RESS
THE
THA1
e

DE

.S

|

OF EVENTS

OF

DPOCKE"
ON SYSTEM.

1
TE
PAINTING,
ON
ADL
NSSS
D
SYSTEM

:

ARE
MC
VENTILATION
SKO
WAS

G

UV

AFTER
(

wy

v

ﬁh;
T
i
ITKE REACTOR

Y
-
P !

STATIONARY GRIPPER

ESTIN

N RESPON

Al

BE APPLIED TO
VERTENT

v

REVEALE

FAILED
ALARM CIRCULT.

RRENT

!

SEQUENCE

TECT

IN
THE
VLD
¢
CL
A
L

THE CAUSE

IREMENTS
EVERY
(\l
BEING
F[‘(.[ 2 A
PR
HAD
Wou
INTO
IN

A

THE

qTTL
I1HAT

REACT

ON
NO

INITIATED

TESTING
RE
ATTENDANT
TE
18D
FAILURE

OR
RATE TRIF

WERE
" AT
|

THAT

VRVEILLANCE REQUIREN

AFTEF
RELE
-( }v' :_.
£

'

RESS
BEEN

VX

TESTS
AP
AUA
HE!
FL\

i
ONNECTION

MAVE
REP(
THE
GENT

C

FINE
PENT
ATIVE
Ul
K

«

TYPE

GE

NSES

LLOWINC

UNI]

THE
FERABLE F(

f
o

.

1989

28,
DECLARED

EMBER
WAS
ELUGE SYSTEM

NOY

ON

3

.
.

HE MPC)
THE

WERI
OF 1
BY

PERSONNEL

0T CAUSE
AFFECTEL

TURBINE

WHILE OPERATING

SERVICE

THE KC
EQUIPMENT

THE VARIOUS

4 1
ML

CCURRED

SYSTEM

—

-

i
-
ad

ol

ey
Ao

£
REY

SERVIC
IWURE
AND

Al
CREASE!L

'
|

DTENT

BE

W1




M

SPE

M

E
ME

i

RETS

v
|

ad

&
-
v >
O
3 >
-
e
o

Z
.=
e
G <&
-0
L
x e
<« n
p "
-
>
[* Ay SN
e g
e T
Z
i >
=
o
~
o
e
Y
>
>
—
e
o ld
-
-
-
- lad
4
-~
- X
e 0w
o<
-
o
< O
-
&
U
Q oz
i D=

P

-
o ]
- &
i Z
o
&<k L
L
N e
ad
o O
W L
B ove e
-
o
ad X e
EL Fe b
WO E
e 0
- —
3 7
L
-t o
v‘.‘v'.
b v
e tad
) e
e v

- "
vl o~ 5

¢
) -
<L b=
et wad
-~ b
-

= -
&
» X N
< -
-
. g
)
WAy
mo

BWR

-

-<

DOWN

NU

THE ¢

” 4
AS IN

b

i
(o

{ HVAC)

TEM

had

.

NTRAT

el
= o
o
-
oJd
O
& &
-
<O
)
—
» T
O B
- &
N O
L 8
o
- o
wald
ol ow
T
e e
z O
oo
) 03
) 2
[TV
b
O
bl T
v
—

st
n
e O
> Ll
[T
-
=
g >
a—
O ec
< O
o <
o9
oL
S lad
e >
L we
£
[T
>
wad
ad
r
e
-
|
x
o
i U0
—
Wi .3
o
)
> &
(79
i X
& b
2
SR e
[P
Q. &

-
L




[157) QUAD CITIES 1 DOCKET 50-254 LER 90-033

ESF ACTUATION WHEN A STANDY GAS TREATMENT AUTO START AND REACTOR BUILDING VENTS
ISOLATED DUE TO COMPONENT FAILURE.

EVENT CATE: 122390 REPORT DATE: 012191 NSSS: GE TYPE: BWR

OTHER UNITS INVOLVED: QUAD CITIES 2 (BWR)

VENDOR: GENERAL ELECTRIC CO.

(NSIC 220964) ON DECEMBER 23, 1990, UNIT ONE WAS IN COLD SHUTDOWN FOR A REZFVELING
OUTAGE AND UNIT TWO WAS IN THE RUN MODE AT 97 PERCENT OF RATED CORE THERMAL
POWER. AT 0754 HOURS, THE FOLLOWING ALARMS ANNUNCIATED IN THE CONTROL ROOM:
(=16, FUEL POOL CHANNEL "A"™ DOWNSCALE; HW~-3, RX BLDG VENT CHANNEL "B"™ KI NI RAD;
B-18, RX BLDG VENT STACK LOW FLOW; AND D-3, CONTROL ROOM VENT ISOLATED. IN
ADDITION, STANDBY GAS TREATMENT (SBGT) AUTO STARTED. REACTOR BUILDING AND CONTROL
ROOM VENTILATION (HVAC) ISOLATED AND THE DRYWELL TO TORUS PURGE FANS TRIPPED. AT
1028 HOURS, AN EMERGENCY NOTIFICATION SYSTIM (ENS) PHONE CALL WAS MADE AS
REQUIRED BY 10CFR 50,72(B)(2)(II). THE APPARENT CAUSES FOR THIS EVENT WERE A
ELOWN FUSE FOR THE CONTROL ROOM KVAC ISOLATION LOGIC AND A BURNT OUT COIL FOR THE
REACTOR BUILDING VEN. ISOLATION RELAY. AFTER REPAIRS WERE MADE, THE AFFECTED
SYSTEMS AND COMPONENTS WERE SUCCESSFULLY TE: ED, RETURNED TO THEIP NORMAL
CONFIGURATION, AND RESTARTED BY 1905 HOURS. THIS REPORT 1S SUBMITTED IN
ACCORDANCE WITK 10 CFR 50.73(AX(2)CIV).

{158] QUAD CITIES 1 DOCKET 50-254 LER 90-034
?:gyékrgg:LATIDN OF CONTROL ROOM WVAC DUE TO MISINTERPRETATION OF THE C1 ANALYZER
EVENT DATE: 122390 REPORT DATE: 012191 NSSS: GE TYPE: BWR

OTHER UNITS INVOLVED: QUAD CITIES 2 (BWR)

(NSIC 220972) ON 12/23/90, UNIT ONE WAS IN THE SHUTDOWN MODE FOR A REFUELING
OUTAGE AND UNIT TWO IN THE RUN MODE AT 96 PERCENT OF RATED CORE THERMAL POWER.
AT 2055 MOURS, AN OPERATOR REPORTED DURING KIS KOUNDS THAT A HIGH CHLORINE
CONCENTRATION INDICATION EXISTED. THE CONTROL ROOM VENTILATION (HVAC) WAS
MANUALLY ISOLATED WHICH IS5 AN ENGINEERED SAFETY FEATURE (ESF) ACTUATION, AT 2330
HOURS, AN EMERGENCY NOTIFICATION SYSTEM (ENS) PHONE CALL WAS COMPLETED PER 10CFR
SO.72(BI(2)(IXI). ON 12731/90, THE IM'S DETERMINED THE HIGH CONCENTRATION READING
WAS ACTUALLY AN INSTRUMENT ERROR CODE, AND THE INDICATED CHLORINE CONCENTRATION
HAD BEEN WELL BELOW THE TRIP SETPOINT. THE CAUSE OF THE EVENT WAS A MANUAL ES®
ACTUATION DUE TO A MISINTERPRETATION OF THE C1 ANALYZER INDICATION. TKE
UNDICATION WAS BELIEVED TO BE A MIGH CHLORINE CONCENTRATION. IT WAS LATER
JISCOVERED THAT A HIGH CHLORINE CONCENTRATION WAS NOT PRESENT. IT IS UNKONWN

"7 CAUSED THE ALARM WHICH WAS BELIEVED TO BE A NIGH CHLORINE CONCENTRATION., AS

... OF CORRECTIVE ACTION, THE MANUFACTURER WAS CONTACTED AND AN INSPECTTON OF
THE SYSTEM WAS COMPLETED. THE INSPECTION RESULTS ARE PENDING. A REVISED REPORT
:ILL BE SglMiSTED. THIS REPORT IS SUBMITTED IN ACCORDANCE WITH 10CFR

0.73C(AX(2XCIV).

[159) QUAD CITIES 1 DOCKET 50-2564 LER 90-032
DIFSEL FIRE PUMP OUT OF SERVICE GREATER THAN 7 DAYS FOR PERSONNEL PROTECTION TO
PERFORM INSPECTION.

EVENT DATE: 122490 REPORT DATE: 012391 NSSS: GE TYPE: BWR

OTHER UNITS INVOLVED: QUAD CITIES 2 (BWR)

(NSIC 27985%) AT 1070 HCURS ON DECEMBER 2&, 1990, UNIT ONE WAS IN THE SHUTDOWN
MODE AT 0 PERCENT OF RATED CORE THERMAL POWER AND UNIT TWO WAS IN THE RUN MODE AT
97 PERCENT OF RATED CORE THERMAL POWER. AT THIS TIME, THE TECHNICAL
SPECIFICATION 3.12,B.2 SEVEN DAY REPORTING CRITERIA FOR AN INOPERABLE FIRE PUMP
(P) (K) WAS EXCEEDED. THE 1-2A DIESEL FIRE PUMP MAD BEEN TAKEN OUT-OF-SERVICE
(00S) ON DECEMBER 17, 1990 FOR PERSONNEL PROTECTION SO AN INSPECTION OF THE UNIT
1 CIRCULATING WATER PUMP (P) INTAKE BAY COULD EE PERFORMED., THE INSPECTION HAD
BEEN COMPLETED BUT THE FIRE PUMP WAS NOT RETURNED TO SERVICE BEFORE THE SEVEN DAY
TIME ALLOTMENT HAD EXPIRED. THE 1-2A DIESEL FIRE PUMP WAS SUCCESSFULLY TESTED
AND RETURNED TO SERVICE ON DECEMBER 24, 1990, AT 1940 HOURS. CORRECTIVE ACTIONS
WILL INCLUDE A REVISION TO QOS 4100-07 AND INCLUDING ANY OUT-OF-SERVICE DIESEL



FIRE PUMP ON THE PLAN OF THE DAY. THKIS REPORT IS BEING SUBMI

AN

STATION TFCHNICAL SPECIFICATIONS 3.12.B.2 AND 6.3.A.1

(160) QUAD FITIES 1 POCKET 50-254

PARTIAL GROUP I1I ACTUATION FROM FUSE REMOVAL FOR 008 WORI

EVENT DATE: 010591 REPORT DATE: 02069 NSSS: GE

(NSIC 220975) ON 175791, AT 1820 HOURS, UNIT ONE WAS IN THE SH

OF RATED CORE THERMAL POWER. AT THAT TIME SEVERAL FUSES (FU

OF AN OUT OF SERVICE (008). PULLING THESE FUSES CAUSED S !
CONTAINMENT ISOLATION VALVES (ISV) TO CLOSE IN ADDITION TO THOSE ADI
00S, WHICH CONSTITUTES A PARTIAL GROUP II ISOLATION. AFTER AN EV
DETERMINE THE CAUSE OF THE ACTUATION, THE FUSES WERE REINSERTED )
VALVES WERE REOPENED. FURTHER CORRECTIVE ACTIONS WILL INCLUDE MORE D
REVIEW OF EGUIPMENT OUT OF SERVICE REQUESTS., ON JANUARY 10, 1991
UNIT ONE WAS IN THE REFUEL MODE. AT THAT TIME, CONDUIT CONTAINING

A N9

DRYWELL FLOOR DRAIN SUMP DISCHARGE ISOLATION VALVE LIMIT ‘\ZTCHE» k
MOVEMENT OF A CHAFFED WIRE INSIDE THE CONDUIT CREATED AN ELECTRIC
CAUSED A FUSE TO BLOW. TH1S CAUSED TWO OF THE SAME VALVES TO S
AFFECTED IN THE JANUARY 5 EVENT, WHICH CONSTITUTED ANOTHER PARTIAL
ISOLATION. THKE FUSE WAS REPLACED AND THE AFFECTED VALVES WERE R
CORRECTIVE ACTIONS WILL INCLUDE REPLACEMENT OF THE CHAFFED WIRE PR
RESTORING THE SYSTEM TO SERVICE. THIS REPORT IE& BEING SUBMITTED
WITK 10CFRSO.73(AX(2)CIV),

{161] QUAD CITIES 2 DOCKET 50-265 L
UNIT SCRAM FROM IRM~-13 AND 16 HIGH~HIGH DUE TO PERSONNEL INATTENT
EVENT DATE: 102790 REPORT DATE: 1128%0 NSSS: GE T

E

~

R 90
10}
PE

Y BWR

(NSIC 221047) ON 10-27/9C AT 1559 HOURS. UNIT TWO REACTOR SCRAMMED FROM
INTERMEDIATE RANGE MONITORS (IRM) 13 AND 16 HIGH-HIGH SICNALS. THE STATION WAS
IN THE PROCESS OF RETURNING TO NORMAL OPERATION FOLLOWING THE DIJUO‘TXNshT ON OF
A TURBINE TORSIONAL TEST,. WHILE REDUCING REACTOR PRESSURE TO RETURN THE TURBINE
ELECTRO-HYDRAULIC CONTROL (EHC) SYSTEM TO NORMAL, THE NUCLEAR STATION OPERATION
(NSO) DID NOT REALIZE THE REACTOR HAD GONE SUBCRITICAL. AS REACTOR PRESSURE
DECREASED BELOW 800 PSIG, THE NSO BEGAN WITHDRAWING CONTROL RODS TO INCREASE
REACTOR PRESSURE. THE ROD WITHMDRAWALS RESULTED IN A SHORT PERIOD AND THE IRM
SCRAM. THE PRIMARY CAUSE OF THE EVENT WAS PERSONNEL ERROR, CONTRIBUTING CAUSES
WERE INEFFECTIVE COMMUNICATIONS AND MANAGEMENT OVERSIGHT, INSUFFICIENT TRAINING,
AND THE ON-SITE REVIEW PROCESS. CORRECTIVE ACTIONS COMPLETED INCLUDED AN
IN-DEPTH DISCUSSION OF THE EVENT, ADDITIONAL MANAGEMENT OVIURSIGHT, REMEDIAL
TRAIN:ZNG, AND AN INDEPENDENT IN-DEPTH INVESTIGATION OF THE EVENT. FURTHER
CORRECTIVE ACTIONS WILL INCLUDE: TRAINING ON THIS EVENT DURING LICENSE
REQUALIFICATION, PROCEDURE ENMANCEMENT, PERSONNEL COUNSELING, ASSESSMENT OF
REACTIVITY MANAGEMENT TRAINING, COMMUNICATIONS ENNANCEMENT, PRCCEDURALIZED
TURN=-OVER CHECKLISTS, AND A COMMITTEE TO RAPDRESS PROCEDURE ADHERENCE. THIS
REPORT IS BEING SUBMITTED IN ACCORDANCE WITH 10CFR 50.73CAXC2)CIV).

62 QUAD CITIES 2 DOCKET 50-265 LER S0-013

RI LEVEL BELOW TECHNICAL SPECIFICATION LIMIT DUE TO PROCEDURE DEFICIENCY

VENT DATE: 121490 REPORT DATE: 011491 NSSS: GE TYPE: BWR
(NSIC 220701) ON 12714790, AT 2015 HOURS, UNIT TWC WAS IN THE RUN MODE AT 98X OF
RATFO CORE THERMAL POWER. AT THIS TIME, ThE SKIFT ENGINEER (SE) NOTICED THAT
SUT'PRESSION POOL (TORUS) LEVEL WAS LOW. PROCEDURE QOS 2300-1, HPCI MONTHLY AND
QUARTERLY TEST, WAS IN PROGRESS AND REQUIRED THE SUPPRESSION POCL LEVEL BE
REDUCED AS A PREREQUISITE. AFTER REFERRING TO THE GRAPM OF SUPPRESSION POOL
LEVEL VERSUS DRYWELL TO SUPPRESSION CHAMBER DIFFERENTIAL PRESSURE GRAPH, IT WAS
DISCOVERED THAT LEVEL WAS BELOW THE TECHNICAL SPECIFICATION REQUIRED LEVEL A
LEVEL INCREASE WAS IMMEDIATELY INITIATED AND AT 2045 HOURS WAS WITHIN THE
ACCEPTABLE LIMITS. DUE TO THE SEFPRESSION FOOL LOW LEVEL, TECHNICAL
SPECIFICATION 3.9 WAS ENTERED. THE CAUSE OF THIS EVENT WAS DETERMINED TO BE DUE
TO A PROCEDURE DEFICIENCY THE PRVVEU;“E STATED TO MAINTAIN SUPPRESION POOL

AN Ma J




LEVEL WITHIN TECKNICAlI SPECIFICATION LIMITS; HOWEVER, IT DID NOT REFER THE
OPERATOR TO THE GRAPH THAT WAS TO BE UTILIZED TO ENSURE CDWF»!’NFE WITH THE
LE&Y]F[*!-I A CONTRIBUTING CAUSE WAS PERSONNEL ERROR THE NUCLEAR STATICN
OPERATOR (NSO), WAS AWARE OF THE TECHNICAL \ti(tFlC!LIJN L MIT, HOWSVER, HKE 21D
NOT C:’\Ifip THE EFFECT THAT THE DIFFERENTIAL PRESSURE ULD HAVE ON LEVEL
CORRECTIVE L(IZL'G WILL INCLUDE TRAINING, AND PRCCF[.FES [Nhﬂhf!”l\l. THIS
REPORT 1S BEING SUEBMITTED IN ACCORDANCE WITH 10 CFR S50.73C(AX(R2)(I)(B).

{163) QUAD CITIES 2 DOCKET 50-265 LER 90~014

TORUS LEVEL SIGHTCLASS LEFT VALVED IN DUE TO PERSONNEL ERROR CAUSING A
CC "\I‘ML T INTEGRITY VIOLATION,.
EVENT DATE: 122090 REPORT DATE: 012191 NSSS: GE TYPE: BWR

(NSIC 220748) ON DECEMBER 20, 1990, AT 0500 HOURS UNIT TWO WAS IN THE RUN MODE AT
94 PERCENT OF RATED CORE THERMAL POWER., OPERATING PERSONNEL DETERMINED THAT A
PRIMARY CONTAINMENT VIOLATION EXISTED BECAUSE THE TORUS LEVEL SIGHJ/CLASS WAS LEFT
VALVED IN SINCE 0040 HOURS ON DECEMBER 17, 1990. THE VALVING ERROR WAS CORRECTED
UPON DISCOVERY. THE SIGHTGLASS IS8 NOT SEISMICALLY QUALIFIED AND THEREFORE CANNOT
FUNCTION AS A CONTAINMENT BOUNDARY. AN EMERGENCY NOTIFICATION SYSTEM (ENS) PHONE
NOTIFICATION WAS COMPLETED AT 0558 HOURS UNDER 10CFR50.72(B)(1)(I)(B). AFTER
FURTHER REVIEW, THE ENS SHOULD MAVE BEEN COMPLETED IN ACCORDANCE WITH
10CFR50.72(BX(1)(IIX(B), THE CAUSE OF THIS EVENT WAS PERSONNEL ERROR DURING A
VALVING EVOLUTION. ALTHOUGH NOT CONTRIBUTING CAUSES TO THIS EVENT, INCORRECT
LABELING OF THE SIGHTGLASS, AND POOR LIGHTING IN THE AREA WERE FOUND. CORRECTIVE
ACTION WILL INCLUDE ENMANCING TRAINING AND STRESSING THE IMPORTANCE OF PERFORMING
ADEQUATE INDEPENDENT VERIFICATIONS. A DISCUSSION WITH THE INDIVIDUALS INVOLVED
WILL BE HELD AND DISCIPLINARY ACTION WILL BE CONSIDERED. FURTHER CORRECTIVE
ACTION WILL BE TO CORRECT THE LACK OF LABELING AND LABELING ERRORS, AND
INVESTIGATE THE NEED FOR ADDITIONAL LICGHMTING NEAR THE SIOCHTGLASS. THIS REPORT IS
BEING SUBMITTED AS REQUIRED BY 10CFRS0.73C(AX(2)C(IIX(B).

{164] QUAD CITIES 2 DOCKET 50-265 LER 90-015
HPCI STEAM DRAIN LINES AND SUPPORTS FOUND OUTSIDE FEAR COMPLIANCE DUE TO AN
INADEQUATE ORIGINAL SEISMIC EVALUATION,

EVENT DATE: 122190 REPORT DATE: 0121919 NSSS: GE TYPE: BWR

(NSIC 220750) ON DECEMBER 21, 1990 AT 1030 HOURS, UNIT TWO WAS IN THE RUN MODE AT
APPROXIMATELY 96 PERCENT OF RATED CORE THERMAL POWER. AT THIS TIME, SARGENT AND
LUNDY (S&L) INFORMED THE STATION THAT THE UNIT TWO HIGH PRESSURE COOLANT
INJECTION (HPC1l) STEAM LINE DRAIM PIPING AND SUPPORTS DID NOT MEET THE FINAL
SAFETY ANALYSIS REPORT (FSAR) ALLOWABLES FJOR THERMAL AND SEISMIC LOADINGS.
OPERABILITY WAS VERIFIED FOR UNIT TWO, THUS NO IMMEDIATE ACTION WAS REQUIRED BY
THE STATION. AN EMERGENCY NOTIFICATION SYSTEM (ENS) PHONE NOTIFICATION WAS
COMPLETED AT 1058 HOURS AS REQUIRED BY 10CFRS50.72(BX(1)(II)(B). THE CAUSE OF
THIS EVENT IS DUE TO AN INADEQUATE ORIGINAL SEISMIC EVALUATION OF THE DRAIN LINE.
CORRECTIVE ACTIONS FOR THIS EVENT ARE TO INSTALL ADDITIONAL SUPPORTS TO COMPLY
WITH FSAR THERMAL AND SZISMIC ALLCWABLES. THE UNIT ONE HPCYI STEAM LINE DRAIN
PIPING AND SUPPORTS WERE ANALYZED AND FOUND TO MEET FSAR ALLOWABLES. TKIS REPORT
IS BEING SUBMITTED IN ACCORDANCE WITH 10CFRSC.73CAX(2)(IX)(B).

{165)] QUAD CITIES 2 DOCKET 50-265 LER 91-001%

HPCI DECLAPEW INOPERABLE DUE TO SIGNIFICANT VALVE PACKING LEAK OF MOTOR OPERATED

VALVE MO 3~;3CW'.

EVENT CﬁTE 010291 REPORT DAT 013091 NS§SS: GE TYPE: BWR

OTHER UNITS INVOLVED: QUAD CITI ES I (BWR)

VENDOR: CRANE PACKING CO.

(NSIC 220979) ON JANUARY 2, 1991, AT 0163 HOURS, UNIT TWO WAS IN THE RUN MODE AT

92 FzFCENi RATED CORE THERMAL POWER. WHILE ON ROUNDS., AN EQUIPMENT ATTENDANT
(EA) DISC VEFE’ A SEVERE PACKING LEAK ON THE HIGH PRESSURE COOLANT INJECTION
HPCI) T1 nﬁ (TRB) STEAM SUPPLY ISOLATION MOTOR OPERATED (MO) VALVE (ISV)

2301~-5 Z“‘ NUCLEAR STATION OPERATOR (NSO) CLOSED THE VALVE. HPCI WAS

o
™

LARED INOPERABLE AND AN OUTAGE REPORT WAS INITIATED MECHANICAL MAINTENANCE



(MM) REPLACED THE PACKING ON THE VALVE AND DETERMINED A STEAM CUT IN THE VALVE
STEM HAD WORN THE PACKIKG AWAY AT 2005 HOURS, JANUARY 3, 1991 THE HPCI
MA-2-2301-5 VALVE WAS SUCCESSFULLY TESTED AND DECLARED OPERABLE THE UTAGE
REPORT WAS TERMINATED. CORRECTIVE ACTIONS INCLUDE REPAI PX~J AND/OR REPLACING THE
VALVE STEM. NRC NOTIFICATXCN OF THE EVENT VIA THE EMERGENCY NOTIFICATION SYSTE
(ENS) PHONE WAS MADE AT 0407 HOURS, JANUARY 2, 1991, TO COMPLY WITH THE
REQUIREMENTS OF 10CFRS0 ?B\Ell::klli‘(ﬁi. THIS REPORT IS BEING SUBMITTEI N
ACCORDANCE WITH 10CFRS0.73C(AX(2)(VI(D)

[16€) RANCHO SECO DOCKET 50-3 LER & 03
EXCEEDING THE DESIGN BASIS OF THE PLANT DUE TO EXTREME L“n OUTSIDE TEMPERATURES
EVENT DATE: 122790 REPORT DATE: 011791 NES5S: BW TYPE: PWR

(NSIC 220706) THE MINIMUM DESIGN TEMPERATURE AT RANCHO SECO IS 19F (DRY BULB).

ON DECEMBER 22, 1990, FROM APPROXIMATELY 0300 MOURS, TO 0900 HOURS, THE OUTDOOR
TEMPERATURE, AT THE SITE DROPPED BELOW THE 19F DESIGN BASIS TEMPERATURE TO AS LOW
AS 15F. SYSTEM WALKDOWNS DETERMINED THAT, WITH THE EXCEPTION OF FIRE SUPPRESSION
ZONE 35A, ALL REQUIRED PLANT SYSTEMS WERE SUITABLE FOR CONTINUED USE AND CAPABLE

OF FULFILLING THEIR FUNCTION IN THE LONG-TERM DEFUELED CONDITION APPROXIMATELY
75 LEAKS WERE IDENTIFIED, HOWEVER, THE DAMAGE DID NOT AFFECT THE ABILITY OF THE
AFFECTED SYSTEMS TO PERFORM THEIR INTENDED FUNCTION THE DISTRICT FORMEDL TEAMS
T0 CONDUCT SYSTEM WALKDOWNS AND DOCUMENT ALL SICNS OF LEAKAGE OR PHYSICAL DAMACE
TO PRESSURE BOUNDARY PARTS DAMAGE IS BEING CORRECTED, AS APPR ‘R’”‘E USING THE
WORK REQUEST PROCESS. 1IN ADDITION, A 2 GPM LEAK FROM THE RHDLAS E SYSTEM RAN
INTO A STORM DRAIN RESULTING IN A MINOR OFFSITE RELEASE OF RADIOACTIVE

LIQUID.
AS REQUIRED BY THE FIRE PROTECTION PLAN, THE SHIFT SUPERVISOR IMPLEMENTED
COMPENSATORY MEASURES FOR FIRE SUPPRESSION ZONE 35A. ENGINEERING EVALUATE THE
EFFECTS OF THE REDUCED TEMPERATURES TO DETERMINE IF ADDITIONAL PHYSICAL WORK IS
REQUIRED FOR AFFECTED PLANT SYSTEMS. THKE EXTREME LOW TEMPERATURES DID NOT RESULT
IN AN UNREVIEWED SAFETY QUESTION THERE WERE NO HEALTH OR SAFETY CONSEQUENCES AS
A RESULT QF THIS EVENT.
L1671 RIVEREEND 1 LO’PLT 5045 LER 90-003 REV 02
UPDATE ON INADEQUATE THERMO-LAG FIRE BARRIER ENVELOPES tLFR~\H[!\) SAFE SHUTDOWN
CIRCUITS PER TS 3/4.7.7
EVENT DATE: 0206%0 REPORT DATE: 020491 NSSS: GE TYPE: BWR
(NSIC 220924) DURING THE PERFORMANCE OF SURVEILLANCE TEST PROCEDURE STP-000-36&C
ON 02706790 AND 02/708-90 WITK THE UNIT IN OPERATIONAL CONDITION 1 (FULL POWER
IT WAS FOUND T#AT SEVERAL MINOR DEFICIENCIES EXISTED IN THE THERMO~LAC FIRE
BARRIER ENVELOFES AROUND REDUNDANT SAFE SHUTDOWN CIRCUITS. THESE DEFICIENCIES
CONSISTED OF SMALL HOLES, CRACK3 AND UNFILLED SEAMS IN 1“E THERMO~LAG MATERIAL
A FIRE WATCHN HAD ALKREADY BEEN ESTABLISHED IN AREAS UTILIZING THERMO~LAG AS A FIRE
BARRIER. GSU IS CURRENTLY WORMING LZTH THE VENDCR TO RESCLVE THE IDENTIFIEL
DISCREPANCIEL WHICH OCCURRED DURING CONSTRUCTION AND THE “;FICIEN' T%LF*‘ LAG
BARRIERS, FIRE TESTS WERE CONDUCTED DURING NOVEMBER AND DECEMBER 1990 ON TYPICAL
CONFIGURATIONS OF INSTALLED BARRIERS USED IN THE PLANT REP IR VE{HCE& WERE
DEVELOPED WHERE APPLICABLE. THIS REVISION TO LER 90-G03 IS "fﬂITJLJ 70 PPOVIDE
THE RESULTS OF FIRE BARRIEY' TESTING. THE COMBINATION OF THE CABLE JACKET

PROPERTIES, THE CONTROL OF TRANSIENT \L“FL>IIE'ES THE USE 0O} %;PTF

IN THE PLANT, AND THE MINOF NATURE OF THE DEFECTS IN THE BARRIE

RS
ASSURANCE THAT PLANT SAFETY ANI THE HEALTH AND SAFETY OF THE PUBL
JEOPARDI ZED.

OCKET 50-458 LER § 00& REVN P
a - S AV e - - - AW
SAFETY FEATURE ACTUATIONS DUE T TRIPPING F TOPAZ
EPORT DATE 30% NSSS: GE PE 14
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3.6.10.1 VS, 3.6.11.1), THE ROOT CAUSE OF 1H: LISTED ASME CODE 2 AND 3 COMPONENT
LEAKAGCE HAS BEEN ATTRIBUTED TO EQUIPMENT FAILURE. THE EQUIPMENT FAILURE COMPONENT
SW LEAKS WERE THE RESULT OF ERQSION/CORROSION FACTORS. THE 11 RHR PUMP SUCTION
PRESSURE GAGE TUBING FAILURE WAS THE RESULT OF METAL FATIGUE. THE COMPONENTS
WHICH EXMIBITED LEAKAGE WERE DECLARED INCPERABLE IN ACCORDANCE WITH TECH SPECS.
THE COMPONENTS WERE NOT DECLARED OPERABLE UNTIL COMPLETION OF REPAIRS, WHICH WERE
DONE IN ACCORDANCE WITH THE ASME CODE FOR CLASS CODE COMPONENTS. THE REQUIREMENTS
OF THME TECH SPECS WERE COMPLIED WITH IN ALL CASES. AN ONGCOING PROGRAM, AT SALEM
GENERATING STATION, FOR THE UPCRADE OF SERVICE WATER SYSTEM PIPING IS CONTINUING.
THE SCOPE AND PRIORITIZATION OF PIPE REPLACEMENT 1S REVIEWED AND MODIFIED, AS
?P?g!gégg:i BASED UPON ROUTINE INSPECTION ACTIVITIES AND THE LEAKS IDENTIFIED IN
" .

£1773 SALEM 2 DOCKET 50-311 LER 90-029 REV 01
UPDATE ON LOSS OF BOTH STEAM GENERATOR FEEDWATER PUMPS DUE TO INADEQUATE
PREVENTIVE MAINTENANCE.
EVENT DATE: 062890 REPORT DATE. 013091 NS8S: WE TYPE: PWR
VENDOR: ADD EON INC.

BROWN BOVERI

(NSIC 220939) AT 0032 HOURS ON 6/28/90. DURING SALEM UNIT 2 POWER ASCENSION
OPERATIONS, A REACTOR TRIP OCCURRED FOLLOWING THE LOSS OF BOTH STEAM GENERATOR
FEEDUATER PUMPS (SGFPS) RESULTING FROM FAILURE OF CTF 4160-480-277 VOLT
TRANSFORMER. DUE TO THE LOSS OF BOTH SGFP'S "LOW STEAM GENERATOR LEVEL
COINCIDENT WITH STEAM FLOW/FEED FLOW MISMATCH®™ HAD OCCURRED CAUSING THE REACTOR
TRIP. A MAIN STEAMLINE ISOLATION WAS MANUALLY INITIATED TO REDUCE AN EXCESSIVE
COOLDOWN RATE FOLLOWING THE REACTOR TRIP. MAIN STEAM ISOLATION VALVES (MSIVS) 21
AND 264MS167 DID NOT CLOSE ON THE INITIAL ATTEMPT; HOWEVER, THE OPERATOR AGAIN
DEPRESSED THE MAIN STEAMLINE ISOLATION PUSHB'TTONS (THIS TIME FOR AN EXTENDED
PERIOD) AND THE VALVES CLOSED, THE UNIT WAS STABILIZED IN MODE 3 (HOT STANDBY).
THE ROOT CAUSE OF THE TRANSFORMER FAILURE WAS INADEQUATE PREVENTIVE MAINTENANCE.
THE PREVENTIVE MAINTENANCE PROCRAM IS BEING REVISED TO PROVIDE ROUTINE,
DOCUMENTED INSPECTION AND CLEANING OF TRANSFORMER COILS. ALSO. THE ROUTINE
ELECTRICAL TRANSFORMER TESTING IS BEING REVISED TO INCLUDE LOW FREQUENCY-INDUCED
TEST AND CORONA DETECTION TO BETTER CHECK INSULATION AND INTEGRITY FOR INCIPIENT
FAILURES. INVESTIGATION OF TKE MSIV CLOSURE CONCERN REVEALED THE MSIV ISOLATION
LOGIC DID NOT MEET DESIGN BASIS AS PER IEEE STANDARD 279. THE MSIV CIRCUITRY WAS
MODIFIED ON SALEM UNITS 1 AND 2 TO RESOLVE THE IDENTIFIED CONCERNS.

{178] SALEM 2 DOCKET 50-311 LER 90~042
SERVICE WATER HEADER INOPERABLE DUE TO EQUIPMENT FAILURE.
EVENT DATE: 122090 REPORT DATE: 011891 NSSS: KE TYPE: PR

(NSIC 220722) ON 12/20/90, A SERVICE WATER (SW) SYSTEM THROUGH WALL LEAK ON THE
INLET PIPE TO THE NO. 21 COMPONENT COOLING (CC) PUMP ROONM COOLER (UPSTREAM OF THE
215W128 CC PUMP ROOM COOLER SW INLET VALVE) OCCURRED. SUBSEQUENTLY, NO. 21 SW
HEADER WAS ISOLATED TO STOP THE LEAK. WITH NO. 21 SW HEADER INOPERABLE. TWO (2)
CROUPS OF CONTAINMENT FAN COIL UNITS (I.E., NOS. 21 AND 22 CFCUS) AND THE NO. 21
CONTAINMENT SPRAY (CS) PUMP RCOM COOLER ARE MADE INOPERABLE (I.E.. NO SW COOLING
FLOW), WITH NO. 21 CS PUMP ROOM COOLER INOQPERABLE, THE NO. 21 CS PUMP IS
CONSIDERED INOPERABLE. SINCE TECHNICAL SPECIFICATION 3.6.2.3 ACTION B COULD 1NOT
BE MET, WITH TWO (2) GROUPS OF CFCUS AND ONE CS PUMP INOPERABLE, TECHNICAL
SPECIFICATION ACTION STATEMENT 3.0.3 WAS ENTLRED. ALSO, WITH BOTH HIGH HEAD
SAFETY INJECTION PUMPS INOPERABLL, THE TECHNICAL SPECIFICATION 3.5.2 ACTION
STATEMENTS DO NOT APPLY. ONE OF THE TRAINS KAD BEEN DECLARED INOPERAELE SOLELY
DUE TO AN INOPERABLE EMERGENCY POWER SUPPLY (MAINTENANCE OF 2B DIESEL GENERATOR);
THEREFORE, TECHNICAL SPECIFICATION ACTION STATEMENT 3.0.5 APPLIED. NO. 22
CENTRIFUGAL CHARGING PUMP (CCP) WAS INOPERABLE DUE TO INOPERABILITY OF THE NO. 21
SW HEADER AND NO. 21 CCP WAS DECLARED INOCPERABLE DUE TO INOPERABILITY OF THE 2B
DIESEL GENERATOR. PER THE TECHNICAL SPECIFICATION ACTION STATEMENTS, A UNIT
g:g{gggN WAS INITIATED. THE ROOT CAUSE OF THIS EVENT IS ATTRIBUTED TO EQUIPMENT



OCKET 50-311 LER 90~043
ATION LOST DUE TO EQUIPMENT FAILURE.
DATE: 011691 NSSS: WE TYPE: PWR

(NSIC 220723) ON 12 \T 0154 HOURS, DURING FULL POWER OPERATION, ALL CONTRO
ROOM ANALOG ROD POS NDICATC R IAPFZ) INDICATION kAS LOST. SUBSEQUENTLY
TECH. SPEC. 3.1.3.8 REVIEWED. TKE ACTION STATEMENTS DO NOT ADDRESS
INOPERABILITY “f MORE TH ONE ARPI; THEREFORE, TECH. SPEC. ACTION STATEMENT
3.0.3 WAS ENTERED. SL\ERAL OVERKEAD ALARMS WERE RECEIVED IN THE CONTROL ROOM
WHEN THIS EVENT OCCURRED. THE ROOT CAUSE OF THIS EVENT IS EQUIPMENT FAILURE )
CHART RECORDER'S RIBBON CABLE INSULATION WORE THROUGH TO 1TS WIRE, SUBSEQUENTL
SHORTING THE EXPOSED WIRE TO GROUND. THIS RESULTED IN THE OPENING OF THE AK
(NO. CB-1., A 2 AMP BREAKER) WHMICH REMOVED POWER TO THE ARFI INDICATORS. AT THE
TIME OF THE EVENT, A MAINTENANCE-I&C TECHNICIAN WAS INSERTING THE CHARIT F[( oF.DE
(LOCATED ON THE CONTROL ROOM CONSOLE) INTO ITS CHASSIS., THE CUT CABLE SUPPLIES
POWER FROM THE NO. 21 MISCELLANEOUS AC (MAC) 115 VAC DISTRIBUTION CABINEY NO. 36
BREAKER (15 AMPS) TO THE RECORDER. WHEN THE SHORT OCCURRED, THE NO. *« FRthEi
DID NOT TRIP OPEN; HOWEVER, THE CB~Y' BREAKER, LOCATED IN THE ARPI CABI1NEK
TRIFPED OPEN RESULTING IN THE LOSS OF ALL ARPI INDICATION. THE POWEF VI.
THE CB-1 BREAKER COMES FROM BREAKER NO. &1 (15 AMPS) ALSO LOCATED IR THE
MAC CABINET. THE CB-1 BREAKER WAS RESEY AND CLOSED TC RESTORE POWER Ti
INDICATORS AND TECH. SPEC. ACTION STATEMENT 3.0.3 WAS THEN EXITED

'™

Ef

1

n

{180] SALEM 2 DOCKET 50-311 LER B0-064
CONTAINMENT VENTILATION ISOLATION DUE TO EQUIPMENT/DESIGN CONCERNS
EVENT DATE: 122390 REPORT DATE: 012191 N5SS: WE I'7TPE: PWI

VENDOR: VICTOREEN INSTRUMENT DIVISION

(NSIC 220814) ON 12723790 AND 127264790, A CONTAINMENT PURGE/PRESSURE~VACUUM
RELIEF (CP/F~VR) SYSTEM ISOLATION SIGNALS (AN ESF FUNCTION) WERE RECEIVED THE
RADIATION MONITORING SYSTEM (RMS: CHANNEL WHICH GENERATED THE SIGNALS COULD NOT
BE IDENTIFIED. THE SUSPECT CHANNELS (2R12A AND 2R4G1C) WERE INSTRUMENTED WITH
STRIP CHARTS/RECORDERS SUCH THAT IF ANOTHER SIGNAL OCCURRED, IT WOULD BE
IDENTIFIED TO A SPECIFIC CHANNEL. THE CHANNELS WERE DECLARED CPERAELE AND
RETURNED TO SERVICE ON DECEMBER 27, 1990 AT 1102 MOURS. AFTER APPROXIMATELY TWO
{(2) WEEKS OF MONITORING, WITHNOUT RECURRANCE OF A CP/P~VR SYSTEM ISOLATION SIGNAL,
THE MONITORING EQUIPMENT WAS REMOVED. ON 17164791 AT 1015 HOURS, ANOTHER CP/P-VR
SYSTEM ISOLATION SIGNAL WAS RECEIVED. THE SOURCE AGAIN COULD NCT BE SPECIFICALLY
IDENTIFIED. THE CP/P~-VR SYSTEM ISOLATION FUNCTION WAS ?FS'T AT 1023 HOURS ON
1714791, PRIOR TO BLOCKING THE SUSPECT CHANNELS, AT 1027 URS, ANOTHER ISOLATION
SIGNAL WAS RECEIVED. SUBSEQUENTLY, THE 2R12A AND THE th" CHANNELS ISOLATION
SIGNAL CAPABILITY WAS BLOCKED AND APPROPRIATE ACTION STATEMENTS WERE ENTERED.
THE ROOT CAUSE OF THIS EVENT IS ATTRIBUTED TO EQUIPMENT DESIGN CD.».PN),
PROBLEMS WITH THE RMS MAVE BEEN EXPERIENCED AS INDICATED IN PRIOR LERS. TESTING
SHOWED THAT THE 2R122 CHANNEL WAS 'NIERM'TIE* LY FAILING L{W. THE MICROPROCESS
CHIP PIN CONNECTIONS, IN THE LOW FAIL CIRCUIT, WERE FOUND TO BE EITHER LOOSE CR
DIRTY.

£181] SAN ONOFRE 1 DOCKET 50-20€ LER %0~020
STATICN BATTERY TERMINAL CONNECTION RESISTANCE MEASUREMENT METHODOLOGY
EVENT DATE: 102090 REPORT DATE: 01289 NSSS: WE TYPE: PR
OTHER UNITS INVOLVED: SAN ONOFRE 2 (PWR)

SAN ONOFRE 3 (PWR)

m

(NSIC 220955) THIS LER IS BEING SUBMITTED AS A VOLUNTARY LEK BASED ON E
POTENTIAL GENERIC IMP ATIONS INDICATED BELOW. ON 10/20/90, DURING A PE\AEW OF
THE POST-MAINTENANCE

LIC
TEST REQUIREMENTS FOR WORK PLANNED TO REPLACE THE SCREW TYPE
BATTERY JUMPER CABLE LUGS WITH STANDARD CRIMPED TYPE LUGS, THE EXISTING BATTERY
TERMINAL RESISTANCE MEASUREMENT METHODOLOGY WAS QUEUTIONED. THE CONCERN WAS
WHETHER OR |Cl TO SPECIFY MEASURING THE RESISTANCE ACRNSS PF JUMPER CABLE LUG TO
AEP"NHL PLATE CONNECTIONS ALONG \‘f‘ THE BATTERY POST 10 TERMINAL PLATE
INECTION MEASUREMENTS WHICH ARE CURRENTLY EE"Q CYILI:ES TO MONI BATTERY
{NECTION DEGRADATIO} HISTOF SC L AS .L AS OTHER UTILITIES SAMPLED, HAS
TERPRETED THE IEEE ID. &5 ANC SPECIFICATION (TS) BATTERY
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THE TIME THE JUMPER WAS

' N I
INSTALLATIONS WHICH MIGHT \( B i

DIFFICULT IN THIS NEWLY O ! i

MANAGEMENT PERSONNEL WERE : 5 7 A IFI1E ;
fOCFRS0.72 (BX(2)(I1). 1 THIS & INV VEL f
AND LAPSES IN COMMUNICATII THE E A i t
SNCLUDE A PROCEDURE REVIS N RE f E ) !

FOR ENGINEERS, TECHNICIAN I

£191) SOUTH TEXAS 1 DOCKET 50-4 LES
TRAIN "B"™ LOSS OF OFFSITE POWER TUATION DI 0 B} ER MALJ !
EVENT DATE: 121990 REPORT DATE: 020191 A
VENDO GENERAL ELECTRIC CO

p s ]
>

(NSIC 220857) ON DECEMBEPF 19 1990 UNIT 1 WAS 1IN i ]
®*B* LOSS OF OFFSITE POWER ACTUATION OCCURRED WHILE ATTEMPTI!
TO THE STANDBY BUS 16 FROM THE UNIT 22 STANDBY TRANSFORME HE
TRANSFORMER. THE UNIT 1 STANDBY TRANSFORMER TO STANDE E PPL BREAKE
(ST-160) WAS CLOSED. WHEN ATTEMPTING TO TRIP OPEN THE UNIT 2 STANDEY TRANSI
TO0 STANDRY BUS SUPPLY BREAKER (ST-180), THME BREAKER FAILED TI i \ THE STA)
BUS WAS IN PARALLEL FCR MORE THAN IGHT SECONDS WHICH AUTOMATICALLY TRIF
THE ST-160 BREAKER AND THE STANDBY BUS 10 TO AUXILIARY ESF TRANSFORMER EN
BREAKER. THE CAUSE OF THIS EVENT WAS FAILURE F THE BREAKER 1 Pl
COMBINATION OF THE EXISTENCE OF HARDENE GREASE AND FRI 4 ETWE
LINKAGE AND A METAL COVER WHICH PREVENTED THE BREAKEF f £
THE FREE TRAVEL OF THE TRIP ARM LINKAGE A STEP HA BEE L b
APPROPRIATE BREAKER PERIODIC MAINTENANCE PROCEDURE TC if FOR BINDI? .
TRIPFING MECHANISM, PREVENTIVE MAINTENANCE HAS BEEN SCHEDULE i BE PER}
THE APPROPRIATE 13.8 KV BREAKERS INCLUDING THE ST-1850 BREAKE?

(1921 SOUTH TEXAS 2 DOCKE? ) f
UPDATE ON TECHNICAL SPECIFICATION REQUIRE SH » IN
LEAKASE.
EVENT DATE 050880 REPORT DATE 011791 NSSS E TYPI

(NSIC 220833) ON MAY B, 1990 T 3 \ 4 i PERCE
APPROXIMATELY 0030 HOURS, 1 WAS DETERMINEL AT A L

(APPROXIMATELY 10 ML/MINUTE) EXISTED ON TNI E C
HEAD DRAIN LINE. A NOTIFICATION OF NUSUAL EVE} A [ E
SPECIFICATION REQUIRED SHUTDOWN WAS S {E i i
N‘g HIGH CYCLE. F:\ I(Jwi. FMAA—~'E fF I - ‘”'rf :: HE
VALVE. THKE DRAIN VALVES ON BOTH UN GENERATOF HAVE BE
THREADED AND WELDED CAPS WHICH AREL f 1 DEVEI i E
STRE‘SL‘ THE DESIGN OF THE DRAI} ] ¥ BEEN F EVE
CYCLIC FATIGUE STRESS CONCERNS EXIE N E L TION F 1 1C E F
EXPERIENCED ON THE STEAM GENERATOR DRAIN LINE EEN ERFORME FOR | ¢
GENERIC IMPLICATIONS

{193) ST LUCIE 2 KE s £
INADVERTENT ACTUATION OF AUXILIAI FEEL ER !
TC TEST INSTRUMENT MALF cCTIO
EVENT DATE 1219390 REPORT DATE 01148% NGESE o
VENDOR: HEWLETT-PARKARD CC

(NSIC 220713) ON DECEMBER 19 : W H 1

REFUELING OUTAGE, AN INADVERTEN ) X
EGZI MENT OCCY'RRED DURIN M 1 Y F )} [ !
STARTED AND THE STEAM ADMISSIC VAL
PUMP WAS OPENED STARTING THE TURSBI
AFW PUMPL WERE RESTORED HEIF
STEAM GENERATORS THE I C - £

IGITAL VOLTMETER BEI

FAULT AUSIA A LO¢ e

v i : y ¢
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ACTIONS: THE DETAILS OF THE EVENT AND THE TROUBLESNOOTING PLAN WERE REVIEWED BY

THE FACILITY REVIEW GROUP. TKE TESTING WAS COMPLETED SATISFACTORILY USING A

FLOATING, UNGROUNDED METER. THE INSTRUMENT AND CONTROL TESTING PROCEDURE WAS

REVISED 70 INCLUDE A CAUTIONARY NOTE FOR USING THE FLOATING, UNGROUNDED METER IN

g:g FggURE. igSTRUMENT AND TONTROL PERSONNEL WERE NOTIFIED OF THE CHANGCES IN THE
T OCEDURE.

[194] SURRY 1 DOCKET 50-280 LER 90-004
UNIT 1 REACTOR TRIP/TURBINE TRIP DUE TO DELUGE ACTUATION ON THE "A®™ MAIN
{Rﬁ?gfg?g:ﬂ AND UNIT 2 MANUAL REACTOR TRIP DUE TO ERRATIC INDIVIDUAL ROD POSITION
NDICA 8.
EVENT DATE: 052290 REPORT DATE: 062190 NESS: WE TYPE: PWR
OTHER UNITS INVOLVED: SURRY 2 (FWR)
VENDOR: MOLONEY ELECTRIC COMPANY
WESTINGHOUSE ELECTRIC "ORP.

(NSIC 220903) ON 5-22/90 AT 1150 HOURS WITHN UNITS 1 AND 2 AT 100X POWER, A FAULT
OCCURRED ON THE UNIT 1 "A™ MAIN TRANSFORMER AS A RESULT OF AN INADVERTENT
ACTUATION OF THE TRANSFORMER'S DELUGE SYSTEM. THE FAULT INITIATED A UNIT 1
CENERATOR DIFFERENTIAL LOCKOUT WHICH IMMEDIATELY INITIATED A TURBINE TRIP/REACTOR
TRIP. THE FAULT ALSO RESULTED IN THE LOCKOUT OF THE "A"™ RESERVE STATION SERVICE
TRANSFORMER (RSST). APPROX. 10 SECONDS LATER, THE UNIT 2 CONTROL ROOM OPERATOR
INITIATED A MANUAL REACTOR TRIP AFTER OBSERVING ERRATIC CONTROL ROD INDIVIDUAL
ROD POSITION INDICATIONS (IRPI). OPERATORS PERFORMED THE APPROPRIATE PLAMT
PROCEDURES AND QUICKLY STABILIZED THE UNITS FOLLOWING THE TRIPS. THE ERRATIC
UNIT 2 IRPI INDICATIOMNS WERE DUE TO VOLTAGE TRANSIENTS THAT OCCURRED ON BOTH
UNITS' EMERGENCY BUSES WHICH WERE CAUSED BY THE UNIT 1 GENERATOR TRIP, THE “A“
RSST LOCKOUT, AND SUBSEQUENT MOTOR STARTS. THE #3 EMERGENCY DIESEL GENERATOR
AUTOMATICALLY RESTORED POWER TO THE UNIT 1 "J"™ EMFRCGENCY BUS WHICH WAS
DE-ENERGIZED BY THE "A" RSST LOCKOUT. A FOUR HOUR NON-EMERGENCY REPORT WAS MADE
TO THE NRC IN ACCORDANCE WITH 10CFR50.72.

[195)] SURRY 1 DOCKET 50-280 LER 90-014 REV 01
UPDATE CN RECIRCULATION SPRAY HEAT EXCHANGERS DECLARED INOFERABLE DUE TO
POTENTIALLY INADEQUATE SERVICE WATER FLOW CAUSED BY MACROFOULING.

EVENT DATE: 102390 REPORT DATE: 020691 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: SURRY 2 (PWR)

(NSIC 220982) ON 10-23,/90, AT 0103 HOURS, WITH UNIT 1 AT REFUELING SHUTDOWN AND
UNIT 2 AT 100X POWER, THE UNIT 1 AND UNIT 2 RECIRCULATION SPRAY HEAT EXCHANGERS
(RSHXS) WERE DECLARED INOPERABLE. A SPECIAL TEST OF SERVICF WATER (SW) FLOW T0
THE UNIT 1 "B"™ AND "C"™ RSHXS HAD INDICATED THAT ADEQUATE SW FLOW MAY NOT BE
AVAILABLE DURING A DESIGN BASIS ACCIDENT. THIS COULD DELAY OR PREVENT
DEPRESSURIZATION OF THE CONTAINMENT TO A SUBATMOSPHERIC CONDITION DURING A DESLGN
BASIS ACCIDENT. 1IN ACCOR™ANCE WITH TECH SPEC 3.0.1, UNIT 2 WAS PLACED IN COLD
SHUTDOWN. THE REDUCED SW rLOW WAS CAUSED BY MACROFNOULING OF THE RSHXS FROM
MARINE GROWTH AND FRAGMENTS OF PIPE COATING. THE DEBRIS WHICH FOULED THE RSHXS
WAS PRESENT IN THE SW SYSTEM AT TEST INITIATION. FLOW REDUCTION OCCURRED IN THE
EARLY STAGES OF THE TESTING AND LONG TERN MACROFOULING TRENDS WERE NOT OBRSERVED.
THE SW SUPPLY PIPING TO THE UNIT 2 RSHXS WAS CLEANED OF MARINE GROWTH AND LOOSE
PIPE COATING. CHANGES IN OPERATION OF THE UNIT 2 SW SYSTEM WILL REDUCE THE
POTENTIAL FOR MARINE GROWTH TO RETURN AND TO BE DISLODGED UPON INITIATION OF SW
FLOW TO THE RSHXS. SIMILAR MEASURES WILL BE IMPLEMENTED FOR UNIT 1. AN ENHANCED
INSPECTION AND MAINTENANCE PROGRAM FOR THE SW SYSTEM IS BEING IMPLEMENTED IN
RESPONSE TO NRC GENERIC LETTER 89-13. THIS PROGRAM WILL INCLUDE PROVISIONS FOR
BIOFOULING CONTROL.

£196] SURRY 1 DOCKET 50-280 LER 9%0-019
ALL SIX MAIN FEEDWATER FLOW TRANSMITTERS RENDERED INOPERABLE AS A RESULT OF
FAILURE TO FOLLOW PROCEDURES DURING PERFORMANCE OF A HYDROSTATIC TEST.
EVENT DATE: 121890 REPORT DATE: 011491 NSS5S: WE TYPE: PWR

(NSIC 220757) ON DECEMBER 18, 1990, WITH UNIT 1 CRITICAL AT 1 X 10-7 AMPERES



INTERMEDIATE RANGE POWER INDICATION FOLLOWING A REFUELING OUTAGE, CONTROL ROOM
OPERATCORS NOTED THAT ONE OF TWO REDUNDANT MAIN TEEDWATER FLOW CHANNELS FOR THE
"A" STEAM GENERATOR WAS INDICATING APPROXIMATELY 0.5 MILLION LBS. MASS/HR
FEEDWATER FLOW WHILE INDICATED FLOW SHOULD KAVE BEEN ZERO, INSTRUMENT
TECHNICIANS DISPATCHED TO INVESTIGATE THE INDICATION FOUND ALL SIX MAIN FEEDWATER
FLOW TRANSMITTERS ISOLATED, EQUALIZED, AND DRAINED. A SIX KOUR LIMITING
CONDITION FOR OPERATION (LCO) WAS ENTERED AT 2040 NOURS IN ACCORDANCE WITH
TECKNICAL SPECIFICATIONS. THE TRANSMITTERS WERE RETURNED TO SERVICE AT 2131
HOURS AND THE LCO TERMINATED. THIS EVENT HAD NO SAFETY CONSEQUENCES SINCE THE
PROTECTIVE FUNCTION PROVIDED BY THE FEEDWATER FLOW TRANSMITTERS (REACTOR TRIP ON
LOW STEAM GENERATOR LEVEL WITH STEAM/FEEDWATER FLOW MISMATCH) WOULD STILL HAVE
BEEN PERFORMED. THME CAUSE OF THE EVINT WAS PERSONNEL ERROR BY A VIRGINIA POWER
TEST ENGINEER WHO FAILED TO FOLLOW CERTAIN PROCEDURE REQUIREMENTS DURING
PERFORMANCE OF A HYDROSTATIC TEST. INSTRUMENT TECHNICICANS VERIFIED THAT OTHER
SAFETY RELATED SECONDARY INSTRUMENTATION WAS CORRECTLY LINED UP. A STATION
POLICY WILL BE ISSUED REGARDING WHO IS RESPONSIBLE FOR PERFORMING VALVE
MANIPULATIONS. A ROOT CAUSE EVALUATION IS IN PROGCRESS.

[197) SUSQUEHANNA 1 DOCKET 50-387 LER %0-025
SPURIOUS ACTUATION OF THE REACTOR PROTECTION SYSTEM,
EVENT DATE: 110890 REPORT DATE: 121090 NSSS: GE TYPE: BWR

(NSIC 220891) AT 1532 HOURS ON NOVEMBER 8, 1950 WITH UNIT 1 IN CONDITION &, AN
ENGINEERED SAFETY FEATURE (ESF) ACTUATION OCCURRED WHEN THE REACTOR PROTECTION
SYSTEM (RPS) SPURIOUSLY ACTUATED., NO CONTROL ROD MOTION RESULTED SINCE ALL
CONTROL RODS WERE FULLY INSERTED. THKIS EVENT WAS DETERMINED TO BE REPORTAELE PER
10CFRS0.73CAX(2)CIV), IN THAT THE SPURIOUS RPS ACTUATION COMPRISED AN UNPLANNED
ESF ACTUATION. THERE WERE NO SAFETY CONSEQUENCES OR COMPROMISE TO THE PUBLIC
HEALTH OR SAFETY DURING THIS EVENT. AN IMMEDIATE INVESTIGATION WAS CONDUCTED BY
SHIFT OPERATING PERSONNEL IN THE PLANT PRICR TO RESETTING THE RPS ACTUATION
LOGIC. AN EVENT REVIEW TEAM WAS FORMED TO PERFORM A COMPREHMENSIVE INVESTIGATION
OF THE EVENT. POSSIBILITIES FOR BOTH ONE CROSS~-DIVISIONAL EVENT AS WELL AS TWO
DISCRETE YET SIMULTANEOUS EVENTS ON OPPOSITE RPS DIVISIONS WERE CONSIDERED.
EXTENSIVE DOCUMENTATION WAS REVIEWED AND INTERVIEWS WERE CONDUCTED. COMPUTER
DATA OR CONTROL ROOM ANNUNCIATORS PROVIDED NO INDICATION OF A LIKELY CAUSE AND

THE EVENT REVIEW TEAM WAS UNABLE TO CONCLUSIVELY DETERMINE THE ROOT CAUSE FOR
THIS EVENT.

[198)] SUSQUEHANNA 1 DOCKET 50-387 LER $0-030 REV 01
UPDATE ON ENTRIES INTO CONDITION 2 WITHOUT COMPLETED SURVEILLANCES.
EVENT DATE: 120290 REPORT DATE: 012891 NSSS: GE TYPE: BWR

OTHER UNITS INVOLVED: SUSQUEHANNA 2 (BWR)

(NSIC 220847) PLANNED SHUTDOWNS WERE PERFORMED FOR UNIT 1 (12702/90) AND UNIT 2
(12715790 AND 01/05/91) TO CONJUCT CERTAIN EQUIPMENT REPAIRS. PRIOR TO THESE
SHUTDOWNS, AN INTEPNAL WORK GROUP REVIEW KAD IDENTIFIED THAT THE IRMS, APRMS AND
SRMS COULD NOT BE SURVEILLANCE TESTED UNTIL AFTER ENTRY INTO CONDITION 2 OR 3
FROM CONDITION 1 AND NO EXCEPTIONS FOR THESE INSTRUMENTS FROM THE REQUIREMENTS OF
TECHNICAL SPECIFICATION SECTIONS 3.0.4 AND 4.0.4 CURRENTLY EXISTED IN TKE
TECHNICAL SPECIFICATIONS. A REQUEST FOR TEMPORARY WAIVER OF COMPLIANCE FROM
THESE REQUIREMENTS HAD BEEN SUBMITTED TO0 THE NRC BUT WAS DENIED BY THE NRC BY
LETTER DATED 11/30/90 SINCE THE REQUEST DID NOT MEET THE REQUIREMENTS OF
10CFRS50.91 FOR EMERGENCY OR EXIGENCY CHANGES TO THE TECK SPECS. ENTRY INTO THE
TECH SPEC LCO ACTION STATEMENTS FOR THESE INSTRUMENTS RESULTS IN HALF SCRAMS AND
ROD BLOCKS THAT UNNECESSARILY INCREASE THE POTENTIAL OF A SCRAM OR OTHERWISE
RESTRICT UNIT OPERATION. THEREFORE, IN LIEU OF ENTERING THE LCO ACTION
STATEMENTS, PP&L IS REPORTING THE ENTRIES INTO CONDITION 2 OR CONDITION 3 FROM
CONDITION 1 WITH INCOMPLETE SURVEILLANCES PURSUANT TO 10CFR30.73(AX(2)(I)(B).

THE SUBJECT SURVEILLANCES WERE SUCCESSFULLY COMPLETED SHORTLY AFTER ENTRY INTO
CONDITION 2 FOR THE UNIT 1 12/02/90 AND UNIT 2 01705791 SKUTDOWNS AND AFTER ENTRY
INTO CONDITION 3 FOR THE UNIT 2 12/15/90 SHUTDOWN.
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[199]) SUSQUEHANNA 1 DOCKET 50-387 LER 90-033
DIESEL GENERATOR 'D' PISTON PIN BUSHMING FAILURE.
EVENT DATE: 121990 REPORT DATE: 011891 N§§5: GE TYPE: BWR

OTHER UNITS INVOLVED: SUSQUEHANNA 2 (BWR)
VENDOR: COOPER ENERGY SERVICES

(NSIC 220826) ON 12719790, WITH UNIT 1 AND 2 OPERATING AT 100% POWER, A FAILED
PISTON PIN BUSHING WAS FOUND ON THE NO. 7 RIGHNT CYLINDER OF THE 'D' EDG WHILE
PERFORMING A MAINTENANCE INSPECTION. THIS INSPECTION WAS BEING PERFORMED AFTER
APPROX. 43 HOURS OF ENGINE OPERATING TIME FOLLCWING MAJOR E'IGINE WORK WHICH HAD
BEEN COMPLETED IN 10-90. THE INSPECTION 1S A MANUFACTURER'S RECOMMENDE™ PRACTICE
FOLLOWING ANY WORK WHICH DISTURES A PISTON BOLT ATTACHMENT. ROOT CAUSE
INVESTIGATION FOR THE EUSHING FAILURE INCLUDED AN INSTALLATION REVIEW,
METALLURGICAL ANALYSES AND MANUFACTURER'S EVALUATION. 1T WAS DETERMINED THAT THE
MOST PROBABLE CAUSE FOR THE BUSHING FAILURE WAS EITHER AN IMPROPER FIT-UP BETWEEN
THE PISTON PIN BUSHING AND PISTON BORE DURING AN EARLIER PISTON REFURBISNING BY
THE MANUFACTURER OR A RESTRICTION TO LUBRICATING OIL FLOW TO THE PISTON
PIN/BUSHING. THE BUSMING FAILURE WAS DETERMINED BY THE MANUFACTURER AND PP&L TO
BE A UNIQUE AND ISOLATED TYPE OF FAILURE AND NOT INDICATIVE OF ANY GENERIC
CONCERNS. THIS EVENT IS BEING VOLUNTARILY REPORTED FOR INFORMATION PURPOSES.
CORRECTIVE ACTIONS INCLUDED INSPECTIONS TO DETERMINE EXTENT OF DAMAGE AND DEBRIS
DISTRIBUTION, REPAIR WORK, DEBRIS CLEANUP AND RETESTING AND RE~INSPECTION. THE
MANUFACTURER WILL INCLUDE PISTON PIN BUSHING BORE MEASUREMENT CHECKS ON ALL
FUTURE PISTON REFURBISHING.

[200] SUSQUEHANNA 2 DOCKET 50-388 LER 91-002

HPC1 OUTBOARD STEAM SUPPLY CONTAINMENT ISOLATION VALVE DECLARED INOPERABLE DUE TO
INCORRECT TORQUE SWITCH SETTING.

EVENT DATE: 080190 REPORT DATE: 020891 N§SS: GE TYPE: BWR

(NSIC 220912) AT 1715 HOURS ON 8/1-90, WITH UNIT 2 OPERATING IN CONDITION 1 AT
100% POWER, THE HIGH PRESSURE COOLANT INJECTION (HPCI) STEAM SUPPLY OUTBOARD
CONTAINMENT ISOLATION VALVE, HV-255-F003, WAS DECLARED INOPERABLE DUE TO THE
CLOSING TORQUE SWITCH BEING IMPROPERLY SET. AS SUCH, LIMITING CONDITICN FOR
OPERATION 3.£.3 ACTION A WAS ENTERED. ACTIONS WERE IMMEDIATELY TAKEN TO CORRECT
THE TOROUE SWITCH SETTING AND THE VALVE WAS DECLARED OPERABLE AT 1935 HOURS. THE
ROCT CAUSE OF THE EVENT IS COGNITIVE PERSONNEL ERROR, DURING MAINTENANCE
ACTIVITIES ON HV-255-F003, IN SEPTEMBER 1986, THE MINIMUM TORQUE SWITCH SETTING
HAS CHANGED FROM 2 1/2 T0 2 7/8 AS A RESULT OF NRC GENERIC LETTER 85-03, KOWEVER,
THE CALIBRATION CHART, LOCATED IN THE VALVE, WAS NOT CHANGED TO REFLECT THE NEW
RANGE. DURING APRIL 1988, THE ACTUATOR FOR HV-255~-F003 WAS OVERHAULED. AS PART
OF THE WORK PLAN, DIRECTION WAS GIVEN TO RETURN THE TORQUE SWITCH SETTINGS TO THE
MINIVUM SETTING., WITH THE INCORRECT CALIBRATION CHART THE TORQUE SWITCH WAS
RETURNED TO 2-1/2. THE CONDITION IS BEING REPORTED UNDER THE PROVISIONS OF
10TFRS0.73CAX(2)(I)(B) IN THAT CONTAINMENT ISOLATION VALVE HV-255-F003 WAS
INOPERABLE FROM APRIL 9, 1988 UNTIL AUGUST 1, 1990. THIS DETERMINATION WAS MADE
ON JANUARY 10, 1991 FOLLOWING RE-EVALUATION OF AN EARLIER
OPERABILITY/REPORTABILITY CETERMINATION.

[201] SUSQUEHANNA 2 DOCKET 50~388 LER 91-001
INADVERTENT ISOLATION OF SHUTDOWN COOLING MODE OF RESIDUAL HEAT REMOVAL SYSTEM.
EVENT DATE: 010891 REPORT DATE: 020791 NSSS: GE TYPE: BWR

(NSIC 220950) ON JANUARY 8, 1991 WITH UNIT 1 IN COLD SHUTDOWN, THE RESIDUAL HEAT
REMOVAL SYSTEM, OPERATING IN THE SHUTDOWN COOLING MODE, AUTOMATICALLY ISOLATED
WHILE TECHNICIANS WERE PERFORMING INSTRUMENT MAINTENANCE. PRESSURE SWITCHES WERE
BEING REPLACED DUE TO PROBLEMS WITH SETPOINT DRIFT. THE CAUSE OF THE ISOLATION
WAS IMPROPER WORK INSTRUCTIONS WHICH REQUIRED OPENING LINKS AND WHEN THESE LINKS
WERE OPENED, THE ISOLATION CIRCUITRY ACTUATED. THIS EVENT WAS DETERMINED TO BE
REPORTAELE PER 10CFR50.73(A)(2)(IV) AS AN UNPLANNED ESF ACTUATION., THERE WERE NO
SAFETY CONSEQUENCES OR COMPROMISES TO THE HEALTH OR SAFETY OF THE PUBLIC OR PLANT
PERSONNEL. PERSONNEL PERFORMING THE WORK IMMEDIATELY RESTORED FROM THE WORK
ACTIVITY AND SHUTDOWN COODLING WAS RESTORED TO OPERATION. CONTRIBUTING TO THE
IMPROPER WORK INSTRUCTION WAS THE FAILURE TO USE ALL AVAILABLE DRAWINGS. PP&L IS
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FEAR AT 0261 HOURS THE TURBINE VENDOR (GE) ASSISTED PLANT PERSONNEL IN
REPAIRING AND TESTING THE MALFUNCTIONING LINKAGE PRIOR TO RESTORING THE TURBINE
CONTROL SYSTEM (TGx) T0 SERVICE THE REACTOR WAS RETURNED TO CRITICAL ON 11/64-90
AT 2222 HOURS A PROCEDURE IS BEING REVISED TO PROVIDE ADDITIONAL OPERATOR
ACTIONS TO BE TAKEN IF LIGNT INDICATIONS ARE AENORMAL IURBINE OUTAGE
MAINTENANCE IS BEING EXPANDED TO INCLUDE AN INSPECTION OF SIMILAR LOCKING COLLARS
AND POSITION INDICATING
athl’® l\~AI.sa ANMVAVA V.

[205] VERMONT YANKEE DOCKET 50-271% LER 91-001

ENTRY INTQO A NIGH RADIATION AREA BY A RADIATION PROTECTION TECHNICIAN WITHOUT A
DOSE RATE MONITORING DEVICE DUE TO PERSONNEL ERROR.

:VENT DATE: 010491 REPORT DATE: 012391 NSS5S: GE TYPE: BWR

(NSIC 221009) ON JANUARY &4, 1991, AT APPROXIMATELY 1115 HOURS A RADIATION
PROTECTION (RP) TECHNICIAN ENTERED A POSTED MIGH RADIATION AREA, TME RADIOACTIVE
WASTE CASK ROOM, TO CHECK THE CONDITION OF THE RESIN AND MOVE A RESIN CASK,
WITHOUT A DOSE RATE MONITORING DEVICE, AS REQUIRED BY TECKNICAL SPECIFICATION
5.5.8.1. A RP SUPERVISOR WENT TO THE CASK ROOM TO CHECK ON THE JOB PROGRESS,
DISCOVERED THE PROBLEM AND IMMEDIATELY DIRECTED THE TECHNICIAN TO RETURN TO THE
STEP-OFF PAD UNTIL A DOSE RATE MONITONING DEVICE COULD BE OBTAINED AS REQUIRED.
THE GENERAL AREA DOSE RATE DURING THIS EVENT WAS LESS THAN 100 MR/NR. THE ROOT
CAUSE OF THIS EVENT WAS PERSONNEL ERROR. THE TECHNICIAN FAILED TO USE A DOSE

=3
> D >

% o3

TE METER AS REQUIRED BY PROCEDURES AND TECH SPECS WHEN ENTERING A HIGH
UIATION AREA.

D
»
r

[206) VOGTLE 1 QOCKET S50-424 LER 50-023
TRANSFORMER FAILURE RESULTS IN LOSS OF STEAM GENERATOR LEVEL AND MANUAL REACTOR
TRIP.
EVENT DATE: 121890 REPORT DATE: 011591 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: VOGTLE 2 (PWR)
VENDOR: EROWN BOVERI!
GENERAL ELECTRIC CoO.
(NSIC 220828) ON 12-18~90 AT 1937 CST, UNIT WAS OPERATING AT 100 POWER WHEN A »
416076480 VOLT NON-1E TRANSFORMZR (I1NB10X) EXPERIENCED AN INTERNAL FAULT. THIS

“AILURE RESULTED IN A LOSS 07 POWER FOR THE SPEED CONTROL CIRCUITRY FOR THE 1B
MAIN FEEDWATER PUMP (MFP) TURBINE AND CERTAIN SUPPORT SYSTEMS FOR EMERGENCY
OIESEL GENERATOR 1B. FEEDWATER PUMP SPELD, FEEDWATER FLOW, AND STEAM GENERATOR
(SG) LEVELS DECREASED. THE REACTOR OPERATOR INITIATED A MANUAL REACTOR TRIP AT
1937 CST AFTER EFFORTS TO MAINTAIN SG LEVELS WERE UNSUCCESSFUL. ALL SAFETY
RELATED FUNCTIONS OCCURRED PER DESIGN FOLLOWING THE REACTOR TRIP: HOWEVER, A
NON-1E 4160 VOLT BUS FAILED TO AUTOMATICALLY TRANSFER TO THE RESERVE AUXILIARY
TRANG. RS CAUSING A TEMPORARY LOSS OF VARIOUS NON-1E MOUSE LOADS. TRANSFER OF
THE 4160 VOLT BUS WAS COMPLETED MANUALLY AND NORMAL PLANT CONDITIONS WERE
ESTABLISHED FOR HOT STANDBY BY 1956 CST. THE ROOT CAUSE FOR THE TRANSFORMER
FAILURE IS INDETERMINATE: MOWEVER, SEVERAL SIMILAR TRANSFORMER FAILURES HAVE
OCCURRED AT VEGP (REFERENCE LER 50-424/1990-016) THE INVOLVED TRANSFORMERE ARE
GE CLASS AA/FA, THREE PHASE, DRY TYPE TPANSFORMERS THE FAILED TRANSFORMER HAS
BEEN REPLACED AND FURTHER STUDY OF POSSIBLE FACTORS WHICH MAY MAVE LED TO THE
FAILURE IS IN PROGRESS

[207) VOGTLE 2 DOCKET 50-425 LER 91-001
PERSONNEL ERROR RESULTS IN MISSED SPECYAL CONDITION SURVEILLANCE.

EVENT DATE: 010291 REPORT DATE: 020491 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

NSIC 220922) DURING THE PERIOD BETWEEN 1518 CST ON 1-2-91 AND 0743 CST ON
1-7-91, THE ROD POSITION DEVIATION MONITOR ALARM WAS INOPERABLZ AND THE SPECIAL
CONDITION SURVEILLANCE REQUIREMENT OF TECHNICAL SPECIFICATION (TS) & 1.3.2, WHICH
TS APPLICAELE WHEN THE MONITOR IS INOPERABLE, WAS NOT IMPLEMENTED. THE TS
REQUIRES THAT THE DEMAND POSITION INDICATION SYSTEM AND THKE DIGITAL ROD POSITION
INDICATION SYSTEM BE COMPARED AT LEAST ONCE PER & HOURS WHEN THE ROD POSITION
DEVIATION ALARM IS INOPERABLE. THE CAUSE OF THIS EVENT WAS A COGNITIVE PERSONNEL
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DIRECTED BY THE EMERGENCY CLASSIFICATION PROCEDURE DUE TO THE RESULTING
FAULT~CAUSED EXPLOSION WITHIN THE PROTECTED AREA (TRANSFORMER YARD) AT 1030
HOURS, THE REACTOR SCRAM WAS RESET AND, AT 1100 KMOURS, THE "UNUSUAL EVENT WAS
TERMINATED., THE ROOT CAUSES OF THIS EVENT WERE: 1) A LESS THAN ADEQUATE
CORRECTIVE ACTION PLAN PERTAINING TO THE SCHEDULE AND SCOPE FOR INSPECTING AND
CLEANING THE 500 KV INSULATORS, AND 2) A LESS THAN ADEQUATE PLANT DESIGN.

[214) WPPSS 2 DOCKET 50-397 LER 91~001
RCIC-V-8 AUTOMATIC CLOSURE ESF ACTUATION DUE TO FAILED ELECTRONIC COMPONENT IN
LEAK DETECTION SYSTEM.

EVENT DATE: 010891 REPORT DATE: 020791 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 220913) AT 0727 ON JANUARY 8, 1991, ALARMS INDICATING HIGH REACTOR CO (E
ISOLATION COOLING (RCIC) TURBINE AND EQUIPMENT AREA TEMPERATURES WERE RECE’ VED IN
THE CONTROL ROOM. CONCURRENTLY THE OUTBOARD ISOLATION VALVE FOR THE RCIC TURBINE
STEAM SUPPLY RCIC-V~-8, AUTOMATICALLY CLOSED. REDUNDANT CONTROL ROOM
INSTRUMENTATION AND INSPECTION OF THE RCIC LOCALE “V~"'ED NO ABNORMAL TEMPERATURES
IN THE RCIC EQUIPMENT AREAS. THE CAUSE OF THE ISOLATION WAS TRACED TO A FAILED
COMPONENT IN THE LEAK DETECTION SYSTEM, WHICH PROVIDES INPUT INTO THE RCIC
ISOLATION LOGIC. OPERATIONS CORRECTLY ENTERED THE ACTION STATEMENTS FOR
TECHNICAL SPECIFICATION 3.7.3 (RCIC OPERABILITY) AND 3.3.2 (ISOLATION ACTUATION
INSTRUMENTS) WITHIN ONE HOUR OF THE EVENT. OPERATIONS REPORTED THE EVENT TO THE
NRC AT 0850, SINCE AUTOMATIC CLOSURE OF RCIC-V-8 IS AN ESF ACTUATION, REQUIRING A
4 HOUR NOTIFICATION (50.72 (B)(2)(II)). THE DEFECTIVE COMPONENT WAS REPLACED AND
THE LEAK DETECTION AND RCIC SYSTEMS RETURNED TO SERVICE. THE APPARENT CAUSE OF
THIS EVENT WAS AN ISOLATED FAILURE OF A ELECTRONIC COMPONENT ASSOCIATED WITH ONE
PRINTED CIRCUIT INPUT CARD IN LEAK DETECTION MONITOR LD-MON-1A. THE ROOT CAUSE
IS INDETERMINATE AT THIS TIME. VENDOR ANALYSIS OF THE FAILED COMPONENT HAS BEEN
REQUESTED. THIS EVENT PRESENTED NO THREAT TO PLANT PERSONNEL OR TO THE PUBLIC.

[215) WPPSS 2 DOCKET 50-397 LER 91-002
REACTOR RECIRCULATION SYSTEM JET PUMP OPERABILITY TESTING NOT IN LITERAL
COMPLIANCE WITH TECHNICAL SPECIFICATIONS DUE TO LESS THAN ADEQUATE PROCEDURE
PREPARATION/REVIEW.

EVENT DATE: 011091 REPORT DATE: 020891 NS§S: GE TYPE: BWR

(NSIC 220914) ON 11091 IT WAS DETERMINED THAT CURRENT REACTOR RECIRCULATION
(RRC) SYSTEM JET FUMP OPERABILITY SURVEILLANCE TESTING DID NOT MEET LITERAL
COMPLIANCE WITH T'.E TECH SPECS. THE OPERABILITY OF THE JET PUMPS WAS BEING
DETERMINED BY MATCHING RRC LOOP FLOWS INSTEAD OF FLOW CONTROL VALVE POSITIONS AS
REQUIRED BY TECV SPEC 3.4.1.2. ThIS DISCREPANCY WAS IDENTIFIED BY AN NRC
INSPECTOR DURING A ROUTINE INSPECTION OF PLANT OPERATIONS ACTIVITIES. THE CAUSE
OF THIS EVENT WAS LESS THAN ADEQUATE PROCEDURE PREPARATION/REVIEW TO ENSURE THAT
THE PROCEDURE FOR DETERMINING JET PUMP OPERABILITY WAS IN LITERAL COMPLIANCE WITH
THE TECH SPECS. THE PROCEDURE PROVIDED DIRECTION TO ADJUST DRIVE FLOWS SUCH THAT
BOTH LOOPS ARE APPROXIMATELY EQUAL IN FLOW. THE TECH SPECS REQUIRE BOTH
RECIRCULATION LOOPS TO BE OPERATING AT THE SAME FLOW CONTROL VALVE POSITION.
IMMEDIATE CORRECTIVE ACTION CONSISTED OF REVISING THE APPROPRIATE PROCEDURE TO BE
CONSISTENT WITH THE TECH SPECS REQUIREMENT, AND RE-PERFORMING THE SURVEILLANCE.
FURTHER CORRECTIVE ACTIONS INCLUDE 1) SULIJTTING A TECH SPEC CHANGE REQUEST TO
REMOVE THE REQUIREMENT OF EQUALIZING FLOW CONTROL POSITIONS DURING JET PUMP
OPERABILITY DETERMINATIONS AND 2) IMPLEMENTING A PROCEDURE VERIFICATION AND
VALIDATION PROCESS.

[216] YANKEE ROWE DOCKET 50-029 LER S0~-008
INOPERABLE VAPOR CONTAINER ATMOSPHERE RECIRCULATION FAN.
EVENT DATE: 110490 REPORT DATE: 120390 NSSS: WE TYPE: PWR

(NSIC 220882) ON 117490 AT 1115 HOURS WITH THE PLANT IN MODE 5, A SURVEILLANCE
FLOW CHECK OF THE VC ATMOSPHERE RECIRCULATION SYSTEM SHOWED THAT FAN FN 18-3 WAS
NOT PROVIDING THE MINIMUM FLOW REQUIREMENT OF 6,000 CFM. INVESTIGATION FOUND THAT
THE FAN WAS ROTATING IN REVERSE. FURTHER INVESTIGATION FOUND THE LEADS AT THE
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CONTACT WERE REVERSED., THE ROOT CAUSE OF THIS EVENT MAS BEEN ATTRIBUTED TO
PERSONNEL ERROR IN THAT A FACILITY EMPLOYEE, AN ELECTRICIAN, INCORRECTLY FASTENED
THE MOTOR LEADS TQ THE CONTACT ON COMPLETION OF CONTACTOR REPLACEMENT. THE
ELECTRICIAN FAILED TO IMPLEMENT A TEMPORARY CMANGE FOR THE LIFTING OF LEADS
ASSOCIATED WITH THE MOTOR CONTACTOR REPLACEMENT, AND ALSO FAILED TO ADEQUATELY
PERFORM THE RETEST REQUIRED BY THE MAINTENANCE PROCEDURE FOR TME CONTACTOR
REPLACEMENT. THE INCORRECTLY FASTENED LEADS WERE REFASTENED CORRECTLY ON
117/64/90. AN INDEPENDENT REVIEW OF ELECTRICAL MAINTENANCE PERFORMED FROM THE
BEGINNING OF THE REFUELING OUTAGE UNTIL THME TIME OF THE DISCOVERY OF THE INCIDENT
HAS BEEN PERFORMED. NO OTHER DISCREPANCIES WERE FOUND. DISCIPLINARY ACTIONS
HAVE BEEN TAKEN ON THE ELECTRICIAN INVOLVED IN THIS MAINTENANCE ACTIVITY.

£217] YANKEE ROWE DOCKET 50-029 LER 90-009
FAILURE TO PERFORM SURVEILLANCES REQUIRED BY TECHNICAL SPECIFICATIONS.
EVENT DATE: 110590 REPORT DATE: 120490 NSSS§: WE TYPE: PWR

(NSIC 220883) ON 11/5/90, WHILE IN MODE 5 FOLLOWING A PLANT REFUELING OUTAGE, THE
DETERMINATION WAS MADE THAT THE REQUIRED TECH SPEC (TS) SURVEILLANCES OF THE MAIN
STEAM (MS) LINE AND PRIMARY VENT STACK (PVS) PROCESS MONITORS HAD NOT BLEN
SATISFACTORILY PERFORMED BETWEEN 11789 AND 10/90. T.5.64.3.3.1 REQUIRES THAT EACH
OF THESE RADIATION MONITORING INSTRUMENTATION CHANNELS BE DEMONSTRATED OPERABLE
(DURING MODES 1-4) BY THE PERFORMANCE OF CHANNEL FUNCTIONAL TESTS ON A MONTHLY
BASIS. PLANT PROCEDURE OP-4816 SPECIFIED THAT THESE RADIATION MONITORS BE TESTED
QUARTERLY. THE ROOT CAUSE OF THIS EVENT KAS BEEN ATTRIBUTED TO PERSONNEL ERROR.
ALTHOUGH AWARE OF THE ISSUANCE OF LICENSE AMENDMENT NO. 126, RADIATION PROTECTION
DEPARTMENT PERSONNEL DID NOT REVISE OP-4816 TO CMANGE THME SURVEILLANCE FREQUENCY
FROM QUARTERLY TO MONTHLY. IMMEDIATE CORRECTIVE ACTION INVOLVED TESTING THME MS
LINE AHD PVS PROCESS MONITORS ON 11/5/90. THE RESULTS OF THESE FUNCTIONAL TESTS
WERE ALL SATISFACTORY. OTHER CORRECTIVE ACTION INCLUDED REVISING OP-4816 TO
REFLECT THE CORRECT SURVEILLANCE FREQUENCIES, AND ALSO, REVIEWING ALL
SURVEILLANCE PROCEDURES FOR TS RADIATION MONITORS TO ENSURE THAT FREQUENCIES ARE
CORRECT. THIS IS THE FIRST OCCURRENCE OF THIS NATURE AT THIS FACILITY.

[218] YANKEE ROWE DOCKET 50-029 LER 90-011
MANUAL VALVE OPERATION RESULTS IN REACTOR SCRAM.
EVENT DATE: 120590 REPORT DATE: 010491 NSSS: WE TYPE: PWR

(NSIC 221095) ON 12/5/90, AT 0702 HOURS, WITH THE PLANT IN MODE 1 AT 100X POWER,
FOLLOWING PERFORMANCE OF VALVING TO SUPPORT REPAIR OF A CONTROL AIR LEAK, AN
AUTOMATIC REACTOR SCRAM OCCURRED. CLOSURE OF A CONTROL AIR ISOLATION VALVE
(CA-V-1239) RESULTED IN AN UNANTICIPATED LOSS OF AIR TO THE HEATER DRAIN TANK
HIGH LEVEL DUMP VALVE CAUSING IT TO OPEN. THIS RESULTED IN SEQUENTIAL AUTOMATIC
TRIPPING OF THE HEATER DRAIN PUMP ON LOW HEATER DRAIN TANK LEVEL AND THE BOILER
FEED PUMPS (BFPS) ON LOW SUCTION PRESSURE. THE LOSS OF FEEDWATER FLOW FROM THE
BFPS RESULTED IN A LOW LEVEL CONDITION IN THE STEAM GENERATORS WHICH INITIATED
THE AUTOMATIC REACTOR SCRAM. THE ROOT CAUSE OF THIS EVENT HAS BEEN ATTRIBUTED TO
PERSONNEL ERROR. AN INCOMPLETE NOTATION ON A PLANT DRAWING AND THE VALVE
IDENTIFICATION TAG CONTRIBUTED TO THE ERROR. AS CORRECTIVE ACTIONS THE DRAWING
AND VALVE TAG HAVE BEEN CORRECTED AND A WALKDOWN OF THE CONTROL AIR SYSTEM
DRAWINGS IS IN PROGRESS. ALL PLANT SYSTEMS FUNCTIONED As DESIGNED DURING THE
EVENT. THERE WAS NO ADVERSE EFFECT ON THKE MEALTH OR SAFETY OF THE PUBLIC AS A
RESULT OF THIS EVENT.
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COMPONENT INDEX

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

ACCUMULATORS 32 FAILURE, EQUIPMENT 197, 1989-201, 204,
AIR 69, 106, 107, 113 206, 207, 209, 211-216, 218
BATTERIES & CHARGERS 96, 168, 181 FAILURE, INSTRUMENT 2, 3, &, 9, 12, 13,
BEARING 85, 100, 182, 194, 199 16-18, 20, 22-25, 27, 29, 31, 33, 36,
BLOWERS &5, 50, 54, 69, 100, 106, 107, 38-41, 43, 47, 48, 50, 52, 53, 56, 58-
113, 152, 216 61, 64-66, 70, 72, 73, 77, 79, 83, 84,
BREAKER 3, 12, 17, 21, 52, 70, 87, 100, 88, 90, 92, 93, 95-98, 100-102, 107~
102, 103, 107, 119, 120, 128, 154, 109, 117, 119, 121, 122, 126, 127,
"’u 1"' 1"- 191! 206- 2‘! 132. ‘37‘13’v 1“1, “3. “.’o 1‘60 1“."
BYPASS 38, 56, 111 150, 152, 153, 157, 160, 163, 168,
CABLES AND CONNECTORS 2, 9, 13, 164, 16, 169, 174, 175, 177, 179, 180, 184-187,
17- 20- 23. 2'0 31! ‘00 ‘!' ‘7' 6‘0 ‘09' 1’35 1’“. 196, 19.. 200'30‘0, 206’
$2, 59-62, 87, 90, 93, 107, 108, 121, 208, 211, 213, 214, 217
129, 135, 145, 152, 160, 167, 168, FAILURE, PIPE 1, 6, 19, 26, 32, 37, &4,
171, 175, 179, 180, 184, 189%-191, 194, 54, &8, 70, 78, 94, 111, 115, 116,
197, 201, 206, 216 118, 121, 126, 128, 129, 142, 166,
COMMUNICATION SYSTEM 20, 206 176, 178, 182, 183, 192, 195, 209,
COMPONENTS &, 12, 15, 24, 35, 56-58, 211, 218
69, 82, 91, %2, 106, 122, 162, 172, FAILURE, TUBING 88, 104, 176, 186
177, 182, 191, 204, 216 FASTENER &, 58, 63, 112, 189, 204
COMPUTER, DIGITAL 7, 15, 70, 108, 118, FILTERS 39, 45, 112, 116, 120, 151
140, 145, 206, 207 FIRE 16, 153
CONCRETE 76 FIRE PROTECTION 167
CONDENSER 53 FLOW 24, 27, 33, 49, 56, 58, 70, 71,
CONTAINMENT AIR LOCK 20, 136, 172 79, 109, 125, 1641, 176, 2064
CONTRACTOR PERSONNEL 1, 2, 31, 37, 39, FLOW, RECIRCULATION 11, 56
58, 59, B4, 89, 964, 108, 112, 116, FLUX DISTRIBUTION 31, 61, €5, 70, 108,
126-126, 150, 172, 180, 199 122, 127, 152, 198, 203
CONTROL 24, 27, 33, 49, 52, 56, 58, 70, FUEL ELEMENTS 52, 71, 137, 152, 1&
71, 93, 96, 109, 118, 141, 176, 204, FUEL HANDLING MACHINE 28
206 FUSE 9, 24, 33, 38, 43, 66, 145, 157,
CONTROL PANEL/ROOM 17, 51, 1B& 160
CONTROL ROD DRIVES 52, 137 GAS 91, 156-158
CONTROL RODS 582, 77, 110, 121, 137, GENERATOR, DIESEL 13, 80, 102, 112,
152, 161 139, 178, 199. 206
CONTROLLER §, 93, 177 GENERATOR, MOTOR &7, 67, 87, 154
COQLING &5 GENERATORS 128
COOLING DEVICE &5, 103, 176, 178 HEAT EXCHANGERS 11, 12, 27, 38, 45, 53,
CRANE 1, 28 69, 78, 94, 103, 104, 106, 107, 109,
DOOR 14, 15, 35, 564, 74, 105, 114, 136, 111, 113, 114, 118, 149, 176~178, 194,
172, 1< 195, 206, 218
DRAINAGE 142, 152, 176, 218 HEATERS 120, 211
DRIVE 58, 142, 165, 211 HOSE 176
ELECTRIC POWER 3, 12, 17, 21, 52, 70, HUMIDITY, RELATIVE 150
77, 87, 100, 102, 103, 108, 119, 120, INDICATORS 2, 9, 12, 20, 22, 24, 29,
128, 154, 179, 184, 189, 191, 206, 213 31, 41, 43, 47, 48, 53, 59, 61, 65,
ELECTRONIC FUNCTION UNITS 12, 22, 27, 66, 70, 72, 73, 83, B84, 90, 91, 95,
53, 77, 87, 100, 101, 108, 127, 141, 101, 107, 108, 117, 119, 122, 127,
152, 157, 175, 206, 207, R14 138, 141, 146, 149, 150, 152, 156-158,
ENGINES, INTERNAL COMBUSTION 13, 80, 163, 168, 174, 179, 180, 187, 193,
112, 178 196, 198, 203, 204, 207, 208, 214, 217
EQUIPMENT 26, &6, 75, 94, 100, 1%7, INSTRUMENT LINE 53, 84, 86
1641, 182, 153, 164, 171, 194 INSTRUMENT, ALARM 16, 48, 91, 145, 156,
FAILURE, COMPONENT &, 12, 15, 24, 35, 158, 207
56-58, 69, B2, 91, 92, 106, 122, 142, INSTRUMENT, AMPLIFIER 127
172, 177, 182, 191, 204, 214 INSTRUMENT, CONTROL 2, 17, 204

FAILURE, EQUIPMENT 1-17, 19-24, 26-40, INSTRUMENT, CURRENT &3
63-54, 56-64, 66-71, 74~80, 82-87, 90, INSTRUMENT, FLOW 196
93, 94, 96, 98-116, 118-122, 124, 125, INSTRUMENT, INTERLOCK S3
127~129, 131, 134-137, 139-142, 144~ INSTRUMENT, LIQUID LEVEL 13, 84, 127,
149, 151-154, 159-161, 163-169, 171~ 1646
173, 175-18%, 184, 186, 189-191, 194~ INSTRUMENT, POSITION 8, 9, 24, 27, 56,






Ve
e
(¢ 4

J

12

ks




80
SYSTEM INDEX

ELECTRIC POWER, VITAL 9, 17, 38, 43, KEATERS 211
59, 67, 87, 90. 154, 1686, 179, 184, HPCI 21, 23, 264, 150, 153, 164, 165,
189, 206 200
EMERGENCY COOLING SYSTEM 53, 58, 134, HPC1/88F 150, 153
202, 211 HPCI/TSF 24, 153, 164, 165
EMERGENCY COOLING SYSTEM/TSF 134, 211 MYDROGEN 72, 117, 125, 135, 17
EMERGENCY POWER, ELECTRIC 13, 18, 53, INSTRUMENT, ALARM &8, 145, 207
58, 60, 80, 99, 102, 112, 113, 1264, INSTRUMENT, IN CORE 31, 61, 65, 70,
128, 133, 139, 150, 168, 178, 191, 108, 122, 127, 152, 198, 203
1964, 199, 206, 213 INSTRUMENT, NON-NUCLEAR 5, 8, 9, 17,
EMERGENCY POWER, ELECTRIC/SSF 13, 18, 20, 24, 36, 52, 53, 58, €6, 86, 93,
80, 102, 113, 1264, 133, 139, 150, 178, 96, 109, 117, 135, 141, 143, 150, 160,
199, 206 169, 171, 176, 184, 189, 200, 211, 213
EMERGENCY POWER, ELECTRIC/TSF 112, 128 INSTRUMENT, NON-NUCLEAR/SSF 150
ENGINEERED SAFETY FEATURE 9, 13, 17, LEAK DETECTION 12, 23, 68, 142, 145,
25, 39, 40, 42, 53, 61, 62, 64, 66, 150, 180, 208, 214
B4, B8, 90, 91, 97, 132, 146, 149, LEAK DETECTION/SSF 150
150, 156-158, 168, 177, 190, 193, 196, LICHTING 20, 107
197, 201, 202 LUBRICATION 11, 177, 182, 199, 206
ENGINEERED SAFETY FEATURE/SSF 17, 90, LUBRICATION/SSF 199
150 LUBRICATION/TSF 177
ENGINES, INTERNAL COMBUSTION 18, 60, MAIN COOLING SYSTEM 1, 3, 11, 12, 27,
99, 102, 133, 139, 150, 199, 206 29, 37, 38, 44, 46, 47, 49, 52, 83,
ENVIRONMENT 114, 166, 212 55, 56, 58, 64, 68, 78, 79, 82, B4,
EQUIPMENT 17, 160, 189 86, 92-94, 101, 104, 109, 111, 114,
FAILURE, ADMINISTRATIVE CONTROL 13, 14, 118, 124, 127, 128, 137, 150, 154,
19, 20, 25, 28&, 34, 36, 37, 42, 51, 176, 177, 192, 194, 195, 206, 213,
60, 63, 76, 85, 103, 108, 111, 125, 215, 218
127, 133, 137, 139, 145, 150, 151, MAIN COOLING SYSTEM/SSF 3, 79, 93, 101,
159-161, 103, 174, 182, 186, 188, 198, 150, 194
200, 201, 210, 215, 218 MAIN COOLING SYSTEM/ISF 47, 52, 53, 55,
FAILURE, DESIGN ERROR 1, 19, 32, 33, 58, 137, 154, 177
37, 43, 44, 53, 74, 88, 96, 105, 106, MATERIAL & EQUIP. HANDLING SYSTEM <, 28
112, 117, 124, 128, 129, 134, 135, MONITOR 14, 16, S0, 51, 153
150, 164, 172, 177, 180, 194, 202, 213 MONITORING SYSTEM, RADIATION 2, 12, 19,
FAILURE, FABRICATION ERROR 2, 31, 58, 22, 41, 43, 47, 59, 72, 73, 83, 95,
84, 89, 108, 116 107, 119, 138, 141, 187, 217
FAILURE, INSTALLATION ERROR &, 9, 26, OFF SITE 80, 113, 124, 128, 194, 213
29, B6, 106, 126, 132, 169, 175 ON SITE 3, 12, 14, 16, 17, 20, 21, 264,
FAILURE, MAINTENANCE ERROR 3, 5, 9, 13, 33, 40, &7, 48, 52, 60, 70, 93, 100,
20, 23, 24, 26, 35, 43, 49, 50, 59, 102, 103, 107, 119, 120, 128, 135,
60, 63, 72, 107, 115, 116, 136, 145, 145, 152, 160, 167, 177, 184, 191,
160, 168, 172, 177, 182, 1864, 189, 206, 216
191, 197, 199, 200, 209, 211, 213, PNEUMATIC SYSTEM 33, 44, 79, 118, 125,
216, 218 129, 133, 206, 218
FAILURE, OPERATOR ERROR 7, 10, 11, 14~ PNEUMATIC SYSTEM/SSF 118, 133
16, 21, 28, 30, 39, 41, 48, 53, 71, PNEUMATIC SYSTEM/TSF 33
75, 78, 90, 100, 107, 109, 111, 113, POISON, SOLU" E 109, 211
114, 130, 137, 139, 147, 149, 158, PRESSURE RELIEF 53, 64, 82, 84, 114,
161, 168, 187, 191, 207 150, 213
FEEDWATER S5, 11, 12, 26, 27, 38, 48, PRESSURE VESSELS 6, 13, 64, 70, 71, 75,
53, 56, 58, 70, 71, 77-79, 98, 118, 79, 84, 90, 135, 146, 148, 201, 213
149, 175, 177, 178, 182, 183, 193, PRESSURIZER 46, 49, 53, 58, 92, 94,
194, 196, 206, 218 118, 127, 174
FIRE PROTECTION &, 14, 16, 50, 51, 57, PROCESS MONITORING 17, 29, &4, &7, 70,
76, 99, 118, 153, 159, 166, 167, 194 84, 87, %0, 92, 101, 121, 123, 125~
| FIRE PROTECTION/SSF 14, 57, 118, 183, 127, 149, 150, 163, 174, 185, 186, 189
| 159, 194 PROCESS MONITORING/SSF 101
| FLOW, RECIRCULATION 150 RADIATION PROTECTION PERSONNEL 55, 141,
FLOW, RECIRCULATION/SSF 150 170, 205, 217
FUEL ELEMENTS 10, 12, 28, 30, 54, 138, RCIC 37, 96, 125, 132, 150, 168, 214
| 151, 157, 167 RCIC/SSF 150
| GENERATORS 12, 116, 148, 152, 194, 204, RCIC/TSF 96
1 213 REACTOR CONTROL 70, 77, 121, 137, 150,

HEAT EXCHANGERS 56 152, 179, 154, 207
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VENTILATION SYSTEM

TURBI
7 37 15 152 TURBI
VENTI
YSTE 1 G4, 67 VENTI
\ 121 - 20
- o ‘. &N
€9
YSTEM/SSF e3 150 10
61 A 111 122 13
201 17
20
01 VENT
1 112 138, 96,
1 54,
95 WASTE
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WASTE
WASTE
18, &0 5, 69, WATER
26 125 168, 176,
SSF 18, 69, 78
ISF &S 112 115,
25 152
T 17, &7 70, 72,
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1/55F S50
1/TSF 7, 105, 131
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67
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KEYWORD INDEX

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

ACCUMULATORS 32 CALIBRATION 148, 151-154, 162, 163,
ACTUATOR 9, 13, 17, 25, 39, 40, 42, 168, 174, 181, 182, 185, 186, 189,
61, 62, 64, 66, 84, 88, 90, 91, 97, 190, 196, 198, 200, 201, 203, 204,
132, 1646, 149, 150, 156-158, 168, 207, 215, 217
190, 193, 196, 197, 201, 202 CALLAWAY 1 (PWR) 27
ADMINISTRATIVE PERSONNEL ERROR =~ SEE CALVERT CLIFFS 1 (PWR) 28-33
FAILURE, ADMINISTRATIVE CONTROL CALVERT CLIFFS 2 (PWR) 29, 30, 32, 33
AGE EFFECT -~ SEE EFFECT, AGE CATAWBA 1 (PWR) 34, 35
AGENCY, NRC 84, 170, 215 CATAWBA 2 (PWR) 34, 36
AIR 69, 106, 107, 113, 125, 218 CLINTON 1 (BWR) 37
AIR/STEAM BINDING 75 COMANCHE 1 (PWR) 38-43
ANNUNCIATORS 22, 48, 59, 73, 91, 116, COMMUNICATION SYSTEM 20
145, 153, 156, 157, 175, 184, 206, COMPONENT COOLING SYSTEM 36, 40, 176,
207, 211, 214, 218 184
AQUATIC ORGANISM 195 COMPONENT COOLING SYSTEM/SSF 34
ARKANSAS NUCLEAR 1 (PWR) 1-3 COMPONENT FAILURE - SEE FAILURE,
ARKANSAS NUCLEAR 2 (PWR) 2, &, 5 COMPONENT
ARNOLD (BWR) 6 COMPONENTS 4, 12, 15, 24, 35, 56, 57,
AUXILIARY 4. S5, 11, 12, 26, 27, 38, 69, uv2, 91, 92, 106, 122, 142, 172,
39, 48, 50, 53, 58, 7%, 77, 98, 109, 182, 191, 204, 214
115, 118, 136, 152, 175-178, 182, COMPUTER, DIGITAL 7, 15, 108, 140,
183, 187, 193, 194, 206, 208 1645, 207
BATTERIES & CHARGERS 96, 168, 181 CONCENTRATION 57, 137
BEARING 85, 100, 182, 199 CONCRETE 76
BEAVER VALLEY 1 (PWR) 7, 8 CONDENSATION 11, 29, 88, 118, 126,
BEAVER VALLEY 2 (PWR) 9, 10 153, 178, 194, 211
BLOWDOWN 26, 95, 137 CONDENSER 56, 123
BLOWDOWN/TSF 137 CONDENSER COOLING SYSTEM 93, 124, 188
BLOWERS &5, 50, 54, &9, 100, 106, 107, CONDENSER COOLING SYSTEM/TSF 93, 188
113, 182, 216 CONDENSER/SSF 12%
BRAIDWOOD 1 (PWR) 11, 12 CONNECTICUT YANKEE (PWR) &4, 45
BREAKER 3, 17, 21, 52, 87, 100, 102, CONSTRUCTION 94, 99, 167
103, 107, 119, 120, 128, 154, 179, CONTAINMENT 1, 12, 17, 19, 20, 26, 32,
184, 189, 191, 206, 213 35, 37, 40, 41, 44, 45, 47, 51, 59,
BROWNS FERRY 1 (BWR) 13~18 63, 68, 70, 72, 73, 75, 76, 86, 88,
BROWNS FERRY 2 (BWR) 13, 15-18 90, 94, 96, 100, 103, 105, 111, 114,
BROWNS FERRY 3 (BWR) 13, 15-19 122, 1264-126, 128, 129, 131, 136,
BRUNSWICK 1 (BWR) 20-22 140, 150, 151, 153, 155, 157, 160,
BRUNSWICK 2 (BWR) 22-24 167, 168, 171, 172, 176, 178, 180,
BUILDING 2, &, 6, 10, 14, 15, 17, 22, 186, 189, 196, 192, 195, 208, 216
28, 30, 39, 40, 43, 50, 54, 57, 71, CONTAINMENT AIR LOCK 20, 136, 172
91, 98, 99. 106, 109, 111, 113, 115, CONTAINMENT ATMOSPKERE 72, 117, 125,
118-120, 136, 138, 151, 152, 156-158, 135, 17
167, 168, 176, 183-185, 187, 189, CONTAINMENT ISOLATION 6, 8, 9, 17, 20,
190, 208, 209, 218 36, 37, 42, 54, 62, 63, &6, 68, 70,
BUILDING/SSF 14, 57, 118 73, 90, 97, 114, 122, 129, 136, 142,
BUILDING/TSF 54 145, 160, 163, 165, 169, 172, 200
BWR REACTOR =~ SEE REACTOR, BWR CONTAINMENT ISOLATION/SSF 60
BYPASS 38, 53, 56, 58, 111 CONTAINMENT PURGE 103, 157, 160
BYRON 1 (PWR) 25, 26 CONTAINMENT SPRAY 10, 34, 109, 144,
BYRON 2 (PWR) 25, 26 178, 195
CABLES AND CONNECTORS 2, 9, 13, 14, CONTAINMENT SPRAY/SSF 34, 109
16, 17, 20, 23, 29, 31, 40, 43, 47, CONTAINMENT SPRAY/TSF 10, 34, 144, 195
48, 52, 59-62., 87, 90, 93, 107, 108, CONTAINMENT VACUUM BREAKER 63, 180
121, 129, 135, 145, 152, 160, 167, CONTAINMENT/SSF 155
168, 171, 175, 179, 180, 184, 189~ CONTAINMENT/TSF 1, 41, 100, 140, 171,
191, 194, 197, 201, 206, 216 195
CALIBRATION 9, 19, 25, 31, 34, 36, 37, CONTAMINATION &, 8, 11, 36, 41, 45,
40-42, 46, 47, 51, 56, 57, 62~64, 67, 54, 66, 69, 98, 106, 116, 142, 166,
68, 73, 76, 79-85, 90, 92, 95, 97, 177, 180, 188, 195, 213
99, 103, 107-109, 120, 121, 124, 125, CONTRACTOR PERSONNEL 1, 2, 31, 37, 39,
127, 132, 133, 138-141, 143, 144, 58, 59, 84, 89, 94, 108, 112, 116,
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