ORNI /NSI(

[icensee Event Report (LER)
Compilation




Avallsble from

Superintendent of Doouments
U.S. Governmem Printing Office
Post Otfice Box 37082
Washington, D .C. 20013-7082

A yeat’s subscription consists of 12 issues for
this publication.

Single copies of this publication
are wvailable from National Technical
Information Service, Springfield, VA 22161




Licensee Event Rk‘PHH (LLER)
Compilation

Prepared for

(OMNice for Analvsis and Evaluation of Operational Daty
LS. Nuclear Regulatory Commission

Washington, DC 208588

NRCO FIN A9135







LEADDROS SUSRE BRBBIRE o inn paaes wihane T ndd daamadnes i au.as |
COBDORERE BOIEN . ¢ 5 ¢ 5 cd st adns 693 Ao A4 AR AT S SHANCHBEIE S S R LN 52
T R T T N S A B L e e S 54
BRUUREE DB - i 5«3 sliarnires os 5808 v loass & o o4l an o8 e 57

Vendor Code IMeX. .. ..ot i e s s s e s e osannnnsnssionns 63



OCRAM

TYFPI

At
#
NRRE

WMILE

PENETRATION

Al

ARRIEF

:

NUCLEAR
RE

r

TYVLY

15
-

ARKANSAS

DATE
NIT!

S

EVENT
YIHER
PENETRA'

(NSIC

TEF

ARF

i

—

TTEF

!

1
Al

GENER

EARRIE}

IDENTIFIEL

FIRE

GENERAI

REVIS

’

LEEVE

F¥

i ME

FiIR!
I1THIN

THE

"
ITHIN
INED

|

\BLE

.\.
-
-

OPEF

TREMENT!

\

GH1
FIEIL
REQ

ND OVERSI
VERI]
FICATION

’

’
1

.

ERROR

vE

ICABLE

PENETRAT

APPL

!

i

THE

i
i‘ﬁ!i

[CAT1ON

|

DENTIF

1
sV

REVISEI
THIS

BE

OF

ARRIEF

FIRE
1M

THE
B

IMILAF
PWi
N TURBINE

nY

TYPE

THE

' N

ol

BEARRILH

FIRE

TEL

i

REPC

P

VI NC
IENTA
DATE
WES1
POWER,

R

1N

EVENT
ED

i

TRE

SUPPLI
VENDC

¥

THE

ey
I HAN

GREATER

REA

i

'
L

WHI

IPPEL

Il

RE

TEMPERAT

REMAINEI

)
LE}

2
t ATY M

1 A
ARLLS

.

RNEL
| '\"

ITE}

T

RE
EX

APRIL
PER!

Ml

IME

ATERI

7

EXPEC




BACKGROUND RADIATION LEVEL. 2RE-8°50-1 IS NORMALLY SET TO TRIP AT APPROX. 120
CPM. “ONSIDERING THAT THIE SETPOINT 1S VERY CONSERVATIVE, AN EVALUATION WAS
INITI. "SD TO DETERMINE IF A PROPOSED TECH SPEC CHANGE SHOULD DE INITIATED TO
KAISE .HE SETPOINT OF 2RE-8750-1.

[ &} BEAVER VALLEY 1 DOCKET 50-334 LER 91-010
INADVERTENT ESF ACTUATION OF SAFETY INJECTION VALVE DURING SURVEILLANCE TESTING.
EVENT DATE. 040591 REPORT DATE: 050291 NSSES: WE TYPE: PWR

VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 221942) ON 4/5/91, OPERATORS WERE PERFORMING OST 1.1.12 (SAFEGUARDS
PROTECTION SYSTEM TRAIN B TEST). AT 1923 HOURS AN UNANTICIPATED CLOSURE OF TRAIN
B LOW HEAD SAFETY INJECTION PUMP MINIMUM FLOW LINE ISOLATION VALVE, MOV-SI-885B,
OCCURRED. OPERATORS TERMINATED THE TEST AT 2019 HOURS AND MANUALLY OPENED
MOV~SI-B885B FROM THE CONTROL BOARD. INSTRUMENTATION AND CONTROL TECHNICIANS
INVESTIGATED THIS EVENT AND DETERMINED THAT CONTACT PAIR 3-4 OF S0LID STATE
PROTECTION SYSTEM RELAY K6G1B MAD FAILED, ALLOWING CURRENT TO PASS WHILE THE
CONTACTS WERE SUPPOSED TO BE OPEN. FAILURE OF THIS CONTACT PAIR CAUSED VALVE
MOV-SI-885B TO CLOSE. TECHNICIANS THEN REPLACED CONTACT PAIR 3-4 IN PELAY K6&41B.
THIS FAILURE ONLY AFFECTED TRAIN B LOW MEAD SAFETY INJECTION PUMP RECIRCULATION
CAPABILITY. THE PUMP WOULD HAVE BEEN FULLY CAPABL' OF PERFORMING ITS DESIGN
FUNCTION IN THE EVENT OF A LARGCE BREAK LOCA WHERE , " SIRCULATION FLOW 1§ NOT
REQUIRED. THE TRAIN A SYSTEM WAS OPERABLE THMROUGHOuUT THE EVENT. THE FAILURE OF
ONE TRAIN OF SAFETY INJECTION IS BEOUNDED BY ANALYSIS IN BEAVER VALLEY'S UFSAR
SECTION 6.3.1,2, "ECCS SINGLE FAILURE CRITERION COMPLIANCE."

{ 5 BRAIDWOOD 1 DOCKET 50-456 LER 9
CONTROL ROOM VENTILATION TO EMERGENCY MODE ON A LOSS OF POWER TO OUTItDl INTAKE

RADIATION MONITORS.
EVENT DATE: 032691 REPORT DATE: 042491 NSSS: WE TYPE: PWR

(NSIC 221854) AT 0343 ON 372691, THE MAIN CONTROL ROOM VENTILATION SYSI1EM
SHIFTED TO THE EMERGENCY MODE OF OPERATION. THE ACTUATION WAS CLUSED BY A
MOMENTARY LOSS OF VOLTAGE TO CONTRGL ROOM OUTSIDE INTAKE RADIATION MONITORS
ORT-PRO33 AND ORT-PRO34. THE VOLTAGE DROP WAS CAUSED BY A LIGHTNING STRIKE IN
THE SWITCHYARD AREA. ORT~PRO33 AND ORT~PRO3& AUT™™ JITICALLY RESTARTE.S AND
RETURNED TO NORMAL OPERATION. THE CAUSE OF THE Ev.. " WAS A MOMENTARY FLUCTUATION
IN VOLTAGE AVAILABLE TO THE MONITOR. WHEN LIGHTNING STRUCK THE SWITCHYARD, IT
RESULTED IN A DISTURBANCE TO THE ONSITE POWER DISTRIBUTION SYSTEM. WITHIN
SECONDS, THE MONITORS RECAINED THE REQUIRED VOLTAGE AND RETURNED TO THEIR
PRE-EVENT CONDITION. THE MAIN CONTROL ROOM VENTILATION SYSTEM WAS RESTORED TO A
NORMAL ALIGNMEN/. THERE HAVE BEEN PREVICUS OCCURRENCES OF ENGINEERED SAFETY
FEATURE (ESF) ACTUATIONS CAUSED BY LIGHTNING. TO REDUCE THE NUMBER OF ESF
ACTUATIONS CAUSED BY LIGHTNING, THE LIGHTNING PROTECTION SYSTEM IS PRESENTLY
BEINS MODIFIED. THE GROUNDING SYSTEM IS BEING IMPROVED BY THE INSTALLATION OF
ADDITIONAL GROUND CONDUCTORS. A LIGHTNING DISSIPATION SYSTEM IS BEING INSTALLED
TO PROTECT THE CONTAINMENT BUILDINGS AND THE AUXILIARY BUILDING VENTILATION
STACKS. THESE LOCATIONS WERE CHOSEN BECAUSE THEY ARE THE TALLEST STRUCTURES AT
BRAIDWOOD STATION AND THE MOST LIKELY TO BE STRUCK BY '"SHTNING.

[ 6] BROWNS FERRY 2 DOCKET 50-260 LER 91-004
REACTOR PROTECTION SYlTlM ACTUATION AS A RESULT OF EXCEEDING THE HI-HI SOURCE
RANGE MONITOR CHANNEL SETPOINT DURING TESTING.

EVENT DATE: 032691 REPORT DATE: 042591 NSSS: GE TYPE: BWR

(NSIC 221893) ON MARCH 26, 1991, AT 2024 HOURS, UNIT 2 REACTOR PROTECTION SYSTEM
ACTU,LTION OCCURRED WHEN THE COUNT RATE ON THE SOURCE RANGE .ONITOR (SRM) CHANNEL
C SPIKED WHILE A TIME DOMAIN REFLECTOMETER (TDR) TRACE WAS &EING PERFORMED ON THE
UNIT 2 INTERMEDIATE RANGE MONITOR (IRM) CHANNEL C DETECTOR CABLE SHIELD. TDR
TRACE WAS BEING PERFORMED ON IRM CHANNEL C TO DETERMINE THE LOCATION OF A GROUND
FAULT IN THE IRM DETECTOR CABLE SHIELD. DURING THE PERFORMANCE OF THE TDR TRACE,
SRM CHANNEL C SPIKED CAUSING A FULL SCRAM. THE ROOT CAUSE OF THIS EVENT HAS NOT
BEEN DETERMINED AT THIS TIME, THE SCRAM WAS CAUSED BY AN UNEXPECTED HI~HI TRIP



IN THE SRC CABLE DURING THE PERFORMANCE CF TDR TRACING ON A NEARBY IRM CABLE.
THIS INTERACTION BETWEEN CHANNELS MAS NOT BEEN OBSERVED BEFORE. THE GROUND FAULT
IN THE IRM CHANNEL C DETECTOR CABLE SHIELD WAS REMOVED. A SPECIAL TEAM WILL
PERFORM A DETAILED EVALUATION OF THE ENTIRE NEUTRON MONITORING SYSTEM PRIOR TO
gsi;rllzggi%lt. TVA WILL REPORT THE RESULTS IN A SUPPLEMENT TO THIS LICLNSEE

£ N3 FROWNS FERRY 2 DOCKET 50-260 LER 91-005
UNPLANNED ENGINEERED SAFETY FEATURES ACTUATION DUE TO CLEARING OF A FUSE CAUSED
BY A FAILED RELAY COIL.

EVENT DATE: 032791 REPORT DATE: 042591 NSSS: JE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 221894) ON MARCH 27, 1991, AT 0322 HOURS, A FUSE IN THE PRIMARY CONTAINMENT
ISOLATION SYSTEM (PCIS) CLEARED, RESULTING IN ENGINEERED SAFETY FEATURE
ACTUATIONS. THESE ACTUATIONS INCLUDED CLOSURE OF THE DRYWELL FLOOR DRAIN
ISOLATION VALVE, DRYWELL EQUIPMENT DRAIN SUMP ISOLATION VALVE, AND THE
SUPPRESSION POOL DRAIN VALVE. THIS E"ENT WAS CAUSED BY AN UNEXPECTED FAILURE OF
A PCIS RELAY RESULTING FROM 4 FAULTY RELAY COIL. THE COIL IN A GENERAL ELECTRIC
(GE) TYPE CR120 RELAY, USED IN THE NOR'ALLY ENERGIZED STATE, FAILED., CORRECTIVE
ACTIONS INCLUDED EPLACING THE RELAY COIL AND REALIGNING THE AFFECTED SYSTEMS.
FURTHER CORRECTIVE ACTIONS WILL INCLUDZ REPLACEMENT CF THE RFLAY COIL IN THE GE
;x:::cgkfgsllLAYi USED IN NORMALLY ENERGIZED, SAFETY-RELATED APPLICATIOMS IN ALL

[ 8] BROWNS FERRY 2 DOCKET 50-260 LER 91-006
UNPLANNGD REACTOR PROTECTY. Syui: ACTUATION RESULTING FROM LOCAL POWER RANGE
MONITOR LEAKAGE CURRENT.

EVENT DATE: 032991 REFOR, 7 & 25 NSSS: GE TYPE: BWR
VENDOR: GENER..I ELECTRIC COl. . "4 .EAR ENG DIV)

(NSIC 221895) AT 2139 HOURE N “aw' o 29, 1991, AN UNPLANNED REACTOR PROTECTION
SYSTEM ACTUATION OCCURRED CN un. 2 WHEN AVERAGE POWER RANGE MONITOR (APRM) B
DRIFTED HIGH AND EXCEEDED THE HI-HI SETPOINT. THE INPUT TO THE APRM IS PROVIDED
BY THE LOCAL POWER RANGE MONITORS (LPRMS). ODURING THIE EVENT, A SINGLE LPRM
DRIFTED HIGH DUE TO A HIGH LEAKAGE C'RRENT AND THIS RESULTED IN THE ASSOCIATED
APRM EXCEEDING ITS SETPOINT. THIS EVENT WAS TERMINATED AT 2330 HOURS ON MARCH
29, 1991 WHEN THE LPRY WAS BYPASSED AND THE REACTOR SCRAM WAS RESET. THE ROOT
CAUSE OF THIS EVENT WAS AN UNEXPECTED FAILURE CF THE LPRM DUE TO A HIGH LEAKAGE
CURRENT FROM EITHER THE LPARM DETECTOR OR THF LPRM CABLE. THE INITIAL CORRECTIVE
ACTION WAS TO TROUBLESHOOT THE LPRM. THIS TESTINS SHOWED A HIGH LEAKAGE CURRENT
IN EITHER THE LPRM CABLE OR THE LPRM DETECTOR. ADDITIONAL CORRECTIVE ACTIONS
INCLUDE DIAGNOSYTIC TESTING OF THE NEUTRON MONITORING SYSTEM AND REPAIR OR
REPLACEMENT OF ANY AFFECTED COMPONENTS AS REQUIRED. 1IN ADDITION, BFN WILL SUBMIT
A REVISED LICENSEE EVENT REPNORT TO ADDRESS THE ROOT CAUSE OF THE LPRM HICGH
k:g?:g% g¥R5§¥; QND IMPLEMENTATION OF CORRECTIVE ACTIONS WITHIN 30 DAYS AFTER TKE

[ 93 BRUNSWICK 1 DOCKET 50-328% LER 90-028 REV 01
UPDATE ON UNEXPECTED AUTOMATIC CLOSURE OF THE HPCI EXMAUST VACUUM BREAKER
ISOLATION VALVE. '

EVENT PATE: 121590 REPORT DATE: 041591 NSSS: GE TYPE: BWR

VENDOR: ROSEMOUNT, INC.

(NSIC 221936) ON 12/15/90, AT APPROX. 0530, THE ALTERNATE BREAKER SUPPLYING POWER
TO THE YIGH PRESSURE COOLANT INJECTION SYSTEM TUREBINE EXHAUST VACUUM BREAKER,
1-E41-F079, WAS SWITCHED OFF TO RESTORE IT TO ITS REQUIRED POSITION. COINCIDENT
WITH THE OFINING OF THE BREAKER THE VALVE STROKED CLOSED. THE VALVE CLOSURE
RESULTED FROM A SEALED IN CLOSURE SICGNAL PRESENT IN THT VALVE LOGIC AFTER THE
PERFORMANCE OF 1MST-RHRZ21 ON 12-1-50. THE VALVE DID NOT CLOSE AT THAT TIME
BECAUSE, WITH THE ALTERNATE BREAKER SUPPLYING POWER TO THE VALVE MOTOR, NO
AUTOMATIC CLOSURE SIGNAL OR MANUAL OPERATION OF THE VALVE FROM THE CONTROL ROOM
OR NORMAL SUPPLY BREAKER IS5 AVAILABLE, PER DESIGN. THE REASON THE ASSD BREAKER



WAS "ON" IS INDETERMINATE. THE VALVE WAS RESTORED TO THE OPEN POSITION. THIS IS
AN ISOLATED EVENT WITH MINIMAL SAFETY SIGNIFICANCE. THE UNIT WAS SHUT DOWN,
PRIMARY CONTAINMENT ISOLATION SYSTEM (PCIS) OPERABILITY WAS NOT RECUIRED, AND THE
VALVE AND ELECTRICAL LINE-UPS WOULD HAVE RESTORED THE BREAKER TO ITS REQUIRED
POSITION PRIOR TO THE UNIT BEINC IN A CONDITION WHICH REQUIRED THE PCIS FUNCTION
TO BE OPERABLE. MAD PCIS OPERABILITY BEEN REQUIRED, THE REDUNDANT ISOLATION
VALVE AND SECONDARY CONTAINMENT WOULD KAVE BEEN AVAILAELE TO MITIGATE THE EVENT.

[ 10] BRUNSWICK 1 DOCKET $0-325 LER 91-00%

DUAL UNIT REACTOR SKNUTDOWN AND RESULTING LOW REACTOR VESSEL WATER LEVEL ISOLATION
PRIMARY CONTAINMENT ISOLATION SYSTEM GROUPS 2, 6, & 8 AND AUTOMATIC REACTOR SCRAM
SIGNAL DURING THE MANUAL SCRAM.

EVENT DATE: 032891 REPORT DATE: 042991 NSSS: GE TYPE: BWR

OTHER UNITS INVOLVED: BRUNSWICK 2 (BWR)

(NSIC 221937) ON MARCH 22, 19%1, AT 0530 %' EMERGENCY DIESEL GENERATOR (DG) WAS
REMOVED FROM SERVICE FOR REPAIRE. BY MARCH 28, 1991, AT 1823 PREPARATIONS FOR A
DUAL UNIT REACTOR SHUTDOWN WERE INITIATED BECAUSE #1 DG'S CAMSHAFT WAS DAMAGED
DURING THE REPAIRS TO ITS CAMSMAFT BEARINGS. THE CAMSHAFT OF #1 DG REQUIRED
REPAIRS PROJECTED TO TAKE LONGER THAN THE SEVEN DAYS ALLOWED BY THE TECHNICAL
SPECIFICATION (ENDING MARCH 29, 1991, AT 05305. IT WAS PLANNED TO SHUTDOWN UNIT
1 REACTOR BY MANUAL SCRAM FROI: 19X REACTOR POWER DUE TO THE INOPERABLE NEUTRON
MONITORING, INTERMEDIATE RANGE MONITORS (IRM) ™A®™ & "C", WHICK UPON ENTERING THE
START-UP MODE WOULD HAVE REQUIRED A HALF SCRAM SIGNAL IN THE "A"™ REACTOR
PROTECTION SYSTEM (RPS). DURING THE MANUAL SCRAM THE REACTOR VESSEL LEVEL
MOMENTARILY SHRANK TO BELOW THE LOW LEVEL 1 SETPOINT FOR PRIMARY CONTAINMENT
ISOLATION SYSTEM (PCIS) GROUPS 2.6,& 8 ISOLATIONS AND THE AUTOMATIC REACTOR SCRAM
SETPOINT. THE UNIT 2 REACTOR WAS ALSO SHUTDOWN BY MANUAL SCRAM, WHEN DURING THE
SHU'TDOWN IRM "B" & "D"™ FAILED REQUIRING A HALF SCRAM SICGNAL IN THE "B" REACTOR
PROTECTION SYSTEM (RPS).

£ 193 BRUNSWICK 2 DOCKET S50-326 LER 91-002
INTERMI "TATE RANGE MONITOR SPIKES UPSCALE DURING DC GROUND ISOLATION PROCEDURES

CAUSINE i FULL RPS TRIP.
EVENT L. [E: 040291 REPORT DATE: 0502%1 NS5SS: GE TYPE: BWR

(NSIC 221935) AT APPROX. 0959 HOURS (EST) OK 4/2-91, AN UNEXPECTED TRIP IN RPS
TRIP SYSTEM B, ACCIDENT WITH AN EXPECTED TRIP ON TRIP SYSTEM A, WAS INCURRED AND
A FULL RPS TRIFP WAS RECEIVED. THE EXPECTED TRIP WAS INCURRED WHEN POWER TO THE
AUTOMATIC SCRAM LOGIC OF RPS TRIP SYSTEM "A™ WAS DEENERGIZED DURING GROUND
ISOLATION PROCEDURES. THE FULL RPS TRIP WAS RESET SHORTLY THEREAFTER. THE DIRECT
CAUSE OF THE UNEXPECTI™ TRIP WAS INTERMEDIATE RANGE MONITORING (IRM) CHANNEL
SPIKING UPSCALE. A SIGNAL NOISE, CREATED BY THE RPS TRIP SYSTEM "A"™ SCRAM RELAYS
DEENERCGIZING, WAS INDUCFD INTO THE IRM D DETEZTOR CIRCUITRY. IRM CHANNEL D WAS
LICLARED INOPERABLE AND A WORK REQUEST/JOE ORDER (WR/JO 91-AGPA1) WAS INITIATED
TO TROUBLESHOOT IRM D FOR INCOMING NOISE AND REPAIR AS NECESSARY. METAL OXIDE
VARISTORS (MOVS) HAVE LEEN INSTALLED ACROSS THE COILS OF THE ASSOCIATED SCRAM
RZLAYS ON A TEMPORARY BASIS UNTIL PERMANENT INSTALLATION CAN BE EFFECTED. MOVS
MAVE PROVEN TO BE EFFECTIVE IN SUPPRESSING MICGH VOLIAGE SPIKING. AODITIONAL
CORRECTIVE ACTION INCLUDED INITIATING AN ADVERSE CONDITION REPORT (,CR B91-177)
TC ASSESS TUE PERFORMANCE OF IRMS. THE SAFETY SIGNIFICANCE OF THIS EVENT WAS
MINIMAL AS CONTROL RODS WERE FULLY INSERTED IN THE CORE PRIOR TO THE FULL RPS
TRIP. PREVIOUS SIMILAR OCCURRENCES HAVE BEEN REPORTED IN LERS 1-84~034, 1-85-031,
1-85-045, 2-86-014, 1~87-010, 2-88-00%9 AND 1-89-002.

[ 12] CALVERT CLIFFS 2 DOCKET 50-318 LER 91-001
REACTOR COOLANT INADVERTENTLY DRAINED THRCUGHK CONTAINMENT SPRAY HEADER DUE TO

OPERATOR ERROR.
EVENT DATE: 031291 REPORT DATE: 062691 NSSS: CE TYPE: PWR

(NSIC 221933) ON MARCH 12, 1991 AT 12:48 A.M., PLANT OCPERATORS INADVERTENTLY
DRAINED APPRCXIMATELY 1900 GALLONS OF REACTOR COOLANT SYSTEM WATER THROUGH THE
CALVERT CLIFFS UNIT 2 CONTAINMENT SPRAY RING AND A DRAIN LINE. THIS INCIDENT



OCCURRED WHILE OPERATORS WERE LINING UP TO FILL THE UNMIT 2 SAFETY INJECTION
TANKS. THE ROOT CAUSE OF THIS EVENT WAS PERSONNEL ERROR IN THAT THE PLANT WATCM
SUPERVISOR MISINTERPRETED PROCEDURES, INAPPROPRIATELY PERFORMED PROCEDURE STEPS
COMCURRENTLY, AND FAILED TO VERIFY THE POSITION OF AN ISOLATION VALVE. VERBAL
COMM®  CATION BY THE OPERATORS IN THE FIELD WAS DEFICIENT. APPROPRIATE PERSONNEL
ACTIOI WERE TAKEN. ALL SHIFT CREWS WERE INSTRUCTED ON MANAGEMENT EXPECTATIONS
CONCEF (ING CORRTCT PROCEDURE INTERPRETATION, VERBAL COMMUNICATIONS, AND
APPROMRIATE LINES OF AUTHORITY. WE ARE REVISING THE PROCEDURAL CONTROLS FOR
PERFORMING STEPS CONCURRENTLY. WE ARE ENHANCING CONTINUING TRAINING COVERAGE OF
IMPORTANT CONTROL PROCESSES IN THE OPERATIONS AREA WHERE DEVIATIONS IN THE FIELD
COULD REDUCE THE DEFENSE-IN-DEPTH INTENDED BY THESE CONTROLS.

[ 13) CALVERT CLIFFS 2 DOCKET 50-318 LER 91-002
ENGINEERED SAFETY FEATURES ACTUATION SYSTEM (ESFAS) INITIATION DUE 70 OPERATOR
ERROR WHILE RESTORING ESFAS LOGIC CABINET.

EVENT DATE: 032791 REPORT DATE: 042691 NSSS: CE TYPE: PWR

(NSIC 221257) ON 3/27/91, AT 11:51 A.M.., AN INADVERTENT SAFETY INJECTION
ACTUATION SIGNAL (SIAS) WAS INITIATED ON CALVERT CLIFFS UNIT 2. THE INCIDENT
OCCURRED WHILE UTILITY LICENSED OPERATORS WERE ATTEMPTING TO RE-ENERGIZE THE ESF
ACTUATION SYSTEM AL ACTUATION LOGIC CABINET. AT THE TIME CF THE EVENT UNIT 2 WAS
IN COLD SHUTDOWN (MODE 5) WITH A REACTOR COOLANT SYSTEM (RCS) TEMPERATURE OF 140F
AND A PRESSURE OF 220 PSI. UNIT 1 WAS OPERATING AT 100 PERCENT POWER. THE ROOT
CAUSE OF THE EVENT WAS PERSONNEL ERROR BY THE SENIOR REACTOR OPERATOR (SRO) WHO
WAS DIRECTING THE EVOLUTION. THE SRO FAILED TO FULLY COMPRENEND TWO CAUTION
STATEMENTS CONTAINED WITHIN THE PROCEDURE HE WAS USING AND DIRECTED A CONTROL
ROOM OPERATOR TO PERFORM STEPS OUT OF ORDER. THE INADVERTENT SIAS CAUSED THE
CLOSURE OF THE CHEMICAL AND VOLUME CONTROL SYSTEM ISOLATION VALVES AND THE START
OF A SECOND CHARGING PUMP. SHUTDOWN COOLING WAS IN-SERVICE MAINTAINING RCS
TEMPERATURE AND THE {IGH PRESSURE SAFETY INJECTION SYSTEM WAS LINED UP FOR LOW
TEMPERATURE OVER PRESSURE PROTECTION. BOTH OF THESE SYSTEMS WERE UNAFFECTED BY
THE SIAS ACTIVATION. IMMEDIATE CORRECTIVE ACTIONS INCLUDED COUNSELING THE
OPERATORS AND INFORMING OTHER PERSONNEL OF THE EVENT. CONTINUING ACTIONS FOCUS
ON IMPROVING PROCEDURE USAGE, PRE-EVOLUTION BRIEFINGS, INVOLVEMENT OF SUPERVISORY
PERSONNEL, AND THE CONTENT OF PROCEDURES.

[ 14] CALVERT CLIFFS 2 DOCKET 50-318 LER 91-003
INADVERTENT ACTUATION OF REACTOR PROTECTION SYSTEM WHILE TROUBLESHOOTING.
EVENT DATE: 040991 REPORT DATE: 050791 NSSS: CE TYPE: PWR

(NSIC 221994) ON APRIL 9, 1991 AT 0137, AN INADVERTENT REACTOR PROTECTION SYSTEM
(RPS) ACTUATION OCCURRED AT CALVERT CLIFFS UNIT 2 WHILE THE PLANT WAS CONDUCTING
CONTROL ELEMENT ASSEMBLY TESTING. THE PLANT WAS IN HOT SHUTDOWN, AT A REACTOR
COOLANT SYSTEM PRESSURE OF 2250 PSIA AND TEMPERATURE OF 532 DEGREES FAHMRENHEIT,
THE INCIDENT OCCURRED WHEN PERSONNEL WMO INTENDED TO KEY A PORTABLE RADIO AND
OBSERVE FOR RPS TRIP ACTI'ATIONS (IN THE PERFORMANCE OF TROUBLESHOOTING RADIC
FREQUENCY INTERFERENCE PKOBLEMS) ACCIDENTALLY KEYED THE RADIO OUT OF SEQUENCE.
THE ROOT CAUSE OF THE EVENT WAS PERSONNEL ERROR COMPLICATED BY A COMBINATION OF
THE PORTABLE RADIO'S DESICN AND STANDARD CONTROLS FOR MINIMIZING CONTAMINATION.
IMMEDIATE CORRECTIVE ACTIONS INCLUDED AN ENTRY ON THE SHIFT SUPERVISCR'S LOG
INFORMING PERSONNEL NOT TO TAKE PORTABLE RADIOS IN THE VICINITY OF THE FLOW
TRANSMITTERS AND A SIMILAR ENTRY MADE ON THE SHIFT TURNOVER SHEET. ACTIONS TO
PREVENT RECURRENCE INCLUDE PERMANENT SIGNS OUTSIDE OF CONTAINMENTS ACCESSES,
CHANGES TO SITE PROCEDURES, INFORMING ALL SITE PORTABLE RADIO USERS OF THE
RESTRICTIONS INSIDE THE CONTAINMENTS, AND REASSESSING INDUSTRY EXPERIENCES TO
ENSURE CURRENT PLANT CONTROLS ARE ADEQUATE.

[ 5] CATAWBA 1 DOCKET 50-613 LER 91-006
TECHNICAL SPECIFICATION VIOLATION WHEN NUCLEAR SERVICE WATER VALVES WERE LEFT
WITHOUT AN EMERGENCY POWER SUPPLY DUE TO INAPPROPRIATE ACTION.

EVENT DATE: 032391 REPORT DATE: 041891 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: CATAWBA 2 (PWR)



(NSIC 221873) ON MARCH 23, 1991 AT 03060 HOURS, UNIT 1 WAS IN MODE S, COLD
SHUTDOWN, IN PREPARATION FOR THE END OF CYCLE REFUELING OUTAGE. UNIT 2 WAS IN
MODE 1, POWER OPERATIONS. AT 0337 HOURS, OPERATIONS REMOVED THE 1A DIESEL
GENERATOR (D/G) FROM SERVICE USING PROCEDURE OP/1/A/6350-02, DIESEL GENERATOR
OPERATION. A NON-LICENSED OPERATOR (NLO) REQUESTED OPERATOR AT THE CONTROLS'
(OATC) ASSISTANCE TO ENSURE THAT 1EMXG, ESSENTIAL MOTOR CONTROL CENTER, WAS
ALIGNED TO 2ELXA, ALTERNATE BLACKOUT POWER LOADCENTER. THE OATC AND NLO USED THE
OPERATOR AID COMPUTER (OAC) GRAPHICS AND APPARENTLY MISREAD THE GRAPHIC TO
CONCLUDE THAT 1EMXG WAS POWERED BY 2ELXA. THE NUCLEAR SERVICE WATER SYSTEM (RN)
'A' TRAIN WAS REMOVED FROM SERVICE ON MARCH 23 AT 0500 HOURS AND WAS RETURNED TO
SERVICE ON MARCH 26 AT 0G4S HOURS., AT 1400 HOURS, AN ENGINEERED SAFEGUARD
FEATURE BYPASS PANEL (1.47) ALARM WAS RECEIVED IN THE CONTROL ROOM AND THE
OPERATORS DETERMINED THAT 1EMXG WAS WITHOUT EMERGENCY POWER. THE OPERATORS
ALIGNED 1EMXG TO ZELXA. THIS INCIDENT HAS BEEN A TTRIBUTED TO AN INAPPROPRIATE
ACTION IN THAT THE NLO AND OATC MISREAD THE CAC GRAPHICS WHMILE VERIFYING THE
ALIGNMENT OF 1EMXG TO 2ELXA. OPS PERSONNEL HAVE BEEN INFORMED NOT TO USE THE OAC
GRAPHNICS FOR PROCEDURE SIGN-OFFS AND OPS MANAGEMENT PROCEDURES WILL EE REVISED.

[ 16) COMANCHE 1 DOCKET 50-445 LER 91-003 REV 01
UPDATE ON LESS THAN ADEQUATE PROCEDURE REVIEW LEADING TO THE FAILURE TO FULLY
SATISFY ASME SECTION XI TESTING REQUIREMENTS.

EVENT DATE: 012491 REPORT DATE: 042991 NSSS: WE TYPE: PWR

(NSIC 221874) ON JANUARY 24, 1991, AN ENGINEER WAS PERFORMING A REVIEW OF A
RESIDUAL HEAT REMOVAL SYSTEM OPERABILITY TEST PROCEDURE BEING DEVELOPED TO
SUPPORT LICENSING OF UNIT 2. THE REVIEWER NOTED THAT THE ASME SECTION XI TEST
REQUIREMENTS SPECIFIED IN THE INSERVICE TESTING PLAN WERE NOT SATISFIED BY THE
PROCEDURE. THE REVIEWER OBSERVED A SIMILAR DISCREPANCY IN THE UNIT 1 TEST
PROCEDURE. INADEQUATE IMPLEMENTATION OF THE SECTION XI TEST REQUIREMENTS
CONSTITUTES A FAILURE TO MEET THE OPERABILITY REQUIREMENTS FOR A TECHNICAL
SPECIFICATION LIMITING CONDITION FOR OPERATION. THE CAUSE OF THE EVENT WAS
DETERMINED TO BE INADEQUATE TECHNICAL REVIEW DURING OR FOLLOWING DOCUMENT
REVISION. CORRECTIVE ACTIONS INCLUDE A REQUEST FOR RELIEF FROM THE TESTING
REQUIREMENT AND CONTINUED EVALUATION.

E 193 COMANCHE 1 DOCKET 50-6G&5 LER 91-006 REV 01
UPDATE ON INADVERTENT OPERATION OF TME CONTAINMENT SUMP SUCTION ISOLATION VALVES

CAUSED BY PERSONNEL ERROR.
EVENT DATE: 022891 REPCRT DATE: 05109 NSSS: WE TYPE: PHWR

(NSIC 222012) ON FEBRUARY 28, 1991, A REACTOR OPERATOR AND AN INSTRUM %
CONTROL TECHNICIAN WERE PERFORMING QUARTERLY SURVEILLANCE TESTING ON ¢ 7 JUARDS
SLAVE RELAYS REQUIRED FOR AUTOMATIC OPERATION OF THE CONTAINMENT SUM _JCTION
VALVES. THE MULTIMETER BEING USED TO MECASURE VOLTAGE AT POINTS IN THE UONTROL
CIRCUIT WAS INCORRECTLY SET UP TO MEASURE CURRENT RATHER THAN VOLTAGE. WHEN THE
FIRST READING WAS ATTEMPTED, TME CONTAINMENT SUMP SUCTION VALVE RECEIVED AN OFEN
SIGNAL ALLOWING WATER TO DRAIN FROM THE REFUELING WATER STORAGE TANK TO THE
CONTAINMENT SUMP. THE CAUSE OF THE EVENT WAS PERSONNEL ERRCR. CORRECTIVE ACTION
INCLUDED EVENT REVIEW, TRAINING, AND PROCEDURE ENHANCEMENT. A VOLUNTARY REPORT IS
BEING SUBMITTED BECAUSE OF THE SIGNIFICANCE AND GENERIC INTEREST OF THE EVENT.

[ 18] COMANCHE 1 DOCKET 50-445 LER 91-009
AUTOMATIC ISOLATION OF STEAM GENERATOR BLOWDOWN DUE TO COGNITIVE PERSONNEL ERROR.
EVENT DATE: 032191 REPORT DATE: 042291 NSSS: WE TYPE: PWR

(NSIC 221968) ON MARCH 21, 1991, COMANCHE PEAK STEAM ELECTRIC STATION (CPSES)
UNIT 1 WAS IN MODE S, COLD SHUTDOWN, WITH REACTOR COOLANT SYSTEM TEMPERATURE OF
130 DEGREES F AND PRESSURE OF 325 PSIG. STEAM GENERATOR BLOWDOWN (SGBD) SYSTEM
WAS IN SERVICE AND BEING USED TO DRAIN THE STEAM GENERATORS (SG). AT 0300
DRAINING OF SG-03 BEGAN. THE UNIT SUPERVISOR FOLLOWED THE SYSTEM OPERATING
PROCEDURE AS WRITTEN AND KNEW THAT AN ESF ACTUATION WOULD OCCUR AT 25 PERCENT
LEVEL IN SG-03, MOWEVER: HE THOUGHT THIS WAS A CONTROLLED EVOLUTION, WITH
PROCEDURAL GUIDANCE, AND THEREFORE NOT REPORTAELE. PRIOR T0 THE ESF ACTUATION,
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VENDOR: MERCOID CGRP.
NUCLEAK ENGINEERING COMPANY, INC,

(NSIC 221906) ON 32491, AT 2:38 AM AND, AGAIN, AT 4:15 AM, REACTOR WATER
CLEANUP (RWCU) SYSTEM ISOLATIONS OCCURRED AS A RESULT OF HIGH TEMPERATURE
CONCITIONS (140F) DOWNSTREAM OF THE RWCU NON-REGENERATIVE HEAT EXCHANGERS (NRHX).
THE REACTOR WAS SHUTDOWN WITH THE RMR SYSTEM IN THE SHUTDOWN COOLING MODE OF
CPERATION. RWCU SYSTEM WAS ALIGNED WITH A FLOW PATH OPEN TO THE CONDENSER
HOTWELL TC PROVIDE FOR REACTOR VESSEL LEVEL CONTROL. TO FACILITATE FEEDWATER
SYSTEAM MAINTENANCE, THE PUMPS WERE NOT IN OPERATION., SINCE REACTOR VESSEL LEVEL
CONTROL WAS WELL ESTABLISHED, MINIMAL FLOW EXISTED IN THE RWCU SYSTEM, IT IS
PROBABLE THAT THE HIGH TEMPERATURE CONDITION OCCURRED DUE TO THE INPUT OF
RESIDUAL HEAT FROM RWCU PIPING AND COMPONENTS. THIS CONDITION MAY MAVE BEEN
COMPOUNDED HAD THERE BEEN ANY BACKFLOW THROUGH THE CHECK VALVE IN THE 3/& INCH
SUBCOOLING LINE INSTALLED BETWEEN THE NRHX OUTLET AND THE RWCU SYSTEM INLET
PIPING. WITH VIRTUALLY NO SYSTEM DIFFERENTIAL PRESSURE, THIS BACKFLOW GOULD HAVE
EXISTCD, ALLOWING DIRECT INPUT OF MOT WATER., NEITHER OF THESE ISOLATIONS WERE
PRECEDED BY ANY INDICATION OF SYSTEM HIGH TEMPERATURE. IT WAS DETERMINED THAT
THE ALARM SWITCH AND TEMPERATURE INDICATOR WERE DEFECTIVE. ROOT CAUSE OF THESE
EQUIPMENT FAILURES 1S LACK OF PREVENTIVE MAINTENANCE AND RANDOM EQUIPMENT FAILURE.

[ 262 COOPER DOCKET 50-298 LER 91-003
UNPLANNEL ACTUATION OF GROUP VI ISOLATION DURING SURVEILLANCE TESTING DUE TO
PERSONNEL ERROR AND DEFICIENT PROCEDURE.

EVENT DATE: 032591 REPORT DATE: 04249° NSS§: GE TYPE: RWR

(NSIC 221907 ON MARCH 2S5, 1991, AT 10:59 PM, WITH THE PLANT IN COLD SHUTDOWN FOR
A MAINTENANCE OUTAGE, &M UNPLANNED ACTUATION OF THE GROUP VI ISOLATION LOGIC
OCCURRED, RESULTING IN ISOLATION OF THE SECONDARY CONTAINMENT AND CLOSURE OF THE
DRYWELL VENT AND PURGE VALVES. THE ACTUATION OCCURRED DURING SURVEILLANCE
TESTING, WHEN THE I&C TECHNICIAN STATIONED IN THE CONTROL ROOM FAILED TO RESET
THE REACTOR BUILDING VENTILATION RADIATION MONITOR PRIOR TO REMOVAL OF A TEST
JUMPER. 1HE TEST IN PROGRESS WAS SURVEILLANCE PROCEDURE (5P) &.3.7.5, REACTOR
BUILDING VENTILATION RADIATION MONITOR SOURCE CHECK. AS THE TECHNICIAN BEGAN TO
REMOVE THE JUMPER, ARCING WAS OBSERVED. THE JUMPER WAS IMMEDIATELY RELANDED,
RESTORING THE RADIATION MONITOR LOGIC CIRCUIT TO ITS NORMALLY ENERGIZED
CONDITION. THIS INTERRUPTED THE GROUP VI ACTUATION SIGNAL. THE MONITOR WAS THEN
RESET AND THE VENTILATION SYSTEMS WERE RESTORED TO THEIR NORMAL LINEUP. WHILE
STANDBY GAS TREALMENT SYS1EM OPERATION WAS NOT OBSERVED BY THE CONTROL ROOM
CPERATOR, THIS WOULD HAVE BEEN EXPECTED DUE TO THE EFFECT OF THE MOMENTARY
ACTUATION SIGNAL ON THE COMTROL SYSTEM LOGIC. THE FAILURE TO PROPERLY RESET THE
RADIATION MONITOR WAS DUE TO AMBIGUITY IN THE PROCEDURE AND PERSONNEL ERROR.

UPON ENCOUNTERING THE AMBIGUOUS STEP, THE TECHNICIAN WAS UNSURE THAT RESET WAS
REQUIRED PRIOR TO REMOVING THE JUMPER.

[ 27) COOPER DCCKET 50-298 LER 91-004
UNPLANNED AUTOMATIC STARTUP OF OIESEL GENERATOR NUMBER 1 CAUSED BY INADEQUATE
PLANNING AND POOR COMMUNICATIONS DURING DRAWING VERIFICATION PROJECT ACTIVITIES.
EVENT DATE: 03269 REPORT DATE: 042591 NSSS: CE TYPE: BWR

(NSIC 221855) ON 3/26/91 AT 9:26 AM, DIESEL GENERATOR NUMBER 1 (DG #1)
AUTOMATICALLY STARTED, BUT WAS NOT REQUIRED TO LOAD, WHMEN THE FUSE BLOCK FOR THE
4160V 1A BUS UNDERVOLTAGE PROTECTION CIRCUIT WAS PULLED DURING DRAWING
VERIFICATION PROJECT ACTIVITIES. AS A RESULT OF THE CIRCUIT BEING DEENERGIZED,
G160V BREAKER 1AF OPENED, DEENERGIZING THE 4160V 1F CRITICAL BUS. THKIS RESULTED
IN THE RECEIPT OF AN AUTOMATIC START SIGNAL BY DG #1, CLOSURE OF SEVERAL FRIMARY
CONTAINMENT ISOLATION VALVES ASSOCIATED WITH GROUPS III AND VI, AND LOAD SHEDDING
OF PUMPS AND LOAD CENTERS PO.ERED FROM THE 4160V 1F CRITICAL BUS. THE BUS WAS
AUTOMATICALLY REPOWERED FROM THE EMERGENCY TRANSFORMER, AS DESIGNED. AT THE TIME
OF THE EVENT, THE PLANT WAS SHUTDOWN, WITH THE RESIDUAL HEAT REMOVAL (RHR) SYSTEM
IN THE SHUTDOWN COOLING MODE OF OPERATION. REACTOR WATER TEMPERATURE WAS 137F.
THE CAUSE OF THESE UNPLANNED ACTIONS WAS DUE TO PERSONNEL ERROR, COUPLED WITH
INADEQUATE COMMUNICATIONS AND HUMAN FACTORS CONSIDERATIONS. THE POTENTIAL FOR,
AND IMPACT OF, LOSING THE UNDERVOLTAGE PROTECTION CIRCUITRY HAD NOT BEEN PROPERLY
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ASSESSED BY PROJECT PERSONNEL., THE SHIFT SUPERVISOR UNDERSTOOD THAT THE FUSE WAS
ASSOCIATED WITH THE 1A CONDENSATE PUNP., THE LOCATION OF THE FUSE IN THE 1A
gggg:?:ﬁg§‘:UHP SWITCHGEAR COMPOUNDED THE COMMUNICATIONS AND ASSESSMENT

[ 28] DIABLO CANYON 1 DOCKET 50-273 LER 91-005
ACTUATION OF WRONG TEST SWITCH CAUSES UNPLANNED DIESIL GENERATOR START (ESF

ACTUATION) DUE TO PERSONNEL ERROR.
EVENT DATE: 032391 REPORT DATE: 0419891 NSS§S8: WE TYPE: PWR

(NSIC 221897) ON MARCH 23, 1991, AT 0525 PST, WITH UNIT 1 IN MODE 5 (COLD
SHUTDOWN) AT O PERCENT POWER, AN UNPLANNED START OF DIESEL GENERATOR 1-1 AND A
REALIGNMENT OF SAFETY INJEC/ION VALVES OCCURRED WHEN A NON-LICENSED OPERATUR
INADVERTENTLY ACTUATED THE WRONG SSPS TEST SWITCH. THIS EVENT CONSTITUTES AN
ENGINEERED SAFETY FEATURE (ESF) ACTUATION. THE CONTROL ROOM OPERATORS RETURNED
ALL ACTUATED EQUIPMENT TO NORMAL STATUS. ON MARCH 23, 1991, AT 0546 FST, A
FOUR~HOUR, NON-EMERGENCY REPORT WAS MADE TO THE NRC IN ACCORDANCE WITH 10 CFR
$0.72(B)(2)(I1), THE ROOT CAUSE OF THIS EVENT WAS PERSONNEL ERROR DUE TO FAILURE
BY OPERATORS TO FOLLOW ESTABLISHEP PROCEDURES AND POLICIES. THE CONCURRENT
VERIFICATION PROCESS AND SELF-VERIFICATION PROCESSES REQUIRED BY PROCEDURE NPAP
C-10%, "INDEPENDENT VFRIFICATION OF ODPERATING ACTIVITIES,"™ AND OPERATIOUNS POLICY
-1, "CONDUCT OF OPERATIONS," WERE IMPROPERLY IMPLEMENTED AND RESULTED IN THE
INCORRECT SWITCH BEING ACTUATED. ~N OPERATIONS INCIDENT SUMMARY WILL BE
PREPARED, RE-EMPHASIZING THE IMPORTANCE OF THE SELF-VERIFICATION PROCESS AND
REVIEWING THE REQUIREMENTS AND CONTENT OF THE CONCURRENT VERIFICATION PROCESS.
THE OPERATORS INVOLVED WERE COUNSELED CONCERNING THEIR FAILURE TO IMPLEMENT THE
GUIDANCE IN PROCEDURE NPAP C-104 AND OPERATIONS POLICY B-1.

{ 29) DIABLO CANYON 1 DOCKET 50-275 LER ©1-006
ACTUATION OF CONTAINMENT VENTILATION ISOLATION DUE TO A SPURIOUS KWIGH RADIATION
ALARM RESULJING FROM RADIO FREQUENCY ENERGY CENERATED PY A FAULTED MOTOR.
EVENT DATE: 03R269 REPORT DATE: 042591 NSSS: LE TYPE: PWR
VENDOR: CONDE MILKING MACHINE COMPANY

RELIANCE ELECTRIC COMPANY

(NSIC 221898) ON MARCH 26, 1991, AT 0015 PST, WITH UNIT 1 IN MODE 5 (COLD
SHNUTDOWN) AT O PERCENT POWER, A CONTAINMENT VENTILATION ISOLATION (CVI) ACTUATION
OCCURRED. THIS EVENT CONSTITUTES AN ENGINEERED SAFETY FEATURES ACTUATION. THE
ACTUATION OCCURRED DUE T0 A SPURIOUS MIGH RADIATION ALARM FROM CONTAINMENT AIR
PARTICULATE MONITOR RM-11. A FOUR-HOUR, NON~EMERGENCY REPORT WRS MADE TC THE NRC
IN ACCORDANCE WITH 10 CFR 50.73(B)(2)(II) ON MARCH 26, 1991, AT 0216 PST. THE
ROOT CAUSE FOR THME SPURIOUS HIGH RADIATION ALARM AND RESULTING CVI WAS RADIO
FREQUENCY INTERFERENCE (RFI) PRODUCED WHEN THE RM-11 SAMPLE PUMP SZITED  AFTER
THE SAMPLE PUMP SEIZED, THE PUMP MOTOR FAULTED AND ARCED OVER TO A BUS GROUND.
THE ARCING PRODUCED SUFFICIENT RFI TC INDUCE THE SPURIOUS KIGH RADIATYON ALARM
SIGNAL. IMMEDIATE CORRECTIVE ACTIONS WERE TO VERIFY THAT THE HIGH RADIATION
:t:g"ugézhg:gllﬂus AND RESET THE CVI LOGIC; THE RM-11 SAMPLE PUMP AND MOTOR WERE

[ 30) D1ABLO CANYON 2 DOCKET 50-323 LER 88~027
FAILURE TO MEET TECHNICAL SPECIFICATION 3.7.9.4 DUE TO FAILURE OF TWO DAMPERS TO
CLOSE AND LATE ISSUANCE OF THE REPORT DUE TC PERSONNEL ERROR.
EVENT DATE: 112788 REPORT DATE: 042491 NSSS: WE TYPE: PWR
VENDOR: RUSKIN MANUFACTURING COMPANY

S~R PRODUCTS, INC.

(NSIC 221859) CN NOVEMBER 23, 1989, DURING PERFORMANCE OF SURVEILLANCE TEST
PROCEDURE M-19E, "HALON FIRE SUPPRESSION SYSTEM FUNCTIONAL TEST,"” TWO OF THE FOU"
FIRE/SMOKE DAMPERS FOR THE SOLID STATE PROTECTION SYSTEM ROOM FAILED T0 CLOSE ON
MANUAL ACTUATION OF THE HALON SYSTEM. THIS FAILURE OF THE TWO DAMPERS TO CLOSE
WAS DUL TO THE FUSIBLE LINKS NOT FUNCTIONING AS REQUIRED. SINCE THE TIME OF THE
DAMPER FAILURE WAS UNKNOWN, IT WAS CONSERVAVIVELY ASSUMED THAT TE 3.7.9.4, WHICH
REQUIRES THE HALON SYSTEM TO BE OPERABLE IN MODE &4, WAS NOT MET FOR THE PERIOD OF
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NOVEMBER 27, 1988 (MODE & ENTRY) UNTIL NOUEMBER 23, 1989, THIS CONDITION COULD
HAVE RESULTED IN DILUTION OF THE HALON DISCHARGED IN THE SSPS ROOM TO BELOW THE
REQUIRED CONCENTRATION. THE ROOT CAUSE OF THIS EVEN™ IS STILL UNDER
INVESTIGATION. A SUPPLEMENTAL REPORT WILL BE SUBMIT® AFTER THE ROOT CAUSE AND
APPLICABLE CORRECTIVE ACTIONS ARE DETERMINED. THME L. - REPORT IS DUE TO
PERSONNEL FAILING TO RECOGNIZE THAT FAILURE OF THE DAMPERS TO CLOSE COULD AFFECT
THE OPERABILITY OF THE HALON SYSTEM.

{ 313 FARLEY 2 DOCKET Z0-364 LER 91-001
DROPPED CONTROL ROD CAUSES REACTOR TRIP,
EVENT DATE: U&G0191 REPORT DATE: 042391 NSSS: WE TYPE: PKR

VENDOR: WESTINGHOUSE ELECTRIC CORP.

{(NSIC 221880) AT 1055 ON 6-1-91, WHILE OPERATING AT APPROXIMATELY 100 PERCENT
POWER, A REACTOR TRIP OCCURRED WHEN ROD H-10 DROPPED INTO THE CORE. THE REACTOR
TRIP OCCURRED DUE TO A HIGH NEGATIVE FLUX RATE AS DETECTED BY THE POWER RANGE
NUCLEAR DETECTORS. THE OPERATOR WAS PERFORMING FNP-2-STP-5.0 (FULL LENGTH
CONTROL ROD OPERABILITY TEST). WHEN CONTROL ROD GROUP C WAS TESTED, ROD H-10
DROPPED INTO THE CORE. THIS EVENT WAS CAUSED BY DEFECTIVE CIRCULT CARD(S) IN THE
ROD CONTROL SYSTEM. THE SUSPECT CARDS WERE REPLACED AND THE UNIT RETURNED 10
POWER OrERATION AT 1208 ON 4-09-91.

£ 32) FARLEY 2 DOCKET 50-364 LER 81-002
REACTOR MANUALLY TRIPPED FOLLOWING LOSS OF STEAM GENERATOR FEED PUMP.
EVENT DATE: 040991 REPORT DATE: 050291 NSSS: WE TYPE: PWR

(NSIC 22°'953) AT 20640 ON 6-9-91, THE UNIT 2 REACTCR WAS MANUALLY TRIPPED
FOLLOWING THE LOSS OF THE OPERATING (2A) STEAM GENERATOR FEEDWATER PUMP (SGFP).
THE LOSS OF THE SGFP WAS CAUSED BY A FAILED ELECTRO~HWYDRAULIC (EM) FLUID SUPPLY
LINE COUPLING AND SUBSEQUENT LOSS OF EH FLUID. THE FAILURE WAS IN THE HEAT
AFFECTED ZONE OF A TUBING-TO-FITTINC SOCKET WELD ON THE EM SUPPLY TO THE NIGH
PRESSURE GOVERNOR VALVE TO THE 2A SGFP. EXAMINATION OF THE FAILED TUBINC
REVEALED THAT THE FAILURE RESULTFD FROM CYCLIC FATIGUE. THE EK TUBING WAS
REPAIRED AND ALL ACCESSIEBLF WELDS ON THE EH SYSTEMS ON UNITS 1 AND 2 SGFPS WERE
INSPECTED. VIBRATION READINGS WERE TAKZN ON THE EH TURING CONNECTIONS IN THE
VICINITY OF THE UNIT 2 SCFP TURBINES. VIBRATION WAS FOUND ON THE EN TUBING IN
THE VICINITY OF THE FAILURE. THE MIGMEST VIBRATION OCCURRED DURING LOW POWER
PLANT OPERATION. AN INVESTIGATION IS CONTINUING TO DETERMINE IF ADDITIONAL
20¥:lg¥IVE ACTION IS NECESSARY. THE UNIT RETURNED TO POWER OPERATION AT 1648 OV

[ I3 FERMI 2 DOCKET 50-341 LER 90-013 REV 01
g:gé§§SON INADEQUATE CONTROL DURING THE PRIMARY CONTAINMENT AIR GRAB SAMPLING
EVENT LATE: 122890 REPORT DATE: 0503%1 NSSS: GE TYPE: BWR

(NSIC 2219646) REVIEW DETERMINED THAT PRIMARY CONTAINMENT ATMOSPHERE SAMPLING
PRACTICES COULD POTENTIALLY COMPROMISE PRIMARY CONTAINMENT INTEGRITY. THE NEED
FOR ISOLATION OF THE SAMPLING LINE IN THE EVENT OF A LOSS OF COOLANT ACCIDENT WAS
NOT IDENTIFIED IN THE PROCEDURE. THE ROOT CAUSE WAS A LACK O PROPER
ADMINISTRATIVE CONTROLS. THE TECHNICIAN OR THE OPERATOR COULD HAVE MANUALLY
ISOLATED THE SAMPLE LINES IN 60 SECONDS WHICK IS THE TIME ALLOWED BY TECHNICAL
SPECIFICATIONS. CORRECTIVE ACTION WAS TO ADD SAMPLE SUCTION AND RETURN TAPS DOWN
STREAM OF AUTOMATIC CONTAINMENT ISOLATION VALVES. DURING A TEST IN MARCH OF 1991,
iT WAS DETERMINED THAT PORTABLE GRAB SAMPLING MARDWARE COULD MAVE COMPROMISED THE
QUALITY OF THE CONTAINMENT AIR SAMPLE BY USING AN OVERSIZED SAMPLE PUMP WHICH
CAUSED BACKFLOW THROUGH THE SYSTEM PIPING AND, THEREBY, DILUTING THE SAMPLE. THE
ROOT CAUSE WAS A LACK OF PROPER ADMINISTRATIVE CONTROLS OVER SAMPLE HARDWARE AND
ITS APPLICATION. SINCE THE CONIAINMENT ATMOSPHERE WAS MONITORED DURING RELEASES,
THERE HAS BEEN NO UNMONITORED RELEASE T2 THE ENVIRONMENT. IN NOVEMBER 1990, ON
THE SUSPICION THAT DILUTED SAMPLES COULI' BE OBTAINED, THE PORTABLE SAMPLE RIG'S
x:ggg:::U?g 3:€IgOﬂNSIZED. THE SAMPLE LOCATION CHANGE ASSURES THAT THE SAMPLE
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[ 563 FERMI 2 DOCKET 50-341 LER 91-005
EXCEEDED TECH SPEC ALLOWABLE LIMITS FOR LOCAL LEAK RATE TESTING.
EVENT DATE: 033191 REPCGRT DATE: 06301 N5SS8: GE TYPE: BHWR

{NSIC 221947) PERIODIC LEAKAGE RATE TESTING OF PRIMARY CONTAINMENT ISOLATION
VALVES AND PENETRATIONS IS BEING PERFORMED IN ACCORDANCE WITH THE REQUIREMENTS OF
TECHNICAL SPECIFICATION 3.6.1.2 AND 10 CFR 50, APPENDIX J. DURING THE
PEAFORMANCE OF THIS TESTING, SEVERAL VALVES HAVE EXCEEDED THEIR ADMINISTRATIVE
ALLOWABLE LEAKAGE RATE AND THEIR COMRINED LEAKAGE EXCEEDS THE LIMITS AS DEFINED
IN THE SUBJECT TECHNICAL SPECIFICATION LIMITING CONDITION FOR OPERATION, AS
NECESSARY, CONTAINMENT ISOLATION VALVES THMAT HAVE EXCEEDED THETR INDIVIDUAL
ADMINISTRATIVE ALLOWABLE LEAKAGE RATE HAVE HAD WORK REQUESTS GENERATED TO REPAIR
OR REWORK THEM AS CONDITIONS DICTATE. A FULL REPORT WILL BE PROVIDED IN A
SUPPLEMENT TO THIS LICENSEE EVENT REPORT TO BE SUBMITTED 30 DAYS AFTER COMPLETION
OF THE TYPE B AND C TESTING-RETESTING.

{ ¥5] FITZPATRICK DOCKET 50-333 LER 91-004
RADIOACTIVE LIQUID EFFLUENT RELEASE IN EXCESS OF TWO TIMES MAXIMUM PERMISSIBLE
CONCENTRATION DUE TO PERSONNEL ERROR, DEFICIENCIES IN PROCECDURES, AND MANAGEMENT
OF ENSINEERING.

EVENT DATE: 031891 REPORT DATE: 041791 NS5S: GE TYPE: BWR

(NSIC 221941) AN UNUSUAL EVENT WAS DECLARED AT 1445 ON 3/18-91 AFTER THE
UNMONITORED RELEASE OF RADIOCACTIVITY WAS DETECTED OUTSIDE THE AUXILIARY BOILER
BUILDING., CONTAMINATION WAS DETECTED ON THE GROUND, BUILDING WALLS, AND ROOFS.
DUE TO RAIN SHOWER ACTIVITY, RAIN WATER FROM CONTAMINATED EVILDING ROOFS DRAINED
TO THE STORM DRAINAGE SYSTEM, RESULTING IN AN UNMONITORED RELEASE INTO LAKE
ONTARIO. THIS EVENT RESULTED FROM ACTIVITIES ASSOCIATED WITH THE LIQUID
RADIOACTIVE WASTE CONCENTRATOR (WD). THE CONCENTRATOR WASTE LINE WAS PLUGGED AND
OPEPATORS WERE PERFORMING TROUBLESHOOTING ACTIVITIES TO CLEAR THE LINE. STEAM
FROM THE AUXILIARY BOQILER (SA) PROVIDES PROCESS STEAM TO THE WASTE CONCENTRATOR
AND THE CONDENSATE IS RETURNED TO THE BOILER. DUE TO INAPPROPRIATE ACTIONS BY
THE UPERATORS, THE CONDENSATE RETURN BECAME CONTAMINATED WITH RADIOACTIVE
CONCENTRATED WASTE. THE RADIOACTIVE WASTE £SCAPED WITH THE VENTING STEAM VIA THE
ATMOSPHERIC VENT CN THE AUXILIARY BOILER ROOF. AT APPROXIMATELY 1315 THE VENT WAS
CLOSED, WHICH TERMINATED THE SOURCE OF UNMONITORED RELEASE. THE STORM DRAINAGE
SYSTEM WAS BLOCKED AT 1939, TERMINATING THE UNMONITORED RELEASE TO LAKE ONTARIO.
ACTIVITIES DURING AND AFTER THE UNUSUAL EVENT INVOLVED PREVENTING CONTINUVED
:5%5%5! TO THE ENVIRONMENT. CLEAN-UP, DECONTAMINATION, AND ROOT CAUSE OF THE

[ 363 FT. CALKOUN 1 DOCKET 50-285 LER 91=-007
480V CIRCUIT BREAKER COORDINATION OUTSIDE DESIGN BASIS.
EVENT DATE: 032091 REPORT DATE: 061991 NSS§S: CE TYPE: PWR

(NSIC 221903) DURING RECONSTITUTION OF THE DESIGN BASTS FOR THE ELECTRICAL
DISTRIBUTION OVERCURRENT TRIPPING SCHEME, THE PORTION OF A BREAKER/FUSE
COORDINATION STUDY DEALING WITH THE 161 KV SYSTEM DOWN TC THE 480V MOTOR CONTROL
CENTERS (MCCS) WAS COMPLETED. TWENTY-ONE 480 VOLT MOLDED CASE CIRCUIT BREAKERS
WERE DETERMINED TO HAVE OVERLAPPING BREAKER COORDINATION CURVES WITH THE MCC
FEEDER CIRCUIT BREAKERS. THE LACK OF COORDINATION COULD RESULT IN THE TRIPPING OF
A MCC DUE TO A FAULT ON ONE OF ITS NON-COORDINATED LOADS. ON MARCH 20, 1991, TKIS
CONDITION WAS DETERMINED TO BE OUTSIDE THE DESIGN BASIS OF THE PLANT. TWO OF THE
TWENTY -ONE LOADS WERE DETERMINED T0 HAVE AN UNACCEFTABLE PROBABILITY OF FAULTING
DURING A DESIGN BASIS ACCIDENT. THIS CONDITION WAS CAUSED BY DEFICIENCIES IN THE
ORIGINAL SYSTEM DESIGN AS CONSTRUCTED BY THE PLANT ARCHITECT/ENGINEER, A
CONTRIBUTING CAUSE WAS THE LACK OF COMPREHENSIVE DESIGN BASIS DOCUMENTATION TO
SUBSTANTIATE THAT COORDINATED BREAKER FAULT PROTECTION EXISTED. THE TWO AFFECTED
LOADS WERE ISOLATED FROM THE 480V SYSTEM. PRESENT DESIGN PROCEDURES REQUIRE
BREAKER COORDINATION. COMPLETION OF THE BREAKER/FUSE COORDINATION STUDY WILL
DETERMINE IF ANY MORE COCRDINATION PROBLEMS EXIST WITH THE ELECTRICAL
DISTRIBUTION SYSTEM.
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(NSIC 221934) ON 3721791 AT APPRUXIMATELY 1300 CST, UNIT 1 WAS IN THRE RUN MODE AT
A POWER LEVEL OF 2436 CMWT (100% RATED THERMAL POWER) AND UNIT Z WAS IN THE COLD
SHUTDOWN MODE. AT THAT TIME, PLANT PERSONNEL PERFORMING A REVIEW OF CHEMISTR)M
DEPARTMENT TECHNICAL SPECIFICATIONS SURVEILLANCES DETERMINED THAT SOME DAILY
CHANNEL CHECKS HAD NOT BEEN PERFORMED AT THE FRECUENCY REQUIRED BY THE UNIT 1 AND
UNIT 2 TECHNICAL SPECIFICATIONS. SPECIFICALLY, THE DAILY CHANNEL CHECKS OF THE
UNIT 1 RECOMBINER BUILDING VENTILATION NOBLE GAS ACTIVITY MONITOR AND SAMPLE
FLOWRATE MEASURING DEVICE AND THE MAIN OTACK SAMPLE FLOWRATE MEASURING DEVICE
WERE PERFORMED ON 1-,26791 AT A TIME OF DAY WKICH EXCEEDED TKE REQUIRED FREQUENCY
JF PERFORMANCE. THIS WAS CONTRARY TO THE REQUIREMENTS OF UNIT 1 TECHNICAL
SPECIFICATIONS TABLE 4.14,2-1 AND UNIT 2 TECHNICAL SPECIFICATIONS TABLE
4.5.6.10-1. THE CAUSE OF THIS EVENT IS A LESS THAN ADEQUATE PROCEDURE. PROCEDURE
62EV-5AM~-003~05, "GASECUS WASTE DISCHARGE MONITOR CHECKS,"™ DID NOT CONTAIN
ADEQUATE GUIDANCE TO ENSURE THE DAILY CHECKS WERE PERFORMED DURING THE SAME TTME
PERIOD EACH DAY SUCH THAT THE REQUIRED FREQUENCY PLUS GRACE PERIOD WAS NOT
EXCEEDED. CORRECTIVE ACTIONS FOR THIS EVENT INCLUDE ISSUINC DAILY CHANNEL ChECK
GUIDANCE TO CHEMISTRY PERSONNEL AND REVISING PROCEDURES 62EV~SAH-003-08 AND
64CH-ADM~001-08, "CHEMISTRY PROGRAM.™

[ 61)] HATCH 2 DOCKET 50-366 LER 91~007
UNKNOWN INADEQUACY IN JUMPER CONNECTION RESULTS IN SCRAM SIGNAL DURING

SURVEILLANCE IN COLD SHUTDOWN.
EVENT DATE: 032691 REPORT DATE: 042591 NSSS: GE TYPE: BWR

(NSIC 221864) ON 3726791, AT APPROX. 1155 CST, UNIT 2 WAS IN COLD SHUTDOWN WITH
REACTOR COOLANT TEMPERATURE AT APPROXIMATELY 100 DEGREES FAHRENHEIT, REACTOR
PRESSURE AT ATMOSPHERIC, AND ALL CONTROL RODS FULLY INSERTED. AT TMAT TIME,
LICENSED PLANT OPERATCRS OBSERVED INDICATIONS THAT A FULL SCRAM SIGNAL HAD BEEN
RECEIVED. 1IN ACCORDANCE WITH TECHNICAL SPECIFICATIONS REQUIREMENTS PRIOR TO
ENTERING REFUEL MODE, SURVEILLANCE PROCEDURE 348V-C51-001-28 WAS BEING PERFORMED
TO TEST THE NEUTRON MONITORING SYSTEM (NMS, EIIS CODE IG) NONCOINCIDENT SCRAM
LOGIC. THIS REQUIRED THE PLACEMENT OF ELECTRICAL JUMPERS IN THE REATTOR
PROTECTION SYSTEM (RPS, EIIS CODE JE) LOGIC TO ENSURE A FULL SCRAM WAS NOT
GENERATED WHILE TESTING NMS TRIP FUNCTIONS. 1IN THIS EVENT, IT APPEARS THAT AT
LEAST ONE JUMPER FAILED TO MAINTAIN CONTACT RESULTING IN A FULL SCRAM SIGNAL WHEN
NMS SIGNALS WERE INDUCED PER THE SURVEILLANCE PROCEDURE. THE CAUSE OF THIS EVENT
COULD NOT BE CONCLUSIVELY DETERMINED. HKOWEVER, 1T APPEARS TO BE AN ISOLATED
EVENT RESULTING FROM AN UNKNOWN INADEQUACY IN A JUMPER CONNECTION. CORRECTIVE
ACTIONS FOR THIS EVENT INCLUDE COMPLETING THE FUNCTIONAL TEST WKICH VERIFIED
OPERABILITY OF THE NMS NONCOINCIDENT SCRAM LOGIC AND REVISING THE SURVEILLANCE
PROCEDURE TO REDUCE THE PROBABILITY OF RECURRENCE.

[ &2] HATCH 2 DOCKET 50-366 LER 91-009
SAFETY RELIEF VALVES EXPERIENCE SETPOINT DRIFT DUE TO CORROSION INDUCED BONDING.
EVENT DATE: 041091 REPORT DATE: 050891 NS§S: QE TYPE: BWR

VENDOR: TARGET ROCK CORP.

(NSIC 222007) ON 471091, AT APPROXIMATELY 0800 CDT, UNIT 2 WAS IN THE REFUEL
MODE WITH ALL FUEL HAVING BEEN REMOVED FROM THE VESSEL. AT THAT TIME PLANT
ENGINEERING PERSONNEL RECEIVED WRITTEN NOTIFICATION OF THE RESULTS OF OFF-SITE
TESTING OF PRESSURE VESSEL SAFETY RELIEF VALVES (SRVS, EIIS CODE RV). THREE OF
THE ELEVEN SRVS EXHIBITED DRIFT IN THE MECHANICAL LIFT SETPOINTS IN EXCESS OF
THE 4/~ 3% TOLERANCE SPECIFIED BY IN-SERVICE TESTING (IST) REQUIREMENTS. FOUR
SRVS EXPERIENCED SETPOINT DRIFT GREATER THAN THE +/- 1% UNIT 2 TECHNICAL
SPECIFICATIONS TOLERANCE REQUIREMENT IN SECTION 3.4.2.1. THIS VOLUNTARY REPORT IS
BEING SUBMITTED DUE TO THE POTENTIAL INDUSTRY INTEREST IN THIS EVENT IN VIEW OF
THE ONGOING EFFORTS OF THE BOILING WATER REACTOR OWNERS' GROUP (BWROG) TO REDUCE
SE.PO0INT DRIFT. THE SETPOINT DRIFT EXPERIENCED WAS WELL WITHIN THE ANALYTICAL
LIMITS EXIETING FOR REACTOR VESSEL OVER-PRESSURE PROTECTION. THE ROOT CAUSE OF
THE SRV DRIFT IN EXCESS OF +/- 3% IS CORROSION-INDUCED BONDING OF THE SURFACE
BETWEEN THE PILOT VALVE DISC AND SEAT. ONE ADDITIONAL SRV EXPERIENCED NEGATIVE
DRIFT IN EXCESS OF -1%. CORRECTIVE ACTIONS FOR THIS EVENT INCLUDE REFURRBISHING
THE VALVES AND CONTINUING TO PARTICIPATE IN THE EFFORTS TO RESOLVE THE SRV



N
vl

S BEEN CC

a
PR

JIRE(

Dy
Lo

GRAM

PR(

HE BWROC

~

MK

SETPOINT
NRC

LESUL

LEVEL
LFUNC

b

v
Y
X
el B
]
[oa
o=
-
wi
[y o
o o
Zz
o
-
b
" <L
g &
[

-

E ™"

v
> 4

SYS’

BWR

TYPE

-

REPOR
IRF

>
v &
- 4
- |
e
T
<X
e
fes
=0
Fa-
(™
o
W >

NCE

A

Ak

> —
[ x
& o>
o e
«l -
v
b
o> 0
- B
Waem
Lo
P .
<
z -
o <L »e
v
e 3
e s
WE X
G & O
Wl »e
O b
= & v

L
.
T
|
-
.

[ =
s
e ad

L

mE >
O W

17790
TURBINE

D

.

-

MAIN
E

S THE
EXPERIENC

TOR

SEPARA

N

E BECGA

P RLY

\RATOR

A
¥

IRE SEP

cT

"
8

NSE)

Y
a

E

ED

RAMM

ce

REACTOR

-
s
3w
d»
—
E
et
a
V2
-0
¥ g R
o
=~
b B
el
Ll “

REF)

had

.a
i
(FRRYEV]

NEI

MT A
!

laJ
ol
‘

wid
il 23
» 5V
“ z
e £
& ¢ -
Ll =

ad

i b

[*%]
(Y e
e
boe v
: g
i

el
-
A
(=
=z
V3 e
¢ W

=

ITE




16

BEING FED YROM AN ALTERNATE SOURCE. ANOTHER 138KV FEEDER AND 13.8KV OFFSITE
POWER REMAINED AVAILABLE DURING THIS EVENT. 138KV OFFSITE POWER WAS RESTORED
sgzggﬁ HALF AN MOUR, AND ALL 480V BUSES WERE RETURNED TO NORMAL SUPPLIES BY 2100

[ 66] INUIAN POINT 2 DOCKET 50-2647 LER 91-007
AUTO-START OF EMERGENCY DIESEL.
EVENT DATE: 032891 REPORT DATE: 042991 NSSS: WE TYPE: PHR

(NSIC 221911) ON MARCH 28, 1997, DURING A COLD SHUTDOWN REFUELING OUTAGE, WITH
FUEL OUT OF THE CORE, EMERGENCY DIESEL NO. 23 AUTOMATICALLY STARTED. THE DIESEL
HAD RECEIVED AN UNDERVOLTAGE SIGNAL FROM ONE OF THE 480V BUSES WHICH INITIATED
THE START AND ETRIPPED THE LCADS ON THE BUS. THERE WAS NO APPARENT ACTUAL
UNDERVOLTAGE CONDITION ON THE 480V OR 6.9 KV BUSES. ALL OFFSITE POWER REMAINED
AVAILABLE, AND ALL ENGINEERED SAFETY FEATURES PERFORMED AS EXPECTED. A
PERTURBATION ON THE DC CIRCUIT ASSOCIATED WITH THE UNDERVOLTAGE RELAYS OR AN
INADVERTENT BUMPING OF A RELAY ARE THE MOST PROBABLE CAUSES FOR INITIATING THE
UNDERVOLTAGE SIGNAL.

[ 47) INDIAN POINT 3 DOCKET 50-286 LER 91-006
VOLUNTARY LER DETAILING PROBLEMS IDENTIFIED DURING GENERIC LETTER 89-10 REVIEW,
EVENT DATE: 112090  REPORT DATE: 042691 NSSS: WE TYPE: PWR

(NSIC 221927) THIS LER IS A VOLUNTARY SUBMITTAL DETAILING THE NEW YORK POWER
AUTHORITY'S RESPONSE TO GENERIC LITTER 8%-10. ON NOVEMBER 20, 1990, WITH THE
REACTOR IN COLD SHUTDOWN, THE PLANT ENGINEERS CONDUCTED A DESIGN BASIS REVIEW ON
VARIOUS SAFETY~RELATED VALVES. THE ENGINEERS DETERMINED THAT ELEVEN VALVES DID
NOT MEET NEW CRITERIA ESTABLISHED IN GENERIC LETTER 89-10. PROBLEMS IDENTIFIED
INCLUDED INADEQUATE SPRING PACKS, GEAR RATIOS, TORQUE SETTINCS, AND MOTORS . ALL
ELEVEN VALVES WERE MODIFIED TO MEET GENERIC LETTER £9-10 CRITERIA,

[ 48] INDIAN POINT 3 DOCKET 50-286 LER 91-004
PLANT TRIP RESULTING FROM ELECTRICAL FAULT ON 345 KV SYSTEM.
EVENT DATE: 032091 REPORT DATE: 041591 NSSS: WE TYPE: PWR

(NSIC 221925) ON MARCH 20, 1991 WITK THE REACTOR AT 100 PERCENT POWER, A UNIT
TRIP WAS INITIATED AS THE RESULT OF AN ELECTRICAL FAULT ON A 345 KV BUS SECTION,
REMOTE TO THE SITE. THE FAULT ISOLATION CIRCUITRY OPENED BOTH GENERATCR OUTPUT
BREAKERS AND GENERATED A PLANT TRIP VIA THE GENERATOR LOCKOUT RELAYS. THE
COMPONENTS AFFECTED WERE SUBSEQUENTLY REPAIRED AND TESTED. THE PLANT RETURNED TO
SERVICE ON MARCH 22, 19%91.

[ 495 INDIAN POINT 3 DOCKET 50-286 LER 91~005
UNIT TRIP CAUSED BY FAULTY CHECK VALVE IN MAIN FEED PUMP LINE.
EVENT DATE: 032291 REPORT DATE: 041991 NSSS: WE TYPE: PWR

VENDOR: CRANE VALVE CO.

(NSIC 221926) ON MARCH 22, 1991, WITH THE REACTOR AT 25 PERCENT POWER, A UNIT
TRIP WAS INITIATED AS THE RESULT OF A STEAM GENERATOR LOW-LOW LEVEL TRIP. ALL
PLANT SYSTEMS FUNCTIONED PROPERLY FOLLOWING THE TRIP. THE CAUSE OF THIS EVENT WAS
DETERMINED TC BE CYCLIC FATIGUE FAILURE OF THE LOCKING PIN ON THE 31 MAIN BOILER
FEED PUMP CHECK VALVE. THE DISCHARGE CHECK VALVES ON BOTH MAIN FEED PUMPS WERE
OVERHAULED AND RETESTED.

£ 503 KEWAUNEE DOCKET 50-305 LER 91-001 REV 01
UPDATE ON SECURING OF PRESSURE RELIEF “ATH IN ThT TURBINE DRIVEN AUXILIARY
FEEDWATER PUMP ROOM RESULTS IN POTENTIAL INABILIYY TO MEET HIGH ENURGY LINE BREAK

CRITERIA.
EVENT DATE: 0201931 REPORT DATE: 041891 NSSS: WE TYPE: PWR

(NSIC 221931) AT 1505 CST ON 271791 WITH PLANT AT 100% POWER, A CONCERN WAS
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TECHNICIAN., THE TEMPORARY SYSTEM CHANGE PROCEDURE WILL BE REVISED AND THE
DEPART  ITS INVOLVED IN THE EVENT WILL BE ENTRAINED ON THE PROCEDURE.

[ 53) LA SALLE 1 DOCKET 50-373 LER 21-00%
PARTIAL GROUP II PRIMARY CONTAINMENT ISOLATION DUE TO BLOWN FUSES.
EVENT DATE: 040191 REPORT DATE: 043091 NESS: GE TYPE: BWR

VENDOR: BUSSMANN MFG (DIV OF MCGRAW-EDISON)

(NSIC 221955) ON 671791 AT APPROX. 1416 HOURS WITH UNIT 1 DEFUELED AT OX POMWER,
THE "B"™ REACTOR RECIRCULATION (RR) WYDRAULIC POWER UNIT (HPU} INBOARD ISOLATION
VALVES 1B33-F338B, 1B33-F340B., 1B33~F242B, AND 1B33-F344B CLOSED. THE ONLY
RELATED WORK IN PROGRESS AT THE TIME WAS THE INSTALLATIUN OF BANANA JACKS BY
INSTRUMENT MAINTENANCE DEPARTMENT IN ACCORDANCE WITH WORK REQUEST L94823. UPON
INVESTIGATION IT WAS DETERMINED THAT FUSE 1B21H-FU1E IN PANEL 1PA1AJ HAD BLOWN
CAUSING SEVERAL ISOLATION RELAYS TO DE-ENERGIZE, RESULTING IN THE PARTIAL PRIMARY
CONTAINMENT ISOLATION SYSTEM (PC) GROUP IJ AND X ISOLATION SIGNAL WHICH CAUSED
THE VALVES TC CLOSE. ALL OF THE OTHER GROUP II AND X VALVES AND ACTUATIONS WERE
ALREADY CLOSED, OUT-CF-SERVICE, OR POWERED FROM ANOTHER FUSE., THE CAUSE OF THE
BLOWN FUSE COULD NOT BE IDENTIFIED IT IS BELIEVED THAT CYRRENT SURGES DURING
THE LIFTING AND RELANDING OF AN ENERGIZED RELAY'S POWER LEAD MAY HAVE WEAKENED
THE FUSE SUCK THAT IT BLEW SOME SHORT TIME LATER WITH ONLY NORMAL CURRENT FLOW.
THE FUSE WAS REPLACED., THE ISOLATION LOGIC WAS REISET. THE INSTRUMENT
MAINTENANCE DEPARTMENT PRACTICE OF INSTALLING BANANA JACKS ON ENERGIZED CIRCUITS
WAS HALTED. THE WORK INSTRUCTIONS WERE REWRITTEN TO DE-ENERGIZE THE CIRCUIT
PRIOR TO INSTALLING EANANA JACKS TO MINIMIZE POSSIBILITY OF CAUSING AN ACTUATION.

91-0053

[ 54) LA SALLE 1 DOCKET 50-373 LER
TORING DUE TO

MISSED TECHNICAL SPECIFICATION SURVEILLANCE ON CONTAINMENT MONI
INADEQUATE PRE~LICENSE REVIEW
EVENT DATE: (041091 REPORT DATE: 031091 NSSS: GE

Ve il v

TY?E: BWR
OTHER UNITS INVCLVED, LA SALLE 2 (BWR)

(NSIC 222008) ON APRIL 10, 1991 AT 1230 HOURS WITH UNIT 1 IN MODE S5 (REFUEL) AND
UNIT 2 IN MODE 1 (RUN) AT 0X7100X POWER RESPECT I\ELY, IT WAS DETERMINED THAT
LASALLE STATION HAD NOT PERFORMED A TECHNICAL SPECIFICATION SURVEILLANCE
REQUIREMENT ON SUPPRESSION CHAMEER OXYGEN SAPFL‘NU. TECHNICAL SPECIFICATION
2.6.6.2 WAS CHANGED FROM TAKING AN OXYGEN SAMFLE FROM PRIMARY CONTAINMENT TO
TAKING THE OXYGEN SAMPLE FROM THE DRYWELL AND SUPPRESSION CHAMBER DURING
PRE'~!CEHSING (1981). LASALLE OPERATING SURVEILLANCE LOS-AA-W1, "TECHNICAL
SPECIFIC

ION WEEKLY SURVEILLANCES"™ PERFORMS SAMPLING OF THE DRYWELL ON A WEEKLY
BASIS B\I “ID NOT GET REVISED TO INCLUDE SAMPLING OF THE SUPPRESSION CHAMBER.
THE APPARENT CAUSE OF THE EVENT WAS DUE TO AN INADEQUATE REVIEW OF THE TECHNICAL
SPECIFICATION CHANGE TO DETERMINE PROCEDURES THAT REQUIRED REVISIONS. THE
”SNQLQLENCES OF THIS EVENT ARE MINIMAL SINCE THE DRYWELL AND SUPPRESSION CHAMBER
ARE INERTED XN PARALLEL AND THE DRYWELL FREE AIR SPACE IS LARGER THAN THE
SUPPRESSION CHAMBERS FREE AIR SPACE, THEREFORE MA! ING IT HIGHLY LIKELY THAT A
NON-COMBUSTIBLE MIXTURE KAS BEEN MAINTALNED IN THE SUPPRESSION CHAMBER. LASALLE
OPERATION SURVEILLANCE LOS~-AA~W1, WAS REVISED AND PERFORMED SATISFACTORIY ON
APRIL 10, 1991 AND FOUND THE DRYWELL AND SUPPRESSION CHAMBER AT 2.4X AND 3.2X%
OXYGEN CONCENTRATION RESPECTIVELY

[ 55) LA SALLE 2 DOCKET 50-374 LER 91-002
DIVISION 1 REACTOR BUILDINC VENTILATION ISCLATION.
EVENT DATE: 031891 REPORT DATE: 041791 NSSS: GE TYPE: BWR

OTHER UNITS INVOLVED: LA SALLE 1 (BWR)

(NSIC 221956) ON MARCH 18, 1991, AT APPROXIMATELY 204G HOURS WITH UNIT 1
DEFUELED, AND UNIT 2 RUNNING AT 100 PERCENT POWER, A DIVISION 1, GROUP & PRIMARY
CONTAINMENT ISOLATION OCCURRED. THIS CAUSED THE UNIT 2 REACTOR BUILDING
VENTILATION (VR) OCUTBOARD DAMPERS 2VROSYB AND 2VRO4YA TO CLOSE AND THE VR FANS TO
TRIP OFF. IT ALSO CAUSED THE STANDBY GAS TREATMENT SYSTEM ON BOTH UNITS TO AUTO
START. THE APPARENT CAUSE OF THIS EVENT IS UNCERTAIN, BUT AT THE TIME OF THE

EVENT THE INSTRUMENT MAINTENANCE DEPARTMENT WAS PERFORMING LASALLE INSTRUMENT
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[ 581 LIMERICK 2 DOCKET 50-353 LER 91-002
INADVERTENT ISOLATION OF PRIMARY AND SECONDARY CONTAINMENTS DUE Y0 A BLOWN FUSE
DURING TESTING CF A BATTERY CHARGER.

EVENT DATE: 0326491 REPORT DATE: 042391 NSSS: GE TYPE: BWR

OTHER UNITS INVOLVED: LIMERICK 1 (BWR)

VENDOR: ASEA ELECTRIC, INC.

(NSIC 221861) ON 3/24,91, WHILE UNIT 2 WAS SHUTDOWN, VARIOUS ACTUATIONS OF THE
UNIT 2 PRIMARY CONTAINMENT AND REACTOR VESSEL ISOLATION CONTROL SYSTEM AND A UNIT
2 REACTOR ENCLOSURE SECONDARY CONTAINMENT ISOLATION OCCURRED. THESE ARE
ENGINEERED SAFETY FEATURE ACTUATIONS, THE ACTUATIONS ARE SUSPECTED TO BE THE
TESTING OF THE DIVISION III SAFEGUARD BATTERY CHARGER. THIS BLOWN FUSE CAUSED A
TRANSIENT CONDITION IN THE DC CONTROL POVER TO THE SECOND OF TWO SETS OF
UNDERVOLTAGE AND OVERVOLTASE RELAYS FOR THE 2A REACTOR PROTESTION
SYSTEM/UNINTERRUPTIBLE POWER SUPPLY (RPS-UPS) DISTRIBUTION PANEL POWER SUPPLY
BREAKERS. THE LOSS OF CONTROL POWER 1S SUSPECTED OF CAUSING ONE OF THE
PROTECTIVE RELAYS TO TRIP RESULTING IN A TRIP OF THE ASSOCIATED RPS/UPS
DISTRIBUTION PANEL POWER SUPPLY BREAKER. THE POWER SUPPLY BREAKER WAS RECLOSED
AND THE 2B LOOP OF SHUTDOWN COOLING WAS RETURNED TO SERVICE WITHIN 26 MINUTES.
ALL SYSTEMS RESPONDED AS DESIGNED DURING THE LOSS OF POWER. THE PRIMARY CAUSE OF
THE BLOWN FUSE WAS A LACK OF INFORMATION FROM THE MANUFACTURER OF A BATTERY
CAPACITY TEST SYSTEM USED 10 TEST BATTERY CHARCERS. THE APPROPRIATE BATTERY
CHARGER TEST PROCEDURES WILL BE REVISED TO REQUIRE TFSTING TO EE PERFORMED WITH
THE TEST EQUIPMENT IN THE PROPER MODE. THE CAUSE OF THE TRIP OF THE 2A RPS/UPS
DISTRIBUTION PANEL POWER SUPPLY BREAKER 1S STILL UNDER INVESTIGATIUN.

[ 59] LIMERICK 2 DOCKET 50-353 LER 91-003
INADVERTENT ACTUATION OF REACTOR PROTECTION SYSTEM DUE IO A PERSONNEL ERROR
DURING THE APPLICATION OF A TEMPORARY CIRCUIT ALTERATION.

EVENT DATE: 03249 REPORT DATE: 042291 NSSS: GE TYPE: BWR

(NSIC 221862) ON 3/24,91, AN INADVERTENT REDUNDANT REACTIVITY CONTROL SYSTEM
(RRCS) ALTERNATE ROD INSERTION (ARI) ACI{UATION WAS INITIATED FROM DIVISION I
LOGIC DURING THE APPLICATION OF A TEMPORARY CIRCUIT ALTERATION (TCA) TO SUPPORT
UNIT 2 OUTAGE WORK ON DIVISION I AND III INSTRUMENTATION. THE ARI INITIATION
CAUSED THE SCRAM INLET AND OUTLET VALVES TO OPEN, AND CAUSED THE SCRAM DISCHARGE
VOLUME (SDV) VENT AND DRAIN VALVES TO CLOSE. REPOSITIONING OF THESE VALVES CAUSED
LEVEL IN THE SDV TO INCREASE TO ITS HIGH LEVEL TRIP SETPOINT, CAUSING A REACTOR
PROTECTION SYSTEM (RPS) FULL SCRAM ACTUATION. THERE WAS NO CONTROL ROD MOTION
DURING THIS EVENT SINCE ALL CONTROL RODS WERE FULLY INSERTED PRIOR TO THE EVENT.
THE ARI AND THE RPS ACTUATED AS DESIGNED DURING THIS EVENT. THE CAUSE OF THIS
EVENT WAS PERSONNEL ERROR RESULTING IN LESS THAN ADEQUATE COMMUNICATION DURING
INSTALLATION OF THE TCA; AN RRCS RESET WAS REQUESTED WHEN BOTH RRCS AND ARI
RESETS WERE REQUIRED. PROCEDURAL GUIDANCE WILL BE DEVELOPED TO ENSURE BOTH RRCS
AND ARI RESETS ARE PERFORMED FOR THESE ROUTINE DIVISIONAL TCAS TKAT ARE APPLIED
URING OUTAGES. THE LICENSED OPERATOR REQUALIFICATION TRAINING MODULE FOR RRCS
WILL BE REVISED TO INCLUDE MORE DETAILED INFORMATION ON RRCS AND ARI LOGIC RESETS.

[ 60] LIMERICK 2 DOCKET 50-353 LER ©1-004

IHE INADVERTENT START OF AN EMERGENCY DIESEL GENERATOR AND AN EMERGENCY SERVICE
WATER PUMP DUE TO A SPURIOUS LOCA SIGNAL AS A RESULT OF PERSONNEL ERROR.

EVENT DATE: 032791 REPORT DATE: 042691 NSS§S: GE TYPE: BWR

OTHER UNITS INVOLVED: LIMERICK 1 (BWR)

(NSIC 221863) ON 3/27/91, AN INADVERTENT LOCA SIGNAL WAS CENERATED WHILE SYSTEMS
ENGINEERS (SES) WERE PERFORMING THE DIVISION III LOSS OF COOLANT ACCIDENT (LOCA)
- LOSS OF OFFSITE POWER (LOOP) LOGIC SYSTEM FUNCTIONAL SURVEILLANCE TEST (ST)
PROCEDURE ASSOCIATED WITH THE D23 EMERGENCY DIESEL SENERATOR (EDG). THIS LOCA
SIGNAL CAUSED THE UNIT 2 D23 EDG TO START, AN EN” [ .EERED SAFETY FEATURE (ESF)
ACTUATION. ALSO, THE ASSOCIATED DIVISION III AC SAFESUARD BUS SHED NON-ESSENTIAL
LOADS. AFTER THE D23 EDG START, THE COMMON 'C' EMERGENCY SERVICE WATER (ESW) PUMP
STARTED AUTOMATICALLY, ALSO AN ESF ACTUATION. THE ACTUAL CONSEQUENCES OF THIS
EVENT WERE MINIMAL IN THAT NO ACTUAL LOCA SIGNAL OCCURRED AND NO ADVERSE
CONDITIONS RESULTED FROM THE SPURIOUS SIGNAL. THE CAUSE OF THIS EVENT WAS
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S80F AND 2250 PSIA, A MANUAL REACTOR TRIP WAS INITIATED DUE TO TWO SIX INCM
MOISTURE SEPARATOR DRAIN LINE (DSM) PIPING BREAKS IN THE TURBINE BUILDING.
FOLLOWING YHE TRIP A MAIN STEAM LINE ISOLATION WAS INITIATED TO MINIMIZE THE
RELEASE OF STEAM INTO THE TURBINE BUILDING. THE CAUSE OF THE EVENT WAS THE
FAILURE OF THE TWO DSM LINES DOMNSTREAM OF ThF RESPECTIVE LEVEL CONTROL VALVES.
bOTH LINES APPEARED TO BURST, FAIL LONGITUDINALLY. THEN UNZIP CIRCUMFERENTIALLY
AT THE MINIMUM WALL THICKNESS LOCATION. WALL THICKNESS AT THE RUPTURE WAS
APPROX. 0.020 INCHES. CAUSE OF THE SEVERE WALL LOSS WAS SINGLE PHASE
EROSION/CORROSION. THME COMBINATION OF TEMPERATURE, WIGH FLUID VELOCITY AND
EXTREMELY LOW OXYGEN CONTENT ARE CAUSATIVE FACTORS. WALL LOSS WAS LOCALIZED.
THRE MINIMUM THICKNESS OCCURRED ADJACENT TO THE CONTROL VALVE(S) AND INCREASED AT
0.011 INCHES PER INCH DOWNSTREAM FROM THE VALVE(S), AS IMMEDIATE CORRECTIVE
ACTION CONTROL ROOM OPERATORS PERFORMED THE ACTIONS REQUIRED BY THE APPLICAELE
EMERGENCY OPERATING PROCEDURES. THE RUPTURED PIPES WERE CAPPED AND THE DSM PUMPS
AND PIPING WERE ISOLATED TO ALLOW CONTINUED OPERATION. DURING THE THIRD
REFVELING OUTAGE, WHICH BFGAN ON 2/2/91, THE PIPING UPSTREAM AND DOWNSTREAM OF
THE LEVEL CONTROL VALVES WAS RETLACED WITH PIPING HAVING GREATER
EROSION/CORROSION RESISTANT PROPERTIES.

[ 67] MILLSTONE 3 DOCKET 50-423 LER 91-004
CONTAINMENT LEAKAGE IN EXCESS OF LIMITS DUE TO VALVE LEAKAGE.
EVENT DATE: 020591 REPORT DATE: 030791 NSSS5: WE TYPE: PWR

VENDOR: FISHER CONTROLS CO.
PRATT, HENRY COMPANY
WALWORTH COMPANY
WESTINGHOUSE ELEC CORP.~NUCLEAR ENERGY SYS

(NSIC 221518) WHILE SHUTDOWN IN MODES 5 (COLD SHUTDOWN) AND & (REFUE .ING) DURINUG
THE PERFORMANCE OF LOCAL LEAK RATE TESTING (LLRT), THE "AS FOUND"™ LLAK RATES FOR
FOUR CONTAINMENT ISOLATION VALVES EXCEEDED THE TECHNICAL SPECIFICATION TYPE C AND
BYPASS LEAKAGE LIMITS OF 0.6 LA AND 0.042 LA. THE LLRT FAILURES OCCURRED ON
275791 AT 1331 (FOR 3RHSXMVEB702A), FEBRUARY 7, 1991 AT 2200 (FOR IRSSXVE),
2710791 AT 2200 (FOR 3CDS*CTV9I1E), AND 2/19/91 AT 1330 (FOR 3RSSxMOV23B)., NO
IMMEDIATE ACTION WAS REQUIRED. LEAKAGE PAST 3RHSXMVB702A IS BELIEVED TO BE DUE
TO DEBRIS OR BORIC ACID CRYSTALS ON THE SEATING SURFACE. THE PENETRATION WAS
FLUSKED WITH WATER AND RETESTED SUCCESSFULLY. LEAKAGE PAST 3RSS%V6 WAS DUE TO
IMPROPER SEATING CAUSED BY BORIC ACID CRYSTAL PRECIPITATION ON THE SEATING
SURFACE. THE VALVE SEAT WAS CLEANED AND AN "“AS~-LEFT" LLRT WAS SATISFACTORILY
FERFORMED. LEAKAGE PAST 37DSxCTV91B WAS DUE TO FAIURE OF AN ELASTOMER T-RING
WHICH HAD PARTIALLY ROLLED OUT OF ITS RETAINING GROOVE. THE T-RING WAS REPLACED
AND AN AS-LEFT LLRT WILL BE PERFORMED PRIOR TO STARTUP. LEAKAGE PAST 3IRSSxMOV23B
WAS CAUSED BY SEPARATION OF THE VULCANIZED RUBBER SEAT FROM THE VALVE BODY
MOUNTING SURFACE. THE VALVE WAS REMOVED FROM THE SYSTEM AND HAS BEEN SENT TO THE
MANUFACTURER FOR OVERHAUL. IT WILL BE REINSTALLED AND RETESTED PRIOR TC STARTUP,

[ 68] MILLSTONE 3 DOCKET 50-623 LER 91-008
PRESSURIZER LEVEL INDICATION ERRORS DUE TO INADEQUATE DESIGN.
EVENT DATE: 031891 REPORT DATE: 061791 NSS5S: WE TYPE: PWR

(NSIC 221965) ON MARCH 18, 1991, WHILE SHUTDOWN IN MODE 5 (COLD SHUTDOWN,, AN
ENCGINEERING EVALUATION CONCLUDED THAT CERTAIN LEVEL ERRCRS INTRODUCED INIO THE
THREE REACTOR COOLANT SYSTEM PRESSURIZER LEVEL TRANSMITTERS, CREATED A CONDITION
WHICH RESULTED I'" TWO INDEPENDENT CHANNELS BEING INOPERABLE IN A SINGLE SYSTEM
DESIGNED TO MITIGATE THE CONSEQUENCES OF AN ACCIDENT. THE INSTRUMENT
INACCURACIES RESULTED FROM NON-CONDENSABLE GAS ACCUMULATION IN THE CONDENSATE
POTS/RESERVOIRS FOR THE PRESSURIZER LEVEL INSTRUMENT REFERENCE LEGS. THE
PRESSURIZER LEVEL INSTRUMENTATION PROVIDE THE PRIMARY INDICATION TO THE OPERATOR
FOR MANUAL ACTIONS DURING AND FOLLOWING ACCIDENT CONDITIONS. WITH THE ERRORS
POSTULATED, THESE TRANSMITTERS WOULD HAVE PROVIDED OPERATORS MISLEADING
INFORMATION. THE ROOT CAUSE OF THE ACCUMULATION OF NON-CONDENSIBLE GASES IS
INDEQUATE DESIGN. THE PRESSURIZER LEVEL REFERENCE LEGS WERE ANGLED UPWARD FROM
THE PRESSURIZER TO THE CONDENSATE POTS, WHICH ALLOWED GASES TO BUILD UP IN THE
CONDENSATE POTS. A DESIGN CHANGE COMPLETED DURING THE REFUELING OUTAGE,
ELIMINATED THE CONDENSATE POTS. THE PRESSURIZER REFERENCE LEGC TAPS WERE MODIFIED
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[ 721 NINE MILE POINT 1 DOCKET 50-220 LER 89-014 REV 01
UPDATE ON REDUNDANT SAFETY SYSTEMS INOPEZRABLE DUE TO THE LACK OF A COMPLETE
PROGRAM TO CALIBRATE NON-~TECHNICAL SPECIFICATION YNSTRUMENTATION

EVENT DATE: 100489 REPORT DATE: 041591 NSSS: GE TYPE: BWR

(NSIC 221914) ON 8/30/89, WITH THE REACTOR SHUTDOWN AND THE CORE OFFLOADED, IT
WAS DISCOVERED THAT THE HEATING ELEMENT TEMPERATURE CONTROLLERS FOR THE NINE MILE
POINT UNIT 1 (NMP1)> REACTOR BUILDING EMERGENCY VENTILATION SYSTEM CHARCOAL FILTER
DUCT HEATERS WERE NOT IN A SCHEDULED CALIBRATION PROGRAM. ON 10,/4/8%9, AFTER
TESTING, IT WAS DETERMINED THAT THE CONTROLLEXKS WERE SET BELOW DESIGN CRITERIA
WHICH MAY KAVE RESULTED IN THE REDUNDANT COMPONENTS BECOMING INOPERABLE.
IMMEDIATE CORRECTIVE ACTION INCLUDED THE COMPLETION OF A PREVIOUSLY DEVELOPED
PROGRAM FOR THE CALIBRATION AND PERIODIC VESTING OF NON-TECH SPEC BALANCE OF
PLANT INSTRUMENTATION WHICH MAY AFFECT SYSTEM AND COMPONENT OPERABILITY. ALSO A
COMPLETE EVALUATION OF THE REACTOR BUILDING EMERGENCY VENTILATION SUSTEM WAS
PERFORMED. THE ADDITIONAL CONDITIONS THAT WERE FOUND ARE BEING REPORTED IN THIS
SUPPLEMENT. ADDITIONALLY, A LESSONS LEARNED TRANSMITTAL WAS DEVELOPED TO
COMMUNICATE THE CONSEQUENCES COF SUCH A CONDITION.

[ 73] NINE MILE POINT 1 DOCKET 50-220 LER 90-008 REV 01
ngA;! ON REACTOR BUILDING EMERGENCY VENTILATION INITIATION DUE TO PERSONNEL
RROR .

EVENT DATE: 052390 REPORT DATE: 061991 NSSS: i TYPE: BWR

{NSIC 221888) ON MAY 23, 1950, AT 1313 HOURS, NINE MILE POQINT UNIT 1 (NMP1)
EXPERIENCED AN ACTUATION OF AN ENGINEERING SAFETY FEATURE (ESF). SPECIFICALLY,
INITIATION OF REACTOR BUILDING EMERGENCY VENTILATION (RBEV) AND 1SOLATION OF
REACTCR BUILDING NORMAL VENTILATION. AT THE TIME OF THE EVENT, THE PLANT WAS IN
AN EXTENDED REFUELING OUTAGE WITH THE CORE LOADED AND THE MODE SWITCH IN THE
"REI'UEL™ POSITION. THE ROOT CAUSE OF THE EVENT WAS DUE TO PERSONNEL ERROR IN
THAT CARE WAS NOT EXERCISED WHEN WORKING IN CLOSE PROXIMITY TO CONJROL DEVICES.
THE IMMEDIATE CORRECTIVE ACTIONS CONSISTED OF VERIFYING THE RBEV INITIATION,
RESETTING CONTROL LOGIC AND ALARMS, RETURNING THE REACTOR BUILDING NORMAL
VENTILATION TO SERVICE AND RESTORING THE REBEV TO STANDBY. OTHER CORRECTIVE
ACTIONS CONSISTED OF COUNSELING THE RESPONSIBLE TECHNICIAN AND DEVELOPMENT OF A
LESSONS LEARNED TRANSMITTAL (LLT). LONG TERM CORRECTIVE ACTION IS TO EVALUATE
THE REPLACEMENT OF THE MOTOR GENERATOR SETS WITH UNINTERRUPTED POWL® SLPPLIES
(UPS) TO PROVIDE A RELIABLE POWER SOURCE TO THE MONITORS, ALONG WITh EVALUATING
THE NEED TO MODIFY THE RBEV LOGIC.

[ 74] NINE MILE POINT 1 DOCKET 50-220 LER 91-001 REV 01
UPDATE ON REACTOR SCRAM DUE TO SPURIOUS NON-COINCIDENT LOGIC TRIP SIGNAL.
EVENT DATE: 010891 REPORT DATE: 0425%1 NSSS5: GE TYPE: BWR

(NSIC 221887) ON JANUARY 8, 1991, AT 0327 HOURS, 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 163 DEGREES FAHRENHEIT, AND REACTOR
PRESSURE WAS O PSIG. WATER LEVEL WAS BEING LOWERED FOLLOWING THE PERFORMANCE OF A
REACTOR VESSEL INSERVICE LEAK TEST. THE INSIDE MSIV'S CLOSED DUE TO THE ISOLATION
SIGNAL AND THE OUTSIDE MSIV'S WERE ALREADY CLOSED DUE TO THE HYDRO. THE CAUSE OF
THE EVENT WAS DETERMINED TG 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 TERFORM CHECKS,
TROUBLESHOOTING, AND MONITORING OF COMPONEMTS THAT MAKE UP THE CONDENSER LOW
VACUUM AND MAIN STEAM ISOLATION CLOSED BYPASS LOGIC. THE RESULTS OF THESE
CORRECTIVE ACTIOMS DID NOT INDICATE ANY EQUIPMENT MALFUNCTION OR DEGRADATION THAT
COULD HAVE CONTRIBUTED TO A SPURIOUS ACTUATION.

[ 751 NINE MILE POINT 1 DOCKET 50-220 LER 91-004
OPERATICN ABOVE MAXIMUM LAKE TEMPERATURE OF CONTAINMENT SPRAY DUE TO INADEQUATE
DESIGN BASIS AND CONFIGURATION CONTROL.

EVENT DATE: 031591 REPORT DATE: 041591 NSSS: GE TYFE: BWR



(NSIC 221915) ON MARCH 15, 1991, WHILE NINE MILE POINT UNIT 1 (NMP1) WAS IN COLD
SHUTDOWN IT WAS DETERMINED THAT NMPY MAS OPERATED IN THE PAST WITH LAKE
TEMPERATURES ABOVE THE MAXIMUM ALLOWAELE LAKE TEMPERATURE. ALSO, THE VALUES FOR
MAXIMUM LAKE TEMPERATURE, FLOW RATE AND FOULING FACTOR USED FOR CALCULATING THE
HEAT REMOVAL CAPACITY OF THE CONTAINMENT SPRAY HEAT EXCHANGERS MAY KAVE BEEN
NON-CONSERVATIVE. THE CAUSE OF THE EVENTS WERE STANDARDS, POLICIES AND
ADMINISTRATIVE CONTROLS THAT IN THE PAST, WERE LESS THRAN ADEQUATE T0 IMPLEMENTING
DESIGN BASIS INFORMATION AND CONFIGURATION CONTROL. ACTICONS TAKEN WERE TO WRITE
AND ISSUE A TECHNICAL SPECIFICATION INTERPRETATION ON MAXIMUM LAKE TEMPERATURE
AND THE REQUIRED ACTION SHOULD THAT TEMPERATURE LIMIT BE EXCEEDED. PROCEDURES AND
INSTRUCTIONS WERE REVISED TO REFLECT THIS LIMIT, SHIFT BRIEFINGS WERE USED T0
INFORM CONTROL ROOM OPERATORS OF TKE NEW MAXIMUM LAKE TEMPERATUNE. THKE LONG TERM
CCRRECTIVE ACTION WILL BE TO COMPLETE THE DESIGN BASIS RECONSTITUTION FOR THE
CONTAINMENT SPRAY SYSTEM AND TO INCORPORATE THAT BASIS IN THE REQUIRED DOCUMENTS.
THIS WILL ENSURE THAT ALL OF THKE REQUIRED VALUES FOR THE CONTAINMENT SPRAY SYSTEM
ARE KNOWN AND ARE BEING MET,

[ 7€) NINE MILE POINT 2 DOCKET 50-410 LER 90-025
REACTOR BUILDING ISOLATION DUE TO LOW EXHAUST VENTILATION FLOW CAUSED BY
PERSONNEL ERROR.

EVENT DATE: 121490 REPORT DATE: 011021 NS88: GE TYPE: BWR

{NSIC 221502) AT APPROXIMATELY 1200 HOURS ON DECEMBER 14, 1990, NINE MILE POINT
UNIT 2 (NMP2) EXPERIENCED AN ACTUATION OF AN ENGINEERED SAFETY FEATURE.
SPECIFICALLY, THE SECONDARY CONTAINMENT AUTOMATICALLY ISOLATED WHEN AN OPERATOR
MISTAKENLY SECURED THE REACTOR BUILDING VENTILATION SYSTEM ABOVE REFUEL FLOOR
EXHAUST FAN 24VR~FN5B DURINC THE PERFORMANCE OF OPERATIONS SURVEILLANCE PROCEDURE
N2-0SP-HVR-Q002., "REACTOR BUILDING VENTILATION SYSTEM AUTOMATIC ISOLATION DAMPER
OPERABILITY TEST". AT THE TIME OF THME EVENT, THE REACTOR MUDE SWITCHA WAS IN THE
REFUEL POSITION (MODE 5). THE ROOT CAUSE FOR THIS EVENT INCLUDED: 1) SUSPENSION
OF THE PERFORMANCE OF PROCEDURE N2-0SP-HVR~QQ002; AND 2) RESTORATION OF REACTOR
BUILDING NORMAL VENTILATION. ADDITIONALLY, THE NONLICENSED OPERATOR INVOLVED WAS
SUSPENDED FROM PERFORMING TASKS OTHER THAN OPERATOR ROUNDS UNTIL AN EVALUATION OF
MIS PERFORMANCE IS COMPLETED BY OPERATIONS MANAGEMENT.

L 772 NINE MILE POINT 2 DOCKET 50-410 LER 921-006
fAILURE TO RESTORE STRUCTURAL INTEGRITY OF AN ASME COMPONENT DUF TO INADEQUATE
WRITTEN COMMUNICATION.

EVENT DATE: 032291 REPORT DATE: 042291 NSSS: GE TYPE: BWR

(NSIC 221871) ON MARCH 22, 1991, IT WAS DETERMINED THAT NINE MILE POINT UNIT 2
(NMP2) HAD NOT BEEN IN COMPLIANCE WITH THE PLANT'S TECHNICAL SPECIFICATION (T.S.)
REQUIREMENTS FOLLOWING A REPORTED REACTOR CORE ISOLATION COOLING SYSTEM (ICS)
DRAIN LINE LEAK. SPECIFICALLY, THE T.S. REQUIRED ACTIONS OF RESTORING THE
STRUCTURAL INTEGRITY OF THE AFFECTED ASME II1 CODE CLASS 2 COMPONENT TO WITHIN
ITS LIMITS OR REMOVING IT FROM SERVICE WERE NOT COMPLETED. AT THE TIME THE LEAK
WAS DISCOVERED (JUNE 6, 1990), NC IMMEDIATE ACTIONS WERE TAKEN TO EITHER ISOLATE
THE SYSTEM LEAK CR REPAIR THE FAILED COMPONENT. THE ROOT CAUSE FOR THIS T.S.
VIOLATION WAS DETERMINED TO BE INADEQUATE WRITTEN COMMUNICATION. A CONTRIEUTING
CAUSE WAS TRAINING METHODS. REPAIR ACTIVITY CORRECTIVE ACTIONS INCLUDED:
GENERATING A PROBLEM REPORT; ISSUING AN OCCURRENCE REPORT;: AND COMPLETING
DEFECTIVE WELD REPAIRS. ADDITIONAL CORRECTIVE ACTIONS INCLUDE: REVISING
ADMINISTRATIVE PROCEDURES:; ISSUING A LESSONS LEARNED TRANSMITTAL: AND PROVIDING
TECHNICAL TRAINING,

[ 78] NINE MILE POINT 2 DOCKET 50-410 LER 91-005
ESF ACTUATION DUE TO LOW FLOW SIGNAL CAUSED BY PROCEDURAL DEFICIENCY.
EVENT DATE: 032691 REPORT DATE: 042391 NSS§S5: GE TYPE: BWR

(NSIC 221872) ON MARCH 26, 1991 AT 0755 HOURS, NINE MILE POINT UNIT 2 EXPERIENCED
AN ACTUATION OF AN ENGINEERED SAFETY FEATURE (ESF). SPECIFICALLY, THE SECONDARY
CONTAINMENT (REACTOR BUILDING) ISOLATED AND AN AUTOMATIC START OF THE REACTOR
BUILDING EMERGENCY RECIRCULATION UNIT COOLER AND THE STANDBY GAS TREATMENT SYSTEM
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REPORTABLE PURSUA!T TO 10 CFR S0.73(AX(2)CI)(B) FOR A CONDITION THAT IS
PRORIBITED BY THE TECHNICAL SPECIFICATIONS THE CAUSE OF THE EVENT WAS THE
INCORRECT INTERPRETATION OF TECHNICAL SPECIFICATION 4.4.3.2.1.B. PREVIOUS
INTERPRETATIONS DID NOT REQUIRE TESTING OF THE CONTACTS AND ASSOCIATED WIRING FOR
THE PORV CONTROL CIRCUITRY. AS AN IMMEDIATE CORRECTIVE ACTION, THE ACTION
STATEMENT OF TECHNICAL SPECIFICATION 3.6.3.2 WAS ENTERED AMD PCV-2455C WAS
DECLARED INOPERABLE AND ITS ASSOCIATED BLOCK VALVE WAS SHUT. THE APPROPRIATE
PROCEDURE WAS TEMPORARILY REVISED TO FUNCTIONALLY TEST THE CONTACTS AND
ASSOCIATED WIRING AND TESTING UAS SATISFACTNRILY PERFORMED AS AN ADDITIONAL
CORRECTIVE ACTION, AFPROPRIATE PROCEDURES WILL BE REVISZID TO ENSURE EACH CONTACT
AND ASSOCIATED WIRING IN TKE PORV CONTROL CIRCUITRY IS ADEQUATELY TESTED. THIS
EVENT DID NOT POSE ANY SIGNIFICANT SAFETY IMPLICATICNS.

Wk

[ 82) OCONEE 1 DOCKET 50-269%9 LER 90-01K
UNIT OPERATION IN AN UNANALYZED CONDITION DUE TO DESIGN DEFICIENCY., DESIGN
OVERSIGHT

EVENT DATE: 11990 REPORT DATE: 122090 N5SSS§: BW TYPE: PWR
OTHER UNITS INVOLVED: OCONEE 2 (PWR)

OCONEE 3 (PWR

(NSIC 2214864) ON 11716790, WITH ALL 3 UNITS AT 100% FULL POWER, A DESIGN ENGINEER
DISCOVERED THAT THE REQUIREMENTS SPECIFIED BY TECH SPEC 3.3.1 FOR HIGK PRESSURE
INJECTION SYSTEM (HPI) CPERATION BELOW 60X FULL POWER COULD POTENTIALLY RESULT IN
INSUFFICIENT IFMERGENCY CORE COOLING SYSTEM FLOW FOR CERTAIN HPI LINE BREAK
ACSUMPTIONS. THE DESIGN ENGINEER, WHILE REVIEWING KPl SYSTEM OPERATION IN ORDER
TO RESPOND TO QUESTIONS RAISED ON ANOTHER ISSUE, REALIZED TKAT IF AN HPI LINE
BROKE AT THE REACTOR COOLANT SYSTEM INJECTION NOZZLE, LESS FLOW WOULD REACH THE
REACTOR COOLANT SYSTEM THAN HAD BEEN PREVIOVSLY ANALYZED. DESIGN ENGINEERING
CONTACTED BABCOCK AND WILCOX (B&W) AND REQUESTED THEM TO ASSESS THE POTENTIAL FOR
REDUCED HPI SYSTEM FLOW DURING THE POSTULATED LINE BREAK. ON 11719/90, AT 1600
HOURS, B&W CCNFIRMED THAT THE CURRENT TECH SPEC ALLOWANCES FOR OPERATION BELOW
605 FULL POWSR ARE INADEQUATE UNDER THE ASSUMED CONDITIONS. ADDITIONAL
REQUIREME"'TS FOR HPI SYSTEM OPERATION BELOW 60X FULL POWER WERE INITIATED TO
CONSERVATI .ziY ENSURE ADEQUATE HPI FLOW BECAUSE THE ORIGINAL EVALUATION OF THE
EMERGENCY CORE COOLING SYSTEM DID NOT IDENTIFY THE CONSEQUENCES OF TKIS POTENTIAL
HPI LINE BREAK, THIS EVENT 1S ASSIGNED A ROOT CAUSE OF DESIGN DEFICIENCY,
UNANTICIPATED INTERACTION OF SYSTEMS, DESIGN OVERSIGHT.

{ 83) OCONEE 3 DOCKET 50-287 LER 91-004
INAPPROPRIATE ACTION, FAILURE TO FOLLOW PROCEDURE, DURING A NUCLEAR STATION
MODIFICATION IMPLEMENTATION RESULTS IN A DEGRADED FIRE BARRIER.

EVENT DATE: 020891 REPORT DATE: 041991 NSSS: BW TYPE: PWR

(NSIC 221828) ON 278,91, DURING THE IMPLEMENTATION OF A NUCLEAR STATION
MODIFICATION (NSM), A WORK CREW INSTALLED 3/6 INCH CONDUIT THROUGK THE FIREWALL
SEPARATING THE EAST AND WEST PENETRATION ROOMS FOR UNIT 3. THE BREACH WAS NOT
SEALED NOR WAS A FIRE WATCH ESTABLISHED AS REQUIRED BY TECH SPECS. THE CREW HAD
MISTAKENLY ASSUMED THE WALL WAS NOT A FIREWALL AND FAILED TO FOLLOW THE
IMPLEMENTATION PROCEDURE FOR THE NSM, ON 3720/91 , AT 08C0 HOURS, A TECHNICAL
SUPPORT LEADER WAS REVIEWING THE PAPERWORK DUE TO QUESTIONS BY ONE OF THE CREW
MEMBERS CONCERNING THE UNSEALED PENETRATION IT WAS DETERMINED THAT THE BREACH
HAD INDEED BEEN MADE TO A FIREWALL WITHOUT THE REQUIRED COMPENSATORY ACTICNS.
THEY THEN INITIATED ACTION TO GET THE BREACH SEALED. THE REPAIRS WERE COMPLETED
THAT AFTERNOCN AND THE FIRE BARRIER WAS DECLARED OPERABLE AT 1950 HOURS UNIT 3
WAS AT 100X FULL POWER WHEN THE INCIDENT OCCURRED AND REMAINED THERE UNTIL IT WAS
SHUTDOWN FOR A SCHEDULED REFUELING OUTAGE ON 2/13/91. THE UNIT REACHED COLD
SHUTDOWN ON 2715791, AT 1235 HOURS. THE ROOT CAUSE OF THIS INCIDENT WAS ASSIGNED
INAPPROPRIATE ACTION, FAILURE OF THE WORK CREW TO FOLLOW PROCEDURE. A
CONTRIBUTING CAUSE WAS MANAGEMENT DEFICIENCY, INADEQUATE PLANNING CORRECTIVE
ACTIONS INCLUDED REPAIRING THE BREACHED FIRE BARRIFR, COUNSELING OF THE
INDIVIDUALS INVOLVED, AND PROCEDURE REVISION.
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VENDOR: ROSEMOUNT, INC

(NSIC 221879) AT 1420 ON 3721791, WITH THE REACTOR IN OPERATIONAL CONDITION 1
(POWER COPERATION) AKD "HE REACTOR CORE ISOLATION COOLING (RCIC) SYSTEM ISOLATED
FOR MAINTENANCE, AN UNPLANNED ENGINEERED SAFETY FEATURE (ESF) ACTUATION OCCURRED
WHEN THE RCIC TURBINE MAIN STEAM SUPPLY LINE OUTEOARD CONTAINMENT ISOLATION
VALVE, TESINMOVFO64, ISOLATED. THIS REPORT 1§ SUBMITTED PURSUANT TO
10CFREQ.73(A)(RICIV) SINCE THIS EVENT CONSTITUTES AN ESF ACTUATION. IT 18
POSTULATED THAT AFTER THE RCIC SYSTEM WAS ISOLATED FOR MAINTENANCE kY SBMUTTINC
1551%MOVFO63, COOLING IN THE STEAM SUPPLY LINE CAUSED STEAM TO CONDENSE AND FLOW
INTO THE VARIABLE LEO INSTRUMENT LINE WHICH RESULTED IN NEGATIVE DIFFERENTIAL
PRESSURE SURGES IN FLOW TRANSMITTER 1ESIXPDTNOBGA, THE NEGATIVE TRIP SETPCINT OF
THE TRIP UNIT WAS REACHED NN!BH CAUSED THE ESF ACTUATION. THIS IS THE FROBABLE
ROOT CAUSE OF THE EVENT. A CAUTION MAS BEEN ADDED TO RCIC FuS1. "M CPERATING
PROCEDURES THAT BOTH RCIC TURBINE MAIN STEAM SUPPLY LINE CO ,"fInde T 180, TION
VALVES 1ES1%MOVFO6GE AND 1ES1»MOVFOG& SHOULD BE ISOLATED WHME!. Y"VE B 'Sk~ I8
REMOVED FROM SERVICE FOR MAINTENANCE TO PREVENT UNEXPECTED LEF 2 STULTI"AS. THE
ESF ACITUATION OCCURRED PER DESIGN. THE RCIC SYSTEM WAS INOPR™AZ/ ¢ &£%w ISOLATED
FOR MAINTENANCE PER THE ACTION STATEMENT OF TECHNICAL SPECIFICAr. A" 3.7.3,
THEREFORE, THE MEALTH AND SAFETY OF THE PUBLIC WAS NOT ADVERSELY AFFECIED.

[i102l RIVERBEND 1 DOCKET 50-458 LER 91-003
JAMPER ISOLATIONS AND AUTOMATIC SWAP OF DIVISIONAL CONTROL BUILDING
VENTILATION/CHILLER TRAINS DUE TO INADEGUATE WORM PLAN,

EVENT DATE:. 032291 REPORT DATE: 042291 N§S8%: GE TYPE: BWR

(NSIC 221878) AT 1055 ON 3/22/91, DURING MAINTENANCE ON THE DIVISION II CONTROL
BUILDING LOCAL AIR INTAKE RADIATION MONITGR TRMSXRE13B, THE DIVISION 11 CONTROL
POWER CIRCUIT WAS DE-ENERGIZED. THIS RESULTED IN THE DE-ENERGIZATION OF THE
DIVISION I1 CHARCOAL FILTER TRAIN SUCTION DAMPERS 1HVCXAOD19D AND 1HMVCXAODISF,
Ak ISOLATION OF THE AIR OPERATED DAMPERS (AODS) TO THE DIVISION II AIR MANDLING
UKITS, THVCxAODGB AND TNVCXAODBE. NOTE THAT DAMPERS 19D AND 19F WERE CLOSED AT
I4E TIME OF THE EVENT. THE ISOLATIONS RESULTED IN A TRIP OF THE DIVISION 11
CONTROL BUILUING VENTILATION SYSTEM/CHILLER AND AUTOMATIC SWAP TO THE DIVISION I
VENTILATION SYSTEM/CHILLER., THIS REPORT IS SUBMITTED PURSUANT TO 10CFR50.73 TO
DOCUMENT THE ENGINEERED SAFETY FEATURE (ESF) ACTUATIONS DESCRIBED ABOVE. TKE
EVENT OOGUIIID DURING THE IMPLEMENTATION OF MODIFICATION REQUEST (MR) $0-0007.
THIS MR SPECIFIED THAT THE RM-B0 MOTHER BOARD WAS TO BE REMOVED FROM 1RMS*RE13B.
THIL RODT CAUSE OF THIS EVENT IS THAT THE MAINTENANCE PLANNER OVERLOOKED THE
115VAC CONTROL POWER TO THE RM-80 MOTHER BOARD AND THUS, THE POTENTIAL FOR THE
ESF ACTUATIONS. THIS EVENT CONCERN.D THE ENGINEERING/MAINTENANCE PLANNING
INTERFACE AND RESPONSIBILITY. AS PREVIOUSLY REPORTED IN LER 90-033, REVISION 2,
A TASK FORCE EVALUATION OF THIS ISSUE WAS PERFORMED AND THE TASK FORCE
RECOMMENDATIONS ARE UNDERGOING MANAGEMENT EVALUATION.

103] RIVERBEND 1 DOCKET 50-458 LER 91-005
ESIGN DEFICIENCIES IN FIRE DOORS.
EVENT DATE: 032291 REPORT DATE: 042291 NSSS: GE TYPE: BWR

(NSIC 221682) ON 3-22/91, WITH THE PLANT AT 1065 POWER IN OPERATIONAL CONDITION 1
(POKER OPERATION), A DEFICIENT FIRE DOOR WAS DISCOVERED DURING A QUALITY
ASSURANCE AUDIT, THE DESIGN CONFIGURATION OF DOOR CB-70-25 DID NOT ASSURE THE
PROPER CLOSING SEQUENCE llTNl!N THE TWO LEAVES. THEREFORE, THE DOOR CANNOT BE
CONSIDERED TO MAVE BEEN A QUALIFIED FIRE IAIR!!R SINCE PLANT STARTUP, AND WAS
INOPERABLE CONTRARY TO TECHNICAL SPECIFICATION 3.7.7. THIS REPORT 1§ SUBMITTED
PURSUANT TO 10CFR50,.73CA)(2)(1)(B) AS OPERATION PROMIBITED BY THE TECHNICAL
SPECIFICATIONS. UPON DISCOVERY OF THE CONDITION, THE FIRE DOOR WAS DECLARED
INOPERABLE AND ADDED TO THE MOURLY FIRE WATCH LIST. THE INACTIVE LEAF OF DOOR
CB~70-25 WAS CLOSED AND THE TOP AND BOTTOM LATCH BOLTS WERE ENGAGED. THIS
CONFIGURATION ENSURES OPERABILITY OF THE DOOR AND ENSURES CONFORMANCE TO
APPLICABLE NFPA CODE REQUIREMENTS. THE CORRECTIVE ACTIONS SPECIFIED FOR DOOR
CB-70-25 WERE ALSO IMPLEMENTED FOR DOOR CB-98-32. THE AREAS ON BOTH SIDES OF
EACh DOOR, CB-70-25 AND CB-98-32, ARE PROVIDED WITH AUTOMATIC SPRINKLER SYSTEMS
AND AUTOMATIC FIRE DETECTION SYSTEMS. 1IN THE EVENT OF A FIRE FROM TRANSIENT
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THE SAME OUTSIDE CORNER (APPROXIMATELY 0.5%). THE SPECIFIC CAUSE OF THE VANES
CHIPPING COULD NOT BE IDENTIFIED. THE SAMPLE PUMP WAS REPLACED. ON 3/22/91 AT
1101 HOURS THE TR11A AND 1R12A MONITORS WERE DECLARED OPERABLE AND THE APPLICABLE
TECHNICAL SPECIFICATIONS WERE EXITED. THE PUMP 1§ SCHEDULED TO BE REPLACED WITH A
MORE RELIABLE PUMP AS PART OF THE RMS UPGRADE PROJECT. AN INTERIM MEASVRE IS TO
REPLACE THE PUMP EVERY 6 MONTHS.

[1073 SALEM 1 DOCKET S0-272 LER 91-016
HIGH OXYGEN CONCENTRATION IN WASTE GAS SYSTEM FOR GREATER TMAN &8 HOURS.
EVENT DATE: 033191 REPORT DATE: 043091 NSSS: WE TYPE: PWR

(NSIC 221922) OXYGEN CONCENTRATION WITHIN THE WAS'E JAS HOLDUP SYSTEM WAS > 2%
FOR > 48 HOURS. ON 3/29/91, TECH. SPEC., ACTION STATEMENT 3.11.2.5.A WAS ENTERED
DUE TO AN OXYGEN CONCENTRATION OF 2.3% BY VOLUME IN THE NO. 13 WASTE GAS DECAY
TANK (WGDT). ThHE TANK WAS PURGED WITH NITROGEN. TANK DISCHARGE WAS ATTEMPTED ON
3/30/91; MOWEVER, DUE TO A PRIOR FAILURE OF THE 1R&1C PLANT VENT RADIATION
MONITOR, THE WASTE GAS DISCHARGE VALVE (1WG&G1) COULD NOT BE REMOTELY OPENED.
FAILURE OF THE 1R6G1C CHANNEL RESULTS IN A 1WG&1 ISCLATION SIGNAL. THE NOS. 11 AND
14 WGDTS ALSO EXCEEDED 2% OXYGEN ON MARCH 31 AdD MfRCH 30, RESPECTIVELY. THE
MAXIMUM OXYGEN CONCENTRATION OBSERVED IN ANY TANK WAS 2.7% . THE ROOT CAUSE, OF
NOT REDUCING THE OXYGEN CONCLNTRATION WITHIN 48 MOVRS TO < 2%, IS ATTRIBUTED TO
EQUIPMENT FAILURE OF THE 1R41C CHANNEL. A CONTRIBUTING FACTOR WAS THE
MISUNDERSTANDING OF THE 1WG41 VALVE ISOLATION SIGNAL CIRCUIT DESIGN. THE SOURCE
OF THE OXYGEN 18 ATTRIBUTED TO THE CVCS MOLDUP TANKS' COVER GAS. OXYGEN
CONCENTRATION, IN THE NO. 13 CVCS HOLDUP TANK, WAS 7.56% AS OF 3/19/91. OXYGEN,
ENTRAINED IN REACTOR COOLANT DUE TO REFUELING OUTAGE ACTIVITIES, COMES OUT OF
SOLUTION IN THE CVCS MOLDUP TANKS. THE WASTE GAS SYSTEM OXYGEN LEVEL WAS RFDUCED
T0 BELOW THE 2% LIMIT. THIS EVENT HAS BEEN REVIEWED BY OPERATIONS DEPARTMENT
MANAGEMENT. I7T WILL BE DISCUSSED WITH APPLICABLE DEPARTMENT PERSONNEL.

(108} SAN ONOFRE 1 DOCKET 50-206 LER 90-~016 REV 01
UPDATE ON SUSCEPTIBILITIES TO EMERGENCY CORE COOLING SYSTEM FAILURES.
EVENT DATE: 072790  REPORY DATE: 043091 NSSS: WE TYPE: PWR

(NSIC R21913) IN A LETTER TO NRC REGION V DATED 3/17/89, SCE COMMITTED T0 A
REANALYSIS OF THE 1976 JINGLE FAILURE ANALYSIS (SFA) PERFORMED ON THE SONGS UNIT
1 EMERGENCY CORE COOLING SYSTEM (ECCS) AND SUPPORTING SYSTEMS. AT 1330 ON
7/27/90, WITH UNIT 1 SHUT DOWN AND DEFUELED, EIGHT SINGLE FAILURE
SUSCEPTIBILITIES WHICH COULD MAVE POTENTIALLY IMPACTED THE PERFORMANCE OF SOME
ECCS FUNCTIONS WERE CONFIRMED IN THIS 1990 REANALYSIS EFFORT. DETAILS WERE
FROVIDED TO THE NRC IN AN INTERIM REFORT DATED 7,/31,90, THIS INTERIM REPORT ALSO
IDENTITIED OTHER SINGLE FAILURE ISSUES WHICH WERE UNDER REVIEW AT THAT TIME.
PRIOK YU UNIT 1 STARTUP FROM THE CYCLE 11 OUTAGE, SCE PROVIDED A FOLLOW-UP REPORT
TITLED, "SONGS | ECCS SINGLE FAILURE ANALYSIS FOLLOW-UP REPORT," DATED 2/27-91 .
THIS REPORT DISCUSSED IN DETAIL THE SAFETY SIGNIFICANCE AND CORRECTIVE ACTIONS
ASSOCIATED WITH NINE SINGLE FAILURE DEFICIENCIES WHICH REQUIRED MODIFICATIONS.
THESE DEFICIENCIES WERE, IN PART, CAUSED BY INADEQUATE SFA GUIDANCE FOR
NON-STANDARD CONFIGURATION PLANTS AND PROGRAMMATIC WEAKNESSES PREVIOUSLY
IDENTIFIED TO THE NRC. THE 1990 ECCS SFA SCOPE, METHODOLOGY, CRITERIA UTILIZED,
AND RESULTS WERE ALSO SUBMITTED UNDER A SEPARATE COVER LETTER DATED 2/22/91.
THIS INFORMATION REPRESENTS THE CURRENT DESIGN BASIS., AND SUPERSEDED PREVIOUS
INFORMATION PROVIDED REGARDING THE SINGLE FAILURE DESIGN BASIS FOR SONGS UNIT 1.

[109) SAN ONQFRE 1 DOCKET 50-206 LER 91-001 REV 03
UPDATE ON CONTAINMENT SPRAY FLOW LIMITER VALVE ACTUATOR INCORRECTLY COUPLED.
EVENT DATE: 010789 REPORT DATE: 051391 NSSS: WE TYPE: PWR

(NSIC 221977) ON 12/23/90, WITH UNIT 1 IN MODE 6, AN EVALUATION OF THE
PERFORMANCE OF A REFUELING WATER PUMP (RWP) (WHICH PROVIDES CONTAINMENT SPRAY)
FULL FLOW INSERVICE TEST (IST) REVEALED THAT POSITION INDICATION FOR FLOW
RESTRICTING BALL VALVE CV-~518 WAS REVERSED (I.E., THE VALVE INDICATED OPEN WHEN
IN THE CLOSED POSITION AND VICE VERSA). THIS DUAL FUNCTION VALVE 1S5 DESIGNED T0
OPEN TO INCREASE FLOW TO THE CONTAINMENT SPRAY MEADER DURING LOSS OF COOLANT
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4.1.3.2 REQUIRES THE COMPARISON OF THE DEMAND POSITION AND ROD POSITION
INDICATION SYSTEMS AT LEAST ONCE EVERY FOUR MOURS IF THIS ALARM IS INOPERABLE.
THE COMPUTER POINT WAS TAKEN OUT OF SCAN ON MARCM 21, 1991, WHILE TROUBLESHOOTING
THE "ROD DEVIATION AND SEQUENCE POWER RANGE TILTS® ALARM, WHICH CAME ON DURING
THE PERFORMANCE OF PERIODIC INSTRUCTION (PPI), "BIMONTHLY RESETTING OF CONTROL
ROD FULLY WITHDRAKN POSITION." THME CAUSE OF THE EVENT 1S FAILURE TO RETURN THE
POINT TO CONFIGURATION CONTROL DURING TROUBLESWOOTING OF THE ALARM WAS NOT
IMPLEMENTED. IMMEDIATE CORRECTIVE ACTION WAS TO PLACE THE COMPUTER POINT BACK
INTO SCAN. ADDITIONAL CORRECTIVE ACTIONS INCLUDE DISCUSSIONS WITH PERSONNEL
CONCERNING THE IMPORTANCE OF CONFIGURATION CONTROL AND IMPLEMENTATION OF A METHOD
TO MAINTAIN CONFIGURATION CONTROL.

[118) SHEARON MARRIS 1 DOCKET 50-400 LER 90-019
POTENTIAL LOSS OF RESIDUAL NEAT REMOVAL SYSTEM DUE TO LOSS OF COMPONENT COOLING
WATER CAUSED BY SYSTEM DESIGN.

EVENT DATE: 082490 REPORT DATE, 101580 K885 wE TYPE: PWR

(NSIC 221517) ON 8,264,990, THE PLANT WAS OPERATING AT 100% POWER. DURING THE
INVESTICATION INVOLVING COMPONENT COQLING WATER (CCW) RELIEF VALVE EVENT
(LICENSEE EVENT REPORT (LER) 90-018-005, A SECOND SAFETY CONCERN WAS IDENTIFIED.
THIS CONCERN INVOLVED SYSTEM LINEUPS WHICH COULD POSSIBLY CAUSE A CCW PUMP TO
EXCEED I7S DESIGN FLOW CAPACITY AND RESULT IN PUMP RUNOUT. LOSS OF THE CCW
SYSTEM COULD PREVENT T.E RESIDUAL MWEAT REMOVAL (RHR) SYSTEM FROM PERFORMING 178
DESIGH SAFETY FUNCTION. THE POTENTIAL CCW PUMP RUNOUT CONDITION IDENTIFIED IN
PROCEDURE EMERGINCY OPERATING PROCEDURE (EQP) - END PATH PROCEDURE (EPP)
EOP-EPP~010 "TRANSFER TO COLD LEG RECIRCULATION"™ (SEE FIGURE 1) WAS EVALUATED AS
NOT BEINC A VALID CONCERN BY PLANT CHANGE REQUEST (PCR)-5459. MNOWEVER, FURTHER
PROCEDURE REVIEWS REVEALED TWU ADDITIONAL SCENARIOS THAT INVOLVE SIMILAR SAFETY
CONCERNS WHICH PCR-545% COULD NOT DISCOUNT. BOTH SCENARICS INVOLVE SYSTEM
LINEUPS REQUIRING TWC CCW PUMPS SUPPLYING THE NONESSENTIAL MEADER AND TWO
ESSENTIAL MEADER TRAINS. THE PROCEDURES INVOLVED; EOP-PATH-1, OPERATING
PROCEDURE (OP)=111 (DHR SYSTEM) AND OP-145 (CCW SYSTEM) DO NOT SPECIFY THE
SEPARATION OF BOTH CCOW TRAINS DURING & SMALL BREAK LOSS OF COOLANT ACCIDENI
ékggz;xszH SAFETY INJECTION (S1) ACTUATION OR DURING NORMAL PLANT MODES &-6

ON5 .

[119) SHEARON HARRIS 1 DOCKET 50400 LER 91-006
TECHNICAL SPECIFICATION VIOLATION DUE TC MISSED SHUTDOWN MARGIM VERIFICATION
WHILE TESTING SOURCE RANGE NUCLEAR INSTRUMENTS,

EVENT DATE: 031991 REPORT DATE: 0471797 NSS5S: WE TYPE: PWR

(NSIC 221963) ON 319,91, DURING SURVEILLANCE TESTING ON THE SOURCE RANGE NUCLEAR
INSTRUMENTS, CONTROL ROOM OPERATORS DID NOT VERIFY SHUTDOWN MARGIN REQUIREMENTS
PER TECHNICAL SPECIFICATIONS (1T5). UPON DISCOVERY., SHUTDOWN MARGIN WAS
IMMEDIATELY VERIFIED TO BE ADEQUATE. THIS CONDITION WAS CAUSED BY A
MISINTERPRETATION OF TS5 REQUIREMENIS. CORRECTIVE ACTIONS WILL INCLUDE A REVISION
TO THE APPROFRIATE PROCEDURFS AND DISSEMINATION OF THIS INFORMATION TO OPERATIONS
PERSONNEL TO ClARIFY THE TL.QUIREMENTS OF THIS TS. THIS IS BEING REPORTED IN
ACCORDANCE WITH *2CFfL0.73(AX(2)(1)(B) AS A TS VIOLATION,

[120] SHEARON MARRIS 1 BOCKET 50-400 LER 91~-007
TECHNICAL SPECIFICATION VIOLATICN DUE TO INAPPROPRIATELY REMOVING AN EMERGENCY
SERVICE WATER PUIP FROM SERVICE.

EVENT DATE: 032591 REPORT DATE: 042591 NSSS: WE TYPE: PWR

(NSIC 221870) ON 3/25/91, AT APPROXIMATELY 1900 HOURS, WITH THE PLANT IN MODE 5
DURING A REFUELING OUTACE, ONE EMERGENCY SERVICE WATER (ESW) PUMP WAS
INAPPROPRIATELY REMOVED FROM SERVICE FOR OUTAGE WORK. THE EVENT WAS DISCOVERED
AT 0055 HOURS ON 3-/26-,91, AND OPERABILITY WAS RESTORED BY 0245 NOURS. TECHNICAL
SPECIFICATIONS REQUIRE TWO OPERABLE RESIDUAL MEAT REMOVAL (RHR) LOOPS WHEN IN
MODE 5 WITH REACTOR COOLANT LOOPS NOT FILLED. SITE TECHNICAL SPECIFICATION
INTERPRETATIONS SFECIFY THAT COMPONENT COOLING WATER (CCW) AND LSW PUMPS AND
FLOWPATHS ARE REQUIRED T0 SUPPORT RHR. THIS EVENT WAS ATTRIBUTED TO






FOR THE FNI EXMAUST AIR SYSTEM WERE FOLLOWED. CORKRECTIVE ACTIONS XNGLUDI
s:fgll ADO!?!ONAL LOCKS ON THE FHE TRUCK DOORS, ISSUANCE OF A

B llllﬂuf OIDIII l:iﬂllf? AND MEALTH PHYSICS PERSONNEL TO ENSURE fMAf IN

Aﬂ’!f!ﬂl TD SECURITY AND MEALTH PHYSICS THAT OPERATIONS PERSONNEL ARE ALSO

PRESE T THE DOOR PRIOR TO OP!N!N.. ISSUANCE OF A MEMORANDUM TO LICENSED

OPIIATOII DISCUSSING THIS INCIDENT, AN EVALUATION TO DETERMINE THE EFFECT OF THE
FHB DOORS ON THE OPERABILITY OF THE FHMB EXHAUST AIR SYSTEM.

126 SOUTH TEXAS 1 DOCKET $0-498 LER 91-009

!ll L GENERATOR #12 AND ¢13 VALID FAILURES DUE TO CRACKED FUEL INJECTOR NOZZLE
tVIlt DATE: 031191  REPORT DATE: 0417%) NSSS+ WE TYPE: PWR
OTHER UNITS INVOLVED: SOUTH TEXAS 2 (PWR)

VENDOR: COOPER-BESSEMER CO.

(NSIC 221973) ON MARCH 10, 1991 UNIT 1 WAS IN A REFUELING OUTAGE IN MODE 5 AND
UNIT 2 WAS OPERATING AT FULL POWER. FOLLOWING A MAINTENANCE TEST RUN OF STANDBY
DIESEL GENERATOR (SDG) #12 IN UNIT 1 A CRACKED FUEL IMNJECTOR NOZZILE TIP WAS
DISCOVERED., SUBSEQUENTLY, A MARCH 13TH RUN OF SDG #13 LED TO DISCOVERY OF A
LEAKING FUEL INJECTOR NOZZLE, ON MARCH 20TH, A NONDESTRUCTIVE TEST OF THE SDG
#135 INJECTOR NOZZLE TIP IDENTIFIED AMOTHER CRACKED NOZZLE TIP. NONDESTRUCTIVE
EXAMINATIONS OF 151 INJECTOR NOZZLE TIPS FROM THESE AND OTHER SDGS AS WELL AS
FROM SPARES IDENTIFIED SEVERAL ADDITIONAL CRACKED NOZZLE TIPS. THE CRACKING
FAILURE MODE APPEARS TO BE MIGH-CYCLE FATIGUE RELATED TO A SPECIFIC LOT OF NJZZILE
TIPS, MOWEVER, ADDITIONAL DETAILED ANALYSIS IS ONGOING. COOPER-BESSEMEP, T'(E
MANUFACTURER OF THE SIX SOUTH TEXAS SDGS, HAS NOTIFIED THE NRC., AS WELL AS
AFFECTED CUSTOMERS, OF THIS ISSUE PURSUANT TO 10CFR21. ACTION WAS TAKEN "0
KEPLACE NOZZLE TIPS FROM TWO LOTS WMICH WERE CONSIDERED SUSPECT FROM EACY OF THE
UVIT 1 AND UNIT 2 SDGS. HLAP HAS SENT THE CRACKED NOZZLE TIP FROM SDG #:2 TO AN
OF"SITE LABORATORY FOR ANALYSIS. MLAP MAS ALSO REQUESTED THAT THE COOPE'~-BESSEMER
OWNFRS GPOUP INITIATE A GENERIC EVALUATION OF THE CRACKING. ONCE THES'.
ACTIVITIES ARE COMPLETE A SUPPLEMENTAL REPORT WILL BE PROVIDED.

[128) SOUTH TEXAS 1 DOCKET 50-498 LER "1-008
PARTIAL LOSS OF OFFSITE POWER ON TRAINS A AND B CAUSED BY INADEQUATI PROUCEDURE,
EVENT DATE: 031591 REPORT DATE: 061591 NSSS: WE TYPL: PWR

VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 221972) ON MARCH 15, 1991, UNIT 1 WAS IN MODE 5 DUE TO A RE''VE. _NG OUTAGE,
THE UNIT EXPERIENCED A PARTIAL LOSS OF OFFSITE POWER (LOOP) TO TRAIN A AT 1313
HOURS DUE TO ACTUATION OF THE UNIT AUXILIARY TRANSFORMER PILOT WJRE RELAY WHICH
OPENED A SWITCHYARD BREAKER. DURING RECOVERY FROM THE FIRST LOOI', A LOOP
OCCURRED ON TIPAIN B OF UNIT 1 AT 1328 HOURS WHEN A 13.& KV STAND3IY BUS FEEDER
BREAKER WAS OPCNED BY A CONTROL ROOM OPERATOR. BOTH LOOP EVENTY WERE DUE 10
INADEQUATE PROCZDURES. THE SUBJECT PROCEDURES WILL BE REVISED APPROPRIATELY. IN
ADDITION, A LOAD CENTER FEEDER BREAKER FAILED TO CLOSE DUE TO INADEQUATE
LUBRICATION. WORK REQUESTS MAVE BEEN ISSVED TO ADDRESS PROPFR LUBRICATION.

[126) SOUTH TEXAS 1 DOCKET $0-49¢ LER 91-010
MANUAL ENGINEEPED SAFETY FEATURES ACTUATION DUE TO A TOXJC GAS ALARM.
EVENT DATE: 0406491 REPORT DATE: 050291 NSSS: WE TYPE: PWR

(NSIC 2L1974) ON APRIL &4, 1991, UNIT 1 WAS IN MODE 1 AT 13 PERCENT POWER., AT
0843 HOURS, THE MAIN CONTROL RNOM RECEIVED A TOXIC GAS WIGH CONCENTRATION ALARM,
THE CONTROL ROOM VENTILATION SYSTEM WAS MANUALLY PLACED INTO THE RECIRCULATION
MODE AS A CONSERVATIVE RESFONSE. NO TOXIC GAS WAS DETERMINED TO PE PRESENT AFTER
AN IMMEDIATE INVESTIGATION. THE ALARM OCCURRED AS A RESULT OF A FAUILURE IN THE
EMERGENCY RESPONSE FACILITIES DATA ACQUISITION AND DISPLAY SYSTEM LOMPUTER. (%F
CAUSE OF THE ALARM WAS A FAILED FIBER OPTICS DATA ACQUISITION CONTROLLER
SUBSYSTEM PRINTED CIRCUIT BOARD. THE FAILED PRINTED CIRCUIT BOARD HAS BEEN
REPLACED AS A RESULT OF THE EVENT.
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SPECIFICATION 3.7.7, AND SINCE iT CANNOT BE CONFIRMED THAT A CONTINVOUS /UIREWATCH
WAS IN PLAOI TO MEET THE ACTION STATEMENT FOR THIS TECHNICAL SPECIFICATION DURING
THE ENTIRE TIME THE DAMPER WAS MISSING, IT WAS DETERMINED THAT THE CONDITION
CONSTITUTED Al OPERATION PROMIBITED BY THE TECHNICAL SPECIFICATIONS. A
CONTINUOUS FIKEWATCH WAS ESTABLISHED, THIS CONDITION IS BEING EVALUATED 10
DETERMINE THE REQUIREMENT FOR THIS 'lll BARRIER. THE INITIAL EVALUATION APPEARED
TO INDICATE THAT THIS FIRE BARRIER WAS NOT REQUIRED. FURTHER EVALUATION MAS
VERIFIED THAT TNIS FIRE BARRIER DOES NOT SEPARATE REDUNDANT SAFE SHUTDOWN
EQUIPMENT OR CABLES, HAS NO EFFECT ON THE SAFE SHUTDOWN ANALYSIS, AND DOES NOT
PROTECT SAFETY RELATED EQUIPMENT. BASED UPON THIS ANALYSIS, NO OPERATION
PROKIBITED BY THE TFCHNICAL SPECIFICATIONS EXISTED,

Ell‘ic SUSQUEMANNA 1 DNCKET 50-387 LER 91-004
SF ACTUATIONS DUE TO RPS ELECTRICAL PROTECTION AIUINILY PREAKERS SPURIOUS TRIP.
T DATE: 032191 REPORT DATE: 042291 NSSS: TYPE: BWR

(NSIC 221868) AT 1415 HOURS ON 3/21/91 WITH UNIT 1 OPERATING AT 100X POWER, THE
PRIMARY POWER SUPPLY TO THE "A"™ REACTOR PROTECTION SYSTEM (RPS) POWER

DISTRIBUTING PANEL WAS LOST WHEN ITS ELECTRICAL PROTECTION ASSEMBLY (EPA)
BREAKERS TRIPPED. THIS INTERRUPTION OF POWER TO *“A*" RPS, PER DESIGN, CAUSED
REACTOR BUILDING WVAC ZONES I AND I11, THE REACTOR WATER CLEANUP SYSTEM, AND
VARIOUS OTHER PRIMARY CONTAINMENT (SOLATION SYSTEM COMPONENTS TO ISOLATE AND THE
STANDBY GAS TREATMENT SYSTEM AND CONTROL ROOM EMERGENCY OUTSIDE AIR SUPPLY SYSTEM
TO AUTO INITIATE. ALL PLANT SYSTEMS AND COMPONENTS FUNCTIONED PROPERLY AND AS
EXPECTED IN RESPONSE TO THE EVENT. NO REACTOR PARAMETERS WERE AFFECTED AND NO
EMERGENCY CORE COOLING SYSTEMS WERE ACTUATED. THE EPA BREAKERS WERE RESET AT 1420
HOURS WITH NO INDICATION OF ABNOURMALITIES AND ALL ISOLATION SIGNALS WERE RESET BV
1502 HOURS. FULL POWER OPERATION OF THE UNIT CONTINUED WITHOUT INTERRUPTION. THE
CAUSE OF THE BREAKER TRIP WILL BE INVESTIGATED DURING THE NEXT UNIT OUTAGE. AN
EPA STUDY PREPARED BY GE - NUCLEAR ENERGY FOR THE BWR OWNERS GROUP IS CURRENTLY
UNDER PP&L REVIEW TO ASSESS ANY OPERATIONAL OR DESIGN CHANGES THAT MAY BE
WARRANTED. LER 90-007 (DOCKET NO. S50-388/LICENSE NO. NPF-22) WILL BE UPDATED TO
PROVIDE THE RESULTS OF TMIS ASSESSMENT. ALL ESF SYSTEMS AND COMPONENTS
FUNCTIONED PROPERLY AND PER DESIGN.

[138) THREE MILE ISLAND 2 DOCKET 5(~-320 LER 91-003
PROCESSED WATER DISPOSAL SYSTEM VALVE MISALIONMENT,
EVENT DATE: 040391 REPORT DATE: 050391 NSSS: BW TYPE: PWR

(NSIC 221995) ON APRIL 3, 1991, THE TMI-2 PROCESSED WATER DISPOSAL SYSTEM (PWD3)
WAS OPERATING IN THE "COUPLED MODE"™ (1.E., EVAPORATOR COUPLED TO THE VAPORIZER)
WHEN A VAPORIZER BLOW-DOWN VALVE WAS FOUND CLOSED. THE PURPOSE OF THMIS FLOW
PATHWAY 1S TO DRAW-OFF SOLIDS FROM TME VAPORIZER DISPOSAL. THE CLOSURE OF THE
BLOW-DOWN VALVE HAS THE POTINTIAL TO ADVERSELY IMPACT THE SYSTEM DECONTAMINATION
FACTOR (DF) OF THE PWDS; HOWEVER, NO IMPACT WAS OBSERVED. THE EVENT WAS A RESULT
OF PERSONNEL ERROR IN THAT THE EVAPORATOR OPERATOR DID NOT FOLLOW THE OPERATING
FROCEDURE. A CONTRIBUTING FACTOR WAS AN UNWIELDY PROCEDURE THAT DID NOT LEND
ITSELF T0 EASE OF USE. UPON DISCOVERY OF THE MISPOSITIONED VALVE, THE IMMEDIATE
CORRECTIVE ACTION TAKEN WAS TO OPEN THE VALVE AND NOTIFY THE TMI-2 CCNTROL ROOM.
LONGER TERM CORRECTIVE ACTIONS INCLUDE ADDITIONAL TRAINING FOR THE EVAPORATOR
OPERATORS AND A REVISION TO THE PWDS OPERATING PROCEDURE. TMI-2 TECN SPEC 3.9.13
STATES, "ACCIDENT GENERATED WATER SHALL BE DISPOSED OF IN ACCORDANCE WITH
NRC~APPROVED FROCEDURES."™ PER THE NRC-APPROVED PWDS “®ERATING PROCEDURE, THE
BLOW-DOWN VALVE WAS REQUIRED TO BE OPEN DURING COUPLED MODE OPERATIONS.
THEREFORE, PWDS OPERATION IN THIS MANNER, ALTHOUGHN MODE OPERATIONS. THEREFORE,
PWDS OPERATION IN THIS MANNER, ALTHOUGH INADVERTENT, WAS PROMIBITED BY THE
PLANT'S TECH. SPECS. SIMILAR EVENT: LER 91-€2.

[136 THREE MILE ISLAND 2 DOCKET 50-320 LER 91-004
PROCESSED WATER DISPOSAL SYSTEM SAMPL¥ VALVE MISALIGNMENT.
EVENT DATE: 041291 REPORT DATE: 0510% NS3S: BW TYPE: PHWR

(NSIC 221996) ON 4712791, THE TMI-2 PROCESSED WATER DISPOSAL SYSTEM (PWDS) WAS
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SEASON. THE HOUSY HEATING SYSTiM WAS ERRONEQUSLY OMITTED FROM HELB ANAL;SES
PERFORMED IN 1973 ArF 1974, A COREKECTIVE ACTION PLAN WILL BE DEVELOPED, EVALUATED
AND IMPLEMENTEL. 400 A& REVIEW 1i.L BE PERFORMED OF OTHER SYSTEMS TO DETERMINE IF
THERE WERE ANY OTHER SIMILAR OMISSIONS FROM THE MELB ANALYSES,

[162) WATERFORC & DOCKET S0-382 LER 89-007 REV 01
UPDATE ON INADEQUATE DESIGN OF AIR ACCUMULATORS DUE TO INCOMPLETE REVIEW OF
POST-TMI ACTION PLAN,

EVENT DATE: 121884  REPORT DATE: 030891 NSS§S: CE TYPE: PWR

(NSIC 221201) AT 1100 HOURS ON MARCHN 31, 1989, WATERFORD STEAM ELECTRIC UNIT 3
WAS OPERATING AL 100 POWEPR WHEN THE ISSUE OF REPORTABILITY WAS RAISED ON THME
SIZING OF THE INSTHUMENT AIR (IA) ACCUMULATORS WMICH SUPPLY THE SAFETY INJECTION
(51) RECIRCULATION SUMP OUTLET ISOLATION VALVES, II-OORAIU. DESIGN REQUIREMENTS
DID NOT CONSIDER CERTAIN ACCIDENT SCENARIOS, WITH A POSTULATED LOSS OF IA WHERE
OPERATION OF TME VALVES MAY BE REQUIRED. MANUAL OPERATION OF THE VALVES WAS NOT
CONSIDERED AN ADEQUATE BACKUP DUL TO POTENTIAL RADIATION LEVELS AT THE VALVE
LOCATION. THEREFORE, THE PLANT Wi$ OPERATED IN AN UNANALYZED CONDITION SINCE
INITIAL STARTUP. ON FEBRUARY €, 1991, A RlVltw OF SURVEILLANCE PROCEDURLS
REVEALED THAT THME PLANT WAS OPERATED WITH A NITROGEN ACCUMULATOR 1V LEAKAGE RATE
OF 57.6 PSI/HR VICE THE 55 PSI/HR REQUIRED BY DESIGN RASIS DOCUMENTATION (DBD).
ACCUMULATOR 1V SUPPLIES NITROGEN T0 OPLRATE THE 51 PUMP SUCTION VALVES TO THE
REFUELING WATER STORAGCE POOL ON LOSS OF IA. TWIS CONDITION EXISTED FROM NOVEMBER
23, 1990 THROUGH FEBRUARY 7, 19%'., THE ROOT CAUSE OF THIS EVENT WAS AN INADEQUATE
REVIEW OF DESIGN REQUIREMENTS IMPLEMENTED AS PART OF THE POST-TMI ACTION PLAN.
PHASE ONE OF DC 3195 HAS BEEN IMPLEMENTED TO PROVIDE A NITRUGEN SOURCE OF GAS.

[163) HATERFORD 3 DOCKET 50-382 LER 91-004
FAILURE TO0 COMPLETE TECHNICAL SPECIFICATION SURVEILLANCE DUE T0 INADEQUATE
ATTENTION TO DETAIL.

EVENT DATE: 060691 REPORT DATE: 0fo3®1 NGSS: CE TYPE: PWR

(NSIC 221957) ON APRIL 4, 1991, WATERFORD STEAM ELECTRIC STATION UNIT 2 WAS 1IN
MODE 6, REFUEL &, WMEN YHE TECHNICAL SPECIFICATION SURVEILLANGCE OP-90%-099, SPENT
FUEL MANDLING MACHINE OPERABILITY, WAS NOT PERFORMED SATISFACTORILY. THE
ACCEPTANCE CRITERIA FOR THE SURVEILLANCE WAS NOT COMPLETED WITHIN 72 HOURS PRIOR
TO THE START OF FUEL MOVEMENT. TECHNICAL SPECIFICATION 3.9.7, SURVEILLANCE
REQUIREMENT 4.9.7.1 STATES THAT THE FUEL HANDLING MACHINE SHALL BE DEMONSTRATED
OPERAELE WITHIN 72 HOURS PRIOR TO THE START OF FUEL ASSEMBLY MOVEMENT. FUEL
MOVEMENT BEGAN BEFORE THE SUPERVISOR REVIEWED AND APPROVED THE SURVEILLANCE
RESULTS., THEREFORE, THE PLANT OPERATED IN A CONDITION FROWIBITED BY TECKNICAL
SPECIFICATIONS. THE ROOT CAUSE OF THIS EVENT IS INADEQUATE ATTENTION TO DETAILS.
TECHNICAL SPECIFICATION REQUIREMENT &.9.7.1, TO PERFORM THE SURVEILLANCE WITHIH
72 HOURS PRIOR TO THE START OF FUEL ASSEMBLY MOVEMENT, WAS NOT PROPERLY
COMPLETED., TO FREVENT RECURRENCE, THE INDIVIDUAL WNO PERFORMED THE SURVEILLANCE
WAS COUNSELED ON THE REQUIREMENTS OF PROCEDURE OP-903-099% AND TECHNICAL
SPECIFICATION 2.9.7, BECAUSE THE FUEL MANDLING MACHINE WAS SUBSEQUENTLY TESTED
SATISFACTORY AND DEMONSTRATED OPERABLE, THIS EVENT DID NOT THREATEN THE HEALTH
AND SAFETY OF THE GENERAL PUBLIC OR PLANT PERSONNEL.

[144) WOLF CREEK 1 DOCKET 50-4B2 LER 91-003
;A;%g?ﬁcTO PERFORM ASME SECTION XI REQUIRED VISUAL INSFECTION OF ASME CODE CLASS
EVENT DATE: 020291 REPORT DATE: 030491 NSSS8: WE TYPE: PWR

(NSIC 221508) ON FEBRUARY 1, 1991, I7 WAS DISCOVERED THAT AN ASME CODF CLASS 2
PORTION OF THE FUEL POOL COOLING AND CLEANUP SYSTEM WAS NOT INCLUDED IN THE
PROCEDURE FOR THE ASME SECTION XI REQUIRED VISUAL INSPECTION. THE FAILURE TO
EXAMINE THESE LINES IS NOT IN ACCORDANCE WITM TECHNICAL SPECIFICATION &4.0.5,
PERFORMANCE OF VALVE LEAK CHECKS AND LOCAL LEAK RATE TESTS MAVE INDICATED THAT
THIS PIPING WOULD MAVE MET THE CRITERY  REQUIRED BY ASME SECTION XI FOR A VISUAL
EXAMINATION OF ASME CORE CLASS 2 PIP” . THIS EVENT WAS THE RESULT OF A PERSONAL
ERROR DURING PROCEDURAL DEVELOPMENT Or THE SURVEILLANCE PROCEDURE. A RANDOM
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SYSTEM INDEX

This index is based on system and system-related keywords assigned by the NSIC
staff when the summaries of the LERs are prepared for un:utor entry. Please note
that the terms "“/SS8F" or "/TSF" appended te the systeu keyword of interest
indicate sub-system fault or total system fault, respectively.

ACTUATOR &, 7, 13, 17, 39, 46. 51, 53, COOLANT PURIFICATION SYSTEM 25, 27, 28,
56, 59, 60, 62, B8, 95, 108, 113, 121, GG, 58, 63, 66, B2, B4, B6, 89, 93,
126, 138, 140 107, 108, 130, 131, 134, 137

AIR 145 COOLANT PURIFICATION SYSTEM/SSF 82, 89.

ANNUNCIATORS 15, 25, 59, 117, 126, 145 131, 137

AUXILIARY 1, 18, 19, 31, 32, 35, 37, CONT ANT PURIFICATION SYSTEM/TSF 21, 25,
48, 50, 64, 66, B%, BB, 97, 114, 122, <y 66, B2, 108, 130
127, 128, 130, 131, 137, 14&i COOLING 58, 67, 130, 136

BLOWDOWN 18 COOLING POND 15, 587

BUILDING 1, 3, 5, 22, 30, 32, 35, 37, COOLING POND/SSF 57
50, 52, 55, 57, 66, &%, 70, 76, 83, COOLING SYSTEM, SECONDARY 7. 10, 14,
88, 93, 96. 99, 102, 103, 113, 114, 18, 19, 25, 31, 32, 3G, &3, G6-50,. 66,
'2‘0 ’230 1.‘. ‘307 ‘31' 13‘0 1“' 71; 7“' .B. 90. ’3' 97"’. 10’- 1‘“.

BUILDING/SSF 35, 37, 850, 66, 69, 123 122, 127, 128, 132, 137, 138, 140, 148

BUILDING/TSF 6% COOLING SYSTEM, SECONDARY/SSF 19, &3,

CABLES AND CONNECTORS 146 49, 50, 764, 90. 148

CALIBRATION 1, 9, 12, 16, 17, 20, 23, COOLING SYSTEM. SECONDARY/TSF 10, 25,
24, 26. 2B, 33, 40, 641, 51, 52, 54, 32, &9, 56, 137, 148
55, 53, 60-62, 65, 66, 70, 2, 76, 78, CORE 6, 8, 10, 11, 31, &1, BS5, 91, 112,
80, 81, 87, %0, 92, 97, 109, 111, 113, 117, 118
115=117, 119, 123, 137, 138, 162-144, CORE REFLOODING SYSTEM E6
146-148 CORE SPRAY 7. 51, 60, 93

COMPONENT COOLINL SYSTEM 45, 58, 93, CORE SPRAY/SSF 93
97, 108, 118, 129, 130, 136 CORE SPRAY/TSF 81

COMPONENT COOLING SYSTEM/SSF 03 CYLINDER GAS 58, 145

COMPONENT COOLING SYSTEM-/TSF 108, V1B, DRAINAGE 7, ™
130 ELECTRIC POWER 5, 9, 11, 15, 22, 27,

COMPUTER, DIGITAL 66, 141 36, 38, 39, 45, 4«6, 4B, 51, 53, 58,

CONDENSER 74 60, 61, 70, 78, BO, 8B, B9, 93-95, 99,

CONDENSER COOLING SYSTEM 141 102, 1164, 125, 1287-129, 146, 148

CONDENSER COOLING SYSTEM/TSF 161 ELECTRIC POWER/SSF 22, 45, 99

CONDENSER/SSF 74 ELECTRIC POWER/TSF 5, 15, 38, 80

CONSTRUCTION 77 ELECTRIC POWER, VITAL 27, 51, 56, 58,

CONTAINMENT 1, 9, 12, 17, 20, 22, 23, 59, 85, €9, 93, 94, 108, 134, 168

26, 27, 29, 33, 52, 564-56, 58, 62, u3, ELECTRIC POWER, VITAL/SSF 93
69. 72, 73, 76-79, 82, 89, 92, 93, %8, ELECTRIC POWER, VITAL/TSF 108
95, 101, 106, 108, 112, 115, 116, 118, EMERGENCY COOLING SYSTEM 12, &7, 137,

121, 134, 138, 142, 147 142
CONTAINMENT ATMOSPHERE 58, 90, 147 EMERGENCY COOLING SYSTEM/SSF 137
CONTAINMENT 1SOLATION 7, 10, 20, 33, EMERGENCY COOLING SYSTEM/TSF 137, 142
346, 53, 63, 67, 71, 90, 93, %98, 99, EMERGENCY POWER, ELECTRIC 10, 13, 15,
101, 121, 127, 160, 147 22, 27, 28, 38, 45, &6, 51, 60, 61,
CONTAINMENT PURGE 26, 58, 93 64, 69, 80, 87, 88, 93, 108, 124, 128,
CONTAINMENT SPPAY 12, 47, 67, 75, 108, 141, 146, 148
109, 129, 142 EMERGENCY POWER, ELECTRIC/SSF 10, 15,
CONTAINMENT SPRAY/SSF 109, 129 45, 51, 60, 61, 64, BD, 87, 93, 124,
CONTAINMENT SPRAY/TSF 75. 108, 129, 142 1648
CONTAINMENT VACUUM BREAKER 147 EMERGENCY POWER, ELECTRIC/TSF 69. 108,
CONTAINMENT/SSF 69, 115 1641
CONTAINMENT/TSF 12, 17, 33, 54, 120 ENGINEERED SAFETY FEATURE 4, 7, 13, 17,

CONTROL 1, 3, 5, 22, 30, 35, 58, 69, 39, 46, 51, 53, 56, 59, 60, 62, 88,
70, 88, 90, 93, 96, 99, 10
114, 121, 126, 130, 134, 1

CONTROL ROD DRIVES 11, 31,

103, 113, 95, 108, 113, 121, 126, 138, 140
145, 147  ENGINEERED SAFETY FEATURE/TSF 108

2,
41,
89, 85, 91, ENGINES, INTERNAL COMBUSTION 51, 61,

93, 117 64, 69, B8, 93, 124, 161, 146
CONTROL ROD DRIVES/SSF 59 ENVIRONMENT 75
CONTROL ROD SCRAM MECHANISM 85 ENVIRONMENT/SSF 75
CONTROL SYSTEM 18, 28, 31, 32, 43, 51, EQUIPMENT 7, 71
59, 61, 91, 93, 117, 146 FAILURE, ADMINISTRATIVE CONTROL 16, 17,

COOLANT PURIFICATION SYSTEM &, 13, 21, 20, 27, 30, 33, 35, 52, 54, 56, 59,

— R R RO R R R R RO =S
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FAILURE, ADMINISTRATIVE CONTROL 63, 64, PNEUMATIC SYSTEM 66, 145

66, 69, 72, 77, 87, 91, 94, 97, 102, PNEUMATIC SYSTEM/SSF 66, 145
116, 118, 120, 133, 137, 138, 141, PNEUMATIC SYSTEM/TSF 145
164, 145 POISON, SOLUBLE 17
FAILURE, DESIGN ERROR 29, 33, 35, 36, POISON, SOLUBLE/TSF 17
47, 50, 68, 72, 75, 82, 85, 95, 103, PRESSURE RELIEF &2, 43, 132, 140, 145
106, 108, 109, 112, 130, 142, 145, PRESSURE VESSELS 9, 10, 38, 43, 59, 112
147, 148 PRESSURIZER 12, 13, 66, 68, 81
rA!LUIl- FABRICATION ERROR &2, 79, 96, PROCESS MONITORING 11, 14, 24, 27, 86,
124 58, 59, 68, 74, 89, 108, 134
'AILUR!. INSTALLATION ERROR 61, 63, 83, PUMPS 57, €9
€4, 140, 146, 148 PUMPS/SSF 57
FAILURE, MAINTENANCE ERROR 2, 10, 11, PUMPS/TSF &9
14, 25, 35, 37, 39, 46, 53, 59, 61, RADIATION PROTECTION PERSONNEL 104, 110
73, 77, 85, B8, 91, 101, 102, 105, KCIC 10, 77, 92-94, 101
109, 116, 117, 120, 125, 131, 139 RCIC/TSF 92, 96, 101
FAILURE, OPERATOR ERROR 9, 12, 13, 15, REACTOR CONTROL 37, 59, 85, 91, 117
18, 35, 37, 38, 44, 49, 56, 69, 75, REACTOR CONTROL/SSF 59
82, 94, 95, 116, 118. 123, 125, 127~ REACTOR POWER 31, 59, 91, 117
129, 135, 136, 139, ‘45 REACTOR PROTECTION SYSTEM 11, 14, 27,
FEEDWATER 10, 18, 1%, 25, 31, 32, 43, 56, 58, 59, 74, 89, 105, 134
48-50, 66, BB, 90, 93, 97-99, 114, REACTOR PROTECTION SYSTEM/SSF 74
122, 127, 128, 137, 138, 148 RER-LPCI 27, 39, 58, 60, 61, %90. 93,
FIRE PROTECTION 1, 30, 37, &6, 83, 103, 136, 147
115, 116, 133, 1646, 148 RHR~LPCI/SSF 93, 147
FIRE PROTECTION/SSF 37, 66, 115 RHR-LPCI/TSF 27, 39, 58
FUEL ELEMENTS 52, 55, 76, 123 RMR-LPSI 16, 38, 47, 65, 67, 109, 118,
FUEL, FOSSIL €9, 93 120, 129, 142
FUEL, FOSSIL/TSF 69 RHR-LPSI1-/SSF 109, 120
GENERATORS 2, 43, 48, 114, 122, 127, RHR-LPSI/TSF 38, 118
128, 138, 148 SAMPLING 33, 79, 93, 140
HEAT EXCHANGERS 43 SERVICE WATER SYSTEM 15, 27, 45, 60,
HPCI 9, 10, 9%, 94 75, 88, 93, 108, 114, 120, 13
HPCI/TSF 93, 94 SERVICE WATER SYSTEM/SSF 15. 75, 120,
HYDROGEN 58, 90, 147 131
INSTRUMENT, ALARM 15, 25, 59, 117, 126, SERVICE WATER SYSTEM/TSF 15, 108, 114
145 SHUTDOWN SYSTEM, SECONDARY 59, 71, 93
INSTRUMENT, IN CORE 6-8, 10, 11, 641, SOLID STATE DEVICE 18, 28
11 SPENT FUEL POOL 144

9
INSTRUMENT, NON-NUCLEAR 10, 58, 63, 72, SFRAY 15, 57
76, 81, 84, B6, 93, 114, 125, 127-129, STACK &0. 69, 93, 107, 110

131, 1640, 1642, 145-147 STACK/TSF 69, 110
LEAK DETECTION 9, 25, 33, 44, 89, 92, STANDBY GAS TREATMENT 26, 52, 55, 56,
101, 106, 139 58, 72, 78, 89, 93, 121, 134
LEAK DETECTICN/SSF 89 STANDBY GAS TREATMENT/SSF 78, 93
LUBRICATION &4, 93, 1264 STANDEY GAS TREATMENT/TSF 56, 72
LUBRICATION/TSF €4, 124 STEAM 35, 64, 141
MAIN COOLING SYSTEM 12-164, %8, 24, 33, STEAM GENERATOR 14, 18, 48, 49, €6,
42, &3, 4B, 49, 53, 63, 66, 68, 79, 116, 122, 127, 128, 132, 138, 140, 148
81, 93-9§5, 108, 112. 1164, 118, 119, STEAM/SSF 35, 64
122, 127, 128, 137, 138, 1642, 145, 148 STORAGE CONTAINER 93
MAIN COOLING SYSTEM/S5F 93-95, 145 STRUCTURE €6, 69, 130, 133, 141
MAIN COOLING SYSTEM/TSF 12, 11%, 122, STRUCTURE/TSF 69
148 SUBSYSTEM FAULT 2, 10, 15, 19, 22, 35,
MATERIAL & EQUIP. HANDLING SYSTEM 143 37, 43, &5, 49-51, 57, 59-61, V. 66,
MONITOR 116 69, 764-76, 78, 80, 82, 87, 89, Su 93~
MONITORING PROGRAM, ENVIRONMENTAL 57 95, 9, 109, 115, 120, 123, 124, 129,
MONITORING PROGRAM, ENVIRONMENTAL- 57 131, 137, 145, 147, 148
MONITORING SYSTEM, RADIATION 3, 5, 26, SUPPORT STRUCTURE 146
29, 640, 52, 55, 73, 96, 102, 107 TESTING 1, 9@, 12, 16, 17, 20, 23, 24,
OFF SITE 5, 15, 22, 38, 45, &8, 80, 93, 26, 28, 33, 40, 41, 51, 82, 54, 55,
29, 127, 126, 148 58. 60-62, 65, 66, 70, 72, 76, 78, 80,
ON SITE 9, 15, 22, 27, 36, 39, 45, 46, é1, 86, 87, 90, 92, 97, 109, 111, 113,
51' 530 60. 61- 7°v 78, 88. 89, 93"95' 1’5'1171 1‘9; 123' 137; ’38' 1“2"1““.

102, 116, 125, 146 146-1648
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TORUS S6, 93, 147
TORUS/TSF 54, 147
TOTAL SYSTEM FAULT S, 10, 12, 15, 17,
21, 23, 25, 27, 32, 33, 38, 39, 44,
""'0 "o ’.l ,.0 664, 66, 69, 700 73,
"n "p lO. .'l ’.."l 101. 10.' 1100
11‘0 1“0 “'n “’p 1"'13‘01 "’o ’300
127, 139, 1641, 142, 145, 147, 148
TURBINE 2, 35, 43, 43, 50, 66, 69, 93,
114, 122, 127, 128, 138, 141, 148

TURBINE/TSF 114

VENTILATION SYSTEM 3, 5, 20, 22, 23,
26, 27, 29, 35, 40, 52, 55, 56, 58,
64, 70, 72, 73, 76, 78, B8, 89, 93,
96, 99, 102, 113, 114, 121, 128, 126,
130, 134, 136, 141

VENTILATION SYSTEM/SSF 64, 76, 78, 93

VENTILATION SYSTEM/TSF 23, 56, 70, 72,
78, 121, 123, 139, 1&1

WASTE MANAGEMENT 69

WASTE TREATMENT, GAS 107

HAS}I TREATMENT, LIQUID 35, 111, 135,

136
WASTE TREATMENY, LIQUID/TSF 111
WATER 58, 67, 130, 136
WATER/TSF 130
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KEYVORD INDEX

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

ACCUMULATORS 86, 91, 142 CCKRDENSER COOLING SYSTEM 141
ACTUATOR &, 7, 13, 17, 39, 46, 51, 53, CONDENSER COOLING SYSTEM/TSF 141
56, 59, 60, 62, 88, 95, 108, 113, CONDENSER/SSF 764
121, 126, 138, 140 CONNECTICUT YANKEE (PWR) 23, 24
ADMINISTRATIVE PERSONNEL ERROR ~ SEE CONSTRUCTIUN 77
FAILURE, ADMINISTRATIVE CONTROL CONTAINMERT 1, 9, 12, 17, 20, 22, 23,
AGE EFFECT - SEE EFFECT. AGE 26, 27, 29, 33, 52, 54-56, 58, 62,
A“:“cy' "lc ," 137- "2 .3: €9, 73- 7’9 76'?’0 .2. .’0 ’20
AIR 145 98, 99, 101, 106, 108, 112, 115, 116,
AIR/STEAM BINDING 21, 68, 137 116, 121, 134, 139, 1642, 147
ANNUNCIATORS 7, 11, 17, 22, 25, 28, CONTAINMENT AIR LOCK V8
29, 35, 58, 64, 73, 78, 94, 106, 117, CONTAINMENT ATMOSPHERE 58, 90, 147
121, 122, 126, 135, 147, 148 CONTAINMENT ISOLATION 7, 10, 20, 33,
ARKANSAS NUCLEAR 1 (PWR) 1-3 34, 53, 63, 67, 71, 9, 98, 99. 101,
ARKANSAS NUCLEAR 2 (PWR) 1, 3 121, 127, 140, 147
AUXILIARY 1, 18, 19, 31, 32, 35, 37. CONTAINMENT PURGE 26
48, 50, 64, 66, 83, 88, 97, 1164, 122, CONTAINMENT SPRAY 12, 47, 67, 75, 108,
127, 128, 130, 137, 137, 141 109, 129, 142
BATTERIES & CHARGERS &5, 58, 94 CONTAINMENT SPRAY/SSF 109, 129
BEAVER VALLEY 1 (PWR) & CONTAINMENT SPRAY/TSF 75, 108, 129,
BIOWDOWN 18 142
B. "WERS 23, 72, 76, 93 CONTAINMENT SUMP 17
B} TDWOOD 1 (PWR) 5 CONTAINMENT VACUUM BREAKER 147
BREAKER 9, 11, 15, 27, 3¢, 81, S8, 70, CONTAINMENT/S5F 115
78, 85, 88, 89, 99, 125, 127, 128, CONTAINMENT/TSF 12, 17, 33, 54, 121
136, 148 CONTAMINATION 2, 12, 22, 35, 57, 66,
BROWNS FERRY 2 (BWR) 6-8 67, 75. 122, 124
BRUNSWICK 1 (BWR) 9, 10 CONTRACTOR PERSONNEL 27, 36, 42. 69,
BRUNSWICK 2 (BWR) 10, 11 79, 96, 100, 106, 109, 112, 124, 130,
BUILDING 1, 3, 5, 22, 30, 32, 35, 37, 131, 133, 147
5n, 52, 55, 57, 66, €%, 70, 76, B3, CONTROL 1, 3, S, 12, 22, 39, 35, 36,
88, 93, 96, 99, 102, 103, 113, 114, &7, 49, 58, 61, 69, 70, 72, 88, 90,
121, 123, 126, 130, 131, 134, 14i 91, 93, 96, 99, 102, 103, 109, 113,
BUILDING/SSF 35, 37, 50, 66, 69, 123 116, 116, 118, 121, 126, 130, 131,
BUILDING/TSF 69 136, 161, 145, 147
BI/R REACTOR =~ SEE REACTOR, BWR CONTROL PANEL/ROOM 116
CABLES AND CONNECTORS &, 15, 22, 285~ CONTROL ROD DRIVES 11, 31, 59, &5, 91,
27' 3" 3" ‘10 ‘IS- ’1"’3: 56, ”v 117
60, 62, 63, 73, 88, 89, 92, 94, 95, CONTROL ROD DRIVES/SSF 59
113, 114, 116, 134, 14646, 148 CONTROL ROD SCRAM MECHANISM 8%
CALIBRATION 1, 8, 9, 12, 16, 17, 20, CONTROL RODS 31, B85, 91, 117
23, 26, 26, 2B, 33, &40-43, 51, 52, CONTROL SYSTEM 18, 28, 31, 32, &3, sV,
54, 55, 58, 60-62, 65, 70, 72, 76, 59, 67, 91, 117, 1646
78, B80. B1, 86, 87, 90. 92, 97, 109, CONTROLLER 36
111, 113, 115~-117, 119, 123, 132, COOLANT PURIFICATION SYSTEM &, 13, 21,
137, ’3'. 1“2’1‘7 25. 27. 23. ‘“' ‘30 ‘6. .3. .‘.o .‘v
CALVERT CLIFFS 2 (PWR) 12-14 89, 107, 108, 130, 131, 134, 137
CATAWBA 1 (PWR) 15 COOLANT PURIFICATION SYSTEM/SSF 82,
CATAWBA 2 (PWR) 15 89, 131, 137
COMANCHE 1 (PWR) 16-22 COOLANT PURIFICATION SYSTEM/TSF 21,
COMPONENT COOLING SYSTEM &5, 97, 108, 25, 44, 82, 108, 130
118, 129, 130, 134 COOLING 67, 130, 136

OOKPONINT COOLING SYSTEM/TSF 108, 118, COOLING DEVICE 78, 130, 136
COOLING POND 15, 57

cuu’ontﬂf FAILURE =~ SEE FAILURE, COOLING POND/SSF 57
COMPONENT COOLING SYSTEM, SECONDARY 7, 10, 14,
COMPONENTS 30, 47, 57, 95, 103, 106, 18, 19, 25, 31, 32, 34, 43, n8-50, |
122 71, 764, 88, 90, 93, 97-99, 105, 114, 1
COMPUTER, DIGITAL 58, 1461 122, 127, 128, 132, 137, 138, 140,
CONCENTRATION 107 148
CONDENSATION 6%, 101 COOLING SYSTEM, SECONDARY/SSF 19, 43,
CONDENSER 74 49, 50, 74, 90
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TOXICITY 113, 126

TRANSFORMERS &5, 48, 114, 1

TRANSIENT 10, &3, 648, 114,
128

TROJAN (PWR) 137-1640

TUBING 32, 1319

KEYWC

62

RD

TUBING FAILURE =~ SEE FAILURE, TUBING

TURBINE 2., 32, 43, 48, 50, 66, 69, 93,
114, 122, 127, 128, 138, 141

TURBINE/SSF 2

TURBINE/TSF 114

UPDATE 1, 2, 9, 16, 17, 23, 33, 43,
80, 66, 69, 70, 72-74, 87, B9, 95
108, 108, 116, 122, 130, 133, 137
138, 142, 145

VALVE OPERATORS 12, 17, &2, &3, &7
63, 66, 78, 90, 93, 9%, 105 21,
162, 145

VALVE, CHECK 16, 25, 49, &5, 67, 98

VALVES 7, 12, 15-17 19, 20, 25, 30,
I3-38, 37, 42, 43, 47, 49, 63, 65-67
71, 78, 8B, 90, ©3, 95, 98, 99, 101
103, 105, 107, 109, 116, 18 121
123, 127 129, 131-133, 135-137 40
162, 145, 147, 148

VENTILATION SYSTEM 3, 5, 2C 22, 23,
26, 27, 29, 35, 40, 52, 55, 5¢€ 58
64, 70, 72, 73, 76, 78, 88, 89, 93,
96, 99, 102, 113, 114, 121, 12 o€
130, 134, 139, 141

\ENIXLA?ION SYSTEM/SSF 64, 76, 78, 93

VENTILATION SYSTEM/TSF 23, 56, 0 72
78, 121. 123, 138, 141

VERMONT YANKEE (BWR) 141

VIBRATION 57, 101, 122

WASTE MANAGEMENT 69

WASTE TREATMENT, GAS 10

WASTE TREATMENT, LIGUID 11 35 136

WASTE TREATMENT, LIQUID/TSF

WATER 67, 130, 136

WATER/TSF 130
WATERFORD 3 (PWR) 162, 143
WEAR 25, 67

WELDS 32, 62, 77

WOLF CREEK 1 (PWR) 166
WPPSS 2 (BWR) 165~-147
ZION 1 (PKR) 148

ZION 2 (PHWR) 148

INDEX

-,




e

63

VENDOR CODE INDEX

AGASTAT RELAY CO. 21

ASEA ELECTRIC, INC., 58

ATWOOD & MORRILL CO., INC. "

AUTOMATIC SPRINKLER CORPORATION 148

AUTOMATIC SWITCH COMPANY (ASCO) 140

BASLER ELECTRIC COMPANY 93

BUSSMANN MFG (DIV OF MCGRAW-EDISON) 39,
53

CONDE MILKING MACHNINE COMPANY 29, 106

CONSOLIDATED VALVE CORP. 132

COOPER-BESSEMER CO., 124

CRANE VALVE CO, &9, 98

FAIRBANKS MORSE 64

FISHER CONTROLS CO 67

GENERAL ELECTRIC CO. 7

GENERAL ELECTRIC CORP. (NUCLEAR ENG &

GOULD INC,. 116

MERCOID CORP. 25

METAL BELLOWS 79

NAMCO CONTROLS 140

NUCLEAR ENGINEERING COMPANY, INC. 25

NUCLEAR MEASUREMENTS CORP 96

PACIFIC PUMPS 116

PRATT, MENRY COMPANY 67, 129

RELIANCE ELECTRIC COMPANY 29

ROCKWELL MANUFACTURING COMPANY 71

ROSEMOUNT, INC. 9, 84, 10}

RUSKIN MANUFACTURING COMPANY 30

§-R PRODUCTS, INC. 30

SQUARE D COMPANY 85

TARGEY ROCK CORP. 42

TOPAZ ELECTRONICS 94

VELAN VALVE CORP. &3

YOGT, NENRY MACHINE COMPANY 71

WALWORTH COMPANY 67

WEIDMULLER TERMINATIONS INC. 92

WESTINGHOUSE ELEC CORP.-NUCLEAR EN &7

WESTINGHOUSE ELECTRIC CORP. 2, &, 31,

2,
&5, 22, 125




WAL *ORN 1M i e s 8a p e B SO -4 el b pnay &
.
- " git ’ . Y !
! " | - 4 ]
» -
. i . i v e
»
! - .
r 4
P Taehn .
! '
1 | S Dalh g
! - »
1 - »
‘
L . b S e
P4 A5 0o o ) OB Lk il 4 aiil A0 - o e { @ Lamw | 8 "= ARA WM o | el

- — - — . - Y URS——
! 8 PO A el BOAME AT IO A Al wa . Sl N B R i 1 OF A0
]
|
|
? i b PERSOD IOV S D | s o
' |
| Wast
|
1} - - - - e -
| B AT ARy MmOTRE
ARRTR A JOU wawgn & oo
1 ’ > $ * 4
X Y “ \
4 ’ f e } { . 4 . ' )

' \
5 ' ¢ ' §
! d ' { A V »
v t ! vt » i A"y 34 :
A ) . ‘A P § 4 ’ f the
. # N .
L y o ! § N w
> ter . s § ) A £ £ -
¥ ¥ . . ¥ ' 4 » v L
i ¢ { ¥ ! ’ )] PO
{ . -
! + 4
| Tormat o N o - - ¢ N ATITA $ en t
1 1 pha ’ Y f ty v ths \ 3 v ) ot 1at« {
{ Y ’ t t . iy g f wd T 1 Art o
| 4} v ' w ) LAY vE X m
] ’
| i L1t ™ t! { Ly whie the th ! n 1 AN LN ey
| \ ™~ » . \ \ w {0 X ¢ A y 1116 hy the AN ¢
La f ¥ ¢ L™
i
|
. -~ - - —
PP " § * WO OY N ’
} 4 " ' v ;
g ' ¢ .







el

L4
A !
£

UNITED STATES S ———
NUCLEAR REGULATORY COMMISSION  peEs b

POSTAGE & PEES P
WASHIN IN. D.( JORRF R

PERMIT N "

“H Y OF8 N

-

1A 000

9 ON ‘B

NOLLY TIdIWOGD (1) L5045 INTAT FASNEON]

it




