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Duringnormaloperation,thegROdiscoveredtorusle3elinstruments 16-19-46A and
14-19-46B reading 1.33' (70,730 FT ) and 1.52' (72,455FT)respectgvely. Maximum
torus volume permitted per Tech. Spec. Section 3.7.A.1 is 70,000 FT (1.25' level).

Investigation revealed that a hot slug of DI water in the instrument reference
leg improperly compensated for density and caused the high level reading. This
resulted because the technicians did not verify normal on-line level indication.

'

The instrument reference legs werg) refilled and torus le3el indication returnedto normal readings of 1.07' (68,364 FT and 1.08' (68,455 FT ).
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On 8 Fby 1984 at 1600 hours,the Control Room Operator (CRO) performing routine
rounds during normal operation, digcovered torus level ingtruments 16-19-46A and
16-19-46B reading 1.33' (70,730 FT ) and 1.52' (72,455 FT ) respectively. Maximum
torus volume per Tech. Spec. Section 3.7.A.1 is 70,000 FT3 (1.25'). I & C had calibra--

ted these instruments earlier that day. The 6 hour clock was started per Tech. Spec.

Table 3.2.6 note 3.

At 1615 hours, the Shift Supervisor contacted I & C to check level instruments
16-19-46A & B. The wide range torus level instrument (16-19-llB) indicated normal
torus level.

At 1630 hours, I & C backfilled reference legs and the ' #"" *#*1 I"dI'" "33instruments retu.rned to normal readings of 1.07' (68,364 FT ) and 1.08' (68,455 FT ).

At 1650 hours, the Shift Supervisor notified the NRC that the torus level instru-
ments had been properly backfilled and that torus level indication had returned to
normal. The 6 hour clock was stopped.

The technician upon completion of the calibration, backfills the System using
Demin Water. The technician then records th online level indication. In this case
the technician did not ensure correct indication on the instrument upon completion of
the backfill.

The erroneous indications were the result of a condition that exists in the Demin
Water System. A portion of the demin piping runs through the RCIC room which develops
a slug of hot water in the System. If this slug of hot water is used to refill the
reference legs, it will result in indications that are higher than actual conditions.

Vermont Yankee has initiated the following corrective actions to prevent a similar
event from occurring in the future:

1. The plant procedure has been revised to insure that:

a) The Demin Water temperature has stabilized prior to refilling the
_

instrument reference legs,

b) The technician records the online indication and has the as-left
setting verified. Documentation of this is also required.

c) Due to the evaporation of water in the reference lines, they will
be backfilled weekly.

2. All personnel involved in the weekly performance of backfilling the instru-
ment reference legs will be trained on the proper performance of this
procedure.

Based on the above, there were no adverse consequences to the public health and
safety. No previous similar occurrences have been reported.
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VERMONT YANKEE NUCLEAR POWER CORPORATION
P. O. BOX 157

GOVERNOR HUNT ROAD

VERNON, VERMONT 05354
VYV-84-317

June 5, 1984

U. S. Nuclear Regulatory Cotamission
Document Control Desk
Washington, D. C. 20555

REFERENCE,: Operating License DPR-28
Decket No. 50-271
Reportable Occurrence No. LER 84-06

Dear Sirs:

.

As defined by 10CFR50.73, we are reporting the attached Reportable
- Occurrence as LER 84-06.

Very truly yours,

James P. Pelletier
Plant Manager

RDP/cjm

cc: Regional Administrator
-USNRC Office of Inspection and Enforcement
Region I
631 Park Avenue
King of Prussia, Pennsylvania 19406
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