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[ &) BEAVER VALLEY 1 DOCKET 50-334 LER 91-027
INSUFFICIENT DIESEL GENERATOR FUEL OIL SUPPLY.
EVENT DATE: 092691 REPORT DATE: 102891 NSSS: WE TYPE: PWR

(NSI( 223320) THE UNIT WAS OPERATING AT 100 PERCENT POWER WHEN THE ELECTRICAL
DISTRIBUTION SYSTL FUNCTIONAL EVALUATION TEAM (EDSFTY IDENTIFIED A CONCERN WITH
THE FUEL 91l SUPPLY 70 THE EMERGENCY DIESEL GENERATOU: ThLERE ARE TWO UNDERGROUND
FUEL OIL €7, AGE TANKS, EACH WITH A CAPACITY OF .0,000 GALLOLF, TnE ZAPACITY OF
BOTH TANKS (LJETHER 1S ADEQUATE FOR MORE THAN SEYEN DAYS OF FULL *J0AD OPERATION
OF ONE DiEff%.. GENERATOR A#S REQUIRED BY THE UFSAR. HOWEVER, IN T..L EVENT OF A LOSS
OF ONE EMER..¥C  BUS, THE AFFECTED TRAIN OF TRANSFER FUMPS WOULD NOT BE AVAILABLE
TO SUPPLY FUEL OIL TO THE OPPOSITE TRAIN DIESEL GENERATOR. THE TRAIN A PUINPS
(EE-P-1A, 1B ) TAKE SUCTICN FROM THE A STORAGE TANK (EE-~TK-1A) AND NORMALLY
SUPPLY THE TRAIN A DIESEL CUENERATOR, .»E TRAIN B PUMPS (EE-P-1C, 1D) TAXE SUCTION
fROM THE B STORAGE TANK (EE-TK-1B) AND NORMALLY SUPPLY THE TRAIN B DIESEL
GENERATOR. THUS, IN THE EVENT OF A LOSS OF ONE EMERCENCY BUS, ONLY ONE HALF OF
THE REQUIRED SUPPLY OF FUEL OIL WOULD BE AVAJLAELE TO THE OPERABLE DIESEL
GENERATOR (APPROXIMATELY THREE AND ONE HALF DAYS' WORTH) .

[ & BEAVER VALLEY 1 DOCKET 50-334 LER 91-028
INOPERABLE OVERPRESSURE PROTECTION DUE TO INADEQUATE SEISMIC QUALIFICATION.
FVENT DATE: .00291 REPORT Da.E: 190191 NSSS: WE TYPE: TUWR

(NSIC 223319) ON 10-2/91, WITH THE UNIT AT 100 PERCENT POWER, THE OVERPRESSURE
PROTECTION SYSTEW (OPPS) WAS DECLARED INOPERABLE DUE TO INADEQUATE SEISMIC
QUALIFICATION. UPON RE'IEWING A VENDOR SUPPLIED 10CFR21 REPORT, THE STATION
DETERMINED THAT RELAYS ASSOCIAYED WITH THE OPPS WERE INSTALLED IN AUXILIARY RELAY
RACKS (ARRS) WHICH ARE NOT SEISMICALLY OUALIFIED. SINJE THE OPPS, UTILIZING THE
POWER OPERATED RELIEF VALVES (PORV), I& A SEISMIC, CATEGORY 1 SYéTEH, IT WAS
DECLARED INOFERABLE. THIS REPORT 1S BEING SUBMITTED IN ACCORDANCE WYTH
10CFRS0.73.A.2.1.B, AS A CONDITION PROHIBITED BY TECHNICAL SPECIFICATIONS. THE
OPPS HAD BEEN ASSUMED OPERABLE, DURING ALL APPLICABLE MODES, SINCE IT'S ORIGINAL
INSTALLATION, THIS RESULTED IN SEVERAL INSTANCES WHEN THE JPPS FUNCTION SUPPLIED
BEY THE PORVS WAS POTENTIALLY INOPERABLE. THE OPPS 18 REQUIRED TO BE IN SERVICE
WHENEVER THE REACTOR COOLANT SYSTEM (RCS) TEMPERATURE IS AT OR BELOW 292 DEGREES
FAHRENHEIT. ON 10723791 TF" UNIT WAS SHUTDOWN TO CTULD SHUTDOWN FOR UNRELATED
REASONS. WHILE IN CO'D SHU._JOWN, A MODIFICATION WHICH UTILIZED SPARE RELAYS IN
ADJACENT, SEISMICALLY QUALIFIED, AUXILIARY SAFEGUARDS CABINETS WAS COMPLETED FOR
THE SUSCEPTIBLF RELAYS. ON 10725791, FOLLOWING COMPIETION OF THE LESIGN CHANGE,
THE OPPS WAS DECLARED COPERABLE.

[ €] BEATER VALLEY 2 DOCKET 50-412 LER 91-004
;ggggg{gL AUXILIARY FEEDWATER PUls 7. COOLER OPERATION ABOVE DESIGN
EVENT DATE: 101891 REPORT DATE: 111891 NSSS: WE TYPE: PWR

(NSIC 223405) UNIT 2 WAS OPERATING AT 100 PERCENT POWER WHEN THE TURBINE DRIVEN
aUXILIARY FEED WATER PUMP (TLAFP) WAS DECLARED INOPERABLE AT 1600 HOURS ON
1071891, AN ENGINEERING EVALVATION DETERMINED THAT THE PRESSURE DEVELOPED IN THE
LUBE OIL COOLER WOULD EXCEED THE COOLER DEEIGN PRESSURE IN SOME SYSTEM
CONFIGURATIONS . CALCULATIONS INDICATED ThHAT ALL PORTIONS OF THE LUBE OIL COOLERS,
EXCEPT THE END BELL FLANGE BOLTS ON THE TDAFP COOLER, WOULD ACCOMMODATE THE
PRESSURES EXPERIENCED. REPLACING THE FLANGE BOLTS FOR THE COOLER WITH STUD BOLTS
OF A HIGHER TENSILE STRENGTH QUALIFIED THE COOLER FOR THE HIGHER MAXIMUM
CALCULATED PPESSURE. THE PUMP WAS DECLARED OFERAELE ON 10.19/91 AT 0400 HOURS.
AT NO T"ME WAS THE MARGIN OF SAFETY TO THE GENERAL PUBLIC REDUCED. THE POTENTIAL
VERI'RESSURIZATION (F THE TDAFP LUBE OIL COOLER BOLTS WAS CALCULATED RASED ON
VERY CONSERVATIVE ASSUMPTIONS., (DDITIUNALLY, AT NO TIME DURING THE OPERATION OF
EAVER VALLEY UNIT 2 WeRE THE AUXILIARY FEEDWATER LUBE OIL COOLERS IN THE SYSTEM
CONFIGURATION WHICH COULD HAVE RESULTED IN POTENTIAL OVERPRESSURIZATION. WHEN THE
PUMP WAS PURCHASED DURING PLANT CONSTRUCTION, THE PUMP VENDOR HAD NOT OBSERVED
TEF OPERATING FRESSURE REQUIRE!....TS OF ALTERNATE LINEUPS. THEREFORE, THE CO0LERS
WEh- NOT RATED FOR A HIGHER PRESSURE.
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[ 18] CALVERT CLIFFS 1 DOCKET 50-317 LER 91-003
REACTOR PROTECTION SYSTEM ACTUATION AND PLANT TRIP DUE TO LOW STEAM GENERATOR
WATER LEVELS CAUSED BY LOOSE ELECTRICAL FUSE.

EVENT DATE: 100191 REPORT DATE:. 103191 MNSSS- CE TYPE: PWR
VENDOR: MARATHON ELEC NFG

(NSIC 223324) ON OCTOBEX 1, 1991 CALVERT CLIFFS UNIT 1 TRIPPED FROM 93 PERCENT
POWER DUE TO LOW STEAM JENERATOP (SG) WATER LEVELS. THE LOW SG WATER LEVELS
RESULTED FROM A LOOSE FUSE IN THE POWER SUPPLY T0 12 FEEDWATER REGULATING VALVE
(FRV) DIFFERENTIAL PRESSURE (DP) CONTROLLER AND 12 STEAM GENERATOR FEED PUMP
(SGFP) TURBINE SPEED CONTROLLER. A BENT FUSE CLIP CAUSED AN ELECTRICAL
DISCONTINUITY. THE I'JSE HOLDER HAS BEEN REPLACED AND PERSONNEL WHOSE DUTIES
INVOLVE FUSE MANIPULATION WILL BE TRAINED ON PROPER FUSE INSTALLATION AND REMOVAL.

[ 16) CATAWEBA 1 DOCKET 50-413 LEP 91-009 REV 01
UPDATE ON TECHNICAL SPECIFICATION VIOLATIONS RESULTING FROM IMPROPER
OVERTEMPERATURE DELTA TEMPERATURE CIRCUIT SCALING.

EVENT DATE: 071791 REPORT DATE: 101591 N3§8S: WE TYPE: PWR

OTHER UNITS INVOLVED: CATAWBA 2 (PWR)

(NSIC 223241) ON 7717/9%, WITH UNITS 1 AND 2 IN MODE 1, POWER OPERATION, AT 100X
POWER, MAINTENANCE ENGINEERING SERVICES (MES) PERSONNEL LEARNED THAT THE
OVERTEMPERAYURE DELTA-TEMPERATURE (OTDT) CIRCUIT WOULD NOT WORK PROPERLY OVER THE
ENTIRE RANGE. THE GAIN ASSOCIATED WITH ONE OF THE OTDT CALCULATION CONSTANTS, K2,
WAS AFPLIED TO ONLY ONE CIRCUIT CARD YN EACH CHANNEL WHEN THE OTDT CHANNELS WERE
CALIBRATED AT BOTH MCGUIRE NUCLEAR STATION AND CATAWBA. THIS WOULD RESULT IN
OVERRANGING THE CARD, UNDER CERTAIN CONDITIONS, FOR THE CURRENT VALUES OF K2.
THIS WAS DISCOVERED BY MES PERSONNEL AT MCGUIRE DURING THE WEEK OF 7/8,91, DURING
A SCALING CALCULATION FOR A NEW K2 ' “VE. IT WAS NOT DETERMINED WHETHER OR NOT
THE OTDT CHANNELS WERE INOPERZEBLE P| “CH SPECS ON 7/17. IT HAS BEEN CONCLUDED
THAT CHANNELS WERE INOPERABLE IN THE ..4T AND THAT THE PLANT WOULD HAVE BEEN
OUTSIDE ITS DESICGN BASIS UNDER SOME POSTULATED CONDITIONS. THIS INCIDENT 1§
ATTRIBUTED TO DEFECTIVF VENDOR DOCUMENTATION AND INAPPROPRIATE ACTION (DVE TO
sNADEQUATE PROCEDURE RiLvVIEWS). THE GAIN VALUE ASSOCIATED WITH THE K2 CONSTANT WAS
APPLIED PER VENDCX DOC'MENTATION, TO THE LEAD/LAG CIRCUIT IN THE OTDT CALIBRATION
PROCEDURES, RESULTING IN POTENTIAL SATURATION OF THE CIRCUITRY. CORRECTIVE
ACTIONS INELUDED PROCEDURE AND VENDOR DOCUMENTATION REVISIONS, OTDT CIRCUIT
MODIFICATIONS, AND INTERIM CONTROLS.

[ 17) CATAWEBA 1 DOCKET 50-413 LER 91-02§
PAST INOPERABILITY OF THE CA SUMP SYSTEM DUE TO A DESIGN DEFICIENCY.
EVENT DATE: 073091 REPORT DATE: 111491 N5SS: WE TYPE: PUWR

OTHER UNITS INVOLVED: CATAWBA 2 (PWR)

(NSIC 223451) ON JULY 30, 1991, UNIT 1 WAS OPERATING IN MOLZ 1, POWER OPERATION,
AT 100% POWER. THE UNIT i HIGH-HIGH AUXILIARY FEEDVATER TURBINE DRIVEN PUMP
(CATDP) SUMP LEVEL ANNUNCIATOR WAS CONTINUOUSLY ALARMING IN THE CONTROL ROOM.
UPOL IMVESTISATION, IT WAS DISCOVERED THAT BOTH THE 1A & 1B CATDP SUNP PUMPS WERE
OPERATING (AS EXPECTED ON RECEIPT OF A HI-HI ALARM) ALTHOUGH THE SUMP LEVEL WAS
NOT DECREASING. IT WAS ALSO OBSERVED THAT THE LIQUID RADWASTE SYSTEM (WL) FLOOR
DRAIN 1D% & 1D2 SUMP PUMPS WERE RUNNING AT THIS TIME. ALL FOUR SUMP PUMPS
DISCHARGE TO THE TURBINE BUILDING SUMP THROUGH RADIATION MONITOR 1EMFS2 BY WAY OF
A COMMON HEADER. IT WAS CONCLUDED THAT, WITH VALVE 1WL846 THROTTLED, THE WL FLOOR
DRAIN D SUMP PUMPS DISCHARGE HEAD WAS OVERCOMING THE DISCHARGE MEAD OF THE CATDP
SUMP PUMPS THEREBY CREATING A SITUATION IN WHICH THERE WAS NO FLOW FROM THE CATDP
SUMPS. A PAST OPERABILITY EVALUATION CONCLUDED THAT THE AUXILIARY FEEDWATER (CA)
SYSTEM WOULD NOT HAVE BEEN ABLE TO MEET ITS SAFETY RELATED DESIGN BASIS WITH
TWLE46 THROTTLED. THIS INCIDENT IS ATTRIBUTED TO A DESIGN DEFICIENCY DUE TO THE
UNANTICIPATED INTERACTION BETWEEN SYSTEMS. CORRECTIVE ACTION INCLUDED OPENING THE
THROTTLED VALVE IN THE COMMON DISCHARGE HEADER TO LESTORE THE CA SUMP SYSTEM T0
OPERABILITY AND INITIATION OF ALTERNATE SAMPLING OF THE SUMP DISCHARGE.
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TEMPORARY HOSES SUPPLYING THE 'A' SFP HEAT EXCHANGER TO THE 'B' SFP HEAT
EXCHANCER WHICH WILL ALLOW CLEANING OF THE 'A' HEAT EXCHANGER. CORRECTIVE ACTION
CONSISTED OF RETURNING THE 'B' SPENT FUEL POOL HEAT EXCHANGER TO SERVICE AT 1500
HOURS FOLLOWING THE RE~IN STALLATION OF THE TEMPORARY HOSES. THE CLEANING IS
EXPECTED TO LAST APPROXIMATELY 2 WEEKS. THIS EVENT IS REPORTAELE UNDER
10CFRS0.73C(AX(2)(VI(B) AS A CONDITION THAT ALONE COULD HAVE PREVENTED THE
FULFILLMENT OF THE SAFETY FUNCTION OF A SYSTEM NEEDED TO REMOVE RESIDUAL HEAT.

[ 271 CONNECTICUT YANKEE DOCKET 50-213 LER 91+019
FIRE PROTECTION SPRINKLERS DECLARED INOPERABLE DUE TO ERECTION OF STAGING.
EVENT DATE: 100491 REPORT DATE: 110191 NSSS: WE TYPE: PWR

(NSIC 223344) AT 0230 HOURS ON OCTOBER 4, 1991, WITH THE PLANT IN MODE 1 AT 100
PERCENT POWER A PLANT OPERATOR REPORTED THAT STAGING ERECTED UNDER THE HICH
PRESSURE TURBINE WAS PARTIALLY OBSTRUCTING THE FLOW PATTERN OF 3 FIRE PROTECTION
PIPING SPRINKLER HEADS. THE AREA INVOLVED HAS A TOTAL OF & SPRINKLER HEADS FOR
FIRE PROTECTION. THE STAGING WAS INSTALLED AT APPROXIMATELY 1500 HOURS ON OCTOBER
3, 1991. OPERATORS DETERMINED THAT THE SPRINKLER HEADS WERE UNABLE TO PERFORM
THEIR RESIGN FUNCTION AND DECLARED THEM INOPERAELE. THIS CONDITION IS A VIOLATION
OF TECHNICAL SPECIFICATION 3.7.6.2A.4. THE REQUIRED ACTION WAS TAKEN BY POSTING
AN HOURLY FIRE WATCH PATROL. THE ROOT CAUSE OF THIS EVENT WAL THE UNFAMILIARITY
OF THE REQUIREMENT FOR A FIRE SPRINKLE HEAD TO EE CAPABLE OF ACHIEVING 100
PERCENT OF ITS FLOW PATTERN. CORRECTIVE ACTIONS TAKEN INCLUDED THE REMOVAL OF
STAGING THAT BLOCKED THE FLOW PATTERN OF THE SPRINKLER HEADS. IN ADDITION, A
MEETING WITH JOB SUPERVISORS AND WORKERS WAS HELD IN WHICH THE LESSONS LEARNED
FRC.{ THIS EVENT WERE DISCUSSED. THIS EVENT 1S REPORTAELE PER
10FRSC.73(A)(2)(I)(B) SINCE IT RESULTED IN A CONDITION PROHIBITED BY THE PLANT'S
TECHNICAL SPECIFICATIONS.

[ 28] CONNECTICUT YANKEE DOCKET 50-213 LER 91-020
INAPPROPRIATE REMOVAL OF A REACTOR PROTECTION SYSTEM TRIP SIGNAL.
EVENT DATE: 10189 REPORT DATE: 111591 NSSS: WE TYPE: PKR

(NS*C 223415) ON OCTCBER 17, 1991, AT 1525 HOURS, WITH THE PLANT IN MODE 1 (POWER
OPERATION) AT 35X POWER, PLANT OPERATORS DECLARED THE CHANNEL 4 STEAM FLOW-FEED
FLOW MISMATCH TRIP TO EE OUT OF SERVICE. IN ACCORDANCE WITH TECHNICAL
SPECIFICATION TABLE 3.3-1, ACTION STATENENT §, A TRIP SIGNAL WAS INSERTED FOR THE
INCPERABLE CHANNEL WITHIN ONE HOUR AT 1607 HOURS. AT 2034 HOURS, WITH THE PLANT
IN MODE 2 (STARTUF) AT LESS THAN 1% POWER, THE TRIP WAS REMOVED PRIOR TO
RETURNING THE STEAM FLOW-FEED FLOW SIGNAL TO OPERABLE STATUS. ON OCTOBER 18,
1991, AT 1006 HOURS, IT WAS RECOGNIZED THAT IT WAS INAPFF.OPRIATE TO HAVE REMOVED
THE TRIP AND WAS REINSERTED. THE ROOT CAUSE OF THE EVENT 1S FAILURE OF THE
CONTROL ROOM OPERATORS TO CONSULT THE TECHNICAL SPECIFICATIONS PRIOR TO HAVING AN
INSERTED TRIP SIGNAL REMOVED. CORRECTIVE ACTION INCLUDES COUNSELING THE
OPERATORS INVOLVED, REVIEWING THE EVENT WITH ALL OPERATIONS DEPARTMENT PERSONNEL,
AND THE INCORPORATION OF LESSONS LEARNED INTO 'THE LICENSED OPERATOR TRAINING
PROGRAM. THIS EVENT IS REPORTABLE UNDER 10CFRSC.73(A)(2)(I)(B) AS A CONDITION
PROHIBITED BY THE PLANT'S TECHNICAL SPECIFICATIONS.

[ 29] CONNECTICUT YANKEE DOCKET 50-213 LER $1-021
REDUCTION 1IN RESIDUAL HEAT REMOVAL CAPABILITY DUE TO EQUIPMENT FAILURE.
EVENT DATE: 101991 REPORT DATE: 111891 NSSS: WE TYPE: PWR

VENDOR: ANCHOR/DARLING VALVE CO.

(NSIC 223416) ON OCTOBER 19, 1991, WITH THE PLANT IN MODE & (HOT SHUTDOWN) AND
7ORCED REACTOR COOLANT SYSTEM (RCS) FLOW BEING MAINTAINED ONLY IN LGOP 3, A
FAILURE OF THE RCS LOOP 3 HOT LEGC LOOP ISOLATION VALVE CAUSED A MAJOR REDUCTION
IN FORCED REACTOR COOLANT FLOW. THE VALVE STEM BROKE ALIOWING THE DISC ASSENBLY
TO FALL. THE CAUSE OF THE STEM FAILURE HAS NOT YET BEEN DETERMINED. THIS EVENT 1S
REPORTABLE UNDER 10CFRS0.73(AX(2)(V)(B) SINCE THE VALVE FAILURE IMPEDED THE
LOOP'S FUNCTION OF REMOVING RESIDUAL HEAT. FORCED RCS FLOW WAS REESTAELISHED IN
17 MINUTES BY STARTING THE LOOP 4 REACTOR COOLANT PUMP (RCP). DURING THE STARTING
OF THE LOOP 4 RCP, THE PROVISION OF THE IDLED LOOP STARTUP TECHNICAL
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SPECIFICATION (3.4.1,11) WERE NOT FULFILLED IN ORDER TO EXPEDITE THE
REESTABLISHMENT OF FORCED FLOW IN THE RCS AND LIMIT RCS HEATUP. THIS EVENT IS
REPORTABLE UNDER 70CFR50.73(A)(2)(1)(B) SINCE IT IS A CONDITION PROHIBITED BY THE
PLANT'S TECHNICAL SPECIFICATIONS.

[ 30]) COOK 1 DOCKET 50-31§ LER 91-008 REV 01
UPDATE ON DESICN DOCUMENTS COULD NOT BE LOCATED THAT WOULD DEMONSTRATE THE
CAPABILITY OF THE DIESEL GENERATORS VENTILATION AND EXHAUST STRUCTURES TO
WITHSTAND THE EFFECTS OF A TORNADO.

EVENT DATE: 071891 REPORT DATE: 103191 N5SS: WE TYPE: PWR

OTHER UNITS INVOLVED: COOK 2 (PWR)

VENDOR: AMERICAN ELECTRIC POWER SERVICE CORP.

(NSIC 223325) THIS REVISION IS BEING SUBMITTED TO PROVIDE PREVENTIVE ACTIONS.
DURING AN ENGINEERING REVIEW, DESIGN DOCUMENTS COULD NOT BE LOCATED THAT WOULD
DEMONSTRATE THE CAPABILITY OF THE EMERGENCY DIESEL GENERATOR (EDG) COMEUSTION AIR
ENGINE EXHAUST, AND ROOM VENTILATION SYSTEMS TO WITHSTAND THE EFFECTS OF A
TORNADO. COMPONENTS FOUND TO BE POTENTIALLY VULNERABLE INCLUDED THE COMBUSTION
AIR INTAKE FILTER AND SILENCER, THE EDG EXHAUST STACK AND SILENCERS, AND THE DUCT
WORK ASSOCIATED WITH ITME ROOM VENTILATION SUPPLY OF THE PLANT'S FOUR EDGS. UPON
RECOGNITION OF THIS CONDITION, ACTIONS WERE TAKEN TO PROVIDE A PRESSURE
EQUALIZATION PATH TO PROTECT THE VENTILATION DUCT WORK AND THE INTAKE AIR
SILENCER FROM THE POSTULATED DIFFERENTIAL PRESSURE LOAD. THE NRC GRANTED A 30 DAY
EXEMPTION OF THE TORNADO DESIGN CRITERION TO ALLOW MUDIFICATION OF THE SPECIFIC
COMPONENTS MENTIONED. MODIFICATIONS TO THE OUTSIDE STRUCTURES WERE COMPLETED ON
AUGUST 16, 1991. AN ADDITIONAL DAMPER WILL BE INSTALLED ON THE EDG ROOM
VENTILATION SUPPLY T ISOLATE THE ENTERNAL DUCT WORK FROM TORNADO EFFECTS. THIS
DAMPER IS EXPECTED TO BE INSTALLED EY DECEMBER 31, 1991.

[ 31] COOK 1 DOCKET 50-315§ LER 91-007 REV 01
UPDATE ON SHUTDOUN RODS MISPOSITIONED DURING ATTEMPT TO MOVE CUNTROL RODS DUE T0O
MALFUNCTION OF MULTIPLEXING RELAY IN THE ROD CONTROL SYSTEM.

EVENT DATE: 081991 REPORT DATE: 111591 NSSS: WE TYPE: PWR

VENDOR: CLARE RELAYS CO.

(NSIC 223424) THIS REVISION PROVIDES INFORMATION ON THE RESULTS OF THE ROOT CAUSE
ANALYSIS AND CORRECTS THE FAILED COMPONENT IDENTIFICATION INFORMATION, ON AUGUST
19, 1991, DURING ROUTINE SURVEILLANCE TESTING OF THE FULL LENCTH RODS, CONTROL
BANK A WAS ORDERED INTCU THE CORE BY THE ROD CONTROL SYSTEM BUT APPEARED NOT TO
MOVE INTO THE CORE BY OBSERVATION OF THE ANALOG ROD POSITION INDICATION. FURTHER
POSITIONING OF CONTROL BANK A RESULTED IN AN URGENT ALARM BEING RECEIVED. INITIAL
TROVBLESHOOTING OF [HE ROD CONTROL SYSTEM FOUND NO REASON FOR THE URGENT ALARN
AWND 1T WAS RESET. THE RODS WERE MOVED PER THE TEST REQUIREMENTS AND THE
SURVEILLANCE COMPLETED. AT APPROXIMATELY 1200, A ROD MISALIGNMENT IN SHUTDOWN
BANK A, GROUP 2 WAS SUSPECTED DUE TO ADDITIONAL SMALL AMOUNT OF DILUTION REQUIRED
TO KEEP THERMAL POKER AT THE PRE-SURVEILLANCE LEVEL AND A DECREASE IN THE ANALOG
ROD POSITION INDICATION FOR SHUTDOWN EANK A, GROUP 2 IN RELATION TO
PRE-SURVEILLANCE READINGS. AT 1305 HOURS THE FLUX MAPPING SYSTEM WAS USED TO
DETERNINE THAT THE 4 RODS OF SHUTDOWN BANK A, CROUP 2 WERE INSERTED AFPROXIMATELY
6 STEPS INTO THE CORE. FURTHER TROUBLESHOCLING COF THE ROD CONTROL SYSTiM
DISCOVERED A FAILURE OF THE 2AC POWER CABINET MULTIPLEXING RELAY, MXR-1. IT WAS
REPLACED AND PRCPER OPERATION OF THE ROD CONTROL SYSTEM WAS VERIFIED.

[ 32] COOPER DOCKET 50-298 LER 91-011
REACTOR PROTECTION SYSTEM (RPS) AND ENGINEERED SAFETY FEATURE TRIPS DUE TO
SPURIOUS TRIP OF TWO RPS REACTOR VESSEL WATER LEVEL INSTRUMENTS CAUSED BY AN AIR
BUBEBLE IN THE INSTRUMENT REFERENCE LEG TAP.

EVENT DATE: 100791 REPORT DATE: 110691 NSS5: GE TYPE: BUWR

{NSIC 223358) ON 10/7/91, AT 01:43, WITH THE PLANT SHUTDOWN AND THE RESIDUAL HEAT
REMOVaL (RHR) SYSTEM OPERATING IN THE SHUTDOWN COOLING MODE OF OPERATION, AN RPS
TRIP AND ACTUATION OF OGROUPS 2 AND 3 ISOLATIONS (RCS AND RKCS) OCCURRED DUE TO A
SPURIOUS LOW LEVEL ACTUATION OF TWO REACTOR VESSEL WATER LEVEL SENSORS. AT THE
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TIME, WATER LEVEL WAS %0-15 INCHES ABOVE THE LEVEL MAINTAINEDL DURING NORMAL
OPERATION. THE CAUSE OF THE EVENT IS POSTULATED TO BE AS A RESULT OF EITHER
INTRODUCTION OF AIR THROUGH REFERENCE LEG INJECTION SOLENOID VALVE NBI-SOV-SPV739
INTO THE CONDENSING CHAMBER 3B REFERENCE LEG, WHICH 18 COMMON TO ALL OF THE
AFFECTED INSTRUMENTS, OR WATER LEAKAGE THROUGH THE SOLENOID VALVE INTO THE
REFERENCE LEG, DISTURBING AN EXISTING AIR BUBBLE. THE POSTULATED REFERENCE LEG
DISTURBANCE O&CURRtD, EVEN THOUGH THE SOLENOID VALVE WAS CLOSED, UPON RESTORATION
OF THE "“B" CORE SPRAY (CS) SYSTEM FOLLOWING PERFORMANCE OF LOCAL LEAK RATE
TESTING (LLRT). THE AIR BUBBLE IN THE REFERENCE LEC EVENTUALLY MIGRATED TO THE
CONDENSING CHAMBER REFERENCE COLUMN. THE HYDRAULIC EFFECTS OF THE AIR BUBBLE IN
THE COLUMN RESULTED IN TRIPPING THE RPS LEVEL SENSORS. UPON RESTORATION OF
NORMAL WATER LEVEL FOLLOWING REFUELING ACTIVITIES, INSTRUMENT LINE VENTING OR
BACKFLUSHING WILL BE CONDUCTED,

[ 83) COOPER DOCKET 50-298 LER 91-012
UNPLANNED ENGINEERED SAFETY FEATURE ACTUATIONS DURING DESICN CHANGE ACTIVITIES
RESULTING FROM PERSONNEL ERROR, HUMAN FACTOFS, AND INADEQUATE PRECAUTIONS FOR
WORK IN SENSITIVE AREAS.

EVENT DATE: 101591 REPORY DATE: 111491 NSSS: GE TYPE: BKR

(NSIC 223423) ON OCTOBER 15, 1991, AT 2:03 A.M. AND 3:31 A.M., GROUP 3 ISOLATIONS
REACTOR WATER CLEANUP (RWCU) SYSTEM) OCCURRED DUE TO A BLOWN FUSE AND
DE-ENERGIZING A RELAY, RESULTING IN CLOSURE OF THE OUTBOARD ISOLATION VALVE. AT
9:41 P.M., A LOSS OF NORMAL OFFSITE POWER OCCURRED WREN A WIRE BEING MOVED
INADVERTENTLY COMPLETED A RELAY TRIP CIRCUIT. THE ESSENTIAL BUSSES TRANSFERRED 70
THE EMERGENCY TRANSFORMER AND THE #2 DIESEL GENERATOR STARTED. DURING THE
TRANSFER TO EMERGENCY POWER, THE "A" REACTOR PROTECTION SYSTEM LOST POWER,
CAUSING A MALF SCRAM AND VARIOUS GROUP ISCLATIONS. THESE ACTUATIONS WERE A RESULT
OF DESIGN CHANGE ACTIVITIES ASSOCIATED WITH THE CNS ANNUNCIATOR UPGRADE PROJECT,
DURING THESE EVENTS, THE PLANT WAS IN A REFUELING OUTAGE, AND FUEL WAS REINC
OFFLOADED TO THE SPENT FUEL POOL. THESE ACTUATIONS RESULTED FROM AN IMPROPERLY
INSTALLED RELAY IDENTIFICATION TAG AND THE FAILURE TO IMPLEMENT THE PRECAUTIONS
NECESSARY TO PREVENT INADVERTENT ACTUATIONS WHEN WORKING IN SENSITIVE AREAS.
CONTRIBUTING CAUSES WERE A DESIGN ERROR, FAILURE OF THE DESICN CHANGE TO IDENTIFY
THE SENSITIVE WORK AREAS, AND INCORRECTLY MOVING A WIRE. AS A RESULT OF THESE
EVENTS, DESIGN CHANGE WORK IN THE CONTROL ROOM WAS STOPPED UNTIL THE DESICN
CHANGE PACKAGES WERE INDEPENDENTLY REVIEWED TO IDENTIFY SENSITIVE AREAS.

[ 34] CRYSTAL RIVER 3 DOCKET 50-302 LER 91-009
HIGH LOCALIZED TEMPERATURE CAUSES DIESEL GENERATOR COMPONENTS TO EXCEED
TENPERATURE RATINGS.
EVENT DATE: 100791 REPORT DATE: 110691 NSSS: BW TYPE: PKR
VENDOR: BUSSMANN MFG (DIV OF MCGRAW-EDISON)

CLARK CONTROL INC.

(NSIC 223361) ON OCTOBER 8, 1991 AT 1700, CRYSTAL RIVER UNIT 3 (CR-3) DETERMINED
THAT SEVERAL RELAYS AND FUSES LOCATED IN THE CONTROL RELAY CABINETS IN THE A AND
B EMERGENCY DIESEL CENERATOR (EDG) ROOMS MICHT EXPERIENCE TEMPERATURES ABOVE
THEIR DESIGN AMBIENT TEMPERATURE RATING DURING DIESEL GENERATOR OPERATION. CR-3
DISCOVERED THIS CONDITION WHILE EVALUATING NRC INFORMATION NOTICE 89-30,
SUPPLEMENT 1 "HIGH TEMPERATURE ENVIRONMENTS AT NUCLEAR POWER PLMNTS"™. THIS DESIGN
CONCERN DOES NOT AFFECT THE EDG OPERABILITY. THE HIGHER TEMPERATURE IN THE
CONTROL CABINETS IS CAUSED BY THE PROXIMITY OF THE CABINETS TO THE EDG. THIS
PROBLEM WAS CAUSED BY FAILURE OF THE DIESEL GENERATOR VENDOR 10 MEET THE DESIGN
SPECIFICATION. TO RESOLVE THE CONCERNS WITH THE RELAYS AND FUSES FOR FUTURE
OPERATION, ACTIONS WILL BE TAKEN TO REDUCE THE TEMPERATURE IN THE CABINETS. TO
ADDRESS THE CURRENTLY INSTALLED EQUIPMENT, THE FUSES WILL BE REPLACED AND AN
EVALUATION OF THE RELAYS WILL BE PERFORMED. TWO RELAYS FROM ONE DICSEL GENERATOR
WILL BE REPLACED. THESE RELAYS WILL BE TESTED FOR TEMPERATURE EFFECTS ON AGING TO
DETERMINE IF ADDITIONAL RELAYS MUST BE REPLACED.
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THEN STEADILY INCREASED FROM 98 . PERCENT A1 0933 HOURS TO 99.3 PERCENT AT 1300
HOURS WHERE IT WAS STABILIZED IN THE ARO CONFIGURATION. PRIOR TO TAKING THE ERF
OFFLINE, ANOTHER INCORE POWER DISTRIBUTION SHOULD HAVE BEEN OBTAINED IN
ACCORDANCE WITH TS 2.10.4(1)(B)(III), SINCE PONER HAD INCREASED. THE ERF WAS
RETURNED TO SERVICE AND THE POWER DISTRIBUTION WAS OBTAINED AT 1339 HOURS
INDICATING THAT ALL MONITORED PARAMETERS WERE WITHIN THEIR 1S LIMITS. THIS EVENT
IS BEING REPORTED PURSUANT TO 10 CFR 50.73(AX(2)(1). A HUMAN PERFORMANCE
ENHANCEMENT SYSTEM (HPES) EVALUATION WAS PERFORMED AND THE CAUSE OF THIS EVENT
WAS HUMAN ERROR DUE TO FAILURES IN COMMUNICATIONS AND WORK PRACTICES.

[ §2) GRAND GULF 1 DOCKET 50-416 LER 91-011
NONCOKPLIANCE Wlld EOC/RPT SURVEILLANCE REQUIREMENT.
EVENT DATE: 100391 REPORT DATE: 110491 NS§SS: GE TYPE: BWR

(NSIC 223380) WHILE SCHEDULING SURVEILLANCE ACTIVITIES FOR THE NEXT REFUELING
OUTAGE, REVIEW OF PREVIOUSLY CONDUCTID SURVEILLANCES MISCOVERED THAT AN IMPROPER
GROUP OF CL'°ONENTS HAD BEEN SURVEILLED IN 1987. THIS WAS CONTRARY TO THE
SCHEDULE SPECIFIED BY TECHNICAL SPECIFICATION 4.3.4.2.3. TECHNICAL SPECIFICATION
4 3.4.2.3 PRESCRIBES THAT TESTING OF THESE REDUNDANT TRIP SYSTEMS BE PERFORMED IN
A STAGGERED SCHEDULE SUCH THAT ALL CHANNELS ARE TESTED AT LEAST ONCE PER 36
MONTHS. THE SCHEDULE DEVELOPED IN 1986 DESIGNED THE IMPROPER GROUP OF CHANNELS TO
BE SURVEILLED. THIS SCHEDULING DID NOT CONSIDER THE STAGGERED SCHEDULE OF THE
SURVEILLANCE REQUIREMENT. CLEARER GUIDANCE WILL BE DEVELOPED TO ENSURE PROPER
SCHEDULING OF SURVEILLANCES. PERFORMANCE OF THE SURVEILLANCE WAS CONDUCTED
SUCCESSFULLY ON OCTOBER 5, 1991 ON THE AFFECTED TRIF SYSTEM CHANNELS TO COMPLY
WITH TECHNICAL SPECIFICATION 4.3.4.2.3 REQUIREMENTS. THE ERRONEOUS SURVEILLANCE
TESTING SITUATION DID NOT INCREASE THE RISK OF SAFETY FUNCTION FAILURE. THE
SAFETY AND HEALTH OF THE GENERAL PUBLIC WAS NOT COMPROMISED BY THIS EVENT.

[ §3] HATCH 1 DOCKLT 5§0-321 LER 91-020
:Z¥$A¥?35ATXON MONITORS TRIP RESULTING IN ENGINEERED SAFETY FEATURE AUTOMATIC
EVENT DATE: 100491 REPORT DATE: 110191 NSS§: GE TYPE: BWR
OTHER UNITS INVOLVED: HATCH 2 (EWR)

(NSIC 223323) ON 10/4/97 AT 2342 CDT, UNIT 1 WAS IN A REFUELING OUTAGE WITH THE
MODE SWITCH IN REFUEL AND NO FUEL IN THE REACTOR VESSEL. UNIT 2 WAS IN THE RUN
MODE AT 2436 CMWT (100 PERCENT RATED THERMAL POUWER). AT THAT TIME VARIOUS ARTA
HIGH RADIATION ANNUNCIATORS ALARMED IN THE MAIN CONTROL ROOM AND THE UNIT-CO!MON
MAIN CONTROL ROOM ENVIRONMENTAL CONTROL SYSTEM (MCRECS) AUTOMATICALLY TRANSFERRED
TO THE PRESSURIZATION MODE. ALL 38 AREA RADIATION MONITOR (ARM) TRIP UNITS,
LOCATED ON MAIN CONTROL ROOM PANEL 1D21-P&600, HAD TRIPPED; HOWEVER, THE TRIP UNIT
INDICATORS WERE READING WITHIN THEIR NORMAL RANGES. TWO OF THE ARMS LOCATED ON
THE REFUFLING FLOOR PROVIDE INITIATION SICNALS FOR AUTOMATIC ACTUATION OF THE
BCURECS PRESSURIZATION MODE WHEN THEIR DESIGN SETPOINTS ARE EXCEEDED. SINCE THE
ARM TRIP UNIT INDICATORS SHOWED THAT RADIATION LEVELS WERE NORMAL, THE TRIP UNITS
WERE RESET. MCRECS WAS THEN RETURNED TO ITS NORMAL MODE OF OPERATION AT
APPROXIMATELY 2355 CDT. THE MOST PROBABLE CAUSE OF THIS EVENT WAS CONCLUDED TO BE
A VOLTAGE PERTURBATION IN THE COMMON POWER SUPPLY OF THE ARMS. KOWEVER, A REVIEW
OF OUTAGE ACTIVITIES IN PROGRESS AT THE TIME OF THE EVENT DID NOT REVEAL ANY
ACTIVITIES THAT WOULD HAVE RESULTED IN SUCH A PERTURBATION.

[ 54] HATCH 1 DOCKET 50-321 LER 91~-022
SAFETY RELIEF VALVE SETPOINTS REMAIN WITHIN IN-SERVICE TESTING TOLERANCE

REQUIREMENTS.

EVENT DATE: 100991 REPORT DATE: 110691 NSS8S: GE TYPE: BWR

VENDOR: TARGET ROCK CORP.

(NSIC 223364) ON 10/9/91, AT 1430 CDT, UNIT 1 WAS IN ITS THIRTEENTH REFUELING
OUTAGE WITH THE MODE SWITCH IN REFUEL AND FUEL REMOVED FROM THE REACTOR VESSEL.
ALL ELEVEN MAIN STEAM SYSTEM (EIIS CODE SB) SAFETY RICLIEF VALVES (SRVS) HAD EEEN
SENT OFFSITE FOR TESTING OF THEIR MECHANICAL LIFT SETPOINTS AS REQUIRED BY
AMERICAN SOCIETY OF MECHANICAL ENGINEERS (ASME) BOILER AND PRESSURE VESSEL CODE,
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SECTION XI, IWV-3512. AT THAT TIME, ENGINEERING PERSONNEL WERE NOTIFIED BY THE
OFFSITE TESTING AGENCY THAT TESTS SMOWED THE MECHANICAL LIFT SETPOINTS FOR ALL
ELEVEN SRVS WERE WITH IN THE SECTION XI TOLERANCE REQUIREMENT OF +/+« 3 PERCENT.
THIS REPORT IS BEING SUBMITTED VOLUNTARILY DUE TO THE POTENTIAL INDUSTRY INTEREST
IN VIEW OF THE ONGOING BOILING WATER REACTOR OWNERS GROUP (BWROG) ACTIVITIES TO
ADDRESS SRV MECHANICAL LIFT SETPOINT DRIFT. THE CAUSE OF THE SETPOINT DRIFT IS
CORROSION-INDUCED BONDING OF TRE SRV PILOT VALVE DISC AND SEAT., IN THIE EVENT

THE SRV'S ALL LIFTED WITHIN THEIR SETPOINT TOLERANCE OF +/- 3 PERCENT; HOWEVER,
THIS REPORT IS BEING SUEBMITTED TO APPRISE THE INDUSTRY OF THE RESULTS.

[ §5) HATCH 1 DOCKET 50-321 LER 91-023
BLOWN FUSE RESULTS IN ENGINEERED SAFETY FEATURE ACTUATION.
EVENT DATE: 101491 REPORT DATE: 111291 NSS§S: GE TYPE: BWR

OTHER UNITS INVOLVED: HATCH 2 (BWR)

(NSIC 223446) ON 1014791, AT 1135 CDT, UNIT 1 WAS IN THE REFUEL MODE WITH THE
REACTOR VESSEL DISASSEMBLED. NO FUEL WAS IN THE VESSEL, AND THE REACTOR CAVITY
WAS FLOODED. UNIT 2 WAS IN THE RUN MODE AT A POWER LEVEL OF 2436 CMWT (100% RATED
THERMAL POWER). AT THAT TIME, CONTROL ROOM OPERATORS OBSERVED THAT THE "B" TRAIN
OF EACH UNIT'S STANDBY GAS TREATMENT SYSTEM (SCGTS, EIIS CODE BH) HAD STARTED.
LICENSED OPERATIONS PERSONNEL THEN VERIFIED PROPER OPERATION OF THE SGIS AND THAT
AN ACTUAL CONDITION REQUIRING SGTS OPERATION DID NOT EXIST. SINCE CONDITIONS THAT
WOULD HAVE INDICATED THE START WAS VALID DID NOT OCCUR, OPERATORS ATTEMPFTED TO
RESET THE SYSTEM AND RESTORE NORMAL VENTILATION. HOWEVER, THE SGTSS COULD NOT BE
TRIPPED. ELECTRICIANS TROUBLESHOOTING THE SYSTEMS DISCOVERED FUSE 1061-F20 HAD
BLOWN. THE BLOWN FUSE WAS REPLACED, AND THE SGTSS UERE RETURNED TO SERVICE BY
1432 CDT. THE CAUSE OF THIS EVENT WAS A BLOWN FUSE. THE FUSE APPLICATION WAS
REVIEWED AND DETERMINED TO BE CORRECT. THE BLOWN FUSE OCCURRENCE IS BELIEVED TO
BE RANDOM. CORRECTIVE ACTIONS FOR THIS EVENT INCLUDE: 1) REPLACING THE BLOWN
FUSE, 2) SECURING SGTS, 3) RETURNING NORMAL VENTILATION SYSTEMS TO SERVICE,
REVIEWING THE FUSE APPLICATION, AND 4) TESTING THE EFFICIENCY OF THE FILTER TRAIN
CARBON ADSORBERS.

[ §6] HATCH 1 DOCKET 50-321 LER 91-024
TECHNICAL SPECIFICATIONS SURVEILLANCE NOT PERFORMED ON REQUIRED PERIODICITY.
EVENT DATE: 101691 REPORT DATE: 111291 NSSS: GE TYPE: BWR

(NSIC 223434) ON 10/16-91 AT 1130 CDT, UNIT 91 WAS IN A REFUELING OUTAGE WITH THE
CORE COMPLETELY UNLOADED. AT THAT TIME, IT WAS DETERMINED THAT THE REQUIREMENTS
OF UNIT 1 TECHNICAL SPECIFICATIONS SECTION 4.7.A.S HAD NOT BEEN MET.
SPECIFICALLY, PROCEDURE 34SV-SW-019-1§, "SURVEILLANCE CHECKS," REQUIRED THE UNIT
1 TORUS OXYGEN CONCENTRATION 70 BE VERIFIED TO BE LESS THAN &% ONCE PER WEEK
INSTEAD OF ONCE PER DAY AS REQUIRED BY THE TECHNICAL SPECIFICATIONS. THE
PROCEDURE DID REQUIRE THE UNIT 1 DRYWELL OXYGEN CONCENTRATION TO BE VERIFIED TO
BE LESS THAN 4% ONCE PER DAY AS REQUIRED. WITH THE UNIT IN A REFVELING OUTAGE AND
THE CORE UNLOADED, UNIT 1 TECHNICAL SPECIFICATIONS SECTION 4.7.A.5 WAS NOT
APPLICAELE BECAUSE THE OXYGEN CHECK REQUIREMENT APPLIES ONLY WHEN THE UNIT IS IN
POWER OPERATION. THEREFORE, NO LIMITING CONDITIONS FOR OPERATION EXISTED AT THE
TIME OF DISCOVERY OF THIS MISSED SURVEILLANCE. THE CAUSE OF THIS EVENT WAS A
MISINTERPRETATION OF THE REQUIREMENTS OF SECTION 4.7.A.5., THIS SPECIFICATION
REQUIRES THAT "THE PRIMARY CONTAINMENT OXYGEN CONCENTRATION" BE MEASURED DAILY.
IT APPEARS THAT PRIMARY CONTAINMENT HAS BEEN INTERPRETED TO MEAN THE DRYWELL. IN
FACT, THE TORUS IS ALSO PART OF THE PRIMARY CONTAINMENT AND, EECAUSE THE TORUS
ATMOSPHERE 1S NOT IN CONSTANT COMMUNICATION WITH THE DRYWELL ATHOSPHERE, 1718
OXYGEN CONCENTRATION MUST BE CHLCKED AS WELL. CORRECTIVE ACTION FOR THIS EVENT
INCLUDED REVISING THE PROCEDURE.

[ §7] HOPE CREEK 1 DOCKET 50-354 LER 90-022 REV 01
UPDATE ON ENGINEERED SAFETY FEATURES ACTUATION: AUTO START OF "A" CORE SPRAY
PUMP DURING SURVEILLANCE TEST DUE TO PERSONNEL ERROR.

EVENT DATE: 102290 REPORT DATE: 110491 NSSS: GE TYPE: BWR

(NSIC 223342) ON 10/22/90 AT 14085, DURING THE COURSE OF A MAINTENANCE DEPARTMENT
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61) INDIAN POINT 2 DOCKET §0-247 LER 91-0621
NADVERTENT ACTUATION OF HYDROGEN CYANIDE TOXIC GAS MONITOR.
EVENT DATE: 100491 REPORT DATE: 110491 NSSS: WE TYPE: PWR

VENDOR: WISCONSIN BRIDGE & IRON

(NSIC 223348) ON OCTOBER &, 1991, AT APPROXIMATELY 2340 HOURS, WITH REACTOR POWER
AT 99.5%, THE MYDROGEN CYANIDE (MCN) TOXIC GAS MONITOR CHANNEL 2 ALARMED
!NADVIRTENTLY. RESULTING IN THE TRANSFER OF THE CENTRAL CONTROL ROOM (CCR)
VENTILATION SYSTEM FROM THE NORMAL MODE TO THE INCIDENT MODE. SUBSEQUENT TOXIC
GAS MONITOR CHANNEL ACTUATIONS OCCURRED ON OCTOBER 17, 12 AND 17. AS DESIGNED

THE DETECTION OF THE RESPECTIVE GAS BY EITMER CMANNELS 1 OR 2 OF THE TOXIC GAS
MONITCRS WILL GENERATE AN ALARM IN THE CCR AND ISOLATE THE CCR VENTILATION
SYSTEM, THE TOXIC GAS MONITORING SYSTEM IS CLASSIFIED AS AN ENGINEERED SAFETY
FEATURE (ESF). NO TECHNICAL SPECIFICATION OR NRC LIMITS WERE EXCEEDED.

[ 62] KEWAUNEE DOCKET 50-305 LER 89-012 REV 01
UPDATE ON FAILURE TO SATISFY SAFEGUARD CABLE SEPARATION REQUIREMENTS RESULT 1IN
THE PLANT BEING IN A CCNDITION OUTSIDE OF THE DESIGN BASIS.

EVENT DATE: 062289 REPORT DATE: 110591 NSSS: WE TYPE: PWR

(NSIC 223341) ON 6/22/89, AT 1600, WNILE THE PLANT WAS OPERATING AT 10X POWER, A
DESIGN DEFICIENCY WAS IDENTIFIED THAT CAUSED BOTH MOTOR DRIVEN AUXILIARY
FEEDWATER (MDAFW) PUMPS, ALTHOUGH REMAINING FUNCTIONAL, TO BE DECLARED
INOPERABLE. THE LO-LO STEAM GENERATOR SIGNAL FOR BOTH MDAFW PUMPS START CIRCUITS
WERE FOUND TO USE CONTROL CABLES THAT WERE ROUTED IN NIFFERENT SECTIONS OF THE
SAME CABLE TRAY RACEWAY, THEREFORE NOT MEETING SEPARATION CRITERIA. THEY ALSO
WERE DESIGNATED AS NORMAL CABLE AND ROUTED THROUGH NORMAL CABLE TRAYS. THIS
CONDITION WAS NOT CONSISTENT WITH THE REQUIREMENTS SPECIFIED IN THE PLANT'S
UPDATED SAFETY ANALYSIS REPORT (USAR). PREVIOUSLY, ON JUNE 14, 1989, AT 1400,
WHILE THE PLANY WAS AT 100% POWER, A DESIGN DEFICIENCY WAS IDENTIFIED IN THE
TURBINE DRIVEN AUXILIARY FEEDWATER (TDAFW) PUMP START CIRCUITRY. THE DC MOTOR
OPERATED VALVE WHICH ADMITS STEAM TO THE TDAFW PUMP WAS IDENTIFIED AS CONTAINING
A NORMAL CABLE IN THE SAFEGUARD CONTROL CIRCUITRY. ON 6€/17/89, THE PLANT WAS
SHUTDOWN TO REPAIR A REACTOR COOLANT PUMP SEAL. AT THIS TIME, THE CIRCUIT WAS
MODIFIED TO USE A SAFEGUARD CABLE AS SCHEDULED. THE ROOT CAUSE OF THE EVENTS HAS
BEEN DETERMINED TO BE A DESIGN DEFICIENCY AS THE ORIGINAL CABLES WERE DESIGNATED
NORMAL. IF THE CABLES HAD BEEN PROPERLY DESIGNATED AS SAFEGUARD, THEY WOULD HAVE
BEEN INSTALLED IN SAFEGUARD TRAYS.

[ /3] KEWAUNEE DOCKET 50-305 LER 91-010
UNIT TRIP DUE TC INADEQUATE NON-SAFEGUARD BREAKER COORDINATION.
EVENT DATE: 101291 REPORT DATE: 111191 NSSS: WE TYPE: PWR

(NSIC 223428) AT 1400 CDT ON 10-12/91, WITH THE PLANT AT FULL POWER, A
REACTOR/TURBINE TRIP OCCURRED WHILE RETURNING EQUIPMENT TO SERVICE DURING THE
IMPLEMENTATION OF PREVENTIVE MAINTENANCE PROCEDURE (PMP) 38-10, "DC SUPPLY AND
DISTRIBUTION (EDC) 20 KVA INVERTER MAINTENANCE." DURING THIS PROCESS 125 VDC
DISTRIBUTION CABINET BRD-103 WAS DE-ENERGIZED AS A RESULT OF INADEQUATE
NON-SAFEGUARD BREAKER COORDINATION. THIS DE-ENERGIZATION CAUSED THE FEEDWATER
REGULATING VALVES (FW-7A AND B) TO CLOSE, RESULTING IN A TRIP SIGNAL FROM THE
SUBSEQUENT STEAM FLOW-FEEDWATER FLOW MISMATCH COINCIDENT WITH LOW WATER LEVEL IN
STEAM Ge<NERATOR A. AS EXPECTED, THE AUXILIARY FEEDWATER PUNPS STARTED, WHICH WAS
AN ESF ACTUATION, IN RESPONSE TO PLANT CONDITIONS. A MAIN CONTRIBUTOR TO THIS
EVENT WAS INADEQ&ATI COORDINATION BETWEEN THE 300 AMP BREAKER WHICH SUPPLIES 125
VDC DISTRIBUTION CABINET BRD-103 AND THE 200 AMP BREAKER FROM BRD-103 TO A
NON-SAFEGUARD INVERTER. TO PREVENT RECURRENCE THE MAGNETIC TRIP SETTINCS OF THE
RESPECTIVE BREAKERS WERE ADJUSTED ACCORDINGLY. IN ADDITION, ANY MODIFILATIONS
NECESSARY TO FURTHER ENSURE PROPER COORDINATION OF NONSAFEGUARD DC BREAKERS WILL
BE SCHEDULED FOR THE 1992 REFUELING QUTACE. THE PLANT SAFETY SYSTEMS RESPONDED
AS DESIGNED AND THE OPERATORS FOLLOWED APPROPRIATE RECOVERY PROCEDURES FOR PLANT
STABILIZATION. A TECH SPEC REQUIRED INSTRUMENT CHANNEL CHECK WAS NOT PERFORMED
DURING RECOVERY ACTIVITIES.
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(NSIC 223363) AT 0237 ON OCTOBER 5, 1991, AN AUTOMATIC REACTOR TRIP FROM 100%
POWER OCCURRED DUE TO ACTUATION OF THE REACTOR PROTECTIVE SYSTEM FROM A LOSS OF
LOAD TRIP WHEN THE MAIN TURBINE TRIPPED. THE TURBINE TRIP OCCURRED WHEN THE STEAM
DRIVEN FEEDWATER PUMP (P-2C) TRIPPED AFTER A CONDENSATE PUMP (P-27C) BREAKER
TRIPPED DUE TO A PHASE TO PHASE SHORT AT THE MOTOR LEADS CONNECTION. THE
GENERATOR PRIMARY RELAY (86P) ACTUATION WAS DELAYED DUE TO THE S5LOW CLOSURE OF A
MAIN TURBINE STOP VALVE; THE BACKUP RELAY (B6EBU) AUTUATED AND TRANSFERRED STATION
SERVICE TO OFFSITE POWER AS DESIGNED. ALL SAFETY SYSTEMS PERFORMED AS EXPECTED.

[ 71) MONTICELLO DOCKET 50-263 LER 91-021
gxg:g:ﬂlb! FIRE PENETRATION DUVE TO PIPE MOVEMENT RESULTING FROM POSSIBLE WATER
EVENT DATE: 093091 REPORT DATE: 103091 NSS§: GE TYPE: BWR

(NSIC 223337) WHILE CONDUCTING A RADIATION PROTECTION SURVEY, HEALTH PHYSICS
PERSONNEL DISCOVERED A PIPE PENETRATION WHICH DID NOT APPEAR TO BE PROPERLY
SEALED. THE FIRE PROTECTION ENGINEER WAS NOTIFIED. THE ENGINEER DETERMINED THAT
THE PENETRATION WAS IN A FIRE BARRIER AND WAS NOT PROPERLY SEALED. THE
PENETRATION WAS DECLARED INQPERABLE AND A ONE HOUR ROVING FIRE WATCH WAS
ESTABLISHED. THE PENETRATION WAS INSPECTED, SEALED, AND RETURNED TO OPERAELE
STATUS. THE POSTULATED CAUSE OF THE EVENT 1§ PIPE MOVEMENT DUE TO POSSIBLE WATER
HAMMER. THIS OCCURRED AS A RESULT OF A MOMENTARY LOSS OF POWER TO THE CONDENSATE
SERVICE PUMPS ON AUGUST 25, 1991. IT IS BELIEVED THAT THE AUGUST EVENT CAUSED THE
FAILURE OF THE PENETRATION SINCE THE PENETRATION WAS INSPECTED IN MAY 1991 AND
DETERMINED TO BE SEALED. SYSTEM IMPROVEMENTS TO ENSURE LONG TERM FIRE BARRIER
INTEGRITY WILL BE INVESTIGATED. INTERIM ANY INSPECTIONS OF THIS PENETRATION SEAL
:é:#!:% ;sgzggﬂﬁo FOLLOWING AN IDENTIFIED WATER HAMMER EVENTS IN THE CONDENSATE

[ 72] NINE MILE POINT 1 DOCKET 50-220 LER 91-009 REV 01
UPDATE ON FLANT OPERATED OUTSIDE OF DESIGN BASIS AND 1M VIOLATION OF TECHNICAL
SPECIFICATION DUE TO PERSONNEL ERROR CAUSED EY POOR WCRK PRACTICES.

EVENT DATE: 081291 REPORT DATE: 110491 N§S8S: GE TYPE: BWKR

(NSIC 223442) ON AUGUST 13, 1991, AT 0130 HOURS, IT WAS DETERMINED THAT NINE MILE
POINT UNIT 1 (NMP1) WAS IN A CONDITION OUTSIDE THE DESIGN BASIS OF THE PLANT,
SPECIFICALLY, THE BATTERY CHARGER OUTPUT BREAKER TO BATTERY BOARD #12 TRIP OPEN
SETPOINT WAS AT A VALUE WHEREBY THE BATTERY CHARGER WAS PREVENTED FROM PERFORMING
ITS REQUIRED SAFETY FUNCTION. AT THE TIME OF THIS DETERMINATION, THE MODE SWITCH
WAS IN THE "“RUN" POSITION WITH THE REACTOR AT 97 PERCENT POWER. THE ROOT CAUSE
OF THIS EVENT WAS A PERSONNEL ERROR CAUSED EY POOR WORK PRACTICES IN THAT THE
DESIGN ANALYSIS AND DESIGN REVIEW FAILED TO IDENTIFY THE DEFICIENCY. CORRECTIVE
ACTIONS CONSISTED OF THE COMPLETION OF A PLANT CHANGE REQUEST TO INCREASE TRIP
OPEN SETPOINT TO AN APPROPRIATE VALUE, PERFORMING A BATTERY CHARGER BREAKER
COORDINATION CALCULATION, VERIFYING BATTERY #11 OPERABLE AND CONDUCTING AN
ACCOUNTADILITY MEETING. TO PREVENT RECURRENCE, PROCEDURES WILL BE REVISED AND A
LESSONS LEARNED TRANSMITTAL WILL BE ISSUED. TO ASSESS POTENTIAL IMPACT TO OTHER
ELECTRICAL EQUIPMENT/SYSTEMS, A REVIEW OF SETPOINT CHANGES MADE VIA I&C SETPOINT
FROGRAM WILL BE CONDUCTED.

[ 73] NINE MILE POINT 1 DOCKET 50-220 LER 91-010
ENGINEERING SAFETY FEATURE ACTUATION DUE TO POOR DESIGN, POOR ENVIRONMENTAL
CONDITIONS DUE TO MACHINE INTERFACE,

EVENT DATE: 090991 REPORT DATE: 100291 NSSS: GE TYPE: BWR

(HSaC 223078) ON SEPTEMBER 9, 1991, AT 1716 HOURS, NINE MILE POINT UNIT 1 (NMP1)
EXPERIENCED AN ACTUATION OF AN ENGINEERING SAFETY FEATURE (ESF). SPECIFICALLY, AN
ISOLATION OF #12 EMERGENCY COOLING LOOP. AT THE TIME OF THE EVENT, THE FLANT WAS
OPERATING AT APPROXIMATELY 97 PERCENT POWER WITH THE MODE SWITCH IN THE "RUN"
POSITION. THE PRIMARY CAUSE OF THE EVENT WAS THE COMBINATION OF POOR HUMAN
FACTORS DESIGN OF A CALIBRATION UNIT, POOR ENVIRONMENTAL CONDITIONS, DEGRADED
HARDWARE AND THE FAILURE OF THE TECHNICIANS TO APPRECIATE THE CONSEQUENCES OF
THESE LESS THAN OPTIMUM CONDITION:. THE IMMEDIATE CORRECTIVE ACTIONS WERE TO
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ADEQUATE SUPERVISORY CONTROLS OVER A NON-ROUTINE EVOLUTION. THE LACK OF DETAILED
PROCEDURAL GUIDANCE WAS A CONTRIBUTING FACTOR. NO SIGNIFICANT SAFETY
COMNSEQUENCES RESULTED FROM THIS EVENT BECAUSE THE CALCULATED TOTAL GASEOUS
RELEASE ACTIVITY WAS A SMALL FRACTION OF THE ALLOW”~** EFFLUENT LIMIT. THEREFORE,
=e§n¥!ALT" AND SAFETY OF THE PUBLIC WAS NOT AFFE. .~ AT ANY TIME DURING THIS

[ 77]) OCONEE 1 DOCKET 50-269 LER 91-006 REV 01
UPDATE ON TRIP FOR UNKNOWN REASON, PUSSIBLE INAPFROPRIATE ACTION.
EVENT DATE: 051691 REPORT DATE: 102991 NSSS8: BW TYPE: PWR

(NSTC 223335) ON 5/16/91, AT 1507 HOURS, UNIT 1 TRIPPED FROM 100X FULL POWER,
DURING A THUNDERSTORM. THE UNIT EVENTS RECORDER FAILED IMMEDIATELY PRIOR TO THE
TRIP, SO IT 1S UNKNOWN WHICH TRIP SIGNAL WAS RECEIVED FIRST. COMPUTER AND CHART
RECORDER OUTPUTS INDICATED THAT AN INSTRUMENT AND ELECTPICAL (I&E) TECHNICIAN MAY
HAVE ERRONEOUSLY OPENED THE HICH PRESSURE IMPULSE LINE ISOLATION VALVE INSTELAD OF
THE LOW PRESSURE VALVE ON A NON-SAFETY RELATED REACTOR COOLANT SYSTEM FLOW
TRANSMITTER FOLLOWING CALIBRATION. THIS MAY HAVE CAUSED A MOMENTARY DIP IN THE
PRESSURE SIGNAL TO FOUR CHANNELS OF REACTOR PROTECTIVE SYSTEM FLOW INSTRUMENTS
WHICH SHARE THE IMPULSE LINES FROM THE FLOW ELEMENT. THE PRESSURE DIP WOULD HAVE
CAUSED A TRIP ON FLUX/FLOW/IMBALANCE. ALTERNATIVELY, THE TRIP COULD HAVE
OCCURRED DUE TO A SWITCHYARD TRANSIENT. OPERATORS TOOK IMMEDIATE ACTION TO
STABILIZE THE UNIT FOLLOWING THE TRIP. THE ROOT CAUSE IS UNKNOWN, POSSIBLE
INAPPROPRIATE ACTION. ADDITIONAL INVESTIGATION PERFORMED DURING A SUBSEQUENT
UNIT 1 REFUELING OUTAGCE FAILED TO CLARIFY THE CAUSE.

[ 78] OCONEE 1 DOCKET 50-269 LER 81-010
HICH PRESSURE INJECTION SYSTEM TECHNICALLY INOPERABLE FOR SOME SINGLE FAILURE
LOCA SCENARIOS DVE TO DESIGN DEFICIENCY.
EVENT DATE: 091891 REPORT DATE: 102191 NSSS: BW TYPE: PWR
OTHER UNITS INVOLVED: OCONEE 2 (PWR)

OCONEE 3 (PWR)

(NSIC 223260) ON 9-19,91, AT 1225 HOURS, WHILE REVIEWING AN ALARM SETPOINT
CHANGE, DESIGN ENGINEERING DETERMINED THAT THE OPERATING LIMIT CURVE FOR LETDOWN
STORAGE TANK (LDST) PRESSURE VERSUS LEVEL WAS INADEQUATE. USE OF THIS CURVE
COULD PERMIT OPERATION OUTSIDE THE DESIGN BASIS FOR THE EMERCENCY INJECTION
FUNCTION OF THE HIGH PRESSURE INJECTION (HPI) SYSTEM. IT WAS DETERMINED THAT,
UNDER CERTAIN SMALL BREAK LOCA SCENARIOS, A SINGLE FAILURE COULD RESVLT IN
HYDROGEN GAS FROM THE LDST EXPANDING INTO THE SUCTION PIPING OF THE HPI PUMPS,
CAUSING THE PUMPS TO BE DAMAGED. THIS DEFICIENCY HAS EXISTED ON ALL THREE OCONEE
UNITS SINCE INITIAL STARTUP. AT THE TIME OF DISCOVERY, UNIT 1 WAS SHUTDOWN FOR
REFUELING AND UNITS 2 AND 3 WERE BOTH AT 100% FULL POWER. CORRECTIVE ACTIONS
WERE TO REVISE THE OPERATING LIMIT CURVE AND TO PROVIDE ADDITIONAL INSTRUCTIONS
FOR OPERATOR ACTION. THE ROOT CAUSE WAS DESIGN DEFICIENCY.

[ 79] OCONEE 1 DOCKET 6§0-2€9 LER $1-011

REACTOR TRIP RESULTS FROM ELECTRICAL ¢ "NERATOR LOCKOUT AFTER EQUIPMENT FAILURE IN
A GENERATOR PROTECTIVE RELAY CIRCUIT.

EVENT DATE: 100291 REPORT DATE: 110" 1 NSSS: BW TYPE: PUWR

VENDOR: GENERAL ELECTRIC CO.

(NSIC .237 ) ON OCTOBER 2, 1991, UNIT 1 REACTOR TRIPPED FROM 73 PERCENT FULL
POWER ON » «EATTOR PROTECTIVE SYSTEM TURBINE ANTICIPATORY TRIP SIGNAL DUE TO A
GENERATOR LOCKOUT. THE LOCKOUT OCCURRED WHEN A PROTECTIVE RELAY CIRCUIT
SPURIOUSLY ACTUATED. INVESTIGATION FOUND THAT THE RELAY CIRCUITRY WAS INTERRUPTED
WHEN EITHER A TERMINAL WIRE OR A CONNECTOR BECAME LOOSE. THE ROOT CAUSE WAS
ASSIGNED EQUIPMENT FAILURE IN THE 41MXA CIRCUITRY. POSTTRIP OPERATOR RESPONSE
STABILIZED THE PLANT. AFTER THE [RIF, THE EMERGENCY FEEDWATER SYSTEN WAS ACTUATED
DUE TC LOW FEEDWATER PUMP DISCHARGE PRESSURE DURING A CCNDENSATE-FEEDWATER
PRESSURE OSCILLATION, ONE MAIN FEEDWATER PUMP WAS MANUALLY SECURED. THE SECOND
MAIN FEEDWATER PUMP TRIPPED DUE TO HIGH PRESSURE AT THE PUMP DISCHARGE.
CORRECTIVE ACTIONS INCLUDE TIGHTENING CONNECTIONS, EVALUATING THE NEED FOR A
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UPON DISCOVERY OF THIS POTENTIAL EVENT, APPROPRIATE COMPENSATORY MEASURES WERE
ESTAELISHED IN ACCORDANCE WITH THE PVNGS FIRE PROTECTION PROGRAM., SUBSEQUENTLY,
APS ENGINEERING DETERMINED THAT A FIRE OUTSIDE THE CONTROL ROOM COULD ALSO RESULT
IN THE LOSS OF RCF SEAL INTEGRITY. THE CAUSE OF THIS POSTULATED EVENT WAS A
FAILURE OF THE ORIGINAL APPENDIX R EVALUATIONS T0 RECOGNIZE THE POTENTIAL FOR RCP
SEAL LEAKAGE GREATER THAN THE MAKEUP CAPACITY OF ONE CHARGING PUMP (44 GALLONS
PER MINUTE) DVE TO A CONTROL ROOM FIRE. NO PREVIOUS SIMILAR EVENTS HAVE BEEN
REPORTED PURSUANT TO TECHNICAL SPECIFICATION 6.9.3 AND 10CFR50.73.

[ B3] PALO VERDE 2 DOCKET 50-529 LER 91-005
MAIN STEAM SAFETY VALVE SETPOINTS OUT OF TOLERANCE.
EVENT DATE: 100991 REPORT DATE: 111291 NSSS: CE TYPE: PHWR

VENDOR: DRESSER INDUSTRIES, INC.

(NSIC 223455) ON OCTOBER 9, 19971 WHILE UNIT 2 WAS IN MODE 1 (POWER OPERATION) AT
APPROXIMATELY 97.5 PERCENT POWER, AN ENGINEERING EVALUATION OF ASME SURVEILLANCE
TESTING RESULTS DETERMINED THAT ELEVEN (11) OF THE TWENTY (20) MAIN STEAM SAFETY
VALVE (MS5SV) AS-FOUND RELIEF SETTINGS WERE OUT OF THE TOLERANCE LIMITS SPECIFIED
IN TECHNICAL SPECIFICATION (T1S5) 3.7.1.7 AND IN THE TESTING REQUIREMENTS
ESTABLISHED BY APS. THE TESTING AND ADJUSTMENTS WERE PERFORMED DURING THE PERIOD
OF OCTOBER 8 THROUGH OCTOBER ©, 1991, WHILE UNIT 2 WAS IN MODE 1, TO VERIFY THE
RELIEF SETTINGS OF THE MSSVS. THE CAUSE OF THE EVENT IS SETPOINT DRIFT. AS
INMEDIA_E CORRECTIVE ACTION THE MSSVS HAVE BEEN ADJUSTED AND TESTED
SATISFACTORILY. PREVIOUS SIMILAR EVENTS WERE REPORTED IN MSSV LERS
528/88-014-01, 528/89-01000, 529/89-002-00, 529-89-007-00 AND 530-91-001-00.

[ 84] PALO VERDE 3 DOCKET 50-530 LER 91-007
REACTOR SHUTDOWN REQUIRED BY TECHNICAL SPECIFICATION DUE TO INVERTEr FAILURE.
EVENT DATE: 083191 REPORT DATE: 092791 NS§SS: CE TYPE: PWR
VENDOR: COMBUSTION ENGINEERING, INC.

ELGAR, CORP

(NSIC 223108) AT APPROXIMATELY 0119 MST ON AUGUST 31, 1991, PALO VERDE UNIT 3 WAS
IN MODE 3 (HOT STANDBY) AT NORMAL TEMPERATURE AND PRESSURE WHEN A PLANT SHUTDOWN
WAS COMPLETED IN ACCORDANCE WITH ACTION B.(2) OF TECHNICAL SPECIFICATION (TS)
3.8.3.17 DUE TO A CLASS 1E INVERTER THAT COULD NOT BE RETURNED TO OPERABLE STATUS
WITHIN THE ALLOWED ACTION TIME. THE PLANT WAS STABLE AT NORMAL TEMPERATURE AND
PRESSURE. NO SAFETY SYSTEM RESPONSES OCCURRED AND NONE WERE REQUIRED. THE EVENT
WAS DETERMINED TO BE AN UNCOMPLICATED NORMAL PLANT SHUTDOWN. AT AFPRUXIMATELY
1902 MST ON AUGUST 31, 1991, TS 3.8.3.1 ACTION B.(2) WAS EXITED WHEN THE CLASY 1E
INVERTER WAS RETURNED TO SERVICE AND THE 120-VOLT VITAL A.C. ELECTRICAL BUS W/ S
REENERGIZED FROM ITS ASSOCIATED INVERTER. THE CAUSE OF THIS EVENT WAS A
COGNITIVE PERSONNEL ERROR BY AN OPERATIONS COMPUTER SYSTENS MAINTENANCE
TECHUNICIAN WHO IMPROPERLY ATTACHED A VARIABLE FOWER SOURCE TO THE ENERGIZED
CONTROL ELEMENT ASSEMBLY CALCULATOR CIRCUIT WHILE IT WAS BEING FED FROM THE
INVERTER. THI1S RESULTED IN THE INVERTER FAILURE. THERE HAVE BEEN NO PREVIOUS
SIMILAR EVENTS REPORTED PURSUANT TO 10CFR50.73.

[ 85] PEACH BOTTOM 2 DOCKET 50-277 LER 91-033

HICH PRESSURE COOLANT INJECTION SYSTEM BEING INOPERABLE AS A RESULT OF A PACKING
LEAK ON THE STEAM SUPPLY INBOARD ISOLATION VALVE.

EVENT DATE: 101691 REPORT DATE: 111591 NSSS: GE TYPE: BWR

(NSIC 223419) ON 10-15/91 AT 2112 HOURS, DURING THE PERFORMANCE OF A SURVEILLANCE
TEST, A DRYWELL PRESSURE AND TEMPERATURE INCREASE WAS IDENTIFIED WHEN THE HIGH
PRESSURE ( _OLANT INJECTION (HPCI) STEAM SUPPLY INBOARD ISOLATION VALVE WAS
STROKED. THE VALVE WAS BACKSEATED TO ISOLATE THE LEAK AND PLANT SHUTDOWN WAS
COMPLETED ON 10-17/91. THE CAUSE OF THE EVENT HAS BEEN DETERMINED TO BE EXCESSIVE
VALVF PACKING LEAKAGE DUE TO A GOUGED STEM. THIS 1S THE RESULT OF A REVERSED
PACKING CONFIGURATION AND THE VALVE OPERATOR BEINC HORIZONTALLY MOUNTED. THIS
COMBINATION CHANGED THE LOAD SUPPORTING CHARACTERISTICS OF THE VALVE WHICH
RESULTED IN THE VALVE BONNET AREA GOUGINGC THE STEM. THE PACKINC HAD BEEN
PREVIOQUSLY REVERSED IN ACCORDANCE WITH A NON CONFORMANCE REPORT (NCR) BECAUSE OF


















1001 VAD CITIES 1 DOCKET B0-254 LER 91-013
EE OF TEN CONTROL ROOM SMOKE DETECTORS OUT OF SERVICE FOR GREATER THAN 14 DAYS.
$V‘Rt DATE: 051491  REPORT DATE: 061491 NSSS: CE TYPE: BUWR
ENDOR: ALLEN-BRADLEY CO.

(Nllc 223146) AT 0630, ON l/1~/01 QUAD CITIES UNITS ONE AND TWO WERE BOTH IN THE
RUN MODE AT 100% CORE THERMAL POWER. AT THIS TIME TME CONTROL ROOM (CR) WEATING,
Vtﬂ!& ION AND AIR OONDITIOHIN! (MVAC) FIRE DETECTION SYSTEM EXCEEDED THE 14
EPORTING CRITERIA DU! TO BEING OUT OF SERVICE FOR CORRECTIVE MAINTENANCE.
PRIVIDUI Y, ON 4/30/91 E CR NVAC FIRE DETECTION SYSTEM W/S TAKEN OVT OF
I:IV!O‘ 0 REPAIR A IILAY PER WORK REQUEST 092384, THAT PLACES THE CR MVAC IN
RECIRCULATION MODE. THIS FAULT WAS lP KTIF1ED DURING THE SURVEILLANCE OF SMOKE
DETECTOR 1/2-4160- OOO‘UUI!NC QUAD CITIES IN®CRUMENT SURVEILLANCE (QI1S) 87-1 CR

MVAC FIRE PROTECTION SURVEILLANCE PROCEDV"™ "E Y& DAY CRITERIA WAS EXCEEDED
DUE ;: THE FAULTY RELAY, AND DELAYS IN 00 2O T AT NANCE, CORRECTIVE ACTION
FOR THE EVENT WAS TO REPLACE THE FAULTY R .” N, CTE AN INTIRNAL
INVESTIOATION T0 DETERINE THE ROOT CAUSE . 0 5¢ . (. < DELAYED CORRECTIVE
MAINTENANCE PER ERROR FREE INVESTIGATION s 5 £ ¢ RE RT Yw SUBMITTED 710
COMPLY WITH TECHNICAL SPECIFICATIONS 3.92.A.0 4 " 3.4,

11 QUAD CITIES 1 DOCKE]l S0-254& LER 91-020

:{Izub OFF GAS RECOMBINER TECHNICAL SPECIFICATIOGN SUVEILLANCE DUE TO PERSONNEL
EVENT DATE: 091991 REPORT DATE: 110691 NSSS: GE TYPE: BUR

(NSIC 223350) ON SEPTEMBER 19, 1991, UNIT ONE WAS IN THE RUN NODE AT 100% OF
RATED CORE THERMAL POWER. THE SHIFT THREE NUCLEAR STATION OPERATOR (NSO) NOTICED
THAT THE RECOMBINER TEMPERATURES MWAD NOT BEEN Vll!?llb 70 BE _IN THE ALLOWABLE
BAND AS REQUIRED BY TECHNICAL SPECIFICATION 4.8.A.5 SINCE SHIFT THREE THE
PREVIOUS DAY. THE RECOMBINER TEMPERATURE RECORDER WAS NOT WORKING PROPERLY DURING
SHIFTS ONE AND THO ON SEPTEMBER 19, 1991, THE SHIFT ONE NSO TRIED 70 INTERPOLATE
THE TEMPERATURE VALUES, AND NOTIF1ED THE SHIFT ENGINEER OF THE MALFUNCTIONING
RECORDER . THE SHIFT TWO NSO RECOONIZED THAT THE RECORDER WAS NOT WORKING, BUT
TOOK NO CORRECTIVE OCTIONS. THE TEMPERATURE RECORDER APPEARS TO MAVE BEEN IN
STANDBY MODE DURING THIS EVENT. THE RECORDER WAS REPAIRED AND DISCIPLINARY ACTION
HAS GIVEN TO THE SHIFT TWO NSO FOR FAILING TO NOTIFY THE SHIFT ENGINEER OF THE
PROBLEM. THIS REPORT IS BEING WRITTEN PER T0CFRS0.73(AN(2)(1)(B),

[102) QUAD CITIES 1 DOCKET 80-254 LER 91-019

"A" TRAIN CR HVAC EMERCENCY FILTRATION UNIT UNABLE TO ATTAIN PROPER DT ACROSS
HEATER AND PROPER DP ACROSS FILTER TRAIN DUE TO IMPROFER EQUIPMENT CONFIGURATION
AND PARTIALLY FOULED HEPA FILTERS,

EVENT DATE: 100591  REPORT DATE: 102891 NSSS: GE TYPE: BWR

OTHE! UNITS INVOLVED: QUAD CITIES 2 (BWR)

(NSIC 223349) ON OCTOBER 5, 1997 AT 1255 HOURS, UNIT ONE WAS IN THE RUN MODE AT
80 PERCENT OF RATED CORE THERMAL POWER. UNIT TWO WAS IN THE SHUTDOWN MODE, AT
THIS TIME THE CONTROL ROMM (V1) (CR) "“B"™ TRAIN AIR FILTRATION UNIT (AFU) WAS
DECLARED INOPERABLE. DURING SURVEILLANCE TESTING, THE HEATER (EMTR) FAILED 70
ATTAIN A 15 DEGREE FAMRENHEIT DIFFERENTIAL TEMPERATURE (DT). ALSO, THE
DIFFERENTIAL PRESSURE (DP) ACROSS THE FILTER TRAIN EXCEEDED 6 INCHES OF WATER. AN
ENERGEWCY NOTIFICATION SYSTEM (ENS) PHONE CALL WAS COMPLETED AT 1358 HOURS PER
10CFRS0 . 72(B)(2)C111)(D). THE APPARENT CAUSES OF THIS EVENT WERE A DESION
DEFICIENCY INVOLVING THE THERMOWELLS OF THE RESISTANCE TEIPERATURE DEVICL . (RTD)
VSED TO MEASURE DT ACROSS THE MEATER, AND HEPA FILTERS (FLT) THAT WERE PARTIALLY
FOULED DVE 70 NORMAL USACE, CORRECTIVE ACTIONS INCLUDED FILLING THE TMERMOWELLS
WITH THERMALLY CONDUCTIVE OIL AND REPLACING THE MEPA FILTERS. THIS REPORT IS
BEING SUBMITTED 10 COMPLY WITH 10CFRE0.73(AX(R2)(V),

[103) QUAD CITIES 2 DOCKET 50-265 LER 91-007 REV 01
UPDATE ON REACTOR WATER LOW LEVEL SCRAM DUE TO 2B FEEDWATER REGULATING VALVE
FAILING TO FULLY CLOSE.

EVENT DATE: 071391 REPORT DATE: 091191 NSSS: CE TYPE: BWR



VENDOR ;. BARCOCK & WILCOX COMPANY

fUFIC 222971) ON JULY 13, 1991 UNIT TWO WAS BEING SHUTDOWN FOR A SCHEDULED
W KEND OUTAGE WHEN A MANUAL GCRAM WAS INSERTED PER THE SNUTDOWN PROCEDURE. WHILE
F1 \FORMING A NORMAL SCRAM RECOVERY, REACTOR (RCT) WATER LEVEL CMANGES OCCURRED
WHICH WERE QUICKER THAN EXPECTED. TME REACTOR MIGH WATER LEVEL TRIP SETPOINT WAS
REACHED AND THE FEEDWATER (JB) PUMP (P) TRIPPED. REACTOR WATER CLIANUP (CE)
BLOKDOUN WAS INITIATED AND A TURBINE (TRB) BYPASS VALVE (V) WAS OPENED TO
PECREASE WATER LEVEL AND ESTABLISH A COOLDOWN. WHEN THE BYPASS VALVE WAS CLOSED
TO AVOID AN EXCESSIVE COOLDOWN RATE, REACTOR UATER LEVEL DROPPED RAPIDLY AS THE
VOIDS COLLAPSED. A LOW LEVEL REACTOR SCRAM OCCURRED. THE REACTOR FEEDWATER PUMP
WAS RESTARTED AND SUBSEQUENTLY TRIPPED ON HIOH LEVEL AGAIN. THE OPERATORS
RECOGNIZED A PROBLEM WITH THE 2B FEEDWATER REGULATING VALVE LEAKING THROUOM
SOLATED THE VA V{ AND CONTINUED WITH A NORMAL SHUTDOWN. THE ROOT CAUSE OF THMIS
NCIDENT WAS THE LEAKING FEEDWATER REGULATING VALVE WHICM CREATED THE MICH LEVEL
CONDITIONS. THE MAINTENANCE PROCEDURE USED FOR THE REPACKING OF VALVES IS T0 BE
REVISED 70 INCLUDE ADDITIONAL DETAIL AND TESTING REQUIREMENTS.

§04] QUAD CITIES 2 DOCKET 50-2658 LER 91-013
NTERING ECONOMIC GENERATION CONTROL WITHOUT PERFORMING REQUIRED SURVEILLANCE DUE
TO PERSONNEL ERROR,
EVENT DATE: 081991  REFORT DATE: 11149 N§5S: GE TYPE: BKR

(NSIC 223418) ON B/18/91, QUAD CITITZ URIT TWO WAS IN THE RUN MODE AT 95% OF
RATED CORE THERMAL POWER. AT 0730 WOURG, THE NUCLEAR STATION OPERATOR (NSO)
PLACED THE UNIT INTO ECONOMIC GENERATION CONTROL (EGC) WITHOUT PERFORMING THE
REQUVIRED SURVEILLANCES TO COMPLY WITH TECHNICAL SPECIFICATION &4.3.F. AN
INVESTIGATION REVEALED THAT THE CAUSE FOR THIS EVENT WAS PERSONNEL ERROR. THE
NSO DID NOT FOLLOW QUAD CITIES STATION OPERATING PROCEDURES FOR EGC OPERATION.
UPON IDENTIFICATION OF THE ERROR, THE SHIFT CONTROL ROOM ENGINEER (SCRE)
INSTRUCTED THE NSO T0 TRIP TME UNIT OUT OF EGC. SUBSEQUENT ACTIONS WILL INCLUDE
TRAINING ON EGC OPERATICN FOR ALL THE NSOS, AS WELL AS ADDITIONAL TRAINING FOR
THE NSO WHO WAS INVOLVED IN THE EVENT. THIS REPORT 15 PROVIDED TO SATISFY THE
REQUIREMENTS OF 10CFRS0.73(A)(2)(1)(B),

1108] UAD CITIES 2 DOCKET 80-285 LER 91-012
INADVERTENT OPENING OF ELECTROMATIC RELIEF VALVE 2-203-3C DUE TO BINDING IN THE
PILOT VALVE ASSEMBLY.

EVENT DATE: 100791 REPORT DATE: 110891 NSSS: GE TYPE: BWR
VENDOR: DRESSER INDUSTRIES, INC,

(NS1C 223382) AT 0223 HOURS ON OCTOBER 7TH, 1991, UNIT TWO WAS IN THE STARTUP
MODE AT 1 PERCENT RATED REACTOR CORE THERMAL POWER. WHEN THE REACTOR (RCT) (RPV)
REACHED APPROXIMATELY 63 PSIG, A SPURIOUS ACTUATION OF ELECTROMATIC RELIEF VALVE
(ERV) (RV) 2-203-3C OCCURRED. AT 0253 HOURS, UNIT TWO WAS MANUALLY SCRAMMED AND
COOLDONN WAS INITIATED. LATER, WHEN A DRYWELL ENTRY WAS MADE, THE PILOT VALVE (V)
FOR THE 2-203-3C WAS FOUND STUCK OPEN. THE CAUSE OF THIS EVENT WAS BINDING OF THE
PILOT VALVE FOR THE 2-203-3C ERV. THE MECHANICAL MAINTENANCE DEPARTMENT REPLACED
THE PILOT VALVE INTERNALS FOR EACH ERV AS A PRECAUTIONARY MEASURE. ON OCTOBER 7TH
1991, AT 1912 MHOURS, THE ERV'S WERE STROKED MANUALLY AND TESTED SUCCESSFULLY.
UNIT TWO STARTUP WAS INITIATED AT 2054 WOURS ON OCTOBER 7TH, 1991. QCOS 203-3
MAIN STEAM VALVES OPERABILITY TEST, WAS PERFORMED ON OCTOBER 8TH, 1991 AT 1020
HOURS, AND THE ERV DECLARED OPERABLE. THIS REPORT 1S BEING SUBMITTED IN
ACCORDANCE WITH 10CFRS0.73(A)(2)(IV).

[106) RIVERBEND 1 DOCKET 50-488 LER 91-003 REV 02
UPDATE ON DAMPER ISOLATIONS AND AUTOMATIC SWAP OF DIVISIONAL CONTROL BUILDING
VENTILATION/CHILLER TRAINS DUE TO INADEQUATE WORK PLAN,

EVENT DATE: 032291 REPORT DATE: 102991 NSSS: GE TYPE: BWR

(NSIC 223384) AT 1055 ON 3-22-/91, DURING MAINTENANCE ON THE DIVISION 'I CONTROL
BUILDING LOCAL AIR INTAKE RADIATION MONITOR 1RMS®RE13B, THE DIVISION II CONTROL
POWER CIRCUIT WAS DE-ENERGIZED. THIS RESULTED IN THE DE-ENERGIZATION OF THE
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(109 SALEM 1 DOCKET 50-272 LER 91-022
THO ENGINEERED SAFETY FEATURE ACTUATIONS, 1B AND 1C &KV VITAL BUS UNDERVOLTAGE.
EVENT DATE: 060691 REPORT DATE: 070891 NSESS: WE TYPE: PUR

(NSIC 223199) THIS LER ADDRESSFS 2 ENGINEERED SAFETY FEATURE (ESF) SIGNAL
ACTUATION EVENTS. BOTH INVOLVE SATECUARD EQUIPIENT CONTROL (SEC) SYSTEM
OPERATION “MODE OP" ON A SINGLE & KV VITAL BUS DUE TO UNDERVOLTAGE. THE FIRST
FVENT OCCURRED ON 6/6/91 AND INVOLVED 1C 4KV VITAL BUS. THE SECOND EVENT
OCCURRED ON 6/13/91 AND INVOLVED 1B &KV VITAL BUS. AT THE TIME OF BOTHM EVENTS
AN UNDERVOLTAGE FUNCTIONAL SURVEILLANCE WAS BEING CONDUCTED, THE ROOI CAUSE of
THE ¢ 4KV EVENT 1§ INADI:UAT HUMAN FACTORS DESIGN, THE INITIATING CAUSE OF
TN!: EVENT WAS PERSONNEL ERROR, THE TECHNICIAN DID NOT MAINTAIN ADEGVATE
ATTENTION TO DETAIL WHILE POSITIONING MIMSELF FOR PLACENENT OF A TEHPORARY
gk:CTISCAL JUMPER, THE ROOT CAUSE OF THE 1B 4KV VITAL BUS EVENT IS PERSONNEL

OR. THE TECHNICIAN PERFORMING UNDERVOLTAGE RELAY FUNCTIONAL TESTING DID NOT
FULLY COMPLY WITH THE FROCEDURE RESULTING IN THE BLOWING OF A PT FUSE AND THE
SUBSEQUENT ESF ACTUATION. THE 10 4KV VITAL BUS AND THE 1B 4KV VITAL BUS EVENTS
WILL BE REVIEWED WITH APPLICABLE SUPERVISORS AND TECHNICIANS TO MAKE THEM AWARE
OF THE DETAILS SURROUNDING THESE EVENIS.

{110) SALEM 1 DOCKET 50-272 LER 91-030
BOTH PRESSURIZER PRESSURE OPERATED RELIEF VALVES FAILED AN OPERABILITY CHECK.
EVENT DATE: 092091 REPORT DATE: 101891 NSSS: WE TYPE: PWR

OTHER UNITS INVOLVED: SALEM 2 (PWR)
VENDOR: COPES-VULCAN, INC.

(NSIC 223276) ON 9/20/91, A PLANT SHUTDOWN WAS IN PROGRESS. THE PRESSURIZER
PRESSURE OPERATED RELIEF VALVES (PORVS) ARE USED 70 PROVIDE OVERPRESSURE
PROTECTION AT LOW REACTOR COOLANT SYSTEM TEMPERATURES. IN ACCORDANCE WITH
SURVEILLANCE %.4.9.3.1.1 THE PORVS WERE FUNCTIONALLY CHECKED. BOTH VALVES FAILED
TO OPEN. THE YPRY VALVE DID NOT LOSE ITS CLOSED LIMIT INDICATION AND THOUGH THE
1PR2 VALVE INDICATED MOVEMENT, IT APPARENTLY DID NOT REACH ITS FULL OFEN LIMIT.
INVESTIGATION SMOWED THAT BOTH THE 1PRY AND 1PR2 VALVE ACTUATORS LEAKED. THE
VALVE ACTUATOR DIAPHRAGM BOLTS WERE OBSER""D TO BE LOOSE ALLOWING AIR LEAKAGE
FROM THE FLANGE BOLTING AREA. THE ROOT CAySE OF THE VALVES FAILING 710 OPEN 1S
CONTINVING, THE 1PRY AND 1PR2 VALVES ARE COPES-VULCAN REVERSE ACTING AIR ACTUATED
GLOBE VALVES. INVESTICATION INDICATED THAT THE DIAPHRAGHS APPEARED 70 BE IN A
FUNCTIONAL CONDITION. FURTHER ASSESSMENT HAD SHOUN THAT THE DIAPHRAGM MATERIAL
(BUNA-N RUBBER) THIS PHENOMENA CAN BE EXACERBATED BY UNEVEN TORQUING. WHEN THE
DIAPHRAGMS WERE INSTALLED (APRIL 1991), THE SPECIFIC INSTALLATION PROCEDURE WAS
NOT USED. THE ADMINISTRATIVE CONTROLS FOR IMPLENENTING NEW MAINTENANCE PROCEDURES
WILL BE MODIFIED. A REVIEW OF NEW PROCEDURES WILL BE CONDUCTED TO ENSURE THEY
HAVE BEEN INCORPORATED INTO EXISTING PLANNED WORK. THE DIAPHRACMS WFRE REPLACED
IN ALL COPES-VULCAN ACTUATORS LOCATED I NSIDE THE UNIT 1 PRESSURIZER,

[111) SALEM 1 DOCKET 50-272 LER 91-031
MAIN STEAM LINE ISOLATION SIGNAL DUE TO DESIGN CONCwuRN.
EVENT DATE: 092397 REPORT DATE: 10%78%1 NSSS: WE TYPE: PWRR

(NSIC 223272) ON 923791 AT 1414 HOURS, A MAIN STEAM ISOLATION (MS1) ACTUATION
OCCURRED. AT THE TIME, THE UNIT WAS IN MODE & AND KEATING UP IN PREPARATION FOR
STARTUP. THE MSI SIGNAL OCCURRED UPON RECEIPT OF A HWIGH STEAMLINE FLOW SIGNAL
COINCIDENT WITH A LOW STEAMLINE PRESSURE SIGNAL. IN MODE 4, THE BISTABLES FOR LOW
STEAMLINE PRESSURE ARE TRIPPED PROVIDING MALF THE LOGIC SIGNAL REQUIRED FOR MSI.
AT THE TIME OF THE EVENT, THE NO. 14 STEAM GENERATOR (5§/G) STEAMLINE FLOW CHANKNEL
NO. I BISTABLE WAS IN THE TRIPPED POSITION TO SUPPCKT CHANNEL FUNCTIONAL TESTING.
WHEN NO. 11 8/0 STEAMLINE FLOW CHANNELS 1 AND I1 BISTABLES TRIPVED THE MSI SICGNAL
LOGIC WAS SATISFIED. MSI IS8 AN ENGINEERED SAFETY FEATURE. SIMILAR MSI EVENTS HAVE
OCCURRED (REFERENCE LERS 272/90-019-00 AND 272/90-027-00). THE ROOT CAUSE OF THI1S
EVENT 18 ATTRIBUTED TO DESIGN INADEQUACY ASSOCIATED WITH THE MAIN STEAMLINE FLOW
TRANSMITTER SENSING LINES DURING PLANT HEATUP. ASSESSHMENT OF THIS EVENT, BY
MAINTENANCE PERSONNEL, WAS THAT THE FALSE HIGH STEAM FLOW SIGNALS WERE NOT CAUSED
BY FAILED COMPONENTS. THE FALSE SIONALS CLEARED AFTER A FEW HOURS. AT THE TIME OF
THE EVENT, MAINTENANCE WAS PERFORMING CHANNEL MONTHLY FUNCTIONAL TESTING AS PER
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FOLLOWVP ll’gl! :CARD!NC THE ROOT CAVSE OF THIS EVENT. IT IS EXPECTED THAT THIS
REPORT WILL BE SUBMITTED TO THE NRC BY MARCH 2. 1992,

‘IO‘ SOUTH TEXAS 1 ! DOCKET 50-498 LER 91092 REV 01
g: E ON REACT Tll DUE YO MOTOR GENERATOR MALFURCTION.

oz.llf:. 041291  REPORT DATE: 103191 N§SS: WE TYPE: PWR
VEN TINGHOUSE ELECTRIC CORP.

Clgﬂl?ll SOLATION AND AUXILIARY FEEDWATER ACTUATION OCCURRED AS A
VLT 0O ;A SYSTEMS OPERATED AS DESIGNED IN RESPONSE TO THE
OTOR TIIP 1T WAS DIT NIN D THAT ROD DRIVE MOTOR GENERATOR (RDNG) SET #11
z T0 A Allll“? :n VCED BY ROHO #12 WHICH WAS FOUND RUNNING WITH 178
uo:ga ANO lﬂgl t gﬁllb WITH NO OUTPUT VOLTAGE TO THE REACTOR TRIP
CH : 18 B Vl TNA lﬂfll"tlllﬂ? PICK-UP AND DROP-OUT OF THE 2R
LAY CH A TVATI. TACTS Y PONER TO THE RDMG SET #12'S GENERATOR
VOL!A‘I REGULATOR, OAU‘CD INSTA !L!f' 3N THE VOLTACE REOULATOR OPERATION, THE 2R
RELAY MALFUNCTION WAS DUE T0 A DEFECTIVE OUTPUT swx?cu THE INSTABILITY OF THE
VOL?A.‘ REGULATION RESULTED !N TRANSIENTS THAT CAUSED A REVERSE CURRENT TO THE
RDNE SET 11 AND A SUBSEQUENT TRIP OF THE GENERATOR OUTPUT BREAKER. IT IS ALSO
BELIEVED THAT THE 2R RELAY CONTACTS SUPPLYING rowtn TO THE VOLTAGE REGULATOR
EVENTUALLY REMAINED OPEN LONG ENOUGH T0 ALLOW A LOSS OF THE GENERATOR FIELD IN
THE RDMG SET ®#12. A LOSS OF THE GENERATOR FIELD RESULTS IN ZERO OUTPUT VOLTAGE
FROM THE CENERATOR. THE LOSS OF BOTM OF THE POWER SOURCES TO THE REACTOR TRIP
SWITCHOEAR RESULTED IN A REACTOR TRIP. THE 2R RELAY'S TIMER AND CONTROL RELAY
:E:;ﬂ:ggkssto AND A PROCEDVRAL CHANGE MHAS BEEN MADE TO ENHANCE DETECTION OF

:vggﬂ ili 01) ON ~/1II.1‘ AT 0418, THE UNIT 1 REACTOR TRIPPED FROM 40X POWER. A

[121) SOUTH TEXAS 1 DOCKET 50-498 LER 91-022
;E:gfbﬂ TRIFP DURING PERFORMANCE OF SOLID STATE PROTECTION SYSTEM LOB!C FUNCTIONAL
EVENT DATE: 101491  REPORT DATE: 111391 NSSS: WE TYPE: PWR

(NSIC 223453) ON OCTORER 14, 1991, AT 2304 MOURS, UNIT 1 WAS IN MODE 1 AT 100
POMER. SOLID STATE PROTECTION SYSTEM (S58PS) LOGIE TRAIN R FUNCTIONAL TEST WAS IN
PROCRESS WHEN THE LICENSED OPERATOR PERFORMING THE SURVEILLANCE MISUNDERSTOOD THE
INTENT OF A NOTE IN THE PROCEDURE AND FAILED 70 BLOCK THE TURBINE TRIP SIGNAL
BEFORE PROCEEDING TO THE NEXT STEP. TME "MEMORIES" TEST SWITCH WAS PLACED IN
POSITION 16 AND AN AVTOMATIC TRAIN & TRIP SIGNAL WAS GENERATED. TRAIN R TRIP
SIGNAL OENERATED A “TURBINE TRIP UPON REACTOR TRIP™ SIGNAL WHICH HAD NOT BEEN
LOCKED AND THE “MEMORIES" TEST SWITCH ALSO MALFUNCTIONED, WHICH IF IT MAD
UNCTIONED PROPERLY SHOULD HAVE ALSO BLOCKED THE TRIP SIGNAL. SUBSEQUENTLY ruu
MAIN TURBINE TRIPPED AND, COINCIDENT WITH A "REACTOR POWER ABOVE 50" S1GNAL
VALID TRAINS REACTOR TRIP SIGNAL WAS GENERATED TRIPPING THE REACTOR. THE caﬁst oF
THIS EVENT WAS PERSONNEL ERROR BY THE LICENSED OPERATOR WHO EXERCISED POOR
JUDGEHENT WHILE PERFORMING THE TEST. CONTRIBUTING FACTORS WERE A LESS THAN IDEAL
PROCEDURE AND THE MALFUNCTION OF THE "MEMORIES" TEST SWITCH. CORRECTIVE ACTIONS
INCLUDE SITE-WIDE TRAINING SESSIONS FOR APPROPRIATE PLANT PERSONNEL STRESSING THE
APPLICATION OF SELF VERIFICATION DURING WORK PERFORMANCE, COUNSELING OF THE
LICENSED OPERATOR INVOLVED IN THE EVENT, REVISION OF ALL sF SERIES SURVEILLANCES
PERFORMED AT POWER THAT MAVE THE POTENTIAL TO TRIP THE UNIT/MAIN TURBINE.

122) SOUTH TEXAS 1 DOCKET 60-498 LER 91-024

SAFETY ANALYSIS DEFICIENCY CONCERNING THE PRESSURIZER SAFETY RELIEF VALVE (SRV)
LOOP SEAL DELAY TIME.
EVENT DATE: 103191  REPORT DATE: 11229 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SOUTH TEXAS 2 (PWR)

(NSIC 223450) DURING A REVIEW OF NRC INFORMATION NOTICI 89-90 SUPPLEMERT 1, DATED
SEPTEMBER S, 1991 AND WCAP-12910, WITH UNIT 1 IN MOLE 1 AT 100 PERCENT POWER AND
UNIT 2 IN A MODE 6 REFUELING OUTAGE, IT WAS DISCOVERED THAT THE UFSAR CHAPTER 1§
SAFETY ANALYSIS DID NOT CONSIDER THE TIME REQUIRED TO PURGE THE LOOP SEAL FOR THE
PRESSURIZER SAFETY RELIEF VALVES (SRVS). IMMEDIATE ACTIONS TAKEN TO INVESTIGATE
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N
INIT © ,a GN PRESSURE. ON OCTOBER 30, 1991, A STATION PROBLEM REPORT WAS
SSUED IDENTIFYIN tug DEFICIENCY IN THE SAFETY ANALYSIS. ON NOVEMBER 5, 1991, A

JUSTIFICA ;0! OR CONTINUVED OPERATION (JCO) WAS ISSUED. THE JCO CDNGLUDfD THA*

1ug goxgt g: OES NOT RESULT IN EITHER STPEGS UNITS 1 OR 2 BEING IN AN UNSAFE

c: DITION, CAUSE OF THE EVENT WAS THAT THE NSSS VENDOR DID NOT CONSIDER TME

0 k“' TIME ASSOCIATED WITH PUROING THE PRESSURIZER SRV LOOP SEALS IN THE SAFETY

LYS1S oinc THE JCO FOR THIS 1SSUE IDENTIFIED THAT NO UNSAFE CONDITION

: PRO tlﬂ CONFIRMED THAT THE CALCULATED PEAK RCS PRESSURE FOR THE LOCKED ROTOR
v i W g‘xrl Izllﬂl ER SRV LOOP SEAL DELAY TIME WOULD EXCEED THE NRC SAFETY
hie

AN :

EXISTS, NO E CORRECTIVE ACTIONS ARE PLANNED, AFTER THE NRC APPROVAL OF
WCAP- 12910 Ng Nllteﬂﬂlﬁvl OWNERS GROUP (WOG) RESOLUTION OF TH1S ISSVE,
ADDITIONAL ACTIONS WILL BE DEVELOPED AS NECESSARY.

&183 :0”7“ TEXAS 2 DOCKET S50-499 LER 91-005 REV 01
PDATE ON Nllﬂg ED SAFETY FEATURES ACTUATION OF CONTROL ROOM ENVELOPE MVAC
TRAINS B AND € Ug 10 ENKNOHN CAUSE.
EVENT DATE: 04119 REPORT DATE: 111791 NSSS: WE TYPE: PWR

(NSIC 223484) ON APRIL 11, 1991, UNIT 2 WAS IN MODE 1 AT 100 PERCENT POWER. AT
1130, AN AUTGHIT‘O ENGINEERED SAFETY FEATURES (ESF) ACTUATION OF CRE HVAC TRAINS

AND € 10 EMERG NO; MODE OCCURRED. CONTROL ROOM ENVELOPE (CRE) MVAC TRAIN A HAD
EEN MANUALLY ACTUATED TO THE EMERGENCY MODE IN SUPPORT OF A SURVEILLANCE
PROCEDURE. KO INDICATION OF A HIGM RADIATION OR SAFETY INJECTION SIGNAL WAS
FOUND. THERE MAS BEEN NO CAUSE ESTABLISHLD FOR THIS ACTUATION.

[124) SUMMER 9 DOCKET 50-395 LER 91-009
VENDOR CONCERNS LEAD TO DISCOVERY ECCS FLOW DISCREPANCIES.
EVENT DATE: 101591  REPORT DATE: 11149 NESS: WE TYPE: PWR

0

D
(NI{C 223449) ON SEPTEMBER 17, 1991, SOUTH CAROLINA ELECTRIC & GAS COMPANY
(SCEAG) WAS NOTIFIED BY WESTINGHOUSE OF A DEVELOPING ISSUE BASED ON A VENDOR
l!CONﬂ!NDA?‘ON TO LIMIT IT8 PREVIOUSLY APFROVED PUNP RUNOUT LINMIT OF 680 GFil TO A
NEW LIMIT OF 675 GPM. THIS NEW LIMIT 1§ RELATED TO SEVERAL ISSUES THAT COULD
AFFECT THE RUNOUT MARGIN AVAILABLE FOR THE CHO/S1 PUMPS. BASED ON THESE 1SSUES
1T WAS DET IH;NID THAT SURVEILLANCE TEST PROCEDURE (STP) 230.006 VALVE/CHARGING
PUMP OPERABILITY TESTING, SHOULD BE REVISED TO ADDRESS THESE 185UES AND
PERFORMED, THE FOLLOWING DEFICIENCY WAS FOUND TO CONSTITUTE OPERATION QUTSIDE THE
PROVISIONS OF TECHNICAL SPECIFICATION 3.6 .2 AND THUS IS REPORTAEBLE PER
10CFRE0.73(AX(2)(1): FOR THE HO/ LEG RECIRCULATION PATH, ALL THREE PUNPS WOULD

CEED THE SURVEILLANCE lggUSIIM NT RUNOUT LINIT OF 680 GPM, 1T WAS ALSO NOTED

HAT THE B PUMP PERFORMANCE WAS BELOW THE MINIMUM PUM® CURVE ASSUMED IN THE FSAR
ACCIDENT ANALYSIS FOR THME HIGH FLOW REOQION OF THE CURVE. THE CAUSE OF THE CHG/S1
PUMPS EXCEEDING THEIR RUNOUT LIMIY IN THE RECIRCULATION ALIGNMENTS WAS DIRECTLY
RELATED TO THE NEW INFORMATION SUPPLIED BY THE VENDOR REGARDING THE EFFECTS OF
INSTRUMENT UNCERTAINTY AND SUCTION BOOST. THIS CONDITION WAS EVALUATED AND FOUND
NOT TO BE EXPECTED TO IMPACT PLANT SAFETY.

[125 SURRY 1 DOCKET 50-280 LER 91-017 REV 01
UPDATE ON EMERGENCY DIESEL CENERATOR RENDERED INOPERABLE DUE TO PERSONNEL ERROR
IN THAT SPECIFIED TESTING WAS NOT PERFORMED.

EVENT DAJE: 050991  REPORT DATE: 111391 NESS: WE TYPE: PWR

OTHER UNITS INVOLVED: SURRY 2 (PWR)

VENDOR: WOODWARD GOVERNOR COMPANY

(NSIC 223412) ON AUGUST 9, 1991, WITH UNIT 1 AND UNIT 2 AT 100% PONER, IT WAS
DETERMINED THAT EMERGENCY DIESEL GENERATOR (EDG) #3 MAD BEEN INOPERABLE SINCE MAY
9 1981, THIS DETERHNINATION WAS MADE WMILE PERFORMING A ROOT CAUSE EVALUATION OF
THE OBSERVED PERFORMANCE OF EDG #3 DURING AN AUGUST 2, 1991, ENGINEERED
SAFEGUARDS FEATURE (ESF) ACTUATION ON UNIT 2. THIS SAFETY INJECTION/REACTOR TRIP,
WHICH OCCURRED AS A RESULT OF VITAL BUS POWER OSCILLATIONS ON ONE CHANNEL AND A
FAILED STEAM GENERATOR PRESSURE TRANSMITTER ON ANOTHER CHANNEL, IS EEING REPORTED
SEPARATELY BY LICENSEE EVENT REPORT §2-91-007-00. A ROOT CAUSE INVESTIGATION
TEAM APPOINTED 10 DETERMINE THE CAUSE OF THE FAILURE OF EDG 83 T0O ACHIEVE RATED
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(NSIC !::370) ON OCTOBER 7, 1991, WITH BOTH UNITS 1 & 2 AT 100%, 1T WAS
DISCOVERED THAT CERTAIN MANVAL CONTAINMENT BOUNDARY VALVES WERE NOT INCLUDED IN
I:’Ulllb SURVEILLANCE PROCEDURES. THIS CONDITION WAS DISCOVERED DVURING A PERIODIC
REVIEW OF THE PROCEDVRE. THE SUBJECT VALVES ARE NORMALLY LOCKED CLOSED TEST
CONNECTION VALVES ANg'hlll IN FACT IN THIS CONFIGURATION. SEVERAL CAUSES WERE
ﬁl{glﬂlﬂfb FOR THIS EVENT. THE FIRST WAS PERSONNEL ERROR DURING THE INITIAL
PREFARATION OF THE PROCEDURE FOR THE VALVES IN THE RMR SYSTEM. CONCERNING THE

8 IN THE CRM SYSTEM, ONE CAUSE WAS ATITRIBUTED TO NOT INCLUDING ALL

CABLE DISCIPLINES IN THE INSTALLATION AND/OR CLOSEOUY REVIEW PROCESS OF THE
MODIFICA gbﬂ. ANOTHER CAUS! WAS THE METHODS UTILIZED BY OPERATIONS DURING THE
MODIFICATION 0L03t00¥ REVIEW PROCESS, THE EVENT WAS DETERMINED 10 BE REPORTABLE
PER 10CFRSO.73(AX(2)(I)(B) AS A CONDITION PROMIBITED BY TECHNICAL SPECIFICATION
IN THAT DUIVIILkANCII WERE NOT PERFORMEL AS REQUIRED BY TECHMNICAL SPECIFICATION
4.6.1.1.B. THERE WERE NO SAFETY CONSEQUENCES OR COMPROMISES AS A RESULT OF THIS
CONDITION SINCE THE VALVES REMAINED IN THE REQUIRED LOCKED CLOSED POSITION.
NECESSARY SURVEILLANCE PROCEDVRE CMANGES MAVE BEEN COMPLETED AND THME OPERATIONS
SECTION AND SYSTEMS ENGINEERING GROUPF ARE REVIEWING THEIR PRESEnT PROCEDURAL
GUIDANCE FOR ENHMANCEMENTS TO PREVENT RECURRENCE OF THIS TYPE OF EVENT.

[129) SUSQUEMANNA 2 DOCKET 50-288 LER 91-013
ENGINEERED SAFETY FEATURE ACTUATIONS DUE TO REACTOR PROTECTION SYSTEM M-G SET
OUTPUT BREAKER TRIP.

EVENT DATE: 101491 REPORT DATE: 111391 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC €O.

(NSIC 223439) AT 1169 MOURS ON OCTOBER 1ﬂ{ 1991 WITH UNIT 2 OPERATING AT 100X
POWER, THE PRIMARY FOWER SUPPLY TO THE "A" REACTOR PROTECTION SYSTEM (RPS) POWER
DISTRIBUTION PANEL WAS LOST WHEN ITS MOTOR-GENERATOR (MG) SET OUTPUT BREAKER
TRIPPED. RPS AS WELL AS CIHER PLANT SYSTEMS AND COMPONENTS FUNCTIONED PROPERLY
AND AS EXPECTED IN RESPLISE TO THE EVENT. NO REACIOR PARAMETERS WERE AFFECTED AND
NO EMERGENCY CORE COOLING SYSTEMS WERE ACTUATED. THE 'A' RPS DISITRIBUTION PANEL
WAS SWAPPED TO THE ALTERNATE POWER SUPPLY UNTIL THE PRIMARY POWER SUPPLY WAS
RESTORED. ALL ISOLATION SIGNALS WERE RESET BY 1420 MOURS. THE PRIMARY RPS POLER
SOURCE WAS RESET AT 0955 HOURS ON 10/16/91. FULL POWER OPERATION OF THE UNIT
CONTINUVED WITHOUT INTERRUPTION. THE CAUSE WAS DETERMINED TO BE ABNORMAL BEMAVIOR
OF THE MG SET OUTPUT RECULATOR MECHANICAL RELAYS. THESE RELAYS WERE REVORKED AND
RETURNED TO SERVICE. THE REMAINING MG SET REGULATORS OF BOTH UNITS WILL BE
INSPECTED FOR RELAY ABNORMALITIES AND LOOSE CONNECTIONS DURING THE NEXT
RESPECTIVE PLANNED EQUIPMENT OUTAGE. IN ADDITION, PERIODIC MAINTENANCE ACTIVITIES
FOR RPS MG SETS WILL BE REVIEWED AND INCORPORATE MAINTENANCE OF RELAYS AND
SECURITY OF CONNECTIONS. SINCE ALL ENGINEERED SAFETY FEATURE (ESF) SYSTEMS AND
COMPONENTS FUNCTIONED PROPERLY PER DESIGN, THERE WERE NO SAFETY CONSEQUENCES OR
COMPROMISES TO THE HEALTH OR SAFETY OF THE PUBLIC.

{1’0 THREE MILE ISLAND 1 DOCKET §0-289 LER 91-003
EACTOR TRIP DURING TURBINE VALVE TESTING DUE TO INADEQUATE PROCEDURE.
EVENT DATE: 092791  REPORT DATE: 102899 NBSS: BW TYPE: PR

(NSIC 223331) ON SEPTEMBER 27, 1991 DURING PLANT SHUTDOWN FOR THE 9R OUTAGE
REACTOR POWER WAS STABLIZED AT 13X TO SUPPORT COMPLETION OF TURBINE VALVE
TIGHTNESS TESTING AND A SPECIAL TEST OF THE TURBINE OVERSPEED MECHANICAL TRIP
DEVICE. THE TURBINE LOAD LIMIT CONTROL WAS TURNED 70 THE MINIMUM SETTING 70 CLOSE
THE TURBINE CONTROL VALVES AND BEGIN THE TICHTNESS TEST WHILE THE STOP VALVES
REMAINED OPEN. THE CONTROL VALVES CLOSED AS EXPECTED AND THE TURBINE DECELERATED
INDICATING THE LEAK TIGHINESS OF THE VALVES. AFTER ABOUT SEVEN MINUTES OF
DECELERATION, THE TURBINE SPEED WAS 1200 RPM. IN ACCORDANCE WITH PROCEDURE, THE
CRO SELECTED THE “FAST" ACCELERATION RATE ON THE TURBINE CONTROL PANEL AND TURNED
THE LOAD LIMIT CONTROL TO MAXIMUM SETTINC. THE TURBINE CONTROL VALVES IMMEDIATELY
STARTED OPENING RAPIDLY AND OTSG PRESSURE BEGAN DROPPING RAPIDLY. APPROXIMATELY
TEN SECONDS LATER AT 18:37, THE TURBINE TRIPPED ON OVERSPEED. SUBSEQUENTLY, MAIN
FEEDWATER WAS ISOLATED TO BOTH OTSGS DUE TO LOW OTSG PRESSURE AND BOTH EHERGENCY
FEEDUATER TRAINS WERE AUTO INITIATED DUE TO THE LOW OTSG LEVELS. THE REACTOR
TRIPPED AT 18:38 ON HIGH PRESSURE. NORMAL FEEDWATER FLOW TO THE OTSG'S WAS



RE-ESTABLISHED AND POST TRIP RESPONSE WAS CONSIDERED NORMAL. THE NRC WAS
NOTIFIED IN ACCORDANCE WITH 10 CFR S0 .72(B2(2)(11).

[131) THREE KILE ISLAND 1 DOCKET 50-289 LER $1-004
MOVEMENT OF IRRADIATED FUEL ASSEMBLY WITHOUT CONTAINMENT INTEGRITY DVE T0O
PROCEDURAL WEAKNESSES AND PERSONNEL ERROR.

EVENT DATE: 100891 REPORT DATE: 110799 NGESS: BW TYPE: PUR

(NSIC 2293858) ON OCTOBER 8§, 1991, TMI-1 WAS IN REFUELING SMUTDOWN. LICENSED
OPERATORS WERE PERFORMING 1303-11.4, "REFUELING SYSTEMS INTERLOCKS® TEST OF THE
MAIN FUFL DRIDGE MOIST. THIS ttl{ 16 NORMALLY PERFORMED IN CONJUNCTION WI1TM
1806+1. "FUEL AND CONTROL COMPONEN) SHUFFLES." SECTION 6.3.3.1, OF THE PROCEDURE
utsv:uis FUEL MOVEMENT; MOMEVER, THIS SECTION SHOULD MAVE REQUIRED THAT NO
MOVEMENT OF FUEL TAKE PLACE UNTIL TME PREREQUISITES OF 15085-1 WERE COMPLETED. IN
THIS EVENT, THE BRIDGE GREW MOVED FUEL TO TEST THE MOIST INTERLOCKS WHEN
CONTAINMENT INTEGRITY WAS NOT SET. MOST OF THE 1505-1 PREREQUISITES FOR
CONTAINMENT INTEGRITY WERE COMPLETED EXCEPT FOR THE OPEN REACTOR BUILDING
FERSONNEL AND EMERGENCY AIRLOCK DOORS (NH/AL). TECMNICAL SPECIFICATION 3.8.6
REQUIRES THAT AT LEAST ONE DOOR IN EACH AIRLOCK BE CLOSED WHEN MOVING IRRADIATED
FUEL IN THE REACTOR BUILDING. THIS EVENT WAS CAUSED BY: PROCEDURAL WEAKNESSES,
BECAUSE 1303-11.4 DID NOT CLEARLY CAUTION THE OPERATORS THAT CONTAINMENT
INTEGRITY WAS REQUIRED PRIOR TO TEST OF THE INTERLOCKS; AND, BY PERSONNEL ERROR,
DUE TO A LACK OF UNDERSTANDING BY PERSONNEL TMAT THE TEST INVOLVED REFUELING
OPERATIONS . THE CAUSES OF THE EVENT WERE REVIEWED WITH ALL FUEL HANDLING
PERSONNEL PRIOR TO THE COMMENCEMENT OF THE FUEL SHUFFLE. 1303-11.4 WAS REVISED TO
STRENGTHEN THE PROCEDURE, PROVIDE PREREQUISITES, AND ADD WARNINGS.

[132) TROJAN DOCKET 50-344 LER 91-008 REV 01
UPDATE ON LESS THAN ADEQUATE CONTROL OF ANALYSIS AND PROCEDURE CHANGES RESULT IN
POTENTIAL FOR FIRE INDUCED SPURIOUS OPERATIONS TO ADVERSILY AFFECT ABILITY TO
SAFELY SHUT DOWN.

EVENT DATE: 03129 REPORT DATE: 101589 NSSS: WE TYPE: PUR

(NSIC 223218) ON 3712791, THE TROJAN NUCLEAR PLANT WAS IN MODE 5. AT 1645
PRELIMINARY RESULTS INDICATED THAT POTENTIAL, FIRE-INDUCED SPURIOUS OPERATIONS OF
THE PRESSURIZER AUXILIARY SPRAY VALVE, STEAM GENERATOR POWER OPERATED RELIEF
VALVES, AND THE REACTOR COOLANT SYSTEM CHARGING FLOW CONTROL VALVE COULD HAVE
ADVERSELY AFPFECTED THE ABILITY TO SAFELY SHUT DOWN THE PLANT IN THE EVENT OF A
FIRE. FINAL ANALYSIS RESULTS MAVE INDICATED THAT IF THE FIRE-INOUCED SPURIOUS
OPERATIONS OF THESE COMPONENTS MAD OCCURRED, THEN THE ABILITY TO SAFELY SHUT DOWN
THE PLANT WOULD NOT HAVE BEEN ADVERSELY AFFECTED. IT APPEARS THAT THESE POTENTIAL
SPURIOUS OPERATIONS OF CONCERN WERE NOT COMPLETELY ADDRESSED IN THE “TROJAN
NUCLEAR PLANT 10 CFR 50 APPENDIX R REVIEW" AND ITS IMPLEMENIING PROCEDURES. THE
ROOT CAUSE OF THE EVENT WAS INADEQUATE CONTROL OF CHANGES TO THE SPURIOUS
OPERATION ANALYSIS AND ITS IMPLEMENTING PROCEDURES ANALYSIS AND PROCEDURE CHANGES
MAVE BEEN IMPLEMENTED TO ADDRESS THE SPECIFIC DEFICIENCIES. LONG TERM CORRECTIVE
ACTIONS INCLUDED CHANGES TO THE ADMINISTRATIVE CONTROLS FOR ANALYS1S AND
PROCEDURE REVISIONS AND THE ESTABLISHMENT OF A CENTRALIZED FIRE PROTECTION
g:g%;;f%{:g‘GQDUP. THE EXISTENCE OF THE DEFICIENCIES MAD MINIMAL SAFETY

1133 TROJAN DOCKET 50-344 LER 91-011 REV 01
UPDATE ON POTENTIAL DEGRADATION OF ELECTRICAL PENETRATION ASSEMELY MODULE SEALS.
EVENT DATE: 0510917 REPORT DATE: 102891 NSSS: WE TYPE: PHR

VENDOR: AMPHENOL
PARKER PACKING COMPANY

(NSIC 223315) ON MAY 10, 1991, THE TROJAN NUCLEAR PLANT WAS IN MODE 6, FOLLOWING
THE RELOADING OF FUEL IN THE REACTOR VESSEL, DURING THE 1991 REFUELING AND
MAINTENANCE OUTAGE. NUCLEAR PLANT ENGINEERING PERFORMED AN EVALUATION OF THE
POTENTIAL DEGRADATION OF ELECTRICAL PENETRATION ASSEMBLY (EPA) SEALS ‘ND
DETERMINED: (1) LUBRICANTS USED TO INSTALL THE SEALS IN ACCORDANCE WITH ORIGINAL
MANUFACTURER 'S RECOMMENDATIONS MAY CAUSE SEAL DEGRADATION; AND (2) THE SEAL
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‘1:') WOLF CREEK 1 DOCKET 50-482 LER 87-061
AILURE TO RECOGNIZE THWE EMERGENCY DIESEL GENERATOR VENTILATION SYSTEM AS
SSENT Ag FOR EMERGENCY Di;lgt GENERATOR OPERABILITY.
VENT DATE: 031287 REPORT DATE: 111191 NESS: WE TYPE: PWR
VENDOR: I1T7-BARION

WESTINGHOUSE ELECTRIC CORP.

(NSIC 88'3;" N 2/6/91, 1T WAS DETERMINF™ THAT THREE SEPARATE SITUATIONS

<

8)
INVOLVING : ERGENCY DIESEL GENERATO®  _0) BUILDING VENTILATION 3.,STEM MAY
MAVE GAUI;O DGS A OR B TO BE INOPERAB! . THE FIRST SITUATION INVOLVED THE
REMOVAL OF THE MOTOR TO EDG VENTILATION SUPPLY FAN FaM01B, ON 8/12/87. Nv

8/15/87, COMO1B WAS RESTORED TO OPERABLE STATUS. Thg SECOND EVENT INVOLVED A
FROCEDURE CMANGE, INITIATED ON 8/39/88, PLACING THE MANDSWITCMES T0 EDG
VENTILATION SUPPLY FANS CONMOIA & B IN ’UL%-TO-LDC& WITHOUT %' . "LEMENTING PROPER
CONPENSATORY O TOR ACTIONS. THIS PROCEDURE WAS CORRECTED IN AUGUST 1990. THE
THIR ;:zgf !N'OLV?D CLAMPING EDS ROOM “A"™ RECIRCULATION AIR DAMPER GMDOOS IN ITS
NON-SA ARDS POSITION l;fﬂllﬂ 7717788 AND 4/28/90., A SUBSEQUELT EVALUATINN
CONCLUDED THAT THE FIRST TWO SITUATIONS RENDERED THE EDGS INOPERAB!*  TME w007
CAUSE FOR THESE EVENTS STEMS FROM PERGONNEL FAILING T0O RECOGNIZE 1v... THE EDO
VENTILAVION SYSTEM 18 ESSENTIAL TO OPERABILITY OF THE EDGS. SINCE THE TIME THESE
EVENTS OCCURRED, ADMINISTRATIVE GUIDANCE MAS BEEN REVISED T0 INCLUDE THE EDG
VENTILATION SUPPLY SYSTEM AS ESSENTIAL FOR EDG OPERATION.

;1&.) WOLF CREEK 1 DOCKET S0-482 LER 91-018
ROCEDURAL INADEQUACY AND FAILURE TO FOLLOW PROCEDURES LEAD TO FAILURE TO REMOVE
TEMPORARY FILTER RESULTING IN RESIDUAL MEAT REMOVAL PUMP INOPERABILITY.

EVELT DATE: 090781 REPORT DATE: 100791 NSSS: WE TYPE: PUR

(NS.o 223105) BETWEEN SEPTEMBER 7, 1991, AT APPROXIMATELY 0900 CDT, AND SEPTEMBER
9, 1997, A" APPROXIHATELY 0R30 CO*, A TEMPORARY FILTER WAS IN PLACE ON THE 1KTAKE
TO THE RESIDUAL HEAT REMOVAL (RHR) PUMP ROOM “A™ COOLER S0 THAT THE ROOM COOLER
COVLD BE PERIODICALLY OPERATED DURING PREPARATIONS FOR THE APPLICATION OF
DECONTANINATION COATINGS IN THE ROON. SUBS®QUENT EVALUATION DETERMINED THAT WITH
A DIRTY TEIPORARY FILTER IN PLACE, THE DESIGN HEAT REMOVAL FOR THE ROAM COOLERS
COVLD NOT BE OBTAINED, ALTHOUGH THIS EVENT DID NOT RESULT IN A TECHNICAL
SPECIFICATION VIOLATION SINCE BOTH RHR FUMPS WERE NOT INOPERABLE SIMULTANEOUSLY
NOR WAS ONE RHR PUMP INOPERABLE FOR MORE THAN 72 WOURS, IT WAS DETERMINED THAT A
VOLUNTARY LICENSEE EVENT REPORT (LER) WOULD BE SUBMITTED. THE ROOY CAUSES OF
THIS EVENT ARE PROCEDURAL INADEQUACY AND FAILURE T0 FOLLOW PROCEDURES. THE
WORKERS HAVE BEEN COUNSELLED ON THE IMPORTANCE OF FOLLOWING ALL THE STEPS IN TME
PROCEDURES. ON SEPTEMBER 16, 1991, THE PROCEDURE KAS REVISED T0 INCLUDE AN
:::%¥2:10N OF POTENTIAL IMPACTS OF THE ACTIVITIES ON SYSTEMS THAT REMAIN IN

[141) WOLF CREEK 1 DOCKET 50-4b2 LER 91-018
CONTAINMENT PURGCE ISOLATION AND CONTROL ROOM VENTILATION ISOLATION CAUSED BY WIGM
CABEOUS ACTIVITY DURING CONTAINMENT PURCE.

EVENT DATE: 100291 REPORT DATE: 102891 NS5S: WE TYPE: PWR

(NSIC 223302) ON OCTOBER 2, 1991, AT 0382 CDT, SHORTLY AFTER INITIATION OF A
CONTAINMENT PURGE, A CONTAINMENT PURGE ISOLATION SIGNAL AND CONTROL ROOM
VENTILATION ISOLATION SIGNAL WERE GENERATED BY SIGNALS FRON THE GASEOUS CHANNELS
OF THE CONTAINNENT PURGE RADIATION MONITORS, GT RE-22 AND GT RE-33, ALL REQUIRED
ENGINEERED SAFETY FEATURES EQUIPMENT RESPONDED PROPERLY TO THE SIGNALS. AFTER
CONFIRMING THERE WERE NO UNUSUAL RADIOLOOICAL CONDITIONS IN CONTAINMENT, THE
PURGE WAS RE-ESTABLISMED AT 0713 CDT WITHOUT FURTHER INCIDENT. THE ROOT CAUSE OF
THIS EVENT 1S FAILURE 70 FOLLOW PROCEDURES BY LICENSED CONTROL ROOM OPERATORS. TO
PREVENT RECURRENCE, THE CONTROL ROOM OPERATORS WHO WERE INVOLVED IN THIS EVENT
WERE COUNSELED ON THE IMPORTANCE OF USING ALL AVAILABLE RESOURCES, INCLUDING
FROCEDURES, WHEN RESTURING SYSTEMS TO OPERATION RATHER THAN RELYING ON MENORY,
EVALUATIONS OF ALTERNATE VENTING METHODS WILL BE COMPLETED AND ANY NECESSARY
CHANGES TO THE VENTING PROCESS WILL BE IN PLACE BEFORE THE NEXT VENTING OPERATION
18 SCHEDULED IN REFUELING OUTAGE VI,



142) WOLF CREEK 1 DOCKET S0-4B2 LER 91-019
RETTING BEIWEEN GRID STRAP AND FUEL ROD KESULTS IN BROKEN FUEL ReD.
EVENT DATE: 101191  REPORT DATE: 110691 N5SS: WE TYPE: PKR

VENDOR: WESTINGMOUSE ELECTRIC CORP.

(NSIC 223387) ON 10/11/81, AT 0340 COT, DURING FUEL OFF-LOAD OPERATIONS, CONTROL
ROON OPERATORS WERE NOTIFIED THAT A BROKEN FUEL ROD MAD BEEN IDENTIFIED IN FUEL
ASSEMBLY F31 LOCATED IN CORE POSITION L-9. SUBSEQUENTLY, if WAS DETERMINED THAT
THE FUEL ROD WAS BROXKEN IN TWO LOCATIONS RESULTING IN A SEGMENT APPROXIMATELY
FOUR INCHES IN LENGTN. ADDITIONAL INEPECTION ACTIVITIES RESULTED IN THE
DISCOVERY OF FUEL DEFECTS IN FUEL ASSEMELIES FOB AND F17 AND ADDITIONAL DEFECTS
IN FUEL ASSEMBLY F31. FROX THE INVESTIGATIONS AND EVALUATIONS CONDUCTED
GR1D-TO-ROD FRETTING WAS BEEN IDENTIFIED AS THE PRINCIPAL FAILURE MECHANISM AND
APFEARS 17 *AVE OCCURRED SOLELY IN TME SECOND CYCLE OF THE FUEL ASSENBLIES'
OPERATION. eXTENSIVE INVESTIGATION WAS BEEN UNSUCCESSFUL IN IDENTIFYING THE ROOT
GAUSE FOR THIS FAILURE MECHANIS.

{143 WPPSS 2 POCKET 50-397 LER 89-001 REV &
UPDATE ON UNANALYZED FAILURE MODES FOR CONTAINMENT NITROGEN SYSTEM CAUSED BY
INADEQUATE DESIGN FROCEDURES.

EVENT DATE: 011289  REPORT DATE: 111491 NSSS: CE TYPE: BWR

(NSIC 223440) ON JANUARY 12, 1989, DURING AN ENGINEERING EVALUATION OF THE
CONTAINMENT NITROGEN INERTING (CN) SYSTEM, FOUK NEW UNANALYZED FAILURE MODES WERE
DISCOVERED. THESE FAILURE MODES ALL WAVE TME POTENTIAL T0 IMPACT SAFETY RELATED
EQUIFMENT REQUIRED TO AITAIN SAFE SHUTDOWN OF THE REACTOR. A SUMHMARY OF THE
FAILURE MODES 1S AS FOLLOWS: 1) FAILURE MODE 1 - LOSS OF AUXILIARY STREAM OR
PRESSURE CONTROL TO THME “MIGH FLOW" NITROGEN LINE, 2) FAILURE MUDE 2 - A BREAK IN
THE "LOW FLON" NITROGEN LINE OR LOSS OF ELECTRIC HEATER ON THE "LOW FLOW" LINE 3)
FAILURE MODE 3 - A TORNADO MISSILE CAUSES FAILURE OF LIQUID NITROGEN STORAGE TANK
AND/OR ASSOCIATED PIPING &) FAILURE MODE & - NON-MECHANISTIC RUPTURE OF L!%Utb
NITROGEN STORAGE TANK OR LIQUID LINES BENEATH THE TANK. FAILURE MODES 1 AND 2
INVOLVE POTENTIAL DAMAGE TO SAFETY RELATED COMPONENTS DUE TO CONTACT WITH LIQUID
NITROGEN AND/OR LOK TEMPERATURES. FAILURE MODES 3 AND & INVOLVE THE POTENTIAL FOR
OXYGEN STARVATION OF ALL THREE DIVISIONS OF EMERGENCY DIESEL GENERATORS UNDER
CERTAIN LOW PROBABILITY GONDITIONS. IMMEDIATE CORRECTIVE ACTION WAS TO MODIFY
PROCEDURES TO REQUIRE ADDITIONAL OPERATOR COVERAGE AND PROVIDE SPECIFIC GUIDANCE
T0 ENSURE CORRECT RESPONSE TO FAILURE MODE CONDITIONS. THE RODT CAUSE OF TME
EVENT WAS DETERMINED TO BE INADEQUATE DESIGN PROCEDURES.

[ 144) WPPSS 2 DOCKET S0-397 LER 91-028
CONTAINMENT AIRLOCK SEAL TEST NOT PERFORMED IN ALLOWABLE TIME PERIOD.
EVENT DATE: 093091 REPORT DATE: 103091 NSS§S: GE TYPE: BWR

(NSIC 223308) ON SEPTEMBER 30, 1991 AT 1036 HOURS THE CONTAINMENT AIRLOCK DOOR
SEAL LEAKAGE TEST REQUIRED BY TECHNICAL SPECIFICATION 3/4.6.1.3 WAS NOT PERFORMED
WITHIN THE AL'OWABLE SURVEILLANCE INTERVAL. THIS IS A DEVIATION FROM THE PLANT'S
TECHNICAL SPZCIFICATIONS AND IS REPORTABLE IN ACCORDANCE WITH THE REQUIREMENTS OF
10 CFR £0.7 3CAX(2)(I)(B). WNP-2 ENTERED MODE 2 FROM MODE 4 AT 1636 HOURS ON
SEPTEMBER 26, 1991. FROM THAT TIME THE PLANT HAD 72 HOURS (PLUS 25% OR 18 HOURS)
T0 COMPLETE THE REQUIRED AIRLOCK SEAL TEST. THE TEST WAS COMPLETED APPROXIMATELY
FOUR HOURS AFTER EXPIRATION OF THE TECHNICAL SPECIFICATION ALLOWED SURVEILLANCE
INTERVAL BUT WITHIN THE 24 MOUR PERIOD PROVIDED IN ACTION STATEMENT 3.6.1.3.C.
THE ROOT CAUSE OF THIS EVENT 1S PERSONNEL WORK PRACTICES LESS THAN ADEQUATE IN
THAY AN INTENDED OR REQUIRED VERIFICATION WAS NOT PERFORMED. A PROCEDURALLY
REQUIRED VERIFICATION THAT THE AIRLOCK SEAL TEST BE PERFORMED IN THE ALLOTTED
TIME PERIOD WAS NOT SATISFIED. CORRECTIVE ACTIONS INCLUDE: 1) IMMEDIATE
PERFORMANCE OF THE REQUIRED TESTING WITHIN THE ACTION STATEMENT TIME
REQUIREMENTS; 2) DEVIATIONS TO PLANT STARTUP PROCEDURES TO INCLUDE SPECIFIC
GUIDANGE AND REQUIREMENTS TO ENSURE THE TEST IS PERFORMED PRIOR TO ENTRY INTO THE
APPLICABLE OPERATIONAL CONDITION; AND 3) THIS LER WILL BE REQUIRED READING FOR
OPERATIONS PERSONNEL.






PAI: OF THE LSS WHO INSTRULTED THE UNIT OPERATOR TO PERFORM POST MAINTENANCE

V!l '!CAT‘ON ON THE WRONG SAMPLE VALVE. THIS EVENT WAD MINIMAL SAFETY

IFICANCE. CORRECTIVE ACTIONS INCLUDED COUNSELLING THE LFS, REVIEWING THE

EVENT WITH ALL OPERATING DEPARTMENT PERSONNEL, REVIEWING THE SELF CHECK PROCRAM
TH!“gPlIAT NG DEPARTMENT, AND PERFORMING A MUMAN PERFOMMANCE EVALUATION

YSTEM (MPES) REVIEW ON THE INOPERABLE EQUIPMENT PROCESS TO IDENTIFY WHAT

MPROVEMENTS NEED TO BE MADE.

48] ION 2 DOCKET 50-304 LER 91-006
ESSURIZER COOLDOWN RATE IN EXCESS OF 200F/MR.
EVENT DATE: 093091 REPORT DATE: 10309 NEES: WE TYPE: PHR

(NI‘:‘lt’;l.) ON 9/30/91 AT 0328 HOURS, THE UNIT OPERATORS WERE PERFORMING
CENERAL OPERATING PROCEDURE (GOP)-4 PLANT SHUTDOWN AND COOLDOWN. THE UNIT
OPERATORS WERE ATTEMPTING T0O COOL DOWN THE PRESSURIZER WHILE AT THE SAME TIME
TAKE THE PRESSURIZER TO A WATER SOLID CONDITION USING CHARGING FLOW GREATER THAN
ETDOUN FLOW TO IN Il‘l: THE REACTOR COOLANT SYSTEM (RCS) INVENTORY. THE HIGH
ATE OF CMARGING FLOW RESULTED IN DIFFICULTY IN CONTROLLING RCS PRESSUR® LiNING
THIS gVO UTION OPERATOR VERIFICATION SUBSEQUENT TO THIS EVENT SHOWED PRESSU)'ZER
LIQUID SPACE TEMPERATURE DECREASED FROM 421F AT 0328 70 214F AT 0428. THIS 18 IN
XCESS OF TECMNICAL SPECIFICATION 3.3.2.D COOLDOWN LIMIT OF 200 F/HOUR., THIS
VENT WAS CAUSED BY INADEQUATE PROCEDURAL GUIDANCE, AN EVALUATION DETERMINED THAT
HE PRESCURIZER STRUCTURAL INTEGRITY WAS NOT COMPROMISED BY THE HMIGH COCL DOWN
RATE. THE HEALTH AND SAFETY OF THE PUBLIC WAS NOT AFFECTED, CORRECTIVE ACTIONS
zniuugg PROCEDURE CHANGES TO GOP-4, ENMANCED CLASSROOM AND SIMULATOR TRAINING ON
PRESSURIZER COOLDOWN, AND REVIEWING THE EVENT WITH THE OPERATING DEPARTHENT.



LE]
COMPONENT INDEX

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

ACCUMULATORS 138 FILTERS 23, 102, 140
ATTERIES & CHARGERS 2 u:. 72, 9 FIRE 100
g G 28, 85, 87, 107 FIRE rnottcxxou 38
RS 35, 60, Ol 131 FLOK 17, 24, 40, 44, 89, 63, 69, 76,
6: tl 41, 62, 06, 16: fou, 132, 137
tt 65, 66 9 6 $4, 408, 120, FLOW. n:ciacvu&t:ou 79, 137
24, 147, 4:0 FLUX otntutivrxon 2, 4B, Bu, 79, 94,
entati AND eenntereas n 95, 134
9. z, . ss. 36, 50, ui iv 6: FUEL ILtHENTI 1, 18, 81, 142
“ ‘ iz 01 93, 94, 10%- 106 ;xst 18, aa. 84, 55, 94, 106, 109
connuﬁtcAtlon s&nrtn 1:1 azutAArbn D!!lt& 4y 10, 1:. 13, 30,
1 29, 30, 54, 39, 33 128, 127, 139
61 §oi io 137 4é e:n:natbu nb ou 7, 1£o 12’
conrértn o:éztAL 51, 04, 99 ntar zxcnkuozns 6, 18, ia 24, 26, 47,
caurnxnnknt AIR LOCK 39, 97, 131, 144, 98, 121, 130, 134, 187
146 nturta: 88, 102, 143
CONTAINMENT SUMP 17 MYDRAULIC SYSTEM 24, 138
couraacron r:asonutu 16, 19 INDICATORS 2, 7, 11, 12, a; 1820
9, nz 96 1o$. 140, 112, 24, 28, 36, 41, ub. B0, 53, 58, si
119 1£z *a 33 63. 67, 73, 76, 77, 79. B, 92, 94
conrabn 1.7, 40 13. 17, 24, 40, 44, o8 99 106, 106 ioo AMFALS 116,
7 $9, 60, 63, 69, 76, 79, ‘86 116, 118, 123, 147, 1
i 104, 108, 118, 120, 1!0. f32, IwsTROMENT' L:n: z« aa 43 138
5 INSTRUMENT, A 89, 43, & %oo
courabn ruuturaocn 34, 41, 66 INSTRUMENT, AHPL!'!!I 1%
CONTROL ROD natv:s 11 g8, 119 INSTRUMENT, CONTROL 42
CONTROL aooc 16 i19 INSTRUMENT, CURRENT 1zo
CONTROLLER 60, 1! 1:7 INSTRUMENT, FLOW 239
COOLING o:vxct 6, 21, 62, 136 xnsravu:nr INTERLOCK 1 14, 62, 63,
DEMINERALIZERS 108 fus
°2§u53:' }23' 126, 131, 146 xusrﬁunzﬁr Lxeuxo LEVEL 32, 43, 74,
DRIVE 21, 29 as. 108, 107 xnsrn&nzur rosxt:on 10, 52, 79, 89,
lLtcrnzc io ER 7. 13, 18, 21, 33, as 1086 18
~1 63, 68, 66, 72, 77 xusraﬁnzur IATI or cuuncz 66
ou 106 120, 121, 1:7 6 INSTRUMENT . SPEED 130
:L:ciuonic rvﬁctxoﬁ uNIts 1; 28, xnsraua:ur SWITCH i 14 18, 21, u:.
B4, 94, 106 16' f37 ' 43 65, 67, 73, lo ‘86, 92, 100,
tNuxﬁts .nrtuuat ccntusriou fo, 12, 106 106 120, 424
13, 88, 38 INSTRUMENT, rtbr:no 1: 107, 109, 121
:euxin:n* 68 INSTRUMENT, VOLTAGE 13, 109, 120, 129
FAILURE 6ut~§ 1: 11 29, %0, INSTPUNENTS, nxsc av 77, 118
54 36, 61, 69, ios-io 137, xnsvuarxon os
14é INVERTER is
FAILURE, tnu:.atnr 1 1o 13 13 1: so. Lxcxns:n or:taroi 11 1: zu 38
39-41, 43-47 g4, 67, 3 43, 81, 63,6 &o 6 9, 92,
so oi os, 6: 60 &o-vi 7685, woi 16:. fow, ‘114, 118, 1;1 1705132,
96-99. 101~ 16: 141 1u7 148
10‘-316 1i~ i1' 4:2. 124-148 noroab ., 31 23, 18 60, sz.
FAILURE, INSTROMENT 1116, 18-21, 1o 71 108, 16a. *:
23, 24, 28, sz 34 6 ic 41-43, ug- N:urﬁon 2 60 io 76, 94, 98, 11: 194
60, 52, 53, 85, 86, oi 63, 65- si 7: NONLICENSED 0 tuArén 4o
7u, 76, 77. 79-81, 86, a9, 91, OPERATOR ACT!ON 17, 22, :o 2,
100-102, Y04-109, 111113, 116 33, 385, 50, 60, &z 69, 72
11& 130 181, 123, ia 129, 130, 87, e0. 92, 96, 97. 99, 100, 16: 6»4,
184, 138 139, 141, 146 113, 136, 137, 143
'“{k"&§$ irt ‘2‘ v‘“z« zt. 4o, 44, 50, rtn:riAtxon 9,' 39, 71, 97, 131, 1us,
FAILURE tvsinc éa, 157 rtntrnar:ou FLECTRICAL 133
rasrzn:i &, 21, 33, 79, 90, 91, 103, PENETRATION. PIPE 9, 71

’
110, 138 PIPES AND PIPE FITTINGS &, 24, 26, 30,



84
COMPONENT INDEX

r:rln AND PIPE FITTINGS &0, 44, 80, 60,
135, 149, 143, 145
ru:uﬁa:xc’swlttn 8 44, 69, 96, 110,

1.

PRESSURE DROP
PRESSURE RELIEF Il 46, 75, 110, 122

PRESSURE VESSELS 9 108

PRESSURE SN!ERNAL 10

ru::svax!za aa 7, 1:0 132, 148

PUMPS i7, 26 24, su.
62 76 51 5. 90. 82, &7, Y09,

124 1£~ 136

uAgxafzon ﬁonxtbas zo s, 3 83,
1z£ 81, 92, 106, 112, 115, 1§s

u;ncr 7 03
CORDERS aa 11 101

I!L:;l 7, 13, 62, 63, 66, 79, 109, 120,
IIBPDNII T!Rl 12

ltAL , 82, 88, ©7,
1:i 15:. i:

stuibn: iL , 7, zi 30 us, 67, 77,

stus&us Ltv:s 7, 11, 12, 19, 24, 32,
78, 74, 117,

ltﬂl6ll. PRESSURE’ &3, 111, 117, 127

otnson:. TENPERATURE 16, 21, 49, 101,

lll'ﬂﬁlﬂﬂhﬂ!‘ﬂ "8, 108, 137

SHOCK AIIORIER Lo, 48

SMOKE

lOklﬂOlD 32. 39, 62, 63, 69, &8, 08,

32

'°¥§3 STATE DEVICE 7, 16, 28, 94, 106,
STEAN GENERATOR 18, 24, 47, &3, 98,
STORAGE CONTAINER &3, 87, 118, 143

7
SUPPORT § TIUCTURC 80, 105, 138, 145
SYSTEM CAPACITY
TOXICITY 61, ”
TRANSFORMERS 33, 137
TUBING ’l. 137
1’ Cz 70 7

VALVE o@:&&roni 24, 88 oy wh N
47 69, io 's oi 160. 110,
128, 16: 138, 137) 139

VALVE CHECK

VALVES a l 1 =10, 17, 24, 28 32,
35, 39, 4o, 47, Bu, b9 &

o:. 68-70 7; 50 6 6 i 6 6

103 i 106 1%0. i 1w, 122, 6-

1:‘ 130-132. 135°139, 141, 143, 1us
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KEYWORD INDEX

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

ACCUMULATORS 138
ACTUATOR 24, 28, 36, 49, 88, 87, 60-
$z’ ¢|£711, 74, 99, 107-108, 191,

19, 1

AU IINESTRATIVE PERSONNEL ERROR - SEE
FAILVRE, ADMINISTRATIVE CONTROL

Ag: EFFECT - SEE EFFECT, AGE

A 136
AIR/STEAM BINDING 32, 78

ANNUNCIATORS 6, 18, 17, 18, 24, 29
:z‘ a9, 41, &b, uh, 83, 99, 145, 11e,
UATIC ORGANISM 136
KANSAS NUCLEAR 1 (PWR) : .

ARKANSAS NUCLEAR 2 (PWR)
ARNOLD (BWR) 8
AUXILIARY 6, 18, 17, 18, 24, 38, 40,
47, 60, 62, 63, 75, 79, 109, 10,
121, 180, 137, 140
PATTERIES & CHARGERS 2, 48, 72, 93
BEARING 28, 85, 87, 107
EAVER vALLEY 1 (PWR) 4, &
EAVER VALLEY 2 (PWR) 6
BLOVDOWN &9
BLOWERS 385, 60, 65, 131, 139
BREAKER 13, 18, 35, 41, 63, 68,
z:‘ 77, 91, 94, 108, 120, 121.

2
:aouus FERRY 1 (BWR) 7
ROWNS FERRY 2 (BWR) @8
BRUNSWIZK 1 (BWR) 1
BRUNSWICK 2 (BWR)
BUILDING 3, 6, 8

38, 40, 41, 63

82, 85, 99 106‘

66
127,

9, 10
19-13
, 21, 26, 27, 30, 36,
9 .:Ga.o‘o:,'1=:' ::i
:2g. 129, 131, 138, 437, w0, ey,

BUILDING/SSF 27, 40, 60, 126, 140

BUILDING/TSF &0, 75 82

BWR REACTOR - SEE REACTOR, BUWR

BYPASS 137

CABLES AND CONNECTORS &, 8, 13, 18
19, 22, 3%, 35, 36, 80, :f' 57, 62

63, 70, 79, 90, 91, 93, 107-108,
120, 127, 129, 134

CALIBRATION 2,3, 7. 14, 16, 18, 25,
29, 37, 39, 42,43, 46, w8, 4o, B1.
52, B4, 56, 57, 63, 64, 66, 67, 72
73. 75-77, 81, 83, 87, 09, 101, 104,
10b4, 107,"109, 119, 194, 18, 121,
127, 128, 144, 147

CALLAWAY 1 (PUR) 14

CALVERT CLIFFS 1 (PWR) 18

CATAWBA 1 (PUR) 16-22

CATAWBA 2 (PKR)

CLADDING FAILURE
CLADDING

CLINTON 1 (EWR) 23

COMANCHE 1 (FUR) 24, 25

COMMUNICATION SYSTEM 131

COMPONENT COOLING SYSTEM 49, 66, 68,

16, 17, 20, 21
-'see ratLure,

COMPONENT COOLING SYSTEM/TSF 68, 82
COMPONENT
COMPONENTS 23, 29, 30, 84, 89,
§1, 101-103, 137, ué
conpUTER, DIGITAL 81,
CONCENTRATION 72
17, 19, 29, 43, K0, 96
CONNECTICUT YANKEE (PWR) 26-29
CONSTRUCTION 35
36, 39, 40, b0, 88, 88, 60, 64, 66
71, 70, 82, 85, 87, 92 10, 112,
1 138,
141 143148
co§z:iun:~r AIR LOCK 39, 97, 131, 144,
CONTAINMENT ISOLATION 8, 9, 14, 32
39, 42, 49, 56, 85, 96, 97, 103, 107,
CONTATNMENT PURGE 13, 66
CONTAINMENT SPRAY 69
CONTAINMENT SUMP 17
CONTAINMENT/TSF 64, 118
16, 26, 40, 70,
78, 86 107, 140-142
1"
23, 83, 34, 59, 82, 96, 110, 142,
117, 182
24, 36, 4o, 'w1. w4, 47, B2, B3, S9-
61, 63, 65, 66, 69, 76, 79, B2, €6,
148, 1 4, 123, 129, 130, 192,
138, 136, 141, 143
CONTROL ROD DRIVES 11, 31, 37, 84, 88,
118-121
16, 31, 119
CONTROL SYSTEM 7,
31, 84, 42, 47 69, 70, 79,8
128, 127, 188,

COMPONENT FAILURE - SEE FAILURE.
61, 69, 78
B4, 99
CONDENSATION 9,
3
CONTAINMENT 3, 8, 13, 14, 23, 32, 33,
97
16, 147, 418, "129, 131-128,
CONTAINMENT ATMOSPHERE 13, 66, 92, 143
129, 138, 4131, 133 1ub, b6, 147
CONTAINMENT SPRAY/SEF 89
cogzanxnar:on 13& 186
CONTRACTOR PERSONKEL 1, §-7, 16
, 126, 133
CONTROL 1, 7, 8, 10, 13, 18, 17, 21,
89, 92, %9, 100, 102-104, 106, 108,
116,
CONTROL PARKEL/ROOM 34, 41, 66
ey
CONTROL RODS
16, 19, 22, 24, 28,
52
89, 104, 118, 121,

g8
13%

CONTROL SYSTEM/SSF 22

CONTROLLER 1, 60, 125, 127

COOK 1 (PWR) 30, 31

COOK 2 (PKR) 30

COOLANT PURIFICATION SYSTEM 13, 32,
33, 35, 40, 42-44, 49, 66, 68, 77

78, 82, 107-109, 124, 127, 129, 132
°°$§é"’ PURIFICATION SYSTEM/SSF 109,
COOLANT PURIFICATION SYSTEM/TSF &3,

€6, 78, B2, 124
cooLing ‘66, 136
COOLING DEVICE 6, 21, 136
COOLING SYSTEM, SECONDARY 6-8, 13, 18,

17-19, 24, 26, 28, 42, 47, 62, &

€6, 69-71, 79, 83, 65, 96, 98, 103,

109, 111, '117) 120, 121, 127, 13%0,
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KEYWORD INDEX

FIRE PROTECTION/SSF 27, 26 INDICATORS 105, i°., 109, 111-1

FLAW 8, 85 118, 116, 11°. 123, 127, 134,

FLOOD 9, 17, 19, 21, 43, 50, 96 INDUSTRY, NUCLL R 86, 124

FLOW &, 6-10, 12, 15, 17, 20, 21, 24, INSPECTION 7, ©, 13, 16, 18, 19, iz,
26, 27, 29, 30, 32, 33, 35, 40, 44, 25, 26, 32, 35, 40, 42, 45, 46, 57
47. 59, 60, 62, 63, 65, 67-71, 73 59. 66-68, 72-77, B0, 81, 83, 85, .8,
74, 76, 78, 82, 88-87, 93, 100, 102- 91, 98, 100, 102 107, 109-111, 113,
104, 108, 109, 122, 124, 130-132, 119, 121, 124, 125, 130, 133-1ds,

136, 139, 140 138 139 142, 145, 146

FLOW BLOCKAGE &, 6-10, 12, 18, 17, 20, INSTALLATION ERROR - SEE FAILURE,
51, 26, 27, 29, 30, 32, 33, 3s, 47, INSTALLATION ERROR
59, 60, 62, 63, 5, 67, 68, 70, 71 INSTRUMENT FAILURE - SEE FAILURE,

73, 74, 78, 82, $5-87, 92, 100, 102, INSTRUMENT
108, 168, 109, 122, 124, is0, 131, INSTRUMENT LINE 24, 32, 43, 77, 138
136, 139, 140 INSTRU..INT, ABNORMAL INDICATION 2, 8,
FLOW, RECIRCULATION 62, 104, 137 7, 11-13, 15, 16, 18-20, 22-24, 28
FLUX DISTRIBUTION 2, 18, 48, 50, 94, 31-94, 46, 36, 44, 43, 47, 49-51, 83,
o5, 113, 134 55, 57, 58, 61-63, 65-67, 69, 73, 74,
FT. CALMOUN 1 (PWR) &9-51 76, 77, 79°81, B4, 86, 92, 94, 9§
FUEL ELEMENTS 16, 18, 26, 51, 53, 55, 99-102 108-109, 111-113, 116, 119,
66, 131, 142 120, 121, 123, 128, 127, 129, 130,
FUEL, FOSSIL & 134, 137, 138
FUEL. FOSSIL/SSF & INSTRUMENT ALARM 8, 15, 17, 18, 24,
FUSE 15, 33, 34, 55, 94, 106 29, 31, 39, 41, 43, 44, 53, 99, 100,
GAS 61, 99 118, 116, 14y
GENERATOR, DIESEL &, 10, 12, 13, 30, INSTRUMENT . AMPLIFIER 16
33-35, 125, 127, 139, 143 INSTRUMENT. CONTROL 42
GENERATOR, MOTOR 120, 129 INSTLUMENT, CURRENT 120
GENERATORS 19, 24, 28, 47, 70, 79, 94, INSTRUMENT. FLON 3¢ 77
o5, 121, 130, 135, 137 INSTRUMENT. IN CORE 2, 48, 50, 79, 94,
GRAND GULF 1 (BWR) 82 95, 113, 134
HATZH 1 (ZWR) 53-56 INSTRUMENT, INTERLOCK 14 62, 91, 146
HATCH 2 (BWR) 53, 85 INSTRUME. I, LIQUID LEVEL 32, 43, 74,
HEAT EXCHANGERS 6, 19, 21, 26, 47, 63, 197, 138
e8, 130, 136 INSTRUMENT, NON-NUCLEAR &, 10, 8, 21,
HEATERS 85, 102, 143 39, 63, 77, 86, 90, 94, 101, 102,
HIGH 6, 17, 35, 43, 44, €9, 70, 88, 106, 108, 109, 120, 128, 132, 138,
103, 122, 124, 130, 132, 138, 137, 139
143 148 INSTRUMENT, POSITION 1J, 52, 89, 105,
HIGH RADIATION 115, 141 108, 11
HICH TEMPERATURE 16, 26, 29, 34, 60, INSTRUMENT, RATE OF CHANGE 66
65, 107, 110, 136, 139, 140 INSTRUMENT., SPEED 130
HOPE CREEK 1 (BWR) 57 INSTRUMENT SWITCH 11, 18, 21, 42, 43,
MPCI 10, 12, 67, 85 4%, 65, &7, 73, 80, 86, 92, 100, 107-
HPCI/SSF 12 109, 120, 121, 139
HPCI/TSF 10, 67, 85 INSTRUMENT, TESTING 73, 107, 109, 121
HUMAN FACTORS 7. 15, 22, 23, 25, 29 INSTRUMENT VOLTAGE 13, 109, 120, 129
33, 43, 57, €6, 73, 87, ¥1, 92, 100, INSTRUMENTS, MISC. 39, 77, 118
106, 108, 109, 127, 137, 148 INSULATION &5, 70, 90
HYDRAULIC EFFECT 24, 7%, 77-79, 124 INVERTER B84, 93, 94
HYDRAULIC SYSTEM 24, 135 KEWAUNEE (PWR) 62, 63
HYDROGEN 13, 66, 92, 143 LA SALLE 1 (BWR) 64, 65
IMPACT SHOCK 1, 36 LA SALLE 2 (BWR) 65
INCIDENT, HUMAN ERROR 1-8, 11, 12, 15- LEAK 6, 8-10, 16, 32, 40, &4, 50, 60,
20, 23, 26-30, 33-35, 39, 41, 42, 48- 78, 81, 82, 85, 87, 96, 98, 103, 110,
&2, 56, 57, 59, 60, 62-64, 67, 69, 132, 133, 135, 137, 138, 142, 143,
72, 73, 76-78, 80, 82, 84, 85, 87, 145
89. 90, 92, o4, 96, 97, 99, 101107, LEAK DETECTION 23, 33, 36, 43, 58, 67,
109-112, 117, 118, 121, 122, 124-126, 80, 108, 112
128, 131, 133, 136, 140, 141, 143~ LICFNSED OPERATOR 11, 12, 28, 29, 39,
145 147 41, 43, 51, 64, 78, 89, 92, 101, 103,
INDIAN POINT 2 (PWR) 858-61 104, 114, 118, 121, 130-132, 141,
INDICATORS 2, 11, 12, 16, 18-20, 23, 147" 148
24, 28, 36, 41, 48, 50, 53, 58, 61, LIGHTNING 13, 137

&7, 73, 76, 77, 81, 92, 94, 95, 99, LIMERICK 1 (BWR) 66
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VENDOR CODE INDEX

ALLEN-BRADLEY €O. 100
ALLIS CHALMERS 70

AMERICAN ELECTRIC POWER SERVICE COR 30
AMPHENOL 133

ANCHOR/DARLING YALVE CO. 9, 29

ATWOOD & MORRILL CO., INC. 96
AUTOMATIC SWITCH COMPANY (ASCO) 69, 88
BABCOCK & WILCOX COMPANY 103
BINDICATOR CORP. 14§

BROWN BOVERI 91

BUSSMANN MFG (DIV OF MCGRAW-EDISON) 34
CHICAGO BRIDGE AND IRON COMPANY 146
CLARE RELAYS CO. 31

CLARK CONTROL INC. 34

COMBUSTION ENGINEERING, INC. 8%
COPES-VULCAN, INC. 110

CROSBY VALVE 127

CROSEY VALVE & GAGE CO. 46

DRESSER INDUSTRIES, INC. 83, 108

ELGAR, CORP. B84, 94

FOXBORO CO., THE 117

GENERAL ELECTRIC CO. 7, 23, 65, 79, 129
ITE IMPERIAL CORPORATION 1

ITT GRINNELL VALVE CO INC 89
ITT-BARTON 139

MARATHON ELEC MFG 15

PARKER PACKING COMPANY 1323

POTTER & BRUMFIELD 107

RAYCHEM CORP. 70

ROBERTSHAW CIZNTROLS COMPANY 10
ROSEMOUNT, INC. 74, 117

TARGEY ROCK CORP. 54

TECHNOLOGY FOR ENERGY CORP. 7

TERRY STEAM TURBINE COMPANY 7

TEXAS INSTRUMENTS INC. 7

vx$¥gn:zu INSTRUMENT DIVISION 36, 81,

VOLUMETRICS 3¢

WESTINGHOUSE FLECTRIC CORP. 98, 120,
135, 137, -39, 142

WISCONSIN FAIDGE & IRON 61

WOODWARD JOVERNOR COMPANY 128, 127
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' Ms monm; 'report contains Licensee Event Report (LER) operational information that was

processed int) the LER data file of the Nuclear Safety Information Center (NSIC) during the
ong month period identified on the cover of the document, The LERs, from which this
information is derived, are submitted to the Nuclear Regulatory Conmission (NRC) by nuclear
power plant licensees in accordance with federal regulatfons., Procedures for LER reporting
for revigsions + (hose events occurring prior to 1984 are describaed in NRC Regulatory Guide
1.16 and NUREG- 161, Instructions for Preparation of Data Entry Sheets for Licensee Event

Reports .,
n accordance with the revised rule contained in Title 10 Part 50.73 of the Code of Federal
Regulations (10 CFR 50.73 - Licensee Event Report System) which was published in the Federal
Register (vol. 48, No. 144) on July 26, 1983, NUREG-1022, Licensee Event Report System -

For t!ise events occurring on and after January 1, 1934, LERs are being submitted

Description of Systems and Guidelines for Reorting, provides supporting guidance and
information on the revised LER rule, The LER summaries in this report are arranged
alphabetically by facility name and then chronologically by event date for each facility,
Component , system, keyword, and component vendor indexes follow the summaries. Vendors are
those identified by the utility when the LER form is initiated; the keywords for the
component , system, and general keyword indexes are assigned by the computer using correlation
tables from the Sequence Coding and Search System,

o POELMI N T ALt o s U wORON OEICTOTOR

Licensee Event Report
Sequence Coding and Search System

N svaramgiTy
Tartivane

Systems
s Unlimited

Components

Reactor, PWR

Operating Experience
Reactor, BWR

Event Compilation
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