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AlnirM1

This monthly report contains Licen:.ce lvent Report (llR)
operational inf ormation that was processed into the llR data f ile of
the Nuclear Saf ety inf ormation Center (14510) during the one month
period identified on the cover of the document. The [[Rs, f ron which

this information is derived, are submitted to the Nuclear Regulatory
Commission (t4RC) by nuclear power plant licensees in accordance with
federal regulations, procedures for |[R reporting f or revisions to
those events occur ring prior to 1984 are described in liRC Regulatory
Guide 1.16 and NURlG-0161, InitrKL10RLiur_ffrparAlt9n_0if ala int ry
Shet LLfar._Lk ens et'ly tnllenolls . For those events occurring on and

af ter January 1,1984, [[Rs are being submitted in accordance with the
revised rule contained in Title 10 part 50.73 of the Code of lederal
Regulations (10 CIR 50.73 - licensee lvent Report System) which was
published in the lederal Register (Vol. 48 fio. 144) on July 26, 1983.
NUREG-1022 Licenterlv.cnLBenor1Jritem_:_ Descrini ten eLSy:.t n9s_and
hidtllE!LLfar RepELing, provides support ing guidance and inf or mat ion

on the revised LIR rule.
The LER summaries in this report are arranged alphabetically by

f acility name and then chronologically by event date f or each f acility.
Component, system, keyword, and component vendor indexes follow the

summaries. Vendors are those identified by the utility when the llR
form is initiated; the keywords for the component, system, and general
keyword indexes are assigned by the computer using correlation tables
from the Sequence Coding and Search System. Questions concerning this

report, its contents, or t[R searches should be directed to
W. p. Poore

lluclear Operations Analysis Center
Oak Ridge National laboratory
p. O. Box 2009. Oak Ridge, Ili 37831-8065
Telephone: 615/574 03?S, fl5 tiumber 6?4-0325
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( 1) ARKANSAS NUCLEAR 1 DOCl 50 313 LER 91-009
SAFETY RELATED 430 VAC LOAD CENTERS NOT INSTALLED ... A SEISMICALLY QUALITIED
CONTICURATION DURING INITIAL PLANT CONSTRUCTION DUE TO AN INSUFTICIENT DESICN
DOCUMENTATION REVIEW.
EVENT DATE: 100391 REPORT DATE: 110191 NSSS: BW TYPE: PWR
OTHER UNITS INVOLVED: ARKANSAS NUCLEAR 2 (PWR)
VENDOR: ITE IMPERIAL CORPORATION

(NSIC 223326) ON OCTOBER 3, 1991 DURING AN ELECTRICAL DISTRIBUTION SYSTEM
TUNCTIONAL INSPECTION CH AND-2 IL WAS IDENTIFIED THAT 400 VAC ENGINEERED SAFETY
TEATURES LOAD CENTERS 2B5 AND kB6 WERE NOT IN A SEISMICALLY QVALIFIED
C0!!TIGURATION. TURIHER INVESTIGATION REVEALED THAT B5 AND B6 IN ANO-1 WERE IN THE
SAME CONFIGURATION AS 2BS AND 2B6 IN AN0*2. LIFTING TROLLEYS USED TO ASSIST IN
THE INSTALLATION AND RE!! OVAL OF CIRCUIT BREAKERS WERE !!OUNTED ON THEIR GUIDE AND
SUPPORT RAILS ON THE LOAD CENTERS AND WERE NOT SECURED IN PLACE. IT WAS
DETER!11NED THAT THE SEISMIC QUALIFICATION FOR THE LOAD CENTERS WHICH WAS
PERTORt1FD BY THE VENDOR WAS NOT 00f;E WITH THE TROLLEYS OR THE$R CUIDE RAILS IN
PLACE. THE LIrf!NG TROL (EYS AND RAILS WERE REMOVED AND STORED IN A REMOTE AREA
AFTER DETER 111NING THAT THEY WERE NOT SEISMICALLY QUALITIED THEREBY RESTORING THE
LOAD CENTERS TO A QUALITIED CONFIGURATION. INTERIM CORRECTIVE ACTIONS INCLUDED
THE ESTABLISH!!ENT OF ADMINISTRATIVE CONTROLS TO PREVENT LIFTING TROLLEYS TROM
BEING LETT ATTACHED TO THE SAFETY RELATED LOAD CENTERS AFTER THE PERFORf1ANCE OT
f1AINTENANCE. A MODIFICATION TO REINSTALL THE LITTING TROLLEYS AND RAILS IN A
SEISMICALLY QUALITIED CONFIGURATION WILL BE COMPLETED DURING THE NEXT REFUELING
OUTAGE FOR EACH UNIT.

I 2) ARKANSAS NUCLEAR 2 DOCKET S0-368 LER 91-017
WEEKLY STATION BATTERY SURVEILLANCE TEST NOT PERFORMED WITHIN THE REQUIRED
INTERVAL DUE TO PERSONNEL ERROR.
EVENT DATE: 101191 REPORT DATE: 110891 NSSS: CE TYPE: PWR

(NSIC 223375) AT 0010 ON OCTOBER 11, 1991, IT WAS DISCOVERED THAT THE TECHNICAL
SPECITICATION SURVEILLANCE TEST TOR THE ARKANSAS NUCLEAR ONE UNIT 2 STATION
BATTERIES HAD NOT BEEN PERFORl!ED WITHIN THE MAXIMUll ALLOWABLE TIME INTERVAL. BOTH
BAT 1ERIES WERE DECLARED INOPERABLE AND TECHNICAL SPECIFICATION 3.0.3 WAS ENTERED.
THE TESTS FOR BOTH BATTERIFS WERE CO:1PLETED SATISTACTORILY BY 0830 THREE HOURS
AND EIGHT MINUTES ATTER THE END OF THE ALLOWABLE INTERVAL. THE ROOT CAUSE or THIS
EVENT WAS ATTRIBUTED TO PERSONNEL ERRORS BY ELECTRICAL MAINTENANCE PERSONNEL THAT
RESULTED IN A LACK OF OVERSIGHT OF THE SCHEDULED SURVEILLANCE ACTIVITY. A
CONTRIBUTING FACTOR WAS A FAILURE OF THE SURVEILLANCE COORDINATOR TO COMt1UNICATE
TO APPROPRIATE PERSONNEL THE LATE COMPLETION STATUS OF THE TEST ACTIONS HAVE
BEEN TAMEN TO HIC!! LIGHT SURVEILLANCE TESTS ON THE SHOP SCHEDULE, STANDARDIZE
ASSIGNMENT OF THE DATTERY SURVEILLANCE TO ONE CREW, AND I!1 PROVE C0!!!!Uff! CATION
BETWEft! THE SURVEILLANCE COORDINATOR AND CROUPS PERFORMING SURVEILLANCES. A
" LESSONS LEARNED" TRAINING IS BEING CONDUCTED WITH THE MAINTENANCE STATT OF BOTH
UNITS. Tile SURVEILLANCE PROGRAM WAS REVIEWED AND DETERMINED TO BE ADEQUATE. THIS
EVENT IS REPORTABLE AS AN OPERATION PROHIBITED BY TECHNICAL SPECIFICATIONS
BECAUSE OF THE ENTRY INTO SPECIFICATION 3.0.3.

I 3) ARNOLD DOCKET 50-331 LER 91 011
INADEQUATE INCORPORATION OF TECHNICAL SPECITICATION SURVEILLANCE REQUIREMENTS
DURING DESIGN CHAf;GE REVIEW CAUSES HISSED VERITICATION OF FLOWPATH TO FIRE HOSE
STATIONS.
EVENT DATE: 101791 REPORT DATE: 111491 NSSS: GE TYPE: BUR

(NSIC 223435) ON OCTOBER 17, 1991, WHILE OFERATING AT 100% REACTOR POWER, IT WAS
FOUND THAT SIX VALVES IN THE FLOWPATH TO THE SAFETY RELATED HOSE STATIONS WERE
NOT VERIFIED OPEN UNDER SURVEILLANCE PROCEDURES AS REQUIRED BY TECHNICAL
SPECITICATIONS. SYSTE!! WALKDOWN A!;D DRAMING REVIEUS. WERE COMPLETED TO ENSURE ALL
Ot11TTED VALVES WERE IDENTIFIED. IN EACH CASE THE VALVE WAS TOUND TO BE IN THE
FROPER POSITION. THE 110NTHLY SURVEILLANCE TEST HAS BEEN 110DIFIED TO INCLUDE THE
SIX OMITTED VALVES. THIS EVENT HAD NO AFTECT ON THE SAFE OPERATION OT THE PLANT.

l
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! 41 BEAVER VALLE7 1 DOCKET 50-334 LER 91-027
INSUFFICIENT DIESEL GENERATOR FUEL OIL SUPPLY.
EVENT DATE: 092691 REPORT DATE: 102091 NSSS: WE TYPE: PWR

(NSIC 223320) THE UNIT WAS OPERATING AT 100 PERCENT POWER kHEN THE ELECTRICAL
DISTRIBUTION SYSTtn FUNCTIONAL EVALUATION IEAM (EDSTT) IDENTIFIED A CONCERN WITH
THE TUEL DIL SUPPLY TO THE EMERGENCY DIESEL GENERA'Old THERE ARE TWO UNDERGROUND
FUEL OIL E70A%GE TANKS, EACH WITH A CAPACITY OF 40,000 GALLONF. Tr.E OAPACITY OF
BOTE TANKS TCOETHER IS ADEQUATE FOR MORE THAN SEVEN DAYS OF FULL L3AD OPERATION
OF ONE DIEEEL GENERATOR AS REQUIRED BY THE UFSAR. HOWEVER, IN TGE EVENT OF A LOSS
OT ONE EMERcCNCY CUS, THE AFFECTED TRAIN OF TRANSFER FUMPS WOULD NOT BE AVAILABLE
TO SUPPLY FUEL OIL TO THE OPPOSITE TRAIN DIESEL GENERATOR. THE TRAIN A PUMPS
(EE-P-1A, 1B ) TAKE SUCTION FROM THE A STORAGE TANK (EE-TK-1A) AND NORMALLY
SUPPLY THE TRAIN A DIESEL GENERATOR. ',nE TRAIN B PUMDS (EE-P-10, 1D) TAKE SUCTION
FROM THE B STORAGE TANK (EE-IK-1B) AND NORMALLY SUPPLY THE TRAIN B DIESEL
GENERATOR. THUS, IN THE EVENT OF A LOSS OF ONE EMERGENCY BUS, ONLY ONE HALF 0F
THE REQUIRED SUPPLY OF FUEL DIL WOULD EE AVA7LABLE TO THE OPERABLE DIESEL
GENERATOR (APPROXIMATELY THREE AND ONE HALF DAYS' WORTH).

I S1 BEAVER VALLEY 1 DOCKET 50-33% LER 91-028
INOPERABLE OVERPRESSURE PROTECTION DUE TO INADEQUATE SEISMIC QUALIFICATION.
EVENT DATE: 200291 REPORT DA.Et 110191 NSSS: WE TYPE: IWR

(WSIC 223319) ON 10/2/91 WITH THE UNIT AT 100 PERCENT POWER, THE OVERPRESSURE
PROTECTION SYSTEd (OPPS),WAS DECLARED IHOPERABLE DUE TO INADEQUATE SEISMIC
QUALIFICATION. UPON RE7IEWING A VENDOR SUPPLIED 10CTR21 REPORT, THE STATION
DETERMINED THAT RELAYS ASSOCIATED WITF THE OPPS WERE INSTALLED IN AUXILIARY RELAY
RACKS (ARRS) WHICH ARE NOT SEISMICALLY OUALITIED. SINJE THE OPPS, UTILIZING THE

'.

POWEA OPERATED RELIEF VALVES (PORV), IS A SEISMIC, CATEGORY I SYSTEM, IT WAS
DECLARED INOFERABLE. THIS REPORT IS BEING SUBMITTED IN ACCORDANCE W7TH-
10CFRSO.73.A.2.I.B. AS A CONDITION PROHIBITED BY TECHNICAL SPECIFICATIONS. THE
OPPS HAD BEEN ASSUMED OPERABLE, DURING ALL \PPLICABLE MODES, SINCE IT'S ORIGINAL
INSTALLATION. THIS RESULTED IN SEVERAL INSTANCES WHEN THE JPPS FUNCTION SUPPLIED
BY THE PORVS WAS POTENTIALLY INOPERABLE. THE OPPS IS REQUIRED TO BE IN SERVICE
WHENEVER THE REACTOR COOLANT SYSTEM (RCS) TEMPERATURE IS AT OR BELOW 292 DEGREES
FAHRENHEIT. ON 10/23/91 TVI, UNIT WAS SHUTDOWN TO COLD SHUTDOUN FOR UNRELATED
REASONS. WHILE IN CO*,D SHb?10WN, A MODIFICATION WHICH UTILI2ED SPARE RELAYS IN
ADJACENT, SEISMICALLY QUALIFIED, AUXILIARY SAFEGUARDS CABINETS WAS COMPLETED FOR
THE SUSCEPTIBLE RELAYS. ON 10/10/91, FOLLOWING COMP!ETION OF THE LESIGN CHANGE,
THE OPPS WAS DECLARED OPERABLE.

-t 6] BEATER VALLEY 2 DOCKET 50-412 LER 91-004
POTENTIAL AUXILIARY FEEDhATER PUh? LP ;II COOLER OPERATION ABOVE DESIGN
PRESSURE.
EVENT DATE: 101891 REPORT DATE: 111891 NSSS: GE 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
10/18/91. AN ENGINEERING EVALUATION DETERMINED'THAT THE PRESSURE DEVELOPED IN THE
LUBE OIL OOOLER WOULD EXCEED THE COOLER DESIGN PRESSURE IN SOME SYSTEM
CONFIGURATIONS. CALCULATIONS INDICATED THAT 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 OPERABLE ON 10/19/91 AT 0400 HOURS.
AT NO T.*ME WAS THE MARGIN OF SAFETY TO THE GENERAL PUBLIC REDUCEO. THE POTENTIAL

VERT'RESSURIZATION OF !HE TDAFP LUBE DIL COOLER BOLTS WAS CALCULATED BASED ON
VERY CONSERVATIVE ASSUMPTIONS. ADDITIONALLY, AT NO TIME DURING THE OPERATION OF
SEAVER VALLEY UNIT 2 KZRE THE AUXILIARY TEEDWATER LUEE DIL COOLERS IN THE SYSTEM

' CONFIGURATION WHICH COULD HAVE RESULTED IN POTENTIAL OVERPRESSURI2ATION. WHEN THE
PUMP WAS PURCHASED DURING PLANT CONSTRUCTION, THE PUMP VENDOR HAD NOT OBSERVED
THE OPERATING FRESSURE REQUIREL_dTS OF ALTERNATE LINEUPS. THEREFORE, THE COOLERS
HEk2 NOT RATED FOR A HIGHER PRESSURE.

__ _ _._ _ __



. ..

..

.. .
.. . .

. .

- - - - - - - - - -

3

1 71 BROWNS TERRY 1 DOCKET 50-259 LER 85-016 REV 02
UPDATE ON AUTOMATIC REACTOR SCRAM DLE 70 LOSS OF TEIDWATER.
EVENT DATE: 0116B5 REPORT DATE: 110891 NSSS: OE TYPE: BWR
VENDOR: CENERAL ELECTRIC CD.

TECHNOLOGY TOR ENERGY CORP.
TERRY STEAM TURBINE COMPANY
TEXAS INSTRUMENTS INC.

(NSIC 223441) UNIT 1 SCRAMMED DURING NORMAL OPERATION DUE TO LOW REACTOR WATER
LEVEL WHILE AT 100 PERCENT POWER. THE HIGH PRESSURE STEAM TO THE REACTOR TEED
PUMP TURBINES ISOLATED DUE TO PROBLEMS WITH THE MASTER LEVEL CONTROLLER WHICH
RESULTED IN A LOSS OT TLCDWATER TO THE REACTOR VESSEL. THE VESSEL LEVEL CONTINUED
DECREASING, DUE TO THE TETDWATER TLOW LOSS, PAST THE ISOLATION SETPOINT. THE
PRIMARY CONTAINMENT ISOLATION SYSTEM TUNCTIONED AS DESIGNED. THE HIGH PRESSURE
COOLANT INJECTION SYSTEM INITIATED AND RETURNED THE WATER LEVEL TO THE HIGH TRIP
SETPOINT IN APPROXIMATELY SIX MINUTES. THE REACTOR CORE INJECTION COOLANT SYSTEM
INITIATED BUT TRIPPED IMMEDIATELY ON MECHANICAL AND ELECTRICAL OVEREPEED. THE
ROOT CAUSE FOR THE UNIT SCRAM WAS BELIEVED TO BE A COLD SOLDER JOIN *l IN THE
MASTER LEVEL CONTROLLER WHICH RESULTED IN L0e* OT MOTIVE STEAM TO THE REACTOR
TEED PUMP TURBINES AND SUBSEQUENT LOSS OF TE6pWATER TO THE VESSEL. THE COLD
SOLDER JOINT WAS RESOLDERED AND NO TURTHER PROBLEMS HAVE OCCURRED.

! 8] BROWNS TERRY 2 DOCKET 50-260 LER 91-017
TAILED SOLDERED CONNECTION ON AIR SUPPLY L7NE TO STEAM PACKING EXHAUSTER BYPASS
TLOW CouTpot '.VE RESULTED IN ENGINEERED UATETY TEATURE ACTUATION.
EVENT LATE: Fr; ~1 REPORT DATE: 101591 NSSS: GE TYPE: BWR

(NSIC 22327' #fEMBER 14, 1991 AT 1832 HOURS, WITH UNIT 2 OPERATING AT 100v

PERCENT Prei '. 4- 1TOMATIC REACTOR SCPAM OCCURLED ON LOW REACTOR WATER LEVEL.
TH7 LOW Uki 7(4 WAS CAUSED BY A MOMENTARY LOSS OT REACTOR TEEDWATER. THE LOSS
OF REACTOR u:OW'T a WAS A RESULT OF A TAILED SOLDERED CONNECTION ON THE AIR
SUPPLY LINE % U!T iTEAM PACKING EXHAUSTER BYPASS TLOW CONTROL VALVE (TCV)
ALLOWING THE Yry T( CLOSE. THE LOSS OF FLOW C0 EDITION SUBSEQUENTLY CAUSED 'A' APD
'B' CONDENSA:a ?CPNIER PUMPS AND 'A' AND 'B' RMACTOR TEED PUMPS TO TRIP ON LOW
SUCTION PRES 5uid THIS EVENT 13 REPORIABLE IN ACCORDANCE WITH 10 CTR
50.73(A)(2)(IV) AS A CONDITION 1 'CH RESULTED IN MANUAL OR AUTOMATIC ACTUATION OF
ENGINEERED SAFETY TEATURES INCLb i2G THE REACTOR PROTECTION SYSTEM, THE ROOT
CAUSE OF THIS. EVENT MAS POUR WORKMANSHIP DN THE TAILEQ AIR SUPPLY LINE SOLDERED
CONNECTION. TVA'S ANALYSIS DETERMINED THAT THE BOV -' AREA 0F THE TA1 LED SOLDER
POINT WAS LESS THAN 1S PERCENT. THE SOLDERED CONNu fn0N WAS REPAIRE:D. THOSE
REQUIRED SOLDERED CONNECTIONS IN AIR SUPPLY LINES WHOSE TAILURE COULD CAUSE A
REACTOR SURAM WILL BE INSPECIED BY VISUAL EXAMINATION USING LIQUID LEAK DETECTION
SOLUTION,

! 91 BRUNSWICK DOCKET 50-325 LER 91-016 REV 01
UPDATE ON TAILURE ' ' REACTOR CORE ISOLATION COOLING STEAM LINE ISOLATION
VALVER TO SEAT.
EVENT DATE: 061991 JRT DATE: 111591 NSSS: GE TYPE: BWR..

VENDOR: ANCHOR /DA!.IEG /ALVE CO.

(NSIC 223425) ON JUNE 19, 1991, WITH UNIT 1 AT 100% POWER, THE REACTOR CORE
ISOLATION COOLING (RCIC) STEAM LINE WAS ISOLATED TO PERTORM SURVEILLANCE TESTS.
DURING SYSTEM RESTORATION, ATTER COMPLETION OF THE SURVEILLANCE TESTING, IT WAS
DISCOVERr.D THAT WITH BOTH THE PRIMARY CONTAINMENT ISOLATION SYSTEM (PCIS) VALVES
(1-E51-T007/T008) CLOSED, THE DOWHSTREAM 3" DIAMETER STEAM LINE WAS STILL
PRESSURIZED TO 1000 PSIG. THIS INDICATED THAT BOTH THE 1-E51-T007 AND T008 VALVES
WERE LEAKING BY THEIR SEATS, AND A PCIS LCO 12-HOUR ACTION STATEMENT WAS ENTERED.
WHILE QUANTITYING THE VALVE LEAKAGE, AN ISOLATION VALVE SEATED WHEN A
DITTERENTIAL PRESSURE (DP) WAS CREATED ACROSS THE CLOSED ISOLATION VALVES BY
OPENING THE RCIC TURBINE STEAM SUPPLY VALVE (1-E51-T045). THE 1-E51-T045 WAS THEN
CLOSED AND THE 1-E51-T008 OPENED TO APPLY A DP ACROSS THE 1-E51-T007. ADDITIONAL
STROKING OF THE 1-E51-T007 AND TOOD WITH NO INITIAL DITTERENTIAL PRESSURE SHOUED
THAT EACH VALVE DID IN TACT ISOLATE THE RCIC STEAM LINE. THE VALVES SEATED AS
INDICATED BY RCIC STEAM LINE PRESSURE RESPONSE AND LATER BY THE DECREASE IN STEAM

_ _ _ - _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ - _ _ _ _ _ _ - _ - _ _ _ _ _ . _ _ . _ _ - _ _ _ _ _ _ - _ _ _ _ - _
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LINE TEMPERATURE. EVALUATION DETERMINED THAT THE RCIC STEAM LINE WAS NOW ISOLATED
AND THE 12-HOUR ACTION STATEMENT WAS EXITED. AN ON LINE LOCAL LEAK RATE TEST
(LLRT) WAS PERTORMED THAT ESTABLISHED THE LEAUACE RATES ACROSS THE
1-E51-T007/T008 AS WITHIN NORMAL ACCEPTAELE LEAKAGE CRITERIA.

[ 10) ERUNSWICK 1 DOCKET 50-325 LER 91-02S
HIGH PRESSURE COOLANT INJECTION DIAPHRAGM CONTROL VALVE DIAPHRAGM TAILED CAUSING
OIL LEAK.
EVENT DATE: 100391 REPORT DATE: 110491 NSSS: GE TYPE: BWR

VENDOR: ROLERTSHAW CONTROLS COMPANY

(NSIC 223369) ON 10/3/91, AT APPROX. 0230, UNIT 1 WAS OPERATING AT 100% POWER.
THE OCRI SPRAY (CS) SYSTEM, LOW PRESSURE COOLANT INJECTION (LPCI) SYSTEM,
AUTOMATIC DEPRESSURIZATION SYSTEM (AP*' AND DIESEL GENERATORS 1, 2 AND 4 WERE
OPERAELE AND IN STANDBY. DIESEL GENE.4 TOR 3 WAS INLPERABLE FOR SCHEDULED
MAINTENANCE. THE HICH PRESSURE COOLANT INJECTION (HPCI) SYSTEM WAS INOPERABLE
FOR SCHEDULED MAINTENANCE SURVEILLANCE TESTING. PRIOR TO THIS TIME. ON 8/23/91,
DURING WEEKLY TESTING OF THE HPCI SYSTEM, AN AUXILIRY OPERATOR TOUND THAT THE
DIAPHRAGM CONTROL VALVE FOR THE LOW OIL PRESSURE TRIP LEAKED DURING STROKING. ON
8/23/91, THE TECHNICAL SUPPORT HPCI SYSTEM ENGINEER EVALUATED THE LEAK. DUE TO
THE TACTORS CONSIDERED IN THE HPCI SYSTEM ENGINEER'S EVALUATION, IT WAS
DETERMINED THAT THE DIL LEAK DID NOT PREVENT HPCI TROM PERTORMING AS REQUIRED AND
UAS NOT AN OPERAPILITY CONCERN AT THAT TIME. A WORN ORDER UAS INITIATED TO
REPLACE THE FAILED DIAPHRAGM, BUT REPLACEMENT PARTS COULD NOT BE LOCATED IN THE
MATERIALS WAREHOUSE ON SITE. ON 10/2/91, AT 1110, A 14 DAY LIMITNG CONDITION FOR
OPERATION WAS INITIATED TO REMOVE THE HPCI SYSTEM TROM SERVICE TOR SCHEDULED
MAINTENANCE SURVEILLANCE TESTING. ON 10/3/91, AT APPROX. 0230, OPERATIONS
PERSONNEL BECAN PERIODIC OPERASILITY TESTING OF THE HPCI SYSTEM. WHILE THE HPCI
TUREINE WAS EEING STARTED, AN AUXILIARY OPERATOR IN THE TIELD NOTED AN OIL LEAK.

[ 11] ERUNSWICK 2 DOCKET 50-324 LEA 91-014
UMPLANNED REACTOR PROTECTION SYSTEM ACTUATION RESULTED TROM SENIOR CONTROL
OPERATOR RE-ALIGNING THE SCRAM DISCHARGE VOLUME HI-HI LEVEL TRIP BYPASS SWITCH
WITHOUT INFORMING THE DUTY REACTOR OPERATORS.
EVENT DATE: 092791 REPORT DATE: 102891 NSSS: CE TYPE: EWR

(NSIC 223321) ON 9/27/91 AT 0443 UNIT 2 WAS IN A REFUELING OUTAGE WITH THE
REACTOR CORE PARTIALLY OTT LOADED TO THE SPENT TUEL POOL. ALL CONTROL RODS WERE
FULLY INSERTED AND THE CONTROL ROD DRIVE (CRD) SYSTEM WAS SECURED EXCEPT TOR A
TEMPORARY MECHANICAL JUMPER TO SUPPLY COOLING WATER WHILE CRD SYSTEM MAINTENANCE
WAS EEING PERTORMED. SEVERAL HOURS EARLIER, AS THE CRD SYSTEM WAS BEING PREPARED
TO RETURN IT TO SERVICE, THE REACTOR PROTECTION SYSTEM (RPS) TRIP HAD BEEN RESET.
TFE UNIT'S SENIOR REACTOR OPERATOR (SRO) WHILE TOURING THE REACTOR CONTROL
PANELS FOUND THE SCRAM DISCHARGE VOLUME (SCV) HI-HI LEVEL TRIP BYPASS SWITCH WAS
STILL IN THE BYPASS POSITION WITH EDTH SDV NOT DRAINED ANNUNCIATORS CLEARED. AS
THE REACTOR OPERATORS (RO) WERE EUSY, THE SRO RETURNED THE SWITCH TO THE NORMAL
POSITION HIMSELT, WITHOUT INFORMING THE ROS. THE SDV HI-HI LEVEL RPS TRIP, WHOSE
ANNUNCIATOR HE HAD NOT VERIFIED, RESULTED IN THE FULL RPS TRIP. THERE IS NO
SAFETY SIGNIFICANCE TO THIS EVENT, AS THE RPS RESPONDED AS EXPECTED AND NO
CONTROL ROD MOTION OCCURRED SINCE ALL CONTROL RODS WERE PREVIOUSLY TULLY
INSERTED. THE LONGER RESET TIMES OF THE SDV ELECTRONIC LEVEL SWITCHES DOES NOT
ATTECT THEIR OPERALILITY. PREVIOUS RELATED LERS ARE 1-88-031 AND 1-87-010.

[ 12] ERUNSWICK 2 DOCKET 50-324 LER 91-015
UNPLANNED ENGINEERED SAFETY FEATURE ACTUATION WHILE REMOVING REACTOR LOW LEVEL
INSTRUMENTATION TROM SEnVICE FOR LOWERING OF REACTOR VESSEL LEVEL TOR INVESSEL
INSPECTIONS AND DECONTAMINATION.
EVE'lT DATE: 100291 REPORT DATE: 110191 NSGS: GE TYPE: EWR

(NSIC 223322) ON 10/2/91, THE UNIT 2 REACTOR WI.S DEFUELED. A SPECIAL PROCEDURE
(SP) TO COORDINATE THE LOWERING OF THE VESSEL LEVEL FOR INVESSEL IN3PECTIONS AND
CHEMICAL DECONTAMINATION WAS IN PROGRESS. PORTIONS OF THE HPCI SYSTEM, ADS,
RHR/LPCI SYSTEM AND CS SYSTEM ACTUATION LOGICS W:ME DISABLED 70 PREVENT AUTOMATIC

,
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INJECTION. DG #3 WAS REMOVED TROM SERVICE FOR SCHEDULED MAINTENANCE. PREREQUISITE
STEPS WHICH DISABLE THE ECCS/PCIS AND RPS AUTOMATIC INITIATIONS ON LOW REACTOR
WATER LEVEL AND PLACE A CLEARANCE ON THE INVOLVED COMPONE!iTS WERE IN PROGRESS. AT
0216, A SPURIOUS LOW LEVEL (LL) TRIP SIGNAL WAS GENERATED THAT RESULTED IN
CLOSURE OF THE DIVISIGHS I AND II NONINTERRUPTIBLE AIR ISOLATION VALVES TO THE
DRYUELL, AUT0!1ATIC STARTING OF DG'S 1, 2 AND 4, AND ACTUATION OF PORTIONS OF THE
HPCT, ADS, LPCI AND CS LOGICS. THIS EVENT WAS CAUSED BY LACK OF A CAUTION Ifi THE
SP STATING THAT THE ACTIONS ARE TO EE PERTORMED IN THE ORDER LISTED IN THE SP TO
PREVENT AN ACTUATION. A FACIOR CONTRIEUTING TO THIS EVENT WAS THE EXPECTATION BY
PERSONNEL WRITING THE CLEARANCE THAT THE PRE-REQUISITE STEPS S.1 AND 5.2 WOULD DE
PERTORt1ED PRIOR TO S.3. TYPICALLY, PRE REQUISITCS DO NOT REQUIRE ACTIONS AtiD CAN
tE VERIFIED IN ANY ORDER; AS OPPOSED TO PROCLDURE STEPS WHICH !1UST BE FERFORf1ED
SEQUENTIALLY.

[ 13) BRUNSWICK 2 DOCKET 50-324 LER 91-016
SEVERE HEATHER INDUCES A VOLTAGE DROP DN AN OFF-SITE DISTRIBUTION LINE THAT
RESULTS IN PRIt1ARY CONTAIN!!ENT ISOLATIONS.
EVENT DATE: 100591 REPORT DATE: 110491 tiSSS: CE TYPE: BWD

(NSIC 223368) ON OCTOBER S, 1991, AT 0136, UNIT 2 WAS IN A RETUELING OUTAGE WITH
ALL TUEL REMOVED FROM THE REACTOR VESSEL. THE E11ERGENCY CORE C00LIllG SYSTE!!S
(ECCS) INITIAIIONS HAD EEEN DETEATED TO SUPPORT HAVING THE REACTOR VESSEL DRAINED
DOWii TOR IN-VESSEL f1AINTENANCE. THE #3 E!!ERGENCY DIESEL GEllERATOR (EDC) WAS OUT
OF SERVICE FOR SCHEDULED MAINTENANCE. TO SATISFY THE TECHNICAL SPECITICATION
SURVEILLANCES REQUIRED DUE 10 #3 EDG BEING I!10PERABLE, #4 EDG OPERACILITY
VERIFICATION TESTING WAS IN PROGRESS. #4 EDG WAS RUNNING EUT HAD NOT EEEN
ELECTRICALLY TIED TO THE 4160 VOLT EMERGENCY EUS E4. PRIOR TO THE AUXILIARY
OPERATORS COMPLETING THE ELECTRICAL TIE, AN ELECTRICAL STORM CAUSED A 230 RV
0FF-SITE DISTRIEUTION LINE TO TRIP DN A PHASE TO GROUND TAULT, AliD THE
MASTER / SLAVE BREAKER TR0t1 THE BALANCE OF PLANT (BOP) BUS 2C TO THE E!!ERGEllCY DUS
E4 OPENED. THIS RESULTED IN A t10MENTARY LOSS OF VOLTAGE ON EMERGENCY EUS E4
DURING THE AUTOMATIC TRANSTER TO THE #4 EDC. WHILE THE AUT0!!ATIC TRANSFER TO THE
#4 EDG LASTED ONLY APPROX. 4 SECONDS, AS DESIGNED, THE REACTOR PROTECTION EUS B
(RPS EUS B) WAS DEEliERG12ED. THE LOSS OF RPS EUS B RESULTED IN THE CLOSURE OF
S0!1E PRIMARY CONTAIN!!EliT ISOLATION SYSTEtt (PCIS) DIVISION II VALVES AliD, AN
ISOLATION SIG!iAL TOR SEC0!iDARY CONTAINMENT WITH A STANDBY CAS TREATMEtiT SYSTEM
INITIATION SIGNAL.

I 141 CALLAWAY 1 DOCKET S0-453 LER 91-005
MISSED CONTAINMENT AIR LOCK DOOR INTERLOCK SURVEILLANCES DUE TO HUMAN
PERT 3Rf1 AN CES .
EVENT DATE: 101191 REPORT DATE: 111291 NSSS: WE TYPE: PWR

(NSIC 223452) ON 10/11/91 WHILE IN MODE 1 AT 100%, A UTILITY QUALITY ASSURANCE
ENGINEER DISCOVERED THAT THE SIX MONTH TECHNICAL SPECIFICATION (T/S) NOR!!AL AND
EllERGENCY PERSONNEL CONTAIti!!ENT AIR LOCK DOOR INTERLOCK TESi HAT NOT EEEN
PERFORMED SINCE 11/6/90. THE AIR LOCKS WERE DECLARED INOPERABLE AT 1515 CDT AND
T/S 3.0.3 WAS ENTERED. THE SURVEILLA!;CES WERE CO !PLETED SATISFACTORILY AT 1547
CDT ON 10/11/91. THE ROOT CAUSE OF THIS EVENT IS HUMAN PERFon!!A!!CE. THE
SURVEILLANCE TASK SHEET (STS) GENERATION WAS NOT PROPERLY C00RDItiATED BY THE
ASSIvfiED UTILITY PERSONNEL DURING A SURVEILLANCE TEST PROCEDURE REVISIO!1. THE
FOLLOWING STEPS HAVE DEE!i I!!PLE!!ENTED TO PREVENT RECURRENCE. A STEP WAS ADDED TO

.E PLANT'S PROCEDURE REQUEST FORT 1 THAT REQUIRES A REVIEW OF ALL STS ASSOCIATED
WIIH Tile SURVEILLANCE PROCEDURE BEFORE THE PROCEDURE CAN DE ISSUED. THE PLAtlT'S
00!!PUTERI2ED REFERENCE TRACKING SYSTEM AND CO:UlITMENT TRACKING SYSTLM HAVE BEEN
ENHANCED TO AID PROCEDURE WRITERS IN IDENTITYING AN STS THAT MAY HEED REVISION.
PROCEDURES WILL BE CHECKED TO ENSURE THE T/S REFERENCED INCLUDES A CURRENT STS TO
PROPERLY It!PLE!!ENT THE SURVEILLANCE. THE 0"ERABILITY OF THESE HATCHES WAS
DOCUMENTED EY OTHER SURVEILLANCE TESTS DURIliG REFUELS BFTWEEN 2/88 ANT 10/11/91.
A REVIEW OF SURVEILLANCE TESTS FOR THESE CONTAIN!!EtiT ACCESS HATCHES INDICATED No
SIGNIFICANT INCREASE IN LEAKAGE DURING THE PERIODS OF !!ISSED SURVEILLANCES.

!
1
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t 15) 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 fSSSr CE TYPE: PWR '

VENDOR: MARATHON ELEC MFG

(NSIC 223324) ON OCTOBEN 1,1991 CALVERT CLIFFS UNIT 1 TRIPPED FROM 93 PERCENT
POWER DUE TO LOW STEAM GENERATOP, (SG) WATER LEVELS. THE LOW SG WATER LEVELS
RESULTED FROM A LOOSE FUSE IN THE POWER SUPPLY TO 12 FEEDWATER REGULATING VALVE
(FRV) DIFFERENTIAL PRESSURE (DP) CONTROLLER AND 12 STEAM CENERATOR TEED PUMP

-(SGTP) TURBINE SPEED CONTROLLER. A BENT FUSE CL1P CAUSED AN ELECTRICAL
DISCONTINUITY. THE TVSE HOLDER HAS DEEN REPLACED AND PERSONNEL WHOSE DUTIES
INVOLVE FUSE MANIPULATION WILL BE TRAINED ON PROPER FUSE INSTALLATION AND REMOVAL,

! 16] CATAWBA 1 DOCKET 50-413 LEP 91-009 REV 01
UPDATE ON TECHNICAL SPECIFICATION VIOLATIONS RESULTING TROM IMPROPER
OVERTEMPERATURE DELTA TEMPERATURE CIRCUIT SCALING.
EVENT DATE: 071791 REPORT DATE: 101591 N3SS: WE TYPE: PWR
OTHER UNITS INVOLVED: CATAWBA 2 (PWR)

(NSIC 223241) ON 7/17/91, WITH UNITS 1 AND 2 IN MODE 1, POWER OPERATION, AT 100X
POWER, HAINTENANCE ENGINEERING SERVICES (MES) PERSONNEL LEARNED THAT THE
OVTRTEMPERATURE DELTA-TEMPERATURE (DTDT) CIRCUIT WOULD NOT WORK PROPERLY OVER THE
ENTIRE RANCE. THE GAIN ASSOCIATED WITH ONE OF THE OTDT CALCULATION CONSTANTS, K2,
WAS APPLIED TO ONLY ONE CIRCUIT CARD IN EACH CHANNEL WHEN THE OTDT CHANNELS WERE
CALIBRATED AT BOTH MCGUIRE NUCLEAR STATI0h 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 i A'IE. IT WAS NOT DETERMINED WHETHER OR NOT
THE OTDT CHANNELS WERE INOPERZBLE PL' 1?SH SPECS ON 7/17. IT HAS BEEN CONCLUDED
THAT CHANNELS WERE INOPERABLE IN THE iAST AND THAT THE PLANT WOULD HAVE BEEN
OUTSIDE ITS DESIGN BASIS UNDER SOME POSTULATED CONDITIONS. THIS INCIDENT IS
ATTRIBUTED TO DEFECTIVE VENDOR DOCUMENTATION AND INAPPROPRIATE ACTION (DUE TO
INADEQUATE PROCEDURE RLf!EWS). THE GAIN VALUE ASSOCIATED WITH THE K2 CONSTANT WAS
APPLIED PER VENDC3 DOCUMENTATION, TO THE LEAD / LAG CIRCUIT IN THE OTDT CALIBRATION
PROCEDURES, RESULTING IN POTENTIAL SATURATION OF THE CIRCUITRY CORRECTIVE
ACTIONS INCLUDED PROCEDURE AND VENDOR DOCUMENTATION REVISIONS, OTDT CIRCUIT
MODIFICATIONS, AND INTERIM CONTROLS.

I-171 CATAWBAL1 DOCKET 50-413- LER 91-02S
~PAST INOPERABILITY OF THE CA SUMP SYSTEM DUE TO A DESIGN DEFICIENCY.
EVENT DATE: 073091 REPORT DATE: 111491 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: CATAWBA 2 (PWR)

(NSIC 223451) ON JULY 30, 1991, UNIT 1 WAS OPERATING IN MOLO 1, POWER OPERATION,
AT 100X POWER. THE UNIT 1 HIGH-HIGH AUXILIARY FEEDVATER TURBINE DRIVEN PUMP
(CATDP) SUMP LEVEL ANNUNCIATOR WAS CONTINUOUSLY ALARMING IN THE CONTROL ROOM.
UPON IFVESTIGATION, IT WAS DISCOVERED THAT BOTH THE 1A & 1B CATDP SUMP PUMPS WERE
OPERATING (AS EXPECTED ON RECEIPT OF A HI-HI ALARM) ALTHOUGH THE SUMP LEVEL WAS
NOT DECREASING. LIT WAS ALSO OBSERVED THAT THE LIQUID RADWASTE SYSTEM (WL) FLOOR
DRAIN 1D1 & 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 1 HLB 46 THROTTLED, THE WL FLOOR
DRAIN D SUMP PUMPS DISCHARGE HEAD WAS OVERCOMING THE DISCHARGE HEAD 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
1NL846 THROTTLED. THIS INCIDENT IS ATTRIBUTED TO A DESIGN DEFICIENCY DUE TO THE
UNANTICIPATED INTERACTION EETWEEN SYSTEMS. CORRECTIVE ACTION INCLUDED OPENING THE
THROTTLED VALVE IN THE COMMON DISCHARGE HEADER TO RESTORE THE CA SUMP SYSTEM TO
OPERABILITY AND INITIATION OF ALTERNATE SAMPLING OF THE SUMP DISCHARGE.

. - - _ - - - - _ _ _ . - - _ _ - - _-___ _ __ -__
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! 181 CATAWBA 1 DOCKET 50-413 LER 91-018
ESSENTIAL BUS BLACKOUT DUE TO INAPPROPRIATE ACTION.
EVENT DATE: 090691 REPORT DATE: 100391 NSSS: WE TYPE: PWR

(NSIC 223193) ON SEPTEMEER 6, 1991, AT 1903 HOURS, UNIT 1 WAS OPERATING IN MODE
1 POWER OPERATIONS. A NUCLEAR OPERATIONS TECHNICIAN (NOT B) WAS SHUTTING DOWN
DIESEL GENERATOR (D/0) 1B PER PT/1/A/4350/02B, DIESEL GENERATOR OPERATION,
FOLLOWING CORRECTIVE MAINTENANCE. NOT B A95U!!ED THE SHUTDOWN FOLLOWING TURNOVER
FROM THE DAY SHIFT. AFTER REPUCING THE LOAD ON D/G 1B, NOT B INADVERTENTLY
OPENED THE NORMAL B TRAIN ESSENTIAL BUS (1ETB) FEEDER BREAKER, 1ETB-3, INSTEAD OT
THE D/G BREAKER, 1ETB- 18 D/G 1B It! MEDIATELY BEGAN SUPPLYING THE LOADS ON 1ETB.

. NOT B CONTINUED THE SHUT DOWN AND FRESSED THE STOP PUSHEUTTON. THE BLACKOUT
CONDITION INITI ATED THE D/G LOAD SEQUENCER, : RESTARTED D/G 1B, AND LOADED THE
BLACK 0UT LOADS. NOT B REALI2ED THAT THE D/G'HAD RESTARTED AND PRESSED THE STOP
BUTTON AGAIN AND THE D/G RESTARTED NOT B TINALLY STOPPED D/G 1B BY USING THE.

RUN/STOP PLUNGER. 1ETB-3 WAS CLOSED AND THE AFFECTED PLANT SYSTEMS WERE RESET.
UNIT 1 CONTINUED TO OPERATE AT 100% POWER THROUGHOUT THIS EVENT. THE D/G RUN WAS
REPEATED SUCCESSFULLY. THIS EVENT WAS ATTRIEUTED TO AN INAPPROPRIATE ACTION. NOT
B FAILED 10 SELF-VERITY ACTIONS TAKEN TO OPEN 1ETB-18 . CONTRIBUTING CAUSES
INCLUDE HARDWARE AND PROCEDURE DEFICIENCIES. UDRRECTIVE ACTIONS INCLUDE AN
EMPHASIS ON THE USE OF SELF VERIFICATION ALONG WITH PROCEDURE AND EQUIPMENT
ENHANCE!!ENTS .

( 19) CATAWBA 1 DOCKET 50-413 LER 91-021
TURBINE / REACTOR TRIP DUE TO INSTALLATION DEFICIENCY.
EVENT DATE: 100291 REPORT DATE: 103091 NSSS: WE TYPE: PWR

(NSIC 223378) ON OCTOBER 2, 1991, AT 1200 HOURS, WITH UNIT 1 AT 100% POWER, A
TURB!hE TRIP RESULTING IN A REACTOR TRIP OCCURRED. A VENDOR. CLEANING THE AREA ON
THE 619 ELEVATION OF THE TURBINE BUILDING WITH HIGH PRESSURE WATER, INADVERTENTLY
SPRAYED WATER INTO ELECTRICAL BOX 1TBOX0047 LOCATED ON THE 594 ELEVATION. THE
WATER INFILTRATION CAUSED ERR 0NEDUS 2 0F 3 HIGH WATER LEVEL SIGNALS IN MOISTURE
SEPARATOR REHEATER "D" TO INITIATE A TURBINE TRIP, AND, SUBSEQUENTLY, AT 12:00:04
THE REACTOR TRIPPED. AN EVALUATION OF PLANT DATA HAS SHOWN THAT ALL SYSTE!15
PERFORt!ED AS DESIGNED FOLLOWING THE TRIP. PROCEDURES EP/1/A/5000/001A, REACTOR
TRIP RESPONSE, AND AP/1/A/5500/002, TURBINE CENERATOR TRIP, WERE ENTERED AT 1205
HOURS, WITH ALL SYSTEt1S RESPONDING NORMALLY THE EP AND AP PROCEDURES WERE
C0!!PLETED APPROXI!!ATELY 1235 HOURS. AND OP/1/A/6100/005, UNIT FAST RECOVERY, WAS
INITIATED. THIS EVENT HAS BEEN ATTRIBUTED TO AN INSTALLATION DEFICIENCY IN
FAILING TO PRCPERLY SEAL THE CONDUIT CONNECTORS WHICH PENETRATE Tile net!A 4 BOX.
CORRECTIVE ACTIONS INCLUDE AN INSPECTION OF NON-SAFETY RELATED NE!!A 4 BOXES
LOCATED IN THE UNIT 1 & 2 TURBINE BUILDINGS AND SEALING OF THE CONNECTORS AS
REQUIRED. THE VENDOR WILL DEVELOP A PROCEDURE FOR PROPER USE OF THE PRESSURE
WASHER,

t 20] CATAWBA 1 DOCKET 50-413 LER 91-022
TECHNICAL SPECIFICATION VIOLATION AS A RESULT OF A MISSED GRAB SAttPLE ON
RADIATION ?!ONITOR EMF-36 DUE TO INAPPROPRIATE ACTION AND MANAGEMENT DEFICIENCY.
EVENT DATE: 100791 REPORT DATE: 103191 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: CATAWBA 2 (PUR)

(NSIC 223379) ON OCTOBER 7, 1991, AT 0005 HOURS, WITH UNIT 1 IN MODE 1, POWER
OPERATION, AT 100% POWER, A TECHNICAL SPECIFICATION (T/S) VIOLATION OCCURRED DUE
TO A MISSED GRAB SA!!PLE FOR THE INOPERABLE UNIT VENT RADIATION MONITOR 1Eltf36.
THE RADIATION PROTECTION (RP) SPECIALIST A, WHO FAILED TO OBTAIN THE INOPERABLE
1 EMF 36 GRAB SAMPLE AT THE APPROPRIATE TIME, INFOR!!ED HIS RELIEF, SPECIALIST C,
DURING TURNOVER THAT HE OBTAINED THE INOPERABLE 1E!!F36 GRAB sat!PLE WITH THE UNIT
VENT WEEKLY GRAB SAMPLE AT 0103 HOURS. SPECIALIST C DISCUSSED THIS INCIDENT WITH
RP MANAGE!1ENT, AND IT WAS CONCLUDED THAT A TECHNICAL SPECIFICATION VIOLATION HAD
OCCURRED BECAUSE THE INOPERABLE 1E!!F36 CRAB sat!PLE WAS NOT OBTAINED AT 0005 HOURS
TO C0!1 PLY WITH THE SA!!PLING REQUIRE!!ENT OF ONCE PER 12 HOURS WHEN 1E!!F36 IS
INOPERABLE. THIS INCIDENT IS ATTRIBUTED TO INAPPROPRIATE ACTION DUE TO SPECIALIST
A I!! PROPERLY FOLLOWING THE CORRECT PROCEDURE AND A MANAGE!!ENT DEFICIENCY BECAUSE
LESS THAN ADEQUATE TRAINING HAD BEEN GIVEN. CORRECTIVE ACTIONS INCLUDED
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COMMUNICATING THIS INCIDENT TO ALL APPROPRIATE RP PERSONNEL. AN ENHANCEMENT TO
THE RP PROCEDURE HP/0/B/1009/11, EMF LOSS, IS PLANNED TO FURTHER CLARITY SAMPLING
REQUIREMENTS, AND TRAINING WILL BE PROVIDED ON THIS PROCEDURE.

I 21] CATAWEA 1 DOCKET S0-413 LER 91-024
TECHNICAL SPECIFICATIUN 3.0.3 ENTRY AS A RESULT OF BOTH TRAINS OF CONTROL ROOM
AREA VENTILATION BEING INOPERABLE DUE TO EQUIPMENT FAILURE.
EVENT DATE: 100991 REPORT DATE: 110791 NSSS: WE TYPEt PWR
OTHER UNITS INVOLVED: CATAWBA 2 (PWR)

(NSIC 223406) ON OCTOBER 9, 1991, AT APPROXIMATELY 0912 HOURS, WITH UNITS 1 AND 2
IN MODE 1, POWER OPERATION, AT 100% POWFR, TECHNICAL SPECIFICATION (T/S) 3.0.3
WAS ENTERED DUE TO EDTH TRAINS OF THE CONTROL ROOM AREA VENTILATION (VC) AND
CHILt.ED WATER (YC) SYSTEMS EEING DECLARED INCPERAELE. TRAIN 'A' UAS DECLARED
INOPERABLE ATTER ITS CHILLER TRIPPED DUE TO SPURIOUS ACTUATION OF THE LOW
REFRIGERANT TEMPERATURE CUTOUT SWITCH. AN INVESTIGATION REVEALED THAT THE ROOT
CAUSE FOR THE TRAIN 'A' YC CHILLER TRIPS WAS DUE TO CURRODED SWITCH CONTACTS. THE
TRAIN 'B' YC CHILLER INOPERABILITY WAS DUE TO THE CHILLER FAILING TO START. A
CHILLER MOTOR OVERLOAD OCCURRED AS A RESULT OF A PROCLEM WITH THE GUIDE VANE
ACTUATOR. YC TRAIN 'A' WAS DECLARED OPERABLE AND RETURNED TO SERVICE AFTER
REPLACING THE LOW REFRIGERANT TEMPERATURE CUTOUT SWITCH. TRAIN 'B' YC CHILLER
WAS EVALUATED AND DECLARED OPERABLE AFTER CORRECTIVE ACTION WAS PERFORMED ON THE
GUIDE VANE ACTUATOR. T/S 3.0.3 UAS EXITED AT 1515 HOURS. THIS INCIDENT IS
ATTRIBUTED TO EQUIPMENT FAILURES. SUESEQUENT CORRECTIVE ACTIONS RESTORED BOTH
CHILLERS TO OPERABLE STATUS. PLANNED CORRECTIVE ACTIONS INCLUDE REPLACING THE
GUIDE VANI ACTUATOR ON 'B' CHILLER. ADDITIONAL CCRRECTIVE ACTIONS MAY BE
IMPLEMENTED UPON COMPLETION OF AN INVESTIGATION OF BOTH INCIDENTS,

[ 221 CATAWEA 1 DOCKET S0-413 LER 91-026
SOLID STATE PROTECTION SYSTEM TECHNICAL SPECIFICATION VIOLATION DUE TO A POSSIBLE
INAPPROPRIATE ACTION.
EVENT DATE: 101791 REPORT DATE: 111091 NSSS: WE TYPE: PWR

(NSIC 223407) ON OCTOBER 17, 1991, AT 1330 HOURS, UNIT 1 WAS OPERATING IN MODE 1,
POWER OPERATION. DURING PERFORMANCE OF A SOLID STATE PROTECTION SYSTEM (SSPS)
BIMONTHLY SURVEILLANCE, A JUMPER WAS DISCOVERED ACROSS TERMINALS INSIDE THE UNIT
1 TRAIN B SSPS CABINET BY INSTRUMENT AND ELECTRICAL (IAE) SPECIALISTS. SSPS TRAIN
B WAS NOT REMOVED FROM SERVICE. IT WAS DETERMINED THE JUMPER WOULD PREVENT THE
TRAIN B REACTOR TRIP BREAKERS (RTES) FROM OPENING ON COINCIDENT TRAIN A AND E
SSPS GENERAL WARNINGS (CN) SINCE THE TRAIN A GW INPUT TO TRAIN B WAS BLOCKED.
HOWEVER, THE TRAIN A RTLS WOULD HAVE TRIPPED UPON RECEIPT OF A COINCIDENT SSPS
GW. ALL GENERAL WARNING ALARMS AND ANNUNCIATORS WERE FUNCTIONAL AS WERE ALL OTHER
REACTOR TRIP FUNCTIONS. IT COULD NOT BE DETERMINED BY THE INVESTIGATION, BY
REVIEW OF THE SURVEILLANCE TESTS, OR ANY RELATED SSPS WORK HISTORY, AS TO WHEN
THIS JUMPER WAS PLACED OR HOW IT WAS LEFT IN THE CABINET. THIS INCIDENT IS
ATTRIBUTED TO A POSSIBLE INAPPROPRIATE ACTION WHICH MAY HAVE OCCURRED DURING
ACTIVITIES WHICH REQUIRE BLOCKING SSPS GW SIGNALS. THE JUMPER WAS REMOVED BY 1430
HOURS. IAE INSPECTED UNIT 1 AND 2 SSPS CABINETS TO ENSURE THAT SIMILAR JUMPERS
WERE NOT PRESENT. PLANNED CORRECTIVE ACTIONS INCLUDE REVISIONS TO THE IAE
PROCEDURES, CABINET INSPECTIONS FOLLOWING THE UNIT 2 OUTAGE, AND AP EVALUATION OF
THE CURRENT CONTROLS OVER THE USE OF JUMPERS.

[ 231 CLINTON 1 DOCKET S0-461 LER 91-005
INOPERABLE LEAK DETECTION FISSION PRODUCT PARTICULATE SAMPLE PANEL DUE TO AN
OUT-OF-ADJUSTMENT TENSIONER PREVENTING FILTER PAPER ADVANCEMENT.
EVENT DATE: 101591 REPORT DATE: 112091 NSSS: GE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 223410) ON OCTOBER 15, 1991, WITH THE PLANT IN POWER OPERATION, A
TECHNICIAN PERFORMING SCHEDULED PREVENTIVE MAINTENANCE DISCOVERED THE MOVING
FILTER PAPER IN THE LEAK DETECTION SYSTEM FISSION PRODUCT PARTICULATE SAMPLE
PANEL 1E31-P002 HAD STOPPED ADVANCING. THE FILTER PAPER HAD NOT ADVANCED SINCE
THE LAST PREVENTIVE MAINTENANCE TASK HAD BEEN COMPLETED ON OCTOBER 3, 1991. THE

. - _ _ _ _ _ _ _ _ _ __ __ - _
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OP1 RATIONS SHIFT SUPERVISOR DETERMINED THAT THE FAILURE OF THE FILTER PAPER TO
50FANCE CONSTITUTED AN INOPERABLE DRYWELL ATMOSPHERE PARTICULATE RADI0 ACTIVITY
MONITORING SYSTEM AND DIRECTED THE DRYWELL ATMOSPHERE TO EE MANUALLY SAMPLED AND
ANALYZED AT LEAST ONCE PER 24 HOURS AS REQUIRED BY THE TECHNICAL SPECIFICATIONS.
OPERATING THE PLANT WITH AN INOPERABLE DRYWELL ATMOSPHERE PARTICULATE
RADI0 ACTIVITY MONITORING SYSTEM WITHOUT ENTERING AND COMPLYING WITH THE REQUIRED
ACTION STATEMENT IS A CONDITION WHICH IS PROHIBITED BY TECHNICAL SPECIFICATION.
TROUBLESHOOTING OF 1E31-P002 IDENTIFIED THAT THE CAPSTAN TENSIONER WAS OUT OF
ADJUSTMENT. THIS CAUSED THE FILTER PAPER TO STOP ADVANCING. CORRECTIVE ACTIONS
INCLUDE OETAINING AND ANALYZING DRYWELL ATMOSPHERE GRAB SAMPLES AT LEAST ONCE
EVERY 24 HOURS UNTIL THE SAMPLE PANEL IS MODIFIED TO ENACLE EXTERNAL VERIFICATION
OF FILTER PAPER MOVEMENT OR UNTIL RELIABILITY OF THE SAMPLE PANEL HAS BEEN
DEMONSTRATED.

! 24) COMANCHE 1 DOCKET 50-445 LER 91-023
REACTOR TRIP RESULTING FROM ERRATIC OPERATION OF THE MAIN TURBINE
ELECTR0 HYDRAULIC CONTROLLER.
EVENT DATE: 100391 REPORT DATE: 110491 NSSS: WE TYPE: PWR

(NSIC 223305) ON OCTOBER 3, 1991, COMANCHE PEAK STEAM ELECTRIC STATION UNIT 1 WAS
IN MODE 1, POWER OPERATION, WITH THE REACTOR AT APPROXIMATELY 30 PERCENT OF RATED
THERMAL POWER. IN ORDER TO COLLECT DATA FOR EVALUATION OF A PROBLEM WIIH THE MAIN
TURBINE ELECTR0 HYDRAULIC CONTROL (EHC) SYSTEM, THE IDLE HYDRAULIC FLUID PUMP WAS
STARTED AND ONE OF THE TWO OPERATING PUMPS WAS SECURED. FOLLDWING THE PUMP
SWITCHOVER, ERRATIC OPERATION OF THE MAIN TURBINE STEAM CONTROL VALVES CREATED A
PRESSURE PULSE WHICH PROP 0 GATED UP THE MAIN STEAM LINE TO THE STEAM CENERATOR,
CAUSING A SPIKE OF SUFFICIENT MAGNITUDE ON THE STEAM GENERATOR NA3 ROW RANCE LEVEL
TRANSMITTER TO EXCEED THE HI-HI LEVEL SETPOINT. THE MAIN FEEDWATER PUMPS TRIPPED
AUTOMATICALLY, AND THE REACTORsWAS MANUALLY TRIPPED DUE TO DECREASING STEAM
CENERATOR LEVELS. CAUSES INCLUDE ERRATIC OPERATION OF THE EHC SYSTEM AND
SENSITIVITY OF THE STEAM CENERATOR NARROW RANGE LEVEL INSTRUMENTATION. CORRECTIVE
ACTIONS FOR EHC SYSTEM PERFORMANCE ANOMALIES WILL BE DETERMINED BASED ON THE
RESULTS OF EVALUATION OF TEST DATA.

I 251 COMANCHE 1 DOCKET 50-44S LER 91-024
INOPERABLE MAIN STEAM SAFETY VALVES DUE TO LESL THAN ADEQUATE LITT SETPOINT
VERIFICATION PROCEDURE.
EVENT DATE: 100491 REPORT DATE: 110491 NSSS: WE TYPE: PWR

(NSIC 223304) ON MARCH 20, 1990, THE MAIN STEAM SAFETY VALVES (MSSV) WERE TESTED
AND ADJUSTED IN ACCORDANCE WITH THE APPROVED PROCEDURE WHICH CALCULATES THE LIFT
SETPOINT FROM MEASURED PARAMETERS. THECE PARAMETERS ARE DOCUMENTED WHEN THE MSSV
IS HEARD TO LIFT OFF OF ITS SEAT. DURING THIS TEST THE ATMOSPHERIC RELIEF VALVES
(ARV) MERE OPEN, RESULTING IN EXTREMELY HICH AMBIENT NOISE. AS A RESULT, IT WAS
DIFFICULT TO DETERMINE THE EXACT LIFT POINT, AND THE MEASURED PARAMETERS WERE IN
ERROR (TOO HIGH). BASED ON THESE MEASURED PARAMETERS THE CALCULATED LIFT
SETPOINTS APPARENTLY SATISFIED THE ACCEPTANCE CRITERIA. ON OCTOBER 4, 1991, THE
MSSVS WERE TESTED IN ACCORDANCE WITH THE APPROVED PROCEDURE. THE AMBIENT NOISE
LEVEL AT THE TIME OF THE TEST WAS HINIMAL; THE ARVS WERE CLOSED. THIRTEEN OF THE
FOURTEEN MSSVS TESTED WERE FOUND TO HAVE LITT SETPOINTS LESS THAN THE SETPOINT
TOLERANCE ALLOWED DY TECHNICAL SPECIFICATIONS. THE SETPOINTS WERE SUESEQUENTLY
RESET. THE ROOT CAUSE WAS DETERMINED TO EE A LESS THAN ADEQUATE PROCEDURE.
CORRECTIVE ACTIONS INCLUDED A REVISION TO THE PROCEDURE.

( 261 CONNECTICUT YANKEE DOCKET S0-213 LER 91-018
SPENT FUEL POOL COOLING SYSTEM ISOLATED FOR HEAT EXCHANGER CLEANING.
EVENT DATE: 092091 REPORT DATE: 101891 NSSS: WE TYPE: PWR

(HSIC 223287) ON SEPTEMBER 20, 1991, AT APPROXIMATELY 0900 HOURS WITH THE PLANT
IN MODE 1 AT 100 PERCENT POWER, OPERATIONS DEPARTMENT PERSONNEL ISOLATED SERVICE
WATER TO THE SPENT FUEL POOL (SFP) HEAT EXCHANGERS TO SUPPORT PREPLANNED
MAINTENANCE ON THE SERVICE WATER SYSTEM. THE ROOT CAUSE OF THIS EVENT WAS THE
NEED TO REMOVE THE SPENT FUEL COOLING SYSTEM FROM EERVICE IN ORDER TO SWAP THE

|
1
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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 1

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 Z WEEKS. THIS EVENT IS REPORTABLE UNDER
10CFR50.73(A)(2)(V)(B) AS A CONDITION THAT ALONE COULD HAVE PREVENTED THE i

FULFILLMENT OF THE SAFETY FUNCTION OF A SYSTEM NEEDED TO REMOVE RESIDUAL HEAT. |

|

[ 27] 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 HIGH
PRESSURE TURBINE WAS PARTIALLY OBSTRUCTING THE FLOW PATTERN OF 3 FIRE PROTECTION
PIPING SPRINKLER HEADS. THE AREA INVOLVED HAS A TOTAL OF 6 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 DESIGN FUNCTION AND DECLARED THEM INOPERAELE. THIS CONDITION IS A VIOLATION -

0F TECHNICAL SPECIFICATION 3.7.6.2A.4. THE REQUIRED ACTION WAS TANEN BY POSTING |

AN HOURLY FIRE WATCH PATROL. THE ROOT CAUSE OF THIS EVENT WAS THE UNFAMILIARITY
OF THE REQUIREMENT FOR A FIRE SPRINKLE HEAD TO EE CAPABLE OF ACHIEVING 100 i

PERCENT-OF ITS FLOW PATTERN. CORRECTIVE ACTIONS TAKEN INCLUDED THE REMOVAL OF 1
STAGING THAT ELOCKED THE FLOW PATTERN OF THE SPRINKLER HEADS. IN ADDITION, A
MEETING WITH JOB SUPERVISORS AND WORKERS WAS HELD IN WHICH THE LESSONS LEARNED
FRGM THIS EVENT WERE DISCUSSED. THIS EVENT IS REPORTAELE PER
10FR5C.73(A)(2)(I)(B) SINCE IT RESULTED IN A CONDITION PROHIBITED BY THE PLANT'S
TECHNICAL SPECIFICATIONS.

I 281 CONNECTICUT YANKEE DOCKET 50-213 LER 91-020
INAPPROPRIATE REMOVAL OF A REACTOR PROTECTION SYSTEM TRIP SIGNAL.
EVENT DATE: 101891 REPORT DATE: 111591 NSSS: WE TYPE: PWR

(NS!C 223415) ON OCTOBER 17, 1991, AT 1525 HOURS, WITH THE PLANT IN MODE 1 (POWER
OPERATION) AT 35% 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 STATEMENT S, A TRIP SIGNAL WAS INSERTED FOR THE
INOPERABLE CHANNEL WITHIN ONE HOUR AT 1601 HOURS. AT 2034 HOURS, WITH THE-PLANT
IN MODE 2 (STARTUP) 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 INAPFROPRIATE TO HAVE REMOVED
THE TRIP AND WAS REINSERTED. THE ROOT CAUSE OF THE EVENT IS 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 10CFR50.73(A)(2)(1)(B) AS A CONDITION'
PROHIBITED BY THE PLANT'S TECHNICAL SPECIFICATIONS.

[ 291 CONNECTICUT YANKEE DOCKET 50-213 LER 91-021
REDUCTION IN 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 4 (HOT SHUTDOWN) AND
FORCED REACTOR COOLANT SYSTEM (RCS) FLOW BEING MAINTAINED ONLY IN LOOP 3, A
FAILURE OF THE RCS LOOP 3 HOT LEG LOOP' ISOLATION VALVE CAUSED A MAJOR REDUCTION
IN FORCED REACTOR COOLANT FLOW. THE VALVE STEM EROKE ALLOWING THE DISC ASSEMBLY
TO FALL. THE CAUSE OF THE STEM FAILURE HAS NOT YET BEEN DETERMINED. THIS EVENT IS
REPORTABLE UNDER 10CFR50.73(A)(2)(V)(B) SINCE THE VALVE FAILURE IMPEDED THE
LOOP'S FUNCTION OF REMOVING RESIDUAL HEAT. FORCED RCS FLOW WAS REESTALLISHED 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) HERE NOT FULFILLED IN ORDER TO EXPEDITE THE
REESTABLISHMENT OF FORCED FLOW IN THE RCS AND LIMIT RCS HEATUP. THIS EVENT IS
REPORTABLE UNDER 10CFR50.73(A)(2)(I)(B) SINCE IT IS A CONDITION PROHIBITED BY THE
PLANT'S TECHNICAL SPECIFICATIONS.

( 30) COOK 1 DOCKET 50-315 LER 91-00S REV 01
UPDATE ON DESIGN 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 NSSS: WE TYPE: PWR j
OTHER UNITS INVOLVED: COOK 2 (PWR) i

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) COMBUSTION 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 THE 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 HRC GRANTED A 30 DAY
EXEMPTION OF THE TORNADO DESIGN CRITERION TO ALLOW MODIFICATION 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 TO ISOLATE THE ENTERNAL DUCT WORK FROM TORNADO EFFECTS. THIS
DAMPER IS EXPECTED TO BE INSTALLED BY DECEMBER 31, 1991.

( 311 COOK 1 DOCKET 50-315 LER 91-007 REV 01
UPDATE ON SHUTDOUN RODS MISPOSITIONED DURING ATTEMPT TO MOVE CONTROL RODS DUE TO
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 LENGTH RODS, CONTROL
BANK A WAS ORDERED INTO THE CORE BY THE ROD CONTROL SYSTEM BUT APPEARED NOT TO
MOVE INTO THE CORE BY OBSERVATION OF THE ANALOG ROD POSITION INDICATION. FURTHER
POSITIONING OF CONTROL BANK A RESULTED IN AN URGENT ALARM BEING RECEIVED. INITIAL
TROUBLESHOOTING OF THE ROD CONTROL SYSTEM FOUND NO REASON FOR THE URCENT ALARM
AND IT 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 POWER AT THE PRE-SURVEILLANCE LEVEL AND A DECREASE IN THE ANALOG
ROD POSITION INDICATION FOR SHUTDOWN BANK A, GROUP 2 IN RELATION TO
PRE-SURVEILLANCE READINGS. AT 1305 HOURS THE FLUX MAPPING SYSTEM UAS USED TO
DETERMINE THAT THE 4 RODS OF SHUTDOWN BANK-A, CROUP 2 WERE INSERTED APPROXIMATELY
6 STEPS INTO THE CORE. FURTMER TROUBLESHOCIING OF THE RCD CONTROL SYSTEM
DISCOVERED A FAILURE OF THE 2AC POWER CABINET MULTIPLEXING RELAY, MXR-1. IT WAS
REPLACED AND PROPER OPERATION OF THE ROD CONTROL SYSTEM WAS VERIFIED.

( 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
BUBBLE IN THE INSTRUMENT REFERENCE LEG TAP.
EVENT DATE: 100791 REPORT DATE: 110691 NSSs: GE TYPE: BWR

(NSIC 2233S8) ON 10/7/91, AT 01:43, WITH THE PLANT SHUTDOWN AND THE RESIDUAL HEAT
REMOVnL (RHR) SYSTEM OPERATING IN THE SHUTDOWN COOLING MODE OF OPERATION, AN RPS
TRIP AND ACTUATION OF GROUP 5 2 AND 3 ISOLATIONS (RCS AND RUCS) OCCURRED DUE TO A
SPURIOUS LON LEVEL ACTUATION OF TWO REACTOR VESSEL WATER LEVEL SENSORS. AT THE

_ __ _ _ _.
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TIME, WATER LEVEL WAS 10-15 INCHES ABOVE THE LEVEL MAINTAINEL 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 IS COMMON TO ALL OF THE
AFFECTED INSTRUMENTS, OR WATER LEAKAGE THROUGH THE SOLEN 0ID VALVE INTO THE
REFERENCE LEG, DISTURBING AN EXISTING AIR BUBBLE. THE POSTULATED REFERENCE LEG
DISTURBANCE OCCURRED, EVEN THOUGH THE SOLENDID VALVE WAS CLOSED, UPON RESTORATION
OF THE "B" CORE SPRAY (CS) SYSTEM FOLLOUING PERFORMANCE OF LOCAL LEAK RATE
TESTING (LLRT). THE AIR BUBBLE IN THE REFERENCE LEG 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.

I 33] COOPER DOCKET 50-298 LER 91-012
UNPLANNED ENGINEERED SAFETY FEATURE ACTUATIONS DURING DESIGN CHANGE ACTIVITIES
RESULTING FROM PERSONNEL ERROR, HUMAN FACTORS, AND INADEQUATE PRECAUTIONS.FOR
WORK IN SENSITIVE AREAS.
EVENT DATE: 101591 REPORY DATE: 111491 NSSS: GE TYPE: BWR

(NSIC 223423) ON OCT0EER 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 WHEN A WIRE CEING MOVED
INADVERTENTLY COMPLETED A RELAY TRIP CIRCUIT. THE ESSENTIAL BUSSES TRANSFERRED TO
THE EMERGENCY TRANSFORMER AND THE #2 DIESEL GENERATOR STARTED. DURING THE
TRANSFER TO EMERGENCY POWER, THE "A" REACTOR PROTECTION SYSTEM LOST POWER,
CAUSING A HALF SCRAM AND VARIOUS GROUP ISCLATIONS. THESE ACTUATIONS WERE A RESULT
OF DESIGN CHANGE ALTIVITIES ASSOCIATED WITH THE CNS ANNUNCIATOR UPGRADE PROJECT.
DURING THESE EVENTS, THE PLANT WAS IN A REFUELING OUTAGE, AND FUEL WAS SEING
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 DESIGN CHANGE TO IDENTIFY

i

THE SENSITIVE WORK AREAS, AND INCORRECTLY MOVING A WIRE. AS A RESULT OF THESEI

EVENTS, DESIGN CHANGE WORK IN THE CONTROL ROOM WAS STOPPED UNTIL THE DESIGN
CHANGE PACKAGES WERE INDEPENDENTLY REVIEWED TO IDENTIFY SENSITIVE AREAS.

t 341 CRYSTAL RIVER 3 DOCKET 50-302 LER 91-009
HIGH LOCALIZED TEMPERATURE CAUSES DIESEL GENERATOR COMPONENTS TO EXCEED
TEMPERATURE RATINGS.
EVENT DATE: 100791 REPORT DATE: 110691 NSSS: BW TYPE: PWR
VENDOR: BUSSMANN MFG (DIV 0F 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 GENERATOR (EDG) ROOMS MIGHT 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 PL.*-NTS". 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 TO 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 DIESEL GENERATOR
WILL BE REPLACED. THESE RELAYS WILL BE TESTED FOR TEMPERATURE EFFECTS ON AGING TO
DETERMINE IF ADDITIONAL RELAYS MUST BE REPLACED.

I
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1 351 CRYSTAL RIVER 3 DOCKET 50-302 LER 91-010
WIRING PROBLEM CAUSES TRANSTORMER BREAKERS TO OPEN ACTUATING THE EMERGENCY DIESEL
GENERATOR.
EVENT DATE: 102091 REPORT DATE: 111891 NSSS: BW TYPE: PWR

(NSIC 223427) ON OCTOBER 20, 1991, CRYSTAL RIVER UNIT 3 (CR-3) WAS IN MODE 5
(COLD SHUTDOWN) TOR A SCHEDULED MAINTENANCE OUTAGE. AT 1443 THE BREAKERS FOR THE
OFFSITE POWER TRANSFORMER OPENED, DISCONNECTING THE ENGINEERED SAFEGUARDS (ES)
BUSSES TROM THE OTTSITE POWER SUPPLY. DECAY HEAT COOLING WAS INTERRUPTED TOR LESS
THAN A MINUTE WHILE THE EMERGENCY DIESEL CENERATOR (EDG) LOADED THE ES BUS AND
OPERATORS RESTARTED THE DECAY HEAT PUMP (DHP). UPON STARTING THE DHP, A
PURITICATION RELIET VALVE LITTED CAUSING A DROP IN PRESSURIZER LEVEL. OPERATORS
QUICKLY IDENTIFIED THE SOURCE AND ISOLATED THE PURITICATION SYSTEM. AT 1447 THE
OPERATORS MANUALLY ENERGIZED THE REMAINING ES BUS VIA THE CR-3 STARTUP
TRANSTORMER. THIS EVENT WAS CAUSED BY A PREEXISTING WIRE INSTALLATION WHICH
INADVERTENTLY APPLIED 115V AC TO THE CR-3 BATTERY BUS. THE ERRONEOUS WIRE HAS
BEEN REMOVED. THE ASSOCIATED BREAKER RELAYS HAVE PEEN REPLACED WITH LESS
SENSITIVE RELAYS TO MINIMIZE THE POSSIBILITY OF SIMILAR EVENTS IN THE FUTURE.
INFORMATION WILL BE PROVIDED TO ALL OPERATORS CONCERNING THIS EVENT. THE
ASSOCIATED EMERGENCY PROCEDURE (EP) WILL BE REVISED TO ADDRESS RESTARTING THE DHP.

I !61 DAVIS BESSE 1 DOCKET 50-346 LER 91-005
INADVERTENT SATETY TEATURES ACTUATION DUE TO SPURIOUS SPIKE ON CONTAINHENT
RADIATION MONITOR RE2007.
EVENT DATE: *01191 REPORT DATE: 111191 NSSS: BW TYPE: PWR
VENDOR: VICTOREEN INSTRUMENT DIVISION

(NSIC 223448) ON OCTOBER 11, 1991 AT 1417 HOURS WITH THE PLANT IN MODE 5 TOR THE
SEVENTH REFUELING OUTAGE, THE STATION EXPERIENCED AN INADVERTENT SAFETY FEATURES
ACTUATION SYSTEM (STAS) LEVEL 1 ACTUATION WHEN STAS CHANNEL 4 CONTAINMENT
RADIATION MONITOR (RE2007) SPURIOUSLY SPIKED. THE SPIKE OCCURRED ATTER RE2007 WAS
CALIBRATED TOLLOWING MOVEMENT FROM CONTAINMENT INTO THE SHIELD BUILDING ANNULUS
IN PREPARATION FOR ENTRY INTO MODE 4 CHANNEL 1 0F SFAS HAD BEEN PREVIOUSLY
DE-ENERGIZED TOR THE INSTALLATION OF STAS SHUTDOWN BYPASS MODIFICATION 90-0006
THIS CONDITION ALLOWED THE SPURIOUS TRIP OF A SINGLE CHANNEL TO CAUSE AN STAS
ACTUATION. THIS EVENT OCLURRED BECAUSE OF THE SPURIOUS SPIKE ON RE2007 AND OF
THE DESIGN OF STAS WHICH DOES NOT ALLOW STAS TO BE DE-ENERGIZED WITHOUT FAILING
THE OUTPUT DEVICES TO THEIR SATETY POSITIONS / STATUS. SFAS SHUTDOWN BYPASS
MODITICATION 90-0006 IS BEING INSTALLED TO PROTECT AGAINST UNNECESSARY ENGINEERED
SATETY TEATURE ACTUATIONS.

[ 371 DAVIS-BESSE 1 DOCKET 50-346 LER 91-004
DEFICIENT REACTOR PROTECTION SYSTEM RESPONSE TIME SUhVEILLANCE TESTING.
EVENT DATE: 101291 REPORT DATE: 111191 NSSS: BW TYPE: PWR

(NSIC 223447) ON OCTOBER 12, 1991, UlTH THE PLANT IN MODE 5 TOR THE SEVENTH
REFUELING OUTAGE (7RFO), SYSTEMS ENGINEERING IDENTIFIED THAT REACTOR PROTECTION
SYSTEM (RPS) RESPONSE TIME TESTING DID NOT ADEQUATELY SATISTY THE REQUIREMENTS OF
TECHNICAL SPECIFICATION SURVEILLANCE REQUIREMENT 4.3.1.1.3. THE DELAY TIME OF AN
ITE RELAY IN THE SHUNT TRIP DEVICE (STD) OT THE REACTOR TRIP BREAKERS (RTBS)-WAS
NOT MEASURED OR ACCOUNTED TOR IN OVERALL RPS RESPONSE TIME TESTING. AUTOMATIC
ACTUATION CAPABILITY WAS PROVIDED TO THE STD UNDER FACILITY CHANGE REQUEST (FCR)
84-026 BASED ON GENERIC LETTER 83-28 GUIDANCE. TESTING SHOWED THE DELAY WAS
EOUNDED BY THE 14 MSEC SPECITIED BY THE RELAY VENDOR. A REVIEW OF PAST DATA
REVEALED THAT WITH THE 14 MSEC DELAY CONSIDERED, THE HICH TLUX/ NUMBER OF REACTOR
COOLANT PUMPS ON TRIP FUNCTION WOULD HAVE EXCEEDED ITS ALLOWABLE RESPONSE TIME
LIMIT FROM DECEMBER 1986 TO MARCH 1988 BY 7.5 MSEC. THIS TEST DEFICIENCY WAS A
RESULT OF AN INADEQUATE TECHNICAL REVIEU OF THE FCE PACKAGE AND ITS SUPPLEMENT.
ON OCTOBER 22, 1991, RPS OVERALL RESPONSE TIME CALCULATION PROCEDURES WERE
REVISED TO ACCOUNT TOR THE 14 MSEC DELAY AND WERE PERFORMED. ALL TUNCTIONAL UNITS
WERE WITHIN THEIR RESPECTIVE ALLOUABLE RESPONSE TIME LIMITS. CURRENT PROCEDURES
INVOLVING PLANT MODITICATIONS REQUIRC MORE EXTENSIVE REVIEW AND APPROVAL WHICH
SHOULD ENSURE THAT CHANCES SUCH AS THIS ARE THOROUGHLY EVALUATED AND DOCUMENTED.

_ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ _ _ . _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ -
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1 381 DIABLO CANYON 1 DOCKET 50-275 LER 91-015
VIOLATION OF TECHNICAL SPECITICATION 3.7.10 WHEN AN HOURLY TIRE WATCH PATROL WAS
NOT PERTORMED DUE TO INADEQUATE INSTRUCTIONS.
EVENT DATE: 091791 REPORT DATE: 101691 NSSS: WE TYPE: PWR
DIHER UNITS INVOLVED: DIABLO CANYON 2 (PWR)

(NSIC 223275) ON SEPTEMBER 17, 1991, AT 0300 PDT, WITH UNIT 1 IN MODE 1 (POWER
OPERATION) AT 100 PERCENT POWER, AND JNIT 2 DETUELED, THE ACIION STATEMENT TOR
TECHNICAL SPECITICATION 3.7.10 WAS NOT MET TOR UNITS 1 AND 2 WHEN THE REQUIRED
HOURLY TIRE WATCH PATROL WAS NOT PERTORMED IN THE REQUIRED SATETY-RELATED
EQUIPMENT ROOMS. THE HOURLY TIRE WATCH PATROL WAS NOT PERTORMED EECAUSE THE
HOURLY PDVING TIRE WATCH WAS UNABLE TO EXIT TROM THE RADI0 LOGICALLY CONTROLLED
AREA (RCA) 0F THE PLANT AND EXCHANGE DUTIES WITH ANOTHER FIRE WATCH IN THE
.URBINE EUILDING. THE ROOT CAUSE OF THE EVENT WAS DETERMINED TO DE THAT NO
WRITTEN INSTRUCTIONS EXISTED TO ASSURE THAT TS RELATED TIRE IMPAIRMENTS WOULD BE
INSPECTED EACH HOUR DURING UNEXPECTED CONDITIONS WHICH COULD DELAY TIRE WATCH
PERSONNEL. THE CORRECTIVE ACTIONS TO PREVENT RECURRENCE INCLUDE (1) PROVIDING
WRITTEN INSTRUCTIONS TO FIRE WATCR PERSONNEL ON ACTIONS TO TAKE IT DELAYED DURING
ROUNDS; AND (2) FREPARING AN INCIDENT GUMMARY OF THIS EVENT, REVIEWING IT WITH
ALL TIRE WATCH PERSONNEL, AND INCLUDING THE INCIDENT SUMMARY IN INITIAL ROVING
TIRE WATCH TRAINING.

[ 39) DIABLO CANYON 1 DOCKET 50-275 LER 91-016
MISSED SURVEILLANCE OF AIRLOCK DOOR SEALS DUE TO PERSONNEL ERROR CAUSED BY
INADEQUATE KNOWLEDGE OF LEAK-RATE MONITOR OPERATION.
EVENT DATE: 092791 REPORT DATE: 102891 NSSS: UE TYPE: TWR
VENDOR: VOLUMETRICS

(NSIC 223332) ON JUNE 11, 1991, AT 0947 PDT, THE CONDITIONAL SURVEILLANCE
REQUIRED BY TECHNICAL SPECITICATION (TS) 4.6.1.3.A WAS MISSED WHEN A LEAK RATE
TEST OF THE CONTAINMENT PER70NNEL AIRLOCK DOOR WAS NOT SATITACTORILY PERTORMED
TOLLOWING OPENING OF THE INNER AND OUTER DuoRS. ON SEPTEMEER 26, 1991, THE
OPERATOR PERTORMING DAILY SURVEILLANCE CHECKS NOTED THAT THE PERSONNEL AIRLOCK
LEAK-RATE MONITOR WAS OUT-0T-SERVICE BECAUSE OT A CLEARANCE FOR CALIBRATION. WHEN
THE SURVEILLANCE TEST WAS REVIEWED BY PLANT ENGINEERING ON SEPTEMBER 27, 1991,
THE OUT-0T-SERVICE STATUS OF THE LEAK-RATE MONITOR WAS NOTED AND REPORTED TO THE
SYSTEM ENGINEER, WHO INQUIRED AS TO THE OPERABILITY STATUS OF THE LEAK-RATE
MONITOR. THE SHIFT SUPERVISOR AT THAT TIME DETERMINED THAT THE LEAK-RATE MONITOR
WAS INOPERABLE, ATTER WHICH THE DOOR SEALS WERE SUCCESSTULLY LEAK-RATE TESTED, A
REVIEW DETERMINED THAT AN ACCEPTABLE LEAK RATE TEST WAS NOT PERTORMED TOLLOWING
17 CONTAINMENT ENTRIES DURING THE PERIOD TROM JUNE 11, 1991, TO SEPTEMBER 27,
1991. THE IMHEDIATF. CAUSE OF THE MISSED SURVEILLANCES WAS A TAULTY SOLENDID VALVE
THAT RENDERED THE LEAK-RATE MONITOR INCAPABLE OF PERTORMING AUTOMATICALLY. THE
ROOT CAUSE IS DUE TO PERSONNEL ERROR CAUSED BY INADEQUATE KNOWLEDGE OF THE
LEAK-RATE MONITOR OPERATION. TO PREVENT RECURRENCE, AN OPERATIONS INCIDENT
SUMMARY HAS BEEN PREPARED.

[ 401 DIABLO CANYON 2 DOCKET 50-323 LER 91-009
10 JTR 100 DOSE LIMITS POTENTIALLY EXCEEDED IN THE EVENT OF A DESIGN BASIS LOSS
OT COOLANT ACCIDENT RECOVERY AS A RESULT OF VALVE LEAKAGE.
EVENT DATE: 092691 REPORT DATE: 110191 NSSS: WE TYPE: PWR

(NSIC 223367) ON OCTOBTR 4, 1991, AT 1645 PDT, WITH UNIT 2 DETUELED, AN
EVALUATION DETERMINED THAT THE CONTROL ROOM AND EXCLUSION AREA BOUNDARY 10 CTR
100 DOSE LIMITS COULD BE POTENTIALLY EXCTEDED DURING THE DESIGN BASIS
RECIRCULATION PHASE OF LOSS OF COOLANT ACCIDENT (LOCA) RECOVERY. THE POTENTIAL
PROBLEM WAS IDENTIFIED DURING THE PERTORMANCE OF A HYDROSTATIC TEST ON SEPTEMBER
26, 1991. ON OCTOBER 4, 1991, AT 1800 PDT, A TOUR-HOUR, NON-EMERGENCY REPORT WAS
MADE TO THE NRC IN ACCORDANCE WITH 10 CTR 50.72(B)(2)(I). ON SEPTEMBER 26, 1991,
DURING THE PERFORMANCE OF A HYDROSTATIC TEST, TOTAL LEAKAGE OF APPROXIMATELY 1.3
CALLONS PER MINUTE (GPM) WAS IDENTIFIED TROM DIAPHRAGM VALVES CVCS 2-8741 AND
CVCS-2-548 IN THE CHARGING PUMP SUCTION LINE. AN EVALUATION DETERMINED THAT THIS
LEAKAGE COULD HAVE RESULTED IN THE CONTROL R00M AND EXCLUSION AREA BOUNDARY 10
CFR 100 DOSE LIMITS BEING EXCEEDED DURING THE RECIRCULATION PHASE OF A DESIGN

. _ _ _ _ - _ _ _ -
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EASIS LOCA RECOVERY. INVESTIGATIONS ARE BEING PERFORMED TO DETERMINE THE ROOT
CAUSE OF THE VALVE LEAKAGE AND THE POTENTIAL AFFECT ON THE HEALTH AND SAFETY OF
THE PUBLIC. THE ROOT CAUSE, SAFETY ANALYSIS, AND CORRECTIVE ACTIONS WILL BE
SUBMITTED IN A SUPPLEMENTAL LER.

t 411 DIABLO CANYON 2 DOCKET 50-323 LER 91-006
MOMENTARY LOSS OF POWER TO RADIATION MONITOR RM-26 CAUSES CONTROL ROOM
VENTILATION SYSTEM MODE SHIFT DUE TO PERSONNEL ERROR.
EVENT DATE: 100391 REPORT DATE: 110191 NSSS: WE TYPE: PWR

(NSIC 223365) ON OCTOBER 3, 1991, AT 1256 PDT, WITH UNIT 2 IN MODE 5 (COLD
SHUTDOWN) AT 0 PERCENT POWER, THE CONTROL ROOD VENTILATION SYSTEM (CRVS) SHIFTED
FROM NORMAL MODE TO PRESSURIZATION MODE. THIS MODE CHANGE CONSTITUTES AN
ENGINEERED SAFETY FEATURE (EST) ACTUATION. WHILE REMOVING INSTRUMENT AC INVERTER
IY-24 FROM SERVICE IN ACCORDANCE WITH FROCEDURE OP J-10:III, " INSTRUMENT AC
SYSTEM-SHUTDOWN AND CLEARING," A SENIOR LICENSED OPERATOR AND A NON-LICENSED
OPERATOR INADVERTENTLY OPENED THE OUTPUT BREAKER FOR INVERTER IY-23 INSTEAD OF
THE INTENDED BREAKER FOR INVF.RTER IY-24. THIS RESULIED IN A MOMENTARY LOSS OF
POWER TO THE CONTROL ROOM YENTILATION INIAKE RADIATION MONITOR RM 26, WHICH
CAUSED THE CRVS TO SHIFT FROM NORMAL MODE TO PRESSURIZATION MODE. ON OCTOBER 3,

ACCORDANCE WITH 10 CFR 50.72(B$(NON-EMERGENCY REPORT MAS MADE TO THE NRC IN
1991, AT 1427 PDT, A FOUR-HOUR

2)(II). THE ROOT CAUSE OF THIS EVENT WAS
PERSONNEL ERROR (INATTENTION TO DETAIL). THE OPERATORS INVOLVED FAILED TO PER10RM
AN ADEQUATE PRE-JOB REVIEW OF THE OPERATING PROCEDURE. THEY DID NOT NOTICE THAT
SPECIFIC ATTACHMENTS TO THE PROCEDURE HAD BEEN PROVIDED. TO PREVENT RECURRENCE,
(1) THE OPERATORS INVOLVED WERE COUNSELED, (2) AN OPERATIONS INCIDENT SUMMARY HAS
BEEN ISSUED, (3) OP J-10:III KILL BE REVISEB, AND (4) OPERATIONS POLICY A-E WAS
REVISED.

t 421 DIABLO CANYON 2 DOCKET 50-323 LER 91-007
INADVERTENT SAFETY INJECTION WHILE IN MODE 5 DUE TO PERSONNEL ERROR.
EVENT DATE: 100691 REPORT DATE: 110191 NSSS: WE TYPE: PWR

(NSIC 223366) ON OCTOBER 6, 1991, AT 0008 PDT, WITH UNIT 2 IN MODE 5 (COLD
SHUTDOWN) DURING THE FOURTH REFUELING OUTAGE, TWO SAFETY INJECTION (SI) SIGNALS
OCCURRED DUE TO TECHNICIANS OPERATING SOLID STATE PROTECTION SYSTEM (SSPS)
CONTROL SWITCHES OUT OF SEQUENCE WITH THE SURVEILLANCE TEST PROCEDURE (STP) THEY
WERE PERFORMING. A FOUR HOUR, NON-EMERGENCY REPORT REQUIRED BY 10 CFR
50.72(B)(2)(II) WAS MADE ON OCTOBER 6, 1991, AT 0218 PDT. THE CAUSE OF THE SIS
WAS PERSONNEL ERROR. THE TECHNICIANS FAILED TO UTILIZE STP I-1GD4 "RECONFIGURING
AN SSPS TRAIN IN MODES 5 OR 6," DURING THE SWITCH OPERATING SEQUENCE. STP I-16D4
REQUIRES THE SSPS INPUT ERROR INHIBIT SWITCH TO BE REPOSITIONED FROM " NORMAL TO
" INHIBIT" AND THE MODE SELECTOR SWITCH FROM " TEST" TO "0PERATE," IN THAT ORDER.
THE TECHNICIANS REPOSITIONED THE SWITCHES IN REVERSE ORDER ON SSPS TRAINS A AND
B. EACH TRAIN PRODUCED AN SI SIGNAL. ALL EQUIPMENT PERFORMED AS EXPECTED IN MODE
5 DURING THE SI. UNIT 2 UAS RETURNED TO NORMAL MODE 5 ALIGNMENT ON OCTOBER 6,
1991, AT 0015 PDT. SINCE EMERGENCY CORE COOLING PUMPS WERE SECURED FOR
MAINTENANCE, THERE WAS NO WATER INJECTION INTO THE REACTOR COOLANT SYSTEM. THE
TECHNICI ANS INVOLVED IN THIS EVENT WERE COUNSELED IN ACCORDANCE WITH PG&E'S
POSITIVE DISCIPLINE PROGRAM A MEMORANDUM HAS BEEN ISSUED FROM THE VICE PRESIDENT,
DIABLO CANYO OPERATIONS AND PLANT MANAGER, EMPHASIZING THE NEED FOR PROCEDURAL
COMPLIANCE AND VERIFICATION.

I 431 DRESDEN 2 DOCKET 50-237 LER 91-034
PRIMARY CONTAINMENT ISOLATION VALVE CLOSURE DUE TO REACTOR WATER CLEANUP SYSTEM
ISOLATION.
EVENT DATE: 101291 REPORT DATE: 110691 NSSS: GE TYPE: BWR

(NSIC 223347) ON OCTOBER 12, 1991, AT 1643 HOURS, WITH UNIT 2 AT 95% POWER, A
REACTOR WATER CLEANUP (RWCU) SYSTEM ISOLATION OCCURRED RESULTING IN PRIMARY
CONTAINMENT ISOLATION MOTOR OPERATED VALVES (MOVS) 2-1201-1 AND 2-1201-2 FULLY
CLOSING. DUE TO PRESSURE OSCILLATIONS IN THE RWCU SYSTEM, OPERATIONS PERSONNEL
WERE TRANSFERRING THE PRESSURE CONTROL STATION FROM "AUT0" TO " MANUAL" WHEN THE
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RWCU SYSTEM ISOLATED ON A HIGH PRESSURE SIGNAL. ON INVESTIGATION, IT WAS FOUND
THAT THE NITROGEN GAS BLANKET ON THE RWCU SURGE TANK HAD BEEN LOST. CORRECTIVE
ACTIONS WERE TO DRAIN THE LOW PRESSURE SENSING LINE OF THE SURCE TANK LEVEL

RE-PRESSURE THE RUCU SURGE TANK WITH NITROGEN, INSPECT RWCU PUMPS
TRANSMITTER,AND RESET / RESTART THE RWCU SYSTEM. THIS EVENT HAD NO ADVERSE SAFETYAND PIPING,
SIGNIFICANCE BECAUSE THE RWCU SYSTEM PROPERLY ISOLATED ON THE HIGH PRESSURE
SIGNAL AND ISOLATION OF THE RWCU SYSTEM FOR SHORT PERIODS HAS NO EFFECT ON POWER
OPERATION OR COOLANT CHEMISTRY LIMITS. TWO RECENT PREVIOUS EVENTS INVOLVING
CLOSURE OF PRIMARY CONTAINMENT ISOLATION VALVES WHILE ADJUSTING FRESSURE/ FLOW ON
THE RWCU SYSTEM HAVE BEEN REPORTED BY LERS 91-014 AND 91-019.

( 44) DRESDEN 2 DOCKET 50-237 LER 91-033
PRIMARY CONTAINMENT ISOLATION VALVE CLOSURE DUE TO REACTOR WATER CLEANUP SYSTEM
ISOLATION.
EVENT DATE: 101491 REPORT DATE: 110691 NSSS: CE TYPE: BWR

(NSIC 223346) ON 10/14/91, AT 1101 HOURS, WITH UNIT 2 AT S1% POWER, A REACTOR
WATER CLEANUP (RWCU) SYSTEM ISOLATION OCCURRED RESULTING IN PRIMARY CONTAINMENT
ISOLATION MOTOR OPERATED VALVES (MOVS) 2-1201-1 AND 2-1201-2 FULLY CLOSING.
OPERATIONS PERSONNEL WERE RETURNING THE RWCU SYSTEM TO NORMAL OPERATION AFTER IT
WAS ISOLATED TO SUPPORT 250 VDC BATTERY SWITCHING. WHILE RETURNING THE RWCU
SYSTEM TO NORMAL OPERATION, IT ISOLATED ON A HIGH PRESSURE SIGNAL. THE AUTOMATIC
ISOLATION OCCURRED, AS EXPECTED, TO PROTECT THE RWCU PIPING. THIS EVENT HAD NO
SAFETY SIGNIFICANCE BECAUSE ISOLATION OF THE RWCU SYSTEM FOR sunnT PERIODS HAS NO
AFFECT ON POWER OPERATION OR COOLANT CHEMISTRY LIMITS. L':kN RETURNING THE RWCU
SYSTEM TO OPERATION WITH THE REACTOR AT OPERATING PP. ESSURE, RWCU SYSTEM PRESSURE
OSCILLATIONS ARE FREQUENTLY CENERATED DUE TO CONTT,0L DIFFICULTY WITHIN THE RWCU
FLOW CONTROLLER. ALTHOUGH THIS EVENT WAS NOT INITIATED BY PRIMARY CONTAINMENT
ISOLATION LOGIC, IT DID RESULT IN UNPLANNED CLOSURE OF PRIMARY CONTAINMENT
ISOLATION VALVES. IMMEDIATE CORRECTIVE ACTIONS WERE TO RESET / RESTART THE RWCU
SYSTEM. ADDITIONAL CORRECTIVE ACTIONS INCLUDE REVIEWING THE PRESSURE AND FLOW
CONTROL VALVE TRIM AND PNEUMATIC ACTUATOR CONFIGURATIONS FOR POSSIBLE
IMPROVEMENT. THREE PREVIOUS EVENTS INVOLVING RWCU SYSTEM ISOLATIONS OR UNPLANNED
ISOLATION VALVE CLOSURES HAVE BEEN REPORTED BY LERS 91-014, 91-019, AND 91-034.

[ 451 DRESDEN 3 DOCKET S0-249 LER 91-013
250 VOLT DC BATTERY DISCHARGE VOLTAGE DECREASED BELOW DESIGN BASIS LIMIT DUE TO
UNKNOWN CAUSE.
EVENT DATE: 101491 REPORT DATE: 111291 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: DRESDEN 2 (BWR)

(NSIC 223443) ON OCTOBER 14, 1991, WITH UNIT 3 IN A REFUEL OUTAGE, THE UNIT 3 250
VOLT BATTERY WAS REMOVED FROM SERVICE IN PREPARATION FOR A DISCHARGE TEST AS
REQUIRED BY TECHNICAL SPECIFICATION 4.9.A.3. UNIT 2 WAS OPERATING AT POWER AT
THIS TIME. THIS PLACED UNIT 2 IN A 7 DAY LIMITING CONDITION FOR OPERATION, IN
ACCORDANCE WITH TECHNICAL SPECIFICATION 3.9.B.4.A. DURING THE FIRST MINUTE OF THE
SERVICE TEST, THE BATTERY VOLTAGE DROPPED BELOW THE ACCEPIANCE CRITERION OF 210
VOLTS. THE VOLTAGE STAEILI2ED ABOVE 210 VOLTS FOR THE REMAINDER OF THE FOUR-HOUR
TEST. A SUBSEQUENT PERFORMANCE TEST INDICATED A BATTERY CAPACITY OF 96% OF RATED
VALUE. A COMPREHENSIVE REVIEW OF THE TESTED LOAD PROFILE WAS BEGUN, SINCE
RESOLUTION OF THE ISSUE WAS STILL PENDING, AND BATTERY OPERABILITY HAD NOT BEEN
RE-INSTATED, AN ORDERLY SHUTDOWN OF UNIT 2 WAS INITIATED ON OCTOBER 21, 1991. A
REVIEW OF THE UNIT 3 280 VOLT BATTERY INTER-TIER CABLES RESISTANCES INDICATED
THAT THEIR RESISTANCES HAD INCREASED SINCE THE REPLACEMENT BATTERY WAS ORIGINALLY
INSTALLED IN MAY, 1988. THE INTER-TIER CABLES WERE REPLACED AND THEIR RESISTANCES
WERE VERIFIED SATISFACTORY. AN ABBREVIATED ONE MINUTE SERVICE TEST WAS THEN
PERFORMED ON OCTOBER 27, 1991; THE BATTERY VOLTAGE ACCEPTANCE CRITERION WAS AGAIN
NOT MET. ON NOVEMBER 1, 1991, A SERVICE TEST WAS SUCCESSFULLY PERFORMED UTILIZING
A REVISED LOAD PROFILE.

________________ _ -
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( 46) DRESDEN 3 DOCKET 50-249 LER 91-014
3-1105A AND 3-1105B STANDBY LIQUID CONTROL RELIEF VALVES LIFTED UNDER THE
ACCEPTANCE CRITERIA DUE TO SETPOINT DRIFT.
EVENT DATE: 102291 REPORT DATE: 110791 NSSS: GE TYPE: BWR
VENDOR: CROSBY VALVE & GAGE CO.

(NSIC 223417) ON OCTOBER 22, 1991 AT 0900 HOURS WITH UNIT 3 IN THE REFUEL MODE
WITH ALL FUEL REMOVED, STANDBY LIQUID CONTROL (SBLC) RELIEF VALVES 3-1105A AND
3-1105B OPENED AT 1410 PSIG WHEN TESTED DURING THE PERFORl1ANCE OF DRESDEN
MAINTENANCE PROCEDURE (DMP) 1100-2 STANDBY LIQUID CONTROL RELIEF VALVE SETTING.
THIS EXCEEDED THE TECHNICAL SPECIFICATION lit 1IT OF 1455 TO 1545 PSIC. NEW RELIEF
VALVES WERE INSTALLED BY THE MECHANICAL HAINTENANCE DEPARTMENT, AND DURING
SUBSEQUENT TESTING THE VALVES LIFTED WITHIN THE TECHNICAL SPECIFICATION LIMIT.
THE CAUSE OF THIS EVENT IS RELIEF VALVE SETPOINT DRIFT. WHILE THE SDLC RELIEF
YALVES WERE BEING TESTED PER DMP 1100-2, THE SELC SYSTEM WAS NOT REQUIRED TO BE
OPERABLE. THE AS-FOUND RELIEF VALVE SETTINGS WOULD NOT HAVE DIVERTED SBLC FLOW
FROM THE REACTOR UNDER DESIGN BASIS CONDITIONS WITH BOTH PUMPS OPERATING. IN
ADDITION, THE CONTROL ROD DRIVE (CRD) HYDRAULIC SYSTEM WAS OPERABLE WHEN REQUIRED
DURING THE OPERATING CYCLE PRIOR TO THIS EVENT, AND THEREFORE WAS AVAILABLE FOR
SHUTTING DOWN THE REACTOR. A PREVIOUS EVENT INVOLVING THE UNIT 3 SELC RELIEF
VALVES WAS REPORTED BY LER 88-07/050249.

I 47) FARLEY 1 DOCKET 50-346 LER 91-010
MANUAL REACTOR TRIP DUE TO UNEXPECTED GOVERNOR VALVE CLOSURE.
EVENT DATE: 100391 REPORT DATE: 110191 NSSS: WE TYPE: PWR

(NSIC 223314) AT 0606 ON 10-03-91, WHILE OPERATING AT 100 PERCENT POWER, THE
OPERATORS MANUALLY TRIPPED THE REACTOR IN ACCORDANCE WITH FNP-1-AOP-13, " LOSS OF
MAIN TEEDWATER." THE SEQUENCE OF EVENTS RESULTING IN THE MANUAL REACTOR TRIP @
BECAN WITH THE MAIN TURBINE CONTROL SYSTEM'S UNEXPECTED AUTOMATIC CLOSURE OF THE
MAIN TURBINE GOVERNOR VALVES. THE CFERATORS RESPONDED BY PLACING THE MAIN TURBINE
L;TITAL ELECTRO-HYDRAULIC CONTROL SYSTEM (DEHC) IN " TURBINE t!ANUAL" WHICH STOPPEL
THE GOVERNOR VALVES' CLOSURE AT 15 PERCENT OPEN. THE ENSUING PLANT TRANSIENT
RESULTED IN BOTH STEAM GENERATOR FEED PUMPS (SGFPS) TRIPPING ON LOW SUCTION
PRESSURE. THIS EVENT WAS CAUSED BY A DECRADED DC VOLTAGE OUTPUT FRO:1 THE PRIMARY
OPERATOR AUTO CONTROLLER (OAC) POWER SUPPLY IN THE MAIN TURBINE DEHC SYSTE!1 AND A
FAILURE OF THd CIRCUITRY WHICH SHOULD HAVE TRANSFERRED THE POWER SUPPLY. THIS
DEGRADED VOLTAGE RESULTED IN A CHANGE OF SEVERAL CONTROL PARAMETER VALUES WITHIN
THE PRIMARY CAC PRIOR TO ITS C0!!PLETE FAILURE. THESE DEGRADED CONTROL PARAt1ETERS
WERE PASSED TO THE BACK-UP OAC WHICH RESULTED IN CONTINUED GOVERNOR VALVE CLOSURE
UNTIL THE SYSTEM WAS PLACED IN MANUAL BY THE OPERATORS. THE DEGRADED POWER
SUPPLY WAS REPLACED AND THE PRI!!ARY OAC PROGRAMMING WAS RELOADED. A DEH TASK
FORCE IS CONTINUINC THE INVESTIGATION OF THIS FAILURE AND WILL EVALUATE
CORRECTIVE ACTION TO PREVENT RECURRENCE.

I 481 FERMI 2 DOCKET 50-341 LER 91-018
AVERAGE POWER RANCE MONITOR WEEKLY CALTBRATION REQUIREMENT NOT PERFORMED PER
TECHNICAL SPECIFICATION.
EVENT DATE: 100191 REPORT DATE: 110191 NSSS: GE TYPE: BWR

(NSIC 223316) ON OCTOBER 2, 1991, DETROIT EDISON DISCOVERED THAT AN ERROR HAD
BEEN MADE DURING IMPLEMENTATION OF TECHNICAL SPECIFICATION AMENDMENT 75. THIS
ERROR RESULTED IN THE FAILURE TO COMPLETE ONE OF TWO WEEKLY CHANNEL CALIBRATION
REQUIRE!!ENTS FOR THE AVERAGE POWER RANGE MONITORING (APRM) SYSTEM CHANNELS.
PROCEDURES WHICH IMPLEMENTED CHAUNEL FUNCTIONAL TEST REQUIREMENTS FOR APRM'S,
WHOSE SURVEILLANCE INTERVAL HAD BEEN MODIFIED FROM WEEKLY TO QUARTERLY BY
A!!ENDMENT 75, ALSO IMPLEMENTED A WEEKLY CHANNEL CALIBRATION REQUIREMENT. THESE
PROCEDURES WERE REVISED WITHOUT ACCOUNTING FOR THIS WEEKLY CHANNEL CALIBRATION
REQUIRE!!ENT. UPON RECOGNITION OF THE MISSED SURVEILLANCE REQUIREMENT, ALL APRM'S
WERE DECLARED INOPERABLE. SURVEILLANCES WERE PERFOR!!ED SUCCESSFULLY AND THE
APRit'S WERE RESTORED TO OPERABLE STATUS. THE PRIMARY ROOT CAUSE OF THIS EVENT CAN
BE ATTRIBUTED TO A DEFICIENCY IN THE PROCESS UTILIZED DURING IMPLEMENTATION OF
TECHNICAL SPECIFICATION AMENDMENTS. CHANGES TO THIS PROCESS ARE BEING MADE.
PERSONNEL INVOLVED IN IMPLEMENTING AMEND:!ENT 75 SHOULD HAVE PREVENTED THE ERROR.

_ _ _ _ _ _ _ _ _ _ _ _
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A REVIEW OF LESSONS LEARNED FROM THIS EVENT IS BEING DONE BY APPROPRIATE
PERSONNEL. ADDITIONALLY, A HUMAN PERFORMANCE ENHANCEMENT SYSTEM (HPES) EVALUATION
WILL BE PERFORMED TO CONFIRM THIS ASSESSMENT OF ROOT CAUSE, CONTRIBUTING FACTORS
AND CORRECTIVE ACTIONS.

! 49] FT. CALHOUN 1 DOCKET 50-285 LER 91-021
INADVERTENT CONTAINMENT ISOLATION ACTUATION SIGNAL.
EVENT DATE: 100491 REPORT DATE: 110491 NSSS: CE TYPE: PWR

(NSIC 223353) ON OCTOBER 4, 1991, AT 1248 HOURS, AN INADVERTENT PARTIAL ACTUATION
OF CONTAINMENT ISOLATION ACTUATION SIGNAL (CIAS) OCCURRED AT FORT CALHOUN STATION
WHILE THE PLANT HAS HEATING UP FROM MODE 4 (COLD SHUTDOWN) TO MODE 3 (HOT
SHUTDOWN). DURING THE PERFORMANCE OF ENGINEERED SAFETY FEATURE (ESP) SURVEILLANCE
TEST (ST) OP-ST-ESF-0009, THE COMPONENTS ASSOCIATED WITH THE "A" CONTAINMENT
ISOLATION PANEL AI-43A UERE INADVERTENTLY ACTUATED AND WENT TO THE REQUIRED
POSITIONS FOR A CIAS. IMMEDIATE INVESTIGATION OF THE SWITCH ALIGNMENT REVEALED
THAT THE CIAS OVERRIDE SWITCH DID NOT HAVE COMPLETE CONTACT STACKUP WHEN A
TRAINEE TURNED THE SWITCH TO THE " TEST" POSITION. THE ST WAS SUCCESSFULLY
PERFORMED THE SECOND TIME WITH THE SWITCH PROPERLY POSITIONED. THE CONTAINMENT
ISOLATION COMPONENTS THAT WERE ACTIVATED PERFORMED THEIR DESIGN FUNCTION AND
THERE WAS NO SAFETY CONCERN A FOUR-HOUR REPORT WAS SUBSEQUENTLY MADE TO THE NRC
AT 1430 HOURS PURSUANT TO 10 CFR 50.72(B)(2)(II). CORRECTIVE ACTIONS INCLUDE
PLACING A CAUTION TAG ON THE SWITCH TO ALERT THE OPERATORS OF THE POTENTIAL
PROBLEM MITH OPERATING THE SWITCH, PLACING A CAUTION STATEMENT IN THE PROCEDURE
REGARDING THE PROPER OPERATION OF THE SWITCH, AND INSPECTING THE SWITCH DURING
THE NEXT REFUELING OUTAGE.

! 50) FT. CALHOUN 1 DOCKET 50-285 LER 91-022
NUCLEAR INSTRUMENTATION CHANNELS B 1 D OUISIDE DESIGN BASIS.
EVENT DATE: 100991 REPORT DATE: 110891 NSSS: CE TYPE: PWR

(NSIC 223354) OMAHA PUBLIC POWER DISTRICT (OPPD) INITIATED AN EVALUATION OF THE
POTENTIAL FAILURE TO MEET THE REGULATORY GUIDE 1.97, REVISION 2 (RG 1.97) DESIGN
BASIS REQUIREMENTS FOR NEUTRON FLUX INDICATION. THIS REVIEW WAS IN RESPONSE TO
NEUTRON FLUX CHANNEL CONCERNS THAT OCCURRED DURING SHUTDOWN FOR THE FORT CALHOUN
STATION (FCS) SEPTEMBER 12, 1991 BATTERY OUTAGE. OPPD CONCLUDED THAT THE NEUTRON
FLUX MONITORING CHANNELS SELECTED TO MEET RG 1.97 (NE-002 AND NE-004) DO NOT MEET
THE RG 1.97 SINGLE FAILURE CRITERIA. FAILURE OF DC BUS NO. 2 IN A DESIGN BASIS
ACCIDENT (DBA)/ POST DBA (I.E., LOSS OF COOLANT ACCIDENT OR MAIN STEAM LINE BREAK
IN CONTAINMENT) COULD RESULT IN THE LOSS OF BOTH NE-002 AND NE-004. THIS
CONDITION IS OUTSIDE THE FCS DESIGN BASIS AND WAS REPORTED TO THE NRC PURSUANT TO
10 CFR 50.72(B)(1)(II)(B) AT 1651 HOURS ON OCTOBER 9, 1991. THIS EVENT IS NOT
SAFETY SIGNIFICANT AS REACTOR SAFE SHUTDOWN COULD BE ACHIEVED WITHOUT THIS WIDE
RANGE NEUTRON FLUX INDICATION, THE ROOT CAUSE IS THE FAILURE TO FOLLOW PROCEDURE
PED-QP-S. CONTRIBUTING CAUSES ARE LACK OF CUIDANCE AND FAILURE TO UNDERSTAND THE
PROCEDURAL REQUIREMENTS WITH REGARD TO UPDATING ANALYSES / STUDIES. A

NONCONFORMANCE REPORT WAS ISSUED TO EVALUATE AND CORRECT THE ENVIRONMENTAL
QUALIFICATION PROBLEM WITH THE NEUTRON FLUX CHANNELS, AND TO TRACK FINAL
RESOLUTION OF THIS CONDITION WHICH IS OUTSIDE THE DESIGN BASIS OF FCS.

I S1] FT. CALHOUN 1 DOCKET S0-22S LER 91-023
FAILURE TO COMPLY WITH TECHNICAL SPECIFICATION 2.10.4(1)(B)(III).
EVENT DATE: 102291 REPORT DATE: 11:191 NSSS: CE TYPE: PWR

(NSIC 223421) AT 1308 HOURS, ON OCTOBER 22, 1991, WHILE FORT CALHOUN STATION WAS
OPERATING AT 99.3 PERCENT POWER (MODE 1) WITH ALL-RODS-OUT (ARO), THE EMERGENCY
RESPONSE FACILITIES (ERF) COMPUTER SYSTEM WAS TAKEN OFFLINE FOR MAINTENANCE
ACTIVITIES. HOWEVER, THIS WAS DONE WITHOUT MEETING THE REQUIREMENTS IN TECHNICAL
SPECIFICATION (TS) 2.10.4(1)(B)(III) WHICH STATES THAT IF THE ERF IS BEING USED
TO MONITOR LINEAR HEAT RATE AND BECOMES INOPERABLE, THEN POWER OPERATION MAY
CONTINUE PROVIDED " POWER IS NOT INCREASED NOR HAS IT BEEN INCREASED SINCE THE
TIME OF THE LAST INCORE POWER DISTRIBUTION." THE LAST INCORE POWER DISTRIBUTION
HAD BEEN OBTAINED AT 0728 HOURS ON OCTOBER 22, 1991, AT 98.2 PERCENT POWER. PONER

I
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THEN STEADILY INCREASED FROM 98. , PERCENT AI 0933 HOURS TO 99.3 PERCENT AT 1300
HOURS WHERE IT WAS STABILIZED IN THE ARD 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 POWER HAD INCREASED. THE ERT WAS
RETURNED TO SERVICE AND THE POWER DISTRIBUTION WAS OBTAINED AT 1339 HOURS,
INDICATING THAT ALL MONITORED PARAMETERS WERE WITHIN THEIR IS LIMITS. THIS EVENT
IS BEING REPORTED PURSUANT TO 10 CFR 50.73(A)(2)(I). 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.

[ S2) GRAND GULF 1 DOCKET S0-416 LER 91-011
NONCOMPLIANCE Wild EOC/RPT SURVEILLANCE REQUIREMENT.
EVENT DATE: 100391 REPORT DATE: 110491 NSSS: GE TYPE: DWR

-(NSIC 223380) WHILE SCHEDULING SURVEILLANCE ACTIVITIES FOR THE NEXT REFUELING
OUTAGE, REVIEW OF PREVIOUSLY CONDUCTCD SURVEILLANCES DISCOVERED THAT AN IMPROPER
GROUP OF CVTONENTS 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 19C6 DESIGNED THE IMPROPER GROUP OF CHANNELS TO
BE SURVEILL'dD. THIS SCHEDULING DID NOT CONSIDER THE STAGGERED SCHEDULE OF THE
SURVEILLANCE REQUIREMENT. CLEARER GUIDANCE WILL BE DEVELOPED TO ENSURE PROPER
SCHEDbLING OF SURVEILLANCES. PERFORMANCE OF THE SURVEILLANCE WAS CONDUCTED
SUCCESSFULLY ON OCTOBER S, 1991 ON THE AFFECTED TRIP 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.

'[ S3] HATCH 1 DOCKET S0-321 LER 91-020
AREA RADIATION MONITORS TRIP RESULTING IN ENGINEERED SAFETY FEATURE AUTOMATIC
ACTUATION.
EVENT DATE: 100491 REPORT DATE: 110191 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: HATCH 2 (EWR)

(NSIC 223323) ON 10/4/91 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 POUER). AT THAT TIME VARIOUS ARTA

'HIGH RADIATION ANNUNCIATORS ALARMED IN THE MAIN CONTROL ROOM AND THE UNIT-COMMON
MAIN CONTROL ROOM ENVIRONMENTAL CONTROL SYSTEM (MCRECS) AUTOMATICALLY TRANSFERRED
TO THE PRESSURIZATION MODE. ALL 3B AREA RADIATION MONITOR (ARM) TRIP UNITS,
LOCATED ON MAIN CONTROL ROOM PANEL 1D21-P600,'HAD TRIPPED: HOWEVER, THE TRIP UNIT
INDICATORS WERE READING WITHIN THEIR NORMAL RANGES. TWO OF THE ARMS LOCATED ON
THE REFUELING FLOOR PROVIDE INITIATION SIGNALS FOR AUTOMATIC ACTUATION OF THE
MURECS PHESSURI2ATION 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 235S CDT. THE MOST PROBABLE CAUSE OF THIS EVENT WAS CONCLUDED TO BE
A VOLTAGE PERTURBATION IN THE COMMON POWER SUPPLY OF THE ARMS. HOWEVER, 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.

[ S4] 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 NSSS: 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 RELIEF VALVES (SRVS) HAD BEEN
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 SHOWED THE MECHANICAL LITT 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 (BUROG) ACTIVITIES TO
ADDRESS SRV MECHANICAL LIFT SETPOINT DRIFT. THE CAUSE OF THE SETPOINT DRITT IS
CORROSION-INDUCED BONDING OF THE SRV PILOT VALVE DISC AND SEAT. IN THIS EVENT,
THE SRV'S ALL LIFTED WITHIN THEIR SETPOINT TOLERANCE OF +/- 3 PERCENT; HOWEVER,
THIS REPORT IS BEING SUBMITTED TO APPRISE THE INDUSTRY OF THE RESULTS.

[ 55] HATCH 1 DOCKET 50-321 LER 91-023
BLOWN TUSE RESULTS IN ENGINEERED SAFETY FEATURE ACTUATION.
EVENT DATE: 101491 REPORT DATE: 111291 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: HATCH 2 (BWR)

(NSIC 223446) ON 10/14/91, AT 113S 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 CAS TREATMENT SYSTEM (SGTS, EIIS CODE BH) HAD STARTED.
LICENSED OPERATIONS PERSONNEL THEN VERIFIED PROPER OPERATION OF THE SGTS 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 ATTEMPTED TO
RESET THE SYSTEM AND RESTORE NORMAL VENTILATION. HOWEVER, THE SGTSS COULD NOT BE
TRIPPED. ELECTRICIANS TROUBLESHOOTING THE SYSTEMS DISCOVERED FUSE 1C61*F20 HAD
BLOWN. THE BLOWN FUSE WAS REPLACED, AND THE SGTSS WERE 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
TUSE, 2) SECURING SGTS 3) RETURNING NORMAL VENTILATION SYSTEMS TO SERVICE,
REVIEWING THE FUSE APPb! CATION, AND 4) TESTING THE EFFICIENCY OF THE FILTER TRAIN
CARBON ADSORBERS.

! 561 HATCH 1 DOCKET 50-321 LER 91-024
TECHNICAL SPECIFICATIONS SURVEILLANCE NOT PERTORMED ON REQUIRED PERIODICITY.
EVENT DATE: 101691 REPORT DATE: 111291 NSSS: GE TYPE: BWR

(NSIC 223434) ON 10/16/91 AT 1130 CDT, UNIT 1 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-019-1S, " SURVEILLANCE CHECKS," REQUIRED THE UNIT
1 TORUS OXYGEN CONCENTRATION TO BE VERIFIED TO BE LESS THAN 4% 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 REFUELING OUTAGE AND
THE CORE UNLOADED, UNIT 1 TECHNICAL SPECIFICATIONS SECTION 4.7.A.5 WAS NOT
APPLICABLE 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 HISSED 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 IS NOT IN CONSTANT COMMUNICATION WITH THE DRYWELL ATMOSPHERE, ITS
OXYGEN CONCENTRATION MUST BE CHECKED AS WELL. CORRECTIVE ACTION FOR THIS EVENT
INCLUDED REVISING THE PROCEDURE.

.I 57] 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 1405, DURING THE COURSE OF A MAINTENANCE DEPARTMENT
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CONTROLS SURVEILLANCE TEST, AN INADVERTENT AUT0aSTART OF THE "A" CORE SPRAY PUMP
OCCURRED. ATTER VERIFYING THE INITIATING CAUSE OF THE AUTO-START, CONTROL ROOM
PERSONNEL STOPPED THE PUMP AND RETURNED THE CORE SPRAY SYSTEM TO A NORMAL
(STANDBY) CONFIGURATION. THE CORE SPRAY SYSTEM DID NOT INJECT TO THE REACTOR
VESSEL. INVESTIGATION SUBSEQUENT TO THE EVENT DETERMINED THAT THE ROOT CAUSE OF .

THIS OCCURRENCE TO BE PERSONNEL ERROR, COMPOUNDED BY HUMAN FACTORS CONCERNS IN
THE RELAY CABINET IN WHICH THE SUBJECT SURVEILLANCE TOOK PLACE. THE PROCEDURALLY
REQUIRED SEQUENCE OF INDEPENDENT VERIFICATION ALSO CONTRIBUTED TO THE ERROR.
DURING PREPARATION FOR THE SURVEILLANCE, A CONTROLS TECHNICIAN CONNECTED A TEST
SWITCH LEAD TO THE WRONG TERMINAL ON A RELAY BEING TESTED. THIS RESULTED IN THE
RELAY BECOMING ENERGIZED WHEN THE TEST SWITCH WAS CLOSED LATER IN THE TESTING
PROCESS. CORRECTIVE ACTIONS INCLUDE COUNSELLING FOR THE TECHNICIAN,
RE-PRIORITIZING A PREVIOUSLY IDENTIFIED DESIGN CHANGE TO THE SUBJECT RELAY
CABINET, ENHANCING THE INDEPENDENT VERIFICATION PROCESS, AND REVIEWING THIS
INCIDENT DURING THE COURSE OF CONTROLS TECHNICIAN CONTINUING TRAINING.

I S81 INDIAN POINT 2 DOCKET S0-247 LER 91-018
CONTAINMENT RADIOGAS MONITOR SPURIOUS ELECTRICAL SPIKE CAUSES ENGINEERED SAFETY
FEATURE ACTUATION.
EVENT DATE: 083191 REPORT DATE: 093091 NSSS: WE TYPE: PWR

(NSIC 223081) DURING THE PERFORMANCE OF A PRESSURE RELIEF OF CONTAINMENT ON
AUGUST 31, 1991, WITH THE PLANT AT 100% POWER, THE CONTAINMENT RADIOGAS F0HITOR
(R-42) EXPERIENCED A SPURIOUS ELECTRICAL SPIKE, WHICH IN TURN INITIATED
CONTAINMENT VENTILATION ISOLATION AND PARTIALLY ACTUATED THE WELD CHANNEL AND
CONTAINMENT PENETRATION PRESSURIZATION (WCCPP) SYSTEM. THE WCCPP SYSTC1 IS
CLASSIFIED AS AN ENGINEERED SAFETY FEATURE AND IT FUNCTIONED AS DESIGNED, AFTER
DETERMINING THERE HAD BEEN NO ACTUAL INCREASE IN GASEOUS ACTIVITY, RADIATION
MONITOR R-42 WAS RESET AND PRESSURE RELIEF WAS REINSTITUTED. THE HEALTH AND
SAFETY OF THE PUBLIC WERE NOT AFFECTED BY THIS EVENT.

I S91 INDIAN POINT 2 DOCKET S0-247 LER 91-019
CONTAINMENT SPRAY PUMP AND NA0H SPRAY EDUCATOR INOPERABLE.
EVENT DATE: 091191 REPORT DATE: 101191 NSSS: WE TYPE: PWR
VENDOR: ITT GRINNELL VALVE CO INC

(NSIC 223284) ON SEPTEMBER 11, 1991, AND AGAIN ON SEPTEMBER 12, DURING THE
CONDUCT OF SURVEILLANCE TESTING OF A CONTAINMENT SPRAY PUMP, THE PLANT ENTERED
TECHNICAL SPECIFICATION 3.0.1 WHICH REQUIRES THE UNIT TO BE SHUTDOWN WITHIN 7
HOURS UNLESS CORRECTIVE MEASURES ARE COMPLETED THAT RESTORE COMPLIANCE TO THE ;

LIMITING CONDITION FOR OPERATION (LCO). IN EACH CASE ONE CONTAINMENT SPRAY PUMP
ANU ITS ASSOCIATED SPRAY ADDITIVE EDUCATOR FLOW PATH WERE SIMULTANEOUSLY DECLARED -

INOPERABLE AND IN EACH CASE THE PROVISIDH OF TECHNICAL SPECIFICATION 3.0.1 WAS
EXITED WITHIN 20 MINUTES.

! 601 INDIAN POINT 2 DOCKET S0-247 LER 91-020
DETERMINATION OF 480V SWITCHGEAR ROOM TEMPERATURE.
EVENT DATE: 092791 REPORT DATE: 102891 NSSS: WE TYPE: PWR

(NSIC 223338) BASED ON AN ENGINEERING EVALUATION, IT WAS DETERMINED ON SEPTEMBER
27, 1991 THAT THE 480 VOLT SWITCHGEAR ROOM TEMPERATURE, UNDER CERTAIN CONDITIONS,
COULD EXCEED THE MAXIMUM TEMPERATURE RECOMMENDED BY THE SAFECUARDS EQUIPMENT
SWITCHGEAR MANUFACTURERS. SPECIFICALLY, DURING A LOSS OF COOLANT ACCIDENT WITH
OFFSITE POWER AVAILABLE, A POSTULATED SINGLE FAILURE COULD RENDER THE ROOM'S
VENTILATION SYSTEM UNAVAILABLE, RESULTING IN A CALCULATED MAXIMUM AMBIENT
TEMPERATURE OF 13ST AFTER SEVERAL HOURS FOR THE WORST SUMMER DESIGN OUTSIDE
TEMPERATURE OF 9SF. IMMEDIATE CORRECTIVE ACTIONS CONSISTED OF PROCEDURAL CHANGES
TO VERITY OPERATION OF THE VENTILATION SYSTEM DURING PERIODIC OPERATOR ROUNDS
AND, IN THE EVENT OF AN ACCIDENT, TO OPEN DOORS TO ESTABLISH NATURAL CIRCULATION
(STACK EFFECT).
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! 611 INDIAN POINT 2 DOCKET 50 247 LER 91-021
INADVERTENT ACTUATION OF HYDROGEN CYANIDE T0XIC GAS MONITOR. l

' EVENT DATE: 100491 REPORT DATE: 110491 NSSS: WE TYPE: PWR l
VENDOR: WISCONSIN BRIDGE & IRON j

'

(NSIC 223348) ON OCTOBER 4, 1991, AT APPROXIMATELY 2340 HOURS WITH REACTOR POWER
AT 99.5%, THE HYDROGEN CYANIDE (HCN) T0XIC GAS MONITOR CHANNEb 2 ALARMED
INADVERTENTLY, RESULTING IN THE TRANSFER OF THE CENTRAL CONTROL ROOM (CCR)
VENTILATION SYSTEM FROM THE NORMAL MODE TO THE INCIDENT MODE. SUBSEQUENT T0XIC
GAS MONITOR CHANNEL ACTUATIONS OCCURRED ON OCTOBER 11, 12 AND 17. AS DESIGNED,
THE DETECTION OF THE RESPECTIVE GAS BY EITHER CHANNELS 1 OR 2 0F THE T0XIC GAS ,

MONITORS WILL GENERATE AN ALARM IN THE CCR AND ISOLATE THE CCR VENTILATION I

SYSTEM. THE T0XIC GAS MONITORING SYSTEM IS CLASSIFIED AS AN ENGINEERED SAFETY !
FEATURE (EST). NO TECHNICAL SPECIFICATION OR NRC LIMITS WERE EXCEEDED. !

! 621 KEWAUNEE DOCKET 50-305 LER 89-012 REV 01
UPDATE ON FAILURE TO SATISFY SAFEGUARD CABLE SEPARATION REQUIREMENTS RESULT IN !

THE PLANT BEING IN A CONDITION OUTSIDE OF THE DESIGN BASIS. ;

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

(NSIC 223341) ON 6/22/89, AT 1600, WHILE THE PLANT WAS OPERATING AT 10% POWER, A ;

DESIGN DEFICIENCY WAS IDENTIFIED THAT CAUSED BOTH MOTOR DRIVEN AUXILIARY
TEEDWATER (MDATW) PUMPS, ALTHOUGH REMAINING FUNCTIONAL, TO CE DECLARED ;

INOPERABLE. THE LO-LO STEAM GENERATOR SIGNAL FOR BOTH MDAFW PUMPS START CIRCUITS
'

WERE FOUND TO USE CONTROL CABLES THAT WERE ROUTED IN DIFFERENT 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 PLANT WAS AT 100% POWER, A DESIGN DEFICIENCY WAS IDENTIFIED IN THE
TURBINE DRIVEN AUXILIARY FEEDUATER (TDATW) 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.

I 631 KEWAUNEE DOCKET 50-305 LER 91-010
UNIT TRIP DUE TO-INADEQUATE NON-SAFEGUARD BREAKER COORDINATION.
EVENT DATE: 101291 REPORT DATE: 111191 NSSS: WE TYPE: PWR

CNSIC 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-ENERGI2ED AS A RESULT OF INADEQUATE
NON-SAFEGUARD BREAKER COORDINATION. THIS DE-ENERGI2ATION 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 GdHERATOR A. AS EXPECTED, THE AUXILIARY TEEDWATER PUMPS STARTED, WHICH WAS
AN ESF ACTUATION, IN RESPONSE TO PLANT CONDITIONS. A MAIN CONTRIBUTOR TO THIS
EVENT WAS INADEQUATE COORDINATION BETWEEN THE 300' AMP BREAKER WHICH SUPPLIES 12S
VDC DISTRIBUTION CABINET BRD-103 AND THE 200 AMP BREAKER FROM BRD-103 TO A
NON-SAFEGUARD INVERTER. TO PREVENT RECURRENCE THE MAGNETIC TRIP SETTINGS 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 OUTACE. 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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I 64) LA SALLE 1 DOCKET 50-373 LER 91-011
MISSED TECHNICAL SPECIFICATION SURVEILLANCE DURING PRIMARY CONTAINMENT PURGE DUE
TO MISSED PREREQUISITE IN PROCEDURE.
EVENT DATE: 100291 REPORT DATE: 110191 NSSS: GE TYPE: BWR

(NSIC 223310) ON OCTOBER 2, 1991 AT 0820 HOURS WITH UNIT 1 IN OPERATIONAL
CONDITION 1 (RUN) AT 100X POWER, A PURCE OF THE UNIT 1 DRYWELL WAS INITIATED IN
ACCORDANCE WITH LASALLE OPERATING PROCEDURE LDP-VQ-11, " NITROGEN INERTING OF
PRIMARY CONTAINMENT WITH THE PRIMARY CONTAINMENT VENT PURCE SYSTEM", WITHOUT THE
SAMPLES FOR PRINCIPAL GAMMA EMITTERS AND TRITIUM AS REQUIRED BY THE PROCEDURE AND
TECHNICAL SPECIFICATION TABLE 4.11.2-1 BEING TAKEN. THERE WERE NO SAFETY
CONSEQUENCES AS A RESULT OF THIS EVENT. AT THE TIME OF THE EVENT THE PRIMARY
CONTA2NMENT CONTINUOUS AIR MONITOR SYSTEM SHOWED NORMAL LEVELS OF NOBLE GAS AND
PARTICULATE ACTIVITY, THE DRYWELL FLOOR DRAIN AND EQUIPMENT DRAIN SUMP FLOWRATES
WERE NORMAL WITH NO INCREASING TRENDS. A UNIT ONE PRIMARY CONTAINMENT SAMPLE FOR
NOBLE GASES WAS ALREADY IN PROGRESS AT THE TIME OF THE EVENT. NO GASEOUS EFFLUENT
RELEASE LIMITS WERE EXCEELED DURING THE EVENT. THIS EVENT IS BEING REPORTED
PURSUANT TO 10CFR50.73(A)(2)(I)(B) ANY OPERATION OR CONDITION PROHIBITED BY THE
PLANT'S TECHNICAL SPECIFICATION.

[ 6S1 LA SALLE 2 DOCKET 50-374 LER 91-013
LOSS OF AUXILIARY ELECTRIC EQUIPMENT ROOM VENTILATION SUPPLY FAN DUE TO
OVERHEATING OF STARTING COIL FOR THE BREAKER.
EVENT DATE: 100791 REPORT DATE: 110191 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: LA SALLE 1 (BWR)
VENDOR: GENERAL ELECTRIC CO.

(NSIC 223309) ON OCTOBER 7, 1991, AT 0400 HOURS WITH UNIT 1 AND 2 IN OPERATIONAL
CONDITION 1 (RUN) AT 95% AND 85% POWER RESPECTIVELY, A SEVEN DAY TIMECLOCK WAS
ENTERED PER TECHNICAL SPECIFICATION 3.7.2 DUE TO THE VE(VI) SUPPLY BREAKER
TRIPPING. AT THIS TIME THE "A" VC/VE(VI) TRAIN WAS OUT OF SERVICE FOR SCHEDULED
MAINTENANCE AND A ONE HOUR TIMECLOCK WAS ENTERED AT THIS TIME PER TECHNICAL
SPECIFICATION 3.0.3, SINCE BOTH VC/VE(VI) EMERGENCY MAKE-UP TRAINS WERE
INOPERABLE AT THE SAME TIME. THE "A" TRAIN WAS RETURNED TO SERVICE AT 04SO HOURS
ON OCTOBER 7, 1991, AND THE ONE HOUR TIMECLOCK WAS EXITED. NUCLEAR REGULATORY
COMMISSION (NRC) NOTIFICATION WAS MADE AT 075S HOURS ON OCTOBER 7, 1991 ON THE
BASIS OF A LOSS OF A SAFETY SYSTEM FUNCTION, SINCE BOTH AUXILIARY ELECTRIC ROOM
VENTILATION SYSTEMS WERE UNAVAILABLE FOR SERVICE. WORK REQUEST L10621 WAS
INITIATED AT THIS TIME FOR THE ELECTRICAL MAINTENANCE DEPARTMENT TO INVESTIGATE
AND CORRECT THE PROBLEM. THE 52X RELAY, THE STARTING COIL, WAS FOUND TO BE IHE
CAUSE OF THE PROBLEM. THIS RELAY WAS REPLACED AND ON OCTOBER 7, 1991, AT 2030
HOURS THE VE(VI) SUPPLY FAN, OVE01CB, WAS SUCCESSFULLY RUN. ON OCTOBER 7, 1991,
AT 2120 HOURS THE TIMECLOCK WAS EXITED. THIS EVENT IS REPORTABLE PURSUANT TO THE
REQUIREMENTS OF 10CFRSO.73(A)(2)(V)(C) DUE TO THE LOSS OF A SAFETY SYSTEM
FUNCTION.

[ 66] LIMERt'" 1 DOCKET 50-3S2 LER 91-023
ENCINEERED SAFE 1 FEATURE ACTUATIONS DUE TO A LOSS OF POWER TO AN RPS/UPS POWER
DISTRIBUTION PANEL CAUSED BY THE INADVERTENT ACTUATION OF AN UNDERFREQUENCY RELAY,
EVENT DATE: 100791 REPORT DATE: 110491 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: LIMERICK 2 (BWR)

(NSIC 223371) ON OCTOBER 7, 1991 AN INADVERTENT ACTUATION OF AN UNDERTREQUENCY
RELAY RESULTED IN A TRIP OF THE I 1A' REACTOR PROTECTION SYSTEM (RPS) INVERTER
OUTPUT CIRCUIT BREAKER WHICH CAUSED A LOSS OF POWER TO THE '1A'
RPS/UNINTERRUPTIBLE POWER SUPPLY POWER DISTRIBUTION PANEL. THIS LOSS OF POWER
RESULTED IN AUTOMATIC ACTUATIONS OF THE PRIMARY CONTAINMENT AND REACTOR VESSEL
ISOLATION CONTROL SYSTEM, AND OTHER VARIOUS ENGINEERED SAFETY FEATURES.
OPERATIONS PERSONNEL RESET THE UNDERTREQUENCY RELAY AND RECLOSED THE EREAKER
THEREBY RESTORING POWER TO PANEL 1AY160. ALL REMAINING ISOLATIONS WERE RESET 36
MINUTES AFTER THE TRIP. THE ISCLATIONS WERE BYPASSED OR RESET IN ACCORDANCE WITH
PLANT PROCEDURES AND THE SYSTEMS WERE RESTORED EXPEDITIOUSLY BY OPERATORS,
PREVENTING ANY ADVERSE IMPACTS ON PLANT SYSTEMS. THE CAUSE OF THIS EVENT WAS THE
INADVERTENT ACTUATION OF AN UNDERFREQUENCY RELAY DURING PERFORMANCE OF A

I,
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SURVEILLANCE TEST (ST) PROCEDURE. A NEW TEST METHODOLOGY IS BEING DEVELOPED FOR
THE PERFORMANCE OF THE ST PROCEDURE, TO MINIMIZE THE POSSIBILITY OF ACTUATION OF
THE UNDERFREQUENCY RELAY. ADDITIONALLY, AN EVALUATION IS BEING PERFORMED BY THE
OFF-SITE ENGINEERING ORGANIZATION TO INVESTIGATE POSSIBLE REVISIONS TO THE
CREAKER TRIP LOGIC TO INCREASE THE RELIALILITY OF THIS POWER SUPPLY.

I 67] LIMERICK 2 DOCKET 50-3S3 LER 91-016
HICH PRESSURE COOLANT INJECTION SYSTEM ISOLATION CAUSED BY AN INSTRUMENTATION AND
CONTROL TECHNICAN SELECTING AND TESTING THE INCORRECT TRIP UNIT.
EVENT DATE: 100791 REPORI DATE: 110491 NSSS: GE TYPE: EWR

(NSIC 223372) ON OCTOBER 7, 1991, DURING PERFORMANCE OF A SURVEILLANCE TEST (ST)
PROCEDURE, AN INSTRUMENTATION AND CONTROLS (ISC) TECHNICIAN WAS SWITCHING
ELECTRCMICALLY BETWEEN TRIP UNITS AND INADVERTENTLY PLACED THE SELECTOR SWITCH TO
tie NEXT NUMBERED TRIP UNIT. THE TECHNICIAN THEN DEPRESSED THE SWITCH TO BEGIN
IHE FUNCTIONAL TEST UHICH RESULTED IN A PRIMARY CONTAINMENT AND REACTOR VESSEL
ISOLATION CONTROL SYSTEM ACTUATION, AN ENGINEERED SAFETY FEATURE ACTUATION, WHICH
CLOSED THE UNIT 2 HIGH PRESSURE COOLANT INJECTION (HPCI) SYSTEM STEAM SUPPLY LINE
OUTBOARD ISOLATION VALVE, THIS WAS AN EVENT WHICH ALONE COULD HAVE PREVENTED THE
FULFILLMENT OF THE SAFETY FUNCTION OF A SYSTEM. THE HPCI SYSTEM WAS RESTORED TO
NORMAL SYSTEM ALIGNMENT WITHIN 21 MINUTES. THE ACTUAL CONSEQUENCES OF THIS EVENT
WER6 PlNIMAL IN THAT AN ACCIDENT CONDITION DID NOT OCCUR WHILE THE HPCI SYSTEM
WAS ISOLATED, AND THE SYSTEM WAS NOT CALLED UPON TO PERFORM ITS INTENDED SAFETY
FUNCTION. THE CAUSE OF TdIS EVENT WAS A PERSONNEL ERROR BY THE I&C TECHNICIAN
PERFORMING THE ST PROCEDURE IN THAT INSUFFICIENT ATTENTION TO DETAIL WAS APPLIED
TO THE PERFORMANCE OF THE ST PROCEDURE. THE TECHNICIAN INVOLVED WAS ADMONISHED BY
THE MAINTENANCE AND I&C SUPERINTENDENT FOR FAILURE TO APPLY THE PRINCIPLES OF
SELF-CHECK AND ATTENTION TO DETAIL WHILE PERFORMING THE ST PROCEDURE.

I 631 MAINE YANKEE DOCKET 50-309 LER 91-007 REV 01
UPDATE ON COMPONENT COOLING VALVES NOT LOCKED OPEN.
EVENT DATE: 062591 REPORT DATE: 110491 NSSS: CE TYPE: PWR

(NSIC 223362) DURING NORMAL OPERATION AT 100% POWER, ON JUNE 25, 1991, IT WAS
DETERMINED THAT THE OPEN OUTLET VALVES FROM THE COMPONENT COOLING SURGE TANKS
WERE NOT LOCKED AND THEREFORE NOT IN ACCORDANCE WITH PLANT TECHNICAL
SPECIFICATION 3.6. THIS TECHNICAL SPECIFICATION REQUIRES EMERGENCY CORE COOLING
SYSTEM MANUAL VALVES BE ALIGNED AND LOCKED IN THE POSITION REQUIRED FOR
SAFEGUARDS OPERATION. THE VALVES WERE SUBSEQUENTLY LOCKED, CONTROLLING PROCEDURES
WERE REVISED, AND A REVIEW OF THE COMPONENT COOLING SYSTEM REVEALED THAT NO
ADDITIONAL UNLOCKED MANUAL VALVES WERE REQUIRED TO BE LOCKED. A DETAILED ROOT
CAUSE EVALUATION WAS COMPLETED AND NO CHANGE TO THIS LER IS REQUIRED.

[ 69) MAINE YANKEE DOCKET S0-309 LER 91-009
INOPERABLE MAIN FEEDWATER REGULATING VALVE FEEDWATER TRAIN TRIP SOLENOID.
EVENT DATE: 092791 REPORT DATE: 102891 NSSS: CE TYPE: PWR
VENDOR: AUTOMATIC SWITCH COMPANY (ASCO)

(NSIC 223327) ON SEPTEMBER 27, 1991 AT 1030, A PLANT SHUTDOWN WAS INITIATED AS
REQUIRED BY TECHNICAL SPECIFICATIONS WHEN BOTH TRAINS OF THE FEEDWATER TRAIN TRIP
(FTT) SYSTEM WAS DECLARED INOPERABLE. MAINE YANKEE DETERMINED THAT THE MAIN
FEEDWATER REGULATING VALVE (MFRV) FIT SOLENIOD VALVES WERE RECEIVING INSUFFICIENT
AIR TO ACTUATE UNDER ALL PLANT CONDITIONS. THE POWER REDUCTION WAS STABILIZED AT
15.S% POWER WHICH ALLOWED ISOLATION OF THE MFRVS. THE SOLENDIDS WERE RETURNED TO
OPERABLE STATUS BY INCREASING VALVE POSITIONING AIR PRESSURE. THE MTRV FTT
SOLENDIDS WERE DECLARED OPERABLE ON SEPTEMBER 30, 1991 AT 0542.

I 701 MAINE YANKEE DOCKET 50-309 LER 91-010
PLANT TRIP ON CONDENSATE PUMP MOTOR FAILURE.
EVENT DATE: 100591 REPORT DATE: 110491 NSSS: CE TYPE: PWR
VENDOR: ALLIS CHALMERS

RAYCHEM CORP.
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(NSIC 223363) AT 0237 ON OCTOBER S, 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 TEEDWATER 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 SLOW CLOSURE OF A
MAIN TURBINE STOP VALVE; THE BACKUP RELAY (86BU) ACTUATED AND TRANSFERRED STATION
SERVICE TO OFFSITE POWER AS DESIGNED. ALL SAFETY SYSTEMS PERFORMED AS EXPECTED. i

!

! 71) MONTICELLO DOCKET S0-263 LER 91-021
INOPERABLE FIRE PENETRATION DUE TO PIPE MOVEMENT RESULTING FROM POSSIBLE WATER
HAMMER.
EVENT DATE: 093091 REPORT DATE: 103091 NSSS: 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 INOPERABLE AND A ONE HOUR ROVING FIRE WATCH WAS
ESTABLISHED. THE PENETRATION WAS INSPECTED,. SEALED, AND RETURNED.TO OPERABLE
STATUS. THE POSTULATED CAUSE OF THE EVENT IS 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 2S, 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
WILL BE PERFORMED FOLLOWING AN IDENTIFIED WATER HAMMER EVENTS IN THE CONDENSATE
SERVICE SYSTEM.

!

l 721 NINE MILE POINT 1 DOCKET S0-220 LER 91-009 REV 01 I

UPDATE ON PLANT OPERATED OUTSIDE OF DESIGN EASIS AND IN VIOLATION OF TECHNICAL
SPECIFICATION DUE TO PERSONNEL ERROR CAUSED BY POOR WCRK PRACTICES.
EVENT DATE: 081291 REPORT DATE: 110491 NSSS: GE TYPE: BWR

(NSIC 223442)-ON AUGUST 13, 1991, AT 0130 HOURS, IT WAS DETERMINED THAT HINE MILE
POINT UNIT 1 (NMP1) WAS IN A CONDITION OUTSIDE THE DESIGN BASIS OF THE PLANT.
SPECIFICALLY, THE BATTERY CHARGER OUTPUT BREANER TO BATTERY BOARD #12 TRIP OPEN
SETPDINT 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 BY 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 BREANER
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 CHANCES MADE VIA I&C SETPOINT
PROGRAM WILL BE CONDUCTED.

I 73] NINE MILE POINT 1 ' DOCKET S0-220 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

.(US1C 223078) ON SEPTEMBER 9, 1991, AT 1716 HOURS, NINE MILE POINT UNIT 1 (NMP1)
EXPERIENCED AN ACTUATION OF AN ENGINEERING SAFETY FEATURE (EST). SPECIFICALLY, AN

| ISOLATION OF #12 EMERGENCY COOLING LOOP. AT THE TIME OF THE EVENT, THE PLANT 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 CONDITIONJ. THE IMMEDIATE CORRECTIVE ACTIONS WERE TO
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INFORM OPERATIONS PERSONNEL AS TO THE CAUSE OF THE INADVERTENT ISOLATION,
RETURNING THE INSTRUMENT LOOP TO NORMAL AND OPENING THE ISOLATION VALVES. OTHER
CORRECTIVE ACTIONS INCLUDE: ASSESSED PLANT IMPACT BY VERIFYING SELECTOR SWITCHES
ON OTHER APPLICATIONS OF THIS EQUIPMENT WERE SECURELY FASTENED, ISSUING A LESSONS
LEARNED TRANSMITTAL, AND A PLANT CHANGE REQUEST TO MODIFY THE CALIERATION UNIT
SELECTOR KNDBS HAS BEEN WRITTEN.

t 74] NINE MILE POINT 2 DOCKET 50-410 LER 91-020
HIGH PRESSURE CORE SPRAY SYSTEM INOPERABLE DUE 10 FAILED INSTRUMENT.
EVENT DATE: 092991 REPORT DATE: 102991 NSSS: CE TYPE: BWR
VENDOR: ROSEMOUNT, INC.

(NSIC 223307) ON SEPTEMBER 29, 1991, AT 0341 HOURS, THE HICH PRESSURE CORE SPRAY
(HPCS) SYSTEM WAS DECLARED INOPERABLE FOLLOWING A FAILED CHANNEL CHECK OF A HPCS
INITIATION LOGIC TRIP UNIT. FURTHER INVESTIGATION IDENTIFIED A DEFECTIVE WIDE
RANGE REACTOR VESSEL WATER LEVEL TRANSMITTER. AT THE TIME THIS CONDITION WAS
DISCOVERED, NINE MILE POINT UNIT 2 (NMP2) WAS OPERATING AT 55 PERCENT RATED
THERMAL POWER WITH THE REACTOR MODE SWITCH IN THE "RUN" POSITION (OPERATIONAL
CONDITION 1). THE ROOT CAUSE FOR THIS EVENT WAS DETERMINED TO BE EQUIPMENT
FAILURE. CORRECTIVE ACTIONS INCLUDED: REPLACING THE DEFECTIVE TRANSMITTER;
COMPLETING CALIBRATION ON THE NEW TRANSMITTER; DECLARING HPCS SYSTEM OPERABLE;
AND MAKING PREPARATIONS TO RETURN THE FAILED INSTRUMENT TO THE MANUFACTURER FOR
FAILURE ANALYSIS.

! 751 NORTH ANNA 1 DOCKET 50-338 LER 91-019
INADEQUATE PRCCEDURE CAUSES AN IMPROPER LOW HEAD SAFETY INJECTION RELIEF VALVE
BLOWDOWN RING SETTING RESULTING IN OPERABILITY ISSUES.
EVENT DATE: 090491 REPORT DATE: 110691 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: NORTH ANNA 2 (PWR)

(NSIC 223370) ON SEPTEMBER 3, 1991 WITH UNIT 1 IN MODE 1 (100 PERCENT POWER), IT
WAS DISCOVERED DURING TESTING OF THE "B" LOW HEAD SAFETY INJECTION (LHSI) PUMP,
1-SI-P-1B, THAT DISCHARGE RELIEF VALVE, 1-SI-RV-1845C, LIFTED AND DID NOT RESEAT
UNTIL AFTER THE PUMP WAS SECURED. FOLLOWING AN ENGINEERING EVALUATION, IT WAS
DETERMINED THAT, PREVIOUSLY DOCUMENTED AND MORE SEVERE RELIEF VALVE
MISADJUSTMENTS COULD HAVE RESULTED IN THE FAILURE OF d RELIEF VALVI TO RESEAT.
THIS RELIEF VALVE LEAKAGE IS ASSUMED TO BE 20 GPM FOR 30 DAYS WHICM IS GREATER
THAN THE UFSAR ASSUMED LEAKAGE OF 50 GPM FOR 10 MINUTES DUE TO A LHSI PUMP SEAL
FAILURE. THIS IS REPORTABLE PURSUANT TO 10CFR50.3(A)(2)(II)(B) FOR A CONDITION
THAT WAS OUTSIDE THE DESIGN BASIS OF THE PLANT. THE CAUSE OF THE EVENT WAS AN
INADEQUATE PROCEDURE. THE MAINTENANCE PROCEDURE DID NOT PROVIDE ADEQUATE
INSTRUCTIONS FOR ADJUSTING THE RELIEF VALVE BLOWDONN RING SETTING ON THE LHSI
DISCHARGE LINE RELIEF VALVES. THE PROCEDURE HAS BEEN SUBSEQUENTLY REVISED, THE
BLOWDOWN RING ON ALL RELIEF VALVES HAVE BEEN PROPERLY SET, AND ALL RELIEF VALVES
HAVE BEEN SUCCESSFULLY TESTED. THIS INCIDENT POSED NO SIGNIFICANT SAFETY
IMPLICATIONS EECAUSE PROCEDURAL ACTION COULD HAVE BEEN TAKEN TO RESEAT THE RELIEF
VALVE THEREBY ELIMINATING THE POSTULATED RADI0 ACTIVE RELEASE.

I 761 NORTH ANNA 2 DOCKET 50-339 LER 91-010
CONDENSER AIR EJECTOR ISOLATION AND SUBSEQUENT BYPASSING OF FLOW TO THE RADIATION
MONITOR.
EVENT DATE: 100691 REPORT DATE: 103191 NSSS: WE TYPE: PWR

(NSIC 223318) ON OCTOBER 6, 1991, WITH UNIT 2 OPERATING AT 100 PERCENT POWER
(MODE 1) INSPECTIONS WERE IN PROGRESS FOR POSSIBLE CONDENSER AIR INLEAKAGE
SOURCES. A1 2000 HOURS EDTH CONDENSER AIR EJECTORS WERE OBSERVED TO BE ALIGNED
WITH FLOW TO THE TURBINE BUILDING ATMOSPHERE, EYPASSING THE INSTALLED RADIATION
MONITOR. WITH TLE RADIATION MONITOR BYPASSED, THE CAPABILITY FOR AUTOMATIC
DIVERSION OF AIR EJECTOR FLOW TO CONTAINMENT UPON A HIGH-HIGH RADIATION MONITOR
ALARM WAS DEFEATED. THE EVENT WAS DISCOVERED WHILE INVESTIGATING LOW BACKGROUND
RADIATION LEVELS ON THE AIR EJECTOR RADIATION MONITOR. THIS EVENT IS REPORTABLE
PURSUANT TO 10CFR50.73 (A)(2)(V)(C), AND A FOUR HOUR REPORT WAS MADE PURSUANT TO
10CFR50.72 (B)(2)(III)(C). THE CAUSE OF THE EVENT WAS FAILURE TO PROVIDE
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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
CONSEQUENCES RESULTED FROM THIS EVENT BECAUSE THE CALCULATED TOTAL GASEOUS
RELEASE ACTIVITY WAS A SMALL FRACTION OF THE ALLOW *" M EFFLUENT LIMIT. THEREFORE,
THE HEALTH-AND-SAFETY OF THE PUBLIC WAS NOT AFFEces^ AT ANY TIME DURING THIS
EVENT.

! 77] OCONEE 1 DOCKET S0-269 LER 91-006 REV 01
UPDATE ON TRIP FOR UNKNOWN REASON, POSSIBLE INAPFROPRIATE ACTION.
EVENT DATE: 051691 REPORT DATE: 102991 NSSS:-BW TYPE: PWR

|

(NSIC 223335) ON S/16/91, AT 1S07 HOURS, UNIT 1 TRIPPED FROM 100X FULL POWER,
DURING A THUNDERSTORM. THE UNIT EVENTS RECORDER FAILED IMMEDIATELY PRIOR TO THE
TRIP, SO IT IS UNKNOWN WHICH TRIP SIGNAL WAS RECEIVED FIRST. COMPUTER AND CHART
RECORDER OUTPUTS INDICATED THAT AN INSTRUMENT AND ELECTRICAL (I&E) TECHNICIAN MAY
HAVE ERR 0NEOUSLY OPENED THE HICH- PRESSURE IMPULSE LINE ISOLATION VALVE INSTEAD 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 DN 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, POSSICLE
INAPPROPRIATE ACTION. ADDITIONAL INVESTIGATION PERFORMED DURING A SUBSEQUENT
UNIT 1 REFUELING OUTAGE FAILED TO CLARIFY THE CAUSE.

! 78] OCONEE 1 DOCKET S0-269 LER 91-010
HIGH PRESSURE INJECTION SYSTEM TECHNICALLY INOPERABLE FOR SOME SINGLE FAILURE
LOCA SCENARIOS DUE 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 122S 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 RESULT 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.

I'791 - 'OCONEE 1 DOCKET S0-269 LER 91-011
REACTOR TRIP RESULTS FROM ELECTRICAL (fNERATOR LOCKOUT AFTER EQUIPMENT FAILURE IN

*

A GENERATOR PROTECTIVE RELAY CIRCUIT.
EVENT DATE: 100291 REPORT'DATE: 110'v1 NSSS: BW TYPE: PWR
VENDOR: GENERAL ELECTRIC CO.

(NSIC 1237-4) ON OCTOBER 2, 1991, UNIT 1 REACTOR TRIPPED FROM 73 PERCENT FULL
POWER ON A idACTOR 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 EECAME LOOSE. THE ROOT CAUSE WAS
ASSIGNED EQUIPMENT FAILURE IN THE 41MXA CIRCUITRY. POSTTRIP OPERATOR RESPONSE-

STABILIZED THE PLANT.'AFTER THE TRIP, THE EMERGENCY FEEDWATER SYSTEM WAS ACTUATED
DUE TO LOW FEEDWATER PUMP DISCHARGE PRESSURE DURING A CCNDENSATE-FEEDUATER
PRESSURE OSCILLATION. ONE MAIN FEEDWATER PUMP WAS MANUALLY SECURED. THE SECOND
MAIN FEEDWATER PUMP TRIPPED DUE TO HICH PRESSURE AT THE PUMP DISCHARGE.
CORRECTIVE ACTIONS INCLUDE TIGHTENING CONNECTIONS, EVALUATING THE NEED FOR A

|
,
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PREVENTIVE MAINTENANCE PROGRAM ON ELECTRICAL CONNECTORS NEAR VIERATING EQUIPMENT,
AND INVESTIGATION INIO LOW DEMAND FEEDWATER OSCILLATIONS.

( 801 OYSTER CREEK DOCKET S0-219 LER 91-006
DEGRADATION OF INSTRUMENT RESPONSE DUE TO INADEQUATE DESIGN CONTROL OF INSTRUMENT
SNUBEER USE.
EVENT DATE: 100191 REPORT DATE: 103191 NSSS: GE TYPE: BWR

(NSIC 223345) ON SEPTEMEER 24, 1991, A ROUTINE CALIBRATION OF THF PIPE EREAK
SENSORS WAS PERFORMED ON ISOLATION CONDENSER SYSTEMS 1 AND 2. DURING THE
SURVEILLANCE FOR EACH INSTRUMENT, A CHECK LEVEALED A DEGRADATION IN THE FLOW
DAMPENING SNUEBER PERFORMANCE FOR SEVEN OF THE EIGHT SENSORS WHEN COMFARED TO THE
FROCEDURE CRITERIA. THE FLOW DAMPENING SNUBBERS WERE REMOVED AND TESTED. BASED
UPON LIMITED TESTING OF THE REMOVID SNUEEERS AND AN EXTRAPOLATION OF THE TEST
RESULTS, THE PIPE EREAK SENSORS WOULD HAVE EXPERIENCED A DELAY IN RESPONSE TIME
SUCH THAT THE DESIGN BASIS ISOLATION VALVE CLOSURE TIME OF SIXTY SECONDS WOULD
NOT HAVE BEEN MET FOR ALL POSTULATED PIPE BREAK EVENTS. THE CAUSE OF THIS
DCCURRENCE HAS BEEN ATTRIBUTED TO INADEQUATE DESIGN CONTROL. DURING THE RECENT
13R REFUELING OUTAGE, THE EXISTING SNUEEERS WERE REPLACED WI*.H A DIFFERENT
MANUFACTURER AND TYPE SNUEEER WITHOUT PERFORMING AN EVALUATION TO ASSESS THE
IMPACT ON THE SENSOR RESPONSE TIME. CORRECTIVE ACTION CONSISTED OF REMOVING THE
SNUEEERS FROM THE EIGHT PIPE BREAK SENSORS. ADDITIONAL CORRECTIVE ACTION WILL
CCNSIST OF PERFORMING A REVIEW OF OTHER APPLICATIONS WHERE SNUBBER FITTINGS ARE
USED ON CRITICAL PLANT INSTRUMENTATION TO ENSURE APPROPRIATE USE AND PROPER
DESIGN DOCUMENTATION.

[ 81] PALISADES DOCKET S0-255 LER 91-019
STACK GAS RADIATION MONITOR CARTRIDGE / FILTER ASSEMBLY 0-RING FALURE.
EVENT DATE: 100391 REPORT DATE: 103191 NSSS: CE TYPE: PWR
VENDOR: VICTOREEN INSTRUMENT DIVISION

(NSIC 223351) ON OCTOBER 3, 1991, AT APPROX. 0830 HOURS, IT WAS DETERMINED THAT
THE RADI0 ACTIVE GASEOUS EFFLUENT MONITOR (RGEM) ON THE PLANT STACK WAS NOT
FUNCTIONING PROPERLY. AT THE TIME OF DISCOVERY THE PLANT WAS OPERATING AT 100%
POWER. THE CONDITION WAS DISCOVERED DURING THE PERFORMANCE OF TECHNICAL
SPECIFICATION SURVEILLANCE TEST DUR-10, " STACK EFFLUENT SAMPLING, CALCULATIOFS
AND RECORDS". THE CAUSE OF THIS EVENT WAS THE FAILURE OF THE 0-RING ON THE RGEM
SYSTEM THAT SEALS THE INLET SIDE OF THE SAMPLE HOLDER FROM THE OUTLET SIDE.
BECAUSE OF THE 0-RING FAILURE, CONTINUOUS SAMPLING WAS NOT PROVIDED. THE
IMMEDIATE CORRECTIVE ACTION INCLUDED NOTIFYING THE SHIFT ENGINEER AND THE RMC
ADMINISIRATOR OF THE CONDITION, REPLACING THE WORN 0-RING AND REESTABLISHING
SAMPLE FLOW AND CONSERVATIVELY ESTIMATING RADI0 ACTIVE IODINE AND PARTICULATE
ACTIVITY FOR THE PERIOD OF SEPTEMBER 26, 1991 THROUGH OCTOBER 3, 1991. LONG TERM
CORRECTIVE ACTION INCLUDES REVISING THE TECHNICAL SPECIFICATION SURVEILLANCE
PROCEDURE TO INCLUDE RECORDING OF THE DIFFERENTIAL PRESSURE READING ACROSS THE
FILTER, TRAINING ALL RADIATION SAFETY DEPARTMENT PERSONNEL ON RGEM SYSTEM
OPERATION AND SURVEILLANCE PROCEDURES AND VERIFYING THE CONSERVATISM OF THE
IODINE AND PARTICULATE ACTIVITIES ESTIMATE.

[ 821 PALO VERDE 1 DOCKET 50-S20 LER 91-008 REV 01
UPDATE ON REACTOR COOLANT SYSTEM POSSIBLY EXCEEDING MAKEUP DUE TO A POSTULATED
FIRE.
EVENT DATE: 081691 REPORT DATE: 102391 NSSS: CE TYPE: PWR
OTHER UNITS INVOLVED: PALO VERDE 2 (PWR)

PALO VERDE 3 (PWR)

(NSIC 223300) ON 8/16/91, PALO VERDE UNITS 1 AND 3 WERE IN MODE 1 AT
APPROXIMATELY 100 PERCENT POWER AND UNIT 2 WAS IN MODE 1 AT APPROXIMATELY 64
PERCENT POWER (UNTIL A REACTOR TRIP OCCURRED AT APPROXIMATELY 0839 MST: REFERENCE
LER 529/91-004) WHEN APS ENGINEERING PERSONNEL DETERMINED THAT A DESIGN BASIS
APPENDIX R FIRE IN THE CONTROL ROOM COULD RESULT IN LOSS OF REACTOR COOLANT PUMP
SEAL COOLING. THE LOSS OF RCP SEAL COOLING COULD RESULT IN RCP SEAL DAMAGE WHICH
MAY RESULT IN REACTOR COOLANT SYSTEM LEAKAGE IN EXCESS OF AVAILABLE CHARGING.

I
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.UPON DISCOVERY OF THIS POTENTIAL EVENT, APPROPRIATE COMPENSATORY MEASURES WERE
' ESTABLISHED IN ACCORDANCE WITH THE PVNGS FIRE PROTECTION PROGRAM. SUBSEQUENTLY,

APS ENGINEERING DETERMINED THAT A TIRE OUTSIDE THE CONTROL ROOM COULD ALSO RESULT
IN THE LOSS OF RCP SEAL INTEGRITY. THE CAUSE OF THIS POSTULATED EVENT WAS A
FAILURE OF THE ORIGINAL APPENDIX R EVALUATIONS TO RECOGNIZE THE POTENTIAL FOR RCP
SEAL LEAKAGE CREATER THAN THE MAKEUP CAPACITY OF ONE CHARGING PUMP (44 GALLONS
PER MINUTE) DUE TO A CONTROL-ROOM FIRE. NO PREVIOUS SIMILAR EVENTS HAVE BEEN l

REPORTED PURSUANT TO TECHNICAL SPECIFICATION 6.9.3 AND 10CFR50.73.

I 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: PWR
VENDOR: DRESSER INDUSTRIES, INC.

(NSIC 223455) ON OCTOBER 9, 1991 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) 0F THE TWENTY (20) MAIN STEAM SAFETY
VALVE (HSSV) AS-FOUND RELIEF SETTINGS WERE OUT OF THE TOLERANCE LIMITS SPECIFIED
IN TECHNICAL SPECITICATION (TS) 3.7.1.1 AND IN THE TESTING REQUIREMENTS
ESTABLISHED BY APS. THE TESTING AND ADJUSTMENTS WERE PERFORMED DURING THE PERIOD
OF OCTOBER 8 THROUGH OCTOBER 9, 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
IMMEDIACE CORRECTIVE ACTION THE MSSVS HAVE BEEN ADJUSTED AND TESTED
SATISFACTORILY. PREVIOUS SIMILAR EVENTS WERE REPORTED IN MSSV LERS
528/08-014-01, 528/89-01000, 529/89-002-00, 529/89-007-00 AND 530/91-001-00.

! 841- PALO VERDE 3 DOCKET 50-530 LER 91-007
REACTOR SHUTDOWN REQUIRED BY TECHNICAL SPECIFICATION DUE TO INVERTEh FAILURE.
EVENT DATE: 083191 REPORT DATE: 092791 NSSS: 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) 0F TECHNICAL SPECIFICATION (TS)
3.8.3.1 DUE TO A CLASS 1E INVERTER THAT COULD NOT BE RETURNED TO OPERABLE STATUS
WITHIN THE ALLOWED ACTION TIME. THE PLANT NAS STABLE AT NORMAL TEMPERATURE AND
PRESSURE. NO SAFETY SYSTEM RESPONSES OCCURRED AND NONE WERE REQUIRED. THE EVENT
WAS DETERMINED TO EE AN UNCOMPLICATED NORMAL PLANT SHUTDOWN. AT APPRdXIMATELY
1902 MST.ON AUCUST 31, 1991, TS 3.8.3.1 ACTION B.(2) WAS EXITED WHEN THE CLAST 1E
INVERTER WAS RETURNED TO SERVICE AND THE 120= VOLT VITAL A.C. ELECTRICAL BUS WAS
REENERGIZED FROM ITS ASSOCIATED INVERTER. THE CAUSE OF THIS EVENT WAS A
COGNITIVE PERSONNEL ERROR BY AN OPERATIONS COMPUTER SYSTEMS MAINTENANCE
TECHNICIAN WHO IMPROPERLY ATTACHED A VARIABLE POWER SOURCE TO THE ENERGIZED

. CONTROL ELEMENT ASSEMBLY CALCULATOR CIRCUIT WHILE IT WAS BEING FED FROM THE
INVERTER..THIS 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
HIGH 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 (10LANT INJECTION (HPCI) STEAM SUPPLY INBOARD ISOLATION VALVE WAS
3TROKED. THE VALVE WAS BACKSEATED TO ISOLATE THE LEAK AND PLANT SHUTDOWN WAS
COMPLETED ON 10/17/91 THE CAUSE OF THE EVENT HAS EEEN DETERMINED TO BE EXCESSIVE
VALVF PACKING LEAKAGE DUE TO A COUGED STEM. THIS IS THE RESULT OF A REVERSED
PACKING CONFIGURATION AND THE VALVE OPERATOR BEING HORIZONTALLY MOUNTED. THIS
COMBINATION CHANCED THE LOAD SUPPORTING CHARACTERISTICS OF THE VALVE WHICH
RESULTED IN THE VALVE CONNET AREA GOUGING THE STEM. THE PACKING HAD BEEN
PREVIOUSLY REVERSED IN ACCORDANCE WITH A h0N CONFORMANCE REPORT (NCR) BECAUSE OF
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AN UllQUALITIED STEM LEAK OFT PLUG WELD. THL EVALVATION PERTORPRD AS PART OF THE
NCR DID NOT fiEQUATELY EVALUATE litt EFTECT PF PACKING CONFIGURAT!0!l REVERSAL ON
HORIZONTALLY 10VNTED F10 TOR OPERATORS. THE WELD WAS REUORKED AND IHL VALVE
Pact'!!!O WAS ' (!!4 STALLED TO ITS NORf1AL CotJF1GVRATION AND THE VALVE STEM WAS
REPLACED. t . , PLAldT WAS RETURNED TO POWER OPERATION OH 10/21/91. A REVIEW HAS
EEEN CONDUC iD TO ENSURE THAT SIMIL AR PACK!!iG CollFIGURATIONS DO NDT LXIST ON
ll0RIZONT/.LI.T 110VNTED VALVES. NO AC10AL SATETY CONSEQUENCES OCCORRED AS A RESULT
OF 'll:ESE 11NTS. THERE WERE NO PREVIOUS S!!!!LAR LERS.

! 06) PEACll BOTTOM 2 DOCKET 50 277 LER 91 034
REACTOR CORE ISOLATION SYSTEM BE!!!O INOPERACLE DUE TO A DIRTY TRANSTER SWITCH
C0!!T A CT .
EVENT DATE: 102291 REPORT DATE: 111991 NSSS: GE TYPE: BWR

(NSIC 223445) ON 10/21/91 A TECHNICAL SPEC!r! CATION V!0LATION OCCURRED WHEN THE
fl0DE SWITCH WAS PLACED IN THE TTARTUP POSITION WITH THE REACIOR CORE ISOLATION
C00LIliG (RCIC) SYSTE11 INOPERACLE. Oi, 10/22/91 AT 0545 HOURS THE SHITT TECHNICAL
ADVISOR IDEllTITIED THE RCIC TLOW CONTROLLER OUTPUT SIGNAL Tb EE 0% INSTEAD OF THE
EXPECTED 100%. 1HE CAUSE OF THIS EVENT llAS BEEN DETERt!!!1ED 70 CE A DIRTY CONTACT
OH Tilt RCIC TLOW CONTROLLER OUTPUT SIGNAL TRANSTER SUITCH. IT IS PRESV!!ED THAT
Tile TRANEFER SWITCH CONTACTS TAILED TO !1AKEUP DURING THE PERTORMANCE OF THE
SUM 'ILLANCE TEST (ST) ON 10/10/91 EVEN Til0UCH 1HE SWITCH WAS IN THE PROPER
Pri ! 14 .7tl . Tl8E ST USED 70 IIST THIS TRAliSTEP SWITCH PROVIDED NO MEANS TO ENSURE
TilAf THE RCIC TLOW CONTROLLER CONTACTS WERE PROPERLY MADE UP ATTER SWITCH
OPERATION. THIS TYPr 0F TRANSTER SWITCH IS NOT CHLCKED O!! A TER10DIC LASIS TO
ENSURE THAT THE SWITCH CONTACTS ARE CLEAR 01 DIRT OR OXIDATION. THE RCIC TLOW
CONTROLLER TRAtlSTE3 SWITCH WAS EXERCISED AND THE OUTPUT SIGNAL TROM THE TLOW
CONTROLLER sAS VERITIED TO BE TUNCTIONING PROPERLY. AN EVALUATION WILL BC
PERTORt1ED TO IDENTITY IT ADDIT 1014L TESTING OR MAINTENANCE MAY BE NECESSARY. THE
ST WILL DE REVISTD TO ENHAt;CE THE dYSTEM RESTORAJION REQUIREt1E!1TS. OTHER SIMILAR
TESTS WHICH INVOLVE TRA!1 STER SWITCH CPERATION WILL CE EVALUATED TO DETERMINE
ADDITIONAL APPROPRIATE CORRECTIVE ACTIONS.

! 87) PERRY 1 DOCKET S0 440 LER 91-017
HICH PRESSUAE CORE SPRAY PUMP INOPERABLE DUE TO MOTOR BEARING OIL REIERVOIR DRAIN
PLUG TAILUPE.
FVENT DATE: 100291 REP 7RT DATE: 11C191 NSSS: CE TYPE: BVL

(NJIC 223306) ON 10/2/91, DURING ROUTINE OPERATOR ROUT 4DS, CIL WAS OBSERVED
LEAKING TROM THE LOWER EEAAING OIL RESERVOIR FOR THE HIGH TRESSUDT CORE SPEAY

PUMP. DURING THE SUBSEQUEh! INVESTIGA;10!J THE RESPONSIBLE SYSTEM ENGINEER(HPCS)
(RSE) DETERMINED THE SOURCE OF THE LEAK 20 BE THb EEARI!10 OIL RESERVOIR DRAIN
PLUG. UPON TURTHER INVESTICATION THE RSE DEIERMINED THAT THE CRAIN PLUG COULD NOT
DE TICHTENED SUFTICIENTLY TO ALLOW OPERATION OF THE HPCS 110 TOR. THE HPCS SYSTEM
WAS DECLARED It40PERABLE A110 A TOLR HOUR NOTIFICATION !!ADE PURSUANT TO THE
REQUIRE 11ENTS OF 10CFR50.72(B)(2)(!!!)(D). THE DRAIN PLUG WAS SUBSEQUENTLY
REPLACED AND THE HPCS SYt.3Ett WAS RETURNED TO LPERABLE STATUS. BEARING OIL DRAIN
PLUGS Or SIMILAR DESIGN WERE VISUALLY INSPECTED FOR SIGNS OT LEAKAGE. NO
ADDITIONAL PRPBLE!!S WERE IDENTIFIED. AS A RESULT OF sit 1ILAR PREVIOUS
OCCURREllCES, THE ROOT CAUSE HAS BEEN DETER!1!NED TO BE A DESIGN DEFICIENCY DUE TO
!HE USE OF THE DRAIN PLUG AS AN DIL SAf1PLE COLLECTION POINT. EXISTING INTERIM
CORREC.'IVE ACTION MEASURES WILL DE UTILIZED UNTIL DESIGN CilANCE PACKAGE (DCP)
88 0256 IS IMPLEt1ENT#.D. THE REVISED DESIGN WILL REPLACE THE DRAIN PLUCS kith A
CALL VALVE ARRANGEMENT TO FACILITATE LUBE OIL Sat 1PLING A0TIVITIES. DRAIN PLUG
REPLACEMENT WILL OCCUR PRIOR TO THE END OF Tt!E NEXT RETUELING OUTAGE ON A SYSTEM
AVAILABILITY BASIS.

I 88) PERRY 1 DOCKET 50-440 LER 91-010
CONTROL ROD SCRAM INSERT!DN TIME TESTING RESULTS IN DISCOVERY OF COMMON MODE
TAILURE AND TECH?lICAL SPECITICATION REQUIRED UHUTDOWN.
EVENT DATE: 100691 REPORT DATE: 110191 NSSS: GE TYPE: EWR
VEllDDR : AUTCt1ATIC SWITCH C0!1PANY ( ASCO)

I
;
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(NSIC 223317) ON 10/6/91 AT 1037 CONTROL ROD 46 23 EXCEEDED ITS HAXIMUM SCRAM
T!!!E TO POSITION 43. OPElkATORS THEN 700:( ACTION 10 DE!10NSTRATE TilAT Tile EIGHT
ADJACENT CONTROL RODS SURROUNDI!iG C0!i1ROL ROD 46-23 COULD SATISTY 1HE !!AXI!1UM
SCRA!! INSERTION tit!E LI!!ITS. CONTROL ROD 42-19 ALSO EXCEEDED ITS 11AXI!1Ull SCRAM
INSERTION TI!!E TO POSITION 43. DECAUSE CON 1ROL RODS 46 23 AliD 42 19 ARE ADJACENT
RODS. TH PLANT WAS REQUIRED DY 1ECH SPEC TO CE Ili AT LEAST ll0T SHUTDOW11 W11HIN
12 HOURS. ON 10/6/91, AT 1436, OPET.ATORS C0!!!!ENCED A SNU1DOWN OT THE PLA11T. THE
CAUSE OT THE "$ LOW" C0ti1ROL RODS IS AT1RIBUTED TO COMPoliENT TAILURE. THE
AUTO:1ATIC SWITCH COMPANY (ASCO) MODEL fiU!!CER HVAi?6-016 1 SCRAtt SOLENOID PILOT
VALVE (SSPV) TOR EACH Or lilE ATTECTED C0!11ROL RODS WAS DE1Ent11NED TO DE Tite CAV E
OF THE " SLOW" C0f1 TROL RODS. ALL OF THE SUSPECT SSTVS UERE TR0!! THE SAtit LOT
REMAtiUTACTURED BY ASCO IN 11/90. ATTER SHUTDOWN Or THE PLAtif, ALL 49 Or Tile SSPVS
TRO:1 LOT NUMEER 1D4010001 WERE RE!10VED TRO1 THEIR ASSOCIATED HCUS At4D REPLACED.
PRELIll! NARY EVALVATIO!1 OT THE REll0VED S$PVS HAS liOT YIELDED ANY CotiCLUSIONS AS TO
THE REASON EEHIND THE TAILURES. TWO OF THE SUSPECT VALVES HAVE LEEN SEliT TO ASCO
TOR DISASSE!!ELY AND ANALYS!$. INVESTICATION Of THE SSPV PROCLE!! AtiD !!ON!10 RING
OF C0!1 TROL ROD SCRAM tit 1ES DY ENGINEERING PERSON!iEL IS PRESENTLY IN TROGRESS.

I 89) PERRY 1 DOCKET 50-440 LER 91 019
!!!SSED ROD PATTERN CONTROLLER SURVEILLANCr RESUL1S IN TECHNICAL SPECITICATIO!I
VIOLATION.
EVE!17 DATE: 100691 REPORT DATE: 110591 !;SSS: GE TYtti tWR

(HSIC 223381) ON OCTODER 6, 1991, AT 1D39, DURING A PLANT SHUTDOWN, A TECHNICAL.
STECITICATION SURVEILLANCE REQUIREMENT TOR 1HE ROD PT,TTERN CONTROLLER WAS
PERTOR!!ED LATE. AT 1027 THE FIRST ROD /CAllG (GAND 46) HAD REACllED 1HE FIRST CANKED
POSITIOfi DURItic Tilt Sl!UTDOWti HOWEVER, 1WELVE ADDI110!iAL ROD /CAfiG 110VE!!Eti15 WERE
TERTOR11ED DETORE PDOPERLY 1EST!!10 THE ROD PATTEnti CON 1 ROLLER EETORE OPER ATORS
REALIZTD TFT ERROR. 1HE CAUSE OF THE VIOLATION OT THE ROD PAT 1ERN CON 1 ROLLER
TECHNICAL brECITICATION IS PERSONNEL ERROR. ItiATTENTION TO DETAIL /TAILURE TO
R E C00fil 2 E . Tl!E SENIOR REACTOR OPERATOR IN CONTROL OT THE SHUTDOWN ACTIVITIES KNEW
OF Tilt RLOUIREt1EliT TO TEST THE ROD PATIERN C0ft1 ROLLER, TUT WAS Ut!ANARE OT ACTUAL
ROD POSITION WIIH RESPECT TO THE DANK lit 11TS. A CON 1RIBUTItic TACTOR TO TilIS EVENT
IS INADEQUATE TRAIN!!iG, Ill THAT THE INFREQUENCY AND LEVEL OF DETAIL OT 1RAINIliG
TO Ti!IS SURVEILLAtiCE LETT Tilt OPERATING CREW UNTA!!!LI AR W11H THIS ACTIVITY.1HE
SENIOR REACTOR OPERA 10R RESP 0tiSIBLE FOR 1HC !!!ESED SURVEILLANCE REQUIREMEtif itAS
CEEN COUtiSELED C0!iCERNItiG !!!PORTANCE OT ATIEtiTION TO DETAIL. TROCEDURES ARE CEltl0
REVISED TO CLARITY THE ROD TATTERN C0!iTROLLER TESTItiG REQUIRE!!ETT. ADDITIONALLY,
THE TREQUENCY AtiD DETAIL OT S!!!ULATOR TRAINIfiG, Old PERTOR!!ANCE OF THIS
SURVEILLAliCE, IS DElliG INCREASED.

I 90) PERRY 1 DOCKET 50+440 LER 91 020
C/CLE TRAY RACEWAYS TOUND TO DE IMTAIRED AS A TIRE EARRIER, ADVERSELY ATTECTING
SATE SHUTDOWN REQUIRE!!EtiTS.
EVE!!T DATE: 100791 REPORT DATE: 110491 NSSSi GE TYPE: CUR

fiSIC 223456) OH 10/7/91, DISCREPANCIES IN THE IllSTALLATION Of THE FIRE WRAP CN
APPENDIX R RACEWAYS WAS DETERMItiED TO EE A TIRE DARRIER I!! PAIR!1ENT WHICH COULD
ADVERSELY ATTECT SATE SHUYDOW!1 REQUIREMENTG. TECil SPECS REQUIRE 11113 CONDITION
TO CE REPO*tTED 10 THE fiRC TitROUCH Tile LER PROCESS THIS CONDITION IS ALSO
CONSIDERED REPORTABLE Ut1 DER 10CTR21. THE CAUSE OF THIS EVENT WAS ItiADEQUATE
D E !;I G N . THE INTOR!1ATION, TROVIDED BY GILDERT C0:1M0!iWEAL1H, RESULTED IN THE
ItiSTALLATION STANDARD SPECITICATION, THE DESIGP DRAWING, AND THE PERIODIC *aEST
INSTRUCTION (PTI P54-P0075) " APPENDIX R TIRE WRAP INSTECTION" NOT REFLECT!!iG THE
THER!!AL SCIENCE, INC. (TSI) INSTALLAT10ft CRI1ERI A IN 1HE VENDOR 11At!UAL C0!iCERtiItiO
11AXI!1Ull SPACItiG OF THE !!ECHAti! CAL FASTENERS. THE !!!:1EDI ATE CORRECTIVE ACYION WAS
TO Ili1TI ATE If 0VRLY IIRE WATCHES FOR THE TIRE !!!T AIRf1Ef1T SITUATION, WHICH WILL
CONTINUE UNTIL THE APPENDIX R RACEWAYS ARE UTCRADED TO EtiSURE THE EANDI!!G SPACING
IS NO CREATER THAN IWELVE INCHES. THE INSTALLATION STANDARD SPECITICATION,
DESIGli DRAWING, AND PTI-PS4 P0075 WILL DE REVISED 10 REFLECT THE INS 1ALLATION
CRITERI A SPECITIED BY THE TSI VEtiDOR !!ANUAL.
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1 91) PERRY 1 DOCKET 50-440 LER 91-021
INOPERABLE PRETERRED SOURCE CREAKER RESVLTS IN EXCECDING THE ALLOWACLE OUTAGE
tit:E L!!!!T PROVIDED BY 73 3.8.1.1.
EVEtiT DATE: 101191 REPORT DATE: 110091 NSSS: CE TYPE: LWR
VENDOR: BROWil 00 VERI

(NSIC 2233C8) ON OCTOBER 11, 1991 AT 1130 PRETERRED SOURCE EREAKER EH1114 WOULD
NOT CLOSE Off DE!1AND PR0!! ITS SWITCH ON ColJTROL R0011 PANEL 1H13 PD77-1.
INVESTIGATION DETERil1NED THAT THIS BREAKER llAD SEEll INOPERABLE GINCE !;EPTE!1BER 4,
1991. AS A RESULT, THE ALLOWAELE OUTAGE tit 1E lit!!T PROVIDED CY TECi!NICAL
SPECITICATION 3.8.1.1 UAS EXCEEDED ,1HE FR!t1ARY CAUSE OT Til!S EVENT WAS
EQUIP!1ENT 11ALTUNC110N, CTHER. OVER THE YEARS MODITICAT10145 WERE PERToR!!ED ON THE
RACKING TOOL UTILIZED TO Et1 GAGE AND TURN T lib RACKING LEAD SCREW. 1HESE
110DITICAT10NS ALLOWED !!!TERTERENCE WITH THE END OF THE RACKING RELEASE LEVER AS
IT ATTE!! PTS TO SETTLE IN THE TINAL DETENIE (RACKED *IN) POSITION: TiltREDY ALLOWItiG
THE RACKING LEAD SCREW TO EE OVERTURNED, WitICH PLACES THE BREAKER INTO A TRIP
TREC CollDITION. 70 PREVENT RECURREllCE, OPERATIONS PER50!illEL VISUALLY INSPECTED
SATETY AllD tiO|lSATETY RTLATED EUS tREAKERS TO EllSURE THAT 7)lEIR !!ECilANICAL
IllTERLOCKS WERE DISENGAGED. ALL AUXILIARY OPERA 10RS WERE RETRAlliED TO PERTORf1
VISUAL CilECKS OF Tile MECHANICAL INTERLOCK DURI!JG TUTURE RACKING EVOLUTIONS.
ADDIT 10tlALLY SPR1HO PItiS ON THE APPLICABLE RACKING TOOLS WILL EE SHORTEllED TO
Olit I!JCH IN bE!;G1H. LICLliSED PERSON!!EL At40 AUXILI ARY OPERATORS WILL DE 1RA!!iED TO
THIS EVEllT DURING CURRENT EVENTS TRAINING.

I 921 PERRY i DOCKET 50 440 LER 91 022
PREVIOUSLY UtiRECOGNIZED RADIATION MONITOR SPIKING RESULTS IN EACKUP HYDROCEN
PURGE SYSTEM ISOLATION.
EVENT DATE: 101191 REPORT DATE: 110091 NSSS: CE TYPE: CWR

(NSIC 223382) Oft OCTOBER 11, 1991 AT 1845, THE SENIOR REACTOR OPERATOR
!! Aft!PULATED THE TRotiT PANEL SUITCHES ON THE DRYWELL ATt10 SPHERIC CASCOUS RADIATION
110fil10R TO CHECK THE " ALERT ALARM SETPOINT". DURING Tilt SWITCH MAllIPULATIoliS, THE
RADI ATIOll MONITOR IllDICATION SP]KED UPSCALE CAUS!!JG A BACKUP HYDROGEN PURGE
SYSTEM ISOLATION. Tlit CAUSE OT THE EVEtiT IS A PREVIOUSLY UNRECOGN!2ED EQUIP!!ENT
CHARACTERISTIC. DURING TROUELESH00 TING IT WAS NOTED THAT Mali!PULATING T}lE FRONT
PANEL SWITCHES OT THF RADI ATION !!ONITOR TO TERTOR!l SETPO!NT CHECKS WOULD RESULT
IN THE SAME TRIP SIGNAL THAT WAS RECEIVED DURING THIS EVENT. THIS IS DUE TO A
C0!!EINATION OT EQUIP!!ENT DES 10tl AND 1HE VALUE OF THE TRIP SETPO!!1T, AND THE

TO PREVENT RECURRENCE ANSPIKING IS CONSILERED NORt!AL TOR THIS EVOLUTION.
I!1TORMATION TAG HAS BEEN ATTACHED TO Tile FRONT OF THE !!OtlITOR TO WARN Of THE
POTENTIAL OF AN INADVERTENT BACKUP HYDROGEN PURGE SYSTEtt ISOLATION DUE TO SPIKING
DURING SUITCH 11ANIPULATIONS. THE APPROPRI ATE OPERATING INSTRUCTION IS BEING
9EVISED TO PROVIDE THE REQUIRED GUIDANCE TO AVOID POTENTIAL PROCLEMS WITH THE

1UIPMENT CHARACTERISTICS TOR THIS AllD OTilER AT PLICADLE RADI ATION MONITORS.
LICEllSED OPERATOR TRAINING IS DEING UPDATED TO REFLECT THE ADDITIONAL PROCEDURAL
CUIDANCE TOR THE APPLICAELE RADIATION !!ONITORS. DURING REQUALIFICATION TRAINING,
OPERATO RS WILL BE INSTRUCTED ON THE LESSONS LEAR?iED TR0!! THIS EVENT.

I 93) PILCRIM i DOCKET S0-293 LER 91-021
REACTOR CORE ISOLATION COOLING SYSTEM DECLARED INDPERABLE DUE TC INSUTTICIENT
CATTERY CHARGER TEST.
EVENT DATE: 100991 REPORT DATE: 110091 NSSS: CE TYPE: BWR

(NSIC 123422) ON OCTOBER 9, 1991 AT 1802 il0URS THE REACTOR CORE ISOLATION
COOLING (RCIC) SYSTEM WAS DECLARED INOPERABLE kND A SEVEN DAY 1.It11 TING CONE * TION
TOR OPERATION (LCO) BEGAN AT THAT T!!!E. THE SYSTE!! WAS DECLARED INOPERABLE
CECAUSE SUTTICIENT TEST DATA WAS NOT AVAILABLE TO DE10NSTRATE THAT SUFFICIENT
11ARGIN TO THE RCIC I!1VERTER TRIP SETPOINT EXISTED IT A 125 VDC BUS 'A' VOLTAUE
TRANSIENT WERE TO OCCUR. THE DC VOLTAGE TRANSIENT IS POSSICLE IT AN AC VOLTACE
TRANSIENT OF SUTTICIENT MAGt11TUDE OCCURS AT THE INPUT OF THE 125 VDC BATTERY
CHARCER. THE 125 VDC EATTERY 'A' AND DACKUP CATTERY CHARGER KERE IN SERVICE
SUPPLYING POWER 70 THE RCIC INVERTER VIA 125 VDC BUS 'A' WHEN T!{IS CONDITION WAS
IDENTIFIED. THE RCIC SYSTEM WAS !!AINTAINED IN THE NOR!!AL STANDDY MODE A?iD WAS
NOT RE!10VED TR0!! SERVICE AS A RESULT OF DECLARING THE SYSTE!! INOPERABLE. A
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WRITTEN REQUEST TOM RELIET TROM THE REQUIREMENT TO SHUT DOWN ON OCTot[R 16, 1991
CECAUSE OT 1HIS CONDITION WAS CR/.NTED DY THE NRC ON OC10EER 16, 1991.
COMPENSATORY 11EASVtES WERE It1PLE!!EN1ED AS A RESULT OF THIS C011DIT10N. THE PLANT
WAS SHUT DOWN Old OCTOBER 30 199% TOR REASONS UtiRELATED 10 THE RCIC SYSTEM LCO.
CORRECTIVE ACTION PLAliNI D CbtiSIS15 0F TESTING AND/CR THE IMPLEt1 Ell 1 AT10N OT
!!ODITICATIONS TO PRECL'JDE UNACCEPTABLE VOLTACE TRANSIENTS IROM OCCURRING ON THE
125 VDC DUS 'A'.

( 94) PO!!!T BEACH i DOCKET 50 266 LER 91 012
NUCLEAR !!iSTRUllENTATION 1URBiht RUNEACK.
EVENT DATER 092491 REPORT DATE: 102291 NSSS: WE TYPE: PWR
VENDOR: ELCAR, CORP.

(NSIC 223277) AT 1027 ON 9/14/91 UNIT 1 EXPERIEtlCED A TURCINE rut 1DACK TROM 100%
TO APPROX 111ATELY B0% POWER DUR!!io ilAINTEllANCE ON INVERTER DYOD. THE RUNCACK WAS
CAUSED DY A VOLTACE LOSS ON INSTRUtlENT DUSES 1YO4 AND iV104 WHEN THE SUTTLY
EREAKER TROM DC DUS 304 70 INVERTER DYOD WAS CLOSED. PRIOR TO THIS EVLUT, SWING
INVERTER DYOD (ELCAR t10 DEL 253-1-103) HAD EEEN TAKEN OUT OF SERVICE FOR
MAlli1EllANCE. THE TUPB!!it RUNDACK OCCURRED WHEll THE D04 TO DYOD SUPPLY tREAKER WAS
CLOSED WHILE BRING 1!40 THE INVERTER CACK IN10 SERVICE. THE ItiPUT CIRCUIT CREAKER
TILTER CAPACITORS TO INVERTER DYOD HAD NOT DEEN CHARGED PRIOR TO AT1E!!P1ED
CLOSURE. THE UtlCHARGED CAPACITORS CAUSED A VOLTAGE SPIKE TO OCCUR OH 1HE DC
SUPPLY BUS 70 INVERTER 1DYO4 (BUS D04). THIS VOLTACE SPIKE SCRA!!DLED Tile
IllVERTER'S LOGIC, BLOWING A TUSE AND SHUTTIliG DOWN INVER1ER iDYO4 ALSD, THE
UllCHARCED CAPACITOR CREATED fl EXCESSIVE CULRENT DRAW 011 IliVERTER DYOD, CAUSING
Tile DC SUPPLY EREAKER TO TR; . ON OVERCURRENT. T OWER TO YELLOW INSTRUllENT CUSES
iYO4 AND 1Y104, WHICH WAS El' M3 SUPPLIED CY INVERitR iDYO4, WAS SUESEQUEllTLY
LOST. EECAUSE POWER RANCE NULL EAR INT 1RUMENT CHAffilEL N44 IS POWERLD OY THE YELLOW
IllSTRUMENT CUS, THIS LOSS OF POWER PRODUCID A NECATIVE VOLTACE O!KE ON N44,
ACTIVATING THE DROPPED ROD TURBINE RUNDACK CIRCUI1RY. ALL INSIRP!1ENTATION AND
CONTROL SYS1 Ells OTERATED AS DESIGNED. UN!i 1 UAS RETURNED TO TULL POWER AT 1257.
THIS EVENT IS AN ACTUATION OT A REACTOR PROTECT 10tl SYSTE11.

( 951 POINT BEACH 1 DOCKET 50 266 LER 91 013
HUCLEAR INSTRUllENTATION TURBINE RUtiDACK CAUSED BY A VOLTAGE SPIKE ON POWER RANGE
CHA1.NEL N44.
EVENT DATE: 100391 REPORT DATE: 11019? NSSS: WE TYPE: PWR

(fiSIC 223336) AT 1917 ON OCTOBER 3, 1991, WHILE UNIT 1 WAS OPERATING AT 100%
POWER, A 20% RUNEACK OT THE IURDINE CENERATOR OCCURRED. THIS RUNBACK WAS CAUSED
BY <.N OUTPUT TRA!!SIEllT ON POWER RANGE NUCLEAR INSTRU!!ENTATICH CHANNEL 1444. THE
REACTOR PROTECT!Off SYSTE!! set' SED A DROPPED CONTROL ROD AtiD INITI ATED THE TURE!!iE
RUNCACK. TOLLOWI!!O THE RUNDACK, THE DROPPED ROD CIRCUIT WAS RESET AT 1922. THE
LOAD INCREASE WAS C011HENCED AT 1935. TULL POWER WAS ATTAlliED AT 2010.

I 961 POINT BEACH 2 DOCKET 50 301 LER 91 001
TAILURE CT !!AIN STEA!! ISOLATION VALVES TO CLOSE.
EVEllT DATE: 092991 REPORT DATE: 102891 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: PO!!iT CEACH 1 (PUR)
VENDOR: A1 WOOD L HORRILL CO., INC.

(NSIC 223329) AT 0930 ON EEPTEf1tER 29 1991 AN ATTEMPT TO SHUT THE POINT EEACH
NUCLEAR PLAllT UNIT 2 MAIN STEA!! ISOLAkION VALVES (11SIVS) WAS 11ADE TR0!! THE
C0!! TROL ROOM. COTH MSIVS TAILED TO LEAVE THE FULLY Orrfl POSITION. AN OPERATOR WAS
DISPATCHED TO THE VALVES AND SHUT THEll CY ATPLYING !!ECHANICAL TORCE TO TI E VALVE
OPERATORS. ATTER THE VALVE OPERATORS WERE TT,EED BY !!ECtlANICAL TORCE, INE VALVES
S!!UT UllASSISTED. UNIT 2 HAD DEEN SHUT DOWN AND COOLED DOWil TO APPROXI!1ATELY 325
DECREES T TOR THE BEGI!iNING Or ITS AtlNUAL MAINTENANCE AND RETUELING OUTAGE WHEN
THIS EVENT OCCURRET. AN EXTENSIVE INVESTICATION INTO THE CAUSE OT THE TAILURE TO
CLOSE IS EEING PERTORMED. THE C/JSE FOR THE VALVES TAILURE TO CLOSE HAS INITIALLY
EEEN ATTRIEUTED TO DECRADATION OF THE VALVE OPERATORS DUE TO CORROSION. STEPS
ARE CEING TAKEN TO TREVENT RECURREtiCE OF THE CORROSION AND REIURN THE OPERATORS
TO SERVICE. !!ODITICATIONS TO THE VALVES AND ASSOCIATED OPERATORS AND CHANCES TO
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THE VALVE 11AINTENANCE PROGRAM ARE EEING CONSIDIRED. AN INDEPENDENT NUCLEAR POWER
DEPART!!Ef4T TEAM INVEST! CATION WAS ALSO PERIOh!!ED TO ASSESS 11SIV TERTOR!!ANCE AliD
FERCEPTIONS OF VALVE PERIOR!!ANCE.

! 97) TOINT CEACH 2 DOCKET E0 301 LER 91 003
CONTA!!i!!ENT HATCH TE!1PCRARY THIRD DOOR ELOCKED OPEN DURING TUEL !!OVE!!ENT.
EVENT DA1E 101091 REPORT DATEt 110391 liS SS : WE TYPE: PWR

(fiSIC 223060) AT APPROXIftATELY 1250 OH OCTOBER 10 1991, W11H Utilt : IN RETUELIlic
SilUIDOWN WITH FUEL 110VE!1EffT IN TROGRESS C0f11RACTbR PERS0!ifiEL CLOCHED OPEN THE
TEt!PORARY THIRD DOOR TO 1HE FERS0!iNEL HkTCil ON 1HE CONTAIN|!Et1T 66 TOOT ELEVATION.
THIS IS IN VIOLATION OF 1ECHNICAL SPECIr! CATION SECTION 15.3.0.1 WHICH STATES,
"A TEMPORARY THIRD DOOR ON THE OUTSIDE 1HE PERS0!iNEL LOCK SilALL bE !!1 PLACE
WHEtiEVTR EDTH DOORS IN A TERS0!iHEL LOCK ARE Of EH." li1E DOOR RE!!AINED OPEft Uti11L
Ar!ROXI!1ATELY 1325 WHEN IT WAS SHUT EY A PLANT E!!PLOYEE Wil0 RECOGNIZED THAT 1HE
DOOR WAS OPEN IN VIOL?. TION LT TECHNICAL SPECIr! CATIONS.

I 98) POINT TEACH 2 DOCKET 50 301 LER 91 002
ETEAM CE!!ERATOR TUEE DECRADATION.
EVEliT DATE: 101491 REPORT DATE: 110091 tis SS : WE TYPE: TWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 223359) UNIT WAS SHUT DCWii 10R RETUELING 17 (U2R17) ON SEPTEMBER 27
1991. LEAK TESTING AND EDDY CURREllT EXAf11 NATION OF Tilt STEAM GENERATOR 10EEb
EECAtl ON OCTOEER 4, 1991 AllD WERE C0!!PLETED ON OCTOBER 12, 1991. INSPECT 10ti or
THE "A" STEAft GENERATOR HOT LEG REVEALED 5 TUEES DECRADED CREATER 1HAN OR EQUAL

30 TUEES WI1H AXI AL !!iDICATIOfiS Iti Tl!E TUEE-EllD
10 40% OT 11tE WALL 11tICKNESS, INDICATIONS,)AND 2 TUEES WITH DISTORTED ROLLAREA, 12 TUEES WI1H SQUIRREL
IliDICATIONS. ALL OF THESE IVEES (49 TOTAL WERE PLUGGED. IN THE "C" STEAM
CEllERATOR, EDDY CURRENT TESTING REVEALED 5 1UEES (4 HOT LEO, i COLD LEG) DEGRADED
CREATER THAN OR EQUAL TO 40% OF THE WALL 1HICKliESS, 20 TVEES WITH AXIAL
ItiDICATIONS IN THE TUDE END AREA AND 4 TUEES WITH SQUIRREL IliDICATIOfiS. ALL OF
THESE TUEES (29 TOTAL) WERE PLUGbED. THE RESULTS OT THE 000 PSID LEAK TEST WERE

6 PLUGS AND Ofit OTE!1SATISTACTORY. THE "A" S1EA!! GEt;ERATOR REVEALED 5 SLEEVES,
TUEE LEAKING LESS THAN 3 DROPS /111N. THE "C" STEAM CENERATOR REVEAbED 12 PLUGS AND
8 OPEN WEni LEAKING LESS THAtl OR EQUAL 70 3 DROP /!11N. lio CORRECTIVE ACTIONS WERE
REQUIRED AS A RESULT OF THIS TEST.

I 991 QUAD CITIES 1 DOCKET 50 254 LER 90 026 REV 01
UPDATE ON CONTROL ROOM ISOLATION ON HIGH T0XIC CAS CONCENTRAT!0ft DUE TO THE
ERASAELE/ PROGRAF 1MAELE READ ONLY ME!!ORY NOT EEING C0!!PATICLE WITH 1HE SOTTWARE.
EVENT DATE: 122090 REPORT DATE: 101591 NSSS: GE TYPE: EUR
OTilER UllITS INVOLVED: QUAD CITIES 2 (CWR)

(HSIC 223259) OW 12/20/90, AT 2306 HOURS, UNIT ONE WAS IN THE SdUTDOWN 110DE AT 0%
POWER AND UNIT TWO WAS IN THE RUN t10DE AT 100% OT RATED CORE THERt1AL POWER.
ALARM CollTROL ROOM STANDEY llVAC SYSTEM 11AJOR TROUBLE, AN!rvHCI ATED AT THIS TIME.
THE CbHTROL ROOM VENTILATION SYSTEM (HVAC) 150 LATED ON HICH N 0 SINE GAS
CONCENTRATION. THIS RESULTED IN A CONTROL R0011 HVAC ENGINEERED 1AFETY FEATURE
(EST) ACTUATION. THE INSTRUt1ENT 11AINTENANCE (IM) DEPARTMENT REFILLED THE
CHLCRit'E PROCE WITH ELECTROLYTIC SOLUTION WHEli IT WAS DISCOVERED THAT THE PROCE
HAD DRIED OUT. AN E!!ERGENCY NOTIFICATION SYSTEtt (ENS) THONE NOTITICATION WAS
C0!1PLETED AT 01186 HOURS ON 12/21/90, AS REQUIRED EY 10CTR50.72(B)(2)(II). ON
12/22/90 AT 1000 HOURS THE CONTROL ROOM VENT T0XIC GAS !!ONITOR WAS DELCARED
OPERABLE AGAIN. THE CAUSE OF THIS EVENT WAS THE ERASABLE /PROGRA!!!1ADLE READ ONLY
met 10RY (EPROM) WAS NOT COMPATIBLE WITH CURRENT SOFTWARE. INITIAL CORRECTIVE
ACTION WAS TO REDUCE SYSTEM AIR TLOW AS REC 0!!!! ENDED BY THE t1ANUTACTURER. THE
MANUTACTURER C0!!PLETED AN INSPECTION OF THE SYSTE!1, AND THE STATION llAS UPDATED
THE EPRott VIA MIliOR DESIGN CHAtiOE PO4 0 91-018 PER THE MANUTACTURERS
9ECOM!!ENDATION . THIS REPORT IS SUEMITTED IN ACCOR0ANCE WITH 10CTR50.73(A)(2)(IV).

- _ - - - _ _ _ - _ .
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1100) QUAD CITIES 1 DOCKET 50-254 LER 91-013
THREE OF TEN CONTROL ROOM SM0KE DETECTORS OUT OT SERVICE FOR CREATER THAN 14 DAYS.
EVENT DATE: 051491 REPORT DATE: 061491 NSSS: CE TYPE: BWR
VrHDOR: ALLEN ERADLEY CD.

(NSIC 223146) AT 0630, ON 5/14/91, QUAD CITIES UNITS ONE AND TWO WERE BOTH IN THE
RUN MODE AT 100X CORE THERMAL POWER. AT THIS TIME THE CONTROL ROOM (CR) HEATING,
VENT!LATION, AND AIR CONDITIONING (HVAC) TIRE DETECTION SYSTEM EXCEEDED THE 14
DAY REPORTING CRITERIA DUE TO BEING OUT OF SERVICE FOR CORRECTIVE MAINTENANCE.
PREVIOUSLY, ON 4/30/91 THE CR HVAC TIRE DETECTION SYSTEM WAS TAKEN OUT OF
SERVICE TO REPA!R A REbAY, PER WORK REQUEST 092304 THAT PLACES THE CR HVAC IN
RECIRCULATION MODE. THIS TAULT WAS IDENTIT!ED DUR$NG THE SURVE!LLANCE OT SMcKE
DE1ECTOR 1/2 4160 003 USING QUAD CITIES INSTRUMENT SURVE!LLANCE (QIS) 57 1 CR
HVAC TIRE PROTECT!DN $URVEILLANCE PROCEDU"E. 'NE 16 DAY CRITERIA WAS EXCEEDED

AND DELAYS IN CD JICs! ~..tf % 24ANCE. CORRECT!YE ACTIONDUE TO THE TAULTY RELAY, LACE THE TAULTY R'.M
*

TOR THE EVENT WAS TO REP oC INi OCTE AN INTERNAL
INVESTIGATION TO DETERINE THE ROOT CAUSE $ 4.0

( 0.' ( J . j[Q'F d f f MT Iw SUBMITTED TO
,2 DELAYED CORRECTIVE

MAINTENANCE PER ERROR TREE INVESTICATION 9, >$3
COMPLY WITH TECHNICAL SPECITICATIONS 3.12. A.a A;s ' <3 A.1

(1011 QUAD CITIES 1 DOCKE! A0-254 LER 91-020
MISSED OTT GAS RECOMBINER TECHNICAL SPECITICATIbN SUJVEILLANCE DUE TO PERSONNEL
ERROR.
EVENT DATE: 091991 REPORT DATE: 110691 NSSS: GE TYPE: BWR

(NS!C 223350) ON. SEPTEMBER 19, 1991 UNIT ONE WAS IN THE RUN N0DE AT 100% OF
RATED CORE THERMAL POWER. THE SHITT,THREE NUCLEAR STATION OPERATOR (NS0) NOTICED
THAT THE RECOMBINER TEMPERATURES HAD NOT BEEN VERITIED TO BE IN THE ALLOWABLE
BAND AS REQUIRED BY TECHNICAL SPECITICATION 4.8.A.5 SINCE SHIFT THREE THE
PREV!OUS DAY. THE RECOMBINER TEMPERATURE RECORDER WAS NOT WORKING PROPERLY DURING
SHIFTS ONE AND TWO ON SEPTEMBER 19 1991. THE SHIFT ONE NSO TRIED TO INTERPOLATE
THE TEMPERATURE VALUES AND NOTIFIED THE SHITT ENGINEER OT THE MALTUNCTIONING
RECORDER. THE SHIFT TWb NSO REC 00NIZED THAT THE RECORDER WAS NOT WORKING, EUT
TOOK NO CORRECTIVE 4CTIONS. THE TEMPERATURE RECORDER APPEARS TO HAVE BEEN IN
STANDBY MODE DURING THIS EVENT. THE RECORDER WAS REPAIRED AND DISCIPLINARY ACTION
WAS CIVEN TO THE SHITT TWO NSO TOR TAILING TO NOTITY THE SHIFT ENGINEER OF THE
PROBLEM. THIS REPORT IS BEING WRITTEN PER 10CTRSD.73(A)(2)(1)(B).

[102) QUAD CITIES 1 DOCKET 50 254 LER 91-019
"A" TRAIN CR HVAC EMERCENCY TILTRATION UNIT UNABLE TO ATTAIN PROPER DT ACROSS
HEATER AND PROPER DP ACROSS TILTER TRAIN DUE TO IMPROPER EQUIPMENT CONTICURATION
AND PARTIALLY TOULED HEPA TILTERS.
EVENT DATE: 100S91- REPORT DATE: 102891 NSSS: GE TYPE: BWR
OTHEF UNITS INVOLVED: QUAD CITIES 2 (BWR)

(NSIC 223349) ON OCTOBER 5, 1991 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 ROOM (VI) (CR) "B" TRAIN AIR TILTRATION UNIT (ATU) WAS

- DECLARED INOPERABLE. DURING SURVEILLANCE TESTING THE HEATER (EHTR) TAILED TO
ATTAIN A 15 DEGREE TAHRENHEIT DITTERENTIAL TEMPERATURE (DT). ALSO, THE
DITTERENTIAL PRESSURE (DP) ACROSS THE TILTER TRAIN EXCEEDED 6 INCHES OT WATER. AN
EHERGENCY NOTITICATION SYSTEM (ENS) PHONE CALL WAS COMPLETED AT 135B HOURS PER
10CTR50.72(B)(2)(!!!)(D). THE APPARENT CAUSES OF THIS EVENT WERE A DESIGN
DEFICIENCY INVOLVING THE THERM 0 WELLS OF THE RESISTANCE TEMPERATURE DEVICL; (RTD)
USED TO MEASURE DT ACROSS THE HEATER, AND HEPA TILTERS (FLT) THAT WERE PARTIALLY
TOULED DUE TO NORMAL USACE. CORRECTIVE ACTIONS INCLUDED TILLING THE THERM 0 WELLS
WITH THERMALLY CONDUCTIVE O!L AND REPLACING THE HEPA TILTERS. THIS REPORT IS
BEING SUBMITTED TO COMPLY WITH 10CTR50.73(A)(2)(V).

[103) QUAD CITIES 2 DOCKET 50-265 LER 91-007 REV 01
UPDATE ON REACTOR WATER LOW LEVEL SCRAM DUE TO 2B TEEDWATER REGULATING VALVE
TAILING TO TULLY CLOSE.
EVENT DATE: 071391 REPDRT DATE: 091191 NSSS: CE TYPE: EWR
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VENDOR: BABC0CK & WILCOX COMPANY

UNIC 222971) ON JULY 13, 1991 UNIT TWO WAS BEING SHUTDOWN TOR A SCHEDULED
Wr6KEND OUTAGE WHEN A MANUAL CCRAM WAS INSERTED PER THE SHUTDOWN PROCEDURE. WHILE
PtilTORMING A NORMAL SCRAM RECOVERY REACTOR (RCT) WATER LEVEL CHANGES OCCURRED
WHICH WERE QUICKER THAN EXPECTED. IHE REACTOR HICH WATER LEVEL TRIP SETPOINT WAS
REACHED AND THE TEEDWATER (JB) PUMP (P) TAIPPED. REACTOR WATER CL2ANUP (CE)
BLOWDOWN WAS INITIATED AND A TURBINE (TRD) BYPASS VALVE (V) WAS OPENED TO I
DECREASE WATER LEVEL AND ESTACLISH A C00LDOWN. WHEN THE BYPASS VALVE WAS CLOSED
TO AVOID AN EXCESSIVE C00LDOWN RATE REACTOR WATER LEVEL DROPPED RAPIDLY AS THE
VOIDS COLLAPSED. A LOW LEVEL REACT 0k SCRAM OCCURRED. THE REACTOR TEE 0 WATER PUMP
WAS RESTARTED AND SUBSEQUENTLY Tk!PPED ON HICH LEVEL AGAIN. 1HE OPERATORS
RECOGNIZED A TROBLEM WITH THE 2B TEEDWATER REGULATINO VALVE LEAKING THROUGH
ISOLATED THE VALVE, AND CONTINUED WITH A NORMAL SHUTDOWN. THE ROOT CAUSE Of THIS
INCIDENT WAS THE LEAKING TEEDWATER REGULATING VALVE WHICH CREATED THE HICH LEVEL -

CONDITIONS. THE MAINTENANCE PROCEDURE USED TOR THE REPACKING OT VALVES IS 70 CE
REVISED TO INCLUDE ADDITIONAL DETAIL AND TESTING REQUIREMENTS.

,

(104) QUAD CITIES 2 DOCKET 50 265 LER 91-013
ENTERING ECONOMIC GENERATION CONTROL WITHOUT PERTORMING REQUIRED SURVEILLANCE DUE
TO PERSONNEL ERROR.
EVENT DATE: 081991 REPORT DATE: 111491 NSSS: CE TYPE: BWR

(NSIC 223418) ON 8/18/91, QUAD CIT!!3 UNIT TWO WAS IN THE RUN HODE AT 95% OF
RATED CORE THERMAL POWER. AT 0730 HOURS, THE NUCLEAR STATION OPERATOR (NS0)
PLACED THE UNIT INTO ECONOMIC GENERATION CONTROL (EOC) WITHOUT PERTORMING THE
REQUIRED SURVEILLANCES TO COMPLY WITH TECHNICAL SPECITICATION 4.3.P. AN
INVESTIGATION REVEALED THAT THE CAUSE FOR THIS EVENT WAS PERSONNEL ERROR. THE
NSO DID NOT TOLLOU QUAD CITIES STATION OPERATING PROCEDURES FOR EOC OPERATION.
UPON IDENTIFICATION OF THE ERROR, THE SHIFT CONTROL ROOM ENGINEER (SCRE)
INSTRUCTED THE NSO TO TRIP THE UNIT OUT OF EGC. SUBSEQUENT ACTIONS WILL INCLUDE
TRAINING ON ECC OPERATICN FOR ALL THE NSOS AS WELL AS ADDITIONAL TRAINING TOR
THE NSO WHO WAS INVOLVED IN THE EVENT. THIS REPORT IS PROVIDED TO SATISTY THE
REQUIREMENTS OT 10CTR50.73(A)(2)(1)(B).

(1051 QUAD CITIES 2 DOCKET 50-265 LER 91-012 r

INADVERTENT OPENING OF ELECTROMATIC RELIET VALVE 2-203-3C DUE TO BINDING IN THE
PILOT VALVE ASSEMBLY.
EVENT-DATE: 100791- REPORT DATE: 110591 NSSS: GE TYPE: BWR
VENDOR: DRESSER INDUSTRIES, INC.

(HSIC 223352) AT 0223 HOURS ON OCTOBER 77H 1991, UNIT TWO WAS IN THE STARTUP
MODE AT 1 PERCENT RATED REACTOR CORE THERMAL POWER. WHEN THE REACTOR (RCT) (RPV)
REACHED APPROXIMATELY 63 PSIC, A SPURIOUS ACTUATION OT ELECTROMATIC RELIET VALVE
(ERV) (RV) 2 203-3C OCCURRED AT 0253 HOURS UNIT TWO WAS MANUALLY SCRAMMED AND
C00LDOWN WAS INITIATED. LATER, WHEN A DRYWEbL ENTRY WAS MADE, THE PILOT VALVE (V)
TOR THE 2-203-3C WAS TOUND STUCK OPEN. THE CAUSE OF THIS EVENT WAS BINDING OF THE

' PILOT VALVE TOR THE 2 203-3C ERV. THE MECHANICAL MAINTENANCE DEPARTMENT REPLACED
THE PILOT VALVE INTERNALS TOR EACH ERV AS A PRECAUTIONARY MEASURE. ON OCTOBER 77H
1991, AT 1912 HOURS, THE ERV'S WERE STROKED MANUALLY AND TESTED SUCCESSTULLY.
UNIT TWO STARTUP WAS INITIATED AT 2054 HOURS ON OCTOBER 77H, 1991. QCOS 203-3,
MAIN STEAM VALVES OPERABILITY TEST WAS PERTORMED ON OCTOBER STH 1991 AT 1020
HOURS, AND THE ERV DECLARED OPERABbE. THIS REPORT IS BEING SUBM57TED IN
ACCORDANCE WITH 10CTR50.73(A)(2)(IV).

,

[106) RIVERBEND 1 DOCKET 50-458 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

(HSIC 223384) AT 1055 ON 3/22/91 DURING MAINTENANCE ON THE DIVISION II CONTROL
BUILDING LOCAL AIR INTAKE RADIATION MONITOR 1RMS*RE13B
POWER CIRCUIT WAS DE ENERGIZED. THIS RESULTED IN THE Db THE DIVISION II CONTROLENERG12ATION OF THE

,

P
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DIY1SION II CHARC0AL TILTER TRAIN SUCTICN DAMPERS 1HVCsAOD19D AND 1HVC*AOD19T
AND ISOLATION OF THE AIR OPERATED DAMPERS (AODS) TO THE DIVISION IT AIR HANDLING
UNITS 1HVC*A006B AND 1HVC8AODBB. NOTE THAT DAMPERS 19D AND 19T WERE CLOSED AT
THE TIME OF THE EVENT. THE ISOLATIONS RESULTED IN A TRIP 0F THE DIVISION II
CONTROL CUILDING VENTILATION SYSTEM / CHILLER AND AUTOMATIC SWAP TO THE DIVISION !
VENTILATION SYSTEM / CHILLER. THIS REPCRt IS SUBMITIED PURSUANT 70 10CTR$0.73 TO
DOCUME!:T THE ENGINEERED ShTETY TEATURE (EST) ACTUATIONS DESCRICLD ABOVE. THE
EFENT OCCURRED DURING THE IMPLEMENTATION OF MODITICATION REQUEST (MR) 90 0071.
THIS MR SPECITIED THAT THE RM*80 MOTHER COARD WAS 70 CE REMOVED TROM 1RMSSRE13B.
THE ROOT CAUSE OT THIS EVENT IS THAT THE MAINTEllANCE PLAf4NER OVERLOOKED THr. 115
VAC CONTROL POWER TO THE RM 80 MOTHER BOARD AtiD THUS THE POTENTIAL TOR THE EST
ACTUaTIONS. THIL EVENT CONCERNED THE ENGINEERIN0/MA$NTENANCE PLANf11!10 INTERFACE
AND RESPONSIBILITY. AS PREVIOUSLY REPORTED IN LER 90-033, REVISION 3 A TASK
TORCE EVALUATION OF THIS ISSUE WAS PERTORMEO AND THE TASK TORCE kEC0!!MENDATIONS
HAVE BEEN ATPROVED BY MANAGEMENT.

11071 RIVERBEND 1 DOCKET 50 450 LER 91 014 REV 01
UPDATE ON ENGINEERED SATETY TEATURE ACTUATIO!15 DUE TO RELAY MALFUNCTIONS HAVING
THE SAME FAILURE MODE.
EVENT DATE: 071991 REPORT DATE: 111391 NSSS: CE TYPE: CWR
VENDOR: POTTER & BRUMTIELD

(NSIC 223404) ON 07/19/91 AT 2028 AND ON 07/23/91 AT 2110. WITH THE PLANT AT 100
PERCENT POWER (OPERATIONAL CONDITION 1) IN EACH CASE, ENGINEERED SATETY TEATURE
(EST) ACIUATIONS OCCURRED DUE TO RELAY MALTUNCTIO!IS HAVING THE SAME TAILURE MODE.
CH 07/19/91, THE TAILURE OF RELAY 1C71sK45D RESULTED IN THE ISOLATIDH Or NUMEROUS
BALANCE-OraPLANT (BUP) CONTAIN!1ENT ISOLATION VALVES, AND ACTUATION OF THE CONTROL
ROOM TILTER TRAINS, THE STANDBY CAS TREAT 11ENT SYSTEfi AND THE TUEL BUILDING
TILTER TRAINS. ON 07/23/91, THE TAILURE OF RELAY 1C25H8K204C RESULTED IN THE
ISOLATION OF VALVE 1B338110VT019, REAC'OR WATER UPSTREAM SA!!PLE VALVE. THIS VALVE
IS A CONTAINMENT ISOLATION VALVE. THIS EVENT IS REPORTED PURSUANT TO
10CTR50.73(A)(2)(IV) TO DOCUMENT THE EST ACTUATIONS. THE !!!!!EDI ATE CORRECTIVE
ACTION WAS TO RESTORE THE EST bYSTEMS AND CLEAR THE ISOLATIONS. SUBSEQUENT ACTION
WAS TO REPLACE EDTH SUSPECT RELAYS, 1C71A*K45D AND 1B21HsK204C. GSU HAS C0t;PLEIED
ITS EVALUATION AND IS SUDMITTING THIS SUPPLEMENTAL REPORT 70 DOCUMENT THE RESULTS
AND CORRECTIVE ACTIONS. CSU'S SATETY ASSESSMENT INDICATES THAT THE TAILURE RATES

THE
OF THESE RELAYS RESULT IN AN INCREASED PROBABILITY OF RPS TAILURES. HOWEVER(ATWS)IMPACT ON CORE DAMAGE TREQUENCY DUE TO ANTICIPA1ED TRANSIENT WITHOUT SCRA!!
EVENTS IS INSIGNITICANT.

(108) RIVERDEND 1 DOCKET $0-458 LER 91-018
ENGINEERED SATETY TEATURE ACTUATION WHEN REACTOR WATER CLEANUP ISOLATION VALVE
STROKED CLOSED, CAUSE UNKNOWN EUT MAY HAVE CEEN OPERATOR ERROR.
EVENT DATE: 092991 REPORT DATE: 102891 NSSS: GE TYPE: BWR

(NSIC 2' a303) AT APPROXIMATELY 1654 ON 09/29/91 WITH THE UNIT IN OPERATIONAL
CONDITION 4 (COLD SHUTDOWN) TOR THE PLAttNED MIDCYCLE MAINTENANCE OUTAGE, AN
UNANTICIPATED ENGINEERED SATETY TEATURE (EST) ACTUATION OCCURRED WHEN VALVE
033*!10VT004, OUTBOARD REACTOR WATER CLEAflUP SYSTEM (RWCU) ISOLATION VALVE STROKED
CLOSED. PER DESIGN, THE LOW TLOW CONDITION CAUSED BY THE CLOSURE OF THIS VALVE
CAUSED BOTH OF THE RUCU PUt1PS TO TRIP. APPROXI!!ATELY TOUR 111NUTES LATER, A
SECOND EST ACTUATION OCCURRED WHILE OPERATORS WERE ATTE!1PT!!10 TO RESTART THE
REACTOR WATER CLEANUP SYSTEtt PUMPS. DUE TO A PROELE!! WITH THE PROGRAlt!!ABLE
CG47 ROLLER Ull!CH CONTROLS THE TILTER /DE!!!NERALIZER PORTION OF THE SYSTEM, TLOW
OSCILLATIDFS OCCURRED UPON STARTING THE FIRST RWCU PUllP. ATTER 45 SECONDS, THE
SEftSED TLOW DITTERENTIAL RESULTED IN ALL OF THE RWCU ISOLATION VALVES CLOSING.
THE ROOT CAUSE OF THIS EVENT IS INDETERMINATE. IT IS POSSIELE,LONG Ef40V0H TOHOWEVER, THAT THEOPERATOR DID NOT DEPRESS THE RESET PUSHBUTTONS HARD ENOUCH OR
ENSURE ALL OF THE ISOLATION RELAYS HAD TIME TO RESET. INDICATING LICHTS WILL EE
!!! STALLED ON THE OPERATOR PAtiEL ADJACENT TO THE RESET PUSHBUTTONS THAT WILL
INDICATE IT AN ISOLATION SICHAL IS PRESENT TO A PORTION OF THE NSSSS LOGIC. THESE
TWO RELATED EVENTS ARE BEING REPORTED PER 10CTR50.73(A)(2)(IV). THIS EVEllT DID
NOT ATTECT THE HEALTH OR SATETY OT THE PUBLIC .

---_
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11091 SALEM 1 DOCKET S0 272 LER 91 022
TWO ENGINEERED SATETY TEATURE ACTUATIONS, 1B AND 10 4KV VITAL BUS UNDERVOLTAGE.
EVENT DATE: 060691 REPORT DATE: 070091 NSSS: WE TYPE: PWR

(HSIC 223199) THIS LER ADDRESSTS 2 ENGINEERED SATETY TEATURE (EST) SIGNAL ;

ACTUATION EVENTS. EDTH INVOLVE SATEOUARD EQUIPMENT CONTROL (SEC) SYSTEM '

OPERATION " MODE OP" ON A SINGLE 4 KV VITAL BUS DUE TO UNDERVOLTAGE. THE TIRST
EVENT OCCURRED ON 6/6/91 AND INVOLVED 10 4KV VITAL BUS. THE SECOND EVENT
OCCURRED ON 6/13/91 AND INVOLVED 1B 4KV VITAL BUS. AT THE TIME OT BOTH EVENTS i

AN UNDERVOLTAGE TUNCTIONAL SURVE!LLANCE WAS BEING CONDUCIED. THEROOTCAUSEOf
'

THE 1C 4KV EVENT IS INADEQUATE HUMAN TACTORS DESIGN. THE INITIATING CAUSE OT
THIS EVENT WAS PERSONNEL ERROR. THE TECHNICIAN DID NOT MAINTAIN ADEyVAIE
ATTENTION TO DETAIL WHILE POSITIONING HIMSELT TOR PLACEHENT OF A TEHPORARY
ELECTRICAL JUMPER. THE ROOT CAUSE OF THE 1B 4KV VITAL BUS EVENT IS PERSONNEL
ERROR. THE TECHNICI AN PERTORMING UNDERVOLTACE RELAY TUNCTIONAL TESTING DID NOT
TULLY CbMPLY WITH THE TROCEDURE RESULTING IN THE BLOWING OT A PT TUSE AND THE
SUBSEQUENT EST ACTUATION. THE 1C 4KY VITAL BUS AND THE 1B 4KV VITAL BUS EVENTS
WILL BE REVIEWED WITH APPLICABLE SUPERVISORS AND TECHNICIANS TO MAKE TPEM AWARE
OF THE DETAILS SURROUNDING THESE EVENT 3.

[110) SALEM i DOCKET S0 272 LER 91 030
BOTH PRESSURIZER PRESSURE OPERATED RELIET VALVES TAILED 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 RELIET VALVES (PORVS) ARE USED TO PROVIDE OVERPRESSURE
PROTECTION AT LOW REACTOR COOLANT SYSTEM TEMPERATURES. IN ACCORDANCE WITH
SURVEILLANCE 4.4.9.3.1.1 THE PORVS WERE TUNCTIONALLY CHECKED. BOTH VALVES TAILED
TO OPEN. THE IPR 1 VALVE DID NOT LOSE ITS CLOSED LIMIT INDICATION AND THOUGH THE
IPR 2 VALVE INDICATED MOVEMENT, IT APPARENTLY DID NOT REACH ITS TULL OPEN LIMIT.
INVESTICATION SHOWED THAT BOTH THE IPR 1 AND 1PR2 VALVE ACTUATORS LEAKED. THE
VALVE ACTUATOR DIAPHRAOM BOLTS WERE OBSERV"D To BE LODSE ALLOWING AIR LEAKAGE
FROM THE TLANGE BOLTING AREA. THE ROOT CAUSE OF THE VALVES TAILING TO OPEN IS
CONTINUING. THE IPR 1 AND IPR 2 VALVES ARE COPES VULCAN REVERSE ACTING AIR ACTUATED
GLOBE VALVES. INVESTIGATION INDICATED THAT THE DI APHRAGMS APPEARED TO BE IN A
FUNCTIONAL CONDITION. TURTHER ASSESSMENT HAD SHOWN THAT THE DIAPHRAGM MATERIAL
(BUNA N RUBBER) THIS PHENOMENA CAN BE EXACERBATED BY UNEVEN TORQUING. WHEN THE

THE SPECITIC INSTALLATION PR?CEDURE WAS
DIAPHRAGMS WERE INSTALLED ( APRIL 1991)f 0R IMPLEMENTING NEW MAINTENANCE PROCEDURESNOT USED. THE ADMINISTRATIVE CONTROLS
WILL BE MODITIED. A REVIEW OF NEW PROCEDURES WILL BE CONDUCTED TO ENSURE THEY
HAVE BEEN INCORPORATED INTO EXISTING PLANNED WORK. THE DIAPHRACMS WTRE REPLACED
IN ALL COPES-YULCAN ACTUATORS LOCATED I NSIDE THE UNIT 1 PRESSURIZER.

1111) SALEM 1 DOCKET S0-272 LER 91-031
MAIN STEAM LINE ISOLATION SIGNAL DUE TO DESIGN CONCiRN.
EVENT DATE: 092391 REPORT DATE: 101891 NSSS: WE TYPE: PWR :

(NSIC 223272) ON 9/23/91 AT 1414 HOURS, A MAIN STEAM ISOLATION (MSI) ACTUATION
OCCURRED. AT THE TIME THE UNIT WAS IN MODE 4 AND HEATING UP IN PREPARATION TOR
STARTUP. THE MSI SIGNkL OCCURRED UPON RECEIPT OF A HIGH STEAMLINE TLOW SIGNAL
COINCIDENT WITH A LOW STEAMLINE PRESSURE. SIGNAL. IN MODE 4, THE B! STABLES TOR LOW
STEAMLINE PRESSURE ARE TRIPPED PROVIDING HALT THE LOGIC SIONAL REQUIRED TOR MSI.
AT THE TIME OF THE EVENT THE NO. 14 STEAM GENERATOR (S/0) STEAMLINE FLOW CHANNEL
NO. I BISTABLE WAS IN THk TRIPPED POSITION TO SUPPCkT CHANNEL TUNCTIONAL TESTING.
WHEN N0. 11 S/0 STEAMLINE TLOW CHANNELS I AND II BISTABLES TRIPPED THE HS! SIGNAL
LOGIC WAS SATISTIED. MSI IS AN ENGINEERED SATETY TEATURE. SIMILAR MS! EVENTS HAVE
OCCURRED (RETERENCE LERS 272/90-019 00 AND 272/90 027 00). THE ROOT CAUSE OF THIS
EVENT IS ATTRIBUTED TO DESIGN INADEQUACY ASSOCIATED WITH THE MAIN STEAMLINE TLOW
TRANSMITTER SENSING LINES DURING PLANT HEATUP. ASSESSMENT OT THIS EVENT, BY

WAS THAT THE TALSE HIGH STEAM TLOW SIGNALS WERE NOT CAUSED!
MAINTENANCE PERSONNEL,THE TALSE SIGNALS CLEARED ATTER A TEW HOURS. AT THE TIME OTBY TAILED COMPONENTS.

| THE EVENT, HAINTENANCE WAS PERTORMING CHANNEL MONTHLY TUNCTIONAL TESTING AS PER

,

|
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TECH. SPEC. SURVEILLANCES 4.3.1.1.1 AND 4.3.2.1.1. THE CHANNEL I AND CHANNEL II
TLON TRANSMITTERS TUNCTIONAL TESTINO, TOR ALL 4 STEAMLItiES, WAS SUCCESSTULLY
C0!!PLETED ON 9/23/91 AND 9/20/91, kESPECTIVELY.

[112) SALEM 2 DOCKET $0 311 LER 91 014
CONTAINMENT VENTILATION ISOLATION DUE TO 2R12B RADI ATION HONITORING SYSTEM
CHANNEL TAILURE.
EVENT DATE: 101091 REPORT DATE: 110791 NSSS: WE TYPE: PWR
VENDOR: VICTOREEN INSTRUt1ENT DIVISION

(NSIC 223429) ON OCTOBER 10 1991 AT 0138 HOUP.S, THE 2R12B (CONTAINMENT
RADIDACTIVE 10 DINE MONITOR),RADIAf10N MONITORING SYSTEM (RMS) CHANNEL TAILED LOW.
THIS RESULTED IN AN EHOINEERED SATETY TEATURE (EST) ACTUATION SIONAL TOR
CONTAIN!!ENT PUROE/ PRESSURE-VACUUH RELIET (CP/P VR) SYSTEM ISOLATION. THE CHANNEL
WAS DECLARED Ill0PERABLE. AT THE TIME OF THE EVENT THE CP/P VR SYSTEM VALVES WERE
CLOSED. Tile ROOT CAUSE OF THIS EVENT IS EQUIP!1E!JT DESION. THE DETECTOR SYSTEH
USED TOR THE SALEtt UNIT 2 R!!S CHAN!iELS IS MANUTACTURED BY VICT0REEN. PERIODIC
PROBLEMS WIIH THIS SYSTEM HAVE DEEN EXPERIENCED AS INDICATED IN PRIOR LERS (E.G.,
311/90 010 00, AND 311/91-007 00). THE 2R12C DETECTOR USES A VICTOREEN 110 DEL
043 34 SCINTILLATOR. THE VICTOREEN RMS CHANNELS ARE SUBJECT TO VOLTAGE
TRANSIENTS. AN ENGINEERING ASSESS!1E!JT WAS DONE TO IDENTITY POSSIDLE CAUSES OF THE
110!!ENTARY CHAfillEL PAILURE. A TUNCTIONAL TEST WAS CONDUCTED WHICH CHECKED THESE
POSSIBLE CAUSES. THE TUNCTIONAL TEST WAS SUCCESSTULLY C0!!PLETED WITHOUT
IDE!1TITYING A C0f1PONENT TAILURE.1HE CHAtlNEL WAS OBSERVED TOR TWO (2) WEEKS, WITH
THE OUTPUT TUllCTIO!JS DLOCKED WITHOUT RECURRENCE OT A CHANNEL FAILURE.

311/90-040-0b,THE CilANNEL WAb RETURNED TO SERVICE. AS INDICA 1ED IN LERSUBSEQUENTLY
ENGINEERING HAS INVESTICATED THE CONCERNS IDENTITIED WITH THE

VICTOREEN RitS CHANNELS.

[113) SALEM 2 DOCKET 50-311 LER 91-015
POUER RA!1GE tiUCLEAR INSTRUMENTATION SYSTEM CHAN!iELS IN0PERACLE.
EVENT DATE: 102191 REPORT DATE: 111991 NSSS: :fE TYPE: PWR

(NSIC 223430) ON 10/11/91, UNIT LOAD WAS BEINO INCREASED. AS REQUIRED BY TECH.
SPEC. 3.3.1.1 TADLE 4.3-1, THE REQUIRED DAILY HEAT DALAliCE CHECK WAS PERTOR"ED.
THE POWER INCREASE WAS JTOPPED AND STADILIZED AT A CALCULATED RATED THERMAL POWER
(RTP) OT 29.8%. THE 4 NUCLEAR INSTRUf1ENTATION SYSTEM (!!!S) POUER RANCE CHAfiNELS
INDICA 1ED LESS THAN 29.8% RTP. CHANNELS 2N41 AND ZN44 SATISTIED THE OPERADILITY
CRITERIA (WITHIN 1.74% OF RTP). CHA!4NELS 2N43 AND 2N44 DID NOT HEET THE
OPERADILITY CRITERIA. THEY WERE DECLARED INOPERACLE AT 0400 HOURS ON 10/21/91.
SINCE TEClift! CAL SPECITICATION TABLE 3.3 1 ACTION STATEMEllTS TOR INOPERADLE POWER
RANDE CHAtlNELS DOES 110T ADDRESS INOPERABILITY OF TWO (2) OR HORE CHAHf4ELS,
TECHNICAL SPECITICATION ACTION 3.0.3 WAS ENTERED. Tills EVENT WAS CAUSED BY THE
ATPLICATION OF THE CURREllT METHODOLOGY TOR DETINING WHEN SPECITIC NIS OPERADILITY
CRITERI A !!UST BE CONSIDERED. THIS RESULTED IN OVERLY CONSERVATIVE REQUIREMEllTS
FOR HIS OPERABILITY CRITERIA DURING INTREQUENT OPERATION AT LOW POWER LEVELS AND
DEEP CONTROL ROD INSERTIONS. THE TINE CAIN POTE!4TIO!!ETERS OT ALL TOUR (4) POWER
P.AllDE NIS CHAH!iELS WERE ADJUSTED To 30 RTP AT 0425 HOURS ON 10/21/91 AT WHICH
tit 1E TEClift!OSL SPECITICATION ACTION 3.0.3 WAS EXITED. REACTOR Ef4GINEERING
PERSONNEL VKulDATED THE CALORIMETRIC CALCULATIONS AS TO THE DETERMINATION OF
POWER LEVEL AND VERITIED THE APPROPRIATE APPLICATION OF 1HE PROCEDURES.

[114) SAN ONOTRE 1 DOCKET 50-206 LER 91 010
DELI!1QUENT TECHNICAL SPECITICATION SURVEILLANCES DUE TO INADEQUATE AD!!!NISTRATIVE
C0!!TROLS.
EVENT DATE: 102191 REPORT DATE: 112091 11SSS : WE TYPE: PWR

(NSIC 223414) ON 10/21/91 WITH UNIT 1 IN MODE 3 TOLLOWING A REACTOR TRIP DN
10/17/91 IT WAS DETER!11NED THAT B0Til POWER OPERATED RELIET VALVE (PORV) ELOCK
VALVES HkD EXCEEDED THEIR QUARTERLY INSERVICE TESTING (ITS) INTERVAL PLUS THE
ALLOWABLE EXTE!1SION PER!11TTED BY TECHNICAL SPECITICATIONS (TS) ON 10/19/91 AND
10/20/91 RESPECTIVELY. THE VALVES WERE DECLARED IHOPERAELE AND THE TS 3.1.5,
"PRESSUR$ZER RELIET VALVES," ACTION STATEMENT WAS ENTERED. UPON SATISTACTORY

i
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COMPLETION OF THE IST ON 10/2'/91, EOTH VALVES WERE DECLARED OPERACLE AND THE TS
3.1.5 ACTION STATE!!EtiT WAS EXITED. 1HE CAUSE OT THIS EVENT WAS A WEAKt;ESS IN THE
AD!!!NISTRATIVE CONTROLS TOR THE OPERATIONS IST SURVEILLANCE PROCRAM 1;HICH
RESULTED IN THE TAILURE TO PROVIDE THE CONTROL ROOM UITH A LIST OT VALVES
REQUIRING ISTS ON 10/10/91. THE AD!!!!ilSIRATIVE CONTROLS WERE NOT SUTTICIENT 10
ENSURE THAT THE IST VALVE LIST WOULD DE DELIVERED TO THE CONTROL ROOM IN A TI!!ELY
TASHION. ADDITIONALLY, THESE ADMINISTRATIVE CONTROLS DID liOT ItiCLUDE PROVISIONS
TO ALERT CONTROL R00:1 CPERATORS WHE!1 IST SURVEILLANCE IliTERVAL EXTENS10NS ARE
USED, THERETORE REQUIRit!G '.10RE AITE!1710N THAN 1 HAT CIVEN TO Non!! ALLY SCHEDULED
ISTS. SIliCE SURVEILLANCE INTERVAL EXTENSIONS WERE USED IN THIS CASE, THERE WAS
LITTLE !!ARCIN IN THE TEST SCHEDULE TO ACCOUNT FOR UNTORSEEN EVENTS SUCH AS THE
10/17/91 REACIOR TRIP.

(115) SAN ONOFRE 2 DOCKET 50 361 LER 91 015
CONTAlliMENT PURCE ISOLATION SYSTEM TRAIN "A" ACTUATION WHILE PERTORt!!!iG
RADIOGRAPHY.
EVENT DATE: 100191 REPORT DATE: 103091 tiSSS : CE TYPE: pen,

(HSIC 223313) ON 10/1/91, AT 0323, WITH UNIT 2 !!i MODE 6 AND CONTAINMEtiT PURCE IN
PROGRESS, A CONTAINMENT PURGE ISOLATION SYSTE!! (CPIS) (JM) TRAIN "A" ACIUATION
OCCURRED DURI!iG RADIOGRATHY IN THE VICNITY OF CollTAI!! MENT AREA RADI ATION 110NITOR
2RT-7 DS6 (110N) . CONTROL R001 OP!n ATORS (UTILITY, LICEtiSED) KERE ALER1ED TO 1HE
TRAIN "A" CPIS ACTUATION BY CONTROL ROOM AtiNUNCIATCRS (ANN). OPERATORS RESPONDED
PROPERLY TO THE ACTUATION CY 1) vet 11FYING THAT ALL CPIS TRA!!i "A" COMPONENTS
OPERATED Ill ACCORDANCE IJ1TH DESIGN AND 2) VERITYING THAT THE ACTUATION WAS
SPURIOUS ECTORE RESETTING CPIS AND RESTORING CONTAINMENT PURCE AT 03S7. AT
APPROXI!1ATELY 0240, PRIOR TO THE PERFOR!!ANCE OF RADIOGRAPHY AND IN ACCORDAfiCE
WITH PROCEDURE, HEALTH PHYSICS (HP) TECHf41CIANS fiOTIFIED THE CONTROL OPERATOR
(CO) THAT RADIOGRAPHY WAS TO EE PERFORf1ED IN C0!1TA!!!!!EliT AND 1 HAT RADI ATION
MONITORS 11AY BE AFTECTED. THE DISCUSSION THAT TOOK PLACE DETWEEN THE HP
IECHNICIAliS AND THE CO WAS NOT SUTr!CIENTLY CLEAR TCR THE CO TO RECOGNIZE THAT
THE PROTOSED RADIOGRAPHY COULD CAUSE A CPTS ACTUATION. THE CONTROL OPERATOR DID
tiOT Af!TICIPATE THAT THE RADIOGRAPHY WOULD CAUSE A CPIS ACTUATION: THE ACTUATION
IS THEREFORE NOT C0!iSIDERED PREPLAtlNED.

[116) SAN ONOFRE 2 DOCKET 50-361 LER 91 016
CONTROL R00:1 ISOLATION SYSTEM TRAIN "B" SPURIOUS ACTUATION DUE TO INSTRUt!EllT
FAILURE.
EVEliT DATEt 101091 REPORT DATE: 110B91 NSSS: CE TYPE: PWR
OTHER UNITS Il4VOLVED: SAN ONOTRE 3 (TWR)

(NSIC 223373) AT 1230 ON OCT0EER 10, 1991 WITH UNIT 2 IN A RETUELING OUTACE AND
UNIT 3 AT 100% POWER, A CONTROL R00:1 ISOLkTION SYS1EM (CRIS) 1 RAIN D ACTUATION
OCCURRED. THE ACTUATION WAS VERIFIED TO DE SPURIOUS, AND ALL REQUIRED C0!1P0fiENTS
WERE VERITIED TO HAVE ACTUATED AS DESIGNED. THE CRIS TRAIN B RADI ATION 110NITOR
WAS PLACED IN BYPASS, AtiD AT 1340 THE CONTROL ROOM VENTILATICN LINEUP WAS
RETURNED TO NORr1AL. THERE IS NO SAFETY SIGNIFICANCE TO THIS EVENT S!! ICE
RADIATICN LEVELS REMAINED NORMAL AND ALL CRIS TRAlti B COMPONENTS ACTUATED AS
REQUIRED BY THE DESIGN. THE CAUSE OF THE ACTUATION WAS DETER 111NED TO EE A
M0!!ENTARY ( APPROXI!1ATELY 4B MSEC) INSTRUMENT FAILURE OF THE CRIS TRAIN B
PARTICULATE /IODItiE CHANNEL. THE INSTRUMENT TAILURE WAS CAUSED BY A SPURIOUS NOISE
SIGNAL LITHER ON THE POWER INPUT TO THE CRIS PARTICULATE / IODINE CHAN!iEL MODULE OR
ON THE SIGNAL PATH Troll THE DETECTOR. A DESIGN CHANGE TO REDUCE THE CRIS
RADIATION MONITOR SUSCEPTIBILITY TO NOISE IS BEING PREPARED. AS AN INTERIM
CORRECTIVE ACTION TO REDUCE THE SUSCEPTIBILITY OF THE MODULE TO NOISE, A
TEMPORARY MODIFICATION HAS EEEN ItiSTALLED WHICH (1) ADDS A TILTERING CIRCUIT TO
THE (AC) INPUT TO THE RADIATION MONITOR MODULE, AND (2) ENHANCES THE TILTERING or
THE INTERNAL (DC) POWER SUPPLY REGULATORS. SIMILAR LER IS 361/91-011.

[117) SAN ONorRE 2 DOCKET 50-361 LER 91-01B
SATETY RELATED INSTRUMENTATION NOT INSTALLED IN A SEISMICALLY QUALITIED
CONFIGURATION.
EVENT DATE: 101591 REPORT DATE: 111491 NSSS: CE TYPE: PWR

_ _ ______ _ __ _ _ _ _ __ _ _
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VENDOR: T0XBORO CO., THE

(NSIC 223436) ON OCTOBER 16, 1991 WHILE UNIT 2 WAS IN MODE 5 DURING A RETUELING
OUTACE, AN IN INSPECTION or T0Xt0E0 SPECIr! CATION 200 ANALOG INSTRUMENTATION
CABINETS (CAB) DETERMit ED THAT SEVERAL INSTRUMENT MODULES WERE MISSING Tilt UPPER
AND/OR LOWER GUIDE RAILS AND/OR VICRATION DAMPENING MATERIAL. WITHOUT THE GUIDE
RAILS AND/OR VIERATION DAMPENING MATERIAL INSTALLED, THIS EQUIPMENT WOULD NOT
CONFORM TO THE VENDOR'S GENERIC SEISMIC DESIGN REQUIREMENTS AND WAS THEREFORE
CONSIDERED INOPERABLE, CAUSING THE APPLICADLE TECHNICAL SPECITICATION L!t11 TING
CONDITION FOR OPERATION TOR THE TOLLOWING ATTECTED INSTRUMENT LOOPS TO HAVE BEEN
EACEEDED DURING PREVIOUS PERIODS OF OPERATION IN MODES 1, 2, 3 AND 4: 1)

2) 2PT 1613-1 STEAM
2LT-5903*.DIESELTUELSTORAGETANK7035 LEVEL (LT)kNERA10RECCBPkESSURE(PT);3)GENERATOP. 2089 PRESSURE (PT);T-93002PT-1023 1, STEA!! GAND 4) 2LT 9306, 2LT-9307, 2L AND 2LT 9309, CONTAINt1ENT EliERGENCY SUMP
LEVEL (LT). ALTHOUGH IllSPECTIONS OF THE T0XBORO SPEC!rICATION 200 INSTRUMEliTATION
CABINETS IN UNITS 1 AND 3 IDENTIFIED SIMILAR DEFICIENCIES NO REPORTABLE
CONDITIONS EXISTED. SUBSEQUENT SEISt11C TESTING DE!!ONSTRAlkD THAT WITHOUT
VIERATION DA!!PENING MA1ERIAL INSTALLED, THE TOXBORO INSTRUMENT MODULES WOULD HAVE
TUNCTIONED PROPERLY DURING AND AFTER THC SONOS DESIGN BASIS SEIS!!!C EVENTS.

(110) SAN ONorRE 3 DOCKET 50-362 LER 91 004
DELINQUENT TECHNICAL SPEC!r! CATION SURVEILLANCES DUE TO PERSONNEL ERROR.
EVENT DATE: 093091 REPORT DATE: 102991 HSSS: CE TYPE: PWR

(NS!C 223312) AT APPROX. 0815 ON 9/30/91 WITH UNIT 3 IN MODE 1 AT 100% POWER, IT
WAS DISCOVERED THAT TECH SPEC (TS) SURVEILLANCES REQUIRED TO BE TERTORf!ED AT
LEAST ONCE PER 24 HOURS HAD EXCEEDED THEIR SURVEILLANCE INTERVAL BY 40111NUTES.
AT 222S ON 9/28/91 SURVEILLAliCE OPERATING INSTRUCTION S023-3 3.26 WAS PERFORt1ED.
THE SURVEILLAllCE WkS SUCSEQUENTLY PERFORf1ED AT 0505 ON 9/30/91. THE INTERVAL
BETWEEN COMPLETED SURVEILLANCES WAS 40 MINUTES GREATER THAN THE TS SURVEILLAtlCE
INTERVAL PLUS 1HT ALLOWABLE EXTENSION PERT 1ITTED BY TS 4.0.2. THE CAUSE OF THIS
EVENT WAS A COGI,: TIVE ERROR BY CONTROL ROOM PERS0!iNEL. AT 1HE CEGINNING OF THEIR
SHITT, THE CONTROL ROO!! OPERATOR AND THE CONTROL ROOM SUPERVISOR REVIEWED THE
LIST OF EURVEILLANCES REQUIRED 70 CE PERTORMED ON 2 HEIR SHIFT. ALTHOUGH
S023 3 3.26 WAS SPECITIED TO BE PERTOR!!ED PRIOR TO 2400 HOURS, DUE TO A LACK Or
ATTENTION TO DETAIL, THIS TI!!E REQUIREMENT WAS NOT IDENTIFIED DY EITHER THE
CONTROL R0011 OPERATOR OR THE CON 1ROL ROOM SUPERVISOR. AS CORRECTIVE ACTION,
APPROPRIATE DISCIPLINARY ACTION HAS CEEN ADMINISTERED TO THE PERSONNEL INVOLVED
IN 1HIS EVENT. IN ADDITION, THIS EVENT HAS BEEN REVIEWED BY APPROPRIATE
OPERATIOliS PERSONNEL. THERE WAS NO SATETY SIGNITICANCE TO THIS EVENT SINCE THE
DELINQUENT PERTOR11ANCE OT 5023 3-3.26 DE!!ONSIRATED THAT APPLICABLE TS C0!!PONENTS
MET THEIR ASSOCIATED TS REQUIREt1ENTS AND THEREFORE RE!! Allied CPERADLE.

(119) SEABROOK 1 DOCKET 50-443 LER 91-013
REACTOR PROTECTION SYSTEM ACTUATION DURING ROD POSITION INDICATION 10 HONTH
SURVEILLANCE.
EVENT DATE: 100791 REPORT DATE: 110691 NSSS: WE TYPE: PWR

(NSIC 223383) ON OCTOBER 7 1991, AT 6:4S P.M., EDT, WHILE IN MODE 3, MANUAL
REACTOR PROTECTION SYSTEM IRPS) ACTUA1 ION WAS PERTORMED PER TECHNICAL
SPECITICATION 3.1.3.3 WHEN THE DIGITAL ROD POSITION INDICATOR (DRPI) TOR SHUTDOWN
BANK C, ROD H5, WAS CREATER THAN PLUS OR !!!NUS 12 STEPS OF THE POSITION INDICATED
ON THE DE!!AND COUNTER. A SECOND PLANNED MANUAL ACTUATION OF THE REACTOR
PROTECTION SYSTEM WAS PERFORMED AT 9:36 P it., EDT, DURING THE CONDUCT OF
TROUBLESH00TIllG ACTIVITIES. THE ROOT CAUSE Or THIS EVENT HAS NOT YET BEEN
DETERf11NED. NHY BELIEVES THAT THE DRPI SYSTEl1 DPERATED PROPERLY AND PROVIDED AN
ACCURATE INDICATION OF THE POSITION OF ROD N5 WHICH HAD DROPPED DUE TO A
MALTUNCTION OF THE ROD CONTR0L SYSTEM. NHY WIbl. I!!PLEMENT CORRECTIVE ACTIONS TO
ASSIST WITH THE DETENT 1IllATION or THE ROOT CAUSE OF THE !!ALTUNCTI0li OF THE ROD
C0!iTROL SYSTEM. SPECIFICALLY, NHY WILL CONDUCT ADDITIONAL TROUBLESHOOTING OF THE
SHUTDOWN BANK C DURING THE MONTHLY DRPI OPERABILITY TEST (0X1410.02) FOR AT LEAST
THE NEXT TilREE t10NTHS UNLESS THE ROOT CAUSE IS DETERt11NED PRIOR TO THE END OF
THIS PERIOD. ADDITIONAL CORRECTIVE ACTIONS WILL CE FORT 1ULATED Ir NECESSARILY.
TOLLOWING COMPLETION OF THE ADOVE STATED CORRECTIVE ACTIONS, NHY WILL SUBf1IT A

____-_ -
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,

TOLLOWUP REPORT REGARDING THE ROOT CAUSE OF THIS EVENT. IT IS EXPECTED THAT THIS
REPORT WILL EE SUBMITTED TO THE NRC BY MARCH 2. 1992. ;

1920) SOUTH TEXAS 1 DOCKET S0-498 LER 91'012 REV 01
UPDATE ON REACTOR TRIP DUE TO MOTOR GENERATOR HALTUNCTION.
EVENT DATE: 041291 REPORT DATE: 103191 NSSS: WE TYPE: PWR
YENDOR: WESTINCHOUSE ELECTRIC CORP.

(NSIC 223301) ON 4/12/91 AT 0418, THE UNIT 1 REACTOR TRIPPED TROM 40% POWER. A
TURBINE TRIP TEEDWATER ISOLATION AND AUXILIARY TEEDWATER ACTUATION OCCURRED AS A

,

RESULT OT THb REACTOR TRIP. SYSTEMS OPERATED AS DESIGNED IN RESPONSE TO THE
REACTOR TRIP. IT WAS DETERMINED THAT ROD DRIVE MOTOR CENERATOR (RDMO) SET #11
TRIPPED DUE TO A TRANSIENT INDUCED BY RDMG #12 WHICH WAS TOUND RUNNING WITH ITS
MOTOR AND GENERATOR BREAKERS CLOSED WITH NO QUTPUT VOLTAGE TO THE REACTOR TRIP
SWITCHGEAR. IT IS BELIEVED THAT INTERMITTENT PICK *UP AND DROP 0VT OF THE 2R
RELAY WHICH ACTUATES CONTACTS TO SUPPLY POWER TO THE RDM0 SET #12'S GENERATOR
VOLTA 6E REGULATOR, CAVSED INSTABILITY IN THE VOLTAGE REGULATOR OPERATION. THE 2R '

RELAY MALTUNCTION WAS DUE TO A DETECTIVE OUTPUT SWITCH. THE INSTABILITY OF THE
VOLTAGE REGULATION RESULTED IN TRANS1ENTS THAT CAUSED A REVERSE CURRENT TO THE
RDMG SET #11 AND A SUBSEQUENT TRIP OF THE GENERATOR OUTPUT BREAKER. IT IS ALSO
BELIEVED THAT THE 2R RELAY CONTACTS' SUPPLYING POWER TO THE VOLTAGE RECULATOR
EVENIUALLY REMAINED OPEN LONG ENDUCH TO ALLOW A LOSS OF THE GENERATOR TIELD IN ;

THE RDMG SET #12. A LOSS OF THE GENERATOR TIELD RESULTS IN ZERO OUTPUT VOLTAGE
TROM THE CENERATOR. THE LOSS OF BOTH OF THE POWER SOURCES TO THE REACTOR TRIP
SUITCHGEAR RESULTED IN A REACTOR TRIP. THE 2R RELAY'S TIMER AND CONTROL RELAY
WERE REPLACED AND A PROCEDURAL CHANGE HAS BEEN MADE TO ENHANCE DETECTION OT
MALTUNCTION.

(1211 SOUTH TEXAS 1 DOCKET S0 490 LER 91-022
REACTOR TRIP DURING PERTORMANCE OF SOLID STATE PROTECTION SYSTEM LOGIC TUNCTIONAL
TEST.
EVENT DATE: 101491 REPORT DATE: 111391 NSSS: WE TYPE: PWR

(NSIC 223453) ON OCTOBER 14 1991. AT 2304 HOURS UNIT 1 WAS IN H0DE 1 AT 100
POWER. SOLID STATE PROTECTI6N SYSTEM (SSPS) LOGI6 TRAIN R TUNCTIONAL TEST WAS IN
PROGRESS WHEN THE LICENSED DPERATOR PERTORMING THE SURVEILLANCE MISUNDERSTOOD THE
INTENT OT A NOTE IN THE PROCEDURE AND TAILED TO BLOCK THE TURBINE TRIP SIGNAL
BETORE PROCEEDING TO THE NEXT STEP. THE " MEMORIES" TEST SWITCH WAS PLACED IN
POSITION 16 AND AN AUTOMATIC TRAIN R TRIP SIGNAL WAS GENERATED. TRAIN R TRIP
SIGNAL CENERATED A " TURBINE TRIP UPON REACTOR TRIP" SIGNAL WHICH HAD NOT BEEN
BLOCKED AND THE " MEMORIES" TEST SWITCH ALSD MALTUNCTIONED, WHICH IT IT HAD
TUNCTIONED PROPERLY SHOULD HAVE ALSO BLOCKED THE TRIP SIGNAL. SUBSEQUENTLY THE
MAIN TURBINE TRIPPED f.ND, COINCIDENT WITH A " REACTOR POWER ABOVE 50" SIGNAb A
VALID TRAINS REACTOR TRIP SIGNAL WAS GENERATED TRIPPING THE REACTOR. THE CAhSE OF
THIH EVENT WAS PERSONNEL ERROR BY THE LICENSED OPERATOR WHO EXERCISED P00R
JUDGEMENT WHILE PERTORMING THE TEST. CONTRIBUTING TACTORS WERE A LESS THAN IDEAL
PROCEDURE AND THE MALTUNCTION OF THE "HEMORIES" TEST SWITCH. CORRECTIVE ACTIONS
INCLUDE SITE-WIDE TRAINING SESSIONS FOR APPROPRIATE PLANT PERSONNEL STRESSING THE
APTLICATION OF SELT VERITICATION DURING WORK PERTORMANCE, COUNSELING OT THE
LICENSED OPERATOR INVOLVED IN THE EVENT REVISION OT ALL hP SERIES SURVEILLANCES
PERTORMED AT POWER THAT HAVE THE PDTENTIAL TO TRIP THE UNIT / MAIN TURBINE. ,

(1221 SOUTH TEXAS 1 DOCKET S0 498 LER 91-024
A SATETY ANALYSIS DEFICIENCY CONCERNING THE PRESSURIZER SATETY RELIET VALVE (SRV)
LOOP SEAL DELAY TIME.
EVENT DATE: 103191 REPORT DATE: 112291 NSSS: WE TYPE: PWR
OTHER UNITS'!NVOLVED: SOUTH TEXAS 2 (PWR)

(HSIC 223450) DURING A REVIEW OF NRC INFORMATION NOTICE 89 90 SUPPLEMENT 1, DATED
i SEPTEMBER S, 1991 AND WCAP-12910 WITH UNIT 1 IN MODE 1 AT 100 PERCENT POWER AND

UNIT 2 IN A MODE 6 RETUELING OUTAGE, IT WAS DISCOVERED THAT THE UTSAR CHAPTER 15
SATETY-ANALYSIS-DID NOT CONSIDER THE TIME REQUIRED TO PURGE THE LOOP SEAL-TOR THE
PRESSURIZER SATETY RELIET VALVES (SRVS). IMMEDIATE ACTIONS TAKEN TO INVESTIGATE

L_ _.. _ _ , .__ _ _ _ . _ _ . __ . . _ ._ .__. _ __ _ _ _ . _ .
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THE PROBLEM CONTIRMED THAT THE CALCULATED PEAK RCS PRESSURE TOR THE LOCKED ROTOR
EVENT WITH THE PRESSURIZER SRV LOOP SEAL DELAY TIME WOULD EXCEED THE NRC SATETY
LIMIT OT 110X DESIGN PRESSURE. ON OCTODER 30 1991 A STATION PROBLEM REPORT WAS
ISSUED IDENTITYING THE DEFICIENCY IN THE SArkTY ANALYSIS. ON NOVEMDER 5 1991, A
JUSTITICATION FOR CONTINUED OPERATION (JCO) WAS ISSUED. THE JC0 CONCLUDED THAT
THE CONDITION DOES NOT RESULT IN EITHER STPEGS UNITS 1 OR 2 BEING IN AN UNSATE
CONDITION. THE CAUSE OT 1HE EVENT WAS THAT THE NSSS VENDOR DID NOT CONSIDER THE
DELAY-TIME ASSOCIATED WITH PURUING THE PRESSURIZER SRV LOOP SEALS IN THE SATETY
ANALYSIS. SINCE THE JC0 TOR THIS ISSUE IDENTITIED THAT NO UNSAFE CONDITION
EXISTS NO IMNEDIATE CORRECTIVE ACTIONS ARE PLANNED. ATTER THE NRC APPROVAL Or
WCAP 1b910 AND WESTINCHOUSE OWNERS CROUP (WDC) RESOLUTION OT THIS ISSUE,
ADDITIONAL ACTIONS WILL BE DEVELOPED AS NECESSARY.

[123] SOUTH TEXAS 2 DOCKET $0 499 LER 91 005 REV 01
UPDATE ON ENGINEERED SATETY TEATURES ACTUATION OF CONTROL R00H ENVELOPE HVAC
TRAINS B AND C DUE TO UNKNOWN CAUSE.
EVENT DATE: 041191 REPORT DATE: 111191 NSSS: WE TYPE: PWR

(NSIC 213454) ON APRIL 11 1991 UNIT 2 WAS IN MODE i AT 100 PERCENT POWER. AT
1130 AN AUTOMATIC ENGINEkRED SAFETY TEATURES (EST) ACTUATION OF CRE HVAC TRAINS
B ANb C TO EMER0ENCY MODE OCCURRED. CONTROL ROOM ENVELOPE (CRE) HVAC TRAIN A HAD
BEEN MANUALLY ACTUATED TO THE EMERGENCY MODE IN SUPPORT OT A SURVEILLANCE
PROCEDURE. NO INDICATION OT A HICH RADIATION OR SATETY INJECTION SIGNAL WAS >

TOUND. THERE HAS BEEN NO CAUSE ESTABLISHLD TOR THIS ACTUATION. ,

11241 SUMMER 1 DOCKET 50 395 LER 91 009
VENDOR CONCERNS LEAD TO DISCOVERY ECCS TLOW DISCREPANCIES.
EVENT DATE: 101591 REPORT DATE: 111491 NSSS: WE TYPE: PWR

(NSIC 223449) ON SEPTEMBER 17 1991 SOUTH CAROLINA ELECTRIC & GAS COMPANY
(SCE&O) MAS NOTITIED BY WESTINCHOUSk OT A DEVELOPING ISSUE CASED ON A VENDOR
RECOMMENDATION TO LIMIT ITS PREVIOUSLY APPROVED PUMP RUNOUT LIMIT OT 600 GPM TO A
NEW LIMIT OT 67S GPM. THIS NEW LIMIT IS RELATED 70-SEVERAL ISSUES THAT COULD
ATTECT THE RUNOUT MAR 0!N AVAILABLE TOR THE CH0/S! PUMPS. BASED ON THESE ISSUES,
IT WAS DETERMINED THAT SURVEILLANCE TEST PROCEDURE (STP) 230.006, VALVE /CHARDIN0
PUMP OPERADILITY TESTING, SHOULD BE REVISED TO ADDRESS THESE ISSUES AND
PERTORMED. THE TOLLOWING DEFICIENCY WAS TOUND TO CONSTITUTE OPERATION OUTSIDE THE
PROVISIONS OF TECHNICAL SPECITICATION 3.5.2 AND THUS IS REPORTABLE PER
10CTR50.73(A)(2)(!): TOR THE HDI LEO RECIRCULATION PATH, ALL THREE PUMPS WOULD
EXCEED THE SURVEILLANCE REQUIREMENT RUNOUT LIMIT OT 600 GPM. IT WAS ALSO NOTED
THAT THE B PUMP PERTORMANCE WAS DELOW THE MINIMUM PUMP CURVE ASSUMED IN THE TSAR
ACCIDENT ANALYSIS FOR THE HICH FLOW REGION OT THE CURVE. THE CAUSE OF THE CH0/S!
PUMPS EXCEEDING THEIR RUNOUT LIMIT IN THE RECIRCULATION ALIGNMENTS WAS DIRECTLY
RELATED TO THE NEW INFORMATION SUPPLIED BY THE VENDOR REGARDING THL ETTECTS OF
INSTRUMENT UNCERTAINTY AND FUCTION B00ST. THIS CONDITION WAS EVALUATED AND POUND
NOT TO EE EXPECTED TO IMPACT PLANT SATETY.

[125] SURRY 1 DOCKET 50 200 LER 91 017 REV 01
UPDATE ON EMERGENCY DIESEL GENERATOR RENDERED INOPERABLE DUE TO PERSONNEL ERROR
IN THAT SPECITIED TESTING WAS NOT PERTORMED.
EVENT DAiEs 050991 REPORT DATE: 111391 NSSS: WE TYPE: PWR
OTHER UNITS INVOLVED: SURRY 2 (PWR)
VENDORt.WOODWARP 00VERNOR COMPANY

IT WAS~

WITH UNIT 1 AND UNIT 2 AT 100% POWER (E SINCE MAY
(NSIC 223412) ON AUGUST 9, 1991
DETERMINED THAT EMERGENCY DIESEb CENERATOR (EDO) #3 HAD BEEN INOPERAB
9, 1991. THIS DETERMINATION WAS MADE WHILE PERTORMING A ROOT CAUSE EVALUATION OF
THE OBSERVED PERTORMANCE OF EDO #3 DURING AN AUGUST 2, 1991, ENGINEERED
SATEGUARDS TEATURE (EST) ACTUATION ON UNIT 2. THIS SATETY INJECTION / REACTOR TRIP,
WHICH OCCURRED AS A RESULT OT VITAL EUS POWER OSCILLATIONS ON ONE CHANNEL AND A
TAILED STEAM CENERATOR PRESSURE TRANSMITTER ON ANOTHER CHANNEL, IS DE!NG REPORTED
SEPARATELY BY-LICENSEE EVENT REPORT S2-91-007 00. A ROOT CAUSE INVESTIGATION
TEAM APPOINTED TO DETERMINE THE CAUSE OF THE TAILURE OT EDO 93 TO ACHIEVE RATED

;
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SPEED TOUND THAT INADEQUATE POST MAINTENANCE TESTING (PMT) WAS PERTORMED
TOLLOWING REPLActtlENT OF THE GOVERNOR ON 11AY 7, 1991. 1HIS WAS DUE TO A COGNITIVE
ERRCR ON THE PART OF UTILITY PERS0!;NEL IN THAT AN APPROVED WORK ORDER STEP WHICH
SPECITIED A TAST START TEST OT THE EDG WAS NOT PERTORMED. DURIND 1HE PERIOD EDO
#3 WAS !!iOPERACLE, THE UNIT'S 01HER SOURCE OT E!1ERGENCY POWER, EDG m2, WAS

ZNOTERAELE FOR APPROXIllATELY 1HIRTEEN HOURS ON JULY 15AND (II)(BI.1991. THIS EVENT IS CE!!OREPORTED PURSUANT TO 10CTR50.73(A)(2)(1)(t)

(1261 SURRY 1 DOCKET 50-200 LER 91-021
EMERCENCY DIESEL GEllERATOR NO, i ROOM TIRE SUTTRESS10!1 SYSTEM INOPERACLE DUE TO
PERSONNEL ERROR IN ADMINISTRATIVELY CONTROLLIf10 THE EXIT 000R.
EVENT DATE: 102891 REPORT DATE: 111891 NSSS: WE TYPE: PWR

(NSIC 223420) ON OCT0tER 20, 1991, AT APPROXIMATELY 0900 HOURS, WITH UNIT 1 AT
100% POUER AND UNIT 2 AT INTERf1EDIATE SHUTDOWN, UTILITY QA PERSON!tEL TOUND THE
E!!ERGENCY DIESEL GENERATOR (EDG) nut 1CER i ROOM REAR EXIT DOOR TIED OPEN. THIS
CONDITION, WHICH LIMITED THE ACILITY OF THE CARCON DIOXIDE FIRE SUPPRESSION
SYSTEtt TO PERTOR!1 ITS INTENDED TUf!CTION, HAD EXISTED TOR A PERIOD IN EXCESS OF
THAT ALLOWED DY TECHNICAL SPECITICATIONS (TS) 3.21.B.4 ON OCTOBER 20, 1991, AT
APPROXIMATELY 0920 HOURS, THE AUT0!!ATIC 000R RELEASE DEVICE WAS REPAIRED AND
EliGAGED. THE CAUSE OF THIS EVENT IS ATTRIBUTED 10 A COGNITIVE ERROR ON 1HE PART
OT CONTRACTOR PERSONNEL IN TAILING 70 PROVIDE EXPLICIT INSTRUCTIONS ON HOW TO
PROPERLY SECURE OPEN 1HE EDG NUlttER 1 ROOM REAR EXIT DOOR. TO PREVENT RECURREf1CE,
THE CENERAL E!!PLOYEE TRAINING PROGRAM WILL DE REVISED TO INCLUDE A DISCUSSION Of
THE SIGNITICANCE OF TIRE SUPPRESSION SYSTEf1 DOUNDARY DOORS AND HOW TO USE THE
AUT0!!ATIC DOOR RELEASE DEVICE. SIGNS ARE ALSO DEIfiG INSTALLED ON EDTH SIDES OF
DOORS EQUIPPED WITH Ali AUTOMATIC RELEASE DEVICE, CAUTIONII;G THAT THE DOOR IS A
TIRE PROTECTION SYSTE!1 COUNDARY. IN ADDIT!011, STATION DOORS ARE DEING EVALUATED
AND LACELED OR COLOR CODED, AS APPROPRIATE, 10 INDICATE THEIR SATETY SIG!l!TICANCI
TO STATIO!4 OPERATION. THE EVENT IS BEING REPORTED, PURSUANT TO 10CTR
50.73(A)(2)(I)(B).

(1271 SURRY Z DOCKET 50-201 LER 91-007 REV 01
UPDATE ON SATETY INJECTION / REACTOR TRIP TROM VITAL BUS IVA ELECIRICAL TAULT AND
T AILURE OF STEAM GENERATOR PRESSURE TAANS!!!TTER.
EVENT DATE: 0D0291 REPORT DATE: 111291 NSSS: WE TYPE: PWR
VENDOR: CROSDY VALVE

ROSE!!OUtiT , INC.
WOODWARD GOVERNOR COMPANY

(NSIC 223413) AT 1657 HOURS ON AUGUST 2, 1991, WITH UNIT 1 AT 100% POWER AND UNIT
2 AT 92% POWER, AN ENGINEERED SAFEGUARDS TEATURE (EST) ACTUATED IN UNIT 2. A
SATETY INJECTION / REACTOR TRIP OCCURRED AS A RESULT OT A HIGH S1EAM TLOW SIGNAL
C0!!iCIDENT WITH A LOW STEAM LINE PRESSURE SIGNAL. THESE CONDITIONS DID NOT
ACTUALLY EXIST, BUT WERE GENERATED BY A C0!1CINATION OT AN ERRATIC STEAM CENERATOR
PRESSURE CHANNEL AND AN ELECTRICAL TAULT IN A VITAL EUS DISTRIEUTION PA!1EL.
TROUELESH00 TING WAS IN PROCRESS ON DOTH PROBLE!!S, EUT THE ACTUATION OCCURRED
BETORE CORRECTIVE ACTION COULD EE COMPLETED. EST TUNCTIONS PERTOR!1ED AS EXPECTED
EXCEPT TOR THE TAILURE OT EMERGENCY DIESEL CENERATOR #3 TO ACHIEVE RATED SPEED
AND THE TAILURE OT THE CONTAINME11T SU!!P PUMP DISCHARGE TRIP VALVE (02-DA TV-200A)
TO TULLY SHUT. A 110TITICATION Of UNUSUAL EVENT (NOUE) WAS DECLARED AT 1710 HOURS,
AND APPROPRIATE REPORTS WERE MADE. ON-SHIFT OPERATING PERSONNEL PROMPTLY PLACED
THE PLANT IN A STABLE CONDITION. THE NOUE WAS TERMINATED AT 1840 HOURS. A ROOT
CAUSE EVALUATION OT THE EMERGENCY DIESEL GENERATOR PROBLEM IS DEING CONDUCTED.
THE RESULTS OF THIS EVALUATION WILL BE REPORTED IN LICENSEE EVENT REPORT
S1-91-017. A COMPONENT TAILURE ANALYSIS OF THE CONTAINMENT SUMP DISCHARGE TRIP
VALVE HAS EEEN CONDUCTED, AND THE RESULTS ARE INCLUDED IN THIS SUPPLEMENTARY
REPORT,

(1281 SUSQUEHANNA 1 DOCKET S0-387 LER 91-012
VALVES NOT SURVEILLANCE TESTED - OPERATION PROHIBITED BY TECHNICAL SPECITICATIONS.
EVENT DATE: 100791 REPORT DATE: 110691 NSSS: GE TYPE: BWR
OTHER UNITS INVOLVED: SUSQUEHANNA 2 (CWR)
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(NS!C 223376) ON OCTOBER 7, 1991 WITH BOTH UNITS i & 2 AT 100%, IT WAS
DISCOVERED THAT CERTAIN MANUAL CbHTAINMENT BOUNDARY VALVES WERE NOT INCLUDED IN
REQUIRED SURVE!LLANCE PROCEDURES. THIS CONDITION WAS DISCOVERED DURING A PERIODIC
REVIEW OF THE PROCEDURE. THE SUBJECT VALVES ARE NORMALLY LOCKED CLOSED TEST !
CONNECTION VALVES AND WERE IN TACT IN THIS CONTICURATION. SEVERAL CAUSES WERE |DETERMINED TOR THIS EVENT. THE TIRST WAS PERSONNEL ERROR DURING THE INITIAL
PRETARATION OF THE PROCEDURE TOR THE VALVES IN THE RHR SYSTEM. CONCERNING THE <

VALVES IN THE CRM SYSTEM ONE CAUSE WAS ATTRIBUTED 70 NOT INCLUDING ALL |
APPLICABLE DISCIPLINES Ib THE INSTALLATION AND/OR CLOSE0VT REVIEW PROCESS OF THE |

HODITICATION. ANOTHER CAUSE WAS THE HETHODS UTILIZED BY OPERATIONS DURING THE
MODITICATION CLOSE0VT REVIEW PROCESS. THE EVENT WAS DETERMINED TO BE REPORTABLE
PER 10CTRSO.73(A)(2)(!)(B)oAS A CONDITION PROHIBITED BY TECHNICAL SPECITICATION
IN THAT SURVEILLANCES WERE NOT PERTORMED AS REQUIRED BY TECHNICAL SPECITICATION
4.6.1.1.B. THERE WERE NO SATETY CONSEQUENCES OR COMPROMISES AS A RESULT or THIS
CONDITION SINCE THE VALVES REMAINED IN THE REQUIRED LOCKED CLOSED POSITION.
NECESSARY SURVEILLANCE PROCEDURE CHANGES HAVE BEEN COMPLETED AND THE OPERATIONS
SECTION AND SYSTEMS ENGINEERING GROUP ARE REVIEWING THE!R PRESEi;T PROCEDURAL-
GUIDANCE TOR ENHANCEMENTS 70 PREVENT RECURRENCE OT THIS TYPE OT EVENT.

1129] SUSQUEHANNA 2 DOCKET 50-308 LER 91-013
ENGINEERED SATETY TEATURE ACTUATIONS DUE TO REACTOR PROTECTION SYSTEM Ma0 SET
OUTPUT BREAKER TRIP.
EVENT DATE: 101491 REPORT DATE: 111391 NSSS: CE TYPE: BWR
VENDOR: GENERAL ELECTRIC CO.

(HSIC 223439) AT 1159 HOURS ON OCTOBER 14 1991 WITH VNIT 2 OPERATING AT 100%
lPOWER THE PRIMARY POWER SUPPLY TO THE "A ' REACTOR PROTECTION SYSTEM (RPS) POWER

D2STRf BUT10N PANEL WAS LOST WHEN ITS MOTOR-GENERA 10R (MG) SET OUTPUT BREAKER
TRIPPED. RPS AS WELL AS OTHER PLANT SYSTEMS AND COMPONENTS TUNCTIONED PROPERLY
AND AS EXPECTED IN RESPUdSE TO THE EVENT. NO REACTOR PARAMETERS UERE ATTECIED AND
NO EMERCENCY CORE COOLING SYSTEMS WERE ACTUATED. THE 'A' RPS DISTRIBUTION PANEL
WAS SWAPPED TO THE ALTERNATE POWER SUPPLY UNTIL THE PRIMARY POWER SUPPLY WAS
RESTORED. ALL ISOLATION SIGNALS WERE RESET BY 1420 HOURS. THE PRIMARY RPS P0bER
SOURCE WAS RESET AT 095S HOURS ON 10/16/91. TULL POWER OPERATION OF THE UNIT
CONTINVED WITHOUT INTERRUPTION. THE CAUSE WAS DETERMINED TO BE ABNORMAL BEHAVIOR
OF THE HG SET CUTPUT REGULATOR MECHANICAL RELAYS. THESE RELAYS WERE REWORKED AND
RETURNED TO SERVICE. THE REMAINING HG SET REGULATORS OF BOTH UNITS WILL SE
INSPECTED TOR RELAY ABNORMALITIES AND LOOSE CONNECTIONS DURING THE NEXT
RESPECTIVE PLANNED EQUIPMENT OUTAGE. IN ADDITION, PERIODIC MAINTENANCE ACTIVITIES
FOR RPS HG SETS WILL BE REVIEWED AND INCORPORATE MAINTENANCE OT RELAYS AND
SECURITY OT CONNECTIONS. SINCE ALL ENGINEERED SATETY TEATURE (EST) SYSTEMS AND
COMPONENTS TUNCTIONED PROPERLY PER DESIGN, THERE WERE NO SATETY CONSEQUENCES OR
COMPROMISES TO THE HEALTH OR SATETY OF THE PUBLIC.

[130) THREE MILE ISLAND 1 DOCKET S0-289 LER 91 003
REACTOR-TRIP DURING TURBINE VALVE TESTING DUE TO INADEQUATE PROCEDURE.
EVENT DATE - 092791 REPORT DATE: 102B91 NSSS: BW TYPE: PWR

(NSIC 223331) ON SEPTEMBER 27,-1991 DURING PLANT SHUTDOWN TOR THE 9R OUTAGE
REACTOR POWER WAS STABLIZED AT 13% TO SUPPORT COMPLETION OT TURBINE VALVE
TICHTNESS TESTING AND A SPECIAL TEST OF THE TURBINE OVERSPEED MECHANICAL TRIP
DEVICE. THE TURBINE LOAD LIMIT CONTROL WAS TURNED TO THE MINIMUM SETTING TO CLOSE
THE TURBINE CONTROL VALVES AND BEGIN THE TIGHTHESS TEST WHILE THE STOP VALVES
REMAINED OPEN. THE CONTROL VALVES CLOSED AS EXPECTED AND THE TURBINE DECELERATED
INDICATING THE LEAK TICHTHESS OF THE VALVES.-AFTER ABOUT SEVEN MINUTES OF
DECELERATION, THE TURBINE SPEED WAS 1200 RPM. IN ACCORDANCE WITH PROCEDURE, THE
CR0 SELECTED THE "TAST" ACCELERATION RATE ON THE TURBINE CONTROL PANEL AND TURNED
THE LOAD LIMIT CONTROL TO MAXIMUM SETTINO. THE TURBINE CONTROL VALVES IMMEDIATELY
STARTED OPENING RAPIDLY AND OTSO PRESSURE BEGAN DROPPING RAPIDLY. APPROXIMATELY
TEN SECONDS LATER AT 18:37, THE TURBINE TRIPPED ON OVERSPEED. SUBSEQUENTLY, HAIN
TEEDWATER WAS ISOLATED TO BOTH OTSCS DUE TO LOW 0750 PRESSURE AND COTH EMERGENCY
TEEDUATER TRAINS WERE AUTO INITIATED DUE TO THE LOW 0TS0 LEVELS. THE REACTOR
TRIPPED AT 10:30 ON HIGH-PRESSURE. NORMAL TEEDWATER TLOW TO THE OTSO'S WAS

1
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RE ESTABLISHED AND POST TRIP RESPONSE WAS CONSIDERED NORMAL. THE HRC WAS
NOTITIED IN ACCORDANCE WITH 10 CTR 50.72(B)(2)(!!).

1131) THREE MILE ISLAND 1 DOCKET 50-289 LER 91 004
MOVEMENT OT IRRADIATED TUEL ASSEMBLY WITHOUT CONTAINNENT INTEGRITY DUE TO
TROCEDURAL WEAKNESSES AND PERSONNEL ERROR.
EVENT DATE: 100891 REPORT DATE: 110791 NSSS: BW TYPE: PWR

OPERATORS WERE PERT 0Rl!!NG $303 1$.TMZ-1 WAS IN RETUELING SHUTDOWN. LICENSED
(NSIC 223355) ON OCTOBER 0 1991

4 "RETUELING SYSIEtts INTERLOCKS" TEST OF THE
f1AIN TUTL ERIDGE HOIST. THIS TEST Ili NORf1 ALLY PERTORf!ED IN CONJi/NCI!ON WITH
1505 1 "TUEL AND CONTROL COMPONENT SHUTTLES." SECTION 6.3.3.1 Or THE PROCEDURE

HOWEVER THIS SECTION SHOULD HAVE REQUIRED THAT ND
REQUInks TUEL MOVEllENT LACE UNT$L Tile PREREQUISITES OT 1505-1 kERE COMPLETED. INHOVE!!ENT OF TUEL TAKE P
THIS EVENT, THE BRIDGE CREW MOVED TUEL TO TEST THE HDIST INTERLOCKS WHEN
CONTAIN!!ENT INTEGRITY WAS NOT SET. HOST OF THE 1505 1 PREREQUISITES FOR
CONTAIN!!ENT INTEGRITY WERE COf1PLETED EXCEPT TOR THE OPEN REACTOR BUILDING
PERSONtiEL AND EMERGENCY AIRLOCK DOORS (NH/AL). TECHNICAL SPECITICATION 3.8.6
REQUIRES TilAT AT LEAST ONE DOOR IN EACH AIRLOCK BE CLOSED WHEN MOVING IRRADIATED
TUEL IN THE REACTOR BUILDING. THIS EVENT WAS CAUSED BY PROCEDURAL WEAKNESSES,
EECAUSE 1303 11.4 DID NOT CLEARLY CAUTION THE OPERATORS THAT CONTAIN!!ENT
INTEGRITY WAS REQUIRED PRIOR TO TEST or THE INTERLOCKS: AND, BY PERSONNEL ERROR, ,

DUE TO A LACK OT UNDERSTANDING BY PERSONilEL THAT THE TEST INVOLVED REFUELING
OPERATIONS. THE CAUSES OF THE EVENT WERE REVIEWED WITH ALL TUEL llANDLING
PERSONNEL PRIOR TO THE COMt!ENCEMENT OF THE FUEL SHUTTLE. 1303-11.4 WAS REVISED TO
STRENGTHEN THE PROCEDURE, PROVIDE PREREQUISITES, AND ADD WARNINGS.

1132]' TROJAN DOCKET 50-344 LER 91 008 REV 01
UPDATE ON LESS THAN ADEQUATE CONTROL OT ANALYSIS AND PROCEDURE CHANGES RESULT IN
POTENTIAL TOR TIRE INDUCED SPURIOUS OPERATIONS TO ADVERSELY ATTECT ABILITY 70
SATELY SHUT DOWN.
EVENT DATE: 031291 REPORT DATE: 101591 NSSS: WE TYPE: PWR

(NSIC 223216) ON 3/12/91, THE TROJAN NUCLEAR PLANT WAS IN MODE 5. AT 1645
PRELIMINARY RESULTS INDICATED THAT POTENTIAL, TIRE INDUCED SPURIOUS OPERATIONS OT
THE PRESSURIZER AUXILIARY SPRAY VALVE, STEAM GENERATOR POWER OPERATED RELIET
VALVES, AND THE REACTOR COOLANT SYSTEM CHARGING TLOW CONTROL VALVE COULD HAVE
ADVERSELY ATTECTED THE ABILITY TO SATELY SHUT DOWN THE PLANT IN THE EVENT OF A
TIRE. TINAL ANALYSIS RESULTS HAVE INDICATED THAT IT THE FIRE-INDUCED SPURIOUS
OPERATIONS OF THESE C0!!PONENTS HAD OCCURRED THEN THE ABILITY TO SAFELY SHUT DOWN
THE PLANT WOULD NOT HAVE BEEN ADVERSELY ATTbCTED. IT APPEARS THAT THESE POTENTIAL
SPURIOUS OPERATIONS OF CONCERN WERE NOT COMPLETELY ADDRESSED IN THE " TROJAN
NUCLEAR PLANT 10 CTR 50 APPENDIX R REVIEW" AND ITS IMPLEMENTING 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
HAVE BEEN IMPLE!!ENTED TO ADDRESS THE SPECIFIC DEFICIENCIES. LONG TERM CORRECTIVE
ACTIONS INCLUDED CHANGES TO THE ADMINISTRATIVE CONTROLS FOR ANALYSIS AND
PROCEDURE REVISIONS AND THE ESTABLISHMENT OF A CEN1RALIZED TIRE PROTECTION
ENGINEERING GROUP. THE EXISTENCE OF THE DETICIENCIES HAD MINIMAL SAFETY
SIGNIFICANCE.

[133) TROJAN DOCKET 50-344 LER 91 011 REV 01
UPDATE ON POTENTIAL DEGRADATION or ELECTRICAL PENETRATION ASSEMBLY MODULE SEALS.
EVENT DATE: 051091 REPORT DATE: 102891 NSSS: WE TYPE: PWR
VENDOR: AMPHENOL

PARKER PACKING COMPANY

(NSIC 223315) ON HAY 10, 1991 THE TROJAN NUCLEAR PLANT WAS IN MODE 6, TOLLOWING
THE RELOADING OF TUEL IN THE kEACTOR VESSEL, DURING THE 1991 RETUELING AND
MAINTENANCE OUTAGE. NUCLEAR PLANT ENGINEERING PERTORMED AN EVALUATION OF THE
POTENTIAL DEGRADATION OF ELECTRICAL PENETRATION ASSEMBLY (EPA) SEALS ANO
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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MANUTACTURER INDICA 1ED THE SEALS MAY DEGRADE IT SUBJECTED TO DESIGN BASIS
ACCIDENT (DBA) MOISTURE AND/OR TEMPERATURE CONDITIONS. THE PRIMARY CAUSE OF THIS
CONDITION WAS THAT THE ORIGINALLY INSTALLED SEAL AND LUCRICANT t1A1ERIALS WERE
INAPPROPRIATE FOR THE APPLICATION. CORRECTIVE ACTIONS INCLUDED REPLACEMENT OF THE
EPA SEALS USING A MATERIAL ENVIRONMENTALLY QUALITIED TOR DBA CONDIT!0t45, AND
ADDITION OF A SEAL DACKUP 0 RING IN THE EPA MODULE ASSE!!BLIES. THE IMPACT ON
ACCIDENT CONSEQUENCES REPORTED IN CHAPTER 15 0F Ti|E TROJAN FINAL SAFETY ANALYSIS
REPORT IS INDETERMINATE WITH RESPECT To THE AS-TOUND CONDITION. HOWEVER, THE
IMPROVED AND QUALITIED REPLACEMENT SEALS, WITH ACCEPTABLE TYPE B LEAK TEST
RESULTS, SUPPORT THE CONCLUSION THAT THE TROJAN LICENSING DASIS REMAINS VALID.

(1341 TURKEY POINT 3 DOCKET 50-250 LER 91-007
MODE 2 ENTERED WITH ONE OF TWO INTERHEDIATE RANGE NUCLEAR INSTRUltENTATION
CHANNELS INOPERABLE.
EVENT DATE: 092591 REPORT DATE: 102291 flSSS: WE TYPE: PWR

(NSIC 223280) AT 0851 ON SEPTEMBER 25 1991 UNIT 3 LOCCED ENTRY INTO MODE 2. AT
0950, THE UNIT 3 REACTOR CONTROL OPERkTOR DbCLARED EXCORE NUCLEAR INSTRUl1ENT
INTERMEDIATE RANCE CHA!!NEL N-35 INOPERABLE, PRIOR TO COING CRITICAL, WHEN IT DID
NOT RESPOND TO INCREASI!10 NEUTRON COUNTS. THE DETECTOR CABLES FOR THE N 35
CHANNEL WERE FOUND DISCON!1ECTED AT THE BACK OF THE DRAWER. 1HE ROOT CAUSE OT THE
EVENT WAS PERSONNEL ERRDR BY NON-LICENSED UTILITY PERSONNEL, IN THAT INADEQUATE
CONTROL OF THE LIFTED LEADS BETWEEN THE N 35 DRAWER AND THE DETECTOR OCCURRED.
THE CABLES FOR ALL OTHER UNIT 3 EXCORE DETECTORS WERE CHECKED TO EllSURE THAT NO
OTHER CABLES WERE DISC 0!lNECTED. THE MAINTENANCE PROCEDURE HAS BEEN REVISED TO
IllCLUDE LITTED LEAD / CONNECTOR DOCU!!ENTATION AND INDEPEllDEt4T VERITICATION.
OUTSTAtDING PLANT WORK ORDERS INVOLVING MODE-DETERRED TEFTING HAVE CEEN REVlEWED
TO ENSURE SIMILAR CONCERNS FOR OTHER SYSTE!!S DO NOT EXIWT. hAINTENANCE PERSONNEL
HAVE BEEN TRAlt4ED Off THE SIGNITICA!JCE OF THE EVENT. A POLICY LETTER HAS BEEN
ISSUED REQUIRIt:0 THE USE Or LITTED LEAD CONTROL PROCEDURES TOR WORK INVOLVING
LIFTED LEADS, WHCN THE LEADS ARE NOT SPECIFIED AND INDEPE!1DENTLY VERITIED IN A
Pit nCEDURE. TURKli .JINT'S LITTED LEAD CONTROLS WILL EE REVIEWED AGAINST INPO AND
INDUSTRY PRACTICES.

[135) TURKEY POINT 3 DOCKET 50-250 LER 91-000
11ANUAL REACTCR TRIP TOLLOWING LOSS OF MAIN TURBI!1E GENERATOR LOAD DUE TO A
MECHANICAL TAILURE OF A PIPING NIPPLE IN THE C0!1 TROL OIL SYSTEM.
EVEtif DATE: 100391 REPORT DATE: 110191 NSSS: WE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(NSIC 223339) ON OCTOBER 3, 1991 AT 1200 EDT, WITH UNIT 3 AT 50 PERCENT POWER
AND UNIT 4 IN HDDE 6 (RETUELING),THE UNIT 3 REACTOR WAS TRIPPED MAtlUALLY DUE TO A
LOSS OF HAIN TURBINE CE!!ERATOR LOAD. THE UNIT WAS STABILIZED IN MODE 3 (HOT
STAT 1DBY) WITH STEA!! CENERATOR WATER LEVELS BEING MAINTAINED BY THE MAIN TEEDWATER
SYSTEM AND STEAli BEING DUl1 PED THROUGH THE AT!!DSTHERIC DU!!P VALVES. AN EVENT
RESPONSE TEAM WAS FOR!!ED TO DETERMINE THE CAUSE OF THIS EVENT AND TO REC 0!!!!END
APPLICABLE CORRECTIVE ACTIONS. AS PART OF THIS INVESTIGATION, A PIPE EREAK WAS
DISCOVERED IN THE CONTROL OIL PIPING TO THE NORTH-EAST INTERCEPT VALVE.
EXAMINATION OF THE EREAK AREA IllDICATED THE CAUSE OF THE PIPE EREAK 70 EE TATIGUE
TAILURE AT THE ROOT OF THE PIPE HIPPLE AT THE C0!iTROL ORIFICE. THE TATICUE WAS
CAUSED BY PIPE VIERATION. A SIGNITICA!!T CONTRIBUTOR TO THE VIERATION UAS A
SPRIllG CAN SUPPORT TOR THE LOW PRESSURE STEAM LillE THAT HAD ONE OF THE
COMPRESSION NUTS RESTRAINING SPRING-CAN MOVEMEN7 THE DROKEN PIPE WAS REPAIRED
AND THE EPRItiG RETAINERS HAVE BEEN REl10VED FROM YHE SPRING-CANS. THE NIPPLES
UPSTREAM OF THE OTHER THREE UNIT 3 INTERCEPT VALVES WILL CE REPLACED DURIllG THE
NEXT REFUELING OUTAGE. THE SUPPORTS FOR THE CONTROL DIL PIPING ON LOTH UNITS WILL
EE MODITIED TO PRT. VENT EXCZSSIVE VIBRATION.

[1361 VERMONT YANKEE DOCKET 50-271 LER 91-012 REV 01
UPDATE ON REDUCED COOLING WATER TLOW 10 DIESEL CENERATOR HEAT EXCHANGERS AND
STATION SERVICE AIR ConPRESSORS DUE TO HIGH SERVICE WATER SYSTE!1 CACKPRESSURE
CAUSED BY WEAK DESIGN.
EVENT DATE: 042391 REPORT DATE: 110791 NSSS: GE TYPE: BWR

__ _



_

40

(NSIC 223411) ON APRIL 23, 1991, AT 144B HOURS, AND AT 100% POWER, A LOSS OF
NORMAL POWER (LNP) WAS EXPERIENCED. TOLLOWING THE EXPECTED START Or BOTH
EMERGENCY DIESEL CENERATORS (EDO), IT WAS OBSERVED THAT THE EDO HEAT EXCHANGERS
WERE OPERATING AT REDUCED FLOW AND THAT THE SIATION AIR COMPRESSOR COOLERS WERE
OPERATING WITH REDUCED / REVERSE TLOW. THE ROOT CAUSE OF THE EVENT UAS A UEAN
DESIGN H0DITICATION RESULTING IN AN INCORRECT PRCCEDURE. THE INCORRECT FROCEDURE
ESTABLISHED AN ALTERNATE COOLING DISCHARGE PATH TO THE COOLING TOWERS AND
PRODUCED A HICH SERVICE WATER SYSTEM EACKPRESSURE OT APPROXIMATELY 40 PSID. STEM
CACKPRESSURE WAS TURTHER INCREASED DUE TO VARICUS SYSTEM DESIGN AND OPERATING
CHARACTERISTICS PRESENT DURING THE LNP. A TASK TORCE WAS CCHVENED TO ANALY2E AND
TEST THE RESPONSE OF THE SERVICE MATER SYSTEM. THE SERVICE WATER SYSTEM WAS
RECONTIGURED TO ELIMINATE THE PRIMARY CONTRIEUTOR OF EACKPRESSURE. A CORRECTIVE
ACTION REPORT WAS GENERATED TO FURTHER IDENTIFY AND CONTIRM THE ROOT CAUSE OF THE
EVENT AND PROVIDE DETAILED LONG TERM CORRECTIVE ACTIONS.

(1371 WATERFORD 3 DOCKET $0 382 LER 91 013 REV 01
UPDATE ON MANUAL REACTOR TRIP IN RESPONSE TO HIGH STEAM GENERA 10R WATER LEVEL DUE
TO A TAILED STARTUP TEEDUATER REGULATING VALVE.
EVENT DATE: 062491 REPORT DATE: 111591 NSSS: CE TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP.

(HSIC 223426) AT 1315 HOURS ON JUNE 24, 1991, THE REACTOR AT WATERFORD STEAM
ELECTRIC STATION UNIT 3 WAS MANUALLY TRIPPED DUE TO HICH WATER LEVEL IN STEAM
GENERATOR (50) #2. FOUR SO #2 HICH LEVEL REACTOR PRE-TRIP ALARMS HERE RECEIVED
PRIOR TO MANUALLY INITIATING A REACTOR TRIP. A MAIN STEAM ISOLATION SIGNAL WAS
MANUALLY ACTUATED SUBSEQUENT TO THE REACTOR TRIP AS A RESULT OF EXCESSIVE COOL
DONN RATE. THIS EVENT IS REPORTAELE AS AN UNPLANNED REACTOR PROTECTION SYSTEM
ACTUATION. THE ROOT CAUSE OF THIS EVENT IS 50 #2 STARTUP TEEDNATER REGULATINO
VALVE TAILING OPEN WHILE AT APPROXIMATELY 25 PERCENT REACTOR POWER. A PROCESS
ANALOG CONTROL (PAC) CARD IN THE VALVE CONTROL CIRCU!TRY FAILED, RESULTING IN A
CONSTANT OPEN SIGNAL TO SG #2 STARTUP TEEDWATER RECULATING VALVE. THE PAC CARD
WAS REPLACED AND PAC CARD PERTORMANCE WILL CE 1REATED AS PART OF THE LONG TERM
RELIABILITY PROGRAM. PLANT PROTECTIVE TEATURES TUNCTIONED AS DESIGNED: THERETORE,
THIS EVENT DID NOT THREATEN THE HEALTH OR SATETY OF THE CENERAL PUELIC OR PLANT
PERSONNEL.

[138) WATERFORD 3 DOCKET 50-302 LER 91-021
SATETY INJECTION TANK LEVEL BELOW TECHNICAL STECITICATIONS DUE TO LOW RETERENCE
LEG LEVEL.
EVENT DATE: 101691 REPORT DATE: 111591 NSSS: CE TYPE: PWR

(NSIC 223438) ON OCTOBER 16, 1991 SATETY INJECTION TANK (SIT) 1A NARROW RANGE
INSTRUMENT SI ILT 0313 INDICATED k LOWER SIT LEVEL THAN THE OTHER TWO SIT LEVEL
DETECTORS AND WAS PLACED OUT or SERVICE AT 1106 HOURS. ON OCTOBER 17, 1991 AFTER
A REVIEW OT SIT LEVEL TREND DATA, INSTRUMENTATION & CONTROL INFORMED OPERAYIONS
THAT SI ILT 0313 MAY HAVE DISPLAYED THE CORRECT SIT 1A LEVEL AND THAT THE OTHER
SIT 1A LEVEL DETECTORS, SI ILT 0311 AND SI ILT 0312, MAY INDICATE ERRONECUSLY
HIGH SIT LEVELS . WHILE SI ILT 0313 WAS OUT OF SERVICE, SIT 1A LEVEL TELL BELOW
1ECHNICAL SPECITICATION (TS) LIMITS. THE ROOT CAUSE OF THIS EVENT WAS LEAKACE OF
THE COMMON REFERENCE LEG TOR SI ILT 0311 AND SI ILT 0312. SINCE THE PLANT WAS
OPERATED IN A CONDITION OUTSIDE THE DESIGN DASIS OF THE PLANT, AT 1319 HOURS ON
OCTOBER 17, 1991 OPERATORS MADE A 1-HOUR NON EMERGENCY EVENT NOTIFICATION THIS
EVENT IS REPORTABLE UNDER 10 CTR 50.73, OPERATION OR CONDITION PROHIBITED BY
PLANT TSS AND CONDITION OUTSIDE THE DESIGN CASIS OF THE PLANT. SIT 1A LEVEL WAS
INCREASED REFERENCE LEGS TILLED AND INSTRUMENT VALVES INSPECTED. SINCE THE
DITTERENCk EETWEEN THE MINIMUM REQUIRED SIT LEVEL AND LOWEST SIT LEVEL WAS
SLIGHT, PEAK CLAD TEMPERATURES WOULD DE EXPECTED TO REMAIN WITHIN THE ACCEPTABLE
BOUNDS OF EXISTING ANALYSIS; THEREFORE, THIS EVENT DID NOT THREATEN THE HEALTH
AND SATETY OF THE PUBLIC OR PLANT PERSONNEL.

- - - - _ _ - _ _
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1139) WOLT CREEK 1 DOCKET 50 482 LER 87 061
TAILURE TO RECOGNIZE THE EMERCENCY DIESEL CENERATOR VENTILATION SYSTEM AS
ESSENTIAL TOR EMERGENCY DIESEL GENERATOR OPERABILITY.
EVENT DATE: 031287 REPORT DATE: 111191 NSSS: WE TYPE: PWR
VENDOR: ITT BARTON )

WESTINGHOUSE ELECTRIC CORP.
|

(NSIC 223305) ON 1/6/91 !T WAS DETERMINFa THAT THREE SEPARATE SITUATIONS
INVOLVING THE EllERGENCY, DIESEL GENERAT09 10) BUILDING VENTILATION 37 STEM MAY
HAVE CAUSED EDOS A OR 8 TO BE INOPERABf THE TIRST SITUATION INVOLVED THE.

RE!!0 VAL Or THE HOTOR TO EDO VENTILATION SUPPLY TAN rGM01B dH 3/12/07. ON
5/15/87 COM018 WAS RESTORED TO OPERABLE STATUS. ThE SECbHD EVENT INVOLVED A

'

TROCEDUkE CHANGE INITIATED ON 8/29/80 PLACING THE HANDSWITCHES TO EDO
VENTILATION SUPPbY TANS CGl!01A & B IN HULL 70 LOCX WITHOUT U.?LEllENTING PROPER
C0!!TENSATORY OPERATOR ACTIONS. THIS PROCEDURE WAS CORRECTED IN AUGUST 1990. THE
THIRD EVEllT INVOLVED CLA!! PING EDO ROOM "A" RECIRCULATION AIR DAMPER CMD003 IN ITS
NON-SAFEGUARDS POSITION BETWEEN 7/17/88 AND 4/28/90. A SUBSEQUENT EVALUATION
CONCLUDED THAT THE TIRST TWO SITUATIONS RENDERED THE EDGS IN0PERABf' THE kDOT
CAUSE TOR THESE EVENTS STE!15 TROM PERDONNEL FAILING TO RECOGNIZE tw.o THE EDO
VENTILATION SYSTEM 15 ESSENT!AL TO OPERABILITY Of THE EDGS. SINCE THE TIME THESE
EVENTS OCCURRED ADMINISTRATIVE GUIDANCE HAS BEEN REVISED TO INCLUDE THE EDG
VENTILATIONSUPhLYSYSTEMASESSENTIALTOREDOOPERATION.

:
1140] WOLT CREEK 1 DOCKET 50-402 LER 91 015
PROCEDURAL INADEQUACY AND TAILURE TO TOLLOW PROCEDURES LEAD TO TAILURE TO RE!10VE <

TE!!PORARY TILTER RESULTING IN RESIDUAL HEAT RE!10 VAL PUMP IN0PERABILITY.
EVELT DATE: 090791 REPORT DATE: 100791 NSSS: WE TYPE: PWR

(NSlu 223105) BETWEEN SEPTEMDER 7, 1991 AT APPROXIMATELY 0900 CDT AND SEPTEMDER
9 1991 A' APPROXI!!ATELY 0830 CDT A Tk!!PORARY TILTER WAS IN PLACK ON THE INTAKE
Tb THE dESIDUAL HEAT RE!! OVAL (RHR), PUMP R0011 "A" COOLER SO THAT THE R0011 COOLER
COULD BE PERIODICALLY OPERATED DURING PREPARATIONS TOR THE APPLICATION or
DECONTA!!! NATION CDATINGS IN THE R00h. SUBSEQUENT EVALUATION DETER!!!NED THAT WITH
A DIRTY TElfPORARY TILTER IN PLACE Tilt DESIGN HEAT REMOVAL TOR THE ROA!! COOLERS
COULD NOT EE DETAINED. ALTHOUCH THIS EVENT DID I;07 RESULT IN A-TECHNICAL
SPECITICATION VIOLATION SINCE BOTH RHR PUMPS WERE NOT IHOPERAELE SIMULTANEOUSLY
NOR WAS ONE RHR PUt1P INOPERACLE TOR 110RE THAN 72 HOURS IT WAS DETER!!!NED THAT A
VOLUNTARY LICENSEE EVEllT REPORT (LER) WOULD DE SUE!!!TTED. THE R001 CAUSES Of
THIS EVENT ARE PROCEDURAL INADEQUACY AND TAILURE TO TOLLOW PROCEDURES. THE
WORKERS HAVE BEEN COUNSELLED ON THE IMPORTANCE OF FOLLOWING ALL THE STEPS IN THE
PROCEDURES. ON SEPTET 1 DER 16 1991 THE PROCEDURE WAS REVISED TO INCLUDE AN
EVALUATION OT POTENTIAL IMPdCTS Of THE ACTIVITIES ON SYSTEl15 THAT RE!!AIN IN
SERVICE.

(141) WOLT CREEK 1 DOCKET 50 4b2 LER 91 018
CONTAIN!!ENT PURGE ISOLATION AND CONTROL ROOM VENTILATION ISOLATION CAUSED BY HICH
GASEQUS ACTIVITY DURING CONTAINMENT PURGE.
EVENT DATE: 100291 REPORT DATE: 102091 NSSS: WE TYPE: PWR

(NSIC 223302) ON OCTOBER 2 1991, AT 0352 CDT SHORTLY ATTER INITIATION OT A
CONTAIH11ENT PURGE, A CONTA$NMENT PURGE ISOLATION SIGilAL AND CONTROL ROOM
VENTILATION ISOLATION SIONAL WERE GENERATED BY SIGNALS TR0!! THE CASEQUS CHANNELS
OT THE CONTAINMENT PURGE RADIATION HONITORS GT RE*22 AND GT RE-33. ALL REQUIRED r

ENGINEERED' SAFETY TEATURES EQUIPHENT RESPONbED PRCPERLY TO THE SIGNALS. ATTER
CONTIRMING THERE WERE NO UNUSUAL RADIOLOGICAL CONDITIONS IN CONTAIN!!ENT, THE
PURGE WAS RE ESTABLISHED AT 0713 CDT WITHOUT TURTHER INCIDENT. THE ROOT CAUSE OT

-THIS EVENT IS TAILURE TO TOLLOW PROCEDURES DY LICENSED CONTROL ROOM OPERATORS. TO
PREVENT RECURRENCE, THE CONTROL R00!1 OPERATORS WHO WERE INVOLVED IN THIS EVENT
UERE COUNSELED ON THE IMPORTANCE OT USING ALL AVAILABLE RESOURCES, INCLUDING
PROCEDURES WHEN RESTORING SYSTEilS TO OPERATIDN RATHER THAN RELYING ON 11E!!ORY.
EVALUATIOHb 0F ALTERNATE VENTING !!ETHODS WILL BE C0!!PLETED AND ANY NECESSARY
CHANGES TO THE VENTING PROCESS WILL BE IN PLACE BEFORE THE NEXT VENTING OPERATION
IS SCHEDULED IN RETUELING OUTAGE VI.

- - - - -. - . - --- - - - . - _ . - . .-- - -- - -
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(142) WOLT CREEK 1 DOCKET $0 402 LER 91-019
FRETTING BETWEEN GRID STRAP AND TUEL ROD kESULTS IN CROKEN TUEL ROD. ,

EVENT DATE: 101191 REPORT DATE: 110591 NSSS: WC TYPE: PWR
VENDOR: WESTINGHOUSE ELECTRIC CORP,

(NSIC 223307) ON 10/11/91, AT 0240 CDT, Dt' RING TUEL OTT-LOAD OPERATIONS, CONTROL t
'

ROOM OPERATORS WERE NOTIFIED THAT A BROKEN TUEL ROD HAD DEEN IDENTIFIED IN TUEL
ASSEMBLY T31 LOCATED IN CORE POSITION L-9. SUBSEQUENTLY IT WAS DETERMINED 1 HAT
THE TUEL ROD WAS BROMEN IN TWO LOCATIONS RESULTINC IN A $EGMENT APTROXIMATELY '
TCUR IHCHES IN LEN01H. ADDITICHAL INSPECTION ACTIVITIES RESULTED IN THE
DISCOVERY OF TUEL DEFECTS IN TUEL ASSEMBLIES F05 AND T17 AND ADDITIONAL DETECTS
IN FUEL ASSEMBLY T31. FROM THE INVESTIGATIONS AND EVALUATIONS CONDUCIED
CRID TO ROD FRETTING HAS BEEN IDENTITIED AS THE PRINCIPAL TAILURE MECHANISH AND
APPEARS TD '' AVE OCCURRED SOLELY IN THE SECOND CYCLE OF THE TUEL' ASSEMELIES'
OPERATION. EXTENSIVE INVESTIGATION HAS BEEN UNSUCCESSTUL IN IDENTITYING THE ROOT
GAUSE TOR THIS TAILURE HECHANISM.

(143] WPPSS 2 DOCKET 50-397 LER 89 001 REV 92
UPDATE ON UNANALYZED FAILURE H0 DES FOR CONTAINMENT NITROGEN SYSTEM CAUSED BY
INADEQUATE DESIGN PROCEDURES.
EVENT DATE: 011289 REPORT DATES- 111491 NSSS: CE TYPE: BWR

(NSIC 223440) ON JANUARY-12 1989 DURING AN ENGINEERING EVALUATION OF THE
CONTAINMENT NITROGEN INERT!b0 (CN$ SYSTEM FOUR NEW UNANALYZED TAILURE MODES WERE
DISCOVERED. THESE TAILURE MODES ALL HAVE fHE POTENTI AL TO IMPACT SATETY RELATED '

EQUIPMENT REQUIRED TO ATTAIN SATE SHUTDOWN OF THE REACTOR. A SUMMARY OF THE
TAILURE MODES IS AS TOLLOUS: 1) TAILURE MODE 1 - LOSS OT AUXILIARY STREAM OR
PRESSURE CONTROL 70 THE "HICH FLOW" NITROGEN LINE, 2) TAILURE MCDE 2 - A EREAK IN
THE " LOW FLOW" HITROGEN LINE OR LOSS OF ELECTRIC HEATER ON THE " LOW TLOW" LINE 3)
TAILURE MODE 3 - A TORNADD MISSILE CAUSES TAILURE Or LIQUID NITROGEN STORAGE TANK
AND/OR ASSOCIATED PIPING 4) TAILURE MODE 4 - NON MECHANISTIC RUPTURE Or LIQUID
NITROGEN STORAGE TANK OR LIQUID LINES LENEATH THE TANK. FAILURE MODES 1 AND 2
INVOLVE POTENTIAL DAMAGE TO SAFETY RELATED COMPONENTS DUE 70 CONTACT WITH LIQUID
NITROGEN AND/0R LOW TEMPERATURES. TAILURE MODES 3 AND 4 INVOLVE THE POTENTIAL TOR
OXYGEN STARVATION OF ALL THREE DIV7SIONS OT EMERGENCY DIESEL CENERATORS UNDER
CERTAIN LOW PROEABILITY CONDITIONS. IMMEDIATE CORRECTIVE ACTION WAS TO MODITY
PROCEDURES TO REQUIRE ADDITIONAL OPERATOR COVERAGE AND PROVIDE SPECIFIC GUIDANCE
TO ENSURE CORRECT RESPONSE TO TAILURE MODE CONDITIONS. THE ROOT CAUSE OF THE
EVENT WAS DETERMINED 70 BE INADEQUATE DESIGN PROCEDURES,

(144] WPPSS 2 DOCKET $0-397 LER 91-010
CONTAINMENT AIRLOCK SEAL TEST NOT PERFORMED IN ALLOWABLE TIME PERIOD.
EVENT DATE: 093091 REPORT DATE: 103091 NSSS: 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 PERTORMED
WITHIN THE Abf,0MABLE SURVEILLANCE INTERVAL. THIS IS A DEVIATION TROM THE PLANT'S
TECHNICAL SP3CITICATIONS AND IS REPORTABLE IN ACCORDANCE WITH THE REQUIREMENTS OF
10 CTR E0.7 3(A)(2)(I)(B). UNP 2 ENTERED MODE 2 FROM MODE 4 AT 1636 HOURS ON
SEPTEMBER 26 1991. TROM THAT TIME THE PLANT HAD 72 HOURS (PLUS 25% OR 10 HOURS)
TO COMPLETE kHE REQUIRED AIRLOCK SEAL TEST. THE TEST WAS COMPLETED APPROXIMATELY
TOUR HOURS ATTER EXPIRATION OF THE TECHNICAL SPECITICATION ALLOWED SURVEILLANCE
INTERVAL BUT WITHIN THE 24 HOUR PERIOD PROVIDED IN ACTION STATEMENT 3.6.1.3.C.
THE ROOT CAUSE OF THIS EVENT IS PERSONNEL WORK PRACTICES LESS THAN ADEQUATE IN
THAT AN INTENDED OR REQUIRED VERIFICATION WAS NOT PERTORMED. A PROCEDURALLY
REQUIRED VERITICATION THAT THE AIRLOCK SEAL TEST BE PERTORMED IN THE ALLOTTED
TIME PERIOD WAS NOT SATISTIED. CORRECTIVE ACTIONS INCLUDE: 1) IMMEDIATE
PERTORMANCE OF THE REQUIRED TESTING WITHIN THE ACTION STATEMENT TIME

2) DEVIATIONS TO PLANT STARTUP PROCEDURES TO INCLUDE SPECIFIC
REQUIREMENTS; REQUIREMENTS TO ENSURE THE TEST IS PERFORMED PRIOR TO ENTRY INTO THEGUIDANCE AND

| -APPLICABLE OPERATIONAL CONDITION; AND 3) THIS LER WILL BE REQUIRED READING TOR
OPERATIONS PERSONNEL.

_ . , , - - - . - , - . _ - , - - - --. ., , _ . , - _ , - .
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1145) ZION 1 DOCKET 50 295 LER 91-012 REV 02
UPDATE ON StiUBBER MODITICATION HISINTERPRETATION.
EVENT DATE: 071191 REPORT DATE: 110191 flSSS : WE TYPE: PWR
OTHER UNITS INVOLVED: ZION 2 (PWR)
VENDOR: DINDICATOR CORP.

(NSIP 223330) IN PREPARATION FOR A HYDRAULIC SNUBBER REPLACEMENT MODITICATION, IT
WAS NOTICED THAT Tile FIELD LOCATION Or SNUCCERS iSIRS-1010 AND iSIRS-1019 DID NOT
ACREE WITH THE DRAWING. THE SNUCRERS WERE LADELED AS 1 SIRS-1018 AND SIRS-1019,
CUT THEIR POSITION ON THE DRAUING IDENTITIED THEM AS iSIRS 1017 AND 151RS 1020.
INVESTICATION SHON 1 HAT SNUEEERS iSIRS-1017 AND iSIRS 1020 AS IDENTITIED ON THE
DRAWING WERE SUTPOSED TO DE RE!!0VED BY MODITICATION 1122 1 09 14

ISIRS-1010 AND ISIRS*1019 WERE ret 10VED INSTEAb.LUT DUE TOON 09/30/91 PERINCORRECT LACELS
THE CORRECTIVE Ab710NS OT THIS ORICINAL INVESTICAT20N, A WALKDOWN OF THE
IllACCESSIBLE UNIT 2 HYDRAULIC SNUCCERS WAS PERTORf1ED. TWO DISCREPANCIES WERE
ICUND DURING 1HIS WALKDOWN. SNUEBER 2RCRS 2002 WAS REMOVED INSTEAD OF
2RCRS 2003A AND SNUDCER 2 SIRS 1132 WAS RE!10VED INSTEAD OF 2 SIRS 2133. THIS EVENT
KAS CAUSED bY A PERSONNEL ERROR Dvil!NO THE INSTALLATION OF 110DIFICATIONS
F122 1-09 14 AND 1122 2 80 69. THE 14UCLEAR EllCINEERING DEPARTME!1T PERTORf1ED
CALCULATIONS TO DETERMINE IT THE REVISED SNUEDER CONFIGURATION COULD ADEQUATELY
SUPPORT THE DESIGN LASIS LOADS. THE CALCULATIONS CONCLUDED THAT ALL AFFECTED
SUPPORTS WOULD HAVE REMAINED TUNCTIONAL THROUGHOUT A SEISt1IC EVENT AND PIPI!10
STRESSES WOULD NOT HAVE EXCEEDED DESIGN EASIS lit!!TS. IllE CORRECT SNUBBERS WERE
REINSTALLED AtlD THE INCORRECT SNUBPERS WERE RE!10VED.

11461 ZION 1 DOCKET 50-295 LER 91-015
CONTAINt1ENT INTEGRITY BROKEN ON POWER.
EVENT DATE: 100391 REPORT DATE: 110491 NSSS: WE TYPE: PWR
VEhDOR: CHICACO BRIDGE AND IR0!4 COMPANY

(!! SIC 223356) ON 10/3/91 AT 0031 HOURS, OPERATING PERS0!JNEL WERE EXITING UNIT 1
CONTAINMENT ATTER PERTORMING TIIE!R HICitTLY ROUf4DS. THE EQUIP!1ENT ATTENDANT
IllADVERTENTLY OPENED THE OUTER CONTAIN!1EllT AIR LOCK DOOR FROM THE INSIDE OF
C0!! TAINT 1ENT. THE EQUIPl1ENT ATTENDANT I!111EDI ATE',Y ATTE!!PTED TO CLOSE THE OUTER
DOOR, BUT TAILED TO CLOSE IT COMPLETELY. Tilt EQUIP!!ENT ATTENDAliT CONTIllUED TO
MAKE HIS CONTAIN!!ENT EXIT DY CPENING THE IH!lCR DOOR. THIS SHOULD HAVE BEEN
PREVENTED BY THE CONTAIN!!ENT DOOR INTERLOCK MECilANISM, CUT Tlit INTERLOCK
F1ECHANIS!1 TAILED, WAS ABLE 10 OPEN THE INNER DOOR. AS THE IN!1ER DOOR WAS OPENED,
Tilt EQUIPMENT ATTENDANT NOTICED AN OUT RUSH OF AIR Tl!ROUCH THE DOOR. REALIZING
THAT BOTH DOORS WERE OPE!J Tite EQUIPt1ENT ATTENDANT EXITED CONTAIN!!ENT AND
I!111EDI ATELY, SECURED THE ENilER DOOR. IlE THEN SECURED THE OUTER DOOR AND INIORMED
Tite SHITT SUPERVISOR ABOUT WHAT HAD OCCURRED. SINCE THIS WAS CONSIDERED TO EE A
BREECH OF CONTAINMENT INTEGRITY THE UNIT AIR LOCK WAS DECLARED IHOPERABLE
PLACING THE UNIT ON A 24 HOUR CbOCK TO HOT SHUTDOWN. THE AIR LOCK WAS RETURNED TO
OPERACLE STATUS 10/3/91 AT 1810 HOURS PRIOR TO THE 24 HOUR CLOCK EXPIRATION. THE
CAUSE OT THIS EVENT WAS A C0!!PONENT Fall.URE OF THE CONTAlt1!!ENT INTERLOCV,
MECHANISM. THIS EVENT DID NOT ATTECT THE HEALTH AND SAFETY OF THE FUDLIC.

1147) ZION 2 DOCKET S0-304 LER 91-005
111SSED POST !!AINTENANCE VERIFICATION TEST OF 2rCV PR19B DUE TO PERSONNEL ERROR.
EVENT DATE: 092291 REPORT DATE: 102291 NSSS: WE TYPE: PNR

(NSIC 223266) ON 09/22/91 AT 1600, THE LICENSED SHITT SUPERVISOR (LSS)
INCORRECTLY INSTRUCTED THE UNIT OPERATOR TO PERTOR!! PERIODIC TEST (PT)-300,
CONTAIN!!ENT ISOLATION VALVE STROKE TI!!E VERITICATION, ON THE TRAIN A REACTOR LEAK
DETECTOR AIR SPACE ISOLATION SA!1PLE VALVE (IL), trCV PR19A, INSTEAD OT TiiE TRAIN
D SA!1PLE VALVE, 2FCV PR1 9B. THIS TEST WAS EEING PERr0R!1ED TOR POST-MAINTENANCE
VERIFICATION, THE LSS REVIEWED AND APPROVED THE C0!!PLETED PT 300, SIGNED THE
" TESTS COMPLETED" AND " APPROVED COMPLETION" SECTIONS OF THE MAIN!ENANCE WORK
REQUEST, AND CO:1PLETED THE PT-14, INOPERABLE EQUIP!1ENT SURVEILLANCE, PAPERUORK
TOR 2rCV-PR198 ON 09/24/91, THE SURVEILLA!1CE COORDINATOR, DURING REVIEW OF
C0!!PLETED PT'S, IDENTITIED THAT THE PT-300 WAS COMPLETED ON THE WRONO SA!!PLE
VALVE. PT-300 WAS PERTORMED ON 2TCV-PR19D AND THE VALVE STROKED WELL WITHIN THE
MAXIllVM ALLODAELE STROKE TIME. THIS EVENT WAS CAUSED BY A PERSONNEL ERROR ON THE
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PART OF THE LSS WHO INSTRULIED THE UNIT OPERATOR 70 PERTORM POST MAINTENANCE
VERITICATION ON THE KRONO SAMPLE VALVE. THIS EVENT HAD MINIMAL SATETY ,

'

$10NITICANCE. CORRECTIVE ACTIONS INCLUDED COUNSELLING THE LES REVIEWING 1HE
REVIEWING THE SkLT CHECK PROGRAM

EVENT WITH ALL OPERATING DEPARTMENT PERSONNEL, A HUMAN PERTORMANCE EVALUATIONWITH THE OPERATING DEPARTMENT AND PERTORMING i
SYSTEM (HPES) REVIEW ON THE ISOPERABLE EQUIPHENT PROCESS TO IDENTITY WHAT
IMPROVEMENTS HEED TO EE MADE.

t

(148) ZION 2 DOCKET 50 304 LER 91 006
PRESSURIZER C00LDOWN RATE IN EXCESS OF~200T/HR.
EVENT DATE: 093091 REPORT DATE: 103091 NSSS: WE TYPE: PWR [

(NS!C 223328) ON 9/30/91 AT 0328 HOURS THE UNIT OPERATORS WERE PERT 0RMING
GENERAL DPERATING PROCEDURE (GOP)+4 PbANT SHUTDOWN AND C00LDOWN. THE UNIT
OPERATORS UERE ATTEMPTING 70 COOL DbWN THE PRESSURIZER WHILE AT THE SAME TIME
TAKE THE PRESSURIZER TO A WATER SOLID CONDITION USING CHARGING PLOW OREATER THAN
LETD0UN TLOW 70 INCREASE THE REACTOR COOLANT SYSTEM (RCS) INVENTORY. THE HICH
RATE OF CHAR 0!NO TLOW RESULTED IN DITTICULTY IN CONTROLLING RCS PRESSURE DU.7ING
THIS EVOLUTION OPERATOR VERITICATION SUBSEQUENT TO THIS EVENT SHOWED PRESSUdtZER
LIQUID SPACE TEMPERATURE DECREASED TROM 421T AT 0328 70 214T AT D420. THIS IS IN
EXCESS OF TECHNICAL SPECIFICATION 3.3.2.D C00LDOWN L1 HIT OT 200 T/ HOUR. THIS i

EVENT WAS CAUSED BY INADEQUATE PROCEDURAL GUIDANCE. AN EVALUATION DETERMINED THAT
THE PRESCURIZER STRUCTURAL INTECRITY WAS NOT COMPROMISED BY THE HICH COOL DOWN
RATE. THE HEALTH AND SATETY OT THE PUBLIC WAS NOT ATTECTED. CORRECTIVE ACTIONS
INCLUDE PROCEDURE CHANCES TO 00P+4 ENHANCED CLASSROOM AND SIMULATOR TRAINING ON
PRESSURIZER C00LDOWN, AND REVIEW 1Nb THE EVENT WITH THE OPER.nTING DEPARTMENT.

.

.

<
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COMPONENT INDEX
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!

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

ACCUMULATORS 138 FILTERS 23, 102, 140
BATTERIES & CHARGERS 2 45, 72, 93 FIRE 100

35,60,65,10f28 85, 87 TIRE PROTECTION 38 |BEARING,
131 -139 TLOW 8 17 40, 44 59, 63, 69, 76,

-BREAKER 7 ,13, 18, 21 $3,35 41, 62, 86, 163 $0424,132,13YBLOWERS ,

12$ 117,E6,2972,77,hi,94, $00,120,
FLOW, RECIRCULATION

2,4E,1377963 65
1 TLUX DISTRIDUTION 50, 79, 94,

CAELEE AND CONNECTORS 4, 7, 8 .13 18, 95 113 134 |
19 TUEL, ELEM L, NTS 16,63, 7022, 7933,35,36,50,53,$710Y d210h,TUSE 15, 33, 34, 55, 94,18, 51,106, 109142 '

,

90, 91, 93, 94, !

126,1$7 $29, 134 OAS 61 99
'

'

CENERAT6R,25,COMMUNICATIONSYSTEM 131 DIESEL 4 10, 12, 13, 30,
33 35 1 127 159 143COMPONENTS 15, 21, 23 29, 30, 54 59,

COMPUTER,DIh!TAL 51, 84, 99 HEATEXCHkNGERSMOTOR ,7,15, 2161, 69, 75 91, 101-$03, 137, 14$ CENERATbR ikO, 129
16, 47,

121,1436,130, 13$,241$7CONTAINMENT AIR LOCK 39, 97, 131, 144, 62 63 98,
146 HEAlbRS ,85, 102,

CONTAINMENT SUMP 17 HYORAULIC SYSTEM 24, 135

6$,23,1 19 INDICATORS 2, 7 11 12, 16, 18 20CONTRACTOR PERSONNEL
82,96,$~710f,161$0, $12, 24, 28, 36, 41,, 48, 50, 53, 50, i23, 33 34 59, ,

CONTRbL112,7,$26 133 63 -67, 7310$,76166 $09117 77 79, 81 92, 94 .

1111 113, 11$,1 $0, 15, 17, 24,7940, 44, 95 99
69, 76 86 11 1$8, 123, 117, 1$4 14110$,$9, 60, 63,110, 126,1$0,$32, INSTRUMENT LINE 24,32,43,77 138

47, 52 ,

104,-108,89
13$ 137 INSTRUMENT, ALARM 39, 43, 99, $00

CONIRbL PANEL / ROOM 34, 41, 66 INSTRUMENT, AHPLITIER 16
CONTROL ROD DRIVES 31 88, 119 INSTRUMENT, CONTROL 42
CONTROL ROOS 16, 31 $19 INSTRUMENT, CURRENT 120
CONTROLLER 1, 60, 115, 127 INSTRUMENT, TLOW 39, 77

,
'

COOLING DEVICE 6 21, 62, 136 INSTRUMENT INTERLOCK 7, 14, 62, 63, <

DEMINERALIZERS 168 79, 91, $46 '

DOCR 97, 105, 126, 131, 146 INSTRUMENT, LIQUID LEVEL 32, 43, 74,
DRAINAGE 128 117 138
DRIVE 21, 29, 85, 105, 107 INSTRhMENT, POSITION 10, 52, 79, 89,

33, 35, 105, 108, 118
66, 72,18, 21,77, 84, INSTRUMENT, RATE OT CHANGE 66

ELECTRIC POWER 7, 13,
41, 47, 62, 63, 65
91, 94 108, 120 $21, 127, 129 INSTRUMENT, SPEED 7, 15

7,1$,13018, 21,_42,ELECTRONfC TUNCTIch UNITS- 7 16 28, INSTRUMENT, SNITCH
39, 47, 65, 84 94, 106 169 $37 43, 49, 65 67 73, 80 100,

EHOINES,*NTERNAlCCMEUSTION $0,it, 107 109, 1$0 $21,139,86,92,

EQUIPMENT 68, 91 .
INSTRUMENT,TE$ TING 73, 107, 109, 12113, 33, 35

- INSTRUMENT, VOLTAGE 13, 109 120, 129
TAILURE, COMPONENT.11721,' 23, 29, 30, INSTRUMENTS,65, 70, 9039, 77, $10

'
15 MISC,

54 $9, 61, 69, 91, 101-103, 137, INSULATION
14$ INVERTER 84, 93, 94

28 29 35,TAILURE, EQUI. MENT 1-10 12, 13, 15*36, LICENSED OPERATOR 11, 12,77-f9,$9,92,39 41, 43-47, 50, $1 $3,54,57,59 10$,41,43,51,63,64,39
60, 62, 63, 65, 66, 88 72, 75 85, 87, 103, 104, 114, 118, 121, 100 132,,

93, 94, 96 99, 101-103, 141, 147, 140
105 90116.?11$4,
88

43, 60,13962,MOTORS 1, 4 21 3563, 70, 71, 87, 23,117 122,7, 11-16 18 21,124-148 101, 169,INSTRUMENT 122,113, 134TAILURE, 2
23, 24, 28, 32-34 NEUTRON 2, 48 $0, 79, 94,50,52,53,55,5$,3d,39,4143,48- 95,

62, 63, 65 67, 73, NONLICENSED OPkRATOR 49
OPERATOR ACTION 4, 8, 17, 22, 29, 30,74, 76,-77 91, 9211$ 94,

33, 35, 50, 60, 62, 69, 72106,78162,'$03,11b,100-10$ 79-81, 86, 39,95 104-109 111-113, 80
120, ibi,123, $27,129,'130, 87, 90 92 96, 97, 99,

$37,39,71,97,131,144,146 111, 136, 143_' 134, 138 -139k,141,24,26,40,44,50,FAILURE,?IPE- 9 PENETRATION- 9,
60, 71, 78, 135,i43, 145 146

FAILURE, TUDING 98, 137 PENETRATION, ELECTRICAL 133,

TASTENER 6, 21, 33, 79, 90, 91, 103, PENETRATION, PIPE 9, 71
110, 135 PIPES AND PIPE TITTINGS 8, 24, 26, 30,

|
i
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COMPONENT INDEX

f

PIPES AND P!PE TITTINGS 40, 44, 50, 60,
78, 135, 141 143, 145

PNEU!!ATIC SYSTkN 8, 44, 69, 96, 110, <

132, 137
PRESSURE DROP 15
PRESSURE RELIEP 5 35, 46 75, 110, 122
PRESSURE VESSELS f 8, 10$
PRESSURE, INTERNAL ,15
PRESSURIZER 35, 77, 130 132 148
PUl1PS 4,6,7 10 15, $7, 2b 24 35,

62 63, 70, Y1 Y8,79,82,$7,$09, ,

12 , 124, 136 ,140 ~4

RADIATION MONITbRS 24, 36 53,
20,112, 118,411$6,58 76 81, 92, 106,

12$ iki
REACTbR 8, 1037,43, 77, 101RECORDERS
RELAYS 7, 13, 62, 63, 66, 79, 109, 120,

129
- RESPONSE TIME 120

19 62 71, 81, 82, 85, C7,SEAL
13k,38 $38, 1441$3,7,28,39,43,67,77,96 i

SENSbRS FLOW
80, 111 127

43,.75, BEVEL7, 11 12, 19, 24, 32,SENSORS
74 117 13b

set!SURS,PREESURE,43, 111 117, 127
SENSORS, TE!!PERATURE 16,bi,49,101,

102
SERV 0 MECHANISM 35, 108, 137
SH3CK ABSORBER U 0, 145 ,

SMOKE 100
SOLENDID 32, 39, 62, 63, 69, 88, 105,

132
SOLID STATE DEVICE 7, 16, 28, 94, 106,

137
STEA!! GENERATOR 15, 24, 47, 63, 98,

121, 130, 137
STORAGE CONTAINER 43, 87, 118, 143
STRUCTURE. 27

- SUPPORT. STRUCTURE 80, 105, 135, 145
SYSTEM CAPACITY 7
T0XICITY 61, 99

' TRANSTORf1ERS 33, 137
TUBING 98, 137
TURBINE 7 10, 19, 62, 70 79 121, 130
VALVE OPERATORS 5,7,8,b4,$5,44

105,108,$10,
121,54,68,69,79,96,135, 137, 139
47

132,
VALVE, CHECK 96
VALVES 3, 5, 7-10, 17 24, 25, 29 32,

35, 39, 40, 44, 46 47,54 59, $2
105,10E,b2,83$14, 122, 125-E5,88,$663, 68-70, 75-79

110,97, 103,
128, 130-132, 135-139, 141, 143, 146,
147

|~
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SYSTEM INDEX

This index is based on system and system related keywords ass 1Dned by the NSIC
staff when the summaries of the LERs are prepared for conputer entry. Please note

that the terms "/SST" or "/TST" appended to tha Lystem keyword of interest
indicate sub-system f ault or tot al system f ault, respectively,

ACIVATOR 24, 20, 36, 49, 55, 57, 60-62, COOLING SYSTEM SECONDARY 17 19, 24,
65, 73 74, 99, 107-109, iii, 117, 127 25, 28, 42, 47, 62, 63, 66, 69-71, 79,

AIR 8, $36 83, 85, 96, 98, 103, 109, 111, 117,
ANNUNCIATORS 39, 43 120, 121, 127, 130, 132, 137
AUXILIARY 6, 15, 17, 10, 24, 38 40 COOLING SYSTEM, SECONDARY /SST 6, 17,

47, 60, 62, 63, 75, 79, 109, 1k0, $21, 69, 70
130, 137, 140 COOLING SYSTEM, SECONDARY /TST 7, 0, 15,

ELOWDOWN 49 47, 62, 63, 70, 79, 103, 130
EUILDING 3, 6, 0, 21, 26, 27, 30, 35, CORE 2, 16 18, 31, 40, 50, 51, 79, 94,

36, 3D, 40, 41, 53, 55, 60-62, 65, 66, 95, 113, $19, 134, 142
75, 82, 05 99, 100, 102, 106, 107, CORE RETLOODING SYSIEM 130
116, 123, $26, 129, 131, 135, 137, CORE STRAY 12, 57, 74, 07
140, 141, 143 CORE STRAY /SST 12, 87

EUILDIN0/SST 27, 40, 60, 126, 140 CORE STRAY /TST 74
CUILDING/TST 60, 75, 02 CYLINDER CAS 66, 143

$,127
CYPASS 137 DRAINACE 13, 17
CACLES AND CONNECTORS 90 ELECIRIC POWER 2, 4, 7, 13, 10, 21,
CALIERATION 2, 3, 14, 16, 18, 25, 29, 22, 33, 35, 45, 50, 55, 62, 63, 65,

37, 39, 42, 43, 40, 49, 51, 52, 56, 70, 72, 82, 91, 93, 94, 106, 108, 109,

57, 63, 64, 66, 67, 73,10776, 77, 81 120, 121, 133, 136 137
87, 09 101 103 104 109, 1$4, ELECTRIC POWER /SST .2, 72g

110, ibi, ib7, 110, 150, ik4, 147 ELECTRIC POWER /TST 82, 136
COMMUNICATION SYSTEM 131 ELECTRIC POWER, VITAL 13, 33, 35, 41,
COMPONENT COOLING SYSTEM 49, 66, 60, 53, 60, 66, 77, 04, 93, 94, 107 109,

02, 129 127, 129
COMPONENT COOLING SYSTEM /TST 60, 02 EMERCENCY COOLING SYSTEM 42, 145
COMPUIER, DIGITAL Si, 99 EMERGENCY POWER, ELECTRIC 4, 10, 12,
CONSTRUCTION 8, 35 13, 10, 30, 33 35, 42, 109, 117, 125,
CONTAINMENT 3, 0, 13, 14, 23, 32, 33, 127, 136, 139, 143

35, 36, 39, 40, 50, 55, 58, 60, 64 EMERCENCY POWER, ELECTRIC /SST 4, 10,
66, 71, 78, 82, 85, 07, 92, 97, 107, 12, 13, 33, 3$, 125, 127, 139, 143
110, 112, 115, 117, 118, 129, 131-133, EMERGENCY POWER, ELECTRIC /TST 30, 34,
130, 141, 143*146 136, 139, 143

CONTAINMENT ATMOSPHERE 13, 66, 92
3b,143

ENGINEERED SATETY TEATURE 24, 20, 36,
CONTAINMENT ISOLATION D, 9, 14, 39, 49, 55, 57, 60-62, 65, 73, 74, 99,

42, 49, 58, 85, 96, 97, 103, 107, 127, 107 109, 111, 117, 127
120, 131, 133, 144, 146, 147 ENGINEERED SATETY TEATURE/SST 36

CONTAINMENT PURCE 13, 66 ENGINES, INTERNAL COMBUSTION 4, 18, 30,
CONTAINMENT SPRAY 59 34, 125-127, 136, 139, 143
CONTAINMENT SPRAY /6ST 59 ENVIRONMENT 40
CONTAINMENT /TST 64, 118 ENVIRONMENT /SST 40
CONTROL 8, 13, 21, 35, 36, 41, 53, 61, EQUITHENT 13, 17, 127

62, 65, 66, 82, 92, 99, 100, 102, 106, TAILURE, ADMINISTRATIVE CONTROL 2, 3,
107, 116, 123, 129, 136, 141, 143 12, 40, 52, 56, 64, 76, C9, 94, 96,

CONTROL RCD DRIVES 11, 31, 37, 84, 88, 104, 106, 110, 120, 147
89, 118-121 TAILURE, DESIGN ERROR 1, 4-6, 16, 17,

CONTROL SYSTEM 7, 15, 10, 19, 22, 24, 30, 33, 34, 50, 60, 62, 63, 69, 72,
28, 31, 34, 42, 47, 52, 63, 69, 70, 78, 00, 82, 07, 90, 92, 96, 99, 102,
79, 64, 00, 89, 104, 118, 121, 125, 105, 110 112, 122, 124, 136, 143
127, 130, 135, 137 TAILURE, TADRICATION ERROR 7, 23, 59,

CONTROL SYSTEM /SSF 22 107, 117, 133
COOLANT PURITICATION SYSTEM 13, 32, 33, FAILURE, INSTALLATION ERROR 19, 33, 85,

35, 40, 42 44, 49, 62, 66, 60, 77, 78, 90, 100, 105, 145
82, 107-109, 124, 127, 129, 132 TAILURE, MAINTENANCE ERROR 15, 19, 23,

COOLANT PURITICATION SYSTEM /SST 109, 26, 27, 33, 36, 63, 75, 79, 84, 91,
124 94, 100, 103, 106, 109, 110, 120, 125, i

COOLANT PURITICATION SYSTEM /TST 43, 60, 126, 129, 134, 139, 140
78, 02, 124 TAILURE, OPERATOR ERROR 11, 12, 28, 35,

COOLING 66, 136 30, 41, 43, 68, 77-79, 92, 103, 105,
COOLING SYSTEM, SECONDARY 6-8, 13, 15, 100, 109, 131, 132, 136, 139, 141, 148
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15, 17, 18 28, 42, RHR-LPCI/SSF 12
6-8,9-71,79,8$,24,TEEDWATER

6 103, 109, RHR LPCI/TSr 32, 33
12b,62,63$30, 137 RHR-LPSI 35, 42, 75, 140
47

121,
TIRE PROTECTION 3, 27, 38, 71, 90, 100, RHR LPSI/SSF 35, 140

126 RHR LPSI/TSr 35
TIRE TROTECTION/SSF 27, 116 SAMPLINC 13, 36, 49, 107
TLOW, RECIRCULA: ION 7, 52, 104 SERVICE WATER SYSTEM 26, 33, 42, 136

TUEL ELEMENTS 26, 53, 55, 66, 107, 131 SERVICE WATER SYSTEM /SST 26
TUEL, TOSSIL 4 SHUTDCUN SYSIEM, SECONDARY 46
TVEL TOSSIL/SST 4 SOLID STATE DEV1CE 22, 42, 121

CENEkATORS 19, 24, 28 47, 70, 79, 94, SPENT TUEL POOL 26
95, 121 130, 135, 157 SPENT TVEL TOOL /SSF 26

HEAT EXCHkHCERS 19 SPENT TUEL POOL /TST 26
HPCI 10, 12, 67, 85 STACK 20, 81

HPUI/SSF 12 STACK /TSF 20, 81

HPCI/TSr 10, 67, 85 STANDBY GAS TREATMENT 8, 13, 32, 33,

HYDROGEN 13 66, 92, 143 55, 66, 107 129
INSTRUMENT,ktARM 39 43 STEAM GENERATbR 25, 47131,49,62,15, 24,130,g 137121,INSTRUMENT, IN CORE 6, 48, 50, 79, 94, 63 83, 98 117,

STonkGE CONTkINER 6, 62
INSTRUMEHk,134
95, 113

NON NUCLEAR 5, 7, 10, 18, SIRUCTURE .81, 82, 145
21, 33, 35, 39, 62, 63, 77, 86, 90, STRUCTURE /TST 82
94 101, 102, 105, 108, 109, 120, 129, SUESYSTEM FAULT 4, 6, 10, 12, 13, 17,

13b 138, 139 21, 22, 26, 27, 29, 33, 35, 36, 40,
LEAK DETECTION 7, 23, 33, 36, 43, 58, 59, 60, 62, 63, 65, 69, 70, 72, 73,
67 80 108, 112 79 S7, 109, 122, 124-127, 139, 140,

14$LUERlCATION 6, 62
MAIN COOLING SYSTEM 5, 7, 12, 15, 16, SUPPORT STRUCTURE 90

18, 24, 29, 32, 35, 40, 47, 50, 52, TESTIN0 2, 3, 14, 16, 18, 25, 29, 37,
54, 60, 62 63, 77, 78, 82, 98, 104, 39, 42, 43, 48, 49, 51, 52, 56, 57,
105, 110, $14, 117, 121, 122, 130, 63, 64, 66, 67, 73, 76, 77, 81 87
132, 137, 138, 141, 142, 148 89, 101, 103, 104, 107, 109 1$4, $18,

MAIN COOLING SYSTEM /S$r it, 29, 62, 63, 17.1, 127, 128, 130, 144, 14h
122 TORU5 56

MAIN COOLING SYSTEM /TST 16, 18, 29, 81, TORUS /76r 56
121, 122, 130, 132, 142 TOTAL SYSTEM TAULT 7-10, 15, 16, 10,

MATERIAL & EQUIP. HANDLING SYSTEM i 20, 21, 26, 29, 30, 32-35, 43, 47, 56,
79,75, 78,121,MONITOR 100 60, 62-65, 67, 68, 70, 74,

130,118,86, 93, 100-103
85,30,MONITORING SYSTEM, RADIATION 20, 41, 81 82,

4 142, 1431 132, 136,49 53, 76, 81, 92, 106, 115, 116, 12., 124,

12$ 128, 141 TURBINE 19, 24, 27, 28, 47, 70, 79, 85,

OTT SITE 13, 33, 35, 82, 136, 137 94, 95, 121, 130, 135, 137
ON SITE 1 4, 7, 13, 18, 12, 33, 35, TURBINE /SSF 79

SS, 62, d3 65, 70, 91, 106, 108, 109, TUREINE/TST 47
120 121, k33 VfHTilATION SYSIEM 8, 13, 21, 30, 32,

PHEUMkTIC SYSTEM 8, 12, 13, 136, 137 $3, 35, 36, 41, 53, 55, 58, 60 62, 65,
POISON, SOLUBLE 118 66, 99, 100, 102, 106, 107, 112, 115,
PRESSURE RELIET 7, 12, 25, 54, 83, 105, 116, 123, 129, 131, 139-141

132 VENTILATION SYSTEM /SSF 21, 65, 139, 140

PRESSURE VESSELS 7, 8, 12, 32, 73, 74, VENTILATION SYSTEM /TST 21, 60, 65, 100,
103, 107, 118 102, 139

PRESSURI2ER 5, 35, 77, 110, 114, 122, WASTE MANAGEMENT 3
130, 132, 141 148 WASTE TREATMENT, CAS 101

PROCESS MONITORING 11-13, 16, 32, 33, WASTE TREATMENT, GAS /TST 101
37, 66, 77, 107, 108, 117, 118, 129, WASTE TREATMENT, LIQUID 17
147 WATER 66

RADIA1 ION PROTECTION PERSONNEL 20, 115
RCIC 7, 9. 73, 80, 86, 93
RCIC/SSF 73
RCIC/TSr 7, 9 86, 93
REACTOR CONTR0b 31, 84, 88, 89, 118
REACTOR POWER 31, 84, 88, 89, 118
REACTOR PROTECTION SYSTEM 11-13, 16,

32 33, 37, 66, 77, 107, 108 129
RHR UPCI 12, 13, 32, 33, 66, $20
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ACCUMULATORS 138 COMPONENT COOLING KYSTEM/TSF 68 82 i

ACTUATOR
24, 28, 36, 4910f5510h,571$1, C0!!PONENT

60- COMPONENT TAILURE - SEE TAILURE, '

02
11f,65k7 COMPONENTS 15 21 23, 29, 30, 54 59,

73, 74, 99, i
i

ADt!NISTRATIVE PERSONNEL ERROR SEE 61,69,75,hi,$01-103, 137,14b
FAILURE AD COMPUTER DIGITAL Si, 84, 99

AGE EFFECk
MINISTRATIVE CONTROL

CONCENTRkTION 72SEE ETTECT, ACE
AIR 136 CONDENSATION 9, 17, 19, 21, 43, 50, 96
AIR /STEAH BINDING 32 78 CONNECTICUT YANKEE (PWR) 26 29

31,39,41,45,1544,$7$$,189h,241$5,$16,CONTAINMENT 3, 8, 13, 14, 23, 32, 33, |

ANNUNCIATORS 8 29 CONSTRUCTION 35

141 36, 39, 40, 50, 55, 50, 60, 64, 66
AQUATIC ORGANISM 136 71, 78 82 85, 87, 9213$ 9713$,11013$,1$2,ARKANSAS NUCLEAR 1 (PWR) 1 115, 1$7, $18,129,
ARKANSAS NUCLEAR 2 (PWR) 1, 2 141 143 146
ARNOLD (BWR) 3 CONTAINMENTAIRLOCK 39, 97, 131, 144, '

17, 18 40, 146AUXILIARY 6, 15,
121, 1$0, $3763,14075, 79, 24, 38109,ik0,CONTAINHENT ATMOSPHERE

13, 6614,92,
47, 60 62 143,

CONTAINHENT ISOLATION 8, 9, 32,
BATTERIES & CHAkOERS 2, 45, 72, 93 39, 42 49 58, 85, 96, 97 103, 107,,

BEARING 28 85 87 127 1$8 $31, 133
,

146,147 '

BEAVER VALLbY 1,(PWk)1074, 5 CONTA$N!!ENI PURGE 1$,144,66 f
BEAVER VALLEY 2 (PWR) 6 CONTAINMENT SPRAY 59 i

BLOWDOWN 49 CONTAINMENT SPRAY /SST 59
BLOWERS-

77,9$,10,65,41,63,65,66,
35, 60 131, 139 CONTAINMENT SUMP 17

BREAKER 13
9k,33188,120, 121, 127, CONTAMINATION 9 1$ 16 26, 40, 70,

CONTAINMENT /TSF 64 118
72
12h 71, 75 06, 10k 167 $40 142

BROWNS FERRY 1 (BWR) 7 CONTRACTbR PERSON $EL $ 19, ;34,59,82,96,5-711b,16,112,EROWNS TERRY Z (BWR) 8 23, 33,
BRUNSWICK 1 (BWR) 9

1$ 10 CONTRbL
117 122, 7, 8,126, 133

BRUNSWICK 2 (BWR) 1 10, 11, 15, 17, 21,13-

24, 36,40,41BUILDING
$3,55,608, 21, 26,61, 6527, 30,75 ,40,-4k,63 36 61, 63, 65, 66, 44, 47, 52, 53, 59-30 69 76 79, 82, E6,

82,, 85, 99 100, 102 406, 116 12$,
126, 129, $31,135, $37,140, 41, ild,92148, $'106$23, 129, 130, 132,89 99 lb2-1b4,106, 100,

J,
143 135 136, 141, 143

BUILDIN0/SSF 27, 40, 60, 126, 140 CONTRbL PANEL / ROOM 34, 41, 66
,

BUILDING /TST 60, 75, 82 CONTROL ROD DRIVES 11, 31, 37, 84, 88,
BWR REACTOR - SEE REACTOR, BUR 89, 118 121

- BYPASS -137 CONTROL RODS 16, 31

7,1$,11919, 22,79, 8424, 28,CABLES AND CONNECTORS 4, 8 CONTROL SYSTEM19,22,33,35,36,50,5$,13,18,57, 62, 31, 34, 42 52ES,89,104,47ii8, $21, 125, 127, 1$5,69, 70,

79, 90,13491, 93, 94, 107-109,63, 70
120 117, 129, 137

CALIBkATION 2 3, 7, 14, 16, 18, 25, CONTROL SYSTEH/SSF 2229, 37, 39, 42, 43, 46, 48, 49, 51, CONTROLLER 1, 60, 125, 127
52, 54, 56, 57, 63, 64, 66, 67, 72, COOK 1 (PUR) 30, 31 |

89 101 103, COOK 2 (PWR) 30 !73
104,75-77,81,8311$,871$4, $18, $21, COOLANT PURITICATION SYSTEM 13, 32107, 109, >

127, 128, 144 147 33, 35, 40, 42 44 49, 66, 68, 77,,
CALLAWAY 1 (PUR$ 14 78 82, 107 109 $24, 127, 129, 132
CALVERT CLIFFS 1 (PWR) 15 COOLANT PURITICATl0N SYSTEM /SSF 109,
CATAWBA 1 (PWR) 16-22 124
CATAWBA 2 (PWR) 17, 20 11 COOLANT PURITICATION SYSTEH/TSF 43,

16,SEE TAI [URE,CLADDING FAILURE 68 78, 82, 124-

CLADDING COOLING 66 136
- CLINTON 1 (BWR) 23 COOLING DEVICE 6, 21 136

2$,SECONbARY28,42,47,62,6$COMANCHE 1 (PWR) 24, 25 COOLING SYSTEM 60, 13 15,
COMMUNICATION SYSTEM 131 17-19, 24,

83, 85, 96 98, 10$,COMPONENT COOLING SYSTEM 49, 66, 68, 66
106,69-71,79,111, 117, 120, 121,$27,130,82, 129

;
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COOLING SYSTEM, SECONbARY 132, 137 CNGINEERED SAFETY TEhTURE 107-109,
COOLING SYSTEM, SECONDARY /SSF 6, 17, 111, 117, 127
69 70 ENGINEERED SAFETY FEATURE /SSF 36

COOLfNG SYSTEM, SECONDARY /TSF 7, 8, ENGINES, INTERNAL COMBUSTION 4, 10,

15, 47, 62, 63, 70, 79, 103, 130 12, 13, 30, 33-35, 125-127, 136, 139,
COCPER (BWR) 22, 33 143
CORE 2, 16 31, 68, 50, 51, 79, 94, FNVIRONMENt/SSF 40

95, 113, $19, *t4, 142 EQUIPMENT 13 17, 68, 91, 117, 127
CORE REFLOODING SYSTEM 1.98 EQUIPMENT FAIUURE - SEE FAILURE,
CORE SPRAY 12, 57, 74, 87 EQUIPMENT*

CORE SPRAY /SSF 12, 87 FAERICAYION ERROR - SEE FAILURE,
CORE SPR/*J'TSF 74 s'AERICATION ERROR
CORROSIch 9, 21, 54, 96, 98, 107 FAILURE 1-14B
CAACK- 6, 8, 25, 44, 61, 70, 87, 98, FAILURE, ADMINISTRATIVE CONTROL 2, 3,

' '4 2 12, 14, 16, 18, 20, 23, 25, 33, 35,
C 2 - 9, 15, 26, 70, 86, 102, 107, 140 37, 38, 43, 48, 52, 56, 57, 64, 68,

89, 90, 92,CRYSTAL RIVER 3 (PWR) 34, 35 72, 75, 76, 78, 79, 81,110,104 114, 115,
128-13k,106,CYLINDER GAS 66, 143 94, 96, 103,

134, 136, 139,DAVIS-CESSE 1 (PWR) 36, 37 118, 120,
DEFORMATION 15, 21, 85, 90, 142 140, 147 148
DEMINERALIZERS 108 FAILURE, CUADDING 142
DESIGN ERROR - SEE FAILURE, DESIGN FAILURE, COMPONENT 15, 21, 23, 29, 30,

ERROR 54, 59, 61, 69, 75, 91, 101-103, 146
DESTRUCTIVE WIND 30 1AILURE, DESIGN ERROR 1, 4-6, 16, 17,
DIAELO CANYON 1 (PWR) 38, 39 30, 34, 50, 60, 69, 72, 78, 80, 82,
DIABLO CAtt0N 2 (PWR) 38, 40-42 87, 90, 92, 96, #9, 102, 105, 110-
DIESEL GENERATOR - SEE GENERATOR, 112, 122, 124, 136, 143

DIESEL FAILURE, EQUIPMENT 1-10, 12, 13, 15-
36, 39-41, 43-47, 50 51, 53, 54, 57D00R 97, 105, 126, 131, 146

DRAINAGE 13, 17, 127, 128 59,60,62,63,65,d6,68-72,75-85,,
DRESDEN 2 (EWR) 43-45 87, 88, 90, 91, 93, 94, 96-99, 101-
DRESDEN 3 (BUR) 45, 46 103, 105-110, 114, 117-122, 124-148
DRIFT 46, 54, 83 113 FAILURE, FABRICATION ERROR 23, 59
DRIVE 21, 29, 85,, 105, 107 107, 117, 133
EARTHQUAKE 1, 5, 117, 145 FAILURE, INSTALLATION ERROR 19, 85,
EFFECT, AGC 10, 21, 81, 129 90, 100, 105, 145
EFFECT, PH 72 FAILURE, INSTRUMENT 2, 7, 11-16, 18-
ELECTRIC POWER 1, 2, 4, 13, 18, 21, 21, 23, 24, 28, 32, 34, 36, 39, 41-

22, 33, 35, 41, 45, 47, 50, 55, 63, 43, 48-50, $2, 53, 55, 58, 62, 65-67,
65, 66, 70, 72, 77, 82, 84, 91, 93, 73, 74, 76, 77, 79-81, 86, 89, 91,
94, 106, 108, 109 120, 121, 127, 92, 94, 95, 100-102, 104-109, 1*1-
129, 133, 136, 137 113, 115-118, 120, 121, 123, 127,

ELECTRIC POWER /SSF 22, 72 129, 130, 134, 138, 139, 141, 146
ELECTRIC POWER /TSF B2, 136 FAILURE, MAINTENANCE ERROR 7, 15, 19
ELECTRIC POWER, VITAL 13, 41, 53, 60, 23, 26, 27, 33, 36, 7', 64, 91, 94,

66, 77, 84, 93, 94, 107, 108, 127, 100, 103, 106, 109, 110, 120, 125,
129 126, 129, 134, 139, 140

ELECTRICAL FAILURE 1, 4, 7, 10, 13, FAILURE, OPERATOR ERROR 11, 12, 28,
15, 18, 19, 21, 30, 33-36, 39, 41, 38, 41, 43, 68, 77, 78, 92, 103, 105,
45, 47, 50, 53, 55, 60, 62, 63, 66, 108, 131, 132, 136, 139, 141, 148

90, 91, 93, 94, FAILURE, PIPE 9, 24, 26, 40, 44, 50,70, 72, 82, 84, 86,125.100, 106-109, 120, 127, 129, 60, 71, 78, 135, 143, 645
134, 136, 137, 139, 14-i FAILURE, TUBING 98

FIFCTRONIC FUNCTION UNITS 16, 28, 39, FARLEY 1 (PWR) 47
47, 65, 84, 94, 106, 109, 137 FASTENER 6, 33, 79, 90, 91, 103, 110,

LMERGENCY COOLING SYSTEM 42, 145 135
EMERGENCY POWER, ELECTRIC 4, 10, 12, FATIGUE 135

13, 18, 30, 33-35, 42, 109, 117, 125, TEEDWATER 6-8, 15, 17, if, 24, 28, 42,
127, 136, 139, 143 47, 62, 63, 69-71, 79, 85, 103, 109,

EMERGENCY POWER, ELECTRIC /SSF 4, 10, 120, 121, 130, 137

EMERGENCY POWER, ELECTRIC /TSF 30, 34, FILTERS 23, 102, 140
'j12, 13, 33, 35, 125, 127, 139, 143 FERMI 2 (BWR) 48

136, 139, 143 FIRE 62, 82, 90, 100, 132
ENGINEERED SAFETY FEATURE 24, 28, 36, FIRE PROTECTION 3, 27, 3G, 71, 90,

49, 55, "7, 60, 61, 65, 73, 74, 99, 100, 126

)
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FIRE PROTECTION /SSF 27, 126 INDICATORS 105, ioG, 109, 111-1d
134, 14i

SE,127,FLAW 8, 85 115, 116, 11P. 123
12496 INDUSTRY, NUCLlaRFLOOD 9, 17, 19, 21

15,43,50,17, 20, 21, 24, INSPECTION 7, P , 13, 16, 18, 19, 2z,FLOW 4, 6-10, 12, 2, 33, 25, 26, 32, 35, 40 42, 45, 46, 57,30, 3 35, 40, 44,26, 27, 29,
62, 63, 65, 67-71, 73 59,66-68,72-77,$0,81,83,85 38,

47, 59, 60, 82, 85-87, 93,74, 76, 78, 100, 162- 91, 98, 100, 102, 107, 109-111,$13,
104 109, 122, 124, 130-132, 117, 121, 124, 125, 130, 133-135,
136, 108,139 140 138 139, 142, 145, 146

FLOW $ LOCKAGE 4, 6-10, 12, 15, 17 20, INSTAbLATION ERROR - SEE FAILURE,
21, 26, 27, 29, 30, 32, 33, 35, 47, INSTALLATION ERROR
59, 60, 62, 63,.65, 67, 68, 70, 71, INSTRUMENT FAILURE - SEE FAILURE,
73, 74, 78, 82, SS-87, 90, 100, 102, INSTRUMENT
103, 108, 109, 102, 124, 130, 131, INSTRUMENT LINE 24, 32, 43, 77, 138
136, 139, 140 INSTRL.. INT, ABNORMAL INDICATION 2, 5,

FLOW, RECIRCULATION 52, 104, 137 7, 11-13, 15, 16, 18-20, 22-24, 28,
FLUX DISTRIBUTION 2, 18, 48, 50, 94, 31 14, J6, 39, 41, 43, 47, 49-51, 53,
95, 113, 134 55, 57, 58, 61-63, 65-67, 69, 73, 74,

FT. CALHOUN 1 (PWR) 49-51 76, 77, 79 81, 84, 86, 92, 94, 95,.

FUEL ELEHtNTS 16, 18, 26, 51, 53, 55, 99-102, 105-109, 111-113, 116, 117,
66, 131, 142 120, 121, 123, 125, 127, 129, 130,

FUEL, FOSSIL 4 134, 137, 138
. FUEL, FOSSIL /SSF 4 INSTRUMENT ALARM 8, 15, 17, 18, 24,

FUSE 15, 33, 34, 55, 94, 106 29, 31, 59, 41, 43, 44, 53, 99, 100,
CAS 61, 99 115, 116, 141
GENERATOR, DIESEL 4, 10, 12, 13, 30, INSTRUMENT, AMPLIFIER 16

33-35, 125, 127,120,139, 143
INSTRUMENT, CONTROL 42

129 INSThUMENT, CURRENT 120-GENERATOR, MOTOR
GENERATORS 19, 24, 28, 47, 70, 79, 94, INSTRUMENT, FLOW 3e 77

95, 121, 130, 135, 137 INSTRUMENT, IN CORE 2, 48, 50, 79, 94,
GRAND CULF 1 (BWR) 52 95, 113, 134

91, 146HATCH 1 (2WR) 53-56 INSTRUMENT, INTERLOCK 14, 62,43, 74,HATCH 2 (BWR) 53, 55 INSTRUMLLF, LIQUID LEVEL 32,

HEAT EXCHANGERS 6, 19, 21, 26, 47, 63, 117, 138
98, 130, 136 INSTRUMENT, NON-NUCLEAR 5, 10, 18, 21,

HEATERS B5, 102, 143 39, 63, 77, 86, 90, 94, 101, 102,
HIGH' 6, 17, 35, 43, 44, 69, 70, 88, 105, 108,-109, 120, 129, 132, 138,

103, 122, 124, 130, 132, 136, 137, 139
143, 148 INSTRUMENT, POSITION 13, 52, 89, 105,

HIGH RADIATION 115, 141 108, 118
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,
HPCI 10, 12, 67, 85 49, 65, 67, 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, 66, 73, 87, 91, 92, 100, INSTRUMENTS, MISC. 39, 77, 118
105, 108, 109, 127, 137, 145 INSULATION 65, 70, 90

HYDRAULIC EFFECT 24, 71, 77-79, 124 INVERTER 84, 93, 94
|

HYDRAULIC SYSTEM 24, 135 KEWAUNEE (PWR) 62, 53
,

! HYDROGEN 13, 66, 92, 143 LA SALLE 1 (EWR) 64, 65

| IMPACT SHOCK 1, 36 LA SALLE 2 (EWR) 65
l INCIDENT, HUMAN ERROR 1-8, 11, 12, 15- LEAK 6, 8-10, 16, 32, 40, 44, 50, 60,
! 20, 23, 26-30, 33-35, 39, 41, 42, 48- 78, 81, 82, 85, 87, 96, 98, 103, 110,

52, 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, 94, 96, 97, 99, 101-107, 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- LICENSED OPERATOR 11, 12, 28, 29, 39,
145, 147 41, 43, 51, 64, 78, 89, 92, 101, 103,

INDIAN POINT 2 (PUR) 58-61 104, 114, 118, 121, 130-132, 141,
i INDICATORS 2, 11, 12, 16, 18-20, 23, 147, 148

| 24, 28, 36, 41, 48, 50, 53, 58, 61, LIGHTNING 13, 137
67, 73, 76, 77, 81, 92, 94, 95, 99, LIMERICK 1 (BWR) 66 j'
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LIMERICK 2 (BUR) 66, 67 PALISADES (PWR) 81
LON 4, 6-10, 12, 15, 17, 18, 20, 21, PALD VERDE 1 (PWR) 82

24, 26, 27, 29, 30, 32, 33, 35, 47, PALO VERDE 2 (PWR) 82, 83
59, 60, 62, 63, 65, 67, 68, 70-74, PALO VERDE 3 (PWR) 82, 84

99, 100, 102, PEACH BOTTOM 2 (EWR) 85, 8677-79, 82, 85-87 93,22, 124, 130 PENETRATION 9, 39, 71, 97, 131, 144,103, 108, 109, ill, 1

132, 136, 138-140, 143 146
LUBRICATION 6, b7, 133 PENEIRATION, ELECTRICAL 133
MAIN COOLING SYSTEM 5, 7, 12, 15, 16, PEPETRATTON, PIPE 9, 71

18, 24, 29, 32, 40, 47, 50, 52, 54, PEATY 1 '8WR) 87-92
60, 62, 63, 77, 7B, 02, 98, 104, 105, PH JFFECT - SEE EFFECT, PH
110, 114, 117, it), 122, 130, 132, PILCRIM 1 (EWM) 93
137, 138, 141, 142, 148 PIPE TAILURE - SEE FAILURE, PIPE; PIPES

MAIN COOLING SYSTEM /SSF 12, 29, 62, AND PIPE FITTINGS
63, 122 PIPES AND PIPE FITTINGS 8, 24, 26, 30,

MAIN CD .ING SYSTEM /TSF 16. !A, 29 40, 44, 00, 60, 78, 135, 141, 143,
82, 121, 122, 130,. 132, 142 145

MAINE YANKEE (PWR) 68-70 PNEUMATIC SYSTEM 8, 12, 13, 44, 69,

MAINTENANCE AND REFAIR 2, 7-11, 13, 96, 110, 132[PWR)136, 13733, POINT BEACH 1 94-96
Sk,32,65, 70, POINT EEACH 2 (PWR) 96-9838,43,4k,28, 2918-21, 23, 2615,

51,35, 36,
72, 73, 84 86, S', 93, 94, 96, 99, POISON, SOLUBLE 118
100, 103, 105-107, 109, 120, 125, PRESSURE DROP 8, 47
12", 129, 131, 139 PRESSURE PULSE 24, 71, 77, 79

*tAIIT3 NANCE ERROR - SEE FAILURE, PRESSURE RELIEF 5, 7, 12, 25, 46, 54,
MAINTENANCE ERROR 75, 83, 105, 110, 122, 133

MATERIAL & EQUIP. HANDLING SYSTEM 1 PRESSURE VESSE!5 7, 12, 32, 73, 74,
MODIFICATION 09 103, 107, 118
MONITOR 100 PRESSURE, EXTERNAL 6, 17, 43, 44, 69,
MONITORING SYSTEM, RADIATION 20, 41, 78, 79, 122, 130, 132, 136
49, 53, 76, 81, 92, 106, 115, 116, PRESSURE, INTERNAL 6, 15, 17, 43, 44,

110,11k,136130, 132123, 128, 141 69, 78, 79, 122,
122, 130,MONTICELLO (BWR) 71 PRESSURI2ER 5, 77,

MOTORS 1, 4, 23, 35, 43, 60, 62, 70, 132, 141, 148
71, 87, 101, 122, 139 PROCEDURES AND MANUALS 1-8, 10-12, 14-

NEUTRON 2, 48, 50, 99, 95, 113, 134 23, 25-30, 33-35, 37-43, 48-52, 56,
NINE MILE POINT 1 (BUR) 72, 73 57, 59, 60, 62-69, 72-82, 04-87, 89-
NINE MILE POINT 2 (EWR) 74 94, 96, 97, 99-112, 114, 115, 117,
NOISE 39, 53, 58, 106, 112, 116 118, 120-122, 124-134, 136, 137, 139-
NONLICENSED OPERATOR 49 141, 143-145, 147, 148
NORTH ANNA 1 (PW') 15 PROCESS MONITORING 11-13, 16, 32, 33,

NORTH ANNA 2 (PF 75, 76 37, 66, 77, 107, 108, 117, 118, 129,
OCONEE 1 (PWR) ?/-79 147
OCONEE 2 (PWR) 78 PROPERTY, CHEMICAL 143
OCONEE 3 (PWR) 78 PROPERTY, MECHANICAL 79
0FF SITE 13, 35, 76, 82, 136, 137 PUMPS 4, 6-8, 10, 't7, 20, 24, 35, 47,

ON SITE 1, 4, 9, 13, 17-19, 21, 22, 62, 70, 71, 78, 79, 82, 87, 122, 124,
43, 50, 55, 63, 65, 70, 91, 96, 106, 136, 140
108, 109, 120, 121, 133 PWR REACTOR - SEE REACTOR, PWR

OPERATION 1, 3-10, 14-24 26-28, 30, QUAD CITIES 1 (EWR) 99-102
31, 34, 38, 39, 43-45, k7, 48, 50-53, QUAD CITIES 2 (BWR) 99, 102-105
55, 57-83, BT, 87-89, 91-95, 99-102, RADIATION MONITORS 20, 23, 36, 41, 53,
104, 106, 107, 109, i ' 0, 112, 113, 58, 76, 81, 92, 106, 112, 115, 116,
116, 118, 120-123, 12o-129, 135-138, 123, 141
140, 143, 145-147 RADIATION PROTECTION PERSONNEL 20, 115

OPERATOR ACTION 4, 8, 17, 19, 22, 29, RADI0 ACTIVITY RELEASE 16, 40, 71, 75,
30, 33, 35, 36, 50, 60, 62, 63, 69, 76, 141, 142
72, 78-80, 87, 90, 92, 96, 97, 99, RATE 132, 143, 148
100, 102, 105, 107-109, iii, 136, RCIC 7, 9, 73, 80, 86, 93
137, 143 RCIC/SSF 73

OPERATOR ERROR - SEE FAILURE, OPERATOR RCIC/TSF 7, 9, 86, 93
ERROR; LICENSED OPERATOR;NONLICENSED REACTOR 7, 103
OPERATOR REACTOR CONTROL 31, 8 , 88, 89, 118

OXIDATION 9, 21, 54, 96, 98, 107 REACTOR POWER 31, 84, 88, 89, 118
OYSTER CREEK (BWR) 80 REACTOR PROTECTION SYSTEM 11-13, 16,
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REACTOR PROTECTION SYSTEM 32, 33, 37, SOLEN 0ID 132
SOLID STATE DEVICE 16, 22, 28, 42, 94,

b,129
66, 77, 107, 108

7, 8, 11, 15, 19, 106, 121, 137REACTOR SHUTDOWN
24, 32, 45, 47, 62, 63, 70, 77, 79, SOUTH TEXAS 1 (PWR) 120-122
84, 85, 88 103, 105, 119-121, 127, SOUTH TEXAS 2 (PWR) 122, 123
130, 135 $37 SPENT FUEL POOL 26

REACTOR STARTUP 62, 86, 105, 134, 144 SPENT TUEL POOL /SSF 26
REACTOR, BWR 3, 7-13, 23, 32, 33, 43- SPENT FUEL POOL /TSF 26

46, 48, 52-57, 64 67, 71-74, 80, 85- STACK 20, 81
93, 99-108, 128, 129, 136, 143, 144 STACK /TSF 20, 81

REACTOR, PWR 1,2,46, 14-22, 24 31, STAND 8Y GAS TREATMENT 8, 32, 33, 55,
34-42, 47, 49-51, 58-63, 68-70, 75- 66, 129
79, 81-84, 94-98, 109-127, 130-135, STEAM GENERATOR 15, 24, 25, 47, 49,
137-142, 145-148 62, 63, 83, 98, 117, 121, 130, 132

REC 0"DERS 43, 77, 101 STORAGE CONTAINER 6, 43, 87, 118, 143
REIULLING 11-13, 32, 33, 36-38, 40, STRUCTURE 27, 81, 82, 145

45, 46, 53-56, 78, 97-99, 115, 116, STRUCTURE /TSF 82
122, 124, 131, 133, 142 SUBSYSTEM FAULT 4, 6, 10, 12, 13, 17,

RELAYS 13, 66, 79, 109, 120, 129 21, 22,' a, 27, 29, 33, 35, 36, 40,-

RESPONSE TIME 2, 3, 14, 20, 29, 37-39, 59, 60, 62, 63, 65, 69, 70, 72, 73,
48, 51, 52, 56, 63, 64, 70, 81, 88, 79, 87, 109, 122, 124-127, 139, 140,
89, 100, 101, 104, 114, 118, 120, 143
122, 128, 144, 147 SUMMER 1 (PUR) 124

REVIEW 1-6, B, 10, 12, 14-23, 25-27, SUPPORT STRUCTURE 80, 90, 105, 135,
29, 30, 33-35, 37-40, 43, 48-52, a0, 145

60, 62-65, 68, 69, 72-76, 7b-92, SURRY 1 (PWR) 125, 126
59,87, 89-94,85- 96, 97, 99-107, 110- SURRY Z (PWR) 125, 127
112, 114, 115, 117, 118, 120-122, SUSQUEHANNA 1 (EWR) 128
124-129, 132-134, 136, 137, 139 141, SUSQUEFANNA 2 (BWT) 128, 129
143-145, 147 SYSTE'" CAPACITY 7, 8, 15, 17, 24, 35,

RHR-LPCI 12, 32, 33, 66, 128 4? 47, 63, 77, 87, 99, 102, 103,
RHR-LPCI/SSF 12 1e, 130, 137, 138, 148
RHR-LPCI/TSF 32, 32 TE' RATURE 18, 102, 121, 143
RHR-LPSI 35, 42, 75, 140 T E., INTERVAL 2, 3, 14, 20, 29, 37,
RHR-LPSI/SSF 35, 140 39, 48, 51, 52, 56, 63, 64, 81, 89,
RHR-LPSI/TSF 35 101, 104, 114, 118, 128, 144, 147
RIVERCEND 1 (BUR) 106-108 TEST, SYSTEM OPERABILITY 7, 9, 13, 16,

SALEM 1 (PWR) 109-111 18, 19, 22, 25, 26, 32, 35, 40, 42, ,

SALEM 2 (PWR) 110, 112, 113 45, 46, 57, 59, 66-68, 72-77, 80, 81,
SAMPLING 36, 49, 107 83, 85, 88, 91, 98, 100, 102, 107,
SAN ONOFRE 1 (PWR) 114 109-111, 113, 117, 121, 124, 125,
SAN ONOFRE 2 (PWR) 115-117 130, 133-135, 138, 139, 142, 1' 5, 146.

SAN ONOFRE 3 (PWR) 116, 118 TESTING 1-6, 8, 10, 12, 14-23, 25-27,
SCRAM, REAL 7, 8, 15, 19, 24, 47, 63, 29, 30, 33-35, 37-40, 42, 43, 48-52,

70, 79, 103, 105, 119-121, 130, 135, 56, 57, 59, 60, 62-69, 72-82, 85-87,
137 89-94, 96, 97, 99-107, 109-112, 114,

SCRAM, SPURIOUS 11. 12, 77, 127 115, 117, 118, 120-122, 124-129, 132-
SEABROOK 1 (PUR) 119 134, 136, 137, 139-141, 143-145, 147
SEAL 19, 38, 71, 21. 82, 85, 87, 96, THERMAL TRANSIENT 132, 143, 148

132, 133, 138, 144 THREE MILE ISLAND 1 (PWR) 130, 131
SEISMIC DESIGN 1, 5, 117, 145 TORUS 56
SENSORS. FLOW 28, 39, 43, 67, 77, 80, TORUS /TSF 56

111, 127 TOTAL SYSTEM FAULT 7-10, 15, 16, 18,
SENSORS, LEVEL 11, 12, 19, 24, 32, 43, 20, 21, 26, 29, 30, 32-35, 43, 47,
73, 74, 117, 138 56, 60, 62-65, 67, 68, 70, 74, 75,

SENSORS, PRESSURE 43, 111, 117, 127 78, 79, 81, 82, 85, 86, 93, 100-103,
SENSORS, iEMPERATURE 16, 21, 49, 101, 118, 121, 122, 124, 130, 132, 136,

102 139, 142, 143
SERVICE MATER SYSTEM 26, 33, 42, 136 T0XICITY 61, 99
SERVICE WATER SYSTEM /SSF 26 TRANSFORMERS 137
SERV 0 MECHANISM 108 TRANSIENT 7, 24, 47, 77, 121, 130
SHOCK ABSOREER 80, 145 TROJAN (PWR) 132, 133
SHUTDOWN SYSTEM, SECONDARY 46 TUBING 98
SMOKE 62, 82, 90, 100, 132 TUBING FAILURE - SEE TAILURE, TUBING
SOLENOID 32, 39, 62, 63, 69, 88, 105, TURBINE 7, 10, 19, 24, 27, 28, 47, 70,
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TURBINE 79, 85, 94, 95, 121, 130, 135,
137

TURBINE /SSF 79
TURBINE /TSF 47
TURKEY POINT 3 (PWR) 134, 135
UPDATE 7, 9, 16, 30, 31, 57, 62, 68,

72, 77, 82, 99, 103, 106, 107, 120,
123, 125, 127, 132, 133, 136, 137,
143, 145

VALVE OPERATORS 5, 24, 44, 47, 54, 68,
69, 96, 105, 108, 110, 122, 132, 135,
137, 139

VALVE, CHECK 96
VALVES 3, 5, 8-10, 17 24, 25, 29, 32,

44,46,47,54, 59, 62,35, 39, 40,75-79, 82, 83, 85, 88, 96,63, 60-70,
97, 103, 105, 108, 110, 114, 122,
126-128, 130-132, 135-139, 141, 143,
146 147

VENTIbATION SYSTEM 8, 13, 21, 30, 32,
33, 35, 36, 41, 53, 55, 58, 60, 61,
65, 66, 99, 100 102, 106, 107, 112,
115 116, 123, $29,131, 139-141

VENTIbATION SYSTEM /SSF 21, 65, 139,
140

VENTILATION SYSTEM /TSF 21, 60, 65,
10C, 102, 139

VERMONT YANKEC (BWR) 136
VIBRATION 15, 21, 24, 28, 62, 66, 70,

71, 77, 79, 80 135, 137, 142
WASTE MANAGE!!ENT, 3
WASTE TREATMENT, GAS 101
WASTE TREATMENT, GAS /TSF 101
WASTE TREATMENT, LIQUID 17
WATER 66
WATERFORD 3 (PWR) 137, 138
WEAR 10, 21, 81, 129
WELDS 8, 85
WOLF CREEK 1 (PWR) 139-142
WPPSS 2 (BWR) 143, 144
ZION 1 (PWR) 145, 146
ZION 2 (PWR) 145, 147, 148
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ALLEN-BRADLEY CO. 100
ALLIS CHALMERS 70
AMERICAN ELECTRIC POWER SERVICE CDR 30
AMPHENOL 133
ANCHOR / DARLING */ALVE CO. 9, 29

ATWOOD & MORRILL CO.fANY (ASCO)
INC. 96

AUTOMATIC SWITCH COM 69, 88
BABCOCK & WILCOX COMPANY 103
BINDICATOR CORP. 145
BROWN BOVERI 91
BUSSMANN MFG (DIV 0F MCGRAW-EDISON) 34
CHICAGO BRIDGE AND IRON COMPANY 146
CLARE RELAYS CO. 31
CLARK CONTROL INC. 34
COMBUSTION ENGINEERING, INC. 84
COPES-VULCAN, INC. 110
CROSBY VALVE 127
CROSBY VALVE & GAGE CO. 46
DRESSER INDUSTRIES, INC. 83, 105
ELGAR, CORP. 84, 94
FOXBORO CO., THE 117
GENERAL ELECTRIC CD. 7, 23, 65, 79, 129
ITE IMPERIAL CORPORATION 1
ITT GRINNELL VALVE CO INC 59
ITT-BARTON 139

-MARATHON ELEC MFG- 15
PARKER PACKING COMPANY 133
POTTER & BRUMFIELD 107
RAYCHEM CORP. 70
ROBEATSHAW CCMTROLS COMPANY 10
ROSEMOUNT, INC. 74, 127
TARGET ROCK CORP. 54
TECHNOLOGY FOR ENERGY CORP. 7
TERRY STEAM TURBINE COMPANY 7
TEXAS INSTRUMENTS INC. 7
VICTOREEN INSTRUMENT DIVISION 36, 81,

112
VOLUMETRICS 39
WESTINGHOUSE ELECTRIC CORP. 98, 120,

135, 137, ". 3 9 , 142
WISCONSIN CAIDGE & IRON 61
WOODWARD 30VERNOR COMPANY 125, 127
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Office for Analysis and Evaluation Monthly Report
of Operational Data ,. _ ,, ,U.S. Nuclear Regulatory Commis'sion _ , , , , ,

Washington. DC 2055S December 1991
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"iWmlo tW~ report contains Licensee Event Report (LER) operational information that was
processed -inta the LER data file of the ibclear Safety Information Center (NSIC) during the
one month period identified on the cover of the doctment. The LERS, from which this
infomation is derived, are submitted to the fbclear Regulatory Conmission (NRC) by nuclear
power plant licensees in accordance with federal regulations. Procedures for LER reporting
for revisions in those events occurring prior to 1984 are described in NRC Regulatory Guide
1.16 and ibREG-316), Instructions for Preparation of Data Entry Sheets for Licensee Event
Reports. For thse events occurring on and after January 1,1934, LERs are teing sutnitted
in accordance with the. revised rule contained in Title 10 Part 50.73 of the Code of Federal
Regulations (10 CFR 50.73 - Licensee Event Report System) which was published in the Federal
Register (Vol. 48, No.144) on July 26, 1983. NUREG-1022, Licensee Event Report System -
Description of Systems and Guidelines for Rhorting. provides supporting guidance and
information on the revised LER rule. The LER sunmaries in this report - are arranged
alphabetically by facility name and then chronologically by event date for each facility.
Conponent, system, k'eyword, and conponent vendor indexes follow the sunmaries. Vendors are
those identified by the utility when the LER fom is . initiated; the keywords for the
conponent, system, and general keyword indexes are assigned by the computer using correlation
tables from the Sequence Coding and Search System.
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