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SUBJECT: Licensee Event Report
Teach Bottom Atomic Power Station - Unit 3

This LER concerns an Engineering Safeguard Feature Actuation as a result
: of. less than adequate programatic guidance.

Reference:- Docket No. 50-278
Report Number: '

00-
3-91-018 )Revision Number:-

Event-Date: 12/16/91
Report Date:- 01/14/92 !

.

; Facility: Peach Bottom Atomic Power Station
L _RD 1, Box 208 Delta, PA 17314

. This LER is being submitted pursuant to the requirements of 10 CFR
50.73(a)(2)(iv).

Sincerely, I

16
e cc: -J. J. Lyash, USNRC Senior Resident Inspector

T.-T. Martin, USNRC, Region I
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On 12/16/91 at 2205 hours, an isolation of the Main Steam Line Drain and the
Recirculation System Sample Valves occurred unexpectedly during the
performance of an in-service leak test. At the time of the event, Operations
personnel were valving into service the instrument valves on a Feedwater
Control system flow transmitter. The cause of the event has been determined
to be a pressure transient in the instrument line. This was a result of the
instrument line not being backfilled prior to the instrument being returned to
service. No documented station guidance existed to address operation of
instrument valves ano responsibilities. A contributing factor to this event
was less than adequate communication. After the Group I Primary Containment
Isolation System (PCIS) isolation occurred, the PCIS logic was reset at 2220
hours and the affected valves were restored to the proper position. Station
guida s e =M1 be developed. The event will be reviewed to determine adequacy
of t'ie present methods used to perform in-service leak testing. No actual
safaty consequences occurred as a result of this event. There were no previous
similar events identified,
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Requirements of the Report

This report is being submitted pursuant to 10 CFR 50.73(a)(2)(iv) due to an
Engineering Safeguard Feature (ESF) actuation.

Unit Conditions at Time of Event

Unit 3 was in the " REFUEL" mode with the reactor at 1000 psig and 199 degrees
F during the Reactor Pressure Vessel (RPV) hydrostatic test. There were no
systems, structures, or components that were inoperable that contributed to
the event.

Description of the Event

On 12/16/91 at 2205 hours, an isolation of the Main Steam Line Drain and the
Recirculation System Sample Valves occurred unexpectedly during the
performance of an in-service leak test associated with a modification. This
was the result of a Group I Primary Containment Isolation System
(PCIS)(EIIS:JM) actuation. At the time of the event, Operations personnel
were valving into service the instrument valves (EIIS:ISV) on a Feedwater
Control system flow transmitter (EIIS:FT) (FT-3-06-0510). This action
produced a pressure transient in the instrument line which impacted other
instrumentation and resulted in the PCIS isolation. The PCIS logic was reset
at 2220 hours and the affected valves were restored to the proper position.
The NRC was notified of the event via ENS at 0020 hours on 12/17/91.

Cause of the Event

The cause of the event has been determined to be a pressure transient in the
instrument line. This transient produced a Group I PCIS isolation and
subsequent valve isolations. This was a result of the instrument lir,e not
being backfilled prior to the instrument being returned to service.

The valve manipulations were done by a Station Operator. Normally, instrument
valve operations are accomplished by Instrument & Control (I&C) technicians.
No documented station guidance existed to address operation of instrument
valves and responsibilities. An I&C technician would have been more likely to
identify that the instrument line was in need of backfilling.

A contributing factor to this event was less than adequate communication
between the inst'.llation personnel and the operator. The installation
individual failed to inform the operator that an I&C technician was requested
to perform the instrument valving. Had the operator been informed of this, he
would probably have waited for the I&C technician. The I&C technician would
have been more likely to identify the need of backfilling and therefore
prevent the event.
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Analysis of Event.

No actual safety consequences occurred as a result of this event.

The isolation functioned per. design. The Main Steam Isolation valves were
already closed to support the RPV hydrostatic testing and the PCIS Group I ,

.

isolation capabilities _were not required at the time of the event per the
Technical; Specifications. In the event that-the PCIS: Group I isolation would :, -

have occurred with the' plant at power, the reactor would have shutdown safely
.as designed.

Corrective Actions *

After the Group I PCIS isolation occurred, the PCIS logic was reset at 2220-
hours and the affected-valves were restored to the proper position.

--The-event has been discussed with the' involved individuals. The pertinent:

information from this event will.be provided to the appropriate Operations and-
~ Installations personnel.

Station guidance will be developed which will address operation of instrument
; valves and responsibilities. ~

-

LThe event will be reviewed to determine adequacy of the present methods used
to perform in-service leak testing associated with modifications. Based on

-this evaluation,-the existing guidance involving in-service leak. testing will-
be reviewed-and revised as necessary to prevent future occurrences of similar:

type.

-Previous Similar= Events

There were no previous similar events identified which involved an ESF
actuation caused by lack of instrument backfilling associated with a
modification.
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